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Set  the  example — 
have  periodic  health  examinations! 


INVENTION  ISSUE 
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Bronkometer 

(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


fast,  potent  bronchodilation  and  decongestion 

helps  arrest  attacks  before  they  reach  nightmare  pro- 
portions . . . makes  future  attacks  less  feared. 


twist 

press 

relief 


COMPOSITION  Each  ml  of  solution  supplies  at  the  mouthpiece  20  metered 
doses  of  350  meg  isoetharine  methanesulfonate  (0.6%),  70  meg  phenyl- 
ephrine HCI  (0.125%)  and  30  meg  thenyldiamine  HCI  (0.05%)  with  sac- 
charin and  menthol  plus  fluorochlorohydrocarbons  as  inert  propellants. 
Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE  The  average  dose  is  one  or  two  inhalations.  Occa- 
sionally, more  may  be  required.  It  is  important,  however,  to  wait  one  full 
minute  after  the  initial  one  or  two  inhalations  in  order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations  need  not  be  repeated  more 
often  than  every  four  hours,  although  more  frequent  administration  may  be 
necessary  in  severe  cases. 

PRECAUTIONS  Although  Bronkometer  is  relatively  free  of  toxic  side  effects, 
too  frequent  use  may  cause  tachycardia,  palpitation,  nausea,  headache, 

aaSy  breon 


excitement  as  is  the  case  with  other  sympathomimetic  amines.  Bronko- 
meter should  not  be  administered  along  with  epinephrine  or  other  sympa- 
thomimetic amines  as  such  drugs  are  direct  cardiac  stimulants  and  may 
cause  excessive  tachycardia.  They  may.  however,  be  alternated  if  desired. 
Dosage  must  be  carefully  adjusted  in  patients  with  hyperthyroidism,  hyper- 
tension, acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve 
and  in  individuals  sensitive  to  sympathomimetic  amines,  since  overdosing 
may  result  in  tachycardia,  palpitation,  nausea,  headache  or  epinephrine- 
like  side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Refill  with  Actuator  (Code  No.  1184); 
Bronkometer  tpr  10  ml  Refill  only  (Code  No.  1183);  Bronkometer  10  ml  Vial 
with  Oral  Nebulizer  (Code  No.  1193);  Bronkometer  20  ml  Vial  with  Oral 
Nebulizer  for  desk  or  bedside  (Code  No.  1182). 

LABORATORIES  INC.,  '0  1 New  York  10016 


MEW  YOltK  STATE 

academy  01  general  practice 

Twenty-second  Annual  Convention 

presents : 

TIIK  U.V.  IK  NO.  I 

at  The  Statler  Hilton  Hotel,  New  York  City 


MAY  IO  TIIIIIJ  14,  1070 

Congress  of  Delegates May  10,  11,  1970 

Scientific  Assembly May  12,  13,  14,  1970 

President’s  Dinner May  13,  1970 


• Scientific  Program  • Scientific  Motion  Pictures 

• Scientific  Exhibits  • Technical  Exhibits 

LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  par- 
ticipation— question  and  answer  session.  A new  approach 
to  post  graduate  education. 

PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 

For  reservations:  NYSAGP 

84  Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 


1 


Third  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D., 
Team  Physician,  Cornell  University 

A.  The  Pathology  of  Sports  Trauma 

B.  Injury  to  Women  in  Sports 

C.  Skin  Problems  in  Athletics 

D.  The  Adolescent  in  Sports 

Luncheon — 12:30  p.m.,  Royal  Ballroom.  Guest  Speaker: 

Weeb  Ewbank,  Head  Coach,  The  New  York  Jets 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  John  A.  Ripp,  M.D., 
Team  Physician,  Carle  Place  High  School 

E.  The  Work  of  a Team  Physician 

F.  Field  Diagnosis  of  an  Injured  Player 

G.  The  Team  Approach:  Coach,  Doctor  and  Player 

H.  On-Field  Appraisal  of  Head,  Neck  and  Spinal  Injuries 

Live  Demonstration  Taping  Clinic — 9:00  a.m.  to  5:00  p.m., 

Georgian  Ballroom  B 

Continuous  Sports  Cinema  Program — 9:00  a.m.  to  5:00  p.m., 

Versailles  Ballroom,  second  floor 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $7.00  per  person 

Name 


(please  print) 

Address 

street 

City 

State 

zip 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 
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Companion  building  to  future  headquarters  at  Lake  Success,  New  York 

i64th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

February  8-12, 1970  Americana  of  New  York  New  York  aty 


Highlights  . . . General  Sessions:  Man  and  His  Environment; 
Infections:  Viral,  Bacteriologic,  Parasitic;  Oncology 


Cardiovascular  Diseases; 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits*  Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Smericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10019 

TELEPHONE  (212)  581-1000 

PLEASE  CHECK  ( V)  ACCOMODATIONS  DESIRED 

(All  roomi  subject  to  5%  New  York  City  Room  tax) 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unleu  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


SINGLE  BEDROOM 


□ $20.00 

□ $22.00 

□ $24.00 

□ 

$26.00 

□ $28.00 

□ $30.00 

□ $32.00 

□ 

$34.00 

TWIN  OR 

DOUBLE-BEDDED  ROOMS 

FOR  TWO 

□ $26.00 

□ $28.00 

□ $30.00 

□ 

$32.00 

□ $34.00 

□ $36.00 

□ $38.00 

□ $40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 
□ $34.00 

□ $28.00 

□ $30.00 

□ 

$32.00 

STUDIO  ROOMS  FOR 

TWO 

□ $30.00 

□ $32.00 

□ $34.00 

□ 

$36.00 

□ $38.00 

□ $40.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00 

□ $60.00 

□ $65.00 

□ 

$70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00 

□ $86.00 

□ $90.00 

□ 

$105.00  & up 

NOTE:  These  rates  apply  for  the  duration  of  your 
convention. 
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“The  Big  Squirt" 
provides  breathing 
comfort  when  the  little 
squirt  catches  cold... 
helps  prevent  otitis  media 


|Neo-SynephrineK  can  also  be  helpful  in  keeping  the 
feustachian  lubes  open  and  help  reduce  the  risk  of  middle 
[ear  involvement.  Because  Neo-Synephrine  shrinks 
edematous  turbinates  almost  on  contact  and  also  promotes 
ventilation  and  drainage,  nasal  symptoms  are  quickly 
relieved.  The  child  can  breathe  more  comfortably,  eat  and 
rest  more  readily.  Virtually  free  of  systemic  side  effects, 
mild  Neo-Synephrine  might  have  been  made  especially 
for  children’s  delicate  respiratory  tissue  — it  does  not 
interfere  with  ciliary  activity  and  has  little  rebound 
tendency.  Neo-Synephrine  may  be  used  for  infants  in 
Vs  or  xUr'r  strengths. 


brand  of  phenylephrine  HCI 


available  for  children  in: 

Nasal  Spray.  1 »r<  (20  ml. I 
Solutions.  1 Ar i 1 1 o/  i and  ' s' . (15  ml  ) 


NNinlhrop  I .ihoi.itonev  York.  \ > 10016 


20  ml- 


nasal  sprav  M 
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In  Cerebrovascular  Insufficiency,  help  clear  the 


pentylenetetrazole  100  mg. 
nicotinic  acid  50  mg. 


□ Increases  blood  flow  and 
oxygen  supply  to  the  brain 

Helps  alleviate  the  senility 
syndrome  as  it  reduces  mental 
confusion  . . . improves  memory, 
outlook,  and  social  behavior 


Dosage:  2 tablets  t.i.d.,  p.c. 

Side  effect:  In  rare  cases  a nicotinic  acid 
pruritus,  which  abates  promptly  upon 
withdrawal  of  medication. 

Precaution : Use  with  caution  in  patients  with 
known  low  convulsive  thresholds. 

Write  for  samples  and  literature. 

GERIATRIC  Pharmaceutical  Corp. 

397  Jericho  Turnpike,  Floral  Park,  N.  V.  11002 
Pioneers  in  Geriatric  Research  /JUS 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

STABILITY  . . . 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-nine  years. 

SUPERVISION  . 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

SERVICE  . . . 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright,  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
212-684-3211 
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Officers 


Medical  Society  of 
the  State  of  New  York 


Walter  T.  Heldmann,  M.D.,  Richmond 
Edward  C.  Hughes,  M.D.,  Onondaga 
Walter  Scott  Walls,  M.D.,  Erie 
Alfred  A.  Angrist,  M.D.,  Queens 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
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Swen  L.  Larson,  M.D.,  Chemung 
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Warren  A.  Lapp,  M.D.,  Kings 
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Trustees 

Waring  Willis,  M.D.,  Westchester, 

Chairman 

John  F.  Kelley,  M.D.,  Oneida 
James  M.  Blake,  M.D.,  Schenectady 
George  A.  Burgin,  M.D.,  Herkimer 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Newark 

The  Council  is  composed  of  the  officers, 
the  councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Gretchen  Wunsch,  Executive  Assistant 

William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
James  F.  Higgins,  M.D.,  Director, 

Division  of  Occupational  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Services 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 
Harry  D.  Kruse,  M.D.,  Director, 

Division  of  Research  and  Planning 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 
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Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

Frank  W.  Appleton,  2 Park  Avenue,  New 
York,  New  York  10016 

Tel:  212  MUrray  Hill  4-3211 
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Necrology 


Howard  Joseph  Peter  Boylan,  M.D.,  of  Rich- 
mond Hill,  died  on  September  9,  1969,  at  the 
age  of  sixty.  Dr.  Boylan  graduated  in  1928 
from  University  and  Rellevue  Hospital  Medi- 
cal College.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederick  Henry  Fechtig,  M.D.,  of  Laurel, 
died  on  November  9,  1969,  at  the  age  of  sixty- 
six.  Dr.  Fechtig  graduated  in  1927  from  the 
University  of  Virginia  School  of  Medicine. 
He  was  an  attending  physician  at  Central 
Suffolk  Hospital  Association.  Dr.  Fechtig 
was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  H.  Hardy,  M.D.,  of  Mamaroneek,  died 
on  November  10,  1969,  at  the  age  of  eighty- 
nine.  Dr.  Hardy  graduated  in  1902  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clarence  W.  Hogans,  M.D.,  of  New  York  City, 
died  on  November  19,  1969,  at  the  age  of 
sixty-seven.  Dr.  Hogans  graduated  in  1929 
from  Howard  University  College  of  Medicine. 
He  was  an  attending  gynecologist  at  Harlem 
Hospital  Center.  Dr.  Hogans  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  and  a 
member  of  the  American  Geriatrics  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Maynard  Edward  Holmes,  M.D.,  of  Syracuse, 
died  on  November  1,  1969,  at  the  age  of 
seventy-five.  Dr.  Holmes  graduated  in  1918 
from  Syracuse  University  College  of  Medicine. 
He  was  a senior  attending  physician  at  State 
University  Hospital  of  the  Upstate  Medical 
Center  and  Syracuse  Memorial  Hospital,  an 
attending  physician  at  Community-General 
Hospital  of  Greater  Syracuse,  and  a consulting 
physician  in  endocrinology  at  St.  Mary’s  Hos- 
pital. Dr.  Holmes  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Physicians,  and 
a member  of  the  Syracuse  Academy  of  Medi- 


cine, the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Yochanan  Iaulus,  M.D.,  of  Queens  Village,  died 
on  November  13,  1969,  at  the  age  of  forty- 
four.  Dr.  Iaulus  received  his  medical  degree 
from  the  Hebrew  University,  Jerusalem.  He 
was  a supervising  psychiatrist  at  Creedmore 
State  Hospital.  Dr.  Iaulus  was  a member  of 
the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  G.  F.  Jung,  M.D.,  of  New  York  City, 
died  on  November  15,  1969,  at  the  age  of 
thirty-nine.  Dr.  Jung  graduated  in  1957 
from  the  University  of  North  Carolina  School 
of  Medicine.  He  was  an  assistant  attending 
obstetrician  and  gynecologist  at  Flower  and 
Fifth  Avenue  and  Metropolitan  Hospitals. 
Dr.  Jung  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  A.  Kaiser,  M.D.,  of  Williamsville,  died 
on  April  6,  1967,  at  the  age  of  eighty-six.  Dr. 
Kaiser  graduated  in  1909  from  Baltimore  Med- 
ical College. 

Maurice  Murray  Levites,  M.D.,  of  The  Bronx, 
died  on  November  11,  1969,  at  the  age  of  sixty- 
nine.  Dr.  Levites  graduated  in  1926  from 
the  University  of  Tennessee  College  of  Medi- 
cine. He  was  a consulting  physician  in  medi- 
cine at  Fordham  Hospital  and  Union  Hos- 
pital of  The  Bronx.  Dr.  Levites  was  a mem- 
ber of  the  New  York  Cardiological  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Camillo  Benedict  Locasto,  M.D.,  of  Brooklyn 
and  Garden  City,  died  on  November  9,  1969, 
at  the  age  of  fifty-eight.  Dr.  Locasto  gradu- 
ated in  1937  from  Rush  Medical  College.  He 
was  an  attending  dermatologist  at  Kings 
County  Hospital  Center,  and  attending  derma- 
tologist and  chief  dermatologist  at  Caledonian 
Hospital,  and  an  attending  dermatologist  at 
the  Veterans  Administration  Out-Patient 
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Dramatic  new  way 
of  delivering  medication 
to  the  skin 


New 

Cordrari  Tape 

Flurandrenolone  Tape 


The  steroid  is  right  in  the  tape! 


Please  turn  page  for  prescribing  information 


Remarkably  effective... 


Response  of  i 

patient  treated  with 
strip  of  Cordran"  Tape 
(Flurandrenolone  Tape) 
applied  to  arm. 


Description:  A transparent,  inconspicuous,  plastic  surgical  tape,  im- 
pervious to  moisture,  slightly  elastic  and  highly  flexible.  The  corti- 
costeroid flurandrenolone  is  uniformly  distributed,  4 mcg./sq.  cm.,  in 
the  adhesive  layer. 

The  adhesive  is  a synthetic  copolymer  of  acrylate  ester  and  acrylic 
acid,  free  from  substances  of  plant  origin.  A paper  liner  permits 
handling  and  trimming  before  application. 

Action:  Cordran®  (flurandrenolone,  Lilly)  has  anti-inflammatory,  anti- 
pruritic, and  vasoconstrictive  actions.  The  tape  serves  as  both  a 
vehicle  and  an  occlusive  dressing. 

Indications:  For  adjunctive  therapy  of  chronic  recalcitrant  derma- 
toses responsive  to  topical  corticosteroids,  particularly  dry,  scaling 
localized  lesions.  These  include  atopic  dermatitis,  contact  dermatitis, 
eczema  of  hands  and  feet,  lichen  planus,  lichen  simplex  ch'ronicus, 
neurodermatitis,  nummular  eczema,  psoriasis,  seborrheic  dermatitis, 
and  stasis  dermatitis. 

Cordran  Tape  should  be  used  only  when  its  special  features  outweigh 
a possibly  higher  incidence  of  adverse  reactions. 

Cordran  is  recommended  as  a supplement  to  other  preparations  in 
the  management  of  skin  lesions.  It  may  be  used  for  symptomatic 
relief  until  contributing  factors  are  corrected.  In  contact  or  allergic 
dermatitis,  remove  the  offending  contactant  or  allergen.  Take  a care- 
ful history,  including  a study  of  environmental  contacts  and  use  of 
drugs. 

Contraindications:  Chickenpox,  vaccinia;  patients  with  a history  of 
hypersensitivity  to  any  of  its  components.  Not  recommended  for 
lesions  exuding  serum  or  in  intertriginous  areas. 


Enthusiastically  received... 


scratching  or  other 
external  irritants 


Practically  invisible. 
Makeup  can  be  applied 
over  tape  for  total  masking. 


Warning:  Usage  in  Pregnancy— Although  adverse  effects  on  preg- 
nancy have  not  been  reported,  safety  of  the  use  of  topical  corti- 
costeroids on  pregnant  women  has  not  been  absolutely  established. 
Do  not  use  extensively  on  pregnant  patients  in  large  amounts  or  for 
prolonged  periods. 

Precautions:  If  irritation  develops,  discontinue  the  product  and  insti- 
tute appropriate  therapy. 

In  the  presence  of  infection,  use  appropriate  antifungal  or  antibac- 
terial agents.  If  a prompt  response  does  not  occur,  discontinue  the 
corticosteroid  until  the  infection  is  adequately  controlled. 

If  extensive  areas  are  treated,  take  suitable  precautions  against  the 
possibility  of  increased  systemic  absorption.  Exercise  particular  care 
with  infants  and  young  children. 

Adverse  Reactions:  The  following  local  adverse  reactions  have  been 
reported  with  topical  corticosteroids,  with  or  without  occlusive  dress- 
ings: burning  sensations,  itching,  irritation,  dryness,  folliculitis,  hyper- 
trichosis, acneform  eruptions,  and  hypopigmentation. 

The  following  may  occur  more  frequently  with  occlusive  dressings 
than  without:  maceration  of  the  skin,  secondary  infection,  skin 
atrophy,  striae,  and  miliaria.  In  addition,  the  tape  may  cause  purpura 
and  stripping  of  the  epidermis. 


Easy  to  apply 


Partially  masks  condition 
being  treated 


Of  course,  it  is  recommended  that  Cordran  Tape  be  reserved  for  cases 
in  which  the  benefits  of  its  special  features  outweigh  a possibly  higher 
incidence  of  adverse  reactions. 

New 


Administration  and  Dosage:  Preparation  of  the  Skin— Shower  or  tub 
baths  should  be  completed  before  Cordran  Tape  is  applied.  Gently 
clean  area  to  remove  scales,  crusts,  dried  exudates,  and  previously 
used  ointments  or  creams.  A germicidal  soap  or  cleanser  will  prevent 
the  development  of  odor  under  the  tape.  Shave  or  clip  the  hair  to 
allow  good  contact  and  comfortable  removal.  Dry  the  skin  before 
applying  tape. 


In  most  cases,  the  tape  should  be  replaced  after  twelve  hours.  Wash 
the  skin  and  allow  it  to  dry  for  an  hour  before  reapplying  the  tape. 
When  necessary,  the  tape  may  be  used  only  at  nighttime.  Loose  ends 
or  corners  may  be  trimmed  off  and  replaced  with  fresh  tape. 
Directions  for  the  patient  are  included  in  each  package. 


How  Supplied:  Each  roll  of  Cordran®  Tape  (flurandrenolone  tape, 
Lilly)  is  7.5  cm.  (3  inches)  wide  and  200  cm.  (80  inches)  long. 


[ 062469  ] 


ADDITIONAL  INFORMATION 
AVAILABLE  UPON  REQUEST. 


ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


Steey 

000221 


Cordran  Tape  The  steroid  that  sticks  to  the  job 

Flurandrenolone  Tape 
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Clinic.  Dr.  Locasto  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a 
member  of  the  Society  for  Investigative  Derma- 
tology, the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  F.  Marinello,  M.D.,  of  Canadaigua, 
died  on  April  2(5,  1969,  at  the  age  of  sixty-six. 
Dr.  Marinello  graduated  in  1930  from  George 
Washington  University  School  of  Medicine. 
He  was  acting  chief  of  the  outpatient  depart- 
ment at  the  Veterans  Administration  Hospital. 
Dr.  Marinello  was  a member  of  the  American 
Geriatrics  Society. 

Harris  Milton  Rabinowitz,  M.D.,  of  Brooklyn, 
died  on  November  22,  1969,  at  the  age  of 
eighty-five.  Dr.  Rabinowitz  graduated  in 
1907  from  Long  Island  College  Hospital.  He 
was  a consulting  gynecologist  and  obste- 
trician at  Brookdale  Medical  Center  and  a 
consulting  gynecologist  at  Metropolitan  Jewish 
Hospital.  Dr.  Rabinowitz  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  L.  Randell,  M.D.,  of  Jamestown,  died  on 
October  15,  1969,  at  the  age  of  sixty-four. 
Dr.  Randell  graduated  in  1935  from  the  Uni- 
versity of  McGill  Faculty  of  Medicine.  He  was 
an  attending  radiologist  at  Woman’s  Christian 
Association  and  Jamestown  General  Hospitals. 
Dr.  Randell  was  a member  of  the  Chautauqua 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  Robb,  M.D.,  of  San  Jose,  California, 
formerly  of  Ithaca,  died  on  October  3,  1969, 
at  the  age  of  eighty-four.  Dr.  Robb  graduated 
in  1909  from  Queen’s  University  Faculty  of 
Medicine,  Kingston,  Ontario.  He  was  a Fel- 
low of  the  American  College  of  Surgeons  and 
a member  of  the  Tompkins  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hyman  Rock  Sheintoch,  M.D.,  of  Brooklyn, 
died  on  October  19,  1969,  at  the  age  of  sixty. 
Dr.  Sheintoch  graduated  in  1935  from  the 
University  of  Virginia  School  of  Medicine. 
He  was  an  attending  cardiologist  at  Kings- 
brook  Jewish  Medical  Center,  an  attending 
physician  in  cardiology  at  Adelphi  Hospital, 
and  an  assistant  attending  physician  at  Kings 
County  Hospital  Center.  Dr.  Sheintoch  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 


Cardiology,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Solomon  Smelin,  M.D.,  of  The  Bronx,  died  on 
November  16,  1969,  at  the  age  of  eighty-three. 
Dr.  Smelin  graduated  in  1913  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a clinical  assistant  physician  (Affiliate) 
at  Morrisania  City  Hospital  Outpatient  De- 
partment and  an  attending  physician  (off 
service)  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Smelin  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Vincent  James  Torney,  M.D.,  of  Garden  City, 
was  killed  on  November  8,  1969,  in  an  auto- 
mobile accident,  at  the  age  of  fifty-four.  Dr. 
Torney  graduated  in  1942  from  National  Uni- 
versity of  Ireland.  He  was  a consulting 
anesthesiologist  at  South  Oaks  Psychiatric 
Hospital-The  Long  Island  Home  ( Amityville) . 
Dr.  Torney  was  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  Nassau 
Academy  of  Medicine,  the  New  York  State 
Society  of  Anesthesiologists,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gustav  Weissberg,  M.D.,  of  New  York  City 
and  White  Plains,  died  on  November  22,  1969, 
at  the  age  of  sixty-nine.  Dr.  Weissberg  re- 
ceived his  medical  degree  from  the  University 
of  Vienna  in  1925.  He  was  an  assistant  attend- 
ing dermatologist  at  The  Mount  Sinai  Hos- 
pital (off  service),  an  associate  attending 
dermatologist  at  Flower  and  Fifth  Avenue  Hos- 
pitals, and  an  assistant  attending  dermatolo- 
gist at  Metropolitan  Hospital.  Dr.  Weissberg 
was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  New7 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New7  York,  and  the 
American  Medical  Association. 

Robert  Day  Whitfield,  M.D.,  of  Albany,  died 
on  November  17,  1969,  at  the  age  of  fifty- 
nine.  Dr.  Whitfield  graduated  in  1935  from 
Harvard  University  Medical  School.  He  was 
an  attending  neurosurgeon  at  Albany  Medical 
Center  Hospital,  a consulting  neurosurgeon  at 
St.  Peter’s  Samaritan  Hospitals  (Troy),  St. 
Mary’s  Hospital  of  Troy,  Placid  Memorial  Hos- 
pital (Lake  Placid),  Saratoga  (Saratoga 
Springs),  and  Mercy  General  Hospitals  (Tup- 
per  Lake),  and  a senior  consulting  surgeon  at 
Memorial  Hospital.  Dr.  Whitfield  was  a Dip- 
lomate of  the  American  Board  of  Psychiatry 
and  Neurology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 

continued  on  page  16 


January  1,  1970  / New  York  State  Journal  of  Medicine  13 


Contraindications:  Edema;  danger  of 
cardiac  decompensation;  history  or 
symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  al- 
lergy, history  of  blood  dyscrasia.The 
drug  should  not  be  given  when  the  pa- 
tient is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large 
doses  of  the  alka  formulation  are  con- 
traindicated in  glaucoma. 

Warning  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic 
ulcer;  perform  upper  gastrointestinal 
x-ray  diagnostic  tests  if  drug  is  con- 
tinued. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  re- 
ceiving such  therapy.  Use  with  caution 


in  the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions . Before  prescribing,  care- 
fully select  patients,  avoiding  those 
responsive  to  routine  measures  as  well 
as  contraindicated  patients.  Obtain  a 
detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  includ- 
ing a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should 
be  closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore  throat, 
or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water 
retention) , skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete 
blood  counts  at  weekly  intervals  during 
early  therapy  and  at  2-week  intervals 
thereafter.  Discontinue  the  drug  imme- 
diately and  institute  counter  measures 
if  the  white  count  changes  significantly. 


granulocytes  decrease,  or  immature 
forms  appear  Use  greater  care  in  the  L 
elderly  and  in  hypertensives. 

Adverse  Reactions  The  more  com- 
mon are  nausea  and  edema.  Swelling  of 
the  ankles  or  face  may  be  minimized  by 
withholding  dietary  salt,  reduction  in 
dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertension 
the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug 
has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  I 
The  patient  should  be  instructed  to  take  i 
doses  immediately  before  or  after  meals ) 
or  with  milk  to  minimize  gastric  upset,  I 
Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  dermatitis,  l 
Stevens-Johnson  syndrome,  Lyell's 
syndrome  (toxic  necrotizing  epidermoly  I 
sis),  or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  ant 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness. ..and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin  alka  % 

100  mg  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions. warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


equire  permanent  withdrawal  of  med- 
cation.  Agranulocytosis  can  occur  sud- 
denly in  spite  of  regular,  repeated  normal 
white  counts.  Stomatitis  and,  rarely. 
;alivary  gland  enlargement  may  require 
:essation  of  treatment.  Such  patients 
;hould  not  receive  subsequent  courses 
)f  the  drug.  Vomiting,  vertigo  and 
anguor  may  occur.  Leukemia  and  leuke- 
noid  reactions  have  been  reported. 
(Vhile  not  definitely  attributable  to  the 
frug,  a causal  relationship  cannot  be 
sxcluded.  Thrombocytopenic  purpura 
ind  aplastic  anemia  may  occur.  Con- 
usional  states,  agitation,  headache, 
)lurred  vision,  optic  neuritis  and  tran- 
nent  hearing  loss  have  been  reported, 
is  have  hyperglycemia,  hepatitis,  jaun- 
iice.  hypersensitivityangntis,  pericarditis 
ind  several  cases  of  anuria,  glomer- 
jlonephritis  and  hematuria.  With  long- 
erm  use,  reversible  thyroid  hyperplasia 
nay  occur  infrequently.  Moderate  lower- 


ing of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses. Trial  period:  1 week.  Main- 
tenance dosage  should  not  exceed  4 
capsules  daily:  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's  weight, 
general  health,  age  and  any  other  fac- 
tors influencing  drug  response. 

(B)46-070-C 

For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 
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Harvey  Cushing  Society,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Melvin  Thomas  Woodhead,  M.D.,  of  Amster- 
dam, died  on  October  10,  1969,  at  the  age  of 


eighty-six.  Dr.  Woodhead  graduated  in  1911 
from  Albany  Medical  College.  He  was  an  hon- 
orary member  of  the  medical  staff  at  Amster- 
dam Memorial  and  St.  Mary’s  Hospitals.  Dr. 
Woodhead  was  a member  of  the  Montgomery 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Books  Reviewed 


Limb  Development  and  Deformity:  Problems 

of  Evaluation  and  Rehabilitation.  Edited  by 
Chester  A.  Swinyard,  M.D.  Quarto  of  672 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1969.  Cloth,  $19.25. 

Impeccable  editing  by  a distinguished  au- 
thority on  crippled  children  has  eliminated  en- 
tirely the  usual  expected  flaws  of  multiple 
authorship,  uneven  presentation  and  emphasis, 
repetition,  and  so  forth,  from  this  profusely 
illustrated,  deluxe  volume.  Sections  on  every 
conceivable  facet  of  congenital  limb  malforma- 
tions (embryology  of  the  extremities,  genetic 
mechanisms  of  teratology,  the  several  types  of 
dysmorphogenesis  with  special  attention  to  the 
thalidomide  variety,  deficit  evaluation  and  re- 
habilitative measures  available)  are  explored 
in  great  depth,  replete  with  bibliography. 

There  is  an  excellent  added  section  on  the 
development  of  an  international  terminology, 
contrasting  several  different  classifications  al- 
ready in  parochial  use  with  a proposed  new 
“Nomenclature  for  Congenital  Skeletal  Limb 
Deficiencies.”  Unless  a single  system  of  ter- 
minology is  soon  devised,  endorsed,  and  ac- 
cepted as  standard  by  concerned  international 
organizations,  the  profession  will  be  burdened 
with  confusing  eponyms. 

The  incidence  of  congenital  limb  malforma- 
tion remains  relatively  infrequent,  with  pros- 
pects of  reduction  to  a rarity  by  current  iatric 
vigilance  and  pharmaceutical  caution  following 
the  thalidomide  tragedy.  Although  this  book 


is  unequalled  as  a reference,  its  appeal  is 
limited  to  interested  geneticists,  pediatricians, 
orthopedists,  physiatrists,  prosthetists,  and  bio- 
electric engineers,  who  have  already  devised 
ingenious  replacements  for  human  limbs. 
Milton  B.  Spiegel,  M.D. 


Mind  as  a Tissue.  Edited  by  Charles  Rupp, 
M.D.  Octavo  of  357  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1968.  Cloth,  $16.50. 

To  those  perplexed  by  the  title,  it  is  to  be 
remembered  that  this  volume  is  a report  of  the 
fifth  of  a series  of  conferences  at  the  Lankenau 
Hospital  discussing  various  structures  as  a 
tissue,  the  prior  one  having  been  called  “Nerve 
as  a Tissue.” 

The  present  volume  reports  studies  on  some 
phases  of  mind,  and  certainly  tissue  is  as  good 
a word  as  any  other  for  this  complexity  called 
mind. 

Presentations  on  neuropsychology  and  neuro- 
physiology at  all  levels  are  surveyed  by  various 
experts  and  then  discussed  by  the  group. 

Psychopharmacology  is  reviewed  under  bio- 
physiologic  studies  in  psychoses,  including  such 
subjects  as  plasma  factors  in  schizophrenia, 
biochemical  factors  in  psychotic  depression, 
psychophysiology  of  REM  sleep,  and  the  neural 
basis  for  memory.  Finally,  there  is  a section 
on  the  biologic  aspects  of  psychiatry  with  arti- 

continued  on  page  20 
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cles  on  experimental  seizures,  psychotropic 
drugs,  and  endocrine  mind  relationship. 

This  is  a small  book  but  the  editor  has  done 
well  to  get  such  expert,  complex,  and  varied 
studies  cemented  together  by  the  discussion. 

Anyone  interested  in  nervous  system  func- 
tions will  find  this  volume  rewarding.  It  re- 
views much  of  our  present  knowledge  and 
clarifies  some  of  the  challenges  which  some  of 
the  best  intellects  in  the  world  are  tackling  at 
present  to  understand  this  complexity  called 
mind.  Arthur  J.  Lapovsky,  M.D. 

Atlas  of  Nuclear  Medicine.  Volume  1 — Brain. 
By  Frank  H.  DeLand,  M.D.,  and  Henry  N. 
Wagner,  Jr.,  M.D.  Quarto  of  217  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $18. 

An  assistant  professor  of  radiology  (Dr. 
De  Land)  and  a professor  of  radiology  (Dr. 
Wagner),  who  is  also  an  associate  professor  of 
medicine  with  special  interest  in  neurology, 
have  produced  an  authoritative  and  invaluable 
atlas  to  illustrate  normal  radioisotopic  scans, 
abnormal  and  unusual  variations,  and  a wide 
variety  of  congenital,  traumatic,  vascular,  and 
neoplastic  lesions.  The  case  histories,  all  from 
the  Johns  Hopkins  Hospital,  are  concise.  While 
the  number  of  figures  ends  at  112m,  each  num- 
ber actually  covers  three  to  13  separate  figures, 
with  letters  to  unite  a single  case  or  type  of 
study.  Pages  are  large,  8V2  by  11  inches,  but 
most  figures  are  37*  by  4 inches,  reproduced 
with  clarity  and  contrast.  Some  of  the  figures 
are  cerebral  angiograms,  essential  to  preopera- 
tive diagnosis  both  in  vascular  and  in  neo- 
plastic disease.  Cisternography  is  considered 
in  a 46-page  chapter,  which  follows  12  pages  on 
diseases  of  the  skull,  and  four  pages  on  the 
scalp  (contusions). 

This  atlas  is  ideal  for  internists,  neurologists, 
neurosurgeons,  and  useful  for  any  radioisotope 
unit  which  does  scans  of  the  cranium  and  its 
contents.  William  Dock,  M.D. 

A Textbook  of  Radiology.  Edited  by  David 
Sutton,  M.D.  Assisted  by  Ronald  G.  Grainger, 
M.D.  Quarto  of  1,186  pages,  illustrated.  Edin- 
burgh, E.  & S.  Livingstone  Ltd.  (Baltimore, 
The  Williams  & Wilkins  Co.),  1969.  Cloth, 
$42.50. 

This  textbook  is  comprehensive  and  quite  up 
to  date.  The  contributors  are  all  specialists  in 
their  particular  branch  of  radiology.  All 
phases  of  radiology  are  discussed  concisely  but 
inclusively. 

All  branches  of  radiology  from  bone  through 
chest,  cardiovascular  system,  gastrointestinal 
system,  urogenital  tract,  the  central  nervous 
system,  and  so  forth  are  discussed.  The  classi- 
fications, the  tables,  and  the  appendices  are 
very  satisfactory.  References  are  relatively 
minimal.  The  discussion  of  the  cardiovascular 
system  is  particularly  excellent.  Several 
phases  of  discussion  of  the  abdomen  and  the 


gastrointestinal  system  are  also  unusually 
well-treated.  There  are  innumerable  illustra- 
tions of  satisfactory  detail. 

While  the  discussion  of  each  individual  diag- 
nosis is  brief,  the  inclusiveness  of  this  book 
makes  it  a valuable  reference  and  study  book, 
particularly  for  the  advanced  trainee  in  radi- 
ology. This  one  volume  is  highly  recommended 
for  every  radiologic  library.  Emanuel  Mend- 
elson,  M.D. 

Cervical  Spondylosis  and  its  Neurological  Com- 
plications. By  Bernard  H.  Smith,  M.D. 
Quarto  of  231  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1968.  Cloth,  $12. 

Both  the  author  and  publisher  are  to  be  con- 
gratulated on  presenting  this  thorough  study  of 
a difficult  subject,  clearly  printed  and  illus- 
trated. The  book  is  divided  into  two  parts. 
The  first  deals  with  anatomy,  physiology,  and 
pathology,  while  the  second  covers  the  clinical 
aspects. 

The  author  reviews  the  work  done  by  others 
and  has  a 17-page  bibliography  including  most 
major  studies  on  various  aspects  of  cervical 
spondylosis. 

The  frequent  separation  of  radiculopathy 
from  myelopathy  in  the  text  might  be  confus- 
ing to  the  nonspecialist  even  though  the  author 
states  “myelopathy  may  merge  in  a variety  of 
ways  with  those  of  radiculopathy  and  these 
together  in  various  combinations  and  permuta- 
tions help  to  create  a pleomorphic  neurological 
picture.” 

This  complex  picture  leads  to  problems  in 
differential  diagnoses  which  are  partially  sur- 
veyed in  the  section  “Cervical  Spondylotic 
Myelopathy.”  Conditions  leading  to  painful 
shoulders  are  incompletely  differentiated.  The 
same  is  true  for  painful  amyotrophy  of  the 
shoulder  and  muscular  dystrophy  in  later  life. 

The  author  refers  to  the  carpal  tunnel  com- 
pression and  cervical  spondylosis  as  coexistent 
in  some  cases.  However,  it  should  be  stressed 
that  the  carpal  tunnel  syndrome  most  often 
must  be  differentiated  from  cervical  spondylosis 
and  is  much  more  easily  corrected  than  the 
latter.  Multiple  sclerosis,  as  a concomitant  or 
a simulator  of  cervical  spondylosis,  is  discussed 
in  detail.  One  should  add  that  the  gamma 
globulin  determination  is  important  in  the 
separation  of  these  two  disorders. 

All  physicians  can  profit  from  reading  or 
studying  Dr.  Smith’s  lucid  book,  since  this  con- 
dition sometimes  looked  on  as  a “pain  in  the 
neck”  presents  itself  with  problems  for  general 
practitioners,  internists,  otolaryngologists,  or- 
thopedists, general  surgeons,  physical  medicine 
specialists,  neurologists,  and  neurosurgeons. 
Arthur  J.  Lapovsky,  M.D. 

The  Complete  Psychiatrist:  The  Achievements 
of  Paul  H.  Hoch,  M.D.  Edited  by  Nolan  D.  C. 
Lewis,  M.D.,  and  Margaret  0.  Strahl,  M.D. 

continued  on  page  22 
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Medical  Schools 


Cornell  University  Medical  College 

New  dean.  J.  Robert  Buchanan,  M.D.,  was 
named  dean  of  the  College  on  October  18,  1969. 
Dr.  Buchanan  succeeds  John  E.  Deitrick,  M.D., 
who  retired  in  June,  1969,  and  has  been  acting 
dean  since  then.  He  is  a clinical  associate  pro- 
fessor of  medicine,  an  associate  attending 
physician  at  The  New  York  Hospital,  and 
assistant  director  of  the  Eugene  F.  Dubois 
Clinical  Research  Center  as  well  as  assistant 
director  of  the  Comprehensive  Care  and  Teach- 
ing Program. 

Downstate  Medical  Center 

Annual  lecture.  The  Annual  Student  American 
Medical  Association  Lecture  will  be  held  on 
January  5 at  4:00  p.m.  Ramon  R.  Torres,  as- 
sociate professor  of  pediatrics,  will  discuss 
“Electrical  Manifestations  of  Myocardial  Dis- 
ease.” The  lecture  will  be  in  the  first  floor 
lecture  hall,  Basic  Sciences  Building,  450  Clark- 
son Avenue. 


Grants.  A total  of  $1,226,817  was  received  dur- 
ing July,  August,  and  September,  1969,  for  37 
research  and  training  grants.  The  awards  pro- 
vided for  ten  new  projects,  17  renewals,  and  ten 
supplements. 

Mount  Sinai  School  of  Medicine 

New  professor  appointed.  George  C.  Cotzias, 
M.D.,  pioneer  in  the  development  and  use  of 
the  drug  L-Dopa  in  the  treatment  of  Parkin- 
son’s disease,  has  been  appointed  professor  of 
neurology.  Dr.  Cotzias  has  also  been  named 
adjunct  attending  neurologist  at  The  Mount 
Sinai  Hospital. 

New  York  University  School  of  Medicine 

Chairman  of  department  named.  Norman  E. 
Chase,  M.D.,  professor  of  radiology,  has  been 
named  chairman  of  the  School’s  Department  of 
Radiology.  Dr.  Chase  succeeds  Maxwell  H. 
Poppel,  M.D.,  chairman  of  the  Department 
since  1952,  who  retired  earlier  in  1969. 
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Octavo  of  723  pages.  Albany,  N.Y.,  State  Uni- 
versity of  New  York  Press,  1968.  Cloth,  $10. 

This  is  a collection  of  papers  by  and  about 
the  late  Paul  Hoch.  The  book  begins  with  bio- 
graphic sketches  and  tributes  to  Dr.  Hoch. 
Many  papers  written  by  him  alone  and  with 
others  are  reprinted.  Following  these  are 
laudatory  evaluations  of  his  career  and  work 
by  many  prominent  persons  in  the  field  of 
psychiatry  and  other  areas,  for  example,  Gov- 
ernor Nelson  Rockefeller. 

In  spite  of  repetitiousness  and  many  typo- 
graphic errors,  a portrait  emerges  of  the  psy- 
chiatrist who  developed  and  taught  a specialty 
fair  to  all  segments  of  the  psychiatric  com- 
munity, yet  making  apparent  the  weakness  of 
each  approach  to  the  diagnosis  and  treatment 
of  mental  conditions.  Hoch’s  validated,  con- 
sistent psychiatric  reality,  and  his  work  as  a 
sympathetic  collaborator  and  synthesizer  be- 
comes evident  in  this  book. 

The  presentation  of  good  clinical  data,  inter- 
twined with  research  and  careful  evaluation, 
make  this  book  important  to  every  psychiatrist 
interested  in  teaching  and  research. 

This  book  belongs  in  the  library  of  every 
institution  in  psychiatry.  An  abstract  of  its 
essential  ideas  would  save  the  reader  time,  but 
since  this  will  probably  not  be  forthcoming,  the 
book  itself  is  worth  the  effort  required  for  the 
abstracting  each  reader  will  have  to  do  for  him- 
self. The  sections  on  research,  psychoanalysis, 
and  the  diagnosis  of  pseudoneurotic  and  other 


types  of  schizophrenia  contain  important  fun- 
damentals of  psychiatry.  Edward  L.  Pinney, 
Jr.,  M.D. 

Principles  of  Drug  Action:  The  Basis  of  Phar- 
macology. By  Avram  Goldstein,  M.D.,  Lewis 
Aronow,  Ph.D.,  and  Sumner  M.  Kalman,  M.D. 
Quarto  of  884  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row,  Pub- 
lishers, 1968.  Cloth,  $18.50. 

This  excellent  book  arrives  on  the  threshold 
of  a new  era.  It  makes  an  effort  to  bridge  the 
gap  and  explain  the  action  of  pharmacologic 
substances  at  the  ultimate  level.  It  attempts 
to  identify  the  proteins  and  nucleic  acids  which 
are  responsible  for  the  biologic  effects;  how 
each  set  of  bonds  modifies  macromolecular 
function  to  produce  the  specific  characteristics 
of  the  individual  drug.  The  complicated  mech- 
anisms in  drug  metabolism  are  explained  as 
well  as  selection  of  medicines  for  clinical  use. 

Toxicity  with  antidotes,  idiosyncrasies,  al- 
lergy, drug  resistance,  teratogens,  carcinogens, 
and  development  of  drugs  occupy  separate 
chapters. 

Finally,  principles  for  prescribing  are  given. 
Abundant  figures  and  tables  reveal  painstaking 
undertakings  in  combing  the  literature  for 
pertinent  erudite  accomplishments.  Italics 
make  for  quick  reference  to  specific  informa- 
tion. This  book  is  designed  as  a text  for  the 
physician  and  all  students  who  are  interested 
in  the  basic  action  of  medicaments.  Bernard 
Seligman,  M.D. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  8 through  12,  1970 
The  Americana,  New  York  City 
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Editorials 


The  annual  convention 


The  164th  annual  convention  of  the  Med- 
ical Society  of  the  State  of  New  York  will 
take  place  at  The  Americana  hotel  in  New 
York  City,  February  8 to  12,  1970. 

The  House  of  Delegates  opens  on  the  first 
day  and  will  be  concerned  with  organization 
and  ceremony.  At  this  session  the  Redway 
Award  and  awards  for  distinguished  service 
to  the  Journal  will  be  presented,  the  Em- 
pire State  Awards  for  Excellence  in  Medi- 
cal Reporting  will  be  made  also,  as  well  as 
the  Presidential  Awards,  which  are  given  to 
physicians  who  have  distinguished  them- 
selves in  civic  activities. 

The  president’s  address  and  the  address 
of  the  president-elect  will  be  made  at  this 
time. 

On  the  following  day  the  reference  com- 
mittees will  meet  to  review  the  activities  of 
the  Society  for  the  previous  year.  All  mem- 
bers are  entitled  to  attend  these  meetings 
and  are  urged  to  do  so. 

The  scientific  and  technical  exhibits  will 
open  on  Sunday,  February  8 at  10:00  A.M., 


The  second  pill  report 

The  second  report  on  the  oral  contracep- 
tives by  the  Advisory  Committee  on  Ob- 
stetrics and  Gynecology  was  submitted  to 
the  Commissioner  of  the  Food  and  Drug 
Administration  early  in  August,  1969.  The 
press  received  it  on  September  4 and  the 
published  report  was  available  in  November. 

The  report  differs  from  its  1966  predeces- 
sor in  several  substantial  ways.  Despite 
numerous  alarming  articles  in  the  lay  press, 
and  a few  scientific  reports  that  reinforce 
previous  fears,  the  public  and  their  physi- 
cians have  continued  to  use  these  drugs  in 


and  will  close  on  Wednesday,  February  11, 
at  5:00  P.M. 

The  scientific  sessions  and  sections,  which 
will  run  from  Monday,  February  9 to  Thurs- 
day, February  11,  are  up  to  date  and  should 
be  of  interest  to  all  physicians  no  matter 
what  niche  he  occupies  in  the  modern  prac- 
tice of  medicine. 

There  will  be  many  timely  programs  in 
the  scientific  sessions  that  will  be  of  gen- 
eral interest — Air  and  Water  Pollution,  Use 
of  L-dopa  in  Parkinson’s  Disease,  Emer- 
gencies in  Industrial  Medicine,  A Study  in 
Depth  of  the  Whip-Lash  Injury,  Drug 
Abuse  Among  the  Young,  Abdominal 
Trauma  from  the  Point  of  View  of  Surgical 
Responsibility,  the  Computerization  of  Med- 
icine, and  the  Function  of  the  School  Phy- 
sician. Thus  is  but  a sampling  of  a wide- 
ranging  menu  to  suit  many  tastes. 

These  are  merely  the  high  lights.  The 
scientific  sessions  and  sections  are  compre- 
hensive. There  will  be  something  of  im- 
portance for  everyone. 


increasing  numbers.  More  than  8 million 
women  are  now  estimated  to  use  these  com- 
pounds. The  world-wide  use  approximates 
18  million  women.  These  estimates  exceed 
those  of  the  1966  report,  probably  because 
there  are  more  women  of  reproductive  age, 
and  also  because  contraceptive  services  to 
the  poor  are  increasingly  available  in  the 
United  States. 

Scientific  data  both  from  England  and  the 
United  States  have  established  a cause  and 
effect  relation  between  the  oral  contracep- 
tives and  thromboembolic  disease.  Studies 
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in  the  United  States  by  Sartwell  and  his  co- 
workers estimate  a 4.4-fold  increase  in  the 
risk  of  thrombophlebitis  and  embolism  in 
women  using  these  drugs  as  compared  to 
matched  controls.  The  risk  with  sequential 
compounds  appears  to  be  greater  than  with 
the  combination  preparations.  The  British 
data  estimate  that  the  excess  risk  of  death 
is  about  3 per  100,000  women  using  the  oral 
contraceptives.  This  estimate  increases  the 
over-all  risk  of  death  in  women  aged  fifteen 
to  forty-four  years  by  about  3 per  cent. 

Data  concerning  other  suspected  risks  are 
not  nearly  so  precise. 

Much  indirect  evidence  suggests  that  the 
steroid  hormones,  particularly  estrogen,  may 
be  carcinogenic  in  man.  These  data  are  de- 
rived from  experiments  on  laboratory 
animals  and  are  applicable  to  five  species. 
The  subhuman  primates  are  an  exception. 
Lacking  conclusive  information  about  the 
applicability  of  existing  animal  data  to 
women  and  insufficient  observations  of 
human  disease,  the  Committee  concluded 
that  potential  carcinogenicity  of  the  oral 
contraceptives  cannot  be  affirmed  or  ex- 
cluded at  this  time.  It  advised  clinical  sur- 
veillance of  all  women  taking  the  oral  con- 
traceptives. 

The  hormonal  contraceptives  produce  nu- 
merous metabolic  changes  affecting  many 
organs,  for  example  the  liver,  the  thyroid, 
and  the  adrenal.  They  also  affect  some  of 
the  body’s  homeostatic  mechanisms;  they 
change  salt-water  metabolism  and  occasion- 
ally induce  hypertension.  Recently  histo- 
logic changes  in  blood  vessels  in  some  women 
have  been  described.  In  many  areas  where 
alteration  of  function  or  structure  has  been 
noted  there  is  little  basic  information  re- 
garding the  metabolism  of  oral  contracep- 
tives. Moreover,  there  is  no  evidence  at  this 
time  that  any  of  these  drug-induced  meta- 
bolic alterations  pose  serious  hazards  to 
health. 

The  systemic  effects  of  these  drugs,  how- 
ever, are  so  fundamental  and  widespread 
that  continued  medical  surveillance  and  in- 
vestigation is  required. 

In  their  1966  report,  the  Committee  strad- 
dled the  issue  of  safety  with  a statement 


that  “there  is  no  adequate  scientific  data  at 
this  time  proving  these  compounds  unsafe 
for  human  use.”  The  double  negative  was 
intended  to  imply  doubt.  In  their  present 
report,  the  Committee  decided  to  take  a 
more  forthright  stand  on  the  issue  of  safety. 

The  Kefauver-Harris  Amendments  of 
1962,  from  which  stem  the  direction  and 
authority  of  FDA  actions,  differentiate  be- 
tween safety  of  food  additives  which  must 
be  absolute  (that  is  cyclamate)  and  drugs 
where  safety  is  described  as  applying  to  the 
health  of  human  beings.  The  Commissioner 
of  the  Food  and  Drug  Administration,  in 
discussing  this  failure  to  define  precisely 
safety  of  drugs  before  a Congressional  hear- 
ing, pointed  out  the  obvious,  that  no  effec- 
tive drug  can  be  absolutely  safe.  Its  release 
to  the  public  must,  therefore,  depend  on  the 
magnitude  of  the  risk  involved  in  its  use  as 
compared  to  the  benefits  derived. 

The  Committee  listed  the  benefits  of  the 
hormonal  contraceptives  as  follows:  nearly 
complete  effectiveness  in  preventing  preg- 
nancy, and  lack  of  association  with  coitus. 
These  factors  appear  transcendent  to  those 
for  whom  pregnancy  is  strongly  undesirable, 
and  to  those  who  can  not  or  will  not  use 
other  methods. 

The  Committee  also  documented  the  risks 
proved  and  suspected. 

In  the  final  analysis,  contraceptive  com- 
pounds are  drugs  prescribed  by  physicians, 
not  food  additives  bought  over  the  counter. 
The  definition  of  safety  must,  therefore,  fall 
within  the  intent  of  the  law  applied  to  drugs, 
not  to  food  additives.  The  Advisory  Com- 
mittee, through  its  latest  report,  has  made 
available  to  physicians  and  to  laymen  alike 
information  about  the  benefits  and  the  risks 
involved  in  the  use  of  the  oral  hormonal 
contraceptives.  The  Food  and  Drug  Admin- 
istration is  not  an  all  protective  “Big 
Brother.”  The  decision  to  use  hormonal 
contraceptives  must  rest  with  the  informed 
physician  and  his  equally  informed  patient. 
In  this  restricted  sense,  the  Committee 
found  the  ratio  of  benefit  to  risk  sufficiently 
high  to  classify  these  compounds  as  “safe.” 
— L.  M.  H. 
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have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 

i: i.i  i,  r 'M _ . ..i  i 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
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given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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House  of  Delegates 

The  annual  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New  York  will  be  called  to  order  at  2:00 
P.M.  on  Sunday,  February  8,  1970,  in  the 
Georgian  Ballroom  of  The  Americana  in 
New  York  City. 

In  accordance  with  Chapter  II,  Section  3, 
of  the  Bylaws,  the  House  will  assemble  ac- 
cording to  the  following  schedule : 

Sunday,  February  8,  2:00  P.M. 

Tuesday,  February  10,  2:00  P.M. 

Wednesday,  February  11,  9:00  a.m.  and 
2:00  P.M. 

Thursday,  February  12,  9:00  A.M. 

At  the  last  scheduled  session  (Thursday, 
February  12,  9:00  a.m.)  the  election  of  of- 
ficers, councillors,  trustees,  and  delegates  to 
the  American  Medical  Association  will  take 
place  in  accordance  with  Chapter  III,  Sec- 
tion 1,  of  the  Bylaws. 

George  Himler,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


164th  Annual  Meeting 

The  lG4th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  February  11,  1970,  at 
8:00  P.M.  in  the  Royal  Ballroom  of  The 
Americana,  New  York  City. 

Walter  T.  IIeldmann,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
Vendome,  10,  third  floor  of  The  Americana, 
on  Saturday,  February  7,  from  12:00  NOON 
to  8:00  P.M.  and  in  the  foyer  of  the  Georgian 
Room,  third  floor,  on  Sunday,  through 
Thursday,  February  8 through  12,  after 
8:00  a.m. 

General  registration  for  State  Society 
members  and  guests  will  take  place  in  Al- 
bert Hall,  the  Americana,  Sunday,  February 
8,  from  9:00  A.M.  to  6:00  P.M.  and  Monday, 
February  9,  through  Wednesday,  February 
11,  from  8:30  A.M.  to  5:00  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in  Al- 
bert Hall. 

Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hall. 

Technical  Exhibits  will  be  located  in  Al- 
bert Hall. 

Exhibits  will  be  on  view  Sunday,  Febru- 
ary 8,  from  10:00  A.M.  to  6:00  P.M.;  Mon- 
day, February  9,  through  Wednesday,  Feb- 
ruary 11,  9:00  A.M.  to  5:00  P.M. 

Scientific  Program 

General  Sessions  will  be  held  Sunday, 
February  8,  at  10:00  a.m.;  Monday,  Tues- 
day, and  Wednesday,  February  9,  10,  and 
11,  at  2:00  P.M. 

Section  and  Session  Meetings  will  be  held 
Sunday,  February  8,  at  10:00  A.M.  and  2:00 
P.M. ; Monday,  February  9,  through  Wednes- 
day, February  11,  at  9:00  a.m.  and  2:00 
P.M. 
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Dinner  t)ance 

The  Dinner  Dance  will  be  held  in  the 
Royal  Ballroom,  second  floor  of  the  Ameri- 
cana, on  Wednesday,  February  11,  at  8:00 
P.M.,  preceded  by  the  President’s  Reception 
in  the  Versailles  Ballroom  at  7:00  P.M. 

Tickets  should  be  ordered  in  advance  from 


the  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  New 
York  10017.  Subscription  is  $22  per  per- 
son. 

Woman’s  Auxiliary 

See  page  69  for  program. 
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Special  Meeting  on  Malpractice 

Sunday,  February  8,  1970,  2:00  P.M. 

Versailles  Ballroom,  Second  Floor 

Symposium  and  Panel  Discussion: 
MALPRACTICE 

Arthur  J.  Mannix,  Jr.,  M.D.,  New  Ro- 
chelle, Moderator 

Chairman,  Malpractice  Insurance  and  De- 
fense Board 

Open  to  all  members.  Presented  by  the  Mal- 
practice Insurance  and  Defense  Board  of  the 
Medical  Society  of  the  State  of  New  York  in 
an  attempt  to  bring  to  the  membership  prob- 
lem areas  for  the  practicing  physician. 

Informed  Consent 
Malpractice  Pitfalls 
Insurance  Rates 

Sunday,  February  8,  1970,  3:30  P.M. 

Versailles  Ballroom,  Second  Floor 

MALPRACTICE  WORKSHOP 

Special  invitation  workshop  for  members  of 
County  Professional  Liability  Review  Com- 
mittees 

1.  Function  of  the  County  Professional  Li- 
ability Review  Committees 

A.  Case  Reviews 

B.  Educational  Program  for  Members 
Within  the  County 

2.  Function  of  the  State  Malpractice  Insur- 
ance and  Defense  Board 

3.  Interrelationship  of  the  State  and  County 
Committees 


1970  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  FISANI,  M.D.,  New  York 
Associate  Chairmen 

VAUGHAN  C.  MASON,  M.D.,  New  York 
P.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
JOSEPH  R.  WILDER,  M.D.,  New  York 
Director,  Division  of  Scientific  Activities 
NORMAN  S.  MOORE,  M.D.,  Tompkins 
CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 

Sunday,  February  8,  1970,  10:00  A.M. 

Royal  Ballroom  A,  Second  Floor 
Vaughan  C.  Mason,  M.D.,  Presiding 

Symposium  and  Panel  Discussion: 

MAN  AND  HIS  ENVIRONMENT:  AIR  AND 
WATER  POLLUTION 

Stephen  M.  Ayres,  M.D.,  New  York  City, 
Moderator 

Director  of  Cardiopulmonary  Laboratory, 
St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York;  Associate  Professor  of 
Clinical  Medicine,  New  York  University 
School  of  Medicine 

1.  Environmental  Control:  The  Challenge 

of  the  70s 

The  Honorable  Austin  N.  Heller,  New 
York  City  (by  invitation) 

Commissioner,  Department  of  Air  Re- 
sources, The  City  of  New  York 

2.  Environmental  Effects  of  Pesticides 

Charles  F.  Wurster,  Ph.D.,  Stony  Brook 
(by  invitation) 

Assistant  Professor  of  Biological  Sci- 
ences, State  University  of  New  York  at 
Stony  Brook;  Chairman,  Scientists  Ad- 
visory Committee  of  Environmental  De- 
fense Fund,  Inc. 

3.  A.  The  Role  of  Human  Ecology  in  the  De- 
sign of  a Health  Care  System 

3 B.  Poverty  and  Pollution  in  Erie  County, 
New  York 

Warren  Winkelstein,  Jr.,  M.D.  Berkeley, 
California  (by  invitation) 

Professor  and  Head,  Division  of  Epi- 
demiology, School  of  Public  Health,  Uni- 
versity of  California 

4.  A Complex  Picture  of  the  Effect  of  Air 
Pollution  and  Weather  on  an  Urban  Popula- 
tion 

Eric  J.  Cassell,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Community 
Medicine,  Mount  Sinai  School  of  Medicine 

5.  Ecology  of  Coronary  Heart  Disease 

Susan  T.  Carver,  M.D.,  New  York  City 
Assistant  Professor  of  Medicine,  Cornell 
University  Medical  School 

Panel  Discussion:  IS  THE  ENVIRON- 

MENT REALLY  THAT  IMPORTANT 
Stephen  M.  Ayres,  M.D.,  New  York  City, 
Moderator 
The  above  speakers 
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Monday,  February  9,  1970,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

William  B.  Rawls,  M.D.,  New  York  City, 

Presiding 

This  symposium  and  panel  discussion  is 
under  the  auspices  of  the  American  Thera- 
peutic Society’s  Continuing  Educational  Pro- 
gram— A Day  in  Therapeutics — in  conjunc- 
tion with  the  American  Academy  of  General 
Practice.  It  is  supported,  in  part,  by  grants- 
in-aid  from  E.  R.  Squibb  & Sons.  Approved 
for  three  hours,  elective  credit,  by  the  Ameri- 
can Academy  of  General  Practice. 

Symposium  and  Panel  Discussion: 

CARDIAC  ARRHYTHMIAS:  DIAGNOSIS 

AND  MANAGEMENT 
William  J.  Welch,  M.D.,  New  York  City, 
Moderator 

Associate  Professor  of  Clinical  Medicine, 
New  York  University  School  of  Medicine 

1.  Ventricular  Tachycardia 

Leonard  S.  Dreifus,  M.D.,  Philadelphia, 
Pennsylvania  (by  invitation) 

Director,  Electrocardiographic  Section, 
Hahnemann  Medical  College  and  Hos- 
pital 

2.  Atrial  and  Junctional  Tachycardias 

Alfred  Pick,  M.D.,  Chicago,  Illinois  (by 
invitation ) 

Acting  Director,  Cardiovascular  Insti- 
tute, Michael  Reese  Hospital  and  Medi- 
cal Center 

3.  Pacemaker  Therapy 

Anthony  M.  Imparato,  M.D.,  New  York 
City 

Associate  Professor  of  Clinical  Surgery, 
New  York  University  School  of  Medicine 

4.  The  Use  of  Drugs:  Digitalis,  Use  and 

Abuse 

Charles  Fisch,  M.D.,  Indianapolis,  Indi- 
ana ( by  invitation) 

Professor  of  Medicine  and  Director,  Car- 
diovascular Division,  Indiana  University 
School  of  Medicine 

5.  Use  of  the  Two-Step  Master  Test  in  Eval- 
uating Arrhythmias 

Arthur  M.  Master,  M.D.,  New  York  City 
Emeritus  Professor  of  Clinical  Medicine, 
Mount  Sinai  School  of  Medicine 

Panel  Discussion 
The  above  speakers 


Tuesday,  February  10,  1970,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

P.  Frederic  Metildi,  M.D.,  Rochester,  Pre- 
siding 


Symposium  and  Panel  Discussion: 

RECENT  ADVANCES  IN  INFECTIOUS  DIS- 
EASES 

P.  Frederic  Metildi,  M.D.,  Rochester,  Mod- 
erator 

Clinical  Assistant  Professor  of  Medicine 
Emeritus,  University  of  Rochester  School 
of  Medicine  and  Dentistry 

1.  Viral  Infections 

Lowell  A.  Glasgow,  M.D.,  Rochester  (by 

invitation) 

Associate  Professor  of  Microbiology, 
University  of  Rochester  School  of  Medi- 
cine and  Dentistry 

2.  Parasitic  Infections 

Col.  Phillip  Russell  (MC),  Washington, 
D.C.-  ( by  invitation) 

Institute  of  Research,  Walter  Reed  Army 
Hospital 

3.  Bacterial  Infections 

Carl  Norden,  M.D.,  Rochester  (by  invita- 
tion) 

Assistant  Professor  of  Medicine,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

4.  Use  of  Antibiotics  in  Infections 

Neal  Steigbigel,  M.D.,  The  Bronx  (by  in- 
vitation) 

Assistant  Professor  of  Medicine,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

Panel  Discussion 
The  above  speakers 
Questions  and  Answers 


Wednesday,  February  11,  1970,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 


P.  Frederic  Metildi,  M.D.,  Rochester,  Pre- 
siding 


This  program  has  been  accepted  for  three 
hours’  prescribed  credit  by  the  American 
Academy  of  General  Practice. 


Panel  Discussion: 

GENERAL  ASPECTS  OF  CANCER  OF 
CLINICAL  SIGNIFICANCE 

Roald  N.  Grant,  M.D.,  New  York  City, 
M oderator 

Vice-President  in  Charge  of  Professional 
Education,  American  Cancer  Society 
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The  panel  discussion  will  include  factors  in 
cancer  growth,  spread,  and  clinical  signifi- 
cance; general  aspects  of  diagnosis;  and  fac- 
tors affecting  therapeutic  decisions,  namely, 
those  directed  toward  total  care  and  those 
which  are  palliative.  There  will  also  be  a 
discussion  of  factors  affecting  prognosis,  in- 
cluding the  cooperative  roles  of  the  practitioner 
and  specialist. 


Panelists: 

Robert  Hutter,  M.D.,  New  Haven,  Con- 
necticut (by  invitation) 


Professor  of  Pathology,  Yale  University 
School  of  Medicine 
Kenneth  B.  Olson,  M.D.,  Albany 

Professor  of  Medicine  and  Oncology,  Al- 
bany Medical  College  of  Union  Univer- 
sity 

Walter  T.  Murphy,  M.D.,  Buffalo 

Chief,  Department  of  Radiotherapy, 
Buffalo  General  Hospital 
Charles  D.  Sherman,  Jr.,  M.D.,  Roches- 
ter 

Clinical  Associate  Professor  of  Surgery, 
University  of  Rochester  School  of  Medi- 
cine and  Dentistry 
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SECTIONSANDSESSIONS 


All  papers  read  before  the  Society  by 
members  become  the  property  of  the  Society. 
The  original  copy  of  each  paper  shall  be  left 
with  the  Secretary  of  the  Section  or  Sessio7i. 

Discussers  should  have  their  remarks 
typed  and  shoidd  hand  them  to  the  Secre- 
tary. 

Section  and  Session  meetings  shall  begin 
promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of 
business,  election  of  officers.  “To  partici- 
pate in  the  election  of  any  section,  a member 
must  register  with  such  section.” — Bylaws, 
Chapter  XII,  Section  3 

SECTION  ON 

Allergy 

Chairman . .John  T.  Connell,  M.D.,  New  York 
Vice-Chairman. . Robert  B.  Beede,  M.D.,  Utica 

Secretary Samuel  Bloom,  M.D.,  Brooklyn 

Delegate 

Bernard  B.  Siegel,  M.D.,  Far  Rockaway 

Sunday,  February  8/10:00  A.M. /Versailles  Ball- 
room, Second  Floor 

1.  Immunopathology  in  Asthma 

John  J.  Condemi,  M.D.,  Rochester 

Associate  Professor  of  Medicine,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

We  are  presently  utilizing  the  immunofluo- 
rescent  technic  to  study  bronchial  biopsies,  post- 
mortem tissue,  and  open  lung  biopsies  on  pa- 
tients with  asthma.  By  this  technic  we  have 
demonstrated  the  presence  of  immunoglobulin 
A (IgA),  immunoglobulin  G (IgG),  immuno- 
globulin M (IgM),  BjC  globulin,  (C'3)  albumin, 
and  fibrinogen  in  the  wide  zone  below  the  bron- 
chial epithelium.  Immunoglobulin  E (IgE) 
was  noted  only  in  cells.  These  data  are  being 
correlated  with  the  clinical  classification  and 
other  histologic  features  of  asthma. 

2.  A Laboratory  Model  for  the  Investigation  of 
Psychologic  Factors  Influencing  Bronchial 
Asthma 

Thomas  J.  Luparello,  M.D.,  Brooklyn  (by 

invitation) 

Associate  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medi- 
cal Center 

Among  those  factors  playing  a significant 
part  in  the  etiology  and  pathophysiology  of 
bronchial  asthma,  the  role  of  psychologic  vari- 
ables has  been  one  of  the  most  difficult  to  eval- 


uate. The  major  impediment  in  assessing  these 
variables  stems  primarily  from  their  complexity 
and  the  difficulty  in  providing  meaningful  con- 
trols for  them  in  most  experimental  situations. 
The  present  report  describes  an  experimental 
laboratory  model  in  which  psychologic  factors 
related  to  bronchial  asthma  may  be  more  pre- 
cisely defined  and  more  rigorously  controlled. 

3.  Panel  Discussion — Etiology  of  Asthma 

John  T.  Connell,  M.D.,  New  York  City, 
( Moderator ) 

Attending  Physician,  The  Roosevelt  Hos- 
pital 

Panelists 

Murray  Dworetsky,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Cornell 
University  Medical  College;  Attending 
Physician  and  Physician-in-Charge,  Al- 
lergy Clinic,  New  York  Hospital 
Michael  H.  Grieco,  M.D.,  New  York  City 
Chief  of  Allergy  and  Infectious  Disease, 
Section  of  Medicine,  St.  Luke’s  Hospital 
Thomas  J.  Luparello,  M.D.,  Brooklyn  (by 
invitation) 

John  R.  Edsall,  M.D.,  New  York  City 

Attending  Physician,  Roosevelt  Hospital; 
Assistant  Clinical  Professor  of  Medicine, 
Columbia  University  College  of  Physicians 
and  Surgeons 
Questions  and  Answers 

SECTION  ON 

Anesthesiology 

Chairman Sarah  Joffe,  M.D.,  New  York 

Vice-Chairman 

Kenneth  A.  Kelly,  M.D.,  Buffalo 

Secretary Gertie  F.  Marx,  M.D.,  Bronx 

Delegate. . .Victor  J.  Tofany,  M.D.,  Rochester 

Monday,  February  9/2:00  P.M. /Versailles  Ter- 
race, Second  Floor 

JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 

1.  THE  E.  DEAN  BABBAGE,  M.D.,  MEMO- 
RIAL LECTURE 

Recent  Advances  in  Obstetric  Analgesia  and 
Anesthesia 

John  J.  Bonica,  M.D.,  Seattle,  Washington 
(by  invitation) 

Professor  and  Chairman,  Department  of 
Anesthesiology,  University  of  Washington 
School  of  Medicine 

Introduced  by  Kenneth  A.  Kelly,  Jr.,  M.D., 
Buffalo 

Immediate  Past  President,  New  York  State 
Society  of  Anesthesiologists 

During  the  past  decade  there  has  been  an  un- 
precedented increase  in  basic  and  clinical  re- 
search in  obstetric  physiology  and  on  the  effects 
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of  analgesia  and  anesthesia  and  related  drugs 
used  during  childbirth.  Equally  important, 
more  and  more  anesthesiologists  have  become 
involved  in  patient  care  and  teaching  research 
in  this  field.  These  developments  and  trends 
reflect  widespread  concern  and  a national  effort 
to  reduce  the  perinatal  mortality  and  morbidity 
rates.  In  this  lecture,  which  honors  one  of  the 
first  anesthesiologists  to  show  interest  in  ob- 
stetric anesthesia,  some  of  the  new  information 
which  will  probably  influence  and  improve  the 
care  of  the  parturient  and  her  infant  will  be  re- 
viewed and  evaluated. 

Three  aspects  of  care  will  be  discussed:  (1) 

effects  of  analgesic  and  anesthetic  agents  on 
maternal  hemodynamics  and  respiration,  in- 
cluding the  inhalation  agents  cyclopropane  and 
methoxyflurane,  balanced  anesthesia,  and  four 
regional  technics:  subarachnoid,  epidural, 

caudal,  and  paracervical  blocks;  (2)  the  effects 
of  anesthetic  agents  and  vasopressors  on  uter- 
oplacental circulation  and  of  placental  transfer 
on  the  fetus  and  newborn;  and  (3)  influence  of 
regional  analgesia-anesthesia  on  uterine  con- 
tractions and  the  auxiliary  forces  and  the 
progress  of  labor.  Much  of  the  data  which  will 
be  presented  has  been  derived  from  personal 
investigation  and  research  done  by  my  col- 
leagues, some  of  which  is  still  unpublished. 
The  clinical  implications  of  these  data  will  be 
stressed. 

2.  The  Obstetric- Anesthesia-Neonatal  Partner- 
ship 

David  H.  Weintraub,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Denials  to  the  contrary  notwithstanding,  the 
obstetric-pediatric  marriage  is  in  a state  of 
instability.  Evidence  will  be  presented  in  sup- 
port of  this  contention  especially  as  gleaned 
from  past  and  present  data.  Efforts  are  under 
way,  however,  to  improve  the  relationship 
among  all  disciplines  having  anything  to  do 
with  the  welfare  of  the  developing  fetus.  Both 
interpersonal  and  mechanistic  principles  are 
being  developed  in  an  effort  to  improve  under- 
standing of  this  growth  and  development  of  the 
fetus.  It  is  essential  that  all  related  disciplines 
devoted  to  this  goal  work  in  concert.  The  pres- 
entation will  attempt  to  develop  a cooperative 
scheme  and  hopefully  show  that  the  obstetric- 
pediatric  partnership  of  the  present  and  future 
is  moving  to  firmer  ground. 

Discussion:  Herman  Turndorf,  M.D.,  New 

York  City 

Clinical  Professor  of  Anesthesiology,  the 
Mount  Sinai  School  of  Medicine 

3.  Newer  Aspects  of  General  Anesthesia  for 
Cesarean  Section 

Gertie  F.  Marx,  M.D.,  The  Bronx 
Associate  Professor  of  Anesthesiology,  Al- 
bert Einstein  College  of  Medicine  of  Ye- 
shiva  University 


Endotracheal  nitrous  oxide-oxygen  anesthesia 
with  succinylcholine  for  muscle  relaxation  is 
considered  the  safest  technic  of  general  anes- 
thesia for  cesarean  section  when  the  welfare  of 
the  infant  is  of  utmost  concern.  However,  the 
incidence  of  neonatal  depression  increases  with 
prolonged  duration  of  anesthesia.  Two  factors 
may  be  responsible,  high  fetal  nitrous  oxide 
levels  and/or  low  fetal  oxygen  levels.  Nitrous 
oxide  was  shown  to  equilibrate  rapidly  across 
the  human  placenta.  Umbilical  artery-umbili- 
cal vein  blood  nitrous  oxide  ratios  increased 
progressively  with  increasing  durations  of 
anesthesia  and  approached  90  per  cent  after 
about  fifteen  minutes  of  nitrous  oxide  admin- 
istration. Fetal  oxygenation  was  observed  to 
decline  as  a result  of  hypocapnia  and  alkalemia 
from  prolonged  maternal  hyperventilation. 

Discussion:  Paul  K.  Birtch,  M.D.,  Buffalo 
Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

4.  Responsibility  for  the  Anesthesia  for  De- 
livery 

Clyde  L.  Randall,  M.D.,  Buffalo 

Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  State  Univer- 
sity of  New  York  at  Buffalo  School  of 
Medicine 

There  is  no  lack  of  appreciation  of  the  facili- 
ties, conditions,  and  personnel  that  will  assure 
the  safest  possible  conduct  of  labor  and  de- 
livery. It  is  the  unpredictable  hour  and  cir- 
cumstance which  largely  account  for  the  wide 
discrepancy  between  what  is  desirable  and  what 
is  available.  It  has  become  painfully  evident 
that  we  must  plan  for  and  provide  competent 
personnel  if  a safe  and  effective  anesthesia  is  to 
be  available  whenever  delivery  is  imminent. 

Discussion:  Benton  D.  King,  M.D.,  Brook- 
lyn 

Professor  and  Chairman,  Department  of 
Anesthesiology,  State  University  of  New 
York  Downstate  Medical  Center 

SECTION  ON 

Chest  Diseases 

Chairman. . . .David  M.  Spain,  M.D.,  Brooklyn 
Vice-Chairman.  Pasquale  Ciaglia,  M.D.,  Utica 

Secretary Harry  Golembe,  M.D.,  Liberty 

Delegate . Arthur  Q.  Penta,  M.D.,  Schenectady 

Tuesday,  February  10/9:00  A. M. /Versailles  Ball- 
room, Second  Floor 

1.  Management  of  Ventilatory  Failure 

Daniel  J.  Stone,  M.D.,  The  Bronx  (by  invi- 
tation) 

Chief,  Pulmonary  Disease  Section,  Veter- 
ans Administration  Hospital 

The  pathways  leading  to  ventilatory  failure 
may  be  described  in  terms  of  disturbances  of 
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central  control  of  respiration,  in  the  proper 
functioning  of  the  respiratory  muscles  and  the 
thoracic  cage,  and  in  lung  function.  Chronic 
obstructive  airway  disease  is  the  commonest 
cause  of  chronic  and  acute  ventilatory  failure. 
However,  the  recognition  of  the  role  of  dis- 
ordered control  of  respiration  and  disordered 
respiratory  muscle  function  is  essential  to  an 
understanding  of  the  pathogenesis  and  proper 
management  of  ventilatory  failure  due  to  pul- 
monary disease.  It  will  be  shown  that  such  dis- 
orders may  play  an  important  secondary  role 
even  in  patients  with  underlying  lung  disease. 

The  consequences  of  ventilatory  failure  will 
be  reviewed  briefly  in  terms  of  cardiopulmonary 
and  systemic  effects.  The  diagnosis  and  proper 
management  rest  on  the  judicious  and  frequent 
use  of  arterial  blood  gases.  The  important 
principles  in  management  are  to  increase  ef- 
fective alveolar  ventilation,  improve  blood  oxy- 
genation, and  correct  acidemia.  The  various 
modalities  of  therapy  will  be  reviewed. 

2.  THE  NEW  YORK  STATE  TRUDEAU  SO- 
CIETY LECTURE 

The  Problems  of  Lung  Transplantation 

David  A.  Blumenstock,  M.D.,  Cooperstown 
Director  of  Surgery,  Mary  Imogene  Bas- 
sett Hospital;  Clinical  Professor  of  Sur- 
gery, Columbia  University  College  of  Phy- 
sicians and  Surgeons 

Transplantation  of  the  lung  in  laboratory 
animals  and  in  man  has  not  yet  proved  as  suc- 
cessful as  transplantation  of  the  kidney.  The 
major  problems  preventing  success  have  been 
inability  to  prevent  rejection  and  intercurrent 
infection  in  the  transplanted  lung.  In  addition, 
there  is  as  yet  no  satisfactory  method  of  differ- 
entiating between  rejection  and  infection,  a 
differential  which  is  extremely  necessary  to 
manage  transplant  patients  correctly.  Also 
lacking  are  adequate  methods  of  extracorporeal 
support  for  extended  periods  of  time  should  the 
transplanted  lung  fail  to  function  or  sustain 
partial  or  complete  rejection.  Clinical  and  ex- 
perimental data  bearing  on  these  problems  will 
be  reviewed. 

3.  Newer  Concepts  of  Cor  Pulmonale 

Edward  H.  Bergofsky,  M.D.,  New  York  City 
Associate  Professor  of  Physiology,  New 
York  University  School  of  Medicine 

Cor  pulmonale  in  chronic  respiratory  dis- 
eases appears  to  be  due  to  varying  degrees  of 
both  anatomic  restriction  and  functional  vaso- 
constriction of  the  pulmonary  vascular  bed. 
The  result  is  pulmonary  hypertension.  Data 
will  be  presented  to  determine  the  relative  de- 
gree of  each  of  these  two  irreversible  and  re- 
versible factors  in  the  genesis  of  heart  failure; 
in  addition,  the  intimate  mechanisms  whereby 
hypoxia  and  hypercapnia  participate  in  the 
functional  vasoconstrictor  response  will  be  ex- 
plored; and  finally,  the  results  of  treatment  of 
cardiac  failure  will  be  emphasized  to  show  the 
large  part  played  by  the  reversible  causes  of 
cor  pulmonale. 


4.  Newer  Environmental  Hazards  for  the  Lungs 

Irving  J.  Selikoff,  M.D.,  Paterson,  New 
Jersey  (by  invitation) 

Professor  of  Community  Medicine,  Mount 
Sinai  School  of  Medicine 

SECTION  ON 

Dermatology  and  Syphilology 

Chairman Hans  Kipping,  M.D.,  Buffalo 

Vice-Chairman 

Charles  P.  DeFeo,  M.D.,  New  York 

Secretary 

Edward  F.  Gudgel,  M.D.,  Tonawanda 

Delegate Joseph  J.  Russo,  M.D.,  Albany 

Monday,  February  9/9:00  A.M. /Versailles  Ter- 
race, Second  Floor 

1.  Some  Histochemical  Aspects  of  the  Cryo- 
surgical Lesion 

Farrington  Daniels,  Jr.,  M.D.  New  York 
City  (by  invitation) 

Professor  of  Medicine  (Dermatology) , Cor- 
nell University  Medical  College;  Head, 
Dermatology  Division,  New  York  Hospital 

2.  Current  Cutaneous  Cryosurgical  Concepts 

Douglas  Torre,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine  (Dermatol- 
ogy), Cornell  University  Medical  College 

During  the  past  few  years,  cutaneous  cryo- 
surgery has  had  a renaissance,  due  mainly  to 
the  development  of  more  sophisticated  instru- 
ments capable  of  tissue  destruction  well  beyond 
1 cm.  in  depth. 

The  capabilities  and  technic  of  closed-system 
liquid  nitrogen  apparatus,  closed-system  argon 
gas  apparatus,  and  spray  technics  utilizing 
liquid  nitrogen  and  argon  will  be  discussed. 
The  use  of  monitoring  instruments  for  measure- 
ment of  depth  temperatures  and  clinical  criteria 
for  estimating  depth  of  freezing  will  also  be 
covered. 

3.  Hair  Transplants:  Long-Term  Results  and 

New  Advances 

Norman  Orentreich,  M.D.,  New  York  City 
Associate  Dermatologist,  University  Hos- 
pital 

Sixteen  years  of  observation  have  elapsed 
since  the  technic  of  human  being  scalp  punch 
autografts  for  the  treatment  of  alopecia  was 
first  employed.  The  hair  in  the  donor  grafts 
in  the  recipient  sites  is  still  growing  with  the 
characteristics  of  the  hair  in  the  donor  sites.  In 
thousands  of  transplant  procedures  performed 
by  us  and  by  hundreds  of  other  physicians, 
there  has  been  no  instance  of  donor  hair-bear- 
ing grafts  failing  to  continue  the  hair  growth 
initially  accomplished,  if  the  donor  site  is  still 
in  an  area  of  the  scalp  that  is  growing  hair. 

This  punch  transplanting  technic  has  been 
used  successfully  for  male  pattern  alopecia. 
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androgenetic  alopecia  (diffuse  and  patterned 
hair  loss  in  women),  cicatricial  alopecia  follow- 
ing pseudopelade,  lupus  erythematosus,  follic- 
ulitis, lichen  planopilaris,  thermal  and  chemi- 
cal burns,  radiodermatitis,  traumatic  avulsion, 
and  rhytidectomy. 

A new  advance  has  been  homotransplanta- 
tion of  scalp  hair,  which  has  produced  hair 
growth  for  one  year.  The  rejection  phenome- 
non has  been  suppressed  by  the  intralesional 
injection  of  triamcinolone  acetonide. 

A movie  demonstration  of  the  procedure  will 
be  shown,  and  details  of  the  surgical  technic 
and  complications  will  be  discussed. 

4.  Variations  in  Mast-Cell  Disease 

D.  Joseph  Demis,  M.D.,  Albany  (by  invita- 
tion) 

Professor  of  Dermatology,  Albany  Medical 
College  of  Union  University 

Mast-cell  disease  (urticaria  pigmentosa; 
mastocytosis)  may  appear  in  a variety  of 
clinical  forms.  The  commonest  forms  are  the 
well-known  macules  and  papules  of  infancy  and 
early  childhood,  which  run  a benign,  self-limited 
course.  For  most  children  the  eruption  clears 
in  the  teenage  years.  In  contrast  are  a group 
of  patients,  including  mostly  adults  but  also 
some  children,  who  have  similar  if  not  identical 
eruptions  but  associated  with  systemic  lesions 
including  hepatosplenomegaly  and  bone  in- 
volvement. Some  of  these  patients  are  sympto- 
matic, and  others  may  have  striking  physical 
findings;  their  prognosis  over-all  is  relatively 
guarded.  Several  illustrative  cases  will  be  pre- 
sented. 

5.  Immunotherapy  of  Cutaneous  Neoplasia 

Edmund  Klein,  M.D.,  Buffalo 
Chief  of  Dermatology,  Roswell  Park  Me- 
morial Institute;  Professor  of  Biochemical 
Pharmacology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

Induction  of  delayed  hypersensitivity  reac- 
tions was  shown  to  result  in  selective  injury  and 
eradication  of  premalignant  and  superficial 
malignant  epidermal  lesions  in  man  with  mini- 
mal or  no  adverse  effects  on  normal  tissues. 
Immune  challenge  produced  resolution  in  more 
than  95  per  cent  of  premalignant  keratoses, 
superficial  basal  cell  carcinomas,  and  squa- 
mous cell  carinomas  in  situ  in  50  patients  with- 
out recurrences  for  observation  periods  of  up 
to  six  years. 

6.  Unusual  Variants  of  Keratoacanthoma 

Alfred  W.  Kopf,  M.D.,  New  York  City 

Professor  of  Dermatology,  New  York  Uni- 
versity School  of  Medicine 

The  common  form  of  keratoacanthoma  is  a 
single,  hemispheric  tumor  with  a central  crater 
bearing  a keratinous  plug.  Histologically  it 
closely  resembles  low-grade  squamous-cell  car- 
cinoma. Its  course  is  one  of  spontaneous  reso- 
lution. As  our  knowledge  of  this  fascinating 
pseudocancer  expands,  a number  of  unusual 
variants  are  being  recognized  including  mul- 


tiple, eruptive,  multinodular,  verrucose,  mu- 
cosal, vegetating,  persistent,  recurrent,  and 
those  arising  on  pre-existing  dematoses.  Ex- 
amples of  the  common  and  unusual  types  of 
keratocanthomas  gleaned  from  our  own  series 
and  from  a review  of  the  literature  will  be  pre- 
sented. 


SECTION  ON 

Gastroenterology  and  Proctology 

Chairman.  Michael  J.  Lepore,  M.D.,  New  York 
Vice-Chairman 

. .Richard  M.  Alexander,  M.D.,  Great  Neck 

Secretary James  F.  Phillips,  M.D.,  Buffalo 

Delegate J.  Edwin  Alford,  M.D.,  Buffalo 

Monday,  February  9/9:00  A.M. /Royal  Ballroom 
A,  Second  Floor 

1.  ALBERT  F.  R.  ANDRESEN 
MEMORIAL  INSTITUTE 

Life  Without  an  Alimentary  Tract 

Jonathan  E.  Rhoads,  M.D.,  Philadelphia, 

Pennsylvania  (by  invitation) 

Chairman  and  John  Rhea  Barton  Professor 
of  Surgery,  University  of  Pennsylvania 
School  of  Medicine 

2.  Correlation  of  Hepatitis  Antigen  with  Dis- 
ease and  Infectivity  of  Blood  Donors 

David  J.  Gocke,  M.D.,  New  York  City 
Assistant  Professor  of  Clinical  Medicine, 
Columbia  University  College  of  Physicians 
and  Surgeons 

3.  Recent  Surgical  Developments  in  Manage- 
ment of  Diverticular  Disease  of  the  Colon 

S.  Arthur  Localio,  M.D.,  New  York  City 
Professor  of  Clinical  Surgery,  New  York 
University  School  of  Medicine 

4.  Mallory-Weiss  Syndrome  Diagnosed  by  Se- 
lective Visceral  Angiography 

Plinio  Rossi,  M.D.,  New  York  City 

Chief  of  Section  of  Cardiovascular  Roent- 
genology, St.  Vincent’s  Hospital  and  Medi- 
cal Center  of  New  York;  Clinical  Assistant 
Professor  of  Radiology,  Cornell  University 
Medical  College 


SECTION  ON 

General  Practice 

Chairman. . .George  Liberman,  M.D.,  Brooklyn 

Vice-Chairman 

A.  John  Merola,  M.D.,  North  Syracuse 

Secretary. ..  .Alan  L.  Goldberg,  M.D.,  Bronx 
Delegate Max  Cheplove,  M.D.,  Buffalo 
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Tuesday,  February  10/9:00  A.M. /Versailles  Ter- 
race, Second  Floor 


This  program  is  acceptable  for  three  hours,  pre- 
scribed credit,  by  the  American  Academy  of 
General  Practice. 


1.  Chairman’s  Address — Family  Practice: 

Present  and  Future  Status 

George  Liberman,  M.D.,  Brooklyn 

President,  New  York  State  Academy  of 
General  Practice 

A progress  report  will  be  presented  on  the 
residency  programs  in  family  practice  and  the 
certification  program  for  the  newly  created 
specialty  of  family  practice.  An  evaluation 
of  the  status  of  the  clinical  departments  of 
family  practice  in  the  New  York  State-sup- 
ported medical  schools  will  also  be  presented. 

2.  Symposium  and  Panel  Discussion — Newer 
Concepts  in  the  Office  Management  of  Anxiety 
and  Depression 

George  Liberman,  M.D.,  Brooklyn,  Modera- 
tor 

A.  The  Many  Faces  of  Depression  in  Differ- 
ent Age  Groups 

Adam  J.  Krakowski,  M.D.,  Plattsburgh 
Attending  Neuropsychiatrist,  Cham- 
plain Valley  Physicians  Hospital  Medi- 
cal Center;  Professor  of  Health  Educa- 
tion, State  University  of  New  York  Col- 
lege of  Arts  and  Sciences 

Depressive  illness,  frequently  masked,  is  oc- 
curring more  often  and  is  more  frequently 
recognized.  Early  recognition  by  the  practic- 
ing physician  eliminates  unnecessary  hospital- 
ization, prolonged  incapacitation,  and  the  de- 
velopment of  more  serious  physical  sequelae. 
The  various  forms  of  depressive  illness,  age 
differences,  caustic  factors,  and  common  and 
effective  methods  of  management  will  be  dis- 
cussed. 

B.  The  Many  Faces  of  Anxiety  in  Different 

Age  Groups 

James  Claghorn,  M.D.,  Houston,  Texas 
(by  invitation) 

Director,  Experimental  Therapeutics  Re- 
search Section,  Texas  Medical  Center 

The  anxiety  of  adults  is  familiar  to  us  as 
psychiatric  syndromes  related  to  assuming  the 
responsibility  of  home  and  family,  of  produc- 
tivity, and  of  attainment.  All  the  ages  of  man 
are  charted  by  some  anxiety,  not  all  of  which 
is  inappropriate;  some  is  protective,  some  aids 
in  growth  and  maturation  by  spurring  us  to 
greater  goals,  and  some  becomes  pathologic 
and  undesirable.  Discussion  will  center  around 
identifying  and  treating  pathologic  anxiety. 


C.  Pharmaco-Psychiatry  in  Relation  to  Anx- 
iety and  Depression 

Nathan  S.  Kline,  M.D.,  Orangeburg 
Director  of  Research,  Rockland  State 
Hospital;  Assistant  Clinical  Professor  of 
Psychiatry,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons 

Problems  involved  in  use  of  drugs,  side-ef- 
fects, prophylaxis,  and  the  relationship  to  psy- 
chotherapy will  be  presented.  The  require- 
ment that  the  general  practitioner  treat  psy- 
chiatric disorders  will  be  emphasized  with  some 
suggestions  as  to  how,  when,  where,  and  why. 

Panel  Discussion 
The  above  speakers 
Questions  and  Answers 

SECTION  ON 

Industrial  Medicine  and  Surgery 

Chairman.  . .Robert  P.  Jessup,  M.D.,  Bethpage 

Vice-Chairman 

Michael  A.  Young,  M.D.,  Rochester 

Secretary . . . .James  G.  Wall,  M.D.,  New  York 
Delegate. . .Thomas  J.  Doyle,  M.D.,  New  York 

Tuesday,  February  10/9:00  A.M. /Royal  Ballroom 
A,  Second  Floor 

Symposium  and  Panel  Discussion — Emer- 
gencies in  Occupational  Medicine 

Robert  P.  Jessup,  M.D.,  Bethpage,  Moder- 
ator 

Medical  Director,  Grumman  Aerospace 
Corporation 

1.  Chemical  Emergencies 

Robert  C.  Kessler,  M.D.,  Rochester 
Eastman  Kodak  Company 

Most  industries  are  prepared  to  handle  a 
chemical  emergency  at  the  actual  site  of  chemi- 
ical  processing.  Emergencies  that  develop 
when  chemicals  are  in  transit  and  storage  are 
usually  not  anticipated.  Hospital  and  ambu- 
lance crews  need  education  in  the  handling  of 
chemical  injuries  to  prevent  injury  to  them- 
selves and  to  minimize  injury  to  the  patient. 

2.  Cardiac  Emergencies 

Howard  G.  Ehrlich,  M.D.,  New  York  City 
Western  Electric  Company  Incorporated 

3.  Ocular  Emergencies 

Dan  M.  Gordon,  M.D.,  New  York  City 
Associate  Ophthalmologic  Surgeon,  New 
York  Hospital 

4.  Psychiatric  Emergencies 

William  D.  Longaker,  M.D.,  Endicott 
International  Business  Machines 

5.  Small  Industry  Emergencies 

Marvin  L.  Amdur,  M.D.,  Buffalo 
Buffalo  Industrial  Medical  Center 
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Those  considerations  which  would  be  im- 
portant to  the  handling  of  emergencies  in  small 
industry  are  basically,  insofar  as  the  medical 
aspects  are  concerned,  no  different  from  those 
which  exist  in  a larger  industrial  complex. 
Very  fundamental  differences,  however,  do  ex- 
ist in  nonmedical  and  paramedical  areas. 
These  reflect,  for  the  most  part,  in  the  differ- 
ences in  financial  support,  numbers  of  person- 
nel available  to  handle  emergencies,  nature  of 
the  shop  population,  over-all  objectives  in  treat- 
ment, record  keeping,  and  attitudes,  particu- 
larly with  regard  to  rehabilitative  efforts. 

Panel  Discussion 
The  above  speakers 
Questions  and  Answers 


SECTION  ON 

Internal  Medicine 


Chairman 

. . . Edward  H.  Robitzek,  M.D.,  Staten  Island 

Vice-Chairman 

Robert  Schwinger,  M.D.,  Forest  Hills 

Secretary Robert  M.  Kohn,  M.D.,  Buffalo 

Delegate. . John  R.  Williams,  M.D.,  Rochester 


Wednesday,  February  11/9:00  A. M. /Royal  Ball- 
room A,  Second  Floor 


JOINT  MEETING  WITH 

New  York  State  Society  of 
Internal  Medicine 


Symposium  and  Panel  Discussion — The  Liver 

1.  Anatomy 

Hans  Popper,  M.D.,  New  York  City 
Given  Foundation  Professor  and  Chair- 
man, Department  of  Pathology,  Mount 
Sinai  School  of  Medicine 

2.  Hepatic  Circulation:  Clinical  Implications 

Theobald  Reich,  M.D.,  New  York  City 
Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 

3.  Pathophysiologic  Aspects  of  Bilirubin 
Metabolism 

Irwin  M.  Arias,  M.D.,  The  Bronx  (by  in- 
vitation) 

Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 


4.  Cirrhosis  of  the  Liver 

Sheila  Sherlock,  M.D.,  London,  England 
(by  invitation) 

Professor  of  Medicine,  The  Royal  Free 
Hospital 

5.  Viral  Hepatitis 

Carroll  M.  Leevy,  M.D.,  Newark,  New 
Jersey  (by  invitation) 

Professor  of  Medicine;  Director,  Divi- 
sion of  Hepatic  Metabolism  and  Nutri- 
tion, New  Jersey  College  of  Medicine 

6.  Parasitic  Diseases  of  the  Liver 

Harry  Most,  M.D.,  New  York  City 

Professor  of  Medicine;  Chairman,  De- 
partment of  Preventive  Medicine,  New 
York  University  School  of  Medicine 

7.  Scanning 

D.  Bruce  Sodee,  M.D.,  Cleveland,  Ohio  (by 
invitation) 

Director  of  Nuclear  Medicine,  Hillcrest 
Hospital;  Associate  Clinical  Professor  of 
Radiology  (Nuclear  Medicine),  George 
Washington  University  School  of  Medi- 
cine, Washington,  D.C. 

8.  Liver  Transplants 

Israel  Penn,  M.D.,  Denver,  Colorado  (by 
invitation) 

Associate  Professor  of  Surgery,  Univer- 
sity of  Colorado  Medical  Center 

Panel  Discussion 
The  above  speakers 


SECTION  ON 

Medical-Legal  and  Workmen's 
Compensation  Matters 

Chairman.  . .Carl  F.  Freese,  M.D.,  Hempstead 

Vice-Chairman 

Max  N.  Howard,  M.D.,  New  York 

Secretary. . .Elliot  M.  Gross,  M.D.,  New  York 
Delegate Robert  Katz,  M.D.,  New  York 


Tuesday,  February  10/2:00  P.M. /Royal  Ballroom 
B,  Second  Floor 


Symposium — Malpractice 

1.  Medical  Aspects  of  Malpractice 

Otho  C.  Hudson,  M.D.,  Hempstead 
Director  of  Orthopedic  Surgery,  Mead- 
owbrook  Hospital 

2.  Legal  Aspects  of  Malpractice 

William  F.  Martin,  Esq.,  New  York  City 
(by  invitation) 

Legal  Counsel,  Medical  Society  of  the 
State  of  New  York 
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SECTION  ON 

Neurology  and  Psychiatry 

Chairman.  . . .Charles  F.  Nicol,  M.D.,  Buffalo 
Vice-Chairman 

Milton  Tarlau,  M.D.,  Kew  Gardens 

Secretary.  .Wilfred  Dorfman,  M.D.,  Brooklyn 
Delegate .. . S.  Mouchly  Small,  M.D.,  Buffalo 

Wednesday,  February  11/9:00  A. M. /Royal  Ball- 
room B,  Second  Floor 

Symposium  and  Panel  Discussion — New  Treat- 
ment for  Old  Neurologic  Disease 

Charles  F.  Nicol,  M.D.,  Buffalo,  Moderator 
Assistant  Professor  of  Neurology,  State 
University  of  New  York  at  Buffalo  School 
of  Medicine;  Associate  Attending  Neurol- 
ogist, Edward  J.  Meyer  Memorial  Hospital 

1.  Treatment  of  Status  Epilepticus  with 

Diazepam 

Joseph  C.  Tutton,  M.D.,  Buffalo 

Clinical  Instructor  in  Neurology,  State 
University  of  New  York  at  Buffalo 
School  of  Medicine 

In  the  search  for  a better  agent  to  treat 
status  epilepticus,  many  different  drugs  and 
combinations  of  drugs  have  been  used  with 
varying  degrees  of  success.  Recently  diazepam 
(Valium)  has  been  used  by  a number  of  in- 
vestigators with  such  success  that  it  has  come 
to  be  considered  the  drug  of  choice  by  many. 

The  present  report  encompasses  a treatment 
study  of  51  patients  who  had  58  episodes  of 
status  epilepticus  during  a twenty-seven-month 
period.  Treatment  in  each  case  was  adminis- 
tered personally  after  the  type  of  seizure  dis- 
order was  ascertained.  As  often  as  possible 
electroencephalographic  monitoring  was  carried 
out  along  with  frequent  checks  of  blood  pres- 
sure, pulse,  and  respiration.  Diazepam  was 
used  as  the  first  medication  whenever  possible 
and  was  given  in  doses  ranging  from  5 to  10 
mg.  every  twenty  minutes  and  repeated  ap- 
proximately three  times  if  necessary.  Follow- 
ing treatment,  studies  were  performed  to  deter- 
mine possible  hematopoietic,  hepatic,  and/or 
renal  functional  damage. 

The  results  of  treatment  were  considered  ex- 
cellent in  most  cases,  the  complications  rare  and 
easily  controlled,  and  the  indications  diverse. 
The  relative  merit  of  diazepam  as  the  drug  of 
choice  in  the  treatment  of  status  epilepticus 
will  be  discussed. 

2.  Facial  Pain  Treated  with  Carbamazepine 

William  Amols,  M.D.,  Cooperstown 
The  Mary  Imogene  Bassett  Hospital 

The  first  meaningful  assault  on  the  excru- 
ciating pain  of  trigeminal  neuralgia  was  intra- 
cranial section  of  the  posterior  root  of  the  fifth 
cranial  nerve.  This,  with  modifications,  re- 
mained the  only  effective  management  until 
1957  when  diphenylhydantoin  was  shown  to 
offer  significant  if  unsustained  relief.  Follow- 


ing this  lead  into  anticonvulsant  pharmacology, 
Blom  in  1962  reported  impressive  success  with 
carbamazepine  (Tegretol).  Subsequent  inves- 
tigations by  others  have  established  this  agent 
as  the  first  treatment  of  choice  in  trigeminal 
neuralgia.  The  use  of  this  drug,  its  possible 
mode  of  action,  and  its  role  in  other  painful 
conditions  will  be  discussed. 

3.  Chairman’s  Address — Treatment  of  Re- 
versible Dementia 

Charles  F.  Nicol,  M.D.,  Buffalo 

Assistant  Professor  of  Neurology,  State 
University  of  New  York  at  Buffalo 
School  of  Medicine;  Associate  Attending 
Neurologist,  Edward  J.  Meyer  Memorial 
Hospital 

Dementia  is  defined  by  most  authorities  as  an 
irreversible  decline  of  intellectual  efficiency  due 
to  organic  brain  disease.  However,  many  pa- 
tients display  an  incontrovertible  clinical  pic- 
ture of  dementia  which  is  reversible.  This  new 
concept  of  dementia  stresses  the  importance  of 
searching  for  the  exact  cause  so  that  specific 
therapy  may  be  administered  when  reversibil- 
ity exists. 

The  author  will  discuss  in  brief  certain  of  the 
better-known  reversible  dementias  and  then 
spend  the  bulk  of  his  time  on  the  cause,  pro- 
posed mechanism,  diagnosis,  and  treatment  of 
dementia  due  to  a relatively  newly  described 
form  of  acquired  communicating  hydrocephalus. 

4.  Recent  Advances  in  the  Therapy  of  Park- 
insonism: Nine  Years’  Experience  with 

L-Dopa 

Andre  Barbeau,  M.D.,  Montreal,  Canada 

(by  invitation) 

Director,  Department  of  Neurobiology, 
Clinical  Research  Institute  of  Montreal 
A deficiency  of  dopamine  has  been  known  in 
Parkinson’s  disease  since  the  studies  of  Horny- 
kiewicz  and  his  collaborators  in  Vienna,  and 
Barbeau  and  others  in  Montreal  in  1960  and 
1961.  The  same  two  groups  of  authors  pro- 
posed L-dopa  as  a symptomatic  treatment  of 
rigidity  and  akinesia  in  1961.  The  present  re- 
port will  present  our  results  with  this  approach 
over  the  last  nine  years.  From  1961  to  1968, 
L-dopa  was  used  intermittently  alone  or  in 
combination  with  other  drugs.  Since  the  studies 
of  Cotzias  in  1967,  we  have  used  the  higher  dos- 
age (4  to  8 Gm.  of  L-dopa  per  day)  with  highly 
satisfactory  results.  Lately,  we  have  been  ex- 
perimenting with  a combination  of  L-dopa  with 
Ro  peripherol  decarboxylase  inhibitor,  Ro 
4-4602.  We  will  report  on  the  results  of  these 
various  phases  in  this  research  and  will  pay 
attention  particularly  to  the  biochemistry  and 
physiology  of  the  side-effects,  hypotension  and 
involuntary  movements. 

5.  Commonly  Used  Drugs  Which  May  Ad- 
versely Affect  the  Nervous  System 

David  Green,  M.D.,  Albany 
Clinical  Associate  Professor  of  Neurol- 
ogy, Albany  Medical  College  of  Union 
University 
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The  adverse  affects  of  drugs  on  all  systems 
of  the  body  are  common.  This  is  not  unique 
to  the  twentieth  century,  although  the  complex- 
ity and  expense  of  drugs  have  perhaps  in- 
creased. The  central  nervous  system  has  borne 
its  share  of  mischief  engendered  by  the  en- 
thusiasm of  physicians,  experimental  pharma- 
cologists, and  pharmaceutical  companies  who 
seem  never  to  tire  of  bombarding  the  public 
and  the  medical  profession  with  endless  prom- 
ises of  ever  newer  and  more  complete  cures. 

This  report  will  present  a review  of  some  of 
the  drugs  involved  which  have  an  adverse  effect 
on  the  central  nervous  system  under  the  follow- 
ing headings:  (1)  drugs  used  in  neurologic 

practice,  such  as  anticoagulants,  anticonvul- 
sants, and  steroids;  (2)  drugs  used  in  psychiat- 
ric practice,  such  as  tranquilizers  and  antide- 
pressants (monoamine  oxidase  inhibitors) ; (3) 
drugs  used  in  internal  medicine,  that  is,  bar- 
biturates, folic  acid,  insulin,  antihypertensive 
drugs,  prochlorperazine  (Compazine),  antibi- 
otics, and  nitrofurantoin  (Furadantin)  ; and 
(4)  drugs  often  self-prescribed  by  segments  of 
the  general  population,  such  as  bromides,  lyser- 
gic acid  diethylamide  (LSD),  amphetamines, 
and  heroin. 

A plea,  probably  futile,  will  be  entered  for 
the  inclusion  somewhere  in  the  newer  under- 
graduate medical  curriculum  of  a compulsory 
course  entitled  “The  advantages  of  judicious 
therapeutic  nihilism  to  both  doctors  and  pa- 
tients.” 

Panel  Discussion 
The  above  speakers 
Questions  and  Answers 

SECTION  ON 

Obstetrics  and  Gynecology 

Chairman Donald  W.  Hall,  M.D.,  Buffalo 

Vice-Chairman 

Arnold  N.  Fenton,  M.D.,  Great  Neck 

Secretary Paul  K.  Birtch,  M.D.,  Buffalo 

Delegate.  .Arthur  D.  Hengerer,  M.D.,  Albany 

Monday,  February  9/2:00  P.M./  Versailles  Ter- 
race, Second  Floor 

JOINT  MEETING  WITH 

Section  on  Anesthesiology 

1.  THE  E.  DEAN  BABBAGE,  M.D.,  ME- 
MORIAL LECTURE 

Recent  Advances  in  Obstetric  Analgesia  and 
Anesthesia 

John  J.  Bonica,  M.D.,  Seattle,  Washington 
(by  invitation) 

Professor  and  Chairman,  Department  of 
Anesthesiology,  University  of  Washington 
School  of  Medicine 

Introduced  by  Kenneth  A.  Kelly,  Jr.,  M.D., 
Buffalo 

Immediate  Past  President,  New  York  State 
Society  of  Anesthesiologists 


During  the  past  decade  there  has  been  an  un- 
precedented increase  in  basic  and  clinical  re- 
search in  obstetric  physiology  and  on  the  effects 
of  analgesia  and  anesthesia  and  related  drugs 
used  during  childbirth.  Equally  important, 
more  and  more  anesthesiologists  have  become 
involved  in  patient  care  and  teaching  research 
in  this  field.  These  developments  and  trends 
reflect  the  widespread  concern  and  a national 
effort  to  reduce  the  perinatal  mortality  and 
morbidity  rates.  In  this  lecture,  which  honors 
one  of  the  first  anesthesiologists  to  show  inter- 
est in  obstetric  anesthesia,  some  of  the  new  in- 
formation which  will  likely  influence  and  im- 
prove the  care  of  the  parturient  and  her  in- 
fant will  be  reviewed  and  evaluated. 

Three  aspects  of  care  will  be  discussed:  (1) 

effects  of  analgesic  and  anesthetic  agents  on 
maternal  hemodynamics  and  respiration,  in- 
cluding the  inhalation  agents  cyclopropane  and 
methoxyflurane,  balanced  anesthesia,  and  four 
regional  technics:  subarachnoid,  epidural, 

caudal,  and  paracervical  blocks:  (2)  the  ef- 

fects of  anesthetic  agents  and  vasopressors  on 
uteroplacental  circulation  and  of  placental 
transfer  on  the  fetus  and  newborn;  and  (3) 
influence  of  regional  analgesia-anesthesia  on 
uterine  contractions  and  the  auxiliary  forces 
and  the  progress  of  labor.  Much  of  the  data 
which  will  be  presented  has  been  derived  from 
personal  investigation  and  research  done  by  my 
colleagues,  some  of  which  is  still  unpublished. 
The  clinical  implications  of  these  data  will  be 
stressed. 

2.  The  Obstetric-Anesthesia-Neonatal  Partner- 
ship 

David  H.  Weintraub,  M.D.,  Buffalo 
Associate  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Denials  to  the  contrary  notwithstanding,  the 
obstetric-pediatric  marriage  is  in  a state  of 
instability.  Evidence  will  be  presented  in  sup- 
port of  this  contention  especially  as  gleaned 
from  past  and  present  data.  Efforts  are  under 
way,  however,  to  improve  the  relationship 
among  all  disciplines  having  anything  to  do 
with  the  welfare  of  the  developing  fetus.  Both 
interpersonal  and  mechanistic  principles  are 
being  developed  in  an  effort  to  improve  under- 
standing of  this  growth  and  development  of  the 
fetus.  It  is  essential  that  all  related  disciplines 
devoted  to  this  goal  work  in  concert.  The  pres- 
entation will  attempt  to  develop  a cooperative 
scheme  and  hopefully  show  that  the  obstetric- 
pediatric  partnership  of  the  present  and  future 
is  moving  to  firmer  ground. 

Discussion:  Herman  Turndorf,  M.D.,  New 

York  City 

Clinical  Professor  of  Anesthesiology, 
Mount  Sinai  School  of  Medicine 

3.  Newer  Aspects  of  General  Anesthesia  for 
Cesarean  Section 

Gertie  F.  Marx,  M.D.,  The  Bronx 
Associate  Professor  of  Anesthesiology,  Al- 
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bert  Einstein  College  of  Medicine  of  Ye- 
shiva  University 

Endotracheal  nitrous  oxide-oxygen  anesthe- 
sia with  succinylcholine  for  muscle  relaxation  is 
considered  the  safest  technic  of  general  anes- 
thesia for  cesarean  section  when  the  welfare  of 
the  infant  is  of  utmost  concern.  However,  the 
incidence  of  neonatal  depression  increases  with 
prolonged  duration  of  anesthesia.  Two  factors 
may  be  responsible,  high  fetal  nitrous  oxide 
levels  and/or  low  fetal  oxygen  levels.  Nitrous 
oxide  was  shown  to  equilibrate  rapidly  across 
the  human  placenta.  Umbilical  artery-umbili- 
cal vein  blood  nitrous  oxide  ratios  increased 
progressively  with  increasing  durations  of  anes- 
thesia and  approached  90  per  cent  after  about 
fifteen  minutes  of  nitrous  oxide  administration. 
Fetal  oxygenation  was  observed  to  decline  as  a 
result  of  hypocapnia  and  alkalemia  from  pro- 
longed maternal  hyperventilation. 

Discussion:  Paul  K.  Birtch,  M.D.,  Buffalo 
Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  State  University  of  New 
York  at  Buffalo  School  of  Medicine 

4.  Responsibility  for  the  Anesthesia  for  De- 
livery 

Clyde  L.  Randall,  M.D.,  Buffalo 

Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  State  Univer- 
sity of  New  York  at  Buffalo  School  of  Med- 
icine 

There  is  no  lack  of  appreciation  of  the  facili- 
ties, conditions,  and  personnel  that  will  assure 
the  safest  possible  conduct  of  labor  and  deliv- 
ery. It  is  the  unpredictable  hour  and  circum- 
stance which  largely  account  for  the  wide  dis- 
crepancy between  what  is  desirable  and  what 
is  available.  It  has  become  painfully  evident 
that  we  must  plan  for  and  provide  competent 
personnel  if  a safe  and  effective  anesthesia  is 
to  be  available  whenever  delivery  is  imminent. 

Discussion:  Benton  D.  King,  M.D.,  Brook- 
lyn 

Professor  and  Chairman,  Department  of 
Anesthesiology,  State  University  of  New 
York  Downstate  Medical  Center 

SECTION  ON 

Ophthalmology 

Chairman 

Robert  E.  Kennedy,  M.D.,  Rochester 

Vice-Chairman 

Richard  C.  Troutman,  M.D.,  New  York 

Secretary . .James  L.  McGraw,  M.D.,  Syracuse 

Delegate  

Philip  H.  Landers,  M.D.,  Binghamton 

Wednesday,  February  11/9:00  A. M. /Versailles 
Terrace,  Second  Floor 

1.  Flexible  Ptosis  Surgery  {Motion  Picture) 
John  T.  Simonton,  M.D.,  Rye 


Director  of  Ophthalmology,  United  Hos- 
pital, Port  Chester ; Assistant  Clinical 
Professor  of  Ophthalmology,  New  York 
University  School  of  Medicine 

2.  Symposium  and  Panel  Discussion:  New 

Diagnostic  Technics  in  Ophthalmology 

Albert  C.  Snell,  M.D.,  Rochester,  Moderator 
Professor  and  Chairman,  Department  of 
Ophthalmology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

A.  Ultrasonics 

Nathaniel  R.  Bronson,  II,  M.D.,  South- 
ampton 

Associate  Surgeon,  Manhattan  Eye,  Ear 
and  Throat  Hospital 

B.  E.R.G.  (Electroretinography) 

Ronald  E.  Carr,  M.D.,  New  York  City 

Assistant  Attending  Ophthalmologist, 
University  Hospital;  Associate  Profes- 
sor of  Ophthalmology,  New  York  Uni- 
versity School  of  Medicine 

C.  Fluorscein  Angiography 

Richard  A.  J.  van  Heuven,  M.D.,  Albany 
Assistant  Professor  of  Ophthalmology, 
Albany  Medical  College  of  Union  Uni- 
versity 

3.  Symposium  and  Panel  Discussion:  Glau- 

coma 

Bernard  Kronenberg,  M.D.,  New  York 
City,  Moderator 

Associate  Clinical  Professor  of  Ophthal- 
mology, New  York  University  Medical 
College 

Panelists 

Miles  A.  Galin,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Ophthalmology,  New  York  Medical  Col- 
lege 

Joseph  H.  Krug,  M.D.,  New  York  City 
Surgeon  Director,  New  York  Eye  and 
Ear  Infirmary;  Associate  Clinical  Pro- 
fessor of  Ophthalmology,  New  York 
University  School  of  Medicine 
James  L.  McGraw,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of 
Ophthalmology,  State  University  of  New 
York,  Upstate  Medical  Center  in  Syra- 
cuse 


SECTION  ON 

Orthopedic  Surgery 

Chairman 

Monroe  Schneider,  M.D.,  Brooklyn 

Secretary 

Robert  C.  Dickerson,  M.D.,  Rochester 

Delegate 

. . . Frederick  Lee  Liebolt,  M.D.,  New  York 
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Monday,  February  9/9:00  A. M. /Versailles  Ball- 
room, Second  Floor 

1.  Whiplash:  Fact  or  Fancy 

John  D.  States,  M.D.,  Rochester 

Assistant  Orthopedic  Surgeon,  Strong  Me- 
morial Hospital 

Martin  W.  Korn,  M.D.,  Rochester 

Assistant  Orthopedic  Surgeon,  Strong  Me- 
morial Hospital 

The  current  status  of  research  in  the  area  of 
neck  injuries  in  automobile  accidents  will  be 
reviewed,  and  data  drawn  from  a clinical  study 
of  80  automobile  accidents  will  be  presented. 
The  occupant  kinematics  causing  neck  injuries 
and  the  means  of  preventing  them  will  be  dis- 
cussed. The  proper  design  and  use  of  head 
rests  will  be  emphasized. 

Discussion:  Michael  J.  Fontanetta,  M.D., 
Brooklyn 

Lecturer  in  Orthopedic  Surgery,  State 
University  of  New  York  Downstate  Medi- 
cal Center;  Chief  Orthopedic  Surgeon, 
Wyckoff  Heights  Hospital 


2.  Fixed  Rotary  Subluxation  of  Cervical  1 on 
Cervical  2 

J.  William  Fielding,  M.D.,  New  York  City 
Orthopedic  Surgeon,  St.  Luke’s  Hospital 

Henry  J.  Magliato,  M.D.,  New  York  City 
Assistant  Orthopedic  Surgeon,  St.  Luke’s 
Hospital 

Atlantoaxial  rotary  subluxation  is  considered 
unilateral.  The  head  is  slightly  flexed,  tilted 
toward  and  rotated  away  from  the  involved 
side.  On  the  open-mouth  x-ray  film,  the  chin 
and  the  tip  of  the  spine  of  the  second  cervical 
vertebra,  normally  on  opposite  sides  of  the  mid- 
line when  the  head  is  rotated,  are  on  the  same 
side.  On  the  lateral  view,  the  first  cervical 
vertebra  is  tilted  laterally  and,  therefore,  its 
posterior  arches  do  not  superimpose. 

One  instantly  fatal  case  is  presented  in 
which  the  first  cervical  vertebra  rotated  across 
the  second  cervical  vertebra  and  shifted  slightly 
forward  damaging  the  cord.  Five  other  pa- 
tients, from  eight  to  forty  years  of  age  are  pre- 
sented, 4 with  traumatic  conditions  and  1 with 
pharyngitis ; all  presented  characteristic  clini- 
cal and  x-ray  findings  of  rotary  subluxation  of 
the  first  and  second  cervical  vertebrae.  The  di- 
agnosis was  overlooked  from  six  to  twenty-four 
months,  at  which  time  a lesion  was  considered 
fixed.  One  patient  was  unsuccessfully  treated 
by  skull  traction;  4 were  treated  by  skull  trac- 
tion and  fusion.  The  lesion  can  be  fatal,  and, 
if  overlooked,  treatment  can  be  more  compli- 
cated. 

Discussion:  Henry  B.  Crawford,  M.D., 

Rochester 

Associate  Clinical  Professor  of  Orthopedic 
Surgery,  Emeritus,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 


3.  Open  Reduction  of  Trochanteric  Fractures: 
Stabilization  Under  Direct  Vision  and  Review 
of  176  Cases 

C.  N.  Stover,  M.D.,  Watertown 

Orthopedic  Surgeon,  Mercy  Hospital 

Discussion:  Albert  J.  Schein,  M.D.,  New 

York  City 

Professor  of  Clinical  Orthopedics,  Mount 
Sinai  School  of  Medicine;  Director  of  Or- 
thopedic Surgery,  Elmhurst  City  Hospital 

4.  Osteogenic  Sarcoma:  A Review  of  145  Con- 
secutive Cases  Under  the  Age  of  Twenty-One 

Ralph  C.  Marcove,  M.D.,  New  York  City 
Assistant  Attending,  Bone  Service,  Me- 
morial Hospital 

Valerie  Mike,  Ph.D.,  New  York  City 
Joseph  V.  Hajek,  M.D.,  New  York  City 
Arthur  G.  Levin,  M.D.,  New  York  City 
Robert  V.  P.  Hutter,  M.D.,  New  York  City 
Bone  Service,  Memorial  Hospital 

Experience  at  Memorial  Hospital,  New  York 
City,  in  the  operative  treatment  and  subsequent 
course  is  reviewed.  The  patients  studied  were 
under  twenty-one  years  of  age  with  operable 
tumors  in  the  long  bones  of  the  extremities. 
These  were  consecutive  cases  which  ran  from 
January  1,  1949,  through  December  31,  1966. 

Discussion:  Crawford  J.  Campbell,  M.D., 

Albany 

Chairman  and  Professor  of  Orthopedic 
Surgery,  Albany  Medical  College  of  Union 
University 

5.  Current  Concepts  in  the  Treatment  of  Tibial 
Shaft  Fractures 

Franklin  T.  Hoaglund,  M.D.,  Burlington, 
Vermont  {by  invitation) 

Chairman,  Department  of  Orthopedic  Sur- 
gery, University  of  Vermont  College  of 
Medicine 

Discussion:  David  G.  Murray,  M.D.,  Syra- 
cuse 

Chairman  and  Professor  of  Orthopedic 
Surgery,  State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse 

SECTION  ON 

Otolaryngology 

Chairman 

William  F.  Robbett,  M.D.,  New  York 

Vice-Chairman 

Edwin  I.  Cleveland,  M.D.,  Bronxville 

Secretary John  M.  Lore,  M.D.,  Buffalo 

Delegate David  W.  Brewer,  M.D.,  Syracuse 

Wednesday,  February  11/2:00  P.M. /Versailles 
Ballroom,  Second  Floor 

1.  Study  of  Vestibular  Function  and  Hearing  in 
Children  with  Prenatal  Rubella 

J.  Ormond  Frost,  M.D.,  New  York  City 
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Associate  Professor  of  Clinical  Otolaryn- 
gology, New  York  University  School  of 
Medicine ; Otologist-in-Charge,  Bellevue 
Hospital  Hearing  and  Speech  Center 

A large  group  of  children  suffering  from 
prenatal  rubella  is  under  study  at  New  York 
University  Medical  Center.  These  have  had  a 
complete  ear,  nose,  and  throat  examination, 
an  audiologic  evaluation,  and  testing  of  vestib- 
ular function.  This  is  a report  of  the  find- 
ings to  date.  The  incidence  and  degree  of 
vestibular  damage  and  of  hearing  loss  is  eval- 
uated. The  relationship  between  their  occur- 
rence is  investigated,  and  the  value  of  the  find- 
ings in  the  evaluation  and  care  of  these  chil- 
dren is  discussed. 

Maurice  Miller,  Ph.D.,  New  York  City  (by 

invitation) 

Associate  Professor  of  Otolaryngology, 
New  York  University  School  of  Medicine; 
Coordinator  of  Hearing  and  Speech  Cen- 
ters, University  and  Bellevue  Hospitals 

2.  Revision  Surgery  of  the  Nasal  Septum 

Norman  E.  Johnson,  M.D.,  Syracuse 

Associate  Clinical  Professor  of  Otolaryn- 
gology, State  University  of  New  York  Up- 
state Medical  Center  at  Syracuse;  Chief, 
Department  of  Otolaryngology,  Community 
General  Hospital 

3.  Influence  of  the  Nose  and  Eustachian  Tube 
on  Tympanoplasty 

Richard  J.  Bellucci,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Otolaryngology,  New  York  Medical  Col- 
lege; Chairman,  Department  of  Otolaryn- 
gology, Manhattan  Eye,  Ear  and  Throat 
Hospital 

The  relationship  between  nasal  pathologic 
conditions  and  ear  infection  is  well  established. 
Nasal  obstruction  resulting  from  chronic  in- 
fection and  allergy  causes  poor  function  of  the 
eustachian  tube.  Middle  ear  problems  such  as 
secretory  otitis  and  recurrent  otitis  media  have 
their  basic  roots  in  the  nose. 

Tympanoplasty  performed  without  first 
treating  the  nasal  disturbance  will  yield  poor 
results.  A careful  study  of  the  nose  and  eusta- 
chian tube  is  indicated  in  all  cases  requiring 
ear  surgery,  and  tympanoplasty  should  be  per- 
formed when  the  ear  is  free  of  recurrent  infec- 
tion which  originates  in  the  nose. 

4.  Vascular  Surgery  of  the  Head  and  Neck 

John  M.  Lore,  Jr.,  M.D.,  Buffalo 

Professor  and  Head,  Division  of  Otolaryn- 
gology, State  University  of  New  York  at 
Buffalo  School  of  Medicine 

The  basic  principles  of  arteriography,  vas- 
cular anastomosis,  and  grafts  are  described  for 
the  otolaryngologists  performing  major  head 
and  neck  surgery.  Application  of  these  tech- 
nics is  in  relation  to  vascular  degenerative  dis- 
ease; vascular  trauma  and  sequelae,  early  and 
late,  including  thrombosis,  aneurysms,  and 


arteriovenous  fistulas;  and  tumors  including 
chemodectomas  and  metastatic  disease  involv- 
ing the  walls  of  the  major  vessels. 

5.  Chairman’s  Address — Surgical  Technics  in 
Correction  of  the  Twisted  Nose 

William  F.  Robbett,  M.D.,  New  York  City 
Surgeon  Director,  Department  of  Otolaryn- 
gology, Manhattan  Eye,  Ear  and  Throat 
Hospital 

The  osseous  and  cartilaginous  structures  of 
the  nose  are  usually  involved  in  this  nasal  de- 
formity. Both  correction  of  the  obstructed 
nasal  airway  and  improvement  of  the  external 
appearance  of  the  nose  are  the  goals  in  this 
procedure.  The  osseous  structures  of  the  nose 
must  be  realigned,  but  the  basic  procedure  is 
the  reconstruction  of  the  nasal  septum.  Fa- 
miliarity with  the  one-stage  and  two-stage  pro- 
cedures is  necessary  to  handle  the  many  varia- 
tions in  this  obstructing  and  distorting  condi- 
tion of  the  nose. 

6.  Halothane  Anesthesia  in  Otolaryngology 

Lee  R.  Stoner,  M.D.,  Syracuse 

Clinical  Associate  Professor  of  Otolaryn- 
gology, State  University  of  New  York  Up- 
state Medical  Center;  Associate  Otolaryn- 
gologist, University  Hospital 

In  the  ten  years  since  the  introduction  of 
halothane  anesthesia  in  the  United  States  there 
has  been  wide  acceptance  of  this  anesthetic 
drug.  Occasional  reports  in  the  literature  sug- 
gest a relationship  between  halothane  usage  and 
postanesthetic  jaundice  and  liver  necrosis. 
This  report  deals  with  the  possible  difficulties  of 
halothane  usage  in  otolaryngology. 

7.  Mid-Facial  Fractures 

Daniel  D.  Rabuzzi  M.D.,  Syracuse 
Assistant  Professor  of  Otolaryngology, 
State  University  of  New  York  Upstate 
Medical  Center 

Accidents  secondary  to  high-speed  vehicular 
travel  have  caused  an  increase  in  the  incidence 
of  severe  fractures  of  the  maxilla.  Care  of 
these  problems  naturally  gravitates  to  the 
facial  plastic  and  reconstructive  surgeon.  Mas- 
sive edema,  posterior  nasal  hemorrhage,  and 
airway  problems  are  not  uncommon.  Manage- 
ment consists  of  reconstituting  proper  dental 
occlusion  and  internal  osseous  fixation  and  sup- 
port of  the  fractures  following  tracheotomy. 
Postoperative  management  and  surgical  com- 
plications will  be  stressed. 

SECTION  ON 

Pathology,  Clinical  Pathology,  and 
Blood  Banking 

Chairman Gert  G.  Larbig,  M.D.,  Albany 

Vice-Chairman 

Milton  J.  Eisen,  M.D.,  Yonkers 

Secretary. George  K.  Higgins,  M.D.,  New  York 
Delegate John  J.  Clemmer,  M.D.,  Albany 
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Wednesday,  February  11/9:00  A. M. /Versailles 
Ballroom,  Second  Floor 

JOINT  MEETING  WITH 

New  York  State  Society  of  Pathologists 

1.  Symposium — Malignant  Lymphomas 

Clinical  and  experimental  data  accumulated 
in  recent  years  have  prompted  some  revision  of 
our  concepts  of  malignant  lymphoma,  includ- 
ing Hodgkin’s  disease.  The  present  status  of 
our  knowledge  of  malignant  lymphoma  will  be 
discussed  with  a review  of  the  experimental 
data  regarding  etiology,  the  current  classifica- 
tion and  prognosticability  based  on  tissue  mor- 
phology, systemic  distribution,  and  clinical  be- 
havior, as  well  as  modes  of  current  therapy  and 
their  results. 

A.  Experimental  Studies 
Ludwik  Gross,  M.D.,  The  Bronx 

Chief  of  Cancer  Research  Unit,  Veterans 
Administration  Hospital 

B.  Anatomic  Pathology 

Edward  A.  Gall,  M.D.,  Cincinnati,  Ohio 
(by  invitation) 

Professor  of  Pathology,  University  of 
Cincinnati  College  of  Medicine;  Chair- 
man, Department  of  Pathology,  Cin- 
cinnati General  Hospital 

C.  Prognosis  and  Current  Therapy 
Mortimer  J.  Lacher,  M.D.,  New  York  City 

Clinical  Assistant  Professor  of  Medicine, 
Cornell  University  Medical  College;  As- 
sistant Attending  Physician,  Medical  On- 
cology Service,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases 

2.  Symposium — Use  of  Blood  Components  in 
Clinical  Practice 

About  3 per  cent  of  the  eligible  blood  donors 
in  the  United  States  provided  the  6,610,166 
units  of  blood  collected  in  1968.  To  make  the 
blood  obtained  from  these  donors  go  further, 
blood  bank  personnel  are  urging  the  use  of 
component  therapy  and  plasmapheresis. 

The  reports  to  be  presented  explain  plasma- 
pheresis and  the  use  of  platelets  and  leukocyte- 
poor  blood  in  therapy.  The  use  of  other  com- 
ponents such  as  packed  red  cells,  cryoprecipi- 
tate,  prothrombin  complex,  fibrinogen,  albumin, 
and  globulin  will  also  be  presented. 

A.  Erythrocyte  Components 

Benjamin  F.  Norris,  M.D.,  Albany 
Associate  Director,  Department  of  Pa- 
thology; Attending  Hematologist  and 
Director  of  Blood  Bank,  St.  Peter’s  Hos- 
pital 

B.  Platelets,  Leukocytes,  and  Related  Trans- 
fusion Problems 

Elias  Cohen,  Ph.D.,  Buffalo  (by  invita- 
tion) 

Director  of  Clinical  Laboratories  and 
Blood  Bank  Unit,  Roswell  Park  Memo- 


rial Institute;  Assistant  Research  Pro- 
fessor of  Microbiology,  State  University 
of  New  York  at  Buffalo  School  of  Medi- 
cine 


SECTION  ON 

Pediatrics 


Chairman 

Joseph  A.  Silverman,  M.D.,  New  York 

Vice-Chairman 

Charles  N.  Needham,  M.D.,  Syracuse 

Secretary . . .Gilbert  L.  Fuld,  M.D.,  New  York 
Delegate.  .Thomas  S.  Bumbalo,  M.D.,  Buffalo 

Tuesday,  February  10/2:00  P.M. /Versailles  Ter- 
race, Second  Floor 

Symposium — Juveniles  and  Drug  Abuse 

1.  Pharmacologic  Aspects  of  Drug  Abuse 

Frederick  G.  Hofmann,  Pii.D.,  New  York 

City 

Professor  of  Pharmacology,  Columbia 
University  College  of  Physicians  and 
Surgeons 

Salient  pharmacologic  aspects  of  currently 
popular  patterns  of  drug  abuse  will  be  dis- 
cussed. The  principal  characteristics  of  drug 
addiction  and  habituation  will  be  described,  as 
will  the  effects  produced  by  drugs  such  as 
heroin,  amphetamine,  and  lysergic  acid  diethyl- 
amide (LSD).  Important  medical  problems 
arising  from  drug  abuse  will  be  reported  and 
attributed,  in  part,  to  the  nature  of  certain 
illegal  drug  preparations.  Following  a descrip- 
tion of  the  complex  pharmacologic  problem 
posed  by  marihuana,  an  attempt  will  be  made 
to  evaluate  the  risks  inherent  in  its  use.  Medi- 
colegal aspects  of  drug  abuse  will  be  discussed 
in  the  context  of  the  recent  partial  failure  of 
the  “British  system”  and  the  scientific  obstacles 
to  the  legalization  of  marihuana.  The  scien- 
tific and  ethical  restraints  that  will  limit  the 
knowledge  to  be  gained  in  future  clinical  in- 
vestigations of  the  relevant  drugs  will  be  dis- 
cussed. 

2.  A Child  Psychiatrist  Looks  at  the  Drug 

Problem 

Frank  J.  Curran,  M.D.,  New  York  City 
Attending  Psychiatrist,  St.  Luke’s  Hos- 
pital 

The  author  will  report  his  experience  in  the 
management  of  child  and  adolescent  drug  users 
in  the  1930s  as  contrasted  to  the  late  1960s. 
The  personality  problems  of  various  drug  users 
will  be  described.  Contrast  will  be  offered  be- 
tween the  “week-end”  user  of  marihuana  and 
the  habitual  users  of  various  drugs  as  a way  of 
life.  Case  examples  will  be  given  and  sug- 
gestions for  management  will  be  offered. 
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3.  Drug  Abuse  in  the  Juvenile  Court  Popu- 
lation 

Miss  Marion  Goldberg,  The  Bronx  ( by 

invitation) 

Supervising  Probation  Officer,  Office  of 
Probation,  Tremont  Branch 
Each  year,  youngsters  between  the  ages  of 
seven  and  sixteen  years  are  brought  before  the 
Family  Court  of  the  State  of  New  York,  Juve- 
nile Terms,  for  a broad  range  of  behavior,  in- 
cluding acts  which,  if  committed  by  adults, 
would  constitute  crimes,  as  well  as  acts  which 
reflect  social  maladjustments  of  childhood,  such 
as  truancy  or  running  away.  In  1968,  13,159 
such  cases  were  brought  before  the  courts  in 
New  York  City.  Our  statistics  reflect  a fairly 
steady  increase  of  approximately  8 per  cent  per 
year. 

Within  the  past  two  to  three  years  there  has 
been  a marked  increase  in  the  abuse  of  drugs 
within  this  population,  leading  to  growing  con- 
cern in  regard  to  the  nature  of  the  problem  as 
well  as  appropriate  responses  to  it.  An  attempt 
has  been  made  to  define  and  quantify  the  prob- 
lem with  the  use  of  survey  technics,  with  a view 
toward  defining  the  extent  of  the  problem 
(numbers)  and  its  nature  more  specifically  in 
terms  of  substances  used,  duration  of  use,  and 
by  whom. 

Some  attempt  has  also  been  made  to  corre- 
late these  data  with  information  obtained  by 
the  medical  staff  at  Juvenile  Center,  the  de- 
tention facility  for  youngsters  awaiting  court 
action,  to  maintain  some  control  over  the  sur- 
vey procedure.  Further,  an  attempt  has  been 
made  to  gather  information  on  all  available  pro- 
grams, both  residential-  and  community-based, 
which  attempt  to  service  the  population  in 
question.  As  a result  we  have  obtained  a 
limited  but  fairly  clear  picture  of  the  young 
drug  abuser,  who  becomes  known  to  the  court, 
as  well  as  the  paucity  of  facilities  available  to 
deal  with  him. 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman Nicholas  Panin,  M.D.,  Albany 

Vice-Chairman 

Samuel  A.  Levine,  M.D.,  Bronx 

Secretary . . .Harold  Gellert,  M.D.,  New  York 
Delegate Henry  Fleck,  M.D.,  Bronx 

Tuesday,  February  10/9:00  A. M. /Royal  Ballroom 
B,  Second  Floor 

Symposium  and  Panel  Discussion — Rehabilita- 
tion of  the  Hemiplegic  Child 

Nicholas  Panin,  M.D.,  Albany,  Moderator 
Director  of  Physical  Medicine  and  Rehabil- 
itation, Memorial  Hospital 

1.  Problems  Encountered  ( Case  Presenta- 
tion) 

Lucille  C.  Gunning,  M.D.,  The  Bronx 


Attending  in  Pediatric  Rehabilitation 
Medicine,  Montefiore  Hospital  and  Medi- 
cal Center;  Assistant  Professor  of  Re- 
habilitation Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 

Neil  Sheldon,  Ph.D.,  The  Bronx  (by  invi- 
tation) 

Director  of  Speech  and  Hearing,  Monte- 
fiore Hospital  and  Medical  Center;  Asso- 
ciate in  Rehabilitation  Medicine,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

2.  Neurologic  Aspects 

Gerald  S.  Golden,  M.D.,  The  Bronx 

Adjunct  Attending  in  Neurology  and 
Pediatrics,  Montefiore  Hospital  and  Med- 
ical Center;  Assistant  Professor  of  Neu- 
rology and  Pediatrics,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 

3.  Orthopedic  Correction  of  Deformities 

Joseph  E.  Farrell,  M.D.,  Huntington 
Medical  Director,  Frank  S.  Childs  Cere- 
bral Palsy  Clinic,  St.  Charles  Hospital, 
Port  Jefferson 

4.  Psychologic  and  Psychiatric  Aspects  of 

Adjustment 

Estelle  DeVito,  M.D.,  New  York  City 
Department  of  Psychiatry,  Institute  of 
Rehabilitation  Medicine 
Leonard  Diller,  Ph.D.,  New  York  City 
(by  invitation) 

Director  of  Psychologic  Services,  Insti- 
tute of  Rehabilitation  Medicine 

Panel  Discussion 
The  above  speakers 

Questions  and  Answers 


SECTION  ON 

Plastic  and  Reconstructive  Surgery 


Chairman . . . .Mark  K.  H.  Wang,  M.D.,  Albany 

Vice-Chairman  

. . . .Bertran  E.  Bromberg,  M.D.,  Hempstead 

Secretary  

Dicran  Goulian,  Jr.,  M.D.,  New  York 

Delegate Howard  B.  Rasi,  M.D.,  Brooklyn 


Sunday,  February  8/2:00  P.M./Versailles 
Terrace,  Second  Floor 


1.  Treatment  of  Facial  Bone  Fractures 
F.  Stanley  Hoffmeister,  M.D.,  Albany 
Associate  Clinical  Professor  of  Surgery, 
Albany  Medical  College  of  Union  Univer- 
sity; Attending  Surgeon,  Albany  Medical 
Center  Hospital 

The  management  of  major  maxillofacial 


48  New  York  State  Journal  of  Medicine  / January  1,  1970 


trauma  has  three  distinct  phases:  (1)  diagnosis 
and  treatment  of  life-thieatening  problems, 

(2)  definition  of  the  nature  of  the  trauma,  and 

(3)  definitive  corrective  surgery.  The  immedi- 

ate attention  on  the  arrival  of  the  patient  in 
the  emergency  room  is  directed  toward  secur- 
ing the  airway;  next,  ruling  out  other  life- 
threatening  injuries,  which  are  ruled  out  in 
the  following  definitive  order:  head,  spine, 

chest,  abdomen,  and  extremities.  After  impair- 
ment of  the  airway  and  other  life-threatening 
injuries  have  been  ruled  out,  the  nature  of  the 
facial  trauma  is  defined  by  a systematic  clinical 
examination  followed  by  x-ray  studies.  The 
principles  of  the  definitive  treatment  of  the 
soft  and  hard  tissues  will  be  given. 

2.  Fractures  of  Orbit  and  Injuries  to 
Lacrimal  Excretory  Mechanism 

Byron  Smith,  M.D.,  New  York  City 

Chairman,  Department  of  Plastic  Oph- 
thalmology, Manhattan  Eye,  Ear  and 
Throat  Hospital;  Consulting  Plastic  Sur- 
geon, New  York  Hospital 

The  common  fractures  of  the  orbit  consist 
of  lateral  middle  third  fractures,  blowout  frac- 
tures, fractures  of  the  orbital  rim,  and  central 
middle  third  fractures.  Those  fractures  in- 
volving the  central  middle  third  of  the  face 
frequently  involve  the  lacrimal  excretory 
mechanism.  During  this  presentation  I shall 
discuss  differential  diagnosis,  surgical  treat- 
ment, complications,  prognosis,  and  results. 

3.  Care  of  Severely  Injured  Hand 

James  W.  Smith,  M.D.,  New  York  City 
Assistant  Attending  Plastic  Surgeon,  New 
York  Hospital;  Attending  Plastic  Surgeon, 
Veterans  Hospital,  The  Bronx 

The  initial  treatment  of  a severe  hand  injury 
presents  a real  challenge.  At  no  other  site  on 
the  body  is  there  a greater  need  for  restoring 
motion  and  sensation.  Yet,  immobility,  re- 
quired for  the  healing,  encourages  joint  stiff- 
ness. This  problem  can  be  compounded  by  the 
edema  of  the  injury.  Only  with  exacting 

treatment,  proper  positioning,  elevation  of  the 
extremity,  and  early  motion  can  the  maximum 
of  motion  and  sensation  be  restored.  This  is 
why  for  each  injury  a systematic  and  methodi- 
cal plan  of  treatment  is  needed.  In  the  order 
they  should  be  considered  are : circulation, 

satisfactory  skin  closure,  properly  aligned 
skeletal  framework,  good  joint  function,  res- 
toration of  joint  continuity,  and  proper  ten- 
don function.  The  importance  of  a careful  pre- 
operative examination  of  the  injury,  operative 
preparation,  debridement,  and  the  need  for 
early  wound  closure  are  familiar  to  all.  There- 
fore, only  points  of  special  interest  that  seem 
worthy  of  emphasis  will  be  discussed. 

4.  Can  This  Leg  Be  Saved?  Plastic  Surgical 
and  Orthopedic  Consideration  in 
Management  of  Civilian  Trauma 

David  M.  Connelly,  M.D.,  Syracuse 


Clinical  Assistant  Professor  of  Plastic 
Surgery,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse;  At- 
tending Plastic  Surgeon,  Crouse-Irving 
Hospital 

The  more  severe  forms  of  trauma  to  legs  in 
civilian  plastic  surgical  practice  relate  to 
crushing  wounds.  The  most  common  cause  of 
wounds  of  this  type  is  automotive  trauma,  al- 
though industrial  accidents  may  also  be  seen 
occasionally.  Attention  will  be  called  to  the 
serious  problems  which  can  arise  from  large 
subcutaneous  collections  of  blood  from  rela- 
tively simple  forms  of  shearing  trauma.  De- 
spite the  presence  of  simple  or  comminuted  frac^ 
tures  with  exposure  of  bone,  assiduous  atten- 
tion to  wound  management  can  result  in  satis- 
factory salvage  of  a large  percentage  of  se- 
verely injured  extremities.  The  basic  methods 
of  management  include  (1)  free  skin  grafting, 
(2)  local  pedicle  coverage  (bipedicle),  and  (3) 
pedicle  flaps  dervied  from  a distant  source. 
Representative  cases  will  illustrate  the  indica- 
tions and  contraindications  in  the  use  of  the 
various  available  methods  as  well  as  cases 
typical  of  those  which  cannot  be  managed  suc- 
cessfully. 

5.  Reconstruction  for  Peripheral  Nerve  Injuries 
Arthur  Lehrman,  M.D.,  Syracuse 
Assistant  Attending  Plastic  Surgeon, 
Community-General  Hospital ; Attending 
Plastic  Surgeon,  St.  Joseph’s  Hospital 

Injuries  to  peripheral  nerves  present  a broad 
variety  of  reconstructive  problems  involving 
the  face  and  hand.  Reconstruction  requires  a 
choice  between  primary  and  secondary  repair, 
the  use  of  nerve  grafts,  and  tendon  transfers. 
A group  of  illustrative  cases  are  presented  be- 
ginning with  primary  repair  of  the  severed 
facial  nerve.  A progression  of  injuries  in- 
volving the  brachial  plexus,  upper  arm,  and 
forearm  extending  into  the  hand  and  digits  are 
successively  demonstrated.  Reconstructive 
technics  employed  include  tendon  transfers  for 
combined  median  and  ulnar  palsy,  primary  and 
secondary  nerve  repair,  and  the  use  of  micro- 
surgical  nerve  repair.  Examples  of  restoration 
of  sensation  by  means  of  the  neurovascular  is- 
land pedicle  and  “on-top  plasty”  are  also  il- 
lustrated. Also  demonstrated  is  a case  in 
w’hich  an  irradiated  freeze-dried  homograft 
was  attempted.  An  attempt  is  made  to  demon- 
strate a broad  variety  of  useful  surgical  pro- 
cedures and  to  illustrate  surgical  problems 
which  still  await  satisfactory  solutions. 

Questions  and  Answers 

SECTION  ON 

Preventive  Medicine  and  Public  Health 

Chairman . . . . Arthur  G.  Baker,  M.D.  Albany 

Vice-Chairman  

George  E.  Leone,  M.D.,  Riverhead 

Secretary.  .James  J.  Quinlivan,  M.D.,  Albany 
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Delegate  

Mary  C.  McLaughlin,  M.D.,  New  York 

Tuesday,  February  10/2:00  P.M. /Versailles 
Ballroom,  Second  Floor 

Symposium — Environmental  Problem 

Hollis  S.  Ingraham,  M.D.,  Albany,  Modera- 
tor 

Commissioner,  Department  of  Health, 
State  of  New  York 

1.  Who  Cares  About  the  Environment? 

Ron  M.  Linton,  Ph.D.,  Washington,  D.C. 

(by  invitation) 

Visiting  Professor  of  Urban  Environ- 
mental Studies,  Rensselaer  Polytechnic 
Institute,  Troy 

2.  How  Environmental  Problems  Affect  Hu- 
man Health 

Robert  Carroll,  M.D.,  Albany 

Professor  of  Preventive  Medicine  and 
Public  Health,  Albany  Medical  College 
of  Union  University 

3.  An  Ecologist’s  View  of  a Healthful  En- 
vironment 

Lamont  Cole,  Pii.D.,  Ithaca  (by  invita- 
tion) 

Professor  of  Ecology,  Division  of  Bio- 
logic Sciences,  Cornell  University 

Summation 

Hollis  S.  Ingraham,  M.D.,  Albany 
SECTION  ON 

Radiology 

Chairman.  Murray  G.  Baron,  M.D.,  New  York 

Vice-Chairman  

Stanley  M.  Rogoff,  M.D.,  Rochester 

Secretary  

Edward  A.  Dunlop,  Jr.,  M.D.,  Lewiston 

Delegate . Samuel  H.  Madell,  M.D.,  New  York 

Monday,  February  9/2:00  P.M./ Versailles  Ball- 
room, Second  Floor 

Symposium — Clinical  Uses  of  Abdominal 
Arteriography:  Diagnostic  and 
Therapeutic  Implications 

1.  Tumors  of  the  Pancreas 

Harold  A.  Mitty,  M.D.,  New  York  City 
Assistant  Professor  of  Radiology,  Mount 
Sinai  School  of  Medicine 

2.  Evaluation  of  Gastrointestinal  Bleeding 
Plinio  Rossi,  M.D.,  New  York  City 

Chief  of  Cardiovascular  Roentgenology, 
St.  Vincent’s  Hospital  and  Medical  Cen- 
ter of  New  York 

3.  Tumors  of  the  Kidney 

Morton  A.  Bosniak,  M.D.,  New  York  City 
(by  invitation) 

Professor  of  Radiology,  New  York  Uni- 
versity School  of  Medicine 

4.  Renal  Hypertension 


Thomas  F.  Meaney,  M.D.,  Cleveland,  Ohio 
(by  invitation) 

Chairman  of  Radiology  Section,  Cleve- 
land Clinic 


SECTION  ON 

Space  Medicine 


Chairman  

Constantine  D.  J.  Generales,  M.D., 

New  York 

Vice-Chairman  

Nathaniel  E.  Reich,  M.D.,  Brooklyn 

Secretary Levon  Bedrosian,  M.D.,  Albany 

Delegate  

H.  Easton  McMahon,  M.D.,  New  York 

Sunday,  February  8/2:00  P.M. /Royal  Ballroom 
A,  Second  Floor 

Eleventh  Annual  Symposium — Man,  Medicine, 
Moon,  and  Beyond 

1.  Interstellar  Molecules  and  Interstellar  Life 
Benjamin  Zuckerman,  Ph.D.,  College 
Park,  Maryland  (by  invitation) 

Assistant  Professor  of  Astronomy,  Uni- 
versity of  Maryland 

For  many  years  a prevailing  belief  among 
astronomers  was  that  conditions  in  interstellar 
space  are  unfavorable  for  the  formation  and 
existence  of  polyatomic  molecules.  This  view 
has  recently  been  demolished  by  the  detection 
of  interstellar  clouds  containing  large  amounts 
of  water,  ammonia,  and  formaldehyde  mole- 
cules. These  discoveries  raise  the  question  of 
how  far  biologic  evolution  has  proceeded  in 
these  clouds.  In  particular,  the  possibility  of 
“biologic  rain”  in  falling  on  the  planets  or  the 
creation  of  very  simple  living  organisms  in  the 
interior  of  interstellar  dust  clouds  are  prob- 
lems that  warrant  attention. 

2.  The  Age  of  the  Moon’s  Surface 

Oliver  A.  Schaeffer,  Ph.D.,  Stony  Brook 
(by  invitation) 

Chairman,  Earth  and  Space  Sciences 
Department,  Stony  Brook  University  of 
the  State  of  New  York 

Isotopic  dating  studies  have  shown  that  the 
moon  is  at  least  3.7  billion  years  old.  This  in- 
dicates that  the  moon  could  be  of  the  same  age 
as  the  earth.  Further  studies  have  shown  that 
the  lunar  rocks  returned  by  the  Apollo  11  as- 
tronauts were  placed  on  the  moon’s  surface 
by  explosions  approximately  one  hundred  mil- 
lion years  ago. 

3.  Progress  in  International  Law  Relating 

to  Space  Exploration 

George  J.  Alexander,  LL.D.,  Syracuse 
(by  invitation) 

Professor  of  Law,  Syracuse  University; 
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Director  of  Regulations  in  Space  Proj- 
ect of  Syracuse  NASA  Program 

Significant  strides  have  been  made  in  the 
resolution  of  important  questions  of  interna- 
tional law  as  they  relate  to  space  exploration. 
Among  them  have  been  agreements  not  to  make 
territorial  claims  to  space,  not  to  use  space  for 
military  purposes,  as  well  as  determination  of 
the  liability  of  launching  states  for  damage 
caused.  Less  notice  has  been  paid  the  growing 
impact  of  space  development  on  domestic  law. 
We  have  still  to  resolve  such  elemental  ques- 
tions as  the  right  to  compensation  of  a national 
for  damage  caused  to  him  by  his  country’s 
space  vehicles  and  the  right  to  appropriate  pri- 
vate property  in  the  service  of  space  endeavors. 
These  and  other  domestic  space  law  problems 
will  be  discussed. 

4.  Fetal  Electroencephalogram  and  Its  Ap- 
plication to  Space  Travel 

Mortimer  G.  Rosen,  M.D.,  Rochester 
Associate  Professor  of  Obstetrics  and 
Gynecology,  University  of  Rochester 
School  of  Medicine  and  Dentistry;  Asso- 
ciate in  Obstetrics  and  Gynecology, 
Strong  Memorial  Hospital 

The  traveling  passenger  in  utero  has  many 
analogies  to  the  traveling  passenger  in  space. 
Until  recently  it  was  easier  to  monitor  the 
brain  of  the  orbiting  astronaut  than  that  of 
the  fetus.  In  the  same  year  that  man  reached 
the  moon,  capabilities  were  extended  to  begin 
monitoring  the  brain  during  birth.  The  pur- 
pose of  this  talk  will  be  to  draw  several  paral- 
lels between  the  different  launching  processes 
(into  our  atmosphere  and  into  outer  space)  and 
proceed  to  document  the  technic  evolved  for 
studying  the  brain  during  birth.  The  fetal 
electroencephalogram  during  birth  is  a rela- 
tively unused  tool  to  approach  more  closely 
and  study  brain  damage  as  it  is  uncovered  in 
more  than  200,000  children  each  year. 

5.  The  Need  for  Exploring  the  Cerebral  Uni- 
verse 

Paul  D.  MacLean,  M.D.,  Bethesda,  Mary- 
land (by  invitation) 

Chief,  Section  on  Limbic  Integration  and 
Behavior,  National  Institute  of  Mental 
Health 

The  search  for  an  answer  to  the  mechanisms 
of  the  brain  presents  a challenge  far  surpass- 
ing that  of  getting  to  the  moon,  because  the 
cranial  vault  into  which  we  must  send  our 
probings  contains  the  most  complicated  con- 
stellation in  the  known  universe.  In  its  evolu- 
tion, man’s  brain  retains  the  organization  of 
three  basic  types:  the  reptilian,  old  mamma- 

lian, and  new  mammalian;  despite  great  differ- 
ences in  chemistry  and  structure  all  three 
brains  must  intermesh  and  function  together. 
These  will  be  discussed  in  appropriate  detail. 
In  this  space  age,  it  is  to  be  emphasized  that  no 
matter  what  speed  man  attains  with  his  new 
mammalian  brain,  he  will  need  to  acquire  self- 
knowledge  that  will  allow  him  to  accommodate 


to  the  horse  and  buggy  pace  of  his  reptilian 
and  limbic  brains. 

6.  China’s  Legacy  to  the  Exploration  of 
Space 

Constantine  D.  J.  Generales,  M.D.,  New 
York  City 

Physician  and  Research  Associate,  The 
Mount  Sinai  Hospital 

Have  the  East  and  West  developed  culturally 
and  scientifically  independently  of  each  other? 
Was  there  any  capillary  flow  between  the  an- 
cient Greek  civilizations  and  the  Chinese  civil- 
izations that  contributed  to  mankind’s  tech- 
nologic progress?  The  Chinese  have  antedated 
the  West  and  the  civilized  world  in  a number 
of  inventions  and  discoveries  ranging  from  less 
than  a century  to  five  hundred  years  as  in  the 
case  of  immunization  against  smallpox,  some 
ten  centuries  in  the  case  of  the  magnetic  com- 
pass, twelve  centuries  in  the  kite,  and  some 
eighteen  centuries  in  lighter-than-air  craft. 
The  rocket  itself  is  intricately  connected  with 
the  invention  of  gunpowder  which  itself  re- 
sulted from  the  search  for  an  elixir  of  immor- 
tality by  Ma  Tse-Jan.  Today’s  upheavals  and 
confrontations  between  East  and  West  makes 
necessary  a study  of  the  historic  past  of  the 
Occident  and  Orient  in  respect  to  discoveries, 
inventions,  and  transportation. 

Panel  Discussion 
The  above  speakers 

SECTION  ON 

Surgery 

Chairman 

. .Wheelock  A.  Southgate,  M.D.,  Rochester 

Vice-Chairman 

Frederic  P.  Herter,  M.D.,  New  York 

Secretary Louis  C.  Cloutier,  M.D.,  Buffalo 

Delegate Sidney  M.  Schaer,  M.D.,  Buffalo 

Monday,  February  9/2:00  P.M. /Royal  Ballroom 
B,  Second  Floor 

Symposium — Surgical  Aspects  of  Trauma, 
Particularly  of  the  Abdomen 

1.  Vascular  Injuries  of  the  Abdomen 

Charles  G.  Rob,  M.D.,  Rochester 

Professor  and  Chairman,  Department  of 
Surgery,  University  of  Rochester  School 
of  Medicine  and  Dentistry 

2.  Traumatic  Rupture  of  the  Diaphragm 

John  H.  Morton,  M.D.,  Rochester 

Professor  of  Surgery,  University  of 
Rochester  School  of  Medicine  and  Den- 
tistry 

3.  Blunt  Injuries  of  the  Pancreas 

James  T.  Adams,  M.D.,  Rochester 

Associate  Professor  of  Surgery,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 
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4.  Retroperitoneal  Hematoma 

Walter  Pories,  M.D.,  Cleveland,  Ohio  (by 
invitation) 

Professor  of  Surgery,  Case-Western  Re- 
serve School  of  Medicine 

5.  Hepatic  Trauma 

Seymour  I.  Schwartz,  M.D.,  Rochester 
Professor  of  Surgery,  University  of 
Rochester  School  of  Medicine  and  Den- 
tistry 

G.  Seat  Belt  Injuries 

James  S.  Williams,  M.D.,  Rochester 

Assistant  Professor  of  Surgery,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

7.  Abdominal  Wound  Sinography:  A New 

Diagnostic  Technic  in  Stab  Wounds  of  the 
Abdomen 

Stuart  Hulnick,  M.D.,  Rochester  (by  in- 
vitation) 

Chief  Resident  in  Surgery,  The  Genesee 
Hospital 

8.  Crush  Injuries  of  the  Chest 

William  L.  Craver,  M.D.,  Rochester 

Clinical  Assistant  Professor  of  Surgery, 
University  of  Rochester  School  of  Medi- 
cine and  Dentistry;  Attending  Surgeon, 
The  Genesee  Hospital 

SECTION  ON 

Urology 

Chairman. . .Harry  C.  Miller,  M.D.,  Rochester 
Vice-Chairman . Otto  M.  Lilien,  M.D.,  Syracuse 

Secretary 

R.  Keith  Waterhouse,  M.D.,  Brooklyn 

Delegate.  .William  J.  Staubitz,  M.D.,  Buffalo 

Wednesday,  February  11/2:00  P.M. /Royal  Ball- 
room B,  Second  Floor 

Symposium  and  Panel  Discussion — Trauma  to 
the  Urinary  Tract 

R.  Keith  Waterhouse,  M.D.,  Brooklyn,  Mod- 
erator 

Professor  of  Urology,  State  University  of 
New  York  Downstate  Medical  Center 

1.  The  Effects  of  Trauma  on  the  Bladder  and 
Urethra 

Kenneth  J.  MacKinnon,  M.D.,  Montreal, 
Canada  (by  invitation) 

Professor  of  Urology,  McGill  University 
Faculty  of  Medicine 

The  increasing  mortality  rate  from  the  con- 
tinuing highway  havoc  is  frightening.  Frac- 
tures of  the  bony  pelvis  represent  a common 
complication  of  road  accidents,  and  in  approxi- 
mately 10  per  cent  there  is  an  associated  rup- 
ture of  the  urinary  bladder  or  urethra.  Early 
recognition  of  rupture  of  the  urinary  bladder 
followed  by  prompt  treatment  leads  to  a satis- 


factory end  result.  Conventional  treatment  of 
urethral  rupture  in  association  with  fractures 
of  the  pelvis  cannot  be  considered  as  entirely 
satisfactory.  The  incidence  of  stricture,  in- 
continence, or  impotence  from  conventional 
therapy  is  unknown  but  unquestionably  occurs 
with  a frequency  which  is  disturbing.  Treat- 
ment of  this  injury  in  the  Royal  Victoria  Hos- 
pital over  the  past  five  years  has  followed  the 
principles  established  by  Johannson.  Catheter- 
ization is  avoided.  Investigation  includes  a 
retrograde  urethrogram  and  usually  a voiding 
cystourethrogram  in  addition  to  an  excretory 
urogram.  Suprapublic  cystostomy  is  per- 
formed. No  attempt  is  made  to  realign  the 
urethra  or  to  perform  a primary  repair.  The 
patient  is  maintained  on  cystostomy  drainage, 
and  after  approximately  four  months  a second- 
stage  operation  is  performed.  The  technics  of 
Johannson,  Turner- Warwick,  or  Gil  Vernet 
may  be  utilized.  The  surgery  involved  is  very 
much  simpler  than  that  associated  with  the  cor- 
rection of  strictures  so  frequently  seen  after 
conventional  treatment.  The  mechanisms  of 
injury  will  be  considered  and  illustrative  cases 
presented. 

2.  The  Evaluation  of  Upper  Tract  Trauma 

and  Its  Treatments 

Abraham  T.  K.  Cockett,  M.D.,  Rochester 

(by  invitation) 

Professor  and  Chairman,  Department  of 
Urology,  University  of  Rochester  School 
of  Medicine  and  Dentistry 

The  purpose  of  this  report  is  to  emphasize  a 
more  complete  diagnostic  approach  in  evaluat- 
ing the  traumatized  kidney.  The  kidney  scan 
and  selective  renal  arteriography  are  especially 
useful  in  delineating  the  areas  of  injury.  The 
infusion  pyelogram  is  a good  substitute  for  one 
of  these  tests.  The  retrograde  pyelogram  is  a 
useful  confirmatory  test.  An  assessment  of 
the  extent  of  injury  allows  the  urologist  to  take 
a more  logical  approach.  Surgery  is  employed 
only  when  indicated.  Partial  nephrectomy  is 
performed  rather  than  nephrectomy  when  pos- 
sible because  the  diagnostic  work-up  evaluates 
the  whole  kidney  and  separates  viable  tissue 
from  the  injured  areas.  Case  reports  illustrat- 
ing these  concepts  will  be  presented.  Types  of 
surgery  employed  will  also  be  detailed. 

3.  Urologic  Trauma  in  a Busy  Civilian  Hos- 
pital 

William  J.  Nelson,  M.D.,  New  York 
Attending  Urologist,  Roosevelt  Hospital 

4.  Massive  Trauma  in  Viet  Nam 

Jules  Perley,  M.D.,  Brooklyn  (by  invita- 
tion) 

Resident  in  Urology,  Downstate  Medical 
Center 

Panel  Discussion 

The  above  speakers 
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SESSION  ON 

Archives 

Chairman 

Joseph  A.  Tamerin,  M.D.,  New  York 

Sunday,  February  8/10:00  A. M. /Versailles  Ter- 
race, Second  Floor 

1.  New  York  Medical  Archives  in  the  Metro- 
politan Area 

Miss  Gertrude  L.  Annan,  New  York  City 
(by  invitation) 

Librarian,  The  New  York  Academy  of 
Medicine 

2.  New  York  Medical  Archives  in  the  Upstate 
Area 

Herbert  Finch,  Ph.D.,  Ithaca  (by  invita- 
tion) 

Curator  and  Archivist,  Regional  History 
and  Archives  Department,  Cornell  Uni- 
versity 

3.  Observation  on  100  Years  of  Orthopedic 
Practice  at  the  Hospital  for  Special  Surgery, 
New  York  City 

William  Cooper,  M.D.,  New  York  City 

Attending  Orthopedic  Surgeon,  Hospital 
for  Special  Surgery 

The  Hospital  for  Special  Surgery  founded 
in  1863  as  the  Hospital  for  the  Ruptured  and 
Crippled  was  the  first  orthopedic  institution  in 
America.  Through  its  history,  the  author  will 
trace  the  evolution  of  orthopedic  practice  in 
the  United  States.  The  institutional  records 
have  fortunately  survived,  and  it  is  possible 
to  document  changes  in  content,  attitude,  and 
practice  of  an  entire  specialty.  During  this 
period,  complete  categories  of  disease  have 
vanished  while  others  have  emerged.  Technics 
once  extremely  popular  have  been  replaced  by 
others  equally  popular.  Stunning  examples  of 
surgical  ingenuity  appear  among  the  earliest 
records.  The  presentation  will  necessarily  be 
only  a condensed  biography  of  an  old  institu- 
tion and  a young  specialty. 

4.  Archives  of  the  Beth  Israel  Medical  Center, 
New  York  City 

Albert  M.  Schwartz,  M.D.,  New  York  City 
Attending  Vascular  Surgeon;  Archivist, 
Beth  Israel  Medical  Center 

Rare  early  archives  of  the  Beth  Israel  Hos- 
pital, founded  in  1889,  were  believed  lost.  They 
were  recently  discovered  by  Dr.  Schwartz  who 
will  describe  them.  Mr.  Allon  Schoener,  author 
of  the  book,  Lower  East  Side,  Portal  to  Amer- 
ica, which  was  the  basis  for  an  exhibit  at  the 
Jewish  Museum  in  New'  York  City  in  1966,  will 
discuss  the  historical  value  of  these  archives. 

Discussion:  Allon  Schoener,  New  York 

City  (by  invitation) 

Visual  Arts  Director,  New  York  State 
Council  on  the  Arts 


SESSION  ON 

Data  Processing  in  Medicine 

Chairman.  .William  Bauman,  M.D.,  New  York 

Wednesday,  February  11/2:00  P.M. /Versailles 
Terrace,  Second  Floor 

1.  A Computer  System  to  Aid  in  Patient  Man- 
agement 

Charles  Weller,  M.D.,  Larchmont 

Chief  of  Diabetes  Clinic,  Grasslands  Hos- 
pital, Valhalla 

Previous  use  of  computers  in  medical  diag- 
nosis was  based  on  Bayes’  theorem,  a probabil- 
ity model.  Another  approach  has  been  tried 
w'hich  appears  not  only  to  make  a diagnosis 
but  also  to  arrive  at  clinical  decisions  as  to  the 
course  of  action  in  patient  management  that 
may  be  taken  by  a physician.  The  data  base  or 
the  medical  program  has  been  written  for  the 
issue  “Diabetic”  and  is  undergoing  pilot  studies. 
The  results  and  methodology  will  be  discussed. 

2.  Computers  in  Biomedical  Science 

Arnold  W.  Pratt,  M.D.,  Bethesda,  Maryland 

(by  invitation) 

Director,  Division  of  Computer  Research 
and  Technology,  National  Institutes  of 
Health 

The  development  of  a computing  facility  in 
the  biomedical  research  environment  at  the  Na- 
tional Institutes  of  Health  has  proceeded  with 
the  varied  needs  of  the  biomedical  scientist  in 
view.  Computational  support  is  required  in 
the  areas  of  administrative  and  financial  man- 
agement, biometry  and  statistics,  information 
storage  and  retrieval,  mathematical  analysis 
and  simulation,  monitoring  of  clinical  and  lab- 
oratory procedures,  data  acquisition  and  reduc- 
tion, and  logical  clinical  decision  systems.  The 
central  computer  network  at  the  National  In- 
stitutes of  Health  w'ill  be  described  together 
with  the  supporting  computer  science,  applied 
mathematics,  communication  engineering,  and 
linguistic  and  information  science  that  make 
up  the  Division  of  Computer  Research  and 
Technology. 

3.  Orthopedic  Admission — Discharge  in  Sup- 
port System 

Charles  T.  Ryder,  M.D.,  New  York  City 
Attending  Orthopedic  Surgeon,  Presby- 
terian Hospital;  Professor  of  Clinical 
Orthopedic  Surgery,  Columbia  University 
College  of  Physicians  and  Surgeons 

Victor  Shulman,  M.D.,  New  York  City  (by 

invitation) 

Visiting  Fellow,  Department  of  Pediatrics, 
Columbia  University  College  of  Physicians 
and  Surgeons 

A computer-based  system  intended  to  stabi- 
lize hospital  bed  occupancy  at  an  optimum  level 
is  being  tested.  Data  including  estimate  of 
days  to  be  in  the  hospital  are  kept  for  patients 
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in  the  hospital  and  those  awaiting  admission. 
The  fde  is  analyzed  to  give  an  occupancy  fore- 
cast, and  elective  admissions  are  scheduled  ac- 
cording to  bed  availability.  Simplified  admis- 
sion procedures  and  improved  information  dis- 
tribution are  “spin-off”  benefits. 

4.  Applications  of  Digital  Computers  in  Clini- 
cal Psychiatry 

Max  Fink,  M.D.,  New  York  City  (by  invita- 
tion) 

Professor  of  Psychiatry,  New  York  Medi- 
cal College;  Director,  Division  of  Biological 
Psychiatry,  Flower  and  Fifth  Avenue  Hos- 
pitals 

Applications  of  digital  computers  in  clinical 
psychiatry  include  diagnosis  and  classification, 
monitoring  of  patient  behavior,  processing 
clinical  laboratory  and  electroencephalographic 
data,  and  analysis  of  speech  and  verbal  inter- 
actions. While  these  efforts  are  primarily  at 
the  research  level,  their  prototypes  are  already 
in  operation  in  some  centers.  The  present  mod- 
els will  be  described  and  an  effort  made  to  as- 
sess their  impact  on  clinical  practice. 

5.  Computer  Use  by  the  Physician  in  Private 
Practice 

Nathan  S.  Kline,  M.D.,  Orangeburg 

Director  of  Research,  Rockland  State  Hos- 
pital; Assistant  Clinical  Professor  of  Psy- 
chiatry, Columbia  University  College  of 
Physicians  and  Surgeons 

The  average  physician  today  is  aware  that 
computers  have  impinged  on  his  existence  in  a 
more  or  less  peripheral  fashion.  Certain  lab- 
oratory procedures  are  apparently  computer- 
assisted;  certain  conclusions  in  medical  articles 
are  arrived  at  by  such  technics.  All  of  this  is 
really  inadequate  preparation  for  what  is  about 
to  occur.  The  whole  procedure  has  been  im- 
peded by  one  factor  only  which  now  appears  on 
the  verge  of  resolution:  the  terminal  equip- 

ment. 

The  following  discussion  is  based  on  the  as- 
sumption that  the  missing  part  will  shortly  be 
available  and  is  divided  as  follows:  medical 

history,  treatment  records,  laboratory  data, 
diagnostic  aids,  office  routines  and  medical  eco- 
nomics, research,  and  medical  education. 

6.  Computer  Processing  of  Pulmonary  Function 
Tests 

Terence  W.  Murphy,  M.D.,  New  York  City 
Senior  Anesthesiologist,  Bellevue  Hospital ; 
Associate  Professor  of  Anesthesiology, 
New  York  University  School  of  Medicine 

EDP  (electronic  data  processing)  technology 
has  been  used  in  many  ways  for  the  processing 
of  pulmonary  function  data.  Manual  data 
entry  can  be  used  to  analyze  spirometric  data 
for  normality  of  such  parameters  as  vital  ca- 
pacity, peak  flow  rate,  and  so  on.  Computer 
print-out  can  be  used  to  send  letters  to  physi- 
cians for  each  report.  More  sophisticated  tech- 
nics of  direct  (analogue)  digital  data  entry 


can  be  used  to  obtain  directly  compliance  and 
resistance  of  the  lung  and  chest  wall,  the  tidal 
and  alveolar  volumes,  the  dead  space,  gas  con- 
centrations in  the  alveoli,  and  an  estimate  of 
pulmonary  shunting.  The  spectrum  of  EDP 
applications  will  be  reviewed  for  pulmonary 
function  testing. 

SESSION  ON 

History  of  Medicine 

Chairman . . .Robert  J.  Joynt,  M.D.,  Rochester 

Sunday,  February  8/2:00  P.M. /Royal  Ballroom 
B,  Second  Floor 

1.  New  York  Physicians  and  the  Canadian  Re- 
bellion of  1837 

Eugene  P.  Link,  Ph.D.,  Plattsburgh  (by  in- 
vitation) 

Professor  of  History,  State  University  of 
New  York  College  of  Arts  and  Science 

2.  Comments  of  Recently  Discovered  Personal 
Correspondence  of  Nicholas  Romayne,  M.D., 
First  President  of  the  Medical  Society  of  the 
County  of  New  York 

Constantine  D.  Generales,  M.D.,  New  York 
City 

3.  The  Teacher  of  Medicine  in  History 

Milton  G.  Bohrod,  M.D.,  Rochester 
Chief  of  Pathology,  Rochester  General  Hos- 
pital 

4.  Highlights  of  Early  Renal  Surgery 

John  R.  Herman,  M.D.,  New  York  City 
Chief  of  Urology  Department,  Bronx-Leb- 
anon  Hospital  Center 

5.  Phrenology  in  New  York 

Robert  J.  Joynt,  M.D.,  Rochester 

Professor  of  Neurology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

SESSION  ON 

School  Health 

Chairman. C.  George  Murdock,  M.D.,  Syracuse 

Monday,  February  9/9:00  A.M. /Royal  Ballroom 
B,  Second  Floor 

1.  Physical  Fitness  for  School  Children  (Motion 

Picture) 

Mr.  Thomas  Redden,  Carle  Place  (by  invi- 
tation) 

Director  of  Physical  Education  and  Physi- 
cal Fitness,  Carle  Place  High  School 

The  physical  fitness  program  at  Carle  Place 
High  School  in  Nassau  County,  New  York,  will 
be  described.  The  philosophy  of  physical  edu- 
cation will  be  commented  on  and  include  a gen- 
eral statement  as  to  our  beliefs  concerning  the 
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content,  methods,  and  goal  of  the  school’s  physi- 
cal education  program. 

The  U.S.  Marine  Corps  physical  fitness  test 
will  be  discussed  with  emphasis  on  how  it  is 
conducted  and  scored  and  how  it  is  related  to 
the  physical  education  propram  in  our  school. 
A motion  picture,  Capital  Shape,  about  the  U.S. 
Marine  Corps  physical  fitness  national  cham- 
pions, will  be  shown. 

2.  Report  on  Nassau  County  Pilot  Study  on 
Preschool  Screening  Program  for  Hearing 

Norman  B.  Schell,  M.D.,  Jericho 
Nassau  County  Department  of  Health 

In  May,  1969,  Nassau  County  was  the  site  of 
the  pilot  study  sponsored  by  the  Medical  So- 
ciety of  the  State  of  New  York  for  evaluating 
preschool  hearing  screening  procedures.  One 
hundred  thirty-four  four-  and  five-year-old 
children  were  submitted  to  a battery  of  tests 
performed  by  trained  audiologists.  There  were 
the  Minnesota  V.A.S.C.  (Verbal  Auditory 
Screen  for  Children) ; pure-tone  screening; 
threshold  acuity;  and  ear,  nose,  and  throat  ex- 
aminations by  otologists.  Forty-nine  children 
(36  per  cent)  failed  to  pass  the  threshold  acuity 
test,  and  on  follow-up  retesting,  34  of  these 
(25  per  cent  of  total  group)  were  proved  fail- 
ures. The  pure-tone  screening  tests  correlated 
significantly  with  the  threshold  method, 
whereas  the  V.A.S.C.  test  yielded  poor  correla- 
tion with  the  threshold  method  and  required 
three  times  as  much  time  to  perform  as  the 
pure-tone  test.  These  screening  technics  will 
be  assayed  again  in  Nassau  County  in  a differ- 
ent population  group  of  preschool  children,  but 
the  V.A.S.C.  test  will  not  be  used  because  of  its 
unreliability. 


1970  ANNUAL  CONVENTION 


Scientific  Exhibits 


ALBERT  HALL,  LOWER  LEVEL 


ALBERT  H.  DOUGLAS,  M.D.,  Jamaica,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
FRED  W.  BUSH,  M.D.,  Rochester 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 
ARTHUR  Q.  PENTA,  M.D.,  Schenectady 
BEVERLY  C.  SMITH,  M.D.,  New  York  City 
FRANK  RAYMOND  SMITH,  M.D.,  New  York  City 

Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the 
Medical  Society  of  the  State  of  New  York  in 
two  groups : 

Group  I:  Awards  are  made  for  exhibits  of 


individual  investigation  which  are  judged  on 
the  basis  of  originality  and  excellence  of  pre- 
sentation. 

Group  II:  Awards  are  made  for  exhibits  which 
do  not  exemplify  purely  experimental  studies 
and  which  are  judged  on  the  basis  of  presenta- 
tion and  correlation  of  data. 

Practical  Mass  Screening  for 
Breast  Cancer 
Philip  Strax,  M.D. 

Guttman  Breast  Diagnostic  Institute,  New 
York  City 

Mass  screening  for  breast  cancer  using  clin- 
ical examination,  mammography,  and  thermog- 
raphy can  detect  more  cancers  than  any  one  of 
these  modalities  alone.  A practical  program 
incorporating  all  these  modalities  is  described. 
Screening  is  rapid,  reasonable  in  cost,  and 
poses  little  hardship  for  patient  and  technician 
(Booth  200). 

Duodenal  Injuries  Due  to 
Nonpenetrating  Trauma 
Seth  A.  Resnicoff,  M.D. 

John  H.  Morton,  M.D. 

University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester,  New  York 
Roentgenograms  and  illustrations  focus  at- 
tention on  the  two  major  injuries  to  the  duo- 
denum due  to  blunt  abdominal  trauma.  Appro- 
priate emphasis  is  placed  on  the  cause  of  these 
two  lesions  and  the  mode  of  presentation  of 
each.  Stress  is  also  placed  on  the  recognition 
of  retroperitoneal  rupture  of  the  duodenum 
and  intramural  hematoma  of  the  duodenum 
with  selected  representative  roentgenograms 
and  appropriate  clinical  findings.  The  treat- 
ment of  each  of  these  injuries  is  illustrated 
and  stresses  an  operative  approach  to  the 
handling  of  these  lesions  (Booth  201). 

Parenteral  Diazepam  in  Treatment 
of  Status  Epilepticus 
Charles  F.  Nicol,  M.D. 

Edwrard  J.  Meyer  Memorial  Hospital  and 
State  University  of  New  York  School  of 
Medicine,  Buffalo 

A patient  suffering  a focal  epileptic  seizure 
and  subsequently  relieved  by  intravenous  med- 
ication is  shown  in  a short  motion  picture  nar- 
rated by  the  author.  A study  of  43  patients  in 
status  epilepticus  wdio  received  injectable  dia- 
zepam for  treatment  is  reported  in  detail 
(Booth  202). 

Health  Care  Services  for  the  Poor 
Hollis  S.  Ingraham,  M.D.,  Commissioner 
New  York  State  Department  of  Health, 
Albany 

The  problem  of  inadequate  services  and  the 
need  for  new  approaches  to  the  delivery  of 
health  services  to  poor  people  will  be  presented 
and  will  show  some  of  the  programs  being  un- 
dertaken in  New  York  State  to  meet  this  prob- 
lem (Booth  203). 
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Revascularization  of  Heart: 

Long-Term  Results 

David  S.  Leighninger,  M.D. 

Marymount  Hospital,  Maple  Heights,  Ohio 

Long-term  results  of  patients  having  heart 
revascularization  operations  hy  Beck  and 
Leighninger  are  presented.  All  patients  oper- 
ated on  (1,000)  from  1954  through  1968  were 
classified  according  to  pathologic  changes  ob- 
served at  operation.  Hospital  mortality,  late 
mortality,  and  clinical  results  up  to  fifteen 
years  are  presented.  It  is  thought  that  the 
statistics  indicate  a reduction  of  mortality  and 
morbidity  rates  due  to  coronary  artery  disease 
in  patients  treated  by  surgery  (Booth  204). 

Methadone  Maintenance  Treatment  Program 
for  Heroin  Addiction 

Morris  J.  Bernstein  Institute 

Beth  Israel  Medical  Center,  New  York 
City 

An  explanation  of  the  methadone  mainte- 
nance treatment  will  be  given,  and  an  evalua- 
tion will  be  made  of  the  results  in  over  1,500 
severe  heroin  addicts  treated  with  methadone 
according  to  the  Dole-Nyswander  method 
(Booth  204-A). 

Case  Selection  in  Surgical  Care 
of  Ischemic  Lower  Limb 

Lester  Blum,  M.D. 

Richard  B.  Nolan,  M.D. 

Anthony  Vasilas,  M.D. 

Beekman-Downtown  Hospital,  New  York 
City 

The  clinical  characteristics  of  the  common 
arterial  occlusions  in  the  lower  limb  are  cor- 
related with  roentgenographic  studies.  Multi- 
ple films  and  cineradiography  permit  dynamic 
evaluation  of  the  blood  flow  traits  of  each 
lesion.  Surgical  treatment  is  based  on  these 
data  plus  individual  physiologic  and  socio- 
economic factors.  Consideration  is  given  to  the 
ecology  of  arteriosclerosis  (Booth  205). 

Vascular  Implantation  of  Solid  Organs 

Harry  S.  Goldsmith,  M.D. 

Jose  Castillo,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 

Our  laboratory  has  recently  shown  that  both 
the  kidney  and  the  liver  can  accept,  without  in 
jury,  a large  vascular  source  placed  directly 
into  the  parenchyma  of  the  organ.  Vascular 
implantation  of  the  brain  and  skin  is,  at  pres- 
ent, being  investigated.  The  technic  of  vascu- 
lar implantation  into  solid  organs  is  presented, 
and  the  extensive  and  clinical  possibilities  that 
these  procedures  may  create  are  described 
(Booth  206). 

Burn  Wound 

In  Chul  Song,  M.D. 

Bertram  E.  Bromberg,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 


During  the  period  of  1963  to  1968,  over  1,000 
burn  admissions  to  the  Kings  County  Hospital 
and  Downstate  Medical  Centers  of  Brooklyn, 
New  York,  were  reviewed.  Bacterial  flora 
were  examined,  and  topical  therapy  with 
sulfamylon  hydrochloride  acetate  cream  for 
117  of  these  1,000  patients  was  evaluated. 
Pertinent  comparative  statistical  data  on  mor- 
tality rates,  causes  of  death,  and  organisms  on 
burn  wounds  will  be  analyzed  and  illustrated. 
The  advantage  of  biologic  dressing  in  burn 
wounds  and  the  mode  of  utilization  will  also  be 
outlined  (Booth  207). 

Clinical  Complications  Following 
Renal  Transplantation 
Donald  G.  Vidt,  M.D. 

Sharad  Deodhar,  M.D. 

William  S.  Kiser,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland, 
Ohio 

The  many  clinical  complications  following 
renal  transplantations  are  reviewed.  Particu- 
lar emphasis  is  placed  on  those  complications 
accompanied  by  oliguria  and/or  fever,  since 
early  differential  diagnosis  is  essential  if  nor- 
mal allograft  function  is  to  be  attained.  A 
number  of  unusual  systemic  complications  and 
opportunistic  infections  are  reviewed  (Booth 
208). 

Improved  X-Ray  Interpretation 
David  L.  Berens,  M.D. 

L.  Maxwell  Lockie,  M.D. 

Bernard  M.  Norcross,  M.D. 

State  University  of  New  York  at  Buffalo 
School  of  Medicine,  Buffalo 
Radiographs  of  joints  are  often  not  used  to 
full  advantage  in  the  diagnosis  of  rheumatoid 
arthritis  and  ankylosing  spondylitis.  The 
physician  must  know  the  sites  of  the  involve- 
ment and  be  familiar  with  changes  that  occur 
in  these  diseases.  The  sites  and  changes  will 
be  presented  by  radiographs  and  diagrams 
(Booth  209). 

Tomography  of  the  Optic  Canal 
Guy  D.  Potter,  M.D. 

Stephen  L.  Trokel,  M.D. 
Columbia-Presbyterian  Medical  Center, 
New  York  City 

The  normal  anatomy  of  the  optic  canal  is 
demonstrated  on  tomographic  sections  with 
corresponding  anatomic  slices  of  the  same 
specimen.  The  clinical  method  for  obtaining 
optic  canal  tomograms  is  demonstrated. 
Changes  in  the  optic  canal  seen  in  various 
pathologic  states  are  shown  in  plain  films  and 
tomograms  (Booth  210). 

Hemodynamic  Study  in  Peripheral  Vascular 
Surgery — Using  the  Square-Wave 
Electromagnetic  Flowmeter 
Bok  Y.  Lee,  M.D. 

John  L.  Madden,  M.D. 

Paul  Matlin,  M.D.  (deceased) 

St.  Clare’s  Hospital,  New  York  City 
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The  exhibit  depicts  the  increase  in  blood 
supply  to  the  affected  extremity  by  lumbar 
sympathectomy  either  alone  or  in  combination 
with  reconstructive  arterial  surgery.  The  in- 
strumentation and  technics  employed  are  il- 
lustrated. A summary  is  presented  of  this 
hemodynamic  study  in  the  peripheral  vascular 
disease  relative  to  the  various  types  of  opera- 
tions performed  and  the  results  obtained 
(Booth  211). 

Value  of  Sonography  in  Clinical  Obstetrics 
and  Gynecology 

L.  I.  von  Micsky,  M.D. 

Nathaniel  Finby,  M.D. 

H.  M.  M.  Tovell,  M.D. 

St.  Luke’s  Hospital  Center,  New  York 
City 

The  value  of  ultrasonic  imaging  technics  in 
the  differential  diagnosis  of  obstetric  compli- 
cations and  abdominopelvic  masses  will  be  il- 
lustrated and  the  instrumentation,  methodol- 
ogy, and  interpretative  criteria  explained 
(Booth  212). 

Effect  of  Clofibrate  on  Hyperlipidemia: 

A Preliminary  Report 
Maxwell  L.  Gelfand,  M.D. 

Michael  Garber,  M.D. 

New  York  Infirmary,  New  York  City 
There  is  a close  association  between  hyper- 
lipidemia and  coronary  artery  disease.  The 
serum  cholesterol  and  serum  triglyceride  level 
are  the  most  frequently  measured  blood  lipids. 
The  key  role  in  the  reduction  of  hyperlipide- 
mia is  dietary  control  which  in  most  instances 
is  successful.  There  are,  howrever,  a number 
of  people  unable  to  adjust  to  such  a strict 
regimen  and  many  who  fail  to  respond,  even  if 
on  diet  therapy.  Drugs  have  therefore  been 
recently  introduced  to  combat  hyperlipidemia. 
Clofibrate  is  one  of  the  newer  agents  tested 
wdth,  as  yet,  no  significant  deleterious  effect 
(Booth  212A). 

Leg  Ulcers:  Differential  Diagnosis 
and  Treatment 

Henry  H.  Roenigk,  Jr.,  M.D. 

J.  R.  Young,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland, 
Ohio 

A classification  is  presented  of  leg  ulcers, 
using  the  main  categories  of  vascular,  includ- 
ing arterial,  venous,  and  lymphatic;  vasculitis, 
hematologic,  drugs,  infectious  diseases,  includ- 
ing fungus,  syphilis,  and  tuberculosis;  and 
metabolic  disorders,  tumors,  and  miscellaneous 
conditions  which  will  produce  leg  ulcers.  Clin- 
ical descriptions  and  photographs  of  each  ex- 
ample are  presented.  Diagnostic  points  are 
emphasized,  and  treatment  is  discussed.  The 
main  purpose  of  the  exhibit  is  to  teach  the 
practitioner  how  to  recognize  various  types  of 
leg  ulcers  and  what  to  do  to  establish  the  proper 
diagnosis.  The  physician  may  test  himself  to 
see  if  he  can  make  the  correct  diagnosis.  He 
may  compare  his  answ-ers  with  those  on  the  ex- 
hibit (Booth  213). 


Gastrointestinal  Causes  of  Anemia 
Richard  G.  Farmer,  M.D. 

George  C.  Hoffman,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland, 
Ohio 

Anemia  is  commonly  present  in  diseases  in- 
volving the  gastrointestinal  tract,  but  the 
mechanism  is  often  difficult  to  determine.  Our 
purpose  is  to  correlate  the  mechanisms  of  ab- 
sorption and  deficiency  of  the  major  hemato- 
poietic factors,  iron,  vitamin  Bl=,  and  folic  acid, 
in  various  gastrointestinal  diseases  (Booth 
214). 

Diagnose  Gout  and  Treat  It 
Irvin  F.  Hermann,  M.D. 

Benjamin  Franklin  Clinic,  Philadelphia, 
Pennsylvania 

The  comprehensive  management  of  patients 
with  gout  is  presented,  with  special  emphasis 
on  specific  detailed  therapy  for  the  initial  acute 
attack,  subsequent  acute  attacks,  and  long- 
term management.  Presenting  symptoms  are 
considered,  and  the  method  of  making  a diag- 
nosis, both  presumptive  and  positive,  is  out- 
lined (Booth  215). 

Problems  of  Drug  Utilization 
American  Medical  Association 
Chicago,  Illinois 

The  exhibit  familiarizes  physicians  with  the 
problems  of  drug  utilization,  including  adverse 
reactions  and  the  educational  material  avail- 
able on  this  subject  through  the  AMA  Depart- 
ment of  Drugs.  Reprints  and  brochures  listing 
reactions  in  different  specialties,  allergy,  der- 
matology, hematology,  and  so  forth,  are  avail- 
able (Booth  216). 

Malignancy  Associated  Changes  in 
Peripheral  Blood 
B.  Johnston,  M.D. 

Jean  M.  Brady,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York,  New  York  City 
Cytomorphologic  changes  will  be  demon- 
strated in  leukocytes  of  animals  and  human  be- 
ings with  neoplasms.  The  leukocytes  demon- 
strating thin,  threadline  excrescences  from  the 
nuclei  of  the  polymorphonuclear  leukocyte  and 
“halo  bodies”  in  the  cytoplasm  of  the  mono- 
nuclear cells  will  be  shown.  Illustrative  tables, 
showing  a clinical  correlation  up  to  93  per  cent, 
photographs,  and  a film  strip  will  be  presented 
(Booth  217). 

Physical  Therapy  in  Medical  Practice 
Paul  J.  Corcoran,  M.D. 
Columbia-Presbyterian  Medical  Center, 
New  York  City 
Melvin  J.  Goldberg,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 
John  M.  Miller,  III,  M.D. 

Columbia-Presbyterian  Medical  Center, 
New  York  City 
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The  major  types  of  physical  therapy,  thera- 
peutic exercise,  diathermy,  hydrotherapy,  and 
ambulation  training,  and  their  usefulness  in 
medical  practice  as  well  as  their  limitations 
will  be  depicted  (Booth  218). 

Pleural  Biopsy : A New  Technic 
Mark  H.  Williams,  M.D. 

Donald  D.  Mark,  M.D. 

Baird  D.  Jay,  M.D. 

Charles  S.  Wilson  Memorial  Hospital, 
Johnson  City 

A new  technic  for  obtaining  a pleural  bi- 
opsy, using  the  Gusberg  Veenema  prostatic 
punch,  will  be  described.  The  method  is  a 
simple  one  applicable  in  any  patient  having  a 
sizable  pleural  effusion,  and  it  permits  the  re- 
moval of  an  extraordinarily  generous  specimen 
of  diagnostic  material.  The  technic  has  been 
employed  by  the  authors  since  1965  on  39  pa- 
tients. A summary  of  this  experience  and  re- 
sults will  be  included  (Booth  219). 

Patterns  of  Penetration  into  the 
Intestinal  Epithelium  by 
Various  Microorganisms 
Akio  Takeuchi,  M.D. 

Helmut  Sprinz,  M.D. 

Walter  Reed  Army  Institute  of  Research, 
Washington,  D.C. 

Using  various  light  and  electron  micro- 
graphs, the  exhibit  purports  to  demonstrate  the 
mechanism  of  penetration  of  the  gut  epithelium 
by.  enteric  pathogens,  including  Salmonella, 
Shigella,  Coccidia,  and  intestinal  spirochetes, 
and  the  active  response  of  cytoplasmic  com- 
ponents of  the  epithelial  cells  to  these  invading 
organisms  (Booth  220). 

Patent  Umbilical  Vein  in 
Portal  Hypertension 
Albert  R.  Burchell,  M.D. 

William  P.  Panke,  M.D. 

Louis  M.  Rousselot,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York  City 

The  umbilical  vein  is  spontaneously  patent 
in  9 per  cent  of  portal  hypertensive  patients. 
Three  functional  roles  are  possible:  (1)  hepa- 

tofugal  collateral,  (2)  bridging  collateral,  and 
(3)  postshunt  accessory  outflow  tract.  Its 
presence  decisively  affects  the  hemodynamics 
of  various  types  of  shunts  influencing  the  de- 
gree of  protection  from  ascites  (Booth  221). 

Chronic  Electrical  Carotid  Sinus  Nerve 
Stimulation:  Clinical  and 
Physiologic  Effects 
Theobald  Reich,  M.D. 

New  York  University  Medical  Center, 
New  York  City 
Julius  H.  Jacobson,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 
Alan  F.  Lyon,  M.D. 

Brookdale  Hospital,  Brooklyn 
Clinical  and  physiologic  effects  of  chronic 


carotid  sinus  nerve  stimulation  in  patients  with 
severe  hypertension  and  angina  pectoris  will 
be  presented.  The  medical  history,  findings, 
and  effects  on  blood  pressure,  heart  rate,  renal 
function,  pulmonary  function,  and  work  ca- 
pacity will  be  summarized.  The  components 
of  the  stimulator  and  method  of  use  will  be 
illustrated  (Booth  222). 

Information  Retrieval  from 
Computer-Based  Data  Bank 
Robert  E.  Robinson,  III,  M.D. 

Bowan  Gray  School  of  Medicine  of  Wake 
Forest  College,  Winston-Salem,  North 
Carolina 

A video  data  terminal  will  enable  the  physi- 
cian to  communicate  with  a computer-based 
data  bank  that  is  located  at  the  Bowman  Gray 
School  of  Medicine.  Information  that  can  be 
retrieved  from  the  data  bank  includes  sample 
medical  records,  medical  textbook  data,  drug 
information,  programed  instruction,  and  com- 
puter-directed patient  interviews  (Booth  223). 

Computer  Input  and  Display  Devices 
for  Clinical  Use 

William  J.  Mueller,  B.S.E.E. 

Leo  F.  Walsh 
John  Hemmer,  B.A. 

State  University  of  New  York  Upstate 
Medical  Center,  Syracuse 
Descriptive  and  working  models  of  various 
devices  for  entering  and  retrieving  clinical  data 
from  an  on-line  computer  system  will  be  pre- 
sented. In  particular,  a system  to  generate 
machine-readable  forms  suitable  for  computer 
entry  of  physician’s  orders  will  be  displayed 
(Booth  224). 

Alcoholism : Physiologic  and  Psychologic 
Consideration  in  Etiology  and  Management 
Edward  E.  Rickman,  M.D. 

Essex  C.  Noel,  M.D. 

College  of  Medicine,  Howard  University, 
Washington,  D.C. 

This  is  an  educational  exhibit  dealing  with 
the  cause  and  management  of  alcoholism.  The 
many  clinical  pictures  presented  by  the  alco- 
holic patient  and  the  basic  personality  com- 
monly seen  are  demonstrated.  The  medical 
management  of  the  acute  states  and  the  long- 
term psychologic  therapeutic  approaches  will 
be  presented  (Booth  225). 

Office  of  Economic  Opportunity: 

Healthright  Programs 
Thomas  Bryant,  M.D. 

Office  of  Economic  Opportunity,  Washing- 
ton, D.C. 

The  Office  of  Health  Affairs  of  the  Office  of 
Economic  Opportunity  displays  information  on 
the  various  health  activities  of  the  war  on  pov- 
erty. Literature  is  available  on  the  following 
programs:  VISTA,  Neighborhood  Health  Cen- 
ters, and  Family  Planning  (Booth  226). 

Research  Activities — National  Institute 
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of  Arthritis  and  Metabolic  Diseases, 

National  Institutes  of  Health 
B.  T.  Burton,  Ph.D. 

Bethesda,  Maryland 

The  vast  scope  of  basic  and  clinical  investi- 
gations conducted  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases,  National  In- 
stitutes of  Health,  to  help  discover  new  knowl- 
edge about  the  prevention,  diagnosis,  and  treat- 
ment of  disease  and  disability  is  detailed.  The 
Institute  supports  research  in  fundamental 
sciences  such  as  biochemistry,  enzymology,  mo- 
lecular biology,  histology,  pathology,  pharma- 
cology, toxicology,  and  genetics  (Booth  227). 

Pigmented  Mole 

American  Medical  Association 

Chicago,  Illinois 

The  clinical  and  histologic  features  of  junc- 
tion, compound,  and  intradermal  pigmented 
moles  are  detailed.  The  natural  history  of  a 
mole  and  lesions  for  which  it  may  be  mistaken 
are  reviewed.  Warning  signals  concerning 
malignant  transformation  and  methods  of  re- 
moval are  discussed.  Common  misconceptions 
regarding  treatment  are  countered  with  facts 
(Booth  228). 

Automated  Patient  Management 
William  A.  Bauman,  M.D. 

Presbyterian  Hospital,  New  York  City 
Gerald  Goertzel,  Ph.D. 

International  Business  Machines,  New 

York  City 

Charles  Weller,  M.D. 

Grasslands  Hospital,  Valhalla 
An  automated  system  is  presented  which  ob- 
tains patient  information,  evaluates  the  data, 
prints  a medical  summary,  and  evokes  advice 
statements.  The  computer  programs  which 
control  the  system  are  invoked  by  means  of 
terminals  connected  over  telephone  lines. 
These  remote  terminals  receive  and  display  the 
data.  Physicians  or  medical  associates  enter 
data  by  means  of  a keyboard  on  the  remote 
terminals.  The  use  of  the  system  for  pediatrics 
and  internal  medicine  is  demonstrated  (Booth 
229). 

Computer  in  Private  Practice 
Nathan  S.  Kline,  M.D. 

New  York  City 

Direct  personal  use  of  high-speed  data  pro- 
cessing requires  a convenient  method  for  get- 
ting information  into  and  out  of  a computer. 
Terminal  devices  whereby  this  can  be  done 
rabidly  and  inexpensively  will  be  demonstrated, 
together  with  medical  applications  for  the  in- 
dividual physician  (Booth  230). 

Computer  Analysis  of  Electrocardiograms 
Leon  Pordy,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 
The  method  for  automatic  computer  analysis 
of  the  electrocardiogram  and  vectorcardiogram, 
utilizing  three  simultaneously  recorded  lead 


sets,  will  be  demonstrated.  Transmission  of 
data  is  accomplished  via  telephone  and/or  tape, 
and  the  computer  print  out  contains  interpreta- 
tion of  cardiac  rhythm  and  electrocardio- 
graphic contour.  Pilot  studies  (State  of  West 
Virginia)  demonstrate  the  efficacy  of  the  sys- 
tem (Booth  231). 

Malpractice  Insurance  Program 
Medical  Society  of  the  State  of  New  York 
New  York  City  (Booth  101). 

Mobile  Health  Show 

Medical  Society  of  the  State  of  New  York 
New  York  City 

A unique,  self-contained  vehicle,  which  is 
rapidly  converted  to  an  out-of-doors  public 
health  exhibit  employing  posters  and  subject- 
related  films,  and  live  and  cartridge-taped 
audio  messages  and  pertinent  literature.  Start- 
ing in  1970,  this  health  show  van  will  move  to 
many  varied  locations  throughout  New  York 
State  on  a six-day  week  schedule  during  the 
warm  months  of  the  year  (Booths  5 and  6). 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  New  York  State  Journal  of  Medicine 
welcomes  visiting  doctors  to  its  booth  where 
members  of  the  staff  will  discuss  Journal  edi- 
torial matters  and  solicit  physicians  on  their 
preferences  in  contents  for  the  publication. 
The  case  history  of  a manuscript,  from  original 
copy  to  the  printed  page,  will  be  demonstrated. 
Information  on  “What  Goes  On”  can  be  ob- 
tained at  the  Journal  booth  (Albert  Hall). 

New  York  State  Medical  Assistants 
Association 

Medical  Society  of  the  State  of  New  York 
New  York  City  (Albert  Hall). 

Physicians’  Placement  Bureau 
Division  of  Scientific  Activities,  Medical 
Society  of  the  State  of  New  York 
New  York  City 

The  Physicians’  Placement  Bureau  will  be 
glad  to  answer  questions  about  available  op- 
portunities, group  practice.  Educational  Coun- 
cil for  Foreign  Medical  Graduates,  and  others. 
Literature  from  the  AMA  and  MSSNY  will  be 
available  for  your  perusal  (Albert  Hall). 

Medical  Directory  of  New  York  State 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  1968-1969  Medical  Directory  of  New 
York  State  is  available  for  reference  and  pur- 
chase. This  publication  is  essential  to  every- 
one interested  in  complete,  authoritative,  pro- 
fessional data  on  the  over  35,000  physicians 
now  practicing  in  this  State.  Staff  personnel 
will  be  on  hand  to  answer  inquiries,  to  provide 
forms  to  physicians  for  updating  their  bio- 
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graphic  listings  for  the  next  Directory,  and  to 
supply  Directory  order  forms  to  purchasers 
(Albert  Hall). 

Voluntary  Prepaid  Blue  Shield 
Medical  Care  Plans 

Bureau  of  Medical  Care  Insurance,  Med- 
ical Society  of  the  State  of  New  York 
New  York  City 

Material  describing  the  benefits  provided  by 
the  seven  Blue  Shield  Plans,  approved  by  the 
State  Medical  Society,  is  available.  Also  avail- 
able will  be  statistical  information  regarding 
the  progress  of  the  Plans  as  of  December  31, 
1969  (Albert  Hall). 

Transplantation  of  Human  Heart 
Robert  D.  Leachman,  M.D. 

Louis  L.  Leatherman,  M.D. 


Denton  A.  Cooley,  M.D. 

Baylor  University  College  of  Medicine, 
Texas  Medical  Center,  Houston,  Texas 

Cardiac  transplantation  was  performed  in  a 
series  of  patients  with  irreversible,  end-stage 
heart  disease.  Indications  for  cardiac  allo- 
grafting included  severe  coronary  artery  dis- 
ease, multivalvular  rheumatic  heart  disease,  or 
primary  myocardial  disease,  not  amenable  to 
other  forms  of  medical  treatment.  Surgical 
technic,  preparation  of  allograft,  response  of 
the  denervated  heart  to  drugs,  and  the  two- 
staged  cardiac  replacement  are  presented.  The 
functional  status  of  the  transplanted  heart,  de- 
tailed clinical  findings,  and  their  correlation 
with  rejection,  immunosuppressive  therapy,  and 
technical  aspects  of  the  operation  are  discussed. 
A description  of  the  cardiac  prosthesis  used  for 
two-staged  cardiac  replacement  is  also  pre- 
sented (Booth  300). 
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Scientific  Motion  Pictures 

Sunday,  February  8,  through 
Wednesday,  February  11 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

Kenneth  B.  Olson,  M.D.,  Albany 
Cochairmen 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 
Lester  Coleman,  M.D.,  New  York  City 


Sunday 

February  8,  1970 
Morning 

10:00  Oral  Lesions  in  Children  and  Adults 

Wayne  State  University,  Detroit, 
Michigan 

10:35  Cancer  of  the  Colon  and  Rectum 

American  Cancer  Society,  Syracuse, 
New  York 

11:01  Cancer  of  the  Skin 

American  Cancer  Society,  Syracuse, 
New  York 

11:26  Cancer  of  the  Stomach 

American  Cancer  Society,  Syracuse, 
New  York 

11:53  Muscles  of  Mastication  and  the  Infra- 
temporal Fossa 

Teaching  Films  Inc.,  Houston,  Texas 

Afternoon 

12:15  Inguinal  Region 

Teaching  Films  Inc.,  Houston,  Texas 
12:38  Male  Perineum 

Teaching  Films  Inc.,  Houston,  Texas 
1:03  Apgar  on  Apgar 

Wayne  State  University,  Detroit, 
Michigan 

1 :30  Exercise  Training  for  Childbirth 

Dixie  Films,  Memphis,  Tennessee 
2:14  The  Inner  World  of  Aphasia 

Edward  Feil  Productions,  Cleveland, 
Ohio 

2:45  Clinical  Applications  of  Gastroscopy: 
Intragastric  Photography  and  Gastric 
Biopsy 

G.  D.  Searle  and  Company,  Chicago, 
Illinois 

3:17  Palmar  Hand  (Part  I)  : Orientation 

Teaching  Films  Inc.,  Houston,  Texas 


3:38  Palmar  Hand  (Part  II):  Intrinsic 

Muscles 

Teaching  Films  Inc.,  Houston,  Texas 
4:00  Female  Pelvic  Viscera 

Teaching  Films  Inc.,  Houston,  Texas 

4:27  Sperm  Maturation  in  the  Male  Repro- 
ductive Tract:  Development  of  Motil- 

ity 

University  of  Washington  Press,  Se- 
attle, Washington 


Monday 

February  9,  1970 
Morning 

9:00  Check  the  Neck 

American  Cancer  Society,  Syracuse, 
New  York 

9:22  Cinegastroseopy  with  the  Fiberscope 

Sturgis  Grant  Productions,  New 
York  City 

9:47  The  Dentist  and  Cancer 

American  Cancer  Society,  Syracuse, 
New  York 

10:15  Diagnosis  and  Management  of  Cancer 
of  the  Colon  and  Rectum 

American  Cancer  Society,  Syracuse, 
New  York 

10:40  Robin,  Peter,  and  Darryl:  Three  to  the 
Hospital  (Two  Parts) 

Center  for  Mass  Communication, 
New  York  City 

11:47  A Coronary 

International  Film  Bureau,  Chicago, 
Illinois 

Afternoon 

12:24  Diagnosis  of  Childhood  Schizophrenia 
New  York  University  Film  Library, 
New  York  City 

1:06  Hands 

Nebraska  Psychiatric  Institute, 
Omaha,  Nebraska 

1:42  Psychiatric  Services  in  the  General 
Hospital 

American  Hospital  Association,  Chi- 
cago, Illinois 

2:14  Medical  Genetics  (Part  I) 

Miller  Fenwick,  Inc.,  Baltimore, 
Maryland 

2:55  Medical  Genetics  (Part  II) 

Miller  Fenwick,  Inc.,  Baltimore, 
Maryland 

3:34  Medical  Genetics  (Part  III) 

Miller  Fenwick,  Inc.,  Baltimore, 
Maryland 
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4:15  Nonoperative  Treatment  of  Scoliosis 
and  Round  Back  with  the  Milwaukee 
Brace 

Walter  Blount,  M.D.,  Milwaukee, 
Wisconsin 


Tuesday 

February  10,  1970 
Morning 

9:00  Early  Clinical  Signs  of  Intra-oral  Ma- 
lignancies 

American  Cancer  Society,  Syracuse, 
New  York 

9:37  Early  Diagnosis  and  Management  of 
Breast  Cancer 

American  Cancer  Society,  Syracuse, 
New  York 

10:04  The  Embattled  Cell 

American  Cancer  Society,  Syracuse, 
New  York 

10 :33  Cancer  in  Children 

American  Cancer  Society,  Syracuse, 
New  York 

11:07  Physiology  of  the  Larynx  Under  Daily 
Stress 

Institute  of  Laryngology  and  Voice 
Disorders,  c/o  Hans  Von  Leden, 
M.D.,  University  of  California  Medi- 
cal Center,  Los  Angeles,  California 

11:37  Function  of  the  Pathologic  Larynx 

Institute  of  Laryngology  and  Voice 
Disorders,  c/o  Hans  Von  Leden, 
M.D.,  University  of  California  Medi- 
cal Center,  Los  Angeles,  California 

Afternoon 

12:08  Function  of  the  Normal  Larynx 

Institute  of  Laryngology  and  Voice 
Disorders,  c/o  Hans  Von  Leden, 
M.D.,  University  of  California  Medi- 
cal Center,  Los  Angeles,  California 

12:3G  Contact  Ulcer  of  the  Larynx 

Institute  of  Laryngology  and  Voice 
Disorders,  c/o  Hans  Von  Leden, 
M.D.,  University  of  California  Medi- 
cal Center,  Los  Angeles,  California 

12:54  Atherosclerosis:  The  Role  of  Estro- 

gens 

Ayerst  Laboratories,  New  York  City 
1:31  Hemostasis:  The  Effect  of  Estrogens 

Ayerst  Laboratories,  New  York  City 
2:08  Menopause:  The  Role  of  Estrogens 

Ayerst  Laboratories,  New  York  City 

2:45  Chronic  Bronchitis  and  Pulmonary  Em- 
physema (Part  I) 

DuArt  Film  Laboratories,  New  York 
City 


3:21  Chronic  Bronchitis  and  Pulmonary  Em- 
physema (Part  II) 

DuArt  Film  Laboratories,  New  York 
City 

3:53  Early  Development  of  Ambulation: 
The  Unilateral  Below-Knee  Amputee 
General  Film  Laboratories,  Holly- 
wood, California 

4:14  Fractures  About  the  Knee 

Churchill  Wexler  Films,  Los  Ange- 
les, California 

4:48  The  Recurrent  Laryngeal  Nerve  in 
Thyroid  Surgery  (A  Triangle  for  Its 
Localization  and  Protection) 

Victor  Rosenberg,  M.D.,  Bernard 
Simon,  M.D.,  Saul  Hoffman,  M.D., 
and  Sidney  Kahn,  M.D.,  New  York 
City 


Wednesday 

February  11,  1970 

Morning 

9:00  Uterine  Cancer:  Diagnosis  and  Man- 

agement (Part  I)  Cancer  of  the  Cervix 

American  Cancer  Society,  Syracuse, 
New  York 

9:27  Uterine  Cancer:  Diagnosis  and  Man- 

agement (Part  II)  Cancer  of  the  En- 
dometrium 

American  Cancer  Society,  Syracuse, 
New  York 

9:4G  Abdominoperineal  Resection  and  the 
Management  of  Colostomy 

New  York  University  Medical  Cen- 
ter, New  York  City 

10:35  Lung  Cancer:  Early  Diagnosis  and 

Management 

American  Cancer  Society,  Syracuse, 
New  York 

11:32  Audiological  Procedures  with  Pre- 
school Deaf  Children 

Pennsylvania  State  University,  Uni- 
versity Park,  Pennsylvania 

Afternoon 

12:09  Auditory  Screening  for  Infants 

Maryland  State  Department  of 
Health,  Baltimore,  Maryland 

12:31  Electromyographic  Assessment  of 
Pharyngeal  Muscle  Activity  in  Laryn- 
gectomized  Patients:  Techniques  and 

Preliminary  Findings 

Speech  Research  Laboratories,  V.  A. 
Hospital,  San  Francisco,  California 

12:53  Introduction  to  Speech  Problems 

Wayne  State  University,  Detroit, 
Michigan 
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1:27  Physiological  Aspects  of  Speech: 

Speakers  with  Cerebral  Palsy 

State  University  of  Iowa,  Iowa  City, 
Iowa 

1:59  Physiological  Aspects  of  Speech: 

Speakers  with  Cleft  Palates 

State  University  of  Iowa,  Iowa  City, 
Iowa 

2:36  An  Approved  Technique  for  Pure  Tone, 
Air  Conduction  Audiometry 

Price  Vowell  Associates,  Hollywood, 
California 

2:57  Fractures  of  the  Femur  About  the  Hip 


Churchill  Wexler  Films,  Los  Ange- 
les, California 

3:25  Surgical  Treatment  of  Mooren’s  Cor- 
neal Ulcer  by  Means  of  a Corneal 
Scleral  Cap  Followed  at  Later  Date  by 
Prosthokeratoplasty  Procedure 
A.  B.  Rizzuti,  M.D.,  Brooklyn 
3:49  The  Pharmacist  and  Cancer 

American  Cancer  Society,  Syracuse, 
New  York 

4:18  Thyroid  Cancer:  Diagnosis  and  Treat- 

ment 

American  Cancer  Society,  Syracuse, 
New  York 
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Technical  Exhibits 


T echnical  exhibits  located  in  Albert  Hail 
of  The  Americana  Hotel  will  open  on  Sun- 
day, February  8,  1970,  10:00  A.M.  to  6:00 
P.M.,  Monday  through  Wednesday,  Febru- 
ary 9 to  11,  1970,  9:00  A.M.  to  5:00  P.M. 

Our  exhibitors  look  forward  to  the  pleas- 
ure of  meeting  and  serving  members  and 
guests  of  the  Medical  Society  of  the  State 
of  Neiv  York. 


Abbott  Laboratories  Booth  84 

North  Chicago,  Illinois 

The  Alkalol  Company  Booth  C 

Taunton,  Massachusetts 

Alkalol,  Irrigol,  Alkalol,  Nasal  Douche  Cup 

The  American  Professional  Booth  13 

Practice  Association 
New  York  City 

Literature  on  loan  programs,  merchandise 
and  automobile  discounts,  Goodrich  tire 
discounts,  professional  corporation  advice, 
and  many  other  economic  services 

Apache  Corporation  Booth  97 

Minneapolis,  Minnesota 

Oil  and  Gas  Exploration  Program  Invest- 
ment 

Armour-Dial  Research  & Booths  60  and  61 
Development  Center 
Chicago,  Illinois 
Dial  Soap 

Armour  Pharmaceutical  Company  Booth  34 

Chicago,  Illinois 

Chymoral-100  Tablets  and  Letter  Tablets 

Astra  Pharmaceutical  Products,  Inc.  Booth  87 

Worcester,  Massachusetts 

Xylocaine,  Citanest,  Jectofer,  Astrafer 


Ayerst  Laboratories  Booths  55  and  56 

New  York  City 

Premarin,  Atromid-S 

Biomedical  Trends  Booth  105 

Clifton,  New  Jersey 

Bio-Science  Laboratories  Booth  98 

Van  Nuys,  California 

Specialized  Diagnostic  Laboratory  Tests 

Breon  Laboratories  Inc.  Booth  45 

New  York  City 

Alevaire,  Bronkometer,  Bronkotabs,  Bron- 
kolixir,  Bronkosol,  Bronkephrine,  Bronko- 
tabs-Hafs 


Bristol  Laboratories  Booth  25 

Syracuse,  New  York 


Brookes  Research  Associates  Booth  112 

Hanover,  New  Jersey 

Brief  Interviews  with  Physicians  on  Vari- 
ous Subjects  of  Medical  Interest 


Burroughs  Wellcome  & Co.  Booth  71 

(U.S.A.)  Inc. 

Tuckahoe,  New  York 

Zyloprim,  Actifed 

Ciba  Pharmaceutical  Company  Booth  64 

Summit,  New  Jersey 
Esimil 

The  Coca-Cola  Company  Booth  100 

Atlanta,  Georgia 

Ice  cold  Coca-Cola 

Coreco  Research  Corporation  Booth  50 

New  York  City 

Movie  Camera,  Recorder,  and  Intercom 
Set 


Creative  Systems,  Inc.  Booth  95 

Cedar  Falls,  Iowa 

Control-O-Fax  Medical  Accounting  Sys- 
tems, Filing  Systems,  Copy  Equipment, 
Micro-Print  Statement  Service 


Dairy  Council  of  Metropolitan  Booth  52 

New  York 
New  York  City 

Nutrition  and  Health  Materials:  booklets, 
pamphlets,  and  posters  for  the  physicians 
and  their  patients 
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Dannon  Milk  Products  Booth  3 

Long  Island  City,  New  York 

Dannon  Yogurt  in  eleven  delicious  varie- 
ties; Danny  premixed  Yogurt  and  Bokoo 


The  Devereux  Foundation  Booth  70 

Devon,  Pennsylvania 

The  Devereux  Schools,  Devon,  Pennsyl- 
vania; Santa  Barbara,  California;  Vic- 
toria, Texas;  Rutland,  Massachusetts; 
Washington,  Connecticut;  and  Phoenix, 
Arizona,  are  nonprofit,  private,  residential 
treatment  centers,  offering  the  retarded 
and  emotionally  disturbed  child  an  op- 
portunity for  physical,  social,  and  intellec- 
tual development.  Academic  education, 
kindergarten  through  high  school,  is  pro- 
vided, as  well  as  medical,  psychiatric,  and 
psychologic  service. 


Dictaphone  Corporation  Booth  110 

Rye,  New  York 

Dictation  equipment,  portables,  desk  and 
central  systems 


The  Dow  Chemical  Company  Booths  81  and  82 
Midland,  Michigan 

Diagnostest  Computer  Colorimeter,  Diag- 
nostest  Reagent  Sets 


The  Emko  Company  Booth  94 

St.  Louis,  Missouri 

Emko  Vaginal  Foam,  My  Own  Hygienic 
Deodorant  Spray  and  Towelettes 


Empire  Political  Action  Committee  Booth  73 
Rochester,  New  York 

Pamphlets  explaining  background  and 
aims  of  EMPAC 


Encyclopaedia  Britannica,  Inc.  Booth  16 

Chicago,  Illinois 

Encyclopaedia  Britannica,  Great  Books  of 
the  Western  World,  Junior  Britannica  An- 
nals of  America 


Endo  Laboratories,  Inc.  Booth  92 

Garden  City,  New  York 


Coumadin,  Numorphan  HC1,  Percodan, 
Percodan-Demi,  Hycomine,  Hycomine-Com- 
pound,  Hycodan,  Valpin,  Val-PB 


Frigitronics,  Inc.  Booth  36 

Bridgeport,  Connecticut 

Cryosurgical  Instruments  for  ENT,  Oph- 
thalmology, Dermatology,  Urology,  Gyne- 
cology 

Gebauer  Chemical  Company  Booth  108 

Cleveland,  Ohio 
Ethyl  Chloride 

Geigy  Pharmaceuticals  Booth  48 

Ardsley,  New  York 

General  Foods  Corp.  Booth  68 

White  Plains,  New  York 
Office  Beverage  Coffee 

Geriatric  Pharmaceutical  Corp.  Booth  99 

Floral  Park,  New  York 
Cevi-Bid,  Ger-O-Foam 


Group  Health  Insurance,  Inc.  Booth  31 

New  York  City 

GHI  invites  your  views  on  today’s  impor- 
tant health  issues  in  an  unsigned  poll 


Hoechst  Pharmaceutical  Company  Booth  83 

Cincinnati,  Ohio 

Lasix,  Surfak,  Doxidan 

Holland-Rantos  Company,  Inc.  Booth  24 

Piscataway,  New  Jersey 

Hyva  Gentian  Violet  Vaginal  Tablets, 
Nylmerate  Jellly  and  Nylmerate  Antisep- 
tic Solution  Concentrate,  Hollandex  Skin 
Ointment,  H-R  Diaper  Rash  Baby  Cream, 
Koromex-A  Vaginal  Jelly,  Koro-Flex  Con- 
touring Diaphragms  and  Sets,  Koromex 
Diaphragms  and  Sets,  Koromex  Douche 
Powder,  Kor  Sanitary  Napkin  Deodorant 
Spray,  Steri-Wife  Alcohol  Prep  Pads, 
Hands  & Face  Moist  Towelettes,  Bidettes, 
Rantex  Personal  Cloth  Wipes,  Perifoam, 
H-R  Lubricating  Jelly 


Ives  Laboratories,  Inc.  Booth  91 

New  York  City 

Isordil,  Cyclospasmol,  Synalgos 

Key  Pharmaceuticals,  Inc.  Booth  43 

Miami,  Florida 

Nitroglyn,  Proternol,  Hyasorb,  Theo-Nar 


Equity  Funding  Corporation  Booth  37 

New  York  City 

“Leveraged”  Keogh  Programs,  a dynamic 
concept  in  financial  planning 


Lakeside  Laboratories,  Inc.  Booth  27 

Milwaukee,  Wisconsin 

Norpramin,  Mercuhydrin,  Metahydrin, 
Metatensin,  Imferon,  and  Cantils 
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Lederle  Laboratories 
Pearl  River,  New  York 

Booth  40 

Declomycin,  Achromycin,  Aristocort 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 

Ilosone  Erythromycin  Estolate 

Booth  41 

Mead  Johnson  Laboratories 
Evansville,  Indiana 

Booth  77 

Merck  Sharp  & Dohme 
West  Point,  Pennsylvania 

Booth  72 

Merrill  Lynch,  Pierce,  Fenner 
& Smith,  Inc. 

New  York  City 

Booth  32 

Merrill  Lynch  will  establish  an  Investment 
Information  Center  manned  by  account 
executives.  Exhibit  will  feature  a Quote 
Board  for  prices  direct  from  the  New  York 
Stock  Exchange  and  a Merrill  Lynch 
Financial  Newswire.  Education  and  Re- 
search reports  will  also  be  available. 

Metropolitan  Pathology  Booth  90 

Laboratory,  Inc. 

Teaneck,  New  Jersey 

Complete  clinical  laboratory  including 
health  profile  services 

Modem  America  Securities  Booth  59 

Corporation 

Dallas,  Texas 

Investments,  Mutual  Funds,  General  Se- 
curities 

Modern  Data  Techniques,  Inc.  Booth  74 

Denville,  New  Jersey 

New  York  Medco-Distributors  Booth  B 

Forest  Hills,  New  York 

Medco  Sonalator  Apparatus,  Medco  Therm 
Apparatus 

New  York  Seven-Up  Booth  44 

Bottling  Co.,  Inc. 

New  Rochelle,  New  York 
Seven-Up,  Like 

New  York  State  Department  of  Booth  85 
Mental  Hygiene 
Albany,  New  York 

Recruiting  medical  specialists  brochure 

New  York  State  Narcotic  Booth  4 

Addiction  Control  Commission 
Albany,  New  York 


A pictorial  display  of  the  program  of  the 
Narcotic  Addiction  Control  Commission 
with  literature  to  be  distributed  to  at- 
tendees 

New  York  State  Society  of  Booth  A 

Surgeons,  Inc. 

New  Hartford,  New  York 

Pamphlets  and  bylaws  explaining  the  pur- 
poses of  the  New  York  State  Society  of 
Surgeons,  Inc. 

New  York  Telephone  Booths  106  and  107 
New  York  City 

Will  demonstrate  how  “Communications” 
can  assist  the  medical  profession  to  update 
knowledge  and  skills,  aid  in  diagnosing 
patients,  and  ease  billing  and  clerical  op- 
erations 

No-Cal  Corporation  Booth  109 

Brooklyn,  New  York 

Norelco  Office  Products  Booth  88 

Bayside,  New  York 

Ormont  Drug  & Chemical  Booth  15 

Company,  Inc. 

Englewood,  New  Jersey 

Sterneedle,  Panjet,  Unidote,  PPD  Solution 

Ortho  Pharmaceutical  Corporation  Booth  63 

Raritan,  New  Jersey 

Medically  accepted  products  for  the  control 
of  conception 

Parke,  Davis  & Company  Booth  57 

Detroit,  Michigan 

Parest,  Amcill,  Elastic  Support  Hose 

Parke-Davis  Medical  Instruments 

Division  Booth  111 

Waltham,  Massachusetts 

Pfizer  Laboratories  Booth  58 

New  York  City 

Sinequan,  Vibramycin 

Professional  Disposable  Products,  Inc.  Booth  14 

Greenwich,  Connecticut 

Paper  and  Plastic  Disposable  Products, 
Green  Gowns,  Capes,  and  Sheets 

Professional  Equipment  Mfg.  Booth  96 

Company 

Kenilworth,  New  Jersey 

Treatment  Room  Cabinetry 
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Programmed  Learning,  Inc.  Booth  22 

The  Bronx,  New  York 
Speed  reading  course 

The  Purdue  Frederick  Booth  67 

Company 

Yonkers,  New  York 

Quaker  City  Pharmacal  Company  Booth  103 
Philadelphia,  Pennsylvania 

A.  H.  Robins  Company 
Richmond,  Virginia 

Roche  Laboratories 
N utley,  New  Jersey 

J.  B.  Roerig  Division, 

Chas.  Pfizer  & Co.,  Inc. 

New  York  City 

Antivert,  Atarax,  Enarax,  Marax,  Navane 

William  H.  Rorer,  Inc.  Booth  93 

Fort  Washington,  Pennsylvania 

Maalox,  Ascriptin,  Ananase,  Quaalude, 
and  other  products 

Sandoz  Pharmaceuticals  Booth  19 

Hanover,  New  Jersey 

Mellaril,  Sansert,  Cafergot  P-B,  Fiorinal 

W.  B.  Saunders  Company  Booth  30 

Philadelphia,  Pennsylvania 
Medical  books 

Schering  Laboratories  Booth  39 

Union,  New  Jersey 

Etrafon,  Drixoral,  Afrin,  Garamycin, 
Tinactin,  Valisone,  Celestone,  Soluspan 


Booth  35 


Booths  53  and  54 


Booth  80 


The  Silver  Hill  Foundation  Booth  104 

New  Canaan,  Connecticut 

Private,  nonprivate  psychiatric  hospital 
which  treats  adults  and  adolescents.  Pic- 
tures and  descriptive  folders  of  the  facili- 


ties  and  short-term  treatment 
will  be  on  exhibit. 

program 

Smith  Kline  & French  Laboratories 
Philadelphia,  Pennsylvania 

Booth  78 

E.  R.  Squibb  & Sons,  Inc. 

New  York  City 

Principen,  Pentids,  Mysteclin-F 

Booth  26 

Stuart  Division 

Atlas  Chemical  Industries,  Inc. 
Pasadena,  California 

Mylanta,  Mylicon,  Sorbitrate 

Booth  47 

Swift  Grocery  Products  Company 
Chicago,  Illinois 

Booth  23 

Swift’s  Strained  and  Junior  Meats  for 
Babies,  Swift’s  Strained  and  Junior  High 
Meat  Dinners,  Swift’s  Junior  Franks  and 
Chicken  Sticks 

Tampax  Incorporated  Booth  38 

New  York  City 

United  Medical  Laboratories,  Inc.  Booth  12 

Portland,  Oregon 

Laboratory  testing  service 

United  Medical  Service,  Inc.  Booth  86 

New  York  City 

The  Upjohn  Company  Booth  69 

Kalamazoo,  Michigan 

Ethical  pharmaceuticals 


Julius  Schmid,  Inc.  Booth  46 

New  York  City 

Saf-T-Coil  Intra-Uterine  Contraceptive 
Device;  Immolin  Vaginal  Cream- Jel; 
Ramses  Flexible  Cushioned  and  Bendex 
Diaphragms;  Ramses  Vaginal  Jelly;  Vagi- 
sec  Liquid,  Jelly,  and  Suppositories;  Can- 
deptin  Vaginal  Ointment  and  Tablets; 
XXXX  (Fourex)  Skin  Condoms;  Ramses 
and  Sheik  Rubber  Condoms;  Vaginostic 
Kit 

G.  D.  Searle  & Company  Booth  28 

Chicago,  Illinois 

Ovulen-21,  Ovulen-28,  Enovid,  Aldactazide, 
Flagyl,  Lomotil,  Pro-Banthine 


USV  Pharmaceutical  Corporation  Booth  51 

New  York  City 

DBI-TD,  Cerespan,  Histaspan 

H.  F.  Wanvig,  Inc.  Booth  101 

New  York  City 

Warner-Chilcott  Laboratories  Booth  79 

Morris  Plains,  New  Jersey 
Peritrate,  Gelusil 

W'arren-Teed  Pharmaceuticals,  Inc.  Booth  17 
Columbus,  Ohio 

Modane,  Kaon  Elixir,  Chymolase  Tablets 
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Winthrop  Laboratories 

Booth  29 

Wyeth  Laboratories 

Booth  42 

New  York  City 

Philadelphia,  Pennsylvania 

Talwin,  Sulfamylon,  NegGram 

Ovral,  Omnipen 

Flint  Diagnostics 

Booth  65 

Flint  Laboratories 

Booth  20 

Deerfield,  Illinois 

Deerfield,  Illinois 
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Woman’s  Auxiliary 


1:00  P.M. 


34th  Annual  Convention 
The  Americana,  New  York  City 

Sunday,  February  8,  through 
Wednesday,  February  12,  1970 


Luncheon  honoring  Mrs. 
Louis  P.  Tischler, 
President,  Woman’s 
Auxiliary  to  the  Med- 
ical Society  of  the 
State  of  New  York, 
Inc.  Guest  Speaker: 
Paul  R.  Patterson, 
M.D.,  Albany  Medi- 
cal College,  on  “Per- 
missiveness” 


Mrs.  Louis  P.  Tischler,  president,  the  officers, 
and  the  Convention  Committee  cordially  invite 
you  to  attend  all  sessions  and  social  activities. 
All  doctors’  wives,  not  only  Auxiliary  members, 
are  invited,  in  fact  urged,  to  register  and  at- 
tend our  meetings  and  social  functions. 


Sunday,  February  8 
1:30  p.m.-4:30  p.m. 

1:30  P.M. 

6:30  P.M. 


Registration,  I mperial 
Ballroom  B Foyer 
Board  of  Directors 
Meeting,  Provence 
Room 

Gabel  Club  Dinner  (for 
past  State  Auxiliary 
Presidents),  Buck- 
ingham Room  A 


Wednesday,  February  11 

8:30  A.M.-ll  :00  A.M.  Registration,  Imperial 
Ballroom  B Foyer 

9:00  A.M.-12  NOON  House  of  Delegates,  Im- 

perial Ballroom  B 
Installation  of  officers 
Postconvention  meeting 
for  State  Officers  and 
Chairman,  County 
Presidents,  Presi- 
dents-Elect  and 

County  Chairmen 

7:00  P.M.  Reception,  Versailles 

Terrace  and  Ball- 
room; Dinner  Dance, 
Royal  Ballroom,  hon- 
oring Walter  T.  Held- 
mann,  M.D.,  Presi- 
dent, Medical  Society 
of  the  State  of  New 
York 


Monday,  February  9 
8:30  A.M.-4:00  P.M. 

9:00  A.M.-12  NOON 


1:30  P.M.-4 :00  P.M. 
4:00  p.m.-5:30  p.m. 


Registration,  Imperial 
Ballroom  B Foyer 
House  of  Delegates, 
Imperial  Ballroom  B 
— Keynote  Speaker: 
Mrs.  John  M.  Che- 
nault.  President, 
Woman’s  Auxiliary 
to  the  American  Med- 
ical Association 
House  of  Delegates,  Im- 
perial Ballroom  B 
Voting  by  delegates, 
Buckingham  Room  A 


Officers 


President 

President-Elect 

First  Vice-President 

Second  Vice-President 

Recording  Secretary 

Corresponding 

Secretary 

Treasurer 

Assistant  Treasurer 


Mrs.  Louis  P.  Tisch- 
ler, Schenectady 
Mrs.  Vincent  A. 

Lacovara,  Kings 
Mrs.  Conrad  T.  H. 

Schroeder,  Richmond 
Mrs.  Harry  J.  Secky, 
Queens 

Mrs.  Joseph  Campo, 
Erie 

Mrs.  Harrison  Karp, 
Schenectady 
Mrs.  George  H.  Steacy 
( M ember-at-large ) 
Mrs.  Harry  A. 

MacMillian,  Orange 


Tuesday,  February  10 
8:30  A.M.-ll  :00  A.M. 

9:00  A.M.-ll  :30  A.M. 
12  NOON-1: 00  P.M. 


Registration,  Imperial 
Ballroom  B Foyer 
House  of  Delegates,  Im- 
perial Ballroom  B 
Reception  given  by  the 
Medical  Society  of 
the  State  of  New 
York  in  honor  of  past 
State  Auxiliary  pres- 
idents 


Convention  Committee 
Chairman 

Co-Chairmen 
Upstate  Coordinator 


Mrs.  Francis  J. 

Loperfido,  Bronx 
Mrs.  Angelo  R. 

Bologna,  Queens 
Mrs.  George 
Liberman,  Kings 
Mrs.  Vincent 

Battista,  Jefferson 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1969-1970 


Walter  T.  Heldmann 
Richmond 

President 


Walter  Scott  Walls 
Erie 

President-Elect 


Alfred  A.  Angrist 
Queens 

V ice-  President 


Carl  Goldmark,  Jr. 
New  York 

Secretary 


Joseph  G.  Zimring 
Nassau 

Assistant-Secretary 


Thomas  F.  McCarthy 
The  Bronx 

Treasurer 


Albert  M.  Schwartz 
New  York 

A ssistant-  Treasurer 


George  Himler 
New  York 


Speaker 


John  H.  Carter 
Albany 

Vice-Speaker 
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Board  of 
Trustees 

1969-1970 


Waring  Willis 


Westchester 

Chairman 


John  F.  Kelley 
Oneida 


James  M.  Blake 
Schenectady 


Frederick  A.  Wurzbach,  Jr. 
The  Bronx 


Edward  C.  Hughes 
Onondaga 


Joseph  J.  Kaufman 

Wayne 


Councillors 

1969-1970 


G.  Rehmi  Denton 
Albany 


Ralph  S.  Emerson 

Nassau 
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Swen  L.  Larson 
Chemung 


George  L.  Collins,  Jr. 
Erie 


Arthur  H.  Diedrick 
Westchester 


John  E.  Lowry 
Queens 


Edward  Siegel 
Clinton 


C.  Stewart  Wallace 
Tompkins 


Lynn  R.  Callin 
Monroe 


Irving  L.  Ershler 
Onondaga 


Warren  A.  Lapp  Bernard  A.  Pisani 

Kings  New  York 


Ex  Officio  Members  of  Council 


Henry  I.  Fineberg 

Queens 

Executive 
V ice-  President 


William  Hammond 

Westchester 

Editor, 

New  York  State 
Journal  of  Medicine 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  8 through  12. 1970 
The  Americana,  New  York  City 


Sunday,  February  8 

Opening  Session 2:00  p.m. 

Monday,  February  9 

Reference  Committee  Hearings.  . ,9:00  a.m. 
Reference  Committee  Hearings.  . .2:00p.m. 

Tuesday,  February  10 

Reference  Committee  Hearings. . .9:00  a.m. 
Second  Session 2:00  p.m. 

Wednesday,  February  11 

Third  Session 9:00  a.m. 

Fourth  Session 2:00  p.m. 

Thursday,  February  12 

Closing  Session 9:00  a.m. 


Schedule  of  Sessions 73 

Order  of  Business 74 

Members  of  House 75 

Reference  Committees 78 

Resume  of  Instructions  from  1969 

House  and  Actions  Thereon 80 

Annual  Reports  to  House 92 

Additional  Annual  Reports 

See  January  15  issue 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section 
7,  the  following  shall  be  the  order  of  business  at 
the  Sessions  of  the  House  of  Delegates 


Order  of 
Business 


1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on 
Credentials. 

5.  Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous 
meeting  by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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1970  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a complete  list  of  the  members  of  the 
1970  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York. 


Officers  1969-1970 

President — Walter  T.  Heldmann,  Richmond 
President-Elect — Walter  Scott  Walls,  Erie 
Vice-President — Alfred  A.  Angrist,  Queens 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nas- 
sau 

Treasurer — Thomas  F.  McCarthy,  Bronx 
Assistant  Treasurer — Albert  M.  Schwartz,  New 

York 

Speaker — George  Hinder,  New  York 
Vice-Speaker — John  H.  Carter,  Albany 

Councillors 

Term  Expires  1970 
G.  Rehmi  Denton,  Albany 
Ralph  S.  Emerson,  Nassau 
Swen  L.  Larson,  Chemung 
George  L.  Collins,  Jr.,  Erie 
Term  Expires  1971 
Arthur  H.  Diedrick,  Westchester 
John  E.  Lowry,  Queens 
Edward  Siegel,  Clinton 
C.  Stewart  Wallace,  Tompkins 
Term  Expires  1972 
Lynn  R.  Callin,  Monroe 
Irving  L.  Ershler,  Onondaga 
Warren  A.  Lapp,  Kings 
Bernard  J.  Pisani,  New  York 

Trustees 

Waring  Willis,  Westchester,  Chairman 
John  F.  Kelley,  Oneida 
James  M.  Blake,  Schenectady 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Edward  C.  Hughes,  Onondaga 
Joseph  J.  Kaufman,  Newark 

Past  Presidents 

1932-1933 — Chas.  Gordon  Hevd,  New  York 
1934-1935— Arthur  J.  Bedell,"  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1950-1951 — Carlton  E.  Wertz,  Erie 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 
1955-1956 — Renato  J.  Azzari,  Bronx 
1957-1958 — Thurman  B.  Givan,  Kings 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 

1964-1965 — George  A.  Burgin,  Herkimer 


1965- 1966 — Waring  Willis,  Westchester 

1966- 1967 — James  M.  Blake,  Schenectady 

1967- 1968 — Frederick  A.  Wurzbach,  Jr.,  Bronx 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

Commissioner,  New  York  State  Department  of 
Health 

Hollis  S.  Ingraham,  Albany 
District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Leonard  L.  Heimoff,  Bronx 
Second — Leonard  Weitzman,  Commack 
Third — Orville  L.  Henderson,  Troy 
Fourth — Francis  X.  Dever,  Glens  Falls 
Fifth — Marvin  Brown,  Cleveland 
Sixth — Jason  K.  Moyer,  Binghamton 
Seventh — Vincent  I.  Bonafede,  Sonyea 
Eighth — John  T.  Donovan,  Jr.,  Lockport 
Ninth — Sidney  N.  Miller,  Poughkeepsie 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — Bernard  B.  Siegel,  Far  Rockaway 
Anesthesiology — Victor  J.  Tofany,  Rochester 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Joseph  J.  Russo, 
Albany 

Gastroenterology  and  Proctology — J.  Edwin 
Alford,  Buffalo 

General  Practice — Max  Cheplove,  Buffalo 
Industrial  Medicine  and  Surgery — Thomas  J. 
Doyle,  New  York 

Internal  Medicine — John  R.  Williams,  Jr., 
Rochester 

Medical-Legal  and  Workmen’s  Compensation 
Matters — Robert  Katz,  New  York 
Neurology  and  Psychiatry — S.  Mouchly  Small, 
Buffalo 

Obstetrics  and  Gynecology — Arthur  D.  Hen- 
gerer,  Albany 

Ophthalmology — Philip  H.  Landers,  Bingham- 
ton 

Orthopedic  Surgery — Frederick  Lee  Liebolt, 
New  York 

Otolaryngology — David  W.  Brewer,  Syracuse 
Pathology,  Clinical  Pathology,  and  Blood 
Banking — John  J.  Clemmer,  Guilderland 
Pediatrics — Thomas  S.  Bumbalo,  Buffalo 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 
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Plastic  and  Reconstructive  Surgery — Howard 

B.  Rasi,  Brooklyn 

Preventive  Medicine  and  Public  Health — Mary 

C.  McLaughlin,  New  York 
Radiology — Samuel  H.  Madell,  New  York 
Space  Medicine — H.  Easton  McMahon,  New 

York 

Surgery — Sidney  M.  Schaer,  Buffalo 
Urology — William  J.  Staubitz,  Buffalo 

Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

Gerald  B.  Austin,  Delrnar 
James  A.  Moore,  Albany 
John  J.  Phelan,  Jr.,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Glen  Cove 
Marcelle  T.  Bernard,  Bronx 
Alan  L.  Goldberg,  Bronx 
Isaiah  Gross,  Bronx 
Charles  M.  Kapp,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Lieberman,  Bronx 
Francis  J.  Loperfido,  Bronx 
Joseph  C.  Polifrone,  Bronx 
Samuel  Wagreich,  Bronx 
Alvin  D.  Yasuna,  Bronx 
Saul  Zucker,  Bronx 

Broome  (3) 

Sterling  W.  Boyd,  Binghamton 
Paul  M.  DeLuca,  Endicott 
John  A.  Kalb,  Endicott 

Cattaraugus  (1) 

Francis  P.  Keefe,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Myron  B.  Franks,  Jamestown 
Herbert  A.  Laughlin,  Westfield 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Leonard  J.  Schiff,  Plattsburgh 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

William  J.  McAuliffe,  Cortland 

Delaware  (1) 

Philip  J.  Hust,  Sidney 

Dutchess  (3) 

H.  Sherman  Hirst,  Hyde  Park 
James  K.  Keeley,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 


Erie  (9) 

Guy  S.  Alfano,  Buffalo 
John  C.  Brady,  Buffalo 
James  H.  Cosgriff,  Jr.,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Anthony  J.  Federico,  Buffalo 
Theodore  C.  Jewett,  Jr.,  Buffalo 
Herbert  E.  Joyce,  Buffalo 
Edward  C.  Rozek,  Buffalo 
Clarence  A.  Straubinger,  Buffalo 

Essex  (1) 

Earl  Addis  Munyan,  Jr.,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  G.  Mulbury,  Windham 

Herkimer  (1) 

Harold  T.  Golden,  Herkimer 

Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 

Kings  (23) 

Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Matthew  Brody,  Brooklyn 
Philip  J.  Cantor,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Max  B.  Milberg,  Brooklyn 
Robert  A.  Moore,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Stanley  Stark,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 

Lewis  (1) 

Louis  A.  Avallone,  Lowville 

Livingston  (1) 

James  M.  Judd,  Mt.  Morris 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Gerald  L.  Glaser,  Rochester 
Eli  A.  Leven,  Rochester 
John  H.  Morton,  Rochester 
Charles  D.  Sherman,  Jr.,  Rochester 
John  D.  States,  Rochester 
Philip  M.  Winslow,  Rochester 
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Montgomery  (1) 

Philip  T.  Cortese,  Amsterdam 

Nassau  (12) 

John  A.  Billows,  Hempstead 
Clement  J.  Boccalini,  Floral  Park 
Jeff  J.  Coletti,  Old  Westbury 
Abraham  W.  Freireich,  Malverne 
John  P.  Glaubitz,  Bethpage 
Marjorie  H.  Greene,  Hicksville 
Robert  P.  Jessup,  Syosset 
Joseph  H.  Kinnaman,  Mineola 
Stephen  J.  Schmeiser,  Jr.,  Massapequa 
Reginald  R.  Steen,  Hempstead 
Paul  H.  Sullivan,  Great  Neck 
Harold  Lawrence  Sutton,  Hempstead 

New  York  (25) 

Edgar  P.  Berry,  New  York 
Edward  A.  Burkhardt,  New  York 
George  S.  Craft,  New  York 
C.  Joseph  Delaney,  New  York 
Gerald  D.  Dorman,  New  York 
Lawrence  Essenson,  New  York 
John  A.  Finkbeiner,  New  York 
William  H.  Foege,  New  York 
Samuel  Z.  Freedman,  New  York 
Stanley  H.  Greenwald,  New  York 
Keith  6.  Guthrie,  Jr.,  New  York 
Milton  Helpern,  New  York 
W.  Graham  Knox,  New  York 
John  A.  Lawler,  New  York 
Barbara  F.  Lipton,  New  York 
Albert  S.  Lyons,  New  York 
Vaughan  C.  Mason,  New  York 
James  R.  Nealon,  New  York 
Stephen  Nordlicht,  New  York 
Richard  N.  Pierson,  Jr.,  New  York 
William  B.  Rawls,  New  York 
George  M.  Saypol,  New  York 
Mary  H.  Spalding,  New  York 
Clifford  L.  Spingurn,  New  York 
Aaron  0.  Wells,  New  York 

Niagara  (3) 

Glenn  E.  Jones,  Lewiston 
William  R.  Lewis,  Niagara  Falls 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  H.  Cross,  Utica 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Bruce  E.  Chamberlain,  Syracuse 
Robert  J.  Collins,  Syracuse 
Richard  D.  Eberle,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Robert  E.  Westlake,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

William  S.  Montgomery,  Newburgh 
Orin  A.  Wahl,  Newburgh 
Irving  Weiner,  Newburgh 

Orleans  (1) 

Edward  A.  Barrett,  Albion 


Oswego  (1) 

Marcus  A.  Wuerschmidt,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 

Queens  (16) 

Sol  Axelrad,  Woodhaven 
Angelo  R.  Bologna,  Flushing 
Lester  J.  Candela,  Great  Neck 
Thomas  M.  d’Angelo,  Flushing 
Albert  H.  Douglas,  Jamaica 
Franz  L.  Ebstein,  Forest  Hills 
Murray  Elkins,  Howard  Beach 
Harry  H.  Epstein,  Jamaica 
John  L.  Finnegan,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Arthur  Gordon,  Woodside 
William  M.  Hewlett,  St.  Albans 
Norton  M.  Luger,  Fresh  Meadows 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York 
William  E.  F.  Werner,  Rockaway  Park 

Rensselaer  (2) 

John  J.  Noonan,  Troy 
Thomas  D.  Pemrick,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Joseph  F.  Shanaphy,  Staten  Island 

Rockland  (3) 

Fred  F.  Graziano,  Nanuet 
Ralph  J.  Greenberg,  Spring  Valley 
Jerome  M.  Seides,  Spring  Valley 

St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 

Saratoga  (1) 

Jacob  S.  Feynman,  Saratoga  Springs 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 

Schoharie  (1) 

Robert  Greenwald,  Cobleskill 

Schuyler  (1) 

Fritz  Landsberg,  WTatkins  Glen 
Seneca  (1) 

David  L.  Koch,  Waterloo 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (7) 

Anthony  F.  Fragola,  West  Islip 
Daniel  Friedman,  Bay  Shore 
Milton  Gordon,  Huntington 
Andrew  W.  Lawrence,  Huntington 
George  E.  Leone,  Riverhead 
Milton  Rosenberg,  Patchogue 
Stuart  L.  Scheiner,  Smithtown 
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Sullivan  (1) 

Sirkka  E.  Vuornos,  Liberty 
Tioga  (1) 

Vernon  E.  McNeilus,  Waverly 
Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
George  G.  McCauley,  Ithaca 

Ulster  (2) 

Milton  M.  Grover,  Kingston 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Walter  F.  Harrison,  Jr.,  Glens  Falls 
Washington  (1) 

Milton  J.  Greenberg,  Hudson  Falls 


Wayne  (1) 

James  M.  Flanagan,  Newark 

Westchester  (8) 

Charles  M.  Brane,  Yonkers 
John  N.  Dill,  Yonkers 
Robert  E.  Healy,  Mount  Kisco 
Reid  R.  Heffner,  New  Rochelle 
Russell  C.  Johnson,  White  Plains 
Allison  B.  Landolt,  Bronxville 
Francis  T.  Rogliano,  Mount  Vernon 
Wallace  M.  Sheridan,  White  Plains 

Wyoming  (1) 

Paul  A.  Burgeson,  Warsaw 
Yates  (1) 

Vincas  Sirmenis,  Penn  Yan 


1970  HOUSE  OF  DELEGATES 

Reference  Committees 


Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 
Fritz  Landsberg,  Schuyler 
John  J.  Noonan,  Jr.,  Rensselaer 
Walter  F.  Harrison,  Jr.,  Warren 
Edward  C.  Rozek,  Erie 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Building 

Reid  R.  Heffner,  Westchester,  Chairman 

Harry  S.  Lichtman,  Kings 

Milton  Gordon,  Suffolk 

John  D.  States,  Monroe 

Harold  T.  Golden,  Herkimer 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Medical  Care  Insurance 


Occupational  Health 
Proposed  Universal  Health  Insurance 
Law 

Ad  Hoc,  To  Study  Problems  of 
Residents  Licensed  to  Practice 
Medicine  in  New  York  State  and 
Collection  of  Fees  in  Workmen’s 
Compensation  Cases  and  Under 
Blue  Shield  Plans 
Workmen’s  Compensation 
Ralph  M.  Schwartz,  Kings,  Chairman 
Lester  J.  Candela,  Queens 
Francis  A.  Stephens,  Albany 
Andrew  W.  Lawrence,  Suffolk 
Albert  H.  Douglas,  Queens 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical 
Care 
Ethics 

Hospital  and  Professional  Relations 
Government  Health  Centers 
Hospital-Based  Physicians 
Mediation  and  Insurance  Claims  Re- 
view 

Medical  Review 
Nursing 

Peer  Review  Mechanisms 
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Utilization  Review 
Gerald  L.  Glaser,  Monroe,  Chairman 
Philip  J.  Hust,  Delaware 
Irving  Weiner,  Orange 
Milton  J.  Greenberg,  Washington 
David  Kershner,  Kings 

Medicare  (Title  18)  and  Medicaid  (Title  19) 

Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 
Interspecialty  Committee 
Norton  M.  Luger,  Queens,  Chairman 
Stephen  W.  Blatchly,  Tompkins 
Guy  S.  Alfano,  Erie 
John  P.  Glaubitz,  Nassau 
Stanley  H.  Greenwald,  New  York 

Public  Health  and  Education 

Commission  on  Public  Health  and  Edu- 
cation 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 

Chronic  Pulmonary  Diseases 

Comprehensive  Health  Planning 

Continuing  (Postgraduate)  Education 

Data  Processing  in  Medicine 

Disaster  Medical  Care 

Forensic  Medicine 

General  Practice 

Hard  of  Hearing  and  the  Deaf 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Hygiene 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 

Rural  Medical  Service 
School  Health 

Mary  Spalding,  New  York,  Chairman 
Alfred  L.  George,  Genesee 
Gerald  B.  Austin,  Albany 
George  E.  Leone,  Suffolk 
Albert  B.  Accettola,  Richmond 

Scientific  Activities  and  Publications 

Journal 
What  Goes  On 
Archives 


Prize  Essays 
Convention 

Physicians’s  Placement 
District  Branches 

Henry  B.  Maschall,  Chemung,  Chairman 
Jeff  J.  Coletti,  Nassau 
John  A.  Finkbeiner,  New  York 
Francis  J.  Loperfido,  Bronx 
Richard  D.  Eberle,  Onondaga 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional 
Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 
Revision  of  Education  Law 
Medicine  and  Religion 
Advisory  to  New  York  State  Medical 
Assistants  Association 
A.  W.  Martin  Marino,  Jr.,  Kings,  Chairman 
Bruce  E.  Chamberlain,  Onondaga 
Charles  M.  Kapp,  Bronx 
Thomas  D.  Pemrick,  Rensselaer 
Francis  P.  Keefe,  Cattaraugus 

Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Council 
Judicial  Council 
Osteopathy 

Constitution  and  Bylaws 
New  York  Delegation  to  AM  A 
Research  and  Planning 
Stanley  Stark,  Kings,  Chairman 
Francis  X.  Dever,  Fourth  District  Branch 
Vaughan  C.  Mason,  New  York 
George  S.  Craft,  New  York 
Thomas  M.  Flanagan,  Chenango 

Sergeants-at-Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 

Leo  J.  Swirksy,  Kings 

John  A.  Kalb,  Broome 

H.  Sherman  Hirst,  Dutchess 

Garret  W.  Vink,  Putnam 

Tellers 

Marvin  Brown,  Fifth  District  Branch,  Chair- 
man 

Joseph  C.  Polifrone,  Bronx 
John  A.  Billows,  Nassau 
Rosewell  D.  Shaw,  Columbia 
Clarence  A.  Straubinger,  Erie 
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1970  HOUSE  OF  DELEGATES 


Instructions  from  1969  House 

Resume  of  instructions  of  the  1969  House  of  Delegates  and  actions  thereon* 
by  the  Council,  Board  of  Trustees,  and  Officers 


District  Branch  Expense  Allotment  (page 
1492).  The  House  voted  to  increase  the  amount 
of  reimbursement  of  its  expenses  which  a dis- 
trict branch  may  claim  from  the  State  Society 
from  $400  to  $1,000  in  a year.  This  was  done 
by  substituting  “$1,000”  for  “$400”  in  Chapter 
IX,  Section  1,  of  the  Bylaws.  The  secretaries 
of  the  district  branches  were  informed  of  this 
change.  An  amended  page  32  of  the  bylaws 
was  printed  and  included  in  all  copies  of  the 
bylaws  in  stock  at  the  time  the  amendment  was 
adopted. 

Report  of  the  President-Elect  (pages  1613  to 
1617).  The  House  referred  the  report  of  the 
president-elect  to  the  Council  for  evaluation  and 
appropriate  action.  The  Council  voted  to  ac- 
cept the  report  and  to  request  that  the  presi- 
dent present  the  individual  recommendations 
to  the  Council  when  specific  action  is  desired. 

Council  Committee  Appointments  (page  1617). 
The  House  adopted  resolution  69-61  which  pro- 
vides “that  the  Council  consider  these  limita- 
tions as  guidelines  and  that,  where  indicated, 
the  Council  have  the  prerogative  of  changing 
the  number  of  Council  committee  members  or 
extending  tenure.”  The  limitations  referred  to 
are  “limitations  on  the  number  of  members  of 
the  Council  committees  and  their  tenure  of 
committee  membership  which  were  established 
by  the  House  of  Delegates  in  1962.”  President 
Heldmann  called  this  action  to  the  attention  of 
the  Council  at  the  February  meeting  when  he 
presented  a tentative  list  of  committee  ap- 
pointments for  Council  approval.  A moderate 
use  has  been  made  of  this  prerogative  when 
approving  committee  appointments  during  the 
year. 

Woman’s  Auxiliary  (page  1635).  The  House 
voted  to  urge  that  members  of  the  Society  ac- 
tively encourage  their  wives  to  become  mem- 
bers of  the  Woman’s  Auxiliary.  The  Council 
received  this  as  information. 

Membership  Records  (page  1635).  The  House 
concurred  “in  the  automation  being  planned  for 
the  future  compiling  of  these  records.”  A de- 
scription of  the  procedures  undertaken  in  con- 
nection with  this  automation  program  will  be 
found  in  the  report  of  the  executive  viee-presi- 

Pages  referred  to  are  from  the  Minutes  of  the  1969  meeting 
of  the  House  of  Delegates,  as  published  in  the  New  York 
State  Journal  of  Medicine,  June  1,  1969,  pages  1473 
through  1691. 

* As  of  November  13,  1969. 


dent  under  the  heading:  “4.  Membership-Di- 

rectory Department.” 

Annual  Meeting  Dates  (page  1633).  The  House 
adopted  the  portion  of  the  report  of  the  Refer- 
ence Committee  on  Reports  of  Officers  which 
noted  the  dates  of  annual  meetings  through 
1972  and  the  suggested  dates  for  1973  and 
1974.  They  are: 

1970 —  February  8 to  12 

1971—  February  14  to  18 

1972—  February  13  to  17 

1973 —  February  11  to  15 

1974 —  February  24  to  28. 

Building  Fund  (page  1636).  The  House  voted 
to  recommend  that  “a  good  portion”  of  the  sur- 
plus shown  by  the  financial  statements  as  of 
the  end  of  1968  be  transferred  to  the  Building 
Fund.  A transfer  of  $450,000  was  made  during 
the  first  quarter  of  1969. 

Building  Committee  (page  1643).  The  House 
of  Delegates  commended  the  chairman  and 
members  of  the  Building  Committee  “for  the 
diligent  discharge  of  their  duties”  and  ex- 
pressed “confidence  in  the  committee’s  conduct 
and  decisions.”  The  House  also  voted  to  recom- 
mend that  the  name  of  the  Special  Committee 
on  Building  be  changed  to  “Ad  Hoc  Committee 
on  Our  Building.”  This  was  done. 

Definition  of  “Usual,  Customary,  and  Reason- 
able” (page  1492).  The  House  voted  to  accept 
the  definitions  of  the  terms  “usual,”  “custom- 
ary,” and  “reasonable”  adopted  by  the  Ameri- 
can Medical  Association  in  December,  1968. 
The  Council  voted  that  this  action  be  publicized 
through  appropriate  communications  media. 
These  definitions  were  the  subject  of  Ad  Renr 
bulletin  42,  dated  March  26,  1969,  in  which 
they  were  quoted  in  full. 

Nursing  Home  Beds  for  Medicaid  Patients 
(page  1495).  The  House  adopted  a portion  of 
the  report  of  the  Reference  Committee  on  Med- 
ical Services  which  noted,  without  comment, 
the  recommendation  of  the  Economics  Com- 
mittee that  the  problem  of  nursing  home  beds 
for  Medicaid  patients  be  referred  to  the  Policy 
and  Negotiating  Committee  on  Government 
Supported  Health  Plans.  The  Council,  at  its 
March  meeting,  referred  this  to  the  Policy  and 
Negotiating  Committee. 

Veterans  Administration  Contract  (page  1495). 
The  House  voted  that  the  letter  of  agreement 
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with  the  Veterans  Administration  be  continued 
for  the  period  ending  June  30, 1969.  The  agree- 
ment was  so  continued  and  will  remain  in  force 
until  we  receive  notice  of  its  termination. 

Approval  of  Blue  Shield  Plans  (page  1496). 

The  House  voted  to  approve  the  seven  Blue 
Shield  plans  in  New  York  State.  The  Council 
referred  this  action  to  the  Committee  on  Medi- 
cal Care  Insurance  for  its  information. 

Manpower  Resources  in  Occupational  Medicine 
(page  1501).  The  House  adopted  a portion  of 
the  report  of  the  Reference  Committee  on 
Medical  Services  which  stated,  “This  committee 
anticipates  the  preparation  of  a State-wide 
roster  of  physicians  interested  in  occupational 
medicine,  with  the  assistance  of  the  county 
medical  societies.”  A questionnaire  for  the 
purpose  of  obtaining  information  for  such  a 
roster  was  prepared  by  the  Committee  on  Oc- 
cupational Health. 

The  Committee  reported  to  the  Council  in 
September:  “The  questionnaire  on  the  indus- 

trial medical  survey  was  submitted  to  the  edi- 
tor of  the  News  of  New  York  and  was  pub- 
lished in  the  August  issue  (page  5).  Answers 
are  now  being  received  by  the  Division,  and  a 
compilation  will  be  made  in  the  near  future.” 

Labor  Health  Facilities  Committee  (page  1501). 
The  House  recommended  that,  in  accordance 
with  the  Committee’s  request,  the  Committee 
on  Labor  Health  Facilities  be  inactivated.  No 
committee  on  labor  health  facilities  was  ap- 
pointed for  the  year  1969-1970. 

Cooperation  with  Organized  Labor  (page  1501). 
The  House  of  Delegates  recommended  that  ef- 
forts to  work  with  organized  labor  be  contin- 
ued and  that  this  activity  be  assigned  by  the 
Council  to  a suitable  Council  committee,  pos- 
sibly the  Economics  Committee.  The  Council 
referred  this  action  to  the  Economics  Commit- 
tee. 

In  its  annual  report  the  committee  expresses 
the  opinion  that  medicine  and  labor  both  stand 
for  the  welfare  of  the  patient  and  that  the  re- 
lationship is  too  important  for  a technical  com- 
mittee. It  recommends  that  this  matter  be  re- 
ferred to  a higher  committee. 

Government  Health  Centers  (page  1502).  Not- 
ing that  the  Ad  Hoc  Committee  on  OEO  Clin- 
ics had  asked  to  be  discharged,  the  House  voted 
that  the  work  of  the  committee  be  continued 
and  its  membership  expanded.  The  Council 
referred  this,  in  March,  to  the  Government 
Health  Centers  Subcommittee  of  the  Committee 
on  Hospital  and  Professional  Relations. 

Universal  Health  Insurance  (pages  1504  and 
1506).  The  House  recommended  continued  vig- 
ilance in  view  of  the  fact  that  legislation  simi- 
lar to  S.  5417  would  probably  be  introduced  in 
1969.  The  Council  voted  in  February  that,  if 
occasion  arose,  the  president  should  appoint  a 
Committee  on  Universal  Health  Insurance, 
with  the  approval  of  the  Council.  This  Com- 
mittee was  appointed;  its  critique  of  S.  4998, 


recommending  opposition  by  the  State  Medical 
Society,  was  referred  to  the  Committee  on  State 
Legislation  at  the  March  Council  meeting. 

The  House  adopted  a substitute  for  resolu- 
tions 69-29  and  69-31,  urging  that  any  com- 
pulsory health  insurance  legislation  be  pat- 
terned after  Public  Law  89-97  and  that  it  be 
limited  to  that  segment  of  the  population  af- 
fected by  the  rollback  in  Medicaid  eligibility. 
The  Council  referred  this  in  March  to  the  Com- 
mittee on  State  Legislation  and  to  the  Special 
Committee  on  the  Proposed  Universal  Health 
Insurance  Law. 

Guidelines  for  evaluating  future  health  in- 
surance legislation,  proposed  by  the  Special 
Committee  on  the  Proposed  Universal  Health 
Insurance  Law  and  approved  by  the  Council  in 
September,  were  transmitted  to  the  Committee 
on  State  Legislation. 

At  the  September  Council  meeting  the  Com- 
mittee on  State  Legislation  reported  on  a con- 
ference with  the  Committee  on  the  Proposed 
Universal  Health  Insurance  Law  at  which  it 
was  decided  that,  if  all  other  stipulations  of 
the  State  Medical  Society  were  met,  it  would 
not  insist  on  usual,  customary  fees.  At  the 
same  meeting  the  Committee  on  the  Proposed 
Universal  Health  Insurance  Law  presented  re- 
vised guidelines  stating,  “Fixed  fee  schedules 
negotiated  with  the  county  medical  societies 
would  be  acceptable  in  deprived  areas  under 
certain  circumstances.”  This  was  accepted  by 
the  Council  as  policy  and  transmitted  as  such 
to  the  Committee  on  State  Legislation. 

Workmen’s  Compensation  Fees  and  Billing 
(page  1505).  The  House  approved  resolutions 
69-20  and  69-37,  which  direct  that  this  Society 
act  “to  establish  usual,  customary,  and  reason- 
able fees  for  services  rendered  under  the  Work- 
men’s Compensation  Law”  and  “to  obtain  the 
right  of  billing  the  patient  directly  under  the 
Workmen’s  Compensation  Law.” 

At  its  September  meeting,  the  Council  ap- 
proved a request  of  the  Workmen’s  Compensa- 
tion Committee  that,  pending  implementation 
of  resolutions  69-20  and  69-37,  the  Committee 
be  authorized  to  pursue  negotiations  with  the 
Workmen’s  Compensation  Board  to  effect  an 
increase  in  workmen’s  compensation  fees.  The 
committee  reports  that,  although  it  is  in  agree- 
ment with  the  purpose  of  these  resolutions,  it 
felt  that  their  final  “resolved”  was  contrary  to 
the  entire  concept  of  the  Workmen’s  Compen- 
sation Law.  It  therefore  transmitted  the  reso- 
lutions in  November  to  the  Committee  on  State 
Legislation  for  implementation. 

Usual  Charges  on  Bills  to  Third  Parties  (page 
1506).  By  amending  and  adopting  resolution 
69-33,  “Insurance  Claim  Forms  to  Show  Physi- 
cians Usual  Charges,”  the  House  recommended 
that  members  indicate  their  usual  fee  for  the 
services  r-endered  in  all  bills  to  third  parties. 
The  Council  asked  the  executive  vice-president 
and  the  staff  to  try  to  publicize  this  in  some 
way.  The  resolution  was  referred  to  the  Divi- 
sion of  Communications.  This  recommendation 
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was  made  in  a “Hot  Line”  letter  dated  June  10 
from  President  Heldmann  to  all  members. 

Voluntary  Comprehensive  Health  Insurance 
(page  1508).  The  House  urged  that  all  vol- 
untary health  insurance  carriers  develop  com- 
prehensive health  care  contracts  based  on  usual 
and  customary  fees.  The  Council  referred  this 
to  the  Committee  on  Medical  Care  Insurance. 
The  committee  presented  this  at  a joint  meet- 
ing with  representatives  of  the  Blue  Plans.  It 
reports  that  all  plans  represented  at  the  meet- 
ing offered  comprehensive  coverage  contracts 
except  for  vision  care,  care  of  the  physically 
handicapped,  and  psychiatric  care.  The  report 
expresses  the  opinion  that  no  progress  will  be 
made  in  applying  the  usual,  customary,  and 
reasonable  fee  concept  to  Blue  Shield  insurance 
until  the  State  Superintendent  of  Insurance 
permits  the  Plans  to  pay  for  physicians’  serv- 
ices on  this  basis. 

UMS  Contracts — Discontinuance  (page  1508). 
The  House  urged  the  New  York  State  Superin- 
tendent of  Insurance  to  permit  the  discontinu- 
ance of  the  United  Medical  Service,  Inc., 
$2,500/$4,000  contracts.  The  Council  referred 
this  to  the  Medical  Care  Insurance  Committee 
and  to  the  Superintendent  of  Insurance.  A 
letter  presenting  this  information  was  sent  on 
April  8 to  the  Superintendent  of  Insurance. 

Service  Benefit  Contracts  with  Fixed  Fee 
Schedule  and  No  Income  Limit  (page  1508). 
The  House  voted  to  maintain  the  opinion  that 
the  no-income-level  service  benefit  contracts 
with  a fixed  fee  schedule  based  on  hospital  ac- 
commodations, such  as  those  of  Group  Health 
Insurance,  Inc.,  are  contrary  to  the  usual,  cus- 
tomary, and  reasonable  fee  concept  embodied 
in  Medicare  and  endorsed  by  the  American 
Medical  Association  and  the  Medical  Society  of 
the  State  of  New  York.  The  Council  referred 
this  to  the  county  medical  societies.  A letter 
was  sent  on  April  11  to  secretaries  and  execu- 
tive secretaries  of  the  county  medical  societies. 
Group  Health  Insurance  was  also  informed  of 
this  action. 

County  Peer  Review  Mechanisms  (page  1508). 
The  House  urged  county  medical  societies  to 
set  up  a peer  review  mechanism  that  would  en- 
compass the  entire  spectrum  of  medical  care. 
The  Council  referred  this  to  the  Ad  Hoc  Com- 
mittee on  Peer  Review  Mechanism. 

Study  of  Comprehensive  Medical  Coverage 
(page  1508).  The  House  voted  that  the  Society 
should  act  jointly,  through  its  Committee  on 
Medical  Care  Insurance,  with  the  New  York 
State  Association  of  Blue  Shield  Plans  to  study 
the  problems  of  comprehensive  medical  cover- 
age and  the  payment  of  usual,  customary,  and 
reasonable  fees  as  expeditiously  as  possible. 
The  Council  referred  this  to  the  Medical  Care 
Insurance  Committee.  The  committee  reports 
that  all  Blue  Shield  Plans  represented  at  a 
joint  meeting  in  May  offer  comprehensive  cov- 
erage contracts  except  for  vision  care,  care  of 


the  physically  handicapped,  and  psychiatric 
care.  It  feels  that  while  the  State  Superin- 
tendent of  Insurance  is  reluctant  to  permit  the 
Plans  to  pay  for  physicians’  services  on  a usual, 
customary,  and  reasonable  basis  it  will  be  im- 
possible to  apply  this  concept  to  Blue  Shield 
insurance. 

Relative  Value  Study — Development  and  Ap- 
plication (page  1508).  The  House  instructed 
the  Council  to  proceed  with  the  contemplated 
study  and  specified  several  provisions  under 
which  the  study  might  continue.  The  Council 
referred  this  to  the  Project  Committee  of  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  to  the  Economics  Committee, 
and  to  Peat,  Marwick,  and  Mitchell.  The  prog- 
ress of  this  study  is  described  in  detail  in  the 
annual  report  of  the  Committee  on  Economics. 

Guiding  Principles  re  Delivery  of  Medical  Care 
Services  (pages  1509  and  1510).  The  House 
amended  and  adopted  resolution  69-71,  which 
“reaffirms”  11  statements  described  in  the  reso- 
lution as  “basic  principles  . . . established  by 
the  Society’s  House  of  Delegates  over  the  past 
decade.”  The  Council  voted  that  this  resolu- 
tion be  published  in  the  New  York  State 
Journal  of  Medicine  as  a special  article.  In 
addition  to  its  publication  as  part  of  the  min- 
utes of  the  1969  meeting  of  the  House  of  Dele- 
gates, this  resolution  was  published  as  an  edi- 
torial on  pages  2429  and  2430  of  the  September 
15  issue  of  the  Journal. 

Usual  and  Customary  Fees — Physician’s  Re- 
sponsibility (pages  1510  and  1511).  The  House 
amended  and  adopted  identical  resolutions 
69-83  and  69-95  entitled,  “Physician’s  Respon- 
sibility in  Usual  and  Customary  Fee  Pro- 
grams,” (1)  expressing  the  policy  that  physi- 
cians’ fees  should  reflect  the  usual  and  custom- 
ary charges  in  the  community  except  under  un- 
usual circumstances;  (2)  urging  all  physicians 
to  guard  against  fees  and  fee  increases  tending 
to  increase  the  usual  and  customary  range  sig- 
nificantly beyond  the  increase  in  the  cost  of 
living  index;  and  (3)  urging  component  county 
medical  societies  to  adopt  and  publicize  this 
policy  and  to  utilize  peer  review  committees  for 
its  implementation.  Copies  of  the  amended 
resolutions  were  transmitted  to  the  secretaries 
and  executive  secretaries  of  the  county  medical 
societies. 

The  House  also  voted  to  adopt  resolution 
69-85,  “Containment  of  Cost  of  Medical  Serv- 
ices,” urging  members  of  the  Society  to  “keep 
the  mode  of  the  usual  and  customary  fees  at 
or  below  a level  which  increases  only  with  the 
general  increase  in  the  cost  of  living”  and  pro- 
viding that  this  policy  be  publicized  “to  each 
component  county  society  for  its  implementa- 
tion.” Copies  of  this  resolution  were  sent  to 
the  secretaries  and  executive  secretaries  of  the 
county  medical  societies. 

Staff  Contributions  to  Hospital  Building  Pro- 
grams (page  1664).  The  House  voted  to  urge 
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doctors  on  hospital  staffs  to  participate  in 
building  programs,  to  express  opposition  to 
coercion,  and  to  recommend  that  our  delegates 
to  the  American  Medical  Association  “formu- 
late such  a resolution,  directed  to  the  Joint 
Commission  on  Accreditation  of  Hospitals 
through  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association.”  The  Council  re- 
ferred this  to  the  chairman  of  the  AMA  dele- 
gation. Our  delegation  introduced  AMA  reso- 
lution 9 (A-69)  for  this  purpose,  but  it  was 
not  adopted. 

Hospital  Schools  of  Nursing  (page  1670).  The 
House  adopted  resolution  69-1,  “Support  for 
Hospital  Schools  of  Nursing,”  which  called  for 
introduction  and  support  of  bills  (1)  to  give 
financial  support  to  the  hospital  schools  of 
nursing  “without  qualifications  or  restrictions”; 
(2)  to  grant  scholarships  to  prospective  stu- 
dents in  hospital  schools  of  nursing;  and  (3)  to 
grant  two  years  of  college  credit  to  all  regis- 
tered nurse  graduates  of  approved  accredited 
hospital  schools  of  nursing  who  wish  to  con- 
tinue their  nursing  education  toward  obtaining 
a baccalaureate  degree.  The  Council  referred 
this  resolution  to  the  Committee  on  State  Legis- 
lation. 

Hospital  Schools  of  Nursing — National  Expan- 
sion Program  (pages  1670  and  1671).  The 

House  adopted  resolution  69-93,  calling  for  in- 
troduction of  a resolution  at  the  July,  1969, 
meeting  of  the  AMA  House  of  Delegates  “man- 
dating . . . appropriate  positive  action  to  (1) 
preserve  existing  hospital  schools  of  nursing; 
(2)  improve  the  existing  schools;  (3)  encour- 
age the  establishment  of  new  hospital  schools; 
and  (4)  establish  liaison  with  the  American 
Nurses  Association,  the  National  League  for 
Nursing,  and  the  other  associations  necessary 
for  effective  action  to  achieve  these  objectives.” 
The  Council  referred  this  to  the  AMA  delega- 
tion and  to  the  Committee  on  Nursing.  Our 
delegation  introduced  resolution  4 (A-69)  as 
instructed.  Several  similar  resolutions  were 
introduced,  and  the  AMA  House  of  Delegates 
adopted  a substitute  resolution  embodying  pro- 
visions of  all  of  them.  Full  details  are  given 
in  the  report  of  the  AMA  delegation. 

Hospital  Governing  Boards — Physician  Partici- 
pation (pages  1671  and  1672).  The  House 
recommended  “to  voluntary  hospitals,  the 
Greater  New  York  Hospital  Association,  and 
the  New  York  State  Hospital  Association  that 
governing  boards  of  all  accredited  voluntary 
hospitals  have  adequate  numbers  of  community- 
based  practicing  physicians  as  members  with 
voice  and  vote.”  The  Council  referred  this  to 
the  Committee  on  Hospital  and  Professional 
Relations  and  to  the  county  medical  societies 
for  distribution  to  the  individual  hospitals  con- 
cerned. Copies  of  this  resolution  were  sent  to 
secretaries  and  executive  secretaries  of  the 
county  medical  societies. 

Hospital  Inspections  for  Accreditation  (page 
1672).  The  House  amended  and  adopted  reso- 


lution 69-82,  instructing  our  delegation  to  the 
AMA  to  introduce  a resolution  at  the  July, 
1969,  session  which  would  provide  that  the 
AMA  “take  appropriate  steps  to  improve  the 
timing,  coordination,  and  efficiency  of  inspec- 
tion procedures  by  these  two  accrediting  agen- 
cies,” that  is  the  New  York  State  Department 
of  Health  and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  The  Council  referred 
this  to  the  AMA  delegation. 

Our  delegation  introduced  AMA  resolution  8 
(A-69)  which  was  amended  and  adopted  by 
the  AMA  House  of  Delegates.  The  amended 
resolution  provides  “that  the  AMA  Commis- 
sioners to  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  urge  the  Joint  Commission  to 
investigate  the  possibility  of  appropriate  liai- 
son with  state  inspection  agencies  so  as  to  im- 
prove the  timing,  coordination,  and  efficiency 
of  survey  procedures.” 

Fees  from  Private  Patients  in  Municipal  and 
State  Hospitals  (page  1673).  The  House  ap- 
proved in  principle  and  referred  to  the  Coun- 
cil “for  study  and  implementation,”  resolutions 
69-76  and  69-88  to  permit  licensed  attending 
physicians  and  licensed  employed  physicians  to 
use  public  general  hospitals  for  their  private 
patients  and  to  collect  fees  from  the  patients. 
This  would  require  amendment  of  Section  130 
of  the  General  Municipal  Law,  which  states, 
“No  employe  of  such  hospital  shall  accept  from 
any  patient  thereof  any  fees,  payment,  or  gra- 
tuity whatsoever  for  his  service.”  The  Council 
referred  this  action  to  the  Committee  on  Hos- 
pital and  Professional  Relations  for  study,  with 
advice  from  legal  counsel,  and  for  report  to 
the  Council. 

At  its  June  meeting  the  Council  accepted 
minutes  of  a meeting  of  the  Committee  on  Hos- 
pital and  Professional  Relations  w'hich  stated 
that  the  committee  decided  that  these  resolu- 
tions could  best  be  implemented  if  they  were 
referred  to  the  Committee  on  State  Legislation. 
The  chairman  of  the  State  Legislation  Com- 
mittee has  been  informed  of  this  action  by  the 
Council. 

Complaints  of  Discrimination  (pages  1673  and 
1674).  The  House  adopted  a substitute  for 
resolution  69-18,  “Judicial  Council  of  AMA  to 
Receive  All  Complaints  on  Discrimination,” 
which  called  on  our  delegation  to  introduce  a 
resolution  at  the  July,  1969,  meeting  of  the 
AMA  House  of  Delegates  “which  would  pro- 
vide for  the  Judicial  Council,  when  they  re- 
ceive complaints  of  alleged  discrimination,  to 
enumerate  the  number  and  location  of  these 
complaints,  where,  in  the  judgment  of  the 
Judicial  Council,  a reasonable  question  exists 
that  discrimination  because  of  color,  creed, 
race,  religion,  or  ethnic  origin  may  be  present.” 
This  was  referred  by  the  Council  to  the  AMA 
delegation. 

AMA  resolution  number  6 (A-69)  calling  for 
this  action  was  introduced  by  our  delegation. 
It  was  not  adopted  by  the  AMA  House  of  Dele- 
gates. 
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Participation  of  Voluntary  Staff  Physicians  in 
the  Determination  of  Professional  Policies  in 
Accredited  Hospitals  (pages  1674  and  1675). 
The  House  adopted  resolution  69-78,  calling  on 
our  delegation  to  the  AMA  to  introduce  a 
resolution  requesting  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  require  accredited 
hospitals  to  have  medical  boards  composed  of 
both  hospital-based  and  voluntary  physicians 
elected  in  a democratic  manner  by  the  entire 
attending  staff  of  the  hospital  whose  function 
would  be  to  “advise  the  governing  board  of 
the  hospital  on  policy  matters  requiring  medi- 
cal judgment  and  skill  and  regarding  the  by- 
laws, rules,  and  regulations  of  the  professional 
staff.”  The  Council  referred  this  to  the  AMA 
delegation. 

AMA  resolution  number  5 (A-69)  intro- 
duced by  our  delegation  was  amended  by  the 
AMA  House  of  Delegates  to  read  as  follows: 
“Resolved,  That  the  AMA  commissioners 
to  the  Joint  Commission  on  Accreditation  of 
Hospitals  urge  the  Joint  Commission  to  in- 
sure that  that  body  which  carries  out  the 
governing  function  of  the  medical  staff  shall 
be  representative  of  the  medical  staff  both 
hospital-based  and  voluntary  and  that  this 
body  shall  advise  the  governing  board  of  the 
hospital  on  policy  regarding  medical  judg- 
ment and  skill  and  on  matters  relating  to 
the  bylaws,  rules,  and  regulations  of  the 
medical  staff.” 

The  amended  resolution  was  adopted. 

Fees:  Hospital-Based  Physicians  (page  1675). 
The  House  amended  and  adopted  resolution 
69-79,  “Fee-for-Service  Payment  for  Care 
Rendered  by  Hospital-Based  Salaried  Attend- 
ing Physicians.”  The  Council  referred  this  to 
the  Committee  on  Hospital-Based  Physicians 
and  directed  that  a copy  of  American  Medical 
Association  resolution  68-40  be  sent  to  the  com- 
mittee at  the  same  time.  The  committee’s  an- 
nual report  recommends'  further  changes  in 
resolution  69-79. 

Legal  Immunity  for  Investigation  and  Review 
Committees  (page  1675).  The  House  amended 
and  adopted  resolution  69-91,  “Immunity  from 
Suits  for  Libel  and  Defamation  of  Character 
for  Investigation  and  Review  Committee  Ac- 
tivities,” which  calls  for  initiation  and  support 
of  legislation  on  a State  level  to  grant  such  im- 
munity. The  Council  referred  this  to  the  Com- 
mittee on  State  Legislation. 

At  the  September  Council  meeting  the  com- 
mittee requested  and  received  “approval  to  go 
after”  five  items  of  legislation,  including  “free- 
dom of  the  utilization  committee  members  from 
lawsuits.” 

Hospital  Practice  of  Medicine:  Court  Deci- 

sion (pages  1675  and  1676).  The  House  re- 
ferred to  the  Council  resolution  69-75,  “State 
Medical  Society  to  Retain  Counsel  to  Determine 
the  Legality  of  Corporate  Practice  of  Medi- 
cine.” The  resolution  called  for  prompt  imple- 
mentation of  resolution  68-29,  which  directed 
that  funds  be  appropriated  and  special  legal 


counsel  retained  “to  seek  a final  and  authorita- 
tive adjudication  of  the  legality  of  the  prac- 
tice of  medicine  by  hospital  corporations.”  The 
Council  referred  this  to  the  Committee  on  Hos- 
pital-Based Physicians. 

At  the  March,  June,  and  September  meetings 
of  the  Council,  the  committee  made  reports  of 
answers  being  obtained  to  the  questionnaire 
through  which  it  had  sought  the  evidence  re- 
quested by  the  Attorney  General’s  office.  At 
its  September  meeting  the  Council  postponed 
action  on  a committee  recommendation  that  it 
consult  “a  highly  competent  outside  counsel — - 
not  for  initiation  of  action  at  this  time  against 
any  particular  hospital  for  practicing  medi- 
cine— but  to  obtain  an  unbiased  outside  opinion 
about  legal  aspects  of  the  problem,  the  feasibil- 
ity and  potentialities  of  success  of  such  a suit, 
as  well  as  an  estimate  of  immediate  and  ulti- 
mate cost.” 

A committee  report  dated  October  10,  sched- 
uled for  consideration  at  the  November  Coun- 
cil meeting,  stated,  “The  committee  believes 
that  the  time  has  come  for  consultation  with 
outside  legal  talent  concerning  the  institution 
of  a lawsuit;  the  Council  was  requested  to  con- 
sider the  appointment  of  appropriate  legal  tal- 
ent for  this  purpose.” 

Legal  Immunity  for  Utilization  Committees 
(page  1676).  The  House  voted  to  accept  reso- 
lution 69-52,  “Legislation  Providing  Legal  Im- 
munity for  Members  of  Utilization  Committees 
and  Medical  Societies,”  calling  for  the  initia- 
tion and  support  of  State  and  Federal  legisla- 
tion for  this  purpose.  The  Council  referred 
this  to  the  Committee  on  Federal  Legislation 
and  to  the  Committee  on  State  Legislation. 

The  Federal  Legislation  Committee  reports: 
“The  Committee  decided  that  action  would  be 
delayed  on  this  resolution  until  additional  in- 
formation was  obtained  from  California,  where 
similar  legislation  had  been  enacted.”  The 
State  Legislation  Committee’s  report  states: 
“The  Committee  is  now  reviewing  the  bill 
sponsored  in  1969  with  a view  to  expanding  its 
scope  to  include  favorable  provisions  set  forth 
in  a California  bill.” 

Public  Health  Law:  Revision  of  Article  28 

(page  1676).  The  House  referred  to  the  Coun- 
cil for  study  and  implementation  resolution 
69-9,  “Revision  of  Article  28  of  the  New  York 
State  Public  Health  Law.”  The  resolution,  if 
adopted,  would  call  for  appointment  of  an  ad 
hoc  committee  to  study  Article  28  and  its  im- 
plementation and  to  deal  with  the  State  Health 
Department  to  “bring  out  such  changes  in  the 
law  as  their  study  may  show  to  be  advanta- 
geous.” The  Council  referred  this  to  the  Com- 
mission on  Public  Health  and  Education. 

The  Commission  reported  to  the  Council  in 
November  as  follows : 

“It  would  appear  that  among  the  commit- 
tees of  the  Commission  there  are  enough 
knowledgeable  people  to  justly  criticize  the 
various  codes  and,  thus,  an  ad  hoc  committee 
is  unnecessary.  . . . The  Commission  believes 
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that  all  three  codes  authorized  under  Article 
28  of  the  Public  Health  Law  should  be  kept 
dynamic  in  character  and  be  subject  to 
amendments  to  correct  unworkable  provi- 
sions as  they  occur.  The  Commission  seeks 
Council  approval  for  this  approach  through 
committees  of  the  Commission,  thus  making 
ad  hoc  committees  for  the  purpose  both  un- 
necessary and  undesirable.” 

Fees  and  Utilization:  Medicare  Patients  in  Ex- 
tended Care  Facilities  (pages  1563  and  1564). 
The  House  adopted  a substitute  for  resolutions 
69-14  and  69-62  which  records  the  Society’s 
‘‘affirmation  of  the  payment  of  the  usual  and 
prevailing  charges  for  individual  medical  serv- 
ices to  Medicare  patients  no  matter  where 
they  are  rendered”  and  requires  “that  any 
alleged  cases  of  overutilization  in  extended  care 
facilities  and  elsewhere  be  referred  to  the  com- 
ponent county  medical  society  for  review 
through  usual  grievance  or  other  mechanisms 
of  peer  review.”  The  Council  referred  this  to 
the  Committee  on  Peer  Review  Mechanisms. 

Medicare  Fees:  Proper  Administration  (page 
1564).  The  House  amended  and  adopted  reso- 
lution 69-56,  “Support  for  the  Proper  Admin- 
istration of  the  Usual,  Customary,  and  Prevail- 
ing Fee  Concept,”  directing  that  this  Society 
inform  all  New  York  State  Medicare  inter- 
mediaries of  the  willingness  of  the  county  medi- 
cal societies  to  review  instances  of  overutiliza- 
tion of  physician  and  facility  services,  as  well 
as  all  instances  of  inappropriate  billing.  The 
Council  referred  this  to  the  Committee  on  Peer 
Review  Mechanism. 

Medicare  Fees:  Physicians’  Profiles  (pages 

1564  and  1565).  The  House  adopted  a substi- 
tute for  resolution  69—60,  “Submission  of  Up- 
dated Fee  Profiles  to  Medicare  Intermediaries,” 
approving  and  strongly  endorsing  the  principle 
that  it  is  the  individual  physician’s  responsibil- 
ity to  establish  his  usual  charges  to  all  his  pa- 
tients, recommending  to  Medicare  intermedi- 
aries that  the  waiting  period  for  updating  fee 
profiles  be  no  longer  than  three  months  and  that 
they  rescind  the  requirement  of  submission  of 
patient  lists  and  charges,  and  stating  that  the 
submission  of  such  a list  of  names  is  an  inva- 
sion of  the  physician-patient  confidentiality  and 
should  not  be  complied  with.  The  Council  re- 
ferred this  to  the  Committee  on  Medical  Care 
Insurance  so  that  the  committee  could  notify 
the  intermediaries. 

The  Committee  reports  that  this  resolution 
was  discussed  at  a joint  meeting  with  repre- 
sentatives of  the  Blue  Shield  plans.  Statements 
on  the  subject  made  at  that  time  by  Harold  J. 
Safian,  M.D.,  and  Charles  M.  Brane,  M.D.,  are 
summarized  in  the  report. 

Medicaid  Program:  Criteria  for  Participation 

(pages  1560  to  1563).  The  House  amended  and 
adopted  two  resolutions  submitted  by  the  Ref- 
erence Committee  on  Medicare  and  Medicaid  as 
a substitute  for  resolutions  69-10,  69-27,  69-46, 
and  69-63.  The  first  of  the  substitute  resolu- 


tions petitions  the  New  York  State  Department 
of  Health  to  seek  the  advice  and  assistance  of 
the  State  and  county  medical  societies  in  the 
establishment,  through  peer  review,  of  criteria 
for  eligibility  to  participate  in  the  Medicaid 
program  and  concludes  as  follows,  “Resolved, 
That  the  Medical  Society  of  the  State  of  New 
York  and/or  its  component  county  medical  so- 
cieties be  consulted  prior  to  any  final  action 
taken  by  the  New  York  State  Health  Depart- 
ment on  such  application.” 

The  second  substitute  resolution  provides 
that  State  and  county  medical  societies  must 
extend  their  efforts  to  offer  programs  of  con- 
tinuing medical  education  to  all  physicians  and 
that  county  medical  societies  should  strive  to 
secure  hospital  staff  appointments  for  all  their 
members  as  an  additional  effective  form  of 
medical  education. 

The  Council  referred  these  two  resolutions 
to  the  county  medical  societies  and  to  the  State 
Department  of  Health.  Letters  were  written 
on  May  20  to  Commissioner  Hollis  S.  Ingraham 
and  to  the  secretaries  and  executive  secretaries 
of  the  county  medical  societies. 

Medicaid  Payments  for  Contract  Laboratory 
Services  (pages  1565  and  1566).  The  House 
adopted  resolution  69-54,  “Payment  for  Con- 
tract Laboratory  Services  by  the  New  York 
State  Medicaid  Program”  which  provides  that 
the  Society  (1)  urge  the  State  Commissioner 
of  Health,  the  Commissioner  of  Medical  Serv- 
ices of  the  State  Department  of  Social  Serv- 
ices, and  the  Budget  Director  to  include  pay- 
ments to  the  attending  physician  for  automated 
contract  laboratory  services  in  the  Medicaid 
program,  and  (2)  recommend  to  physicians  and 
hospitals  that  any  savings  due  to  a lower  cost 
for  such  services  be  reflected  in  the  charges  to 
the  patient  or  the  program.  The  Council  re- 
ferred this  to  the  Commissioner  of  Health,  the 
Commissioner  of  Social  Services,  and  the  Di- 
rector of  the  Budget.  Dr.  Ingraham,  Mr. 
Wyman,  and  Mr.  Hurd  were  informed  of  this 
action. 

Medicaid  Payments  for  Taking  Papanicolau 
Smears  (pages  1566  and  1567).  The  House 
adopted  resolution  69-57,  “Payment  by  the 
New  York  State  Medicaid  Program  for  the 
Taking  of  Papanicolau  Smears,”  calling  on  the 
Society  to  urge  the  New  York  State  Depart- 
ments of  Health  and  Social  Services  and  the 
State  Budget  Director  to  provide  payment  in 
the  Medicaid  fee  schedule  for  the  taking  of 
Papanicolau  smears  by  physicians.  The  Coun- 
cil referred  this  to  the  Commissioner  of  Health, 
the  Commissioner  of  Social  Services,  and  the 
Director  of  the  Budget.  Dr.  Ingraham,  Mr. 
Wyman,  and  Mr.  Hurd  were  informed  of  this 
action. 

Medicaid  Fees:  Dermatology  (page  1566). 

The  House  voted  to  approve  resolution  69-3, 
“Fees  for  Specialists  in  Dermatology  Under 
Medicaid,”  providing  that  the  Society  “take  ap- 
propriate action  to  the  end  that  the  New  York 
State  Department  of  Health  promulgate  a fee 
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schedule  for  specialists  in  dermatology.”  The 
Council  referred  this  to  the  Policy  and  Nego- 
tiating Committee  on  Government  Supported 
Health  Plans. 

The  committee  reports  as  follows : 

“As  the  delegates  are  aware,  the  political, 
social,  and  fiscal  climate  of  the  past  year  has 
not  been  exactly  propitious  for  the  negotia- 
tion of  improved  professional  fees,  let  alone 
a usual,  customary,  and  reasonable  payment 
basis.  The  committee,  therefore,  turned  its 
attention  to  matters  that  were  more  immedi- 
ately promising.” 

Medicaid  Fee  Schedule  (page  1566).  The  House 
voted  to  disapprove  resolution  69-15,  “Recom- 
mended Changes  in  the  Medicaid  Fee  Schedule.” 
In  disapproving  the  resolution,  the  House  acted 
in  accordance  with  the  statement  of  its  refer- 
ence committee  “that  this  is  an  inappropriate 
and  inopportune  time  to  submit  definitive  fees, 
and  it  is  in  direct  opposition  to  the  State  Medi- 
cal Society’s  previous  stand  favoring  usual  and 
customary  fees.”  The  Council  referred  this  to 
the  Policy  and  Negotiating  Committee  on  Gov- 
ernment Supported  Health  Plans  for  that 
committee’s  information. 

Medicaid  Fees:  Percentage  of  Usual  and  Cus- 
tomary Charges  (page  1567).  The  House 
amended  and  adopted  resolution  69-86,  “Ad- 
justment of  Medicaid  Fees  to  the  Usual  and 
Customary  Payment  Concept,”  empowering  the 
Policy  and  Negotiating  Committee  to  negotiate 
with  the  State  government  for  Medicaid  pay- 
ments made  on  the  basis  of  an  appropriate  per- 
centage of  usual  and  customary  charges.  The 
Council  referred  this  to  the  Policy  and  Nego- 
tiating Committee  on  Government  Supported 
Health  Plans. 

The  committee  reports  as  follows:  “As  the 

delegates  are  aware,  the  political,  social  and 
fiscal  climate  of  the  past  year  has  not  been  ex- 
actly propitious  for  the  negotiation  of  improved 
professional  fees,  let  alone  a usual,  customary, 
and  reasonable  payment  basis.  The  committee, 
therefore,  turned  its  attention  to  matters  that 
were  more  immediately  promising.” 

Medicaid  Program:  Administration  (page 

1567).  The  House  approved  resolution  69-23, 
“Administration  of  Medicaid  Program,”  provid- 
ing that  the  Society  recommend  to  the  Governor 
and  the  members  of  the  Legislature  that  the 
State’s  Medicaid  program  be  made  identical  to 
the  Federal  Medicare  program  with  regard  to 
(a)  fee-for-service  payment,  (6)  fees  based 
on  usual,  customary,  and  prevailing  rates,  (c) 
physician  option  for  direct  billing,  and  ( d ) the 
employment  of  a private,  responsible,  and  ef- 
fective professional  fiscal  intermediary,  utiliz- 
ing the  Medicare  administrative  modus  oper- 
andi.  The  Council  referred  this  to  the  Gov- 
ernor and  the  State  Legislature.  Copies  of  the 
resolution  were  sent  to  the  Governor  and  to 
the  members  of  the  State  Legislature. 

Medicaid  Fees:  Effort  to  Substitute  Usual 


and  Customary  Fees  in  Place  of  Fee  Schedule 
(pages  1567  and  1568).  The  House  amended 
and  adopted  resolution  69-64,  “Usual  and 
Customary  Fees  Under  the  Medicaid  Program” 
providing  (a)  that  the  Society  make  every  ef- 
fort to  attain  the  use  of  the  usual,  customary, 
and  prevailing  fee  concept  in  the  Medicaid  pro- 
gram in  place  of  a fixed  fee  schedule,  ( b ) that 
the  membership  of  the  Society  be  advised 
promptly  as  to  the  outcome  of  negotiations  of 
usual,  customary,  and  prevailing  fees,  and  (c) 
that  a copy  of  this  resolution  be  forwarded  to 
Governor  Rockefeller  and  appropriate  State 
legislators.  The  Council  referred  this  to  the 
Policy  and  Negotiating  Committee  on  Govern- 
ment Supported  Health  Plans  and  directed  that 
copies  be  sent  to  the  Governor  and  the  legis- 
lators. A copy  was  sent  to  Governor  Rocke- 
feller, and  the  chairman  of  the  Negotiating 
Committee  was  asked  to  designate  appropriate 
legislators  to  whom  it  should  be  sent. 

Auditing  of  Physicians’  Records  (page  1568). 
The  House  amended  and  adopted  resolution 
69-58,  “Opposition  to  Auditing  of  Physicians’ 
Records,”  expressing  firm  opposition  to  on-site 
auditing  of  tax-supported  programs  in  physi- 
cians’ offices  by  representatives  of  governmental 
agencies  and  calling  for  development  of  audit- 
ing procedures  as  a peer  review  program  where 
required  by  tax-supported  plans.  The  Council 
referred  this  to  the  Committee  on  Peer  Review 
Mechanism. 

Teaching  Hospitals  (pages  1568  and  1569). 
The  House  adopted  resolution  69-24,  “Patients 
in  Teaching  Hospitals,”  calling  on  institutions 
with  internships  and  residency  training  pro- 
grams to  recognize  “the  entire  inpatient  facility 
as  a ‘teaching  setting’  in  the  traditional  con- 
cept of  according  graded  responsibility  to  in- 
terns and  residents  at  the  discretion  of  the  at- 
tending physician  of  record.”  The  Council  di- 
rected that  this  be  given  appropriate  publicity. 
It  was  reported  on  page  3 of  the  June  1969, 
issue  of  the  News  of  New  York. 

Community  Medicine  Departments  in  Hospitals 
(page  1569).  The  House  adopted  resolution  69- 
26,  “Establishment  and  Staffing  of  Departments 
of  Community  Medicine  by  Hospitals,”  urging 
that  institutions,  including  hospitals,  wishing  to- 
bring  good  medical  care  to  residents  of  poor 
neighborhoods,  staff  their  clinics  and  facilities 
with  private  and  personal  physicians  and  en- 
courage them  to  render  care  on  a fee  for  serv- 
ice basis  to  be  paid  for  chiefly  by  Medicare 
and  Medicaid  and  providing  that  the  Governor 
and  each  member  of  the  State  Legislature  be 
made  aware  of  this  action.  The  Council  di- 
rected that  this  be  given  appropriate  publicity 
and  that  copies  be  sent  to  the  Governor  and  the 
members  of  the  State  Legislature.  Copies  were 
sent  to  the  Governor  and  the  legislators.  The 
action  of  the  House  of  Delegates  was  also  re- 
ported on  page  3 of  the  June,  1969,  issue  of  the 
News  of  New  York. 

Interspecialty  Committee  (pages  1569  and 
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1570).  The  House  adopted  three  identical  reso- 
lutions, resolutions  (19-19,  “Specialty  Group 
Representation”;  69-36,  “Formation  of  an  In- 
terspecialty Committee”;  and  69  50,  “Specialty 
Group  Representation,”  calling  for  appointment 
of  an  Interspecialty  Committee  to  review  legis- 
lation, socioeconomic  matters,  and  other  sub- 
jects that  affect  the  particular  specialty  organi- 
zations and  their  practices  and  to  report  peri- 
odically to  the  Council. 

After  nominations  were  received  from  the 
specialty  organizations,  the  committee  was  ap- 
pointed. It  reported  to  the  Council  in  Septem- 
ber. 

Medicaid  Program:  Inclusion  of  Chiropractors 

(page  1571).  The  House  amended  and  adopted 
resolution  69-66,  “Opposition  to  the  Continued 
Inclusion  of  Chiropractors  as  Providers  of 
Service  Under  the  State  Medicaid  Program,” 
expressing  opposition  to  the  inclusion  of  chiro- 
practors as  “providers  of  service”  under  the 
State  Medicaid  program  and  the  Society’s  in- 
tention to  take  all  possible  action  to  eliminate 
chiropractors  as  such  “providers  of  service.” 
In  pursuit  of  this  aim,  copies  of  a statement  by 
the  Department  of  Health,  Education,  and  Wel- 
fare disapproving  the  use  of  chiropractors  in 
Medicare  were  sent  to  the  Governor,  the  State 
Legislature,  and  Congress  as  well  as  to  the 
Council  and  other  members  of  the  State  Medical 
Society. 

Disaster  Medical  Care  Committee  (page  1574). 
The  House  recommended  the  appointment  of  a 
Committee  on  Disaster  Medical  Care.  This  was 
done. 

Motor  Vehicle  Law:  Proposed  Changes  (pages 
1574  and  1575).  The  House  approved  resolu- 
tion 69-28,  “Proposed  Improvements  in  the 
State  Motor  Vehicle  Law,”  listing  eight  pro- 
posals for  changing  the  law.  The  House  also 
adopted  the  reference  committee  recommenda- 
tion that  this  resolution  be  referred  back  to  the 
Committee  on  Accident  and  Injui’y  Prevention 
“for  further  implementation.”  The  Council  re- 
ferred this  to  the  Committee  on  Accident  and 
Injury  Prevention. 

The  committee’s  annual  report  recommends 
that  no  action  be  taken  at  present  on  Resolveds 
2 and  3 of  resolution  69-28  and  that  no  further 
action  on  Resolveds  1,  4,  and  5 be  taken  until 
recommendations  are  available  from  the  New 
York  State  Driver  Licensing  Consulting  Panel, 
which  is  studying  the  resolution. 

Nonpsychotic  Senile  Patients  in  State  Mental 
Institutions  (pages  1575  and  1576).  The  House 
adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Public  Health  and  Education  ex- 
pressing approval  of  resolution  69-34,  “Ex- 
clusion of  Nonpsychotic  Senile  Patients  from 
State  Mental  Institutions,”  but  noting  that  the 
Committee  on  Aging  and  Nursing  Homes  is 
currently  effectively  working  on  the  problem 
presented  and  that  more  lenient  guidelines  now 
being  formulated  by  the  Department  of  Mental 


Hygiene  will  be  distributed  soon  to  the  admin- 
istrators of  mental  hospitals. 

At  the  June,  1969,  Council  meeting  the  Com- 
mittee on  Aging  and  Nursing  Homes  reported 
as  follows:  “On  May  22,  1969,  the  State  De- 

partment of  Mental  Hygiene  brought  the  eval- 
uation admission  teams  of  all  the  State  hos- 
pitals to  a Department  meeting  in  Albany  at 
which  time  the  teams  were  briefed  on  the  new 
guide  lines  and  were  urged  to  use  judgment  in 
every  case,  taking  into  consideration  all  the 
facets  of  the  applicant  for  admission.  At 
the  time  of  this  meeting,  the  need  for  communi- 
cation with  nursing  home  administrators  about 
a working  agreement  between  nursing  homes 
and  State  hospitals  of  their  region  was  empha- 
sized. Such  an  agreement  would  involve  a 
two-way  flow  of  patients.”  On  recommendation 
of  the  Committee  the  Council  voted  that  this 
Society  should  strongly  support  the  effort  to 
set  up  agreements  for  a two-way  transfer  of 
patients  between  nursing  homes  and  State 
hospitals.  In  this  connection,  the  Council  also 
approved  a recommended  amendment  of  Section 
753.1  of  Chapter  V of  the  State  Hospital  Code. 

Monthly  Visits  to  Patients  in  Extended  Care 
Facilities  (page  1576).  The  House  referred 
resolution  69-49,  “Abolition  of  Regulation  Re- 
quiring Monthly  Physician’s  Visits  to  Patients 
in  Extended  Care  Facilities,”  through  the 
Council  to  the  Committee  on  Aging  and  Nurs- 
ing Homes  for  “reconsideration  in  the  light  of 
previously  submitted  action  on  this  subject 
matter.”  The  resolution,  if  adopted,  would 
place  the  Society  on  record  as  favoring  aboli- 
tion of  this  regulation  when  a person  in  such 
a facility  is  under  the  care  of  a personal  phy- 
sician whose  medical  judgment  should  establish 
the  necessary  frequency  of  visits. 

The  Council  referred  this  to  the  Committee 
on  Aging  and  Nursing  Homes.  At  the  June 
Council  meeting  the  committee  recommended 
that  this  resolution  be  disapproved.  The  Coun- 
cil voted  to  disapprove  the  resolution  and  to 
urge  that  the  regulation  in  question  be  main- 
tained in  the  Code. 

Elderly  Persons  and  Patients  with  Mild  Degree 
of  Dementia  (page  1576).  The  House  approved 
resolution  69-53,  “Health  Related  Facilities 
Code,  Subchapters  B and  G of  the  State  Hos- 
pital Code,”  requesting  the  State  Health  De- 
partment and  the  State  Department  of  Mental 
Hygiene  to  review  the  Code  and  Memorandum 
68-27  of  the  Mental  Hygiene  Department  and 
to  cooperate  with  each  other  in  developing  a 
realistic  and  practical  plan  and  code  for  the 
care  of  the  elderly  and  patients  with  mild  de- 
gree of  dementia.  The  Council  referred  this  to 
the  Commission  on  Public  Health  and  Educa- 
tion. 

The  Committee  on  Aging  and  Nursing  Homes 
reports  that,  at  a conference  of  State  Medical 
Society  officials  and  representatives  of  the  State 
Departments  of  Health  and  Mental  Hygiene, 
new  guidelines  were  set  up  and  a working 
agreement  was  proposed  between  nursing 
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homes  and  the  State  hospitals  to  provide  a 
two-way  flow  of  patients. 

Alcoholism  and  Drug  Abuse  (pages  1576  and 
1577).  The  House  accepted  the  report  of  the 
Committee  on  Alcoholism  and  Drug  Abuse,  in- 
cluding recommendations  that  (a)  a teaching 
day  be  set  up  for  chairmen  of  county  medical 
society  committees  on  alcoholism  and  drug 
abuse;  (b)  liaison  be  established  between 
county  medical  society  committees  on  alcohol- 
ism and  drug  abuse  and  corresponding  commit- 
tees of  county  bar  associations;  and  (c)  the  So- 
ciety sponsor  a State-wide  conference  to  insti- 
tute the  program  on  narcotics  control  sug- 
gested at  the  national  conference  on  the  misuse 
and  abuse  of  narcotics.  The  Council  referred 
this  to  the  Committee  on  Alcoholism  and  Drug 
Abuse. 

Forensic  Pathologists  (page  1582).  The  House 
adopted  a portion  of  the  reference  committee 
report  which  stated,  “Efforts  should  be  made 
to  encourage  physicians  and  other  pathologists 
to  enter  this  field  (forensic  pathology).  This 
reference  committee  would  like  to  go  on  record 
as  urging  local  authority  to  recognize  the  need 
(for  forensic  pathologists)  and  the  necessity 
for  more  adequate  compensation.”  The  Council 
referred  this  to  the  Committee  on  Forensic 
Medicine. 

The  Committee  reports  that  it  is  sending  a 
questionnaire  to  each  county  in  the  State  to 
determine  the  number  of  deaths  being  reported 
for  official  investigation  out  of  the  total  number 
of  deaths,  the  facilities,  the  type  of  investiga- 
tion being  carried  out,  and  budgetary  provi- 
sions. 

Clinical  General  Practice  Departments  in  State- 
Supported  Medical  Schools  (pages  1582  to 
1584).  The  House  amended  and  adopted  a sub- 
stitute resolution  for  resolutions  69-17,  69-30, 
69-69,  and  69-92.  The  substitute  resolution 
places  the  Society  on  record  as  favoring  the 
establishment  of  clinical  departments  of  gen- 
eral practice  in  all  of  the  tax-supported  med- 
ical schools  of  this  State.  It  stipulates  that 
these  general  practice  departments  should  be 
headed  by  general  practitioners  and  staffed  by 
practitioners  specifically  trained  for  the  pur- 
pose. It  also  directs  that  the  Society  support 
proposed  legislation  (S.  939;  A.  1578)  to  amend 
Section  355  of  the  Education  Law  for  the  pur- 
pose of  establishing  such  departments. 

The  chairman  of  the  State  Legislation  Com- 
mittee reported  to  the  Council  in  March  that 
this  bill  had  passed  both  Houses  of  the  State 
Legislature  and  was  awaiting  signature  by  the 
Governor. 

Professional  Information  Service  on  Hearing 
(page  1585).  The  House  adopted  a portion  of 
the  report  of  the  Reference  Committee  on  Pub- 
lic Health  and  Education  which  noted,  without 
comment,  the  recommendation  of  the  Com- 
mittee on  the  Hard  of  Hearing  and  the  Deaf 
that  some  mechanism  be  set  up  whereby  re- 
quests for  literature,  information,  and  medical 


and  surgical  treatment  could  be  processed  and 
answers  given  on  a professional  basis  under  the 
auspices  of  the  State  Medical  Society.  The 
Council  referred  this  to  the  Committee  on  the 
Hard  of  Hearing  and  the  Deaf. 

Medical  Schools:  Expansion  and  Construction 
(page  1590).  The  House  voted  to  approve  reso- 
lution 69-8,  “Expansion  of  Opportunities  for 
Medical  Education  in  New  York  State,”  calling 
for  immediate  and  continued  efforts  by  this  So- 
ciety to  impress  on  the  State  Legislature  the 
“urgent  need  to  expand  existing  medical  schools 
and  to  build  new  ones.”  The  Council  referred 
this  to  the  Committee  on  Continuing  Education. 

Family  Practice:  Recruitment  of  Physicians 

(pages  1590  and  1591).  The  House  approved 
resolution  69-81,  “Incentives  for  Medical  Stu- 
dents, after  Graduation,  to  Practice  as  Gen- 
eralists, Pediatricians,  and  Internists,”  which 
calls  on  this  Society  to  recommend  to  the 
American  Medical  Association  and  to  all  medi- 
cal schools  within  the  State  that  programs  be 
initiated  to  encourage  medical  students  to 
enter  family  practice  in  the  status  of  internists, 
pediatricians,  and  general  practitioners.  The 
Council  directed  that  this  be  sent  to  the  medical 
schools  and  to  the  AMA.  Copies  of  the  resolu- 
tion were  sent  to  the  deans  of  the  11  medical 
schools. 

Our  delegation  introduced  resolution  10  (A- 
69)  in  the  American  Medical  Association  House 
of  Delegates.  The  resolution  was  adopted  by 
that  House  after  amendment  by  changing 
“Generalists”  to  “Family  Practitioners”  and  by 
adding  a second  “Resolved,”  urging  medical 
schools  “to  establish  appropriate  professional 
units,  such  as  departments  of  family  practice.” 

Physical  Therapists:  Supervision  (page  1591). 
The  House  approved  resolution  69-89,  “Amend- 
ment to  Education  Law  re  Physical  Thera- 
pists,” that  the  Society  resolutely  oppose 
amendment  of  the  State  Education  Law  which 
would  permit  physical  therapists  to  treat  pa- 
tients on  “referral  by  a duly  licensed  physi- 
cian” rather  than  “under  the  supervision  of  a 
duly  licensed  physician”  as  at  present.  The 
Council  referred  this  to  the  Committee  on  Re- 
vision of  the  Education  Law. 

The  Committee  reports  objections  which  it 
raised  to  the  1969  bill  for  Education  Law  re- 
vision (S.  4654)  and  will  report  to  the  House 
of  Delegates  later,  if  possible,  on  its  analysis 
of  the  bill  which  is  expected  to  be  prefiled  for 
introduction  at  the  1970  session  of  the  Legis- 
lature. 

Laboratory  Technicians:  Training  (page 

1591).  The  House  adopted  resolution  69-90, 
“Increase  in  Facilities  for  Training  Laboratory 
Technicians,”  and  voted  to  refer  it  to  the  Com- 
mittee on  Health  Manpower.  The  resolution 
calls  on  the  State  Medical  Society  to  lend  sup- 
port to  encourage  health  departments,  colleges, 
and  technical  schools  to  educate  qualified 
trainees  in  the  laboratories  of  approved  hos- 
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pitals  which  have  adequate  teaching:  personnel. 
It  calls  for  steps  to  be  taken  to  obtain  the 
necessary  funds  from  Federal,  State,  and  local 
governmental  agencies  and  philanthropic  foun- 
dations to  attain  this  objective.  The  Council 
referred  this  to  the  Committee  on  Health  Man- 
power. 

In  its  annual  report  to  the  House  of  Dele- 
gates, the  committee  reports  that  it  would  ap- 
preciate having  the  State  Society  staff  secure 
information  as  to  the  number,  size,  and  effec- 
tiveness of  schools  providing  training  of  lab- 
oratory technicians. 

Transcription  of  Autopsy  Findings  on  Maternal 
Deaths  (page  1592).  The  House  voted  to  rec- 
ommend “that  monies  be  provided  to  permit 
the  transcribing  of  autopsy  findings  on  ma- 
ternal deaths.”  The  Council  referred  this  to 
the  Committee  on  Maternal  and  Child  Welfare 
with  a suggestion  that  it  make  a specific 
recommendation  to  the  Council  for  carrying 
this  out. 

At  its  September  meeting  the  Council  ac- 
cepted a report  of  the  Committee  on  Budget 
and  Finance  which  stated  that  the  committee 
had  approved  $1,500  for  transcripts  of  autop- 
sies arising  out  of  infant  deaths. 

Maternity  Beds  for  Gynecology  Patients  (page 
1592).  The  House  adopted  resolution  69-35, 
“Admitting  Procedures  to  Maternity  Floors,” 
calling  on  the  Society  to  “take  the  necessary 
action  to  seek  the  revision  of  the  State  Hospital 
Code  to  permit  general  surgeons  who  are  au- 
thorized by  hospital  staff  appointments  to  per- 
form gynecologic  procedures  to  admit  such 
patients  to  maternity  floors.”  The  Council  re- 
ferred this  to  the  State  Health  Department  for 
possible  changes  in  regulations  or  amendments 
to  the  Sanitary  Code.  The  Commissioner  of 
Health  was  informed  of  this  action. 

District  Diabetes  Committees  (page  1594). 
The  House  accepted  the  report  of  the  Commit- 
tee on  Metabolic  Diseases,  containing  an  ex- 
pression of  the  opinion  that  “consolidation  of 
committees  on  diabetes  by  districts  might  be 
advisable.”  The  Council  took  no  action  on  this. 

Sex  Education  by  Physicians  (page  1597).  The 
House  recommended  that  physicians  make 
themselves  available  “for  resource  and  teach- 
ing in  these  (sex  education  or  ‘family  life  edu- 
cation’) programs  within  the  school,  especially 
from  a team  approach.”  The  Council  took  no 
action  on  this. 

Physical  Examinations  in  Schools  (pages  1598 
and  1599).  The  House  disapproved  resolution 
69-16,  “Amendment  to  Article  19  of  the  State 
Education  Law  to  Eliminate  In-School  Physi- 
cal Examinations,”  and  referred  this  matter  to 
the  Committee  on  School  Health  for  further 
consideration.  The  Council  referred  this  action 
to  the  Committee  on  School  Health. 

The  Committee  reports  that  it  was  repre- 
sented at  a hearing  held  by  Leo  Feichtner, 
M.D.,  director  of  health  services  for  the  State 


Department  of  Education,  and  that,  as  a re- 
sult of  this  meeting,  Dr.  Feichtner  promised 
that  the  State  Department  of  Education  would 
introduce  a bill  in  next  year’s  State  Legislature 
to  make  this  change  in  the  Education  Law. 

Archival  Material  of  County  Societies:  In- 

ventory and  Preservation  (page  1545).  The 
House  adopted  the  portion  of  the  report  of  the 
Reference  Committee  on  Scientific  Activities 
and  Publications  recommending  careful  reading 
by  the  delegates  of  the  supplementary  report 
of  the  Committee  on  Archives  and  History 
(now  Committee  on  Archives),  emphasizing  the 
conclusion  “that  every  effort  be  made  to  moti- 
vate officers  of  county  medical  societies  to 
search  for,  make  inventory  of,  and  preserve 
archival  material  pertaining  to  their  societies.” 
The  Council  referred  this  to  Norman  S.  Moore, 
M.D.,  director  of  the  Division  of  Scientific  Ac- 
tivities, with  a request  that  he  inform  the 
county  medical  societies  of  this  action  of  the 
House  of  Delegates. 

Dr.  Moore  sent  a memorandum  to  this  effect 
to  the  county  medical  society  presidents  and 
also  informed  them  that  Joseph  A.  Tamerin, 
M.D.,  chairman  of  the  Committee  on  Archives, 
would  communicate  with  them  further  on  this 
subject. 

District  Branch  Boundaries  (page  1556).  The 
House  voted  to  endorse  the  principle  of  reap- 
portionment of  the  counties  to  district  branches 
in  specified  areas  where  this  will  strengthen 
the  district  concept;  and  also  voted  (a)  that  the 
change  proposed  by  the  Committee  on  District 
Branches  is  premature  since  the  boundaries  of 
the  Comprehensive  Health  Planning  Agencies 
have  not  as  yet  been  established,  (6)  that  no 
such  reapportionment  of  counties  to  district 
branches  should  take  place  without  the  advice 
and  consent  of  individual  county  societies  in- 
volved in  the  change.  The  Council  received 
this  as  information. 

A resolution  embodying  the  recommendations 
of  the  Committee  on  District  Branches  was  re- 
ferred to  the  House  Committee  on  Constitution 
and  Bylaws  and  is  being  reported  on  by  that 
committee. 

District  Branch  Staff  (page  1556).  The  House 
voted  to  suggest  “that  the  possibility  of  a full- 
time staff  at  the  district  level  be  considered  in 
those  areas  where  it  may  be  applicable.”  The 
Council  took  no  action  on  this. 

Diploma  Schools  of  Nursing  (page  1648).  The 
House  voted  that  “all  members  of  our  Con- 
gressional delegation  should  be  informed  how 
important  we  feel  it  is  that  the  diploma  schools 
of  nursing  not  only  be  continued  but  indeed 
(be)  strengthened  and  expanded,  especially 
through  legislative  financial  assistance.”  The 
Council  directed  that  this  be  sent  to  members 
of  Congress  from  New  York  State. 

The  chairman  of  the  Committee  on  Federal 
Legislation  was  so  informed.  The  committee 
reports  as  follows:  “The  committee  decided 
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that  this  recommendation  should  be  carried  out 
but  that  the  wording  should  be  revised  to  con- 
form with  the  resolution  previously  adopted  by 
the  committee  in  regard  to  this  problem.” 

Medicaid:  Billing  (page  1648).  The  House 

voted  that  the  question  of  billing  under  Title 
19  is  now  a matter  which  should  be  handled  and 
implemented  by  the  Committee  on  State  Legis- 
lation. 

The  chairman  of  the  Committee  on  State 
Legislation  reported  to  the  Council  in  March 
that  a bill  had  been  introduced  to  make  billing 
under  Medicaid  similar  to  billing  under  Medi- 
care but  that  it  died  in  the  Assembly. 

Contacts  with  Congressmen  (page  1648).  The 
House  voted  that  the  Federal  Legislation  Com- 
mittee should  intensify  its  activities  in  estab- 
lishing more  direct  personal  contacts  with 
members  of  the  New  York  State  Congressional 
delegation  while  they  are  in  session  in  Wash- 
ington, provided  the  physicians  selected  to 
make  our  presentation  are  well  informed  and 
instructed  in  the  leanings  and  interests  of  the 
legislators  with  whom  they  plan  to  speak  as 
well  as  in  the  interests  of  the  Society.  The 
Council  referred  this  to  the  Committee  on  Fed- 
eral Legislation. 

The  committee  reported  that  it  is  developing 
a system  to  form  a working  force  of  such 
physicians. 

Conference  of  County  Society  Executives  (page 
1656.)  The  House  recommended  that  the  con- 
ference of  county  medical  society  executive  sec- 
retaries and  directors  with  the  staff  of  the 
State  Society  be  continued.  The  Council  re- 
ferred this  to  the  executive  vice-president. 

The  executive  vice-president  reports  that  on 
October  10  he  attended  the  second  annual  con- 
ference of  county  medical  society  and  State 
Society  executives  held  in  Purchase,  New  York. 

Student  American  Medical  Association  (page 
1656).  The  House  voted  that  the  Society  has, 
in  the  past,  neglected  communications  with 
the  Student  American  Medical  Association. 
The  Council  referred  this  to  the  Committee  on 
Public  Relations  with  a request  that  that  com- 
mittee investigate  and  report  on  the  problems 
of  the  Student  American  Medical  Association. 

The  committee  reports  that  relationships 
with  medical  students  received  increased  at- 
tention in  1969.  The  report  describes  means  by 
which  the  committee  has  sought  to  establish 
relationships  with  the  students. 

Definition  of  Practice  of  Medicine  (page  1658). 
The  House  voted  to  accept,  as  a compromise, 
the  agreement  to  eliminate  the  word  “physical” 
from  the  definition  of  the  practice  of  medicine 
since  it  was  considered  impossible  to  have  the 
word  “mental”  inserted  in  the  definition.  The 
Council  referred  this  to  the  Committee  on  the 
Revision  of  the  Education  Law. 

The  committee  reports  objections  which  it 
raised  to  the  1969  bill  for  Education  Law  Re- 
vision (S.  4654)  which  was  defeated  by  the 


Assembly  and  will  report  to  the  House  of  Dele- 
gates later,  if  possible,  on  its  analysis  of  the 
bill  which  is  expected  to  be  prefiled  for  intro- 
duction at  the  1970  session  of  the  Legislature. 

Medicine  and  Religion  Committee  (page  1658). 
The  House  voted  that  the  Committee  on  Medi- 
cine and  Religion  be  “revitalized”  and  include 
members  of  “all”  religious  faiths.  Subjects 
for  exploration  by  this  committee  suggested  in 
the  reference  committee  report  adopted  by  the 
House  are:  organ  transplants;  transplant  pri- 
orities; unmarried  mothers;  and  the  impact  of 
religion  on  the  public’s  attitude  toward  autopsy. 
The  Council  referred  this  to  the  Committee  on 
Medicine  and  Religion.  Since  the  Committee 
has  no  chairman,  it  was  impossible  to  transmit 
this  information. 

Medical  Assistants  Association  (page  1659). 
The  House  voted  (a)  to  urge  members  of  the 
Society  to  encourage  their  medical  assistants 
to  become  members  of  the  New  York  State 
Medical  Assistants  Association;  ( b ) that  the 
Society  continue  to  provide  communication 
facilities  for  the  Association;  and  (c)  that 
$1,000  be  provided  for  use  by  the  Association 
“to  encourage  their  efforts  to  increase  mem- 
bership, to  continue  their  educational  activities, 
and  to  maintain  their  association  with  the  na- 
tional organization.”  The  Council  referred  this 
to  the  Committee  on  Budget  and  Finance  and 
to  the  Board  of  Trustees. 

At  its  meeting  on  September  25,  the  Board 
of  Trustees  voted  to  disapprove  the  $1,000 
allotment. 

Abortion  Law  Revision  (page  1661).  The 
House  amended  and  adopted  a substitute  for 
resolution  69-96,  “Criteria  for  Revision  of 
Abortion  Law.”  The  resolution,  as  adopted, 
adds  two  new  criteria  to  those  adopted  in 
1966  as  providing  valid  reasons  for  the  termi- 
nation of  a pregnancy.  It  also  deletes  the 
words  “legally  established”  from  the  third 
criterion  adopted  in  1966,  which  now  reads 
as  follows:  “(c)  The  pregnancy  resulted  from 
statutory  or  forcible  rape  or  incest.” 

Copies  of  the  revised  position  statement  were 
sent  to  the  Governor,  the  leaders  of  the  Senate 
and  Assembly,  and  the  members  of  the  Senate 
and  Assembly  committees  considering  this  legis- 
lation. The  Committee  on  State  Legislation 
reports  that  “The  proposed  liberalization  of 
New  York  State’s  eighty-six-year-old  abortion 
law  (A.  3473 — Blumenthal)  was  rejected  for 
the  third  straight  year.  . . . This  year’s  vote 
followed  an  eleventh  hour  plea  by  the  Governor 
for  approval  and  a lengthy,  highly  emotional 
debate.” 

Public  Corporation  to  Deliver  Medical  Care 
(pages  1535  to  1537).  The  House  adopted  a 
position  favoring  the  formation  at  a State 
level  of  a public  corporation  for  the  de- 
livery of  medical  care  as  suggested  in  the  re- 
port of  the  Committee  on  Research  and 
Planning  and  recommended  that  the  Research 
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and  Planning  Committee  keep  the  membership 
informed  of  its  progress.  The  Council  re- 
ferred this  to  the  Committee  on  Research  and 
Planning. 

The  chairman  of  the  committee  presented 
to  the  council  in  November  a document  en- 
titled, “To  Meet  a Challenge:  A Non-profit 

Public-Benefit  Corporation  for  Delivery  of 
Personal  Health  Services.”  His  November  re- 
port transmitting  the  document  stated  as  fol- 
lows: “The  Committee  on  Research  and  Plan- 

ning has  approved  the  distribution  of  this 
document  to  the  Council  and  the  members  of 
the  Medical  Society  of  the  State  of  New  York. 

. . . The  joint  exploration  of  such  a corporate 
body  with  the  Hospital  Association  of  New 
York  State  is  continuing.” 

Transplantation  Study  (pages  1537  and  1538). 
By  adopting  resolution  69-74,  “Extension  of 
the  Life  of  the  Temporary  State  Commission 
on  the  Study  of  Problems  Relating  to  Trans- 
plantation,” the  House  voted  to  petition  the 
Governor  to  extend  the  life  and  charge  of  the 
Temporary  State  Commission  for  the  Study  of 
Problems  Relating  to  Transplantation  of  Or- 
gans and  Tissues  and  to  provide  adequate 
funds  for  the  completion  of  its  work. 

At  the  March  Council  meeting  the  chair- 
man of  the  Committee  on  State  Legislation  re- 
ported that  a bill  for  this  purpose  was  on  the 
floor  of  the  Senate  and  of  the  Assembly. 

Dead  Human  Body  Laws  and  Uniform  Ana- 
tomical Gift  Act  (page  1538).  The  House 
amended  and  adopted  resolution  69-4,  “Codifi- 
cation of  Laws  Pertaining  to  the  Dead  Human 
Body  and  the  Uniform  Anatomical  Gift  Act,” 
petitioning  the  Governor  to  extend  the  charge 
of  the  Temporary  State  Commission  for  the 
Study  of  the  Problems  Relating  to  Transplan- 
tation of  Organs  and  Tissues  to  include  sur- 
vey, clarification,  revision,  and  codification  of 
laws  relating  to  the  dead  human  body,  in- 
corporating the  Uniform  Anatomical  Gift  Act 
recommended  by  the  National  Conference  of 
Commissioners  on  Unified  State  Laws. 

John  H.  Carter,  M.D.,  chairman  of  the  State 
Legislation  Committee,  reported  to  the  Council 
in  March  that  a bill  for  this  purpose  was  on 
the  floor  of  both  Houses.  The  committee’s  an- 
nual report  states  as  follows : 

“Anatomical  Gift  Act  (A.  8101-A-Mc- 
Closkey;  S.  2501-A — Lombardi).  This  pro- 
posed law  . . . passed  the  Senate.  In  the 
Assembly  the  bill  was  reported  out  of  com- 
mittee and  was  sponsored  by  Assemblyman 
McCloskey  as  a substitute  for  his  own  bill. 
However,  since  a pre-vote  check  revealed 
that  the  bill  could  not  pass,  the  Assembly- 
man  requested  that  it  be  recommitted  to  the 
Rules  Committee,  where  it  died.  As  already 
mentioned,  the  existence  of  a commission 
was  a prime  reason  for  the  defeat  of  this 
bill ” 


Interests  of  Physicians-in-Training  (page 
1539).  The  House  amended  and  adopted 
resolution  69-22,  “House  Staff  Physicians  and 
the  State  Medical  Society,”  providing  that  the 
Society  “include  in  its  activities  and  delibera- 
tions those  topics  and  problems  which  are  of 
greatest  interest  and  concern  to  the  young 
physicians-in-training  in  the  State  of  New 
York.”  The  Council  took  no  action  on  this 
resolution. 

Professional  Liability  Insurance:  Legislation 

(page  1539).  The  House  amended  and  adopted 
resolution  69-40,  “Legislation  Affecting  Pro- 
fessional Liability  Insurance,”  which  provides 
that  the  Society  “through  its  legal  representa- 
tives continue  to  consider  areas  of  possible 
legislation  which  might  help  to  alleviate  the 
malpractice  situation  in  the  State.”  The 
Council  referred  this  to  the  Committee  on 
State  Legislation. 

Budget  and  Finance  Committee  for  the 
American  Medical  Association  (page  1540). 
The  House  amended  and  adopted  resolution 
69-41,  “Budget  and  Finance  Committee  for 
the  AMA,”  instructing  the  New  York  delega- 
tion to  introduce  a resolution  at  the  July, 
1969,  meeting  of  the  American  Medical 
Association  House  of  Delegates  for  the  pur- 
pose of  amending  the  Constitution  and  By- 
laws of  the  American  Medical  Association  to 
create  a Budget  and  Finance  Committee  of 
the  House,  of  which  the  Association’s  secre- 
tary-treasurer would  be  an  ex  officio  member. 
The  Council  referred  this  to  the  New  York 
State  delegation  to  the  American  Medical 
Association. 

Our  delegation  introduced  resolution  7 
(A-69)  for  this  purpose.  The  American  Medi- 
cal Association  House  of  Delegates  adopted 
a substitute  for  this  resolution  which  pro- 
vided that  the  Finance  Committee  of  the 
Board  of  Trustees  meet  in  advance  of  each 
annual  convention  with  the  reference  com- 
mittee to  which  the  annual  financial  state- 
ment will  be  referred  for  presentation  and  dis- 
cussion of  data  which  will  enable  the  reference 
committee  to  make  a more  meaningful  evalua- 
tion of  the  statement. 

Date  of  Annual  Meeting  (page  1548).  Prior 
to  consideration  of  the  reference  committee 
reports  two  delegates  suggested  that  action 
be  taken  to  change  the  date  of  the  meeting  of 
the  House  of  Delegates  from  February  to  May. 
The  Speaker  of  the  House  of  Delegates  stated : 
“I  don’t  think  a motion  is  in  order.  ...  If  there 
is  no  objection,  I would  suggest  that  this  be 
referred  to  the  Council  for  its  study  and 
recommendation.  ...  Is  there  any  objection  to 
this  being  done?  Hearing  none,  it  is  so 
ordered.”  The  Council  took  no  action  on  this 
referral. 
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1970  HOUSE  OF  DELEGATES 


Reports  to  House 


Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4,  of 
the  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York,  the  Nominating  Committee  met 
at  the  Yale  Club,  50  Vanderbilt  Avenue,  New 
York  City,  on  Monday,  December  8,  1969,  at 
5:00  P.M. 

Present  were  the  following: 

Fifth  District — Edward  C.  Hughes,  M.D.,  On- 
ondaga, Chairman 

First  District — Warren  A.  Lapp,  M.D.,  Kings 
Second  District — Milton  Gordon,  M.D.,  Suffolk 
Third  District — Robert  Greenwald,  M.D.,  Scho- 
harie 

Fourth  District — Francis  X.  Dever,  M.D.,  War- 
ren 

Sixth  District — Paul  M.  DeLuca,  M.D.,  Broome 


Seventh  District — Lynn  R.  Callin,  M.D.,  Monroe 
Eighth  District- — Kenneth  H.  Eckhert,  M.D., 
Erie 

Ninth  District — Reid  R.  Heffner,  M.D.,  West- 
chester 

Member- At-Large — John  E.  Lowry,  M.D., 

Queens 

Excused  was  the  following: 

M ember -at-Large — Milton  Helpern,  M.D.,  New 
York 

After  careful  consideration  of  the  recom- 
mendations submitted  by  the  district  branches, 
county  societies,  and  sections  in  response  to  a 
memorandum  of  September  24,  1969,  your  com- 
mittee respectfully  nominates  the  following 
candidates  for  election  on  February  12,  1970: 


President— Walter  Scott  Walls,  M.D.,  Erie 
President-Elect — George  Himler,  M.D.,  New  York 
Vice-President— G.  Rehmi  Denton,  M.D.,  Albany 

Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  M.D.,  Nassau 

Treasurer — Thomas  F.  McCarthy,  M.D.,  Bronx 
Assistant  Treasurer — Albert  M.  Schwartz,  M.D.,  New  York 
Speaker — Irving  L.  Ershler,  M.D.,  Onondaga 
Vice-Speaker — George  T.  C.  Way,  M.D.,  Dutchess 
Trustee  (for  five  years) — Walter  T.  Heldmann,  M.D.,  Richmond 
Trustee  ( to  fill  unexpired  term, 

three  years) — Milton  Helpern,  M.D.,  New  York 
Councillors  (four  for  three  years) — -John  H.  Carter,  M.D.,  Albany 

George  L.  Collins,  Jr.,  M.D.,  Erie 
Ralph  S.  Emerson,  M.D.,  Nassau 
Paul  M.  DeLuca,  M.D.,  Broome 


Delegates  to  the  American  Medical  Association  (thirteen  delegates)  and  thirteen  alternates 

for  two  years  commencing  January  1, 1971 : 


Edgar  P.  Berry,  M.D.,  New  York 
Thomas  S.  Bumbalo,  M.D.,  Erie 
Lynn  R.  Callin,  M.D.,  Monroe 
John  Lee  Clowe,  M.D.,  Schenectady 
Thomas  S.  Cotton,  M.D.,  Steuben 


Irving  L.  Ershler,  M.D.,  Onondaga 
Irwin  Felsen,  M.D.,  Allegany 
Henry  I.  Fineberg,  M.D.,  Queens 
John  M.  Galbraith,  M.D.,  Nassau 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
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Milton  Gordon,  M.D.,  Suffolk 
Walter  F.  Harrison,  Jr.,  M.D.,  Warren 
Milton  Helpern,  M.D.,  New  York 
Frederic  W.  Holcomb,  Jr.,  M.D.,  Ulster 
Joseph  J.  Kaufman,  M.D.,  Wayne 
David  Kershner,  M.D.,  Kings 
George  E.  Leone,  M.D.,  Suffolk 
John  E Lowry,  M.D.,  Queens 

The  thirteen  nominees  receiving  the  largest 
number  of  votes  will  be  delegates;  the  second 
thirteen  will  he  alternates. 


James  A.  Moore,  M.D.,  Albany 
Irving  M.  Pallin,  M.D.,  Kings 
Charles  M.  Smith,  M.D.,  Seneca 
Lester  R.  Tuchman,  M.D.,  Queens 
Samuel  Wagreich,  M.D.,  Bronx 
Walter  Scott  Walls,  M.D.,  Erie 
Waring  Willis,  M.D.,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 
FEBRUARY  11,  1970 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Annual  Dinner  Dance 

in  honor  of 

WALTER  T.  HELDMANN,  M.D. 

President 


Cocktail  Hour — 7:00  p.m. 
VERSAILLES  BALLROOM 

Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $22  per  person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  11,  1970. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list. 
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1970  HOUSE  OF  DELEGATES 


Reports  of  Officers 


President 


To  the  House  of  Delegates,  Gentlemen: 

Each  year  at  this  time,  it  is  usual  and 
customary,  and  to  my  mind,  a bit  unreasonable, 
for  the  President  of  the  Medical  Society  of  the 
State  of  New  York  to  render  an  accounting  of 
his  stewardship.  Usual  and  customary  because 
he  is  so  obligated  by  our  constitution,  and  a 
bit  unreasonable  because  in  order  for  the  re- 
port to  be  published  in  time,  it  must  be  written 
before  six  months  of  his  term  of  office  have  ex- 
pired ! 

New  programs  or  projects  of  this  year  are 
just  getting  started  or  are  in  full  swing  but  can 
hardly  be  evaluated  and  objectively  reported  to 
the  membership  at  this  time.  This  is  one  of  the 
reasons  for  having  the  complete  study  and  re- 
vision of  our  constitution  which  I recommended 
in  my  inaugural  address.  This  study  is  well  on 
its  way  but  no  definitive  action  can  be  reported 
at  this  time.  The  Division  of  Research  and 
Planning,  directed  by  Harry  D.  Kruse,  M.D., 
has  been  bringing  our  constitution  and  bylaws 
up-to-date  including  the  addition  of  all  new 
amendments  and  the  rearrangement  of  subject 
matter.  It  is  contemplated  that  a special  com- 
mittee will  be  appointed  to  make  changes  and 
amendments  after  the  staff  has  completed  its 
study.  Two  other  recommended  suggestions 
have  received  close  attention. 

An  attempt  is  being  made  to  activate  the 
three-tier  concept  of  committee  structure — 
state,  district  branch,  and  county — introduced 
by  our  Past  President,  Edward  C.  Hughes, 
M.D.,  in  the  key  committees  including  Cancer, 
Continuing  Education,  Economics,  State  Legis- 
lation, Public  Relations,  Hospital  and  Profes- 
sional Relations,  and  Workmen’s  Compensa- 
tion. This  has  met  with  varying  degrees  of 
support  or  apathy  at  the  district  branch  and 
county  society  levels. 

The  comprehensive  health  planning  program 
is  also  proceeding  with  diminishing  degrees  of 
progress  in  most  areas. 

Both  of  these  are  important,  worthwhile  proj- 
ects and  deserve  the  active  support  of  all  of  us. 
Superseding  these,  and  requiring  most  of  our 
attention,  has  been  our  Society’s  effort  to  have 
the  unexpected  cut  in  the  Medicaid  fee  schedule 
rescinded,  and  to  have  the  Governor  veto  the 
coinsurance  bills  pertaining  to  the  Medicaid 
program.  Despite  letters  to  the  Governor,  an 
injunction,  and  our  position  papers  outlining 
our  opposition,  the  reductions  in  fees  remain  in 
effect. 

A resolution  requesting  investigation  of  the 
possibility  of  success  through  legal  action  by 


the  Society  was  passed  at  the  meeting  of  the 
county  society  presidents  in  Syracuse.  The 
Council  authorized  our  obtaining  a legal  opin- 
ion and  advice  as  to  the  feasibility  of  such  ac- 
tion, and  such  an  opinion  was  obtained  from  an 
outside  legal  counsel.  That  opinion  as  well  as 
the  resultant  action  by  our  Council  has  been 
sent  to  all  county  medical  societies. 

While  all  this  has  required  much  time  and  ef- 
fort on  the  part  of  your  officers  and  the  staff, 
we  have  been  able  to  proceed  with  what  is,  in 
my  opinion,  the  most  important  new  program 
to  be  initiated  this  year:  the  establishment  of 

peer  review  committees  at  the  county  level. 

A 1969  House  of  Delegates  resolution  called 
for  the  establishing  of  a peer  review  com- 
mittee in  each  county.  Other  resolutions  called 
for  referral  of  certain  matters  to  county  peer 
review  committees.  It  was  apparent  that  these 
committees  were  needed  in  all  counties,  and 
that  they  did  not  properly  exist  in  most  of 
them. 

The  Council  granted  your  president  the 
authority  to  appoint  an  Ad  Hoc  Committee  on 
Peer  Review  Mechanisms,  which  would  press 
for  the  organization  of  peer  review  committees 
at  the  county  society  level  and  develop  guide- 
lines for  the  assistance  of  these  committees. 
The  guidelines  were  to  outline  the  reasons  for 
peer  review  committee  existence,  their  funda- 
mental purposes  and  functions,  and  to  specify 
the  details  for  their  proper  organization  and 
functioning. 

All  this  was  done,  and  in  addition,  eight 
area  conferences  were  conducted  to  bring  the 
need  for  peer  review  and  the  problem  of  rising 
health  care  costs  to  the  attention  of  our  mem- 
bership. The  Communications  Division  under 
the  direction  of  Guy  D.  Beaumont  did  a 
splendid  job  in  arranging  these  conferences. 

The  Commission  on  Public  Health  and  Edu- 
cation under  the  dynamic  leadership  of  Irving 
L.  Ershler,  M.D.,  the  chairman,  and  with  the 
direction  of  Norman  S.  Moore,  M.D.,  director 
of  the  Division  of  Scientific  Activities,  does 
more  to  enhance  the  image  of  organized  medi- 
cine than  any  other  unit  of  our  Society  because 
that  commission  is  concerned  with  those  sub- 
jects and  functions  regarding  which  the  physi- 
cian, by  his  background  and  education,  is  best 
able  to  cope. 

In  the  field  of  medical  education,  public 
health,  and  scientific  advances,  the  public  still 
looks  to  the  physician  for  guidance.  This  com- 
mission, through  its  many  committees  and  in 
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close  liaison  with  the  State  Health  Department, 
does  much  to  fulfill  the  purposes  which  are  the 
primary  reasons  for  the  existence  of  our  So- 
ciety, namely:  “To  extend  medical  knowledge 

and  advance  the  science  and  art  of  medicine, 
and  to  promote  the  betterment  of  public 
health.” 

The  work  done  by  this  commission,  as  pre- 
sented at  the  annual  conference  held  in  Al- 
bany, should  make  all  members  proud  of  their 
State  Society. 

The  Commission  on  Medical  Services,  under 
the  chairmanship  of  G.  Rehmi  Denton,  M.D., 
through  its  Committees  on  Economics  and  Medi- 
cal Care  Insurance,  assisted  by  George  P.  Far- 
rell, director  of  the  Division  of  Medical  Care 
Insurance,  and  the  Committees  on  Occupational 
Health  and  Workmen’s  Compensation  with 
James  F.  Higgins,  M.D.,  as  director  of  the  Di- 
vision of  Occupational  Health  and  Workmen’s 
Compensation,  covers  fields  regarding  which 
the  average  physician  is  not  as  knowledgeable 
as  he  would  like  to  be  either  by  inclination  or 
training.  These  four  committees  have  per- 
formed splendidly  in  their  fields  and,  with  the 
help  of  staff,  have  served  our  Society  well. 

The  Commission  on  Public  and  Professional 
Affairs  has  been  carefully  scrutinized  by  C. 
Stewart  Wallace,  M.D.,  its  chairman,  in  an 
effort  to  increase  its  efficiency.  Some  innova- 
tions are  now  being  introduced  by  our  legisla- 
tion committees  in  an  effort  to  obtain  better 
results  in  their  fields. 

The  Public  Relations  Committee  is  busy  with 
several  worthwhile  projects,  and  the  Communi- 
cations Division  has  disseminated  position 
papers  on  Medicaid  and  peer  review  to  the 
membership  and  arranged  the  details  of  the 
eight  area  conferences. 

The  new  Commission  on  Standards  of  Medi- 
cal Care,  has  been  active  under  its  chairman, 
Waring  Willis,  M.D.,  and  the  director  of  the 
Division  of  Standards  of  Medical  Care,  Samuel 
Z.  Freedman,  M.D.  Its  work  has  grown  in- 
creasingly important  with  the  advent  of  Medi- 
care, Medicaid,  and  other  government  pro- 
grams. 

The  Committee  on  Hospital  and  Professional 
Relations  with  the  Subcommittee  on  Govern- 
ment Health  Centers  and  the  Committee  on 
Hospital-Based  Physicians  have  been  very  ac- 
tive and  will  probably  be  even  more  active  in 
the  future.  The  Committees  on  Nursing  and  on 
Ethics  have  been  doing  their  usual  commend- 
able work. 

The  Malpractice  Insurance  and  Defense 
Hoard  with  the  energetic  and  capable  leader- 
ship of  its  chairman,  Arthur  J.  Mannix,  M.D., 
has  been  rendering  a commendable  service  to 
the  Medical  Society  under  increasingly  difficult 
conditions.  Because  of  the  growing  paucity  of 
underwriters,  the  number  of  applicants  to  be 
reviewed  has  been  increasing  by  leaps  and 
bounds,  requiring  more  and  more  time  of  the 
voluntary  membership  of  this  Board. 


A study  is  now  being  conducted  by  the 
Board  in  an  effort  to  devise  a means  of  reducing 
the  number  of  malpractice  suits.  Possible 
methods  of  education,  legislative  action  to 
change  the  laws,  new  forms  of  insurance,  and 
arbitration  of  claims,  are  all  under  considera- 
tion at  the  present  time.  A special  advisory 
committee  has  been  appointed  to  assist  the 
Malpractice  Insurance  and  Defense  Board  with 
this  study. 

The  Committee  on  Proposed  Universal  Health 
Insurance  Law,  appointed  to  study  health  insur- 
ance legislation,  under  the  chairmanship  of 
Ralph  S.  Emerson,  M.D.,  has  suggested  guide- 
lines and  the  general  broad  principles  essential 
for  acceptance  of  any  health  insurance  legisla- 
tion by  the  Society.  These  guides,  approved  by 
the  State  Legislation  Committee  and  the  Coun- 
cil, should  be  accepted  as  the  policy  of  our  So- 
ciety for  any  universal  health  insurance  pro- 
posal. If  we  do  not  act  now  to  present  our 
views  and  opinions  forcefully  as  to  what  fea- 
tures we  want  in  this  type  of  legislation,  such 
legislation  may  be  enacted  without  including 
any  of  these  desirable  principles. 

Since  taking  office,  I have  had  the  pleasure 
and  privilege  of  representing  the  Society  at 
meetings  of  many  organizations  relating  to 
health.  These  include  our  own  Woman’s  Auxil- 
iary, which  I believe  is  still  an  untapped  source 
of  aid  for  some  of  the  programs  of  the  State 
Society.  This  relationship  requires  closer, 
more  direct  supervision,  and  participation  by 
the  State  Society  official  family  and  staff. 

I have  also  attended  district  branch  meetings, 
and  I am  convinced  that  these  meetings  serve  a 
useful,  worthwhile  purpose,  but  I believe 
greater  uniformity,  with  close  liaison  and  par- 
ticipation by  the  State  Society  official  family 
and  staff,  would  be  of  great  value.  Innovation 
could  demonstrate  the  function  and  work  of 
the  State  Society  and  bring  it  into  more  direct 
contact  with  the  membership  via  the  district 
branch. 

The  first  half  of  my  term  of  office  is  almost 
over.  It  has  been  an  extremely  busy  but  very 
rewarding  experience  for  me.  Some  things 
have  been  accomplished,  but  many  problems  re- 
main which  require  solution. 

I wish  to  thank  all  the  people  who  have  been 
so  kind  and  gracious  to  me  in  my  travels  about 
the  State.  I am  grateful  to  so  many:  my  fel- 
low officers,  the  members  of  the  Council,  the 
Board  of  Trustees,  committee  chairmen,  district 
branch  officers,  and  the  county  society  presi- 
dents who  have  all  been  so  considerate  and  co- 
operative. 

I also  wish  to  express  my  thanks  to  all  of  the 
members  of  the  staff,  to  that  girl  somewhere 
who  types  my  letters  and  reports  and  who  I do 
not  even  see,  and  especially  to  Henry  I.  Fine- 
berg,  M.D.,  our  executive  vice-president,  with- 
out whose  guidance  I might  have  been  com- 
pletely lost. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President 
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Secretary 


To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  reports  as  follows  for  the  year 
1969-1970. 

House  of  Delegates.  The  verbatim  stenotype 
record  of  the  proceedings  of  the  1969  House  of 
Delegates  is  on  file  in  the  headquarters  office. 
Edited  minutes  of  the  1969  meeting  were  pub- 
lished in  the  June  1,  1969,  issue  of  the  New 
York  State  Journal  of  Medicine.  In  the 
meantime,  before  publication  of  the  minutes, 
the  Secretary  presented  a list  of  actions  of  the 
House  to  the  Council  at  its  March  meeting  with 
a request  for  action  or  referral.  The  Council’s 
actions  or  referrals  were  carried  out  or  trans- 
mitted to  the  officers  and  committee  chairmen 
involved.  Actions  taken  on  these  instructions 
by  the  officers  and  committees  to  whom  they 
were  referred,  excerpted  from  monthly  and 
annual  reports  available  at  the  time  of  this 
writing,  are  included  in  the  “Resume  of  In- 
structions of  the  1969  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  (See  pages  80  to 
91  of  this  issue.) 

Council,  Executive  Committee,  Judicial  Coun- 
cil, and  Board  of  Trustees.  The  Secretary  has 
kept  minutes  of  meetings  of  the  Council,  the 
Executive  Committee,  and  the  Board  of  Trus- 
tees. He  has  also  reported  actions  of  the  Exec- 
utive Committee  to  the  Council.  In  accordance 
with  the  requirements  of  the  Bylaws,  the  Sec- 
retary has  sent  out  notices  of  the  meetings  of 
the  Council,  the  Executive  Committee,  and  the 
Board  of  Trustees. 

Membership.  In  response  to  requests  by  the 
county  medical  societies,  presented  by  the  Sec- 
retary, the  Council  has  approved  remission  of 
dues  of  281  members  because  of  illness,  finan- 
cial hardship,  or  military  service.  A supple- 
mentary report  will  contain  additional  member- 
ship information  including  a list  of  life  mem- 
bers elected  by  the  Council  in  January.  A list 
of  persons  elected  to  life  membership  at  the 
Council  meetings  held  in  February,  March, 
May,  June,  September,  and  November  follows. 

Frank  Joseph  Accarino,  The  Bronx 

Rudolf  Aebli,  New  York  City 

Jack  M.  Ain,  Brooklyn 

Albert  Herman  Aldridge,  New  York  City 

Robert  Hyman  Alterman,  Hollywood,  Florida 

Harry  S.  Altman,  The  Bronx 

Salvatore  Amato,  New  York  City 

Jacob  Applebaum,  New  York  City 

Julius  Arnowich,  New  York  City 

Eric  Baender,  Freeport 

Berta  Baer,  Forest  Hills 

Horace  Strow  Baldwin,  Sarasota,  Florida 

Alvan  Leroy  Barach,  New  York  City 

Mario  Parker  Bates,  Massapequa 

Leo  Baum,  East  Syracuse 

Isabel  Beck,  New  York  City 

Oswald  Beer,  Hallandale,  Florida 


Hans  Jacob  Alfred  Behrend,  New  York  City 
Hans  Joseph  Behrendt,  The  Bronx 
Frederick  Herman  Ben,  Rockville  Centre 
Joseph  Berberich,  New  York  City 
Ernst  Walter  Bergmann,  New  York  City 
Milton  Lionel  Berliner,  New  York  City 
Clifton  Harold  Berlinghof,  Binghamton 
Harold  D.  Berlowitz,  Brooklyn 
Harold  Henry  Berman,  Staten  Island 
Harry  Berman,  Brooklyn 
George  David  Berry,  Niagara  Falls 
Paul  P.  Birkenholz,  North  Miami,  Florida 
Oscar  Harry  Bloom,  Great  Neck 
Beatrice  Bolan,  New  York  City 
Murray  Lampel  Brandt,  New  York  City 
John  Joseph  Brennan,  Oswego 
John  Joseph  Brick,  Brackney,  Pennsylvania 
Hans  Fritz  Brinitzer,  New  York  City 
Clara  Adele  Brown,  Oswego 
Howard  Dodge  Huffman  Brown,  New  York 
City 

Roswell  Kingsbury  Brown,  Santa  Barbara, 
California 

Michael  Bruck,  New  York  City 

Ernest  Buffone,  Brooklyn 

Frederick  Carl  Burgheim,  New  York  City 

William  Herbert  Burwig,  Tonawanda 

Fred  Temple  Burling,  Trumansburg 

George  Francis  Caccamise,  Jamestown 

Irving  Caine,  Yonkers 

Franklin  W.  F.  Caird,  Troy 

Royall  Graves  Cannaday,  New  York  City 

Victor  Carabba,  New  York  City 

Francis  Thomas  Carbone,  Buffalo 

Arnold  Cassell,  New  York  City 

Michael  Ardach  Cassidy,  New  Rochelle 

George  Scholl  Cattanach,  New  York  City 

Daniel  Ignac  Chillag,  Astoria 

Louis  Bartholomew  Chmielewski,  Floral  Park 

William  Arden  Clark,  Troy 

Fritz  Colbert,  New  York  City 

Clair  Hayes  Culver,  Falconer 

Helen  Ollendorff  Curth,  New  York  City 

William  Curth,  New  York  City 

William  Thomas  Dailey,  Brooklyn 

John  Vincent  D’Angelo,  Mamaroneck 

Harold  William  Dargeon,  New  York  City 

Maurice  Davidson,  Rochester 

Joshua  William  Davies,  Bronxville 

John  Andrew  Davis,  New  York  City 

Manuel  DeDiego,  Binghamton 

Joseph  DePietro,  Forest  Hills 

Louis  Joseph  DeRusso,  Albany 

Robert  Henry  Fales  Dineger,  White  Plains 

Edward  Francis  Dodge,  Niagara  Falls 

Bernard  James  Dolan,  Eggertsville 

Maurice  Anthony  Donovan,  Schenectady 

Isaac  Emanuel  Edelman,  Richmond  Hill 

Conrad  Alpheus  Edwards,  New  York  City 

Bernard  Einig,  New  York  City 

William  Camfield  Emerson,  Rome 

Emil  Albert  Falk,  New  York  City 
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Joseph  Victor  Farugia,  Lewiston 
Harris  Feinberg,  Brooklyn 
Gertrude  Felshin,  New  York  City 
Robert  Kenneth  Felter,  Ridgewood,  New  Jer- 
sey 

Marian  Ferber,  Brooklyn 
Jacob  Fierstein,  New  York  City 
August  Fincke,  Garden  City 
Solomon  Fineman,  New  York  City 
Neil  Fitch  Forbes,  Long  Island  City 
Louis  Fox,  New  York  City 
Claude  Montgomery  Francis,  Rochester 
Kurt  Julius  Freundlich,  Brooklyn 
Max  Friedman,  The  Bronx 
Emanuel  Gahan,  New  York  City 
Joseph  Galasso,  Savannah,  Georgia 
Giuseppe  Gareri,  Jamaica 
Michael  Garofalo,  Long  Island  City 
Charles  Hugo  Gelb,  New  York  City 
Louis  Jesse  Geldzahler,  Pittsfield,  Massa- 
chusetts 

Frank  Joseph  Genovese,  Long  Island  City 
H.  Charles  Gerard,  New  York  City 
Charles  B.  F.  Gibbs,  Rochester 
Robert  F.  D.  Gibbs,  Seneca  Falls 
Reuben  Gilbert,  Hallandale,  Florida 
Alfred  Goldberg,  New  York  City 
Harry  Goldberg,  The  Bronx 
Myron  Everett  Goldblatt,  New  York  City 
Leopold  Goldfarb,  Amityville 
William  Goldring,  New  York  City 
Rudolph  Victor  Gorsch,  Manchester,  Connect- 
icut 

George  Herbert  Gonyea,  Plattsburgh 
Michael  Gosis,  Bayside 

Raymond  Ignace  Gosselin,  Norwalk,  Connect- 
icut 

Arnold  Isaac  Gotoff,  The  Bronx 
Leo  Gourvey,  The  Bronx 
Edwin  Joseph  Grace,  Brooklyn 
Frederick  William  Graef,  New  York  City 
Harold  G.  Grayzel,  Brooklyn 
Monroe  Edwin  Greenberger,  New  York  City 
Charles  M.  Greene,  Utica 
Herbert  H.  Gutstein,  New  York  City 
Robert  Carr  Hall,  Clinton 
Armand  Hammer,  Los  Angeles,  California 
Bernard  Daniel  Hannan,  New  York  City 
Israel  Harnick,  Buffalo 
Arthur  C.  Hartnagel,  Berkshire 
Leonard  Wood  Haynes,  Bedford 
Hans  Bernard  Henschel,  Buffalo 
Emil  Herman,  Middletown 
Harold  Herman,  New  York  City 
Leo  Hess,  New  York  City 
Sophie  Hirsch,  Richmond  Hill 
Max  Hofmann,  New  York  City 
Margaret  Herz  Hohenberg,  New  York  City 
Esther  Holdengraeber,  New  York  City 
Ralph  James  Hotchkiss,  Schenectady 
John  Harold  Hunt,  Elmira 
Albert  Salisbury  Hyman,  New  York  City 
Oswald  Andrew  Igel,  The  Bronx 
Thomas  Iovino,  Great  Barrington,  Massa- 
chusetts 

Joseph  J.  Jacobson,  Kingston 

Seth  Ransom  Jagger,  Westhampton  Beach 


Vansel  Stanley  Johnson,  New  York  City 
Milton  E.  Johnston,  Osterville,  Massachusetts 
Henry  H.  Jordan,  New  York  City 
Louis  Vincent  Jurich,  New  York  City 
Irving  Robert  Juster,  Glens  Falls 
Leo  Kaiser,  Lynbrook 
John  Henry  Kalteux,  Schenectady 
Eric  Kaminski,  Jamestown 
Max  Kaplan,  Brooklyn 
Frances  Kardons,  New  York  City 
Anthony  Milosh  Kasich,  New  Yox-k  City 
Samuel  Hopkins  Kauffman,  Syracuse 
Charles  Kaufman,  Rochester 
Sol  Norman  Keen,  Forest  Hills 
Ernest  Jasper  Kelley,  Jr.,  Jamestown 
Marion  E.  Kenworthy,  New  York  City 
Joshua  Kern,  Fultonville 
Duncan  Gordon  Kilgour,  New  York  City 
Martin  H.  Kilmann,  New  York  City 
James  Calvert  Kirkbright,  Eastchester 
Olga  K.  Kiss,  Woodhaven 
Alfred  Klein,  Miami  Beach,  Florida 
George  Klein,  New  York  City 
Maurice  R.  Kleinberg,  Brooklyn 
I.  Saul  Klemes,  New  York  City 
Martin  Knisbaum,  Brooklyn 
Caryl  Augustus  Koch,  Orchard  Park 
Joseph  Harold  Kris,  Eastport 
Nathaniel  Kutzman,  Buffalo 
Oswald  Neocle  La  Rotonda,  New  York  City 
Paul  J.  Lepore,  New  York  City 
Herbert  Lewy,  Rochester 
Einar  Lie,  Rochester 
Boris  Bert  Libon,  New  York  City 
Max  Loeb,  New  York  City 
Ruth  Loveland,  New  York  City 
John  Edward  Lowry,  Flushing 
Fayette  Durant  MacDonald,  Woodhull 
John  Josiah  Maisel,  Buffalo 
Recka  Mandelbaum,  New  York  City 
Sylvan  Dallas  Manheim,  New  York  City 
Frieda  David  Mark,  New  York  City 
James  Pratt  Marr,  New  York  City 
Joseph  Dominic  Marraffino,  Larchmont 
Dominick  Francis  Maurillo,  Bal  Harbour, 
Florida 

Anthony  Vincent  Mazzari,  Brooklyn 
Robert  Alexander  McCaig,  Saugerties 
Sherman  William  Mcllmoyl,  Troy 
Donald  Robert  McKay,  Buffalo 
Anna  McGrath  Meehan,  Brooklyn 
Nathaniel  Gilman  Meltzer,  New  York  City 
Harold  Russell  Merwarth,  Brooklyn 
Pasquale  Frederic  Metildi,  Rochester 
Adolph  Max  Metz,  North  Bellmore 
Alfons  Leo  Meyer,  Glendale 
Douw  Schuyler  Meyers,  Kingston 
Jacob  Jonathan  Miller,  The  Bronx 
David  Lawrence  Milliken,  New  York  City 
Manuel  M.  Monserratte,  Binghamton 
Maria  Morgenstern,  New  York  City 
Thomas  Smithson  Morton,  Richmond  Hill 
Edward  August  Muendel,  Queens  Village 
Rosario  Mule,  Ridgewood 
Stephen  Musliner,  New  York  City 
Joseph  Norman  Nathanson,  New  York  City 
Albert  Martin  Nelson,  New  York  City 
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Edith  Alice  Neumann,  Kew  Gardens 

Leonard  Emanuel  Nichols,  Syracuse 

Anthony  Nigro,  New  York  City 

John  Clark  O’Brien,  Mechanicville 

William  Liguori  O’Connell,  Brooklyn 

John  O’Flanagan,  Long  Island  City 

Elizabeth  Palmer,  Troy 

Cecil  James  F.  Parsons,  Dobbs  Ferry 

Gerald  Edwin  Pauley,  Queens  Village 

William  Edward  Pelow,  Syracuse 

Edith  Peritz,  New  York  City 

Frank  Hart  Peters,  New  York  City 

Ray  Wilson  Peterson,  Binghamton 

Marcello  Petraroja,  Brooklyn 

John  Pisk,  Schenectady 

Reuben  Ploss,  Brooklyn 

Kurt  Michael  Pola,  New  York  City 

Houston  Wallace  Pratt,  Glen  Cove 

Libby  Pulsifer,  Rochester 

Anna  Earl  Purdy,  Hartsdale 

Max  S.  Rabinowitz,  Brooklyn 

Leo  S.  Radwin,  New  York  City 

James  Alexander  Ramsay,  Bronxville 

Hyman  Rappaport,  Jackson  Heights 

Maurice  Rashbaum,  New  York  City 

Samuel  Rebach,  Staten  Island 

Algernon  Beverly  Reese,  New  York  City 

William  S.  Reh,  Staten  Island 

Morris  Meier  Reschke,  New  York  City 

Henry  Walden  Retan,  Fayetteville 

Benjamin  Rice,  New  York  City 

Benjamin  Richman,  Brooklyn 

Leo  R.  Richmond,  New  York  City 

Henry  Ringelheim,  Brooklyn 

Michael  Ringer,  New  York  City 

Bessie  Silverman  Rini,  Brooklyn 

Saul  A.  Ritter,  New  York  City 

John  Stover  Roach,  Medina 

Marc  Robbins,  Brooklyn 

James  Gerard  Robilotti,  New  York  City 

Norman  Eugene  Robinson,  Jamaica 

William  George  Rocktaschel,  Rochester 

Mortimer  William  Rodgers,  New  York  City 

Dominick  LaSalle  Romano,  New  York  City 

Leon  Ropschutz,  Yonkers 

Lester  Rosenberg,  Brooklyn 

Joseph  Rosenheck.  Wantagh 

Benjamin  Rubinstein,  Brooklyn 

Hyman  Ruchamkin,  Brooklyn 

Anthony  Ruggiero,  Ellenville 

Lynn  Rumbold,  Rochester 

Ernst  Rumstein,  New  York  City 

Herman  F.  Sachs,  New  York  City 

Harry  Sackdorf,  Gulfport,  Mississippi 

Anthony  C.  Saeli,  Brooklyn 

Gustav  Salomon,  New  York  City 

Louis  Saltzman,  The  Bronx 

Samuel  L.  Saltzman,  Newr  York  City 

Lester  Samuels,  Kew  Gardens 

Louis  Frederick  Sanman.  New  York  City 

Henry  Sarason,  New  York  City 

John  Edwin  Scarff,  The  Bronx 

Irwin  Schiff,  Brooklyn 

Samuel  Schindelheim,  Brooklyn 

Adolph  Albert  Schmier,  Roslyn 

Frederick  Theodore  Schnatz,  Buffalo 

Arthur  Schoenlank,  Staten  Island 


Joseph  Anthony  Schutz,  Buffalo 
Edward  Ludwig  Schwabe,  Brocton 
Joel  Schweig,  New  York  City 
Silas  Francis  Scinta,  Rochester 
Louis  Martin  Segall,  Brooklyn 
Alexander  Nathaniel  Selman,  Spring  Valley 
Benjamin  Sevin,  North  Miami  Beach,  Florida 
Kurt  Graetzer  Shalsha,  New  York  City 
Sydney  Shapin,  Brooklyn 
Isaac  Shapiro,  Schenectady 
Leonard  Shapiro,  Brooklyn 
Edison  Stanhope  Shaw,  Pleasantville 
Leo  Arthur  Shifrin,  New  York  City 
Max  B.  Sholod,  Brooklyn 
Paul  Baldwin  Shuey,  Long  Island  City 
Chaim  Joseph  Siegman,  Brooklyn 
I.  Spencer  Silverstein,  Brooklyn 
Max  Michael  Simon,  Poughkeepsie 
Alexander  Slanger,  Brooklyn 
Samuel  Garson  Slo-Bodkin,  Brooklyn 
Alan  DeForest  Smith,  New  York  City 
Frank  Raymond  Smith,  New  York  City 
Arthur  Sonnenfeld,  New  York  City 
Louise  Elizabeth  Stauderman,  Mount  Vernon 
Anna  A.  Stein,  Staten  Island 
Louis  Steinbach,  The  Bronx 
Hugo  Nathan  Stern,  Syracuse 
Harry  Melmuth  Sternberg,  Brooklyn 
Jonas  Stiehl,  New  York  City 
Fred  D.  Stone,  Niagara  Falls 
Frederick  Engels  Stone,  New  York  City 
Abraham  Bernard  Tamis,  New  York  City 
Henry  Martin  Taterka,  New  York  City 
Irving  Abraham  Tarasuk,  Brooklyn 
Isaac  Jackson  Tartakow,  Syosset 
Henry  Keller  Taylor,  New  York  City 
Samuel  Alcott  Thompson,  New  York  City 
Warren  Irving  Titus,  Glen  Cove 
James  Bernard  Tormey,  Richmond  Hill 
Frank  Landale  Tucker,  Brooklyn 
Reuben  Turner,  Yonkers 
Walter  Kent  Van  Alstyne,  Binghamton 
Naomi  Y.  Viscardi,  Dayton,  Ohio 
William  Harrison  Von  Lackum,  New  York 
City 

Frederick  Joseph  Wachsner,  New  York  City 
William  Wagman,  Brooklyn 
Philip  Benjamin  Wahrsinger,  The  Bronx 
Bruno  Waldman,  Flushing 
Egon  Waltuch,  New  York  City 
William  Roland  Wasserman,  Hallandale, 
Florida 

Samuel  M.  Weinreb,  Brooklyn 
Louis  Weinstein,  New  York  City 
Philip  Weintraub,  The  Rronx 
Leo  Grover  Weishaar,  Sr.,  Grandview 
Herman  G.  Weiskotten,  Skaneateles 
Herman  Weissman,  Beacon 
Harry  Weisler,  Brooklyn 

Charles  Colman  Weitzman,  Miami  Beach, 
Florida 

Ethan  Lee  Welch,  Hornell 

Elmer  Wessell,  Plattsburgh 

Julius  Westheimer,  Kew  Gardens 

Maurice  C.  Whitehill,  London,  England 

Neville  C.  Whiteman,  Jamaica 

Curt  Julius  Leopold  Wiesenthal,  Lockport 
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Edward  Theodore  Wilkes,  Long  Island  City 
Grete  Willner,  New  York  City 
Joseph  George  Wishner,  New  York  City 
Ira  Charles  Wollen,  Buffalo 
Louis  S.  Wondolowski,  Middletown 
Joseph  Franklin  Worthen,  Staten  Island 
Claude  Remell  Young,  Binghamton 
Benjamin  Louis  Zahn,  Forest  Hills 
Thomas  Sigfried  Zimmer,  Jamaica 
Harold  Edward  Zittel,  Kenmore 

Meetings.  The  Secretary  has  attended  meet- 
ings of  the  Council,  the  Board  of  Trustees,  the 
Executive  Committee,  the  Malpractice  Insur- 
ance and  Defense  Board,  the  House  of  Dele- 
gates of  the  American  Medical  Association,  the 
New  York  delegation  to  the  American  Medical 
Association,  and  a number  of  the  committees. 
He  will  also  attend  the  meeting  of  the  Nominat- 
ing Committee. 

Other  Matters.  The  Secretary  has  kept 


records  other  than  those  relating  to  the  offices 
of  the  treasurer  and  of  legal  counsel;  he  has 
also  had  the  seal  of  the  Society  affixed  to  all 
documents  requiring  it. 

Acknowledgments.  The  Secretary  wishes 
to  express  his  appreciation  for  the  assistance 
and  cooperation  given  by  his  fellow  officers  and 
members  of  the  staff.  Special  acknowledg- 
ment is  due  the  efforts  of  the  speaker  of  the 
House  of  Delegates  in  procuring  the  certificates 
of  election  and  the  credentials  of  delegates  from 
county  medical  societies,  district  branches,  and 
scientific  sections  and  the  cooperation  of  the 
executive  vice-president  in  transmitting  in- 
structions of  the  Executive  Committee,  the 
Council,  and  the  House  of  Delegates  to  the  ap- 
propriate officers  and  committee  chairmen. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 
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Executive  Vice-President 


To  the  House  of  Delegates,  Gentlemen: 

GENERAL.  This  “annual”  report  is  merely 
an  account  of  major  activities  since  the  meeting 
of  the  House  of  Delegates  in  February — it  cov- 
ers a period  of  approximately  eight  months. 

Again,  we  have  been  through  a very  busy 
period — typical  of  the  trend  of  our  times.  Our 
usual  routines  often  were  interrupted  by  sud- 
den, unexpected  turns  of  events  which  de- 
manded immediate  consultations  and  rapid  de- 
terminations. 

As  we  have  pointed  out  on  numeious  occa- 
sions, because  of  the  nature  of  our  business  and 
the  idiosyncrasies  of  the  State  governmental 
“establishment,” — and  much  to  our  dismay — 
we  are  compelled  to  “act  by  crises.”  This  hap- 
pens despite  all  our  planning  and  attempts  to 
arrive  at  equitable  solutions  before  the  storm 
strikes. 

No  matter  how  hard  we  try  to  benefit  by  our 
experiences — and  to  learn  from  the  “experts” — 
we  continue  to  have  difficulties  in  our  contacts 
with  the  Executive  and  Legislative  Branches  of 
New  York.  Without  a doubt,  our  impact  on 
those  who  “pull  the  strings”  is  not  what  it 
should  be.  However,  needless  to  say,  we  can- 
not capitulate  to  the  unrealistic  whims  and 
fancies  of  the  “do-gooders.”  We  must  continue 
to  fight  for  what  we  believe  to  be  right. 

A year  ago,  we  were  concerned,  to  a great 
extent,  with  comprehensive  health  planning; 
regional  medical  programs;  universal  health 
insurance;  and,  of  course,  Medicaid.  The  re- 
sults of  our  deliberations  left  much  to  be  de- 
sired. 

Today,  we  have  been  stressing  these  main 
themes — peer  review,  costs  of  illness,  Medicaid 
fees,  and  the  inequities  of  malpractice  suits. 

Peer  review  mechanisms  will  be  discussed 
thoroughly  in  the  annual  report  of  the  com- 
mittee concerned  with  this  subject.  It  has  oc- 
cupied a place  of  prime  importance  in  the 
agenda  of  the  area  conferences. 

At  these  meetings — held  in  various  parts  of 
the  State — the  matter  of  cost  of  illness  has  also 
received  top  billing.  It  is  our  feeling  that  one 
feature  of  an  educational  program  for  the 
public  has  been  neglected— an  explanation  of 
what  actually  constitutes  the  cost  of  illness. 

Too  often,  the  people — and  even  physicians — 
confuse  the  terms  medical  care  and  health  care 
or  patient  care.  In  my  opinion,  “medical  care” 
should  be  reserved  for  the  care  rendered  by  the 
doctor  of  medicine.  “Patient  care”  or  “health 
care”  should  be  applied  to  our  over-all  effort 
to  combat  illness. 

Many  times  we  are  confronted  by  those  who, 
in  talking  about  their  bills — medical,  hospital, 
and  other  related  activities — blame  the  physi- 
cian for  the  entire  expense.  The  distress  which 
they  experience  in  fulfilling  their  financial  obli- 
gation, too  often,  is  placed  at  the  doorstep  of 
the  physician.  When  the  true  picture  is  ex- 


plained, they  see  the  light  and  understand  the 
actual  circumstances. 

Of  course,  we  have  been  remiss  in  permitting 
this  unfavorable  situation  to  arise  and  become 
ingrained  in  the  minds  of  the  people.  Surely, 
it  is  our  duty  to  keep  our  patients  informed  of 
the  facts — where  the  health  dollar  is  going  and 
what  role  the  doctor  of  medicine  plays  in  its 
distribution. 

What  we  are  trying  to  stress  is  that  physi- 
cians have  been  singled  out  by  critics  whenever 
there  has  been  a rise  in  the  cost  of  illness.  This 
is  unfair — especially  when  a bona  fide  analysis 
reveals  that  the  health-care  dollar  is  comprised 
of  expenditures  for  hospitals,  physicians,  drugs, 
dentists,  health  insurance  premiums,  appli- 
ances, and  other  miscellaneous  items. 

We  find  that  hospital  room  rates  have  been 
one  of  the  fastest  rising  items  in  the  cost  of 
living.  Hospital  bills  represent  a high  per- 
centage of  the  consumers’  total  health  care  ex- 
penditures. 

Therefore,  considerable  attention  has  been 
focused  on  this  rapid  price  rise  and  the  reasons 
for  it.  Increased  construction  costs  have  been 
a contributing  factor,  as  have  rising  prices  for 
goods  and  services  that  hospitals  must  provide. 
Improved  methods  of  treatment  also  are  an  im- 
portant cause  of  the  rise  in  hospital  expenses. 
Patients  are  receiving  more  and  better  an- 
cillary services.  A steady  flow  of  scientific 
breakthroughs  has  added  greatly  to  the  effec- 
tiveness— and  cost — of  patient  care.  New  med- 
ical technics,  such  as  open-heart  surgery,  re- 
quire expensive  equipment. 

The  most  important  factor,  however,  has  been 
the  greatly  increased  labor  costs.  Higher  pay- 
rolls have  been  the  result  of  upward  adjustment 
of  traditionally  low  hospital  pay  rates — to  bring 
them  more  into  line  with  community  wage 
levels.  The  increase  in  personnel  is,  in  great 
part,  caused  by  the  shortening  of  the  work 
week  and  the  need  for  more  staff  to  handle  the 
newer,  specialized  types  of  equipment. 

The  higher  hospital  rates  are  justifiable. 
“Old  timers”  will  remember  that,  in  our  “intern 
days,”  the  “ladies  in  white”  were  exploited  and 
underpaid.  Orderlies  received  $30  a month  and 
miserable  maintenance,  and  so  on,  all  the  way 
down  the  line.  Unquestionably,  costs  of  patient 
care  have  increased  in  the  last  thirty  years. 

We  are  now  living  in  an  era  of  “jet  medi- 
cine,” and  we  are  far  removed  from  the  horse 
and  buggy  days  of  yesteryear.  If  the  people 
are  to  reap  the  benefits  of  modern  scientific  ad- 
vancements and  the  best  medical  and  health 
care  in  the  world,  they  must  expect  to  hear  the 
increased  financial  load — which  is  a sine  qua 
non  of  today’s  living. 

We  must  bring  to  the  attention  of  our  people 
where  the  doctor  of  medicine  stands  in  the 
“scheme  of  things.”  The  well-trained  physician 
is  worthy  of  what  he  achieves  financially  and 
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otherwise,  because  of  his  training,  experience, 
knowledge,  hard  work,  sincerity  of  purpose, 
and  devotion  to  a great  cause — his  patients. 
No  other  profession  contributes  as  much  to 
human  welfare!  Let’s  stop  being  on  the  de- 
fensive ! 

The  report  of  the  Malpractice  Insurance  and 
Defense  Board  will  present  important  enigmas 
that  require  considerable  and  careful  attention. 

May  we  merely  say  here  that  the  medical  pro- 
fession in  New  York — as  in  other  states — is 
faced  with  the  serious  problems  of  malpractice 
costs,  statutes  of  limitations,  and  others.  Evi- 
dently, legislative  adjustments  are  necessary. 

From  the  AMA  office,  we  have  received  the 
following  note : 

“Malpractice  now  gets  special  attention 
from  the  Federal  government.  Eli  P.  Bernz- 
weig,  an  attorney  who  has  been  in  govern- 
ment service  since  1957,  was  named  to  the 
newly  created  position  of  Special  Assistant 
for  Malpractice  Research  and  Prevention. 
John  W.  Cashman,  M.D.,  director  of  Com- 
munity Health  Service,  U.S.  Department  of 
Health,  Education,  and  Welfare,  said  Bernz- 
weig  will  work  with  medical  and  legal  asso- 
ciations, the  health  insurance  industry,  and 
consumer  groups  to  marshall  ‘a  common  ex- 
ploration of  the  growing  problem  of  malprac- 
tice and  malpractice  claims.  The  root  causes 
of  claims  will  be  investigated  as  will  their 
ultimate  consequences  not  only  to  health  pro- 
fessional and  patient  alike,  but  to  hospitals, 
other  health  facilities,  and  insurance  carriers 
as  well.’ 

The  new  position  is  expected  to  include  re- 
search in  health  care,  health  economics,  medi- 
cal standards,  and  medicine-law  relation- 
ships. A national  clearinghouse  for  malprac- 
tice claims  statistics  is  planned.  Bernzweig 
has  been  employed  by  the  Department  of 
Labor,  Public  Health  Service,  and  HEW’s 
general  counsel.  He  is  expected  to  meet  with 
AMA’s  general  counsel  this  month.” 

Naturally,  the  question  of  the  reduction  in 
Medicaid  fees  has  become  a cause  celebre 
throughout  the  State.  This  was  discussed 
thoroughly  at  a meeting  of  County  Medical  So- 
ciety Presidents,  held  in  Syracuse,  on  June  19. 

Because  we  know  that  all  of  you  are  inter- 
ested keenly  in  this  controversy,  we  “give  to 
you”  the  following  report,  previously  submitted 
to:  (1)  county  medical  society  presidents, 

secretaries,  and  executive  secretaries;  (2) 
MSSNY  officers,  councillors,  and  trustees;  and 
(3)  participants  in  the  County  Medical  Society 
Presidents  Conference. 

On  September  16,  1969,  I transmitted  to  the  mem- 
bers of  the  Council  and  Board  of  Trustees  the  at- 
tached memorandum  (Exhibit  A).  This  is  self- 
explanatory. 

At  its  meeting  on  September  25,  the  Council  voted 
to  adopt  the  recommendation  of  the  Executive 
Committee:  (a)  that  no  legal  action  be  taken  at 

this  time,  and  (b)  that  copies  of  Judge  VanVoorhis’ 
report  be  sent  to  all  county  medical  societies. 

After  the  meeting  of  the  Council,  William  F.  Mar- 


tin, Esq.  submitted  to  me  additional  pertinent  ma- 
terial (Exhibits  B and  C). 

Exhibit  A 

September  16,  1969 
To:  Members  of  the  Council  and  the  Board  of 

Trustees 

From:  Henry  I.  Fineberg,  M.D.,  executive  vice- 

president 

At  a Conference  of  County  Medical  Society  Presi- 
dents, which  was  held  in  Syracuse  on  June  19,  1969, 
the  following  resolution  was  unanimously  adopted: 

“We  the  officers  and  representatives  of  the  con- 
stituent county  medical  societies  of  the  Medical 
Society  of  the  State  of  New  York,  assembled  here 
this  day,  request  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  in  some  form  or 
other,  to  block  the  institution  of  unfair  and  dis- 
criminatory practices  in  the  areas  of  fee  changes 
and  other  regulations  of  the  State  Department  of 
Health  and  the  Department  of  Social  Services. 

“Furthermore,  the  Council  should  decide  to  sup- 
port as  a friend  of  the  court  and  in  the  financial 
area  the  test  case  of  the  patient  of  Anthony  P. 
Santomauro,  M.D.,  of  Tonawanda,  in  the  appeal 
of  his  suit  against  the  Department  of  Social  Ser- 
vices.” 

You  will  remember  that  the  Council,  at  its  meet- 
ing on  June  26,  1969,  voted  to  obtain  legal  counsel 
to  advise  the  Society  as  to  whether  or  not  it  can  take 
legal  action  against  the  State  of  New  York  because 
of  administrative  decisions  of  the  State  Depart- 
ments of  Health  and  of  Social  Services;  and  also 
to  refer  to  this  legal  counsel  the  question  of  the 
desirability  of  entering  the  case  of  Dr.  Santomauro’s 
patient,  as  “a  friend  of  the  court.” 

Following  consultation  with  William  F.  Martin, 
Esq.,  we  were  able  to  obtain  the  services  of  a mem- 
ber of  one  of  the  finest  law  firms  in  the  State, 
Branch,  Jefferson,  Friedman,  VanVoorhis  & Wise. 
John  Van  Voorhis,  Esq.,  who  took  over  the  case,  is 
a former  Judge  of  the  New  York  State  Court  of 
Appeals.  A short  time  ago  he  submitted  to  us  a 
report,  which  is  attached  herewith. 

At  the  August  28  meeting  of  the  Executive  Com- 
mittee, this  report  was  discussed  thoroughly.  After 
considerable  deliberation,  it  was  decided  that  the 
Medical  Society  should  follow  the  advice  of  Judge 
VanVoorhis — not  to  take  legal  action  against  the 
State  and  not  to  act  as  amicus  curiae  in  the  Aroune 
case. 

The  Executive  Committee  believes  that  this  mat- 
ter is  of  great  importance.  Therefore,  I was  in- 
structed to  transmit  to  all  of  you  the  J udge’s  report 
and  the  determination  of  the  Executive  Committee — 
with  the  idea  in  mind  that  you  will  review  and  study 
this  entire  problem  and  come  prepared,  at  the  next 
meeting  of  the  Council,  to  talk  about  it  and  to  make 
the  final  decision  as  to  what  we  shall  do. 

Dr.  Henry  Fineberg 

Executive  Vice-President 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Dear  Sir: 

This  letter  is  in  answer  to  your  request,  made 
through  William  F.  Martin,  Esq.,  General  Couhsel 
to  the  State  Society,  for  my  legal  opinion  in  refer- 
ence to  the  aspects  of  the  cuts  in  Medicaid  which 
were  discussed  at  the  meeting  of  the  Council  held 
June  26,  1969.  As  I understand  the  question  ad- 
dressed to  me,  it  is  whether  or  not  the  Medical  So- 
ciety of  the  State  of  New  York  can  take  legal  ac- 
tion against  the  State  to  block  the  institution  of  the 
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fee  changes,  namely,  the  20  per  cent  reduction  in 
Medicaid  fees  ordered  by  the  State  Director  of 
t he  Budget  and  the  State  Department  of  Health 
effective  June  1,  1969,  and  the  further  reduction  of 
20  per  cent  adopted  by  the  New  York  State  Legisla- 
ture by  the  so-called  coinsurance  amendment,  known 
ns  chapter  1119  of  the  Laws  of  1969,  effective  July 
1.  The  latter,  at  least,  is  drawn  in  language  which 
purports  to  reduce  the  benefits  under  Medicaid  to 
the  patient,  rather  than  the  amount  of  fees  to  be 
charged  by  the  doctor.  The  question  was  also  raised 
at  the  Council  meeting  whether  or  not  the  State  So- 
ciety should  appear  as  a friend  of  the  court  in  case 
of  an  appeal  in  the  case  of  Louis  Aroune  v.  George 
Sipprell,  Erie  County  Commissioner  of  Social  Wel- 
fare, decided  at  Special  Term  by  Justice  Walter  .1 
Mahoney. 

Without  regard  to  the  justification  for  making 
these  cuts  in  the  Medicaid  program,  concerning 
which  I express  no  opinion,  there  are  serious  diffi- 
culties in  getting  them  nullified  by  the  courts.  Few 
legal  principles  are  better  established  than  that  the 
courts  do  not  consider  it  to  be  their  function  to 
second-guess  the  legislative  or  executive  departments 
in  matters  of  this  character  unless  some  constitu- 
tional duty  or  limitation  has  been  violated.  Neither 
the  Federal  nor  State  Constitution  required  Medic- 
aid to  be  enacted  in  the  first  place,  nor  stands  in  the 
way  of  the  reduction  of  the  program  if  it  is  deemed 
to  have  been  too  ambitious  in  its  beginning. 

It  is  not  suggested  that  these  reductions  disqualify 
New  York  State  from  receiving  Federal  grants  in 
aid  under  the  Social  Security  Act  (U.S.C.A.  Tit.  42, 
section  1396  seq.l,  but  even  if  it  did  so,  that  would 
not  render  this  State  action  void  as  in  conflict  with 
the  Social  Security  Act,  which  does  not  compel  the 
states  to  take  any  particular  action,  in  this  respect, 
but  merely  disqualifies  them  from  receiving  Federal 
grants-in-aid  if  the  Federal  standards  are  not  met. 

However  unfair  these  reductions  may  appear  to 
the  constituent  county  medical  societies,  or  to  others, 
it  is  my  opinion  that  they  are  not  discriminatory  in 
the  constitutional  legal  sense  which  would  render 
them  void  if  they  denied  the  equal  protection  of  the 
laws  in  violation  of  the  Fourteenth  Amendment  to 
the  Constitution  of  the  United  States.  The  state- 
ment in  the  letter  to  the  members  of  the  Society  by 
President  Walter  T.  Heldmann.  M.D.,  dated  June 
10.  1969,  has  considerable  force  as  a policy  argu- 
ment that: 

“This  amendment  establishes  a truly  indigent 
welfare  class  of  Medicaid  patient  whose  care  is 
fully  paid;  also  a nonwelfare  class  of  Medicaid 
patient  who  is  expected  to  pay  20  per  cent  of  his 
bill  if  he  chooses  to  see  a private  physician.  This 
is  discriminatory  and  destroys  the  purpose  of 
Medicaid  which  was  to  provide  one  level  of  medi- 
cal care  for  all  persons.” 

I do  not  consider,  however,  that  this  distinction 
is  so  baseless  as  to  be  beyond  the  power  of  the  Leg- 
islature to  draw.  The  usual  approach  by  the  courts 
to  these  matters  is  expressed  in  the  unanimous 
opinion  of  the  New  York  Court  of  Appeals  in  People 
v.  Friedman  (302  N.Y.  75,  79,  80,  appeal  dismissed 
341  U.S.  907)  as  follows: 

“While  the  statute  may  not  be  perfectly  symmet- 
rical in  its  pattern  of  exclusions  and  inclusions, 
the  equal  protection  of  the  laws  does  not  require 
a Legislature  to  achieve  ‘abstract  symmetry’ 

( Patsone  v.  Pennsylvania,  232  U.S.  138,  144)  or  to 
classify  with  ‘Mathematical  nicety’  ( Lindsley  v. 
National  Carbonic  Gas  Co.,  220  U.S.  61,  78: 
Borden’s  Farm  Products  Co.  v.  Baldwin,  293  U.S. 
194,  209).” 

And  further: 

“We  are  bound  to  construe  statutes  as  we  find 


them  and  may  not  sit  in  review  of  the  discretion 
of  the  Legislature  or  determine  the  expediency, 
wisdom,  or  propriety  of  its  action  on  matters 
within  its  powers  (Lawrence  Constr.  Corp.  v. 
State  of  New  York,  293  N.Y.  634,  639;  Matter  of 
Russo  v.  Valentine,  294  N.Y.  338).  A plea  that  a 
statute  imposes  inconvenience  or  hardship  on  a 
litigant  should  be  addressed  to  the  Legislature; 
we  may  not  usurp  its  functions  by  legislating 
judicially  ( United  States  v.  Carotene  Products  Co., 
304  U.S.  144)." 

Many  cases,  state  and  Federal,  could  be  cited  to 
the  same  effect.  One  of  them  is  Matter  of  Bauch  v. 
City  of  New  York  (21  N.Y.  2d  599,  607)  where  it  was 
said  succinctly  in  an  opinion  by  Chief  Judge  Fuld 
speaking  for  a unanimous  Court: 

“Similarly,  the  standards  of  equal  protection 
are  met  if  a classification,  or  a distinction  among 
classes,  has  some  reasonable  basis.  (See,  for  ex- 
ample, Baxstrom  v.  Herold,  383  U.S.  107,  111; 
Morey  v.  Doud,  354  U.S.  457,  464-465;  Bucho 
Holding  Co.  v.  State  Rent  Commission,  11  N.Y. 
2d  469,  477.)” 

The  mere  fact  that  legislation  does  not  affect  all 
areas  uniformly  does  not  render  it  unconstitutional 
on  the  ground  that  it  denies  equal  protection  (Four 
Maple  Drive  Realty  Corp.  v.  Abrams,  2 App.  Div. 
2d  753).  If  that  were  not  true,  in  our  complex  so- 
ciety, most  statutes  would  be  invalid  on  that  ground. 

It  is  true  that,  in  recent  years,  the  Supreme  Court 
of  the  United  States  has  been  unusually  sensitive  to 
distinctions  between  the  economic  status  of  people 
(see,  for  example,  Gideon  v.  Wainwright,  372  U.S. 
335).  It  is  also  true  that  it  has  been  an  activist 
court,  frequently  exerting  its  power  to  compel  af- 
firmative action  to  be  taken  by  the  states,  particu- 
larly in  the  field  of  civil  rights.  Seemingly  with  this 
in  mind,  an  order  was  made  July  3,  1969,  by  United 
States  District  Judge  Constance  Baker  Motley  con- 
vening a three-judge  Federal  statutory  court  in 
O’Reilly,  et  al.  v.  Wyman  as  Commissioner  of  the 
New  York  State  Department  of  Social  Services  to 
consider  whether  or  not  the  coinsurance  amendment 
of  1969,  which  has  been  mentioned,  to  New  York 
Social  Services  Law  section  367-a.  4 denies  the 
equal  protection  of  the  laws  in  violation  of  the 
Fourteenth  Amendment.  Her  opinion  does  not  de- 
cide the  point  but  finds  that  this  constitutional  issue 
is  not  wholly  insubstantial.  That  may  be  true,  but 
I think  that  it  is  not  substantial  enough  to  warrant 
the  New  York  State  Medical  Society’s  intervention 
in  the  litigation  or  the  commencement  of  a new 
lawsuit  of  that  nature  on  its  own. 

The  basis  on  which  Judge  Motley  convened  the 
three-judge  statutory  U.S.  District  Court  is  that 
there  is  a possible  violation  of  equal  protection  in 
the  coinsurance  amendment  (chapter  1119  of  the 
Laws  of  1969)  due  to  the  provision  that  the  80  per 
cent  limitation  on  benefits  shall  not  apply  with  re- 
spect to  a recipient  whose  personal  expenditures 
and  obligations  for  medical  care  and  services  have 
reduced  his  (or  her)  income  and  resources  below  the 
public  assistance  level,  figured  on  an  annual  basis. 
The  possible  inequality  which  Judge  Motley  found 
does  not  apparently  consist  in  establishing  a distinc- 
tion between  an  indigent  welfare  class  of  Medicaid 
patient  whose  care  is  fully  paid  and  a nonwelfare 
class  of  Medicaid  patient  who  is  expected  to  pay  20 
per  cent  of  his  own  bill.  The  possible  constitutional 
inequality  which  Judge  Motley  expressed  is  that 
welfare  payments  are  made  on  a monthly  basis 
whereas  the  eligibility  for  100  per  cent  Medicaid 
benefits  is  determined  on  an  annual  basis. 

It  is  conceivable  that  an  activist  Supreme  Court 
might  seize  on  this  alleged  defect  in  the  1969  New 
York  State  coinsurance  act,  effective  July  1,  1969, 
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as  a basis  for  giving  effect  to  its  own  views  of  policy 
(assuming  that  its  views  of  policy  coincided  with 
those  of  the  State  Medical  Society). 

There  is  a strong  presumption,  however,  that  the 
statute  is  constitutional  ( Wiggins  v.  Town  of  Som- 
ers, 4 N.Y.  2d  215,  218;  Matter  of  Van  Berkel  v. 
Power,  16  N.Y.  2d  37,  40:  Matter  of  Ahern  v.  South 
Buffalo  By.  Co.  303  N.Y.  545,  555,  affd.  344  U.S.  367). 

Judge  Motley  also  found  a possible  violation  of 
the  equal  protection  of  the  laws  in  the  thirty-day 
waiting  period  allowed  while  an  administrative  de- 
termination is  made  on  an  application  to  return  to 
100  per  cent  benefits  if  the  patient  is  entitled 
thereto.  It  is  suggested  that  the  patient  would  be 
paid  for  additional  medical  expenses  within  that 
period  if  they  were  obtained  on  credit  but  not  if 
the  patient  paid  cash.  It  would  appear  that,  in 
either  event,  medical  expenses  incurred  or  paid  for 
after  the  expiration  of  the  annual  accounting  period 
would  apply  to  the  next  year.  This,  like  the  dis- 
tinction between  monthly  and  annual  accounting 
periods,  seems  to  me  at  most  to  form  an  inadequate 
basis  for  a contention  that  this  statute  is  void  on 
the  ground  that  it  denies  the  equal  protection  of 
the  laws  in  violation  of  the  Fourteenth  Amendment 
to  the  United  States  Constitution. 

A somewhat  stronger  argument  might  be  made, 
perhaps,  that  the  original  20  per  cent  reduction 
ordered  by  the  State  Director  of  the  Budget  and 
the  State  Department  of  Health  was  ineffective  for 
the  reason  that  it  was  not  done  by  the  Legislature. 
The  reason  on  account  of  which  that  reduction  was 
made  is  evidently  that  funds  were  not  available  to 
meet  the  fee  schedules  in  full.  This  action  by  the 
Director  of  the  Budget  and  the  State  Department  of 
Health  might  be  characterized  as  legislative  in  na- 
ture, and  it  is  true  that  the  legislative  power  of  the 
State  is  vested  in  the  Legislature  (N.Y.  State  Con- 
stitution, Article  III,  section  1).  Nevertheless  the 
courts  have  gone  far  in  sanctioning  the  delegation 
by  the  Legislature  of  legislative  power  to  adminis- 
trative officers. 

“Although  standards  or  guides  must  be  prescribed 
where  legislative  power  is  delegated,  it  need  be 
done  ...  in  only  so  detailed  a fashion  as  is  reason- 
ably practicable  in  the  light  of  the  complexities  of 
the  particular  area  to  be  regulated.”  ( Chiropractic 
Association  of  New  York  v.  Hilleboe,  12  N.Y.  2d 
109,  120;  Matter  of  City  of  Utica  v.  Water  Pollu- 
tion Control  Board,  5 N.Y.  2d  164,  168,  and  169.) 

In  the  two  recent  decisions  just  cited,  the  New 
York  courts  upheld  the  delegation  of  legislative 
power  to  the  Department  of  Health  and  the  Water 
Pollution  Control  Board  in  very  general  terms.  In 
each  case  a broad  discretion  has  been  conferred  on 
them  by  statute. 

In  the  present  instance,  subdivision  1 of  section 
365-a  of  the  Social  Welfare  Law  provides  that: 

“The  amount,  nature,  and  manner  of  providing 
medical  assistance  for  needy  persons  shall  be  de- 
termined by  the  public  welfare  official  with  the  ad- 
vice of  a physician  and  in  accordance  with  the 
local  medical  plan,  the  provisions  of  this  title,  the 
rules  of  the  board,  and  the  regulations  of  the  de- 
partment.” 


Moreover  subdivision  2 of  the  same  section  defines 
“medical  assistance”  as  meaning  “payment  of  part 
or  all  of  the  cost  of  care,  services,  and  supplies  which 
are  necessary”  of  a medical  nature.  (Italics  sup- 
plied) 

Section  366  of  the  Social  Services  Law  confers 
broad  powers  on  the  Department  for  determining 
eligibility  and  the  “amount  of  such  assistance 

tf 


In  my  judgment  these  and  other  provisions  in 
the  Social  Welfare  Law  would  be  held  by  the 
courts  to  constitute  an  adequate  delegation  of  power 
to  sustain  the  original  20  per  cent  cut  in  the  fee 
schedules  effective  June  1,  1969.  Articles  3 and 
4 of  the  State  Finance  Law  provide  for  the  budget 
and  confer  considerable  power  on  the  Director  of 
the  Budget.  Section  41  of  Article  4 provides  that 
no  state  officer,  employe,  board,  department,  or 
commission  shall  contract  indebtedness  on  behalf 
of  the  State,  nor  assume  to  bind  the  State,  “in  an 
amount  in  excess  of  money  appropriated  or  other- 
wise lawfully  available.”  This  is  not  unlike  section 
111  of  the  State  Finance  Law  in  respect  of  the 
powers  conferred  upon  the  State  Comptroller  and 
the  similar  provision  in  Article  5,  section  1 of  the 
State  Constitution. 

The  order  of  the  Department  of  Health  was,  in 
effect,  a determination  that  the  money  was  not 
available,  as  the  Legislature  appears  to  have  rec- 
ognized in  adopting  chapter  1119  of  the  Laws  of 
1969  imposing  the  second  cut  by  saying  that  there 
should  be  paid  “only  eighty  per  cent  of  the  cost 
of  medical  care  and  services  available  under  this 
title.  . . .” 

The  case  of  Rosado,  et  al.  v.  Wyman,  decided  July 
16,  1969,  by  the  U.S.  Court  of  Appeals  for  the  Sec- 
ond Circuit,  involved  whether  or  not  New  York 
State  could  be  compelled  by  the  Federal  courts  to 
restore  cuts  that  had  been  made  by  the  Legislature 
in  public  welfare.  The  questions  which  were  pre- 
sented were  not  identical  to  those  here,  but  the  relief 
asked  for  was  denied,  and  the  opinions  indicate 
that  the  court  did  not  look  with  favor  on  ordering 
“the  New  York  Legislature  to  appropriate  more 
funds  for  welfare.” 

Title  11  of  Article  5 of  the  Social  Welfare  Law 
(the  Medicaid  statute)  contains  obscurities  which 
will  probably  not  be  clarified  for  many  years.  Legal 
questions  can  arise  thick  and  fast  under  it.  It  is 
difficult  to  say  with  absolute  certainty  that  litiga- 
tion of  the  nature  mentioned  in  the  resolution  and 
discussions  at  the  meeting  of  the  Council  June  26, 
1969,  could  not  possibly  succeed.  My  opinion  is, 
however,  that  it  would  be  unlikely  to  succeed  for 
the  reasons  that  I have  mentioned.  Moreover,  how- 
ever high-minded  the  medical  profession  is  in  its 
care  and  attention  for  needy  persons — it  has  an 
enviable  record  in  this  regard — its  motives  for 
commencing  or  supporting  lawsuits  of  this  nature 
would  be  likely  to  be  misinterpreted  by  those  who, 
in  Bernard  Shaw’s  words,  regard  all  professions — 
not  excepting  the  law — as  conspiracies  against  so- 
ciety. That  should  not  prevent  professional  groups 
and  societies  from  engaging  in  litigation  where 
there  is  a reasonable  prospect  of  success,  but  not 
where  the  likelihood  of  success  is  so  slim  as  not  to 
justify  taking  such  action. 

The  opinion  of  Justice  Walter  J.  Mahoney  in  the 
Aroune  case  deals  with  a different  subject,  namely, 
whether  a patient  was  entitled  to  recover  Medicaid 
to  pay  or  apply  on  the  payment  of  his  doctor.  Jus- 
tice Mahoney  ruled  that  the  patient  was  entitled  to 
that  benefit,  and  that  it  should  be  paid  directly  to 
the  doctor  regardless  of  whether  or  not  he  cooper- 
ated in  the  Medicaid  program.  He  did  cooperate  to 
the  extent  of  making  his  own  form  of  affidavit  as 
to  the  professional  services  rendered.  Whatever 
the  position  of  the  State  Society  or  its  members 
may  be  with  respect  to  Medicaid,  it  would  not  ap- 
pear that  an  attending  physician  is  in  a position  to 
insist  that  the  burden  shall  fall  on  his  patient  per- 


104  New  York  State  Journal  of  Medicine  / January  1,  1970 


nonally  instead  of  being  reimbursed  by  the  State 
where  such  reimbursement  is  authorized  by  law.  1 
see  no  occasion  for  the  State  Society  to  intervene  in 
that  lawsuit  if  Justice  Mahoney’s  determination  is 
appealed. 

Very  truly  yours, 
John  VanVoorhis 

Exhibit  B 

September  30,  1909 

Hon.  John  VanVoorhis 
65  Broad  Street 
Rochester,  New  York  14614 
Hear  Judge: 

I enclose  a copy  of  an  opinion  filed  in  the  United 
States  District  Court  for  the  Southern  District  on 
September  22,  1969,  in  which  the  majority  opinion 
by  Judges  Moore  and  Bonsai  refuses  to  declare  in- 
valid the  constitutionality  of  an  amendment  to  the 
New  York  Social  Services  Law,  section  367-a.  4 and 
sets  aside  the  injunction  granted  against  its  enforce- 
ment by  Judge  Motley.  The  dissenting  opinion  by 
Judge  Motley  precedes  the  majority  opinion. 

I think  that  the  wisdom  of  your  advice  to  the 
Medical  Society  to  refrain  from  joining  in  this  ac- 
tion is  clearly  brought  out  by  the  paragraph  starting 
at  the  bottom  of  page  9,  which  reads:  “As  an  in 

terrorrm  argument,  plaintiffs  assert  that  the  burdens 
imposed  on  the  medical  profession  because  of  the 
necessity  of  preparing  two  bills,  one  for  80  per  cent 
and  one  for  20  per  cent,  will  cause  doctors  and  other 
providers  to  refuse  to  treat  patients.  Absent  proof, 
the  court  will  not  assume  that  the  doctors  of  this 
State  will  be  so  faithless  to  the  Hippocratic  oath  nor 
that  a doctor  would  not  grant  credit  for  the  20  per 
cent  in  needy  cases.  The  affidavits  of  a dentist  and 
a chiropractor  that  they  could  not  be  expected  to 
treat  a patient  not  paying  the  20  per  cent  in  cash, 
the  affidavits  of  the  director  of  a health  center  and 
of  the  acting  Commissioner  of  New  York  hospitals 
which  predict  that  the  quality  of  their  services  will 
be  lowered  because  of  the  amendment  are  not  to  be 
awarded  the  dignity  of  proof.  Not  a single  affidavit 
or  statement  has  been  produced  from  any  doctor  of 
medicine  that  he  would  refuse  to  treat  an  indigent 
patient  who  was  unable  to  place  a 20  per  cent  pay- 
ment in  cash  in  his  hand  before  he  deigned  to 
diagnose  and  prescribe.” 

I am  forwarding  copies  of  the  opinion  to  Dr. 
Henry  Fineberg  at  the  State  Society. 

As  ever, 

William  F.  Martin 

Exhibit  C 

United  States  District  Court 
Southern  District  of  New  York 

John  O’Reilly,  Mrs.  Ira  Goldstein, 

Mrs.  Rita  Morris,  Mrs.  Lillie 
Silverman,  individually  and  on 
behalf  of  all  other  persons 
similarly  situated, 

Plaintiffs, 

v. 

George  K.  Wyman,  in  his  capacity 
as  Commissioner  of  the  New  York 
State  Department  of  Social  Ser- 
vices, and  the  New  York  State 
Department  of  Social  Services, 

Defendants. 

Motley,  J.,  District  Judge,  dissenting. 

Plaintiffs  in  this  class  action  are  the  “medically 
indigent”  of  New  York.  The  “medically  indigent" 


are  persons  who:  (a)  meet  the  categorical  require- 

ments for  federally  supported  welfare,  being  blind, 
disabled,  sixty-five-years  old,  or  dependent  children; 
(6)  have  income  higher  than  the  public  assistance 
levels  set  under  the  state  plans;  and  (c)  have  in- 
sufficient income  and  resources  to  meet  the  costs  of 
necessary  medical  services.* 

Prior  to  the  recent  coinsurance  amendment,  sched- 
uled to  become  effective  on  July  1,  1969,  New  York 
had  paid  100  per  cent  of  all  the  medical  expenses, 
both  inpatient  and  outpatient,  incurred  by  this 
class.  By  the  terms  of  the  amendment,  however,  the 
“medically  indigent’’  must  now  contribute  20  per 
cent  of  the  cost  of  their  outpatient  medical  care, 
the  State  paying  the  remainder. 

Plaintiffs  challenge  neither  the  propriety  nor  the 
wisdom  of  the  requirement  of  contribution,  itself,  as 
a means  of  economizing  on  New  York  State  Medicaid 
expenditures.  Rather,  they  point  to  constitutional 
infirmities,  as  well  as  direct  conflicts  with  Federal 
statutes  and  administrative  regulations,  in  the  pro- 
posed manner  of  implementing  the  amendment  by 
the  defendants  Commissioner  and  Department  of 
Social  Services.  They  claim  that  the  proposed  op- 
eration of  coinsurance  will  deny  them  the  equal  pro- 
tection of  the  laws  of  the  State  of  New  York  in 
violation  of  the  Fourteenth  Amendment;  and  that 
it  is  also  antithetical  to  the  command  and  intent  of 
the  Social  Security  Act  and  regulations  adopted 
thereunder  by  the  Department  of  Health,  Education, 
and  Welfare. 

Jurisdiction.  Federal  court  jurisdiction  is  here 
founded  on  the  substantive  rights  created  by  42 
U.S.C..  section  1983,  and  the  implementation  of 
those  rights  in  the  Federal  courts  by  28  U.S.C.  1343.t 
Specifically,  this  suit  is  brought  “[t]o  redress  the 
deprivation,  under  color  of  any  State  law,  statute, 
ordinance,  regulation,  custom  or  usage,  of  any  right, 
privilege,  or  immunity  secured  by  the  Constitution 
of  the  United  States  . . .”  28  U.S.C.  1343  (3). 

Having  been  properly  brought  initially  in  this 
court,  a statutory  three-judge  court  was  properly 
convened  to  decide  this  case  for  two  reasons.  First, 
it  is  now  clear  that  the  “redress”  sought  by  plaintiffs 
is  an  injunction  enjoining  state-wide  regulations  pro- 
mulgated by  Commissioner  Wyman  (Plaintiffs’  Ex- 
hibit 1)  in  enforcement  of  the  coinsurance  amend- 
ment. Hence,  they  are  state  statutes  within  the 
meaning  of  28  U.S.C.  2281.  King  v.  Smith,  392  U.S. 
309  (1968).  Second,  the  constitutional  right  alleg- 
edly withheld  is  the  right  not  to  be  denied  the  equal 
protection  of  the  laws  of  the  State  of  New  York 
Rothstein  v.  Wyman, — F.  Supp. — (S.D.N.Y.  1969) 
(69  Civ.  2763  decided  August  4,  1969).  And  as  this 
judge  initially  ruled,  plaintiffs’  complaint  raises  a 
substantial  constitutional  question  as  to  whether 
plaintiffs  will  be  denied  the  equal  protection  of  the 
laws  by  the  proposed  operation  of  the  amendment 
(Memorandum  Decision  and  Order,  July  3,  1969). 

As  the  majority  correctly  holds,  a three-judge 
statutory  court  not  only  has  the  power  to  decide  the 
constitutional  issue  but  also  the  power,  in  the  juris- 
dictional sense,  to  decide  the  pendent  statutory 
claims  on  plaintiffs  (an  issue  which  will  be  con- 
sidered at  greater  length). 

However,  it  is  the  opinion  of  this  judge  that  the 
majority  erred  in  finding  that  “defendant  New  York 


* Plaintiff's  memorandum,  p.  9. 

tin  King  v.  Smith,  392  U.S.  309  (1968),  the  Court 
noted  that  the  welfare  beneficiaries  in  that  case  had  predi- 
cated their  class  action  on  42  U.S.C.,  section  1983.  In 
King,  the  Court  held  Alabama’s  “substitute  father”  regula- 
tion, which  denied  benefits  to  dependent  children  if  their 
mothers  cohabited  with  a man,  violative  of  the  Social  Se- 
curity Act  of  1935. 
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State  Department  of  Social  Services  is  not  a ‘person’ 
within  the  meaning  of  Section  1983  of  42  U.S.C.. 
and  there  is  no  jurisdiction  as  to  this  Department.” 
This  proposition,  if  sound,  is  one  of  fundamental 
importance  to  all  litigants  contesting  the  constitu- 
tionality of  state  statutes  and  administrative  regu- 
lations in  the  Federal  courts.  For  it  would  pre- 
clude an  effective  “one-shot”  remedy  of  injunctive 
relief  against  purportedly  unconstitutional  conduct 
on  the  part  of  state  officials  and  subordinates  of 
state  agencies.  If,  for  example,  an  injunction  were 
to  issue  against  defendant  Wyman,  alone,  prohibited 
conduct  on  the  part  of  other  members  of  the  De- 
partment might  have  to  be  separately  enjoined  in 
countless  lawsuits  or  contempt  proceedings.  Par- 
ticularly in  the  area  of  welfare  and  medical  assist- 
ance, such  a spectacle  would  be  as  ironic  as  it  would 
be  devastating.  Thus,  it  is  important  to  treat  the 
contention  of  the  majority  with  great  care. 

Authority  for  the  proposition  that  the  Depart- 
ment is  not  a “person”  within  the  meaning  of  42 
U.S.C.,  section  1983  is  said  to  be  found  in  Judge 
Hay’s  opinion  in  Rosado  v Wyman*  “and  cases 
cited  therein.”  Judge  Hays,  in  turn,  rested  his 
conclusion  as  to  lack  of  “personality”  on  Monroe  v 
Pape,  365  U.S.  167  (19611,  and  two  Ninth  Circuit 
cases  following:  Clark  v.  Washington,  366  F.  2d  678 
(Ninth  Circuit  1966),  and  Williford  v.  California, 
352  F.  2d  474  (Ninth  Circuit  1965). 

Monroe  dealt  with  the  question  of  whether  or  not, 
under  section  1983,  the  City  of  Chicago  could  be 
held  liable  in  damages  for  the  brutality  of  certain  of 
its  police  officers.  The  Court,  deeply  impressed  by 
the  history  of  Congressional  concern  over  the  spectre 
of  political  subdivisions  of  the  state  having  “to  pay 
full  compensation”!  to  those  injured  by  violations 
of  the  Civil  Rights  Act,  as  well  as  by  the  House  of 
Representatives’  belief  that  “Congress  had  no  con- 
stitutional power  to  impose  any  obligation  on  county 
and  town  organizations,  the  mere  instrumentality 
for  the  administration  of  State  Law,”**  held  that  a 
municipal  corporation  is  not  a “person”  within  the 
meaning  of  section  1983.tt 

Monroe  turned,  then,  on  a strictly  limited  con- 
struction of  “person,”  governed  by  the  particular 
and  heated  Congressional  debate  concerning  munici- 
pal liability  when  the  original  Civil  Rights  Act  was 
being  considered.  The  Court  was  largely  prompted 
to  hold  as  it  did  because  the  question  of  monetary 
damages  was  in  issue.  True,  it  felt  itself  forced  to 
decide  that  municipal  corporations  were  not  “per- 
sons” for  the  purpose  of  granting  equitable  relief 
against  them  as  well,  365  U.S.  191-192,  footnote  50, 
but  it  expressly  did  not  “reach  the  constitutional 
question  whether  Congress  has  the  power  to  make 
municipalities  liable  for  acts  of  its  officers  that  vio- 
late the  civil  rights  of  individuals  (365  U.S.  191).” 
Therefore,  Monroe  should  not  be  read  as  the  latest 
commentary  on  Ex-parte  Young,  209  U.S.  123  (1907), 
and  the  question  of  state  sovereign  immunity.  Mon- 
roe found  that  cities  were  not  subject  to  suit  under 
section  1983  but  did  not  say  a word  about  their 
suability  because  they  were  part  of  the  “state,”  and 
hence  protected  from  suit  by  the  Eleventh  Amend- 
ment. 

Tn  sum,  Monroe  should  not  be  read  broadly  as  a 


* — F.2d— , Slip  Op.  2801  (Second  Circuit  July  16, 
1969).  This,  although  it  announced  the  Court’s  decision, 
was  not  its  opinion.  Chief  Judge  Lombard  concurred,  and 
Judge  Feinberg  dissented. 

t 365  U.S.  188,  citing  Cong.  Globe,  42nd  Cong.,  First 
Session,  p.  663. 

**  365  U.S.  190,  citing  Id.,  p.  804. 
ft  365  U.S.  192. 


bar  against  suits  involving  “agencies”  or  “arms”  of 
the  state  in  the  Federal  courts.  Unfortunately,  its 
precisely  delineated  rationale  has  been  confused  with 
sovereign  immunity  in  the  Ninth  Circuit  cases  also 
cited  by  Judge  Hays  in  Rosado. 

In  Williford  v.  California,  supra,  the  court  pur- 
ported to  apply  the  rule  in  Monroe  to  hold  that  the 
State  of  California  was  not  amenable  to  suit  under 
the  Civil  Rights  Act.  “A  municipal  corporation  is 
but  a political  subdivision  of  a state,  and  if  a state’s 
political  subdivisions  are  not  “persons”  under  the 
statute,  then  neither  is  the  state  (352  F.  2d  474, 
476).”  But,  of  course,  the  considerations  that  led 
the  Court  in  Monroe  to  go  down  the  scale  of  govern- 
ment and  reach  one  result,  do  not  so  neatly  apply 
going  up.  At  any  event,  Williford  does  not  add  any 
learning  to  the  problem  of  whether  the  Department 
of  Social  Services,  clearly  not  a “political  subdivi- 
sion of  the  State,”  is  a “person”  within  the  meaning 
of  section  1983. 

In  Clark  v.  State  of  Washington,  supra,  Monroe 
was  not  even  discussed  in  the  holding  that  “(a) 
state  is  not  a “person”  within  the  meaning  of  (42 
U.S.C.,  section  1983)... and  this  must  likewise  be 
true  of  the  Bar  Association,  which  is  an  agency  of 
the  State  (366  F.  2d  678,  681).”  Again,  the  com- 
pelling logic  before  the  conclusion  is  not  self- 
evident,  and  there  is  no  discussion  as  to  why  an 
agent  “must”  be  treated  exactly  like  the  principal. 

However,  Clark  is  at  least  more  apposite  to  a de- 
termination of  the  status  of  the  Department,  which 
is  arguably  an  agent  of  the  state.  It,  like  the  Bar 
Association  in  Clark,  is  an  administrative  body  en- 
trusted with  regulating  state  wide  practices.  If 
analogies  are  to  be  drawn,  however,  the  Department 
would  seem  more  akin  to  a state  board  of  education 
than  a bar  association,  because  of  the  latter’s  pecu- 
liar relationship  to  the  law  and  the  judiciary.  On 
the  other  hand,  a board  of  education  is  as  much 
concerned  with  the  general  public  welfare  as  is  the 
Department  of  Social  Services. 

In  an  iron-link  chain  of  precedent  in  the  Fifth 
Circuit,  the  State  Board  of  Education  of  Louisiana 
has  been  held  amenable  to  suit  in  school  segregation 
cases,  even  as  an  “agent”  of  the  state,  under  section 
1983. 

“For  the  second  time  in  this  case  and  for  the 
seventh  time  in  recent  years,  we  hold  that  a 
state  agency  is  not  immune  from  a suit  to  enjoin 
it  from  enforcing  an  unconstitutional  statute,  and 
the  individual  members  of  the  State  Board  need 
not  be  joined  as  party  defendant.  Again  we  re- 
peat that  the  State  cannot  by  statute  or  constitu- 
tion make  the  State  Board  of  Education  a “special 
agency”  free  from  suits  to  enjoin  the  board’s 
actions  in  violation  of  federally  guaranteed  rights. 
McCoy  v.  Louisiana  State  Board  of  Education, 
Fifth  Circuit  1964,  332  F.  2d  915;  Louisiana 
State  Board  of  Education  v.  Baker,  Fifth  Circuit 
1964,  339  F.  2d  911.  McCoy  v.  Louisiana  State 
Board  of  Education,  Fifth  Circuit  1965,  345 
F.  2d  720.  (For  cases  prior  to  Monroe,  whose 
reasoning  is  believed  to  remain  intact,  see  Orleans 
Parish  School  Board  v.  Bush.,  242  F.  2d  156 
(1957);  Dorsey  v.  State  Athletic  Commission,  168 
F.  Supp.  149  (1958).) 

In  all  these  cases,  the  court  was  responding  di- 
rectly to  claims  that  the  issue  at  stake  was  one  of 
sovereign  immunity,  that  the  School  Board  was  in 
fact  the  “State”  and  thus  not  suable  by  virtue  of 
the  operation  of  the  Eleventh  Amendment.  Thus, 
these  cases  did  not  specifically  decide  that  the  School 
Board  was  a “person”  within  section  1983.  How- 
ever, they  were  all  decided  after  Monroe  (except  for 
Dorsey  and  Orleans  Parish);  and  if  the  issue  was 
neither  raised  nor  discussed,  it  is  a fair  inference 
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that  the  court  found  it  to  he  irrelevant.  In  any 
event,  the  McCoy  cases  stand  for  the  proposition 
that  a state  agency  is  not  insulated  from  nttack 
under  section  198.'!,  squarely  contrary  to  Clark, 
supra.* 

Thus,  the  situation  in  the  circuit  courts  appears 
to  be  a confused  one  at  best.  However,  reliance 
need  not  be  placed  on  decisions  elsewhere  to  dispute 
the  claim  that  the  Department  is  not  a “person.”  In 
the  recent  welfare  case  of  Rothxtcin  v.  Wyman  and 
Department  of  Social  Services  far  the  State  of  New 
York,  supra,  injunctive  relief  was  granted  against 
the  Department  as  defendant  in  its  own  right. 
Judge  Mansfield,  writing  for  a unanimous  panel  of 
three  judges,  repeatedly  referred  to  the  “defendants” 
and  restrained  both  the  Commissioner  and  the  De- 
partment from  enforcement  of  the  statute  there 
called  into  question.  The  Court  never  doubted — 
never,  in  fact,  discussed — the  propriety  of  suit 
against  the  Department,  although  jurisdiction  was 
initially  founded  on  section  1983,  as  it  is  here. 

Judge  Hays  joined  in  the  opinion  of  the  court. 
It  should  be  noted  that  in  Rosado,  itself.  Judge 
Hays  was  the  only  judge  to  expressly  question  the 
Department’s  status  as  a “person.”  Judge  Feinberg, 
dissenting,  presumably  did  not  doubt  the  jurisdic- 
tion over  the  Department.  Chief  Judge  Lombard, 
concurring,  did  not  consider  the  applicability  of 
section  1983  to  the  Department,  since  be  did  not 
believe  there  was  substantive  reason  to  invoke 
section  1983  against  anyone.  Thus,  the  apparent  in- 
consistency in  Judge  Hays’  two  decisions  would 
seem  best  resolved  in  favor  of  the  finding  that  the 
Department  is  a “person”  within  section  1983.  In 
that  event,  the  Department  was  properly  made  a de- 
fendant in  this  case,  and  if,  as  I believe,  plaintiffs 
are  entitled  to  preliminary  injunctive  relief,  the  De- 
partment may  be  properly  enjoined  from  enforcing 
the  coinsurance  amendment  as  defendants  presently 
propose  to  enforce  it. 

The  Constitutional  Claims.  The  constitutional  and 
statutory  arguments  made  by  plaintiffs  depend  on  an 
incredibly  complex  factual  substratum  and.  un- 
fortunately, a comparatively  meager  record  of  briefs, 
affidavits,  and  testimony  that  leaves  many  crucial 
questions  unanswered.  The  equal  protection  claim, 
for  example,  hinges  on  the  precise  manner  in  which 
technical  calculations  of  income  are  made  and  acted 
on.  With  this  background,  it  would  appear  unwise 
to  pass  conclusively  on  the  merits  of  the  constitu- 
tional issues,  especially  on  this  application  for  pre- 
liminary injunctive  relief.  We  might  even  decline 
to  discuss  the  constitutional  issues  altogether,  even 
though  their  presence  is  responsible  for  the  con- 
vening of  this  court.  As  Chief  Judge  Lumbard 
stated  in  Rosado,  “Pendent  jurisdiction,  in  the  sense 
of  judicial  power,  attaches  at  the  outset  of  a suit. 
See  United  Mine  Workers  v.  Gibbs,  383  U.S.  715, 
727  (1966.)  The  subsequent  dismissal  of  the  con- 
stitutional claim,  Gibbs  makes  clear,  does  not  de- 
prive the  Federal  courts  of  all  power  over  a properly 
joined  pendent  claim,”  Rosado  v.  Wyman,  supra, 
Slip  Op.  2819.  Thus,  we  might  reserve  decision  on 
the  constitutional  claims  and  proceed  to  discuss  the 
statutory  claims  in  exercise  of  pendent  jurisdiction. 

However,  because  the  majority  has  generally  dis- 
paraged but  not  adequately  discussed  the  equal 
protection  arguments  of  plaintiffs,  it  is  necessary  to 
indicate  this  judge’s  opinion  of  plaintiffs’  probable 
success.  First  it  will  be  necessary  to  develop  the 
factual  morass,  such  as  it  is,  left  largely  hidden  by 
the  majority. 

* Presumably  because  the  question  was  taken  to  be  self- 
evident,  there  was  no  explicit  discussion  of  section  1983  as 
the  basis  of  jurisdiction. 


In  my  understanding,  the  coinsurance  amendment 
will  operate  to  create  three  classes  of  persons  dis- 
tinguished, in  part,  by  the  manner  in  which  their 
eligibility  for  Medicaid  benefits  will  be  determined. 
Those  three  classes  are:  (1)  those  who  are  applying 

for  100  per  cent  medical  coverage  initially  because 
their  incomes  are  already  below  the  public  assistance 
levels;  (2)  the  “medically  indigent”  who  are  apply- 
ing for  100  per  cent  as  opposed  to  80  per  cent  medi- 
cal coverage  because  they  have,  by  reason  of  co- 
insurance,  “spent  down”  to  their  particular  public 
assistance  level;  and  (3)  those  who  are  applying  for 
80  per  cent  medical  coverage  initially  because  they 
have  become  “medically  indigent”  by  virtue  of  a 
decrease  in  income  or  because  they  have  “spent 
down”  to  medical  indigence  levels  from  higher  in- 
come levels. 

Commissioner  Wymans’  administrative  letter 
(Plaintiffs  Exhibit  Number  1),  and  the  testimony  of 
Deputy  Commissioner  Moncure  (Hearing  before 
Motley,  J.,  July  1,  1969,  T:101,  102-105,  107), 
make  it  absolutely  clear  that  in  determining  eligi- 
bility for  100  per  cent  outpatient  coverage,  as  op- 
posed to  80  per  cent  coverage,  the  excess  income  of  a 
member  of  class  (2)  which  is  to  be  deemed  available 
for  coinsurance,  at  any  given  point  in  time,  is  the 
excess  income  determined  on  an  annual  basis.t 
Therefore,  members  of  class  (2)  cannot  move  from 
80  to  100  per  cent  medical  coverage  until  their  excess 
income  for  the  entire  year  has  been  exhausted  in  co- 
insurance.  But,  of  course,  where  the  annual  excess 
income  is  very  small  (in  the  case  of  plaintiff  Morris 
it  is  $10),  that  which  is  available  as  excess  income 
each  month  is  even  smaller,  so  that  many  people 
who  are  “medically  indigent”  may  have  monthly  in- 
comes of  only  one  dollar  or  so  more  than  those  re- 
ceiving public  assistance.  And  where  the  yearly 
excess  may  be  required  to  be  used  up  in  one  month 
for  coinsurance  purposes,  the  income  for  that  month 
will  obviously  be  at,  or  even  below,  the  level  of  pub- 
lic assistance. 

As  to  classes  (1)  and  (3),  original  Medicaid  ap- 
plicants, income  determination  is  made  on  a 
monthly  basis.  “[0]nly  the  excess  income  for  the 
month  or  months  in  which  care  or  services  are  given 
shall  be  considered  as  available  for  payment,”  18 
N.Y.C.R.R.,  section  85.4  (e)  (iii).  Clearly,  these 
classes  are  treated  differently  from  that  class  seek- 
ing to  shift  from  80  to  100  per  cent  medical  cover- 
age. 

t Plaintiffs’  Exhibit  1 is  denominated  “Administrative 
Letter,”  is  dated  June  11,  1969,  is  from  the  Department  of 
Social  Services,  and  is  addressed  to  “Commissioners  of  So- 
cial Services.”  It  provides  in  pertinent  part  as  follows: 
“This  amount  (“Maximum  Cost  to  Recipient”)  is  the  dif- 
ference between  the  annual  net  income  of  a family  house- 
hold and  cash  public  assistance  levels  , . . . This  is  the 
amount  which  a family  household  ...  is  required  to  ex- 
pend or  become  obligated  to  pay  on  an  annual  basis  for 
medical  care  and  services  . . . before  being  eligible  for 
‘A’  (100  per  cent)  coverage.”  (Plaintiffs’  exhibit  1,  p.  1; 
emphasis  supplied.) 

“Exhibit  3 is  a suggested  sample  letter  to  be  used  for 
transmitting  identification  cards  to  family  households  with 
B’  (80  per  cent ) coverage  ....  It  also  explains  that 
persons  are  subject  to  cost  sharing  until  their  income  is 
reduced  to  a public  assistance  level,  and  when  the  family 
has  expended  or  been  billed  for  the  difference  between  the 
amount  shown  in  the  letter  and  the  annual  net  income,  it 
will  become  eligible  for  all  medical  care  and  services.” 
(Plaintiffs’  Exhibit  1,  p.  2;  emphasis  supplied.) 

Such  language  is  not  “vague  and  inconclusive  on  yearly 
determination,”  as  the  majority  has  thus  characterized 
Plaintiffs’  Exhibit  1.  It  is  precise  and  blunt  on  the  issue. 
And  the  Administrative  Letter  is  a “regulatory”  require- 
ment, which  is  meant  to  “describe  the  various  changes  in 
forms  and  procedures  which  are  required  as  a result  of 
amendments  to  the  Medical  Assistance  Program  effective 
July  1,  1969.”  (Plaintiffs’  Exhibit  1,  p.  I.) 
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The  Supreme  Court  has  ruled  that:  . . Courts 

must  reach  and  determine  the  question  whether  the 
classifications  drawn  in  a statute  are  reasonable  in 
light  of  its  purpose.”  McLaughlin  v.  Florida,  379 
U.S.  184,  191  (1964).  It  has  also  stated  that:  “The 

Equal  Protection  Clause  requires  more  of  a state 
law  than  nondiscriminatory  application  within  the 
class  it  establishes,”  Rinaldi  v.  Yeager,  384  U.S. 
305,  308  (1966). 

Plaintiffs  having  shown  a patent  and  important 
discrimination  in  the  determination  of  eligibility 
for  Medicaid  benefits,  the  State  must  now  offer  a 
reasonable  and  acceptable  explanation  for  its  action. 
Moreover,  when  dealing  with  fundamental  personal 
interests  of  great  magnitude,  such  as  health  and 
physical  well  being,  the  State  must  make  that  ex- 
planation even  stronger  than  usual. 

“We  believe  that  with  the  stakes  so  high  in 
terms  of  human  misery  the  equal  protection 
standard  to  be  applied  should  be  stricter  than 
that  used  on  review  of  commercial  legislation  and 
more  nearly  approximate  that  applied  to  laws  af- 
fecting fundamental  constitutional  rights.”  Roth- 
stein  v.  Wyman,  supra,  — F.  Supp. — See  also, 
Hobson  v.  Hansen,  269  F.  Supp.  401,  496—498, 
(D.D.C.  1967,  Wright,  J.);  aff’d  sub  nom.  Smuck 
v.  Hobson,  408  F.  2d  175  (D.C.  Circuit  1969)  ap- 
peal dismissed,  393  U.S.  801. 

The  State  did  offer  some  justification  for  the  use 
of  the  annual  income  criterion  for  class  2.  Ques- 
tioned as  to  the  feasibility  of  using  the  standard 
monthly  calculation,  the  representative  for  the 
State  replied:  “I  think  it  is  administratively  im- 

possible in  the  State  of  New  York,”  (Hearing  before 
Motley,  J.,  supra,  T:88).  However,  pressed  further 
on  other  administrative  alternatives,  the  witness 
admitted:  “I  think,  at  best,  cost  sharing  in  this 

state  or  coinsurance  in  this  state  is  going  to  be 
utter  confusion,”  (Hearing  before  Motley,  J.,  supra, 
T:91).  Thus,  apparently,  any  form  of  administra- 
tion of  coinsurance  in  New  York  will  be  difficult: 
doubtful  ease  of  application  seems  flimsy  ground  on 
which  to  defend  a grossly  discriminatory  practice. 

Furthermore,  it  is  certain  that  the  defense  of 
“convenience”  or  saving  of  time  or  money  in  admin- 
istration of  a statute,  alone,  will  not  hold  up  under 
the  battery  of  a constitutional  assault.  Rinaldi  v. 
Yeager,  384  U.S.  305,  310  (1966) ; Shapiro  v.  Thomp- 
son, 394  U.S.  618  (1969).  Thus,  until  the  State 
can  make  a convincing  argument  as  to  the  rational- 
ity and  necessity  of  its  classification,  it  would  seem 
that  the  claim  of  unconstitutionality  with  regard  to 
the  use  of  the  criterion  of  one  year’s  income  as  to 
class  2 is  a good  one. 

The  other  equal  protection  claim  has  to  do  with 
the  difference  in  treatment  between  those  who  pay 
the  required  20  per  cent  of  their  outpatient  care  in 
cash  and  those  who  receive  credit  for  such  treat- 
ment, while  a claim  for  100  per  cent  medical  cover- 
age is  pending.  The  argument  is  that  the  State  will 
pay  the  “debts”  incurred  by  the  latter  but  will  not 
“reimburse”  the  former  individual  who  is  out  of 
pocket  for  the  doctor’s  bills.  While  the  claim  is  not 
without  merit,  there  are  simply  not  enough  facts 
concerning  New  York’s  policy  of  “reimbursement”  in 
the  record  to  justify  a determination  one  way  or  the 
other  at  this  time.  On  the  final  hearing  of  this 
cause,  evidence  may  well  be  adduced  to  vindicate 
plaintiffs’  assertion.  No  harm  is  done,  however,  in 
reserving  judgment  on  this  point,  especially  in  light 
of  my  assessment  of  probable  success  on  the  other 
constitutional  claim. 

The  Statutory  Claims.  In  its  discussion  of  plain- 
tiffs’ statutory  claims,  the  majority  takes  exception 
to  “several  hypothetical  situations”  which  it  cor- 
rectly says  plaintiffs  assume.  Certainly,  their  brief 


makes  use  of  illustrative  examples  to  demonstrate 
more  darkly  how  the  conjunction  of  an  annual  in- 
come determination  with  a requirement  of  coinsur- 
ance, until  excess  income  is  exhausted,  will  work  to 
compel  plaintiffs  to  utilize  subsistence  income  pend- 
ing a determination  of  eligibility  for  100  per  cent 
medical  coverage.  However,  plaintiffs’  case  does  not 
rest  on  these  illustrations.  The  named  plaintiffs  are 
flesh-and-blood  “examples”  of  the  predicament  sought 
to  be  explained.  There  is  nothing  in  the  least  “hy- 
pothetical” about  the  plight  of  Mrs.  Rita  Morris, 
Mrs.  Lillie  Silverman,  and  Mr.  John  O’Reilly. 

Mrs.  Morris  has  four  children  and  makes  $10 
more  per  year  than  the  public  assistance  income  al- 
lowed for  a family  of  five,  (Plaintiffs’  complaint,  p. 
3;  Order  to  Show  Cause,  Affidavit  of  Mrs.  Rita 
Morris).  Mrs.  Silverman  is  sixty-seven  years  old, 
lives  alone,  and  receives  the  grand  sum  of  $54  per 
year  in  excess  of  the  allowed  public  assistance 
level,  (Plaintiffs’  complaint,  p.  3;  Order  to  Show 
Cause,  Affidavit  of  Mrs.  Lillie  Silverman).  And  Mr. 
O’Reilly,  who  lives  on  Social  Security  payments 
with  his  welfare-recipient  niece,  has  been  “receiving 
treatment  for  diabetes,  Parkinson’s  disease,  and  a 
hemorrhaging  [sic]  duondenal  [sic]  ulcer.”  In  ad- 
dition, he  has  “appointments  at  Roosevelt  Hospital 
as  an  outpatient  . . . for  treatment  of  (his)  Parkin- 
son’s disease,”  (Affidavit  of  John  O’Reilly,  pp.  1 and 
2). 

It  would  strain  the  bounds  of  credulity  to  believe 
that  Mrs.  Morris  and  her  four  children  would  never 
have  medical  bills  of  more  than  $50  in  one  month, 
necessitating  their  payment  of  more  than  $10  in  co- 
insurance  and  thus  dipping  into  subsistence  income 
for  that  month.  Almost  as  hard  to  deny  is  the  like- 
lihood that  Mrs.  Silverman,  who  is  almost  seventy- 
years-old,  might  have  a serious  accident  or  illness 
costing  more  than  $270  in  medical  expenses  in  one 
month.  Most  clearly  of  all,  Mr.  O’Reilly  will  have 
enormous  medical  expenses  because  of  his  serious 
ailments,  and  he  has  definitely  scheduled  appoint- 
ments in  August  and  September  for  treatment  of 
these  conditions. 

Against  the  unhappy  background  of  these  “real” 
situations,  can  it  be  seriously  contended  that  here 
“fact  assumptions  . . . (are)  made  of  large  medical 
bills  and  small  incomes  with  a resultant  mathemati- 
cal deficit?”  Is  an  injunction  really  being  sought 
based  “on  far-fetched  hypothesis?”  It  is  believed, 
instead,  that  the  majority  simply  fails  to  correctly 
understand  the  bitter  truth  as  it  exists  for  Mrs. 
Morris,  Mrs.  Silverman,  and  Mr.  O’Reilly.  It  is 
believed  that  this  is  belied  by  the  majority’s  un- 
intentionally rhetorical  question:  “Who,  for  ex- 

ample, would  meet,  or  be  expected  to  meet,  a $400 
medical  bill,  in  the  week  in  which  it  was  received, 
out  of  an  income  of  $77?” 

The  poor  are  expected  to  do  things  that  the  rest 
of  us  are  not,  not  least  of  which  is  to  continue  to  live 
and  be  healthy  on  insufficient  incomes.  The  poor 
are  required  to  pay  in  advance  for  medical  services; 
they  do  not  receive  “credit”  because  their  bodies  are 
not  worth  “repossessing”  on  default.  However,  dif- 
ferences in  the  majority’s  beliefs  and  mine  are  not 
in  issue.  The  record  and  plaintiffs’  affidavits 
squarely  assert  that  the  members  of  the  class  will 
not  be  able  to  pay  for  medical  services  without 
dipping  into  subsistence  income.  Mr.  O’Reilly  has 
sworn  that  “[i]f  [he]  [is]  required  to  pay  any  part 
of  these  expenses,  [he]  will  be  forced  to  forego  neces- 
sary treatment  and  medication.”  The  defendants 
have  adduced  no  affidavits  or  other  evidence  con- 
tradicting this.  Therefore,  at  the  very  least,  any 
doubt  as  to  the  severity  and  magnitude  of  plaintiffs’ 
distress  ought  to  be  resolved  in  their  favor. 

If,  in  fact,  the  calculation  of  available  income,  the 
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calculation  of  coinsurance  "excess”  and  the  "thirty- 
day  investigatory  period”  while  a claim  for  100  per 
cent  medical  coverage  is  pending,  together  require 
the  “medically  indigent”  to  “spend  down”  below 
public  assistance  levels,  the  requirements  are  flatly 
in  violation  of  Social  Security  Act,  section  1902  (a) 
(14),  42  U.S.C.A.,  section  1396  (a)  (14)  (Supp. 
1969);  and  of  Regulation  ITEW,  34  Federal  Regula- 
tion 1320,  Part  248,  section  248.21  (a)  (1)  (ii). 
These  provisions  are  set  out  in  pertinent  part  in  the 
majority  opinion  but  are  interpreted  to  permit  vio- 
lation of  monthly  subsistence  income.  This  judge 
believes  that,  on  the  contrary,  the  statute  and  regu- 
lations seem  clear  on  their  face  to  prohibit  requiring 
the  expenditure  of  subsistence  income  on  necessary 
medical  care.  See  also.  Social  Security  Act,  section 
1396  (a)  (17)  (Supp.  1969). 

Furthermore,  and,  perhaps,  philosophically  most 
persuasive,  the  allowing  of  invasion  of  monthly 
subsistence  income  would  make  a mockery  of  the 
entire  Medicaid  program  in  its  avowed  effort  to 
help  needy  individuals  retain  the  integrity  and  self- 
respect  so  hard  to  achieve  on  public  assistance.  To 
that  end.  the  states  are  directed,  in  administering 
Medicaid,  to  make  efforts  “fi]n  the  direction  of 
broadening  the  scope  of  care  and  services  made 
available  under  the  plan  and  in  the  direction  of 
liberalizing  the  eligibility  requirements  for  medical 
assistance,  with  a view  toward  furnishing  by  July  1, 
1975,  comprehensive  care  and  services  to  substan- 
tially all  individuals  who  meet  the  plan’s  eligibility 
standards  with  respect  to  income  and  resources,  in- 
cluding service  to  enable  such  individuals  to  attain 
or  retain  independence  or  self-care.”  Plaintiffs’ 
Memorandum,  p.  8,  citing  Social  Securitv  Act.  sec- 
tion 1903  (e),  42  U.S.C.A.  1396  (b)  (e)  (Supp. 
1969),  (emphasis  added). 

Thus,  one  of  the  chief  goals  of  Medicaid  is  to 
prevent  people  being  driven  onto  public  assistance 
rolls  because  of  illness  or  poor  health.  The  proposed 
operation  of  the  coinsurance  amendment  will  not 
only  add  to  the  growing  numbers  of  welfare  re- 
cipients but  will  cause  many  of  the  coinsurers  to 
live  on  incomes  below  that  of  other  welfare  re- 
cipients. 

Conclusion.  In  the  words  of  the  majority,  “there 
remains  only  for  consideration  of  the  solution  of 
this  particular  case.”  Believing,  as  I do,  that 
plaintiffs  have  made  a substantial  showing  of 
probable  success  on  at  least  one  of  the  constitutional 
claims  and  on  the  statutory  claims,  and  finding 
that  they  are  threatened  with  irreparable  harm 
and  injury  to  their  health  and  well  being,  I believe 
that  defendants  should  be  preliminarily  enjoined 
from  enforcing  the  coinsurance  amendment  as  it 
is  now  going  to  be  enforced,  pending  a final  de- 
termination of  the  merits.  Even  if  I were  of  the 
opinion  that  the  showing  of  probable  success  was 
less  convincing  than  I have  indicated,  the  com- 
parative harm  to  plaintiffs  and  defendants  result- 
ing from  the  granting  or  withholding  of  relief, 
decisively  work  in  favor  of  the  plaintiffs.  The 
usual  burden  of  convincing  the  court  of  success 
at  final  hearing  is  lessened  “where  the  balance  of 
hardships  tips  decidedly  toward  the  party  request- 
ing the  temporary  relief,”  Dino  De  Lanrentiis  Cine- 
matografica,  S.pA.  v.  D-150,  Inc.,  366  F.  2d  373, 
375  (Second  Circuit  1966)  (emphasis  added).  See 
also  Checker  Motors  Corp.  v.  Chrysler  Corp.,  405 
F.  2d  319  (Second  Circuit  1969). 

Here,  not  only  have  plantiffs  shown  irreparable 
harm  flowing  from  operation  of  the  amendment,  but 
the  State  has  adduced  very  little  harm  to  its  pro- 
gram were  it  to  be  enjoined,  save  some  delay  and 
inconvenience.  Furthermore,  as  was  brought  out 
in  the  testimony  before  the  single  District  Judge 


(Hearing  before  Motley,  J.,  supra.,  T:98— 107),  al- 
ternative means  of  administering  the  amendment 
could  be  adopted  by  the  State  that  would  save  it 
from  both  constitutional  and  statutory  infirmities. 

It  is  not  true,  in  this  case,  that  “the  practical 
effect  of  an  injunction  is  to  order  the  New  York 
Legislature  to  appropriate  more  funds  for  welfare,” 
(Rosado  v.  Wymnn,  supra.  Slip  Op.  2801,  p.  2809). 
Rosado  dealt  with  a decrease  in  maximum  monthly 
grants  and  allowances  to  all  welfare  recipients. 
Here,  however,  the  Legislature  has  attempted  to 
economize  by  a scheme  of  insurance;  that  is,  it  is 
taking  a supremely  calculated  risk  that  so  many 
persons  will  require  medical  care,  so  many  will 
qualify  as  coinsurers,  so  many  will  have  such-and- 
such  a level  of  income,  and  so  on.  On  the  basis  of 
calculations  as  to  needs,  a sum  of  money  has  been 
allocated.  However,  if  in  fact  the  Legislature  has 
guessed  wrongly  as  to  the  number  of  medically 
needy,  or  as  to  the  number  who  will  become  eligible 
for  100  per  cent  Medicaid  benefits,  it  may  not 
refuse  aid  on  the  grounds  that  it  will  be  forced  “to 
appropriate  more  funds  for  welfare.” 

An  injunction  against  enforcement  of  the  present 
regulations  would  not  preclude  New  York  from 
administering  coinsurance  in  a constitutionally  and 
statutorily  acceptable  form.  And  that  form  would 
not  require  money  to  be  spent  either  on  persons  not 
contemplated  or  within  monetary  limits  not  en- 
visaged. If,  for  example,  everyone  in  New  York 
should  unfortunately  become  eligible  for  100  per  cent 
Medicaid  coverage,  “more  money”  would  certainly 
have  to  be  provided  by  the  State  in  an  absolute 
sense.  But  that  is  the  fault  of  the  stars,  not  of  the 
judiciary. 

Rosado  is  similarly  inapposite  as  regards  “the 
initial  resolution  of  plaintiffs’  statutory  claims.” 
The  Supreme  Court  has  recently  decided  analogous 
claims  not  less  complex  than  the  ones  before  us, 
( King  v.  Smith,  supra:  see  also,  Rothstein  v. 
Wyman,  supra.)  Plaintiffs’  rightly  point  out  the 
inadequacies  of  the  hearing  apparatus  of  the  De- 
partment of  Health.  Education,  and  Welfare  to  give 
effective  redress  to  private  litigants  (Plaintiffs’ 
Reply  Memorandum,  pp.  4 and  5),  and  further  indi- 
cate that  this  Department  has,  in  effect,  already 
“passed”  on  the  conformity  of  New  York’s  Amend- 
ment in  an  informal  manner,  (letter  of  April  18, 
1969,  from  James  Callison,  Department  of  Health, 
Education,  and  Welfare  to  George  K.  Wyman). 

Finally,  this  judge  cannot  agree  more  fully  with 
the  majority’s  affirmation  that  “courts  in  dealing 
with  every  changing  social  problems  should  not  blind 
themselves  to  current  events.”  However,  I cannot 
agree  that  the  President’s  address  of  August  8 
noticeably  has  an  impact  on  the  case  before  us. 
The  President  spoke  primarily  of  family  allowances, 
not  of  medical  care.  At  any  event,  the  issue  here 
is  not  a “political”  one — yet — nor  is  it  one  to  be 
especially  resolved  by  resort  to  principles  and  con- 
siderations outside  the  scope  of  law  and  justice.  To 
refuse  to  act  within  a clear  mandate  to  do  so,  in  the 
interest  of  humanity  and  fundamental  human  de- 
cency, is  to  be  indeed  “blind”  to  the  course  of  human 
events. 


Dated:  New  York,  New  York 
September  22,  1969 


Constance  Baker  Motley. 

U.S.D.J. 


January  1,  1970  / New  York  State  Journal  of  Medicine  109 


United  States  District  Court 
Southern  District  of  New  York 

John  O’Reilly,  et  al, 

Plaintiffs, 
69— Civ.-2780 
v. 

George  K.  Wyman,  in  his  capacity 
as  Commissioner  of  the  New  York 
State  Department  of  Social  Services, 
and  the  New  York  State  Department 
of  Social  Services, 

Defendants. 

Appearances:  Robert  P.  Borsody  and  Lee  A. 

Albert,  New  York,  (Center  on  Social  Welfare  Policy 
and  Law,  New  York,  Harold  Edgar,  New  York,  of 
counsel),  for  Plaintiffs.  Mark  T.  Walsh,  Assistant 
Attorney  General,  New  York,  (Louis  J.  Lefkowitz, 
Attorney  General  of  the  State  of  New  York,  Albany; 
Steven  M.  Hochberg,  Deputy  Assistant  Attorney 
General,  New  York,  of  counsel),  for  Defendants. 

Before:  Leonard  P.  Moore,  United  States  Circuit 
Judge;  Dudley  B.  Bonsai,  United  States  District 
Judge;  and  Constance  Baker  Motley,  United  States 
District  Judge. 

Circuit  Judge  Moore:  The  complaint  attacks  the 
constitutionality  of  an  amendment  to  the  New  York 
Social  Services  Law,  section  367(a)(4),*  effective 
July  1,  1969,  and  seeks  a declaration  of  its  invalidity 
and  an  injunction  against  its  enforcement. 

Prior  to  July  1,  1969,  plaintiffs,  by  order  to  show 
cause  based  on  the  complaint  and  certain  affidavits, 
sought  the  convocation  of  a three-judge  court  “for 
the  purpose  of  hearing  and  determining  an  applica- 
tion for  a preliminary  injunction.” 

On  July  2,  1969,  after  hearing  testimony  and  oral 
argument  and  reading  plaintiffs’  brief  in  support  of 
their  motion  for  a temporary  restraining  order. 
Judge  Motley  granted  the  order  restraining  the 
defendants  from  putting  into  effect  section  367-a.  4 
and  requested  the  convocation  of  a three-judge  court. 
This  court  was  accordingly  designated.  In  view  of 
the  restraining  order  still  in  effect,  no  action  has 
been  taken  under  section  367-a.  4 nor  experience 
gained  as  to  the  factual  consequences  of  its  opera- 
tion. 

The  Amendment , Section  367-a.  4-  Before  the 
amendment  was  enacted,  all  persons  receiving  out- 

*  Section  367-a.  4 of  the  New  York  Social  Services  Law 
provides  as  follows: 

“To  amend  the  social  services  law,  in  relation  to  the 
amount  payable  by  social  services  districts  for  outpatient 
care  under  the  provisions  of  title  11  of  such  law. 

The  People  of  the  State  of  New  York,  represented  in 
Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Subdivision  four  of  section  367-a  of  the 
Social  Services  Law,  as  added  by  a chapter  of  the  laws 
of  1969,  entitled  “An  act  to  amend  the  Social  Services 
Law,  in  relation  to  establishing  coinsurance  for  outpa- 
tient care  in  medical  assistance,”  is  hereby  amended  to 
read  as  follows: 

4.  (No)  A social  services  district  shall  pay  (more 
than)  only  80  per  cent  of  the  cost  of  medical  care  and 
services  available  under  this  title,  other  than  inpatient 
care  and  services  in  a medical  institution,  with  respect 
to  any  applicant  or  recipient  whose  eligibility  is  derived 
from  subparagraph  four  of  paragraph  ( a ) of  subdivision 
one  of  section  366  of  this  title;  provided,  however,  that 
the  above  limitation  shall  not  apply  with  respect  to  any 
such  applicant  or  recipient  whose  expenditures  and  ob- 
ligations for  (such)  medical  care  and  services  have  re- 
duced such  person’s  income  and  resources  to  (the  level 
of  eligibility  for  public  assistance)  an  amount  equal  to 
the  most  liberal  money  payment  standard  used  by  this 
Stale,  at  any  time  on  and  after  January  1,  1966,  as  a 
measure  of  financial  eligibility  in  any  categorical  money 
payment  program. 

Section  2.  This  action  shall  take  effect  July  1,  1969. 


patient  care,  who  qualified  as  medically  indigent, 
were  entitled  to  free  medical  care,  services,  and 
supplies,  namely,  100  per  cent  of  such  charges  were 
paid  for  by  the  State.  By  virtue  of  the  amendment, 
two  income  categories  were  established,  the  amounts 
depending  on  the  number  in  the  family,  (1)  pub- 
lic assistance  level  and  (2)  a level  higher  than 
public  assistance  but  which  qualifies  a person  for 
medical  benefits  as  medically  indigent.  For  those 
persons  (the  medically  indigent  who  are  not  on 
welfare)  the  State  by  the  amendment  provided  for 
100  per  cent  of  hospital  care  but  only  80  per  cent 
of  outpatient  care,  the  patient  being  required  to 
pay  the  remaining  20  per  cent.  The  amendment  is 
referred  to  as  the  coinsurance  amendment. 

To  ascertain  eligibility  in  these  categories  certain 
administrative  procedures  and  factual  investigations 
are  necessary.  It  is  these  administrative  details, 
primarily  the  determination  of  medical  indigency 
on  an  annual  basis  and  the  alleged  thirty-day  period 
for  determining  whether  or  not  a patient  is  entitled 
to  100  per  cent  outpatient  coverage,  which  plaintiffs 
attack  as  potentially  creating  constitutional  and/or 
statutory  defects  in  the  amendment. 

Jurisdiction.  First,  the  fundamental  question  of 
jurisdiction  must  be  resolved.  The  defendant  New 
York  State  Department  of  Social  Services  is  not  a 
“person”  within  the  meaning  of  Section  1983  of  42 
U.S.C.  and  there  is  no  jurisdiction  as  to  this  Depart- 
ment. Rosado,  et  al.  v.  Wyman,  et  al.,  decided  July 
16,  1969,  Slip  Op.  p.  2801  and  cases  cited  therein. 
Although  Judge  Hays  in  Rosado  believed  that  the 
attack  on  a State  statute  was,  or  should  be,  against 
the  State  and  that,  because  the  suit  was  not  based 
on  action  taken  by  the  Commissioner  under  the 
statute,  the  Commissioner  as  an  individual  was  not 
within  the  scope  of  Section  1983,  here  the  plaintiffs 
assert  threatened  action  under  the  statute  by  the 
Commissioner.  Furthermore,  in  Rosado  Chief  Judge 
Lumbard  was  of  the  view  that  the  district  court 
“did  have  pendent  jurisdiction  over  the  statutory 
claim  in  the  sense  of  judicial  power,”  Slip  Op.  p. 
2818,  but  indicated  that  “the  three-judge  court 
might  well  have  dismissed  the  pendent  claim”  and 
that  “from  the  standpoint  of  judicial  convenience 
and  economy”  the  three-judge  court  could  have  dis- 
posed of  the  claims  before  it,  Slip  Op.  p.  2819. 

Accordingly,  we  assume  jurisdiction  over  the  Com- 
missioner for  the  limited  purpose  of  resolving  the 
only  question  currently  before  us,  namely,  the  grant- 
ing or  the  denial  of  a preliminary  injunction.  Do 
these  facts  presently  before  us  disclose  such  a clear 
and  present  danger  of  illegal  action  about  to  be 
taken  as  to  justify  the  granting  of  the  extraordinary 
relief  of  restraining  enforcement  of  a law  enacted 
by  the  State  Legislature  pursuant  to  its  powers  to 
legislate  with  respect  to  the  State’s  welfare  pro- 
gram? Since  the  law  has  not  as  yet  been  applied 
because  of  the  restraining  order,  plaintiffs  are  forced 
to  base  their  fears  of  violation  on  the  way  they  be- 
lieve Section  367-a.  4 “will  be  administered.”  Such 
anticipated  (in  their  opinion)  administration  “vio- 
lates the  requirements  of  Title  19  of  the  Social  Se- 
curity Act,  42  U.S.C. A.,  section  1396a  et  seq. 
(Supp.  1969)”  (Grants  To  States  For  Medical 
Assistance  Programs)  which  requires  the  State  to 
“have  submitted  and  had  approved  by  the  Secretary 
of  Health,  Education,  and  Welfare,  State  plans  for 
medical  assistance.”  Section  1396.  Comprehensive 
details  as  to  what  the  State  plans  must  provide  are 
set  forth  in  sections  1396a  through  1396f. 

“[I]t  is  not  the  wisdom  of  the  law  that  . . . (the 
plaintiffs)  here  challenge.  Rather  (they  claim)  the 
law,  as  construed  by  the  State  administrators,  is  in 
conflict  with  the  Federal  requirement  that  subsis- 
tence income  is  to  be  saved  for  the  necessities  of 
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life— food  and  shelter — and  not  to  be  used  for 
medical  payments.”  Plaintiffs  further  narrow  the 
issue  by  conceding  that  “On  its  face,  the  coin- 
surance amendment  conforms  to  the  Federal  re- 
quirement that  an  individual  may  not  be  required 
to  pay  the  20  per  cent  coinsurance  fee  where  to  do 
so  would  require  him  to  ‘spend  down’  below  the 
public  assistance  level  Their  complaint  is  that 

“the  computation  of  available  excess  income  for 
coinsurance  purposes  . . . will  be  made  on  an 
annual  basis,”  (Plaintiffs’  Memorandum,  p.  17). 
Thus,  they  say,  “The  length  of  time  over  which 
income  is  deemed  available  under  the  New  York 
coinsurance  requirement  clearly  violates  Federal 
law.”  They  cite  a Federal  regulation,  which  re- 
lates to  subsistence-level  income  and  refers  to 
reasonable  evaluation  of  income  and  resources  (34 
Federal  Regulation  1321,  Chapter  II,  45  C.F.R., 
section  248.21  (4)  as  being  “preferably  of  not  more 
than  three  months,  but  not  in  excess  of  six  months, 
ahead  . . .”).  Using  this  provision,  providing  for 
initial  eligibility  for  medical  assistance,  plaintiffs 
argue  that  “As  an  absolute  maximum,  only  six 
months’  income  can  be  deemed  available,  and  it  is 
preferred  that  only  three  months’  income  be  con- 
sidered.” In  addition  plaintiffs  invoke  New  York’s 
requirements  for  determining  income  for  Medicaid 
applicants,  namely,  “only  the  excess  income  for  the 
month  or  months  in  which  care  or  services  are  given 
shall  be  considered  as  available  for  payment,”  (18 
N.Y.C.R.R.  section  85.4(e)  (iii). 

Plaintiffs  cite  no  statute  or  regulation  which  re- 
quires that  “available  income”  for  coinsurance  be 
determined  on  an  annual  basis.  There  is  testimony 
of  Albert  F.  Moncure,  who  is  asserted  to  be  in 
charge  of  implementing  the  new  amendments,  which 
tends  to  support  the  inference  that  an  annual  cal- 
culation may  be  used,  (Tr.  pp.  104  to  106).  But 
his  testimony  is  vague  and  inconclusive  and  does 
not  state  explicitly  that  “available  income”  to  pay 
specific  medical  bills  incurred  in  a particular  month 
is  to  be  calculated  on  a yearly  basis.  He  affirms  only 
that  one  must  coinsure  until  “excess”  income  is  used 
up.  No  reference  is  made  to  borderline  cases  on 
which  the  plaintiffs  so  heavily  rely. 

Also  vague  and  inconclusive  on  yearly  determina- 
tion is  Exhibit  1,  a letter  from  defendant  Wyman 
to  the  Commissioners  of  Social  Services,  which 
states  “.  . . persons  are  subject  to  cost  sharing  until 
their  income  is  reduced  to  a public  assistance  level.” 

In  short,  we  have  been  shown  no  requirement, 
either  statutory  or  regulatory,  that  “available  in- 
come” for  coinsurance  must  be  determined  on  a 
yearly  basis,  as  opposed  to  a shorter  period.  More- 
over, if  the  State  improperly  determines  “available 
income,”  or  threatens  to  do  so,  which  has  not  been 
proved  to  us,  presumably  there  are  adequate  ad- 
ministrative or  State  remedies  which  are  available. 
The  medical  assistance  program  challenged  here  is 
a State  program,  which  is  not  yet  in  its  incipiency, 
and  recourse  should  not  be  made  to  Federal  courts 
when  such  problems  as  may  arise  can  be  more 
easily  and  more  quickly  corrected  in  the  agency 
itself. 

In  aid  of  their  argument  plaintiffs  assume  several 
hypothetical  situations.  Illustrative  are: 

1.  A family  of  four  has  a yearly  income  of  $4,090. 
The  applicable  public  assistance  level  is  $3,790,  leav- 
ing an  excess  of  $300  which  must  be  spent  on  medi- 
cal payments  before  the  20  per  cent  coinsurance  re- 
quirement is  waived.  Plaintiffs  reduce  this  $4,090 
income  to  $340  a month  and  the  welfare  income  to 
some  $316  a month,  a differential  of  $24.  They 
then  assume  a medical  bill  of  $200  in  a month  as  not 
unlikely.  Again  on  the  assumption  that  the  patient 
will  be  forced  to  pay  20  per  cent  of  $200,  namely. 


$40  within  the  one-month  period,  they  reach  a loss 
of  $16  ($40  paid,  less  $24  excess)  which  they 

assert  “represents  disaster  to  him.” 

2.  If  the  welfare  level  is  $3,000  and  a person  has 
an  income  of  $3,005,  then  only  $5.00  is  available  for 
medical  expenses. 

3.  A person  earns  $4,000  a year,  or  $77  a week, 
$333  a month,  $2,000  in  six  months,  and  is  assumed 
to  have  a medical  bill  of  $400.  This  bill  would  ex- 
haust his  $77  and  leave  him  with  a debt  of  $323. 

The  Legislature  has  decided  that  completely  free 
medical  aid  should  not  be  given  to  the  medically 
indigent  as  defined,  but  rather  that  since  they  are 
above  welfare  levels  they  should  contribute  20  per 
cent  to  the  cost  of  outpatient  care.  Such  action  has 
been  specifically  allowed  by  Congress,  Social  Security 
Act,  section  1902(a)  (14):  42  U.S.C.A.,  section 

1392a(14),  (Supp.  1969).  By  taking  certain  supposi- 
tious cases  plaintiffs  contend  that  the  persons  therein 
involved  would  be  driven  below  the  public  assistance 
level.  This  consequence,  in  turn,  they  say,  offends 
the  Social  Security  principle  that  “No  recipient  of 
medical  assistance  may  be  required,  in  any  circum- 
stances, to  pay  coinsurance  when  his  ‘available’  in- 
come is  at  or  below  the  public  assistance  level,” 
(Plaintiffs’  Memorandum,  p.  11).  Section  1902- 
(a)(14),  among  other  matters,  provides  that 
cost-sharing  (coinsurance)  “shall  be  reasonably  re- 
lated (as  determined  in  accordance  with  standards 
approved  by  the  Secretary  and  included  in  the 
plan)  to  the  recipient’s  income  or  his  income  and 
resources.”  The  problem  of  who  is  to  determine 
what  is  “reasonably  related”  is  resolved  by  the 
section  itself;  it  is  by  the  Secretary  who  is  to 
approve  the  standards  for  determination.  The 
method  of  calculating  the  recipient’s  income  is  not 
specified.  The  only  prohibition  is  against  any  cost 
sharing  which  “would  reduce  the  individual’s  income 
below  the  most  liberal  money  payment  standard  used 
by  the  State,  at  any  time  on  or  after  January  1, 
1969,  as  a measure  of  financial  eligibility  in  any 
categorical  money  payment  program  in  the  State,” 
HEW  Regulation;  45  C.F.R.,  section  248.21(a)(1)- 
(ii). 

Of  course,  fact  assumptions  can  be  made  of  large 
medical  bills  and  small  incomes  with  a resultant 
mathematical  deficit.  But  injunctions  must  be  based 
on  existing  or  actually  threatened  real  situations 
and  not  on  far-fetched  hypotheses.  Who,  for  ex- 
ample, would  meet,  or  be  expected  to  meet,  a $400 
medical  bill,  in  the  week  in  which  it  was  received, 
out  of  an  income  of  $77? 

In  addition  to  complaining  of  the  method  which 
the  State  has  proposed  for  determining  income, 
plaintiffs  object  to  any  investigation  period  to 
enable  the  State  to  check  the  applicants’  right  to 
change  their  status  from  80  to  100  per  cent.  Thus 
they  contend  that  “There  is  no  reason  whatever  for 
the  State  not  to  grant  100  per  cent  medical  assis- 
tance immediately  on  the  basis  of  a declaration  of 
a recipient  who  has  already  been  determined  to  be 
eligible  for  some  Medicaid  assistance  that  he  has 
spent  down  to  public  assistance  floor”  (Plaintiffs’ 
Memorandum,  p.  28).  During  this  indicated  thirty- 
day  investigatory  period,  plaintiffs  assert  that  those 
who  pay  their  20  per  cent  in  cash  will  not  be  reim- 
bursed whereas  those  who  receive  credit  from  their 
providers  will  be  paid  if  they  are  entitled  thereto. 

Additionally,  using  many  hypothetical  situations 
all  calculated  to  change  medically  indigent  cases  to 
those  below  a public  assistance  level,  plaintiffs  en- 
deavor to  find  a constitutional  defect  in  the  amend- 
ment because  (they  assert) : 

A.  The  one-year  period  of  measuring  income  when 
one  month  is  used  for  other  determinations  (which 
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they  claim  are  comparable)  is  a denial  of  equal 
protection ; 

B.  The  difference  in  treatment  of  those  who  pay 
their  20  per  cent  in  cash  as  distinguished  from  those 
who  receive  credit  creates  an  unreasonable  classifica- 
tion which  denies  equal  protection;  and 

C.  Refusal  to  reimburse  is  a deprivation  of  prop- 
erty without  due  process  of  law. 

As  noted  previously,  there  is  inadequate  proof 
that  the  State  will  make  its  determinations  on  a 
yearly  basis.  Furthermore,  whenever  classifications 
are  established  by  law,  there  are  bound  to  be 
borderline  cases.  The  Legislature,  supposedly  repre- 
senting the  will  of  the  people,  has  decreed  that  cer- 
tain benefits  be  given  to  certain  groups  depending 
on  their  annual  salaries.  Within  the  groups,  the 
law  applies  equally.  Individual  borderline  situa- 
tions may  require  a change  in  category.  But  this 
does  not  create  constitutional  infirmity. 

The  same  is  true  of  the  investigatory  period.  The 
period  might  have  been  five,  fifteen,  or  sixty  days. 
But  this  was  a legislative  decision  and  can  scarcely 
be  characterized  as  unreasonable,  arbitrary,  or  dis- 
criminatory. 

In  final  analysis,  plaintiffs  ask  this  court  to  sub- 
stitute its  judgment  (and  theirs)  for  that  of  the 
Legislature.  This  would  be  tantamount  to  the 
assumption  by  the  judiciary  of  the  legislative 
function. 

As  an  in  terrorem  argument,  plaintiffs  assert  that 
the  burdens  imposed  on  the  medical  profession  be- 
cause of  the  necessity  of  preparing  two  bills,  one 
for  80  per  cent,  one  for  20  per  cent,  will  cause  doc- 
tors and  other  providers  to  refuse  to  treat  patients. 
Absent  proof  the  court  will  not  assume  that  the 
doctors  of  this  State  will  be  so  faithless  to  the 
Hippocratic  oath  nor  that  a doctor  would  not  grant 
credit  for  the  20  per  cent  in  needy  cases.  The 
affidavits  of  a dentist  and  a chiropractor  that  they 
could  not  be  expected  to  treat  a patient  not  paying 
the  20  per  cent  in  cash,  the  affidavits  of  the  director 
of  a health  center,  and  of  the  acting  Commissioner 
of  New  York  hospitals  which  predict  that  the  quality 
of  their  services  will  be  lowered  because  of  the 
amendment  are  not  to  be  awarded  the  dignity  of 
proof.  Not  a single  affidavit  or  statement  has  been 
produced  from  any  doctor  of  medicine  that  he  would 
refuse  to  treat  an  indigent  patient  who  was  unable 
to  place  a 20  per  cent  payment  in  cash  in  his  hand 
before  he  deigned  to  diagnose  and  prescribe. 

There  remains  only  for  consideration  the  solution 
of  this  particular  case.  Two  of  the  fundamental 
guides  are  (1)  the  nature,  extent,  and  quality  of 
proof,  and  (2)  the  ultimate  likelihood  of  success. 
The  recent  decision  by  this  court  in  Rosado  is  not 
without  significance.  In  that  case  Judge  Hays  be- 
lieved that  an  injunction  was  inappropriate  because 
“the  practical  effect  of  an  injunction  is  order  the 
New  York  legislature  to  appropriate  more  funds  for 
welfare,”  (Slip  Op.,  p.  2809).  So  would  it  be  here. 

Chief  Judge  Lumbard  did  “not  feel  that  the  Fed- 
eral courts  are  the  appropriate  forum  for  the  initial 
resolution  of  plaintiffs’  statutory  claim,”  (Slip  Op., 
p.  2822).  He  was  of  the  opinion  that  “the  Federal 
claim  seems  more  apt  for  initial  resolution  by  the 
Department  of  Health,  Education,  and  Welfare, 
than  by  the  courts,”  (p.  2820);  and  that  HEW 
“with  its  expertise  in  the  operation  of  the  Aid  to 
Families  with  Dependent  Children  program  and 
its  experience  in  reviewing  the  very  technical  pro- 
visions of  State  welfare  laws,”  should  have  “an 
initial  opportunity  to  consider  whether  or  not  sec- 
tion 131-a  is  in  compliance  with  section  602 (a) (23) 
(change  in  welfare  payments  statutes)”  (pp.  2820 
to  2821).  Here,  likewise,  there  has  been  no  such 
determination,  and  the  statutory  claim  is  “more 


apt  for  initial  resolution”  by  the  Secretary  of 
Health,  Education,  and  Welfare. 

In  dealing  with  ever-changing  social  problems, 
the  courts  should  not  blind  themselves  to  current 
events.  Changes  of  moment  in  the  welfare  fields 
may  well  be  made  in  the  near  future,  witness  the 
President’s  address  to  the  nation  on  August  8,  1969. 
The  HEW  itself  is  considering  New  York’s  legisla- 
tion. The  State  administrative  officials  have  not 
as  yet  had  an  opportunity  to  act  under  the  amend- 
ment or  to  react  to  specific  cases. 

Under  all  applicable  standards,  it  is  clear  that  a 
preliminary  injunction  should  be  denied  and  the 
temporary  restraining  order  dissolved.  However, 
since  there  are  these  unresolved  factual  matters, 
it  seems  best  to  abstain  at  this  time  from  passing 
on  the  merits  with  finality  but  rather  to  retain 
jurisdiction  so  that  on  a trial  facts  may  be  de- 
veloped on  which  the  court  may  have  a better 
foundation  for  a determination  of  the  issues  than 
are  now  before  it. 

Preliminary  injunction  denied;  temporary  re- 
straining order  dissolved. 

New  York,  New  York 
September  22,  1969. 

Leonard  P.  Moore,  U.S.C.J. 

Dudley  B.  Bonsal,  U.S.D.J. 

POSTCONVENTION  (POSTMORTEM) 
STAFF  CONFERENCE.  The  staff  met  on  the 
afternoon  of  February  27  to  evaluate  the  an- 
nual convention.  It  was  the  consensus  that, 
despite  the  severe  snowstorm  and  the  problems 
that  it  brought,  the  affairs  of  our  Society  were 
handled  very  smoothly.  Our  people  should  be 
commended  for  their  dedicated  service. 

However,  we  do  not  propose  to  stand  still; 
we  keep  striving  for  “utopia.”  The  staff  has 
made  many  worthwhile  suggestions  and  recom- 
mendations which  we  will  institute  next  year. 

The  delegates  took  the  bad  weather  in  stride. 
They  were  very  cooperative — generally  in  good 
humor — and,  with  very  few  delays,  went 
through  the  registration  procedure  in  good 
order. 

The  president’s  dinner-dance  was  a “hit,” 
over  300  persons  attended. 

As  we  have  stated  before,  we  believe  that 
conventions  and  annual  meetings  must  be 
planned  far  ahead ; one  of  our  goals  is  to 
achieve  this  type  of  programming. 

THE  BUILDING.  The  Building  Committee 
and  the  Board  of  Trustees  will  have  a complete 
report  ready  for  the  meeting  of  the  House  of 
Delegates  in  February. 

At  this  time,  may  we  merely  say  that  most  of 
the  “barriers”  against  our  going  ahead  were 
eliminated.  We  have  been  showing  definite 
progress — in  the  right  direction. 

The  plans  were  completed,  and  they  were 
filed  with  the  Village  of  Lake  Success.  The 
building  permit  fee  was  paid. 

Twelve  outstanding  general  contractors  were 
invited  to  submit  bids  for  the  performance  of 
all  work,  “including  plumbing,  heating  and 
ventilating,  electric  work,  and  site  work.” 
Drawings  and  specifications  were  made  avail- 
able to  them.  Sealed  bids  were  in  our  hands  by 
October  1.  Six  firms  submitted  estimates. 

A combined  meeting  of  the  Committee  on 
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Our  Building  and  the  Board  of  Trustees  was 
convened  on  Thursday,  October  9.  Waring 
Willis,  M.D.,  chairman  of  the  Board  of  Trust- 
ees, presided. 

Present  were:  Building  Committee — Renato 

J.  Azzari,  M.D.,  chairman,  John  M.  Galbraith, 
M.D.;  George  Hinder,  M.D.,  and  John  E.  Lowry, 
M.D.;  Trustees — Waring  Willis,  M.D.,  chair- 
man, Edward  C.  Hughes,  M.D.,  and  Frederick 
A.  Wurzbach,  Jr.,  M.D.  Also  present  were: 
Walter  T.  Heldmann,  M.D.,  Thomas  F.  Mc- 
Carthy, M.D.,  Henry  I.  Fineberg,  M.D.,  J. 
Richard  Burns,  Esq.,  William  F.  Martin,  Esq., 
Eugene  S.  Dombrowski  (comptroller),  Anthony 
DePace,  and  Henry  DeMatteo  (architects), 
Miss  Gretchen  Wunsch,  and  George  W.  Forrest, 
Jr. 

The  sealed  bids  were  opened,  reviewed,  and 
discussed.  Various  “angles”  were  analyzed. 

The  Building  Committee  recommended 
unanimously  that  the  lowest  bidder  be  chosen  to 
proceed  with  the  work — after  “appropriate  in- 
vestigation." 

Now,  the  entire  situation  is  in  the  hands  of 
the  Board  of  Trustees,  which  will  make  its 
decision  soon. 

“THE  KNOWLES  AFFAIR.”  There  has 
been  much  misapprehension  about  John 
Knowles,  M.D.,  and  the  AMA.  In  reply  to 
many  inquiries,  we  believe  that  you  should  be 
made  aware  of  the  clarification  of  AMA’s  posi- 
tion. 

Here  is  a statement,  released  by  Dwight  L. 
Wilbur,  M.D.,  immediate  past  president  of 
AMA: 

“The  following  facts  concerning  the  ap- 
pointment of  an  assistant  secretary  for 
health  and  scientific  affairs  should  be  kept 
in  mind  in  the  whole  matter  of  the  appoint- 
ment .... 

“1.  At  the  request  of  Mr.  Finch,  the  AMA 
submitted  a list  of  candidates  for  all  top  ap- 
pointive officers  in  HEW,  including  that  of 
assistant  secretary  for  health  and  scientific 
affairs.  The  three  AMA  candidates  for  this 
latter  post  were  W.  Clarke  Wescoe,  M.D., 
Richard  S.  Wilbur,  M.D.,  and  John  H.  Hog- 
ness,  M.D. 

“2.  Although  I was  in  contact  with  Mr. 
Finch,  a number  of  times  in  person  and  by 
telephone,  at  no  time  from  the  first  of  Janu- 
ary until  June  27  did  he  indicate  to  me  that 
Dr.  John  Knowles  was  his  candidate  for  this 
position.  He  discussed  the  possibility  of  Dr. 
Knowles’  appointment  on  a number  of  oc- 
casions, but  there  was  never  any  indication 
to  me  that  Doctor  Knowles  was  his  man.  In 
fact,  he  recognized  and  expressed  significant 
problems  in  such  a potential  appointment 
“3.  I made  an  agreement  with  Mr.  Finch 
that  we  would  not  conduct  a campaign  in  be- 
half of  three  AMA  candidates.  This  was 
done  at  Mr.  Finch’s  request  and  explains 
why  the  AMA  remained  essentially  silent 
during  this  long  period. 

“4.  Mr.  Finch  indicated  to  me  and  others 
that  he  felt  the  AMA  nominees  were  excellent 
candidates.  After  Dr.  Wescoe  withdrew,  Mr. 


Finch  indicated  to  me  and  others  on  many 
occasions  that  the  appointment  of  one  or  the 
other  of  the  AMA  candidates  might  well  be 
just  a matter  of  “a  few  days.”  Each  of  them 
was  thoroughly  investigated  by  the  Federal 
Bureau  of  Investigation.  It  was  not  until  a 
few  days  before  Dr.  Egeberg’s  appointment 
that  for  the  first  time  Mr.  Finch  indicated 
that  the  AMA  candidates  were  not  accept- 
able. This  was  at  a time  that  the  nomina- 
tion of  Dr.  Knowles  was  withdrawn  or  not 
made. 

“5.  I found  it  exceedingly  difficult  to  com- 
municate with  Mr.  Finch  and  at  one  time 
was  unable  to  contact  him  for  a period  of 
six  weeks,  although  I was  in  touch  with  his 
office  by  telephone  at  least  two  or  three  times 
each  week  during  this  period. 

“I  have  stated  publicly  that  I think  every- 
one lost  in  the  Knowles  affair.  Certainly 
the  Department  of  Health,  Education,  and 
Welfare,  the  AMA,  Doctor  Knowles,  and 
particularly  Mr.  Finch  did.  The  whole  situa- 
tion was  most  regrettable,  but  under  the  cir- 
cumstances as  the  situation  developed  and 
as  a vigorous  campaign  was  mounted  in  be- 
half of  Dr.  Knowles,  and  not  for  the  ex- 
cellent candidates  of  the  AMA,  I believe  the 
public,  the  press,  and  the  profession  did  not 
have  the  facts  on  which  to  make  a fair  and 
reasonable  judgment  concerning  this  situa- 
tion.” 

INCORPORATION.  As  you  undoubtedly 
know,  there  has  been  a great  “battle”  concern- 
ing the  formation  of  professional  corporations. 

We  are  now  in  receipt  of  the  following  com- 
munication from  the  Internal  Revenue  Service, 
Washington,  D.C.: 

“The  Internal  Revenue  Service  announced 
today,  in  response  to  recent  decisions  of  the 
Federal  courts,  that  it  is  conceding  that  or- 
ganizations of  doctors,  lawyers,  and  other 
professional  people  organized  under  state 
professional  association  acts  will,  generally, 
be  treated  as  corporations  for  tax  purposes. 

“This  action  followed  a decision  not  to 
apply  to  the  Supreme  Court  for  certiorari  in 
the  recent  cases  of  United,  States  v.  O’Neill, 
F 2d  (Sixth  Circuit,  May  1,  1969),  aff’g  281 
F.  Supp.  359,  (N.D.  Ohio  1968),  and  Kurzner 
v.  United  States,  F.  2d  (Fifth  Circuit,  May 
27,  1969)  aff’g  286  F.  Supp.  839  (S.D.  Fla. 
1968).  This  decision  was  made  by  the  So- 
licitor General  and  concurred  in  by  the  As- 
sistant Attorney  General  (Tax  Division)  and 
the  Commissioner  and  Chief  Counsel,  In- 
ternal Revenue  Services. 

“Both  of  these  decisions  held  that  a group 
of  doctors  organized  under  state  laws  was 
classifiable  as  a corporation  for  Federal  tax 
purposes.  Obviously,  however,  the  govern- 
ment must  reserve  the  right  to  conclude  dif- 
ferently in  any  case  that  reflects  special  cir- 
cumstances not  present  in  O’Neill  or  Kurzner. 

“An  earlier  decision  had  been  made  not  to 
seek  certiorari  in  United  States  v.  Empey, 
holding  a group  of  lawyers  organized  under 
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the  general  corporation  laws  of  Colorado  to 
be  a corporation  for  Federal  tax  purposes. 

“Nor  will  the  government  further  press 
its  appeals  presently  pending  in  the  Fifth 
and  Eighth  Circuits.  These  are  respectively 
Holder  v.  United  States,  289  F.  Supp.  160 
(N.D.  Georgia  1968),  and  Wallace  v.  United 
States,  294  F.  Supp.  1225  (E.D.  Ark.  1968). 
Also,  no  appeal  will  be  prosecuted  in  any 
other  pending  cases  decided  adversely  to  the 
government  on  the  same  issue  involving  simi- 
lar facts.  Finally,  all  similar  cases  now  in 
litigation  or  under  audit  will  be  reviewed  to 
see  if  they  should  be  conceded. 

“Implementing  instructions  will  be  issued 
to  field  personnel — if  necessary  on  a state-by- 
state basis — as  soon  as  possible.  In  addition, 
appropriate  modifications  of  existing  regula- 
tions will  be  required  consistent  with  these 
decisions.” 

We  should  point  out  that,  despite  IRS  sur- 
render on  tax  treatment  of  professional  cor- 
porations, many  attorneys  advise  against  in- 
corporation of  one-  and  two-man  practices  and 
of  practices  not  in  top  income  range  They  cite 
initial  costs  of  incorporating,  need  for  constant 
attention  to  red  tape  inherent  in  a corporation, 
and  problems  arising  for  a corporation  when  a 
physician  member  dies.  These  attorneys  point 
to  the  legal  profession  itself,  noting  that  law- 
yers with  moderate  incomes  are  staying  off  the 
professional  corporation  bandwagon. 

An  article  in  Physician’ s Management 
stresses  the  fact  that  physicians  should  be 
cautioned  “that  the  IRS  action  by  no  means 
constitutes  blanket  approval  of  all  professional 
corporations.  Medical  corporations  who  want 
their  retirement  plans  to  qualify  for  tax-shel- 
tered treatment  must  exercise  all  due  care  in 
the  establishment  and  conduct  of  their  cor- 
porate entity.” 


DIVISIONS.  The  “world”  is  changing 
rapidly — and  not  always  for  the  better — and 
all  of  us  must  be  ever  on  the  alert  if  we  are 
to  keep  pace  with  current  practices. 

Naturally,  our  staff  plays  an  essential  role 
in  our  deliberations  and  decisions,  and  our  offi- 
cers and  committee  chairmen  and  members  are 
always  available  for  consultation — and  so,  we 
reap  the  benefits  of  having  dedicated  and  wise 
people  in  “our  corner.” 

This  year,  we  are  inaugurating  a new  pro- 
cedure as  far  as  the  executive  vice-president’s 
report  to  the  House  of  Delegates  is  concerned. 

The  activities  of  each  division  will  be  trans- 
mitted to  you  on  a “staff”  rather  than  com- 
mittee basis.  (Of  course,  as  in  the  past,  the 
committees  will  submit  their  reports  sepa- 
rately.) It  is  our  feeling  that,  in  this  way, 
all  concerned  will  be  drawn  closer  to  our  divi- 
sion directors  and  will  thus  have  a clear  picture 
of  the  responsibilities  of  our  supervisory  body. 

A.  Executive  Assistant  (Gretchen  Wunsch). 
New  activities  or  changes  in  procedures  in  this 
section  of  Administration  are: 

— Council  minutes  are  being  mailed  out  as 


soon  as  possible  and  not  held  up  to  go  out  with 
the  agenda,  as  in  the  past. 

— The  summary  of  the  minutes  of  the  House 
of  Delegates  was  prepared  by  this  Department 
for  the  first  time. 

— The  official  minutes  of  the  House  of  Dele- 
gates were  prepared  from  the  verbatim  minutes 
and  edited  for  publication  in  the  June  1 issue 
of  the  New  York  State  Journal  of  Medicine. 

This  section  of  Administration  carried  on  its 
regular  work  during  the  summer — preparing 
programs  and  minutes  of  Council,  Trustees,  and 
Executive  Committee  meetings  (the  August 
meeting  of  the  Executive  Committee  had  76 
items  on  the  agenda) ; preparing  letters  and 
memoranda  following  up  actions  of  the  Council 
and  the  Executive  Committee;  trying  to  keep 
the  list  of  County  Medical  Society  Officers  on  a 
current  basis;  and  preparing  the  minutes  of 
the  New  York  Delegation  to  the  AM  A. 

Other  projects  included  the  following: 

1.  Revision  of  the  Constitution  and  Bylaws  of 
the  Medical  Societies  of  the  Counties  of  Albany, 
Steuben,  Westchester,  and  Orange — so  that 
they  conform  with  those  of  the  MSSNY. 

2.  Preparation  and  mailing  of  letters  to  sec- 
retaries of  county  medical  societies  and  district 
branches  and  to  the  chairmen  of  sections,  ask- 
ing for  the  official  lists  of  delegates,  and  alter- 
nate delegates,  to  the  164th  annual  meeting  and 
for  biographic  material  to  assist  the  Speaker 
of  the  House  in  appointing  reference  com- 
mittees. 

3.  Mailing  of  letters  to  officers,  chairman  of 
Board  of  Trustees,  presidents  of  district 
branches,  chairmen  of  committees  and  com- 
missions, and  directors  of  divisions,  asking  for 
their  annual  reports — to  be  printed  in  the 
January  1 issue  of  the  Journal. 

4.  Preparation  of  letters,  lists,  and  forms  to 
county  societies,  district  branches,  and  sections 
requesting  recommendations  to  be  considered  by 
the  Nominating  Committee,  which  will  meet  on 
December  8. 

B.  Division  of  Scientific  Activities  (Norman 

S.  Moore,  M.D.,  director). 

1.  Staff.  Miss  Mollie  Pesikoff,  who  “covers” 
the  Scientific  Sessions,  has  been  asked  to  take 
over  tbe  work  for  (a)  Committee  on  Medical 
Aspects  of  Sports,  which  is  a quasi-scientific 
session,  now  that  it  occurs  annually  on  the  day 
before  the  convention  begins;  (b)  the  Com- 
mittee on  Archives,  which  also  is  preoccupied 
with  a session  at  the  next  convention ; and 
(c)  the  Committee  on  Comprehensive  Health 
Planning.  These  committees  are  based  in  the 
Division  of  Scientific  Activities,  but  are  not 
in  the  Commission  on  Public  Health  and  Educa- 
tion. This  rearrangement  for  staffing  of  these 
groups  will  distribute  the  workload  in  the  office 
to  better  advantage. 

2.  What  Goes  On.  This  is  now  published  in 
the  New  York  State  Journal  of  Medicine. 
Detail  work  and  information  for  the  printer  is 
the  same  as  when  it  was  a separate  publication. 

Several  subscriptions  for  reprints  of  What 
Goes  On  have  come  in;  a number  of  subscrip- 
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tions  to  the  Journal  have  been  requested  by 
nonmembers  of  the  State  Medical  Society. 

The  persons  who  manned  the  MSSNY  booth 
at  the  AMA  convention  reported  that  much 
interest  was  shown  in  What  Goes  On.  All  of 
the  material  which  was  displayed  was  taken, 
and  many  order  blanks  for  subscriptions  were 
taken. 

3.  Physician's  Placement.  Evelyn  Clark  has 
compiled  a new  list  of  Physician  Placement 
Opportunities,  which  she  used  at  the  AMA 
booth.  It  contains  102  areas  which  need  physi- 
cians. About  100  of  these  listings  were  picked 
up  at  the  booth.  Since  the  last  report,  four 
communities — namely,  Plattsburgh,  Hancock, 
Speculator,  and  Highland  Falls — have  notified 
us  they  no  longer  need  our  services. 

4.  With  the  approval  of  the  Council,  the  di- 
rector represented  the  Society  at  the  interna- 
tional meetings  of  the  Congress  on  Traffic 
Medicine,  Drug  Abuse,  and  Poison  Control  on 
May  29  through  June  3.  The  meetings  were 
well  attended,  the  papers  given  were  pertinent, 
and  instant  translation  for  the  delegates  in 
English,  French,  German,  and  Spanish  was 
available.  As  usual  and  expected,  tributes  to 
Milton  Helpern,  M.D.,  came  often  and  many 
were  by  different  persons,  including  Mayor 
Lindsay.  Acknowledgment  of  MSSNY’s  con- 
tribution to  the  meetings  was  made  both  in  the 
program  and  by  State  Senator  Edward  J.  Speno. 

5.  The  meeting  of  the  Commission  on  Public 
Health  and  Education  on  July  24  was  well 
attended  by  committee  chairmen.  Probably  the 
greatest  loss  of  the  annual  meeting  of  the 
Commission  is  the  lack  of  joint  press  releases 
about  the  affair.  Here,  a wrhole  day  is  spent 
discussing  educational  features  for  both  pro- 
fessional and  lay  people  by  27  committee  chair- 
men, involving  - 150  doctors,  who  give  six  to 
seven  hundred  days  a year  for  the  betterment 
of  people,  through  better  practice  and  educa- 
tional efforts;  and  not  one  word  about  fees  is 
mentioned.  There  could  accrue  a tremendous 
“plus”  for  the  image  of  medicine  with  the  right 
kind  of  press  release,  pictures,  and  so  on. 
Maybe  something  can  be  done  about  it. 

6.  The  Northeast  Hospital  Emergency  Room 
Study,  on  the  Advisory  Board  of  which  the  Di- 
rector sits  for  the  MSSNY,  met  in  Albany  on 
July  25.  A review  of  the  entire  project  was 
given  by  the  person  responsible  for  the  project. 
The  general  tone  is  that  emergency  rooms  and 
their  operation  leave  much  to  be  desired.  As 
was  suspected,  physicians  on  both  first  and  sec- 
ond call  do  not  give  a creditable  performance. 
During  the  Study,  2 of  the  38  hospitals  studied 
changed  over  to  contract  form  of  emergency 
room  operation. 

7.  On  July  31,  a special  meeting  of  the  Hos- 
pital Review  and  Planning  Council  was  held  in 
New  York  City.  This  special  meeting  was 
called  for  the  purpose  of  discussing  cost  con- 
trol legislation  and  what  procedures  the  Coun- 
cil w'ould  recommend  to  the  Commissioner  of 
Health  regarding  the  implementation  of  cost 
control  formulas  for  all  hospitals,  nursing 
homes,  and  health  related  facilities. 


A Cost  Control  Committee  was  appointed  to 
draw  up  the  final  recommendations  of  the  Coun- 
cil. Previous  to  this  meeting,  the  Commis- 
sioner and  the  staff  of  the  Hospital  Review  and 
Planning  Council  had  made  some  temporary 
recommendations  on  the  cost  control  formula. 
These  recommendations  will  be  used  as  a basis 
for  public  hearings. 

8.  On  August  20,  the  subcommittee,  Joint 
Planning  Committee  on  Organization  Coordina- 
tion, of  the  Advisory  Council  of  the  Health 
Planning  Commission,  had  an  all-day  meeting 
in  Albany.  This  committee,  chaired  by  Harold 
C.  Wiggers,  M.D.,  of  the  Albany  Medical 
School,  is  responsible  for  continuing  liaison  and 
coordination  with  public  and  private  health  or- 
ganizations and  agencies.  The  committee  ex- 
amines what  steps  can  be  taken  to  improve  the 
coordination  of  State  health  activities;  how 
public  and  private  efforts  can  be  coordinated; 
and  what  effective  communications  can  be  es- 
tablished to  foster  such  coordination.  It  was 
quite  evident  that  the  director’s  presence  on 
this  committee  is  to  keep  a liaison  going  with 
the  State  Medical  Society.  Much  discussion 
centered  around  the  State  Medical  Society’s  and 
the  State  Department  of  Health’s  relationship 
with  the  Regional  Medical  Programs. 

After  considerable  discussion,  the  committee 
decided  to  recommend  to  the  Advisory  Council 
of  the  Health  Planning  Commission  that  the 
meetings  between  the  State  Medical  Society, 
the  State  Department  of  Health,  and  the  Re- 
gional Program  directors  be  resumed;  and  that 
a proper  agenda  be  drawn  up — after  consulta- 
tion with  the  State  Medical  Society  and  the 
State  Health  Department — so  that  the  Re- 
gional Medical  Program  directors  will  have 
something  to  talk  about  other  than  their  own 
programs.  It  was  felt  that  the  time  had  come 
when  this  organization  should  be  a productive 
one  and  enlist  the  interests  of  the  Regional 
Medical  Programs  for  such  State-wide  activi- 
ties as  the  MSSNY  and  State  Health  Depart- 
ment might  wish  to  see  accomplished. 

9.  Probably,  the  MSSNY  should  have  a com- 
mittee on  voluntary  health  agencies.  Practi- 
cally all  state  medical  societies  have  one  by  it- 
self or  in  connection  with  Public  Health  and 
Education  agencies.  Most  of  the  agencies — on 
a national  level — are  based  in  New  York;  most 
of  their  medical  directors  live  in  the  New  York 
area;  and  most  of  the  agencies  have  a New 
York  Chapter. 

The  AMA  Council  on  Voluntary  Health 
Agencies  has  an  excellent  working  relationship 
with  these  health  agencies.  Perhaps  a subcom- 
mittee of  the  Continuing  Education  Com- 
mittee could  meet  with  them  as  a beginning  of 
a local  relationship.  It  is  important  that  the 
MSSNY  get  to  know  this  group  of  medical  di- 
rectors, if  physicians  of  the  State  are  going  to 
take  leadership  in  Comprehensive  Health  Plan- 
ning and  are  to  come  closer  to  the  Regional 
Medical  Programs.  The  Voluntary  Health 
Agencies  never  “miss  a trick”  in  these  two 
areas. 

C.  Scientific  Publications  (William  Ham- 
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mond,  M.D.,  director). 

During  1969  the  New  York  State  Journal 
of  Medicine  was  published  twice  a month,  on 
the  first  and  fifteenth,  for  a total  of  24  issues. 
The  January  1 issue  was  the  Convention  Issue; 
June  1 included  the  Minutes  of  the  1969  House 
of  Delegates;  and  June  15  and  December  15 
included  the  Semiannual  Indexes. 

As  of  the  date  of  this  report,  556  manu- 
scripts have  been  submitted  during  1969,  of 
which  295  were  accepted,  168  rejected,  214  re- 
ferred to  consultants,  29  returned  for  revision, 
and  the  remainder  are  still  under  considera- 
tion. 

Our  production  schedule  was  complicated  by 
a two-month  strike  at  the  printer’s  plant  in 
January  and  February.  Material  was  “farmed 
out”  during  the  strike,  and  after  it  was  over, 
the  process  of  reorganization  and  problems  with 
personnel  and  mechanics  meant  that  it  was  not 
possible  to  be  back  on  schedule  until  October. 
However,  every  issue  of  the  Journal  was  pub- 
lished, even  though  delayed  as  much  as  six 
weeks  during  that  period. 

This  year  we  have  continued  our  endeavors 
to  make  the  Journal  an  outstanding  scientific 
publication,  as  directed  by  the  House  of  Dele- 
gates. The  papers  presented  at  the  annual 
meeting  are  growing  in  importance,  and  in- 
creased interest  of  those  planning  the  scientific 
sessions  is  of  great  benefit.  We  have  published 
many  outstanding  reports  this  year:  for  ex- 
ample, Kaufman’s  “Eyeball  to  Eyeball  Con- 
frontation with  Abuses  Prevalent  Among  our 
Youth,”  the  “Quarterly  Review  of  Drugs”  by 
De  Haen,  the  new  “Medical  Juke  Box,”  and  a 
continuing  series  of  lectures  on  the  newest  ad- 
vances in  cancer  research  and  cancer  therapeu- 
tics presented  monthly  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry,  re- 
flect diversified  interests  and  have  received  wide 
comment  from  the  press,  university  faculties, 
and  the  profession  generally. 

Redway  Medal.  The  eighth  annual  Lau- 
rance  D.  Red  way  Award  for  Medical  Writing, 
established  in  memory  of  the  late  editor  of  the 
Journal,  was  presented  at  the  1969  House  of 
Delegates  to  John  G.  Gorman,  M.D.,  for  his 
article  “RH  Immunoglobulin  in  Prevention  of 
Hemolytic  Disease  of  Newborn  Child,”  which 
appeared  in  the  May  15,  1968,  issue  of  the 
JOURNAL.  The  ninth  annual  award  will  be  pre- 
sented at  the  1970  House  of  Delegates. 

Distinguished  Service  Awards.  Continuing 
a feature  inaugurated  at  the  1965  House  of 
Delegates,  awards  for  “distinguished  service 
to  the  New  York  State  Journal  of  Medicine” 
were  presented  by  President  Edward  C. 
Hughes,  M.D.,  at  the  1969  House  of  Delegates. 
Certificates  were  given  to  Gertrude  M.  Hyde, 
M.D.,  for  ten  years  of  unfailing  and  competent 
service  and  to  Arthur  M.  Master,  M.D.,  for 
sixteen  years  of  generous  and  superior  service 
on  the  Associate  Editorial  Board  of  the 
Journal. 

A special  word  of  appreciation  is  in  order 
for  our  printer,  the  Mack  Printing  Company; 
in  spite  of  the  exigencies  of  the  strike,  a fine 


spirit  of  cooperation  and  helpfulness  continued 
to  exist  between  our  staff  and  the  printer,  and 
so  it  was  possible  to  resolve  the  multiple  crises 
that  arose  beyond  those  that  are  congenital  fea- 
tures of  publication. 

Editors  Dinner.  In  appreciation  of  their  con- 
tributions to  the  Journal,  the  Associate  Edi- 
torial Board,  department  editors,  and  officers 
of  the  MSSNY  were  feted  at  the  annual  edi- 
tors dinner,  held  on  November  19,  at  the  Ca- 
nadian Club,  Waldorf-Astoria,  New  York  City. 
John  L.  Dusseau,  vice-president  and  editor  of 
W.  B.  Saunders  Company,  was  guest  speaker. 

Members  of  the  Journal  staff  manned  booths 
at  both  the  New  York  State  Academy  of  Gen- 
eral Practice  meeting  (May  20  to  22)  and  the 
AMA  convention  (July  13  to  17).  It  might  be 
well  to  consider  having  other  staff  members  of 
the  Medical  Society  participate  in  such  booths 
in  the  future. 

American  Medical  Writers’  Association. 
Members  of  the  Journal  staff  participate  in 
both  national  and  chapter  activities  of  the 
American  Medical  Writers’  Association.  The 
editor  is  chairman  of  the  annual  meeting  to  be 
held  in  New  York  City  in  1970. 

The  Journal,  again  in  cooperation  with  the 
local  AMWA  chapter,  sponsored  the  ninth  an- 
nual Medical  Communications  Day  program  on 
Friday,  February  14,  following  the  close  of  the 
MSSNY  annual  convention,  at  The  Americana, 
New  York  City. 

D.  Division  of  Occupational  Health  and 
Workman’s  Compensation  (James  F.  Higgins, 
M.D.,  director). 

In  an  effort  to  get  a reasonably  accurate 
opinion  relative  to  the  feasibility  of  equating 
Workmen’s  Compensation  fees  to  the  usual  and 
customary  fees,  the  director  embarked  on  a 
series  of  interviews  with  the  individuals  whose 
activities  were  closely  related  to,  if  not  di- 
rectly in,  the  field  of  occupational  medicine. 

The  director  attended  twenty  medical  arbi- 
tration “calendars”  and  was  present  at  a meet- 
ing of  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Work- 
men’s Compensation  Board. 

He  also  covered  the  medical  needs  of  the 
AMA  convention  at  both  the  Coliseum  and  the 
Americana  from  July  13  to  17. 

Conferences  were  held  with  Carl  L.  Dernehl, 
M.D.,  of  the  Union  Carbide  Company,  and 
Jermyn  F.  McCahan,  M.D.,  of  American  Tele- 
phone and  Telegraph,  regarding  policy-making 
opinions  of  these  well-regarded  men  in  the  field 
of  occupational  medicine. 

At  the  request  of  the  president  of  the  Ameri- 
can Academy  of  Occupational  Medicine,  the  di- 
rector submitted  suggestions  relative  to  ren- 
dering medical  services  to  small  industrial 
plants. 

Several  letters  received  from  physicians  re- 
garding unpaid  Workmen’s  Compensation  medi- 
cal bills  were  adjudicated  after  communication 
with  the  insurance  carriers  concerned. 

On  September  4,  1969,  the  director  attended 
a forum  on  “Where  is  Workmen’s  Compensa- 
tion Heading  After  a Half  Century  of  State 


116  New  York  State  Journal  of  Medicine  / January  1,  1970 


Control?” — sponsored  by  the  Commerce  and 
Industry  Association  of  New  York  State. 

E.  Division  of  Standards  of  Medical  Care 
(Samuel  Z.  Freedman,  M.D.,  director). 

The  Division  of  Standards  of  Medical  Care 
was  involved  in  setting  up  the  district  meetings 
to  explain  the  activities  of  Peer  Review 
Mechanisms.  Ralph  W.  Emerson,  M.D.,  chair- 
man of  the  committee,  utilized  the  Division  to 
prepare  the  committee  report  and  to  prepare 
for  the  various  district  meetings. 

Also,  the  Division  is  actively  pursuing  the 
study  of  HEW  in  preparing  the  manual  for 
standards  of  medical  care.  During  the  last 
three  months,  we  have  had  the  services  of  a 
medical  analyst,  Jacob  Fine,  M.D.,  Boston, 
Massachusetts,  who  is  “taking  it  down  to  the 
wire,”  in  cooperation  writh  Charles  Brane,  M.D., 
chairman  of  the  Committee  on  Medical  Review. 

The  Division  has  been  cooperating  with  the 
chairmen  of  the  various  committees  of  the  com- 
mission for  meetings  of  their  respective  com- 
mittees. 

F.  Division  of  Research  and  Planning  (Harry 
D.  Kruse,  M.D.,  director). 

The  Division  of  Research  and  Planning  has 
been  engaged  in  two  projects. 

The  first  concerns  a review  of  the  Constitu- 
tion and  Bylaws.  In  its  report  to  the  1968 
House  of  Delegates,  the  Committee  on  Consti- 
tution and  Bylaws  had  noted  that,  although 
these  documents  had  undergone  recent  editing, 
a large  portion  of  them  w'as  a century  old.  The 
committee  had  become  increasingly  cognizant 
that  similar  resolutions  were  introduced  often. 
Seeking  to  learn  the  reason,  it  concluded  that  a 
close  examination  was  needed.  Accordingly, 
on  the  committee’s  recommendation,  the  House 
of  Delegates  designated  the  Division  of  Re- 
search and  Planning  to  conduct  a detailed 
study  of  the  Constitution. 

In  its  review,  the  Division  has  taken  two 
steps.  First,  it  is  compiling  a record  of  all  the 
amendments,  as  well  as  rejected  or  unacted-on 
proposals  of  amendments,  that  have  occurred 
over  the  years.  Its  compilation  wnll  include  not 
only  the  substance  of  the  amendments  or  the 
proposals,  but  also  the  proposer,  w'hether  it  be 
an  individual  or  a county  society,  and  the  rea- 
sons. 

Second,  in  the  interest  of  coherence  and  con- 
formity, the  Division  has  rearranged  the  entire 
Constitution  and  Bylaws.  This  step  is  pre- 
paratory to  any  editing  in  phraseology  and 
style.  Two  diametric  points  of  view  have  been 
expressed  to  the  Division.  One  favors  a 
streamlining  of  the  document.  The  other, 
principally  from  the  county  medical  society 
staffs,  calls  for  more  detail.  To  be  prepared  to 
meet  the  latter  request,  the  Division  will  have 
a list  of  topics  on  which  county  society  staffs 
most  frequently  seek  clarification. 

The  second  project  of  the  Division  has  to  do 
with  the  continuing  exploration  by  the  Com- 
mittee on  Research  and  Planning  of  the  merits 
and  desirability  of  a public  benefit  corporation 
in  personal  health  services.  As  an  outgrowffh 
of  a joint  meeting  on  July  21  with  representa- 


tives of  the  New  York  State  Hospital  Associa- 
tion, it  was  decided  that  the  Division  of  Re- 
search and  Planning  prepare  an  expository 
document  on  the  subject  of  a public  benefit 
corporation  for  personal  health  services  that 
could  be  circulated  to  members  of  the  State 
Medical  Society  and  the  New  York  State  Hos- 
pital Association.  It  would  explain  the  nature 
of  such  an  organization  and  its  advantages. 

This  decision  is  in  accord  with  the  mandate 
of  the  1969  House  of  Delegates  that  the  Com- 
mittee on  Research  and  Planning  keep  the  mem- 
bership informed  of  its  progress  in  exploring 
the  subject  of  a public  benefit  corporation  for 
personal  health  services. 

This  document  has  been  prepared  by  the 
Division  of  Research  and  Planning  and  now  is 
being  reviewed  by  the  officers  of  the  Committee 
on  Research  and  Planning. 

G.  Division  of  Medical  Services  (George  P. 
Farrell,  director).  On  April  16,  the  director 
spoke  before  the  Richmond  County  Medical  So- 
ciety on  the  “Keogh”  Plan  and  Relative  Value 
Study. 

On  April  25,  he  met  with  Murray  Klutch, 
director  of  the  Bureau  of  Research  and  Plan- 
ning of  the  California  Medical  Association,  re- 
garding the  new  Relative  Value  Scale  which 
has  a five-digit  code. 

On  May  7,  a joint  meeting  of  the  Economics 
Committee  and  specialty  groups  was  held  in 
Syracuse. 

On  May  15,  the  director  attended  a joint 
meeting  of  the  Medical  Care  Insurance  Com- 
mittee and  the  Associated  Blue  Shield  Plans  of 
New  York  State,  in  Syracuse. 

On  July  9,  he  attended  a joint  meeting  of  the 
Economics  Committee  and  the  specialty  groups 
in  Syracuse. 

On  July  13,  the  director  attended  the  meeting 
of  the  American  Association  of  Medical  So- 
ciety Executives. 

H.  Business  Division  (J.  Richard  Burns, 
director). 

I.  Advertising  Sales — Journal.  The  Mack 
Printing  Company  strike,  which  took  place 
during  the  months  of  January  and  February, 
caused  a delay  in  publication  of  ten  issues  of 
the  Journal.  Except  for  a few  classified  ad- 
vertisers, there  were  no  cancellations  of  ad- 
vertising. The  lack  of  certainty  as  to  just  when 
an  issue  would  be  published  wTas  a source  of 
irritation  to  our  advertisers  and  their  advertis- 
ing agencies,  but  they  were  most  cooperative 
and  understanding. 

Gross  billings  for  the  first  eight  months  of 
1959  totalled  $211,232.70.  This  was  a de- 
crease of  $38,809.20,  as  compared  to  the  same 
period  last  year  when  we  had  gross  billings  of 
$250,041.90.  Thus,  the  decrease  represents  a 
15.5  per  cent  cut  in  advertising  revenue.  The 
American  Medical  Association  has  reported  a 
30  per  cent  decrease  in  its  advertising  revenues 
in  1969,  as  compared  with  1968. 

2.  Advertising  Sales — Technical  Exhibits. 
We  received  a total  income  of  $49,304  for 
rental  of  technical  exhibit  space  at  the  Feb- 
ruary, 1969,  annual  meeting.  Attendance  at 
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the  exhibits  was,  of  course,  struck  a deadly 
blow  as  the  result  of  the  infamous  “February 
Blizzard,”  but  the  exhibitors  took  it  in  stride, 
knowing  the  circumstances.  In  fact,  a number 
of  exhibitors  expressed  satisfaction  that  they 
were  in  a position  to  spend  more  time  with  the 
individual  physicians  who  were  able  to  get  to 
the  convention  and  explain  their  products  in 
greater  detail.  It  is  interesting  to  note  that 
physician  attendance  on  opening  day,  Sunday, 
February  9,  was  higher  than  in  previous  years. 

The  prospectus  for  the  1970  annual  meeting 
is  identical  to  that  used  in  1969,  with  the  main 
registration  desk  placed  inside  of  Albert  Hall. 
However,  booth  rates  have  been  increased  from 
$5.00  to  $15  per  booth,  depending  on  the  loca- 
tion of  the  space.  We  will  have  a total  of  118 
exhibit  spaces  (including  table  space). 

The  prospectus  was  mailed  to  approximately 
550  prospective  exhibitors  on  July  24,  1969. 

To  date,  we  have  received  signed  applications 
for  64  booths.  In  addition,  we  have  received 
firm  commitments  for  15  additional  spaces,  giv- 
ing us  a total  of  79  booths  sold. 

We  are  in  receipt  of  responses  from  34  firms 
who  are  unable  to  be  with  us  because  of  “limi- 
tation of  exhibit  facilities”;  “exorbitant  han- 
dling and  set-up  charges  in  New  York  City”; 
“budget  will  not  permit  our  attending”;  and  so 
on.  Each  year  there  are  more  and  more  com- 
panies attending  only  national  conventions. 

Total  revenue,  if  all  space  is  sold,  will  amount 
to  $55,340. 

3.  Advertising  Sales — News  of  New  York. 
Renewal  of  the  contract  for  advertising  by 
Hoffmann-LaRoche  Inc.  in  the  News  of  New 
York  in  1969  was  successfully  negotiated,  en- 
tailing a total  payment  by  Roche  of  $44,906  to 
the  Society. 

4.  Membership-Directory  Department.  The 
major  staff  activity  involving  the  combined 
personnel  of  the  Membership-Directory  Depart- 
ments has  been  the  conversion  of  our  Member- 
ship files  to  the  CAPIS  system  (Central  Auto- 
mated Physician  Information  System)  for  com- 
puterized billing  and  accounting  of  1970  dues. 
This  conversion  was  initiated  early  in  June  and 
has  absorbed  most  of  the  efforts  of  the  staff 
members  to  date. 

Of  the  61  constituent  societies,  a total  of  41 
thus  far  have  indicated  their  intention  of  ac- 
cepting the  CAPIS  program.  Only  ten  counties 
have  gone  on  record  that  they  definitely  are 
not  joining.  Ten  counties  are  still  undecided. 

However,  regardless  of  the  decision  on  the 
part  of  the  individual  counties,  the  system  re- 
quires us  to  make  up  a conversion  record  for 
every  single  member  of  every  county — partici- 
pating and  nonparticipating.  (At  present 
count,  we  have  a total  of  27,178  members,  in- 
cluding Active,  Junior,  and  Life.)  It  is  nec- 
essary for  us  to  incorporate  each  member  into 
the  system — even  those  of  nonparticipating 
counties — so  that  we  can  have  uniform  records 
in  our  files  after  the  conversion  is  completed. 

In  view  of  this  it  was  decided  that  CAPIS 
dues  bills  and  membership  cards  should  be 
rendered  by  Fisher-Stevens — even  for  those 


counties  that  are  not  participating  in  the  sys- 
tem. Dues  bills  will  be  run  off  by  the  computer, 
and  we  will  forward  them  to  the  counties  for 
mailing.  They  will  be  returned  to  us  for  pro- 
cessing; we,  in  turn,  will  send  them  on  to 
Fisher-Stevens.  In  this  way,  we  will  have  uni- 
form records  for  our  files — but  the  CAPIS  rec- 
ords will  not  be  provided  to  the  nonparticipat- 
ing counties.  They  will  continue  to  keep  rec- 
ords by  the  methods  used  in  the  past. 

This  decision  was  also  advisable  in  view  of 
the  unsatisfactory  experience  we  have  had  in 
recent  years  with  printers  producing  our  dues 
bills  and  membership  cards  by  conventional 
printing  technics.  The  job  is  small  but  compli- 
cated and  does  not  allow  for  sufficient  mone- 
tary return  to  attract  any  printer  in  this  area. 
Last  year,  we  were  still  pleading  for  our  bills 
after  they  had  been  in  the  works  for  two  and 
one-half  months;  and,  when  we  finally  received 
copies  of  the  bills— after  they  had  been  mailed 
out — we  discovered  that  the  job  had  been 
“botched.” 

If  we  had  difficulty  trying  to  get  printers  to 
take  on  the  entire  job  for  all  counties,  it  would 
surely  be  impossible  to  find  one  who  would  take 
it  on  for  the  comparatively  few  counties  that 
are  not  going  along  with  the  system.  Also, 
since  the  cost  of  CAPIS  is  computed  on  a 
total  membership  figure  and  we  are — in  prac- 
tical terms — paying  on  a per  capita  basis  of 
$1.75  per  member  per  annum  for  the  participa- 
tion of  every  member  including  those  of  coun- 
ties who  are  not  subscribing,  we  should  be  en- 
titled to  get  as  much  out  of  the  system  for  these 
members  as  we  can. 

Some  counties — Nassau  and  Suffolk,  for  ex- 
ample— have  backed  up  their  rejection  of  the 
CAPIS  system  by  electing  to  print  their  own 
dues  bills.  In  these  cases,  checks  for  dues  pay- 
ments will  be  forwarded  by  the  counties  to  us 
accompanied  by  dues  reports  listing  the  paying 
members  as  in  the  past.  To  maintain  uniform 
records  for  our  files  and  those  of  the  AMA,  we 
will  have  to  transfer  the  data  from  the  county 
dues  reports  to  CAPIS  bills  forms  here  in  our 
office  and  forward  these  to  Fisher-Stevens  who 
will  proceed  to  generate  records  for  us  just  as 
if  these  payments  had  come  directly  from  par- 
ticipating counties. 

CAPIS  requires  a common  billing  date  for 
all  counties,  and  we  have  established  this  as 
the  end  of  the  first  week  in  December — with 
January  1 designated  as  the  “payment  due” 
date.  To  ensure  that  all  bills  could  be  printed 
and  prepared  for  mailing  by  this  date,  Fisher- 
Stevens  declared  that  our  conversion  of  mem- 
bership data  would  have  to  be  completed  by 
October  31 ; and  a production  schedule  was  es- 
tablished to  guarantee  this  deadline.  When 
we  dropped  behind  this  schedule,  over  the 
vacation  period,  the  services  of  three  tempo- 
rary workers  were  requested  and  approved. 
With  this  assistance,  it  now  appears  that  the 
conversion  of  the  membership  data  essential 
for  1970  billing  (such  extensive  Directory 
items  as  Workmen’s  Compensation  Board  rat- 
ings and  fellowship  in  American  specialty  col- 
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leges  which  are  not  included  in  the  taped 
records  of  the  AM  A also  are  being  converted 
at  the  same  time)  may  be  completed  ahead  of 
the  schedule  established  with  Fisher-Stevens. 

We  have  requested  that  Fisher-Stevens  speed 
up  the  procedures  and  forms  involved  in  con- 
verting the  data  on  nonmember  physicians  into 
the  system  so  that  we  can  be  that  much  further 
ahead  when  it  comes  time  to  make  the  over-all 
Directory  conversion  next  spring.  Since  May, 
we  have  typed  up  Directory  data  forms  for  the 
nonmembers  (these  cannot  be  reached  by  mail- 
ing stencils)  and  have  been  mailing  these  out, 
by  borough,  as  they  are  completed.  We  will 
follow  up  with  the  rest  of  the  State.  As  these 
have  been  returned  by  the  physicians,  the  re 
visions  in  their  Directory  listings  have  been 
inserted  into  the  files  so  that  these  are  cur- 
rently up-to-date. 

We  are  continuing  to  sell  copies  of  the  1968- 
1969  Medical  Directory  of  Neiv  York  State, 
with  the  August  sales  bringing  us  to  a total  of 
$68,666.25  for  this  edition. 

5.  Maintenance.  In  accordance  with  the 
terms  of  our  lease,  the  entire  office  has  been 
repainted  and  the  Venetian  blinds  cleaned.  The 
drapes  and  the  table  coverings  in  the  Council 
Room  have  been  replaced,  and  the  rug  which 
had  become  very  dirty,  has  been  cleaned.  A 
number  of  chairs  in  the  employes’  lounge  which 
were  broken  were  replaced.  Various  light  de- 
fusers which  were  cracked  because  of  age  were 
replaced  with  new  ones. 

The  leased  number  813  Xerox  copying  ma- 
chine was  replaced  with  a newrer  and  more 
efficient  model  660-III. 

6.  Mail-Reproduction  Department.  In  addi- 
tion to  its  usual  activities,  the  Department  has 
assisted  various  county  medical  societies  and 
ancillary  organizations  in  mailings  to  physi- 
cians throughout  the  State. 

I.  Communications  Division  (Guy  Beaumont, 
director) . 

1.  Public  Relations  Department.  At  the  re- 
quest of  the  Public  Relations  Committee,  a 
brochure — “Have  a Question,  Doctor?” — has 
been  drafted.  The  brochure  is  intended  for 
general  distribution  to  the  membership  with  a 
Hot  Line  letter.  The  brochure  calls  attention 
to  the  services  of  the  Information  Department. 
It  can  also  be  added  to  the  “New  Member  Kit.” 

Work  has  progressed  on  the  new  member 
kit.  The  kit  will  consist  of  the  executive  vice- 
president’s  welcome  letter,  seven  brochures,  the 
Constitution  and  Bylaws,  and  Principles  of 
Professional  Conduct. 

The  brochure,  “You  and  Your  State  Medical 
Society,”  has  finally  reached  the  printer  with 
approval  to  print  32,000  copies.  It  will  be 
added  to  the  “New  Member  Kit”  and  be  made 
available  to  county  medical  societies  in  reason- 
able quantities. 

The  Conference  of  County  Medical  Society 
Executive  Secretaries  w7as  held  on  October  10, 
at  Westchester  County  Medical  Society  head- 
quarters. 

On  directions  from  Ralph  W.  Emerson,  M.D., 
and  Samuel  Z.  Freedman,  M.D.,  we  prepared 


and  produced  the  brochure,  “The  Need  for 
Peer  Review.” 

2.  Legislation  Department.  The  coordinator 
of  legislation  activity  has  observed  that  his 
workload  increased  week  by  week  during  the 
past  session  of  the  Legislature.  He  maintained 
extremely  close  communication  with  our  legisla- 
tive consultant  and  with  the  chairman  of  State 
legislation.  Two  emergency  telephone  confer- 
ences were  held,  one  on  March  12  by  the  Legis- 
lation Committee  and  another  on  April  21  by 
the  Committee  on  Proposed  Universal  Health 
Insurance  Law — to  review  the  critique  which 
Dr.  Emerson  drew  up  prior  to  the  formation 
of  the  committee. 

On  May  7,  the  coordinator  was  the  guest 
speaker  at  the  meeting  of  the  Sullivan  County 
Medical  Society.  He  briefly  reviewed  the  ac- 
tion of  the  State  Legislature — the  outcome  of 
the  State  Society’s  program.  He  emphasized 
the  legislation  that  had  been  prevented,  such 
as  Compulsory  Health  Insurance  and  the  Real 
Estate  Tax  Exemption  Repeal.  Sixty  people 
were  present,  including  wives. 

After  the  Legislature  adjourned,  the  co- 
ordinator expended  much  effort  in  following  the 
progress  of  bills  referred  to  the  Governor,  par- 
ticularly the  Medicaid  coinsurance  bill,  the 
podiatry  bill,  and  several  chiropractic  bills. 
There  was  a great  effort  made  to  explain  the 
fee  reductions  of  June  1 and  July  1. 

Direct  communications  were  sent  to  the 
Governor,  including  telegrams  regarding  the 
podiatry  bill  and  the  chiropractic  bills. 

A mass  mailing  was  sent  to  all  county 
medical  societies  concerning  MSSNY  opposi- 
tion to  Medicaid  fee  reductions. 

The  coordinator  participated  in  the  NYSAP 
(New  York  State  Association  of  Professions) 
Board  of  Trustees  meeting  on  May  12.  He  ob- 
tained the  support  of  the  Board  in  opposing  the 
chiropractic,  podiatry,  and  Medicaid  coinsur- 
ance bills. 

The  sixteenth  and  final  1969  issue  of  Capitol 
News  was  printed  following  the  “thirty-day 
signing  period”  of  the  Governor. 

The  coordinator  participated  in  a meeting 
■with  local  state  legislators  conducted  by  West- 
chester County  Medical  Society  Legislation 
Committee  on  June  10. 

The  coordinator  attended  on  August  27  a 
public  hearing  conducted  by  the  New  York 
State  Department  of  Health  on  the  subject  of 
hospital  cost  controls. 

3.  News  Media  Department.  The  coordina- 
tor of  news  media  spent  the  majority  of  his 
time  between  the  first  of  June  and  the  first  of 
September  producing  three  issues  of  the  News 
of  New  York. 

He  discussed  with  Mr.  Weyuker,  assistant 
administrator  of  Grand  Central  Terminal  Post 
Office,  the  problem  of  the  slow  delivery  of  the 
News.  We  are  hoping  that  faster  shipment 
from  the  post  office  will  be  the  result. 

The  coordinator  attended  press  conferences 
in  conjunction  with  the  AMA  meeting. 

4.  Information  Department.  Eighty-five 
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written  inquiries  were  answered,  and  905  tele- 
phone inquiries  were  processed. 

Six  pleas  for  financial  assistance  were  re- 
ceived from  prospective  medical  students. 

The  1965  Quackery  kit  is  still  being  re- 
quested; four  requests  were  received  in  June 
alone. 

Several  complaints  were  received  regarding 
physicians  who  will  not  treat  Medicaid  pa- 
tients. 

The  department  catalogued  and  filed  our  sup- 
ply of  3,000  sample  pieces  of  AMA  printed  ma- 
terial. 

5.  Mobile  Health  Shows.  The  public  rela- 
tions project  known  as  the  “Mobile  Health 
Shows,”  has  been  under  development  since 
about  March  of  this  year,  when  the  funds  be- 
came available  to  the  Communications  Division. 

Originally,  the  project  was  expected  to  be 
“on  the  road”  during  early  summer  of  1969, 
but  our  hopes  did  not  materialize.  It  will  be 
ready  for  use  in  spring  of  1970.  The  reasons 
for  this  unfortunate  delay  are  many.  They  in- 
clude the  following: 

(а)  First  and  foremost,  several  unexpected 
technical  problems  which  our  supplier  of  pro- 
jection equipment  had  not  foreseen. 

(б)  A great  difficulty  in  finding  suppliers 
and  fabricators  of  the  many  components  of  the 
basic  “theater”  and  “display”  equipment  inci- 
dental to  the  exhibit  van.  We  were  amazed  to 
find  that  everybody  has  too  much  business  and 
looked  on  our  job  as  a “nuisance  order,”  to  be 
done  only  at  a premium  price  which  we  were 
not  inclined  to  pay. 

(c)  When  machine  shop  fabricators,  artists, 
and  parts  suppliers  were  finally  secured  for 
each  requirement,  we  were  well  into  the  summer 
months  and  were  plagued  with  one  delay  after 
another  as  a result  of  vacations.  The  vacation 
of  one  supplier  or  fabricator  caused  delays  for 
the  others,  and  this  grew  into  a frustrating 
problem  of  great  proportions. 

(d)  Much  of  the  construction  of  the  interior 
of  the  van  is  being  done  by  the  director  of  the 
Division  of  Communications — simply  due  to 
high  costs  of  craftsmen  and  inaccessibility  of 
help  at  the  time  it  is  needed.  This  work  is 
mostly  accomplished  in  the  evening  and  during 
weekends. 

Nevertheless,  the  slow  pace  and  many  com- 
plications which  have  beset  the  project  have 
had  a favorable  effect  as  well.  For  example, 
the  director’s  attention  has  been  drawn  so 
closely  to  the  details  of  construction  that  many 
opportunities  for  improvement  of  our  sup- 
plier’s plan  have  become  apparent  to  him,  and 
many  modifications  and  innovations  have  been 
made  which  resulted  in  increased  facility, 
greater  simplicity,  and  lower  cost. 

Presently,  we  are  wrestling  with  a problem 
involved  with  the  proper  output  of  light  by  the 
projectors  to  give  us  a sufficiently  brilliant  im- 
age on  the  screen  to  successfully  display  in 
daylight.  We  appear  to  be  conquering  this 
problem  with  a new  type  of  lens.  Eastman 
Kodak  assures  us  we  will  eventually  have  com- 


plete success  when  the  needed  changes  are 
completed. 

Meanwhile,  Johnson  & Johnson  has  provided 
us  with  the  first  “kit”  (on  rescue  breathing) 
which  includes  a film,  posters,  and  literature. 
So  we  are  ready  to  exhibit  as  soon  as  the  van 
is  completed. 

Three  other  pharmaceutical  companies  are 
cooperating  in  our  program:  Smith  Kline 

and  French  Laboratories  is  producing  a kit  on 
Drug  Abuse.  The  Upjohn  Company  will  pro- 
duce a kit  on  diabetes  control,  and  Merck  Sharp 
& Dohme  will  provide  a kit  on  “immunization” 
or  “obesity,”  when  we  ask  for  them.  Other 
pharmaceutical  companies  can  be  counted  on 
to  work  with  us  as  we  approach  them. 

To  sum  up,  it  is  apparent  that,  although 
many  problems  have  caused  a substantial  de- 
lay in  the  completion  date  of  the  Mobile  Health 
Shows,  they  are  being  overcome,  and  the 
project  should  be  ready  in  good  time  for  use  in 
the  spring  of  1970.  And,  although  many 
changes  have  been  made  in  the  equipment  pur- 
chased and  the  original  plans,  we  remain  well 
within  our  budget  and  do  not  expect  to  have 
any  financial  problems  at  all. 

MISCELLANEOUS 

A.  The  Governor  has  reappointed  your  ex- 
ecutive vice-president  to  the  State  Hospital  Re- 
view and  Planning  Council.  He  has  been  asked 
by  the  AMA  Board  of  Trustees  to  again  serve 
on  the  Committee  on  Quackery. 

B.  Norman  Moore,  M.D.,  has  been  appointed 
chairman  of  the  Public  Health  Council  of  the 
State  of  New  York — by  the  Governor.  This  is 
a high  honor. 

C.  At  the  Executive  Committee  meeting  on 
April  24  our  president-elect,  Walter  Scott 
Walls,  M.D.,  presented  AMA-ERF  checks  to 
deans  or  other  officials  of  medical  schools.  The 
following  medical  schools  were  represented: 
Albert  Einstein  College  of  Medicine,  by  Irving 
Starin,  M.D.,  associate  professor  of  community 
health  and  assistant  dean;  New  York  Univer- 
sity School  of  Medicine,  by  Jacobus  L.  Potter, 
M.D.,  assistant  dean;  New  York  Medical  Col- 
lege, by  J.  Frederick  Eagle,  M.D.,  dean;  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons, by  H.  Houston  Merritt,  M.D.,  dean;  and 
Mount  Sinai  School  of  Medicine,  by  Mr.  Louis 
A.  Rems,  comptroller. 

Checks  were  mailed  to  the  following:  Al- 

bany Medical  College,  Cornell  University  Medi- 
cal College,  State  University  of  New  York  at 
Buffalo  School  of  Medicine,  State  University  of 
New  York  Downstate  Medical  Center,  State 
University  of  New  York  Upstate  Medical  Cen- 
ter in  Syracuse,  and  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

D.  In  August,  we  received  the  following  com- 
munication from  F.  J.  L.  Blasingame,  M.D., 
former  executive  vice-president  of  the  AMA: 

“I  want  you  to  be  among  the  first  to  know 

that  I have  formed  Blasingame  Associates,  a 

management  consultant  firm  specializing  in 

services  to  the  health  field.  The  enclosed 
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folder  explains  the  function  of  this  new  or- 
ganization. 

“Blasingame  Associates  also  will  publish 
an  independent  weekly  newsletter,  Medical 
News  Report,  ‘summarizing  the  significant’ 
news  and  comment  in  the  health  field. 

“Jim  Reed  resigned  after  eleven  years  with 
the  AMA  to  join  me.  Jim  will  be  vice-presi- 
dent and  editor  of  the  newsletter. 

“When  we  begin  publication  of  the  news- 
letter, we  shall  send  you  a complimentary 
subscription.  We  hope  you  will  send  us  your 
news  releases,  newsletters,  and  bulletins. 

“Both  Jim  and  I are  deeply  indebted  to 
you  for  the  cooperation  and  support  you  have 
given  us  in  the  past,  and  we  hope  you  will 
let  us  know  whenever  we  can  be  of  assistance 
to  you  or  to  your  association. 

“When  you  are  in  Chicago,  please  drop  by 
to  see  us.” 

E.  The  MSSNY  has  renewed  its  membership 
in  the  Chamber  of  Commerce  of  the  United 
States. 

F.  The  following  article,  which  appeared  in 
the  October  14  issue  of  The  New  York  Times,  is 
interesting: 

“Three  health  organizations,  fighting  the  ‘reac- 
tionary leadership  of  the  American  Medical  Associa- 
tion,’ have  formed  a coalition  to  transform  national 
purposes  ‘from  support  of  the  military-industrial 
complex  and  of  commercialized  medicine  to  the  ful- 
fillment of  human  needs.’ 

Physicians  who  head  the  three  groups  announced 
the  coordinated  effort  yesterday  at  the  New  York 
Academy  of  Medicine,  Fifth  Avenue  at  103rd  Street. 
Their  goals  include  the  following: 

. . . Federally  financed  universal  comprehensive 
health  services. 

...  A fundamental  improvement  in  the  organiza- 
tion and  delivery  of  health  care,  including  a shift 
in  emphasis  toward  preventive  aspects. 

...  A decisive  voice  for  the  medical  consumer  in 
planning  and  operating  health  facilities. 

...  A team  approach  to  care,  rather  than  frag- 
mentation and  domination  by  physicians. 

...  An  end  to  the  war  in  Vietnam  and  the 
international  arms  race,  with  transfer  of  funds  to 
health,  education,  and  social  services. 

...  A halt  to  the  development  of  chemical  and 
biological  weapons. 

. . . An  end  to  the  defilement  of  the  environ- 
ment. 

The  coalition,  which  calls  itself  the  Council  of 
Health  Organizations,  now  consists  of  the  Medical 
Committee  for  Human  Rights,  the  Physicians 
Forum,  and  Physicians  for  Social  Responsibility. 

The  Medical  Committee  for  Human  Rights  was 
formed  in  1964  to  provide  medical  services  for  civil 
rights  workers  in  the  South. 

The  Physicians  Forum,  founded  in  the  late  1930s. 
has.  during  the  last  decade,  supported  social  se- 
curity for  physicians,  health  insurance  programs  (in- 
cluding Medicare),  and  community  control  of  health 
activities.  Its  national  office  is  at  510  Madison 
Avenue. 

Physicians  for  Social  Responsibility  was  organized 
in  1961  by  doctors  concerned  with  their  role  in 
war  and  peace  issues.  It  opposes  American  in- 
volvement in  the  Vietnam  war  and  the  production 
of  chemical  and  biological  weapons.  Its  head- 
quarters are  in  Boston. 

The  new  coalition’s  steering  committee  consists  of 


three  representatives  of  each  of  the  member  or- 
ganizations. They  are: 

Medical  Committee  for  Human  Rights — Paul 
Lowinger,  M.D.,  associate  professor  of  psychiatry, 
Wayne  State  University;  T.  G.  G.  Wilson,  M.D., 
Temple  University  Health  Sciences  Center;  and 
Jane  Kennery,  a registered  nurse  and  professor  of 
medicine  at  Loyola  University. 

Physicians  Form — Lewis  M.  Fraad,  M.D.,  pro- 
fessor of  pediatrics,  Albert  Einstein  College  of 
Medicine:  John  L.  S.  Holloman,  Jr.,  M.D.,  past 

president  of  the  National  Medical  Association; 
and  Eli  Messinger,  M.D.,  a New  York  psychiatrist. 

Physicians  for  Social  Responsibility — Vistor  W. 
Sidel,  M.D.,  chief  of  the  division  of  social  medicine, 
Montefiore  Hospital;  Bennett  Gurion,  M.D.,  a 
Boston  psychiatrist;  and  Sidney  Alexander,  M.D., 
specialist  in  internal  medicine,  Lahey  Clinic, 
Boston.’’ 

At  the  end  of  this  report,  there  is  an  AMA 
membership  list  (Table  I). 

MEETINGS.  Following  are  the  “other-than- 
routine”  meetings  and  events  in  which  your 
executive  vice-president  has  participated  since 
our  last  report  to  the  House  of  Delegates : 

1.  Funeral  services  for  John  McClintock, 
M.D.,  in  Albany,  on  February  6. 

2.  A dinner,  honoring  William  L.  Wheeler, 
Jr.,  M.D.,  tendered  by  the  Medical  Society  of 
the  County  of  New  York,  in  New  York  City,  on 
February  6. 

3.  Annual  reunion  of  the  Medical  Board  of 

City  Hospital — again  honoring  William 

Wheeler — in  New  York  City,  on  February  18. 

4.  Meeting  with  Leo  Brown,  assistant  to  the 
executive  vice-president  of  the  AMA,  in  New 
York  City,  on  February  24.  We  discussed  the 
AMA  convention  and  the  facilities  and  arrange- 
ments at  The  Americana. 

5.  Meeting  and  the  annual  Legislative  Cock- 
tail Party  of  the  New  York  State  Association 
of  Professions  (NYSAP),  in  Albany,  on  March 
4. 

6.  A dinner  of  the  Warren  County  Medical 
Society,  in  Glens  Falls,  on  March  6.  Our  presi- 
dent presented  the  presidential  citation  to  a 
member  of  that  Society.  Later,  we  attended 
the  business  meeting.  We  were  received  in 
grand  style. 

7.  The  69th  annual  banquet  of  the  New  York 
State  Legislative  Correspondents’  Association, 
in  Albany,  on  March  8.  We  saw  a presentation, 
with  the  usual  lampooning  of  public  officials. 
The  guest  speakers  were  U.S.  Senator  Goodell, 
State  Senator  Zaretski,  and  Governor  Rocke- 
feller. 

8.  The  National  Medicolegal  Symposium, 
sponsored  by  the  American  Bar  Association 
and  the  AMA,  in  Las  Vegas,  March  13 
through  15.  William  Martin,  Esq.,  spoke  on 
“What  Every  Physician  Should  Know — Key 
Rules  of  Malpractice  Liability.”  Arthur  J. 
Mannix,  Jr.,  M.D.,  chairman  of  our  Malprac- 
tice Insurance  and  Defense  Board,  spoke  on 
“Medical  Accident  Prevention — Some  Danger 
Zones.” 

9.  The  1969  Spring  Conference  on  Tubercu- 
losis and  Other  Respiratory  Diseases — spon- 
sored by  the  Brooklyn  Tuberculosis  and  Res- 
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piratory  Disease  Association,  New  York  and 
Queensboro  Tuberculosis  and  Health  Associa- 
tions, and  the  New  York  Trudeau  Society — in 
New  York  City,  on  March  25.  Your  executive 
vice-president  was  given  the  pleasant  assign- 
ment of  introducing  the  guest  speaker  at  the 
luncheon — Gerald  D.  Dorman,  M.D.  He  dis- 
cussed “Modern  Medical  Care — Its  Relationship 
to  Government.” 

10.  Memorial  Service  for  the  son  of  “Skip” 
Wallace,  in  Ithaca,  on  March  26.  Due  to  cir- 
cumstances beyond  our  control,  members  of  the 
staff  arrived  too  late  for  the  church  ceremony, 
but  we  did  spend  some  time  with  the  family. 

11.  A conference  on  Health  Services  to 
Medically  Deprived  Areas — called  by  Commis- 
sioner Hollis  Ingraham — in  New  York  City,  on 
April  11.  In  addition  to  members  of  the  State 
Health  Department,  the  following  participated : 
Walter  Heldmann,  M.D.;  Norman  Moore,  M.D., 
in  his  capacity  as  chairman  of  the  Health  Re- 
sources Commission;  deans  or  representatives 
of  medical  schools;  and  others. 

These  subjects  were  considered:  Several 

areas  of  health  manpower;  physician  distribu- 
tion in  the  State;  the  reasons  why  physicians 
do  not  go  into  certain  areas;  supply  of  physi- 
cians; development  of  “physicians’  assistants” 
— as  distinguished  from  “physician  substi- 
tutes”; review  and  revision  of  the  Education 
Law  relative  to  medical  practice;  and  so  on. 

The  following  recommendations  were  made: 

(а)  There  be  established  in  the  State 
Health  Department  a Bureau  of  Group  Prac- 
tice Services.  It  was  also  emphasized  that 
the  function  of  this  should  be  advisory  and 
informative,  which  would  include  the  conduct 
of  studies,  but  should  not  include  the  actual 
provision  of  health  services.  It  was  recom- 
mended that  the  Bureau  have  money  avail- 
able for  study  and  demonstration  purposes 
and  possibly  for  loans  to  initiate  development 
of  group  practices  similar  to  loans  presently 
available  for  construction  of  certain  health 
facilities. 

(б)  The  present  Medical  Practice  Act 
should  be  reviewed  and  suggestions  be  made 
for  revision  to  permit  the  performance  by 
others  of  certain  functions  now  restricted  to 
the  physician. 

(c)  Exploration  be  made  of  the  function 
and  education  of  the  “physician’s  assistant” 
to  the  viewpoint  of  developing  a program 
similar  to  that  being  conducted  at  the  Duke 
University  Medical  Center.  It  was  empha- 
sized, again,  that  the  medical  centers  will 
need  financial  and  other  support  if  they  are 
to  assume  this  responsibility,  which  several 
representatives  expressed  willingness  to  do. 

( d ) That  general  support  in  increased 
amounts  should  be  given  to  the  private  medi- 
cal schools  in  the  State  in  order  that  they 
may  be  able  to  adequately  continue  and  ex- 
pand their  medical  education  responsibilities. 
It  was  noted  that  the  present  State  support 
is  currently  reduced  in  the  face  of  increased 
cost  of  education. 

12.  The  Tenth  Annual  Convention  of  the 


New  York  State  Medical  Assistants  Associa- 
tion, in  Tarrytown,  on  April  19.  Your  execu- 
tive vice-president  talked  at  the  luncheon  on 
“The  State  of  the  MSSNY.”  At  the  banquet, 
later  that  evening,  he  read  Dr.  Heldmann’s 
speech.  Our  president  could  not  attend  be- 
cause of  illness. 

13.  We  acted  as  host  to  Joseph  Sabatier,  Jr., 
M.D.,  from  New  Orleans,  chairman  of  the  AMA 
Committee  on  Quackery — in  New  York  City, 
on  April  29.  He  was  the  guest  speaker  at  the 
Medical  Society  of  the  County  of  Queens  on 
the  subject — naturally — “Quackery.” 

14.  Annual  dinner-meeting  of  the  New  York 
Society  of  Internal  Medicine,  in  New  York  City, 
on  April  30.  The  guest  speaker  was  Gerald 
Dorman,  M.D. 

15.  The  72nd  annual  banquet  of  the  New 
York  State  Society  of  Certified  Public  Account- 
ants, in  New  York  City,  on  May  12. 

16.  The  177th  annual  meeting  of  the  Con- 
necticut State  Medical  Society,  in  Hartford,  on 
May  13  through  15.  Your  executive  vice-presi- 
dent addressed  the  House  of  Delegates  and  at- 
tended the  reference  committee  meetings  and 
the  scientific  programs. 

17.  A meeting  of  the  Public  Affairs  Division 
of  the  AMA  and  AMPAC  in  Washington,  D.C., 
on  May  16  and  17. 

18.  The  21st  annual  convention  of  the  New 
York  State  Academy  of  General  Practice,  in 
New  York  City,  May  18  through  22.  We  at- 
tended the  Congress  of  Delegates  and  the 
President’s  Banquet. 

19.  Dinner-Dance  in  honor  of  Arthur  Bushel, 
D.D.S.,  First  Deputy  Commissioner  of  Health, 
in  New  York  City,  on  May  22.  Dr.  Bushel  has 
joined  the  faculty  of  the  Johns  Hopkins  School 
of  Public  Health. 

20.  Dinner  in  honor  of  Thurman  Givan, 
M.D.,  who  has  retired  to  live  in  South  Caro- 
lina, in  Brooklyn,  on  May  28.  The  dinner  was 
arranged  by  the  Board  of  Trustees  and  Comitia 
Minora  of  the  Medical  Society  of  the  County  of 
Kings. 

Your  executive  vice-president,  who  has 
known  Dr.  Givan  for  forty  years  (as  intern 
and  resident — and  afterwards),  was  the  guest 
speaker. 

21.  The  annual  President’s  Dinner  of  Bronx 
County  Medical  Society,  in  the  Bronx,  on  June 
4. 

22.  Meeting  with  Kenneth  G.  Bugan,  AMA 
field  representative,  in  New  York  City,  on  June 
9.  AMA  business  was  discussed. 

23.  Meeting  at  The  Americana,  in  New  York 
City,  on  June  11,  to  discuss  security  precau- 
tions for  the  AMA  annual  meeting.  Repre- 
sentatives of  the  AMA,  the  hotel,  and  the  New 
York  City  Police  Department  were  present. 

24.  A reception  and  dinner  to  honor  mem- 
bers of  our  staff  who  have  completed  twenty 
years  of  service,  in  New  York  City,  on  June  16. 
We  have  ten  such  people  at  headquarters.  Ser- 
vice pins  were  distributed. 

25.  An  MSSNY  conference  of  County  Medi- 
cal Society  Presidents,  in  Syracuse,  on  June  19. 
The  agenda  included  Peer  Review  and  Medic- 
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aid.  The  minutes  of  this  meeting:  have  been 
distributed  to  all  concerned. 

26.  Your  executive  vice-president  was  the 
honorary  guest  speaker  at  the  graduation  ex- 
ercises of  the  Mandl  School  for  Medical  and 
Dental  Assistants,  in  New  York  City,  on  July 
9. 

27.  The  118th  Annual  Convention  of  the 
AM  A,  in  New  York  City,  July  13  through  17. 
What  took  place  has  been  reported  in  the  min- 
utes of  the  meetings  of  the  MSSNY  delegation. 

28.  Meeting  of  the  Commission  on  Public 
Health  and  Education,  in  Albany,  on  July  24. 
The  chairmen  of  the  committees  of  the  Com- 
mission submitted  accounts  of  their  activities. 
As  usual,  this  was  one  of  the  finest  conferences 
of  the  year.  The  deliberations  are  described  in 
the  annual  reports. 

29.  A meeting  writh  Kenneth  Bugan,  AMA 
field  representative,  assigned  to  New  York,  and 
David  W.  Powers,  director,  AMA  Field  Service 
Department,  in  New  York  City,  on  July  29. 
The  purposes  of  the  Field  Service  Department 
were  discussed. 

30.  The  annual  outing  of  the  Medical  Staff 
of  the  Arnot-Ogden  Memorial  Hospital  (El- 
mira), at  Keuka  Lake,  on  August  6. 

31.  A meeting  with  George  Foy,  in  New 
York  City,  on  September  3.  We  talked  about 
our  legislative  program. 

32.  The  Eighth  Annual  Joint  Meeting  of  the 
Fifth  and  Sixth  District  Branches,  in  Buck 
Hill  Falls,  Pennsylvania,  on  September  5 
through  7.  Several  business  conferences  were 
held.  The  scientific  program  was  excellent. 
Colonel  Rufus  Hessberg,  of  the  National  Aero- 
nautics Space  Administration,  talked  about 
“Aerospace  Medicine.” 

33.  A Stated  Meeting  of  the  Medical  So- 
ciety of  the  County  of  Queens,  on  September 
30.  We  represented  the  MSSNY.  Gerald 
Dorman,  M.D.,  and  Roger  0.  Egeberg,  M.D., 
were  the  guests  of  honor.  The  latter  discussed 
“Prospectives  for  Federal  Policies  Regarding 
the  Health  of  the  Nation.”  We  met  Dr.  Ege- 
berg at  the  LaGuardia  airport. 

34.  The  area  conference  at  Newburgh,  on 
October  1.  This  meeting  was  well  attended; 


there  was  considerable  discussion  concerning 
peer  review  and  costs  of  illness. 

35.  The  Presidential  Dinner  of  the  Medical 
Society  of  the  County  of  New  York,  at  the  Har- 
vard Club  in  New  York,  on  October  7. 

36.  A meeting  with  representatives  of 
Fisher-Stevens  about  CAPIS — at  our  head- 
quarters— on  October  8. 

37.  The  second  annual  conference  of  county 

medical  society  and  MSSNY  executives  in  Pur- 
chase, on  October  10.  This  was  a county  ex- 
ecutive “party.”  The  agenda  included:  Med- 

icare, Medicaid,  Universal  Health  Insurance, 
the  Role  of  Peer  Review,  Malpractice  Insur- 
ance, CAPIS,  and  Relative  Value  Study. 

38.  The  President’s  Dinner-Dance,  Rich- 
mond County  Medical  Society — on  Staten  Is- 
land, on  October  11. 

39.  A meeting  with  Charles  Gillett,  execu- 
tive vice-president  of  the  New  York  Conven- 
tion and  Visitors  Bureau,  in  New  York,  on 
October  20.  We  talked  about  conventions. 

OBITUARY.  It  is  with  great  sorrow  that 
we  announce  the  death  of  our  esteemed  col- 
league— William  L.  Wheeler,  Jr. — in  Nairobi, 
in  June. 

In  the  many  capacities  in  which  he  served — 
his  county,  his  State,  his  nation — he  always 
exhibited  a congeniality,  a wisdom,  and  an 
ability  to  see  problems  in  their  proper  perspec^ 
tive — unsurpassed  anywhere. 

His  many  friends  will  miss  him.  He  was  a 
fine  physician  and  a great  credit  to  our  profes- 
sion. 

ACKNOWLEDGMENTS.  As  always,  your 
executive  vice-president  is  grateful  to  all  who 
have  advised  and  helped  him  during  these  many 
months. 

Without  the  staff  and  the  many  physicians 
—too  numerous  to  mention — very  little  would 
have  been  accomplished  on  the  administrative 
level. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
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TABLE  I.  Current  AMA  membership  figures 


Dues  Dues  Active 


State  Society 

Paying 

Exempt 

Voting 

Special 

Total 

Alabama 

1,901 

228 

2,129 

2,129 

Alaska 

117 

3 

120 

18 

138 

Arizona 

1,383 

109 

1,492 

62 

1,554 

Arkansas 

1,107 

106 

1,213 

1,213 

California 

21,986 

1,262 

23 , 248 

1,701 

24,949 

Canal  Zone 

12 

35 

47 

47 

Colorado 

2,105 

494 

2,599 

104 

2,703 

Connecticut 

2,368 

240 

2,608 

2,608 

Delaware 

403 

50 

453 

50 

503 

District  of  Columbia 

1,166 

199 

1,365 

182 

1,547 

Florida 

4,339 

295 

4,634 

563 

5,197 

Georgia 

2,963 

299 

3,262 

49 

3,311 

Hawaii 

685 

68 

753 

10 

763 

Idaho 

507 

29 

536 

536 

Illinois 

9,167 

1,277 

10,444 

10,444 

Indiana 

3,729 

515 

4,244 

4,244 

Iowa 

2,065 

229 

2,294 

48 

2,342 

Kansas 

1,656 

223 

1,879 

1,879 

Kentucky 

1,948 

208 

2,156 

17 

2,173 

Louisiana 

2,202 

103 

2,305 

85 

2,390 

Maine 

528 

124 

652 

18 

670 

Maryland 

2,204 

231 

2,435 

216 

2,651 

Massachusetts 

4,021 

611 

4,632 

4,632 

Michigan 

6,383 

697 

7,080 

427 

7,507 

Minnesota 

3,202 

902 

4,104 

4 

4,108 

Mississippi 

1,251 

119 

1,370 

1 

1,371 

Missouri 

3,308 

278 

3,586 

3,586 

Montana 

582 

68 

650 

5 

655 

Nebraska 

1,216 

30 

1,246 

102 

1,348 

Nevada 

371 

4 

375 

375 

New  Hampshire 

410 

40 

450 

6 

456 

New  Jersey 

5,522 

574 

6,096 

520 

6,616 

New  Mexico 

637 

43 

680 

2 

682 

New  York 

23,777 

2,635 

26,412 

189 

26,601 

North  Carolina 

3,156 

261 

3,417 

3,417 

North  Dakota 

451 

39 

490 

490 

Ohio 

7,829 

844 

8,673 

8,673 

Oklahoma 

1,723 

366 

2,089 

2,089 

Oregon 

1,693 

386 

2,079 

1 

2,080 

Pennsylvania 

10,194 

671 

10,865 

890 

11,755 

Puerto  Rico 

281 

23 

304 

198 

502 

Rhode  Island 

781 

116 

897 

897 

South  Carolina 

1,376 

122 

1,498 

18 

1,516 

South  Dakota 

384 

30 

414 

414 

Tennessee 

2,842 

267 

3,109 

3,109 

Texas 

8,369 

304 

8,673 

536 

9,229 

Utah 

907 

97 

1,004 

1 

1,005 

Vermont 

398 

38 

436 

436 

Virginia 

2,092 

260 

2,352 

8 

2,360 

Virgin  Islands 

41 

41 

41 

Washington 

2,895 

286 

3,181 

3,180 

West  Virginia 

1,186 

127 

1,313 

1,313 

Wisconsin 

3,550 

440 

3,990 

120 

4,110 

Wyoming 

238 

30 

268 

268 

Transfer  (direct) 

64 

64 

64 

Totals 

165,671 

17,035 

182,706 

6,171 

188,877 

U.S.  Services 

Air  Force 

1,987 

1,987 

2,074 

4,061 

Army 

2,296 

2,296 

4,810 

7,106 

Government  Retired 

520 

520 

520 

Navy 

1,841 

1,841 

3,440 

5,281 

Public  Health 

1,119 

1,119 

1,984 

3,103 

Veterans  Administration 

4,524 

4,524 

4,524 

Totals 

12,287 

12,287 

12,308 

24,595 

Special  Affiliate 

Physicians 

652 

652 

Dentists 

376 

376 

Pharmacists 

438 

438 

Scientists  (nonmedical  doctor) 

163 

163 

Teachers  (nonmedical  doctor) 

331 

331 

Totals 

1,960 

1,960 

Special  Honorary 

62 

62 

Total 

165,671 

29,322 

194,993 

20,501 

215,494 
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1970  HOUSE  OF  DELEGATES 

Medical  Services 


Economics 


To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

Robert  E.  Westlake,  M.D.,  Chairman 


Onondaga 

John  L.  Clowe,  M.D Schenectady 

Jeff  J.  Coletti,  M.D Nassau 

William  C.  Felch,  M.D Westchester 

Alfred  L.  George,  M.D Genesee 

Robert  George  Hicks,  M.D New  York 

Harry  C.  Miller,  M.D Monroe 

James  L.  Palmer,  M.D Broome 

Francis  A.  Stephens,  M.D Albany 


The  committee  held  three  meetings  during 
the  year  on  May  7,  July  9,  and  October  8. 

At  the  May  meeting  the  committee  considered 
the  recommendation  of  the  House  of  Delegates 
that  the  Committee  on  Labor  Health  Facilities 
be  discontinued,  but  that  efforts  to  work  with 
organized  labor  be  continued  and  that  this  ac- 
tivity be  assigned  by  the  Council  to  a suitable 
Council  committee,  possibly  the  Committee  on 
Economics.  It  was  the  opinion  of  the  commit- 
tee that  medicine  and  labor  both  stand  for  the 
welfare  of  the  patient  and  that  the  relation- 
ship between  the  two  is  too  important  for  a 
technical  committee.  The  committee,  there- 
fore, recommends  that  this  matter  be  referred 
to  a “higher”  committee. 

The  committee  was  requested  to  make  a 
recommendation  to  the  Council  regarding  group 
insurance  and  retirement  plans.  The  commit- 
tee reiterates  its  position  that  group  insurance 
and  retirement  plans  should  be  considered  on  a 
district  branch  or  county  society  level. 

Relative  Value  Scale.  The  committee  met 
with  representatives  of  the  specialty  groups 
at  each  of  the  meetings.  At  the  first  meeting, 
William  F.  McGahan,  Esq.,  of  Peat,  Marwick, 
Mitchell  & Co.,  explained  in  great  detail  the 
methodology  of  conducting  the  relative  value 
study  being  carried  out  by  that  company.  He 
pointed  out  that  the  first  stage  will  be  a pilot 
study  of  approximately  300  doctors,  including 
specialists,  in  various  regions  in  the  State,  to 
ascertain  what  their  usual  charges  are  for  a 
specific  procedure.  The  geographic  areas  will 
be  broken  down  into  23  individual  sections. 
After  these  questionnaires  have  been  returned, 
the  second  stage  will  be  the  mailing  of  approxi- 
mately 7,000  questionnaires  to  physicians,  in- 
cluding physicians  in  the  specialty  practices, 
in  different  areas  throughout  the  State.  From 
this  will  be  developed  the  “usual,  customary, 


and  reasonable”  fee  description  to  be  used  as 
the  basis  of  a new  Relative  Value  Scale. 

The  following  major  changes  will  be  made 
by  the  California  Medical  Association  in  the 
revised  relative  value  coding  and  nomencla- 
ture: (1)  an  increase  in  code  numbers  from 

4 to  5 digits  to  allow  more  procedures  to  be 
included  in  the  study,  (2)  the  use  of  modifying 
decimals,  and  (3)  the  separation  of  anesthesia 
procedures  to  form  a fifth  section.  A draft  of 
the  California  1969  Relative  Value  Study  was 
obtained,  and  a copy  was  sent  to  each  of  the  25 
specialty  practice  groups  with  a request  for 
suggestions  regarding  nomenclature — addi- 

tions, deletions,  or  changes — to  be  submitted  by 
each  group  no  later  than  July  1,  1969. 

On  July  9,  the  committee  met  with  the  spe- 
cialty practice  groups  to  consider  their  recom- 
mendations for  the  nomenclature  to  be  used  in 
our  Relative  Value  Scale.  Major  changes  were 
suggested  by  those  attending  the  meeting,  and 
letters  were  received  from  several  of  the  spe- 
cialty groups  requesting  changes.  In  execu- 
tive session,  the  committee  considered  the  sug- 
gestions and  incorporated  most  of  them  in  the 
nomenclature  to  be  used  in  the  study. 

At  the  October  8 meeting,  the  committee  de- 
cided to  use  the  nomenclature  listed  in  the  1969 
California  Relative  Value  Study  for  the  two 
specialty  groups  which  did  not  respond. 

It  was  also  decided  that  the  charges  for  a 
surgical  first-assistant  should  be  obtained  by 
direct  survey  according  to  procedure. 

The  coding  used  in  the  California  Relative 
Value  Schedule  was  discussed.  It  was  reported 
that  the  Board  of  Directors  of  the  National  As- 
sociation of  Blue  Shield  Plans  voted  not  to  adopt 
the  California  Relative  Value  Schedule  and  so 
notified  the  American  Medical  Association — 
primarily  because  of  the  conversion  from  a 
four-digit  code  to  one  of  five  digits. 

The  committee  approved  the  suggestion  of 
our  statistical  consultant  that  both  the  new 
and  the  old  codes  be  shown,  where  applicable, 
thus  satisfying  the  Blue  Shield  needs. 

The  spectrum  of  services  offered  by  general 
practitioners  was  considered,  and  in  an  effort 
to  define  their  present  activities,  it  was  de- 
cided to  obtain  information  on  what  type  of 
surgical  procedures  they  do  and  in  which  of 
the  following  areas:  general  surgery,  nonop- 

erative obstetrics,  medicine,  pediatrics,  and  of- 
fice gynecologic  procedures. 

The  format  of  the  final  report  was  discussed. 
At  first,  there  will  be  one  or  more  Relative 
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Value  Scales  for  the  State,  each  divided  into 
five  sections  with  a possible  separate  section  on 
surgical  assistance.  Hopefully,  these  will 
evolve  into  one  Relative  Value  Scale  which  will 
suffice  for  all  of  the  State.  Conversion  factors 
will  be  given  for  the  23  areas  throughout  the 
State,  thus  indicating  the  usual  fees  at  the  time 
the  survey  was  done. 

It  is  planned  to  have  the  Pilot  Study  com- 
pleted so  the  questionnaires  can  be  mailed  out 
by  the  end  of  October,  and  six  weeks  will  be 
allowed  for  the  responses.  If  the  responses  are 
received  within  this  period  of  time,  it  is  hoped 
a final  report  will  be  submitted  in  time  for  the 
annual  meeting  of  the  House  of  Delegates. 

Proposed  Universal  Health  Insurance  Law. 

The  committee  considered  the  problem  of  com- 
pulsory health  insurance  and  suggested  that 
the  State  Medical  Society  support  a form  of 
comprehensive  medical  care  featuring  mini- 
mum standards  for  benefits,  fees,  and  peer  re- 
view. It  recommended  to  the  Council  that  the 
State  Medical  Society,  in  its  deliberations  about 
comprehensive  health  insurance,  concentrate 
on  these  minimum  standards  and  de-emphasize 
the  method  of  financing  as  a less  appropriate 
area  of  our  concentration,  as  physicians. 

Matters  Referred:  Resolution  69-70,  Devel- 

opment and  Application  of  the  Planned  State- 
Wide  Relative  Value  Study,  was  referred  to  us 
by  the  House  of  Delegates. 

This  resolution  was  discussed,  and  the  fol- 


Medical Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance  is 
composed  of  the  following: 

Robert  D.  Fairchild,  M.D.,  Chairman 


Onondaga 

Harold  W.  Bales,  M.D Monroe 

Lucius  H.  Bugbee,  Jr.,  M.D Chautauqua 

Irving  Cramer,  M.D Oneida 

Francis  J.  Loperfido,  M.D Bronx 

H.  John  Mellen,  M.D Albany 

John  D.  Naples,  M.D Erie 

William  C.  Porter,  Jr.,  M.D Suffolk 


The  committee  held  two  meetings  during  the 
year,  on  May  15  and  September  20.  On  May 
15,  a joint  meeting  of  the  committee  with  rep- 
resentatives of  the  Associated  Blue  Shield  Plans 
of  New  York  State  considered  the  following 
recommendation,  forwarded  to  the  committee  by 
the  Council: 

“That  the  Committee  on  Medical  Care  In- 
surance act  jointly  with  the  New  York  State 
Association  of  Blue  Shield  Plans  to  study 
the  problems  of  comprehensive  medical  cov- 
erage and  the  payment  of  ‘usual,  customary, 
and  reasonable’  fees.” 

The  representative  from  each  plan  was  asked 


lowing  comments  and  recommendations  were 
made : 

1.  Conversion  factor  determinations — the 
committee  feels  it  is  the  duty  of  local  medical 
societies  to  review  periodically,  local  charges  to 
determine  current  conversion  factors  which  de- 
scribe usual  fees. 

2.  County  Societies  being  apprised  of  devel- 
opments— county  societies  have  been  invited 
to  all  meetings  regarding  this  study  during  the 
past  two  years. 

3.  Meaningful  and  realistic  conversion  fac- 
tors be  applied  on  a geographic  basis — the 
definition  of  medical  trade  areas  to  determine 
how  many  relative  value  schedules  are  needed 
is  a central  research  goal  of  the  Study. 
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what  coverage  is  available,  either  in  a stand- 
ard contract  or  by  rider.  All  plans  repre- 
sented at  the  meeting  reported  that  they  have 
comprehensive  coverage  as  outlined  by  the  Na- 
tional Association  of  Blue  Shield  Plans,  except 
for  vision  care,  care  of  the  physically  handi- 
capped, and  in  some  plans,  psychiatric  care.  It 
was  noted  that  the  average  community  group 
could  not  pay  the  premium  required  to  provide 
complete  comprehensive  care,  but  that  every 
plan  should  have  a comprehensive  plan  avail- 
able for  groups  wishing  to  purchase  it. 

The  concept  of  “usual,  customary,  and  rea- 
sonable” fees  as  it  applies  to  Blue  Shield  Plans 
was  considered  by  those  attending  the  meeting. 
J.  Vanderbilt  Straub,  Esq.,  counsel  to  the  New 
York  State  Conference  of  Blue  Shield  Plans, 
called  attention  to  the  reluctant  attitude  of  the 
New  York  State  Insurance  Department  in 
giving  permission  to  apply  the  “usual,  cus- 
tomary, and  reasonable”  fee  concept  to  Blue 
Shield  contracts.  It  was  noted  that  the  only 
exception  to  this  has  been  when  the  employer 
pays  a substantial  part  of  the  premium  for  a 
group  on  an  “experience-rated”  basis.  G. 
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Rehmi  Denton,  M.D.,  chairman,  Commission  on 
Medical  Services,  expressed  the  opinion  that 
until  the  Superintendent  of  Insurance  permits 
the  Blue  Shield  Plans  to  pay  for  physicians’ 
services  under  this  concept,  no  progress  will  be 
made. 

Peer  review  control  in  relation  to  utilization, 
primarily  regarding  “usual,  customary,  and 
reasonable”  fees,  was  also  discussed  at  this 
meeting.  Charles  M.  Brane,  M.D.,  chairman, 
Board  of  Directors,  United  Medical  Service, 
Inc.,  spoke  of  peer  review  control  and  stated 
that  if  there  is  no  control  over  utilization  and 
fees  the  concept  of  “usual,  customary,  and  rea- 
sonable” fees  will  get  out  of  control.  He  also 
pointed  out  that  all  physicians  must  support  the 
“usual,  customary,  and  reasonable”  fee  concept, 
and  that  where  support  is  given  to  any  other 
concept  used  by  underwriters  or  carriers,  it  is 
diluting  the  concept  approved  by  the  Medical 
Society  of  the  State  of  New  York  and  the 
ability  to  provide  coverage  under  such  a con- 
cept. Physicians  must  support  the  concept  of 
“full  payment”  based  on  “usual,  customary,  and 
reasonable”  charges  and  not  the  concept  of 
“no-income  level,  fixed-fee”  schedules. 

A report  regarding  payment  of  interns  and 
residents  by  Blue  Shield  Plans  for  services  pro- 
vided their  members  was  discussed  and  from 
the  diversification  of  replies  it  was  decided  to 
send  a questionnaire  to  each  Plan  for  specific 
information. 

Resolutions.  Resolution  69-60,  “Submission 
of  Up-dated  Fee  Profiles  to  Medicare  Inter- 
mediaries,” was  discussed  at  considerable 
length,  particularly  in  regard  to  the  statute  and 
regulations  governing  Part  B of  Medicare  car- 
riers. 

Harold  J.  Safian,  M.D.,  vice-president  of 
medical  affairs,  United  Medical  Service,  Inc., 
explained  the  methodology  used  in  up-dating 
physicians’  profiles  which  has  to  conform  to 
the  regulations  established  by  the  Department 
of  Health,  Education,  and  Welfare.  When  the 
physician  gives  adequate  evidence  that  his  cus- 
tomary charge  for  a service  to  the  public  in 
general  has  changed,  then  the  revised  charge 
should  be  recognized  by  the  insurance  carrier 
according  to  regulations. 

Dr.  Brane  reported  to  the  committee  that 
United  Medical  Service  is  using  all  flexibility 
possible.  He  also  suggested  that  the  Peer  Re- 
view Committee  could  offer  recommendations  if 
a carrier  and  a physician  could  not  arrive  at  a 
satisfactory  agreement  on  fees. 

At  the  September  20  meeting,  the  committee 
considered  and  answered  the  following  ques- 
tions proposed  by  Senator  Norman  F.  Lent, 
chairman  of  the  Joint  Legislative  Committee 
on  The  Problems  of  Public  Health,  Medicare, 
Medicaid,  and  Compulsory  Health  and  Hospital 
Insurance,  regarding  a hearing  to  be  held  Oc- 
tober 2 at  the  New  York  State  Insurance  De- 
partment, 270  Broadway,  New  York  City: 

1.  Should  New  York  State  outlaw  the  in- 
demnity form  of  health  and  hospital  insurance 
contracts  and  direct  that  all  such  contracts  be 


on  a service  or  capitation  basis  with  minimum 
standards  of  coverage? 

Answer:  Should  conform  to  the  Blue  Shield 
Plans. 

2.  Should  we  enact  a voluntary  form  of  Uni- 
versal Health  Insurance  effective  on  the  elec- 
tion of  the  employer? 

Answer:  The  committee  agrees  with  the  po- 
sition of  the  State  Medical  Society. 

3.  Should  clinics  and  county  health  centers 
which  receive  State  aid  for  construction  or  op- 
eration be  obliged  to  provide  service  on  a capi- 
tation basis  to  those  who  elect  that  coverage? 

Answer:  Should  not  be  obliged  to  provide 

service,  but  the  committee  suggests  the  State 
Medical  Society  should  be  willing  to  consider  a 
study  for  delivery  of  medical  services  on  a 
capitation  basis. 

4.  Should  the  separate  Blue  Cross  Regional 
Corporations  be  merged?  Should  they  be  di- 
rected to  provide  uniform  State- wide  coverage? 

Answer:  The  Blue  Cross  Plans  should  have 
uniform  coverage  available  on  a State-wide 
basis. 

5.  Should  experience  rating  be  eliminated? 

Answer:  Experience  rating  is  necessary  be- 
cause of  the  demand  of  large  group  coverage; 
however,  the  committee  strongly  favors  com- 
munity rating  of  health  care  costs  because  it 
permits  those,  who  are  less  able  to  share  the 
costs,  the  opportunity  to  provide  for  health  care 
through  a voluntary  plan  where  coverage  is 
unavailable  on  a group  basis. 

6.  Should  a public  benefits  corporation  be 
created  for  the  purpose  of  underwriting  health 
and  hospital  insurance?  Should  this  power  be 
given  to  the  State  Insurance  Fund? 

Answer:  We  are  not  in  favor  of  a public 

benefits  corporation  because  the  present  non- 
profit agencies  are  providing  benefits  econom- 
ically and  efficiently. 

7.  Are  there  more  desirable  approaches  to 
providing  prepaid  health  care  than  are  now 
available  through  Article  9-C  Corporations  and 
Commercial  Carriers?  Should  the  tax  benefits 
afforded  the  Article  9-C  corporations  be  with- 
drawn? 

Answer:  There  are  no  more  desirable  ap- 

proaches in  providing  prepaid  health  care  for 
the  public  interest. 

8.  Should  the  now  separate  Blue  Cross-Blue 
Shield  corporations  be  merged? 

Answer:  No,  not  on  a local  or  State-wide 

basis  because  health  costs  must  be  identified 
separately,  that  is  hospital  and  medical  costs. 

9.  Should  the  Blue  Cross-Blue  Shield  cor- 
porations be  directed  to  provide  coverage  for 
both  medical  and  hospital  services  in  a single 
contract? 

Answer:  No,  because  the  purchaser  should 

be  able  to  identify  his  coverage  separately. 

Approval  of  Blue  Shield  Plans.  The  commit- 
tee recommended  the  approval  of  all  Blue 
Shield  Plans  in  the  State  of  New  York  for  the 
year  1970.  The  Council  approved  this  recom- 
mendation. 
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Occupational  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Occupational  Health  and  of  the 
Division  of  Occupational  Health.  The  commit- 
tee consists  of  the  following  members : 

Dallas  E.  Billman,  M.D.,  Chairman . .Steuben 


Robert  H.  Baysinger,  M.D Monroe 

James  J.  Brandi,  M.D Erie 

Walter  J.  Gerstle,  M.D Albany 

Robert  P.  Jessup,  M.D Nassau 

Herbert  F.  Wendelken,  M.D Richmond 


During  the  twelve-month  period  since  its  last 
report  to  the  House  of  Delegates,  the  commit- 
tee met  on  two  occasions. 

The  pilot  study  to  determine  interest  and  po- 
tential strength  in  the  field  of  occupational 
health  within  one  of  our  county  medical  so- 
cieties was  negated  when  the  county  medical 
society  begged  off  because  of  lack  of  time  and 
the  cost  involved. 

In  view  of  this  default  an  effort  was 
made  at  the  State  level  to  find  some  mean- 
ingful answers  to  a questionnaire  distributed 
via  the  News  of  New  York.  The  response  to 
this  questionnaire  was,  at  its  best,  disappoint- 
ing, and  a second  request  is  in  the  making. 
The  current  questionnaire  brought  in  only  69 
replies.  The  second  printing  of  the  question- 
naire is  scheduled  for  publication  in  the  Novem- 
ber issue  of  News  of  New  York. 

The  committee  recommended  and  referred  to 
the  Workmen’s  Compensation  Committee  that 
the  code  letter  rating  “M-10”  be  designated  to 
mean  only  “Occupational  Health”  and  that 
“Public  Health”  be  assigned  the  code  letter 
“M-18.” 

The  committee  also  suggested  that  guidelines 
relative  to  the  overweight  job  applicant  be 
established  along  the  lines  of  a “rule  of  thumb.” 
Subsequently,  at  the  July  meeting  a three-for- 
one  rule  of  thumb  was  recommended,  namely, 
the  upper  limit  of  weight  acceptable  for  employ- 
ment would  be  the  product  in  pounds  of  the 
applicant’s  height  in  inches  multiplied  by  3 
pounds,  for  example,  70  inches  tall  times  3 
equals  210  pounds.  An  applicant  whose  weight 
exceeded  210  pounds  would  not  be  recommended 
for  employment.  A suggestion  was  also  made 
that  an  article  on  “Obesity  in  Industry”  might 
be  written  for  publication  in  the  New  York 
State  Journal  of  Medicine.  First-hand  in- 
formation on  obesity  in  industry  is  lacking, 


to  Mrs.  Clementine  Thompson  for  her  secre- 
tarial assistance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 


and  in  view  of  this,  it  is  recommended  that  a 
realistic  study  be  made  by  one  of  our  commit- 
tee members  who,  coincidentally,  is  a medical 
director  on  a full-time  basis  in  one  of  New 
York’s  industries. 

The  committee  feels  that  the  discrepancy  is 
pronounced  in  fees  displayed  in  a comparison 
of  Workmen’s  Compensation  fees  and  the  so 
called  usual  and  customary  fees  and  that  our 
efforts  should  be  continued  in  equating  Work- 
men’s Compensation  fees  to  usual  and  cus- 
tomary fees. 

A discussion  was  held  on  the  Walsh-Healey 
Safety  and  Health  Standards  Act  with  partic- 
ular emphasis  on  noise  pollution.  The  follow- 
ing is  a portion  of  the  Act  which  became  effec- 
tive on  May  20  and  pertains  to  exposure  to 
occupational  noise : 

“(b)  When  employes  are  subjected  to 
sound  exceeding  those  listed  in  Table  I of 
this  section,  feasible  administrative  or  engi- 
neering controls  shall  be  utilized.  If  such 
controls  fail  to  reduce  sound  levels  within 
the  levels  of  the  table,  personal  protective 
equipment  shall  be  provided  and  used  to  re- 
duce sound  levels  within  the  levels  of  the 
table. 

“(d)  In  all  cases  where  the  sound  levels 
exceed  the  values  shown  herein,  a continuing 
effective  hearing  conservation  program  shall 
be  administered.” 

This  subject  matter  was  submitted  to  the 
secretary  of  the  Council  on  Occupational  Health 
of  the  American  Medical  Association  for  dis- 
cussion at  the  29th  Congress  on  Occupational 
Health  at  its  meeting  in  St.  Louis,  Missouri,  in 
September. 

At  the  present  moment  the  Occupational 
Safety  and  Health  Act  of  1969  is  being  con- 
sidered and  studied  by  the  committee.  It  should 
be  brought  to  mind  that  the  current  bill,  H.R. 
13373,  is  in  our  hands  and  will  be  further 
studied  by  the  committee. 

Efforts  to  have  legislation  introduced  to  per- 
mit registered  nurses  in  industrial  medical  de- 
partments to  take  x-ray  films  only  of  the  chest 
and  extremities  have  been,  thus  far,  to  no 
avail.  This  modality  should  be  further  con- 
sidered for  use  in  the  industrial  plant. 

The  director  and  chairman  of  the  committee 
attended  the  6th  Annual  Congress  on  Environ- 


128  New  York  State  Journal  of  Medicine  / January  1,  1970 


TABLE  1.  Permissible  Noise  Exposures 

Duration  per 
Day  (Hours) 

Sound 

Level 

dBA 

Eight 

90 

Six 

92 

Four 

95 

Three 

97 

Two 

100 

One  and  one-half 

102 

One 

105 

One-half 

110 

One-quarter  or  less 

115 

mental  Health  of  the  American  Medical  As- 
sociation held  in  Chicago  on  April  27  and  28; 
the  topic  was  “Noise  Pollution.”  The  meeting 
was  slow  in  starting  probably  due  to  extremely 
technical  aspects  during  the  first  day’s  session. 
On  the  second  day,  the  session  seemed  to  come 
to  life,  and  the  reports  showed  a realistic  ap- 
proach to  hearing  conservation.  Control  of 
noise  at  its  source,  modification  of  noise,  and 
physical  protection  of  the  employe’s  hearing  ap- 
paratus were  discussed.  All  in  all  the  meeting 
terminated  on  a favorable  note,  and  it  was  felt 
that  attention  was  directed  at  a problem  that 
well  deserves  the  counsel  and  advice  of  the 
medical  profession. 

The  following  article  on  “The  M.D.’s  Role  in 
Industrial  Safety”  was  written  by  James  F. 
Higgins,  M.D.,  director,  Division  on  Occupa- 
tional Health  and  Workmen’s  Compensation: 

The  prospective  employe  gets  his  initial  indoc- 
trination into  the  field  of  Occupational  Health  when 
he  presents  himself  for  his  preplacement  examina- 
tion prior  to  the  commencement  of  his  employment. 
He  embarks  at  that  time  on  a series  of  tests  and  ex- 
aminations which  in  reality  are  beneficial  to  both 
employer  and  employe  and  which  are  steeped  in 
safety  procedures,  for  example,  audiometric  evalua- 
tion, visual  screening,  work  classification  and  eval- 
uation, chest  x-ray  films,  x-ray  films  of  the  spine  of 
workers  in  heavy  industry,  vital  capacity  studies, 
electrocardiogram  in  patients  over  age  forty,  safety 
shoes,  and  safety  glasses  and  ear  defenders  are  best 
dispensed  by  the  medical  department.  The  scope 
of  the  preplacement  examination  should  be  deter- 
mined by  the  medical  director  at  his  discretion. 
There  are  varying  factors  which  play  an  important 
part  in  determining  the  extent  to  which  the  exam- 
ination will  be  carried.  Some  of  the  more  obvious 
influencing  factors  are:  environment,  type  of  work, 

hazard  exposure,  and  so  on. 

It  is  fitting  to  speak  here  of  the  part  that  a 
physician  should  play  in  a safety  program.  In  view 
of  his  contact  with  the  injured  employe,  it  is  felt 
that  any  lesser  status  than  that  of  director  of  safety 
would  represent  a wanton  waste  of  his  talents.  He 
would  be  benefited  immeasurably  with  a “safety- 
minded”  engineer  as  a staff  adviser  to  his  committee. 
The  physician  may  well  find  his  work  in  safety  not 
only  rewarding  as  demonstrated  by  the  improvement 
trend  observed  in  the  frequency  and  severity  rates 
but  may  find  himself  awakening  a sideline  interest 
of  which  he  was  not  previously  aware. 

So,  it  would  6eem,  the  marriage  of  health  and 
safety  is  a natural  union,  and  it  is  most  fitting  and 


most  effective  that  the  director  of  both  be  one  and 
the  same  individual. 


The  director  had  informal  conferences  with 
a representative  of  the  Liberty  Mutual  Insur- 
ance Company;  the  Commissioner  of  Labor  of 
Nassau  County;  and  Robert  P.  Jessup,  M.D. 
In  addition  he  also  attended  the  annual  meeting 
of  the  New  York  State  Society  of  Industrial 
Medicine,  Inc.,  on  December  4,  1968;  a Joint 
Meeting  of  the  Section  on  Occupational  Medi- 
cine of  the  New  York  Academy  of  Medicine  with 
the  New  York  State  Society  of  Industrial  Medi- 
cine, Inc.,  on  January  22,  1969;  a meeting  of  the 
Nassau  Physicians  Guild  on  February  19,  1969; 
and  the  29th  Congress  on  Occupational  Health 
of  the  American  Medical  Association  held  in  St. 
Louis,  Missouri,  September  14  through  16,  1969. 
The  chairman  of  the  committee  also  attended. 

The  following  reports  on  the  Congress  were 
written  by  James  F.  Higgins,  M.D.,  director, 
division  of  occupational  health : 

AMA  Council  on  Occupational  Health  Advisory 
Conference.  This  meeting  was  held  on  September 
14.  The  State  Medical  Society  was  represented  by 
the  chairman  of  the  Council  on  Occupational  Health, 
Dallas  E.  Billman,  M.D.,  and  the  director  of  the 
Division  of  Occupational  Health  and  Workmen’s 
Compensation,  James  F.  Higgins,  M.D. 

This  precongress  meeting,  which  was  free-wheeling 
and  not  recorded,  was  predominantly  concerned 
with  workmen’s  compensation  matters — past,  pres- 
ent, and  future.  In  fact,  this  subject  occupied  about 
95  per  cent  of  this  informal  discussion.  It  seems 
that  some  of  the  same  problems  that  plague  New 
York  have  plagued  our  fellow  countrymen  to  the 
west  of  us.  Forrest  E.  Rieke,  M.D.,  Portland,  Ore- 
gon, spoke  quite  emphatically  on  the  inequities  found 
in  workmen’s  compensation  in  his  home  state  of 
Oregon.  Comparable  remarks  were  made  both  by 
our  chairman  and  division  director  of  Occupational 
Health,  supporting  the  opinions  of  our  friends  and 
neighbors  to  the  west  of  us. 

The  meeting  terminated  about  1:30  P.M.  and  was 
followed  by  a most  pleasant  luncheon. 

The  29th  Congress  on  Occupational  Health.  The 
congress  was  convened  at  9:00  a.m.  on  Monday, 
September  15,  1969,  with  George  F.  Wilkins,  M.D., 
chairman,  American  Medical  Association,  Council 
on  Occupational  Health,  presiding. 

Greetings,  introductions,  and  welcomes  were  ex- 
tended to  those  registrants  present  by  Hubert  Rit- 
ter, M.D.,  president  of  the  St.  Louis  Medical  So- 
ciety; Charles  Miller,  M.D.,  president,  St.  Louis 
County  Medical  Society;  and  by  Doyle  C.  McCraw, 
M.D.,  president  of  the  Missouri  State  Medical  As- 
sociation. 

Gerald  D.  Dorman,  M.D.,  president,  American 
Medical  Association,  gave  the  opening  address  which 
emphasized  the  need  for  medicine  to  put  forth  more 
effort  to  meet  the  ever-burgeoning  needs  of  our 
American  people.  His  remarks  were  general  and 
were  well  taken  by  a receptive  audience.  (It  may 
be  stated  here  that  there  appears  to  be  a need 
within  the  confines  of  our  Division  or  Society  for  a 
recording  machine.  So  many  of  the  speeches  of  the 
present  day  resort  to  the  media  of  slides  of  pictures 
and  graphs  that  it  becomes  impossible  to  take  notes 
in  the  almost  complete  darkness.  The  availability  of 
such  a machine  is  urged  for  future  efficiency.) 

At  9:35  a.m.,  the  Symposium  on  Aviation  Medi- 
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cine  was  opened  by  Francis  C.  Jackson,  M.D.,  of 
Pittsburgh,  Pennsylvania.  The  majority  of  his  talk 
was  concerning  disaster  care  in  the  Pennsylvania 
area  and  was  vividly  depicted  by  the  aid  of  slides. 
One  of  the  biggest  problems,  according  to  Dr.  Jack- 
son,  was  getting  necessary  equipment  to  the  site  of 
the  crash,  which  all  too  often  is  in  a remote  and  al- 
most inaccessible  spot. 

Nicholas  A.  Pace,  M.D.,  discussed  overseas  prep- 
aration of  the  traveler  from  a preventive  medical 
standpoint.  It  would  appear  that  the  area  of 
recommendations  is  quite  broad  and  that  the  trend 
is  to  decrease  rather  than  increase  the  mandatory 
innoculations. 

Stanley  R.  Mohler,  M.D.,  discussed  general  avia- 
tion safety,  and  it  would  appear  that  our  relatively 
high  accident  rate  and  mortality  rate  in  the  private 
plane  category  are  due  to  the  following  three  fac- 
tors: (1)  alcohol  intake  excessive  in  preflight  period 
resulting  in  intoxication  with  malperformance  of 
flying  maneuvers,  (2)  unauthorized  low  flying,  and 
(3)  deliberate  penetration  into  the  areas  of  adverse 
weather  conditions. 

The  factor  of  ROH  has  long  haunted  the  pro- 
ponents of  aviation  medicine,  and  it  is  felt  that  the 
rules  covering  this  area  should  be  more  stringent 
and  even  more  important — their  enforcement  be 
more  strict.  This  concluded  the  Symposium  on 
Aviation  Medicine,  and  I might  say  it  was  well 
taken  by  a receptive  audience. 

Dr.  Kieffer  Davis,  of  Phillips  Petroleum  Com- 
pany, noted  that  the  petroleum  industry  has  taken 
its  place  among  the  leaders  in  “controlling  wastes 
and  preventing  pollution  of  the  environment.” 


The  afternoon  session  was  highlighted  with  a talk 
by  Charles  J.  Frankel,  M.D.,  on  “Whiplash.”  Most 
of  Dr.  Frankel’s  discussion  involved  whiplash  of  the 
cervical  group  of  vertebrae,  and  he  stressed  the  im- 
portance of  “pillar”  shots  (x-ray)  to  better  rule  in 
or  out  the  presence  of  cervical  vertebral  fracture. 

Richard  A.  Sutter,  M.D.,  presided  over  the  meet- 
ing on  Tuesday,  September  16. 

Due  to  the  inability  of  Charles  A.  Berry,  M.D.,  to 
be  present  at  the  Physician’s  Award  Luncheon  (he 
was  the  recipient)  the  affair  was  a “lackluster”  oc- 
casion, and  with  adverse  weather  conditions  prevail- 
ing, a number  of  the  members  were  taking  advantage 
of  earlier  departures  made  available. 

The  second  day,  despite  the  absence  of  Charles  A. 
Berry,  M.D.,  provided  several  interesting  sessions — - 
notably  a discussion  by  David  Joe  Smith,  M.D.,  rela- 
tive to  “Absenteeism  and  ‘Presenteeism’”  (absentee- 
ism on  the  job)  which  concluded  in  the  tone  that 
“nobody  gains  anything  from  absence.” 

The  afternoon  session  on  September  16  was  pre- 
sided over  by  Forrest  E.  Rieke,  M.D.,  Portland, 
Oregon,  and  interest  was  evidenced  in  the  subject  of 
impairment  rating. 

The  committee  wishes  to  express  its  apprecia- 
tion to  James  F.  Higgins,  M.D.,  director,  Divi- 
sion of  Occupational  Health,  and  to  Miss  Alice 
E.  Wheeler,  administrative  assistant,  for  their 
efficient  handling  of  the  activities  of  the  Divi- 
sion. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 


Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and  of 
the  Division  of  Workmen’s  Compensation. 

The  committee  members  are  as  follows : 
Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman . . 

Ulster 

Robert  B.  Bryant,  M.D Onondaga 

Peter  A.  Casagrande,  M.D Erie 

Wyllys  A.  Dunham,  M.D Schenectady 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

Walter  W.  Miner,  M.D Nassau 

John  H.  Morton,  M.D Monroe 

During  the  twelve-month  period  since  its 
last  report  to  the  House  of  Delegates,  the 
committee  met  on  two  occasions. 

Medical  Society  representatives,  including 
the  director  of  the  Division  of  Workmen’s  Com- 
pensation, attended  nine  meetings  of  the  Work- 
men’s Compensation  Board’s  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied 
Problems  during  the  past  year.  Under  dis- 
cussion at  these  meetings  were  fees  for  emer- 
gency room  treatment,  the  concept  of  usual  and 
customary  fees,  the  problems  of  handling  the 
rating  of  physicians  who  are  specialists  in 
Family  Practice,  Codes  5860,  5861,  and  5862 


(ophthalmologists),  revised  A-l  form,  reim- 
bursement to  Blue  Cross  for  payment  of  hos- 
pital bills  in  compensation  cases  involving  third 
party  actions,  fee  for  multiple  treatment,  in- 
creased fees  for  testifying  before  the  Board, 
compensation  ratings  for  interns  and  residents, 
fee  for  electromyography,  claimants  not  wish- 
ing to  prosecute  claims  for  compensation  al- 
though a history  is  given  of  an  apparent  com- 
pensation injury,  fee  for  arthrogram,  and  fee 
for  regional  anesthesia  block  given  for  trigger- 
point  injection. 

Qualification  of  Intern  or  Resident.  A county 

medical  society  requested  the  committee  for 
advice  on  whether  or  not  an  intern  or  resident 
involved  in  a training  program,  who  is  licensed 
to  practice  in  the  State  of  New  York,  can  ob- 
tain a Workmen’s  Compensation  Board  rating. 

The  committee  considered  this  request  at  its 
meeting  on  March  19  and  recommended  that 
interns  and  residents  not  be  granted  Work- 
men’s Compensation  Board  ratings  while  they 
are  in  traditional  training  programs  in  hos- 
pitals. The  Council  of  the  State  Medical  So- 
ciety, at  its  meeting  on  November  21,  referred 
this  recommendation  back  to  the  committee  for 
“clarification  and  further  consideration.”  The 
Council  at  its  meeting  on  January  23  approved 
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a request  from  Edward  C.  Hughes,  M.D.,  for 
the  appointment  of  an  Ad  Hoc  Committee  to 
Study  the  Problem  of  Residents  Licensed  to 
Practice  Medicine  in  New  York  State  and  the 
Collection  of  Fees  in  Workmen’s  Compensation 
Cases  and  Under  the  Blue  Shield  Plans.  Ber- 
nard J.  Pisani,  M.D.,  was  appointed  chairman 
of  this  ad  hoc  committee.  The  ad  hoc  commit- 
tee met  on  September  10,  discussed  the  matter, 
and  stated  that  “they  were  in  agreement  with 
the  recommendation  of  the  Council  Committee 
on  Workmen’s  Compensation  that  ratings 
not  be  recommended  for  interns  or  residents 
while  in  training  programs  in  hospitals.”  The 
Council  Committee  on  Workmen’s  Compensation 
was  so  informed. 

The  committee,  at  its  meeting  on  October  22, 
reaffirmed  its  previous  stand  “that  licensed 
interns  and  residents  not  be  granted  Work- 
men’s Compensation  Board  ratings  while  they 
are  in  traditional  training  programs  in  hos- 
pitals.” 

Code  letter  The  committee  on 

October  22,  considered  a recommendation,  re- 
ferred to  it  by  the  Committee  on  Occupational 
Health,  that  the  code  letter  “M-10”  be  rede- 
fined. It  was  the  opinion  of  the  committee 
that  the  specialty  practice  of  occupational 
health  has  advanced  rapidly  and  extensively  in 
the  last  fifteen  years  with  Board  certification 
in  Occupational  Medicine  now  an  actuality  and 
the  Industrial  Medical  Association  membership 
numbering  almost  4,000.  Furthermore,  there 
are  few  physicians  in  the  public  health  field 
who  are  also  involved  in  the  practice  of  occupa- 
tional medicine.  It  was  the  l-ecommendation  of 
the  committee  that  code  letter  “M-10”  be  as- 
signed to  occupational  health  or  to  public  health 
and  that  a new  code  letter  “M-18”  be  assigned 
to  the  other  of  the  two  types  of  practice.  The 
connnittee  will  make  this  recommendation  to 
the  chairman  of  the  Workmen’s  Compensation 
Board. 

Fee  Schedule.  It  is  the  aim  of  the  committee 
to  initiate  a new  fee  schedule  for  promulgation 
by  the  chairman  of  the  Workmen’s  Compensa- 
tion Board.  The  Council,  at  its  meeting  on 
September  25,  authorized  the  committee  “to 
pursue  negotiations  with  the  Workmen’s  Com- 
pensation Board  (a)  to  effect  an  increase  in 
workmen’s  compensation  fees  commencing  with 
an  initial  request  for  25  per  cent,  and  (6)  to 
establish  a relative  value  scale  for  workmen’s 
compensation. 

“This  action  was  taken  as  a temporary  meas- 
ure pending  implementation  of  resolutions 
69-20  and  69-37,  calling  for  ‘appropriate  steps 
to  establish  usual,  customary,  and  reasonable 
fees  for  services  rendered  under  the  Work- 
men’s Compensation  Law.’  ” 

The  committee  has  forwarded  this  recom- 
mendation to  the  chairman  of  the  Workmen’s 
Compensation  Board. 

The  director  of  the  Division  received  a letter 
from  the  chairman  of  a county  medical  society 
workmen’s  compensation  committee  enclosing 
a letter  he  had  received  from  the  director  of 


the  Department  of  General  Practice  in  a 
hospital  in  that  area  in  which  letter  the  latter 
director  advised  all  Board  eligible  physicians 
of  the  American  Academy  of  General  Practice 
to  submit  bills  to  compensation  carriers  as 
specialists.  The  chairman  of  the  Workmen’s 
Compensation  Committee  asked  for  an  opinion, 
clarification,  and  guidance  from  the  committee. 
The  committee  informed  the  county  society’s 
workmen’s  compensation  committee  that  “gen- 
eral practitioners  should  bill  compensation  in- 
surance carriers  in  accordance  with  the  fee 
schedule  until  more  study  is  given  to  the 
parameters  of  ‘family  practice  of  medicine,’ 
and  the  requirements  for  Board  certification 
clearly  defined.” 

Legislation.  The  committee  once  again 
recommended  to  the  Committee  on  State  Legis- 
lation the  introduction  and  support  of  various 
legislative  amendments  designed  to  improve 
patient  care  and  to  eliminate  some  objectionable 
features  currently  contained  in  the  Workmen’s 
Compensation  Law.  To  reiterate,  these  items 
covered  the  extension  of  the  definition  of  “com- 
pensation” to  cover  medical  care,  the  elimina- 
tion of  the  requirement  for  authorization  under 
the  Workmen’s  Compensation  Law  to  certify 
claimants  for  benefits  under  the  Disability 
Benefits  Law,  the  reimbursement  of  payments 
to  physicians  by  compensation  claimants,  and 
the  addition  of  interest  at  the  legal  rate  for 
payments  withheld  for  an  unnecessary  long 
time  interval.  The  committee  at  its  meeting  on 
October  22  recommended  again  that  this  legis- 
lation be  referred  to  the  Committee  on  State 
Legislation  for  implementation. 

The  committee  also  registered  strong  op- 
position to  two  bills  introduced  in  the  Legisla- 
ture, one  dealing  with  the  definition  of  podia- 
trist (S.  4928)  and  the  other  with  the  provision 
of  care  and  treatment  by  chiropractors  of  in- 
jured employes  entitled  to  workmen’s  com- 
pensation (A.  4278).  The  bill  pertaining  to 
podiatrists  was  signed  into  law,  but  the  bill 
on  chiropractic  was  vetoed. 

Resolutions  69-20;  69-37.  Discussion  of  reso- 
lution 69-20,  “Fees  and  Billing  for  Medical 
Services  under  Workmen’s  Compensation,”  and 
resolution  69-37,  “Establishment  of  Usual,  Cus- 
tomary, and  Reasonable  Fees  and  Direct  Bill- 
ing Procedures  Under  Workmen’s  Compensa- 
tion,” took  place  at  the  two  committee  meetings. 
The  committee,  at  its  meeting  on  October  22, 
recommended  that  these  two  resolutions  be  re- 
ferred to  the  Committee  on  State  Legislation 
for  implementation.  The  committee  was  in 
agreement  with  the  purpose  of  the  resolutions 
but  felt  that  the  final  “Resolved”  in  each  reso- 
lution was  contrary  to  the  entire  concept  of  the 
Workmen’s  Compensation  Law. 

Education.  As  in  previous  years  the  News 
of  New  York  was  utilized  to  publish  two  arti- 
cles written  by  the  director  of  the  Division 
on  “Fee  Logistics”  and  “The  M.D.’s  Role  in 
Industrial  Safety.” 

The  director  participated  in  an  indoctrination 
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program  of  the  four  counties  in  the  Oneida 
area  on  April  9.  He  spoke  on  the  medical,  as 
well  as  the  administrative  aspects,  of  work- 
men’s compensation. 

Meetings  and  Liaison.  The  director  attended 
a combined  meeting  of  the  New  York  State  So- 
ciety of  Industrial  Medicine,  Inc.,  and  the  Sec- 
tion on  Occupational  Medicine  of  the  New  York 
Academy  of  Medicine. 

The  director  also  attended  a forum  held  at 
the  Plaza  Hotel  on  “Where  is  Workmen’s  Com- 
pensation Heading  After  a Half-Century  of 
State  Control?”  which  was  sponsored  by  the 
Commerce  and  Industry  Association  of  New 
York  State,  Inc. 

In  addition,  the  director  covered  the  first-aid 
station  at  both  The  Americana  and  the  Coli- 
seum during  the  American  Medical  Associa- 
tion’s annual  meeting  in  New  York  City;  at- 
tended the  inauguration  of  the  twenty-year 
club  for  staff  members  of  the  Medical  Society 
of  the  State  of  New  York;  a conference  called 
by  Walter  T.  Heldmann,  M.D.,  president,  for 
Council  committee  chairmen;  two  division  head 
meetings,  and  a meeting  of  the  American 
Academy  of  Compensation  Medicine. 

It  seems  that  some  brief  mention  should  be 
made  concerning  the  statement  delivered  by 
Albert  D’Antoni,  Esq.,  general  counsel  for  the 
Workmen’s  Compensation  Board,  on  behalf  of 
General  S.  E.  Senior,  chairman  of  the  Work- 
men’s Compensation  Board,  before  the  Joint 
Legislative  Committee  on  Industrial  and 
Labor  Conditions  on  December  17,  1968,  which 
was  attended  by  the  director.  As  requoted  by 
Counsel,  General  Senior  redefined  the  func- 
tions for  which  the  Workmen’s  Compensation 
Law  was  enacted  and  the  social  legislation  that 
it  was  intended  to  provide  our  workers.  He 
emphasized  that  the  cost  of  such  benefits  in  its 
entirety  was  to  be  borne  by  an  enlightened  in- 
dustry as  part  of  the  cost  of  production.  The 
italicized  portion  restates  that  which  this 
committee  has  been  striving  for  over  the  past 
year.  Mr.  D’Antoni  then  listed  the  following 
“methods  necessary  to  achieve  the  objectives  of 
the  Workmen’s  Compensation  Board’s  program 
more  efficiently  and  effectively: 


“1.  Carrier  performance — ‘The  successful 
performance  of  the  carrier  depends  on  the 
skill,  efficiency,  and  imagination  it  employs  in 
its  claim  objectives.’ 

“2.  Speedier  adjudication  achieved  through 
a Special  Trial  Procedure  in  controverted 
cases.  The  results  have  been  barely  short  of 
dramatic. 

“3.  Continuous  in-service  training  programs 
with  an  ever  escalating  concern  for  the  ‘man  as 
a whole  man.’ 

“4.  The  creation  of  a ninemian  Advisory 
Committee  for  Workmen’s  Compensation  Ad- 
ministrative Procedures  should  be  a boon  to 
the  needs  of  the  Board  by  advising  it  on  a con- 
tinuing basis  relative  to  administrative  pro- 
cedures. 

“5.  Informational  service  to  the  public,  a 
revised  medical  fee  schedule,  increased  disabil- 
ity benefits,  and  many  changes  that  are  war- 
ranted for  the  improvement  of  our  coverage. 
The  increase  in  the  maximum  allowance  for 
funeral  expenses  should  be  earnestly  legislated. 

“In  closing  the  General  reiterated  that  the 
efforts  of  this  administration  will  be  directed 
toward  the  meticulous  protection  of  the  in- 
terests of  the  injured  worker.” 

Arbitrations.  During  the  preceding  twelve 
months,  74  arbitration  sessions  were  held 
throughout  the  State.  A total  of  52  were  held 
in  the  New  York  City  area.  A total  of  1,544 
cases  were  submitted  for  arbitration.  Disputed 
medical  bills  amounted  to  $320,937.73.  Post- 
ponements deferred  the  settlement  of  227  cases, 
and  953  cases  were  settled  by  arbitration.  A 
total  of  364  cases  were  settled  without  arbitra- 
tion. 

Acknowledgments.  The  committee  wishes  to 
express  its  appreciation  to  the  director  of  the 
Division  of  Workmen’s  Compensation,  James  F. 
Higgins,  M.D.,  and  its  administrative  assistant, 
Miss  Alice  E.  Wheeler,  for  their  conscientious 
handling  of  the  activities  of  the  Division. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman  . 


Proposed  Universal  Health  Insurance  Law 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Proposed 
Universal  Health  Insurance  Law  are: 

Ralph  S.  Emerson,  M.D.,  Chairman. . Nassau 


Eli  A.  Leven,  M.D Monroe 

Robert  E.  Westlake,  M.D Onondaga 


The  committee  was  reappointed  following  the 
Governor’s  resubmission  of  his  so-called  Uni- 
versal Health  Insurance  Bill  (S.  4998  and  A. 
6687). 


The  bill  was  essentially  a rerun  of  the  1968 
version.  On  receipt  of  a copy  of  S.  4998,  a 
critique  was  prepared  within  forty-eight  hours 
to  permit  the  Council  to  formulate  its  opinion. 
The  Council  accepted  the  report  pending  re- 
ceipt of  amendments  from  other  committee 
members.  Our  legislative  counsel  was  thereby 
able  to  voice  strenuous  objections  to  the  bill  at 
the  earliest  moment.  You  may  be  interested 
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to  know  that  the  hospital  association,  associ- 
ated industries,  and  labor  also  voiced  strong 
opposition.  Despite  a last  ditch  effort  on  the 
part  of  the  Governor  to  marshal  support,  the 
bill  died  in  committee.  We  are  including  the 
following  “Critique  of  the  Universal  Health  In- 
surance Bill.”  Since  we  anticipate  that  a 
similar  version  will  be  presented  at  the  1970 
legislative  session,  we  suggest  you  read  the  re- 
port and  become  familiar  with  the  weaknesses 
of  the  bill.” 

Critique  of  the  Governor’s  Universal  Health 
Insurance  Bill  for  1969  (S.  4998).  This  bill  is 
similar  to  the  Health  Security  Act  of  1968  (S. 
5417).  It  was  not  supported  by  labor,  manage- 
ment, or  the  medical  profession  and  was  de- 
feated. 

The  Governor’s  bill  for  1969  (S.  4998)  pro- 
vides for  hospital  cost  control  mechanisms  and 
basic  “hospital  services.” 

Many  of  the  cost  control  provisions,  such  as 
uniform  State-wide  system  of  reports  and 
audits,  accounting  and  cost-finding  procedures, 
incentives  for  efficiency,  and  others,  are  com- 
mendable. Many  of  these  recommendations 
were  included  in  the  Folsom  Report  and  in  the 
Health  Manpower  Commission  Report.  Effi- 
ciency of  operation  is  highly  desirable  pro- 
vided, it  is  not  accomplished  by  sacrificing 
quality  medical  care.  This  issue  is  of  great 
concern  to  the  medical  profession. 

The  “hospital  services”  section  of  this  bill  is 
merely  a rerun  of  S.  5417  and  is  unacceptable 
to  the  medical  profession  for  the  following  rea- 
sons: 

1.  It  channels  the  consumer  into  the  hospital 
which  is  the  most  expensive  type  of  health 
care.  The  consumer  will  not  derive  any  bene- 
fit if  he  goes  to  a private  radiologist,  labora- 
tory, or  has  a diagnostic  examination  in  the 
physician’s  office.  He  must  go  to  the  hospital. 

2.  It  violates  the  bill  of  rights  of  the  physi- 
cian as  clearly  stated  in  Medicare  and  endorsed 
by  the  American  Medical  Association  and  the 
Medical  Society  of  the  State  of  New  York.  The 
hospital-based  radiologist,  anesthesiologist, 
pathologist,  and  physiatrist  are  denied  the 
right  to  bill  for  their  services.  All  these  hos- 
pital-based physicians  would  be  included,  since 
they  are  required  to  have  a fiscal  arrangement 
with  the  hospital  to  treat  Medicare  patients. 

3.  The  bill  is  not  just  hospital  insurance, 
such  as  Blue  Cross,  but  is  an  “insurance  against 
the  costs  of  basic  health  services.”  It  provides 
for  physicians’  services  in  the  emergency  room 
and  outpatient  departments  of  hospitals. 
There  is  no  provision  for  the  payment  of  the 
physician’s  services  unless  he  is  an  employe  of 
the  hospital.  It  discriminates  against  the  pri- 
vate practicing  physician.  By  social  legisla- 
tion and  economic  pressure  it  is  attempting  to 
restructure  the  practice  of  medicine  away  from 
the  physician’s  office  and  into  the  hospital.  The 
physician  loses  his  freedom  and  is  subject  to 
the  dictates  of  the  hospital  administrator. 

Let  us  analyze  for  a moment  how  the  physi- 
cian in  the  outpatient  department  (emergency 


room)  would  be  compensated.  Since  the  bill 
guarantees  the  physician’s  services  as  a hos- 
pital service,  the  physician  must  be  a hospital 
employe  either  on  a per  session  or  salary  basis. 
The  hospital  enters  these  charges  as  part  of 
their  operating  overhead.  The  hospital  may 
recover  these  costs  when  their  per  diem  allow- 
ance is  readjusted  the  following  year.  There 
is  no  assurance  that  the  hospital  will  recover 
this  additional  cost  since  they  would  be  sub- 
ject to  the  ruling  of  the  Commission,  which 
will  determine  whether  or  not  the  hospital  is 
entitled  to  an  increase  in  the  per  diem  rate. 
The  hospital  and  physician  are  both  caught  in 
the  squeeze.  Obviously,  the  physician  is  the 
loser  since  he  is  now  an  employe. 

This  is  a government  controlled,  hospital 
oriented  program.  It  is  government  controlled 
because  the  Commission  controls  the  purse 
strings.  It  is  hospital  oriented  because  the 
hospital  dictates  the  terms  of  employment. 

Most  hospitals  outside  of  the  urban  area  must 
depend  on  the  local  private  practicing  physi- 
cians for  outpatient  department  (emergency 
room)  coverage  because  of  a skeletal  house 
staff.  These  physicians  provide  twenty-four- 
hour  coverage  of  the  outpatient  department 
(emergency  room),  assume  care  of  high-risk 
accident  cases,  and  risk  malpractice  suits  with 
rapidly  escalating  malpractice  premiums. 
Does  the  State  Legislature  expect  the  physi- 
cians to  work  under  the  conditions  provided  in 
this  bill?  The  result  would  be  a “brain  drain” 
from  New  York  State,  thereby  compounding 
the  shortage  of  physicians  in  our  State. 

4.  The  proposed  Commission  does  not  pro- 
vide for  any  representation  of  practicing  physi- 
cians, even  though  physicians’  services  are  vital 
to  the  success  of  the  program.  The  Commission 
has  broad  powers  and  may  “make  all  rules  and 
regulations  as  may  be  appropriate  to  carry  out 
the  provisions  of  the  article.” 

5.  The  estimated  cost  of  this  package  ex- 
ceeds the  combined  Blue  Cross-Blue  Shield  pre- 
miums in  many  areas  of  the  State. 

6.  The  bill  has  no  provision  for  a tax  incen- 
tive program  to  aid  the  consumer  in  meeting 
the  premiums  of  this  health  package. 

Tax  incentive  legislation  is  being  considered 
in  Congress  at  the  present  time  to  aid  the  con- 
sumer in  meeting  the  premiums  of  health  care. 
The  problem  we  face  is  one  of  economics.  The 
tax  incentive  approach  is  a more  direct  and 
practical  solution  rather  than  to  institute  a 
foreign  concept  into  American  medicine  and 
thereby  disrupt  and  fragment  physician’s  serv- 
ices. 

7.  The  bill  attempts  to  solve  the  Medicaid 
financial  disaster  and  the  Medicaid  rollback 
problem  by  introducing  an  untried  and  un- 
realistic program  covering  about  14  million 
people  which  will  only  compound  the  dilemma. 

8.  The  Medical  Society  of  the  State  of  New 
York  again  recommends  that  the  Legislature 
address  its  attention  to  the  area  of  need  which 
is  the  low  income  people  who  have  been  affected 
by  the  rollback  in  Medicaid  standards. 

We  recommend  the  following: 
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1.  That  a health  legislation  program  be  estab- 
lished for  that  segment  of  the  population 
affected  by  the  Medicaid  rollback,  on  a cost 
sharing  basis,  identical  with  Title  18  A and  B 
of  the  Medicare  Act. 

This  program  has  been  successful  and  has 
preserved  quality  medical  care.  This  concept 
could  be  expanded  to  include  Medicaid  patients. 
It  would  have  a much  better  chance  of  success, 
would  not  aggravate  the  critical  shortage  of 
physicians,  and  would  have  the  support  of 
physicians. 

2.  That  a tax  incentive  program  be  estab- 
lished in  New  York  State  which  would  en- 
courage and  enable  our  citizens  to  purchase  the 
necessary  insurance  coverage. 

Our  conclusions  are  as  follows: 

1.  The  Medical  Society  of  the  State  of  New 
York  must  vigorously  oppose  the  Governor’s 
Bill. 

2.  While  some  of  the  cost  control  provisions 
are  commendable  and  needed,  the  other  pro- 
visions negate  the  over-all  merits  of  the  bill. 

3.  We  again  recommend  that  the  Legislature 
consider  legislation  which  is  limited  to  that 
segment  of  the  population  affected  by  the  roll- 
back of  Medicaid  and  that  this  program  be 
identical  with  Title  18  A and  B of  the  Medicare 
Act.  We  further  recommend  that  tax  incentive 
legislation  be  considered  to  encourage  the  con- 
sumer to  purchase  private  health  insurance 
coverage. 

4.  The  Medical  Society  of  the  State  of  New 
York  is  willing  and  ready,  at  any  time,  to  meet 
with  members  of  the  Legislature  to  help  de- 
velop constructive  legislation  which  will  meet 
the  needs  of  the  people  and  will  preserve 
quality  medical  care. 

Your  committee  recognizes  that  a compre- 
hensive health  insurance  program  is  necessary. 
Suggestions  were  submitted  by  the  committee 
members,  and  a report  was  prepared  for  the 
State  Medical  Society’s  State  Legislation  Com- 
mittee meeting,  held  on  September  18,  at  the 
Fort  Orange  Club,  in  Albany.  The  State  Legis- 
lation Committee  accepted  the  report,  and  the 
suggested  amendments  were  incorporated  in  a 
report  to  the  Council  at  its  September  25  meet- 
ing. The  Council  amended  and  approved  the 
guidelines,  as  follows,  and  directed  that  they 
be  forwarded  to  the  State  Legislation  Com- 
mittee to  guide  them  in  their  deliberations. 

Guidelines  for  a Comprehensive  Health  In- 
surance Program.  The  “galloping  inflation” 
in  recent  years  is  producing  an  escalation  of 
health  insurance  costs  and  subsequent  health 
insurance  premiums. 

Hospital  costs  are  rising  at  an  annual  incre- 
ment of  15  per  cent.  Since  hospital  costs  are 
70  per  cent  labor  costs,  the  outlook  is  not 
bright  for  this  segment  of  the  health-care  dol- 
lar. Recent  Blue  Cross  premium  rate  increases 
reflect  this  trend.  Other  components  of  health 
care  costs,  such  as  physicians’  services,  dental 
care,  construction,  supplies,  and  nursing  home 
care,  reflect  the  cruel  realities  of  inflation. 

The  net  result  is  that  few  people  can  afford 


to  be  sick  in  a hospital  for  an  extended  period 
unless  they  have  adequate  health  insurance 
coverage.  Without  adequate  insurance  protec- 
tion an  extended  illness  in  a hospital  could  be 
devastating  to  their  financial  resources. 

With  continued  inflation,  a realistic  assess- 
ment would  indicate  that  in  the  foreseeable 
future  not  only  will  the  cost  of  health  care  but 
also  the  cost  of  health  insurance  premiums  be 
beyond  the  financial  capability  of  the  majority 
of  our  citizens. 

New  approaches  must  be  utilized  to  spread 
the  cost.  The  cost  is  too  great  for  any  one  seg- 
ment of  our  economy  to  absorb.  Irrespective 
of  the  type  of  program,  health  care  costs  will 
continue  to  soar  varying  with  the  degree  of 
inflation. 

Both  the  Rockefeller  plan  and  the  American 
Medical  Association  plan  utilize  the  cost  shar- 
ing principle  of  employer-employe  contribution, 
with  the  government  subsidizing  the  premium 
payment  for  insurance  for  the  low  income 
group.  The  AMA  proposal  also  provides  for  a 
tax  credit  or  deduction  incentive  to  purchase 
health  insurance  for  those  not  on  government 
subsidies.  This  is  essential  to  aid  the  low  and 
middle  income  population  to  purchase  insur- 
ance. Without  tax  incentives  inflation  will 
price  even  the  middle  income  population  out  of 
the  health  insurance  market. 

The  Reuther  proposal  of  funding  out  of  gen- 
eral revenue  is  no  solution.  It  merely  increases 
the  cost  by  moving  the  funds  through  Washing- 
ton. England  and  Sweden  have  used  funding 
through  general  revenue.  Their  health  costs 
are  equal  to  or  higher  than  ours.  These  coun- 
tries pay  for  it  through  higher  sales  taxes 
which  hurt  the  poor  people  the  most. 

Our  committee  believes  a comprehensive 
health  insurance  program  is  essential  to  offer 
all  the  people  of  New  York  State  adequate 
health  care.  It  should  embody  the  following 
basic  principles: 

1.  It  should  be  patterned  after  Title  18  A 
and  B (PL  89-97),  utilizing  coinsurance  but 
not  deductibles. 

2.  Private  insurance  carriers  should  be  uti- 
lized. 

3.  The  State  and  Federal  governments  should 
utilize  Medicaid  funds  to  pay  health  insurance 
premiums. 

4.  The  State  should  assist  in  the  payment  of 
health  insurance  premiums  for  the  near  indi- 
gent segment  of  the  population. 

5.  There  should  be  cost  sharing  by  the  em- 
ployer and  employe  to  pay  insurance  premiums. 

6.  There  should  be  tax  incentives  for  the  re- 
mainder of  the  population  to  purchase  insur- 
ance. 

7.  The  insurance  program  should  not  disrupt 
the  existing  pattern  of  practice  by  altering  the 
principles  of  freedom  of  choice,  fee  for  service, 
and  usual  and  customary  fee  concepts.  Flexi- 
bility in  the  delivery  and  financing  of  health 
care  in  deprived  areas  to  promote  efficiency  and 
to  effect  economy  is  acceptable,  provided  quality 
medical  care  is  maintained.  In  deprived  areas, 
fixed  fee  schedules  negotiated  with  the  ap- 
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propriate  county  medical  societies  would  be 
acceptable. 

8.  Basic  minimum  health  benefits  should  be 
specified  and  should  include  parallel  coverage 
for  medical  and  diagnostic  services  in  the  hos- 
pital and  in  the  doctor’s  office  to  keep  institu- 
tional use  and  costs  at  a minimum. 

9.  Catastrophic  health  insurance  coverage 
should  be  an  integral  part  of  the  program. 

10.  Peer  review  mechanism  through  county 
medical  society  committees  should  be  an  inte- 
gral part  of  the  program. 

The  Committee  on  Proposed  Universal 
Health  Insurance  Law  recommends  that  these 
principles  be  the  guidelines  in  evaluating  fu- 
ture health  insurance  legislation.  We  further 
suggest  that  the  Fulton  Bill,  which  is  before 
Congress  and  embodies  the  concepts  of  the 
AM  A proposal,  be  studied  in  detail  before  mak- 
ing specific  recommendations  to  our  legislators. 

The  guidelines  were  reviewed  by  the  State 
Medical  Society’s  Economics  Committee  and 
were  approved  in  principle.  Your  chairman 
would  like  to  point  out  that  there  were  differ- 
ences of  opinion  within  the  Economics  Commit- 
tee and  in  the  Committee  on  Proposed  Universal 
Health  Insurance  Law  concerning  the  propriety 
of  suggesting  the  “tax  credit”  method  of  financ- 
ing. The  principal  objection  is  that  we  should 
be  concerned  with  the  broad  spectrum  of  medi- 
cal care  and  the  quality  of  care,  and  the  method 
of  financing  should  be  left  to  the  economists. 
Your  chairman  included  the  suggested  financing 
mechanisms  in  the  guidelines  for  the  following 
reasons: 

1.  The  House  of  Delegates,  in  1961,  approved 
and  recommended  the  principle  of  “tax  credits” 
to  purchase  hospital  insurance  and  instructed 
our  delegates  to  present  the  resolution  at  the 
American  Medical  Association’s  annual  meet- 
ing. 

2.  The  State  Medical  Society  has  repeatedly 
approved  resolutions  requesting  the  State  of 
New  York  to  purchase  insurance  for  the  low 


income  segment  of  the  population  utilizing  the 
“Blue”  Plans  and  the  private  insurance  car- 
riers. 

3.  The  American  Medical  Association  House 
of  Delegates  approved  the  principle  of  “tax 
credits”  to  purchase  insurance  at  its  meeting  in 
1968. 

4.  The  American  Medical  Association  is  pre- 
senting a program  of  comprehensive  health  in- 
surance utilizing  the  “tax  credit”  principle  this 
year,  and  similar  legislation  supported  by  the 
American  Medical  Association  has  been  intro- 
duced into  the  Senate  and  House  of  Representa- 
tives in  the  form  of  the  Fannin  and  Fulton 
Bills. 

Your  chairman  hopes  you  will  read  the  re- 
port and  guidelines  with  these  comments  in 
mind,  since  these  recommendations  represent 
an  extension  of  our  recommendations  made  at 
the  1969  meeting  of  our  House  of  Delegates. 

We  all  agree  that  the  recommendation  of  a 
comprehensive  health  insurance  program  is  a 
positive  recommendation  and  is  germane  in  the 
light  of  the  social,  economic,  and  political  cli- 
mate of  our  time. 

Acknowledgments.  For  their  loyal  services 
in  our  perennial  activities,  your  chairman  is 
grateful  to  his  committee  members:  John  H. 

Carter,  M.D.,  and  the  State  Legislation  Com- 
mittee; our  legislative  counsel,  George  W.  Foy, 
Esq.,  and  his  staff,  John  C.  Rice,  Esq.,  and 
Gerard  L.  Conway,  Esq.;  our  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.;  assistant 
executive  vice-president,  J.  Richard  Burns, 
Esq.;  and  director,  Communications  Division, 
Guy  D.  Beaumont. 

Your  chairman  w'ould  like  to  pay  special 
tribute  to  Martin  J.  Tracey,  Esq.,  coordinator 
of  Legislation  Activities,  w'ho  has  been  the  mo- 
tivating force  in  coordinating  the  activities  of 
the  many  interested  committees. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 
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1970  HOUSE  OF  DELEGATES 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical 
Care  consists  of  the  following  members : 

Waring  Willis,  M.D.,  Chairman.. Westchester 


Alfred  A.  Angrist,  M.D Bronx 

Charles  M.  Brane,  M.D Westchester 

Douglas  S.  Damrosch,  M.D New  York 

John  A.  Finkbeiner,  M.D New  York 

Carl  Goldmark,  Jr.,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 


At  a meeting  of  the  Commission  held  on  May 
1,  1969,  it  was  decided  to  recommend  to  the 
Council  that  the  Committee  on  Mediation  and 
Insurance  Claims  Review  and  the  Committee 
on  Utilization  Review  be  abolished  since  their 
activities  would  be  incorporated  in  the  activi- 
ties of  the  Committee  on  Peer  Review  Mecha- 
nisms. The  Council  approved  this  recommenda- 
tion, and  final  action  will  be  taken  when  the 
peer  review  committee  is  actively  engaged  in 
its  functions.  The  other  committees  under  the 
jurisdiction  of  the  Commission  are  continuing 
at  a pace  geared  to  their  individual  require- 
ments. 

Thus,  the  Committee  on  Medical  Review 


Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  fol- 
lowing members: 

Joseph  G.  Zimring,  M.D.,  Chairman.  .Nassau 


Lester  J.  Candela,  M.D Queens 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

Kurt  Rosenberg,  M.D Queens 


T ast  year  this  committee  submitted  two  reso- 
lutions to  the  House  of  Delegates  which  would 
amend  the  Principles  of  Professional  Conduct. 
One  resolution  concerns  physicians  holding  a 
financial  interest  in  a pharmacy  or  optical  dis- 
pensing facility  and  the  other  concerns  the 
listing  of  physicians  in  brochures  of  nonprofit 
and/or  charitable  organizations.  These  were 
referred  to  the  House  Committee  on  Constitu- 
tion and  Bylaws. 

This  committee  later  discussed  the  resolution 
on  optical  dispensing  facilities  with  the  officers 
of  the  New  York  State  Society  of  Ophthalmolo- 


should have  the  manual  it  is  preparing  placed 
in  the  hospitals  throughout  the  State  by  the 
end  of  the  year.  The  Committee  on  Hospital- 
Based  Physicians  has  completed  its  study  of 
the  questionnaire  and  made  its  recommenda- 
tions to  the  Council.  The  Committee  on  Ethics 
has  reviewed  the  Principals  of  Professional 
Conduct  of  the  State  Medical  Society  and  sub- 
mitted its  recommendations  for  changes. 
Osteopathy  and  medicine  was  studied  by  the 
Committee  on  Hospital  and  Professional  Rela- 
tions, and  a detailed  report  was  made  to  the 
Council.  As  of  this  writing,  the  Committee  on 
Nursing  is  presently  involved  in  a study  relat- 
ing to  the  training  of  paramedical  personnel. 

The  Commission  notes  the  continuing  smooth 
operation  of  the  Division  of  Standards  of  Medi- 
cal Care,  and  our  appreciation  is  expressed  to 
its  director,  Samuel  Z.  Freedman,  M.D.;  his 
secretary,  Miss  Catherine  H.  Renze;  and  the 
entire  headquarters  staff  under  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 


gists,  and  an  amended  resolution  was  presented 
to  the  House  Committee  on  Constitution  and 
Bylaws. 

These  resolutions  will  be  presented  to  the 
House  of  Delegates  at  the  February,  1970, 
meeting. 

In  June,  the  committee  conducted  a survey  of 
all  state  medical  societies,  component  members 
of  the  American  Medical  Association,  on  the 
question  of  accepting  credit  cards  for  payment 
of  medical  fees.  The  following  were  the  re- 
sults : 

1.  Eight  state  medical  societies  approved  the 
use  of  credit  cards  for  payment  of  medical  fees. 

2.  Six  state  medical  societies  opposed  the  use 
of  credit  cards  for  payment  of  medical  fees. 

3.  Eighteen  state  medical  societies  supported 
the  stand  taken  by  the  AMA  Judicial  Council  on 
this  question. 

4.  Twenty-two  state  medical  societies  took  no 
position  on  this  question. 
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The  Nassau  County  Medical  Society  was  ad- 
vised that  guidelines  on  notices  concerning 
opening  and  removal  of  offices  should  be  estab- 
lished by  the  county  medical  societies. 

Staff  members  of  an  Upstate  hospital  were 
informed  that  it  was  unethical  for  a physician 
to  add  a collection  charge  to  a medical  bill  for 
his  services.  Section  7,  paragraph  16,  of  the 
AMA  Judicial  Council  Opinions  and  Reports 
states  as  follows:  “nor  is  it  proper  to  charge  a 
patient  a flat  collection  fee  if  it  becomes  neces- 
sary to  refer  the  account  to  an  agency  for  col- 
lection.” 

Many  inquiries  were  received  on  the  use  of 
credit  cards  for  payment  of  medical  fees.  The 
inquirers  were  informed  that  the  State  Medical 
Society  is  opposed  to  the  use  of  credit  cards  for 
payment  of  medical  fees.  On  April  18,  your 
chairman  together  with  Samuel  Z.  Freedman, 
M.D.,  and  J.  Richard  Burns,  Esq.,  met  with 
representatives  of  the  Bankers  Trust  Company 
to  discuss  the  use  of  Bank  Americard  for  the 
payment  of  medical  fees.  After  discussion,  the 
Bank  representatives  agreed  not  to  promote  the 
use  of  these  cards  among  the  medical  profession 
or  for  payment  of  medical  fees. 

The  Medical  and  Chirurgical  Faculty  of  the 
State  of  Maryland  requested  information  on 
Stat  Kit  Inc.  They  were  informed  that  this 
organization  distributed  Stat  Kits,  consisting 
of  brand-name  drugs  and  equipment,  to  new 
physicians.  The  committee  felt  this  was  an 
advertising  “gimmick.” 

A New  York  City  attorney  asked  whether  or 
not  a licensed  physician  may  be  employed  by 
an  organization  selling  toupees  on  either  a 
salary  or  per-diem  basis  for  the  purpose  of 
performing  hair  transplants.  The  attorney 
was  advised  that  it  would  be  unethical  for  a 
physician  to  dispose  of  his  professional  services 
to  any  public  organization  under  conditions  or 


terms  which  permit  exploitation  of  his  services 
for  the  financial  profit  of  the  organization  con- 
cerned. 

In  June,  the  committee  asked  the  New  York 
Delegation  to  the  American  Medical  Associa- 
tion to  introduce  a resolution  in  the  AMA 
House  of  Delegates  stating  that  the  use  of 
credit  cards  for  payment  of  medical  fees  was 
unethical.  The  House  of  Delegates  referred 
this  resolution  to  the  Judicial  Council  of  the 
AMA. 

Edwin  J.  Holman,  Esq.,  director,  AMA  De- 
partment of  Medical  Ethics,  asked  what  the 
State  Medical  Society’s  position  was  on  the 
propriety  or  impropriety  of  a physician  billing 
an  insurance  company  for  services  rendered  to 
a member  of  his  immediate  family  (child, 
spouse,  or  parent).  The  Council  at  its  meeting 
on  November  20  voted  to  go  on  record  and  to 
render  its  opinion  to  the  American  Medical  As- 
sociation that  this  Society  holds  it  is  unethical 
for  a physician  to  charge  third-party  interme- 
diaries for  treatment  he  renders  to  members 
of  his  immediate  family  (spouse,  children,  or 
parent) . 

The  House  of  Delegates  in  February,  1969, 
mandated  the  committee  to  correct  and  update 
the  Principles  of  Professional  Conduct.  The 
committee  met  on  October  3 for  this  purpose, 
and  a resolution  listing  corrections  and  revi- 
sions of  the  Principles  of  Professional  Conduct 
will  be  submitted  to  the  House  of  Delegates  in 
February,  1970. 

The  committee  wishes  to  express  its  sincere 
appreciation  to  Samuel  Z.  Freedman,  M.D.,  di- 
rector, Division  of  Standards  of  Medical  Care; 
J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president;  and  Miss  Catherine  H.  Renze, 
secretary,  for  their  patience  and  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital  and  Professional 
Relations  consists  of  the  following  members: 
Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

John  A.  Billows,  M.D Nassau 

Rudolph  R.  Del  Giacco,  M.D Albany 

Benjamin  G.  Dinin,  M.D Westchester 

Joseph  J.  Kaufman,  M.D Wayne 

Jason  K.  Moyer,  M.D Broome 

Edward  W.  Mullin,  M.D Onondaga 

Edward  C.  Rozek,  M.D Erie 

Herbert  J.  Wright,  Jr.,  M.D. ...  Schenectady 


Resolution  69-76,  “Municipal  and  State  Hos- 
pital and  Private  Patient  Care,”  and  resolu- 
tion 69-88,  “Amendment  of  Section  130  of  the 


General  Municipal  Law  of  the  State  of  New 
York  to  Permit  Duly  Licensed,  Salaried  Physi- 
cians, Other  than  Interns  and  Residents,  to 
Collect  Fees  for  Medical  Services  Rendered  to 
Their  Private  Patients,”  were  referred  by  the 
Collect  Fees  for  Medical  Services  Rendered  to 
tion,  it  was  recommended  that  they  be  referred 
to  the  Committee  on  State  Legislation  for  im- 
plementation by  initiating  and  supporting  such 
legislation.  The  Council  agreed. 

At  two  meetings  the  committee  discussed  the 
question  of  whether  or  not  an  osteopathic  phy- 
sician should  be  allowed  to  participate  in  an 
internship  and/or  residency  program  in  an  al- 
lopathic hospital.  The  committee  agreed  that 
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this  idea  has  merit  and  should  be  recommended 
for  implementation.  The  following  resolution 
was  sent  to  the  Council  and  was  approved  at 
its  September  meeting. 

Whereas,  Graduates  of  schools  of  osteop- 
athy are  licensed  in  this  State  after  pass- 
ing the  same  examinations  as  those  taken  by 
Doctors  of  Medicine  which  license  permits 
them  to  practice  medicine  and  surgery;  and 
Whereas,  Many  recent  graduates  of 
schools  of  osteopathy  have  indicated  a desire 
to  improve  their  training  by  applying  for  in- 
tern positions  in  allopathic  hospitals;  and 
Whereas,  Many  would  like  to  become  eli- 
gible for  residency  training  to  further  their 
training  and  to  be  eligible  for  acceptance  by 
Boards  in  the  relevant  specialties;  and 
Whereas,  The  American  Medical  Associa- 
tion’s policy  is  that  “as  of  January  1,  1969, 
any  graduate  of  a school  of  osteopathy  is 
eligible  for  appointment  to  a hospital  intern- 
ship approved  by  the  American  Medical  As- 
sociation”; now  therefore  be  it 


Government  Health  Centers 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Government  Health 
Centers  consists  of  the  following  members: 
Leonard  L.  Heimoff,  M.D.,  Chairman.  Bronx 


Carl  Goldmark,  Jr.,  M.D New  York 

John  E.  Lowry,  M.D Queens 

Thomas  W.  Mou,  M.D Onondaga 


Hospital-Based  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hospital- 
Based  Physicians  are  the  following: 

Alfred  A.  Angrist,  M.D.,  Chairman. . .Bronx 


Norman  S.  Blackman,  M.D Brooklyn 

James  M.  Blake,  M.D Schenectady 

Robert  P.  Boudreau,  M.D Onondaga 

Richard  W.  Egan,  M.D Erie 

Murray  Elkins,  M.D Queens 

Francis  B.  Haber,  M.D Chemung 

Edgar  P.  Mannix,  Jr.,  M.D Nassau 

Irving  M.  Pallin,  M.D Brooklyn 

Ian  H.  Porter,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 


The  committee  has  studied  answers  to  a 
questionnaire  on  contractual  arrangements  re- 
ceived from  approximately  1,600  hospital-sal- 
aried physicians.  As  a result,  it  recommended 
to  the  Council  that  guidelines  and/or  a sample 
contract  be  developed  to  help  physicians  who 
enter  into  a contractual  relationship  with  an 
institution.  The  Council  approved  this  recom- 
mendation. William  F.  Martin,  counsel,  ad- 


Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  such  hospitals 
in  this  State  to  encourage  such  applicants  by 
making  available  positions  on  their  intern 
staffs;  and  be  it  further 

Resolved,  That  university  centers  be  en- 
couraged and  urged  to  participate  in  a pro- 
gram that  would  provide  training  for  these 
applicants  to  help  them  meet  the  require- 
ments of  specialty  boards  and  upgrade  the 
care  rendered  to  patients. 

The  Subcommittee  on  Emergency  Room 
Services  is  still  studying  the  subject  and  has 
recommended  that  a meeting  be  held  devoted 
entirely  to  this  subject. 

We  are  appreciative  of  the  cooperation  of 
Samuel  Z.  Freedman,  M.D.,  director,  Division 
of  Standards  of  Medical  Care,  and  his  secre- 
tary, Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 


No  items  of  business  were  referred  to  the 
subcommittee  this  year,  therefore,  no  meetings 
were  held. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 


vised  every  physician  to  have  his  contract 
studied  by  his  own  lawyer. 

The  committee  notes  the  need  for  a study  “to 
separate  professional  fees  for  actual  patient 
care  from  other  hospital  costs,  including  teach- 
ing, administration,  and  research.”  Further 
progress  in  dealing  with  many  professional, 
ethical,  and  economic  problems  now  confronting 
the  medical  profession  in  these  changing  times 
depends  on  the  acquisition  of  this  information. 
The  Council  noted  that  it  was  desirable  to  have 
the  data  and  that  such  information  will  soon 
be  available  as  a result  of  demands  on  all  hos- 
pitals by  government  and  others.  When  such 
data  are  available,  the  Council  felt  that  it 
could  be  utilized  by  us,  thus  avoiding  a costly 
investigation. 

The  committee  considered  resolution  69-79, 
“Fee  for  Service  Payment  for  Care  Rendered  by 
Hospital-Based  Physicians,”  and  suggested  that 
the  Council  reaffirm  the  policy  of  the  State 
Medical  Society,  county  medical  societies,  and 
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the  American  Medical  Association  that  when 
professional  fees  are  rendered  for  medical 
services  such  income  should  be  kept  separate 
from  remuneration  received  for  teaching,  train- 
ing, administration,  and  research  and  that  all 
professional  charges  which  involve  the  patient 
or  third-party  intermediaries,  including  Medi- 
care and  Medicaid,  should  be  made  on  the  basis 
of  usual  and  customary  fee  for  the  service  ren- 
dered, and  should  accrue  to  the  physicians  who 
render  the  service  and  not  be  diverted.  It 
was  recommended  that  resolution  69-79  be 
changed  to  include  this  intent,  and  this  was  ap- 
proved by  the  Council. 

The  committee  considered  resolution  69-75 
which  urged  the  State  Medical  Society  to  re- 
tain counsel  to  determine  the  legality  of  hos- 
pitals practicing  medicine.  The  committee 
recommended  to  the  Council  that  special  counsel 
be  appointed,  not  for  initiation  of  action  against 


any  particular  hospital  at  this  time,  hut  to  ob- 
tain an  opinion  on  the  legal  aspects,  the  feasi- 
bility, and  the  potentiality  of  success  of  such  a 
suit.  The  Council  voted  to  postpone  action  on 
this  recommendation,  pending  the  outcome  of 
the  analysis  of  the  survey.  Supplementary  re- 
port with  analysis  of  survey  will  appear  in  Jan- 
uary 15  issue  of  the  Journal.  At  its  meeting 
on  October  2,  the  committee  decided  to  recom- 
mend to  the  Council  that  it  now  appoint  special 
legal  counsel  to  advise  on  the  institution  of  a 
lawsuit. 

The  committee  appreciates  the  help  received 
from  Samuel  Z.  Freedman,  M.D.,  director,  Di- 
vision of  Standards  of  Medical  Care,  and  from 
his  secretary,  Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 


Mediation  and  Insurance  Claims  Review 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Media- 
tion and  Insurance  Claims  Review  consists  of 
the  following : 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

Robert  P.  Coolidge,  M.D Schenectady 

Franz  L.  Ebstein,  M.D Queens 

James  M.  Flanagan,  M.D Wayne 

Milton  Gordon,  M.D Suffolk 

Elvin  E.  Gottdiener,  M.D Dutchess 

Henry  B.  Marshall,  M.D Chemung 


Medical  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Review  consists  of 
the  following  members : 

Charles  M.  Brane,  M.D.,  Chairman 

Westchester 


Joel  J.  Brenner,  M.D Nassau 

Michael  Brusilow,  M.D Albany 

James  N.  Capps,  M.D Onondaga 

Armand  J.  D’Errico,  M.D Fulton 

George  G.  McCauley,  M.D Tompkins 

John  H.  Morton,  M.D Monroe 

Mortimer  W.  Rodgers,  M.D New  York 

Walter  T.  Zimdahl,  M.D Erie 


This  year  has  been  devoted  to  the  completion 
of  both  the  Medical  Review  Manual  and  the 
project  for  analyzing  the  Category-Item  meth- 
odology through  the  review  of  approximately 
900  hospital  records  covering  6 diagnoses  and 
procedures  that  have  been  obtained  from  6 


John  J.  Phelan,  Jr.,  M.D Albany 

Morris  Unher,  M.D Erie 


The  committee  did  not  have  any  meetings 
during  the  year.  Therefore,  the  Commission  at 
its  meeting  on  May  1,  1969,  recommended  abol- 
ishing this  committee  because  its  activities  will 
probably  be  incorporated  in  the  Committee  on 
Peer  Review  Mechanisms. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


hospitals  throughout  New  York  State.  Test 
surveys  have  been,  and  are  being,  carried  out 
by  physicians  under  the  direction  of  Jacob  Fine, 
M.D.,  as  project  analyst. 

The  committee  at  its  meeting  on  June  9 
recommended  that  the  Medical  Review  Manual, 
on  its  completion,  be  presented  to  the  Council 
for  approval  and  that  it  be  printed  and  dis- 
tributed to  hospitals  and  the  county  medical 
societies.  It  was  also  recommended  that  review 
patterns  be  developed  by  appropriate  subcom- 
mittees for  the  following:  diarrhea  in  infants, 
primary  cesarean  section,  and  cholecystectomy. 

At  the  time  of  publication  of  this  report,  the 
Medical  Review  Manual  will  have  been  com- 
pleted and  been  presented  to  the  Council.  The 
expected  date  of  completion  of  the  survey  of 
the  hospital  records  is  December  1.  The  anal- 
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ysis  of  the  results  will  then  be  reviewed  by 
Dr.  Fine. 

The  chairman  thanks  all  the  members  of  the 
committee  and  the  advisers  for  their  help.  He 
also  wishes  to  thank  Shirley  Sanderson,  R.N., 
and  Jacob  Fine,  M.D.,  for  their  suggestions  and 
excellent  work  on  the  project  for  testing  the 


Nursing 

To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Nursing  consists  of  the 
following  members: 

Douglas  S.  Damrosch,  M.D.,  Chairman 

New  York 


Frank  A.  Baumann,  M.D Broome 

Lester  J.  Candela,  M.D Queens 

Clarke  T.  Case,  M.D Oneida 

Fred  E.  Dexter,  M.D Albany 

Ramsdell  Gurney,  M.D Erie 

Ralph  F.  Jacox,  M.D Monroe 

Joel  E.  Mandel,  M.D Rockland 

Frank  C.  Nichols,  M.D Nassau 

Vincent  J.  Tesoriero,  M.D Kings 


As  in  the  past,  the  committee  has  met  with 
representatives  of  the  New  York  State  Nurses 
Association  and  the  Hospital  Association  of 
New  York  State  to  discuss  matters  of  mutual 
concern.  Currently,  the  topic  of  mutual  inter- 
est is  the  interaction  of  the  allied  medical  pro- 
fessions on  the  practice  of  medicine.  It  is  be- 


Utilization Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Utilization  Review  con- 
sists of  the  following  members : 

John  A.  Finkbeiner,  M.D.,  Chairman 


New  York 

Leonard  Berman,  M.D Erie 

Daniel  Friedman,  M.D Suffolk 

James  Q.  Haralambie,  M.D Westchester 

Phillip  M.  Ikins,  M.D Onondaga 

Charles  H.  Kinley,  M.D Chemung 

Max  E.  Moravec,  M.D Schenectady 

Charles  D.  Sherman,  Jr.,  M.D Monroe 


methodology.  Sincere  thanks  are  also  ex- 
pressed to  the  physician-surveyors  who  are  ap- 
plying the  methodology  to  the  review  of  the 
records. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 


lieved  by  all  three  groups  that  there  has  been 
insufficient  planning  for  the  role  of  the  allied 
health  professions  in  future  health  systems. 
In  order  to  broaden  the  thinking  in  this  area, 
it  has  been  suggested  that  in  the  near  future  a 
group  be  brought  together  to  address  itself  to 
these  matters. 

The  chairman  attended  a conference,  spon- 
sored by  the  Nursing  Committee  of  the  Ameri- 
can Medical  Association,  held  in  Chicago,  in 
May,  which  brought  together  representatives 
of  the  nursing  committees  of  most  of  the  states 
and  representatives  of  the  nursing  profession. 

The  chairman  wishes  to  express  his  apprecia- 
tion to  Samuel  Z.  Freedman,  M.D.,  director, 
Division  of  Standards  of  Medical  Care,  for  his 
assistance  and  cooperation,  and  to  his  secre- 
tary, Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Douglas  S.  Damrosch,  M.D.,  Chairman 


Francis  A.  Stephens,  M.D Albany 

Mark  A.  Freedman,  M.D.,  Adviser 

New  York 

At  the  meeting  of  the  Commission  on  Stand- 
ards of  Medical  Care  hold  on  May  1,  it  was 
recommended  that  this  committee  be  disbanded 
and  its  functions  be  assumed  by  the  Ad  Hoc 
Committee  on  Peer  Review  Mechanisms. 
Therefore,  no  meetings  were  held  during  the 
year. 

Respectfully  submitted, 

John  A.  Finkbeiner,  M.D.,  Chairman 
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1970  HOUSE  OF  DELEGATES 


Medicare  and  Medicaid 

Policy  and  Negotiating  Committee  on  Government 
Supported  Health  Plans 


To  the  House  of  Delegates,  Gentlemen : 

Members  of  the  Policy  and  Negotiating  Com- 
mittee on  Government  Supported  Health  Plans 
are: 

George  Himler,  M.D.,  Chairman.  .New  York 


G.  Rehmi  Denton,  M.D Albany 

Robert  Schwinger,  M.D Queens 

Stanley  Stark,  M.D Kings 


The  committee  has  had  two  scheduled  meet- 
ings since  the  last  session  of  the  House  of 
Delegates.  In  addition,  since  the  number  of 
committee  members  is  small,  the  chairman  and 
the  members  were  in  frequent  communication 
by  telephone. 

As  the  delegates  are  aware,  it  was  rumored 
in  late  February  and  early  March  that  the 
Governor  was  contemplating  a cutback  of  20 
per  cent  in  physicians’  fees  under  the  Medi- 
caid program.  Your  chairman  prepared  a 
memorandum  on  the  proposed  reduction  of 
fees  by  administrative  decree  and,  in  addition 
to  pointing  out  the  inequity  of  the  ruling,  pre- 
dicted that  it  would  cause  large  numbers  of 
physicians  to  discontinue  their  support  of 
Medicaid.  The  memorandum  also  pointed  out 
that  the  contemplated  freeze  on  hospital  reim- 
bursement at  the  1968-1969  level  would  cause 
serious  financial  difficulties,  particularly  among 
the  voluntary  hospitals.  The  memorandum  was 
submitted  to  the  Governor  on  or  about  March 
27,  1969,  and  was  distributed  to  the  county 
medical  societies  shortly  thereafter  for  their 
information. 

Characteristically,  both  the  cutback  and  the 
freeze  on  hospital  reimbursements  were  put 
into  effect  on  June  1,  1969,  in  spite  of  that 
memorandum.  At  about  the  same  time,  the 
State  Legislature  enacted  a 20  per  cent  coin- 
surance requirement  for  those  individuals  who 
were  eligible  because  of  income  for  Medicaid 
but  who  were  not  on  categorical  money  as- 
sistance. This  went  into  effect  on  July  1,  1969. 

The  effects  of  the  cutback,  the  freeze,  and  the 
copayment  requirement  were  exactly  as  pre- 
dicted. The  State  Medical  Society  received 
hundreds  of  letters  or  copies  of  letters  sent  to 
the  Governor,  mostly  from  up-state  physicians, 
indicating  their  intent  to  discontinue  treating 
Medicaid  beneficiaries  as  private  patients.  At 
the  same  time,  since  it  was  estimated  that 
hospital  costs  would  rise  by  16  per  cent  in  the 
year  1969-1970  and  were  meeting  expectations, 
many  voluntary  hospitals  began  to  feel  the 
pinch  of  receiving  reimbursement  at  rates  be- 


low their  costs  for  the  care  rendered  to  Medi- 
caid patients.  The  hospitals  were  forced  to  cur- 
tail their  services  and  naturally  did  so  in  those 
areas  offering  the  least  return. 

As  a result  of  these  actions  on  the  part  of 
the  Governor  and  the  Legislature,  the  indigent 
sick  people  now  have  fewer  physicians  to  treat 
them  as  private  patients,  and,  simultaneously, 
fewer  institutional  facilities  to  render  them 
ambulatory  care.  In  addition,  State  costs  did 
not  diminish  appreciably  because  the  concen- 
tration of  patients  in  hospital  outpatient  de- 
partments meant  that  the  State  had  to  pay  for 
the  most  expensive  single  care  unit,  which  is  a 
patient’s  visit  to  a hospital  outpatient  clinic. 

As  the  delegates  are  aware,  the  political,  so- 
cial, and  fiscal  climate  of  the  past  year  has  not 
been  propitious  for  the  negotiation  of  improved 
professional  fees,  let  alone  a usual,  customary, 
and  reasonable  fee  payment  basis.  The  com- 
mittee, therefore,  turned  its  attention  to  mat- 
ters that  were  more  immediately  promising. 

Your  chairman  testified  before  the  New  York 
State  Insurance  Department  on  the  applica- 
tion of  Associated  Hospital  Service’s  (New 
York  City  Blue  Cross)  application  for  a 49 
per  cent  increase  in  the  premium  rate.  Most 
of  the  testimony  did  not  bear  on  the  purposes 
of  this  committee,  but  one  item  did.  Blue 
Cross  proposed  to  provide  coverage  for  am- 
bulatory diagnostic  services  in  hospital  out- 
patient departments  in  addition  to  ambulatory 
preadmission  diagnostic  work-up.  There  was 
naturally  no  equivalent  coverage  offered  in 
either  category  for  the  same  services  in  physi- 
cians’ offices.  The  statement  made  in  the  name 
of  the  committee  and  the  Medical  Society  of 
the  State  of  New  York  emphatically  opposed 
such  underwriting,  especially  for  diagnostic 
services  rendered  on  an  ambulatory  basis. 
Copies  of  this  statement  are  available  for  those 
who  wish  to  read  it. 

Your  chairman  also  presented  a statement 
before  Senator  Norman  Lent’s  Joint  Legisla- 
tive Committee  on  October  3 on  the  subject  of 
Medicaid.  There  is  no  need  to  recapitulate  it 
in  this  report  but,  in  general,  it  spoke  against 
the  manner  in  which  Medicaid  is  being  admin- 
istered and  the  levels  of  professional  fees.  The 
report  went  on  to  make  seven  recommendations 
for  improving  the  program. 

An  interesting  fact  emerged  from  this  last 
hearing.  The  legislators  present,  from  both 
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parties,  were  unanimous  in  agreeing  that  re- 
ductions in  physicians’  fees  and  the  20  per  cent 
coinsurance  legislation  had  been  injudicious, 
to  say  the  least,  and  had  badly  hurt  the  pro- 
gram and  the  recipients  of  medical  assistance. 
Your  chairman  could  elicit  no  promises,  but 
it  appears  that  a number  of  legislators  are  be- 
coming convinced  that  payment  for  services 
must  be  realistic,  if  beneficiaries  of  this  pro- 
gram are  to  have  proper  health  care.  Your 
committee  intends  to  follow  up  this  change  in 


Interspecialty 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Interspecialty  Commit- 
tee are  as  follows: 

Kenneth  A.  Kelly,  Jr.,  M.D.,  ( Anesthesiol- 
ogy) Chairman Erie 

Frank  J.  Fragala,  M.D.,  ( Surgery ) 

Westchester 

Bernard  Kronenberg,  M.D.,  ( Ophthalmology ) 

New  York 

John  P.  Lambert,  M.D.,  ( Psychiatry ) 

Westchester 

Herbert  Lansky,  M.D (Pathology) Erie 

George  Liberman,  M.D.,  ( General  Practice ) . 

Kings 

Samuel  Madell,  M.D.,  (Radiology)  .New  York 

Perrin  B.  Snyder,  M.D.,  ( Urology ) 

New  York 

John  R.  Williams,  M.D.,  (Internal  Medicine) 
Monroe 

This  committee  had  its  first  meeting  on  July 
16,  at  which  time  the  chairman  was  elected. 

At  the  present  time  representatives  from  the 
following  specialty  groups  have  been  invited  to 
participate  in  the  activities  of  this  committee: 
surgery,  pathology,  general  practice,  anesthesi- 
ology, radiology,  urology,  and  internal  medi- 
cine. The  committee  recommends  that  broader 
representation  should  be  established  as  soon  as 
possible,  and  that  the  following  specialty  so- 
cieties, as  listed  in  recommendation  number  1 of 
the  Quinn  Report  (Ad  Hoc  Committee  to  Study 
the  Modus  Operandi  of  the  Scientific  Sections 
of  the  AM  A),  be  invited  to  send  representa- 
tives : 

Allergy 
Anesthesiology 
Colon  and  Rectal  Surgery 
Dermatology 
Diseases  of  the  Chest 
Family  Practice 
Gastroenterology 
General  Surgery 
Internal  Medicine 
Military  Medicine 
Obstetrics  and  Gynecology 
Ophthalmology 
Orthopedic  Surgery 


legislative  sentiment  and  hopes  to  have  more 
progress  to  report  shortly. 

The  chairman,  as  always,  is  indebted  to  G. 
Rehmi  Denton,  M.D.,  and  Robert  Schwinger, 
M.D.,  for  their  support  and  wise  counsel.  He 
also  wishes  to  welcome  a new  member,  Stanley 
Stark,  M.D.,  Kings  County,  who  will  be  a most 
valuable  addition. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


Otorhinolaryngology 

Pathology 

Pediatrics 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Psychiatry  and  Neurology 

Radiology 

Urology 

Today  physicians  identify  themselves  first 
with  their  specialty  society  and  second  with 
their  county  medical  society.  It  is  then  es- 
sential that  the  specialty  societies  play  a much 
more  influential  roll  in  the  State  Medical  So- 
ciety. Conversely,  if  the  State  Medical  Society 
is  to  be  totally  responsive  to  the  needs  of  its 
members,  all  of  whom  are  specialists,  it  follows 
that  the  State  Medical  Society  must  cooperate 
more  closely  with  the  specialty  societies.  It  will 
also  be  necessary  for  the  specialty  societies  to 
have  an  effective  means  of  communication 
among  one  another.  The  Interspecialty  Com- 
mittee can  serve  this  function,  if  and  when  it  is 
expanded  to  include  all  specialty  groups. 

Prior  to  the  formation  of  the  Interspecialty 
Committee  it  was  necessary  for  the  specialty 
societies  of  New  York  State  to  organize  out- 
side the  structure  of  the  State  Medical  Society. 
The  recently  formed  Association  of  Medical 
Specialty  Societies  of  New  York  State,  has 
filled  this  need  well. 

I might  add  that  it  has  been  a most  interest- 
ing and  fruitful  venture  to  be  able  to  work 
with  representatives  of  the  specialty  groups. 
We  have  many  common  problems  which  can  be 
resolved  by  cooperative  effort.  The  enthusiasm 
and  spirit  of  cooperation  that  has  evolved  from 
this  association  is  remarkable  and  can  only  be 
beneficial  to  organized  medicine.  It  has  been  a 
pleasure  to  serve  as  the  first  president  of  this 
association.  I feel  I can  give  some  assurance 
that  this  outside  organization  will  no  longer  be 
necessary  when  a similar  mechanism  is  built 
into  the  structure  of  the  State  Medical  Society. 

Similar  growing  pains  have  been  experienced 
by  the  AM  A.  Here,  too,  the  specialist  and  his 
society  feel  the  need  for  increased  influence  in 
the  AM  A.  Although  the  adoption  of  the  Quinn 
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Report  has  somewhat  alleviated  this  problem  on 
the  national  level,  a specialty  organization,  the 
Council  of  Medical  Specialties,  has  been  formed 
outside  of  the  AMA.  The  presence  of  this  out- 
side organization  can  only  weaken  the  impact 
of  organized  medicine.  Consequently,  the 
sooner  the  needs  of  these  specialty  organiza- 
tions are  fully  recognized  by  organized  medi- 
cine, the  better. 

The  Interspecialty  Committee  recommends 
that  one  representative  from  this  committee  be 
permitted  to  attend  all  meetings  of  the  Council. 
This  will  add  a most  important  link  in  a 
much  needed  chain  of  communication. 

The  most  urgent  problem  to  come  before  this 
committee  thus  far  was  the  plan  of  the  Associ- 
ated Hospital  Service  of  New  York  to  offer 
preadmission  diagnostic  tests  to  its  subscrib- 
ers. This  committee  endorses  the  concept  of 
preadmission  diagnostic  testing,  but  opposes  re- 
stricting this  service  only  to  hospital  outpatient 


departments.  The  committee  strongly  feels 
that  private  radiology  offices  and  private  lab- 
oratories should  be  able  to  participate  in  this 
program. 

The  New  York  State  Society  of  Radiology 
was  most  impressed  with  the  presentation  given 
by  George  Hinder  M.D.,  at  the  State  Insurance 
Superintendent’s  hearing  on  preadmission  diag- 
nostic testing.  The  Radiology  Society  has  ex- 
pressed its  gratitude  to  the  State  Medical  So- 
ciety for  its  cooperation  on  this  matter.  Even 
though  the  request  for  preadmission  diagnostic 
testing  was  denied  to  Associated  Hospital  Serv- 
ice by  the  State  Insurance  Superintendent,  the 
committee  feels  that  this  plan  will  again  be  in- 
troduced in  the  coming  year  and  solicits  the 
continued  support  of  the  State  Medical  Society. 

Respectfully  Submitted, 

Kenneth  A.  Kelly,  Jr.,  M.D.,  Chairman 
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1970  HOUSE  OF  DELEGATES 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health 
and  Education  are: 

Irving  L.  Ershler,  M.D.,  Chairman.  Onondaga 


William  Antopol,  M.D New  York 

Peter  S.  Battaglia,  M.D Niagara 

William  A.  Bauman,  M.D New  York 

Charles  A.  Bertrand,  M.D Westchester 

Marvin  L.  Bloom,  M.D Erie 

George  M.  Brown,  M.D Suffolk 

Bruce  E.  Chamberlain,  M.D Onondaga 

Leo  Dobrin,  M.D Queens 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

Merton  C.  Hatch,  M.D Onondaga 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

George  Liberman,  M.D Kings 

Harry  S.  Lichtman,  M.D Kings 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

James  A.  Moore,  M.D New  York 

C.  George  Murdock,  M.D Onondaga 

Kenneth  B.  Olson,  M.D Albany 

John  D.  States,  M.D Monroe 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Reginald  R.  Steen,  M.D Nassau 

Waring  Willis,  M.D Westchester 


The  Commission,  composed  of  the  chairmen 
of  the  twenty-four  committees,  held  its  annual 
meeting  with  State  Health  Department  officials 
in  Albany,  on  July  24.  As  usual,  the  dialogue 
during  discussion  of  each  committee  report  was 
informative  and  gave  evidence  of  the  excellent 
scientific  rapport  which  has  developed  between 
the  physicians  of  the  private  and  public  sectors 
in  public  health  and  continuing  medical  educa- 
tion in  this  State. 

Neither  the  Commission  nor  the  Division  of 
Scientific  Activities  is  involved  in  the  political 
or  economic  phases  of  medicine,  but  the  Com- 
mission and  the  Division  are  interested  in  as- 


Accident and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident 
and  Injury  Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman Monroe 


sisting  physicians  with  scientifically  oriented 
problems.  Thus  it  is  worthy  to  note  that  the 
150  physicians  who  serve  on  the  various  com- 
mittees of  the  Commission  give  three  to  four 
days  each  year  to  the  work  of  their  respective 
committees.  This  means  that  physicians  of  the 
Commission  annually  contribute  a total  of  sev- 
eral hundred  days  in  the  interest  of  bringing 
better  medical  care  to  the  people  of  the  State 
through  their  work  on  these  committees. 

The  committees  have  had  a busy  year;  their 
discussions  have  been  in  tune  with  this  era  of 
fast-moving  breakthrough  in  the  discovery  of 
better  methods  of  medical  diagnosis  and  treat- 
ment. Obviously,  continuing  education  becomes 
more  important  each  year  as  the  rapidity  of 
medical  discoveries  increases. 

The  detailed  report  of  the  Commission  is 
available  to  all  who  wish  to  read  it.  However, 
the  following  annual  reports  include  most  of  the 
information  contained  in  the  Commission’s  re- 
port. Thus,  perusal  of  these  reports  is  recom- 
mended to  all  physicians,  delegates,  and  non- 
delegates. 

Your  chairman  takes  this  opportunity  to  ac- 
knowledge with  gratitude  the  efforts  of  all  the 
chairmen  and  committee  members  whose  dedi- 
cation and  hard  work  have  made  the  year  a 
success.  As  usual,  Norman  S.  Moore,  M.D.,  di- 
rector, Division  of  Scientific  Activities,  and  his 
administrative  assistant,  Miss  Dorothy  Smith, 
provide  the  expertise  and  wisdom  to  provide  a 
comprehensive,  aggressive,  and  meaningful  pro- 
gram. The  field  representatives  of  the  Division 
of  Communications  have  given  us  great  assist- 
ance, and  their  efforts  are  acknowledged  with 
gratitude.  Your  chairman  is  especially  grate- 
ful to  Samuel  Pakula,  stenotypist,  for  his  ca- 
pable recording  of  our  meetings. 

Respectfuly  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 


Harold  Brandaleone,  M.D New  York 

James  E.  Holmblad,  M.D Schenectady 


The  committee  communicated  in  June  by  cor- 
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respondence  and  telephone.  The  following  con- 
clusions and  recommendations  were  made: 

Automobile  Restraint  Systems.  A campaign 
of  public  education  on  the  use  of  automobile  re- 
straint systems  and  head  rests  should  be  con- 
ducted. The  number  of  users  of  restraint  sys- 
tems is  low.  Studies  reveal  that  the  usage  rate 
for  lapbelts  is  25  to  30  per  cent.  There  are  no 
data  available  on  the  use  of  shoulder  harnesses, 
but  rates  are  estimated  to  be  between  3 to  5 
per  cent. 

There  is  widespread  misinformation  concern- 
ing use  of  shoulder  harnesses  which  are  now 
standard  equipment  in  all  cars  manufactured 
since  January,  1968.  Studies  show  that 
shoulder  harnesses  eliminate  the  hazard  of  the 
driver  jackknifing  over  a lapbelt  and  sustaining 
facial  injuries,  as  well  as  injury  to  the  chest. 
Shoulder  harnesses  are  safe  and  do  not  cause 
significant  neck  or  shoulder  injury  when  used 
with  a lapbelt. 

The  public  must  be  informed  that  shoulder 
harnesses  are  safe,  that  they  must  be  used  with 
a lapbelt,  and  that  they  must  be  used  over  the 
left  shoulder.  Many  dealers  are  either  unin- 
formed or  are  unwilling  to  instruct  customers 
in  the  proper  use  of  the  restraint  systems.  It 
is  known  that  dealers  have  given  out  misin- 
formation. While  vehicle  manuals  contain  in- 
structions for  the  use  of  restraint  systems,  it 
seems  these  instructions  are  ignored  by  the 
public. 

Headrests  are  not  being  properly  adjusted 
for  occupants  of  varying  heights.  Headrests  in 
the  lowest  position  protect  occupants  who  are 
approximately  5 feet  6 inches  tall.  Occupants 
who  are  taller  will  sustain  neck  injuries  unless 
the  headrest  is  raised  to  the  proper  level  to 
fit  the  taller  person.  Headrests  must  not  be 
removed  from  the  back  of  the  seat. 

Public  Education  Program.  Since  the  State 
Medical  Society  cannot  financially  support  tele- 
vision and  newspaper  programs  which  wfill  be 
necessary  to  accomplish  the  educational  goals, 
the  committee  recommended  that  large  com- 
panies, such  as  Standard  Oil  Company  of  New 
Jersey  (Mobil),  be  requested  to  sponsor  these 
advertising  programs.  Mobil  began  an  ex- 
cellent safety  advertising  campaign  eighteen 
months  ago  which  is  ongoing  and  makes  use 
of  full-page  ads  in  newspapers.  Insurance 
companies  might  also  be  induced  to  give  finan- 
cial support  and  to  conduct  such  campaigns. 

Publications  of  the  State  Medical  Society  and 
of  the  Newr  York  State  Department  of  Health 
should  also  include  articles  and  advertisements 
on  this  subject. 

School  buses  should  be  equipped  writh  seat 
belts.  School  children  respond  readily  to  edu- 
cational efforts  and  can  be  taught  the  use  of 
restraint  systems  in  their  daily  travel.  Al- 
though technical  objections  to  the  installation 
of  seat  belts  in  school  buses  still  remain,  there 
are  no  overriding  obstacles  and  the  “trade  off” 
is  in  favor  of  installing  seat  belts.  Shoulder 
harnesses  also  would  be  beneficial  but  wrould  be 
an  additional  expense.  An  effort  to  install  seat 
belts  and,  at  a later  time,  shoulder  harnesses  is 


recommended. 

The  committee  urged  the  State  Medical  So- 
ciety to  recommend  to  Senator  Edward  Speno’s 
Joint  Legislative  Committee  on  Transportation 
that  legislation  be  enacted  to  require  the  instal- 
lation of  seat  belts  in  all  school  buses. 

Also  seat  belts  should  be  installed  in  all  taxi- 
cabs for  use  by  customers.  Most  taxicabs  do 
have  seat  belts;  how’ever,  the  belts  are  usually 
under  the  seats  or  are  removed  by  the  owners 
and/or  operators  and  are  not  available  for 
customers’  use. 

The  committee  recommended  that  the  State 
Medical  Society  seek  the  introduction  of  and 
support  legislation  in  the  New  York  State  Leg- 
islature (Senator  Edward  Speno’s  Joint  Legis- 
lative Committee  on  Transportation)  requiring 
taxicab  owmers  and/or  drivers  to  have  lapbelts 
available  for  customers’  use. 

Automobile  liability  insurance.  The  commit- 
tee feels  there  is  a need  for  revision  of  auto- 
mobile liability  insurance  coverage.  It  is  noted 
that  there  are  no  organizations  which  represent 
the  consumers’  interests,  whereas,  organiza- 
tions that  oppose  changes  in  this  field  are  well 
organized  and  have  financial  support  to  effec- 
tively block  any  legislation  that  w'ould  result 
in  changes.  It  is  noteworthy  that  the  $100,000 
requested  for  a snecial  blue-ribbon  committee, 
appointed  by  Governor  Rockefeller  in  January, 
1968,  to  investigate  automobile  liability  insur- 
ance was  denied  by  the  State  Legislature.  As 
a result  the  committee  has  been  unable  to  func- 
tion. 

The  following  deficiencies  are  noted  in  the 
present  system : 

1.  A seriously  injured  patient  is  often  un- 
justly compensated  while  patients  with  minor 
injuries  are  given  excessive  awards.  A seri- 
ously injured  patient  is  often  forced  to  make  a 
premature  and  inadequate  settlement  because 
of  a prolonged  period  of  total  disability.  Often 
rehabilitation  therapy  is  not  undertaken  or  is 
inadequate  because  funds  are  not  available. 

2.  The  medical  management  of  patients  with 
minor  injuries  is  complicated  by  the  desire  of 
some  patients  and  their  attorneys  to  build  up 
excessive  medical  expenses.  Such  efforts  jeop- 
ardize the  physician-patient  and  physician- 
law^yer  relationships. 

3.  Professional  talent  is  wasted  in  handling 
automobile  liability  cases.  Medical  examina- 
tions necessitated  by  the  prenaration  of  the  de- 
fendent’s  case  involve  duplication  of  effort. 
Occasionally,  unnecessary  x-ray  films  and  other 
diagnostic  tests  are  undertaken  for  preparation 
of  a legal  case. 

4.  The  present  system  is  costly.  Compensa- 
tion must  be  made  to  members  of  the  profes- 
sions involved  in  preparing  and  defending  these 
cases.  These  fees  range  from  25  to  50  per  cent 
of  the  settlements  made.  In  1967,  $10.6  million 
were  paid  by  insurance  companies  for  the  set- 
tlement of  cases,  and  $4.2  million  of  this  total 
were  paid  to  attorneys  for  legal  fees. 

5.  Most  civil  courts,  particularly  in  the 
larger  cities,  are  overwhelmed  by  the  number 
of  cases  awaiting  trial  and  80  per  cent  of  these 
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are  automobile  liability  cases;  waiting  periods 
range  from  twenty-four  to  sixty  months. 

It  is  not  appropriate  for  the  State  Medical 
Society  to  make  recommendations  to  change 
insurance  liability  coverage.  However,  the 
State  Medical  Society  should  support  the  fund- 
ing of  the  Governor’s  committee  to  investigate 
this  problem. 

Improvement  of  Public  Transportation.  Pub- 
lic transportation,  particularly  the  railroads, 
must  be  improved  to  reduce  airport  and  high- 
way congestion.  Airport  congestion  has 
reached  the  point  where  major  disruptions  and 
catastrophic  accidents  can  occur  easily.  Pres- 
ently, the  most  neglected  and  least  used  alter- 
nate transport  system  is  the  railroads.  The 
Federal  government  has  demonstrated,  through 
the  development  of  the  Metroliner  railroad 
service  to  Washington,  New  York,  and  Boston, 
that  the  public  will  willingly  use  an  efficient, 
modern,  and  comfortable  railroad  system.  Up- 
state New  York,  as  well  as  metropolitan  New 
York,  will  benefit  from  improved  railroad 
passenger  facilities.  Airport  congestion  could 


Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Aging  and 
Nursing  Homes  are  as  follows: 

Peter  S.  Battaglia,  M.D.,  Chairman.  Niagara 


Marcelle  T.  Bernard,  M.D Bronx 

Anthony  LaRusso,  M.D Broome 

Leon  M.  Rothman,  M.D Kings 


The  committee  has  been  active  throughout 
the  year.  It  considered  the  problem  of  non- 
psychotic  senile  patients  being  excluded  from 
State  mental  institutions  because  of  a directive 
issued  by  the  New  York  State  Department  of 
Mental  Hygiene.  Conferences  were  held  be- 
tween officials  of  the  State  Medical  Society  and 
the  New  York  State  Departments  of  Health 
and  Mental  Hygiene,  and  new  guidelines  were 
set  up.  An  agreement  was  proposed  between 
the  nursing  homes  and  the  State  hospitals  to 
provide  a system  whereby  patients  could  be 
easily  transferred  to  and  from  these  facilities 
as  the  need  arose. 

The  committee  was  also  concerned  with  the 
frequency  of  physicians’  visits  to  nursing- 
homes.  The  section  on  nursing  homes  of  the 
New  York  State  Hospital  Code  requires  the  at- 
tending physician  to  visit  his  patient  in  the 
nursing  home  at  least  once  a month,  and  the 
committee  agreed  that  this  was  in  the  best  in- 
terest of  patients.  Dr.  Battaglia  noted  that 
there  were  differences  between  the  extended 
care  facility,  the  nursing  home,  and  the  health 
related  facility  and  observed  that  patients 
should  be  placed  in  the  facility  where  they 
would  receive  proper  treatment.  The  com- 
mittee agreed  with  the  State  requirement  that 


thus  be  reduced  by  elimination  of  short-run  air 
travel. 

State  Motor  Vehicle  Law.  Resolution  69-28, 
“Proposed  Improvements  in  the  State  Motor 
Vehicle  Law,”  was  referred  to  the  committee 
for  review.  We  have  been  informed  that  the 
New  York  State  Department’s  Driver  Licensing 
Consulting  Panel  is  studying  this  resolution 
and  will  make  recommendations  on  the  visual 
field  tests  and  color  vision  defects.  The  com- 
mittee, therefore,  recommends  that  no  further 
action  be  taken  on  the  first,  fourth,  and  fifth 
Resolveds  until  the  Department’s  recommenda- 
tions are  received. 

The  committee  also  recommended  that  no 
action  be  taken  on  the  second  and  third  Re- 
solveds concerning  licensing  requirements  be- 
cause it  would  be  costly  to  implement.  Many 
objections  were  received,  and  no  scientific  data 
are  available  to  establish  the  values  of  these 
proposals. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 


a patient  in  a health  related  facility  be  ex- 
amined at  least  once  a year,  although  the  Fed- 
eral government  requires  quarterly  visits. 

One  of  the  committee’s  main  projects  has 
been  to  meet  and  hold  dialogues  with  members 
of  other  health  professions,  such  as  Podiatry, 
Dentistry,  Optometry,  and  Physical  Therapy, 
to  establish  guidelines  for  interprofessional  re- 
lationships and  to  control  abuses  in  the  nursing 
homes.  After  discussion,  the  various  groups 
agreed  to  the  incorporation  of  the  following 
amendment  in  the  State  Hospital  Code: 

The  various  professional  disciplines  shall, 
in  consultation  with  and  approval  of  the  pa- 
tient’s personal,  alternate,  or  staff  physician 
provide  all  patients  with  an  evaluation  of 
health  status  and  health  care  which  is  con- 
sistent with  the  physical  and  mental  condi- 
tion of  the  patient.  The  health  evaluation 
and  health  care  will  be  consistent  with  the 
admission  screening  and  evaluation  policies 
established  for  the  nursing  home  by  its  pro- 
fessional board  or  advisory  committee. 

The  committee  felt  that  it  was  not  necessary 
to  meet  jointly  with  these  professional  groups 
but  that  each  group  should  meet  separately  to 
establish  further  guidelines  for  the  utilization 
of  the  professions  in  nursing  homes.  The  com- 
mittee is  also  interested  in  working  with  the 
hospital  association  to  broaden  the  scope  of  the 
nursing  home  advisory  boards. 

Respectfully  submitted, 

Peter  S.  Battaglia,  M.D.,  Chairman 
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Alcoholism  and  Drug  Abuse 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism 


and  Drug  Abuse  are  as  follows: 

William  Antopol,  M.D.,  Chairman. New  York 

Stanley  E.  Gitlow,  M.D New  York 

William  L.  Holt,  Jr.,  M.D Albany 

Benjamin  Kissin,  M.D Kings 

James  W.  Robinson,  M.D New  York 

Reginald  R.  Steen,  M.D.,  Adviser.  . . .Nassau 


I wish,  first,  to  express  appreciation  to  Mar- 
vin A.  Block,  M.D.,  my  predecessor,  and  to  his 
committee  for  their  excellent  direction  and 
planning,  and  to  Norman  S.  Moore,  M.D.,  di- 
rector, Division  of  Scientific  Activities,  for  his 
help  and  guidance  in  my  new  position  of  chair- 
man of  this  committee.  We  are  happy  that  Dr. 
Kissin,  Kings  County,  a well-known  authority 
on  alcoholism,  and  Dr.  Robinson,  who  is  very 
active  in  the  field  of  drug  addiction,  are  mem- 
bers of  this  committee. 

Since  the  committee  has  had  only  one  meet- 
ing, I should  like  to  exercise  the  prerogative  of 
a new  chairman  and  modify  the  usual  format 
of  this  report  by  presenting  a brief  history  of 
the  subject  and  its  significance  as  well  as  the 
current  work  of  this  committee — its  scope,  its 
aim,  its  objectives,  and  the  philosophy  on  which 
the  plans  for  future  activities  of  this  committee 
are  to  be  formulated. 

As  an  introduction,  I would  like  to  quote  the 
following  excerpt  from  a book  on  the  Arts  of 
Intoxication  by  J.  T.  Crane: 

“The  great  problem  of  the  times  is,  ‘What 
shall  be  done  to  stay  the  ravages  of  intoxica- 
tion?’ The  evil  pervades  every  grade  of 
civilization  . . . the  degree  of  its  prevalence 
in  any  locality  being  determined  apparently 
more  by  the  facilities  for  indulgence  than  by 
climate,  race  or  religion.  ...  In  Europe 
and  America  the  nations  who  claim  to  be  the 
leaders  of  human  progress  are  fearfully  ad- 
dicted to  narcotic  indulgences,  which  . . . im- 
pose crushing  burdens  upon  them,  wasting 
the  products  of  their  industry  and  increasing 
every  element  of  evil  among  them  . . . 
Italy,  France,  Germany,  England,  and  the 
United  States  are  laboring  beneath  a moun- 
tain weight  of  crime,  poverty,  suffering,  and 
wrong  of  every  description,  and  no  nation  is 
fully  awake  to  the  perils  of  the  hour.  Ques- 
tions of  infinitely  less  moment  create  politi- 
cal crises,  make  wars,  and  overthrow  dynas- 
ties.” 

This  quotation  could  be  used  as  the  basis 
for  a superb  editorial  in  tomorrow’s  newspaper, 
but,  and  I hope  that  it  will  not  be  overly  shock- 
ing to  you,  it  was  published  in  1870,  almost 
one  hundred  years  ago.  This  serves  as  a tacit 
admission  that  the  problem  certainly  is  not 
new;  it  has  been  with  us  for  a long  time,  hav- 
ing been  inherited  from  before  the  gaslight 
era,  and  we  have  accomplished  very  little  in 
solving  it.  In  fact  we  have  failed  miserably 
in  coping  with  it.  It  could  be  asked  parenthe- 


tically, “How  many  more  centuries  should  we 
allow  ourselves  to  find  some  panacea,  short  of 
eliminating  the  large  scale  international  trade 
in  narcotics?”  The  lack  of  progress  and  the 
disastrous  results  of  this  form  of  population 
contamination  casts  a long  shadow  over  our 
lives  and  that  of  the  whole  country.  Even  the 
role  of  the  physician  in  the  treatment  of  nar- 
cotics addiction  is  not  well  defined.  The  areas 
of  responsibility  are  confusing  and  in  apparent 
conflict  with  those  of  governmental  agencies. 
There  is  not  even  a simple  answer  to  an  ele- 
mentary question  from  a parent,  such  as  “What 
is  to  be  done?  I have  just  discovered  that  my 
eighteen-year-old  son  is  a heroin  addict.” 

So  far  as  the  immediate  problem  of  addic- 
tion is  concerned,  we  must  continue  to  exert 
our  efforts  to  develop  new  methods  of  therapy, 
particularly  those  of  a biochemical  and  psy- 
chopharmacologic  nature. 

As  for  detoxification,  while  a pressing  mat- 
ter at  the  moment,  it  has  only  transient  value 
because  of  the  high  incidence  of  recidivism. 
Nonetheless,  methods  for  more  rapid  detoxifi- 
cation, even  though  only  a temporary  and  in- 
termittent stopgap,  will  increase  considerably 
the  absolute  number  of  patients  receiving  the 
benefits  of  inhospital  treatment  of  narcotic  ad- 
diction, without  appreciably  increasing  hospi- 
tal costs.  Besides,  it  will  reduce,  at  least  for  a 
short  time,  the  mounting  dose  of  narcotics  re- 
quired by  the  addict.  Thus  the  patient,  at  least 
temporarily,  wrill  not  be  subject  to  as  intense  a 
drive  for  obtaining  financial  means  to  purchase 
his  costly  narcotic  requirement.  In  addition,  it 
may  serve  as  a stopgap  until  he  can  be  ac- 
cepted as  a candidate  for  a more  effective  thera- 
peutic program. 

More  important  is  an  overriding  need  to  es- 
tablish methods  for  administering  narcotics  to 
patients  on  an  ambulatory  basis  and  possibly 
detoxifying  them  under  these  conditions.  The 
method  of  administration  must  be  so  “fool- 
proof” that  the  needs  and  comfort  of  the  pa- 
tient are  properly  cared  for,  and  yet  there  must 
be  sufficient  controls  to  eliminate  the  possible 
use  of  or  desire  for  additional  narcotics  ob- 
tained surreptitiously. 

Very  pressing,  however,  is  the  need  for  de- 
veloping methods  for  eliminating  the  addictive 
properties  of  narcotic  drugs  and  yet  retaining 
the  sedative  and  analgesic  actions.  The  ad- 
dictive and  dependency  producing  properties 
of  the  drug  are  the  critical  factors  which  must 
be  controlled.  It  is  reported  in  the  literature 
that  drugs  which  are  neither  narcotic  or  ad- 
dictive, such  as  sulfanilamides  and  salicylates, 
potentiate  narcotic  effects  of  addictive  drugs 
as  well  as  non-narcotic  and  nonaddictive  drugs, 
such  as  papaverine.  On  the  basis  of  these  find- 
ings alone,  investigations  should  be  pursued  to 
determine  (a)  whether  or  not,  in  combination 
with  these  compounds,  smaller  doses  of  nar- 
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cotics  could  be  employed;  (6)  whether  or  not 
withdrawal  could  be  accomplished  more  rap- 
idly; (c)  whether  certain  dose  relationships 
would  quantitatively  limit  the  narcotic  dose  so 
that  the  drug-  could  be  administered  on  a con- 
trolled ambulatory  basis  with  the  safeguard 
that  additional  drugs  obtained  illicitly  would 
produce  unpleasant  effects  (bearing  in  mind, 
however,  that  some  of  the  deaths  of  narcotic 
addicts  which  are  now  confronting  the  Chief 
Medical  Examiner  of  New  York  City,  Milton 
Helpern,  M.D.,  could  be  due  to  potentiation  of 
narcotic  and  toxic  effects  of  morphine  or  her- 
oin) ; and  ( d ) whether  or  not  the  addictive 
effects  of  narcotics  could  be  minimized  or  elim- 
inated, particularly  if  basically  nonaddictive 
narcotic  drugs  could  be  substituted  for  ad- 
dictive ones. 

The  implementation  of  our  efforts  must  be 
coupled  with  an  integrated  cooperation  and  co- 
ordination of  hospital  medical  care,  medical 
and  other  staff  creativity,  and  a variety  of 
mental,  social,  and  community  services,  includ- 
ing the  Legislature  and  the  judiciary. 

Only  recently  we  witnessed  one  of  the  great- 
est examples  of  man’s  capabilities — the  epic 
landing  on  the  moon.  This  was  accomplished 
only  by  costly,  but  precisely  coordinated  team- 
work, focusing  on  a specific  goal.  Efforts  such 
as  these  are  also  required  in  the  approach  to 
narcotic  addiction.  A conglomerate  of  meet- 
ings on  drug  addiction  are  constantly  being 
conducted  without  appreciable  progress  being 
made.  We  must  answer  an  important  ques- 
tion, “What  part  should  medicine  play  in  com- 
bating the  problem  of  alcoholism  and  drug 
abuse?”  If  we  take  no  interest  in  these 
maladies,  we  will  be  guilty  of  great  disservice, 
not  only  to  our  local  community  but  to  the  coun- 
try as  a whole. 

There  are  those  who  say  we  cannot  afford 
the  expense  of  such  an  ambitious  and  compre- 
hensive plan,  but  on  the  other  hand,  we  cannot 
afford  not  to  meet  this  cost.  If  we  do  not  sup- 
port this  project  now,  while  it  is  still  malleable 
and  fluid,  even  though  overwhelming,  the  cost 
which  is  now  staggering  will  become  prohibi- 


Audio-Visual Aids 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio- 
Visual  Aids  are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman. . Albany 


Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


During  the  year  1969,  the  committee  has 
been  active.  A meeting  of  the  committee  was 
held  on  May  23  with  James  J.  Quinlivan,  M.D., 
Wilbur  M.  Dixon,  M.D.,  and  Kenneth  B.  Olson, 
M.D.,  chairman,  present.  The  problems  of 
the  library  were  reviewed,  and,  indeed,  three 
films  were  also  reviewed. 


tive.  Viewed  from  the  tradition  of  medicine, 
the  gap  between  sincere  desire  for  accomplish- 
ment and  the  courage  to  make  a financially  un- 
popular decision  may  not  be  so  wide  and  could 
be  bridged  by  cooperation  and  goodwill  between 
the  government  and  the  various  medical  and 
civic  groups  in  meeting  our  common  obligations 
to  the  community. 

As  a start,  Dr.  Moore  has  already  sent  a 
questionnaire  to  the  presidents  of  the  county 
medical  societies  to  obtain  information  on  the 
scope  of  the  problem  of  alcoholism  and  drug 
abuse  in  each  county  and  the  possible  role  of 
medicine  in  the  solution  of  the  dilemma.  Anal- 
ysis of  the  results  of  the  questionnaires  re- 
ceived from  the  medical  societies  and  the  vari- 
ous facilities  treating  drug  addicts  could  pro- 
vide a clearer  picture  of  the  problem  and  serve 
as  an  overview  of  the  present  status  of  ther- 
apy. It  is  necessary  to  take  inventory  of  the 
problems  which  confront  us  in  this  field,  what 
is  now  being  done  about  them,  and,  most  of  all, 
what  we  propose  to  do — even  against  great 
odds  and  dire  predictions.  Let  us  remember, 
this  is  not  only  a problem  for  the  addicts;  it  is 
a problem  for  all  of  us. 

A joint  meeting  of  the  committees  was  held 
on  November  6,  and  the  following  recommenda- 
tions were  unanimously  approved  for  presenta- 
tion to  the  House  of  Delegates: 

1.  That  the  State  Medical  Society  go  on 
record  as  approving  the  Dole  methadone 
maintenance  as  a method  of  treatment  of 
opiate  addiction; 

2.  That  the  State  Medical  Society  encourage 
support  for  the  expansion  of  facilities  for 
the  methadone  treatment  of  opiate  addic- 
tion; and 

3.  That  the  State  Medical  Society  make 
every  effort,  through  proper  channels,  to 
remove  the  legal  restrictions  which  pre- 
vent the  use  of  methadone  maintenance 
treatment  (mentioned  in  paragraph  1)  by 
qualified  physicians  in  offices,  clinics,  and 
hospitals. 

Respectfully  submitted, 

William  Antopol,  M.D.,  Chairman 


New  developments  indicate  that  film  cart- 
ridges will  probably  be  used  in  the  future,  and 
the  library  now  stocks  a few  Fairchild  Mark 
IV  cartridges.  The  lack  of  standardized  film 
cartridges  prevents  the  library  from  stocking 
too  many  films,  but  it  is  anticipated  that  in 
the  future  cartridges  will  be  standardized  and 
this  function  of  the  film  library  enlarged. 

A report  of  the  committee  was  presented  by 
Dr.  Quinlivan  at  the  annual  meeting  of  the 
Commission  on  Public  Health  and  Education 
held  on  July  23. 

The  growth  of  the  combined  libraries  is 
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TABLE  I.  Comparison  of  film  activities  of  medical  and  nursing  films. 


1967-  — 

Films  Used 

Category 

Individual 

Shipments 

Films  Used 

Individual 

Shipments 

Private  Physicians 

86 

117 

92 

172 

Medical  Staffs  of  Hospitals 

3,395 

4,530 

696 

1,197 

Medical  Schools 

385 

513 

153 

294 

Pharmacy  Schools 

10 

14 

0 

0 

Nursing  Schools 

4,391 

6,444 

4,540 

7,493 

Public  Health  Staffs 

1,074 

1,493 

508 

922 

Voluntary  Health  Agencies 

507 

687 

116 

235 

Colleges — Biosciences 

1,945 

2,635 

999 

1,663 

Totals 

11,793 

16,433 

7,104 

11,976 

* The  above  table  ia  from  lire  period  July,  1968,  through  June,  1969. 


shown  in  the  following  totals  for  the  past  four 
years : 


Number  of 

Films 

Times  Films 

Year 

Shipped 

Shown 

Attendance 

1966 

26,229 

47,665 

2,946,239 

1967 

25,898 

48,115 

2,874,206 

1968 

28,322 

49,257 

2,537,206 

1969 

27,743 

46,819 

1,589,602 

There  has  been  an  increase  in  the  number 
of  films  reviewed  but  little  change  in  the  num- 
ber shipped.  The  record  number  of  film  ship- 
ments for  any  one  month  was  made  in  October, 
1968,  when  3,085  films  were  shipped. 

Thirty-one  new  films  have  been  added  to  the 
library  during  the  past  year,  and  a number  of 
titles  have  been  deleted.  The  catalog  of  films 
is  being  revised  by  Dr.  Quinlivan  with  the  as- 
sistance of  the  committee  and  Joseph  Avono- 
vitch.  Outdated  films  will  be  deleted  from  the 
library. 

Table  I illustrates  a two-year  comparison  of 
the  film  activities  of  the  medical  and  nursing 
films  listed  in  the  Professional  Film  Catalog 
and  Supplement. 

New  medical  films  added  to  the  film  library 
during  the  past  year  were  the  following: 

Muscles  of  Mastication  and  the  Infratem- 
poral Fossa 
Inguinal  Region 
Male  Perineum 

Oral  Lesions  in  Children  and  Adults 
Nonoperative  Treatment  of  Scoliosis  and 
Round  Back  with  the  Milwaukee  Brace 
Medical  Genetics,  Part  I 
Medical  Genetics,  Part  II 
Medical  Genetics,  Part  III 


Computer  I 

Maternity  Care — Labor  and  Delivery 
Diagnosis  and  Management  of  Cystic  Fibro- 
sis 

Voice  Production:  The  Vibrating  Larynx 
In  A Medical  Laboratory 
Uterine  Cancer:  Diagnosis  and  Manage- 

ment, Part  I — Cancer  of  the  Cervix 
Uterine  Cancer:  Diagnosis  and  Manage- 
ment, Part  II — Cancer  of  the  Endome- 
trium 

The  Embattled  Cell 
The  Woman  in  Question 
Apgar  on  Apgar 
Horizons  Unlimited 

Robin,  Peter,  and  Darryl:  Three  to  the 

Hospital  (2  parts) 

Smoking:  Past  and  Present 
How  Life  Begins  (2  parts) 

The  Inner  World  of  Aphasia 
Planned  Families 
How  Babies  Learn 
Drugs  and  the  Nervous  System 
A Short  Way  Home 
The  Social  Worker 
Exercise  Training  for  Childbirth 
Sperm  Maturation  in  the  Male  Reproductive 
Tract:  Development  of  Motility 
Palmer  Hand,  Part  I 

The  film  library  is  a valuable  adjunct  to  any 
health  education  program,  and  it  is  again 
urged  that  all  physicians  engaged  in  health 
education  utilize  the  film  library  facilities  and 
also  suggest  new  titles  which  will  be  used  and 
added  to  the  New  York  State  Film  Library. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 
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Cancer 


To  The  House  of  Delegates,  Gentlemen : 

The  members  of  the  Cancer  Committee  are 
as  follows : 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman.  . . 


Monroe 

Richard  D.  Brasfield,  M.D New  York 

Daniel  Burdick,  M.D Onondaga 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Walter  H.  Murphy,  M.D Erie 

Charles  E.  Rogers,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Westchester 

Peter  Greenwald,  M.D.,  Adviser Albany 


Your  committee  has  had  a vigorous  and 
fruitful  year.  We  have  stimulated  other 
groups  to  action,  played  an  advisory  role  in 
many  circumstances,  and  carried  out  several 
projects  ourselves. 

The  New  York  State  Cancer  Programs  As- 
sociation. This  program  is  probably  the  most 
important  result  of  our  actions.  Primarily 
through  the  stimulus  of  various  members  of 
this  committee,  the  association  was  started  in 
November,  1967,  and  had  its  second  annual 
meeting  in  November,  1968.  Composed  of 
physicians  directing  cancer  programs  in  local 
hospitals  in  all  parts  of  the  State,  this  associa- 
tion has  been  your  committee’s  solution  to  the 
problem  of  getting  high-level  State  policy  im- 
plemented at  the  local  level.  The  Cancer  Pro- 
grams Association  has  had  a vigorous  begin- 
ning and  is  continuing  a program  of  stimula- 
tion, coordination,  aid,  and  cross  fertilization  of 
ideas  and  projects  among  the  various  physi- 
cians who  are  directing  local  cancer  programs 
throughout  the  State. 

Newsletter  on  Cancer.  This  newsletter 
originally  sponsored  by  this  committee  together 
with  the  Rochester  Regional  Medical  Program 
and  the  New  York  State  Cancer  Programs  As- 
sociation is  an  additional  device  for  more  effec- 
tive communication  among  all  people  and 
groups  interested  in  cancer.  Although  it  is  in 
its  infancy,  it  is  steadily  growing  in  quality 
and  influence,  not  only  in  New  York  State  but 
around  the  country. 

District  Cancer  Committees.  Although  we 
heartily  support  the  concept  of  developing  dis- 
trict committees  to  coordinate  with  our  State 
Medical  Society’s  committees,  we  have  had 
difficulty  in  carrying  this  out.  Our  latest  ap- 
proach has  been  an  attempt  to  have  the  cancer 
committees  of  each  Regional  Medical  Program 
serve  as  the  focal  point  for  district  cancer  com- 
mittees, and  we  hope  that  this  approach  will  be 
more  fruitful  than  ones  we  have  used  in  the 
past.  We  do  feel,  however,  that  the  Cancer 
Programs  Association  and  the  Newsletter  will 
be  most  effective  in  accomplishing  the  purposes 
of  district  cancer  committees. 

Antismoking  Activities.  The  chairman  of 
this  committee  has  participated  in  the  State- 
wide Interagency  Council  Against  Smoking 


headed  by  Senator  Speno.  He  also  presented  a 
statement  on  smoking  cigarets  before  the  Com- 
mittee on  Foreign  and  Interstate  Commerce  of 
the  U.S.  House  of  Representatives.  The  com- 
mittee is  considering  sponsoring  a resolution 
urging  all  hospitals  in  New  York  State  to  ban 
cigaret  vending  machines  and  the  sale  of 
cigarets  in  their  institutions. 

Shortage  of  Radiotherapists.  A position 
paper  on  the  shortage  of  radiotherapists  and 
methods  to  improve  the  numbers  and  quality 
of  trained  personnel  has  stimulated  statewide 
and  national  interest  and  has  resulted  in  ac- 
tion being  taken  by  several  national  cancer 
societies  and  other  groups.  The  committee 
chairman  has  served  as  a member  of  the  Radio- 
therapy Review  Committee  of  the  Health  and 
Hospital  Council  of  Southern  New  York. 

Annual  Meeting  Program.  The  committee 
continues  to  participate  actively  in  the  annual 
meetings  of  the  State  Medical  Society.  This 
year  and  for  the  third  time  in  the  past  six 
years,  we  are  organizing  a major  program  on 
cancer.  Our  general  session  on  “General  As- 
pects of  Cancer  of  Clinical  Significance”  will 
include  discussions  by  nationally  prominent 
physicians  in  the  field. 

Quackery.  We  are  continuing  our  efforts  to 
work  out  more  satisfactory  methods  of  dealing 
with  physicians  who  practice  substandard 
medicine  in  the  field  of  cancer  as  well  as  to 
identify  and  take  action  against  nonphysicians 
who  attempt  to  treat  patients  with  cancer. 
Persons  practicing  medicine  without  a license 
may  be  reported  to  the  Division  of  Professional 
Conduct  of  the  State  Education  Department 
and  investigated  by  that  office.  There  is  no 
risk  of  practicing  physicians  becoming  in- 
volved in  these  activities  nor  in  court  appear- 
ances. The  problem  of  substandard  practice 
by  licensed  physicians,  which  often  borders  on 
quackery,  is  a more  difficult  one  to  handle.  We 
still  have  not  evolved  a completely  satisfactory 
method  of  handling  this  problem. 

AM  A Cancer  Committee.  There  are  many 
problems  in  cancer  that  should  be  considered  at 
the  AMA  level,  yet  we  have  no  cancer  commit- 
tee at  the  national  level  to  carry  out  such  activi- 
ties. Your  committee  has  contacted  all  the 
state  medical  societies  to  determine  how  they 
feel  about  an  unofficial  meeting  of  state  com- 
mittee chairmen  to  further  discuss  forming  a 
national  or  AMA  committee. 

Liaison  With  Other  Agencies.  We  continue 
to  have  good  working  relationships  with  other 
agencies  and  have  had  excellent  attendance 
at  our  committee  meetings  by  liaison  members, 
such  as  the  state  and  national  units  of  the 
American  Cancer  Society,  the  American  Col- 
lege of  Surgeons,  the  Bureau  of  Cancer  Con- 
trol, the  State  Interagency  Council  Against 
Smoking,  and  others. 

Sig moidoscopic  Teaching  Project.  This  proj- 
ect originally  evolved  by  this  committee  and 
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funded  through  the  State  Medical  Society's 
Educational  Foundation  continues  to  have  an 
effect  in  upstate  New  York.  There  is  increas- 
ing demand  for  the  county  medical  societies  of 
Upstate  New  York  to  participate  in  this  teach- 
ing program. 

Bureau  of  Cancer  Control.  Cooperation  with 
the  Bureau  of  Cancer  Control  has  continued  to 
be  satisfactory.  A project  on  smoking  cigarets 
which  involves  the  Women’s  Auxiliary  of  the 
State  Medical  Society  has  been  well  received. 
Our  cervical  cancer  programs  are  continuing 
to  receive  strong  support  throughout  the  State. 
We  are  also  attempting  to  evaluate  the  inclu- 
sion of  mandatory  Pap  smears  for  women  in 
certain  age  categories  in  the  revisions  of  the 
Hospital  Code.  The  director  of  the  Bureau 
and  the  chairman  of  this  committee  have  jointly 
written  an  article  on  registries  and  their  sig- 
nificance in  New  York  State  to  be  presented  at 
the  International  Union  Against  Cancer  meet- 
ing to  be  held  in  Houston,  in  May,  1970. 

The  chairman  of  this  committee  has  repre- 
sented the  State  Cancer  Committee  in  meetings 
of  some  local  cancer  committees  of  the  Regional 
Medical  Program  and  continues  to  play  a role 


Cardiovascular  Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cardio- 
vascular Disease  are  as  follows : 

Charles  A.  Bertrand,  M.D.,  Chairman 

Westchester 

Joseph  T.  Doyle,  M.D Albany 

Francis  L.  Giknis,  M.D Schenectady 

David  G.  Greene,  M.D Erie 

Abraham  Jezer,  M.D Bronx 

For  the  past  two  years  this  committee  has 
communicated  by  telephone  conferences  rather 
than  meet  in  person.  There  are  many  advan- 
tages to  this  type  of  conference:  (1)  the  New 

York  Telephone  Company  arranges  to  synchro- 
nize telephones  at  the  appointed  time,  (2)  the 
format  of  the  meeting  is  simple,  (3)  it  is  con- 
venient for  the  members  since  it  does  not  in- 
volve travel  (each  member  can  be  at  his  office, 
home,  or  anywhere  else  he  wishes,  and  (4)  the 
cost  is  low.  The  conference  is  recorded,  and 
with  editing  concise  minutes  are  kept.  One 
meeting  held  by  the  committee  cost  approxi- 
mately $50  for  twenty-eight  minutes  of  tele- 
phone time.  However,  the  number  of  com- 
mittee members  should  be  small,  preferably  a 
maximum  of  six  or  seven.  The  agenda  must 


in  a wide  variety  of  cancer  activities  through- 
out  New  York  State,  as  well  as  at  the  national 
and  international  levels. 

We  feel  your  committee  has  been  active  and 
successful  in  carrying  out  a wide  variety  of 
programs,  as  well  as  being  a stimulus  to  many 
other  groups  in  New  York  State.  Coordina- 
tion and  liaison  have  been  effective  with  other 
cancer  groups,  and  cross-fertilization  of  ideas 
and  programs  is  steadily  increasing. 

Acknowledgments.  The  chairman  would 
like  to  take  this  opportunity  to  officially  com- 
mend the  members  of  his  committee  and  to 
thank  them  for  their  vigorous  efforts  during 
this  past  year.  Also  we  would  like  to  thank 
Norman  S.  Moore,  M.D.,  and  Irving  L.  Ershler, 
M.D.,  for  their  help  in  our  activities  and  to 
Miss  Dorothy  Smith  we  extend  our  sincere 
appreciation  for  her  secretarial  services.  I 
would  also  like  to  mention  my  own  secretary, 
Mrs.  Patricia  Pope,  who  has  contributed  in 
many,  many  ways  to  my  ability  to  function 
effectively  as  chairman  of  this  committee. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D. 


be  carefully  prepared  in  advance  and  pertinent 
material  mailed  to  each  member  prior  to  the 
meeting.  In  addition,  since  the  recording  de- 
vice cannot  distinguish  voices,  it  is  important 
for  each  speaker  to  identify  himself  by  name 
each  time  he  speaks. 

The  committee  has  been  interested  in  pro- 
grams to  train  nurses  for  coronary  care  units 
and  to  establish  guidelines  for  initial  training 
and  training  at  a later  date  to  maintain  high- 
level  efficiency.  Approximately  one  third  of 
these  nurses  are  lost  each  year  because  of 
transfer  to  other  areas,  loss  of  interest,  mar- 
riage, and  other  reasons. 

The  licensing  of  patients  with  heart  disease 
to  drive  automobiles  was  discussed  at  several 
committee  meetings.  The  chairman,  a con- 
sultant to  the  division  of  medical  services  of  the 
New  York  State  Health  Department,  reported 
that  the  division  was  preparing  recommenda- 
tions on  this  matter  for  implementation  by  the 
Commissioner  of  Motor  Vehicles. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 
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Chronic  Pulmonary  Diseases 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Chronic 
Pulmonary  Diseases  are  as  follows: 

Frank  G.  Maxon,  Jr.,  M.D.  Chairman . Albany 


Joseph  Fusco,  M.D Columbia 

Edward  H.  Robitzek,  M.D Richmond 

Marshall  H.  Williams,  Jr.,  M.D Bronx 


The  committee  met  in  May,  and  it  was  agreed 
that  the  term  chronic  pulmonary  disease  should 
include  tuberculosis  as  well  as  chronic  obstruc- 
tive pulmonary  emphysema,  chronic  bronchitis, 
asthma,  chronic  interstitial  pulmonary  fibrotic 
diseases,  and  their  acute  complications,  certain 
pulmonary  malignant  conditions,  and  others. 

The  problem  of  tuberculosis  treatment  was 
discussed,  and  it  was  recommended  unani- 
mously that  tuberculosis  treatment  be  given 
in  general  hospitals,  as  outlined  by  the  Na- 
tional Tuberculosis  and  Respiratory  Disease 
Committee.  It  was  recognized  that  problems 
in  financial  responsibility  might  develop  from 
Title  18,  Title  19,  and  the  existing  laws  of  New 
York  State  regarding  reimbursement  for  tu- 
berculosis care  and  would  require  administra- 
tive consideration.  It  was  further  recognized 
that  the  continued  magnitude  of  the  tuberculo- 
sis problem  in  the  New  York  Metropolitan  area, 
together  with  the  current  overcrowded  facili- 
ties in  general  hospitals  in  this  area,  would 
delay  the  recommendation  that  a similar  policy 
be  endorsed  for  New  York  City  as  a whole. 

The  committee  estimates  that  at  least  10  to 
15  beds  per  100,000  population  would  be  re- 
quired in  upstate  New  York  and  that  this  fig- 
ure should  be  higher  for  New  York  City. 

It  was  also  apparent  that  a significant  per- 
centage of  patients  with  acute  tuberculosis  will 
not  be  candidates  for  ambulatory  therapy,  and 
that  facilities  for  more  prolonged  custodial 
care  will  have  to  be  maintained. 

Because  of  the  peculiar  clinical  features  of 
tuberculosis,  and  the  social,  psychological,  and 
public  health  aspects,  it  is  recommended  that 
courses  in  treatment  of  tuberculosis  be  for- 
mally scheduled  in  medical  college  and  house- 
staff  training  programs.  This  could  be  given 
concurrently  with  courses  in  chest  diseases  at 
the  various  levels  of  training. 

The  committee  urges  every  university  hospi- 
tal in  the  State  to  have  a division  of  pulmo- 
nary diseases  under  the  direction  of  a medical 
specialist  in  chest  diseases  on  full-time  basis. 
There  should  be  specific  objectives  in  the  edu- 
cation program  on  diseases  of  the  chest,  in- 
cluding tuberculosis,  for  medical  students,  house 
staff,  fellows,  physicians  in  practice,  nurse 
specialists,  inhalation  therapists,  sociologists, 
technicians,  and  others.  Programs  in  all  phases 
of  pulmonary  disease,  from  the  diagnostic  and 
therapeutic  standpoint,  should  be  provided  for 
outpatient,  inpatient,  and  intensive  care  per- 
sonnel. In  the  university  setting  there  should 
be  complete  laboratory  facilities  (bacterio- 
logic,  radiologic,  and  pulmonary  physiologic). 


Complete  consultative  services,  particularly  in 
cardiology  and  thoracic  surgery,  should  be  im- 
mediately available.  Social  services  and  reha- 
bilitative support  are  essential. 

Such  an  organization  at  the  university  level 
would  provide  a focal  point  from  which  train- 
ing programs  for  regional  community  hospitals 
could  emanate  and  would  be  a training  base 
not  only  for  physicians  but  for  the  essential 
paramedical  groups.  Furthermore,  represent- 
atives from  such  centers  could  be  available  to 
community  hospitals  in  planning  for  expansion 
or  development  of  pulmonary  disease  facilities. 
The  community  problem  could  be  analyzed  and 
appropriate  advice  for  this  type  of  hospital 
could  be  offered  and  expedited.  It  might  be 
well  to  consider  an  outline  of  standards  or 
various  classifications  of  community  hospitals 
which  would  provide  helpful  guidelines. 

Any  program  or  sophisticated  planning  of 
diagnostic  and  therapeutic  expansion  in  a com- 
munity hospital  would  be  most  effective  if  two 
or  more  members  of  the  attending  staff  were,  or 
would  become,  well  informed  on  chest  diseases. 
This  is  essential  for  supervising  technical  and 
other  paramedical  personnel,  interpreting 
physiologic  and  other  studies,  and  in  directing 
intensive  respiratory  care  on  a consultation  ba- 
sis. This  can  best  be  carried  out  in  the  smaller 
community  hospital  on  a rotation  basis  using 
the  “unit  physician”  plan.  In  this  plan  the 
physician  supervising  and  interpreting  the  pul- 
monary function  studies  acts  as  the  consultant 
in  intensive  respiratory  care  during  his  tour  on 
service.  Furthermore,  any  community  hospital 
developing  an  intensive  respiratory  care  facil- 
ity must  have  an  adequate  basic  corps  of  lab- 
oratory, technical,  and  ancillary  personnel,  in 
addition  to  reliable  and  effective  equipment.  It 
is  urged  that  effective  programs  for  training  of 
such  specialized  personnel  be  expanded  in  a 
practical  manner.  Current  experience  suggests 
that  this  may  effectively  be  accomplished  by  on- 
the-job  training  programs  and  that  a specific 
academic  knowledge  need  not  be  a necessity. 

A program  for  subsidizing  practicing  physi- 
cians to  gain  experience  at  the  university-hos- 
pital level  to  apply  to  their  work  in  community 
hospitals  should  be  developed.  Professional 
nursing  and  technical  personnel  from  an  es- 
tablished center  should  be  made  available  to 
the  community  hospital  to  provide  advice  in 
strengthening  programs.  This  leads  to  other 
recommendations,  such  as  visits  extending  over 
several  days  by  a consultant  physician  who 
specializes  in  chest  diseases  to  the  staff  of  a 
community  hospital.  The  development  of  a 
locum  tenens  system  for  the  community  physi- 
cian who  elects  to  spend  time  at  a university 
center  is  worth  considering. 

This  committee  is  concerned  with  the  increas- 
ing tendency  of  departments  of  radiology  to  im- 
pose restrictions  on  chest  physicians  in  per- 
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forming  chest  fluoroscopy,  personally  reviewing 
chest  x-ray  films,  and  ordering  specific  radio- 
logic  examination  procedures  in  certain  hospi- 
tals. The  committee  feels  that  since  the  physi- 
cian who  specializes  in  chest  diseases  has  a de- 
tailed evaluation  of  the  patient,  he  is  in  the  best 
position  to  decide  on  and  evaluate  the  appropri- 
ate radiologic  procedures.  This  trend  should 
be  brought  to  the  attention  of  the  component 
county  medical  societies  and  through  them  to 
the  chairmen  of  staffs  of  the  hospitals  in  which 
this  situation  exists.  It  is  further  suggested 
that  these  views  would  apply  to  other  subspe- 
cialty practices,  such  as  gastroenterology,  car- 
diology, biology,  neurology,  and  others. 

It  is  recommended  that  the  State  Medical  So- 
ciety obtain  information  from  the  chairmen  of 
the  departments  of  medicine  in  each  medical 
college  in  New  York  State  regarding  teaching 
programs  on  diseases  of  the  chest  for  medical 
students,  house  officers,  and  fellows.  These  pro- 
grams already  may  be  available  through  the 
New  York  State  Tuberculosis  and  Respiratory 
Disease  Association. 

It  is  further  recommended  that  the  New  York 


Comprehensive  Health  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Compre- 
hensive Health  Planning  are: 

Waring  Willis,  M.D.,  Chairman. Westchester 


Dallas  E.  Billman,  M.D Steuben 

Bruce  E.  Chamberlain,  M.D Onondaga 

G.  Rehmi  Denton,  M.D Albany 

Kenneth  H.  Eckhert,  M.D Erie 

Ralph  S.  Emerson,  M.D Nassau 

Gerald  L.  Glaser,  M.D Monroe 

George  Himler,  M.D New  York 

T.  D.  Pemrick,  M.D Rensselaer 

Joseph  F.  Shanaphy,  M.D Richmond 

Edward  Siegel,  M.D Clinton 

Richard  E.  Sullivan,  M.D Broome 

Lester  R.  Tuchman,  M.D New  York 

George  T.  C.  Way,  M.D Dutchess 


Through  the  medium  of  this  committee,  the 
State  Medical  Society  has  attempted  over  the 
last  eighteen  months  to  educate  the  physicians 
of  the  State  concerning  the  extent  and  im- 
portance of  the  provisions  of  PL  89-749.  The 
committee  also  has  attempted  to  supervise  the 
involvement  of  physicians  by  providing  infor- 
mation, support,  and  direction  to  the  county 
medical  societies.  Since  most  of  the  county 
medical  societies  of  the  State  are  now  involved 
to  some  degree  in  this  planning,  the  committee 
feels  that  its  efforts  have  been  reasonably  suc- 
cessful. 

At  the  present  time,  most  of  the  regional 
plans  have  already  received  the  endorsement  of 
the  State  Comprehensive  Health  Planning  Com- 
mission, some  have  been  funded  by  the  Federal 
government  for  organizational  activities,  and 


State  Tuberculosis  and  Respiratory  Disease  As- 
sociation, through  its  affiliates,  obtain  a survey 
of  the  current  diagnostic  facilities  available  in 
the  general  hospitals  in  New  York  State,  in- 
cluding New  York  City. 

It  became  obvious  to  the  committee  that  their 
interests,  aims,  and  recommendations  do  paral- 
lel those  of  the  New  York  Trudeau  Society 
(medical  section  of  the  New  York  State  Tuber- 
culosis and  Respiratory  Disease  Association), 
of  the  New  York  Chapter  of  the  American  Col- 
lege of  Chest  Physicians,  and,  particularly,  of 
the  Regional  Medical  Programs  and  their  con- 
sulting committees  in  pulmonary  disease.  It  is 
recommended  that  representatives  of  all  these 
groups  be  brought  together  to  avoid  fragmen- 
tation of  effort  in  developing  the  many  facets  of 
a successful  program  on  pulmonary  disease. 
This  committee  feels  that  the  State  Medical  So- 
ciety, hopefully  with  the  endorsement  of  the 
Commissioner  of  Health  of  the  State  of  New 
York,  could  effectively  coordinate  such  a con- 
ference. 

Respectfully  submitted, 

Frank  C.  Maxon,  Jr.  M.D.,  Chairman 


a few  have  not  as  yet  been  approved.  Few,  if 
any,  have  received  operational  grants. 

This  period  of  organization  is  an  important 
time  for  all  groups  interested  in  taking  part  in 
comprehensive  health  planning.  Unless  the 
component  groups  are  present  and  active  and 
unless  organizational  relationships,  structures, 
and  benefits  are  carefully  designed  during  this 
period,  many  groups  will  find  that  they  have 
little  influence  during  the  period  of  operational 
activities.  It  is  during  this  formative  time, 
then,  that  physicians  should  give  maximum  co- 
operation to  establish  close  relationships. 

The  following  5 agencies  have  been  recog- 
nized as  regional  representatives  by  the  State 
Health  Planning  Commission  and  have  been 
funded  by  Federal  organizational  grants: 

1.  Western  New  York  (6  counties)  : Erie, 

Niagara,  Genesee,  Wyoming,  Chautauqua,  and 
Cattaraugus ; 

2.  Ontario,  or  Genesee,  region  (11  counties) : 
Orleans,  Monroe,  Wayne,  Livingston,  Ontario, 
Seneca,  Yates,  Allegany,  Steuben,  Schuyler, 
and  Chemung; 

3.  Central  New  York,  or  so-called  Chips 

(Community  Health  Information  and  Planning 
Council),  (5  counties):  Cayuga,  Onondaga, 

Cortland,  Madison,  and  Oswego ; 

4.  Nassau-Suffolk  area;  and 

5.  New  York-Pennsylvania  region,  Tioga  and 
Broome  in  New  York  and  Bradford  and  Sus- 
quehanna in  Pennsylvania. 

In  addition,  the  following  regions  have  been 
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approved  but  are  waiting  for  Federal  review 
and  grants: 

1.  The  Coordinating  Council  (five  counties 
of  the  City  of  New  York),  through  the  city- 
government  sponsored  plan,  has  been  approved 
by  the  Commission  in  the  hope  that  they  will 
be  able  to  draw  essential  support  from  the  five 
counties  comprising  the  First  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
and  the  Hospital  Review  and  Planning  Council. 

2.  The  Tompkins  and  Chenango  area  is  in 
the  process  of  making  a decision  on  whether  or 
not  to  join  New  York  10  or  Chips. 

3.  The  northern  region,  which  includes  the 
Counties  of  Franklin,  Clinton,  St.  Lawrence, 
and  Hamilton  are  still  preparing  applications 
for  organizational  grants. 

4.  The  Herkimer  and  Oneida  area  received 
approval  by  the  Commission  but  is  awaiting 
Federal  review. 

5.  In  the  Albany  area,  which  includes  Scho- 
harie, Albany,  Rensselaer,  Columbia,  Otsego, 
Delaware,  Green,  Schenectady,  Montgomery, 
and  Fulton,  the  application  of  the  Hospital  Re- 
view and  Planning  Council  has  been  disap- 
proved. Several  counties  are  meeting  at  the 
present  time,  and  it  seems  that  this  area  will 


Data  Processing  in  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Data 
Processing  in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman 

New  York 

William  J.  Burke,  M.D Westchester 

Samuel  R.  Burnett,  M.D Schenectady 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Terence  W.  Murphy,  M.D New  York 

Leon  Pordy,  M.D New  York 

Charles  Weller,  M.D Westchester 

Robert  K.  Ausman,  M.D.,  Adviser Erie 

William  J.  Mueller,  Adviser Onondaga 

During  the  year  the  committee  has  been  ac- 
tive in  several  areas.  A Session  on  Data  Proc- 
essing was  presented  at  the  annual  meeting 
of  the  State  Medical  Society  held  in  February, 


Disaster  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Disaster 
Medical  Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman.  Queens 


William  G.  Abel,  M.D Suffolk 

Robert  C.  Kessler,  M.D Monroe 

Patrick  E.  O’Hara,  M.D Broome 

Russell  W.  Greenhalgh,  M.D Onondaga 


break  up  into  smaller  regional  areas  of  three 
or  four  counties.  As  a matter  of  fact,  Sara- 
toga, Warren,  and  Washington  Counties  are 
now  meeting  to  form  a smaller  regional  group. 

6.  Each  county  of  the  Mid-Hudson  Region, 
consisting  of  Sullivan,  Ulster,  Dutchess,  Or- 
ange, Putnam,  Rockland,  and  Westchester,  has 
plans  under  way,  but  there  is  a reluctance  to 
cooperate  because  of  fear  that  well-organized 
and  more  populated  Westchester  County  may 
dominate  the  region.  At  present  consideration 
is  being  given  to  Rockland  and  Westchester 
forming  a regional  group  in  the  lower  part  of 
the  area  and  the  northern  counties  cooperating 
together. 

From  this  list,  one  can  see  that  there  are 
still  several  hurdles  to  clear  before  all  areas  in 
the  State  are  embarked  on  an  organizational 
effort.  However,  progress  is  being  made  with 
increasing  speed. 

This  committee  will  continue  its  communica- 
tions and  efforts  through  the  organizational 
phase  into  the  operational  phase  so  that  the 
voice  of  the  physician  will  be  recorded  on  all 
matters  affecting  health  care. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 


1969.  Despite  inclement  weather,  approxi- 
mately 50  people  attended  the  session. 

During  the  year  we  participated  in  medical 
society  meetings  in  upstate  New  York  and  Long 
Island.  We  have  been  invited  to  conferences 
on  the  relationship  of  computers  to  medicine 
and  have  reviewed  articles  for  publication. 

The  committee  held  its  business  meeting  on 
May  27  at  New  York  University  Medical 
School.  The  committee  will  participate  in  the 
1970  annual  meeting  of  the  State  Medical  So- 
ciety as  sponsors  of  the  session  on  Computers 
in  Medicine.  In  addition,  the  committee  is  co- 
ordinating exhibits  for  medical  data  processing 
at  this  meeting. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 


The  committee  met  in  June,  and  the  recent 
history  of  this  committee  was  reviewed.  The 
re-establishment  of  the  committee  by  action  of 
the  1969  House  of  Delegates  supports  the  AM  A 
position  that  state  societies  should  maintain 
liaison  between  national  and  county  medical 
societies  and  the  practicing  physicians.  A sup- 
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plementary  report  to  the  1968  House  of  Dele- 
gates regarding  a survey  of  county  medical 
societies  stated  that  out  of  32  county  medical 
societies  24  had  civil  defense  or  disaster  medi- 
cal care  committees.  It  should  be  noted,  how- 
ever, that  several  of  the  61  counties  involved 
have  combined  facilities.  Ten  counties  reported 
that  they  cooperate  with  local  civil  defense  offi- 
cials in  coordinated  activities.  This  would  indi- 
cate that  those  officials  regard  hospital  and 
ambulance  services  as  the  major  health  re- 
sources in  disasters  rather  than  the  34,000 
practicing  physicians. 

Recent  activities  of  the  committee  are  as 
follows: 

1.  On  April  12,  your  chairman  participated 
in  a meeting  of  the  Emergency  Medical  Care 
Institute  for  Associate  Degree  Colleges  at  the 
Upstate  Medical  Center,  Syracuse. 

2.  Your  chairman  revised  the  “Tear  Gas 
Advisory”  which  was  published  in  the  1969 
issue  of  Current  Therapy  by  adding  “CS,”  a 
more  active  tear  gas  and  less  toxic  lachrymator 
than  chloracetphenone  and  Chemical  Mace. 
This  added  information  appeared  in  the  1969 
reprints  and  will  also  appear  in  the  1970  issue 
of  Current  Therapy. 

3.  On  May  12  Rochester  had  a city-wide 
disaster  drill  in  which  the  Medical  Society  of 
the  County  of  Monroe  participated.  Dr.  Kessler 
supplied  the  1968-1969  Bulletin  and  Annual 
Directory  of  the  Seventh  District  Branch, 
which  contains  such  items  as  Physicians  Pro- 
cedure During  Disaster,  Medical  Stockpiles, 
Blood  Collection,  and  Depots  Civil  Defense  In- 
formation. The  radio  nets  and  alerting  sys- 
tems are  outstanding. 

4.  On  May  17  Genessee  County  Medical  So- 
ciety, under  the  direction  of  Joseph  Diasio, 
M.D.,  chairman,  Disaster  Committee,  staged 
a mock  airplane  crash  at  Genesee  County  Air- 
port in  which  149  victims  were  to  be  treated. 

5.  May  28  a program  on  “Disaster  Medical 
Care  Planning  for  the  City  of  New  York”  was 
presented  at  New  York  University.  Certain 
facts  were  pointed  out,  namely,  that  the  18,600 
physicians  in  New  York  City  represented  a 
health  resource  that  should  be  included,  in  addi- 
tion to  hospitals,  in  medical  disaster  planning 
programs,  that  Health  Department  personnel 
might  find  it  difficult  to  reach  their  assigned 
posts  of  duty  at  aid  stations  and  neighborhood 
care  centers,  and  that  more  than  200  body  bags 
should  be  available  for  use  by  the  New  York 
City  Police  Department. 

On  July  16,  in  conjunction  with  the  AM  A 
meeting  a program  was  presented  on  “Aircraft 
Disaster”  and  involved  six  related  topics.  At 
the  meeting  the  U.S.  Atomic  Energy  Commis- 
sion distributed  the  1969  issue  of  Emergency 


Handling  of  Radiation  Accident  Cases  for 
Physicians,  Nurses,  Hospital  Administrators, 
and  Ambulance  Rescue  Squads.  Copies  of 
these  booklets  can  be  obtained  from  Atomic 
Energy  Commission,  New  York  Operations 
Office,  376  Hudson  Street,  New  York,  New 
York  10014. 

On  July  23  a city-wide  disaster  exercise  was 
held  in  Syracuse. 

An  incidental  matter  of  interest  came  to 
light  at  our  June  25  meeting;  the  three-county 
medical  societies  of  Monroe,  Onondaga,  and 
Queens  had  independently  concluded  that  over- 
all the  best  utilization  of  physicians  in  disasters 
would  be  for  them  to  serve  in  their  communities 
until  summoned  elsewhere. 

The  following  recommendations  were  made: 

1.  The  editorial,  “Role  of  the  Physician  in 
Disaster  Medicine,”  which  appeared  in  the 
August  15,  1966  issue  of  the  New  York  State 
Journal  of  Medicine,  should  be  reprinted  an- 
nually. 

2.  The  Bureau  of  Emergency  Medical  Serv- 
ices of  the  New  York  State  Department  of 
Health  be  requested  to  advise  county  officials 
concerned  with  disaster  programs  that  coordi- 
nation with  county  medical  societies  on  medical 
aspects  might  be  fruitful. 

3.  Disaster  medical  care  is  an  ongoing  ac- 
tivity of  the  AMA,  requiring  liaison  between 
state  and  county  medical  societies  and  the  prac- 
ticing physicians.  To  effect  such  liaison, 
county  medical  societies  or  groups  of  medical 
societies  should  establish  appropriate  commit- 
tees. 

4.  The  potential  of  disaster  inherent  when 
large  numbers  of  people  gather  at  camp-out 
sites  is  worthy  of  note.  Certainly  state  and  local 
health  authorities  should  be  made  aware  of  any 
planned  gathering. 

The  local  county  health  officer  and  medical 
society  were  not  officially  notified  about  a 
Queens  County  three-day  Scout-O-Ree  for 
30,000  boys,  and  the  casualty  rate  was  about 
0.8  per  cent.  Also  on  one  day  75,000  to  80,000 
persons  were  in  Central  Park  in  August;  a 
three-day  music  festival  brought  a field  army 
of  460,000,  mostly  campers,  to  the  small  Sulli- 
van County  community  of  Bethel.  The 
casualty  rate  was  over  1 per  cent  with  two, 
and  possibly,  four  deaths. 

It  would  appear  that  if  current  regulations 
are  not  applicable,  the  State  Medical  Society 
should  recommend  the  introduction  of  ap- 
propriate legislation  to  insure  larger  camp- 
sites. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 
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Forensic  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic 
Medicine  are  as  follows: 

Milton  Helpern,  M.D.,  Chairman.  .New  York 


Victoria  A.  Bradess,  M.D Westchester 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Valentino  D.  B.  Mazzia,  M.D New  York 

John  C.  Sherman,  M.D Schenectady 

Arthur  A.  Stein,  M.D Albany 


A meeting  of  the  committee  was  held  on  July 
18. 

In  1967,  the  committee  had  voted  to  start  a 
pilot  study  in  the  Rochester  area  of  the  feasi- 
bility of  setting  up  a medical  examiner  system 
on  a district  basis  to  provide  an  effective  of- 
ficial service  for  a group  of  contiguous  coun- 
ties. The  committee  member  who  was  assigned 
to  do  this  relinquished  his  official  post  as  medi- 
cal examiner  before  this  study  could  be  com- 
pleted. It  was  the  consensus  of  the  committee 
that  a State  medical  examiner  system  was  not 
feasible,  but  that  a State-wide  system  on  a 
district  basis  with  the  districts  corresponding 
to  the  district  branches  of  the  State  Medical 
Society  or  the  judicial  districts,  might  be  and, 
therefore,  should  be  investigated.  Everyone 
was  of  the  opinion  that  eventually  the  coroner 
system  should  be  replaced  throughout  the  State, 
but  that  the  major  difficulty  in  this  regard  is 
the  scarcity  of  interested  and  qualified  trained 
physicians,  pathologists,  and  other  scientific 
personnel  willing  to  take  on  the  responsibility 
of  this  important  work. 

The  committee  again  discussed  the  urgent 
need  for  trained  medical  examiners.  Physi- 
cians do  not  appear  to  be  interested  in  becom- 
ing anatomical  pathologists  as  evidenced  by 
the  large  number  of  unfilled  residencies  in  this 
specialty  throughout  the  country.  Because  of 
this  there  exists  a serious  shortage  of  pathol- 
ogists available  for  the  subspecialty  of  foren- 
sic pathology,  and  few  physicians  are  seriously 
interested  in  the  investigative  aspects  of  sud- 
den, suspicious,  and  violent  deaths.  The  sub- 
jects of  Forensic  Medicine  and  Pathology  are 
neglected  in  most  medical  schools  where  inter- 
est in  these  important  specialties  should  origi- 
nate and  be  fostered,  in  line  with  the  growing 
emphasis  now  being  placed  on  community  med- 
icine. Medical  examiners  have  been  practicing 
community  medicine  and  public  health  for 
years;  for  example,  in  their  responsibility  for 
the  detection  of  the  increasing  number  of 
deaths  arising  out  of  narcotic  addiction  and 
deaths  from  ingestion  of  labeled  and  unlabeled 
poisons  and  other  hazards  in  the  home  and  in 
industry. 

Medical  investigators  are  also  in  short  sup- 
ply, and  the  need  for  such  physicians  is  great 
and  urgent.  Although  trained  physicians  are 
desirable  because  of  the  medical  aspects  of  sud- 
den, suspicious,  and  violent  deaths,  the  present 


inability  to  recruit  such  persons  may  compel 
the  training  and  employment  of  lay  persons 
for  this  work.  This  is  actually  a regressive 
step,  but  if  it  must  be  taken,  adequate  career 
training  will  have  to  be  provided  for  them  in 
accredited  training  centers.  Perhaps  the  com- 
munity colleges  could  be  utilized  for  such 
courses,  and  the  recruitment  might  come  from 
the  ranks  of  former  hospital  corpsmen,  police 
officers,  and  others  with  a genuine  interest  in 
this  type  of  work. 

There  was  considerable  discussion  on  causes 
of  operating  room  deaths  and  the  need  for  of- 
ficial investigation  of  these  deaths  as  well  as 
those  occurring  during  diagnostic  and  thera- 
peutic procedures.  The  operating  room  deaths 
should  be  investigated  at  the  hospital  immedi- 
ately after  the  occurrence  by  a disinterested 
anesthesiologist  working  out  of  a medical  ex- 
aminers office  to  provide  the  basis  for  a valid 
correlative  study  of  circumstances  and  autopsy 
findings  as  the  latter  alone  are  usually  nonre- 
vealing. 

The  committee  agreed  that  reports  from 
medical  examiners’  and  coroners’  reports,  with 
the  exception  of  those  concerned  with  deaths 
from  criminal  violence,  should  be  made  avail- 
able to  interested  parties.  The  criminal  case 
records  are  only  to  be  released  with  the  per- 
mission of  the  appropriate  district  attorney  to 
whom  they  are  initially  reported. 

In  trying  to  provide  some  solution  to  the 
over-all  problem,  the  committee  is  sending  out 
a questionnaire  similar  to  the  one  circulated 
nationally  by  the  National  Association  of  Med- 
ical Examiners  to  all  the  counties  in  the  State 
to  determine  the  number  of  deaths  being  re- 
ported for  official  investigation  out  of  the  total 
number  of  deaths,  the  facilities  and  type  of 
investigation  being  carried  out,  and  the  budget- 
ary provisions.  A report  of  this  survey  will 
be  prepared.  Preliminary  data  indicate  that 
deaths  resulting  from  narcotic  addiction  and 
from  alcoholism,  of  importance  to  the  public 
health,  are  being  reported  unevenly  and  incom- 
pletely not  only  in  the  State  of  New  York  but 
nationally.  There  is  considerable  lack  of  uni- 
formity in  the  reporting  of  the  causes  of  such 
deaths,  and  it  is  difficult  to  obtain  reliable  sta- 
tistics of  their  incidence. 

Official  medicolegal  autopsies  are  being  per- 
formed improperly  or  not  at  all  even  when 
clearly  indicated,  and  in  cases  of  violent  and 
nonviolent  death  the  causes  are  often  obscured 
or  incorrectly  stated.  The  difficulty  even  in 
the  cases  of  obvious  criminally  violent  deaths 
arises  mainly  because  of  the  shortage  of  quali- 
fied physicians  and  pathologists  to  perform 
these  postmortem  investigations  and  autopsies, 
many  of  which  are  being  done  poorly.  Profes- 
sional work  in  this  area  must  be  thorough  and 
carried  out  with  understanding  of  the  problems 
involved.  In  addition  to  the  types  of  death 
mentioned,  deaths  caused  by  motor  vehicle  ac- 


156  New  York  State  Journal  of  Medicine  / January  1,  1970 


cidents,  “crib  deaths,”  and  those  with  obscure 
causes  should  be  routinely  investigated  and  au- 
topsies performed. 

The  committee  recognized  that  the  increas- 
ing difficulty  in  recruitment  of  pathologists  for 
official  work  also  resulted  from  the  competition 
of  hospitals  and  private  laboratories  for  these 
specialists’  services.  The  government  at  pres- 
ent cannot  offer  the  attractive  salaries  or  in- 
comes which  pathologists  receive  from  nonof- 
ficial employment  and  practice. 

Although  it  may  become  necessary  to  train 
paramedical  personnel  for  initial  investigation 


General  Practice 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  General 
Practice  are  as  follows : 

George  Liberman,  M.D.,  Chairman . . . .Kings 

G.  Alex  Galvin,  M.D Tompkins 

Joseph  F.  Palmieri,  M.D Suffolk 

Joseph  B.  Robinson,  M.D Albany 

Samuel  Wagreich,  M.D Bronx 

Intra-Commission  Relationships.  The  gen- 
eral practitioner  continues  to  manifest  his  deep 
and  continued  interest  in  all  aspects  of  public 
health  and  his  willingness  to  actively  cooperate 
with  the  appropriate  committees  of  this  Com- 
mission in  such  areas  as  drug  abuse,  narcotic 
addiction,  pollution,  industrial  and  occupational 
health,  auto  safety,  cancer  prevention,  mental 
health,  and  others.  If  desired,  we  would  be 
pleased  to  recommend  interested  and  knowl- 
edgeable general  practitioners  for  appointment 
to  the  various  committees. 

Sex  Education  in  Schools.  We  support  the 
concept  of  health  education,  including  sex  edu- 
cation, being  a required  course  of  study  in  our 
schools  as  it  is  in  the  interest  of  better  public 
health. 

Medicaid  Program.  The  Medicaid  Program, 
as  a major  public  health  program,  can  best 
serve  the  public  by  providing  quality  medical 
care  and  insuring  the  participation  of  physi- 
cians by  setting  reasonable  and  realistic  fee 
schedules.  It  cannot  be  served  by  government 
agencies  taking  unilateral  action  to  create  fee 
schedules  which  make  it  impossible  for  par- 
ticipating physicians  to  continue  to  render  qual- 
ity medical  care.  We  support  the  efforts  of  the 
State  Medical  Society  to  resolve  the  problems 
inherent  in  the  implementation  of  this  program. 
We  applaud  the  intent  of  the  State  Medical 
Society  to  explore  actively  the  legality  of  the 
Medicaid  Law  in  New  York  State. 

Peer  Review.  We  believe  that  the  public  can 
be  served  by  Federal  and  State  legislation  that 
will  provide  immunity  from  suits  for  libel  and 
defamation  of  character  to  physicians  and  med- 
ical societies  participating  in  utilization  or  peer 


work,  it  was  re-emphasized  that  ideally  the  best 
investigative  work,  at  the  scene  of  sudden, 
suspicious,  or  violent  death,  is  done  by  a physi- 
cian trained  and  qualified  to  make  a medical 
evaluation  and  judgment  of  the  circumstances, 
the  signs  of  death,  and  the  need  for  an  autopsy, 
and  that  medicolegal  autopsies  should  be  per- 
formed by  qualified  forensic  pathologists  em- 
ployed in  an  official  capacity  with  a thorough 
knowledge  of  the  circumstances  of  the  case. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


review  committees  in  third  party  medical  pro- 
grams. 

Medical  Manpower.  The  availability  of  medi- 
cal manpower  for  underprivileged  areas  con- 
tinues to  be  a matter  of  serious  concern.  The 
greatest  demand  seems  to  be  for  more  general 
practitioners.  The  active  and  meaningful  par- 
ticipation of  all  our  medical  schools  in  a pro- 
gram that  would  concentrate  specifically  on  ed- 
ucating more  general  practitioners  could  help 
fill  this  need.  Accordingly,  and  as  a corollary 
to  the  Conklin  Law  which  mandates  the  estab- 
lishment of  clinical  departments  of  general 
practice  or  family  practice  in  our  State  sup- 
ported medical  schools,  we  should  petition  the 
New  York  State  Legislature  to  extend  the  law 
to  include  all  medical  schools  and  to  mandate 
the  establishment  of  departments  of  general 
practice  or  family  practice  in  community  hos- 
pitals and  medical  centers.  These  departments 
should  be  organized  by  general  practitioners 
who  would  be  responsible  for  administration  of 
the  program  as  well  as  patient  care.  We  must 
impress  our  medical  schools  with  the  fact  that 
a significant  part  of  their  function  is  to  pro- 
duce practicing  physicians. 

The  New  York  State  Academy  of  General 
Practice  is  presently  preparing  a list  of  sug- 
gested changes  in  medical  school  curriculum  to 
help  implement  the  establishment  of  clinical 
departments  of  family  practice  in  our  State- 
supported  medical  schools.  The  first  approved 
family  practice  resident-training  program  in 
New  York  City  has  been  established  at  the 
Lutheran  Medical  Center  in  Brooklyn.  There 
are,  of  course,  many  such  approved  programs 
throughout  New  York  State. 

Other  programs  that  merit  consideration  in 
our  efforts  to  resolve  the  medical  manpower 
problem  are  as  follows : 

1.  To  make  available  a tax  credit  ($20,000), 
similar  to  Federal  loans  to  medical  schools,  to 
physicians  who  choose  to  practice  in  an  area 
deemed  to  be  medically  underprivileged. 
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2.  To  amend  selective  service  legislation  so 
that,  after  the  military  has  fulfilled  its  require- 
ments for  manpower,  interested  physicians  can 
substitute  two  years  of  professional  service  in 
a medically  underpriviledged  area  to  satisfy  the 
required  military  service. 

The  following  statement  in  a report  by  Leo 
Swirsky,  M.D.,  chairman,  Ad  Hoc  Committee 
on  Medical  Manpower — Urban,  of  the  New 
York  State  Academy  of  General  Practice,  shows 
that  the  New  York  City  health  authorities  are 
totally  resistent  to  the  introduction  of  new 
methods  of  providing  medical  care  to  people  in 
underprivileged  areas: 

My  personal  efforts  in  Brooklyn  may  serve 
to  illustrate  the  problem  and  some  of  the  var- 
ious difficulties.  In  response  to  a mailing  to 
our  Brooklyn  membership  asking  if  they 
would  work  part  time  in  any  area  designated 
as  medically  deprived,  I received  by  return 
mail  150  affirmative  answers  with  no  strings 
attached.  All  they  wanted  to  know  was  when 
and  where.  I then  set  about  to  try  to  find  out 
who  needed  150  doctors  and  to  my  amazement 
found  no  takers.  All  the  medical  groups  that 
were  approached  had  no  suggestions.  Fi- 
nally, an  appointment  was  arranged  with  the 
New  York  City  Health  Services  Department. 
A letter  was  sent  to  me  giving  certain  cri- 


Health Manpower 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health 
Manpower  are  as  follows: 

Bruce  E.  Chamberlain,  M.D.,  Chairman 


Onondaga 

Myron  E.  Carmer,  M.D Wayne 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Robert  V.  Schatken,  M.D Delaware 

Robert  B.  Wallace,  M.D Oneida 

Franklyn  B.  Amos,  M.D.,  Adviser.  . . .Albany 
The  committee  met  on  June  26,  1969;  Dr. 


Chamberlain,  chairman;  Dr.  Amos,  adviser;  Dr. 
Carmer,  Dr.  Schatken;  and  Dr.  Wallace  were 
present. 

Report  to  1969  House  of  Delegates.  The 
committee  reconsidered  its  report  to  the  1969 
House  of  Delegates,  which  was  referred  back 
to  the  committee  by  the  Council.  In  review- 
ing items  1,  2,  3,  6,  9,  10,  11,  12,  and  16,  (see 
excerpts  from  1969  report,  page  160)  the  com- 
mittee reports  the  following  additional  com- 
ments and  actions. 

Item  1.  The  committee  recommends  that  a 
letter  be  drafted  for  circulation  to  presidents 
and  deans  of  all  medical  colleges  of  New  York 
State  emphasizing  the  points  made  in  para- 
graph 3 of  the  1969  report.  The  president  of 
the  State  Medical  Society  should  sign  this 


teria,  including  one  stating  that  the  doctors 
would  have  to  be  on  a full-time  basis.  Of 
course,  we  could  not  provide  150  doctors  for 
full-time  service  and  so  could  not  meet  any 
of  the  New  York  City  Health  Department’s 
criteria  for  assistance  or  help  in  setting  up 
medical  clinics  in  deprived  areas.  The  final 
result  of  all  of  this  effort  seems  so  incon- 
gruous and  so  unexpected  a result  of  such  an 
offer  on  the  part  of  so  many  individual  physi- 
cians that  it  seems  incomprehensible  to  me 
that  I could  make  such  suggestions  and  find 
no  opportunity  to  use  these  men  to  provide 
the  service  that  we  all  know  is  so  badly 
needed,  but  because  of  personal,  organiza- 
tional, and  underlying  attitudes  even  such  an 
offer  was  not  accepted. 

Educational  Programs  and  Accreditation.  A 
standard  procedure  has  been  established  by 
American  Academy  of  General  Practice  for  ac- 
creditation of  graduate  education  courses  for 
general  practitioners.  For  further  information 
on  this  program  contact  Maurice  Maltinsky, 
M.D.,  chairman,  Commission  on  Education,  New 
York  State  Academy  of  General  Practice,  84 
Main  Street,  Binghamton,  New  York. 

Respectfully  submitted, 

George  Liberman,  M.D.,  Chairman 


letter.  The  committee  further  recommends  that 
this  letter  accompany  appropriate  publicity  ma- 
terial for  public  information  in  the  news  media. 

Further  the  committee  recommends  that  staff 
personnel  of  the  State  Medical  Society  develop 
information  from  Regional  Medical  Programs, 
American  Association  of  Medical  Colleges, 
Health  Resources  Commission,  and  New  York 
State  Medical  Colleges  in  regard  to:  (a)  in- 

creased student  enrollment  of  medical  colleges 
from  respective  adjacent  local  areas,  ( b ) pro- 
grams of  recruitment  encouraging  enrollment, 
and  (c)  what  part  in  these  programs  can  be 
facilitated  by  county  medical  societies? 

Item  2.  The  discussion  and  recommendations 
in  item  1 should  apply  also  to  all  schools  for 
auxiliary  health  personnel  as  well  as  physi- 
cians. 

Item  3.  The  committee  recommends  that  this 
subject  be  referred  to  the  Legislation  Commit- 
tee, that  it  draft  an  appropriate  bill  for  the 
New  York  State  Legislature  proposing  the 
creation  of  an  “incentive  pool  of  funds”  for  the 
medical  colleges  of  New  York  State,  the  basis 
of  awards  relating  to  attainment  of  exemplary 
educational  objectives,  and  that  this  fund  be 
administered  by  the  New  York  State  Health 
Resources  Commission.  The  amount  appropri- 
ated is  to  be  determined. 
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Item  6.  Paragraph  2 relates  to  item  3. 

Item  8.  The  committee  feels  that  under  the 
present  system  of  admission  procedures  of 
medical  colleges,  a national  computerized 
matching  program  may  facilitate  the  process 
for  the  colleges  but  also  reiterates  the  previous 
recommendation  that  greater  emphasis  be 
placed  on  developing  continuum  and/or  com- 
bination courses  between  undergraduate  liberal 
arts  colleges  and  medical  colleges. 

Item  9.  The  committee  relates  this  matter 
to  the  proposal  expressed  in  item  3.  Incentive 
for  sound  experimentation  in  medical  education 
should  encourage  New  York  State  medical  col- 
leges to  improve  quality. 

Item  10.  The  committee  re-emphasizes  the 
statements  made  in  all  three  paragraphs. 

Item  11.  The  committee  requests  MSSNY 
staff  to  seek  out  reflections  of  attitude  of  the 
American  Association  of  Medical  Colleges  to- 
ward curriculum  change,  experimentation,  and 
evaluation  systems  for  major  changes,  citing 
specific  examples.  Is  there  a trend  toward  em- 
phasis on  comprehensive  medical  care  in  medi- 
cal colleges  in  the  United  States  and  in  New 
York  State? 

If  the  above  information  is  not  available,  the 
committee  would  then  propose  that  a question- 
naire, if  approved  in  concepts,  be  distributed  to 
medical  colleges  in  New  York  State. 

Item  12.  The  committee  discussed  in  con- 
siderable detail  the  concepts  and  programs  of 
training  and  utilization  of  types  of  professional 
assistants,  such  as  physician  assistant,  ortho- 
pedic assistant,  pediatric  assistant,  and  others. 
The  committee  proposes  that  the  name  “Medi- 
cal Service  Technician”  is  more  appropriate  for 
this  class  of  personnel. 

The  following  questions  were  asked : 

(а)  How  will  New  York  State  physicians 

accept  these  health  workers? 

(б)  How  will  the  public  accept  them  as 

substitutes  for  physicians? 

(c)  Who  will  utilize  their  services? 

(d)  Should  they  be  licensed  or  registered? 

The  following  report  summarizes  briefly  the 

salient  features  of  several  of  the  training  pro- 
grams of  assistant  personnel. 

Physician’s  Assistants  Program 

While  the  Health  Manpower  Report  (Report  of 
the  National  Advisory  Commission  on  Health  Man- 
power! of  1967  states  that  the  greatest  trends  indi- 
cate that  the  growth  and  the  output  of  personal 
health  services  will  exceed  the  growth  in  population, 
nearly  all  physicians  are  acutely  aware  of  a shortage 
in  health  manpower  from  physicians  to,  and  includ- 
ing, medical  technicians  of  all  sorts.  The  increased 
demand  for  such  services  has  been  in  large  part 
precipitated  by  the  Medicare  and  Medicaid  Pro- 
grams. Universities  and  colleges  have  attempted  to 
meet  this  challenge  by  increasing  the  number  of 
medical  schools  and  increasing  the  enrollment  of 
students  in  existing  facilities.  The  shortage  will 
continue  and  will  become  worse.  The  increase  in 
medical  specialization  and  the  reluctance  of  physi- 
cians to  leave  the  area  of  large  medical  teaching  in- 
stitutions has  further  reduced  effective  physician 
manpower,  especially  in  the  rural  areas.  As  a re- 
sult of  this,  several  programs  are  being  established 


to  create  “physician's  assistants"  or  medical  service 
technicians. 

One  of  the  original  programs,  started  at  Duke 
University,  has  already  graduated  several  physician’s 
assistants.  A similar  program  exists  at  Alderson- 
Broaddus  College,  Philippi,  West  Virginia.  The 
University  of  Colorado  has  begun  a more  ambitious 
program  for  “pediatric  associates,”  taking  five  years 
to  complete  (two  years  of  premedical,  two  years  of 
medical,  and  one  year  of  internship)  receiving  a 
Bachelor  of  Arts  degree  in  biology  at  the  end  of 
the  period.  The  City  College  of  San  Francisco  and 
Pacific  Medical  Center  have  begun  a program  for 
orthopedic  assistants. 

With  the  exception  of  the  Colorado  plan  which  is 
limited  to  pediatric  associates,  physician’s  assistants, 
could,  after  their  schooling,  be  readily  trained  in  a 
more  specialized  way  depending  on  how  they  might 
be  utilized. 

The  Duke  Plan  recommends  that  the  matriculat- 
ing student  in  a physician’s  assistants  program  be 
a former  medical  service  corpsman,  since  he  has  al- 
ready had  considerable  medical  training  and  ex- 
perience. A high  school  education  is  a necessity. 
Twenty-four  months  are  spent  at  Duke  University. 
The  program  is  divided  into  preclinical  and  clinical 
periods.  The  nine-months  preclinical  period  in- 
cludes courses  in  history,  philosophy,  and  ethics  of 
medicine,  laboratory  procedures,  animal  surgery,  in- 
troduction to  chemistry,  anatomy  and  physiology, 
pharmacology,  and  others.  The  clinical  curriculum 
covers  eight  weeks  of  training  in  each  of  the  major 
specialities  and  subspecialities,  including  administra- 
tive medicine,  but  not  obstetrics  and  gynecology. 
The  student  is  certified  as  a physician’s  assistant  on 
completion  of  these  courses  and  successfully  passing 
written  and  oral  examinations. 

Now,  how  can  he  be  utilized?  In  the  hospital 
some  of  his  functions  could  include  making  daily 
hospital  rounds  with  the  physician  and  making  prog- 
ress notes,  taking  case  histories,  giving  intravenous 
injections,  changing  routine  dressings,  making  sep- 
arate hospital  rounds  and  reporting  his  findings  to 
the  physician,  doing  a variety  of  tests  for  which  he 
has  been  especially  trained  and  has  become  pro- 
ficient, that  is  gastric  analysis,  glucose  tolerance 
tests,  and  others,  assisting  in  the  operating  room, 
changing  casts  and  adjusting  traction  apparatus, 
screening  patients  in  the  emergency  room,  counseling 
and  instructing  patients. 

In  a physician’s  office  he  might  greet  the  patient 
and  evaluate  the  over-all  problem,  take  the  case 
history  and  order  obviously  needed  laboratory  and 
x-ray  tests,  perform  several  of  the  physical  tests, 
such  as  visual  tests,  electrocardiograms,  blood  pres- 
sure, and  others.  He  might  make  notes  for  the 
physician  during  the  examination.  Other  duties 
could  include  answering  the  telephone,  making  ap- 
pointments and  scheduling  patients  for  further 
studies,  and  general  office  management.  He  could 
perform  simple  laboratory  tests,  give  first  aid  and 
make  routine  calls  to  nursing  homes  or  extended 
care  facilities.  A very  important  function  might  be 
to  assist  the  physician  with  some  research  project. 

This  list  is  far  from  complete  but  does  indicate 
the  extensive  usefulness  of  a physician’s  assistant. 

At  the  present  time  a major  problem  is  licensure 
or  registration  of  these  assistants.  In  Colorado  a 
bill  is  before  the  State  Legislature  to  license  the 
pediatric  associate.  Licensing  of  physician’s  assist- 
ants, however,  has  not  occurred  in  other  states,  and 
because  of  this  their  legal  status  is  not  known  at 
the  present  time. 

The  committee  recommends  that  a question- 
naire be  prepared  by  MSSNY  staff  for  distribu- 
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tion  to  component  county  medical  societies  re- 
lating to  the  questions  concerning  medical  serv- 
ice technicians. 

Further,  the  committee  recommends  that  leg- 
islation be  implemented  by  the  Legislative  Com- 
mittee for  registration  of  all  types  of  medical 
service  technicians  by  the  Department  of 
Health. 

Item  16.  Recognizing  the  importance  for 
study  of  present  licensure  laws  and  regulations 
for  all  health  service  personnel  in  all  states, 
especially  in  New  York  State,  for  the  develop- 
ment of  new  guidelines,  and  recognizing  the 
magnitude  of  the  Health  Manpower  Commit- 
tee’s task  in  other  matters  of  health  manpower, 
the  committee  recommends  that  the  matter  of 
licensure  be  referred  to  another  committee  of 
the  State  Medical  Society  or  to  a special  ad  hoc 
committee. 

The  following  are  excerpts  from  1969  an- 
nual report  to  the  House  of  Delegates  on  “Fu- 
ture Health  Manpower  and  Services.” 

1.  The  United  States  should  produce  a sufficient 
number  of  physicians  to  meet  its  needs  and,  further, 
should  assist  other  countries,  particularly  develop- 
ing nations,  to  improve  their  systems  of  medical 
education  and  their  levels  of  medical  practice  and 
public  health. 

Comment.  The  committee  feels  that  the  health 
manpower  crisis  is  not  simply  one  of  numbers  that 
can  be  met  by  increasing  the  numbers  of  physicians, 
dentists,  or  other  health  personnel.  It  feels  that 
there  is  need  for  improvement  in  the  organization 
and  the  systems  for  delivery  of  medical  care.  The 
committee  recognizes  the  increased  enrollment  in 
the  ten  medical  schools  in  New  York  State  and  the 
development  of  two  additional  medical  schools  in 
the  State.  It  believes  that  with  the  full  develop- 
ment of  these  12  medical  schools  an  adequate  num- 
ber of  physicians  for  New  York  State’s  needs  will 
be  provided.  The  committee  recognizes  that  a large 
number  of  physicians  do  not  enter  clinical  practice 
and  questions  whether  or  not  those  who  enter  the 
research  or  administrative  fields  of  medicine  should 
not  have  a different  type  of  training  from  that  of 
the  physician  who  plans  to  enter  clinical  practice. 

The  committee  believes  there  is  a maldistribution 
of  physicians  in  the  State  and  notes  with  dismay  the 
policy,  particularly  in  State  University  medical 
schools,  of  admitting  candidates  from  throughout 
the  State  rather  than  from  the  immediate  local 
areas. 

The  committee  recommends  that  all  medical 
schools  in  the  State  be  urged  to  give  priority  to 
students  from  New  York  State  and  that  the  State 
medical  schools  be  urged  to  give  priority  to  those 
from  the  areas  adjacent  to  the  medical  school  con- 
cerned. 

2.  The  production  of  physicians  should  be  in- 
creased beyond  presently  planned  levels  by  a sub- 
stantial expansion  in  the  capacity  of  existing  medical 
schools  and  by  continued  development  of  new  schools. 

Comment.  As  noted  in  number  1,  the  committee 
does  not  agree  that  there  is  a need  for  expansion  of 
medical  education  facilities  in  New  York  State,  be- 
yond that  presently  contemplated.  However,  it  be- 
lieves that  the  situation  should  be  reviewed  from 
time  to  time,  particularly  in  light  of  the  revised 
functions  of  health  personnel  and  the  recommended 
increased  use  of  auxiliary  health  personnel. 

3.  Federal  funds  in  support  of  capital  of  operating 
costs  of  education  should  be  provided  to  a medical 
school  in  such  a way  that  they  create  economic  in- 


centives for  the  school  to  expand  enrollment  while 
improving  its  quality.  Such  incentives  should  be 
based  on  increases  in  the  absolute  number  of  medical 
students. 

Comment.  The  committee  endorses  the  concept 
that  both  Federal  and  state  funds  for  expanded  en- 
rollment in  the  medical  schools  should  be  used.  It 
does  not  believe  that  the  sole  incentive  should  be  for 
increases  in  absolute  numbers,  but  careful  attention 
should  also  be  given  to  attainment  of  adequate  edu- 
cational objectives.  Some  of  these  are  considered  in 
later  recommendations. 

6.  The  Federal  government  should  carefully  ex- 
plore ways  to  provide  direct  support  for  the  edu- 
cational function  of  medical  schools. 

Comment.  The  committee  strongly  supports  this 
recommendation,  believing  that  the  educational  func- 
tion has  been  subordinated  to  the  research  function 
in  many  medical  schools  because  of  the  large  amount 
of  support  for  research  and  the  inadequate  support 
for  the  educational  function  of  the  school. 

The  committee  believes,  too,  that  state  funds 
should  be  made  available  to  medical  schools  on  a 
project-grant  basis  to  improve  the  educational  func- 
tion of  the  medical  schools. 

9.  The  Federal  government  should  markedly  ex- 
pand support  specifically  designated  for  research  in 
the  educational  process  for  physicians  and  other 
health  personnel. 

Comment.  The  committee  believes  there  is  need 
for  increased  research  in  the  educational  process  in 
medical  education  and  supports  this  recommendation. 

It  further  recommends  that  the  State  University 
develop  and  support  such  research  activities. 

10.  Formal  education  for  all  health  professionals 
should  be  conducted  under  the  supervision  of  uni- 
versities. This  would  include  graduate  training, 
such  as  internships,  residencies,  and  their  equiva- 
lents. 

Comments.  The  committee  feels  that  this  recom- 
mendation is  too  all-embracing;  it  agrees  that 
formal  education  leading  to  a degree,  whether  asso- 
ciate, baccalaureate,  or  graduate  should  be  under 
the  supervision  of  a university.  It  further  believes 
that  the  internship  should  be  associated  with  medical 
education  recognizing  that  the  internship  of  today 
repeats  much  of  the  work  in  the  clinical  clerkship 
period  of  the  senior  medical  student.  It  feels, 
therefore,  that  the  internship  should  be  related  to 
the  degree  in  medicine  and  should  be  under  the 
supervision  of  the  medical  school  to  the  end  that 
the  clinical  clerkship  and  internship  might  be  com- 
bined, thus  saving  one  year  of  medical  education. 

The  committee  does  not  believe  that  technical 
training  which  is  all  that  is  required  of  many  health 
professions  in  the  allied  health  field  needs  to  be  j 
under  university  supervision.  It  also  does  not  be- 
lieve that  residencies  should  be  under  such  super-  I 
vision  because,  in  general,  they  are  under  careful 
supervision  of  the  specialty  concerned.  This  is  more  I 
desirable  than  the  university  affiliation  since  the  \ 
residency  is  oriented  toward  the  practical  aspects. 

11.  Health  professional  schools  should  study  their  ! 
positions  in  the  continuum  of  education  and  develop  I 
and  implement  curriculum  revisions  aimed  at  in-  [ 
creasing  intellectual  stimulation  and  flexibility. 
Concurrently,  health  professional  schools  should  ini- 
tiate a continuing  functional  analysis  of  health  care 
against  which  the  substance  of  current  curriculums 
should  be  continuously  revised. 

Comment.  The  committee  agrees  with  this  recom- 
mendation and  stresses  that  with  the  rapid  change 
in  provision  of  health  services  and  the  increased 
knowledge  relative  to  health  care  there  is  a need  for 
constant  review  of  the  curriculum. 
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12.  The  Federal  government  should  give  priority 
to  the  support,  under  university  direction,  of  ex- 
perimental programs  which  train  and  utilize  new 
categories  of  health  professionals. 

Comment.  The  committee  recommends  that  both 
Federal  and  state  governments  give  priority  to  ex- 
perimental programs  concerned  with  the  training  and 
utilization  of  all  categories  of  health  professionals, 
new  as  well  as  existing  ones.  It  recommends  that 
state  ns  well  ns  Federal  support  be  given  for  demon- 
strations and  studies  and  urges  the  Health  Resources 
Commission  to  obtain  funds  for  such  purposes. 

16.  Professional  societies,  universities,  and  state 
governments  should  undertake,  with  Federal  support, 
studies  on  the  development  of  guidelines  for  state 
licensure  codes  for  health  personnel. 

Comment.  The  committee  believes  that  such  study 
is  needed  on  a state  level  as  well  as  the  recom- 
mended Federal  level.  This  study  should  incorpo- 
rate the  following: 

1.  Present  licensure  laws  and  regulations. 

2.  Agencies,  whether  they  be  government  or  pro- 
fessional, charged  with  such  licensure. 

3.  Endorsement  of  licensure,  issued  by  other  states 
or  by  professional  organizations. 

4.  Categories  of  health  personnel  who  should  be 
licensed. 

Any  study  undertaken  by  a state  should  be  inte- 
grated with  a national  study,  if  one  is  conducted, 
but  should  not  await  such  national  study. 

Resolution  69-90.  The  1969  House  of  Dele- 
gates approved  this  resolution  and  referred  it 


Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal 
and  Child  Welfare  are  as  follows: 

Merton  C.  Hatch,  M.D.,  Chairman.  Onondaga 


Robert  M.  George,  M.D Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Curtis  J.  Lund,  M.D Monroe 

Ralph  M.  Schwartz,  M.D Kings 

Clyde  L.  Randall,  M.D.,  Adviser Erie 


Early  in  1969,  as  a result  of  a request  from  a 
group  of  physicians  in  Utica,  we  were  asked 
by  the  Council  to  study  and  report  on  the  use 
of  midwives  in  obstetrics.  We  found  that  there 
are  few  licensed  midwives  in  this  State  and 
only  one  school  for  training  midwives,  lo- 
cated in  New  York  City.  Since  admission  to 
the  school  requires  that  the  applicant  be  a 
registered  professional  nurse,  since  there  are 
few  nurses,  and  since  even  fewer  nurses  are 
interested  in  midwifery,  there  are  practically 
no  applicants  to  the  school  for  midwives.  The 
present  State  law  requires  that  a midwife  must 
work  under  the  direction  of  a physician.  The 
committee  strongly  objected  to  any  change  in 
this  law  and  does  not  approve  of  the  use  of 
midwives  in  obstetrics  in  this  State.  This  was 
reported  to  the  Council. 

Prior  to  the  annual  meeting  of  the  State 
Medical  Society,  we  also  discussed  the  proposed 


back  to  this  committee  for  implementation. 
The  committee  feels  that  prior  to  any  specific 
recommendations  being  made,  the  following  in- 
formation must  be  obtained:  (a)  number  of 

schools  and  institutions  providing  training  of 
laboratory  technicians,  ( b ) present  enrollment, 
present  needs,  and  projected  needs  (five  years, 
ten  years),  (c)  what  programs  are  effectively 
increasing  the  number  of  personnel,  (d)  plans 
for  new  schools  and  training  facilities  and 
sources  of  funds  to  institutions,  and  (e)  what 
is  the  yield  of  potential  teachers. 

Future  Projects.  The  following  topics  will 
be  discussed : 

1.  Guidelines  to  county  medical  societies  for 
an  effective  role  in  local  health  manpower  re- 
cruitment. 

2.  Liaison  with  the  Department  of  Education 
at  State  and  local  levels  concerning  curriculums 
in  high  schools  leading  to  health  career  inter- 
ests. 

3.  College  curriculum  of  guidance  counselors. 

Finally,  the  chairman  recommends,  subject 

to  approval  by  the  Council,  that  the  comments 
and  recommendations  pertinent  to  the  National 
Advisory  Commission’s  report  be  sent  to  the 
AMA  Department  of  Health  Manpower. 

Respectfully  submitted, 

Bruce  E.  Chamberlain,  M.D.,  Chairman 


changes  in  the  Abortion  Law.  The  committee 
strongly  supports  these  changes.  We  also  dis- 
cussed the  question  of  sex  education  in  the  pub- 
lic schools.  It  is  unfortunate  that  this  mis- 
nomer has  caused  such  a controversy.  We 
strongly  urge  that  some  type  of  program  on 
“Education  for  Family  Living”  be  given  in  the 
public  schools.  We  have  repeatedly  publicized 
our  belief  that  the  lack  of  good  prenatal  care  is 
the  cause  for  the  high  maternal  and  perinatal 
mortality  rates  in  this  State.  A large  part  of 
this  is  due  to  lack  of  public  understanding  and 
not  failure  on  the  part  of  the  medical  profes- 
sion. We  must  strongly  support  the  concept  of 
“Education  for  Family  Living”  for  each  new 
generation  of  parents  if  we  are  to  improve  our 
results  in  obstetrics  and  to  reduce  both  the 
number  of  teenage  out-of-wedlock  pregnancies 
and  the  incidence  of  venereal  disease. 

Since  the  chairman  of  this  committee  was 
unable  to  attend  the  meeting  of  the  Commis- 
sion held  at  the  State  Health  Department  in 
Albany,  in  August,  a written  report  of  our  ac- 
tivities was  submitted. 

Currently  your  chairman  is  planning  to  per- 
sonally contact  and  visit  each  regional  consult- 
ant in  obstetrics  and  pediatrics  of  the  State 
Medical  Society  to  acquaint  them  with  their 
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duties  and  to  exhort  them  to  use  moral  per- 
suasion and  leadership  among  their  fellow  phy- 
sicians so  that  patients  in  all  areas  of  this  State 
will  receive  the  best  obstetric  and  pediatric  care 
possible. 

We  have  again  discussed  the  proposed  revi- 
sions on  certificates  of  birth,  death,  and  fetal 
death  with  members  of  the  State  Health  De- 
partment. Generally,  the  proposed  new  cer- 
tificate through  section  15C  is  satisfactory. 
However,  there  is  controversy  on  sections  16  to 
44,  “Confidential  Information  for  Medical  and 
Health  Use  Only.”  Certainly  no  member  of 
our  Society  has  any  valid  objection  to  basic  re- 
search, but  many  physicians  do  object  to  this 
part  of  the  birth  certificate.  We  believe  that 
certificates  of  birth,  death,  or  stillbirth  should 
simply  record  these  essential  facts  and  should 
not  be  used  as  a source  of  data  for  research  ac- 
tivities. For  this  section  to  be  of  value,  it 
would  have  to  be  filled  out  by  the  attending 
physician  or  by  personnel  trained  to  do  this. 
The  attending  physician  simply  does  not  have 
the  time  nor  the  motivation  to  do  this  with  any 
degree  of  accuracy.  Hospital  administrators 
also  objected  to  this  portion  of  the  certificate 
because  of  increased  cost  to  the  hospital,  and 
because  it  would  never  be  accurate  enough  to 
be  of  value  for  purposes  of  scientific  study.  In 
fact,  it  may  cause  harm  because  conclusions  and 


Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical 
Aspects  of  Sports  are  as  follows: 

Ralph  S.  Emerson,  M.D.,  Chairman.  .Nassau 


Albert  B.  Accettola,  M.D Richmond 

Frederick  H.  Grabo,  M.D Oneida 

Joseph  J.  Kaufman,  M.D Wayne 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


The  committee  held  a critique  following  the 
annual  Symposium  on  the  Medical  Aspects  of 
Sports,  held  at  The  Americana  on  February 
10.  Each  presentation  was  reviewed,  and  sug- 
gestions were  made  to  improve  future  pro- 
grams. Several  subjects  and  speakers  were 
considered  for  the  February  7,  1970,  sym- 
posium. 

A meeting  of  the  committee  and  Advisory 
Committee  was  held  on  April  23  at  the  State 
Medical  Society  headquarters  to  formalize  the 
1970  program. 

A telephone  conference  of  the  committee  was 
held  on  June  25.  The  program  for  the  third 
annual  Medical  Aspects  of  Sports  Symposium, 
to  be  held  at  The  Americana,  on  February  7, 
1970,  is  as  follows : 


recommendations  will  be  made  from  data  that 
are  not  accurate. 

Recently,  Virginia  Apgar,  M.D.,  National 
Foundation,  contacted  Norman  S.  Moore,  M.D., 
director,  Division  of  Scientific  Activities,  to 
request  a meeting  with  members  of  the  Society 
to  formulate  plans  for  the  promotion  and 
proper  use  of  the  rubella  vaccine.  The  execu- 
tive commitee  has  directed  the  chairman  and 
one  other  member  of  our  committee  to  arrange 
a meeting  with  Dr.  Apgar  and  her  associates. 
This  is  now  in  process. 

This  committee  continues  to  supervise  the 
work  of  The  Central  New  York  Maternal  and 
Perinatal  Mortality  Study.  An  article  entitled 
“Maternal  Mortality  Associated  with  Induction 
of  Labor,”  based  on  data  collected  by  the  Study 
was  published  in  the  New  York  State  Journal 
of  Medicine.  We  received  many  requests  for 
reprints,  especially  from  countries  behind  the 
Iron  Curtain.  The  Journal  does  get  around. 

I wish  to  thank  the  members  of  this  com- 
mittee for  their  support  and  cooperation.  I 
also  wish  to  express  my  appreciation  to  Miss 
Dorothy  Smith  and  Miss  Nancy  Cochrane  for 
their  faithful  guidance  and  help. 

Respectfully  submitted, 

Merton  C.  Hatch,  M.D.,  Chairman 


Morning  Session — 9:00  A.M. 

Alexius  Rachun,  M.D.,  Moderator,  Cornell 
University 

1.  Dermatology  in  Sports 

Richard  Baughman,  M.D.,  Dartmouth  - 
College 

2.  Pathology  of  Athletic  Injuries 

Richard  Patton,  M.D.,  Ohio  State  Uni- 
versity 

3.  Girls’  Sports 

Mae  Timer,  New  York  State  Education 
Department 

4.  Baseball  Injuries  in  Little  League 

Creighton  Hale,  Ph.D.,  Williamsport, 
Pennsylvania,  Vice-President,  Lit- 
tle League 
Luncheon — 12:30  P.M. 

Coach  Weeb  Ewbank,  New  York  Jets  Foot- 
ball Team 

Afternoon  Session — 2:00  P.M. 

Team  Approach  to  High  School  and  College 
Football 

John  Ripp,  M.D.,  Moderator,  New  York 
Chairman,  Committee  on  Medical  As- 
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pects  of  Sports,  Nassau  County  Medical 
Society 

Panelists:  Keller  Van  Slyke,  M.D.,  Wil- 

liam B.  Kintzing,  M.D.,  and  Bruce  Gehrke 

1.  Preseason  Preparation 

2.  Care  of  Minor  Injuries 

3.  Conditioning 

4.  Field  Diagnoses  and  Treatment  of 

Head,  Neck,  and  Spine  Injuries 
We  have  received  firm  commitments  from  all 
the  speakers  except  the  luncheon  speaker. 

The  sports  cinema  program  will  be  expanded 
and  will  be  held  in  a larger  room. 

Many  members  of  our  committee  have  par- 
ticipated in  sports  programs  throughout  the 
State.  It  is  encouraging  to  note  that  many 
county  medical  societies  have  established  Med- 
ical Aspects  of  Sports  Committees  and  are  ar- 
ranging local  programs. 

The  New  York  State  Public  High  School 
Athletic  Association  has  published  the  papers 


Mental  Hygiene 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Mental  Hy- 
giene are  as  follows : 

Reginald  R.  Steen,  M.D.,  Chairman. . Nassau 


Guston  David  Goldin,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Allison  B.  Landolt,  M.D New  York 


Your  committee  continues  to  cooperate  with 
other  organizations  interested  in  mental  health. 
The  committee  met  on  June  24  in  the  offices  of 
the  State  Medical  Society  at  which  time  Ed- 
ward Gordon,  M.D.,  Rockefeller  University, 
gave  a detailed  and  interesting  report  on  the 
use  of  methadone  in  the  treatment  of  drug 
addiction.  He  reported  that  the  treatment  is 
safe  and  can  be  administered  in  a physician’s 
office  and  that  90  per  cent  of  the  1,200  hard- 
core criminal  addicts  who  have  been  treated 
in  their  clinic  during  the  past  four  years  are 
productively  employed  and  have  demonstrated 
no  further  criminal  behavior. 

This  committee  held  a joint  meeting  with  the 
Committee  on  Alcoholism  and  Drug  Abuse  on 
November  6,  and  the  following  recommenda- 
tions were  unanimously  approved  for  presenta- 
tion to  the  House  of  Delegates : 

1.  That  the  State  Medical  Society  approve 
the  Dole  methadone  maintenance  treatment  for 
opiate  addiction. 

2.  That  the  State  Medical  Society  encourage 
and  support  the  expansion  of  facilities  for  the 
treatment  of  opiate  addicts  by  methadone. 

3.  That  the  State  Medical  Society  make 
every  effort  to  remove  the  legal  restrictions 
which  prevent  the  use  of  methadone  in  main- 
tenance treatment  of  their  patients  by  physi- 
cians in  offices,  clinics,  and  hospitals. 

Your  committee  obtained  permission  of 
the  Council  to  collaborate  with  the  New  York 
State  District  Branches  of  the  American 


presented  at  the  1969  symposium  without  ex- 
pense to  our  Society.  They  also  have  done  ex- 
tensive mailings,  distributed  publications,  pub- 
licity, and  so  forth,  which  has  saved  us  several 
thousand  dollars.  Because  of  these  savings, 
we  were  able  to  keep  the  expenses  for  the  1969 
symposium  just  under  $4,000.  We  estimate 
our  budget  for  1970  to  be  about  $5,000. 

We  are  looking  forward  to  another  outstand- 
ing symposium  on  February  7,  1970,  and  we 
hope  you  will  join  us. 

Acknowledgments.  The  chairman  wishes  to 
express  his  thanks  to  all  members  of  his  com- 
mittee and  Advisory  Committee,  to  Henry  I. 
Fineberg,  M.D.,  Norman  S.  Moore,  M.D.,  Miss 
Dorothy  Smith,  and  Miss  Mollie  Pesikoff. 


Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


Psychiatric  Association  in  a two-day  meeting, 
held  at  the  Sheraton-Atlantic  Hotel  (formerly 
McAlpin  Hotel),  New  York  City,  on  November 
21  and  22.  All  members  of  the  State  Medical 
Society  were  invited  to  attend. 

At  last  year’s  meeting  your  committee  re- 
ported that  a “position  statement”  on  psycho- 
therapy being  performed  by  nonmedical  person- 
nel was  being  prepared.  A Position  Statement 
on  Mental  Health  Care  by  Nonmedical  Person- 
nel was  approved  by  the  Council  at  its  meet- 
ing on  March  20. 

Your  committee  is  still  working  on  the  prob- 
lem of  trying  to  have  incorporated  into  the 
Revised  Education  Law,  a clause  which  would 
limit  the  practice  of  psychotherapy  by  non- 
medical personnel.  The  Committee  On  Revi- 
sion of  the  Education  Law  is  also  working  on 
this  recommendation  being  written  into  the 
law.  It  is,  however,  meeting  with  difficul- 
ties, and  we  strongly  urge  the  State  Medical 
Society  to  continue  its  efforts  to  secure  the 
adoption  of  these  changes. 

At  the  committee  meeting  on  June  24  the 
Recodification  of  the  Mental  Hygiene  Law  (S- 
5227)  was  discussed  with  two  representatives 
of  the  State  Department  of  Mental  Hygiene 
who  were  present.  Suggestions  and  recom- 
mendations for  changes  will  be  presented  by  the 
committee  at  the  meeting  of  the  Joint  Legisla- 
tive Committee  for  Mental  and  Physical  Handi- 
cap in  October,  1969. 

Your  chairman  wishes  to  thank  the  commit- 
tee members,  Norman  S.  Moore,  M.D.,  director, 
Division  of  Scientific  Activities,  for  his  coun- 
sel and  support,  and  Miss  Dorothy  Smith  for 
her  secretarial  assistance. 

Respectfully  submitted : 

Reginald  R.  Steen,  M.D.,  Chairman 
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Metabolic  Diseases 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic 
Diseases  are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman . .Onondaga 


Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


The  committee  met  at  the  Country  House, 
Syracuse,  on  June  10.  The  articles  on  diabetes, 
gout,  and  thyroid  diseases  which  appeared  in 
Health  News  were  discussed.  The  committee 
decided  not  to  reprint  these  articles  for  distri- 
bution in  physicians’  offices  because  the  cost 
was  too  great. 

The  committee  approved  of  teaching  pro- 
grams on  metabolic  diseases  for  medical  per- 
sonnel, such  as  those  sponsored  by  various  re- 


Preventive Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preven- 
tive Medicine  are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman. . Kings 
Subcommittee  on  Infectious  Diseases 

Thomas  S.  Bumbalo,  M.D Erie 

Subcommittee  on  Community  Health 

Leonard  L.  HeimofF,  M.D Bronx 

Subcommittee  on  Hospital  Epidemiology 

Max  B.  Milberg,  M.D Kings 

Subcommittee  on  Tropical  Diseases 

Howard  B.  Shookhoff,  M.D Bronx 

Subcommittee  on  Venereal  Diseases 

Bruce  P.  Webster,  M.D New  York 

Harry  Feldman,  M.D.,  Adviser. . . .Onondaga 
The  committee  consists  of  five  subcommittees 
and  has  held  two  meetings  this  past  year. 

Hospital  Epidemiology.  The  feasibility  of  a 
hospital  epidemiologist  designated  by  each  hos- 
pital was  explored.  The  hospital  epidemiolo- 
gist does  not  necessarily  have  to  be  a physician 
and  in  a small  hospital  can  be  a nurse  or  sani- 
tarian trained  in  this  discipline  and  super- 
vised by  a physician.  The  National  Communi- 
cable Disease  Center  in  Atlanta,  Georgia,  can 
train  personnel  in  this  field.  The  program  is 
in  effect  in  a number  of  New  York  City  hos- 
pitals under  sponsorship  of  the  New  York  City 
Health  Department. 

Infectious  Diseases.  The  National  Communi- 
cable Disease  Center  in  cooperation  with  the 
Seventh  and  Eighth  District  Branches,  the 
Academy  of  General  Practice,  and  a pharma- 
ceutical company  conducted  a symposium  for 
family  doctors,  pediatricians,  and  health  of- 
ficers on  immunization.  The  one-day  meeting 


gional  medical  programs.  An  article  on 
“Teaching  the  Teachers,”  published  by  the  New 
York  Diabetes  Association,  was  reviewed.  The 
committee  recommends  its  distribution  to  the 
schools  throughout  the  State. 

The  annual  school  children’s  physical  exami- 
nation program  was  reviewed,  and  the  com- 
mittee recommended  that  a test  for  tuberculosis 
and  urine  examination  for  sugar  and  albumen 
be  included.  The  committee  voted  to  continue 
to  sponsor  the  multiple  screening  laboratory 
tests  exhibits  at  the  annual  meeting  of  the 
State  Medical  Society. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 


proved  to  be  a successful  venture,  and  it  was 
contemplated  that  this  would  be  done  in  other 
areas  of  the  State.  Dr.  Bumbalo  presented  a 
pamphlet  on  a sex  education  program  in  the 
Buffalo  area,  and  he  feels  that  more  should  be 
done  to  educate  young  people  about  venereal 
diseases. 

Venereal  Diseases.  There  are  75,000  cases 
of  infectious  syphilis  in  the  United  States  with 
only  1 in  10  cases  being  reported.  There  is  a 
great  need  to  educate  the  physicians  because  75 
per  cent  of  the  cases  are  being  treated  by  pri- 
vate physicians.  If  reports  are  not  made,  in- 
vestigations and  treatment  cannot  be  carried 
out.  One  of  the  reasons  for  physicians  failing 
to  report  these  cases  is  caused  by  a lack  of 
ability  among  the  younger  physicians  to  recog- 
nize the  disease.  Also  the  medical  schools  have 
dropped  this  topic  from  their  curriculum. 

Tropical  Disease.  There  is  little  study  being 
done  today  in  tropical  diseases,  but  these  dis- 
eases are  becoming  more  prominent  because 
our  soldiers  are  coming  home  from  Vietnam 
with  some  of  the  newer  types  of  tropical  dis- 
eases. Here  again,  this  subject  is  not  being 
taught  in  the  medical  schools. 

At  the  suggestion  of  Dr.  Feldman,  adviser  to 
the  committee,  the  chairmen  of  the  Depart- 
ments of  Preventive  Medicine  of  all  medical 
schools  in  New  York  State  were  invited  to  meet 
with  the  committee  to  discuss  what  is  being 
taught  in  preventive  medicine  in  the  medical 
schools  and  to  talk  about  mutual  problems.  It 
was  an  interesting  meeting,  and  it  seems  that 
these  department  chairmen  do  not  agree  on 
what  is  being  taught  and  in  which  direction  to 
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travel.  The  current  trend  seems  to  be  toward 
the  social  aspects  of  delivering  health  care  to 
the  community.  The  committee  now  has  a bet- 
ter picture  of  the  diversity  of  interests  and  re- 
sponsibilities that  the  medical  schools  have  as- 
sumed. With  the  current  changes  in  their 
curriculums,  we  will  not  be  able  to  reach  out  to 


Quackery 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Quackery 
are  as  follows: 

George  M.  Brown,  M.D.,  Chairman. . Suffolk 


William  P.  Clark,  M.D Westchester 

Robert  J.  Collins,  M.D Onondaga 

Glenn  E.  Jones,  M.D Niagara 

Norton  M.  Luger,  M.D Queens 

Vincent  M.  Maddi,  M.D Broome 

E.  Addis  Munyan,  Jr.,  M.D Essex 


A quack  is  “one  who  fraudulently  misrepre- 
sents his  ability  and  experience  in  the  diagnosis 
and  treatment  of  disease  or  the  affects  to  be 
achieved  by  the  treatment  he  offers.”  The 
cost  of  quackery  in  the  United  States  was  esti- 
mated to  be  2 billion  dollars  per  year.  Edu- 
cation, particularly  of  the  public  who  provide 
the  economic  basis  for  the  survival  of  quacks, 
has  not  helped,  because  the  system  of  quackery 
is  built  on  delusions  that  reason  and  education 
cannot  overcome. 

The  various  types  of  quackery  are  as  fol- 
lows: 

1.  Use  of  Drugs  and  Devices.  Fortunately, 
this  type  comes  under  the  control  of  the  Fed- 
eral Drug  Administration. 

2.  Nutritional  Quackery  ( Fake  diets). 
There  have  been  few  complaints  in  this  area. 

3.  Medical  Imposters.  This  type  is  the  con- 
cern of  the  State  Education  and  Licensing  De- 
partments. 

4.  Psychosurgery.  For  governmental  con- 
trol. 

5.  Medical  Health  Quackery.  An  example 
of  this  type  is  Scientology  and  is  difficult  to 
root  out.  The  following  are  methods  of  control 
of  quackery : 

A.  Legislation.  An  administrative  branch 
of  government  is  delegated  the  right  to  control 
certain  matters. 

B.  Civil  Law.  A victim  of  a fraud  can  sue 
to  recover  monies  lost  through  fraud,  but  few 
people  avail  themselves  of  this  method. 

C.  Criminal  Law.  The  perpetrator  of  a 


each  student  for  each  problem  with  which  the 
committee  concerns  itself,  and  the  main  ap- 
proach will  have  to  be  through  new  methods  of 
continuing  postgraduate  education. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 


fraud  is  subject  to  criminal  prosecution.  Cal- 
ifornia is  the  most  advanced  state  in  this  field 
because  they  passed  a law  making  it  a felony 
if  a quack  causes  bodily  harm  to  a patient. 

In  New  York  State  the  biggest  single  prob- 
lem, and  one  in  which  the  most  complaints  are 
received,  is  chiropractic.  A chiropractic  li- 
censing law  was  passed  in  1963  which  was  a 
strict  law  and  was  an  attempt  to  control  a bad 
situation  that  existed  at  that  time.  There  are 
fallacies  in  this  law  which  must  be  rectified. 
For  example,  the  law  does  not  permit  chiro- 
practors to  take  x-ray  films  of  anyone  under 
age  eighteen,  but  it  does  allow  them  to  treat 
these  patients.  On  the  national  level,  23  bills 
were  introduced  in  Congress.  One  in  the  Sen- 
ate is  an  attempt  to  include  chiropractors  un- 
der Medicare.  Reports  prepared  by  U.S.  De- 
partment of  Health,  Education,  and  Welfare 
and  the  Senior  Citizens  Council  were  opposed 
to  their  inclusion.  On  the  State  level,  many 
bills  were  introduced  in  the  Legislature  in  an 
effort  to  liberalize  the  laws,  and  the  two  bills 
that  were  passed  were  vetoed  by  the  Governor. 
The  basic  problem  in  the  State  is  that  the  law 
is  not  being  enforced.  The  chiropractors  have 
obtained  an  injunction  from  the  Supreme  Court 
enjoining  the  Education  Department  from  en- 
forcing the  law  until  they  are  allowed  to  retake 
examinations  they  had  failed. 

The  committee  will  direct  its  efforts  toward 
stricter  enforcement  of  the  chiropractic  licens- 
ing law;  toward  fighting  the  attempts  to  mod- 
ify the  law  to  make  it  worthless;  toward  in- 
forming the  county  medical  societies  of  what 
is  and  is  not  acceptable  chiropractic  practice; 
and  toward  educating  the  members  of  the  Leg- 
islature and  the  public  to  the  fact  that  chiro- 
practic is  an  unscientific  cult.  Ultimately,  we 
must  make  it  so  difficult  for  them  to  practice 
in  this  State  that  they  must  go  elsewhere. 

Respectfully  submitted, 

George  M.  Brown,  M.D.,  Chairman 
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Rural  Medical  Service 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Rural 
Medical  Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Stuart  A.  Winning,  M.D St.  Lawrence 


Hugh  M.  McChesney,  M.D.,  Adviser.  .Oswego 

James  J.  Quinlivan,  M.D.,  Adviser.  . .Albany 

During  the  past  year  and  a half,  the  Com- 
munity Medical  Services,  the  research  organi- 
zation of  this  committee,  has  been  gathering 
data  on  physician  shortage  and  medical  care 
in  rural  New  York  State. 

Our  approach  to  the  problem  is  a cultural- 
medical  one,  comprehensive  in  scope,  and 
specific  in  depth.  This  study  enables  us  to 
enumerate  and  evaluate  the  interrelated  fac- 
tors contributing  to  the  problem  of  diminish- 
ing medical  care  in  rural  areas  and  is  specific 
enough  to  clearly  ascertain  the  extent  of  the 
problem  in  these  areas.  This  research  respects 
the  known  fact  that  problems  vary  not  only 
from  state  to  state,  region  to  region,  but  often 
from  township  to  township.  We  have  been 
developing  a research  model  which  should 
greatly  reduce  this  variable  hazard  and  simul- 
taneously permit  us  to  evaluate  medical  serv- 
ices in  specific  areas.  Through  this  ap- 
proach, recommendations  for  improving  medi- 
cal care  will  be  based  on  relevant  factual  data 
for  the  areas  studied.  The  uniqueness  of  our 
research  model  is  that  it  can  be  readily  general- 
ized to  fit  areas  with  similar  cultural-medical 
problems  or  quickly  expanded  or  modified  to 
study  specific  areas  which  might  appear  to  be 
quite  different  from  the  previously  studied 
areas. 

Four  parts  of  the  mail  and  interview  types 
of  questionnaires  were  designed  to  collect  data 
at  the  various  stages  of  the  project.  They 
were  constructed,  tested  in  the  field,  and  vali- 
dated during  the  pilot  phase  of  the  study. 
Three  questionnaires  were  used  to  conduct  the 
community  surveys;  the  fourth  was  used  to  sur- 
vey physicians  in  rural  areas  of  New  York 
State  (cities  under  50,000  population). 

Our  research  model  has  indicated  that  the 
procedures  followed  are  sound  data  producing 
methods  to  evaluate  the  medical  needs  of  a 
state.  The  project’s  triadic  approach,  collect- 
ing facts  and  opinions  from  three  distinct  levels 
of  community  organization  (the  physicians,  the 
citizens’  committee,  and  lay  public),  permits 
simultaneous  comparison  of  the  professional 
view  of  the  present  problem  with  the  layman’s 
concern  for  better  and  more  medical  care.  A 
medical  problem  which  was  formerly  perceived 
as  a local  problem  is  approached  as  an  areawide 
problem.  Areas  of  adequate  or  inadequate 
medical  care  can  be  delineated.  Specific  infor- 
mation regarding  geographic  limits,  classifica- 


tion of  population  by  size,  age  distribution, 
socioeconomic  status,  and  resident  orientation 
toward  medical  care  can  be  provided.  Residents 
of  the  local  areas  can  maintain  local  autonomy, 
an  often  discussed  problem,  through  local  in- 
volvement and  initiative. 

It  has  been  concluded  that  if  medical  cover- 
age is  to  be  accurately  planned,  a systematic 
analysis  of  the  people’s  expectations  and  need 
for  medical  care,  as  well  as  the  views  and  atti- 
tudes of  the  physicians,  must  take  place.  It  is 
also  necessary  that  local  facilities  and  man- 
power be  estimated  to  plan  for  the  future. 

The  surveys  in  three  areas  used  for  the  pilot 
study  have  been  completed  and  furnish  a vast 
amount  of  data  which  have  aided  in  planning 
future  medical  care.  The  complete  report  is 
now  being  compiled.  The  study  indicated  that 
the  attitudes  of  the  people  toward  medical  care 
are  changing.  A total  of  44  per  cent  of  the 
families  stating  that  they  have  a family  doctor 
have  more  than  one  physician  considered  as  a 
family  doctor.  The  tradition  of  having  one 
physician  as  a family  doctor  is  disappearing  as 
the  horse  and  buggy  did.  In  the  event  of  ill- 
ness, 30  per  cent  of  the  families  utilized  the 
services  of  a specialist.  It  was  apparent  that 
they  want  to  obtain  medical  care  in  their  own 
area,  and  that  they  do  not  want  such  service 
limited  only  to  emergency  care. 

The  study  of  physicians  in  the  State  has  been 
finished.  Although  all  data  have  not  been  re- 
ceived from  the  computer  center,  it  has  given 
us  important  information  concerning  physi- 
cians practicing  in  rural  New  York  State. 

The  age  distribution  of  physicians  in  rural 
New  York  State  has  become  an  important  fac- 
tor for  future  medical  coverage.  A total  of 
59.4  per  cent  of  the  physicians  are  over  fifty 
years  of  age,  while  only  12.6  per  cent  are  below 
forty  years  of  age.  General  practitioners  are 
older  than  specialists. 

There  is  little  evidence  today  that  physicians 
in  most  communities  cannot  obtain  hospital 
privileges  commensurate  with  their  training 
and  ability.  Eighty-three  per  cent  of  the  physi- 
cians in  the  survey  have  hospital  appointments, 
while  only  8 per  cent  of  the  physicians  with  a 
hospital  in  their  area  have  no  hospital  staff 
appointment.  Only  2.6  per  cent  of  the  physi- 
cians do  not  have  a hospital  within  a 20-mile 
radius  of  their  offices. 

The  survey  revealed  that  the  average  gen- 
eral practitioner  sees  25.5  patients  in  his  office 
per  day  and  the  specialist  16  patients  per  day. 
The  majority  of  physicians  stated  that  this  is 
not  an  excessive  number.  Physicians  between 
the  ages  of  forty  and  forty-four  have  a larger 
practice  than  any  other  age  group.  Eighty- 
three  per  cent  of  the  physicians  are  accepting 
new  patients,  and  only  11  per  cent  definitely 
say  they  are  not  accepting  new  patients.  A 
total  of  66.2  per  cent  of  the  physicians  make 
day  house  calls  and  58.8  per  cent  make  night 
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house  calls,  but  the  average  is  only  1 to  2 
house  calls  per  day  and  1 at  night.  As  can  be 
noted,  office  practice  has  become  the  active  por- 
tion of  medical  service. 

It  has  been  our  observation  that  a modern 
health  center  would  be  best  established  in  an 
area  serving  4 to  5 townships.  This  arrange- 
ment would  centralize  the  service  to  accom- 
modate more  people. 

As  an  example  of  what  can  be  accomplished, 
an  area  15  miles  south  of  Syracuse,  consisting 
of  5 townships  with  a population  of  15,000,  has 
already  selected  a site  for  such  a “crossroad 
medical  center.”  Our  survey  indicated  that  at 
the  present  time  at  least  2 internists  or  general 
practitioners  are  needed  on  a full-time  basis 
and  a pediatrician,  obstetrician  and  gynecol- 
ogist, and  surgeon  on  a part-time  basis.  The 
part-time  personnel  will  be  obtained  from  the 
city.  As  the  practice  grows,  it  is  almost  cer- 
tain that  full-time  specialists  will  be  needed. 
This  center  will  be  affiliated  with  the  medical 
center  and  community  hospital  which  are  only 
12  miles  away. 

We  speak  of  these  centers  as  “crossroad 
medical  centers”  because  they  should  be  lo- 
cated in  an  area  commonly  traveled  by  resi- 
dents of  all  the  towns  participating  in  the  proj- 
ect. This  area  would  be  defined  by  plotting 
the  travel  patterns  of  the  people  of  the  sur- 


School Health 

To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Committee  on  School 
Health  are  as  follows : 

C.  George  Murdock,  M.D.,  Chairman 

Onondaga 


Robert  H.  Broad,  M.D Tompkins 

Daniel  C.  Fisher,  M.D Erie 

Hugh  F.  Leahy,  M.D Albany 

Norman  B.  Schell,  M.D Nassau 


This  committee  has  been  active  this  year, 
having  held  three  meetings  and  a telephone 
conference,  and  having  answered  a large  vol- 
ume of  correspondence  referred  by  the  State 
Medical  Society. 

The  first  session  conducted  by  this  committee 
at  the  annual  meeting  in  1969  was  well  at- 
tended despite  the  inclement  weather.  An  ex- 
cellent panel  discussion  on  “Drug  Abuse”  was 
presented,  and  educational  kits  on  this  subject, 
prepared  by  the  AMA,  were  distributed. 

The  committee’s  recommendation  to  hold  a 
symposium  on  School  Health  Services  for 
School  Administrators,  approved  by  the  Coun- 
cil two  years  ago,  was  finally  carried  out.  We 
were  invited  to  present  a program  at  the  an- 
nual meeting  of  the  New  York  State  Council 
of  School  Administrators  held  at  the  Concord 


rounding  communities.  An  important  aspect 
of  such  a center  is  that  it  be  as  intimately 
connected  to  a community  hospital  as  the  com- 
munity hospitals  are  envisioned  to  be  linked 
with  metropolitan  centers. 

The  center  would  be  equipped  so  that  com- 
plete diagnostic  examinations  could  be  per- 
formed. The  patient  with  a difficult  medical 
problem  involving  special  technics  and  pro- 
cedures, of  course,  would  be  transferred  to  the 
hospital.  Arrangements  should  be  made  for 
twenty-four-hour  emergency  service.  The  cen- 
ter should  be  the  nucleus  of  a health  education 
program  in  the  area.  In  this  direction  a com- 
mittee of  citizens,  guided  by  the  physicians, 
should  plan  periodic  health  programs  and  lec- 
tures to  discuss  modern  health  concepts.  The 
center  and  its  doctors  should  provide  adequate 
screening  tests  for  all  school  children,  such  as 
hearing,  sight,  and  other  examinations.  The 
center  could,  in  the  future,  be  an  integral  part 
of  the  training  of  interns  and  residents. 

The  pilot  study  was  funded  through  the  Em- 
pire State  Medical,  Scientific  and  Educational 
Foundation  by  a grant  from  the  Avalon  Foun- 
dation. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


Hotel  on  September  29.  Dr.  Murdock,  Dr. 
Leahy,  and  Dr.  Schell  participated  in  a panel 
discussion  on  School  Health  Services  with  Mrs. 
Mabel  Kepler,  president,  New  York  State 
School  Nurse-Teachers  Association.  An  active 
discussion  followed  the  presentation. 

Other  resolutions  submitted  by  the  committee 
and  approved  by  the  Council  last  year  have 
produced  the  following  results: 

1.  Formation  of  a joint  committee  with  the 
State  Department  of  Health  and  the  State  De- 
partment of  Education  failed  to  materialize 
because  of  the  reluctance  of  the  Department  of 
Education  to  participate.  However,  on  Octo- 
ber 8 a hearing  was  held  in  Albany  by  Leo 
Feichtner,  M.D.,  director  of  health  services, 
State  Department  of  Education.  Dr.  Leahy 
represented  the  MSSNY,  since  the  chairman 
was  attending  a meeting  in  Chicago.  Many 
other  organizations  and  disciplines  also  sent 
representatives. 

As  a result  of  this  meeting,  Dr.  Feichtner 
promised  that  the  State  Department  of  Educa- 
tion would  introduce  a bill  in  next  year’s  State 
Legislature  to  change  the  present  Education 
Law  mandating  an  annual  examination  of  each 
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pupil  to  a periodic  system.  This  is  gratifying 
to  our  committee  since  we  have  been  advocat- 
ing such  a change  for  more  than  ten  years. 

2.  Development  of  a screening  program  for 
preschool  children  with  vision  and  hearing  de- 
fects on  a pilot  basis  in  Nassau  County  was 
initiated  in  January,  1969,  and  is  progressing 
satisfactorily.  The  delay  was  caused  by  the 
necessity  of  training  personnel,  obtaining 
equipment,  and  other  unavoidable  factors.  It 
is  planned  to  present  a preliminary  report  on 
this  project  at  next  year’s  annual  meeting. 

3.  Organization,  with  the  permission  of  the 
Council,  for  session  meetings  in  1969  and  1970 
with  the  anticipation  of  qualifying  as  a perma- 
nent Section  in  1971  are  currently  being  made. 

The  committee  has  also  been  deeply  involved 
during  this  past  year  in  reviewing  the  State 
Education  Laws  and  the  Rules  and  Regulations 
of  the  State  Commissioner  of  Education  re- 
garding school  health  services.  It  is  hoped  to 
present  some  formal  resolutions  in  this  area 
to  the  Legislative  Committee  by  this  fall. 
Much  of  our  correspondence  this  year,  both 


from  individuals  and  groups,  has  been  regard- 
ing a revision  of  this  antiquated  legislation. 

The  chairman  attended  the  Twelfth  National 
Conference  of  the  AMA  on  Physicians  and 
Schools  held  in  Chicago,  on  October  8 through 
11,  as  the  official  representative  of  MSSNY.  A 
report  of  this  meeting  has  been  submitted  to 
the  Executive  Council. 

Because  of  budgetary  restrictions  in  educa- 
tion at  the  present  time,  it  has  come  to  the 
attention  of  the  committee  that  several  school 
districts  are  proposing  a sharp  curtailment  in 
school  health  services  for  next  year.  This 
would  be  a most  unfortunate  and  deplorable 
backward  step  for  both  health  services  and 
health  education.  The  committee  strongly  rec- 
ommends to  each  county  society  and  to  every 
member  of  the  State  Medical  Society  that  they 
prevent  these  reductions  in  their  local  school 
districts. 

Respectfully  submitted, 

C.  George  Murdock,  M.D.,  Chairman 
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1970  HOUSE  OF  DELEGATES 

Scientific  Activities  and  Publications 


First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

At  the  annual  meeting  of  the  First  District 
Branch  held  at  The  Americana  on  February  9, 
a letter  of  resignation  from  the  president, 
Frank  Farrell,  M.D.,  was  received.  Leo  Drex- 
ler,  M.D.,  Kings  County,  vice-president,  as- 
sumed the  position  of  president,  and  Edgar 
Berry,  M.D.,  New  York  County,  was  elected 
vice-president. 

Coordinating  Council.  During  the  year  the 
Coordinating  Council  met  on  January  14,  Feb- 
ruary 9,  March  18,  May  13,  June  10,  Septem- 
ber 9,  and  November  11. 

Due  to  the  increasing  complexity  of  problems 
facing  organized  medicine  in  New  York  City, 
the  committee  structure  of  the  Coordinating 
Council  has  been  changed,  and  the  activities  of 
the  Coordinating  Council  are  now  assigned  to 
the  following  committees  for  evaluation: 

Mental  Health 

Harvey  Bluestone,  M.D.,  Bronx 

Public  Health 

Harry  J.  Greene,  M.D.,  Kings 

Regional  Medical  Program 

Robert  A.  Moore,  M.D.,  Kings 

Public  Relations 

William  D.  Franklin,  M.D.,  Queens 

Disaster  Medical  Care 

Irving  G.  Frohman,  M.D.,  Queens 

Legislation 

Oscar  K.  Diamond,  M.D.,  New  York 

Constitution 

Albert  M.  Schwartz,  M.D.,  New  York 

Comprehensive  Health  Care  and  Medicaid . . . 

George  Himler,  M.D.,  New  York 

Economics 

Gerald  J.  Lustig,  M.D.,  Richmond 

Peer  Review 

William  A.  Schwarz,  M.D.,  Richmond 

The  Coordinating  Council  supported  the  es- 
tablishment of  the  Health  and  Hospital  Cor- 
poration to  take  over  the  operation  of  the 
municipal  hospital  system  with  specific  condi- 
tions attached  to  our  supporting  statement. 
As  the  corporation  was  finally  structured  some 
of  our  conditions  were  met  and  some  were  not. 
The  Coordinating  Council  is  endeavoring  to 
have  organized  medicine  adequately  repre- 


sented on  the  Board  of  Directors  of  this  new 
corporation. 

The  Federal  government  has  approved  the 
application  of  the  City  of  New  York,  through 
its  Health  Services  Administration,  to  establish 
a Comprehensive  Health  Care  Organizational 
Task  Force.  There  are  6 physicians  represent- 
ing organized  medicine  on  this  task  force;  the 
Coordinating  Council  appoints  5 of  these  mem- 
bers. 

The  Coordinating  Council  also  is  a member 
of  the  Health  and  Hospital  Planning  Council 
of  Southern  New  York,  and  our  members  are 
represented  on  their  committees. 

The  New  York  Metropolitan  Regional  Medi- 
cal Program  underwent  a significant  reor- 
ganization during  this  year.  The  Coordinating 
Council  strongly  objected  to  certain  aspects  of 
its  reorganization.  A satisfactory  compromise 
was  reached,  and  the  Coordinating  Council  now 
appoints  6 physicians  to  the  Regional  Advisory 
Program  and  4 physicians  to  the  Committee  on 
Planning  Priorities  and  Evaluations.  In  addi- 
tion to  this,  the  6 representatives  to  the  Ad- 
visory Committee  plus  the  representatives  from 
four  of  the  five  counties  of  New  York  City  and 
a representative  of  the  Osteopathic  Society 
comprise  the  Medical  Reference  Committee. 

In  addition  to  these  long  range  and  highly 
important  activities,  we  have  been  engaged  in 
many  discussions  and  conferences  with  the 
Medicaid  officials  in  New  York  City  concerning, 
in  particular,  their  proposed  and  present  audit- 
ing system.  We  have  been  especially  adamant 
in  insisting  that  any  evaluations  of  the  quality 
of  medical  care  is  purely  a medical  society 
function  through  the  peer  review  mechanism. 

The  congestion  in  the  City  has  created  prob- 
lems for  the  physician  in  his  ability  to  safely 
travel  to  his  patient,  and  these  problems  have 
received  careful  attention. 

The  Coordinating  Council  and  the  First  Dis- 
trict Branch  were  extremely  unfortunate  dur- 
ing this  past  year  in  the  loss  of  its  long-time 
secretary,  William  L.  Wheeler,  Jr.,  M.D. 

Respectfully  submitted, 

Joseph  F.  Shanaphy,  M.D.,  Chairman 
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Third  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

During  the  year  1968  and  1969,  this  district 
branch  has  been  more  active  than  in  the  past 
four  to  five  years,  although  not  as  much  as  we 
had  anticipated.  Two  meetings  of  the  execu- 
tive committee  were  held  in  Albany  to  dis- 
cuss the  future  of  the  Third  District  Branch 
and  to  plan  for  the  coming  annual  meeting. 

On  November  7 through  9,  a combined  meet- 
ing of  the  Third  and  Fourth  District  Branches 
was  held  at  the  Concord  Hotel  on  Kiamesha 
Lake.  It  was  well  attended,  and  our  main 
speakers  were  Gerald  D.  Dorman,  M.D.,  presi- 
dent of  the  AMA,  Walter  T.  Heldmann,  M.D., 
president  of  the  State  Medical  Society,  and 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  State  Medical  Society. 
William  Putnam,  M.D.,  assistant  surgeon  gen- 
eral and  director  of  Region  II,  Department  of 
Health,  Education,  and  Welfare,  was  to  have 
addressed  us  on  the  report  of  the  Federal 
Task  Forces  study  of  health  costs.  At  the 
last  moment,  however,  he  was  forced  to  de- 
cline the  invitation  because  his  subject  matter 
had  not  been  released  by  Washington. 

The  business  meeting,  convened  on  Novem- 
ber 8 at  4:00  P.M.,  was  held  in  conjunction 
with  the  Fourth  District  Branch,  so  that  com- 
mon matters  could  be  discussed.  Daniel 
O’Keefe,  M.D.,  Warren  County,  presented  a 
health  insurance  plan  for  all  citizens  of  New 
York  State.  His  plan  would  agree  in  prin- 
ciple with  the  proposed  Federal  plan  and  was 
approved  by  the  Third  District  Branch.  Mr. 


Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Fifth  and  Sixth  District 
Branches  enjoyed  gracious  living,  genuine 
friendliness,  and  an  outstanding  scientific  pro- 
gram at  the  eighth  annual  joint  meeting  which 
was  held  on  September  5 to  7,  at  Buck  Hill  Inn, 
Buck  Hill  Falls,  Pennsylvania.  The  Fifth  Dis- 
trict Branch  served  as  host,  and  although  the 
social  functions  at  the  meeting  were  combined, 
each  district  branch  conducted  its  own  business 
meeting. 

The  Fifth  District  Branch  held  its  business 
meeting  on  September  6,  at  which  time  the 
treasurer  reported  that  all  component  county 
medical  societies  had  paid  their  annual  assess- 
ments to  help  defray  district  expenses  and  Stu- 
dent American  Medical  Association  obligations. 

A letter  was  read  from  Walter  T.  Heldmann, 
M.D.,  president  of  the  State  Medical  Society, 
dated  July  24,  1969,  on  organization  of  district 
branch  committees.  A letter  had  been  written 
by  Theodore  J.  Prowda,  M.D.,  president,  to  all 
component  county  medical  societies  asking  for 


Charles  Seller,  Buffalo,  presented  a plan  for 
an  “umbrella”  policy  for  group  liability  insur- 
ance which  is  over  and  above  the  usual 
liability  carried  by  most  physicians.  His  pro- 
posal was  not  binding  on  any  member  or  on 
the  Society  itself,  but  the  district  branch  did 
give  him  the  right  to  approach  any  member 
to  offer  him  this  policy. 

The  election  of  officers  for  the  next  two 
years,  to  take  effect  after  the  annual  meeting 
of  the  State  Medical  Society  is  held  in  Febru- 
ary, 1970,  are  as  follows:  president,  John  J. 
Noonan,  M.D.;  first  vice-president,  Robert 
Greenwald,  M.D.;  second  vice-president,  Fred 
Holcomb,  Jr.,  M.D.;  secretary-treasurer,  Fran- 
ces Vosburgh,  M.D.;  and  MSSNY  Delegate,  Lee 
Tompkins,  M.D. 

The  treasurer’s  report  showed  that  we  were 
in  fairly  good  financial  position,  being  well  in 
the  black  for  the  first  time  in  many  years. 

Our  next  president  is  planning  to  have  a 
scientific  meeting  at  Rensselaer  Polytechnic 
Institute  in  Troy,  later  in  1970.  The  main 
theme  will  be  “an  understanding  of  the 
methodology  of  future  cooperation  between 
medicine  and  engineering  as  illustrated  by 
biophysics,  biochemistry,  and  bioengineering.” 

An  ad  hoc  committee  was  appointed  to 
formulate  plans  and  ideas  for  the  1970  annual 
meeting  which  will  be  hosted  by  the  Fourth 
District  Branch. 

Respectfully  submitted, 

James  A.  Moore,  M.D.,  President 


names  of  delegates  to  the  committees.  The  fol- 
lowing chairmen  were  appointed : 

Cancer Daniel  Burdick,  M.D.,  Syracuse 

Continuing  Postgraduate  Education 

Theodore  J.  Prowda,  M.D.,  Sherrill 

Economics 

Robert  E.  Westlake,  M.D.,  Syracuse 

Hospital  and  Professional  Relations 

Edward  W.  Mullin,  M.D.,  Syracuse 

Public  Relations 

John  A.  Root,  M.D.,  Syracuse 

State  Legislation 

William  J.  Ryan,  M.D.,  Syracuse 

Workmen’s  Compensation 

Robert  B.  Bryant,  M.D.,  Syracuse 

Charles  J.  Sellers  & Company,  insurance 
agents,  had  requested  permission  to  sell  group 
insurance  to  physicians  in  the  Fifth  District 
Branch. 

Permission  was  given  to  Charles  J.  Sellers 
& Company,  insurance  agents,  to  sell  group  in- 
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surance  to  physicians  in  the  Fifth  District,  with 
the  exception  of  Oneida,  Herkimer,  and  Madi- 
son Counties.  The  company  was  instructed  to 
contact  the  president  of  each  component  county 
medical  society  to  obtain  his  permission  before 
soliciting  the  physicians.  Bernard  J.  Hartnett, 
M.D.,  Auburn,  and  Harold  T.  Golden,  M.D., 
Herkimer,  were  appointed  chairman  and  vice- 
chairman,  respectively,  of  the  Fifth  District  In- 
surance Committee. 

William  R.  Carson,  M.D.,  Potsdam,  resigned 
as  secretary  of  the  Fifth  District  Branch  be- 
cause of  illness,  and  Dr.  Prowda  appointed 
Maurice  J.  Elder,  M.D.,  Massena,  to  fill  Dr. 
Carson’s  unexpired  term. 

The  1970  meeting  will  be  held  at  the  Hotel 
Sagamore,  Bolton  Landing,  Lake  George,  and 
the  Fifth  District  will  be  host  at  the  1971  joint 
meeting  to  be  held  at  the  Hotel  Hershey,  Her- 
shey,  Pennsylvania.  The  Executive  Committee 
of  the  Fifth  District  Branch  will  meet  at  the 
Central  New  York  Academy  of  Medicine  Build- 
ing, New  Hartford,  on  January  29,  1970,  just 
before  the  Fifth  and  Sixth  District  Caucus 
meeting  is  held. 

Peer  review  committees  were  discussed,  and 
Dr.  Heldmann  and  Dr.  Fineberg  stressed  the 
importance  of  such  committees  to  the  future  of 
medicine.  To  help  each  component  county  medi- 
cal society  or  group  of  county  medical  societies 
to  set  up  such  a committee,  the  State  Medical 
Society  sponsored  symposia  on  peer  review 
committees  in  various  regions  of  the  State.  The 
symposium  in  the  Fifth  District  was  held  in  the 


Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  District  Advisory  Council  has  met  four 
times  during  this  year.  It  was  evident  that 
there  was  need  to  widen  the  scope  and  to  in- 
crease the  efficiency  of  operation  of  district 
branches,  even  though  it  had  become  apparent 
at  the  time  of  the  State  Medical  Society’s  an- 
nual meeting  in  February,  1969,  that  there 
would  be  no  immediate  change  in  geographical 
boundaries  of  the  district  branches.  After  con- 
siderable discussion,  a proposal  was  submitted 
to  the  constituent  county  societies  requesting 
that  a definite  time-wage  commitment  to  dis- 
trict branch  affairs  be  made  by  Donald  M.  Irish, 
our  executive  secretary,  that  an  administra- 
tive assistant  and  secretary  be  employed  on 
a part-  or  full-time  basis,  and  that  office  space 
and  equipment  be  located  in  the  offices  of  the 
Medical  Society  of  the  County  of  Monroe.  The 
purpose  of  the  staff  and  their  duties  would  in- 
clude the  following: 

1.  Represent,  manage,  and  coordinate  the 
work  of  the  district  branch  with  the  State  Med- 
ical Society  and  the  Medical  Society  of  the 
County  of  Monroe. 


auditorium  of  the  Central  New  York  Academy 
of  Medicine  on  October  15. 

The  scientific  program  featured  the  following 
topics  and  speakers:  On  September  6,  “Aero- 

space Medicine,”  Col.  Rufus  R.  Hessberg, 
USAF,  MC,  National  Aeronautics  Space  Ad- 
ministration, Office  of  Manned  Space  Flight; 
and  on  September  7,  “The  Need  For  Autopsy,” 
Elliot  Gross,  M.D.,  assistant  chief  medical  ex- 
aminer, City  of  New  York. 

Guests  at  the  official  banquet  included  the 
following:  Walter  T.  Heldmann,  M.D.,  presi- 
dent, and  Henry  I.  Fineberg,  M.D.,  executive 
vice-president,  of  the  State  Medical  Society; 
and  the  Hon.  Harold  C.  Kessinger,  ambassador 
of  wit  and  humor,  who  spoke  on  “The  World’s 
Greatest  Adventure.” 

Felix  Ottaviano,  M.D.,  chairman  of  the  golf 
tournament,  awarded  the  golf  prizes  with  re- 
marks of  wit  and  wisdom. 

I wish  to  express  my  sincere  thanks  and  con- 
gratulations to  Bernard  J.  Hartnett,  M.D.,  for 
taking  over  the  duties  of  host  at  the  last  min- 
ute. I understand  he  performed  his  duties  ex- 
ceptionally well.  I also  wish  to  thank  Russell 
H.  Feltus,  executive  director,  for  his  work  on 
the  program  and  handling  the  “behind-the- 
scenes”  details.  I am  also  indebted  to  the  pres- 
idents and  members  of  our  component  counties 
for  their  assistance  and  cooperation  during  a 
busy  year. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  President 


2.  Maintain  accounting  procedures  and  ar- 
range district  branch  meetings. 

3.  Maintain  and  distribute  information  on 
matters  of  interest  to  the  District. 

4.  Maintain  membership  records  for  the  in- 
dividual constituent  county  societies  if  they  so 
desire. 

5.  Mail  dues  bills  for  individual  county  so- 
cieties if  they  so  desire. 

6.  Appear  before  executive  committees  or 
membership  meetings  of  component  societies 
when  requested  for  information  or  briefing 
purposes. 

7.  Consult  with  component  medical  society 
officers. 

8.  Assist  county  medical  societies  to  organize 
meetings  and  programs. 

This  proposal  w?as  presented  by  Mr.  Irish  and 
myself  before  four  county  society  meetings  in 
Wayne,  Seneca,  Livingston,  and  Ontario,  as 
well  as  to  the  executive  committee  of  Monroe 
County  Medical  Society.  We  realize  that  this 
proposal  wall  entail  additional  expense  to  the 
individual  members  of  the  Seventh  District 
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Branch,  and  a tentative  budget  was  submitted 
with  an  increase  in  dues  of  $25.00  per  member. 
This  proposal  has  been  accepted  by  five  of  the 
six  counties  involved,  and,  hopefully,  this  plan 
will  be  put  into  operation  within  the  next  few 
months. 

At  the  request  of  Walter  T.  Heldmann,  M.D., 
president  of  the  State  Medical  Society,  that  key 
State  Medical  Society  committees  be  organized 
on  a three-tier  level,  the  Seventh  District 
Branch  recently  established  the  following  com- 
mittees at  the  district  level  with  the  district’s 
representatives  on  the  State  Medical  Society’s 
corresponding  committees  as  chairmen:  Can- 

cer, Continuing  Education,  Economics,  Hospital 
and  Professional  Relations,  Public  Relations, 
State  Legislation,  and  Workmen’s  Compensa- 
tion. One  difficulty  which  needs  to  be  explored 
is  that  at  present  6 of  the  7 committee  repre- 
sentatives are  from  Monroe  County. 

Studies  on  physician  manpower  and  support- 
ing health  services  are  being  made  by  the  Re- 
gional Medical  Program  and  the  Genesee  Re- 
gion Health  Planning  Association.  Ralph  C. 
Parker  Jr.,  M.D.,  of  the  Genesee  Region  Health 
Planning  Association,  is  surveying  the  physi- 
cian population  loss  in  the  counties  outside 
Monroe  during  the  past  ten  years  in  an  attempt 
to  establish  positive  factors  which  would  help 
in  attracting  new  physicians  to  these  counties. 
He  is  also  studying  the  ancillary  needs  of  phy- 
sicians to  improve  medical  service  in  both  office 
and  home.  The  district  branch  is  working  with 
him  through  an  advisory  committee. 

The  Comprehensive  Health  Planning  group 
is  investigating  the  supporting  health  services 
presently  available  in  all  counties  to  determine 
the  adequacy  or  inadequacy  of  these  services 
and  how  to  improve  them.  They  are  also  con- 
ducting a study  of  health  needs  at  all  levels, 
including  home  and  hospital  care  for  acute  and 
chronic  illnesses.  These  are  important  factors 
in  health  care,  since  the  present  efficiency  of 
hospital  operation  is  not  going  to  change  sig- 
nificantly until  means  and  facilities  for  medical 
care  are  available  at  other  levels. 

With  an  increasing  portion  of  the  health 
dollar  being  borne  by  public  agencies  which,  in 
turn,  means  increasing  scrutiny  of  health  op- 
erations by  these  agencies,  the  State  Medical 
Society  has  intensified  its  efforts  to  establish 
peer  review  of  these  functions.  A Peer  Review 
Mechanisms  Committee  was  established  at  the 
State  level,  and  on  September  11  the  first  of  a 
series  of  regional  conferences  was  held  at  the 
district  level  to  establish  guidelines  for  these 
committees.  This  area  is  far  in  the  lead  in  re- 
view functions,  and  according  to  questionnaires 
distributed  at  the  meeting,  the  overwhelming 
consensus  was  that  these  committees  were  nec- 
essary and  would  be  effective,  and  that  the  need 
of  keeping  these  review  functions  in  our  own 
hands  was  paramount. 

A committee  of  representatives  of  industry, 
medicine,  and  health  agencies  was  established  in 
Rochester  to  study  the  problem  of  increasing 
health  costs.  Together  with  proposals  for  in- 
creased efficiency  of  operation  of  hospitals  and 


lesser  health  facilities,  the  committee  recom- 
mended the  establishment  of  diversified  group 
practice  and  the  formation  of  prepaid  insur- 
ance coverage  for  out-of-hospital  services.  The 
mechanics  of  these  interesting  proposals  are 
being  worked  on. 

The  Dean  of  the  University  of  Rochester 
Medical  Center,  James  Lowell  Orbison,  M.D., 
has  directed  an  inquiry  on  the  place  and  func- 
tion of  the  medical  center  in  our  changing 
health  world.  Also  a liaison  group,  consisting 
of  faculty  members  of  the  medical  center,  the 
Monroe  County  Medical  Society,  and  district 
representatives  have  been  exploring  the  prob- 
lem of  continuing  medical  education  and  the 
methods  by  which  it  can  be  solved. 

Our  representation  on  Blue  Cross  was  im- 
proved with  the  appointment  of  Joseph  J.  Kauf- 
man, M.D.,  to  the  Advisory  Board.  Physician 
representation  on  the  Blue  Shield  Board  will 
also  be  improved  with  the  election  of  four  more 
members  to  this  Board. 

Concern  with  government  and  government 
supported  health  programs  was  evident  at  a 
Presidents  Conference  held  in  Syracuse,  in 
June,  which  provided  an  excellent  forum  for 
discussion  among  county  society  presidents  and 
others  from  all  areas  in  the  State.  Members 
of  several  counties  have  condemned  the  recent 
changes  in  the  Medicaid  Program,  and  several 
counties  have  advised  noncooperation,  but  most 
have  left  this  matter  to  the  discretion  of  the 
individual  physician.  A proposal  was  also 
made  that  the  State  Medical  Society  take  an 
active  part  in  a law  suit  involving  the  Erie 
County  Welfare  Department  and  a patient. 
This  was  referred  to  the  Council  of  the  State 
Medical  Society  for  study.  It  was  referred  to 
outside  legal  counsel,  a former  judge  of  the 
State  Court  of  Appeals,  who  advised  that  he 
saw  no  occasion  for  the  State  Medical  Society  to 
intervene,  that  is,  not  to  take  legal  action 
against  the  State  and  not  to  act  as  amicus 
curiae  in  the  case  in  question. 

The  presidents  conferences  are  valuable, 
well  attended,  but  not  held  frequently  enough. 
They  provide  an  effective  means  of  communica- 
tion between  the  AMA,  the  State  Medical  So- 
ciety, the  district  branches,  and  county  medical 
societies. 

The  Council  of  the  Medical  Society  of  the 
State  of  New  York  elected  Joseph  J.  Kaufman, 
M.D.,  Wayne  County,  to  the  State  Medical  So- 
ciety’s Board  of  Trustees  to  fill  the  vacancy 
created  by  the  death  of  William  L.  Wheeler,  Jr., 
M.D. 

Charles  J.  Sellers,  Agency,  insurance  agents, 
reported  a premium  reduction  in  the  Medical 
Society’s  low-cost  life  insurance  program  and 
the  availability  of  improved  health  and  ac- 
cident coverage.  Also  I have  been  informed  of 
the  high  performance  of  the  Pro  Investment 
Fund  during  the  past  year.  So  far  as  I know, 
physicians  who  have  taken  advantage  of  this 
fund  to  establish  Keogh  Plans  have  been  satis- 
fied. 

The  Joint  Annual  Meeting  of  the  Seventh 
and  Eighth  District  Branches  was  held  at  the 
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Concord,  on  October  2 through  5.  More  than 
400  physicians  and  their  wives  attended,  and 
our  guest  of  honor  was  Walter  T.  Heldmann, 
M.D.,  president,  State  Medical  Society.  Two 
scientific  sessions  were  held,  one  on  Sex  Edu- 
cation and  Marital  Counseling  by  S.  Mouchley 
Small,  M.D.,  moderator,  and  Ethel  M.  Nash, 
M.A.,  clinical  associate  professor  of  obstetrics 
and  gynecology,  University  of  North  Carolina; 
David  M.  Reed,  Ph.D.,  M.P.H.,  Family  Study 
Division,  University  of  Pennsylvania  School  of 
Medicine;  and  Leon  Salzman,  M.D.,  professor 
of  psychiatry,  Tulane  University  School  of 
Medicine.  This  session  was  well  attended. 
The  other  topic  was  the  Future  Delivery  of 
Health  Care  by  Wayne  C.  Templer,  M.D.,  mod- 
erator, and  James  M.  Ensign,  vice-president, 
Blue  Cross  Association;  Berwyn  F.  Mattison, 
M.D.,  executive  director,  American  Public 
Health  Association;  and  Charles  Tanner,  M.D., 
division  of  program  planning  and  Development, 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

At  the  business  meeting  of  the  Seventh  Dis- 
trict Branch,  Roger  J.  Boulay,  M.D.,  discussed 
the  expansion  of  the  Rochester  Home  Care  Pro- 
gram as  a selective-patient  method  of  provid- 
ing low-cost  medical  care  thus  enabling  the 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  1969  annual  meeting  of  the  Eighth  Dis- 
trict Branch  was  held  at  the  Concord  Hotel, 
Kiamesha  Lake,  together  with  the  Seventh 
District  Branch,  on  October  2 through  5. 

On  October  3,  the  scientific  program,  mod- 
erated by  S.  Mouchly  Small,  M.D.,  professor 
and  chairman,  Department  of  Psychiatry,  State 
University  of  New  York  at  Buffalo,  featured 
the  following  speakers  who  discussed  “Sex  Edu- 
cation and  Marital  Counseling  for  Physicians,” 
Ethel  M.  Nash,  M.A.,  clinical  associate  pro- 
fessor of  obstetrics  & gynecology,  University  of 
North  Carolina;  David  M.  Reed,  Ph.D.,  M.P.H., 
director  of  training,  family  study  division,  Uni- 
versity of  Pennsylvania  School  of  Medicine; 
and  Leon  Salzman,  M.D.,  professor  of  psy- 
chiatry and  director  of  psychoanalytic  medicine, 
Tulane  University  Medical  School. 

On  October  4,  Wayne  C.  Templer,  M.D.,  presi- 
dent-elect of  the  Seventh  District  Branch,  in- 
troduced the  following  speakers  who  discussed 
“The  Future  Delivery  of  Health  Care”:  James 
M.  Ensign,  vice-president,  Blue  Cross  Associa- 
tion, Chicago,  Illinois;  Berwyn  F.  Mattison, 
M.D.,  executive  director,  American  Public 
Health  Association,  New  York  City;  and 
Charles  J.  Tanner,  M.D.,  medical  consultant, 
division  of  program  planning  and  development, 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

The  business  session  of  the  Eighth  District 
Branch  was  held  on  October  3 at  which  time 


physician  to  treat  the  patient  outside  of  the 
institution. 

A brief  report  was  made  on  proposed  changes 
in  the  Constitution  and  Bylaws  of  the  State 
Medical  Society  calling  for  the  nomination  of 
representatives  from  District  Branches  for 
AM  A Delegates  and  for  reorganization  of  the 
District  Branches  which  would  enlarge  this  Dis- 
trict to  an  11  county  region. 

As  President  of  the  Seventh  District  Branch, 
I would  like  to  note  our  attempts  to  improve 
the  organization  and  communications  of  the 
district  branch.  This  should  be  beneficial  to  the 
State  Medical  Society,  the  district  branch,  and 
the  county  medical  societies.  I would  like  to 
extend  my  personal  thanks  to  all  who  have 
worked  with  me  during  the  last  two-year  period 
to  make  the  program  and  work  of  this  organi- 
zation successful.  These  include  the  many 
members  of  the  District  Branch  Council,  com- 
mittee chairmen,  members  in  related  medical 
programs,  the  staff  members,  and  Donald  M. 
Irish,  director  of  the  district  branch  organiza- 
tion. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 


the  following  reports  wTere  approved:  treas- 

urer, James  F.  Durkin,  M.D. ; president,  as  pub- 
lished in  the  November,  1968,  issue  of  the 
Bulletin;  Delegates,  as  published  in  the  March, 
1969,  issue  of  the  Bulletin;  Advisory  Council, 
as  published  in  the  September,  1969,  issue  of 
the  Bulletin;  Officers  of  the  Seventh  and  Eighth 
District  Branches,  as  published  in  the  Sep- 
tember, 1969,  issue  of  the  Bulletin;  and  Ad- 
visory Council  and  Delegates,  dated  August  6, 
1969,  as  distributed  to  the  presidents  and 
secretaries  of  the  county  medical  societies  of 
the  Eighth  District  Branch. 

The  following  report  of  the  Nominating  Com- 
mittee was  presented  by  Angelo  Leone,  M.D., 
chairman: 

President — Thomas  S.  Bumbalo,  M.D.,  Erie 

President-Elect — David  R.  Harrington,  M.D., 
Genesee 

Secretary — James  F.  Durkin,  M.D.,  Cat- 
taraugus 

Treasurer — Alan  R.  Johnson,  M.D.,  Orleans 

Delegate  (MSSNY) — John  T.  Donovan,  Jr., 
M.D.,  Niagara 

No  other  nominations  were  received,  and  the 
candidates  were  declared  elected. 

Approval  was  received  from  the  Council  of 
the  State  Medical  Society  to  elect  a president 
for  a one-year  term.  It  was  voted  to  again 
request  this  permission  for  the  following  year. 

A Symposium  on  Immunization,  sponsored 
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by  the  Seventh  and  Eighth  District  Branches, 
was  held  on  June  19  in  Buffalo.  This  sym- 
posium gave  physicians  in  western  New  York 
an  opportunity  to  learn  about  recent  advances 
in  immunization  for  rubella,  mumps,  measles, 
smallpox,  and  viruses  that  affect  the  respira- 
tory tract.  Other  topics  discussed  were  de- 
velopments in  venereal  disease  research  and 
the  use  and  abuse  of  gamma  globulin.  Thomas 
S.  Bumbalo,  M.D.,  chairman,  Subcommittee  on 
Infectious  Diseases,  Preventive  Medicine  Com- 
mittee of  the  State  Medical  Society,  was  chair- 
man of  the  symposium. 

It  was  voted  to  establish  separate  registra- 
tion for  the  scientific  session  of  the  annual 
joint  meetings  of  the  Seventh  and  Eighth  Dis- 
trict Branches. 

Three-tier  committees  are  being  organized, 
and  it  is  expected  that  the  following  committees 
will  be  functioning  by  the  year’s  end:  Con- 

tinuing Education,  Economics,  Hospital  and 
Professional  Relations,  Public  Relations,  State 
Legislation,  and  Workmen’s  Compensation. 

The  three-day  meeting  closed  with  the  annual 
dinner  on  October  4,  at  which  Walter  T.  Held- 
mann,  M.D.,  president  of  the  State  Medical 
Society,  was  the  honored  guest  and  the  prin- 
ciple speaker. 

The  registration  totalled  410. 

I wish  to  thank  the  members  of  the  program 
committee  for  the  excellent  programs.  The 
committee  consisted  of  the  following:  Wayne 


C.  Templer,  M.D.,  and  Thomas  S.  Bumbalo, 
M.D.,  cochairmen;  and  Lynn  R.  Callin,  M.D., 
Vincent  I.  Bonafede,  M.D.,  David  L.  Koch, 
M.D.,  Paul  A.  Burgeson,  M.D.,  Herbert  A. 
Laughlin,  M.D.,  David  R.  Harrington,  M.D., 
and  James  R.  Nunn,  M.D. 

I should  also  like  to  acknowledge  with  grati- 
tude the  assistance  received  from  our  executive 
secretaries,  Richard  F.  Treccase,  Eighth  Dis- 
trict Branch,  and  Donald  M.  Irish,  Seventh 
District  Branch ; Joseph  J.  Guariglia,  Esq., 
legal  counsel,  Eighth  District  Branch;  Harry 
J.  Dexter,  regional  representative  of  the  State 
Medical  Society,  and  the  staff  members  in  the 
offices  of  the  Medical  Society  of  the  County  of 
Erie. 

I wish  to  also  acknowledge  the  fine  work  and 
cooperation  of  Edward  C.  Rozek,  M.D.,  who 
substituted  for  Victor  Breen,  M.D.,  as  chairman 
of  the  annual  golf  tournament  of  Seventh  and 
Eighth  District  Branches. 

The  work  of  the  Eighth  District  Branch  was 
reflected  in  the  reports  of  the  Advisory  Council 
meetings,  and  I wish  to  thank  the  members  of 
the  Council — the  presidents  and  secretaries  of 
the  county  medical  societies  in  the  Eighth  Dis- 
trict Branch — for  their  cooperative  efforts  on 
behalf  of  the  medical  profession  in  western 
New  York. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  President 
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1970  HOUSE  OF  DELEGATES 


Public  and  Professional  Affairs 


Federal  Legislation 


To  the  House  of  Delega  tes,  Gentlemen : 

The  Committee  on  Federal  Legislation  consists 
of  the  following  members: 

Charles  N.  Aswad,  M.D.,  Chairman.  .Broome 


Burton  Allyn,  M.D Rockland 

John  L.  Clowe,  M.D Schenectady 

John  T.  Donovan,  Jr.,  M.D Niagara 

Irwin  Felsen,  M.D Allegany 

Francis  J.  Loperfido,  M.D Bronx 

James  A.  Moore,  M.D Albany 


Your  committee’s  focus  of  attention  during 
the  past  year,  since  your  new  chairman  as- 
sumed office,  has  been  on  the  purpose  and  func- 
tions of  the  committee  in  an  attempt  to  improve 
its  operations  and  build  on  its  past  productive 
activities.  With  this  objective  in  mind,  your 
chairman  convened  his  committee  on  July  23 
and  September  16,  at  the  Country  House,  Syra- 
cuse. 

At  the  initial  meeting  in  July,  the  committee 
acted  on  several  important  items.  A key  topic 
of  discussion  was  the  relationship  between  the 
Medical  Society  of  the  State  of  New  York  and 
EMPAC  (Empire  State  Medical  Political  Ac- 
tion Committee)  and  the  American  Medical  As- 
sociation and  AMP  AC  (American  Medical  Po- 
litical Action  Committee).  A difficulty  con- 
fronting this  committee  is  that  the  field  staff 
of  AMA  and  AMPAC  have  been  combined. 
Since  the  State  Medical  Society  and  EMPAC 
are  separate  and  distinct  entities  in  New  York, 
and  the  AMA  now  channels  its  information 
through  AMPAC,  transmission  of  news  regard- 
ing congressional  action  from  the  national  to 
the  state  level  might  be  impeded. 

The  chairman  reported  that  he  had  investi- 
gated this  matter  and  had  been  advised  that 
information  would  be  transmitted  directly  from 
the  AMA  to  our  Federal  Legislation  Commit- 
tee. Information  concerning  congressional 
proposals  would  not  be  transmitted  through 
AMPAC  to  state  organizations  but  by  the 
AMA.  The  chairman  also  explained  that  the 
AMA  regional  representatives  would  be  on  the 
AMA  payroll,  except  when  their  activities  were 
politically  oriented,  at  which  time  they  would 
be  paid  by  AMPAC  funds. 

During  the  discussion  on  the  State  Medical 
Society  and  EMPAC,  the  fact  was  emphasized 
that  according  to  legal  opinion  furnished  by 
State  Medical  Society’s  counsel  and  outside 
counsel  to  EMPAC,  the  Medical  Society  and 
EMPAC  must  be  totally  disassociated  from 
each  other  and  operated  as  separate  legal  en- 
tities. 


The  following  motion  was  submitted  to  the 
Council  on  September  25,  and  was  approved: 

In  view  of  the  recent  AMA-AMPAC  reor- 
ganization, the  Federal  Legislation  Commit- 
tee feels  that  it  is  imperative  that  the  legal 
restrictions  on  political  activities  by  MSSNY 
be  clarified  and  urges  the  appointment  of  an 
ad  hoc  committee  to  clarify  the  status  rela- 
tionship between  the  State  Medical  Society 
and  EMPAC  and  that  this  ad  hoc  committee 
should  report  back  to  the  Council  at  the  meet- 
ing following  its  appointment. 

Another  priority  item  of  discussion  at  the 
July  meeting  was  the  improvement  of  relation- 
ships between  physicians  and  congressmen. 
Two  important  phases  of  this  subject  were 
discussed.  Joseph  J.  Kaufman,  M.D.,  immedi- 
ate past  chairman  of  this  committee,  at  our  in- 
vitation, reported  on  last  year’s  activities. 
One  of  the  major  projects  sponsored  by  the 
committee  during  Dr.  Kaufman’s  term  was  im- 
provement of  relationships  with  congressmen. 
As  a result  of  the  participation  of  Dr.  Kaufman 
and  Martin  Tracey,  Esq.,  coordinator,  Legisla- 
tion Activities,  in  the  Legislation  Conference 
sponsored  by  the  U.S.  Chamber  of  Commerce 
held  in  Washington,  D.C.,  last  February,  Dr. 
Kaufman  strongly  urged  that  visits  be  made 
by  the  committee  members  to  congressmen’s  of- 
fices in  Washington.  Dr.  Kaufman  stressed  the 
fact  that  congressmen  want  to  be  treated  as 
businessmen,  and  they  prefer  to  discuss  busi- 
ness in  their  Washington  offices,  not  when  they 
are  in  their  home  districts. 

In  connection  with  Dr.  Kaufman’s  recom- 
mendation, your  committee  also  considered  an 
excerpt  from  a reference  committee  report, 
1969  House  of  Delegates,  which  authorized 
the  establishment  of  more  direct  contact  be- 
tween the  members  of  the  Federal  Legislation 
Committee  and  the  New  York  State  congres- 
sional representatives,  while  congress  is  in 
session.  The  committee  voted  to  delay  action 
on  this  authorization. 

The  second  phase  of  the  problem  involving 
physicians’  relations  with  congressmen  was  the 
approval  by  the  committee  of  a new  approach 
to  an  old  method  of  operation.  In  the  past,  our 
State  Medical  Society  has  used  physicians  in 
various  parts  of  the  State  as  contact  people 
with  our  congressmen.  These  men  were  se- 
lected on  the  basis  of  recommendations  re- 
ceived from  every  county  medical  society.  The 
new  approach  wall  be  based  on  the  fact  that  a 
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physician  contact  should  be  someone  who  in- 
timately knows  a congressman  and  lives  in  the 
congressman’s  home  town.  Since  there  are  41 
congressmen,  this  would  mean  a working  force 
of  41  rather  than  61  physicians,  representing 
each  county  medical  society  as  was  the  custom 
in  the  past.  To  implement  this  recommenda- 
tion, the  committee  further  recommended  that 
the  regional  representatives  be  utilized  to  find 
out  which  physicians  would  not  only  be  will- 
ing but  able  to  work  as  contact  committeemen 
with  the  congressmen. 

Action  was  taken  to  expedite  and  improve 
committee  operations.  At  the  request  of  your 
chairman,  Mr.  Tracey  presented  a program  for 
handling  legislation  by  the  committee.  Since 
the  AMA  Council  on  Legislative  Activities 
screens  the  numerous  proposals  that  come  be- 
fore Congress,  it  seems  logical  that  the  State 
Medical  Society’s  Committee  on  Federal  Legis- 
lation should  look  to  the  AMA  for  guidance. 
Copies  of  reports  on  actions  taken  by  the  AMA 
Committee  on  Legislative  Activities  will  be  sent 
directly  to  Mr.  Tracey.  He,  in  turn,  will  send 
copies  to  your  chairman  and  to  C.  Stewart 
Wallace,  M.D.,  chairman,  Commission  on  Pub- 
lic and  Professional  Affairs.  All  three  mem- 
bers will  evaluate  the  proposals  of  the  AMA 
group.  Their  suggestions  will  be  capsuled  and 
sent  to  the  committee  members  for  their 
opinions.  The  recommendations  of  the  com- 
mittee will  then  be  submitted  to  the  Council  for 
implementation  and  action.  The  committee 
approved  this  plan  of  operation. 

Your  committee  also  reviewed  the  following 
actions  of  the  1969  House  of  Delegates.  The 
first  item  was  resolution  69-52,  “Legislation 
Providing  Legal  Immunity  for  Members  of  Uti- 
lization Committees  and  County  Medical  Socie- 
ties.” The  committee  decided  to  delay  on  this 
resolution  until  additional  information  was  ob- 
tained from  California,  where  similar  legisla- 
tion had  been  enacted.  The  second  matter  in- 
volved an  excerpt  from  a reference  committee 
report  on  the  continuation,  strengthening,  and 
expansion  of  diploma  schools  of  nursing.  The 
committee  decided  that  while  this  recommenda- 
tion should  be  carried  out  the  wording  should 
be  revised  to  conform  with  the  resolution  pre- 
viously adopted  by  the  committee  on  this  mat- 
ter. 

In  general,  the  committee  agreed  that  the 
following  programs  should  receive  priority  at- 
tention during  the  future  months:  a compul- 

sory health  insurance  program  on  a national 


State  Legislation 

To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  State  Legislation  is  made 
up  of  the  following  members : 


John  H.  Carter,  M.D.,  Chairman ....  Albany 

E.  Yale  Clarke,  M.D Warren 

Oscar  K.  Diamond,  M.D New  York 


scale;  bills  relating  to  drug  abuse;  and  pro- 
posals concerning  nurses,  particularly  in  regard 
to  nursing  education  and  diploma  schools. 

On  September  20,  your  chairman,  together 
with  Dr.  Wallace,  attended,  by  invitation,  the 
meeting  of  the  AMA  Council  on  Legislative 
Activities  which  was  held  in  Boston.  This 
meeting  was  held  in  accordance  with  the  AMA 
Council’s  practice  to  hold  meetings  in  various 
areas  of  the  country  to  permit  member  state 
societies  to  observe  their  deliberations. 

The  Council  had  a lengthy  agenda  which  they 
considered  in  great  detail.  The  AMA  staff 
briefed  the  members  of  the  Council  on  key 
legislation  pending  before  Congress,  and  vari- 
ous Council  members  gave  special  reports  on 
such  topics  as  Medicare,  paramedical  person- 
nel, and  activities  in  Washington. 

In  addition  to  reviewing  current  bills  before 
Congress  on  drug  abuse,  occupational  health 
and  safety,  alcoholism,  mental  health,  and  cre- 
ation of  a cabinet  level  department  of  health, 
the  council  spent  considerable  time  debating 
the  AMA’s  proposed  bill  on  universal  health 
insurance.  Your  chairman,  Dr.  Wallace,  and 
other  representatives  of  state  medical  societies 
from  the  northeast  region  of  the  United  States 
participated  in  this  discussion. 

The  coming  years  will  be  active  ones  in  the 
field  of  Federal  legislation,  and  it  is  reassuring 
to  know  that  the  high  caliber  of  men  we  met 
at  the  Boston  meeting  are  representing  medi- 
cine on  the  AMA  Council  on  Legislative  Activi- 
ties. 

Since  there  is  sufficient  time  for  the  State 
Medical  Society  to  make  its  views  known  to  the 
AMA  in  formulating  its  policy  in  the  area  of 
Federal  health  insurance,  this  subject  will  re- 
ceive priority  attention  by  the  committee  dur- 
ing the  remainder  of  this  year. 

Acknowledgements.  Your  chairman  takes 
this  opportunity  to  thank  the  members  of  his 
committee  for  their  cooperation.  In  addition, 
he  is  grateful  for  the  assistance  rendered  by 
C.  Stewart  Wallace,  M.D.,  chairman,  Commis- 
sion on  Public  and  Professional  Affairs;  Henry 
I.  Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.  assistant  executive  vice- 
president;  Guy  D.  Beaumont,  director,  Com- 
munications Division;  and  Martin  J.  Tracey, 
Esq.,  coordinator,  Legislation  Activities. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 


Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Andrew  W.  Lawrence,  M.D Suffolk 

George  G.  McCauley,  M.D Tompkins 

William  J.  Ryan,  M.D Onondaga 
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Almost  13,000  bills  were  introduced  during 
the  four-month  session  of  the  1969  New  York 
State  Legislature  which  ended  on  May  2 and 
was  followed  by  a thirty-day  period  allowed  to 
the  Governor  to  act  on  bills.  As  a result,  the 
1969  session  was  one  of  the  busiest  and  most 
hectic  periods  of  activity  which  your  chair- 
man and  his  associates  have  experienced  in 
many  years.  Many  of  the  bills  directly  or  in- 
directly affected  the  medical  profession  and  the 
health  of  the  public.  The  Council  was  kept 
abreast  of  developments  through  progress  re- 
ports submitted  by  your  committee. 

Although  preliminary  plans  for  the  State 
Medical  Society’s  1970  State  Legislation  Pro- 
gram have  been  approved  by  the  Council,  final 
plans  will  not  be  made  until  after  the  Annual 
Conference  of  County  Medical  Society  Legisla- 
tion Chairmen  is  held  on  November  13,  in  Syra- 
cuse. Consequently,  a supplementary  report 
will  be  submitted  to  the  House  in  February, 
1970. 

The  following  is  a capsule  review  of  the 
highlights  of  your  committee’s  activities: 

State  Legislature  Session.  We  are  pleased 
to  report  that  several  bills  of  major  concern  to 
our  State  Medical  Society,  to  which  we  have 
strenuously  voiced  our  opposition,  died  in  com- 
mittee in  one  or  both  houses  of  the  State  Legis- 
lature. 

Health  Insurance.  The  Universal  Health  In- 
surance Bill  (S.  4998  and  A.  6687)  sponsored 
by  the  administration  had  been  considered  a 
dead  issue  but  suddenly  was  activated  toward 
the  end  of  the  session.  A strongly  wrorded 
plea  to  the  lawmakers  by  the  Governor  failed 
to  bring  the  proposal  to  a vote.  At  the  end 
of  the  session,  the  bill  was  still  lodged  in  com- 
mittee in  both  the  Senate  and  Assembly,  expir- 
ing for  the  third  straight  year. 

Revision  of  Education  Law.  Although  wTe 
had  anticipated  that  a bill  embodying  proposed 
extensive  revision  of  the  Education  Law,  deal- 
ing with  the  regulation  of  the  practice  of  cer- 
tain professions,  including  medicine,  would  be 
introduced  in  the  State  Legislature,  the  bill 
(S.  4654 — Dominick — Garcia)  was  submitted 
so  late  in  the  session  that  there  was  not  ade- 
quate time  to  review  it.  Printed  copies  were 
not  available  until  after  a vote  had  been  taken 
in  the  Senate,  and  it  was  passed.  The  bill  died 
in  the  Assembly  after  we  had  voiced  our  ob- 
jections to  the  omission  of  an  adequate  defini- 
tion of  the  practice  of  medicine,  the  combining 
of  the  Board  of  Medical  Examiners  and  the 
Grievance  Committee  into  one  board,  the  sub- 
stitution of  a four-fifths  rule  for  a unanimous 
rule  in  finding  physicians  guilty  of  misconduct, 
and  the  fact  that  sufficient  time  was  not  al- 
lowed to  review  the  final  printed  version  of  the 
bill. 

Tax  Exemption  Repeal.  The  third  major 
proposal  which  failed  to  gain  approval  was  a 
bill  (A.  7063 — Becker)  that  would  have  re- 
pealed the  real  property  tax  exemption  now 
granted  to  many  specified  nonprofit  organiza- 
tions, including  medical  societies.  It  also 
would  have  subjected  the  exemption  to  local 


option,  providing  for  its  restoration  if  the  ap- 
propriate local  legislative  body  adopted  a law, 
ordinance,  or  resolution  approving  it  after  a 
public  hearing.  In  spite  of  the  fact  that  the 
bill  was  approved  by  a one-sided  vote  in  the 
Assembly,  the  bill  failed  to  come  out  of  com- 
mittee in  the  Senate  because  of,  we  hope,  the 
efforts  of  our  State  Medical  Society.  A simi- 
lar bill  (S.  2292-B — Marchi  and  A.  3572 — 
Passannante)  died  in  the  Taxation  Committee 
of  both  houses. 

Human  Research.  Another  bill  (S.  4653 — 
Thaler)  to  which  our  State  Medical  Society  had 
objected  did  not  obtain  the  approval  of  the 
Legislature.  This  bill  would  have  created  a 
12-member  State  board  on  human  research. 
This  board  would  have  been  empowered  to  for- 
mulate, by  rule  and  regulation,  guidelines,  and 
procedures  for  effectuating  State  policy  in  re- 
spect to  investigation  of  human  beings.  Some 
provisions  also  specified  when  research  would 
be  permitted  or  prohibited.  This  bill  was  re- 
committed to  the  Senate  Education  Committee. 

Physiotherapy.  The  Governor  also  vetoed  a 
bill,  to  which  our  State  Medical  Society  had  ob- 
jected, that  this  bill  would  have  allowed  physio- 
therapists to  treat  Workmen’s  Compensation 
claimants  and  volunteer  firemen  benefits  claim- 
ants on  a direct  basis,  without  medical  referral 
or  supervision  (A.  1247 — Ginsberg). 

Other  Objectionable  Bills  Defeated.  Legis- 
lation that  would  have  prohibited  a purveyor 
of  clinical  laboratory  services  from  billing  or 
receiving  payments  from  any  person  other 
than  the  recipient  of  the  service,  with  certain 
exceptions,  died  in  the  Senate  General  Laws 
Committee  after  passing  the  Assembly.  The 
bill  (A.  2860 — Amann)  was  strongly  opposed 
by  the  State  Medical  Society. 

Another  proposal  (A.  4343 — Jerabek)  to 
which  our  Medical  Society  objected  failed  to 
reach  a vote  in  the  Senate  after  the  Assembly 
approved  it.  Held  in  the  Senate  Rules  Com- 
mittee, it  would  have  repealed  Section  505  of 
the  Public  Health  Law  which  allows  the  State 
Health  Commissioner  to  requisition  unlicensed, 
unwanted,  or  unclaimed  animals,  which  have 
been  seized  and  placed  in  animal  pounds,  for 
the  purpose  of  scientific  tests. 

State  Society  Program  Bills.  Before  detail- 
ing the  final  status  of  our  State  Medical  So- 
ciety Five-Program  Bills,  your  chairman 
wishes  to  make  several  pertinent  observations. 
In  evaluating  the  progress  made,  we  must  bear 
in  mind  the  attitude  of  the  legislators  during 
the  1969  session  of  the  State  Legislature.  As 
we  all  know,  the  basic  philosophy  concerning 
financial  matters  was  one  of  extreme  conserva- 
tism. Another  factor  was  a certain  amount 
of  unfriendliness  toward  the  medical  profes- 
sion, in  large  part  due  to  news  stories  con- 
cerning Medicaid  and  certain  individual  physi- 
cians. Another  important  point  to  bear  in 
mind  is  that  the  Legislature,  in  any  year,  is 
reluctant  to  enact  legislation  in  an  area  where 
a major  investigation  is  being  conducted.  In 
the  present  instance,  the  existence  and  pro- 
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posed  continuance  of  the  commission  studying 
matters  relating  to  transplantation  of  human 
organs  had  a vital  influence  on  the  proposal 
made  by  our  State  Medical  Society  concerning 
anatomical  gifts. 

Medical  Service  Corporation  Bill  (A.  2889 — 
C.  Cook;  S.  1785 — Laverne).  This  bill  would 
have  permitted  two  or  more  licensed  physicians 
to  organize  and  operate  a medical  service  cor- 
poration for  the  sole  purpose  of  engaging  in 
the  practice  of  medicine.  It  made  progress  but 
was  not  enacted.  Both  bills  were  reported  out 
of  committee  in  their  respective  houses  and 
were  on  third  reading  at  the  time  of  adjourn- 
ment. This  meant  that  they  were  ready  for  a 
vote.  In  fact,  one  of  them  had  been  starred  to 
delay  action  to  permit  us  to  gather  enough 
votes  for  its  passage,  which  we  were  not  able 
to  obtain. 

The  principal  factors  in  the  defeat  of  this 
bill  have  already  been  mentioned.  One  of  the 
main  arguments  heard  in  the  defeat  of  the 
Gioffre  bill  (S.  486-C),  which  would  have  au- 
thorized the  organization  of  service  corpora- 
tions within  several  professions,  including 
medicine,  was  that  the  upper-income  wage 
earners,  especially  professional  men,  should 
not  be  given  tax  advantages  in  these  critical 
times.  This  attitude,  plus  the  unfriendly  dis- 
position of  the  legislators,  made  it  inadvisable 
to  press  for  passage  of  a medical  service  cor- 
poration act  following  defeat  of  the  Gioffre 
bill. 

Anatomical  Gift  Act  (A.  3101-A — McClos- 
key ; S.  2501-A— Lombardi) . This  proposed 

law  would  have  allowed  any  person  competent 
to  execute  a will  under  New  York  State  Laws 
to  donate  all  or  part  of  his  body,  by  will  or 
otherwise,  to  a hospital,  a surgeon,  or  physi- 
cian, as  well  as  for  transplantation  purposes. 
It  passed  the  Senate.  In  the  Assembly  the  bill 
was  reported  out  of  committee  and  was  spon- 
sored by  Assemblyman  Francis  J.  McCloskey 
as  a substitute  for  his  own  bill.  However, 
since  a pre-vote  check  revealed  that  the  bill 
would  not  pass,  Assemblyman  McCloskey  re- 
quested that  it  be  recommitted  to  the  Rules 
Committee  where  it  died.  As  mentioned,  the 
existence  of  a commission  was  a prime  reason 
for  the  defeat  of  this  bill,  as  well  as  the  oppo- 
sition of  certain  groups,  including  religious  or- 
ganizations. 

The  following  three  bills  which  completed 
our  five-bill  program  died  in  committee:  (a) 

Autopsy  Authorization  (A.  3047 — Greco) 

would  have  provided  that  where  there  was 
more  than  one  next  of  kin  of  the  deceased,  au- 
thorization for  dissection  of  the  decedents  body 
by  any  one  of  such  kin  would  be  sufficient,  un- 
less there  was  opposition  or  protest  from  any 
member  of  the  immediate  surviving  family; 
(b)  Nondisclosure  of  Hospital  Review  Commit- 
tee Records  (A.  3056 — Jonas;  S.  3415 — Staf- 
ford) would  have  provided  that  all  records  and 
data  of  all  hospital  review  committees  would 
be  held  immune  from  disclosure  in  any  man- 
ner; and  (c)  Direct  Payment  to  Medicaid  Re- 
cipients (A.  5947 — Skuse)  would  have  pro- 


vided that  payments  for  Medicaid  services  fur- 
nished by  a qualified  physician  be  made  either 
to  the  physician  or  to  the  person  receiving  as- 
sistance. 

Hospital  Construction  Bill.  A New  York 
City  health  and  hospitals  corporation  was  cre- 
ated for  the  operation  and  maintenance  of  the 
city’s  municipal  hospitals  and  other  public 
health  facilities  when  the  Governor  signed  S. 
5301-A,  which  became  Chapter  1016,  Laws  of 
1969.  The  new  law  provides  for  administra- 
tion of  the  corporation  by  a 16-member  board, 
consisting  of  5 executive  officials  of  the  city 
concerned  with  health,  services,  and  adminis- 
tration, serving  ex  officio;  5 mayoral  appoint- 
ees; 5 appointees  of  the  city  council,  and  a 
sixteenth  member  chosen  by  the  board  who 
shall  also  serve  as  a chief  executive  officer. 

Chiropractic  Bills.  Four  chiropractic  bills 
were  passed  by  the  Legislature,  in  spite  of 
strenuous  opposition  by  our  State  Medical  So- 
ciety, and  were  sent  to  the  Governor.  He  ve- 
toed the  following  measures: 

1.  (A.  4374 — Kremer,  et  al.)  which  would 
have  extended  to  practicing  chiropractors,  who 
have  failed  five  consecutive  licensing  examina- 
tions, the  privilege  of  taking  three  more  ex- 
aminations to  qualify  under  the  so-called 
“grandfather”  clause  authorizing  special  test- 
ing requirements  for  practicing  chiropractors. 

2.  (A.  4273 — Ginsberg)  which  would  have 
authorized  chiropractors  to  treat  claimants 
with  Workmen’s  Compensation  and  Volunteer 
Firemen  Benefits  on  a direct  basis,  without  re- 
ferral from  a physician. 

The  Governor,  however,  signed  into  law  the 
following  two  bills : 

1.  (S.  3493 — Bernstein),  Chapter  737,  Laws 
of  1969,  omits  from  the  Education  Law  refer- 
ence to  hygiene  and  bacteriology  as  basic  sub- 
jects which  shall  be  included  in  written  exami- 
nation of  applicants  for  chiropractic  licensure, 
includes  microbiology  as  a basic  subject,  and 
requires  the  Education  Department  to  prepare 
questions  for  examination,  instead  of  using 
questions  prepared  for  medical  practice  exami- 
nations. 

2.  (A.  4481 — A.  Margiotta,  et  al.)  Chapter 
856,  Laws  of  1969,  exempts  applicants  for  ex- 
amination for  licensing  as  chiropractors  from 
the  requirements  of  a completed  two  academic 
years  of  college  level  study  in  liberal  arts  or 
science,  or  its  equivalent,  if  they  have  gradu- 
ated from  chiropractic  school  or  college  and 
possess  qualification  meeting  requirements  prior 
to  January  1,  1968. 

Medicaid.  On  March  30,  the  Governor  signed 
into  law  Chapter  184,  Laws  of  1969,  which 
amended  the  basic  law  concerning  Medicaid. 
This  law,  A.  6620  (Rules),  reduced  eligibility 
income  levels  generally,  for  example,  from 
$5,300  to  $5,000  for  a family  of  four  and  added 
restrictions  to  nursing  home  care.  This  law 
was  subsequently  amended  by  the  Legislature 
and  the  amendments  were  signed  by  the  Gover- 
nor. 

In  addition  the  Governor  signed  two  bills 


178  New  York  State  Journal  of  Medicine  / January  1,  1970 


(S.  B545,  amending  A.  6935)  which  restricted 
Medicaid  payments  by  Social  Services  Districts 
to  80  per  cent  of  the  cost  of  medical  care  and 
services  for  other  than  inpatient  care  and 
services  in  a medical  institution,  effective  July 
1,  1969.  These  so-called  “20  per  cent  Medicaid 
coinsurance  laws”  were  enacted  shortly  after 
the  promulgation  of  a State  Health  Depart- 
ment directive  which  reduced  physicians’  fees 
for  Medicaid  patients  by  20  per  cent,  effective 
June  1,  1969. 

The  following  summary  by  Walter  T.  Held- 
mann,  M.D.,  president,  of  the  new  directives 
and  laws  appeared  in  the  June  10,  1969,  issue 
of  Hot  Line: 

Despite  vigorous  and  repeated  protests  by 
your  State  Medical  Society,  the  administra- 
tion of  Governor  Rockefeller  has  taken  two 
distinct  economically  motivated  actions 
which  may  affect  the  quality  of  care  avail- 
able under  Medicaid: 

1.  Through  a directive  issued  May  1 by 
the  New  York  State  Department  of  Health, 
social  services  and  health  officials  through- 
out the  State  were  ordered  to  reduce  all 
State  fee  schedules  applicable  to  medical  and 
dental  practitioners  and  other  health  service 
vendors.  The  directive  specifically  states: 
Fees  for  all  services  included  in  the  State 
Medical  Fee  Schedule,  Medicine  Section,  are 
reduced  by  20  per  cent  for  all  care  and  serv- 
ices provided  on  and  after  June  1,  1969.  . . . 

2.  In  addition,  the  Governor  has  signed 
into  law  a bill  which  directs  the  Social  Serv- 
ices Districts  to  pay,  as  of  July  1,  1969,  only 
80  per  cent  of  the  cost  of  medical  care  and 
services  for  other  than  inpatient  care  and 
services  in  a medical  institution.  Patients 
will  be  responsible  for  payment  of  the  re- 
maining 20  per  cent,  unless  such  payments 
will  place  them  in  a welfare  category. 

In  brief,  the  Health  Department  directive 
cuts  fees  20  per  cent,  effective  June  1.  In 
addition,  the  new  law  mandates  that,  effec- 
tive July  1,  the  State  pay  only  80  per  cent  of 
the  reduced  Medicaid  schedule  fee.  The 
physician  must  look  to  the  patient  for  the 
remaining  20  per  cent.  Thus,  if  after  July 
1 a physician  elects  not  to  bill  a Medicaid 
patient  for  20  per  cent  of  the  reduced  fee,  he 
will  sustain  a total  reduction  of  36  per  cent 
of  the  Medicaid  fee  he  charged  prior  to  June 
1 (20  per  cent  by  directive  on  June  1,  plus 
20  per  cent  of  80  per  cent  equals  16  per  cent 
on  July  1). 

In  early  July,  the  so-called  “Coinsurance 
Law”  requiring  certain  Medicaid  patients  to 
pay  20  per  cent  of  Medicaid  fees,  as  mentioned, 
was  halted  temporarily.  A Federal  judge 
signed  a court  order  delaying  enforcement  of 
the  law  until  a three-judge  panel  could  hear  ar- 
guments and  determine  its  constitutionality. 
In  late  September,  the  Federal  court  set  aside 
this  order,  and  the  law  was  once  more  in  force. 

Abortion.  The  proposed  law  (A.  3473 — Blu 
menthal)  to  liberalize  New  York  State’s  eighty- 


six-year-old  abortion  law  was  rejected,  for  the 
third  straight  year,  by  an  Assembly  vote  of  78 
to  69  in  mid-April.  Last  year  the  bill’s  spon- 
sor, Assemblyman  Blumenthal,  requested  that 
the  bill  be  resubmitted  to  its  committee  before  a 
vote  was  taken.  This  year’s  vote  was  taken  af- 
ter an  eleventh-hour  plea  for  approval  was 
made  by  the  Governor  and  after  a lengthy, 
highly  emotional  debate. 

Podiatry.  An  expanded  definition  of  the 
practice  of  podiatry  was  written  into  law  when 
the  Governor  approved  bill  A.  5014 — Cook. 
This  bill,  which  was  opposed  by  the  State  Medi- 
cal Society,  amended  the  State  Education  Law 
as  follows: 

Chapter  789,  Laws  of  1969  describes  a per- 
son licensed  to  practice  podiatry  as  one  who 
is  entitled  to  perform  all  acts  prescribed,  in- 
cluding diagnosis,  treatment,  operating,  and 
prescribing  for  disease,  injury,  deformity,  or 
other  condition  of  the  foot,  including  surgery 
on  bones,  muscles,  or  tendons  of  feet  or  cor- 
rection of  minor  deficiencies  and  deformities 
of  a mechanical  and  functional  nature.  The 
new  definition  limits  treatment  of  fractures 
and  use  of  anesthesia  and  prohibits  treatment 
of  any  other  part  of  the  human  body. 

Legislation  Information  Center.  For  the 
fifth  consecutive  year,  the  Legislation  Informa- 
tion Center  continued  to  be  an  extremely  im- 
portant mechanism  in  furthering  the  aims  of 
our  committee.  Under  the  supervision  of  the 
coordinator  of  legislation  activities,  the  center 
showed  that  it  is  not  only  helpful  in  supplying 
answers  to  questions  on  State  and  Federal  leg- 
islation, but  that  it  is  an  especially  useful  tool 
for  disseminating  news  about  legislation.  To 
supply  current  information  the  center  main- 
tains an  up-to-date  filing  system  which  features 
copies  of  important  bills  being  considered  in  Al- 
bany and  in  Congress. 

While  the  center  normally  is  most  active  dur- 
ing the  time  the  State  Legislature  is  in  session, 
its  activities  are  now  available  on  a year-round 
basis.  The  center  not  only  supplies  answers 
to  questions  received  over  the  telephone  and 
through  the  mail  but  also  keeps  a watchful  eye 
on  all  activities  pertaining  to  legislation,  nota- 
bly, public  hearings.  As  soon  as  notices  of  pub- 
lic hearings  are  received  they  are  sent  to  key 
officials  of  the  State  Medical  Society  so  that  the 
Society  may  not  only  take  a position  on  the  leg- 
islation before  the  hearings  but  may  also  assign 
qualified  physicians  to  testify. 

While  the  services  of  the  center  are  designed 
primarily  for  the  use  of  physicians  and  county 
medical  societies.,  assistance  also  was  given  to 
allied  health  groups,  hospitals,  and  others. 
There  has  been  an  increasing  number  of  re- 
quests from  other  state  medical  societies  not 
only  for  bills  and  laws  but  for  extensive  re- 
lated information  necessitating  a considerable 
amount  of  research,  which  the  center  has  been 
able  to  supply. 

Capitol  News.  One  of  the  principal  and 
growing  activities  of  the  Legislation  Informa- 
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tion  Center  is  our  State  Medical  Society’s  leg- 
islation bulletin,  Capitol  News.  During  the 
1969  session  of  the  State  Legislature,  and 
shortly  after  its  adjournment,  16  issues  of  the 
legislative  newsletter  were  published.  A ba- 
rometer of  the  usefulness  and  effectiveness  of 
this  publication  was  the  large  number  of  re- 
quests to  be  added  to  the  mailing  list  which 
were  received  from  individuals  and  organiza- 
tions. For  the  second  successive  year,  William 
L.  Tyler,  former  Associated  Press  correspond- 
ent in  Albany,  continued  to  edit  and  write  copy 
for  the  newsletter  under  the  direction  of  our 
coordinator  of  legislation  activities. 

Committees.  In  an  effort  to  have  a well- 
rounded  State  legislation  program,  your  chair- 
man, on  behalf  of  our  committee,  invited  the 
chairmen  of  the  various  committees  of  the  State 
Medical  Society  to  submit  their  suggestions  on 
the  introduction  of  bills  and  their  views  on  bills 
which  might  come  before  the  State  Legislature. 
Although  a few  replies  were  received,  there 
could  be  more  improvement  on  this  project.  We 
are  hopeful  that  in  the  future  the  chairmen  of 
the  various  committees  will  cooperate  with  your 
State  Legislation  Committee  by  giving  us  the 
benefit  of  their  counsel  and  advice. 

Legislator  Contact  Program.  To  obtain  as 
much  help  as  possible  from  our  physicians  at 
the  local  level,  your  committee  sponsored  a 
State  Legislator  Contact  Program.  In  this 
project,  we  sought  the  names  of  physicians  who 
would  be  willing  and  able  to  contact  their  own 
State  senator  or  assemblyman  at  their  homes  or 
offices  in  their  respective  areas.  While  we  were 
successful  in  obtaining  the  cooperation  of  nu- 
merous physicians  throughout  the  State,  more 
can  be  done  on  this  important  project,  and  your 
committee  will  continue  to  work  on  it.  The 
regional  representatives  of  our  State  Medical 
Society  were  most  active  and  helpful  in  this 
program.  They  played  important  roles  in  pro- 
moting participation  in  our  State  Legislator 
Contact  Program  as  well  as  in  explaining  our 
five-point  legislation  program  to  the  members 
of  the  contact  organization.  In  addition,  they 
assisted  in  promoting  the  medical  service  cor- 
poration bill  by  lining  up  support  for  it  through 
the  county  medical  societies. 

Committee  Meetings.  The  committee  adopted 
a new  procedure  whereby  the  coordinator  of 
legislation  activities  sent  copies  of  bills  and 
memoranda  concerning  these  bills  to  each  mem- 
ber of  the  committee  for  his  evaluation  and 
comment.  The  committee  held  two  telephone 
conferences  and  met  in  Syracuse  on  September 
18.  The  first  telephone  conference  concerned 
the  promotion  of  our  medical  service  corpora- 
tion bill,  and  the  second  concerned  a discussion 
on  the  revival  of  the  universal  health  insurance 
bill. 

Preliminary  1970  Legislation  Program.  At 
a meeting  held  at  the  Fort  Orange  Club,  Al- 
bany, on  September  18,  your  committee 
thoroughly  discussed  our  1970  State  Legisla- 
tion Program.  The  following  items  were  con- 


sidered, but  were  temporarily  tabled:  a pro- 

posal concerning  the  introduction  of  legislation 
which  would  enable  physicians  to  treat  minors, 
twelve  years  old  and  over,  for  social  diseases 
and  drug  problems  without  requesting  permis- 
sion from  their  parents,  and  also  the  possibility 
of  the  State  Medical  Society  sponsoring  legis- 
lation to  set  up  a fund  to  be  used  by  medical 
schools  in  the  State  to  explore  ways  of  stimu- 
lating and  improving  education  for  “doctors 
assistants”  and  paramedical  personnel. 

The  committee  agreed  that  the  following 
items  should  be  included  in  our  1970  State 
Legislation  Program.  They  were  approved  in 
principle  by  the  Council.  They  are  subject  to 
suggestions  that  will  be  considered  at  the  An- 
nual Conference  of  County  Medical  Society 
Legislation  Chairmen,  to  be  held  on  November 
13,  in  Syracuse.  A further  report  on  the  de- 
tails and  finalization  of  the  program  will  be 
submitted  to  the  House  in  February. 

Corporate  practice  of  medicine.  Other  pro- 
fessions are  now  interested  in  the  corporate 
form  of  practice,  and  Senator  Gioffre  has  asked 
us  to  support  his  bill.  The  committee  has  not 
definitely  decided  whether  to  sponsor  our  own 
medical  services  corporation  bill,  or  to  give  our 
support  to  the  Gioffre  bill  which  encompasses 
all  the  licensed  professions. 

Anatomical  Gifts  and  Autopsy  Legislation. 
Bills  similar  to  those  sponsored  during  the 
1969  session  will  again  be  supported  by  our 
committee. 

Utilization  Review  Committee.  This  com- 
mittee is  now  reviewing  the  bill  sponsored  in 
1969  with  a view  to  expanding  its  scope  to  in- 
clude favorable  provisions  set  forth  in  a simi- 
lar bill  in  California  and  to  comply  with  the 
resolution  passed  by  the  House  of  Delegates  at 
its  last  session. 

Statute  of  Limitations  in  Malpractice  Ac- 
tions. The  Court  of  Appeals  rendered  a deci- 
sion extending  the  statute  of  limitations  in 
“foreign  body”  cases  from  the  time  of  the  oc- 
currence of  the  act  to  the  time  of  the  discovery 
of  the  “foreign  body.”  The  committee  is  con- 
sidering sponsorship  of  a bill  that  would  limit 
the  scope  of  this  decision.  Your  committee  is 
working  closely  with  the  Malpractice  Insurance 
and  Defense  Board  on  a bill  which  would  set  a 
limit  of  three  years  from  time  of  discovery  in 
“foreign  body”  cases  but  in  no  event  to  exceed 
five  years  from  the  time  the  act  occurred. 

Revision  of  Education  Law.  Working  in 
close  cooperation  with  our  State  Medical  So- 
ciety’s committee  on  revisions  of  the  Educa- 
tion Law,  present  opinion  is  that  if  a bill  is 
introduced  in  1970,  similar  to  the  1969  bill,  the 
State  Medical  Society  should  not  oppose  the  bill 
except  for  the  four-fifth  voting  rule  concerning 
the  guilt  of  a physician. 

Universal  Health  Insurance.  The  committee 
has  endorsed,  in  principle,  a report  prepared 
by  Ralph  S.  Emerson,  M.D.,  chairman,  Com- 
mittee on  Proposed  Universal  Health  Insurance 
Law,  which  will  be  submitted  by  that  committee 
to  the  1970  House  of  Delegates. 

Revision  of  Mental  Hygiene  Law.  Your  corn- 
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mittee  also  has  been  working  closely  with  the 
State  Medical  Society’s  committee  on  this  proj- 
ect and  will  be  guided  by  its  suggestions. 

Public  Hearings.  In  recent  years,  the  State 
Legislature  has  shown  a strong  tendency  to 
expand  the  length  of  its  sessions.  In  addi- 
tion, this  year  the  State  Legislature  prolonged 
its  work  throughout  the  entire  year  through 
the  mechanism  of  public  hearings.  Through 
the  facilities  of  our  Legislation  Information 
Center,  our  coordinator  of  legislation  activi- 
ties has  been  in  a position  to  know  when  these 
hearings  are  to  be  held  and  has  notified  the  of- 
ficials of  our  State  Medical  Society.  As  a re- 
sult, the  Society  has  been  in  a position  to  make 
statements  at  these  hearings  and  to  send  quali- 
fied physicians  to  testify.  Among  the  com- 
mittees of  the  State  Legislature  which  have 
held  public  hearings  were  the  Joint  Legislative 
Committee  on  Public  Health,  Joint  Legislative 
Committee  on  Mental  and  Physical  Handicap, 
Joint  Legislative  Committee  on  Real  Property 
Tax  Exemptions,  Assembly  Health  Committee, 
and  a Senate  subcommittee  studying  eye  care. 

Through  the  combined  cooperative  efforts  of 
our  legislative  counsel  in  Albany,  our  coordi- 
nator of  legislation  activities,  and  key  physi- 
cians in  our  Society,  our  organization  has  been 
able  to  prepare  statements  and  to  have  our 
views  ably  expressed  by  physicians  who  have 
personally  appeared  at  these  numerous  hear- 
ings. These  hearings  have  been  monitored  by 
our  coordinator  of  legislation  activities,  so  that 
our  Society  may  be  in  a position  to  keep  abreast 
of  developments  and  to  take  whatever  action 
may  be  deemed  feasible  and  necessary. 

County  Medical  Societies.  Our  committee 
continued  to  cooperate  with  the  county  medical 
societies  in  carrying  out  the  objectives  of  our 
State  Legislation  Program.  In  addition  to 

furnishing  them  with  data  on  pending  legisla- 
tion, our  coordinator  of  legislation  activities, 
to  further  implement  our  efforts  and  to  repre- 
sent our  committee,  participated  in  several 
meetings  held  by  the  county  medical  societies 
on  State  legislative  matters.  These  included 
speaking  at  meetings  of  the  county  medical  so- 
cieties, such  as  Sullivan  and  Putnam,  as  well  as 
participating  in  a conference  with  the  Legisla- 
tion Committee  of  the  Nassau  County  Medical 
Society. 

General.  In  Albany,  our  legislative  counsel 
and  staff,  in  addition  to  preparing  numerous 
memoranda  to  be  submitted  to  the  committees 
of  the  State  Legislature,  were  active  in  contact- 

Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 


Relations  are  as  follows : 

Paul  M.  DeLuca,  M.D.,  Chairman. . .Broome 

Clement  J.  Boccalini,  M.D Nassau 

George  L.  Collins,  Jr.,  M.D Erie 


ing  assemblymen  and  senators  on  behalf  of  our 
State  Medical  Society. 

At  State  Medical  Society  headquarters,  the 
coordinator  of  legislation  activities,  worked 
closely  with  your  chairman  and  the  legislative 
counsel  and  staff  in  Albany,  particularly  by 
means  of  telephone  conferences.  Continuous 
contact  was  maintained  via  telephone,  espe- 
cially during  the  hectic  days  of  the  session 
when  several  telephone  contacts  were  made 
each  day. 

Summary.  In  assessing  the  work  done  dur- 
ing 1969,  your  committee  agrees  that  there  is 
no  single,  simple  solution  to  the  problem  of  how 
to  field  a winning  team  in  the  game  of  State 
legislation.  Emphasis  must  be  placed  not  only 
on  activities  in  Albany,  but,  just  as  important, 
pressure  must  be  brought  to  bear  at  the  local 
level.  We  must  have  a two-pronged  attack  on 
our  legislators — at  their  desks  at  the  Capitol 
and  in  their  offices  back  home.  So  far  as  local 
contact  is  concerned,  we  again  most  strongly 
urge  that  members  of  the  House  of  Delegates 
stimulate  action  at  the  county  level.  Find  out 
to  what  extent,  if  any,  your  county  medical  so- 
ciety is  participating  in  your  State  Society 
Legislation  Program.  Your  help  will  not  only 
be  appreciated  but  will  contribute  greatly  to 
the  success  of  our  efforts  in  the  1970  session  of 
the  New  York  State  Legislature. 

Acknowledgments.  Because  of  the  tremen- 
dous amount  of  work  involved  and  because  of 
the  numerous  people  engaged  in  our  activities, 
your  committee  would  be  remiss  if  it  did  not  ex- 
press its  thanks  to  all  who  cooperated  with  the 
members  during  the  1969  session.  We  are  es- 
pecially grateful  to  George  W.  Foy,  Esq.,  leg- 
islative counsel,  and  to  his  associates,  John  C. 
Rice,  Esq.,  Gerard  L.  Conway,  Esq.,  and  Frank 
J.  Lasch,  Esq.,  for  the  long  and  arduous  hours 
they  gave  to  our  program.  Similarly,  we  wish 
to  express  our  gratitude  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
and  C.  Stewart  Wallace,  M.D.,  chairman,  Com- 
mission on  Public  and  Professional  Affairs; 
Guy  D.  Beaumont,  director,  Division  of  Com- 
munications; our  regional  representatives,  Wil- 
liam Baltaks,  Harry  Dexter,  Coleman  Fine- 
berg, and  Gerald  Sullivan;  and  Martin  J. 
Tracey,  Esq.,  coordinator  of  legislation  activi- 
ties. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


Robert  E.  Davis,  M.D Clinton 

Eli  A.  Leven,  M.D Monroe 

John  A.  Root,  M.D Onondaga 

Stanley  Stark,  M.D Kings 


The  Council’s  decision  to  offer  peer  review 
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guidelines  to  county  medical  societies  that 
would  encourage  creation  of  local  mechanisms 
to  maintain  and  strengthen  physician  self- 
governance  of  the  standards  of  medical  care, 
utilization,  and,  particularly,  costs,  coincided 
with  the  interests  of  the  Public  Relations  Com- 
mittee. During  the  Fall  of  1969,  in  coopera- 
tion with  the  Ad  Hoc  Committee  on  Peer  Re- 
view Mechanisms,  eight  area  conferences  were 
scheduled  on  “The  Need  for  Peer  Review,”  and 
these  were  held  in  Victor,  Ithaca,  Lake  George, 
Newburgh,  Buffalo,  Utica,  Albany,  and  East 
Meadow. 

Questionnaires  completed  at  the  area  con- 
ferences confirmed  that  peer  review  of  some 
kind  has  been  in  effect  throughout  the  State 
but  that  it  is  not  uniform.  There  was  agree- 
ment that  peer  review  should  be  broadened  and 
made  known  to  the  public,  government,  and 
private  carriers. 

Hot  Line.  Communication  letters  in  1969, 
which  are  mailed  directly  to  all  members,  pub- 
licized the  authoritative  report  of  HEW  on 
Chiropractic  and  informed  members  of  the 
Medicaid  cutback  and  coinsurance  feature. 
“Hot  Line”  also  publicized  continuing  educa- 
tion requirements  under  Medicaid.  The  com- 
mittee believes  this  direct  letter  has  been  ef- 
fective as  the  State  Medical  Society’s  “first 
line”  of  communication. 

Healthmobile.  The  motorized  educational  ex- 
hibit which  will  tour  New  York  State,  was 
tested  at  the  close  of  1969  and  will  be  on  the 
road  in  the  Spring  traveling  to  parks,  shopping 
centers,  and  schools.  Custom-made  features  of 
the  Ford  van,  including  a daylight  film  screen 
and  tubular  arms  for  display  of  posters  occa- 
sioned some  construction  delays.  Nevertheless 
financial  support  and  creative  assistance  were 
readily  available  from  pharmaceutical  com- 
panies to  complete  this  project.  The  vehicle, 
which  will  have  bilingual  audio-visual  capabil- 
ities, will  also  be  used  extensively  in  the  inner 
city  areas. 

Conferences.  The  second  annual  conference 
of  medical  society  executive  secretaries  and  di- 
rectors, sponsored  by  MSSNY,  was  held  at  the 
Westchester  County  Medical  Society  on  Octo- 
ber 10.  The  meeting  was  again  rewarding  in 
terms  of  providing  an  opportunity  for  county 
medical  society  executives  to  exchange  opinions 
with  state  executives.  Significant  decisions 
came  forth  on  CAPIS,  the  automated  informa- 
tion system,  and  acceptance  of  the  relative 
value  study.  These  annual  conferences  im- 
prove communications  with  the  key  people  who 
staff  and  administrate  our  county  societies  and 
will  be  continued. 

MSSNY  Handbook.  “You  and  Your  State 
Medical  Society,”  the  MSSNY  handbook  was 
completed  and  distributed  to  our  entire  mem- 
bership. The  40-page  illustrated  brochure  will 
also  go  to  new  members  as  part  of  a ‘welcome’ 
kit  of  essential  documents  and  materials.  The 
Division  of  Communications  also  prepared  a 
pamphlet  “Question,  Doctor?”  publicizing  the 


State  Society’s  Information  Bureau.  A bro- 
chure on  the  care  of  physicians’  records  is 
planned  for  1970.  It  will  serve  the  patient  and 
the  doctor  in  matters  which  have  a bearing  on 
liability,  sale  of  practice,  and  estates. 

Awards.  The  awards  in  1970  will  center  on 
the  President’s  Citations  as  a fitting  way  to 
honor  members  of  the  Society  who  have  given 
outstanding  service  to  the  community,  unre- 
lated to  their  practice.  The  Empire  State 
Journalism  Awards  will  be  suspended  for  at 
least  two  years  because  of  noticeable  repetition 
in  the  prize  winners  among  a few  outstanding 
journalists  and  the  need  to  reappraise  the  di- 
rection of  media  awards.  The  committee  noted 
that  one  of  the  1969  winners  returned  his  prize 
on  the  grounds  that  it  might  interfere  with  his 
objectivity.  The  fifty-year  service  citations 
will  again  be  publicized  during  the  annual  con- 
vention with  the  option  of  allowing  county 
medical  societies  to  present  the  awards  locally 
at  a later  date.  This  will  allow  them  to  achieve 
local  publicity  in  the  community  where  the  phy- 
sician lives. 

Department  of  Information.  This  depart- 
ment accumulated  and  catalogued  a comprehen- 
sive file  of  American  Medical  Association  refer- 
ence materials  and  master  copies  of  all  educa- 
tional materials,  thus  increasing  its  capability 
of  giving  service.  Since  the  establishment  of 
the  department  two  years  ago,  it  is  being  more 
widely  utilized  and  appreciated  by  the  member- 
ship. An  outstanding  campaign  was  a coopera- 
tive information  program  on  health  careers 
publicized  by  a health  insurance  carrier. 
Through  announcements  to  the  public,  MSSNY 
processed  several  hundred  inquiries  concerning 
education  and  job  opportunities  in  the  para- 
medical field. 

Relationships  with  Medical  Students.  Rela- 
tionships with  medical  students  received  in- 
creased attention  in  1969  in  accordance  with 
the  wishes  expressed  by  the  reference  commit- 
tee at  the  1969  annual  meeting.  Progress  was 
gradual,  however,  due  to  the  changing  student 
body  from  one  year  to  the  next  and  momentum 
loss  during  the  summer  months.  In  coopera- 
tion with  the  director  of  Scientific  Activities,  a 
letter  was  sent  to  the  deans  of  New  York  State 
medical  schools  informing  them  of  our  willing- 
ness to  schedule  a medical  students  roundtable 
discussion  on  medical  education  during  the  an- 
nual meeting.  The  discussion  was  to  be  based 
on  student  appraisal  of  our  scientific  sections 
and  sessions  during  the  convention.  Only  one 
affirmative  reply  was  received,  and  this  was  not 
pursued  further.  The  committee  believes  stu- 
dents might  have  responded  to  a more  urgent 
topic. 

Our  regional  representatives  were  also  asked 
to  inform  deans  of  students  that  MSSNY  was 
prepared  to  cooperate  in  publicizing  summer 
placement  opportunities  as  a means  of  further- 
ing their  education  and  stimulating  student  in- 
volvement in  areas  where  health  manpower  is 
needed.  Surprisingly,  there  was  little  encour- 
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agement  from  the  deans.  The  subject  is  of 
continuing  interest  to  the  committee. 

Ad  Item  Bulletin  Boards.  Ad  Rem  bulletin 
boards  were  posted  in  medical  schools  to  in- 
form medical  students  of  the  aspirations  and 
viewpoints  of  the  State  Medical  Society.  An 
experiment  was  conducted  by  offering  a bro- 
chure on  selective  service  requirements  which 
resulted  in  32  inquiries  from  individual  stu- 
dents and  five  requests  for  bulk  copies,  assur- 
ing us  we  have  a functioning  media  outlet 
reaching  New  York  State  medical  students. 

As  of  October  15,  Ad  Rem  bulletins  on  45 
topics  were  distributed  for  posting  on  the  375 
bulletin  boards  located  in  hospitals  throughout 
the  State.  Ad  Rem  is  used  principally  for 
quick  dissemination  of  news  and  also  for  pro- 
motion posters  publicizing  various  conferences. 
Ad  Rem  was  also  adapted  in  1969  to  display 
newspaper  clipping  montages  and  to  offer  edu- 
cational materials  to  physicians.  It  was  fre- 
quently quoted  in  county  medical  society  bulle- 
tins throughout  the  year. 

News  of  New  York.  Neivs  of  New  York 
scored  an  exclusive  in  its  November  edition 
with  publication  of  legislation  forecasts  sub- 
mitted by  New  York  State  Senators  Jacob 
Javits  and  Charles  Goodell,  and  by  State  sen- 
ators and  assemblymen.  The  edition  was  de- 
signed to  increase  member  interest  and  action 
related  to  health  legislation.  The  News  also 
publicized  the  area  conference  program  and 
highlights  of  county  medical  society  activities. 
This  monthly  publication  continues  to  be  the 
State  Medical  Society’s  principal  periodical  for 
full  news  coverage  of  the  Society’s  actions. 

Publicity.  Publicity  efforts  in  1969  were 
successful  when  publicizing  testimony  given  by 
our  spokesmen  before  State  committees.  Dis- 


Education Law  Revision 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Education  Law  Revision 
consists  of  the  following  members : 

Walter  Scott  W’alls,  M.D.,  Chairman...  Erie 


Robert  B.  King,  M.D Onondaga 

Francis  A.  Stephens,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 

Donald  C.  Walker,  M.D Albany 


Carrying  on  the  practice  of  the  past  several 
years,  your  committee  worked  closely  with  the 
State  Legislature’s  Joint  Legislative  Commit- 
tee on  Revision  of  the  Education  Law.  A con- 
tinuing dialogue  was  maintained  with  the  Joint 
Legislative  Committee’s  counsel,  Brainard 
Prescott,  Esq.,  through  the  efforts  of  your 
chairman,  legislative  counsel,  executive  vice- 
president,  assistant  executive  vice-president, 


tributing  news  releases  on  the  testimony  in  ad- 
vance of  these  situations  resulted  in  good  com- 
petitive coverage,  even  when  our  spokesmen 
were  among  many  giving  testimony.  However, 
the  committee  feels  that  more  can  be  done  to 
develop  position  papers  to  allow  the  Communi- 
cations Division  to  take  the  initiative  in  ‘break- 
ing’ news. 

Field  Representatives.  Our  field  representa- 
tives provided  valuable  intelligence  informa- 
tion to  MSSNY  headquarters  and  performed 
the  many  necessary  services  to  implement  State 
Medical  Society  policy  at  the  local  level  during 
1969.  The  four  representatives  file  daily  re- 
ports to  the  director  of  Communications  Divi- 
sion which  provide  the  basis  for  action.  These 
services  are  an  essential  facet  of  headquarters 
operations. 

Speakers  Bureau.  The  Speakers  Bureau  in 
1969  completed  38  speaking  engagements  ar- 
ranged by  personal  contact  with  physicians  in 
various  specialty  practices,  committee  members 
of  MSSNY,  and  by  local  arrangements  through 
the  regional  representatives. 

Acknowledgments.  The  committee  wishes 
to  commend  the  staff  of  the  Division  of  Com- 
munications under  Guy  D.  Beaumont,  director, 
and  to  express  its  satisfaction  in  working  with 
the  Ad  Hoc  Committee  on  Peer  Review  Mech- 
anisms, under  its  chairman,  Ralph  S.  Emerson, 
M.D.  We  also  wish  to  thank  Walter  T.  Held- 
mann,  M.D.,  president,  and  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  for  their  fre- 
quent attendance  and  participation  at  our 
meetings.  Cooperation  received  from  these 
valuable  sources  helped  to  make  this  a year  of 
considerable  progress. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 


and  coordinator  of  legislation  activities.  While 
an  excellent  rapport  has  existed  between  both 
groups  and  some  concessions  have  been  made 
to  us  over  the  years,  several  major  objections 
have  not  been  met.  These  include  our  conten- 
tion that  the  proposed  law  should  include  the 
word  “mental”  in  the  definition  of  the  practice 
of  medicine;  should  not  include  a provision 
combining  the  board  of  medical  examiners  and 
the  grievance  committee  into  a single  group, 
but  should  retain  the  present  two-board  sepa- 
ration mechanism;  and  should  not  include  a 
rule  that  a four-fifths  vote  shall  be  sufficient  to 
find  a physician  guilty  but  should  retain  the 
present  unanimous  vote  rule. 

Since  we  had  been  negotiating  for  a great 
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length  of  time,  we  expected  that  a bill  would 
be  introduced  sometime  early  in  the  1969  ses- 
sion of  the  Legislature.  A voluminous  bill 
(S.  4654 — Dominic;  Garcia)  was  submitted  but 
was  introduced  so  late  in  the  session  that  there 
was  not  adequate  time  to  review  it.  As  a mat- 
ter of  fact,  printed  copies  were  not  available 
until  after  a vote  had  been  taken  in  the  Senate, 
and  it  was  passed.  The  bill  ultimately  died  in 
the  Assembly  after  we  had  voiced  the  objec- 
tions already  mentioned. 

Following  the  defeat  of  the  bill,  negotiations 
continued  between  our  legislative  counsel  and 
the  Joint  Legislation  Committee’s  counsel.  At 
the  time  this  report  is  being  written,  in  late 
September,  a bill  for  consideration  at  the  1970 
session  of  the  State  Legislature,  is  expected  to 
be  prefiled.  Your  committee  will  watch  for  this 
bill,  analyze  it,  take  whatever  action  is  neces- 


sary, and  submit  a supplementary  report,  if 
feasible  and  practicable,  to  this  house  at  its 
February  meeting. 

Acknowledgments.  As  an  expression  of  his 
appreciation  for  a job  well  done,  your  chairman 
wishes  to  acknowledge  services  rendered  by  his 
committee  members;  the  past  chairman,  Walter 
T.  Heldmann,  M.D.;  our  legislative  counsel, 
George  W.  Foy,  Esq.,  and  his  staff,  John  C. 
Rice,  Esq.,  and  Gerard  L.  Conway,  Esq. ; Henry 
I.  Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  Guy  D.  Beaumont,  director,  Com- 
munications Division;  and  Martin  J.  Tracey, 
Esq.,  coordinator  of  legislation  activities. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 
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1970  HOUSE  OF  DELEGATES 


Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense  Board 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 

Westchester 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman. 


Queens 

A.  L.  Loomis  Bell,  M.D Kings 

John  J.  Della  Porta,  M.D Monroe 

David  Kershner,  M.D Kings 

Peter  LaMotte,  M.D New  York 

Raymond  S.  McKeeby,  M.D Broome 


Carl  Goldmark,  Jr.,  M.D.,  ex  officio 

New  York 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

Bronx 

William  F.  Martin,  Counsel,  ex  officio 

New  York 

Frank  W.  Appleton,  indemnity  representa- 
tive, ex  officio New  York 

The  rate  affecting  all  new  and  renewal  poli- 

cies on  and  after  September  1,  1969,  should 
serve  as  a tangible  reminder  to  us  that  we 
must  take  a greater  interest  in  preventing 
malpractice  suits  and  claims.  Your  Malprac- 
tice Insurance  and  Defense  Board  cannot  pos- 
sibly review  in  minute  detail  each  case  that 
comes  up  during  the  course  of  the  year.  How- 
ever, we  are  exposed  to  a reasonably  represen- 
tative cross  section  of  cases  from  which  we  can 
make  a few  observations. 

Clearly,  malpractice  suits  fall  into  two  cate- 
gories: (1)  those  cases  that  should  be  settled, 

and  (2)  those  cases  which  are  defensible.  In 
the  first  category,  we  have  observed  that  these 
cases  can  be  disposed  of  at  less  expense  if  we 
face  the  facts  early  and  permit  the  insurance 
company  or  the  defense  attorneys  to  take  an 
active  part  in  negotiating  the  settlement. 

We  regret  to  say  that  in  far  too  many  cases 
an  insured  physician  has  misled  the  company 
investigators  in  connection  with  the  availabil- 
ity of  office  records,  x-ray  films,  or  telephone 
reports,  only  to  have  these  items  turn  up  at 
time  of  trial  to  change  the  complexion  of  the 
case. 

In  the  second  category,  we  should  realize  that 
all  doctors  must  be  willing  to  sacrifice  time  in 
court,  if  necessary,  to  defend  a case  when  they 
have  the  support  of  their  colleagues  on  the 
County  Advisory  Committees.  Expert  wit- 
nesses must  be  willing  to  come  to  court  to  tes- 
tify. Malpractice  cases  cannot  be  successfully 
defended  by  sitting  back  and  hoping  that  they 


will  go  away.  We  cannot  be  complacent  in  view 
of  the  rising  costs  of  malpractice  insurance. 

Report  to  Council.  Several  steps  for  the  fu- 
ture were  outlined  in  the  Board’s  report  to  the 
Council  on  May  5.  This  report  has  been  pub- 
lished in  full  in  the  October  15,  1969,  issue  of 
the  New  York  State  Journal  of  Medicine 
(pages  2702-2703),  and  we  hope  that  every 
physician  will  take  the  time  to  study  the  de- 
tails of  the  report. 

Physician  Education.  A supplementary  re- 
port was  submitted  to  the  Council  on  Septem- 
ber 25.  The  following  five  steps  of  an  educa- 
tional program  have  been  approved: 

1.  Require  that  all  new  applicants  to  the 
State  Society  Malpractice  Insurance  Program 
attend  a seminar  on  malpractice  problems 
given  under  the  auspices  of  the  Malpractice 
Insurance  and  Defense  Board,  such  as  the  pro- 
gram on  driver  education  for  automobile  in- 
surance. 

2.  Offer  by  letter  to  all  medical  schools  in  the 
State  a series  of  lectures  or  a panel  program 
as  a required  portion  of  the  curriculum  of  the 
junior-  or  senior-level  student,  under  State  So- 
ciety sponsorship. 

3.  Establish  a speakers  bureau  of  attorneys, 
physicians,  and  insurance  representatives  to  be 
available  to  all  segments  of  the  medical  com- 
munity within  the  State.  These  panelists 
would  attend  community  hospital  programs, 
medical  society  meetings,  and  others.  All  pub- 
licity of  the  availability  of  such  a bureau  would 
be  disseminated  by  State  Society  news  re- 
leases, publications,  and  Journal,  soliciting 
invitations  in  an  effort  to  keep  the  medical 
communities  knowledgeable  of  malpractice 
problems  on  a continuing  basis. 

4.  Allocate  time  each  year  for  a seminar  on 
malpractice  as  a part  of  the  scientific  program 
at  the  annual  meeting  of  the  State  Medical  So- 
ciety. 

5.  Establish  malpractice  workshops  on  an 
annual  basis  in  conjunction  with  the  annual 
meeting.  All  members  of  the  County  Profes- 
sional Liability  Review  Committees  would  be 
invited  to  attend,  to  exchange  information,  and 
to  become  better  informed. 

The  Board  has  now  been  delegated  the  re- 
sponsibility of  implementing  this  program  to 
further  educate  their  fellow  physicians  in  mal- 
practice prophylaxis. 

Proposed  Legislation.  During  the  past 


January  1,  1970  / New  York  State  Journal  of  Medicine  185 


months  the  Board  has  reviewed  legislation  be- 
ing proposed  in  other  states  to  reduce  the  num- 
ber of  malpractice  suits  brought  against  prac- 
ticing physicians.  In  some  instances  we  feel 
that  similar  steps  can  be  taken  in  the  State  of 
New  York  and  recommendations  have  been  for- 
warded to  the  Council  Committee  on  State  Leg- 
islation which  will  no  doubt  report  separately 
in  some  detail. 

Regulations  Governing  the  State  Society  Pro- 
gram. The  Society  regulations  were  again  re- 
vised on  June  26,  1969,  and  we  quote  the  fol- 
lowing section  relating  to  physicians  carrying 
their  professional  liability  insurance  in  the 
State  Society  Program : 

By  agreement  between  the  Society  and  its 
insurance  carrier,  suits  against  members 
covered  under  the  State  Society  Program  are 
defended  by  the  office  of  the  Legal  Counsel 
of  the  State  Society. 

Active,  life,  or  junior  members  of  the  State 
Society  are  eligible  to  apply  for  insurance 
under  the  Society’s  program.  Applicants  for 
active  or  junior  membership  or  applicants 
for  reinstatement  are  eligible  to  apply  for  in- 
surance as  soon  as  a satisfactory  application 
for  membership  or  reinstatement  is  filed 
with  one  of  the  Council  Societies.  Applica- 
tions for  insurance  shall  be  made  through  the 
office  of  the  Indemnity  Representative  of  the 
State  Society,  who  shall  be  the  broker  of 
record. 

Insurance  shall  not  become  effective  prior 
to  the  day  following  the  date  a written  ap- 
plication on  the  prescribed  form  is  presented 
to  the  office  of  the  Indemnity  Representative 
or  is  placed  in  the  mail,  as  indicated  by  the 
nostmark  on  the  envelope.  The  Indemnity 
Representatives  may,  however,  bind  insur- 
ance as  of  the  day  following  verbal  request 
therefor,  subject  to  prompt  submission  of  a 
written  application  and  compliance  with  all 
other  requirements  and  conditions  for  secur- 
ing this  insurance. 

The  insurance  carrier  for  the  State  So- 
ciety Program  has  assigned  an  underwriter 
to  the  full-time  duty  of  screening  new  ap- 
plications and  watching  for  adverse  loss  ex- 
perience among  those  doctors  already  in- 
sured. The  Indemnity  Representative  shall 
refer  to  the  Company  underwriter  applica- 
tions which  show  a history  of  past  claims  or 
suits.  The  underwriter  may  deny  or  accept 
the  application  or  he  may  offer  coverage  on 
a rated-up  basis.  Except  in  those  cases 
where  an  interview  has  been  held  during 
the  preceding  three  years,  the  applicant  has 
the  right  to  appeal  to  the  Malpractice  Insur- 
ance and  Defense  Board  if  he  does  not  wish 
to  accept  the  decision  of  the  Company  under- 
writer. In  those  cases  where  an  interview 
has  been  held  during  the  preceding  three 
years,  an  appeal  may  be  granted  if  the  appli- 
cant demonstrates  conclusively  that  he  has 
new  facts  and  information  that  may  have  a 
bearing  on  the  Board’s  previous  decision. 

Whenever  the  Malpractice  Insurance  and 


TABLE  I.  Total  cases  (suits,  claims,  and  events) 
closed  during  calendar  year  1968  showing  the  policy 
year  in  which  the  alleged  malpractice  occurred 


Policy 

Year 

Number 
of  Cases 

Per  Cent 

1968 

78 

0 . 0749 

1967 

312 

0 . 2997 

1966 

189 

0.1816 

1965 

91 

0.0874 

1964 

85 

0.0817 

1963 

79 

0 . 0759 

1962 

57 

0 . 0548 

1961 

55 

0 . 0528 

1960 

43 

0.0413 

1959 

15 

0.0144 

1958 

17 

0.0164 

1957 

5 

0 . 0048 

1956 

4 

0 . 0038 

1955 

4 

0 . 0038 

1954 

5 

0 . 0048 

1953 

2 

0.0019 

Totals 

1041 

1.0000 

Defense  Board  shall  have  determined  to  its 
satisfaction  that  the  medical  practice,  con- 
duct, attitude,  or  loss  experience  of  an  in- 
sured member  is  such  as  to  constitute  an  un- 
due hazard  to  the  State  Society  Program, 
the  Board  shall  have  the  right  to  recommend 
that  insurance  be  discontinued,  or  the  Board 
can  recommend  continuation  of  the  insurance 
providing  the  insured  accepts  a rated-up 
policy  with  or  without  a deductible  clause. 
The  amount  of  additional  premium  shall  be 
calculated  by  the  Company  underwriter. 

On  receipt  of  notice  from  the  State  Society 
of  termination  of  membership,  the  Indemnity 
Representative  shall  advise  the  former  mem- 
ber that  his  insurance  through  the  State  So- 
ciety Program  can  be  continued  only  if  his 
membership  is  reinstated  promptly.  If  rein- 
statement has  not  been  effected  within  a 
reasonable  time,  the  Indemnity  Representa- 
tive shall  notify  the  Company  that  the  for- 
mer member  is  no  longer  under  the  State  So- 
ciety Program.  Likewise,  on  receipt  from  a 
County  Society  of  notice  of  rejection  or  with- 
drawal of  an  application  for  active  or  junior 
membership  in  the  State  Society,  the  In- 
demnity Representative  shall  notify  the  Com- 
pany. 

Merit  Rating.  We  have  two  major  difficulties 
in  setting  up  any  merit  rating  system  of  pro- 
fessional insurance.  The  first  is  the  long  time 
lag  between  the  policy  year  involved  and  actual 
closing  of  the  case  when  final  figures  become 
known.  (Calendar  years  differ  from  policy 
years  in  that  an  insurance  policy  can  begin  at 
any  time  during  a calendar  year  and  run  for  a 
full  year.  Thus,  a policy  year  is  the  total  of 
all  policies  beginning  in  one  particular  year  and 
expiring  in  the  next  year.)  The  delay  in  clos- 
ing cases  is  illustrated  in  Tables  I and  II  which 
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TABLE  II.  Total  suits  (eliminating  claims  and 
events)  closed  during  calendar  year  1968 


Policy 

Number 

Year 

of  Suits 

Per  Cent 

1968 

1 

0 0025 

1967 

7 

0 0172 

1966 

22 

0.0541 

1965 

37 

0 0909 

1964 

60 

0 1474 

1963 

73 

0.1794 

1962 

55 

0 1351 

1961 

59 

0 1450 

1960 

41 

0.1007 

1959 

15 

0 . 0368 

1958 

17 

0 0418 

1957 

5 

0.0123 

1956 

4 

0 0098 

1955 

4 

0 0098 

1954 

5 

0.0123 

1953 

2 

0 . 0049 

TOTALS 

407 

1 0000 

TABLE  III.  Cases 

(suits,  claims, 

and  events) 

indexed 

in  calendar  year 

1968 

Policy 

Number 

Year 

of  Cases 

Per  Cent 

1968 

274 

0 2512 

1967 

466 

0 4272 

1966 

179 

0 1641 

1965 

119 

0.  1091 

1964 

30 

0 . 0275 

1963 

4 

0 0037 

1962 

5 

0 0046 

1961 

2 

0 0018 

1960 

4 

0 . 0036 

1958 

1 

0 0009 

1957 

1 

0 0009 

1956 

1 

0 0009 

1955 

1 

0 0009 

1954 

2 

0.0018 

1952 

1 

0 . 0009 

1950 

1 

0 . 0009 

Totals 

1091 

1 0000 

show  the  number  of  cases  closed  during  1968 
and  the  policy  year  to  which  they  were  charged. 

The  second  problem  in  considering  merit  rat- 
ing is  the  latent  liability  aspect  of  malpractice. 
In  automobile  insurance,  for  example,  the  pol- 
icy holder  knows  when  he  has  had  an  accident 
and,  generally,  promptly  reports  the  occurrence 
to  the  insurance  carrier.  In  malpractice  cases, 
the  physician  may  not  even  realize  that  mal- 
practice has  been  committed,  or  will  be  alleged, 
until  many  years  after  the  event.  Tables  III 
and  IV  illustrate  this  and  also  show  the  impor- 
tance of  having  a definite  statute  of  limitations. 
Note  that  the  lag  in  reporting  actual  suits, 
which  presumably  are  more  serious,  is  even 
worse  than  the  total  of  all  cases  reported. 

Rated-up  Policies.  However,  as  previously 
indicated,  procedures  have  been  set  up  where 
penalties  can  be  imposed  on  doctors  who  have 
had  more  than  the  normal  number  of  cases. 
In  our  last  report,  we  commented  at  some  length 
about  rated-up  policies  and  at  this  time  include 
the  following  tabulation  of  the  number  issued 
during  the  past  few  years: 


Additional 
Premium 
Charge  for 
Rated-Up  Calendar 


Date,  As  of 

Policies 

Year 

December  31,  1966 

18 

$15,997.00 

December  31,  1967 

44 

37,551.34 

December  31,  1968 

118 

127,069.72 

It  is  also  interesting  to  note  that  as  of  the 
end  of  the  first  six  months  of  1969  there  were 
114  rated-up  policies  bringing  in  an  additional 
$152,188.32. 

Tonsillectomy  and  Adenoidectomy — Major 
Surgical  Procedures.  We  would  like  to  mention 


TABLE  IV.  Suits  indexed  during  calendar  year 
1968  where  the  Company’s  first  knowledge  of  the 
case  was  the  suit  itself.* 

Policy 

Year 

Number 
of  Suits 

Per  Cent 

1968 

14 

0.0427 

1967 

85 

0 . 2622 

1966 

103 

0.3140 

1965 

90 

0 . 2744 

1964 

23 

0.0701 

1963 

4 

0.0122 

1962 

3 

0 . 0090 

1957 

1 

0.0031 

1955 

1 

0.0031 

1954 

2 

0.0061 

1950 

1 

0.0031 

Totals 

328 

1 . 0000 

* This  does  not  include  previously  known  cases  which 
developed  into  suit  during  the  year. 


two  particular  procedures  that  have  come  un- 
der the  scrutiny  of  the  Malpractice  Insurance 
and  Defense  Board.  For  many  years  now  the 
insurance  company,  with  the  approval  of  the 
Board,  has  considered  tonsillectomy  and  ade- 
noidectomy to  be  major  surgical  procedures. 
In  our  review  of  cases,  we  see  that  these  proce- 
dures, considered  to  be  simple  by  many,  still 
account  for  a large  number  of  malpractice  suits 
and  claims.  The  Board  continues  to  regard 
them  as  major  surgical  procedures  which 
should  be  performed  only  in  a hospital  where 
adequate  facilities  are  available.  During  the 
past  year  the  Board,  on  occasion,  has  approved 
the  Company  underwriter’s  decision  to  refuse 
to  grant  coverage  to  physicians  who  perform 
these  procedures  in  their  offices. 

Conclusion.  I would  like  to  take  this  oppor- 


January  1,  1970  / New  York  State  Journal  of  Medicine  187 


tunity  as  chairman  to  thank  the  other  members 
of  the  Board  for  giving  so  enthusiastically  of 
their  time  and  efforts  during  the  past  year. 
Particular  thanks  go  to  the  officials  of  Em- 
ployers Mutuals  of  Wausau  who  have  met  with 
us  from  time  to  time  to  discuss  our  mutual 
problems.  The  personnel  in  the  office  of  the 
Indemnity  Representative  deserve  our  thanks 
in  helping  to  coordinate  the  program.  The  ex- 
cellent trial  work  of  the  men  associated  with 


Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows  : 

William  P.  Reed,  M.D.,  Chairman 

Westchester 


Theodore  J.  Prowda,  M.D Oneida 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  M.  D’Angelo,  M.D Queens 


Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Constitution  and 
Bylaws  consists  of  the  following  members: 


John  E.  Lowry,  M.D.,  Chairman Queens 

Marvin  Brown,  M.D Oswego 

Leo  S.  Drexler,  M.D Kings 


William  F.  Martin,  Esq.,  ex  officio 

New  York 

The  committee  has  reviewed  and  reported  to 
the  Council  on  proposed  revisions  or  amend- 
ments to  the  constitutions  and/or  bylaws  sub- 
mitted by  the  medical  societies  of  the  counties 
of  Dutchess,  Jefferson,  Livingston,  Orange,  and 
Suffolk  since  the  last  meeting  of  the  House  of 
Delegates.  Several  changes  were  recommended 
by  members  of  the  committee,  legal  counsel,  and 
the  State  Medical  Society  staff. 

The  Council,  at  its  January  meeting,  adopted 
the  committee’s  recommendations  that  the  re- 
vised bylaws  of  Dutchess  County  Medical  So- 
ciety and  the  revised  constitution  and  bylaws  of 
the  Medical  Society  of  the  County  of  Living- 
ston be  approved,  and  the  recommended 
changes  be  transmitted  to  these  county  medi- 
cal societies. 

On  recommendation  of  the  committee,  the 
Council,  at  its  May  meeting,  approved  proposed 
amendments  to  the  constitution  and  bylaws  of 
the  Medical  Society  of  Jefferson  County. 

The  Council,  at  its  September  meeting, 


the  firm  of  Martin,  Clearwater  & Bell  is  well 
known  and  certainly  they  deserve  our  gratitude. 
Last  but  not  least,  we  want  to  thank  the  per- 
sonnel in  the  local  claims  office  of  our  insurance 
carrier.  We  want  them  to  realize  that  we  are 
anxious  to  stand  by  them  in  the  defense  of  all 
nonmeritorious  claims  against  our  members. 

Respectively  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 


John  M.  Galbraith,  M.D Nassau 

The  Judicial  Council  is  pleased  to  report  that 
no  appeals  were  presented  during  the  year  and, 
therefore,  no  meetings  were  held. 

Respectfully  submitted, 

William  P.  Reed,  M.D.,  Chairman 


adopted  the  committee’s  recommendations  that 
(1)  proposed  amendments  to  the  constitution 
and  bylaws  of  the  Medical  Society  of  the  County 
of  Orange  be  approved  with  the  recommended 
changes,  and  (2)  proposed  amendments  to  the 
constitution  and  bylaws  of  the  Suffolk  County 
Medical  Society  be  approved  with  the  following 
two  exceptions:  (a)  Bylaws,  Chapter  1,  Mem- 
bership, Article  6,  was  disapproved  because  it 
conflicts  with  the  constitution  and  bylaws  of  the 
Suffolk  County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York,  and  (6) 
Bylaws,  Chapter  1,  Life  Membership,  Article  7, 
was  disapproved  pending  action  on  resolution 
69-72  by  the  House  of  Delegates  at  its  1970 
meeting. 

Proposed  amendments  to  the  constitutions 
and  bylaws  of  the  following  county  medical 
societies  are  being  considered:  Albany,  Sche- 
nectady, Steuben,  and  Westchester  Counties. 
Any  action  taken  by  the  Council  at  its  No- 
vember or  January  meetings  on  these  proposals 
will  be  given  in  a supplementary  report. 

The  chairman  extends  his  sincere  thanks  to 
his  committee  members,  J.  Richard  Burns,  Esq., 
legal  counsel,  and  Miss  Mary  Singer  of  the 
State  Medical  Society  staff  for  their  help. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 
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Research  and  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Research 
and  Planning;  are  as  follows: 

John  M.  Galbraith,  M.D.,  Chairman . .Nassau 
Waring  Willis,  M.D.,  Vice-Chairman 


Westchester 

James  M.  Blake,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Robert  E.  Good,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Clyde  L.  Randall,  M.D Erie 

Robert  E.  Westlake,  M.D Onondaga 


During  the  past  year,  the  Committee  on  Re- 
search and  Planning  suffered  a loss  in  the 
death  of  one  of  its  members,  William  L. 
Wheeler,  Jr.,  M.D. 

Included  in  this  report  is  an  account  of  the 
activities  of  the  Division  of  Research  and 
Planning  in  carrying  out  directions  from  the 
1969  House  of  Delegates  and  the  Council  to 
conduct  an  in-depth  study  of  the  Society’s  Con- 
stitution and  Bylaws.  The  committee  has  con- 
tinued its  exploration  of  a nonprofit  public- 
benefit  corporation  for  the  delivery  of  personal 
health  services. 

Study  of  the  Constitution  and  Bylaws.  In  its 
report  to  the  1969  House  of  Delegates,  the 
Committee  on  Constitution  and  Bylaws  noted 
that  although  these  documents  had  undergone 
recent  editing,  a large  portion  of  them  was  a 
century  old.  The  committee  had  become  in- 
creasingly cognizant  that  similar  resolutions 
were  so  often  introduced.  Seeking  to  learn 
the  reason,  it  concluded  that  a close  examina- 
tion was  needed.  Accordingly  on  the  commit- 
tee’s recommendation,  the  House  of  Delegates 
designated  the  Division  of  Research  and  Plan- 
ning to  conduct  a detailed  study  of  the  Con- 
stitution and  Bylaws  “with  the  advice  and  as- 
sistance of  the  executive  vice-president  and 
legal  counsel.”  At  its  meeting  in  March,  1968, 
the  Council  affirmed  this  action. 

In  its  review,  the  Division  has  taken  two 
steps.  First,  it  is  compiling  a record  of  all  the 
amendments  proposed  over  the  years  and  their 
disposition  whether  adopted,  rejected,  with- 
drawn, or  without  action.  Its  compilation  will 
include  not  only  the  substance  of  the  proposals, 
but  also  the  proposer,  whether  it  be  an  indi- 
vidual or  a county  society,  and  the  reasons. 

Second,  since  an  examination  of  the  Consti- 
tution and  Bylaws  would  cover  their  phraseol- 
ogy, arrangement,  and  content,  the  Division 
has  prepared  a draft  rearrangement  of  both  of 
the  existing  documents  as  a starting  point. 
This  draft  was  prepared  to  facilitate  the  work 
of  the  newly  appointed  Ad  Hoc  House  Com- 
mittee on  Constitution  and  Bylaws  by  giving  it 
a basis  of  comparison.  Whatever  form  was 
adopted  could  then  be  edited  in  phraseology  and 
style. 


NonProfit  Public-Benefit  Corporation  for  the 
Delivery  of  Personal  Health  Services.  In  re- 
porting its  activities  to  the  House  of  Delegates 
of  the  Medical  Society  in  February,  1969,  the 
committee  stated  that  it  was  exploring  the 
possibility  of  a public  corporation  to  help  meet 
present-day  medical  needs.  In  turn,  the  House 
Reference  Committee  on  Organization,  Policies, 
and  Legal  Matters,  after  a hearing  on  the  sub- 
ject, declared  that  it  was  in  favor  of  a forma- 
tion of  the  proposed  public  corporation  at  a 
State-wide  level.  It  recommended  that  the 
Committee  on  Research  and  Planning  continue 
to  study  and  explore  the  subject  and  keep  the 
membership  informed  of  its  progress.  The  ref- 
erence committee’s  report  was  unanimously 
adopted  by  the  House  of  Delegates. 

The  Committee  on  Research  and  Planning 
had  not  proceeded  beyond  the  initial  stages  of 
its  deliberations  before  it  realized  that  the 
Hospital  Association  of  New  York  State  should 
be  invited  to  join  in  the  exploration  of  ways  to 
solve  the  current  pressing  problems  and  the 
potentialities  of  the  nonprofit  public-benefit 
corporation  as  one  particular  means.  Repre- 
sentatives of  the  Hospital  Association  of  New 
York  State  and  the  Committee  on  Research  and 
Planning  have  held  two  meetings  together.  It 
is  manifest  that  the  hospitals  and  the  medical 
profession  are  the  major  parties  in  the  delivery 
of  medical  care.  If  any  initiative  is  to  be 
taken  to  respond  to  the  challenge  directed  to 
the  private  sector  by  government,  these  two 
groups  bear  that  responsibility. 

The  Division  of  Research  and  Planning  pre- 
pared a document  entitled,  “To  Meet  A Chal- 
lenge: A Nonprofit  Public-Benefit  Corporation 
for  Delivery  of  Personal  Health  Services.”  It 
explains  the  nature  of  such  a corporate  struc- 
ture, its  potentialities,  and  its  advantages.  It 
was  designed  to  serve  as  background  informa- 
tion for  discussions  of  the  subject.  In  addition, 
its  dissemination  to  the  members  of  the  State 
Medical  Society  would  carry  out  the  mandate 
of  the  1969  House  of  Delegates  that  the  Com- 
mittee on  Research  and  Planning  keep  the 
membership  informed  of  its  progress  in  ex- 
ploring the  subject  of  a nonprofit  public-benefit 
corporation  for  personal  health  services. 

On  recommendation  of  the  committee,  the 
Council,  at  its  meeting  of  November  20,  au- 
thorized dissemination  of  the  document  to  the 
membership  of  the  Society. 

The  joint  exploration  of  such  a corporate 
body  by  the  committee  with  the  representatives 
of  the  Hospital  Association  of  New  York  State 
is  continuing. 


Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 
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New  York  State  Delegation  to  the  AMA 


To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  118th  an- 
nual convention  of  the  American  Medical  As- 
sociation, held  in  New  York  City  July  13  to  17, 
1969, included : 

Delegates : Renato  J.  Azzari,  M.D.,  James 

M.  Blake,  M.D.,  Charles  M.  Brane,  M.D.,  John 
Lee  Clowe,  M.D.,  Albert  H.  Douglas,  M.D., 
Ralph  S.  Emerson,  M.D.,  Irving  L.  Ershler, 
M.D.,  Henry  I.  Fineberg,  M.D.,  John  M.  Gal- 
braith, M.D.,  Carl  Goldmark,  Jr.,  M.D.,  Walter 
T.  Heldmann,  M.D.,  Milton  Helpern,  M.D., 
George  Himler,  M.D.,  R.  Scott  Howland,  M.D., 
Edward  C.  Hughes,  M.D.,  Joseph  J.  Kaufman, 
M.D.,  John  F.  Kelley,  M.D.,  Norman  S.  Moore, 
M.D.,  Bernard  J.  Pisani,  M.D.,  William  B. 
Rawls,  M.D.,  Lester  R.  Tuehman,  M.D.,  Samuel 
Wagreich,  M.D.,  C.  Stewart  Wallace,  M.D., 
Carlton  E.  Wertz,  M.D.,  Waring  Willis,  M.D., 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  and  James 
A.  Moore,  M.D.,  (Alternate  delegate  serving 
for  Walter  Scott  Walls,  M.D.). 

Alternate  Delegates : George  J.  Lawrence, 

Jr.,  M.D.,  and  Irving  M.  Pallin,  M.D. 

Section  Delegates : George  F.  Reed,  M.D., 

Section  on  Otorhinolaryngology,  and  Maus  W. 
Stearns,  Jr.,  M.D.,  Section  on  Colon  and  Rectal 
Surgery. 

AMA  incoming  president:  Gerald  D.  Dor- 

man, M.D. 

State  Medical  Society  Staff:  J.  Richard 

Burns,  Esq.,  assistant  executive  vice-president; 
Guy  Beaumont,  director,  Division  of  Com- 
munications; Gretchen  Wunsch,  executive  as- 
sistant; William  Hammond,  M.D.,  editor,  New 
York  State  Journal  of  Medicine;  Samuel  Z. 
Freedman,  M.D.,  director,  Division  of  Stand- 
ards of  Medical  Care;  Harry  D.  Kruse,  M.D., 
director,  Division  of  Planning  and  Research; 
George  P.  Farrell,  director,  Division  of  Medi- 
cal Services;  George  W.  Forrest,  Jr.,  assistant 
to  the  executive  vice-president;  Mary  T.  Pol- 
itano,  coordinator,  MSSNY  House  of  Dele- 
gates; Richard  Klemfuss,  coordinator,  Public 
and  Professional  Relations;  George  Bohot,  ed- 
itor of  News  of  New  York-,  and  Coleman  Fine- 
berg, Gerald  Sullivan,  William  Baltaks,  and 
Harry  Dexter,  field  representatives. 

County  Medical  Society  Executives:  Don- 

ald M.  Irish,  Monroe;  Kurt  Rosenberg,  M.D., 
Queens;  Richard  Treccase,  Erie;  and  Stephen 
K.  Leech,  Onondaga. 

In  Memoriam:  William  L.  Wheeler,  Jr., 

M.D.,  a member  of  the  delegation  for  many 
years,  died  on  June  27,  1969,  in  Nairobi,  Kenya. 
The  delegation  honored  the  memory  of  Dr. 
Wheeler  with  a moment  of  silence  at  its  first 
meeting. 

The  delegation  held  several  meetings,  one  on 
Saturday,  July  12,  at  5:00  p.m.,  followed  by  a 
reception  and  dinner  at  7:30  p.m.,  and  break- 
fast conferences  on  Monday,  Tuesday,  Wednes- 
day, and  Thursday  mornings.  Informal  lunch- 


eons were  available  to  the  delegation  on  Mon- 
day, Tuesday,  Wednesday,  and  Thursday. 

Candidates  for  various  offices  in  the  AMA 
appeared  at  the  breakfast  meetings  of  the  New 
York  delegation.  Dr.  Himler  and  Dr.  Fine- 
berg appeared  before  many  of  the  other  dele- 
gations in  support  of  Dr.  Fineberg’s  candidacy 
for  trustee. 

Matters  coming  before  the  House  were  dis- 
cussed; actions  were  taken  on  specific  issues; 
and  assignments  were  made. 

Resolutions.  Ten  resolutions  were  intro- 
duced by  the  New  York  delegation.  Actions 
taken  by  the  AMA  House  of  Delegates  were  as 
follows: 

1.  Resolution  U — “Preservation  and  Expan- 
sion of  Hospital  Schools  of  Nursing,”  referred 
to  Reference  Committee  G (Clarence  S.  Livin- 
good,  M.D.,  chairman).  The  text  of  the  resolu- 
tion follows: 

Whereas,  The  shortage  of  adequately 
trained  registered  nurses  is  becoming  in- 
creasingly acute;  and 

Whereas,  A sufficient  number  of  well- 
trained  registered  nurses  is  essential  to  good 
medical  care;  and 

Whereas,  At  present,  most  registered 
nurses  are  graduates  of  the  rapidly  disap- 
pearing hospital  schools  of  nursing;  and 

Whereas,  There  is  no  demonstrable  evi- 
dence that  schools  of  nursing  other  than  hos- 
pital schools  can  supply  an  adequate  number 
of  qualified  bedside  nurses;  and 

Whereas,  The  American  Medical  Associa- 
tion has  been  unsuccessful  in  promoting  the 
preservation  and  expansion  of  hospital 
schools  of  nursing;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation take  appropriate  positive  action  de- 
signed to : 

1.  Preserve  existing  hospital  schools  of 
nursing. 

2.  Improve  existing  hospital  schools. 

3.  Encourage  the  establishment  of  new 
hospital  schools. 

4.  Establish  liaison  with  the  American 
Nurses  Association,  National  League 
for  Nursing,  and  other  associations 
necessary  for  effective  action  to  achieve 
these  objectives. 

The  following  substitute  resolution  for  reso- 
lution 4,  “Preservation  and  Expansion  of  Hos- 
pital Schools  of  Nursing  and  the  following 
resolutions  submitted  by  other  delegations,” 
resolution  35,  “Licensed  Practical  Nurses  and 
Diploma  Nursing  Programs,”  resolution  49, 
“Patient  Care  in  Hospitals,”  and  resolution  75, 
“Recruitment  for  Nurses  and  Paramedical  Per- 
sonnel,” was  recommended  by  the  reference 
committee : 

Resolved,  That  the  American  Medical  As- 
sociation reaffirm  its  support  of  all  forms  of 
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nursing  education  including  baccalaureate, 
diploma,  associate,  and  practical  nurse  edu- 
cation programs;  and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation encourage  the  continuation  of  Fed- 
eral, state,  and  local  subsidies  to  schools  of 
nursing  education,  and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation take  appropriate  action  in  consul- 
tation with  the  professional  and  vocational 
nurses’  associations,  American  Hospital  As- 
sociation, and  other  concerned  groups  to  in- 
crease the  enrollment  in  diploma  schools  and 
practical  nurse  education  programs,  and  be  it 
further 

Resolved,  That  appropriate  steps  be  taken 
by  the  American  Medical  Association  to  en- 
courage recruitment  into  the  health  profes- 
sions of  health-oriented  personnel  released 
from  the  Armed  Services,  that  the  coopera- 
tion of  allied  health  professions  and  voca- 
tions be  sought  in  this  effort,  and  that  such 
action  be  referred  to  the  Board  of  Trustees 
and  its  Council  on  Health  Manpower  for  im- 
plementation. 

Action : The  House  voted  to  adopt  this  reso- 
lution as  amended. 

2.  Resolution  5 — “Participation  of  Volun- 
tary Staff  Physicians  in  the  Determination  of 
Professional  Policies  in  Accredited  Hospitals,” 
referred  to  Reference  Committee  D (Milton 
Helpem,  M.D.,  chairman).  The  text  of  the 
resolution  follows : 

Whereas,  voluntary  hospitals  are  held  in 
trust  for  their  community  by  their  Boards  of 
Trustees;  and 

Whereas,  Some  voluntary  hospitals  have 
excluded  their  voluntary  staff  physicians 
from  meaningful  participation  and  responsi- 
bility in  advising  their  trustees  and  estab- 
lishing policy  in  professional  matters  within 
the  hospital ; and 

Whereas,  Voluntary  staff  physicians  usu- 
ally provide  the  majority  of  direct  care  to 
patients  in  hospitals ; therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation request  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  make  the  fol- 
lowing composition  of  medical  boards  a pre- 
requisite for  its  approval  of  hospitals: 

All  accredited  hospitals  shall  be  required 
to  have  medical  boards  which,  in  addition 
to  the  membership  required  by  the  Joint 
Commission  on  Accreditation  of  Hospitals 
and  the  local  State  Hospital  Code,  shall  be 
composed  of  physicians,  hospital-based  and 
voluntary,  to  be  elected  in  a democratic 
manner  by  the  entire  attending  staff  of  the 
hospital.  These  medical  boards  shall  ad- 
vise the  governing  board  of  the  hospital 
on  policy  requiring  medical  judgment  and 
skill,  and  on  matters  relating  to  the  by- 
laws, rules,  and  regulations  of  the  profes- 
sional staff. 

Reference  Committee  D recommended  that 
resolution  5 be  adopted  with  the  following 
substitute  Resolved: 

Resolved,  That  the  AMA  Commissioners  to 


the  Joint  Commission  on  Accreditation  of 
Hospitals  urge  the  Joint  Commission  to  in- 
sure that  that  body  which  carries  out  the 
governing  function  of  the  medical  staff  shall 
be  representative  of  the  medical  staff,  both 
hospital-based  and  voluntary,  and  that  this 
body  shall  advise  the  governing  board  of  the 
hospital  on  policy  regarding  medical  judg- 
ment and  skill  and  on  matters  relating  to  the 
bylaws,  rules,  and  regulations  of  the  medical 
staff. 

Action:  The  House  voted  to  adopt  this  reso- 
lution as  amended. 

3.  Resolution  6 — “Judicial  Council  of  Amer- 
ican Medical  Association  to  Receive  all  Com- 
plaints on  Discrimination,”  referred  to  Refer- 
ence Committee  on  Amendments  to  Constitu- 
tion and  Bylaws  (Robert  A.  Murray,  M.D., 
chairman).  The  text  of  the  resolution  follows: 

Whereas,  Discrimination  in  a component 
society  of  the  American  Medical  Association 
because  of  color,  creed,  race,  religion,  or 
ethnic  origin  is  prohibited  by  the  Associa- 
tion’s Bylaws;  and 

Whereas,  Any  discrimination  which  inter- 
feres with  a physician’s  ability  to  pursue  his 
profession  to  the  best  of  his  ability  is  both 
illegal  and  immoral ; and 

Whereas,  The  power  of  informed  public 
opinion  remains  a strong  corrective;  and 
Whereas,  The  Judicial  Council  of  the 
American  Medical  Association  is  already  em- 
powered to  receive  all  complaints  of  alleged 
discrimination;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation ask  the  Judicial  Council,  when  it 
receives  complaints  of  alleged  discrimination, 
to  enumerate  the  number  and  location  of 
those  complaints  where,  in  the  judgment  of 
the  Judicial  Council,  a reasonable  supposi- 
tion exists  that  discrimination  because  of 
color,  creed,  race,  religion,  or  ethnic  origin 
may  be  present. 

Action.  The  House  voted  to  not  adopt  this 
resolution. 

4.  Resolution  7 — “Budget  and  Finance  Com- 
mittee for  the  American  Medical  Association,” 
referred  to  Reference  Committee  F (Robert  B. 
Hunter,  M.D.,  chairman).  The  text  of  the 
resolution  follows: 

Whereas,  The  Constitution  and  Bylaws  of 
the  American  Medical  Association  do  not 
specifically  designate  a budget,  finance,  or 
audit  committee;  and 

Whereas,  Chapter  III,  Section  2,  of  the 
Bylaws  vests  authority  for  the  appropria- 
tion of  funds  in  the  Board  of  Trustees;  and 
Whereas,  The  functions  of  a budget  com- 
mittee have  hitherto  been  performed  by  a 
subcommittee  of  the  Board  of  Trustees;  and 
Whereas,  The  preparation  of  an  annual 
budget  and  the  supervision  of  the  finances 
of  so  large  an  organization  are  demanding 
and  time  consuming  functions  which,  in  most 
associations  of  this  nature,  are  vested  in  a 
committee  specifically  designated  for  those 
purposes;  therefore  be  it 

Resolved,  That  the  Constitution  and  By- 
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laws  of  the  American  Medical  Association  be 
amended  to  create  a Budget  and  Finance 
Committee  of  the  House  of  Delegates,  to  be 
elected  by  the  House,  for  the  purpose  of  over- 
seeing the  preparation  of  the  annual  budget, 
submitting  it  for  final  approval  by  the  Board 
of  Trustees,  and  of  advising  the  Board  on  the 
expenditure  of  the  Association’s  funds;  and 
be  it  further 

Resolved,  That  the  Secretary-Treasurer  of 
the  American  Medical  Association  be  an  ex 
officio  member  of  the  Budget  and  Finance 
Committee  so  created. 

Action:  The  House  voted  to  adopt  the  fol- 

lowing substitute  resolution : 

Resolved,  That  the  Finance  Committee  of 
the  Board  of  Trustees  meet  in  advance  of 
each  annual  convention  with  the  reference 
committee  to  which  the  annual  financial 
statement  will  be  referred  for  presentation 
and  discussion  of  more  detailed  budget  and 
financial  data  of  the  Association,  so  that  the 
reference  committee  will  be  able  to  make  a 
more  meaningful  evaluation  for  the  House 
of  Delegates  of  the  annual  financial  state- 
ment. 

5.  Resolution  8 — “Hospital  Inspections  for 
Accreditation,”  referred  to  Reference  Commit- 
tee D (Milton  Helpern,  M.D.,  chairman).  The 
text  of  the  resolution  follows : 

Whereas,  At  the  present  time  in  the  State 
of  New  York  all  hospitals  are  undergoing 
dual  inspections  for  accreditation,  that  is 
one  by  the  New  York  State  Department  of 
Health  and  one  by  the  Joint  Commission  on 
Accreditation  of  Hospitals;  and 

Whereas,  The  evaluators,  as  experienced 
by  the  hospitals  in  New  York  State,  have 
repeatedly  contradicted  each  other  so  that 
changes  that  have  been  made  by  hospitals  to 
conform  with  the  criticisms  of  one  accredita- 
tion evaluator  have  had  to  be  undone  to  con- 
form with  the  criticisms  of  the  other;  there- 
fore be  it 

Resolved,  That  the  American  Medical  As- 
sociation take  appropriate  steps  to  improve 
the  timing,  coordination,  and  efficiency  of  in- 
spection procedures  by  the  JCAH  and  state 
inspection  agencies. 

The  reference  committee  recommended  the 
adoption  of  resolution  8 with  the  following 
amended  Resolved: 

Resolved,  That  the  AMA  Commissioners  to 
the  Joint  Commission  on  Accreditation  of 
Hospitals  urge  the  Joint  Commission  to  in- 
vestigate the  possibility  of  appropriate 
liaison  with  state  inspection  agencies  so  as 
to  improve  the  timing,  coordination,  and  effi- 
ciency of  survey  procedures. 

Action:  The  House  voted  to  adopt  this  reso- 
lution as  amended. 

6.  Resolution  9 — “Participation  of  Doctors 
on  Hospital  Staffs  in  Building  Programs,”  re- 
ferred to  Reference  Committee  D (Milton  Hel- 
pera,  M.D.,  chairman).  The  text  of  the  resolu- 
tion follows : 

Whereas,  Some  physicians  have  been  de- 
nied hospital  privileges  because  they  did  not 


pledge  certain  monies  to  hospital  building 
funds;  and 

Whereas,  The  Judicial  Council  of  the 
American  Medical  Association  deplores  the 
practice  of  coercing  physicians  to  contribute 
to  hospital  building  funds  and  other  pro- 
grams; therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation ask  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  to  urge  hospitals 
throughout  the  country  to  encourage  physi- 
cians to  participate  in  building  programs  on 
a voluntary  basis  and  to  refrain  from  coerc- 
ing them  by  the  threat  of  loss  of  privileges; 
and  be  it  further 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
make  proof  of  such  coercion  cause  for  the 
suspension  or  withdrawal  of  its  accredita- 
tion. 

Action:  The  House  voted  not  to  adopt  this 

resolution. 

7.  Resolution  10 — “Incentive  for  Medical 
Students,  After  Graduation,  to  Practice  as 
Generalists,  Pediatricians,  and  Internists,”  re- 
ferred to  Reference  Committee  C (E.  M.  Smith, 
M.D.,  chairman).  The  text  of  the  resolution 
follows : 

Whereas,  A crisis  exists  in  medicine  in 
that  an  insufficient  number  of  physicians  are 
available  for  family  practice;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation recommend  to  all  medical  schools 
within  the  country  that  programs  be  initi- 
ated to  encourage  medical  students  to  enter 
family  practice  in  the  status  of  internists, 
pediatricians,  and  general  practitioners. 

The  reference  committee  recommended  the 
adoption  of  the  following  substitute  resolution : 
“Incentive  for  Medical  Students,  After  Grad- 
uation, to  Practice  as  Family  Practitioners,  Pe- 
diatricians, and  Internists,”  (deleted  material 
lined  through;  added  material  underlined). 

Whereas,  A crisis  exists  in  medicine  in 
that  an  insufficient  number  of  physicians  is 
available  for  family  practice;  and 

Whereas,  The  American  Board  of  Family 
Practice  has  been  approved  by  the  Liaison 
Committee  for  Specialty  Boards  of  the  Coun- 
cil on  Medical  Education  and  the  Advisory 
Board  for  Medical  Specialties;  now  there- 
fore be  it 

Resolved,  That  the  American  Medical  As- 
sociation recommend  to  all  American  medical 
schools  that  programs  be  initiated  to  encour- 
age students  to  enter  family  practice;  and  be 
it  further 

Resolved,  That  medical  schools  be  urged  to 
establish  appropriate  professional  units, 
such  as  departments  of  family  practice,  for 
the  development  of  programs  in  family  prac- 
tice. 

Action:  The  House  voted  to  adopt  the  sub- 

stitute resolution. 

8.  Resolution  11 — “Approval  of  Unofficial 
AMA  Hospitality  Suite  Committee,”  referred 
to  Reference  Committee  H (0.  K.  Niess,  M.D., 
chairman).  The  text  of  the  resolution  follows: 
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Whereas,  An  informal,  unofficial  commit- 
tee composed  of  medical  society  delegates,  of- 
ficers, and  executives  has  been  meeting  an- 
nually to  consider  the  maintenance  and  con- 
duct of  medical  society  hospitality  suites  at 
AM  A conventions;  and 

Whereas,  This  self-perpetuating  commit- 
tee has  over  the  years  been  developing  cri- 
teria and  guidelines  relative  to  the  mainte- 
nance of  such  suites;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  go 
on  record  as  expressing  its  appreciation  to 
the  committee  for  its  efforts  over  the  years; 
and  be  it  further 

Resolved,  That  the  House  of  Delegates  ex- 
press its  approval  of  such  a committee  and 
request  that  it  continue  its  existence  on  a 
voluntary  basis;  and  be  it  further 

Resolved,  That  its  recommendations  and 
guidelines  be  published  from  time  to  time  in 
the  Delegates  Handbook  for  the  information 
of  medical  societies  concerned. 

Action:  The  House  voted  to  adopt  this  reso- 
lution. 

9.  Resolution  11  It — “Credit  Card  Payments 
to  Physicians,”  referred  to  Reference  Commit- 
tee H (O.  K.  Niess,  M.D.,  chairman).  The  text 
of  the  resolution  follows : 

Whereas,  Various  banks  and  commercial 
credit  card  corporations  have  waged  a sud- 
den and  aggressive  campaign  to  persuade 
physicians  to  accept  the  credit  card  mecha- 
nism for  payment  of  medical  fees;  and 
Whereas,  By  accepting  this  method  of 
payment,  physicians  may  ultimately  be 
judged  on  the  basis  of  the  number  of  differ- 
ent credit  cards  they  will  accept,  rather  than 
on  their  skills ; and 

Whereas,  By  adopting  the  use  of  such 
credit  cards  in  their  practices,  physicians  be- 
come the  agents  of  commercial  enterprises 
and  indirectly  engage  in  advertising;  and 
Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
1966,  declared  it  unethical  for  any  New  York 
State  physician  to  accept  credit  card  pay- 
ment of  medical  fees  and  reaffirmed  this 
stand  at  its  1967  and  1968  annual  meetings; 
and 

Whereas,  Many  other  state  medical  socie- 
ties have  taken  similar  action ; therefore  be  it 
Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  declare 
that  acceptance  by  its  physician  members  of 
credit  card  payment  for  their  medical  serv- 
ices is  unethical. 

Action:  The  House  voted  to  refer  this  reso- 
lution to  the  AMA’s  Judicial  Council. 

10.  Resolution  115 — “Auditing  of  Physi- 
cians’ Records  in  Government  Programs,”  re- 
ferred to  Reference  Committee  A (H.  Close 
Hesseltine,  M.D.,  chairman).  The  text  of  the 
resolution  follows : 

Whereas,  Government  financed  health 
care  programs  usually  place  the  responsibil- 
ity for  the  quality  and  availability  of  health 
services  on  state  and  local  government  offi- 
cials or  other  program  administrators;  and 


Whereas,  In  many  instances,  those  admin- 
istrators or  officials  have  considered  this  to 
require  that  audits  of  the  quality  of  medical 
services  be  conducted ; and 

Whereas,  The  responsibility  for  the  audit 
of  inhospital  services  has  generally  been  del- 
egated to  hospital  audit  committees  which 
conduct  such  audits  on  a peer  review  basis; 
and 

Whereas,  Peer  review  audit  systems  ap- 
plicable to  ambulatory  services  rendered  in 
physicians’  offices  have  not  been  developed; 
and 

Whereas,  This  lack  of  an  established  sys- 
tem has  encouraged  some  local  program 
administrators  to  institute  on-site  audits  in 
physicians’ offices;  and 

Whereas,  Such  audits  do  not  necessarily 
include  peer  review;  and 

Whereas,  Such  audits  raise  the  question 
of  the  physician’s  responsibility  for  the  con- 
fidentiality of  his  patients’  records;  and 
Whereas,  The  medical  profession,  through 
the  AMA  and  the  constituent  and  component 
medical  associations,  has  assumed  responsi- 
bility for  maintaining  the  quality  of  patient 
care  in  general,  including  that  rendered  un- 
der government  supported  or  sponsored  pro- 
grams; and 

Whereas,  Physicians  have  demonstrated 
their  impartiality,  objectivity,  and  reliabil- 
ity in  auditing  and  self-policing  in  their  con- 
duct of  inhospital  audit  committees  and  can 
be  expected  to  perform  equally  well  in  the 
field  of  office  audits,  once  appropriate  proce- 
dures have  been  established;  therefore  be  it 
Resolved,  That  the  American  Medical  As- 
sociation request  its  Counsel  to  study  the  le- 
gality of  on-site  audits  in  physicians’  offices, 
their  permissible  extent  and  nature,  and  how 
they  affect  the  confidentiality  of  physicians’ 
records  on  their  patients;  and  be  it  further 
Resolved,  That  the  American  Medical  As- 
sociation express  its  firm  opposition  to  on- 
site auditing  in  physicians’  offices  of  tax-sup- 
ported  programs  by  representatives  of  gov- 
ernmental agencies;  and  be  it  further 

Resolved,  That  auditing  procedures  be  de- 
veloped as  a peer  review  program  where  re- 
quired by  tax-supported  plans;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  As- 
sociation urge  that  any  problems  which  may 
arise  between  physicians  and  intermediaries 
or  between  physicians  and  local,  county, 
state,  or  Federal  governmental  agencies  be 
referred  to  the  local  peer  review  committee. 
Action:  The  House  voted  to  adopt  this  reso- 
lution. 

Reference  Committees.  The  following  mem- 
bers of  the  New  York  Delegation  served  on 
reference  committees : 

Committee  A,  Dr.  Wallace;  Committee  B,  Dr. 
Blake;  Committee  C,  Dr.  Emerson;  Committee 
D,  Dr.  Helpern;  and  Committee  F,  Dr.  Willis. 

Observers  at  reference  committee  hearings, 
designated  by  the  chairman  of  the  New  York 
delegation,  were : Amendments  to  Constitution 
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and  Bylaws,  Dr.  Douglas;  Committee  A (In- 
surance and  Medical  Services),  Dr.  Kelley; 
Committee  B (Legislation),  Dr.  Tuchman  and 
Dr.  Heldmann;  Committee  C (Health  Man- 
power and  Medical  Education),  Dr.  Wurz- 
bach;  Committee  D (Hospitals),  Dr.  Pallin; 
Committee  E (Public  Health  and  Scientific 
Activities),  Dr.  Moore;  Committee  F (Trustees 
Reports),  Dr.  Kaufman;  Committee  G (Mis- 
cellaneous), Dr.  Goldmark;  and  Committee  H 
(Miscellaneous),  Dr.  Howland. 

Hospitality.  Under  the  chairmanship  of  Dr. 
Clowe,  the  New  York  Hospitality  Suite  (Amer- 
icana Suite,  Americana  Hotel)  was  open  ao 
cording  to  the  following  schedule:  Sunday, 

5:00  P.M.;  Monday,  noon  to  2:00  P.M.  and  af- 
ter the  Illinois  Reception;  Tuesday,  NOON  to 
1:00  P.M.  and  5:00  p.m.;  Wednesday,  NOON  to 
2:00  P.M.  and  after  the  inauguration  ceremony. 

AMA  Report.  Following  is  a summary  of 
the  actions  of  the  House  of  Delegates,  as  com- 
piled by  the  executive  vice-president  of  the 
AMA: 

New  York,  New  York,  July  17 — Delegates  to  an 
AMA  convention  have  never  been  busier  than  they 
were  at  the  118th  Annual  Convention  held  on  July 
13  through  17. 

During  fifteen  hours  and  forty  minutes  the 
House  was  in  session,  not  including  the  inaugural 
ceremony,  delegates  heard  a twenty-minute  speech 
by  the  vice-president  of  the  United  States;  heard  a 
twenty-five-minute  informal  address  by  the  newly 
appointed  Secretary  for  Health  and  Scientific 
Affairs,  U.S.  Department  of  Health,  Education,  and 
Welfare;  heard  the  final  report  of  President  Dwight 
L.  Wilbur,  M.D.;  presented  a special  award  to  the 
medical  staff  of  NASA’s  Manned  Spacecraft  Center 
in  Houston;  listened  to  reports  from  AMPAC,  AMA- 
ERF  and  SAMA;  roundly  applauded  President 
Gerald  D.  Dorman  on  Thursday  morning  for  not 
delivering  his  first  report  to  the  House,  but  in- 
stead distributing  it  for  delegates  to  read;  and  still 
found  time  to  act  on  an  all-time  record  of  196  items 
of  business — an  average,  even  with  everything  else 
going  on,  of  one  vote  every  four  minutes  and  forty- 
seven  seconds. 

Business  presented  to  the  House  included  59  re- 
ports from  the  Board  of  Trustees,  the  executive 
vice-president,  and  standing  and  special  committees; 
and  137  resolutions,  four  of  which  were  memorials 
and  one  a commendation  of  President  Wilbur. 

Of  the  59  reports,  the  House  adopted  30;  adopted 
and  referred  1;  amended  and  adopted  5;  approved 
17:  and  accepted  2 for  information.  Four  required 
no  House  action. 

Of  the  137  resolutions,  17  were  adopted:  28  were 
adopted  as  amended  or  a substitute  was  adopted;  30 
were  referred,  with  or  without  amendment;  44  were 
combined  with  one  or  more  other  resolutions  before 
action  was  taken;  1 was  partially  adopted  and 
partially  referred;  15  were  rejected;  and  2 were 
withdrawn. 

Elections.  After  a nominating  speech  and  seconds 
by  18  delegates,  Walter  C.  Bornemeier,  M.D.,  Illi- 
nois, was  elected  president-elect  by  acclamation.  He 
will  become  the  AMA’s  125th  president  at  the  an- 
nual convention  of  1970  in  Chicago. 

The  House  unanimously  elected  M.  Louise  Gloeck- 
ner,  M.D.,  Pennsylvania,  as  vice-president;  and 
Russell  B.  Roth,  M.D.,  Pennsylvania,  as  speaker  of 
the  House. 


J.  Frank  Walker,  M.D.,  Georgia,  was  elected  vice- 
speaker of  the  House. 

In  the  election  of  Trustees,  Burt  L.  Davis,  M.D., 
California;  Burtis  E.  Montgomery,  M.D.,  Illinois; 
and  Max  H.  Parrott,  M.D.,  Oregon,  were  unani- 
mously re-elected.  Charles  A.  Hoffman,  M.D., 
West  ATrginia,  was  elected  to  the  Trustee  position 
vacated  by  Edward  R.  Annis,  M.D.,  Florida. 

Election  to  the  following  councils  was  as  follows: 
Constitution  and  Bylaws,  Robert  M.  Tenery,  M.D., 
Texas;  Medical  Education.  Joseph  M.  White,  M.D., 
Texas;  and  William  A.  Sodeman,  M.D.,  Pennsyl- 
vania; Medical  Service,  John  M.  Rumsey,  M.D., 
California;  Richard  E.  Palmer,  M.D.,  Virginia,  and 
Donald  R.  Hayes,  M.D.,  Massachusetts;  and  Judi- 
cial Council,  Charles  C.  Smeltzer,  M.D.,  Tennessee. 

Vice-President  Agnew’s  Address.  Vice-President 
Spiro  T.  Agnew  began  his  remarks  with  some  very 
nice  words  about  the  medical  profession. 

“I  can  sympathize  with  those  of  you  who, 
after  struggling  for  years  to  improve  the  health 
of  this  nation,  now  find  few  kind  words  written 
and  few  voices  raised  in  your  defense. 

“I  believe  that  your  record  speaks  for  itself. 

I think  that  millions  of  Americans  who  appre- 
ciate their  family  doctors  and  value  the  doctor- 
patient  relationship  know  your  work. 

“So  many  opinion  leaders  nit-pick  against  the 
profession  which,  in  this  century,  added  more  than 
twenty  years  to  life  expectancy;  a profession 
which  has  virtually  eliminated  so  many  fatal, 
crippling,  and  debilitating  diseases  in  this  country 
and  around  the  world. 

“Our  medical  profession  has  achieved  this,”  he 
said,  “not  our  politicians  and  not  our  press.  And 
we  betray  every  doctor,  in  and  out  of  the  AMA, 
when  we  deprecate  your  dedication.” 

The  theme  of  Mr.  Agnew’s  speech  was  pollution. 

While  enlightened  man,  refuses  to  accept  dis- 
ease, he  tolerates  the  erosion  of  his  environment. 
Intelligent  Americans  who  will  not  live  in  un- 
pleasant surroundings  among  hostile  people,  en- 
dure with  bland  indifference  mildly  poisoned  air, 
polluted  waters,  and  noise  just  below  the  pitch  of 
madness.  A nation  capable  of  catapulting  men 
to  the  moon  is  in  mortal  danger  of  devouring  its 
irreplaceable,  life-sustaining  elements.” 

He  described  a number  of  antipollution  programs 
being  undertaken  or  planned  by  the  Federal  gov- 
ernment, in  cooperation  with  the  states  and  the 
private  sector,  and  emphasized  that  “Private  pro- 
fessional organizations  like  the  AMA  will  have  a 
role  to  play  in  encouraging  environmental  im- 
provement. Your  increasing  voluntary  participa- 
tion at  the  state  and  local  level  can  result  in 
greater  public  support  to  enlarge  programs.” 

He  ended  by  saying,  “We  feel  we  act  on  a mandate  ' 
as  fundamental  as  the  problem  itself.  It’s  the  first 
mandate  of  humanity:  the  right  to  survive.” 

Dr.  Egeberg’s  Remarks.  Roger  O.  Egeberg,  M.D., 
assistant  secretary  for  Health  and  Scientific  Affairs, 
HEW.  talked  about  the  rising  cost  of  health  care, 
advances  in  medical  science,  and  the  fact  that 
physicians  are  working  long,  hard  hours.  “How- 
ever,” he  said,  “I  don’t  want  to  sound  soft  on 
doctors.  I don’t  want  to  sound  soft  on  organized 
medicine.  I do  feel  that  there  has  been  a prin- 
ciple that  has  been  ignored  perhaps  more  by  or- 
ganized medicine  than  it  should  be.  And  it  comes,  I 
think,  from  the  ethics  of  Hippocrates,  who  preached 
that  you  should  take  care  of  those  who  came  to  you, 
those  within  your  purview. 

“I  would  think  that  is  probably  a very  good 
ethic  to  follow.  But  we  have  to  add  something 
to  it.  And  that  is  the  ethic  that  as  a group  we 
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must  look  around.  We  must  see  that  there  are 
people  not  in  front  of  us  who  need  help. 

"The  poor  live  utterly  differently  from  us. 
Hut  we  have  created  a distribution  of  medical 
care  in  a way  that  suits  us  and  suits  the  middle 
class. 

“Now,  in  order  to  reach  (the  poor),  we’ve  got 
to  find  new  ways  of  distributing  medical  care.” 

After  some  elaboration  on  those  points,  he 
closed  by  saying,  “I  would  hope  that  the  govern- 
ment will  be  able  to  cooperate  with  the  people 
who  are  delivering  the  medical  care;  will  take 
them  into  confidence;  and  will  discuss  the  solu- 
tion of  the  problems.  Because  we  have  come  to  a 
crisis.  We  have  to  solve  it.  The  more  heads 
we  can  get  at  it,  the  more  feeling  of  ‘this  is  our 
problem'  will  exist.  And  if  we  can  feel  that  it  is 
our  problem,  rather  than  ‘theirs,’  I think  we 
can  solve  it.” 

President’s  Final  Report.  In  his  report  to  the 
opening  session  of  the  House,  President  Wilbur  said 
that  physicians  must  have  clinical  sense,  social  sense, 
and  common  sense. 

Under  clinical  sense,  he  predicted  that  the  greatest 
scientific  advances  will  be  in  three  areas:  “Under- 

standing and  perhaps  partial  control  of  degenerative 
diseases;  a substantial  gain  in  knowledge  and  con- 
trol of  psychiatric  disorders;  and  the  control  of  re- 
production, with  better  human  and  medical  under- 
standing of  contraception,  abortion,  population  con- 
trol, and  control  of  those  genetic  characteristics  to 
be  most  valued  by  humanity.” 

Under  social  sense,  he  asked,  “Will  we  ever  see  a 
lessening  of  public  interest  in  medicine  and  health? 
Will  voluntary  health  agencies  social  and  welfare 
groups,  planning  bodies  in  the  health  field,  and 
public  health  groups  lessen  their  great  and  grow- 
ing interest  in  the  development  and  application  of 
knowledge  in  health  or  in  medicine?  Today,  and 
even  more  in  the  future,  health  and  medicine  are 
not  matters  just  for  physicians  and  patients. 
They  are  matters  of  total  public  concern.” 

In  this  part  of  his  talk,  he  discussed  the  re- 
moval of  barriers  to  medical  care  and  the  need  for 
more  ambulatory  care  of  patients,  emphasizing  the 
potential  value  of  community  health  centers. 

In  the  final  section,  he  pointed  out  that  “temper- 
ing our  clinical  sense  with  a social  sense  is  good 
common  sense.  It  will  be  so  recognized  by  the 
public. 

“Changes  in  medicine  and  medical  care,”  he  said, 
“will  best  be  made  by  evolutionary  rather  than 
revolutionary  and  disruptive  change,  aside  from 
the  rare,  great  discovery  or  invention  in  medical 
science.” 

He  concluded  with  these  words; 

“We  can  meet  the  health  needs  of  the  American 
people  but  we  cannot  meet  them  alone.  While 
our  knowledge  of  health  may  be  unique  and  in- 
dispensable, our  desire  to  serve  all  of  society  is 
matched  by  many  of  its  other  elements.  We  must 
lead,  but  our  leadership  must  continually  be 
earned.  It  cannot  be  assumed. 

“As  we  look  to  the  future,  we  must  con- 
stantly ask  ourselves  the  right  questions  and  try 
to  find  the  right  answers — answers  based,  as  often 
as  possible,  on  fact  and  experience  and  tempered 
to  the  needs  of  people  in  a rapidly  changing 
society.” 

Inaugural  Address.  After  taking  the  oath  of 
office  as  the  124th  president  of  the  AMA,  Gerald  D. 
Dorman  listed  three  goals  “which  our  House  of 
Delegates  has  accepted  on  the  road  to  our  main  ob- 
jective, the  best  possible  health  care  to  all  our 
•patients  who  need  it:  (1)  a constantly  advancing 

health  care  system  in  America;  (2)  a widespread 


respect  for  the  leadership,  and  a widespread  recog- 
nition of  the  contributions  of  the  medical  pro- 
fession, and  (3)  enhanced  functioning  of  the  medical 
profession.” 

The  first  goal,  he  said,  must  be  “based  on  in- 
centives and  freedom  of  opportunity.  Incentives 
are  needed  for  people  to  stuy  healthy,  for  physicians, 
hospitals,  and  allied  professional  workers  to  in- 
crease care  and  hold  down  costs.” 

As  to  the  second,  he  said,  “We  know  that  it  is 
in  the  best  interests  of  the  nation’s  people  that 
physicians  maintain  and  strengthen  their  leadership 
in  all  matters  pertaining  to  health  care.  To  do  so, 
however,  we  must  perform  at  a height  beyond  any 
level  achieved  before. 

“We  must,  besides  eurning  the  position  of  leader- 
ship, be  worthy  of  the  respect  that  goes  with  it. 
The  profession  must  be  above  all  suspicion.  This 
means  that  we  must  maintain  a visible  sincerity  and 
dedication  in  our  profession.” 

About  the  third,  “I  would  mention  enhance- 
ment of  the  functioning  of  the  medical  profession 
by  more  effective  communication  within  the  pro- 
fession, w'ith  the  allied  health  professions,  with 
influential  groups  of  our  citizenry,  educators,  clergy, 
business  men,  labor,  lawyers,  civic  leaders,  and 
leaders  of  government  on  all  levels.” 

He  concluded  by  stating  that  “The  problems  that 
exist  in  medical  and  health  care  for  the  people  of 
our  nation  will  not  be  solved  overnight.  Nor  will 
they  be  solved  in  a month  or  a year.  But  solutions 
—at  least,  proposals  and  experiments  to  find  solu- 
tions— will  be  forthcoming.” 

Report  to  the  House.  Because  of  the  volume  of 
business  and  the  shortage  of  time  on  the  final  day 
of  the  convention,  President  Dorman  announced  to 
the  House  that  he  would  not  deliver  his  first  report. 
Instead,  copies  were  made  available  to  the  dele- 
gates to  read  at  their  leisure. 

In  the  report.  Dr.  Dorman  pointed  out  that  the 
physician  has  distinct  advantages  in  the  satisfac- 
tion he  gets  from  his  profession  and  the  honor  in 
which  he  is  held  by  other  people.  He  also  pointed 
out  that  as  the  penalty  of  professionalism,  “we  must 
willingly  accept  not  only  the  respect  it  brings  us 
but  also  the  obligation  to  be  deeply  and  actively 
concerned  with  every  facet  of  health  and  health  care. 
There  is  no  aspect  of  health,  direct  or  remote,  that 
is  not  our  responsibility,  in  whole  or  in  part.” 

He  then  listed  problems  and  showed  what  the 
AMA  is  doing  about  them  now  and  suggested  other 
things  that  might  be  done.  Included  were  quality 
of  medical  care,  physicians  who  cheat  on  govern- 
ment financing  programs,  providing  care  for  the 
poor,  sex  education,  maternal  and  child  care,  and 
methods  of  delivering  medical  and  health  care. 

All  of  those  problems,  “as  health  matters,  require 
action.  All  of  them,  as  health  problems,  demand 
solutions.  I am  confident  the  solutions  will  come — 
and  that  they  will  come  principally  through  the 
deliberations  and  the  programs  of  the  American 
Medical  Association  and  all  of  the  medical  pro- 
fession and  its  allies.  We  cannot  delay.  We  must 
meet  the  demanding  obligations  which  are  the 
penalty  of  our  leadership  in  medical  and  health 
care.” 

Actions  of  the  House  of  Delegates.  As  a matter 
of  convenience,  actions  taken  by  the  House  will  be 
listed  in  the  order  in  which  they  were  presented 
to  the  House  by  the  various  reference  committees. 

Constitution  and  Bylaws.  AMA  Membership  for 
Osteopathic  Physicians.  In  response  to  a House  di- 
rective at  the  Clinical  Convention,  1968,  that  quali- 
fied osteopathic  physicians  be  admitted  to  full  active 
membership  in  the  AMA,  the  House  amended  the 
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first  paragraph  of  Chapter  I,  Section  1,  of  the 
Bylaws  as  follows: 

(A)  Regular  Members — Regular  membership  shall 
be  limited  to  those  members  of  a state  medical 
association  who  hold  the  degree  of  Doctor  of 
Medicine  or  Bachelor  of  Medicine,  or  who  hold 
an  unrestricted  license  to  practice  medicine  and 
surgery,  and  are  entitled  to  exercise  the  rights  of 
membership  in  their  state  medical  associations, 
including  the  right  to  vote  and  hold  office,  as 
determined  by  their  state  medical  associations. 
Scientific  Sections.  The  Ad  Hoc  Committee  to 
Study  the  Modus  Operandi  of  the  Scientific  Sections 
reported  its  belief,  which  the  House  adopted,  that 
the  AMA  can  achieve  greater  unity  within  the  medi- 
cal profession  and  further  strengthen  its  scientific 
program  by  inviting  the  national  medical  specialty 
societies  to  play  a more  active  and  responsible  role 
and  giving  those  societies  a privilege  of  participating 
in  the  selection  of  section  delegates  in  the  AMA 
House  and  other  section  officers. 

The  scientific  assembly  will  be  divided  into  these 
specialty  sections: 

Allergy 

Anesthesiology 

Clinical  Pharmacology  and  Therapeutics  (formerly 
Experimental  Medicine  and  Therapeutics) 

Colon  and  Rectal  Surgery 

Dermatology 

Diseases  of  the  Chest 

Family  and  General  Practice  (formerly  General 
Practice) 

Gastroenterology 
General  Surgery 
Internal  Medicine 
Military  Medicine 
Obstetrics  and  Gynecology 
Ophthalmology 
Orthopedic  Surgery 
Otorhinolaryngology 

Pathology  (formerly  Pathology  and  Physiology) 
Pediatrics 

Physical  Medicine  and  Rehabilitation  (formerly 
Physical  Medicine) 

Preventive  Medicine 

Psychiatry  and  Neurology  (formerly  Nervous  and 
Mental  Diseases) 

Radiology 
Special  Topics 
Urology 

AMA  Bylaws,  Chapter  VII,  Sections  3 to  9,  are  to 
be  rewritten  to  effect  these  and  other  changes:  as 

follows 

Each  section  will  establish  a section  council.  Af- 
ter the  1970  Clinical  Convention,  medical  specialty 
societies  will  be  invited  to  help  form  section  coun- 
cils. 

Membership  of  the  section  councils  “shall  be  se- 
lected by  the  national  specialty  societies  listed  in 
the  American  Medical  Association  Directory  ap- 
portioned on  the  basis  of  the  number  of  AMA  mem- 
bers belonging  to  each  specialty  society  and  one 
member  to  be  elected  by  the  scientific  section  from 
the  section  membership.” 

At  the  1971  Annual  Convention,  establishment  of 
AMA  section  councils  will  be  reported  to  each  spe- 
cialty section.  The  councils  become  effective  Janu- 
ary 1,  1972. 

All  section  councils  will  be  under  the  direction  of 
the  Board  of  Trustees  and  will  be  governed  by  rules 
established  by  the  Board  and  approved  by  the 
House. 

Reference  Committee  A.  Cost  of  Care.  The 
House  stated  that  “The  physician’s  influence  on  the 
costs  of  health  care  will  be  in  proportion  to  his 
conscious  efforts  to  adhere  to  practices  which  con- 


serve the  resources  of  his  patient.  As  the  provider 
of  medical  service,  the  doctor  has  a significant  and 
responsible  role  in  any  organized  effort  to  control 
health  care  expenditures.  In  this  role,  the  physician 
has  a challenge  to  maintain  and  improve  a system 
that  best  serves  the  public  and  is  most  acceptable 
to  him  and  to  the  profession  of  which  he  is  a part.” 

Medicare  and  Medicaid.  In  connection  with  re- 
ducing Medicaid  costs,  the  House  adopted  a report 
listing  four  action  programs  of  the  profession:  ex- 

panded peer  review  programs  by  county  medical  so- 
cieties to  reduce  hospital  and  nursing  home  care 
and  to  expand  ambulatory  care;  eradication  by  the 
profession  of  isolated  abuses  by  physicians;  promo- 
tion of  innovative  health  service  delivery  systems 
for  low-income  communities,  with  emphasis  on 
ambulatory  care;  and  programs  by  local  medical  so- 
cieties to  preserve  quality  of  care  in  the  face  of 
cost  containment  measures. 

With  respect  to  physician  payment  in  teaching 
situations,  the  House  resolved  that  the  Board  of 
Trustees  “take  action  to  evaluate  and  effect  im- 
provement of  the  regulations  in  keeping  with  the 
intent  of  Medicare  and  Medicaid  in  relation  to 
teaching  situations.” 

On  the  subject  of  Medicare  fees  and  fee  schedules, 
the  House  said,  “While  the  AMA  has  not  taken  a 
specific  position  on  the  procedures  relating  to  the 
development  and  application  of  physicians’  fees  pro- 
files and  prevailing  charge  screens,  the  actions  which 
have  been  taken  by  the  House  would  indicate  that 
these  concepts  as  defined  through  directives  of  the 
Social  Security  Administration,  are  not  consistent 
with  policies  of  the  American  Medical  Association.” 

The  House  also  said  that  since  “Actions  taken  by 
HEW  to  set  rigid  limits  on  levels  of  payments  to 
physicians  who  provide  services  under  Medicaid  ap- 
pear in  contradiction  to  Congressional  intent  that 
Medicaid  patients  receive  care  on  the  same  basis  as 
private  patients,”  it  resolved  that  the  AMA  “urge 
a reassessment  by  Congress  of  its  intent  and  priori- 
ties in  relation  to  Title  19.” 

Regarding  the  isolated  abuses  of  government  pro- 
grams, the  House  resolved  that  the  Board’s  “efforts 
to  obtain  access  to  information  referable  to  alleged 
misuse  of  any  programs  of  health  care  be  com- 
mended” but  added  that  “In  the  publicizing  of 
charges  without  the  availability  of  reasonable  and 
specific  facts  concerning  individuals,  the  result  is 
detrimental  to  the  best  interests  of  American  medi- 
cine.” 

V oluntary  Health  Insurance.  The  House  adopted 
a report  urging  that  state  medical  association, 
county  medical  societies,  and  physicians  individually 
direct  “unstinting  effort”  to  promote  the  proposed 
program  of  income  tax  credits  for  financing  health 
care  and  “publicize  the  advantages  inherent  in  this 
approach  to  preserve  and  strengthen  the  voluntary 
system.” 

Delegates  also  resolved  that  the  AMA  “encourages 
the  development  of  prepayment  medical  insurance 
programs  in  which  the  payment  to  the  physician  is 
based  on  the  usual,  customary,  or  reasonable  fee 
concept”  and  that  “any  reference  to  ‘paid-in-full’ 
coverage  clearly  identify  those  services  which  are 
indeed  covered  on  a ‘paid-in-full’  basis  and  also 
identify  the  circumstances  under  which  those  serv- 
ices must  be  rendered.” 

Billing  Procedures.  “To  ensure  the  continuance  of 
the  one-to-one  physician-patient  relationship,”  the 
House  stated,  “the  profession  considers  direct  billing 
preferable — identifying  Medicare  primarily  as  a 
financial  aid  to  the  patient.  As  long  as  Medicare 
holds  to  a realistic  assessment  of  ‘reasonable 
charges,’  there  will  be  comparatively  few  instances 
when  direct  billing  entails  greater  out-of-pocket  pay- 
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ment  by  the  patient  than  does  assignment. 

Peer  Review.  This  statement  was  adopted  by  the 
House:  "The  Council  on  Medical  Service  knows  of 

no  greater  challenge  facing  the  profession  today 
than  to  secure  universal  acceptance  and  application 
of  the  (peer)  review  concept  as  the  most  meaningful 
method  for  creating  a public  awareness  of  medi- 
cine’s efforts  to  assure  high  quality  of  health  services 
at  a reasonable  cost.” 

Comprehensive  Health  Planning.  The  House  said, 
about  comprehensive  health  planning,  that  “Cer- 
tainly, physicians  and  their  professional  organiza- 
tions must  accept  the  responsibility  of  working  in 
the  planning  group  throughout  all  stages  of  planning 
to  provide  guidance  in  choosing  goals  and  programs 
that  will  realistically  meet  the  community’s  needs;” 
and  further  resolved  that  “financial  reimbursement 
for  health  care  be  based  on  the  adequacy,  compe- 
tency, and  efficiency  of  patient  care  and  not  on  the 
basis  of  approval  by  any  regional  planning  agency.” 

Reference  Committee  B.  Medical  Care  as  a 
Rit/ht.  To  make  its  position  clear  in  the  long-stand- 
ing discussions  of  medical  care  as  a right,  the  House 
resolved  that  it  “reaffirm  its  position  (11  that  it  is  a 
basic  right  of  every  citizen  to  have  available  to  him 
adequate  health  care;  (21  that  it  is  a basic  right  of 
every  citizen  to  have  a free  choice  of  physician  and 
institution  in  the  obtaining  of  medical  care;  and 
(31  that  the  medical  profession,  using  all  means  at 
its  disposal,  should  endeavor  to  make  good  medical 
care  available  to  each  person.” 

Government  Reports.  The  House  resolved  that 
“the  American  Medical  Association  make  every  ef- 
fort to  secure  appropriate  payment  to  physicians  for 
complex  and  detailed  reports  prepared  for  use  by 
governmental  agencies.”  This  resolution  does  not 
affect  the  1965  Judicial  Council  opinion  that  simpli- 
fied insurance  forms  be  completed  without  charge. 

Ext  ended  Care.  Because  of  the  higher  cost  of 
hospitalization,  the  House  resolved  that  the  AMA 
“be  urged  to  seek  changes  in  the  Medicare  law  to 
allow  direct  admission  to  extended  care  facilities 
when  eligible  patients’  conditions  require  less  than 
acute  hospital  care.” 

Reducing  Paper  Work.  Recognizing  the  avalanche 
of  paper  that  threatens  to  inundate  physicians,  the 
House  resolved  that  the  AMA  and  state  medical  as- 
sociations “undertake  new  discussions  with  govern- 
mental agencies,  insurance  companies,  and  hospitals 
with  the  objective  of  achieving  substantial  reduc- 
tions in  the  amount  of  paper  work — hopefulTy 
amounting  to  at  least  a one-half  decrease — and  thus 
reducing  the  cost  of  health  care  and  enabling  physi- 
cians to  devote  the  maximum  time  and  effort  pos- 
sible to  the  care  of  the  patients.” 

Reference  Committee  C.  Private  Practice.  A 
resolution  that  the  AMA  “establish  a Council  on 
Private  Practice,  with  the  primary  objective  being 
to  espouse  the  aspirations  and  goals  of  private  prac- 
tice” was  adopted  by  the  House  and  referred  to  an 
ad  hoc  committee  to  be  appointed  by  the  speaker  of 
the  House. 

Federal  Support  of  Medical  Schools.  In  a change 
of  House  policy  regarding  Federal  loans  to  medical 
students,  a joint  report  of  the  Board  of  Trustees 
and  the  Council  on  Medical  Education  was  approved 
which  calls  for  an  increase  in  financial  support  of 
medical  schools  by  the  Federal  government  to  per- 
mit a major  increase  in  the  enrollment  of  medical 
students  and  the  production  of  physicians.  The 
change  was  considered  justified  because  of  current 
fiscal  conditions  which  make  it  increasingly  difficult 
for  students  to  obtain  loans  from  the  private  sector 
as  a result  of  high  interest  rates  and  a restricted 
supply  of  money  for  personal  loans. 


Relicensure.  The  House  approved  a report  recom- 
mending that  “the  physician’s  continued  competency 
to  provide  quality  health  services  be  maintained  by 
every  practical  means  available;  that  a relicensure 
program  not  be  considered  at  this  time;  that  peer 
group  evaluation  be  continually  utilized  and  im- 
proved: that  methods  of  improving  the  availability 
and  the  content  of  continuing  education  programs  be 
continually  investigated  and  refined;  and  that  ad- 
ditional incentives  be  positive  in  nature  and  come 
from  within  the  profession.” 

Educational  “ Essentials .”  The  House  approved 
essentials  of  an  accredited  educational  program  in 
nuclear  medical  technology;  revision  of  essentials  of 
approved  residencies  in  thoracic  surgery,  neurology, 
anesthesiology,  and  general  requirements:  revision 
of  essentials  of  approved  internship  to  provide  for 
participation  of  osteopathic  physicians;  revision  of 
essentials  of  approved  residencies  pertaining  to 
osteopaths;  and  essentials  of  an  accredited  educa- 
tional program  for  medical  assistants. 

Reference  Committee  D Health  Care  of  the 
Poor.  The  House  adopted  the  report  of  the  Board 
of  Trustees’  Committee  on  Health  Care  of  the  Poor, 
which  reiterated  “our  strong  commitment  toward 
expanding  nationwide  programs  to  improve  the 
health  of  the  poor”  and  stated  that  “the  same  qual- 
itv  of  medical  care  should  be  accessible  to  all  peo- 
ple.” 

The  committee  listed  “certain  concepts  that  we 
believe  must  be  included  in  the  Association’s  pro- 
gram, as  follows:” 

1.  Providing  comprehensive  health  care  to  the 

poor  is  a desirable  goal.  _ . 

2.  It  must  be  a continuing  program,  identifying 
both  short-range  and  long-range  activities. 

3.  The  committee’s  purpose  must  be  to  implement 
the  research  that  has  been  done  on  unmet  needs  for 
health  services. 

4.  Program  must  provide  for  participation  of  the 
poor  in  planning  projects  for  their  communities. 

.5.  Physicians  should  work  with  numerous  other 
organizations,  both  in  and  out  of  the  health  field, 
that  have  expressed  concern  about  improving  health 
care  of  the  poor. 

The  committee  concluded  by  stating  that  it  recog- 
nizes that  the  problems  for  which  it  hopes  to  find 
solutions  are  too  critical  and  too  complex  for  super- 
ficial, cursory  answers.  It  believes  that  dynamic  ac- 
tion in  this  field  must  have  a top  priority  in  the 
American  Medical  Association’s  activities.” 

Physicians  and  Hospitals.  Most  items  considered 
by  this  reference  committee  had  to  do  with  physi- 
cians. hospitals,  and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  For  example,  the  House 
resolved  that  “the  AMA  commissioners  to  the 
J.C.A.H.  urge  the  Joint  Commission  to  insure  that 
that  body  which  carries  out  the  governing  function 
of  the  medical  staff  shall  be  representative  of  the 
medical  staff,  both  hospital-based  and  voluntary,  and 
that  this  body  shall  advise  the  governing  board  of 
the  hospital  on  policy  regarding  medical  judgment 
and  skill  and  on  matters  relating  to  the  bylaws, 
rules,  and  regulations  of  the  medical  staff.” 

The  House  also  resolved  that  the  AMA  urge  the 
JCAH  “to  give  approval  to  effective  staff  and  sec- 
tion meeting  structures  which  combine  two  or  more 
hospitals  with  overlapping  medical  staffs  within  a 
logical  geographical  area.” 

Reference  Committee  E.  Full  Disclosure  of  Lab- 
oratory Billing.  The  House  adopted  a Judicial 
Council  report,  “Review  of  Ethical  Considerations 
Relating  to  Clinical  Laboratories,”  which  ended  with 
this  paragraph:  “Where  it  is  necessary  for  the  at- 

tending physician  to  bill  his  patient  for  services  per- 
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formed  by  a clinical  laboratory,  the  bill  submitted 
by  the  attending  physician  to  his  patient  should 
state  the  name  of  the  clinical  laboratory  perform- 
ing the  services  for  his  patient  and  state  the  exact 
amount  of  the  laboratory  charge  paid  or  to  be  paid 
by  the  physician  to  the  clinical  laboratory.” 

Also  adopted  was  the  resolution  that  the  “attend- 
ing physician  is  entitled  to  fair  compensation  for 
the  professional  services  he  renders.  He  is  not  en- 
gaged in  a commercial  enterprise,  however,  and  any 
markup,  commission  or  profit  on  the  services  ren- 
dered by  a laboratory  is  exploitation  of  the  patient.” 

Blood  Donors.  The  House  encouraged  “state  medi- 
cal associations  to  actively  promote  state  legislation 
to  provide  that  persons  age  eighteen  or  over  may 
donate  blood  without  the  necessity  of  parental  per- 
mission or  authorization  and  without  restriction  to 
voluntary  or  noncompensatory  blood  donation  pro- 
grams.” 

Prescription  Labeling.  Two  resolutions  concern- 
ing the  labeling  of  prescriptions  were  referred  to 
the  Board  of  Trustees  and  the  Council  on  Legislative 
Activities,  after  being  adopted  by  the  House.  One 
recommends  legislation  requiring  labeling;  the  other 
encourages  labeling. 

Reference  Committee  F.  Financial  Report.  The 
AMA’s  financial  statement  for  the  year  ending  June 
30.  1069,  was  approved,  and  the  House  then  resolved 
that  “the  Finance  Committee  of  the  Board  of  Trus- 
tees meet  in  advance  of  each  Annual  Convention  with 
the  Reference  Committee  to  which  the  annual  Finan- 
cial Statement  will  be  referred  for  presentation  and 
discussion  of  more  detailed  budget  and  financial  data 
of  the  Association,  so  that  the  Reference  Committee 
will  be  able  to  make  a more  meaningful  evaluation 
for  the  House  of  Delegates.” 

AM  A Management  Survey.  The  House  adopted 
the  management  survey  report  of  Cresap,  McCormick 
and  Paget  and  approved  the  analysis  of  communica- 
tions made  by  the  Philip  Lesly  Company. 

In  connection  with  the  former,  the  House  ap- 
proved the  reference  committee’s  list  of  eight  sub- 
jects to  which  “the  highest  priorities  in  activities 
and  programs  should  be  assigned:” 

1.  The  rising  cost  of  health  care. 

2.  The  expansion  of  out-of-hospital  health  services. 

3.  The  development  of  community  health  centers. 

4.  Experimentation  and  innovation  on  new  meth- 
ods of  delivery  of  health  services. 

5.  Medical  audit,  utilization,  and  review  commit- 
tees. 

6.  Medical  manpower  needs. 

7.  Preventive  medicine. 

8.  Family  planning. 

The  House  also  requested  that  the  Board  of  Trus- 
tees Cl)  develop  program  priorities:  (2)  outline  spe- 
cific technics  of  resolving  the  problems  caused  by 
those  priority  programs:  and  (3)  report  to  the 
House  at  each  semiannual  session  on  progress  being 
made. 

State.  Projects  of  AM  A.  The  House  resolved  that 
“financial  support  by  the  AMA  for  local  or  area 
health  service  projects  should  be  preceded  by  con- 
sultation with  the  constituent  association  of  the 
state  or  states  in  which  the  projects  are  to  be  con- 
ducted.” 

Professional  Liability.  In  connection  with  pro- 
fessional liability,  the  House  adopted  the  following 
statements  as  recommendations  of  the  AMA: 

1.  That  constituent  associations  “seek  the  enact- 
ment of  appropriate  state  legislation  designed  to 
provide  a more  efficient  and  equitable  determination 
of  malpractice  claims  and  litigation.” 

2.  That  state  associations,  with  the  help  of  AMA, 
“seek  the  cooperation  of  hospital  associations  and 
third  party  payers  in  exploring  and  developing,  if 


feasible,  pilot  programs  which  will  provide  sched- 
uled benefits  for  persons  injured  as  a consequence 
of  medical  accidents  occurring  in  the  delivery  of 
health  care,  irrespective  of  fault.” 

3.  “That  workshops  on  malpractice  insurance  prob- 
lems be  conducted,  as  requested  by  the  Board  of 
Trustees,  in  which  participation  will  be  invited  from 

(а)  physicians  confronted  by  insurance  problems, 

(б)  representatives  of  the  insurance  carriers,  (c) 
staff  attorneys  of  AMA  and  other  appropriate  staff 
personnel,  ( d ) representatives  of  and  attorneys  for 
the  hospital  service  field,  (e)  nurses,  and  (/)  legis- 
lators.” 

In  addition,  the  House  resolved  that  the  AMA 
“should  not  attempt  to  establish  a nationwide  pro- 
fessional liability  insurance  program  either  by  spon- 
sorship of  a program  underwritten  by  an  existing 
insurance  carrier  or  by  seeking  to  establish  a new 
insurance  carrier.” 

Reference  Committee  G.  Sex  Education.  While 
recognizing  “that  the  primary  responsibility  for 
family  life  education  is  in  the  home,”  the  House 
supported  “in  principle  the  inauguration  by  State 
Boards  of  Education  or  school  districts,  whichever 
is  applicable,  of  a voluntary  family  life  and  sex  edu- 
cation program  at  appropriate  grade  levels:  (1)  as 

part  of  an  over-all  health  education  program;  (2) 
presented  in  a manner  commensurate  with  the 
maturation  level  of  the  students;  (3)  following  a 
professionally  developed  curriculum  foreviewed  by 
representative  parents;  (4)  including  ample  and 
continuing  involvement  of  parents  and  other  con- 
cerned members  of  the  community;  (5)  developed 
around  a system  of  values  defined  and  delineated  by 
representatives  comprising  physicians,  educators, 
clergymen,  and  other  appropriate  groups;  and  (6) 
utilizing  classroom  teachers  and  other  professionals 
who  have  an  aptitude  for  working  with  young  people 
and  who  have  received  special  training.” 

Niirsing.  The  House  reaffirmed  “its  support  of  all 
forms  of  nursing  education  including  baccalaureate, 
diploma,  associate,  and  practical  nurse  education 
programs”  and  encouraged  “the  continuation  of 
Federal,  state,  and  local  subsidies  to  schools  of 
nursing  education.” 

Smoking  and  Health.  The  House  resolved  that 
the  AMA  “again  urge  its  members  to  play  a major 
role  against  cigaret  smoking  by  personal  example 
and  by  advice  regarding  the  health  hazards  of  smok- 
ing” and  “discourage  smoking  by  means  of  public 
pronouncements  and  educational  programs.”  It  also 
resolved  to  “indicate  to  the  Congress  of  the  United 
States  the  incongruity  of  the  expenditure  of  tax 
dollars  to  promote  the  production  and  sale  of  to- 
bacco while  at  the  same  time  spending  other  tax 
dollars  to  discourage  cigaret  smoking  because  of  its 
hazard  to  health.” 

Food  Mixes.  The  House  requested  the  U.S.  Food 
and  Drug  Administration  to  “favorably  consider 
the  proposal  of  the  Council  on  Foods  and  Nutrition 
regarding  labeling  of  fatty-acid  composition”  of  food 
mixes  and  that  the  Council  on  Foods  and  Nutrition 
“undertake  the  development  of  a rational  proposal 
for  identifying  and  labeling  other  nutritionally  sig- 
nificant components  of  convenience  foods.” 

Protective  Headgear.  The  Committee  on  the  Med- 
ical Aspects  of  Sports  was  asked  by  the  House  “to 
continue  its  efforts  to  utilize  and  publicize  existing 
research  and  recommendations  on  football  helmets 
to  assure  optimum  protection  for  players  against 
impacts  which  cause  head  and  neck  injuries”  and  “to 
do  everything  possible  to  discourage  the  practice  of 
‘spearing.’  ” 

Reference  Committee  H.  Highway  Signs.  A 
Board  of  Trustees  report  and  a resolution  were 
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adopted  recommending  a uniform  system  of  highway 
directional  signs  designating  emergency  medical  fa- 
cilities. However,  the  House  pointed  out  clearly 
that  “this  action  does  not  encourage  or  approve  the 
use  of  the  copyrighted  AMA  symbol  for  other  un- 
authorized and  unidentified  programs.” 

Credit  Cards.  Two  resolutions  concerning  the  use 
of  credit  cards  to  pay  for  medical  care  were  referred 
to  the  Judicial  Council  for  information,  “with  the 
expectation  that  additional  opinions  will  be  rendered 
as  experience  accumulates.”  In  certain  states,  the 
reference  committee  pointed  out,  a charge  card  sys- 
tem is  under  experimentation  by  the  state  medical 
society  and  is  deserving  of  a chance  to  prove  its 
merits.  Also,  the  Judicial  Council  has  ruled  that 
the  use  of  a charge  card  system  should  be  flexible 
and  at  the  discretion  of  the  individual  state  medical 
societies. 

Medical  Instruments  and  Devices.  Pointing  out 
that  legislation  related  to  Federal  standards  to  reg- 
ulate the  use  of  medical  instruments  and  devices 
was  introduced  in  the  ninetieth  and  ninety-first 
congresses,  the  House  resolved  that  the  AMA  “be 
commended  for  its  position  supporting  the  concept 
of  a thorough  study  of  the  field  of  medical  instru- 
ments and  devices  prior  to  passage  of  specific  regu- 
latory legislation.” 

Unification  Through  AMA.  The  House  resolved 
that  the  Board  of  Trustees  be  asked  to  begin  a study 
“of  physicians  who  are  not  members  of  the  AMA  and 
then  make  recommendations  to  the  House  of  Dele- 
gates and  to  the  state  and  county  societies  as  to 
how  the  medical  profession  may  more  wisely  unify 
itself  under  the  AMA  banner  and  encourage  non- 
participating physicians  to  join.” 

Presentations,  Awards,  and  Announcements.  Rob- 
ert E.  Gross.  M.D.,  was  presented  the  Dr.  Rodman 
E.  Sheen  and  Thomas  G.  Sheen  Award.  Dr.  Gross 
is  Ladd  professor  of  children’s  surgery.  Harvard 
Medical  School,  and  director  of  cardiovascular  sur- 
gery at  Children’s  Hospital  Medical  Center,  Boston, 
Massachusetts. 

Charles  A.  Berry,  M.D.,  medical  director  of  the 
NASA  Manned  Spacecraft  Center  in  Houston,  was 
presented  a plaque:  “The  American  Medical  Asso- 

ciation presents  this  citation  for  distinguished  serv- 
ice to  medicine  to  Charles  A.  Berry,  M.D.,  and  the 
medical  staff  of  the  Manned  Spacecraft  Center, 
NASA,  at  Houston,  Texas,  in  recognition  of  their 
efforts  in  solving  the  difficult  and  complex  problems 
of  assuring  the  health  and  contributing  substantially 
to  the  safety  and  survival  of  the  astronauts  partici- 
pating in  the  LTnited  States  space  exploration  pro- 
gram.” 


Stephan  R.  Chernay,  M.D.,  New  York,  received 
the  first  AMA  recognition  award  for  continuing  edu- 
cation. 

Executive  vice-president,  E.  B.  Howard,  M.D., 
announced  to  the  House  the  appointment  of  Richard 
Wilbur,  M.D.,  California,  as  assistant  executive 
vice-president  of  the  AMA.  An  assistant  executive 
vice-president  for  scientific  affairs  also  is  to  be 
named. 

The  medical  winners  in  the  twentieth  Interna- 
tional Science  Fair  for  high  school  students  were 
introduced  to  the  House,  and  their  exhibits  were  in- 
cluded among  the  scientific  exhibits  at  the  conven- 
tion. They  were  Cathy  Jennemann,  age  sixteen,  a 
junior  at  Monte  Cassino  High  School,  Tulsa,  Okla- 
homa, whose  exhibit  was  “Possible  Deafness  From 
Everyday  Noise”:  and  Greg  Kauffman,  age  sixteen, 
a junior  at  Albuquerque,  New  Mexico,  High  School, 
on  “Pyelonephritic  Recurrence.” 

Interruption.  The  House  suffered  a twenty-one- 
minute  interruption  during  its  opening  session  on 
Sunday  when  30  to  40  dissident  medical  students  and 
their  friends,  many  with  beards,  some  wearing  white 
smocks,  seized  the  podium  and  demanded  the  right 
to  address  the  House. 

The  news  release  they  distributed  identified  them 
as  representatives  of  the  Student  Health  Organiza- 
tion, the  Medical  Committee  for  Human  Rights,  the 
Movement  for  a Democratic  Society,  the  Health 
Policy  Advisory  Center,  the  Rockefeller  University 
Committee  for  a Democratic  Society,  “and  many 
others.” 

The  group’s  spokesman  began  by  declaring  the 
meeting  “illegal  and  illegitimate”  and  ended  by 
burning  what  he  called  his  AMA  membership  card 
but  which  television  news  described  as  a Blue  Shield 
card. 

He  came  back  Wednesday  with  a “non-negotiable 
demand”  for  ten  minutes  to  speak  during  the 
inaugural  ceremony  but  was  flatly  refused  by  the 
Reference  Committee  on  Rules  and  Order  of  Busi- 
ness. 

Conclusion.  We  wish  to  express  our  grati- 
tude to  our  delegates  who  have  served  so  well 
at  the  meetings,  and  we  thank  the  wives  for  all 
they  did  for  us.  We  are  also  grateful  to  the 
staff  and  others  who  participated  in  our  ac- 
tivities. 

Respectfully  submitted, 

George  Himler,  M.D Chairman 
Irving  L.  Ershler,  M.D.,  Vice-Chairman 
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...to  have  benefited  from  estrogen 
replacement  therapy  during  her 
menopausal  years— but,  even  now, 
it  is  not  too  late  to  institute  treatment 
for  the  postmenopausal  syndrome. 


As  recently  as  10  or  15  years  ago,  relatively  few 
women  going  through  the  menopause  received  the 
benefits  of  estrogen  replacement  therapy.  Today, 
these  same  women  may  be  faced  with  the  more  seri- 
ous metabolic  consequences  of  continued  and  un- 
treated estrogen  deficiency.  However,  more  and 
more  physicians  now  consider  estrogen  replacement 
therapy  not  only  for  the  relief  of  classic  menopausal 
symptoms,  but  to  help  retard  atrophic  changes  in 
mucosal  tissue,  osteoporosis,  and  urinary  dysfunc- 
tion, related  to  estrogen  deficiency. 

Helps  revitalize  genitourinary  mucosa 
The  effectiveness  of  estrogens  in  alleviating  atrophic 
vaginitis  has  been  demonstrated  in  many  cases. 
Atrophic  genitourinary  tissue  is  revitalized,  distress- 
ing itching  and  discharge  are  relieved,  and  related 
complications— such  as  dyspareunia  and  infection- 
have  been  mitigated.  Surrounding  urinary  tract  tis- 
sues, also  estrogen  dependent,  may  be  protected 
against  regressive  changes  that  could  lead  to  urinary 
dysfunction  as  manifested  by  urgency,  frequency, 
and  stress  incontinence. 

Helps  prevent  further  bone  loss 
In  postmenopausal  osteoporosis,  estrogen  is  con- 
sidered "the  most  effective  and  generally-accepted 
treatment.”1  While  bone  already  lost  cannot  be  re- 
placed, gradual  demineralization  of  bone  may  be 
arrested  by  estrogen  replacement  therapy.  Sympto- 
matic relief  of  low  back  pain  is  often  dramatic.  It  has 
been  observed  that  after  administration  of  estrogen, 
there  is  little  or  no  further  loss  of  height,  and  mobility 
is  improved. 

A return  to  emotional  stability 

In  postmenopausal  women,  emotional  symptoms  are 
frequently  replaced  by  a brighteroutlookon  life  when 
they  are  maintained  on  estrogen  replacement  therapy. 
A statistical  viewpoint  on  cancer 
After  more  than  30  years  of  increasing  estrogen  use, 
accumulated  statistics  have  shown  no  significant 
change  in  the  incidence  of  breast  or  uterine  can- 
cer.2 3 The  incidence  appears  to  be  lower  than  would 
be  anticipated  in  vulnerable  “cancer  age"  patients.2  5 
While  no  causal  relationship  has  been  established, 
it  is  considered  advisable  to  withhold  estrogens  in 
women  with  a family  history  of  breast  or  endometrial 
malignancy.'' 

Rationale  for  cyclic  dosage  regimen 

The  standard  dosage  regimen  of  three  weeks'  estro- 
gen administration  and  one  week’s  rest  is  designed 
to  avoid  continuous  stimulation  of  breast  and  uterus. 
The  patient  with  an  intact  uterus  should  be  advised 
that  "withdrawal"  bleeding  which  may  occur  during 
the  rest  period  is  due,  as  its  name  implies,  to  the 
interruption  of  estrogen  administration,  and  is  con- 
sidered a harmless  and  nonpathological  response. 
In  the  older  patient  an  attempt  is  usually  made  to  ad- 
just dosage  to  the  maximum  effective,  but  subbleed- 


ing level,  so  that  cyclic  interruption  of  therapy  will 
not  produce  a bleeding  episode. 

Bleeding,  or  spotting,  at  any  time  during  a course 
of  estrogen  therapy  is  breakthrough  bleeding  which 
may  be  amenable  to  adjustment  of  the  dosage  regi- 
men. However,  failure  to  control  excessive  or  pro- 
longed bleeding  is  usually  an  indication  for  curettage. 
Preference  for  natural  estrogens 
Estrogens  have  been  used  for  over  30  years. 
PREMARIN  (conjugated  estrogens-equine),  the  most 
widely  prescribed  natural  oral  estrogen,  has  earned 
this  favorable  position  not  only  because  it  has  an 
established  record  of  proved  efficacy,  but  also  be- 
cause it  is  remarkably  well  tolerated.' ' In  addition, 
PREMARIN  offers  a "plus"  in  therapy— it  usually  im- 
parts a "sense  of  well-being”  that  is  most  gratifying 
to  the  patient. 

BRIEF  SUMMARY 

Indication:  PREMARIN  (conjugated  estrogens-equine)  is 
specific  for  replacement  therapy  of  the  estrogen  deficiency 
state  characteristic  of  the  menopause  and  the  later  years. 
Caution:  In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended  (3  week 
regimen  with  1 week  rest  period— Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male  Continuous  therapy  over  prolonged  periods  of 
time  may  produce  gynecomastia,  loss  of  libido,  and  tes- 
ticular atrophy. 

Suggested  therapeutic  regimen:  PREMARIN:  Initially,  1 .25 
mg  to  3.75  mg.  daily,  depending  on  severity  of  symptoms, 
from  day  5 of  cycle  through  day  25  without  interruption.  (If 
no  menstruation  occurred  in  last  two  months  or  more,  use 
arbitrary  28  day  cycle.) 

A progestational  agent  may  be  added  from  day  15 
through  day  25.  (Expect  bleeding  on  day  27  or  28.)  Re- 
sume cyclic  therapy  on  day  5 of  bleeding. 

If  vaginal  cytology  is  employed,  as  a diagnostic  aid  or 
guide  to  dosage,  take  vaginal  smear  on  day  12,  13,  or  14 
of  cycle:  adjust  estrogen  dosage  accordingly,  to  maintain 
desired  superficial  cell  count  for  next  six  month  period. 
Note:  If  bleeding  occurs  within  the  5 to  25  day  period,  in- 
crease estrogen  dosage  to  stop  bleeding.  Use  this  individ- 
ualized dosage  in  subsequent  cyclic  therapy.  Failure  to 
control  bleeding  or  unexpected  recurrence  is  an  indication 
lor  curettage. 

Available  in  4 potencies:  Tablets— No.  865—2.5  mg.  (pur- 
ple); No.  866—1.25  mg.  (yellow):  No.  867—0.625  mg.  (red); 
and  No.  868—0.3  mg.  (green).  In  bottles  of  100  and  1,000. 

References:  1 Kistner.  R W Med.  Sci.  78:42  (Oct  ) 1967.  2 Gordan, 
G.  S.:  Texas  Med.  57:740  (Sept.)  1961.  3.  Bakke,  J.  L Western  J. 
Surg.  77  241  (Nov -Dec.)  1963.  4 Beecham.  C.  T . and  Forman,  I.: 
The  Menopause  and  the  Climacteric,  in  Willson.  J R . Beecham.  C.  T . 
and  Carrington.  E R.:  Obstetrics  and  Gynecology,  ed  2.  St.  Louis. 
The  C.  V Mosby  Company.  1963.  chap.  50.  pp.  671-678  5.  Wilson, 

R.  A.  JAMA.  782:327  (Oct  27)  1962.  6.  Lin.  Ta-Jung.  and  Lin. 
Su-Chin:  J A M A.  785:844  (Sept  14)  1963.  7.  Meyer.  H.  Nebraska 
Med  J.  52:65  (Feb.)  1967. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


A NEW  CONCEPT:  FAMILY  PHYSICIAN,  WELL 

organized,  about  70  patients  daily,  20  years  same  place, 
internal  medicine,  small  office  surgery,  gynecology,  pedi- 
atrics, no  obstetrics;  gross  far  over  $100,000,  desires  to  stop 
this  permanent  overload.  Will  work  any  place  about  6 
months  yearly,  in  one  or  several  periods,  (as  locum  tenens, 
partner,  for  group  or  individual,  industrial  medicine  or 
energency  room  of  hospital,  etc.).  Start  spring  1970.  New 
York  State  license.  Or  will  offer  same  here  (upstate  New 
York  university  city)  to  family  physician  (general  practi- 
tioner or  internist.  $15,000  to  $30,000  in  */«  year).  Liv- 
ing quarters  available.  Box  859,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAH,  Canandaigua,  N.Y.  14424. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CER- 
tified,  with  New  York  State  license.  Small,  active  de- 
partment in  New  York.  Salary  open.  Box  872,  % 
NYSJM. 


LARGE  COMMUNITY  HOSPITAL  AND  MEDICAL 
center  in  the  southwest  needs  a full  time  director  of  internal 
medicine  service.  Hospital  has  over  500  beds,  internships 
and  eight  approved  residency  programs,  including  internal 
medicine.  Member  of  the  Council  of  Teaching  Hospitals 
of  AAMC.  Director  of  internal  medicine  is  responsible  for 
all  activities  related  to  internal  medicine  within  the  medical 
center.  Annual  compensation  $40,000.  Reply  to  Box 
877,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice,  Suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice 
including  OB  and  minor  surgery.  N.  Y.  State  license 
necessary.  Box  868,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE  - 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modem  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  NorthviUe  State  Hospital,  Northville, 
Michigan  48167. 


COME  TO  ENFIELD,  CONNECTICUT.  PHYSICIANS 
needed  to  practice  in  a rapidly  expanding  New  England 
community  of  45,000  (18,000 — 18  years  and  younger). 
Nine  hospitals  in  immediate  area.  Between  Springfield, 
Massachusetts  and  Hartford,  Connecticut,  midway  between 
Boston  and  New  York.  Sports  recreation,  Theatre, 
etc.  are  easily  accessible.  Contact  C.  S.  Kissinger,  Town 
Manager,  Box  100,  Enfield,  Connecticut  06030. 


GENERAL  PRACTITIONERS  OR  SPECIALISTS 
wanted  to  replace  four  successful  physicians,  three  lost 
through  retirement  and  one  by  death.  Presently  two 
small  hospitals,  combined  52  bed  capacity.  92  bed  com- 
munity-hospital 10  minutes  away,  soon  to  more  than 
double  present  capacity.  Friendly  community  of  6500, 
with  excellent  school  system,  18  hole  championship  golf 
course,  skiing,  halfway  between  Rochester  and  Syracuse, 
and  20  minutes  from  Lake  Ontario  and  Finger  Lakes  area. 
Contact:  George  C.  Yackel,  Mayor,  Village  of  Lyons,  76 

William  Street,  Lyons,  New  York  14489. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD  YEAR 
level  for  year  beginning  July,  1970.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynam- 
ically oriented  psychotherapy  emphasized.  Experience  in 
meaningful  applications  of  phychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For 
information,  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  the  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


WANTED:  GENERAL  PRACTITIONER,  ADIRON- 

dack  Mountain  resort  area.  Ski  development,  hunting, 
fishing,  all  winter  and  summer  sports  within  six  miles  of 
village.  New  30  bed  hospital.  Office  space  available. 
Ideal  family  area.  Contact:  Mrs.  Harold  J.  Nichols, 

Committee  for  Doctors,  35  Park  St.,  Tupper  Lake,  N.Y. 
12986. 


PSYCHIATRIST(S):  PROGRESSIVE  UPSTATE  NEW 

York  college  community,  anxious  to  assist  in  the  establish- 
ment of  private  psychiatric  practice.  Opportunity  also  to 
relate  to  a County  Mental  Health  Program,  as  well  as 
collegiate  student  health  needs,  if  interested.  Write  to: 
Edward  C.  Ackerman,  Admin.,  A.  O.  Fox  Memorial  Hos- 
pital, Oneonta,  N.Y.  13820. 
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PHYSICIANS  WANTED—  CONT’D 


ALLEGANY  COUNTY  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  mental  health  center.  Will 
assist  in  developing  services  program  in  planning  stage. 
Fine  opportunity  to  practice  in  a rural  setting.  Salary  to 
$33,000.  Extensive  private  practice  could  be  developed  in 
addition  to  director  duties.  Opportunity  for  part  time 
teaching,  graduate  level,  nearby  university.  Staff  of 
center  includes  clinical  psychologist,  psychiatric  social 
worker,  and  secretary.  Write:  William  L.  Pulos.  Chair- 

man. Allegany  County  Community  Mental  Health  Board, 
Box  1166,  Alfred,  New  York  14802,  or  call  collect  (person- 
to-person)  (607)  587-8364. 


ANESTHESIOLOGIST,  FOR  GROUP  IN  LONG  ISLAND 
area.  Excellent  opportunity.  Box  889,  % NYSJM. 


PSYCHIATRY.  RESIDENT-FELLOW.  IN-PATIENT 
service  of  general  hospital.  Excellent  opportunity  for 
establishing  private  practice  in  fine  residential  community. 
30  minutes  from  central  New  York  City.  Half  time: 
$12,000,  with  good  potential  for  $35,000-$45.000  per  year. 
New  Jersey  license  and  Board  eligibility.  Write  Adminis- 
trator, or  S.  Prentice,  M.D.,  Chief  of  Psychiatry,  Engle- 
wood Hospital,  Englewood,  New  Jersey  07631. 


ORTHOPEDIC  RESIDENCY  AVAILABLE.  NEW 
program.  Approval  pending.  Excellent  opportunity. 
Write  or  call:  Director,  Orthopedic  Surgery,  The  Bronx- 

Lebanon  Hospital  Center,  New  York,  N.Y.  Tel:  (212) 

588-7000. 


EMERGENCY  ROOM  PHYSICIAN.  GROUP  OF 
emergency  room  physicians  in  existence  for  past  three  years 
seeks  additional  physicians  for  full  time  emergency  room 
due  to  expansion.  Patients'  visits  increasing  at  the  rate  of 
over  10%  annually.  Well  equipped,  modem  facility  in 
teaching  hospital  with  full  complement  of  services.  Uni- 
versity city,  excellent  schools,  cultural  and  recreational 
facilities.  Qualified  candidate  with  New  York  State 
license  offered  equal  partnership  on  fee-for-service  basis. 
No  overhead.  Minimum  guarantee  of  $25,000  is  substan- 
tially and  consistently  exceeded  each  year.  Apply: 
Henry  P.  Patanella.  M.D.,  St.  Mary's  Hospital,  89  Genesee 
St.,  Rochester,  N.Y.  14611.  Phone:  (716)  328-3300. 


INTERNIST.  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  needed  for  community  in  upstate  New  York,  half- 
way between  Buffalo  and  New  York  City.  Splendid 
opportunity  with  good  hospital  facilities  and  university  in 
community.  Box  887,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  BRITISH  TRAINED,  EXPERI- 
enced,  N.  Y.  license,  desires  association  full  or  part  time, 
or  direct  small,  active  department.  Box  856.  % NYSJM. 


INTERN  1ST- ISOTOP  1ST.  AGE  30,  RECENTLY 

board  eligible,  seeks  position.  Trained  in  endocrinology 
and  experienced  all  phases  nuclear  medicine.  Box  885,  cc 
NYSJM. 


ORTHOPEDIC  SURGEON,  AGE  33,  FINISHING 
training  June  1970,  desires  salaried  position  or  association 
in  New  York  City  area.  U.S.  citizen;  New  York  license; 
military  obligation  fulfilled.  Box  888,  % NYSJM. 


PRACTICES  WANTED 


GENERAL  PRACTITIONER  SEEKING  PRACTICE  OR 
association  in  New  York  City  or  Westchester  County. 
Box  886,  % NYSJM. 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  It.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481, 
Miami  Beach,  Florida  33141. 


FOR  RENT:  DOCTOR’S  OFFICE/PEDIATRIC  PRAC- 

tice,  in  Bayaide,  Queens,  New  York  City.  Completely 
equipped.  Large  reception  room,  two  consultation  rooms, 
two  examining  rooms,  nurses’  station,  office  equipment. 
Bus  stop  in  front  of  office.  Active  practice  of  Milton 
Schneider,  M.D.,  213-03  35  Ave.,  Bayside,  N.  Y.  11361. 
For  information,  call:  Leo  Gross,  (516)  443-2500. 


ACTIVE  GENERAL  PRACTICE.  10  YEARS.  DESIR- 
able,  young,  Bergen  County,  N.  J.  community.  35-40 
patients/day.  Home-office  combination;  office— 6 rooms 
with  X-ray.  Box  882,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE— 10  RM.,  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  comer,  main  st.  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


OFFICE  FOR  RENT  IN  CENTER  OF  ALBANY.  TEN 
minutes  from  4 hospitals  and  medical  college.  Air- 
conditioned  and  fully  equipped;  includes  EKG-X-Ray,  etc. 
Active  practice.  Will  introduce.  Option  to  buy  home. 
Office  suitable  for  internist  or  generalist.  Rent  reasonable. 
Available  in  one  to  six  months.  Box  884,  % NYSJM. 


NEW  PROFESSIONAL  APARTMENTS,  LOWER  EAST 
Side  Manhattan,  near  Williamsburg  Bridge.  Middle 
income  Co-Op  housing  project  with  Olympic  pool  and  gym- 
nasium. Other  recreational  facilities  nearby.  8,000  high 
rise  apartments  within  five  block  radius.  Write:  P.  H. 

Partridge,  77  Columbia  St.,  Apt.  17B,  New  York,  N.Y. 

10002. 


NEPTUNE  MEDICAL  BUILDING,  2833  OCEAN  PARK- 
way,  Brooklyn  mear  Coney  Island  Hospital)  has  space 
available  (two  to  eight  rooms) . Prestige  location  in  busy 
area  of  high  rise  apartments.  Centrally  air  conditioned. 
Call  Milton  Rosen,  (212)  434-1510,  or  write  1433  Flatbush 
1 Ave.,  Brooklyn,  N.Y.  11210. 
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'Index)  to  Advertised  Products 


Antacids 

Dicarbosil  (Arch  Laboratories) 204 

Antiarthritics 

Butazolidin  (Geigy  Pharmaceuticals) 14-15 

Antibiotics 

llosone  (Eli  Lilly  & Company) 24 

Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 30 

Bronchodilator  decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 

Cerebrovascular  dilators 

Menic  (Geriatric  Pharmaceutical  Corp.) 7 

Cholesterol  lowering  agents 

Lipo-K  (Marcen  Laboratories) 29 


Con- 

ven- 

ience! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


Each  Tablet-Active  Ingredients 
Precipitated  Calcium  Carbonate 
Magnesium  Carbonate 
Magnesium  Tnsilicate 


0 489  Grr 
0 011  Gir 
0 006  Grr 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts,  Missouri  63102 


Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 200-201 

Expectorant  cough  mixtures 

Benylin  (Parke,  Davis  & Company) 23 

Nasal  decongestants 


Dimetapp  (A.  H.  Robins  Company) 17 

Neo-Synephrine  (Winthrop  Laboratories) 5 


Topical  antibiotic  antiinflammatory 

Cordran  (Eli  Lilly  & Company) 10,  11,  12 

T ranquilizers 

Equanil  (Wyeth  Laboratories) 18-19 

Vitamin  supplements 

Berocca  Tablets  (Roche  Laboratories) 4th  cover 


“All  right,  Mr.  Cassidy'  What's  that  olive  doing 
in  there?” 
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NEW  YORK  CITY  AREA 


THURSDAY,  JANUARY  15 

9 : 00  p.m. 

Booth  Memorial  Hospital 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

TOWARD  PREVENTION  OF  CANCER  IN 
MAN 

ERNEST  L.  WYNDER,  M.D. 

President  of  the  American  Health  Foundation 

NOTE:  This  lecture  is  part  of  a seven-month  series  (one 
per  month)  on  "Recent  Trends  in  the  Management  of 
Cancer.”  Future  lectures  will  be  presented  in  WHAT 
GOES  ON. 

CREDIT:  C-l 


January  16,  1970  / January  30,  1970 

8 : 00-9 : 00  a.m.,  Fridays 

The  Department  of  Pediatric  Services  and 
the  Department  of  Obstetrics  and  Gyne- 
cology of  Downstate  Medical  Center  and 
the  Kings  County  Chapter  of  A.A.G.P.  with 
Maimonides  Medical  Center 
4802  Tenth  Avenue — Fuhs  Auditorium 
Brooklyn 

The  Approach  to  Pediatrics  and  Gynecology  for  the  Family 
Physician 

January  16 

Orthopedic  Problems  in  Children 

PHILIP  BARENFELD,  M.D. 

MARTIN  WESLEY,  M.D. 

January  23 

Dysfunctional  Bleeding 

HOWARD  WEISS,  M.D. 

January  30 

Innocent  Murmurs  of  the  Heart 

LAWRENCE  KUSKIN,  M.D. 

All  speakers  ore  from  Downstate  Medical  Center 
CREDIT:  C-l 


FRIDAY,  JANUARY  16 

8:30  p.m. 

Association  for  the  Advancement  of  Psy- 
choanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

ON  "PORTNOY’S  COMPLAINT” 

BELLA  S.  VAN  BARK,  M.D. 

Lecturer,  New  School  for  Social  Research 


8 : 30  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

EMOTIONAL  IMPACT  OF  TELEVISION 

I.  EMERY  BREITNER,  M.D. 

Long  Island  Jewish  Medical  Center 

NO  FEE  (Open  to  all  Physicians) 

Contact:  Sid  Herling,  M.S.W.,  Ex.  Dir.,  Staten  Island 
Family  Service, 
at  the  above  address 


* January  17,  1970  / January  3 1,  1970 

9 : 00-1  1 : 00  a.m.,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium  444  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD  AND 
NECK  CANCER 

January  17 

3.  Pigmented  Skin  Lesions.  Lymphan- 
gioma. Nasopharyngeal  Angiofibroma. 
Fibrous  Dysplasia.  Adamantinoma. 
Osteogenic  Sarcoma. 

4.  Reconstructive  Surgery:  Formation  of 
Tube  Pedicle  Graft  and  its  Usage.  Lip 
Cancer:  Surgery;  Estlander  and  Bernard 
Triangle  Repair. 

H.  RANDALL  TOLLEFSEN,  M.D. 

January  24 

5.  Tongue  Cancer. 

6.  Surgery:  Radical  Neck  Dissection;  Com- 
mando Operation. 

D.  TOLLEFSEN 

January  31 

7.  Cancer  of  the  Buccal  Mucosa,  Gum  and 

Palate:  Surgical  Treatment.  Median 

Labiomandibular  Glossotomy. 

8.  Cancer  of  the  Paranasal  Sinuses;  Maxil- 
lectomy  with  and  without  Orbital  Exen- 
teration. 

DR.  TOLLEFSEN 

*See  last  issue  of  WHAT  GOES  ON  for  Nos.  1 and  2 of 
this  course. 


January  19,  1970  / January  21,  1970 

9:00  a.m.-5  : 00  p.m.,  Monday- Wednesday 

Columbia  University  P & S 
St.  Luke’s  Hospital  Center 

Amsterdam  Avenue  at  1 1 3th  Street 
I st  Annual  Postgraduate  Course  in 
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PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

PLASTIC  SURGICAL  AND  SURGICAL  STAFF 
OF  ST.  LUKE’S  HOSPITAL 

For  information,  contact:  MELVIN  D.  YAHR,  M.D., 

Associate  Dean,  College  of  Physicions  and  Surgeons, 
630  West  1 68th  Street,  New  York,  N.Y.  1 0032 

FEE:  $100 


January  19,  1970  and  January  26,  1970 

3 : 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

January  19 

Management  of  Cardiogenic  Shock 

LESLIE  A.  KUHN,  M.D. 

Mount  Sinai  School  of  Medicine 

January  26 

The  Unstable  Hemoglobins 

RONALD  F.  RIEDER,  M.D. 

DownstateMedical  Center 


MONDAY,  JANUARY  19 

8:30  p.m. 

Beth  Israel  Hospital 

1 2th  Floor  Conference  Room,  Dazian  Pavilion 
1 0 Nathon  D.  Perlman  Place 

Medical-Surgical 
Thoracic  Conference 

POST-OPERATIVE  CARE  OF  THORACIC 
AND  CARDIAC  PATIENTS 

ROBERT  S.  LITWAK,  M.D. 

Mount  Sinai  School  of  Medicine 


TUESDAY,  JANUARY  20 

10:00  a.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Conference 

THE  TREATMENT  OF  CHILDHOOD 
NEOPLASIA 

JOHN  H.  EDMONSON,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1 


8:00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Medicine 

2 East  1 03rd  Street 


MEDICAL  RENAL  DISEASE 

E.  LOVELL  BECKER,  M.D. 

Cornell  University  Medical  College 

CREDIT:  C-1 


8 : 30  p.m. 

Medical  Society  of  the  County  of  Kings  and 
the  Academy  of  Medicine  of  Brooklyn 

Downstate  Medical  Center 

450  Clarkson  Avenue  Lecture  Hall  #1 

Brooklyn 

CURRENT  CONCEPTS  IN  CHEMOTHERAPY 
OF  CANCER,  SYSTEMIC  AND  REGIONAL 

ROBERT  D.  SULLIVAN,  M.D. 

Department  of  Cancer  Research 
Lahey  Clinic  Foundation 


January  21,  1970  and  January  28,  1970 

12:00  noon,  Wednesdays 

Margaret  Sanger  Research  Bureau 

Seminar  Room — Parlor  Floor 
1 9 West  1 6th  Street 

READING  AND  DISCUSSION 
UTEROSALPINGOGRAMS 

MSRB  Fertility  Service  Staff 

Led  by  Staff  Clinicians  and  MILDRED  W.  WARD,  M.D., 
Director  of  Medical  Education 


WEDNESDAY,  JANUARY  21 

American  College  of  Physicians 
New  York  Downstate  Regional  Meeting 

New  York  Hilton 

53rd  Street  and  Avenue  of  the  Americas 

SCIENTIFIC  MEETING  FOR  DOWNSTATE 
NEW  YORK  INTERNISTS  AND  RELATED 
SPECIALTIES 

JAMES  W.  HAVILAND,  M.D.,  Guest  Speaker 
ACP  President-Elect 
Seattle,  Washington 

EDWARD  C.  ROSENOW,  JR.,  M.D. 

ACP  Executive  Director 
Philadelphia,  Pa. 

For  further  information,  please  contact:  JULIUS  E- 

STOLFI,  M.D.,  1 1 6-79th  Street,  Brooklyn,  N.Y.  1 1 209 


5 : 00-6:30  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Fifth  Avenue  at  1 06th  Street 

RECENT  DEVELOPMENTS  IN 
PHOTOCOAGULATION  OF  THE  RETINA 

CHARLES  J.  CAMPBELL,  M.D. 

Columbia  University  P & S 
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8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Otolaryngology 

2 East  1 03  rd  Street 
Symposium  on 

STAPES  SURGERY 

Moderator: 

RICHARD  J.  BELLUCCI,  M.D. 

Manhattan  Eye,  Ear,  and  Throat  Hospital 

Panelists: 

JOSEPH  SATALOFF,  M.D. 

Jefferson  Medical  College 
ALAN  SCHEER,  M.D. 

New  York  Polyclinic  Hospital 
MENDELL  ROBINSON,  M.D. 

Miriam  Hospital,  Rhode  Island 
JULES  WALTNER,  M.D. 

Columbia-Presbyterian  Medical  Center 
HECTOR  GIANCARLO,  M.D. 

New  York  Eye  and  Ear  Infirmary 


8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Blumenthal  Auditorium 
The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

The  Nathan  Rosenthal  Hematology  Seminars 

PAROXYSMAL  NOCTURNAL 
HEMOGLOBINURIA 

WENDELL  F.  ROSSE,  M.D. 

Duke  University  Medical  Center 
CHARLES  E.  MENGEL,  M.D. 

University  of  Missouri  School  of  Medicine 

NO  FEE  CREDIT:  C-1 


8 : 30  p.m. 

Society  for  Adolescent  Psychiatry 
N.Y.U.  School  of  Medicine,  Auditorium 

550  First  Avenue 

ADOLESCENT  YOUTH  IN  THE  EAST  VILLAGE: 
THE  HIPPIE  PHENOMENON 

DEPUTY  INSPECTOR  JOSEPH  FINK 

Discussant: 

MARTIN  SYMONDS,  M.D. 

NO  FEE 


January  22,  1970  and  January  29,  1970 

9 : 00-1  0 : 00  a.m.,  Thursdays 

New  York  Infirmary 
Department  of  Surgery 

Toscanani  Conference  Room 
Stuyvesant  Square  East  and  1 5th  Street 

BENIGN  AND  MALIGNANT  LESIONS 


JOSEPH  FARROW,  M.D. 
Memorial  Hospital 

CREDIT:  C-1 


January  22,  1970  and  January  29,  1969 

9 : 00-1 1 : 00  a.m.,  Thursdays 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

Post-Graduate  Course 

FUNDAMENTALS  OF  ELECTRO- 
CARDIOGRAPHY 

Conducted  by:  PAUL  TORNAMBE,  M.D. 

January  22 

1.  Coronary  Artery  Disease  and  Myocar- 
dial Hypoxia 

2.  Coronary  Artery  Disease  and  Myocar- 
dial Infarction 

January  29 

1.  Myocardial  Infarction  (continued) 

2.  Miscellaneous  Abnormal  E.K.G.  Pat- 
terns 

NO  FEE  CREDIT:  C-1 


January  22,  1970  and  January  29,  1970 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

WILLIAM  LE  STRANGE,  M.D.,  Moderator 

January  22 

Tissue  Rejection 

ROBERT  CAPONEGRA,  M.D. 

January  29 

Clinico  Pathological  Conferences 

JOHN  BUGLINO,  M.D.,  AARON  COBLENZ,  M.D.  and 
ALFRED  NOWAK,  M.D. 


THURSDAY,  JANUARY  22 

8 : 30  p.m. 

Association  for  the  Advancement  of  Psy- 
chotherapy 

Carnegie  International  Center 
345  East  46th  Street 

230th  Scientific  Meeting 

PSYCHOTHERAPEUTIC  MODELS— THEIR 
APPLICABILITY  TO  OUR  CURRENT  AND 
FUTURE  SOCIETIES  (Panel  Discussion) 

Moderator: 

STANLEY  LESSE,  M.D. 

American  Journal  of  Psychotherapy 
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Panel: 

KURT  ADLER,  M.D. 

Alfred  Adler  Institute 
NORMAN  LEVY,  M.D. 

Postgraduate  Center  for  Mental  Health 
ALFRED  RIFKIN,  M.D. 

New  York  Medical  College 
GEORGE  SERBAN,  M.D. 

International  Society  for  Existential  Psychiotry 
EARL  WITENBERG,  M.D. 

Williom  Alanson  White  Institute 


January  22,  1970  and  January  29,  1970 

8:30  p.m.,  Thursdays 

St.  Luke’s  Hospital  Center 

Amsterdam  Avenue  at  1 1 4th  Street 
Sunderland  Auditorium 

Continuing  Education  Course 

January  22 

Psoriasis  and  Acne 

RALPH  BARBEE,  M.D. 

January  29 

Varicose  Veins 

HOWARD  NAY,  M.D. 

CREDIT:  C-1 


THURSDAY,  JANUARY  22 

9:30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

CARE  OF  THE  UNCONSCIOUS  PATIENT 

RAPHAEL  ROBERTAZZI,  M.D. 

Coney  Island  Hospital 

CREDIT:  C-1 


SATURDAY,  JANUARY  24 

9: 00  a.m. 

The  Postgraduate  Institute  of  Osteopathic 
Medicine  and  Surgery 

The  Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

A SYMPOSIUM  ON  ARTERIOSCLEROSIS 

WILLIAM  B.  STRONG,  D.O.,  Moderator 
FEE:  $10  CREDIT:  C-1 


January  26,  1970  / January  30,  1970 

9:00  a.m.— 5:00  p.m.,  Monday— Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

LABORATORY  METHODS  IN  HEMATOLOGY 


LOUIS  R.  WASSERMAN,  M.D.,  WILLUAM  DAMESHEK, 
M.D.,  RICHARD  ROSENFIELD,  M.D.,  and  Associates 

FEE:  $200 


January  26,  1970  / January  28,  1970 

Full-time,  Monday  through  Wednesday 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

COURSE  IN  ELECTROCARDIOGRAPHY 

Under  the  Direction  of- 

J.  SCOTT  BUTTERWORTH,  M.D. 

FEE:  $75  CREDIT:  C-1 


MONDAY,  JANUARY  26 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  1 03rd  Street 

1.  A Simplified  Strabismus  Examination 
Routine 

ARTHUR  JAMPOLSKY,  M.D. 

Pacific  Medical  Center 

2.  Accommodative-Convergence  Rela- 
tionship 

HAROLD  W.  BROWN,  M.D. 

N.Y.U. — Bellevue  Medical  Center 

3.  The  A-Eso  Pattern 

EDWARD  A.  DUNLAP,  M.D. 

Cornell  University  Medical  College 

4.  Surgical  Treatment  of  A Patterns 

PHILIP  KNAPP,  M.D. 

Institute  of  Ophthalmology 


January  26,  1 970  / for  7 weeks 

8 : 30  p.m.,  Mondays 

American  Institute  for  Psychoanalysis 

The  Karen  Homey  Clinic  Building 
329  East  62nd  Street 

THE  PROBLEM  PATIENT  IN  MEDICAL 
PRACTICE 

CREDIT:  C-1 


TUESDAY,  JANUARY  27 

9 : 00  a.m.-5 : 00  p.m. 

New  York  Heart  Association 

The  Waldorf-Astoria  Hotel 
Park  Avenue  and  50th  Street 

CONFERENCE  ON  GLOMERULONEPHRITIS 

Write  for  program:  New  York  Heart  Association,  Inc. 
Two  East  64th  Street,  New  York,  N.Y.  10021. 
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• : 00  p.m. 

The  Brooklyn  Dermatological  Society 

Lecture  Hall  II 
Downstate  Medical  Center 
Clarkson  and  New  York  Avenues 
Brooklyn 

COMMON  AND  UNCOMMON  VIRAL 
DISEASES 

SUMNER  BERKOVICH,  M.D. 


8 : 30  p.m. 

American  Society  of  Psychoanalytic  Physr 
cians 

2 East  63rd  Street 

HYPNOSIS  AND  THE  LAW 

HERBERT  SPIEGEL,  M.D. 

Columbia  University  P & S 


January  27,  1970  / for  7 weeks 

8:30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

THE  PHYSICIAN  AND  THE  OLDER  PERSON 

CREDIT:  C-l 


January  28,  1970  / January  3 1,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

PUBLIC  HEALTH  LAW  ENFORCEMENT: 
ADMINISTRATIVE  HEARINGS 

FEE:  $75 


January  28,  1970  / May  20,  1 970 

5 : 00-6  : 00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

NEUROPHARMACOLOGY 

GERARD  M.  LEHRER,  M.D.,  HOWARD  S.  MAKER, 
M.D.,  and  NAIM  KHAZAN,  Ph.D. 

FEE:  $300 


WEDNESDAY,  JANUARY  28 

5 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Occupational  Medicine  with  the 


New  York  State  Society  of  Industrial  Medi- 
cine 

2 East  1 03  rd  Street 

THE  CHANGING  MEAN  OF  WORK 

CHARLES  DeCARLO,  M.D.,  President 
Sarah  Lawrence  College 

Subscription  Dinner  at  6 : 30  p.m. 


8:30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  1 03rd  Street 

INFIBULATION,  POPULATION  CONTROL 
AND  THE  MEDICAL  PROFESSION 

GERHART  S.  SCHWARZ,  M.D. 

Center  for  Chronic  Disease 
New  York  Medical  College 

Subscription  Dinner  at  6: 45  p.m. 


WEDNESDAY,  JANUARY  28 

8:15  p.m. 

The  William  Alanson  White  Institute 

Hosack  Hall 
2 East  1 03rd  Street 

MAN,  THE  PARANOID  PRIMATE 

ANTHONY  STARR,  M.D. 

Admission  by  reservation  only.  Write:  The  William 
Alanson  White  Institute,  20  West  74  Street,  New  York, 
N.Y.  10023. 


8 : 30  p.m. 

Association  for  the  Advancement  of  Psy- 
choanalysis 

2 East  1 03rd  Street 

PSYCHOANALYSIS  AND  RELIGION 

ARNALDO  APOLITO,  M.D. 

American  Institute  for  Psychoana  lysis 

Discussants: 

JACK  L.  RUBINS,  M.D. 

New  York  Medical  College 
ABRAHAM  N.  FRANZBLAU,  M.D. 

Dean  and  Professor  Emeritus  of  Pastoral  Psychiatry, 
Hebrew  Union  College-Jewish  Institute  of  Religion 


THURSDAY,  JANUARY  29 

8 : 00  p.m. 

The  Brooklyn  Neurological  Society 

Lecture  Hall  No.  2,  Basic  Science  Building 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

RECENT  ADVANCES  IN 
NEURORADIOLOGIC  DIAGNOSTIC 
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TECHNIQUES 

MANNIE  SCHECHTER,  M.D. 

Albert  Einstein  College  of  Medicine 


NEW  YORK  CITY  AREA 


FUTURE  EVENTS 

THURSDAY,  FEBRUARY  5 

Columbia  University  P & S,  Departments  of 
Biochemistry,  Microbiology,  Surgery, 
Pathology  and  Gynecology 
Columbia-Presbyterian  Medical  Center 

Alumni  Auditorium 
630  West  1 68th  Street 

SYMPOSIUM  ON  COLLAGENASE 

INES  MANDL,  M.D.,  Chairman 

Write  to:  DR.  MANDL  at  the  above  address 


SATURDAY,  FEBRUARY  7 

8 : 30  a.m.  Registration 

Medical  Society  of  the  State  of  New  York 
Committee  on  the  Medical  Aspects  of  Sports 

The  Americana  Hotel 
Georgian  Room 

SYMPOSIUM  ON  THE  MEDICAL  ASPECTS 
OF  SPORTS 

CREDIT:  C-l 

NOTE:  See  back  page  for  Program 


February  8,  1970  / February  12,  1970 

Medical  Society  of  the  State  of  New  York 

The  Americana  Hotel 

62nd  Street  and  Seventh  Avenue 

164th  ANNUAL  CONVENTION 

Watch  for  the  Program  in  the  Jonuary  1st  issue  of  Ihe 
New  York  State  Journal  of  Medicine. 


MONDAY,  FEBRUARY  9 

4 : 00  p.m. 

Downstate  Medical  Center 

Basic  Sciences  Building 
First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

Visiting  Scholar  Lecture 

BIG  BUSINESS  IN  THE  1970's 

WILLIAM  H.  PETERSON,  Economist 
United  States  Steel  Corporation 


TUESDAY,  FEBRUARY  17 

9 : 00  a.m.-5 : 00  p.m. 

‘Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association 
Downstate  Medical  Center 

Lecture  Hall  1 

450  Clarkson  Avenue 

Brooklyn 

A Teaching  Conference  for  Practicing  Physicians 

RECENT  ADVANCES  CONCERNING  LUNG 
CANCER 

Morning  Session 

Epidemiology  of  Lung  Cancer 

GEORGE  W.  COMSTOCK,  M.D. 

Johns  Hopkins  Training  Center  for  Public  Health  Research 

1.  Basic  Information 

2.  Pathological  Considerations 

Afternoon  Session 

1.  Diagnostic  Aspects 

2.  Clinical  Aspects 

NO  FEE  CREDIT:  C-l 

‘Co-sponsor:  Medical  Society  of  the  County  of  Kings. 

Please  register  with  Brooklyn  Tuberculosis  and  Respir- 
atory Disease  Association,  Inc,  293  Schermerhorn 
Street,  Brooklyn,  N.Y.  11217.  Tel.  (21  2)  624-8531 


THURSDAY,  FEBRUARY  26 

8 : 30  a.m.-5 : 00  p.m. 

The  Special  Committee  on  Infant  Mortality 

Medical  Society  of  the  County  of  New  York 

The  Commodore  Hotel 

Lexington  Avenue  and  42nd  Street 

Symposium  on 

FUNCTIONAL  PATHOLOGY  ON  THE  FETUS 
AND  NEONATE:  CLINICAL  CORRELATIONS 

Morning  Session 

IN-UTERO  PHYSIO-PATHOLOGICAL 
DIAGNOSIS 

Moderator: 

ROBERT  A.  ALDRICH,  M.D. 

University  of  Washington  School  of  Medicine 
Seattle,  Washington 

1.  Fertilization,  Implantation,  and  Em- 
bryogenesis 

LUIGI  MASTROIANNI,  JR.,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

2.  Approaches  to  Fetus 

(a)  Antepartum  (Extra-Uterine) 

ALLAN  B.  WEINGOLD,  M.D. 

New  York  Medical  College 

(b)  Intrapartum  (Intra-Uterine) 

KARLIS  ADAMSONS,  M.D. 

Columbia  University  P 8i  S 
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3.  Genetics  and  the  Fetus  and  Neonate 

HENRY  L.  NADLER,  M.D. 

Northwestern  University  Medical  School 

4.  Appraisal  of  the  Fetus  and  Neonate: 
Growth,  Development,  Nutrition 

LOUIS  GLUCK,  M.D. 

University  of  California,  San  Diego  School  of 
Medicine 

5.  Open  Discussion 

Afternoon  Session 

EXTRA-UTERO  PHYSIO-PATHOLOGICAL 
DIAGNOSIS 

Moderator: 

LOTTE  STRAUSS,  M.D. 

Mount  Sinai  School  of  Medicine 

1 . The  Abortus 

DAVID  H.  CARR,  Ph.D. 

McMaster  University,  Canada 

2.  Autopsy  of  the  Fetus  and  Neonate, 
Including  the  Central  Nervous  System 

WILLIAM  A.  BLANC,  M.D. 

Columbia  University  P & S 

3.  The  Placenta  and  its  Cord  and  Mem- 
branes 

Hermogenes  Alvarez,  M.D. 

University  of  Uruguay  School  of 
Medicine 

4.  Education,  Accreditation,  and  Legal 
Considerations 

ALFRED  A.  ANGRIST,  M.D. 

Albert  Einstein  College  of  Medicine 

5.  The  Future  of  Perinatal  Physio- 
Pathology 

KURTBENIRSCHKE,  M.D. 

University  of  Dartmouth  School  of  Medicine 

6.  Open  Discussion 

7.  Summary  of  Symposium 

RICHARD  L.  DAY,  M.D. 

Mount  Sinai  School  of  Medicine 

8.  Concluding  Remarks 

HAROLD  ABRAMSON,  M.D.,  Chairman 
New  York  Medical  College 

FEE:  $20 

Pre-Registration:  The  Special  Committee  on  Infant 

Mortality,  Medical  Society  of  the  County  of  New  York, 
10  Columbus  Circle,  New  York,  N.Y.  10019.  Tel. 
Ju  2-5858. 


March  30,  1 97 0 / April  4,  1970 

Columbia  University  P & S 

630  West  1 68th  Street 

COURSE  IN  HEAD  AND  NECK  SURGERY 

JOHN  CONLEY,  M.D.,  Chairman 


FEE:  $300  (Limited  to  1 5) 

Write  to:  MELVIN  D.  YAHR,  M.D.,  Assistant  Dean,  at  the 
above  address. 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1 970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 

January  1 5,  1970 
January  22,  1970 
January  29,  1970 
Electrocardiography 
February  5,  1970 
Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1960 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-1 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 

22 1 1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 

February  19  and  20 

Modern  Concepts  in  Coronary  Care 

March  6 

Depression  in  the  Medically  III  Patient 

March  12-June  11  (Thursday  evenings) 
Physical  Examination  of  the  Cardiac 
Patient 
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April  9 

Neurology  Seminar  Day 
April  10  and  1 1 

Thirty-third  Annual  UB  Alumni 
Spring  Clinical  Days 

May  7 

Ear,  Nose  and  Throat 
May  1 4 and  1 5 

New  Adjuncts  in  Anesthesiology 

CREDIT:  C-l 


TWO-WAY  TELEPHONE 
CONFERENCES 


TWO-WAY  CONFERENCE  PROGRAMS 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept.  1 6 
at  11:30  o.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  of  9 o.m.  the 
first  Wednesday  and  the  once-a-month  series  on  Trauma 
presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N.Y. 
Tel.  (71  6)  833-2726. 


ELMIRA  AREA 


FRIDAY,  JANUARY  16 

*7 : 00  p.m. 

Arnot-Ogden  Memorial  Hospital 

Dining  Room 

THE  PATHOGENESIS  AND  TREATMENT  OF 
SHOCK 

ROBERT  M.  HARDAWAY  III,  Colonel,  MC 
‘Preceded  by  Dinner  starting  at  5 : 30  p.m. 

CREDIT:  C-l 


NASSAU  COUNTY 


January  21,  1970  and  January  28,  1 970 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

Lectures  in  Pathology 

Given  by:  E.  J.  FELDERMAN,  M.D. 


January  21 

Diseases  of  Aging 

January  28 
Heart 

CREDIT:  C-l 


WEDNESDAY,  JANUARY  21 

8 : 00  a.m. 

Mercy  Hospital 

MacArthur  Hall 
Rockville  Centre 

Surgical  Conference 

OFFICE  PROCTOLOGY 

JOHN  W.  McELWAIN,  M.D. 

CREDIT:  C-l 


ROCHESTER  AREA  FUTURE  EVENT 


8 : 45  Registration 

March  19,  1970  / March  20,  1970 

New  York  State  Heart  Assembly’s 
Coronary  Heart  Disease  Committee 

Flagship  Hotel 
Rochester 

PROBLEMS  IN  DELIVERING  CARDIAC  CARE 

The  Program  will  be  published  in  a future  issue  of  WHAT 
GOES  ON. 


SYRACUSE  AREA 


January  22,  1970  and  January  29,  1970 

8:00  a.m.,  Thursd  ays 

Department  of  Urology 
Upstate  Medical  Center 

750  E.  Adams  Street — Room  6500 
Syracuse 

January  22 

Nephrotic  Syndrome  and  Indications  for 
Renal  Biopsy 

EDWARD  SCHROEDER,  M.D. 

Adult  Research  Unit,  State  University  Hospital 

January  29 

The  Urethral  Syndrome 

MICHAEL  KENDRICK,  M.D. 

State  University  Hospital 
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RADIO  FOR 

NEW  YORK  CITY  AREA 


For  the  Month  of  January 

1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  Mhz. 


January  5 

Urinary  Tract  Infections  in  Children — 
Evaluation  and  Therapy 

Guy  W.  Leadbetter,  Jr.,  M.D. 

Carol  L.  Phillips,  M.D. 

University  of  Vermont  College  of  Medicine 

January  12 

Diagnosis  and  Treatment  Conference 

Diagnosis  and  Treatment  Conference 
Albany  Medical  College 

January  19 

Recent  Progress  in  Diagnosis  and  Treat- 
ment of  Gonorrhea 

Nicholas  J.  Fuimara,  M.D.,  M.P.H. 

Herbert  Mescon,  M.D. 

Boston  University  School  of  Medicine 

January  26 

Human  Obesity:  Clinical  and  Laboratory 

Considerations 

Louis  B.  Matthews,  Jr.,  M.D. 

Lester  B.  Salons,  M.D. 

Dartmouth  Medical  School 

CREDIT:  C-l  will  be  granted  if  attendance  is  taken 


RADIO  FOR 

ALBANY  AND  CANTON  AREAS 


For  the  Month  of  January 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 


January  5 and  8 

Urinary  Tract  Infections  in  Children: 
Evaluation  and  Therapy 

Guy  W.  Leadbetter,  Jr.,  M.D. 

Carol  L.  Phillips,  M.D. 

University  of  Vermont  College  of  Medicine 


January  6,  7 and  9 

Current  Advances  in  the  Diagnosis  and 
Management  of  Artherosclerosis 

William  Hollander,  M.D. 

Boston  University  School  of  Medicine 


January  12  and  15 

Diagnosis  and  Treatment  Conference 

Albany  Medical  College 


January  13,  14  and  16 

Diagnosis  of  Bleeding  Disorders 

Daniel  Deykin,  M.D. 

Robert  L.  Goodman,  M.D. 

Harvard  Medical  School 
Lewis  J.  Hellerstein,  M.D. 

Beth  Israel  Hospital,  Boston 


January  19  and  22 

Recent  Progress  in  Diagnosis  and  Treat- 
ment of  Gonorrhea 

Nicholas  J.  Fuimara,  M.D.,  M.P.H. 

Herbert  Mescon,  M.D. 

Boston  University  School  of  Medicine 


January  20,  21  and  23 

Chronic  Pulmonary  Disease  of  Children 

Paul  R.  Patterson,  M.D. 

Albany  Medical  College 


January  26  and  29 

Human  Obesity:  Clinical  and  Laboratory 

Considerations 

Louis  B.  Matthews,  Jr.,  M.D. 

Lester  B.  Salons,  M.D. 

Dartmouth  Medical  School 


January  27,  28  and  30 

The  Diagnosis  of  Lung  Disease — Short  of 
Thoracotomy 

John  A.  O'Hern 
Albany  Medical  College 

CREDIT:  C-l  will  be  granted  if  attendance  is  taken 
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EVENTS  RECEIVED  AFTER  DEADLINE 


January  16,  1970 /January  30,  1970 

4:00-5 :00  p.m.,  Fridays 

Institute  of  Cancer  Research 
Columbia  University  P & S 

Francis  Delafleld  Hospital 

99  Fort  Washington  Avenue  at  164th  Street 

January  16 

Immunological  Studies  with  Mixed  Rat 
Lymphocyte  Cultures 

PETER  C.  NOWELL,  M.D. 

University  of  Pennsylvania 

January  23 

Cellular  Immunology  Today 

BYRON  H.  WAKSMAN,  M.D. 

Yale  University 

January  30 

Biochemical  Controls  in 
Animal  Cell  Replication 

GERALD  C.  MUELLER,  M.D. 

McArdle  Institute,  University  of  Wisconsin 

Supported  by  the  American  Cancer  Society,  New  York 
Division,  Inc. 


TUESDAY,  JANUARY  27 

9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Conference  Room — 3rd  Floor 
Stuyvesant  Square  East  and  15th  Street 

HYPERNEPHROMA 

ARTHUR  TESSLER,  M.D. 

N.Y.U.  School  of  Medicine 


WEDNESDAY,  JANUARY  28 

8:30  a.m.-4:30  p.m. 

Cornell  University  Medical  College 

Hotel  New  Yorker 

8th  Avenue  at  34th  Street 

SYMPOSIUM  ON  FETAL  MALNUTRITION 

Write  for  Program:  Executive  Director,  New  York  Chapter, 

The  National  Foundation — March  of  Dimes,  315  Park 
Avenue  South,  New  York,  N.Y.  10010. 

CREDIT:  C-l 


PHYSICIAN’S  PLACEMENT 


FORT  COVINGTON,  N.Y.,  Franklin  County.  Two  physicians 
wanted  for  small  group. 

CONTACT:  DONALD  J . ELLIOTT,  Director,  Personnel 

Recruitment,  Salmon  River  Medical  Center,  Fort  Coving- 
ton, N.Y.  1 2937. 


ONTARIO,  N.Y.,  Wayne  County.  Medical  group  wishes  a 
G.P.  and  Specialist  in  Internal  Medicine  or  Pediatrics 

CONTACT:  NORMAL  LOOMIS,  M.D.,  59  Walworth  Road, 

Ontario,  N.Y.  15418.  Tel.  (31  5)  524-6501 . 


PLATTSBURGH,  N.Y.,  Clinton  County,  need  a Specialist  in 
Ped'atrics  to  associate  with  two  other  specialists  in 
Pediatrics. 

CONTACT:  JOHN  S.  TANNER,  M.D.  or  FRANCIS  P.  RYAN, 
M.D.,  66  Brinkerhoff  Street,  Plattsburgh,  N.Y.  12901. 
Tel.  (51  8)  51  6-1 183. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  G.P.  capable  of 
doing  Surgery. 

CONTACT:  CARL  DJUVIK,  President  Board  of  Managers, 

Star  Lake,  N.Y.  13690.  Tel.  (315)  848-3367  or 
Mrs.  Doris  Hall,  Administrator,  Clifton-Fine  Hospital, 
Star  Lake,  N.Y.  13690.  Tel.  (31  5)  848-3351 . 


TUPPER  LAKE,  N.Y.,  Franklin  County.  One  or  two  G.P.'s 
needed. 

CONTACT:  Administrator,  Mercy  General  Hospita1,  1 1 4 

Wawbeek  Avenue,  Tupper  Lake,  New  York  12986. 


January  1,  1970  / New  York  State  Journal  of  Medicine  215 


FUTURE  EVENT 


SATURDAY,  FEBRUARY  7 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Americana  Hotel — Georgian  Room  A 
52nd  Street  and  Seventh  Avenue 

Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Registration  8:30  a.m.  *NO  REGISTRATION  FEE 

9 : 00  a.m. — noon 
Symposium  and  Panel  Discussion: 

MEDICAL  ASPECTS  OF  SPORTS 

ALEXIUS  RACHUN,  M.D.,  Moderator 
Cornell  University 

1.  The  Pathology  of  Sports  Trauma 

RICHARD  PATTON,  M.D. 

Ohio  State  University  College  of  Medicine 

2.  Factors  Affecting  Injury  to  Women  in 
Sports 

AUDREY  ERICKSON,  Ph.D. 

The  Wheatley  School,  East  Williston 

3.  Common  Skin  Problems  in  Athletes 

RICHARD  D.  BAUGHMAN,  M.D. 

Mary  Hitchcock  Clinic,  Dartmouth  College 

4.  The  Adolescent  in  Sports 

CREIGHTON  J.  HALE,  Ph.D.,  Williamsport,  Pa. 
Vice-President,  Little  League  Baseball 

5.  Panel  Discussion  with  above  speakers 
Special  Events: 

9 : 00  a.m.-5 : 00  p.m. — Georgian  Room  B 

LIVE  DEMONSTRATION  TAPING  CLINIC 

JOSEPH  N.  ABRAHAM,  Ph.D. 

Director  of  Athletics  and  Physical  Education 
Hobart  College,  Geneva 

Versailles  Ballroom,  Second  Floor 

CONTINUOUS  SPORTS  CINEMA  PROGRAM 


12:30  p.m. — Royal  Ballroom 

Luncheon  with  Guest  Speaker 

WEEBEWBANK 

Head  Coach,  the  New  York  Jets 

2 : 00  p.m. 

Symposium  and  Panel  Discussion: 

DOCTORS  AND  A COACH  DISCUSS  HIGH 
SCHOOL  AND  COLLEGE  FOOTBALL 

Moderator: 

JOHN  A.  RIPP,  M.D.,  Old  Westbury 
Team  Physician,  Carle  Place  High  School 

1.  Preseasonal  and  Seasonal  Duties  of  a 
High  School  Team  Physician 

JOHN  A.  RIPP,  M.D. 

2.  The  Field  Diagnosis  and  Appraisal  of 
an  Injured  Player 

K.  KELLER  VAN  SLYKE,  M.D.,  Garden  City 
Team  Physician,  Hofstra  University 

3.  The  Coach  and  His  Relationship  with 
a Doctor  and  the  Player 

MR.  BRUCE  R.  GEHRKE,  Syosset 
Director  of  Athletics  and  Head  Coach, 

Mineola  High  School 

4.  The  Immediate  Appraisal  and  Dis- 
position of  Head,  Neck,  and  Spinal 
Injuries 

WILLIAM  B.  KINTZING,  M.D.,  Manhasset,  Attending 
Neurosurgeon,  Nassau,  Mineola  & Meadowbrook 
Hospitals 

5.  Panel  Discussion  with  the  above 
speakers 

*There  will  be  a luncheon  fee 
CREDIT:  C-l 

Pre-Register  NOW! 

Committee  on  the  Medical  Aspects  of  Sports  Medical 

Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  N.Y.  10017 
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Rx 

Valiuiri®  (diazepam)  t.i.d.  and  h.s. 

M.A.(classof  ’66)...Ph,D.  (thesis,  in  progross)... letters 
that  represent  a young  lifetime  of  work . . .a  formal  education 
nearing  completion.  But  there  are  still  long,  arduous 
examinations  to  pass,  a doctoral  thesis  to  finish... a period  in 
which  stress  is  often  converted  into  the  gastrointestinal 
symptoms  of  psychic  tension.  For  this  kind  of  patient  — with 
no  demonstrable  pathology— consider  the  usefulness  of 
Valium  (diazepam). 

Valium  can  help  relieve  psychic  tension  and  resultant 
somatic  symptoms,  within  the  first  day  for  some  patients. 
Valium  is  also  useful  in  psychic  tension  with  associated 
depressive  symptoms.  And  Valium  can  help  relieve  psychic 
tension-induced  insomnia  with  an  h.s.  dose  added  to  the  t.i.d. 
schedule. 

Valium  is  generally  well  tolerated.  In  proper  maintenance 
dosage  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  se- 
verity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium’  (diazepam) 

2 -mg,  5-mg,  10-mg  tablets 
to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


Third  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D., 
Team  Physician,  Cornell  University 

A.  The  Pathology  of  Sports  Trauma 

B.  Injury  to  Women  in  Sports 

C.  Skin  Problems  in  Athletics 

D.  The  Adolescent  in  Sports 

Luncheon — 12:30  p.m..  Royal  Ballroom.  Guest  Speaker: 

Weeb  Ewbank,  Head  Coach,  The  New  York  Jets 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  John  A.  Ripp,  M.D., 
Team  Physician,  Carle  Place  High  School 

E.  The  Work  of  a Team  Physician 

F.  Field  Diagnosis  of  an  Injured  Player 

G.  The  Team  Approach:  Coach,  Doctor  and  Player 

H.  On-Field  Appraisal  of  Head,  Neck  and  Spinal  Injuries 

Live  Demonstration  Taping  Clinic — 9:00  a.m.  to  5:00  p.m., 

Georgian  Ballroom  B 

Continuous  Sports  Cinema  Program — 9:00  a.m.  to  5:00  p.m., 

Versailles  Ballroom,  second  floor 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $7.00  per  person 

Name 

(please  print) 

Address 

street 

City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Companion  building  to  future  headguarteri  at  Lake  Succeet,  New  York 

i64th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  — STATE  OF  NEW  YORK 

February  8-12, 1970  Americana  of  New  York  New  York  aty 


Highlights  . . . General  Sessions:  Man  and  His  Environment;  Cardiovascular  Diseases; 
Infections:  Viral,  Bacteriologic,  Parasitic;  Oncology 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to!  Reservations  Manager,  Americana  of  New  York. 


Hmericana  OF  NEW  YORK 


SEVENTH  AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 


Please  make  reservations  for 

persons 

NAME(S) 


Address 


City State Zip 

A.M. 

Arrive:  Date _.AT P.M. 


( Reservation t held  only  until  6-00  PM 
unleu  later  arrival  it  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


TELEPHONE  (212)  581-1000 


PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  lubjact  to  5%  N«w  York  City  Room  tax) 
SINGLE  BEDROOM 


□ $20.00 

□ $22.00 

□ $24.00 

□ 

$26.00 

□ $28.00 

□ $30.00 

□ $32.00 

□ 

$34.00 

TWIN  OR 

DOUBLE-BEDDED  ROOMS 

FOR  TWO 

□ $26.00 

□ $28.00 

□ $30.00 

□ 

$32.00 

□ $34.00 

□ $36.00 

□ $38.00 

□ 

$40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 
□ $34.00 

□ $28.00 

□ $30.00 

□ 

$32.00 

STUDIO  ROOMS  FOR 

TWO 

□ $30.00 

□ $32.00 

□ $34.00 

□ 

$36.00 

□ $38.00 

□ $40.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00 

□ $60.00 

□ $65.00 

□ 

$70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00 

□ $86.00 

□ $90.00 

□ 

$105.00  4ur 

NOTE:  These  rates  apply  tor  the  duration  of  you 
convention. 
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jive  your  patients 

est  from  pain  Empirin  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  214,  Aspirin  gr.  314, 

Caffeine  gr.  14 . 

B.W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Zu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


303 

306 

309 

312 

316 


319 


251 

252 

253 
253 


224 

226 

230 

243 

244 
246 
324 

350 

351 


Hepatic  Rupture  and  Hemorrhage  from  Metastatic  Carcinoma  of  Liver 
Adrian  Van  Caneghem,  M.D.,  and  Alvin  M.  Gelb,  M.D. 

Hypochloremic  Alkalosis  with  Symptoms  of  Seizure  Disorder 

Maury  A.  Goldman,  M.D.,  Robert  Lisak,  M.D.,  Robert  Matz,  M.D.,  and  Frank- 
lin Z.  Davidson,  M.D. 

Primary  Myxosarcoma  of  Leg 

Vasjlios  Pratilas,  M.D.,  and  Myron  Arlen,  M.D.,  F.A.C.S. 

Death  Following  Criminal  Abortion  with  Hypertonic  Saline 
Gerson  Weiss,  M.D. 

Total  Gastrectomy  for  Malignant  Zollinger-Ellison  Syndrome 
Bjorn  Thorbjarnarson,  M.D.,  and  F.  Darwin  Zahn,  M.D. 

Special  Article 

To  Meet  a Challenge;  A Nonprofit  Public  Benefit  Corporation  for  Delivery  of  Per- 
sonal Health  Services 

Committee  on  Research  and  Planning,  Medical  Society  of  the  State  of  New 
York 


Editorials 


Masthead 

Information  for  Authors 
Immunization  against  rubella 
Theories  of  aging 

General 

State  Society  Officers 
Month  in  Washington 
Books  Received 
Book  Notes 
Films  Reviewed 
Necrology 

Medical  Communications  Day 
1970  Annual  Convention  An- 
nouncement 

Dinner  Dance  Reservation 


326 

326 

333 

339 

347 


249 

352 

354 

355 


Additional  Annual  Reports 

Public  and  Professional  Affairs, 
Commission 

Legal  Counsel 

Constitution  and  Bylaws,  House 
Peer  Review  Mechanisms 
Hospital-Based  Physicians 

Index  to  Advertising 

Index  to  Advertisers 
Classified  Advertising 
Index  to  Products 

What  Goes  On 


222  New  York  State  Journal  of  Medicine  / January  15,  1970 


Tepanir  Ten-tab 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves' 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
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occasionally  cause  CNS  effects  such  os  insomnic,  nervousness,  dizziness,  anxiety. 
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recommended  t-oos*  / 1/70  / u.s  mtext  *0  3.001. 9*0 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Officers 


Medical  Society  of 
the  State  of  New  York 


Walter  T.  Heldmann,  M.D.,  Richmond 
Edward  C.  Hughes,  M.D.,  Onondaga 
Walter  Scott  Walls,  M.D.,  Erie 
Alfred  A.  Angrist,  M.D.,  Queens 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 
John  H.  Carter,  M.D.,  Albany 


President 
Past  President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1970 
G.  Rehmi  Denton,  M.D.,  Albany 
Ralph  S.  Emerson,  M.D.,  Nassau 
Swen  L.  Larson,  M.D.,  Chemung 
George  L.  Collins,  Jr.,  M.D.,  Erie 

Term  Expires  1971 

Arthur  H.  Diedrick,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1972 
Lynn  R.  Callin,  M.D.,  Monroe 
Irving  L.  Ershler,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 

Trustees 

Waring  Willis,  M.D.,  Westchester, 

Chairman 

John  F.  Kelley,  M.D.,  Oneida 
James  M.  Blake,  M.D.,  Schenectady 
George  A.  Burgin,  M.D.,  Herkimer 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Newark 

The  Council  is  composed  of  the  officers, 
the  councillors , and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Gretchen  Wunsch,  Executive  Assistant 

William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
James  F.  Higgins,  M.D.,  Director, 

Division  of  Occupational  Health 
and  Workmen’s  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Services 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 
Harry  D.  Kruse,  M.D.,  Director, 

Division  of  Research  and  Planning 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7 3122 

Authorized  Indemnity  Representative 

Frank  W.  Appleton,  2 Park  Avenue,  New 
York,  New  York  10016 

Tel:  212  MUrray  Hill  4-3211 


224 


SUSTAINED 
RELEASE 
VITAMIN  C 


BID 
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the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
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independent  of  pH  or  other  variables. 
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Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 
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Month  in  Washington 


A Senate  subcommittee  said  that  the  number 
of  medical  malpractice  suits  probably  will  in- 
crease, and  “the  situation  threatens  to  become  a 
national  crisis.” 

Senator  Abraham  Ribicoff  (Democrat,  Con- 
necticut), chairman  of  the  Subcommittee  on  Ex- 
ecutive Reorganization  which  has  been  review- 
ing the  Federal  role  in  the  nation’s  health  care 
problems  for  nearly  two  years,  reported  the  fol- 
lowing eight  conclusions  after  an  extensive 
staff  study: 

1.  The  number  of  malpractice  suits  and 
claims  is  rising  sharply  in  certain  regions  of  the 
country.  The  size  of  judgments  and  settlements 
is  increasing  rapidly. 

2.  Most  malpractice  suits  are  the  direct  re- 
sult of  injuries  suffered  by  patients  during  med- 
ical treatment  or  surgery.  The  majority  have 
proved  to  be  justifiable.  These  suits  are  the  in- 
direct result  of  a deterioration  of  the  tradi- 
tional physician-patient  relationship. 

3.  The  publicity  given  to  higher  malpractice 
judgments  and  settlements,  based  frequently  on 
new  legal  precedents,  is  likely  to  trigger  in- 
creasing litigation  in  other  states.  The  situa- 
tion threatens  to  become  a national  crisis. 

4.  Already,  higher  judgments  and  settlements 
are  having  the  following  direct  results:  (a) 
Companies  providing  malpractice  insurance  are 
increasing  the  cost  of  coverage;  and  (6)  these 
costs — in  the  form  of  higher  charges — are  be- 
ing passed  on  to  patients,  their  health  care  in- 
surance companies,  and  Federal  health  care 
programs. 

5.  The  rising  number  of  malpractice  suits  is 
forcing  physicians  to  practice  what  they  call  de- 
fensive medicine,  viewing  each  patient  as  a po- 
tential malpractice  claimant.  Physicians  often 
order  excessive  diagnostic  procedures  for  pa- 
tients, thereby  increasing  the  cost  of  care. 
Moreover,  they  are  declining  to  perform  other 
procedures,  which  in  themselves,  may  entail 
some  risk  of  patient  injury. 

6.  At  present,  it  appears  that  no  one  affected 
by  the  rise  in  malpractice  suits  and  claims  has 
been  able  to  deal  with  this  problem  in  a manner 
that  promises  to  alleviate  this  situation. 

7.  The  lion’s  share  of  the  total  cost  to  the  in- 
surance companies  of  malpractice  suits  and 
claims  goes  to  the  legal  community. 

8.  There  is  a definite  Federal  role  in  the  mal- 
practice problem. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


Specialists  listed  as  having  “a  greater  poten- 
tial exposure  to  malpractice  suits”  were  ortho- 
pedic surgeons,  general  surgeons,  neurosur- 
geons, anesthesiologists,  and  obstetricians  and 
gynecologists. 

The  1,150-page  report  included  responses 
from  staff  inquiries  to  the  American  Medical 
Association,  the  American  Hospital  Association, 
lawyers,  and  malpractice  insurance  companies. 

If  the  situation  continues  to  worsen,  the  re- 
port said,  the  Federal  government  “may  have  to 
consider  ...  a reinsurance  pool  to  which  it 
would  contribute.” 

If  the  Federal  government  moves  into  the 
malpractice  area,  the  report  said,  it  also  should 
consider  the  following: 

. . . Whether  or  not  medical  or  surgical  injury 
to  a patient  is  a community  responsibility  and 
therefore  compensable  by  the  community. 

. . . Whether  or  not  it  must  provide  legal  aid 
to  the  poor  to  help  them  seek  redress  from  per- 
sonal medical  or  surgical  injury. 

. . . Whether  or  not  it  will  insist  on  creation 
of  more  effective  regulatory  devices  over  health 
professionals  and  health  facilities  to  assure  that 
those  who  are  providing  care  are  competent  to 
do  so. 

* * * 

A special  task  force  recommended  that  the 
Federal  government  experiment  in  different 
ways  of  paying  physicians  under  Medicare  and 
Medicaid.  In  the  first  of  a series  of  reports  on 
Medicaid,  the  task  force,  appointed  by  Health, 
Education,  and  Welfare  Secretary  Robert  H. 
Finch  last  July,  stated  the  following: 

“HEW  should  actively  program  experi- 
ments for  incentive  reimbursement  under 
Medicare  and  Medicaid,  with  new  emphasis 
on  experiments  in  payment  methods  for  phy- 
sicians as  the  key  generators  of  health  serv- 
ices. In  addition  to  experiments  in  institu- 
tional reimbursement,  other  experiments 
could  emphasize  compensation  to  groups  of 
practitioners  using  modified  approaches  to 
capitation  with  built-in  controls  on  quality 
and  costs.” 

The  report  said  that  states  also  should  be 
made  aware  of  options  now  available  under 
present  laws  and  regulations  in  addition  to  the 
individual  fee-for-service  basis  for  payments  to 
physicians.  The  report  listed  “contract  pay- 
ments with  quality  controls,  case  average  meth- 
ods, and  fee  for  time.” 

continued  on  page  228 
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Patient  comfort  in  chronic  constipation  is  enhanced 
by  restoration  of  normal  pattern  of  evacuation. 


□ Gentle  neuroperistaltic  stimulation  is  mediated 

through  the  Auerbach's  plexus  in  the  colon 

□ Aids  in  rehabilitation  of  the  constipated  patient 

by  facilitating  regular  elimination 

□ No  laxative  tolerance  or  rebound  constipation 

reported  in  clinical  experience 
□ Even  many  previously  intractable  cases  have  been 
successfully  treated  with  SENOKOT  preparations 

□ Virtually  free  of  side  effects  at  proper. 

individualized  dosage  levels 

□ Dosage  may  be  gradually  reduced  and 
eventually  discontinued  in  many  cases,  upon 

restoration  of  normal  pattern  of  elimination 
Dosage:  (preferably  at  bedtime)— Adults:  2 
tablets  (max.  4 tablets  b.i.d.).  Children:  (over 
60  lb.)  1 tablet  (max.  2 tablets  b.i.d.).  Supplied:  Bottles 
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The  task  force  recommended  that  Medicaid 
funds  be  used  to  finance  group  practice,  neigh- 
borhood health  clinics,  and  home  health  care 
programs,  particularly  in  ghetto  areas  and 
other  low-income  areas. 

The  recommendation  was  the  core  of  a goal 
“to  effect  changes  and  improvements  in  the 
health  care  delivery  system”  of  the  nation. 

“Bringing  about  needed  major  changes  in  the 
organization  and  delivery  of  health  services  is 
a long-range  objective,  requiring  national  com- 
mitment and  establishment  of  national  policy 
and  priorities,”  the  task  force  said  in  the  first 
of  a series  of  reports. 

“For  the  short-range,  we  are  recommending 
certain  actions  which  could  bring  about  some 
improvements  and  which  are  consistent  with 
long-range  objectives.” 

For  the  short-range,  it  was  recommended 
that  5 per  cent  of  Federal  Medicaid  funds  be 
earmarked  for  state  “development  and  improve- 
ment of  health  care  services  and  resources.” 
Consideration  also  should  be  given  to  such  use 
of  Medicare  funds,  the  report  said. 

The  Federal  government  was  urged  to  take  a 
more  positive  leadership  role  in  the  Medicare 
program  by  first  improving  its  own  adminis- 
trative machinery  and  then  getting  the  states 
to  make  their  management  functions  more  effi- 
cient. 

Other  recommendations  of  the  task  force  in- 
cluded the  following: 

— Deny  Federal  Medicaid  funds  to  chiroprac- 
tors and  naturopaths. 

— Require  uniform  provisions  and  unified 
state  standard-setting,  certification,  and  con- 
sultation functions  with  respect  to  providers  of 
service  under  both  Medicaid  and  Medicare. 

— Establish  eligibility  for  Medicaid  benefits 
by  permitting  an  applicant  to  fill  out  a simple 
declaration  form. 


— Require  “profiles  at  the  state  level  of  ven- 
dors and  recipients  of  service,  and  criteria 
against  which  to  screen  claims  to  identify  pat- 
terns which  appear  to  deviate  from  desirable 
and/or  usual  behavior.” 

* * * 

The  American  Medical  Association  urged 
Congress  to  give  top  priority  to  appropriations 
that  will  help  to  increase  the  number  of  physi- 
cians. 

Testifying  before  a Senate  appropriations 
subcommittee,  C.  H.  William  Ruhe,  M.D.,  direc- 
tor of  the  AMA’s  Division  of  Medical  Educa- 
tion, said  that  “medical  education  should  be 
supported  financially  as  fully  as  possible  to 
meet  the  pressing  need  which  exists  today  for 
an  increased  number  of  physicians.” 

“We  believe,”  he  said,  “that  in  any  appropri- 
ation priorities  established  for  all  government 
programs,  those  which  affect  health  care  should 
be  given  primary  consideration.  Further,  be- 
cause of  the  special  need  . . . for  more  physi- 
cians, we  urge  that  appropriations  relevant  to 
the  production  of  physicians  be  given  first  pri- 
ority.” 

Concerning  decreases  in  the  Administration’s 
budget  in  support  of  research  and  training 
grants,  fellowships,  library  grants,  and  re- 
search facility  construction  the  AM  A spokes- 
man said: 

“It  is  difficult  to  estimate  the  effect  these 
reductions  will  have  on  efforts  to  increase 
physician  production,  but  there  is  concern 
among  many  medical  educators  that  the 
growth  in  medical  school  enrollments  will  be 
inhibited.  We  believe  that  this  effect  should 
be  watched  closely  and  corrective  measures 
instituted  promptly  if  physician  production 
is  impaired.” 

The  AMA  joined  the  Student  American  Med- 
ical Association  and  the  Association  of  Ameri- 
can Medical  Colleges  in  a joint  statement  which 
said  that  “an  increase  in  the  appropriation  for 
the  Health  Professions  Student  Loan  Program 
is  crucial.” 
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Books  Received 


The  following  books  were  received  during  the  month  of  November,  1969.* 


A Text-Book  of  X-Ray  Diagnosis.  Volume  I: 
The  Head  and  Neck.  Edited  by  S.  Cochrane 
Shanks,  M.D.,  and  Peter  Kerley,  M.D.  Fourth 
edition.  Quarto  of  688  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $21. 

Diseases  of  the  Colon  and  Anorectum.  Volume 
I and  II.  Edited  by  Robert  Turell,  M.D.  Sec- 
ond edition.  Quarto  of  1,340  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $65  the  set. 

Principles  of  Surgery.  Volume  I and  II.  Edi- 
tor-in-Chief,  Seymour  I.  Schwartz,  M.D.  As- 
sociate editors,  David  M.  Hume,  M.D.,  Richard 
C.  Lillehei,  M.D.,  G.  Thomas  Shires,  M.D., 
Frank  C.  Spencer,  M.D.,  and  Edward  H.  Storer, 
M.D.  Quarto  of  1,805  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1969.  Cloth,  Volume  I — $24.50, 
Volume  II — $29.50. 

Duncan’s  Diseases  of  Metabolism.  Volume  I: 
Genetics  and  Metabolism.  Volume  II:  Endo- 

crinology and  Nutrition.  Edited  by  Philip  K. 
Bondy,  M.D.  In  Association  with  Leon  E. 
Rosenberg,  M.D.  Quarto  of  1,334  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $39  the  set. 

Techniques  in  Clinical  Physiology:  A Survey 

of  Measurements  in  Anesthesiology.  Edited 
by  J.  Weldon  Bellville,  M.D.,  and  Charles  S. 
Weaver,  Ph.D.  Quarto  of  532  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1969.  Cloth,  $20. 

Human  Ecology  and  Public  Health.  Edited  by 
Edwin  D.  Kilbourne,  M.D.,  and  Wilson  G.  Smil- 
lie,  M.D.  Fourth  edition.  Quarto  of  482  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1969.  Cloth,  $11.95. 

Medical  Neurology.  By  John  Gilroy,  M.D.,  and 
John  Stirling  Meyer,  M.D.  Quarto  of  720 
pages,  illustrated.  New  York,  The  Macmillan 
Company,  1969.  Cloth,  $16. 

Arthritis  and  Physical  Medicine.  Edited  by 
Sidney  Licht,  M.D.  Octavo  of  521  pages,  illus- 
trated. New  Haven,  Conn.,  Elizabeth  Licht, 
Publisher,  1969.  Cloth,  $14. 

* Books  received  for  review  .are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Adler’s  Textbook  of  Ophthalmology.  By  Harold 
G.  Scheie,  M.D.,  and  Daniel  M.  Albert,  M.D. 
Eighth  edition.  Quarto  of  509  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $17.50. 

A Systems  Approach  to  Biomedicine.  By  Wil- 
liam B.  Blesser.  Octavo  of  615  pages,  illus- 
trated. New  York,  McGraw-Hill  Book  Com- 
pany, 1969.  Cloth,  $19.50. 

Hormonal  Contraception.  By  Prof.  Dr.  med. 
Jurgen  Haller.  Translated  from  the  2nd  Ger- 
man edition  by  Herbert  Gottfried,  Ph.D.  Oc- 
tavo of  288  pages,  illustrated.  Los  Altos,  Calif., 
Geron-X,  1969.  Cloth,  $12. 

A Ciba  Foundation  Symposium  on  Circulatory 
and  Respiratory  Mass  Transport.  Edited  by 
G.  E.  W.  Wolstenholme  and  Julie  Knight.  With 
101  illustrations.  Octavo  of  310  pages.  Boston, 
Little,  Brown  and  Company,  1969.  Boards, 
$12.50. 

A Ciba  Foundation  Symposium  on  Bacterial 
Episomes  and  Plasmides.  Edited  by  G.  E.  W. 
Wolstenholme  and  Maeve  O’Connor.  With  27 
illustrations.  Octavo  of  268  pages.  Boston, 
Little,  Brown  and  Company,  1969.  Boards, 
$12.50. 

Stroke:  The  Condition  and  the  Patient.  By 

John  E.  Sarno,  M.D.,  and  Martha  Taylor  Sarno, 
M.A.  Octavo  of  213  pages,  illustrated.  New 
York,  McGraw-Hill  Book  Company,  1969. 
Cloth,  $6.95. 

Orthopaedics  for  the  Undergraduate.  By  W.  A. 
Crabbe,  M.D.  Octavo  of  314  pages,  illustrated. 
Philadelphia,  Lea  and  Febiger,  1969.  Cloth, 
$7.50. 

Are  the  Pills  Safe?  By  Hugh  R.  K.  Barber, 
M.D.,  Edward  A.  Graber,  M.D.,  and  James  J. 
O’Rourke,  M.D.  Octavo  of  103  pages.  Spring- 
field,  111.,  Charles  C Thomas,  1969.  Cloth,  $6.75. 

Fraser  House:  Theory,  Practice  and  Evalua- 

tion of  a Therapeutic  Community.  By  Alfred 
W.  Clark  and  Neville  T.  Yeomans.  Octavo  of 
282  pages,  illustrated.  New  York,  Springer 
Publishing  Company,  1969.  Cloth,  $7.50. 

Essentials  of  Pharmacology.  Edited  by  John 
A.  Bevan.  Quarto  of  708  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1969.  Cloth,  $16.50. 
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Tablets  and  Syrup 


Tetracycline  HC1— Antihistamine— Analgesic  Compound 


Each  tablet  contains:  ACHROMYCINS  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg  ; Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Down’s  Syndrome:  Mongolism  and  its  Man- 

agement. By  Clemens  E.  Benda,  M.D.  Re- 
vised edition.  Octavo  of  279  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$13.75. 

The  Medicolegal  Report:  Theory  and  Practice. 

By  Robert  M.  Fox.  Quarto  of  260  pages,  il- 
lustrated. Boston,  Little,  Brown  and  Company, 
1969.  Cloth,  $11.50. 

Science  and  Psychoanalysis.  Volume  XV.  Dy- 
namics of  Deviant  Sexuality.  Edited  by  Jules 
H.  Masserman,  M.D.  Octavo  of  106  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1969. 
Cloth,  $7.75. 

Psychological  Problems  in  the  Father-Son  Re- 
lationship: A Case  of  Eczema  and  Asthma. 

By  Harold  A.  Abramson,  M.D.  Quarto  of  223 
pages,  illustrated.  New  York,  October  House, 
1969.  Cloth,  $7.50. 

ECG  Case  Studies.  By  Ira  L.  Rubin,  M.D.,  and 
Julian  Frieden,  M.D.  Octavo  of  293  pages,  il- 
lustrated. Flushing,  N.Y.,  Medical  Examina- 
tion Publishing  Company,  1969.  Paper,  $6. 

Practical  Microbiology.  By  G.  Sirockin  and  S. 
Cullimore.  Octavo  of  155  pages,  illustrated. 
New  York,  McGraw-Hill,  1969.  Cloth,  $3.25. 

Handbook  for  Obstetric  House  Officers.  By  A. 
C.  Fraser,  M.B.,  and  Mary  Anderson,  M.B. 
Duodecimo  of  117  pages.  London,  Edward  Ar- 
nold Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Company),  1968.  Paper,  $4.50. 

SCI:  Structured  Clinical  Interview  Manual. 

By  Eugene  I.  Burdock,  Ph.D.,  and  Anne  S. 
Hardesty,  Ph.D.  Octavo  of  63  pages,  illus- 
trated. New  York,  Springer  Publishing  Com- 
pany, 1969.  Paper,  $3.50. 

The  Medical  Clinics  of  North  America.  Volume 
53,  Number  6,  November,  1969.  Bases  of  Ther- 
apy. William  A.  Sodeman,  Jr.,  M.D.,  Guest 
Editor.  Three-Year  Cumulative  Index  (1967, 

1968,  and  1969).  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1969.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $21  per 
year. 

Clinical  Obstetrics  and  Gynecology.  Volume 
12,  Number  3,  September  1969.  Cesarean  Hys- 
terectomy. Edited  by  Abe  Mickal,  M.D. 
Menstrual  Disorders.  Edited  by  David  Charles, 
M.D.  Octavo.  Illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 

1969.  Published  quarterly  (four  numbers  a 
year).  Cloth,  $22  per  year. 

Modern  Treatment.  Volume  6,  Number  5,  Sep- 
tember 1969.  Treatment  of  Acute  Renal  Fail- 
ure. Guest  Editor  John  P.  Merrill,  M.D. 
Treatment  of  Infectious  Forms  of  Arthritis. 
Guest  Editors  Frank  R.  Schmid,  M.D.,  and 
Richard  H.  Parker,  M.D.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1969.  Published  Bi-Monthly 
(six  numbers  a year).  Paper,  $16  per  year. 


Sy  nthroid 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdosage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison's  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds's  Disease  (panhypopituitarism)  or 
Cushing’s  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient's  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1-1. 0 mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 

FLINT  LABORATORIES 

DIVISION  or  TRAVENOL  LABORATORIES,  INC 

Morion  Grove,  Illinois  60053 
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exposes  a oouoie  agen 


Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  flare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we're  looking  for  is  a single 
entity.  I thought  we  were  dealing  with  several  others— 
even  twins.  But  now — I'd  say  we’ve  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTH  ROI D (sodium 
levothyroxine)” . . . 

“Shhh!  Watson,  not  so  loud!  You'll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — 
T,  as  you  call  it.  T,  is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there’s  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T4.  SYNTHROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the 
physician,  too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 


THE 

RESPONSE 


Symptom  reduction  often  begins 
within  the  first  week  with  AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


All  antidepressants  take  time  to  work.  With 
Aventyl  HC1,  patients  who  will  respond  often 
begin  to  receive  symptomatic  relief  within 
the  first  week  of  therapy.  They  may  report 
sounder  sleep,  better  appetite,  increased  in- 
terest, or  other  noticeable  improvement  in 
mood  or  activity. 

In  a study  of  two  tricyclic  drugs,  "nortripty- 
line was  associated  with  a more  rapid  symp- 
tom reduction  during  the  first  three  weeks 
of  treatment.”*  However,  the  author  also 
reported  that  although  some  differences  in 
response  existed  after  three  weeks,  "they 
were  no  longer  significant  by  the  sixth  week 
of  treatment.”*  Of  course,  maximum  improve- 
ment with  Aventyl  HCl,  as  with  other  antide- 
pressants, may  require  longer  therapy,  particu- 
larly in  severe  depressive  illnesses. 

Aventyl  HCl  may  help  shorten  the  response 


gap  . . . provides  measurable  symptomatic 
relief  your  patients  often  notice  and  ap- 
preciate. 

"Mendels,  J.:  Comparative  Trial  of  Nortriptyline  and 
Amitriptyline  in  100  Depressed  Patients,  Amer.  J.  Psy- 
chiat.,  124: 59  (Feb.  Supp.),  1968. 

10  mg.  f 25  mg.  t 10  mg.f  per  5 cc. 

tbase  equivalent 

AVENTYL  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 


See  next  page 

for  prescribing  information. 


£8% 

90C816 


AVENTYL  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HC1  is  a safe  and  effective 
agent  for  treatment  of  mental  depression,  anxiety- 
tension  states,  and  psychophysiological  gastrointes- 
tinal disorders.  It  is  not  a monoamineoxidase  (MAO) 
inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of 
Aventyl  HCI  are  milder  than  those  of  related  anti- 
depressants. 

Indications:  Depressive  reactions  (alone  or  accom- 
panied by  anxiety)  associated  with  such  presenting 
symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestinal  disorders  and 
symptomatic  reactions  in  childhood  (e.g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug; 
concurrent  use  with  a MAO  inhibitor  or  use  within 
two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states 
should  be  closely  followed  by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the 
drug  during  pregnancy.  The  possibility  of  a suicidal 
attempt  in  a depressed  patient  should  always  be  con- 
sidered. 

There  have  been  rare  reports  of  agranulocytosis, 
jaundice,  hypotension,  tremor,  urinary  retention, 
thrombocytopenic  purpura,  and  paralytic  ileus.  Pe- 
riodic laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial 
infarction  and  arrhythmias,  have  been  reported  oc- 
casionally with  related  drugs.  Patients  with  cardio- 
vascular disease  should  be  given  Aventyl  HCI  under 
close  observation  and  in  low  dosage.  This  drug,  like 
members  of  its  group,  tends  to  produce  sinus  tachy- 
cardia and  to  prolong  the  conduction  time,  as  man- 
ifested by  first-degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity, 
Aventyl  HCI  should  be  administered  cautiously  in 
patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HCI  with  care  in  conjunction 
with  sympathomimetic  or  anticholinergic  drugs.  Epi- 
leptiform seizures  or  troublesome  patient  hostility  may 
occur.  Aventyl  HCI  used  alone  in  schizophrenic 
patients  may  result  in  an  exacerbation  of  the  psy- 
chosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or 
without  atropine,  short -acting  barbiturate,  and  muscle 
relaxant)  has  not  been  thoroughly  studied.  If  these 
treatments  are  used  together,  the  physician  should  be 
aware  of  possible  added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of 
drowsiness  if  they  operate  dangerous  machinery  or 
drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of 
Aventyl  HCI. 

Patients  receiving  a tricyclic  antidepressant  (e.g., 
nortriptyline)  may  respond  poorly  to  hypotensive 
agents  such  as  guanethidine. 


turia,  inner  nervousness,  anxiety  and  panic,  ankle  and 
orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neurop- 
athy, photosensitization,  extrapyramidal  symptoms, 
and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been 
reported. 

Administration  and  Dosage:  Aventyl  HCI  is  ad- 
ministered orally  as  Pulvules®  or  liquid.  Dosage  should 
be  individualized.  The  following  general  principles  are 
applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  in- 
creasing doses:  1 Pulvule  (10  mg.)  twice  the  first  day, 
1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after 
five  to  seven  days  with  10  mg.  four  times  a day,  the 
patient  can  be  given  25  mg.  twice  the  first  day,  25  mg. 
three  times  the  second  day,  and  25  mg.  four  times 
daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If 
side-effects  of  a more  serious  nature  or  allergic  mani- 
festations develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10 
mg.  three  or  four  times  a day;  for  severe  depressions, 
100  mg.  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no 
greater  degree  of  clinical  response,  but  side-effects  may 
increase. 

Usual  Recommended  Dosage 

Adults — 20  to  100  mg.  daily 

Pulvules:  25  mg. — 1 Pulvule  one  to  four  times  daily 
10  mg. — 1 or  2 Pulvules  one  to  four  times 
daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
four  times  daily 

Children  1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 

Pulvules:  25  mg. — Ages  seven  to  twelve,  1 Pulvule 
one  to  three  times  daily 
10  mg. — Ages  three  to  six,  1 Pulvule  one 
to  three  times  daily 

Ages  seven  to  twelve,  1 or  2 Pulvules  one 
to  three  times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.) 
one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls 
(5  to  10  cc.)  one  to  three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evi- 
dent that  the  depression  cycle  has  run  its  spontaneous 
course.  This  assumption  may  be  based  upon  the 
history  of  previous  depressions,  the  removal  of  the 
precipitating  factors  in  the  environment,  or  a recogni- 
tion that  the  patient  is  able  to  manage  his  affairs.  It 
is  advisable  to  continue  maintenance  therapy  for 
several  months  after  improvement. 


Adverse  Reactions:  The  following  have  been  ob- 
served or  reported  following  the  use  of  Aventyl  HCI: 
dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorienta- 
tion and  hallucinations,  restlessness,  weakness,  pre- 
cipitation of  hypomanic  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar 
taste,  black  tongue,  fatigue,  excess  weight  gain  or 
weight  loss,  insomnia,  headache,  paresthesia,  nausea 
and  vomiting,  adynamic  ileus,  rash,  itching,  delayed 
micturition,  hunger  sensation,  flushing,  diarrhea,  noc- 


How Supplied:  Liquid  Aventyl®  HCI  (nortriptyline 
hydrochloride,  Lilly),  10  mg.  (equivalent  to  base)  per 
5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent 
to  base),  in  bottles  of  100  and  500.  |o8i<><,e«j 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


2 years  and 
100  million  injections 
after  the 
breakthrough 


a bulwark  against  pain 


In  July,  1967, 

injectable  Talwin,  brand  of  pentazocine 
(as  lactate),  was  introduced  with  this 
unique  claim:  “a  breakthrough  in  the 
control  of  pain” 

based  on  extensive  clinical 
investigation 

□ in  over  12,000  patients  by  more  than 
150  investigators 

based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe 
pain  in  acute  and  chronic  disorders* 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperi- 
dine, but  is  not  subject  to  narcotic 
controls 


based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief 
of  pain  in  86%  of  medical  and  of 
surgical  patients  with  a 30  mg.  dose 

□ rapid  onset  of  relief: 

I.M.— usually  within  15  to  20  minutes 
I.V.— usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactions1  to  those  of  morphine 
and  meperidine 


□ Talwin— relatively  free  from  the 
severe  respiratory  depression,  con- 
stipation, or  urinary  retention  asso- 
ciated with  morphine 

□ Talwin— less  nausea,  vomiting  or 
diaphoresis  than  with  meperidine 

□ Talwin— well  tolerated  by  most 
patients’' 

based  on  a wide  range  of 
indications 

□ surgical . . . obstetrical  (labor) . . . 
medical . . . urologic 

based  on  extensive  clinical  and 
laboratory  findings 
Talwin  is  not  subject  to 
narcotic  controls 


In  January,  1968, 

injectable  Talwin,  brand  of 
pentazocine  (as  lactate ), voted 
. . the  biggest  contribution  to 
easing  the  course  of  illness,  from 
the  patient’s  standpoint...”1 
In  January,  1968.  an  unbiased  an- 
nual poll  of  physicians  named  Talwin 
", . . the  biggest  contribution  (for  the 
year  1967]  to  easing  the  course  of 
illness,  from  the  patient’s  standpoint, 
even  though  not  prescribed  as 
primary  therapy.”1 
Though  Talwin  had  been  available 
for  only  six  months,  it  was  favored  in 
this  category  over  all  drugs  intro- 
duced during  1967.  Of  850  physi- 
cians, 401  selected  Talwin.  The 
runner-up  received  less  than  a third 
as  many  votes  as  Talwin. 

And  Today 

Overwhelming  acceptance  of  Talwin 
has  been  expressed  by  the  medical 
profession  through  the  administra- 
tion of  100  million  injections  to  date 
since  its  introduction.' 

In  1 970,  Talwin  continues  to  provide 
effective  control  of  moderate  to  severe 
pain  in  a wide  range  of  clinical 
disorders.* 

Injectable 

lalwin 

brand  o»  ■ ■ 

pentazocine 

■ (as  lactate) 


bulwark  against  pain 
( moderate  to  severe ) 

□ may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 


References: 

1.  Based  on  total  number  of  parenteral 
Talwin  ampuls  and  vials  distributed,  di- 
vided by  30  mg.  doses;  data  in  the  files 
of  Winthrop  Laboratories. 

2.  "The  Gray  Sheet,"  M.  Res.  Digest,  vol. 
11,  no.  2,  Feb.  1968. 


•Talwin  should  not  be  used  for  patients  with 
increased  intracranial  pressure,  head  in- 
jury or  pathologic  brain  conditions  in  which 
clouding  of  sensorium  is  undesirable. 

(For  details  on  adverse  reactions,  see  pre- 
scribing information,  following. 


Injectable 

laiwin 

brand  of  n ■ 

pentazocine 

® (as  lactate) 

a bulwark 
between  the 

patient  and  his  pain 


Talwin  brand  ot  pentazocinefas  lactate) 

Analgesic  lor  parenteral  use 

Contraindications:  Increased  Intracranial  Pressure,  Head  In- 
jury, or  Pathologic  Brain  Conditions  in  which  clouding  ol 
sensorium  is  undesirable.  Talwin  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness, 
nausea,  or  respiratory  depression  could  be  misleading. 
Warnings:  Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been  established. 
Animal  reproduction  studies  have  not  demonstrated  terato- 
genic or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards.  Patients  receiving  Talwin 
during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Drug  Dependence.  Patients  with  a history  of  drug  abuse 
should  be  under  close  supervision.  There  have  been  instances 
of  psychological  and  physical  dependence  on  Talwin  in  pa- 
tients with  such  a history  and,  rarely,  in  patients  without  such 
a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  symptoms  such  as  ab- 
dominal cramps,  elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when  these  occurred, 
discontinuance  has  been  accomplished  with  minimal  diffi- 
culty. In  the  rare  patient  in  whom  more  than  minor  difficulty 
has  been  encountered,  reinstitution  of  parenteral  Talwin  with 
gradual  withdrawal  has  ameliorated  the  patient's  symptoms. 
Substituting  methadone  or  other  narcotics  for  Talwin  in  the 
treatment  of  the  Talwin  abstinence  syndrome  should  be 
avoided. 

In  prescribing  parenteral  Talwin  for  chronic  use,  particularly 
if  the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  and  frequency  of 
injection  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of  Talwin  is  pref- 
erable for  chronic  administration. 

Acute  CNS  Manitestations.  Patients  receiving  therapeutic 
doses  of  Talwin  have  experienced,  in  rare  instances,  hallu- 
cinations (usually  visual),  disorientation,  and  confusion  which 
have  cleared  spontaneously  within  a period  of  hours.  The 
mechanism  of  this  reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs  checked.  If  the  drug 
is  reinstituted  it  should  be  done  with  caution  since  the  acute 
CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients  should 
be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  The  possibility 
that  Talwin  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and  in  low  dosage 
to  patients  with  respiratory  depression  (eg.,  from  other 
medication,  uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases  renal 
or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver 
disease  appears  to  predispose  to  greater  side  effects  (e.g., 
marked  apprehension,  anxiety,  dizziness,  sleepiness)  from 
the  usual  clinical  dose,  and  may  be  the  result  of  decreased 
metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be 
used  with  caution  in  patients  with  myocardial  infarction  who 
have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the 
effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be 
used  with  caution  in  patients  about  to  undergo  surgery  of  the 
biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antag- 
onist. Some  patients  previously  receiving  narcotics  have  ex- 


perienced mild  withdrawal  symptoms  after  receiving  Talwin. 
CNS  Ettect.  Caution  should  be  used  when  Talwin  is  admin- 
istered to  patients  prone  to  seizures;  seizures  have  occurred 
in  a few  such  patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has  been  estab- 
lished. 

Adverse  Reactions:  The  most  commonly  occurring  reactions 
are:  nausea,  vertigo  (dizziness  or  lightheadedness),  vomiting, 
euphoria. 

Infrequently  occurring  reactions  are  — respiratory : respiratory 
depression,  dyspnea,  transient  apnea  in  a small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock,  hypertension; 
CNS  ellects  sedation,  alteration  of  mood  (nervousness,  ap- 
prehension, depression,  floating  feeling),  dreams;  gastroin- 
testinal: constipation,  dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
plethora,  dermatitis  including  pruritus;  other:  urinary  reten- 
tion, headache,  paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuromuscular  and  psy- 
chiatric: muscle  tremor,  insomnia,  disorientation,  hallucina- 
tions; gastrointestinal:  taste  alteration,  diarrhea  and  cramps; 
ophthalmic:  blurred  vision,  nystagmus,  diplopia,  miosis; 
other:  tachycardia,  nodules  and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  moderate  transient  eosinophilia, 
allergic  reactions  including  edema  of  the  face. 

See  Acute  CNS  Manitestations  and  Drug  Dependence  under 
WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  The  recommended  single  parenteral  dose  is  30  mg.  by 
intramuscular,  subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess  of  30  mg. 
intravenously  or  60  mg.  intramuscularly  or  subcutaneously  are 
not  recommended  Total  daily  dosage  should  not  exceed  360 
mg.  As  with  most  parenteral  drugs,  when  frequent  daily  injec- 
tions are  needed  over  a prolonged  period,  intramuscular 
administration  is  preferable  to  subcutaneous.  In  addition, 
constant  rotation  of  injection  sites  (e  g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects  of  the  thighs, 
and  the  deltoid  areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has 
been  most  commonly  administered.  An  intravenous  20  mg. 
dose  has  given  adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this  dose  may  be 
given  two  or  three  times  at  two-  to  three-hour  intervals  as 
needed. 

Children  Under  12  Years  ot  Age.  Since  clinical  experience  in 
children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 
Treatment  ot  Overdosage  or  Respiratory  Depression.  Means 
of  maintaining  proper  oxygenation  should  be  available  in 
case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The 
usual  narcotic  antagonists,  such  as  nalorphine,  are  not  effec- 
tive respiratory  stimulants  for  depression  due  to  Talwin. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  ot  1 ml.  (30  mg.),  V/2  ml.  (45  mg.),  and 
2 ml.  (60  mg.),  each  1 ml.  containing  Talwin  (brand  of  pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg. 
sodium  chloride,  in  water  for  injection.  Boxes  of  10,  25, 
and  100. 

Multiple  dose  vials  ol  10  ml.,  each  1 ml.  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg.  base, 
2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparaben  as  preservative,  in  water  for  injection. 
Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with 
lactic  acid  and  sodium  hydroxide. 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Specific  therapy  for  night  leg  cramps 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/Dienestrol  that  improves  cell  maturation  counts'-2 
— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/Dienestrol  efficacy.'-2  AVC/ Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.'-2  AVC / Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitivity  to  sulfonamides;  diag- 
nosis or  familial  history  of  carcinoma  of  the  genital  tract  or 
breasts;  precarcinomatous  lesions  of  the  vagina  or  vulva;  palpa- 
ble uterine  fibrcmyomo;  mammary  fibroadenoma,  depressed 
liver  function. 

Precoutions/Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  absorption.  Burning,  increased  local  dis- 
comfort, skin  rash,  urticaria  or  other  manifestations  of  sulfon- 
amide toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  measures  to  eliminate  the 
possibility  of  neoplasia  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleeding,  breast  tender- 
ness, exocerbafion  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrawal  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  introvaginally 
once  or  twice  daily. 

Supplied:  'AVC/Dienestrol  Cream'  — Four  ounce  tube  with 
applicator.  AVC'  and  'AVC/Dienestrol  Suppositories' — Box  of 
12  with  applicator. 

References:  (1)  Salerno,  L.  J.,  Ortiz,  G.,  and  Turkel,  V. 
Vaginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  AM. A.  Convention, 
Chicago,  Illinois,  June  1966.  (21  Nugent,  F.  B , and  Myers, 
J.  E.:  Pennsylvania  Med.  69:44,  1966. 
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AVC/Dienestrol 

Cream  {dienestrol  .01%,  sulfanilomido  15.0%,  aminacrine  hydrochloride  0.2%,  ollantoin  2.0%) 


Suppositories 


(dionostrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  aminacrine  hydrochloride  0.014  Gm  , ollantoin  0.14  Gm.) 


Book  Notes 


Bedside  Diagnostic  Examination.  By  Elmer  L. 
DeGowin,  M.D.,  and  Richard  L.  DeGowin,  M.D. 
Second  edition.  Duodecimo  of  923  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1969.  Fabrikoid,  $9.95. 

In  this  new  edition,  more  than  60  manifesta- 
tions of  disease  have  been  selected  as  “key” 
symptoms  or  signs.  The  list  comprises  most  of 
the  chief  complaints  useful  to  the  diagnostician. 
Directions  for  procedures  in  examination  are 
set  in  dark  type  for  easy  identification.  Many 
figures  from  the  first  edition  have  been  re- 
drawn, and  new  illustrations  have  been  added, 
for  a total  of  more  than  500. 

Diseases  of  the  Chest.  By  H.  Corwin  Hinshaw, 
M.D.  Third  edition.  Quarto  of  799  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $25. 

The  aim  of  this  book  is  to  serve  the  needs  of 
medical  students  and  of  physicians  who  are  not 
specialists  in  chest  diseases  and  to  aid  them  in 
keeping  abreast  with  developments  in  this  field. 
The  author  has  attempted  to  remain  on  a prac- 
tical level  at  most  times  and  to  keep  in  mind 
that  the  reader  will  often  be  interested  in  treat- 
ment as  well  as  in  diagnosis. 

Atlas  of  Medical  Mycology.  By  Emma  Sadler 
Moss,  M.D.,  and  Albert  Louis  McQuown,  M.D. 
Third  edition.  Quarto  of  366  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1969.  Cloth,  $14. 

The  first  edition  of  this  work  was  published  in 
1953.  From  its  inception  it  was  intended  as  an 
atlas  and  not  a textbook  on  medical  mycology. 
This  edition  attempts  to  bring  up  to  date 
some  of  the  basic  information  without  in  any 
way  changing  the  early  concept  of  providing  a 
concise  basic  atlas  of  the  more  important  and 
frequent  diseases  of  man  caused  by  fungi. 

Advanced  Gastrointestinal  Cancer:  Clinical 

Management  and  Chemotherapy.  By  Charles 
G.  Moertel,  M.D.,  and  Richard  J.  Reitemeier, 
M.D.  Quarto  of  218  pages,  illustrated.  New 
York,  Harper  & Row,  Publishers,  1969.  Cloth, 
$15. 

In  this  book  the  problems  of  several  thousand 
patients  with  gastrointestinal  carcinoma  seen 
at  the  Mayo  Clinic  over  the  past  eight  years 
have  been  carefully  evaluated.  It  is  the  hope 
of  the  authors  that  the  clinical  investigations 
described  will  be  of  interest  to  those  practicing 


clinical  oncology,  as  well  as  proving  of  value  to 
the  surgeon,  internist,  and  family  physician  in 
the  day-to-day  management  of  the  patient  who 
has  cancer. 

Atlas  of  Otorhinolaryngology  and  Broncho- 
esophagology.  By  Walter  Becker,  M.D.,  Rich- 
ard A.  Buckingham,  M.D.,  Paul  H.  Holinger, 
M.D.,  Gunter  W.  Korting  M.D.,  and  Francis  L. 
Lederer,  M.D.  Edited  by  Walter  Becker,  M.D. 
Quarto  of  315  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1969.  Cloth,  $75. 

In  this  atlas  the  major  disease  entities  en- 
countered in  the  specialty  are  depicted  by  suit- 
able external  photographs  of  the  head  and  neck, 
as  well  as  by  endoscopic  photographs  of  the 
tympanic  membrane  and  middle  ear,  the  epi- 
pharynx,  larynx,  and  the  lower  air  and  food 
passages.  An  arbitrary  arrangement  of  the 
material  is  maintained  throughout  each  chap- 
ter, including  identification  of  normal  struc- 
tures, congenital  anomalies,  neurogenic  lesions, 
trauma,  inflammatory  diseases,  and  benign  and 
malignant  tumors. 

Pharmacology  and  Therapeutics.  By  Ruth  D. 
Musser,  M.S.,  and  John  J.  O’Neill,  Ph.D. 
Fourth  edition.  Octavo  of  1,033  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1969.  Cloth,  $10.95. 

Although  this  new  edition  includes  many  of  the 
advanced  theories  of  modern  pharmacology,  the 
authors  have  not  deviated  from  their  purpose 
of  endeavoring  to  make  drug  therapy  safe  and 
effective  for  the  patient.  The  problem  of  drug 
abuse  that  has  arisen  since  the  appearance  of 
the  third  edition  is  covered  and  is  intended  to 
safeguard  the  nurse  and  the  patient.  To  keep 
abreast  of  the  times,  the  chapter  on  fertility 
and  its  control  has  been  expanded. 

Textbook  of  Pediatrics.  Edited  by  Waldo  E. 
Nelson,  M.D.  Associate  Editors,  Victor  C. 
Vaughan,  III,  M.D.,  and  R.  James  McKay,  M.D. 
Ninth  edition.  Quarto  of  1,589  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $21.50. 

This  book  still  aims  to  provide  a synthesis  of 
pediatric  knowledge  which  will  be  appropriate 
for  the  student  as  an  introduction  to  pediatrics 
and  for  the  clinician  as  a useful  and  competent 
reference.  There  are  new  contributors  for 
several  of  the  major  sections  and  for  a larger 
number  of  the  shorter  ones. 


January  15,  1970  / New  York  State  Journal  of  Medicine  243 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others, 
from  the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Hypotonic  Duodenography.  Sound,  color,  16 
mm.,  fifteen  minutes. 

The  technic  of  hypotonic  duodenography  is 
explained  in  this  film  and  the  limitations  as 
well  as  the  advantages  of  this  method  of  diag- 
nosis of  a particularly  difficult  area  of  the  gas- 
trointestinal tract  is  well  presented.  The  film 
describes  the  technic,  indications,  and  results. 
Suggested  audiences  are  medical  students, 
nursing  students,  radiology  technicians,  radiol- 
ogists, house  staff,  and  practicing  physicians. 

Source  and  producer:  G.  D.  Searle  & Co., 

P.O.  Box  5110,  Chicago,  Illinois  60680. 

Clinical  Applications  of  Gastroscopy,  Intra- 
gastric  Photography  and  Gastric  Biopsy. 
Sound,  color,  16  mm.,  twenty-one  minutes. 

The  film  illustrates  a gastroscope  with  a 
controlled  tip,  one  with  an  attached  camera  for 
intragastric  pictures  and  another  gastroscope 
with  an  attachment  so  that  biopsies  can  be 
taken.  A number  of  excellent  cases  are  shown 
in  which  the  gastroscope  was  of  great  value  in 
determining  a definitive  diagnosis.  Suggested 
audiences  are  nurses,  medical  students,  house 
staff,  and  practicing  physicians. 

Source  and  producer:  G.  D.  Searle  and 

Company,  P.O.  Box  5110,  Chicago,  Illinois 
60680. 

Palmar  Hand  Part  I — Orientation.  Sound, 

color,  16  mm.,  fourteen  minutes. 

Orientation  is  begun  by  identifying  the 
skeletal  elements  of  the  carpus,  the  palm,  and 
digits.  The  palm  is  then  explained  in  3 layers: 
the  floor  formed  by  the  metacarpals  and  mus- 
cles between  them ; the  roof  formed  by  the  skin 
and  fascia;  and  the  in-between  layers  of  ten- 
dons, nerves,  and  arteries  which  pass  to  the 
digits.  Orientation  is  established  in  diagram- 
matic art,  followed  by  step-by-step  dissection 
of  a specimen  showing  the  palmaris  brevis; 
the  palmar  aponeurosis,  arising  from  the  pal- 
maris longus  tendon  and  flexor  retinaculum; 
the  thenar  and  hypothenar  eminences  and  their 
attachments;  an  animated  explanation  of  the 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion. Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wilbur 

M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan, 
M.D.,  Albany. 


synovial  sheath;  the  major  tendons;  the  major 
vessels  and  nerves,  and  their  area  of  distribu- 
tion; and  the  mesotendons.  The  lumbrical 
muscles  are  also  demonstrated  arising  from  the 
profundus  tendons  and  inserting  on  the  radial 
side  of  the  corresponding  digits.  Suggested 
audiences  are  medical  students  and  physicians. 

Source  and  producer:  Teaching  Films  Inc., 

2518  Northern  Boulevard,  Houston,  Texas. 

Palmar  Hand  Part  II — Intrinsic  Muscles. 

Sound,  color,  16  mm.,  141/"  minutes. 

In  this  film  the  interosseous  and  other  intrin- 
sic muscles  of  the  hand  are  described  and  dem- 
onstrated. The  actions  of  adduction,  abduction, 
flexion,  rotation,  and  extension  are  shown  with 
a living  hand.  Dissection  is  begun  on  the 
thenar  eminence  to  show  its  three  muscles  and 
their  origin  and  continued  on  the  hypothenar 
eminence.  The  tendons,  nerves,  and  arteries 
are  then  reflected  to  expose  the  floor  of  meta- 
carpal bones  and  interosseous  muscles.  The 
interosseous  muscles  are  demonstrated  and 
their  functions  are  illustrated.  To  aid  the  stu- 
dent in  understanding  the  actions  of  the  inter- 
ossei  and  lumbrical  muscles,  the  mechanism  of 
the  dorsal  hood  is  explained.  The  blood  supply 
and  innervations  of  the  deeper  tissues  of  the 
hand  and  the  venous  pattern  is  shown  and  com- 
mon variations  explained.  The  hand  is  then 
shown  in  cross  section  art  to  explain  the  surgi- 
cal concept  of  compartments  and  clefts.  Sug- 
gested audiences  are  medical  students  and  phy- 
sicians. 

Source  and  producer:  Teaching  Films  Inc., 

2518  Northern  Boulevard,  Houston,  Texas. 

Female  Pelvic  Viscera.  Sound,  color,  16  mm., 
eighteen  minutes. 

Viscera  of  the  minor  or  true  pelvis  are  first 
studied  in  relation  to  bone  structure  and  mus- 
cles of  the  pelvic  walls  and  floor.  To  a model 
is  added  rectum,  urethra,  vagina,  bladder, 
uterus,  and  ovaries.  The  complexities  of  the 
peritoneum  are  explained  along  with  detailed 
discussion  of  its  ligaments.  Dissection  is  pre- 
sented through  both  anterior  and  sagittal  ap- 
proaches, and  palpation  is  demonstrated.  Sug- 
gested audiences  are  medical  students  and 
nurses. 

Source  and  producer:  Teaching  Films  Inc., 

2518  Northern  Boulevard,  Houston,  Texas. 
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the  common 
denominator 
in  G.IL  therapy 


In  G.  U.  therapy,  the  first  consideration  is  control  of  infec- 
tion. To  your  patient,  a primary  concern  is  relief  from 
pain.  URISED  provides  rapid  relief  from  pain,  and  relaxa- 
tion of  smooth  muscle  spasm  through  parasympatholytic 
action  of  atropine  and  hyoscyamine. 

URISED  is  not  a dramatic  "wonder  drug"  but  a useful  one 
that  has  served  the  medical  profession  for  more  than  fifty 
years.  You  can  rely  on  URISED;  it  has  gained  the  confi- 
dence of  physicians  who  write  more  than  one  million 
prescriptions  each  year. 

URISED  is  a mild  but  reliable  agent  with  a low  order  of 
toxicity.  It  can  be  used  alone  to  treat  uncomplicated  uri- 
nary tract  infections  where  the  invading  organisms  are 
susceptible  to  methenamine  and  methylene  blue  in  an 
acid  medium.  URISED  can  provide  "interim  therapy”  while 
awaiting  complete  laboratory  diagnosis.  It  can  also  be  used 
as  an  adjunct  (to  relieve  pain  and  spasm)  with  almost  any 
other  form  of  antibacterial  therapy). 

For  prompt  relief  of  the  distressing  symptoms  of  pain, 
burning,  frequency,  dysuria,  and  spasm,  consider  URISED. 
Your  patient  will  recognize  its  presence  by  the  character- 
istic blue-green  urine. 


keeping  your 
patient  comfortable 


PRECAUTIONS:  Administer  with  caution  to  persons  with  known 
idiosyncrasy  to  atropine  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  reactions 
have  been  reported:  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease  dos- 
age. If  rapid  pulse,  dizziness,  or  blurring  of  vision  occur,  discon- 
tinue use  immediately.  Acute  urinary  retention  may  be  precipitated 
in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or  pyloric 
obstruction,  duodenal  obstruction  and  cardiospasm.  Hypersen- 
sitivity to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  followed 
by  liberal  fluid  intake.  Acute  cases — Initially  two  tablets  every 
hour  for  three  doses  followed  by  the  recommended  daily  adminis- 
tration. Children — One-half  the  adult  dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate 
Hyoscyamine  . . 
Methenamine  . . 


0.03  mg. 
0.03  mg. 
40.8  mg. 


Methylene  Blue  5 4 mg. 
Phenyl  Salicylate  18.1  mg. 
Benzoic  Acid  ....  4.5  mg. 


CZCDNAL 

PHARMACEUTICALS.  INC. 
CHICAGO.  ILLINOIS  00640 


Manufacturers  of  Uriceutical  Specialties 
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Necrology 


Lionel  Sandler  Auster,  M.D.,  of  New  York  City, 
died  on  November  30,  1969,  at  the  age  of  sixty- 
nine.  Dr.  Auster  graduated  in  1923  from  Cor- 
nell University  Medical  College.  He  was  a 
consulting  surgeon  and  an  associate  in  special 
pathology  (off  service)  at  Bronx-Lebanon  Hos- 
pital Center.  Dr.  Auster  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Association  for  Cancer 
Research,  the  New  York  Academy  of  Medicine, 
the  New  York  Pathological  Society,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Anne  F.  Casper,  M.D.,  of  Staten  Island,  died  on 
November  27,  1969,  at  the  age  of  sixty-seven. 
Dr.  Casper  received  her  medical  degree  from 
the  University  of  Berlin  in  1926.  She  was  a 
member  of  the  American  Academy  of  Allergy, 
the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thomas  Cassara,  M.D.,  of  Pearl  River,  died  on 
November  25,  1969,  at  the  age  of  fifty-eight. 
Dr.  Cassara  graduated  in  1936  from  Syracuse 
University  College  of  Medicine.  He  was  an  at- 
tending physician  and  cardiologist  at  Good 
Samaritan  Hospital  (Suffern).  Dr.  Cassara 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Rockland  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frances  Florence  Cohen,  M.D.,  formerly  of  The 
Bronx,  died  on  January  30,  1961,  at  the  age  of 
seventy-four.  Dr.  Cohen  graduated  in  1913 
from  New  York  Medical  College  and  Hospital 
for  Women.  Retired,  she  had  been  a member 
of  the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emilio  Rudolfo  DeCarlo,  M.D.,  of  Flushing, 
died  on  November  20,  1969,  at  the  age  of  fifty- 
seven.  Dr.  DeCarlo  graduated  in  1948  from 
Long  Island  College  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

E.  John  Dolan,  M.D.,  of  The  Bronx,  died  on 
November  27,  1969,  at  the  age  of  sixty-eight. 
Dr.  Dolan  graduated  in  1913  from  Fordham 


University  School  of  Medicine.  He  was  a con- 
sulting surgeon  at  Fordham  and  Arden  Hill 
(Goshen)  Hospitals  and  an  honorary  surgeon 
at  Westchester  Square  Hospital.  Dr.  Dolan 
was  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  Bronx  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hyman  Samuel  Emil,  M.D.,  of  Miami  Beach, 
Florida,  formerly  of  Brooklyn,  died  on  Novem- 
ber 23,  1968,  at  the  age  of  eighty-five.  Dr.  Emil 
graduated  in  1906  from  Medico-Chirurgical 
College  of  Philadelphia.  He  had  been  an  ad- 
junct surgeon  in  proctology  at  Maimonides  Hos- 
pital of  Brooklyn  and  a consulting  surgeon  at 
Brooklyn  Hebrew  Home  and  Hospital  for  the 
Aged.  Dr.  Emil  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of 
the  American  Proctologic  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

William  Gustave  Frank,  M.D.,  of  Brooklyn,  died 
on  December  16,  1968,  at  the  age  of  sixty-eight. 
Dr.  Frank  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1910.  Dr.  Frank 
was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Psychiatry)  and  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Henry  William  Gissel,  M.D.,  of  Brooklyn,  died 
on  November  23,  1967,  at  the  age  of  sixty-seven. 
Dr.  Gissel  graduated  in  1908  from  Long  Island 
College  Hospital.  He  was  a physician  emeritus 
at  Lutheran  Medical  Center  and  a consulting 
physician  at  Victory  Memorial  Hospital.  Dr. 
Gissel  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Albert  Harrison,  M.D.,  of  Kew  Gardens,  died  on 
November  16,  1969,  at  the  age  of  fifty-eight. 
Dr.  Harrison  graduated  in  1934  from  the  Uni- 
versity of  Cincinnati  College  of  Medicine.  He 
was  an  attending  psychiatrist  at  Hillside  Hos- 
pital and  a staff  psychiatrist  at  Long  Island 
Jewish  Hospital.  Dr.  Harrison  was  a member 
of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

continued  on  page  248 
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abscess 

acnc 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchroV 


Every  pharmacist  knows  ACHRO  V stands  for  ACHROMYCIN  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptiblc  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood—  anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver—  cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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\j/n  apology 


It  was  erroneously  stated  on  page  246,  January  15,  1970  issue  of  the  Journal  that  Dr. 
E.  John  Dolan  died  at  age  sixty-eight,  he  was  seventy-eight;  that  Dr.  William  Gustave 
Frank  was  age  sixty-eight,  he  was  age  eighty- three;  and  that  Dr.  Henry  William  Gissel 
was  sixty-seven,  he  was  eighty-five. 


1 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acnc 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. ..don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me6i\chrO  V 


Every  pharmacist  knows  ACHRO  V stands  for  ACHROMYCIN'  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal- 
anorexia , nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young 
infants.  Teeth—  yellow-brown  staining; 
enamel  hypoplasia.  Blood—  anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Continued  from  page  246 

William  Carl  Jacobson,  M.D.,  of  New  York  City, 
died  on  December  2,  1969,  at  the  age  of  seventy- 
four.  Dr.  Jacobson  graduated  in  1920  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a consulting  gastro- 
enterologist at  Jewish  Memorial  Hospital  and 
an  associate  attending  gastroenterologist  (off 
service)  at  New  York  Polyclinic  Hospital.  Dr. 
Jacobson  was  a Fellow  of  the  American  College 
of  Gastroenterology,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Academy  of  Gastroenterology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

George  Henry  Kittell,  M.D.,  Unadilla,  died  on 
November  19,  1969,  at  the  age  of  ninety-seven. 
Dr.  Kittell  graduated  in  1929  from  Cornell  Uni- 
versity Medical  College.  He  was  a consulting 
associate  surgeon  at  Mary  Immaculate  Hospital 
and  a consulting  surgeon  at  Queens  Hospital 
Center.  Dr.  Kittell  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the 
Delaware  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leon  M.  Lesser,  M.D.,  of  New  York  City,  died 
on  November  24,  1969,  at  the  age  of  eighty- 
two.  Dr.  Lesser  graduated  in  1911  from  Ford- 
ham  University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Loewenstein,  M.D.,  of  Amityville,  died 
on  December  1,  1969,  at  the  age  of  sixty-six. 
Dr.  Loewenstein  received  his  medical  degree 
from  the  University  of  Munich  in  1906.  He 
was  an  attending  physician  at  Lakeside  Me- 
morial Hospital  (Copaigue).  Dr.  Loewenstein 
was  a member  of  the  American  Geriatrics  So- 
ciety, the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  L.  McCartney,  M.D.,  of  Westhampton 
Beach,  died  on  November  28,  1969,  at  the  age  of 
seventy-one.  Dr.  McCartney  graduated  in  1924 
from  Rush  Medical  College.  He  was  consulting 
neuropsychiatrist  at  Central  Suffolk  and  South- 
ampton Hospitals.  Dr.  McCartney  was  a Fel- 
low of  the  American  College  of  Physicians,  and 
a member  of  the  American  Geriatrics  Society, 
the  Pan-American  Medical  Association,  the  As- 
sociation for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Academy  of  Medicine, 
the  Suffolk  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  F.  Morris,  M.D.,  of  Brooklyn,  died  on 
July  15,  1954,  at  the  age  of  seventy-four.  Dr. 
Morris  graduated  in  1906  from  the  University 
of  Vermont  College  of  Medicine.  He  was  a 


member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

David  H.  Plasse,  M.D.,  of  The  Bronx,  died  on 
October  26,  1969,  at  the  age  of  sixty-two.  Dr. 
Plasse  graduated  in  1931  from  the  St.  Louis 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Anthony  A.  Ressa,  M.D.,  of  Port  Washington, 
died  November  29,  1969,  at  the  age  of  seventy- 
three.  Dr.  Ressa  graduated  in  1925  from  Tufts 
University  School  of  Medicine.  He  was  a con- 
sulting physician  at  Meadowbrook  Hospital. 
Dr.  Ressa  was  a member  of  the  American 
Geriatrics  Society,  the  American  Rheumatism 
Association,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  E.  Shatkin,  M.D.,  of  The  Bronx,  died 
November  28,  1969,  at  the  age  of  fifty-eight. 
Dr.  Shatkin  received  his  medical  degree  from 
the  University  of  Hamburg  in  1937  and  the 
University  of  Pennsylvania  in  1943.  He  was 
consulting  ophthalmologist  at  Morrisania  Hos- 
pital, attending  surgeon  at  Bronx  Eye  and  Ear 
Infirmary,  and  associate  ophthalmologist  at 
Bronx-Lebanon  Hospital.  Dr.  Shatkin  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology, and  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hans  A.  Tachau,  M.D.,  of  Bath,  died  October, 
1969,  at  the  age  of  sixty-eight.  Dr.  Tachau  re- 
ceived his  medical  degree  from  the  University 
of  Munich  in  1925.  He  was  on  the  staff  of  Ira 
Davenport  Memorial  Hospital.  Dr.  Tachau  was 
a member  of  the  Steuben  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mark  M.  Zaren,  M.D.,  of  Surfside,  Florida,  for- 
merly of  Brooklyn,  died  April  29,  1968,  at  the 
age  of  sixty-seven.  Dr.  Zaren  received  his 
medical  degree  from  the  University  of  Munich 
in  1934.  He  was  a life  member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  Zinner,  M.D.,  of  Vienna,  Austria,  for- 
merly of  New  York  City,  died  on  March  6,  1967, 
at  the  age  of  eighty.  Dr.  Zinner  received  his 
medical  degree  from  the  University  of  Vienna 
in  1908.  He  was  a member  of  the  Rudolf  Vir- 
chow Society,  and  a life  member  of  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 
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Editorials 


Immunization  against  rubella 

The  Executive  Committee  of  The  Ameri- 
can College  of  Obstetricians  and  Gynecol- 
ogists has  approved  the  following  statement 
regarding  rubella  vaccination: 

1.  All  children  between  the  ages  of  one 
and  twelve  should  be  immunized  against 
rubella. 

2.  Women  of  childbearing  age  should 
be  immunized  against  rubella  when: 

(a)  the  need  for  immunization  has  been 
demonstrated  by  testing  for  sus- 
ceptibility, 

( b ) the  presence  of  a concurrent  preg- 
nancy has  been  eliminated, 

(c)  the  patient  has  been  thoroughly  in- 
structed that  pregnancy  should  be 
avoided  for  two  months  after  vac- 
cination, and 

( d ) the  patient  has  been  informed  of  the 


Theories  of  aging 

At  the  eighth  International  Congress  of 
Gerontology,  held  in  Washington,  D.C., 
this  past  August,  the  biologists  held  a 
prominent  position.  It  is  well  for  us  in  the 
medical  profession  to  learn  what  they  are 
about,  for  what  the  biologists  are  thinking 
today,  medicine  wall  be  doing  tomorrow. 

The  British  biologist,  Alex  Comfort, 
from  University  College,  London,  said  “Ag- 
ing appears  to  represent  a loss  of  informa- 
tion from  the  human  organism  so  stable 
that  the  modern  age  of  senility  is  not  dif- 
ferent from  that  in  the  time  of  Moses.” 
He  then  went  on  to  make  the  challenging 
statement  that  “a  crash  program  directed 
to  the  aging  process  might  within  five 
years  identify  a clock  or  clocks  which  con- 
trol information  loss.  By  tampering  with 
this  mechanism  we  might  modify  the  proc- 


potential dangers  if  pregnancy  occurs 
during  or  immediately  subsequent  to 
vaccination. 

3.  As  the  vaccine  becomes  available, 
families  should  consult  their  physicians 
about  immunization  of  their  children,  and 
nonpregnant  women  of  childbearing  age 
should  consult  their  physicians  to  deter- 
mine if  immunization  is  desirable. 

4.  Appropriate  community  programs 
should  be  developed  to  educate  the  public 
about  the  availability  of  rubella  vaccine 
and  to  assist  in  the  elimination  of  rubella  as 
rapidly  as  possible. 

5.  Surveillance  of  clinical  rubella  and 
suspected  congenital  infections  should  be 
intensified  to  evaluate  the  success  of  im- 
munization efforts. 


ess  of  aging  and  postpone  some  or  all  of  the 
vigor  loss  which  goes  with  it.”  Experi- 
ment has  shown  that  integral  modifiability 
of  the  aging  process  is  possible.  Mam- 
malian experiments  involving  relatively 
simple  manipulation  such  as  calorie  re- 
striction or  the  administration  of  hormones 
indicate  that  this  type  of  intervention  is 
practicable  in  certain  circumstances. 

This  type  of  approach  is  relatively  easy. 
But  there  is  another  approach,  infinitely 
complex  and  extraordinarily  challenging. 
This  assumes  that  aging  represents  an  in- 
formation loss  and  transcription  error 
which  occurs  at  the  cellular  level. 

The  simplest  hypotheses  state  that  in- 
formation is  being  lost  from  DNA  either 
through  mutation,  macromolecular  dam- 
age, or  epigenetic  masking.  These  hy- 
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potheses  are  under  question,  and  their  de- 
finitive value  awaits  further  advances  in 
genetic  chemistry. 

At  the  present  time  it  seems  clear  that 
error  accumulation  in  primary  DNA  has 
been  neither  demonstrated  nor  excluded  as 
a cause  of  aging  and  that  all  arguments  and 
mechanisms  adduced  for  it  could  apply  with 
equal  force  to  error  accumulation  at  a post- 
DNA  level. 

By  far  the  most  attractive  location  of  the 
primary  error  site  puts  it  at  the  RNA- 
synthetase  step.  This  theory  was  de- 
veloped by  Orgel  in  1963,  and  is  now  hav- 
ing profound  influence  on  the  study  of 
limitation  in  clones  (cell  aggregates).  Ac- 
cording to  Orgel,  error  either  in  RNA  spec- 
ification or  in  the  production  of  synthetases 
from  RNA  templates,  both  cytoplasmic  in 
site,  would  lead  to  precisely  the  required 
accumulation  of  further  error  through  the 
machine-tool  role  of  the  synthetases  (RNA 
polymerases  and  others)  in  specifying  both 
secondary  templates  and  themselves.  This 
would  produce  an  eventual  error  crisis,  bad 
copies  driving  out  good.  If  incorrect  syn- 
thetases produce  both  further  errors  and 
more  of  themselves  they  could  exert  a det- 
rimental action  both  within  the  cell  and, 
if  transferred,  in  other  cells.  Numerous 
experiments  to  locate  error  sites  through  a 
search  for  runaway  synthesis  of  RNA, 
DNA,  and  protein  are  in  agreement  with 
this  model.  Perhaps  most  convincing  is 
one  observation  by  Goddard  et  al.,  in  1969, 
that  gamma-irradiated  RNA  polymerase 
can  misspecify. 

The  main  investigate  consequences  of 
an  Orgel-type  error  model  would  be:  (1) 

increasing  clonal  divergence  with  age;  (2) 
aggravation  of  error  agents  such  as  uncon- 
ventional aminoacids  which  act  directly  on 
protein  specification;  and  (3)  cytoplasmic 
transmissibility. 

Comfort  lists  the  most  important  biologic 
projects  now  going  forward  as  follows: 


1.  The  investigation  of  substances  and 
of  procedures  such  as  caloric  restriction, 
which  are  known  to  prolong  mammalian 
life — with  special  reference  to  those  which 
are  theoretically  accountable  already,  such 
as  anti-irradiation  agents. 

2.  The  investigation  of  clonal  senes- 
cence and  the  nature  of  spanned  clones — 
with  special  reference  to  the  Hayflick 
phenomenon  (the  apparent  limit  of  poten- 
tial further  division  in  somatic  cells). 

3.  The  investigation  of  autoimmune  age 
effects,  both  as  contributors  to  the  pathol- 
ogy of  observed  aging  in  man,  and  for  the 
light  they  throw  on  clone  divergence  and 
quality  control  in  body  cells. 

4.  The  investigation  of  developmental 
agents  at  the  whole-animal  level.  In- 
cluded are  both  those  which  retard  the  pro- 
gram, antimetabolic  and  antidifferentiant 
agents  (caloric  restriction  again  being  one 
of  these)  and  the  normal  hormones. 

5.  Continued  work  on  the  nature  of  the 
differences  between  animals  which  deter- 
mine relative  life  spans,  bearing  in  mind 
Sacher’s  warning  against  overcommitment 
to  the  “molecular  paradigm.” 

The  picture  of  fundamental  research  in 
aging  has  been  greatly  altered  over  the 
past  decade.  Though  diverse  there  now 
appears  to  be  convergence  and,  given  an- 
other ten  years,  the  divergencies  might  be 
resolved.  The  Orgel  theory  is  promising 
since  it  carries  the  theoretical  possibility  of 
reversing  existing  damage,  because  in  this 
model  the  primary  information  is  intact. 

Concerted  efforts  to  find  ways  of  modify- 
ing the  rate  of  aging  and  to  see  if  the  re- 
sults can  be  usefully  applied  to  man  have 
now  entered  the  realm  of  immediate  pos- 
sibility. 

How  immediate  this  possibility  is  de- 
pends on  adequate  financial  backing  of 
those  already  at  work  and  those  who  will 
have  to  be  drawn  into  the  effort. 
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T he  VOICED  COMPLAINTS  of  those  who  seek 
marital  counseling  are  of  infinite  variety: 
finances,  neglect  of  children,  infidelity,  gam- 
bling, drinking,  sexual  incompatibility,  pos- 
sessiveness, and  dependency.  However,  on 
investigation  these  complaints  are  seldom 
found  to  be  the  causative  factors  in  the  dis- 
cord. In  a study  of  600  couples  applying  for 
divorce,  Levinger1  observed  that  both  part- 
ners inevitably  mentioned  some  aspect  of 
their  interpersonal  relationship  as  most 
pertinent.  It  is  the  search  for  this  aspect 
that  has  concerned  many  therapists,  the 
search  for  a classification  of  marital  dis- 
cord on  which  to  base  an  effective  treatment 
plan. 

While  it  is  interpersonal  conflict  which 
generally  brings  a couple  to  seek  help,  the 
complaints  against  the  partner  often  actu- 
ally mask  the  individual’s  dissatisfaction 
with  himself.  Bringing  his  own  problems 
to  the  marriage,  he  is  disappointed  to  find 
that  they  are  not  solved  by  the  marriage 
and  may  even  be  aggravated  by  it.  Each 
partner  may  feel  unhappiness  in  living  to- 
gether, yet  the  contemplation  of  living  apart 
fills  one  or  both  with  fear.  Mittelman2 
points  out  that,  “Often  people  seek  to  solve 
their  problems  through  marriage  only  to 
find  that  the  marriage  then  becomes  the 


perpetuating  factor  in  the  continuation  and 
renewal  of  the  pathology.” 

This  selection  of  a partner  who  will  help 
to  perpetuate  the  neurotic  pattern  has  been 
observed  by  many.  Oberndorf'*  discussed 
marriages  in  which  excessive  neurotic  de- 
mands on  the  part  of  one  or  both  partners 
made  contentment  impossible.  He  focused 
his  report  particularly  on  excessive  depen- 
dency needs.  Those  who  would  possess 
another  exclusively  are  impelled,  he  said,  by 
unresolved  Oedipus  needs.  Having  con- 
quered and  possessed  the  parental  figure  in 
the  form  of  husband  or  wife,  the  neurotic 
spouse  may  then  find  himself  sexually  in- 
hibited for  having  dared  to  transgress  the 
incest  taboo. 

One  of  the  most  comprehensive  examina- 
tions of  the  neurotic  tie  in  marriage  appears 
in  the  book  edited  by  Eisenstein.4  In  a 
chapter  of  this  book,  Stein5  speaks  of  the 
man  who  regards  his  wife  as  an  extension 
of  himself — a penis  with  which  he  can  play, 
produce  orgasm — but  she  is  not  truly  an- 
other person  to  whom  he  can  give  pleasure. 
She  has  physical  importance  only.  Under 
these  circumstances  the  marriage  often  de- 
teriorates to  the  sadomasochistic  relation- 
ship. In  another  chapter,  Mittelman6  enu- 
merates complementary  patterns  of  neurotic 
relationships : the  aggressive,  didactic  part- 
ner and  his  dependent  spouse;  the  detached 
partner  and  his  demanding  spouse;  and 
competing  partners,  each  of  whom  strives 
for  domination  and  victory  over  the  other. 
Kubie7  observed  that  many  marriages  fail 
because  of  the  gap  between  conscious  needs 
and  unconscious  and  unattainable  goals,  the 
most  common  being  to  find  a partner  who 
represents  a parent.  Jacobson8  outlined  the 
special  problems  in  marriages  between 
manic-depressive  psychotic  partners.  These 
couples  may  appear  warm,  responsive,  and 
close,  but  their  need  to  be  filled  up  by  each 
other  may  give  rise  to  alternating  depressed 
states. 

Grotjahn9  also  addressed  himself  to  the 
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“living  out”  in  a marriage  of  unconscious 
conflicts.  These  conflicts,  not  satisfactorily 
resolved  in  the  marriage,  are  repeated  over 
and  over  without  finding  a way  out.  Like 
Oberndorf,  Grotjahn  places  great  emphasis 
on  the  oedipal  situation.  Under  its  persist- 
ing influence,  the  boy  may  need  to  possess 
one  woman  completely  and  exclusively.  On 
a pre-oedipal  level,  the  possessiveness  may 
result  from  the  desire  to  recapture  the  ex- 
clusive mother-child  relationship.  The  neu- 
rotic person,  unable  to  face  his  anxieties,  re- 
stricts both  himself  and  his  partner,  and 
thus  destroys  free  communication  between 
them.  Because  the  neuroses  of  the  two  part- 
ners complement  each  other,  Grotjahn  has 
found  psychoanalytic  family  therapy  useful. 

Ackerman10  too  points  out  that  in  mar- 
riage the  neurotic  may  “parentify”  his  part- 
ner. Seeking  the  love  and  protection  of  a 
parent  figure  in  the  marital  partner,  the  re- 
lation is  made  to  conform  to  the  pattern 
of  a child-parent  relationship.  Ackerman 
characterizes  marital  conflict  by  two  ele- 
ments: “failure  of  reciprocity  of  satisfac- 

tions” and  “conflict.”  11  The  first  results 
from  “failure  of  devices  of  restitution  fol- 
lowing an  upset  in  the  balance  of  the  rela- 
tionship, and  failure  of  complementarity  in 
which  one  partner  no  longer  derives  from 
the  other  satisfaction  of  needs,  support  of 
personal  identity,  and  buttressing  of  nec- 
essary defenses  against  anxiety.”  The  sec- 
ond, conflict,  “may  be  overt  or  covert,  real  or 
unreal,  conscious  or  unconscious  in  varying 
mixtures  . . . .”  Internal,  individual  con- 
flicts may  be  at  the  center  of  the  marital 
discord  or  represent  a small  component  of 
the  conflict.  What  part  of  the  marital  con- 
flict is  real  and  what  part  unreal  is  deter- 
mined by  the  individual  internalized  con- 
flicts . . . [which  in  turn]  distort  aspects  of 
marital  interaction.” 

Sarwer-Foner12  suggests  that  one  partner, 
for  example,  the  woman  may  assume  the  role 
of  the  original  love  object  from  whom  her 
spouse  demands  certain  kinds  of  primitive 
gratification  and  to  whom  she  responds  with 
the  original,  maternal  pattern.  They  select 
each  other  because  of  their  ways  of  giving, 
receiving,  demanding,  controlling,  and  dom- 
inating. He  responds  as  he  originally  felt 
he  had  to,  to  please  the  parental  love  object. 
In  other  instances  the  choice  of  partner  is 
a narcissistic  one.  A partner  is  chosen 
whom  one  can  love  as  one  would  love  one- 


self. The  partner  thus  chosen  feels  the 
frustration  of  never  being  experienced  as 
himself. 

Goldfarb13  discusses  the  problem  of  de- 
pendency as  it  affects  the  marriage  relation- 
ship in  older  people.  He  describes  the  per- 
son whose  self-confidence  and  self-esteem 
depend  on  evidence  that  he  can  win  and  hold 
another  individual.  As  he  grows  old  and 
finds  himself  deteriorating  in  appearance, 
sexual  potency,  and  earning  capacity,  he 
fears  for  his  ability  to  attract  and  hold  an- 
other person.  The  resultant  anxiety  may 
give  rise  to  excessive  dependency  demands 
and  manipulation. 

Berlatsky14  also  discusses  the  aging  pro- 
cess which  may  bring  stress  into  a marriage 
and  disturb  the  dynamics  of  the  union. 

It  has  proved  difficult  to  formulate  a clear 
and  communicable  definition  of  the  neurotic 
marriage  and  even  more  difficult  to  devise  a 
method  of  treatment.  Austin1-7  noted  that 
the  interlocking  relationship  frequently 
makes  treatment  impossible  because  of  the 
unwillingness  to  give  up  neurotic  gratifica- 
tions for  healthier  satisfactions.  Even 
when  the  dissatisfactions  are  extremely 
painful,  the  neurotic  tie  may  be  so  strong 
that  it  obstructs  any  attempt  to  effect  a 
change  in  the  relationship.  Balint,16  on  the 
other  hand,  optimistically  proposes  that  the 
interaction  can  be  made  satisfying  with 
little  change  in  its  pattern.  The  partners 
must  “be  made  aware  of  some  unconscious 
feelings  before  they  [can  accept]  and  even 
enjoy”  those  feelings.  This  is  particularly 
important  in  working  with  couples  who 
complain  of  lack  of  communication,  which 
really  means  that  differences  or  conflicts 
have  been  denied.  “Each  partner  has  sup- 
pressed his  angry  or  negative  feelings  and 
has  withdrawn  more  and  more  from  the  re- 
lationship.” 17 

One  would  expect  marriage  to  provide  an 
optimal  ambiance  for  the  ordinary  adult.  It 
does  provide  a maximal  amount  of  com- 
panionship; a maximal  opportunity  for  sex- 
ual gratification;  physical  assistance  and 
comfort  when  needed ; opportunity  for  the 
gratification  of  the  need  to  create  and  rear 
children;  respect  from  the  community;  and 
a $600  exemption  from  Federal  income  tax 
together  with  the  opportunity  to  file  a joint 
return.  The  wholesome  effect  of  marriage 
is  indicated  by  the  fact  that  in  almost  all 
studies,  one  finds  that  married  people  are 
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less  apt  to  become  mentally  ill  and  to  com- 
mit suicide  than  those  who  are  single, 
widowed,  or  divorced.  Of  course,  one  might 
contend  that  many  of  those  who  are  mentally 
ill  are  not  attracted  to  marriage  in  the  first 
place.  This  is  certainly  true,  and  it  would 
tend  to  distort  the  statistics.  But  the  pri- 
mary thrust  of  the  statistics  cannot  be  de- 
nied. 

It  is  not  uncommon,  for  example,  to  en- 
counter serious  mental  breakdown  after  the 
death  of  a spouse  or  after  divorce. 

Yet  there  are  many  indications  that  people 
find  marriage  distressing  and  painful.  As 
divorce  becomes  more  acceptable  socially,  it 
seems  also  to  become  more  frequent.  And 
people  who  find  themselves  unhappy  and 
suffering,  often  blame  their  marriages  and 
expect  that  divorce  will  relieve  them.  Dur- 
ing the  first  two  years  of  its  operation,  the 
Bernstein  Center  accepted  25  clients  who  ap- 
plied for  assistance  with  marital  problems. 
We  shall  describe  here  the  nature  of  their 
marital  problems  and  then  offer  an  original 
mode  of  classification  and  statistical  break- 
down. 

Healthy  marriage 

The  definition  of  normal  or  even  optimal 
by  the  physician,  is  difficult  and  treacherous. 
The  physician  is,  in  the  nature  of  his  work, 
an  expert  on  the  abnormal  and,  therefore, 
he  tends  from  the  start  to  define  normality 
as  that  state  which  is  characterized  by  an 
absence  of  abnormality.  There  usually  are 
a number  of  possible  variants  of  the  rela- 
tive absence  of  a pathologic  condition. 
These  include  the  statistical  average,  the 
statistical  mode,  the  opposite  of  the  ab- 
normal, or  a state  possessing  one  or  more 
qualities  which  are  absent  in  the  abnormal. 
Bearing  in  mind  these  uncertainties,  from 
clinical  observation  and  from  certain  theo- 
retic considerations,  one  may  assume  that  in 
the  healthy  marriage  most  of  the  following 
conditions  obtain:  (1)  The  individual  hus- 

band and  wife  each  feels  that  participation 
in  family  life  offers  an  opportunity  to  rise 
above  personal  interests  to  concerns  which 
transcend  self  and  to  participate  in  the  com- 
munity and  the  world.  Pride  in  self  and 
achievements  yields  to  a greater  or  lesser 
extent  to  pride  in  spouse  and  children.  (2) 
There  is  a readiness  to  serve  the  interests 


of  the  family  with  relatively  little  regard 
for,  and  at  the  sacrifice  of,  one’s  own  per- 
sonal interests.  (3)  The  interest  in  the 
welfare  of  the  family  makes  the  individual 
willing  to  accept  inconvenience,  disadvan- 
tage, and  deprivation.  (4)  Potentials  of  an- 
ger and  aggressiveness  toward  other  mem- 
bers of  the  family  do  not  accumulate  to  any 
immoderate  degree.  (5)  The  two  partners 
experience  sexual  desire  for  each  other  and 
are  ready,  willing,  and  able  to  participate  in 
intercourse  even  at  times  when  they  them- 
selves have  no  desire  to  initiate  it.  (6) 
While  eager  to  give  and  care  for,  they  do 
not  hesitate,  when  the  occasion  arises,  to 
assume  an  expectant  and  dependent  attitude, 
confident  of  the  good  will  of  the  partner  and 
of  their  own  right  to  expect  care.  (7)  The 
partners  enjoy,  feel,  and  express  their  love 
by  giving  to  and  taking  from  each  other,  by 
companionship,  by  exchanging  information 
and  by  identification,  one  with  the  other. 
(8)  The  good  marriage  does  not  monopolize 
all  the  time  and  interest  of  the  partner.  It 
makes  psychic  energy  available  for  work 
and  for  companionship  with  others.  (9) 
The  converse  is  also  true,  namely,  the  grati- 
fication of  work,  community  activity,  and 
nonphysical  companionship  reduce  the  de- 
mands which  each  partner  makes  on  the 
marriage. 

But  as  everyone  knows,  problems  do  arise 
in  marriage.  The  neatly  balanced  distribu- 
tion of  affective  interests  which  we  have 
just  described  may  be  shaken  from  time  to 
time  by  extravagant  preoccupations  with 
extrafamily  persons  or  activities.  Sexual 
desire  may  appear  for  some  extrafamily 
person,  especially  at  times  of  conscious  or 
unconscious  disappointment  with  the  part- 
ner. Influences  which  strike  at  some  special 
area  of  vulnerability  may  produce  tempo- 
rary disaffection.  For  example,  a piece  of 
misbehavior  by  one  of  the  children,  a de- 
mand by  a relative,  or  business  or  profes- 
sional stress  may  bring  about  dissension. 
However,  what  characterizes  the  healthy 
marriage  as  opposed  to  the  disturbed  one 
is  the  resilience  which  quickly  restores  the 
customary  equilibrium  once  it  has  been  up- 
set, the  absence  of  deep  and  persistent  hos- 
tility, and  the  view  of  sexual  gratification 
as  a family  matter,  vitally  important  but 
certainly  not  the  only  important  component 
of  the  marriage. 
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Sources  of  disturbance  in  marital  relation 

We  shall  omit  discussion  here  of  the  rela- 
tions between  parents  and  children.  We  do 
so  not  because  these  relations  are  unimpor- 
tant, but  because  they  introduce  far  more 
complexity  into  the  discussion  than  we  can 
easily  handle.  A first  approximation  to 
classification  in  discussion  of  marital  dis- 
turbances can  be  established  without  con- 
sidering parent-child  relationships.  We 
shall  keep  in  mind  of  course  that  the  indi- 
vidual will  express  his  disturbance  in  both 
the  marital  and  parent-child  relation. 

Marriages  will  be  disturbed  only  if  one  of 
the  two  partners  fails  to  subordinate  his 
own  needs  to  the  needs  and  opportunities  of 
the  marriage,  or  occasionally  when  both 
partners  make  use  of  the  external  form  of 
marriage  to  gratify  mutually  needs  whose 
aims  differ  from  the  aims  of  true  marital 
desires.  Therefore,  marital  disturbance 
will  appear  when  either  partner  brings  to 
the  marriage  unrealistic  expectations;  if 
either  partner  contributes  less  than  his 
share  to  the  relation ; and  if  the  passage  of 
time  or  the  vicissitudes  of  fortune  change 
one  of  the  partners  from  an  adequate  spouse 
to  one  who  fails  in  either  of  these  two  ways. 

Ordinarily,  an  individual  becomes  ready 
for  marriage  after  traversing  a series  of 
positions  in  his  relations  with  other  individ- 
uals. He  begins  life  completely  dependent 
for  physical  protection  and  physical  grati- 
fication on  his  mother,  although,  as  far  as 
we  know,  completely  unaware  of  her  as  an- 
other human  person.  As  his  intellectual, 
perceptual,  and  motor  capacities  develop,  he 
becomes  aware  of  his  mother  as  a person, 
and  sustains  a relation  with  her  which  is 
mutually  gratifying  and  which  guarantees 
him  her  protection,  care,  and  nourishment. 
This  relationship  includes  a large  number  of 
modes  of  interaction  including  physical  con- 
tact, signaling  by  gestures,  facial  expres- 
sion, and  speech.  As  he  develops  more  and 
more  control  of  intellectual  capacity,  he  be- 
gins tentatively  and  experimentally  to  move 
away  to  other  individuals.  First  he  moves 
to  his  father,  then  to  siblings  and  to  other 
family  members,  and  then  to  school  com- 
panions and  contemporaries.  During  ado- 
lescence he  tries  to  prepare  for  the  complete 
independence  and  responsibility  which 
adulthood  will  bring.  These  transitions  are 
effected  by  virtue  of  the  biologic  forces 


which  promote  maturation  and  by  virtue  of 
the  complementary  social  attitudes  which 
expect  it.  Ordinarily  the  child  enjoys  sen- 
sual experience  with  his  mother  and  later, 
and  to  a lesser  extent,  with  his  father. 
After  the  age  of  five  or  six,  sensuality  is  dis- 
couraged in  the  child-parent  relation,  al- 
though it  is  encouraged  in  modified  form  in 
athletic  activity.  With  the  maturation  of 
sexual  potential,  the  child  looks  to  contem- 
poraries for  the  sensual  pleasure  that  the 
developing  and  increasingly  sensitive  geni- 
tal organs  promise. 

However,  genital  contact,  that  is,  sexual 
intercourse,  to  the  young  adolescent  often 
seems  to  be  more  of  an  ordeal  than  an  op- 
portunity. Confrontation  with  intercourse 
is  a test  of  the  adequacy  of  the  functioning 
of  the  individual’s  genitals,  something  which 
many  adolescents  doubt  and  which  others 
question.  There  is  frequently  a fear  of  the 
genitals  of  individuals  of  the  other  sex. 
There  is  a sense  of  shame  about  exposure, 
persisting  from  childhood.  Guilt,  too,  fre- 
quently persists  and  is  not  dispelled  even 
by  marriage.  Therefore,  once  initial  ex- 
periences have  satisfied  the  peremptory 
longings  and  pent  up  desires,  many  young 
people  lose  interest  in  sexual  intercourse. 

Commonly  the  inhibition  against  normal, 
genital,  heterosexual  contact  is  comple- 
mented by  needs  for  other  types  of  sexual 
experience  which  seldom  seem  appealing  to 
most  people.  I refer  here  to  sadistic  or 
masochistic  variants,  emphasis  on  stimula- 
tion of  parts  of  the  body  other  than  the  gen- 
itals, preference  for  masturbation,  or  homo- 
sexuality. In  analysis  we  usually  find  that 
these  altered  preferences  are  favored  by  ex- 
periences of  early  childhood  which  are 
“traumatic.”  For  example,  a child  may  have 
been  subjected  to  excessively  intense  stimu- 
lation, that  is,  physical  seduction,  once  or 
repeatedly.  The  child  may  have  been  rela- 
tively deprived  of  affection.  The  child  may 
have  experienced  moderate  stimulation  but 
at  an  age  when  he  was  not  ready  for  it. 
The  child  may  have  been  subjected  to  ex- 
cessive pain  or  humiliation.  A man  re- 
ported to  me  that  when  he  was  a child  his 
mother  permitted  him  to  see  her  dressing 
and  undressing  because  she  believed  that 
one  should  “live  naturally.”  At  the  same 
time  she  withheld  even  normal  amounts  of 
cuddling  and  kissing  because  she  believed 
that  excessive  affection  was  not  good  for 
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children.  In  this  way  she  subjected  him  to 
maximal  stimulation  and  maximal  frustra- 
tion. She  left  him  and  his  younger  brother 
with  friends  and  relatives  for  months  at  a 
time  while  she  went  off  traveling  with  her 
husband  on  his  business  trips.  When  this 
child  became  an  adult  he  found  the  naked 
female  body  revolting.  This  revulsion  found 
expression  in  a conscious  aversion  to  sexual 
intercourse  and  in  frequent  impotence.  He 
obtained  maximal  sexual  satisfaction  from 
masturbation  with  fantasies  of  being  tieil 
up  and  beaten  by  a woman.  Sometimes,  to 
add  to  the  impact  of  the  fantasy,  he  would 
tie  up  his  genitals  and  hands  with  strings. 
And  this  fantasied  desire  to  be  immobilized, 
expressed  the  wish  to  immobilize  the  elu- 
sive mother  of  his  childhood.  There  are  also 
reasons  to  believe  that  he  was  subjected  by 
her  to  physical  restraint  of  various  kinds  in 
childhood.  He  exhibited  poorly  repressed 
hostility  to  his  wife  which  became  evident 
in  his  remoteness,  irritability,  the  aversion 
to  intercourse  which  we  mentioned,  ex- 
cessive alcoholism,  and  physical  attacks  on 
his  wife  when  he  was  drunk.  Note  here 
that  the  sexual  aversion  in  adult  life  is  de- 
rived from  the  excessive  painful  stimulation 
of  childhood.  His  hostility  to  his  wife  is 
derived  from  his  hostility  to  his  mother. 
Note  too  the  association  of  sexual  aversion 
and  general  hostility.  It  is  not  uncommon 
to  find  that  the  childhood  experience  be- 
comes reversed  in  the  adult  sexual  fantasy. 
That  is,  the  childhood  vengeful  desire  to 
immobilize  and  beat  the  mother  becomes  in 
adult  life,  the  sexual  desire  to  be  restrained 
and  to  be  beaten. 

There  is  one  especially  frequent  sexual 
problem  which  is  based  on  fixation  at  an 
early  level  of  development,  and  which  is 
especially  destructive  of  marriages.  Be- 
ginning at  about  the  age  of  four,  five,  or 
six  the  child  is  encouraged  to  terminate 
sensual  contact  with  his  mother  and  in  fact 
to  put  such  thoughts  out  of  his  mind,  that 
is  to  repress  them.  In  his  effort  to  repress 
them  firmly,  the  child  begins  to  idealize  his 
mother.  He  comes  to  regard  her  as  a per- 
son without  physical  needs,  who  woukl  not 
indulge  in  any  kind  of  sexual  or  even  excre- 
tory activity.  That  is  why  in  puberty  when 
a child  is  introduced  intellectually  to  the 
facts  of  reproductive  life,  he  finds  it  hard 
to  believe  that  his  parents  could  indulge  in 
such  “crude”  and  “dirty”  behavior.  As  if 


to  reinforce  his  idealization,  he  finds  physi- 
cal contact  with  that  parent,  such  as  kissing 
and  embracing,  difficult.  This  process  of 
idealization  is  not  in  itself  harmful  and  it 
usually  succumbs  to  a more  realistic  under- 
standing as  the  child  matures  past  the  stage 
in  which  the  desire  for  a sensual  relation 
with  mother  poses  a threat.  It  does  become 
troublesome  however  when  the  desire  for 
mother  persists  into  adult  life  by  virtue  of 
fixation,  so  that  the  wife  is  seen  as  a repre- 
sentative of  mother.  Then  the  wife  too  be- 
comes idealized  and  is  seen  as  an  inappro- 
priate object  for  sexual  contact.  The  result 
is  that  the  man  avoids  his  wife  sexually  and 
seeks  extramarital  partners,  usually  from 
social  groups  or  classes  which  he  considers 
degraded.  In  some  instances  the  pathologic 
overidealization  of  the  partner  begins  be- 
fore marriage  so  that  the  boy  avoids  girls 
who  are  usually  considered  suitable  by  or- 
dinary criteria,  and  finds  girls  from  other, 
usually  lower  social  and  alien  religious 
groups,  irresistible. 

When  one  of  the  partners  is  sexually  in- 
hibited with  respect  to  the  other,  the  in- 
hibited partner  feels  torn  by  several  forces : 
his  feeling  of  aversion  to  his  wife,  his  feel- 
ing of  obligation  to  her,  his  desire  for  extra- 
marital relations,  and  guilt  about  this  de- 
sire. The  innocent  partner  in  such  an  in- 
stance feels  rejected,  humiliated,  and  be- 
trayed. She  feels  not  merely  deprived  of 
affection  and  physical  pleasure,  but  actually 
humiliated  about  being  found  unworthy. 
Since  both  partners  now  entertain  hostile 
feelings  toward  each  other,  there  is  mutual 
anger  which  may  express  itself  as  indiffer- 
ence, physical  or  verbal  attack,  and  denun- 
ciation to  others,  frequently  via  requests  for 
counsel.  The  complaints  to  others  fre- 
quently center  about  issues  removed  from 
the  real  ones,  so  that  the  counselor  who  fails 
to  find  the  true  source  of  contention  will  be 
amazed  at  the  intensity  of  anger  which  a 
seemingly  mild  difference  can  elicit,  and  he 
will  be  frustrated  when  his  efforts  to  remedy 
the  situation  are  unavailing. 

In  discussing  problems  of  sexual  aversion 
due  to  fixation,  we  have  spoken  of  the  sub- 
ject as  the  male  member  of  the  partnership. 
In  so  doing  we  were  not  only  following  cus- 
tomary literary  usage;  we  were  indicating 
that  marital  disharmony  due  to  sexual  aver- 
sion is  more  frequently  a phenomenon  of  the 
husband  than  of  the  wife.  The  woman’s 
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sexual  attitude  toward  a male  partner  is  not 
adversely  affected  by  residues  of  her  child- 
hood relation  to  her  mother  as  is  the  case 
with  a boy’s  attitude  toward  a female  part- 
ner. The  partner  of  the  male’s  maturity  is 
of  the  same  sex  as  his  first  love  object.  In 
the  case  of  the  female,  her  adult  partner  is 
not  of  the  same  sex  as  her  original  love  ob- 
ject. Again,  sexual  pleasure  diffuses  more 
widely  from  the  genital  area  in  the  woman’s 
body  than  in  the  man’s.  Therefore,  the  act 
of  sexual  intercourse  can  provide  more 
primitive  patterns  of  gratification  for  the 
woman  alongside  the  genital  pleasure. 
Third,  the  woman’s  sexual  aversion  to  her 
partner  will  not  physically  incapacitate  her 
in  sexual  intercourse.  A man’s  aversion 
however  will  immediately  be  betrayed  by 
impotence. 

We  have  been  discussing  the  traumatic 
experiences  encountered  early  in  life  which 
create  marital  dissension  decades  later.  We 
have  found  that  the  individual  attempts  to 
repeat  in  his  marriage  variants  of  these 
specific  childhood  experiences.  Another 
problem  arises  when  an  individual’s  physical 
maturation  is  not  accompanied  by  psychic 
maturation  so  that  he  brings  into  adult  life 
the  anaclitic  attitude  of  childhood.  Anaclitic 
is  the  term  that  Freud  used  to  designate  the 
child’s  instinctual  craving  for  his  mother’s 
affection  in  view  of  the  fact  that  his  sur- 
vival depends  on  her  affection  and  the  nour- 
ishment, protection,  and  care  that  the  affec- 
tion brings.  Anaclitic  impulses  are  to  be 
distinguished  from  mature  impulses  which 
seek  only  to  give,  to  protect,  to  care  for,  and 
to  nourish.  It  turns  out  that  there  are  a 
large  number  of  individuals  who  never  ad- 
vance from  the  anaclitic  to  the  mature  atti- 
tude. In  their  relations  with  others,  the 
anaclitic  attitude  may  be  revealed  more  or 
less  clearly.  It  achieves  direct  expression 
in  clinging  attitudes,  in  obvious  eagerness 
to  please,  and  in  the  need  for  constant  con- 
tact to  obtain  the  support  of  parent  repre- 
sentatives. It  achieves  indirect  manifesta- 
tion in  obligating  others  by  being  generous, 
proper,  and  kind  and  by  demonstrating  ex- 
cessive independence.  On  the  other  hand 
the  anaclitic  attitude  may  be  concealed,  es- 
pecially in  adolescence  or  early  adult  life, 
by  simulation  of  normal,  age-adequate  forms 
of  behavior  and  by  extravagant  displays  of 
independence  which  frequently  trouble  the 
adolescent’s  maturation  into  adulthood. 


Obviously  marriage  requires  and  expects 
a mature,  giving,  caring,  and  creating  atti- 
tude on  the  part  of  both  partners.  The 
young  adult  who  marries  is  ostensibly  start- 
ing a new  family  as  a prospective  parent 
and  as  an  equal  partner  in  a new  enterprise. 
He  is  not  supposed  to  be  transferring,  as  a 
child,  from  one  set  of  parents  to  another. 
Yet  many  adolescents  and  young  adults  do 
precisely  this.  To  escape  from  the  ambiva- 
lent tie  to  their  parents,  they  marry,  hoping 
to  find  in  the  spouse  a substitute  parent. 
When  they  do,  a number  of  different  out- 
comes are  possible.  The  worst  outcome  fol- 
lows the  marriage  of  two  anaclitic  adoles- 
cents who  deceive  each  other,  each  posing  as 
strong  and  independent,  yet  they  cling  to- 
gether like  two  helpless  babes.  Such  mar- 
riages seldom  last  more  than  a few  months 
or  years.  Equally  unstable  is  the  marriage 
of  the  childlike  adolescent  to  a partner  who 
seems  to  be  strong  and  protective,  but  who 
is  actually  overpossessive  and  tyrannical. 
The  adolescent  who  is  fleeing  from  posses- 
sive parents  is  most  apt  to  land  in  the  arms 
of  a possessive  spouse.  This  type  of  mar- 
riage may  last  somewhat  longer  than  the 
first  kind,  that  is  months  to  years,  but 
sooner  or  later  the  dependent  partner  will 
find  the  tyranny  of  the  other  too  oppressive. 
If  one  of  the  partners  is  strong  and  pro- 
tective, a mildly  anaclitic  attitude  on  the 
part  of  the  other  may  be  tolerated  without 
too  much  difficulty.  We  are  all  familiar  with 
marriages  which  seem  to  be  stable  and  en- 
during, in  which  one  of  the  partners  is  a 
source  of  strength  and  the  other  is  clearly 
dependent.  Sometimes  events  such  as  a 
death  or  illness  may  demonstrate,  to  our  sur- 
prise, that  our  assessment  of  relative 
strength  and  weakness  is  erroneous,  that 
the  one  who  was  outwardly  strong  was  ac- 
tually the  weaker,  and  vice  versa. 

Two  sources  of  difficulty  threaten  the 
marriage  in  which  there  is  one  intensely 
anaclitic  partner.  First,  the  anaclitic  part- 
ner may  require  more  affection,  devotion, 
and  self-sacrifice  than  the  other  can  give. 
As  a result  the  anaclitic  partner  will  become 
more  desperate,  more  bitter,  more  accusing, 
and  more  provocative,  while  the  stronger 
partner  will  begin  to  feel  abused,  unappre- 
ciated, and  disappointed.  Second,  the 
stronger  partner  because  of  his  own  prob- 
lem, sexual  or  otherwise,  and  especially  if 
he  has  a sadistic  streak,  may  abuse  the  de- 


262  New  York  State  Journal  of  Medicine  / January  15,  1970 


pendence  of  his  spouse  by  deprivation,  hu- 
miliation, hostility,  detachment,  sexual 
withdrawal,  and  even  physical  attack.  The 
dependent  partner  will  then  become  angry 
and  act  out  the  anger  in  his  or  her  own 
characteristic,  usually  destructive,  way. 
This  reaction  will  then  be  used  by  the  first 
partner  to  justify  his  hostile  behavior. 

A mildly  or  moderately  anaclitic  attitude 
may  be  compatible  with  some  stability  in 
marriage.  As  noted,  a strong  partner  can 
and  often  likes  to  carry  a weaker  one  in 
what  seems  to  be  a stable  marriage.  Some- 
times two  slightly  anaclitic  partners  can 
work  out  a modus  vivendi,  especially  when 
either  or  both  can  obtain  supplementary  sup- 
port from  external  sources,  for  example,  as 
a member  of  a social  group,  a congregation, 
a business  enterprise,  or  an  academic  com- 
munity. Temporary  dependence  may  be 
enforced  perhaps  as  the  result  of  a disabling 
illness  or  of  serious  reverses  such  as  busi- 
ness difficulties.  The  individual  who  is 
normally  independent,  will  then  be  able  to 
regress  to  dependence  when  circumstances 
justify  such  regression  without  too  much 
shame.  An  individual  who  is  struggling  to 
conceal  and  to  overcome  dependence  will 
make  a more  desperate  show  of  indepen- 
dence even  in  the  face  of  adversity. 

Aging  imposes  alterations  of  disposition. 
Even  those  who  start  adult  life  with  the 
proper  attitude,  approach,  and  adequate  en- 
ergy, normally  experience  a decline  of  vital 
energies  beginning  noticeably  in  the  fifth  or 
sixth  decade.  This  diminution  of  energy 
makes  such  individuals  less  eager  to  take 
on  new  responsibilities,  less  eager  for  ad- 
venture, and  more  concerned  with  retaining 
the  status  quo.  They  also  demonstrate  a 
greater  tendency  to  become  depressed  and  a 
greater  readiness  to  accept  rather  than  to 
give  care.  Therefore  such  individuals  ex- 
hibit a greater  readiness  to  accept  an  ana- 
clitic relation  with  the  partner.  As  they 
age  then,  the  two  partners  permit  them- 
selves to  become  more  dependent  on  each 
other,  when  and  as  such  dependence  is 
needed.  There  are  of  course  exceptions. 
Those  whose  vigor  resists  decline  and  who 
therefore  never  find  themselves  in  a depen- 
dent position  constitute  one  kind  of  excep- 
tion. There  are  also  those  who,  feeling  un- 
consciously the  onset  of  decline,  must  re- 
sist it  out  of  shame  and  anxiety.  These  in- 
dividuals, therefore,  lean  over  backwards 


to  demonstrate  noisily  their  amazing  inde- 
pendence and  vigor.  Such  people  are  likely, 
sooner  or  later,  to  collapse  into  depression, 
and  severely. 

Then  there  is  the  sadomasochistic  couple. 
This  is  a couple,  each  of  whom  relates  to 
the  spouse  by  demanding,  by  becoming 
angry  when  demands  are  unfulfilled,  and 
then  by  attacking  the  partner  because  he  is 
unloving.  When  either  one  of  the  couple 
behaves  this  way,  he  makes  himself  so  dis- 
agreeable that  the  other  will  ultimately 
leave.  When  both  members  behave  this 
way,  they  establish  a firm  and  indissoluble 
tie  in  which  each  obtains  satisfaction  from 
attacking  the  partner  and  from  being  at- 
tacked. As  time  goes  on,  the  proceedings 
become  livelier,  for  the  two  unfortunate  in- 
dividuals attempt  to  make  matters  more 
exciting  by  adding  public  humiliation  to 
private  attack.  They  do  this  by  bringing 
their  quarrels  to  the  attention  of  family, 
friends,  and  community.  Everybody  tries 
to  help,  but  nobody  is  really  permitted  to 
do  so. 

Marital  discord  as  presented  to  counselor 

In  cases  in  which  the  behavior  of  one 
partner  is  disturbed  by  a sexual  problem,  it 
is  seldom  this  partner  who  complains.  He 
indulges  himself  in  whatever  forms  of 
symptomatic  behavior  give  him  most  relief, 
whether  abstinence,  impotence,  or  extra- 
marital relations  with  or  without  promis- 
cuity and  with  or  without  perversion.  It  is 
the  other  partner,  usually  the  wife,  who  com- 
plains. Her  complaints  may  deal  with  the 
sex  problem  directly;  for  example,  she  may 
request  assistance  in  the  problem  of  her 
husband’s  infidelity,  or  she  may  complain 
about  a different  though  related  issue,  for 
example,  that  her  husband  is  indifferent  and 
remote. 

In  cases  of  disturbing  anaclitic  attach- 
ment, the  anaclitic,  dependent  partner,  usu- 
ally the  woman,  will  complain  either  directly 
or  indirectly.  In  the  first  case  she  deplores 
her  husband’s  indifference,  his  lack  of  affec- 
tion, his  withholding  of  money  and  respect. 
In  the  second  instance  she  brings  in  some 
peripheral  family  problem  such  as  difficul- 
ties with  her  in-laws  or  with  her  children 
Perhaps  this  is  the  most  frequent  type  of 
marital  problem  brought  for  counsel.  Com- 
monly the  anaclitic  disappointment  may  give 
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rise  to  serious  anger  which  in  turn  ex- 
presses itself  as  belligerence  and  hostility. 
In  such  a case  the  other  partner  will  com- 
plain of  the  anger  even  though  he  may  be 
the  cause  of  his  wife’s  discontent.  The 
anaclitic  spouse  may  in  fact  lapse  into 
frank  illness,  depression,  or  schizophrenia  or 
may  become  tongue-tied  by  her  ambivalence. 
In  any  of  these  cases,  she  may  refuse  to 
express  her  criticism  or  anger  against  her 
disappointing  partner.  If  such  an  individ- 
ual does  then  come  to  a counselor,  it  will 
not  be  with  a request  for  help  in  the  han- 
dling of  a marital  problem  but  rather  with 
complaints  which  she  cannot  spell  out.  She 
may  say  that  she  does  not  know  why  she  has 
come ; she  leans  over  backward  to  express 
appreciation  of  her  husband;  or  she  calls 
for  an  appointment  and  fails  to  keep  it.  Not 
infrequently,  her  spouse,  her  friends,  her 
children,  or  other  relatives  may  request  help 
for  this  woman  who  is  obviously  suffering 
but  refuses  to  complain.  This  kind  of  case 
usually  challenges  the  diagnostic  acumen  of 
the  counselor  not  only  because  of  the  refusal 
of  the  individual  to  complain,  but  especially 
because  the  individual  misleads  the  coun- 
selor by  expressing  loud  appreciation  of  the 
disappointing  spouse.  It  must  also  be  kept 
in  mind  that  the  role  of  the  “normal”  spouse 
as  instigator  may  not  be  readily  visible 
when  the  wronged  or  disappointed  individ- 
ual is  the  one  whose  behavior  becomes  more 
pathologic  or  more  extreme. 

Now  we  have  discussed  marital  problems 
which  arise  from  sexual  disturbance  and 
marital  problems  which  arise  from  anaclitic 
dependence.  There  are  not  a few  individ- 
uals in  whom  both  sexual  problem  and  ana- 
clitic dependence  occur  together.  That  is, 
some  individuals  tend  to  combat  depression 
by  sexual  acting  out,  namely,  by  indulgence 
in  infidelity,  promiscuity,  or  perversion.  In 
such  instances  the  other  spouse  may  com- 
plain of  this  offensive  behavior  or  the  dis- 
turbed spouse  himself,  in  a guilty  moment, 
may  seek  assistance  and  thus  offer  the  coun- 
selor an  opportunity  to  deter  him. 

Two-year  experience 

On  the  basis  of  the  foregoing  discussion 
it  appears  that  each  partner  in  a troubled 
marriage  may  be  characterized  as  (1) 
normal,  (2)  merely  reacting  to  his  partner’s 
behavior,  (3)  anaclitic,  or  (4)  sexually 


TABLE  I.  Distribution  of  kinds  of 
marital  disturbance 

> Wife 

Sexu- 


ally 


Husband 

Nor- 

mal 

Re-  Dis-  Ana- 
active  turbed  clitic 

Total 

Reactive 

4 

4 

Sexually 

disturbed 

3 

2 

11 

16 

Anaclitic 

1 

1 

1 

2 

5 

Totals 

1 

4 

3 

17 

25 

disturbed. 

We  can  obtain  a gross  classification  of  the 
various  forms  of  marital  disturbance  by 
specifying  the  category  of  husband  and  wife 
respectively.  In  Table  I you  will  see  how 
the  25  cases  which  we  have  examined  are 
distributed.  The  headings  of  the  vertical 
columns  pertain  to  the  wife,  and  the  head- 
ings of  the  horizontal  rows  pertain  to  the 
husband.  Thus  there  were  4 couples  in 
which  the  wife’s  behavior  could  be  desig- 
nated as  anaclitic  and  the  husband’s  as 
simply  reactive  to  his  wife’s  disturbance. 
There  were  3 instances  in  which  the  hus- 
band exhibited  sexual  disturbance  and  his 
wife’s  behavior  could  be  considered  merely 
reactive  to  his  disturbance.  There  were  2 
cases  in  which  both  the  husband  and  wife 
exhibited  sexual  disturbance,  11  in  which 
the  husband  showed  a sexual  problem  and 
his  wife  betrayed  an  anaclitic  attitude,  and 
so  on. 

Examining  the  table,  we  discover  that  the 
cases  are  not  distributed  at  random.  Most 
of  the  male  partners  (16  out  of  25)  show 
some  sexual  disturbance.  Most  of  the  fe- 
male partners  (17  out  of  25)  show  anaclitic 
dependence.  The  most  frequent  combina- 
tion is  that  in  which  the  husband  exhibits 
sexual  disturbance  and  his  wife  an  anaclitic 
attitude. 

Since  this  is  the  most  prevalent  grouping, 
let  us  examine  it  a little  more  closely.  Most 
individuals  in  this  group  were  in  their 
thirties  or  forties  and  in  9 of  the  11  cases 
the  marriages  had  lasted  between  ten  and 
twenty  years.  In  most  cases  it  was  the 
wife  who  had  initiated  the  counseling  pro- 
cedure. Of  the  11  couples  in  this  group, 
there  were  4 depressed  wives  with  husbands 
who  had  withdrawn  into  a narcissistic  re- 
treat and  become  either  averse  to  sexual  re- 
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lations  or  impotent.  There  were  another 
4 depressed  wives  with  husbands  who  were 
acting  out  sexually  in  one  way  or  another. 
In  one  of  these  instances  there  was  infi- 
delity; a second  man  beat  his  wife;  a third 
exerted  sadistic  control  over  her  behavior; 
and  a fourth  occupied  himself  with  gam- 
bling (a  form  of  acting  out)  and  ignored  his 
wife. 

To  illustrate,  there  was  one  couple  in 
which  each  partner  was  thirty-three  years 
old.  The  man  was  successful  and  spent  long 
hours  at  work,  using  his  occupation  to 
justify  avoiding  his  wife.  She  was  de- 
pressed, almost  paranoid,  and  wanted  some- 
thing done  to  stimulate  her  husband  to  be- 
come more  interested  in  her.  She  developed 
a clinging  and  troublesome  attachment  to 
the  rabbi  whom  she  had  first  consulted.  In 
a second  family,  the  husband  had  actively 
withdrawn  from  wife  and  child,  was  carry- 
ing on  an  extramarital  affair,  and  con- 
sidered divorcing  his  wife.  Yet  he  was  un- 
able to  do  so.  His  wife  wanted  to  hold  onto 
her  husband  and  to  the  marriage  even 
though  she  knew  of  his  infidelity.  She  was 
willing  to  make  concessions  and  allowances. 
She  had  been  unfaithful  on  a small  number 
of  occasions  but  was  unhappy  with  infidelity 
as  a solution  and  hoped  that  her  husband 
could  be  induced  to  stay  with  her. 

Reverting  to  the  group  as  a whole,  it 
contained  2 wives  who  were  frankly  psy- 
chotic and  a third  wTho  responded  with 
temper  tantrums  and  violent  hysterical  at- 
tacks to  her  husband’s  provocations. 

The  second  most  frequent  combination 
was  that  of  an  anaclitically  dependent  wife 
and  a husband  reacting  to  the  problems 
that  she  was  creating.  In  3 of  the  4 in- 
stances in  this  group,  the  wife  was  de- 
pressed, and  in  the  fourth  she  was  frankly 
psychotic.  In  each  case  the  husband  had 
reacted  by  withdrawing  into  himself  and 
thus  attempted  to  avoid  or  minimize  his 
wife’s  capacity  to  hurt  him.  All  of  these 
marriages  had  endured  for  more  than  fifteen 
years  and  in  2 of  the  4 instances  for  twenty- 
five  years.  All  of  the  individuals  were  in 
their  forties  or  fifties.  In  each  case  the 
wife  requested  assistance  and  asked  the 
rabbi  to  undo  her  husband’s  indifference. 

In  one  typical  example  the  wife  was  de- 
pressed, demanding,  bitter,  implacable,  and 
involved  in  constant  quarreling  with  her 
husband  and  with  her  seriously  depressed 


daughter.  Her  husband  attempted  to  deal 
with  the  situation  by  ignoring  it  and  even 
managed  to  forget  certain  specific  dramatic 
episodes  such  as  his  wife’s  suicidal  threats. 
He  maintained  a surprisingly  bland,  even 
disposition. 

There  were  3 instances  in  which  women 
who  to  our  observation  appeared  normal  re- 
sponded to  their  husband’s  serious  distur- 
bance. Two  of  these  husbands  were  frankly 
psychotic,  and  1 was  acting  out  sexually. 
These  women  seemed  to  try  to  preserve  the 
marriage  up  to  a point,  and  then  ultimately 
they  gave  up  and  divorced. 

In  4 of  the  5 instances  in  which  the  hus- 
band was  an  anaclitic  character  the  indi- 
viduals were  young,  and  in  all  5 the  mar- 
riages were  no  more  than  eight  years  old. 
Most  of  the  marriages  were  less  than  four 
years  old.  In  all  of  these  instances  the  hus- 
band disappointed  his  wife  by  being  de- 
pendent on  her  or  on  his  or  her  parents. 
These  were  bad  marriages  and  probably 
should  never  have  taken  place.  In  4 of  the 
5 separation  or  divorce  had  already  taken 
place  or  was  about  to  take  place  when  the 
couple  applied  to  the  Bernstein  Center. 

A typical  example  of  this  group  was  a 
couple,  each  about  twenty-five  years  old, 
whose  marriage  had  endured  three  and  a 
half  years.  The  husband  made  no  effort 
to  support  his  wife  and  2 children.  Since 
the  wife’s  family  was  willing  to  look  after 
the  children,  the  wife  moved  in  with  them. 
Both  were  ready  for  divorce  and  came  only 
for  sanction.  Both  were  unrealistic,  child- 
ish, and  ineffectual. 

We  must  be  cautious  about  drawing  con- 
clusions from  these  observations.  In  the 
first  place  the  population  should  not  be  con- 
sidered a representative  sample  of  marital 
difficulties.  It  is  selective  because  it  in- 
cludes only  individuals  who  sought  assis- 
tance and  only  those  who  sought  assistance 
under  religious  auspices.  It  is  surprising 
for  example  that  there  was  only  one  frankly 
depressed  man  in  this  group  of  25  disturbed 
couples.  What  we  do  not  see  here  are  those 
instances  of  marital  difficulty  in  which  the 
individuals  seek  no  assistance,  go  directly 
to  a lawyer,  or  go  directly  to  a psychiatrist. 
Second,  these  inferences  are  drawn,  not 
from  prolonged  psychoanalytic  scrutiny,  but 
primarily  on  the  basis  of  histories  obtained 
and  examinations  performed  by  the  social 
worker,  the  rabbis,  or  the  students.  Third, 
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the  total  number  of  cases,  that  is  25,  is  not 
trivial  but  it  is  too  small  to  draw  far-reach- 
ing conclusions. 

Yet  within  these  limits  we  may  make 
certain  interferences  with  respect  to  those 
instances  of  marital  disturbances  which 
come  to  the  rabbi’s  attention.  The  most  fre- 
quent situation  encountered  is  that  of  the 
husband  whose  sexual  impulse  is  inhibited 
or  diverted  and  whose  wife  is  excessively 
dependent.  Most  of  such  couples  come  to 
the  rabbi  only  in  middle  life  when  these 
patterns  become  exaggerated,  usually  due 
to  the  changes  of  middle  age.  We  refer  here 
to  the  progressive  loss  of  sexual  interest  on 
the  part  of  the  husband,  the  greater  ten- 
dency to  depression  in  both  partners,  and 
the  maturation  of  the  children.  Couples  in 
marriages  which  fail  because  the  husband  is 
too  dependent  come  for  help  early  in  the 
course  of  the  marriage,  and  at  that  time 
the  partners  already  seem  at  the  point  of 
divorce.  It  is  interesting  too  that  the 
classification  system  which  we  have  pro- 
posed seems  successfully  to  isolate  homo- 
geneous groups. 

Summary 

Marital  difficulties  come  about  when  at 
least  one  partner  is  unable  to  function  sex- 
ually or  is  too  dependent  on  the  other.  A 
classification  of  marital  disturbances  may  be 
achieved  by  categorizing  both  husband  and 
wife  respectively  as  normal,  merely  reactive 
to  a disturbed  spouse,  sexually  disturbed,  or 
excessively  anaclitic.  The  most  frequent 
type  of  problem  that  is  brought  to  the  rabbi 
is  a middle-aged  couple  who  have  adolescent 
or  grown  children.  The  husband  has  be- 
come sexually  uninterested  in  his  wife  and 
the  wife  has  become  depressed  or  seems  to 


be  on  the  verge  of  depression.  In  fewer 
cases  the  wife  is  depressed  but  the  hus- 
band’s disaffection  seems  to  be  only  a re- 
action to  her  depression.  There  are  some 
couples,  seen  in  the  early  years  of  marriage, 
whose  marriage  falls  apart  because  the  hus- 
band is  too  dependent  and  ineffectual.  By 
viewing  marital  problems  in  the  manner 
suggested  here,  the  rabbi  will  be  able  to 
grasp  the  essential  difficulty,  distinguish  it 
from  peripheral  issues,  and  plan  a rational 
response. 
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| 0 the  BEST  of  our  knowledge  the  first  re- 
port of  the  association  of  tetanus  with  drug 
addiction  is  more  than  ninety  years  old.1  In 
some  areas,  within  the  past  fifteen  years, 
this  minor  but  noteworthy  phenomenon  has 
become  a major  contributory  cause  of  teta- 
nus.- 11  Two  recent  national  reviews  of  the 
epidemiology  of  tetanus  gave  only  one  brief 
mention  of  this  unusual  local  situation.7  8 A 
recent  survey  of  the  epidemiology  of  the  dis- 
ease in  New  York  City  from  1950  to  1965 
demonstrated  that  since  1955  the  majority 
of  reported  cases  have  occurred  in  narcotic 
addicts.  The  other  city  in  which  a nearly 
similar  situation  appears  to  exist  at  the 
present  time  is  Chicago.5  9 

Several  of  the  unique  features  of  the  dis- 
ease as  it  occurs  in  addicts  were  commented 
on  by  Greenberg  in  1959. 10  In  particular  he 
pointed  out  the  high  frequency  in  Negro  fe- 
males, the  relatively  young  age  of  those  af- 
fected, and,  finally,  the  strikingly  high  mor- 
tality rate.  The  recent  survey  of  tetanus  in 
New  York  City  revealed  several  unique  clini- 
cal and  epidemiologic  aspects  of  tetanus  in 
addicts  which  parallel  and  extend  Green- 
berg’s observations.9  This  present  study  is 
concerned  with  the  changes  that  have  oc- 
curred in  the  epidemiology  of  the  disease 
between  1965  and  1968  and  with  a summary 
of  recent  investigations  in  this  area. 


TABLE  I.  Comparison  of  characteristics  of  cases 
of  tetanus  in  New  York  City,  1950  through  1968. 


/ Addicts #«—  Nonaddicts 


Category 

1950 

to 

1965 

1966 

to 

1968 

1950 

to 

1965 

1966 

to 

1968 

Cases  reported 

81 

17 

77 

8 

Race  (per  cent) 

White 

17 

0 

69 

50 

Negro 

78 

71 

17 

25 

Puerto  Kican 

5 

29 

14 

25 

Residing  Hast  and  Central 

Harlem  (per  cent) 

69 

81 

16 

25 

Total  cases  known* 

115 

31 

82 

9 

Age  (years)  (per  cent) 

10 

0 

0 

17  (14) t 

ii  (i) 

10  to  19 

0 

0 

18  (15) 

0 

20  to  29 

43 

45 

11  (9) 

22  (2) 

30  to  39 

43 

39 

10  (8) 

11  (1) 

40  to  49 

12 

16 

15  (12) 

0 

50  to  59 

1 

0 

18  (15) 

11  (2) 

60  and  over 

1 

0 

11  (9) 

45  (4) 

Sex  (per  cent) 

Male 

29 

45 

66 

78 

Female 

71 

55 

34 

22 

Cases  occurring  (per  cent): 

January  through  April 

43 

32 

16 

33 

May  through  August 

33 

36 

60 

56 

September  through 

December 

24 

32 

24 

11 

Case  fatality  rate 

86 

71 

26 

33 

* Includes  unre|K>rted  cases  from  Metropolitan,  Bellevue, 
and  Harlem  Hospitals.  Searches  at  selected  voluntary 
hospitals  were  relatively  unproductive. 

t Number  of  nonaddicts  involved  in  parentheses. 

Tetanus  in  addicts  and  nonaddicts 

Table  I contains  a comparison  of  the  age, 
sex,  race,  residence,  and  seasonal  and  case 
fatality  characteristics  of  addicts  and  non- 
addicts with  tetanus  from  1950  through  1965 
and  from  1966  through  1968.  Addicts  are 
likely  to  be  young  adults,  while  for  the  ear- 
lier period  the  nonaddict  cases  as  shown  in 
Table  I have  a bimodal  age  distribution.  In 
recent  years  the  initial  age  peak  has  virtu- 
ally vanished  with  the  disappearance  of 
childhood  cases  of  tetanus  in  New  York  City. 
This  latter  change  actually  occurred  around 
1955  and  was  possibly  related  to  the  intro- 
duction of  triple  antigen  (DTP)  in  the 
City’s  child  health  stations.  This  left  the 
older  age  peak  of  those  over  fifty  years  of 
age  as  is  seen  in  the  period  1966  to  1968;  it 
means  that  addict  tetanus  patients  are  likely 
to  be  several  decades  younger  than  the  non- 
addict cases. 

Addict  tetanus  is  most  frequently  seen  in 
addicted  women.  This  may  be  in  a process 
of  change,  since  for  1966  to  1968  the  number 
of  cases  in  males  nearly  equaled  that  in  fe- 
males, 14  to  17.  In  particular  these  are 
likely  to  be  Negro  women.  Nonaddict  cases, 
however,  are  likely  to  be  men  and  to  be 
white.  Further,  the  addict  cases  tend  to 
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FIGURE  1.  Reported  cases  of  tetanus  by  resi- 
dence, 1959  through  1965.® 

concentrate  in  Manhattan,  especially  East 
and  Central  Harlem,  while  the  nonaddicts 
are  distributed  in  all  the  boroughs  in  ac- 
cordance with  the  population.  This  can  be 
seen  graphically  in  Figure  1 for  the  period 
1959  to  1965.  In  the  past  three  years  this 
has  changed  very  little  since  84  per  cent  of 
all  the  recent  known  addict  cases  give  an  ad- 


dress in  Central  or  East  Harlem  compared  to 
only  a third  of  all  the  known  nonaddict  cases, 
81  and  25  per  cent  for  the  reported  cases 
respectively.  Both  addict  and  nonaddict 
cases  appear  to  have  become  more  concen- 
trated in  upper  Manhattan  in  recent  years ; 
however,  the  numbers  are  small  and  no  con- 
clusions can  be  made  now. 

Nonaddict  cases  display  a summer  sea- 
sonal concentration,  while,  as  expected,  ad- 
dict cases  do  not.  Finally,  there  is  an  im- 
mense difference  in  the  case  fatality  rate 
which  has  not  diminished  appreciably  in  the 
past  three  years. 

Table  II  gives  the  time  trends  of  both  re- 
ported and  total  known  cases.  After  an  ap- 
parent brief  decline  from  1960  to  1965,  the 
number  of  cases  appears  again  to  be  rising 
and  in  1968  reached  new  record  levels.  This 
increase  comes  at  a time  when  there  has 
been  an  increase  in  both  the  reports  of  liv- 
ing addicts  and  the  number  of  identified 
deaths  of  addicts. 

Addicts  with  tetanus  compared  with 
addicts  in  genera! 

If  the  characteristics  of  addict  tetanus 
cases  are  compared  with  the  characteristics 
of  known  addicts  taken  from  the  records  of 
the  office  of  the  Chief  Medical  Examiner  and 
the  Narcotics  Registry,  that  is  the  addict 
deaths  and  the  reports  of  addicts,  one  simi- 
larity and  several  dissimilarities  are  noted 
(Table  III).  There  are  corresponding  age 
distributions,  but  the  sex,  race,  and  resi- 


TABLE  II.  Known  cases  of  tetanus,  New  York  City  1955  through  1968. 


Reported  Cases  and  Unreported 

Municipal  Hospital  Cases  * — 

Reported  Cases — - Per  Cent 


Year 

Total 

Addicts 

Total 

Addicts 

Total  Addicts 

1955 

12 

7 

14 

9 

64 

1956 

18 

13 

25 

19 

76 

1957 

12 

8 

17 

12 

70 

1958 

9 

7 

14 

12 

86 

1959 

17 

15 

18 

16 

89 

1960 

3 

0 

10 

7 

70 

1961 

8 

6 

10 

7 

70 

1962 

6 

1 

11 

6 

55 

1963 

6 

5 

7 

6 

86 

1964 

5 

0 

9 

3 

33 

1965 

6 

4 

7 

5 

71 

1966 

6 

2 

13 

8 

62 

1967 

8 

7 

10 

9 

90 

1968 

11 

8 

17 

14 

82 

*Bellevue,  Metropolitan,  and  Harlem  Hospitals. 
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TABLE  III.  Comparison  of  age,  sex,  race,  and 
residence  of  addicts  with  tetanus  and  deaths  and 
reports  of  addicts  (per  cent) 


Category 

Reported 
Addicts 
with 
Tetanus 
1950  to 
1968 

Addict 

Deaths 

1964 

Newly  Reported 
Habitual  Users 
of  Narcotics  and 
Other  Drugs 
1964  to  1966 

Age 

20 

0 

n.i 

7.3 

20  to  29 

43.9 

41.8 

52.1 

30  to  39 

41.7 

33.2 

28.8 

40  and  over 

14  4 

12.2 

7.4 

Not  stated 

4.0 

Sex 

Male 

39  8 

83.3 

79.8 

Female 

67.2 

16.7 

20.2 

Race  or  ethnic  group 

White 

13.7 

29.3 

24.7 

Negro 

78.1 

52  4 

46  9 

Puerto  Rican 

8.2 

17.4 

26.2 

Other 

2.2 

Manhattan  residence 

86.3 

52.0 

54.2 

dence  distributions  are  different.  There- 
fore, addict  tetanus  cases  are  a sample  of 
the  addicted  population  that  contains  many 
more  women,  more  Negroes,  and  more  Man- 
hattan (actually  Harlem)  dwellers  than 
would  be  expected  fi'om  these  other  two  sam- 
ples of  the  addict  population  which  do  agree 
with  each  other  to  a surprising  extent. 

Serologic  studies 

Further  investigations  were  intended  to 
clarify  the  basis  for  the  greater  frequency 
of  women,  Negroes,  Harlem  residents,  and 
the  greater  case  fatality  rate.11  Differences 
in  the  distribution  of  a disease  that  lacks  a 
subclinical  state,  as  does  tetanus,  can  be  re- 
lated to  differences  in  susceptibility  and/or 
to  differences  in  the  exposure  of  a popula- 
tion. Nonsusceptibility  to  tetanus,  that  is 
resistance  to  the  disease,  would  correspond 
to  the  presence  of  detectable  circulation  tet- 
anus antitoxin.  Since  thex-e  is  no  naturally 
acquired  antibody  to  tetanus  toxin,  its  pres- 
ence must  l'eflect  an  ai'tificial  immunization 
with  tetanus  toxoid. 

Serum  samples  were  taken  from  144  men 
and  113  women  admitted  to  Morris  J.  Bern- 
stein  Institute*  for  narcotic  detoxification 
and  were  studied  to  detexrnine  tetanus  anti- 
toxin titers.  Twenty-one  per  cent  of  the 
men  failed  to  display  protective  levels  of  an- 
tibody, 0.01  antitoxin  units  per  milliliter, 
compared  with  35  per  cent  of  the  women. 

* Formerly  Manhattan  General  Hospital. 


The  difference  in  levels  of  protection  be- 
tween the  sexes  and  between  groups  were 
found  to  be  relatively  small.  Actually,  a 
larger  proportion  of  this  sample  of  addicts 
possessed  higher  titers  of  antibody,  >0.64 
antitoxin  units  per  milliliter,  than  did  a com- 
parable sample  of  the  New  York  City  popu- 
lation which  was  recently  surveyed  for  teta- 
nus antibody  by  means  of  samples  taken 
from  sera  submitted  for  syphilis  serology  to 
the  health  department  laboratories.12 

The  relatively  high  level  of  protection  can 
probably  be  attributed  to  the  recent  immuni- 
zation given  by  the  City  of  New  York  De- 
partment of  Correction  at  Rikers  Island  and 
the  Women’s  House  of  Detention.  Both  the 
sample  studied  and  other  groups  of  institu- 
tionalized addicts  have  high  rates  of  prison 
experience.  It  is  apparent,  therefore,  that 
at  most,  only  twice  as  many  addicted  women 
are  unprotected  against  the  disease  as  ad- 
dicted men.  However,  the  relative  risk  fac- 
tor for  women  must  be  on  the  order  of  6 
times.  That  is,  while  there  are  about  3 
times  as  many  male  addicts  as  female  ad- 
dicts, about  2 times  as  many  women  addicts 
contract  the  disease.  Furthermore,  the  lack 
of  ethnic  differences  in  protective  antibody 
levels  leaves  unexplained  the  distinctive  eth- 
nic and  geographic  features  of  the  epidemi- 
ology of  this  disease  in  addicts. 

Interview  studies 

The  next  factor  of  the  study,  exposure,  in- 
dicated that  25  out  of  28  addicts  with  teta- 
nus seen  at  Metropolitan  Hospital  were 
“skin  poppers,”  while  in  general  over  85  per 
cent  of  addicts  admitted  with  other  diag- 
noses were  “mainliners.”9 

With  the  help  of  the  staff  of  the  Morris  J. 
Bernstein  Institute,  interviews  were  held 
with  admitted  patients  concerning  route  of 
drug  administration.11  These  produced  the 
infoi’mation  that  2 to  3 times  as  many 
women  as  men  addicts  use  “skin  popping” 
(subcutaneous  injections)  for  extended  peri- 
ods,  that  they  use  this  route  for  a longer 
time,  and  that  they  consume  more  drug  per 
day  and  therefore  take  more  injections.  Be- 
cause unsterile  subcutaneous  injections  are 
apt  to  produce  abscesses  and  because  the 
causative  agent  of  tetanus,  Clostridium  tet- 
ani,  can  germinate  and  produce  its  neuro- 
toxin only  under  anaerobic  conditions  such 
as  exist  in  abscesses,  these  findings  go  very 
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far  toward  explaining  the  increased  risk  of 
tetanus  in  addicted  women. 

These  investigations  also  produced  an  ex- 
planation for  the  concentration  of  the  dis- 
ease in  Negro  women  addicts  from  Harlem 
since  it  demonstrates  their  greater  use  of 
the  subcutaneous  route  of  drug  taking. 
Nearly  one  quarter  of  women  addicts  from 
Harlem  give  histories  of  “skin  popping”  as 
compared  with  about  6 per  cent  of  women 
addicts  from  other  areas.  This  mode  of 
drug  usage  in  both  sexes  increased  with  age; 
yet  so  constricted  is  the  age  distribution  of 
addicts  in  this  city  that  the  increase  of  “skin 
popping”  with  age  has  little  effect  on  the  age 
distribution  of  addicts  with  tetanus. 

Clinical  considerations 

The  increased  mortality  rate  among  ad- 
dicts with  tetanus  is  a result  of  the  more 
rapid  onset  of  the  disease  and  the  more  se- 
vere nature  of  the  symptoms  in  these  pa- 
tients.9 This  again  may  be  related  to  mode 
of  inoculation  since  it  has  been  reported 
from  India  that  the  most  severe  form  of 
tetanus  seen  there  results  from  puncture 
wounds.13 

It  is  possible  that  quinine  plays  a major 
role  in  the  production  of  addict  tetanus. 
Quinine  is  deliberately  added  to  the  “street 
drug,”  apparently  to  provide  a bitter  taste 
similar  to  the  taste  of  heroin.  Quinine  is, 
however,  a protoplasmic  poison  that  is  capa- 
ble of  producing  sterile  abscesses  when  in- 
jected parenterally.  Within  tissues  it  re- 
duces the  redox  potential  and  provides  fa- 
vorable conditions  for  the  growth  of  anaero- 
bic organisms  such  as  Clostridium  tetani. 
It  is  likely,  therefore,  that  the  inclusion  of 
quinine  in  the  street  drug  markedly  in- 
creases the  risk  of  acquiring  tetanus  for  the 
addict.  The  absence  of  reports  of  tetanus  in 
English  addicts  who  obtain  relatively  pure 
narcotics  strengthens  this  possibility  even 
further.  The  disease  is  also  unknown  on  the 
West  Coast,  but  there  is  no  available  infor- 
mation as  to  whether  quinine  is  included  in 
what  is  purchased  by  addicts  there. 

Few  hospitals  are  equipped,  or  prepared, 
to  provide  care  for  the  more  severe  cases  of 
tetanus.  These  require  intensive  twenty- 
four-hour  anesthesia,  nursing,  and  medical 
care  for  periods  of  up  to  three  weeks. 

Because  of  the  need  for  experienced  per- 
sonnel and  continuity  of  medical  staff,  there 


seems  reason  to  propose  the  creation  of  a 
tetanus  treatment  center,  located  in  one  of 
the  Harlem  area  hospitals,  which  would  re- 
ceive and  treat  all  diagnosed  cases  and 
would  provide  a more  adequate  level  of  care 
than  has  been  available  previously. 

Prevention 

In  contrast  to  the  elaborate  preparations 
that  must  be  made  for  the  treatment  of  ad- 
dicts with  tetanus,  the  prevention  of  the  dis- 
ease is  simple.  It  involves  immunization 
with  tetanus  toxoid  of  all  addicts  seen  in 
medical  facilities  and  public  institutions. 
Only  the  City  of  New  York  Department  of 
Correction  has  an  organized  program  of  this 
kind  at  the  present  time. 

Conclusions 

The  decrease  in  tetanus  in  the  population 
as  a result  of  immunization  and  decreased 
occupational  exposure,  and  the  increase  in 
drug  addiction  in  New  York  City  have  led  to 
an  unusual  epidemiologic  situation  in  this 
city. 

Because  of  poor  venous  development, 
women  addicts  turn  to  subcutaneous  injec- 
tion sooner  than  men.  Why  this  should  be 
especially  the  case  in  Harlem  and  not,  for 
example,  in  Bedford-Styvesant  is  unknown. 
Nevertheless,  the  relatively  lesser  degree  of 
protection  of  women  by  circulating  antibody, 
their  more  frequent  injections,  and  their 
greater  use  of  subcutaneous  injections  pro- 
duces a unique  urban  epidemiology  of  teta- 
nus. In  brief,  tetanus  is  an  “occupational” 
disease  of  addicts  of  whom  women  are  more 
susceptible,  more  exposed,  and,  therefore, 
more  often  diseased. 

The  exposure  must  be  very  great  since  the 
population  of  addicts  has  nearly  as  high  a 
level  of  protection  by  tetanus  antibody  as  the 
rest  of  the  population  of  the  city.  If  we  as- 
sume a denominator  of  60,000  for  the  ad- 
dicted population,  a rate  of  about  1 to  2 per 
10,000  population  exists.  This  rate  is  equiv- 
alent to  the  highest  reported  peacetime  rates 
which  presently  occur  in  some  underdevel- 
oped tropical  countries  with  a totally  unim- 
munized population.14 

Summary 

Between  1955  and  the  end  of  1968,  nearly 
three  fourths  of  the  known  cases  of  tetanus 
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in  New  York  City  occurred  in  narcotic  ad- 
dicts. Addicts  with  tetanus  were,  unlike 
nonaddict  cases,  most  likely  to  be  Negro 
women  in  their  twenties  and  thirties,  living 
in  Manhattan,  especially  in  the  Harlem  area. 

The  ape  distribution  was  that  of  addicts 
in  general.  The  female  preponderance  is 
thought  to  be  due  to  the  combined  effects  of 
their  lesser  protection  by  circulation  anti- 
bodies and  their  greater  use  of  “skin  pop- 
ping” (subcutaneous  injection).  The  Har- 
lem concentration  of  cases  was  felt  to  be  a 
result  of  the  very  much  greater  use  of  “skin 
popping”  by  women  in  that  area. 

The  increased  mortality  rate  among  ad- 
dicts with  the  disease  seems  to  be  related  to 
the  nature  of  the  initial  tissue  injury,  that 
is,  to  a puncture  wound  and  possibly  to  the 
inclusion  of  quinine  in  the  injected  material. 

The  need  for  preventive  tetanus  immuni- 
zation programs  in  all  institutions  treating 
addicts  is  stressed. 

Harlem  Hospital  Center 
136  Street  and  Lenox  Avenue 
New  York,  New  York  10037 


Cardiac  transplantation 

An  analysis  of  experience  with  cardiac  trans- 
plantation involving  17  patients  is  presented  by 
Denton  A.  Cooley,  M.D.,  et  al.  in  Annals  of  Sur- 
gery 169:  982  (June)  1969.  Except  for  an  in- 
fant of  two  months  and  a child  of  five  (both 
girls),  the  age  range  of  the  patients  was  forty- 
six  to  sixty-two:  1 woman  forty-nine  years 

old,  the  rest  males.  Criteria  for  candidacy  for 
heart  transplantation  were  (1)  irreversible 
heart  disease  not  amenable  to  medical  or  surgi- 
cal treatment,  (2)  terminal  stage,  and  (3)  in- 
formed and  positive  mental  attitude  on  the  part 
of  the  patient.  Prerequisites  for  a suitable 
donor  were  (1)  evidence  of  cerebral  destruc- 
tion as  manifested  by  standard  tests  enumer- 
ated by  the  authors,  (2)  normal  heart,  and 
(3)  absence  of  transmissible  disease. 

Six  patients  were  alive  at  the  time  of  re- 
porting, with  survival  times  ranging  from  six 
months  to  less  than  a month.  Of  the  remain- 
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ing  patients,  survival  times  ranged  from  four- 
teen to  6.6  months.  One  patient,  after  surviv- 
ing one  operation  six  months,  had  a second 
transplantation  procedure,  which  he  survived 
only  three  days.  Tissue  rejection  was  the  cause 
of  death  in  5 patients;  infection  in  2,  sepsis  in 
1,  preexisting  disease  in  1,  and  pulmonary  in- 
sufficiency in  1.  The  authors  interpret  their 
data  as  demonstrating  that  human  heart  trans- 
plantation may  provide  effective  palliation  for 
patients  with  end-stage  cardiac  disease  for 
whom  no  other  treatment  is  available. 

Also  demonstrated  was  the  need  for  long- 
term immunosuppressive  therapy.  Two  of  the 
patients  in  the  series,  both  with  cardiomy- 
opathy, experienced  rapid  rejections  after  an 
initial  favorable  response  to  the  operation. 
Because  of  this,  the  authors  suggest  the  possi- 
bility that  cardiomyopathy  may  be  a contra- 
indication to  this  operation.  Where  performed 
heart  muscle  antibodies  are  present,  even  a 
completely  histocompatible  allograft  may  be 
rejected. 
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Although  an  increase  in  plasma  cells, 
eosinophils,  or  monocytes  has  been  reported 
as  isolated  findings  in  marrow  of  patients 
suffering  from  malignant  disease,  inflam- 
matory disease,  or  cirrhosis  of  the  liver,1-3 
nowhere  have  we  found  reference  to  the 
significance  of  combined  increase  of  plasma 
cells,  eosinophils,  and  monocytes.  There  has 
been  no  prospective  study  of  the  clinical 
implications  of  this  marrow  picture. 

Over  the  course  of  the  past  ten  years,  121 
of  our  patients  had  marrow  aspirates  which 
were  characterized  by  plasmacytosis,  mono- 
cytosis, and  eosinophilia,  and  these  we  have 
called  “chronic  irritation  bone  marrows.” 
The  present  study  was  undertaken  to  de- 
termine the  clinical  significance  of  this  syn- 
drome. 

Materials  and  method 

All  of  the  bone  marrows  were  read  by  one 
of  the  authors  (A.  T.  L.).  Marrow  speci- 
mens meeting  all  of  the  following  criteria 
were  considered  chronic  irritation  bone 
marrows:  (1)  No  definite  diagnosis  could 

be  made  from  the  marrow;  (2)  myeloid  and 
erythroid  morphology  and  maturation  were 
normal;  (3)  plasma  cells  increased  to  over 
2 per  cent;  (4)  monocytes  increased  to  over 
5 per  cent;  and  (5)  eosinophils  increased  to 
over  3 per  cent.  The  percentages  were  se- 
lected since  they  are  the  upper  limits  of  the 
range  generally  considered  to  be  normal.4  fi 


TABLE  I.  Chronic  irritation  bone  marrow 


Diagnosis 

Number  of 
Cases 

Malignant  disease 

48 

Infection 

25 

Cirrhosis 

20 

Other 

14 

Total 

107 

TABLE  II.  Malignant  conditions 

Number  of 

Type 

Cases 

Carcinoma* 

29 

Hodgkin’s  Disease 

10 

Lymphosarcoma 

2 

Reticulum  cell  sarcoma 

2 

Multiple  myeloma 

2 

Lymphoepithelioma 

1 

Malignant  melanoma 

1 

Waldenstrom’s  macro- 

globulinemia 

1 

* Including  lung,  prostate,  colon,  kidney,  ureter,  bladder 
mouth,  biliary. 


All  patients  included  in  this  series  had  bone- 
marrow  examinations  prior  to  the  establish- 
ment of  the  definite  diagnosis.  Of  the  121 
patients  with  chronic  irritation  marrow,  14 
have  been  lost  to  follow-up,  leaving  107 
patients  with  complete  follow-up.  In  each 
case  in  which  the  diagnosis  has  been  one  of 
cancer,  this  has  been  established  by  a biopsy 
(Class  5 sputum  in  bronchogenic  carcinoma 
is  considered  conclusive  evidence  of  the 
malignant  disease)  or  autopsy,  and  in  each 
case  in  which  the  diagnosis  of  infection  is 
made,  the  diagnosis  has  been  established  by 
culture  of  the  causal  agent.  Seventy-five  of 
the  patients  died  within  the  period  of  the 
study,  and  60  were  autopsied. 

Results 

The  results  are  summarized  in  Tables  I 
through  IV.  During  the  periods  encom- 
passed by  this  study,  1,493  patients  were 
subjected  to  bone  aspiration  for  diagnostic 
purposes.  Ninety-six  of  110  patients  (87 
per  cent)  had  cancer,  systemic  infection,  or 
severe  cirrhosis.  All  cirrhotic  patients  who 
had  chronic  irritation  marrows  were  dead 
within  two  years  of  the  time  of  bone-mar- 
row  aspiration.  In  addition,  12  of  the  110 
patients  (11  per  cent)  suffered  from  severe 
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TABLE  III.  Infection 


TABLE  IV.  Miscellaneous  diseases 


Type 

N umber 
of 

Cases 

Tuberculosis  (miliary  or 
hematogenous) 

8 

Subacute  bacterial  endo- 
carditis 

7 

Gram-negative  sepsis 

3 

Brucellosis 

2 

Cryptococcosis 

2 

Torulosis 

2 

Perinephric  abscess 

1 

systemic  disease  as  noted  in  Table  IV. 
Thus,  108  of  the  110  patients  had  severe 
systemic  disease. 

Comment 

Liu  and  Dahlke1  in  their  review  of  73 
cases  of  reactive  plasmacytosis  also  found 
that  chronic  inflammatory  diseases  and 
cancer  accounted  for  the  majority  of  their 
patients.  Klein  and  Block2  reported  similar 
findings  in  plasmacytosis  alone.  Pillers, 
Marks,  and  Mitchell3  reported  finding  bone 
marrow  plasmacytosis  and  eosinophilia  in  a 
group  of  patients  with  malignant  diseases; 
it  was  their  feeling  that  marrow  eosinophilia 
augured  a poor  prognosis  in  malignant  dis- 
ease. We  did  not  correlate  the  irritation 
marrow  with  prognosis  in  malignant  condi- 
tions but  noted  that  all  of  the  patients  with 
cirrhosis  and  a chronic  irritation  marrow 
were  dead  within  two  years  of  the  date  of 
marrow  aspiration.  These  patients  had  ele- 
vated gamma  globulins  and  tended  to  show 
a greater  degree  of  plasmacytosis  than  other 
patients  with  a chronic  irritation  marrow. 

The  pathogenesis  of  the  histologic  change 
in  the  chronic  irritation  marrow  remains 
unclear.  There  is  evidence  that  the  immune 
response  may  involve  plasma  cells,  eosino- 
phils, and  histiocytes.  Perhaps  the  changes 
reported  are  cellular  manifestations  of  the 
immune  response  in  these  patients.  On  the 
other  hand,  the  cytologic  changes  might 
represent  the  final  common  pathway  of 
mechanisms  which  have  diverse  etiologies. 

We  have  found  the  recognition  of  the 
chronic  irritation  marrow  syndrome  to  be 
of  significant  clinical  import.  Instead  of 
disregarding  the  nonspecific  marrow 
changes  as  a nondiagnostic  investigation, 


Disease 

Number 

of 

Cases 

Chronic  glomerulonephritis 

3 

Rheumatoid  arthritis 

2 

Lupus  erythematosus 

1 

Primary  amyloidosis 

1 

Hemolytic  anemia 

1 

Pulmonary  fibrosis 

1 

Acute  renal  failure  (crush 

1 

syndrome) 

Benign  polyps  colon 

1 

Hiatus  hernia 

1 

Viral  pericarditis 

1 

Sarcoidosis 

1 

the  recognition  of  a chronic  irritation  mar- 
row should  set  the  clinician  on  a search  for 
a malignant  or  a chronic  inflammatory  dis- 
order. As  can  be  seen  from  the  data  pre- 
sented herein,  this  search  is  usually  re- 
warded by  an  etiologic  diagnosis. 

Summary 

One  hundred  seven  of  1,493  patients  sub- 
jected to  marrow  aspiration  over  a ten-year 
period  were  found  to  have  aspirates  char- 
acterized as  “chronic  irritation  marrows.” 
This  is  defined  as  a marrow  specimen  in 
which  plasma  cells,  monocytes,  and  eosino- 
phils are  all  increased  above  the  accepted 
upper  limits  of  normal,  and  from  which  no 
definitive  diagnosis  can  be  made.  On  follow- 
up 48  patients  had  malignant  disease,  25 
had  infections,  and  20  cirrhosis;  whereas 
only  2 patients  did  not  have  severe  systemic 
disease.  We  have  concluded  that  recogni- 
tion of  this  marrow  change  may  provide  an 
important  clue  to  the  presence  of  systemic 
disease,  particularly  malignant  disease. 
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T HE  relationship  between  tuberculosis 
and  cancer  of  the  lung  has  been  the  subject 
of  many  communications  in  recent  years. 
Previously  the  combination  was  thought  to 
be  rare.  Presumably  this  could  be  explained 
by  the  early  death  of  many  patients  with 
tuberculosis  and  the  rarity  of  cancer.1  In 
recent  years  with  the  increasing  incidence 
of  cancer  of  the  lung  and  the  survival  of 
patients  with  tuberculosis  in  the  cancer  age 
group,  the  coincidence  has  been  noted  with 
increasing  frequency.2  There  have  been 
those  who  have  found  no  relationship  be- 
tween the  two  diseases  and,  on  the  other 
side,  those  who  believe  that  cancer  is  di- 
rectly related  to  tuberculosis.  Steinitz3  re- 
ported that  the  risk  of  patients  with  tuber- 
culosis developing  pulmonary  cancer  seemed 
to  be  of  the  same  magnitude  as  for  heavy 
smokers  in  males,  and  even  greater  in  fe- 
males. 

The  observation  that  carcinoma  of  the 
lung  may  originate  from  scar  has  been  re- 
ported several  times.4'5  It  was  suggested 
that  its  genesis  was  similar  to  the  origin  of 
hepatocellular  carcinoma  in  a cirrhotic  liver. 
In  1956  Palo,  Juhasz,  and  T ernes0  reviewed 


TABLE  I.  Incidence  of  tuberculosis  of  lung  and 
cancer  by  site  and  sex 


Site 

Male 

Female 

Both 

Sexes 

Per 

Cent 

Respiratory 

46 

5 

51 

17.46 

Oral 

46 

4 

50 

17.12 

Digestive 

37 

12 

49 

16.78 

Breast 

1 

32 

33 

11.30 

Genital  organs 

9 

18 

27 

9.27 

Lymphoma 

15 

11 

26 

8.90 

Skin 

10 

8 

18 

6.16 

Leukemia 

14 

2 

16 

5.47 

Urinary  organs 

6 

4 

10 

3.42 

Endocrine  glands 

2 

3 

5 

1.71 

All  others 

4 

0 

4 

1.36 

Bone 

1 

2 

3 

1.02 

Total 

191 

101 

292 

99.4 

similar  carcinomas  which  developed  at  the 
border  of  infarcts. 

Study  of  relationship 

We  set  out  to  determine  the  relationship 
of  cancer  of  the  lung  to  tuberculosis  in  our 
hospital.  To  determine  the  incidence  of 
carcinoma  of  the  lung  in  tuberculosis  it  was 
necessary  to  review  all  cases  diagnosed  as 
having  tuberculosis.  It  immediately  became 
apparent  that  many  other  types  of  cancer 
were  commonly  associated  with  pulmonary 
tuberculosis,  and  to  obtain  a true  perspec- 
tive we  reviewed  the  incidence  of  carcinoma 
of  all  organs,  including  the  lung,  when  pul- 
monary tuberculosis  was  present. 

From  1931  to  1965,  670  patients  were  seen 
in  Memorial  Center  in  whom  a diagnosis  of 
tuberculosis  of  the  lung  was  made.  Of 
these,  273  were  proved  to  have  cancer. 
Seventeen  patients  had  two  and  1 had  three 
primary  cancers.  The  sites  of  the  292  pri- 
mary cancers  are  shown  in  Table  I.  The 
most  common  sites  were  respiratory,  oral 
and  digestive  tracts,  and  the  breast.  The 
combination  of  cancer  and  tuberculosis  was 
more  common  in  the  male  than  the  female, 
almost  2 to  1 (Table  I).  Eighty  per  cent 
of  the  patients  with  both  tuberculosis  and 
cancer  are  known  to  be  dead.  One  hundred 
sixty  of  them  died  at  Memorial  Center,  and 
autopsies  were  performed  on  100  (62.5  per 
cent).  Twenty-three  patients  died  at  home, 
and  38  died  in  other  hospitals.  Twenty- 
eight  patients  (10  per  cent)  are  alive  and 
still  being  followed  in  Memorial  Center. 
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TABLE  II.  Clinical  and  postmortem  findings  in  13 
cases  of  tuberculosis 


N umber 
of 

Patients 

Roentgeno- 
gram of 
Chest 

Sputum 

Autopsy 

Findings 

3 

Negative 

Negative 

Active 

2 

Negative 

Negative 

Miliary 

6 

Positive 

Negative 

Active 

2 

Positive 

Not  done 

Active 

Twenty-four  patients  (9  per  cent)  have  been 
lost  to  follow-up. 

In  this  group  of  273  patients  with  cancer 
the  diagnosis  of  pulmonary  tuberculosis  was 
made  most  frequently  by  x-ray.  An  x-ray 
film  of  the  chest  positive  for  pulmonary  tu- 
berculosis was  reported  in  249  (88  per  cent) 
of  the  patients.  A negative  roentgeno- 
graphic  result  was  reported  in  16  (5.8  per 
cent)  of  the  patients.  In  17  no  tuberculo- 
sis was  reported,  but  other  abnormalities 
were  seen.  In  6 patients  the  x-ray  films  of 
the  chest  were  reported  as  positive  for  pri- 
mary cancer  of  the  lung,  and  in  2 patients 
for  metastatic  lesions.  Two  patients  had  a 
pleural  effusion,  and  in  2 other  patients 
roentgenograms  of  the  chest  were  reported 
to  show  bronchopneumonia.  In  16  (6  per 
cent)  patients  there  was  no  roentgeno- 
graphic  evidence  of  pulmonary  tuberculosis. 
Two  of  these  had  sputum  cultures  positive 
for  tuberculosis,  and  in  both  the  x-ray  film 
of  the  chest  was  reported  as  within  normal 
limits;  in  3 patients  the  diagnosis  of  tuber- 
culosis was  made  on  the  resected  lung,  and 
in  the  remaining  11  patients  the  diagnosis 
was  made  at  autopsy. 

A surprisingly  large  number  of  these  pa- 
tients had  active  tuberculosis  as  demon- 


strated by  positive  findings  in  sputum 
smears  or  cultures.  Sputums  were  ex- 
amined in  187  patients  (68.7  per  cent),  and 
positive  smears  and/or  cultures  were  ob- 
tained in  85:  45  per  cent  of  those  with 

sputum  examinations  and  31  per  cent  of  the 
total.  Westergren7  reported  an  incidence  of 
67  per  cent  positive  results  in  sputums  of 
patients  with  cancer  of  the  lung  and  tuber- 
culosis. 

Active  tuberculosis  was  found  in  13  (13 
per  cent)  of  the  100  patients  in  our  series 
who  came  to  post  mortem.  Of  these,  5 were 
unsuspected  in  life.  In  8 patients  there  was 
roentgenographic  evidence  of  pulmonary  tu- 
berculosis, but  smear  and  cultures  had  been 
negative  for  the  tuberculosis  organism  (Ta- 
ble II). 

For  many  reasons  the  relative  incidence 
of  the  regional  and  organ  sites  of  cancer 
seen  in  Memorial  Hospital  differs  markedly 
from  national  statistics.  This  variation  is 
demonstrated  in  Table  III.  For  comparison 
of  the  incidence  of  these  cancers  with  and 
without  tuberculosis,  the  incidence  in  Me- 
morial Hospital  has  been  used  (Table  III). 

This  study  revealed  that  cancer  of  the 
oral  cavity  is  seven  to  eight  times  higher  in 
the  male  of  our  series  than  in  the  national 
statistics.8  Findings  on  cancer  of  the  res- 
piratory and  digestive  systems  by  contrast 
were  very  similar  to  national  figures.  It  is 
a strange  coincidence  that  in  this  series  the 
percentage  of  male  patients  with  cancer  of 
the  oral  and  respiratory  tract  was  almost 
identical.  The  increase  in  incidence  of  can- 
cer of  the  oral  cavity  or  respiratory  tract, 
when  tuberculosis  was  present,  was  the  same 
in  the  two  groups.  They  were  both  24.08 


TABLE  III.  Incidence  of  cancer  of  various  sites  by  national  statistics  compared  with  patient,  and  those 
with  tuberculosis  of  lung  at  Memorial  Cancer  Center  (per  cent) 


Site 

National  Statistics 
Male  Female 

Memorial  Center 
Statistics 
Male  Female 

Tuberculosis  of 
Lung  with  Cancer 
Male  Female 

Oral  cavity 

3 

2 

17.69 

6.3 

24.08 

3.96 

Digestive  system 

23 

21 

22.43 

4.6 

19.37 

11.88 

Respiratory'  system 

19 

4 

17.82 

2.7 

24.08 

4.95 

Breast 

23 

42.3 

0.52 

31.68 

Genital  system 

12 

21 

2.29 

20.7 

4.71 

17.82 

Urinary  system 

7 

3 

4.70 

2.2 

3.41 

3.96 

Skin 

20 

11 

14.09 

6.7 

5.23 

7.92 

Endocrine  glands 

Leukemia 

6.02 

1.5 

7.32 

1.98 

Lymphoma 

>7 

>6 

7.46 

4.7 

7.85 

10.89 

All  others 

9 

8 

4.65 

0.9 

3.65 

5.0 
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TABLE  IV.  Comparison  of  incidence  of  cancer  of 
organs  which  might  have  contact  with  acid-fact 
bacilli  in  all  patients  and  those  with  tuberculosis  at 
Memorial  Center  (per  cent) 


Site 

All 

Patients 

Patients  with 
Pulmonary 
T uberculosis 

Tongue 

2.95 

5.13 

Floor  of  mouth 

2.09 

3.08 

Unspecified  mouth 

3.54 

5.47 

Pharynx 

1.20 

2.05 

Esophagus 

1.63 

4.45 

Stomach 

2.94 

5.13 

Larynx 

3.62 

6.50 

Lung 

6.66 

10.95 

Total 

24.63 

42.76 

per  cent  of  the  males  seen  with  cancer  and 
tuberculosis  at  Memorial  Hospital  (Table 
III). 

The  other  organ  system  with  a high  inci- 
dence of  cancer  combined  with  tuberculosis 
was  the  digestive  tract  (Tables  I and  III). 
Although  there  is  a relative  decrease  in  the 
percentage  of  males  with  tuberculosis  and 
cancer  of  the  gastrointestinal  tract,  there 
is  a marked  increase  in  the  combination  in 
females.  It  is  only  with  the  digestive  tract 
and  lymphomas  that  the  incidence  of  cancer 
in  the  female  increased  when  tuberculosis 
wras  present  (Table  III) . 

From  these  data  it  seemed  that  the  organ 
systems  through  which  tubercle  bacilli 
might  enter  the  body  had  a relatively  in- 
creased incidence  of  cancer  if  tuberculosis 
wras  present.  The  data  were  then  obtained 
for  the  incidence  of  cancer  in  individual  or- 
gans of  these  systems  with  and  without  tu- 
berculosis (Table  IV).  It  is  obvious  that 
the  percentage  of  patients  with  cancer  of 
these  organs  is  greater  in  the  group  with 
tuberculosis  than  in  the  group  of  patients 
who  did  not  have  pulmonary  tuberculosis. 

The  cause  of  death  was  determined  in  221 
of  these  patients  with  cancer  and  tubercu- 
losis (Table  V).  Cancer  was  the  most  fre- 
quent cause  of  death  in  this  series.  How- 
ever, in  15  of  these  patients  the  cause  of 
death  was  tuberculosis.  The  other  deaths 
were  not  directly  due  to  cancer  or  tubercu- 
losis. 

The  long  interval  covered  by  this  study 
offers  a reasonable  opportunity  to  determine 
survival  time.  A perusal  of  Table  VI  will 
suggest  that  survival  is  probably  as  good  as 


TABLE  V.  Cause  of  death  in  patients  with 
tuberculosis  and  cancer 


Cause  Number 


Cancer 

145 

Tuberculosis  of  lung 

15 

Postoperative  death 

16 

Other  causes 

24 

Unknown 

21 

Total 

221 

could  be  expected  with  the  cancers  studied 
without  tuberculosis.  The  average  age  of 
patients  is  similar  to  that  for  patients  with 
cancer  of  the  various  sites. 

Comment 

Most  reports  concerning  the  coincidence 
of  cancer  and  tuberculosis  have  concen- 
trated on  cancer  of  the  lung.  The  reported 
incidence  of  tuberculosis  of  the  lung  in  pa- 
tients with  cancer  of  the  lung  varies  from 
4.29  to  34  per  cent.7  When  one  considers 
the  incidence  of  lung  cancer  in  patients  with 
proved  tuberculosis,  there  are  equally 
marked  variations.  In  Nuessle’s9  series  the 
incidence  of  bronchogenic  carcinoma  in  pa- 
tients with  active  pulmonary  tuberculosis 
was  0.6  per  cent.  Campbell  and  Hughes10 
reported  that  bronchogenic  carcinoma  oc- 
curs 20  times  more  frequently  in  patients 
with  tuberculosis  than  in  patients  from  the 
general  population.  The  combination  of  tu- 
berculosis and  cancer  of  the  lungs  was  re- 
ported to  be  overwhelmingly  a disease  of 
males,  95  per  cent  in  one  series1  and  80  per 
cent  in  another.11  These  are  not  unlike  re- 
ported statistics  for  cancer  alone. 

Mody  and  Poole11  reported  that  the  high- 
est incidence  of  coexistent  carcinoma  and 
tuberculosis  of  the  lung  was  found  in  the 
sixth  and  seventh  decades.  In  this  study 
the  highest  incidence  of  tuberculosis  of  the 
lung  with  cancer  of  the  lung  or  other  or- 
gans was  in  the  sixth  decade  (Table  VI). 

Recent  reports21011  reveal  that  the  coex- 
istence of  cancer  of  the  lung  and  pulmonary 
tuberculosis  is  on  the  increase,  while  Rosen- 
blatt12 believes  that  the  increase  of  bron- 
chogenic carcinoma  in  patients  with  tuber- 
culosis  is  the  result  of  better  diagnostic 
acumen  applied  to  an  older  age  group. 

We  have  also  demonstrated  an  increased 
incidence  of  cancer  of  the  lung  with  tuber- 
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TABLE  VI.  Number  of  patients  with  tuberculosis 
and  type  of  cancer,  average  age,  and 
average  survival 


Number 

of 

Site  Patients 

Aver- 

age 

Age 

Average 
Survival  Time 
(Years) 

Lip 

2 

64  0 

11.50 

Tongue 

15 

55.8 

4.75 

Salivary  gland 

2 

51.0 

3.37 

Floor  of  mouth 
Other  unspecified 

9 

55.8 

4.75 

mouth 

16 

57  0 

5.57 

Pharynx 

6 

52.6 

0.61 

Esophagus 

13 

64  7 

0 82 

Stomach 

15 

65.7 

3.25 

Small  intestine 

0 

Large  intestine 

8 

59.0 

5.33 

Rectum 

Liver  and  biliary 

10 

61.2 

5.13 

passage 

0 

Pancreas 

3 

64  3 

0.33 

Larynx 

19 

59.9 

4.17 

Lung 

32 

58.5 

3.08 

Breast 

33 

50  9 

8.25 

Cervix  uteri 

6 

38.1 

4 90 

Corpus  uteri 

4 

59  5 

3 41 

Ovary 

4 

46  5 

12.70 

Prostate 

3 

70  3 

4.30 

Testis 

Other  unspecified 

2 

52.0 

12.50 

genital 

8 

68  2 

3.10 

Kidney  5 

Bladder  and  other 

46.4 

1.85 

urinary 

5 

58.0 

2.88 

Skin 

18 

59.8 

8.06 

Thyroid 

5 

49  4 

10.40 

Bone 

3 

56.6 

1.00 

Leukemia 
Lymphosarcoma 
and  reticulo- 

16 

54.11 

3.32 

sarcoma 

Hodgkin’s 

13 

50.8 

1 92 

disease 

Multiple 

10 

43.0 

6.83 

myeloma 

0 

Other  lymphomas 
All  others. 

i 3 

56.0 

8.66 

unspecified 

4 

52.7 

5 66 

culosis,  but  this  is  no  different  from  that 
found  with  other  cancers,  such  as  of  the 
mouth,  gastrointestinal  tract,  or  respiratory 
tract  (Tables  IV  and  VI).  This  is  in  direct 
contrast  to  Steinitz3  who  reported  that  male 
patients  in  Israel  with  lung  cancer  had  tu- 
berculosis approximately  seven  times  as  fre- 
quently as  patients  writh  stomach  cancer  in 
the  same  age  group. 

There  have  been  other  reports  of  a high 
incidence  of  tuberculosis  with  cancer  of  the 
larynx.  Kusnierczyk  et  al.13  reported  this 
to  be  6.1  per  cent  (48  of  804  cases).  Gri- 


maud  and  Labaeye14  gave  their  incidence  as 
4.8  per  cent  (9  of  185  cases).  They  also  re- 
ported that  cancer  was  present  in  4.4  per 
cent  of  6,536  autopsy  specimens  in  which 
tuberculosis  was  diagnosed. 

The  organ  in  which  the  greatest  increase 
of  incidence  was  observed  in  our  series  was 
the  esophagus,  with  a threefold  increase 
from  1.63  per  cent  of  all  cancers  seen  in 
those  without  tuberculosis  to  4.45  per  cent 
of  those  with  tuberculosis.  Tret’iakova15 
reported  that  pulmonary  tuberculosis  was 
present  in  20  of  270  patients  with  cancer  of 
the  esophagus  (7  per  cent),  and  Kharito- 
nov16  reported  that  34  of  615  (8  per  cent) 
patients  with  cancer  of  the  esophagus  had 
tuberculosis  of  the  lung. 

It  is  probable  that  the  incidence  of  pul- 
monary tuberculosis  with  cancer  is  even 
higher  than  we  have  shown.  Only  88  per 
cent  of  the  patients  w'ho  were  found  to  have 
pulmonary  tuberculosis  had  positive  find- 
ings on  chest  roentgenograms.  Autopsies 
were  performed  on  only  100  patients  of  the 
273  cases  reviewed,  and  only  68.7  per  cent 
of  the  patients  had  sputum  examined  for 
tubercle  bacilli.  It  is  possible  that  other  pa- 
tients with  cancer  also  had  tuberculosis.  It 
should  also  be  mentioned  that  negative  post- 
mortem findings  pertaining  to  tuberculosis 
are  not  decisive,  since  the  tuberculous  tis- 
sue, in  many  cases,  may  be  destroyed  during 
the  development  of  cancer. 

This  study  revealed  a surprising  similar- 
ity between  the  ratio  of  lung  carcinoma  and 
of  carcinoma  of  other  organs  to  tuberculo- 
sis of  the  lung  (Table  VI).  However,  it 
does  appear  that  the  organs  which  may  be 
involved  in  the  passage  of  tubercle  bacilli 
have  almost  twice  as  high  an  incidence  of 
carcinoma  in  patients  with  pulmonary  tu- 
berculosis as  those  without  tuberculosis. 

It  is  not  clear  whether  this  is  a coinci- 
dence, the  result  of  damage  to  the  organs  by 
the  tubercle  bacilli,  or  perhaps  a relative  sus- 
ceptibility of  these  organs  to  both  tuberculo- 
sis and  cancer.  We  believe  that  investiga- 
tion of  this  coincidence  in  other  cancer  cen- 
ters, especially  in  countries  in  which  un- 
pasteurized milk  has  been  used,  would  be  of 
value. 

Another  point  which  can  only  be  men- 
tioned but  wThich  deserves  further  investiga- 
tion is  the  impression  gained  from  Table 
VI  that  patients  with  tuberculosis  and  can- 
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cer  may  have  survived  longer  than  might  be 
expected  for  the  average  patient  with  cancer 
of  the  same  site  in  this  institution.  Cer- 
tainly, the  average  survival  for  cancer  of 
the  lung  of  3.08  years  is  far  above  expected 
average  survival  for  this  cancer.  The  12.7- 
year  average  survival  for  cancer  of  the 
ovary  is  certainly  exceptional,  but  this  in- 
cludes only  4 cases.  The  average  survival 
of  3.32  years  for  patients  with  leukemia  is 
striking. 

The  same  opinion  might  be  gained  from 
the  report  of  Kusnierczyk  et  al .13  who  re- 
ported that  10  of  17  patients  treated  by  ir- 
radiation and  adequate  antituberculous 
medication  were  living  and  well;  7 were 
alive,  symptom-free  five  or  more  years  after 
treatment,  demonstrating  a five-year  sur- 
vival of  better  than  29  per  cent.  Additional 
studies  of  survival  with  and  without  tuber- 
culosis are  indicated. 

The  surprising  number  of  patients  who 
were  found  to  have  apparently  unsuspected 
tuberculosis  demonstrates  the  need  for  care- 
ful work-up  of  patients  with  cancer,  since 
it  is  the  patient  with  unsuspected  tubercu- 
losis who  is  a serious  threat  to  other  pa- 
tients, nurses,  and  doctors. 

Summary 

Tuberculosis  of  the  lung  appears  to  be 
associated  with  a higher  incidence  of  can- 
cer than  that  found  in  the  nontuberculous 
population.  This  coincidence  is  observed 
not  only  with  cancer  of  the  lung  but  also  in 
our  series  with  cancer  of  the  respiratory 
and  upper  digestive  tract,  particularly  the 


mouth,  larynx,  pharynx,  esophagus,  and 
stomach.  These  data  do  not  support  , the 
opinion  that  cancer  of  the  lung  is  directly 
related  to  pulmonary  tuberculosis  as  has 
been  suggested. 
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Simple  Portable  Screen 
for  Open  Wards 

FITZPATRICK  WILSON,  M.D.* 
New  York  City 

From  Harlem  Hospital  Center,  Department  of 
Obstetrics  and  Gynecology,  Columbia  University 

|_arge  open  wards  unfortunately  still  exist 
in  some  hospitals.  They  often  afford  little 
privacy  to  individual  patients  for  excretory 
functions,  clinical  procedures,  and  examina- 
tions. The  gynecologic  cytology  cancer  de- 
tection program  at  Harlem  Hospital  was 
confronted  squarely  with  this  problem  when 
it  attempted  to  procure  cytologic  smears 
from  the  cervix  and  vaginal  pool  of  all  adult 
female  admissions  to  the  hospital.  On  ser- 
vices other  than  the  obstetric  and  gyneco- 
logic service  (medical,  surgical,  and  so  on) 
examining  rooms  were  either  in  almost  con- 
stant use  for  clinical  procedures  germane 
to  the  particular  service  or  inadequately 
equipped  for  routine  vaginal  procedures. 
On  the  latter  services  we  adopted  a practi- 
cal approach  to  the  problem,  namely  procur- 
ing cervical  and  vaginal  pool  cytologic 
smears  in  the  patient’s  bed  on  the  open 
ward.  The  screen  described  in  this  article 
was  developed  to  screen  a patient’s  bed  to 
procure  gynecologic  cytology  smears  on  open 
wards  of  Harlem  Hospital  Center. 

Materials 

An  effort  was  made  to  design  a screen  to 
satisfy  all  situations  in  which  privacy  of  the 

^Present  address:  Assistant  Professor,  Department  of 

Obstetrics  and  Gynecology,  New  York  Medical  College. 

The  work  reported  herein  was  supported  by  grant  3457- 
A67,  Division  of  Chronic  Disease,  Public  Health  Service, 
U.S.  Department  of  Health,  Education,  and  Welfare. 


FIGURE  1.  Self-locking  attaching  features  at 
base. 


patient  was  required,  using  a minimum  of 
inexpensive  materials  and  equipment. 

Hardware.  Two  lightweight,  spring 
steel  combination  leg  cradles  and  foot  rests, t 
each  consisting  of  a horizontal  bar  joined 
by  curved  ends  to  2 vertical  supports,  were 
utilized.  The  vertical  supports  of  these  leg 
cradles  are  equipped  with  a large  base  that 
slips  between  the  mattress  and  the  spring 
of  the  bed  and  a sliding  self-locking  clamp 
that  holds  the  unit  firmly  in  position  on  the 
mattress  (Fig.  1).  The  horizontal  bar  of 
each  leg  cradle  was  cut  at  the  midpoint  pro- 
ducing two  subunits.  The  curved  poi'tion  of 
each  subunit  was  straightened  out  forming 
a vertical  pole  (343/4  inches  in  height)  with 
the  self-locking  device  at  the  base  and  the 
cut  end  at  the  top. 

About  iy4  inches  from  the  top  of  each 
metal  pole  a hole  was  drilled  to  permit  the 
precise  fitting  of  a 5/8-inch  diameter  hook 
which  was  held  in  place  by  a bolt  (Fig.  2). 
This  hook  at  the  upper  end  of  the  metal  pole 
was  mounted  to  face  the  opposite  direction 
from  the  locking  device  at  the  base.  The 
result  was  four  vertical  poles  with  self-lock- 

tGilbert  Hyde  Chick  Company,  821  75th  Avenue,  Oak- 
land, California  94621. 
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FIGURE  2.  Hook  at  upper  end  of  vertical  pole. 


ing  brackets  at  the  base  facing  one  direc- 
tion, and  5/s~inc'h  diameter  hooks  l1/4  inch 
from  the  top  facing  the  opposite  direction 
(Fig.  3). 

Curtains.  The  proper  functioning  of 
this  screen  depends  on  the  correct  measure- 
ment of  the  curtains  to  surround  the  bed 
completely  and  the  precise  placement  of  cur- 
tain eyelets  or  button  holes  to  fit  on  the 
hooks  at  the  upper  end  of  the  vertical  poles. 
The  curtains  hang  best  when  made  in  2 
pieces  of  equal  dimensions. 

A good  plan  to  obtain  proper  fitting  of 
the  curtain  is  to  place  the  vertical  poles  in 
position  at  the  four  corners  of  the  bed.  The 
measured  distance  around  3 of  the  vertical 
poles,  satisfying  the  outer  dimensions  of  the 
bed,  will  be  the  width  of  one  piece  of  cur- 
tain. The  length  will  be  the  measured  dis- 
tance from  the  top  of  the  vertical  pole  to 
the  spring  of  the  bed.  With  one  piece  of 
curtain  held  in  precise  position  around  the 
3 vertical  poles  and  encompassing  the  outer 
dimensions  of  the  bed,  the  exact  locations 
for  eyelets  to  match  the  hooks  at  the  upper 
end  of  the  vertical  poles  are  measured  and 


FIGURE  3.  Two  vertical  metal  poles  mounted 
on  bed  showing  self-locking  brackets  at  base  and 
hook  at  top. 


marked.  Several  eyelets  are  placed  21/2 
inches  apart  in  the  vicinity  of  the  marked 
eyelet  locations  to  allow  for  stretching  or 
shrinkage  of  the  curtains.  The  latter  pre- 
caution ensures  continual  snug  fitting  and 
avoids  sagging  when  the  screen  is  as- 
sembled. A further  refinement  would  be  to 
affix  metal  or  plastic  rings  to  eyelets  to  fa- 
cilitate application  of  the  curtains. 

Curtains  may  be  made  of  any  conven- 
tional, lightweight,  nontransparent,  nonin- 
flammable material  that  is  consistent  with 
standard  hospital  safety  regulations. 
Lightweight  material  decreases  the  chances 
of  sagging.  Colorful  or  pastel  shades  may 
add  to  the  attractiveness  of  the  ward. 
Washable  material  has  obvious  advantages. 

Assembling 

A vertical  pole  is  installed  at  each  corner 
of  the  bed  by  sliding  the  large  base  of  the 
leg  cradle  between  the  mattress  and  the 
spring.  The  self-locking  clamp  glides  into 
place  and  holds  each  pole  firmly  in  position. 

Figure  3 illustrates  2 vertical  rods  held 
in  position  by  the  self-locking  attaching 
features.  With  poles  in  place  one  piece  of 
curtain  is  attached  by  slipping  the  appro- 
priate eyelet,  button  hole,  or  metal  ring  on 
the  hooks  at  the  upper  end  of  3 of  the  ver- 
tical poles.  Figure  4 shows  one  piece  of 
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FIGURE  4.  One  piece  of  curtain  installed. 


curtain  applied  to  vertical  poles.  The  other 
piece  of  curtain  is  similarly  installed  on  the 
opposite  side  of  the  bed,  thereby  completely 
surrounding  the  bed  (Fig.  5).  When  the 
curtains  are  hung,  the  screen  permits  com- 
plete privacy  for  the  patient,  yet  leaving  the 
patient  easily  accessible.  Excretory  acts 
(voiding,  defecation,  and  so  on)  and  clinical 
and  bedside  procedures  can  now  be  per- 
formed without  annoying  the  patient  or 
other  patients. 

Comment 

A part  of  the  discomfort  of  hospital  ex- 
perience, particularly  in  the  case  of  the 
ward  patient,  is  often  the  lack  of  privacy 
during  physical  examinations,  treatments, 
and  physical  acts  such  as  voiding  and  defe- 
cation. The  necessity  for  privacy  on  open 
female  wards  during  vaginal  procedures  is 
obvious. 

A simple,  portable,  easily  applied  screen 
was  devised  in  the  gynecologic  cytology  can- 
cer detection  program  to  permit  screening 
of  female  patients  while  procuring  routine 
cytologic  (Papanicolaou)  smears  from  the 
cervix  and  vaginal  pool  of  adult  female  ad- 
missions. It  can,  however,  be  adapted  to 


FIGURE  5.  Both  pieces  of  curtain  installed. 


any  situation  where  privacy  of  the  patient 
is  required. 

Although  cubicle  wall  screens,  polecat 
cubicle  screens,  telescopic  wall  screens,  fold- 
ing screens,  and  so  on  have  been  designed 
to  provide  privacy  to  patients  during  hos- 
pital procedures,  the  screen  described  in 
this  report  represents  a novel  idea  in  that  it 
attaches  directly  to  the  patient’s  bed.  Ex- 
perience with  this  screen  on  the  open  wards 
has  been  gratifying.  The  screen  may  be 
easily  duplicated  and  constructed  accord- 
ing to  the  method  outlined  in  this  import. 

Summary 

A simple,  low-cost  portable  screen  for  use 
in  open  wards  is  described.  The  gynecologic 
cytology  cancer  detection  program  at  Har- 
lem Hospital  has  successfully  used  this 
screen  on  open  wards  during  the  procure- 
ment of  gynecologic  cytology  specimens 
(Papanicolaou  smears)  in  patients’  beds. 

1901  First  Avenue 
New  York,  New  York  10029 
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Recurrent  Chylous  Ascites 


Case  history 

George  Benninger,  M.D. : An  eighty- 

two-year-old  white  man  was  admitted 
to  Lenox  Hill  Hospital  for  the  first  time 
because  of  progressive  abdominal  swelling. 

The  patient  had  been  well  until  four 
weeks  prior  to  admission,  at  which  time  he 
noticed  a progressive  increase  in  abdominal 
girth.  Three  weeks  prior  to  admission  he 
developed  a sharp,  bilateral  subscapular 
pain  on  deep  inspiration  when  he  was  in 
supine  position.  Two  weeks  prior  to 
admission  dyspnea  and  leg  swelling  de- 
veloped; digitalis  (Digoxin)  and  diuretics 
prescribed  by  his  personal  physician  caused 
no  improvement.  X-ray  examination  of 
the  upper  gastrointestinal  and  small  bowel 
areas  at  the  time  showed  a “possible 
spreading  and  a smoothed-out  appearance 
of  the  small  intestinal  loops.” 

The  past  medical  history  was  unremark- 
able. On  review  of  systems,  the  patient 
reported  a slight  decrease  in  appetite  and  a 
10-pound  weight  loss  during  the  previous 
month  associated  with  intermittent  nausea. 
He  had  been  taking  a cathartic  regularly 
during  this  period  for  constipation,  but 
there  had  been  no  alteration  in  his  stool 
color.  The  patient  reported  that  he  had 
received  digitalis  and  furosemide,  1 tablet 
per  day  for  the  two  weeks  prior  to  ad- 
mission. 

The  family  history  was  unremarkable 
except  that  the  patient’s  brother  died  of 
myocardial  infarction  at  the  age  of  seventy- 
six. 

On  initial  examination  the  patient  ap- 
peared to  be  an  alert,  elderly,  adequately 
developed  white  man  who  was  dyspneic 


and  had  a grossly  distended  abdomen. 
The  blood  pressure  was  110/80,  pulse  88 
and  regular,  temperature  99.2  F.,  and 
respirations  were  20  per  minute.  Grade  I 
arteriosclerotic  retinal  changes  and  bi- 
lateral arcus  senilis  were  present.  The 
cervical  veins  were  distended  2 cm.  above 
the  sternal  angle  at  45  degrees.  There 
were  decreased  diaphragmatic  excursions 
with  increased  dullness  over  the  lower 
posterior  thorax  as  well  as  with  basilar 
rales  bilaterally.  Examination  of  the 
heart  was  unremarkable.  The  abdomen 
was  grossly  distended  and  exhibited  a 
fluid  wave  and  shifting  dullness.  The 
liver  and  spleen  could  not  be  palpated, 
and  the  bowel  sounds  were  decreased  in 
intensity.  An  umbilical  hernia  and  a 
reducible  right  inguinal  hernia  were  pres- 
ent. The  genitalia  were  normal.  The 
skin  moisture  and  turgor  were  adequate, 
and  no  icterus  or  spider  angiomata  were 
detected.  A moderately  enlarged,  sym- 
metrical, and  firm  prostate  gland  and 
external  hemorrhoids  and  brown  stool  were 
found  on  rectal  examination.  The  neu- 
rologic examination  results  were  within 
normal  limits.  There  was  2 plus  pretibial 
edema  and  4 plus  ankle  edema  bilaterally. 
The  femoral  arterial  pulses  were  palpated 
bilaterally,  but  all  other  pedal  pulses 
were  absent.  A large,  movable  nontender 
subcutaneous  mass  was  present  on  the 
right  posterior  axillary  fold. 

Examination  of  the  urine  showed  normal 
results.  The  hemoglobin  was  13.5  Gm.  per 
100  ml.,  the  white  blood  cell  count  was 
6,800  with  85  per  cent  neutrophils  of  which 
83  per  cent  were  segmented,  10  per  cent 
lymphocytes,  4 per  cent  monocytes,  and 
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1 per  cent  basophils.  The  erythrocyte 
sedimentation  rate  was  92  mm.  per  hour, 
and  the  platelet  count  was  164,000.  The 
blood  sugar  was  115  mg.,  blood  urea  nitro- 
gen 29  mg.,  creatinine  1.4  mg.,  and  uric 
acid  8.8  mg.  per  100  ml.  The  sodium  was 
136  mg.,  potassium  4.5  mg.,  chlorides 
96.5  mg.,  and  bicarbonate  23  mg.  per 
liter.  Alkaline  phosphatase  was  16.3  mg. 
and  acid  phosphatase  4.4  mg.  per  100  ml. 
The  total  serum  protein  was  6.2  Gm.,  with 
albumin  2.8  Gm.  and  globulin  3.4  Gm.  per 
100  ml.  The  serum  paper  electrophoresis 
showed  decreased  albumin  and  elevated 
alpha- 1 and  alpha-2  globulins.  The  pro- 
thrombin time  was  15  seconds  with  a 
control  of  11  seconds.  The  test  results  for 
blood  cholesterol,  calcium,  phosphorus, 
total  lipids,  phospholipids,  sodium  sul- 
fobromophthalein,  total  bilirubin,  fibrino- 
gen level,  coagulation  time,  carotene  level, 


FIGURE  1.  (A)  Chest  roentgenogram  taken  on  ad- 
mission showing  elevation  of  both  leaves  of  dia- 
phragm with  compression-type  atelectasis  at  both 
bases  and  elongated  and  tortuous  aorta.  (B) 
Inferior  venacavogram  revealing  smooth  in- 
dentation of  inferior  vena  cava  from  second  to 
fourth  lumbar  vertebrae  on  right  side  and  similar, 
but  less  prominent,  indentation  on  left  side.  (C) 
Twenty-four-hour  lymphangiogram  demonstrating 
enlarged  and  reticulated  nodes  with  tiny  filling  de- 
fects and  intact  capsules  in  para-aortic  region. 


VDRL,  transaminases,  and  vinylmandelic 
acid  were  within  normal  range.  One  stool 
culture  was  guaiac  positive  for  blood,  but 
other  stool  cultures  were  negative  for  fat 
ova  and  parasites. 

On  admission  two  electrocardiograms 
demonstrated  a right  bundle  branch  block. 
Paracentesis  yielded  a milky-tan  fluid  with 
a specific  gravity  of  1.017,  a protein  concen- 
tration of  2.8  Gm.  per  100  ml.,  and  a positive 
result  for  fat  using  Sudan  III  stain.  Re- 
peated routine,  anaerobic,  and  acid-fast 
cultures  of  this  fluid  were  negative  as  was 
milhpore  and  cell-block  examination.  Two 
bone  marrow  examinations  gave  nondiag- 
nostic results,  revealing  some  increase  in 
fat  cells  with  a moderate  increase  in 
erythroid  and  mature  neutrophil  elements; 
no  abnormal  cells  were  present. 

On  admission,  a chest  x-ray  film  revealed 
elevation  of  both  diaphragms  (Fig.  1A). 
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A flat-plate  film  of  the  abdomen  revealed  a 
moderate  amount  of  gas  in  the  colon  and  in 
some  loops  of  small  bowel.  An  intrave- 
nous pyelogram  demonstrated  a poorly 
visualized  right  collection  system;  neither 
ureter  was  visualized.  A barium  colon 
enema  demonstrated  a few  diverticula  with 
incomplete  distention  of  the  sigmoid  colon. 
A repeat  examination  was  unremarkable  as 
was  an  upper  gastrointestinal  x-ray  film 
study.  An  inferior  venacavogram  re- 
vealed evidence  of  smooth  extrinsic  pressure 
along  the  right  side  of  the  lateral  wall  of 
this  vessel,  as  well  as  some  smooth  extrinsic 
pressure  along  a long  segment  of  the  left 
side  of  the  lateral  wall  (Fig.  IB).  An 
abdominal  aortogram  revealed  an  aorta 
undulating  in  course  that  appeared  to  show 
evidence  of  extrinsic  pressure  at  two  levels 
along  its  right  lateral  wall.  Lymphangiog- 
raphy demonstrated  good  visualization  of 
the  inguinal,  pelvic,  and  abdominal  lymph 
nodes,  which  were  asymmetrically  dis- 
tributed and  more  prevalent  on  the  left 
side.  The  nodes  appeared  to  be  enlarged 
in  size  with  multiple  small  punctate  filling 
defects  noted  in  some  of  the  nodes  (Fig. 
1C). 

The  patient  failed  to  respond  adequately 
to  bed  rest,  diet,  diuretics  (spironolactone), 
and  repeated  paracenteses  that  removed 
a total  of  more  than  20  L.  of  fluid  during  his 
stay  in  the  hospital.  The  character  of  the 
ascitic  fluid  persisted  and  continued  to 
reaccumulate  rapidly  with  resultant  ab- 
dominal discomfort,  anorexia,  and  mild 
dyspnea. 

An  exploratory  laparotomy  was  per- 
formed twenty-eight  days  after  admission. 
A total  of  8,000  cc.  of  chylous  fluid  was 
removed  from  the  abdomen.  Careful  ex- 
amination of  the  intestinal  tract,  kidneys, 
liver,  and  spleen  revealed  no  obvious  patho- 
logic disease.  Palpation  of  the  retroperi- 
toneal space  revealed  two  firm,  nonmovable 
masses  adjacent  to  the  inferior  vena  cava. 
The  entire  retroperitoneal  space  was  cov- 
ered with  a sheet  of  firm  tissue,  making  it 
difficult  to  palpate  underlying  structures. 
The  small-bowel  mesentery  was  diffusely 
thickened.  No  lymph  nodes  were  pal- 
pable. The  retroperitoneal  masses  could 
not  be  resected  and  were  biopsied. 

Two  weeks  subsequent  to  an  uneventful 
postoperative  course,  the  patient  was 
treated  with  radiation  therapy,  receiving  a 


total  dose  of  2,000  r to  the  retroperitoneal 
area  via  abdominal  approach.  The  patient 
was  discharged  on  the  fifty-eighth  hos- 
pital day. 

One  week  after  discharge  the  patient  was 
readmitted  from  the  medical  clinic  for 
paracentesis.  Physical  examination  re- 
sults remained  unchanged.  A total  of  6 
L.  of  milky-tan  ascitic  fluid  were  removed. 
The  patient  was  discharged  on  the  second 
hospital  day. 

The  patient  was  admitted  for  the  third 
time  for  paracentesis  ten  days  later.  The 
abdomen  was  massively  distended.  There 
was  significant  abdominal  discomfort  and 
mild  dyspnea.  The  hemoglobin  was  8.7 
Gm.  with  albumin  1.5  Gm.  per  100  ml.  A 
chest  x-ray  film  revealed  free  fluid  at  the 
base  of  the  right  lung,  as  well  as  in  the 
horizontal  fissure.  Results  of  a repeat  bone 
marrow  examination  and  cell-block  study 
of  the  ascitic  fluid  were  again  unremarkable. 
More  than  10  L.  of  chylous  fluid  were  re- 
moved by  paracentesis.  The  patient  was 
transfused  with  3 units  of  packed-cell 
blood  and  6 units  of  normal  human  serum 
albumin  (Albumisol).  He  refused  further 
medical  evaluation  and  was,  therefore, 
discharged  on  digitalis  and  furosemide 
therapy. 

The  patient  was  readmitted  to  the 
hospital,  for  the  last  time,  one  month  later 
from  the  emergency  room  complaining  of 
“severe  shortness  of  breath.”  In  the  in- 
terim he  had  felt  poorly,  experiencing 
progressive  dyspnea  and  swelling  of  the 
hands,  legs,  and  abdomen  with  marked 
generalized  weakness.  On  physical  exami- 
nation he  was  markedly  dyspneic;  pertinent 
findings  included  bilateral  moist  rales  in 
the  lower  lung  fields,  a gallop  rhythm,  and 
enormous  abdominal  distention  with  fluid 
wave  and  shifting  dullness  elicited.  There 
was  4 plus  pitting  edema  from  the  feet  to 
the  knees  and  from  the  hands  to  the 
elbows  bilaterally. 

The  hemoglobin  was  2.8  Gm.  per  100 
ml.,  the  hematocrit  was  10,  the  reticulocyte 
count  was  1 per  cent,  and  the  platelet  count 
was  156,000.  The  Coombs’  test  result  was 
negative,  and  the  serum  haptoglobin  was 
elevated.  A sternal  bone  marrow  exam- 
ination revealed  normal  to  increased  cellu- 
larity  throughout  with  adequate  numbers 
of  megakaryocytes,  moderate  eosinophilia, 
and  a complete  aplasia  of  the  red-cell 
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precursors.  A chest  roentgenogram  re- 
vealed no  interval  change  in  the  right 
pleural  effusion  noted  previously.  The 
urinalysis  showed  negative  results  except 
for  20  to  30  white  blood  cells  per  high-power 
field.  The  serum  electrolytes  and  enzymes 
were  normal.  The  fasting  blood  sugar  was 
144  mg.  per  100  ml.,  the  blood  urea  nitrogen 
was  25  mg.  per  100  ml.,  the  prothrombin 
time  was  12  seconds  with  a control  of  16, 
and  the  total  serum  protein  was  5.6  Gm. 
with  albumin  2.5  m.  per  100  ml. 

The  patient  was  given  a transfusion  of 
6 units  of  blood  and  was  started  on  pred- 
nisone, 80  mg.  per  day.  The  digitalis  was 
continued.  After  transfusion  and  a repeat 
paracentesis,  the  patient  showed  sympto- 
matic improvement.  A repeat  cell-block 
and  millipore  examination  and  culture  of 
the  ascitic  fluid  again  gave  negative  re- 
sults. 

On  the  sixteenth  hospital  day  the  patient 
began  to  complain  of  pain  in  the  lower  part 
of  the  back  and  the  epigastrium.  This 
was  intermittent  in  nature,  continued  for 
three  days,  and  was  associated  with  a low- 
grade  fever. 

On  the  twentieth  hospital  day  the 
patient’s  condition  deteriorated  further. 
He  developed  a temperature  of  103  F., 
as  well  as  a nonproductive  cough  and  ta- 
chypnea. Congestion  in  the  lung  became 
more  prominent,  the  heart  rate  increased  to 
120  beats  and  became  irregular.  A repeat 
chest  x-ray  film  showed  a slight  increase  in 
fluid  at  the  base  of  the  right  lung;  no 
infiltrates  were  noted.  A complete  blood 
count  revealed  a hemoglobin  of  8.9  Gm. 
per  100  ml.  with  10,400  white  blood  cells  of 
which  98  per  cent  were  neutrophils  ( 69  per 
cent  segmented  and  29  per  cent  nonseg- 
mented),  1 per  cent  were  lymphocytes,  and 
1 per  cent  were  monocytes. 

On  the  morning  of  the  twenty-first  day, 
he  suddenly  became  markedly  dyspneic  and 
diaphoretic,  the  pulmonary  edema  in- 
creased, and  he  did  not  respond  to  therapy. 
He  died  shortly  thereafter. 

Discussion 

Gerson  I.  Lesser,  M.D.*:  Chylous 

ascites,  or  chyloperitoneum,  is  a symptom 

* Associate  Physician,  Lenox  Hill  Hospital;  Associate 
Clinical  Professor  of  Medicine,  New  York  University  School 
of  Medicine. 


which  always  excites  interest  because  of  its 
rarity.  About  1 case  was  detected  per 
100,000  patients  admitted  to  Charity  Hos- 
pital.1 The  true  incidence  is  probably 
higher,  since  the  condition  is  unlikely  to  be 
suspected  should  the  disease  process  be 
resolved  or  the  patient  die  before  para- 
centesis is  performed.  The  condition  is 
characterized  by  the  presence  of  fluid  which 
appears  milky  or  tan  within  the  peritoneal 
cavity.  Its  appearance  results  from  a 
high  content  of  fat,  several  hundred  to 
several  thousand  milligrams  per  100  ml., 
largely  as  triglycerides,  usually  in  con- 
junction with  small  amounts  of  cholesterol 
and  phospholipids. 

The  milky  effusion  is  the  result  of  leakage 
from,  or  interference  with,  the  flow  of 
chyle  through  lymphatic  vessels.  Intes- 
tinal lacteals  containing  chylomicron  drain 
into  the  cisterna  chyli,  from  which,  with 
various  other  tributaries  from  the  liver, 
lower  trunk,  and  thorax,  the  thoracic  duct 
arises.  Although  it  would  appear  that  any 
obstruction  to  flow  through  chyle-trans- 
porting lymphatic  vessels  would  lead  to 
chylous  effusion,  pleural  or  peritoneal,  the 
pathophysiology  is  undoubtedly  more  com- 
plex. Ligation  or  removal  of  the  thoracic 
duct  in  man2  3 and  occlusion  of  the  thoracic 
duct,  cisterna  chyli,  and  other  lymphatic 
vessels  in  dogs  and  cats4  normally  lead  only 
to  temporary  or  minimal  chylous  collec- 
tions. It  appears  likely  that  lymph  drain- 
age can  be  shunted  through  collateral 
lymphatic  and  lymphaticovenous  anasta- 
motic  channels.  In  addition,  chyloperi- 
toneum has  been  reported  in  hepatic 
cirrhosis  in  the  absence  of  apparent  ob- 
structions.1,5-7  The  associated  increase  in 
pressure  in  thoracic  duct  and  hepatic  lymph 
vessel  may  possibly  lead  to  rupture  of 
small  lymphatic  vessels.8,9  Thus,  the  types 
and  sites  of  obstruction  that  will  lead  to 
chylous  effusion  are  incompletely  under- 
stood. Before  proceeding,  I should  like  to 
discuss  the  x-ray  films  taken  at  the  time  of 
his  first  admission  to  the  hospital. 

Frank  Purnell,  M.D.:  The  initial 

film  of  the  chest  obtained  on  February  28, 
1968,  in  the  emergency  room  is  unremark- 
able, except  for  relative  elevation  of  both 
leaves  of  the  diaphragm  and  some  compres- 
sion-type atelectasis  at  both  lung  bases 
(Fig.  1A).  The  lungs  are  otherwise  clear, 
and  there  is  no  evidence  of  pleural  fluid. 
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The  heart  is  not  significantly  enlarged;  the 
aorta  is  mildly  elongated  and  tortuous. 
The  trachea  and  mediastinum  are  normal. 
No  abnormalities  are  seen  in  the  bony 
thorax  except  for  some  degenerative  os- 
teoarthritic  changes  in  the  dorsal  spine. 

Films  of  the  abdomen  obtained  on  Febru- 
ary 26,  1968,  with  the  patient  in  supine  and 
upright  positions,  show  a generalized  haze 
throughout  the  abdomen  with  bulging  of 
the  flank  shadows.  There  is  some  mild 
distention  of  loops  of  small  intestine 
throughout  the  abdomen,  and  there  is 
widening  of  the  spaces  between  these  loops. 
The  findings  are  highly  suggestive  of 
peritoneal  fluid.  There  is  no  evidence  of 
localized  intestinal  obstruction  or  free  air  in 
the  peritoneal  cavity.  The  liver  and  spleen 
are  unremarkable.  The  renal  shadows  are 
not  well  outlined.  The  psoas  shadows  are 
fairly  well  visualized  despite  the  suspected 
peritoneal  fluid,  and  these  are  normal  and 
symmetrical.  No  abnormal  intra-abdom- 
inal calcifications  are  noted.  There  are 
moderately  advanced  osteoarthritic  changes 
throughout  the  lumbar  spine.  There  is  no 
evidence  of  bone  destruction,  fracture,  or 
other  osseous  disease. 

On  a ten-minute  intravenous  urogram 
the  calyceal  structures  of  both  kidneys  are 
faintly  outlined  and  are  not  grossly  ab- 
normal in  appearance.  The  upper  portion 
of  the  right  ureter  is  faintly  opacified  and  is 
normal  in  position  and  caliber.  The  re- 
mainders of  the  right  and  left  ureters  are 
not  demonstrated.  A small  amount  of  dye 
is  seen  within  the  urinary  bladder,  and 
there  is  evidence  of  some  prostatic  enlarge- 
ment with  elevation  of  the  bladder  floor. 
It  is  again  noted  that  the  psoas  shadows 
are  fairly  distinct  and  symmetrical. 

A colon  study  performed  on  February 
29,  1968,  showed  some  irritability  and 
spasm  in  the  proximal  sigmoid  with  a few 
outlined  diverticula.  The  presence  of  a 
lesion  could  not  be  completely  excluded. 
Another  colon  study,  repeated  on  March  2, 
1968,  showed  better  distention  of  the  sig- 
moid, and  no  abnormalities  were  noted 
except  for  a few  scattered  diverticula. 

An  inferior  venacavogram  was  performed 
on  March  4,  1968,  after  the  introduc- 
tion of  a catheter  and  opaque  material 
into  the  right  iliac  vein  via  the  right  femoral 
vein  (Fig.  IB).  There  is  a smooth  inden- 
tation of  the  inferior  vena  cava  extending 


from  the  level  of  the  second  lumbar  vertebra 
to  the  superior  margin  of  the  body  of  the 
fourth  lumbar  vertebra  on  the  right  side. 
There  is  a similar  but  less  pronounced 
indentation  slightly  higher  than  this  level 
on  the  left  side.  There  was  no  evidence  of 
obstruction  of  the  passage  of  contrast 
material  or  of  other  compression. 

An  aortogram  was  obtained  on  March 
11,  1968,  with  good  opacification  of  the 
abdominal  aorta  and  its  major  branches. 
There  is  a curvature  of  the  lower  abdominal 
aorta  with  convexity  to  the  left.  This, 
however,  does  not  have  the  appearance  of 
extrinsic  pressure  but  is  rather  due  to  some 
increased  tortuosity.  The  margins  of  the 
aorta  are  smooth,  and  no  abnormal  dilata- 
tion or  stenotic  lesions  are  demonstrated. 
Both  renal  arteries  are  normal  in  appearance 
and  in  the  later  phase  smooth  homogeneous 
nephrograms  are  obtained  bilaterally.  The 
remaining  branches  of  the  abdominal 
aorta  are  also  normal  in  appearance. 

May  we  discuss  the  lymphangiogram 
now,  Dr.  Enselberg? 

Karl  Enselberg,  M.D.:  The  lym- 

phangiogram was  performed  using  (Al- 
phazurin  G-2)  and  ethiodized  oil  (Ethiodol) 
dyes  37  per  cent  (Fig.  1C).  The  lymphatic 
vessels  were  found  to  be  normal  at  the 
incision  site  over  the  first  metatarsals,  and 
dye  was  injected  under  fluoroscopic  control 
from  the  dorsum  of  the  foot  up  to  the 
cisterna  chyli.  These  lymph  vessels  ap- 
peared to  be  normal.  The  twenty-four 
hour  films  revealed  gross  abnormalities  of 
the  lymph  nodes  bilaterally  in  the  para- 
aortic region.  These  were  enlarged  nodes, 
reticulated,  with  tiny  filling  defects  and 
intact  capsules.  The  lymphatic  vessels 
leading  to  these  nodes  still  contained 
ethiodized  oil  dye  even  at  twenty-four 
hours.  The  thoracic  duct  visualized  from 
above  the  diaphragm  to  its  entrance  into 
the  subclavian  vein  appeared  to  be  normal. 
Our  impression  was  that  this  showed  grossly 
abnormal  findings  with  a nonspecific  ob- 
structive pattern  involving  the  lymphatic 
vessels  in  the  pelvic  and  para-aortic  regions. 

Dr.  Lesser:  This  case  is  that  of  a 

previously  healthy,  elderly,  man  who  formed 
and  reformed  chylous  abdominal  fluid  at  a 
rapid  rate,  suffered  appreciable  weight  loss, 
developed  severe  anemia,  and  died  within 
about  four  months.  The  extensive  and 
well-directed  work-up,  including  multiple 
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cultures  and  full  roentgenologic  study  of  the 
gastrointestinal  tract,  abdominal  blood 
vessels,  and  lymphatic  vessels,  failed  to 
disclose  infection  or  to  establish  a site  of  a 
primary  malignant  growth.  Two  minor 
additions  might  have  been  made  to  the 
screening  diagnostic  studies:  abnormal 

levels  of  urinary  5-hydroxyindoleacetic 
acid  and  of  chylous  fluid  hyaluronic  acid 
may  reveal  the  (rare)  presence  of  carcinoid 
or  mesothelioma,  respectively.  The  in- 
ability to  establish  an  underlying  process  is 
common  with  milky  effusions,  and  Vasko 
and  Tapper10  have  recently  pointed  out  the 
potential  diagnostic  and  therapeutic  bene- 
fits of  exploratory  laparatomy.  In  this 
patient,  surgical  intervention  showed  masses 
to  be  adjacent  to  the  inferior  vena  cava 
and  a “sheet  of  firm  tissue”  suggestive  of 
a malignant  process  in  the  retroperitoneal 
space,  although  the  description  is  not  clear 
in  this  regard.  In  light  of  the  patho- 
physiologic findings,  the  chylous  effusion 
can  probably  be  attributed  to  involvement 
not  only  of  the  mesenteric  (intestinal ) lym- 
phatic vessels,  but  most  likely  of  collateral 
channels  and  of  lymphaticovenous  anasto- 
moses as  well. 

It  is  well  to  remember  that  milky  effu- 
sions due  to  benign  lesions,  such  as  duct 
lacerations,  benign  tumors,  adhesive  bands, 
and  others,  can  lead  to  rapid  inanition  and 
death,  solely  from  disordered  intestinal 
absorption  and  from  major  losses  of  in- 
gested nutriment  into  the  effusion.  From 
the  volumes  of  fluid  withdrawn  by  paracen- 
tesis, one  can  roughly  calculate  that  our 
patient  was  forming  about  1 L.  of  milky 
ascites  each  day.  Using  average  values 
for  fat  and  protein  content  noted  in  the 
literature,  this  would  represent  200  to  350 
calories  if  ingested  food  diverted  daily  into 
the  abdominal  cavity. 

Because  of  the  rarity  of  chylous  ascites, 
most  reports  have  included  only  1 or  2 
cases.  Chylous  ascites  is  most  commonly 
the  result  of  congenital  atresia,  accidental 
or  surgical  trauma,  adhesive  bands  or 
compression,  invasion  or  occlusion  by 
lymphoma,  metastatic  carcinoma,  or  a 
variety  of  other  benign  or  malignant  tu- 
mors. In  the  past  few  years  four  compila- 
tions of  patients  with  chylous  ascites  have 
appeared  in  the  American  literature. 1-5’6’ 10 
In  reviewing  these,  I excluded  all  cases 
of  traumatic,  post-surgical,  childhood,  and 


congenital  disease,  since  they  were  ob- 
viously not  pertinent  to  our  patient.  Of 
the  remaining  patients  in  which  the 
diagnosis  could  be  established,  about  70  per 
cent  proved  to  have  an  underlying  malig- 
nant condition;  about  one  half  of  these  were 
malignant  lymphomas.  In  this  patient,  I 
see  no  way  to  arrive  at  an  exact  etiologic 
diagnosis  with  the  information  available. 
An  infectious  process  cannot  be  completely 
ruled  out,  but  the  course  of  the  disease  and 
the  negative  cultures  make  its  presence  un- 
likely. The  rapid  development  of  severe 
anemia  and  the  surgical  description  of  the 
retroperitoneal  tissue  lead  me  to  favor  a 
malignant  condition.  The  lymphangio- 
graphic  findings  of  generalized  lymph  node 
involvement  and  the  absence  of  capsular  in- 
vasion and  destruction  militate  against  the 
presence  of  metastatic  carcinoma.11  12  I 
have,  therefore,  decided  to  discard  the  diag- 
noses of  metastatic  malignant  disease  and  of 
infection;  a lymphomatous  process  then 
becomes  the  most  likely  choice.  The 
clinical  picture  is  consistent  with  this 
diagnosis,  although  the  atypical  findings  on 
lymphangiogram  and  the  lack  of  response  to 
roentgen  therapy  make  me  somewhat  un- 
easy. I,  therefore,  advance  the  diagnosis 
of  lymphoma  without  great  confidence, 
largely  on  the  basis  of  its  incidence  and  by 
exclusion  of  the  other  common  causes  of 
chyloperitoneum. 

Clinical  diagnosis 

Chylous  ascites  secondary  to  mechanical 
obstruction  of  thoracic  duct,  cisterna  chyli,  or 
intestinal  lymphatic  vessels  due  either  to 
lymphomatous  disease  or  malignant  neoplasm 

Dr.  Lesser's  diagnosis 

Chylous  ascites  secondary  to  extrinsic 
lymphatic  obstruction  by  lymphoma 

Pathologic  report 

Dr.  Bruno:  I would  like  to  open  the 

conference  for  discussion.  Dr.  Finkbeiner, 
as  one  of  the  consultants  who  followed  this 
patient  while  he  was  in  the  hospital,  do  you 
have  any  comments  about  the  clinical  pre- 
sentation? 

John  A.  Finkbeiner,  M.D.:  Following 

exploratory  laparotomy,  we  felt  that  clini- 
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cally  this  patient  had  some  kind  of  retro- 
peritoneal malignant  disease  with  chylous 
ascites.  There  was  considerable  discussion 
at  this  time  as  to  whether  or  not  the  patient 
should  be  re-explored  by  surgical  interven- 
tion to  establish  a tissue  diagnosis.  The 
attending  physicians  felt  that  the  tenuous 
condition  of  the  patient  made  surgical  inter- 
vention impossible.  On  the  assumption 
that  this  was  a malignant  condition,  radia- 
tion therapy  was  given. 

This  patient  did  not  actually  receive 
2,000  rads.  He  was  treated  with  deep 
x-ray  therapy  (factors:  295  kv.,  half  value 

layer  1.9  cu.  mm.,  70  cm.  target  skin 
distance)  through  a 27  by  12-cm.  anterior, 
midline,  and  abdominal  portal  and  received 
an  air  dose  of  2,000  r in  two  weeks.  The 
following  month  he  received  1,200  rads 
through  a posterior  portal.  Since  this  man 
had  a large  anteroposterior  diameter,  he 
received  far  less  than  2,000  rads,  perhaps 
one-half  that  dose. 

The  radiation  therapy  certainly  had  no 
effect  on  his  disease  or  rate  of  formation  of 
chylous  ascites. 

There  is  one  feature  that  should  be 
emphasized.  The  presence  of  chylous 
ascites  implies  rupture  of  a lymphatic  ves- 
sel. With  neoplastic  disease,  particularly 
lymphoma,  this  signifies  invasion  of  the 
lymphoma  and  chylous  ascites,  and  in  2 pa- 
tients with  chyluria  I have  been  unable  to 
demonstrate  the  fistulous  tract  by  lym- 
phangiography. 

Dr.  Bruno:  Before  turning  over  the 

conference  to  Dr.  Sommers,  who  will  discuss 
the  pathologic  condition,  I would  like  to  ask 
Dr.  Reinus,  the  attending  surgeon,  to  tell 
us  which  surgical  procedure  was  performed 
and  what  was  found. 

Francis  Z.  Reinus,  M.D.,  The  prob- 
lem facing  us  in  exploring  this  patient  was 
finding  a lymphatic  leak  and  ligating  or 
plugging  it  in  some  manner  with  omentum 
or  whatever  suggested  itself.  It  was  hoped 
that  a maneuver  of  this  kind  would  prevent 
reaccumulation  of  the  ascitic  fluid.  To 
assist  in  finding  a leak,  vital  dye  (Evans 
B17e)  was  injected  subcutaneously  in  each 
inguinal  region  the  night  before  the  surgical 
procedure  was  to  be  performed.  Although 
this  stained  the  intra-abdominal  lymphatic 
vessels,  it  was  of  no  help,  since  many 
lymphatic  channels  in  the  retroperitoneal 
area  were  liberally  stained  with  the  dye  and 


no  identification  of  a leaking  channel  could 
be  made. 

When  the  abdominal  cavity  was  opened, 
several  liters  of  milky  fluid  were  removed. 
The  intestine  appeared  to  be  normal,  but 
the  small-bowel  mesentery  was  diffusely 
thickened.  In  addition  there  was  diffuse 
thickening  and  fibrosis  of  the  retroperito- 
neal tissues  to  the  extent  that  the  kidneys 
were  difficult  to  identify,  and  no  enlarged 
nodes  could  be  felt.  Biopsies  of  the  retro- 
peritoneal tissues  were  made  in  two  places, 
one  of  the  left  side  in  the  midabdomen  area, 
and  one  on  the  right  side.  Diffuse  fibrosis 
was  noted,  and  no  definite  leaking  area 
could  be  found.  The  abdomen  was  closed 
after  frozen  section  biopsy  showed  malig- 
nant disease,  although  the  gross  appearance 
of  the  abdomen  did  not  seem  to  confirm  the 
result  of  the  frozen  section  biospy. 

Dr.  Bruno:  Thank  you,  Dr.  Reinus. 

Dr.  Sommers  will  now  discuss  the  patho- 
logic findings. 

Sheldon  C.  Sommers,  M.D.:*  The 
pathologic  denouement  in  this  case  de- 
veloped from  the  gross  findings  at  autopsy. 
The  body  externally  showed  a distended 
abdomen.  On  opening  the  thoracic  cavity, 
dense  fibrous  adhesions  were  found  between 
the  pericardium  and  the  visceral  pleura  of 
both  lungs  and  between  the  lungs  and 
diaphragmatic  pleurae  bilaterally.  The 
lungs  weighed  a total  of  2,250  Gm.,  and 
there  was  a severe  necrotizing  bronchopneu- 
monia in  the  middle  and  lower  lobes  of  the 
right  lung.  The  heart  weighed  430  Gm., 
which  was  the  upper  limit  of  normal  for  his 
sex  and  weight.  No  pericardial  or  pleural 
effusions  were  found. 

In  the  abdomen,  the  liver  weighed  2,000 
Gm.,  associated  with  slight  fatty  infiltration. 
Dense  fibrous  adhesions  surrounded  the 
liver,  spleen,  and  formed  loculated  spaces  in 
the  upper  part  of  the  abdomen,  containing 
about  800  ml.  of  milky  fluid.  The  kidneys 
each  weighed  200  Gm.,  and  microscopic 
examination  demonstrated  a mild  prolifera- 
tive glomerulonephritis.  This  is  sometimes 
termed  glomerulitis,  since  clinical  altera- 
tions may  be  minimal. 

The  vena  cava  and  aorta  showed  no  un- 
usual constriction  or  other  lesions.  Retro- 
peritoneal lymph  nodes  along  the  aorta  were 
enlarged,  discrete,  and  formed  masses  up  to 
3 cm.  in  diameter.  Grossly  and  micro- 

* Director  of  Laboratories,  Lenox  Hill  Hospital. 
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scopically  they  merely  demonstrated  hyper- 
plasia and  lipid  phagocytosis.  Along  the 
spine  there  was  retroperitoneal  fibrosis, 
restricted  there  and  not  spreading  laterally 
or  involving  ureters  as  in  the  idiopathic 
type. 

The  thoracic  duct  was  opened  from  below 
and  easily  traced  to  the  twelfth  thoracic 
level.  Above  this  point  there  was  a fusi- 
form dilatation  of  the  duct  which  ended 
abruptly  at  the  tenth  thoracic  level  with 
fibrous  obliteration.  Above  this  level  the 
thoracic  duct  could  not  be  traced.  Micro- 
scopic examination  of  this  area  and  the 
abdomen  showed  practically  no  inflamma- 
tion, but  mostly  surface  fibrin  and  organiz- 
ing, so-called  plastic  peritonitis.  A little 
macrophage  and  other  leukocytic  reaction 
was  intermingled,  which  suggested  chemical 
irritation,  as  by  chylous  fluid. 

Other  findings  included  prostatic  hyper- 
trophy and  hypoplastic  vertebral  marrow, 
possibly  secondary  to  radiation  therapy. 

In  summary,  the  chylous  ascites  was  as- 
sociated with  fibrous  obliteration  of  the 
thoracic  duct  at  the  tenth  thoracic  level, 
fibrous  pericardiopleural  and  diaphrag- 
matic pleural  adhesions,  retroperitoneal 
fibrosis,  and  loculated  plastic  peritonitis. 

Da.  Bruno:  Dr.  Enselberg,  how  do  you 

correlate  the  complete  filling  of  the  thoracic 
duct  noted  on  the  lymphangiogram  and  the 
finding  of  a fibrous  obliteration  at  the  tenth 
thoracic  level? 

Dr.  Enselberg:  Collateral  lymphatic 

channels  are  the  only  explanation  known  to 
me. 

John  O.  Vieta,  M.D.:  It  is  difficult  for 

me  to  visualize  such  a relatively  localized 
process  as  the  cause  of  the  lymph  duct 
blockage.  Dr.  Sommers,  would  you  elab- 
orate more  specifically  on  the  pathologic 
process  causing  the  obstruction?  Was  there 
not  some  constriction  of  the  ureters,  and  is 
this  a case  of  idiopathic  retroperitoneal 
fibrosis,  or  so-called  Ormond’s  disease? 

Dr.  Sommers:  The  dissection  showed 

that  a relatively  localized  fibrotic  area  at 
the  tenth  thoracic  level  had  obstructed  the 
thoracic  duct.  Both  grossly  and  micro- 
scopically the  process  showed  nonspecific 
findings.  There  was  no  retroperitoneal  or 
mediastinal  fibrotic  process  of  a generalized, 
idiopathic  type.  Ormond 1314  reported  2 in- 
stances of  urinary  obstruction  due  to  retro- 
peritoneal fibrosis  in  1948  and  reviewed  the 


syndrome  in  1962  after  more  than  100 
similar  cases  had  been  reported.  Since 
idiopathic  retroperitoneal  fibrosis,  as  dis- 
cussed by  Ormond,  is  usually  generalized 
and  culminates  in  ureteral  obstruction,  this 
would  probably  not  be  a variant  of  this 
syndrome. 

John  V.  Waller,  M.D.:  Is  this  case 

related  to  Pick’s  disease  or  so-called  Pick’s 
polyserositis? 

Dr.  Sommers:  There  is  no  evidence 

here  to  suggest  pericarditis,  and  no  peri- 
cardial or  pleural  effusion  was  present. 

Daniel  S.  J.  Choy,  M.D.:  Was  there 

any  history  of  drug  ingestion,  specifically 
methysergide  maleate  (Sansert)? 

Dr.  Bruno:  The  only  medication  taken 

by  the  patient  included  digitalis  and  furose- 
mide  with  phenolphthalein  (Ex-Lax)  as 
necessary.  There  was  absolutely  no  his- 
tory of  ingestion  of  methysergide  maleate. 

If  there  are  no  further  questions,  I should 
like  to  conclude  with  a comment  on  treat- 
ment. Despite  the  fact  that  specific  cor- 
rection of  the  underlying  disease  is  not  often 
possible,  the  condition  of  most  patients  with 
chylous  effusions  can  probably  be  appre- 
ciably improved  by  complete  substitution 
of  “medium-chain”  for  “long-chain”  tri- 
glycerides in  the  diet.  The  former  are  trans- 
ported from  the  intestinal  wall  largely  as 
free  fatty  acids  and  glycerol  via  the  portal 
vein,  the  latter  largely  as  chylomicrons  via 
the  lymphatic  vessels. 1516  Both  the  rate  of 
formation  and  the  fat  content  of  chylous 
effusions  can  be  sharply  decreased  by  the 
exclusive  use  of  medium-chain  triglycer- 
ides. 17  The  avoidance  of  lymphatic  trans- 
port of  absorbed  fats  should,  therefore,  al- 
low the  patient  a measure  of  comfort  and 
improved  well-being  by  maintenance  of  nu- 
trition and  decrease  in  volume  of  chylous 
fluid. 

Anatomic  diagnoses 

1.  Chylous  ascites 

2.  Localized  fibrous  obliteration  of  tho- 
racic duct  at  tenth  thoracic  level 

3.  Retroperitoneal  fibrosis  limited  to 
spine 

4.  Fibrous  pericardiopleural  and  dia- 
phragmatic pleural  adhesions 

5.  L oculated  plastic  peritonitis 

6.  Necrotizing  bronchopneumonia,  mid- 
dle and  lower  lobe,  right  lung 


January  15,  1970  / New  York  State  Journal  of  Medicine  289 


7.  Benign  prostatic  hypertrophy 

8.  Hypoplastic  vertebral  marrow,  radia- 
tion induced 

9.  Proliferative  glomerulonephritis 
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A.A.’s  Board  of  Trustees.  The  number  of 
groups  overseas  increased  from  2,784  in  1967 
to  3,340  in  1968.  In  the  United  States  and 
Canada,  where  A. A.  started  in  1935,  the  num- 
ber of  groups  rose  from  9,895  in  1967  to  10,151 
in  1968. 

There  are  now  15,030  A. A.  groups  in  more 
than  90  countries  registered  with  A.A.’s  Gen- 
eral Service  Office  in  New  York.  This  com- 
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pares  with  14,154  groups  a year  earlier  and 
represents  a total  worldwide  gain  of  6.2  per 
cent. 

A survey  of  members  attending  meetings  in 
the  United  States  and  Canada  showed  that 
three  fourths  of  those  attending  meetings  are 
men;  that  the  average  age  of  all  those  queried 
was  46;  that  90  per  cent  attend  at  least  one 
A. A.  meeting  a week;  and  that  most  came  to 
A. A.  because  of  another  A. A.  member  or  some- 
one in  the  family. 

Some  trends  which  the  survey  highlights 
show  an  increasing  percentage  of  those  who 
come  to  A. A.  are  women;  the  age  at  which 
alcoholics  first  come  to  A. A.  is  decreasing;  and 
the  influence  of  physicians  in  getting  alcoholics 
to  their  first  meeting  is  increasing  sharply. 
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HE  importance  of  early  recognition  of 
spinal  cord  compression  by  a neoplasm  can- 
not be  overemphasized.  The  spinal  canal  is 
narrow,  measuring  in  diameter  at  most  4 
cm.  in  the  lumbar  region  and  as  little  as  2 
cm.  in  the  cervical  area.  A new  growth  ex- 
pands, and  there  is  not  much  room  for  the 
cord  to  escape  damage.  It  is  for  this  reason 
that  spinal  cord  compression  due  to  tumor 
is  frequently  more  of  an  emergency  than, 
for  instance,  a brain  tumor. 

The  signs  and  symptoms  are  varied,  but 
in  general  the  classical  triad  holds  true:  (1) 
local  pain  and  tenderness,  (2)  radicular 
pain,  and  (3)  long-tract  signs.  The  local 
tenderness  and  pain  at  the  level  of  the  neo- 
plasm may  be  the  first  symptom.  This  may 
be  due  to  a pathologic  fracture  from  a 
metastatic  tumor  to  the  spine.  Radicular 
pain  due  to  compression  of  any  of  the  nerve 
roots  will  lead  to  stabbing  and  occasional 
deep,  aching  pain  in  the  course  of  a nerve 
root.  In  the  cervical  and  thoracic  regions 
this  may  simulate  cervical  disk  syndrome, 
gallbladder  disease,  a variety  of  abdominal 
disorders,  and  even  myocardial  infarction. 
In  the  region  of  the  lumbar  spine  compres- 

* Developed  under  contract  with  National  Library  of 
Medicine  (PH-43—66—1151).  Project  of  Albany  Regional 
Medical  Program  supported  by  Division  of  Regional  Medi- 
cal Programs  and  U.S.  Department  of  Health,  Education, 
and  Welfare  (PL89-239). 


sion  of  the  cauda  equina  will  cause  sciatica. 
Eventually,  and  in  some  instances  rapidly, 
long-tract  signs  appear:  weakness  of  the 

lower  extremities  and  loss  of  sensation  in 
the  legs  and/or  about  the  anus.  One  im- 
portant sign  is  urinary  retention.  When 
this  occurs  great  urgency  of  action  is  re- 
quired. Early  surgical  decompression  will 
be  mandatory. 

In  the  case  of  benign,  slowly  expanding 
spinal  cord  tumors  such  as  meningiomas  and 
neurofibromas,  symptoms  and  signs  may  be 
present  for  months  or  even  years.  Gradual 
progression  of  awkwardness  in  the  lower  ex- 
tremities may  at  first  not  be  recognized  as  a 
spastic  paresis.  Gradual  loss  of  sexual  po- 
tency or  a vague  numb  feeling  of  the  lower 
extremities  may  be  important  warnings. 
These  benign  tumors  are  frequently  intra- 
dural and  extramedullary. 

The  rapidly  expanding  epidural  meta- 
static tumors  carry  a poor  prognosis  in 
general.  Some  patients,  however,  have  lived 
for  years  after  adequate  decompression  from 
such  tumors.  The  symptoms  and  signs  in 
these  tumors  are  rapidly  progressive  and 
might  lead  to  total  paralysis  in  a twenty- 
four-hour  period.  This  is  due  to  direct  com- 
pression as  well  as  ischemia  of  the  cord  due 
to  impingement  on  the  segmental  arterial 
supply.  Once  total  paralysis  and  total  loss 
of  sensation  below  the  lesion  has  occurred, 
surgery  is  of  no  value.  Recovery  will  not 
take  place.  It  is,  therefore,  essential  that 
the  danger  signs  be  recognized  early:  per- 

sistent pain,  progressive  weakness,  and 
difficulty  with  urination.  Only  then  have 
the  neurosurgeons  a chance  to  decompress 
the  spinal  cord  before  all  is  lost. 

Patients  with  spinal  cord  tumors  often 
have  more  pain  lying  down  than  sitting  up. 
This  might  differentiate  them  from  patients 
suffering  from  disk  disease.  Patients  with 
ruptured  intervertebral  disks  are  often 
greatly  relieved  by  bed  rest.  The  exact 
mechanism  of  this  phenomenon  is  not  clearly 
understood. 

The  localization  of  a spinal  cord  tumor  is 
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carried  out  by  myelography,  the  introduc- 
tion of  a few  centimeters  of  iophendylate 
(Pantopaque)  into  the  spinal  subarachnoid 
space.  A Queckenstedt  maneuver  is  always 
done  to  ascertain  whether  a block  is  pres- 
ent. It  is  naturally  safer  to  have  the  lumbar 
puncture  carried  out  on  a patient  with  a 
suspected  spinal  cord  tumor  in  a hospital 
with  neurosurgical  facilities.  If  for  any 
reason  a lumbar  puncture  is  being  carried 
out  on  a patient  with  a suspected  spinal  cord 
tumor,  and  a Queckenstedt  test  is  positive 
for  block,  fluid  should  not  be  withdrawn. 
Removing  cerebrospinal  fluid  can  lead  to 
disastrous  shifting  of  the  tumor  within  the 


Health  of  smokers’  and 
nonsmokers’  children 

Results  of  a study  of  the  possible  effects  of 
adults’  smoking  on  their  children  raises  the 
specter  of  smoking  harming  not  only  the 
smoker  himself  but  his  offspring  as  well  report 
Paul  Cameron,  Ph.D.,  and  John  S.  Kostin,  M.D., 
in  Journal  of  Allergy  43:  336  (June)  1969. 
Seven  hundred  twenty-seven  household  units 
were  systematically  drawn  from  the  Detroit 
telephone  book.  They  represented  a total  of 
2,360  subjects. 

College  student  volunteers  were  trained  in 
administration  of  the  questionnaire  and  method 
of  sampling.  The  verification  of  data  and  any 
necessary  clarification  of  information  was 
made  by  repeat  calls  by  the  junior  authors  of 
the  report.  The  interviews  were  carried  out 
with  any  responsible  member  of  the  household. 
The  questionnaire  covered  ages,  sex,  illnesses, 
or  injuries  to  any  member  of  the  household 
during  the  last  week  and  relevant  data,  and 
major  illness  of  anyone  in  the  household  dur- 
ing the  last  year.  It  also  covered  which  family 
members  smoked  and  how  much.  Other  ques- 
tions were  asked  about  use  of  vitamins,  various 
patent  medicines,  exposure  to  noise  and 
whether  or  not  the  family  had  an  automatic 
dishwasher.  This  latter  was  designed  as  a 


subarachnoid  space  and  worsening  of  the 
paresis.  Under  such  circumstances  it  would 
be  better  to  introduce  3 cc.  of  iophendylate 
and  withdraw  the  needle  so  that  the  appro- 
priate myelogram  can  be  carried  out. 

If  spinal  cord  tumors  of  the  metastatic 
epidural  type  can  be  recognized  early,  ap- 
proximately 50  per  cent  of  the  patients  will 
be  markedly  improved  after  adequate  surgi- 
cal decompression.  Surgery  on  the  benign 
intradural  tumors  will  usually  lead  to  a total 
cure. 

Albany  Medical  College 
Albany,  New  York  12208 


check  on  economic  status.  A major  difference 
between  the  questionnaire  used  in  this  study 
and  the  USPH  acute  illness  questionnaire  was 
the  asking  of  a recall  of  only  seven  instead  of 
fourteen  days. 

Of  a total  of  695  children  aged  sixteen  years 
or  less,  407  lived  in  a smoky  home  environ- 
ment; 288  did  not.  Of  the  407  in  the  smoky 
environment,  24  (6  per  cent)  had  respiratory 
illnesses. 

Of  the  total  number  of  children,  340  were 
nine  years  old  or  less.  Of  these,  182  lived  in 
a smoky  environment  in  the  home  and  158  did 
not.  Of  those  who  lived  in  a smoky  home  en- 
vironment, 14  (about  8 per  cent)  suffered  up- 
per respiratory  infections;  of  those  who  did 
not  have  a smoky  home  environment,  7 (about 
4 per  cent)  had  upper  respiratory  infections. 
The  overall  analysis  indicates  that  presence  of 
tobacco  smoke  in  the  environment  is  associated 
with  lessened  physical  health  (injuries  are  ex- 
cluded because  there  was  no  statistical  differ- 
ence between  the  two  groups).  In  applying 
the  PHS  stipulation  that  a reported  disease 
must  be  associated  with  medical  consultation 
or  restricted  physical  activity,  the  trend  in 
favor  of  the  smoke-free  environment  still  holds. 
The  authors  note  that  when  these  data  were 
discussed  with  family  doctors,  the  latter  ex- 
pressed no  surprise,  commenting  they  could 
have  told  the  investigators  as  much  without  a 
survey. 
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Injudicious  Use  of  Epinephrine 


Epinephrine  is  widely  used  in  the 
symptomatic  therapy  of  bronchial  asthma. 
This  case  report  illustrates  its  use  in  an 
asthmatic  patient  who  had  bronchial 
spasm  under  anesthesia. 

Case  report 

A thirty-two-year-old  man  was  admitted  to 
the  hospital  complaining  of  abdominal  pain  and 
vomiting  of  two  days’  duration.  The  pain  was 
sudden  in  onset  and  intermittent  in  nature; 
the  interval  between  pains  varied.  For  a duo- 
denal ulcer  of  twelve  years’  duration,  he  had 
undergone  a hemigastrectomy,  Bilroth  II  and 
bilateral  vagotomy,  uneventfully. 

He  was  taking  theophylline,  ephedrine  hy- 
drochloride, and  phenobarbital  (Tedral)  for 
asthma  which  he  had  had  for  fifteen  years.  Criti- 
cal findings  on  admission  were  a distended  abdo- 
men with  generalized  muscle  guarding  and  ten- 
derness. There  was  no  rebound  tenderness  and 
no  palpable  masses;  bowel  sounds  were  hyper- 
active with  occasional  high-pitched  rushes 
associated  with  pain.  Blood  pressure  was  116 
systolic  and  80  diastolic,  pulse  rate  116,  res- 
piratory rate  24,  temperature  36.3  C.,  hemato- 
crit 54,  and  white  blood  cells  7,000.  Blood 
urea  nitrogen  was  14  mg.,  glucose  135  mg., 
alkaline  phosphotase  8.4  mg.,  and  total  protein 
6.6  mg.  per  100  ml.  with  a 4.3: 2.3  albumin- 
globulin  ratio.  Values,  in  mEq.  per  liter, 
were  reported  to  be  sodium  150,  potassium  5.2, 

Presented  and  discussed  at  a conference  held  at  the  St.  Vin- 
cent’s Hospital  Medical  Center,  New  York  City,  May  26, 
1969.  Clinical  Anesthesia  Conferences  are  held  on  the  fourth 
Monday  of  each  month. 


chlorides  105,  calcium  10,  phosphorus  3.5,  and 
carbon  dioxide  28,  respectively. 

Preoperative  medication  consisted  of  meperi- 
dine (Demerol)  35  mg.  and  atropine  0.4  mg. 
given  intramuscularly  thirty  minutes  prior  to 
operation.  Patient  stated  that  he  had  mild 
difficulty  in  breathing  the  previous  night. 
Blood  pressure  in  the  supine  position  was  170 
mm.  Hg  systolic  and  100  diastolic.  An  electro- 
cardiogram monitor  was  attached.  Anesthesia 
was  induced  with  thiopental,  intravenously,  in 
divided  doses  totaling  450  mg.  Succinylcho- 
line  80  mg.  was  given  intravenously  to  facilitate 
endotracheal  intubation  with  a number  38 
French  catheter.  Anesthesia  was  then  main- 
tained with  nitrous  oxide  and  oxygen,  3 L.  per 
minute  each,  and  halothane,  approximately 
0.8  per  cent,  in  a semiclosed  absorption  system. 
A total  of  35  mg.  d-tubocurarine  was  adminis- 
tered during  the  first  one  and  one-half  hours  of 
the  operation,  during  which  time  the  blood 
pressure  remained  between  110/80  and  120/90. 

Twenty  minutes  later,  on  attempted  closure 
of  the  peritoneum,  the  patient  could  not  be 
ventilated.  Auscultation  revealed  the  absence 
of  breath  sounds,  and  tachycardia  was  present. 
The  patient  was  given  1 ml.  of  epinephrine 
(1 : 1,000)  intravenously  to  relieve  the  condition. 
Within  one  minute  the  patient  could  be  venti- 
lated, although  with  some  difficulty.  On 
auscultation  of  the  lungs,  wheezing  was  heard 
bilaterally  during  both  inspiration  and  expira- 
tion. Tachycardia  was  still  present  (140  per 
minute).  Methylprednisolone  sodium  succi- 
nate (Solu-Medrol)  80  mg.  was  given  intrave- 
nously with  ventilation  improving,  although 
mild  wheezing  persisted  on  auscultation. 

A total  of  2,150  ml.  of  fluids  was  administered 
during  the  two-hour  and  fifty-five-minute  oper- 
ation: 1,000  ml.  of  5 per  cent  dextrose  in  water 
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in  the  first  one  and  one-half  hours,  followed 
by  150  ml.  of  Ringer’s  lactate  solution  in 
the  next  one-quarter  hour,  and  then  500  ml. 
of  serum  albumen  three-quarters  of  an  hour 
thereafter.  During  the  last  hour  of  the  opera- 
tion another  500  ml.  of  Ringer’s  lactate  solution 
were  given.  The  estimated  blood  loss  was  600 
ml.,  and  the  urine  output  was  800  ml.  During 
the  last  forty-five  minutes  of  anesthesia,  which 
lasted  three  hours  and  forty  minutes,  decurari- 
zation  was  accomplished  with  both  neostigmine 
(Prostigmin)  2 mg.  and  atropine  0.8  mg.  in 
divided  doses. 

Since  the  patient  was  breathing  well  spon- 
taneously at  the  end  of  the  surgical  procedure, 
he  was  extubated  and  taken  from  the  operating 
room  awake.  In  the  recovery  room,  he  re- 
ceived 250  mg.  of  methylprednisolone  sodium 
succinate  and  250  mg.  of  aminophylline  which 
were  added  to  the  intravenous  infusion  bottle. 
Mild  bilateral  wheezing  was  heard  on  ausculta- 
tion of  the  lungs.  On  return  to  his  room,  no 
bx-onchospastic  attacks  occurred,  and  he  re- 
ceived aminophylline  suppositories  500  mg. 
three  times  a day  for  two  days.  Laboratory 
determinations  performed  on  the  first  post- 
operative day  were  within  normal  limits.  His 
wound  healed  uneventfully,  and  he  was  dis- 
charged a fortnight  later  in  good  condition. 

Comment 

A diagnosis  of  bronchospasm  due  to  the 
patient’s  fifteen-year  history  of  asthma  no 
doubt  clouded  the  more  common  differ- 
ential diagnoses  of  bronchospasm.1  Com- 
plete blockage  to  intermittent  positive 
pressure  ventilation  would  seem  to  be  a 


rarity  in  asthma,  and  the  sudden  onset 
under  anesthesia  is  highly  suggestive  of 
light  anesthesia  at  the  time  of  peritoneal 
stimulation  and/or  a change  in  position  of 
the  endotracheal  tube.  In  general,  the 
awake  patient  who  has  an  asthmatic  attack 
will  respond  initially  to  epinephrine 
0.3  to  0.5  ml.  in  1:1,000  solution  given 
subcutaneously.  Intravenous  or  intra- 
cardiac doses  of  0.3  to  0.5  mg.  of  epineph- 
rine (3  to  5 ml.  of  1 : 10,000  solution)  are 
recommended  for  improving  cardiac  tone 
when  cardiac  massage  is  not  effective  in 
cardiopulmonary  resuscitation,  although 
larger  doses  of  epinephrine  may  be  re- 
quired in  prolonged  resuscitations,  when 
the  myocardium  is  acidotic,  to  produce  an 
effect. 2 

If  this  were  asthmatic  bronchospasm,  a 
bronchodilating  drug,  such  as  epinephrine, 
given  in  this  excessive  dose  intravenously 
introduces  the  hazards  of  cerebral  hemor- 
rhage (from  a sharp  rise  in  blood  pressure) 
and  ventricular  arrythmias.  It  should  be 
borne  in  mind  that  “all  that  wheezes  is  not 
asthma.” 
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I n 1953  Pincus  and  Chang1  first  presented 
evidence  that  oral  progesterone  could 
inhibit  ovulation.  Three  years  later  clin- 
ical trials  using  a combination  of  oral 
estrogen-progesterone  for  fertility  control 
were  begun  in  Puerto  Rico.  Since  then 
this  method  of  contraception  has  been 
widely  and  enthusiastically  accepted  by 
women  of  childbearing  age.  As  experience 
with  the  drug  has  increased,  changing  con- 
clusions concerning  its  side-effects  have 
been  reached.  Thus  the  original  fear  that 
the  contraceptive  agent  could  initiate 
cancer  has  been  shown  to  be  false.  Con- 
versely, thrombophlebitis,  which  was  at 
first  thought  to  be  coincidental,  is  now 
accepted  as  a definite  although  uncommon 
complication.  Now,  after  a decade,  other 
side-effects  of  the  drug,  such  as  impairment 
of  liver  function  and  decreased  glucose 
tolerance,  are  being  viewed  with  concern. 

It  is  the  purpose  of  this  report  to  describe 
the  case  of  a thyroid  nodule  which  appeared 
while  the  patient  was  taking  an  oral  contra- 
ceptive agent.  The  nodule,  which  was  de- 
pendent on  TSH  (thyroid-stimulating  hor- 
mone) subsequently  disappeared  when  the 
estrogen-progesterone  combination  was 
stopped.  The  implication  of  this  associa- 
tion and  the  possibility  of  this  development 


occurring  as  another  unforeseen  complica- 
tion of  oral  contraceptive  therapy  is  dis- 
cussed. 


Case  report 

A thirty-year-old  married,  white  female 
had  been  in  good  health  all  of  her  life. 
She  had  had  two  normal  pregnancies,  the 
first  at  the  age  of  twenty-five  and  the 
second  a year  later.  She  was  then  placed 
on  an  estrogen- progesterone  regimen  for 
contraception.  After  she  had  been  taking 
the  oral  contraceptive  agent  for  two  and 
one-half  years,  a 1.5-cm.  nonfixed,  non- 
tender  nodule  developed  at  the  inferior 
pole  of  the  left  lobe  of  her  thyroid.  Four 
months  later  the  thyroid  nodule  had  in- 
creased in  size,  becoming  2.5  cm.  in  diam- 
eter. Normal  values  were  obtained  for 
antithyroglobulin  antibodies  and  serum 
cholesterol.  The  protein-bound  iodine  was 
elevated  and  the  resin  T3  (tri-iodothyro- 
nine)  uptake  decreased.  The  contraceptive 
pill  was  then  discontinued,  and  one  month 
later  a twenty-four-hour  I131  (radioactive 
iodine)  thyroidal  uptake  was  done.  This 
was  normal,  while  a scintiscan  confirmed 
the  presence  of  the  nodule  and  revealed  it 
to  be  hyperfunctional.  The  patient  was 
then  given  75  micrograms  of  i-tri-iodo- 
thyronine  by  mouth  daily  for  eleven  days. 
A repeat  I131  thyroidal  uptake  and  scan 
showed  suppression  of  the  entire  gland, 
including  the  “hot”  nodule.  One  month 
later  the  thyroid  nodule  was  noted  to  be 
smaller.  Three  months  after  stopping  the 
contraceptive  medication,  the  nodule  was 
no  longer  palpable,  and  a I131  uptake  and 
scan  revealed  an  unenlarged,  homogeneous 
euthyroid  gland.  Serum  protein-bound  io- 
dine, cholesterol,  T4  (thyroxine-iodine)  by 
column  chromatography,  and  resin  T3  up- 
take obtained  at  this  time  were  all  within 
normal  range. 
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Comment 

Hyperplasia  of  the  thyroid  gland  occurs 
as  a response  to  a stimulus  called  forth  when 
the  body  manifests  a greater  need  for 
thyroid  hormone.  Thyroid  nodules  repre- 
sent local  areas  of  hyperplasia  whose  cells 
are  more  sensitive  to  this  stimulus  than  the 
cells  in  the  remainder  of  the  gland.  Con- 
sequently, they  either  respond  with  a 
greater  increase  in  height  or  involute  less 
completely  after  the  period  of  increased 
need  for  thyroid  hormone  has  passed. 
The  stimulus  to  thyroid  hyperplasia  is 
probably  mediated  through  the  pituitary 
gland  by  means  of  its  thyroid-stimulating 
hormone.  The  role  of  TSH  in  the  develop- 
ment of  thyroid  nodules  has  been  empha- 
sized recently  by  Pittman.2  He  demon- 
strated their  gradual  development  from 
TSH-dependent,  nontoxic  nodules  to  auton- 
omous, toxic  ones.  In  addition  Vague  et 
al.3  and  Lobo,  Rosenthal,  and  Friedman4 
have  shown  the  evolution  of  thyroid 
nodules  from  warm  and  suppressive  ones  to 
autonomous  and  hot  nodules. 

The  much  higher  incidence  of  nodular 
goiters  in  females  has  directed  the  attention 
of  investigators  to  the  possibility  that 
estrogens  and  progesterones  may  at  times 
be  exciting  factors  in  these  nodules.  Evi- 
dence that  these  hormones  can  cause  thy- 
roid hyperplasia  has  been  demonstrated. 
In  animals  it  is  known  that  small  doses  of 
estrogen  or  short  treatment  with  this 
hormone  stimulates  thyroid  activity.5  Fur- 
thermore, Yamada  et  al.r’  have  shown  in  the 
rat  that  graded  doses  of  estrogen  caused  an 
increase  in  I131  uptake  and  greater  synthesis 
and  release  of  thyroid  hormone.  Eskin, 
Dratman,  and  Pettitt7  demonstrated  that 
progesterone  enhanced  goiter  formation  in 
propylthiouracil-treated  rats,  and  Koren- 
chevsky,  Parish,  and  Benjamin8  found  that 
this  hormone,  when  administered  to  normal 
rats,  caused  proliferation  of  the  thyroid. 
It  has  also  been  verified  that  the  effect  of 
estrogen  and  progesterone  on  the  thyroid 
extends  to  man.  Pincus9  noted  an  increase 
in  palpable  thyroids  in  patients  who  were 
taking  oral  contraceptive  agents.  Fisher 
and  Oddie10  showed  that  estradiol  benzoate, 
when  given  to  human  infants,  stimulates 
thyroidal  I131  release.  Further  supportive 
evidence  comes  from  Figarra. 11  When  he 
operated  on  a patient  with  diffuse  exoph- 


thalmic goiter  who  had  been  taking  a 
contraceptive  pill,  he  did  not  encounter  the 
complete  involution  of  the  thyroid  gland 
expected  with  the  usual  preoperative  prep- 
aration of  strong  iodine  given.  Subse- 
quently, in  other  patients  on  whom  he 
operated,  he  noted  that  complete  involution 
of  the  thyroid  did  occur  with  a preoperative 
iodine  preparation  when  the  contraceptive 
pill  had  been  discontinued  for  two  menstrual 
cycles. 

On  the  other  hand,  contrasting  evidence 
concerning  stimulation  of  the  thyroid  by 
estrogen-progesterone  combinations  has 
also  been  adduced.  Thus,  Williamson 
and  Moody12  described  a group  of  11 
euthyroid  patients  who  had  a battery  of 
thyroid  function  studies  before  and  during 
therapy  with  an  oral  contraceptive  steroid. 
Basal  metabolic  rates,  cholesterol  levels, 
I131  uptake,  and  half-relaxation  times  by 
the  photomotogram  remained  within  nor- 
mal limits.  Protein-bound  iodine  and  T4 
values  increased,  and  T3  resin  uptake  fell  in 
patients  on  therapy,  reflecting  estrogen- 
induced  increased  thyroxine-binding  pro- 
tein. Winikoff  and  Taylor13  showed  that 
while  contraceptive  pills  caused  an  increase 
in  protein-bound  iodine  and  a fall  in  the 
uptake  of  T3  by  resin,  the  thyroid  uptake 
of  radioactive  iodine  was  unaltered.  Simi- 
larly, Irazarry  et  al.1*  obtained  data  indi- 
cating no  measurable  significant  change  in 
the  radioactive  thyroidal  uptake  function 
in  a group  of  patients  using  contraceptive 
steroids.  In  addition,  no  one  has  ever 
demonstrated  changes  in  plasma  TSH 
following  initiation  of  therapy  with  estro- 
gen-progesterone combinations  or  estrogen 
therapy  alone.  It  is  possible,  however,  as 
Odell,  Wilber,  and  Utiger15  suggest,  that  as 
the  rise  in  concentration  of  thyroxine- 
binding  globulin  induced  by  these  agents 
occurs,  there  would  be  a temporary  fall  in 
free  thyroxine  concentration.  This  could 
lead  to  transient  increase  in  TSH  secretions 
before  a new  steady  state  is  reached. 
Inability  to  document  this  hypothesis  may 
be  due  to  insufficient  frequency  of  tests  or 
changes  in  plasma  TSH  too  small  to  be 
measured  reliably. 

The  association  of  an  oral  contraceptive 
drug  and  a nodular  goiter  in  the  case 
herein  presented  may  be  coincidental.  The 
fact  that  it  has  not  been  previously  recorded 
favors  this  conclusion.  However,  the  oc- 
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eurrence  of  the  thyroid  nodule  after  taking 
an  estrogen- progesterone  pill,  the  continued 
growth  of  the  nodule  during  therapy,  and 
its  disappearance  with  the  cessation  of 
medication  suggest  that  a causal  relation- 
ship should  not  be  ruled  out.  The  TSH 
dependency  of  the  nodule  indicates  the 
pathways  that  might  be  involved  if  this 
relationship  indeed  exists.  The  over- 
whelming predominance  of  nodular  goiters 
in  females  and  the  investigative  work  on 
animals  and  man,  although  admittedly  con- 
flicting, offer  further  evidence  that  the 
association  might  be  more  than  fortuitous. 
Careful  examination  of  all  women  taking 
oral  contraceptive  steroids  and  frequent 
radioactive  thyroidal  scans  might  very  well 
bring  to  light  a number  of  cases  that  per- 
haps are  being  overlooked.  Because  of  the 
large  segment  of  healthy  population  in- 
volved, the  implication  that  nodular  goiter 
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Summary 

A hyperfunctional,  thyroid-stimulating 
hormone-dependent  thyroid  nodule  de- 
veloped in  a thirty-year-old  twice  gravid 
female  while  taking  an  oral  contraceptive 
agent.  The  nodule  grew  larger  while  the 
drug  was  maintained.  When  the  contra- 
ceptive steroid  was  discontinued,  the  goiter 
decreased  in  size  and  then  disappeared. 
Although  this  association  can  be  fortuitous, 
a causal  relationship  involving  thyroid- 
stimulating  hormone  may  be  present. 
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V aricella  is  usually  a mild,  self-limited 
disease  in  childhood  but  can  be  a serious 
and  even  fatal  disease  in  adults.  Estimates 
of  the  fatality  rate  for  disseminated  vari- 
cella in  adults  have  varied  from  10  to  30  per 
cent.1  Varicella  can  involve  many  organs, 
in  addition  to  the  skin,  but  most  frequently 
affects  the  lungs,  central  nervous  system, 
and  kidneys.2,3  Pneumonia  is  the  most 
common  secondary  involvement  and  ac- 
counts for  the  greatest  number  of  deaths. 
Acute  nephritis,  evidenced  by  hematuria 
and  proteinuria,  although  a frequent  com- 
ponent of  disseminated  varicella  in  the 
adult,  seldom  is  sufficiently  severe  to  cause 
acute  renal  failure.  A previously  reported 
case  of  unremitting  renal  failure  due  to 
varicella  proved  fatal.  The  potentially 
reversible  nature  of  the  renal  failure  due  to 
varicella  is  demonstrated  by  the  patient 
herein  reported. 


Case  report 

A thirty-three-year-old  Negro  woman, 
nurse,  entered  the  hospital  because  of 
somnolence  of  one  day’s  duration.  Twenty- 
three  days  earlier  her  daughter  developed 
varicella  and  recovered  uneventfully  in  six 
days.  Twelve  days  prior  to  admission,  the 
patient  experienced  a two-day  episode  of 
mild  fever,  chills,  malaise,  and  myalgias. 
Six  days  prior  to  admission,  crops  of 
vesicles  erupted  on  the  skin  beginning  on 
the  trunk,  spreading  to  the  extremities,  but 
sparing  the  soles  and  palms.  A fever  of 
102  F.  and  extreme  malaise  were  now  noted 
by  the  patient.  Four  days  prior  to  admis- 
sion, anorexia,  vomiting,  cough  productive 
of  bloody  tenacious  sputum,  dyspnea,  and 
myalgia  occurred.  Her  physician  pre- 
scribed aqueous  penicillin,  chlorampheni- 
col, and  prochlorperazine  maleate.  The 
patient  did  not  improve.  On  the  day  of 
admission,  marked  dyspnea,  tachypnea, 
cyanosis,  and  unresponsiveness  were  ob- 
served. No  history  of  hypertension,  renal 
disease,  or  chickenpox  were  elicited. 

Physical  examination  disclosed  a well- 
developed  woman,  who  was  stuporous, 
tachypneic,  and  cyanotic.  Rectal  tem- 
perature was  102  F.,  pulse  108  per  minute, 
respiration  40  per  minute,  and  blood  pres- 
sure 130  systolic,  90  diastolic.  The  skin 
was  dry  and  covered  with  crops  of  vesicles 
and  pustules  over  the  trunk,  face,  and  upper 
extremities  (Fig.  1).  The  neck  was  supple. 
Vesicles  were  present  on  the  palate  and 
pharynx.  Coarse  and  crepitant  rales  were 
audible  over  the  lower  portions  of  both 
lungs.  The  remainder  of  the  physical 
examination  was  within  normal  limits. 

The  hematocrit  was  57.  The  white 
blood  cell  count  was  17,200  cells  per  cubic 
millimeter  with  a differential  of  60  poly- 
morphonuclear cells,  6 band  forms,  32 
lymphocytes,  and  2 eosinophiles.  Urinaly- 
sis disclosed  a specific  gravity  of  1.020; 
negative  test  results  for  protein,  glucose, 
and  ketones;  and  1 to  2 epithelial  cells  per 
high-power  field.  The  blood  urea  nitrogen 
was  9 mg.  per  100  ml.,  with  serum  sodium 
139  mEq.,  serum  potassium  2.4  mEq.,  chlo- 
ride 97  mEq.,  and  carbon  dioxide  22.8  mEq. 
per  liter.  An  x-ray  film  of  the  chest  dis- 
closed bilateral  bronchopneumonia.  A 
sputum  culture  was  positive  for  proteus 
mirabilis.  Blood  and  urine  cultures  were 
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FIGURE  1.  The  patient  on  admission.  Varicella 
pustules  in  various  stages  seen  on  the  face  and 
chest. 


sterile.  Nose  and  throat  culture  showed 
normal  flora. 

The  patient  received  2,300  ml.  of  fluid 
intravenously  consisting  of  5 per  cent  dex- 
trose and  water  and  0.45  per  cent  saline  in 
twelve  hours  and  had  a urinary  output  of 
500  ml.  During  this  time  the  patient  was 
given  1.2  million  units  of  aqueous  penicillin 
intravenously  and  300  mg.  of  tetracycline 
hydrochloride  intramuscularly. 

On  the  second  hospital  day,  the  antibiotic 
regimen  was  changed  to  500  mg.  of  nafcillin 
intramuscularly  every  six  hours.  Her  tem- 
perature fell  to  100  F.  and  her  mental 
status  improved  moderately.  The  bili- 
rubin was  0.5  mg.  per  100  ml.,  alkaline 
phosphatase  6 King-Armstrong  units,  ceph- 
alin  flocculation  2 plus,  thymol  turbidity  1 
unit,  total  protein  6.4  Gm.  per  100  ml. 
(albumin  3.7  Gm.  and  globulin  2.7  Gm.), 
and  glutamic  oxaloacetic  transaminase  76 
units  per  milliliter. 

That  evening,  nuchal  rigidity  was  noted 
for  the  first  time.  Funduscopic  examina- 
tion was  normal.  There  were  no  localizing 
neurologic  signs.  A lumbar  puncture  was 
performed.  The  opening  pressure  was  340 
mm.  of  water;  spinal  fluid  was  blood  tinged 
with  a clear  supernate  and  gave  a cell  count 
of  8,094  red  blood  cells  per  cubic  millimeter, 
and  6 white  blood  cells  (2  lymphocytes  and 
4 polymorphonuclear  cells).  The  protein 
was  38  mg.  per  100  ml.,  sugar  110  mg.  per 
100  ml.,  and  chloride  124  mEq.  per  liter. 


The  bleeding  time  (Ivy  method)  was  sixteen 
minutes,  platelet  count  100,000  per  cubic 
millimeter,  prothrombin  thirteen  and  a half 
seconds,  clotting  time  five  and  a half  min- 
utes with  a normal  clot  retraction,  and  the 
partial  thromboplastin  time  fifty-eight 
seconds. 

Four  hours  after  the  onset  of  nuchal  rigid- 
ity, severe  respiratory  distress,  headache, 
cyanosis,  and  a blood  pressure  of  160  sys- 
tolic, 100  diastolic  were  noted.  At  this 
time  funduscopic  examination  revealed 
blurred  disk  margins  with  many  retinal 
hemmorhages  bilaterally.  A repeat  x-ray 
film  of  the  chest  showed  no  change  from  the 
previous  film.  Urinalysis  results  remained 
entirely  negative  with  a specific  gravity  of 
1.015  and  no  formed  elements  present. 
For  the  next  four  hours  300  ml.  of  30  per 
cent  urea  solution  was  infused  intrave- 
nously in  an  attempt  to  reduce  intracranial 
pressure.  Hydrocortisone  acetate  50  mg. 
was  administered  intravenously  every  four 
hours.  The  parenteral  fluid  intake  on  the 
second  hospital  day  was  3,300  ml.  (1,500 
ml.  of  10  per  cent  dextrose  and  water,  1,500 
ml.  of  Ringer’s  solution,  and  300  ml.  of  urea 
solution).  Urine  output  exceeded  635  ml. 

On  the  third  hospital  day  the  patient’s 
mental  status  fluctuated  from  lucidity  to 
unresponsiveness.  The  blood  pressure  re- 
mained elevated  and  nuchal  rigidity  per- 
sisted. A left  facial  paresis  and  left  hemi- 
paresis  developed.  Despite  1,700  ml.  of 
parenteral  fluid  over  the  twenty-four  hour 
period  (1,450  ml.  Ringer’s  solution,  250  ml. 
5 per  cent  dextrose  and  water),  the  urinary 
output  fell  to  290  ml.  in  the  same  period. 
The  urine  gave  a 1 plus  test  for  albumin  and 
had  a specific  gravity  of  1 ,007 ; the  sediment 
contained  3 red  blood  cells  per  high  power 
field.  The  urine  urea  nitrogen  to  blood 
urea  nitrogen  ratio  was  2:5.  The  sodium 
was  141  mEq.,  potassium  4.2  mEq.,  carbon 
dioxide  27  mEq.,  and  chloride  100  mEq.  per 
liter.  Therapy  for  acute  renal  failure  con- 
sisted of  fluid  restriction  to  500  ml.  per 
twenty-four  hours  and  a 200-Gm.  carbo- 
hydrate; no  protein  diet  was  instituted. 

On  the  fourth  hospital  day,  the  respira- 
tory distress  disappeared.  Her  mental 
status  improved  so  that  she  responded  ap- 
propriately to  questioning.  The  lungs 
revealed  a few  scattered  rales  throughout 
both  bases.  The  blood  pressure  elevation 
persisted.  The  hematocrit  was  39,  blood 
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urea  nitrogen  190  mg.,  and  serum  creatinine 
12  mg.  per  100  ml.  The  serum  potassium 
was  5 mEq.  and  carbon  dioxide  14.5  mEcj. 
per  liter.  Twenty-four-hour  oral  fluid  in- 
take was  260  ml.  and  urine  output  335  ml. 

On  the  fifth  hospital  day  confusion, 
scleral  icterus,  and  new  crops  of  vesicles 
were  noted.  The  hematocrit  was  20.  The 
total  bilirubin  was  3 mg.  with  0.1  mg.  per 
100  ml.  conjugated  bilirubin.  The 
Coombs’  test  result  was  negative.  The 
stool  guaiac  result  was  negative.  A urine 
culture  yielded  more  than  100,000  Proteus 
mirabilis.  Peritoneal  dialysis  was  begun. 
Eight  exchanges  each  of  2 L.  of  1.5  per  cent 
glucose  solution  with  balanced  electrolytes 
(Dianeal)  and  one  exchange  of  2 L.  of  the 
solution  with  7 per  cent  glucose  and  4 mEq. 
per  liter  of  potassium  were  used.  An  excess 
of  900  ml.  of  fluid  was  removed  by  dialysis 
within  thirteen  hours. 

Peritoneal  dialysis  continued  at  a rate  of 
12  to  16  exchanges  of  2 L.  each  per  day. 
Oral  intake  was  restricted  to  500  ml.  each 
day.  By  the  seventh  hospital  day,  the 
paresis  had  cleared,  although  the  patient 
remained  confused.  Liver  function  studies 
revealed  a bilirubin  of  0.6  mg.,  total  protein 
6 Gm.  per  100  ml.  (albumin  3.7  Gm.  and 
globulin  2.3  Gm.).  The  alkaline  phos- 
phatase was  5 King- Armstrong  units,  cepha- 
lin  flocculation  result  negative,  thymol 
turbidity  1 unit,  and  glutamic  oxaloacetic 
transaminase  48  units.  The  antistreptoly- 
sin-0  blood  titer  was  625  Todd  units.  The 
lupus  erythematosus  cell  and  sickle  prepa- 
ration results  were  negative.  The  serum 
complement  level  was  77  C'HfiO  units 
(normal  37  ± 12  units).  A percutaneous, 
needle  renal  biopsy  showed  thickening  of 
the  glomerular  basement  membrane;  endo- 
thelial swelling  and  hypercellular  glomeruli 
with  a pink  staining  precipitate  and  vas- 
culitis were  also  present  (Fig.  2). 

Over  the  next  four  days  the  patient’s 
mental  status  returned  to  normal  while  the 
blood  urea  nitrogen  and  serum  creatinine 
fell  (Fig.  3).  The  vesicles  disappeared 
leaving  only  hyperpigmented  areas.  On 
the  fifteenth  hospital  day  the  urinary  out- 
put increased  to  500  ml.  and  a sustained 
diuresis  developed.  Urinalysis  disclosed  a 
specific  gravity  of  1.010,  negative  test  re- 
sults for  protein  and  glucose,  and  5 to  10 
leukocytes  per  high-power  field. 

Four  weeks  after  admission  the  patient 


was  discharged  asymptomatic  and  normo- 
tensive.  The  endogenous  creatinine  clear- 
ance was  73  ml.  per  minute,  and  urinalysis 
was  normal  at  the  time  of  discharge. 

Three  months  later  the  patient  under- 
went follow-up  studies.  Urinalysis  was 
normal.  The  endogenous  creatinine  clear- 
ance was  120  ml.  per  minute.  A repeat 
renal  biopsy  disclosed  glomerular  basement 
membrane  thickening  and  focal  capsular 
adhesions  (Fig.  4).  She  continues  to  be  in 
good  health  at  this  time,  although  her  blood 
pressure  remains  slightly  elevated  at  150 
systolic,  100  diastolic. 

Comment 

Varicella  in  adults  has  a mortality  rate  of 
10  to  30  per  cent.  The  average  age  of 
death  in  disseminated  chickenpox  is  33.9 
years. 1 Fitz  and  Meilkejohn4  have  pointed 
out  that  the  most  frequent  source  of  infec- 
tion in  the  adult  is  the  patient’s  child.  The 
typical  vesiculopapular  rash  appears  four- 
teen to  sixteen  days  after  exposure.  Sys- 
temic involvement  usually  follows  in  the 
next  three  to  four  days,  as  in  the  patient  re- 
ported. 

Although  chickenpox  is  generally  con- 
sidered to  be  a dermatologic  disease,  a gen- 
eralized infection  with  involvement  of 
numerous  organs  may  take  place.  Lesions 
have  been  described  in  the  gastrointestinal 
tract,  brain,  lungs,  kidneys,  adrenals,  lymph 
nodes,  spleen,  and  other  organs.1  Several 
authors  attributed  the  dissemination  to  a 
vascular  spread  of  the  virus,  which  has  a 
propensity  to  involve  epithelial  cells  of  all 
organs.2 

In  1884,  Henock5  first  reported  renal 
damage  in  chickenpox  and  presented  4 
cases  of  nephritis  in  children;  one  death 
resulted.  Postmortem  examination  re- 
vealed “recent  parenchymatous  nephritis,” 
but  no  microscopic  study  was  performed. 
Denny  and  Baker6  reviewed  the  medical 
literature  to  1928  and  noted  that  52  cases  of 
acute  nephritis  had  been  reported  up  to  that 
time.  In  1936,  Millous7  studied  an  epi- 
demic of  varicella  in  Cameron  in  which  370 
deaths  occurred.  Chickenpox  nephritis 
with  uremia  was  one  of  the  most  frequent 
causes  of  death  in  this  group.  Unfor- 
tunately, no  pathologic  studies  were  per- 
formed. 

Waring,  Neubuerger,  and  Giever8  re- 
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FIGURE  2.  First  biopsy,  obtained  during  the  patient's  period  of  anuria.  (A)  Glomerulus  with  "fibrinoid" 
necrosis  and  endothelial  proliferation.  Polymorphoneuclear  leukocytes  present  in  capillaries  (Schiff 
hematoxylin  stain).  (B)  Photomicrograph  showing  some  tubular  loss  of  epithelial  lining.  Some  tubules 
also  show  regenerating  epithelium  and  one  contains  erythrocyte  cast  (hematoxylin  and  eosin  stain). 


ported  a fatal  case  of  varicella  in  an  adult 
with  pneumonia,  encephalitis,  and  nephri- 
tis. This  patient  had  an  elevated  hlood 
urea  nitrogen,  serum  creatinine  with  mod- 
erate albuminuria,  and  numerous  white 
blood  cells  in  the  urine.  Pathologic  exam- 
ination revealed  the  kidneys  to  be  enlarged 
and  pale.  Microscopic  examination  dis- 
closed glomerular  enlargement  with  disten- 
tion of  the  capillary  tufts  with  red  hlood 
cells.  The  lining  epithelium  was  swollen, 
and  in  the  subcapsular  space  a pink  granu- 
lar precipitate  was  found.  A similar  mate- 
rial was  present  in  the  lumen  of  the  tubules. 
The  tubular  cells  were  swollen  and  evi- 
denced hydropic  degeneration.  Intimal 
thickening  with  hyalinization  was  present 
in  the  medium  and  smaller  arteries  as  well 
as  in  the  glomerular  capillaries. 

Johnson9  described  acute  degeneration  of 
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FIGURE  3.  Course  of  nephritis  complicating 
chickenpox.  Onset  of  diuresis  accompanied  by 
fall  in  blood  urea  nitrogen  level. 


the  renal  tubules  and  normal  glomeruli  in  a 
case  of  varicella.  Claudy10  reported  the 
presence  of  small  hemorrhagic  foci  in  the 
renal  cortex  and  pelvis  in  an  adult  with 
chickenpox.  Renal  involvement  encom- 
passing all  these  variations  has  been  re- 
ported in  a single  case  by  Rigdon,  Shojaii, 
and  Garber.2 

The  elevated  antistreptolysin-O  blood 
titer  of  625  Todd  units  raises  the  question  of 
whether  or  not  the  glomerulonephritis  com- 
plicating varicella  in  the  patient  here  re- 
ported was  due  to  previous  streptococcal 
infection.  No  absolute  answer  is  possible. 
Reliance  on  a normal  serum  complement, 
as  in  this  case,  to  exclude  poststreptococcal 
glomerulonephritis  is  helpful.  Thus,  Was- 
serman  et  al.11  found  445  to  446  children 
and  adults  with  poststreptococcal  glomer- 
ulonephritis had  depressed  serum  comple- 
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FIGURE  4.  Second  renal  biopsy,  obtained  eleven 
months  after  first  biopsy.  Representative  glom- 
erulus showing  diffuse  basement  membrane  thick- 
ening and  focal  adhesion  between  tuft  and  capsule 
(hematoxylin  and  eosin  stain). 


January  15,  1970  / New  York  State  Journal  of  Medicine  301 


ment  levels.  Lange,  Wasserman,  and  Slo- 
body12  concluded  that  a depressed  serum 
complement  activity  “may  be  considered  a 
reliable  criterion  in  the  diagnosis  of  acute 
glomerulonephritis.”  The  histologic  evi- 
dence of  glomerular  fibrinoid  necrosis  and 
tubular  damage  present  in  the  kidney  of  the 
patient  presented  is  consistent  with  more 
widespread  renal  involvement  than  is  usu- 
ally found  in  poststreptococcal  glomerulo- 
nephritis or  acute  tubular  necrosis  alone. 

Varicella  involvement  of  the  lungs  and 
central  nervous  system  has  been  repeatedly 
emphasized.1’2’4-13’14  This  patient  had  typ- 
ical bronchopneumonia  and  signs  of  neu- 
rologic involvement. 

The  fact  that  this  patient  had  mild  liver 
disease  with  evidence  of  cellular  involve- 
ment is  consistent  with  earlier  observations 
in  disseminated  varicella.9  Thrombocyto- 
penic purpura  has  been  reported  in  chicken- 
pox  and  other  viral  infections. 15  The 
diminished  platelet  count  and  prolonged 
bleeding  time  (in  this  patient)  can  be  at- 
tributed to  the  expected  viremia.  The 
gradual  fall  in  hematocrit  from  58  to  20 
during  the  initial  phase  of  anuria  and  the 
persistence  at  a hematocrit  of  20  during  the 
entire  period  of  renal  insufficiency  despite 
transfusions  are  most  likely  due  to  the 
anemia  associated  with  acute  renal  failure. 
Anemia  in  such  instances  is  attributed  to 
hemodilution  and  increased  red-cell  de- 
struction.16 

Renal  failure  sufficiently  severe  to  cause 
anuria  and  clinical  uremia  had  been  previ- 
ously observed  by  Fish3  who  described  a 
twenty-three-year-old  woman  with  dis- 
seminated varicella  who  developed  pneu- 
monia and  acute  renal  failure.  Despite 
extracorporeal  hemodialysis  the  patient 
died  from  uremia.  Daily  peritoneal  dialy- 
sis, as  employed  in  the  patient  reported,  has 
the  advantage  of  gradually  correcting  the 
signs  of  uremia  and  removing  nitrogenous 
wastes  as  they  are  formed.  It  is  apparent 
that  like  the  encephalitis  and  hepatic  dam- 
age, renal  involvement  may  be  in  large  part 
reversible  with  the  recovery  of  the  patient 
made  possible  by  dialysis  therapy  during 
the  period  of  inadequate  renal  function. 


Summary 

A case  of  disseminated  varicella  in  an 
adult  with  bronchopneumonia,  central  ner- 
vous system  involvement,  hepatitis,  and 
nephritis  is  presented.  Acute  renal  failure 
developed.  This  was  treated  successfully 
with  peritoneal  dialysis.  The  renal  patho- 
logic changes  are  described.  The  impor- 
tance of  chickenpox  nephritis  and  its  re- 
versibility is  emphasized. 
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Significant  bleeding  into  the  abdominal 
cavity  caused  by  rupture  of  a primary  car- 
cinoma of  the  Uver  is  a well-documented 
but  uncommon  occurrence.  Intra-abdom- 
inal bleeding  as  a complication  of  metastatic 
carcinoma  of  the  liver  is  rare;  few  cases 
have  been  reported.  We  recently  encoun- 
tered such  a case.  Since  an  aggressive  sur- 
gical approach  may  allow  patients  to  sur- 
vive this  complication  and  since  palliative 
measures  may  permit  a significant  pro- 
longation of  life,  we  feel  that  it  is  worth- 
while to  bring  the  possibility  of  this  occur- 
rence to  the  attention  of  physicians. 

Case  report 

A fifty-six-year-old  white  female  was  ad- 
mitted to  New  York  Polyclinic  Hospital  on 
February  12,  1967,  with  a history  of  abdom- 
inal pain  for  the  preceding  three  months. 
The  pain  was  mild  and  intermittent,  init- 
ially located  on  the  right  side  of  the  abdo- 
men, later  occurring  also  in  the  left  upper 
quadrant.  The  pain  was  not  related  to 
eating.  She  denied  nausea,  change  in 
bowel  habits,  or  jaundice.  An  upper  gas- 


trointestinal x-ray  series,  a barium  enema, 
and  an  oral  cholecystogram,  performed 
prior  to  admission,  showed  normal  results. 
Just  prior  to  hospitalization  the  pain  gradu- 
ally became  more  severe,  and  she  lost  her 
appetite.  In  three  months,  she  had  lost  27 
pounds. 

On  admission  blood  pressure  was  120 
systolic,  80  diastolic.  Temperature,  pulse, 
and  respiratory  rate  were  normal.  She  was 
not  icteric.  There  was  tenderness  over  the 
upper  abdomen,  but  the  entire  abdomen 
was  soft.  The  fiver  margin  was  palpable 
3 fingerbreadths  below  the  right  costal  mar- 
gin. There  were  no  other  masses  or  ascites. 

Initially  the  hemoglobin  was  11.4  Gm. 
per  100  ml.  hematocrit  37,  and  white  cell 
count  15,000.  The  alkaline  phosphatase 
was  14.1  Bodansky  units.  The  serum 
glutamic  oxaloacetic  transaminase  was  68 
units,  and  the  lactic  dehydrogenase  was 
615  units.  Other  Uver  function  test  re- 
sults were  normal.  The  stool  result  was 
negative  to  blood  test  tablets  (Hematest). 
Oral  cholecystogram  disclosed  radiolucen- 
cies  in  the  gallbladder  compatible  with 
calculi. 

In  the  hospital,  the  patient  continued  to 
complain  of  moderate  upper  abdominal 
pain.  On  the  sixth  hospital  day,  she  sud- 
denly became  pale.  Abdominal  pain  and 
tenderness  increased,  and  rigidity  appeared. 
The  hemoglobin  fell  to  8.8  Gm.  per  100  ml. 
and  the  hematocrit  to  30.  The  white  cell 
count  rose  to  20,000.  Stool  results  re- 
mained negative  to  the  blood  test.  She 
was  transfused  with  3 units  of  blood.  Dur- 
ing the  next  two  days,  her  symptoms  and 
signs  became  even  more  marked.  Surgery 
was  performed  on  the  eighth  hospital  day. 

At  abdominal  exploration,  wine-colored 
blood  and  clots  were  present  in  the  perito- 
neal cavity.  In  the  left  lobe  of  the  fiver,  a 
large  tumor  nodule  was  found.  This  nodule 
appeared  necrotic  and  was  partially  de- 
tached from  the  body  of  the  fiver.  The  raw 
surface  of  the  nodule  oozed  blood.  Three 
other  tumor  nodules  were  also  found  in  the 
fiver  in  the  region  of  the  falciform  ligament. 
An  orange-sized  mass  was  present  in  the 
tail  of  the  pancreas,  encroaching  on  the 
hilum  of  the  spleen.  Blood  and  clots  were 
removed;  the  oozing  surface  of  the  liver 
nodule  was  packed  with  surgical  gauze  and 
sutured  with  chromic  catgut.  A biopsy 
was  taken  from  the  nodule. 
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The  postoperative  course  was  unevent- 
ful. Her  original  mild  abdominal  pain  re- 
mained. She  was  discharged  to  her  home. 
Two  weeks  later,  at  home,  she  died  sud- 
denly. The  details  of  her  death  could  not 
be  obtained. 

Pathologic  examination  of  the  surgical 
liver  biopsy  revealed  areas  of  necrotic  tis- 
sue, adjacent  to  nests  of  poorly  differen- 
tiated epithelial  cells.  The  cells  showed  dis- 
tinct cell  boundaries  with  pale-staining 
granular  cytoplasm.  Many  cells  were 
multinucleated  with  bizarre,  irregular  nu- 
clear forms.  Nucleoli  were  prominent. 
Some  nuclei  were  vesicular,  while  others 
were  hyperchromatic.  There  were  numer- 
ous atypical  mitoses.  Final  diagnosis  was 
poorly  differentiated  metastatic  carcinoma 
of  the  liver,  consistent  with,  but  not  diag- 
nostic of,  tumor  of  pancreatic  origin. 

Comment 

Significant  intra-abdominal  bleeding  as 
a complication  of  cancer  is  uncommon.  In 
1958,  Ellis,  Griffiths,  and  MacIntyre1  re- 
viewed all  cases  of  hemoperitoneum  seen  at 
the  Oxford  group  of  hospitals  from  1951  to 
1956.  Including  only  those  cases  in  which 
there  was  an  extensive  collection  of  blood, 
they  reported  on  129  patients.  Of  these, 
87  (68  per  cent)  had  bleeding  of  gynecologic 
origin,  and  30  (23  per  cent)  followed  trauma 
to  the  spleen  and/or  liver.  In  the  remain- 
der, 11  had  bleeding  from  a variety  of  non- 
malignant  causes.  Only  in  1 patient  was 
bleeding  due  to  malignancy,  and  this  was 
primary  carcinoma  of  the  liver. 

Other  scattered  reports  of  intra-abdom- 
inal bleeding  due  to  hepatic  carcinoma  have 
appeared  in  the  literature.  Specter  and 
Chodoff,  in  1950, 2 reported  a case  in  which 
the  source  of  bleeding  was  a metastatic 
mass  in  the  left  lobe  of  the  liver.  Bleeding 
was  controlled  by  excising  the  mass.  The 
primary  tumor  was  probably  either  in  the 
kidney  or  adrenal  gland.  In  their  article, 
they  mention  13  other  cases  with  intra-ab- 
dominal bleeding  due  to  hepatic  carcinoma. 
Twelve  were  from  primary  carcinoma  of  the 
liver,  and  1 was  from  an  “endothelioma  of 
periportal  origin.” 

In  1954,  De  Faria3  described  a fifty- 
eight-year-old  man  who  died  of  hemoperi- 
toneum due  to  rupture  of  a metastatic  nod- 
ule in  the  liver.  The  primary  tumor  was 


in  the  prostate  gland.  In  1956  Bettini4  de- 
scribed 2 cases.  In  one,  the  primary  tumor 
was  in  the  left  lobe  of  the  liver,  and  in  the 
other  the  primary  tumor  was  an  adenocar- 
cinoma of  the  stomach.  In  his  discussion, 
Bettini  commented  on  the  possible  etio- 
logic  role  of  variations  in  the  intra-abdom- 
inal pressure,  as  occur  during  defecation, 
coughing,  vomiting,  and  so  on,  and  of  min- 
imal trauma  that  may  pass  unnoticed  by 
the  patient.  These  events,  while  innocu- 
ous to  a normal  liver,  may  be  a precipita- 
ting factor  in  an  organ  which  is  the  seat  of 
severe  pathologic  alterations. 

In  1961,  Craig5  reported  a case  of  mas- 
sive intraperitoneal  bleeding  due  to  frac- 
ture of  an  unsuspected  liver  cell  carcinoma. 
Reporting  in  1962,  Gribble  and  Blair6  re- 
viewed the  literature  on  hemoperitoneum 
complicating  malignant  disease  and  found 
it  to  be  associated  with  primary  carcinoma 
of  the  fiver  more  commonly  than  with  any 
other  intra-abdominal  carcinoma.  At 
times  bleeding  was  the  first  manifestation 
of  the  disease;  other  times  it  constituted 
the  terminal  event. 

In  our  patient,  the  history  of  abdominal 
pain  and  weight  loss  raised  the  suspicion  of 
an  abdominal  carcinoma.  The  abrupt 
worsening  of  her  condition  several  days 
after  admission  led  to  surgical  exploration, 
at  which  time,  the  hemoperitoneum  and 
ruptured  metastatic  tumor  were  found  and 
treated.  The  possibility  should  be  con- 
sidered that  repeated  abdominal  palpation 
by  numerous  examiners  in  search  of  a ques- 
tionably enlarged  fiver  may  have  caused  or 
precipitated  the  fracture  of  this  organ. 


Summary 

A patient  is  presented  who  suffered  mas- 
sive bleeding  into  the  peritoneal  cavity  due 
to  rupture  of  a metastatic  carcinoma  of  the 
fiver.  The  possibility  exists  that  excessive 
abdominal  palpation  may  have  contributed 
to  rupture.  This  complication  was  success- 
fully treated  by  surgery,  although  she  died 
several  weeks  later,  cause  unknown. 

Significant  hemoperitoneum  due  to  car- 
cinoma is  uncommon.  When  it  does  occur, 
primary  carcinoma  of  the  liver  is  the  most 
frequent  cause.  Metastatic  carcinoma  of 
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the  liver  is  rarely  responsible  for  such  hem- 
orrhage. However,  since  this  complication 
may  sometimes  be  successfully  treated  by 
surgery,  it  is  important  to  be  aware  of  its 
occurrence. 
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methods.  All  patients  had  previously  reached 
the  point  where  treatment  failed  to  bring 
further  improvement.  No  changes  in  manage- 
ment were  made  during  the  trial,  and  the  same 
treatment  wras  continued  for  each  patient 
throughout  the  study. 

In  41  of  the  44  the  acne  wras  considered  to 
be  Grade  II  or  III.  Of  the  patients  classified 
as  Grade  II,  about  62  per  cent  had  excellent 
to  good  results  and  30.8  per  cent  fair  or  poor. 
Of  the  Grade  III  cases,  46.6  per  cent  had  ex- 
cellent or  good  results  and  53.3  per  cent  had 
fair  or  poor  responses.  The  only  patient  with 
Grade  I acne  had  a good  response;  the  2 with 
Grade  IV  responded  poorly.  There  was  little 
difference  in  responses  between  patients  with 
papules  or  pustules  and  those  with  nodules 
only.  In  each  instance  the  excellent  to  good 
response  wTas  about  60  per  cent. 
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Although  hypochloremic  alkalosis  is 
not  uncommon,  few  cases  presenting  a 
seizure  disorder  are  recorded. 1-3  The  pa- 
tients in  this  report  entered  the  hospital 
postictal  and  stuporous  which  resulted  in 
delayed  diagnosis  and  treatment. 

Case  reports 

Case  1.  A fifty-year-old  woman  had  a 
three-year  history  of  peptic  ulcer  disease 
and  two  weeks  of  vomiting  after  every 
meal.  She  had  been  found  unresponsive 
at  home,  and  on  admission  to  the  hospital 
had  a grand  mal  seizure  followed  by  a 
second  convulsion  twenty  minutes  later. 
There  was  no  prior  history  of  seizure  dis- 
order. 

She  was  stuporous,  dehydrated,  and 
cachectic.  The  blood  pressure  was  120/80 
mm.  Hg,  pulse  rate  96  per  minute,  respira- 
tory rate  22  per  minute,  and  her  tempera- 


ture was  98.6  F.  A succussion  splash  was 
audible  over  the  upper  part  of  the  abdomen. 
Except  for  the  stupor,  the  neurologic  ex- 
amination was  within  normal  limits,  and 
the  remainder  of  the  physical  examination 
was  unremarkable. 

Serum  and  spinal  fluid  electrolytes  have 
been  recorded  in  Table  I.  The  hematocrit, 
which  was  47  on  admission,  fell  to  34,  and 
the  blood  urea  nitrogen  was  59  mg.  per  100 
ml.  and  fell  to  17  mg.  per  100  ml.  after 
thirty-six  hours  of  hydration.  Blood  glu- 
cose was  228  mg.  per  100  ml.,  calcium  9.6 
mg.  per  100  ml.,  and  the  urine  pH  according 
to  the  pH  indicator  (Nitrazine  paper)  was 
8.  Abdominal  x-ray  films  disclosed  a large 
fluid  and  air-filled  stomach  with  dilated 
loops  of  small  bowel.  Brown  fluid,  700 
ml.,  was  aspirated  from  the  stomach. 

Shortly  after  admission  a third  grand 
mal  convulsion  occurred.  Treatment  in- 
cluded diphenylhydantoin  and  phenobar- 
bital,  continuous  gastric  drainage,  and 
fluid  and  electrolyte  replacement.  During 
the  first  twenty-four  hours  she  received 
7,000  ml.  of  intravenous  fluids,  including 
790  mEq.  of  chloride,  250  mEq.  of  potas- 
sium, and  540  mEq.  of  sodium.  The 
urine  volume  was  3,700  ml.  The  patient 
became  more  responsive  within  twenty- 
four  hours  and  was  fully  alert  by  seventy- 
two  hours.  Subsequent  studies  revealed 
a deformed,  narrowed,  pyloric  channel 
with  an  ulcer  crater  and  marked  gastric 
retention.  A partial  gastrectomy  and  gas- 
trojejunostomy were  performed,  and  she 
was  discharged  on  the  forty-third  hospital 
day  after  an  uneventful  recovery.  No 
further  seizure  activity  has  been  observed. 

Case  2.  A sixty-eight-year-old  woman 
was  admitted  on  April  4,  1968.  In  April, 
1967,  she  had  been  admitted  with  painless 
jaundice,  and  when  a laparotomy  was  per- 
formed she  was  found  to  have  an  inoper- 
able carcinoma  of  the  pancreas.  Sub- 
sequently, gastrojejunostomy  and  chole- 
cystojejunostomy  were  performed  because 
of  obstruction,  and  she  was  discharged 
from  another  hospital  five  days  before  her 
current  admission.  During  the  interven- 
ing five  days  the  patient  vomited  inces- 
santly, and  six  hours  before  she  was  ad- 
mitted she  had  a grand  mal  seizure.  She 
became  unresponsive,  incontinent,  and  on 
being  brought  to  the  hospital  had  a second 
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TABLE  I.  Serial  serum  and  cerebrospinal  fluid  values  in  Case  1 (mEq.  per  liter) 


— Serum 


Hours  After 
Admission 

Sodium  + 

Potas- 
sium + 

Chlo- 

ride- 

Bicar- 

bonate 

Ion- 

Spinal  Fluid — 
Potas- 

Sodium  + sium  + 

Chlo- 

ride- 

0 (in  triplicate) 

129 

1.9 

37 

56 

135 

2.0 

79 

12 

121 

3.8 

56 

35 

131 

2.1 

81 

24 

127 

4.1 

74 

35 

36 

136 

3.5 

90 

26 

60 

132 

3.7 

91 

24 

84 

133 

4.7 

98 

24 

139 

2.5 

111 

108 

140 

4.5 

99 

25 

138 

2.6 

125 

tonic-clonic  seizure  in  the  admitting  room. 

During  the  examination  she  was  restless, 
semistuporous,  cachectic,  and  was  found 
to  be  dehydrated.  Her  blood  pressure  was 
110/60  mm.  Hg,  pulse  rate  was  76  per 
minute  and  irregularly  irregular,  respira- 
tory rate  was  8 per  minute,  and  her  tem- 
perature was  98.6  F.  A firm,  fixed  10-  by 
13-cm.  mass  was  palpable  in  the  epigas- 
trium. Neurologic  examination  revealed 
bilaterally  symmetrical  deep-tendon  re- 
flexes, withdrawal  from  painful  stimuli, 
and  a Babinski  sign  on  the  left  side. 

Serum  chemistries  have  been  outlined 
in  Table  II.  The  hematocrit  was  42  on 
admission  then  fell  to  29,  and  the  blood 
urea  nitrogen  was  61  mg.  per  100  ml.  then 
fell  to  29  mg.  per  100  ml.  at  the  time  of 
discharge.  The  serum  calcium  was  7.9 
mg.  per  100  ml.,  urine  pH  according  to  the 
pH  indicator  7.,  arterial  pH  nineteen  hours 
after  admission  was  7.53,  and  the  carbon 
dioxide  pressure  was  49  mm.  Hg.  Serum 
albumin  was  2.4  Gm.  per  100  ml.,  and  the 
serum  globulin  was  2.7  Gm.  per  100  ml. 

Treatment  was  instituted  with  0.2  per 
cent  of  sodium  chloride  in  5 per  cent  dis- 
tilled water  plus  potassium  chloride.  This 
was  changed  to  L-arginine  hydrochloric 
acid  alternating  with  0.9  per  cent  saline 
and  potassium  chloride  twelve  hours  after 
admission  when  a third  grand  mal  convul- 
sion occurred.  Within  thirty-six  hours 
the  patient  was  awake  but  still  disoriented, 
and  by  the  sixth  day  was  fully  alert. 
A lumbar  puncture  and  radioactive  gold- 
197  brain  scan  gave  normal  findings.  Dur- 
ing the  first  thirty-six  hours,  she  received 
1,100  mEq.  of  chloride  and  165  mEq.  of 
potassium  intravenously. 

On  the  twenty-first  hospital  day  the 
patient  was  discharged  to  a nursing  home. 


TABLE  II.  Serial  serum  values  in  Case  2 (mEq. 
per  liter) 


Hours 

After 

Admis- 

sion 

Sodium  4 

Chlo- 

ride- 

Potas- 
sium + 

Bicar- 

bonate 

Ion- 

0 

140 

46 

3.5 

49 

6 

135 

36 

3.5 

47 

12 

134 

40 

3.2 

56 

24 

116 

65 

6.3 

34 

32 

128 

81 

5.0 

32 

36 

140 

102 

3.0 

24 

Comment 

Hypochloremic  alkalosis  is  not  uncom- 
mon in  patients  with  high  intestinal  ob- 
struction and  vomiting4  5;  however,  neuro- 
logic abnormalities  secondary  to  this  are 
rare.  Dunsmore  and  Boles1  and  Lubash 
et  al.2  presented  1 case  each  with  hypo- 
chloremic alkalosis  and  seizures,  but  both 
patients  were  alcoholic.  Uminska3  re- 
ported 2 cases  of  a seizure  disorder  asso- 
ciated with  hypochloremic  alkalosis.  No 
measurement  of  spinal  fluid  electrolytes 
was  made  in  those  cases. 

The  striking  decrease  in  cerebrospinal 
fluid  chloride  to  79  mEq.  per  liter  (normal 
142  mEq.  per  liter)  on  admission  in  Case 
1,  despite  a normal  cerebrospinal  fluid 
sodium  and  the  much  lower  serum  chloride 
(37  mEq.  per  liter)  suggest  that  Migliore, 
Paoletti,  and  Villani6  are  correct  in  postulat- 
ing an  active  transport  mechanism  for 
chloride  into  the  cerebrospinal  fluid.  This 
finding  casts  doubt  on  the  observation  of 
Bradbury  et  al.1  that  the  chloride  in  the 
cerebrospinal  fluid  is  better  correlated  with 
cerebrospinal  fluid  sodium  than  with  serum 
chloride. 

Hypocalcemia  as  a cause  of  the  seizure 
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is  unlikely  in  the  presence  of  normal  serum 
levels  in  both  patients.  Although  serum 
magnesium  levels  were  not  determined, 
the  seizures  were  corrected  despite  infusion 
of  magnesium-free  fluids.  This  argues 
against  hypomagnesemia  as  the  cause 
of  convulsions. 

In  the  corrections  of  the  syndrome 
of  hypochloremic  alkalosis  secondary  to 
vomiting,  replacement  of  chloride  appears 
to  be  of  primary  importance  and  that  of 
potassium  secondary.8  9 This  is  demon- 
strated in  both  patients  where  the  replace- 
ment of  chloride  was  in  great  excess  of 
potassium  with  excellent  clinical  and  chemi- 
cal results. 

Clinical  improvement  was  apparent 
within  twenty-four  hours  in  both  patients. 
Complete  correction  of  their  central  nerv- 
ous system  disturbance  required  seventy- 
two  hours  and  six  days,  respectively. 
Whether  it  was  the  alkalosis,  the  hypo- 
chloremia,  or  some  undetermined  factor(s) 
that  was  responsible  for  the  seizure  disorder 
and  prolonged  confusional  state  is  not 
known. 

Two  features  deserve  emphasis:  (1) 

Patients  with  a seizure  disorder,  especially 
if  vomiting  is  a feature  of  the  history,  may 
have  hypochloremic  alkalosis.  Failure  to 
recognize  this  disorder  and  institute  prompt 
and  proper  therapy  could  be  fatal.  (2) 
Despite  their  moribund  appearance  on 
admission  and  the  severity  of  their  electro- 
lyte and  acid-base  disturbance,  patients 


such  as  those  presented  will  respond  rapidly 
and  completely  to  vigorous  correct  treat- 
ment. 

Summary 

Two  cases  of  hypochloremic  alkalosis 
with  seizures  present  are  described. 
No  other  cause  for  convulsion  could  be 
found.  This  presentation  can  result  in 
delayed  treatment  which  would  be  unfor- 
tunate in  a syndrome  that  responds  so  well 
to  massive  chloride  replacement. 
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P rimary  myxosarcoma  of  the  extremity  is 
an  extremely  rare  tumor  of  soft-part  origin. 
The  interest  in  this  tumor  lies  in  its  over-all 
relationship  to  myxomatous  tumors  and  its 
natural  history  within  the  spectrum  of  soft- 
part  sarcomas.  The  present  case  depicts 
the  clinical  behavior  and  projected  manage- 
ment of  this  type  of  tumor. 


Case  report 

A seventy-year-old  white  male  was  first 
seen  as  an  outpatient  on  August  17,  1967, 
with  a large,  pale  gray  mass  on  the  postero- 
lateral aspect  of  the  right  leg.  The  tumor 
measured  12.5  cm  in  length.  The  skin  was 
raised  in  multiple  nodules,  the  central  and 
primary  nodule  measuring  5 cm.  in  diam- 
eter (Fig.  1A).  There  appeared  to  be  a 
bead-like  extension  interiorly ; this  was 
thought  to  represent  venous  infiltration  by 
the  tumor  (Fig.  IB).  The  growth  was  non- 
tender, questionably  fluctuant,  and  firmly 
attached  to  the  superficial  fascia  overlying 
the  lateral  head  of  the  gastrocnemius 
muscle. 

Two  years  previously,  the  patient  had 
noticed  a firm  white  nodule  on  the  lateral 
aspect  of  his  right  calf.  This  mass  in- 
creased in  size  as  other  surrounding  nodules 
appeared  and  coalesced  with  the  central 
lesion.  There  were  no  symptoms  asso- 
ciated with  the  growth  of  this  lesion.  One 
month  prior  to  admission,  the  tumor  began 
to  ulcerate,  and  slight  bleeding  occurred. 
Incisional  biopsy  was  performed  by  the 
patient’s  local  physician  and  reported  as 
benign.  The  patient  came  to  our  clinic 
seeking  further  advice,  since  intermittent 
bleeding  continued. 

Our  initial  impression  on  seeing  this 
tumor  was  that  we  were  dealing  with  a sar- 


FIGURE  1.  (A)  Lateral  view  of  tumor  situated  on  outer  aspect  of  right  calf.  (B)  Anteroposterior  view  of 
tumor  showing  superior  and  inferior  subcutaneous  extension. 
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coma.  A wide  excision  with  a skin  graft 
was  advocated.  On  August  21,  1967,  the 
tumor  was  removed  with  the  underlying 
lateral  head  of  the  gastrocnemius  and  part 
of  the  soleus  muscle.  A split-thickness 
graft  was  applied  to  the  operative  site. 
The  pathology  report  was  that  of  a myxo- 
sarcoma with  margins  free  of  tumor. 
Grossly,  the  lesion  consisted  of  a large 
gelatinous  mass  adherent  to  underlying 
fascia  but  without  muscle  invasion  (Fig. 
2A).  Closer  examination  revealed  nodular 
extension  of  the  tumor  along  the  subcuta- 
neous planes  (Fig.  2B).  This  area  had 
given  the  impression  of  bead-like  venous 
invasion  as  seen  in  Fig.  IB.  The  postop- 
erative course  was  uneventful;  no  impair- 
ment in  gait  was  noted.  The  graft  healed 
per  primam  (Fig.  3). 

Comment 

Reports  of  myxosarcoma  of  the  extremity 
are  few.  Some  authors  have  considered 
this  tumor  benign  and  only  locally  recur- 
rent. Thus,  various  terms  such  as  myx- 
oma, malignant  myxoma,  and  myxoma 
cavernosum  have  been  applied  interchange- 
ably. 1 All  of  these  lesions  are  considered  to 
be  derived  from  primitive  mesenchyma,2 
and  grow  in  a pattern  of  loosely  textured 
stellate  cells  set  in  a stroma  of  loose  mucoid 
material  (Fig.  4). 

Approximately  one  half  of  these  tumors 
occur  in  the  skin  and  subcutaneous  regions 
of  the  extremities.  The  remainder  have 
been  reported  in  the  retroperitoneum,  in- 
testine, muscle,  breast,  and  pelvic  viscera.3 
When  found  in  the  extremities,  pressure 
atrophy  of  the  overlying  skin  usually  leads 
to  a characteristic  shiny  appearance,  and 
the  tumor  may  feel  fluctuant. 

The  over-all  incidence  of  myxosarcoma  is 
small.  Of  the  140  cases  reviewed  by 
Stout,2  32  occurred  in  the  subcutaneous  and 
aponeurotic  regions.  A clinicopathologic 
review  of  110  cases  of  soft-tissue  sarcomas 
by  Deodhar  and  Purandare,4  contained 
only  1 of  myxosarcoma.  Treatment  of  this 
lesion  necessitates  removal  by  wide  excision 
in  accordance  with  the  principles  outlined 
for  all  extremity  soft-part  sarcomas.6 
While  the  small  subcutaneous  lesions  do  not 
infiltrate  through  fascia  and  can  be  man- 
aged by  wide  excision,  the  larger  growths 
probably  require  muscle-group  dissection. 


FIGURE  2.  (A)  Cross-section  of  tumor.  (B) 
Close-up  of  sectioned  tumor  showing  subcutaneous 
extension. 


FIGURE  3.  Site  of  skin  graft  two  weeks  post- 
surgery. 


Local  recurrence  is  impending  if  adequate 
excision  is  not  performed.  Small  sub- 
cutaneous nodules  can  be  found  extending 
for  several  centimeters  distal  to  the  central 
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FIGURE  4.  Loosely-textured  stellate  cells  in 
stroma. 


lesion  in  a fashion  seen  with  fibrosarcomas. 

Microscopically,  while  one  may  find 
difficulty  in  assigning  a sarcomatous  suffix 
to  the  myxoma,  the  growth  pattern  and 
clinical  behavior  is  malignant  in  nature. 
We  have  come  to  recognize  such  a pattern 
in  many  tumors,  that  is,  desmoid,  and  treat 
them  in  accordance  with  their  true  malig- 
nant behavior. 

Summary 

A case  of  primary  myxosarcoma  of  the  leg 
is  presented.  Previous  descriptions  of  this 


lesion  have  suggested  it  to  he  benign  and 
locally  recurrent  only  after  inadequate  ex- 
cision. On  excision,  the  present  lesion 
appeared  to  have  the  characteristics  of  a 
potentially  malignant  tumor.  Subcuta- 
neous nodular  metastases  were  present  at 
the  time  of  initial  surgery.  The  gross  ap- 
pearance was  characteristic  of  those  sar- 
comatous lesions  with  a questionably  be- 
nign microscopic  appearance,  yet  classical 
malignant  behavior.  It  is  felt  that  such  a 
tumor  should  be  treated  as  a malignant  one. 
Wide  excision  with  skin  graft  or  the  possible 
use  of  muscle-group  dissection  must  be  con- 
templated in  the  management  of  this  neo- 
plasm when  it  occurs  in  the  extremity. 
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I N recent  years  the  intra-amniotic 
infusion  of  hypertonic  saline  has  become  a 
popular  procedure  in  Western  Europe  and 
the  United  States  for  induction  of  labor  in 
cases  of  intra-uterine  fetal  demise,  hydatidi- 
form  moles,  or  induction  of  late  abortion. 
The  purpose  of  this  report  is  to  report  the 
death  of  a young  woman  from  the  hyper- 
osmolar syndrome  after  a criminal  abortion 
following  intra-uterine  infusion  of  hyper- 
tonic saline,  and  to  suggest  safeguards  for 
the  procedure  to  help  prevent  a similar 
problem  in  hospital  practice. 

Case  report 

A comatose  twenty-year-old  single,  nulli- 
parous,  white  woman  was  admitted  to 
Bellevue  Hospital  on  November  22,  1968. 
Four  hours  earlier  she  had  been  admitted  to 
another  hospital  with  a blood  pressure  of 
110/70,  pulse  of  100,  and  temperature  of 
1 04  F.  She  was  unconscious  but  reactive  to 
painful  stimuli.  The  right  pupil  was  fixed 
and  dilated,  and  the  left  pupil  was  small  and 
weakly  reactive.  A left  Babinski’s  sign  was 
present.  The  patient  was  eighteen  weeks 
pregnant  and  the  cervix  was  closed.  No 
fetal  heart  was  heard.  A fresh  puncture 
wound  was  present  above  the  symphysis 
just  to  the  left  of  the  mid  line. 


Shortly  after  admission  she  had  several 
episodes  of  tonoclonic  seizures  each  lasting 
from  fifteen  to  thirty  seconds.  Serum 
electrolytes  were  normal  except  for  a 
sodium  of  160  mEq.  per  liter.  A tentative 
diagnosis  was  made  of  hypernatremia  due 
to  abortion  attempt  by  hypertonic  saline 
infusion.  She  was  then  transferred  to 
Bellevue  for  treatment. 

On  arrival  the  temperature  was  101  F., 
the  blood  pressure  was  40  to  60  systolic, 
and  respirations  were  of  the  Cheyne-Stokes 
type.  The  pupils  were  large  and  unreac- 
tive, and  there  were  no  oculocephalogyric 
or  corneal  reflexes.  The  patient  was 
flaccid.  A left  Babinski’s  sign  was  present. 
Shortly  after  admission,  she  became  apneic, 
and  a tracheotomy  was  performed  for  inter- 
mittent positive  pressure  breathing.  The 
admission  hematocrit  was  27,  and  a bleed- 
ing and  clotting  work-up  showed  normal 
results. 

The  clinical  picture  on  admission  was 
compatible  with  cerebral  edema  and  brain- 
stem herniation.  Intravenous  therapy 
with  mannitol  and  steroids  was  started 
initially  but  was  soon  discontinued.  Blood 
urea  nitrogen  on  admission  was  9 mg.  per 
100  ml.,  glucose  96  mg.  per  100  ml.,  carbon 
dioxide  13.5  mEq.  per  liter,  sodium  186 
mEq.  per  liter,  chloride  126  mEq.  per  liter, 
potassium  3.3  mEq.  per  liter,  and  serum 
osmolality  353  mOsm.  per  kilogram. 

Three  hours  later  the  glucose  was  500 
mg.  per  1 00  ml. ; electrolytes  were  essentially 
unchanged.  The  serum  osmolality  was 
388  mOsm.  per  kilogram,  urine  osmolality 
265  mOsm.  per  kilogram,  and  the  urine 
sodium  and  potassium  was  11  and  2.2 
mEq.  per  liter. 

During  the  first  twelve  hours  in  the 
hospital  she  received  7 L.  of  solute-poor 
water  and  produced  the  same  amount  of 
solute- poor  urine,  maintaining  a high  serum 
osmolality.  The  temperature  decreased  to 
94  F.  Hyperglycemia  was  treated  with 
intravenous  regular  insulin.  A lumbar 
puncture  revealed  normal  pressure,  no 
cells,  glucose  240  mg.  per  100  ml.,  protein 
350  mg.  per  100  ml.,  carbon  dioxide  16.5 
mEq.,  sodium  173  mEq.,  chloride  greater 
than  150  mEq.,  and  potassium  4 mEq.  per 
liter.  A blood  pH  of  7.15  was  treated  with 
intravenous  bicarbonate.  Serum  electro- 
lyte values  and  osmolality  were  unchanged, 
and  the  glucose  was  498  mg.  per  100  ml. 
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Therapy  with  2.5  per  cent  dextrose  in  water 
was  continued.  Carbon  dioxide  was  23 
mEq.  per  liter.  The  pH  soon  rose  to  7.7 
and  later  returned  to  approximately  normal 
levels.  Four  hours  later,  glucose  was  114 
mg.  per  100  ml.  after  more  intravenous 
insulin. 

The  patient  was  then  treated  with  intra- 
muscular vasopressin  in  oil.  The  urine 
osmolality  rose  to  430  mOsm.  per  kilogram, 
with  a serum  osmolality  of  348  mOsm.  per 
kilogram.  The  glucose  was  426  mg.  per 
100  ml.  Therapy  with  intramuscular  and 
intravenous  vasopressin  was  continued. 

Twenty-eight  hours  after  admission  the 
patient  delivered  an  intact  gestation  sac 
containing  a dead  fetus  of  sixteen  to  eigh- 
teen weeks  gestational  size.  The  amniotic 
fluid  sodium  level  was  178  mEq.  per  liter, 
and  its  osmolality  was  428  mOsm.  per 
kilogram.  At  this  time  the  blood  sodium 
was  150  mEq.  per  liter. 

It  was  now  learned  that  the  abortion  was 
performed  by  the  injection  of  250  ml.  of  20 
per  cent  sodium  chloride  eight  to  ten  hours 
before  admission. 

After  delivery,  serum  electrolytes  re- 
turned to  normal,  and  the  serum  osmolality 
descended  to  288  mOsm.  per  kilogram  with 
increased  urinary  osmolality  and  electro- 
lyte loss.  Intravenous  fluids  were  re- 
stricted. The  glucose  levels  were  erratic 
and,  without  treatment,  varied  from  hy- 
poglycemic levels  of  38  mg.  per  100  ml.  to 
elevations  as  high  as  414  mg.  per  100  ml. 

On  November  25,  1968,  she  became  hy- 
poxic and  had  difficulty  in  aeration.  Dif- 
fuse rales  were  heard  at  the  bases.  Con- 
solidation was  noted  in  the  upper  right  and 
middle  lobes.  Changing  from  a Bird  to  an 
Emerson  respirator  did  not  improve  oxygen 
tension  which  was  45  mm.  Hg  on  40  per  cent 
oxygen. 

An  electroencephalogram,  which  on  No- 
vember 23,  1968,  showed  minimal  activity, 
was  now  flat.  On  the  afternoon  of  Novem- 
ber 25,  1968,  she  became  cyanotic  and 
manifested  a decerebrate  posture.  A slight 
apparent  improvement  in  condition  was 
followed  by  the  first  of  9 cardiac  arrests. 
She  died  sixty-seven  hours  after  admission. 

At  autopsy  the  abdominal  puncture  tract 
was  found  to  penetrate  into  the  abdominal 
cavity.  An  acute  reparative  reaction  was 
present  around  the  tract.  A corresponding 
puncture  was  found  on  the  anterior  surface 


of  the  uterus  which  passed  through  several 
uterine  veins.  The  tract  could  not  be 
traced  to  the  uterine  activity. 

The  pituitary  gland  was  soft  and  showed 
extensive  necrosis.  The  brain  was  soggy 
without  flattened  convolutions.  Gross 
pontine  hemorrhages  were  in  evidence. 
The  pons  was  decreased  in  size.  Early 
demyelination  was  present  throughout  the 
brain.  The  lungs  were  engorged,  and 
patchy  areas  of  bronchopneumonia  were 
present. 

Comment 

Induction  of  abortion  by  the  use  of  intra- 
amniotic  infusion  of  hypertonic  solution 
was  described  in  the  1930s.1  This  technic 
which  became  popular  in  postwar  Japan  has 
since  fallen  into  disrepute  there  because  of 
a high  incidence  of  deaths  and  complica- 
tions.2 Several  reports  have  been  pub- 
lished in  the  past  decade  describing  ex- 
periences with  the  technic,3  7 and  warnings 
about  the  potential  dangers  of  this  technic 
have  also  been  reported.8  Johnson,  Cush- 
ner,  and  Stephens9  report  2 cases  with  either 
severe  respiratory  or  cardiac  changes  and 
note  that  hypertonic  solute  in  the  pulmo- 
nary artery  is  known  to  produce  apnea, 
cardiac  arrythmias,  and  systemic  hypoten- 
sion. Cameron  and  Dayan10  report  3 
deaths  somewhat  similar  to  the  present 
case  and  discuss  aspects  of  hyperosmolar 
physiology  and  pathology. 

The  technic,  results,  and  mechanism  of 
action  of  intra-amniotic  injection  has  been 
extensively  reviewed  by  Fuchs.1  The  pre- 
cautions he  suggests  include  slow  injection; 
no  general  anesthesia;  no  more  than  200 
cc.  of  20  per  cent  saline  injected;  injection 
only  if  the  amniotic  fluid  is  clear;  injection 
in  second  and  third  trimester  only;  and 
immediate  cessation  of  the  procedure  if  the 
patient  experiences  dizziness,  pain,  or  heat 
in  the  upper  body,  indicating  possible  in- 
travenous absorption. 

In  our  current  case,  it  is  possible  only  to 
speculate  at  the  technic  used.  Our  labora- 
tory data  indicate  that  the  saline  entered 
the  amniotic  space  but  that  uterine  veins 
were  also  punctured  and  infused  with  saline. 
The  conditions  were  probably  not  optimal 
and  the  injection  was  perhaps  rapidly 
performed. 

In  the  early  months  of  gestation  the 
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placenta  covers  a proportionately  greater 
area  of  uterine  surface  than  at  term,  so  the 
likelihood  of  perforating  the  placenta  is 
greater  in  the  second  trimester  than  in  the 
third  trimester.  If  a tract  was  formed  by 
the  injecting  needle,  it  may  have  been  left 
open  because  of  local  tissue  damage  due  to 
hypertonic  saline,  and  uterine  contractions 
could  then  have  forced  intraamniotic  saline 
into  the  maternal  circulation  through  pre- 
viously punctured  veins. 

The  hyperosmolar  syndrome  has  re- 
cently been  reviewed.  The  clinical  find- 
ings, according  to  Maccario,11  include 
changes  in  mental  state  and  state  of  con- 
sciousness with  hallucinations;  focal  neuro- 
logic signs;  seizures  and  twitches;  ab- 
normal tone,  usually  with  flaccidity;  and 
abnormal  vestibular  function.  Hyper- 
thermia is  a late  and  usually  preterminal 
condition.  Death  is  usually  from  respira- 
tory failure. 

Our  patient  arrived  at  Bellevue  Hospital 
in  a terminal  state,  comatose,  with  pro- 
found central  nervous  system  damage. 
Elevated  cerebral  fluid  protein  suggested 
damage  to  the  blood  brain  barrier.  While 
the  problem  was  severe  hyperosmolarity, 
the  clinical  picture  of  cerebral  edema  may 
have  been  due  either  to  diffuse  nonspecific 
brain-stem  dysfunction  or  to  relative  cere- 
bral edema  as  a rebound  effect. 

The  usual  homeostatic  regulatory  mech- 
anisms were  deranged  so  that  temperature 
varied  from  104  F.  to  94  F.;  blood  glucose 
ranged  from  severe  hypoglycemia  to  hyper- 
glycemia; and  at  a time  when  the  serum 
was  markedly  hyperosmolar,  a hyposmolar 
urine  was  excreted.  The  patient  showed 
little  evidence  of  intracerebral  function  and 
soon  expired. 

Extreme  care  should  be  taken  in  terminat- 
ing pregnancy  by  hypertonic  solutions,  and 
the  patient  should  be  observed  closely  until 
delivery  to  detect  potential  complications. 
Patients  should  be  screened  carefully  to 
eliminate  those  with  impaired  renal  or 
cardiovascular  function.  The  patient 
should  be  instructed  as  to  what  symptoms 
to  report  immediately.  Prior  to  the  start 
of  the  procedure  the  patient  should  be  well 
hydrated.  An  intravenous  infusion  should 
be  started  to  provide  rapid  access  to  the 
maternal  circulation. 

Frequent  monitoring  of  serum  electro- 


lytes may  be  helpful,  but  this  is  expensive 
and  time  consuming.  Many  hospitals  use 
automated  enzyme  analyzers  (Technicon 
AutoAnalyzer)  which  are  usually  preset  to 
measure  a relatively  narrow  range  of  serum 
sodium  and,  therefore,  extremely  high 
levels  may  not  be  detected.  Serial  serum 
osmolalities  may  be  obtained  rapidly  by 
freezing-point  depression  and  can  be  used 
as  indices  of  the  need  to  treat  the  pa- 
tient’s hyperosmolality.  Osmolalities 
above  310  mOsm.  per  kilogram  would 
probably  indicate  a need  for  therapy. 
Early  evidence  of  toxic  central  nervous 
system  change  may  be  determined  by 
monitoring  the  electroencephalogram.11 
Colloidal  tracer  substances  could  be  in- 
jected into  the  amniotic  cavity.  Detec- 
tion of  these  in  the  peripheral  blood  would 
indicate  a sizable  leak  between  amniotic 
sac  and  maternal  intravascular  space. 

If  maternal  hyperosmolar  syndrome  is 
diagnosed,  therapy  should  be  instituted 
rapidly  to  prevent  irreversible  brain  dam- 
age. Serum  osmolality  can  be  decreased  by 
rapid  infusion  of  solute-poor  water  such  as 
2.5  per  cent  dextrose  in  water.  A prompt 
diuresis  should  also  be  started  with  etha- 
crynic  acid  or  a similar  rapid-acting  dirure- 
tic.  Circulatory  overload  is  well  tolerated 
in  young  women  and  can  be  treated  with 
the  usual  measures.  If  available,  rapid 
hemodialysis  should  be  effective  in  acute 
treatment  of  hyperosmolality. 

Summary 

A case  of  a twenty-year-old  woman  in 
whom  a criminal  abortion  with  hypertonic 
saline  was  performed  in  the  eighteenth 
week  of  pregnancy  is  presented.  The 
abortion  attempt  was  followed  by  an  acute 
hyperosmolar  syndrome  with  central  ner- 
vous system  damage  and  loss  of  the  normal 
physiologic  regulation  systems.  Some  as- 
pects of  the  case  are  discussed,  as  well  as 
precautions  that  may  be  taken  in  perform- 
ing hypertonic  salt  infusion. 
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Conservative  management  of 
periarthritis  of  the  shoulder 

In  most  instances  periarthritis  of  the  shoul- 
der should  be  treated  conservatively  in  a pro- 
gram consisting  primarily  of  active  exercises 
supplemented  by  analgesics,  corticosteroid  in- 
jections of  tender  points  of  the  shoulder,  and 
assisted  exercises  report  R.  H.  Denham,  Jr., 
M.D.,  and  A.  F.  Dingley,  Jr.,  M.D.,  in  the 
Journal  of  the  Indiana  State  Medical  Associa- 
tion 62:  376  (April)  1969. 
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necessary,  although  in  a series  presented  by  the 
authors  only  one  in  the  last  50  of  100  cases  was 
so  treated,  indicating  the  growing  confidence 
in  conservative  management.  A review  of  the 
series  indicates  that  results  compare  favorably 
with  those  treated  operatively.  Out  of  100  pa- 
tients, 56  were  followed  long  enough  to  ascer- 
tain the  time  required  for  relief  of  pain.  The 
average  time  was  found  to  be  two  and  a half 
months.  Forty-six  of  the  patients  were  fol- 
lowed until  they  had  at  least  85  per  cent  re- 
turn of  motion.  The  average  time  for  this  re- 
turn was  four  and  a half  months.  Twenty-two 
of  the  shoulders  had  been  injected  and  8 manip- 
ulated. Of  the  22  injected,  19  were  done  in  the 
last  50  cases. 
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Zollinger  and  Ellison,1  in  1955,  re- 
ported their  observations  on  2 patients  with 
jejunal  ulcer  and  islet-cell  tumor  of  the 
pancreas.  The  syndrome  since  bears  their 
names.  In  1960,  Gregory  et  al ,2  were  able 
to  extract  a gastrin-like  substance  from  such 
an  islet-cell  tumor.  Since  1955,  over  400 
patients3  have  been  described  as  suffering 
from  the  Zollinger-Ellison  syndrome  that 
now  includes  islet-cell  tumors  of  the  pan- 
creas with  accompanying  gastric  hyper- 
secretion, peptic  ulceration,  diarrhea,  or 
complications  thereof. 

Reports  in  the  literature  seem  to  indicate 
that  over  half  of  the  islet-cell  tumors  are 
malignant  and  that  multiple  tumors  may 
indeed  be  present  in  the  pancreas.  It  has 
become  apparent  that  these  malignant 
tumors  may  be  very  slow  growing.  Indeed, 
it  is  rare  to  find  reports  of  deaths  as  result- 
ing from  the  tumor  itself.  Rather,  death 
seems  to  result  from  complications  of  the 
peptic  ulcerations.  It  has  also  been  sug- 
gested that  the  tumor  may  be  in  some  way 
dependent  on  its  end  organ,  the  stomach, 
and  that  total  gastrectomy,  in  addition  to 
relieving  the  patients  of  their  present 
symptoms,  may  indeed  also  halt  the  growth 
of  the  tumor  or  possibly  make  it  regress. 

The  following  is  a report  on  a patient  with 
the  Zollinger-Ellison  syndrome  who  under- 
went total  gastrectomy  eight  years  ago. 


E'resented  at  the  New  York  Surgical  Society  meeting, 
New  York  City,  February  14, 1968. 


Case  report 

A thirty-nine-year-old  single  woman  was 
admitted  to  The  New  York  Hospital  in  1960 
because  of  recurrent  peptic  ulcer.  The 
onset  of  her  illness  dated  back  to  1950,  when 
epigastric  pain  was  first  noted.  In  1952,  a 
duodenal  ulcer  was  found  on  x-rays  of  the 
stomach.  Medical  therapy  was  unsuccess- 
ful. In  1953,  a subtotal  gastric  resection 
was  performed  for  a perforating  duodenal 
ulcer.  The  typical  pain  recurred  immedi- 
ately following  the  operation.  In  1955,  a 
gastric  resection  was  done  for  a marginal 
ulcer.  In  1956,  a gastric  resection  was 
again  performed  along  with  a vagectomy 
for  recurrent  marginal  ulcer,  and  in  1958, 
the  fourth  resection  was  done,  again  for 
marginal  ulcer. 

After  each  operation,  there  would  be 
prompt  recurrence  of  symptoms,  and  in 
1959,  radiation  therapy  was  given  to  the 
stomach  when  a marginal  ulcer  was  again 
demonstrated.  In  February  of  1960, 
she  was  admitted  to  The  New  York  Hospi- 
tal. She  was  now  using  large  doses  of 
meperidine  hydrochloric  acid  (Demerol)  to 
control  the  pain.  A marginal  ulcer  could 
again  be  demonstrated,  and  her  weight  had 
fallen  from  180  to  113  pounds. 

Examination  and  observation  in  the 
hospital  revealed  her  to  be  in  constant  pain. 
She  showed  evidence  of  profound  weight 
loss.  There  were  multiple  abdominal  scars. 
The  liver  could  be  palpated  just  below  the 
right  costal  margin. 

Laboratory  examination  revealed  a he- 
matocrit of  32.  Serum  lipase  was  elevated 
to  3.58  cc.  Fasting  blood  sugar,  blood  urea 
nitrogen,  sodium,  potassium,  serum  amylase, 
phosphorus,  and  calcium  results  were 
normal.  Liver  function  tests  were  normal; 
a glucose  tolerance  test  was  normal; 
twenty-four-hour  urinary  calcium  excretion 
was  normal;  twenty-four-hour  urinary  17- 
hydroxy  corticoids  and  17-ketosteroids  were 
normal.  X-ray  films  of  the  skull  showed 
a normal  sella  turcica.  Thyroid  function 
was  normal;  Twelve-hour  gastric  secre- 
tion was  70  cc.;  pH  was  3.47,  but  was 
grossly  contaminated  with  bile. 

After  suitable  preparation,  a laparotomy 
was  performed.  Large  penetrating  mar- 
ginal and  gastric  ulcers  were  found.  Exten- 
sive scarring  prevented  thorough  evaluation 
of  the  body  and  tail  of  the  pancreas,  but  a 
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FIGURE  1.  Nodule  removed  from  the  hepatoduo- 
denal ligament.  Microscopic  examination  revealed 
islet-cell  tumorin  lymph  node. 


FIGURE  2.  Roentgenogram  of  interposed  jejunal 
loop  seven  years  following  surgery.  Slight  dilata- 
tion with  barium  meal,  but  loop  easily  retains  small- 
bowel  characteristics. 


FIGURE  3.  Patient  eight  years  following  surgery. 


tumor  could  not  be  defined.  In  the  hepato- 
duodenal ligament,  a 1 by  2-cm.  hard  nodule 
was  found  and  excised  (Fig.  1). 

Frozen  section  evaluation  showed  islet 
cell  tumor.  A total  gastrectomy  was  done 
and  gastrointestinal  continuity  re-estab- 
lished by  an  entero-enterostomy  and  by 
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FIGURE  4.  (A)  Low-power  magnification  of  tumor  nodule.  Islet-cell  tumor  on  right;  lymph-node  archi- 
ture  on  left  with  germinal  center.  (B)  High-power  magnification  of  islet-cell  tumor  (X  355).  (Hematoxylin 
and  Eosin  Stain) 


interposing  an  isolated  loop  of  jejunum  end- 
to-end  between  the  esophagus  and  duo- 
denum. 

The  patient  made  an  uneventful  re- 
covery and  has  been  asymptomatic  since. 
She  has  since  married  and  works  full  time. 
She  is  able  to  eat  full-size  meals,  and  x-ray 
films  now  reveal  a well-functioning  jejunal 
loop  interposed  between  the  esophagus  and 
duodenum  (Fig.  2).  She  has  gained 
weight  to  168  pounds  (Fig.  3).  Medica- 
tions consist  of  monthly  supplements  of 
vitamin  Bi2,  and  her  blood  picture  is  now 
normal. 

The  final  pathologic  report  on  the  tumor 
removed  from  the  hepatoduodenal  ligament 
was  metastatic  islet-cell  carcinoma  (Fig.  4). 

Comment 

This  patient  illustrates  well  the  un- 
remitting character  of  the  peptic  ulcera- 
tions that  may  accompany  the  Zollinger- 
Ellison  syndrome  and  are  in  fact  unrespon- 
sive to  treatment  other  than  total  gas- 
trectomy.4-6 Bio-assay  of  the  tumor  itself 
was  not  available  at  the  time  of  surgery,  but 
in  spite  of  this,  little  doubt  is  left  that  this  is 
indeed  a typical  case. 

The  value  of  total  gastrectomy  in  the 
treatment  of  this  disease  is  attested  to  by 
this  and  other  reports.  There  seems  to  be 
agreement  that  it  is  the  treatment  of  choice 
since  the  tumors  may  be  small  and  multiple, 
and  hidden  metastatic  lesions  may  make 
total  removal  of  the  tumor  unfeasible. 
The  patient  under  discussion  here  did  not 
exhibit  involvement  of  other  endocrine 
glands,  although  this  has  been  reported. 

Eight  years  have  gone  by  since  our  pa- 
tient underwent  surgery.  To  this  time, 
there  has  been  no  evidence  of  recurrence  or 


further  extension  of  the  malignant  islet-cell 
tumor  that  must  be  present  in  her  pancreas. 
Friesen4  has  reported  patients  in  whom 
second-look  procedures  have  failed  to  reveal 
the  primary  tumor  years  after  total  gas- 
trectomy for  metastatic  islet-cell  tumors. 
These  observations  tend  to  suggest  that  the 
tumor  itself  may  be  dependent  on  the 
stomach  for  its  continued  growth.  On  the 
other  hand,  this  may  only  be  evidence  of  the 
slow  insidious  growth  of  the  tumor  itself. 

The  nutritional  status  of  the  patient 
reported  here  has  been  excellent  since  sur- 
gery. She  has  gained  weight  to  over  and 
above  her  ideal  weight.  As  a matter  of 
fact,  she  is  overweight  at  the  present  time. 
A similar  favorable  nutritional  status  has 
been  described  by  Friesen  following  total 
gastrectomy.4 

Summary 

A case  of  the  Zollinger-Ellison  syndrome 
in  a thirty-nine-year-old  woman  is  pre- 
sented. The  tumor  had  metastasized  to  a 
lymph  node,  but  the  primary  site  could  not 
be  found.  Eight  years  later,  no  further 
evidence  of  tumor  could  be  found,  and  the 
patient  has  been  completely  rehabilitated. 
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M aintenance  and  care  of  health  in  this 
nation  are  big  business.  Through  legisla- 
tion and  funds  the  government  is  engaged 
in  the  maintenance  and  care  of  health  on  a 
very  sizable  scale.  In  a White  House  report 
on  health  care  needs  presented  on  July  11, 
Secretary  Finch  stated  that  “the  Federal 
health  budget  now  exceeds  the  total  national 
budget  of  all  but  eight  nations  in  the  world.” 

But  the  major  portion  of  the  health  care 
dollar  is  not  spent  by  the  government.  An 
outlay  of  millions  for  health  care  occurs  in 
the  private  sector.  Thus  both  the  govern- 
ment and  the  private  sector  are  sharing  in 
this  big  business  of  the  health  care  for  the 
nation.  At  present  the  private  sector  is 
playing  the  major  role  in  delivery.  In  his 
report,  Secretary  Finch  issued  a challenge. 
The  government  and  the  private  sector  have 
a joint  responsibility;  they  must  work  to- 
gether in  discharging  it.  He  also  called  on 
the  private  sector  to  show  initiative  in  ful- 
filling this  charge. 

In  response  the  major  voluntary  groups 
seem  to  concur  that  the  private  sector  must 
meet  this  challenge.  While  keeping  apace  of 
the  government  and  working  with  it,  the 
private  sector  must  continue  to  venture  on 
its  own. 

At  present,  there  are  two  main  criticisms 
of  the  system  of  medical  care:  (1)  The 

cost  of  medical  care,  especially  hospitaliza- 
tion. is  spiraling  and  rapidly  approaching 
an  almost  prohibitive  point;  and  (2)  there 


is  a spotty  shortage  of  medical  care,  most 
acute  in  urban  and  metropolitan  pockets  and 
in  some  rural  areas.  In  the  big  cities,  the 
shortage  of  medical  care  is  largely  in  the 
ghetto  areas. 

The  frequent  call  for  innovation  is  mainly 
a cry  for  a change  that  will  bring  adequacy 
and  lower  cost.  As  the  major  participant  in 
the  delivery  of  medical  care,  the  private 
sector  is  expected  to  originate  new  ways  to 
cope  with  rising  cost  and  gaps. 

In  addition  to  spiraling  costs  and  spotty 
shortages  of  health  care,  there  is  a third 
circumstance  that  has  become  increasingly 
apparent.  It  is  the  relationship  between  the 
private  sector  and  government  in  matters  of 
health  care.  It  has  been  accentuated  by  the 
challenge  of  meeting  a joint  responsibility. 
More  specifically  stated,  it  raises  questions. 
How  can  there  be  meaningful  two-way  com- 
munication between  the  government  and  the 
private  sector  in  matters  of  health  care? 
How  can  the  government’s  plans  and  pro- 
grams and  the  private  sector’s  execution  of 
them  be  integrated?  However  comprehen- 
sive and  effective  on  paper  are  plans  drawn 
at  the  Federal  level,  ultimately  their  execu- 
tion depends  on  a one-to-one  basis,  physi- 
cian-patient, at  a local  level. 

Organization.  To  carry  out  the  respon- 
sibilities of  health  care,  the  prerequisite  has 
been  found  to  be  organization.  Here  the 
government  and  the  private  sector  differ 
sharply.  The  government  is  highly  organ- 
ized at  its  three  levels:  national,  state 

and  local.  Recently,  the  Federal  govern- 
ment called  on  the  states  and  municipalities 
to  take  the  responsibility  for  carrying  out 
their  own  activities  in  health  services. 
Commenting  on  this  challenge,  Roger  M. 
Battistella,  assistant  professor  of  the  medi- 
cal care  administration,  Cornell  University, 
Ithaca,  pointed  out  that  the  states  recog- 
nized that  they  must  be  organized  to  meet 
this  task.  New  York  State  has  taken  the 
necessary  steps  in  governmental  organiza- 
tion. 

In  contrast  to  the  highly  organized  struc- 
ture of  the  government,  the  voluntary  sector 
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in  medical  care  is  without  unity,  consolida- 
tion, or  over-all  structure.  Voluntary  agen- 
cies delivering  medical  care  are  fragmented, 
many  in  number,  and  diverse  in  nature. 
They  have  no  one  organization  or  system 
that  operates  and  speaks  for  all.  Even  the 
hospitals  and  the  medical  profession  are  not 
really  consolidated.  It  cannot  be  overem- 
phasized how  sharp  is  the  contrast  between 
the  highly  organized  government  structure 
and  the  free-wheeling  operation  of  the  vol- 
untary agencies. 

The  government  not  only  has  organization 
for  health  care  at  all  levels,  but  at  the  Fed- 
eral level  it  also  has  announced  definite 
plans  to  remedy  the  present  problems.  It 
will  strive  to  reduce  hospitalization;  it  will 
emphasize  ambulatory  care;  it  will  con- 
struct facilities  where  there  are  none. 

Roles  of  private  sector  and  govern- 
ment. At  this  point  of  specific  plans,  is- 
sues arise  over  the  role  of  the  private  sector 
and  its  relation  to  government.  For  ex- 
ample, the  present  trend  toward  solving  the 
shortage  of  health  care  in  scattered  areas  is 
the  construction  and  operation  of  neighbor- 
hood health  centers.  Are  these  neighbor- 
hood health  centers  to  be  constructed  and 
operated  largely  by  the  government  or  by 
the  private  sectors?  The  sources  of  funds 
may  be  the  same  in  either  case,  but  the  op- 
erating control  will  be  different.  Health  de- 
partments see  these  facilities  as  their  prov- 
ince. Hospitals  will  point  out  that  these 
health  centers  are  really  satellite  outpatient 
departments.  This  question  seems  destined 
to  loom  ever  larger  as  time  progresses.  It  is 
a direct  and  specific  challenge  to  the  private 
sector.  Shortage  of  nursing  homes  and  ex- 
tended care  facilities  raises  the  same  issue. 

Although  government  is  engaged  in 
health  work  on  a large  and  ever-increasing 
scale,  the  private  sector  is  still  playing  the 
major  role  in  delivery.  It  might  be  overly 
dramatic  to  declare  that  the  present  system 
of  personal  health  care  is  at  the  crossroads. 
But  the  challenge  has  been  proclaimed.  It 
presents  a test  whether  the  private  sector  is 
equal  to  the  occasion.  What  makes  it  so  de- 
sirable that  the  private  sector  in  personal 
health  care  remain  strong  is  the  conviction 
in  many  minds  that  in  management,  private 
enterprise  is  more  effective  than  govern- 
ment. In  any  event  with  two  vigorous  co- 


operative systems,  the  public  would  cer- 
tainly be  the  beneficiary. 

Analyses  of  problems 

With  this  background  of  the  prevailing 
situation,  the  Committee  on  Research  and 
Planning  entered  on  its  deliberations  of  the 
problems  in  search  of  an  answer.  It  was 
quickly  realized  that  what  the  private  sector 
in  health  care  needs  is  an  organization  that 
will  provide  the  delivery  of  medical  care  of 
high  quality  to  all  people  at  the  lowest  pos- 
sible cost.  It  also  became  obvious  that  the 
hospitals  and  the  medical  profession  should 
be  united  both  in  the  quest  and  the  working 
toward  these  objectives. 

The  key  question  then  became  what  kind 
of  an  organization  is  needed  by  the  private 
sector  in  the  area  of  health.  In  searching 
for  the  most  appropriate  and  the  most  ef- 
fective form  of  an  organization  of  health 
forces,  the  Committee  on  Research  and 
Planning  explored  the  several  possibilities. 
Since  the  three  outstanding  problems  in  the 
delivery  of  medical  care  contain  a large  ele- 
ment of  economics,  the  Committee  in  con- 
sidering a structure  to  deal  with  them,  scru- 
tinized forms  of  a business  organization. 
It  seemed  desirable  to  think  of  a new  type 
of  organization  to  handle  at  high  levels  the 
economic  problems  of  the  delivery  of  per- 
sonal health  services  and  also  be  conducive 
to  efficient  management. 

Structure.  Since  health  care  is  big 
business,  it  was  reasonable  to  think  of 
adopting  methods  which  big  business  has 
used  so  successfully  in  establishing  its  out- 
standing record.  In  the  private  sector,  big 
business  has  built  its  reputation  on  the  pri- 
vate corporation.  In  this  nation,  private 
enterprise  as  exemplified  by  big  business 
outside  health  has  an  enviable  record  for 
efficient  management  through  a corporate 
structure.  For  one  thing,  it  has  demon- 
strated that  a chain  of  units  can  usually  be 
operated  more  effectively  than  a single  unit. 
This  well-known  event  in  the  nation’s  eco- 
nomic history  prompted  the  thought  that  an 
organization  in  the  form  of  a corporate 
structure  would  serve  health  services  as 
well  as  it  has  business  in  the  private  sector. 
This  favorable  experience  with  the  com- 
bination of  corporate  structure  and  efficient 
management  should  also  work  in  delivering 
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personal  health  services.  By  such  an  or- 
ganization and  system,  the  private  sector 
should  be  able  to  meet  the  present-day  chal- 
lenges toward  lowering  costs  of  health  care, 
fulfilling  shortages,  and  working  with  the 
government.  The  Committee  concluded  that 
a nonprofit  public  benefit  corporation  most 
nearly  fits  the  needs  for  an  organization  for 
delivery  of  medical  care  to  cope  with  current 
problems.  Hence,  a corporate  structure 
served  as  a model  in  further  exploration  of 
an  organization  for  personal  health  services 
with  this  important  difference  from  other 
businesses:  management  would  strive  for 

lower  costs  rather  than  for  profits. 

Interestingly  enough,  when  its  own  con- 
trols impose  undue  stricture,  government 
does  not  hesitate  to  turn  to  the  type  of  or- 
ganization that  is  the  hallmark  of  the  pri- 
vate sector.  The  New  York  State  Legisla- 
ture of  1968  created  a State  corporation, 
called  the  State  Health  and  Mental  Facilities 
Improvement  Corporation,  which  will  build 
new  hospitals,  neighborhood  health  care 
centers,  and  housing  projects  for  hospital 
staffs. 

Once  the  Committee  on  Research  and 
Planning  had  decided  that  a corporate  struc- 
ture held  promise,  the  next  step  was  to  settle 
on  the  essential  features  that  it  should  have. 
For  efficient  and  effective  operation  and 
delivery  of  medical  services,  it  was  decided 
that  the  corporate  structure  should  have  the 
following  characteristics : 

1.  The  corporation  should  be  of  the  non- 
profit type  operating  for  the  public’s  benefit. 
It  would,  of  course,  be  nongovernmental. 

2.  It  should  unite  health  facilities  and  serv- 
ices; that  is,  hospitals  and  the  medical  pro- 
fession. They  have  a natural  affinity.  Ac- 
tually, they  are  partners  in  medical  care  and 
have  a joint  responsibility  in  its  delivery. 
There  is  a need  for  a closer  relationship  be- 
tween them  at  all  levels  in  fulfilling  this  re- 
sponsibility. 

3.  It  should  not  disturb  the  existing  Hos- 
pital Association  or  Medical  Society;  indeed, 
it  should  enhance  their  effectiveness  in  their 
performance  of  their  own  functions. 

4.  It  should  in  operation  permit  decentral- 
ization and  autonomy  of  individual  facilities 
consonant  with  organizational  policy  and 
good  management.  It  should  not  interfere 
with  the  private  practice  of  medicine. 

5.  It  should  encourage  initiative  and  pro- 
gressiveness toward  constantly  improving 
performance  in  provision  of  medical  care. 

6.  It  should  have  flexibility  and  economy  in 
management  with  continuing  search  for  ways 


to  keep  down  the  costs. 

7.  It  should  permit  construction  or  owner- 
ship or  operation  of  facilities  as  circum- 
stances indicate. 

8.  It  should  accommodate  the  present  think- 
ing for  expansion  of  ambulatory  care  as  well 
as  maintaining  effective  inpatient  services. 

9.  It  should  be  empowered  to  fund  new 
construction. 

The  advantages  from  such  a corporate 
structure  are  inherent  in  the  foregoing  list 
of  desired  features.  But  more  generally, 
the  following  benefits  would  derive  from 
such  a corporate  body: 

1.  It  would  bring  into  being  an  organized 
structure  of  a kind  and  scope  that  is  required 
to  deal  with  the  present  problems  that  con- 
tain such  a large  element  of  business. 

2.  Through  this  organization,  the  delivery 
of  medical  services  could  be  made  more  effec- 
tive, more  adequate  in  quantity  and  quality, 
and  more  economic  in  operation.  If  the  de- 
livery of  medical  services  is  ever  to  reach  the 
level  of  adequacy  with  lower  cost  desired  by 
all,  its  chances  would  be  enhanced  by  the  or- 
ganization of  a nonprofit  public  benefit  cor- 
porate structure. 

3.  It  would  permit  the  relations  between 
government  and  the  private  sector  to  be  more 
productive.  When  both  are  organized,  they 
can  work  together  more  effectively  whether  in 
planning,  programming,  action,  or  in  linking 
the  several  steps. 

State  level.  During  its  deliberations, 
the  Committee  concluded  that  the  private 
sector  of  medical  care  should  have  an  or- 
ganization in  the  form  of  a nonprofit  corpo- 
rate structure  at  the  national,  state,  and 
local  levels.  Such  a goal  may  be  long  range 
for  ultimate  realization.  But  as  a starting 
point  for  the  present,  the  Committee  sug- 
gested that  the  state  is  the  natural  level  at 
which  the  Medical  Society  of  the  State  of 
New  York  should  direct  its  efforts  toward 
establishing  a nonprofit  public  corporation 
in  the  delivery  of  medical  services.  The 
state  level,  as  a midpoint  between  the  na- 
tional and  local  levels,  occupies  a strategic 
position.  Because  the  Congress  authorizes 
states  to  administer  health  programs,  be- 
cause the  states  themselves  initiate  and 
adopt  considerable  legislation  on  health,  be- 
cause the  states  already  have  existing  gov- 
ernmental agencies  in  operation,  and 
because  the  states  are  thus  in  a pivotal  posi- 
tion, this  level  in  a sense  occupies  a vantage 
point  for  the  formation  of  a public  benefit 
corporation  in  personal  health  services. 

The  Committee  on  Research  and  Plan- 
ning had  not  proceeded  beyond  the  initial 
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stages  of  its  deliberations  before  it  realized 
that  the  New  York  State  Hospital  Associa- 
tion should  join  in  the  exploration  of  ways 
to  solve  the  current  pressing  problems  and 
the  potentialities  of  the  nonprofit  public 
benefit  corporation  as  one  particular  means. 
Representatives  of  the  New  York  State 
Hospital  Association  and  the  Committee  on 
Research  and  Planning  of  the  Medical  So- 
ciety of  the  State  of  New  York  have  held 
two  meetings  together.  It  is  manifest  that 
the  hospitals  and  the  medical  profession 
are  the  major  parties  in  the  delivery  of 
medical  care.  If  any  initiative  is  to  be 
taken  to  respond  to  the  challenge  directed 
to  the  private  sector  by  government,  these 
two  groups  bear  the  responsibility. 

Role  of  physician 

From  this  exposition  on  the  corporate 
structure  for  medical  care,  questions  may 
naturally  arise.  What  is  the  place  of  a 
medical  society  with  its  practicing  physi- 
cians in  such  a public  corporation?  What 
is  the  role  of  the  physician?  Why  should 
the  practicing  physician  be  concerned  with 
construction,  operation,  and  management  of 
hospitals  and  health  centers? 

At  first  glance  it  may  seem  more  difficult 
for  the  individual  physician  to  envision  his 
place,  indeed  the  profession’s  place,  than  the 
role  of  hospitals  in  such  a corporate  struc- 
ture aimed  at  reducing  cost,  construction  of 
new  facilities,  extending  delivery  of  medical 
care,  and  negotiating  with  government. 
Nevertheless,  the  physician  carries  some 
rather  impressive  credentials  of  interest, 
concern,  and  expertise  in  medical  care.  Hos- 
pitals and  health  centers  are  structures 
where  he  delivers  medical  care.  There  he 
performs  his  medical  services.  But  more 
important,  whether  in  hospitals  or  health 
centers,  the  delivery  of  medical  care  depends 
solely  on  the  physician.  Without  him,  these 
facilities  would  be  only  community  social 
centers  or  hotels.  He  is  the  one  who  pro- 
vides the  medical  essence.  His  services  give 
meaning  to  these  facilities  in  terms  of  medi- 
cal care.  It  is  the  physician  who  is  not 
only  essential  but  also  the  prime  figure  in 
these  facilities.  Hospitals  do  not  cover  all 
medical  care.  The  physician  is  the  one  es- 
sential to  all  facilities  wherever  medical 
service  is  provided.  It  is  therefore  not  sur- 


prising that  his  profession  has  been  charged 
to  find  solutions  to  the  current  problems. 

The  physician’s  place  in  the  corporate 
structure  may  be  explained  by  the  use  of 
cost  of  medical  care  in  the  hospital  as  an 
example.  In  taking  this  example  it  is  to 
be  emphasized  that  troublesome  as  is  the 
matter  of  cost,  it  is  not  the  only  problem  in 
health  care.  At  the  outset,  it  should  be 
pointed  out  that  hospital  rates  should  be 
differentiated  from  the  cost  of  hospitaliza- 
tion borne  by  the  patient,  carrier,  or  sub- 
sidizer. It  should  be  further  noted  that  in 
his  attempts  to  solve  the  problem  of  the 
rise  in  cost  of  medical  care,  especially  hos- 
pitalization, as  well  as  the  other  problems, 
the  physician  really  assumes  two  roles;  one 
of  individual  action,  the  other  of  collective 
action. 

Individually  or  collectively  in  his  profes- 
sional role,  the  physician  does  not  contribute 
substantially  to,  and  indeed  has  very  little 
control  over  the  level  of  hospital  rates. 
They  are  beyond  his  sphere  of  influence. 
He  may  deplore  high  and  rising  rates,  and 
he  may  criticize  them;  but  beyond  that  he 
can  exert  little  sway  at  present.  In  con- 
trast, he  does  affect  the  cost  of  hospitaliza- 
tion borne  by  the  patient,  carrier,  or  sub- 
sidizer. What  he  can  do  as  an  individual 
physician  about  the  cost  incurred  during 
hospitalization  is  to  control  that  part  for 
which  he  is  responsible:  needless  admis- 

sions, number  of  tests,  x-ray  examinations, 
and  overstay.  That  he  not  only  can  but 
should  do. 

The  medical  profession  together  with  the 
hospitals  has  been  challenged.  Engaged  in 
day-to-day  activities  largely  on  an  individ- 
ual basis,  the  physician  is  now  charged  to 
find  solutions  for  problems  on  a mass  scale. 
It  is  expected  of  him  that  he  take  leader- 
ship in  bringing  down  costs  in  the  delivery 
of  medical  care  and  in  providing  adequate 
facilities.  In  the  delivery  of  medical  care 
in  the  aggregate,  there  is  a vast  amount  of 
economic  overlay  that  is  highly  important 
and  inevitable.  To  deal  with  the  business 
of  health  care  whether  in  the  community, 
state,  or  nation,  to  meet  this  responsibility 
of  economic  problems  on  a large  dimension, 
the  need  is  for  an  organization,  a corporate 
structure.  By  supporting  its  creation  and 
operation,  he  and  his  fellow  physicians  will 
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contribute  collectively  to  the  solution  of  the 
prevailing  problems. 

In  reducing  the  hotel  part  of  hospital 
rates;  constructing  new  facilities  such  as 
hospitals  and  health  centers  in  areas  of  in- 
adequate medical  care,  nursing  homes,  and 
extended  facilities;  or  negotiations  with 
government — all  economic  matters — physi- 
cians must  act  collectively  and  preferably  in 
unison  with  existing  hospitals  to  have  im- 
pact. They  have  a joint  responsibility  and 
are  expected  to  blaze  a trail  in  solving  these 
problems  in  the  delivery  of  medical  care. 
Collective  responsibility  must  be  fulfilled 
collectively.  Physicians  must  discharge 
their  collective  responsibility  through  an 
organization  designed  for  the  express  pur- 
pose of  dealing  with  these  matters  so  largely 
economic  in  nature. 

The  place  of  hospitals  in  a corporate 
structure  needs  no  elaboration.  Their  in- 
clusion is  more  to  be  expected  than  ex- 
plained. Hospitals  are  fully  aware  of  the 
necessity  of  seeking  lower  costs  and  expand- 
ing health  care  in  the  community  through 
satellite  centers.  The  nonprofit  corporation 
is  one  answer  to  their  responsibility  and 
their  problems. 

Conclusion 

In  reporting  its  activities  to  the  House 
of  Delegates  of  the  Medical  Society  in  Feb- 
ruary, 1969,  the  Committee  on  Research 
and  Planning  stated  that  it  was  exploring 
the  possibility  of  a public  corporation  to 
help  meet  present-day  medical  needs.  In 
turn,  the  House  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters, 


after  a hearing  on  the  subject,  declared  that 
it  was  in  favor  of  a formation  of  the  pro- 
posed public  corporation  at  a State-wide 
level.  It  recommended  that  the  Committee 
on  Research  and  Planning  keep  the  member- 
ship informed  of  its  progress.  The  refer- 
ence committee’s  report  was  unanimously 
adopted  by  the  House  of  Delegates.  Ac- 
cordingly, this  exposition  and  chronicle  will 
serve  to  appraise  the  members  of  the  Medi- 
cal Society  of  the  State  of  New  York  of 
developments  thus  far. 

It  should  be  remembered  that  for  the 
final  execution  of  many  of  its  programs  in 
health,  the  government  depends  on  the  pri- 
vate sector.  Availability  and  cost  of  health 
services  are  the  prime  concerns  of  all.  In 
its  deliberations  on  the  best  way  to  achieve 
availability  and  lowered  costs  of  health 
services  side  by  side  with  the  government, 
the  Committee  has  been  attempting  to  meet 
the  challenge  to  the  private  sector.  It  pro- 
poses that  a nonprofit  public  benefit  cor- 
poration holds  much  promise  as  a means  of 
fulfillment. 


Committee  on  Research  and  Planning: 

John  M.  Galbraith,  M.D.,  Chairman,  Glen 
Cove 

Waring  Willis,  M.D.,  Vice-Chairman,  Bronx- 
ville 

James  M.  Blake,  M.D.,  Schenectady 
G.  Rehmi  Denton,  M.D.,  Albany 
Robert  E.  Good,  M.D.,  Elmira 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 
Clyde  L.  Randall,  M.D.,  Buffalo 
Robert  E.  Westlake,  M.D.,  Syracuse 


January  15,  1970  / New  York  State  Journal  of  Medicine  323 


FRIDAY 
February  13,  1970 

THE  AMERICANA 
New  York  City 


Morning  Session 

9:00  A.M. 
9:30  A.M. 


12:00  NOON 


Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION 

Metropolitan  New  York  Chapter 


Presiding : 

Hans  Zinsser,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Urology,  Columbia-Presbyterian 
Medical  Center 

Shirley  Motter  Linde,  New  York  City 
Author;  Public  Relations  Consultant 

Registration,  Royal  Ballroom  Foyer,  second  floor 

Welcome,  Royal  Ballroom  A,  second  floor 

William  Hammond,  M.D.,  Scarsdale,  New  York 

Editor,  New  York  State  Journal  of  Medicine 
Walter  Scott  Walls,  M.D.,  Buffalo,  New  York 

President-Elect,  Medical  Society  of  the  State  of  New  York 

PANEL:  THE  MOTIVATORS.  ARE  THEY  GETTING  THE  MES- 
SAGE ACROSS? 

Hans  Zinsser,  M.D.,  Moderator 

1.  Getting  the  Motivation  Message  Across  in  Print 

Forest  Long,  New  York  City 

Young  & Rubicam,  Inc.,  Advertising 

2.  The  Big  Switch  in  Radio-Television — Analysis  of  Recent  Changes, 
Their  Effectiveness,  and  Future  Motivation  Technics 

Irving  Reimer,  New  York  City 

Vice-President  of  Public  Information,  American  Cancer 
Society 

3.  Influencing  Public  Health  by  Personal  Action 

Arthur  Godfrey,  New  York  City 
Radio  and  Television  Performer 

4.  Motivating  the  Legislators 

Alan  F.  Guttmacher,  M.D.,  New  York  City 

President,  Planned  Parenthood-World  Population 

Panel  Discussion 

Cocktails,  Versailles  Ballroom,  second  floor 
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12:30  P.M.  Luncheon,  Versailles  Terrace,  second  floor 
Presiding : 

William  Hammond,  M.D.,  Scarsdale,  New  York 

Editor,  New  York  State  Journal  of  Medicine 
Joel  L.  Shapiro,  Cranbury,  New  Jersey 

Director,  Medical  Communications  Department, 

Wallace  Pharmaceuticals;  President,  Metropolitan 
New  York  Chapter,  American  Medical  Writers  Association 

ADDRESS:  A Funny  Thing  Happened  on  the  Way  to  Writing  a Diet 
Book  or  How  to  Lose  Weight  on  $24.95  a Day  and  Master  the 
Rules  of  the  Lunch  Business 
Jonathan  Dolger,  New  York  City 

Author;  Editor,  Simon  and  Schuster,  Publishers 

Afternoon  Session 

2 :00  p.m.  TWO  CONCURRENT  WORKSHOPS 

Workshops  will  be  limited  to  small  groups.  Those  who  preregister 
for  them  and  send  in  samples  of  their  own  articles  for  analysis 
will  be  given  priority. 

1.  Writing  the  Scientific  Article,  Regency  Foyer,  third  floor 

(A  capsule  version  of  the  popular  American  Medical  Association 
Course.) 

Charles  Roland,  M.D.,  Rochester,  Minnesota 

Chairman,  Department  of  Publications,  Mayo  Clinic;  Pres- 
ident, American  Medical  Writers  Association 


2.  Motivating  the  Patient  in  Practice,  Loire  Suites  U and  5,  third  floor 
(Why  doesn’t  the  patient  come  in  for  help  when  he  needs  it?  Why 
doesn’t  he  follow  instructions?  Analysis  of  print  media,  audio- 
visual technics,  and  physician-to-patient  attitudes  and  conversa- 
tions that  influence  the  patient.) 

Leon  Summit,  New  York  City 

Media  Director,  Universal  Education,  Inc. 

4:00  P.M.  Apres  Workshop — Cash  bar  for  final  thinking,  drinking,  and  relaxa- 
tion (location  to  be  announced). 


REGISTRATION  Medical  Communications  Day  / Friday,  February  13,  1970 

THE  AMERICANA,  NEW  YORK  CITY 


Advance  registration  at  reduced  fee  of  $10.00  for  members  (Medical  So- 
ciety of  the  State  of  New  York  or  American  Medical  Writers  Associa- 
tion), $11.00  for  nonmembers,  if  received  by  February  11.  ($12.00  and 

$13.00  after  this  date).  Registration  fee  includes  morning  and  after- 
noon session,  cocktails,  and  luncheon.  Tickets  will  be  held  at  door. 


Enclosed  is  check  (or  money  order ) in  the  amount  of for reservations  for  Medical 

Communications  Day  on  February  13, 1970. 

NAME  GUEST 

ADDRESS 

AFFILIATION 

Please  make  checks  payable  to  New  York  State  Journal  of  Medicine;  send  to  Richard  Del 
Torto,  Hojfmann-LaRoche  Inc.,  31,0  Kingsland  Road,  Nutley,  N.J.  07110. 
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1970  ANNUAL  CONVENTION 


Additional  Annual  Reports 

Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members : 

C.  Stewart  Wallace,  M.D.,  Chairman 

Tompkins 


John  H.  Carter,  M.D Albany 

Charles  N.  Aswad,  M.D Broome 


The  Commission  continued  to  support  legis- 
lation to  improve  medical  care  and  enhance  the 
effectiveness  of  private  practice  and  to  oppose 
measures  which  place  power  in  the  hands  of 
government  without  meaningful  communication 
with  medical  societies.  Regrettably,  we  note 
that  harm  was  done  to  the  medically  indigent 
of  our  State  in  1969,  and  to  hospitals  and  prac- 
ticing physicians,  by  the  Medicaid  coinsurance 
law  and  the  arbitrary  reduction  of  compensa- 
tion for  services.  During  1969,  however,  we 
further  expanded  our  legislator  contact  pro- 
gram, and  we  hope  during  the  coming  year  that 
this  will  have  an  effect  on  health  legislation  at 
the  State  level. 

In  1969  the  Society  exerted  leadership  in  de- 
veloping professional  peer  review  mechanisms 
to  meet  modern-day  requirements  for  measur- 
ing medical  standards  and  costs.  This  recog- 
nized the  de  facto  universality  of  health  insur- 
ance and  anticipates  de  jure  universal  health 
insurance — and  the  full  flowering  of  compu- 
terized record  keeping.  Eight  area  conferences 
on  “The  Need  for  Peer  Review”  were  arranged 

Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-seventh  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York  and  marks  the  forty-first  year  that  I 
have  been  working  for  the  Society,  first  as  an 
associate  of  Lloyd  Paul  Stryker  who  employed 
me  when  I graduated  from  Columbia  University 
School  of  Law  in  the  spring  of  1928,  and  sub- 
sequently with  Lorenz  J.  Brosnan  who  suc- 
ceeded Mr.  Stryker  on  his  resignation  as 
counsel.  It  was  on  the  untimely  death  of  Mr. 
Brosnan  that  I was  appointed  counsel. 

Thomas  Clearwater,  who  was  my  classmate 
at  Columbia  Law  School,  became  attorney  for 
the  Society  to  assist  Mr.  Brosnan.  At  that  time 
I was  engaged  with  a heavy  burden  of  trial 
work,  much  of  which  was  in  upstate  New  York. 
When  I was  appointed  as  counsel  for  the  So- 
ciety, Tom  continued  as  my  associate. 


by  our  Committee  on  Public  Relations  to  publi- 
cize guidelines  prepared  by  the  Ad  Hoc  Com- 
mittee on  Peer  Review  Mechanisms,  as  ap- 
proved by  the  Council.  Valuable  information 
was  gathered  from  these  conferences  which  will 
aid  future  planning.  They  also  served  to  stim- 
ulate new  thinking  at  the  local  level  concerning 
modern  norms  for  self-regulation. 

The  Commission  notes  with  satisfaction  that 
Comprehensive  Health  Planning,  our  major 
public  relations  program  for  1968,  took  root  in 
several  areas  of  the  State.  Economies  in  gov- 
ernment budgets,  however,  may  eventually  en- 
danger the  existence  of  this  important  activity 
which  the  Commission  hopes  will  continue  to 
grow. 

We  give  special  thanks  to  John  H.  Carter, 
M.D.,  chairman  of  the  State  Legislation  Com- 
mittee; Charles  N.  Aswad,  M.D.,  chairman  of 
the  Federal  Legislation  Committee;  and  Paul 
M.  DeLuca,  M.D.,  chairman  of  the  Committee 
on  Public  Relations,  for  their  dedication  and 
hard  work  in  fields  where  there  are  many  gen- 
tlemen farmers.  We  also  commend  the  Divi- 
sion of  Communications  under  Guy  D.  Beau- 
mont, director,  and  the  division  departments 
which  ably  carried  out  the  activities  entrusted 
to  them.  The  committee  reports  appear  sep- 
arately. 

Respectfully  submitted, 

C.  Stewart  Wallace,  Chairman 


On  the  death  of  Tom  Clearwater,  Robert  J. 
Bell,  who  had  joined  the  firm  in  1931,  became 
attorney  for  the  Society.  I have  many  times 
commented  on  his  great  ability  as  a trial 
lawyer,  and  I was  never  more  impressed  than 
by  the  result  he  obtained  in  a case  tried  in  Su- 
preme Court,  Kings  County.  The  case  is  de- 
scribed in  the  July  15,  1969,  issue  of  the  Cita- 
tion, published  by  the  American  Medical  As- 
sociation, as  follows: 

A verdict  for  a neurosurgeon  and  an  orthopedic 
surgeon  was  returned  by  a New  York  trial  court 
jury  in  patient’s  suit  for  allegedly  negligent  treat- 
ment of  the  paralysis  from  which  he  was  suffering. 

The  patient  broke  his  neck  in  a driving  accident. 
Paralysis  was  immediate  and  total,  below  the  level 
of  a fifth  and  sixth  cervical  vertebrae  fracture 
with  a V2-inch  posterior  dislocation. 

The  patient  contended  that  the  neurosurgeon 
and  the  orthopedist  should  have  done  a lumbar 
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puncture,  manometries,  and  a myelogram  and  that 
those  procedures  should  have  been  followed  by  a 
decompressive  laminectomy  for  relief  of  spinal 
cord  compression  due  to  the  dislocation.  The  pa- 
tient contended  that  the  paralysis  would  have  been 
reversed  in  whole  or  in  part  if  those  steps  had  been 
taken,  lie  presented  evidence  that  the  cord  was 
found  intact  when  the  dura  was  opened  during  a 
laminectomy  performed  several  months  later. 

The  neurosurgeon  and  the  orthopedist  contended 
that  the  diagnostic  procedures  were  unnecessary 
because  the  x-ray  films  and  clinical  findings  demon- 
strated an  irreversibly  crushed  cord  due  to  trauma. 
They  contended  that  surgery  was  not  indicated, 
would  not  have  helped,  and  might  have  ruined 
whatever  chance  the  patient  had  or  killed  him. 
They  pointed  out  that  there  was  no  return  of  any 
neurologic  signs  or  function  three  hours  after  they 
performed  a 50  per  cent  reduction  of  the  disloca- 
tion with  the  use  of  Barton  tongs. 

The  patient  presented  expert  testimony  that 
surgery  was  indicated  in  a case  such  as  this.  The 
neurosurgeon  and  the  orthopedist  presented  expert 
testimony  that  conservative  treatment  was  indi- 
cated. The  contention  was  made  that  the  medical 
schools  in  the  area  taught  that  conservative  treat- 
ment was  proper  in  a case  such  as  this. 

The  trial  court  also  dismissed  the  cause  of  ac- 
tion against  the  hospital  for  alleged  negligence  in 
failing  to  turn  the  patient.  The  hospital  had  been 
given  no  orders  to  turn  him. 

The  preparation  of  this  case  took  weeks,  and 
to  defend  the  distinguished  neurosurgeon  who 
was  our  client,  and  knowing  that  a certain  local 
neurosurgeon  was  going  to  testify  against  him, 
we  called  in  experts  in  neuorsurgery  and  ortho- 
pedics from  Washington,  D.C.,  and  the  Univer- 
sity of  Chicago.  Cross  examination  of  the 
plaintiff’s  expert  was  brilliantly  managed,  and 
he  retracted  much  of  what  he  said  on  direct  ex- 
amination, conceding,  in  effect,  that  there  were 
two  schools  of  thought  and  that  the  decision  not 
to  operate  would  have  been  the  decision  of  choice 
by  many  of  his  experienced  colleagues.  The 
case  had  a tremendous  financial  potential,  and 
the  result  was  most  gratifying.  All  concerned 
told  me  that  Bob’s  complete  mastery  of  the 
scientific  factors  of  the  case  provoked  wide  ad- 
miration. 

When  I started  to  work  in  the  Stryker  office, 
Harold  Shapero  was  already  employed  there  as 
a clerk.  Several  years  after  his  admission  and 
at  a time  when  Mr.  Stryker  resigned  as  counsel 
to  the  Medical  Society,  Harold  went  with  him 
and  was  his  right-hand  bower  during  the  for- 
mer’s brillant  trial  career.  With  Mr.  Stryker’s 
blessing,  he  came  back  to  this  office  a year  be- 
fore Mr.  Stryker’s  death.  He  has  been  a tower 
of  strength  to  this  office,  and  he  is  held  in  the 
highest  regard  by  everybody  who  meets  him. 
Scores  of  doctors  in  this  State  are  deeply  in  his 
debt.  Since  court  opened  this  fall,  he  concluded 
in  his  usual  able  fashion  a long  jury  trial  be- 
fore Judge  Greenfield  in  New  York  County  and 
has  just  finished  another  before  Judge  Deroun- 
ian  in  Nassau  County.  Both  resulted  in  ver- 
dicts for  the  defendants.  In  addition,  he  has 
just  argued  to  a successful  result  a case  before 
the  Court  of  Appeals  which  he  tried  for  several 
weeks  in  the  Supreme  Court.  He  represented 
a young  obstetrician  who  was  charged  with 


negligence  in  the  performance  of  a delivery 
which  resulted  in  damage  to  the  baby’s  brain. 
He  is  a source  of  great  strength  to  the  younger 
lawyers  in  this  office  who  constantly  look  to  him 
for  guidance  with  their  problems. 

John  J.  DeLuca  has  been  with  us  for  twenty- 
eight  years.  He  has  handled  a great  variety  of 
office  matters  and  has  done  a substantial 
amount  of  appeal  work. 

A great  consolation  to  me  is  the  manner  in 
which  Donald  J.  Fager  has  assumed  a con- 
siderable amount  of  upstate  trial  work  and 
manages  our  upstate  cases  through  the  Syra- 
cuse office.  He  has  spoken  to  many  groups  of 
doctors  and  nurses  in  central  and  western  New 
York  and  has  tried  lawsuits  and  argued  appeals 
throughout  the  State.  Mr.  Fager  is  ably  as- 
sisted in  the  Syracuse  office  by  Walter  Alton, 
Jr.,  who  conducts  many  examinations  before 
trial  and  recently  won  his  first  Supreme  Court 
jury  case  in  Albany  County. 

One  of  the  things  that  I am  proud  of  is  the 
manner  in  which  our  younger  lawyers,  namely, 
Anthony  Louis  Schiavetti,  Daniel  Boone,  Fran- 
cis Bensel,  and  George  van  Setter  have  con- 
ducted a great  many  trials  and  appeals  in  the 
city  and  suburban  areas. 

Steven  C.  Mandell,  who  manages  our  trial 
calendar  and  arranges  the  schedules  for  all  the 
lawyers  in  the  office,  has  just  tried  to  a success- 
ful conclusion  his  first  Supreme  Court  case. 

A.  Baisley  Sheridan,  a friend  of  mine  for 
many  years  who  became  associated  with  us 
after  his  retirement  as  attorney  for  the  Inter- 
national Hotel  Division  of  Pan  American  Air- 
ways, has  been  a bulwark  of  strength  to  us  in 
conducting  examinations  before  trial.  These 
examinations  are  important  because  the  sworn 
testimony  of  the  plaintiff  and  defendant  can  be 
read  in  court,  and  a clear  idea  of  what  the 
proof  in  the  case  will  be  is  obtained. 

I have  often  said  there  is  much  work  in  the 
office  apart  from  the  litigation  we  manage,  and 
this  has  never  been  truer  than  this  year.  We 
attend  all  meetings  of  the  Board  of  Trustees, 
the  Council,  the  House  of  Delegates,  the  Mal- 
practice Insurance  and  Defense  Board,  and  the 
some  60  or  70  county  malpractice  meetings  that 
usually  take  place  in  the  evenings.  In  addition 
to  handling  the  more  or  less  routine  legal  prob- 
lems that  arise,  occasionally  the  Society  has 
complex  problems  which  leads  us  to  seek  out- 
side opinions.  As  you  know,  we  are  in  the  habit 
of  advising  doctors  to  seek  more  consultations 
rather  than  less,  and  the  same  holds  true  for 
the  legal  profession.  I never  mind  anybody 
asking  us  to  obtain  another  opinion  provided 
they  do  not  characterize  it  as  wanting  an  “un- 
biased opinion.”  I am  most  grateful  for  the 
skillful  assistance  given  me  this  year  by  the 
Hon.  John  Van  Voorhis,  a former  Judge  of  the 
Court  of  Appeals,  in  a review  of  the  doctors’ 
position  on  Medicare  and  Medicaid.  I am  also 
most  grateful  to  James  Milligan,  Esq.,  of  the 
Sprague,  Dwyer,  Aspland  & Tobin  firm  in  Mine- 
ola,  for  his  assistance  in  closing  the  title  on  the 
Lake  Success  property  and  to  John  Lewis,  Esq., 
of  the  Weil,  Gotshal  & Manges  firm  who  is  as- 
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sisting  with  zoning  problems. 

I want  the  doctors  of  this  State  to  know  that 
I have  found  the  work  of  this  office  stimulating 
and  satisfying.  I cherish  the  friendship  I have 
made  of  a host  of  physicians,  lawyers,  and 
judges  throughout  this  State.  In  our  trial  work, 
we,  of  a necessity,  must  put  forth  our  best 
effort  on  behalf  of  the  physicians  we  represent, 
and  we  take  pride  in  having  done  that. 

Members  of  the  staff,  including  myself,  have 
addressed  groups  of  doctors,  dentists,  nurses, 
technicians,  hospital  staffs,  and  others  during 
the  year. 

One  of  my  experiences  this  year  I think  was 
particularly  interesting.  I presided  at  one  of 
the  sessions  of  the  Medico-Legal  Symposium 
conducted  by  a joint  committee  of  the  American 
Medical  Association  and  the  American  Bar  As- 
sociation in  Las  Vegas  last  March.  I had  been 
appointed  by  William  Gossett,  president  of  the 
American  Bar  Association,  to  be  a member  of 
this  committee.  I moderated  the  panel  discus- 
sion on  “Howr  to  Avoid  Malpractice  Liability.” 
Arthur  J.  Mannix,  Jr.,  M.D.,  who  is  chairman 
of  the  Malpractice  Insurance  and  Defense 
Board  of  our  State  Society,  spoke  on  the  topic 
of  “Medical  Accident  Prevention — Some  Danger 
Zones.”  Philip  H.  Magner,  Esq.,  of  Buffalo,  an 
attorney  who  has  tried  a number  of  malprac- 
tice cases  for  plaintiffs  spoke  on  the  subject  of 
“Why  Some  Physicians  Lose  Malpractice 
Cases.”  John  B.  Dillon,  M.D.,  professor  and 
chief  of  the  division  of  anesthesia,  Department 
of  Surgery,  University  of  California,  Los  An- 
geles, School  of  Medicine,  spoke  on  “Legislative 
Remedies  for  Alleged  Malpractice.”  This  was 
followed  by  a question  and  answer  period.  It 
was  said  that  we  had  the  largest  audience  ever 
present  at  one  of  these  jointly  sponsored  ses- 
sions. I know  the  question  and  answer  period 
which  I conducted  had  to  be  streamlined,  and 
there  were  scores  of  questions  we  never  had 
time  to  get  to,  but  it  was  everyone’s  feeling  that 
we  put  on  a most  objective  presentation.  We 
were  then  followed  by  another  panel  which  ad- 
dressed itself  to  “Pre-trial  Screening  of  Mal- 
practice Claims,”  as  conducted  in  the  New 
Mexico  Plan  and  the  Portland,  Oregon,  Plan. 
The  moderator  of  this  panel  was  James  Z.  Ap- 
pell,  M.D.,  from  Pennsylvania,  the  distin- 
guished former  president  of  the  American 
Medical  Association. 

One  morning  several  weeks  ago,  I went  to 
Presbyterian  Hospital  to  participate  in  an  ex- 
cellent program  dealing  with  the  management 
of  the  emergency  patient  from  the  standpoint 
of  policemen,  firemen,  and  lifeguards  as  well  as 
by  the  staff  of  hospital  emergency  rooms.  This 
was  a two  and  one-half-day  session  wherein 
specialists  in  most  branches  of  medicine  gave 
precise  demonstrations  as  to  the  best  methods 
of  handling  particular  situations.  In  addition 
to  the  physicians,  there  were  members  of  rescue 
squad  teams  and  officers  from  power  companies 
who  spoke  of  the  problems  presented  by  electri- 
cal accidents.  This  program  was  managed  by 
David  L.  Andrews,  M.D.,  an  orthopedist,  on  the 
staff  of  Presbyterian  Hospital.  I know  from 


the  cases  that  come  in  to  this  office  that  more 
programs  of  this  type  would  not  only  reduce 
the  severity  of  injuries  from  accidents  and  even 
save  many  lives  but  would  also  reduce  the  type 
of  malpractice  suit  that  arises  out  of  initial 
management  of  trauma,  and  others.  See  my 
report  of  last  year  wherein  I discussed  emer- 
gency room  problems. 

On  this  general  subject,  there  was  recently 
published  an  excellent  book  entitled  Legal 
Implications  of  Emergency  Care  by  Neil  L. 
Chayet  which  includes  such  topics  as  “Securing 
Consent  in  an  Emergency,”  “The  Hazards  of 
Abandonment,”  and  “Psychiatric  Emergen- 
cies.” 

We  were  recently  involved  in  a case  where  a 
young  mother  of  three  children,  who  appeared 
to  be  suicidal,  was  admitted  to  the  psychiatric 
division  of  one  of  our  local  hospitals.  On  ad- 
mission, her  pocketbook  was  searched,  and  she 
was  then  escorted  to  her  room  wearing  the 
clothes  she  entered  with.  Shortly  thereafter 
she  was  a human  torch,  and  it  was  surmised 
that  she  lit  a cigaret  and  either  carelessly  or 
deliberately  allowed  it  to  result  in  her  death. 
The  question  was:  Should  she  have  been  com- 

pletely searched  and  deprived  of  all  objects 
that  might  possibly  lead  to  disaster?  The  case 
was  settled. 

When  I mentioned  the  symposium  conducted 
by  the  American  Bar  Association  and  the  Amer- 
ican Medical  Association,  I should  have  called 
attention  to  the  many  meetings  that  are  going 
on  around  the  country  where  either  plaintiffs’ 
organizations  or  the  Practicing  Law  Institute 
of  New  York  organize  elaborate  programs  on 
medical  and  dental  malpractice.  There  is,  for 
instance,  a meeting  in  which  the  same  doctors 
and  lawyers  will  participate  in  four  separate 
sessions  to  be  held  in  New  York,  St.  Louis,  Las 
Vegas,  and  Miami.  The  Practicing  Law  Insti- 
tute is  a nonprofit  organization  without  endow- 
ment, and  a substantial  fee  is  charged  for  the 
courses.  The  stated  purpose  of  the  course  is 
“that  lawyers  who  attend  will  be  in  a better 
position  to  make  equitable  disposition  of  such 
cases — dispositions  that  are  fair  to  both  plain- 
tiffs and  defendants.”  The  brochure  states 
that  over  10,000  malpractice  suits  have  been 
filed  in  the  United  States  each  year  during  the 
1960’s  and  that  one  out  of  seven  doctors  in  the 
United  States  has  been  sued  for  malpractice  at 
some  time  during  his  career.  I have  the  feeling 
that  these  courses,  in  the  main,  afford  great 
profit  to  the  plaintiffs’  bar. 

It  seems  ironic  that  the  field  of  professional 
malpractice,  which  has  been  plowed  so  faith- 
fully by  my  own  profession,  has  come  home  to 
haunt  it.  This  is  illustrated  in  an  article 
which  appeared  in  the  Wall  Street  Journal  en- 
titled, “Suing  the  Lawyer,”  which  reads  in  part 
as  follows: 

“The  number  of  malpractice  suits  keeps 
rising,  and  one  reason  for  the  increase  is  that 
lawyers  themselves  are  not  as  reluctant  as 
they  once  were  about  taking  a suit  against  a 
fellow  lawyer.  This  change  could  be  at- 
tributed either  to  ‘sophistication  or  lack  of 
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bashfulness*  one  lawyer  told  the  annual 
meeting  of  the  American  Bar  Association 
in  August.” 

A few  years  ago  more  than  twenty  companies 
wrote  legal  malpractice  insurance;  now  there 
are  only  a half-dozen.  One  of  the  companies 
requires  a lawyer  to  pay  the  first  $5,000  of  any 
liability  arising  from  a professional  action,  a 
practice  which  other  companies  will  probably 
adopt.  The  article  further  states  the  following: 
“Rate  hikes  of  100  per  cent  already  have 
been  granted  this  year  in  California,  Minne- 
sota, New  Jersey,  Oregon,  and  Alaska,  and 
the  rates  are  up  75  per  cent  in  New  York  and 
two  other  states.  In  New  York  one  full- 
coverage  policy  that  pays  up  to  $100,000  on 
each  claim  now  costs  $202  a year,  up  from 
the  $115.36  charged  before  a July  rate  in- 
crease.” 

It  is  to  be  remembered  that  a law  office  pays 
this  amount  of  money  for  each  named  insured 
and  an  additional  sum  for  all  other  lawyers  and 
law  clerks,  and  others. 

Without  much  more  ado,  I would  like  to  dis- 
cuss a few  recent  significant  developments  in 
the  field  of  medical  malpractice. 

It  is  not  much  consolation  to  tell  New  York 
doctors  of  the  plight  of  their  fellows  in  other 
states,  but  I would  like  to  quote  one  brief  note 
from  my  speech  in  Las  Vegas: 

“On  my  flight  to  Las  Vegas  there  was  a 
stopover  in  Albuquerque,  and  while  I was  in 
the  airport,  I read  in  one  of  the  local  papers 
that  doctors  in  Utah  are  very  concerned  about 
the  malpractice  problem  in  their  state.  The 
article  concerned  itself  with  a group  of  Salt 
Lake  City  doctors  who  have  notified  two 
Mormon-owned  hospitals  that  they  will  not 
handle  church  welfare  cases  unless  the  hos- 
pital can  provide  them  with  protection 
against  malpractice  suits.  One  company  had 
just  canceled  a policy  with  135  doctors  in 
Utah  and  is  withdrawing  from  business  in 
that  state.  The  crisis  w-as  touched  off  by  a 
$75,000  judgment  returned  against  an  unin- 
sured doctor.” 

The  present  situation  in  New  York  is  dis- 
cussed in  the  report  of  the  Malpractice  Insur- 
ance and  Defense  Board  contained  in  the  Oc- 
tober 15,  1969,  issue  of  the  New  York  State 
Journal  of  Medicine,  wherein  it  is  pointed  out 
that  the  average  cost  of  closing  out  a case  has 
increased  from  $5,759  in  1964  to  $9,409  in  1968. 
One  interesting  illustration  of  the  factors  other 
than  verdicts  which  account  for  the  rising  cost 
of  insurance  is  contained  in  correspondence  be- 
tween an  upstate  doctor  and  the  insurance 
representative.  The  doctor  was  concerned 
about  the  raise  in  his  rate  as  he  said  he  never 
lost  a suit.  It  was  pointed  out  to  him  that  he 
had  been  involved  in  various  suits  over  the 
years,  and  the  cost  of  disposing  of  these  suits 
wras  more  than  the  total  amount  he  had  paid  in 
premiums. 

As  an  example  of  the  rising  costs  of  litiga- 
tion, we  just  received  a $1,900  bill  for  the 
minutes  of  a trial,  the  result  of  which  we  are 
about  to  appeal.  Most  of  the  minutes  must 


now  be  printed  as  part  of  the  record  on  appeal 
and  that  will  involve  a further  major  expense. 
It  just  so  happens  that  there  are  codefendants 
in  the  case  who  must  share  this  expense,  but 
at  the  level  of  expense  involved  that  is  only 
partial  comfort. 

Sometimes  we  are  asked  why  a doctor  should 
carry  malpractice  insurance  since  it  is  said 
that  the  very  existence  of  this  insurance  en- 
courages litigation.  Let  us  examine  the  plight 
of  an  upstate  doctor.  Recently  Mr.  Fager  con- 
ducted settlement  negotiations  where  it  was 
charged  that  a young  college  student  lost  both 
legs  because  when  he  was  admitted  to  a rural 
hospital  with  both  femurs  fractured  following 
an  automobile  accident,  the  extent  of  circulatory 
damage  was  not  correctly  observed  and  treated. 
Three  general  practitioners  had  seen  the  boy, 
and  one  of  the  three  had  managed  his  care.  No 
specialists  were  called  in  to  see  the  patient  dur- 
ing the  initial  stages  of  his  treatment.  He  was 
subsequently  taken  by  ambulance  to  an  upstate 
city  hospital  where  every  effort  was  made  to  re- 
verse the  situation,  but  he  was  eventually  flown 
down  to  New  York  where  both  legs  were  ampu- 
tated at  midthigh.  A settlement  of  $100,000 
was  worked  out,  $50,000  of  which  was  paid  by 
the  hospital’s  carrier,  and  a total  of  $20,000  was 
paid  by  the  insurance  carriers  on  behalf  of  the 
doctors.  The  doctor  who  had  the  most  to  do 
with  the  case  had  only  a $5,000  policy,  and  it 
was  necessary  for  him  to  agree  to  pay  the  re- 
maining $30,000  in  installments  of  $5,000  a year 
for  six  years. 

It  may  be  stated  categorically  that  plaintiff’s 
lawyers  who  find  that  a doctor  has  little  or  no 
insurance  will  conduct  an  exhaustive  investiga- 
tion of  his  assets  before  they  decide  that  it  is 
not  worth  bringing  an  action  against  him. 

There  are  a number  of  suggestions  as  to  how 
the  handling  of  these  cases  could  be  improved. 
The  California  legislature  has  passed  some  re- 
medial measures.  On  the  other  hand,  several 
states  have  recently  accorded  plaintiffs  new 
ways  of  making  it  easier  for  them  to  recover. 
I quote  from  the  October,  1969,  issue  of  the 
Defense  Research  Institute  Bulletin: 

“Useful  Innovations:  To  offset  the 

plaintiff’s  handicap  in  finding  experts,  several 
courts  (and  some  state  legislatures)  have 
adopted  corrective  measures  or  developed  sub- 
stitutes for  expert  medical  testimony  in  mal- 
practice cases.  The  most  important  innova- 
tions are:  Expanding  the  pool  of  medical  ex- 

perts through  panels;  statutory  provisions 
permitting-out-of-state  medical  experts  to 
testify  when  the  plaintiff  is  unable  to  obtain  a 
local  doctor;  use  of  medical  books  and  medi- 
cal treatises  as  direct  evidence  of  a standard 
of  care;  utilizing  the  defendant-doctor’s  own 
testimony  or  deposition  to  establish  the  stand- 
ard of  care;  and  safeguarding  the  expert 
witness  from  external  pressure. 

Abolition  of  the  Locality  Rule:  Argue 
for  the  abolition  of  the  locality  rule  in  light  of 
Massachusetts  developments.  The  old  Massa- 
chusetts precedent  was  incorrectly  construed 
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to  mean  that  the  applicable  standard  is  that 
of  the  same  locality;  the  rule  really  meant  a 
similar  locality;  and  applied  only  to  doctors 
who  had  no  opportunity  for  further  enlighten- 
ment. The  rule,  as  generally  understood,  was 
changed  by  a recent  Massachusetts  case,  and 
the  locality  standard  virtually  abolished.” 

Size  of  Settlements  and  Verdicts.  There  was 
affirmed  in  the  highest  court  in  Florida  a ver- 
dict of  $1,500,000  returned  against  two  physi- 
cians and  a hospital  in  a suit  by  a patient  who 
sustained  extensive  brain  damage.  The  case 
was  described  in  the  October  1 issue  of  the 
Citation,  and  I quote  in  part  from  that: 

“The  patient  was  thirty-five-years-old  when  she 
received  her  injuries.  She  was  married  and  had 
three  children.  She  had  a life  expectancy  some- 
what in  excess  of  thirty-five  years.  She  is  now  a 
quadraplegic  and  permanently  bedridden.  She  is 
disoriented  in  time,  and  her  thinking  processes  are 
disturbed.  She  will  require  medical  and  nursing 
care  for  as  long  as  she  lives. 

‘Other  than  the  size  of  the  verdict,  there  was 
nothing  in  the  record  indicating  that  the  jury,  in 
arriving  at  the  verdict,  was  influenced  by  passion 
or  prejudice,’  said  the  reviewing  Court.  Further 
it  said:  ‘In  view  of  the  evidence  as  to  the  injuries 

and  damages,  and  taking  into  account  the  trial 
court’s  approval  of  the  verdict  when  asked  to  re- 
ject it  or  reduce  it  on  motion  for  new  trial,  it  did 
not  find  that  the  verdict  was  such  as  to  shock  the 
judicial  conscience  or  that  it  should  be  set  aside 
because  of  its  size.’  (Talcott  v.  Holl).” 

It  is  my  impression  that  one  of  the  things  that 
led  to  this  case  going  through  a long,  agonizing 
series  of  trials  and  appeals  was  that  the  doc- 
tors, who  were  faced  with  the  trial  a genera- 
tion or  more  after  the  treatment  was  rendered, 
had  minimal  insurance  policies. 

The  September,  1969,  News  Letter  of  the 
American  Trial  Lawyers  Association  mentions 
a case  which  involved  the  death  of  a member  of 
the  Tijuana  Brass  Band  during  an  ear  opera- 
tion. The  decedent  suffered  cardiac  arrest  dur- 
ing surgery  because  of  oxygen  failure  in  an- 
esthesiology equipment  operated  by  a Formosan 
anesthesiologist  who  allegedly  was  not  licensed 
to  practice  in  California.  The  decedent’s  forty- 
six-year-old  widow  accepted  $887,500  in  settle- 
ment. 

There  are  many  more  large  verdicts  and  set- 
tlements that  we  could  discuss  in  detail,  but 
since  I have  just  mentioned  a California  settle- 
ment, let  me  close  this  subject  by  telling  you  of 
a recent  settlement  in  suburban  New  York.  A 
young  woman  was  admitted  to  the  hospital  to 
have  a varicose  vein  stripping  procedure,  and 
the  surgeon  accidentally  severed  the  femoral 
artery  resulting  in  amputation  of  her  leg.  The 
patient  was  divorced  and  had  been  employed 
supporting  herself  and  her  children.  Before  a 
lawsuit  was  commenced,  settlement  in  the  sum 
of  $150,000  was  effected. 

Statute  of  Limitations  and  Foreign  Body 
Cases.  For  years  legislation  has  been  proposed 
in  the  State  of  New  York  to  change  the  statute 
of  limitations  in  situations  where  foreign  bodies 
are  discovered  long  after  the  surgical  procedure 


was  done  so  that  suit  could  be  brought  three 
years  after  the  date  of  discovery  rather  than 
three  years  after  the  claimed  act  of  malpractice 
with  a further  proviso  that  in  no  event  could  a 
suit  be  brought  more  than  six  years  after  the 
claimed  act  of  malpractice.  This  proposed 
legislation  did  not  pass.  Recently  the  Court  of 
Appeals  in  the  case  of  Flanagan  v.  Mount  Eden 
Hospital  by  a 4 to  3 vote  changed  the  prior 
decisional  law. 

This  foreign  body  case  brings  to  mind  a 
paragraph  from  my  twenty-sixth  annual  report 
which  reads  as  follows:  “The  Mayo  Clinic  has 
recently  instituted  a rule  and  implemented  it 
with  a practical  technic  that  all  patients  must 
be  x-rayed  postoperatively  before  being  taken 
to  the  recovery  room.”  This  is  long  overdue. 
We  have  received  a dreary  succession  of  cases 
involving  hemostats,  in  one  instance  three  in 
number,  and  others  based  on  gauze  packs  which 
might  have  been  discovered  and  removed  if  the 
patient  had  been  x-rayed  promptly. 

Since  the  Flanagan  case,  I have  been  told  that 
a considerable  number  of  new  actions  have  been 
brought  involving  the  discovery  of  foreign 
bodies  years  after  the  initial  surgery.  Not  so 
long  ago,  we  had  a case  where  an  internist  was 
included  as  a defendant;  he  had  been  a specta- 
tor at  an  operation  which  was  performed  while 
he  was  in  the  amphitheatre.  A clamp  was  left 
in  the  patient  which  was  not  discovered  until 
much  later  during  an  operation  at  another 
hospital  to  relieve  an  intestinal  obstruction. 
Ironically,  a number  of  chest  x-ray  films  of  the 
patient  had  been  taken  at  the  hospital  where 
the  first  operation  was  done,  and  had  the  plate 
included  an  area  2 inches  below  the  level 
covered,  the  presence  of  the  clamp  would  have 
been  discovered. 

The  plaintiffs’  lawyers  in  these  malpractice 
cases  do  a great  deal  of  research  and  have 
clinics  where  they  correlate  the  experiences  of 
one  another,  and  this  is  done  on  a state-wide 
and  even  national  basis.  They  are  thoroughly 
aware  of  the  numerous  warnings  that  have  been 
issued  to  doctors  about  the  misuse  of  drugs. 
They  quote  with  approval  from  books  which  dis- 
cuss the  drug  problem.  As  an  instance  there  is 
a chapter  on  “The  Uses  and  Abuses  of  Drugs” 
in  the  book  The  Troubled  Calling : Crisis  in  the 
Medical  Establishment  by  Selig  Greenberg, 
which  reads  in  part  as  follows: 

“The  profusion  of  new  and  allegedly  new  drugs 
and  the  rapid  rate  of  their  turnover  have  made  it 
extremely  difficult  for  physicians  to  keep  track  of 
these  products  and  to  evaluate  critically  the  claims 
made  for  them.  Whatever  knowledge  of  pharma- 
cology they  have  acquired  in  medical  school  is  often 
obsolete.  Doctors  have  therefore  increasingly 
come  to  depend  on  information  supplied  by  phar- 
maceutical salesmen  and  by  the  huge  volume  of 
drug  advertising.  The  confusion  generated  by 
flamboyant  drug  promotion  has  become  so  great. 
Dr.  Harry  F.  Dowling  of  the  University  of  Illinois, 
Department  of  Medicine,  has  said,  that  ‘the  be- 
wildered physician  prescribes  by  suggestion  and 
not  from  information.’  . . . 

Many  thoughtful  physicians  have  expressed 
grave  concern  over  the  misuse  and  overuse  of  the 
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tranquilizers  without  regard  to  their  indication  or 
an  understanding  of  what  they  can  and  cannot  do 
and  what  their  harmful  side  effects  might  be.  Two 
major  considerations  must  be  borne  in  mind  here. 
One  of  them  is  the  propriety  of  using  tranquilizers 
as  a sort  of  panacea  for  the  multitude  of  minor 
anxieties  that  we  encounter  in  our  daily  lives.  The 
other  consideration  is  the  chemical  properties  and 
long-range  physiological  effects  of  drugs  that  in- 
vestigators have  discovered  arc  sometimes  not  so 
harmless  as  they  have  been  represented  to  be.  On 
both  counts,  the  extent  of  their  consumption  on 
prescription  by  inadequately  informed  practition- 
ers has  been  reckless.” 

There  is  a lesson  to  be  learned  from  these 
cases  of  drug  misuse,  and  that  is  any  doctor  who 
undertakes  to  use  a drug  should,  to  protect  him- 
self and  his  patients,  keep  up  with  the  litera- 
ture concerning  the  drug.  Compulsory  staff 
conferences  at  hospitals  where  current  knowl- 
edge of  drug  reactions  is  commented  on  is  use- 
ful, and  there  is  no  doubt  that  there  is  need  for 
some  warning  system  that  would  more  ade- 
quately reach  the  mass  of  the  medical  profes- 
sion. As  Selig  Greenberg  says  in  his  book: 

“Clearly  needed  is  some  adequately  fi- 
nanced and  disinterested  agency  that  would 
assume  the  responsibility  for  keeping  doctors 
up  to  date  on  the  advantages  and  drawbacks 
of  newly  marketed  drugs.  But  even  more 
important  is  the  need  for  greater  assurance 
of  the  efficacy  and  safety  of  the  medications 
before  they  are  approved  for  sale.” 

It  is  a source  of  embarrassment  at  times  to 
have  doctors  whom  we  defend  say  that  they  de- 
cide how  much  of  and/or  how  long  to  give  a 
patient  a medication  and  that  they  do  not  rou- 
tinely follow  the  directions  of  the  manufacturer 
in  the  package  inserts.  I have  referred  in  past 
reports  to  a New  Jersey  case  that  holds  the 
package  inserts  may  be  put  into  evidence  as 
proof  of  the  correct  method  of  administering  a 
drug,  and  it  is  most  difficult  for  a doctor  to 
justify  his  own  routine  should  it  vary  substan- 
tially from  that  outlined  in  the  insert.  It  is 
also  difficult  to  defend  a doctor  who  has  given 
drugs  with  ototoxic  properties,  if  he  does  not 
know  of  these  side  effects  and  does  not  pre- 
cisely and  periodically  test  the  patient’s  hear- 
ing. The  point  I am  trying  to  make  is  that  one 
of  the  best  ways  for  a doctor  to  avoid  a mal- 
practice suit  is  to  listen  to  his  patients  care- 
fully, observe  their  condition  while  under  medi- 
cation, and  be  as  thoroughly  informed  as  possi- 
ble about  the  medication  being  prescribed.  He 
should  also  ask  the  patient  to  promptly  report 
any  side  effects  and  mention  specifically  what 
he  should  watch  for. 

In  several  of  my  recent  annual  reports,  I 
have  called  attention  to  court  decisions  rendered 
in  various  jurisdictions  throughout  the  country, 
advancing  the  principle  that  before  a patient  is 
submitted  to  treatment  or  operations  which  may 
have  serious  side  effects  he  must  have  been 
given  an  adequate  explanation  of  what  is  to  be 
done  and  what  the  risks  are  so  that  he  may  give 
an  informed  consent  prior  to  treatment. 

Recently  in  several  cases,  plaintiffs  have 
sought  to  avoid  waiting  for  trials  by  moving 


for  summary  judgment.  The  moving  papers 
aim  to  demonstrate  that  no  valid  defense  is 
possible  to  the  charges  made,  and  hence,  the 
judge  should  order  the  answer  stricken  and 
further  that  an  assessment  of  damages  is  called 
for. 

I have  commented  in  the  past  on  cases  in- 
volving serum  hepatitis  from  transfusions  and 
pointed  out  that  the  furnishing  of  blood  to  a 
patient  in  a hospital  does  not  create  a situation 
of  implied  warranty  of  fitness  for  use.  The 
courts,  realizing  that  there  is  no  sure  way  of 
finding  out  whether  or  not  a donor  may  have  at 
sometime  in  the  past  had  jaundice,  have  re- 
fused to  put  the  burden  of  indemnifying  the 
patient  on  the  hospital  for  injuries  sustained 
because  of  the  blood-induced  hepatitis.  How- 
ever, a word  of  caution  should  be  issued.  A 
Florida  case  found  that  the  chief  of  pathology 
at  a hospital  owned  part  of  a commercial  lab- 
oratory from  which  blood  was  obtained,  and 
there  was  proof  that  the  questioning  of  the 
donors  was  handled  in  a haphazard  manner, 
and,  hence,  liability  was  imposed.  Recently,  a 
case  involving  serum  hepatitis  was  tried  in 
New  Jersey,  and  the  Court  of  Appeals  was  dis- 
satisfied with  the  narration  of  the  manner  and 
respect  in  which  the  blood  was  obtained  and 
then  processed  by  the  hospital,  so  it  sent  the 
case  back  for  further  study.  The  scientists  are 
working  on  the  problem  of  trying  to  get  a fool- 
proof method  of  checking  the  blood  which  has 
been  obtained  from  donors  so  that  the  threat  of 
hepatitis  may  be  eliminated,  and,  certainly,  if 
such  a test  comes  about,  it  cannot  be  adopted 
fast  enough.  Several  of  these  cases  involving 
blood-induced  hepatitis  have  been  brought  be- 
cause the  hospitals  where  the  transfusions  took 
place  were  extremely  aggressive  about  collect- 
ing their  bills  for  the  treatment  of  the  hepa- 
titis. I would  say  that  this  is  a situation  which 
calls  for  great  consideration  of  the  patient  and 
his  financial  problems. 

We  have  had  several  disappointing  reversals 
of  defendants’  verdicts  by  Appellate  Courts, 
and  some  of  these  opinions  of  recent  date  have 
been  harsh.  In  a case  I recently  tried,  the 
judge,  to  my  chagrin,  kept  repeating  over  and 
over  again  that  the  slightest  suggestion  of  neg- 
ligence on  the  part  of  the  defendant  would  be 
enough  to  send  the  case  to  the  jury.  Fortu- 
nately for  the  doctor  and  the  codefendant  hos- 
pital, both  won. 

I think  that  any  doctor  who  has  been  through 
a long  malpractice  case  is  a better  doctor  for  it, 
but  it  is  not  a form  of  therapy  that  I would 
recommend.  We  must  always  try  to  overcome 
the  natural  sympathy  one  has  for  a person  who 
has  been  injured  and  put  to  great  expense,  and 
the  feeling  of  some  jurors  that  there  should  be 
recompense  from  the  nearest  involved  solvent 
person  for  every  disaster. 

The  following  is  a warning  to  doctors,  par- 
ticularly to  those  in  rural  and  suburban  areas: 
Great  discretion  should  be  exercised  in  discuss- 
ing the  actions  of  fellow  professionals  at  social 
gatherings  or  in  conversations  with  lawyer 
friends.  Recently,  I sat  in  on  a conference  in  a 
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rural  area  with  lawyers  from  a large  nearby 
city  where  it  was  perfectly  evident  that  a local 
lawyer  had  first  learned  of  the  matter  through 
professional  friends,  but  not  wanting  to  appear 
willing  to  take  a suit  against  a local  physician, 
he  sent  the  case  to  a lawyer  some  distance  away. 

Office  and  Hospital  Records.  Chapters  could 
be  written  about  accurate  and  timely  notes  both 
in  office  and  hospital  records.  These  notes 
should  exhibit  neither  pique  nor  humor  but 
should  indicate  a regard  for  the  patient’s  best 
interests.  Certainly,  a doctor  should  read  the 
nurses’  notes  when  he  comes  to  see  the  patient. 
We  were  embarrassed  by  a doctor  who  said  that 
“I  don’t  read  the  nurses’  notes  but  talk  to  the 
nurse  in  charge,”  when  it  was  subsequently  dis- 
covered that  the  chief  nurse  was  usually  not  on 
duty  when  he  saw  the  patient. 

To  show  the  nationwide  importance  of  this 
whole  malpractice  situation,  you  may  remember 
that  in  my  report  last  year  I called  attention  to 
a booklet  prepared  by  Eli  P.  Bernzweig  for 
doctors  in  the  U.S.  Public  Health  Service.  I 
just  received  a notice  from  the  Assistant  Sur- 
geon General,  Director  of  the  Community 
Health  Service,  Department  of  Health,  Educa- 
tion, and  Welfare,  that  Mr.  Bernzweig  will 
serve  “in  the  newly-created  position  of  Special 
Assistant  for  Malpractice  Research  and  Pre- 
vention.” The  director  states  the  following: 

“.  . . The  root  causes  of  claims  will  be  in- 
vestigated as  will  their  ultimate  consequences 
not  only  to  health  professional  and  patient 
alike,  but  to  hospitals,  other  health  facilities, 
and  insurance  carriers  as  well.  ...  It  is  an- 
ticipated that  this  joint  effort  of  the  public 
and  private  sectors  in  both  basic  research  and 
the  appliance  of  research  findings  will  con- 
tribute greatly  to  the  ultimate  reduction  of 
the  incidence  of  malpractice  and  the  number 
of  malpractice  claims.” 

Particularly  bearing  in  mind  the  recent  deci- 
sion extending  the  statute  of  limitations  in  for- 
eign body  cases,  Frank  Appleton,  of  H.  F. 
Wanvig,  Inc.,  has  asked  me  to  comment  on  the 
length  of  time  that  a doctor  should  keep  his  rec- 
ords. Much  of  the  records  is  of  no  great  im- 
portance and  could,  with  some  discretion  of 
choice,  be  discarded  after  a reasonably  short 
interval  of  time  has  passed  following  treatment. 
I would  not  like  to  see  the  doctors  in  New  York 
State  bothered  by  a statute  which  apparently 
exists  in  Massachusetts  that  requires  emer- 
gency room  records,  and  perhaps  other  records, 
be  kept  for  fifty-five  years.  In  the  past  we 
have  usually  suggested  that  doctors  keep  their 
records  for  six  years  after  the  last  date  of 


treatment,  but  I am  inclined  to  think  that  ten 
years  would  be  a safer  length  of  time.  A re- 
cent publication  of  the  American  Medical  Asso- 
ciation, Judicial  Council:  Opinions  and  Re- 

ports, discusses  the  following  subjects  on  pages 
56  and  57:  “Retention  of  Records  After  Re- 

tirement,” “Disposal  of  Records  After  Retire- 
ment,” and  “Sale  or  Purchase  of  Physician’s 
Records.”  The  great  part  of  a surgeon’s  rec- 
ords that  might  be  of  importance  to  a subse- 
quently treating  physician  could  probably  be 
found  in  the  hospital  records.  Chayet  points 
out  that  some  states  have  statutes  of  limitations 
which  do  not  begin  to  run  until  the  last  treat- 
ment of  the  individual  by  the  physician,  regard- 
less of  when  the  injury  was  inflicted  or  when 
the  patient  discovered  he  had  been  injured.  It 
is  important  to  keep  in  mind  that  in  the  case  of 
children  the  statute  does  not  begin  to  run  until 
the  twenty-first  birthday.  Also,  any  fraudu- 
lent act  prevents  the  statute  from  running. 

Acknowledgments.  In  closing,  I express  my 
deep  gratitude  to  the  officers,  Board  of  Trustees, 
and  the  Council  of  the  State  Medical  Society 
who  have  been  so  patient  with  me;  to  Henry  I. 
Fineberg,  M.D.,  and  J.  Richard  Burns,  Esq., 
who  as  the  executive  officers  of  the  Society,  have 
put  a great  deal  of  their  time  and  advice  at  my 
disposal;  and  to  Arthur  Mannix,  M.D.,  and  the 
other  members  of  the  Malpractice  Insurance 
and  Defense  Board  who  aid  in  the  solution  of 
the  many  problems  that  are  presented.  I only 
hope  that  the  Employers  Insurance  of  Wausau 
will  continue  to  provide  the  coverage  for  our 
malpractice  cases.  They  are  most  anxious  to 
assist  us  in  every  way,  and  I am  most  grateful 
to  John  E.  Linster,  vice-president  of  the  Claims 
Department,  as  well  as  Messrs.  Marx,  Hanner, 
Bourbeau,  Gordon,  Andreotta,  Tonn,  Ressa,  and 
McIntyre  of  the  New  York  office  who  provide 
us  with  everything  one  could  reasonably  expect 
and  more.  In  our  upstate  work  Messrs.  Boll- 
man,  Duggan,  Ungar,  and  Byrne,  in  the  Syra- 
cuse office,  and  Mr.  Lester,  in  the  Buffalo  office, 
are  a tower  of  strength  to  us.  Frank  Appleton, 
who  succeeded  James  Arnold  as  president  of 
H.  F.  Wanvig,  Inc.,  is  probably  one  of  the  coun- 
try’s authorities  on  the  subject  of  malpractice 
insurance,  and  he  manages  the  program  in  an 
exceedingly  able  fashion.  To  Frank  and  his  as- 
sociates, George  Wright  and  Tom  Baldwin,  and. 
all  the  folks  in  their  office,  we  extend  the  So- 
ciety’s thanks. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 
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House  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

The  House  Committee  on  Constitution  and 
Bylaws  consists  of  the  following  members: 
Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Irving  L.  Ershler,  M.D Onondaga 

Gerald  L.  Glaser,  M.D Monroe 

Milton  J.  Greenberg,  M.D Washington 

Robert  E.  Healy,  M.D Westchester 

Swen  L.  Larson,  M.D Chemung 

Raymond  F.  Smith,  M.D Nassau 

Francis  A.  Stephens,  M.D Albany 

George  Hinder,  M.D.,  ex  officio...  New  York 
John  H.  Carter,  M.D.,  ex  officio Albany 


William  F.  Martin,  Esq.,  ex  officio 

New  York 

In  February,  1969,  11  resolutions  proposing 
changes  in  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  were 
introduced  in  the  House  of  Delegates. 

On  October  7,  the  members  of  the  House 
Committee  on  Constitution  and  Bylaws  met, 
with  the  exception  of  John  H.  Carter,  M.D., 
George  Hinder,  M.D.,  Irving  L.  Ershler,  M.D., 
Robert  E.  Healy,  M.D.,  and  Raymond  F. 
Smith,  M.D.,  who  were  excused.  Also  pres- 
ent at  the  meeting  were  Walter  T.  Heldmann, 
M.D.,  president;  Walter  Scott  Walls,  M.D., 
president-elect;  Joseph  G.  Zimring,  M.D.,  as- 
sistant secretary;  Bernard  Kronenberg,  M.D., 
Society;  Lester  J.  Candela,  M.D.;  Harry 
president  of  New  York  State  Ophthalmological 
Kruse,  M.D.;  Henry  I.  Fineberg,  M.D.,  execu- 
tive vice-president;  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president;  Gretchen 
Wunsch,  executive  assistant;  Mary  Singer, 
administrative  assistant;  and  Sam  Pakula, 
stenotypist. 

Dr.  Goldmark  called  the  meeting  to  order 
and  announced  that  he  had  invited  several 
guests  to  appear  before  the  committee  to  pre- 
sent their  views  on  the  proposed  resolutions. 
The  committee  then  considered  the  resolutions 
in  numerical  order  and  reached  the  following 
conclusions  and  recommendations : 

Resolution  69-2 — Amendments  to  Bylaws  to 
Provide  for  Election  of  District  Branch  Nomi- 
nees as  AMA  Delegates,  introduced  by  the 
Medical  Society  of  the  County  of  Monroe. 

Whereas,  All  delegates  to  the  American 
Medical  Association  are  elected  on  an  “at- 
large”  basis  from  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  The  district  branches  of  the 
State  Medical  Society  should  have  represen- 
tation in  order  to  assure  that  area  interests 
are  given  full  consideration  in  the  councils 
of  our  national  organization ; and 

Whereas,  Both  State  and  Federal  legisla- 
tive bodies  insure  local  representation  as 
part  of  the  democratic  process;  now  there- 
fore be  it 


Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  revise  its  procedure  and 
method  of  electing  delegates  to  the  American 
Medical  Association,  to  provide  for  the  elec- 
tion of  at  least  one  delegate  as  the  selection 
and  choice  of  each  district  branch  in  the 
Medical  Society  of  the  State  of  New  York, 
by  amending  the  Bylaws  as  follows: 

1.  Amend  Chapter  III,  Section  6,  of  the 

Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the 
words  “including  at  least  one  from  each 
district  branch  to  be  nominated  by  the  dis- 
trict branch,”  so  that  the  second  sentence 
will  then  read:  “Nominations,  including  at 

least  one  from  each  district  branch  to  be 
nominated  by  the  district  branch,  shall  be 
made  for  not  less  than  double  the  full  num- 
ber of  delegates  to  be  elected,”;  and  in  the 
next  portion  of  the  sentence,  by  adding  the 
words,  “such  number  to  include  one  from 
each  district  branch  as  nominated  by  the 
branch,”  so  that  portion  of  the  sentence  will 
then  read,  “and  the  delegates  shall  be  de- 
clared elected  in  the  order  of  the  highest 
number  of  votes  cast  until  the  allotted  num- 
ber shall  have  been  chosen,  such  number  to 
include  one  from  each  district  branch  as 
nominated  by  the  branch.” 

2.  Amend  Chapter  XIII,  Section  1,  of  the 

Bylaw's  by  adding  the  words,  “and  a nomi- 
nee for  election  as  delegate  to  the  American 
Medical  Association,”  so  that  Section  1 will 
then  read:  “Each  district  branch  shall 

elect  a president  for  two  years  and  a district 
delegate  to  the  House  of  Delegates  for  two 
years,  and  a nominee  for  election  as  dele- 
gate to  the  American  Medical  Association.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  members  in  several  up- 
state areas  expressed  fears  of  a “downstate 
domination”  of  AMA  delegates.  Facts  and 
figures  pertaining  to  representation  on  the 
Council,  Board  of  Trustees,  in  the  House  of 
Delegates,  AMA  Delegation,  and  others  wrere 
presented  showing  that  these  fears  are  not 
factual  and  that  there  has  always  been  an 
equitable  and  well-balanced  representation  in 
spite  of  the  fact  that  the  largest  proportion  of 
the  membership  population  resides  in  the 
metropolitan  New  York  area.  The  Nominat- 
ing Committee  has  taken  into  account  the 
principle  that  there  should  be  AMA  delegate 
representation  from  each  district  branch  and 
respects  nominations  submitted  each  year  by 
county  societies  and  district  branches.  Dele- 
gates are  chosen  according  to  the  number  of 
votes  received  to  represent  New  York  State 
as  a whole  and  not  just  a certain  area  of  the 
State.  This  resolution  would  compel  the  elec- 
tion of  a man  nominated  by  a district  branch 
even  if  another  man  received  a greater  num- 
ber of  votes.  It  does  not  allow  the  House 
the  opportunity  of  electing  the  best  possible 
candidates. 
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The  committee  recommends  disapproval  of 
this  resolution. 

Resolution  69-5 — Amendment  to  the  Bylaws 
to  Change  Term  of  Office  of  Trustees,  intro- 
duced by  Nassau  and  Suffolk  County  Medical 
Societies. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  now  pro- 
vide that  “no  person  shall  serve  more  than 
one  term  as  a Trustee” ; and 

Whereas,  The  Bylaws  also  provide  that 
“a  person  to  be  eligible  for  election  as 
Trustee  shall  have  served  at  least  two  years 
as  an  officer,  or  at  least  three  years  as  a 
Councillor,  or  at  least  five  years  as  a mem- 
ber of  the  House  of  Delegates”;  and 

Whereas,  The  Trustees  are  the  financial 
and  investment  guardians  of  the  Society 
and  are  in  charge  of  all  property  including 
trust  funds  and  all  resolutions  or  recom- 
mendations of  the  House  of  Delegates  or 
Council  pertaining  to  expenditures  of  money 
must  be  approved  by  the  Board  of  Trustees 
before  the  same  shall  become  effective ; and 
Whereas,  It  is  essential  that  the  Society 
have  the  benefit  of  the  experience  and  ma- 
ture judgment  of  the  men  who  have  pro- 
gressed over  the  years  through  the  ranks 
of  various  offices  such  as  delegate,  council- 
lor, and  officer;  and 

Whereas,  Sound  long-term  financial  plan- 
ning requires  continuity  of  office;  now  there- 
fore be  it 

Resovled,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be 
amended  as  follows:  Amend  Chapter  III, 

Section  3,  first  sentence  of  the  second  para- 
graph by  changing  the  word  “one”  to  “two” 
so  that  Chapter  III,  Section  3,  will  then  read 
as  follows:  “No  person  shall  serve  more 

than  two  terms  as  a Trustee.” 

The  committee  noted  from  background  in- 
formation presented  on  this  resolution  that  it 
takes  a number  of  years  for  a trustee  to  be- 
come acquainted  with  finances  and  invest- 
ments, and  the  Society  loses  the  advantages  of 
a man’s  experience  when  his  term  is  up  and 
he  cannot  be  re-elected.  It  was  the  opinion 
of  the  committee  that,  at  another  time,  some 
additional  restrictions  should  be  proposed  and 
put  into  the  Bylaws  regarding  attendance  at 
meetings  and  ability  to  serve. 

The  committee  recommends  approval  of  this 
resolution. 

The  following  two  resolutions,  which  have 
identical  “resolved”  portions,  were  considered 
by  the  committee : 

Resolution  69-11 — Rescinding  of  Mandatory 
AMA  Membership,  introduced  by  the  Medical 
Society  of  the  County  of  Monroe. 

Whereas,  The  Medical  Society  of  the 
County  of  Monroe,  Inc.,  is  on  record  in  sup- 
port of  voluntary  membership  in  the  Ameri- 
can Medical  Association;  and 

Whereas,  Mandatory  membership  in  the 


American  Medical  Association  is  a require- 
ment of  Medical  Society  of  the  State  of  New 
York  membership ; and 

Whereas,  The  strength  of  American 
medicine  is  in  the  unity  and  programs  of  the 
physicians  in  the  county  societies;  and 

Whereas,  Diversified  physician  member- 
ship in  medical  organizations  is  leading  to 
concern  over  the  multiplicity  of  associations, 
each  trying  to  speak  for  physicians,  and  each 
draining  the  strength  and  effectiveness  of  a 
unified  profession ; now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  as  fol- 
lows: 

1.  Chapter  I,  Section  1,  second  sentence, 
delete  the  words  “and  the  American  Medi- 
cal Association,”  so  that  the  sentence  will 
then  read:  “The  active  and  junior  members 
shall  be  all  active  and  junior  members  in 
good  standing  of  the  component  county 
medical  societies” ; 

2.  Section  2(c),  delete  the  second  para- 
graph ; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 

member  expelled  from  his  component  county 
society  or  suspended  from  its  rights  and 
privileges  shall  likewise  be  expelled  or  sus- 
pended for  the  same  period  from  this  So- 
ciety.” 

Resolution  69-73 — Rescinding  of  Mandatory 
AMA  Membership  by  Constitutional  Amend- 
ment, introduced  by  the  Medical  Society  of  the 
County  of  Queens. 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  as  fol- 
lows: 

1.  Chapter  I,  Section  1,  second  sentence, 

delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members 

shall  be  all  active  and  junior  members  in 
good  standing  of  the  component  county  med- 
ical societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 

member  expelled  from  his  component  county 
society  or  suspended  from  its  rights  and 
privileges  shall  likewise  be  expelled  or  sus- 
pended for  the  same  period  from  this  So- 
ciety.” 
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The  committee  recognizes  the  plight  of  the 
counties  proposing  these  resolutions  and  re- 
spects their  right  to  express  dissatisfaction 
with  compulsory  membership  in  the  Ameri- 
can Medical  Association,  but  calls  attention 
to  the  fact  that  similar  resolutions  are  pro- 
posed and  defeated  year  after  year,  including 
1969,  and  that  the  whole  issue  of  compulsory 
AMA  membership  was  thoroughly  discussed  at 
the  1967  House  of  Delegates  and  that  the 
House  voted  overwhelmingly  to  retain  manda- 
tory membership. 

The  committee  recommends  disapproval  of 
these  resolutions. 

Resolution  69-12 — Amendment  to  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  Listing  of 
Physicians  in  Brochures  of  Charitable  or  Non- 
profit Organizations,  introduced  by  Joseph  G. 
Zimring,  M.D.,  chairman,  Committee  on 
Ethics. 

Whereas,  In  answering  certain  questions 
on  advertising,  the  Judicial  Council  of  the 
American  Medical  Association  refers  these 
matters  to  the  component  state  medical 
societies;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  in  turn,  refers  these 
questions  to  its  component  county  medical 
societies;  and 

Whereas,  The  component  county  medical 
societies  repeatedly  ask  the  Committee  on 
Ethics  of  the  State  Medical  Society  for  some 
guidelines,  especially  when  the  question  in- 
volves the  listing  of  physicians  in  brochures 
of  charitable  or  nonprofit  organizations  or 
local  directories  of  limited  circulation;  and 
Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  Yrork  on  Sep- 
tember 25,  1968,  approved  the  recommenda- 
tion that  a paragraph  be  added  to  Section  4, 
Chapter  1,  of  the  Principles  of  Professional 
Conduct  which  would  permit  the  listing  of 
physicians  in  directories  of  limited  circula- 
tion issued  by  nonprofit  organizations;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  provide  the  necessary 
guidelines  to  aid  our  component  county 
medical  societies  to  make  proper  decisions  on 
the  question  of  listing  of  physicians  in  direc- 
tories of  limited  circulation  issued  by  chari- 
table or  nonprofit  organizations;  and  be  it 
further 

Resolved,  That  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  as  follows: 
Amend  Chapter  1,  Section  4,  by  adding  a 
third  paragraph  as  follows : 

“The  listing  of  physicians  in  nonpro- 
fessional directories  or  brochures  of  limited 
circulation,  that  is,  church,  temple,  local 
club,  and  others,  which  are  nonprofit  or 
charitable  in  nature  and  according  to  regu- 
lations prescribed  by  the  county  medical 
society  involved,  shall  not  be  considered 
unethical  or  unprofessional.” 


The  committee,  in  discussing  this  resolu- 
tion, pointed  out  that  a member  would  have  to 
obtain  permission  from  his  county  medical 
society  before  going  ahead  on  anything  of  this 
nature  because  guidelines  differ  in  various 
parts  of  the  State  with  some  county  medical 
societies  having  stricter  regulations  than 
others.  Inasmuch  as  this  proposed  amend- 
ment includes  Council  approval,  the  commit- 
tee feels  that  this  amendment  is  desirable. 

The  committee  recommends  approval  of  this 
resolution. 

Resolution  69-13 — Amendment  to  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  Physician 
Ownership  of  Optical  Lens  Dispensing  Shops 
or  Pharmacies,  introduced  by  Joseph  G.  Zim- 
ring, M.D.,  chairman,  Committee  on  Ethics. 

Whereas,  In  recent  months  there  has  been 
an  increase  in  the  number  of  questions  con- 
cerning the  ownership  of  optical  lens  dispens- 
ing shops  by  ophthalmologists;  and 

Whereas,  In  some  instances  the  patient  is 
directed  to  certain  optical  lens  dispensing 
shops  by  the  ophthalmologist-owner  of  the 
shop;  and 

Whereas,  The  belief  that  the  principle  of 
free  choice  of  physician  should  also  apply  to 
the  choice  of  optical  lens  dispensing  shop  or 
a pharmacy;  now  therefore  be  it 

Resolved,  That  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  as  follows: 
Amend  Chapter  1,  Section  6,  by  adding  to 
the  first  paragraph,  after  the  fourth  sen- 
tence, the  following: 

“An  ethical  doctor  of  medicine  shall  not 
have  a financial  interest  in,  or  operate  an 
optical  lens  dispensing  shop  or  a pharmacy 
unless  it  is  established  to  the  satisfaction  of 
the  county  medical  society  in  which  the  op- 
tical lens  dispensing  shop  or  pharmacy  is 
located  or  is  to  be  located,  that  there  is  no 
optical  lens  dispensing  shop  or  pharmacy  to 
serve  the  public  within  a reasonable  distance 
of  the  patients’  homes.” 

It  was  decided  to  amend  the  resolved  portion 
of  this  resolution  to  differentiate  between  the 
areas  of  pharmacies  and  optical  dispensing  fa- 
cilities to  read  as  follows : 

Resolved,  That  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  as  follows: 
Amend  Chapter  1,  Section  6,  by  adding  to 
the  first  paragraph,  after  the  fourth  sen- 
tence, the  following: 

1.  An  ethical  doctor  of  medicine  shall  not 
have  any  financial  interest  in  a pharmacy  un- 
less it  is  established  to  the  satisfaction  of  the 
local  county  medical  society  that  the  drug 
needs  of  patients  in  that  area  cannot  be  met 
by  local  ethical  pharmacies. 

2.  An  ethical  doctor  of  medicine  shall  not 
have  any  financial  interest  in  an  optical  dis- 
pensing facility  (that  is  a retail  commercial 
store  which  sells  optical  products  to  the  gen- 
eral public)  unless  it  is  established  to  the 
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satisfaction  of  the  local  county  medical  so- 
ciety that  there  exists  a necessity  for  such 
facility  to  meet  the  needs  of  patients. 

It  was  pointed  out  that  the  patient  should  not 
be  exploited  to  the  point  where  the  doctor  is 
making  a profit  from  both  his  service  to  the 
patient  and  the  dispensing  product.  Dr.  Ber- 
nard Kronenberg,  president  of  the  New  York 
State  Ophthalmological  Society,  testified  that 
his  organization  was  in  favor  of  this  resolution. 

The  committee  recommends  approval  of  this 
resolution  as  amended. 

Resolution  69-32 — Amendments  to  Bylaws  to 
Change  the  Term  “Malpractice  Insurance”  to 
“Professional  Liability  Insurance,”  introduced 
by  the  Medical  Society  of  the  County  of  Erie. 

Whereas,  The  modern  term  for  malprac- 
tice insurance  is  professional  liability  insur- 
ance; now  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Chapter  XI,  Section  2,  line  2, 

by  deleting  the  word  “malpractice”  and  sub- 
stituting the  words  “professional  liability,”  so 
that  Chapter  XI,  Section  2,  first  sentence,  will 
then  read:  “ A special  committee,  to  be 

known  as  the  Professional  Liability  Insur- 
ance and  Defense  Board,  shall  be  appointed 
by  the  president  with  the  approval  of  the 
Council.” 

2.  Amend  Chapter  XI,  Section  2,  seventh 

sentence,  by  deleting  the  word  “malpractice” 
and  substituting  the  words  “professional  lia- 
bility” so  that  Chapter  XI,  Section  2,  seventh 
sentence  will  then  read:  “It  shall  be  the 

duty  of  the  committee  to  study  and  supervise, 
on  behalf  of  the  Society,  all  matters  having 
to  do  with  professional  liability  insurance  and 
defense.” 

This  resolution  required  no  formal  discus- 
sion so  motion  was  duly  made  and  seconded 
that  this  resolution  be  approved  and  when  put 
to  the  vote  the  motion  was  unanimously  carried. 

The  committee  recommends  approval  of  this 
resolution. 

Resolution  69-68 — Substitution  of  Sturgis 
Standard  Code  of  Parliamentary  Procedure  for 
Robert’s  Rules  of  Order,  introduced  by  Carl 
Goldmark,  Jr.,  M.D.,  secretary. 

Whereas,  The  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York 
states  that  Robert’s  Rules  of  Order  is  to  be 
the  official  guide  for  the  proceedings  of  the 
House  of  Delegates;  and 

Whereas,  Robert’s  Rules  of  Order  does  not 
give  guidelines  for  organizations  making  use 
of  reference  committees  and  Sturgis  Standard 
Code  of  Parliamentary  Procedure  devotes  an 
entire  section  to  reference  committees;  now 
therefore  be  it 

Resolved,  That  Chapter  XV,  Section  4,  of 
the  Constitution  and  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 


to  read:  “The  rules  contained  in  Sturgis 

Standard  Code  of  Parliamentary  Procedure 
shall  govern  the  Society  and  the  House  of 
Delegates  in  all  cases  in  which  they  are  not 
inconsistent  or  in  conflict  with  the  Constitu- 
tion and  Bylaws  of  the  Society  or  the  standing 
or  special  rules  of  the  House  of  Delegates.” 

This  resolution  required  no  formal  discussion 
so  motion  was  duly  made  and  seconded  that  this 
resolution  be  approved  and  when  put  to  the 
vote  the  motion  was  unanimously  carried. 

The  committee  recommends  approval  of  this 
resolution. 

Resolution  69-72 — To  Permit  Life  Member- 
ship on  Reaching  Age  Sixty,  introduced  by  Suf- 
folk County  Medical  Society. 

Whereas,  a physician  for  good  and  suffi- 
cient reasons  wishes  to  apply  for  life  member- 
ship before  attaining  the  age  of  seventy;  and 
Whereas,  The  applicant  will  derive  no 
income  from  the  practice  of  medicine;  and 
Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  as  pres- 
ently constituted,  do  not  accommodate  this 
procedure ; now  therefore  be  it 

Resolved,  That  Chapter  1,  Section  6,  third 
line,  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  fol- 
lows: After  the  word  “disabled,”  add  the 

words  “or  who  has  permanently  retired  from 
active  practice  and  receives  no  income  there- 
from,” may  for  good  and  sufficient  reasons 
apply  for  life  membership ; and  be  it  further 
Resolved,  That  an  additional  sentence  be 
added  immediately  following  the  first  sen- 
tence to  read:  “Actions  taken  by  the  ap- 

propriate committee  of  the  County  Society 
shall  be  binding  on  the  applicant,  the  Medi- 
cal Society  of  the  State  of  New  York,  and 
the  American  Medical  Association.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  a number  of  resolutions 
of  this  nature  have  been  proposed  in  the  past 
and  that  the  large  counties  are  against  such  a 
resolution  for  various  financial  reasons. 
Further,  it  was  generally  agreed  that  the  word- 
ing of  this  resolution  did  not  conform  with  its 
desired  intent. 

The  committee  recommends  disapproval  of 
this  resolution. 

Resolution  69-91 — Amendment  to  Bylaws  to 
Specify  Procedure  for  Extending  the  Privilege 
of  the  Floor  of  the  House  of  Delegates  to  Non- 
members, introduced  by  the  Medical  Society  of 
the  County  of  Queens. 

Whereas,  The  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York  do  not  specify 
the  manner  in  which  a nonmember  may  be 
extended  the  privileges  of  the  floor  of  the 
House  of  Delegates;  now  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
by  the  addition  to  Chapter  VIII  thereof  a 
Section  7 to  read  as  follows: 
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“The  privilege  of  the  floor  may  be  extended 
to  a nonmember  who  has  special  informa- 
tion pertinent  to  the  discussion  of  the  House 
of  Delegates.  The  request  must  be  made  by 
a member  of  the  House  of  Delegates  and  the 
speaker  shall  make  a ruling  on  whether  or 
not  the  nonmember  is  to  be  heard.  It  there 
are  no  objections,  the  ruling  shall  stand  as 
the  unanimous  will  of  the  House.  If  there  is 
a single  objection,  the  Speaker  shall  put  the 
matter  to  a vote  and  the  issue  shall  be  de- 
cided by  a majority  of  those  present  and  vot- 
ing.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  anyone  wanting  to  get  a 
message  to  the  House  can  do  so  by  going  to 
the  reference  committee  concerned  or  by  ask- 
ing the  delegate  from  his  county  to  present  his 
views  to  the  House.  Dr.  Goldmark  reported 
that  he  had  spoken  to  the  Speaker  about  this 
situation  and  that  Dr.  Hinder  had  stated  that 
where  he  felt  that  a nondelegate  had  some 
valuable  information  to  bring  before  the  House, 
he  would  grant  him  the  privilege  of  the  floor 
unless  there  was  an  objection  to  this  ruling, 
whereon  the  matter  would  be  put  to  a vote. 

The  committee  recommends  disapproval  of 
this  resolution. 

Resolution  69-97 — Realignment  of  the  Dis- 
trict Branches,  introduced  by  George  T.  C.  Way, 
M.D.,  chairman,  Committee  to  Explore  All 
Aspects  of  the  District  Branches. 

Whereas,  The  current  district  branches 
have  been  in  existence  more  than  one  hundred 
years;  and 

Whereas,  Their  county  composition  has 
always  coincided  with  the  original  judicial 
districts  whose  primary  arrangement  de- 
pended on  the  lines  of  travel  for  the  circuit 
court  judge,  were  that  by  barge,  by  horse- 
back, or  by  stagecoach ; and 

Whereas,  During  the  past  five  years  the 
Ad  Hoc  Committee  to  Explore  All  Aspects  of 
the  District  Branches  has  reviewed  the  sub- 
ject exhaustively;  and 

Whereas,  It  is  now  known  that  the  most 
effective  unit  of  health  planning  is  a multi- 
county or  regional  unit;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  wholly  and  completely  com- 
mitted to  total  involvement  in  the  health 
planning  process;  and 

Whereas,  The  State  of  New  York  has 
officially  promulgated  regional  areas  of  health 
planning;  and 

Whereas,  This  House  of  Delegates,  in 
regular  session  in  1968,  overwhelmingly  di- 
rected the  ad  hoc  committee  to  submit  for 
its  approval  a reconstituted  plan  for  the  dis- 
trict branches ; and 

Whereas,  The  ad  hoc  committee  has  rec- 
ommended following  the  county  distribution 
for  regional  areas  as  outlined  by  the  State 
of  New  York;  and 

Whereas,  The  ad  hoc  committee  realizes 
that  there  may  well  be  borderline  counties 


that  wish  to  establish  associations  other  than 
those  outlined  below;  and 

Whereas,  The  mechanism  whereby  this 
may  be  accomplished  by  the  House  of  Dele- 
gates is  described  in  Article  XI,  Section  3,  of 
the  Constitution;  and 

WHEREAS,  In  the  past  this  mechanism  has 
worked  easily  and  successfully;  and 

Whereas,  The  1968  directive  of  this  House 
of  Delegates  to  amend  the  Constitution  and 
Bylaws  should  not  be  sabotaged  because  of 
the  objections  of  two  or  three  counties  which 
have  a mechanism  to  alter  their  district 
branch  associations;  now  therefore  be  it 
Resolved,  That  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of 
New  York  be  amended  to  read  as  follows: 

1.  Amend  Article  XI,  Section  1,  second 

sentence,  of  the  Constitution  entitled  “Dis- 
trict Branches”  by  changing  the  word  “nine” 
to  “seven”  so  that  Article  XI,  Section  1,  will 
then  read:  “The  membership  of  the  Society 

shall  be  divided  into  seven  district  branches 
as  follows.” 

2.  Amend  Article  XI,  Section  1,  first  line 

of  the  second  paragraph  by  changing  the 
word  “First”  to  “Metropolitan”  so  that 
Article  XI,  Section  1,  second  paragraph,  will 
then  read:  “The  Metropolitan  District 

Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond.” 

3.  Amend  Article  XI,  Section  1,  third 

paragraph,  by  changing  the  word  “second” 
to  “Long  Island”  so  that  Article  XI,  Section 
1,  third  paragraph,  will  then  read:  “The 

Long  Island  District  Branch  shall  comprise 
the  members  of  the  Medical  Societies  of  the 
Counties  of  Nassau  and  Suffolk.” 

4.  Amend  Article  XI,  Section  1,  by  delet- 
ing the  fourth,  fifth,  sixth,  seventh,  eighth, 
ninth,  and  tenth  paragraphs  and  in  place 
thereof  substitute  the  following  paragraphs: 

The  Northeastern  District  Branch  shall 
comprise  the  members  of  the  Medical  So- 
cieties of  the  Counties  of  Franklin,  Clinton, 
Essex,  Hamilton,  Warren,  Fulton,  Sara- 
toga, Washington,  Montgomery,  Albany, 
Schenectady,  Rensselaer,  Otsego,  Scho- 
harie, Delaware,  Greene,  and  Columbia. 

The  Central  District  Branch  shall  com- 
prise the  members  of  the  Medical  So- 
cieties of  the  Counties  of  St.  Lawrence, 
Herkimer,  Lewis,  Jefferson,  Oswego, 
Oneida,  Madison,  Cayuga,  Onondaga,  Cort- 
land, Chenango,  Tompkins,  Tioga,  and 
Broome. 

The  Ontario  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Orleans,  Monroe,  Wayne, 
Seneca,  Ontario,  Livingston,  Yates,  Schuy- 
ler, Chemung,  Steuben,  and  Allegany. 

The  Western  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Niagara,  Genesee,  Erie, 
Wyoming,  Cattaraugus,  and  Chautauqua. 

The  Mid-Hudson  District  Branch  shall 
comprise  the  members  of  the  Medical  So- 


January  15,  1970  / New  York  State  Journal  of  Medicine  337 


cieties  of  the  Counties  of  Dutchess,  Ulster, 
Sullivan,  Orange,  Putnam,  Rockland,  and 
Westchester. 

5.  Amend  Chapter  XIII,  Section  4,  second 
and  third  lines,  of  the  Bylaws  by  adding  the 
following  words  “on  a regional  basis  the  pur- 
poses and  programs  of  organized  medicine  as 
exemplified  by  the  Medical  Society  of  the 
State  of  New  York;  to  represent  the  medical 
profession  in  those  regional  activities  which 
may  pertain  to  matters  of  health;  to  potenti- 
ate and  coordinate  the  activities  of  the  medi- 
cal societies  of  those  counties  within  its  geo- 
graphic area;  to  promote”  after  the  word 
“promote”;  by  deleting  the  comma  and  the 
words  “and  other”  after  the  word  “cultural,” 
and  adding  a semicolon  and  deleting  the 
words  “within  the  district”  after  the  word 
“profession”  so  that  Chapter  XIII,  Section  4, 
will  then  read:  “The  objects  of  the  district 

branches  shall  be  to  promote  on  a regional 
basis  the  purposes  and  programs  of  organized 
medicine  as  exemplified  by  the  Medical  So- 
ciety of  the  State  of  New  York;  to  represent 
the  medical  profession  in  those  regional  ac- 
tivities which  may  pertain  to  matters  of 
health;  to  potentiate  and  coordinate  the  ac- 
tivities of  the  medical  societies  of  those  coun- 
ties within  its  geographic  area;  to  promote 
the  scientific,  social,  and  cultural  interest 
of  the  medical  profession;  and  to  cooperate 
with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that 
body  may  advise.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  there  is  much  opposition 
to  this  resolution  regarding  the  proposed 
amendments  for  realignment  of  district 
branches.  It  was  further  noted  that  this  di- 
vision would  eventually  take  place  along  the 
lines  of  health  planning. 


The  committee  recommends  disapproval  of 
this  resolution. 

Proposed  Revision  of  the  Constitution  and 
Bylaws.  Dr.  Heldmann  advised  the  committee 
that  he  had  requested  a revision  of  the  Con- 
stitution and  Bylaws,  by  a special  committee,  in 
his  report  to  the  House  of  Delegates,  not  merely 
to  streamline  the  Constitution  and  Bylaws  but 
to  propose  amendments  to  change  a number 
of  outdated  sections.  The  committee  was  also 
advised,  by  Mr.  Burns,  that  the  Constitution 
and  Bylaws  have  been  amended  piecemeal  over 
the  years  and  are  somewhat  disjointed  although 
the  grammar  and  punctuation  was  corrected 
about  four  or  five  years  ago.  Dr.  Fineberg 
stated  that  the  Division  of  Research  and  Plan- 
ning, under  its  director,  Harry  Kruse,  M.D., 
has  already  prepared  a draft  copy  of  some 
editorial  changes  and  rearrangement  of  the 
Constitution  and  Bylaws,  and  is  also  com- 
piling a record  of  all  amendments  proposed  over 
the  years,  including  those  passed,  those  re- 
jected, those  not  acted  on,  and  the  proposers 
and  reasons. 

Motion  was  duly  made  and  seconded  that  the 
committee  recommend  to  the  House  of  Dele- 
gates that  the  staff  prepare  a draft  of  a re- 
vised Constitution  and  Bylaws  for  presentation 
to  an  ad  hoc  committee,  appointed  by  the  presi- 
dent, to  study  and  resubmit  the  revised  Consti- 
tution and  Bylaws  to  the  House  Committee  on 
Constitution  and  Bylaws  for  consideration  prior 
to  later  submission  to  the  House  of  Delegates 
for  approval.  The  motion  was  put  to  a vote  and 
was  carried. 

The  committee  approved  this  recommenda- 
tion. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 
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Peer  Review  Mechanisms 


To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  on  Peer  Review 
Mechanisms  consists  of  the  following;  members: 

Ralph  S.  Emerson,  M.D.,  Chairman.  .Nassau 


Charles  M.  Brane,  M.D Westchester 

Paul  A.  Bunn,  M.D Onondaga 

Lynn  R.  Callin,  M.D Monroe 

Richard  D.  Eberle,  M.D Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Edward  Siegel,  M.D Clinton 

Lester  R.  Tuchman,  M.D New  York 


The  activities  and  scope  of  this  committee 
have  progressed  from  a nebulous  concept  of 
generalities  at  the  beginning  to  a broad  ap- 
proach of  peer  review  at  the  end  of  the  year. 
To  document  our  activities  and  present  the  se- 
quence of  events  as  they  have  unfolded  we  will 
include:  (1)  The  minutes  of  the  May  21,  1969, 

meeting  which  outlined  the  general  guidelines; 
(2)  A report  presented  by  your  chairman  at  the 
Medical  Services  Conference  at  the  Clinical 
Meeting  of  the  American  Medical  Association, 
in  Denver,  Colorado,  on  “The  Role  of  the  State 
Association,”  which  summarized  our  commit- 
tee’s work;  (3)  The  minutes  of  the  November 
19,  1969,  committee  meeting  which  detailed  the 
broadened  concept  of  peer  review'  as  envisioned 
by  the  Federal  government  and  the  New  York 
State  Department  of  Health  with  recommenda- 
tions regarding  the  composition  and  functions 
of  hospital  and  county  peer  review  committees; 
and  (4)  A response  to  the  resolutions  referred 
from  the  MSSNY  1969  House  of  Delegates 
meeting. 

Minutes  of  May  21  Meeting.  A meeting  of  the  Ad 
Hoc  Committee  on  Peer  Review  Mechanisms  was 
held  on  May  21,  in  the  offices  of  the  State  Society, 
Ralph  S.  Emerson,  M.D.,  chairman,  presided. 

The  chairman  presented  the  following  explanation 
and  outline  of  peer  review  to  the  members  of  the 
committee  and  to  those  present.  It  was  agreed  by 
the  committee  and  those  present  that  the  following 
should  serve  as  a guideline  for  peer  review. 

The  Purpose.  This  committee  was  appointed  by 
President,  Walter  T.  Heldmann,  M.D.,  in  response  to 
the  actions  of  the  1969  House  of  Delegates  regarding 
resolutions  69-71,  “Guiding  Principles  Regarding 
Delivery  of  Medical  Care  Services,”  as  amended  and 
adopted  by  the  House  of  Delegates,  and  substitute 
resolution  for  resolutions  69-43,  69-55,  and  69—59. 
This  committee  is  also  responding  to  an  appeal  from 
the  American  Medical  Association  to  stimulate  and 
strengthen  local  peer  review  mechanisms. 

The  Charge.  This  committee  has  been  asked  to: 
(a)  compile  guidelines  for  setting  up  peer  review 
committees  at  county  or  regional  levels,  and  (6)  as- 
sume the  responsibility  of  supervising  the  organiza- 
tion of  such  groups  in  the  various  areas. 

The  Need  for  Peer  Review.  The  escalation  of 
health  care  costs  in  recent  years  is  of  great  concern 
to  the  public,  insurance  carriers,  the  government, 
and  the  medical  profession.  In  an  inflationary  econ- 
omy all  costs  will  escalate.  Hospital  costs  have  in- 
creased out  of  all  proportion  to  the  economy.  Since 


hospital  charges  are  70  per  cent  labor  costs,  there  is 
very  little  physicians  can  do  to  contain  this  segment 
of  the  health  costs.  Physicians’  charges  have  in- 
creased since  the  passage  of  Medicare  and  Medicaid. 
They  have  levelled  off  to  about  6 per  cent  during  the 
past  year  which  is  in  the  main  stream  of  the  inflation 
of  consumer  goods  and  less  than  this  year’s  demand 
from  the  labor  unions. 

Government  created  the  demand  for  more  health 
services  with  the  passage  of  recent  social  health  leg- 
islation. The  public  has  been  promised  these  serv- 
ices and  are  demanding  them  from  the  physicians. 
Since  we  recommend  hospitalization,  order  diagnos- 
tic tests  and  drugs,  and  have  some  control  of  the 
length  of  stay  of  patients  in  the  hospital  and  their 
out-of-hospital  treatment,  we  have  some  influence  on 
the  utilization  of  services. 

The  Report  of  the  National  Advisory  Commission 
on  Health  Manpower  recommended  that  organized 
medicine  institute  peer  review  for:  (1)  impartial 

arbitration  of  fee  disputes  (resolution  48,  C-68, 
AMA  Definition  of  Fees — Usual,  Customary,  Rea- 
sonable); (2)  utilization  evaluation;  and  (3)  main- 
tenance of  quality  care  standards. 

This  is  not  a new  concept  in  that  many  hospitals 
and  medical  societies  have  been  doing  it  for  several 
years.  However,  to  show  our  great  concern  and 
good  faith  we  are  extending  our  efforts  to  maintain 
a close  scrutiny  over  all  spectrums  of  medical  care 
costs,  be  it  in  the  hospital,  office,  home,  or  in  ex- 
tended care  facilities.  If  the  hospitals,  labor  unions, 
and  other  suppliers  of  health  services  will  do  the 
same,  we  may  be  able  to  contain  the  escalating  costs 
of  health  care. 

General  Guidelines  for  Establishing  Medical  So- 
ciety Review  Committees  of  AMA,  as  amended.  The 
American  Medical  Association  is  in  the  process  of 
developing  guidelines  for  peer  review  committees. 
The  guidelines  for  Establishing  Medical  Society  Re- 
view Committees  (1965  and  updated  in  November, 
1966)  are  general  principles  which  may  be  valuable 
to  medical  societies  in  forming  peer  review  commit- 
tees. 

Since  most  hospitals  have  criteria  and  review 
committees  which  are  functioning  well,  this  section 
may  not  be  appropriate  in  most  hospitals  but  may 
serve  as  a general  review  of  the  basic  principles. 

The  Scope  of  Peer  Review.  Each  county  society 
or  district  should  establish  peer  review  committees 
according  to  their  individual  needs.  They  may  co- 
ordinate activities  of  the  utilization  committee, 
grievance  committee,  Board  of  Censors,  and  others, 
or  they  may  want  to  establish  subcommittees  as  in 
large  counties. 

Whatever  format  is  decided  peer  review  should 
encompass  the  following:  (1)  to  protect  the  public 

from  the  few  physicians  who  may  be  incompetent, 
corrupt,  dishonest,  or  unethical  in  their  conduct; 
(2)  to  defend  the  physician  against  ill-founded  and 
unjust  accusations  of  patients  and/or  such  agencies 
who  may  be  interested  in  securing,  procuring,  or 
financing  health  services;  (3)  to  review  such  records 
and  other  pertinent  information  which  may  be  pre- 
sented to  it  for  the  purpose  of  recommending  ap- 
propriate action;  (4)  to  accept  complaints  from  all 
responsible  sources;  (5)  to  inform  the  public  re- 
garding the  existence  and  functions  of  peer  review 
committees;  and  (6)  to  adopt  formal  written  proce- 
dures and  policies,  with  appropriate  records  to  proc- 
ess complaints  and  to  notify  complainants  about 
disposition  of  their  cases. 
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Modus  Operandi.  Each  hospital  should  be  en- 
couraged to  establish  a peer  review  committee  that 
would  review  all  the  work  done  in  the  hospital  and 
would  coordinate  the  utilization,  tissue,  medical,  and 
surgical  audit  committees.  Each  hospital  must  have 
close  liaison  with  the  peer  review  committee  of  the 
local  county  medical  society  to  coordinate  their  ac- 
tivities. Each  department  of  the  hospital  may  audit 
their  own  work  if  it  is  more  practical. 

Each  county  medical  society,  or  combination  of  so- 
cieties, would  establish  a peer  review  committee  of 
representatives  of  the  various  disciplines  in  medi- 
cine. The  mechanics  of  operation  of  the  local  county 
society  might  function  as  follows:  (1)  All  ques- 

tionable cases  whether  from  insurance  carriers, 
other  fiscal  intermediaries,  government  agencies,  or 
individual  citizens,  would  be  referred  to  the  local 
county  medical  society  peer  review  committee. 
These  cases  might  be  for  alleged  abuse  of  hospital 
utilization  and  facilities,  excessive  office  treatments, 
or  questions  of  physicians’  fees  whether  for  in-hos- 
pital or  out-of-hospital  services.  The  peer  review 
committee  would  interview  the  physician  and  the 
complainant,  contact  the  respective  hospital  peer  re- 
view committee  if  hospital  services  were  utilized. 
The  peer  review  committee  would  make  an  appraisal 
regarding  the  respective  alleged  abuse.  The  decision 
of  the  peer  review  committee  would  be  sent  to  the 
parties  involved.  (2)  If  the  physician  did  not  ac- 
cept the  decision,  the  peer  review  committee  would 
notify  the  respective  insurance  carrier  or  agency 
and/or  Board  of  Censors  and  they  would  take  appro- 
priate action.  (3)  If  the  physician  were  not  a mem- 
ber of  the  medical  society  and/or  did  not  wish  to 
join  the  medical  society  to  take  advantage  of  an 
intermediate  peer  review  mechanism  of  arbitration 
to  avoid  court  action,  the  respective  insurance  car- 
rier or  agency  would  then  proceed  to  take  appro- 
priate action  depending  on  the  circumstances.  (4) 
Members  of  all  peer  committees  whether  in  the  hos- 
pital setting  or  at  the  county  society  level  should 
rotate.  Tenure  might  be  limited  fi’om  one  to  two 
years  to  insure  a broad  base  of  physician  participa- 
tion and  thereby  minimize  personal  animosities  and 
represent  a consensus  of  opinion  of  the  medical  com- 
munity. (5)  Members  of  the  county  society  peer  re- 
view would  be  representative  of  the  various  medical 
disciplines.  (6)  It  is  suggested  that  peer  review 
committee  members  should  review  the  complaints 
concerning  the  members  of  their  own  particular  spe- 
cialty. 

Coordination  of  Activities.  It  is  recommended 
that  there  be  close  coordination  of  the  peer  review 
committee  and  the  public  relations  committee  of  the 
State  Medical  Society  for  the  purpose  of  dissemina- 
tion of  information  regarding  peer  review  mech- 
anisms through  area-wide  conferences. 

It  is  suggested  that  a preliminary  report  on  the 
cost  of  health  care  be  presented  as  an  introduction 
to  peer  review.  The  slides  from  Hewitt  Associates 
which  were  presented  at  the  recent  Congress  on  So- 
cial Economics  of  the  American  Medical  Association 
might  be  most  useful  for  this  purpose.  Visual  aids 
would  be  helpful  to  delineate  the  table  of  organiza- 
tion and  the  liaison  with  the  State  Society,  hospitals, 
government  agencies,  the  public,  and  the  physician 
and  to  emphasize  the  purposes  and  functions  of  the 
peer  review  mechanism. 

Cooperation  with  Other  Agencies.  It  is  most  im- 
portant that  there  be  complete  cooperation  and 
agreement  with  various  health  agencies  such  as  the 
Blues,  hospitals,  insurance  carriers  (Health  Insur- 
ance Council),  city,  county.  State,  and  Federal  agen- 
cies. 


Publicity.  After  the  establishment  of  peer  review 
committees  throughout  the  State,  we  recommend  a 
publicity  program  utilizing  all  of  the  communication 
media  to  inform  the  public  and  government  what  the 
physicians  are  doing  to  maintain  quality  medical 
care  and  to  contain  rising  health  costs  in  an  infla- 
tionary economy. 


Summary.  Peer  review  represents  an  expansion 
of  the  activities  of  the  grievance  committees,  utiliza- 
tion committees,  tissue,  and  audit  committees  in  the 
hospital,  and  a policing  of  the  quality  and  cost  of 
medical  services  in  and  out  of  the  hospital. 

A specific  proposal  has  been  presented  which  will 
require  a close  liaison  between  the  county  medical 
society,  hospitals,  insurance  carriers  and  fiscal  inter- 
mediaries, government  agencies,  physicians,  and  con- 
sumers. 

The  peer  review  committee  of  the  county  medical 
societies  will  act  as  an  intermediary  between  the 
physician  and  the  complainant  in  an  attempt  to  re- 
solve any  disputes  or  misunderstandings. 

Peer  review  represents  organized  medicine’s  desire 
to  control  the  cost  of  medical  care  for  that  segment 
of  health  care  over  which  the  physicians  have  some 
jurisdiction.  It  is  an  attempt  to  maintain  physi- 
cians’ charges  within  the  framework  of  the  “usual, 
customary,  and  reasonable”  fees  for  a particular 
service  in  the  respective  geographic  area;  to  main- 
tain quality  medical  care;  and  to  keep  utilization 
of  services  and  facilities  consistent  with  accepted 
standards  of  practice  at  an  acceptable  cost  in  an 
inflationary  economy. 


The  following  conferences 

on  “The  Need  For  Peer 

Review”  were  held 

during  1969: 

Date 

District 

Place 

September  11 

VII 

Trenholm  East, 
Victor 

September  17 

VI 

Sheraton  Motel, 
Ithaca 

September  18 

IV 

Holiday  Inn,  Lake 
George 

October  1 

IX 

Holiday  Inn, 
Newburgh 

October  9 

VIII 

Charterhouse  Motel, 
Buffalo 

October  15 

V 

Central  New  York 
Academy  of 
Medicine,  Utica 

October  10 

III 

Holiday  Inn, 
Albany 

October  29 

I and  II 

Salisbury  Inn,  East 

Meadow 


Role  of  the  State  Association.  The  basis  and  need 
for  peer  review  have  been  well  established  by  law 
and  administrative  regulations.  The  mechanism  is 
mandated  in  the  administration  of  Medicare  and 
Medicaid.  The  Health  Manpower  Report,  Assistant 
Secretary  Egeberg,  and  Secretary  Finch  have  called 
on  organized  medicine  to  establish  effective  review 
mechanisms  in  an  effort  to  contain  the  escalating 
health  care  costs.  The  “Blues”  have  stated  repeat- 
edly that  the  usual  and  customary  fee  concept  can- 
not survive  unless  there  is  an  effective  peer  review 
mechanism.  The  question  is  not  whether  it  should 
be  done  but  who  will  do  it — the  government  or  or- 
ganized medicine? 

If  you  believe  as  we  do  in  the  premises  that  (1) 
the  establishment  of  effective  cost  and  quality  con- 
trols of  that  segment  of  health  care  costs  the  physi- 
cians can  influence  is  one  of  the  greatest  immediate 
challenges  facing  medicine  today,  and  (2)  the  preser- 
vation of  the  quality  of  medical  care  is  the  rightful 
jurisdiction  of  organized  medicine,  the  logical  con- 
clusion is  that  the  American  Medical  Association 
and  its  component  state  and  county  societies  must 
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assign  high  priority  to  peer  review  and  take  the  lead- 
ership in  directing  and  implementing  its  execution 
in  their  respective  jurisdictions. 

My  assignment  is  the  “Role  of  the  State  Associa- 
tion” in  developing  an  effective  peer  review  mech- 
anism. We  are  aware  that  in  many  scattered  areas 
effective  review  mechanisms  already  exist.  Califor- 
nia has  been  in  the  vanguard  for  many  years  and 
has  developed  sophisticated  computer  review  mech- 
anisms. We  applaud  their  efforts  and  are  grateful 
for  their  contributions.  We  will  address  our  re- 
marks to  the  role  of  organization  on  a state  level 
with  the  hope  that  our  experience  will  be  of  help 
to  the  many  state  medical  societies  who  are  in  the 
process  of  developing  peer  review  mechanisms. 

How  it  is  done  will  vary  in  technics  from  state  to 
state,  depending  on  many  variables,  such  as  size, 
population  density,  social  and  economic  status,  and 
the  strength  of  the  component  district  and  county 
medical  societies.  Whatever  technic  is  used  it  must 
be  done  with  enthusiasm  as  “nothing  of  great  value 
was  ever  accomplished  without  enthusiasm.” 

We  will  devote  the  remainder  of  our  allotted  time 
to  the  program  developed  by  the  Medical  Society 
of  the  State  of  New  York.  We  would  like  to  re- 
emphasize that  it  is  only  one  of  many  ways  to  do  it. 
It  may  not  be  the  best  way,  but  it  has  been  success- 
ful in  our  area.  We  offer  the  following  program 
for  your  consideration. 

The  president  of  The  Medical  Society  of  the  State 
of  New  York,  Walter  T.  Heldmann,  M.D.,  declared 
peer  review  to  be  the  major  program  of  the  Society 
for  the  year  1969-1970.  He  appointed  an  Ad  Hoc 
Committee  on  Peer  Review  with  the  specific  charge 
(1)  to  establish  guidelines  for  establishing  peer  re- 
view committees  at  the  county  or  regional  levels, 
and  (2)  to  assume  the  responsibility  of  the  organiza- 
tion of  such  groups.  Committee  members  were  se- 
lected to  provide  geographic  representation  and  to 
include  a broad  spectrum  of  type  of  medical  prac- 
tices. 

The  committee’s  first  task  was  education  of  the 
need  for  peer  review.  Source  material  was  referred 
to  all  committee  members,  and  a paper  was  prepared 
summarizing  the  material.  The  brochure  on  “The 
Need  for  Peer  Review”  was  approved  for  state-wide 
distribution  which  outlined  in  general  terms  the 
purpose,  the  charge,  the  need,  the  AMA  guidelines, 
the  scope,  the  modus  operandi,  the  cooperation  with 
other  agencies,  and  others. 

Eight  area-wide  conferences  were  scheduled  dur- 
ing the  months  of  September  and  October,  1969. 
Special  invitations  were  sent  to  the  officers,  com- 
mittee chairmen,  and  key  physicians  in  the  respec- 
tive areas. 

The  key  to  the  success  of  the  program  rests  with 
the  public  relations  staff  and  field  men.  They  main- 
tained a constant  barrage  of  news  clippings  on 
peer  review,  quotations  of  our  president,  executive 
vice-president,  and  others  in  the  MSSNY  publica- 
tions. News  of  New  York.  Capitol  News,  Ad  Rem 
reports  for  hospital  bulletin  boards.  The  thrust  of 
the  material  was  for  hospitals  and  county  societies 
to  establish  peer  review  committees,  to  develop 
close  liaison,  and  to  send  representatives  to  the  area- 
wide conferences. 

The  area-wide  conferences  are  the  nuts  and  bolts 
of  the  program.  This  is  where  the  selling  job  is 
done,  and  this  is  where  the  battle  is  won  or  lost. 
Needless  to  mention  the  program  must  be  carefully 
prepared.  Thorough  preparation  is  essential.  The 
supporting  staff  of  public  relation  field  men  are  in- 
valuable in  arranging  details  of  the  meeting.  The 
programs  were  moderated  by  an  officer  of  the  State 
Society,  and  the  principal  speakers  were  members  of 
the  peer  review  committee.  Suggested  speeches 


were  sent  to  each  of  the  speakers  to  aid  them  in 
their  delivery. 

The  material  to  be  presented  consisted  of  the  fol- 
lowing: 

1.  General  discussion  of  health  care  cost.  It 
seemed  logical  to  us  that  if  you  discuss  cost  controls, 
you  must  talk  about  the  economics  of  health  care. 
The  slides  on  the  costs  of  Health  Care  by  Peter 
Friedes  of  Hewitt  Associates  were  ideal  to  introduce 
the  subject.  These  slides  demonstrate  beautifully 
the  trends  and  delineate  the  areas  where  peer  review 
may  be  effective  in  moderating  the  escalating  health 
care  costs.  Audience  reaction  has  been  unusually 
good.  The  slides  give  balance  to  the  program  and 
pave  the  way  for  the  next  phase. 

2.  Presentation  of  peer  review — why  we  need  it, 
what  we  have  to  do,  and  how  we  do  it.  General 
guidelines  are  defined  and  more  specific  suggestions 
are  presented,  such  as  the  following: 

A.  The  county  medical  society  peer  review  com- 
mittees should  (1)  act  as  a “clearing  house”  for 
the  county;  (2)  not  interfere  with  established 
hospital  peer  review  committees  but  should 
work  in  close  harmony;  and  (3)  offer  assist- 
ance in  establishing  hospital  peer  review  com- 
mittees, if  not  already  established  and  func- 
tioning. 

B.  Composition  of  the  committees  (1)  twelve  to 
fifteen  members  representative  of  the  various 
specialities;  (2)  terms  of  service  should  be 
staggered;  and  (3)  small  counties  might  band 
together  to  form  a geographic  peer  review  com- 
mittee and  centralize  administrative  functions 
of  correspondence,  questionnaires,  committee 
reports,  and  so  on. 

3.  Availability — the  committee  should  accept  com- 
plaints from  all  sources  whether  from  the  patient, 
physician,  insurance  carriers,  or  government  agen- 
cies. 

4.  Visibility — the  committee  should  develop 

methods  of  regularly  informing  the  public  there  are 
peer  review  committees  to  resolve  complaints  on  fees, 
utilization  of  facilities  and  services,  and  to  review 
the  quality  of  medical  care  provided  by  the  physi- 
cian. 

5.  Priorities 

A.  Fee-review  of  unusual  high  fees  and  fee  in- 
creases. 

B.  Over  utilization  of  services  and  fraudulent 
claims. 

C.  Utilization  of  facilities  as  to  (1)  admissions  to 
hospitals,  (2)  length  of  stay  in  hospitals,  and 
(3)  length  of  stay  in  extended  care  facilities. 
The  hospital  peer  review  committees  would 
normally  maintain  surveillance  over  (1)  and 
(2).  The  county  peer  review  committee  would 
work  through  the  hospital  committee  when 
these  items  are  the  issues  in  referred  cases. 

D.  Quality  of  hospital  care — this  is  also  a hospital 
function  and  the  county  committee  would  nor- 
mally look  to  the  hospital  for  guidance. 

E.  Quality  of  outpatient  care — this  area  is  diffi- 
cult to  evaluate.  However,  a sincere  attempt 
should  be  made  if  the  quality  of  care  is  ques- 
tioned by  outside  agencies.  It  is  better  to  have 
a peer  mechanism  investigating  than  a govern- 
ment agency  visiting  the  doctors’  offices.  If 
deficiencies  exist,  they  must  be  corrected. 

6.  Liaison  with  other  agencies — It  is  important  to 
invite  representatives  of  the  agency  referring  the 
complaint  to  meet  with  the  committee.  This  might 
be  an  individual,  insurance  carrier  representative, 
welfare  or  health  department,  or  other  government 
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agency  representatives.  The  committee  activity 
must  be  a sincere  effort  to  bring  about  a just  de- 
cision, otherwise,  we  will  be  accused  of  a “white- 
wash.” As  soon  as  the  peer  review  committee  is 
functioning  properly,  the  insurance  carriers,  Medi- 
care fiscal  intermediaries,  government  agencies,  and 
others  should  be  requested  to  refer  all  questionable 
cases  to  the  county  society  peer  review  committee. 

7.  Right  of  Appeal  Mechanism — It  must  be  clearly 
stated  that  the  peer  review  committee  is  a fact-find- 
ing mechanism,  and  recommendations  are  made  on 
the  basis  of  the  facts.  In  the  event  of  disagreement, 
the  appeal  mechanisms  of  the  county  medical  society, 
such  as  Board  of  Censors,  executive  committee,  and 
others  should  be  utilized.  The  peer  review  commit- 
tee makes  recommendations  but  does  not  act  as  judge 
and  jury.  It  does  not  supersede  the  functions  of  the 
executive  committee  or  comitia  minora  of  the 
county  society.  It  may  be  necessary  in  the  future  to 
have  a superstructure  appeal  mechanism  on  district, 
and  other  levels  to  act  in  difficult  cases. 

8.  Records — The  Committee  should  adopt  formal 
written  procedures  and  policies  with  special  forms  to 
record  and  process  complaints  and  to  notify  the  com- 
plainants about  the  disposition  of  their  cases. 

9.  Liaison  with  hospitals — Close  cooperation  with 
the  chairmen  of  all  the  hospital  peer  review  commit- 
tees is  essential  for  smooth  function  and  mutual  as- 
sistance in  handling  referred  cases. 

10.  Financing — Financial  assistance  may  be  neces- 
sary for  the  smaller  counties.  The  grouping  of  sev- 
eral smaller  counties  utilizing  a centralized  hospital 
as  a base  would  help  reduce  costs.  Additional  study 
is  necessar'y  to  establish  cost  estimates  and  to  seek 
outside  sources  of  funds  to  help  defray  the  adminis- 
trative expenses. 

11.  Audience  participation — By  prior  arrangement 
the  presidents  of  the  county  medical  societies,  dis- 
trict branches,  or  their  designates  serve  as  a panel 
in  presenting  their  progress  report.  The  moderator 
accepts  questions  from  the  floor,  and  general  prob- 
lems are  aired.  The  moderator  or  speaker  has  a list 
of  questions  and  answers  from  previous  area-wide 
conferences,  so  that  he  may  maintain  a constant 
dialogue  and  relate  the  experience  in  other  areas  to 
maintain  the  momentum.  Typical  questions  asked 
are  the  following: 

A.  How  does  peer  review  differ  from  the  griev- 
ance, mediation,  tissue,  and  utilization  commit- 
tees? 

B.  How  do  we  organize  for  peer  review? 

C.  In  a small  county,  how  many  doctors  should  be 
on  a peer  review  committee? 

D.  What  is  the  liability  of  peer  review  committee 
members? 

E.  Are  there  any  teeth  in  peer  review?  What 
about  the  physicians  who  refuse  to  accept  peer 
review  recommendations? 

F.  Why  publicize  peer  review? 

G.  How  can  we  publicize  peer  review? 

II.  How  can  we  handle  all  the  complaints? 

I.  Discuss  the  need  and  cooperation  of  hospitals, 
government,  insurance  carriers,  patients,  and 
news  media. 

J.  Discuss  the  experience  of  committees  in  exist- 
ence. 

The  moderator  emphasizes  that  the  role  of  the 
State  Society  is  to  assist  in  every  way  possible  and 
not  dictate  how  to  do  it.  We  are  interested  in  the 
job  being  done  effectively  and  in  documenting  our 
activities. 

The  role  of  cooperating  organizations  is  frequently 
discussed  in  the  conferences.  If  organized  medicine 
conducted  peer  review  entirely  within  the  profession, 
we  could  be  accused  by  some  segments  of  society  of 
a “white  wash.”  Peer  review  must  be  done  with  the 


full  cooperation  of  the  local  and  state  health  depart- 
ments, welfare  agencies,  insurance  carriers,  and  fis- 
cal intermediaries.  The  complainant  must  be  in- 
volved in  the  review  mechanisms.  Other  organiza- 
tions which  have  a stake  in  the  success  of  this  pro- 
gram are  the  state  hospital  associations,  regional 
health  and  hospital  planning  councils,  medical 
schools,  and  others.  The  State  Medical  Society 
should  take  the  lead  in  developing  a close  liaison 
with  these  interested  organizations. 

Our  president,  Gerald  D.  Dorman,  M.D.,  is  striving 
to  bring  the  specialty  organizations  into  a closer 
working  relationship  with  the  American  Medical  As- 
sociation and  its  component  societies.  Peer  review 
is  an  ideal  media  for  cementing  this  cooperation  as 
quality  control  is  our  common  goal.  This  can  be 
done  at  both  the  state  and  local  level.  The  Nassau 
County  Medical  Society  has  developed  a program 
utilizing  this  theme.  Peer  review  is  being  discussed 
within  the  specialty  organizations,  and  it  is  timely 
for  the  State  Medical  Society  to  exert  leadership  and 
bring  the  specialty  societies  into  closer  liaison  in  de- 
veloping the  broad  spectrum  of  peer  review. 

It  is  always  difficult  to  evaluate  the  effectiveness 
of  such  a program  and  to  derive  the  true  sense  of  re- 
action of  the  audience.  In  an  attempt  to  arrive  at  a 
reasonable  consensus,  the  following  questionnaire 
was  submitted  on  a sampling  basis  to  members  at- 
tending the  area-wide  conferences.  The  following 
sampling  includes  only  the  first  half  of  the  confer- 
ences but  does  indicate  the  audience  reaction  (Table 

I). 

The  response  indicated  overwhelming  support  of 
the  principles  that  peer  review  is  desirable  and  nec- 
essary. It  revealed  great  variation  as  to  the  scope 
of  current  review  mechanisms  within  the  county 
medical  society  organizations.  About  60  per  cent  be- 
lieved the  scope  of  their  review  mechanisms  were 
broad  enough  to  cope  with  what  they  understood 
peer  review  would  encompass.  However,  70  per  cent 
did  believe  a single  comprehensive  peer  review  com- 
mittee with  subcommittees  would  be  more  efficient. 
Some  80  per  cent  believed  peer  review  should  be  pub- 
licized and  government  review  mechanisms  would  be 
mandated  if  a strong  peer  review  mechanism  were 
not  established.  Some  70  per  cent  responded  they 
believed  private  and  government  insurance  carriers 
would  apply  sanctions  if  asked  to  do  so.  It  was 
equally  divided  that  this  was  the  proper  area  for 
sanction  power. 

Some  of  the  questions  may  not  appear  germane  to 
the  spectrum  of  peer  review.  They  were  asked  to 
stimulate  questions  and  promote  dialogue  with  the 
audience  to  the  extent  that  the  discussions  would 
emphasize  the  seriousness  and  urgency  of  the  sub- 
ject. While  a few  reacted  in  an  anaphylactic  man- 
ner to  any  suggestion  of  a tightened  review  mecha- 
nism, the  vast  majority  were  sympathetic  to  the  ap- 
proach and  wanted  to  have  a part  of  the  action. 

To  gain  additional  insight  into  the  reactions  at  the 
local  level,  our  field  men  were  asked  to  submit  cri- 
tiques of  the  conferences  and  the  reactions  in  their 
respective  areas.  Referring  to  the  criticisms,  they 
are  summarized  as  follows:  (1)  While  the  concept 

of  peer  review  is  accepted,  the  scope  is  not  under- 
stood; (2)  There  is  confusion  as  to  direction  and  im- 
plementation; (3)  The  scope  of  peer  review  must  be 
specific;  (4)  A follow-up  program  is  necessary  re- 
garding the  specifics;  and  (5)  A strong  peer  review 
program  is  necessary  to  remove  the  inertia  that  ex- 
ists in  many  review  mechanisms  and  to  oversee  their 
activities  on  a continuing  basis. 

It  was  our  hope  the  area-wide  conferences  would 
convince  the  county  medical  societies  of  the  need  and 
desirability  of  peer  review  mechanisms.  We  believe 
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TABLE  I.  Questionnaire 


Name  of  your  county  medical  society: 

1.  Do  you  believe  peer  review  is  desirable? 

2.  Do  you  believe  it  is  necessary? 

3.  Does  your  county  have  a grievance  committee 
(52);  mediation  committee  (38);  ethics 
committee  (30);  utilization  committee  (34); 
other? 

4.  Is  the  scope  of  any  one  of  the  above  committees 
sufficiently  broad  to  cover  complaints  concern- 
ing fees,  utilization,  quality  of  care,  ethics, 
policy,  liaison? 

5.  After  committee  action  in  your  county,  what 
body,  if  any,  hears  appeals  at  the  county 
level? 

C.  Do  you  believe  a single  comprehensive  peer 
review  committee  with  subcommittees  would 
be  more  efficient  than  several  independent 
committees? 

7.  Do  you  believe  that  peer  review  should  be 
consistently  made  known  to  the  public,  govern- 
ment, and  private  carriers? 

8.  Do  you  believe  some  form  of  government 
review  mechanism  will  be  set  up  if  strong  peer 
review  is  not  first  established? 

9.  Peer  review  is  a fact-finding  concept  and  not  a 
judge  and  jury.  Do  you  believe  that 
private  and  governmental  insurance  carriers 
will  effectively  apply  sanctions,  if  asked  to  do 
so? 

10.  Do  you  think  this  is  where  sanction  power 
should  he? 


Answers 

Varied 

Yes  101;  No  6;  No  Answer  1. 

Yes  100;  No  6;  No  Answer  1. 

Yes  (3);  Board  of  Censors  (3);  and  Comitia  Minora 
(3). 


Yes  59;  No  35;  No  Answer  1 ; Do  not  Know  1. 


V aried 


Yes  70;  No  22;  8(?) ; No  Answer  2. 


Yes  77;  Noll;  1 (?) ; No  Answer  3;  Not  Public  1. 


Yes  79;  No  6;  2(?);  No  Answer  2. 


Yes  07;  No  15;  G(?) ; No  Answer  2. 


Yes  44;  No  40;  4(7);  No  Answer  6. 


we  accomplished  this  purpose.  We  presented  general 
guidelines  for  establishing  peer  review  mechanisms 
which  have  been  helpful  to  many  of  our  societies. 
We  must  now  provide  a “blueprint”  for  peer  review, 
spelling  out  the  details. 

The  earlier  conferences  were  conducted  in  the  up- 
state rural  area.  Many  of  these  county  societies  hav- 
ing membership  ranging  from  25  to  100  physicians 
do  not  have  a formalized  administration  in  terms  of 
full-time  executives.  They  believe  their  grievance 
mechanisms  are  adequate.  A peer  review  committee 
on  a district  or  multicounty  level  may  be  the  answer 
to  supplement  their  present  grievance  mechanism. 
Peer  review  committees  at  the  hospitals  may  be  one 
solution  in  the  rural  areas.  More  homework  and  as- 
sistance will  be  necessary  if  we  are  to  accomplish  our 
goals  in  these  areas. 

In  the  more  urban  southern  New  York  area,  the 
response  and  acceptance  of  peer  review  was  enthusi- 
astic. At  the  last  conference  on  October  29,  1969,  on 
Long  Island,  the  185  physicians  present  unanimously 
supported  strong  peer  review  activity.  We  gained 
momentum  as  the  conferences  evolved,  and  the  sup- 
port was  most  gratifying  as  the  broad  concept  of  peer 
review  was  recognized.  We  must  emphasize  that  a 
State  Society  “crash  program”  is  only  the  beginning 
and  that  continued  surveillance  and  dialogue  with 
the  component  district  and  county  societies  are  es- 
sential if  we  hope  to  develop  an  effective  program. 

As  one  gazes  into  the  crystal  ball  pondering  the 
eventual  scope  of  peer  review,  it  becomes  apparent 
our  peer  review  mechanisms  must  mesh  with  those 
envisioned  by  the  government.  If  the  Federal  and 
State  governments  program  the  computer  to  evaluate 
utilization,  services  rendered,  fees,  duplication  of 
services,  and  so  on  with  “kick-outs”  from  the  norms 
to  be  professionally  reviewed  by  peer  review  com- 
mittees, this  will  broaden  the  scope  of  our  review. 
Our  committees  would  have  to  establish  norms  of 
patterns  of  care,  utilization,  fees,  and  so  on  to  estab- 
lish criteria  for  evaluation.  If  this  is  the  trend  of 


the  future,  and  the  medical  society  peer  review  com- 
mittees are  to  assume  this  responsibility,  we  will 
have  to  do  considerable  tooling  up  to  meet  this  chal- 
lenge. We  hope  the  scope  of  peer  review  will  be 
clearly  defined  at  this  Medical  Services  Conference 
of  the  American  Medical  Association. 

Following  completion  of  the  area-wide  conferences 
the  Committee  on  Peer  Review  Mechanisms  and  rep- 
resentatives of  the  Public  Relations  Committee  met 
with  staff  on  November  19,  at  MSSNY  headquarters, 
to  critique  the  conferences.  Stephen  Mahady,  M.D., 
assistant  commissioner  of  medical  services,  State 
Health  Department,  joined  in  our  deliberations. 

Summarizing  the  final  reports  of  the  eight  confer- 
ences, there  is  overwhelming  support  regarding  the 
need  and  desirability  of  peer  review.  There  is  great 
variation  as  to  the  extent  of  review  being  done  at 
the  present  time.  There  is  a feeling  in  some  areas 
that  peer  review  is  merely  another  name  for  griev- 
ance or  utilization  committees,  and  broadening  the 
scope  of  activity  is  unnecessary. 

To  project  the  program  in  its  proper  prospectus, 
let  us  consider  for  a moment  the  Federal  goals  re- 
garding peer  review.  It  is  a total  medical  review 
of  quality,  cost,  and  utilization  of  services  and  facili- 
ties. Computers  will  analyze  such  items  as  follows: 

1.  Admissions 

2.  Duration  of  stay 

3.  Number  of  visits 

4.  Number  and  type  of  medication 

5.  Patient  response 

6.  Physician  profile 

7.  Patient  profile 

8.  Diagnosis 

9.  Charges 

10.  Number  of  physicians  involved  in  care 

11.  Other  personnel  involved  in  care 

12.  Comparison  with  other  areas 

The  use  of  computers  allows  statistical  compari- 
sons of  various  areas  of  the  country.  Systems  such 
as  Physicians  Study  Activity  would  save  unnecessary 
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hours  of  chart  review  by  triage  of  abnormal  patterns 
of  care.  One  can  readily  see  the  scope  of  utilization 
review  is  greatly  expanded  by  the  use  of  computers. 
Professional  judgment  is  a human  equation  and  must 
be  done  by  physicians  through  peer  review.  Should 
we  fail  to  do  our  share,  medical  care  could  become 
stereotyped  with  the  government  determining  rigid 
patterns  of  care  from  the  print-out  of  the  computers. 

The  New  York  State  Health  Department  is  re- 
sponsible for  the  quality  of  medical  care  in  this 
State.  This  authority  is  defined  in  Article  28  of  the 
Public  Health  Law.  The  State  Health  Department 
is  very  interested  in  our  peer  review  program,  and 
we  are  working  jointly  to  develop  a long-range  pro- 
gram which  will  embody  a cost  and  quality  control 
program  and  preserve  the  role  of  professional  review 
by  their  respective  peers. 

Obviously,  this  will  not  be  accomplished  overnight, 
but  it  appears  to  be  the  program  in  the  near  future. 
We,  as  physicians,  are  primarily  concerned  with  the 
quality  of  care.  We  should  determine  what  is  the 
appropriate  care.  We  should  establish  the  standards 
of  care.  To  do  this  we  should  have  a structured  peer 
review  for  disease  entities.  This  is  not  a small  as- 
signment. and  one  might  legitimately  ask — where  do 
we  begin?  The  hospitals  have  top  priority  for  rea- 
sons of  costs,  controls,  availability  of  statistics,  exist- 
ing review  mechanisms,  and  others. 

The  Medical  Review  Committee  of  MSSNY, 
chaired  by  Charles  M.  Brane,  M.D.,  has  developed  a 
structured  review  mechanism  for  several  disease  en- 
tities which  would  serve  as  a very  useful  tool  for 
hospital  and  county  society  peer  review  committees. 
Dr.  Brane’s  report  will  be  presented  to  the  MSSNY 
House  of  Delegates  in  February,  1970.  We  hope 
this  excellent  and  timely  report  will  be  accepted. 

We  have  presented  the  “Role  of  the  State  Associa- 
tion” utilizing  as  a text  the  experience  of  the  Medi- 
cal Society  of  the  State  of  New  York.  We  hope  our 
study  will  be  helpful  to  the  other  states  in  establish- 
ing strong  peer  review  mechanisms.  We  hope  our 
combined  efforts  will  demonstrate  to  the  public  and 
the  government  our  great  concern  and  our  public 
responsibility  in  doing  our  share  to  control  the  esca- 
lating health  care  costs  in  an  inflationary  economy. 

How  to  accomplish  this  on  a nationwide  basis  is 
probably  best  illustrated  by  the  advice  Vince  Lom- 
bardi, the  former  Green  Bay  Packer  coach,  gave  to 
his  coaches:  “Coaches  who  can  outline  plays  on  a 

blackboard  are  a dime  a dozen.  The  ones  who  suc- 
ceed are  those  who  get  inside  their  players  and  moti- 
vate them.”  If  we  are  to  develop  a strong  and  effec- 
tive peer  review  mechanism,  we  must  not  only  con- 
vince our  county  societies  and  their  membership  of 
the  need  and  how  to  do  it,  but  we  must  also  “get  in- 
side our  players  and  motivate  them.” 

This  is  the  Role  of  the  State  Association  in  Peer 
Review. 

Minutes  of  November  19  Meeting.  A meeting  of 
the  Ad  Hoc  Committee  on  Peer  Review  Mechanisms 
of  the  Medical  Society  of  the  State  of  New  York 
was  convened  on  November  19,  in  the  offices  of  the 
State  Society.  The  chairman  opened  the  meeting 
with  the  introduction  of  Stephen  Mahady,  M.D., 
assistant  commissioner  for  medical  services,  New 
York  State  Department  of  Health. 

Doctor  Mahady  explained  there  is  a growing  in- 
terest in  peer  review  in  many  other  regions,  as  well 
as  in  New  York  State. 

He  mentioned,  for  example,  that  lie  attended  a 
meeting  last  May  in  Washington,  D.C.  The  purpose 
of  his  attending  the  meeting  was  to  get  an  over-all 
picture  of  what  is  going  on  in  the  various  states  and 
how  they  are  handling  utilization  and  review.  He 
derived  from  this  meeting  the  concept  of  a joint  rele- 


gation of  the  peer  review  movement. 

The  State  Society  and  the  State  Health  Depart- 
ment should  be  chartering  a mutual  course  to  help 
the  people  receive  the  ultimate  in  quality  medical 
care.  He  stressed  the  point  that  it  is  up  to  the 
State  Society  to  supply  the  direction  and  leadership 
in  this  area. 

He  defined  two  important  factors  that  enter  into 
peer  review,  namely,  statistics  and  data.  Statistics 
would  be  useful  to  the  State  in  planning  a program 
on  how  many  types  of  special  care  were  provided,  for 
example,  eight  diseases  or  so.  Data  would  be  help- 
ful to  the  local  medical  director  in  evaluating  the 
appropriateness  of  the  care  that  was  provided.  The 
second  item  is  not  concerned  with  fees  but  with  the 
type  of  care  rendered,  length  of  stay,  and  so  on. 
Having  this  type  of  information  available  and  ob- 
taining it  through  the  workings  of  a local  peer  re- 
view committee  and  not  a government  agency  would 
be  a tremendous  accomplishment  on  the  part  of  or- 
ganized medicine. 

Doctor  Mahady  pointed  out  that  if  we  are  going 
to  do  peer  review  it  is  necessary  to  have  agreed-on 
standards.  Acceptable  standards  must  be  developed 
primarily  by  those  who  provide  the  service.  This 
would  be  instrumental  in  evaluation  of  the  quality 
of  medical  care.  At  the  Washington  meeting  it  was 
decided  this  responsibility  should  not  be  delegated  to 
a single  outside  agency  but  to  the  State  Medical  So- 
ciety in  cooperation  with  the  State  Department  of 
Health.  The  matter  of  setting  criteria  lies  in  the 
hands  of  the  State  Society. 

Doctor  Mahady  explained  the  workings  of  a local 
peer  review  committee,  such  as  reviewing  cases  re- 
ferred to  them  for  review  and  adjudicating  whether 
or  not  they  are  acceptable  standards  of  practice. 
For  example,  if  a local  peer  review  committee  clearly 
recognizes  the  practice  performed  was  not  satisfac- 
tory, the  committee  will  refuse  to  put  its  “imprima- 
tur” on  it.  Doctor  Mahady  repeated  his  earlier  re- 
quest by  asking  the  State  Society  to  definitely  estab- 
lish criteria  of  medical  care.  Doctor  Emerson 
pointed  out  that  the  State  Society’s  Medical  Review 
Committee  is  in  the  final  stages  of  completing  a re- 
view manual  for  six  diagnoses  and  will  be  presented 
at  the  House  of  Delegates  meeting  in  February, 
1970. 

Doctor  Mahady  was  asked  various  questions  re- 
garding this  broadened  concept  of  peer  review.  He 
explained  that  the  peer  review  mechanism  would 
work  with  this  type  of  system.  The  direction  would 
come  from  the  State  Medical  Society  working  in 
conjunction  with  the  State  Health  Department. 
These  two  organizations  alone  would  be  solely  in- 
volved with  the  peer  review  program. 

Doctor  Mahady  defined  the  terms  of  unstructured 
and  structured  review.  Unstructured  review  would 
involve  a loosely  set-up  program.  Structured  review 
would  include  three  basic  points:  (1)  eligibility 

(recipient  and  participant),  (2)  vendor  profile,  and 
(3)  recipient  profile.  This  could  be  accomplished 
by  using  a data  file  or  a uniform  billing  form.  It 
was  explained  that  this  system  could  be  used  for 
hospitals,  nursing  homes,  doctor’s  office  visits,  and 
others.  A clerk  or  paramedical  person  could  be  em- 
ployed to  do  this  type  of  work.  Physicians  would  be 
using  their  talents  then  for  peer  review  committees 
where  they  can  influence  better  quality  care.  It  was 
brought  out  that  only  exceptional  cases  would  be 
presented  before  the  peer  review  committee.  Those 
not  warranting  special  review  would  be  handled  by 
the  paramedical  person.  Doctor  Emerson  stated 
that  the  correlation  of  data  would  be  beneficial  and 
in  the  end  would  result  in  a good  review  mechanism. 

The  committee  asked  Doctor  Mahady  various  ques- 
tions concerning  the  implementation  of  his  proposals. 
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They  stated  from  the  reactions  at  the  various  up- 
state regional  conferences  that  there  is  an  essential 
need  to  educate  the  physician  on  this  broadened  con- 
cept of  peer  review.  Doctor  Mahady  stressed  that 
further  education  of  the  doctors  in  peer  review  will 
enable  them  to  appreciate  the  rewards  of  this 
mechanism.  The  committee  agreed  and  voted  to  use 
some  method  to  clarify  peer  review  to  the  practicing 
physician. 

The  committee  referred  to  the  confidentiality  of 
the  hospital  records.  They  expressed  the  hope  that 
legislation  will  be  passed  enabling  the  physician  to 
be  "held  harmless.”  Peer  review  records  must  be 
confidential,  thus  eliminating  the  possibility  of  sub- 
poenaing the  records  for  a possible  malpractice  suit. 
The  committee  expressed  the  desire  for  a “hold 
harmless”  clause  to  be  incorporated  into  the  peer  re- 
view rules  or  regulations. 

During  the  discussions  at  the  area-wide  confer- 
ences, we  were  asked  to  submit  recommendations  re- 
garding the  composition  and  functions  of  hospital 
peer  review  committees  and  county  society  peer  re- 
view committees. 

We  suggest  you  re-evaluate  your  present  review 
mechanisms  and  since  county  society  peer  review 
committees  will  be  asked  to  review  cases,  the  county 
society  committees  must  be  knowledgeable  regarding 
the  expanding  role  of  peer  review. 

The  following  are  suggestions  for  a hospital  peer 
review  committee: 

1.  Composition — It  is  suggested  that  the  chairman 
or  the  designate  of  the  admissions  committee,  utili- 
zation, medical  records,  medical  and  surgical  audit 
committees,  and  others  serve  along  with  the  chiefs 
of  services  of  the  major  divisions  in  the  hospital. 

2.  Cost  control — It  is  suggested  that  there  be  a 
continuous  “looking  at”  process,  and  we  offer  the  fol- 
lowing suggestions  for  consideration: 

A.  Is  the  admission  necessary? 

B.  Is  the  length  of  stay  reasonable  and  within 
the  pattern  of  care  for  the  specific  illness? 

C.  Are  the  utilization  of  services  excessive,  of 
the  normal  pattern,  or  is  there  evidence  of 
underutilization?  The  services  referred  to 
are  diagnostic  x-ray  and  laboratory  services. 

D.  Are  there  delays  in  scheduling  x-ray  proce- 
dures and  operations? 

E.  Are  the  use  of  drugs,  blood,  and  intravenous 
medications  reasonable  for  the  specific  ill- 
ness? 

F.  Are  there  delays  in  recording  laboratory  and 
x-ray  reports? 

G.  Were  arrangements  made  for  the  early  trans- 
fer of  patients  to  less  costly  accommodations? 

H.  Was  the  delay  in  discharge  caused  by  a lack 
of  less  costly  facilities  or  were  social  reasons, 
such  as  inability  of  the  family  to  care  for  the 
patient,  responsible  for  the  delay?  Did  the 
patient  feel  he  was  entitled  to  excessive  hos- 
pitalization? 

I.  Is  the  hospital  cost  of  illness  reasonable  in 
terms  of  the  sum  of  the  length  of  stay,  plus 
the  laboratory,  x-ray  evaluation,  and  treat- 
ment? In  other  words,  is  the  cost  of  the 
hospital  stay  within  the  normal  pattern  for 
the  specific  illness? 

J.  Was  there  a delay  from  the  time  of  admis- 
sion of  the  patient  to  the  hospital  to  the 
scheduling  of  elective  surgery?  Was  delay 
caused  by  work-up  of  the  patient  regarding 
x-ray  and  laboratory  procedures?  Was  the 
delay  caused  by  a delay  in  scheduling  the 
patient  for  surgery? 

3.  Quality  Control. 

A.  Does  the  history  and  physical  examination 
document  the  admission  diagnosis,  that  is,  a 


complete  history  and  physical? 

B.  Is  the  work-up  consistent  with  good  medical 
practices? 

C.  Are  live  audits  routine  procedures? 

1).  Was  the  operation  necessary  and  was  good 
judgment  exercised  in  determining  the  need 
and  documentation  for  surgery? 

E.  Was  there  a correlation  between  the  opera- 
tive findings  and  tissues  examined? 

I1'.  Was  the  incidence  of  infections  reasonable? 

G.  Was  the  mortality  incidence  acceptable? 

H.  Was  the  incidence  of  complications  reason- 
able? 

I.  Are  there  reviews  of  all  complications,  in- 
fections, and  deaths? 

,T.  By  live  audits  arc  the  charts  shown  to  be  up 
to  date? 

K.  Are  the  charts  legible? 

L.  Were  the  operations  adequately  described 
and  dictated  within  a reasonable  period  of 
time? 

M.  Does  the  discharge  summaries  provide  a con- 
cise review  of  the  patient’s  course  in  the  hos- 
pital, including  provisions  for  disposition  of 
the  case? 

N.  Was  the  pattern  of  care  of  the  illness  con- 
sistent with  good  medical  practices? 

O.  Was  documentation  of  visits  and  treatment 
adequate  to  the  extent  another  physician 
could  determine  the  status  of  the  patient’s 
care  by  reading  the  chart? 

P.  Were  there  consultations  on  acutely  ill  pa- 
tients or  complicated  cases  consistent  with 
good  medical  practices? 

Q.  Were  daily  visits  made  and  documented  on 
acutely  ill  patients? 

R.  Were  vital  signs,  electrocardiograms,  urinary 
output  monitored  on  acutely  ill  patients  when 
indicated? 

S.  Were  electrolytes  closely  followed  in  appro- 
priate cases? 

T.  Were  isolations  technics  followed  in  appro- 
priate cases? 

U.  Are  there  continuing  educational  programs 
in  the  hospitals? 

V.  Are  there  regular  meetings  between  the 
chiefs  of  services  and  the  nursing  depart- 
ment? 

The  following  are  suggestions  for  county  society 
peer  review  committees: 

1.  Composition— -The  number  would  vary  from  ap- 
proximately 5 to  15  depending  on  the  population  and 
number  of  physicians.  In  general  it  would  be  well  to 
have  representatives  from  previous  insurance  com- 
mittees, grievance  committees,  relative  value  com- 
mittees, geriatrics  committees,  advisory  committees 
to  health  and  social  welfare  departments,  along  with 
additional  members  to  represent  the  specialties. 

2.  Functions 

A.  To  accept  complaints  from  patients,  insur- 
ance carriers,  fiscal  intermediaries,  and  gov- 
ernment agencies  regarding  (1)  overutiliza- 
tion of  services:  (2)  underutilization  of  serv- 
ices; (3)  quality  of  care;  (4)  fees;  and.  (5) 
availability  of  care. 

B.  To  develop  patterns  of  care  as  to  (1)  fees 
charged  within  the  framework  of  usual  and 
customary  fees,  and  (2)  services  rendered 
with  the  frequency  of  visits. 

C.  To  stimulate  and  assist  hospitals  and  ex- 
tended care  facilities  to  establish  effective 
peer  review  committees. 

D.  To  conduct  regular  meetings  to  review  cases 
similar  to  previous  grievance  committees,  in- 
cluding holding  hearings,  recording  findings, 
and  making  recommendations.  It  is  recom- 
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mended  that  the  agency  or  parties  submitting 
the  request  be  invited  to  attend  the  hearings. 

E.  To  cooperate  with  the  hospital  peer  review 
committee  in  investigating  (1)  abnormal  pat- 
terns of  medical  practice;  (2)  excessive  costs 
and  alleged  abuse  of  utilization;  and  (3) 
quality  controls. 

F.  To  inform  hospitals,  and  others,  of  patterns 
of  care  as  developed  by  Physicians  Activity 
Studies,  Blue  Plans,  and  government  agencies. 

G.  To  cooperate  with  insurance  carriers,  fiscal 
intermediaries,  and  government  agencies  in 
sampling  studies  of  all  spectrums  of  physician 
services. 

H.  To  publicize  results  of  this  continual  “look- 
ing at”  process,  so  the  public  will  be  aware 
of  the  physician’s  interest  and  role  in  main- 
taining quality  medical  care  and  in  protect- 
ing the  health  care  dollar. 

I.  While  most  cost  and  quality  controls  in  hos- 
pitals will  be  done  by  the  hospital  peer  re- 
view committee,  the  county  society  peer  re- 
view committee  must  cooperate  closely  with 
the  area  hospitals  and  extend  the  county  so- 
ciety activities  to  include  office  and  extended 
care  facility  services. 

Resolutions.  The  following  resolutions  were 
referred  to  our  committee : ( 1 ) Substitute  res- 

olution for  69-43,  69-55,  and  69-65;  (2)  substi- 
tute resolution  for  69-14  and  69-62;  (3)  reso- 
lution 69-56,  as  amended;  and  (4)  resolution 
69-58,  as  amended.  These  resolutions  relate  to 
the  establishing  of  peer  review  committees  and 
the  referral  of  alleged  overutilization  and  in- 
appropriate billings  by  fiscal  intermediaries  and 
government  agencies  to  county  society  griev- 
ance or  peer  review  mechanisms.  We  believe 
we  have  carried  out  the  intent  of  the  resolu- 
tions. 


Resolution  69-58,  however,  relates  to  on-site 
auditing.  The  New  York  State  Health  Depart- 
ment assures  us  that  they  oppose  this  tactic. 
The  New  York  City  Department  of  Health  per- 
sists in  on-site  auditing,  in  spite  of  repeated 
requests  to  refer  alleged  cases  of  abuse  to  the 
respective  county  society  peer  review  commit- 
tee. We  will  continue  our  efforts  in  the  hope 
that  the  New  York  City  Department  of  Health 
will  follow  the  leadership  of  the  New  York 
State  Department  of  Health. 

The  Ad  Hoc  Committee  on  Peer  Review  has 
attempted  to  fulfill  the  mandate  of  the  House 
of  Delegates  at  the  February,  1969,  meeting. 
The  designation  of  peer  review,  by  our  presi- 
dent, Dr.  Walter  Heldmann,  as  the  main  project 
of  the  year  sparked  the  drive  to  carry  the  mes- 
sage throughout  the  State.  The  tremendous 
support  of  the  Public  Relations  Committee  and 
staff  and  the  field  men  was  greatly  appreciated 
by  the  members  of  the  committee. 
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Hospital-Based  Physicians  (Supplementary) 


To  the  House  of  Delegates,  Gentlemen: 

The  House  of  Delegates,  at  its  meeting  in 
1968,  approved  the  recommendation  of  the  Ref- 
erence Committee  on  Standards  of  Medical 
Care  that  a poll  of  “hospital-based  physicians” 
in  New  York  State  be  taken  to  obtain  informa- 
tion; to  seek  comments  on  their  contractual  ar- 
rangements with  hospitals;  to  inquire  whether 
or  not  they  are  satisfied  with  these  arrange- 
ments; and  to  ask  for  suggestions  regarding 
the  improvement  of  their  contracts.  The  re- 
sults of  such  a poll,  it  was  thought,  would  be 
helpful  in  the  formulation  of  guidelines  for 
young  physicians  entering  the  practice  of  medi- 
cine and  would  help  to  safeguard  them  in  their 
contractual  arrangements  if  they  decide  to  be- 
come full-time  salaried  physicians. 

The  committee  is  aware  of  the  inherent 
weaknesses  involved  in  collection  of  data  by  a 
questionnaire  type  of  survey.  Nevertheless, 
the  committee  feels  that  the  experiences  and 
opinions  presented  by  the  800  hospital-based 


physicians  who  responded  are  highly  relevant 
and  significant. 

The  following  is  an  analysis,  prepared  by  the 
Subcommittee  on  Analysis  of  Survey,  Norman 
S.  Blackman,  M.D.,  chairman,  of  the  survey 
and  questionnaire  conducted  by  the  Commission 
on  Standards  of  Medical  Care,  Waring  Willis, 
M.D.,  chairman,  and  Samuel  Z.  Freedman, 
M.D.,  director. 

Introduction.  The  Reference  Committee  on 
Standards  of  Medical  Care  recommended  to  the 
1968  House  of  Delegates  and  the  Council  ap- 
proved a survey  of  “hospital-based  physicians.” 
The  purpose  was  to  obtain  information  about 
such  contractual  arrangements  with  their  hos- 
pitals and  their  personal  reactions.  The  ques- 
tionnaire sought  to  determine  whether  or  not 
their  full-time  arrangements  were  satisfactory 
and  to  obtain  their  personal  suggestions.  Many 
have  stressed  the  need  for  “guidelines”  for 
physicians  who  enter  into  full-time  contracts, 
and  it  was  hoped  that  the  survey  might  lead  to 
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the  formulation  of  general  principles  that  could 
he  helpful  to  all. 

Methods  and  Materials.  The  names  of  full- 
time and  part-time  hospital  salaried  physicians 
were  obtained  by  Samuel  Z.  Freedman,  M.D., 
from  various  hospitals  throughout  the  State 
that  had  salaried  physicians  on  their  profes- 
sional staffs. 

A standard  questionnaire  containing  20 
questions  was  prepared  by  the  committee.  This 
was  sent  to  each  of  the  1,636  hospital-based 
physicians  chosen  at  random,  and  a reply  was 
received  from  800.  Anonymous  answers  were 
received,  unless  the  physician  wished  to  iden- 
tify himself  voluntarily.  Doctor  Freedman  and 
his  staff  collected  and  tabulated  returns  (Table 

I). 

The  answers  to  each  of  the  questions  are  ar- 
ranged  on  a yes  or  no  basis  only.  The  per- 
centage of  each  response  is  also  indicated  on 
the  basis  of  100  per  cent  of  those  ivho  responded 
to  the  individual  question. 

Comments.  The  committee  is  aware  of  the 
inherent  weaknesses  in  the  collection  of  data 
by  a questionnaire  type  of  survey.  Neverthe- 
less, the  committee  feels  that  the  experiences 
and  opinions  presented  by  the  800  hospital- 
based  physician  respondents  are  highly  relevant 
and  significant. 

Approximately  75  per  cent  of  the  respond- 
ents are  full-time  salaried  physicians  and  the 
remainder  part-time;  about  80  per  cent  of  them 
receive  a salary  for  patient  care  responsibili- 
ties, at  least  in  part. 

Fully  80  per  cent  of  the  respondents  are 
satisfied  with  their  professional  arrangements 
writh  their  hospitals  (number  6) ; roughly  40 
per  cent  are  dissatisfied  with  their  financial 
arrangements  (number  5). 

Although  437  or  55  per  cent  do  not  have  a 
written  contract  or  agreement  with  their  hos- 
pitals setting  forth  the  conditions  of  their  em- 
ployment (number  2),  it  is  most  significant  on 
this  score  that  more  than  93  per  cent  believe 
that  salaried  hospital  physicians  should  have  a 
written  contract  or  agreement  with  the  hos- 
pital which  should  specify  fringe  benefits,  ob- 
ligations, duration  of  contract,  tenure,  salary, 
salary  increases,  vacations,  and  so  on  (number 
7).  Furthermore,  75  per  cent  indicate  that 
guidelines  approved  by  the  MSSNY  would  be 
of  value  to  them  (number  11). 

Approximately  one  half  of  the  respondents 
believe  that  they  are  earning  more  for  direct 
patient  care  services  than  the  hospital  is  pay- 
ing them  (number  9) , and  35  per  cent  note  that 
turning  over  this  money  to  the  hospital  was 
made  a condition  of  their  employment.  The 
committee  has  no  way  of  knowing  whether  or 
not  the  “salary”  referred  to  includes  a con- 
sideration of  the  value  of  ancillary  costs 
usually  considered  a part  of  the  private  prac- 
tice of  medicine,  that  is,  secretary,  office  space, 
supplies,  and  others.  However,  since  this  was 
made  a condition  of  employment  in  not  a few 
instances  (128),  the  committee  wonders  if  a 
sufficient  balance  exists  at  present  between  hos- 
pital authority  and  administration  on  the  one 


hand  and  the  individual  hospital-based  physi- 
cian on  the  other,  in  the  setting  of  conditions  of 
employment. 

The  committee  notes  with  some  interest  that 
12  per  cent  of  the  respondents  indicate  that 
hospital  regulations  interfere  with  or  modify 
their  professional  judgment  in  the  treatment 
of  patients  (number  12). 

Although  20  per  cent  state  that  they  know  of 
instances  where  a hospital  is  taking  financial 
advantage  of  a physician,  only  28,  or  about  20 
per  cent,  of  these  were  willing  to  supply  addi- 
tional details  or  information  concerning  specific 
cases.  This  is  in  keeping  wdth  past  general  ex- 
perience in  such  matters.  Physicians  seem 
most  reluctant  to  report  such  abuses. 

In  answer  to  question  16,  it  is  obvious  that 
the  total  responses  to  a,  b,  c,  and  d equal 
more  than  100  per  cent.  The  committee  has 
concluded  that  hospital-based  physicians  are 
frequently  required  to  assign  all  or  part  of 
their  Medicare,  Medicaid,  and  other  profes- 
sional fees-for-services  for  patient  care  ren- 
dered by  them  to  hospitals  or  hospital-connected 
funds.  Furthermore,  beyond  this,  a consider- 
able number  are  asked  to  make  an  additional 
monetary  donation  to  the  hospital  or  various 
hospital  funds  (number  19).  It  is  of  interest 
and  it  indicates  unselfishness  on  the  part  of 
salaried  physicians  to  note  that  86  per  cent  felt 
that  nonsalaried  physicians  should  retain  these 
fees  in  municipal,  county,  or  State  hospitals 
(number  17).  However,  55  per  cent  of  the 
salaried  physicians  felt  they  should  also  retain 
these  fees  in  excess  of  their  salaries.  The  ques- 
tion as  to  udiether  an  adjustment  in  salary  or 
in  cost  to  the  patient  is  or  was  not  indicated, 
if  such  personal  collections,  in  excess  of  their 
salaries,  are  in  fact  quite  considerable  or  even 
very  large;  this  aspect  was  not  pursued  in  the 
questionnaire.  The  committee  feels  that  any 
restriction  on  the  physician  in  compelling  him 
to  assign  collected  fees  for  service  to  the  hos- 
pital may  definitely  represent  an  ultimate 
hazard  to  the  maintenance  of  the  high  quality 
and  the  personal  nature  of  medical  care  for  the 
hospital  patient. 

There  were  a total  of  136  physicians  who 
made  approximately  145  comments  in  answer 
to  question  20  which  were  applicable  to  the 
following  seven  categories : 

A.  Contracts:  (50  comments).  Forty-eight 
indicated  a positive  need  for  guidelines  and 
contract  arrangements;  two  noted  that  ar- 
rangements should  be  made  on  a “highly  indi- 
vidual basis,”  but  only  one  had  a definitely 
negative  view  of  the  idea. 

B.  Fee  -for-Service : (31  comments).  Twenty- 
nine  indicated  a desire  for  fee-for-service  ar- 
rangement ; two  said  there  was  no  need  for  this 
provision,  but  only  one  was  specifically  against 
it. 

C.  Exploitation  and  Salaries:  (3U  com- 

ments). Twenty-six  stated  that  hospital-based 
physicians  were  being  “exploited”;  eight 
merely  said  that  salaries  should  be  higher. 

D.  Administrative  Influence:  (8  comments). 
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All  eight  decried  the  increasing  power  and  in- 
fluence of  hospital  administrators. 

E.  Physicians  Satisfied  with  Status  Quo: 
(5  comments).  Only  five  physicians  stated 
they  personally  were  satisfied  with  their  own 
arrangements  and  with  the  status  quo. 

F.  Quality  of  Medical  Care:  (U  comments). 

Four  physicians  made  a plea  for  greater  ef- 
forts in  improving  the  quality  of  medical  care 
in  hospitals. 

G.  Miscellaneous:  (13  comments).  Thir- 

teen physicians  made  miscellaneous  comments 
which  did  not  pertain  to  any  of  these  categories. 

Summary  and  Conclusions.  In  the  opinion 
of  the  committee,  it  is  clear  that  most  salaried 
hospital  physicians  feel  the  need  for  guidance 
in  their  contractual  arrangements  with  their 
hospitals,  and  that  these  should  be  detailed, 
specific,  and  written.  If  guidelines  approved 
by  the  MSSNY  were  available,  these  would  be 
of  value  to  all  physicians  in  their  individual 
negotiation  with  their  hospital  administration. 

Most  hospital  salaried  physicians  are  pro- 


fessionally satisfied,  but  a considerable  num- 
ber are  dissatisfied  with  their  financial  ar- 
rangements. 

Based  on  the  results  of  this  survey,  the  com- 
mittee has  concluded  that  hospital-based  physi- 
cians are  not  overwhelmingly  content  with 
their  economic  arrangements.  Not  infrequently 
they  are  earning  more  in  fees  than  they  are 
paid  in  salary  by  hospital  administrations.  In 
fact,  about  one  half  of  the  respondents  indi- 
cated that  they  believe  money  paid  to  the  hos- 
pital for  direct  professional  patient  care  ren- 
dered by  them  is  in  excess  of  the  salary  they 
receive.  This  would  seem  to  indicate  a sharing 
of  the  professional  component  of  the  physicians’ 
fees  by  the  hospital.  In  the  view  of  the  com- 
mittee, this  is  equivalent  to  the  practice  of 
medicine  by  hospital  corporations,  and  some 
have  vehemently  questioned  the  propriety  and 
the  legality  of  such  practice  of  medicine  by  a 
corporate  body  like  a hospital. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 


TABLE  I.  Questionnaire  to  Obtain  Information  from  Hospital-Based  Physicians 


All  questions  should  be  answered  YES  or  NO  except  for  questions  numbers  4 and  20.  If  you 
have  no  opinion  or  knowledge,  do  not  check  either  YES  or  NO.  Your  COMMENTS  at  the  end 
are  of  great  interest  to  your  Society. 


Respondents 

Yes 

Yes 

No 

No 

(Number) 

(Per  Cent) 

(Number) 

(Per  Cent) 

1.  Do  you  receive  income  of  any  kind  from 
your  hospital? 

749 

28 

a.  On  a full-time  basis 

532 

72 

87 

b.  On  a part-time  basis. 

2.  Do  you  have  a written  contract  or  agree- 

212 

28 

ment  setting  forth  the  conditions  of  your  em- 
ployment? 

350 

45 

437 

55 

3.  Is  your  salary  in  whole  or  in  part  for 
direct  patient  care? 

605 

79 

170 

21 

(Direct  patient  care  is  understood  to  include 
all  physicians’  services  involved  in  diagnosis  and 
treatment  of  patients  in  which  the  physician  is 
responsible  for  his  contribution  and  direct  par- 
ticipation, including  a written  professional  note, 

opinion,  or  report  on  the  patient’s  hospital 
chart  signed  by  the  physician). 

4.  Of  the  time  for  which  you  are  paid  a 
salary,  approximately  what  per  cent  is  for: 

a.  Treatment  of  patients 

b.  Administration 

c.  Teaching 

d.  Research 

5.  Do  you  consider  your  present  financial 

arrangement  with  the  hospital  equitable? 

465 

61 

293 

39 

6.  Do  you  consider  your  present  professional 
arrangement  with  the  hospital  satisfactory? 

624 

80 

155 

20 

7.  Do  you  think  that  salaried  hospital  phy- 
sicians (whether  full-  or  part-time)  should  have 
a written  contract  or  agreement  with  the  hos- 
pital specifying  conditions  of  employment,  that 
is  fringe  benefits,  obligations,  duration  of  con- 
tract, tenure,  salary,  salary  increases,  vacations, 
and  others 

732 

93 

43 

7 
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TABLE  I.  rnnliniit'd 


8.  Do  you  think  all  hospital-based  phy- 
sicians, regardless  of  the  type  of  arrangement, 

Yes 

(Number) 

Respondents 
Yes  No 

(PerCent)  (Number) 

No 

(Per  Cent) 

should  have  a written  agreement  or  contract? 

9.  Is  the  amount  of  money  paid  to  the  hos- 
pital for  direct  patient  care  services  rendered  by 
you  in  excess  of  the  salary  you  receive  for  pa- 

667 

87 

99 

13 

tient  care  services? 

10.  If  YES,  was  this  arrangement  made  a 

274 

46 

322 

54 

condition  of  your  employment? 

11.  Would  guidelines  for  such  agreements, 
approved  by  the  Medical  Society  of  the  State 

128 

35 

235 

65 

of  New  York,  be  of  value  to  you? 

12.  Have  hospital  regulations  interfered 
with  or  modified  your  professional  judgment  in 

508 

75 

166 

25 

the  treatment  of  patients? 

13.  Do  you  know  of  any  instance  where  a 
hospital  employing  a physician  to  provide  med- 
ical care  is  taking  financial  advantage  of  the 

89 

12 

582 

88 

physicians? 

14.  If  YES,  please  give  any  information  you 

147 

21 

539 

79 

can  below. 

15.  (a)  Are  you  at  present  involved  in  pa- 

tient care  in  a municipal,  county,  or  State  hos- 
pital as  a result  of  a previous  staff  appointment 
in  a voluntary  hospital  “affiliated”  with  such  an 

institution? 

(6)  Have  you  ever  been  requested  to  accept 
patient  care  duties  in  the  hospital? 

218 

31 

483 

69 

1.  On  a salaried  basis 

224 

42 

303 

58 

2.  On  a nonsalaried  basis 
(c)  Was  any  pressure  ever  placed  on  you  to 
accept  patient  care  obligations  on  a nonsalaried 

130 

30 

313 

70 

basis? 

16.  At  any  time,  have  you  ever  been  re- 
quested directly  or  indirectly  to  assign  all  or 
part  of  Medicare,  Medicaid,  or  other  profes- 
sional fees-for-services  for  patient  care 

71 

11 

550 

89 

a.  to  a hospital? 

347 

52 

313 

48 

b.  to  a Medical  Board? 

64 

13 

412 

87 

c.  to  a departmental  fund? 

230 

42 

318 

58 

d.  to  any  other  fund? 

17.  Should  nonsalaried  physicians  rendering 
direct  patient  care  in  municipal,  county,  or 
State  hospitals  be  permitted  to  retain  Medicare, 
Medicaid,  or  other  third-party  payments  made 

111 

23 

376 

67 

for  professional  services  for  patient  care? 

18.  Should  physicians  on  salary  from  a hos- 
pital be  allowed  to  retain  such  payments  (in 

569 

86 

117 

14 

excess  of  salary)  for  such  services? 

19.  As  a result  of  a request,  have  you  felt 
obligated  to  make  a donation 

376 

55 

303 

45 

a.  to  the  hospital? 

196 

27 

512 

73 

b.  to  a medical  board? 

58 

9 

564 

92 

c.  to  a departmental  fund? 

92 

15 

528 

85 

d.  to  any  other  fund? 

141 

22 

497 

78 

20.  Comments  or  suggestions  for  improvements  in  the  contractual  arrangements  for  hospital- 
based  physicians.  (Use  reverse  side  if  necessary). 
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164th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  8 through  12,  1970 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 
FEBRUARY  11,  1970 
Dinner 
ROYAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Annual  Dinner  Dance 

in  honor  of 

WALTER  T.  HELDMANN,  M.D. 

President 


Cocktail  Hour — 7:00  p.m. 
VERSAILLES  BALLROOM 
Music  by  Ben  Cutler 
Dress  Optional 
SubscHption  $22  per  person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  11,  1970. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list. 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


A NEW  CONCEPT:  FAMILY  PHYSICIAN,  WELL 

organized,  about  70  patients  daily,  20  years  same  place, 
internal  medicine,  small  office  surgery,  gynecology,  pedi- 
atrics, no  obstetrics;  gross  far  over  $100,000,  desires  to  stop 
this  permanent  overload.  Will  work  any  place  about  6 
months  yearly,  in  one  or  several  periods,  (as  locum  tenens, 
partner,  for  group  or  individual,  industrial  medicine  or 
emergency  room  of  hospital,  etc.).  Start  spring  1970.  New 
York  State  license.  Or  will  offer  same  here  (upstate  New 
York  university  city)  to  family  physician  (general  practi- 
tioner or  internist.  $15,000  to  $30,000  in  V2  year).  Liv- 
ing quarters  available.  Box  859,  % NYSJM. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  YAH,  Canandaigua,  N.Y.  14424. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CER- 
tified,  with  New  York  State  license.  Small  active  de- 
partment in  New  York.  Salary  open.  Box  872,  % 
NYSJM. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice,  Suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice 
including  OB  and  minor  surgery.  N.  Y.  State  license 
necessary.  Box  868,  % NYSJM. 


GENERAL  PRACTITIONERS  OR  SPECIALISTS 
wanted  to  replace  four  successful  physicians,  three  lost 
through  retirement  and  one  by  death.  Presently  two 
small  hospitals,  combined  52  bed  capacity.  92  bea  com- 
munity-hospital 10  minutes  away,  soon  to  more  than 
double  present  capacity.  Friendly  community  of  6500, 
with  excellent  school  system,  18  hole  championship  golf 
course,  skiing,  halfway  between  Rochester  and  Syracuse, 
and  20  minutes  from  Lake  Ontario  and  Finger  Lakes  area. 
Contact:  George  C.  Yackel,  Mayor,  Village  of  Lyons,  76 

William  Street,  Lyons,  New  York  14489. 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD  YEAR 
level  for  year  beginning  July,  1970.  AM  A approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynam- 
ically oriented  psychotherapy  emphasized.  Experience  in 
meaningful  applications  of  phychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For 
information,  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  the  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


WANTED:  GENERAL  PRACTITIONER,  ADIRON- 

dack  Mountain  resort  area.  Ski  development,  hunting, 
fishing,  all  winter  and  summer  sports  within  six  miles  of 
village.  New  30  bed  hospital.  Office  space  available. 
Ideal  family  area.  Contact:  Mrs.  Harold  J.  Nichols, 

Committee  for  Doctors,  35  Park  St.,  Tupper  Lake,  N.Y. 
12986. 


PSYCHIATRIST (S):  PROGRESSIVE  UPSTATE  NEW 

York  college  community,  anxious  to  assist  in  the  establish- 
ment of  private  psychiatric  practice.  Opportunity  also  to 
relate  to  a County  Mental  Health  Program,  as  well  as 
collegiate  student  health  needs,  if  interested.  Write  to: 
Edward  C.  Ackerman,  Admin.,  A.  O.  Fox  Memorial  Hos- 
pital, Oneonta,  N.Y.  13820. 


ANESTHESIOLOGIST,  FOR  GROUP  IN  LONG  ISLAND 
area.  Excellent  opportunity.  Box  889,  % NYSJM. 


PSYCHIATRY,  RESIDENT-FELLOW.  IN-PATIENT 
service  of  general  hospital.  Excellent  opportunity  for 
establishing  private  practice  in  fine  residential  community, 
30  minutes  from  central  New  York  City.  Half  time: 
$12,000,  with  good  potential  for  $35,000-$45,000  per  year. 
New  Jersey  license  and  Board  eligibility.  Write  Adminis- 
trator, or  S.  Prentice,  M.D.,  Chief  of  Psychiatry,  Engle- 
wood Hospital,  Englewood,  New  Jersey  07631. 


ORTHOPEDIC  RESIDENCY  AVAILABLE.  NEW 
program.  Approval  pending.  Excellent  opportunity. 
Write  or  call:  Director,  Orthopedic  Surgery,  The  Bronx  - 

Lebanon  Hospital  Center,  New  York,  N.Y.  Tel:  (212) 

588-7000. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  needed  for  community  in  upstate  New  York,  half- 
way between  Buffalo  and  New  York  City.  Splendid 
opportunity  with  good  hospital  facilities  and  university  in 
community.  Box  887,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  SMALL 
town  New  York  State.  New  hospital  with  modern  equip- 
ment, near  Toronto,  Niagara  Falls  and  Buffalo,  on  Lake 
Ontario.  Full  time,  head  department.  Fee  for  services 
plus  guaranteed  income.  Box  890,  % NYSJM. 


PSYCHIATRIST  WANTED  FOR  COMMUNITY  MEN- 
tal  Health  Clinic  located  in  rural  area  of  Western  New 
York.  Would  require  two  days  per  week  maximum.  Pres- 
ent professional  staff  of  two;  Clinical  Paychologist-Ph.D. 
and  Psychiatric  Social  Worker- ACSW.  Full  clerical  staff’. 
Address  inquiries  to  Richard  T.  Williams,  M.D.,  Wyoming 
County  Community  Hospital,  Warsaw,  New  York  14569. 
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NEED  QUICK  RESPONSE? 


Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Slate  Journal  of  Medicine. 


EQUIPMENT 


OPHTHALMOLOGISTS  BAUSCH  & LOMB  EQUIP- 
ment  for  sale  in  its  entirety;  excellent  condition.  Consul- 
tation, nurses  station  furniture  with  files;  electric  type- 
writer, desks,  chairs.  Attractive  waiting  room  furniture, 
lamps,  pictures,  tables  all  practically  new.  Three  air  con- 
ditioners (one  new).  Will  not  sell  piece  meal.  Complete 
eye  library.  No  dealers.  Call  (212)  TR  2-0979. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals— Mail  billhead  for  details.  Crane  Discount 
Corp..  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


ARE  YOU  A KEEN  YACHTSMAN?  ISLAND  STRI- 
DER,  35  ft.  GRP  sloop,  designed  by  Kim  Holman  for  ocean 
racing,  built  in  England  in  1968,  with  special  modifications 
for  cruising  in  the  Caribbean,  is  available  for  bare  boat 
charter  out  of  Grenada.  Complete  inventory  for  4,  in- 
cluding linen  and  cutlery,  80  watt  R/T  set,  inflatable 
dinghy  and  outboard.  Details  from:  Island  Strider, 

% Grenada  Yacht  Services  Ltd.,  P.O.  Box  183,  St.  George’s 
Grenada,  West  Indies. 


POSITIONS  WANTED 


ORTHOPEDIC  SURGEON,  AGE  33,  FINISHING 
training  June  1970,  desires  salaried  position  or  association 
in  New  York  City  area.  U.S.  citizen;  New  York  license; 
military  obligation  fulfilled.  Box  888,  % N YSJM. 


ANESTHESIOLOGIST,  EXPERIENCED.  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % N YSJM. 


QUALIFIED  PSYCHIATRIST  WITH  3 YEARS  OF 
approved  residency  training  and  extensive  private  practice 
and  hospital  experience,  is  seeking  to  relocate.  Will  con- 
sider Queens,  Manhattan,  or  Long  Island  only.  Prefer 
full  time  O.P.  Clinic  on  an  hour  basis,  or  association  with 
busy  psychiatrist.  Box  891,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481, 
Miami  Beach,  Florida  33141. 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE— 10  RM.,  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  comer,  main  st.  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


OFFICE  FOR  RENT  IN  CENTER  OF  ALBANY.  TEN 
minutes  from  4 hospitals  and  medical  college.  Air- 
conditioned  and  fully  equipped;  includes  EKG-X-Ray,  etc. 
Active  practice.  Will  introduce.  Option  to  buy  home. 
Office  suitable  for  internist  or  generalist.  Rent  reasonable. 
Available  in  one  to  six  months.  Box  884,  % NYSJM. 


NEPTUNE  MEDICAL  BUILDING,  2833  OCEAN  PARK- 
way,  Brooklyn  (near  Coney  Island  Hospital)  has  space 
available  (two  to  eight  rooms).  Prestige  location  in  busy 
area  of  high  rise  apartments.  Centrally  air  conditioned. 
Call  Milton  Rosen,  (212)  434-1510,  or  write  1433  Flatbush 
Ave.,  Brooklyn,  N.Y.  11210. 


PROFESSIONAL  OR  BUSINESS  OFFICE,  150TH  ST., 
Jamaica.  Ground  floor,  5 rooms,  brick,  quiet  street,  1-2 
blocks  hospital,  park,  courthouse,  IND,  Hillside  Ave. 
Tel:  297-5050. 


LAWRENCE,  NEW  YORK.  PRIME  LOCATION, 
South  Shore  Long  Island.  Home/office  combination,  2- 
story  brick;  80  X 200;  2-car  garage;  4 bedrooms.  Near 
golf,  beach,  schools,  hospital.  Immediate  occupancy. 
Good  value.  Call  weekdays  (212)  889-5416;  write  L. 
Hellen,  NACSI,  103  Park  Ave.,  New  York,  N.Y. 


SUBTENANT  TO  SHARE  SPACE  IN  EIGHT-ROOM 
fully  equipped,  well  appointed  medical  office.  Centrally 
located  in  Hollis-Flushmg  area.  Phone  (212)  HO  4-6262. 
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Index  to  Advertised  Products 


Antacids 


Mylanta  (Stuart  Company) 229 

Romach  (ROR  Chemical  Company) 339 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint 
merits,  patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G 
B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental  Assist 
ants  has  been  training  in  these  fields  for  46  years.  Our  grad 
uates  have  sound  professional  skills.  Free  Placement  Service 

Mandl  School  ,MTii»a7J43410019 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924-  Licensed  by  the  State  of  New  York 


Antibiotics 


Achromycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 247 

llosone  (Eli  Lilly  & Company) 250 


Antibiotic  analgesics 

Achrocidin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 231 


Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 256 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 221 

Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 241 


Appetite  suppressants 

Tepanil  (National  Drug  Company) 223 


Laxatives 

Senokot  (Purdue  Frederick  Company) 227 


Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 234-235,  236 


Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 237,  238-239,  240 


Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 232-233 


Topical  antibiotics 

AVC/Dienestrol  (National  Drug  Company) 242 


T ranquilizers 


Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover-217 


Urinary  antiseptic  antispasmodics 

Urised  (Conal  Pharmaceuticals  Inc.) 245 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 


A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  Bismuth 
subnitrate  "ROMACH”  350  mg.  combined  with 
standard  antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-l 


Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr. 


Vitamin  supplements 

Berocca  Tablets  (Roche  Laboratories). . . . 
Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 
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NEW  YORK  CITY  AREA 


SUNDAY,  FEBRUARY  1 

8 : 30  a.m.-l  : 1 5 p.m. 

Brookdale  Hospital  Center 

Theodore  Shapiro  Residence  Hall 
Rockaway  Parkway  and  Linden  Boulevard 
Brooklyn 

INFECTIOUS  DISEASE  AND  THE  USE 
OF  GAMMA  GLOBULIN 

Given  by  a Panel  from  Columbia  University  P & S 
NO  FEE  CREDIT:  C-1 


February  2,  1970  / February  6,  1970 

8:30  a.m.-5:30  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post- 
Graduate  School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

SURGERY  OF  THE  PARANASAL 
SINUSES 

JOSEPH  L.  GOLDMAN,  M.D.,  KARL  M.  MORGENSTEIN, 
M.D.,  SHEPPART  SIEGEL,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $350 


February  2,  1970  / July  30,  1970 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 
Six-month  Course  on 

MEDICAL  CARE  AND  HEALTH 
SERVICES  ADMINISTRATION 

Write  to  the  above  address  for  full  particulars  and 
Tuition. 


February  2,  1 970  / June  4,  1 970 

9 : 00  a.m.-l  2 : 00  noon 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  and  1 00th  Street 

INTRODUCTION  TO  GROUP 
PSYCHOTHERAPY  FOR  GRADUATE 
PSYCHIATRIST 

AARON  STEIN,  M.D.  and  Staff 
FEE:  $50 


February  2,  1 970  / June,  1 970 

The  New  York  Polyclinic  Medical  School 
and  Hospital 

345  West  50th  Street 

Course  for  General  Practitioners 

CANCER  AND  OTHER  NEOPLASTIC 
DISEASES 

NO  FEE  CREDIT:  C-1 

Write  the  Dean  for  information 


February  2,  1 970  and  February  9,  1 970 

4:30  p.m.,  Mondays 

Roosevelt  Hospital 

428  West  59th  Street 
Winston  Conference  Room 

Hand  Surgery  Conferences 

February  2 

Tendon  Grafts  in  Hand  Reconstruction 

J.  WILLIAM  LITTLER,  M.D. 

February  9 

Delayed  Primary  Tendon  Repair 

SYLVESTER  J.  CARTER,  M.D. 

New  York  Medical  College 


February  2,  1 970  / February  23,  1 970 

5:00-6:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 

PEDIATRIC  OPHTHALMOLOGY 

HESKEL  M.  HADDAD,  M.D.  and  Staff 
FEE:  $40 


MONDAY,  FEBRUARY  2 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month"  Club, 
Regional  Pathology  Society 

Pathology  Conference  Room,  The  Brooklyn  Hospital 
Division  of  the  Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue  at  Ashland  Place 
Brooklyn 

NO  FEE 


8 : 00  p.m. 

The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103rd  Street 

1.  Tumors  of  the  Retinal  Pigment 

Epithelium — Clinical  Recognition  and 
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Management 

ANDREW  P.  FERRY,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Fluorescein  Studies  in  Diseases  of  the 
Pigment  Epithelium  and  Choroidal 
Circulation 

ALEX  E.  KRILL,  M.D. 

University  of  Chicago  School  of  Medicine 

3.  Retinal  Pigment  Epithelium  and  its 
Functional  Inter-Relationship  with 
the  Rods  and  Cones 

RICHARD  W.  YOUNG,  Ph.D. 

U.C.L.A.  School  of  Medicine 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  Clinical  and  Electrocardiographic 
Features  Mimicking  or  Making 
Coronary  Arteriosclerosis 

ELLIOT  JAY  HOWARD,  M.D. 

Lenox  Hill  Hospital 

2.  Pitfalls  in  Diagnosis  of  Hip  Fracture 
for  General  Practitioners 

THEODORE  KARL  HIMELSTEIN,  M.D. 

New  York  Medical  College 

NO  FEE  CREDIT:  C-1 


February  3,  1 970  / May  26,  1 970 

Queens  Hospital  Center, 

Nuclear  Medical  Division 

82-68  164th  Street 
Jamaica 

COURSE  IN  MEDICAL  USES  OF 
RADIOACTIVE  ISOTOPES 

FEE:  $275 

Apply  to:  Lawrence  Silver,  M.D.,  Physician-in-Charge, 
Division  of  Nuclear  Medicine,  The  Long  Island  Jewish 
Hospital/Queens  Hospital  Center  Affiliation,  at  the 
above  address. 


February  3,  1970  / May  26,  1970 

3:00—5:30  p.m.,  Tuesdays 

Columbia  University  P & S 

630  West  168fh  Street 

CONTROL  SYSTEMS  IN  BIOLOGY  AND 
MEDICINE 

PROF.  A.  DIL  PARE 
FEE:  $125 


February  3,  1970  / March  26,  1970 

5:00-6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

PHYSICS  OF  DIAGNOSTIC  RADIOLOGY 

S.  HILAL,  W.  SEAMAN,  M.D.  and  Staff 

FEE:  $75  CREDIT:  C-1 


February  3,  1 970  / April  30,  1970 

8:00-10:00  p.m.,  Tuesdays  and  Thursdays 

New  York  Polyclinic  Medical  School  and 
Hospital 

345  West  50th  Street 

MEDICAL  REVIEW  COURSE  FOR 
GENERAL  PRACTITIONERS 

or  further  information,  please  write: 
he  Dean,  at  the  above  address. 

CREDIT:  C-1 


February  4,  1970  / February  25,  1970 

3:30-5:00  p.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

RECENT  ADVANCES  IN  ENDOCRINE 
AND  METABOLIC  DISEASES 

FEE:  $20  CREDIT:  C-1 


WEDNESDAY,  FEBRUARY  4 

3 : 30  p.m. 

Isaac  Albert  Research  Institute 

Conference  Room,  Masin  Pavilion  203 

86  East  49th  Street 

Brooklyn 

Basic  Science  Lecture 

THE  TRANSFER  RNA  POPULATION  OF 
NORMAL  AND  NEOPLASTIC 
MAMMALIAN  CELLS 

I.  BERNARD  WEINSTEIN,  M.D. 

Columbia  University  P & S 


5:00-6:30  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Fifth  Avenue  at  106th  Street 

RADIOGRAPHIC  ANALYSIS  OF  VISION 
LOSS 

i 

STEPHEN  L.  TROKEL,  M.D. 

Columbia-Presbyterian  Hospital 
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THURSDAY,  FEBRUARY  5 

Columbia  University  P & S,  Departments  of 
Biochemistry,  Microbiology,  Surgery, 
Pathology  and  Gynecology 
Columbia-Presbyterian  Medical  Center 

Alumni  Auditorium 
630  West  168th  Street 

SYMPOSIUM  ON  COLLAGENASE 

INES  MANDL,  M.D.,  Chairman 

Write  to:  DR.  MANDL  at  the  above  address 


9:00-1  1:00  a.m. 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis 

Final  Meeting  of  Post-Graduate  Course  in  Fundamentals  of 
Electro -Cardiography 

COMMON  TACHYCARDIAS 

PAUL  TORNAMBE,  M.D. 

NO  FEE  CREDIT:  C-l 


February  5,  1970  and  February  12,  1970 

11:00  a.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

Moderator:  WILLIAM  LE  STRANGE,  M.D. 

February  5 

Use  and  Abuse  of  Blood  Transfusion 

JOSEPH  B.  GORDON,  M.D. 

February  12 

Vaso  Motor  Rhinitis 

HENRY  SINGER,  M.D. 

CREDIT:  C-l 


February  5,  1970  and  February  12,  1970 

8:30  p.m.,  Thursdays 

St.  Luke’s  Hospital  Center 

Sunderland  Auditorium 
Amsterdam  Avenue  at  1 13th  Street 

February  5 
Tuberculosis 

A.  L.  LOOMIS  BELL,  M.D. 

February  12 
Alcoholism 

FRANK  SEIXUS,  M.D. 

National  Council  on  Alcoholism 

CREDIT:  C-l 


THURSDAY,  FEBRUARY  5 

9 : 00  p.m. 

Booth  Memorial  Hospital 

Main  Street  and  Booth  Memorial  Avenue 
Flushing 

EARLY  DETECTION  OF  BREAST  CANCER 

PHILIP  STRAX,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


February  6,  1970  and  February  13,  1970 

8:00  a.m.-9:30  a.m.,  Fridays 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

THE  APPROACH  TO  PEDIATRICS  AND 
GYNECOLOGY  FOR  THE  FAMILY 
PHYSICIAN 

February  6 

Gyn  Symptoms  and  Interpretations 

EPHRAIM  SCHARFMAN,  M.D. 

Downstate  Medical  Center 

February  13 

Iron  Deficiency  Anemia  in  Children 

NORTON  RITZ,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


SATURDAY,  FEBRUARY  7 

8 : 30  a.m.  Registration 

Medical  Society  of  the  State  of  New  York 
Committee  on  the  Medical  Aspects  of  Sports 

The  Americana  Hotel 
Georgian  Room 

SYMPOSIUM  ON  THE  MEDICAL 
ASPECTS  OF  SPORTS 

CREDIT:  C-1 


February  7,  1970  and  February  14,  1970 

9:00-1  1 :00  a.m.,  Saturdays 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium 

444  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

Given  by  H.  RANDALL  TOLLEFSEN,  M.D. 

February  7 

*9.  Carotid  Body  Tumor.  Schwanoma. 

Esophageal  Diverticulum. 

10.  Endoscopy.  Cancer  of  the  Larynx: 
Partial  Laryngectomy;  Total 
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Laryngectomy;  Radical  Neck 
Dissection  Plus  Larynx;  Tracheal 
Stoma  Construction;  Statistics. 

February  14 

11.  Benign  Parotid  Tumors:  Superficial 
Parotidectomy  with  Facial  Nerve 
Dissection. 

12.  Cancer  of  the  Parotid:  Total 
Parotidectomy  with  and  without 
Neck  Dissection. 

* See  previous  issues  for  earlier  lectures. 


February  8,  1 970/ February  12,  1970 
Medical  Society  of  the  State  of  New  York 

The  Americana  Hotel 

52nd  Street  and  Seventh  Avenue 

164th  ANNUAL  CONVENTION 

Wotch  for  the  Program  in  the  January  1st  issue  of  the 
New  York  State  Journal  of  Medicine. 


MONDAY,  FEBRUARY  9 

4:00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

Basic  Science  Building 
450  Clarkson  Avenue 
Brooklyn 

Visiting  Scholar  lecture 

BIG  BUSINESS  IN  THE  1970’s 

WILLIAM  H.  PETERSON,  Economist 
United  States  Steel  Corporation 


MONDAY,  FEBRUARY  9 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

CUTANEOUS  DISORDERS  ASSOCIATED 
WITH  MALABSORPTION  SYNDROMES 

GERALD  FRIEDMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


5 : 00—7 : 00  p.m. 

New  York  Board  of  Trade 

Home  of  Henry  L Lambert 
91 1 Pork  Avenue 


5:00  p.m. 

Brooklyn  Gastroenterological  Association 
and  the  Brooklyn  Society  of  Internal 
Medicine 

Downstate  Medical  Center 
Lecture  Hall  I 
450  Clarkson  Avenue 
Brooklyn 

ADVANCES  IN  LIVER  DISEASES 

SHEILA  SHERLOCK,  M.D. 

Royal  Free  Hospital,  School  of  Medicine 
University  of  London,  England 


8 : 00  p.m. 

Beth  Israel  Hospital 

1 2th  Floor  Conference 
Dazian  Pavilion 
1 0 Nathan  D.  Perlman  Place 

CURRENT  STATUS  OF  CHEMOTHERAPY 
IN  LUNG  CANCER 

JULIUS  WOLF,  M.D. 

V.A.  Hospital,  Bronx 


TUESDAY,  FEBRUARY  10 

10:00  a.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  Tenth  Floor  Lecture  Hall 

DETECTION  AND  MANAGEMENT  OF 
CONGENITAL  HEART  DISEASE  IN 
INFANCY 

EUGENIE  DOYLE,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


12:00  noon 

Division  of  Gastroenterology  and  the 
Department  of  Medicine 
Brooklyn-Cumberland  Medical  Center 

The  Brooklyn  Hospital  Division 
121  DeKalb  Avenue 
Brooklyn 

CHRONIC  LIVER  DISEASE 

SHEILA  SHERLOCK,  M.D. 

Royal  Free  Hospital  School  of  Medicine 
University  of  London,  England 


9:00  p.m. 

Queens  County  Psychiatric  Society 

City  Hospital  at  Elmhurst 
79-01  Broadway 
Elmhurst 

MEETING  OF  THE  INNER  AND 
EXTERNAL  WORLDS:  IN 


UNIVERSAL  HEALTH  INSURANCE 

HOLLIS  INGRAHAM,  M.D. 

Commissioner  of  Health,  New  York  State 
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SCHIZOPHRENIA,  EVERYDAY  LIFE 
AND  CREATIVITY 

SILVANO  ARIETI,  M.D. 

New  York  Medical  College 


WEDNESDAY,  FEBRUARY  11 

4 : 00-5 : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

STUDIES  OF  ADIPOSE  TISSUE  IN  OBESE 
AND  NON-OBESE  HUMANS 

JULES  HIRSCH,  M.D. 

The  Rockefeller  University 


5 : 00-6 : 30  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Fifth  Avenue  at  1 06th  Street 

PHAKOMATOSES 


Infectious  Diseases 
February  19,  1970 

Cardiovascular  Diseases 
February  26,  1960 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-1 


RAMON  L.  FONT,  M.D. 

Georgetown  University  School  of  Medicine 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103rd  Street 

CRUCIAL  ISSUES  IN  PSYCHOANALYSIS 

EDWARD  T.  ADELSON,  M.D. 

Discussants: 

GEORGE  R.  KRUPP,  M.D. 

IRVING  BIEBER,  M.D. 


THURSDAY,  FEBRUARY  12 

4 : 30  p.m. 

The  Roosevelt  Hospital 

428  West  59th  Street 
Winston  Conference  Room 

HISTOPLASMOSIS 

GERALD  BAUM,  M.D. 

V.A.  Hospital,  Cleveland,  Ohio 

CREDIT:  C-1 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 

February  5,  1970 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 

February  19  and  20 

Modern  Concepts  in  Coronary  Care 

March  6 

Depression  in  the  Medically  III  Patient 

March  12-June  11  (Thursday  evenings) 
Physical  Examination  of  the 
Cardiac  Patient 

April  9 

Neurology  Seminar  Day 

April  10  and  1 1 

Thirty-third  Annual  UB  Alumni 
Spring  Clinical  Days 

May  7 

Ear,  Nose  and  Throat 
May  14  and  15 

New  Adjuncts  in  Anesthesiology 

CREDIT:  C-1 
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TWO-WAY  TELEPHONE 
CONFERENCES 


Two-way  Conference  Programs 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept.  16 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the  first 
Wednesday  and  the  once-a-month  series  on  Trauma 
presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  221  1 Main  Street,  Buffalo,  N.Y., 
Tel.  (716)  833-2726. 


NASSAU  COUNTY 


February  4,  1 970  and  February  11,  1970 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

LECTURES  IN  PATHOLOGY 

Given  by:  E.  J.  FELDERMAN,  M.D. 

February  4 
Heart 

February  1 1 

The  Respiratory  System 

CREDIT:  C-l 


RADIO  FOR  NEW  YORK  CITY  AREA 


1 2 noon-1  : 00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCE  FOR 
PHYSICIANS 

Station  WRVR-FM  106.7  Mhz. 

February  2 

To  be  announced 

February  9 

The  Acute  Abdomen 

JOHN  H.  CARTER,  M.D. 

HAROLD  F.  WELCH,  M.D. 

ALBANY  MEDICAL  COLLEGE 

CREDIT:  C-l  will  be  granted  if  attendance  is  taken 


RADIO  FOR  ALBANY  AND 
CANTON  AREAS 


February  1 / February  15,  1970 

1 2 noon-1  :00  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 

February  2 and  9 
To  be  announced 

February  3,  4 and  6 

Breast  Cancer,  Operable,  Inoperable  and 
Disseminated 

NYLENE  ECKLES,  M.D. 

ELEANOR  MONTAGUE,  M.D. 

EDGAR  C.  WHITE,  M.D. 

University  of  Texas 

February  9 and  12 
The  Acute  Abdomen 

JOHN  H.  CARTER,  M.D. 

HAROLD  F.  WELCH,  M.D. 

Albany  Medical  College 

February  10,  11  and  13 
Head  and  Neck  Trauma 

ROBERT  L McLAURIN,  M.D. 

DONALD  A.  SHUMRICK,  M.D. 

University  of  Cincinnati  College  of  Medicine 

CREDIT:  C-1  will  be  granted  if  attendance  is  taken 


FUTURE  EVENTS  IN 
NEW  YORK  CITY  AREA 


TUESDAY,  FEBRUARY  17 

9:00  a.m.-5:00  p.m. 

’“Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association 
Downstate  Medical  Center 

Lecture  Hall  1 

450  Clarkson  Avenue 

Brooklyn 

A Teaching  Conference  for  Practicing  Physicians 

RECENT  ADVANCES  CONCERNING 
LUNG  CANCER 

Morning  Session 

Epidemiology  of  Lung  Cancer 

GEORGE  W.  COMSTOCK,  M.D. 

Johns  Hop'kins  Training  Center  for  Public  Health  Research 

1.  Basic  Information 

2.  Pathological  Considerations 
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Afternoon  Session 

1.  Diagnostic  Aspects 

2.  Clinical  Aspects 

NO  FEE  CREDIT:  C-1 

*Co-sponsor:  Medical  Society  of  the  County  of  Kings. 

Please  register  with  Brooklyn  Tuberculosis  and  Respi- 
ratory Disease  Association,  Inc.,  293  Schermerhorn  Street, 
Brooklyn,  N.Y.  11217.  Tel.  (21  2)  624-8531 


February  18,  1970  / March  25,  1970 

8:00-10:00  a.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

Coney  Island  Hospital 
Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
PSYCHIATRY  FOR  COMMUNITY 
PHYSICIANS 

MORTON  WACHSPRESS,  M.D.,  LESLIE  FINE,  M.D. 
DAVID  N.  GRAUBERT,  M.D. 

NO  FEE  CREDIT:  C-1 

Register  now:  CLARENCE  G.  ROBINSON,  M.D.,  Coney 
Island  Hospital,  at  the  above  address. 


THURSDAY,  FEBRUARY  26 

8:30  a.m.-5:00  p.m. 

The  Special  Committee  on  Infant  Mortality 

Medical  Society  of  the  County  of  New  York 

The  Commodore  Hotel 

Lexington  Avenue  and  42nd  Street 

Symposium  on 

FUNCTIONAL  PATHOLOGY  ON  THE 
FETUS  AND  NEONATE:  CLINICAL 
CORRELATIONS 

Morning  Session 

IN  -UTERO  PHYSIO-PATHOLOGICAL 
DIAGNOSIS 

Moderator: 

ROBERT  A.  ALDRICH,  M.D. 

University  of  Washington  School  of  Medicine 
Seattle,  Washington 

1.  Fertilization,  Implantation,  and 
Embryogenesis 

LUIGI  MASTROIANNI,  JR.,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

2.  Approaches  to  Fetus 

(a)  Antepartum  (Extra-Uterine) 

ALLAN  B.  WEINGOLD,  M.D. 

New  York  Medical  College 

(b)  Intrapartum  (Intra-Uterine) 

KARLIS  ADAMSONS,  M.D. 

Columbia  University  P & S 


3.  Genetics  and  the  Fetus  and  Neonate 

HENRY  L.  NADLER,  M.D. 

Northwestern  University  Med:cal  School 

4.  Appraisal  of  the  Fetus  and  Neonate: 
Growth,  Development,  Nutrition 

LOUIS  GLUCK,  M.D. 

University  of  California,  San  Diego  School  of 
Medicine 

5.  Open  Discussion 

Afternoon  Session 

EXTRA-UTERO  PHYSIO-PATHOLOGICAL 
DIAGNOSIS 

Moderator: 

LOTTE  STRAUSS,  M.D. 

Mount  Sinai  School  of  Medicine 

1.  The  Abortus 

DAVID  H.  CARR,  Ph.D. 

McMaster  University,  Canada 

2.  Autopsy  of  the  Fetus  and  Neonate, 
Including  the  Central  Nervous  System 

WILLIAM  A.  BLANC,  M.D. 

Columbia  University  P & S 

3.  The  Placenta  and  its  Cord  and 
Membranes 

HERMOGENES  ALVAREZ,  M.D. 

University  of  Uruguay  School  of  Medicine 

4.  Education,  Accreditation,  and  Legal 
Considerations 

ALFRED  A.  ANGRIST,  M.D. 

Albert  Einstein  College  of  Medicine 

5.  The  Future  of  Perinatal 
Physio-Pathology 

KURT  BENIRSCHKE,  M.D. 

University  of  Dartmouth  School  of  Medicine 

6.  Open  Discussion 

7.  Summary  of  Symposium 

RICHARD  L.  DAY,  M.D. 

Mount  Sinai  School  of  Medicine 

8.  Concluding  Remarks 

HAROLD  ABRAMSON,  M.D.,  Chairman 
New  York  Medical  College 

FEE:  $20  CREDIT  C-1 

Pre-Registration:  The  Special  Committee  on  Infant 

Mortality,  Medical  Society  of  the  County  of  New  York, 
10  Columbus  Circle,  New  York,  N.Y.  10019.  Tel. 
Ju  2-5858. 


PHYSICIANS’  PLACEMENT 


HERKIMER,  N.Y.,  Herkimer  County,  needs  two  G.P.'s  and  a 
Pediatrician  and  Internist. 

CONTACT:  MR.  GEORGE  A.  NUFFER,  JR.,  Adm.  Herkimer 

Memorial  Hospital,  690  West  German  Street, 
Herkimer,  N.Y.  13350. 

Tel.  (315)  866-3330 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  "it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 


BAYER  ss. 

CHILDREN’S 

ASPIRIN  Qj# 
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Third  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Georgian  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Moderator,  Alexius  Rachun,  M.D., 
Team  Physician,  Cornell  University 

A.  The  Pathology  of  Sports  Trauma 

B.  Injury  to  Women  in  Sports 

C.  Skin  Problems  in  Athletics 

D.  The  Adolescent  in  Sports 

Luncheon — 12:30  p.m.,  Royal  Ballroom.  Guest  Speaker: 

Weeb  Ewbank,  Head  Coach,  The  New  York  Jets 

Program — Afternoon  Session — 2:00  p.m.  Moderator,  John  A.  Ripp,  M.D., 
Team  Physician,  Carle  Place  High  School 

E.  The  Work  of  a Team  Physician 

F.  Field  Diagnosis  of  an  Injured  Player 

G.  The  Team  Approach:  Coach,  Doctor  and  Player 

H.  On-Field  Appraisal  of  Head,  Neck  and  Spinal  Injuries 

Live  Demonstration  Taping  Clinic — 9:00  a.m.  to  5:00  p.m., 

Georgian  Ballroom  B 

Continuous  Sports  Cinema  Program — 9:00  a.m.  to  5:00  p.m., 

Versailles  Ballroom,  second  floor 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $7.00  per  person 

Name 

(please  print) 

Address 

street 


City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Companion  building  to  future  Headquarters  at  Lake  Success,  New  York 

i64th  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  - •-  STATE  OF  NEW  YORK 

February  8-12, 1970  Americana  of  New  York  New  York  aty 


Highlights  . . . General  Sessions:  Man  and  His  Environment;  Cardiovascular  Diseases; 
Infections:  Viral,  Bacteriologic,  Parasitic;  Oncology 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance*  Scientific  and  Technical  Exhibits • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to!  Reservations  Manager,  Americana  of  New  York. 


3mericana  OF  NEW  YORK 


SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10019 


Please  make  reservations  for 

..  persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  unfit  6:00  PM 
unleu  later  arrival  it  indicated) 

Probable  Departure  Date.. 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 
SINGLE  BEDROOM 


□ $20.00 
□ $28.00 

□ $22.00 
□ $30.00 

□ $24.00 

□ $32.00 

a 

□ 

$26.00 

$34.00 

TWIN  OR 

DOUBLE-BEDDED  ROOMS 

FOR  TWO 

□ $26.00 
□ $34.00 

□ $28.00 
□ $36.00 

□ $30.00 

□ $38.00 

□ $32.00 

□ $40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 
□ $34.00 

□ $28.00 

□ $30.00 

□ 

$32.00 

STUDIO  ROOMS  FOR 

TWO 

□ $30.00 

□ $38.00 

□ $32.00 

□ $40.00 

Q $34.00 

□ $36.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00 

□ $60.00 

□ $65.00 

□ 

$70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00 

□ $86.00 

□ $90.00 

□ 

$105.00  & up 

NOTE:  These  rates  apply  for  the  duration  of  you 
convention. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  8-12,  1970 
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“The  Big  Squirt” 
provides  breathing 
comfort  when  the  little 
squirt  catches  cold... 
helps  prevent  otitis  media 

Neo-Synephrine®  can  also  he  helpful  in  keeping  the 
eustachian  tubes  open  and  help  reduce  the  risk  of  middle 
ear  involvement.  Because  Neo-Synephrine  shrinks 
edematous  turbinates  almost  on  contact  and  also  promotes 
ventilation  and  drainage,  nasal  symptoms  are  quickly 
relieved.  The  child  can  breathe  more  comfortably,  eat  and 
rest  more  readily.  Virtually  free  of  systemic  side  effects, 
mild  Neo-Synephrine  might  have  been  made  especially 
for  children's  delicate  respiratory  tissue  — it  does  not 
interfere  with  ciliary  activity  and  has  little  rebound 
tendency.  Neo-Synephrine  may  be  used  for  infants  in 
Vh  or  strenuths. 

Neo-Synephrine  ■ 

brand  of  phenylephrine  HCI 

available  for  children  in: 

Nasal  Spray.  1 / ; (20  ml.) 

Solutions.  1 Ar<  (I  oz.)  and  V* <r/c  ( 1 5 ml.) 

l/l/mthrop 

Wmihrop  I abora  tones.  New  York.  N S 1 00 MS 
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for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Table!  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0 1 mg  of  fol  c acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bott.es  of  100. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Contraindications:  Edema;  danger  of 
cardiac  decompensation;  history  or 
symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  al- 
lergy; history  of  blood  dyscrasia.The 
drug  should  not  be  given  when  the  pa- 
tient is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large 
doses  of  the  alka  formulation  are  con- 
traindicated in  glaucoma. 

Warning  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic 
ulcer;  perform  upper  gastrointestinal 
x-ray  diagnostic  tests  if  drug  is  con- 
tinued. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  re- 
ceiving such  therapy.  Use  with  caution 


in  the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  care- 
fully select  patients,  avoiding  those 
responsive  to  routine  measures  as  well 
as  contraindicated  patients.  Obtain  a 
detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  includ- 
ing a blood  count.  Patients  should  not 
exceed  recommended  dosage,  should 
be  closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore  throat, 
or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water 
retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal 
hemorrhage  occur  Make  complete 
blood  counts  at  weekly  intervals  during 
early  therapy  and  at  2-week  intervals 
thereafter.  Discontinue  the  drug  imme- 
diately and  institute  counter  measures 
if  the  white  count  changes  significantly. 


granulocytes  decrease,  or  immature 
forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions  The  more  com- 
mon are  nausea  and  edema.  Swelling  i 
the  ankles  or  face  may  be  minimized  b 
withholding  dietary  salt,  reduction  in 
dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertensio 
the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug 
has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulce 
The  patient  should  be  instructed  to  tat 
doses  immediately  before  or  after  mec 
or  with  milk  to  minimize  gastric  upset. 
Drug  rash  occasionally  occurs.  If  it 
does,  promptly  discontinue  the  drug 
Agranulocytosis,  exfoliative  dermatiti: 
Stevens-Johnson  syndrome,  Lyell's 
syndrome  (toxic  necrotizing  epidermo 
sis),  or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  a 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness. ..and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin  alka  ^ 

100  mg  phenylbutazone 

100  mg  dried  aluminum  hydroxide  gel 

1 50  mg  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions. warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


luire  permanent  withdrawal  of  med- 
tion  Agranulocytosis  can  occur  sud- 
ily  in  spite  of  regular,  repeated  normal 
nte  counts.  Stomatitis  and.  rarely, 
ivary  gland  enlargement  may  require 
>sation  of  treatment.  Such  patients 
)uld  not  receive  subsequent  courses 
the  drug.  Vomiting,  vertigo  and 
guor  may  occur.  Leukemia  and  leuke- 
nd  reactions  have  been  reported, 
ule  not  definitely  attributable  to  the 
jg,  a causal  relationship  cannot  be 
;luded. Thrombocytopenic  purpura 
j aplastic  anemia  may  occur.  Con- 
nonal  states,  agitation,  headache, 
rred  vision,  optic  neuritis  and  tran- 
nt  hearing  loss  have  been  reported, 
have  hyperglycemia,  hepatitis,  jaun- 
e,  hypersensitivity  angiitis,  pericarditis 
j several  cases  of  anuria,  glomer- 
inephritis  and  hematuria.  With  long- 
m use,  reversible  thyroid  hyperplasia 
iy  occur  infrequently.  Moderate  lower- 


ing of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses. Trial  period:  1 week.  Main- 
tenance dosage  should  not  exceed  4 
capsules  daily,  response  is  often 
achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's  weight, 
general  health,  age  and  any  other  fac- 
tors influencing  drug  response. 

(B)46-070-C 

For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 
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^ SAFE,  EFFECTIVE, 
CHOLESTEROL  LOWERING  AGENT 
Indicated  in: 


ADJUNCTIVE 
THERAPY  in 
RDIOVASCULAR 
CONDITIONS 


TOTAL  LIPIDS  Mg.  % CHOLESTEROL  Mg.  % 


PHOSPHOLIPIDS  Mg  % TRIGLYCERIDE  Mg.  % 


These  four  charts  are  from 
a controlled  study  on 
the  MANAGEMENT  of 
SECONDARY 
HYPERLIPEMIA 


(using  Lipo-K  therapy. ) 


NUMBER  OF  DAYS  FROM  INITIATION  of  THERAPY 


NUMBER  OF  DAYS  FROM  INITIATION  ol  THERAPY 


No  side  effects  or  Conlraindfobons  to  de 
Normal  precautions  should  be  maintained 


% 


Potassium  iodide  is  an 
outstanding  mucolytic 
agent1 4 that  usually  tastes 
like  rust  on  the  rocks. 
lodo-Niacin  is  unusual. 

Few  would  quarrel  with  the  mucus- 
liquefying  value  of  potassium 
iodide  in  acute  and  chronic  bron- 
chitis, asthma  and  emphysema. 
It's  outstanding  in  freeing  mucus 
plugs  and  strings.  But  the  taste. 
Uggh!  Give  your  patient  lodo- 
Niacin  and  you  give  him  the  iodide 
benefits  without  the  iodide  taste. 
lodo-Niacin  comes  in  taste-free 
tablets.  Action  is  rapid  and  well- 
tolerated.5’6  All  that's  missing  is  the 
uggh!  Good  riddance. 

lodo-Niacin  "Each  Slosol»  coated  tablet 
contains  potassium  iodide  135  mg.  and  niacin- 
amide hydroiodide  25  mg. 

RESPIRATORY  DISEASE:  The  use  of  lodo- 
Niacin  is  indicated  wnenever  an  expectorant 
action  is  desired  to  increase  the  flow  of  bron- 
chial secretion  and  thin  out  tenacious  mucus 
as  seen  in  bronchial  asthma,  and  other 
chronic  pulmonary  disease.  lodo-Niacin  has 
also  proven  of  value  in  sinusitis,  bronchitis, 
bronchiectasis,  and  other  chronic  and  acute 
respiratory  diseases  wnere  the  expectorant 
action  of  iodide  is  desired. 

RATIONALE:  The  signs  and  symptoms  of 
pellagra,  bromism,  and  iodism  are  similar  in 
many  respects  and  have  been  postulated  by 
some  investigators  to  be  caused  by  the  same 
mechanism:  poisoning  of  coenzymes  I and  II. 
These  enzymes  are  vital  to  cellular  oxidative 
metabolism  and  are  essential  in  the  Krebs’ 
cycle.  Nicotinic  acid  is  specific  for  the  therapy 
of  pellagra.  Its  use  in  the  prevention  or  treat- 
ment of  iodism  follows  from  the  above  postu- 
lation: a source  of  replenishment  of  the  pyri- 
dine ring  structure  in  coenzymes  I and  II. 
DOSAGE:  THE  ORAL  DOSE  FOR  ADULTS  IS 
TWO  TABLETS  AFTER  MEALS  TAKEN  WITH 
A GLASS  OF  WATER.  For  children  over  eight 
years,  one  tablet  after  meals  with  water.  Tne 
dosage  should  be  individualized  according  to 
the  needs  of  the  patient  on  long-term  therapy. 
SIDE  EFFECTS:  Serious  adverse  side  effects 
from  the  use  of  lodo-Niacin  are  rare.  Mild 
symptoms  of  iodism  such  as  metallic  taste, 
skin  rash,  mucous  membrane  ulceration, 
salivary  gland  swelling,  and  gastric  distress 
have  occurred  occasionally.  These  generally 
subside  promptly  when  the  drug  is  discon- 
tinued. Pulmonary  tuberculosis  is  considered 
a contraindication  to  the  use  of  iodides  by 
some  authorities,  and  the  drug  should  be  used 
with  caution  in  such  cases.  Rare  cases  of  goiter 
with  hypothyroidism  have  been  reported  in 
adults  who  had  taken  iodides  over  a prolonged 
period  of  time,  and  in  newborn  infants  whose 
mothers  had  taken  iodides  for  prolonged  peri- 
ods. The  signs  and  symptoms  regressed  spon- 
taneously after  iodides  were  discontinued. 
CAUTION:  The  causal  relationship  and  exact 
mechanism  of  action  of  iodides  of  this  phe- 
nomenon are  unknown.  Appropriate  precau- 
tions should  be  followed  in  pregnancy  and 
in  individuals  receiving  lodo-Niacin  for  pro- 
longed periods. 

SUPPLIED:  Bottles  of  100,  500  and  1,000  Slosol 
coated  pink  tablets. 

REFERENCES:  1.  Modell,  W.,  ed.,  Drugs  of 
Choice,  1968-1969,  pg.  435.  2.  Carryer,  H.  M., 
and  Henderson,  L.  L.:  Postgrad.  Med.,  41: 612, 

1967.  3.  Wells.  Jr.,  R.  E.:  M.  Clin.  North  Amer- 
ica. 44: 5,  1960.  4.  Richerson,  H.  B.:  Hospital 
Formulary  Management,  (Sept.)  1967.  5.  Stern, 
F.  H:.  Psychosomatics,  Aug.  15,  1968.  6.  Abra- 
hamson,  Jr.,  I.  A.,  et  at.:  E.E.N.T.  Dig.,  July, 

1968. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others, 
from  the  Film  Library  of  the  State  of  New  York  Department  of  Health * 


Sperm  Maturation  in  the  Male  Reproductive 
Tract:  Development  of  Motility.  Sound,  color, 
16  mm.,  thirteen  minutes. 

The  film  demonstrates  that  rabbit  sperma- 
tozoa undergo  a remarkable  change  in  motility 
characteristics  as  they  pass  through  the  male 
reproductive  tract.  Sperm  from  the  seminifer- 
ous tubules  and  ductuli  efferentes  show  only 
weak,  vibratory  motion  in  vitro,  whereas  those 
from  the  distal  caput  epididymides  move  in  a 
swift,  circular  fashion.  Transitional  forms  of 
movement  are  shown  as  they  occur  in  samples 
from  the  corpus  epididymidis.  Rapid  forward 
movement  with  longitudinal  rotation,  character- 
istic of  mature  spermatozoa,  is  finally  achieved 
as  the  sperm  enter  the  cauda  epididymidis  and 
ductus  deferens.  Suggested  audiences  are  med- 
ical students  and  physicians. 

Source  and  producer:  University  of  Wash- 

ington Press,  Seattle,  Washington. 


The  Pharmacist  and  Cancer.  Sound,  color,  16 
mm.,  twenty-two  minutes. 

The  film  shows  the  pharmacist’s  role  in  can- 
cer control  by  serving  as  a link  between  the 
public  and  physician,  encouraging  customers  to 
see  their  physicians  at  the  first  warning  sign 
which  might  mean  cancer,  and  discouraging 
dangerous  self-medication.  Symptoms  are  re- 
lated to  actual  cancers  which  are  shown.  Also 
shown  are  cancer  detection  procedures  such  as 
Papanicolaou  smears,  mammography,  thermog- 
raphy, and  proctosigmoidoscopy  and  advanced 
methods  of  treatment.  Pharmacists  are  seen 
giving  appropriate  answers  to  the  pointed  and 
sometimes  difficult  questions  frequently  put  to 
them  by  their  customers,  doing  so  without  diag- 
nosing or  prescribing  for  them.  The  film  is 
intended  for  health  professionals  only. 

Source  and  producer:  American  Cancer  So- 
ciety, Syracuse,  New  York. 

* Film  evaluations  are  provided  by  the  Committee  on 
Audio  Visual  Aids  of  the  Commission  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman: 

Wilbur  M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quin- 
livan,  M.D.,  Albany. 


Thyroid  Cancer:  Diagnosis  and  Treatment. 

Sound,  color,  16  mm.,  twenty  minutes. 

The  film  demonstrates  the  diagnostic  pro- 
cedures used  for  thyroid  gland  tumors,  includ- 
ing palpation,  radioactive  isotope  scans,  radi- 
ography, and  biopsy.  Histologic  types  of  car- 
cinoma are  correlated  with  survival  rates. 
Patterns  of  metastasis  are  illustrated.  Surgical 
approaches  to  management  ranging  from  radi- 
cal to  conservative  are  presented  with  the 
rationale  for  each,  as  well  as  indications  for 
radical  neck  dissection.  Postoperative  manage- 
ment and  follow-up  are  discussed. 

Source  and  producer:  American  Cancer  So- 

ciety, Syracuse,  New  York. 

Tell  Me  Where  to  Turn.  Sound,  color,  16  mm., 
267s  minutes. 

This  film  is  designed  to  show  how  informa- 
tion and  referral  services  help  tear  down  the 
walls  between  people  who  need  help  and  people 
whose  job  it  is  to  give  help  by  bringing  them 
together  for  the  best  interests  of  the  com- 
munity. The  purpose  of  this  film  is  to  stimu- 
late understanding  and  encourage  interest 
which  hopefully  will  lead  to  action:  to  develop 

such  a service  in  a community  where  none  ex- 
ists, or  to  strengthen  an  already  existing  serv- 
ice to  make  it  meet  community  needs  more  ef- 
ficiently and  economically. 

Through  vignettes  of  seven  men  and  women 
and  a child,  reflecting  varied  problems,  the  film 
shows  how  the  trained  social  worker  in  the  in- 
formation and  referral  service  is  able  to  bridge 
the  gap  between  these  people,  who  do  not  know 
where  to  turn  for  help,  and  local  health  and 
social  welfare  agencies  which  do  exist  and  are 
able  and  willing  to  provide  the  help.  The  film 
shows,  too,  how  the  referral  worker  can  un- 
cover unmet  community  needs,  and  spur  crea- 
tion of  new  services  or  broadening  of  old  ones. 
It  is  appropriate  for  showing  to  a wide  variety 
of  individuals  and  groups:  professional  and 

volunteer  health  and  welfare  workers,  physi- 
cians, nurses,  clergy,  civic  officials,  students, 
and  so  on. 

Source  and  producer:  Public  Affairs  Com- 

mittee, 381  Park  Avenue  South,  New  York, 
New  York  10016. 
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oothing 

relief  for 
hair-raising 
cough 


1 • ® 

eiiylm  m 

EXPECTORANT 

Each  fluidounce  contains:  80  mg.  BenadryD  (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grains' 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5“i-  alcohol. 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  it 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prep 
ration  of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  re i 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleasa 
raspberry  flavor  makes  BENYLIN  EXPECTORANT  easy  to  take 
PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-eoniaining  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  expectorant  should  be  prescribed  S 
with  caution  because  of  possible  additive  effect.  Diphenhydramine  * 
has  an  atropine-like  action  which  should  be  considered  when  pre-  1 
scribing  BENYLIN  EXPECTORANT. 

adverse  REACTIONS : Side  reactions  may  affect  the  nervous,  gastro-  ~.  f 
intestinal,  and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nen’ousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


Choloxiir 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  pectoris:  his- 
tory of  myocardial  infarction;  cardiac  arrhythmia  or  tachy- 
cardia, either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED.  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII,  VIII,  IX,  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED.  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
he  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  .new- 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2°  » incidence),  arrhythmia  (0.5°  o),  myocardial 
ischemia  (<0.1°  o),  cardiomegaly  ( < 0.1 0 o),  fatal  and  non-fatal 
myocardial  infarctions  (< 0.2°  n).  Insomnia,  nervousness,  pal- 
pitations. tremors,  weight  loss,  lid  lag.  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  A few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  1°,  o.  Headache,  changes  in  libido,  hoarse- 
ness. tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  1°  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  l"  o of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdraw-al  rate 
was  less  than  3°/o. 

DOSAGE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemic  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg.  kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg./kg.,  to  be  increased  in  0.05  mg./kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


How  to  lower  cholesterol . . . 


by  really  trying 


It  takes  effort.  Put  your  patient 
on  a low- cholesterol,  low-sat- 
urated fat  diet.  Make  him  stick 
to  it.  This  may  be  enough.  If 
it  isn't,  a cholesterol-lowering 
agent  can  help. 

choloxin  is  an  agent  that 
helps  cope  with  the  problem 
of  hypercholesterolemia  in  eu- 
thyroid, non-cardiac  patients 


who  need  to  try  again. 

choloxin  works.  It  effec- 
tively lowers  high  serum 
cholesterol  15-35%  in  most 
patients  . . . keeps  it  down  in 
over  90%  of  these  patients 
(those  with  Fredrickson-Lees 
Types  II  or  III  hyperlipidemia J. 

And  economical,  conve- 
nient once-a-day  doses  make  it 


easier  for  your  hypercholester- 
olemic  patient  to  keep  trying. 

If  it’s  worth  a really  good 
try,  it's  worth  CHOLOXIN. 

Everything  you'll  want  to 
know  about  choloxin  may 
not  be  covered  here.  For 
samples,  literature  or  addi- 
tional information,  write  or 
call  your  Flint  man. 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether 
drug-induced  lowering  of  serum  cholesterol  or  other  lipid  levels 
has  a detrimental,  a beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart  disease. 
Several  years  will  be  required  before  current  investigations 
can  yield  an  answer  to  this  question. 
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(sodium  dextrothyroxine) 
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Editorials 


Status  of  rabies  in  New  York  State 


Hollis  S.  Ingraham,  M.D.,  state  health 
commissioner,  reports  that  a significant  rise 
of  rabies  in  animals  occurred  in  1969  in 
New  York  State,  principally  in  four  north- 
ern counties. 

For  the  first  nine  months  of  the  year,  161 
cases  were  reported,  compared  with  35  cases 
for  the  same  period  of  1968.  Cases  reported 
through  September  30,  1969,  were  from  17 
counties  and  included  nine  dogs,  97  foxes,  13 
cows,  and  42  miscellaneous  species,  mainly 
bats  and  skunks. 

One  hundred  thirty-three  of  the  cases 
originated  in  northern  New  York,  where  the 
disease  was  introduced  from  Canada  several 
years  ago.  Clinton  County  had  54  rabid 
animals,  Jefferson  County  50,  St.  Lawrence 
County  18,  and  Essex  County  11. 

The  two  important  reservoir  species  in 
Clinton  County  are  foxes  and  skunks,  while 
foxes  are  the  major  reservoirs  in  Jefferson, 
St.  Lawrence,  and  Essex  Counties. 

Rabies  was  not  diagnosed  in  1969  in  the 
central  New  York  area,  where  it  was  prev- 
alent for  more  than  two  decades  until  the 
early  1960s.  Only  one  rabid  animal  (a  bat) 
was  reported  in  the  area  east  of  the  Hudson 
River,  although  the  disease  existed  in  ad- 


jacent New  England  states.  In  Western 
New  York,  rabies  continued  at  a low  level 
(from  1 to  5 cases)  in  Allegany,  Erie, 
Genesee,  Lewis,  Monroe,  Seneca,  Steuben, 
and  Wayne  Counties. 

Although  foxes  and  skunks  are  the  most 
important  reservoirs  of  rabies,  bats  are  also 
carriers,  and  rabid  bats  may  be  found  in 
any  area  of  the  State  at  any  time.  In  1969, 
isolated  cases  of  bat  rabies  occurred  in  Al- 
bany, Greene,  Monroe,  Rensselaer,  Saratoga, 
Steuben,  and  Ulster  Counties. 

Rabies  has  existed  in  New  York  State  at 
least  since  early  colonial  times.  The  disease 
is  somewhat  cyclic  in  nature,  and  its  re- 
ported incidence  peaked  in  1946,  when  1,175 
animals  were  diagnosed  as  rabid.  Wildlife 
rabies  is  the  most  important  problem;  dog 
rabies,  which  is  the  principal  threat  to  man, 
has  been  largely  controlled  since  the  Depart- 
ment’s dog  vaccination  program  was  begun 
in  1946.  The  last  human  death  from  rabies 
in  New  York  State  occurred  in  1953. 

In  recent  years,  most  counties  with  rabies 
problems,  other  than  in  bats,  have  carried 
out  dog  vaccination  programs.  Present  vac- 
cines are  so  effective  in  dogs  that  the  control 
programs  should  be  continued. 


Report  from  the  Central  New  York  Regional  Medical  Program 


Physicians  all  over  Central  New  York 
and  Pennsylvania  will  soon  be  able  to  keep 
up  to  date  with  the  latest  in  medical  ad- 
vances, merely  by  picking  up  the  telephone. 

Under  a new  project  sponsored  by  the 
Central  New  York  Regional  Medical  Pro- 
gram (RMP),  five-minute  lectures  of  “core” 
information  on  about  500  different  medical 
subjects  will  be  available  to  physicians  by 
dialing  a toll-free  telephone  number  and 
requesting  the  program  they  wish  to  hear. 


RMP  is  one  of  55  such  programs  through- 
out the  country  working  to  improve  care  of 
patients  with  heart  disease,  cancer,  stroke, 
and  related  conditions.  On  the  local  level, 
it  acts  as  a coordinator  and  clearing-house 
for  projects  initiated  by  various  community 
groups. 

The  dial  access  project  will  be  funded  by 
a one-year  grant  of  $21,223,  taken  from 
funds  not  expended  by  RMP  in  1968  to 
1969.  It  was  approved  by  the  U.S.  Public 
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Health  Service  Division  of  Regional  Med- 
ical Programs,  but  funds  are  not  currently 
available  in  Washington  for  new  RMP 
projects. 

The  area  covered  by  the  local  RMP  in- 
cludes 15  Central  New  York  counties  plus 
Bradford  and  Susquehanna  in  northern 
Pennsylvania.  The  dial  access  project  will 
be  headquartered  at  the  Robert  Packer  Hos- 
pital in  Sayre,  Pennsylvania. 

In  addition  to  the  areas  covered  by  the 
Central  New  York  RMP,  dial  access  will  be 
available  to  physicians  in  these  additional 
Pennsylvania  counties:  Tioga,  Lycoming, 

Sullivan,  Wayne,  Pike,  Lackawanna,  Lu- 
zerne, Union,  Montour,  Columbia,  and 
Clinton. 

This  area  has  a population  of  approxi- 
mately 2.7  million  people,  of  which  3,200 
are  physicians.  The  geographic  dimen- 
sions are  approximately  270  by  100  miles. 

In  addition  to  the  brief  medical  lectures, 
each  month  a review  of  current  literature  on 
heart  disease,  cancer,  and  stroke,  RMP’s 
main  targets,  will  be  available  over  the  tele- 
phone. Following  each  tape,  the  physician 
will  be  given  the  opportunity  to  request 


photostats  of  any  articles  which  interest 
him. 

Richard  H.  Lyons,  M.D.,  coordinator, 
has  said:  “This  project  will  help  the  prac- 

ticing physician  gain  important  information 
to  assist  him  with  the  treatment  of  many 
patients  with  whom  he  needs  immediate 
help,  as  well  as  to  keep  abreast  of  the  latest 
literature  on  heart  disease,  cancer,  and 
stroke. 

This  type  of  continuing  education  pro- 
gram has  many  advantages  not  found  in  the 
traditional,  formal  course  approach. 
Physicians  can  select  the  program  they 
want  to  hear,  when  it  is  convenient  for  them 
in  their  home  or  office. 

Generally,  doctors  have  to  travel  great 
distances  for  courses  at  times  and  places  se- 
lected by  other  people  on  subjects  they  may 
have  no  need  to  review.” 

Other  projects  sponsored  by  the  Regional 
Medical  Program  include  Continuing  Edu- 
cation in  Nursing,  the  Mobile  Rehabilita- 
tion Consulting  Service,  Oneida  County 
Tumor  Conference,  and  emphasis  on  the 
categorical  diseases  in  the  St.  Joseph’s  Hos- 
pital Family  Practice  Project. 


Correction:  Annual  Convention — Scientific  Sessions  and  Sections  will 

run  from  Sunday,  February  8,  through  Wednesday,  February  11. 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


•Best.  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  ol  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p 480. 
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DECLOSTATIN  300 

I)emethdchlortrtr*cydineH<’l  300  mg  1|  • f 

and  Nystatin  500,000  units  I'-w  -m 

CAPSULE-SHAPED  TABLETS  Ud^rle  IJtltlll 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMY CIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  he  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  he  given  .1  hour  before  or  2 hours  after 
meals,  since  absorption  is  unpaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  03SS!% 
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Echo  30  virus  was  first  isolated  in  New 
York  State  from  a patient  with  abacterial 
meningitis  in  1958.1  This  strain,  named 
Bastianni,  was  recognized  by  the  Entero- 
virus Committee,  now  the  Panel  for  Picor- 
naviruses,  as  the  prototype  strain  of  Echo 
30. 2 Viruses  related  to  Echo  30  were  dis- 
covered during  outbreaks  of  abacterial  men- 
ingitis in  Scotland  in  1959, 34  in  Minnesota 
in  I960,5-6  in  a general  practice  in  Ashing- 
ton,  Northumberland,  England,  in  1966, 7 
and  in  Berlin  in  1967.8  Their  sporadic  oc- 
currence was  also  reported  in  1962  in  Cali- 
fornia.9 In  New  York  State  Echo  30  infec- 
tions were  observed  only  occasionally  from 
1959  to  1967  but  were  widespread  during 
the  summer  of  1968.  This  report  describes 
virologic,  clinical,  and  epidemiologic  find- 
ings in  the  1968  Echo  30  outbreak. 


Materials  and  methods 

Patients’  specimens  were  received  frozen 
(feces,  spinal  fluids),  in  glycerol  (feces),  or 
in  crushed  ice  (throat  swabs,  urine,  and 
clotted  bloods) . 

Cell  CULTURES.  Primary  cultures  of 
cynomolgus  MK  (monkey  kidney)  and 
pHA  (human  amnion)  prepared  in  this  lab- 
oratory and  strain  WI-38*  (diploid  hu- 
man embryonic  lung  cells)  were  used. 

Cell  cultures  were  maintained  with  me- 
dium 199  in  Hanks’  balanced  salt  solution 
which  was  supplemented  with  15  per  cent 
tryptose  phosphate  broth  for  primary  cul- 
tures of  MK  and  pHA,  or  with  2 per  cent 
fetal  bovine  serum  for  WI-38  cells.  All 
media  contained  100  units  of  penicillin  and 
100  micrograms  of  streptomycin  per  milli- 
liter. 

Newborn  and  adult  mice,  Albany  strain, 
were  from  a mouse  colony  maintained  at  the 
Division  of  Laboratories  and  Research. 

Suspensions  of  fecal  specimens  were  pre- 
pared for  inoculation  as  described  by  Dall- 
dorf  and  Sickles.10  Suspensions  of  blood 
clots  were  prepared  by  the  same  procedure. 
Throat  swabs  were  collected  in  5 ml.  of 
Hanks’  balanced  salt  solution,  containing 
0.5  per  cent  gelatin,  300  units  of  penicillin, 
and  300  micrograms  of  streptomycin  per 
milliliter.  Table  I lists  inoculation  pro- 
cedures used.  Mice  were  observed  for  four- 
teen days.  Cell  cultures  were  incubated  at 

•Flow  Laboratories,  12601  Twinbrook  Parkway,  Rock- 
ville, Maryland. 


TABLE  I.  Inoculation  procedures  used  (ml.) 


Mice 

(8  Per  Inoculation  Route) 

Cell  Culture 

-—Adult—' 

Newborn ' 

- — (3  Per  System)  — • 

Host  System 

ic* 

ic*  scf  ip** 

MK  pHA  WI-38 

Fecal  suspension 

Not  done 

0.03  0.02  0.05 

1 . 0 (adsorbed  for  90 
minutes  at  35  C.) 

Blood  clot  suspension,  throat 

swab,  spinal  fluid,  urine 

0.03 

0.03  0.02  0.05 

0 . 2 (no  adsorption) 

* Intracerebral 
t Subcutaneous. 

**  Intraperitoneal. 
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TABLE  II.  Isolation  rates  of  Echo  30  virus  in  different  cell  culture  systems 


Positive  only  in 


Tissue  Culture 

Number 

Tested 

Number 

Neg- 

ative 

- — Positive— 
Per 

Number  Cent 

Human 

Cell 

Culture 

One 

System 

Monkey  kidney 

35 

13 

22 

63 

1 

Primary  human  amnion 

33 

2 

31 

94] 

\ 

14 

7 

WI-38  (diploid  human  embryonic  lung) 

11 

2 

9 

82  J 

1 

35  C.  for  seven  days;  if  cytopathic  effects 
were  not  observed,  a passage  was  per- 
formed. Viruses  isolated  were  identified  by 
neutralization  tests  as  described  elsewhere.1 

Results 

Thirty-five  virus  isolates  were  recovered; 
21  were  propagated  on  primary  isolation  in 
MK  as  well  as  in  one  or  two  of  the  human 
cell  cultures,  pHA  and  WI-38.  One  strain 
was  isolated  only  in  monkey  kidney  cells, 
whereas  14  strains  were  recovered  only  in 
cells  of  human  origin  (Table  II).  Twenty- 
five  strains  were  isolated  from  feces,  8 from 
cerebrospinal  fluid,  and  1 each  from  blood 
clot  and  from  throat  swab  (Table  III).  Re- 
covery of  virus  from  stool  specimens  was 
successful  up  to  thirty  days  after  onset  and 
from  spinal  fluids  up  to  twenty-one  days. 
Virus  isolation  from  throat  swabs  and  blood 
was  successful  in  1 patient  on  the  first  day 
of  disease.  No  isolation  was  obtained  from 
urine  specimens,  throat  swabs,  and  blood 
clots  collected  four  to  seven  days  after  onset. 

The  35  virus  strains  were  isolated  from 
specimens  of  29  patients.  In  11  of  these 
individuals,  the  diagnosis  was  meningitis, 
meningoencephalitis,  or  encephalitis  (Table 
IV).  The  most  frequent  signs  and  symp- 
toms mentioned  in  the  histories  were  severe, 
excruciating  headaches,  fever,  and  pleocy- 
tosis in  the  spinal  fluid;  less  frequent  were 
nausea  and  vomiting,  diarrhea,  listlessness, 
and  photophobia.  The  counts  of  white 
blood  cells  in  spinal  fluid  varied  from  28  to 
200  with  50  to  75  per  cent  lymphocytes. 
School  children  and  adults  up  to  forty-four 
years  of  age  were  affected  (Table  V).  The 
first  infection  was  observed  in  July;  the 
peak  incidence  was  in  August  and  Septem- 
ber, and  a few  cases  occurred  in  October 
and  November  (Table  VI).  This  outbreak 


was  preceded  by  and  partially  overlapped 
an  outbreak  of  hand,  foot,  and  mouth  dis- 
ease caused  by  Coxsackie  A16  virus.  In 
addition,  marked  general  enterovirus  ac- 
tivity throughout  the  season  was  reflected 
by  confirmation  of  47  cases  of  enterovirus 
other  than  Echo  30  or  Coxsackie  A16  (Table 
VI)  ; the  clinical  diagnoses  included  crib 
death,  upper  respiratory  infection,  skin 
rash,  diarrhea,  meningitis,  encephalitis, 
pleurodynia,  and  pericarditis.  The  entero- 
virus infections  were  randomly  distributed 
over  the  State. 


TABLE  III.  Interval  between  onset  of  symptoms 
and  collection  of  specimen  from  which  Echo  30 
virus  was  isolated 


Specimen 

Type  Number 

Interval 

(Days) 

Stool 

25 

1, 

1,2,  3,3,  3,  3,  3,  3,  3, 
4,  5,  6,  6,  6,  7,  7,  7,  7, 
8,  8,  9,  9,  22,  30 

Cerebrospinal 

fluid 

8 

1, 

2,  3,  3,  4,  4,  7,  21 

Throat  swab 

1 

1 

Blood  clot 

1 

1 

Total 

35 

TABLE  IV.  Signs  or  symptoms  of  illness  in  29 
patients  from  whom  Echo  30  virus  was  isolated 


Number 

Signs  or  Symptoms*  of  Patients 


Encephalitis  4 

Meningoencephalitis  2 

Meningitis  5 

Fever  14 

Excruciating  headache  12 

Pleocytosis  in  cerebrospinal  fluid  10 

Nausea  4 

Vomiting  4 

Diarrhea  2 

Photophobia  1 

Listlessness  1 


* Data  from  histories  supplied  by  physicians. 
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TABLE  V.  Age  of  patients  with  virologically 
confirmed  Echo  30  infection 


Age  Group 
(Years) 

Number  of 
Patients 

<6 

0 

6 to  10 

7 

1 1 to  20 

8 

21  to  30 

9 

31  to  40 

4 

>40 

1 

Total 

29 

TABLE  VI.  Monthly  incidence  of  virologically 
confirmed  enterovirus  infections  in  1968 


Number  of  Patients 
Coxsackie 


Month 

Total 

Echo  30 

A16 

Other* 

April 

1 

0 

0 

1 

May 

2 

0 

0 

2 

June 

2 

0 

0 

2 

July 

11 

1 

5 

5 

August 

36 

9 

15 

12 

September 

29 

13 

1 

15 

October 

13 

5 

1 

8 

November 

3 

1 

0 

2 

December 

0 

0 

0 

0 

Total 

97 

29 

22 

47 

* Includes  Coxsackie  A4,  5,  7,  9;  Coxsackie  B3,  4,  5;  and 
Echo  3 , 6,  7.  9,  11,  12,  14,  16,  25,  29,  31. 


Comment 

Echo  30  virus  occurred  throughout  the 
State  of  New  York  during  the  summer  of 
1968  and  appeared  to  be  the  etiologic  agent 
in  an  outbreak  of  febrile  illness  with  fre- 
quent central  nervous  system  involvement. 
Although  this  assumption  is  based  on  viro- 
logic  data  only,  it  is  justified  since  virus  was 
isolated  not  only  from  stools  but  also  from 
spinal  fluid  in  8 of  the  29  cases  and  from 
blood  in  1 case.  Thus,  the  possibility  that 
the  virus  may  have  been  a mere  passenger 
is  excluded.  Laboratory-confirmed  epidem- 
ics of  Echo  30  virus  were  also  observed  dur- 
ing the  same  period  in  the  states  of  New 
Jersey  and  Washington.1112  The  clinical 
lata  show  that  Echo  30  virus  infections  oc- 
curred mainly  in  school  children  and  young 
adults,  that  it  led  to  various  degrees  of  cen- 
tral nervous  system  involvement,  and  that 
this  agent  must  be  considered  in  the  differ- 
ential laboratory  diagnosis  of  acute  encepha- 
litis. In  contrast  to  findings  of  other  inves- 


tigators,00 we  observed  no  paralytic  disease. 
Recovery  was  rapid  and  complete.  No  fatal 
cases  came  to  our  attention. 

Virus  excretion  was  demonstrated  in 
stools  up  to  thirty  days  after  onset.  The 
virus  was  readily  isolated  from  spinal  fluid 
during  the  first  week  of  illness  and  in  1 pa- 
tient three  weeks  after  onset,  suggesting  an 
extended  persistence  of  the  virus  in  the  cen- 
tral nervous  system. 

As  has  been  reported  by  Duncan,3-13  hu- 
man cell  cultures  were  found  to  be  more 
susceptible  for  virus  isolation  than  MK  cul- 
tures. The  observation  that  the  Echo  30 
outbreak  occurred  during  a season  of  gen- 
eral enterovirus  activity  including  wide- 
spread occurrence  of  Coxsackie  A16  virus 
in  hand,  foot,  and  mouth  disease  and  of  18 
other  enterovirus  types  in  sporadic  cases 
with  various  diagnoses  underlines  the  com- 
plexity of  enterovirus  epidemiology  and 
clinical  features. 
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T HERE  is  little  doubt  that  prolonged,  unin- 
terrupted exposure  to  high  levels  of  air  pol- 
lutants is  harmful  to  many  individuals.  In 
recent  years,  this  observation  has  been  well 
documented  in  the  medical  literature.1-5 
Acute  and  intermittent  exposures  increase 
morbidity  and  mortality  among  adults  al- 
ready suffering  from  chronic  respiratory  or 
cardiac  conditions.0-9  Zeidberg,  Prindle, 
and  Landau10  and  Girsh  et  al.11  reported 
that  the  asthmatic  attack  rate  in  adults  and 
children  varied  directly  with  levels  of  at- 
mospheric sulfur  dioxide.  Recently,  Glas- 
ser,  Greenberg,  and  Field12  reported  an 
increase  in  asthma  and  bronchitis  in  pa- 
tients over  forty-five  years  of  age  during  a 

* Supported  by  a grant  from  the  Wyeth  Laboratories, 
Philadelphia,  Pa. 


period  of  high  atmospheric  pollution  in  New 
York  City.  During  that  same  period,  in  late 
1966,  we  observed  an  increase  in  respiratory 
symptoms  among  the  children  visiting  the 
emergency  room,  cystic  fibrosis  and  allergy 
clinics  of  the  Long  Island  College  Hospital. 
These  observations  prompted  the  following 
study  of  patients  visiting  the  pediatric 
emergency  room  during  that  time. 

Material  and  methods 

On  November  20,  1966,  a high-pressure 
system  accompanied  by  low  wind  velocity 
and  temperature  inversion  developed  over 
the  eastern  third  of  the  United  States,  re- 
sulting in  limited  dispersion  of  air-borne 
contaminants.  Unusually  high  levels  of 
pollutants  built  up  in  the  New  York  metro- 
politan area  from  November  23  through  No- 
vember 26. 

On  observing  an  increase  in  respiratory 
symptoms  among  children  visiting  the  Long 
Island  College  Hospital,  we  decided  to  re- 
view all  children  visiting  the  emergency 
room  from  November  16  through  December 
6.  This  period  included  the  week  of  the  air 
pollution  episode,  beginning  Wednesday,  No- 
vember 23,  and  continuing  through  Tuesday, 
November  29,  and  the  weeks  of  November  16 
through  22  and  November  30  through  De- 
cember 6,  which  were  used  as  controls  to 
moderate  the  significance  of  respiratory  in- 
fection and  other  variables  that  might  have 
been  present  in  the  community  at  that  time. 

During  the  three  weeks,  we  examined  a 
total  of  420  children  ranging  in  age  from 
eight  months  to  fifteen  years.  Eighty-three 
of  these  children  had  respiratory  symptoms. 
All  83  were  later  asked  to  return  to  the  Long 
Island  College  Hospital  for  allergy  evalua- 
tion. Of  these,  45  reported  back,  and  40 
completed  the  evaluation,  which  included 
data  on  the  history  of  allergy,  physical  ex- 
amination, nasal  smears,  and  scratch  and 
intradermal  tests  for  molds,  dust,  ragweed, 
grasses,  milk,  and  eggs.t 

The  limited  emergency  room  data  allowed 
only  the  broadest  subdivisions  of  respiratory 
disease.  Among  the  criteria  for  allergy 
were  a history  (family,  past,  and  current) 
of  asthma  and  allied  conditions. 

Patient  records,  including  the  results  of 

t Prepared  by  Hollistcr-Stier  Laboratories,  Spokane, 
Washington. 
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TABLE  I.  Daily  sulfur  dioxide  levels  and  number  of  pediatric  emergency  room  visits 


Periods 

Sulfur  Dioxide  Levels 

Number  of  Pati 

Respiratory 

Symptoms 

Total  per 
Day 

Symptoms  of 
Expiratory 
Obstruction 

VrFlu  / 

Harlem 

Bklyn 

First  Week,  November 

16 

0 15 

0.14 

17 

2 

1 

17 

0 35 

0 22 

13 

4 

1 

18 

0.36 

0 20 

21 

0 

0 

19 

0.21 

0.07 

20 

4 

3 

20 

0.19 

0.19 

26 

5 

3 

21 

0 26 

0.26 

20 

2 

1 

22 

0.26 

0 26 

18 

1 

0 

Totals 

135 

18 

9 

Second  Week  (Pollution 

Episode),  November 

23 

0.37 

0 80  + 

23 

3 

1 

24 

0 52 

0.76 

16 

2 

1 

25 

0.43 

...t 

10 

2 

1 

26 

0.28 

...t 

29 

12 

9 

27 

0.13 

...t 

26 

11 

6 

28 

0.16 

0.06 

17 

4 

3 

29 

0.17 

0.10 

15 

3 

1 

Totals 

136 

37 

22 

Third  Week,  November  30 

0.15 

0.17 

21 

6 

1 

December 

1 

0 20 

0 33 

24 

6 

0 

2 

0.15 

0.09 

16 

4 

1 

3 

0.11 

0 07 

19 

3 

1 

4 

0.10 

...t 

26 

4 

1 

5 

0.35 

0.19 

23 

4 

1 

6 

0.37 

...t 

20 

1 

0 

Totals 

149 

28 

5 

* Ppm  = parts  of  sulfur  dioxide  per  million  parts  of  air. 

t Measurements  were  not  recorded  on  these  days.  However,  following  the  peak  level  of  0.80  plus  parts  per  million  on  Novem- 
ber 23,  sulfur  dioxide  concentrations  began  a decline  in  Brooklyn  that  continued  on  November  25,  26,  and  27  commensurate  with 
that  in  Manhattan. 


allergy  testing,  were  organized  according  to 
the  week  each  patient  had  originally  visited 
the  hospital. 

The  visits  for  each  day  were  then  corre- 
lated with  the  daily  measurements  of  at- 
mospheric sulfur  dioxide  levels  for  Manhat- 
tan and  Brooklyn  (Table  I).  Measurements 
of  atmospheric  sulfur  dioxide  constitute  a 
parameter  of  industrial  pollution,  a signifi- 
cant factor  in  this  study.  Other  parameters 
of  air  pollution  not  included  here  are  carbon 
monoxide,  a vehicular  parameter,  and  smoke 
shade,  an  atmospheric  haze  measurement. 

Comment 

The  Long  Island  College  Hospital  was  well 
located  for  the  purposes  of  this  study  as 
shown  in  Figure  1.  Its  position  was  down- 


wind of  the  Consolidated  Edison  stacks  on 
the  upper  East  River  during  November  21 
and  22,  and  on  November  23  and  24  the  area 
received  atmospheric  pollution  from  Man- 
hattan and  New  Jersey.  Although  New  Jer- 
sey is  west  of  Manhattan,  industrial  pol- 
lutants emitted  at  high  elevations  and 
trapped  in  the  inversion  layer  are  likely  to 
overpass  part  of  Manhattan  and  come  to  the 
ground  in  Brooklyn.12  That  this  actually 
happened  can  be  presumed  from  the  signifi- 
cantly higher  sulfur  dioxide  levels  measured 
by  the  Brooklyn  Polytechnic  Institute  as 
compared  with  those  measured  in  Harlem 
(Fig.  1).* 

* Sulfur  dioxide  levels  for  Manhattan  in  this  study  were 
recorded  by  the  New  York  City  Department  of  Air  Pollu- 
tion Control  ( now  the  Department  of  Air  Resources ) at 
their  121st  Street  station  in  Harlem  and  for  Brooklyn  by  the 
Brooklyn  Polytechnic  Institute  near  Long  Island  College 
Hospital. 
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FIGURE  1,  Arrows  on  map  show  how  direction 
of  winds  on  November  21  and  22  and  November 
23  and  24  contributed  to  movement  of  atmos- 
pheric industrial  pollution  from  Manhattan  and 
New  Jersey  to  vicinity  of  Long  Island  College 
Hospital. 


Results 

The  number  of  patients  visiting  the  emer- 
gency room  and  the  daily  sulfur  dioxide 
levels  for  Manhattan  and  Brooklyn  during 
the  three-week  period  are  shown  in  Table  I. 

There  was  no  significant  difference  in  the 
total  number  of  emergency  room  visits  for 
each  of  the  three  weeks.  The  figures  for 
each  day  were  also  approximately  equivalent. 
However,  there  was  a marked  rise  in  the 
number  of  patients  with  respiratory  symp- 
toms during  the  week  of  the  air  pollution 
episode.  This  increase,  when  compared  with 
the  two  control  weeks,  is  statistically  sig- 
nificant despite  slight  rises  in  the  sulfur 
dioxide  during  the  two  control  weeks  (p  = 
<0.005). 

The  increase  in  respiratory  symptoms  was 
most  marked  on  November  26  and  27,  sug- 
gesting a seventy-two-hour  lag  between  the 
peak  sulfur  dioxide  level  and  the  increased 
appearance  of  symptoms.  This  fact  may  re- 
flect the  patient’s  reluctance  to  seek  medical 
attention  over  the  Thanksgiving  holiday. 
However,  such  a latent  period  was  also  noted 
by  Glasser,  Greenburg,  and  Field  in  their 
study  of  adults  during  the  same  pollution 
episode.13 

We  compared  November  26  and  27  with 
the  other  days  in  the  control  periods  and 


FIGURE  2.  Schematic  representation  of  daily 
sulfur  dioxide  levels  as  recorded  in  Brooklyn  and 
Harlem  from  November  16  to  December  6 and 
number  of  patients  visiting  emergency  room  on 
those  days  with  respiratory  symptoms  charac- 
terized mainly  by  expiratory  obstruction. 


the  pollution  week.  The  proportion  of  re- 
spiratory patients  on  those  two  days  was 
significantly  higher  than  would  be  expected 
based  on  the  proportions  for  the  other  days 
(p  = <0.001  for  November  26  and  p = 
<0.02  for  November  27) . During  those  two 
days,  there  was  also  an  increase  in  the 
number  of  visiting  children  whose  respira- 
tory symptoms  were  characterized  mainly 
by  expiratory  obstruction.  Again,  the  pro- 
portions of  patients  with  expiratory  wheez- 
ing on  November  26  and  27  were  signifi- 
cantly greater  than  the  proportions  of  pa- 
tients with  these  symptoms  on  the  other 
days  (p  = <0.001  and  <0.02  respectively), 
as  seen  in  Figure  2. 

Judged  on  the  basis  of  the  various  diag- 
nostic criteria  used  in  the  allergy  evalua- 
tions most  of  the  40  children  who  completed 
the  evaluations  were  considered  to  have  al- 
lergic constitutions.  At  least  two  factors 
may  account  for  this:  (1)  asthmatic  chil- 

dren tend  to  have  greater  difficulty  during 
October  and  November14-15  and  (2)  the  let- 
ters that  were  sent  to  recall  the  patients  for 
evaluation  mentioned  an  interest  in  allergy 
and  air  pollution.  Hence,  the  subjects  who 
returned  may  represent  a biased  sampling. 
Nonetheless,  8 of  the  9 children  who  re- 
turned of  the  first  week's  group  were  found 
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to  have  allergic  constitutions,  as  were  15  of 
the  18  from  the  second  week  and  8 of  the  13 
from  the  third  week. 

Although  the  percentage  of  allergic  chil- 
dren among  those  tested  with  respiratory 
difficulty  was  high  for  each  of  the  three 
weeks,  the  total  number  of  those  with  re- 
spiratory difficulty  who  were  found  to  be  al- 
lergic was  greater  for  the  week  of  pollution. 

One  striking  difference  between  the 
groups  from  the  pollution  and  control  weeks 
showed  up  in  the  analysis  of  the  individual 
parameters  for  allergy  specifically  the  skin 
test  for  molds  (Table  II).  Nineteen  (86 
per  cent)  of  the  22  children  evaluated  from 
the  two  control  weeks  showed  skin  reactiv- 
ity to  molds  in  contrast  to  8 (44  per  cent) 
of  the  18  from  the  pollution  week. 

One  may  hypothesize  from  these  findings 
that  during  the  week  of  high  pollution,  the 
number  of  children  with  positive  mold  test 
results  were  relatively  low  as  compared  with 
the  number  of  those  asthmatic  patients  hav- 
ing difficulty  when  there  was  no  pollution. 
Hence,  it  is  reasonable  to  assume  that  the 
high  incidence  and  severity  of  symptoms 
during  this  time  occurred  in  allergic  indi- 
viduals who  were  reacting  to  the  pollution. 
More  exhaustive  studies  are  necessary  to 
determine  the  specific  noxious  agents  and, 
perhaps,  the  constitutional  predisposition  of 
these  children. 


All  of  the  children  with  allergic  constitu- 
tions had  histories  of  respiratory  difficulty 
from  asthma,  allergic  rhinitis,  or  other  con- 
tinuing nasal  symptoms.  The  frequency  of 
asthma  in  relation  to  the  age  of  a population 
is  bimodal,  with  peaks  under  sixteen  years 
and  over  forty  years  of  age.  This  study  sug- 
gests a relationship  between  the  occurrence 
of  severe  air  pollution  and  an  increase  of 
obstructive  respiratory  symptoms  in  chil- 
dren under  sixteen  years  of  age.  This  rela- 
tionship seems  similar  to  that  generally  ob- 
served in  people  over  forty,  despite  the  ab- 
sence in  children  of  factors  such  as  smoking 
and  so-called  chronic  irreversible  pulmonary 
disease. 

Summary 

High  levels  of  atmospheric  sulfur  dioxide 
occurred  in  the  vicinity  of  Long  Island  Col- 
lege Hospital  over  several  days  of  this  study. 
During  a three-week  period,  including  the 
week  preceding  and  the  week  following  that 
of  the  pollution  episode,  we  examined  83 
children  with  respiratory  symptoms  out  of 
420  who  visited  the  pediatric  emergency 
room.  Forty  of  the  83  children  completed 
allergy  evaluations.  Most  had  allergic  con- 
stitutions, but  those  who  visited  during  the 
period  of  pollution  showed  a lower  skin  re- 
activity to  molds.  The  study  revealed  a sta- 


TABLE  II.  Results  of  allergy  evaluation  in  children  with  respiratory  symptoms* 


First  Week  (9)—. 

Second  Week  (Pollution 
. Episode)  (18  f) 

• — Third  Week  (13)-. 

Number 

N umber 

Number 

Patients  Per 

Patients  Per 

Patients  Per 

Evaluations 

Positive  Cent 

Positive  Cent 

Positive  Cent 

History  of  respiratory 


symptoms 

8 

89 

Family  history 

8 

89 

Physical  examination 

3 

33 

Nasal  smear 

3 

33 

Skin  Tests 

Dust 

9 

100 

Mold 

7 

78 

Ragweed 

6 

67 

Grass 

2 

22 

Egg 

1 

11 

Milk 

3 

33 

13 

72 

5 

38 

13 

72 

7 

54 

9 

50 

3 

23 

4* ** 

25** 

5 

38 

17 

94 

9 

69 

8 

44 

12 

92 

11 

61 

6 

46 

12ft 

TO  tt 

3 

23 

5ft 

29ft 

4 

30 

6ft 

35ff 

7 

54 

* This  table  is  based  on  the  numbers  of  children  with  respiratory  symptoms  from  each  of  the  three  weeks  who  later  returned 
to  the  pediatric  section  for  allergy  evaluation.  Of  the  18  children  with  respiratory  symptoms  who  visited  the  emergency  room 
the  first  week,  9 completed  evaluation,  as  did  18  of  37  from  the  second  week  and  13  of  28  from  the  third  week. 

t Twenty-three  children  examined  during  the  week  of  pollution  returned  for  allergy  evaluation,  but  data  on  5 were  incomplete. 
Of  these  5,  however,  4 had  histories  of  asthma. 

**  These  figures  are  based  on  a total  of  16  children  evaluated, 
tt  These  figures  are  based  on  a total  of  17  children  evaluated. 
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tistically  significant  rise  in  obstructive 
symptoms  during  the  several  days  of  high 
sulfur  dioxide  levels  as  compared  with  the 
days  preceding  and  following  the  pollution 
episode  (p  = <0.005).  This  rise  was  more 
evident  on  two  consecutive  days  seventy-two 
hours  following  the  peak  sulfur  dioxide  level 
(p  = <0.001  and  <0.02). 
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Materials  and  methods 


Effects  of  Diuretics 
on  Renal  and  Intestinal 
Handling  of  Calcium* 

EROL  GURSEL.  M.D. 
Riverdale,  New  York 

Department  of  Urology,  Columbia  University 
College  of  Physicians  and  Surgeons,  and  Francis 
Delafield  Hospital.  New  York  City 


P OLLOWING  THE  ORIGINAL  OBSERVATIONS 
of  Zinsser  in  19541  and  Lamberg  and  Kuhl- 
back  in  1959, 2 various  diuretics  have  been 
tried  to  diminish  the  urinary  excretion  of 
calcium.3-10 

Hypercalciuria  is  the  commonest  abnor- 
mality in  recurrent  urinary  stone  forma- 
tion.11 The  dietary  restriction  of  calcium 
intake  and  the  chelating  of  calcium  in  the 
gut  with  various  medications  are  the  sug- 
gested treatments  of  hypercalciuria.  The 
use  of  diuretics  in  the  control  of  urinary  cal- 
cium excretion  is  a relatively  new  concept, 
and  at  present  only  partial  results  have  been 
available.  The  use  of  benzothiazide  diuret- 
ics to  block  uric  acid  excretion  is  well  known 
and  may  precipitate  gout.12 

The  purpose  of  this  study  was  to  inves- 
tigate the  effects  of  the  most  promising  di- 
uretic, chlorthalidone  (Hygroton)  ,t  on  renal 
and  intestinal  handling  of  calcium  in  pa- 
tients with  urolithiasis. 

* The  Merit  H.  Cash  prize  winning  essay  for  1969. 

f Geigy  Pharmaceuticals,  Ardsley,  N.Y. 


Ten  patients,  7 female  and  3 male, 
ranging  in  age  from  thirty-four  to  sixty- 
nine,  with  recurrent,  calcium-containing 
renal  stones  were  used  in  this  study.  They 
were  well  known  to  the  stone  clinic  of  the 
Squier  Urological  Clinic. 

The  patients  were  given  a maintenance 
calcium  diet,  700  mg.  of  calcium  in  twenty- 
four  hours,  at  least  two  weeks  in  advance  of 
the  administration  of  5 to  10  microcuries  of 
calcium-47  chloride  with  a predetermined 
specific  activity.  Radioactive  calcium  was 
given  with  50  mg.  of  carrier  (cold)  calcium 
chloride  orally  one  hour  before  breakfast 
following  an  overnight  fasting  period.  Dur- 
ing the  following  four-hour  period  the  sub- 
jects were  hydrated  to  get  a urine  flow  of 
not  less  than  2 cc.  per  minute.  Venous  blood 
was  drawn  at  the  first-,  second-,  and  fourth- 
hour  periods.  Two  two-hour  samples  of 
urine  were  collected.  Determination  of  the 
radioactivity  was  done  following  the  dry 
ashing  of  the  samples  in  concentric  ring 
planchettes.**  Ring  planchettes  were  used 
to  get  a homogeneous  precipitate.  Two  cc. 
of  blood  and  3 cc.  of  urine  were  used  for  the 
study.  Activity  was  recorded  with  a win- 
dow-type Geiger  tube.tt  In  each  instance 
samples  were  counted  under  identical  condi- 
tions, and  background  throughout  the  study 
remained  remarkably  stable.  The  results 
were  expressed  as  the  percentage  of  the  ad- 
ministered dose  per  liter  of  plasma  and  as 
the  percentage  of  the  administered  dose  in 
each  two-hour  urine  sample.  Clearance  of 
calcium-47  was  calculated  from  the  standard 
formula  (U  X V P),  using  the  serum  and 
urinary  activities. 

The  radiation  resulting  from  the  admin- 
istration of  10  microcuries  of  calcium-47  is 
only  63  millirad  which  is  less  than  the  radia- 
tion from  renal  or  thyroid  scanning.  De- 
termination of  diffusible  calcium  and  phos- 
phorus in  serum  and  urine  was  done  with  a 
Technicon  Autoanalyser. 

Chlorthalidone  was  usually  given  in  25-  to 
50-mg.  daily  doses.  In  1 patient  (Case  2) 
100  mg.  of  chlorothalidone  was  given  daily 
because  of  the  replacement  of  chlorothiazide 
(500  mg.  daily).  The  patients  treated  with 

**  Nuclear  Equipment  Chemical  Co.,  165  Marine  Street, 
Farmingdale,  N.Y.  11735 

tt  Tracerlab,  2030  Wright  Ave.,  Richmond,  Calif.  94804 
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TABLE  I.  Data  on  patients  treated  with  chlorthalidone  tabulated  according  to  pathologic  condition* 


Case 

Age 

and  Sex 

Diagnosis 

Stone 

Analysis 

Duo- 

denal 

Ulcer 

Hyper- 

thyroid 

Osteo- 

porosis 

- Calciu 

Serum 

m * 

Urine 

Calcium-47 

Intes- 
tinal Tubular 

Absorp-  Reab- 

tion  sorption 

i 

64,  M 

Bilt.  rec.  kidney  stone; 
neg.  neck  expl. 

Calcium 

oxalate 

- 

- 

- 

N. 

Inc. 

Inc. 

Dec. 

2 

57,  M 

Ureteral  stone;  neg. 
neck  expl. 

Not  rec. 

— 

+ 

— 

Inc. 

Inc. 

N. 

Dec. 

3 

60,  F 

Staghorn  calculus,  unil.; 
st.  postnephrectomy 

Mixed 

~ 

— 

Inc. 

Inc. 

N. 

N. 

4 

58,  M 

Bilt.  rec.  kidney  stone; 
neg.  neck  expl. 

Mixed 

~ 

Inc. 

Inc. 

N. 

N. 

5 

48,  F 

Unil.  rec.  kidney  stone; 
st.  postureterolith- 
otomy; neg.  neck 
expl. 

Calcium 

oxalate 

Inc. 

Inc. 

Inc. 

Dec. 

6 

67,  F 

Unil.  kidney  stone 

Not  rec. 

+ 

— 

+ 

Inc. 

Inc. 

N. 

Dec. 

7 

66,  F 

Unil.  rec.  kidney  stone; 
st.  post-PTX,  bilt. 
rec.  kidney  stone 

Calcium 

oxalate 

Inc. 

Inc. 

N. 

N. 

8 

69,  F 

Hx.  of  bilt.  rec.  kidney 
stone;  st.  postbilt. 
pyelolithotomy,  unil. 
mult.  rec.  kidney 
stone 

Mixed 

Inc. 

Inc. 

N. 

N. 

9 

34,  F 

Bilt.  nephrocalcinosis 

None 

— 

— 

— 

Inc. 

Inc. 

N. 

N. 

10 

62,  F 

Unil.  kidney  stone, 
single 

Calcium 

oxalate; 

urate 

Inc. 

Inc. 

Inc. 

Dec. 

* Bilt.  = bilateral;  dec.  = decreased;  expl.  = exploration;  Hx.  = history;  inc.  = increased;  mult.  = multiple;  N.  = 
negative;  neg.  = negative;  PTX  = parathyroidectomy;  rec.  = recurrent;  st.  = status;  unil.  = unilateral;  — = not  present; 
+ = present. 


chlorthalidone  are  tabulated  according  to 
the  associated  pathologic  condition  (Table 

I). 

Results 

The  effect  of  chlorthalidone  on  renal  and 
intestinal  handling  of  calcium-47  and  on 
serum,  urinary  calcium,  and  phosphorus 
levels  are  summarized  in  Table  II. 

Effect  of  chlorthalidone  on  urinary 
CALCIUM  EXCRETION.  The  comparison  of 


mean  urinary  calcium-47  levels  in  10  pa- 
tients before  and  after  treatment  revealed 
78  per  cent  decrease  in  the  urinary  activity 
(Table  III,  Fig.  1A).  The  effect  of  chlor- 
thalidone on  urinary  cold  calcium  excretion 
is  shown  in  Table  II.  Mean  values  of  8 cases 
revealed  55  per  cent  diminution  at  the  end  of 
treatment  (Table  IV,  Fig.  IB). 

Effect  of  chlorthalidone  on  renal 
clearance  of  calcium-74.  The  comparison 
of  the  mean  clearance  values  of  10  cases 
revealed  that  the  clearance  of  calcium-47  was 


TABLE  II.  Effect  of  chlorthali 


Per  Cent  of  Administered  Dose 

Age  and  . — -Serum . . Urine . , Per  Liter  of  Plasma 


Case 

Sex 

Calcium 

Phosphorus 

Calcium 

Phosphorus 

1-Hour 

2-Hour 

4-Hour 

1 

64,  M 

9.8 

3.0 

306 

1.00 

2.05 

1.30 

10.2 

3.5 

30 

1,004 

0.40 

0.30 

0.20 

2 

57,  M 

10.2 

3.1 

78 

1,131 

1.85 

1.80 

1.60 

10.7 

2.9 

36 

0.22 

0.45 

0.22 

3 

60,  F 

9.7 

2.9 

Pending 

Pending 

1.55 

1.50 

1.70 

10.0 

3.5 

1.15 

0.55 

0.50 

4 

58,  M 

10.6 

2.5 

257 

938 

1.50 

1.15 

0.75 

10.4 

3.0 

86 

1,228 

0.45 

0.55 

0.30 

5 

48,  F 

10.6 

3.3 

304 

3.60 

2.00 

1.88 

11.0 

3.7 

114 

1,047 

0.85 

1.05 

0.70 

6 

67,  F 

9.7 

3.3 

294 

0.65 

0.45 

0.55 

10.9 

4.2 

114 

1,050 

0.60 

0.70 

0.70 

7 

66,  F 

11.0 

4.0 

338 

1,380 

0.55 

0.90 

0.48 

11.1 

3.9 

246 

1 ,030 

0.43 

0.35 

0.31 

8 

69,  F 

11.8 

4.1 

454 

0.48 

0.49 

0.32 

12.0 

3.6 

244 

0.45 

0.30 

0.30 

9 

34,  F 

10.2 

3.3 

Pending 

Pending 

0.50 

0.60 

0.60 

9.9 

1.9 

0.75 

0.50 

0.50 

10 

62,  F 

10.0 

2.8 

167 

1.80 

2.75 

2.75 

11.6 

3.4 

156 

0.55 

0.50 

0.30 

* Upper  values  represent  before  treatment. 
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FIGURE  1.  Effects  of  chlorthalidone  on  (A)  urinary  excretion  of  radioactive  calcium,  (B)  urinary 
excretion  of  cold  calcium,  (C)  clearance  of  radioactive  calcium,  and  (D)  serum  calcium  and  phos- 
phorus levels. 


reduced  at  least  40  per  cent  at  the  end  of  the 
treatment  (Table  V,  Fig.  1C). 

Effect  of  chlorthalidone  on  total 

SERUM  CALCIUM  AND  PHOSPHORUS.  In  8 pa- 
tients, serum  levels  stayed  at  normal  levels. 
Two  patients  were  hypercalcemic  before  the 


treatment  was  started,  and  their  serum  lev- 
els were  slightly  elevated.  One  patient 
(Case  10)  had  normal  serum  calcium  with 
increased  urinary  calcium  excretion  before 
the  treatment.  Her  serum  calcium  became 
abnormally  high  during  treatment  with 


done  on  calcium-47  kinetics* 


Per  Cent  of  Administered 

Clearance  of  Calcium-47 
4-Hour 

Chlorthalidone 

Dose 

(Mg.  per  Day) 

Length  of 
Treatment 

2-Hour 

4-Hour 

Total 

2-Hour 

Mean 

0.701 

0.763 

1 464 

2.3 

4.4 

3.3 

50 

4 Months 

0.068 

0.063 

0. 131 

1.4 

1.6 

1.5 

0 560 

0.216 

0.776 

2.6 

1.1 

1.8 

100 

3 Months 

0.040 

0.059 

0.099 

0.8 

2.2 

1.5 

0.303 

0.277 

0.580 

1.4 

1.3 

1.3 

25 

3 Months 

0.021 

0.136 

0.157 

0.3 

2.3 

1.3 

0.037 

0.076 

0.113 

0.9 

1.6 

1.2 

25 

5 Months 

0.009 

0.018 

0.027 

0.1 

0.5 

0.3 

1.000 

1.170 

2.170 

4.9 

6.7 

5.8 

25 

4 Months 

0.137 

0.637 

0.774 

1.1 

5.7 

3.4 

0.222 

1.666 

1.888 

4.1 

25.0 

14.5 

50 

4 Weeks 

0.045 

0.173 

0.218 

0.5 

2. 1 

1.3 

0.088 

0.293 

0.381 

1.0 

5.3 

3.2 

50 

4 Weeks 

0.196 

0 078 

0.274 

4.4 

2.0 

3.2 

0.047 

0.039 

0.086 

0.9 

1.0 

1.0 

25 

3 Months 

0.042 

0.026 

0.068 

1.4 

0.8 

1.1 

0 540 

0 132 

0.672 

2.5 

1.6 

2.0 

25 

6 Weeks 

0.044 

0. 140 

0. 184 

0.7 

2.7 

1.4 

0.431 

0.390 

0 821 

1.3 

1.2 

1.2 

25 

4 Weeks 

0.034 

0.084 

0.118 

2.2 

3.0 

2.6 
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TABLE  III.  Effect  of  chlorthalidone  on  urinary 
calcium-47  excretion* 


2-Hour 

Calcium  Levels 
4-Hour 

4-Hour 

Total 

Before 

0.383 

0.502 

0.885 

After 

Diminution 

0.064 

0.141 

0.205 

(per  cent) 

89 

72 

78 

* Mean  values  of  10  cases. 


TABLE  IV.  Effect  of  chlorthalidone  on 
urinary  calcium* 

Calcium 
Excretion 
(Milligrams  per 
24  Hours) 


Before 

287 

After 

129 

Diminution 

(per  cent) 

55 

* Mean  values  of  cold  calcium  of  8 cases. 

chlorthalidone  (Table  II).  Mean  serum  cal- 
cium and  phosphorus  values  in  our  cases  did 
not  show  significant  differences  before  and 
after  treatment  (Table  VI,  Fig.  ID) . 

Effect  of  chlorthalidone  on  serum 
CALCIUM-47  levels.  Chlorthalidone  dropped 
the  serum  levels  of  calcium-47  after  an  oral 
calcium-47  load  in  all  except  one  patient 
(Case  6)  (Table  II).  The  mean  values  of  10 
cases  revealed  at  least  a 50  per  cent  drop 
in  serum  radioactivity  at  the  end  of  the 
treatment  (Table  VII,  Fig.  2) 

Comment 

Relation  to  sodium  excretion.  Sodium 
excretion  is  the  major  determinant  in  cal- 
cium excretion  during  several  types  of 
diuresis.13  The  close  relationship  between 
the  clearances  of  calcium  and  sodium  sup- 
ports the  thesis  that  sodium  and  calcium 
share  a common  pathway.  Saline  infusion 
increases  the  urinary  calcium,14  whereas 
some  diuretics  decrease  it.2-3 

The  biochemical  and  biophysical  simi- 
larities of  sodium  and  calcium  ions  make 
the  diuretics  attractive  agents  to  control 
the  urinary  excretion  of  calcium.  Both 
ions  can  pass  in  both  directions  across  the 
tubular  epithelium.1517  Both  ions  are  sig- 
nificantly handled  by  a tubular  system.  Tu- 
bular absorption  of  both  ions  can  be  in- 
creased by  loading  studies,  but  no  maximal 


TABLE  V.  Effect  of  chlorthalidone  on  clearance 
of  calcium-47* 


Clearance  of  Calcium-47 
4-Hour 

2-Hour  4-Hour  Total 

Before 

2.2  4.9 

3.5 

After 

1.3  2.3 

1.8 

Diminution 
(per  cent) 

41  53 

47 

* Mean  values  of  10 

cases. 

TABLE  VI.  Effect 

of  chlorthalidone 

on  serum 

calcium  and  phosphorus* 

Serum  Calcium-47  Levels) 

Calcium  Phosphorus 

Before 

10.4 

3.2 

After 

10.8 

3.3 

Increase 
(per  cent) 

4 

3 

* Mean  values  of  10  cases, 
t Milligrams  per  cent. 


rate  of  absorption  can  be  reached.18  There 
is  no  maximum  tubular  reabsorption  in  the 
normal.  Whether  this  is  true  for  patients  in 
whom  stones  form  is  not  known.  Both  ions 
are  predominantly  extracellular  and  are 
available  in  large  amounts  in  bone  and  can 
be  influenced  by  parathyroid  hormone.19 
Competitive  binding  of  these  ions  in  cardiac 
muscle  cells  has  been  previously  demon- 
strated.20 During  the  normal  tubular  func- 
tion, the  ratio  between  sodium  and  calcium 
in  urine  is  kept  stable.  The  relative  increase 
of  either  ion  in  tubular  fluid  could  lead  to  an 
increase  in  permeability  to  that  ion,  tending 
to  restore  the  normal  ratio.  This  is  the 
basis  for  suggesting  diuretic  treatment  in 
the  control  of  urinary  calcium  excretion.  It 
must  be  remembered  that  some  diuretics  in- 
crease the  urinary  calcium  excretion  (Table 
VIII). 

Sulfonamide  diuretics  decrease  the  uri- 
nary calcium  excretion  generally.  Acetazo- 
lamide  (Diamox)  on  the  contrary  increases 
the  urinary  excretion  of  calcium.21-25 
Bacteriostatic  sulfonamides  are  inter- 
mediate and  have  no  effect  on  the  calcium 

TABLE  VII.  Effect  of  chlorthalidone  on  serum 
levels  of  calcium-47* 

— Serum  Levels - 

1-Hour  2-Hour  4-Hour 


Before 

1.35 

1.55 

1.19 

After 

0.58 

0.67 

0.40 

Diminution 

(per  cent) 

57 

50 

67 

* Mean  values  of  10  cases. 
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excretion.21  Examination  of  the  chemical 
nature  of  sulfonamides  reveals  that  only 
sulfonamide  with  a sulfamyl  group  and  a 
halogen  next  to  it  has  the  hypocalciuric  ef- 
fect. This  halogen  can  be  either  chlorine 
or  fluoride  (Fig.  3).  It  is  likely  that 
bromine  or  iodine  would  have  a similar  but 
lesser  effect  because  of  a lower  electronega- 
tivity. 

Mode  of  action.  The  decrease  of  urinary 
excretion  or  calcium  during  the  diuretic 
treatment  could  be  due  to  the  decreased  GFR 
(glomerular  filtration  rate),  to  the  de- 
creased ultrafilterable  calcium  in  serum,  or 
to  an  increase  of  tubular  reabsorption  of 
calcium. 

During  treatment  with  the  benzothiazide 
diuretics,  although  a marked  reduction  has 
been  observed  in  GFR  on  the  first  day  of 
treatment,  minimal  or  no  effect  was  seen  on 
urinary  calcium  excretion  at  that  time.10 
The  changes  in  total  plasma  proteins  and 
calcium  levels  do  not  indicate  a decrease  of 
the  ultrafilterable  fraction  of  calcium  as  a 
cause  of  the  drop  in  the  quantity  of  calcium 
filtered  by  the  glomeruli.9  Therefore,  it 
appears  that  altered  tubular  function  is 
responsible  for  the  decrease  of  urinary  cal- 
cium during  the  diuretic  treatment.10  The 
tubular  reabsorption  of  calcium  is  appar- 
ently increased  during  administration  of 
diuretics,  keeping  the  sodium  calcium  ratio 
in  the  urine  stable. 

Intestinal  effects.  Although  increased 
intestinal  absorption  of  calcium-45  in  pa- 
tients with  recurrent  stone  formation  has 
been  previously  reported,26  little  work  has 
been  done  on  the  intestinal  absorption  of  cal- 
cium during  diuretic  treatment.  There 
is  indeed  some  discrepancy  in  the  few  ex- 
periments reported.38-10  Decreased  fecal 
calcium  excretion  has  been  reported  and 


TABLE  VIII.  Effect  of  diuretics  of  urinary 
calcium  excretion 


Diuretics 

Urinary 

Calcium 

I. 

Mercurial*1 

Increased 

II. 

Sulfonamide 

A.  Benzothiazide1  ",0  (Chloro-  or 
fluorothiazide) 

B.  Nonbenzothiazide 

Decreased 

1.  Without  carbonic  anhydrase 
inhibition*  (Hydroxy-iso- 
indoline)  (Monochloro-disulfa- 
mylbenzene) 

Decreased 

2.  With  carbonic  acid  inhibition21 
(Acetazolamide) 

Increased 

III. 

Osmotic22 

No  change 

IV. 

Aldosterone  antagonists2* 

Unequivocal 

V. 

Antidiuretic  hormone  antagonists24 

Decreased 

VI. 

Water 

No  change 

SULFONAMIDE  DIURETICS 


A Benzothiazides 
I.  Chlorothiazide 

2 Hydro-chlorothiazide 


3 Flurothiazide 

(Hydroflumethiazide) 


B Non-Benzothiozides 


3 Acetazolamide 


ChUC  N C.  .C  SOpNH? 
*OH  V"  - 2 -2 


FIGURE  3.  Classification  of  sulfonamide  diuret- 
ics. 
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Tj]  - Intestinal  absorption 
□ - Clearance 


FIGURE  4.  (A)  and  (B).  Kinetics  of  radioactive 

has  been  accepted  as  a specific  effect  of  all 
thiazides  on  intestinal  calcium  transport.3’10 
Increased  fecal  calcium  excretion  during 
the  diuretic  treatment  has  also  been  re- 
ported.3’9-11 We  have  collected  no  fecal  ex- 
cretion data  during  our  experiments.  It 
has  seemed  logical,  however,  to  accept  one- 
hour  serum  levels  of  radioactive  calcium 
following  an  oral  load  as  an  index  of  the 
rate  of  intestinal  calcium  absorption.  One- 
hour  serum  levels  of  radioactive  calcium 
reflects  the  ability  of  the  intestine  to  ab- 
sorb calcium  and  is  not  related  to  the  cal- 
cium pool  as  are  later  values.27  Because 
of  the  small  contribution  (7  per  cent)  of 
intestinal  calcium  secretion  to  the  total  fecal 
calcium  content,  fecal  radioactivity  cannot 
contribute  to  the  validity  of  our  results. 
Some  similarity  was  observed  between  in- 
testinal and  renal  effects  of  chlorthalidone 
in  our  cases  (Table  IX,  Fig.  4) . 

The  effect  of  diuretics  on  intestinal  ab- 
sorption of  calcium  can  be  explained  on  the 
basis  of  similarity  of  tubular  and  intestinal 
cells  in  certain  aspects  of  electrolyte  and 
metabolite  transportation.  A combined  de- 
fect in  renal  and  intestinal  transport  of  cal- 
cium has  been  suggested.3  This  type  of  de- 
fect is  known  in  cystinuria28  and  in  Hartnup 
disease.29  A combined  defect  in  intestinal 
and  renal  transport  of  hydrogen  ions  was 
also  reported.30 

Chlorthalidone,  as  previously  suggested, 
decreased  total  urinary  calcium  excretion 
in  all  cases  (Table  II).3  We  have  only  in- 
complete data  on  urinary  phosphorus  ex- 
cretion. But  a slight  rise  or  drop  of  phos- 
phorus excretion  has  been  reported  by 
others. 

Possible  side-effects.  Serum  calcium 
levels  usually  tend  to  rise  during  the  diuretic 
treatment.  In  our  series,  only  1 patient 


Intestinal  absorption 


calcium  during  chlorthalidone  treatment. 

(Case  10)  had  an  abnormally  high  serum 
calcium  level  during  the  treatment  (Table 
II).  In  another  study  4 of  7 normocalcemic 
and  hypercalciuric  patients  responded  to  di- 
uretics with  abnormally  high  serum  calcium 
levels.9  The  exploration  of  the  neck  re- 
vealed parathyroid  adenoma  in  all  these  4 
cases.  Our  patient  (Case  10)  also  had  nor- 
mocalcemia  and  hypercalciuria  before  treat- 
ment. However,  at  present  we  are  a long 
way  from  suggesting  that  we  use  diuretics 
as  a provocative  test  in  the  diagnosis  of 
hyperparathyroidism. 

Chlorthalidone  (hydroxy-iso-indoline)  is 
a sulfonamide  diuretic  and  like  others  at 
full  dosage  can  produce  hypokalemia  during 
long-term  treatment.  It  must  be  empha- 
sized that  at  the  one-quarter  diuretic  dose, 
the  calcium  excretion  diminution  is  signifi- 
cant and  probably  clinically  useful.  The 
therapeutic  range  of  chlorthalidone  for  di- 
uretic activity  is  between  100  and  200  mg. 
daily  doses.  With  the  maximum  thera- 
peutic doses  (200  mg.  daily),  chlorthalidone 
can  produce  50  mEq.  potassium  loss  daily 
which  is  enough  to  produce  the  clinical  pic- 
ture of  hypokalemia.  With  the  doses  less 
than  100  mg.  daily,  a negligible  kaliuric 
effect  has  been  observed.31 

In  none  of  our  patients  were  the  clinical 
signs  of  hypokalemia  observed.  Because  of 
the  small  doses  (usually  25  mg.  daily)  used 
in  the  study,  the  patients  were  not  uni- 
formly followed  by  periodic  determination 
of  serum  potassium.  One  patient  (Case  2) 
was  given  100  mg.  of  chlorthalidone  daily  be- 
cause of  the  replacement  of  500  mg.  chloro- 
thiazide daily.  In  this  case,  however,  no 
elevation  of  serum  creatinine,  blood  urea 
nitrogen,  serum  uric  acid,  or  fasting-blood 
sugar,  and  no  decrease  in  serum  potassium 
were  observed  during  treatment.  Because 
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TABLE  IX.  Calcium-47  kinetics  during  chlorthali- 
done treatment 


Percentage  in 


Inhibition 

1 Hour  2 Hours 

4 Hours 

Intestinal 

absorption 

57 

50 

67 

Clearance 

41 

53 

47 

Urinary  excretion 

89 

72 

78 

of  the  possibility  of  decrease  of  renal  func- 
tion and  elevation  of  serum  uric  acid,12 
serum  calcium,  and  fasting-blood  sugar 
levels,32*83  diabetic,  hypercalcemic,  and 
gouty  patients,  and  those  with  chronic  renal 
disease  should  not  be  given  diuretics  to  con- 
trol urinary  excretion  of  calcium.  The  pa- 
tients on  diuretics  should  be  checked  out 
periodically  by  determinations  of  serum  cal- 
cium. uric  acid,  creatinine,  potassium,  and 
fasting-blood  sugar.  An  x-ray  film  of  kid- 
ney, ureter,  and  bladder  can  rule  out  the 
possible  increase  in  size  of  stone  or  of  cal- 
cification. 

Conclusion 

Because  of  the  minimal  changes  in  serum 
calcium  and  phosphorus  and  because  of  the 
high  percentage  of  inhibition  of  intestinal 
absorption  and  urinary  excretion  of  calcium, 
it  is  likely  that  sulfonamide  diuretics  with 
a halogen  adjacent  to  the  sulfamyl  group  at 
low  doses  can  be  used  as  a preventive  agent 
in  recurrent  formation  of  urinary  stones  in 
addition  to  low-calcium  diet. 

Normocalcemic  hypercalciuric  subjects 
(so-called  idiopathic  hypercalciuria)  are  the 
ideal  candidates  for  the  treatment. 

Our  follow-up  is  not  long  enough  to  evalu- 
ate the  side-effects  of  the  long-term,  low- 
dose  treatment. 

5800  Arlington  Avenue 


References 

1.  Zinsser,  H.  H. : Effect  of  mictine  on  urinary  ex- 

cretion of  calcium,  1954,  unpublished  data. 

2.  Lamberg,  B.  A.,  and  Kuhlback,  B.:  Effect  of 

chlorothiazide  and  hydrochlorothiazide  on  the  excretion  of 
calcium  in  urine,  Scandinav.  J.  Clin.  Lab.  Invest.  11:  351 
(1959). 

3.  Lichwitz,  A.,  et  al.:  L’effet  hypocalciurique  des 

sulfamide  diuretiques,  Semaine  hop.  Paris  37:  2350 

(1961). 

4.  Higgins,  B.  A.,  Nassim,  J.  R.,  Collins,  J.,  and  Hilb, 

A.:  The  effect  of  bendrofluazide  on  urine  calcium  excre- 

tion, Clin.  Sc.  27:  457  (1964). 

5.  Torsti,  P.,  and  Lamberg,  B.  A.:  The  effect  of  a 

two-day  treatment  with  chlorothiazide  on  the  urinary  ex- 
cretion of  calcium,  phosphate  and  sodium  in  hyper-  and 
hypocalcemia,  Acta  med.  scandinav.  (supp.  412)  175: 
181  (1964). 


6.  Seitz,  H.,  and  Jawnrski,  Z.  F.:  Effect  of  hydro- 

chlorothiazide on  serum  and  urinary  calcium  and  urinary 
citrate,  Canad.  M.  A.  J.  90:  414  (1964). 

7.  Duarte,  C.  G.,  and  Bland,  J.  H.;  Calcium,  phos- 
phorus and  uric  acid  clearances  after  intravenous  adminis- 
tration of  chlorothiazide,  Metabolism  14:  211  (1965). 

8.  Nassim,  J.  R.,  and  Higgins,  B.  A.:  Control  of 

idiopathic  hypercalciuria,  Brit.  M.  J.  1:  675  (1965). 

9.  Sluys,  J.,  van  der  Birkenhiiger,  J.  C.,  and  Smeenk, 

D.:  De  invloed  van  oraal  toegediende  diureticu  op  de  cal- 

cium- en  fosfaaLstofwisseling,  Nederl.  tijdschr.  geneesk. 
109:1795  ( 1965). 

10.  Yendt,  E.  R.,  Cagne,  R.  J.  A.,  and  Cohanim,  M.: 
The  effect  of  thiazides  on  idiopathic  hypercalciuria,  Am.  J. 
M.  Sc.  251:  449  (1966). 

11.  Hodgkinson,  A.,  and  Pyrah,  L.  N.:  The  urinary 

excretion  of  calcium  and  organic  phosphate  in  344  pa- 
tients with  calcium  stone  of  renal  origin,  Brit.  J.  Surg. 
46:  10  ( 1958). 

12.  Oven,  B.,  Rich,  G.  M.,  and  Bella,  M.  S.:  Chloro- 

thiazide as  hyperuricacidemic  agent,  J.A.N1.A.  168:  2128 
( 1958). 

13.  Walser,  M.:  Calcium  clearance  as  a function  of 

sodium  clearance.  Am.  J.  Physiol.  200:  1099  (1961). 

14.  Better,  O.  S.,  Gonick,  H.  C.,  and  Chapman,  L.  C. : 
Effect  of  urea  saline  diuresis  on  renal  clearance  of  calcium 
magnesium  and  inorganic  phosphate  in  man,  Proc.  Soc. 
Exper.  Biol.  & Med.  121:  592  (1966). 

15.  Samiy,  A.  H.  E.,  et  al.:  Interrelation  between 

renal  transport  systems  of  magnesium  and  calcium,  Am.  J. 
Physiol.  198:  599  (1960). 

16.  Chinard,  F.  P.,  and  Enns,  T. : Relative  renal  ex- 

cretion patterns  of  sodium  ion,  chloride  ion,  urea,  water 
and  glomerular  substances,  ibid.  182:  247  (1955). 

17.  Bronner,  F.,  and  Thompson,  D.  D.:  Renal  trans- 

tubular flux  of  electrolytes  in  dogs  with  special  reference  to 
calcium,  J.  Physiol.  157:  232  (1961). 

18.  Poulos,  P.  P.:  The  renal  tubular  reabsorption  and 

urinary  excretion  of  calcium  by  the  dog,  J.  Lab.  & Clin. 
Med.  47:  253  (1957). 

19.  Nichols,  G.,  Jr.,  and  Nichols,  N.:  Effect  of  para- 

thyroidectomy on  content  and  availability  of  skeletal  sodium 
in  tin  rat.  Am.  J.  Physiol.  198:  749  (1960). 

N'iegergerke,  R.,  and  Luttgan,  H.  C.:  Calcium  and 

r iction  of  the  heart.  Nature  179:  1066  (1957). 
McIntosh,  H.  W.:  Effect  of  the  acetazolamide  and 

r ul.amide  on  citrate  and  calcium  excretion,  Canad. 
■V  ...  J.  89:  1332  (1963). 

Wesson,  L.  G.,  Jr.:  Magnesium,  calcium  and  phos- 

phorus excretion  during  osmotic  diuresis  in  the  dog,  J. 
Lab.  & Clin.  Med.  60:  422  (1960). 

23.  Lamberg,  B.  A.:  Changes  in  the  urinary  excretion 

of  calcium  after  intravenous  injection  of  aldosterone,  Acta 

rd.  scandinav.  (supp.  412)  175:  205  (1964). 

2 1 Nielsen,  B.:  Correlation  between  antidiuretic  hor- 

mone effect  and  renal  excretion  of  magnesium  and  calcium 
in  man,  Acta  endocrinol.  45:  151  (1964). 

25.  Gordon,  E.  E.,  and  Sheps,  S.  G.:  Effect  of 

acetazolamide  on  citrate  excretion  and  formation  of  renal 
calc New  England  J.  Med.  256:  1215  (1957). 

2S.  Caniggia,  A.,  Gennari,  C.,  and  Cesari,  L.:  Intes- 

tinal absorption  of  15Ca  in  stone-forming  patients,  Brit.  M.  J. 
1:  427  (1965). 

27.  Avioli,  L.  V.,  MacDonald,  J.  E.,  Singer,  R.  A.,  and 

Henneman,  P.  H.:  A new  oral  isotopic  test  of  calcium 

absorption,  J.  Clin.  Invest.  44:  128  (1965). 

28.  Rosenberg,  L.  E.,  Durant,  J.  L.,  and  Holland,  M.: 
Intestinal  absorption  and  renal  extraction  of  cystine  and 
cysteine  in  cystinuria,  New  England  J.  Med.  273:  1239 
(1965). 

29.  Scriver,  C.  R.:  Hartnup  disease:  A genetic  modi- 

fication of  intestinal  and  renal  transport  of  certain  neutral 
aminoacids,  ibid.  273:  530  (1965). 

30.  Greenberg,  A.  J.,  McNamara,  H.,  and  McCrory, 

W.  W.:  Metabolic  balance  studies  in  primary  renal  tubu- 

lar acidosis,  J.  Pediat.  69:  610  (1966). 

31.  Krantz,  J.  C.,  and  Carr,  C.  J. : The  Pharmacologi- 

cal Principles  of  Medical  Practice,  Baltimore,  Williams  & 
Wilkins  Co.,  1965,  p.  797. 

32.  Zahnd,  G.  R.:  Action  diabetogenique  des  salidi- 

uretiques:  Joumees  annuelles  de  diabetologie,  Paris, 

Flammarion,  1965,  p.  67. 

33.  Goldner,  M.  G.,  Zarowitz,  H.,  and  Akgun,  S.:  Hy- 

perglvcemia  and  glycosuria  due  to  thiazide  derivatives  ad- 
ministered in  diabetes  mellitus,  New  England  J.  Med;  262: 
403  (1960). 


February  1, 1970  / New  York  State  Journal  of  Medicine  405 


Flurandrenolone  Tape 

New  Means  of  Achieving 
Occlusive  Therapy* 

JACOB  E.  BERGER,  M.D. 
Buffalo,  New  York 
FREDERICK  HELM,  M.D.,  F.R.C.P. 

Buffalo,  New  York 

Department  of  Dermatology,  Roswell  Park  Memorial  Institute 


Occlusive  therapy  is  widely  used  in  the 
treatment  of  various  subacute  and  chronic 
dermatoses.  The  technic  requires  that 
medication  be  applied  to  a given  area  and  be 
covered,  in  turn,  by  an  impervious  material. 
Although  effective,  this  modality  is  cumber- 
some, complicated,  and  usually  requires  some 
manual  skill  and  patience. 

A recently  introduced  medicated  tape  con- 
taining flurandrenolone  distributed  uni- 
formly within  the  adhesive  appears  to  have 
overcome  certain  of  the  shortcomings  of  oc- 
clusive therapy.1  4 This  medicated  plastic 
tape  is  transparent,  self-adherent,  impervi- 
ous, and  contains  4 mg.  flui'andrenolone  per 
square  centimeter,  t The  tape  is  supplied 
in  rolls  of  7.6  cm.  width  and  200  cm.  length; 
the  medicated  adhesive  is  covered  with  a 
protective  paper  lining  (Fig.  1). 

Materials  and  methods 

The  study  reported  here  was  undertaken 
to  evaluate  the  efficiency  of  this  new  occlu- 

* Based  on  a talk  presented  at  the  Clinical  Conference 
on  Cordan  Tape,  Chicago,  Illinois,  December  6,  1968. 

t Eli  Lilly  & Company,  Indianapolis,  Indiana. 


FIGURE  1.  Paper  lining  is  pealed  from  tape  and 
tape  cut  to  desired  size  and  applied  to  skin 
lesion. 


sive  therapy.  Flurandrenolone  tape  was 
used  on  155  patients.  The  basis  for  inclu- 
sion in  the  study  was  the  presence  of  a dry, 
scaly,  or  lichenified  dermatitis  without  vesi- 
cles, oozing,  or  crusting.  From  previous  ex- 
perience it  was  known  that  patients  exhibit- 
ing dermatoses  of  this  type  responded  well 
to  topical  steroids  with  occlusion. 

Tape  was  applied  over  areas  varying  from 
1 to  24  square  inches  (Fig.  2).  The  daily 
duration  of  application  for  any  piece  of  tape 
varied  from  three  to  twenty-four  hours. 
The  course  of  treatment  ranged  from  one 
day  to  six  weeks.  In  general,  two  hours 
elapsed  between  the  removal  of  one  piece  of 
flurandrenolone  tape  and  application  of  a 
fresh  piece.  During  this  time  the  treated 
areas  were  left  open.  Table  I summarizes 
our  results. 

Comparative  studies  were  carried  out  in 
patients  with  symmetrically  distributed 
eruptions.  Flurandrenolone  tape  and  0.025 


FIGURE  2.  Previously  cut,  self-adherent  tape 
has  been  applied  to  affected  area.  In  spite  of 
wrinkles,  good  contact  is  maintained  throughout. 
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TABLE  I.  Results  of  treatment  with  flurandrenolone  tape 


Number  of 
Cases 

Diagnosis 

Good 

Moderate  None  Remarks 

Atopic  dermatitis 

12  (8) 

3 

4 

5 

8 patients  removed  flur- 
andrenolone tape  within  two 
hours,  occlusion  poorly 
tolerated 

Infantile  eczema 

...  (2) 

Tape  did  not  stay  in  place 

Contact  dermatitis 

5 

3 

1 

1 

Nummular  dermatitis 

23 

15 

3 

5 

Some  cases  had  nummular 

lesions  due  to  seborrheic  der- 
matitis 

Stasis  dermatitis 

4 (6) 

4 

6 patients  removed  flurandreno- 
lone tape  within  two  hours. 

Intertrigo 

...  (3) 

Tape  did  not  stay  in  place 

Eczema  unclassified  (subacute 
and  chronic  phase) 

10 

6 

3 

1 

Included  hand  and  leg  eczema, 
and  so  on,  of  undetermined 
cause 

Dyshidrosis 

...  (41 

Occlusion  poorly  tolerated 

Lichen  simplex  chronicus 

Progressive  pigmentary  derma- 
tosis 

12  (9) 
3 

8 

4 

3 

9 patients  removed  flur- 
andrenolone tape  within  two 
hours 

Psoriasis 

29 

19 

8 

2 

Two  cases  which  did  not  respond 
had  chronic  plaques  of  long 
duration 

Pustular  psoriasis 

3 

3 

Patients  did  not  tolerate  occlu- 
. / 
sion 

Dermatitis  herpetiformis 

4 

1 

3 

Patient  did  not  tolerate  occlu- 
sion 

Lichen  planus 

10 

3 

5 

2 

Discoid,  light  eruption 

5 

4 

1 

Verified  by  histology;  all  cases 
were  of  recent  onset 

Drug  eruption 

5 

5 

Rosacea  erythematosa 

5 

3 

2 

Temporary  improvement  due  to 
vasoconstrictive  effect 

Alopecia  areata 

4 

4 

One  case  had  alopecia  totalis 

Hypertrophic  scars,  keloid 

7 

1 

6 

One  case  with  a hypertrophic 
scar  continued  to  flatten  out 
without  any  further  treat- 
ment 

Sarcoidosis,  plaque-like  lesion 

2 

2 

Verified  by  histology;  one  pa- 
tient improved  later  under  a 
plastic  mold  and  fluocinolone 
acetonide  0.2  per  cent  cream 

Keratosis  pilaris 

2 

2 

Ichthyosis  simplex 

1 

1 

Keratoderma  climactericum 

2 

2 

Neurotic  excoriations 

2 

2 

Patient  disliked  use  of  flur- 
andrenolone tape 

Mycosis  fungoides,  plaque-like 
and  eczematous  lesions 

1 

‘A 

‘A 

Plaque-like  lesions  did  not 
change 

Necrobiosis  lipoidica 

1 

1 

Verified  by  histology 

Granuloma  annulare 

2 

2 

Verified  by  histology 

Acanthosis  nigricans,  benign 
Total 

1 

155  (32) 

1 

Verified  by  histology 

* Numbers  in  parentheses  excluded  from  evaluation  for  reasons  given  in  remarks. 
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per  cent  flurandrenolone  cream  with  occlu- 
sion and  with  cream  applied  seven  times 
daily  without  occlusion  were  approximately 
equally  effective  in  bringing  about  resolu- 
tion of  the  lesions.  Areas  treated  with  pla- 
cebo tape  frequently  showed  diminished 
scaling,  but  only  in  a few  instances  was 
there  any  improvement. 

Several  patients  with  discoid  lupus  ery- 
thematosus of  the  face  did  well  with  flu- 
randrenolone tape.  It  was  thought  that  per- 
haps some  of  the  improvement  was  due  to  a 
sunscreen  property  of  the  tape.  In  8 pa- 
tients 4 cm.2  areas  on  the  flexor  surface  of 
the  forearm  were  exposed  to  hot  quartz  ra- 
diation. The  areas  covered  with  flurandre- 
nolone tape  showed  only  a very  small  sun- 
screen effect  compared  with  the  uncovered 
control  sites.  Some  investigators  ha  e re- 
ported excellent  results  in  the  treater  t of 
erythema  annulare  with  flurandrenolone 
tape  applied  over  prolonged  periods.5  Pa- 
tients with  alopecia  areata  and  necrobiosis 
lipoidica  did  not  benefit  from  this  form  of 
therapy. 

Summary 

A plastic  tape  containing  flurandrenolone 
acetonide  in  a concentration  of  4 mg.  per 
square  centimeter  has  been  shown  to  be  ef- 
fective in  various  dermatologic  disorders 
known  to  respond  to  topical  steroid  therapy 
under  occlusive  dressing.  This  tape  proved 


to  be  very  effective  in  the  treatment  of 
psoriasis,  except  for  fresh  eruptive  and  old 
long-standing  lesions.  Subacute  and  chronic 
eczematous  dermatoses,  lichen  simplex 
chronicus,  and  lichen  planus,  among  others, 
responded  well.  The  vasoconstrictive  effect 
induced  by  flurandrenolone  tape  was  fre- 
quently marked. 

Flurandrenolone  tape  did  not  appear  sig- 
nificantly more  effective  than  conventional 
steroid  therapy  with  occlusive  dressing. 
However,  the  greater  ease  of  application, 
better  adherence  to  the  skin,  esthetic  ap- 
pearance, and  thus  greater  acceptability  by 
the  patient  makes  this  form  of  treatment 
preferable  to  conventional  modes. 

Although  in  principle  not  new,  this  new 
type  of  occlusive  dressing  is  a valuable  addi- 
tion to  our  dermatologic  armamentarium  of 
topical  occlusive  therapy. 

666  Elm  Street 
Buffalo,  New  York  14203 
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QUESTION  58.  The  tracing  (lead  II)  was  obtained  from  a sixty-two-year-old  man  in  congestive 
failure,  receiving  digitalis  and  diuretics.  What  is  the  diagnosis? 
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ELUCIDATION 


tude  and  no  longer  captures  the  ventricle; 
2:1  heart  block  is  again  noted.  The  last  two 
beats  are  captured  as  the  pacemaker  voltage 
is  increased. 


Question  57.  The  first  two  QRS  com- 
plexes are  preceded  by  P waves  with  a pro- 
longed P-R  interval  of  0.32  second.  A sec- 
ond P wave  can  be  seen  on  the  downstroke  of 
the  T wave.  The  patient  has  2:1  heart  block. 
Following  the  second  QRS,  a pacemaker  was 
turned  on.  The  pacemaker  spike  precedes 
the  third  wave  of  depolarization.  The  pace- 
maker then  captures  the  ventricle  at  a rate 
of  75  beats  per  minute.  Note  that  the  third 
ventricular  depolarization  is  a fusion  be- 
tween the  pacemaker  and  the  normal  path- 
way of  depolarization.  In  the  bottom  strip 
the  pacemaker  voltage  was  decreased  after 
the  first  beat.  The  spike  is  of  lower  ampli- 


Question  58.  The  atrial  rate  is  rapid  at 
approximately  110  per  minute.  The  ven- 
tricular rate  is  irregular.  The  rhythm  is 
initially  2:1  heart  block.  Beginning  with 
the  third  QRS,  there  is  progressive  pro- 
longation of  the  P-R  interval.  The  P-R  in- 
terval before  the  third  QRS  is  0.20  second 
and  before  the  fourth  QRS,  0.28  second. 
The  next  P wave  is  superimposed  on  the  T 
of  the  fourth  QRS  complex  and  is  blocked. 
The  process  is  then  repeated.  This  progres- 
sive P-R  prolongation  is  the  Wenckebach 
phenomenon.  The  patient  has  sinus  tachy- 
cardia with  varying  block  which  is  often  a 
sign  of  digitalis  toxicity. 
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Sudden  Deterioration  Following 
Thoracotomy  for  Lung  Abscess  and 
Bronchopleural  Fistula 


Case  history 

Helen  Perez,  M.D.:  A fifty-two-year- 

old  white  male  restaurant  employe  was  ad- 
mitted with  chills,  fever,  and  generalized 
weakness  for  four  days.  During  the  two 
days  after  onset,  he  attempted  to  continue 
with  his  work,  but  cough  and  sputum  de- 
veloped which  was  at  first  dark  and  later 
yellowish.  On  the  day  of  admission  he  ex- 
perienced chest  pain  of  the  right  side  worse 
on  cough,  followed  by  anorexia  and  a fever 
of  103  F. 

The  past  medical  history  and  family  his- 
tory were  not  remarkable.  In  spite  of  the 
patient’s  occupation  as  a bartender,  he  de- 
nied more  than  an  occasional  alcoholic  drink. 

Physical  examination  on  admission  re- 
vealed a blood  pressure  of  130/80  mm.  Hg,  a 
pulse  rate  of  124,  and  a respiratory  rate  of 
24  per  minute.  The  temperature  was  102  F. 
The  patient  was  pale,  sweating  profusely, 
and  shaken  by  a vigorous  chill.  There  was 
an  unusually  foul  odor  to  the  breath.  The 
respirations  were  shallow’  and  rapid  with 
diminished  movement  of  the  right  side  of 
the  chest.  Auscultation  revealed  diminished 
breath  sounds  over  the  entire  right  side  of 
the  chest  together  with  dullness  on  per- 
cussion. The  heart  rhythm  was  regular, 
and  there  w’ere  no  audible  murmurs.  There 
w’ere  no  palpable  organs  or  masses  in  the 
abdomen  and  no  local  tenderness. 

The  initial  urinalysis  revealed  a specific 
gravity  of  1.020;  tests  for  albumin,  sugar, 


and  acetone  gave  negative  results;  and  the 
microscopic  examination  revealed  5 to  10 
white  blood  cells  per  high-power  field.  The 
hemoglobin  w’as  14.8  Gm.  per  100  ml.,  the 
hematocrit  44,  and  the  white  blood  cell  count 

34.000  w’ith  81  per  cent  polymorphonuclear 
leukocytes  and  9 per  cent  band  forms.  The 
fasting  blood  glucose  was  122  mg.,  blood 
urea  nitrogen  14  mg.,  total  bilirubin  0.7  mg. 
(direct  0.6  mg.),  total  cholesterol  114  mg. 
per  100  ml.,  and  the  total  serum  protein  5.7 
Gm.  per  100  ml.  (albumin  2.7  Gm.,  globulin 

3.0  Gm.).  The  carbon  dioxide  content  was 
22  mEq.,  potassium  5 mEq.,  sodium  129 
mEq.,  and  chlorides  93  mEq.  per  liter.  The 
thymol  turbidity  wras  2.3  units,  and  the 
cephalin  flocculation  test  result  1 plus.  The 
initial  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  wras  157  units  (normal  1 to 
27),  the  SGPT  (serum  glutamic  pyruvic 
transaminase)  137  units  (normal  1 to  40), 
and  the  LDH  (lactic  acid  dehydrogenase) 
280  units  (normal  200  to  600).  The  initial 
sputum  smear  at  the  bedside  showed  many 
streptococci  on  Gram  stain ; the  culture 
grew  out  Neisseria  flava  as  the  predominant 
organism.  The  anaerobic  culture  show’ed 
Bacteroides  species.  No  acid-fast  bacilli 
were  seen  on  smear,  and  there  was  no 
growth  of  Mycobacterium  after  six  weeks’ 
incubation.  The  VDRL  finding  wTas  nonre- 
active. 

The  initial  roentgenogram  of  the  chest  re- 
vealed a pyopneumothorax  on  the  right  with 
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FIGURE  1.  (A)  Right  pyopneumothorax,  parenchymal  infiltration,  and  multiple  air-fluid  levels  sug- 

gestive of  abscess  formation.  (B)  Re-expansion  of  right  lung  and  decrease  of  pleural  fluid  follow- 
ing closed  thoracotomy.  Subcutaneous  emphysema  at  site  of  thoracotomy  tube  (arrow). 


multiple  air-fluid  levels,  parenchymal  infil- 
trations, and  multiple  radiotranslucenies 
suggestive  of  abscess  formation  (Fig.  1A). 
The  heart  was  displaced  to  the  left,  although 
the  trachea  was  in  the  midline;  the  trans- 
verse portion  of  the  aorta  showed  athero- 
sclerotic change.  The  left  lung  field  was 
clear;  several  old  healed  rib  fractures  were 
noted  bilaterally. 

The  electrocardiogram  revealed  a sinus 
tachycardia  of  150  per  minute  with  deep  S 
waves  in  leads  I,  aVl,  and  Vj  through  V5. 

In  spite  of  the  extensive  lung  involvement, 
the  patient  did  not  complain  of  shortness  of 
breath  at  rest,  but  he  coughed  frequently 
with  the  production  of  greenish,  foul-smell- 
ing thick  sputum.  He  was  treated  initially 
with  streptomycin  and  penicillin  and  later 
with  ampicillin.  He  underwent  a closed 
thoracotomy  with  removal  of  1,500  cc.  of 
purulent  pleural  fluid.  Smears  of  this  fluid 
were  negative  for  acid-fast  bacilli ; aerobic 
culture  revealed  diphtheroids  as  the  pre- 
dominant organism  with  Neisseria  flava 
representing  20  per  cent  of  the  growth; 
anaerobic  culture  again  revealed  Bacteroides 
species.  The  repeat  white  blood  cell  count 
was  21,000  with  81  per  cent  polymorphonu- 
clear leukocytes.  By  the  evening  of  the 
third  hospital  day  the  temperature  had  re- 
turned to  normal;  an  x-ray  film  of  the  chest 
showed  a decrease  in  the  amount  of  pleural 


fluid,  together  with  re-expansion  of  the 
right  lung  and  minimal  residual  pneumo- 
thorax. 

By  the  fourth  hospital  day  the  patient 
had  improved  subjectively  with  better  ap- 
petite and  increased  strength.  The  white 
blood  cell  count  had  dropped  to  14,000;  an 
anaerobic  culture  of  the  wound  revealed  no 
growth  after  forty-eight  hours.  The  chest 
drainage  amounted  to  about  2,000  cc.  per 
twenty-four  hours  including  the  irrigation 
fluid.  A repeat  roentgenogram  of  the  chest 
indicated  continued  re-expansion  of  the 
right  lung  with  a small  amount  of  subcuta- 
neous emphysema  over  the  right  lower  tho- 
racic wall  (Fig.  IB). 

On  the  sixth  and  seventh  hospital  days  the 
patient’s  temperature  remained  at  100  F. 
without  other  difficulty;  but  early  on  the 
morning  of  the  eighth  hospital  day  the  pa- 
tient complained  of  abdominal  pain  and 
cramping  and  was  observed  to  perspire  pro- 
fusely. His  pulse  rate  rose  to  130  per 
minute  and  the  temperature  to  102  F.  A 
Levin  tube  was  inserted,  and  the  gastric 
contents  appeared  dark  brown  in  color.  The 
central  venous  pressure  was  reported  as  7 
cm.  The  dose  of  penicillin  was  increased  to 
10,000.000  units,  and  dexamethasone  (De- 
cadron)  20  mg.  was  administered  intra- 
venously. The  patient  was  transferred  to 
the  intensive  care  unit  where  he  was  ob- 
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FIGURE  2.  Free  air  beneath  right  diaphragm 
(arrows)  eighth  hospital  day. 


served  to  be  cold,  clammy,  pale,  and  drowsy. 
His  blood  pressure  remained  at  80  to  100/60 
mm.  Hg,  with  a sinus  tachycardia  of  140  to 
160  per  minute.  Repeat  electrocardiogram 
showed  no  significant  change.  A portable 
roentgenogram  of  the  chest  also  revealed  no 
change  since  the  previous  film.  Throughout 
the  balance  of  the  day,  the  patient  appeared 
to  be  in  shock  with  a continued  rapid  pulse 
and  a blood  pressure  of  85  '60  mm.  Hg;  ab- 
dominal examination  revealed  progressive 
distention  with  minimal  to  absent  bowel 
sounds.  The  returns  from  the  Levin  tube 
remained  clear  but  were  positive  for  blood 
on  guaiac  test.  The  rectal  examination 
and  stool  guaiac  tests  revealed  negative  find- 
ings. The  hemoglobin  was  14  Gm.  per  100 

ml. ,  and  the  white  blood  cell  count  was  27,- 
000  with  92  per  cent  polymorphonuclear 
leukocytes.  The  true  glucose  was  59  mg., 
and  blood  urea  nitrogen  21  mg.  per  100  ml.; 
the  carbon  dioxide  content  was  17  mEq., 
potassium  5.5  mEq.,  sodium  134  mEq.,  and 
chlorides  91  mEq.  per  liter.  Three  blood 
cultures  were  negative  for  aerobic  and 
anaerobic  growth. 

By  the  next  day  the  patient  had  lapsed 
into  stupor  with  a blood  pressure  of  95/70 

mm.  Hg  and  a pulse  rate  of  120,  although 
the  temperature  had  dropped  to  100  F.  A 
portable  abdominal  film  revealed  a large 
amount  of  free  air  beneath  the  diaphragm 
(Fig.  2).  A small  amount  of  subcutaneous 
emphysema  was  again  noted  in  the  right 
lower  lateral  chest  wall.  A repeat  hemo- 
globin was  16.4  Gm.  per  100  ml.  with  a white 
blood  cell  count  of  26,000  with  16  per  cent 
polymorphonuclear  leukocytes,  70  per  cent 


band  forms,  and  7 per  cent  metamyelocytes. 
The  serum  amylase  was  30  units  per  100  ml. 
(normal  50  to  180),  the  blood  urea  nitrogen 
32  mg.  per  100  ml.,  and  the  electrolyte  de- 
terminations unchanged.  The  total  serum 
protein  was  found  to  be  5.5  Gm.  per  100  ml. 
(albumin  2.6  Gm.,  globulin  2.9  Gm.).  Spu- 
tum obtained  by  suction  was  negative  for 
Friedlander’s  bacillus  on  culture.  The  chest 
continued  to  drain  seropurulent  fluid  which 
was  subsequently  reported  as  negative  for 
fungi  on  culture.  Abdominal  distention  per- 
sisted with  no  audible  bowel  sounds.  The 
urine  output  was  1,200  cc.  in  twenty-four 
hours.  Terminally  the  electrocardiogram 
showed  no  change.  A single  transfusion 
was  administered,  but  before  additional 
therapy  could  be  instituted  severe  air  hun- 
ger developed,  and  the  patient  went  into 
complete  circulatory  collapse  and  expired. 

Discussion 

Joseph  Rechtschaffen,  M.D.:  When 

the  discusser  attacks  a clinicopathologic  con- 
ference, he  surmises  that  the  case  may  be 
very  simple  and  straightforward  or  so  com- 
plicated that  no  one  could  make  a clear-cut 
diagnosis  ante  mortem.  This  case  today 
presents  several  perplexing  aspects,  and  for 
purposes  of  simplification  I think  it  can  be 
divided  into  two  sections.  First,  we  will 
consider  the  reasons  for  his  admission  to  the 
hospital  and,  second,  the  process  which  led 
rather  rapidly  to  his  death.  Can  we  review 
the  roentgenograms  first? 

John  Batillas,  M.D.:  The  initial  three 
films  on  admission  show  evidence  of  a hy- 
dropneumothorax of  the  right  lung  with 
collapse  of  the  right  middle  and  lower  lobes, 
as  well  as  necrotic  breakdown  and  a fluid 
level  in  the  right  upper  lobe.  We  are  ob- 
viously dealing  with  a necrotizing  pneu- 
monia, abscess  formation,  and  a broncho- 
pleural fistula.  The  cardiac  silhouette  looks 
normal.  The  left  lung  field  is  clear;  there 
are  old  healed  rib  fractures  bilaterally.  Two 
days  following  admission  the  roentgenogram 
of  the  chest  shows  a thoracotomy  tube  in 
place  at  the  right  base,  together  with  re- 
expansion of  the  right  lung  and  a pleural 
reaction  in  the  horizontal  fissure.  The  right 
diaphragm  appears  slightly  elevated.  Four 
days  after  admission,  a portable  film  indi- 
cates the  presence  of  subcutaneous  emphy- 
sema along  the  right  lateral  thoracic  wall, 
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together  with  further  re-expansion  of  the 
right  lung,  and  progressive  clearing  of  the 
pleural  reaction.  On  the  seventh  hospital 
day,  further  improvement  in  the  right  lung 
area  is  evident;  however,  we  now  see  a large 
amount  of  free  air  beneath  the  right  dia- 
phragm. 

Dr.  Rechtschapfen  : Was  subcutaneous 
emphysema  evident  before  the  thoracotomy 
tube  was  inserted? 

Dr.  Batillas:  No,  there  was  no  evidence 

of  subcutaneous  or  of  mediastinal  emphy- 
sema prior  to  the  placement  of  the  thoracot- 
omy tube. 

Dr.  Rechtschafpen  : The  physical  ex- 

amination revealed  some  significant  find- 
ings, in  particular,  elevated  temperature, 
tachycardia  out  of  proportion  to  the  tem- 
perature elevation,  absence  of  hypertension 
or  congestive  heart  failure,  and  foul  odor 
to  the  breath.  Other  findings  included  an 
elevated  blood  glucose,  5 to  10  white  blood 
cells  on  microscopic  examination  of  the 
urine,  a marked  leukocytosis  with  an  in- 
crease in  band  forms,  a slightly  elevated 
SGOT  and  SGPT,  and  a reversal  of  the  al- 
bumin-globulin ratio.  After  reading  the 
protocol,  I believe  that  the  most  likely  condi- 
tion which  initiated  the  series  of  pathologic 
events  in  this  patient  was  a pneumonia  due 
to  a gram-negative  organism,  such  as  Fried- 
lander’s  bacillus,  Hemophilus  influenza,  or 
Escherichia  coli. 

E.  coli  pneumonia  was  first  described  in 
1891,  and  since  that  time  increasing  num- 
bers of  cases  have  been  brought  to  our  at- 
tention, especially  in  the  antibiotic  era.1 
Subcutaneous  emphysema  was  reported  in 
these  early  cases  especially  in  patients  with 
diabetes  who  were  given  injections  of  in- 
sulin. If  abscesses  and  local  pockets  of  gas 
develop  at  the  sites  of  injection,  you  could 
suspect  E.  coli  as  well  as  other  gram-nega- 
tive organisms.  Gram-negative  Coliform 
bacteria  normally  inhabit  the  intestinal 
tract  in  man.  However,  under  certain  con- 
ditions, such  as  long-term  antibiotic  treat- 
ment, diabetes,  cirrhosis,  or  with  instrumen- 
tation, these  bacteria  may  spread  to  various 
organs  including  the  lungs.  It  is  well  rec- 
ognized that  the  lower  respiratory  tract  at 
least  below  the  carina  is  usually  sterile  but 
not  so  in  patients  harboring  diseases,  such 
as  cancer,  allergic  disorders,  or  emphysema.2 
These  underlying  conditions  contribute  to 


a lowering  of  the  local  immune  mechanism 
and/or  establish  an  environment  conducive 
to  the  survival  of  obligatory  invaders,  such 
as  E.  coli.  Unfortunately,  this  particular 
organism  many  times  is  not  detected  in  the 
sputum  of  these  patients  with  a gram-nega- 
tive pneumonia  because  of  other  bacterial 
overgrowth.  The  same  is  true  for  the  em- 
pyema fluid,  the  drainage  material  from  ab- 
scesses, and  from  thoracotomy  tubes.  Inci- 
dentally, a foul-smelling  empyema  associated 
with  E.  coli  is  not  due  to  that  organism  but 
rather  to  accompanying  secondary  invaders. 

This  man  very  soon  after  admission  re- 
ceived massive  doses  of  antibiotics.  E.  coli 
bacteria  are  prone  to  become  resistant  even 
to  intensive  antibiotic  therapy  and  may 
linger  even  though  the  pulmonary  findings 
tend  to  clear.  In  spite  of  these  considera- 
tions, I think  this  patient  showed  improve- 
ment in  his  pulmonary  disease. 

The  second  phase  of  the  patient’s  illness, 
with  the  sudden  onset  of  catastrophic  ab- 
dominal symptoms,  could  best  be  explained 
by  the  development  of  a stress  ulcer  with 
perforation,  peritonitis,  and  shock.  We 
might  consider  the  possibility  of  amebiasis 
involving  the  large  bowel  and  simulta- 
neously giving  rise  to  a lung  abscess.  How- 
ever, amebic  lung  abscesses  are  almost  al- 
ways situated  just  above  the  diaphragm 
in  the  right  lower  lobe  and  very  rarely  in 
the  right  middle  or  upper  lobes.  I presume 
that  an  amebic  lung  abscess  might  be  sus- 
pected from  the  character  of  the  drainage 
fluid  from  the  chest.  However,  if  the  bowel 
perforation  was  due  to  amebiasis,  it  should 
have  been  preceded  by  significant  bowel 
symptoms.  A primary  carcinoma  of  the 
bowel  with  metastases  to  the  lung  would 
hardly  appear  as  a pyopneumothorax  with  a 
bronchopleural  fistula;  furthermore  bowel 
symptoms  were  absent,  and  stool  guaiac  test 
findings  were  negative.  Tuberculosis  in- 
volving the  distal  small  intestine  and  the 
lung  should  certainly  have  presented  abun- 
dant tubercle  bacilli  in  the  sputum.  Fur- 
thermore, the  clinical  features  were  classical 
for  putrid  lung  abscesses  rather  than  tuber- 
culous cavitation. 

We  should  raise  the  question  of  multiple 
foreign  bodies;  aspiration  of  one  foreign 
body  could  lead  to  a lung  abscess,  while  in- 
gestion of  another  foreign  body,  which  fi- 
nally localized  in  the  distal  ileum  or  cecum, 
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could  lead  to  a perforation.  If  the  patient 
was  wearing  dentures  which  had  been 
broken  as  a result  of  a fall  or  a fight,  one 
would  have  expected  to  see  on  x-ray  film 
metallic  objects  or  a tooth  in  the  right  lower 
quadrant  and  in  the  lung.  Furthermore, 
such  foreign  bodies  in  the  lung  would  tend 
to  locate  in  a lower  lobe.  This  suggestion  of 
a double  foreign  body  remains  highly  spec- 
ulative. 

Septic  pulmonary  emboli  from  suppura- 
tive pelvic  thrombophlebitis  could  explain 
the  combination  of  lung  abscess  and  symp- 
toms in  the  right  lower  quadrant,  but  we 
really  have  nothing  to  suggest  an  earlier 
pelvic  thrombophlebitis,  which  occurs  most 
commonly  in  women.  Salmonella  paratyphi 
infections  can  occasionally  cause  lung  ab- 
scess, but  the  organism  would  have  been 
found  in  the  sputum  and,  here  again,  there 
would  have  been  much  earlier  bowel  symp- 
toms. 

In  spite  of  the  other  possibilities  I be- 
lieve that  this  patient  was  diabetic  with  very 
early  cirrhosis  of  the  liver,  in  whom  E.  coli 
pneumonia  with  abscess  formation  devel- 
oped. I believe  that  he  subsequently  went 
on  to  have  a perforated  stress  ulcer  and  died. 

John  T.  Flynn,  M.D.:  Dr.  Rechtschaf- 

fen,  recently  we  have  been  interested  in 
whether  any  of  our  staff  has  ever  seen  a 
perforation  of  a stress  ulcer.  What  has 
been  your  experience? 

Dr.  Rechtschaffen  : First,  I would  like 

to  comment  that  individuals  who  have  a 
tendency  toward  the  development  of  a peptic 
ulcer,  or  already  have  an  ulcer,  might  be 
more  liable  to  develop  ulcer  complications 
postoperativelv  and  possibly  perforation. 
Classically  with  stress  we  see  a superficial 
erosion,  usually  in  the  stomach;  often  mas- 
sive hemorrhage  may  result  during  the  post- 
operative period  or  after  a recent  cere- 
bral vascular  accident.  The  type  of  stress 
ulcer  described  by  Curling3  after  extensive 
burns  can  progress  to  necrosis  and  perfora- 
tion of  the  esophagus  and  stomach.  I see 
no  reason  why  any  stress  ulcer  might  not 
behave  in  the  same  manner  if  it  persisted 
long  enough  and  if  the  patient  survived  for 
a sufficient  period  of  time.  We  still  do  not 
know  the  cause  of  ulcers;  possibly,  as  Gray 
et  al .4  have  maintained,  all  are  mediated 
through  the  adrenal  cortex.  I must  admit 
that  I do  not  recall  a perforation  of  what  I 


believed  to  be  a stress  ulcer,  but  certainly 
the  most  severe  are  well  known  to  cause 
necrosis  and  perforation. 

Richard  B.  Nolan,  M.D.:  I do  not  re- 

call seeing  a free  perforation  of  a stress 
ulcer,  although  we  frequently  see  active 
gastrointestinal  bleeding  from  such  ulcers. 
In  recent  times,  the  ulcer  phenomenon  most 
frequently  associated  with  rapid  dissolution 
of  the  bowel  wall  and  perforation  was  the 
result  of  the  ingestion  of  potassium  salts. 

Dr.  Flynn:  Dr.  Rechtschaffen,  did  you 

infer  that  the  pneumothorax  in  this  case 
was  in  part  related  to  gas  formation  by  E. 
coli  ? 

Dr.  Rechtschaffen:  No,  I was  only 

raising  the  question  as  to  whether  the  sub- 
cutaneous emphysema  immediately  adjacent 
to  the  thoracotomy  tube  might  be  due  to  E. 
coli.  However,  such  a collection  of  gas 
might  be  expected  wherever  one  has  intro- 
duced a tube  into  the  chest  wall  and  left  it 
there  for  some  time. 

Charles  M.  Karpas,  M.D.:  To  what  do 
you  relate  the  increase  of  serum  enzymes? 

Dr.  Rechtschaffen  : E.  coli  septicemia 

can  cause  such  an  elevation  of  serum  en- 
zymes, although  it  also  should  have  caused 
an  elevation  of  the  LDH.1  The  enzyme 
changes,  together  with  the  reversal  of  the 
albumin-globulin  ratio  made  me  think  of 
cirrhosis  of  the  liver. 

Dr.  Nolan  : We  saw  this  man  in  surgi- 

cal consultation  on  his  second  hospital  day 
at  which  time  he  had  the  classic  signs  of 
what  used  to  be  a common  entity,  that  is, 
necrotizing  pneumonia  with  bronchopleural 
fistula  and  empyema.  He  was  expectorating 
large  quantities  of  foul-smelling  sputum. 
With  a large  area  of  necrotic  lung  paren- 
chyma which  has  broken  through  into  the 
bronchus,  one  must  be  very  careful  about 
positioning  the  patient  to  avoid  aspiration 
into  the  other  lung.  After  insertion  of  the 
thoracotomy  tube,  with  a bronchopleural 
fistula  present,  the  subcutaneous  emphysema 
was  probably  due  to  the  egress  of  air  along 
the  tube  tract  rather  than  to  the  metabolic 
process  of  an  E.  coli  organism. 

This  man’s  clinical  condition  improved 
rather  dramatically  while  on  closed  thora- 
cotomy only,  although  his  bronchopleural 
fistula  persisted.  On  the  sixth  hospital  day, 
however,  when  we  were  quite  confident  of 
his  continuing  improvement,  his  condition 
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abruptly  worsened.  Our  first  thoughts  were 
bleeding  from  a stress  ulcer  and  an  over- 
whelming bacteremia  producing  the  clinical 
shock  which  he  evidenced.  The  abdominal 
aspect  of  this  man’s  disease  did  not  become 
apparent  until  the  day  following  the  initial 
drop  of  blood  pressure  and  vasomotor 
collapse,  because  his  abdomen  was  only  mod- 
erately distended  and  bowel  sounds  were 
present.  Only  the  last  film  of  the  chest  re- 
vealed unexpectedly  the  air  under  the  right 
diaphragm. 

Dr.  Flynn  : Is  it  conceivable  that  the 

thoracotomy  tube  might  have  penetrated  the 
diaphragm  and  produced  the  pneumoperito- 
neum? 

Dr.  Nolan:  Yes,  that  is  a possibility; 

however,  the  marksmanship  on  the  place- 
ment of  this  tube  was  ideal.  It  was  inserted 
at  the  costophrenic  angle  and  hugs  the  dia- 
phragm posteriorly.  In  general,  we  would 
tend  to  err  by  having  the  tube  1 or  2 inter- 
spaces higher  to  avoid  injury  to  the  dia- 
phragm. Such  a precaution  is  more  impor- 
tant on  the  left  side  where  you  must  avoid 
lacerations  of  the  spleen. 

Harold  Coppersmith,  M.D.:  Assuming 

that  the  terminal  episode  was  perforation 
of  a stress  ulcer  of  the  stomach,  would  not 
treatment  by  continuous  gastric  drainage 
have  been  effective? 

Dr.  Rechtschaffen  : The  results  of 

medical  treatment  of  a perforated  peptic 
ulcer  by  intubation  and  continuous  suction 
are  practically  identical  to  those  of  surgery.5 

Dr.  Nolan:  The  case  selections,  medical 

versus  surgical,  make  a good  comparison 
very  difficult;  the  British  experience  with 
continuous  suction  involved  largely  the 
older-age  group  of  patients  in  whom  there 
was  some  other  factor  contraindicating  sur- 
gery.6 The  surgical  plication  of  fresh  gas- 
tric or  duodenal  perforation  produces  good 
results  generally,  while  the  complication  rate 
of  medical  management  is  significantly 
higher,  especially  with  the  complications  of 
subphrenic  and  subhepatic  infections.7 

Dr.  Rechtschaffen  : I have  always 

been  under  the  impression  that  if  the  per- 
foration is  from  an  ulceration  of  the  stom- 
ach or  duodenum,  the  chances  of  a subse- 
quent subphrenic  abscess  were  practically 
nil  with  medical  treatment. 

Lewis  Bronstein,  M.D.:  Are  we  so  sure 
that  this  patient  really  has  a gram-negative 
septicemia?  I do  not  see  actual  proof  of  it 


in  the  protocol;  but  if  septicemic  shock  was 
strongly  suspected,  why  not  try  corticoste- 
roids and  possibly  vasopressor  agents? 

Dr.  Flynn  : Corticoids  might  have  been 
started  but  would  have  probably  been  dis- 
continued, once  the  air  beneath  the  dia- 
phragm was  discovered. 

Dr.  Rechtschaffen:  It  is  interesting 

that  anemia  did  not  develop  in  this  patient 
in  spite  of  the  subsequent  apparent  sep- 
ticemia ; but  is  anemia  characteristic  of 
gram-negative  septicemia,  Dr.  Karpas? 

Dr.  Karpas:  Such  anemias  take  many 

days  to  develop,  longer  than  most  patients 
with  severe  gram-negative  septicemia  can 
survive.  If  this  man  had  an  overwhelming 
gram-negative  septicemia,  there  should  have 
been  some  evidence  of  it  on  bacterial  culture. 
Incidentally,  I think  the  increase  in  serum 
enzymes  was  related  to  the  lung  lesion,  while 
the  abnormally  low  serum  proteins  and  the 
electrolyte  imbalance  probably  resulted  from 
the  steady  drainage  from  the  empyema 
cavity.  One  of  the  most  disturbing  features 
in  this  case  is  that  we  did  not  find  a signifi- 
cant number  of  pathogenic  organisms  in  the 
sputum,  the  drainage  fluid,  or  in  the  blood. 
Then  again  we  still  are  not  clear  as  to 
w'hether  the  terminal  events  were  due  to  an 
overwhelming  septicemia  or  were  the  gen- 
eralized manifestations  of  a local  process. 

Henry  A.  Sampson,  M.D.:  It  is  a little 
hard  to  accept  Dr.  Rechtschaffen’s  diagnosis 
in  view  of  the  repeated  cultures  negative  for 
E.  coli. 

Dr.  Rechtschaffen:  The  objections  to 

the  negative  cultures  must  be  tempered  by 
the  fact  that  they  were  obtained  on  material 
cultures  after  the  patient  had  been  started 
on  massive  doses  of  antibiotics.  I have  not 
been  able  to  answer  in  my  own  mind  the 
mechanism  by  which  the  E.  coli  reached  the 
lung.  This  man  could  have  had  a pre-exist- 
ing pyelonephritis,  chronic  cholecystitis,  or 
some  other  type  of  intra-abdominal  disease 
as  the  original  source  of  E.  coli. 

Dr.  Bronstein  : There  were  no  fungi  on 
culture  of  the  fluid  from  the  right  thoracic 
cavity.  Were  other  cultures  for  fungi 
taken? 

Dr.  Flynn:  No. 

Dr.  Coppersmith:  The  law  of  medical 

averages  would  suggest  that  this  patient 
suffered  a perforation  of  an  ordinary  peptic 
ucler  as  a terminal  event. 
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Clinical  diagnoses 

1.  Abscess,  right  upper  lobe,  secondary  to 
? pneumonia;  with  empyema,  and  broncho- 
pleural fistula 

2.  Peritonitis,  diffuse,  ? secondary  to  per- 
foration of  stress  ulcer 

Dr.  Rechtschaffen’s  diagnoses 

1.  E.  coli  pneumonia,  with  secondary 
lung  abscess,  empyema,  and  bronchopleural 
fistula 

2.  Gram-negative  septicemic  shock,  sus- 
pected 

3.  Spontaneous  perforation  of  stress  ulcer 
of  the  stomach 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  The  two  organs 
primarily  involved  in  this  fatal  illness  were 
the  lungs  and  the  gastrointestinal  tract. 
The  right  lung  was  partially  adherent  to  the 
parietal  pleura  by  fibrinous  and  fibrous  ad- 
hesions, and  there  was  an  area  of  loculated 
empyema  at  the  base.  Microscopically,  there 
was  evidence  of  organization  and  healing 
around  this  empyema  pocket.  The  basic  pul- 
monary lesion  that  most  likely  triggered  off 
the  subsequent  chain  of  clinical  events  was 
an  extensive  bronchiectasis  involving  espe- 
cially the  right  upper  lobe,  which  also  con- 
tained a large  abscess  cavity  measuring  6 
cm.  in  diameter  (Fig.  3A).  Portions  of  the 
wall  of  the  abscess  contained  smooth  muscle 
suggesting  a bronchial  origin.  The  abscess 
showed  evidence  of  healing  but  was  still  in 
continuity  with  the  empyema  cavity,  indi- 
cating the  anatomic  site  of  the  bronchopleu- 


ral fistula.  It  is  most  likely  that  an  area  of 
saccular  bronchiectasis  became  inflamed, 
formed  an  abscess,  and  perforated  into  the 
pleura.  The  microscopic  examinations  of 
the  adjacent  lung  tissue  revealed  no  gran- 
ulomatous lesions,  such  as  tuberculosis  or 
fungus  infection,  but  this  was  the  site  of 
an  extensive  fibrinohemorrhagic  exudate, 
indicating  a severe  infection.  The  left  lung 
showed  only  congestion  and  edema  but  no 
evidence  of  inflammation. 

On  opening  the  peritoneal  cavity,  we 
found  an  abundance  of  purulent  fluid,  bits  of 
fecal  material,  and  loops  of  small  bowel 
bathed  in  fibrinopurulent  exudate.  The 
source  of  this  peritonitis  was  a perforation 
in  the  ascending  colon  6 cm.  distal  to  the 
ileocecal  valve.  This  perforation  was  lo- 
cated in  a 5-cm.  segment  of  bowel  that  was 
congested  and  hemorrhagic.  The  remain- 
ing colon  and  the  small  intestine  were  other- 
wise normal  on  gross  examination  except 
for  the  evidence  of  general  inflammation 
over  the  peritoneal  surfaces.  The  gastric 
mucosa  contained  a few  small  superficial 
erosions  in  the  distal  portion  associated  with 
a small  amount  of  coffee-ground  material. 
These  erosions  might  have  been  related  to 
stress  but  were  apparently  not  the  cause  of 
significant  hemorrhage  within  the  gastroin- 
testinal tract.  In  the  wall  of  the  colon  ad- 
jacent to  the  perforation  there  was  a mini- 
mal loss  of  architecture  characterized  by 
severe  congestion  of  small  blood  vessels, 
extravasation  of  red  blood  cells,  and  loss  of 
the  cellular  detail  of  the  mucosa  (Fig.  3B). 
There  was  no  vasculitis,  but  we  found 
thrombi  in  the  small  veins  in  the  involved 
bowel  wall  particularly  near  the  serosal  sur- 


FIGURE  3.  (A)  Portion  of  pulmonary  abscess  (arrows)  adjacent  to  area  of  bronchopneumonia. 

(B)  Area  of  ischemic  necrosis  of  bowel  wall,  with  ghost-like  architecture,  marked  congestion,  and 
extravasation  of  red  blood  cells.  (Hematoxylin  and  Eosin  Stain) 
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face.  An  extensive  study  of  the  mesocolon, 
the  mesentery,  and  other  portions  of  the 
bowel  revealed  no  other  evidence  of  venous 
or  arterial  occlusion.  The  acute  peritonitis 
with  fecal  contamination  was  clearly  due  to 
the  perforation  of  the  colon.  From  our  ex- 
perience the  colon  is  unusually  susceptible 
to  the  circulatory  disturbance  seen  in  shock, 
particularly  the  effects  of  venous  stagnation. 
Hemorrhagic  necrosis  of  the  mucosa  with  or 
without  perforation  may  result.  However, 
infarctions  of  the  bowel  with  or  without 
thrombosis  are  not  seen  frequently.  In  a 
large  series  of  autopsy  material  collected  be- 
tween 1911  and  1945,  99  cases  of  venous 
thrombosis  of  the  intestinal  tract  were  en- 
countered.8 Fifty-two  of  the  99  cases 
showed  infarction,  yet  perforations  devel- 
oped in  none  of  them.  All  of  these  patients 
were  severely  ill  and  debilitated  as  a result 
of  severe  infection,  neoplasm,  cirrhosis,  or 
cardiac  decompensation.  Other  reports  em- 
phasized the  relation  of  infarction  of  the 
bowel  to  coexisting  cardiac  failure,  often 
without  any  vascular  thrombosis.9 

In  this  case  the  liver  showed  only  con- 
gestion and  mild  reactive  changes,  so-called 
severe  hepatosis.  There  was  no  evidence  of 
active  hepatitis  or  cirrhosis. 

Dr.  Rechtschaffen  : Is  it  possible  that 
this  patient  initially  had  an  infarction  of 
the  bowel,  and  subsequently  an  E.  coli  blood- 
borne  infection  developed  in  his  lung? 

Dr.  Moumgis:  No,  I do  not  believe  that 

that  was  the  case,  because  in  the  micro- 
scopic sections  of  the  involved  bowel  we 
could  still  see,  for  the  most  part,  relatively 
normal  architecture  but  with  loss  of  nuclear 
detail  which  suggested  a recently  initiated 
process.  The  mucosa  was  not  destroyed  ex- 
cept in  the  very  small  area  of  perforation, 
and  the  immediately  adjacent  bowel  had  the 
appearance  of  a quite  fresh  infarction. 

Dr.  Flynn:  Can  one  find  stress  ulcer 

perforations  distal  to  the  duodenum  or  in 
the  large  intestine? 

Dr.  Rechtschaffen:  Not  to  my  knowl- 

edge. 

Dr.  Flynn  : Dr.  Nolan,  could  this  per- 

foration of  the  bowel  have  been  treated  sur- 
gically? 

Dr.  Nolan:  The  distressing  thing  here 

was  that  the  severity  of  this  infradiaphrag- 
matic  process  could  not  really  be  appreciated 
until  some  twenty-four  or  thirty-six  hours 


after  its  onset.  Before  I answer  your  ques- 
tion, could  I ask  Dr.  Moumgis  if  a search 
was  made  for  a foreign  body  at  autopsy? 
The  ascending  colon  near  the  ileocecal  valve 
is  a favored  site  for  perforation  by  foreign 
bodies,  especially  toothpick  fragments. 

Dr.  Moumgis:  We  did  not  find  any  for- 

eign bodies  in  aspirating  the  purulent  fluid 
from  the  abdomen.  Admittedly,  if  there 
was  a small  spicule  of  wood,  we  might  possi- 
bly have  missed  it.  However,  let  me  stress 
the  area  of  congestion  and  infarction  5 or  6 
cm.  in  diameter  surrounding  this  perfora- 
tion which  would  more  appropriately  be  re- 
lated to  a circulatory  disturbance  than  to  a 
perforation  due  to  a small  foreign  body. 

Dr.  Nolan  : The  surgical  handling  of 

this  perforation  might  have  presented  a se- 
rious problem  for  the  reason  that  Dr.  Moum- 
gis has  just  alluded  to.  An  attempt  at  pri- 
mary suture  would  probably  not  have  been 
effective,  because  the  sutures  would  pull 
through  the  ischemic  wall,  and  what  would 
appear  to  be  an  adequate  closure  at  the 
operating  table  would  no  doubt  break  down. 
A primary  resection  of  the  ascending  colon 
and  an  ileotransverse  colostomy  in  the  face 
of  diffusing  peritonitis  would  have  a pro- 
hibitive morbidity.  One  way  to  handle  this 
would  be  either  to  exteriorize  the  ascending 
colon  or  to  convert  it  into  a controllable 
cecostomy-type  of  drain  or  fistula.  A side- 
to-side  ileotransverse  colostomy  with  a per- 
manent sump  or  catheter  into  the  perfora- 
tion would  be  another  alternative. 

Dr.  Coppersmith  : Why  did  the  patient 

not  have  an  abdominal  exploration? 

Dr.  Nolan  : Because  he  was  really  mori- 

bund and  died  shortly  after  the  x-ray  film 
which  showed  air  under  the  diaphragm  was 
taken.  I saw  him  several  times  the  day  be- 
fore his  death  and  was  puzzled  as  to  the 
cause  of  his  difficulty.  His  abdomen  was 
distended  and  moderately  tender,  but  there 
was  no  clinical  evidence  of  obvious  diffusing 
peritonitis. 

DR.  Karpas:  From  the  pathologic  find- 

ings it  appeared  that  the  changes  in  the 
bowel  were  of  a vascular  nature.  A venous 
occlusion  such  as  this  leads  to  a slow  com- 
promise of  local  circulation  rather  than  the 
sudden  catastrophic  course  characteristic  of 
an  arterial  lesion.  In  the  absence  of  an  an- 
tecedent inflammatory  process,  such  as  di- 
verticulitis or  appendicitis,  perforation  of 
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the  large  intestine  may  not  produce  severe 
clinical  symptoms  until  an  overwhelming 
number  of  bacteria  have  multiplied  within 
the  peritoneal  cavity.  There  is  less  likely  to 
be  an  abrupt  onset  of  irritative  peritonitis 
such  as  one  finds  with  a perforated  duo- 
denal ulcer  or  rupture  of  the  gallbladder. 

I would  like  to  note  that  the  lung  was 
very  badly  damaged  with  widespread  hem- 
orrhagic infiltration  and  extravasation  of 
red  blood  cells,  quite  typical  of  gram-nega- 
tive infiltration.  In  that  respect  I)r.  Reeht- 
schaffen  is  no  doubt  correct,  that  the  patient 
had  a gram-negative  pneumonia  superim- 
posed on  a long-standing  bronchiectasis. 

Dr.  FLYNN:  In  spite  of  much  erudite 

argumentation  to  the  contrary,  the  autopsy 
still  has  great  value,  if  only  to  keep  us  all  a 
little  more  alert  and  more  realistic  about  our 
diagnostic  capabilities.  We  need  to  be  re- 
minded that  an  already  severely  ill  patient 
in  whom  peritonitis  develops  may  not  mani- 
fest the  usual  and  classic  abdominal  findings. 

Pathologic  diagnoses 

1.  Bronchiectasis  of  right  upper  lobe, 
with  abscess  formation,  empyema,  and  bron- 


) 


Treatment  of  poriasis  with  minute 
oral  doses  of  methotrexate 

Fourteen  patients  with  psoriasis  refractory 
to  conventional  therapy  were  evaluated  for  re- 
sponses to  minute  oral  doses  of  methotrexate 
report  Joel  M.  Spiro,  M.D.,  and  D.  J.  Demis, 
M.D.,  Ph.D.,  in  Archives  of  Dermatology  99: 
459  (April)  1969.  The  patients  ranged  in  age 
from  twenty  to  sixty-four  years;  sexes  were 
evenly  divided,  with  a mean  age  of  forty-one 
for  both  sexes.  All  had  widespread  involve- 
ment. Except  for  bland  lubrication,  all  conven- 
tional therapy  was  halted  during  the  ten-day 
study  period.  Patients  got  methotrexate  orally 
in  daily  divided  doses  of  0.5  to  0.6  mg.  admin- 
istered four  to  six  times  daily.  While  on  metho- 
trexate therapy,  some  patients  were  placed  on  a 
low  folic  acid  diet.  Patients  were  clinically 
evaluated  daily;  laboratory  studies  were  done 
every  other  day.  The  clinical  status  was  eval- 
uated on  the  basis  of  changes  in  scale  forma- 


chopleural fistula;  bronchopneumonia,  right 
lung,  marked 

2.  Ischemic  necrosis  of  ascending  colon 
with  perforation,  (?  secondary  to  shock); 
peritonitis 
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tion  and  erythema,  but  responses  were  ulti- 
mately reported  in  terms  of  the  clearing  of 
psoriasis.  More  than  80  per  cent  clearing  of 
skin  lesions  was  considered  excellent;  70  to  80 
per  cent  good;  and  50  to  70  per  cent  moderate. 
Under  50  per  cent  was  considered  poor. 

Results  are  reported  on  17  admissions  as  fol- 
lows: excellent,  12  patients;  good,  2 patients; 

moderate,  3 patients.  Two  patients  who  did  not 
respond  significantly  to  the  first  course  were 
given  a five-day  rest  interval  and  then  given 
repeat  courses,  to  which  they  had  an  excellent 
response.  One  patient  had  3 admissions,  for  an 
overall  total  of  17  admissions. 

Clinical  toxicity,  chiefly  mild  stomatitis  and 
sore  throat,  occurred  in  4 patients  but  cleared 
when  the  drug  was  stopped.  Laboratory  evi- 
dence of  toxicity  was  limited  to  transient  ele- 
vations in  serum  glutamic  oxaloacetic  trans- 
aminase and  serum  glutamic  pyruvic  transami- 
nase levels  in  2 patients,  and,  in  1 patient,  slight 
elevation  of  serum  alkaline  phosphatase.  Re- 
missions were  sustained  two  to  eight  months  or 
longer. 
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IVU  families  have  stories  of  remote  or 
near  ancestors  who  weighed  less  than  2 
pounds  at  birth  and  who  survived  because  of 
the  competency  of  the  wet  nurse  or  the  early 
supply  of  asses’  milk  from  an  eye  dropper. 
Such  stories,  which  have  been  exaggerated 
by  time  and  telling,  still  serve  to  point  up 
the  interrelationship  between  prenatal 
growth  failure  and  feeding  difficulties  in 
the  immediate  postnatal  period.  The  ability 
of  the  newborn  to  adapt  efficiently  to  an  ex- 
tra-uterine environment  is  intricately  re- 
lated to  the  degree  of  physiologic  and  bio- 
chemical maturity  at  birth. 

Intra-uterine  malnutrition 

Research  in  the  field  of  prenatal  nutrition 
is  now  being  carried  out  on  a multidisci- 
plinary level.  Significant  data  from  inde- 
pendent studies  were  discussed  at  a recent 
symposium  of  the  Nutrition  Society  of  Great 
Britain  to  which  contributions  were  made 
both  by  nutritionists  and  pediatricians.1  It 
is  clear  from  the  proceedings  of  this  meeting 
that  malnutrition  in  the  postnatal  period 
cannot  be  understood  without  due  considera- 
tion of  the  different  types  of  intra-uterine 
malnutrition  and  their  relationship  to  one 
another.  Thus  Wigglesworth2  distinguished 
three  forms  of  intra-uterine  nutrient  dep- 


rivation but  pointed  out  that  absolute  sep- 
aration of  one  type  from  another  may  be 
untenable  because  of  common  features  in 
pathogenesis. 

It  has  long  been  realized  that  the  truly 
premature  infant  is  immature  at  birth  be- 
cause of  the  short  length  of  gestation.  Sil- 
verman and  Sinclair3  stated  that  in  such 
cases  it  is  assumed  that  maternofetal  rela- 
tions have  been  normal  until  the  occurrence 
of  an  event  resulting  in  the  early  delivery  of 
an  infant  whose  over-all  size,  body  compo- 
sition, and  functional  development  are  fairly 
representative  of  coeval  fetuses  whose  ges- 
tations are  undisturbed.  In  the  present 
context,  it  is  important  to  remember  that 
the  food  stores  of  such  infants  are  low  be- 
cause of  early  separation  from  the  maternal 
supply. 

In  contrast  to  the  premature  infants, 
other  undersized  neonates  are  small  for  their 
gestational  age.  The  typical  SFD  (small 
for  dates)  babies  are  long  and  thin  with  a 
rather  large  cranium.  The  brain  weight  ex- 
ceeds that  expected  for  the  birth  weight, 
while  the  liver,  lungs,  and  thymus  are 
smaller  than  those  of  premature  infants.4 
Since  both  the  external  appearance  and  the 
changes  in  the  relative  weights  of  the  or- 
gans is  similar  to  that  of  infants  who  are 
malnourished  postnatally,  these  babies  were 
termed  by  McBurney  “undernourished  term 
infants.”5  It  has  been  shown  by  Naeyef’ 
that  both  in  SFD  babies  and  in  those  mal- 
nourished postnatally,  the  reduction  in  or- 
gan size  is  due  to  decreased  cytoplasmic 
mass  rather  than  a reduction  in  cell  num- 
ber. While  the  etiology  of  this  condition 
has  not  been  fully  explained,  it  is  believed 
that  SFD  babies  have  been  exposed  to  nu- 
trient deprivation  late  in  intra-uterine  life. 
An  analogous  condition  can  be  produced  in 
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rats  by  induction  of  uteroplacental  is- 
chemia.' In  the  human  being,  the  rate  of 
uteroplacental  blood  flow  determines  late  in- 
tra-uterine  development,  and  it  has  been 
suggested  that  such  conditions  as  pre- 
eclampsia, with  thrombotic  occlusion  of  the 
placental  arteries,  may  cause  growth  de- 
pression.8 Multiple  as  well  as  prolonged 
pregnancies  may  similarly  be  associated 
with  the  production  of  undersized  babies  be- 
cause the  maternal  nutrient  supply  is  inade- 
quate.'' Placental  weight,  decidual  surface 
area,  and  cord  diameter  are  significantly 
smaller  in  intra-uterine  growth-retarded  in- 
fants than  in  normal  babies." 

The  effect  of  maternal  undernutrition  on 
the  growth  of  the  fetus  has  not  as  yet  been 
fully  evaluated.  While  Wigglesworth- 
stated  that  fetal  nutrition  is  not  necessarily 
directly  related  to  maternal  food  intake  dur- 
ing pregnancy,  clear  evidence  has  been  ob- 
tained that  food  restriction  in  late  preg- 
nancy can  result  in  the  production  of  low- 
birth-weight  infants.10  Smith11  reported 
the  effects  of  the  1944  to  1945  winter  famine 
in  Holland  on  the  birth  weights  of  babies. 
He  found  that  the  birth  weights  of  infants 
born  in  the  first  three  months  of  the  hunger 
period  were  significantly  lower  than  the 
weights  of  those  born  later  in  the  famine. 
From  these  observations  he  concluded  that 
the  weight  of  infants  at  birth  only  reflects 
the  mother’s  nutritional  status  during  the 
last  trimester  of  pregnancy.  It  is  of  inter- 
est that  it  is  possible  to  reduce  birth  weight 
in  sheep  by  restricting  maternal  food  in- 
take in  the  last  six  weeks  of  pregnancy. 
The  common  practice  of  employing  weight- 
reducing  diets  to  control  maternal  weight 
gains  late  in  pregnancy  may  have  undesir- 
able effects  on  the  fetus  by  limiting  the 
physiologic  accretion  of  food  stores.  This 
problem,  as  well  as  the  effects  of  maternal 
starvation  ketosis,  are  currently  being  stud- 
ied. 

Infants  with  congenital  anomalies  tend 
also  to  be  small  at  birth.12  Thus  in  Down’s 
syndi*ome  the  incidence  of  low  birth  weight 
is  approximately  20  per  cent.13  Intra-uter- 
ine growth  retardation  also  occurs  in  babies 
with  de  Lange’s,14  Turner’s,15  and  Seckel’s 
syndromes.16  Intra-uterine  infections  often 
result  in  growth  retardation  in  utero,  and 
it  is  now  recognized  that  not  only  syphilis, 
but  also  cytomegalic  inclusion  disease,  toxo- 


plasmosis, listeriosis,  and  rubella  produce 
infants  that  are  small  for  their  gestational 
age.1217  Wigglesworth2  has  pointed  out 
that  both  in  infants  that  are  victims  of  mal- 
formation and  in  those  who  have  suffered  in- 
tra-uterine infection  low  body  weight  at 
birth  is  associated  with  reduced  size  of  many 
vital  organs,  including  the  brain.  The  cell 
populations  of  these  organs  are  also  di- 
minished. Any  genetically  determined  or 
acquired  pathologic  process  which  temporar- 
ily impairs  mitotic  activity  early  in  preg- 
nancy permanently  interferes  with  the  de- 
velopment of  the  brain  and  other  tissues. 

In  experimental  animals,  with  appropriate 
nutritional  rehabilitation,  the  young  can 
compensate  for  a reduction  in  cell  size  at 
birth,  but  they  are  unable  to  make  up  for  a 
deficit  in  cell  population.2  Extrapolation  of 
these  data  to  the  human  infant  would  imply 
that  as  long  as  the  cell  population  of  the 
tissues  and  particularly  the  brain  are  main- 
tained, the  outlook  for  the  low-birth-weight 
infant  is  reasonably  good.  However,  the 
prognosis  in  terms  of  normal  development  is 
poor  when  early  intra-uterine  malnutrition 
has  occurred  even  under  conditions  of  opti- 
mal postnatal  nutrition. 

Nutritional  hazards  of  premature 
and  dysmature  infants 

Starvation.  Termination  of  constant 
maternal  food  supplies  to  the  fetus  at  birth 
imposes  a physiologic  demand  for  an  alter- 
native source  of  nutrients  to  meet  metabolic 
requirements.  At  term,  the  normal  infant 
has  adequate  liver  glycogen  stores  which  can 
be  rapidly  converted  to  glucose  and  used  as 
an  energy  source.18  The  fat  depots  of  these 
normal  infants,  which  have  been  formed  dur- 
ing the  last  stages  of  gestation,  can  also  be 
drawn  on  as  a source  of  energy  as  soon  as 
the  glycogen  stores  are  exhausted.  Free 
fatty  acids  and  glycerol  are  released  from 
adipose  tissue  in  response  to  the  decrease  in 
blood  glucose  levels,  which  occurs  when  the 
available  glucose,  derived  from  liver  glyco- 
gen, is  exhausted.  Demands  on  the  food 
stores  increase  rapidly  during  the  neonatal 
period  not  only  because  of  the  caloi'ic  re- 
quirements for  muscular  energy  but  also  be- 
cause the  infant  has  to  vary  his  metabolic 
rate  to  maintain  a constant  internal  ther- 
mal environment.19  However,  relative  or 
absolute  starvation  is  commonly  imposed 
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during  the  immediate  postnatal  period  on 
the  assumption  that  infants  can  rely  on  their 
food  reserves  until  lactation  or  artificial 
feeding  is  established. 

The  stores  of  glycogen  and  fat  are  low  in 
prematurely  born  infants  because  the  time 
of  gestation  has  been  too  short  for  adequate 
synthesis  and  deposition.  Similarly,  dysma- 
ture  or  SFD  babies  have  a low  body  fat  con- 
tent and  a small  liver  with  a diminished 
glycogen  store.18  The  precarious  nutri- 
tional status  of  underweight  infants  in  both 
groups  is  intensified  by  the  increased  energy 
requirements  for  thermal  control,  and  in 
the  dysmature  groups  the  large  surface  area 
is  associated  with  high  heat  loss  which  must 
be  compensated  by  further  mobilization  of 
the  small  fat  stores.20 

Neonatal  starvation  of  these  infants  can 
cause  immediate  and  long-term  tissue  dam- 
age especially  to  the  brain.  High  bilirubin 
levels,  which  when  associated  with  kernic- 
terus  cause  brain  damage,  are  enhanced  by 
a low  food  intake  in  the  first  days  of  life.21 
In  the  premature  infant,  the  conjugation 
of  bilirubin  to  form  the  glucuronide  is  im- 
paired because  the  glucuronyl  transferase 
enzyme  is  deficient.22  However,  since  glu- 
curonide formation  depends  on  the  ade- 
quacy of  liver  glycogen  stores,  this  biochem- 
ical function  is  also  impaired  in  both  pre- 
mature and  dysmature  infants.23  Conjuga- 
tion with  glucuronide  is  necessary  for  effec- 
tive bilirubin  excretion.  Experimental  evi- 
dence suggests  that  the  conjugated  product 
cannot  be  reabsorbed  from  the  intestine  or 
biliary  system,  whereas  free  bilirubin  is  re- 
absorbed into  the  plasma.24 

There  is  also  indirect  evidence  to  suggest 
that  various  other  forms  of  neurologic  hand- 
icap may  be  incurred  as  a result  of  caloric 
deprivation  of  underweight  infants.  In  im- 
mature infants,  an  increased  time  taken  to 
regain  birth  weight  has  been  associated  with 
an  increased  incidence  of  spastic  diplegia.25 
It  has  also  been  shown  by  Drillien26  that  the 
I.Q.  scores  of  children  whose  birth  weights 
were  between  1,500  to  2,500  Gm.  were  lower 
if  the  time  of  the  first  feeding  was  delayed. 

The  introduction  of  feeding  with  ex- 
pressed breast  milk  within  a few  hours  of 
delivery  has  lessened  the  time  for  regain  of 
birth  weight  in  dysmature  babies,  and  in  a 
recent  survey  it  appears  that  neurologic  de- 
fects are  infrequent  in  infants  on  this  regi- 
men in  comparison  with  those  who  have 


been  starved  for  the  customary  forty-eight 
hours.27'28 

Neonatal  hypoglycemia.  In  1959, 
Cornblath,  Odell,  and  Levin29  described  a 
series  of  babies  from  toxemic  mothers  whose 
neurologic  symptoms  associated  with  hypo- 
glycemia during  the  first  forty-eight  hours 
of  life  could  be  completely  relieved  by  intra- 
venous glucose.  These  findings  have  been 
confirmed  by  other  workers,  and  it  is  now 
accepted  that  if  the  blood  sugar  falls  below 
20  mg.  per  100  ml.  during  this  period,  symp- 
toms of  hypoglycemia  may  occur.30  The 
clinical  features  of  hypoglycemia  in  such  in- 
fants include  convulsions,  apneic  attacks, 
tremor,  and  coma.  Untreated  hypoglycemia 
can  cause  severe  brain  damage,  and  even  if 
the  hypoglycemic  episode  has  been  brief  or 
relatively  mild,  permanent  neurologic  defi- 
cits can  occur.31 

The  blood  sugar  at  the  time  of  delivery  is 
usually  within  the  adult  range,  but  within 
a few  hours  of  birth  it  falls  to  about  50  mg. 
per  100  ml.  in  normal  full-term  infants. 
This  mean  fasting  level  is  maintained  for 
several  days,  and  then  there  is  a slow  rise 
so  that  adult  blood  sugar  levels  are  regained 
within  seven  to  ten  days.30  Physiologic  hy- 
poglycemia is  exaggerated  in  infants  whose 
liver  stores  of  carbohydrate  are  low  at  the 
time  of  birth.  Thus,  hypoglycemia  with  or 
without  neurologic  symptoms  is  quite  com- 
mon in  premature  babies  and  particularly 
prevalent  in  those  full-term  infants  who 
have  suffered  fetal  malnutrition  late  in  in- 
tra-uterine  life,  for  example,  the  SFD 
group.  When  glucagon  is  administered  to 
dysmature  infants  or  puppies  with  low  liver 
glycogen,  Schwartz  et  al ,32  have  shown  that 
the  rise  in  blood  sugar  is  below  that  obtained 
in  normal  controls.  Glucagon,  which  is 
formed  within  the  alpha  cells  of  the  pan- 
creatic islets,  causes  a hyperglycemic  re- 
sponse by  stimulating  glycogenolysis  as  well 
as  gluconeogenesis.33  Schwartz  et  al .32  have 
therefore  concluded  that  a reduced  liver  gly- 
cogen store  is  the  major  factor  in  the  path- 
ogenesis of  the  neonatal  hypoglycemia  of 
dysmature  infants.  It  has  also  been  dem- 
onstrated that  SFD  babies  who  have  re- 
cently recovered  from  symptomatic  hypo- 
glycemia are  unable  to  produce  the  same 
rise  in  adrenalin  output  as  normal  babies 
following  insulin-induced  hypoglycemia.  On 
the  basis  of  these  findings,  Stern,  Sourkes, 
and  Raiha34  suggested  a defective  adrenal 
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medullary  response  as  another  etiologic  fac- 
tor. This  idea  is  of  particular  interest  since 
infants  exhibiting  hypoglycemic  attacks  in 
the  first  forty-eight  hours  of  life  have  a 
tendency  toward  recurrent  hypoglycemia  in 
later  infancy.32 

Effective  treatment  of  neonatal  hypogly- 
cemia is  dictated  not  only  by  the  necessity  to 
relieve  the  immediate  symptoms,  but  also  to 
prevent  neurologic  damage.  Intravenous 
glucose  infusions  are  usually  required  in  a 
dose  of  10  Gm.  per  kilogram  body  weight  in 
a 10  per  cent  solution,  although  intragastric 
carbohydrate  combined  with  glucocorticoids 
may  be  adequate.  It  may  be  possible  to  stop 
treatment  after  two  to  three  days,  although 
the  danger  of  recurrence  will  be  present  un- 
til such  time  as  the  baby  has  adequate  milk 
intake  by  mouth  and  perhaps  even  after  this 
time.31 

High-protein  feeding.  Optimal  protein 
intake  for  premature  and  dysmature  infants 
has  yet  to  be  defined.  Snyderman  et  al .3,r>  re- 
ported studies  which  showed  that  weight 
gain  in  premature  infants  is  very  similar 
over  a wide  range  of  protein  intake.  But 
infants  on  a high-px*otein  intake,  9 Gm.  per 
kilogram  per  day,  retained  much  greater 
amounts  of  nitrogen  than  those  on  a low- 
protein  intake,  2 Gm.  per  kilogram  per  day. 
By  analogy  with  animal  experiments,  Filer 
and  Churella36  postulated  that  the  babies 
fed  a high-protein  diet  may  undergo  accel- 
erated chemical  maturation  and  thus  attain  a 
more  mature  body  composition  at  an  early 
age.  However,  no  direct  experimental  evi- 
dence was  presented  to  support  this  hy- 
pothesis nor  were  the  authors  able  to  assess 
from  their  own  studies  or  from  earlier  ani- 
mal experiments  whether  such  chemical 
maturation  is  desirable  in  terms  of  func- 
tional development. 

The  clinical  effects  of  high-  and  low-pro- 
tein feeding  in  low-birth-weight  infants 
have  been  described  by  Goldman  et  al.37  In 
their  well-controlled  study,  304  infants  with 
birth  weights  below  2,000  Gm.  were  assigned 
either  to  a protein  feeding  schedule  in  which 
they  received  3 to  3.6  Gm.  per  kilogram  per 
day  or  one  in  which  they  received  6 to  7.2 
Gm.  per  kilogram  per  day.  Nutrient  intake 
was  started  between  twenty-four  and  sev- 
enty-two hours  of  life.  The  infants  fed  the 
higher  protein  intake  had  more  fever,  leth- 
argy, poor  nipple  feeding,  higher  plasma 
protein  levels,  and  less  edema  than  infants 


fed  the  lower  protein  intake.  From  these 
results,  it  was  impossible  to  make  a choice 
as  to  which  of  the  two  diets  was  preferable, 
hut  the  authors  anticipated  that  they  might 
make  an  assessment  from  follow-up  studies. 

The  assumption  inherent  in  trials  of  high 
protein  diets  for  undersized  neonates  is  that 
such  feeding  schedules  should  promote 
growth.  Normal  physical  growth  implies  an 
integrated  gain  in  length  and  weight,  and 
it  is  important  not  to  confuse  weight  gain 
per  se  with  real  growth.  Thus  it  has  been 
shown  by  Babson  and  Bramhall38  that  a high 
electrolyte  intake  may  promote  weight  gain 
without  influencing  linear  growth.  It  has 
been  assumed  that  such  weight  gain  may  be 
due  to  water  retention,  presumably  associ- 
ated with  sodium  imbalance.  It  now  seems 
clear  that  increases  in  protein  intake  with- 
out a concomitant  increase  in  electrolyte  ash 
does  promote  growth. 

The  hazards  of  high-protein  diets  have 
been  noted  by  Goldman  et  al.31  In  addition 
to  their  observations,  Babson  and  Bram- 
hall38 have  found  that  the  blood  urea  nitro- 
gen may  be  elevated  by  such  feeding  sched- 
ules. Cox  and  Filer,39  commenting  on  this 
finding,  pointed  out  that  low-birth-weight 
infants  may  have  immature  renal  function 
which  precludes  normal  excretion  of  non- 
utilizable nitrogen.  He  also  suggested  that 
the  hyperpyrexia  of  premature  and  dysma- 
ture infants  on  high-protein  diets  may  be 
linked  to  depressed  renal  function  with  con- 
sequent high  blood  urea  nitrogen  levels. 
Balancing  the  advantages  and  disadvantages 
of  various  dietary  protein  levels,  Cox  and 
Filer  suggested  that  protein  intakes  between 
2.25  and  5 Gm.  per  kilogram  per  day  would 
be  optimal  for  the  majority  of  low-birth- 
weight  infants. 

Conditioned  avitaminosis  and  vitamin 
excess.  Tocopherol  deficiency.  Laboratory 
evidence  of  vitamin  E deficiency  has  fre- 
quently been  obtained  in  premature  infants. 
The  erythrocytes  of  these  infants  are  sus- 
ceptible to  hemolysis  in  vitro  by  dilute  solu- 
tions of  hydrogen  peroxide,  and  this  hemo- 
lytic tendency  can  be  reversed  by  adminis- 
tration of  vitamin  E.  The  persistency  of 
this  defect  appears  to  be  related  inversely 
to  vitamin  E intake.40  Mason41  has  stated 
that  the  artificially-fed,  premature  infant 
represents  the  nearest  counterpart  of  the 
experimental  animal  reared  from  weaning 
on  a tocopherol-deficient  diet.  He  suggested 
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that  states  of  metabolic  stress  might  accen- 
tuate what  might  otherwise  be  latent  evi- 
dence of  tocopherol  deficiency.  However, 
present  opinion  of  the  effects  of  tocopherol 
deficiency  on  the  hematopoietic  system  in 
premature  infants  is  controversial,  and  re- 
liable clinical  descriptions  of  a vitamin  E de- 
pletion state  in  these  babies  are  hard  to  find. 

In  1966,  Hassan  et  al.42  described  a syn- 
drome in  premature  infants,  associated  with 
low  plasma  vitamin  E levels,  which  occurred 
while  they  were  receiving  a diet  high  in 
PUFA  (polyunsaturated  fatty  acids) . This 
syndrome  was  characterized  by  nasal  dis- 
charge; edema,  maximal  about  the  eyelids 
and  periorbital  tissues;  and  a dermatosis 
characterized  by  a papular  and  squamous 
erythema  involving  the  face,  scalp,  neck, 
back,  shoulders,  and  upper  arms.  In  af- 
fected babies  the  in  vitro  erythrocyte  sensi- 
tivity to  peroxide  hemolysis  increased  as  the 
plasma  vitamin  E level  fell  on  the  high- 
PUFA  diets.  This  condition  cleared  or 
could  be  prevented  by  vitamin  E administra- 
tion in  infants  continuously  maintained  on 
the  basic  diet.  While  evidence  exists  for  a 
relationship  between  vitamin  E require- 
ments and  PUFA  intake  in  experimental 
animals  and  in  man,43  44  it  is  difficult  to  as- 
sess the  significance  of  these  findings.  Any 
one  of  the  features  reported  as  signs  of  vi- 
tamin E deficiency  could  occur  alone  or  in 
combination  in  premature  infants  in  the  ab- 
sence of  vitamin  E deficiency.  Notably  the 
rash  described  was  very  similar  to  sebor- 
rheic dermatitis.  Further,  in  another  in- 
vestigation by  Panos  et  al .45  in  which  the 
authors  studied  the  relationship  between  the 
anemia  of  premature  infants  and  in  vitro 
erythrocyte  hemolysis  by  hydrogen  peroxide 
in  babies  on  low  tocopherol  intake,  with  or 
without  addition  of  linoleic  acid,  no  charac- 
teristic clinical  signs  of  vitamin  E depletion 
occurred.  These  authors  were  unable  to  as- 
sociate the  anemia  of  prematurity  with  vi- 
tamin E deficiency,  and  in  the  conclusion  to 
their  report,  they  noted  that  identification 
of  clinical  evidence  of  vitamin  E deficiency 
remains  elusive.  Clearly  further  work  is 
required  in  this  area,  and  it  would  be  par- 
ticularly interesting  to  see  a repeat  of  Has- 
san’s  study  in  a larger  group  of  infants. 

Vitamin  K deficiency  and  overload.  Hem- 
orrhagic disease  of  the  newborn  associated 
with  vitamin  K deficiency  is  particularly 
prevalent  in  premature  infants.40  It  is 


known  that  vitamin  K is  responsible  for  the 
maintenance  of  normal  plasma  levels  of  the 
protein  prothrombin  (factor  II)  and  three 
clotting  factors,  VII,  IX,  and  X.47  The  de- 
cline in  the  blood  concentration  of  these 
specific  clotting  factors,  which  normally  oc- 
curs in  the  first  two  to  three  days  of  life  is 
accentuated  in  these  infants.  Hemorrhagic 
disease  is  preventable  through  administra- 
tion of  vitamin  K,  although  the  response  to 
preparations  of  this  vitamin,  in  terms  of 
elevation  of  the  blood-clotting  factors,  is 
usually  less  in  premature  than  in  normal 
babies.48  The  naturally  occurring  vitamin 
Kx  is  nontoxic,  and  routine  administration 
is  recommended  following  delivery  more 
especially  in  the  case  of  premature  babies. 

Menadione,  or  vitamin  K;i,  has  also  been 
given  in  small  doses  to  premature  infants 
without  ill  effect,  but  large  doses  are  toxic. 
Menadione  is  excreted  in  part  as  the  glu- 
curonide  and  competes  with  bilirubin  for 
this  detoxication  mechanism.49  Since,  as 
has  been  discussed  earlier,  premature  in- 
fants may  have  a very  limited  capacity  to 
form  glucuronides,  menadione  can  cause  hy- 
perbilirubinemia and  kernicterus  with  sub- 
sequent brain  damage.50  Further  this  vi- 
tamin K preparation  can  cause  erythrocyte 
hemolysis  and  thus  further  increase  the  bili- 
rubin concentration  of  the  blood. 

Comments 

The  vast  literature  of  the  last  ten  years 
pertaining  to  the  causes  of  intra-uterine 
malnutrition  and  the  subsequent  nutritional 
hazards  of  premature  and  dysmature  infants 
serves  to  emphasize  that  both  pediatricians 
and  nutritionists  are  intensely  aware  of  the 
need  for  study  in  this  still  uncharted  field. 
We  are  still  unable  to  define  all  the  condi- 
tions which  cause  intra-uterine  malnutri- 
tion. While  it  is  easy  to  state  that  toxemia 
of  pregnancy  affects  the  nutrition  of  the 
fetus,  this  would  make  more  sense  if  we 
knew  more  of  the  etiology  of  toxemia.  Simi- 
larly we  are  not  yet  in  a position  to  say 
whether  maternal  weight  reduction  in  the 
latter  part  of  pregnancy  is  or  is  not  an  im- 
portant cause  of  poor  fetal  growth.  Drug- 
induced  fetal  anomalies  and  associated  inhi- 
bition of  fetal  development  require  both 
retrospective  and  predictive  investigations. 

It  is  also  clear  that  our  understanding  of 
the  nutritional  problems  of  low-birth-weight 
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infants  is  far  from  complete.  In  particular, 
the  nutritional  requirements  of  these  infants 
in  relation  to  their  capacity  for  absorption, 
metabolism,  and  elimination  need  to  be  de- 
fined. The  new  survival  of  the  unfittest 
poses  the  urgent  problem  of  rational  reha- 
bilitation and  the  prevention  of  irreparable 
cell  damage  due  to  nutrient  deficiency  or  ex- 
cess. 

Summary 

Malnutrition  in  the  newborn  is  dependent 
on  prenatal  deprivation.  Low-birth-weight 
infants  are  either  premature  or  dysmature. 
The  dysmature  infants  can  be  subdivided 
into  those  in  whom  the  supply  of  nutrients 
from  the  mother  were  diminished  late  in  in- 
tra-uterine  life  because  of  inadequate  utero- 
placental blood  flow  or  maternal  undernutri- 
tion and  those  in  whom  early  fetal  develop- 
ment was  impeded.  In  the  former  group  of 
dysmature  infants,  nutritional  rehabilitation 
tion  and  those  in  whom  early  fetal  develop- 
ment in  the  brain  and  other  vital  organs. 
Those  in  the  latter  group  who  commonly 
have  multiple  congenital  anomalies  suffer 
permanent  disability  because  mitotic  ac- 
tivity has  been  interrupted  at  some  time 
early  in  their  development. 

Both  premature  and  dysmature  infants 
are  subject  to  nutritional  hazards  in  the  im- 
mediate postnatal  period  which  can  cause 
irreversible  cell  damage  and  neurologic 
handicap.  Early  feeding  is  highly  desirable 
to  offset  the  metabolic  consequences  of  star- 
vation secondary  to  their  inadequate  food 
stores.  In  premature  infants  energetic 
efforts  to  promote  growth  by  high  protein 
diets  or  to  offset  hemorrhagic  disease  by 
high  dosage  vitamin  K administration  may 
be  harmful  because  of  biochemical  immatur- 
ity. 

Cornell  University 
Ithaca,  New  York  14850 
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Medical  impairment  and 
highway  crashes 

A review  of  available  literature,  indicates 
that  chronic  medical  conditions  other  than  al- 
coholism play  a role  in  15  to  25  per  cent  of  all 
automobile  crashes  and  also  are  a factor  in  the 
survival  rates  of  the  injured.  If  alcoholism  is 
added  as  a medical  condition,  the  aggregate  is 
believed  to  be  a factor  in  about  50  per  cent  of  all 
severe  to  fatal  crashes  on  the  highway.  (Julian 
Walter,  M.D.,  M.P.H.,  Journal  of  the  American 
Medical  Association  208:  2293  (June  23)  1969.) 

Before  methods  to  control  these  crashes  can 
be  evolved,  certain  general  principles  govern- 
ing such  methods  must  be  laid  down.  Emphasis 
should  be  placed  on  changing  the  system  wher- 
ever possible  instead  of  trying  to  change  people. 
Drivers  with  potential  physical  handicaps  to 
driving  should  be  reported  to  motor  vehicle 
authorities,  with  emphasis  on  compulsory  self- 
reporting.  As  for  license  revocation,  however, 
judgment  should  be  exercised  so  that  drivers 
with  only  modestly  increased  crash  risk  would 
not  be  deprived  of  driving  privileges,  except 
where  hazardous  commercial  driving  is  in- 
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volved.  There  should  be  a well-balanced  pro- 
gram involving  not  only  control  of  people  be- 
fore crashes  but  simplification  of  the  tasks 
they  have  to  perform,  modification  of  energy 
transfer  during  the  crash,  and  improvement 
of  emergency  and  rehabilitation  services  after 
the  crash. 

Physicians  should  learn  about  the  driving 
needs  of  their  patients  and  their  record  of 
crashes  and  traffic  citations  so  they  can  iden- 
tify medical  impairment  and  prevent  accidents 
where  it  may  be  a factor.  In  this  they  should 
differentiate  between  the  needs  of  commercial 
and  other  drivers  and  consider  whether  an  al- 
coholic problem  may  be  involved.  The  physi- 
cian should  help  authorities  identify  drivers 
who,  for  medical  reasons,  may  be  a hazard. 
After  identification,  the  physician  should  par- 
ticipate in  evaluation  and  recommendation  for 
regulation  of  the  license.  The  medical  pro- 
fession, individually  and  collectively,  should 
identify  and  report  areas  where  driving  and 
walking  hazards  exist  and  work  to  correct 
such  hazards.  The  medical  profession  should 
participate  actively  in  promoting  more  ade- 
quate financing  at  federal  and  state  levels  of 
programs  to  reduce  unnecessary  accidents  on 
the  highway. 
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From  the  Department  of  Medicine,  Mercy  Hospital, 
Watertown,  New  York 


Ever  since  the  cortisone  suppression  test 
was  advocated  for  the  diagnosis  of  hyper- 
parathyroidism, proponents  have  had  the 
opinion  that,  in  the  absence  of  a practical 
assay  for  parathyroid  hormone,  it  is  the 
most  useful  of  the  tests  for  determining  the 
probability  that  hypercalcemia  is  due  to 
hyperparathyroidism.1-4  Skeptics  quote 
the  exceptions  to  which  this  report  adds  a 
seventh  case.4-9 

Case  report 

In  September,  1965,  a fifty-eight-year- 
old  white  female  gave  a vague  history  of 
bloating,  belching,  dysphagia,  constipa- 
tion, paresthesias,  low  backache,  mild 
polydipsia,  and  nocturia.  In  1962  she 
fractured  her  left  wrist,  and  in  1965  she 
fractured  her  nose,  both  related  to  trauma. 

Physical  examination  revealed  a well- 
developed  and  nourished  female  with  a 
blood  pressure  of  160/110  mm.  Hg,  tender 
lumbar  spine,  and  driisen  bodies  on  fun- 
duscopic  examination. 

Laboratory  studies  revealed  hypercal- 
cemia. Figure  1 records  her  serum  cal- 
cium values  during  her  course.  Serum 
phosphate  ranged  between  2.3  to  2.4  mg. 
per  100  ml.  Alkaline  phosphatase  was 
normal.  The  Sulkowitch  test  on  her 
urine  was  3 plus.  X-ray  films  of  her 
hands  showed  they  were  normal.  Protein, 


FIGURE  1.  Serum  calcium  during  course  of  hy- 
perparathyroidism. 


electrophoresis,  and  blood  urea  nitrogen 
findings  were  normal.  An  intravenous 
pyelogram  filled  the  left  kidney  poorly. 
Slit-lamp  examination  failed  to  demon- 
strate band  keratopathy.  Roentgenogram 
of  the  chest,  electrocardiogram,  urinalysis, 
protein-bound  iodine,  and  two-hour  post- 
cibum  glucose  findings  were  normal.  The 
gastrointestinal  series  demonstrated  a hia- 
tus hernia  with  Schatzki  ring  and  an  esoph- 
ageal diverticulum  below  the  cricopharyn- 
geal muscle. 

With  these  results,  particularly  with  her 
response  to  prednisone,  depicted  in  Figure 
1,  she  was  treated  symptomatically  and 
observed.  Because  of  persistent  hyper- 
calcemia, she  was  further  evaluated  in 
September  and  October,  1966. 

A calcium  infusion  test  result  was  posi- 
tive. A twenty-four-hour  urine  phos- 
phorus was  within  normal  limits  but  lost 
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its  diurnal  pattern.  X-ray  films  of  the 
distal  clavicles  demonstrated  osteoporosis. 
The  blood  urea  nitrogen  was  31  mg.  per 
100  ml.  With  this  additional  evidence  and 
particularly  with  a rising  blood  urea  nitro- 
gen, neck  exploration  was  advised.  The 
exploration  with  biopsies  failed  to  identify 
parathyroid  tissue,  suggesting  atrophy 
secondary  to  ectopic  parathyroid  tumor. 

Hypercalcemia  persisted.  An  intra- 
venous pyelogram  in  February,  1967, 
demonstrated  a left  renal  stone.  She  was 
referred  to  the  Peter  Bent  Brigham  Hospi- 
tal for  mediastinal  exploration.  On  Feb- 
ruary 14,  1967,  a parathyroid  adenoma, 
weighing  18.4  Gm.  was  removed  from  the 
right  posterior  mediastinum. 

Comment 

Dent5,6  reported  two  cases  of  hyper- 
parathyroidism with  osteitis  fibrosa  in 
which  hypercalcemia  was  abolished  with 
corticosteroids.  He  speculated  that  hyper- 
parathyroid patients  with  hone  disease 
might  respond  atypically  to  cortisone. 
However,  four  cases,  including  the  present 
one,  have  not  had  radiographically  demon- 
strable bone  disease  at  the  time  of  the  corti- 
sone test.4,8  Prednisone,  30  mg.  per  day, 
only  lowered  the  serum  calcium  from  16.9 
to  13.3  mg.  per  100  ml.  over  the  five  days 
immediately  prior  to  excision  of  a parathy- 
roid adenoma  in  one  of  these.7 

Cellular  absorption  of  calcium  by  the 
small-intestine  mucosa  is  conceived  as 
involving  two  separate  processes,  each  re- 
quiring energy  and  vitamin  D. 10-12  Vi- 
tamin D might  act  by  increasing  the  syn- 
thesis of  an  intracellular  carrier  protein,13 
altering  surface  permeability  to  calcium, 
and  /or  shifting  citrate  out  of  the  cell. 12  The 
first  process  consists  of  facilitated  diffusion 
along  the  entire  small  intestine. 12  The 
second  process  occurs  only  in  the  proximal 
small  intestine  and  consists  of  active  trans- 
port which  is  augmented  by  parathyroid 
hormone  in  the  presence  of  vitamin  D. 11 

Parathyroidectomies  in  rats  and  dogs 
significantly  decrease  small-intestinal  ab- 
sorption of  calcium,  which  then  increases  if 
parathyroid  extract  is  administered. 1415 
In  fact,  parathyroid  extract  increases  cal- 
cium absorption  in  normal  dogs. 15  Further 
support  for  a role  of  parathyroid  hormone 
in  calcium  absorption  from  the  gut  comes 


from  reports  of  occasional  hyperparathyroid 
patients  with  low  fecal  calcium  which  re- 
turns to  normal  after  removal  of  the 
adenoma.4 

Cortisone  and  hypercorticoid  states  in- 
crease the  fecal  excretion  of  calcium.4 
Cortisol  inhibits  the  intestinal  action  of 
vitamin  D,  possibly  competitively  noting 
the  similarity  in  their  steroid  structure.2,12 
It  might  be  postulated  that  when  cortisone 
lowers  serum  calcium  in  hyperparathyroid- 
ism, it  does  so  by  blocking  the  intestinal 
absorption  of  calcium.  Indeed,  in  the 
only  reported  case  with  cortisone-respon- 
sive hypercalcemia  in  which  fecal  calcium 
was  measured,  serum  calcium  fell  con- 
comitantly with  a rise  in  fecal  calcium,  as  it 
also  did  with  removal  of  a parathyroid 
adenoma.4 

Since  a permissive  role  of  vitamin  D 
appears  necessary  for  the  intestinal  action 
of  parathyroid  hormone,  and  cortisone 
inhibits  the  action  of  vitamin  D at  this 
site,  this  may  be  the  mechanism  by  which 
cortisone  decreases  calcium  absorption  in 
hyperparathyroidism.  If  it  turns  out  that 
cortisone-responsive  hypercalcemia  always 
occurs  only  in  cases  of  hyperparathyroidism 
in  which  hyperabsorption  is  a major  con- 
tributor to  the  hypercalcemia,  the  question 
of  why  significant  hyperabsorption  occurs 
so  rarely  in  this  condition  arises.  It  may 
be  due  to  an  idiosyncratic  responsiveness 
of  the  small  intestine  to  parathyroid  hor- 
mone or  vitamin  D or  due  to  a second  or 
altered  hormone  produced  by  the  parathy- 
roid adenoma. 

1643  Northwood  Drive 
Rochester,  N.  E.,  Minnesota  55901 
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Long-term  office  treatment 
of  Meniere’s  disease 

Improving  blood  flow  to  the  inner  ear  has 
been  a major  objective  of  therapy  in  the  man- 
agement of  such  disorders  as  Meniere’s  disease, 
reports  James  K.  Martins,  M.D.,  in  Eye,  Ear, 
Nose  & Throat  Monthly  48:  410  (July)  1969. 
The  rationale  underlying  such  therapy  is  the 
suspicion  that  vascular  dysfunction  is  funda- 
mental to  disorders  of  the  labyrinth,  the  theory 
being  that  the  insufficiency  involves  the 
branches  of  the  internal  auditory  arteries  or 
the  microcirculatory  vessels  of  the  stria  vascu- 
laris. Since  numerous  studies  have  indicated 
that  betahistine  hydrochloride  has  a significant 
effect  in  increasing  arterial  blood  flow,  this  sug- 
gested a long-term  clinical  trial  in  patients  with 
Meniere’s  symptom  complex. 

Thirty  patients  (21  women  and  9 men,  forty- 
four  to  fifty  years  of  age)  were  treated  for  pe- 
riods ranging  from  six  months  to  three  years. 
Vertigo,  tinnitus,  and  hearing  loss  at  the  be- 
ginning of  the  study  were  compared  with  the 
final  evaluation.  Patients  were  all  stai-ted  on 
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the  same  dosage:  4 tablets  daily,  but  varia- 

tions in  individual  responses  required  individual 
adjustments  to  control  symptoms,  ranging  from 
daily  doses  of  2 to  6 tablets.  Although  all  other 
antivertigo  drugs  were  discontinued,  medica- 
tions being  taken  for  concomitant  conditions 
were  not  stopped. 

Of  the  three  symptoms  treated  the  best  con- 
trolled was  vertigo  with  25  of  the  30  patients 
free  of  this  symptom  at  the  last  office  visit. 
Tinnitus  was  also  favorably  affected  with  20  of 
the  30  patients  experiencing  a reduction  of  tin- 
nitus level.  Least  improved  was  hearing,  with 
only  2 of  the  30  patients  showing  increased 
hearing  acuity.  The  author  points  out,  how- 
ever, that  only  3 of  the  other  27  showed  a con- 
tinued hearing  loss,  suggesting  that  betahistine 
hydrochloride  has  the  ability  to  check  the  de- 
cline in  hearing  characteristic  of  this  disease. 

Vertigo  symptoms  reappeared  in  6 patients 
who  had  discontinued  the  drug  but  were  again 
controlled  when  therapy  was  resumed.  Up  to 
the  time  of  reporting,  side  effects  attributable 
to  betahistine  hydrochloride  were  few  and  mild, 
not  requiring  discontinuance  of  the  drug  in  any 
case.  Two  patients  experienced  nausea  and  2 
had  diarrhea,  both  transient. 
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Red-cell  aplasia  has  been  associated 
with  thymoma  in  many  cases.  The  present 
case  demonstrates  ovalocytosis  occurring 
with  the  development  of  red-cell  aplasia 
following  thymectomy. 

Case  report 

A forty-four-year-old  white  male  was 
found  to  have  a mass  located  in  the  supe- 
rior-anterior mediastinum  on  a routine 
chest  x-ray  film  made  in  May,  1964.  The 
only  symptom  was  mild  hoarseness.  He 
had  sustained  shrapnel  wounds  nineteen 
years  previously  in  the  war  and  was  hos- 
pitalized for  two  years  with  osteomyelitis  of 
the  left  tibia.  An  examination  revealed 
normal  movements  of  the  vocal  cords. 
There  was  no  uptake  of  radioactive  iodine 
over  the  mediastinum  and  the  mass  did  not 
pulsate  on  fluoroscopy.  The  esophagus 
was  displaced  slightly  to  the  left. 

A mediastinotomy  was  performed  on 
June  10,  1964,  and  biopsy  of  the  mass  re- 
vealed a malignant  thymoma.  The  tumor 
was  essentially  lymphoid  and  homogeneous 
with  only  occasional  epithelial-type  cells 
(Fig.  1).  Radiation  therapy  with  a total 
dose  of  5,800  r to  the  mediastinum  was  well 
tolerated  except  for  the  subsequent  develop- 
ment of  fever.  No  hematologic  abnormal- 
ities were  noted  prior  to  or  associated  with 
the  radiation  therapy.  The  mediastinal 


FIGURE  1.  Biopsy  of  mass  revealing  essentially 
lymphoid,  homogeneous,  and  occasional  epithelial- 
type  cells. 


mass  remained  unchanged  on  x-ray  film. 
His  peripheral  white  blood  cell  count  was 
4,150  leukocytes  per  cubic  millimeter  with 
58  per  cent  lymphocytes  but  no  anemia  in 
August,  1964.  A bilateral  hernia  repair 
was  performed  in  September,  1964. 

A bilateral  anterior  thoracotomy  and 
stenotomy  was  performed  November  3, 
1964.  The  tumor  was  resected  as  well  as 
the  left  innominate  vein  which  was  invaded 
and  occluded  by  tumor.  He  had  an  un- 
eventful postoperative  course. 

In  April,  1965,  he  developed  a discharge 
from  the  right  ear  which  continued  inter- 
mittently. A diagnosis  of  mastoiditis  was 
made  in  September,  1965.  At  that  time 
there  was  some  evidence  of  recurrence  of  the 
mass  in  the  right  paratracheal  region  of  the 
chest.  Anemia  was  also  first  discovered  at 
this  time  with  the  hemoglobin  11.5  Gm. 
per  100  ml.,  the  hematocrit  was  32,  and  the 
white  blood  cell  count  was  4,100  with  some 
ovalocytes  seen  (Fig.  2).  A mastoidectomy 
was  performed  in  February,  1966,  and  at 
that  time  the  hemoglobin  had  dropped  to 
10.3  Gm.  per  100  ml.,  the  hematocrit  was 
30,  and  the  erythrocytes  demonstrated 
ovalocytosis,  stippling,  and  hypochromia. 
Reticulocytes  were  4.6  per  cent.  An 
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FIGURE  2.  Ovalocytes. 


enlargement  of  the  heart  was  also  noted  at 
this  time. 

The  anemia  became  progressively  more 
severe  in  the  following  months  and  re- 
quired transfusions  of  packed  red  cells. 
Tetracycline  was  given  for  bronchial  in- 
fection. The  mediastinal  mass  continued 
to  increase  in  size,  and  chest  pain  developed. 
Corticosteroid  therapy  with  60  mg.  of 
prednisone  a day  was  started  in  July,  1966, 
and  the  dose  was  gradually  reduced. 
Symptomatic  relief  was  obtained,  but  there 
was  no  evidence  of  an  effect  on  the  medias- 
tinal mass  or  the  anemia.  In  September, 
1966,  8 mg.  of  chlorambucil  a day  were 
added  to  his  regimen  of  corticosteroids  and 
transfusions. 

An  erythematous,  scaly,  skin  eruption 
began  in  October,  1966,  and  became  pro- 
gressively more  severe  throughout  the  re- 
maining months  of  his  life.  The  anemia 
continued,  and  one  to  two  transfusions  of 
packed  red  cells  a week  were  required  to 
maintain  a hemoglobin  of  6 to  7 Gm.  per 
100  ml.  As  the  transfusion  requirement 
increased,  the  ovalocytes  disappeared  from 
the  blood,  presumably  due  to  complete 
agenesis  of  the  patient’s  own  erythrocytes. 
The  bone  marrow  in  November,  1966, 
revealed  marked  erythroid  hypoplasia  but 
no  evidence  of  infiltration,  and  testosterone 
therapy,  fluoroxymestrone  (Halotestin)  10 


mg.  a day,  was  started.  A transient  episode 
of  superior  vena  caval  obstruction  occurred 
which  responded  to  mercurial  diuretics. 

The  anemia  continued  with  increased 
weakness  and  dyspnea.  The  erythema  and 
scaling  of  the  skin  became  more  intense 
suggesting  exfoliative  dermatitis.  Death 
occurred  on  December  23,  1966. 

Postmortem  examination  confirmed  the 
presence  of  an  exfoliative  dermatitis  with 
no  infiltration  of  malignant  cells.  An 
irregular  mass  was  found  occupying  the 
superior  mediastinum  adjacent  to  the 
trachea  and  overlying  the  arch  of  the  aorta 
and  its  branches.  A few  scattered  tumor 
masses  were  found  in  the  lung  and  con- 
siderable congestion  and  edema  fluid. 
Several  small  pockets  of  purulent  material 
were  found  in  the  tumor  of  the  mediastinum. 
The  histologic  examination  of  the  medi- 
astinal tumor  revealed  it  to  be  primarily 
lymphoid  in  type;  however,  there  was  con- 
siderable reticulum  in  some  areas  and  a 
moderate  number  of  immature  epithelial- 
type  cells.  The  liver  showed  an  extreme 
degree  of  passive  congestion.  The  marrow 
on  postmortem  examination  revealed  no 
definite  evidence  of  hypoplasia. 

Comment 

This  case  of  malignant  thymoma  re- 
vealed two  findings  not  heretofore  re- 
ported. One  was  the  appearance  of  ova- 
locytosis preceding  the  red-cell  agenesis, 
and  the  second  was  the  development  of 
exfoliative  dermatitis  as  a terminal  event. 
In  a report  of  39  cases  with  hematopoietic 
insufficiency  associated  with  thymoma  it 
was  noted  that  there  were  twice  as  many 
cases  in  females.1  Eight  of  these  cases  had 
pancytopenia.  The  age  incidence  was  from 
sixteen  to  seventy-eight  years  but  only  2 
were  under  forty.  Twelve  of  the  33  cases 
revealed  that  thymic  tumor  preceded  the 
red-cell  agenesis,  and  in  19  cases  the  hem- 
atopoietic insufficiency  developed  first. 
Nine  of  the  16  cases  improved  with  thy- 
mectomy, 3 had  some  benefit  from  corti- 
sone, and  1 improved  with  testosterone. 
Of  the  39  cases,  4 also  had  myasthenia 
gravis  and  2 had  agammaglobulinemia. 
Hypoagammaglobulinemia,  reported  in 
most  of  the  cases,  presented  a mixed  retic- 
ulum and  lymphocytic  picture.  This  case 
did  not  have  any  dramatic  hypoagam- 
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TABLE  I.  Immunoglobulin  levels  (mg.  per  100  ml.) 


Date 

G 

A 

M 

April  26,  1965 

795 

71 

37 

October  27, 
1965 

875 

66 

23 

February  26, 
1966 

1,165 

105 

35 

September  22, 
1966 

1,000 

94 

35 

October  27, 
1966 

1,250 

64 

32 

November  25, 
1966 

630 

75 

29 

December  22, 
1966 

630 

83 

44 

Normal 

830  to 
1,340 

66  to 
170 

78  to 
180 

maglobulinemia,  but  there  was  a fall  in  the 
immunoglobulin  G level  in  the  last  two 
months  of  life  (T able  I ) . * 

A previous  study  utilizing  differential 
agglutination  indicates  that  ovalocytes 
have  a normal  life  span  in  hereditary  ova- 
locytosis. The  following  diseases  have 
been  known  to  have  abnormalities  of  thy- 
mic structure:  myasthenia  gravis,  aregener- 
ative  anemia  and  pancytopenia,  primary 
acquired  agammaglobulinemia,  Swiss-type 
congenital  agammaglobulinemia,  Cushing’s 
syndrome,  hyperthyroidism,  nephrotic  syn- 
drome, lupus  erythematosus,  ataxia  tel- 
angiectasia, and  myositis  and  myocarditis 
with  myasthenia.2  Of  these  abnormalities, 
the  present  case  revealed  only  the  aregener- 
ative  anemia. 

The  factor  causing  red-cell  agenesis 
associated  with  thymoma  remains  uni- 
dentified. There  is  no  evidence  in  this 
case  that  the  agenesis  was  related  to  the 
immunologic  function  of  the  thymus. 
Hypogammaglobulinemia  has  been  re- 
ported in  only  4 cases  of  red-cell  agenesis 
associated  with  thymoma.3  Administra- 
tion of  plasma  of  patients  with  red-cell 
agenesis  to  man  and  rats  has  not  caused 

* Immunoglobulin  determinations  were  performed  by 
John  F.  Leddy,  M.D.,  University  of  Rochester  School  of 
Medicine  and  Dentistry. 


reduction  of  erythropoiesis. 4 5 Extract  of 
the  thymic  tumor  given  intravenously  to 
dogs  was  also  ineffective  in  inhibiting 
erythropoiesis.6  Neither  a humoral  nor  im- 
munologic mechanism  has  been  proved  to 
cause  the  red-cell  agenesis.7 

A bullous  skin  eruption  has  been  re- 
ported with  thymoma.8  The  exfoliative 
dermatitis  was  a terminal  event,  and  there 
is  no  evidence  of  specific  association  with 
the  thymoma  or  the  red-cell  agenesis. 

Summary 

The  case  of  a forty-four-year-old  white 
male  with  malignant  thymoma  in  which 
ovalocytosis  developed  has  been  reported. 
Red-cell  agenesis  and  ovalocytes  developed 
after  thymectomy  and  were  associated 
with  recurrence  of  the  malignant  thymoma. 
There  was  no  response  to  cortisone,  chlor- 
ambucil, or  testosterone.  It  is  postulated 
that  the  ovalocytosis  was  a manifestation 
of  the  disturbed  erythropoiesis  with  malig- 
nant thymoma. 

The  Clifton  Springs 
Hospital  and  Clinic 
Clifton,  Springs,  New  York  14432 
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In  the  reports  of  sebaceous  gland 
carcinoma  of  the  eyelids  which  have  ap- 
peared in  the  literature,  all  authors  point 
to  the  frequent  confusion  with  chalazia.1-4 
This  difficulty  is  illustrated  by  the  follow- 
ing report  of  a sebaceous  carcinoma  of  the 
lid  margin  which  probably  arose  from  the 
glands  of  Zeis  and  was  mistakenly  diag- 
nosed as  a marginal  chalazion. 

Case  report 

A woman  reported  that  she  had  noticed 
a small  growth  on  the  margin  of  her  right 
upper  lid  for  six  months.  It  had  grown 
during  the  first  three  months  and  had  then 
remained  unchanged.  There  had  been  no 
previous  inflammation. 

A discrete  elevated  pink  lesion,  6 mm. 
in  length  was  present  on  the  right  upper 
lid  margin,  and  it  appeared  to  cross  the 
gray  line  (Fig.  1).  The  surface  was  smooth, 
the  consistency  firm.  The  skin  and  con- 
junctiva of  the  fid  were  not  involved. 

* Aided  by  Grant  NB  07162,  USPHS,  Contract  PH  43- 
68-1266,  USPHS,  and  a grant  from  the  Young  Men’s  Phil- 
anthropic League  of  New  York. 


FIGURE  1.  Location  and  size  of  lesion  involving 
right  upper  lid  margin.  Note  lesion  crosses  gray 
line. 


There  were  no  nodules  in  the  tarsus.  The 
eye  examination  was  otherwise  normal. 
Regional  lymph  nodes  were  not  enlarged. 
The  clinical  impression  was  marginal  chala- 
zion, neoplasm  to  be  considered. 

The  patient  was  advised  to  have  the 
lesion  removed,  but  she  procrastinated  for 
two  months.  The  appearance  of  the  lesion 
was  unchanged  during  that  time.  At 
surgery  it  was  shaved  off  flush  with  the  lid 
margin.  Microscopy  revealed  a sebaceous 
adenocarcinoma.  A full-thickness  wedge 
resection  of  the  part  of  the  lid  including  the 
site  of  the  lesion  was  done  one  week  later. 
The  patient  has  been  followed  for  two 
years  without  any  recurrence. 

Histopathology 

Microscopy  of  the  initial  specimen  re- 
vealed mild  pagetoid  changes  of  the  surface 
epithelium  overlaying  the  tumor  tissue. 
The  pagetoid  changes  consisted  of  large, 
pale-staining  epithelial  cells  with  atypical 
nuclei  in  the  basal  layers  beneath  which 
there  was  lobular  proliferation  of  neoplastic 
cells  (Fig.  2).  These  malignant  cells  ex- 
hibited foamy  vacuolization  of  the  cyto- 
plasm and  nuclei  which  varied  markedly 
in  size  and  shape  (Fig.  3).  The  lobular 
arrangement  of  cells  and  vacuolization  of 
the  cytoplasm  determined  the  diagnosis  of 
sebaceous  gland  carcinoma. 

The  second  specimen,  a triangular  full 
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FIGURE  2.  Surface  epithelium  and  (A)  underlying  sebaceous  glands  showing  atypical  proliferation  and 
central  necrosis;  (B)  neoplastic  glandularcells.  Note  pagetoid  change  in  surface  epithelium  characterized 
by  large  pale-staining  cells  with  atypical  nuclei  (arrow).  Area  of  necrosis  is  present  in  one  lobule.  (Hem- 
atoxylin and  Eosin  Stain) 


FIGURE  3.  (A)  Proliferating  glandular  arrangement  of  neoplastic  cells.  Note  vacuolated  cytoplasm  and 
atypical  nuclei  (X  240).  (B)  Infiltrating  adenocarcinoma  showing  sebaceous  vacuolization  (X  240).  (Hema- 
toxylin and  Eosin  Stain) 
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thickness  of  lid,  showed  an  area  of  residual 
tumor  as  well  as  inflammation  at  the  lid 
margin.  The  edges  of  the  specimen  were 
free  of  tumor. 

Comment 

Sebaceous  gland  carcinoma  of  the  eye- 
lid may  arise  from  the  meibomian  glands 
or  the  glands  of  Zeis.  The  most  common 
sebaceous  gland  carcinoma  arises  from 
the  meibomian  glands.  It  usually  appears 
as  a nodule  in  the  tarsal  region  and  is  as- 
sociated with  inflammation.  Either  the 
skin  or  palpebral  surface  of  the  lid  may  be 
elevated,  through  which  ulceration  occurs 
in  the  late  stages.  Involvement  of  the  lid 
margin  usually  indicates  extensive  lid  in- 
volvement.6 The  usual  nodular  appearance 
of  the  lesion  has  led  to  its  classification  as 
a “pseudochalazion  entity.”6  In  1 series 
of  8 cases,  6 had  been  treated  for  chalazion 
before  the  true  diagnosis  was  determined.6 
In  another  report  of  16  cases  only  4 had 
definitive  therapy  initially.*  The  slow 
growth  and  painless  nature  of  the  lesion 
makes  diagnosis  difficult. 

Most  case  reports  describe  meibomian 
gland  tumor  as  a nodule  within  the  lid,  in- 
volving the  lid  margin  only  secondarily 
and  usually  in  advanced  stages.  On  the 
other  hand,  tumors  of  the  sebaceous  glands 
of  Zeis  may  arise  and  are  present  in 
the  ciliary  line.  Even  histologic  examina- 
tion, however,  may  not  permit  clear-cut 
differentiation  between  meibomian  gland 
carcinoma  and  primary  carcinoma  of  the 
Zeis  glands  or  other  pilosebaceous  glands 
of  the  palpebral  skin.  * 


Malignant  tumors  of  the  glands  of  Zeis 
are  rare.7  They  first  resemble  marginal 
chalazia  because  they  arise  at  the  lid 
margin.  Clinically,  however,  they  behave 
like  meibomian  gland  carcinomas.  Micro- 
scopically, they  are  typical  sebaceous  gland 
carcinomas.  Although  their  rarity  has  been 
attested  to,6  a recent  report  of  88  sebaceous 
carcinomas  considered  9 cases  to  be  tumors 
of  the  glands  of  Zeis.8 

The  present  case  illustrates  some  of  the 
clinical  characteristics  that  distinguish  mei- 
bomian gland  carcinoma  from  Zeis  gland 
carcinoma.  In  particular  is  the  involve- 
ment of  only  the  lid  margin,  characteristic 
of  the  latter  lesion. 

Histologically,  the  finding  of  pagetoid 
changes  in  the  surface  epithelium  overlying 
a sebaceous  carcinoma  of  the  lid  is  quite  un- 
common.5,7 The  point  that  needs  the  most 
stressing,  however,  is  the  need  to  submit 
for  histologic  examination  even  the  most 
benign-appearing  lesions  of  the  lid  margin. 
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P regnancy  is  uncommon  in  patients  with 
Cushing’s  syndrome.  These  patients  are 
usually  amenorrheic  and  have  suppression 
of  ovulation.  While  some  patients  do 
menstruate  and  occasionally  become  preg- 
nant, the  pregnancy  is  fraught  with  danger, 
and  the  maternal  mortality  rate  is  high. 1 

Now  that  better  diagnostic  methods  and 
improved  surgical  and  medical  technics  are 
available,  patients  with  Cushing’s  syndrome 
can  safely  undergo  surgical  intervention. 
After  bilateral  adrenalectomy,  many  of 
these  patients  menstruate  and  ovulate  regu- 
larly, if  given  adequate  substitutional 
therapy.  It  is  likely,  therefore,  that  preg- 
nancy will  be  more  frequently  encountered 
in  such  patients. 

The  number  of  reported  cases  of  preg- 
nancy and  delivery  in  totally  adrenalecto- 
mized  patients  is  small.  In  a limited 
search  of  the  literature  only  17  cases  are 
available. 1-14  This  article  describes  the 
management  of  such  a case  and  presents  a 
brief  review  of  the  literature. 

Case  report 

A twenty-four-year-old  woman,  para 
0-0-0-0,  was  admitted  to  the  hospital  in 
March,  1962,  complaining  of  a 40-pound 
weight  gain,  facial  puffiness,  hirsutism,  in- 
creased abdominal  girth,  amenorrhea,  poly- 
uria, and  nocturia  of  three  months’  dura- 
tion. Her  past  history  was  unremarkable. 

Physical  examination  revealed  normal 
vital  signs,  obesity,  plethora,  purple  striae 
on  the  abdomen  extending  to  both  loins, 
and  hypertrichosis  of  the  face,  extremities, 
and  body. 

Laboratory  data,  obtained  from  intra- 
venous pyelogram,  presacral  air  insuffla- 


tion test,  and  x-ray  films  of  skull,  spine,  and 
chest  were  all  within  normal  limits.  The 
twenty-four-hour  radioactive  iodine  uptake 
study  showed  normal  results.  Normal 
acuity  and  visual  fields  were  present.  The 
total  urinary  17-ketosteroids  was  18.7  mg. 
and  17-hydroxycorticoids,  15.6  mg.  per 
twenty-four  hours.  After  stimulation  with 
adrenocorticotropic  hormone  (ACTH)  the 
17-ketosteroids  rose  to  26  mg.  and  17- 
hydroxycorticoids  to  51  mg.  per  twenty  - 
four  hours.  The  plasma  17-hydroxycor- 
ticoids rose  from  32  mg.  to  107  mg.  per  100 
ml.  after  stimulation  with  adrenocortico- 
tropic hormone.  In  view  of  these  findings 
and  a diagnosis  of  Cushing’s  syndrome,  a 
left  adrenalectomy  was  performed  on  April 
12,  1962.  The  postoperative  course  was 
uneventful.  The  pathologic  report  showed 
a normal  adrenal  gland,  weighing  10  Gm. 
with  no  structural  changes. 

Following  discharge  she  received  3,500  r 
orthovoltage  therapy  to  the  pituitary 
gland.  The  patient  showed  no  subjective 
or  objective  improvement  for  the  first  eight 
postoperative  months.  From  January  to 
September,  1963,  she  lost  40  pounds  and 
felt  better.  Menses  lasting  one  to  three 
days  occurred  intermittently. 

She  was  lost  to  follow-up  examination 
until  April,  1965,  when  she  returned  com- 
plaining again  of  weight  gain,  excessive 
facial  hair,  and  acne.  After  admission  to 
the  hospital  laboratory  data  showed  that 
total  urinary  17-ketosteroids  was  31.2  mg. 
and  17-hydroxycorticoids  17.9  mg.  per 
twenty-four  hours.  Dexamethasone  was 
given,  and  the  17-ketosteroid  level  dropped 
to  11.1  mg.  and  17-hydroxycorticoids  to 

13.5  mg.  per  twenty-four  hours. 

On  June  1,  1965,  a right  adrenalectomy 
was  performed.  Pathologic  examination 
revealed  the  adrenal  gland  weighed  17  Gm. 
and  showed  diffuse  nodular  cortical  hyper- 
plasia. The  patient  made  an  uneventful 
postoperative  recovery  and  was  discharged 
with  the  following  therapy:  30  mg.  of 

hydrocortisone  and  0.15  mg.  of  9-alpha- 
fluorohydrocortisone  acetate  daily.  Be- 
cause the  protein-bound  iodine  value  was 

2.5  micrograms  per  100  ml.,  she  was  given  2 
gr.  of  thyroid  extract  daily. 

Menses  returned  spontaneously  in  July 
and  August,  1965,  lasting  three  days. 
Subsequently,  she  again  became  amenor- 
rheic, and  a diagnosis  of  pregnancy  was 
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made  with  an  estimated  date  of  confinement 
of  May  26,  1966. 

The  antepartum  course  was  complicated 
by  a pneumonitis  which  responded  to  anti- 
biotic therapy  without  any  increase  in 
steroids  being  necessary.  The  total  weight 
gain  was  23  pounds,  and  her  blood  pressure 
remained  normal  throughout  pregnancy. 
She  was  admitted  to  the  hospital  one  week 
prior  to  her  estimated  date  of  confinement 
to  stabilize  steroid  dosage.  On  June  17, 
1966,  she  went  into  labor  spontaneously. 
At  this  time  she  was  given  50  mg.  of  hydro- 
cortisone intramuscularly,  and  an  intra- 
venous drip  solution  of  5 per  cent  glucose  in 
saline  containing  100  mg.  of  hydrocortisone 
wasstarted  and  maintained  throughout  labor 
and  delivery.  Her  blood  pressure  and  pulse 
remained  normal.  The  labor  was  unevent- 
ful, and  after  seven  hours  and  forty-nine 
minutes,  under  gas-oxygen-ether  anesthesia, 
she  was  delivered  of  a living,  3,500-Gm. 
male  infant.  The  baby  appeared  to  be 
normal  and  had  an  Apgar  score  of  9 at  one 
minute. 

Following  delivery  the  patient  received  50 
mg.  of  hydrocortisone,  intramuscularly, 
every  six  hours  for  twenty-four  hours. 
This  was  gradually  tapered  to  oral  main- 
tenance doses  during  her  hospital  stay. 
The  postpartum  course  was  uneventful. 
The  infant  appeared  to  be  normally  de- 
veloped and  had  a normal  perinatal  course. 

Comment 

The  first  reported  case  of  pregnancy  and 
delivery  following  bilateral  adrenalectomy 
was  by  Hunt  and  McConahey  in  1953. 5 
They  describe  a multiparous  patient  who 
had  undergone  surgical  procedure  for  bi- 
lateral pheochromocytoma  at  which  time 
both  adrenal  glands  were  removed.  The 
remaining  17  patients,  including  this  pa- 
tient, underwent  adrenalectomies  for  Cush- 
ing’s syndrome. 

Treatment  of  adrenalectomized  patients 
during  pregnancy  requires  adherence  to 
certain  basic  rules.  An  excellent  routine 
has  been  suggested  by  Barber,  Graber,  and 
O’Rourke.2 

In  the  antepartum  course  the  mainte- 
nance dose  of  cortisone  is  usually  adequate 
unless  acute  illness  or  other  undue  stress 
occurs.  The  fetal  adrenal  glands  in  no  way 
supply  any  of  the  mother’s  adrenal  need. 


It  has  been  shown  that  if  corticotropin  is 
given  to  a pregnant  patient  without 
adrenal  glands  there  is  no  rise  in  plasma 
corticosteroids.8 

Cortisone  acetate  seems  to  be  the  drug  of 
choice  during  pregnancy.  Most  investi- 
gators feel  that  the  synthetic  cortisone 
drugs  are  not  efficient.  Whether  or  not 
additional  9-alpha-fluorohydrocortisoneace- 
tate  is  also  necessary  during  pregnancy  is  in 
dispute.  Since  cortisone  has  sodium-  and 
water-retaining  properties  and  with  the 
natural  tendency  of  pregnant  women  to  re- 
tain salt,  fluorocortisone  may  be  unneces- 
sary and  even  undesirable. 


Summary 

A case  is  reported  of  pregnancy  and 
delivery  in  a patient  after  total  bilateral 
adrenalectomy.  On  the  basis  of  experience 
with  this  case  and  other  reports  in  the 
literature,  recommendations  are  made  for 
management  of  this  condition. 

Maimonides  Medical  Center 
4802  Tenth  Avenue, 
Brooklyn,  New  York  11219 
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| N the  social  structure  of  developed  coun- 
tries an  aging  population  is  an  accomplished 
fact  and,  as  the  general  public  have  an  in- 
tense desire  to  help  older  people,  an  or- 
ganized program  for  their  comprehensive 
care  is  essential.  In  the  United  Kingdom, 
Beveridge*  described  the  giants  which  stood 
astride  the  path  of  progress  of  any  civilized 
country;  these  were  disease,  ignorance,  idle- 
ness, squalor,  and  want.  In  old  age  another 
ogre  is  found,  namely,  loneliness.  The 
elderly  are  particularly  vulnerable,  as  in 
addition  to  these  factors  there  is  the  in- 
creasing possibility  of  failing  physical 
health,  while  the  mental  health  suffers  from 
such  insults  as  bereavement,  fear,  retire- 
ment, and  loss  of  status  in  the  community. 
It  is  not  a coincidence  that  many  aged  people 
are  living  in  poor  social  conditions. 

Geriatric  medicine  may  be  defined  as  the 
branch  of  general  medicine  concerned  with 
the  clinical,  social,  preventive,  and  remedial 
aspects  of  illness  in  the  elderly  (those  over 
sixty-five  years)  while  gerontology  is  the 
science  of  the  study  of  aging  and  the  inves- 
tigation of  the  aging  process. 

Thus,  the  specialty  of  geriatric  medicine 

* Presented  at  the  eighth  International  Congress  of 
Gerontology,  closing  session,  Washington,  D.C.,  August  27, 
1969. 

tBeveridge,  Sir  W.:  Report  by,  Command  Paper  6404 

(House  of  Commons)  1942-1943.  Session  vol.  6.  Social 
Insurance  and  Allied  Services,  para  456,  p.  170. 


is  of  wide  extent  embracing  the  ascertain- 
ment of  those  at  risk  in  the  community,  the 
prevention  of  disease  or  of  further  deterio- 
ration, and  the  supervision  of  such  at-risk 
groups  so  that  they  can  remain  where  they 
desire  to  be,  in  their  own  homes  in  the  com- 
munity. This  subject  also  includes  the  com- 
plete assessment  of  the  individual,  bearing 
in  mind  the  physical,  social,  and  mental  fac- 
tors of  his  illness,  the  making  of  a diagno- 
sis, the  application  of  appropriate  therapy, 
and  the  continued  supervision  of  the  old 
person. 

A subspecialty  of  psychogeriatrics  is  also 
growing  rapidly,  where  prime  attention  is 
devoted  to  the  understanding  and  the  as- 
sistance of  the  elderly,  mentally  ill  person 
with  much  more  concentration  than  at  pres- 
ent on  prevention  and  on  precise  diagnosis. 
This  important  group  of  people  will  be  dis- 
cussed in  detail  later. 

Aims  in  geriatric  medicine 

The  policy  in  geriatric  medicine  is  to  keep 
elderly  people  happy  and  healthy  in  their 
own  homes  for  as  long  as  possible.  No  one 
should  be  regarded  as  old  until  over  eighty 
years  of  age,  and  many  above  that  age  are 
in  excellent  health;  the  fallacy  is  that  chron- 
ologic age  and  biologic  age  do  not  necessarily 
correspond.  The  needs  of  people  between 
sixty  and  eighty  are  complicated  by,  in  many 
countries,  compulsory  retirement  and  con- 
sist in  the  provision  of  employment  for  those 
who  desire  it,  preferably  part  time  and  paid, 
and  the  encouragement  of  other  interests 
such  as  hobbies  and  handicrafts ; while  other 
older  people  should  be  encouraged  to  pursue 
voluntary  activities,  particularly  those 
which  give  assistance  to  people  older  and 
frailer  than  themselves.  In  this  age  group 
there  is  an  immense  potential  of  knowledge, 
skill,  and  experience;  and  in  the  United 
Kingdom  between  a half  and  a third  of  men 
compulsorily  retired  do  in  fact  desire  to 
continue  some  type  of  paid  employment. 
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For  those  over  eighty,  there  is  an  increased 
need  for  care  and  protection  reflected  in  the 
demand  for  specialized  homes  for  the  frail. 
At  present,  in  most  countries,  this  provision 
will  be  required  almost  entirely  for  the  aged 
female.  The  preponderance  of  older  women 
has  been  confirmed  on  many  occasions,  and 
perhaps  the  most  important  stimulus  to  the 
mental  health  of  women  in  the  years  to  come 
will  be  the  discovery  of  some  way  to  prolong 
the  life  of  man. 

Early  detection  of  disease 

It  is  now  accepted  that  the  self-reporting 
of  illness  by  older  people,  that  is,  the  older 
people  going  to  a physician  with  a complaint, 
is  not  a satisfactory  method  of  detecting  dis- 
ease at  an  early  stage,  and  certain  at-risk 
groups  have  been  defined.  Older  people  can- 
not differentiate  symptoms  of  disease  from 
changes  which  they  attribute  erroneously  to 
aging  itself.  The  at-risk  groups  would  be 
those,  over  seventy  living  alone,  those  re- 
cently bereaved,  those  recently  retired,  and 
those  discharged  from  the  hospital.  Thus 
at  the  level  of  personal  health  care  in  the 
community,  attempts  could  be  made  to  have 
such  categories  of  older  people  visited  by  a 
trained  nurse  or  social  worker  who  could  re- 
port back  to  the  community  health  center 
about  their  present  psychosocial-medical 
state  of  health.  It  is  likely  that  a small 
number  would  be  required  to  come  to  the 
community  health  center  for  medical  ex- 
amination, and  that  a much  larger  number 
would  require  other  forms  of  help  such  as 
chiropody  or  domestic  assistance.  Even 
considering  the  one  factor  of  accident  pre- 
vention, it  is  apparent  that  many  cases  of 
fractured  femur  could  be  avoided  by  such 
home  visiting.  There  is  also  no  other  way 
of  finding  out  early  mental  changes  such  as 
depression  or  confusion.  Such  a community 
service  depends  on  the  creation  of  a local 
health  center  responsible  for  a defined  area 
of  population. 

Preventive  actions 

This  examination  of  at-risk  groups  as- 
sumes that  certain  schemes  to  prevent  dis- 
ability exist  and  each  community  should 
have  facilities  for  preretirement  training, 
hobby  and  craft  centers  for  those  who  have 
retired,  and  all-day  clubs  where  active  pre- 


ventive medicine  is  practiced,  for  example, 
by  physical  remedial  exercise  under  the  su- 
pervision of  a physiotherapist  and  the  pro- 
vision of  meals  to  secure  adequate  nutrition. 
Retired  employes’  associations  have  been 
found  of  great  value  in  maintaining  health 
and  morale  among  workers  from  the  same 
industry  who  have  kept  their  friendship  in 
retirement  and  have  formed,  with  help  from 
their  former  employers,  associations  with 
welfare,  educational,  and  health  interests. 

It  is  worth  noting  that  once  elderly  people 
have  been  found  to  require  some  form  of 
assistance,  continuing  supervision  in  their 
homes  is  necessary. 

The  methods  described  are  some  sug- 
gested ways  of  keeping  the  elderly  fit  in  the 
community.  The  topic  under  discussion 
now  is  the  ill  old  person. 

Illnesses 

The  physician  summoned  by  an  elderly 
person  must  make  a complete  medical  ex- 
amination, including  the  assessment  of  the 
psychologic  and  social  status  of  his  patient, 
bearing  in  mind  the  almost  certain  presence 
of  multiple  pathologic  conditions.  It  has 
been  said  that  if  fewer  than  three  conditions 
have  been  found,  one  important  diagnosis 
has  been  missed.  This  list  of  diagnoses 
must  be  considered  sensibly,  so  that  the  most 
important  is  treated  first,  and  so  that  the 
patient  is  not  intoxicated  by  a multiplicity 
of  drugs  which  are  beyond  both  his  capacity 
to  tolerate  and  his  ability  to  administer  to 
himself  correctly.  The  physician  of  the  fu- 
ture will  have  had  some  specialized  training 
in  diseases  of  the  elderly  at  his  medical 
school  just  as  at  present  he  receives  training 
in  diseases  of  children.  He  will  thus  be 
aware  of  the  frequent  association  of  physi- 
cal and  mental  disease  and  will  be  better  able 
to  detect  depressive  illness  at  its  onset. 

The  elderly  patient  requiring  hospital  ad- 
mission may  need  immediately  the  services 
of  a surgeon  and  would  be  admitted  as  a 
surgical  emergency.  He  may  require  inten- 
sive care,  for  example,  following  a massive 
hematemesis,  and  would  then  be  admitted 
immediately  to  an  intensive  care  unit.  Last, 
the  elderly  patient  may  be  confused  and  re- 
quire the  attention  of  the  psychiatrist  and/ 
or  the  physician  trained  in  geriatric  medi- 
cine, and  his  hospital  placement  will  be  con- 
sidered later.  But  apart  from  these  cate- 
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gories,  an  ill  and  incapacitated  elderly  pa- 
tient should  be  admitted  to  a specialized 
geriatric  assessment  ward  where  the  beds 
are  reserved  for  the  treatment  of  old  people. 
There  his  disease  will  be  further  investi- 
gated, his  disability  assessed,  and  his  re- 
habilitation started.  With  the  preadmission 
visit  of  the  specialist  physician  practicing 
geriatric  medicine,  the  therapy  of  the  pa- 
tient can  be  commenced  before  admission. 
Rehabilitation  to  be  complete  must  be  con- 
sidered from  its  physical,  mental,  and  social 
aspects;  since  many  older  people  think  they 
are  coming  into  the  hospital  to  die,  the  time 
of  waiting  for  admission  can  be  used  for 
example,  by  a relative  or  by  domestic  help, 
to  condition  the  patient  for  recovery,  re- 
assuring the  patient  that  admission  to  the 
hospital  is  being  arranged  so  that  what  is 
wrong  can  be  put  right,  and  once  that  is  done 
he  will  be  returning  home.  Social  rehabili- 
tation consists  in  improving  the  patient’s 
home  by  redecoration  or  conversion,  so  that 
it  will  be  appropriate  for  the  patient’s  new 
physical  and  mental  state  when  he  returns. 

In  the  geriatric  unit  constant  attention 
must  be  paid  to  the  mental  health  of  the 
older  person,  an  accurate  diagnosis  must  be 
made  with  an  ultimate  evaluation  of  the  pa- 
tient’s residual  powers  and  abilities.  Con- 
tinuing-treatment hospital  units  must  be 
available  so  that  the  older  person  has  time 
to  recover  and  so  that  expensive,  highly 
equipped  beds  in  the  teaching  or  district 
hospital  may  not  be  occupied  for  too  long  a 
time. 

Long-stay  treatment 

For  those  unable  to  leave  the  hospital, 
small  long-stay  annexes  are  required,  prefer- 
ably near  their  relatives.  The  fundamental 
rule  is  that  the  physician  practicing  ger- 
iatric medicine  must  continue  his  responsi- 
bility to  his  patients  as  long  as  they  are  in 
any  form  of  hospital  environment. 

The  physician  in  charge  of  the  hospital 
geriatric  unit  should  be  especially  trained  in 
the  care  of  the  elderly  sick.  He  must  act  as 
leader  of  the  geriatric  team  composed  of 
supporting  medical  staff,  expert  interested 
nurses,  social  workers,  physiotherapists 
trained  in  the  rehabilitation  of  the  elderly, 
occupational  therapists,  speech  therapists, 
chiropodists,  secretarial  staff  to  administer 
this  complex,  and  all  possible  facilities  for 


this  highly  specialized  work,  with  appropri- 
ate hospital  accommodation  of  high  amenity, 
including  availability  of  other  specialists 
and  access  to  complete  investigational  serv- 
ices. 


Personnel  and  facilities 

The  flow  through  such  a geriatric  unit  de- 
pends on  the  provision  of  the  correct  per- 
sonnel, equipment,  and  amenity  and  cannot 
be  accomplished  without  adequate  long-stay 
hospital  accommodation,  day  hospital  and 
day  center  facilities,  adequate  follow-up 
services,  appropriate  hostel-type  accommo- 
dation for  physically  and  mentally  frail  older 
people,  and  a wide  range  of  domiciliary  serv- 
ices. These  domiciliary  services  include 
the  provision  of  domestic  assistance,  home 
care  nursing  service,  night  sitters-in  during 
short-term  serious  illness,  laundry  for  the 
incontinent,  home  meals,  home  care  chirop- 
ody service,  provision  of  specialized  equip- 
ment on  loan,  adaption  of  houses  where  re- 
quired, and  an  after-care  service.  A com- 
prehensive community  service  for  the 
elderly  thus  comprises  the  personal  atten- 
tion of  physicians  to  supervise  prevention, 
to  detect  early  disease,  to  treat  the  sick,  and 
to  arrange  follow-up  of  those  who  have  been 
ill.  The  day  hospital  acts  as  a continuing 
treatment  center  for  those  sent  home,  as  an 
outpatient  department  where  the  elderly 
person  can  undress  at  leisure  and  can  be 
given  a midday  meal,  and  as  a place  where 
occupational  therapy  and  physiotherapy  can 
be  practiced.  It  may  have  a few  beds  for 
procedures  requiring  bed  rest  on  a day  basis. 
Additional  facilities  required  are  specialized 
ground-floor  or  one-level  housing  with  mod- 
ern sanitation  and  warden-supervised  hous- 
ing for  the  frail. 

The  placement  of  the  elderly  confused  pa- 
tient, often  so  sadly  neglected,  must  now 
be  considered.  Provided  such  a person  is 
not  so  disturbed  mentally  as  to  require  the 
special  facilities  of  a mental  hospital,  then 
the  ideal  procedure  is  to  admit  such  a person 
to  a unit  reserved  for  the  elderly  and  jointly 
supervised  by  the  psychiatrist  interested  in 
the  mental  disease  of  the  elderly  and  the 
physician  practicing  geriatric  medicine. 
This  ensures  a complete  diagnostic  assess- 
ment of  old  people,  just  as  is  the  practice 
in  the  geriatric  assessment  unit.  Such 


440  New  York  State  Journal  of  Medicine  / February  1,  1970 


units,  as  detailed,  require  appropriate  out- 
lets, for  example,  long-stay  beds  in  mental 
hospitals,  access  to  beds  in  the  geriatric 
units,  and  hostels  for  the  mentally  frail. 
The  patient  may  therefore  be  sent  home 
from  the  psychogeriatric  assessment  unit  or 
referred  for  continuing  treatment  either  to 
the  psychiatrist  or  to  the  physician  in  ger- 
iatric medicine.  These  facilities  are  neces- 
sary to  prevent  the  psychogeriatric  assess- 
ment beds  from  becoming  full  of  patients 
no  longer  requiring  detailed  investigation. 
Whatever  provisions  are  made  for  the  el- 
derly confused  person,  certainly  thought 
must  be  given  to  the  creation  of  services  for 
them,  otherwise  they  tend  to  be  neglected 
since  neither  the  physician  in  charge  of  the 
geriatric  unit,  the  psychiatrist,  nor  the  so- 
cial worker  is  anxious  to  accept  responsibil- 
ity. 

Different  voluntary  bodies  have  large  con- 
tributions to  make  in  the  field  of  specialized 
housing  for  the  elderly:  hostels,  for  ex- 

ample, residential  accommodation  for  the 
physically  and  mentally  frail,  home  visiting 
of  older  people,  the  provision  of  all-day 
clubs  or  centers,  and  hobby  and  craft  cen- 
ters. 

Future  in  geriatric  medicine 

Future  work  in  this  field  is  being  fur- 
thered by:  (1)  random  sampling  of  the  el- 

derly population  living  in  the  community  to 
discover  accurately  the  needs  of  older  people 
and  the  form  of  assistance  necessary  to  en- 
able them  to  live  happily  and  healthily  at 
home;  (2)  longitudinal  studies  to  discover 
the  normal  attributes  of  aging,  here  also 
observations  will  be  made  which  will  en- 
hance understanding  of  the  process  of  hu- 
man aging;  and  (3)  clinical  studies  to  fur- 
ther knowledge  of  disease  in  older  people: 
(a)  the  importance  of  electrolyte  balance 
in  the  elderly,  the  mechanisms  of  heart  fail- 
ure, and  the  comprehension  of  changing 
drug  action  with  aging;  (b)  nutritional  fac- 
tors in  illness,  the  recognition  of  bad  dietary 
habits,  the  significance  of  weakness  and  apa- 
thy, and  the  growing  importance  of  health 
education;  and  (c)  mental  status  of  older 
people.  Progress  will  undoubtedly  be  made 
in  the  diagnosis  and  treatment  of  mental 
diseases  of  old  people,  and  the  rag  bag  of 
senile  dementia  will  be  further  emptied  of 


remediable  conditions.  It  may  be  necessary 
for  those  responsible  for  planning  the  social 
structure  of  a country  to  think  again  about 
compulsory  retirement  and  to  encourage  re- 
training schemes  for  middle-aged  people  in- 
stead of  retirement,  so  that  a change  to 
part-time  employment  might  be  considered 
as  people  grow  older. 

If  society  does  not  deal  adequately  with 
the  needs  of  the  increasing  number  of  aged 
within  the  community,  whether  those  needs 
be  medical,  psychologic,  or  social,  or  some 
combination  of  all  three,  then  eventual  med- 
icopsychosocial  breakdown  of  the  individual 
at  risk  must  result  in  increased  massive 
provision  of  long-term  institutional  care. 
There  are  going  to  be  more  older  people  in 
our  communities,  and  it  is  thus  essential  for 
us  to  rethink  our  present  health  and  welfare 
services  bearing  this  fact  in  mind.  Our 
whole  concept  of  hospitalization  must  be  al- 
tered, and  emphasis  must  be  laid  on  an  un- 
derstanding of  the  problems  of  the  elderly 
and  an  attempt  to  deal  with  them.  Medical 
education  must  be  reorientated  to  this  end. 

The  practice  of  geriatric  medicine  is  ex- 
pensive, specialized,  best  carried  out  by  ex- 
perienced staff,  and  demanding  of  leadership 
and  teamwork.  A specified  area  of  popula- 
tion should  be  the  responsibility  of  a physi- 
cian specializing  in  geriatric  medicine.  In 
summary,  the  services  provided  should  be 
domiciliary,  community,  and  hospital. 

Work  with  elderly  people  is  spiritually 
rewarding,  better  results  than  ever  thought 
possible  can  be  obtained,  and  many  pre- 
sumed irremediably  ill  restored  to  their 
homes  and  their  friends.  Throughout  the 
world  there  is  immense  desire  to  help  older 
people.  The  concentration  of  medical  and 
nursing  skill  on  this  subject  is  one  way  to 
do  this  and  can  produce  great  good  for  old 
people  everywhere. 

Individually  we  do  not  live  all  that  long, 
or  so  it  seems  to  us.  The  Welsh  poet  sum- 
marized it  thus : 

0 God,  thou  was  a little  unkind 

To  make  the  hills  and  dales 

So  beautiful, 

And  the  days  of  a shepherd 

So  few.* 

Stobhill  General  Hospital 
Glasgow,  N.l,  Scotland 

*By  W.  Eifion:  Cum  Pennant. 
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WE  ARE  all  witnessing  a series  of  power- 
ful efforts,  launched  in  the  name  of  the  com- 
munity, to  alter  established  structure.  At 
times  some  of  us  participate  as  contestants 
in  one  or  another  part  of  the  field.  We  see 
the  embattled  establishment  to  be  the  uni- 
versity, some  part  of  governmental  bureauc- 
racy (such  as  welfare),  the  public  school 
system,  or  the  pattern  of  delivery  of  per- 
sonal health  services,  to  name  a few  ex- 
amples. In  many  instances,  the  cry  is  raised 
that  a “community”  has  not  been  served  or 
has  been  ignored  in  planning.  The  indict- 
ment (which  is  retroactive,  current,  and 
even  prospective)  says,  in  effect:  not  only 

does  the  establishment  stand  guilty  for  past 
and  present  omissions  and  commissions,  but 
it  also  will  be  recidivistic  in  future  per- 
formance. Inasmuch  as  the  establishment  is 
thus  seen  as  incorrigible,  the  call  today  is 
not  for  reform  but  for  revolution.  The  old 
liberal  reformer  appears  to  be  “out”;  the 
new  radical,  “in.” 

The  liberal  reformer,  once  in  the  militant 
vanguard,  seems  now  to  be  sidelined  by  the 
very  ones  whose  causes  he  has  thought  to  be 
his  own.  Thus  the  liberal  may  well  suffer 
from  an  identity  crisis,  for  he  desires 
change,  sees  on  every  hand  the  requirement 

* Presented  June  1,  1968,  at  the  Annual  Dinner  Meeting 
of  the  Alumni  Association,  Albion  College,  Albion,  Michigan. 


for  change,  and  is  urgently  moved  to  par- 
ticipate in  restructuring  for  change.  But 
he  is  appalled  by  the  radical  imperative  for 
destruction  as  a precondition  to  social  ad- 
vancement. Furthermore,  he  may  be  un- 
easy by  the  discovery  that  issues  and  their 
resolutions  are  not  purpose  objectives  of  a 
mission  for  the  new  radicals  at  all  but  are 
only  elements  of  a strategic  terrain  over 
which  the  major  battle  for  destruction  is 
mapped  out.  If  he  is  uneasy  by  the  dis- 
covery that  his  liberal  mission  is  but  a 
strategic  element,  he  will  be  even  more 
deeply  troubled  by  the  trampling  of  the 
rights  of  others  and  the  interference  with 
educational,  occupational,  or  creative  attain- 
ments as  tactics  in  this  battle  for  over- 
throw. In  this,  “the  new  disestablishmen- 
tarianism,”  the  liberal  appears  to  be  on  the 
threshold  of  joining  the  other  “dispossessed” 
of  our  times,  whom  Bell1  has  called  “the 
products  of  the  old  system,”  who  have  been 
displaced  by  newer  elites  of  decision  makers. 
If  so,  the  liberal  will  have  arrived  there  by  a 
failure  to  heed  the  presentation  of  needs  by 
the  community,  to  articulate  them,  and  then 
to  successfully  advance  with  a plan  of  action. 

Power  equation 

So  much  for  the  general  statement  of  the 
problem,  in  which  I have  used  the  terms 
liberal  and  radical  in  a generic  sense,  ap- 
plicable to  any  establishment  institution,  to 
any  constituency  or  community,  and  to  any 
struggle  over  a reallocation  of  power,  but 
not  without  a realization  that  the  political 
context  is  also  present.  I will  not  pretend 
here  to  apply  my  views  or  experience  to  the 
complexities  of  the  besieged  institutions  for 
higher  learning,  the  public  schools,  or  the 
welfare  system.  Rather,  I will  confine  my 
observations  generally  to  the  delivery  of 
health  services  and,  in  particular,  to  the 
mental  health  field.  I confess  a bias,  how- 
ever, and  that  is  that  the  concept  of  a “com- 
munity of  orientation”  is  applicable  to  any 
established  or  future  institution;  that  the 
description  and  size  of  the  community  may 
undergo  important  change;  and  that  the 
equations  of  interaction  between  institution 
and  community  must  undergo  transactions 
as  a result  of  changes  on  both  sides  of  the 
equation  until  a new  equilibrium  is  achieved. 
Hence,  when  I speak  of  the  neighborhood 
and  its  health  services,  I may  be  speaking,  in 
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analogy,  of  the  student  body  and  the  college, 
of  colleges  and  the  university;  or  of  any 
other  dynamic  equation  expressing  power. 

Government  and 
mental  health  development 

The  Mental  Health  Centers  Act  of  1963, 
Public  Law  88-164,  is  the  initiating  docu- 
ment in  developing  community  mental  health 
centers.  This  Federal  legislation  provides 
grants  for  the  purpose  of  constructing  men- 
tal health  centers.  A community  mental 
health  center  has  5 essential  elements:  in- 

patient services,  outpatient  services,  partial 
hospitalization  services  (meaning  day  care 
and  night  care),  emergency  services  (pro- 
viding twenty-four-hour  service),  and  con- 
sultation and  education  services.  In  addi- 
tion to  the  construction  act,  the  1965  amend- 
ments to  the  Community  Mental  Health  Cen- 
ters Act,  Public  Law  89-105,  provides  Fed- 
eral grants-in-aid  for  a part  of  the  costs  of 
professional  and  technical  personnel  for  the 
initial  operation  of  community  mental  health 
centers. 

In  New  York,  the  State  Department  of 
Mental  Hygiene  has  the  central  responsibil- 
ity for  defining  community  mental  health 
facilities.  The  department  works  very 
closely  with  the  local  agency  responsible  for 
local  plans.  In  New  York  City,  the  Com- 
munity Mental  Health  Board  is  the  local 
agency  designated  by  the  State  to  help  in 
the  development  of  a plan  which  would  allow 
comprehensive  coverage  through  the  use  of 
mental  health  centers  in  all  five  city 
boroughs. 

As  a result  of  staff  planning,  the  city  is 
divided  into  51  communities,  or  catchment 
areas,  generally  ranging  in  size  between 
75,000  and  200,000  population.2  Each  of 
the  51  regions  contains  a population,  then, 
which  is  a “community  of  orientation”  for 
the  services  of  a community  mental  health 
center,  an  entirely  new  arrangement  of  serv- 
ices for  the  mentally  or  emotionally  dis- 
eased. As  New  York  City  Director  of  Com- 
munity Mental  Health  Services,  my  oppor- 
tunity to  carry  executive  responsibility  for 
the  development  of  the  over-all  city  plan  has 
been  uniquely  supplemented  by  my  having 
become  director  of  psychiatry  for  Beth  Is- 
rael Medical  Center  in  November,  1967.  In 
consequence,  I now  have  an  opportunity  to 
come  to  grips  at  the  neighborhood  level  with 


the  development  of  the  Lower  Manhattan 
Community  Mental  Health  Center,  intended 
to  serve  one  of  the  51  city  catchment  areas. 

Community:  problem  for 
local  government 

By  definition,  “communities”  tend  to  be 
structured  as  “in-groups,”  in  which  mem- 
bers share  a sense  of  identity,  a body  of 
interests,  with  conventional  understandings 
and  norms  of  behavior.  In  New  York  City, 
communities  in  this  sense  tend  to  vary  in 
size,  distribution,  and  membership,  with  in- 
terests transcending  a local  area.  Hence, 
there  may  not  be  a consensus  as  to  the 
boundaries  of  such  communities.  Yet  they 
have  leaders  who  act  as  spokesmen  for  group 
interests  and  who  promote  actions  for  af- 
fecting public  decisions.  The  term  “local 
community  group”  refers  to  an  organiza- 
tion with  concerted  action  directed  toward 
an  issue  or  a combination  of  issues  affecting 
an  area  of  interest.  In  fact,  a more  appro- 
priate term  than  “local  community  group” 
would  be  “community  interest  group.” 

Barth3  wrote,  “By  the  ‘Christian  com- 
munity’ we  mean  what  is  usually  called  the 
church  and  by  the  ‘civil  community’  what  is 
usually  called  ‘the  State’.”  The  two  are 
not  at  all  coterminous,  except  in  that  un- 
likely situation  in  which  every  member  of 
the  State  would  be  at  the  same  time  a mem- 
ber of  the  church.  Community  has  a differ- 
ent connotation  when  we  talk  of  the  popula- 
tion of  a smaller  part  of  New  York  City. 
We  are  then  referring  to  a subdivision  of 
the  civil  community,  composed  of  all  the 
people  in  one  defined  place,  when  we  talk  of 
a community  mental  health  center  to  serve  a 
catchment  area.  The  residents  of  the  small 
subcity  area  have  no  neighborhood  legisla- 
tion, no  government  administration  to  exe- 
cute their  own  legislation,  and  no  unique 
system  of  justice  to  promote  neighborhood 
cohesion  and  mutual  association.  The 
neighborhood,  the  subcity,  the  community 
mental  health  catchment  area,  must  depend 
on  the  larger  civil  community  for  services 
of  the  three  functional  branches  of  govern- 
ment. The  larger  entity,  the  city,  may  be 
unable  to  tailor  legislation  to  suit  all  neigh- 
borhoods. The  city  is,  moreover,  deplorably 
weak  in  taxing  power  to  meet  visible  service 
demands.  The  even  more  remote  state  gov- 
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ernment  has  a complicated  history  in  rela- 
tion to  the  emergence  of  the  large  city. 
Generally,  large  cities  are  great  revenue 
producers,  but  they  are  also  tax-hungry. 
The  complaint  thus  is  often  heard  that  tax 
dollars  raised  in  the  cities  are  not  returned 
by  the  states  to  meet  the  service  require- 
ments of  the  cities.  To  complicate  things 
further,  the  greatest  taxing  power  is  the 
Federal  government,  which  in  this  nation 
has  dealt  almost  exclusively  with  the  states 
rather  than  the  cities  (to  say  nothing  of 
neighborhoods)  when  Federal  programs 
were  being  funded.  Newer  Federal  pro- 
grams have  attempted  to  direct  the  flow  of 
aid  directly  into  the  cities  and  their  neigh- 
borhoods, where  new  organizations  have  had 
to  be  invented  to  conduct  the  business  to  be 
accomplished  under  Federal  aid. 

Oversimplified,  the  problem  is  how  to  get 
neighborhoods  (subcities  or  communities) 
to  participate  in  the  machinery  which  is  in- 
tended to  affect  the  lives  of  its  constituent 
members  when  the  more  influential  govern- 
mental mechanisms  are  designed  for  agrar- 
ian rather  than  urban  distribution  of  the 
population.  Local  groups  are  being  heard 
in  our  cities  in  protest  against  the  older  al- 
location of  power  and  the  system  for  par- 
ticipation. 

Desiderata  for  local  participation 

What  is  the  burden  of  the  message  which 
must  be  heeded  if  we  are  to  aid  in  the  or- 
derly restoration  of  participatory  power  to 
the  constituencies  of  our  urban  system,  of 
which  the  mental  health  center  and  the 
neighborhood  health  service  are  but  ex- 
amples? 

Twelve  points  which  have  been  adapted 
from  a study  of  the  matter  by  a concerned 
group  on  the  Lower  East  Side  of  Manhat- 
tan4 may  be  considered: 

1.  Neighborhood  residents  (the  constit- 

uency) must  assist  in  shaping  the  system. 
Interaction  must  facilitate  a fit  between 
service  and  local  needs.  This  may  be 
achieved  by  employing  some  service  consum- 
ers and  by  bringing  consumers  into  policy- 
influencing  roles.  A stake  in  the  system 
should  prevent  the  conclusion  that  only  two 
options  exist:  to  beat  the  system  or  to  be 

abjectly  accepting  of  it. 

2.  Freedom  of  choice  in  the  nature  and 
style  of  services  on  the  part  of  neighborhood 


residents  must  be  enhanced.  This  is  in 
striking  opposition  to  a system  which  merely 
proliferates  irrelevant  services. 

3.  Distance  (geographical  and  social) 
must  be  decreased  between  consumer  and 
service,  by  designing  the  system  with  a good 
knowledge  of  the  travel  and  cultural  pat- 
terns of  residents. 

4.  Services  relevant  to  real  demands  of 
residents,  sufficient  in  quantity  and  quality, 
must  be  provided.  The  unsophisticated 
consumer  may  be  so  accustomed  to  the  dep- 
rivation that  accompanies  inadequate  re- 
sources, that  he  is  unaware  of  the  possibili- 
ties for  having  his  real  needs  met.  For  this 
reason  the  system  must  embody  a means  for 
educating  neighborhood  residents  to  effec- 
tive service  and  toward  expression  of  needs. 

5.  The  neighborhood  system  must  have 
some  way  of  influencing  services  which  are 
designed  and  delivered  outside  of  the  neigh- 
borhood. The  neighborhood  service  system 
cannot  prevail  if  the  effect  of  decision-mak- 
ing is  confined  to  a discrete  area.  Unless 
means  are  developed  to  have  impact  on  the 
vertical  channels  (with  decision-making 
bases  in  Washington,  the  state  capitol,  and 
city  hall),  there  would  be  diminished  oppor- 
tunity for  freedom  of  choice. 

6.  The  neighborhood  system  must  be 
based  on  the  diverse  communities  within  a 
given  area,  although  one  must  observe  that 
geographically  bounded  areas  have  little  re- 
lationship to  ethnic  and  class  allegiances. 
Furthermore,  most  existing  community  co- 
ordinating councils  and  the  like  rarely,  if 
ever,  represent  communities  but  rather  serv- 
ice delivery  mechanisms,  for  example  pro- 
fessional and  organizational  interests. 

7.  The  system  must  be  able  to  receive 
consumer  complaints  and  to  act  on  these 
with  consideration.  This  would  be  assured 
by  introducing  an  organizational  means  for 
consumers  and  potential  consumers,  so  that 
negotiation  between  the  management  sys- 
tem and  service  recipients  may  be  possible. 

8.  Simple  regular  evaluation  must  be 
provided.  Funds  and  knowledge  for  rigor- 
ous evaluation  are  desirable.  In  any  event, 
each  program  must  be  clear  as  to  objectives 
and  as  to  data  needed  to  describe  the  popu- 
lation being  served  and  the  service  being 
received.  Judgment  of  quality  is  usually 
reserved  to  the  professional.  Too  often 
overlooked  is  the  simple  possibility  of  ask- 
ing consumers  whether  they  were  satisfied 
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and  whether  they  have  suggestions  for  im- 
provement. A service  seen  as  first  rate 
within  the  professional  ranks  may  be  gen- 
erally abhorred  in  the  neighborhood.  Some 
means  for  obtaining  independent  judgment 
should  supplement  opinions  of  consumers 
and  professionals  in  the  system. 

9.  An  attempt  must  be  made  to  relate 
cost  to  service.  Although  research  may  not 
be  prepared  to  assay  whether  or  not  a par- 
ticular type  of  service  better  achieves  a fun- 
damental aim  than  another  type,  we  should 
know  the  cost  per  unit  so  that  a comparison 
between  services  may  be  made.  Varying 
technics  or  modalities  should  be  available 
and  studied  from  the  point  of  view  of  cost 
effectiveness. 

10.  A capability  must  exist  for  tracing 
the  consumer  throughout  the  system  so  that, 
having  requested  service,  he  remains  a part 
of  it  until  he  makes  a deliberate  decision  to 
leave  it,  or  the  managers  of  the  system  make 
such  a decision.  The  consumer  thus  would 
not  drift  away  or  be  lost  to  sight  and  to 
service  simply  because  the  agency  fails  to 
assume  proper  responsibility  for  genuine 
continuity  and  comprehensiveness  of  care. 
Nor  would  the  constituent  be  lost  to  the  sys- 
tem because  he  fails  to  respond  to  or  follow 
a particular  course  of  action.  Agency  re- 
sponsibility includes  exploration  of  alterna- 
tive means  for  meeting  the  consumer’s 
needs. 

11.  Opportunity  for  social  creation  and 
invention  must  be  afforded  within  the  sys- 
tem. Many  contemporary  health  problems 
appear  to  be  without  ready  solution.  Such 
problems  cry  out  for  creative  solution,  and 
the  neighborhood  system  needs  to  permit 
and  encourage  new  departures.  One  need 
only  mention  the  problems  of  addiction,  sui- 
cide, abortion,  and  major  mental  illness  to 
see  the  validity  of  this  requirement  in  per- 
spective. 

12.  Creation  of  a new  system  generally 
demands  that  each  existing  component  part 
of  the  old  system  surrender  a degree  of  au- 


tonomy and  sovereignty  to  make  a function- 
ing whole.  The  issue  is  not  so  much  coor- 
dination as  integration. 

Appraisal 

For  the  future  our  cities  are  ill-prepared 
to  provide  the  leadership  required  to  en- 
courage this  kind  of  neighborhood  structur- 
ing of  the  mental  health  centers’  develop- 
ment. Even  before  applying  the  12  desid- 
erata to  municipalities  and  mental  health 
development,  one  must  be  struck  by  the  fact 
that  few  cities  have  any  local  governmental 
organization  specifically  designated  for  men- 
tal health.  Although  New  York  City,  which 
lays  claim  to  many  “firsts”  in  the  mental 
health  field,  has  an  independent  agency,  it 
is  now  an  obsolete  form  and  should  be  re- 
placed by  a department  of  mental  health 
with  an  advisory  board  and  a commissioner. 
The  present  structure,  cumbersome  before 
streamlining  of  health  services  took  place 
under  Mayor  John  V.  Lindsay,  is  even  more 
anachronistic  now  since  the  reorganization. 
Action  is  required  first  at  the  local  level  of 
municipal  government  to  develop  a respon- 
sive agency  of  government  for  mental  health 
and  then  at  the  neighborhood  level  for  the 
tailoring  of  a program  of  service  with  the 
aid  of  the  constituency  there.  Without  the 
first,  the  prospect  of  the  latter  development 
taking  form  is  a very  dubious  one. 

Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York  City  10003 
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It  is  generally  agreed  by  historians  that 
there  were  many  great  Marrano  (New 
Christian)  physicians  in  sixteenth  century 
Spain  and  Portugal.  Chief  among  them 
were  Amatus  Lusitanus,  Zacutus  Lusitanus, 
Cardoso,  De  Castro,  Sanchez,  Garcia  da 
Orta,  and  Christoval  Acosta.  Some  Mar- 
ranos  even  became  priests,  nuns,  friars,  and 
even  inquisitors,  but  many  of  these  were 
secret  “Judaizers.” 

Background 

Relatively  little  is  known  about  the  early 
life  of  Abraham  Zacutus  Lusitanus  except 
that  it  was  spent  in  Lisbon,  Portugal, 
where  he  was  born  in  1575.  He  studied 
medicine  at  Coimbra  and  Salamanca  and 
received  his  degree  in  medicine  in  1596.  He 
returned  to  Lisbon  where  his  skill,  knowl- 
edge, and  judgment  combined  to  make  him 
preeminent  in  his  field.  According  to  In- 
quisition documents  he  practiced  in  Lisbon 
as  Manuel  Alvares  de  Tavora.1  Zacutus 
Lusitanus’  great-great-grandfather  (of  the 
same  name)  was  a great  physician  and  also 
an  astronomer  who  was  born  in  Salamanca 
in  1452.  The  expulsion  of  the  Jews  in  1492 
from  Spain  forced  him  to  flee  to  Portugal. 
His  own  antecedents  were  expelled  from 
France  in  1306.  This  latter  Abraham 
Zacutus  owes  his  reputation  not  to  his 
medical  practice  or  writing,  but  to  his 


astronomical  research,  tables,  and  instru- 
ments. It  is  stated  that  Zacutus’  tables 
accompanied  Columbus  on  his  travels  and 
were  later  found  in  his  library.  Apparently 
he  was  also  an  astrologer  to  Don  Manuel  of 
Portugal,  who  consulted  him  before  giving 
the  signal  to  Vasco  da  Gama  to  undertake 
his  voyage  to  India.  Zacutus’  astrolabe 
was  also  used  by  Vasco  da  Gama  in  his 
explorations.  He  must  have  been  baptized, 
otherwise  he  could  not  have  continued  to 
reside  in  Portugal.  As  mentioned  before, 
very  little  is  known  about  his  great-great- 
grandson,  Abraham  Zacutus  Lusitanus  dur- 
ing his  life  in  Lisbon,  Portugal,  but  that  he 
had  to  leave  in  1625  at  the  age  of  fifty  be- 
cause of  persecution  and  that  he  settled  in 
Amsterdam,  which  was  then  laughingly 
called  the  “Dutch  Jerusalem.”  He  im- 
mediately joined  the  Amsterdam  Jewish 
Community.1  Strangely  enough  it  was 
only  after  leaving  Lisbon  that  he  published 
any  of  his  medical  works.  However,  since 
many  of  his  books  appeared  from  1629  to 
1642  he  must  have  planned  these  works 
while  still  in  Portugal  before  his  exile.  He 
apparently  performed  many  autopsies  at 
that  time  when  these  were  very  rare  and 
published  postmortem  findings  on  plague, 
heart  disease,  cancer,  and  renal  calculi. 
He  was  interested  in  new  drugs,  primarily 
the  discoveries  of  the  various  plants  and 
plant  extracts  of  the  new  world.  However, 
he  is  known  chiefly  as  a clinician,  especially 
in  the  diagnosis  of  plague,  diphtheria, 
childhood  fevers,  cancer,  and  syphilis. 
Even  though  he  believed  in  the  traditional 
explanations  of  Galen,  he  was  one  of  very 
few  important  physicians  of  that  time  who 
actually  praised  Harvey’s  brilliant  dis- 
covery of  the  circulation  of  the  blood.  His 
major  work  called  Opera  Omnia  was  pub- 
lished in  the  year  of  his  death  1642.  The 
second  volume  of  this  work  appeared  in 
1644.  Zacutus  devoted  a long  chapter  to 
critical  days,  in  which  he  often  mentioned 
Amatus.  Volume  II  contains  a synopsis  of 
precepts  that  should  be  followed  by  a 
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physician  on  entering  practice.1  Levinson2 
quoted  these  rules  from  Zahalon’s  work 
(1683)  in  Hebrew. 

One  is  entitled  to  inquire  why  Manuel 
Alvares  de  Tavora,  best  known  to  posterity 
as  Zacutus  Lusitanus,  felt  compelled  to 
leave  his  native  Portugal  where  he  practiced 
medicine  for  almost  thirty  years.  The 
Spanish  Inquisition  achieved  its  greatest 
power  in  the  reign  of  Philip  IV  (1621  to 
1665).  Portugal  was  a Spanish  province 
from  1581  to  1640.  During  this  time  a 
tremendous  number  of  Jewish  physicians 
and  apothecaries  were  imprisoned  by  the 
Inquisition,  charged  with  having  poisoned 
Christian  patients.  Amazing  confessions 
were  obtained  through  various  forms  of 
torture.  Between  1619  and  1627  231 
persons  were  condemned  to  appear  at 
public  autos-da-fe  in  Portugal.  These  in- 
cluded 15  doctors  at  the  university,  2 pro- 
fessors, many  physicians  and  lawyers,  a few 
nuns,  and  15  clergymen.  In  1618  all  New 
Christians  were  arrested  in  El  Porto, 
Portugal.  Between  1620  and  1640  5,000 
New  Christians  were  condemned  to  appear 
at  an  auto-da-fe,  and  of  these  230  New 
Christians  were  burned.3  Undoubtedly 
the  situation  was  becoming  too  precarious 
for  Zacutus  Lusitanus  to  remain  in  Portugal 
any  longer,  and  he  had  to  flee  for  his  life. 

Medical  ethics 

Rules  about  medical  ethics  have  re- 
quired interpretation  and  reinterpretation 
over  many  centuries.  Every  physician 
and  medical  researcher  is  constantly  re- 
quired to  face  new  challenges  and  new 
situations;  witness  the  ethical  soul-search- 
ing performed  by  today’s  physicians  as  to 
which  patients  are  to  be  treated  in  the 
pitifully  small  number  of  centers  for  hemo- 
dialysis. The  ethical  situations  with  re- 
gard to  organ  transplantation  are  even 
more  complex.  Naturally,  fair-minded 
physicians  have  tried  to  set  guidelines  for 
the  rest  to  follow.  The  oath  attributed  to 
Hippocrates,  dating  from  about  300  B.C.,  is 
the  earliest  known  list  of  admonitions  still 
available  to  us  today.  The  Oath  of 
Asaph,  attributed  to  a Jewish  physician  of 
the  sixth  century,  has  a decided  similarity 
to  the  Hippocratic  Oath  in  that  it  pro- 
scribes the  use  of  poisons  and  abortifa- 
cients,  the  practice  of  surgery  unless  the 


physician  is  qualified,  and  defines  the 
privileged  sanctity  of  medical  information.4 
Another  great  ethical  document  by  the 
Jewish  physician  and  philosopher  of  the 
twelfth  century,  Maimonides,  is  the  “Daily 
Prayer  of  a Physician  Before  Visiting  a 
Sick  Man.”6  Amatus  Lusitanus,  a great 
Marra no- Jewish  physician  of  the  sixteenth 
century  wrote  the  “Oath  of  Amatus.”6 

The  rules  for  physicians  credited  to  Abra- 
ham Zacutus  Lusitanus,  the  subject  of  this 
essay,  are  often  self-evident  and  ones  which 
all  of  us  use  in  our  daily  practice.  Some 
are  even  too  simple  to  quote,  such  as  a 
physician  should  dress  well,  should  not  talk 
too  much,  and  should  not  insist  on  a fee. 
Other  rules  state  that  the  physician  should 
not  undertake  to  cure  the  incurable;  he 
should  not  make  false  promises;  he  should 
not  exaggerate  a slight  illness  or  make 
light  of  a serious  illness;  he  should  be  will- 
ing to  consult  with  other  physicians;  he 
should  not  make  light  of  anything  told  to 
him  because  even  from  small  things  he  may 
be  able  to  obtain  a clue;  he  should  be  ex- 
tremely careful  about  giving  a prognosis; 
and  he  should  not  deviate  from  the  logical 
treatment  even  if  the  anticipated  cure  is 
not  obtained.  Some  of  the  rules  are  ac- 
cording to  the  treatment  of  Galen  and,  of 
course,  are  useless  today;  however,  Lusi- 
tanus noted  that  pain  should  be  among  the 
symptoms  to  be  treated  early,  for  pain 
undermines  the  patient’s  strength,  and  he 
stated  that  the  physician  should  be  very 
careful  in  giving  medicine  to  the  young  and 
very  old,  both  of  whom  are  weak.2  These 
rules  are  indeed  true  today. 

Jacob  Zahalon,  who  translated  Lusi- 
tanus’ books  in  1683,  added  some  other 
cogent  rules  of  his  own.  He  stated  that 
when  the  physician  comes  to  a patient,  he 
should  not  take  the  pulse  immediately  but 
rest  up  a bit  and  ask  the  patient  or  his 
relatives  how  the  disease  started,  whether 
the  patient  had  a headache,  whether  he 
slept  well,  or  whether  he  was  thirsty;  in 
short,  the  physician  was  to  take  a careful 
medical  history,  much  as  we  do  today. 
Only  then  should  he  examine  the  patient 
and  take  the  pulse  and  do  other  things. 
He  advised  that  the  physician  give  orders 
as  to  what  should  be  done  in  the  same  man- 
ner as  a king  commands  his  subjects,  in 
other  words,  be  definite.  He  wanted  the 
physician  to  write  down  the  remedies  so 
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that  people  would  not  forget,  which  is  what 
could  happen  if  he  gave  verbal  orders.  If 
the  physician  saw  that  the  patient  was 
dangerously  ill,  he  should  tell  the  relatives, 
so  that  the  physician  would  not  be  accused 
of  the  wrong  prognosis,  much  as  is  true 
today.  Another  important  rule  was  that 
the  physician  should  receive  remuneration 
for  his  time,  for  a physician  who  works  for 
nothing  is  worth  nothing.2  All  in  all  the 
rules  would  be  just  as  useful  for  a physician 
who  is  practicing  now  in  the  twentieth 
century.  “Plus  9a  change,  plus  9a  meme 
chose.” 


Death  from  weight  control  pills 

A nineteen-year-old  student  who  complained 
of  progressive  weakness  of  two  days’  dura- 
tion died  thirteen  hours  after  admission  to 
the  hospital,  reports  Roger  W.  Jelliffe,  M.D., 
et  al.,  in  Journal  of  the  American  Medical  As- 
sociation 208:  1843  (June  9)  1969.  Prior  to 

this  fatal  episode  the  patient’s  health  had 
been  good  except  for  his  obesity;  he  weighed 
about  300  pounds.  For  about  six  months  he 
had  been  on  a weight-reduction  regimen  of 
(daily)  (1)  thyroid  preparation,  0.65  Gm.; 
(2)  a combination  digitalis-thyroid  tablet,  50 
mg.;  (3)  methamphetamine  hydrochloride, 
trichlormethiazide  (Metahydrin),  and  potas- 
sium gluconate,  500  mg.  The  last  few  months 
his  daily  intake  was  chlorthalidone,  50  mg., 
and  amphetamine,  25  mg. 

This  patient  died  despite  attempts  at  potas- 
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sium  replacement,  cardioversion,  and  cardiac 
massage.  Protein-bound  iodine  and  uric  acid 
levels  were  elevated.  No  other  cause  of  death 
could  be  demonstrated  at  autopsy:  postmor- 

tem chemical  studies  showed  digitalis  leaf  in 
the  myocardium  and  amphetamine  in  the 
liver.  Death  is  believed  to  have  been  due  to 
the  combined  effect  of  the  weight  control 
drugs,  inducing  myocardial  irritability,  car- 
diac arrhythmias,  and  hypokalemia.  The  au- 
thors comment  that  obesity  of  itself  is  no  in- 
dication for  large  doses  of  thyroid  prepara- 
tions, digitalis,  or  long-term  fluid  depletion 
through  the  use  of  diuretics. 

The  authors  point  out  that  death  has  been 
caused  by  other  methods  of  weight  reduction, 
such  as  aggressive  starvation  programs. 
There  is  no  universally  safe  and  effective 
therapy  for  obesity.  The  authors  recommend 
information  supplied  by  the  U.S.  Public 
Health  Service  on  a reasonably  balanced  pro- 
gram for  treatment  of  obesity. 
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)AI  E have  little  trouble  recalling  the 
names  and  faces  of  the  famous  physicians  of 
the  Tudor  period:  John  Chambre,  whose 

portrait  by  Holbein  reveals  what  a tribula- 
tion it  must  have  been  to  have  Henry  VIII 
as  a patient;  Thomas  Linacre,  founder  of 
the  Royal  College  of  Physicians;  and  John 
Caius,  cofounder  of  Gonville  and  Caius  Col- 
lege and  author  of  The  Sweatyng  Sicknesse. 
But  when  we  come  to  the  early  Stuart  pe- 
riod, that  disturbed  half  century  between 
the  luster  of  Gloriana  (Queen  Elizabeth  I) 
and  the  bright  illuminations  of  the  “in- 
visible college,”  later  to  become  the  Royal 
Society  after  the  Restoration,  our  memory 
seems  limited  to  the  blaze  surrounding 
Harvey  and  his  discovery  of  the  circulation 
of  the  blood.  Almost  in  vain  we  search  the 
recesses  of  our  minds  for  distinguished  and 
literate  physicians  in  the  days  of  James  I 
and  Charles  I. 

One  name  comes  readily  to  mind,  a French 
Protestant  who  came  to  England  to  become 
one  of  its  leading  physicians  during  the  first 
half  of  the  seventeenth  century,  Theodore 
Turquet  de  Mayerne  (1573-1655).  He 
merits  several  claims  to  our  attention,  not 
the  least  of  which  was  that  he  was  an  astute 


clinical  observer  and  a bedside  physician 
whose  skill  at  recording  symptoms  and  the 
progress  of  disease  preceded  those  conven- 
tionally ascribed  to  Thomas  Sydenham,  skills 
which  entitle  Mayerne  to  a share  in  the 
credit  for  inaugurating  the  “case  method” 
in  teaching.  The  first  half  of  the  seven- 
teenth century  was  an  important  period  of 
transition  in  medical  thinking  and  practice. 
All  periods  of  history  are,  in  a sense,  tran- 
sitional, but  some  are  more  transitional  than 
others.  In  England  as  well  as  on  the  Con- 
tinent a rising  tide  of  anti-Aristotelianism 
marked  the  transition  from  uncritical  ac- 
ceptance of  the  undisputed  axioms  of  Hip- 
pocrates and  the  humoral  theories  of  Galen 
to  the  advances  of  iatrochemistry  and  the 
quest  for  empirical  knowledge.  Paracelsus 
had  been  dead  for  almost  a century,  and,  to 
be  sure,  the  actual  accomplishments  of  six- 
teenth and  seventeenth  century  iatrochem- 
ists  were  primitive;  their  practical  results 
were  few.  But  the  period  set  the  stage  for 
inquiry,  for  closer  observation  of  nature,  for 
critical  examination  of  tradition,  and  even 
for  experiment. 


Early  life  and  education 

Theodore  Turquet  de  Mayerne  was  the 
son  of  a French  Protestant  historian  who 
had  fled  to  Switzerland  from  Lyons  after  the 
massacre  of  St.  Bartholomew’s  Day.  Born 
near  Geneva,  young  Mayerne  received  his 
early  education  there;  a notebook  from  his 
course  in  logic,  when  he  was  a twelve-year- 
old  schoolboy  at  Geneva  in  1585,  is  pre- 
served.1 He  later  received  a liberal  four- 
year  collegiate  education  at  Heidelberg  and 
traveled  widely  in  France,  Germany,  Italy, 
and  Spain  before  1591,  then  went  to  Mont- 
pellier to  study  medicine,  graduating  with 
an  M.B.  in  1596  and  an  M.D.  in  1597.  Mont- 
pellier was  then  a Huguenot  stronghold  and 
did  not  require  a religious  test  before  grant- 
ing a degree ; Mayerne’s  firm  Protestantism 
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would  not  have  been  permitted  in  most  other 
French  medical  schools  or  universities. 

By  this  time  Henry  IV  had  become  King 
of  France,  and  there  was  some  degree  of 
rapprochement  between  the  Catholic  and 
Huguenot  factions  which  had  divided  that 
country  for  almost  a bloody  century.  Henry 
IV,  reared  as  a Protestant,  had  defeated  the 
Catholics  at  Ivry  in  1590  and  had  been  of- 
ficially converted  to  Roman  Catholicism  in 
1593,  ostensibly  removing  the  last  barrier  to 
his  accession  and  the  task  of  putting 
France’s  internal  affairs  in  order.  That  he 
ever  said  “Paris  vaut  bien  une  messe”  is 
apocryphal,  but  the  fractured  French  trans- 
lation of  our  decade,  “Paris  is  in  one  hell  of 
a mess,”  was  as  applicable  then  as  it  is  now. 
Mayerne  had  every  reason  to  believe  that 
he,  a soundly  trained,  articulate  Protestant 
physician,  could  achieve  a successful  career 
in  medicine  at  Paris.  Accordingly,  in  1600 
he  followed  his  former  professor  of  medi- 
cine, Dr.  Riverius,  to  Paris  where  the  latter, 
now  the  king’s  personal  physician,  procured 
a position  for  Mayerne.  He  bore  the  title  of 
one  of  the  physicians  to  the  royal  household 
and  had  actual  duties  as  a medical  officer  in 
a district  of  Paris.  It  looked  like  an  aus- 
picious start  for  what  might  have  been  a 
conventional  career. 


latrochemistry  controversy 

Unfortunately  for  his  advancement,  May- 
erne had  allied  himself  intellectually  with 
the  progressive  iatrochemists  and  began  to 
give  lectures  in  anatomy  and  materia  medica 
to  those  interested  in  hearing  this  new 
medical  gospel.  The  use  of  chemical  reme- 
dies was  anathema  to  the  Galenists,  and  by 
1603  Mayerne  and  his  colleague  Quercetanus 
were  the  objects  of  an  anonymous  attack, 
Apologia,  written  in  two  sections,  the  first 
denouncing  Quercetanus,  the  second  May- 
erne.2 Appended  to  the  small  booklet  were 
a few  brief,  separate  paragraphs  signed  by 
G.  Heron,  dean  of  the  Faculty  of  Medicine 
at  the  University  of  Paris,  approving  the 
substance  of  the  diatribe.  Mayerne3  re- 
butted swiftly  with  his  own  pamphlet,  pub- 
lished at  La  Rochelle,  dedicated  to  Achilles 

* That  no  printer’s  name  appears  and  that  the  booklet 
was  published  at  La  Rochelle  gives  some  clue  to  the  in- 
tensity of  the  controversy  and  the  power  of  the  Faculty  of 
the  College  of  Medicine  at  the  University  of  Paris. 


Harlaeus,  then  president  of  the  Parlement 
de  Paris.*  His  temperate,  dignified 
Apologia  was  designed  to  demonstrate  to  un- 
prejudiced minds  that  chemical  remedies 
were  in  complete  accord  with  the  theory  and 
practices  of  both  Hippocrates  and  Galen. 
But  Parisian  controversy,  then  as  now,  did 
not  follow  Roberts’  Rules  of  Order,  and  be- 
fore a few  weeks  had  passed  Mayerne  was 
subjected  to  a scurrilous  attack,  attributed 
to  Riolanus4  the  elder.  Not  only  was  its 
argument  ad  hominem,  but  it  was  intem- 
perate and  charged  Mayerne  with  having 
injured  several  patients  by  injudicious  use 
of  his  medications.  The  College  of  Physi- 
cians at  the  University  of  Paris  unani- 
mously voted  on  December  5,  1603,  to  inter- 
dict Mayerne,  ordering  its  members  to 
decline  to  meet  with  him  in  consultation  and 
recommending  that  he  be  deprived  of  his 
public  office.  Their  censure  is  appended  to 
the  published  version  of  the  Responsio  as 
Accessit  censura  Scholae  Parisiensis.4  In 
effect,  Mayerne  was  disbarred,  unfrocked,  or 
whatever  term  one  might  choose  to  apply. 
He  had  as  much  chance  among  the  conserva- 
tive Galenists  of  the  Faculte  as  a homeo- 
pathic physician  in  the  1900s  might  have 
had  were  he  to  have  predicted  publicly  that 
small  amounts  of  the  metabolic  products  of 
fungi  might  one  day  be  used  to  treat  major 
bacterial  infections  effectively. 

Mayerne  had  a certain  amount  of  influ- 
ence at  court,  and  Henry  IV  himself  thought 
highly  of  him ; but  the  king’s  favor  was  not 
proof  against  the  pressure  exerted  against 
Mayerne  by  Cardinal  du  Perron  who  ad- 
vised him  to  become  converted  to  Roman 
Catholicism  and,  presumably,  make  his 
peace  with  the  medical  establishment.  In 
the  move  to  oust  Mayerne,  the  king’s  wife, 
Marie  de  Medicis,  played  a prominent  role. 
She  was  probably  the  second  most  stupid 
woman  to  occupy  the  throne  of  France;  if 
Marie  Antoinette  took  the  cake,  Marie  de 
Medicis  took  the  icing.  By  1606  Mayerne 
found  it  expedient  to  leave  Paris  in  the  com- 
pany of  an  English  nobleman  whom  he  had 
treated,  who  helped  him  set  up  practice  in 
London,  and  who  introduced  him  to  James  I 
and  his  court.  That  Mayerne  arrived  in 
London  as  late  as  1606  makes  it  improbable 
that  he  was  the  original  of  Shakespeare’s 
fantastic  Doctor  Caius,  a Frenchman,  in  the 
Merry  Wives  of  Windsor  which  was  first 
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produced  in  1599  or  1600  and  published  in 
quarto  in  1602.® 

Success  in  England 

Mayerne’s  cursus  honorabilis  in  England 
reveals  the  character  of  a sensible  man.  He 
incorporated  his  M.D.  degree  from  Mont- 
pellier at  Oxford  on  April  8,  1606,  and  was 
appointed  one  of  the  queen’s  personal  physi- 
cians. The  nature  of  his  career  and  even 
his  whereabouts  between  1606  and  1610  are 
unknown;  rumor  has  it  that  James  I sent 
him  back  to  France  on  diplomatic  business. 
But  Mayerne  was  in  London  in  1610  and  in 
1611  was  appointed  first  physician  to  James 
I.  His  fellow  physicians  in  London  were 
quick  to  recognize  his  ability,  and  he  soon 
developed  a large  practice  among  the  great 
and  near  great.  In  1611  he  diagnosed  in- 
testinal cancer,  arising  in  the  cecum  and 
metastatic  to  the  liver,  in  Robert  Cecil,  Earl 
of  Shrewsbury,  the  king’s  first  minister,  a 
diagnosis  soon  confirmed  at  that  statesman’s 
death.  Other  entries  in  Mayerne’s  records 
show  that  he  treated  Lord  Rochester  for 
dyspepsia,  Lord  Monteagles’s  daughter  for 
epilepsy,  and  so  on.  Mayerne’s  practice  in- 
cluded many  prominent  members  of  the 
English  nobility,  including  Sir  Thomas 
Overbury  when  that  unhappy  courtier  was 
confined  to  the  Tower  in  1613;  Mayerne 
leaves  no  verdict  on  whether  Overbury,  the 
victim  of  a court  conspiracy,  was  actually 
poisoned.  Following  the  king’s  example, 
Scottish  nobles  and  their  families  also 
flocked  to  Mayerne.  His  practice  was  large 
and  lucrative,  but  his  success  seems  to  have 
been  well  deserved.  Among  his  patients  was 
the  distinguished  French  scholar,  Isaac 
Casaubon  (1559-1614),  whose  anti-Jesuitry 
had  caused  him  to  seek  refuge  at  James  I’s 
court  in  London.  Mayerne’s  detailed  ac- 
count of  Casaubon’s  last  illness  is  typical  of 
his  skill,  insight,  and  method  in  case  re- 
porting and  analysis. 

Diagnostic  ability 

But  of  all  his  carefully  recorded  case  his- 
tories, the  most  memorable  is  that  of  Henry, 
Prince  of  Wales,  then  a promising  young 
man,  who  was  stricken  with  a fatal  febrile 
illness  in  1612.  Mayerne’s  meticulous  rec- 


ords note  the  day-by-day  progress  of  the 
prince’s  disease,  the  change  in  symptoms, 
the  variety  of  treatments,  the  opinions  of 
other  consultants,*  a model  of  acute  bedside 
clinical  observation  in  the  language  of  the 
period.  This  account  has  been  translated 
and  the  view  advanced  that  Prince  Henry 
died  of  typhoid  fever.07  Mayerne  wrote 
two  versions  of  this  cause  celebre,  one  in 
French,  the  other  in  Latin.  According  to 
Gibson,"  the  French  version  was  intended  as 
“an  apologia  in  defence  of  the  conduct  of 
the  case  ...  in  view  of  wild  reports  of  mal- 
praxis  and  even  of  poisoning  that  were 
abroad.”  The  Latin  version  contains  “May- 
erne’s daily  jottings  . . . set  down  for  his 
own  use.  In  regard  to  several  matters  the 
Latin  is  more  plainspoken  and  naive  than 
the  French  version.” 

Using  Mayerne’s  detailed  account,  Moore0 
made  and  Gibson7  has  accepted  a retrospec- 
tive diagnosis  of  typhoid  fever.  The  pre- 
sumed source  of  infection  was  the  unhappy 
prince’s  fondness  for  oysters,  either  fresh 
or  cooked,  taken  from  the  Thames,  which 
still  has  its  share  of  sewage,  but  there 
seems  not  have  been  any  epidemic  of  a 
similar  “tertian  fever”  in  London  at  the 
time.  The  diagnosis  of  typhoid  fever  has 
been  challenged  recently  by  Macalpine, 
Hunter,  and  Rimington8  who  consider  the 
case  an  example  of  the  variegate  porphyria 
they  have  been  able  to  trace  through  the 
royal  houses  of  Stuart,  Hanover,  and 
Prussia.  Diarrhea  and  delirium  are  com- 
mon to  both  diseases,  and  against  Prince 
Henry’s  passion  for  oysters  Macalpine, 
Hunter  and  Rimington8  set  the  observation 
of  photosensitivity.  The  prince  suffered 
from  attacks  of  “fever,  hydroa,  and  in- 
flammation of  the  skin  of  his  palms  and  lips 
so  severe  that  the  whole  epidermis  sloughed 
off,”  an  observation  recorded  by  Mayerne. 
It  remains  an  open  question,  but  it  is  not 
beyond  the  limits  of  conjecture  that  both 
diagnoses  are  correct.  A patient  with 
familial  variegate  porphyria  might  well  be 

* The  other  physicians  in  the  case  were  Henry  Atkins, 
M.D.,  president  of  the  Royal  College  of  Physicians  on 
several  occasions  and  one  of  James  I’s  most  highly  reputed 
physicians-in-ordinary;  John  Hamond,  M.D.,  son  of  the 
chancellor  of  the  diocese  of  London,  also  a physician-in- 
ordinary to  both  James  I and  Prince  Henry;  and  William 
Butler,  M.D.,  who  was  summoned  from  Cambridge.  When 
Prince  Henry’s  condition  became  critical,  Richard  Palmer, 
M.D.,  president  of  the  Royal  College  of  Physicians  in  1620, 
and  john  Giffard,  M.D.,  president  in  1628  were  also  called 
into  consultation  at  St.  James’s  Palace. 
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more  vulnerable  to  infection  by  Entero- 
bacteriaceae  and  unable  to  resist  effectively 
a degree  of  infection  which  a normal  indi- 
vidual might  survive. 

Mayerne’s  notes  as  personal  physician  to 
James  I,  however,  are  indispensable  to  the 
diagnosis  of  variegate  porphyria  in  James  I 
and  his  Stuart  and  Hanoverian  successors, 
notably  George  III.8'9  Macalpine  and 
Hunter9  cite  Mayerne  as  the  source  for  such 
of  Jame’s  symptoms  as  sudden  attacks  of 
abdominal  colic,  irregularly  associated  with 
diarrhea,  arthritis,  which  may  or  may  not 
have  been  gouty,  but  most  significantly  pain- 
less hematuria  in  which  the  urine  was  “red 
like  Alicante  wine,”  a type  of  port,  and  a 
skin  which  was  sensitive  to  sunlight  and 
“soft  as  Taffeta  Sarsenet.” 10  Many  of 
James  I’s  psychiatric  symptoms,  especially 
irritability  and  attacks  of  melancholy,  were 
noted  by  Mayerne  and  can  be  attributed  to 
porphyria.  A minor  point  is  that  both 
James  I and  George  III  had  strong  adverse 
reactions  to  senna;  George  III  went  so  far 
as  to  forbid  its  use  in  any  member  of  his 
family,  but  the  sensitivity  to  the  drug  was 
first  noted  by  Mayerne  in  his  meticulous 
notes  more  than  one  hundred  fifty  years 
previously.  It  is  not  without  justice  that 
Moore11  characterized  Mayerne  as  the  physi- 
cian who  “first  definitely  established  in  En- 
gland the  clinical  study  of  medicine  and  re- 
cording observations.” 

In  June,  1616,  Mayerne  was  elected  a 
Fellow  of  the  Royal  College  of  Physicians, 
and  he  was  honored  by  being  chosen  to 
write  the  dedication  to  the  king  when  the 
College’s  first  Pharmacopoiea  was  published 
in  1618,  a considerable  triumph  for  the 
Huguenot  iatrochemist  who  less  than  two 
decades  before  had  been  held  to  professional 
and  public  obloquy  at  Paris  for  asserting 
that  drugs  could  be  used  to  treat  disease. 
Another  of  Mayerne’s  public  services  was 
his  prominent  role,  shared  with  Henry  At- 
kins, in  espousing  the  cause  of  the  apothe- 
caries who  wished  to  form  a chartered  com- 
pany separate  from  the  Grocers’  Company. 
The  royal  charter  for  the  Worshipful  So- 
ciety of  Apothecaries  of  London  was  finally 
granted  in  1617  after  seven  years  of  agi- 
tation ; Mayerne  had  been  active  in  pro- 
moting the  apothecaries’  cause  since  1614. 12 
Mayerne  was  anxious  to  have  the  apothe- 
caries made  responsible  to  the  College  of 


FIGURE  1.  Oil  portrait  of  Sir  Theodore  Turquet 
de  Mayerne,  around  1640.  (Lullin  Gallery,  Pub- 
lic Library,  Geneva.) 


Physicians,  believing  that  medical  super- 
vision of  the  dispensing  of  drugs  was  ad- 
visable, but  Sir  Francis  Bacon,  then  at- 
torney-general, managed  to  frustrate  that 
plan.  When  Bacon  was  impeached  for  ac- 
cepting bribes  in  1621,  it  was  shown  that 
he  had  accepted  money  from  the  Grocers’ 
Company  and  from  both  the  prosecession 
and  antisecession  factions  among  the  apoth- 
ecaries. 

Personal  life  and  life  at  court 

During  this  period  Mayerne’s  domestic 
life  was  tranquil.  The  details  of  his  two 
happy  marriages  and  the  sad  fact  that  all 
but  one  of  his  eight  children  predeceased 
him  are  furnished  by  Scouloudi.13  But  in 
1618,  while  his  first  wife  was  still  alive  and 
he  had  two  young  sons,  he  purchased  an 
estate  at  Aubonne,  near  Lausanne,  Switzer- 
land, where  he  hoped  to  establish  a family 
seat;  after  1621  he  was  often  referred  to  as 
the  Baron  d’  Aubonne.  Possibly  one  of  the 
several  portraits  of  Mayerne  attributed  to 
Rubens  found  its  way  to  Switzerland  at  that 
time  or  shortly  thereafter;  it  now  hangs  in 
the  Salle  Ami  Lullin  at  the  Geneva  Library 
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and  Museum  (Fig.  I)*.1*  However,  he  had 
no  plan  of  staying  away  from  England  for 
any  considerable  period  himself.  James  I 
knighted  his  personal  physician  on  July  14, 
1624,  but  Mayerne  was  not  in  attendance 
when  James  died  unexpectedly  in  1625  after 
what  may  well  have  been  an  attack  of  por- 
phyria accompanied  by  convulsions. s 

Mayerne  continued  as  personal  physician 
to  Charles  I,  whom  he  had  known  as  a boy, 
and  to  his  wife,  Henrietta  Maria,  a daughter 
of  Marie  de  Medicis,  who  seems  to  have 
been  a better  judge  of  medical  skill  than  her 
mother.  Correspondence  between  Mayerne 
and  Charles  I and  his  queen  has  been  pre- 
served, but  it  does  not  touch  on  matters  of 
importance.15  Mayerne  was  a shrewd  cour- 
tier and  was  able  to  use  his  connections  at 
court  to  persuade  Charles  to  grant  to  him 
and  Dr.  (later  Sir  Thomas)  Cademan  (or 
Cadyman)  a fourteen-year  monopoly  for 
the  production  of  distilled  spirits  and  vine- 
gars in  London,  a very  valuable  franchise.12 
The  Distillers’  Company  was  chartered  in 
1638,  but  conflicts  of  interest  with  the 
apothecaries,  the  vintners,  and  the  barber- 
surgeons  led  to  difficulties  within  the  city, 
and  the  Distillers’  Company  was  not  enrolled 
until  1658  nor  granted  a livery  until  1672. 
Cademan  was  appointed  master,  and  May- 
erne was  styled  founder;  together  they  pro- 
duced in  1639  The  Distiller  of  London,  a 
clear  and  succinct  set  of  “Rules  and  Direc- 
tions for  extracting  and  drawing  of  Low- 
Wines  and  Spirits,  to  be  redistilled  into 
Rich  Spirits,  Strong-Waters,  or  Aqua- 
vitae.”16  We  may  be  sure  that  the  3 war- 
dens and  19  assistants  followed  the  rules  and 
directions  and  that  the  previously  inferior 
quality  of  distilled  spirits  in  England  im- 
proved. Details  of  Mayerne’s  financial 
status  are  lacking,  but  his  purchase  of  the 
estate  at  Aubonne  indicates  considerable 
income  from  his  practice,  and  the  generous 
donations  in  his  will  indicate  that  the  Dis- 
tillers’ Company  was  profitable  even  though 
its  recognition  was  deferred.13 

During  the  early  years  of  Charles  I’s 
reign  Mayerne’s  reputation  as  a consultant 
continued  to  be  formidable.  He  no  longer 
had  the  time  to  record  detailed  case  histories 
in  his  notebooks,  but  his  long  letters  of 

* The  catalogue  of  seventeenth  century  portraits  in  the 
National  Portrait  Gallery,  compiled  by  David  Piper,  com- 
ments “.  . . traditionally  but  wrongly  ascribed  to  Rubens.” 


medical  advice  written  in  either  French  or 
Latin  were  highly  prized  by  their  recipients, 
and  many  of  them  formed  the  basis  for  pub- 
lication of  his  medical  counsels  after  his 
death.17  Mayerne  did  have  some  difficulty 
coping  with  the  English  language;  some 
English  proper  names  eluded  him.  It  is 
with  some  difficulty  that  we  identify  the 
Lady  Cherosbury  as  the  Countess  of  Shrews- 
bury, but  this  sort  of  blunder  with  English 
place  names  and  patronymics  has  been  the 
source  for  music  hall  jokes  in  both  England 
and  America  for  at  least  two  centuries. 

During  the  period  of  civil  strife  May- 
erne’s sympathies  were  with  the  Royalists, 
but  he  was  so  highly  respected  that  the 
Roundheads  gave  him  no  trouble.  Although 
a septuagenarian,  he  stayed  in  London  dur- 
ing the  plague  year  of  1644  and  drew  up  a 
set  of  precautions,  Prophylactica  pro  Prin- 
cibus  in  regia  Sti.  Jacobi  habitantibus.18 
These  were  for  the  benefit  of  those  living  in 
or  near  St.  James’s  palace,  although  Mayerne 
himself  lived  in  St.  Martin’s  Lane,  then  a 
fashionable  residential  quarter.19 

After  Charles  I was  executed,  Mayerne 
was  appointed  physician  to  Charles  II,  but 
this  was  a titular  distinction.  None  the 
less,  he  had  the  honor  of  being  the  physician 
to  four  kings:  Henry  IV  of  France,  James 
VI  of  Scotland  and  James  I of  England, 
Charles  I,  and  Charles  II,  an  impressive 
record  for  any  courtier  and  a tribute  to 
Mayerne’s  understanding  of  the  ways  of 
the  world.  He  was  shrewd  yet  kind ; he 
knew  how  to  pay  a gracious  compliment, 
but  above  all  he  knew  how  to  remain  silent. 
Writing  to  the  syndics  and  council  of  the 
Republic  of  Geneva  about  the  possible  re- 
sults of  a military  operation  in  the  Palat- 
inate, he  concludes  with 

I know  not  whether  this  will  serve  our 

cause  or  not.  Our  prophets  say,  no;  but  as 

for  me,  I say  nothing.20 

That  was  his  attitude  at  the  beginning  of 
the  Thirty  Years’  War  (1622),  and  his 
prudence  helped  preserve  his  reputation,  his 
property,  and  his  tranquility  in  very  trou- 
bled years.  About  1650  he  retired  to  Chel- 
sea where  he  died  in  1655,  “full  of  years, 
wealth,  and  reputation  . . . the  immediate 
cause  . . . being,  it  is  said,  bad  wine,  which 
he  had  been  drinking  in  moderation  with 
some  friends  at  a tavern  in  the  Strand.”  21 


February  1,  1970  / New  York  State  Journal  of  Medicine  453 


He  left  the  bulk  of  his  estate  to  his  second 
wife  who  survived  him  for  less  than  a year. 
He  also  left  £500  to  be  divided  among  his 
servants,  £100  to  the  poor  of  M.  Espoigne’s 
Church,  and  £200  to  the  Magistrates  of 
Geneva  to  help  found  a hospital  there.  His 
library  was  bequeathed  to  the  Royal  College 
of  Physicians;  regrettably  this  accumula- 
tion of  learning  was  destroyed  in  the  Great 
Fire  of  1666.  Mayerne  was  buried  along- 
side his  mother,  first  wife,  and  five  children 
in  the  church  of  St.  Martin-in-the-Fields 
under  an  elaborate  monument  formerly  on 
the  north  chancel  wall  bearing  a lengthy 
Latin  inscription  by  Sir  Theodore  des 
Vaux.21  * 

Publications 

Apart  from  the  Apologia,  Mayerne  pub- 
lished almost  nothing  of  medical  or  scien- 
tific importance  during  his  lifetime.  He 
did  have  a hand  in  the  preparation  of  the 
College’s  Pharmacopoiea  in  1618,  and  he 
undoubtedly  helped  prepare  The  Distiller  of 
London  for  publication,  but  these  were  com- 
pilations of  formulas  and  recipes,  writing 
not  based  on  his  own  clinical  experience. 
He  helped  preserve  the  name  of  Thomas 
Moffett  (Moufet),  a physician  who  had  died 
in  1604,  two  years  before  Mayerne  came  to 
England,  by  editing  his  notes  on  entomology 
and  having  them  published  in  1634.  Mouf- 
et’s22  work  is  better  known  as  The  Theatre 
of  Insects;  it  is  a descriptive  text  including 
the  duly  acknowledged  observations  of  pre- 
vious entomologists  including  Wotton  and 
Gesner.  There  is  no  evidence  why  Mayerne 
concerned  himself  with  this  task,  not  an  im- 

* The  church  in  which  Mayerne  was  buried  became 
delapidated  during  the  reign  of  Queen  Anne  and  was  re- 
placed by  the  present  church  designed  by  James  Gibbs  in 
1720,  consecrated  in  1726,  a familiar  landmark  on  the 
northeast  comer  of  Trafalgar  Square.  In  Mayeme’s  day 
St.  Martin-in-the-Fields  was  popular  with  Huguenot  refu- 
gees from  France.  Some  idea  of  the  latitude  of  thought 
associated  with  its  parishoners  is  attested  by  the  fact  that 
even  when  Mayerne,  a Royalist,  was  an  active  attender,  so 
between  1649  and  1662  was  John  Milton,  Latin  Secretary 
of  State  to  Oliver  Cromwell. 

Later  in  the  seventeenth  century  Robert  Boyle,  the  chem- 
ist and  an  early  member  of  the  Royal  Society,  was  buried 
from  St.  Martin-in-the-Fields,  his  funeral  sermon  being 
preached  by  Gilbert  Burnett,  Bishop  of  Salisbury,  who  had 
converted  John  Wilmot,  second  Earl  of  Rochester,  to  some 
semblance  of  religious  faith. 

John  Hunter,  founder  of  the  Royal  College  of  Surgeons, 
was  buried  at  St.  Martin-in-the  Fields  in  1793,  but  his  re- 
mains were  transferred  to  Westminster  Abbey  in  1859. 

Mayeme’s  monument  is  no  longer  extant;  presumably  it 
was  destroyed  with  the  old  church  in  the  1720s,  but  in 
any  case  the  Duncannon  Street  wall  of  the  church  was  hit 
directly  by  a bomb  on  November  6,  1940,  and  many  im- 
portant monuments  were  permanently  lost. 


portant  contribution  to  invertebrate  zoology 
but  admittedly  not  a very  time-consuming 
one.  Mayerne’s  notes  and  letters  were  well 
written;  they  have  the  mark  of  a man  who 
enjoys  expressing  his  ideas  and  his  own 
personality.  Yet  he  was  hesitant  to  pub- 
lish. Scouloudi13  cites  Mayerne  as  having 
said  that  “writing  was  a great  disease  with 
which  most  people,  especially  in  Germany, 
are  affected,”  but  surely  this  was  a quip 
intended  to  avoid  giving  a direct  answer. 
It  is  strange  that  a man  who  passed  so  much 
time  writing  and  who  lived  to  the  age  of 
eighty-two  should  not  have  made  some  ef- 
fort to  achieve  the  distinction,  admittedly 
self  serving  and  transient,  which  publication 
brings.  Possibly  he  took  to  heart  the  old 
maxim,  “O,  that  mine  enemy  might  write  a 
book!”  Possibly  he  thought  that  leaving 
his  books  and  papers  to  the  College  of  Physi- 
cians was  a sufficient  memorial.  But  we 
cannot  assess  his  motives  at  this  date. 

Mayerne’s  value  as  a physician  does  not 
lie  in  any  new  disease  he  discovered,  nor  in 
any  adroit  surgical  maneuver,  nor  in  an 
exposition  of  a hitherto  undescribed  ana- 
tomic structure.  He  was  a systematic  ob- 
server and  recorder  of  the  world  in  which  he 
moved.  His  value  is  that  he  was  the  first 
physician  in  England  to  use  what  we  com- 
monly call  the  case  method  of  teaching,  a 
method  he  developed  at  first  for  his  own 
self  instruction  then  for  use  in  consultation. 
Mayerne’s  method  is  not  far  removed  from 
the  rudiments  of  clinical  teaching  today. 
He  would  begin  each  case  history  with  a de- 
tailed account  of  the  patient  as  an  individ- 
ual, recording  minutiae  of  his  personal  life, 
his  physical  and  psychologic  characteristics, 
and  a record  of  past  illnesses.  No  detail  was 
too  small  to  record.  Then  he  would  follow 
with  the  theoria,  an  account  of  the  signs 
and  symptoms  of  the  present  illness  and  the 
reasoning  on  which  he  based  his  diagnosis. 
The  theoria  was  followed  by  the  curatio, 
often  consisting  of  a complex  regimen  em- 
bracing the  patient’s  entire  daily  life  pat- 
tern, including  instructions  on  diet,  exer- 
cise, times  for  bleeding,  administration  of 
electuaries,  purges,  and  clysters. 

Mayerne  prided  himself  on  his  polyphar- 
macal  prescriptions,  a concept  in  thera- 
peutics which  remained  popular  until  the 
present  century  but  which  is  now  super- 
seded by  more  rational,  empirical  systems 
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of  medication.  Many  of  Mayerne’s  pre- 
scriptions are  still  preserved  and  constitute 
an  important  proportion  of  the  posthumous 
publication  of  his  medical  writings.23  For 
example,  his  Diascordium  Magistrate  con- 
tained 29  drugs  mixed  in  honey  and  malm- 
sey wine.  His  Confectio  Frascatori  was 
based  on  8 ounces  of  canary  wine,  thickened 
with  2.5  pounds  of  clarified  honey,  1.5 
ounces  of  Armenian  bole,  a clay-like  earth 
colored  reddish  by  iron  oxides,  and  0.5  ounce 
of  Lemnian  earth.  The  more  pharmaco- 
logically active  ingredients  included  an 
ounce  of  scordium  (germander  water)  and 
a half  ounce  of  each  of  the  following:  cin- 
namon, cassia  ligna,  dittany  of  Crete,  tor- 
mentilla,  bistort,  and  galbanum;  there  were 
other  ingredients  as  well.  The  twentieth 
century  reader  recollects  the  witches’  brew 
in  Macbeth,  smiles,  queries  the  efficacy  of 
such  medications,  and  pays  homage  to  the 
vis  medicatrix  naturae. 

Publication  of  Mayerne’s  medical  writ- 
ings did  not  begin  until  more  than  twenty 
years  after  his  death  when  Thomas  Sherley, 
M.D.,  translated  his  Treatise  of  the  Gout 
from  the  French  in  1676.24  This  must  have 
met  some  success  within  the  profession,  for 
the  following  year  Sherley  “englished”  May- 
erne’s Medicinal  Councels  or  Advices  also 
originally  written  in  French.25  Mayerne’s20 
Praxis  Medica  was  published  by  his  godson. 
Sir  Theodore  des  Vaux,  in  1690;  a pirated 
edition  was  published  at  Augsburg  in  169127 
and  an  authorized  second  edition  at  Geneva 
in  1692.26  Even  more  successful  was  the 
large  volume  titled  Opera  Medica  compiled 
by  Joseph  Browne  in  1700  and  dedicated  to 
William  III ; a second  edition  appeared  in 
1701  and  a third  in  17  03.28  Both  of  these 
bulky  tomes  consist  largely  of  unedited 
transcriptions  of  Mayerne’s  case  notes  in 
Latin  or  French,  using  the  form  in  which 
he  had  originally  committed  them  to  manu- 
script. The  volume  edited  by  Des  Vaux  con- 
tains a long  letter  written  in  1641  to  George 
Bate,  M.D.,  on  hemoptysis,  and  Browne’s 
volume  contains  both  the  Latin  and  French 
accounts  of  Prince  Henry’s  fatal  illness. 
Both  compilations  set  forth  clearly  May- 
erne’s systematic  approach  to  case  method 
and  analysis,  theoria  and  curatio;  both 
furnish  an  ample  supply  of  his  polypharma- 
cal  prescriptions.  But  Mayerne’s  historical 
position  and  professional  reputation  might 


have  been  better  served  had  either  editor 
presented  a judicious  selection  from  the 
corpus  of  his  work  and  translated  it  into 
English.  The  heterogeneous  omnium- 
gatherum  each  prepared  for  press  produces 
a rambling,  episodic,  disjunctive,  even  un- 
interesting impression,  doing  little  justice 
to  Mayerne’s  flair  for  precise,  specific  ob- 
servations and  incisive  powers  of  case 
analysis. 

Having  been  trained  in  the  school  of 
French  iatrochemistry,  Mayerne  devoted 
much  of  his  time  to  pharmacologic  experi- 
mentation, chiefly  devising  new  formula- 
tions and  combinations  of  already  known 
medicaments.  Many  of  his  receipts  have 
been  preserved,  and  it  was  Mayerne  who 
first  introduced  calomel  into  English  medi- 
cal practice.29-30  He  also  developed  lotio 
nigra  (black  wash),  a skin  lotion  composed 
chiefly  of  black  mercurous  oxide  in  suspen- 
sion, the  result  of  mixing  calomel  with  lime 
water.  His  interest  in  chemistry  led  him 
to  concoct  cosmetics  for  the  Queen,  which 
pleased  both  her  vanity  and  his  experimental 
curiosity.  Pursuing  the  chemistry  of  pig- 
ments still  further,  he  discovered  the  pur- 
plish color  needed  to  produce  carnation  tints 
in  enamel  painting.31  Between  1620  and 
1636  he  compiled  a large  manuscript  vol- 
ume32 

. . . which  contained  many  trials  of  pig- 
ments most  of  them  now  much  faded.  He 
made  an  ingenious  kind  of  tablet-book,  ca- 
pable of  being  washed,  by  covering  parch- 
ment with  a resinous  compound,  and  used 
such  a one  ...  as  a scribbling  book  in  which 
he  wrote  prescriptions  in  red  ink.  Only  one 
...  is  now  legible,  as  much  of  the  varnish  has 
chipped  off.16 

Portraits  of  Mayerne 

Mayerne’s  interest  in  pigments  led  to  his 
association  with  great  and  near-great  artists 
of  his  day.  There  are  several  fine  portraits 
of  Mayerne,  and  there  have  been  several 
studies  of  his  iconography.1434-37  The 
colored,  three-quarter  length  drawing  by 
Rubens  in  the  British  Museum  is  probably 
the  most  sensitive  portrait,  but  the  two  oil 
paintings  formerly  ascribed  to  Rubens  and 
his  atelier  in  the  National  Portrait  Gallery, 
London,  and  in  the  Lullin  Gallery  at  Geneva 
are  more  finished  productions  (Fig.  1). 
Both  show  Mayerne  with  a statue  of  Aes- 
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FIGURE  2.  Wood  engraving  of  Sir  Theodore 
Turquet  de  Mayerne,  1636,  by  unknown  artist. 
(Courtesy  of  the  Trustees  of  the  British  Mu- 
seum.) 


culapius  in  the  right  background  and  a sea- 
scape on  the  left.  The  London  portrait, 
probably  a copy  of  the  one  Rubens  sent 
Mayerne  in  1631  from  Antwerp,  shows  May- 
erne  as  a middle-aged  man  seated  in  an  arm- 
chair, portly  and  prosperous,  the  eyes  alert, 
possibly  a bit  wary.38  The  Geneva  portrait 
shows  a somewhat  older-looking  man.  The 
pose  is  dramatic;  Gibson35  suggests  that 
the  painter,  whether  Rubens  or  some  later 
hand  (F.  Deodati  has  been  suggested),  de- 
picting a man  “of  brilliant  parts  and  long 
experience  of  primacy  in  his  profession,” 
managed  to  catch  the  “traces  ...  of  self- 
assertion  and  flamboyance,”  suggesting  this 
side  of  Mayerne’s  personality  by  the  “vio- 
lently be-frogged  gown,  the  raised  dogmatic 
finger,  and  the  outspread  left  arm  holding 
a cane  right  in  line  with  the  club  of  the  god 
of  healing.”  By  contrast,  the  portrait  in 
the  Royal  College  of  Physicians  by  an  un- 
known artist  is  relatively  static;  it  shows 
Mayerne  as  an  aged  man  and  has  little  ar- 
tistic interest.36 

Two  small  enamel  portraits  present  prob- 
lems, each  in  its  own  way.  The  one  in  the 
National  Portrait  Gallery  is  almost  surely 


of  Mayerne  as  a venerable  consultant,  but 
the  ascription  to  Jean  Petitot  has  been  ques- 
tioned.39 Conversely,  the  small  enamel  in 
the  possession  of  the  Royal  College  of  Phy- 
sicians is  almost  surely  by  Petitot,  but  the 
identity  of  the  sitter  is  doubtful;  from  his 
costume  he  might  well  be  a Dutchman.36’37 
Mayerne  was  well  acquainted  with  Petitot 
who  had  come  to  London  from  Geneva  in 
1635  under  the  patronage  of  Charles  I;  the 
elderly  physician  provided  his  compatriot 
with  pigments  which  “enabled  him  to  render 
face  coloring  to  his  satisfaction  for  the  first 
time.”35 

The  engraved  portraits  of  Mayerne  which 
were  used  as  frontispieces  for  the  posthu- 
mous publications  of  his  works  are  the  most 
familiar  pictures  of  Mayerne.26’28  They  are 
all  taken  from  a wood  engraving  by  an  un- 
known artist  dated  1636  when  Mayerne  was 
sixty-three  years  old  (Fig.  2).  An  oil 
painting  at  Knole  has  been  claimed  as  de- 
picting Mayerne  and  has  been  ascribed  at 
different  times  to  Dobson  or  Van  Dyck;  the 
identity  of  both  sitter  and  painter  remains 
moot. 

Travelers'  guidebook  and 
culinary  interests 

Mayerne’s  powers  of  acute  observation 
and  attention  to  detail  were  enormous.  To 
some  extent  this  trait  is  an  inborn  gift,  but 
Mayerne  consciously  developed  these  powers 
in  a coherent,  organized  fashion  while  still 
a youth.  Before  deciding  to  attend  the 
medical  school  at  Montpellier,  he  traveled 
extensively  in  France,  Germany,  Italy,  and 
Spain.  Somewhat  less  well  known  than  his 
medical  writings  is  the  guidebook  he  com- 
piled in  1591  and  had  published  for  travel- 
ers to  the  places  he  had  visited.  The  title 
gives  us  a comprehensive  view  of  its  con- 
tents : “Sommaire  Description  de  la  France, 
Allemagne,  Italie  et  Espagne  avec  la  Guide 
des  Chemins  pour  aller  et  venir  par  les 
provinces  et  aux  villes  plus  renommees  de 
ces  quatre  regions.  A quoy  est  adiouste  un 
recueil  des  foires  plus  celebres  presque  de 
toute  T Europe.  Et  un  traicte  des  monnoyes 
et  leur  valeur  esdicts  pays,  provinces  et 
villes.  Plus  trois  tables  tres-amples:  Le 

tout  recuelli  pour  la  commidite  des  voyag- 
eurs.” 

It  was  not  the  first  such  French  itinerary; 
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Charles  Estienne  had  written  one  in  1552, 
and  Mayerne  duly  acknowledges  his  debt  to 
previous  writers  as  well  as  to  his  father. 
But  for  a boy  of  eighteen  it  was  an  ambi- 
tious undertaking.  The  fact  that  the  book 
was  well  planned  and  conveniently  organized 
ensured  its  success.  In  addition  to  the  first 
edition  at  Geneva  in  1591,  Fordham40  cites 
an  edition  at  Lyons  in  1596  and  seven  later 
editions  at  Rouen  in  1604,  1606,  1615,  1624, 
1629,  1640,  and  1642.  Mayerne’s  Guide  des 
Chemins  was  republished  simultaneously  at 
both  Geneva  and  Cologne  in  1618,  the  year 
the  Thirty  Years’  War  broke  out,  and  its 
final  edition  was  in  Geneva  in  1653,  two 
years  before  Mayerne  died  in  London.  The 
guidebook  was  the  Baedeker  of  the  early 
seventeenth  century  traveler,  having  a pub- 
lishing life  of  six  decades,  a feather  in  the 
cap  for  any  premedical  student. 

In  addition  to  being  widely  traveled,  it  is 
evident  from  Mayerne’s  portraits  that  he 
did  himself  quite  well.  It  is  scarcely  sur- 
prising to  think  of  him  as  a gourmet,  and 
a twentieth  century  reader  is  quite  willing 
to  accept  as  factual  that  the  1658  publication 
of  Archimagirus  Anglo-Gallictis  was  really 
copied  from  a manuscript  of  Mayerne’s 
three  years  after  his  death.41  It  may  have 
begun  as  a publisher’s  venture,  but  its  con- 
tent shows  an  earnest  effort  to  introduce 
the  pleasures  of  the  French  cuisine  into 
England.  The  book  gives  sound  advice  on 
the  aging  (hanging)  of  beef  and  other  flesh 
to  “mortify,”  and  there  are  specific  direc- 
tions for  boning  meat  and  poultry  which 
could  have  been  written  only  by  an  experi- 
enced hand.  Directions  for  larding  dry  lean 
meats  and  for  trenching  or  lancing  thick 
cuts  likewise  show  first-hand  familiarity 
with  basic  culinary  anatomy.  Among  its 
recipes  are  ones  for  preserving  fruits  and 
descriptions  of  many  fancy  French  confec- 
tions. One  reads  on  how  “to  make  an  Harti- 
choke  Pye”  and  howr  “to  bake  a wild  Boare.” 
One  of  the  most  quotable  receipts  is  number 
50,  “To  boyle  Ducks  after  the  French 
Fashion” : 

Take  and  lard  them,  and  put  them  upon  a 
spit,  and  half  ro[a]st  them,  then  draw  them, 
and  put  them  into  a pipkin,  and  put  a quart 
of  claret-wine  into  it,  and  chestnuts,  and  a 
pint  of  great  oysters,  taking  the  beards  from 
them,  and  three  onyons  minced  very  small, 
some  mace,  and  a little  beaten  ginger,  a little 
thyme  stript,  a crust  of  French  roul  [roll] 


grated  put  into  thicken  it,  . . . if  there  be 
no  oysters  or  chestnuts,  yiu  may  put  in 
hartichoke  bottoms,  turneps,  and  colly-flow- 
ers, bacon  in  thick  slices,  sweetbreads,  and 
so  on. 

It  reads  like  a precursor  to  Escoffier  or 
Brillat-Savarin,  and  it  makes  one  wish  to 
have  been  a guest  at  Mayerne’s  table  in  St. 
Martin’s  Lane  where  good  food  and  sound 
conversation,  both  medical  and  worldly-wise, 
must  have  abounded.  One  cannot  give 
much  credence  to  the  statement  that  the 
proximate  cause  of  Mayerne’s  death  was  “it 
is  said”  from  drinking  “bad  wine”  in  mod- 
eration with  some  friends  at  a tavern  in  the 
Strand.  There  are  far  too  many  other  pos- 
sible causes  of  death  in  an  eighty-tw'o-year- 
old  retired  physician  to  imply  the  indignity 
that  his  palate  failed  him  at  the  end.  Al- 
though Mayerne’s  memory  may  have  re- 
ceded into  the  shadows  of  time,  his  own  life 
was  one  of  enlightenment  and  the  enjoy- 
ment of  the  good  things  this  world  offers. 
He  cast  his  enlightenment  liberally  on  his 
patients  and  his  colleagues.  A wise  coun- 
sellor to  two  foolish  kings,  he  remained  a 
man  of  method,  high  principle,  and  good 
taste. 
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Two-and-a-half-year-old boy  treated 
with  artificial  kidney 


An  artificial  kidney  machine  has  been  used 
to  successfully  treat  hemolytic-uremic  syn- 
drome in  a two-and-a-half-year-old  hoy,  mak- 
ing him  one  of  the  youngest  and  smallest  pa- 
tients ever  treated  with  the  device,  physicians 
of  the  New  York  State  Health  Department’s 
Kidney  Disease  Institute  reported  recently. 

When  the  boy  was  admitted  to  the  hospital, 
his  kidneys  had  ceased  functioning  and  life- 
threatening  waste  products  were  building  up 
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in  his  bloodstream.  He  was  also  bleeding  in- 
ternally, a complication  which  prevented  his 
doctors  from  using  peritoneal  dialysis. 

In  an  effort  to  save  the  boy’s  life,  his  physi- 
cians decided  to  employ  an  artificial  kidney. 
To  overcome  the  blood  volume  discrepancy, 
the  machine  was  primed  with  donor  blood.  The 
boy  was  given  a single  treatment  with  the  arti- 
ficial kidney.  The  delicate,  four-and-a-half- 
hour  treatment  removed  three  quarters  of  the 
waste  products  in  the  boy’s  bloodstream. 

With  this  help,  the  boy’s  kidneys  began  to 
function  again  and  are  now  functioning  nor- 
mally. The  level  of  waste  products  in  his 
bloodstream  is  almost  normal.  His  physicians 
expect  him  to  go  home  soon. 
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Necrology 


Mario  Parker  Hates,  M.D.,  of  Manhasset,  died 
on  December  8,  1969,  at  the  age  of  seventy.  Dr. 
Bates  graduated  in  1924  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a con- 
sulting obstetrician  and  gynecologist  at  Jamaica 
Hospital.  Dr.  Bates  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  and  a Fellow  of  the 
International  College  of  Surgeons,  and  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Murray  Benson,  M.I).,  of  The  Bronx,  died  on 
November  12,  1969,  at  the  age  of  sixty-five. 
Dr.  Benson  graduated  in  1929  from  Tufts  Uni- 
versity School  of  Medicine.  He  was  an  attend- 
ing physician  at  Lincoln  Hospital.  Dr.  Benson 
was  a member  of  the  American  Public  Health 
Association. 

Louis  Blumenfeld,  M.D.,  of  Brooklyn,  died  on 
October  3,  1969,  at  the  age  of  seventy-six.  Dr. 
Blumenfeld  graduated  in  1914  from  Long  Is- 
land College  Hospital.  He  was  an  attending 
otolaryngologist  and  ophthalmologist  and  bron- 
choscopist  at  Swedish  Hospital  in  Brooklyn,  an 
assistant  attending  otolaryngologist  at  Jewish 
Hospital  of  Brooklyn,  and  otolaryngologist-in- 
charge at  Kingsbrook  Jewish  Medical  Center. 
Dr.  Blumenfeld  was  a Diplomate  of  the  Amer- 
ican Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Louis  Capalbo,  M.D.,  of  Brooklyn,  died  on 
November  26,  1969,  at  the  age  of  fifty-three. 
Dr.  Capalbo  graduated  in  1941  from  New  York 
Medical  College.  He  was  an  attending  obste- 
trician and  gynecologist  at  Carson  C.  Peck 
Memorial  Hospital  and  an  associate  attending 
obstetrician  and  gynecologist  at  St.  John’s  Epis- 
copal Hospital.  Dr.  Capalbo  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gy- 
necology, a Fellowr  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Montfort  Haslam,  M.D.,  of  Hamilton,  died  in 
June,  1966,  at  the  age  of  seventy-one.  Dr.  Has- 


lam graduated  in  1926  from  Dalhousie  Univer- 
sity Faculty  of  Medicine. 

Bernard  Edward  Cappe,  M.D.,  of  Manhasset, 
died  in  December,  1969,  at  the  age  of  fifty.  Dr. 
Cappe  graduated  in  1943  from  the  University 
of  Toronto  Faculty  of  Medicine.  He  was  an  at- 
tending anesthesiologist  at  Long  Island  Jewish 
Hospital,  and  an  associate  attending  anesthesi- 
ologist at  Kings  County  Hospital  Center.  Dr. 
Cappe  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American 
College  of  Anesthesiologists,  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc., 
the  New  York  State  Society  of  Anesthesiolo- 
gists, the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  M.  D’Angelo,  M.D.,  of  Jackson  Heights, 
died  on  December  17,  1969,  at  the  age  of  sev- 
enty. Dr.  D’Angelo  graduated  in  1923  from 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a consulting  ophthalmologist  at 
Flushing  Hospital  and  Medical  Center  and 
Queens  Hospital  Center.  Dr.  D’Angelo  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology and  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

James  Halsted  Ewing,  M.D.,  of  New  York  City, 
died  on  December  26,  1969,  at  the  age  of  sixty- 
seven.  Dr.  Ewing  graduated  in  1936  from 
Northwestern  University  Medical  School.  Re- 
tired, he  was  an  assistant  attending  physician 
emeritus  at  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  and  James  Ewing  Pavilion. 
Dr.  Ewing  was  a member  of  the  James  Ewing 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Waldo  Beattie  Farnum,  M.D.,  of  The  Bronx, 
died  on  January  4 at  the  age  of  seventy-eight. 
Dr.  Farnum  graduated  in  1917  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  St.  Luke’s 
Hospital.  Dr.  Farnum  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Carl  Grover  Frost,  M.D.,  of  Eggertsville,  re- 
tired, died  on  October  22,  1969,  at  the  age  of 
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seventy-nine.  Dr.  Frost  graduated  in  1915 
from  the  University  of  Michigan  Medical 
School.  He  was  a consulting  otorhinolaryngolo- 
gist  at  Millard  Fillmore,  Children’s,  Deaconess, 
and  Edward  J.  Meyer  Memorial  Hospitals.  Dr. 
Frost  was  a Diplomate  of  the  American  Board 
of  Otolaryngology  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Selim  A.  Gara,  M.D.,  of  New  York  City,  died 
on  December  17,  1969,  from  injuries  of  an  as- 
sault at  the  age  of  fifty-five.  Dr.  Gara  received 
his  medical  degree  from  the  University  of  Bei- 
rut in  1939.  He  was  a clinical  assistant  physi- 
cian in  general  practice  at  Jewish  Memorial 
Hospital.  Dr.  Gara  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Bertram  Wesley  Gifford,  M.D.,  of  Saugerties, 
died  on  December  2,  1969,  at  the  age  of  eighty- 
five.  Dr.  Gifford  graduated  in  1911  from  Al- 
bany Medical  College.  He  was  an  honorary 
member  of  the  medical  staff  at  Benedictine  Hos- 
pital, Kingston.  Dr.  Gifford  was  a Fellow  of 
the  American  College  of  Gastroenterology  and  a 
member  of  the  Ulster  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Vincenzo  Grossi,  M.D.,  of  The  Bronx,  died  on 
November  26,  1969,  at  the  age  of  seventy-eight. 
Dr.  Grossi  received  his  medical  degree  from  the 
University  of  Rome  in  1914.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Gilbert  Irish,  M.D.,  of  Lancaster,  died 
on  November  23,  1969,  at  the  age  of  seventy- 
nine.  Dr.  Irish  graduated  in  1915  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  was  a member  of  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Kogan,  M.D.,  of  Glendale,  died  on 
August  17,  1969,  at  the  age  of  sixty-nine.  Dr. 
Kogan  graduated  in  1926  from  Tulane  Univer- 
sity School  of  Medicine.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  Kolton,  M.D.,  of  New  York  City,  died 
on  November  27,  1969,  at  the  age  of  eighty.  Dr. 
Kolton  received  his  medical  degree  from  the 
University  of  Breslau  in  1914.  He  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  American  Geriatrics  Society,  New 


York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

William  James  McDermid,  M.D.,  of  Niagara 
Falls,  died  on  August  21,  1969,  at  the  age  of 
forty-nine.  Dr.  McDermid  graduated  in  1945 
from  the  University  of  Rochester  School  of 
Medicine  and  Dentistry.  He  was  an  attending 
physician  at  Niagara  Falls  Memorial  Hospital 
and  head  physician  in  endocrinology  at  Mount 
St.  Mary’s  Hospital  of  Niagara  Falls.  Dr.  Mc- 
Dermid was  a member  of  the  Niagara  Falls 
Academy  of  Medicine,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Floyd  Darwin  Miller,  M.D.,  of  Freeport,  died  on 
December  10,  1969,  at  the  age  of  fifty-nine.  Dr. 
Miller  graduated  in  1939  from  Louisiana  State 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Peter  Marshall  Murray,  M.D.,  of  New  York 
City,  died  on  December  19,  1969,  at  the  age  of 
eighty-one.  Dr.  Murray  graduated  in  1914 
from  Howard  University  College  of  Medicine. 
He  was  a consulting  gynecologist  at  Harlem 
Hospital  and  a consulting  obstetrician  and  gy- 
necologist at  Sydenham  Hospital.  Dr.  Murray 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society  (and  a past 
president),  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Floyd  G.  Nellis,  M.D.,  of  Utica,  died  on  Decem- 
ber 28,  1969,  at  the  age  of  eighty-one.  Dr.  Nel- 
lis graduated  in  1914  from  Albany  Medical  Col- 
lege. He  was  an  honorary  surgeon  at  St. 
Luke’s-Memorial  Hospital  Center.  Dr.  Nellis 
was  a member  of  the  Utica  Academy  of  Medi- 
cine, the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nathan  Pensley,  M.D.,  of  Brooklyn,  died  on  De- 
cember 2,  1969,  at  the  age  of  sixty-three.  Dr. 
Pensley  graduated  in  1933  from  George  Wash- 
ington University  School  of  Medicine.  He  was 
an  associate  attending  dermatologist  at  Uni- 
versity Hospital,  dermatologist-in-charge  at 
Maimonides  Hospital  of  Brooklyn,  and  an  at- 
tending dermatologist  at  Coney  Island  Hos- 
pital. Dr.  Pensley  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
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member  of  the  American  Academy  of  Derma- 
tology, the  Society  for  Investigative  Dermatol- 
ogy, the  New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  S.  Itch,  M.D.,  of  Staten  Island,  died  on 
December  21,  1969,  at  the  age  of  forty-five.  Dr. 
Reh  graduated  in  1949  from  New  York  Univer- 
sity College  of  Medicine.  He  was  a member  of 
the  American  Geriatrics  Society,  the  Richmond 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Arthur  Taylor  Rowe,  M.D.,  of  Bronxville  and 
Armonk,  died  on  October  27,  1969,  at  the  age  of 
fifty-four.  Dr.  Rowe  graduated  in  1943  from 
Georgetown  University  School  of  Medicine.  He 
was  a consulting  psychiatrist  at  Grasslands 
Hospital.  Dr.  Rowe  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Vincent  R.  Schettini,  M.D.,  of  Newburgh,  died 
on  October  22,  1969,  at  the  age  of  fifty-nine. 
Dr.  Schettini  graduated  in  1940  from  Middle- 
sex College  of  Medicine  and  Surgery.  He  was 
a member  of  the  American  Academy  of  General 
Practice,  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Adolph  Albert  Schmier,  M.D.,  of  East  Hills, 
died  on  October  31,  1969,  at  the  age  of  sixty- 
eight.  Dr.  Schmier  graduated  in  1925  from  the 
University  of  Michigan  Medical  School.  He 
was  an  attending  orthopedic  surgeon  at  Syden- 
ham Hospital.  Dr.  Schmier  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery 
and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Nassau  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Leslie  Szirmai,  M.D.,  of  Sonyea,  died  on 
December  5,  1969,  at  the  age  of  sixty-seven. 
Dr.  Szirmai  received  his  medical  degree  from 
the  University  of  Budapest  in  1931.  He  was  a 


supervising  psychiatrist  at  Craig  Colony  and 
Hospital. 

Isidore  Wasserman,  M.I).,  of  New  York  City, 
died  about  February  15,  1959,  at  the  age  of 
forty-nine.  Dr.  Wasserman  received  his  medi- 
cal degree  from  the  University  of  Prague  in 
1935. 

Ernest  Witebsky,  M.D.,  of  Buffalo,  died  on  De- 
cember 7,  1969,  at  the  age  of  sixty-eight.  Dr. 
Witebsky  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1926.  He  was  a 
bacteriologist  and  serologist  at  Buffalo  General 
Hospital.  Dr.  Wtebsky  was  a Diplomate  of 
the  American  Board  of  Pathology  (Clinical  Mi- 
crobiology), a Fellow  of  the  College  of  Ameri- 
can Pathologists,  and  a member  of  the  Ameri- 
can Society  of  Clinical  Pathologists,  the  Amer- 
ican Association  of  Pathologists  and  Bacteriol- 
ogists, the  American  Association  of  Immunolo- 
gists, the  Society  of  American  Bacteriologists, 
the  American  Public  Health  Association,  the 
Society  for  Experimental  Biology  and  Medicine, 
the  International  Society  of  Hematology,  the 
Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Louis  S.  Wondolowski,  M.D.,  of  Middletown, 
died  on  November  5,  1969,  at  the  age  of  sixty- 
seven.  Dr.  Wondolowski  graduated  in  1929 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  supervising  psy- 
chiatrist at  Middletown  State  Hospital.  Dr. 
Wondolowski  was  a member  of  the  American 
Psychiatric  Association,  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Clark  Vogt,  M.D.,  of  Binghamton,  died 
on  December  6,  1969,  at  the  age  of  seventy-five. 
Dr.  Vogt  graduated  in  1917  from  Albany  Medi- 
cal College.  He  was  a senior  oculist  and  aural- 
agist  at  Binghamton  General  Hospital  and  a 
consulting  oculist  and  auralagist  at  Our  Lady 
of  Lourdes  Memorial  Hospital.  Dr.  Vogt  was 
a Diplomate  of  the  American  Board  of  Oto- 
laryngology and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Binghamton  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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r 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


ONE  YEAR  PSYCHIATRIC  RESIDENCY  AT  3RD  YEAR 
level  for  year  beginning  July,  1970.  AMA  approved. 
Unique  opportunity  to  prepare  for  private  practice  and 
community  psychiatry.  Supervised  intensive,  dynam- 
ically oriented  psychotherapy  emphasized.  Experience  in 
meaningful  applications  of  phychopharmacological  agents 
and  somatotherapy.  Work  with  adults  and  children  in 
residential  and  outpatient  setting.  Stipend  $16,500  per 
annum,  with  major  medical  insurance  benefits.  For 
information,  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  the  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


WANTED:  GENERAL  PRACTITIONER,  ADIRON- 

dack  Mountain  resort  area.  Ski  development,  hunting, 
fishing,  all  winter  and  summer  sports  within  six  miles  of 
village.  New  30  bed  hospital.  Office  space  available. 
Ideal  family  area.  Contact:  Mrs.  Harold  J.  Nichols, 

Committee  for  Doctors,  35  Park  St.,  Tupper  Lake,  N.Y. 
12986. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  to  $22,000  with  the  possibility  of  additional 
income.  Include  complete  curriculum  vitae  in  reply.  Box 
631,%  NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAH,  Canandaigua,  N.Y.  14424. 


PSYCHIATRIST (S):  PROGRESSIVE  UPSTATE  NEW 

York  college  community,  anxious  to  assist  in  the  establish- 
ment of  private  psychiatric  practice.  Opportunity  also  to 
relate  to  a County  Mental  Health  Program,  as  well  as 
collegiate  student  health  needs,  if  interested.  Write  to: 
Edward  C.  Ackerman,  Admin.,  A.  O.  Fox  Memorial  Hos- 
pital, On  eonta,  N.Y.  13820. 


ANESTHESIOLOGIST,  FOR  GROUP  IN  LONG  ISLAND 
area.  Excellent  opportunity.  Box  889,  % NYSJM. 


PSYCHIATRY,  RESIDENT-FELLOW.  IN-PATIENT 
service  of  general  hospital.  Excellent  opportunity  for 
establishing  private  practice  in  fine  residential  community, 
30  minutes  from  central  New  York  City.  Half  time: 
$12,000,  with  good  potential  for  $35,000-$45,000  per  year. 
New  Jersey  license  and  Board  eligibility.  Write  Adminis- 
trator, or  S.  Prentice,  M.D.,  Chief  of  Psychiatry,  Engle- 
wood Hospital,  Englewood,  New  Jersey  07631. 


ORTHOPEDIC  RESIDENCY  AVAILABLE.  NEW 
program.  Approval  pending.  Excellent  opportunity. 
Write  or  call:  Director,  Orthopedic  Surgery,  The  Bronx  - 

Lebanon  Hospital  Center,  New  York,  N.Y.  Tel:  (212) 

588-7000. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
general  practice,  Suburban  area  of  New  York.  Salary 
first  year  $22,000  to  $25,000  depending  on  qualifications. 
Subsequent  partnership,  complete  general  practice 
including  OB  and  minor  surgery.  N.  Y.  State  license 
necessary.  Box  868,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  SMALL 
town  New  York  State.  New  hospital  with  modern  equip- 
ment, near  Toronto,  Niagara  Falls  and  Buffalo,  on  Lake 
Ontario.  Full  time,  head  department.  Fee  for  services 
plus  guaranteed  income.  Box  890,  % NYSJM. 


GENERAL  PRACTITIONERS  OR  SPECIALISTS 
wanted  to  replace  four  successful  physicians,  three  lost 
through  retirement  and  one  by  death.  Presently  two 
small  hospitals,  combined  52  bed  capacity.  92  bed  com- 
munity-hospital 10  minutes  away,  soon  to  more  than 
double  present  capacity.  Friendly  community  of  6500, 
with  excellent  school  system,  18  hole  championship  golf 
course,  skiing,  halfway  between  Rochester  and  Syracuse, 
and  20  minutes  from  Lake  Ontario  and  Finger  Lakes  area. 
Contact:  George  C.  Yackel,  Mayor,  Village  of  Lyons,  76 

William  Street,  Lyons,  New  York  14489. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE - 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modern  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  Northville, 
Michigan  48167. 
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PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST  WANTED.  LICENSED  QUAL- 

ifictd.  Full  time  and  'or  part  time,  small  voluntary  hos- 
pital, N.Y.C.  Fee  for  service  plus  guarantee.  Box 
894,  c'  NYSJM. 


ANESTHESIOLOGIST  WANTED:  RESIDENCY 

trained,  some  experience.  Fee  for  service.  Small  active, 
private  hospital  in  Manhattan.  No  obstetrics;  almost 
no  night  emergency  work.  Full  or  part  time  work  avail- 
able. Box  895,  C/,  NYSJM. 


DIRECTOR  STUDENT  HEALTH.  PRESENT  DIREC- 
tor  retiring  in  June.  New  health  center,  progressive  col- 
lege, excellent  working  and  living  conditions.  Salary 
competitive,  all  benefits,  vacations,  no  summer  school. 
Near  Cornell  and  excellent  hospitals.  Contact:  Marshall 

Louis,  M.D..  Wells  College,  Student  Health  Service, 
Aurora,  New  York  13026.  Tel.  (315)  364-7441. 


FULL  OR  PART  TIME  PEDIATRICIAN,  BOARD 
eligible  or  Board  certified,  wanted  for  Brooklyn  Medical 
Center.  UL  5-1400,  ext.  719. 


PEDIATRICIAN,  FORMING  MEDICAL  MULTI- 
specialty  medical  group  to  serve  Beacon-Cold  Spring  area. 
Minimum  guarantee;  no  investment;  fully  equipped. 
Phone  (914)  265-3606. 


PRACTICES  FOR  SALE  OR  RENT 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481, 
Miami  Beach,  Florida  33141. 


POSITIONS  WANTED 


ORTHOPED IC  SURGEON,  AGE  33,  FINISHING 
training  June  1970,  desires  salaried  position  or  association 
in  New  York  City  area.  U.S.  citizen;  New  York  license; 
military  obligation  fulfilled.  Box  888,  % NYSJM. 


ANESTHESIOLOGIST,  EXPERIENCED.  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABY  I, ON:  FOR  SALE— 10  RM„  3 BATH  HOME 

attached  5 rrn  office  wing;  Choice  comer,  main  st.  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  u.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


NEPTUNE  MEDICAL  BUILDING,  2833  OCEAN  PARK- 
way,  Brooklyn  (near  Coney  Island  Hospital)  has  space 
available  (two  to  eight  rooms).  Prestige  location  in  busy 
area  of  high  rise  apartments.  Centrally  air  conditioned. 
Call  Milton  Rosen.  (212)  434-1510,  or  write  1433  Flatbush 
Ave.,  Brooklyn,  N.Y.  11210. 


PROFESSIONAL  OR  BUSINESS  OFFICE,  150TH  ST., 
Jamaica.  Ground  floor,  5 rooms,  brick,  quiet  street,  1-2 
blocks  hospital,  park,  courthouse,  IND,  Hillside  Ave. 
Tel:  297-5050. 


WE  ARE  OFFERING  AT  THE  PRESENT  TIME  OFFI- 
ces  to  rent  in  an  admirably  suited  location,  for  all  profes- 
sions. Those  offices  are  wood-paneled;  elevator,  air- 
conditioned,  beautiful  lobby,  etc.,  on  a very  desirable 
thoroughfare  surrounded  by  newly  erected  apartment 
buildings  with  more  to  come.  (914)  337-5155,  or  (212) 
877-5520. 


MODERN  HOUSE  WITH  OFFICE  FOR  SALE  OR  CON- 
vertible  to  offices  only,  Nassau  County,  45  minutes  from 
N.Y.C.,  on  busy  main  street  of  thriving  South  Shore, 
Long  Island  community.  G.P.  or  specialists  urgently 
needed.  Close  to  RR  and  all  facilities,  near  beaches. 
(516)  MA  3-3636. 


80  CENTRAL  PARK  WEST,  CORNER  68  ST.,  800  SQ. 
ft.  professional  office  on  street  floor  of  new  24-story  luxury 
building.  Rent  $450.  Alter  to  suit.  Call  Mr.  Greenwald, 
CH  3-7000. 


GARDEN  CITY:  TO  SHARE,  BEAUTIFULLY  FURN- 
ished  professional  suite.  Call  (516)  248-7222. 


FOR  SALE  FOR  VALUE  OF  NICE  BUILDING  AND 
equipment.  7 room,  centrally  air-conditioned  & heated 
office  with  4 room  modem  apartment  above.  Office 
beautifully  furnished  and  decorated;  waiting  room  (12 
chairs);  nurses  station;  consultation,  3 treatment  rooms; 
100  MA  Picker  X-ray,  developing  room;  lab.  Presently 
general,  suitable  any  type  practice.  South  Shore,  Long 
Island.  Grossing  $70,000.  Will  introduce.  Will  finance. 
Box  893,  % NYSJM. 


FOR  SALE  OR  RENT:  RECENTLY  DECEASED  GEN- 
eral  practitioner’s  office  for  sale  or  rent.  Magnificiently 
and  completely  equipped  office  with  very  active,  lucrative 
practice.  High  income  immediate.  Excellent  location  in 
Brooklyn.  Call  CL  9-9485. 


PROPERTY  FOR  SALE:  IDEAL  OFFICE/HOME 

location  centrally  situated  in  Dobbs  Ferry.  River  view. 
Adjacent  to  large  nursing  home  under  construction.  Will 
sell  property  alone,  or  build  to  suit.  Write  for  details,  or 
phone  in  A.M.,  Zenith  Homes,  138  Palisade  St.,  Dobbs 
Ferry,  N.Y.  10522.  (914)  693-3377. 
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Third  Annual  Symposium  on 

Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970 

9:00  a.m.  to  5:00  p.m. 

Georgian  Ballroom 

Americana  Hotel 

New  York  City 

* * * 

Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 

* * 

Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Eastern  States  Trainers  Association 
Touchdown  Club  of  New  York 

- 
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NEW  YORK  CITY  AREA 


MONDAY,  FEBRUARY  16 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

NEW  TRENDS  IN  THE  MANAGEMENT 
OF  LYMPHOMAS 

BARTH  HOOGSTRATEN,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


February  1 7 / February  1 9,  1 970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

MODERN  MANAGEMENT  TECHNIQUES 

FEE:  $75 


TUESDAY,  FEBRUARY  17 

9:00  a.m.-5:00  p.m. 

*Brooklyn  Tuberculosis  and  Respiratory 
Disease  Association 
Downstate  Medical  Center 

Lecture  Hall  1 

450  Clarkson  Avenue 

Brooklyn 

A Teaching  Conference  for  Practicing  Physicians 

RECENT  ADVANCES  CONCERNING 
LUNG  CANCER 

Morning  Session 

Epidemiology  of  Lung  Cancer 

GEORGE  W.  COMSTOCK,  M.D. 

Johns  Hopkins  Training  Center  for  Public  Health  Research 

1.  Basic  Information 

2.  Pathological  Considerations 

Afternoon  Session 

1.  Diagnostic  Aspects 

2.  Clinical  Aspects 

NO  FEE  CREDIT:  C-l 

*Co-sponsor:  Medical  Society  of  the  County  of  Kings. 

Please  register  with  Brooklyn  Tuberculosis  and  Respira- 
tory Disease  Association,  Inc.,  293  Schermerhorn  Street, 
Brooklyn,  N.Y.  11217.  Tel  (212)  624-8531 


February  18,  1970  and  February  25,  1970 

8:00-10:00  a.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 
Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
PSYCHIATRY  FOR  COMMUNITY 
PHYSICIANS 

MORTON  WACHSPRESS,  M.D.,  LESLIE  FINE,  M.D., 
DAVID  N.  GRAUBERT,  M.D. 

February  18 

Management  of  Anxiety  Syndromes 
February  25 

Common  Character  Disorders  Seen  in 
General  Practice 

NO  FEE  CREDIT:  C-l 

Course  runs  through  March  25th.  Register  now:  CLAR- 

ENCE G.  ROBINSON,  M.D.,  Coney  Island  Hospital,  at 
the  above  address. 


WEDNESDAY,  FEBRUARY  18 

9:00  a.m.-3  : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

1 00th  Street  and  Fifth  Avenue 

OFFICE  AND  INSTITUTIONAL 
MANAGEMENT  OF  PATIENTS 
SUFFERING  FROM  STROKE 
(Convalescent  Phase) 

LAWRENCE  J.  WISHAM,  M.D.,  LAWRENCE  I.  KAPLAN, 
M.D.,  BEATRICE  KAPLAN,  M.D.  and  Associates 

NO  FEE  CREDIT:  C-l 

I 

5 : 00-6:30  p.m.  t 

New  York  Medical  College  ■ 

Department  of  Ophthalmology 

1 06th  Street  and  Fifth  Avenue  I 

RADIOGRAPHIC  ANALYSIS  OF  VISION 
LOSS  | 

STEPHEN  L.  TROKEL,  M.D.  | 

The  Institute  of  Ophthalmology 

I 

8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate  I 

School  of  Medicine  ■ 

The  Mount  Sinai  Hospital 

Blumenfhal  Auditorium 
1 00th  Street  and  Fifth  Avenue 

The  Nathan  Rosenthal  Hematology  Seminars  1 
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LIFE  CYCLE  OF  THE  PLATELET 


FRIDAY,  FEBRUARY  20 


SHIRLEY  EBBE,  M.D. 

Tufts  University  School  of  Medicine 
RICHARD  H.  ASTER,  M.D. 
Milwaukee  Blood  Center 

Moderator: 

AARON  J.  MARCUS,  M.D. 
Manhattan  VA  Hospital 

NO  FEE 


February  19,  1970  and  February  26,  1970 

11:00  o.m.,  Thursdays 

Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

Moderator: 

WILLIAM  LE  STRANGE,  M.D. 

February  19 
Headache 

edward  McGovern,  m.d. 

February  26 

Examination  of  Eye  Grounds  and 
Interpretation 

ANTHONY  LA  SALA,  M.D. 

CREDIT:  C-l 


THURSDAY,  FEBRUARY  19 

8 : 30  p.m. 

The  Brooklyn  Psychiatric  Society 
Brooklyn  State  Hospital 

Auditorium 

681  Clarkson  Avenue 
Brooklyn 

PSYCHIATRIC  ASPECTS  OF  LEARNING 
PROBLEMS 

GRACE  ABBATE,  M.D. 

New  York  Psychoanalytical  Institute 


8 : 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Stoten  Island 

PSYCHIATRIC  ASPECT  OF 
COMMUNICATION 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

Please  register  with  Sid  Herling,  M.S.W.  at  the  above 
address 

NO  FEE 


8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

SOME  BLOCKAGES  TO  CREATIVITY 

LOUIS  E.  DE  ROSIS,  M.D. 

The  Psychiatric  Institute  Columbia  University 


SATURDAY,  FEBRUARY  21 

9:00-1 1:00  a.m. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

Auditorium 

444  East  68th  Street 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

*13.  Pre-op  Xray  Therapy 

Keratoacanthoma.  Desmoid. 

H.  RANDALL  TOLLEFSEN,  M.D. 

14.  Surgical  Technique  of  Transantral 
Sphenoidal  Hypophysectomy. 
Indications  for  Hypophysectomy 
and  Postoperative  Management. 

T.  R.  MILLER,  M.D. 

*See  previous  issues  of  "What  Goes  On"  for  Nos.  1-1  2 


February  1 9,  1 970  and  February  26,  1 970 

8:30  p.m.,  Thursdays 

St.  Luke's  Hospital  Center 

Sunderland  Auditorium 
Amsterdam  Avenue  at  1 14th  Street 

February  19 
Prematurity 

STUART  STEVENSON,  M.D. 

February  26 

The  Artificial  Kidney 

DAVID  DAVID,  M.D. 


February  23,  1970  / March  6,  1970 

9:00  a.m.-6:00  p.m. 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

1 00th  Street  and  Fifth  Avenue 

TRANS-MEATAL  (ENDAURAL)  SURGERY 

HARRY  ROSENWASSER,  M.D. 

Mount  Sinai  School  of  Medicine 


FEE:  $400 

Write  to  the  Registrar  at  the  above  address 


CREDIT:  C-l 
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MONDAY,  FEBRUARY  23 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

TREATMENT  OF  RHEUMATOID 
ARTHRITIS 

HARRY  SPIERA,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


February  24,  1970  / for  10  weekly  sessions 

8 : 30  p.m.,  Tuesdays 

American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

PSYCHOTHERAPY  IN  MEDICAL 
PRACTICE 

CREDIT:  C-l 

Apply  to:  HARRY  GERHSMAN,  M.D.,  at  the  above 

address. 


February  25,  February  26,  March  4,  March  5, 
March  11,  March  12,  1970 

Columbia  University  School  of  Public  Health 

and  Administrative  Medicine 

New  York  City  Department  of  Health 

1 25  Worth  Street 

WHAT’S  NEW  AND  WHAT’S  TRUE  IN 
NUTRITION 

Address  all  inquiries  to  Columbia  University  School  of 
Public  Health  and  Administrative  Medicine,  21  Audubon 
Avenue,  Suite  305,  New  York,  N.Y.  10032.  Tel.  (212) 
568-4334 


WEDNESDAY,  FEBRUARY  25 

8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  1 03rd  Street 

LIFE-STYLES  AND  CHANGE  IN  THE 
LATER  YEARS 

BELLA  S.  VAN  BARK,  M.D. 

Karen  Horney  Clinic 

Discussants: 

MELVIN  M.  MALEN,  M.D. 

American  Institute  for  Psychoanalysis 
ALVIN  I.  GOLDFARB,  M.D. 

The  Mount  Sinai  Hospital 


THURSDAY,  FEBRUARY  26 

8:30  a.m.-5  : 00  p.m. 

The  Special  Committee  on  Infant  Mortality 

Medical  Society  of  the  County  of  New  York 

The  Commodore  Hotel 

Lexington  Avenue  and  42nd  Street 

Symposium  on 

FUNCTIONAL  PATHOLOGY  ON  THE 
FETUS  AND  NEONATE:  CLINICAL 
CORRELATIONS 

Morning  Session 

IN  -UTERO  PHYSIO-PATHOLOGICAL 
DIAGNOSIS 

Moderator: 

ROBERT  A.  ALDRICH,  M.D. 

University  of  Washington  School  of  Medicine 
Seattle,  Washington 

1.  Fertilization,  Implantation,  and 
Embryogenesis 

LUIGI  MASTROIANNI,  JR.,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

2.  Approaches  to  Fetus  (a)  Antepartum 
(Extra-Uterine) 

ALLAN  B.  WEINGOLD,  M.D. 

New  York  Medical  College 
(b)  Intrapartum  (Intra-Uterine) 

KARLIS  ADAMSONS,  M.D. 

Columbia  University  P & S 

3.  Genetics  and  the  Fetus  and  Neonate 

HENRY  L.  NADLER,  M.D. 

Northwestern  University  Medical  School 

4.  Appraisal  of  the  Fetus  and  Neonate: 
Growth,  Development,  Nutrition 

LOUIS  GLUCK,  M.D. 

University  of  California,  San  Diego  School  of 
Medicine 

5.  Open  Discussion 

Afternoon  Session 

EXTRA-UTERO  PHYSIO-PATHOLOGICAL 
DIAGNOSIS 

Moderator: 

LOTTE  STRAUSS,  M.D. 

Mount  Sinai  School  of  Medicine 

1.  The  Abortus 

DAVID  H.  CARR,  Ph.D. 

McMaster  University,  Canada 

2.  Autopsy  of  the  Fetus  and  Neonate, 
Including  the  Central  Nervous  System 

WILLIAM  A.  BLANC,  M.D. 

Columbia  University  P & S 

3.  The  Placenta  and  its  Cord  and 
Membranes 

HERMOGENES  ALVAREZ,  M.D. 

University  of  Uruguay  School  of  Medicine 
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4.  Education,  Accreditation,  and  Legal 
Considerations 

ALFRED  A.  ANGRIST,  M.D. 

Albert  Einstein  College  of  Medicine 

5.  The  Future  of  Perinatal 
Physio-Pathology 

KURT  BENIRSCHKE,  M.D. 

University  of  Dartmouth  School  of  Medicine 

6.  Open  Discussion 

7.  Summary  of  Symposium 

RICHARD  L DAY,  M.D. 

Mount  Sinai  School  of  Medicine 

8.  Concluding  Remarks 

HAROLD  ABRAMSON,  M.D.,  Chairman 
New  York  Medical  College 

FEE:  $20  CREDIT:  C-l 

Pre-Registration:  The  Special  Committee  on  Infant  Mor- 
tality, Medical  Society  of  the  County  of  New  York,  10 
Columbus  Circle,  New  York,  N.Y.  10019.  Tel.  Ju  2-5858. 


9:30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

OBSTRUCTIVE  EMPHYSEMA 

HERBERT  SCHUB,  M.D. 

Coney  Island  Hospital 

CREDIT:  C-1 


FRIDAY,  FEBRUARY  27 

8 : 00-9: 30  a.m. 

Maimonides  Medical  Center  with 
Downstate  Medical  Center  and 
Kings  County  Chapter  of  A.A.G.P. 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

PELVIC  PAIN,  PELVIC  INFECTION, 
PELVIC  MASS 

WILLIAM  POMERANCE,  M.D. 

Downstate  Medical  Center 

NO  FEE  CREDIT:  C-l 


ALBANY  AREA 


Preliminary  Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  Center 
Albany,  New  York  12208 

February  5,  1970 
Infectious  Diseases 


February  19,  1970 

Cardiovascular  Diseases 
February  26,  1970 
Neonatology 
March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 
March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

April  23,  1970 
Dermatology 

CREDIT:  C-1 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 

February  19  and  20 

Modern  Concepts  in  Coronary  Care 

March  6 

Depression  in  the  Medically  III  Patient 

March  12-June  11  (Thursday  evenings) 
Physical  Examination  of  the  Cardiac 
Patient 

April  9 

Neurology  Seminar  Day 
April  10  and  1 1 

Thirty-third  Annual  UB  Alumni  Spring 
Clinical  Days 

May  7 

Ear,  Nose  and  Throat 
May  1 4 and  1 5 

New  Adjuncts  in  Anesthesiology 

CREDIT:  C-1 
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TWO-WAY  TELEPHONE 
CONFERENCES 


Two-way  Conference  Programs 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  ex- 
panded network.  It  is  anticipated  that  for  the  current 
year  there  will  be  about  60  outlets  on  the  network 
organized  by  the  Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 
interest  presented  Tuesday  mornings  beginning  Sept.  16 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the  first 
Wednesday  and  the  once-a-month  series  on  Trauma 
presented  on  the  fourth  Thursday  at  10:30  a.m. 

For  further  information,  please  contact  Continuing 
Medical  Education,  2211  Main  Street,  Buffalo,  N.Y., 
Tel.  (716)  833-2726. 


NASSAU  COUNTY 


February  18,  1970  and  February  25,  1970 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

LECTURES  IN  PATHOLOGY 

E.  J.  FELDERMAN,  M.D. 

February  18 

Liver  and  Biliary  Tract 

February  25 

Pancreas  and  Gastrointestinal  Tract 

CREDIT:  C-l 


ROCHESTER  AREA 


Departments  of  Pediatrics  and  Psychiatry 
University  of  Rochester  Medical  Center 

SYMPOSIUM  ON  BEHAVIORAL 
PEDIATRICS 

Please  contact:  STANFORD  B.  FRIEDMAN,  M.D.,  De- 

partment of  Pediatrics,  at  the  above  address. 


SUFFOLK  COUNTY 


9 : 00  p.m. 

Brunswick  General  Hospital 

Broadway  (Route  1 1 0) 

Amifyville 

DIAGNOSIS  AND  TREATMENT  OF 


CONTACT  DERMATITIS 

RICHARD  K.  SCHER,  M.D. 
MELCHIOR  FOGEL,  M.D. 


RADIO  FOR  NEW  YORK  CITY  AREA 


1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  Mhz. 

February  16 

The  Infertile  Couple — Diagnosis  and 
Treatment 

Martin  J.  Clymon,  M.D. 

Marvin  Fogel,  M.D. 

Mt.  Sinai  School  of  Medicine 

February  23 

Clinicopathologic  Conference 

Theodore  M.  King,  Ph.D.,  M.D. 

Elsie  Panlilio,  M.D. 

Albany  Medical  College 


RADIO  FOR  ALBANY 
AND  CANTON  AREAS 


February  16-February  28,  1970 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 

February  16  and  19 

The  Infertile  Couple — Diagnosis  and 
Treatment 

Martin  J.  Clyman,  M.D. 

Marvin  Fogel,  M.D. 

Mt.  Sinai  School  of  Medicine 

February  17,  18  and  20 

Epilepsy  in  Children  and  Adults 

Robert  J.  Cassidy,  M.D. 

Cesar  Mayo,  M.D. 

Albany  Medical  College 

February  23  and  26 

Clinicopathologic  Conference 

Theodore  M.  King,  Ph.D.,  M.D. 

Elsie  Panlilio,  M.D. 

Albany  Medical  College 

February  24,  25  and  27 

Current  Status  of  Adrenal  Function  Tests 

Thomas  F.  Frawley,  M.D. 

James  B.  Lee,  M.D. 

Ralph  A.  Kinsella  Jr.,  M.D. 

Francis  A.  Zacharewicz,  M.D. 

St.  Louis  University  School  of  Medicine 
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FEBRUARY  MEETINGS  RECEIVED 
AFTER  DEADLINE 


February  10,  1970  and  February  24,  1970 

9:00  a.m.,  Tuesdays 

St.  Vincent’s  Hospital  and  Medical  Center 

Mother  Loretto  Bernard  Auditorium 
Cronin  10,  153  West  1 1th  Street 

Pediatric  Conferences 

February  10 

Upper  G I Bleeding  in  Young  Children 

ANTHONY  SHAW,  M.D. 

February  24 

Community  Pediatrics:  Problems  and 

Perspectives 

ANGELO  FERRARA,  M.D. 

St.  Mary's  Hospital,  Brooklyn 


TUESDAY,  FEBRUARY  10 

9:00  a.m. 

New  York  Trudeau  Society 

Americana  Hotel 

Versailles  Ballroom 

52nd  Street  and  Seventh  Avenue 

The  Second  Annual  Trudeau  Lecture 

PROBLEMS  OF  LUNG 
TRANSPLANTATION 

DAVID  A.  BLUMENSTOCK,  M.D. 

Mary  Imogene  Bassett  Hospital 
Cooperstown,  New  York 

NOTE:  The  Lecture  is  part  of  the  Annual  Meeting  of 

the  Medical  Society  of  the  State  of  New  York 


8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

THE  CONCEPT  OF  MENTAL 
REPRESENTATION  IN  PSYCHOANALYSIS 

DAVID  BERES,  M.D.  and  EDWARD  D.  JOSEPH,  M.D. 


9:00  p.m. 

Queens  Pediatric  Society 

Sheraton-Tenney  Hotel 
90-10  Grand  Central  Parkway 
East  Elmhurst 

CURRENT  STATUS  OF  CARDIAC 
SURGERY  FOR  CONGENITAL  HEART 
DISEASE 

FRANK  C.  SPENCER,  M.D. 

N.Y.U.  Medical  Center 


WEDNESDAY,  FEBRUARY  11 

6:00  p.m. 

Bronx  Pediatric  Society 

Blaise's  Restaurant 
1703  Bronxdale  Avenue 
Bronx 

FETAL  MONITORING  DURING  LABOR 
AND  RESUSCITATION 

L.  STANLEY  JAMES,  M.D. 

Columbia  University  P & S 


February  12,  1970  and  February  26,  1970 

4:00  p.m.,  Thursdays 

N.Y.U.  School  of  Medicine 

550  First  Avenue 
History  of  Medicine  Series 

February  12 

Joseph  Breuer:  Physiologist  and 

Psychoanalyst 

PAUL  CRANEFIELD,  M.D. 

Rockefeller  University 

February  26 

In  Quest  of  Maimonides 

BEVERLY  SPIRT 
Class  of  1971,  N.Y.U. 


NASSAU  COUNTY 


MONDAY,  FEBRUARY  3 

9:00  p.m. 

Massapequa  General  Hospital 

Hicksville  Road 
Massapequa 

DIAGNOSIS  AND  TREATMENT  OF 
CONTACT  DERMATITIS 

RICHARD  K.  SCHER,  M.D. 

MELCHIOR  FOGEL,  M.D. 


WEDNESDAY,  FEBRUARY  18 

8 : 00  a.m. 

Mercy  Hospital 

Rockville  Centre 
Surgical  Conference 

1.  Bilaterality  of  Breast  Cancer 

2.  Individualization  of  Breast  Cancer 
Surgical  Therapy 

Speaker 

JEROME  A.  URBAN,  M.D. 

Memorial  Hospital,  N.Y.C. 
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SYRACUSE  AREA 


February  13,  1970  and  February  14,  1970 

New  York  Trudeau  Society 

Randolph  House  (Thruway  Exit  37) 

Syracuse 

1970  ANNUAL  MEETING  AND  CASE 
CONFERENCE 


NOTE:  The  Conference  is  open  to  all  physicians  and  will 
highlight  case  histories  illustrative  of  problems  in  the 
management  of  asthmatics;  smoke  inhalation,  pulmonary 
burns  and  heroin  overdosage.  One  session  will  be 
devoted  to  a discussion  of  experimental  studies  of  lung 
transplantation. 
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PHYSICIANS’  PLACEMENT 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  G.P. 

CONTACT:  WILKIE  T.  MADDOX,  Secretary,  Chamber  of 

Commerce,  P.O.  Box  65,  Cherry  Valley,  N.Y.  13320. 
Tel.  (607)  AN  4-6021. 
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+-* 
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COHOCTON,  N.Y.,  Steuben  County.  G.P.  Sears  Founda- 
tion Medical  building  here. 

CONTACT:  MR.  RICHARD  L.  WAGNER,  Box  234,  Cohocton 
Area  Medical  Center,  Cohocton,  N.Y.  14826.  Tel.  (716) 
384-5512. 


COLTON,  N.Y.,  St.  Lawrence  County.  G.P. 


CONTACT:  MR.  GEORGE  TIFFANY,  Secretary,  Racquette 

Valley  Chamber  of  Commerce,  P.O.  Box  116,  Colton, 
N.Y.  13625. 


COPENHAGEN,  N.Y.,  Jefferson  County.  G.P. 

CONTACT:  MR.  FRANCIS  FOY,  Deer  River,  N.Y.  1 3627. 
Tel.  (315)  688-2887. 


CORTLAND,  N.Y.,  Cortland  County.  G.P.  and  Specialists  in 
Internal  Medicine  and  E.N.T. 


CONTACT:  THEODORE  I.  JACOBUS,  M.D.,  6 Euclid  Avenue, 
Cortland,  N.Y.  13045.  Tel.  (607)  SK  6-6545. 
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$7.50  check  enclosed  for  “NEW  YORK  STATE  JOURNAL  OF  MEDICINE” 


Later  years 
can  be 
productive 
years 


Jot  everyone  can  be  a Miro.  Your  practice  probably 
ncludes  more  of  the  anxious,  "lost"  elderly  than 
he  creative  or  productive.  At  this  stage  of  life,  pa- 
ients  often  look  to  their  physicians  for  reassurance 
is  well  as  for  medical  help.  Their  anxiety  and  appre- 
lension  may  be  manifested  by  somatic  dysfunction 
>r  by  aggravation  of  a true  organic  disorder.  And 
imotionally  overreactive  geriatric  patients  may  fail 
o eat  and  sleep  properly. 

.ibrium  (chlordiazepoxide  HCI)  can  help  relieve 
■xcessive  anxiety,  help  modify  the  patient’s  reac- 
ion  to  losses  and  adjustments  entailed  by  old  age 
ind  help  encourage  cooperation  in  rehabilitative 
naasures.  In  elderly  patients  begin  with  an  initial 
iosage  of  5 mg  b.i.d . or  less,  increasing  gradually 
is  needed  and  tolerated.  For  those  who  are  plagued 


Librium 

(chlordiazepoxide  HCI) 
begin  with  5 mg  b.i.d.  or  less 


Aid  to  therapeutic 
progress  in  the 
anxious  geriatric 

with  insomnia  due  to  persistent  anxiety,  a Librium 
capsule  or  Libritabs®  (chlordiazepoxide)  tablet  h.s. 
as  part  of  the  dosage  schedule  may  help  induce 
needed  relaxation  and  promote  sleep. 

Known  for  safety  record.  Librium  has  a wide  margin 
of  safety.  In  proper  maintenance  dosage,  it  gener- 
ally does  not  unduly  interfere  with  mental  acuity  or 
ability  to  function.  The  necessity  of  discontinuing 
therapy  because  of  undesirable  effects  has  been 
rare.  Drowsiness,  ataxia  and  confusion  have  been 
reported  in  some  patients,  particularly  the  elderly 
and  debilitated.  While  these  effects  can  be  avoided 
in  almost  all  instances  by  proper  dosage  adjust- 
ment, they  have  occasionally  been  observed  in  the 
lower  dosage  ranges.  In  a few  instances,  syncope 
has  been  reported. 


iefore  prescribing,  please  consult  complete  product  infor- 
nation,  a summary  of  which  follows: 
ndications:  Indicated  when  anxiety,  tension  and  apprehen- 
ion  are  significant  components  of  the  clinical  profile. 
:ontraindications:  Patients  with  known  hypersensitivity  to 
he  drug. 

Vamings:  Caution  patients  about  possible  combined  effects 
vith  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
icting  drugs,  caution  patients  against  hazardous  occupa- 
ions  requiring  complete  mentaFalertness  (e.g.,  operating 
nachinery,  driving).  Though  physical  and  psychological 
lependence  have  rarely  been  reported  on  recommended 
loses,  use  caution  in  administering  to  addiction-prone  indi- 
'iduals  or  those  who  might  increase  dosage;  withdrawal 
ymptoms  (including  convulsions),  following  discontinua- 
ion  of  the  drug  and  similar  to  those  seen  with  barbiturates, 
lave  been  reported.  Use  of  any  drug  in  pregnancy,  lactation, 
>r  in  women  of  childbearing  age  requires  that  its  potential 
>enefits  be  weighed  against  its  possible  hazards. 

’recautions:  In  the  elderly  and  debilitated,  and  in  children 
>ver  six,  limit  to  smallest  effective  dosage  (initially  10  mg 
>r  less  per  day)  to  preclude  ataxia  or  oversedation,  increas- 
ng  gradually  as  needed  and  tolerated.  Not  recommended 
n children  under  six.  Though  generally  not  recommended, 
f combination  therapy  with  other  psychotropics  seems  indi- 
:ated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  in- 
pibitors  and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical 


reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may 
occur,  especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  consti- 
pation, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


A message  of  importance 
to  those  with  s 100,000 
or  more  to  invest. 


An  investor  who  concerns  himself  with  the  management  of  substantial 
capital  funds  should  give  careful  consideration  to  the  “special  situation' 
method  of  investing. 

This  sophisticated  approach  can  offer  the  affluent  investor  an  oppor- 
tunity to  participate  in  situations  normally  only  readily  available  to  the 
professional. 

About  a quarter  of  a century  ago,  we  started  our  Investment  Advisory 
Service.  Our  service  was  to  he  “different”  in  certain  specific  ways: 

1.  Concentration  on  the  uncovering  of  “special  situations  —situations 
where  fundamental  corporate  changes  or  significant  earnings  turnarounds 
could  be  in  the  offing,  or  where  an  undervalued  asset  position  exists. 

2.  First-hand  examination  of  every  potential  situation  by  partners  and 
our  research  analysts  through  field  trips  and  meetings  with  top  management. 
Before  any  “special  situation’  is  ever  recommended  to  a client,  it  is  scruti- 
nized by  our  Investment  Committee,  which  is  composed  only  of  partners. 

3.  Assignment  of  a personal  portfolio  manager  to  constantly  review  each 
client  s portfolio  and  explain  the  “why”  of  a special  situation  when  it  arises. 

Living  by  these  rules,  it  is  fairly  obvious  that  only  a few  “special  situa- 
tions" are  finally  approved  for  recommendation  during  a given  year.  As  a 
result,  our  clients'  investments  are  limited  to  and  concentrated  in  situations 
which  we  believe  offer  appreciable  potential  for  increase  with  limited 
downside  risks. 

For  investors  with  $100,000  or  more,  this  sophisticated  method  of 
portfolio  management  should  be  of  interest. 

If  our  kind  of  service  is  right  for  you,  please  give  Allan  Sutton,  our  Part- 
ner in  Charge  of  our  Investment  Advisory  Serv  ice,  a call  at  (212)  344-5180, 
to  set  up  a meeting  to  discuss  our  method  of  investment  and  fee  structure. 

Or  write  us  for  our  booklet  which  will  give  you  more  detailed  informa- 
tion on  the  David  J.  Greene  and  Co.  “special  situation  approach  to 
investments. 
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30  Wall  Street,  New  York,  New  York  10005 
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been  through  together... 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartoncllosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 

listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


Every  pharmacist  knows  ACHRO”  V stands  for  ACHROMYCIN & V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth—  yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
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Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 
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For  brief  summary  of  nrairrlhinn  information 


Injectable 


brand  of  n ■ 

pentazocine 

(as  lartatpl 


(as  lactate) 


ym 


2 years  and 
100  million  injections 
after  the 
breakthrough 

a bulwark  against  pain 


i 


In  July,  1967, 

injectable  Talwin,  brand  of  pentazocine 
(as  lactate),  was  introduced  with  this 
unique  claim:  "a  breakthrough  in  the 
control  of  pain" 


based  on  extensive  clinical 
investigation 

□ in  over  12,000  patients  by  more  than 
150  investigators 

based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe 
pain  in  acute  and  chronic  disorders* 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperi- 
dine, but  is  not  subject  to  narcotic 
controls 

based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief 
of  pain  in  86%  of  medical  and  of 
surgical  patients  with  a 30  mg.  dose 

□ rapid  onset  of  relief: 

I. M — usually  within  15  to  20  minutes 
I V. —usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactions*  to  those  of  morphine 
and  meperidine 


□ Talwin— relatively  free  from  the 
severe  respiratory  depression,  con- 
stipation, or  urinary  retention  asso- 
ciated with  morphine 

□ Talwin— less  nausea,  vomiting  or 
diaphoresis  than  with  meperidine 

□ Talwin— well  tolerated  by  most 
patients! 

based  on  a wide  range  of 
indications 

□ surgical . . . obstetrical  (labor) . . . 
medical . . . urologic 

based  on  extensive  clinical  and 
laboratory  findings 
Talwin  is  not  subject  to 
narcotic  controls 


In  January,  1968, 

injectable  Talwin,  brand  of 
pentazocine  (as  lactate ), voted 
, . the  biggest  contribution  to 
easing  the  course  of  illness,  fron 
the  patient’s  standpoint . . ,”2 
In  January,  1968,  an  unbiased  an- 
nual poll  of  physicians  named  Talwi 
", . . the  biggest  contribution  [for  the 
year  1967]  to  easing  the  course  of 
illness,  from  the  patient's  standpoin 
even  though  not  prescribed  as 
primary  therapy.”2 
Though  Talwin  had  been  available 
for  only  six  months,  it  was  favored  ii 
this  category  over  all  drugs  intro- 
duced during  1967.  Of  850  physi- 
cians, 401  selected  Talwin.  The 
runner-up  received  less  than  a third 
as  many  votes  as  Talwin. 

And  Today 

Overwhelming  acceptance  of  Talwi 
has  been  expressed  by  the  medical 
profession  through  the  administra- 
tion of  100  million  injections  to  date 
since  its  introduction.’ 

In  1970,  Talwin  continues  to  provide 
effective  control  of  moderate  to  sev 
pain  in  a wide  range  of  clinical 
disorders.* 

Injectable 

Talwin 

■ ■ 

pentazocine 

■ (as  lactate 


bulwark  against  pain 
( moderate  to  severe ) 

□ may  be  used  in  place  of  morphir 
and  other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 

References: 

1.  Based  on  total  number  of  parenter. 
Talwin  ampuls  and  vials  distributed,  d 
vided  by  30  mg.  doses;  data  in  the  file 
of  Winthrop  Laboratories. 

2.  “The  Gray  Sheet,"  M.  Res.  Digest,  vc 
11,  no.  2,  Feb.  1968. 


•Talwin  should  not  be  used  for  patients  wi 
increased  intracranial  pressure,  head  i 
jury  or  pathologic  brain  conditions  in  whh 
clouding  of  sensorium  is  undesirable. 

IFor  details  on  adverse  reactions,  see  pr 
scribing  information,  following. 
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between  the 


patient  and  his  pain 
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narcotic  controls 


Talwin  brand  of  pentazocinefas  lactate) 

Analgesic  lor  parenteral  use 

Contraindications:  Increased  Intracranial  Pressure,  Head  In- 
jury, or  Pathologic  Brain  Conditions  in  which  clouding  of 
sensorium  is  undesirable.  Talwin  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness, 
nausea,  or  respiratory  depression  could  be  misleading. 
Warnings:  Usage  in  Pregnancy.  Safe  use  of  Talwin  during 
pregnancy  (other  than  labor)  has  not  been  established. 
Animal  reproduction  studies  have  not  demonstrated  terato- 
genic or  embryotoxic  effects.  However,  Talwin  should  be 
administered  to  pregnant  patients  (other  than  labor)  only 
when,  in  the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards.  Patients  receiving  Talwin 
during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin 
should  be  used  with  caution  in  women  delivering  premature 
infants. 

Drug  Dependence.  Patients  with  a history  of  drug  abuse 
should  be  under  close  supervision  There  have  been  instances 
of  psychological  and  physical  dependence  on  Talwin  in  pa- 
tients with  such  a history  and,  rarely,  in  patients  without  such 
a history.  Abrupt  discontinuance  following  the  extended  use 
of  parenteral  Talwin  has  resulted  in  symptoms  such  as  ab- 
dominal cramps,  elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when  these  occurred, 
discontinuance  has  been  accomplished  with  minimal  diffi- 
culty. In  the  rare  patient  in  whom  more  than  minor  difficulty 
has  been  encountered,  reinstitution  of  parenteral  Talwin  with 
gradual  withdrawal  has  ameliorated  the  patient's  symptoms. 
Substituting  methadone  or  other  narcotics  for  Talwin  in  the 
treatment  of  the  Talwin  abstinence  syndrome  should  be 
avoided. 

In  prescribing  parenteral  Talwin  for  chronic  use,  particularly 
if  the  drug  is  to  be  self-administered,  the  physician  should 
take  precautions  to  avoid  increases  in  dose  and  frequency  of 
injection  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of  Talwin  is  pref- 
erable for  chronic  administration, 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic 
doses  of  Talwin  have  experienced,  in  rare  instances,  hallu- 
cinations (usually  visual),  disorientation,  and  confusion  which 
have  cleared  spontaneously  within  a period  of  hours.  The 
mechanism  of  this  reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs  checked.  If  the  drug 
is  reinstituted  it  should  be  done  with  caution  since  the  acute 
CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  in  this 
age  group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients  should 
be  warned  not  to  operate  machinery,  drive  cars,  or  unneces- 
sarily expose  themselves  to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  The  possibility 
that  Talwin  may  cause  respiratory  depression  should  be  con- 
sidered in  treatment  of  patients  with  bronchial  asthma.  Talwin 
should  be  administered  only  with  caution  and  in  low  dosage 
to  patients  with  respiratory  depression  (e.g.,  from  other 
medication,  uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  causes  or  increases  renal 
or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver 
disease  appears  to  predispose  to  greater  side  effects  (e  g , 
marked  apprehension,  anxiety,  dizziness,  sleepiness)  from 
the  usual  clinical  dose,  and  may  be  the  result  of  decreased 
metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be 
used  with  caution  in  patients  with  myocardial  infarction  who 
have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the 
effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be 
used  with  caution  in  patients  about  to  undergo  surgery  of  the 
biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antag- 
onist. Some  patients  previously  receiving  narcotics  have  ex- 


perienced mild  withdrawal  symptoms  after  receiving  Talwin. 
CNS  Effect.  Caution  should  be  used  when  Talwin  is  admin- 
istered to  patients  prone  to  seizures;  seizures  have  occurred 
in  a few  such  patients  in  association  with  the  use  of  Talwin 
although  no  cause  and  effect  relationship  has  been  estab- 
lished. 

Adverse  Reactions:  The  most  commonly  occurring  reactions 
are:  nausea,  vertigo  (dizziness  or  lightheadedness),  vomiting, 
euphoria. 

Infrequently  occurring  reactions  are  — respiratory:  respiratory 
depression,  dyspnea,  transient  apnea  in  a small  number  of 
newborn  infants  whose  mothers  received  Talwin  during  labor; 
cardiovascular:  circulatory  depression,  shock,  hypertension; 
CNS  effects:  sedation,  alteration  of  mood  (nervousness,  ap- 
prehension, depression,  floating  feeling),  dreams;  gastroin- 
testinal: constipation,  dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed  skin  including 
plethora,  dermatitis  including  pruritus;  other:  urinary  reten- 
tion, headache,  paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuromuscular  and  psy- 
chiatric: muscle  tremor,  insomnia,  disorientation,  hallucina- 
tions; gastrointestinal:  taste  alteration,  diarrhea  and  cramps: 
ophthalmic:  blurred  vision,  nystagmus,  diplopia,  miosis; 
other:  tachycardia,  nodules  and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  moderate  transient  eosinophilia. 
allergic  reactions  including  edema  of  the  face. 

See  Acute  CNS  Manifestations  and  Drug  Dependence  under 
WARNINGS. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  The  recommended  single  parenteral  dose  is  30  mg.  by 
intramuscular,  subcutaneous,  or  intravenous  route.  This  may 
be  repeated  every  3 to  4 hours.  Doses  in  excess  of  30  mg. 
intravenously  or  60  mg.  intramuscularly  or  subcutaneously  are 
not  recommended.  Total  daily  dosage  should  not  exceed  360 
mg.  As  with  most  parenteral  drugs,  when  frequent  daily  injec- 
tions are  needed  over  a prolonged  period,  intramuscular 
administration  is  preferable  to  subcutaneous.  In  addition, 
constant  rotation  of  injection  sites  (e  g.,  the  upper  outer 
quadrants  of  the  buttocks,  mid-lateral  aspects  of  the  thighs, 
and  the  deltoid  areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscular  30  mg  dose  has 
been  most  commonly  administered.  An  intravenous  20  mg. 
dose  has  given  adequate  pain  relief  to  some  patients  in  labor 
when  contractions  become  regular,  and  this  dose  may  be 
given  two  or  three  times  at  two-  to  three-hour  intervals  as 
needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in 
children  under  twelve  years  of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is  not  recommended. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 
Treatment  of  Overdosage  or  Respiratory  Depression.  Means 
of  maintaining  proper  oxygenation  should  be  available  in 
case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (RitalinD)  should  be  administered  parenterally.  The 
usual  narcotic  antagonists,  such  as  nalorphine,  are  not  effec- 
tive respiratory  stimulants  for  depression  due  to  Talwin. 
Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Ampuls  of  1 ml.  (30  mg.),  IV 2 ml.  (45  mg.),  and 
2 ml.  (60  mg.),  each  1 ml.  containing  Talwin  (brand  of  pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg. 
sodium  chloride,  in  water  for  injection.  Boxes  of  10,  25, 
and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml  containing  Talwin 
(brand  of  pentazocine)  as  lactate  equivalent  to  30  mg.  base. 
2 mg.  acetone  sodium  bisulfite.  1.5  mg.  sodium  chloride,  and 
1 mg.  methylparabon  as  preservative,  in  water  for  injection. 
Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with 
lactic  acid  and  sodium  hydroxide. 
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Books  Received 


The  following  hooks  were  received  during  the  month  of  December,  1969  * 


Anatomy  for  Surgeons:  Volume  3,  The  Back 

and  Limbs,  by  W.  Henry  Hollinshead,  Ph.D. 
Second  edition.  Quarto  of  894  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1969.  Cloth,  $32.50. 

WHITBY  and  BRITTON  Disorders  of  the 
Blood.  By  C.  J.  C.  Britton,  M.D.  Tenth  edi- 
tion. Quarto  of  860  pages,  illustrated.  New 
York,  Grune  & Stratton,  1969.  Cloth,  $19.75. 

Mental  Retardation:  Approaches  to  Institu- 

tional Change.  By  Charles  Carr  Cleland, 
Ph.D.,  and  Jon  David  Swartz,  Ph.D.  Octavo 
of  270  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $12.50. 

Psychophysiology  of  Respiration  in  Health  and 
Disease.  By  Donald  L.  Dudley,  M.D.  Octavo 
of  342  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1969.  Cloth,  $12.75. 

Vesicoureteral  Reflux  and  Its  Treatment.  By 

Chester  C.  Winter,  M.D.  Octavo  of  146  pages, 
illustrated.  New  York.  Appleton-Century- 
Crofts,  1969.  Cloth,  $13.95. 

Surgery  Annual:  Volume  1,  1969.  Series  edi- 
tor Philip  Cooper,  M.D.  Octavo  of  472  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1969.  Cloth,  $16. 

Current  Psychiatric  Therapies.  Volume  9, 
1969.  Edited  by  Jules  H.  Masserman,  M.D. 
Octavo  of  311  pages,  illustrated.  New  York, 
Grune  & Stratton,  1969.  Cloth,  $15.75. 

Evolving  Concepts  in  Psychiatry.  Edited  by 
Perry  C.  Talkington,  M.D.,  and  Charles  L. 
Bloss,  M.D.  Octavo  of  169  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$9.75. 

Herms’s  Medical  Entomology.  By  Maurice  T. 
James,  Ph.D.,  and  Robert  F.  Harwood,  Ph.D. 
Sixth  edition.  New  York,  The  Macmillan  Com- 
pany, 1969.  Cloth.  $15. 

Viral  Infections  of  the  Human  Fetus.  By  Gilles 
R.  G.  Monif,  M.D.  Octavo  of  164  pages,  illus- 
trated. New  York,  The  Macmillan  Companv, 
1969.  Cloth,  $9.95. 

Proceedings  of  the  First  National  Conference 
on  Electronics  in  Medicine.  Quarto  of  211 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


pages,  illustrated.  New  York,  Published  by 
Electronics/Management  Center,  McGraw-Hill 
Inc.,  1969.  Cloth,  $14.50. 

The  Physician's  Guide  to  Managing  Emotional 
Problems.  By  A.  H.  Chapman,  M.D.  Octavo 
of  373  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1969.  Cloth,  $11. 

Illustrated  Dictionary  of  Eponymic  Syndromes 
and  Diseases  and  their  Synonyms.  By  Stanley 
Jablonski.  Quarto  of  335  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Fabrikoid,  $12.75. 

The  Acute  Abdomen.  By  Thomas  W.  Botsford, 
M.D.,  and  Richard  E.  Wilson,  M.D.  Major 
Problems  in  Clinical  Surgery — Volume  X. 
Octavo  of  179  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company',  1969.  Cloth,  $8.00. 

A Handbook  for  Research  in  General  Practice. 

Edited  by  T.  S.  Eimerl,  M.D.,  and  A.  J.  Laid- 
law,  L.R.C.S.Ed.  Second  edition.  Octavo  of 
155  pages,  illustrated.  Edinburgh,  E.  & S. 
Livingstone  Ltd.  (Baltimore,  The  Williams  & 
Wilkins  Company),  1969.  Cloth,  $7.75. 

Arrows  of  Mercy.  By  Philip  Smith.  Octavo  of 
244  pages.  Garden  City,  N.Y.,  Doubleday  & 
Company,  1969.  Cloth,  $5.95. 

Manual  of  Blood  Component  Preparation.  Oc- 
tavo of  113  pages,  illustrated.  Chicago,  Ameri- 
can Association  of  Blood  Banks,  1969.  Spiral, 
$5.00. 

The  Treatment  of  Highway  Injury.  An  Inter- 
national Bibliography.  By  Eric  G.  Hanitzsch. 
Quarto  of  154  pages.  Ann  Arbor,  Highway 
Safety  Research  Institute,  The  University  of 
Michigan,  1969.  Paper,  $5.00. 

Annals  of  The  New  York  Academy  of  Sciences. 
Volume  167,  Art.  2,  pp.  515-1,075,  October  30, 
1969.  Advances  in  Cardiac  Pacemakers.  Con- 
sulting Editor,  Seymiour  Furman.  Octavo.  Il- 
lustrated. New  York,  The  New  York  Academy 
of  Sciences,  1969.  Paper,  $30. 

Mass  Field  Trials  of  the  Diet-Heart  Question: 
Their  Significance,  Timeliness,  Feasibility  and 
Applicability.  Report  of  the  Diet-Heart  Re- 
view Panel  of  the  National  Heart  Institute. 
Edward  H.  Ahrens,  Jr.,  Panel  Chairman. 
Quarto  of  51  pages,  illustrated.  New  York, 
The  American  Heart  Association,  Inc.,  1969. 
Paper,  $4.00.  (American  Heart  Association 
Monograph  Number  28) 
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Medical  Meetings 


Postgraduate  course  on  immunology  offered 

A postgraduate  course  in  “Selected  Topics  in 
Basic  and  Clinical  Immunology”  is  to  be  held 
at  the  Cleveland  Clinic  Educational  Founda- 
tion, Cleveland,  Ohio,  on  February  25  and  26. 

The  course  will  be  presented  by  staff  mem- 
bers of  the  Cleveland  Clinic  Foundation,  as- 
sisted by  several  guest  speakers.  Registration 
fee  is  $50.  Acceptance  will  be  made  in  the  or- 
der of  application. 

For  further  information  write  to:  education 

secretary,  The  Cleveland  Clinic  Educational 
Foundation.  2020  East  93rd  Street,  Cleveland, 
Ohio  44106. 

Symposium  on  functional  pathology  of 
fetus  and  neonate 

A Symposium  on  Functional  Pathology  of 
the  Fetus  and  Neonate:  Clinical  Correlations, 

presented  by  the  Special  Committee  on  Infant 
Mortality  of  the  New  York  County  Medical  So- 
ciety, under  the  chairmanship  of  Harold  Ab- 
ramson, M.D.,  New  York  Medical  College,  is 
to  he  held  on  February  26,  from  8:30  a.m.  to 
5:00  p.m.,  at  the  Hotel  Commodore,  New  York 
City. 

The  symposium,  sponsored  by  The  Associa- 
tion for  the  Aid  of  Crippled  Children,  will 
stress  the  clinical  need  for  a functional  pathol- 
ogy of  the  biological  unit — mother,  placenta, 
fetus,  and  neonate — to  combat  the  persistent 
and  needless  spontaneous  abortions,  fetal  and 
neonatal  deaths,  and  to  aid  the  physician  in 
early  recognition  of  abnormal  conditions  in  the 
embryonal,  fetal,  and  neonatal  infant. 


Seminar  in  anesthesia  offered 

The  eleventh  annual  Postgraduate  Anesthesia 
Seminar,  sponsored  by  the  New  Jersey  State 
Society  of  Anesthesiologists,  is  to  be  held  at  the 
Cherry  Hill  Inn,  Cherry  Hill,  New  Jersey,  on 
March  7. 

The  program  will  feature  the  following 
speakers:  Myron  B.  Laver,  M.D.,  Massachu- 

setts General  Hospital,  Boston,  Massachusetts; 
Mrs.  Marcia  Wasenius  Rie,  Silver  Springs, 
Maryland;  Max  S.  Sadove,  M.D.,  University  of 
Illinois,  Chicago,  Illinois;  and  E.  K.  Azigmond, 
M.D.,  University  of  Michigan  Medical  Center, 
Ann  Arbor,  Michigan. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 

continued  on  page  494 


5ynthroi(T 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
-dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdosage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison's  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds's  Disease  (panhypopituitarism)  or 
Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient's  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1  -1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove.  Illinois  60053 


488  New  York  State  Journal  of  Medicine  / February  15,  1970 


exposes  a double  agen 


Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  Hare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove.  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we’re  looking  for  is  a single 
entity.  I thought  we  were  dealing  with  several  others — 
even  twins.  But  now — -I'd  say  we've  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTH  ROI D (sodium 
levothyroxine)”  . . . 

“Shhh!  Watson,  not  so  loud!  You'll  alert  our  quarry.” 

(Watson  continues):  "A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — 
T4  as  you  call  it.  T4  is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there's  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the 
physician,  too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 


She  secs 

flashing  light 
that  aren  t 
there... 


Some  type  of  aura  occurs  in  an  esti- 
mated 50  per  cent  of  epileptic 
patients.1  This  premonitory  symptom 
of  a seizure  may  provide  a valuable 
clue  to  its  epileptogenic  focus. 

"Focal  types  of  convulsive  disorders 
are  now  known  to  be  the  most  com- 
mon, and  some  authorities  believe 
that  all  epilepsy  has  a focal  ictus."2 
MYSOLINE  (primidone)  has  been 
classified  as  a drug  of  choice  in  psy- 
chomotor and  other  focal  seizures, 3-5 
and  as  an  "excellent"  agent  for  the 
control  of  grand  mal.6 

In  fact,  MYSOLINE  has  been  found 
particularly  effective  in 
illCn  intractable  cases  of 

the  seizure  a™psX-7 

motor  epilepsy,1-1 

where  other  drugs, 

^ such  as  phenobarbital  and 
diphenylhydantoin,  had  failed. 

An  "effective  drug  which  has  now 
stood  the  test  of  time,"4  MYSOLINE 
may  be  used  alone  or,  if  needed,  in 
combination  with  other  anticonvul- 
sants to  advantage. 

Early  side  effects  of  MYSOLINE  are 
generally  more  unpleasant  than 
dangerous,  and  tend  to  disappear  as 
treatment  is  continued.7  Some 
patients  may  exhibit  excessive  drows- 
iness which  may  be  largely  avoided 
by  starting  with  a very  low  dose  of 
MYSOLINE  given  at  bedtime.6  The  low 
initial  dose  is  gradually  increased 
at  weekly  intervals  until  the  effective 
anticonvulsant  dosage  is  reached 
or  tolerance  is  evident.  [MYSOLINE  is 
available  in  two  potencies— in  50  mg. 
and  in  0.25  Gm.  (250  mg.)  scored 
tablets.] 


Service  Aids:  To  help  promote  a 
better  understanding  of  epilepsy  and 
improve  the  cooperation  of  patients 
(young  or  adult),  their  relatives  and 
friends,  Ayerst  Laboratories  has 
prepared  a series  of  service  aids, 
including  specially  prepared  and 
illustrated  booklets.  All  of  these  are 
available  in  quantity  upon  request. 
BRIEF  SUMMARY 

INDICATIONS:  Either  alone  or  in  combination, 
in  control  of  grand  mal,  psychomotor,  and 
focal  epileptic  seizures. 

PRECAUTIONS:  The  total  daily  dosage 
should  not  exceed  2 Gm.  Since  MYSOLINE 
(primidone)  therapy  generally  extends  over 
prolonged  periods,  routine  laboratory  tests 
are  indicated  at  regular  intervals. 

In  nursing  mothers:  If  the  nursing  newborn  of 
a MYSOLINE-treated  mother  appears  unduly 
drowsy,  nursing  should  be  discontinued  since 
substantial  quantities  of  the  drug  may  appear 
in  the  milk. 

Use  in  pregnancy:  Many  patients  have  taken 
antiepileptic  drugs,  including  MYSOLINE, 
during  the  entire  course  of  their  pregnancies 
without  apparent  adverse  effect  on  the  off- 
spring. Nevertheless,  the  benefit  of  the 
administration  of  any  drug  during  pregnancy 
must  be  weighed  against  any  possible  effect 
on  the  fetus. 

ADVERSE  REACTIONS:  The  most  frequently 
occurring  early  side  effects  are  ataxia  and 
vertigo.  These  tend  to  disappear  with  con- 
tinued therapy,  or  with  reduction  of  initial 
dosage.  Occasionally,  the  following  have  been 
reported:  nausea,  anorexia,  vomiting,  fatigue, 
hyperirritability,  emotional  disturbances, 
diplopia,  nystagmus,  drowsiness,  and  morbilli- 
form skin  eruptions.  On  rare  occasion,  per- 
sistent or  severe  side  effects  may  necessitate 
withdrawal  of  the  drug.  Megaloblastic 
anemia  may  occur  as  a rare  idiosyncrasy  to 
MYSOLINE  and  to  other  anticonvulsants. 

The  anemia  responds  to  folic  acid,  15  mg. 
daily,  without  necessity  of  discontinuing 
medication. 

References:  1.  Lennox,  W.  G.,  in  Cecil,  R L.,  and 
Loeb,  R.  F A Textbook  of  Medicine,  ed.  10, 
Philadelphia,  Saunders,  1959,  pp.  1426-1434.  2.  Aird, 
R B : Mod.  Med.  35:30  (Aug.  14)  1967.  3.  Forster, 

F.  M.:  Modern  Therapy  in  Neurology,  St.  Louis, 
Mosby,  1957,  p.  402.  4.  Merlis,  J.  K.:  Maryland  Med. 
J.  12:553  (Nov.)  1S63.  5.  Millichap,  J.  G.:  Postgrad. 
Med.  37:22  (Jan.)  1965.  6.  Livingston,  S : Drug 
Therapy  for  Epilepsy.  Anticonvulsant  Drugs: 

Usage,  Metabolism  and  Untoward  Reactions 
(Prevention,  Detection  and  Management),  Spring- 
field.  Ill  , Thomas,  1966,  pp.  21-28  7.  Toman, 

J.  E P.,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The 
Pharmacological  Basis  of  Therapeutics,  ed.  3, 

New  York,  Macmillan,  1965,  p.  226. 


in  grand  mal  and  psychomotor  epilepsy 
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other  clays  she  doesn't  even  try 

In  the  treatment  of  depression,  Aventyl  HCI  as  part  of 
your  total  therapy  often  brings  early  symptomatic 
improvement.  Aventyl  HCI  aids  in  renewing  motor  function 
and  increasing  interest  in  life.  Patients  may  report  that 
they  eat  more,  enjoy  undisturbed  sleep  . . . generally 
begin  to  function  better.  Relief  from  their  most  distressing 
symptoms  helps  them  “open  up”  and  ventilate  their  problems. 


In  depression 

AVENTYL  HCI 

NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HCI  is  a sale  and  effective  agent  for  treatment  of  mental 
depression,  anxiety-tension  states,  and  psychophysiological  gastro  intestinal 
disorders.  It  is  not  a monoamineoxidase  (MAO)  inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of  Aventyl  HCI  are  milder 
than  those  of  related  antidepressants. 

Indications:  Oepressive  reactions  (alone  or  accompanied  by  anxiety)  associ- 
ated with  such  presenting  symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro  intestinal  disorders  and  symptomatic  reactions 
in  childhood  (e  g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug:  concurrent  use  with  a MAO 
inhibitor  or  use  within  two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states  should  be  closely  followed 
by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the  drug  during  pregnancy. 
The  possibility  of  a suicidal  attempt  in  a depressed  patient  should  always  be 
considered. 

There  have  been  rare  reports  of  agranulocytosis,  jaundice,  hypotension, 
tremor,  urinary  retention,  thrombocytopenic  purpura,  and  paralytic  ileus. 
Periodic  laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial  infarction  and  arrhyth- 
mias. have  been  reported  occasionally  with  related  drugs.  Patients  with 
cardiovascular  disease  should  be  given  Aventyl  HCI  under  close  observation 
and  in  low  dosage.  This  drug,  like  members  of  its  group,  tends  to  produce 
sinus  tachycardia  and  to  prolong  the  conduction  time,  as  manifested  by  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity.  Aventyl  HCI  should  be 
administered  cautiously  in  patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HCI  with  care  in  conjunction  with  sympathomimetic 
or  anticholinergic  drugs.  Epileptiform  seizures  or  troublesome  patient  hostility 
may  occur.  Aventyl  HCI  used  alone  in  schizophrenic  patients  may  result  in 
an  exacerbation  of  the  psychosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant)  has  not  been  thoroughly  studied  If 
these  treatments  are  used  together,  the  physician  should  be  aware  of  possible 
added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of  Aventyl  HCI. 

Patients  receiving  a tricyclic  antidepressant  (e  g.,  nortriptyline)  may  respond 
poorly  to  hypotensive  agents  such  as  guanethidine. 

Adverse  Reactions:  The  following  have  been  observed  or  reported  following 
the  use  of  Aventyl  HCI : dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorientation  and  hallucinations, 
restlessness,  weakness,  precipitation  of  hypomanicor  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar  taste,  blacktongue,  fa- 


tigue, excess  weight  gain  or  weight  loss,  insomnia,  headache,  paresthesia, 
nausea  and  vomiting,  adynamic  ileus,  rash,  itching,  delayed  micturition, 
hunger  sensation,  flushing,  diarrhea,  nocturia,  inner  nervousness,  anxiety 
and  panic,  ankle  and  orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neuropathy,  photosensitization, 
extrapyramidal  symptoms,  and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been  reported. 

Administration  and  Dosage : Aventyl  HCI  is  administered  orally  as  Pulvules® 
or  liquid  Dosage  should  be  individualized.  The  following  general  principles 
are  applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  increasing  doses:  1 Pulvule 
(10  mg  ) twice  the  first  day.  1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day.  the  patient  can  be  given  25  mg.  twice  the  first 
day,  25  mg.  three  times  the  second  day,  and  25  mg.  four  times  daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage.  If  side-effects  of  a more 
serious  nature  or  allergic  manifestations  develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10  mg.  three  or  four  times 
a day;  for  severe  depressions,  100  mg.  daily. 

Dosages  above  100  mg  daily  seem  to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 

Usual  Recommended  Dosage 

ADULTS— 20  to  100  mg.  daily 
Pulvules:  25  mg.— 1 Pulvule  one  to 
four  times  daily 
10  mg.— 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.) 
one  to  four  times  daily 

CHILDREN  — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 
Pulvules:  25  mg.— Ages  seven  to  twelve,  1 Pulvule  one  to  three  times 
daily 

10  mg.— Ages  three  to  six,  1 Pulvule  one  to  three  times  daily 
Ages  seven  to  twelve,  1 or  2 Pulvules  one  to  three 
times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.)  one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspooonfuls  (5  to  10  cc.)  one  to 
times  daily 

Maintenance  medication  is  necessary  until  it  is  evident  that  the  depression 
cycle  has  run  its  spontaneous  course.  This  assumption  may  be  based  upon 
the  history  of  previous  depressions,  the  removal  of  the  precipitating  factors 
in  the  environment,  or  a recognition  that  the  patient  is  able  to  manage  his 
affairs.  It  is  advisable  to  continue  maintenance  therapy  for  several  months 
after  improvement. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly), 
10  mg  (equivalent  to  base)  per  5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of 
100  and  500.  [osig68a] 

Additional  information  available  upon  request. 
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There  is  no  registration  fee  for  interns  and 
residents  in  anesthesiology.  There  is  a regis- 
tration fee  of  $14,  which  includes  luncheon,  for 
nonmembers  of  the  New  Jersey  State  Society  of 
Anesthesiologists,  Inc. 

For  further  information  contact:  Peter  A. 

Tucci,  M.D.,  New  Jersey  State  Society  of  Anes- 
thesiologists, 180  East  21st  Street,  Paterson, 
New  Jersey  07513. 

Refresher  course  in  radiation  therapy 

A one-week  comprehensive  review  of  the 
principles  of  radiation  therapy  and  radiation 
physics  is  being  offered  by  the  Radiation  Medi- 
cine Department,  Long  Island  Jewish  Hospital/ 
Queens  Hospital  Center,  on  March  9 through 
13,  from  9:00  A.M.  to  5:00  P.M. 

This  refresher  course  is  designed  for  resi- 
dents preparing  for  the  radiology  board  exami- 
nation. Registration  fee  is  $50.  For  applica- 
tion and  further  information  contact:  J. 

Smulewicz,  M.D.,  director,  Department  of  Ra- 
diology, Long  Island  Jewish  Hospital /Queens 
Hospital  Center,  82-68  164th  Street,  Jamaica, 
New  York  11432. 

American  College  of  Surgeons  to  meet 

The  annual  combined  meeting  for  doctors  and 
nurses,  sponsored  by  the  American  College  of 
Surgeons,  is  to  be  held  at  the  Sheraton  Park 
Hotel,  Washington,  D.C.,  on  March  16  through 
18. 

The  program  for  physicians  will  include  ses- 
sions in  general  surgery  and  the  specialty  prac- 
tices of  gynecology-obstetrics,  neurosurgery, 
ophthalmic  surgery,  orthopedic  surgery,  oto- 
laryngology, plastic  surgery,  and  urology. 
Topics  include  renal  complications  of  surgery, 
advances  in  chemotherapy,  current  status  of 
surgery  in  sinus  disease,  management  of  neuro- 
genic bladder,  management  of  combat  facial 
wounds,  infertility  in  the  female,  glaucoma, 
when  and  how  to  operate,  cup  arthroplasty  of 
the  hip,  and  long-term  results  of  lumbar  disk 
surgery. 

For  further  information  write  to:  T.  E.  Mc- 

Ginnis, American  College  of  Surgeons,  55  Erie 
Street,  Chicago,  Illinois  60611. 

Symposium  on  delivery  of  heart  care 

The  Coronary  Heart  Disease  Committee  of 
the  New  York  State  Heart  Assembly  is  spon- 
soring a two-day  symposium  on  “Problems  in 
Delivering  Cardiac  Care.”  This  professional 
education  program,  to  be  held  at  the  Flagship 


Hotel,  in  Rochester,  on  March  19  and  20,  is  di- 
rected to  hospital  administrators,  nurse  educa- 
tors, directors  of  nursing  services,  physician  di- 
rectors, and  nursing  supervisors. 

Arthur  J.  Moss,  M.D.,  director. of  the  Coro- 
nary Care  Unit  of  Strong  Memorial  Hospital, 
and  chairman  of  the  Coronary  Heart  Disease 
Committee,  has  gathered  a distinguished  fac- 
ulty from  throughout  the  United  States  to  con- 
duct this  program.  The  members  of  the  faculty 
will  include  Donald  R.  Chadwick,  M.D.,  deputy 
director,  Regional  Medical  Program  Service, 
Department  of  Health,  Education,  and  Wel- 
fare, Bethesda,  Maryland;  Nathan  Hershey, 
Esq.,  research  professor  of  health  law,  Univer- 
sity of  Pittsburgh ; and  Rose  Pinneo,  R.N., 
M.S.,  specialist  in  cardiovascular  nursing,  Roch- 
ester Regional  Medical  Program. 

Among  the  subjects  to  be  discussed  are:  the 

Role  of  Regional  Medical  Programs  in  Cardiac 
Care;  the  Extension  of  the  Coronary  Care 
Philosophy  to  the  Community;  the  Legal  Im- 
plications in  Coronary  Care  Units,  and  the  Ex- 
pedience of  Excellence  in  Coronary  Nurse 
Training.  The  noted  author  and  lecturer, 
Rabbi  Jerome  Folkman,  professor  of  sociology, 
Ohio  State  University,  will  be  the  dinner 
speaker. 


American  Geriatrics  Society  to  meet 

The  27th  annual  meeting  of  the  American 
Geriatrics  Society  will  be  held  at  The  Ameri- 
cana, New  York  City,  on  April  3 and  4. 

For  further  information  contact:  Edward 

Henderson,  M.D.,  executive  director,  American 
Geriatrics  Society,  10  Columbus  Circle,  Room 
1470,  New  York,  New  York  10019. 


Course  offered  on  tuberculosis 

The  National  Communicable  Disease  Center 
is  offering  a course  on  “Tuberculosis  Today” 
to  be  held  at  the  Center,  in  Atlanta,  on  April  6 
through  10;  June  15  through  19;  and  July  27 
through  31.  The  purpose  of  the  course  is  to 
fully  qualify  physicians  and  nurses  to  perform 
their  job  in  tuberculosis  control. 

The  following  topics  will  be  covered:  Trans- 

mission and  Pathogenesis;  Tuberculin  Testing; 
X-Ray  Interpretation;  Treatment  of  the  In- 
fected and  the  Diseased;  Patient  Education; 
Atypical  Mycobacteria;  Outpatient  versus  In- 
patient Care;  and  Control  Activities. 

Application  forms  may  be  obtained  from  the 
New  York  State  Health  Department  or  from 
the  Tuberculosis  Branch,  National  Communica- 
ble Disease  Center,  Atlanta,  Georgia  30333. 
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when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


CDNAL 


Clinically 


effective 

for  G.  U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug”  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands,  R.X.:  New  York  St.  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas, 
Jr.,  J.,  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502.  1960;  (5)  Strauss  B.:  Clin.  Med.  4:307-310,  1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 


CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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MANUFACTURERS  OF  URICEUTICAL®  SPECIALTIES 


ANESTACON®  • CYSTOSPAZ®  • MANDACON™  • URISED® 
URISEDAMINE®  • OTRASUL®  Tablets  and  Suspension 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1, 15  mg.;  phenylpropanolamine  HC1,  15  mg. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sipusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND.  VA.  23220 


These  children  need  C A R 12 


Children  cry.  They  cry  when  they  need  to  be 
burped,  or  want  comfort  and  reassurance.  And 
around  the  world  there  are  warm  arms  that 
cuddle  little  people. 

But  not  in  South  Vietnam.  Children  cry 
here  from  the  rat-tat-tat  of  machine  guns  hid- 
den in  steaming  jungles.  They  cry  as  flames 
consume  homes,  and  parents  are  no  more.  They 
weep  for  the  world  and  cry  out  for  the  com- 
passion of  mankind. 

If  you  love  children,  help  CARE  to  aid 
these  small  members  of  the  human  family.  You 
have  it  in  your  power  to  cradle,  love  and  restore. 

Generous  American  and  Canadian  citi- 


zens have  enabled  CARE  to  send  vitally  needed 
aid  to  every  province  of  South  Vietnam.  The 
money  they  gave  has  been  spent  for  food  for 
those  who  have  no  food.  Homes  for  the  dis- 
placed. Educational  supplies  for  children 
whose  schools  have  been  destroyed.  Agricul- 
tural tools  to  enable  villages  to  grow  more  food. 
The  need  for  such  assistance  increases  daily. 

In  South  Vietnam,  the  children  cry  out. 
Can  you  close  your  ears  and  pass  by  on  the 
other  side? 

Won't  you  please  make  out  a check  or 
money  order  to  Publishers'  Children’s  Fund 
and  send  it  today  to: 


Publishers’  Children’s  Fund— Vietnam 
CARE,  Inc.,  660  First  Avenue,  New  York,  N.  Y.  10016 

(Contributions  arc  tax  deductible) 

This  advertisement  appears  as  a public  service  an  part  of  a cooperative  program  sponsored  by  American  magazine  and  book  publishers. 
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occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vc scular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  eryfhemo.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poln,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended  t.oo6a  / 1/70  / u.s  patent  no  3.001,910 
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Medical  News 


“What  makes  you  groove?” 

“What  Makes  You  Groove?”  was  a film  pre- 
sented as  the  focal  point  of  the  marihuana  dis- 
cussion following  the  opening  ceremonies  of  the 
statewide,  two-day  conference  held  on  Novem- 
ber 24th  and  25th,  1969,  at  the  Statler  Hilton 
Hotel.  Produced  by  Myron  Solin  of  Benchmark 
Films,  the  thirty-one-minute,  16-mm.  color  film 
is  now  available  to  community  groups  free  of 
charge  through  their  local  narcotic  education 
centers.  The  film  is  an  edited  version  of  a se- 
ries of  candid  searching  conversations  between 
youngsters,  both  drug  users  and  nonusers,  ques- 
tioning rationalizations  and  motivations,  stim- 
ulating a re-examination  of  values.  There  is  no 
adult  intervention,  and  there  are  no  pat  conclu- 
sions. 

E.  V.  Allen  Memorial  Scholarships 

Deadline  for  applications  for  the  E.  V.  Allen 
Memorial  Scholarships,  open  to  junior  and  sen- 
ior medical  students  attending  medical  schools 
in  the  United  States  or  Canada,  is  April  1, 
1970.  This  scholarship  provides  three  months 
of  cardiovascular  study  at  the  Mayo  Clinic, 
Rochester,  as  well  as  $1,000  award.  Brochures 
may  be  obtained  by  writing  to  Minnesota  Heart 
Association,  4701  West  77th  Street,  Edina,  Min- 
nesota 55435.  Applicants  will  be  notified  by 
May  1,  1970. 

New  York  Allergy  Society 

The  annual  business  meeting  of  the  New 
York  Allergy  Society  was  held  on  November  5, 
1969.  The  following  officers  were  elected  for 
the  1969  to  1970  academic  year:  President — 

Earl  Brown,  M.D. ; President-Elect — Bernard 
Levine,  M.D. ; Vice-President — Louis  Mamelok, 
M.D.;  Secretary — Michael  Grieco,  M.D.;  Treas- 
urer— Robert  Feldman,  M.D. ; and  Assistant 
Secretary-Treasurer- — Donald  McKaba,  M.D. 

New  forms  for  recording  births, 
deaths,  and  fetal  deaths 

Starting  January  1,  1970,  new  certificate 
forms  for  recording  births,  deaths,  and  fetal 
deaths  were  put  into  use  in  New  York  State 
exclusive  of  New  York  City.  The  new  death 
certificate  is  modified  to  permit  its  use  by  either 
the  attending  physician,  the  coroner,  or  medical 
examiner.  A Veteran  Status  item  has  been  re- 
stored, and  a coding  margin  is  provided.  The 
new  forms  will  provide  improved  spacing  and 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


legibility,  have  a well-defined  confidential  sec- 
tion, and  reflect  the  deletion  of  several  items, 
and  the  rewording  of  others.  The  new  birth 
and  fetal  death  certificates  have  a confidential 
section  which  can  be  detached  from  the  perma- 
nent record  and  destroyed  after  abstracting  the 
marginal  data.  Space  for  coding  these  data  is 
provided  in  the  margin  so  the  document  face 
will  remain  clear.  Check  boxes  are  used  when- 
ever possible  for  convenience  and  accuracy. 
Items  dropped  include  parents’  Social  Security 
numbers,  several  conditions  of  the  mother  dur- 
ing pregnancy,  and  historical  data  on  fetal 
deaths  under  twenty  weeks  of  gestation. 

Service  to  hospitals 

The  coronary  Heart  Disease  Committee  of 
the  New  York  State  Heart  Assembly  has  de- 
veloped a Coronary  Care  Consultant  Service  as 
a service  to  hospitals  throughout  New  York 
State.  Members  of  the  committee,  who  have  ex- 
tensive experience  in  coronary  care  units,  will 
be  available  to  consult  with  interested  persons 
from  local  hospitals.  These  consultants  will  be 
available  to  discuss  all  aspects  of  Coronary 
Care  Units  with  those  who  are  involved  in 
planning  or  who  are  responsible  for  the  exist- 
ing unit.  Any  hospital  wishing  to  make  use  of 
this  service  should  contact:  John  H.  King,  As- 
sistant Director,  New  York  State  Heart  As- 
sembly, Inc.,  3 West  29th  Street,  New  York, 
New  York  10001. 

Personalities 

Speakers.  Sidney  Goldstein,  M.D.,  and  Ar- 
thur J.  Moss,  M.D.,  associate  professors  of  med- 
icine, University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  at  the  American  Heart  As- 
sociation annual  meeting,  Dallas,  Texas,  in  No- 
vember, 1969. 

Appointments.  Frank  E.  Iaquinta,  M.D.,  as  - 
chairman  of  the  newly-created  Department  of 
Ambulatory  Care,  at  the  Roosevelt  Hospital  . . . 
Arthur  J.  Lewis,  M.D.,  as  executive  secretary  of 
the  Committee  on  Public  Health  of  The  New 
York  Academy  of  Medicine  . . . Elliot  W. 
Strong,  M.D.,  as  chief  of  the  Head  and  Neck 
Service  and  attending  surgeon,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases  . . . Martin 
F.  Stein,  Jr.,  M.D.,  as  director,  Department  of 
Medicine,  and  Stephen  F.  Allen,  M.D.,  as  direc- 
tor, Department  of  Obstetrics-Gynecology,  at 
St.  Joseph’s  Hospital,  Yonkers. 

Installed.  George  Keating,  M.D.,  as  presi- 
dent of  the  New  York  State  Society  of  Anes- 
thesiologists. 


500  New  York  State  Journal  of  Medicine  / February  15,  1970 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


Medical  Schools 


Albany  Medical  Center 

Robert  D.  Reinecke,  M.D.,  became  professor  and 
chairman  of  the  Department  of  Ophthalmology 
at  the  College  and  ophthalmologist-in-chief  at 
the  Center  on  January  1.  Dr.  Reinecke  suc- 
ceeded James  E.  Miller,  M.D.,  who  resigned  in 
the  summer  of  ’69. 

Cornell  University  Medical  College 

New  deans  appointed.  Thomas  H.  Meikle,  Jr., 
M.D.,  and  Julian  R.  Rachele,  Ph.D.,  have  been 
appointed  to  the  newly-created  posts  as  deans 
of  the  Graduate  School  of  Medical  Sciences. 
Dr.  Meikle  will  also  hold  the  titles  of  associate 
dean,  Cornell  University  Graduate  School  (at 
Ithaca)  and  associate  dean  of  the  College.  Dr. 
Rachele  will  continue  as  administrative  head 
of  the  Graduate  School  of  Medical  Sciences  and 
will  also  be  assistant  dean,  Cornell  University 
Graduate  School  (at  Ithaca) . 

New  post  created.  August  H.  Groeschel,  M.D., 


has  been  appointed  to  the  newly-created  post  of 
vice-president  of  The  New  York  Hospital-Cor- 
nell  Medical  Center.  He  is  an  assistant  pro- 
fessor of  Public  Health  at  the  College. 

Downstate  Medical  Center 

Grants.  A total  of  $1,390,031  was  received  dur- 
ing October  and  November,  1969,  for  28  re- 
search and  training  grants.  The  awards  pro- 
vide for  seven  new  projects,  15  renewals,  and 
six  supplements. 

Appointments  and  promotions.  Recent  appoint- 
ments have  been:  in  medicine:  Chin  Chu  Lin, 
M.D.,  Frederick  H.  Sillman,  M.D.,  George  E. 
Smart,  F.R.C.S.,  M.R.C.O.G.,  M.B.,  Ch.B.,  in- 
structors; obstetrics  and  gynecology : Rene  F. 

Rodriguez,  M.D.,  clinical  instructor;  orthopedic 
surgery:  Gil  F.  S.  Olegario,  M.D.,  clinical  in- 
structor; pathology:  Leticia  Ganuelas,  M.D., 

V.  Krishnaraj,  M.D.,  Jerome  Tepperberg,  M.D., 

continued  on  page  502 
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clinical  instructors;  pediatrics : Leo  L.  Oxley, 

Jr.,  M.D.,  clinical  assistant  professor,  Oliver 
David,  M.D.,  instructor,  Jerald  Steisel,  M.D., 
and  Ursula  H.  Thunberg,  M.D.,  clinical  instruc- 
tors; psychiatry:  Mahesh  N.  Kinkhabwala, 

M.B.B.S.,  assistant  professor;  radiology:  An- 

thony T.  Kovalik,  M.D.,  assistant  professor; 
surgery:  Arvind  J.  Mahhani,  M.B.B.S.,  clini- 
cal instructor.  Promoted  were:  obstetrics  and 

gynecology : John  G.  Boyce,  M.D.,  professor; 

pediatrics : Hossein  Ghadimi,  M.D.,  professor, 

Gaida  Adamsons,  M.D.,  and  Harley  Gordon, 
M.D.,  C.Ch.,  clinical  assistant  professors;  psy- 
chiatry: Herbert  J.  Levowitz,  M.D.,  David 

Newman,  M.D.,  Daniel  S.  Papernik,  M.D.,  and 
George  L.  Wing,  M.D.,  clinical  assistant  pro- 
fessors; Eleanor  M.  Townsend,  M.D.,  instruc- 
tor. 

Faculty  notes.  Wolfram  Keup,  M.D.,  clinical 
associate  professor  of  psychiatry,  was  elected 
president,  Eastern  Psychiatric  Research  Asso- 
ciation; Vojin  N.  Smodlaka,  M.D.,  clinical  as- 
sistant professor  of  rehabilitation  medicine, 
was  elected  president,  American- Yugoslav  Med- 
ical Society;  Richard  C.  Troutman,  M.D.,  pro- 
fessor and  head  of  ophthalmology,  was  ap- 
pointed to  Board  of  Directors,  Eye  Bank  Asso- 
ciation of  America. 


New  York  Medical  College 

New  president.  In  December,  1969,  Dr.  Fred- 
erick L.  Stone,  director  of  the  National  Insti- 
tute of  General  Medical  Sciences,  National  In- 
stitutes of  Health,  was  appointed  president  of 
the  College-Flower  and  Fifth  Avenue  Hos- 
pitals, Inc.  Dr.  Stone  succeeds  Dr.  David 
Denker,  who  resigned  in  the  summer  of  ’69. 

New  York  University  School  of  Medicine 

Promoted.  Irvin  I.  Kricheff,  M.D.,  has  been 
promoted  to  professor  of  radiology.  Dr.  Kri- 
cheff is  director  of  the  neuroradiology  services 
at  University  Hospital  and  at  Bellevue  Hos- 
pital Center  and  codirector  of  a neuroradiology 
fellowship  training  program  sponsored  by  the 
National  Institutes  of  Health. 

State  University  of  New  York  at  Buffalo 

Associate  provost.  Eugene  J.  Lippschutz,  M.D., 
a cardiologist,  was  appointed  associate  provost 
of  the  Faculty  of  Health  Sciences  in  December. 
At  the  time  of  his  appointment  he  was  professor 
of  medicine  and  associate  chairman  of  the  De- 
partment of  Medicine.  Dr.  Lippschutz  will 
concentrate  his  efforts  in  the  general  area  of 
academic  development  and  retain  his  professor- 
ship in  the  School  of  Medicine. 
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Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
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Eli  Lilly  and  Company 
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tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author(s) 
and/or  editor (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 
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Editorials 


Alfred  Adler— February  7,  1870— May  28,  1937 


The  American  Society  of  Adlerian  Psy- 
chology is  planning  a nationwide  celebration 
in  honor  of  Alfred  Adler  during  his  centen- 
nial year  of  1970.  All  students  of  psychol- 
ogy and  psychiatry  will  look  forward  to  the 
contributions  which  this  coming  year  will 
produce. 

Adler’s  views  are  well  set  forth  in  his 
writings  and  in  more  recent  years  in  the 
writings  and  reviews  of  such  scholars  as 
Heinz  L.  Ansbacher  and  Rowena  Ansbacher, 
whose  text,  The  Individual  Psychology  of 
Alfred  Adler:  A Systematic  Presentation 

in  Selections  from  His  Writings,  is  probably 
the  definitive  work  on  the  subject.  The 
story  of  his  life  has  been  written  beautifully 
by  the  distinguished  writer,  Phillis  Bottome 
in  Alfred  Adler,  A Portrait  from  Life. 

As  the  founder  of  individual  psychology, 
he  emphasizes  the  egoistic  side  of  man’s  na- 
ture, the  striving  for  power,  as  a compensa- 
tion for  feelings  of  inferiority.  The  neuro- 
sis evolves  as  an  attempt  to  free  oneself  from 
the  feeling  of  inferiority  and  most  often  in 
the  striving  for  socially  useless  power.  In 
treatment,  Adler  stresses  the  need  for  social 
adaptation  along  useful  and  altruistic  lines. 
He  is  optimistic  in  his  approach,  always 
pressing  toward  positive  achievement  and 
away  from  the  negative  destructive  aspects 
of  neurosis. 

Adler  ascribed  some  of  this  attitude  to  a 
personal  experience  of  his  childhood.  When 
he  was  about  five  years  old,  his  attending 
physician  had  pronounced  his  case  hopeless, 
but  he  was  impressed  by  the  positive  atti- 
tude of  a second  physician,  who  advised  a 
treatment  which  cured  him  of  his  respira- 
tory illness. 

Evidently  his  approach  to  patients  was 
most  warm  and  friendly,  and,  yet,  at  the 
same  time  he  believed  that  the  actual  change 
in  the  nature  of  the  patient  could  be 
achieved  only  by  the  person  himself.  In  his 
emphasis  on  the  healthful  qualities  of  so- 


cializing, relating  to  others  and  doing  good 
things,  one  is  reminded  of  Thomas  Jeffer- 
son, who  looked  on  altruistic  social  inter- 
course as  real  food  or  nourishment  to  a well- 
adjusted  personality. 

One  of  his  greatest  achievements  was  the 
establishment  of  mental  hygiene  clinics  in 
the  city  of  Vienna.  In  this  project  he  had 
the  close  cooperation  not  only  of  physicians 
but  also  of  the  teachers  of  his  city.  He  was 
a regular  visitor  to  the  United  States  after 
1925.  In  this  country  he  continued  his  clin- 
ical and  private  practice,  his  lectures  and 
writings,  and  was  professor  of  medical  psy- 
chology at  the  Long  Island  College  of  Medi- 
cine, now  the  Downstate  Medical  Center. 
He  died  in  Aberdeen,  Scotland,  in  1937, 
while  on  a lecture  tour. 

We  shall  hear  much  of  his  differences 
with  other  schools  of  psychiatric  thought 
during  the  centennial  year.  He  lived  and 
made  his  contributions  during  an  exciting 
period  of  growth  in  psychiatry  in  our  world. 
It  was  a time  when  pellagra  was  eradicated. 
It  was  a time  when  the  paretic  form  of 
syphilis  of  the  brain  was  being  eradicated. 
It  was  a time  when  the  medical  profession 
turned  to  psychiatry  for  guidance  in  the 
emotional  aspects  of  all  disease  and  par- 
ticularly psychosomatic  problems.  It  was  a 
time,  too,  when  leaders  and  teachers  were 
establishing  university  centers  and  psychi- 
atric departments  where  none  had  existed 
before.  Those  of  us  who  were  young  men  in 
psychiatry  in  this  period  heard  many  of 
these  men  express  the  opinion  that  their  life 
and  work  had  been  overshadowed  by  the 
contributions  of  psychoanalysis,  particularly 
the  illuminating  and  deep  insights  of  Freud. 
Certainly,  along  with  Freud  and  Jung,  Ad- 
ler made  a lasting  contribution  to  our  under- 
standing and  treatment  of  the  mentally  sick, 
and  coined  terms  which  will  always  be  re- 
membered and  associated  with  his  name  and 
his  style  of  life  and  work.  J.  H.  W. 
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On  how  to  survive  meetings 


Most  surgeons  are  inherently  impatient 
active  people  with  overwhelming  needs  to  do 
something — anything.  The  obvious  conflict 
of  such  a personal  pattern  with  those  of  a 
majority  of  experienced  committeemen  on 
medical  and  community  meetings  is  evident 
to  anyone  who  has  been  asked  to  participate 
in  hospital  review  boards,  bed  utilization 
committees,  or  a medical  alumni  advisory 
group,  and  the  fashionable  regional,  compre- 
hensive, urban,  community,  and  human  rela- 
tions boards.  The  increasing  number  of 
such  meetings  requires  development  of  tech- 
nics to  insure  survival  without  risking  brain 
damage  from  several  clock  hours  of  boredom 
and  adverse  physiologic  effects  of  every- 
thing stasis. 

For  example,  one  may  use  the  inevitable 
tablet  and  yellow  lead  pencil  to  write  an 
editorial. 

Doodling  is  socially  acceptable  but,  unless 
one  is  prepared,  it  is  a limited  exercise. 
The  experienced  committeeman  has  taken  a 
few  art  lessons  and  spends  his  time  sketch- 
ing portraits  or  caricatures  of  his  fellow 
captives.  This  is  a powerful  weapon  and 
can  be  used  to  devastate  the  meeting  or  a 
particularly  annoying  chairman. 

Reflective  personal  notes  are  difficult  to 
work  on  in  competition  with  the  dissonant 
babble  of  voices  and  equally  disturbing — 
sudden  silences. 

Carrying  on  personal  conversations  are 
frowned  on,  and  leaving  the  meeting  at  in- 
tervals with  a colleague  may  be  misinter- 
preted as  reflection  of  physiologic  aging 
which  may  be  undesirable  if  one  is  ambi- 
tious to  assume  leadership. 

Of  course,  one  can  always  instruct  one’s 
secretary  to  call  about  fifteen  minutes  after 
the  meeting  is  started,  but  this  ploy  can’t 
be  used  too  frequently  or  the  intent  becomes 
obvious. 


One  can  volunteer  to  pour  the  inevitable 
coffee  but  unless  this  is  done  skillfully  it  may 
reflect  on  one’s  public  image  as  a surgeon. 
Surreptitious  exercise  by  tensing  various 
muscle  groups  is  excellent  if  it  is  done  with- 
out involuntary  grimaces.  Naturally,  it  is 
best  or  wisest  to  avoid  physical  contact  with 
adjacent  committee  members.  It  can  be 
embarrassing  to  use  a table  leg  for  counter 
pressure  only  to  find  that  (1)  you  have  made 
a mistake  of  identification,  or  (2)  the  furni- 
ture is  fragile  and  promptly  ruptures. 

Sleeping  at  a meeting  is  socially  unaccept- 
able. Physicians  can  be  immediately  identi- 
fied since  they  fall  asleep  immediately  after 
the  lights  are  lowered  to  show  slides.  Shad- 
ing ones  eyes  or  even  supporting  the  chin 
are  suspect.  The  experienced  participant  is 
careful  to  maintain  an  uncomfortable  posi- 
tion. The  talented  man  nods,  orients  his 
head  to  the  speaker,  and  smiles  and  votes 
while  sleeping.  Some  internists  have  devel- 
oped this  facility  as  a result  of  prolonged 
daily  “grand”  rounds. 

As  a last  resort,  one  actively  participates 
in  the  meeting  especially  if  a friend  is  chair- 
man and  is  desperately  trying  to  stimulate 
the  group.  If  an  abrupt  statement  in  a loud 
voice  has  no  relevance  to  the  ongoing  discus- 
sion, one  can  always  follow  with  a modifier 
that  “he  was  just  testing  the  water,”  or 
“throwing  it  out  for  a look-see,”  or  whatever 
trite  phrase  is  fashionable  at  the  moment. 
Old  phrases  like  old  jokes  may  earn  demerits. 

Last,  always  leave  the  meeting  with  a 
show  of  enthusiasm.  Never  fail  to  pick  up 
the  materials  distributed  during  the  meet- 
ing. Always  write  down  the  date  of  the  next 
meeting — after  demonstrating  that  you 
can’t  possibly  attend  on  several  proposed 
dates.  Compliment  your  neighbors,  the 
chairman,  and  leave  rapidly  as  befits  a busy 
man.  G.  E.  M. 
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in  acute  and  chronic  diarrheas 


LOMOTIL  SAVES 


TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg.  . 

(Warning:  May  be  habit  forming) 
atropine  sulfate.  0.025  mg.  (1/2,400  grain) 

body  fluids . . . electrolytes . . . patients  from  exhaustion 


Lomotil  acts  promptly  and  directly  to  lower  the 
excessive  intestinal  motility  of  diarrhea.  This 
therapeutic  restraint  on  the  overactive  bowel 
allows  a normal  or  more  nearly  normal  reab- 
sorption of  water  and  electrolytes. 

The  proficiency  of  Lomotil  in  conserving  body 
fluids  and  electrolytes  often  saves  patients  from 
the  exhaustion  that  accompanies  prolonged 
diarrhea. 

Lomotil  acts  to  control  the  intestinal  mecha- 
nisms of  diarrhea;  therefore,  it  is  highly  useful  in 
controlling  diarrhea  associated  with: 

ileostomy  • acute  infections  • functional  hypermotility 
irritable  bowel  • gastroenteritis  • drug-induced  diarrhea 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and  w>th  cau- 
tion. if  not  contraindicated,  in  patients  with 
cirrhosis,  advanced  liver  disease  or  impaired 
liver  function. 

Precautions:  Lomotil  is  a Federally  exempt 
narcotic  with  theoretically  possible  addictive 
potential  at  high  dosage;  this  is  not  ordinarily 
a clinical  problem.  Use  Lomotil  with  consider- 
able caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not  be  ex- 
ceeded. and  medication  should  be  kept  out  of 
reach  of  children.  Should  accidental  overdosage 
occur,  signs  may  include  severe  respiratory  de- 
pression. flushing,  lethargy  or  coma,  hypotonic 
reflexes,  nystagmus,  pinpoint  pupils,  tachy- 


cardia; continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness, vomiting,  pruritus,  restlessness,  abdomi- 
nal discomfort,  headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling  of 
the  gums,  euphoria,  depression  and  malaise. 
Respiratory  depression  and  coma  may  occur 
with  overdosage. 

Dosage:  The  recommended  initial  daily  dos- 
ages. given  in  divided  doses  until  diarrhea  is 
controlled,  are  as  follows: 


Children:  Total  Daily  Dosage 

3-6  mo V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vr  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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She  is  xmmnt^0W.  She  is  67. 

When  she  iiee^ls  an  antibiotic 
she  may  be  a candidate  for 

DECLOSTATIN  300 

Dt  iin  l liv  U litorlrl  lacycliiK'  lit 1 300  mg 

and  Nystatin  500,000  units  •»  g~M 

CAPSULE-SHAPED  TABLETS  Lederle  J 9 • 1 • UL  • 

To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 


For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 


Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  .10  days,  even  though  symptoms 
have  subsided.  ^5228*5P 
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Assessing  the  Cardiac  Patient 
for  Rehabilitation 

RAYMOND  HARRIS,  M.D. 

Albany,  New  York 

SiR  James  Mackenzie,  the  father  of  mod- 
ern cardiology,  wrote  in  1913,  “A  serious 
responsibility  is  thrown  upon  every  practi- 
tioner, at  times,  in  advising  upon  certain 
questions.  Should  a man  give  up  his  busi- 
ness? This  is  a question  in  which  advice 
is  constantly  sought,  whether  the  individual 
be  a statesman  or  a laborer.  The  greatest 
care  is  necessary  in  formulating  an  answer.” 
‘‘Rehabilitation  of  the  Cardiac  Patient,” 
the  theme  of  this  conference,  includes  not 
only  cardiac  rehabilitation  (treatment 
which  improves  the  heart  by  medical,  surgi- 
cal, and  other  means)  but  also  the  psycho- 
logic, social,  economic,  and  vocational  fac- 
tors which  play  a part  in  the  return  of  the 
cardiac  patient  to  a meaningful  life  with 
opportunities  for  status,  achievement,  recog- 
nition, and  economic  solvency  sufficient  to 
satisfy  his  fundamental  needs.  Rehabilita- 
tion not  only  returns  the  cardiac  patient  to 

Presented  at  the  New  York  State  Heart  Assembly  State- 
wide Conference  on  Rehabilitation  of  the  Cardiac  Patient, 
State  University  of  New  York  at  Albany,  April  18,  1968. 


productive  work,  whenever  possible,  but  also 
strengthens  his  inner  resources,  his  feelings 
of  usefulness,  his  sense  of  independence,  and 
his  feeling  of  belonging — intangible  factors 
which  produce  better  physical  and  mental 
well-being. 

The  National  Health  Survey  for  1960- 
1962  emphasizes  the  potential  for  rehabili- 
tation of  the  cardiac  patient.1  Of  the  111.1 
million  adults  in  the  United  States,  14.6 
million  adults  (13  per  cent)  had  definite 
heart  disease,  and  nearly  the  same  number 
(11.7  per  cent)  had  suspect  heart  disease. 
The  prevalence  of  heart  disease,  particularly 
hypertensive,  coronary,  and  rheumatic  heart 
disease,  rises  steeply  with  age.  As  this  sur- 
vey shows,  heart  disease  is  often  a complex, 
multifaceted  disease  entity,  and  many  per- 
sons with  heart  disease  have  more  than  one 
type  of  disease.  Hypertensive  heart  disease 
is  the  most  common  form,  the  survey  show- 
ing that  more  than  10  million  adults  have 
definite  hypertensive  heart  disease,  and 
nearly  4.8  million  have  suspect  hypertensive 
heart  disease.  Hypertensive  heart  disease 
is  more  common  in  Negro  than  in  white 
adults,  occurring  nearly  three  times  more 
in  male  Negroes  than  in  whites,  and  2.2 
times  more  in  female  Negroes  than  in  white 
women.  Coronary  heart  disease  is  next  in 
importance  numerically  with  3 million  defi- 
nite cases  and  2.4  million  suspect  cases. 
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About  41  per  cent  of  all  cases  of  definite 
coronary  heart  disease  have  coexisting  hy- 
pertensive heart  disease  or  some  other  spe- 
cific heart  disease.  Another  15  per  cent 
have  some  other  evidence  of  heart  disease. 

This  conference  is  designed  to  help  physi- 
cians to  advise  their  patients  with  heart 
disease  not  only  whether  but  also  how  they 
can  return  to  a more  meaningful  life  after 
a heart  attack.  Such  advice  is  best  offered 
by  well-informed  physicians  who  are  ac- 
quainted with  and  understand  the  problems 
and  methods  involved  in  the  management 
and  rehabilitation  of  patients  with  heart 
disease.  Such  physicians  caring  for  pa- 
tients with  heart  disease  are  concerned  with 
the  appraisal  of  work  capacity  and  are  fa- 
miliar with  these  aspects  of  rehabilitation 
necessary  to  set  up  a life  pattern  calculated 
to  insure  as  many  useful  and  enjoyable  years 
as  possible.  When  faced  with  an  unfavor- 
able outlook,  such  physicians  must  tactfully 
deal  with  the  necessary  medical,  personal, 
and  family  adjustments. 

The  long-range  implications  of  a cardiac 
disability  are  important  to  the  patient,  his 
family,  and  his  employer.2  The  physician 
must  include  all  these  interested  parties  in 
his  plans  for  the  cardiac  patient.  He  can 
call  on  others  for  assistance  in  rehabilitat- 
ing the  cardiac  patient.  The  psychologist, 
social  worker,  vocational  counselor,  psychia- 
trist, and  others  may  be  very  useful  in  meet- 
ing the  needs  of  the  cardiac  patient,  but  it 
is  to  the  well-informed  physician  that  all 
must  turn  to  get  a proper  medical  and  prog- 
nostic evaluation  of  the  patient’s  condition. 

This  presentation  will  focus  on  rehabili- 
tation of  patients  with  coronary  artery  dis- 
ease, but  rehabilitation  of  patients  with  hy- 
pertensive heart  disease,  rheumatic  heart 
disease,  syphilitic  heart  disease,  and  other 
types  of  heart  disease  should  not  be  over- 
looked. The  principles  involved  in  rehabili- 
tation of  patients  with  coronary  artery  dis- 
ease remain  essentially  the  same  in  the  re- 
habilitation of  patients  with  other  forms  of 
heart  disease. 


Cardiac  rehabilitation 

Evaluation.  Medical  evaluation  of  the 
cardiac  patient  for  rehabilitation  requires 
assessment  of  the  presence  and  severity  of 
his  heart  disease,  the  psychologic  factors, 


training,  habits,  and  dexterity  of  the  pa- 
tient. It  would  appear  simple  to  determine 
if  the  patient  has  a heart  condition,  but  too 
often  in  my  consulting  practice  I cannot  al- 
ways find  heart  disease  in  patients  referred 
for  heart  disability  by  government  bureaus, 
insurance  companies,  and  other  physicians.3 

A good  history,  complete  physical  exami- 
nation, electrocardiogram,  exercise  tolerance 
test,  cardiac  fluoroscopy,  and  a 7-foot  chest 
x-ray  film  constitute  the  minimum  work-up 
for  proper  evaluation  of  the  patient’s  gen- 
eral health,  his  cardiac  condition,  and  his 
ability  to  work.  A normal  heart  size,  elec- 
trocardiogram, and  chest  x-ray  film  in  an 
asymptomatic  patient  with  a history  of  myo- 
cardial infarction  usually  convey  a good 
prognosis.  On  the  other  hand,  electrocardio- 
graphic abnormalities,  heart  enlargement, 
and  cardiac  symptoms  indicate  more  ad- 
vanced heart  disease  and  require  a careful 
assessment  of  the  functional  capacity  of 
these  patients. 

The  evaluation  of  functional  capacity  esti- 
mates what  the  patient’s  heart  will  allow 
him  to  do.  It  can  be  determined  clinically 
on  the  basis  of  history  and  the  New  York 
Heart  Association’s  functional  and  thera- 
peutic classification  of  heart  disease. 

Functional  classification 

Class  I.  Patients  with  cardiac  disease  but 
without  resulting  limitations  of  physical  ac- 
tivity. Ordinary  physical  activity  does  not 
cause  undue  fatigue,  palpitation,  dyspnea,  or 
anginal  pain. 

Class  II.  Patients  with  cardiac  disease  re- 
sulting in  slight  limitation  of  physical  activ- 
ity. They  are  comfortable  at  rest.  Ordinary 
physical  activity  results  in  fatigue,  palpita- 
tion, dyspnea,  or  anginal  pain. 

Class  III.  Patients  with  cardiac  disease  re- 
sulting in  marked  limitation  of  physical  ac- 
tivity. They  are  comfortable  at  rest.  Less 
than  ordinary  physical  activity  causes  fa- 
tigue, palpitation,  dyspnea,  or  anginal  pain. 
Class  IV.  Patients  with  cardiac  disease  re- 
sulting in  inability  to  carry  on  any  physical 
activity  without  discomfort.  Symptoms  of 
cardiac  insufficiency  or  of  the  anginal  syn- 
drome may  be  present  even  at  rest.  If  any 
physical  activity  is  undertaken,  discomfort  is 
increased. 

Therapeutic  classification 

Class  A.  Patients  with  cardiac  disease  whose 
physical  activity  need  not  he  restricted  in  any 
way. 

Class  B.  Patients  with  cardiac  disease  whose 
ordinary  physical  activity  need  not  be  re- 
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strieted,  but  who  should  be  advised  against 
severe  or  competitive  efforts. 

Class  C.  Patients  with  cardiac  disease  whose 
ordinary  physical  activity  should  be  moder- 
ately restricted,  and  whose  more  strenuous 
efforts  should  be  discontinued. 

Class  D.  Patients  with  cardiac  disease  whose 
ordinary  physical  activity  should  be  mark- 
edly restricted. 

Class  E.  Patients  with  cardiac  disease  who 
should  be  at  complete  rest,  confined  to  bed  or 
chair. 

About  20  per  cent  of  all  patients  cannot 
be  classified  adequately  on  the  basis  of  his- 
tory alone  as  has  been  found  when  exercise 
testing  is  used  as  an  adjunct  in  rendering  a 
functional  classification.  One  reason  is  that 
the  patient  may  have  voluntarily  limited  his 
activities  below  the  level  that  produces 
symptoms  because  of  noncardiac  symptoms, 
anxiety  over  his  heart,  his  physician’s  ad- 
vice, or  family  concern. 

Evaluation  of  the  psychologic  factors  is 
important.  Many  heart  patients  do  not 
work  because  of  severe  neurosis,  marked 
lack  of  motivation,  alcoholism,  or  other  prob- 
lems. D.  Gelfand,  M.D.,  of  the  Philadelphia 
Heart  Work  Evaluation  Unit  notes  that  “in 
slightly  more  than  46  per  cent  of  patients 
seen,  physical  factors  and  job  opportunities 
were  less  important  than  social,  economic, 
cultural,  and  emotional  factors  in  employ- 
ment, motivation,  and  vocational  adjust- 
ments.” The  assessment  of  the  emotional 
state  requires  attention  to  depression  and 
fear  following  a myocardial  infarction.  It 
is  important  for  the  physician  to  avoid  im- 
planting fear  and  to  eliminate  or  alleviate 
it  when  it  is  present. 

Evaluation  of  the  socioeconomic  factors  is 
necessary  in  the  adjustment  of  the  patient 
with  heart  disease  toward  a meaningful  life. 
One  must  find  out  the  availability  of  income 
or  pension,  the  need  for  additional  income, 
and  the  social  needs  of  the  family  and  the 
patient. 

Treatment.  Adequate  medical  treatment 
should  preserve  the  structural  integrity  of 
the  myocardium,  establish  the  greatest  pos- 
sible collateral  circulation,  and  promote  com- 
pensatory myocardial  hypertrophy.4  Dur- 
ing the  acute  phase  of  myocardial  infarc- 
tion, measures  improving  healing  of  the 
injured  myocardium  can  help  the  structural 
integrity  of  the  myocardium.  Adequate 
rest,  which  decreases  the  heart  rate,  arterial 
blood  pressure,  cardiac  output,  size  of  the 


heart,  and  velocity  of  myocardial  contrac- 
tion, is  essential.  Calmness  and  reassurance 
by  the  physician  and  the  judicious  use  of 
sedatives  to  control  the  psychic  disturbances 
and  emotional  problems  of  the  patient  en- 
able the  patient  to  rest  better.  Surgical  re- 
pair of  ventricular  aneurysms,  septal  de- 
fects due  to  infarction,  and  mitral  insuffi- 
ciency due  to  papillary  muscle  dysfunction 
or  ruptured  chordae  tendineae  may  be  of 
value  in  some  selected  cases. 

Collateral  coronary  circulation  can  be  im- 
proved by  the  use  of  coronary  vasodilators 
and  graded  exercise  after  the  acute  infarc- 
tion. Under  a variety  of  stimuli,  the  coro- 
nary arterial  system  develops  a functioning 
collateral  circulation  to  compensate  for  a 
relative  insufficiency  of  blood.  Hellerstein 
and  Hornsten,5  Kattus  and  MacAlpin,6 
Kaufman  and  Anslow,7  and  others  have 
shown  that  graded  increments  of  exer- 
cise and  training  can  improve  the  functional 
capacity  of  the  patient  with  heart  disease. 
Cigaret  smoking  should  be  eliminated.  The 
amount  of  exercise  permitted  the  patient 
depends  on  clinical  judgment  based  on  the 
results  of  the  physical  examination,  re- 
sponses of  the  patient  to  activity,  and  elec- 
trocardiographic and  roentgenographic  evi- 
dence. Provided  they  are  followed  closely, 
most  patients  with  hypertension,  mild  post- 
infarction angina,  electrocardiographic  re- 
siduals, or  ischemic  responses  to  exercise 
can  return  safely  to  work. 

Most  patients  with  extensive  myocardial 
damage,  large  dilated  hearts,  and  symptoms 
at  rest  should  not  work.  Such  patients 
benefit  by  prolonged  absolute  bed  rest,  di- 
uretics, digitalis,  and  low-salt  diets. 

Prognosis 

Because  of  limited  space,  let  us  confine 
this  discussion  to  myocardial  infarction,  the 
most  important  type  of  heart  disease  re- 
quiring cardiac  rehabilitation.  Evaluation 
of  prognosis  in  myocardial  infarction  re- 
quires answers  to  the  following  five  ques- 
tions : 

1.  What  is  the  immediate  prognosis? 

2.  What  is  the  remote  prognosis? 

3.  What  are  the  possible  complications? 

4.  How  does  age  affect  the  course? 

5.  How  will  treatment  alter  the  outlook? 

Immediate  prognosis.  The  mortality 
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rate  of  an  initial  myocardial  infarction  in 
patients  between  forty-five  and  sixty  years 
of  age  in  many  large  series  is  about  40  per 
cent.  The  physician  faces  the  problem  of 
evaluating  the  capacity  to  work  in  at  least 
6 of  every  10  patients  between  forty-five 
and  sixty  years  of  age  who  sustain  an  acute 
myocardial  infarction.4  Only  a small  por- 
tion of  that  number  receives  a planned  re- 
habilitation program,  so  that  there  is  a tre- 
mendous unmet  need  today.  Many  patients 
can  return  to  work  after  a myocardial  in- 
farction. As  Seldon,  Anderson,  and  Lloyd8 
point  out,  “Help  with  rehabilitation  is 
needed  by  a small  proportion  of  persons  with 
heart  disease  because  of  severe  heart  dis- 
ability, the  need  to  modify  a previous  job, 
psychiatric  problems  related  to  the  illness, 
and  overcaution  on  the  part  of  the  family 
doctor.” 

Remote  prognosis.  The  average  life  ex- 
pectancy in  men  who  survive  the  first  myo- 
cardial infarction  is  about  ten  years  in  pa- 
tients less  than  fifty  years  old,  and  eight  and 
one-half  years  in  patients  over  fifty  years 
old  at  the  time  of  the  first  infarction.4  The 
highest  mortality  rate  among  survivors  oc- 
curs within  the  first  year.  The  death  rate 
falls  in  the  next  five  years. 

Eighty  per  cent  of  patients  who  survive 
an  initial  myocardial  infarction  are  able  to 
return  to  work.  Twenty-five  per  cent  may 
sustain  a second  myocardial  infarction 
within  five  years.  Approximately  5 per 
cent  of  men  who  return  to  work  are  subject 
to  a second  clinical  infarction  annually  dur- 
ing the  first  five  years  after  the  initial  in- 
farction, and  about  half  of  these  second  in- 
farcts may  be  fatal.9 

Socioeconomic  status  also  plays  a part  in 
prognosis.  Analysis  of  deaths  from  heart 
disease  among  Metropolitan  Life  Insurance 
Company  policyholders  shows  that  the  death 
rate  of  persons  insured  under  standard 
ordinary  policies,  usually  of  middle  or 
higher  socioeconomic  strata,  is  lower  than 
in  the  general  population.  On  the  other 
hand,  the  death  rate  from  arteriosclerotic 
cardiovascular  disease  and  hypertensive  car- 
diovascular disease  among  industrial  policy- 
holders, representing  a lower  and  middle 
socioeconomic  status,  is  higher  than  in  the 
general  United  States  population.10 

The  best  index  of  survival  appears  to  be 
the  ability  of  the  patient  to  resume  his  pre- 
infarction degree  of  activity  without  angina 


pectoris.  The  ability  to  perform  reasonable 
work  without  the  pain  of  coronary  insuffi- 
ciency implies  that  a nondominant  arterial 
system  has  been  involved  or  that  good  collat- 
eral circulation  has  developed.  A more  fa- 
vorable prognosis  is  also  noted  in  men 
whose  electrocardiogram  has  returned  to 
normal  although  not  free  of  recurrent  in- 
farctions. The  exercise  test  is  not  a good 
prognostic  guide.9 

Possible  complications.  In  most  men 
who  make  a good  recovery  after  a single 
infarction,  further  evidence  of  coronary 
heart  disease  eventually  develops,  but  the 
majority  can  enjoy  many  years  of  symptom- 
free  productive  life  between  the  first  and 
final  manifestations  of  the  disease.  Compli- 
cations include  another  myocardial  infarc- 
tion, congestive  heart  failure,  more  severe 
angina  pectoris,  and  ventricular  aneurysms. 
Heart  failure  complicating  the  first  infarc- 
tion is  the  most  adverse  single  prognostic 
sign. 

A poorer  prognosis  is  found  in  men  with 
hypertension  associated  with  cardiomegaly, 
severe  and  persistent  angina,  and  a fixed 
electrocardiographic  pattern  of  acute  in- 
farction. These  factors  shorten  the  pros- 
pects of  long  survival. 

Age  and  its  effect  on  course.  The 
young  person  who  has  recovered  from  an 
infarction  has  a better  chance  for  five-year 
survival  than  does  the  older  person.  This 
apparent  difference  in  age  prognosis  is  due 
to  a nonspecific  decreasing  life  expectancy  in 
the  older  patients  and  not  to  any  peculiar 
modification  of  the  occlusive  vascular  proc- 
ess. Age  is  no  guide  to  the  rate  of  pro- 
gression of  coronary  artery  disease. 

Effect  of  treatment  on  outlook. 
When  proper  treatment  improves  the  pa- 
tient’s condition,  his  prognosis  also  im- 
proves, and  he  is  a better  candidate  for  re- 
habilitation. When  treatment  does  not  im- 
prove the  condition,  rehabilitation  is  less 
likely  to  be  succesful,  and  it  may  be  better 
merely  to  attempt  limited  rehabilitation 
rather  than  the  full  measure,  including  the 
return  to  work. 

Work  prescription 

On  the  basis  of  adequate  information  con- 
cerning the  patient’s  cardiovascular  status 
and  a knowledge  of  the  job  requirements, 
the  physician  is  often  required  to  make  one 
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of  the  following  recommendations  to  the 
employer:  (1)  Patient  is  capable  of  per- 

forming physical  tasks  required  by  his  job 
without  hazard  to  current  cardiovascular 
status.  (2)  Patient  is  capable  of  perform- 
ing physical  tasks  required  by  his  job  with- 
out hazard  to  current  cardiovascular  status 
if  certain  modifications  can  be  made  in  job 
requirements.  (3)  Patient  is  not  capable 
of  performing  tasks  required  by  his  job 
without  hazard  to  current  cardiovascular 
status.  (4)  No  reliable  recommendation 
can  be  given  without  further  information 
and  testing. 

Exercise  tests  enable  the  physician  to  ob- 
serve the  patient  during  activity  and  to 
note  the  presence  or  absence  of  symptoms, 
the  effort  required  to  produce  symptoms, 
the  nature  of  the  symptoms,  and  the  indi- 
vidual’s capacity  for  physical  exertion. 
Such  observations  combined  with  clinical 
information  obtained  by  the  usual  means 
provide  a more  adequate  assessment  of  func- 
tional capacity  than  is  usually  possible  by 
history  alone. 

Exercise  tests  have  proved  safe,  provided 
severely  and  acutely  disabled  patients  are 
excluded  and  there  is  continuous  monitoring 
by  machine  and  by  a competent  physician. 
Exercise  tests  permit  a more  precise  deter- 
mination of  functional  classification  and  a 
more  satisfactory  assessment  of  an  individ- 
ual’s ability  to  work.  Such  tests  range  from 
simple  observation  of  exercise,  such  as  stair 
climbing  and  the  use  of  the  Master  two-step 
test,  to  the  Bruce  treadmill  test,  the  bicycle 
ergometer  test,  and,  more  recently,  the  more 
sophisticated  multistage  exercise  tolerance 
test. 

Conclusion 

Rehabilitation  of  the  patient  with  coro- 


nary artery  disease  and  myocardial  infarc- 
tion requires  a thorough  knowledge  of  the 
prognosis  of  myocardial  infarction.  The 
majority  of  people  with  coronary  heart  dis- 
ease have  many  years  of  symptom-free  pro- 
ductive life  between  the  first  and  final  mani- 
festations of  the  disease.  It  is  important 
that  such  people  with  a strong  desire  to 
work  enjoy  that  privilege.  The  physician  is 
the  most  important  regulator  of  the  return 
to  work.  He  should  be  familiar  with  the 
requirements  and  facets  of  rehabilitation  of 
the  cardiac  patient  and  should  assess,  pre- 
pare, and  encourage  the  cardiac  patient  to 
return  to  work  when  that  course  is  possible. 
When  he  is  in  doubt  and  needs  help,  a quali- 
fied cardiologist,  a work  classification  unit, 
or  a sheltered  workshop  should  be  available 
to  assist  him. 

Physicians,  management,  and  labor  should 
join  in  creating  job  opportunities  for  people 
with  heart  disease. 
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P ASHIONS  CHANGE  in  the  management  of 
myocardial  infarction.  Twenty  years  ago 
patients  with  infarctions  were  kept  at  abso- 
lute bed  rest  for  six  to  eight  weeks.  Then  it 
was  found  that  after  three  weeks  of  rest 
there  was  no  significant  change  in  the  mor- 
tality rate.  However,  “coronary  precau- 
tions” still  involved  absolute  rest,  with  the 
patient  being  fed  and  not  allowed  to  wash, 
and  usually  too  frightened  to  turn  over. 
With  the  recent  advent  of  coronary  care 
units,  some  present  attitudes  are  being  re- 
examined. 

A patient  who  has  suffered  a myocardial 
infarction,  who  has  been  kept  in  bed  for 
three  weeks  and  who  has  been  at  limited 
activities  for  another  six  to  eight  weeks 
must,  by  current  criteria,  be  considered  as 
displaying  poor  physical  fitness.  There  is  a 
reluctance  on  the  part  of  his  physician  to 
increase  his  activities  or  to  put  him  on  an 
exercise  program  because  of  a fear  of  ag- 
gravating his  cardiac  condition.  A vicious 
circle  is  then  built  up  in  which  exercise  pro- 
duces symptoms  of  tachycardia  in  the  un- 
conditioned, and  this  is  used  as  an  argument 
against  further  conditioning. 

Exercise  program 

With  the  popularity  of  jogging,  many 
physicians  have  recomemnded  this  for  post- 
coronary patients.  A number  of  studies 
have  confirmed  that  an  exercise  program  in- 
creases exercise  tolerance,  diminishes  left 
ventricular  work  for  any  given  load,  and 
diminishes  the  myocardial  lactate  response. 
If  an  individual  can  exercise  after  a myo- 
cardial infarction  without  developing  car- 
diac arrhythmias  and  can  augment  his  heart 
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rate  and  blood  pressure,  and  thus  his  cardiac 
output,  by  so  exercising,  he  is  probably 
better  off  being  reconditioned  by  a program 
of  graduated  jogging,  or  treadmill,  or  bi- 
cycle; but  it  is  equally  important  that  he 
sustain  his  conditioning  by  constant  rein- 
forcement. While  it  cannot  be  shown  that 
physical  reconditioning  prevents  subsequent 
attacks,  there  is  evidence  that  there  is  a 
lower  mortality  rate  in  those  who  are  physi- 
cally fit. 

The  optimum  time  for  starting  an  exer- 
cise program  after  recovery  from  the  myo- 
cardial infarction  has  not  been  determined. 
Some  experimental  programs  are  introduc- 
ing graded  exercise  while  the  patient  is 
still  in  the  hospital.  Certainly  by  three 
months  after  the  attack  he  should  be  ready, 
and  preferably  it  should  be  done  before  he 
returns  to  work. 

The  patient  should  be  first  tested  in  the 
office  under  electrocardiographic  control  to 
ascertain  that  no  arrhythmia  appears  in 
response  to  the  exercise.  Simple  S-T  de- 
pression on  exercise  does  not  rule  out  an 
exercise  program  but  would  suggest  that 
the  progression  be  more  gradual.  The  ap- 
pearance of  angina  would  be  another  limit- 
ing factor  but  not  an  absolute  contraindica- 
tion. 

The  exercise  can  be  as  simple  as  walking 
around  the  block  three  times  daily  when  the 
weather  permits  for  one  week,  then  jogging 
one  short  segment  each  trip  for  the  next 
week,  then  two  short  segments,  then  the 
long  segments,  and  so  on.  The  program 
must  be  individualized.  If  an  athletic  club 
or  gym  is  available,  the  program  may  be 
carried  out  there,  but  the  physician  must 
explain  thoroughly  to  the  physical  education 
instructor  what  the  exercise  prescription  in- 
volves as  well  as  the  limitations  he  is  im- 
posing. Frequent  consultations  between 
physician  and  physical  education  instructors 
are  required. 

Management  of  acute 
myocardial  infarction 

Since  we  now  have  coronary  care  units, 
I should  like  to  suggest  that  some  of  our 
concepts  in  the  initial  management  of  pa- 
tients with  acute  myocardial  infarction  be 
re-examined.  One  of  the  purposes  of  com- 
plete bed  rest  was  to  minimize  the  appear- 
ance of  arrhythmias.  With  constant  mon- 
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itoring,  these  arrhythmias  can  be  antici- 
pated and  proper  therapy  instituted.  The 
chief  danger  during  the  acute  period  is 
power  failure  through  shock  or  pulmonary 
edema. 

In  the  absence  of  power  failure,  there  is 
no  need  to  enforce  strict  bed  rest  nor  to  in- 
sist that  the  patient  be  fed  and  not  allowed 
to  wash  himself.  It  has  been  demonstrated 
repeatedly  that  sitting  in  a chair  does  not 
cause  a significant  increase  in  cardiac  out- 
put. Likewise,  the  use  of  a bedside  com- 
mode is  far  less  strenuous  than  attempting 
to  use  a bedpan  in  bed. 

It  is  more  sensible,  with  present  intensive 
observation,  to  allow  a patient  with  acute 
myocardial  infarction  to  sit  in  a chair,  to 
use  a commode,  to  feed  himself,  and  to  wash 
himself  during  the  acute  attack.  These,  of 
course,  do  not  apply  when  power  failure  ex- 
ists or  serious  arrhythmia  develops. 

Social  Barriers  to 
Cardiac  Rehabilitation 

BERNARD  KUTNER,  PH.D. 

The  Bronx 
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Like  NO  other  organ  of  the  body,  the  heart 
is  the  work  horse  of  life.  In  its  normal 
state,  the  heart  performs  its  life-sustaining 
function  even  while  other  organs  may  se- 
verely reduce  their  activities  as  in  deep 
sleep.  Through  sickness  and  injury,  in 
sleep  as  in  waking,  and  even  in  unconscious- 
ness the  heart  does  its  work.  This  cele- 
brated organ,  which  at  birth  may  expect  to 
pump  more  than  2.5  billion  times  in  a life- 
time, presents  a paradoxic  contrast  of  sub- 
tle effect  and  physiologic  reality.  It  is  as- 
sociated with  a wide  variety  of  human  emo- 
tions— “to  be  heartened  or  disheartened,  to 
take  heart,  to  be  heartsick  or  heartbroken, 
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In  more  than  three  years  I have  never  en- 
forced bed  rest  during  an  uncomplicated 
acute  coronary  attack.  My  results  are  com- 
parable with  those  of  my  colleagues  who  are 
more  rigid. 

The  patients  liberally  treated  show  no  dif- 
ference in  mortality  nor  in  complication 
rates  and  have  the  added  advantage  of  being 
much  happier. 

Conclusion 

I should  like  to  leave  the  conclusion  that 
many  current  restrictions  in  the  manage- 
ment of  acute  myocardial  infarction  are 
unnecessary.  Rehabilitation  begins  with 
the  acute  attack.  The  patient  who  is  being 
monitored  does  not  increase  his  risk  by 
feeding  himself,  washing  or  shaving  him- 
self, or  sitting  in  a chair  once  the  acute 
pain  has  passed. 


to  have  a heartache,  to  lift  one’s  heart,  to 
be  heart-rending,  heartless,  strong-hearted, 
to  lose  and  find  the  heart” — all  are  expres- 
sions of  the  central  position  which  man 
ascribes  to  this  most  vital  organ.  Yet,  with 
all  the  human  passions  and  moving  feelings 
related  to  the  heart,  this  organ  is  so  often 
and  to  so  many  subject  to  crass  disease  and 
malfunction,  that  it  has  become  the  bane  of 
modern  life.  Heart  disorders  are  by  far 
the  leading  causes  of  death*  and  disability 
in  the  United  States.  A similar  condition 
obtains  in  all  countries  where  life  expect- 
ancy to  the  sixth  decade  and  beyond  are 
common. 

While  the  immediate  causes  of  cardiovas- 
cular disease  are  numerous  and  theories  of 
basic  etiology  are  varied  and  in  some  in- 
stances still  unsettled,  the  problems  of  re- 
covery and  rehabilitation  remain  central  un- 
resolved issues.  We  will  limit  our  remarks 
in  this  report  to  some  of  the  social  factors 
involved  in  cardiac  rehabilitation. 

Contributing  factors 

Despite  the  high  mortality  rate  from 
heart  disease,  more  than  two  thirds  of  all 

‘About  60  per  cent  of  all  deaths  in  the  United  States. 
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persons  survive  their  first  infarct.  It  is  in 
the  rapidly  mounting  numbers  of  “cardiacs,” 
among  the  so-called  “damaged  hearts,”  that 
the  problem  of  rehabilitation  takes  on  seri- 
ous public  health  dimensions* 

“Rehabilitation  of  the  cardiac  patient,” 
simple  as  the  phrase  may  sound,  involves  a 
complex  of  interrelated  factors.  In  its  most 
comprehensive  meaning,  “rehabilitation”  re- 
fers to  the  re-establishment  of  the  individ- 
ual to  a viable  set  of  functionally  useful 
roles  in  life,  by  whatever  means  are  avail- 
able, without  stressing  him  beyond  his 
limited  physical  capacities.  The  role  of 
medicine,  in  its  narrower  sense,  is  to  diag- 
nose the  disease  accurately  and  to  bring  to 
bear  a regimen  of  both  general  and  specific 
therapies  to  halt  or  reverse  the  pathologic 
process,  restrict  complications,  and  prevent 
both  sequelae  and  recurrences. 

In  its  more  inclusive  sense,  medicine  also 
must  grasp  the  complex  meaning  of  the 
disease  to  the  individual  cardiac  patient.  If 
coronary  disease  is  partially  attributable  to 
dietary  indiscretions,  not  only  must  the 
diet  be  altered  and  this  alteration  be  sus- 
tained over  time,  but  also  the  pattern  and 
significance  to  the  person  of  his  dietary 
habits,  however  medically  indefensible  they 
may  be,  must  be  subject  to  close  scrutiny. 
Since  eating  customs  and  food  preferences 
are  wrapped  up  in  habits  evolved  from  child- 
hood, and  these  in  turn  are  learned  in  a 
social  and  cultural  context  involving  the  so- 
cial status  and  ethnic  background  of  the 
patient’s  family,  much  more  than  diet 
change  is  involved  in  reducing  the  risks  of 
further  cardiac  damage. 

If  insufficient  exercise  is  implicated  as  an 
etiologic  factor  in  cardiac  disease,  not  only 
must  exercise  habits  be  modified  and  then 
systematically  practiced  to  improve  chances 
of  recovery  and  to  prevent  further  damage, 
but  a full  understanding  is  required  of  in- 
grained attitudes  toward  exercise,  toward 
levels  of  daily  activity  and  energy  output, 
and  of  the  readiness  of  the  individual  to 
accept  the  role  and  status  of  “cardiac  pa- 
tient” and  to  follow  a prescribed  regimen 
of  exercise. 

If  the  “stress  of  life”  has  been  identified 
as  an  underlying  root  cause  of  heart  dis- 
ease, we  are  obliged  to  look  for  and  to  com- 
prehend the  origin  and  expression  of 
stresses  that  affect  cardiovascular  function. 


Wolff1  and  his  coworkers  early  demonstrated 
the  significant  impact  that  social  stress 
places  on  cardiac  function  by  reducing  its 
ventilatory  efficiency  while  increasing  blood 
pressure  and  stroke  volume.  Yet,  little  is 
known  of  the  social  sources  of  stress  in 
home,  family,  and  occupation. 

If  hypertension  is  regarded  as  a major 
precursor  or  correlate  of  heart  disease,  we 
must  be  concerned  not  only  with  the  medical 
and  pharmacologic  technics  to  control  this 
problem,  but  we  must  be  equally  concerned 
with  the  possible  social  concomitants  of 
hypertension.  It  has  been  found,  for  ex- 
ample, that  hypertension  in  Bergen,  Nor- 
way, was  inversely  related  to  social  class,  a 
finding  that  has  turned  up  in  this  country 
as  well.  What  aspects  of  life  at  each  stra- 
tum of  the  social  continuum  are  related  to 
the  hypertensive  tendency? 

If  ethnic  background  and  social  class  are 
demonstrably  related  to  coronary  artery  dis- 
ease, not  only  must  we  know  the  epidemio- 
logic facts  of  this  illness,  but  we  also  must 
examine  carefully  the  life  habits,  stresses, 
dietary  proclivities,  and  social  characteris- 
tics of  members  of  these  groups.  Not  only 
are  certain  ethnic  groups  apparently  more 
subject  to  coronary  artery  disease,  but  the 
problem  also  becomes  more  acute  with  in- 
creasing social  status.  More  detailed  stud- 
ies of  high-risk  ethnic  groups  are  required 
to  point  out  the  linkages,  if  indeed  they  are 
crucial,  of  animal  fat  intake  and  other  char- 
acteristic habits  to  sociocultural  back- 
ground, and  of  the  latter  to  the  incidence  of 
coronary  artery  disease. 

The  direction  of  these  comments  should 
make  it  clear  that  cardiac  rehabilitation  de- 
pends not  alone  on  judicious  medical  super- 
vision of  the  “cardiac  patient.”  It  depends 
also  on  attempts  to  change  entrenched,  long- 
standing habits  of  life,  many  of  which  are 
imbedded  in  the  fabric  of  the  individual’s 
culturally  established  attitudes  and  be- 
havior. When  we  speak,  therefore,  of  “so- 
cial barriers”  to  cardiac  rehabilitation,  med- 
icine is  forced  to  look  closely  at  phenomena 
once  thought  to  lie  clearly  in  the  realm  of 
the  social  and  not  of  the  medical  sciences. 
Epidemiologic  discoveries  of  causal  chains 
that  are  in  the  final  analysis  traceable  to 
the  culture  or  class  standing  of  a group 
must  then  be  translated  and  decoded  into 
clinical  approaches  that  have  some  hope  of 
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success.  A few  examples  of  this  decoding 
process  will  help  to  illustrate  the  task  that 
lies  ahead. 

Educational  factors 

It  has  long  been  established  that  there  is 
a close  correlation  between  educational  at- 
tainment and  one’s  knowledge  of  health,  ill- 
ness, and  medical  care.  With  the  vast  re- 
sources of  medical  knowledge  available  to 
the  layman  through  the  mass  media  and 
specific  health  education  campaigns,  one 
would  almost  be  tempted  to  guess  that  the 
public  is  well  aware  of  the  latest  scientific 
facts  about  cardiovascular  disease,  its 
causes,  control,  and  cure.  That  such  is  not 
the  case,  however,  is  guaranteed  by  three 
principal  factors. 

First,  is  the  outpouring  of  health  infor- 
mation now  bombarding  the  average  citizen 
which  is  as  confusing  as  it  is  illuminating. 
Even  the  most  well-educated  layman  cannot 
easily  fit  hordes  of  new  knowledge  into  an 
incomplete  storehouse  of  facts  and  opinions. 
The  distillate  of  this  veritable  Niagara  of 
data,  medical  opinion,  news  of  medical  ad- 
vances, and  health  literature  in  lay  sources 
may  be  contaminated,  inaccurate,  and  mis- 
leading. 

Second,  is  the  actual  state  of  knowledge 
and  the  manner  in  which  this  has  filtered 
down  to  the  individual  who  may  earnestly 
want  “the  facts”  about  heart  disease.  The 
role  of  fat  in  the  diet  as  a factor  in  heart 
attacks  is  a case  in  point.  It  is  by  no  means 
certain  just  what  this  role  is,  how  it  is  re- 
lated to  blood  serum  cholesterol  levels,  and 
how  this  in  turn  is  related  to  the  ingestion 
of  other  nutrients.  But  to  judge  by  the  re- 
sponse of  a large  segment  of  the  American 
public,  saturated  fats  are  treated  as  a form 
of  poison,  artificial  food  substitutes  have 
appeared  on  the  market  in  increasing  vol- 
ume, and  the  American  public  is  moving 
toward  the  enjoyment  of  high-caloric,  fatty 
foods  as  a sinful,  guilt-inducing,  secret- 
temptation  form  of  self  indulgence.  There 
is  no  question  but  that  physicians  have  en- 
couraged patients  to  reduce  fat  intake  if 
only  to  hold  down  weight  if  not  to  lower 
blood  cholesterol. 

Finally,  there  is  the  patient’s  understand- 
ing of  his  physician’s  statements  about 
heart  disease,  its  prevention,  and  treatment. 
Here  again,  comprehension  appears  to  be 


directly  related  to  education.  A further 
complication  is  the  factor  of  denial,  well 
known  to  physicians  who  deal  with  patients 
who  act  as  though  they  are  medically  inde- 
structible in  the  face  of  illnesses  with  rela- 
tively silent  symptoms. 

How  can  knowledge  about  cardiovascular 
disease  be  placed  in  the  service  of  cardiac 
rehabilitation?  The  physician  must  first 
learn  what  his  patient  knows  about  heart 
disease,  about  his  own  diagnosis,  about  the 
treatment  regimen,  and  the  expected  out- 
come. This  information  must  then  be  ex- 
panded or  corrected  to  conform  to  the  known 
facts,  and  the  physician  must  then  test  re- 
peatedly to  determine  if  the  new  informa- 
tional level  has  been  modified  by  time,  the 
patient’s  comprehension,  denial,  or  informa- 
tion from  other  sources.  Riedel,  Eichhorn, 
and  Morris2  reported  in  their  study  of  farm 
workers  that  1 patient  gave  up  smoking  his 
implicated  pipe  when  he  learned  he  had  heart 
disease,  and  switched  to  smoking  a dozen 
cigars  daily.  The  patient’s  understanding, 
at  whatever  level  of  comprehension  he  may 
be  functioning,  is  critical  to  effective  long- 
term care.  Whether  the  physician  instructs 
his  patient  in  the  use  of  digitalis,  nitroglyc- 
erin, or  other  drugs,  in  diet  control,  exer- 
cise, work  load,  and  so  on,  he  must  transmit 
his  message  in  a language  comprehensible 
to  any  person. 

To  utilize  the  concept  of  “life  stress”  as 
a factor  in  rehabilitation,  the  physician 
must  have  a working  knowledge  of  the  na- 
ture of  the  pressures  under  which  an  indi- 
vidual functions.  The  stereotype  of  the  be- 
leaguered executive  driving  himself  on 
through  constant  frustration  and  incompe- 
tent assistants  is  hardly  the  picture  of  the 
average  American  under  cardiac  distress. 
It  is  not  only  the  upwardly  mobile  middle- 
class  male  who  is  in  the  high-risk  category. 
If  we  are  to  believe  the  data  from  most 
epidemiologic  studies,  coronary  artery  dis- 
ease is  most  common  among  the  lowest 
socioeconomic  groups.  The  significance  of 
this  fact  becomes  clear  from  the  suggestion 
of  Dager  and  Brewer3  that  family  integra- 
tion, that  is,  undertaking  joint  activities 
and  engaging  in  joint  decision  making,  is 
conducive  to  sound  cardiac  rehabilitation. 
Families  at  the  poverty  level  are  frequently 
broken,  and  the  household  far  from  being 
integrated  is  often  under  constant  tension. 
It  would  require  only  a minor  extrapolation 
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of  these  circumstances  to  reach  the  conclu- 
sion that  some  form  of  family  therapy  may 
well  be  required  in  a household  in  which 
one  parent,  for  example,  has  developed  heart 
disease.  Rehabilitation  requires  an  atmos- 
phere in  which  the  individual  is  relatively 
free  of  the  severe  stress  which  anxiety  and 
anguish  can  produce.  These,  unfortunately, 
are  common  ingredients  of  modern  urban 
life. 

An  understanding  of  the  role  of  stress  in 
heart  disease,  at  least  as  a factor  in  rehabili- 
tation, is  important  both  for  the  patient  as 
well  as  for  the  physician.  The  former  can 
help  by  identifying  the  areas  of  his  life  that 
produce  the  greatest  degree  of  tension, 
while  the  physician  can  question  the  patient 
about  each  area  of  activity  (work,  home, 
friends,  family,  and  so  on)  likely  to  involve 
a source  of  undue  stress.  Advising  a pa- 
tient about  changes  in  his  mode  of  life 
cannot  be  achieved  in  a vacuum  or  on  sup- 
positions of  what  is  “good”  or  “bad”  for 
his  health.  While  stress  control  has  not 
been  conclusively  shown  to  be  a factor  in 
preventing  heart  disease,  it  is  most  as- 
suredly a factor  in  reducing  exacerbation 
and  in  promoting  rehabilitation. 

It  is  by  now  quite  apparent  that  social 
class  and  ethnic  group  membership  are  fac- 
tors in  the  cause  of  heart  disease.  Are 
these  sociocultural  factors  likewise  signifi- 
cant leads  to  cardiac  rehabilitation?  Since 
fat  intake  has  been  closely  linked  to  levels 
of  coronary  artery  disease,  and  food  prefer- 
ences are  highly  correlated  with  culturally 
established  norms,  it  would  seem  that  both 
prevention  and  rehabilitation  of  cardiac  dis- 
ease could  be  accomplished  with  a massive 
assault  on  dietary  habits.  However,  despite 
some  important  changes  in  food  production 
in  the  low-calorie,  low-fat  content  field, 
there  has  been  no  appreciable  change  in 
death  rates  and  incidence  of  heart  disease 
in  the  United  States.  If,  indeed,  part  of  the 
rehabilitation  program  for  patients  recover- 
ing from  coronary  attacks  is  to  be  a major 
change  in  diet,  much  more  must  be  done  to 
understand  the  process  of  habit  change  and 
habit  formation.  To  judge  by  the  paltry 
effects  of  campaigns  to  reduce  smoking 
among  teen-agers,  the  task  appears  to  be 
formidable.  One  ray  of  light  is  the  sub- 
stantial reduction  in  cigaret  smoking  among 
physicians.  This  fact  brings  to  mind  the 


hypothesis  on  attitude  change  suggested  by 
the  psychologist  Lewin4  in  the  1940s.  He 
found  that  to  change  the  buying  habits  of 
housewives,  they  first  had  to  convince  each 
other  of  the  value  of  the  change  and  then  to 
counsel  others  of  its  advisability.  Change 
in  so  fundamental  a social,  cultural,  and 
emotional  activity  as  the  daily  diet  will  take 
heroic  efforts  to  produce,  unless  the  Ameri- 
can public  becomes  categorically  convinced 
that  fat-reduced  diets  are  critical  to  survival. 

Patient’s  attitude 

Of  all  the  social  aspects  of  cardiac  re- 
habilitation that  present  serious  potential 
hazards,  attitude  toward  the  disease  and  its 
treatment  is  most  crucial.  Two  diametri- 
cally distinct  forms  of  adverse  reaction  to 
knowledge  of  one’s  condition  may  follow  a 
coronary  or  the  onset  of  severe  symptoms. 
One  is  the  rejection  of  the  diagnosis  and  re- 
fusal to  comply  with  medical  advice  in  alter- 
ing, reducing,  or  terminating  certain  activi- 
ties of  life  incompatible  with  health  recovery 
and  survival.  The  other  is  the  onset  of 
invalidism  whether  or  not  justified  by  the 
medical  facts. 

In  the  first  instance,  certain  groups  in 
the  population  are  more  disposed  to  this 
form  of  denial.  These  are  individuals  who 
have  so  much  to  lose  by  the  advent  of  coro- 
nary disease  that  they  continue  to  act  as  if 
they  were  symptom-free,  often  enduring 
pain  and  discomfort  rather  than  admit  that 
they  have  heart  disease.  A second  group 
tends  to  accept  the  diagnosis  and  to  follow 
the  initial  programed  steps  toward  recovery 
and  secondary  prevention  but  tends  with 
time  to  revert  to  normal  activity.  Behavior 
here  is  nearly  the  same  as  one  would  ex- 
pect were  heart  disease  not  present.  Medical 
advice  may  be  avoided  and  precautionary 
measures  ignored.  Eichhorn,  Riedel,  and 
Morris5  in  a study  carried  out  in  1955,  re- 
ported on  compliance  with  a medical  regimen 
prescribed  by  physicians  following  a pa- 
tient’s coronary  attack.  Compliance  was 
greatest  among  older  men  and  among  those 
whose  work  orientation  was  somewhat  low. 
Educated  patients  tended  to  stop  complying 
over  time.  Compliance  also  seemed  closely 
related  to  a formal  rather  than  a friendly 
relationship  with  the  physician.  These  ob- 
servations lend  credence  to  the  belief  that 
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“reading”  the  patient’s  dispositions  and  at- 
titudes during  contact  with  the  physician 
may  prove  useful  to  the  planning  of  a med- 
ical regimen,  even  though  it  is  certain  to  be 
in  conflict  with  the  individual’s  aspirations 
and  intentions.  Compliance  is  a voluntary 
act  that  is  bound  up  with  the  individual’s 
feelings  toward  himself,  his  typical  reac- 
tions to  authority,  the  priority  he  ascribes 
to  health  in  his  value  system,  and  his  belief 
in  the  eventual  outcome  of  the  prescribed 
treatment. 

Chronic  invalidism  from  heart  disease  de- 
mands even  greater  understanding  of  the 
catastrophic  effects  of  “sick  role”  on  normal 
social  functioning.  The  aims  of  rehabilita- 
tion can  be  completely  frustrated  if  the  in- 
dividual adopts  the  view  that  he  is  irrevo- 
cably disabled  and  reduced  to  functionless 
dependency.  Such  a state  can,  of  course,  be 
richly  rewarding  to  the  person  who  finds  a 
“secondary  gain”  in  prolonged  illness, 
whether  or  not  justifiable  by  objective  med- 
ical fact.  For  others,  however,  the  sick  role 
is  merely  an  adaptive  stance  relieving  the 
individual  from  responsibility  to  return  to 
the  active  community  and  the  resumption 
of  some  share  of  the  burdens  of  humanity. 
In  this  role,  a new  equilibrium  is  attained 
with  minimal  expectation  by  others  and 
considerably  reduced  stress  to  the  patient. 
Even  minimal  damage  to  the  cardiovascular 
system  can  trigger  the  “cardiac  cripple” 
syndrome,  a kind  of  functionally  useful 
neurosis.  Medicine  is  relatively  helpless  to 
deal  with  the  person  who  is  convinced, 
consciously  or  otherwise,  that  he  is  now 
worthless  because  he  is  not  sound  and  whole. 
Similar  catastrophic  reactions  occur  in  pa- 
tients following  stroke,  amputation,  or  other 
disfiguring  or  disabling  illness.  To  attempt 
to  prove  to  the  patient  that  his  attitude  is 
groundless  or  maladaptive  is  probably  fruit- 
less. He  must  have  proof  that  he  can  func- 
tion as  a human  being  even  if  at  a reduced 
or  altered  level  of  activity.  The  problem  is 
definable  in  psychosocial  terms,  that  is,  to 
enable  the  individual  to  develop  a new  work- 
ing set  of  roles,  respected  by  others  as  valid 


and  within  his  grasp  to  control  and  master. 
Some  form  of  social  rehabilitation  is  clearly 
required  to  draw  the  invalid  into  socially 
meaningful  activities  that  provide  for  grad- 
uated increments  of  responsibility  and  lead 
to  self-fulfilling  roles.  Attempts  have  been 
made  to  accomplish  this  feat  through  the 
mechanism  of  milieu  therapy,  role  therapy, 
and  group-centered  social  work.  The  physi- 
cian can  contribute  greatly  to  this  process 
by  encouraging  his  patient  to  partake  in 
these  socially  therapeutic  rehabilitative  ef- 
forts consistent  with  his  physical  capabili- 
ties. Through  such  means  individuals 
thought  to  be  beyond  further  help,  once  hav- 
ing fallen  into  the  invalid  role,  may  be 
brought  back  to  a more  normal  life  of  in- 
dependent functioning. 

Summary 

While  there  are  numerous  social  barriers 
to  cardiac  rehabilitation  involving  social 
class,  ethnic  group  membership,  social  and 
cultural  attitudes  and  habits,  and  socio- 
psychologic responses  to  cardiac  disease, 
management  of  them  is  not  insurmountable. 
They  do  require  that  the  physician  be  more 
broadly  knowledgeable  about  the  concepts 
of  culture,  class,  role,  status,  attitude,  habit 
formation  and  change,  and  related  socio- 
cultural phenomena.  With  this  knowledge 
new  avenues  to  cardiac  rehabilitation  are 
almost  bound  to  open  that  today  may  appear 
only  as  the  light  at  the  end  of  a tunnel. 
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| N psychology,  as  well  as  in  medicine, 
there  is  usually  a wide  gulf  between  the 
clinician  and  the  researcher.  Often  it  hap- 
pens that  the  clinician  feels  embarrassed 
because  he  is  told  he  ought  to  be  more  sci- 
entific. The  concept  of  science  is  often  in- 
terpreted as  dogmatic  as  any  narrow  re- 
ligious principle  and  leads  to  a rigid  philos- 
ophy, a particular  method,  and  a fixed  way 
of  assessing  results.  This  is  too  big  a sub- 
ject to  review  here,  but  the  consequence  of 
this  image  of  presumed  perfection,  which 
all  professions  are  expected  to  emulate,  has 
in  many  instances  led  us  astray  clinically 
and  is  manifested  in  measurement  and  as- 
sessment of  fragments  of  human  beings  and 
their  life  styles.  We  often  become  focused 
on  drug  dosages,  test  scores,  blood  pressure 
readings,  and  personality  questionnaires. 
These  presumably  objective  evidences,  which 
are,  in  fact,  frequently  most  unreliable,  lend 
comfort  to  the  physician  or  psychologist  be- 
cause he  considers  them  scientific  and  quite 
appropriate  to  his  role.  Yet,  frequently, 
they  become  an  easy  crutch,  an  easy  way 
out,  which  avoids  a more  responsible  and 
more  intricate,  clinical  assessment.  In  any 
profession  in  which  there  is  much  unknown 
and  in  which  there  are  many  ambiguous  is- 
sues, consider  the  security  such  reliance  can 
offer.  If  one’s  judgment  is  questioned,  one 
can  always  blame  the  measuring  device  or 
means  and  comment  bitterly  on  its  unreli- 
ability. The  broader-based  clinical  decision 
involving  many  factors,  experience,  and  in- 
tuitions is  seemingly  less  defensible  to  post 
hoc  challenges.  So  one  learns  to  become 
something  of  a mechanical  professional,  who 
feeds  himself  mechanical-type  information, 
and  who  then  makes  an  equally  mechanistic 
decision.  Although  we  mouth  the  words 
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about  treating  the  patient  as  an  individual, 
we  actually  treat  him  so  often  as  the  em- 
bodiment of  what  might  be  called  the  gen- 
eral cardiac  manifestation  for  which  we  set 
up  an  appropriately  routine  procedure. 

You  must  at  least  admit  that  it  takes  a 
peculiar  kind  of  courage,  or  is  it  effrontery, 
to  attempt  to  talk  about  a subject  which  is 
one  of  the  most  involved  issues  in  the  most 
complex  organism  of  all.  It  is,  perhaps,  be- 
cause both  you  and  I have  experienced  a 
tolerance  for  a great  deal  of  nonsense  in 
living,  since  we  are  in  a very  primitive  so- 
ciety, at  any  early  age  of  man’s  existence  on 
earth,  and  we  are  not  quite  aware  of  the 
depth  of  our  ignorance. 

We  really  just  do  not  know  anything. 
Some  of  this  we  admit,  but  we  tend  to  re- 
gurgitate what  the  professional  opinion  is  at 
this  time  and  at  this  moment  as  if  it  were 
unshaken  gospel,  when  tomorrow  we  will 
all  rush  to  a new  position  which  we  will 
again  hold  dearly. 

If  all  this  sounds  too  philosophic,  it  may 
be  because  I consider  the  most  important 
aspect  of  medicine,  of  psychology,  or  of  any 
therapeutic  profession  to  be  its  philosophy. 
What  medicine  believes  in,  what  it  assumes 
about  human  beings,  and  what  it  conceives 
as  its  responsibility  are  more  important 
than  the  latest  drug  on  the  market.  In- 
deed, whether  or  not  one’s  philosophy  de- 
mands adequate  knowledge  of  the  drug  and 
the  criteria  for  its  usage,  what  factors  are 
weighed  in  the  decision  as  to  whether  it  will 
be  employed  for  this  patient,  and  if  so,  un- 
der what  circumstances,  is  decided  more  by 
the  philosophy  than  by  clinical  circumstance. 

Important  interpersonal  equation 

I am  going  to  be  somewhat  old-fashioned. 
Maybe  it  is  my  age,  maybe  it  is  partly  a re- 
vulsion toward  our  present-day  atomistic 
behavioral  approach,  and  maybe  it  is  disen- 
chantment with  the  effectiveness  of  present 
methods  which  frequently  do  not  help,  do 
not  ameliorate,  and  too  often  tend  to  be 
antitherapeutic. 

By  old-fashioned  I mean  another  look  at 
some  of  the  long-established  but  today  some- 
what disregarded  qualities  of  an  interper- 
sonal relationship.  I would  see  this  subject 
as  an  interpersonal  equation  in  which  there 
are  four  prime  factors  producing  the  ideal 
solution.  The  first  is  the  quality  of  concern 
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of  the  physician;  the  second  is  the  quality 
of  his  communication,  both  verbal  and  non- 
verbal, with  the  patient ; the  third  is  the 
physician’s  competence;  and  the  last  is  the 
availability  of  equipment,  facilities,  and  re- 
sources. 

I am  going  to  talk  about  the  first  two 
prime  factors  beginning  with  “quality  of 
concern  of  the  physician.” 


Physician’s  concern 

The  most  important  pivot  can  be  and,  if 
possible,  should  be  the  physician.  A pa- 
tient threatened  as  he  is  by  loss  of  self- 
identity  either  by  death  or  incapacity  needs 
support  by  those  people  in  his  environment 
to  whom  he  can  relate.  Yet,  the  reassur- 
ances of  those  about  him  will  not  lend  se- 
curity if  his  physician  does  not  convince 
him  of  his  interest,  concern,  and  readiness 
to  aid  and  protect  him. 

Physicians  know  this,  they  acknowledge 
this,  but  frequently  do  not  supply  this  se- 
curity. We  grew  up  and  have  been  influ- 
enced by  the  characteristics  of  American 
culture  in  which  production  and  numbers  of 
motor  cars,  breakfast  foods,  and  quantity  of 
patients  served  are  highly  regarded.  In- 
deed, these  measures  are  usually  the  sole 
measure  of  efficiency,  and  efficiency  is  often 
the  sole  measure  of  quality.  Our  therapeu- 
tic professions  have  not  escaped  this  soci- 
etal value.  We  transform  ourselves  into  au- 
tomated units  controlled  unconsciously  by 
the  culture’s  superficial  accounting  of  suc- 
cess. 

We  have  found  it  useful  in  scientific  en- 
deavor to  construct  generalities,  various 
averages,  and  norms.  We  talk  of  normal 
blood  pressure,  normal  weight,  and  normal 
intelligence.  We  say  this  finding  is  average 
and  that  some  is  above  or  below  average. 
We  conclude  that  this  behavior  or  this  reac- 
tion is  a normal  one. 

I am  reminded  of  the  statement  about  the 
amateur  statistician  who  drowned  because 
he  relied  on  the  fact  that  the  stream  he  was 
crossing  averaged  3 feet  in  depth. 

General  statements  and  normality  as  ref- 
erence points,  as  information  which  help  us 
structure  the  problem,  are  useful  and  neces- 
sary. But  they  may  make  us  forget,  and 
they  frequently  cause  us  to  operate  superfi- 
cially and  insensitively.  Each  patient  is 


unique.  About  this  we  all  agree,  but  what 
then  do  we  do  about  it?  Do  we  try  to  dis- 
cover the  depth  and  quality  of  this  individu- 
ality, or  do  we  take  the  easy  way,  the  safe 
way,  the  uncritical  way  out  and  rely  on  the 
general  statements  and  the  norms  for  evalu- 
ation which  we  regard  as  the  religious  dog- 
mas of  our  profession? 

Certainly  the  most  important  question  a 
therapist  should  ask  himself  is,  “Who  is 
this  patient?”,  because  his  complaints,  his 
method  of  expressing  them,  his  priority  and 
emphasis  of  stated  symptoms,  and  whether 
he  comes  to  us  at  all  is  directly  related  to 
“who  he  is.”  This  identification  is  related 
to  sex,  age,  occupation,  social  status,  cul- 
tural background,  national  origin,  and  cur- 
rent societal  emphasis  on  medical  psycho- 
logic problems.  For  what  the  patient  or 
client  may  say  to  you,  how  he  reports  his 
symptoms  and  problems,  and  how  he  will 
respond  to  your  efforts  are  related  to  his 
life  experiences,  to  his  fears,  to  his  image 
of  you,  and  to  his  expectations. 

Those  who  fancy  themselves  most  as  sci- 
entists get  out  of  clinical  work  because  they 
find  they  cannot  understand  the  patient,  are 
uncomfortable  with  ambiguities,  are  threat- 
ened by  the  patient’s  problems,  and  are 
fearful  of  the  responsibility  involved.  How 
nice  to  control  one’s  environment,  one’s 
test  tube,  one’s  push-button  machinery. 

The  essence  of  medical  philosophy  is  the 
preservation  of  life  and  the  avoidance  of 
risks  that  would  threaten  this  preservation. 
But  at  what  cost?  Frequently,  the  narrow 
interpretation  of  this  principle  has  led  to  de- 
stroying the  patient’s  living.  It  was  based 
on  the  assumption  that  one  does  not  trade  a 
physical  risk  for  a fuller  life.  Yet,  unless 
physicians  had  recognized  the  importance  of 
the  fuller  life  and  taken  some  chances,  the 
cardiovascular  patient  would  still  be  in  his 
rocking  chair  and,  perhaps,  moribund  as 
well.  Taking  a risk,  trading,  did  not  turn 
out  to  be  that  at  all.  For  this  act  of  cour- 
age paid  off  in  two  ways : a longer  life  and 
a fuller  life;  and,  as  you  well  know,  the  ef- 
fort toward  better  definition  is  still  pur- 
sued. 

Medicine  is  not  only  a heroic  profession 
but  it  also  has  many  unsung  heroes  who  go 
through  quiet  but  soul-tearing  decisions 
when  they  interpret  their  responsibilities  in 
unwritten  but  personally  pledged  ethics. 
For  responsibility  can  be  interpreted  in  two 
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ways.  One  can  say:  “I  have  the  responsi- 
bility to  protect  my  patient,  and,  therefore, 
I do  everything  I can  in  this  direction.” 
However  noble  this  may  sound,  it  is  often 
primarily  protecting  the  physician’s  per- 
sonal guilt,  protecting  him  against  tougher 
decisions,  and  in  his  eyes  protecting  his  rep- 
utation. 

Heasman1  says  for  example : 

If  as  doctors  we  are  to  move  towards  deal- 
ing more  effectively  ...  we  must  make  a 
break  with  our  tradition  and  look  at  the  whole 
patient  in  his  life  situation  ...  it  still  not  in- 
frequently happens  that  only  the  physical 
possibilities  are  considered  . . . the  doctor’s 
greatest  anxiety  is  that  he  will  miss  a physi- 
cal illness,  and  his  patient  lose  his  life.  The 
narrowing  of  life  by  psychological  illness 
ought  now  to  be  an  equal  anxiety  . . . 

There  is  then  another  way  of  realizing 
professional  responsibility.  It  is  to  say, 
“In  full  consideration  of  what  I understand 
of  this  man’s  style  of  life  and  with  full  rec- 
ognition of  the  actual  risk  involved,  I will 
treat  him  this  way,  and  I shall  recommend 
to  him  these  alternatives  which  will  tend 
to  preserve  the  way  of  life  he  chooses.” 
This  physician  recognizes  that  the  patient’s 
previous  way  of  life  may  have  contributed 
to  his  present  cardiovascular  condition  and 
that  going  back  to  that  life  pattern  is  a re- 
turn to  possibly  hastened  oblivion.  Yet,  not 
only  should  this  be  an  individual  choice  on 
the  part  of  the  patient,  but  the  alternatives 
presented  to  him  should  not  be  so  drastic 
that  the  patient  prefers  the  old  life  without 
modification  and  with  risk  rather  than  the 
loss  of  self-identity.  For  how  he  has  lived 
his  life  is  what  he  is  or  conceives  himself 
to  be. 

The  most  important  issue  in  our  lives  is 
our  sense  of  self-identity.  We  build  up  a 
self-image,  both  physically  and  psychologi- 
cally, of  what  we  are.  It  focuses  us;  it  is  a 
reference  point  in  any  chaotic  occurrence. 
Consequently,  the  most  basic  thing  is  to 
support  the  patient  in  the  belief  that  he  is 
the  same  person.  He  must  continue  to  be- 
lieve in  himself  and  in  his  wholeness.  He  is 
shaken  by  an  alteration  in  his  body  image 
when  he  experiences  a coronary  attack.  But 
if  now  he  is  told  he  must  create  a totally  new 
way  of  life,  he  begins  to  feel  depersonalized, 
especially  since  he  already  finds  his  wife, 
family,  and  friends  acting  differently  to- 
ward him.  Therefore,  he  needs  a great  deal 


of  reassurance  and  the  reinstitution  of  a 
feeling  that  he  can  be  his  own  master:  that 
he  is  responsible  for  and  capable  of  selecting 
the  alternatives.  He  needs  help  in  this  ex- 
ploration, even  though  the  physician  may 
be  well  aware  that  in  reality  the  patient  has 
but  few  choices  available  if  he  wishes  to 
remain  alive.  But  a real  dialogue  must  take 
place. 

It  is  a freedom  of  choice  for  the  patient 
which  respects  individuality  and  self-expres- 
sion. The  patient  is  no  biologic  animal 
whom  one  controls  and  for  whom  one  must 
make  hidden  decisions.  In  a deteriorating 
shell,  a man’s  psyche  and  a sense  of  purpose 
need  protection.  Either  that  or  he  is  merely 
an  animal  with  only  a biologic  sense  of  self- 
preservation. 

Consequently,  we  should  learn  from  this 
lesson  of  success  in  cardiovascular  disease 
that  we  need  to  continue  to  explore  alterna- 
tives to  what  is  conceived  to  be  life  preser- 
vation in  a broader  sense.  This  kind  of  de- 
velopment can  take  place  only  if  the  physi- 
cian has  a better  self-knowledge,  increased 
understanding  of  the  patient  and  his  en- 
vironment, current  research  information, 
and  a better  defined  medical  philosophy  of 
practice  about  responsibility  for  the  patient. 

Understanding  patient’s  life  style 

I wonder  how  long  a baseball  coach  would 
remain  in  business  if  he  selected  his  team 
on  height,  weight,  age,  reflex  speed,  cardiac 
function,  strength  of  grip,  and  finger  dex- 
terity. He  would  be  able  to  eliminate  the 
chap  who  was  4 feet  high,  over  fifty  years 
of  age,  or  who  had  a recent  coronary  attack, 
but  he  could  not  possibly  select  a team  un- 
less he  knew  how  they  played  the  game. 

Frequently,  we  assemble  such  comparable 
bits  of  information  about  our  patients,  but 
we  can  be  fooled  unless  we  go  deeper  into 
how  they  “play  the  game  of  life.”  It  would 
be  from  this  basis  that  our  treatment  would 
find  direction  and  modification.  Patients 
will  talk  a good  game  or  poor  game,  because 
it  may  be  their  way  of  meeting  a threaten- 
ing problem.  If  we  are  sensitive  to  what 
they  are  saying  and  give  them  time  enough, 
we  may  find  the  truth.  The  physician  who 
first  said,  “Listen  to  the  patient,  he  is  telling 
you  the  diagnosis”  might  also  have  added, 
“He  is  also  telling  you  the  kind  of  person 
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he  is,  and  whether  he  will  play  the  game  by 
the  rules  you  suggest.” 

Many  of  us  professionally  have  not 
learned  the  difference  between  “talking”  a 
good  game  and  “playing”  a good  game. 
Even  the  unsophisticated  therapist  has 
learned  today  to  talk  in  a way  which  repre- 
sents current  professional  opinion.  But  be- 
lieving is  something  beyond,  for  belief  is 
depth  and  carries  appropriate  action. 

In  the  majesty  of  professional  aura  one 
can  achieve  some  early  success  in  talking  a 
good  game  with  the  patient,  but  it  soon 
fades  and  fails.  It  eventually  leads  to  am- 
biguous advice  because  the  professional  does 
not  really  believe  in  what  he  says.  Further- 
more, many  physicians  would  be  astounded 
at  the  lack  of  belief  their  patients  may  have 
in  what  they  say.  In  defense,  they  would 
tend  to  remark  about  the  vagaries  of  the 
modern-day  neurotic  patient  who  does  not 
listen  to  or  follow  advice.  These  physicians 
would  probably  never  ask  themselves:  “Did 
I believe  in  what  I said?”  If  the  answer  is 
“no,”  this  could  very  well  be  the  reason. 
For  there  is  strong  evidence  that  one’s  be- 
lief consciously  or  unconsciously  gets  trans- 
mitted to  the  other  person  by  one  means  or 
another. 

Let  me  cite  some  instances  of  this.  Ros- 
enthal,2 a psychologist,  won  a prize  from 
the  American  Association  for  the  Advance- 
ment of  Science  for  research  which  showed 
that  an  experimenter  could  bias  his  results 
by  his  own  unvoiced  opinions.  Subjects 
tended  to  agree  with  what  the  experimenter 
believed  even  though  the  material  was  pre- 
sented objectively. 

A more  recent  study  was  reported  by 
Rosenthal  and  Jacobson.3  In  this  study 
school  children  were  selected  randomly  and 
the  teacher  told  that  these  children  could  be 
expected  to  spurt  ahead  and  make  more 
progress  than  the  others.  After  a year 
they  did  move  ahead,  confirmed  by  tests, 
even  though  by  actual  test  beforehand  they 
did  not  represent  any  greater  potential  than 
their  classmates. 

In  an  attempt  to  explain  this,  the  authors 
refer  to  the  subtler  aspects  of  the  teacher- 
pupil  interaction : 

Her  tone  of  voice,  facial  expression,  touch 
and  posture,  may  be  the  means  by  which, 
probably  quite  unwittingly,  she  communi- 
cates her  expectations  to  the  pupils.  Such 
communication  might  help  the  child  by 


changing  his  conception  of  himself,  his  an- 
ticipation of  his  own  behavior,  his  motiva- 
tion, or  his  cognitive  skills. 

Interestingly  enough  the  teachers  de- 
scribed these  children  after  the  year’s  ex- 
perience as  . . having  a better  chance  of 
being  successful  in  later  life,  and  as  being 
happier,  more  curious,  and  more  interesting 
than  other  children.” 

It  is  possible  that  those  outside  the  teach- 
ing profession  might  tend  to  discount  this 
and  to  believe  that  the  classroom  is  one 
thing  and  clinical  practice  another.  How- 
ever, let  me  support  the  old-fashioned  con- 
cepts of  belief  and  faith  and  their  inevitable 
transmittal  by  other  examples. 

Medical  literature  on  placebos  strongly 
supports  the  almost  magical  influence  which 
a physician  may  have  on  his  patient.  One 
of  the  classic  stories  is  that  of  a patient  who 
had  long  suffered  from  chronic  asthma.  His 
physician  was  sent  a sample  of  a new  drug 
which  was  then  given  to  the  patient  with  a 
dramatic  alleviation  of  his  complaints. 
However,  when  a placebo  was  substituted 
by  the  physician,  without  the  patient’s 
knowledge,  the  condition  returned.  The 
physician  then  made  several  trials  between 
the  new  drug  and  a placebo,  all  without  the 
patient’s  knowledge,  and  each  time  the  drug 
was  effective  and  the  placebo  was  not.  The 
physician  was  then  convinced  of  the  value 
of  the  drug  and  asked  the  pharmaceutical 
company  for  a new  supply.  At  this  point 
the  company  admitted  that  since  they  were 
not  sure  of  the  effectiveness  of  their  new 
product,  they  had  actually  supplied  him  with 
a placebo  from  the  beginning.4  In  other 
words,  as  long  as  the  physician  believed  or 
disbelieved,  somehow  the  patient  got  the 
message. 

Perhaps,  you  have  heard  about  surgeons 
who  do  not  wish  to  perform  a serious  opera- 
tion on  a patient  who  is  convinced  he  is 
going  to  die.  There  is  evidence  that  such 
patients  succumb  more  frequently  than 
those  patients  who  are  more  optimistic 
about  the  operation.  It  could  be  that  the 
surgeon  has  unknowingly  transmitted  his 
belief.5 

Other  studies  have  shown  that  the  sur- 
geon who  is  enthusiastic  about  a certain 
operative  procedure  obtains  better  results 
than  those  surgeons  who  are  doubtful,  al- 
though the  surgery  is  presumably  performed 
in  identical  fashion.6 
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Not  to  belabor  this  point  of  faith  and  be- 
lief, I will  give  one  final  statement.  Under 
persuasive  conditions  with  placebos,  patients 
improve,7  are  relieved  of  pain,8  their  alpha 
brain  waves  may  alter,9  tissue  changes  may 
occur,10  some  normally  well  people  get  vio- 
lently ill  if  they  think  the  placebo  is  a real 
drug,11  and  some  patients  somehow  exhibit 
the  side-effects  of  the  real  drug  which  they 
were  not  given,12  although,  I might  add,  the 
physician  who  gave  the  placebo  knew  what 
side-effects  the  real  drug  tended  to  produce. 
Wolf,12  one  of  the  world’s  leading  psycho- 
somaticists,  says:  “For  some  curious  rea- 

son, patients  have  a way  of  getting  what- 
ever is  expected.  This  is  very  odd  indeed, 
and  may  imply  some  sort  of  extra-sensory 
perception.” 

I would  say  that  we  are  all  not  aware  of 
the  way  in  which  our  bodies,  or  what  might 
be  called  “the  languages  of  the  body,”  are 
transmitting  what  we  ourselves  actually  be- 
lieve in  spite  of  what  we  may  say  verbally. 

Communication  with  patient 

Favorable  or  unfavorable  communication 
with  the  patient  starts  before  we  even  see 
him.  The  kind  of  office  we  have,  what  im- 
pression it  gives,  where  it  is  located,  how  it 
is  decorated,  and  many  other  external  but 
subtle  cues  begin  to  orient  the  patient  as  to 
who  we  are  and  what  we  stand  for.13 

Medicine  at  one  time  spoke  of  the  “gold- 
headed cane”  as  symbolic  of  the  medical  pro- 
fession and  its  power.  Today  other  symbols 
are  used  to  represent  this,  chiefly  in  the 
form  of  bewildering  equipment.  To  give 
one  brief  observation,  Dock14  says,  “the 
more  apparatus  in  an  examining  room,  the 
higher  the  blood  pressure.”  While  to  a 
physician,  his  equipment  is  routine  and  un- 
impressive, to  the  anxious  patient  it  is  all 
a scary  booming  confusion. 

Ratner15  blames  medical  school  training 
for  the  lack  of  communication  between  pa- 
tient and  physician.  He  says:  “The  mod- 

ern medical  school  is  really  not  much  differ- 
ent from  the  veterinary  school.  It  could, 
for  the  most  part,  have  the  horse  for  its 
subject.  There  are  only  a few  medical 
schools  in  the  country  that  give  a course  in 
how  to  communicate  with  patients.  . . .” 
Yet,  if  such  a course  were  given,  I suspect 
from  the  typical  medical  approach  that  it 
would  emphasize  technics  instead  of  basic 


essentials.  Technics  always  appear  to  be 
more  scientific  and  objective. 

Quality  of  communication  begins  with  a 
desire  to  communicate.  Probably  we  all 
would  claim  we  have  this  desire  because  all 
of  us  accept  this  factor  as  an  obvious  good. 
Yet,  actually  few  of  us  really  wish  to  com- 
municate because  it  may  open  too  many 
doors.  We  would  say  in  defense  that  we  do 
not  wish  to  complicate  the  issues  or  to  waste 
time  by  extraneous  talk  and  irrelevant  in- 
formation. So  as  a barrier,  we  adopt  a 
manner  and  a fagade  which  precludes  pa- 
tient overtures  and  our  necessary  responses. 

The  real  desire  to  communicate  and  the 
acceptance  of  its  consequences  are  a price 
we  should  rather  not  pay,  because  the  cost 
is  greater  responsibility  to  the  patient  who 
may  reveal  things  about  which  we  do  not 
wish  to  be  bothered,  and,  in  addition,  we 
may  fear  the  reciprocity  that  comes  about 
which  reveals  ourselves  a bit  more  by  the 
nature  of  our  response.  The  large  number 
of  us  who  believe  we  need  protection  against 
a violation  of  this  secret  inner  self  of  belief 
and  feelings  is  matched  by  the  patient  who 
soon  gets  the  message  and  who  then  remains 
himself  on  the  surface  in  the  exchange.16 

Consequently,  most  of  us  do  not  wish  to 
trade  our  facade  for  the  possibility  of  hav- 
ing a more  open  patient.  Actually  this  at- 
titude is  tied  to  insecurity,  and  the  presumed 
best  defense  is  the  wall  we  build  around  us. 
Perhaps  you  have  noted  that  the  very  top 
men  in  any  profession  are  simple  and  unpre- 
tentious. They  do  not  fear.  They  are  not 
constricted ; they  do  not  tremble  before  the 
prospect  of  self-revelation.  They  trust 
themselves,  and  they  trust  their  patients 
and,  thereby,  instill  confidence  in  the  pa- 
tient. 

In  our  tightly  woven  professional  mantle, 
we  usually  assume  that  our  role  demands 
speaking  as  objectively  as  we  can  with  the 
patient.  This  may  be  in  spite  of  the  fact 
that  we  do  not  know  him  well  and  with  the 
possible  assumption  that  he  can  respond  as 
objectively  as  we  would.  After  all,  we  say, 
“He  is  an  intelligent  man.”  But  we  forget 
he  is  also  imbued  with  his  role  as  a patient. 
His  thinking  is  colored  not  only  by  his  emo- 
tions but  by  his  psychologic  and  physiologic 
responses  as  well,  and  these  in  turn  present 
their  own  additional  involvements. 

The  individual  says:  “My  doctor  is  too 

busy,  so  I did  not  ask  him  that,”  or  the  pa- 
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tient  may  make  a similar  statement.  But 
this  individual  does  not  really  mean  this. 
He  knows  his  physician  has  rejected  him  or 
is  insufficiently  concerned,  but  he  does  not 
wish  to  admit  it  to  others  or  to  himself.  In 
some  instances,  it  could  be  that  the  patient 
was  afraid  to  ask  the  question.  If  this  is 
the  case,  it  was  at  least  in  part  because  he 
was  concerned  with  the  support  and  security 
he  wished  if  the  answer  was  unpleasant. 

If  the  patient  hears  what  the  physician  is 
saying,  how  he  hears  it  and  what  implica- 
tions he  draws  is  hardly  a simple  mathe- 
matical relationship  between  input  and  out- 
put of  units. 

Let  me  give  an  example  taken  from  my 
own  experience  in  giving  a psychologic  test. 
This  test  is  one  supposedly  designed  to 
measure  aptitude  for  mechanical  drawing 
and,  in  a looser  way,  is  one  of  several  that 
might  be  part  of  a battery  testing  mechani- 
cal aptitude.17  The  instructions  which  are 
read  to  the  group  say  at  one  point:  “Be 

careful  not  to  go  so  fast  that  you  make  mis- 
takes. Do  not  spend  too  much  time  on  any 
one  problem.”  A curious  thing  happens 
when  one  watches  the  responses  of  some 
when  one  says:  “Be  careful  not  to  go  so 

fast  that  you  make  mistakes.”  Their  faces 
light  up,  while  others  appear  unresponsive. 
However,  when  one  then  proceeds  to  the  next 
statement:  “Do  not  spend  too  much  time 

on  any  one  problem,”  the  previous  unre- 
sponders now  show  animation  as  one  has 
struck  their  chord. 

This  double-barrelled  statement  evokes 
differing  responses  according  to  the  per- 
sonality of  the  individual.  Later  examina- 
tion of  test  scores  gives  confirmation.  The 
steady  careful  workers  do  not  finish  the  test 
but  make  few,  if  any,  errors  in  doing  about 
35  to  40  items.  On  the  other  hand,  the 
people  who  wTork  rapidly  complete  the  test  of 
65  items  but  make  as  many  as  10  to  15 
errors.  Each  group  hears  and  responds  to 
how  it  wishes  to  operate. 

When  a physician  gives  equally  double- 
barrelled  instructions  to  heart  patients,  such 
as:  “Take  it  easy,  but  keep  as  active  as 

you  can,”  or  “You  must  take  exercise,  it’s 
good  for  you,  but  don’t  overdo  it.”  Advice 
of  this  sort  will  obviously  not  be  taken 
uniformly  and  will  vary  with  the  patient’s 
personality.  This  is  why  good  advice  may 
not  be  good  for  some,  unless  we  know  well 


the  life  style  of  those  to  whom  we  are  speak- 
ing and  adjust  our  counsel  accordingly. 

There  are,  as  many  are  aware,  whole 
books  written  about  the  physician  as  an 
iatrogenic  agent  in  disease.  The  proper  or 
improper  use  of  drugs,  operations,  and  med- 
ical procedures  is,  of  course,  a concern. 

However,  in  the  area  of  functional  heart 
disease,  the  “cardiac  without  heart  disease,” 
the  physician,  encouraged  by  the  patient, 
can  sometimes  be  the  provoker  of  iatrogenic 
heart  disease.  I hesitate  to  call  it  a “cardiac 
neurosis,”  because  in  many  cases  I do  not 
know  and  no  one  knows  to  what  extent  it  is 
a cardiovascular  propensity  and  to  what  ex- 
tent psychologic  opportunism  in  combina- 
tion. 

It  appears  that  neither  the  physician  nor 
the  psychologist  and  psychiatrist  wishes  to 
treat  these  people.  They  find  them  boring, 
distasteful,  and  intractable.  One  reason  for 
this  is  their  illusiveness.  These  hermits 
from  life  have  escaped  into  illness  and  found 
a defense  against  both  professions.  They 
can  retreat  into  a cardiac  status  when  con- 
fronted by  the  mind  physician  or  to  a life 
ineptitude  when  faced  with  the  probing  of 
the  body  physician.18 

We  should  also  recognize  that  the  physi- 
cian may  instigate  other  problems  with  his 
patients.  For  example,  some  physicians 
seem  to  have  more  anginose  patients  than 
others.  This  is  a curious  thing  since  it 
should  generally  be  randomly  distributed. 

Evans  and  Sutton,19  in  a review  of  the 
literature,  found  a number  of  very  interest- 
ing studies.  They  show  that  some  physi- 
cians report  that  up  to  60  per  cent  of  pa- 
tients have  angina  pain  during  coronary  at- 
tacks, while  at  the  other  extreme,  one  physi- 
cian had  only  1 of  116  cases,  and  still  an- 
other, no  angina  in  200  cases.  While  it  is 
true  that  there  may  be  various  semantic 
problems  which  enter  into  this  issue,  I can- 
not conceive  of  this  as  accounting  for  this 
very  wide  disparity.  It  is  clear  to  me  that 
these  statistics  tell  us  something  about  the 
nature  of  the  physician  involved  as  well  as 
about  the  quality  of  communication  between 
the  physician  and  his  patient.  If  one  can 
discount  the  probably  few  instances  of  ex- 
tremely biased  physicians  who  either  would 
brush  aside  or  not  ask  the  patient  if  he  had 
pain,  as  well  as  those  patients,  probably  a 
small  number,  who  feared  to  report  pain, 
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it  would  seem  that  there  were,  if  not  angina- 
provoking  physicians,  at  least  angina-seek- 
ing and  nonangina-seeking  physicians,  that 
is,  some  received  or  were  open  to  the  replies 
they  expected  or  encouraged,  while  others 
may  have  suppressed  this. 

By  the  reporting  of  pain,  the  patient  is 
saying  he  is  fearful.  He  may  be  saying, 
“Will  you  uderstand  me?  Will  you  help  me? 
Won’t  you  listen  to  what  I am  really  saying? 
Don’t  you  see  I need  your  help?” 

Another  patient  will  use  this  reporting  as 
a kind  of  punishment,  a kind  of  threat  to 
arouse  guilt  in  the  physician.  He  may  be 
saying,  “See,  you  haven’t  helped  me  enough. 
You  should  give  me  more  care  and  attention. 
You  are  not  doing  your  job.”  Essentially, 
it  too  is  a request  for  help  in  a more  demand- 
ing way.  Some  nonreporters  are  afraid 
that  the  physician  will  not  tolerate  the  re- 
porting and  restrict  them  too  much. 

There  are  others  among  the  nonreporters 
of  pain  who  are  repaying  the  physician  for 
his  aid:  “You  have  helped  me,  and  I want 

you  to  continue.”  I am  sure  there  are  some 
patients  who  cannot  admit  pain  to  them- 
selves or  their  physicians  because  such  open 
acknowledgment  is  too  frightening  in  its 
implications.  The  so-called  “silent”  heart 
attacks,  which  some  claim  run  as  high  as  40 
per  cent  or  higher,  may  include  such  indi- 
viduals.20 

Hollender21  cites  an  instance  in  which  the 
physician,  a self-made  man,  refused  to  give 
a prescription  and  told  the  patient  to  go 
home  and  work  out  her  problems.  She  then 
attempted  suicide.  Hollender  then  asks, 
“Whom  does  the  physician  treat?”  In  this 
instance,  the  answer  would  be  “Himself.”  I 
need  not  emphasize  to  what  extent  at- 
tempted suicide  is  a cry  for  help,  a severe 
manifestation  performed  in  a desperate  way 
to  impress  others  that  help  is  being  asked. 
One  is  certainly  reminded  of  the  patient 
with  a heart  condition  who  continues  to  take 
great  risks  with  his  life,  refuses  advice,  and 
acts  out  an  attempted  suicide  in  a less  ob- 
vious way.  To  some  extent,  he  takes  such 
actions  because  he  has  not  obtained  the  help 
he  sought.  Granted  that  there  are  patients 
who  may  be  beyond  our  ability  to  help  be- 
cause of  their  deep-seated  problems  or  be- 
cause they  insist  on  a pseudobravery  substi- 
tute as  a denial  of  reality.  Yet  many  of 
these  patients  can  and  would  be  helped  if 


their  physicians  made  more  effort  to  live  and 
suffer  through  with  them  their  fears  and 
anxieties.  Tough  on  the  physician?  Yes  it 
is,  but  this  is  what  separates  the  healer  from 
the  technician. 

Merely  spending  more  time  with  the  pa- 
tient is  not  a solution  although  it  helps ; nor 
are  better  questionnaires  to  be  filled  out 
while  the  patient  is  waiting,  for  the  ques- 
tionnaire itself  is  a highly  questionable  de- 
vice which,  in  a sense,  rejects  the  patient 
for  a nice  interpersonal  contest  with  paper 
and  pencil.  The  patient  is  not  organized 
and  efficient  as  we  are,  and  yet  we  expect 
him  to  be  so  even  though  he  comes  anxious 
and  troubled. 

We  see  the  epitome  of  this  rejection  in 
the  newly  devised  case  history-taking  elec- 
tronic machines.  If  one  cannot  appreciate 
the  fact  that  this  method  is  ridiculous,  one 
cannot  make  good  use  of  the  time  saved. 

Man  is  bewildered  by  the  unknown  an- 
swers as  to  who  and  what  he  is  and  why  he 
lives  and  dies;  and  in  a time  of  threat  these 
fundamental  issues,  which  he  had  put  aside, 
arise.  On  the  surface  he  may  appear  calm, 
but  we  know  by  physiologic  measurements 
that  the  body  is  in  turmoil  as  well  as  his 
mind  by  psychologic  evaluation.  At  this 
point,  why  are  we  willing  to  face  him  with 
automated  procedures? 

If  a physician  thinks  a case  history  is  no 
more  than  a collection  of  facts,  he  cannot 
be  sensitive  to  the  need  of  understanding 
his  patient.  Even  the  so-called  “facts”  re- 
ported to  a machine  or  answered  on  a piece 
of  paper  may  actually  not  be  factual  at  all. 
Furthermore,  the  process  tends  to  become 
routinized  by  calling  it  a history  when  the 
physician  should  see  it  as  a “life  review.” 
To  see  it  in  terms  of  how  the  patient  re- 
ports, such  as  the  tear-filled  eye,  the  frown, 
the  lip  biting,  the  unfinished  sentences,  the 
fumbling,  and  hesitancies  with  which  he  re- 
lates past  events,  and  to  be  able  to  ask  the 
probing  follow-up  questions  on  the  basis  of 
such  observances  and  intuitions  is  not  some- 
thing the  machine,  the  impersonal  question- 
naire, and  the  unsophisticated  nurse  can  do. 
If  this  early  engagement  with  the  patient 
is  not  appreciated  as  an  exceptional  oppor- 
tunity for  building  a relationship  through 
the  exchange  and  for  gaining  insight,  it  is 
clear  that  we  have  in  prospect  the  still  fur- 
ther development  of  so-called  “time-saving” 
means  which  are  in  reality  patient-avoiding, 
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patient-escaping  measures.  I would  not  find 
any  great  quarrel  with  the  thesis  that  we 
ask  too  much  of  a physician  in  our  society, 
and  perhaps  his  only  recourse  is  to  escape 
and  call  it  something  else  to  save  face.  But, 
oddly  enough,  nobody  else  is  really  being 
fooled  by  the  subterfuge,  for  the  patient 
more  than  anyone  sees  the  truth  and  resents 
it. 

Like  the  biblical  story  about  the  wise  use 
of  talents,  I think  medicine  should  question 
whether  its  fine  talent  and  exceptional  dedi- 
cation is  being  put  to  its  best  employment 
in  what  is  often  called  “modern  medicine.” 
Quite  true,  it  is  modern,  but  is  it  all  medi- 
cine or  is  part  of  it  something  else? 

Permit  me  another  old-fashioned  state- 
ment, and  I go  pretty  far  back  for  this.  The 
ancient  Greeks  said,  “know  thyself,”  and 
this  dictum  is  even  more  important  than 
“knowing  the  patient.”  Unless  we  know 
ourselves,  we  cannot  really  know  the  patient, 
since  what  we  are  determines  to  what  extent 
we  can  know  the  patient. 

Knowing  oneself  is,  of  course,  an  ideal, 
as  we  will  always  be  largely  subjective.  We 
should  be  sensitive  at  least  to  the  impres- 
sion we  are  making  and  to  how  our  words 
and  our  body  language,  however  well  chosen, 
may  be  misunderstood,  misinterpreted,  or 
misapplied  by  a patient  whose  anxiety  blocks 
and  screens  out  what  he  cannot  tolerate  at 
that  moment. 

If  we  videotaped  both  ourselves  and  the 
patient  during  an  interview,  we  might  be 
startled  by  what  had  taken  place  about 
which  we  were  unaware.  We  might  say: 
“Did  I really  frown  and  hold  up  my  hand 
when  I said  that?”  “Now  look,”  we  might 
say,  “at  what  the  patient  is  doing  in  re- 
sponse. I did  not  realize  how  tense  he  was 
or  see  his  look  of  disbelief.  I was  only 
listening  to  his  words.” 

Consequently,  our  entire  self  is  involved 
in  the  process ; our  words,  our  gestures,  our 
posture,  and  our  hesitancies  are  all  telling 
the  patient  our  beliefs,  and  often  he  may 
rely  less  on  our  words  than  on  the  total 
manner  of  our  presentation.  Videotaping 
is  not  the  complete  answer  since  we  might 
interpret  our  gestures  differently  from  the 
patient. 

Conclusion 

Art  reflects  the  society.  The  frequency 


of  self-proclaimed  artists,  who  throw  paint 
with  abandonment  at  a canvas  or  even  exe- 
cute the  kind  of  ingenuity  which  has  ants 
with  inky  feet  walk  across  the  canvas,  ought 
to  arouse  some  thoughts  on  our  part.  We 
are  such  an  assembly  line  society.  How- 
ever sincere  and  well  intentioned,  we  get 
caught  up  with  society’s  philosophy  of  life 
which  is  far  from  humanistic.  We  are  be- 
ginning to  recognize  with  some  astonish- 
ment the  bitter  fruit  of  what  we  have  culti- 
vated. I do  not  mean  only  the  social  disrup- 
tion which  we  see  but  also  the  mental  in- 
stability and  the  organic  stress.  The  large 
number  of  people  who  crowd  the  physician’s 
office  with  little  or  no  evidence  of  physical 
illness  and  perhaps  the  equal  number  who 
seek  escape  by  the  use  of  a functional  psy- 
chosomatic disorder  are  evidences  that  the 
society  we  have  created  fosters  illness  in 
those  who  cannot  tolerate  its  inhuman 
stresses. 

We  are  amused  at  man’s  earlier  ventures 
into  treatment  which  often  did  more  harm 
than  good,  yet  when  are  we  going  to  start 
laughing  at  our  present  therapeutic  struc- 
ture. Can  we  not  see  that  we  are  not  much 
better?  Almost  exclusively  one-track- 
minded  because  our  education,  training,  and 
philosophic  assumptions  programed  us  that 
way,  the  mantle  of  our  profession  hangs 
down  over  our  eyes  and,  perhaps,  our  hearts 
as  well.  The  man  of  the  next  century,  I am 
afraid,  will  not  find  amusement  with  us;  I 
suspect  he  will  be  horrified  at  our  obtuse- 
ness. 

When  are  we  going  to  admit  our  inade- 
quacy in  dealing  with  human  beings  and  stop 
speaking  about  expediency  and  start  plan- 
ning a better  organized,  better  related  sys- 
tem with  continuity,  with  preservation  of 
life  case  histories,  and  with  preventive 
measures  of  more  than  a superficial  kind  for 
a few? 

We  are  all  playing  a childish,  irrational 
game  without  sufficient  rules  or  structure. 
We  kid  ourselves  into  thinking  this  system 
makes  us  freer  when,  in  fact,  we  are  trapped 
in  its  quicksand. 

The  development  of  a professional  con- 
science is  somehow  conceived  to  be  a kind  of 
osmotic  process  developed  in  training. 
However,  I think  we  must  give  more  atten- 
tion to  its  meaning  and  dimension.  While 
no  one  would  revere  the  right  of  a free  pro- 
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fessional  conscience  more  than  I,  yet  I be- 
lieve that  we  usually  do  not  know  exactly 
what  we  are  talking  about  when  we  make 
this  statement.  I do  not  know  how  much 
justification  we  have  to  insist  on  complete 
professional  freedom  with  our  limited 
knowledge  and  recognized  human  proneness 
to  error.  I do  not  believe  we  have  suffi- 
ciently evaluated  the  patient’s  right  to  the 
best  available  clinical  judgment,  forming  it, 
as  we  do  so  often,  from  a narrow  discipli- 
nary point  of  view. 

Please  do  not  mistake  my  opinion.  I mean 
by  this  issue  to  include  all  therapeutic  pro- 
fessions. Each  one  in  its  narrowness  is 
faced  with  a whole  patient  or  client,  and 
each  one  may  harm  the  patient’s  best  inter- 
est by  the  nature  of  its  assumption  of  per- 
sonal professional  prerogative. 

We  are  justly  concerned  with  clinical  free- 
dom, but  it  cannot  be  mere  clinical  license. 
Fortunately,  the  better  minds  in  medicine, 
in  public  health,  and  in  other  therapeutic 
professions  are  not  happy  with  the  haphaz- 
ard scheme  and  happenstance  situation  in 
which  too  many  patients  are  wanderers  in 
and  out  of  the  therapeutic  periphery.22 

My  quarrel  is  not  so  much  with  the  phi- 
losophy of  medicine  or  of  psychology  but 
with  the  superior  philosophy  of  science 
which  has  divided  man  for  practical  pur- 
poses into  two  major  aspects,  mind  and 
body.  While  this  argument  goes  on,  both 
camps  forget  about  the  third  very  necessary 
aspect  waiting  outside  the  door,  the  ecology 
of  the  individual.  It  is,  perhaps,  in  this 
aspect  that  the  rather  new  profession  of 
rehabilitation  counseling  takes  its  stand  and 
makes  its  contribution  among  other  pro- 
fessions. 

I do  not  believe  it  is  ever  going  to  be  easy 
to  get  the  physician  to  be  more  sensitive 
psychologically,  or  the  psychologist  or  other 
therapists  to  become  somatically  inspired. 
To  understand  any  issue,  one  needs  not  only 
the  facts  and  the  experience  but  beyond 
either  a commitment  to  the  idea.  It  takes 
more  than  attending  a few  lectures  and 
reading  a book  with  a minor  curiosity  about 
the  subject.  What  this  does  so  often  is 
make  for  lip  service. 

Actually,  it  takes  enthusiasm,  an  avid- 
ness, a conviction.  It  is  more  than  acting 
dutifully,  more  than  a conscious  knowledge 
while  we  unconsciously  deny  it.  It  really 


takes  a kind  of  stealing  from  the  fixed  value 
we  have  of  our  discipline,  an  acknowledg- 
ment that  some  of  it  is  less  important  than 
this  other  insight.  We  tend  to  be  protective 
of  the  mantle  of  our  profession;  and  while 
we  may  acknowledge  its  intradisciplinary 
limitations,  we  tend  to  ignore  its  extradisci- 
plinary  limitations  which  may  bear  directly 
on  our  patients.  These  patients,  unfortu- 
nately for  all  the  pragmatic  subdivisions, 
come  to  us  clinically  as  total  human  beings. 

One  final  reference  to  old-fashioned  vir- 
tues, those  we  name  faith,  hope,  and  charity. 
These  three  symbols  are  as  good  as  any  to 
describe  the  essentials  of  therapy.  From  a 
review  I have  made  of  the  many  kinds  of 
professional  therapies,  therapeutic  condi- 
tions, and  circumstances,  these  three  words 
seem  to  characterize  the  process.  The  ther- 
apist and  his  patient  must  have  faith  in 
each  other,  the  physician  must  believe  in 
and  the  patient  must  have  hope  for  improve- 
ment, and  both  therapist  and  patient  have 
the  kind  of  charity  for  each  other  that  is  a 
free  and  giving  relationship  without  neces- 
sarily demanding  return.16 

I cite  just  one  fascinating  area  which  sup- 
ports this,  the  field  of  what  might  be  called 
human  response  to  symbolic  therapeutic  sit- 
uations or,  in  other  words,  the  placebo  pill, 
placebo  injection,  the  placebo  surgical  and 
pseudosurgical  operations,  and  many  other 
persuasive  circumstances,  conducive  cli- 
mates, and  inspiring  zealots  whose  effects 
on  a patient  are  beneficial  and  curative.23 

If  we  are  ever  going  to  find  out  what  is 
really  going  on  between  physician  and  pa- 
tient or  therapist  and  client,  we  must  be 
sensitive  to  these  issues. 

It  is  very  fascinating  to  see  how  the  same 
principles  are  paralleled  in  all  therapeutic 
professions.  The  same  issues  of  freedom, 
of  control,  and  of  neat  societal  solutions  at 
the  expense  of  the  individual  are  at  stake. 
The  same  issue  of  the  therapist’s  self  pro- 
tection against  the  client’s  best  interests 
arises;  and  the  same  issues  of  personality 
and  courage  of  the  therapist  as  vital  in  the 
interpersonal  transaction  are  prevalent. 

At  the  base  of  everything,  all  professions 
that  profess  a life  devoted  to  human  welfare 
have  such  a great  deal  in  common  in  ethical 
and  humanistic  principles  that  it  is  unfor- 
tunate that  in  training  and  in  everyday  life 
their  association  with  each  other  is  so 
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limited.  It  is  shameful  that  the  world  of 
professions  often  becomes  a series  of  na- 
tionalistic creeds  which  do  harm  to  all  in 
the  contention,  and  by  all,  I mean  to  include 
the  patient. 

It  may  have  appeared  that  I am  antisci- 
ence. I hope  this  is  not  true  because  I con- 
sider myself  a scientist.  It  is  exactly  be- 
cause of  this  conviction  that  I believe  we 
are  the  master  not  the  slave  of  science.  Sci- 
ence is  not  my  religion  in  the  sense  that 
anything  which  is  called  or  pretends  to  be 
scientific  can  be  accepted  as  dogma.  For 
there  is  much  irrationality  masquerading  as 
science,  and  much  of  what  we  have  proved 
in  the  past  is  now  embarrassingly  invalid 
today.  Many  of  our  present  convictions  are 
about  to  change  tomorrow. 

Consequently,  the  “scientific  truth’’  and 
the  “scientific  tool’’  are  but  passing  means 
in  the  service  of  our  primary  reference, 
human  dignity  and  human  compassion. 
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T he  majority  of  cancer  registries  exist  to 
satisfy  the  American  College  of  Surgeons’ 
standards  for  cancer  program  accreditation. 
Keeping  adequate  records  on  cancer  patients 
is  required  to  produce  raw  data  for  assess- 
ment of  an  institution’s  total  cancer  prob- 
lem.** Ideally,  a hospital  cancer  registry 
assists  the  professional  staff  to  evaluate 
their  management  of  cancer  patients.  The 
hospital’s  registry  is  supposed  to  be  not 
only  an  effective  mechanism  for  the  meas- 
urement of  progress  in  cancer  control  but 
also  a potent  factor  in  terms  of  stimulating 
that  progress,  particularly  for  the  small  to 
moderate-sized  general  hospital.** 

The  benefit  that  practicing  physicians  ac- 
tually derive  from  these  vast  repositories  of 
data  may  be  reflected  in  their  typically  infre- 
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fluent,  or  at  least  tangibly  inevident,  utiliza- 
tion of  the  hospital-oriented  registry.  It  is 
doubtful  that  the  minimal  reports  of  inci- 
dence and  survival  made  to  the  hospital 
medical  staff  on  a once-a-year  basis  can  meet 
all  physicians’  needs. 

Answers  to  questions  concerning  what  the 
current  prevalence  and  quality  of  cancer  reg- 
istries is  and  what  use  is  made  of  registry 
data  were  provided  by  a recent  survey  of  41 
hospitals  in  the  seven  counties  in  New  York 
State  and  the  one  county  in  Pennsylvania 
which  comprise  the  western  New  York  Re- 
gional Medical  Program.  Approximately 
three  quarters  of  these  are  general  hospitals 
with  fewer  than  300  beds. 

The  findings  are  summarized  as  follows: 
(1)  Sixteen  of  the  hospitals,  representing 
less  than  half  the  total  number  of  beds,  have 
some  kind  of  registry  activity;  (2)  8 of  the 
16  have  all  three  registry  components, 
namely,  abstracting,  follow-up,  and  report- 
ing; and  (3)  4 of  the  8 show  evidence  of  a 
qualitatively  adequate  registry.  During  the 
course  of  the  survey,  two  secretaries  re- 
ported that  their  registry  data  were  used 
one  time  each  for  the  purpose  of  individual 
physician  research. 

Unique  features  of  system 

Awareness  of  the  current  inadequacy  of 
hospital  registries  prompted  the  authors  to 
propose  an  automated  central  cancer  regis- 
try for  consideration  by  the  regional  medi- 
cal program.  This  report  examines  the  com- 
ponents of  a user-oriented  cancer  registry 
system  with  meaningful  feedback  of  infor- 
mation to  practicing  physicians  and  hos- 
pitals. The  approach  taken  is  a regional  one 
to  include  the  total  cancer  population  of 
western  New  York  and  Erie  County,  Penn- 
sylvania, currently  increasing  at  the  rate  of 
6,000  cases  per  year,  and  thereby  to  accumu- 
late diagnostic,  therapeutic,  and  survival 
data  for  this  area. 

The  regional  concept  assures  more  com- 
plete and  compatible  cancer  registry  data 
with  the  most  judicious  use  of  available 
funds.  Data  collected  with  a common  code, 
in  a standardized  format,  and  processed  with 
the  aid  of  computer  technology  provide  a 
greater  amount  of  useful  information  than 
is  available  with  the  customary  registry. 

**  Schneider,  B.  A.:  Progress  in  cancer  control  through 

cancer  registries.  Cancer  8:  207  (1958). 
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Machine  methods  will  be  used  to  correlate 
many  different  variables  from  a large,  pooled 
data  base.  The  physician  will  be  able  to 
compare  his  confidential  results  with  the  ac- 
complishment of  others. 

The  central  registry  is  expected  to  pro- 
vide (1)  the  practicing  physician  with  a 
quantitative  and  qualitative  measure  of  care 
for  his  cancer  patient,  (2)  the  cancer  re- 
search scientist  with  raw  data  for  more  in- 
tensive study,  (3)  the  community  agency 
with  guides  for  its  public  and  professional 
education  activities,  and  (4)  the  cancer  pa- 
tient with  a stimulus  to  visit  his  physician 
periodically. 

The  first  consideration  in  any  registry 
program  is  the  data  to  be  collected  and  how 
these  data  are  to  be  accumulated.  Most  can- 
cer registry  abstracts  have  consisted  of  a 
minimal  amount  of  information  required  by 
the  American  College  of  Surgeons  for  prep- 
aration of  annual  reports  to  the  hospital 
staff.  The  quality  of  abstracting  varies  with 
the  ability  and  conscientiousness  of  the  reg- 
istry secretary.  Differences  in  interpreta- 
tion and  classification  have  led  to  a prevalent 
incompatibility  of  data  among  registries. 
The  problem  of  what  information  to  collect 
has  recently  been  clarified,  if  not  wholly 
agreed  on.  A series  of  conferences  on  pa- 
tient-oriented tumor  registries  sponsored  by 
the  Division  of  Regional  Medical  Programs, 
Health  Services  and  Mental  Health  Admin- 
istration of  the  Department  of  Health,  Edu- 
cation, and  Welfare  has  produced  a list  of 
“core”  data  which  forseeably  will  become  the 
national  standard  of  data-  and  the  new  mini- 
mum requirement  for  the  American  College 
of  Surgeons  approval.  The  regional  regis- 
try will  require  participating  hospitals  to 
abstract  from  the  completed  patient  chart  at 
least  these  basic  data. 

Cases  will  be  abstracted  at  the  hospital 
where  the  cancer  is  first  diagnosed  directly 
from  the  patient’s  chart  onto  standard  op- 
tical mark-sense  forms,  using  a matrix- 
marking device  developed  for  this  registry 
(Fig.  1).  The  completed  optical  mark-sense 
sheets  will  produce  punch  cards  to  be  used 
as  input  to  the  data  bank.  The  system  of 
coding  was  designed  to  be  taught  easily  to 
the  part-time  clerk-typist,  who  is  frequently 
responsible  for  the  hospital  registry.  Ab- 
stracting and  coding  of  the  original  and 
follow-up  data  are  the  only  and  natural  re- 
sponsibility of  the  individual  hospital.  The 


central  registry  will  automatically  schedule, 
cycle,  and  generate  computer-printed  fol- 
low-up letters  and  all  types  of  reports.  The 
success  of  the  system  is  contingent  on  the 
cooperation  of  hospital  physicians  in  docu- 
menting the  required  core  data  in  the  medi- 
cal record  so  that  it  is  available  for  abstract- 
ing. 

To  prevent  duplication  of  effort,  when  a 
patient  is  seen  in  more  than  one  hospital 
within  the  region,  the  social  security  num- 
ber will  be  utilized  as  the  registry  identifi- 
cation number.  An  updated  listing  will  be 
printed  monthly  of  registered  cases  includ- 
ing social  security  number,  name,  birth  date, 
and  cancer  site  for  distribution  to  each  hos- 
pital. If  the  social  security  number  is  un- 
known, a pseudo,  9-digit  number  will  be  is- 
sued. 

The  highest  quality  of  follow-up  data 
among  various  potential  sources  is  that  ob- 
tained from  the  physician.  Therefore,  the 
registry  will  direct  its  efforts  to  obtain  latest 
treatment  and  current  cancer  status  infor- 
mation from  the  physician.  Computer- 
printed  cards  with  a check  list  for  the  office 
secretary’s  ease  of  completion  will  be  mailed 
to  the  physician  responsible  for  follow-up, 
along  with  the  latest  data  recorded  in  the 
central  registry  on  his  patient  (Fig.  2). 

Some  loss  in  physician  contact  can  be  ex- 
pected because  of  apathy;  change  in  either 
the  physician’s  or  patient’s  residence;  and 
change,  death,  or  retirement  of  the  physi- 
cian. In  this  case  the  next  contact  will  be- 
come the  patient.  By  means  of  an  innocu- 
ously worded  letter  to  the  patient,  at  least 
minimal  survival  information  can  be  ascer- 
tained. This  contact  functions  to  help  re- 
establish contact  with  a physician  by  serv- 
ing as  a reminder  for  the  patient  to  visit  his 
physician  regularly.  If  contact  is  lost  with 
both  physician  and  patient,  the  system  will 
trace  the  patient  through  next  of  kin,  rela- 
tives, friends,  and  public  or  government 
agencies  in  an  attempt  to  maintain  lifetime 
follow-up.  While  all  follow-up  letters  are 
produced  at  the  central  registry,  the  hos- 
pital’s identity  is  preserved  with  the  provi- 
sion that  follow-up  responses  be  returned  to 
the  individual  hospital. 

Additional  information  to  be  collected  in- 
cludes subsequent  cancer  clinic  follow-up 
data  which,  when  processed,  will  auto- 
matically delay  the  letter  follow-up  schedule. 

The  last  element  in  a registry  system  is 
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Hospital 


Year  Case  Registered 


Social  Security  Number 


Patient  ID  Number 


Service 


M.D.  Social  Security  Number 


Sex/Race 


Birthdate  (Mo/Dy/Yr) 


Age  at  Admission 


Marital  Status 


FIGURE  1.  Standard  optical  mark-sense  form  using  matrix-marking  device, 


Current  treatment  if  different  from  that 
listed  at  last  follow  up 

If  this  form  should  be  referred  to  another  physician 
for  completion  - indicate  his  name 

SURGERY 
Type  of  Surgery 

RADIATION 

Type 

Date 

Site  of  Radiation 

Name 

Address 

Starting  Data 

Ending  Date  Dose 

Comments 

CHI  MOTIII  KAPY 
Name  of  Drug 

Weight  Start  of  Therapy 
Dose 

Starting  Date 

Lnding  Date  or  Total  Dose 

HORMONE 

Type 

Weight  Start  of  Therapy 

Starting  Date 

Ending  Date 

22  1421 784 1 2 180  102568  12 


Alive  with  residual 
Alive  with  recurrence  of  this  cancer 
Alive  with  metastasis  of  thi*  cancer 
Alive,  no  evidence  of  this  cancer 
Mive.  status  of  this  cancer  unknown 


Follow  l p Status  of  this  Patient  (Check  One) 

Dead  due  to  this  cancer 

Dead  due  to  other  causes,  this  cancer  present 
Dead  due  to  other  causes,  this  cancer  not  prevent 
Dead,  unknown  whether  this  cancer  present 
Dead,  cause  unknown 


Performance  Status  of  this  Patient  (Check  One) 

Able  to  carT)  on  normal  activ  ity . no  special  care  needed 

Unable  to  work,  able  to  live  at  home,  a varying  amount  of  assistance  is  needed 
Unable  to  care  for  self,  requires  institutional  care,  disease  may  be  progressing  rapidly 
I spired  ■ unknown 

Is  the  above  performance  status  due  to  this  cancer  Yes  No 

If  current  treatment  different  than  that  shown  at  left  indicate  current  treatment  on  reverse 

If  this  form  should  be  referred  to  another  phy  sician  for  completion  indicate  name  and  address  on  reverse 


Date  1 orm  Completed 

REGISTRY  FOLLOW  I P 

ROSWLLL  PARK  MTMORIAL  INSTITUTE  DR.  SAMUEL  B.  WEISER.  M.D. 

666  ELM  STREET  481  LEFFERTS  BLVD. 

BUFFALO,  N.Y.  14203  JAMESTOWN,  N.Y.  18471 


Patient  N»me 

Diagnosis  SQUAMOUS  CELL  CARCINOMA.  NOS 

CERVIX  UTERI.  EXTENSION  TO  V AGINA.  METASTASES  TO  BLADDER 


Date  of  Diagnosis  6/23/67  Dale  of  Last  Follow-Up  4/16  68 

Laat  Performance  Statua  UNABLE  TO  CARE  FOR  SELF.  REQUIRES  INST1TI  TIONAL  CARI 

Lataat  Treatment  IMPLANTATION  OF  RADIUM  • 80  MG.  50  HOURS  TOTAL  4000  MG  HOURS  • VAGINA  6 25/67  6 27  67 

Statui  at  Last  Follow-Up  ALIVE  WITH  METASTASIS  OF  THIS  CANCER 

FIGURE  2.  Communication  and  record  keeping  between  the  private  physician  and  registry. 


reporting.  Each  participating  hospital  will 
receive  the  types  of  reports  required  for 
various  certifications  as  well  as  those  for 
internal  administrative  use.  More  impor- 
tant, each  contributing  physician  will  be 
provided  with  a listing  of  his  patients  and 
their  current  cancer  status.  Furthermore, 
any  physician  or  clinical  researcher  can 


query  the  data  bank  for  his  specific  use.  Be- 
cause of  the  built-in  compatibility  factor, 
any  single  or  combination  of  variables  can 
be  retrieved.  Examples  of  potential  output 
to  illustrate  the  system’s  special  study  capa- 
bility will  be  prepared  for  distribution. 

Because  a registry  program  is  only  as  val- 
uable as  the  use  made  of  it,  plans  to  help 
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stimulate  physician  interest  include  monthly 
one-page  newsletters  on  a cancer-related 
subject  to  potential  and  actual  contributing 
physicians  in  the  area. 

This  communication  will  usually  contain 
a statement  of  the  problem  being  reported, 
a description  of  the  information  source,  a 
narrative  description  of  findings  stated  in 
simple,  direct  terms,  a graphic  representa- 
tion of  these  findings,  and  a summary  which 
can  be  translated  directly  into  some  action 
in  medical  practice. 

Additional  features  of  the  system  include 
a program  of  quality  control,  prospective 
data  collection,  hospital  registry  personnel 
training,  and  professional  statistical  analy- 
sis. 


Curbside  ambulance  stations 


The  average  response  time  of  city  ambu- 
lances to  calls  has  been  reduced  by  35  per  cent 
and  the  number  of  calls  reached  within  ten 
minutes  by  city  ambulances  has  been  increased 
by  45  per  cent  because  ambulances  are  now  be- 
ing dispatched  from  curbside  stations  in  high 
demand  areas,  reports  City  Hospitals  Commis- 
sioner Joseph  V.  Terenzio.  Formerly  the  am- 
bulances were  deployed  from  hospital  garages. 
Additional  improvements  in  service  are  pre- 
dicted as  the  number  of  ambulances  dispatched 
from  these  curhside  stations  is  increased.  At 


Comment 

The  cost  of  this  regional  registry,  initially 
high  during  the  first  year  of  operation  be- 
cause of  implementation  expenses,  by  the 
fifth  year  should  be  between  $2  and  $2.25  per 
registered  case. 

Ultimately,  the  central  registry  will  serve 
the  physician  by  issuing  monthly  reports, 
being  available  for  special  inquiries,  and 
maintaining  uniformity  and  quality  of  re- 
corded data.  When  this  registry  can  be 
merged  with  others  like  it  on  a national 
scale,  many  more  physicians  will  better  un- 
derstand the  cancer  process  and  have 
another  basis  for  providing  the  highest  qual- 
ity medical  care  to  the  cancer  patient. 


present,  15  of  the  city’s  fleet  of  110  ambulances 
are  located  in  this  manner. 

The  technics  used  in  making  this  study  were 
systems  analysis  technics  which  have  attracted 
nationwide  interest  among  urban  experts  who 
believe  that  the  application  of  modern  manage^ 
ment  science  technics  can  contribute  to  the 
improvement  of  our  nation’s  cities. 

As  a result  of  this  ambulance  study,  the  U.S. 
Department  of  Transportation  has  awarded  the 
City  of  New  York  two  grants  under  the  Na- 
tional Highway  Safety  Act.  One,  a research 
grant  of  $150,000  to  make  these  technics  usable 
in  other  urban  areas.  The  other  for  $165,000 
is  a grant  to  implement  the  study  findings  so 
that  they  may  be  applied  more  broadly  through- 
out the  city. 
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Trainer's  Role  in 
High  School  Athletics 

JOSEPH  N.  ABRAHAM 
Geneva,  New  York 

Professor  of  Physical  Education,  Hobart  College 


/\  RESEARCH  project  discloses  that  (1)  90 
per  cent  of  the  coaches  in  New  York  State 
feel  that  first  aid  and  caring  for  injuries  is 
part  of  their  duties,  and  (2)  that  there  are 
few  high  school  athletic  trainers  in  New 
York  State.  In  my  opinion  the  regulations 
of  the  State  education  department  prevent 
any  individual,  such  as  an  athletic  trainer, 
from  performing  certain  basic  duties. 

What  can  we  do  about  this  situation?  Is 
there  a need  for  such  an  individual?  What 
would  be  his  duties  and  responsibilities? 
Under  what  supervision  would  he  be? 
Would  he  be  given  a free  hand  or  do  as  we 
do  now,  staying  within  regulations  at  the 
expense  medically  of  the  individual  athletes? 

Let  me  digress  just  a moment  to  quote 
from  past  president  of  the  A.M.A.  James  E. 
Appel,  M.D.  He  is  also  the  team  physician 
and  director  of  health  services  at  Franklin 
and  Marshall  College  in  Lancaster,  Penn- 
sylvania. 

In  many  areas  athletic  directors,  coaches 
and  trainers  are  also  giving  increased  em- 
phasis to  preventive  and  predictive  medicine. 
This  is  fortunate  because  in  no  other  sphere 
of  medical  interest  must  the  physician  and 
the  public  depend  so  heavily  on  the  skills  and 
judgement  of  nonmedical  leadership. 

The  most  learned  and  dedicated  coach  by 
himself,  however,  does  not  constitute  quality 

Presented  at  the  Second  Annual  Symposium  on  the  Medi- 
cal Aspects  of  Sports,  February  8,  1969,  sponsored  by  the 
Medical  Society  of  the  State  of  New  York. 


supervision  of  the  health  needs  of  the  athlete. 
He  needs  help  . . . help  from  assistants  who 
can  be  responsible  for  first  aid  care  and  emer- 
gency procedures  . . . help  from  medical  and 
health  personnel.  The  decision  to  offer  a 
sports  program  should  hinge  on  the  availabil- 
ity of  this  help. 

While  this  help  is  needed  at  all  school  and 
adult  levels  of  both  organized  and  unsuper- 
vised sports  activities,  it  is  almost  paradoxi- 
cal that  it  is  weakest  where  it  is  needed 
most:  at  the  school  level.  At  the  college 

level  staffs  of  team  physicians,  coaches, 
trainers,  and  health  departments  are  usually 
conscientious  about  physical  conditioning 
and  proscribing  competition  by  unprepared 
or  injured  athletes.  But  at  the  upper-grade 
and  high-school  levels,  the  community  physi- 
cian and  his  medical  society  can  do  the  most 
to  protect  the  least  protected  at  the  age  when 
it  is  most  important. 

Take  a look  at  the  situation  from  a par- 
ent’s viewpoint.  He  is  justly  proud  and 
pleased,  like  most  parents,  when  he  learns 
that  his  son  has  made  the  squad.  But  if  the 
boy  is  seriously  injured  while  carrying  out 
an  assignment  that  he  is  not  able  to  handle 
because  of  some  minor  or  temporary  disabil- 
ity, the  outlook  is  considerably  changed. 
Not  only  is  the  parent  faced  with  the  burden 
of  medical  expense  but  with  a much  more 
important  worry,  his  son’s  condition. 

School  officials  have  a perfect  right  to  feel 
that  the  school  is  performing  a real  service 
for  both  the  boy  and  the  parent  by  sponsor- 
ing an  organized  athletic  program.  Equally, 
parents  have  the  right  to  assume  that  the 
school  should  be  responsible  for  the  physical 
condition  of  athletes  -who  perform  for  the 
school  in  contests  for  which  admission  is 
charged.  Admittedly,  there  are  two  sides  to 
the  question. 

The  coach  is  in  the  most  difficult  spot  of 
all.  Most  coaches  have  studied  first  aid  and 
treatment  for  minor  injuries.  But  any 
coach  supervising  a large  squad  actually 
does  not  have  the  time  to  do  a real  trainer’s 
job.  Another  problem  faced  by  every  coach 
is  presented  by  the  boy  who  is  so  anxious  to 
play  that  he  intentionally  does  not  mention 
the  slight  bruise  or  sprain  he  has  incurred. 
The  sad  ending  to  this  story  is  that  the  boy, 
in  favoring  the  minor  injury,  usually  leaves 
himself  wide  open  in  a more  vulnerable  spot. 
Thus,  he  winds  up  with  a more  serious  in- 
jury. 
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James  A.  Nicholas,  M.D.,  an  orthopedic 
surgeon,  has  strong  interest  in  sports  medi- 
cine. He  is  the  team  physician  and  ortho- 
pedic consultant  to  the  New  York  Jets  and 
orthopedic  consultant  to  West  Point  Military 
Academy  and  a number  of  high  schools  in 
the  New  York  City  area.  He  declares  that 
the  biggest  difference  between  college  and 
high  school  is  that  the  high  school  player 
who  is  hurt  is  not  given  an  immediate  ex- 
amination unless  he  is  badly  hurt.  If  the 
boy  receives  a sprain,  it  may  be  ignored  be- 
cause it  was  not  severe  enough.  Or  he  may 
go  home  before  it  swells.  No  one  knows  of 
the  injury  because  the  boy  has  not  told  any- 
one about  it.  This  leaves  him  subject  to 
another  more  severe  injury.  Here  then  is 
the  big  difference:  in  college,  athletic  in- 

juries are  taken  care  of  by  a specific  person. 
In  the  secondary  level,  there  is  a question 
as  to  who  will  take  care  of  the  injuries. 

There  are,  approximately,  750  secondary 
schools  in  New  York  State  participating  in 
athletics  in  one  form  or  another.  I sent  a 
questionnaire  to  the  high  schools  in  New 
York  State  listed  in  the  high  schools  coaches’ 
directory.  It  was  as  short  and  simple  as 
possible  to  encourage  replies.  The  response 
was  excellent:  453  schools  reported,  61  per 
cent  of  the  total  (Fig.  1). 


Interpretation  of  questionnaire 

Twenty  per  cent  of  these  schools  do  not 
require  a record  of  the  boy’s  medical  history. 


It  is  a foregone  conclusion  that  the  boy’s 
medical  history  is  a necessity.  Physical  ex- 
aminations are  given  by  most  schools  before 
participation  is  allowed.  The  time  that  phy- 
sicians are  most  frequently  available  in  the 
area  of  play  is  at  varsity  football  games 
when  they  are  present  68  per  cent  of  the 
time.  In  all  other  sports,  the  percentage 
runs  much  lower  than  this.  For  example,  in 
basketball,  out  of  422  schools,  only  14.3  per 
cent  report  a physician  in  the  area.  In 
junior  varsity  game  football,  the  percentage 
is  35.8  In  freshman  football,  the  percentage 
is  31.6.  In  practice  sessions  physicians  are 
present  for  only  8 per  cent  in  those  schools 
replying  to  the  questionnaire.  Percentages 
are  low  for  all  other  sports.  Except  for  the 
coach,  for  62.5  per  cent  of  the  time  there  is 
no  specific  individual  responsible  for  injury 
when  the  physician  is  not  on  the  field. 

The  duties  of  the  coach,  other  than  coach- 
ing, in  over  85  per  cent  of  the  replies  are 
(1)  collection  and  issue  of  equipment,  (2) 
supervision  of  locker  room,  (3)  seeing  that 
the  injured  player  is  taken  to  the  physician 
or  hospital,  (4)  checking  all  minor  injuries 
and  treating  for  first  aid  (5)  applying  all 
protection  taping  for  practice  and  games, 
and  (6)  in  50  per  cent  of  the  replies  for 
maintenance  of  equipment. 

The  heart  of  our  problem  lies  in  the  fact 
that  the  coaches  are  burdened  with  too  much 
responsibility.  They  may  be  able  to  handle 
adequately  all  of  the  other  duties  listed,  and 
if  these  are  not  done  immediately,  no  harm 
is  done,  with  the  exception  of  getting  the 


FIGURE  1.  The  questionnaire  and  responses. 
Do  you  require  a past  record  of  a boy’s  medical  history? 


Yes— 363 
No—  62 
No  Answer — 28 


Please  check: 


Physical 

Exam 

Physician 
at  Area 

Per 

cent 

Vehicle 
on  Field 
or  Area 

Stretcher 
on  Field 
or  Area 

First  Aid 
Kit  on 
Area 

Per 

cent 

Vr  football  game 

354 

305 

67.3 

244 

334 

368 

81.2 

JV  football  game 

326 

192 

35.8 

147 

299 

336 

74.2 

Fr  football  game 

235 

143 

31.6 

97 

212 

242 

45.4 

Basketball  Vr  & JV 

422 

65 

14.3 

95 

245 

413 

91.2 

Wrestling  Vr  & JV 

275 

54 

11.9 

62 

186 

279 

61.5 

Baseball  Vr 

406 

39 

8.6 

90 

196 

396 

87.4 

Lacrosse  Vr 

62 

10 

2.2 

20 

39 

68 

98.0 

Practice  session  football 

310 

37 

8.1 

79 

214 

326 

71.9 

If  a doctor  is  not  available,  is  there  a specific  individual  on  the  field  or  play  area  responsible  for 
injuries  other  than  the  coach  to  give  first  aid? 

Yes  133  29.4% 

No  283  62.5% 

No  answer  37  8.1% 


continued. 
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FIGURE  I.  continued 


Please  check  the  following  if  the  Coach  is  responsible  for  the  following: 

(If  anyone  other  than  the  Coach  is  responsible,  check  “No”). 


Yes 

Per  cent 

No 

No  Answer 

Ordering  of  equipment 

227 

50  0 

215 

11 

Collect  and  issue  equipment 

389 

85.9 

58 

6 

Maintenance  of  equipment 

263 

58.1 

181 

9 

Maintenance  of  field 

86 

18  9 

346 

21 

Supervision  of  locker  room  and  school 

393 

86.6 

53 

7 

Sign  vouchers 

143 

31  6 

295 

15 

Scheduling  • 

160 

35.3 

279 

14 

Cancellations 

173 

38.2 

269 

11 

Officials 

145 

32.0 

298 

10 

Budget 

135 

29.8 

306 

12 

Transportation  of  athletes  in  returning  home 
Seeing  that  the  injured  player  is  taken  to  the  doc- 

148 

32.7 

292 

13 

tor’s  or  to  the  hospital 

397 

87.6 

69 

5 

Check  all  minor  injuries  and  treat  for  first  aid 

403 

88.9 

40 

10 

Check  all  insurance  records 

124 

27  4 

312 

17 

Apply  all  protection  taping  for  practice  and  games 

406 

89.6 

44 

3 

Playing  Conditions  and  Equipment 

To  what  degree  would  you  attribute  player  injuries  to  poor  field  conditions? 


Never 

69 

15.2% 

Sometimes 

304 

67.1% 

Frequently 

58 

12.8% 

Very  frequently 

13 

2.9% 

No  answer 

9 

2.0% 

Do  you  have  a first  aid  room  available  for  injured  players? 

Yes  218  48.2% 

No  229  50.5% 

No  answer  6 1.3% 

Do  you  require  a tetanus  shot  within  two  years  of  participation? 


Yes 

112 

24.0% 

No 

313 

69.0% 

No  answer 

28 

7.0% 

In  your  opinion,  do  you  consider  the  equipment  available  to  you  a source  of  injuries,  such  as  poorly 
fitted  equipment,  or  equipment  not  good  enough  to  protect  the  players? 

Yes  25  5.5% 

No  419  92.5% 

No  answer  9 2.0% 

In  your  opinion,  do  you  consider  the  range  of  ages  as  a detriment  to  some  players? 


Yes 

153 

33.8% 

No 

289 

63.8% 

N o answer 

11 

2.4% 

Along  this  same  line  does  the  schedule  of  one  team  in  a higher  class  participating  against  a lower 
league  offer  a higher  incidence  of  injuries? 

Yes  166  33.6% 

No  244 

No  answer  43 

Are  records  kept  for  all  injured  players? 

Yes  422  93% 

No  27 

No  answer  4 

When  a transfer  registers  and  participates  is  there  a medical  record  of  his  past? 

Yes  328  72% 

No  91 

No  answer  34 


Procedure  for  Injured  on  Field 

After  initial  first  aid,  is  there  any  formal  procedure  followed  regardless  of  the  nature  of  the  injury? 
Yes  348  76% 

No  86 

No  answer  19 

Who  is  responsible  for  follow-up  of  injury? 

Coach  277  " 61.1% 

Nurse  223  49.0% 

Doctor  142  31.3% 

Other  96 
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player  to  the  hospital,  giving  first  aid,  and 
applying  protection  tape.  Many  teams  have 
only  one  person  as  coach  and,  if  lucky,  two. 
All  of  these  duties  cannot  be  handled  by 
coaches  if  they  are  to  do  a good  job,  and 
of  the  replies  returned,  88.9  per  cent  of  the 
coaches  feel  that  first  aid  is  so  much  of  their 
responsibility  that  they  list  it  as  one  of  their 
duties. 

In  addition,  82.8  per  cent  of  the  coaches 
attribute  at  least  some  of  the  injuries  to  poor 
field  conditions,  and  86.9  per  cent  indicate 
that  the  coach  is  responsible  for  this,  too. 
In  48.2  per  cent  of  the  schools  there  is  no 
first  aid  room  available.  Only  1.3  per  cent 
gave  no  answer  to  this  question. 

We  need  no  more  detail  from  this  survey 
to  point  out  that  most  of  the  medical  cover- 
age is  the  responsibility  of  the  coach;  85.9 
per  cent  are  expected  to  include  this  in  their 
coaching  duties.  As  a result  medical  cover- 
age is  not  adequate  for  a large  number  of 
individuals.  The  coach  has  too  many  duties 
to  perform.  Taking  care  of  any  injury  may 
not  be  possible  as  immediately  as  it  should 
be. 

Resources  for  improvement 

If  we  have  25,000  participants  with  8,000 
injuries,  and  we  can  lessen  the  injuries  by  2 
per  school,  this  would  drop  the  percentage 
rates  10  to  15  per  cent.  Just  being  aware  of 
the  injury  problem  can  reduce  injuries. 
Where  clinics  have  been  held,  injuries 
dropped  10  to  20  per  cent.  For  this  purpose 
information  can  be  obtained  from  two  or- 
ganizations in  New  York  State  which  keep 
statistics  of  injuries  in  the  high  school  pro- 
gram: the  New  York  State  High  School 

Athletic  Protection  Plan,  Inc.,  and  the  New 
York  State  Public  High  School  Athletic  As- 
sociation, which  has  dealt  mainly  with  foot- 
ball injuries,  more  injuries  occurring  here 
than  in  any  other  sport.  “Dutch”  Hafner 
has  at  his  disposal  a book  of  vital  statistics 
to  help  anyone  who  wants  information  to 
help  prevent  injuries.*  My  charts  indicate 
in  what  areas  injuries  occur,  so  that  all  per- 
sons associated  with  leading  the  sport  may 
know  what  to  expect.  Better  yet,  if  a spe- 
cific individual  is  assigned  to  a team  with 
sole  medical  responsibility,  injuries  can  be 
cut  from  10  to  40  per  cent. 

* Now  York  State  Department  of  Education,  New  York 
State  Athletic  Association,  Albany,  New  York. 


Injuries  in  some  areas  occur  only  10  per 
cent  of  the  time,  in  some  areas  30  to  50  per 
cent  of  the  time.  I repeat,  it  has  been  found 
that  where  there  have  been  clinics  and 
schools  to  enable  coaches  to  understand  and 
be  aware  of  injuries,  the  percentages  have 
dropped. 

No  answer  is  foolproof,  but,  with  this 
knowledge,  all  phases  of  the  athletic  pro- 
gram can  begin  a program  to  offer  proper 
medical  care  for  safe  participation  in  sports, 
including  the  presence  of  a physician  as 
often  as  possible  for  games  and  practice  ses- 
sions. If  this  is  not  possible,  a second  coach 
or  responsible  person  should  be  in  charge  to 
handle  the  injury  phase  of  athletics. 

S.  E.  Bilik,  M.D.J  says  that  he  has  ad- 
hered to  the  principle  that  methods  we  use 
in  medicine  and  in  training  must  have  a 
thoroughly  sound  psychological  basis.  When 
you  have  a man  who  has  the  basic  logic  and 
coolness  under  fire  to  recognize  the  immedi- 
ate problem  adequately  and  who  adheres  to 
sound  scientific  routine  of  treatment,  you 
have  the  ideal  man  for  the  profession. 

Athletic  trainer 

Let  us  call  our  responsible  person  an  ath- 
letic trainer.  He  should  be  qualified  to  give 
service  in  the  following  areas:  (1)  in  ath- 

letics the  primary  concern  of  the  trainer  is 
management  and  prevention  of  athletic  in- 
juries. Most  athletic  injuries  are  accidents. 
Under  the  guidance  of  the  medical  profes- 
sion, the  athletic  trainer  must  strive  to  pre- 
vent these  accidents.  He  can  do  this 
through  daily  supervision  of  safety  factors 
on  all  athletic  fields,  eliminating  all  undue 
hazards,  issuing  equipment  with  care,  and 
supervising  all  training  menus.  Because  of 
the  brief  time  element  involved  in  athletics, 
and  the  inability  to  rehabilitate  injured  ath- 
letes completely  in  season,  the  athletic 
trainer  must  be  skilled  in  preventive  and 
supportive  strappings.  The  athletic  trainer, 
in  the  management  of  athletic  injuries,  must 
give  “on  the  field  first  aid”  and  follow  up 
and  carry  out  in  detail  the  physician’s  pre- 
scription for  continued  care  and  rehabilita- 
tion. (2)  In  physical  education  the  athletic 
trainer  should  assume  the  responsibility  for 
the  care  of  all  injuries  in  both  physical  edu- 

t Speech  presented  at  12th  Annual  Meeting  Eastern 
Athletic  Trainers  Association,  January  17,  1961,  New  York, 
New  York. 
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cation  and  intramural  sports.  There  is  a 
great  similarity  between  these  injuries  and 
those  of  interschool  athletics.  Therefore, 
there  is  sound  justification  for  the  listing  of 
all  injuries  in  physical  education,  athletics, 
and  intramural  sports  under  the  term  "ath- 
letic injury.” 

Besides  being  members  of  an  athletic  med- 
ical team,  trainers  are  in  the  unique  position 
of  being  closely  associated  with  coaches, 
players,  and  administrators.  Athletic  train- 
ers should  coordinate,  under  medical  super- 
vision and,  with  the  cooperation  of  adminis- 
trators and  coaches,  the  total  program  of 
training  and  conditioning  for  as  long  as  the 
athlete  is  the  responsibility  of  the  athletic 
department.  This  should  be  a four-phase  re- 
sponsibility: prevention  of  injuries,  first 

aid,  follow-up  treatment,  and  rehabilitation. 

According  to  the  best  sources  available, 
the  National  Athletic  Trainer  Association 
program  was  designed  to  encourage  the  na- 
tion’s high  schools  to  seek  qualified  men  as 
trainers.  The  program  includes  major  study 
in  physical  education  and  necessary  courses 
required  by  the  states  for  a teaching  license. 
Also  included  in  the  degree  program  is  a 
total  of  twenty-four  semester  hours  in  physi- 
cal, biologic,  and  social  sciences.  Three  ob- 
jectives have  been  fulfilled  by  the  program: 
(1)  a curriculum  which  would  give  the  in- 
dividual the  broadest  teaching  certificate 
possible,  (2)  a curriculum  which  would  have 
prephysical  therapy  courses  accepted  by  an 
American  Medical  Association-approved 
physical  therapy  school,  and  (3)  a curricu- 
lum that  will  prepare  men  in  the  manage- 
ment and  the  prevention  of  athletic  injuries. 

There  are  many  trainers  who,  if  given  the 
same  educational  background  as  physical 
therapists,  would  use  a more  standard 
method  of  applying  technics.  There  should 
be  emphasis  on  the  need  for  proper  training 
in  physical  therapy  modalities.  Many  of  the 
training  rooms  average  4,000  to  4,500  treat- 
ments each  school  year.  That  is  proof  of  the 
need  for  adequate  training  in  indications 
and  contraindications  that  at  present  can 
only  be  taught  in  physical  therapy  schools. 

The  formulation  of  this  program  was  in- 
tended solely  to  create  guidelines  and  stand- 
ards of  education  for  colleges  and  universi- 
ties to  follow  in  preparing  the  future  athletic 
trainer  for  the  secondary  school  level.  The 
program  was  adopted  in  June,  1959,  by  the 
National  Athletic  Trainer’s  Association  and 


was  meant  to  encourage  more  qualified  ath- 
letic training.  The  Association,  in  its  hope 
to  raise  standards  of  the  profession,  will  con- 
tinually seek  to  increase  educational  quali- 
fications on  all  levels. 

To  repeat  for  emphasis,  there  is  a need  for 
personnel  to  help  prevent  injuries  and  follow 
standing  orders  of  a physician  when  he  may 
not  be  present  or  available. 

Physical  therapists  should  be  able  to  par- 
ticipate in  this  program,  but  I regret  to  say 
that  a survey  of  New  York  State  physical 
therapy  schools  shows  the  number  of  senior 
men  graduating  in  1967  pursuing  a degree 
or  certificate  in  physical  therapy  was  only 
22.  In  the  whole  State  of  New  York,  we  had 
22  men  graduating  from  physical  therapy 
schools.  Will  they  be  able  to  handle  the 
number  of  injured  high  school  players  alone? 

Comment 

We  should  take  a hard  look  at  the  number 
of  persons  injured.  Who  is  available  to  take 
care  of  them  and  their  injuries?  The  physi- 
cian is  much  too  busy  to  attend  practice  ses- 
sions and  games.  If  physical  therapists  are 
not  available,  then  who  should  be  appointed 
to  be  present  at  every  practice  and  game? 
Who  should  see  that  a physician  is  called 
when  necessary,  or  see  that  the  injured 
player  is  taken  to  the  physician’s  office  or 
hospital  or  home,  or  told  not  to  practice  until 
he  has  been  seen  by  a physician. 

So  that  the  word  trainer  will  be  under- 
stood by  everyone,  it  is  my  contention  that 
this  person  be  so  designated  by  the  school. 
He  may  be  called  an  assistant  coach,  first  aid 
man,  or  other  terminology.  However,  so 
that  we  all  understand  one  another,  I use 
the  term  trainer.  He  will  be  the  individual 
to  whom  all  injuries  will  be  reported  imme- 
diately, and  he  will  see  that  the  proper  care 
is  taken  of  these  injuries  by  the  proper  peo- 
ple with  follow-up  of  these  injuries. 

The  State  of  New  York  should  set  up  the 
following  duties  for  a trainer: 

1.  He  should  work  under  the  direct  su- 
pervision of  a physician  in  all  matters  per- 
taining to  the  health  and  medical  care  of 
individuals  actively  engaged  in  the  college 
and  high  school  athletic  program. 

2.  He  should  be  responsible  for  the 
training  room. 

3.  He  should  keep  written  records  of  all 
injuries. 


February  15,  1970  / New  York  State  Journal  of  Medicine  541 


4.  He  should  be  on  duty  throughout  the 
day  and  be  on  call  when  needed. 

5.  He  should  attend  all  games  and  prac- 
tices. 

6.  He  should  render  first  aid  in  case  of 
injury,  for  example  the  strap  bandage,  and 
apply  protective  equipment. 

7.  He  should  refer  all  injury  cases  to  a 
physician. 

8.  He  should  assist  the  physician  in  the 
examination  of  athletes,  record  all  results, 
list  old  injuries,  and  keep  a permanent  file. 

9.  He  should  operate  therapeutic  equip- 
ment on  orders  of  the  physician. 

10.  He  should  maintain  high  standards 
of  training  procedure  correlated  with  the 
educational  policy  of  the  school. 

11.  He  should  record  and  check  supplies 
requisition  needs. 

12.  He  should  be  loyal  to,  and  cooperate 
with,  the  coaching  personnel,  physician, 
and  authority  in  terms  of  total  service  to 
the  team. 

We  have  seen  from  the  cold  hard  facts 
that  (1)  many  injuries  occur  on  the  second- 
ary level;  (2)  many  injuries  may  be  pre- 
vented; (3)  a physician  is  not  available  most 
of  the  time;  and  (4)  88.9  per  cent  of  the 


coaches  have  indicated  they  feel  that  inju- 
ries are  their  responsibility  along  with  col- 
lection and  issue  of  equipment,  supervision 
of  locker  rooms,  and  maintenance  of  equip- 
ment. 

Conclusion 

If  a responsible  person  were  delegated  to 
take  care  of  these  duties  or  the  injury  phase 
itself,  it  is  certain  that  the  percentage  of 
injuries  would  drop  by  a large  percentage. 
If  secondary  schools  would  appoint  this  re- 
sponsible person,  they  could  save  more  than 
the  amount  of  his  salary  through  lower  in- 
surance premiums.  This  has  been  proved 
by  schools  here  in  New  York  State.  The 
state  is  leaning  toward  certifying  coaching 
sports.  This  is  good,  for  certain  qualifica- 
tions would  have  to  be  met. 

I’m  sure  when  people  realize  the  problem 
they  will  try  to  solve  it. 

I may  have  painted  a dark  picture,  but  it 
is  easily  seen.  With  the  help  of  the  medical 
profession,  schools  can  be  made  to  realize 
that  there  is  one  more  step.  It  is  education, 
training,  and  appointment  of  a responsible 
person  to  more  nearly  approach  our  goal: 
complete  safety  in  athletics. 


N APOLOGY 


It  was  erroneously  stated  on  page  246,  January  15,  1970  issue  of  the  Journal  that  Dr. 
E.  John  Dolan  died  at  age  sixty-eight,  he  was  seventy-eight;  that  Dr.  William  Gustave 
Frank  was  age  sixty-eight,  he  was  age  eighty-three;  and  that  Dr.  Henry  William  Gissel 
was  sixty-seven,  he  was  eighty-five. 
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Lymphosarcomas  in  Children 
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Since  lymphosarcomas  comprise  only  5 
per  cent  of  childhood  neoplasms,  few  large 
series  of  cases  have  been  reported.1-6  The 
general  term,  lymphosarcoma,  is  used  to  in- 
clude all  primary  malignant  tumors  of  lym- 
phoid origin,  except  Hodgkin’s  disease, 
showing  no  evidence  of  leukemia  in  the 
peripheral  blood  or  in  the  bone  marrow  at 
the  time  of  diagnosis.  The  three  main  types 
of  lymphosarcoma  are  small-cell  lymphosar- 
coma, reticulum-cell  lymphosarcoma,  and 
giant-follicle  lymphosarcoma.  Burkitt’s 
lymphoma  is  probably  also  a member  of  this 
group. 

The  cause  of  lymphosarcoma  is  obscure, 
but  oncogenic  viruses  and  immunologic  ab- 
normalities may  be  important  factors. 
There  are  tumors  of  cattle,  dogs,  and  cats 
which  are  indistinguishable  histologically 
from  human  lymphosarcomas.7-10  Virus 
particles  have  been  observed  in  bovine  lym- 
phomas.11 The  lymphosarcoma  in  African 
children  described  by  Burkitt  gives  circum- 
stantial evidence  of  being  caused  by  a trans- 
missible oncogenic  virus.12-14  Dameshek 
and  Gunz13  suggested  that  lymphosarcomas 
are  immunoproliferative  disorders.  Lym- 
phoid tissue  is  constantly  changing,  being 
subject  to  the  constant  bombardment  of  an- 


tigens, both  self  and  externally  derived. 
New  clones  of  immunologically  competent 
cells  may  develop  from  previously  uncom- 
mitted lymphocytes.  Possibly  a lymphosar- 
coma represents  neoplastic  overgrowth  of 
one  of  these  hardy  clones.  This  clone  may 
not  be  overwhelmed  by  the  body’s  defenses 
but  may  be  tolerated  by  the  body  as  part  of 
its  own  tissues.  Under  these  circumstances, 
such  an  abnormal  or  “wild”  clone  might  con- 
tinuously replicate  itself,  eventually  forming 
a tumor.  Such  a neoplasm  may  thus  be  the 
end-result  of  an  immunoproliferative  re- 
sponse which  has  for  some  reason  “gone 
wrong.”1510  Clinically,  lymphosarcomas  are 
not  uncommonly  associated  with  immuno- 
logic disease.17  It  is  also  possible  that  onco- 
genic viruses  and  immunologic  abnormali- 
ties may  interact  in  giving  rise  to  abnormal 
lymphoid  proliferation.18 

Clinical  picture 

Lymphosarcomas  originate  within  and 
outside  of  lymph  nodes  wherever  lymphoid 
tissue  is  present.  Lymphoid  tissue  is  scat- 
tered widely  throughout  the  body.  Even  the 
bone  marrow,  for  example,  contains  small 
foci  of  lymphoid  cells.  Large  collections  of 
lymphoid  cells  are  found  in  lymph  nodes, 
spleen,  thymus,  tonsils,  and  Peyer’s  patches 
of  the  small  intestine.  Since  lymphosarcoma 
may  be  present  in  any  of  these  foci,  a large 
variety  of  clinical  manifestations  may  re- 
sult. Overgrowth  of  malignant  cells  results 
in  destruction  of  the  normal  architecture  of 
lymphoid  tissue  and  infiltration  of  surround- 
ing tissues  and  organs.  At  the  time  of  diag- 
nosis the  disease  may  be  limited  to  a single 
focus  or  to  a region,  or  it  may  be  generalized 
with  constitutional  symptoms  and  signs. 
Symptoms  and  signs  originate  in  the  area  of 
primary  involvement  or  from  the  areas  in- 
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FIGURE  1.  (A)  X-ray  film  showing  marked  enlargement  of  liver  and  spleen  and  mediastinal  lym- 

phadenopathy  due  to  reticulum-cell  lymphosarcoma.  Complete  remission  occurred  on  chemotherapy. 
(Courtesy  of  John  McGovern,  M.D.)  (B)  X-ray  film  of  arm  of  two-year-old  child  with  poorly  differen- 

tiated reticulum-cell  sarcoma  with  primary  bone  involvement.  There  are  irregular  osteolytic  areas, 
coarsening  of  bony  architecture,  and  periosteal  cloaking.  Similar  lesions  present  in  opposite  arm 
and  both  legs.  The  lesions  disappeared  considerably  with  chemotherapy,  but  condition  later  converted 
to  acute  leukemia. 


vaded  by  direct  extension  from  affected 
lymph  nodes.  The  symptoms  may  cover  a 
wide  spectrum,  depending  on  the  location 
and  effects  of  the  infiltrating  or  enlarging 
neoplastic  tissue.  Thus,  lymphosarcoma 
may  simulate  almost  any  disease.19 

No  organ  is  immune  to  involvement  by 
lymphosarcoma.  But  the  major  signs  in 
nearly  two  thirds  of  children  with  this  dis- 
ease is  painless  peripheral  lymphadenopathy. 
Peripheral  lymph  nodes  are  the  site  most 
commonly  involved  first,  particularly  the 
cervical  nodes,  axillary  nodes,  and  inguinal 
nodes.  Next  in  order  of  frequency  are  retro- 
peritoneal and  mesenteric  nodes.  The  in- 
testinal wall  (especially  the  ileum),  the 
liver,  or  the  spleen  may  be  involved  pri- 
marily (Fig.  1A).  Many  patients  have  me- 
diastinal lymph  node  enlargement.  The  tu- 
mor may  also  involve  bone  (Fig.  IB),20  skin, 
and  special  organs  such  as  prostate,  testes, 
and  central  nervous  system.1  Lymphosar- 
coma may  also  involve  the  pericardium  and 
myocardium  and  cause  cardiac  tamponade  or 
pericardial  constriction.3  Compression  of 


the  superior  vena  cava  and  trachea,  with 
dyspnea,  cyanosis,  venous  engorgement,  and 
edema  of  the  upper  half  of  the  body,  is  a late 
complication.21 

The  stomach,  small  intestine,  or  colon  may 
be  involved.  Gastric  lesions  most  often  con- 
sist of  a diffuse  infiltration  that  may  be 
recognized  on  barium  x-ray  examination  of 
the  stomach  because  of  exaggerated  or  stiff- 
ened rugae  and  diminished  peristalsis.  The 
most  frequent  site  of  disease  in  the  small 
bowel  is  the  terminal  ileum  where  the  lesion 
may  produce  bleeding,  intussusception,  or  in- 
testinal obstruction.22-23  Renal  involvement, 
which  is  often  not  recognized  clinically,  oc- 
curs in  about  half  of  the  patients  with 
lymphosarcoma.24  Involvement  of  the  naso- 
pharynx and  tonsillar  areas  sometimes  oc- 
curs. Lesions  of  the  nervous  system  and 
skeleton  occur  more  frequently  in  reticulum- 
cell lymphosarcoma  than  in  small-cell  lym- 
phosarcoma.25'26 

Lymphosarcoma  must  be  distinguished 
from  other  diseases  that  may  produce  simi- 
lar clinical  manifestations.  Infectious 
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mononucleosis,  tuberculosis,  brucellosis,  and 
disseminated  lupus  erythematosus  may  pre- 
sent problems  in  differential  diagnosis.25 

The  course  of  lymphosarcoma  in  a child 
can  be  acute,  recurrent,  or  chronic.  Some 
patients  fail  to  respond  from  the  outset  to  all 
known  methods  of  treatment,  and  the  dis- 
ease may  pursue  an  unremitting  course  to 
death  within  a few  months  or  even  weeks. 
In  others,  the  disease  is  recurrent  and  re- 
quires constant  if  not  continuous  treatment. 
In  many  cases,  however,  particularly  those 
of  giant-follicle  lymphosarcoma,  the  disease 
is  chronic  and  presents  few  therapeutic 
problems  for  the  greater  part  of  its  course. 
This  type  of  disease  responds  well  to  treat- 
ment and  may  remain  inactive  for  long 
periods.27 

Lymphosarcoma  in  children  differs  in  cer- 
tain respects  from  that  in  the  adult.  The 
incidence  is  lower  in  childhood,  and  boys  are 
affected  more  than  twice  as  often  as  girls.5 
Lymphosarcoma  as  an  intra-abdominal  tu- 
mor is  twice  as  frequent  in  children. 
Transformation  of  lymphosarcoma  to  leu- 
kemia is  much  more  common  in  children. 
Extranodal  sites  are  primary  foci  of  the  dis- 
ease more  frequently  in  children  than  in 
adults.  This  is  most  evident  in  the  retic- 
ulum-cell type  which  may  occur  in  tonsils, 
bone,  liver,  or  intestine.  Intussusception  is 
more  frequently  seen  in  children.  Sympto- 
matic obstruction  of  the  superior  vena  cava 
is  about  four  times  more  frequent  in  the 
younger-age  group.  Primary  gastric  lesions 
are  rarely  seen  in  childhood.3 

Laboratory  findings.  Anemia  may  be 
present  at  the  time  of  the  initial  diagnosis 
in  children  with  stage  IV  disease.  When 
bone-marrow  involvement  occurs,  thrombo- 
cytopenia is  often  present.  An  increased 
percentage  of  lymphocytes  and  an  increase 
in  the  number  of  large  mononuclear  or  re- 
ticulum cells  in  the  bone  marrow  suggest  a 
diagnosis  of  lymphosarcoma.28  Hemolytic 
anemia  of  the  autoimmune  type  occasionally 
occurs  and  is  usually  accompanied  by  a posi- 
tive direct  Coombs’  test  result.17  When 
there  is  hepatic  involvement,  findings  in  the 
liver  function  tests  and  liver  enzymes  will  be 
abnormal.  The  lactic  acid  dehydrogenase 
level  is  increased  with  any  malignant  neo- 
plasm. 

Serum  proteins  show  a variety  of  non- 
specific abnormalities  including  hypoalbumi- 
nemia,  elevation  of  alpha-  and  beta-glob- 


FIGURE  2.  Lymphangiogram  showing  marked 
enlargement  of  iliac  and  femoral  lymph  nodes  in 
patient  with  lymphosarcoma.  (Courtesy  of  J.  J. 
LaVine,  M.D.) 


ulins,  and  either  an  increase  or  a decrease  in 
gamma-globulins.  The  occurrence  of  “mye- 
loma-type” protein  is  not  rare.  The  erythro- 
cyte sedimentation  rate  is  a good  measure 
of  lymphosarcoma  activity;  it  probably  re- 
flects changes  in  the  serum  proteins  and  ap- 
pears to  be  more  sensitive  than  the  electro- 
phoretic pattern.28  Serum  lipoproteins  may 
also  be  abnormal.29  Hyperuricemia  is  com- 
mon in  all  the  malignant  lymphomas,  and  all 
patients  with  stage  III  or  stage  IV  disease 
should  be  tested  for  this. 

To  estimate  the  prognosis  for  the  patient 
with  lymphosarcoma  and  to  plan  treatment 
it  is  important  to  know  the  extent  of  involve- 
ment. When  only  the  physical  examination 
is  relied  on  for  an  examination  of  the  ab- 
domen, considerable  disease  can  be  present 
in  the  retroperitoneal  nodes  and  not  be  de- 
tected. Technics  that  opacify  the  ureters 
(intravenous  pyelogram),  the  vena  cava  (in- 
ferior cavogram),  and  the  abdominal  lymph 
nodes  (lymphangiogram)  are  the  most  reli- 
able methods  at  present  available  for  this. 
Lymphangiography  probably  reveals  more 
disease  than  inferior  cavography,  but  it  is 
technically  more  difficult  to  perform.  Lym- 
phangiography has  shown  that  nearly  half 
the  patients  with  Hodgkin’s  disease,  classed 
as  stage  I or  stage  II  by  the  usual  methods 
of  examination,  are  in  reality  stage  III.25-30 

Visualization  of  the  retroperitoneal  lymph 
nodes  by  lymphangiography  often  provides 
valuable  information,  but  it  should  be  done 
only  when  fully  indicated  (Fig.  2).  Oil 
embolization  of  lungs,  liver,  and  other  or- 
gans, allergic  reactions  to  iodine,  and  cellu- 
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litis  at  the  site  of  cutdown  can  occur.28’31 
Indications  for  lymphangiography  are  stage 
I disease  involving  only  cervical  or  axillary 
nodes  and  stage  II  disease  in  which  node  in- 
volvement is  supradiaphragmatic.  No  use- 
ful purpose  is  served  by  lymphangiography 
if  the  intravenous  pyelogram  shows  ureteral 
distortion,  if  inguinal  or  iliac  nodes  are  in- 
volved, or  if  clear  evidence  of  stage  III  or 
stage  IV  disease  is  present.  Lymphangiog- 
raphy is  very  difficult  to  perform  in  small 
children. 

Histologic  diagnosis 

A lymphosarcoma  is  suggested  by  the  clin- 
ical manifestations,  but  definite  diagnosis 
can  be  made  only  by  biopsy.  The  histopatho- 
logic approach  to  precise  classification  of 
lymphosarcomas  has  been  frustrated  by  the 
fact  that  these  tumors  are  morphologically 
labile  not  static;  many  intermediate  stages 
and  cytologic  variations  from  the  main  three 
types  may  be  observed.32  Lymphosarcomas 
arise  from  lymphoid  cells,  from  reticuloendo- 
thelial cells,  or  their  derivatives.  Lympho- 
sarcomas may  arise  from  these  cells  in  any 
stage  of  their  development.  Thus,  a lympho- 
sarcoma may  be  composed  mainly  of  small, 
adult  lymphocytes,  large  primitive  cells,  or 
any  intermediate  stage  of  development.  The 
stimulus  for  lymphoproliferation,  whatever 
it  may  be,  can  cause  proliferation  of  more 
than  one  type  of  cell  in  more  than  one  direc- 
tion. Thus,  it  is  not  surprising  that  the 
malignant  lymphomas  are  morphologically 
labile.  Transitions  from  one  pattern  to  an- 
other are  found  as  frequently  as  one  searches 
for  them.  These  transitions  are  often  seen 
in  the  same  lymph  node  if  one  studies  sec- 
tions from  all  parts  of  the  node.33 

Although  a specific  diagnosis  can  usually 
be  made  by  the  histologic  study  of  involved 
tissue,  at  times  the  pathologist  may  have 
difficulty  in  identifying  the  disease  from  the 
biopsy  specimen.  Different  nodes  from  the 
same  patient  have  been  diagnosed  as  differ- 
ent types  of  lymphosarcoma,  and  changes 
considered  to  be  characteristic  of  Hodgkin’s 
disease,  reticulum-cell  lymphosarcoma,  and 
giant-follicle  lymphosarcoma  have  been  ob- 
served in  one  and  the  same  lymph  node.  In 
patients  with  lymphosarcoma,  biopsies  re- 
peated after  intervals  of  time  often  reveal  a 
histologic  diagnosis  different  from  the  ini- 
tial one.  This  histologic  lability  has  led  to 


the  suggestion  that  the  whole  lymphoma 
group  is  but  a single  neoplastic  entity  that 
has  a number  of  variants.25’33 

Histologic  appearance  does  not  predict 
with  much  degree  of  certainty  the  clinical 
course,  extent  of  involvement,  or  the  prog- 
nosis of  these  diseases.  Biologic  behavior 
of  lymphosarcomas  is  often  whimsical. 
These  tumors  do  not  exist  as  clear-cut  clini- 
cal entities,  and  many  intermediate  histo- 
logic variations  occur.  There  have  been  re- 
peated efforts  to  classify  lymphosarcomas 
into  subdivisions  based  on  histologic  appear- 
ance and  probable  cell  or  origin.  But  no 
completely  satisfactory  classification  of 
lymphosarcomas  has  achieved  widespread 
acceptance.3  It  is  desirable  for  purposes  of 
study  to  classify  the  lymphosarcomas  as  ac- 
curately as  possible  according  to  their  his- 
tologic appearance.  But  minute  histopatho- 
logic subdivisions  are  probably  of  little  clini- 
cal importance. 

In  small-cell  lymphosarcoma,  the  predomi- 
nant cell  type  is  similar  to  the  mature  lym- 
phocyte. This  type  is  found  in  about  60  per 
cent  of  children  with  lymphosarcomas. 
Reticulum-cell  lymphosarcoma  is  found  in 
about  35  per  cent  of  children  with  lympho- 
sarcomas. The  cells  in  this  case  are  one  and 
a half  times  larger  than  lymphocytes  and  are 
variable  in  shape.  Of  all  the  malignant  lym- 
phomas, this  type  is  most  likely  to  occur  in 
an  extranodal  primary  site.  Reticulum-cell 
lymphosarcoma  is  the  most  undifferentiated 
type,  is  more  highly  malignant  and  invasive, 
and  metastasizes  more  readily  than  small- 
cell lymphosarcoma.3  Giant-follicle  lympho- 
sarcoma shows  the  presence  of  numerous 
large  follicles  or  germinal  centers.  Transi- 
tions of  this  histologic  pattern  to  one  of 
the  other  two  types  is  often  seen,  and  in 
borderline  cases  the  separation  of  this  group 
from  the  less  differentiated  forms  may  be 
vague.  The  condition  ultimately  becomes 
malignant,  although  long  periods  may  elapse 
before  clinical  signs  of  a malignant  lesion 
are  apparent.34  When,  in  the  later  stages, 
the  condition  becomes  malignant,  repeat  bi- 
opsy will  show  that  the  tumor  has  evolved 
into  another  type  of  lymphosarcoma.35  The 
giant-follicle  type  is  found  in  less  than  5 per 
cent  of  children  with  lymphosarcomas  but 
may  occur  even  in  early  childhood.35’36  The 
frequency  of  the  various  histologic  types  of 
lymphosarcoma  in  children  are  shown  in 
Figure  3. 
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FIGURE  3.  Histologic  types  of  1,269  cases  of 
lymphosarcoma.  Incidence  of  types  in  children 
and  adults  compared.3 


Leukemic  transformation 

Leukemic  transformation  is  the  term  ap- 
plied to  those  situations  in  which  there  is  no 
evidence  of  leukemia  at  the  time  of  the  ini- 
tial diagnosis  of  lymphosarcoma  as  deter- 
mined by  peripheral  blood  and  bone  marrow 
examinations,  but  in  which  a typical  leu- 
kemic picture  develops  subsequently.  Such 
leukemic  transformation  occurs  in  30  to  40 
per  cent  of  children  with  lymphosarcoma.137 
Leukemic  transformation  in  lymphosarcoma 
does  not  appear  to  be  related  to  the  histo- 
logic type  of  lymphosarcoma  or  primary  site 
of  involvement.37  Children  with  lymphosar- 
coma in  whom  leukemia  is  developing  showr 
pallor,  petechiae,  hemorrhages,  and  hepato- 
splenomegaly.  Early  signs  of  leukemic 
transformation  include  increase  in  percent- 
age of  lymphocytes  in  the  blood  smear,  im- 
mature myeloid  cells,  decrease  in  platelet 
count,  and  splenomegaly.  The  bone-marrow 
picture  of  these  children  may  change  to  that 
for  leukemia  with  surprising  suddenness.37 

Children  with  lymphosarcoma  show  leu- 
kemic transformation  about  twice  as  fre- 
quent^ as  adults.  The  leukemia  is  pre- 
dominantly an  acute  “blastic”  type  (lympho- 
blastic, my^eloblastic,  monoblastic)  in  chil- 
dren, whereas  adults  commonly  convert  to 
chronic  lymphocytic  leukemia.38  Reticulum- 
cell lymphosarcoma  usually  converts  to 
monocytic  leukemia.39  Burkitt’s  lymphoma, 
a type  of  childhood  lymphosarcoma,  also  may 
convert  to  a picture  of  acute  leukemia.40'41 

The  appearance  of  a leukemic  picture  in 
a child  with  a lymphosarcoma  is  an  ominous 
sign;  a potentially  curable  disease  thereby 
acquires  a fatal  prognosis.  When  leukemic 


transformation  occurs,  the  therapy  is 
changed  to  that  for  acute  childhood  leu- 
kemia. The  leukemic  phase  of  lymphosar- 
coma does  not  respond  to  chemotherapy  as 
well  as  “simple”  acute  leukemia.  The  aver- 
age duration  of  survival  of  these  children  is 
about  two  and  one-half  months.1  The  rea- 
sons for  the  sudden  change  in  clinical  events 
and  appearance  of  immature  cells  are  not 
known. 


Staging 


Determining  the  anatomic  extent  of  the 
disease,  clinical  stage  is  probably  the  most 
important  factor  in  planning  treatment  and 
estimating  prognosis  in  the  child  with  lym- 
phosarcoma. The  anatomic  and  clinical 
criteria  for  staging  of  lymphosarcomas  are 
as  follows : 


Stage  0. 


Stage  I. 


Stage  II. 


Stage  III. 


Stage  IV. 


A single  nodule  has  developed 
and  its  removal  for  biopsy  repre- 
sents, as  far  as  can  be  detected, 
excision  of  all  lymphomatous  dis- 
ease. 

Disease  is  localized  to  a single 
node  or  to  contiguous  structures 
without  systemic  symptoms. 
Disease  is  limited  by  the  dia- 
phragm to  the  upper  or  lower 
half  of  the  body  but  present  in 
more  than  a single  site;  (a) 
without  systemic  symptoms,  (6) 
with  systemic  symptoms  (fever, 
anemia,  weight  loss) . 

Disease  above  and  below  the  dia- 
phragm; (a)  without  systemic 
symptoms,  (6)  with  systemic 
symptoms. 

Disease  demonstrated  in  any  of 
the  following  areas:  bone  mar- 

row (cytology),  bone  lesions  by 
roentgenography,  pulmonary  pa- 
renchymal lesions,  more  than  one 
cutaneous  or  subcutaneous  lesion, 
gastrointestinal  tract  when  con- 
sidered secondary,  and  hepatic  le- 
sions. 


The  staging  of  lymphosarcomas  is  also 
important  for  analysis  of  survival  data. 
Certain  studies,  necessary  in  staging,  are  as 
follows : 


1.  History,  with  careful  attention  to  sys- 
temic symptoms  (fatigue,  fever,  weight 
loss) 

2.  Physical  examination,  with  special  atten- 
tion to  lymph-node  enlargement  and  hep- 
atosplenomegaly 

3.  Complete  blood  count,  platelet  count,  re- 
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FIGURE  4.  Section  of  bone  marrow  from  child 
with  disseminated  reticulum-cell  lymphosarcoma 
removed  by  Conrad-Crosby  needle  biopsy.  Lacu- 
nar cartilage  shown  on  left.  Marrow  diffusely  in- 
filtrated by  neoplastic  cells  which  were  identifi- 
able on  higher  magnification. 


ticulocyte  count,  red-cell  sedimentation 
rate,  and  urinalysis 

4.  Posteroanterior  and  lateral  x-ray  films  of 
chest  (whole  lung  tomograms  if  hilar 
lymphadenopathy  is  present) 

5.  Liver  function  tests,  especially  alkaline 
phosphatase,  SGOT  (serum  glutamic 
oxaloacetic  transaminase),  bilirubin, 
LDH  (lactic  dehydrogenase)  ; also  deter- 
mine total  serum  protein,  protein  electro- 
phoresis, and  blood  uric  acid 

6.  X-ray  films  of  skull  and  long  bones 

7.  Intravenous  pyelogram 

8.  Bone  marrow  examination,  preferably 
with  needle  biopsy  technic 

9.  Biopsy  of  lymph  nodes,  preferably  sev- 
eral nodes 

10.  Liver  biopsy,  if  indicated 

11.  Inferior  cavogram,  if  indicated 

12.  Lymphoangiogram,  if  indicated 

Roentgenograms  of  the  chest  may  reveal 
hilar  or  other  chest  involvement.  If  medi- 
astinal adenopathy  is  suspected,  tomography 
should  be  done.  In  addition,  the  thora- 
columbar spine  and  pelvis  should  be  x-rayed 
for  evidence  of  bony  metastasis.  Intrave- 
nous pyelography  is  included  as  part  of  the 
work-up  to  reveal  retroperitoneal  lymphosar- 
coma. Lymphangiography  may  also  be  in- 
dicated.42 Bone-marrow  aspiration  is  per- 
formed both  to  assess  the  general  morpho- 
logic state  of  the  hematopoietic  system  and 
to  rule  out  incipient  leukemia.  If  the  as- 
pirated specimen  is  unsatisfactory,  needle 
biopsy  should  be  done  (Fig.  4).  There  is 
seldom  evidence  of  marrow  invasion  by  lym- 
phosarcoma until  late  in  the  course.  Liver 
function  tests,  especially  alkaline  phospha- 
tase, SGOT,  and  LDII  may  lead  to  the  dis- 


covery of  lymphomatous  liver  involvement. 
If  the  liver  is  enlarged  or  if  one  of  the  liver 
function  tests  reveals  an  abnormality,  liver 
biopsy  should  be  done.  Laparotomy,  with 
splenectomy  and  para-aortic  lymph-node  bi- 
opsy, may  be  indicated  when  intra-abdomi- 
nal involvement  is  suspected  and  cannot  be 
proved  by  other  methods.  Such  precise  stag- 
ing is  necessary  to  exclude  the  possibility  of 
disseminated  disease  before  recommending 
extended  field  radiation  therapy.43 

Therapy 

The  occasional  long-term  survival  of  chil- 
dren with  localized  lymphosarcoma  provides 
reason  for  optimism.  It  is  wrong  to  con- 
sider all  lymphosarcomas  as  merely  the  solid 
tumor  phase  of  acute  leukemia.3  Localized 
tumors  may  occasionally  be  cured,  and  chil- 
dren with  disseminated  disease  may  be 
maintained  in  remission  for  prolonged  peri- 
ods. It  is  important  to  establish  a diagnosis 
histologically  before  treatment  is  started. 
Decision  regarding  the  type  and  amount  of 
treatment  must  be  based  on  a careful  evalua- 
tion of  the  individual  patient,  taking  into 
consideration  the  general  condition  of  the 
patient  as  well  as  the  type,  extent,  and  loca- 
tion of  disease. 

Surgery  and  radiotherapy.  Since  lym- 
phosarcomas are  sometimes  unifocal  in  ori- 
gin, surgical  excision  gives  hope  of  cui'e. 
Occasionally  children  are  found  to  have  iso- 
lated involvement  of  the  small  bowel  or 
spleen.  In  these  patients  the  entire  lesion 
may  be  removed  at  the  time  of  biopsy.  Post- 
operative radiation  to  the  tumor  bed  should 
be  given  at  a dose  of  3,000  to  5,000  rads.27'44 
The  higher  dose  is  given  to  the  reticulum- 
cell type.  Chemotherapy  may  also  be  given 
since  intra-abdominal  lymphosarcomas  are 
often  not  unifocal.  Patients  with  disease 
limited  to  two  contiguous  node-bearing  areas 
without  evidence  of  bone  marrow  or  visceral 
involvement  (stage  II)  are  treated  with  ra- 
diotherapy delivering  4,000  to  5,000  rads  to 
the  tumor  at  a rate  of  1,000  rads  per 
week.45^7  A generous  margin  of  normal 
tissue  should  be  included  in  the  radiation 
fields,  and  regional  normal  lymph  nodes  may 
be  radiated  as  well.48  Chemotherapy  may 
also  be  given.  Children  whose  disease  is 
classified  as  stage  III  or  stage  IV  are  given 
radiation  directed  at  the  involved  areas  plus 
chemotherapy. 
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Chemotherapy.  When  the  disease  is  dis- 
seminated, systemic  therapy  with  antineo- 
plastic drugs  is  indicated.  Control  of  ane- 
mia, specific  antibiotic  therapy  for  infec- 
tions, and  prevention  of  hyperuricemia  also 
are  needed.-7  Hyperuricemia  due  to  in- 
creased tumor  cell  breakdown  before  or  dur- 
ing treatment  may  cause  renal  damage. 
Therefore,  liberal  fluid  intake  and  allopuri- 
nol  (Zyloprim)  should  be  given  at  a dose  of 
10  mg.  per  kilogram  in  three  divided  doses.11' 
Serum  uric  determinations  should  be  done 
on  the  day  after  therapy  and  every  other  day 
for  about  seven  days,  until  it  is  certain  that 
an  acute  uric  acid  overload  will  not  occur. 
White  blood  cell  and  platelet  counts  should 
be  performed  twice  weekly  until  recovery 
from  toxicity  occurs,  usually  within  three 
weeks.  Antineoplastic  drugs  are  toxic  to  all 
cells,  and  the  aim  in  chemotherapy  is  to  es- 
tablish the  best  possible  balance  between 
therapeutic  effect  and  undesirable  toxic  side- 
effects. 

Once  treatment  has  been  started  with  a 
particular  antineoplastic  drug,  it  should  be 
given  an  adequate  trial.  This  means,  gen- 
erally, that  the  patient  should  be  observed 
for  at  least  four  to  six  weeks  to  see  whether 
or  not  he  benefits  from  the  drug.  During 
that  time  some  estimate  must  be  made  as  to 
whether  or  not  the  treatment  is  successful. 
A simple  method  of  evaluation  is  to  observe 
a tumor  that  can  be  measured.  This  may  be 
an  enlarged  lymph  node,  a palpable  sub- 
cutaneous tumor,  or  a tumor  visible  on  x-ray 
film,  such  as  a lung  lesion.  Measurements 
should  be  taken  before  treatment  starts  and 
then  at  intervals  as  treatment  progresses. 
Preferably  the  measurements  should  be 
taken  in  two  directions.  A 50  per  cent  or 
greater  decrease  in  tumor  size  can  be  called 
an  objective  response  or  remission.  To  note 
simply  that  the  patient  feels  better  or  that 
perhaps  the  drug  has  slowed  the  tumor’s  rate 
of  growth  are  inadequate  criteria  of  success- 
ful therapy.50  If  there  has  been  an  objective 
response  to  a drug,  it  is  reasonable  to  give  it 
for  maintenance  therapy  or  to  give  repeat 
courses  of  the  drug.  The  same  drug  should 
be  used  until  progression  of  the  tumor  is 
noted  while  the  patient  is  still  on  the  drug. 
When  progression  occurs,  a different  agent 
is  tried,  and  the  same  clinical  evaluations  are 
made.50 

In  the  previously  untreated  patient,  ther- 
apy is  designed  initially  to  induce  a remis- 


sion, remission  induction,  followed  by  the 
second  phase,  remission  maintenance.  The 
drugs  of  choice  for  inducing  remission  in  a 
previously  untreated  child  with  evidence  of 
disseminated  lymphosarcoma  is  a combina- 
tion of  vincristine  (Oncovin)  and  cyclo- 
phosphamide (Cytoxan).5152  Many  dosage 
schedules  and  regimens  using  these  two 
drugs  have  been  tried.  In  general,  vincris- 
tine is  given  intravenously  weekly  at  a dose 
of  1 to  1.5  mg.  per  square  meter.  Cyclophos- 
phamide is  given  orally  at  a dose  of  3 to  5 
mg.  per  kilogram  daily.  Courses  of  fourteen 
days  each  using  these  two  drugs  can  be 
given.  In  addition,  prednisone  2 mg.  per 
kilogram  per  day  should  be  given  during  the 
induction  period.  Corticosteroids  exert  a 
lympholytic  effect  on  malignant  lymphoid  tu- 
mors. In  addition,  the  immunosuppressant 
action  of  these  drugs  is  useful  when  there  is 
hemolytic  anemia  or  when  there  is  massive 
breakdown  of  tumor  and  release  of  antigenic- 
products  during  radiotherapy  or  chemother- 
apy.5354 If  the  child  achieves  a remission, 
this  may  be  maintained  with  courses  of  vin- 
cristine and  cyclophosphamide  given  every 
four  to  six  weeks.  Maintenance  therapy 
with  oral  cyclophosphamide,  1 to  2 mg.  per 
kilogram,  may  be  given  as  a daily  dose  after 
recovery  from  toxicity  associated  with  in- 
duction. The  dose  should  be  adjusted  to 
maintain  minimal  leukopenia.  Patients  can 
also  be  maintained  on  intermittent  cyclo- 
phosphamide, 15  mg.  per  kilogram  weekly, 
given  intravenously.44 

Drugs  that  may  induce  remission  in  chil- 
dren with  lymphosarcomas  who  have  become 
refractory  to  the  drugs  already  mentioned 
include:  BCNU  (1,  3,  bis  2 chloroethyl-1- 

nitrosourea)  ,55  cytosine  arabinoside,56-57  me- 
thotrexate, chlorambucil,58  nitrogen  mus- 
tard, actinomycin  D,  procarbazine  (Natu- 
lan),50 daunomycin,60  and  streptonigrin.01 
L-asparagenase  seems  to  have  little  effect  on 
these  tumors.02'64  When  conversion  to  acute 
leukemia  occurs,  the  therapy  is  changed  to 
that  for  leukemia.65 

In  addition  to  evaluating  the  therapeutic 
effects  of  the  drug,  the  signs  and  symptoms 
of  drug  toxicity  must  be  carefully  followed. 
Bone  marrow  depression,  in  particular,  is 
dose  limiting.  It  is  often  necessary  to  mod- 
ify drug  dosage,  since  practically  all  anti- 
neoplastic agents  are  effective  only  at  levels 
at  which  there  is  toxicity.  Because  of  the 
toxicity  of  these  agents,  it  is  important  to 
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MONTHS  AFTER  CLINICAL  ONSET 

*T*o  children  with  giant  follicular  lymphosorcoma  surviving  over  five  years 

FIGURE  5.  Survival  curve  of  69  children  with 
lymphosarcoma.3  Many  of  currently  used  chem- 
otherapeutic agents  not  available  when  these 
data  collected. 


stop  a drug  when  it  becomes  no  longer  effec- 
tive. Blood  counts  should  be  obtained  twice 
a week  as  a guide  to  adjusting  drug  dosage.44 
Carefully  planned  therapy,  precise  evalua- 
tion of  response,  and  exact  adjustment  of 
dosage  to  avoid  serious  toxic  effects  may 
give  the  child  considerable  benefit.44  But 
the  results  of  present  modalities  of  therapy 
are  unsatisfactory.  New  approaches,  such 
as  applied  in  tumor  immunology,  may  offer 
new  hope  for  prolonged  survival  or  cure  of 
these  dreadful  afflictions  of  children.66’67 

With  our  present  therapeutic  armamen- 
tarium we  eventually  reach  the  point  at 
which  definitive  medicine  has  failed.  Our 
objective  then  is  palliation.  The  proper 
management  of  the  terminal  phase  of  the 
disease  requires  skillful  use  of  analgesics 
and  sedatives,  and  control  of  infection,  hem- 
orrhage and  anemia.68 

Prognosis 

It  is  difficult  to  gain  an  accurate  picture 
of  the  prognosis  in  the  lymphosarcomas  be- 
cause of  the  different  histologic  and  clinical 
classifications  that  have  been  used.  The 
whimsical  biologic  behavior  of  these  tumors 
is  well  known.  Also,  aggressive  combined 
use  of  radiotherapy,  surgery,  and  chemo- 
therapy have  not  been  employed  long  enough 
to  enable  one  to  assess  fully  their  beneficial 
effects.  The  survival  curve  of  69  children 
with  lymphosarcoma  is  shown  in  Figure  5. 
When  the  involved  lymph  nodes  are  periph- 
eral, such  as  in  the  neck,  axillae,  or  groin, 
the  prognosis  and  response  to  treatment 


tend  to  be  good.  Alternatively,  when  the  in- 
volved nodes  are  central,  as  in  the  mediasti- 
num or  retroperitoneal  area,  the  prognosis 
tends  to  be  poor,,  and  the  response  to  treat- 
ment is  also  poor.53  Hepatic  involvement  is, 
in  general,  a sign  of  advanced  progressive 
lymphosarcoma  and  bodes  a poor  prognosis. 
On  the  other  hand,  the  frequent  induction  of 
permanent  remissions  by  chemotherapy  in 
children  with  Burkitt’s  lymphoma  is  reason 
for  optimism.69’70 

Meadowbrook  Hospital 
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Pneumatosis  Intestinalis 


Case  history 

Nancy  S.  Hoge,  M.D.:  The  patient,  a 

seventy-three-year-old  male  Negro,  appeared 
in  the  clinic  on  January  31,  1969,  complain- 
ing of  several  loose,  brown  bowel  movements 
daily.  Occasionally,  the  bowel  movement 
was  white  and  foamy,  mixed  with  red  blood. 
He  also  complained  of  “gas.”  He  had  lost  an 
indeterminate  amount  of  weight  in  the  past 
year.  Routine  physical  examination  was 
normal  including  rectal  palpation.  Routine 
blood  studies  were  also  normal,  and  several 
stool  specimens  were  negative  for  occult 
blood. 

Proctoscopic  examination  to  8 cm.  showed 
a fixed,  indurated,  irregular  sigmoid  wall 
without  ulcerations.  A firm  lobulated  tumor 
was  seen  and  was  thought  to  resemble  car- 
cinoma clinically. 

It  is  of  interest  that  he  had  been  admitted 
to  St.  Luke’s  Hospital  Center  in  December, 
1967,  for  a left  glomus  jugular  tumor.  This 
was  biopsied  and  treated  with  radiotherapy. 
Recovery  has  been  uneventful  except  for  the 
development  of  chronic  drainage  from  the 
left  ear. 

Radiographic  discussion 

Dr.  Hoge:  Barium  enema  examination 

of  the  colon  showed  gas  in  the  wall  of  the 
colon  with  a distinctive  pattern  on  the  pre- 
liminary exposure  of  the  abdomen  and  along 
the  margins  of  the  barium  in  the  lumen 
(Figs.  1,  2,  and  3) . 

Examination  of  the  abdomen  is  often  sug- 
gestive of  the  diagnosis,  since  gas  cysts  of 


FIGURE  1.  Abdominal  film  showing  mottled  lu- 
cent bubbly  gas  pattern  in  right  paravertebral 
region. 


the  small  or  large  bowel  can  appear  as  small 
spherical,  mottled  radiolucencies  and  may  be 
arranged  in  linear  fashion  (Fig.  1).  Oc- 
casionally, the  small  bowel  or  colon  inter- 
poses itself  between  the  liver  and  dia- 
phragm; in  such  cases  the  cysts  are  seen 
with  unusual  clarity.  Pneumoperitoneum 
may  occur  from  a rupture  of  cysts,  may  be 
massive,  and  may  cause  abdominal  disten- 
tion. 

In  the  large  bowel,  submucosal  cysts  are 
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FIGURE  2.  (A  and  B)  Barium-filled  colon  showing  scalloped  margins  especially  in  sigmoid  region  and 
air  outlining  wall  of  colon  in  sigmoid  and  hepatic  flexure  areas. 


FIGURE  3.  Postevacuation  film  with  streaky  gas 
pattern  in  descending  colon  and  air  outlining 
wall  of  sigmoid  colon. 


flat-based  on  the  serosal  side  and  convex 
toward  the  lumen  on  the  mucosal  side. 
When  the  cysts  are  particularly  large  and 


numerous,  they  may  fill  the  entire  lumen  of 
the  colon  so  that  the  colon  appears  empty. 
In  such  cases  a linear  positive  stripe  may 
occur  in  the  centrum  of  the  lumen  which 
represents  overlapping  of  cyst  walls.1 

Linear  translucency  of  variable  width 
may  also  occur  when  gas  dissects  external 
to  the  cyst  in  the  colonic  muscular  layers 
along  its  length  or  between  the  colon  and  its 
peritoneum.2 

In  barium  studies  small  submucosal  cysts 
do  not  obstruct  or  deform  the  bowel  and  may 
be  distinguished  from  polyps  by  their  radio- 
lucency  (Figs.  2 and  3).  Air  cysts  also 
change  in  shape  and  flatten  out  with  greater 
bowel  distention.  Gas  translucency  may 
also  be  traced  along  the  bowel  wall  adjacent 
to  the  barium  column.  The  “scalloped” 
contour  of  the  filled  bowel  is  a characteristic 
finding.3 

Pathologic  discussion 

Harold  P.  Gaetz,  M.D.:  The  small,  1 to 
2-mm.  biopsy  fragments  have  an  intact 
mucosa.  Beneath  this  are  spaces  lined  by 
flattened  histiocytes,  some  of  which  are  syn- 
cytial (Fig.  4A).  This  is  the  characteristic 
microscopic  appearance  of  pneumatosis  in- 
testinalis.  Figure  4B  is  a specimen  from 
another  patient  with  pneumatosis  intes- 
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FIGURE  4.  (A)  Overlying  mucosa  is  intact.  In  submucosa  are  irregular  spaces  lined  by  flattened  his- 

tiocytes and  surrounded  by  fibrous  tissue.  Before  excision  of  specimen  these  spaces  were  round 
since  they  were  distended.  (B)  Autopsy  specimen  from  patient  with  chronic  pulmonary  disease. 
Large  and  small  cysts  are  present  in  submucosa  with  bulging  into  lumen. 


tinalis  who  died  of  obstructive  pulmonary 
disease  and  cor  pulmonale.  This  picture 
provides  a striking  correlation  with  the  x- 
ray  findings  demonstrated  by  Dr.  Hoge. 

Comment 

Dr.  Hoge  and  Dr.  Gaetz:  Gas-filled 

spaces  in  the  wall  of  the  intestinal  tract  are 
called  pneumatosis  intestinalis.  Hog  butch- 
ers are  said  to  have  noted  this  abnormality 
many  years  before  DuVernoy  described  the 
first  case  in  1730.  In  the  museum  of  the 
Royal  College  of  Surgeons  there  are  two 
mounted  specimens  of  the  condition  which 
were  prepared  by  John  Hunter  around  1800. 
A most  exhaustive  review  of  the  subject  was 
presented  by  Kos  in  1952, 4 and  in  1967 
Smith  and  Welter5  published  an  article  in 
which  they  discussed  33  cases  and  reviewed 
information  on  pathogenesis. 

In  its  most  serious  form,  pneumatosis  in- 
testinalis is  associated  with  extensive  diffuse 
ulcerative  disease  of  intestinal  mucosa. 
Such  instances  usually  occur  in  infants  less 
than  one  year  old,  and  the  termination  is 
fatal.  A more  benign  form  is  seen  in  adults 
and  is  not  associated  with  diffuse  ulcerative 
disease  but  rather  with  chronic  peptic  dis- 
ease of  stomach  or  duodenum  and  with 
chronic  obstructive  pulmonary  disease  or 
emphysema.  Occasionally,  in  adults,  gas  is 
seen  within  the  bowel  wall  in  diffuse  ulcera- 
tive colitis;  here  it  indicates  impending  per- 
foration and  a grave  prognosis.  Our  case 
is  the  benign  variety  which  is  usually 
asymptomatic;  in  rare  instances  there  is 
evidence  of  partial  obstruction  and  irrita- 


tion of  the  overlying  mucosa  with  mucous 
diarrhea. 

The  pathogenesis  of  the  benign  condition 
involves  two  mechanisms:  (1)  increased 

intraluminal  pressure  and  (2)  a mucosal  de- 
fect which  permits  the  dissection  of  gas  into 
tissue  planes.  The  dissection  of  gas  has 
been  well  demonstrated  in  cases  of  long- 
standing pulmonary  disease  and  comes  all 
the  way  from  the  mediastinum  through  re- 
troperitoneal tissue  planes  and  thence  along 
the  adventitia  of  vessels  which  penetrate  the 
bowel  wall. 

There  are  speculations  that  there  is  simi- 
lar tissue  plane  dissection  of  gas  from  pep- 
tic ulcers  of  stomach  and  duodenum  with 
submucosal  cysts  forming  in  other  parts  of 
the  intestinal  tract. 

A third  possible  mechanism  of  pathogene- 
sis involves  bacterial  decomposition  of  fluid 
either  in  tissue  spaces  or  in  lymphatics. 
While  this  idea  cannot  be  completely  re- 
futed, bacteria  have  not  been  demonstrated 
in  the  cysts,  and  no  one  has  found  the  fluid 
collections  which  would  necessarily  precede 
the  gas  collections. 

Recently,  a fourth  theory  of  pathogenesis 
has  been  suggested  which  involves  a com- 
bination of  excess  flatus  and  rigidly  correct 
social  behavior.6  This  theory  we  discard 
(1)  because  it  is  too  simplistic,  and  (2)  be- 
cause the  condition  was  originally  described 
in  hogs,  creatures  not  known  for  their 
rigidly  correct  social  behavior. 

It  has  been  suggested  that  the  gas  lies  in 
lymphatic  spaces.  Careful  studies  by  us  and 
others  fail  to  reveal  any  evidence  of  lym- 
phatic endothelium  lining  the  spaces  con- 
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taining  the  fluid;  it  may,  of  course,  have 
been  replaced  by  histiocytes. 

In  the  case  reported  here  the  protruding 
intraluminal  masses  suggested  the  possi- 
bility of  obstructing  carcinoma.  The  histo- 
logic appearance,  however,  as  seen  in  the 
biopsy  material,  was  that  of  classic  pneu- 
matosis intestinalis,  and  the  x-ray  studies 
performed  before  biopsy  were  characteristic 
of  this  condition.  In  our  patient  the  patho- 
genesis remains  unclear,  since  he  has  evi- 
dence neither  of  chronic  pulmonary  disease 
nor  of  peptic  ulceration.  He  continues  to 
have  slight  diarrhea  since  the  surgical  pro- 
cedure but  is  otherwise  well,  and  it  is  prob- 


Osteogenic sarcoma:  prognosis  related 
to  epiphyseal  closure 


A study  of  85  patients  with  osteogenic  sar- 
coma admitted  over  a period  of  thirty  years 
revealed  the  strikingly  poor  prognosis  for  males 
whose  lesions  occurred  in  a bone  with  an  open 
epiphysis,  report  Jerome  S.  Nosanchuk,  M.D., 
Lee  Weatherbee,  M.D.,  and  Gerald  L.  Brody, 
M.D.,  in  Journal  of  the  American  Medical  Asso- 
ciation 208:  2439  (June  30)  1969.  None  of 

these  males  survived,  although  23.5  per  cent  of 
an  approximately  equal  number  of  female  pa- 
tients survived  more  than  five  years.  Over  all, 
13  of  the  85  patients  survived  more  than  five 


able  that  his  disease  will  either  regress  or 
will  cause  no  serious  physical  impairment. 
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years:  8 women  and  5 men.  No  male  patient 

less  than  twenty-four  years  old  survived  four 
years. 

Survival  apparently  was  not  influenced  by  the 
site  of  the  lesion,  tumor  size,  delay  in  diagnosis 
or  treatment,  or  histologic  type.  Although  the 
data  are  conflicting  regarding  the  precise  roles 
of  age  and  sex  in  prognosis,  results  of  the  pres- 
ent study  support  the  conclusion  that  prognosis 
is  better  in  females  and  in  the  older  age  groups. 
Most  osteogenic  sarcomas  arise  in  the  epiphysis 
in  the  region  of  the  knee  and  this  is  the  physi- 
ologic site  of  the  most  rapid  bone  formation. 
Since  the  epiphysis  closes  earlier  in  girls,  it 
may  be  that  the  increased  malignancy  of  osteo- 
genic sarcoma  in  the  young  male  relates  to  his 
prolonged  time  at  risk  before  epiphyseal  clo- 
sure. 
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Status  asthmaticus  is  the  condition  of 
the  asthmatic  patient  whose  dyspnea  is  se- 
vere, prolonged,  and  unresponsive  to  epi- 
nephrine and  related  drugs.  Such  a patient 
is  very  ill,  even  critically  ill,  and  the  first  re- 
quirement in  therapy  is  hospitalization  and 
rest. 

The  patient  is  usually  dehydrated  and  has 
had  little  food  for  some  time.  Water  loss 
through  the  lungs  is  considerable,  and  many 
of  these  patients  sweat  profusely.  A slide 
describes  that  an  intravenous  infusion  of  5 
per  cent  dextrose  in  water  is  started,  and 
this  is  to  be  continued  for  some  days.  A 
minimum  of  2.5  L.  of  liquid  must  be  given 
in  twenty-four  hours,  and  this  amount  may 
be  as  high  as  4 L.,  depending  on  estimated 
water  loss.  In  the  patient  who  is  ill  longer 
than  a day  or  two  it  may  be  wise  to  watch 
the  level  of  serum  electrolytes.  The  diet 
should  be  liquid  and  consist  of  small 
amounts  offered  frequently. 

As  regards  drug  therapy,  the  expectorants 
are  probably  useless,  although  this  view  is 
not  universally  held.  The  sympathomimetic 
drugs  are  by  definition  ineffective,  at  least 
initially. 

Aminophylline  should  be  used,  intrave- 
nously. Usually  0.5  Gm.  is  incorporated  in  a 
liter  of  intravenous  fluid.  The  total  twenty- 

* Developed  under  contract  with  National  Library  of 
Medicine  (PH-43-66-1151).  Project  of  Albany  Regional 
Medical  Program  supported  by  Division  of  Regional  Medi- 
cal Programs  and  U.S.  Department  of  Health,  Education, 
and  Welfare  (PL89  239). 


four-hour  dose  of  aminophylline  in  the  adult 
should  not  exceed  2 Gm.,  and  the  dosage  in 
children  must  be  correspondingly  reduced. 
In  children  younger  than  two  years  of  age 
aminophylline  is  not  a safe  drug;  in  fact, 
aminophylline  poisoning  is  one  of  the  ways 
through  which  asthmatic  children  die. 

I prefer  not  to  use  aminophylline  in  the 
manner  described  but  to  give  it  slowly 
through  the  intravenous  tubing  in  single 
doses,  as  indicated,  of  0.25  Gm.,  perhaps 
every  four  to  six  hours. 

Steroids  may  be  added  if  this  regimen  is 
ineffective,  or,  preferably,  they  may  be  em- 
ployed at  the  start  of  treatment.  Hydro- 
cortisone may  be  used  in  divided  doses  in- 
tramuscularly or  intravenously  by  incor- 
porating it  into  the  dextrose  infusion. 
Daily  doses  of  400  to  1,000  mg.  may  be  used, 
with  reduction  in  dosage  as  improvement  oc- 
curs. 

Narcotics  are  totally  contraindicated,  and 
sedatives  are  best  avoided.  An  exception  to 
this  rule  may  be  the  severely  ill  patient 
whose  ventilation  needs  to  be  mechanically 
controlled.  Under  these  circumstances  one 
sometimes  abolishes  the  patient’s  own  re- 
spiratory drive  so  that  the  machine  takes 
over.  In  general,  however,  it  is  best  to  re- 
member that  any  sedative  or  tranquilizing 
drug  has  the  property  of  reducing  the  re- 
spiratory drive  and  potentiating  carbon  di- 
oxide narcosis. 

As  outlined  on  a slide,  antibiotics  are  indi- 
cated where  definite  evidence  of  infection  is 
present.  Note,  however,  that  status  asth- 
maticus may,  per  se,  give  rise  to  fever  and 
leukocytosis,  so  that  the  presence  of  infec- 
tion is  not  always  self-evident. 

Detergents,  mucolytic  agents,  and  en- 
zymes given  by  inhalation  are  best  avoided. 
They  are  all  irritating  and  the  enzymes  may 
sensitize. 

The  primary  ventilatory  defect  in  the  pa- 
tient with  status  asthmaticus  is  hypoxia, 
hypercapnia  occurring  relatively  late. 
Hence,  oxygen  therapy  is  necessary  and 
safe.  Oxygen  may  be  given  by  mask  at  a 
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flow  rate  of  4 to  5 L.  per  minute,  at  room 
temperature,  and  well  humidified. 

Bronchoscopy  with  bronchial  lavage  and 
suction  is  occasionally  lifesaving  in  cases 
where  the  patient  is  suffocating  by  reason 
of  tenacious  mucus  which  he  is  unable  to 
raise.  There  are  no  reliable  physical  signs 
by  which  this  condition  can  be  diagnosed. 
The  patient  who  is  slipping  into  coma  and 
whose  breath  sounds  and  rhonchi  are  di- 
minishing while  he  is  breathing  hard  may 
have  large  obstructing  mucus  plugs  in  the 
airways. 

Under  some  circumstances  patients  con- 
tinue to  experience  ventilatory  difficulty  and 
to  go  down  hill  despite  adequate  therapy. 
Carbon  dioxide  retention  develops  in  addi- 
tion to  severe  anoxia;  the  patient  may  be 
delirious  or  comatose,  and  breath  sounds  and 
rhonchi  may  almost  disappear.  In  this  situ- 
ation consultation  with  the  department  of 


anesthesiology  is  mandatory,  and  treatment 
with  an  appropriate  1PPB  (intermittent 
positive  pressure  breathing)  machine,  insti- 
tuting assisted  or  controlled  ventilation,  is 
necessary.  This  treatment  is  carried  out 
with  a cupped  tracheostomy  or  endotracheal 
tube.  Bronchial  lavage  should  be  carried 
out  at  the  time  of  intubation. 

Finally,  it  has  recently  been  suggested 
that  unresponsiveness  to  epinephrine  may 
be  due  to  acidosis  and  that  this  unrespon- 
siveness can  be  abolished  by  treating  the 
acidosis  with  appropriate  doses  of  intrave- 
nous sodium  bicarbonate.  This  therapy  is 
still  experimental  and  controversial,  and  if 
administered  should  be  carried  out  only  if 
facilities  are  available  for  monitoring  blood 
gases  and  pH. 
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Attention  has  recently  been  turned  to  the 
question  of  starvation,  hunger,  and  malnu- 
trition in  the  United  States.  Television  pro- 
grams, a number  of  pseudoscientific  lay  re- 
ports, lengthy  congressional  hearings,  and 
many  articles  in  the  press  have  all  implied 
that  these  are  rather  common  conditions  in 
many  parts  of  this  wealthy  country.  The 
mass  media  have  used  the  three  words  al- 
most as  if  they  were  synonymous,  thus  fur- 
ther confusing  the  issue. 

Starvation,  hunger,  and  malnutrition  are 
terms  which  have  no  clear  boundaries.  An 
individual  may  suffer  from  a combination  of 
all  three  or  from  one  condition  alone. 
Nevertheless  these  three  terms  do  have  dif- 
ferent meanings,  and  the  prevalence  of  each 
is  not  identical. 

Starvation,  if  we  defined  it  as  perishing 
from  a restricted  food  intake,  is  probably 
extremely  rare  in  the  United  States.  It  is 
also  rare  in  many  tropical  African  countries 
where  the  average  per  caput  income  is  less 
than  70  U.S.  dollars  per  year.1 

Hunger,  if  we  define  it  as  an  uneasy  sen- 
sation caused  by  a lack  of  food,  can  be 
judged  only  rather  subjectively.  When  large 
numbers  of  witnesses  come  before  congres- 


sional committees  or  television  cameras  and 
say  they  are  often  hungry,  either  they  are 
hungry  or  they  are  perjuring  themselves  as 
witnesses.  If  people  are  rummaging  about 
in  garbage  heaps  to  find  scraps  of  food,  this 
probably  is  good  evidence  of  hunger.  It 
seems  likely  that  hunger  due  to  poverty  does 
exist  in  the  rural  south,  in  northern  ghettos, 
in  Appalachia,  on  Indian  reservations, 
among  the  families  of  migrant  workers,  and 
in  other  pockets  of  poverty  in  this  wealthy 
nation.  If  hunger  leads  to  undernutrition, 
this  may  result  in  a lowered  capacity  for 
work,  a reduced  ability  in  children  to  con- 
centrate on  lessons  in  school,  and  in  mani- 
festations of  malnutrition  including  poor 
growth  and  development.  There  is  the  para- 
dox in  which  vast  numbers  of  dieters  are 
buying  low-calorie  foods  while  others  go 
hungry  for  a very  different  reason.2 

The  term  malnutrition  can  be  defined 
literally  as  bad  nutrition  or  more  scientif- 
ically as  a condition  in  which  there  is  an  im- 
pairment of  health,  growth,  or  physiologic 
functioning  resulting  from  the  failure  of  a 
person  to  obtain  all  the  essential  nutrients 
in  proper  quantity  or  balance.  It  includes 
overnutrition,  undernutrition,  and  imbal- 
ance of  nutrient  intake.  The  scope  of  the 
problem  of  malnutrition  in  the  United  States 
is  not  known.  However,  much  has  been 
written  of  its  nature,  and  there  is  no  doubt 
that  malnutrition  exists  in  every  state  of  the 
union.  Some  of  it  is  mild,  some  serious; 
some,  like  obesity  and  coronary  heart  dis- 
ease, is  related  to  nutritional  problems  of 
affluence;  some,  like  dental  caries,  is  almost 
universal;  and  some,  like  protein-calorie 
malnutrition  and  rickets,  is  associated  with 
poverty. 

Because  of  the  very  scanty  amount  of  in- 
formation on  the  extent  of  malnutrition  re- 
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lated  to  poverty  in  the  United  States,  the 
Department  of  Health,  Education,  and  Wel- 
fare has  allocated  funds  to  conduct  nutri- 
tion surveys  in  selected  census  tracts  in  six 
states.  The  field  studies  have  been  com- 
pleted in  Texas,  Louisiana,  Kentucky,  Michi- 
gan, and  Upstate  New  York,  and  are  under- 
way in  New  York  City  and  Massachusetts. 
The  data  from  only  one  of  these  studies  have 
been  published,  and  they  suggest  that  mal- 
nutrition is  a serious  problem  among  those 
surveyed.’  Not  adequately  studied  in  these 
surveys  is  the  relationship  between  nutri- 
tion and  infection. 

The  synergistic  relationship  between  mal- 
nutrition and  infectious  disease  is  now  well 
accepted.  By  synergistic  is  meant  that  the 
simultaneous  presence  of  malnutrition  and 
infectious  disease  may  result  in  an  interac- 
tion that  is  more  serious  for  the  host  than 
the  additive  effect  of  the  two  working  in- 
dependently.4 There  is  an  effect  that  nu- 
trition has  on  infection  and  one  that  infec- 
tion has  on  nutritional  status.  This  is  a 
most  important  relationship  because,  when 
considering  programs  to  improve  either 
health  or  nutritional  status,  it  is  necessary 
to  consider  both  improving  diets  and  con- 
trolling infections  in  the  communities  or 
among  the  subjects  at  risk. 

Effects  of  infection  on  nutrition 

The  means  by  which  infection  has  an  ef- 
fect on  nutritional  status  are  several.  Im- 
portant among  these  is  the  fact  that  bac- 
terial and  viral  infections  lead  to  an  in- 
creased loss  of  nitrogen  from  the  body. 
This  was  first  demonstrated  in  serious  in- 
fections such  as  typhoid  fever5  but  has  sub- 
sequently been  shown  to  be  the  case  in  much 
milder  infections  such  as  middle-ear  dis- 
ease, tonsillitis,  chickenpox,  measles,  and 
even  in  minor  abscesses.6  This  nitrogen  loss 
is  due  to  release  of  amino  acids  from  the 
muscles  and  body  organs.  Clearly,  once  the 
infection  is  overcome  these  amino  acids  must 
be  restored  to  the  tissues  from  which  they 
came.  To  do  this  there  is  a need  for  in- 
creased intake  of  protein  in  the  postinfec- 
tion period.  Children  on  a diet  which  is 
marginal  in  its  protein  content  will  have  a 
retardation  of  growth  during  and  following 
infections.  In  some  unsanitary  environ- 
ments children  often  suffer  many  infections 


in  quick  succession  in  the  postweaning  pe- 
riod. 

Another  factor  to  be  considered  is  that 
many  infections,  especially  if  accompanied 
by  a fever,  result  in  a loss  of  appetite  and 
therefore  a reduced  food  intake.  In  many 
cultures  the  mother  and  often  also  the  medi- 
cal attendant  withhold  solid  food  and  put 
the  young  child  with  an  infection  on  a liquid 
diet.  The  old  adage  of  “starve  a fever”  is 
of  doubtful  validity,  and  for  the  child  whose 
nutritional  status  is  precarious  this  practice 
may  prove  to  be  the  straw  that  breaks  the 
camel’s  back.  During  the  recovery  phase  of 
an  infectious  disease  the  child  is  often  fed 
bland  foods  whose  protein  content  is  low. 
The  traditional  treatment  of  diarrhea  in 
some  communities  is  to  prescribe  a purga- 
tive or  enema.  This  may  further  decrease  the 
intestinal  absorption  of  nutrients.  These 
are  all  examples  of  how  an  illness  such  as 
measles,  an  upper-respiratory  disease,  or  a 
gastrointestinal  infection  may  contribute 
to  the  development  of  malnutrition. 

The  role  of  intestinal  parasites  is  less 
clear  especially  in  respect  to  protein  nutri- 
tion. Thus,  although  hookworms  suck  blood, 
it  is  believed  that  most  of  the  protein  in  that 
blood  is  reabsorbed  lower  down  in  the  in- 
testinal tract  and  so  is  not  lost  to  the  host. 
Hookworm  disease  is  an  important  cause  of 
iron-deficiency  anemia.  It  is  estimated  that 
about  350  hookworms  (Necator  americanus) 
need  to  be  present  to  cause  a daily  loss  of 
10  ml.  of  blood  which  constitutes  a loss  of 
3 mg.  of  iron.  In  persons  with  a diet  which 
is  marginal  in  its  iron  content,  iron  losses 
above  3 mg.  are  likely  to  result  in  anemia 
in  an  adult  male.  About  half  this  number 
of  worms  will  often  produce  anemia  in 
women  of  childbearing  age  or  in  children.' 

The  fish  tapeworm  (Diphyllobothrium 
latum),  a relatively  rare  parasite  in  the 
United  States,  has  an  avidity  for  vitamin 
B12  and  can  cause  megaloblastic  anemia.8 
There  is  little  evidence  to  prove  that  the 
commonly  encountered  light  infections  of 
roundworms  (Ascaris  lumbricoides)  are  im- 
portant in  affecting  the  nutritional  status 
even  of  young  children.  This  applies  also 
to  most  other  common  intestinal  parasites, 
but  certainly  more  research  is  needed  in 
this  area. 

There  is  evidence  from  many  studies  that 
gastrointestinal  infections,  and  especially 
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what  has  been  termed  “weanling  diarrhea,” 
are  very  important  in  precipitating  the  onset 
of  both  kwashiorkor  and  nutritional  maras- 
mus.4'9 In  several  studies  admissions  of 
cases  of  malnutrition  are  greatly  increased 
following  the  season  when  summer  diarrhea 
is  most  common.  Thus,  in  a recent  report 
describing  malnutrition  in  Iran,  admissions 
of  cases  of  malnutrition  were  more  than 
double  in  the  summer  than  in  the  winter.10 

Infections  such  as  meningitis,  measles, 
chickenpox,  and  gastroenteritis  are  also 
known  to  be  important  in  precipitating 
xerophthalmia  and  keratomalacia,  the  seri- 
ous eye  manifestations  of  vitamin  A defi- 
ciency.1112 In  developing  countries  kerato- 
malacia is  a common  cause  of  blindness. 
Although  these  clinical  conditions  are  un- 
common in  the  United  States,  it  is  signifi- 
cant that  vitamin  A deficiencies  were  found 
in  children  in  the  recent  Texas  survey.2 
Blood  levels  of  vitamin  A may  be  lowered  by 
infectious  disease. 

Effects  of  malnutrition  on  infection 

It  has  been  shown  that  dietary  deficiency 
diseases  may  reduce  the  body’s  resistance 
to  infection.  This  is  because  the  normal 
defense  mechanisms  do  not  function  properly 
in  the  malnourished  subject.  For  example, 
children  with  kwashiorkor  are  unable  to 
form  antibodies  to  either  typhoid  vaccine  or 
diphtheria  toxoid,  but  the  capacity  to  do  so 
is  recovered  after  protein  therapy.13  Sim- 
ilarly children  with  protein  malnutrition 
have  an  impaired  antibody  response  to  inoc- 
ulation with  yellow  fever  vaccine.14  The  in- 
jection of  vaccines  in  this  manner  is  a good 
simulation  of  an  attack  on  the  body  by  an 
organism.  This  provides  a clear  indication 
that  the  malnourished  body  has  a reduced 
ability  to  defend  itself  against  infection. 

Another  defense  mechanism  used  by  the 
body  is  the  production  of  increased  numbers 
of  leukocytes  when  challenged  with  an  in- 
fection. It  has  been  found  that  leukocytosis 
is  reduced  or  even  absent  in  kwashiorkor 
and  that  the  phagocytic  capacity  of  the  leu- 
kocytes is  lowered. 

A quite  different  mode  of  interaction  be- 
tween nutrition  and  infection  results  from 
the  effect  of  certain  dietary  deficiencies  on 
the  integrity  of  the  tissues.  By  reducing 
the  integrity  of  certain  epithelial  surfaces, 
notably  the  skin  and  the  mucosae,  there  is 


a decreased  resistance  to  infection,  or  an 
easy  avenue  of  entry  exists  for  pathogenic 
organisms.  Examples  of  this  are  the  lip 
and  mouth  lesions  of  riboflavin  deficiency, 
the  dermatitis  and  mucosal  changes  of  pel- 
lagra, the  bleeding  gums  of  vitamin  C de- 
ficiency, the  skin  lesions  and  the  atrophic 
intestinal  changes  of  severe  protein  de- 
ficiency, and  the  eye  and  skin  lesions  of  vi- 
tamin A deficiency. 

The  effect  of  malnutrition  on  infection 
is  most  dramatically  illustrated  in  the 
fatality  rates  of  cases  of  common  child- 
hood diseases  such  as  measles.  In  Mexico 
the  fatality  rate  from  measles  is  180  times 
higher  than  in  the  United  States,  and  in 
Ecuador  48  times  higher.  This  high  mor- 
tality rate  is  not  due  to  a difference  in  the 
virus;  it  is  not  due  to  better  treatment 
available  in  the  United  States  (most 
measles  cases  are  treated  at  home)  but  is 
due  mainly  to  the  fact  that  the  malnourished 
child  cannot  withstand  the  infection, 
whereas  the  well-nourished  child  can.  This 
is  also  the  case  in  many  other  infectious  dis- 
eases, including  the  upper-respiratory  in- 
fections and  the  diarrheal  diseases  which 
are  the  major  causes  of  death  in  poverty 
areas. 

Studies  in  Central  America15  and  South 
Africa16  have  shown  that  the  poorer  the 
state  of  nutrition  of  the  child  the  more 
frequent  and  the  more  severe  are  his  at- 
tacks of  diarrhea.  Another  report  suggests 
that  the  age  of  the  child  is  also  an  impor- 
tant factor.17  A study  in  Guatemala 
showed  that  no  deaths  due  to  measles  over 
a five-year  period  occurred  in  a village  par- 
ticipating in  a feeding  program,  while  high 
fatality  rates  due  to  measles  continued  in 
surrounding  villages  not  receiving  nutri- 
tional supplements.18  Similarly,  in  a Co- 
lombian village  the  prevalence  of  childhood 
diarrhea  was  greatly  reduced  by  providing 
a dietary  supplement. 

Conclusion 

In  developing  countries  there  is  a very 
limited  budget,  and  as  a result  stringent 
criteria  have  to  be  set  for  the  allocation 
of  health  dollars.  For  example,  a decision 
might  have  to  be  made  as  to  whether  it  is 
cheaper  to  alleviate  hookworm  anemia  in  a 
community  by  increasing  the  intake  of  iron 
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or  by  deworming  subjects.  It  has  been 
suggested  that  dietary  or  medicinal  iron 
may  be  a cheaper  method  than  treatment 
to  rid  the  subjects  of  their  hookworms  by 
using  anthelmintics.  In  the  United  States 
these  difficult  decisions  should  not  have  to 
be  made  with  regard  to  health  problems 
that  are  easily  dealt  with  and  which,  rela- 
tive to  the  national  budget,  are  not  ex- 
pensive to  control. 

A debate  should  not  therefore  be  nec- 
essary to  decide  whether  attention  should  be 
paid  to  improving  diets  or  controlling  in- 
fection. Clearly  programs  should  include 
both,  and  both  should  receive  a high  priority. 
If  states  can  support  a phenylketonuria 
screening  program  to  control  a disease 
which  affects  1 in  20,000  children,  if  Texas 
can  afford  a heart  transplant  program 
which  at  great  cost  will  prolong  the  life  of 
a few  elderly  persons  by  an  average  of  five 
and  one-half  months,  then  these  same  states 
and  the  nation  can  afford  programs  to  re- 
duce infant  mortality  both  by  controlling 
infection  and  by  improving  diets  of  under- 
privileged people.  It  is  illogical  to  plan 
food  programs  for  the  poor  without  planning 
at  the  same  time  programs  to  improve  sani- 
tation, to  provide  immunizations,  to  control 
parasitic  infections,  and  to  make  available 
good  medical  treatment  to  all  persons  ir- 
respective of  income. 

In  the  United  States  a satisfactory  level 
of  control  has  been  attained  for  many  dis- 
eases which  still  remain  prevalent  in  de- 
veloping countries.  Measures  to  deal  with 
those  communicable  diseases  that  have  not 
been  controlled  should  be  encouraged  and 
will  undoubtedly  assist  in  improving  the 


nutritional  status  of  underprivileged  chil- 
dren. Programs  of  this  kind  should  be 
undertaken  as  well  as,  not  instead  of,  pro- 
grams to  increase  the  intake  of  nutrients 
now  deficient  in  the  diets  of  the  poor. 
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Respiratory  obstruction  due  to  causes 
other  than  tumor,  inflammation,  or  infec- 
tion is  extremely  rare.  The  following 
case  report  of  an  unusual  airway  obstruc- 
tion in  a patient  suffering  from  an  uncom- 
mon generalized  chronic  dermatosis  should 
be  of  interest  to  the  practicing  anesthesiol- 
ogist. 

Case  report 

This  sixty-seven-year-old  diabetic  fe- 
male was  admitted  with  a chief  complaint 
of  hoarseness  and  increasing  difficulty  in 
breathing  of  eighteen  months’  duration. 
About  three  years  prior  to  admission  the 
patient  first  noted  bright  red,  infiltrated 
plaques  on  her  skin,  chiefly  on  the  arms 
and  legs.  As  time  passed,  the  lesions 
increased  in  size,  became  coalescent,  and 
eventually  became  infiltrated  with  yellow- 
ish material.  Extensive  xanthelasma  also 
developed  around  the  eyes  (Fig.  1).  A 
laryngoscopy  was  performed  at  the  time, 
and  an  infiltration  of  the  larynx  by  material 
similar  to  that  infiltrating  the  skin  was 
noted.  There  was  no  significant  com- 
promise of  the  patient’s  airway.  The 
hoarseness  persisted  however,  and  in- 


FIGURE  1.  Extensive  xanthomatous  plaques  of 
eye  lids  and  upper  extremity. 


creasing  difficulty  in  breathing,  both  in- 
spiratory and  expiratory,  gradually  de- 
veloped. In  addition  to  these  complaints 
the  patient  experienced  a 30-pound  weight 
loss  with  increasing  weakness  and  fatigue. 
Other  than  two  bouts  of  pneumonia  during 
childhood,  there  was  no  significant  history 
of  pulmonary  disease. 

On  admission  she  appeared  chronically 
ill,  and  there  was  obvious  retraction  of  the 
supraclavicular  areas  on  inspiration  to- 
gether with  an  audible  wheeze.  Respira- 
tions were  rapid  and  shallow.  Breath 
sounds  were  distant  with  increased  dura- 
tion of  the  expiratory  phase.  There  was  a 
Grade  II  to  VI  systolic  cardiac  murmur 
heard  loudest  at  the  apex.  Absence  of 
dorsal  pedal  and  posterior  tibial  pulses 
bilaterally  were  consistent  with  her  history 
of  peripheral  vascular  disease.  The  liver 
was  markedly  enlarged.  Roentgenogram 
of  the  chest  and  electrocardiogram  re- 
vealed no  abnormalities.  Arterial  blood 
gas  studies  revealed  pH  7.39,  carbon  di- 
oxide pressure,  62.7  mm.  Hg,  total  carbon 
dioxide  34.4  mM.  per  liter,  oxygen  ten- 
sion 64  mm.  Hg,  and  oxygen  saturation 
91  per  cent.  Ventilatory  studies  were  as 
follows:  tidal  volume  250  ml.,  vital  ca- 
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parity  1,550  ml.  (67  per  cent  of  predicted 
value),  and  minute  ventilation  was  6 L. 
per  minute.  These  laboratory  data  were 
indicative  of  alveolar  hypoventilation. 
The  severe  laryngeal  obstruction  prevented 
the  patient  from  achieving  a high  enough 
inspiratory  air  velocity  to  expand  her  lungs 
fully. 

A laryngoscopy,  biopsy  of  the  larynx, 
and  tracheostomy  were  performed  under 
local  anesthesia.  It  was  estimated  that 
there  was  an  85  per  cent  narrowing  of  the 
airway  and  almost  complete  paralysis  of 
both  vocal  cords  in  the  adducted  position. 
Biopsy  of  the  left  subglottic  area  revealed 
the  same  histiocytic  and  foam-cell  infiltra- 
tion as  that  found  in  the  cutaneous  lesions 
of  the  arms  and  legs.  Post-tracheostomy 
blood  gases  showed  marked  improvement 
with  pH  7.42,  carbon  dioxide  pressure  46.2 
mm.  Hg,  oxygen  tension  73  mm.  Hg,  and 
oxygen  saturation  94  per  cent.  Follow- 
up roentgenograms  of  the  chest  failed  to 
reveal  any  involvement  of  pulmonary 
parenchyma.  The  patient’s  dyspnea  dis- 
appeared, and  there  was  marked  improve- 
ment in  her  clinical  condition.  She  sub- 
sequently underwent  a vaginal  hysterec- 
tomy and  pinch  grafts  to  her  leg  ulcers  on 
separate  occasions  under  general  anesthesia 
via  the  permanent  tracheostomy  without 
difficulty. 

Comment 

Whether  this  patient’s  condition  was 
metabolic  and  related  to  a primary  or 


secondary  lipid  abnormality  remained  in 
question.  Serum  cholesterol,  serum  tri- 
glycerides, and  serum  phospholipids  were 
all  within  normal  limits.  No  abnormal 
fatty  acids  were  seen  on  analysis  by  gas 
liquid  chromatography.  For  these  rea- 
sons, the  medical  staff  at  this  hospital  was 
inclined  to  consider  this  disease  a variant  of 
primary  histiocytosis. 

The  clinical  picture  and  laboratory  data 
conform  very  well  to  the  diagnosis  of 
xanthoma  disseminatum,  an  uncommon 
skin  disease  which  tends  to  run  a chronic 
benign  course.  Respiratory  obstruction 
due  to  exanthomatous  deposits  in  the 
mucous  membranes  of  the  upper  respira- 
tory tract  is  a rare,  serious  complication 
requiring  the  physician’s  immediate  atten- 
tion. This  case,  therefore,  should  alert 
the  anesthesiologist  to  the  possible  prob- 
lems associated  with  intubation  anti  main- 
tenance of  an  airway  in  any  patient  who 
presents  a picture  similar  to  the  one 
described. 
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Serratia  marcescens  is  a small,  non- 
capsulated, gram-negative,  coccobacillus 
which  has  been  considered  an  organism  of 
low  virulence.1  The  pigmented  variety  of 
S.  marcescens  has  been  associated  with 
wound  infections,  pneumonia,  chronic  lung 
disease,  meningitis,  and  urinary  tract  in- 
fections.2 The  literature  records  12  deaths 
associated  with  this  organism.2  12 

The  nonpigmented  variety  of  S.  marces- 
cens has  been  considered  a nonpathogenic 
organism.13  In  1966,  a report  cited  the 
isolation  of  the  nonpigment-producing 
strain  from  the  sputum,  urine,  feces,  or 
wound  cultures  in  a series  of  104  pa- 
tients.13  Although  one  positive  blood  cul- 
ture was  obtained,  the  organism  in  this 
study  appeared  to  be  of  low  virulence. 

A recent  report  has  described  a series  of 
38  patients  with  S.  marcescens  (nonpig- 

* Present  address:  Director,  Division  of  Urology,  The 

Maimonides  Medical  Center,  4802  Tenth  Avenue,  Brooklyn, 
New  York. 


mented)  bacteremia  with  a mortality  rate 
of  36  per  cent. 14  In  this  series  some  of  the 
bacteria  strains  responded  to  the  use  of 
gentamicin  sulfate  or  to  a combination  of 
chloramphenicol  and  kanamycin  sulfate. 

The  following  case  reports  describe  2 
patients  who  died  of  septicemia  with  the 
nonpigmented  strain  of  S.  marcescens  and 
also  emphasize  the  potential  virulence  of 
this  organism. 

Case  reports 

Case  1.  A sixty-three-year-old  white 
man  was  admitted  to  the  urologic  service 
of  the  City  Hospital  Center  at  Elmhurst 
(Mount  Sinai  Division)  for  evaluation  of 
gross  hematuria  of  six  months’  duration. 
No  other  urologic  symptoms  were  present. 
The  physical  findings  were  indicative  of 
pulmonary  emphysema. 

On  admission,  microscopic  examination 
showed  hematuria  was  present.  A urine 
culture  grew  Escherichia  coli,  10,000  colo- 
nies per  milliliter.  All  other  laboratory  de- 
terminations were  within  normal  limits. 
Chest  x-ray  film  confirmed  the  presence  of 
pulmonary  emphysema.  An  intravenous 
urogram  showed  a mild  degree  of  hydro- 
nephrosis and  hydroureter  in  the  right 
kidney,  and  the  bladder  shadow  contained 
a filling  defect  suggestive  of  neoplasm. 

Cystoscopic  examination  revealed  a ses- 
sile tumor  of  the  bladder,  about  5 cm.  in 
diameter,  above  the  right  ureteral  orifice. 
Bimanual  examination  performed  under 
anesthesia  showed  that  no  evidence  of 
extravesical  extension  was  present.  Biopsy 
of  the  tumor  showed  infiltrating  transi- 
tional-cell carcinoma. 

Following  routine  preparation,  the  pa- 
tient underwent  total  cystectomy  and 
ureteroileal  conduit.  His  condition  during 
the  first  postoperative  week  was  satisfac- 
tory. Tetracycline,  250  mg.  four  times  a 
day,  was  started  because  there  was  an 
infection  in  the  urinary  tract  due  to  Aero- 
bacter  aerogenes.  On  the  eighth  post- 
operative day,  a wound  infection  was  noted 
with  partial  dehiscence  at  the  lower  end  of 
the  incision.  Wound  cultures  yielded 
Pseudomonas  aeruginosa.  Tetracycline 
therapy  was  discontinued  and  was  re- 
placed with  20  million  units  of  penicillin 
and  2 Gm.  of  chloramphenicol  per  day 
given  intravenously.  Another  urine  cul- 
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ture  at  this  time  was  reported  to  be 
sterile. 

The  following  day,  ninth  postoperative, 
the  patient’s  temperature  rose  abruptly  to 

104  F.,  and  his  blood  pressure  fell  to  90  50. 
Penicillin  and  chloramphenicol  therapy 
was  discontinued,  and  he  was  treated  with 
colistimethate  sodium  and  hydrocortisone 
with  gradual  restoration  of  normal  vital 
signs.  Blood  drawn  during  the  febrile 
period  grew  out  nonpigmented  S.  marees- 
cens  for  the  first  time.  Sensitivity  studies 
indicated  that  this  organism  was  sus- 
ceptible to  chloramphenicol,  neomycin  sul- 
fate, and  polymyxin  B sulfate.  Neomycin, 
0.5  Gm.  per  day  in  divided  doses,  was 
given  intramuscularly  with  subsequent  im- 
provement in  his  clinical  condition.  An 
intravenous  urogram  at  this  time  showed 
prompt  bilateral  renal  function  without 
evidence  of  obstruction. 

On  the  thirteenth  postoperative  day,  the 
patient’s  temperature  rose  suddenly  to 

105  F.  A blood  culture  was  obtained  from 
which  nonpigmented  S.  marceseens  was 
isolated  for  the  second  time.  Two  days 
later,  with  his  temperature  at  102  F.,  a 
third  blood  culture  was  positive  for  the 
same  organism.  Despite  the  use  of  neo- 
mycin intramuscularly,  the  patient’s  con- 
dition deteriorated,  and  he  died  on  the 
twentieth  postoperative  day.  No  post- 
mortem examination  could  be  obtained. 

Case  2.  A sixty-seven-year-old  white 
man  was  admitted  to  the  medical  service 
of  the  City  Hospital  Center  at  Elmhurst 
(Mount  Sinai  Division)  with  a history  of 
weakness,  nausea,  and  a 50-pound  weight 
loss  during  the  preceding  six  months. 

The  patient  appeared  chronically  ill  and 
exhibited  pallor  and  uremic  breath.  The 
vital  signs  were  normal  except  for  a blood 
pressure  of  200  85.  Examination  of  the 
heart  revealed  a Grade  II  systolic  murmur 
at  the  apex.  The  bladder  was  palpable  at 
the  umbilicus.  The  prostate  was  markedly 
enlarged,  and  no  nodules  were  felt.  Slight 
pretibial  edema  was  present. 

Examination  of  the  urine  on  admission 
showed  a specific  gravity  of  1.010  with 
slight  proteinuria,  and  microscopic  exami- 
nation showed  pyuria.  His  hematocrit  was 
17.  The  white  blood  cell  count  was  normal 
with  slight  macrocytosis  demonstrated  on 
smear.  The  blood  urea  nitrogen  was  144 


mg.,  creatinine  10.8  mg.,  and  fasting  blood 
sugar  143  mg.  per  100  ml.;  the  serum 
sodium  was  144  mEq.,  potassium  6.2  mEq., 
and  chlorides  120  mEq.,  per  liter;  and  the 
carbon  dioxide-combining  power  was  11 
volumes  per  100  ml.  A chest  roentgeno- 
gram showed  slight  cardiomegaly. 

On  admission  the  bladder  was  cathe- 
terized  and  slowly  decompressed  over  a 
twelve-hour  period.  Approximately  1,200 
cc.  of  urine  were  obtained.  The  initial 
urine  culture  grew  A.  aerogenes,  and  the 
patient  was  given  tetracycline  orally,  250 
mg.  four  times  a day.  Following  trans- 
fusion with  two  units  of  packed  red  blood 
cells,  a suprapubic  cystostomy  was  per- 
formed under  local  anesthesia. 

During  the  next  fourteen  days  the 
patient’s  clinical  condition  appeared  to 
improve,  although  his  blood  urea  nitrogen 
remained  unchanged.  A urine  culture  dur- 
ing the  second  postoperative  week  yielded 
a mixed  culture  of  A.  aerogenes  and  non- 
pigmented S.  marceseens.  Sodium  ampicil- 
lin  therapy,  500  mg.  given  orally  four  times 
a day,  was  begun.  The  hemoglobin 
dropped  to  5 Gm.;  the  hematologic  con- 
sultant thought  this  change  was  caused  by 
persistent  uremia  and  chronic  urinary  in- 
fection. Since  there  was  no  apparent  re- 
sponse to  the  sodium  ampicillin,  chloram- 
phenicol, 500  mg.  given  orally  four  times 
daily,  was  substituted. 

The  patient’s  condition  remained  stable 
until  the  thirtieth  postoperative  day  when 
his  temperature  suddenly  rose  to  104.6 
F.  Two  blood  cultures  were  obtained  at 
this  time,  and  nonpigmented  S.  marceseens 
was  isolated  from  both.  A urine  culture 
was  also  positive  for  the  same  organism. 
Chloramphenicol  therapy  was  discontinued, 
and  the  patient  was  given  100  mg.  of 
kanamycin  sulfate  intramuscularly  three 
times  a day.  On  the  thirty-fifth  post- 
operative day,  nonpigmented  S.  marceseens 
was  isolated  from  the  blood  for  the  third 
time,  and  a urine  culture  grew  out  the 
same  organism.  The  patient  continued  to 
run  a low-grade  fever,  and  several  days 
later  nonpigmented  S.  marceseens  was 
isolated  from  the  blood  for  the  fourth 
time.  Colistimethate  sodium,  50  mg.  twice 
daily,  was  administered  intramuscularly, 
but  the  patient’s  general  condition  con- 
tinued to  deteriorate.  After  nonpigmented 
S.  marceseens  had  been  isolated  from  the 
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blood  for  the  fifth  time,  antibiotic  therapy 
was  changed  to  eephalothin,  0.5  Gm. 
every  six  hours  given  intramuscularly. 
However,  no  improvement  occurred,  and  he 
died  on  the  fortieth  postoperative  day. 

Postmortem  examination  disclosed  bi- 
lateral hydronephrosis  and  hydroureter, 
chronic  pyelonephritis,  and  benign  prostatic 
hypertrophy.  Microscopically  there  was 
evidence  of  hyalinization  of  the  glomeruli, 
periglomerular  fibrosis,  extensive  inter- 
stitial fibrosis,  and  diffuse  chronic  in- 
flammatory change  in  both  kidneys.  Ar- 
teriosclerotic heart  disease  was  present. 
The  bone  marrow  appeared  to  be  normal. 
The  pathologist  made  no  comment  on 
splenic  abnormality.  Postmortem  blood 
culture  was  positive  for  S.  marcescens.  A 
culture  of  the  right  kidney  was  sterile; 
the  left  kidney  yielded  Proteus  rettgeri. 

Bacteriologic  report 

The  bacterial  strains  involved  in  our  2 
cases  were  identified  as  S.  marcescens  on 
the  basis  of  the  following  characteristics. 
Each  was  a small,  actively  motile,  non- 
capsulated, and  nonsporating  coccobacillus 
which  grew  well  on  ordinary  media  at  37 
or  22  C.  Both  strains  showed  citrate  and 
positive  Voges-Proskauer  and  lysine  de- 
carboxylase reactions,  produced  urease 
after  twenty-four  hours,  and  liquefied 
gelatin  rapidly  at  22  C.  Indole,  methyl 
red,  phenylalanine  deaminase,  hydrogen 
sulfide,  and  oxidase  test  results  were  all 
negative.  Glucose,  maltose,  mannitol, 
sorbitol,  and  sucrose  were  fermented; 
whereas  arabinose,  lactose,  raffinose,  and 
rhamnose  were  not.  Deoxyribonuclease 
production  was  marked  with  each  strain, 
and  both  strains  showed  rapid  growth  of 
pathogenic  organisms  when  injected  into 
the  intraperitoneum  of  mice,  with  re- 
sultant recovery  of  organisms  from  the 
blood  of  the  dead  animals’  hearts.  Neither 
produced  pigment  when  grown  at  either 
22  or  37  C.  Beta  hemolysis  was  produced 
on  blood  agar  after  forty-eight  hours  at 
37  C. 

Comment 

In  each  patient,  the  occurrence  of  re- 
peatedly positive  cultures  of  nonpigmented 


S.  marcescens  was  subsequently  followed 
by  death.  Both  patients  were  debilitated, 
one  because  of  the  extensive  surgical  pro- 
cedure and  the  other  because  of  chronic 
illness.  In  both  cases  broad-spectrum 
antibiotic  drugs  had  been  given  prior  to 
the  isolation  of  S.  marcescens.  In  vitro 
antibacterial  studies  revealed  sensitivity 
only  to  neomycin  sulfate,  polymyxin  B 
sulfate,  and  chloramphenicol. 

The  use  of  potent  broad-spectrum  anti- 
biotic drugs  did  not  prevent  a fatal  out- 
come secondary  to  S.  marcescens  septi- 
cemia. In  the  first  case  neomycin,  a po- 
tentially toxic  antibiotic  drug,  was  used. 
Although  we  were  aware  of  the  risk  in- 
volved, our  decision  to  use  this  drug  was  in- 
fluenced first  by  in  vitro  sensitivity  studies 
which  indicated  this  to  be  the  antibiotic 
drug  of  choice,  and  second,  by  failure  of 
other  antibiotic  therapy  to  control  the 
sepsis. 

In  the  second  patient  with  compromised 
renal  function,  we  initially  used  sodium 
ampicillin  since  it  has  broad-spectrum 
activity,  maintains  good  urinary  levels,  and 
yet  has  pathways  of  excretion  other  than 
the  kidneys. 15  The  patient’s  clinical  con- 
dition did  not  improve,  and  he  was  placed 
on  chloramphenicol  therapy.  Use  of  this 
antibiotic  drug  did  not  prevent  S.  marces- 
cens septicemia,  hence  antibiotic  therapy 
was  then  changed  to  kanamycin  sulfate 
which  was  administered  parenterally  in 
modified  doses.16  Despite  the  use  of  this 
antibiotic  drug,  blood  cultures  continued 
to  yield  nonpigmented  S.  marcescens  until 
the  patient’s  death.  A postmortem  blood 
culture  also  yielded  S.  marcescens.  Since 
S.  marcescens  was  initially  cultured  from 
the  urine,  the  cystotomy  site  was  the  most 
likely  portal  of  entry  in  the  second  patient. 
Although  S.  marcescens  could  not  be  cul- 
tured from  the  kidneys  at  postmortem 
examination,  the  finding  of  Proteus  in  the 
right  kidney  probably  represented  late  sec- 
ondary infection. 

The  use  of  various  potent  antibiotic- 
drugs,  such  as  neomycin,  kanamycin  sul- 
fate, chloramphenicol,  and  sodium  ampicil- 
lin, was  ineffectual  in  the  treatment  of  S. 
marcescens  septicemia  in  these  2 cases. 

These  2 deaths  occurred  prior  to  publica- 
tion of  a recent  article  by  Wilfert,  Barrett, 
and  Kass,14  which  recommends  the  use 
of  gentamicin  sulfate  or  combination  of 
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chloramphenicol  and  kanamycin  sulfate  in 
the  treatment  of  S.  marcescens  septicemia. 
At  the  present  time  this  antibiotic  regimen 
appears  to  be  the  only  treatment  which  is 
effective  against  what  seems  now  to  be  an 
extremely  virulent  organism. 

Summary 

Until  recently,  the  nonpigmented  form  of 
S.  marcescens  has  been  considered  a non- 
pathogenic  organism.  This  report  de- 
scribes 2 deaths  from  septicemia  due  to 
this  organism.  Both  infections  occurred 
in  debilitated  patients.  The  resistance  of 
this  organism  to  most  antibiotic  agents,  as 
demonstrated  by  in  vitro  sensitivity  studies 
and  lack  of  clinical  response,  emphasizes  its 
virulence . 

4802  Tenth  Avenue 
Brooklyn  New  York  11219 
(Dr.  Wise) 
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Dactylophallotomy 

Spontanea 

RUDOLPH  C.  GIANNATTASIO,  M.D. 
Massapequa  Park,  New  York 


Spontaneous  dactylophallotomy  is  an 
acute  disease  affecting  the  toes,  fingers,  or 
penis  in  infants  and  children.  It  is  char- 
acterized by  the  formation  of  a crack  in  the 
dactylophallic  folds  which  insidiously  deep- 
ens until  the  part  is  encircled.  Eventually, 
the  process  of  encirclement  causes  infection 
and  necrosis.  A review  of  the  literature 
has  been  made  and  similar  cases  have  not 
been  found. 

Case  reports 

Case  1.  A two-year-old  white  male  was 
seen  on  October  24,  1960,  because  his 
mother  complained  that  the  tip  of  his  penis 
appeared  to  be  falling  off.  The  patient  was 
bathed  daily.  No  problem  was  noted  until 
the  day  of  the  examination.  The  child  had 
not  and  did  not  complain  of  pain  or  the 
inability  to  void. 

Physical  examination  revealed  a well- 
developed,  two-year-old  white  male.  He 
was  in  no  acute  distress.  The  only  ab- 
normality was  confined  to  the  circumcised 
penis.  The  glans  penis  appeared  swollen 
and  a bluish  red.  A deep  furrow  encircled 
the  glans  at  about  its  center.  When  the  tip 
of  the  penis  was  depressed,  the  patient  ex- 
pressed pain,  and  pus  and  blood  could  be 
seen  coming  from  the  depth  of  the  furrow. 
Exploration  of  the  entire  furrow  revealed  a 
piece  of  untied  string  which  was  promptly 
removed.  When  placed  on  soaks  and  anti- 
microbial agents,  the  penis  healed  well. 

Case  2.  A five-month-old  white  female 
was  seen  on  February  12,  1964,  with  the 
presenting  complaint  that  her  fifth  finger 
appeared  as  though  it  might  fall  off.  Daily 


FIGURE  1.  Case  4.  Deep  crack  completely  en- 
circling distal  digital  fold. 


baths  and  frequent  observations  of  the  in- 
fant had  indicated  no  problems  to  the 
mother. 

A physical  examination  revealed  a white 
female  infant  in  no  acute  distress.  The 
fifth  finger  of  the  right  hand  was  swollen 
and  appeared  bluish  red.  A deep  crack 
completely  encircled  the  proximal  digital 
fold.  When  the  affected  finger  was  de- 
pressed, the  patient  cried,  and  pus  and 
blood  exuded  from  the  depth  of  the  lesion. 
Exploration  of  the  crack  revealed  a piece  of 
hair.  The  foreign  body  was  removed  and 
soaks  and  antimicrobial  agents  were  pre- 
scribed. 

Case  3.  A three-year-old  white  male 
was  seen  on  June  11,  1966,  with  a swollen 
penis.  The  patient  received  a daily  bath 
and  no  problem  was  noted  until  the  day  he 
was  seen. 

Physical  examination  disclosed  a well- 
developed  white  male  in  no  obvious  pain. 
A deep  encircling  crack  in  the  skin  of  the 
shaft  of  the  uncircumcised  penis  was  found. 
The  prepuce  was  edematous  and  red,  and 
the  skin  proximal  to  the  furrow  was  slightly 
red  but  less  edematous.  Pressure  on  the 
tip  of  the  penis  and  exploration  of  the  crack 
revealed  a piece  of  untied  string  completely 
encircling  the  penis.  The  foreign  body  was 
removed  and  soaks  and  antimicrobial  agents 
were  prescribed. 

Case  4.  This  six-month-old  while  male 
was  seen  on  April  8,  1968,  because  his 
mother  stated  that  it  looked  as  though  a 
piece  of  string  were  tied  around  his  toe. 
The  mother  said  that  she  bathed  the  child 
daily,  changed  him  several  times  a day,  and 
had  noted  no  problems.  Socks  were  part  of 
his  dress. 

A physical  examination  revealed  a white 
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male  infant  in  no  acute  distress.  The 
pathologic  condition  was  confined  to  the 
left  middle  toe.  The  toe  was  bluish  red  and 
swollen  throughout  its  whole  area.  A deep 
crack,  completely  encircling  the  distal 
digital  fold,  was  noted  (Fig.  1).  When  the 
tip  of  the  toe  was  manipulated,  the  patient 
cried,  and  pus  and  blood  exuded  from  the 
crack.  Exploration  of  the  furrow  revealed 
pieces  of  lint  which  could  he  removed  from 
the  entire  encircling  crack.  The  toe  healed 
slowly  with  scaks  and  antimicrobial  agents. 

Comment 

The  etiology  of  this  disease  is  obvious. 
The  conditions  predisposing  to  dactylo- 
phallotomy  and  subsequent  necrosis  exist 
and  can  be  removed  from  the  surroundings 
of  patients.  These  include  hair,  strings, 
lint,  and  threads.  The  toes,  fingers,  and 
penis  are  involved  because  their  small  diam- 
eter allows  ease  of  encirclement.  The  con- 
dition usually  starts  in  the  creases  of  skin 
where  the  foreign  body  has  natural  conceal- 
ment, extends  undetected  into  the  deeper 
tissues  painlessly,  until  the  blood  supply  is 
compromised  and  infection  is  initiated. 


The  patient  presents  himself  to  the  physi- 
cian with  a beefy,  bluish  digit  or  penis 
which  is  on  the  verge  of  partial  amputation. 

The  treatment  consists  of  prompt  and 
thorough  removal  of  the  foreign  body  fol- 
lowed by  soaks  and  antimicrobial  agents. 
The  affected  part  will  he  sacrificed  if  this  is 
not  done. 

The  condition  can  he  prevented  if  the  pa- 
tient’s attendants  are  made  aware  of  the 
problem.  Parents  should  be  instructed  to 
examine  the  digits  and  penis  for  foreign 
material,  any  material,  and  remove  it. 

Summary 

1.  Four  cases  of  dactylophallotomy  are 
reported.  The  literature  has  been  re- 
viewed and  similar  cases  have  not  been 
found. 

2.  The  etiology  is  presented  and  the  pre- 
disposing conditions  are  discussed. 

3.  Removal  of  the  foreign  body  is  fol- 
lowed by  appropriate  therapy,  and  parental 
awareness  of  the  problem  can  prevent 
dactylophallotomy. 

1130  Park  Boulevard 
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Carstairs  and  coworkers  in  19661  demon- 
strated a positive  direct  Coombs’  test  result 
in  5 out  of  57  patients  receiving  alpha- 
methyldopa  therapy  for  hypertension.  Later 
on  Worlledge,  Carstairs,  and  Dacie2  reported 
on  5 patients  who  developed  clinical  hemo- 
lytic anemia  while  receiving  this  drug. 
They  reviewed  the  findings  in  25  additional 
cases,  some  of  which  were  described  in  sep- 
arate publications.3-5  In  1967  LoBuglio  and 
Jandl6  submitted  studies  on  6 out  of  47  pa- 
tients in  Boston  who  had  positive  direct 
Coombs’  test  findings  while  receiving  alpha- 
methyldopa  therapy.  Two  of  these  6 indi- 
viduals had  clinical  hemolytic  anemia.  The 
purpose  of  this  report  is  to  document  an  ad- 
ditional case  of  immune  hemolytic  anemia 
with  a positive  direct  Coombs’  test  result  in 
a patient  receiving  alpha-methyldopa  ther- 
apy. 

Case  report 

A seventy-one-year-old  white  male  was  ad- 
mitted to  the  New  York  Infirmary  on  March 
21,  1967,  complaining  of  weakness,  easy  fa- 
tigability, and  dyspnea  on  exertion  over  a 
period  of  three  weeks.  He  was  known  to  be 


hypertensive  and  had  been  taking  250  mg. 
alpha-methyldopa  twice  daily  for  about  one 
year.  His  past  history  revealed,  in  addition 
to  the  hypertension,  a suprapubic  prostatec- 
tomy in  1963  and  a coronary  occlusion  in  the 
same  year. 

Physical  examination  revealed  a somewhat 
obese  male  with  marked  pallor.  The  pupils 
were  equal  and  regular  and  reacted  to  light 
and  accommodation;  the  fundi  were  pale, 
with  some  atrioventricular  nicking  and  tor- 
tuosity of  the  vessels.  There  were  no  papil- 
ledema, exudates,  or  hemorrhages.  The 
scleras  were  pale  and  icteric,  the  neck  was 
supple,  and  the  thyroid  was  not  felt.  The 
chest  was  symmetrical  and  the  expansion 
equal.  Cardiac  dullness  was  enlarged  to  the 
left,  and  the  maximal  apical  impulse  was  felt 
in  the  fifth  interspace  about  2 cm.  to  the  left 
of  the  midclavicular  line.  A soft  systolic 
murmur  was  heard  at  the  apex.  The  rhythm 
was  regular  and  the  blood  pressure  176/98. 
The  lungs  were  clear  to  percussion  and  aus- 
cultation, and  no  adventitious  sounds  were 
audible.  The  abdomen  was  obese  and  the 
liver  palpable  3 fingerbreadths  below  the 
costal  margin.  The  spleen  was  enlarged  and 
easily  perceptible.  Rectal  findings  were  nor- 
mal. The  extremities  revealed  no  evidence 
of  inflammation  or  edema.  The  reflexes 
were  physiologic. 

The  electrocardiogram  gave  evidence  of  a 
previous  inferior  diaphragmatic  infarct,  in- 
complete atrioventricular  block,  and  left  axis 
deviation.  An  x-ray  film  of  the  chest  dis- 
closed left  ventricular  enlargement  with  nor- 
mal lung  fields. 

Laboratory  data  are  summarized  in  Tables 
I and  II. 

Urinalysis  revealed  the  color  to  be  dark 
amber  and  cloudy.  The  specific  gravity  was 
1.020  and  the  reaction  acid,  with  4 plus  albu- 
min and  no  sugar  or  acetone.  On  micro- 
scopic examination  a few  coarsely  granular 
casts  were  visible,  with  complete  absence  of 
cellular  elements  or  blood.  Urobilinogen 
was  positive  in  a 1.160  dilution.  The  pe- 
ripheral smear  showed  anisocytosis  and 
poikilocytosis.  The  sedimentation  rate  was 
72  (Westergren)  ; the  bleeding  time  was  3 
minutes  54  seconds;  coagulation  time  was 
5 minutes  7 seconds;  the  prothrombin  time 
was  13  to  16  seconds;  serum  glutamic  py- 
ruvic transaminase  was  5;  and  the  lactic  de- 
hydrogenase was  282  units  per  milliliter. 
The  serum  iron  was  250  micrograms  and  the 
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TABLE  I.  Hematological  data 


Da  to 
(1967) 

Hemo- 

globin 

Hematocrit 

White 

Blood 

Celia 

Fila- 

mentous 

Non- 

filamenlous 

Lympho- 

cytes 

Mono- 

cytes 

Eosin- 

ophils 

Baso- 

phils 

Hectic 

Plate- 

lets 

Mu  nil  21 

6.5 

18 

8.300 

80 

1 

16 

2 

1 

6 . 6 

March  22 

8.4 

25 

6,500 

71 

19 

9 

1 

477,000 

March  29 

7.3 

21 

March  24 

7.3 

20 

8,100 

68 

25 

5 

2 

15.9 

310,000 

March  25 

7.3 

19 

March  26 

7.5 

23 

6.6 

March  27 

7.7 

21 

March  29 

8.0 

21 

icteric 

serum 

March  31 

8.8 

25 

icteric  scrum 

April  2 

10.2 

26 

April  3 

9.8 

28 

April  5 

9.4 

22 

April  7 

10.5 

29 

April  9 

10.3 

30 

April  11 

11.1 

31 

TABLE  II.  Blood  chemistries 

Protein 

Fasting 

Albumin 

Date 

Blood 

Uric 

Alkaline 

Cephalin 

Globulin 

(1967) 

Sugar 

Urea 

Acid 

Phosphatase 

Bilirubin 

Flocculation 

Total  Ratio 

March  22 

118 

24 

6.6 

3.0 

Total  1 . 4 

Foul-  plus 

6.5  4. 3/2. 2 

twenty-four 

hours 

Direct  0 . 8 

March  27 

3.0 

Total  3 . 2 
Direct  0.8 

March  31 

3.5 

Total  3 . 0 
Direct  0 . 8 

iron-binding  capacity  was  433  micrograms 
per  100  ml.,  with  a saturation  of  58  per  cent. 

Serologic  studies  revealed  the  following: 
direct  Coombs’  test  result  was  4 plus;  indi- 
rect Coombs’  test  result  was  negative;  anti- 
body screening  gave  negative  results;  saline 
was  plus,  doubtful;  and  the  albumin  was  3 
plus.  Tests  of  eluate  against  a panel  of  cells 
revealed  a pan  agglutinin  with  Rh  specific- 
ity. 

Special  studies 

The  patient’s  serum  was  incubated  with 
normal  red  cells  with  and  without  alpha- 
methyldopa.  Incubation  with  the  drug 
failed  to  produce  a positive  Coombs’  test  re- 
sult or  hemolysis.  Incubation  of  the  pa- 
tient’s red  cells  with  alpha-methyldopa  and 
saline  and  the  patient’s  serum  and  normal 
serum  did  not  produce  hemolysis  or  aggluti- 
nation in  vitro.  An  eluate  of  the  patient’s 
cells  was  incompatible  with  all  test  cells. 
However,  the  panel  did  not  include  Rh  null 
cells.  The  patient  was  found  to  be  Rh2rh 


(cDE/cde)  type  0 Rh  positive.  A sternal 
bone  marrow  aspirate  examined  by  one  of  us 
(A.D.)  revealed  extreme  erythroid  hyper- 
plasia with  some  megaloblastoid  features. 

From  the  special  studies  made  it  was  felt 
that  this  patient  presented  the  typical  pic- 
ture of  acute  immune  hemolytic  anemia. 
He  was,  therefore,  treated  with  15  mg.  pred- 
nisone four  times  a day,  and  methyldopa 
(Aldomet)  was  discontinued.  He  showed 
considerable  improvement,  and  after  the 
hematocrit  reached  a level  of  26,  the  dosage 
of  the  steroid  was  gradually  tapered.  He 
was  discharged  on  the  twenty-first  hospital 
day,  at  which  time  the  tip  of  the  spleen 
could  barely  be  felt.  Six  months  after  his 
discharge  a repeat  Coombs’  test  finding  gave 
negative  results,  and  anemia  was  no  longer 
present. 

Comment 

Drug-induced  hemolytic  anemias  are  of 
several  varieties.  One  group  consists  of 
anemias  produced  by  an  inherent  enzyme  de- 
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ficiency,  which  makes  the  red  cells  suscepti- 
ble to  drug  action.  Another  is  not  specific, 
that  is,  due  to  chemical  or  physical  agents. 
Still  another  is  the  immune  type  of  hemoly- 
tic anemia  mediated  by  antibodies. 

Immune  hemolytic  anemias  associated 
with  drugs  have  been  recognized  for  a rela- 
tively long  time.  Several  mechanisms  have 
been  postulated  as  responsible.  The  drug 
may  act  as  a haptene,  by  attaching  itself  to 
the  red  cell,  or  it  may  combine  with  a serum 
protein,  the  resulting  drug-protein  complex 
then  attaching  itself  to  the  red  cell.  Or  a 
drug  may  participate  in  an  antigen-antibody 
reaction,  the  red  cells  being  injured  as  a 
side-effect  of  this  reaction.  Such  results 
have  been  reported  with  the  use  of  quini- 
dine,7  phenacetin,8  stibophen,9  cephalothin,10 
and  other  drugs.  When  a drug-associated 
immune  hemolytic  anemia  is  present,  it 
should  be  possible  to  demonstrate  drug  de- 
pendence by  in  vitro  studies.  In  fact,  the 
presence  of  a drug  is  required  for  demon- 
strating the  antibody.  To  demonstrate  the 
presence  of  such  antibodies,  the  Coombs’  an- 
tiglobulin test  is  generally  employed.  This 
is  a serologic  technic  which  is  in  general 
use  as  a standard  laboratory  test. 

The  test  detects  coating  of  red  cells  either 
with  immunoglobulin  G (7S,  gamma  G 
gamma  globulin),  in  which  case  it  is  known 
as  antigamma,  or  of  components  of  the  com- 
plement system  when  it  is  referred  to  as 
anti  nongamma. 

The  Coombs’  test  result  is  usually  positive 
in  autoimmune  hemolytic  anemia  of  the 
warm  antibody  type  which  occurs  spon- 
taneously. This  is  referred  to  as  idio- 
pathic autoimmune  hemolytic  anemia. 

The  reports  by  Carstairs  et  al.1-  11  and  by 
LoBuglio  and  Jandl,6  of  a positive  direct 
Coombs’  test  finding  in  patients  receiving 
alpha-methyldopa,  introduce  a new  mecha- 
nism. In  these  cases  it  was  not  possible  to 
demonstrate  drug  dependence  in  vitro.  It 
was  also  noted  that  patients  developed  a 
positive  direct  Coombs’  test  result  only  after 
receiving  alpha-methyldopa  for  at  least 
three  to  six  months.  When  treatment  was 
stopped,  another  three  to  six  months  elapsed 
before  the  disappearance  of  the  positive  di- 
rect Coombs’  test  result.  The  time  intervals 
correspond  very  well  with  the  time  required 
for  the  production  and  subsequent  destruc- 
tion of  a whole  new  red-cell  population.  Be- 
cause of  these  findings,  Worlledge,  Car- 


stairs,  and  Dacie2  advanced  the  theory  that 
alpha-methyldopa  may  combine  with  Rh 
locus  of  red-cell  precursor  and  make  this 
antigenic.  This  is  very  different  from  the 
absorption  of  a drug  by  the  cell  membrane, 
and  may  account  for  the  impossibility  of 
demonstrating  drug  dependence  in  vitro. 
Similarly,  only  with  the  disappearance  of  the 
affected  red-cell  population  after  discontinu- 
ance of  the  drug  would  the  immunologic 
abnormality  cease.  The  immunoglobulin  G 
locus  Rh  specificity,  which  was  demon- 
strated for  the  antibody  with  no  specificity 
to  alpha-methyldopa,  further  supports  this 
hypothesis. 

An  alternate  hypothesis  is  that  drug  af- 
fects the  immune  system  so  that  antibody  is 
produced.  Drugs  have  been  shown  to  pro- 
duce altered  immunity,  such  as  in  the  hy- 
dralazine and  pronestyl  lupus  syndrome. 

This  finding  raises  interesting  specula- 
tions regarding  the  etiology  of  the  idio- 
pathic, warm  antibody,  autoimmune  hemo- 
lytic anemias.  It  is  quite  plausible  to  as- 
sume that  the  operative  mechanism  may  be 
similar  to  that  found  with  alpha-methyl- 
dopa. The  body  is  exposed  to  countless 
chemical  compounds,  and  it  is  entirely  pos- 
sible that  some  of  these  compounds  are  in- 
corporated in  the  red  cells  during  the  matu- 
ration process,  thereby  altering  the  cell  an- 
tigenicity, with  a resulting  immune  hemo- 
lytic anemia.  Thus,  an  exogenous  source 
should  always  be  suspected  in  patients  with 
autoimmune  hemolytic  anemia. 

Alpha-methyldopa  is  a widely  used  anti- 
hypertensive agent.  It  proves  beneficial  in 
patients  resistant  to  thiazide  diuretics  and 
can  also  be  administered  to  individuals  with 
hyperuricemia  and  diabetes.  The  works 
cited  from  Great  Britain1’2-11  and  the  United 
States8  revealed  a very  high  incidence, 
10  to  20  per  cent,  of  positive  direct  Coombs’ 
test  result  in  patients  receiving  alpha- 
methyldopa.  However,  the  production  of 
clinical  hemolytic  anemia  is  much  lower. 
Although  25  per  cent  of  patients  investi- 
gated for  immune  hemolytic  anemia  by 
Worlledge,  Carstairs,  and  Dacie2  were  found 
to  have  taken  alpha-methyldopa,  only  0.02 
per  cent  of  those  given  the  drug  can  be  ex- 
pected to  develop  a clinically  apparent  hemo- 
lytic anemia.  The  likelihood  of  a Coombs’ 
test  showing  positive  results  increases  with 
the  size  of  the  dose,  from  11  per  cent  in  pa- 
tients taking  up  to  1 Gm.  daily  to  36  per 
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cent  in  those  given  over  2 Gm.  daily,  and 
with  the  total  duration  of  therapy  up  to  a 
year.  It  is,  therefore,  important  that  indi- 
viduals on  alpha-methyldopa  therapy  for 
more  than  three  to  six  months  be  tested  for 
the  presence  of  a positive  direct  Coombs’ 
test  result,  and  that  whenever  evidence  of 
hemolysis  is  found,  the  drug  should  be  dis- 
continued. This  is  usually  sufficient  to  cor- 
rect the  hemolytic  anemia.  The  positive 
direct  Coombs’  test  result  will  persist  for 
several  months  and  then  disappear.  In 
more  severe  cases,  such  as  the  one  presented 
here,  treatment  with  corticosteroids  may 
be  substituted,  with  a probable  speedier  re- 
sponse. 


535  Park  Avenue 
New  York,  New  York  10021 
(1)r.  Distenfeld) 


Amantadine  in  Parkinson’s  disease 

Of  163  patients  with  Parkinson’s  disease 
given  amantadine  hydrochloride,  107  (66  per 
cent)  showed  improvement,  subjective  or  ob- 
jective, of  akinesia,  rigidity,  and  tremor  while 
being  treated  with  the  drug  (Robert  S.  Schwab, 
M.D.,  et  al.,  Journal  of  the  American  Medical 
Association  208:  1168  (May)  1969.  Benefits 

were  sustained  in  58  patients  for  three  to  eight 
months.  Side  effects,  reported  by  22  per  cent 
of  the  patients,  included  increased  jitteriness, 
insomnia,  abdominal  uneasiness,  depression, 
confusion,  and,  in  a few  patients,  hallucina- 
tions. Side  effects  were  usually  controlled  by 
adjustment  in  dosage.  It  was  noted  that  in- 
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creasing  the  dosage  beyond  a certain  maximum 
(200  mg.  daily)  brought  no  increase  in  benefit 
but  heightened  the  risk  of  side  effects. 

From  experience  with  this  series  of  patients, 
it  appears  that  patients  who  are  helped  by 
amantadine  are  also  likely  to  be  helped  by  leva- 
dopa,  while  patients  resistant  to  the  one  are 
also  resistant  to  the  other.  A possible  applica- 
tion of  trials  of  amantadine,  therefore,  would 
be  that  of  testing  the  likelihood  of  a patient’s 
favorable  response  to  levadopa.  Since  amanta- 
dine does  not  require  hospitalization  or  the 
careful  and  time-consuming  build-up  in  dosage 
necessary  with  levadopa,  the  former  could  be  a 
substitute  until  levadopa  is  available  to  all  pa- 
tients. The  drugs  have  been  given  together 
without  unfavorable  interaction. 
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r 

COMMUNITY  MENTAL  HEALTH  has  become 
one  of  the  great  slogans  of  this  decade.  At 
present,  almost  every  self-respecting  com- 
munity is  planning  at  least  one  community 
mental  health  center.  Most  training  pro- 
grams in  psychiatry  claim  either  a com- 
munity orientation  or  the  inclusion  of  a 
good  deal  of  material  on  community  psychi- 
atry. Few  mental  health  professionals  dare 
to  be  against  community  mental  health  or 
even  to  ask  what  community  mental  health 
really  is. 

Yet,  in  examining  what  people  talk  about 
when  they  discuss  community  mental  health, 
one  soon  becomes  aware  that  they  are  talk- 
ing about  many  different  things.  More  im- 
portant, it  often  seems  that  although  they 
are  talking  about  doing  something  new,  in 
practice  they  are  doing  nothing  different 
from  what  they  did  before.  Even  among  the 
experts  there  is  no  agreement  in  discussion 
or  in  practice  about  exactly  what  community 
mental  health  is.  It  is  not  useful  to  spend 
a great  deal  of  effort  trying  to  define  the 
field  or  to  argue,  as  some  have,  over  whether 
there  is  a difference  among  community  psy- 
chiatry, social  psychiatry,  and  community 
mental  health.  It  seems  simplest  to  settle 

* Based  on  a report  presented  to  a conference  on  “Com- 
munity Mental  Health,”  Continuing  Medical  Education  Pro- 
gram, State  University  of  New  York  at  Buffalo,  January  16, 
1969. 


on  a definition  for  this  discussion  and  stick 
with  that. 

Community  mental  health  will  be  consid- 
ered only  as  a new  method  of  delivering 
service.  I shall  neglect  the  theoretic  and 
research  aspects.  For  this  discussion,  com- 
munity mental  health  comprises  all  technics 
used  to  insure  the  delivery  of  the  best  possi- 
ble mental  health  services  to  every  person 
who  needs  them  in  a specified  community. 

The  key  words  in  the  definition  are:  in- 

sure to  every  person  in  a specified  commu- 
nity. This  means  that  built  into  the  delivery 
system  is  a way  of  providing  service  when 
and  where  it  is  needed  without  fail.  It  does 
not  depend  on  whether  or  not  the  individual 
in  need  has  funds  to  pay  for  service,  is  lucky 
enough  to  find  a psychiatrist  with  available 
time,  happens  to  know  of  a good  clinic,  or 
is  very  persistent. 

On  the  other  hand,  I shall  not  try  to  define 
mental  health  or  mental  health  services.  I 
shall  assume  that  we  generally  agree  on 
what  they  are  and  that  we  generally  agree 
that  mental  health  services  are  needed  and 
are  effective. 

Community  mental  health  services  are  an 
issue  lately  because  it  is  becoming  generally 
accepted  that  adequate  mental  health  serv- 
ices are  a right  of  every  American.  This 
has  been  the  subject  of  debate  but  is  some- 
thing which  clearly  is  supported  by  citizens 
and  accepted  by  government  agencies 
charged  with  providing  health  services. 

To  understand  why  we  need  community  - 
mental  health  services,  we  will  have  to  see 
if  present  conventional  methods  of  deliver- 
ing mental  health  services  are  adequate  or 
can  be  made  adequate  to  meet  the  needs  of 
every  American. 

Present  delivery  system 

Present  methods  of  delivery  means  the 
uncoordinated  combination  of  public,  volun- 
tary, and  religious  agencies  and  private 
practitioners  which  today  provide  mental 
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health  services  in  most  communities.  It 
seems  the  essence  of  this  system  is  the 
piecemeal  way  it  has  grown,  with  each  seg- 
ment responding  independently  to  its  chosen 
“constituency.”  There  is  no  part  of  the 
system  with  responsibility  (or  power  if  one 
did  feel  responsible)  to  consider  the  total 
needs  of  any  patient  or  community.  Nor  is 
there  any  way  of  adding  up  total  treatment 
cost  to  the  taxpayer  or  billpayer. 

Still  another  assumption  must  be  made 
concerning  the  number  of  people  in  any 
community  in  need  of  mental  health  serv- 
ices. A number  of  different  kinds  of  stud- 
ies have  been  done  which  provide  a basis 
for  making  a guess.  For  example,  the  fa- 
mous “Midtown  Study”  showed  that  in  Mid- 
town Manhattan  about  30  per  cent  of  the 
population  had  some  incapacity  because  of 
symptoms  of  psychiatric  illness.1  Another 
approach  was  taken  by  Locke,  Krantz,  and 
Kramer-  who  studied  patients  coming  to 
nonpsychiatric  physicians.  They  found  that 
around  15  per  cent  of  the  patients  seen  for 
all  kinds  of  complaints  were  diagnosed  by 
the  physicians  as  having  a psychiatric  prob- 
lem. Phillips'1  estimated  that  over  one  quar- 
ter of  a sample  of  New  England  residents 
were  psychosocially  impaired.  All  of  these 
studies  present  problems  when  attempting 
to  generalize  from  them  to  any  other  pop- 
ulation. But  it  seems  fair  to  guess  that  at 
any  time  at  least  10  per  cent  of  the  Ameri- 
can population  is  in  need  of  mental  health 
services  of  one  sort  or  another. 

Now,  in  examining  how  well  the  present 
method  of  delivering  mental  health  services 
is  meeting  this  need  or  can  meet  it,  I will 
take  Erie  County  for  most  of  my  examples 
since  this  is  the  county  I know,  and  as  the 
second  largest  metropolitan  area  in  New 
York  State,  it  undoubtedly  has  above-aver- 
age mental  health  facilities.  Erie  County 
has  in  it  a medical  school,  two  residencies  in 
psychiatry,  and  several  other  training  pro- 
grams for  mental  health  professionals. 

In  Erie  County  in  1967,  10  per  cent  of  the 
population,  those  presumably  in  need  of 
mental  health  services,  was  approximately 

100.000  people.  In  1967  approximately 

7.000  of  these  people  received  mental  health 
services  from  a local  agency  or  private  psy- 
chiatrist.4 Quite  likely,  additional  people 
received  some  service  from  psychologists 
and  social  workers  in  private  practice,  from 


helping  agencies  not  called  mental  health 
agencies,  and  from  other  caretaking  persons 
such  as  clergymen  and  policemen.  Never- 
theless, it  is  quite  clear  that  the  present 
method  of  delivering  services  missed  about 
90  per  cent  of  those  in  need. 

Could  the  services  have  done  better? 
How  many  more  professionals  and  how 
much  more  money  would  be  needed?  In 
Erie  County  in  1967,  the  cost  to  the  com- 
munity for  every  person  seen  by  a publicly 
supported  mental  health  agency  was  over 
$500.  If  Erie  County  were  to  attempt  to 
pay  the  additional  cost  for  service  for  all 
those  whose  needs  went  unmet,  the  cost 
would  be  over  $50  million  a year.  This 
would  require  an  increase  of  25  times  in  the 
allotment  for  the  County  Department  of 
Mental  Health  and  would  represent  close  to 
30  per  cent  of  the  present  county  govern- 
ment budget.  It  does  not  seem  likely  that 
this  amount  of  funds  will  be  shortly  forth- 
coming. 

Concerning  the  mental  health  personnel, 
the  7,000  people  were  seen  by  about  500  pro- 
fessionals/’ To  treat  the  whole  group  in 
need,  would  require  about  5,500  more  pro- 
fessionals. Professionals  (psychiatrists, 
clinical  psychologists,  and  psychiatric  social 
workers)  are  trained  in  Erie  County  at  the 
rate  of  20  to  30  per  year.  Trained  pro- 
fessionals are  attracted  into  the  area  at  a 
rate  less  than  that.  It  seems  that  with  the 
present  cost  of  mental  health  services  and 
the  use  of  professional  time,  services  could 
not  be  feasibly  expanded  to  meet  the  need. 
Under  these  conditions,  it  would  seem  es- 
sential to  use  personnel  as  efficiently  as  pos- 
sible. Yet,  the  present  system  does  not  have 
any  mechanism  for  seeing  that  this  is  done. 

Each  professional  and  each  agency  direc- 
tor feels  no  pressure  beyond  that  of  personal 
conscience  to  speed  up  the  treatment  proc- 
ess and  begin  serving  more  people.  As  long 
as  each  one  feels  he  is  doing  the  best  he  can, 
and  this  is  usually  the  case,  he  can  remain 
content  with  the  existing  situation.  There 
is  no  one  to  speak  for  those  on  the  waiting 
list.  The  effect  of  this  is  obvious  on  many 
different  levels.  For  example,  when  a pa- 
tient is  transferred  from  one  facility  to 
another,  usually  a new,  complete  family  and 
personal  history  and  examination  are  done 
despite  the  fact  that  this  has  been  done  by 
the  professional  at  the  previous  agency. 
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This  represents  a serious  waste  of  time,  yet 
it  is  not  clear  who  has  the  responsibility  or 
authority  to  stop  it. 

On  another  level,  there  has  been  little  con- 
cern to  go  beyond  personal  opinion  and  ex- 
amine in  an  objective,  systematic  way  which 
activities  of  the  average  psychotherapist 
really  do  require  medical  training  and  which 
might  better  be  carried  out  by  someone  with 
less  and  a different  kind  of  training.  The 
tremendous  expense  involved  in  psychother- 
apy and  the  overwhelming  demand  for  it 
ought  to  encourage  widespread  experimen- 
tation with  new,  less  costly  methods.  Yet 
there  is  little  interest  in  such  experiments 
and  little  demand  for  new  kinds  of  thera- 
pists. The  present  system  seems  to  insure 
that  people  will  be  trained  for  jobs  for 
which  there  is  financial  support.  It  does  not 
insure  changes  in  training  programs  as 
needs  change.  Should  someone  develop  an 
unusual  training  scheme,  he  does  so  at  his 
own  risk  no  matter  how  effective  his  train- 
ees are. 

The  next  question  is  whether  or  not  those 
who  did  receive  mental  health  services  were 
those  who  were  most  in  need  of  them.  This 
has  not  been  studied  in  Erie  County,  but 
it  has  been  studied  in  a number  of  other 
places.  In  Westchester  County,  New  York, 
for  example,  a study  showed  that  the  people 
most  likely  to  receive  mental  health  services 
were  those  in  the  middle  range  of  income.'1 
However,  other  studies  have  indicated  that 
those  in  the  lowest  socioeconomic  group 
have  most  of  the  serious  mental  illness.7 
A study  by  Weiss,  Macaulay,  and  Pincus8 
showed  that  in  Wisconsin,  service  was  most 
likely  to  be  received  by  those  who  lived 
closest  to  the  hospital  providing  the  service. 
Unless  we  assume  that  those  most  in  need 
tended  to  move  closest  to  the  hospital,  which 
does  not  seem  very  likely,  we  must  assume 
that  here,  too,  likelihood  of  receiving  service 
was  not  related  directly  to  need.  Other 
studies  also  have  shown  this.9-10 

Another  issue  is  whether  or  not  the  pres- 
ent method  of  delivering  service  makes  it 
possible  to  provide  good  care  for  everyone. 
Here  again,  unfortunately,  the  answer 
seems  to  be  no.  At  present,  in  Erie  County 
with  a population  of  over  a million  people 
several  facilities  and  programs  are  lacking 
which  are  generally  agreed  to  be  essential 
for  a complete  range  of  mental  health  serv- 
ices. These  include  such  things  as  partial 


hospitalization:  day  care  and  night  care,  a 
sheltered  workshop,  a psychiatric  home- 
visiting  program,  and  adequate  twenty- 
four-hour  emergency  services.  It  is  true 
that  at  present  a patient  in  need  of  psycho- 
analytically  oriented  psychotherapy,  who 
needs  to  see  his  therapist  only  once  a week, 
can  receive  therapy  as  good  as  he  would  get 
anywhere  in  the  country  after  a short  wait. 
However,  if  a patient  is  unfortunate  enough 
to  have  a serious  illness  which  requires 
something  more  comprehensive,  such  as  day 
care  and  a sheltered  workshop,  he  is  out  of 
luck  no  matter  how  well  off  he  is  financially. 
The  best  thing  he  could  do  to  obtain  such 
care  would  be  to  move  to  another  community. 
Moreover,  there  is  no  way  that  he  could  act 
within  this  community  to  obtain  such  care. 
Such  facilities  are  beyond  the  ability  of  any 
individual  patient  or  any  individual  practi- 
tioner to  organize  and  operate.  The  present 
system  of  delivering  service  does  not  pro- 
vide any  mechanism  to  insure  that  these  fa- 
cilities are  available. 

Another  problem  of  the  present  system  of 
delivering  services  is  that  it  requires  sig- 
nificant use  of  public  funds  to  maintain  it. 
Yet  these  funds  are  never  accounted  for  by 
any  program.  Our  whole  medical  service 
system,  including  private  practitioners  and 
private  patients,  survives  only  through  gov- 
ernment support.  The  medical  student  pays 
for  only  a small  part  of  the  cost  of  his  edu- 
cation. The  private  practitioner  pays  noth- 
ing at  all  for  the  building  and  upkeep  of  his 
hospital.  The  patient  does  not  pay  the  full 
cost  of  training  the  physician,  the  nurse, 
the  psychologist,  or  the  social  worker  who 
helps  him,  nor  does  the  patient  pay  more 
than  a fraction  of  the  cost  of  construction 
and  upkeep  of  the  hospital  in  which  he  is 
treated.  Even  in  those  cases  in  which  a hos- 
pital does  not  accept  a grant  from  the  gov- 
ernment for  construction  of  facilities  or  for 
operation  of  special  equipment  or  programs, 
it  usually  depends  on  tax  exemption  and  the 
free  availability  of  subsidized  personnel  to 
operate  it. 

If  public  funds  are  to  be  spent,  then  the 
public  is  entitled  to  an  accounting,  to  see 
that  the  funds  are  being  properly  and  effi- 
ciently spent.  Under  the  present  system, 
it  is  not  possible  to  encapsulate  the  expend- 
iture of  funds  or  to  trace  specific  amounts 
so  that  their  expenditure  can  be  allotted  to 
some  objective.  Nor  is  it  usually  possible 
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to  specify  exactly  what  the  objectives  are 
in  spending  funds  allocated  for  medical  in- 
stitutions. 

It,  therefore,  becomes  impossible  to  make 
an  accurate  accounting.  Without  an  ac- 
counting it  is  impossible  for  our  legislators 
to  consider  rationally  whether  the  funds 
should  continue  to  be  spent  in  the  way  they 
presently  are,  or  whether  they  could  better 
be  spent  in  some  other  way. 

Another  problem  in  the  present  system  is 
that  the  dispenser  of  service,  the  private 
practitioner  or  the  agency,  is  not  auto- 
matically aware  of  the  community  context 
in  which  he  is  working  or  of  the  compati- 
bility of  what  he  is  prescribing  with  other 
elements  of  that  context.  For  example,  pri- 
vate practitioners  often  recommend  that  a 
patient  who  is  unemployed  go  out  and  get  a 
job  for  therapeutic  reasons.  Practitioners 
are  usually  unaware  of  the  employment  sit- 
uation in  the  community  and  have  no  rela- 
tionships with  any  agency  which  could  help 
the  patient  to  obtain  such  a job.  Moreover, 
it  is  difficult  if  not  impossible  for  the  prac- 
titioners with  busy  schedules  to  establish 
such  relationships.  To  take  another  ex- 
ample, a psychiatrist  may  examine  a child 
and  feel  that  a certain  kind  of  institution- 
alization is  indicated.  He  often  does  not 
know  whether  a place  in  such  an  institution 
is  available  in  his  community  and  has  no 
means  of  assisting  the  family  to  see  that  in- 
stitutionalization does  take  place.  If  he 
finds  a patient  in  need  of  a form  of  treat- 
ment which  is  beyond  the  financial  capacity 
of  the  patient,  he  has  no  responsibility  and 
often  no  way  of  seeing  to  it  that  the  patient 
receives  the  treatment. 

Finally,  a major  problem  with  the  present 
system  is  its  built-in  stability,  so  that  as 
conditions  change  and  needs  change,  the 
system  cannot  change  as  well.  This  is  be- 
cause of  the  large  investment  which  has 
been  made  in  buildings,  bureaucracies,  and 
the  training  of  individuals.  All  of  these  are 
so  specialized  that  they  are  threatened  by 
any  change  in  the  method  of  delivering  serv- 
ices. They  naturally  resist  change  and,  in 
any  case,  a public  administrator  would  hesi- 
tate before  discarding  a multimillion  dollar 
investment  in  state  hospital  buildings  or  in 
mental  health  training  programs  which  may 
be  turning  out  the  wrong  kind  of  profes- 
sionals. The  system  makes  it  easier  to  con- 
tinue going  on  as  before,  since  the  system 


has  no  built-in  way  of  correcting  its  defi- 
ciencies. 


Community  mental  health  services 

Now  to  turn  to  community  mental  health 
services  as  an  alternative  to  the  present 
method  of  delivering  services.  First  of  all, 
it  should  be  emphasized  that  community 
mental  health  services  is  not  an  answer  to 
all  of  these  problems.  The  answers,  if  there 
be  any,  will  be  obtained  after  much  experi- 
mentation and  evaluation.  Yet  there  have 
been  some  developments  which  give  hope 
that  progress  is  being  made. 

The  key  administrative  innovation  in 
community  mental  health  is  the  establish- 
ment of  catchment  areas.  By  assigning  ex- 
isting mental  health  service  agencies  to 
catchment  areas  and  building  new  agencies 
in  relation  to  catchment  areas,  there  is  a 
good  chance  that  changes  in  the  delivery  of 
mental  health  services  will  come  about  so 
that  the  problems  which  presently  concern 
us  will  be  considerably  decreased. 

The  catchment  area  is  a special  term  for 
describing  a group  of  people  for  whom  a 
mental  health  service  unit  has  complete  re- 
sponsibility. That  is,  it  is  the  people  who 
are  eligible  for  service,  the  group  from 
which  all  of  the  patients  come.  Regardless 
of  what  type  or  severity  of  illness  a patient 
has,  the  service  unit  must  treat  him  or  ar- 
range for  his  treatment.  When  a popula- 
tion is  divided  into  catchment  areas,  every 
person  has  an  agency  responsible  to  provide 
treatment  for  him  if  he  should  ever  develop 
the  need.  The  agency  does  not  have  the  op- 
tion to  accept  him  or  not,  as  long  as  he  needs 
service  and  is  in  the  area. 

Traditionally,  the  catchment  area  refers 
to  the  population  of  a geographic  area. 
Geographic  catchment  areas  have  long  been 
used  by  other  kinds  of  service  agencies: 
police  precincts,  school  districts,  postal 
zones,  and  telephone  area  codes  are  a few 
examples. 

The  beauty  of  the  catchment  area  idea  is 
that  it  encourages  service  changes  in  a sim- 
ple way  without  a major  professional  reedu- 
cation or  motivation  campaign.  The  in- 
crease in  the  amount  and  variety  of  services 
which  an  agency  must  provide  to  meet  the 
needs  of  a catchment  area  leads  profes- 
sionals to  examination  of  present  methods 
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of  service  delivery  and  to  a search  for  new 
ones.  Professionals  caught  in  the  squeeze 
between  increasing  demand  for  services  and 
limited  resources  to  meet  the  demand  do  not 
need  to  be  convinced  to  change  old  methods 
of  operation  and  look  for  new  ones.  In  re- 
sponse to  the  painful  pressure  exerted  by 
this  squeeze,  each  service  or  treatment  mo- 
dality is  likely  to  be  considered  from  the 
point  of  view  of  effectiveness  and  efficiency: 
how  well  does  it  work  and  is  it  worth  the 
money  it  costs. 

Certain  questions  must  be  considered: 
Does  a particular  kind  of  treatment  cost  so 
much  that  it  cannot  be  provided  for  all  those 
in  need?  Does  a treatment  always  work? 
Does  it  work  most  of  the  time?  Is  it  often 
a waste  of  expensive  professional  time  be- 
cause it  is  rarely  effective?  What  kind  of  a 
professional  can  provide  a service  as  well  or 
almost  as  well  as  a psychiatrist?  If  three 
social  workers  can  be  hired  for  the  cost  of 
one  psychiatrist,  then  is  an  agency  justified 
in  using  a psychiatrist?  How  can  the  serv- 
ice demand  on  an  agency  be  lightened  with- 
out neglecting  those  in  need?  Can  other 
kinds  of  helping  persons — teachers,  police- 
men, public  health  nurses,  and  so  on — do 
counseling  under  the  guidance  of  the  agency 
rather  than  having  agency  personnel  them- 
selves do  it  all?  Can  programs  for  preven- 
tion of  mental  illness  be  carried  out  so  that 
fewer  cases  will  require  service  from  the 
agency?  These  are  all  familiar  questions 
for  an  agency  administrator  faced  with  the 
almost  crushing  responsibility  of  serving  a 
catchment  area.  These  are  questions  which 
need  never  occur  in  the  agency  which  deter- 
mines its  own  admissions  without  regard  to 
responsibility  to  the  public. 

Obtaining  answers  to  these  questions  re- 
quires a whole  new  way  of  reporting  and 
counting  services.  It  becomes  important 
to  know  how  much  time  is  spent  on  each  case 
and  what  proportion  of  that  time  is  spent 
on  things  such  as  elaborate,  and  therefore 
expensive,  intake  procedures  which  may 
then  not  be  useful  in  treatment. 

Assignment  of  catchment  areas  does  not 
directly  determine  the  kind  of  treatment 
which  is  offered  to  patients.  The  catch- 
ment area  merely  makes  it  possible  to  meas- 
ure how  much  service  there  is,  how  much  it 
costs,  and  to  whom  the  service  is  being 
given.  However,  since  any  group  which  is 
not  receiving  services  is  immediately  high- 


lighted, there  is  pressure  on  mental  health 
administrators  to  distribute  better  the 
limited  amount  of  service  which  is  available, 
and  this  can  mean  changes  in  the  types  of 
treatment  offered. 

Responsibility  for  the  people  in  a catch- 
ment area  tends  to  become  as  well  responsi- 
bility to  the  people  in  a catchment  area. 
Some  portion  of  agency  effort  must  go  to 
communicating  with  the  people  served,  find- 
ing out  in  what  way  they  feel  service  can  be 
better  and  then  responding  to  their  desires. 
Catchment  area  residents  who  feel  they  are 
not  getting  good  service  have  somewhere  to 
go  to  complain.  On  the  other  hand,  when  an 
agency  is  in  need  of  additional  funds,  it  has 
a natural  pressure  group  to  support  its  re- 
quest, since  all  residents  of  the  catchment 
area  can  be  shown  that  what  helps  the 
agency  also  helps  them. 

With  establishment  of  catchment  areas, 
mental  health  budget  decisions  can  be  made 
on  a rational  basis,  that  is,  funds  can  be  al- 
located on  the  basis  of  priority.  For  ex- 
ample, the  size  of  the  populations  served  by 
each  of  the  service  units  in  a county  can  be 
compared,  and  the  per  capita  cost  of  mental 
health  services  for  the  residents  of  the  vari- 
ous catchment  areas  can  be  compared.  The 
total  amount  of  funds  being  spent  on  mental 
health  services  for  any  population  can  be 
known.  If  additional  funds  are  requested, 
these  funds  can  be  seen  in  comparison  to  the 
amount  already  being  spent  and  in  compari- 
son to  the  amounts  being  spent  on  other 
kinds  of  services  such  as  recreation  or  po- 
lice. 

It  also  becomes  possible  to  compare  per 
patient  costs  among  various  mental  health 
units.  Presumably,  all  units  are  serving 
similar  groups;  if  not,  census  data  will  make 
this  obvious.  If  costs  are  out  of  line  in  a 
particular  unit,  it  is  possible  to  know  it  and 
investigate  why  this  is  so.  Possibly  the  effi- 
ciency in  that  unit  needs  improvement  or 
possibly  that  unit  is  providing  extra  service 
which  other  services  should  emulate. 

Institution  of  catchment  areas  undoubt- 
edly will  affect  total  costs  of  mental  health 
services  as  well  as  per  patient  costs.  The 
present  system  of  service  delivery  tends  to 
keep  costs  down  by  making  public  services 
relatively  difficult  to  obtain.  Patients  are 
generally  ignorant  of  what  is  available  to 
them  and  must  be  very  persistent  in  order 
to  find  the  proper  agency,  go  through  an  ap- 
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plication  process,  and  then  await  the  begin- 
ning of  treatment. 

One  objective  of  establishing  catchment 
areas  is  to  make  service  equally  available 
to  all  in  need  regardless  of  personal  income 
or  type  of  illness.  Under  these  conditions 
it  is  to  be  expected  that  the  demand  for 
service  will  increase.  In  response,  mental 
health  service  budgets  will  have  to  rise  and 
total  cost  for  mental  health  services  will  in- 
crease. Much  of  this  increase  will  have  to 
come  out  of  public  funds.  Thus,  one  of  the 
immediate  effects  of  community  mental 
health  services  is  to  raise  the  total  tax  cost 
for  mental  health.  In  return  for  this  in- 
crease in  expenditure,  the  community  gets 
better  distribution  of  service  for  a larger 
number  of  people.  Presumably,  after  a pe- 
riod of  rising  total  costs  a budget  ceiling 
will  be  reached.  At  the  point  at  which  local 
government  will  no  longer  increase  expendi- 
tures, if  the  demand  is  still  increasing,  as 
seems  likely,  mental  health  service  units  will 
have  to  consider  how  they  may  continue  to 
increase  service  without  increasing  cost. 
This  will  force  reexamination  of  methods  of 
delivery  and  probably  a resulting  increase 
in  efficiency.  Then  per  patient  costs  will  go 
down. 

Under  these  conditions,  the  community 
mental  health  service  administrator,  the 
community  psychiatrist,  will  have  to  take  on 
functions  significantly  different  from  those 
presently  carried  out  by  clinical  psychia- 
trists. As  the  person  in  the  mental  health 
service  unit  who  is  most  highly  trained  and 
whose  time  is  most  expensive,  the  psychia- 
trist will  have  to  devote  much  less  to  direct 
treatment  and  much  more  to  arranging 
treatment  by  other  persons.  His  role  will 
shift  from  that  of  service  provider  to  that 
of  service  manager.  He  will  make  impor- 
tant decisions  regarding  diagnosis  and 
treatment  and  then  pass  the  patients  on  to 
others  for  care.  As  problems  arise,  he  will 
be  consulted,  but  rarely  will  he  work  directly 
treating  patients.  Most  of  his  time  will  be 
spent  in  diagnosing,  prescribing,  and  in  di- 
recting a staff  under  him  which  will  do  the 
actual  treatment. 

As  demands  for  service  force  mental 
health  service  units  to  become  more  efficient, 
it  is  to  be  expected  that  increased  responsi- 
bility will  be  taken  on  by  the  staff  members 
whose  time  is  less  expensive.  Professionals 
in  all  categories  will  have  to  function  as  ad- 


ministrators and  leaders  of  teams  of  non- 
professionals. One  important  responsibility 
for  each  mental  health  service  team  leader 
will  be  to  analyze  the  duties  performed  by 
his  team  and  to  determine  who  is  the  least- 
trained  staff  member  (and  therefore  the  one 
with  the  least  expensive  time)  able  com- 
petently to  carry  out  each  assignment.  The 
leader’s  goal  will  be  to  minimize  service  costs 
and  maximize  the  number  of  persons  avail- 
able to  carry  out  various  services.  Only  the 
service  unit  which  does  not  have  a catchment 
area  and  whose  responsibilities  are  not 
clearly  defined  will  be  able  to  afford  the  lux- 
ury of  using  overtrained  personnel. 

Conclusion 

Catchment  areas  certainly  are  not  the  only 
or  final  answers  to  the  problems  of  fairly  and 
effectively  distributing  mental  health  serv- 
ices. However,  it  is  quite  clear  that  the 
present  method  of  delivering  services  can 
never  do  the  job  and  that  stopgap  measures 
to  improve  parts  of  the  system  without  a 
thorough  reevaluation  are  a waste  of  time 
and  money.  We  need  community  mental 
health  services  because  we  need  more  serv 
ices  and  because  we  need  to  keep  service 
costs  as  low  as  possible.  Unless  there  are 
major  innovations  in  methods  of  delivery, 
the  rising  expectation  of  the  American  peo- 
ple for  better  services  together  with  an  in- 
creasing resistance  to  paying  higher  taxes 
make  a major  collision  inevitable,  one  in 
which  mental  health  services  and  health 
service  professionals  are  likely  to  be  caught 
in  the  middle. 
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F ROM  the  first  century  to  the  early  part 
of  the  seventeenth  century  the  best  books 
on  medical  botany  (materia  mediea)  were 
commentaries  on  the  treatise  of  Dioscorides. 
Who  was  Dioscorides  whose  views  reigned 
supreme  for  so  long?'  A Greek  army 
surgeon  in  the  employ  of  Nero  during  the 
first  century  A.D.,  Dioscorides  took  ad- 
vantage of  his  necessity  for  travel  to  study 
the  plants  of  each  region  that  he  passed 
through.  He  described  more  than  500 
varieties  of  plants  or  extracts  of  plants, 
some  of  which  are  even  in  use  today.  He 
wrote  an  applied  botanical  text  about  plants 
for  medicinal  uses  describing  aromatic, 
gummy  or  resinous  plant  products,  animal 
products  of  medicinal  value,  garden  herbs, 
and  other  medicinal  plants.  While  an- 
other Greek,  Theophrastus,  who  lived  from 
370  to  286  B.C.,  is  considered  to  be  the 
father  of  botany,  Dioscorides  is  certainly 
the  father  of  materia  mediea  (medical 
botany).  For  many  centuries  Dioscorides’ 
every  word  was  tasted,  savored,  digested, 
and  even  regurgitated. 

Early  botanists 

The  materia  mediea  of  Dioscorides  was  so 
popular  that  even  before  the  advent  of 
printing  the  work  was  extensively  copied 
and  recopied  numerous  times  during  the 


Middle  Ages.  Sections  of  the  manuscript 
hook  were  studied  in  the  medieval  medical 
schools  and  were  often  included  in  encyclo- 
pedias such  as  Vincent  de  Beauvais’ 
Speculum  Naturae  of  the  midthirteenth 
century.5  However,  the  constant  copying 
of  Dioscorides’  text  and  illustrations  re- 
sulted in  a corruption  of  the  contents  so  that 
the  figures  of  the  plants  were  sometimes  un- 
recognizable. During  the  Middle  Ages  the 
monks  were  the  chief  horticulturists,  be- 
cause they  alone  could  give  their  individual 
attention  to  the  herb  gardens.  In  many 
places  only  the  monks  had  a knowledge  of 
medicine  and  pharmacy.  They  tended  the 
farmery  as  the  infirmary  was  then  called, 
taking  care  of  the  sick  of  their  order  and 
other  people  as  well.3  Between  the  eighth 
and  twelfth  centuries,  following  the  great 
Mohammedan  conquests,  the  caliphs 
founded  a number  of  universities  from 
Baghdad  to  Cordova.  There  learning  was 
at  a high  level  at  a time  when  Europe  was 
still  in  the  Dark  Ages.  Avicenna  (ibn- 
Sina)  and  even  Maimonides,  although  the 
latter  was  Jewish,  were  products  of  the 
great  Arab  enlightenment.  Each  of  these 
great  physicians  added  to  the  herb  lore. 
In  the  thirteenth  century  Albertus  Magnus 
did  not  copy  older  writings  but  studied 
plants  at  first  hand.4  In  the  fourteenth 
century  Konrad  von  Megenberg  wrote  his 
famous  Book  of  Nature  in  German;  a de- 
parture from  the  usual  Latin,  it  was  later 
reprinted  in  1475. 4 

Nearly  every  botanist  of  the  sixteenth 
century  was  either  a translator  of  Dios- 
corides, a commentator  on  Dioscorides,  or 
both.  An  exception  to  this  statement  was 
Otto  Brunfels,  whose  herbal  (illustrated 
book  on  botany)  called  Herbarum  Vivae 
leones,  printed  in  1530,  not  only  was-  the 
result  of  direct  observation  of  the  plants  but 
was  also  accompanied  by  fairly  accurate 
drawings  of  these  plants.  However,  Brun- 
fels had  difficulty  in  trying  to  compare  his 
plants  with  those  of  Dioscorides,  possibly 
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because  he  did  not  take  into  consideration 
that  their  localities  of  practice  were  dif- 
ferent.5 The  Kreuterbuch  of  Hieronymus 
Tragus  published  in  1539  contained  exact 
descriptions  of  plants.5  In  1538  a little 
herbal,  Libellus  de  re  Herbaria,  was  pub- 
lished by  William  Turner,  the  first  English- 
man who  described  plants  in  a professional 
manner.  In  1551  he  published  the  first 
part  of  his  New  Herbal  which  marks  the 
beginning  of  scientific  botany  in  England.5 

Later  botanists 

About  1536,  Amatus  Lusitanus,  a mar- 
rano  Jew  published  his  first  commentary  on 
Dioscorides.6  Later  in  1553  in  his  In 
Dioscorides  Anazarbei  de  Materia  Medica 
Enarrationes  he  gathered  together  his  ob- 
servations of  plants  in  the  various  countries 
in  which  he  lived  and  from  which  he  fled 
for  various  reasons.  He  also  made  a care- 
ful study  of  the  works  of  Dioscorides  and 
Pliny  and  pointed  out  the  errors  of  a large 
number  of  writers  of  His  own  day,  including 
that  of  Matthioli.  This  work  of  Amatus, 
although  enjoying  great  popularity,  pro- 
voked the  enmity  of  Matthioli  of  Siena  who 
had  also  published  his  own  commentary  on 
Dioscorides  in  1544.°  The  outcome  of 
Matthioli’s  wrath  will  be  discussed  later. 

Garcia  da  Orta,7  also  a marrano  Jew, 
published  his  great  Coloquios  dos  Simples  e 
Drogas  le  cousas  Medicinais  da  India 
( Colloquies  on  the  Drugs  and  Simples  of 
India ) in  1563.  Besides  his  minute  first- 
hand description  of  the  plants  of  India,  he 
described  the  purity,  cost,  use  in  medicine 
or  as  a spice,  and  grading  of  the  various 
plants.  As  will  be  recounted  later,  he  was 
always  one  jump  ahead  of  the  Inquisition. 
Christoval  Acosta  published  his  famous 
work  in  1578  and,  as  will  be  mentioned 
later,  some  authors  regard  this  work  as 
plagiarism  from  Da  Orta.8  The  books  are 
similar  in  text,  but  Acosta’s  work  contains 
many  fine  engravings  of  plants  which  are 
included  in  the  English  edition  of  Da 
Orta’s  work  edited  by  Markham.7  Acosta 
took  sides  in  the  Amatus-Matthioli  con- 
troversy when  he  stated,  “We  cannot  pass 
in  silence  the  criticism  of  Amatus  for  in  this 
case  Matthioli  is  much  worthy  of  blame.”9 

Amatus  Lusitanus 

One  of  the  most  famous  Portuguese 
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FIGURE  1.  Title  page  from  Amatus  Lusitanus’ 
first  publication,  Index  Dioscoridis,  Antwerp,  1536. 

physicians  of  the  sixteenth  century  was 
Amatus  Lusitanus,  born  Juan  Roderigo,  into 
a marrano  family.6  He  studied  medicine  at 
Salamanca  where  he  obtained  his  doctorate 
in  1530.  He  returned  to  Portugal  to  prac- 
tice medicine  but  had  to  leave  there  in  1533 
because  of  the  violent  antisemitic  excesses 
then  practiced  against  the  neo-Christians. 
In  Antwerp  he  published  his  commentary 
on  Dioscorides  called  Index  Dioscoridis 
(Fig.  1).  He  remained  in  Antwerp  seven 
years,  when  at  the  height  of  his  fame  he  left 
for  Ferrara  at  the  invitation  of  the  Duke  of 
Este.  Here  he  was  professor  of  medicine, 
and  while  he  lectured  on  medicine  he 
studied  anatomy  with  Gianbattista 
Canano.  Together  they  discovered  the 
venous  valves;  this  discovery  in  turn 
provided  a necessary  anatomic  background 
for  Harvey’s  theory  of  the  circulation  of  the 
blood.10  After  seven  years,  again  for  un- 
known reasons,  Amatus  settled  in  Ancona 
which  was  papal  territory.  He  practiced 
medicine  in  Ancona  with  a sojourn  in  Rome 
for  two  years  to  act  as  consultant  to  Pope 
Julius  III.  In  1556  Pope  Paul  IV  began  his 
persecution  of  the  Jews  and  marranos. 
Amatus  had  to  emigrate,  first  to  Pesaro, 
then  to  Ragusa,  and  finally  to  Salonica 
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Garcia  da  Orta 
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FIGURE  2.  Title  page  from  Garcia  de  Orta’s  first 
edition  of  Coloquios,  Goa,  1563. 


where  he  died  in  1568  at  the  age  of  fifty- 
seven  years.6 

It  is  generally  believed  that  Amatus’ 
misery  may  have  been  caused,  in  part  at 
least,  by  his  rat  her  marked  criticism  of  Pier 
Andrea  Matthioli,  in  his  Enarrationes 
Dioscoridis.  Matthioli,  himself  a com- 
mentator on  Dioscorides,  countered  with  a 
224-page  diatribe  in  which  he  castigated 
Amatus  and  called  him  a heretic.  It  is 
thought  that  Matthioli’s  influence  with  the 
Catholic  hierarchy  caused  Amatus’  persecu- 
tion and  forced  him  to  flee  for  his  life.6 
However,  after  the  ascension  of  Paul  IV, 
Ancona  was  not  safe  for  any  marrano  or 
Jew.  Amatus  is  known  best  for  his 
Centurias  or  Centuries,  seven  books  with  a 
hundred  interesting  cases  in  each  book,  in 
which  Amatus  described  his  discoveries, 
theories,  and  treatments.  In  these  case 
histories  he  describes  the  valves  of  the 
veins,  an  obturator  for  cleft  palate,  the  use 
of  bougies  for  stricture  of  the  urethra,  a 
treatment  for  empyema,  and  transillumina- 
tion of  the  scrotum  by  a candle.  The  last 
two  Centurias  contain  the  famous  oath  of 
Amatus  which  describes  his  medical  creed, 
and  it  is  distinctly  Jewish  in  wording  and, 
even  more  important,  ends  with  the  year 
according  to  the  Hebrew  calendar.6 


Another  great  physician  of  the  Renais- 
sance, born  in  Portugal  in  1500  into  a mar- 
rano family,  was  Garcia  da  Orta.7  Al- 
though neglected  for  four  centuries,  his 
image  was  revitalized  in  1963  with  the  is- 
suance of  a postage  stamp  by  Portugal  in 
honor  of  the  four  hundredth  anniversary  of 
the  publication  of  his  famous  work  Col- 
loquies on  the  Simples  and  Drugs  of  India 
(Fig.  2).  In  1523  he  was  graduated  in 
medicine  and  practiced  in  Portugal  until 
1534.  Because  of  the  persecutions  of  the 
neo-Christians  in  Portugal  at  that  time,  he 
had  to  leave  the  country  and  fortunately 
sailed  to  Goa,  Portuguese  India,  as  a physi- 
cian to  the  viceroy,  Martim  Affonso  de 
Sousa.  In  his  capacity  as  viceregal  physi- 
cian, Da  Orta  traveled  throughout  India, 
Ceylon,  Persia,  Armenia,  and  the  Molucca 
Islands,  and  he  later  described  in  his  book  in 
great  detail  the  plants  that  he  saw.  The 
drugs  that  he  described  were  little  known  in 
the  western  countries  at  that  time;  among 
them  were  aloes,  camphor,  sandlewood, 
opium,  bangue  (hashish  or  marijuana),  and 
many  spices.  The  Colloquies  consist  of  58 
chapters  each  describing  a plant  of  India; 
the  various  names  for  these  plants  in  other 
countries;  and  the  uses,  purity,  preserva- 
tion, grading,  and  cost  of  the  plants  or  ex- 
tracts. Dioscorides  is  mentioned  in  every 
chapter  as  are  other  botanists  of  the  Greek, 
Roman,  or  Arabic  periods. 

Da  Orta  tried  very  hard  to  prove  that  he 
was  a good  Catholic.7  Practically  all  the 
chapters  contain  a reference  to  various 
Dominican  and  Franciscan  friars  who  had 
personal  knowledge  about  the  drugs  that 
were  discussed  and  that,  therefore,  their 
opinions  had  great  weight.  In  the  fifty- 
eighth  colloquy  a man  named  Leonardo 
Fuchsio  is  mentioned  who  said  that  there 
was  no  true  ivory  in  the  world.  Da  Orta 
called  that  man  a liar;  he  added  that  this 
man  knew  very  little  about  physic  and  even 
less  about  how  to  save  his  soul,  being  a 
Lutheran.  Da  Orta  stated  that  he  sup- 
posed that  the  Lutherans  had  some  ivory  in 
hell  which  they  were  taking  care  of.  Such 
marked  protestations  of  righteousness 
doubtless  served  to  hide  deficiencies  in  his 
own  conduct  toward  Catholicism.  During 
his  lifetime  Da  Orta  was  always  one  step 
ahead  of  the  Inquisition.  Many  of  the 
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authors  writing  about  him  say  that  he  lived 
a happy  life  and  died  at  a venerable  old 
age.  This  is  clearly  not  true.  He,  him- 
self, was  never  arrested,  but  his  mother  and 
two  of  his  sisters  were  arrested  and  im- 
prisoned by  the  Holy  Office.  Da  Orta  died 
in  1568,  and  a few  months  later  one  of  his 
sisters  was  interrogated  and  the  next  year 
was  burned  at  the  stake  as  an  impenitent 
Jewess.  Twelve  years  after  his  death  the 
Inquisition  held  an  auto-da-fe  on  his  life, 
and  his  hones  were  exhumed  and  burned.11 

Christoval  Acosta 

Christoval  Acosta  was  horn  about  1515 
probably  in  Mozambique  of  marrano- 
Jewish  parents.12  He  returned  for  a time 
to  Portugal,  and  in  1568  he  accompanied 
the  viceroy,  Luiz  de  Ataide,  as  his  physi- 
cian. He  remained  for  a short  period  in 
various  Indian  cities  and  then  toured 
Aleppo,  Damascus,  Egypt,  Jerusalem,  and 
Persia.  He  left  Asia  in  1573  and  returned 
to  Burgos,  Spain,  where  he  died  in  1580. 
Acosta,  himself,  described  the  circum- 
stances under  which  he  wrote  his  botanical 
work,  Trcictado  de  las  Drogas  y Medicinas  de 
las  Indias  Orientales,  con  su  debuscadas  al 
vivo  (Burgos,  Spain,  1578): 

I tried  to  discover  in  different  regions  and 
provinces  the  varieties  of  plants  which  God 
has  created  for  the  health  of  man,  and  I 
met  in  the  East  Indies  Dr.  Garcia  da  Orta, 
a Portuguese  physician,  an  earnest  man  of 
rare  great  talent  whose  praise  I leave  for  a 
better  occasion  because  it  would  be  so 
manifold  that  even  if  I had  intended  to  express 
much  I should  never-the-less  have  failed  to 
say  most;  he  wrote  a book  entitled 
Coloquios.  . . about  some  of  the  plants  which 
grow  in  those  countries.  As  his  work  deals 
with  different  plants,  medicines  and  other 
matters  pertinent  to  human  health  and  also  as 
such  as  are  without  use  or  benefit  for  this 
purpose,  it  was  necessary  for  him  to  follow 
the  dialogue.  . . to  disgress  from  the  matter 
belonging  to  the  principal  purpose.  . . . The 
treatise  lacks  another  thing  that  is  essential, 
namely  illustrations  of  the  plants  with  which 
he  deals.12 

Markham,  the  English  translator  of  Da 
Orta’s  work,  stated  that  Acosta  copied  Da 
Orta’s  work  almost  completely;  Markham 
has  a table  listing  the  plants  described  side- 
by-side  in  the  two  works.  Since  he  be- 


lieved the  works  to  he  nearly  identical,  he 
included  Acosta’s  drawings  in  his  own  edi- 
tion of  Da  Orta’s  work.7 

To  the  Flemish  physician  and  botanist, 
Charles  de  L’Ecluse  (Carolus  Clusius),  we 
owe  thanks  for  the  diffusion  of  Da  Orta’s 
and  Acosta’s  works  throughout  Europe.11 
Clusius  graduated  from  Montpelier  in  1559 
and  traveled  through  western  Europe 
studying  the  regional  plants  and  drugs. 
He  obtained  a copy  of  Da  Orta’s  work 
printed  in  Portuguese  in  either  Portugal  or 
Spain.  He  edited  an  abridged  and  cor- 
rected Latin  version  dropping  the  dialogue 
form  of  the  Coloquios.  This  clear,  elegant 
handbook  called  Aromatum  et  Simplicium 
Aliquot  Medicamentorum  Apsud  Indios 
Nascentium  Historia  was  published  by 
Planter  in  Antwerp  in  1567.  This  book 
had  at  least  five  later  editions,  each  one 
improved  and  amplified  with  additional 
material.  Later,  the  work  of  Monardes,  a 
Spanish  botanist,  was  included  in  the  trans- 
lation because  his  work  described  medicinal 
plants  of  Europe  and  America.  In  1582 
Clusius  added  a Latin  abridgment  of 
Acosta’s  work  replete  with  excellent  wood- 
cuts  of  the  plants  that  he  described. 
From  that  year  on  the  three  authors  ap- 
peared in  one  volume  edited  by  Clusius  and 
subsequently  by  others. 11 

161  Rugby  Road 
Brooklyn,  New  York  11226 
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Laurence  Manley  Campbell,  M.D.,  of  Branting- 
ham,  died  on  October  21,  1969,  at  the  age  of 
sixty-nine.  Dr.  Campbell  graduated  in  1924 
from  Syracuse  University  College  of  Medicine. 
He  was  a member  of  the  Lewis  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Lawrence  F.  I)rumm,  M.I).,  of  Utica,  died  on 
December  31,  1969,  at  the  age  of  eighty.  Dr. 
Drumm  graduated  in  1912  from  Syracuse  Uni- 
versity College  of  Medicine.  Retired,  he  was 
an  honorary  surgeon  at  St.  Elizabeth’s  Hos- 
pital. Dr.  Drumm  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Robert  Roy  Faust,  M.I).,  of  Albany,  died  on 
January  7 at  the  age  of  seventy-five.  Dr. 
Faust  graduated  in  1928  from  Albany  Medical 
College.  He  had  been  an  assistant  attending 
physician  at  Albany  Medical  Center  Hospital. 
Dr.  Faust  was  a member  of  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Maximillian  C.  Fischman,  M.I).,  of  Sarasota, 
Florida,  formerly  of  New  York  City,  died  on 
December  18,  1969,  at  the  age  of  seventy-five. 
Dr.  Fischman  graduated  in  1917  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 
Retired,  he  had  been  director  of  anesthesiology 
and  an  attending  anesthesiologist  at  Sydenham 
Hospital.  Dr.  Fischman  was  a Diplomate  of 
the  American  Board  of  Anesthesiology,  a Fel- 
low of  the  American  College  of  Anesthesiolo- 
gists, and  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  County 
Medical  Society,  the  Medical  Society’  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  S.  Fisher,  M.D..  of  Bronxville,  died  on 
January  9,  at  the  age  of  eighty-one.  Dr.  Fisher 
graduated  in  1917  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
He  was  a member  of  the  Oneida  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Osias  Leon  Friedman,  M.D.,  of  New  York  City, 
died  on  October  9,  1969,  at  the  age  of  seventy- 


nine.  Dr.  Friedman  graduated  in  1921  from 
Eclectic  Medical  College,  Cincinnati,  Ohio.  He 
was  a member  of  the  American  Psychiatric 
Association,  the  Academy  of  Psychosomatic 
Medicine,  the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  Jerome  Gerson,  M.D.,  of  New  York  City, 
died  on  December  21,  1969,  at  the  age  of  fifty- 
five.  Dr.  Gerson  graduated  in  1937  from  New 
York  University  College  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a member  of  the 
American  Psychiatric  Association,  the  Ameri- 
can Psychoanalytic  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Tasker  Howard,  M.I).,  of  Flushing,  died  on 
March  3,  1967,  at  the  age  of  eighty-eight.  Dr. 
Howard  graduated  in  1903  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  had 
been  a consulting  physician  at  Brooklyn  Eye 
and  Ear,  Caledonian,  St.  John’s  Episcopal  Hos- 
pitals, the  Methodist  Hospital  of  Brooklyn, 
Kings  County  Hospital  Center,  Southside  (Bay 
Shore),  Jamaica,  and  Long  Island  College  Hos- 
pitals. Dr.  Howard  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Cardio- 
vascular Diseases) , a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leon  Kurie,  M.D.,  of  The  Bronx  and  Pelham, 
died  on  December  14,  1969,  at  the  age  of  sixty- 
eight.  Dr.  Kurie  graduated  in  1926  from  Co- 
lumbia University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  general 
practice  staff  at  Westchester  Square  Hospital. 
Dr.  Kurie  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Chester  Linden,  M.D.,  of  Peekskill,  died 
on  December  27,  1969,  at  the  age  of  seventy- 
two.  Dr.  Linden  graduated  in  1919  from  Co- 
lumbia University  College  of  Physicians  and 
Surgeons.  He  had  been  an  associate  attending 
physician  at  Beth  Israel  Hospital  (off  service). 
Dr.  Linden  was  a Fellow  of  the  American  Col- 
lege of  Gastroenterology  and  a member  of  the 
American  Geriatrics  Society,  the  New  York 
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County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Frederick  Darlington  McCandless,  M.D.,  of  Al- 
bany, died  on  December  27,  1969,  at  the  age 
of  forty-eight.  Dr.  McCandless  graduated  in 
1945  from  Cornell  University  Medical  College. 
He  was  an  attending  psychiatrist  at  Albany 
Medical  Center  Hospital  and  Albany  Medical 
Center  Hospital  Outpatient  Department.  Dr. 
McCandless  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric 
Association,  the  Albany  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Max  Norman,  M.D.,  of  Monticello,  died  on 
August  6,  1969,  at  the  age  of  eighty-three.  Dr. 
Norman  graduated  in  1908  from  Cornell  Uni- 
versity Medical  College. 

Mortimer  W.  Rodgers,  M.D.,  of  New  York  City, 
died  on  January  7 at  the  age  of  seventy-one. 
Dr.  Rodgers  graduated  in  1922  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  obstetrician  and  gynecologist 
at  Lenox  Hill  Hospital.  Dr.  Rodgers  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  a Fel- 
low of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  Pan-American 
Medical  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Arnold  H.  Randell,  M.D.,  of  Massena,  died  on 
November  14,  1969,  at  the  age  of  forty-six.  Dr. 
Randell  graduated  in  1953  from  Cornell  Uni- 
versity Medical  College.  He  was  an  attending 
general  practitioner  on  the  medical  staff  at 
Massena  Memorial  Hospital.  Dr.  Randell  was 


a member  of  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Felix  Roberto  Rodriquez,  M.D.,  of  Brooklyn, 
died  on  December  12,  1969,  at  the  age  of  forty- 
six.  Dr.  Rodriquez  graduated  in  1950  from 
Tulane  University  School  of  Medicine.  He  was 
an  assistant  attending  physician  at  Kings- 
brook  Jewish  Medical  Center  and  Unity  Hos- 
pital. Dr.  Rodriquez  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Feiga  Rachel  Sathmary,  M.D.,  of  Brooklyn, 
died  on  January  6 at  the  age  of  eighty.  Dr. 
Sathmary  received  her  medical  degree  from  the 
University  of  Geneva  in  1919. 

Joseph  Paul  Takach,  M.D.,  of  Staten  Island, 
died  on  January  1 at  the  age  of  seventy-four. 
Dr.  Takach  graduated  in  1919  from  Fordham 
University  School  of  Medicine.  He  was  a con- 
sulting anesthesiologist  at  St.  Vincent’s  Medi- 
cal Center  of  Richmond.  Dr.  Takach  was  a 
member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Richmond  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Donald  Cameron  Tulloch,  M.D.,  of  Ogdensburg, 
died  on  January  8 at  the  age  of  sixty-five.  Dr. 
Tulloch  graduated  in  1931  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  an  at- 
tending cardiologist  at  St.  Lawrence  State  Hos- 
pital and  a consulting  cardiologist  at  A.  Bar- 
ton Hepburn  Hospital.  Dr.  Tulloch  was  a 
member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Officers  / County  Medical  Societies  / 1970 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1970—27,164 


Count;/ 


President 


Sccreuiry 


Treasurer 


Albany 

Allegany  .... 

Bronx 

Broome  

Cattaraugus  . . 

Cayuga  

Chautauqua  . . 
Chemung  .... 
Chenango  . . . 

Clinton  

Columbia  . . . 
Cortland  .... 
Delaware  .... 
Dutchess  .... 

Erie 

Essex 

Franklin  .... 

Fulton 

Cenesee 

Greene 

Herkimer  .... 
Jefferson  .... 

Kings 

Lewis 

Livingston  . . . 
Madison  .... 

Monroe  

Montgomery  . 

Nassau 

New  York  . . . 

Niagara  

Oneida  

Onondaga  . . . 

Ontario  

Orange  

Orleans  

Oswego  

Otsego 

Putnam  

Queens  

Rensselaer  . . . 
Richmond  . . . 
Rockland  .... 
St.  Lawrence  . 
Saratoga  .... 
Schenectady  . 
Schoharie  . . . 
Schuyler  .... 

Seneca  

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins  . . . 

Ulster  

Warren  

Washington  . . 

Wayne 

Westchester  . . 
Wyoming  .... 
Yates 


John  H.  Carter Albany 

Gustave  George  Frinsell.  .Houghton 

Harry  J.  Lesnick Bronx 

John  F.  Spring Binghamton 

Norman  A.  Kraft Randolph 

Robert  J.  Schaffer Auburn 

Hugo  Szabo Jamestown 

John  H.  Burke,  Jr Elmira 

Richard  B.  Foster Norwich 

Nello  V.  Delbel Plattsburgh 

Edward  P.  Ginouves Hudson 

Howard  D.  Kelley Cortland 

Thomas  E.  Lavell,  Jr Walton 

Frank  C.  Starpoli ....  Poughkeepsie 

James  R.  Nunn Buffalo 

William  Vilardo Ticonderoga 

John  T.  St.  Mary Malone 

John  W.  Esper Gloversville 

Sydney  L.  McLouth Corfu 

Paul  M.  Snapper Catskill 

G.  Roger  Weeden,  Jr Ilion 

James  C.  Harberson.  . . .Watertown 
A.  W.  Martin  Marino,  Jr. . Brooklyn 

John  C.  Herrman Lowville 

Nadene  D.  Hunter Sonyea 

George  R.  Kinsella Oneida 

Philip  M.  Winslow Rochester 

Thomas  S.  Velz Amsterdam 

John  P.  Glaubitz Bethpage 

Edward  A.  Burkhardt.  . .New  York 
Edward  C.  Weppner.  Niagara  Falls 

Robert  B.  Wallace Utica 

John  A.  Root Syracuse 

Verne  M.  Marshall Geneva 

Robert  W.  Rakov Goshen 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Jacob  H.  Buchbinder.  . . . Brewster 

Norton  M.  Luger Flushing 

Julien  A.  Hebert Troy 

Harvey  R.  Levanthal . Staten  Island 
Jerome  M.  Seides ....  Spring  Valley 
Edward  P.  Whalen ....  Ogdensburg 
Jacob  S.  Feynman . Saratoga  Springs 
Gerald  F.  Parkhurst . . . Schenectady 

Jay  V.  Dewell Cobleskill 

Bartlett  C.  Gardner.  .Montour  Falls 

Mario  J.  Polzinetti Waterloo 

Donald  F.  Coon Bath 

Andrew  W.  Lawrence . . Huntington 

S.  G.  Holtzman . . . South  Fallsburg 

Walter  S.  Dietrich Owego 

C.  L.  Sprinkle Ithaca 

John  L.  Alley Kingston 

Daniel  F.  O’Keeffe Glens  Falls 

George  Digman Cambridge 

Norman  R.  Loomis Ontario 

Francis  T.  Rogliano . Mount  Vernon 

T.  Naprawa Warsaw 

Robert  W.  Laughlin Perm  Yan 


Ernest  A.  Kopp Albany 

Irwin  Felsen Wellsville 

Tiffany  Lawyer.  Jr Bronx 

Francis  J.  Gilroy Binghamton 

Bernard  S.  Yurick Olean 

William  Ventimiglia Auburn 

Lew  is  F.  Kibler Jamestown 

Raymond  H.  Stoddard  . . . .Elmira 

Hugh  D.  Black Oxford 

Henry  K.  Freedman.  . Plattsburgh 

Joseph  Bellamy Hudson 

Robert  L.  Eberly Cortland 

Ernest  Atlas Walton 

Alfred  P.  Pinard Poughkeepsie 

Julia  M.  Cullen Buffalo 

H.  V.  W.  Bergainini  Lake  Placid 

Leon  Passino Malone 

Frank  S.  Dealing Gloversville 

Dominick  Cultrara Batavia 

Barbara  K.  Voslnirgh.  . . .Coxsackie 
J.  L.  Kingsland . . Richfield  Springs 

Eugene  M.  Renzi Watertown 

Ralph  M.  Schwartz  . Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Leam Mt.  Morris 

Asa  J.  Smith Oneida 

Harry  C.  Miller Rochester 

John  Riley  McNulty ....  Amsterdam 
Stephen  Schmeiser.  . . .Massapequa 

W.  Graham  Knox New  York 

Maria  A.  Crea  Smith . Niagara  Falls 

Milton  Dorfman Rome 

John  T.  Prior Syracuse 

Delmer  E.  Batcheller.  .Canandaigua 
Richard  E.  Passenger.  . . .Newburgh 

Kenneth  J.  Clark Medina 

Joseph  J.  Guarrera Fulton 

Richard  L.  Haines Oneonta 

Henry  L.  Kamin Brewster 

Murray  Elkins Howard  Beach 

Rocco  A.  Farano Troy 

Vincent  L.  Montanti.  .Staten  Island 

Burton  Allyn Spring  Valley 

William  R.  Carson Helena 

M.  O’Connell Saratoga  Springs 

W.  J.  Farrell,  Jr Schenectady 

Thomas  W.  Greenlees . . . Cobleskill 
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PHYSICIANS  WANTED— CONT'D 


J ASSOCIATE  MEDICAL  DIRECTORS  V 
PHARMACEUTICAL  INDUSTRY 

Tremendous  growth  in  the  pharmaceutical  In- 
dustry has  created  many  outstanding  career 
positions  that  offer:  Excellent  starting  salaries, 
Liberal  fringe  benefits  equivalent  to: 

• 30%  ol  Base  Salary  • Regular  Hours  Vacations 

• Opportunity  to  travel  • Research  affiliations. 

For  further  information  regarding  a career  in 
Industry,  please  reply  in  confidence  to:  Medi- 
cal Division 

- t2ui*w 

Management  Recruiting  Consultants  -- 

A 576  Fifth  Ave.,  New  York,  N.Y.  10036  ( 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
nartnprstbiii  Sifarl.incr  onlnru  i.r»  $99  non  nrifh  t.Vio  r»r»c«i- 


bility  of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


CANANDAIGUA:  PSYCHIATRISTS  & PHYSICIANS 

interested  in  psychiatry.  1,600-bed,  predominantly 
psychiatric  Veterans  Hospital,  located  in  the  beautiful 
Finger  Lakes  resort  area,  25  miles  from  Rochester.  Hos- 
pital is  affiliated  with  the  University  of  Rochester  Medical 
School.  Active  medical  and  surgical  services.  Salary 
depends  on  qualifications  and  increases  periodically. 
Fringe  benefits  and  promotions  are  excellent.  30  days 
of  annual  leave  and  15  days  of  sick  leave.  Retirement, 
health,  life  insurance  plans,  and  other  fringe  benefits. 
Can  pay  moving  expenses.  License  in  any  state  required. 
Equal  Opportunity  Employer.  Contact  Director  or 
Chief  of  Staff,  VAH,  Canandaigua,  N.Y.  14424. 


GENERAL  PRACTITIONERS  OR  SPECIALISTS 
wanted  to  replace  four  successful  physicians,  three  lost 
through  retirement  and  one  by  death.  Presently  two 
small  hospitals,  combined  52  bed  capacity.  92  bed  com- 
munity-hospital 10  minutes  away,  soon  to  more  than 
double  present  capacity.  Friendly  community  of  6500, 
with  excellent  school  system,  18  hole  championship  golf 
course,  skiing,  halfway  between  Rochester  and  Syracuse, 
and  20  minutes  from  Lake  Ontario  and  Finger  Lakes  area. 
Contact:  George  C.  Yackel,  Mayor,  Village  of  Lyons,  76 

William  Street,  Lyons,  New  York  14489. 


WANTED:  GENERAL  PRACTITIONER,  ADIRON- 

dack  Mountain  resort  area.  Ski  development,  hunting, 
fishing,  all  winter  and  summer  sports  within  six  miles  of 
village.  New  30  bed  hospital.  Office  space  available. 
Ideal  family  area.  Contact:  Mrs.  Harold  ,J.  Nichols, 

Committee  for  Doctors,  35  Park  St.,  Tupper  Lake,  N.Y. 
12986. 


PSYCHIATRIST (S) : PROGRESSIVE  UPSTATE  NEW 

York  college  community,  anxious  to  assist  in  the  establish- 
ment of  private  psychiatric  practice.  Opportunity  also  to 
relate  to  a County  Mental  Health  Program,  as  well  as 
collegiate  student  health  needs,  if  interested.  Write  to: 
Edward  C.  Ackerman,  Admin.,  A.  O.  Fox  Memorial  Hos- 
pital, Oneonta,  N.Y.  13820. 


PSYCHIATRY,  RESIDENT-FELLOW.  IN-PATIENT 
service  of  general  hospital.  Excellent  opportunity  for 
establishing  private  practice  in  fine  residential  community, 
30  minutes  from  central  New  York  City.  Half  time: 
$12,000,  with  good  potential  for  $35,000-$45,000  per  year. 
New  Jersey  license  and  Board  eligibility.  Write  Adminis- 
trator, or  S.  Prentice,  M.D.,  Chief  of  Psychiatry,  Engle- 
wood Hospital,  Englewood,  New  Jersey  07631. 


ORTHOPEDIC  RESIDENCY  AVAILABLE.  NEW 
program.  Approval  pending.  Excellent  opportunity. 
Write  or  call:  Director,  Orthopedic  Surgery,  The  Bronx  - 

Lebanon  Hospital  Center,  New  York,  N.Y.  Tel:  (212) 

588-7000. 


ANESTHESIOLOGIST  WANTED.  LICENSED  QUAL- 
ified.  Full  time  and/or  part  time,  small  voluntary  hos- 
pital, N.Y.C.  Fee  for  service  plus  guarantee.  Box 
894,  %N  YSJM. 


ANESTHESIOLOGIST  WANTED:  RESIDENCY 

trained,  some  experience.  Fee  for  service.  Small  active, 
private  hospital  in  Manhattan.  No  obstetrics;  almost 
no  night  emergency  work.  Full  or  part  time  work  avail- 
able. Box  895,  %N YSJM. 


FULL  OR  PART  TIME  PEDIATRICIAN,  BOARD 
eligible  or  Board  certified,  wanted  for  Brooklyn  Medical 
Center.  UL  5-1400,  ext.  719. 


PEDIATRICIAN,  FORMING  MEDICAL  MULTI-SPEC- 
ialty  group  to  serve  Beacon-Cold  Spring  area.  Minimum 
guarantee:  no  investment;  fully  equipped.  Phone  (914) 
265-3606. 


PSYCHIATRIST  WANTED  FOR  COMMUNITY  MEN 
tal  Health  Clinic  located  in  rural  area  of  Western  New 
York.  Would  require  two  days  per  week  maximum.  Pres- 
ent professional  staff  of  two;  Clinical  Psychologist- Ph.D. 
and  Psychiatric  Social  Worker-ACSW.  Full  clerical  staff. 
Address  inquiries  to  Richard  T.  Williams,  M.D.,  Wyoming 
County  Community  Hospital,  Warsaw,  New  York  14569. 


OPPORTUNITY  FOR  GENERAL  PRACTITIONER  TO 
grow  with  island  community  100  miles  east  of  Manhattan. 
Summer  resort  activities  increase  year-round  population 
of  1,600  to  8,000  April  through  November.  Long  estab- 
lished practice  to  be  available  late  spring  due  to  personal 
circumstances.  Well  equipped  65-bed  hospital  and  new 
nursing  home  in  neighboring  community.  For  complete 
details,  communicate  with  Frank  Gross,  M.D.,  or  Super- 
visor Evans  K.  Grilling,  Shelter  Island  Heights,  New  York 
11965. 
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PHYSICIANS  WANTED— CONT’D 


FAMILY  OF  GENERAL  PRACTITIONER,  NEW  YORK 
licensee;  excellent  opportunity;  progressive,  small  com- 
munity serving  20,000  population  in  northern  New  York 
not  far  from  several  ma)or  teaching  centers;  space  avail- 
able in  doctors  office  building  adjacent  69  bed  JCAH 
hospital;  minimum  guarantee  considered.  For  further 
information  and  details,  contact  George  11.  Hanlon,  M.D.. 
Doctors  Office  Building,  77  W.  Barney  St.,  Gouverneur, 
N.Y.  13642. 


OBSTETK IC I AN-G Y N ECOLOG  1ST  TO  DIRECT  SEE 
vice  in  69  bed  JCAH  community  hospital  in  progressive 
northern  New  York  community  close  to  several  teaching 
centers;  Board  qualifications  and  New  York  State  license 
required;  will  guarantee  minimum  if  desired.  For  de- 
tails, contact  George  H.  Hanlon.  M.D.,  Doctors  Office 
Building,  77  W.  Barney  St.,  Gouverneur,  N.Y.  13642. 


INTERNIST,  PEDIATRICIAN,  OPHTHALMOLOGIST, 
or  ENT  to  establish  private  practice.  Five  other  special- 
ists in  same  medical  center.  Attractive,  fast  growing  com- 
munity. Information,  contact  John  E.  I^ombardi,  D.D.S., 
39  Newton  Sparta  Ed.,  Newton,  N.J.  (201)  383-4421. 


CAMP  PHYSICIAN.  FULL  OR  PART'  SUMMER. 
Camp  Scatico,  well-established  brother-sister  camp;  260 
campers,  90  staff;  100  miles  north  of  New  York  City. 
Excellent  facilities:  tennis,  golf,  waterfront.  lakeside 

accommodations.  Infirmary,  nurses.  For  further  infor- 
mation: Nat  Holman  (212)  BU  8-9089.  or  Irwin  Fleisch- 

ner,  25  Fenimore  Rd.,  New  Rochelle  (914)  235-4499. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXPERIENCED.  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


GENERAL  SURGEON  DESIRES  ASSOCIATION  WITH 
group  or  another  surgeon.  Semi-academic  or  academic 
position  also  possible.  N.Y.C.  or  suburb  or  semi-rural. 
Box  896,  % NYSJM. 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and. 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE;  WILL 
introduce.  Florida  license  required.  P.O.  Box  4481, 
Miami  Beach,  Florida  33141. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON.  FOR  SALE— 10  RM.f  3 BATH  HOME 
attached  5 rm  office  wing;  Choice  corner,  main  st.,  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.I).,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


WE  ARE  OFFERING  AT  THE  PRESENT  TIME  OFFI- 
eee  to  rent  in  an  admirably  suited  location,  for  all  profes- 
sions. These  offices  are  wood- paneled;  elevator,  air- 
conditioned,  beautiful  lobby,  etc.,  on  a very  desirable 
thoroughfare,  surrounded  by  newly  erected  apartment 
buildings  with  more  to  come.  (914)  337-5155,  or  (212) 
877-5520. 


90  CENT  RAL  PARK  WEST,  CORNER  78  ST.,  800  SQ. 
ft.  professional  office  on  street  floor  of  new  24-story  luxury 
building.  Rent  $450.  Alter  to  suit.  Call  Mr.  Greenwald, 
CH  3-7000. 


FOR  SALE  FOR  VALUE  OF  NICE  BUILDING  AND 
equipment.  7 room,  centrally  air-conditioned  & heated 
office  with  4 room  modern  apartment  above.  Office 
beautifully  furnished  and  decorated;  waiting  room  (12 
chairs);  nurses  station;  consultation,  3 treatment  rooms; 
100  MA  Picker  X-ray,  developing  room;  lab.  Presently 
general,  suitable  any  type  practice.  South  Shore,  Long 
Island.  Grossing  $70,000.  Will  introduce.  Will  finance. 
Box  893,  % NYSJM. 


PROPERTY  FOR  SALE:  IDEAL  OFFICE/HOME 

location  centrally  situated  in  Dobbs  Ferry.  River  view. 
Adjacent  to  large  nursing  home  under  construction.  Will 
sell  property  alone,  or  build  to  suit.  Write  for  details,  or 
phone  in  A.M.,  Zenith  Homes,  138  Palisade  St.,  Dobbs 
Ferry,  N.Y.  10522.  (914)  693-3377. 


SUBTENANT  TO  SHARE  SPACE  IN  EIGHT-ROOM 
fully  equipped,  well  appointed  medical  office.  Centrally 
located  in  Hollis-Flushing  area.  Phone  (212)  HO  4-6262. 


YONKERS,  WESTCHESTER  COUNTY:  PROFES- 

sional  offices  now  available  in  modem  apartment  building 
near  new  Central  Ave.  arterial  highway.  Air  conditioned. 
Suitable  any  specialty.  Palmer  Towers,  632  Palmer 
Road,  Yonkers,  N.Y.  Call  (914)  WO  1-5800. 


FOR  RENT:  DOCTOR’S  FURNISHED  OFFICES, 

waiting  room,  two  examination  rooms.  Located  in  Buf- 
falo’s fastest  growing  suburb.  Close  to  hospitals  and  Uni- 
versity of  Buffalo.  Ideal  location  with  ample  parking. 
Established  practice  for  thirty-six  years  by  deceased 
doctor.  For  information,  call  632-2591,  or  write  Mrs.  R.  R. 
Greil,  5674  Main  St.,  Williamsville,  N.Y.  14221. 


OFFICE  SPACE  AVAILABLE  IN  NEW,  AIR  CONDI- 
ditioned,  brick  medical  building  with  ample  parking. 
Prime  location  on  Route  304  in  the  center  of  Rockland 
County.  Box  897,  % NYSJM. 
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Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HC1— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  closes  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
itf/oor/-ancmia,  thrombocytopenic  purpura, 
neutropenia,  cosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


I.EDERLH  LABORATORIES,  A Division  of  American  Cyanamic!  Company,  Pearl  River.  New  York  10965 
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unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 

Quinamm 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapv  for  niaht  lea  cramps 


Trichomonads...  Monilia..  .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1'4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9  " 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 

Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
trava^inally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L:  J.  Miss.  M.A.  8:529, 

1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 

Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 

R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40  : 887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T A.:  Med.  Ann.  D.C.  37:358,  1968. 
1 1.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELl  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 


rncA  u (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Ql  IDD^QITODICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUrr  Uul  I vylxlLO  1 05  Gm.,  allantoin  0.014  Gm.) 


Treating  vaginitis 
is  as  easy  as  AVC 
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NEW  YORK  CITY  AREA 


SUNDAY,  MARCH  1 

8:15  a.m.-l  : 30  p.m. 

Brookdale  Hospital  Center 

Theodore  Shapiro  Residence  Hall 
Rockaway  Parkway  and  Linden  Boulevard 
Brooklyn 

NEPHROTIC  SYNDROME  IN  CHILDREN 
AND  ADULTS  (Panel  Discussion) 

1.  The  Pathology  of  Idiopathic  Nephrotic 
Syndrome 

JACOB  CHURG,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Nephrotic  Syndrome  in  Childhood 

ROY  J.  CACCIAGUIDA,  M.D. 

3.  Idiopathic  Nephrotic  Syndrome  of 
Adults 

MARVIN  H.  GOLDSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

4.  Pathogenesis  and  Treatment  of 
Edema  in  Nephrotic  Syndrome 

E.  LOWELL  BECKER,  M.D. 

Cornell  University  Medical  College 

5.  Panel  Discussion 

Moderator:  JEROME  G.  PORUSH,  M.D. 

Panel:  The  above  speakers 

NO  FEE  CREDIT:  C-l 


March  2,  1970  / March  6,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue — Suite  305 

PHYSICIANS  IN  INDUSTRY 

FEE:  $125 

Inquiries  and  applications  may  be  obtained  at  the 
above  address.  Tel.  (2 1 2)  568-4334. 


MONDAY,  MARCH  2 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club 
Regional  Pathology  Society 

Pathology  Conference  Room 
The  Brooklyn  Hospital  division  of  the 
Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue  at  Ashland  Place 
Brooklyn 

NO  FEE 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 


1.  Obituary  for  Dr.  Joseph  Berberich 

KARL  HOFFMANN,  M.D. 

FREDERIC  BURGHEIM,  M.D. 

ROBERT  GOETZ,  M.D. 

2.  Behind  the  Palatine  Curtain,  a Cancer 
Threat 

SAMUEL  M.  BLOOM,  M.D. 

Mount  Sinai  School  of  Medicine 

Members  of  the  Medical  Profession  are  Invited 


March  3,  1970  and  March  10,  1970 
Maimonides  Medical  Center 

Main  Building — 4th  floor  Lecture  Hall 

4802  Tenth  Avenue 

Brooklyn 

Pediatric  Postgraduate  Conferences 

March  3 

Gastrointestinal  Ulcers  in  Children 

PETER  K.  KOTTMEIER,  M.D. 

Downstate  Medical  Center 

March  10 

Pediatric  Orthopaedic  Checklist 
Examination  of  the  Newborn  and  Infant 

ROBERT  S.  SIFFERT,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-l 


March  3,  1 970  / for  five  sessions 

8:30  p.m.,  Tuesdays 

The  American  Institute  for  Psychoanalysis 

Karen  Homey  Clinic  Building 
329  East  62nd  Street 

KAREN  HORNEY’S  HOLISTIC 
APPROACH  TO  THE  THEORY  AND 
PRACTICE  OF  PSYCHOANALYSIS 

NO  FEE 


TUESDAY,  MARCH  3 

8:30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  103rd  Street,  Room  440 

THE  SUPEREGO  IN  CREATIVE 
LIVES  AND  WORKS 

PHILIP  WEISSMAN,  M.D. 

Discussant: 

JOHN  W.  CEDERQUIST,  M.D. 


March  4,  1970  and  March  1 1,  1970 

4:00-5:15  p.m.  and  5:30-6:45  p.m.,  Wednesdays 

New  York  City  Department  of  Health 

Second  Floor  Conference  Room 
1 25  Worth  Street 

Continuing  Education  Course  for  Physicians 
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March  4 — 4 : 00-5  :1 5 p.m. 

Experimental  Work  with  Obesity  in 
Children 

JEROME  KNITTLE,  M.D. 

Mount  Sinai  School  of  Medicine 

5:  30—6 : 45  p.m. 

Nutrition  in  Early  Life:  The  Ultimate 

Cell  Size  and  Cell  Number  in  Various 
Tissues 

MYRON  WINICK,  M.D. 

Cornell  University  Medical  College 

March  1 1-4:00-5:1  5 p.m. 

Research  Findings  in  the  Area  of  Salt 
Intake  and  Hypertension 

LEWIS  K.  DAHL,  M.D. 

Brookhaven  Laboratory 

5 : 30—6 : 45  p.m. 

New  York  City  Nutrition  Survey 

ROBERT  NEWMAN,  M.D. 

National  Nutrition  Survey 

CREDIT:  C-1 


March  4,  1970  and  March  1 1,  1970 

8:00—10:00  a.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 

Coney  Island  Hospital 
Ocean  ond  Shore  Parkways 
Brooklyn 

Continuing  Education  in  Psychiatry 
for  Community  Physicians 

March  4 

How  to  Manage  the  Dying  Patient 
March  1 1 

The  Organic  Mental  Syndromes; 
Recognition  and  Management 

Speakers 

MORTON  WACHSPRESS,  M.D. 

LESLIE  FINE,  M.D. 

DAVID  N.  GRAUBERT,  M.D. 

NO  FEE  CREDIT:  C-1 


March  5,  1970  / March  7,  1970 

Thursday,  Friday  and  Saturday 

The  New  York  and  Brooklyn  Committee  on 
Trauma  of  the  American  College  of 
Surgeons 

Auditorium  of  Alumni  Hall  N.  Y.  U. 

Medical  Center 
550  First  Avenue 

The  First  American  Course  on 

PRINCIPLES  OF  COMPRESSION 
OSTEOSYNTHESIS  INTERNAL  SKELETAL 
FIXATION  WITH  THE  A.S.I.F.  (FORMERLY 
A-O)  TECHNIQUES 


FEE:  $1  50  (Registration  limited) 

Write:  Gerald  W.  Shafton,  M.D.,  Chairman,  New  York 

and  Brooklyn  Committee  on  Trauma,  450  Clarkson 
Avenue,  Brooklyn,  N.Y.  1 1 023 


March  5,  1970  and  March  12,  1970 

9:00-1 1 :00  o.m. 

Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

RECENT  ADVANCES  IN  INFECTIOUS 
DISEASES 

March  5 

Pneumonias 

JOHN  L E.  WOLFF,  M.D. 

New  York  Medical  College 

March  12 

Viral  Immunization 

FELIX  WASSERMAN,  M.D. 

New  York  Medical  College 

NO  FEE  CREDIT:  C-1 


March  5,  1970  and  March  12,  1970 

2:00—3:30  p.m.,  Thursdays 

The  Roosevelt  Hospital 
Department  of  Psychiatry 

428  West  59th  Street 
Winston  Conference  Room 

March  5 

The  General  Practitioner  and 
Community  Psychiatry 

JAN  EHRENWALD,  M.D.  ond  EDWARD  KLOTH,  M.D. 

March  12 

Evaluations  of  Community 
Mental  Health  Programs 

HARRY  GOTTESFELD,  Ph.D. 


March  5,  1970  / May  7,  1970 

4:30—6:00  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

Fifth  Avenue  at  1 00th  Street 

HYPNOSIS  FOR  THE  PHYSICIAN 
AND  DENTIST 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  C-1 


March  5,  1970  and  March  12,  1970 

8:30  p.m.,  Thursdays 

St.  Luke’s  Hospital  Center 

Amsterdam  Avenue  at  1 14th  Street 
Sunderland  Auditorium 
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March  5 
Malaria 

DAVID  REIFSNYDER,  M.D. 

March  12 

Current  Status  of  Medicaid 

JAMES  HAUGHTON,  M.D. 

NO  FEE 


March  6,  1 970  and  March  1 3,  1 970 

4:00-5:00  p.m.,  Fridays 

Institute  of  Cancer  Research 
Columbia  University  P & S 
Francis  Delafield  Hospital 

99  Fort  Washington  Avenue 

March  6 

Nucleoplasmic  Ribonucleoprotein 
Particles 

A.  O.  POGO,  M.D. 

March  13 

Organization  and  Biogenesis  of 
Endoplasmic  Reticulum  and  Chloroplast 
Membranes 

PHILIP  SIEKEVITZ,  M.D. 

Rockefeller  University 

Supported  by  the  American  Cancer  Society,  New  York 
City  Division,  Inc. 


March  6,  1970  and  March  13,  1970 

8 : 00-9 : 30  a.m.,  Fridays 

Maimonides  Medical  Center,  Department 
of  Pediatric  Services  and  the  Department 
of  Obstetrics  and  Gynecology,  State 
University  of  New  York,  Downstate 
Medical  Center  and  Kings  County  Chapter 
of  AAGP 

4802  Tenth  Avenue 
Fuhs  Auditorium 
Brooklyn 

The  Approach  to  Pediatrics  and  Gynecology  for  the 
Family  Physician 


HUMAN  ENDOCRINOLOGY— WITH 
EMPHASIS  ON  GYNECOLOGICAL  AND 
MEDICAL  ASPECTS 

HERBERT  S.  KUPPERMAN,  M.D.  and 
IVAN  S.  YOUNG,  M.D. 

FEE:  $150 

For  further  information,  contact:  WILLIAM  D.  SICHER, 

M.D.,  Coordinator  of  Medical  Education,  at  the  above 
address. 


March  9,  1970  / March  27,  1970 

Full  time  three-week  course 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

OCCUPATIONAL  AND 
ENVIRONMENTAL  MEDICINE 

DAVID  H.  GOLDSTEIN,  M.D.,  Directing 
FEE:  $375 

$250  for  two  week  segments. 

Applications  immediately 


March  9,  1970  / March  28,  1970 

Full  time  three-week  course 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 
Suite  305 

A THREE-WEEK  INSTITUTE  ON 
COMPREHENSIVE  HEALTH  PLANNING 

Inquiries  should  be  directed  to:  FRANCIS  C.  LINDA- 

MAN,  Director,  Program  of  Continuation  Education,  at 
the  above  address.  Tel.  (21  2)  568-4334 

FEE:  375 


March  9,  1970  / March  13,  1970 

9 : 00  a.m.-5 : 00  p.m. 

The  Long  Island  Jewish  Hospital/ 
Queens  Hospital  Center 

82-68  1 64th  Street 
Jamaica 


March  6 

Antibiotics  and  Infectious 
Diseases  in  Pediatrics 

March  13 
Menopause 

ABRAHAM  ROSENBERG,  M.D. 
Downstate  Medical  Center 

NO  FEE 


March  9,  1970  / March  13,  1970 

Full  time 

Lenox  Hill  Hospital 

1 00  East  77th  Street 
Postgraduate  Program 


REFRESHER  COURSE  FOR  RESIDENTS  IN 
RADIATION  THERAPY  AND  PHYSICS 

J.  H.  DAVENPORT,  M.D. 

G.  SHAPIRO,  M.S. 

CREDIT:  C-1  FEE:  $50 

Apply  to:  J.  SMULEWICZ,  M.D.,  Director,  Dept,  of 

Radiology,  at  the  above  address. 


March  9,  1970  and  March  16,  1970 

3 : 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
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City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

March  9 

Chronic  Dialysis  versus  Renal 
Transplantation 

EUGENE  SCHUPAK,  M.D. 

March  16 

Management  of  Polycythemia  Vera 

HARRIET  GILBERT,  M.D. 

Speakers  are  from  Mount  Sinai  School  of  Medicine 
NO  FEE  CREDIT:  C-l 


MONDAY,  MARCH  9 

8:30  p.m. 

New  York  Academy  of  Gastroenterology 

2 East  1 03rd  Street 

1.  Zollinger  Ellison  Syndrome 

D.  DIXIT,  M.D. 

Discussed  by:  PHILIP  A.  LO  PRESTI,  M.D. 

Queens  Hospital  Center,  CMC  Division 

2.  An  Unusual  Case  of  Portal 
Hypertension 

COSMOS  PHILLIPS,  M.D. 

Discussed  by:  ROBERT  LEVINE,  M.D. 

Brooklyn-Cumberland  Medical  Center 

Paper  of  the  Evening 

Viral  Hepatitis  in  East  Harlem 

ALEXANDER  RICHMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


WEDNESDAY,  MARCH  11 

4 : 00—5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

TUMORS  IN  PEDIATRICS 

HOWARD  W.  DARGEON,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

NO  FEE  CREDIT:  C-l 


4:00—5 :00  p.m. 

State  University  of  New  York 

Downsfate  Medical  Center 
Sixth  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

INFLUENCE  OF  PERIODICITY  OF 
EATING  ON  ADIPOSE  TISSUE 
METABOLISM 

GILBERT  A.  LEVEILLE,  Ph.D. 

University  of  Illinois 


8 : 30  p.m. 

The  Stuyvesant  Polyclinic 

1 37  Second  Avenue 

SURGICAL  TREATMENT  OF  THE 
RHEUMATOID  HAND 

JULIAN  ZWEIG,  M.D. 

Beth  Israel  Hospital 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103  rd  Street 

DEFINITIVE  CONTRIBUTION  OF 
BERNARD  S.  ROBBINS  (Panel  Discussion) 

Moderator: 

SAMUEL  S.  KAUFMAN,  M.D. 

Panelists: 

IRVING  J.  CRAIN,  M.D.,  LEONARD  C.  FRANK,  M.D., 
LESTER  GELB,  M.D.,  LEONARD  GOLD,  M.D., 

JEAN  MILLER,  M.D.  and  EDWIN  S.  ROBBINS,  M.D. 

NO  FEE 


8 : 30  p.m. 

Bronx  Pediatric  Society 

Montefiore  Hospital  and  Medical  Center 
1 1 1 East  210th  Street 
Rosenthal  Auditorium 
Bronx 

A RADICAL’S  APPROACH  TO 
PEDIATRIC  DERMATOLOGY 

ROBERT  L BRENT,  M.D. 

Jefferson  Medical  College  of  Philadelphia 


THURSDAY,  MARCH  12 

11:00  a.m. 

The  Williamsburgh  Hospital 

757  Bushwick  Avenue 
Brooklyn 

TRAUMA 

GEORGE  RAWLER,  M.D. 

NO  FEE  CREDIT:  C-1 


4:00  p.m. 

N.Y.U.  School  of  Medicine 

550  First  Avenue 

PARKINSON,  1775-1824 

ADRIAN  ZORGNIOTTI,  M.D. 


8 : 00  p.m. 

The  Brooklyn  Neurological  Society 

Downstate  Medical  Center 
Basic  Science  Building 
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Lecture  Hall  No.  2 
450  Clarkson  Avenue 
Brooklyn 

DISEASES  OF  THE  EXTRAOCULAR 
MUSCLES 

ROBERT  JAMPEL,  M.D. 

Columbia  Presbyterian  Medical  Center 


9 : 00  p.m. 

Booth  Memorial  Hospital 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

ACUTE  LEUKEMIA  AND 
BURKITT’S  TUMOR 

JOSEPH  H.  BURCHENAL,  M.D. 
Memorial  Hospital,  N.Y.C. 


FUTURE  EVENTS  IN  NEW  YORK  CITY 


May  19,  1970  / May  22,  1970 

9:00  a.m.-5:00  p.m.,  Tuesday-Friday 

Cornell  University  Medical  College 

Cornell  University  Medical  College 
1 300  York  Avenue 

SURVEY  OF  PEDIATRIC  RADIOLOGY 

JOHN  CAFFEY,  M.D.,  FREDERIC  SILVERMAN,  M.D., 
CHARLES  SHOPFNER,  M.D.,  DAVID  BAKER,  M.D., 
WALTER  BERDON,  M.D.,  HERBERT  KAUFMANN,  M.D., 
LEONARD  LANGER,  M.D.,  JOHN  MOSELEY,  M.D., 
and  HOOSHANG  TAYBI,  M.D. 

FEE:  $125 


May  10,  1970  / May  14,  1970 

New  York  State  Academy  of  General 
Practice 

Statler  Hilton  Hotel 

ANNUAL  CONVENTION 

Address  Inquires  to:  Mr.  Lawrence  Kennedy,  84  Main 

Street,  Binghamton,  N.Y.  13905. 

CREDIT:  C-l 


ALBANY  AREA 


Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  1 2208 

March  5,  1970 
Hematology 
March  12,  1970 

Pulmonary  Diseases 


March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Stroke 

CREDIT:  C-l 


BUFFALO  AREA 


FRIDAY,  MARCH  6 

8 : 45  a.m.-5 : 00  p.m. 

School  of  Medicine,  State  University 
of  New  York  at  Buffalo 

C Basement  Conference  Room 
E.  J.  Meyer  Memorial  Hospital 
462  Grider  Street 
Buffalo 

DEPRESSION  IN  THE  MEDICALLY 
ILL  PATIENT 

Friday  Morning 

1.  Assessing  Depression  in  the  Physically 
III  Patient 

GEORGE  L.  ENGEL,  M.D. 

The  University  of  Rochester  School  of  Medicine 
COLIN  GRANT,  M.D. 

ARTHUR  H.  SCHMALE,  JR.,  M.D. 

The  University  of  Rochester  School  of  Medicine 

2.  Interviewing  the  Depressed  Medical 
Patient 

Doctors  ENGEL,  GRANT  and  SCHMALE,  JR. 

Friday  Afternoon 

1.  The  Patient  Who  "Gives  Up” 

ARTHUR  H.  SCHMALE,  JR.,  M.D. 

2.  The  Giving  up — Given  Up  Complex 

DOCTORS  ENGEL,  GRANT  and  SCHMALE,  JR. 

FEE:  $15  CREDIT:  C-l 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 
March  6 

Depression  in  the  Medically  III  Patient 
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March  12-June  11  (Thursday  evenings) 
Physical  Examination  of  the  Cardiac 
Patient 
April  9 

Neurology  Seminar  Day 
April  10  and  1 1 

Thirty-third  Annual  UB  Alumni 
Spring  Clinical  Days 
May  7 

Ear,  Nose  and  Throat 
May  1 4 and  1 5 

New  Adjuncts  in  Anesthesiology 
May  27  and  28 

Geriatric  Medicine 
June  1 and  2 

Rehabilitation  of  Strokes  and 
Spinal  Cord  Injuries 

CREDIT:  C-l 




TWO-WAY  TELEPHONE 
CONFERENCES 


TWO-WAY  CONFERENCE  PROGRAMS 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  expanded 
network.  It  is  anticipated  that  for  the  current  yeor  there 
will  be  about  60  outlets  on  the  network  organized  by  the 
Regional  Medical  Program. 

Three  series  are  planned:  A weekly  series  of  general 

interest  presented  Tuesday  mornings  beginning  Sept.  1 6 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the  first 
Wednesday  and  the  once-a-month  series  on  Trauma  pre- 
sented on  the  fourth  Thursday  at  1 0 : 30  a.m. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.,  Tel.  (716) 
833-2726. 


NASSAU  COUNTY 


March  4,  1970  and  March  1 1,  1970 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

Lectures  in  Pathology 

Given  by:  E.  J.  FELDERMAN,  M.D. 

March  4 

Kidney  and  Lower  Urinary  Tract 
March  1 1 

Female  Genital  Tract 

CREDIT:  C-1 


ROCHESTER  AREA 


THURSDAY,  MARCH  5 

9:00  a.m. 

Rochester  General  Hospital 

Main  Conference  Room 
1 425  Portland  Avenue 

GASTROENTEROLOGY 

FEE:  $15  CREDIT:  C-l 


RADIO  FOR  NEW  YORK  CITY  AREA 


For  the  Month  of  March 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 
Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  Mhz. 

March  2 

Malpractice  and  other  Medico-Legal 
Problems 

Cyril  H.  Wecht,  M.D.  LLB. 

Charles  L.  Winck,  Ph.D. 

Duquesne  University 

March  9 

Pancreatitis 

Franz  Goldstein,  M.D. 

O.  Dhodanand  Kowlessar,  M.D. 

Jefferson  Medical  College  of  Philadelphia 

March  16 

Central  Venous  Pressure — Technique  and 
Clinical  Use 

Robert  O.  Burns,  M.D. 

Richard  H.  Wasserburger,  M.D. 

University  of  Wisconsin  Medical  School 

March  23 

A Common  Clinical  Problem — Depression 

Bernard  Berkowitz,  M.D. 

Alan  M.  Kraft,  M.D. 

N.  Michael  Murphy,  M.D. 

John  Nilsen,  M.D. 

Albany  Medical  College 

C-l  Credit  will  be  given  if  attendance  is  recorded 
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RADIO  FOR  ALBANY  AND 
CANTON  AREAS 


For  the  Month  of  March 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 
Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  Mhz. 
Station  WSLU-FM  (Canton)  96.7  Mhz. 

March  2 and  5 

Malpractice  and  other  Medico-Legal 
Problems 

Cyril  H.  Wecht,  M.D.,  LL.B. 

Charles  L.  Winck,  Ph.D. 

Duquesne  University 

March  3,  4,  and  6 

Diagnosis  and  Treatment  Conference 
Albany  Medical  College 

March  9 and  12 
Pancreatitis 

Franz  Goldstein,  M.D. 

O.  Dhodanand  Kowlessar,  M.D. 

Jefferson  Medical  College  of  Philadelphia 

March  10r  11,  and  13 

Pediatric  Ophthalmology 

William  M.  Gibson,  M.D. 

Richard  E.  Simmons,  M.D. 

Ohio  State  U niversity  College  of  Medicine 

March  16  and  19 

Central  Venous  Pressure-Technique  and 
Clinical  Use 

Robert  O.  Burns,  M.D. 

Richard  H.  Wasserburger,  M.D. 

University  of  Wisconsin  Medical  School 

March  17,  18,  and  20 

Radiotherapy  and  Oral  Cancer 

Isadore  Lampe,  M.D. 

University  of  Michigan  Medical  School 

March  23  and  26 

A Common  Clinical  Problem — Depression 

Bernard  Berkowitz,  M.D. 

Alan  M.  Kraft,  M.D. 

N.  Michael  Murphy,  M.D. 

John  Nilsen,  M.D. 

Albany  Medical  College 

March  24,  25,  and  27 

New  Approaches  to  Carcinoma  of  the 
Urinary  Bladder 

Marvin  Woodruff,  M.D. 

Albany  Medical  College 

C-l  Credit  will  be  given  if  attendance  is  recorded 


PHYSICIANS’  PLACEMENT 


DOLGEVILLE,  N.Y.,  Herkimer  County,  needs  a General 
Practitioner. 

CONTACT:  MR.  JOHN  E.  ADAMS,  Treasurer,  Daniel  Green 

Company,  Dolgeville,  N.Y.  13329.  Tel.  (315)  429- 
5111  or  222-8849. 


SALAMANCA,  N.Y.,  Cattaraugus  County,  is  recruiting 
Physicians  for  hospital  and  private  practice. 

CONTACT:  MISS  B.  J.  SOMERVILLE,  Administrator, 

Salamanca  District  Hospital,  150  Parkway  Drive, 
Salamanca,  N.Y.  1 4779. 


EVENTS  RECEIVED  AFTER  DEADLINE 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

Tuesday , March  3 at  7:00  p.m. 

SECTION  ON  DERMATOLOGY  AND 
SYPHILOLOGY  (Presentation 
of  Cases) 

Wednesday,  March  4 at  6:30  p.m. 

SECTION  ON  ANESTHESIOLOGY 
AND  RESUSCITATION  (Symposium 
on:  METABOLISM  OF  HALOGENATED 
ANESTHETICS  AND  SENSITIVITY  INMAN) 

Tuesday,  March  10  at  8:30  p.m. 

SECTION  ON  NEUROLOGY  AND 
PSYCHIATRY 


MONDAY,  MARCH  9 

8:00  p.m. 

Beth  Israel  Hospital 

1 2th  Floor  Conference  Room 

Dazian  Pavilion 

10  Nathan  D.  Perlman  Place 

RECENT  ADVANCES  IN  OUR 
KNOWLEDGE  OF  PULMONARY 
DISEASES  DUE  TO  OCCUPATIONAL 
INHALANTS 

NATHAN  S.  SERIFF,  M.D. 

Long  Island  Jewish  Medical  Center 
Queens  Hospital  Center  Affiliation 
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[RECORDED  ON  AN  ENGLISHMAN  S 
TOMBSTONE 


^EN  EATEN" 

ma^TON  Af«. 
ASTV  PUDOJNA 


HE  HAOOF- 
Sho  ULOER  c 

pfckof 


WAS  AWARE  OF  THE 
DANGERS  OF  OBESITY 
HE  WROTE.. 


WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


Wx  THE 

Tti  rnc 


COST  OF 

AMBAR 

EXTENTABS 


IS  APPROXIMATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 


AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 


AMBAR  #2 


BRIEF  SUMMARY/Indications:  Ambar 


help  control  most  patients’  appetite  for  up  ’ | suppresses  appetite  and  helps  offset  emo- 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  'villpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extcntabs®— methamphetamine 
hydrochloride  10  mg.,  phcnobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  yJ.U.nnRIN^i 

RICHMOND,  VA.  23220  /I  n /UUIItJ 


603 


now  an  your 
U.S.  Savings  Bonds  pay 
higher  interest. 


mm  mmms> 


Mr.  John  A.  Doe 
1500  Main  Street 
Any  town,  U. S. A. 


seriesE 


Q 0 000  000  0000. 


i*sj 


Now  it’s  official. 

Now  one  of  the  safest  investments 
in  the  world  brings  you  new  and 
higher  returns. 

Now  your  (J.S.  Savings  Bonds 
pay  the  highest  interest  in  history: 
a full  5 per  cent  when  held  to 
maturity  of  5 years  and  10  months. 
(4%  the  first  year;  5.20%  thereafter 
to  maturity).  Previously,  these  bonds 
earned  you  only  414%  if  you  held 
them  for  seven  years. 

The  new  interest  began  June  1, 
1969.  So  all  of  the  bonds  you  own, 
no  matter  when  you  bought  them, 
have  been  collecting  higher  interest 
since  that  time. 

Th  ose  bonds  are  still  replaced  if 
lost,  stolen  or  burned. 

You  can  still  buy  them  through 
the  payroll  savings  or  a bond-a- 


month  plan. 

Regardless  of  your  other  invest- 
ments, can  you  think  of  any  easier, 
better,  or  safer  way  to  build  a nest 
egg  for  yourself? 

It’s  nice  to  know  that  you  are 
doing  a little  something  for  Uncle 
Sam,  too.  The  $52  billion  in  U.S. 
Savings  Bonds  now  outstanding  in 
the  hands  of  millions  of  Americans 
go  a long  way  toward  keeping  your 
country  financially  strong. 

There  never  was  a better  time 
to  take  stock  in 
America. 

There’samanat 
the  place  where 
you  work  who 
can  start  you  on  w 

the  Payroll  Sav- 
ings  Plan  right  now. 


\ 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed,  we  replace  them. 

When  needed,  they  can  be  cashed  at  your  bank.  Tax  may  be  deferred  until 
redemption.  And  always  remember,  Bonds  are  a proud  way  to  save. 

Take  stock  in  America. 


Because  patients  can't,  or  won’t, 
exercise  muscles  and  joints 
while  the  pain  persists 


Encourage  massage 
Encourage  exercise 


“As  a surface  analgesic  it  [GER-O-FOAM]  en- 
hances the  usefulness  of  massage  by  reducing 
pain,  thus  permitting  functional  exercises  other- 
wise impossible  to  administer.’” 

In  rheumatoid  and  osteoarthritis,  low  back  pain, 
painful  healed  fractures,  whiplash  and  frozen 
shoulder,  GER-O-FOAM  . . . 

• provides  fast  penetration  of  skin  by  anesthetic 
and  analgesic  ingredients  for  prolonged  relief. 

• facilitates  exercising  and  increases  range  of 
motion. 

GER-O-FOAM  Aerosol  Foam  for  Massage  . . . 
methylsalicylate  30%  and  benzocaine  3%  in  a 
specially  processed  neutral  emulsion. 
Precautions:  If  rash  or  irritation  occurs,  discon- 
tinue. Avoid  application  in  or  near  eyes  or  open 
wounds. 

Available:  In  IV2  and  4 oz.  cans.  Economical 
therapy— with  approximately  125  applications 
in  each  4 oz.  can. 


1.  Gordon,  E.E.  and  Haas,  A.,  Industr.  Med.  Surg.  28:217,  May,  1959. 


GER-O-FOAM 

Relieves  pain  rapidly 
Improves  joint  mobility 

GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 
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Noses 
run  in  s 
families... 


but  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
prompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 

Neo-Synephrine  has  been  so  dependable  for  so  long  — over 
30  years  — it  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
for  ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
to  he-man's  cold  or  baby's  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  '/4  % is  safe 
even  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
ciliary  activity  and  has  little  rebound  tendency.  Used  promptly, 
Neo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
children  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
and  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  '/s  % for  infants,  '/4  % 
for  children,  V2  % for  adults.  Also  available:  Neo-Synephrine 
Compound  Cold  Tablets. 

Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 

- “ has  them  all! 

___  a strength  for  all  ages 

for  congestion  of  all  stages 

l/jfcnf/irop  Winthrop  Laboratories,  New  York,  N Y.  10016 
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Pharmacodynamics 
of  a unique 

neuroperistaltic  stimulant 


Senokot  tablets 

(standardized  senna  concentrate) 

For  a physiologic  approach 
to  bowel  evacuation 


The  ultimate  link  in  the  process  of  normal  colonic  peristalsis 
is  the  stimulation  and  action  of  the  intrinsic  myenteric  plexus 
of  Auerbach.  The  laxative  effect  of  SENOKOT  preparations 
is  achieved  through  direct  stimulation  of  this  motor  plexus: 


1 • Ingested  glycosides  (active  principles  of  stan- 
dardized senna  concentrate)  exert  NO  perceptible 
action  in  the  stomach  and  small  intestine.  NO  gas- 
tric irritation  has  been  reported  and  therefore 
NO  enteric  coating  is  needed. 

9 

• In  the  colon,  glycosides  are  converted 
to  aglycones  by  the  enzymatic  action  of  the  in- 
testinal flora.  The  laxative  action  is  virtually 
COLON-SPECIFIC. 


Q 

• Aglycones  stimulate  the  motor  plexus 
of  Auerbach  in  the  colon  to  induce  GENTLE 
PERISTALSIS.  Action  is  usually  completed 
within  8 to  1 0 hours  after  ingestion.  Adminis- 
tered at  bedtime,  SENOKOT  Tablets  gen- 
erally induce  comfortable  evacuation  next 
morning. 

Effectiveness  of  SENOKOT  preparations  has  been 
clinically  demonstrated  in  31  studies,*  reporting  satis- 
factory evacuation  in  95.9%  of  7,571  patients.  When  used  in  properly 
individualized  dosage,  SENOKOT  preparations  are  virtually  free  of  side 
effects  and  aid  in  rehabilitation  of  the  constipated  patient  by  facilitating 
regular  elimination. 


DOSAGE  (preferably  at  bedtime):  Adults:  2 tablets  (max.  4 tablets  b.i.d.). 
Children  (over  60  lb.):  1 tablet  (max.  2 tablets  b.i.d.). 

SUPPLIED:  Bottles  of  50  and  100  tablets. 


*Bibliography  available  on  request. 
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of  suits;  by  experienced  Company  personnel  for 
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for  all  matters  relating  to  your  professional 
liability  insurance. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others, 
from  the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Emergency  Ambulance  Service:  Organization 

and  Operation.  Sound,  color,  16  mm.,  twenty- 
five  minutes. 

The  purpose  of  this  film  is  to  show  the  pub- 
lic what  good  emergency  ambulance  services 
are  like,  who  runs  them,  and  what  some  of  the 
organizational  and  operational  problems  are, 
so  that  communities  may  be  better  able  to 
evaluate  their  own  local  services  and  see  where 
they  should  be  improved.  Emergency  ambu- 
lance services  are  provided  by  funeral  directors, 
fire  departments,  police  departments,  private 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wilbur 

M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan, 
M.D.,  Albany. 


operators,  and  volunteer  rescue  squads.  Good 
examples  of  all  are  shown,  including  their  ve- 
hicles, equipment,  personnel,  training  and  op- 
eration. However,  it  is  stressed  that  less  than 
half  the  emergency  ambulance  services  in  this 
country  measure  up  to  minimum  standards.  It 
is  up  to  community  leaders  to  stimulate  the 
active  interest  of  every  member  of  the  com- 
munity in  making  changes  where  needed  and 
maintaining  good  standards  in  their  own  serv- 
ices, to  the  end  of  saving  lives  which  otherwise 
might  be  lost. 


Source  and  producer:  Sturgis  Grant  Pro- 

ductions, 314  East  46th  Street,  New  York,  New 
York  10017. 
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His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


contraindications:  nisiory  01  sensmvny  iu  mepiuuamaio. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 


Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


badubdub  lubadi 


Anxiety  is  expected  in  the  cardiovascular 
patient.  A little  may  even  be  desirable. 

But  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
I cardiovascular  symptoms,  your  help  may 
be  needed. 

Naturally,  you'll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
j as  adjunctive  therapy.  It  helps  relieve  anxiety 
iand  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 
Side  effects  are  generally  limited  to  transient 
drowsiness;  serious,  therapy-interrupting  side 

effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
Known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition;  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanil 

(meprobamate) 


Medical  Meetings 


Course  in  head  and  neck 
surgery  offered 

A course  in  head  and  neck  surgery  is  to  be 
given  at  Columbia  University  on  March  30  and 
April  1 through  4,  under  the  direction  of  John 
Conley,  M.D.,  and  faculty  members. 

Registration  is  limited  to  15,  and  tuition  is 
$300.  For  further  information  and  registra- 
tion write  to:  Melvin  D.  Yahr,  M.D.,  as- 

sistant dean,  Columbia  University,  630  West 
168th  Street,  New  York,  New  York  10032. 

Ophthalmic  plastic  surgery 
topic  of  course 

A three-day,  intensive  course  of  instruction 
in  Ophthalmic  Plastic  Surgery  will  be  held  at 
the  Brooklyn  Eye  and  Ear  Hospital  on  April  22 
through  24  under  the  direction  of  Martin 
Bodian,  M.D.,  director  of  ophthalmic  plastic 
service. 

The  course  will  consist  of  lectures,  motion 
pictures,  lantern  slides,  presentation  of  pa- 
tients, and  actual  surgery  on  illustrative  cases. 
Topics  will  include  basic  precepts  of  plastic 
surgery,  lid  repair  for  tumors  and  trauma,  mal- 
functions of  the  lids,  congenital  anomalies, 
ptosis  repair,  repair  of  obliterated  sockets,  ex- 
enteration, and  others. 

Registration  is  limited  to  8 students,  and 
tuition  is  $100.  For  further  information  con- 
tact Vernon  Dressier,  administrator,  Brooklyn 
Eye  and  Ear  Hospital,  29  Greene  Avenue, 
Brooklyn,  New  York  11238. 

Postgraduate  course  in  cell  pathology 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  Mount  Sinai  School  of 
Medicine  is  sponsoring  a postgraduate  course  in 
“Morphology  of  Systemic  Nuclear  Malignancy 
Associated  Changes  in  Tissues  and  Smears,” 
under  the  direction  of  Herbert  E.  Nieburgs, 
M.D.,  and  faculty  members,  to  be  held  on  April 
24  through  28,  from  9:00  A.M.  to  5:00  P.M. 

For  further  information  contact:  Registrar, 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine,  Fifth  Avenue  and  100th 
Street,  New  York,  New  York  10029. 

Congress  on  group  medicine  to  be  held 

The  First  International  Congress  on  Group 
Medicine  will  be  held  in  Winnipeg,  Manitoba, 
Canada,  on  April  26  through  30.  The  Congress 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


will  offer  a world-wide  forum  for  the  discussion 
of  methods  for  providing  comprehensive  health 
services. 

The  program,  “New  Horizons  in  Health 
Care,”  will  feature  the  following  topics:  Socio- 

economic Philosophy  of  Health  Care;  Group 
Medicine  and  Health  Care;  Group  Practice  in 
Many  Lands:  Organization  and  Administration 
of  Group  Practice;  Research  and  Education  in 
Group  Practice;  University-based  and  Com- 
munity-based Group  Medicine;  Allied  Health 
Professions  and  Group  Medicine;  and  Eco- 
nomics of  Health  Care  Delivery  in  Group  Prac- 
tice. 

For  further  information  contact,  congress 
secretariat,  First  International  Congress  on 
Group  Medicine,  425  St.  Mary  Avenue,  Winni- 
peg 1,  Manitoba,  Canada. 

Seminar  on  glaucoma 

The  Glaucoma  Center  of  the  Brooklyn  Eye 
and  Ear  Hospital  will  hold  its  annual  seminar 
on  glaucoma  on  April  27  through  29. 

The  course  will  feature  the  following  topics: 
Use  of  the  Gonioprism  and  Applanation 
Tonometry;  Tonograph  and  Other  Diagnostic 
Methods,  including  the  Maklakov  Type  and  Air- 
Tonometers;  and  The  Scleral  Suction  Cup. 
Practical  experience  is  given  in  all  methods  us- 
ing patients  from  the  clinic. 

Registration  is  limited  to  6 ophthalmologists. 
Tuition  fee  is  $125.  For  applications  and  fur- 
ther information  write  to:  Vernon  E.  Dressier, 
administrator,  Brooklyn  Eye  and  Ear  Hos- 
pital, 29  Greene  Avenue,  Brooklyn,  New  York 
11238. 

Course  in  tympanoplasty 

A five-day  course  on  tympanoplasty,  under 
the  director  of  Adolph  Wolferman,  M.D.,  will 
be  given  at  the  Brooklyn  Eye  and  Ear  Hospital 
on  April  27  through  30  and  May  1. 

The  course  includes  dissection  of  temporal 
bones;  lectures  by  members  of  the  hospital  staff, 
which  includes  slides  and  films;  and  observation 
of  various  tympanoplastic  procedures  in  the 
operating  room  and  on  closed-circuit  television. 

Tuition  is  $300,  and  registration  is  limited 
to  8 participants.  For  application  write  to 
Vernon  Dressier,  administrator,  Brooklyn  Eye 
and  Ear  Hospital,  29  Greene  Avenue,  Brook- 
lyn, New  York  11238. 

Course  in  corneal  surgery 

A concentrated  and  practical  course  in  sur- 

continued  on  page  618 
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soothing 

relief  for 
hair-raising 
cough 
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EXPECTORANT 


M. 


Each  fluidounce  contains:  80  mg.  Benadryl^  (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grains’, 
sodium  citrate;  2 grains  chloroform;  1 1 10  grain  menthol;  and  5 % glee 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or' 
of  allergic  origin,  benylin  expectorant  is  the  leading  cough  prepa- 1 
ration  of  its  kind,  benylin  expectorant  fends  to  inhibit  cough  reflaj 
...soothes  irritated  throat  membranes.  And  its  not-too-sweet,  pleasa 
raspberry  flavor  makes  benylin  expectorant  easy  to  take. 
PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or‘other 
anlihistamme-eontaining  drugs,  of  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen  \ 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  benylin  expectorant  should  be  prescribed  t 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre-  i 
scribing  BENYLIN  EXPECTORANT. 

adverse  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro-  ;* '■?  ' 
intestinal,  and  cardiovascular  systems.  Drowsiness,  dizziness,  dryne si 
of  the  mouth,  nausea,  nenousness,  palpitation,  and  blurring  of  i€:. 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,16oz„  and  1 gal. 

Parke,  Davis  & Company,  Detroit.  Michigan  48232 
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Choloxin' 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS' IN  EUTHYROID  PATIENTS:  1] 
Known  organic  heart  disease,  including  angina  pectoris;  his- 
tory of  myocardial  infarction;  cardiac  arrhythmia  or  tachy- 
cardia, either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED.  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII,  VIII,  IX,  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED.  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
he  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  [0.2%  incidence),  arrhythmia  (0.5%),  myocardial 
ischemia  (<0.1°  o),  cardiomegaly  ( <0.1 0 o),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2%).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  A few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  1%.  Headache,  changes  in  libido,  hoarse- 
ness. tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  1"  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  1%  of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3%. 

DOSAGE  RECOMMENDATIONS:  For  adult  hvpercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  0.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemic  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg.  kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg. /kg.,  to  be  increased  in  0.05  mg,  kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


How  to  lower  cholesterol . . . 


i 


by  really  trying 


It  takes  effort.  Put  your  patient 
on  a low-cholesterol,  low-sat- 
urated fat  diet.  Make  him  stick 
to  it.  This  may  be  enough.  If 
it  isn't,  a cholesterol-lowering 
agent  can  help. 

choloxin  is  an  agent  that 
helps  cope  with  the  problem 
of  hypercholesterolemia  in  eu- 
thyroid, non-cardiac  patients 


who  need  to  try  again. 

choloxin  works.  It  effec- 
tively lowers  high  serum 
cholesterol  15-35%  in  most 
patients . . . keeps  it  down  in 
over  90%  of  these  patients 
(those  with  Fredrickson-Lees 
Types  II  or  III  hyperlipidemia). 

And  economical,  conve- 
nient once-a-day  doses  make  it 


easier  for  your  hypercholester- 
olemic  patient  to  keep  trying. 

If  it’s  worth  a really  good 
try,  it's  worth  CHOLOXIN. 

Everything  you'll  want  to 
know  about  choloxin  may 
not  be  covered  here.  For 
samples,  literature  or  addi- 
tional information,  write  or 
call  your  Flint  man. 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether 
drug-induced  lowering  of  serum  cholesterol  or  other  lipid  levels 
has  a detrimental,  a beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart  disease. 
Several  years  will  be  required  before  current  investigations 
can  yield  an  answer  to  this  question. 


Choloxiir 

(sodium  dextrothyroxine) 
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gery  of  the  cornea  is  to  be  given  under  the 
direction  of  A.  Benedict  Rizzuti,  M.D.,  and 
staff,  at  the  Brooklyn  Eye  and  Ear  Hospital  on 
April  29  and  30  and  May  1. 

Surgical  keratoplasty  technics  will  be  demon- 
strated on  patients,  and  special  instrumenta- 
tion, microscopic  surgery,  keratoprosthesis,  and 
related  ancillary  subjects  will  be  discussed. 
Matriculants  will  perform  corneal  grafting 
procedures  on  animal  eyes  under  supervision. 

The  course  is  limited,  and  tuition  is  $175. 
For  further  information  and  registration  forms 
contact:  Vernon  Dressier,  administrator, 

Brooklyn  Eye  and  Ear  Hospital,  29  Greene 
Avenue,  Brooklyn,  New  York  11238. 

Contact  lens  seminar  to  be  held 

The  ninth  annual  Advanced  Contact  Lens 
Seminar,  sponsored  by  the  Post-Graduate  In- 


stitute of  the  New  York  Eye  and  Ear  In- 
firmary, is  to  be  held  on  May  9,  following  the 
150th  Anniversary  Conference  of  the  New  York 
Eye  and  Ear  Infirmary. 

The  program,  coordinated  by  Jorge  N.  Bux- 
ton, M.D.,  Frank  B.  Hoefle,  M.D.,  and  James  J. 
Koverman,  will  feature  the  following  topics: 
Myopia — The  Place  Of  Contact  Lenses  and  The 
Place  of  Medication;  Office  Modifications  of 
Contact  Lenses  and  the  Use  of  a Technician  in 
the  Office;  and  The  Role  of  Conventional 
Lenses,  Soft  Lenses,  and  Glued-on  Lenses  in 
the  Treatment  of  Aphakia  and  Corneal  Pa- 
thology. 

Registration  fee  is  $50  which  includes 
luncheon  and  cocktail  reception.  The  fee  for 
accredited  residents  and  fellows  is  $20.  For 
further  information  and  registration,  contact 
Jane  Stark,  registrar,  Post-Graduate  Institute, 
New  York  Eye  and  Ear  Infirmary,  310  East 
14th  Street,  New  York,  New  York  10003. 


Medical  News 


Ewing’s  sarcoma  topic  of  study 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  Ewing’s  sarcoma 
for  a continuing  study  being  conducted  by  the 
Radiation  Branch  of  the  National  Cancer  In- 
stitute at  the  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland. 

Patients  who  have  received  no  treatment  are 
preferred,  but  selected  patients  who  have  re- 
ceived therapy  will  also  be  accepted  for  admis- 
sion as  inpatients.  On  completion  of  the  stud- 
ies, the  patients  will  be  returned  to  the  care  of 
the  referring  physicians,  who  will  receive  a 
summary  of  the  findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone  to:  Ralph  E.  Johnson,  M.D., 
Clinical  Center,  Room  BIB-41B,  National  In- 
stitutes of  Health,  Bethesda,  Maryland  20014. 
The  telephone  number  is  496-5457,  area  code 
301. 

New  post  established  at  Columbia- 
Presbyterian  Medical  Center 

The  trustees  of  Columbia  University  and  the 
trustees  of  Presbyterian  Hospital  have  created 
a new  post  at  the  Columbia-Presbyterian  Medi- 
cal Center — director  of  the  medical  center. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Douglas  S.  Damrosch,  M.D.,  associate  dean 
of  the  College  of  Physicians  and  Surgeons,  has 
been  appointed  its  first  director. 

The  director  will  be  responsible  for  such 
problems  that  are  common  to  both  Presbyterian 
Hospital  and  the  College  of  Physicians  and 
Surgeons,  for  the  problems  of  each  institution 
as  that  may  impinge  on  the  other  institution, 
and  for  short-  and  long-range  planning. 

Personalities 

Awarded.  Michael  Cohen,  M.D.,  and  Jamshid 
Javid,  M.D.,  the  Henry  L.  Moses  Awards  for 
the  best  published  articles  submitted  to  the 
1969  competition  sponsored  by  the  Montefiore 
Hospital  and  Medical  Center  Alumni  Associa- 
tion. 

Appointed.  Richard  C.  Troutman,  M.D.,  pro- 
fessor and  head  of  ophthalmology,  Downstate 
Medical  Center,  as  a member  of  the  Board  of 
Directors  of  the  Eye  Bank  Association  of 
America. 

Elected.  Wojin  N.  Smodlaka,  M.D.,  clinical 
assistant  professor  of  rehabilitation  medicine, 
Downstate  Medical  Center,  as  president  of  the 
American-Yugoslav  Medical  Society  . . . Wol- 
fram Keup,  M.D.,  clinical  associate  professor 
of  psychiatry,  Downstate  Medical  Center,  as 
president  of  the  Eastern  Psychiatric  Research 
Association. 
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Potassium  iodide  is  an 
outstanding  mucolytic 
agent1 4 that  usually  tastes 
like  rust  on  the  rocks. 
lodo-Niacin  is  unusual. 

Few  would  quarrel  with  the  mucus- 
liquefying  value  of  potassium 
iodide  in  acute  and  chronic  bron- 
chitis, asthma  and  emphysema. 
It's  outstanding  in  freeing  mucus 
plugs  and  strings.  But  the  taste. 
Uggh!  Give  your  patient  lodo- 
Niacin  and  you  give  him  the  iodide 
benefits  without  the  iodide  taste. 
lodo-Niacin  comes  in  taste-free 
tablets.  Action  is  rapid  and  well- 
tolerated.5'6  All  that's  missing  is  the 
uggh!  Good  riddance. 

lOdO-Niadn  Each  Slosol®  coated  tablet 
contains  potassium  iodide  135  mg.  and  niacin- 
amide hydroiodide  25  mg. 

RESPIRATORY  DISEASE:  The  use  of  lodo- 
Niacin  is  indicated  wnenever  an  expectorant 
action  is  desired  to  increase  the  flow  of  bron- 
chial secretion  and  thin  out  tenacious  mucus 
as  seen  in  bronchial  asthma,  and  other 
chronic  pulmonary  disease.  lodo-Niacin  has 
also  proven  of  value  in  sinusitis,  bronchitis, 
bronchiectasis,  and  other  chronic  and  acute 
respiratory  diseases  wnere  the  expectorant 
action  of  iodide  is  desired. 

RATIONALE:  The  signs  and  symptoms  of 
pellagra,  bromism,  and  iodism  are  similar  in 
many  respects  and  have  been  postulated  by 
some  investigators  to  be  caused  by  the  same 
mechanism:  poisoning  of  coenzymes  I and  II. 
These  enzymes  are  vital  to  cellular  oxidative 
metabolism  and  are  essential  in  the  Krebs’ 
cycle.  Nicotinic  acid  is  specific  for  the  therapy 
of  pellagra.  Its  use  in  the  prevention  or  treat- 
ment of  iodism  follows  from  the  above  postu- 
lation: a source  of  replenishment  of  the  pyri- 
dine ring  structure  in  coenzymes  I and  II. 
DOSAGE:  THE  ORAL  DOSE  FOR  ADULTS  IS 
TWO  TABLETS  AFTER  MEALS  TAKEN  WITH 
A GLASS  OF  WATER.  For  children  over  eight 
years,  one  tablet  after  meals  with  water.  Tne 
dosage  should  be  individualized  according  to 
the  needs  of  the  patient  on  long-term  therapy. 
SIDE  EFFECTS:  Serious  adverse  side  effects 
from  the  use  of  lodo-Niacin  are  rare.  Mild 
symptoms  of  iodism  such  as  metallic  taste, 
skin  rash,  mucous  membrane  ulceration, 
salivary  gland  swelling,  and  gastric  distress 
have  occurred  occasionally.  These  generally 
subside  promptly  when  the  drug  is  discon- 
tinued. Pulmonary  tuberculosis  is  considered 
a contraindication  to  the  use  of  iodides  by 
some  authorities,  and  the  drug  should  be  used 
with  caution  in  such  cases.  Rare  cases  of  goiter 
with  hypothyroidism  have  been  reported  in 
adults  who  had  taken  iodides  over  a prolonged 
period  of  time,  and  in  newborn  infants  whose 
mothers  had  taken  iodides  for  prolonged  peri- 
ods. The  signs  and  symptoms  regressed  spon- 
taneously after  iodides  were  discontinued. 
CAUTION:  The  causal  relationship  and  exact 
mechanism  of  action  of  iodides  of  this  phe- 
nomenon are  unknown.  Appropriate  precau- 
tions should  be  followed  in  pregnancy  and 
in  individuals  receiving  lodo-Niacin  for  pro- 
longed periods. 

SUPPLIED:  Bottles  of  100,  500  and  1,000  Slosol 
coated  pink  tablets. 

REFERENCES:  1.  Modell,  W.,  ed„  Drugs  of 
Choice,  1968-1969,  pg.  435.  2.  Carryer,  H.  M., 
and  Henderson,  L.  L.:  Postgrad.  Med.,  41: 612, 

1967.  3.  Wells.  Jr.,  R.  E.:  M.  Clin.  North  Amer- 
ica, 44: 5,  1960.  4.  Richerson,  H.  B.:  Hospital 
Formulary  Management,  (Sept.)  1967.  5.  Stern, 
F.  H:.  Psychosomatics,  Aug.  15,  1968.  6.  Abra- 
hamson,  Jr.,  I.  A.,  et  al.:  E.E.N.T  Dig.,  July, 

1968. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed,  each 
5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


W directed,  each  cc 
r will  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 

of  llosone®  \ 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


SiM/ 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  contrib- 
uted solely  to  the  New  York  State  Journal 
of  Medicine.  Address  manuscripts  to  Editor, 
New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
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Editorials 


First-year  enrollment  1969-1970* 


Enrollment  in  all  first-year  medical  school 
classes  rose  to  10,229  places  in  1969-70,  in- 
creasing by  420  places  over  1968-69  and 
1,470  places  over  1965-66.  Current  esti- 
mates are  that  11,950  students  will  be  ad- 
mitted to  first-year  classes  in  1972;  and, 
that  from  1968  to  1975  first-year  classes  will 
increase  by  50  per  cent  to  14,700  places.  It 
should  be  noted  that  these  projections  were 
developed  before  the  current  slowdown  in 
federal  support  for  medical  school  activities. 

•datagrams,  vol.  11,  November,  1969. 


Although  part  of  the  increase  in  addi- 
tional places  from  1965-66  to  1969-70  is  due 
to  the  opening  of  13  new  medical  schools,  it, 
also,  reflects  an  increase  in  entering  classes 
in  established  schools.  First-year  classes  in 
82  established  four-year  schools  increased 
by  906  places,  during  this  period.  In  1969- 
70,  49  of  these  schools  admitted  100  or  more 
students  to  freshman  classes  (Table  I). 
Forty-nine  schools  (28  public,  21  private) 
with  entering  classes  of  at  least  100  students 


TABLE  I.  Increase  in  first-year  class  size  of  82  four-year  schools  1965-1966  to  1969-1970 
. Public  Schools Private  Schools  - 


Increase 

Increase 

First- Year 

First- Year 

First-Year 

Class  Size 

Class  Size 

Class  Size 

Schools 

1965-66  to  1969  70 

Schools 

1965  66  to  1969-70 

1969  70 

(Number) 

(Number) 

(Number) 

(Number) 

120  and  over 

18 

+ 228 

14 

+ 192 

110-119 

3 

+ 37 

1 

+ 6 

100-109 

7 

+ 70 

6 

+ 80 

90-99 

4 

+ 57 

5 

+ 61 

80-89 

3 

+ 21 

11 

+ 78 

Under  80 

5 

+ 45 

5 

+ 31 

Total 

40 

+ 458 

42 

+ 448 

TABLE  II.  1967- 

1968  total  expenditures  and  1969-1970  first-year  class  size  of  82  four-year  schools 

JL  O tdl  i-iX jJcIKllLVli Co  J. vU  / UO 

Class  Size 

(Millions) 

1969-70 

$l-$4 

$5— $9 

$10-$14  $15-$19 

$20-$24 

$25  and  Over 

PUBLIC  SCHOOLS 

120  and  Over 

3 

8 3 

4 

110-119 

1 

1 

1 

100-109 

2 

4 1 

90-99 

3 

1 

80-89 

2 1 

Under  80 

1 

1 

3 

PRIVATE  SCHOOLS 

120  and  Over 

3 

6 

5 

110-119 

1 

100-109 

3 

1 

2 

90-99 

2 

1 

1 

1 

80-89 

3 

1 

1 3 

2 

1 

Under  80 

2 

1 1 

1 
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are  responsible  for  two-thirds  (613)  of  the 
additional  places.  First-year  class  sizes  in 
28  public  schools  increased  by  335  places 
from  1965-66  to  1969-70.  Entering  classes 
in  the  21  private  schools  increased  by  278 
places  since  1965-66.  In  1969-70,  12  public 
and  21  private  schools  admitted  less  than 
100  students  to  first-year  classes. 

In  1967-68,  total  expenditures  for  these 
82  schools  were  $1.1  billion.  Expenditures 
for  the  40  public  schools  totaled  $525  mil- 
lion. Total  expenditures  for  the  42  private 
schools  were  $628  million.  Of  the  49  schools 
having  1969-70  first-year  classes  of  100  or 


Is  cancer  catching? 

The  spate  of  news  releases  about  the  fe- 
line leukemia  virus  has  given  rise  to  new 
concern  by  the  public.  Unfortunately,  there 
are  no  experiments  in  the  laboratory  or  clini- 
cal studies  which  can  be  quoted  in  direct  sup- 
port of  the  danger  or  lack  of  danger  of  can- 
cer viruses  for  man.  One  might  note  that 
there  is  no  increase  in  the  incidence  of  the 
cancerous  diseases  among  physicians  and 
nurses.  (The  excess  number  of  cancer 
deaths  of  radiologists  has  declined.)  In- 
deed, when  the  Burkitt  lymphomas  were  first 
discovered,  a great  number  of  investigators 
rushed  to  Africa  and  were  soon  blissfully 
shipping  cell  cultures  with  the  EB  virus  all 
over  the  world. 

Well  over  100  specific  viruses  can  be  used 
to  induce  cancers  in  a broad  spectrum  of  spe- 
cies ranging  from  frogs  to  primates.  Some 
virus-induced  malignancies  “have  even” 


more  students,  20  public  schools  and  16  pri- 
vate schools  reported  1967-68  total  expendi- 
tures ranging  from  $1  to  $14  million;  4 pub- 
lic schools  had  total  expenditures  ranging 
from  $15  to  $19  million;  and,  4 public  and  5 
private  schools  had  total  expenditures  of 
over  $25  million  (Table  II).  Eleven  public 
and  10  private  schools  with  entering  classes 
of  less  than  100  students  reported  1967-68 
total  expenditures  ranging  from  $1  to  $14 
million ; 1 public  and  9 private  schools  spent 
between  $15  and  $24  million;  2 private 
schools  had  total  expenditures  of  over  $25 
million. 


threatened  the  economy  of  meat  production 
(poultry  leukosis) . 

The  immediate  interest  in  the  feline  leu- 
kemia virus  has  resulted  from  its  identical 
appearance  to  viruses  implicated  in  mouse 
and  avian  leukemia,  its  growth  in  cultures  of 
human  cells,  and  case  histories  suggesting 
the  transmission  of  the  virus  between  cats  in 
a single  household.  A recent  report  con- 
cludes that  cross  reactivity  to  the  feline  leu- 
kemia virus  antigen  was  not  found  in  other 
species  including  man  nor  in  patients  with 
leukemia  and  lymphomas.  Further,  with 
one  exception,  no  viruses  like  the  feline  leu- 
kemia virus  have  been  seen  in  studies  of  tu- 
mor sections  or  cultures  of  human  cancer 
cells. 

Thus,  at  this  time  it  is  unreasonable  to 
banish  the  family  cat — on  scientific  grounds. 
— G.E.M. 
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X HE  quality  of  life  permitted  by  mainte- 
nance hemodialysis  for  chronic  renal  failure 
has  been  incompletely  evaluated.  While  at 
least  85  per  cent  of  selected  patients  survive 
the  first  year  of  treatment,1  the  extent  to 
which  such  patients  may  engage  in  work 
and  home  activities  is  not  quantitated.  In 
the  present  report,  20  patients  in  a hospital 
dialysis  center  were  studied  to  ascertain  the 
economic  and  psychosocial  impact  of  mainte- 
nance hemodialysis. 

* Supported  in  part  by  Grant  — RD-2629-M-68  from  the 
Social  Rehabilitation  Service,  Department  of  Health,  Edu- 
cation, and  Welfare,  and  the  Samuel  Nick  Nahoum 
Memorial  Fund,  Inc. 


Study  plan 

In  1964,  the  current  dialysis  center  was 
established  in  a municipal  hospital.2  Hemo- 
dialysis is  conducted  by  nurses  and  super- 
vised by  physicians  on  call.  Dialysate  for 
up  to  14  patients  undergoing  synchronous 
hemodialysis  is  continuously  supplied  by  a 
central  system,  which  dilutes  a concentrated 
dialysate  mixture  with  filtered,  heated  tap 
water.  Twenty-nine  patients  have  been 
treated  with  twelve-  to  sixteen-hour  over- 
night dialysis  twice  or  thrice  weekly,  car- 
ried out  with  a modified  Kiil  hemodialyzer. 
One  patient  has  received  a renal  allograft,  4 
have  died,  and  24  continue  to  receive  main- 
tenance hemodialysis. 

At  the  time  of  study,  20  patients  had  been 
receiving  maintenance  hemodialysis  for  at 
least  one  year.  The  year  March  1,  1967,  to 
February  29,  1968,  was  the  study  period  for 
these  20  patients.  Each  subject  was  inter- 
viewed, his  hospital  records  were  reviewed, 
and  his  course  discussed  with  his  family  and 
assigned  physician.  Evaluation  of  patient 
rehabilitation  and  adjustment  to  intermit- 
tent hemodialysis  was  derived  in  collabora- 
tion with  Franz  Reichsman,  M.D.,  and  Nor- 
man Levy,  M.D.,  who  initially  interviewed 
and  subsequently  followed  the  emotional  re- 
sponses of  all  patients  admitted  to  the  pro- 
gram. 

Demographic  analysis 

Demographic  data  for  the  20  patients  are 
listed  in  Table  I.  Their  ages  ranged  from 
eighteen  to  fifty-seven  years.  The  majority 
were  men  (15  of  20),  married  (14  of  20), 
Caucasian  (13  of  20),  and  spoke  English  as 
their  native  language  (15  of  20).  Educa- 
tional achievement  of  the  group  has  been 
limited,  only  8 of  20  (40  per  cent)  com- 
pleted high  school  and  5 patients  (25  per 
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TABLE  I.  Demographic  data  for  patients  undergoing  maintenance  hemodialysis 


Case 

Age 
(Y  ears) 
and 
! Sex 

Marital 

Status 

Race 

Native 

Language 

Education  (Years) 

Primary  Occupation 

1 

36F 

Married 

White 

English 

High  school  graduate 

Housewife 

2 

21M 

Single 

White 

English 

2 college 

Student 

3 

32M 

Married 

White 

Italian 

5 elementary 

Barber 

4 

45F 

Married 

White 

Italian* 

5 elementary 

Housewife 

5 

45M 

Married 

White 

Polish 

7 elementary 

Cutter  (clothing) 

6 

28M 

Single 

White 

English 

College  graduate 

Systems  engineer 

7 

29M 

Married 

White 

English 

1 college 

Piping  designer 

8 

25M 

Single 

White 

English 

3 college 

Bank  clerk  and  student 

9 

29M 

Married 

White 

English 

High  school  graduate 

Salesman 

10 

57M 

Married 

White 

English 

College  graduate 

Accountant 

11 

23M 

Single 

Negro 

English 

Junior  high  school 
graduate! 

Maintenance 

12 

39M 

Married 

White 

English 

2 high  school 

Construction  worker 

13 

40F 

Married 

White 

Ukrain- 

College  graduate** 

Assistant  librarian 

14 

43M 

Married 

White 

Italian* 

5 elementary 

Restaurant  owner 

15 

27M 

Married 

Negro 

English 

3V2  high  school 

Salesman 

16 

32F 

Married 

Puerto  Rican 

English 

6 elementary 

Housewife 

17 

33M 

Married 

Negro 

English 

3 high  school 

Contractor 

18 

29F 

Single 

Negro 

English 

3 high  school 

Family  worker 

19 

18M 

Single 

Negro 

English 

3 high  school 

Home-study  student 

20 

36M 

Married 

Negro 

English 

3 high  school 

Clerk 

* Slight  communication  problem, 
t Functional  illiterate. 

**  Patient  was  graduated  from  college  while  on  dialysis  program. 


cent)  failed  to  graduate  from  elementary 
school.  The  group’s  primary  occupations 
(type  of  work  performed  at  the  time  of  in- 
capacitation from  uremia)  varied  from 
heavy  manual  labor  (Case  12)  to  sophisti- 
cated planning  of  computer  installations 
(Case  6) . Any  attempt  at  generalization  of 
type  of  patient  in  the  study  group  is  pre- 
cluded by  the  wide  ethnic,  educational,  and 
occupational  variation  in  individuals  (Table 

I). 

Hospitalization 

Adjustment  to  the  new  life  of  repeated 
hemodialysis  was  interrupted  by  medical  or 
surgical  complications,  which  frequently  re- 
quired hospital  care.  The  group  spent  a 
total  of  five  hundred  fifty-nine  days  in  the 
hospital  during  the  year,  an  average  of  27.9 
days  for  each  patient  (Table  II).  Only  5 
patients  (25  per  cent)  needed  less  than  ten 
days  of  hospitalization.  Infection  or  me- 
chanical failure  of  cannulae  accounted  for 
hospitalizations  in  19  of  20  patients  (95  per 
cent)  and  was  directly  responsible  for  three 
months  of  serious  illness  in  Case  13,  who 
had  3 episodes  of  septic  embolization  to  the 


lung  from  an  infected  and  thrombosed  ve- 
nous cannula. 

All  of  the  hospitalizations,  which  were  not 
related  to  difficulties  with  function  of  can- 
nulae, were  necessitated  by  complications  of 
uremia.  Autonomous  hyperparathyroidism, 
manifested  by  alkaline  phosphatase  eleva- 
tion, hypercalcemia,  and  bone  pain,  was 
treated  by  subtotal  parathyroidectomy  in  3 
patients.  Impaired  immunologic  responsive- 
ness facilitated  reactivation  of  tuberculosis 
with  miliary  spread  in  Case  5,  who  is  re- 
sponding slowly  to  treatment  with  strepto- 
mycin and  isonicotinic  acid  hydrazide.  Case 
2 had  a percutaneous  liver  biopsy  to  investi- 
gate intermittent  serum  alkaline  phospha- 
tase elevation  and  was  found  to  have  viral 
hepatitis. 

One  method  of  overcoming  hospitaliza- 
tions due  to  failure  of  cannulae  is  the  crea- 
tion of  an  arteriovenous  fistula  in  an  upper 
extremity  to  arterialize  the  veins  of  the  fore- 
arm. This  permits  the  performance  of  reg- 
ular hemodialysis  by  repeated  needle  punc- 
ture of  the  distended  veins.  Vein-to-vein 
blood  flow  for  hemodialysis,  via  an  arm  with 
a fistula,  requires  the  use  of  a blood  pump 
because  the  same  venous  pressure  is  present 
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TABLE  II.  Annual  days  in  hospital  for  patients 
undergoing  maintenance  hemodialysis  March  1, 
1967  to  February  29,  1968* 


Case 

Months 

of 

Hemo- 

dialysis 

Total 

Days 

Hos- 

pital- 

ized 

Reason  for  Hospitalization 

1 

42 

16 

New  cannula  and  cannula  revi- 
sion 

2 

37 

4 

Liver  biopsy 

3 

24 

9 

New  cannula  and  cannula  revi- 
sion 

4 

18 

6 

Cannula  revision 

5 

18 

54 

Complications  of  miliary  tuber- 
culosis, new  cannula 

6 

37 

21 

New  cannula,  cannula  revision, 
and  parathyroidectomy 

7 

23 

7 

Cannula  revision  and  new 
cannula 

8 

42 

23 

Cannula  revision  and  new 
cannula 

9 

23 

11 

New  cannula  and  parathyroid- 
ectomy 

10 

38  (56)  t 

80 

New  cannula  and  cannula  revi- 
sion 

11 

22 

63 

31  of  63  days  preparing  for  ar- 
teriovenous fistula;  remainder 
of  days:  new  cannula  and 

cannula  revision 

12 

16 

17 

Cannula  revision 

13 

28 

92 

Septic  pulmonary  emboli  from 
infected  site,  new  cannula, 
and  cannula  revision 

14 

28 

13 

New  cannula,  infected  cannula 

15 

16 

23 

New  cannula 

16 

30 

18 

New  cannula  and  cannula  revi- 
sion 

17 

31 

28 

New  cannula  and  cannula  revi- 
sion 

18 

29 

7 

New  cannula 

19 

41 

28 

Parathyroidectomy  and  new 
cannula 

20  39 

Mean  27.9 

39 

New  cannula,  cannula  revision, 
and  arteriovenous  fistula 
placement 

* Exclusive  of  time  spent  undergoing  hemodialysis, 
t Patient  on  out-of-state  hemodialysis  program  for  eighteen 
months  prior  to  acceptance  at  Downstate  Medical  Center. 


in  afferent  and  efferent  veins.  Experience 
with  arteriovenous  fistulae  has  been  uni- 
formly favorable.3  The  patient  appreciates 
freedom  for  previously  interdicted  activi- 
ties, such  as  swimming,  while  his  physician 
is  pleased  by  the  absence  of  debilitating  and 
potentially  life-endangering  recurrent  clot- 
ting of  the  cannula  and  infections. 

Surgical  procedures  for  the  group  have 
been  uncomplicated  by  either  excessive 
hemorrhage  or  postoperative  infections. 
For  example,  Case  9,  who  had  a subtotal 
parathyroidectomy  for  autonomous  hyper- 
parathyroidism, had  an  estimated  blood  loss 
during  surgery  of  60  ml.  and  was  discharged 
on  the  fifth  postoperative  day.  This  analy- 
sis of  hospital  admissions  underscores  the 
deficiencies  of  external  blood  shunting  and 
suggests  that  expanded  use  of  internal  ar- 
teriovenous fistulae  should  significantly  re- 


TABLE III.  Weekly  activity  of  the  hemodialysis 
patient  time  distribution  of  five-day  week,  one 
hundred  twenty  hours 


Occupation 
and  Case 

Dialysis 
- — Time* — • 
Total  Per 
Hours  cent 

Nondialysis 
• — Timef— ^ 
Total  Per 
Hours  cent 

Gainfully  employed 
3 

36.5 

30.0 

83.5 

70.0 

6 

34.0 

28.0 

86.0 

72.0 

7 

34.0 

28.0 

86.0 

72.0 

10 

35.0 

29.0 

85.0 

71.0 

11 

31.0 

26.0 

89.0 

74.0 

12 

43.0 

36.0 

77.0 

64.0 

14 

42.0 

35.0 

78.0 

65.0 

15 

45.0 

38.0 

75.0 

63.0 

17 

43.0 

36.0 

77.0 

64.0 

18 

30.0 

25.0 

90.0 

75.0 

20 

35.0 

29.0 

85.0 

71.0 

Group  mean 

37.0 

31.0 

83.0 

69.0 

Housewives 

1 

35.0 

29.0 

85.0 

71.0 

4 

36.0 

30.0 

84.0 

70.0 

13 

36.0 

30.0 

84.0 

70.0 

16 

36.0 

30.0 

84.0 

70.0 

Group  mean 

36.0 

30.0 

84.0 

70.0 

Students 

2 

35.5 

30.0 

84.5 

70.0 

8 

36.0 

30.0 

84.0 

70.0 

19 

40.0 

33.0 

80.0 

67.0 

Group  mean 

37.0 

31.0 

83.0 

69.0 

Unemployed 

5 

45.0 

37.5 

75.0 

62.5 

9 

39.0 

32.5 

81.0 

67.5 

Group  mean 

42.0 

35.0 

78.0 

65.0 

Mean, 

all  patients 

37  0 

31.0 

83.0 

69.0 

* Dialysis  time  is  time  of  actual  hemodialysis  transit  and 
postresting. 

t Nondialysis  time  is  time  unrelated  to  hemodialysis  ther- 
apy. 

duce  the  number  of  days  in  the  hospital. 
Indeed,  in  a three-  to  six-month  experience, 
none  of  the  4 patients  with  established  ar- 
teriovenous fistulae  has  spent  any  time  in 
the  hospital  because  of  difficulty  with  the 
fistula. 

Weekly  activity  of  patient 

Physicians  depend  increasingly  on  ma- 
chines and  devices  to  sustain  and  rehabili- 
tate some  patients.  Mechanical  assistance 
to  ventilation,  first  widely  applied  to  pa- 
tients with  poliomyelitis  afflicting  the  re- 
spiratory center,  is  now  provided  in  portable 
units  adaptable  to  home  use  by  patients  with 
chronic  bronchitis  and  emphysema.  Exten- 
sion of  maintenance  hemodialysis  to  self- 
conducted  dialysis  in  the  home  is  current 
practice,  but  the  psychosocial  adjustment  of 
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TABLE  IV.  Weekly*  activity  of  the  hemodialysis  patient,  dialysis  time 


Occupation 
and  Case 

Months  on 
Program 

Total 
Weekly 
Dialysis 
Time 
(Hours)  f 

Number 
Dialysis 
Hours 
Per  Week 

(Days 

Per 

Week 

Dialyzed) 

Postdialysis 
Resting  Time 
Per  Week 
(Hours)** 

Weekly 

Travel 

Time 

(Hours) 

Gainfully  employed 

3 

24 

36l/2 

32 

(2) 

3 

172 

6 

37 

34 

32 

(2) 

0 

2 

7 

23 

34 

32 

(2) 

0 

2 

10 

38ft 

35 

28 

(2) 

4 

3 

11 

22 

31 

28 

(2) 

2 

1 

12 

16 

43 

32 

(2) 

8 

3 

14 

28 

42 

36 

(3) 

1 7 2 

47a 

15 

18 

45 

36 

(3) 

3 

6 

17 

31 

43 

39 

(3) 

0 

4 

18 

29 

30 

28 

(2) 

0 

2 

20 

39 

35 

29 

(2) 

4 

2 

Group  mean 

28 

37 

32 

2.3 

2.8 

Housewives 

1 

42 

35 

28 

(2) 

5 

2 

4 

18 

36 

28 

(2) 

4 

4 

13 

28 

36 

28 

(2) 

4 

4 

16 

30 

36 

28 

(2) 

6 

2 

Group  mean 

30 

36 

28 

4.8 

3 

Students 

2 

37 

3572 

30 

(2) 

2 

372 

8 

42 

36 

30 

(2) 

4 

2 

19 

41 

40 

34 

(2) 

4 

2 

Group  mean 

40 

37 

31 

3.3 

2.5 

Unemployed 

5 

18 

45 

38 

(3) 

6 

172 

9 

23 

39 

30 

(2) 

6 

3 

Group  mean 

21 

42 

34 

6 

2.3 

Mean,  all  patients 

29 

37 

31 

3.3 

2.8 

* Week  based  on  five-day  week,  120  hours. 

t Total  weekly  dialysis  time — the  summation  of  transit  time,  in-hospital  time  for  hemodialysis,  and  postdialysis  resting  time. 

**  Postdialysis  resting  time — time  used  by  each  patient  (according  to  individual  need)  in  relaxing  or  sleeping  after  hemo- 
dialysis. 

ft  Patient  on  out-of-state  hemodialysis  for  eighteen  months  prior  to  acceptance  atDownstate  Medical  Center.  His  over-all 
total  is  fifty-six  months. 


patients  literally  tied  to  a machine  for  life 
is  poorly  understood. 

In  an  attempt  to  determine  whether  a cen- 
ter-based program  of  intermittent  mainte- 
nance hemodialysis  was  consistent  with  a 
normal  living  pattern,  the  time  apportioned 
by  patients  to  key  activities  was  ascertained. 
The  five-day  period,  from  Monday  at  7:00 
A.M.  to  Saturday  at  7:00  A.M.,  was  chosen 
for  study  because  it  encompassed  for  all  pa- 
tients both  the  regular  work  week  and  the 
time  spent  undergoing  hemodialysis.  In 
Table  III  the  patients  are  divided  into  4 
subgroups  (employed,  housewives,  students, 
and  unemployed)  based  on  their  primary 
productive  activity,  and  the  one  hundred 
twenty  hours  of  the  five-day  week  are  parti- 
tioned into  dialysis-related  activities  and 
“nondialysis  time.”  The  fraction  of  the 
week  used  up  in  maintenance  hemodialysis 


ranged  from  25  per  cent  by  Case  18,  an  em- 
ployed social  worker,  to  38  per  cent  by  Case 
15,  an  employed  salesman.  There  was  little 
difference  in  the  time  required  for  dialysis 
activities  among  the  4 groups,  with  the  ex- 
ception of  the  2 unemployed  patients,  who 
devoted  35  per  cent  of  their  week  to  dialysis, 
compared  with  31  per  cent,  the  mean  for  all 
patients. 

Analysis  of  dialysis  time  (Table  IV)  indi- 
cates that  housewives,  as  individuals  and  as 
a group,  require  fewer  hours  of  hemodialy- 
sis per  week.  This  finding  reflects  the 
smaller  size  of  women,  contrasted  with  men, 
and  the  fixed  size  of  the  Kiil  dialyzer.  Of 
11  gainfully  employed  patients,  4 are  able  to 
leave  the  unit  immediately  following  discon- 
nection from  their  hemodialyzers  and  re- 
quire no  recuperation  after  completing  di- 
alysis. The  group  mean  for  all  patients  of 
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TABLE  V.  Weekly*  activity  ot  the  hemodialysis  patient,  nondialysis  time 


Occupation 
and  Case 

Total 

Nondialysis 
Time  (Hours)  f 

Productive 
Activity 
Per  Week 
(Hours)  ** 

Gainful 
Employment 
Per  Week 
(Hours) 

Sleeping  Time 
At  Home 
Per  Week 
(Hours) 

Weekly 

Nonspecific 

Hours 

Gainfully  employed 
3 

83 'A 

36 

32 

18 

29 ‘A 

6 

86 

30 

20 

18 

38 

7 

86 

36 

21 

24 

25 

10 

85 

40 

40 

30 

15 

11 

89 

45 

25 

24 

20 

12 

77 

18 

14 

27 

32 

14 

78 

32 

28 

18ft 

28 

15 

75 

36 

30 

8tt 

31 

17 

77 

36 

35 

12+t 

29 

18 

90 

36 

35 

24 

30 

20 

85 

39 

35 

15 

31 

Group  mean 

83 

35 

29 

20 

28 

Housewives 

1 

85 

36 

24 

25 

4 

84 

36 

15 

33 

13 

84 

18 

21 

45 

16 

84 

36 

24 

24 

Group  mean 

84 

32 

21 

32 

Students 

2 

84  Vs 

24 

24 

36‘A 

8 

84 

39 

27 

18 

19 

80 

6 

21 

53 

Group  mean 

83 

23 

24 

36 

Unemployed 

5 

75 

14 

16ff 

45 

9 

81 

36 

27 

18 

Group  mean 

78 

25 

22 

32 

Mean,  all  patients 

83 

31 

21 

30 

* Week,  based  on  five-day  week,  120  hours, 
t Time  entirely  divorced  from  hemodialysis. 

**  Productive  activity  includes  gainful  employment,  school,  housework,  and  recreational  activities, 
tt  Hemodialyzed  three  times  weekly;  others  twice  weekly. 


3.3  hours  for  postdialysis  resting  time,  how- 
ever. indicates  the  need  by  most  patients  for 
some  recovery  following  hemodialysis. 
Travel  to  and  from  the  unit  was  not  an  in- 
ordinate burden  and  took  a mean  of  only  2.8 
hours  per  patient  per  week.  Each  of  the  4 
patients  dialyzed  three  times  a week,  be- 
cause of  dietary  indiscretion  (Cases  15  and 
17)  or  medical  complications  (Cases  5 and 
14),  devoted  at  least  five  hours  more  than 
the  mean  of  thirty-seven  hours  per  week  to 
dialysis  activities. 

Shown  in  Table  V is  the  utilization  by  pa- 
tients of  the  time  remaining  after  obligatory 
dialysis  activities.  A mean  of  thirty-one 
out  of  one  hundred  twenty  hours  is  desig- 
nated for  activities  considered  as  clearly 
productive  and  includes  all  time  spent  at 
work,  in  school,  caring  for  the  home,  or  par- 
ticipating in  family  recreation.  The  11  pa- 
tients who  were  salaried  worked  a mean  of 
twenty-nine  hours,  with  a range  of  fourteen 


to  forty  hours  per  week.  This  time  was 
less  than  the  mean  thirty-two  hours  spent  by 
the  4 housewives  at  housework,  cooking,  and 
child  care.  Productive  activity  and  dialysis 
activity  during  the  five-day  week  leave  only 
a mean  of  twenty-one  hours  (range  eight  to 
thirty  hours)  for  patients  to  sleep  at  home. 

Subtracting  dialysis  time,  time  for  pro- 
ductive activities,  and  time  for  sleeping 
from  the  one  hundred  twenty  hours  in  the 
five-day  week,  leaves  the  unaccounted  hours 
listed  as  nonspecific  in  Table  V.  This  free 
time,  which  ranges  from  fifteen  to  forty-five 
hours  (mean  thirty  hours),  is  determined 
by  the  patient’s  medical  status  and  personal- 
ity. Case  10,  for  example,  a certified  public 
accountant,  leads  an  orderly,  organized  life, 
with  only  fifteen  free  hours  each  week.  At 
the  upper  extreme  of  free  time  is  Case  5,  a 
successful  textile  cutter,  until  he  developed 
renal  failure  and  then  miliary  tuberculosis. 
Currently  unable  to  work,  he  has  become 


March  1,  1970  / New  York  State  Journal  of  Medicine  633 


TABLE  VI.  Annual  income  of  gainfully  employed  patients  undergoing  maintenance  hemodialysis 


Case 

Current 

Occupation 

Gainful 

Em- 

ploy- 

ment 

Per  Predialysis 

Week  Annual 

(Hours)  Income  and  Source 

Postdialysis  Annual 
Income  and  Source 

Num- 

ber 

in 

Pa- 

tient 

Fam- 

ily 

1 

Barber 

32 

$ 9,500,  Patient 

$ 3,000,  Disability  benefits; 
1,900,  Patient 

4 

6 

Systems  engineer 

20* 

6,900,  Patient 

8,400,  Patient 

1 

7 

Photography  clerk 

21 

11,000,  Patient 

3,684,  Disability  benefits; 
1,000,  Patient 

3 

10 

Accountant 

40 

22,400,  Patient 

10,000,  Patient 

4 

11 

Vendor’s  helper 

25 

3,120,  Patient 

2,880,  Patient 

1 

12 

Bartender 

14 

8,500,  Patient 

3,000,  Disability  benefits; 
1,900,  Patient 

4 

14 

Restaurant  owner 

28 

15,000,  Patient 

15,000,  Patient 

5 

15 

Salesman 

30 

5,000,  Patient 

2,880,  Patient 

1 

17 

Clerk 

35 

12,000,  Patient; 
2,800,  Spouse 

4,100,  Patient;  3,500,  Spouse 

3 

18 

Family  worker 

35 

3,200,  Patient 

3,072,  Patient 

1 

20 

Clerk 

35 

4,800,  Patient 

2,500,  Disability  benefits; 
5,000,  Wife;  3,000,  Patient 

4 

Mean 

29 

$ 9,484. 

$ 6,801. 

3 

* Patient  currently  working  part  time  while  awaiting  renal  transplantation. 


listless  and  detached,  with  blunted  affect, 
and  expends  forty-five  hours  per  week  in  un- 
specified activity. 

Annual  income 

Previous  considerations  of  economic  as- 
pects of  maintenance  hemodialysis  have 
focused  on  the  cost  of  treatment  in  the  cen- 
ter or  in  the  patient’s  home.4  All  patients  in 
this  study  were  not  charged  for  any  aspect 
of  their  medical  regimen;  thus,  the  group 
offers  an  opportunity  to  evaluate  the  effect 
of  maintenance  hemodialysis  on  earning  ca- 
pacity. Only  5 of  the  11  gainfully  employed 
patients  were  able  to  earn  as  much  since 
commencing  regular  hemodialysis  as  they 
had  before  developing  uremia  (Table  VI). 
The  other  6 patients  and  their  families  had 
to  cope  with  reduced  income.  The  mean  in- 
come for  the  11  patients  fell  from  $9,484  to 
$6,801  per  year  (Table  VI) . 

Social  adjustment 

As  progressive  loss  of  renal  function  in- 
duces clinical  uremia,  patients  are  forced  to 
alter  living  patterns.  Particularly  destruc- 
tive of  usual  social  relationships  is  the  re- 
versal of  the  normal  diurnal  sleep  pattern, 


which  almost  universally  afflicts  the  uremic 
patient.  Nocturnal  insomnia,  coupled  with 
daytime  somnolence,  fatigues  the  patient 
who  then  withdraws  from  many  activities 
to  conserve  his  ebbing  energy. 

Once  begun  on  maintenance  hemodialysis, 
the  patient,  as  listed  in  Table  VII,  is  once 
again  able  to  sleep  at  night,  a mean  of  7.1 
hours  in  the  dialysis  unit  and  7.3  hours  at 
home.  Patients  underestimated  their  hours 
of  sleep  when  compared  to  the  observation 
of  staff  nurses.  This  renewed  propensity 
for  sleep  at  night  is  one  of  the  factors  which 
permits  reconstruction  of  social  relation- 
ships with  family  and  friends.  How  well 
this  is  accomplished  is  shown  in  Table  VIII. 

Over-all  adjustment  of  the  patient  was 
evaluated  in  3 areas : compliance  to  and  ac- 
ceptance of  the  therapeutic  regimen  of 
maintenance  hemodialysis,  response  to  and 
achievement  in  constructive  activity,  and 
maturity  and  extent  of  interpersonal  rela- 
tionships. Satisfactory  adjustment  in  all  3 
areas  was  rated  as  1.  Poor  adjustment  in 
one  area  was  rated  2,  in  two  areas  3,  and  in 
three  areas  4.  Adequate  appraisal  of  social 
adjustment  was  effected  for  all  patients:  9 
were  rated  as  1,  8 as  2,  3 as  3,  and  none  were 
classed  as  4.  Nonacceptance  of  the  100-mg.- 
sodium-restricted  diet  was  the  most  fre- 
quent expression  of  poor  adjustment  to  the 
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TABLE  VII.  Assessment  of  sleeping  time  for 
patients  undergoing  maintenance  hemodialysis 
(hours) 


Occupation 
and  Case 

Nightly  Sleep- 
ing Time  in 
Unit  Per 
- — Dialysis-^ 
Pa- 
tient 

As-  Staff 
sess-  Assess- 
ment ment 

Dialy- 

sis 

Time 

Night- 

ly 

Sleep- 

ing 

Time 

at 

Home 

Gainfully  employed 

3 

6 

8.5 

16 

6 

6 

8 

8* 

16 

6 

7 

5 

7* 

16 

8 

10 

2.5 

3 

14 

10 

11 

9 

9* 

14 

8 

12 

4.5 

6 

16 

9 

14 

7.5 

8 

12 

9 

15 

5 

11 

12 

4 

17 

6 

7.5 

13 

6 

18 

9.5 

9* 

14 

8 

20 

5 

8* 

15 

5 

Group  mean 

6.2 

7.7 

14 

7.2 

Housewives 

1 

4.5 

5* 

14 

8 

4 

5.5 

8 

14 

5 

13 

6 

7 

14 

7 

16 

7 

6.5* 

14 

8 

Group  mean 

5.8 

6.6 

14 

7 

Students 

2 

6 

6.5 

15 

8 

8 

5 

7* 

15 

9 

19 

4.5 

5 

16 

7 

Group  mean 

5.2 

6.2 

15 

8 

Unemployed 

5 

6.5 

7.5 

12 

6 

9 

3 

5* 

15 

9 

Group  mean 

4.8 

6.3 

13.5 

7.5 

Mean,  all  patients 

5.8 

7.1 

14 

7.3 

* Routinely  requests  sleeping  pill. 


medical  regimen.  Dietary  indiscretion  may 
sabotage  the  patient’s  rehabilitation  and 
jeopardize  his  life.  Case  4,  for  instance, 
follows  her  diet  most  of  the  time,  but  may 
break  out  and  eat  regular  food  for  two-  or 
three-day  periods,  a practice  which  has  re- 
sulted in  pulmonary  edema  on  three  occa- 
sions. 

Compliance  with  the  dietary  component  of 
the  therapeutic  regimen  has,  in  general, 
been  disappointing.  In  fact,  no  patient  fol- 
lows his  diet  prescription  exactly.  The  atti- 
tude of  the  group  toward  and  the  relative 
acceptance  of  the  lOO-mg.-sodium,  60-Gm.- 
protein  diet  is  listed  in  Table  IX.  The  med- 
ical staff  contends  with  the  reality  that  de- 
spite coercion,  cajoling,  and  scolding  15  of 
20  patients  (75  per  cent)  rarely  or  never 
follow  their  physician’s  advice  regarding 


TABLE  VIII.  Social  adjustment  of  patients 
undergoing  maintenance  hemodialysis 


Occupation 
and  Case 

Over-all 
Ad- 
just- 
ment* Comment 

Gainfully  employed 

3 

1 

6 

2 

Broke  all  relations 
with  immediate 

family;  unable  to 
relate  to  women 

7 

1 

10 

2 

Intermittently  re- 
sentful of  medical 
staff 

11 

2 

Immature  reaction 
to  job 

12 

3 

Serious  dietary  in- 
discretions; diffi- 
cult adjustment  to 
new  job 

14 

1 

15 

3 

Serious  dietary  in- 
discretion; dis- 
rupted family 

structure 

17 

2 

Flagrant  dietary  in- 
discretion with 

minimal  insight 

18 

2 

Relations  with  medi- 
cal staff  poor 

20 

1 

Housewives 

1 

1 

4 

2 

Continuous  dietary 
indiscretion  pre- 
sents serious  med- 
ical problem 

13 

1 

16 

1 

Students 

2 

1 

8 

1 

19 

3 

Patient’s  reaction  to 
orthopedic  de- 

formities interferes 
with  peer  relation- 
ships and  normal 
activities 

Unemployed 

5 

2 

Blunted  affect,  little 
insight,  serious  di- 
etary indiscretion 

9 

2 

Underlying  conflict 
about  role  reversal 
with  wife 

* 1 is  excellent.  Patient  well  adjusted  in  all  3 aspects; 
2 is  good,  over-all  adjustment  satisfactory,  but  suboptimal 
adjustment  exists  in  one  area;  3 is  fair,  suboptimal  adjust- 
ment in  2 of  the  3 categories;  and  4 is  poor,  adjustment 
problems  in  all  3 categories. 

diet.  Similar  conclusions  were  recently  re- 
ported by  gastroenterologists  treating  pa- 
tients with  peptic  ulcer  disease.5 
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TABLE  IX.  Patient  reaction  to  prescribed  daily  diet* 


At- 
ti- 
tude Ad- 
Re-  her- 
gard-  ence 
ing  to 

Case  Diet)  Diet** 

Patient  Comments 

1 

3 

C 

Cooks  with  salt 

2 

4 

D 

Eats  whatever  he  wishes 
except  for  added  salt 

3 

2 

C 

Wife  cooks  with  a little 
salt,  has  a little  wine, 
eats  unmeasured  por- 
tions 

4 

3 

B 

Eats  regular  bread  and 
cake 

5 

2 

C 

Ingests  additional  protein 
(meat) 

6 

3 

B 

Has  occasional  snack  of 
lobster  or  pizza 

7 

2 

C 

Always  eats  regular  bread, 
but  in  amounts  pre- 
scribed for  low-sodium 
bread 

8 

3 

D 

Eats  regular  food  at  res- 
taurants 

9 

4 

C 

Does  not  add  salt,  but 
ingests  normal  diet 

10 

3 

B 

Cheats  “when  necessary, 
when  blood  pressure 
low” 

11 

4 

C 

12 

2 

D 

Cheats  on  bread  and  meat, 
but  not  salt 

13 

2 

B 

Eats  regular  bread,  po- 
tatoes 

14 

3 

C 

“When  I feel  good,  I take 
a little  extra” 

15 

4 

D 

16 

3 

C 

Drinks  hot  chocolate 
whenever  desired 

17 

2 

C 

18 

2 

C 

Uses  regular  butter 

19 

3 

C 

Eats  regular  bread 

20 

3 

C 

* 40  Gm.  protein,  400  mg.  sodium,  1,500  mg.  potassium, 
t 1,  likes;  2,  satisfactory,  with  reservations;  3,  tolerates; 
and  4,  dislikes. 

**  A,  completely;  B,  most  of  the  time;  C,  half  and  half; 
D,  rarely;  and  E,  never. 


Comment 

It  has  been  eight  years  since  Scribner  et 
al.6  first  demonstrated  the  feasibility  of  pro- 
longing the  life  of  uremic  patients  by  repe- 
titive hemodialysis.  Early  patient  difficul- 
ties with  metabolic  bone  disease,  arthritis 
(pseudogout),  persistent  motor  neuropathy, 
pruritis,  and  diastolic  hypertension  were 
largely  ameliorated  by  adding  to  the  number 
of  hours  of  hemodialysis  per  week.  As  a 
consequence  of  increased  dialysis  time,  the 


patient  must  adjust  to  a decrease  in  the 
hours  available  for  all  other  activities.  In 
the  present  study,  it  is  seen  that  mainte- 
nance hemodialysis  performed  at  a center 
consumes  31  per  cent  of  the  patient’s  week 
(based  on  five  days) . By  performing  dialy- 
sis overnight,  time  for  productive  activities, 
including  gainful  employment,  is  preserved. 

A reduced  annual  income  and  shorter 
work  week  was  reported  by  most  of  the  gain- 
fully employed  patients.  Maintenance  he- 
modialysis, for  the  selected  patients  in  the 
present  program,  is  a successful  therapy. 
Two  components  of  the  therapeutic  regi- 
men, the  arteriovenous  shunt  and  the  so- 
dium-restricted diet,  interfere  with  patient 
rehabilitation.  Cannula  failure  and/or  in- 
fection was  the  most  frequent  cause  of  de- 
bility and  hospitalization.  The  external 
blood  shunt  is  less  than  satisfactory.  Al- 
though improved  cannula  designs  have  in- 
creased the  longevity  of  shunt  function,7  the 
most  promising  advance  in  providing  access 
to  the  patient’s  blood  has  been  the  internal 
arteriovenous  fistula.  Most  of  the  days  in 
the  hospital  for  the  present  patient  group 
might  have  been  eliminated  had  fistulae, 
rather  than  shunts,  been  employed.  Most 
patients  rejected  the  prescribed  diet,  induc- 
ing medical  complications  in  some.  Whether 
college  graduate,  elementary  school  drop 
out,  professional,  blue  collar  worker,  or 
housewife,  a sodium-restricted  diet  was  un- 
acceptable. Unfortunately,  little  prospect 
exists  for  eliminating  this  aspect  of  the  reg- 
imen. 

It  is  important,  however,  to  know  how  ex- 
tensively patients  do  cheat  on  their  diets, 
so  that  modifications  in  sodium  and  protein 
allotments  may  be  based  on  actual  intake 
and  not  the  often-ignored,  previously-or- 
dered diet. 

Despite  medical  complications,  frequent 
hospitalizations,  and  reduced  income,  most 
patients  endure  quite  well.  Even  after  four 
years  of  intermittent  hemodialysis,  only  1 of 
29  patients  has  given  up,  a probable  suicide 
and  the  only  nonmedical  death  at  the  present 
center.  The  remainder  work,  tend  house,  go 
to  school,  and  anticipate  a future  less  rigor- 
ous than  the  present. 

Summary 

The  psychosocial  adjustment  of  a group  of 
20  patients,  undergoing  maintenance  hemo- 


636  New  York  State  Journal  of  Medicine  / March  1,  1970 


dialysis  for  at  least  one  year  in  a municipal 
hospital  center,  was  studied.  A mean  of  31 
per  cent  of  the  patients’  work  week  was  con- 
sumed by  actual  dialysis  or  activities  neces- 
sitated by  hemodialysis  therapy.  Gainfully 
employed  patients  adjusted  to  a reduced  an- 
nual income  and  a shorter  work  week.  The 
patients’  total  rehabilitation  was  made  dif- 
ficult by  2 components  of  the  therapeutic 
regimen,  the  placement  of  external  arterio- 
venous shunts  and  the  required  sodium-re- 
stricted diet.  Most  patients  rejected  the 
prescribed  diet.  Despite  frequent  hospital- 
izations, a mean  of  twenty-eight  days  per 
year  per  patient,  most  patients  are  able  to 
work,  tend  house,  or  participate  in  school 
activities. 

Acknowledgments.  Joseph  Castronuovo,  M.D.,  Eu- 
gene Cooper,  M.D.,  Barbara  Delano,  M.D.,  and  Nomian 
Gerber,  M.D.,  supervised  the  medical  management  of  the 
patient  group.  Mr.  Richard  Hessert  and  Mr.  Michael 
Robin  supervised  the  technical  aspects  of  the  hemodialysis 


Adenocarcinoma  of 
the  cervix 


Since  it  has  been  suggested  that  adenocarci- 
nomas of  the  cervix  are  more  resistant  to  radia- 
tion than  squamous  cell  cancers  at  this  site, 
with  earlier  spread  to  lymphatics  and  a poorer 
prognosis,  John  J.  Mikuta,  M.D.,  and  Joan  A. 
Celebre,  M.D.,  undertook  a review  of  experi- 
ence with  this  type  of  lesion  ( Obstetrics  and 
Gynecology  33:  753  (June)  1969). 

From  a review  of  the  records  of  54  patients, 


and  biochemical  laboratories.  R.  Keith  Waterhouse,  M.D., 
and  Harold  McDonald,  Jr.,  M.D.,  directed  the  surgical 
care  of  the  patients  undergoing  maintenance  hemodialysis. 
Miss  Margaret  Doherty,  Chief  Nurse,  and  her  staff,  con- 
ducted the  hemodialyses.  Mrs.  Fran  Roth  coordinated  the 
function  of  the  unit. 
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ages  thirty  to  seventy-nine,  over  a period  of 
thirty-two  years,  it  appeared  that  pure  adeno- 
carcinomas, stage-for-stage,  have  as  good  a 
prognosis  as  squamous  cell  carcinomas  and  are 
as  radiosensitive.  Of  26  patients  of  this  type 
treated  with  radiotherapy  alone,  the  five-year 
survival  rate  was  61.6  per  cent.  When  all  cell 
types  were  included,  however  (10  other  pa- 
tients also  treated  only  by  radiation),  the  five- 
year  survival  rate  was  47.3  per  cent.  Of  8 pa- 
tients with  adenocanthoma  or  adenosquamous 
types,  none  survived  five  years,  and  of  2 with 
the  mesonephritic  type,  1 survived  five  years. 
In  these  3 latter  types  of  cancer,  response  to 
radiotherapy  appears  to  be  poor. 
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T HE  GROWING  interest  in  the  relation- 
ship between  the  lithium  ion  and  mental  ill- 
ness has  stimulated  many  studies  and  many 
interesting  precepts.  It  has  been  called  the 
one  true  mood  stabilizer,  and  many  believe 
that  lithium  may,  in  fact,  be  the  first  truly 
etiologically  specific  psychiatric  drug. 

This  report,  with  a review  of  the  litera- 
ture, will  discuss  the  lithium  ion  historical- 
ly,  psychopharmacologically,  and  physiologi- 
cally; the  clinical  application;  advantages 
and  disadvantages;  and  the  contraindica- 
tions. 

Historical  background 

Although  lithium  was  discovered  in  1818, 
no  reference  of  its  use  or  uses  in  medicine 
was  made  until  1841  when  Lipowitz  showed 
that  the  lithium  salts  of  uric  acid  were  solu- 
ble in  water  in  vitro.  From  1859  to  the  turn 
of  the  century,  it  was  widely  used  for  such 
conditions  as  gout,  renal  calculi,  uremia, 
and  rheumatism,  as  Kline1  states.  It  has 
also  been  used  intermittently  as  a tonic 
(1864),  a sedative,  an  antiepileptic  agent, 
and  in  conjunction  with  radiation  to  destroy 
surface  tumors.  In  1949  lithium  was  rather 

This  report  is  based  on  presentation  given  at  grand 
rounds  before  the  psychiatric  staff  of  Reiss  Pavilion,  St. 
Vincent’s  Hospital,  New  York  City,  July  14,  1968. 


briefly  but  extensively  used  as  a dietary 
substitute  for  sodium  chloride  in  persons  on 
salt-restrictive  regimens.  However,  several 
severe  lithium  intoxications  and  deaths  fol- 
lowed ; and  with  the  present  information 
that  lithium  is  definitely  contraindicated  in 
both  renal  and  cardiac  decompensation, 
these  severe  reactions  are  easily  understood. 

In  1949  Cade,2  an  Australian,  accidental- 
ly observed  a sedative-like  action  of  lithium 
salts  in  guinea  pigs.  Two  hours  after  an  in- 
jection of  0.5  per  cent  of  lithium  carbonate 
the  animals,  although  fully  conscious,  be- 
came lethargic  and  unresponsive  for  one  to 
two  hours  and  then  again  became  normally 
active  and  timid.  Cade  then,  for  the  first 
time,  tested  lithium  on  10  human  patients 
with  an  alleged  100  per  cent  improvement. 
From  1950  through  the  present  time,  more 
than  50  reports  have  been  presented  claim- 
ing that  lithium  is  not  only  therapeutic  in 
the  manic  phase  but  also  prophylactic  in  the 
depressive  phase.  This  biphasic  action 
claimed  for  lithium  may  well  make  it  the 
first  true  specific  psychiatric  drug. 

Pharmacology 

Lithium  is  the  lightest  metal  known,  hav- 
ing an  atomic  weight  of  6.940.  It  has  an 
atomic  number  of  3.  The  pure  metal  never 
occurs  in  nature.  Lithium  ions  are  readily 
absorbed  from  the  intestines  and  from  sub- 
cutaneous, intramuscular,  and  intraperi- 
toneal  depots  and  many  be  detected  in  fluids 
and  organs  within  a few  minutes  after  ad- 
ministration. Lithium,  however,  is  not  me- 
tabolized in  the  body.  Lithium,  a metal,  is 
distributed  in  the  organism  differently 
from  both  sodium  and  potassium.  Whereas 
sodium  is  mainly  extracellular  and  potassi- 
um mainly  intracellular,  lithium  seems  to  be 
rather  evenly  distributed  throughout  the 
water  phases  of  the  body.  Studies  have 
shown  that  lithium  ions  enter  rapidly  into 
the  liver,  kidney,  and  skin,  somewhat  more 
slowly  into  muscle  and  bone,  and  very  slowly 
into  the  brain.  This  fact  of  the  blood-brain 
barrier  being  considerably  less  permeable  to 
lithium  is  not  astonishing  in  view  of  the  low 
blood-brain  permeability  of  both  sodium  and 
potassium.  Lithium  enters  the  red  blood 
cells  at  the  same  rate  as  do  sodium  and  po- 
tassium. When  lithium  enters  the  erythro- 
cyte, however,  it  displaces  the  sodium  as 
well  as  the  potassium.  Lithium  is  eliminat- 


638  New  York  State  Journal  of  Medicine  / March  1,  1970 


ed  mainly  through  the  kidney  with  a small 
amount  eliminated  via  feces  and  through 
perspiration.  When  a single  dose  of  lithi- 
um salt  is  administered  to  an  intact  animal, 
a large  amount  is  eliminated  via  its  kidney 
in  the  first  few  days,  but  small  amounts 
may  be  found  up  to  two  weeks  because  of 
the  slow  release  from  certain  tissues. 

During  continuous  treatment  of  psychiat- 
ric patients  with  dosage  of  0.5  to  1 mg.  per 
kilogram  of  body  weight  per  day,  Schou'* 
found  serum  levels  of  lithium  ranged  be- 
tween 0.5  and  2 mEq.  per  liter.  He  also 
claimed  that  at  the  beginning  manic  pa- 
tients appear  to  excrete  considerably  less 
lithium  than  do  normal  controls,  and  only 
after  a few  days  a profuse  excretion  of  lithi- 
um coincides  with  a marked  reduction  in 
symptoms. 

According  to  Coppen,4  the  action  of  lithi- 
um has  a very  interesting  and  unique  influ- 
ence on  sodium  metabolism  and  sodium 
transport  across  the  biologic  membrane.  In 
fact,  Coppen,  Malleson,  and  Shaw5  observed 
an  increase  in  intracellular  sodium  in  both 
manic  and  manic-depressive  subjects.  The 
close  chemical  relationship  between  lithium 
and  sodium  has  stimulated  interest  in  these 
two  ions.  Tupin,  Schlagenhauf,  and  Creson6 
agree  that  lithium  produces  a clear  and 
predictable  effect  on  electrolyte  metabolism 
in  young  male  normal  controls. 

Keynes  and  Swan7  have  shown  that  dur- 
ing an  action  potential,  when  sodium  usually 
enters  the  cell,  lithium  and  sodium  enter  in 
equal  facility,  but  lithium  is  in  fact  removed 
from  the  cell  at  about  one-tenth  to  one-twen- 
tieth the  rate  of  sodium.  After  administra- 
tion of  the  usual  therapeutic  dose  of  lithium 
carbonate  for  seven  days,  it  has  been  found 
that  (1)  exchangeable  and  residual  sodium 
showed  a marked  drop;  (2)  the  bromides 
were  increased;  and  (3)  the  total  body  po- 
tassium and  the  urinary  sodium,  potassium, 
and  chloride  were  not  changed. 

The  most  likely  explanation  for  these 
findings  is  that  lithium  increases  the  per- 
meability of  the  cell  to  bromide  and  chlo- 
rides and  decreases  the  permeability  to  sodi- 
um. If,  in  fact,  these  changes  in  the  elec- 
trolyte balance  occur  in  the  central  nervous 
system,  certain  functional  changes  should 
manifest  themselves.  Tupin,  Schlagenhauf, 
and  Creson6  also  confirm  a relationship  be- 
tween calcium  and  magnesium  ions  after 


lithium  therapy.  They  found  that  after  the 
first  twenty-four  to  forty-eight  hours  of 
lithium  there  was  a sodium  diuresis,  a de- 
crease in  calcium  excretion,  and  an  increase 
in  magnesium  excretion. 

These  changes  in  magnesium  and  calcium 
are  of  particular  interest  because  of  the  re- 
lationship between  these  ions  and  neuron 
function  and  catecholamine  metabolism. 
Bunney  et  al.H  state  that  lithium  pretreat- 
ment increases  the  net  uptake  of  norepi- 
nephrine. 

It  should  be  pointed  out,  however,  that 
nothing  is  known  about  the  specific  mecha- 
nism of  the  action  of  lithium  in  certain  psy- 
chotic states.  For  example,  is  it  due  to  a 
general  influence  on  the  entire  nervous  sys- 
tem or  on  action  on  circumscribed  areas  of 
the  brain?  Is  the  action  primarily  a stimu- 
lation or  an  inhibition  of  cerebral  processes? 

Clinical  application 

There  are  many  claimed  uses  for  lithium, 
including  epilepsy,  excitement  states  re- 
gardless of  cause,  psychosis  activated  by 
electric  convulsive  therapy  or  antidepres- 
sants, premenstrual  syndrome,  mania,  and  a 
prophylaxis  against  mania  and  recurrent 
depressions.1 

At  the  present  time  most  of  the  interest 
and  work  in  lithium  are  centered  around  its 
relationship  with  the  affective  disorders,  or 
manic-depressive  syndromes,  in  which  it 
shows  both  a therapeutic  and  a prophylactic 
action. 

There  have  been  several  new  terms  intro- 
duced into  the  literature  concerning  the  ac- 
tion of  the  drug  on  affective  disorders. 
Gershon  and  Yuwiler9  use  the  term  “thy- 
moleptic”  by  which  they  mean  “the  control 
or  regulation  of  any  disturbance  of  affectiv- 
ity.”  Schou10  has  proposed  the  term  “nor- 
mothymic.” 

The  important  fact  of  these  premises  is 
not  the  use  of  lithium  against  the  “target 
symptoms”  of  affective  states,  but  the  dis- 
tinct possibility  that  lithium  may  well  be 
the  first  psychiatric  drug  that  actually 
checks  a disease  process. 

Effectiveness  of  lithium 

The  main  area  of  therapeutic  nature  of 
lithium  has  been  in  the  treatment  of  mania. 
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In  fact,  it  is  true  that  the  drug  seems  to 
have  a definite  specificity.  Gershon  and 
Yuwiler9  state  that  lithium  treatment  is  ef- 
fective in  the  more  common  type  of  elated 
mania  as  well  as  in  cases  that  exhibit  insta- 
bility and  restlessness.  It  has  also  been 
shown  to  be  effective  both  in  cases  respon- 
sive and  resistant  to  electric  convulsive  or 
drug  therapies.  A review  of  the  literature 
shows  an  improvement  rate,  ranging  from 
40  to  80  per  cent.  These  studies  were  both 
open  and  blind  studies.  There  is  only  one 
report  that  contradicts  this  thesis.  In  this 
investigation  Giustino11  reported  no  im- 
provement. 

Prior  to  1960  all  of  the  reports  on  lithium 
and  mania  came  from  Europe,  particularly 
from  Schou.  In  1964  Kingstone12  reported 
a study  of  17  cases  of  manic  and  nonmanic 
patients  varying  in  age  from  seventeen  to 
seventy-seven.  He  used  lithium  carbonate 
in  300-mg.  capsules,  each  capsule  containing 
8.1  mEq.  of  lithium  ion.  The  usual  dose 
was  0.9  to  1.8  Gm.,  but  as  much  as  5.4  Gm. 
were  used.  Intolerance  to  the  drug  appears 
with  improvement,  so  that  progressive  re- 
duction of  dosage  is  necessary.  Baastrup  in 
196413  treated  50  to  60  female  patients  with 
900  mg.  of  lithium  carbonate  daily  in  three 
divided  doses  and  found  improvement  in  the 
vast  majority  of  patients. 

In  the  most  recent  article  on  the  subject 
of  lithium  and  mania,  Fieve,  Platman,  and 
Plutchik14  in  a ten-year  study  confirm  a 
44  to  80  per  cent  effectiveness  of  all  studies 
in  the  literature. 

Another  interesting  feature  is  the  infor- 
mation stated  by  Gershon  and  Yuwiler9  on 
the  differential  patterns  of  retention  and 
excretion  of  the  lithium  ion  in  manic  pa- 
tients as  compared  with  those  in  normal 
subjects.  When  normal  individuals  were 
given  lithium  in  doses  of  19  to  50  mEq.  per 
liter,  lithium  was  detected  in  the  urine  fif- 
teen minutes  later  with  peak  excretion  in 
one  to  two  hours  followed  by  a slow  decline 
for  six  to  seven  hours,  then  leveling  off  for 
weeks  at  times.  However,  about  50  to  75 
per  cent  of  the  lithium  is,  in  fact,  excreted 
within  the  first  two  hours.  In  contrast  to 
these  observations  on  normal  subjects, 
manic  patients  in  the  manic  phase  tolerate 
doses  of  lithium  two  to  three  times  that  of 
normal  persons. 

In  the  treatment  of  the  depressive  phase 
of  the  disorder,  lithium  does  not  do  so  well. 


In  fact,  a review  of  the  literature  leads  to 
the  general  conclusion  that  lithium  exerts 
no  activity  and  neither  helps  nor  aggravates 
the  “acute”  depressive  phase. 

Cade2  in  1949  made  the  observation  that 
lithium  had  no  therapeutic  effect  on  acute 
endogenous  depression.  However,  subse- 
quent authors,  notably  Andreani,  Caselli, 
and  Martelli,15  and  Vojteckowsky  in  sepa- 
rate studies,  believed  that  lithium  had  defi- 
nite antidepressant  qualities. 

Fieve,  Platman,  and  Plutchik16  in  their 
double-blind  study  believed  that  lithium  has 
a mild  antidepressant  effect,  whereas  im- 
ipramine  (Tofranil)  possesses  a moderate 
to  strong  antidepressant  effect.  These  au- 
thors also  stated,  “However,  one  cannot  ex- 
clude the  possibility  that  this  mild  antide- 
pressant effect  would  be  equally  produced  by 
any  physiological  active  substance.” 

The  prophylactic  action  of  lithium  has 
been  implied  ever  since  the  drug  was  intro- 
duced psychiatrically  by  Cade.2  Many  au- 
thors in  small  studies  have  claimed  prophy- 
lactic action  of  lithium  in  both  the  manic 
and  recurrent  depressive  phases.  Among 
these  are  Schou,10  Baastrup  and  Schou,17 
and  Andreani,  Caselli,  and  Martelli.15  The 
most  important  and  impressive  study  was 
done  by  Baastrup  and  Schou.17  This  study 
dealt  with  88  cases  with  two  or  more  manic 
depressive  episodes  within  one  year  or  one 
or  more  episodes  per  year  during  two  years. 
Diagnoses  included  not  only  manic  depres- 
sive psychosis  in  its  classic  sense  but  also 
cases  of  recurrent  endogenous  depression 
and  some  atypical  (schizo-affective)  cases. 
The  common  denominator  was  the  “clinical 
episode,”  that  is,  psychotic  phases  of  manic, 
depressive,  or  a mixed  type.  The  study 
lasted  from  January,  1960,  through  July, 
1966,  and  the  drug  used  was  lithium  car- 
bonate. Patients  were  started  on  150  mg. 
(4  mEq.)  twice  a day,  then  the  dosage  was 
increased  in  steps  of  100  mg.  to  a mainte- 
nance of  900  mg.  daily  (25  mEq.).  All  the 
patients  had  previously  been  treated  ex- 
tensively with  electric  convulsive  therapy 
and/or  drugs.  Antidepressant  therapy  was 
given  with  lithium  carbonate  during  depres- 
sive relapses.  Two  parameters  were  used 
to  assess  information:  (1)  the  relapse  fre- 

quency, the  average  number  of  episodes  per 
year;  and  (2)  the  psychosis  rate,  the  aver- 
age number  of  months  per  year  dui'ing 
which  the  patient  was  in  fact  psychotic. 
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The  conclusions  showed  a relapse  rate  of 
every  eight  months  prior  to  lithium  and  a 
rate  of  every  sixty  months  after  lithium, 
and  a psychotic  rate  of  thirteen  weeks  per 
year  before  lithium  to  one  and  one-half 
weeks  per  year  after  lithium. 

Subsequent  long-range  studies  by  Fieve, 
IMatman,  and  Plutchik16  concluded  that  the 
effects  of  lithium  in  recurrent  affective  dis- 
orders are  due  to  the  well-documented  anti- 
manic  and  hypomanic  effects  of  lithium,  the 
mild  antidepressant  effect  of  the  drug,  and 
the  detection  of  very  early  mood  shifts  and 
subsequent  adjustment  of  dosage.  Accord- 
ing to  these  authors,  it  is  probable  that 
there  is  no  direct  prophylactic  action  on  re- 
current depressions  per  se  but  that,  on  the 
average,  lithium  acts  directly  as  a mild  anti- 
depressant for  each  depression  attack  and 
as  a strong  antimanic  agent  for  each  manic 
attack.  The  authors  were  quick  to  note, 
however,  that  “lithium  does  not  cure  manic- 
depression  psychosis,  it  must  be  given  con- 
tinuously to  prevent  episodes.” 

Advantages 

From  all  these  conclusions  of  the  action 
of  lithium  as  a true  bipolar  drug  in  the  af- 
fective disorders,  a number  of  advantageous 
generalizations  may  be  cited:  (1)  Rapid 

control  is  attained  usually  not  longer  than 
five  to  ten  days  in  mania;  (2)  improve- 
ment occurs  with  treatment,  and  relapses 
occur  usually  within  seventy-two  hours 
after  cessation  of  therapy;  (3)  treatment 
is  effective  in  chronic  resistant  cases; 
(4)  it  can  prevent  recurring  manic  and  de- 
pressive episodes;  (5)  the  patient  may  be 
more  adequately  handled  in  an  outpatient 
setting;  (6)  there  is  neither  a narcotic  nor 
hypnotic  effect,  since  there  is  no  addiction 
nor  withdrawal;  (7)  the  drug  is  inexpen- 
sive; (8)  under  laboratory  control  by 
serum  determinations,  toxicity  is  low  or  to- 
tally absent;  and  (9)  clinically  lithium  is  a 
good  potential  as  an  adjunct  to  psychothera- 
py, with  its  ability  to  normalize  the  patho- 
logic mood  without  producing  discernible 
sedation  or  other  impairment  of  intellectual 
functioning. 

Disadvantages 

Lithium  is  relatively  toxic  to  the  animal 


organism.  The  toxicity  is  determined  not 
only  by  the  amount  of  lithium  intake  but 
also  by  the  relatively  low  sodium  intake. 
The  clinical  picture  of  lithium  intoxication 
is  rather  complex  and  involves  several  or- 
gans, but  symptoms  from  the  gastrointesti- 
nal tract,  kidneys,  and  central  nervous  sys- 
tem are  most  usually  prominent.  Neither 
in  animal  studies  nor  in  fatal  cases  of  lithi- 
um poisoning  in  man  has  it  been  possible  to 
establish  clearly  the  cause  of  death,  but  a 
number  of  reports  point  to  the  kidney  as  the 
site  of  least  resistance.  There  are  first  the 
general  nonorgan  specific  signs,  such  as  an- 
orexia, weight  loss,  fatigue,  dehydration, 
and  decrease  in  body  temperature.  In  re- 
gard to  the  gastrointestinal  tract,  the  signs 
ax-e  nausea,  salivation,  vomiting,  and  diar- 
rhea. The  signs  of  the  central  nervous  sys- 
tem are  a fine  tremor  of  the  hands,  lips,  and 
lower  jaw.  In  more  severe  cases,  muscular 
weakness  and  ataxia,  a positive  Romberg 
sign,  giddiness,  tinnitus,  drowsiness,  sleepi- 
ness, slurred  speech,  blurred  vision,  hyper- 
irritability, hyperactive  deep  reflexes, 
muscular  fasciculations  in  the  face,  nystag- 
mus, lethargy,  and  stupor  appear.  In  a few 
cases  mental  confusion,  extreme  anxiety, 
and  delirium  have  occurred.  In  some  grave 
cases  coma  and  epileptic  seizures  have  also 
occurred.  Electroencephalograms  show  a 
generalized,  slow  dysrhythmia  with  fre- 
quency of  four  to  six  seconds  (Baastrup  and 
Schou17).  Barratt,  Creson,  and  Russell18  in 
recent  studies  have  shown  evidence  in  cats 
that  the  arkite  frontal  cortex  is  a primary 
brain  locus  for  the  immediate  effects  of 
lithium. 

In  man  toxic  signs  are  not  usually  promi- 
nent in  the  heart  and  circulatory  system, 
outside  of  electrocardiographic  changes. 
These  consist  of  inverted  T-wave  changes 
and  inversion  and  flattening  of  the  isoelec- 
tricity. 

However,  all  of  these  electrocardiographic 
changes  are  remissible  with  discontinuance 
of  therapy. 

In  regard  to  the  kidney,  oliguria,  an  ele- 
vation of  blood  nonprotein  nitrogen,  pro- 
teinuria, and  hematuria  may  occur.  Micro- 
scopic investigations  have  shown  marked 
degenerative  changes  in  the  tubular  epithe- 
lium, and  renal  failure  is  considered  to  be 
the  principal  cause  of  death.  Some  authors 
have  spoken  about  toxic  changes  in  bone 
marrow  and  various  blood  chemistry 
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changes,  but  these  findings  have  not  been 
duplicated  by  any  other  authors. 

Apart  from  the  removal  of  lithium  from 
the  organism,  treatment  of  lithium  poison- 
ing must  be  supportive  and  aim  at  the  pre- 
senting complications.  One  other  side-effect 
of  long-range  use  of  lithium  was  recently 
reported  by  Fieve  and  Platman.19  These 
authors,  like  Schou  before  them,  found  in  19 
manic-depressive  patients  treated  with  lith- 
ium that  6 had  nontoxic  goiters  and  4 others 
had  clear  evidence  of  thyroid  disease.  This 
raises  the  distinct  possibility  of  a relation- 
ship between  thyroid  function,  manic-de- 
pressive illness,  and  lithium  treatment. 
Several  authors  have  reported  similar  find- 
ings. Gjessing20  reported  a number  of  pa- 
tients with  “periodic  cyclic  catotonia,”  who 
all  responded  to  thyroid  treatment.  Libow 
and  Durell21  also  reported  on  a relationship 
between  “periodic  psychosis”  and  thyroid 
metabolism. 

Since  lithium  is  toxic  and  since  it  is  not 
metabolized  in  the  organism,  the  serum  lith- 
ium level  is  a true  indicator  of  the  actual 
lithium  content  of  the  body  at  any  one  time. 
According  to  the  Food  and  Drug  Adminis- 
tration, doses  of  lithium  carbonate  of  1.7 
Gm.  per  day  correspond  to  a level  of  2.5 
mEq.  per  liter  for  the  lithium  ion.  This 
toxicity  is  greatly  accentuated  when  sodi- 
um chloride  intake  is  reduced  or  when  renal 
disease  is  present.  It  is  also  known 
(Schou3)  that  the  lowest  prophylactic  level 
of  lithium  ion  is  0.6  mEq.  per  liter  and  that 
at  1.6  mEq.  per  liter  impending  toxicity  is 
presumed.  It  is  possible  with  this  informa- 
tion to  determine  the  exact  amount  of  lithi- 
um present.  This  is  done  by  the  flame  pho- 
tometer. The  determination  is  simple, 
rapid,  sensitive,  and  accurate.  In  psychiat- 
ric patients  it  has  the  advantage  of  demon- 
strating whether  or  not  the  patient  is  tak- 
ing the  lithium  and  whether  or  not  symp- 
toms are,  in  fact,  due  to  the  lithium  intoxi- 
cation. 

As  was  mentioned  earlier,  lithium  could 
be  used  with  other  psychotropic  drugs. 


However,  it  is  noted  in  the  literature  that 
the  prophylactic  stability  achieved  with  lith- 
ium appears  to  be  broken  with  certain  anti- 
depressant medication,  notably  imipramine. 

St.  Vincent’s  Hospital 
144  West  12th  Street 
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/\  cross  the  country  local  hospital  emer- 
gency rooms  have  become  primary  sources 
of  medical  care  for  the  community.1  Ready 
accessibility,  lack  of  red  tape,  and  prompt 
medical,  laboratory,  and  x-ray  services  all 
contribute  to  their  appeal  in  both  urgent 
and  nonurgent  situations.  These  walk-in 
facilities  not  only  serve  their  neighborhoods 
as  “family  physicians,”  available  at  all  hours 
for  consultation  and  treatment,  but  they 
have  also  been  described  as  “observation 
posts”  and  “windows”  to  unsolved  commu- 
nity problems.2  This  suggests  that  service 
and  case  records  maintained  by  hospital 
emergency  units  might  have  a function  other 
than  facilitating  the  delivery  of  personal 
health  care:  to  identify  local  community 

health  issues  needing  further  study  or  pre- 
ventive action. 

Studies  of  emergency  room  utilization 
patterns  have  demonstrated  that  adoles- 
cents from  all  social  levels  are  well  repre- 

* Presented  before  the  Maternal  and  Child  Health  Sec- 
tion, American  Public  Health  Association  Annual  Meeting, 
Detroit,  Michigan,  November  12,  1968. 


sented  as  users  of  these  round-the-clock 
services.3  5 The  daily  log  of  local  emer- 
gency units  provides  provocative  insights 
on  the  medical  difficulties  and  social  be- 
havior of  these  young  people  as  individu- 
als. In  fact,  short  of  large-scale  communi- 
ty, hospital,  or  school  surveys,  emergency 
room  records  may  be  one  of  the  best  and 
most  readily  available  sources  of  current 
and  continuing  information  on  the  immedi- 
ate medical  needs  of  adolescents  as  a 
group. 

What  kind  of  picture  emerges  when 
these  same  hospital  records  are  examined 
from  a still  different  perspective,  that  of 
the  community?  How  helpful  are  they  ir. 
identifying  environmental  and  social  sit- 
uations which  affect  the  personal  health 
and  safety  of  all  adolescents  in  a neighbor- 
hood? How  might  the  information  be  used 
to  promote  awareness  of  specific  problem 
areas  and  stimulate  action  toward  solu- 
tions? 

Procedures 

To  explore  the  possibilities  raised  by 
these  questions,  a retrospective  record  re- 
view was  carried  out  in  the  emergency 
rooms  of  two  community  hospitals.  Re- 
corded facts  extracted  from  the  daily  logs 
provided  information  on  over  2,500  subur- 
ban and  1,000  urban  adolescents  thirteen 
to  twenty  years  of  age,  representing  all 
who  sought  emergency  room  care  during 
the  entire  calendar  year  1963.4-5  Identical 
data-gathering  technics  were  used  in  both 
hospitals,  providing  a measure  of  confi- 
dence in  using  the  information  for  compar- 
ative purposes.  The  immediate  objectives 
were:  (1)  to  determine  the  major  simi- 

larities and  differences  in  the  2 samples  of 
adolescents  in  terms  of  emergency  room 
utilization  patterns,  medical  problems  seen, 
and  factors  precipitating  visits;  (2)  to  re- 
late these  hospital-based  observations  to  per- 
tinent community  information  from  existing 
official  and  research  sources;  and  (3)  to 
identify  clues  to  specific  local  conditions 
which  appear  to  affect  the  health  and  safety 
of  adolescents. 

Hospital  and  community  characteristics 

The  two  hospitals,  both  small  general 
voluntary  institutions  of  285  and  377  beds 
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respectively,  were  selected  for  the  study 
because  of  their  central  location  in  popu- 
lated residential  districts  and  the  com- 
pleteness of  their  emergency  room  records. 
Both  emergency  units  are  accessible  to  the 
community  on  a twenty-four  hour  basis, 
run  an  ambulance  service,  receive  refer- 
rals from  local  practicing  physicians  and 
junior-senior  high  schools,  accept  walk-in 
patients,  and  charge  moderate  fees.  Both 
hospitals  also  maintain  a well-documented 
daily  medical  log  of  emergency  room  vis- 
its. Despite  their  relative  completeness, 
however,  the  logs  do  not  include  informa- 
tion on  such  social  indicators  as  ethnic 
group,  religious  preference,  educational 
level,  marital  status  and  financial  resources. 

The  major  difference  in  the  2 hospitals 
is  their  geographic  location.  The  urban  hos- 
pital is  situated  in  the  Washington  Heights 
health  district  in  New  York  City,  a fairly 
circumscribed  7 square-mile  area  on  the 
northern  tip  of  Manhattan  island.  In  1963, 
this  was  still  a relatively  stable  middle-  to 
low-income  residential  section  of  the  city. 
The  270,000  inhabitants  lived  in  closely 
packed,  old-style,  low-rise  apartment  build- 
ings just  beginning  to  show  general  de- 
terioration. Roughly  65  per  cent  of  these 
urban  families  were  descendents  of  Irish- 
Catholic  and  German-Jewish  immigrants, 
many  of  them  long-time  residents  of  the 
district.  About  25  per  cent  were  Negro, 
some  of  them  native  New  Yorkers,  others 
newcomers  from  the  South.  Approximately 
10  per  cent  were  of  Puerto  Rican  origin, 
most  of  them  recent  arrivals  in  the  city. 
Young  people  aged  thirteen  to  twenty  years 
constituted  about  10  per  cent  of  the  total 
population. 

The  suburban  hospital  serves  Northern 
Valley  Community  in  Bergen  County,  New 
Jersey,  5 miles  from  Washington  Heights 
across  the  Hudson  River  by  bridge.  In 
contrast  to  the  limited  geographic  size  of 
the  urban  hospital  district,  the  223,000  res- 
idents of  Northern  Valley  Community  live 
in  22  townships  spread  over  an  area  of  60 
square  miles.  Population  growth  has  been 
rapid  due  largely  to  the  flow  of  well-to-do 
city  folk  to  suburbia.  Over  95  per  cent  of 
all  homes  are  self-owned  1-  to  2-family  dwell- 
ings; most  of  them  built  after  1950.  In 
1963  about  97  per  cent  of  the  families  in 
this  middle-  to  high-income  community 
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TABLE  I.  Adolescent  emergency  room  visits  by 
age,  type  of  community,  and  sex  (per  cent) 


Age 
(Y  ears) 

- — Total  Visits—' 
Urban  Sub- 
urban 

Distribution  of 
. — Males — • 
Urban  Sub- 
urban 

13 

10.6 

11.5 

66.7 

72.6 

14 

13.1 

12.5 

58.4 

69.0 

15 

12.9 

12.1 

65.6 

69.1 

16 

13.0 

14.3 

62.5 

71.1 

17 

11.4 

13.3 

58.2 

72.3 

18 

15.3 

11.5 

56.4 

59.1 

19 

13.4 

11.5 

64.3 

61.1 

20 

10.3 

13.2 

58.7 

58.6 

Totals  and  means 

Per  cent 

100.0 

99.9 

61.2 

66.8 

Numbers  1,172 

2,739 

717 

1,830 

were  white,  of  European  descent;  fewer 
than  1 per  cent  originated  in  Puerto  Rico, 
and  fewer  than  3 per  cent  were  nonwhite. 
Compared  with  their  urban  neighbors  in 
Washington  Heights,  the  population  of 
Northern  Valley  Community  tended  to  be 
more  homogeneous  in  background,  wealth- 
ier, and  younger.  Adolescents  thirteen  to 
twenty  years  of  age  represented  about  12 
per  cent  of  the  total. 

Major  emergency  room  findings 

Among  people  of  all  ages  who  used  the 
emergency  services,  adolescents  constituted 
10  per  cent  in  the  urban  unit  and  16  per 
cent  in  the  suburban.  These  proportions 
are  equal  to  or  slightly  greater  than  the 
representation  of  the  same  age  group  in 
their  respective  communities.  Suburban 
youth  tended  to  use  emergency  room  services 
at  least  as  often  as,  or  possibly  more  than, 
their  urban  counterparts. 

Age  spread  of  the  adolescents  treated 
was  remarkably  similar  for  the  two  hospi- 
tals; each  year  of  age  about  equally  repre- 
sented (Table  I).  Although  males  pre- 
dominated over  females  almost  2:1  in  both 
emergency  facilities,  the  proportion  of 
boys  was  slightly  higher  in  the  suburban 
unit. 

Almost  all  the  suburban  youngsters  seen 
in  the  emergency  room  were  residents  of 
the  hospital  area,  whereas  10  per  cent  of 
the  urban  youth  resided  outside  the  dis- 
trict. Moreover,  at  least  95  per  cent  of  the 
suburban  teenagers  were  brought  to  the 
hospital  by  car,  usually  private,  occasion- 
ally police,  while  over  85  per  cent  of  the 
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TABLE  II.  Diurnal  pattern  of  adolescent 
emergency  room  visits  by  type  of 
community  and  age 


Com- 
munity 
and  Age 
(Years) 

, — Total  24  Hours — . 
Number  Per  Cent 

, — Per  Cent  Distribution — . 

8:00  4:00  Mid- 

A.M.  to  P.M.  to  night  to 
4:00  Mid-  8:00 

P.M.  night  A.M. 

Urban 
13  to  14 

278 

100.0 

34.9 

58.3 

6.8 

15  to  16 

303 

100.0 

34.0 

56.4 

9.6 

17  to  18 

313 

100.0 

39.6 

41.2 

19.2 

19  to  20 

278 

99.7 

45.3 

35.3 

19.1 

Total 

1,172 

99.9 

38.4 

47.8 

13.7 

Suburban 
13  to  14 

656 

99.4 

38.4 

57.1 

3.9 

15  to  16 

742 

99.4 

38.8 

54.6 

5.9 

17  to  18 

677 

99.9 

43.0 

45.2 

11.7 

19  to  20 

664 

99.2 

42.3 

39.6 

17.3 

Total 

2,739 

100.0 

40.6 

49.7 

9.7 

urban  youth  arrived  by  public  conveyance 
or  on  foot.  Ambulances  were  used  in  5 per 
cent  of  the  city  cases,  but  less  than  1 per 
cent  in  suburbia.  These  findings  reflect 
the  greater  geographic  size  of  Northern 
Valley  Community,  the  reliance  on  family 
cars  in  suburban  living,  the  availability 
and  greater  use  of  public  transportation  in 
the  city,  and  the  mobility  of  New  York  City 
youth,  many  of  whom  attend  high  schools 
outside  their  district  of  residence. 

The  great  majority  of  adolescents  seen 
required  fairly  prompt  medical  attention, 
but  a delay  of  up  to  twenty-four  hours 
would  not  have  endangered  the  patient  nor 
caused  unusual  physical  distress  or  hard- 
ship. Really  urgent  cases  were  estimated 
as  7 per  cent  in  the  city  and  12  per  cent  in 
the  suburban  facility,  and  hospitalization 
was  required  for  6 per  cent  of  the  urban 
teen-agers  as  compared  with  12  per  cent  of 
the  surburban.  City  youngsters  appeared 
to  utilize  the  neighborhood  emergency  room 
more  frequently  than  suburban  youth  for 
casual  drop-in  visits.  This  possibly  reflects 
easier  access  to  this  medical  resource  in 
highly  concentrated  residential  areas, 
coupled  with  more  difficulty  in  finding,  or 
less  willingness  to  use,  private  medical  care 
or  clinic  services  for  disturbing  but  non- 
urgent problems. 

The  seasonal  and  diurnal  patterns  of 
emergency  room  visits  were  almost  identi- 
cal for  the  2 groups  of  young  people.  The 
log  books  recorded  a distinct  rise  in  ado- 
lescent patients  during  the  fall  months, 
the  increase  in  cases  coinciding  with  the 
opening  of  school  and  the  fall  athletic  sea- 


TABLE III.  Principal  emergency  services  given 
to  adolescents  by  age  group  and  type  of  community 


Service 

. — Total  Visits— 

Ur-  Sub- 
ban urban 

. — Per  Cent  Distribution — 
13  to  16  17  to  20 

. — Years — , , — Years — . 

Ur-  Sub-  Ur-  Sub- 
ban urban  ban  burban 

Surgical  and 
neurosurgical 

45.1 

43.6 

50.6 

40.0 

39.8 

47.2 

Orthopedic 

25.6 

37.4 

27.4 

44.9 

23.9 

29.6 

Medical 

8.6 

6.1 

6.0 

5.7 

11.2 

6.6 

Ear,  nose,  and 
throat 

5.8 

5.2 

5.2 

4.2 

6.4 

6.1 

Obstetric  and 
gynecologic 

4.7 

2.6 

1.4 

0.9 

8.0 

4.5 

Ophthalmologic 

4 4 

2.5 

5.0 

2.4 

3.9 

2.4 

Psychiatric 

3.9 

1.3 

3.4 

0.8 

4.4 

2.0 

Dermatologic 

1.7 

1.3 

1.1 

1.1 

2.5 

1.7 

Totals 
Per  cent 

99.8 

100  0 

100.1 

100.0 

100.1 

100.1 

Numbers 

1,172 

2,739 

581 

1,398 

591 

1,341 

son.  The  most  popular  hours  for  adoles- 
cent emergency  room  visits  in  both  com- 
munities came  in  the  after-school  period 
when  clinics  are  closed  and  most  physi- 
cians have  left  their  private  offices  (Table 

II). 

Parallels  in  the  urban  and  suburban  ex- 
perience were  also  seen  in  the  principal 
kinds  of  emergency  services  required  and 
the  types  of  problems  treated  (Table  III). 
Surgical  and  orthopedic  attention  headed 
the  list  in  both  hospitals,  together  account- 
ing for  over  70  per  cent  of  the  cases  in  the 
city  facility  and  over  80  per  cent  in  the 
suburban  unit.  The  major  conditions 
seen,  in  approximate  order  of  frequency 
for  each  service,  were  (1)  surgical-neuro- 
surgical:  lacerations  abrasions,  burns, 

concussion;  (2)  orthopedic:  sprains,  par- 

ajoint  injuries,  fractures;  (3)  medical: 
gastroenterocolitis,  upper  respii'atory  in- 
fections; (4)  ear,  nose,  and  throat:  ton- 

sillitis, otitis  media,  epistaxis,  occasionally 
facial  trauma;  (5)  obstetric  and  gyneco- 
logic: pregnancy  difficulties;  (6)  ophthal- 
mologic: foreign  bodies,  minor  eye  infec- 

tions, occasionally  trauma;  (7)  psychiatric: 
psychoneurosis,  schizophrenia,  suicidal  at- 
tempt; and  (10)  dermatologic:  allergic  or 

toxic  rashes. 

Despite  these  general  similarities,  there 
were  differences  in  the  kinds  of  problems 
presented  by  the  2 groups  of  young  people. 
A distinct  tendency  among  the  urban  pa- 
tients to  seek  more  general  medical  (non- 
surgieal)  attention  was  observed.  Fur- 
thermore, the  proportion  of  city  girls,  espe- 
cially those  seventeen  to  twenty  years,  who 
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TABLE  IV.  Events  precipitating  adolescent  emergency  room  visits  by  type  of  community,  sex,  and  age 


Per  Cent  Distribution 

Total  Traumatic 


Community, 
Sex,  and  Age 

- — Total  Visits — ■ 
Number  Per  Cent 

Non- 

traumatic 

Total 

Accidents 

As- 

saults 

Suicide 

Attempts 

Poison- 

ing 

Urban 

Male 

717 

99.9 

36.5 

63.4 

55.6 

6.7 

0.7 

0.4 

Female 

455 

99.9 

66.8 

33.1 

24.6 

3.5 

2.4 

2.6 

Suburban 

Male 

1,830 

99.8 

15.4 

84.4 

80.6 

3.3 

0.1 

0.4 

Female 

909 

99.9 

36.1 

63.8 

60.9 

1.3 

1.3 

0.3 

Urban 

13  to  14 

278 

99.9 

41.7 

58.2 

54.6 

3.2 

0.4 

0.0 

15  to  16 

303 

99.8 

37.9 

61.9 

49.8 

8.9 

2.3 

0.9 

17  to  18 

313 

99.8 

53.7 

46.1 

38.0 

4.6 

2.2 

1.3 

19  to  20 

278 

100.1 

60.0 

40.1 

32.3 

4.6 

0.4 

2.8 

Suburban 

13  to  14 

656 

100.0 

17.4 

82.6 

80.3 

2.3 

0.0 

0.0 

15  to  16 

742 

100.1 

17.1 

83.0 

78.6 

2.7 

0.8 

0.9 

17  to  18 

677 

100.1 

25.6 

74.5 

71.5 

2.1 

0.6 

0.3 

19  to  20 

664 

100.0 

29.4 

70.6 

65.8 

3.9 

0.6 

0.3 

Totals  and  means 

Urban 

1,172 

100.0 

48.3 

51.7 

43.6 

5.4 

1.4 

1.3 

Suburban 

2,739 

100.0 

22.3 

77.7 

74.1 

2.7 

0.5 

0.4 

sought  emergency  services  for  early  bleed- 
ing of  pregnancy,  threatened  abortion,  or 
active  labor  was  nearly  double  that  of  the 
suburban  group,  and  the  percentage  of 
urban  teen-agers  requiring  psychiatric 
help  for  behavioral  or  emotional  problems 
was  three  times  greater  (Table  III). 

Events  leading  up  to  the  emergency 
room  visits  showed  that  traumatic  inci- 
dents predominated  in  both  hospital  sam- 
ples, representing  over  half  of  all  cases 
seen  in  the  city  facility  and  over  75  per 
cent  of  those  treated  in  the  suburban  unit 
(Table  IV).  Boys  were  more  frequently 
involved  than  girls,  a ratio  of  6:1  in  subur- 
bia and  5:1  in  the  city,  and  the  younger 
teen-agers  were  more  likely  to  be  hurt  than 
the  older  ones.  The  peak  age  for  injuries 
in  both  hospital  groups  was  fifteen  to  six- 
teen years. 

Most  of  the  traumatic  cases  seen  in  the  2 
emergency  rooms  resulted  from  accidents 
caused  by  some  external  object  or  force. 
However,  a small  but  disturbing  number 
of  injuries  were  associated  with  deliberate 
acts  of  violence  perpetrated  on  the  adoles- 
cent by  others  (assault)  or  by  himself 
(suicide  attempt)  and  also  with  poisonings 
by  drugs  and  toxic  substances  without 
clear  indication  of  intent  to  inflict  harm. 
The  percentage  of  urban  teen-age  patients 
treated  for  injury  by  violence  was  over 
twice  that  of  the  suburban  group,  and 


TABLE  V.  Location  of  adolescent  accidents 
treated  in  emergency  room,  by  type  of  community 


Location 

- — Per  Cent  Distribution^ 
Urban  Suburban 

Home 

7.0 

17.7 

School 

23.1 

26.2 

Athletics 

12.9 

18.9 

Other 

10.2 

7.3 

Elsewhere 

69.9 

56.1 

Work 

4.7 

12.3 

Auto 

6.5 

11.2 

Other 

58.7 

32.6 

Totals 

Per  cent 

100.0 

100.0 

N umber 

511 

2,031 

fifteen-  to  sixteen-year  olds  seemed  to  be 
particularly  vulnerable.  The  records  in 
both  hospitals  showed  that  boys  were  hurt 
in  assaults  far  more  frequently  than  girls, 
but  more  girls  attempted  suicide.  This 
last  finding  has  been  substantiated  by 
other  observers.6 

Well  over  half  the  accidents  treated  in 
the  emergency  units  had  occurred  in  loca- 
tions other  than  home  or  school  (Table  V). 
While  a high  percentage  of  these  could  not 
be  grouped  as  to  etiologic  circumstances,  in- 
juries incurred  on  the  job  and  in  motor  ve- 
hicle accidents  were  clearly  identified  in  the 
records  because  of  legal  or  compensation  re- 
quirements. Suburban  teen-agers,  especial- 
ly those  over  sixteen  years,  appeared  at 
somewhat  greater  risk  than  city  youth  in 
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TABLE  VI.  Adolescent  accidents  treated  in  emergency  room  by  location,  type  of  community,  sex,  and  age 


Com- 

munity, 

Sex, 

and  Age 
(Years) 

. — Total  Accidents-^ 
Number  Per  Cent 

Total 

Home 

Total 

OL 11UU1 

Athletics 

Other 

Total 

Work 

Other 

Urban 

Male 

399 

100.0 

6.5 

27.6 

16.5 

11.1 

65.9 

5.5 

60  4 

Female 

112 

99.9 

8.9 

7.1 

0.0 

7.1 

83.9 

1.8 

82.1 

Suburban 

Male 

1,477 

100.1 

14.1 

29.5 

22.6 

6.9 

56.5 

14.7 

41.8 

Female 

554 

100.0 

27.3 

17.5 

9.2 

8.3 

55.2 

6.3 

48.9 

Urban 

13  to  14 

152 

100.0 

7.9 

17.1 

9.2 

7.9 

75.0 

0.0 

75.0 

15  to  16 

151 

99.9 

6.6 

29.1 

15.2 

13.9 

64.2 

1.3 

62.9 

17  to  18 

119 

100  0 

4.2 

24.4 

12.6 

11.8 

71.4 

5.9 

65.5 

19  to  20 

89 

99.9 

10.1 

21.3 

15.7 

5.6 

68.5 

16.9 

51.6 

Suburban 

13  to  14 

527 

100.0 

23.7 

31.5 

21.8 

9.7 

44.8 

0.0 

44.8 

15  to  16 

583 

100.1 

17.7 

40.7 

29.8 

11.7 

41.7 

1.0 

40.7 

17  to  18 

484 

100.0 

16.7 

21.7 

17.6 

4.1 

61.6 

17.6 

44.0 

19  to  20 

437 

100.0 

11.4 

5.5 

2.5 

3.0 

83.1 

36.6 

46.5 

both  of  these  categories  (Table  VI).  A fam- 
ily car,  dependence  on  private  transporta- 
tion, and  a vast  network  of  roads  and  high- 
ways characterize  the  New  Jersey  commu- 
nity, exposing  young  suburban  motorists  to 
particular  hazards.  Work  experiences  for 
adolescents  in  suburban  areas  also  appear  to 
invite  increased  chance  of  injury.  Most  of 
the  boys  who  sought  emergency  services  for 
job-connected  accidents  in  suburbia  were 
employed  as  laborers,  working  as  opera- 
tives and  craftsmen,  on  trucks,  in  small  in- 
dustry, and  on  the  grounds  or  in  buildings 
of  private  homes.  The  risk  of  occupation- 
al harm  was  probably  reduced  among  girls 
and  city  youth  because  of  the  types  of 
work  they  engaged  in,  largely  clerical  and 
service  positions  outside  the  home.7 

About  25  per  cent  of  all  accidents  seen 
in  both  emergency  rooms  had  occurred  in 
school  or  on  school  grounds.  Athletic  in- 
juries predominated  especially  in  the  sub- 
urban hospital  unit  where  the  type  of 
sport  most  often  implicated  was  football. 
This  was  closely  followed  by  indoor  gym- 
nastic activities,  by  far  the  major  cause  of 
athletic  injuries  among  city  youth.  Ado- 
lescents under  seventeen  years  of  age 
seemed  at  special  risk  of  incurring  sports 
accidents  in  suburbia,  whereas  in  the  city 
those  over  seventeen  were  more  likely  to 
receive  athletic  injuries.  Greater  empha- 
sis on  athletic  programs  in  suburban 
schools,  with  an  objective  of  involving  as 
many  youngsters  as  possible,  puts  a con- 


siderable proportion  of  suburban  boys  and 
girls  at  risk.  Metropolitan  schools,  on  the 
other  hand,  generally  lack  conveniently  lo- 
cated outdoor  fields  and  tend  to  use  the 
gymnasium  both  for  required  physical  ed- 
ucation classes  and  a limited  program  of 
sports. 

Home  and  pai*a  home  accidents  also  ac- 
counted for  a higher  per  cent  of  injuries  in 
the  suburban  emergency  unit  than  in  the 
urban.  This  undoubtedly  reflects  the  pre- 
vailing type  of  dwelling  in  each  community. 
Private  homes  in  suburbia  have  rumpus 
rooms,  back  yards,  and  pools,  whereas  lim- 
ited apartment  areas  force  city  youth  into 
the  streets  or  elsewhere.  In  suburbia, 
girls  were  injured  at  home  twice  as  often 
a*s  boys  and  younger  adolescents  more 
often  than  older.  No  such  clear-cut  age 
and  sex  patterns  were  found  among  the 
relatively  small  proportion  of  urban  youth 
who  had  home  accidents. 

Conclusions 

Many  similarities  and  differences  were 
found  in  the  urban-suburban  emergency 
room  experience.  Similarities  undoubted- 
ly reflect  common  characteristics  of  this 
age  group,  the  2 hospitals,  and  the  com- 
munities they  serve.  Differences  suggest 
the  existence  of  specific  local  situations  di- 
rectly affecting  the  health  and  safety  of 
the  adolescents  or  influencing  their  pat- 
terns of  medical  care. 
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The  most  important  part  of  the  clinical 
record,  from  the  standpoint  of  identifying 
community  problems,  was  documentation 
on  the  nature  of  events  leading  up  to  the 
emergency  room  visit.  The  simple  divi- 
sion of  precipitating  causes  into  traumatic 
and  nontraumatic  categories  appeared  to 
offer  a better  clue  to  the  general  character 
of  the  community  of  young  people  being 
served  than  medical  urgency.  This  latter 
is  often  used  as  a social  indicator  in  emer- 
gency room  studies,7  but  does  not  apply 
well  to  teen-agers  who,  because  of  the  very 
nature  of  adolescence  tend  to  use  immedi- 
acy as  their  criterion  for  seeking  medical 
help.3  The  ratio  of  traumatic  to  nontrau- 
matic adolescent  cases  was  3:1  in  the  sub- 
urban emergency  room,  1:1  in  the  middle- 
to  low-income  urban  district,  and  1:2  in 
another  study  in  more  depressed  areas  of 
New  York  City.3  Action  and  risk-taking 
are  positive  healthy  attributes  of  teen-age 
life.  A relatively  high  incidence  of  trau- 
matic experiences  is  thus  not  unexpected, 
and  in  most  neighborhoods  injuries  of  any 
significance  are  likely  to  be  seen  in  the 
local  emergency  unit.  On  the  other  hand, 
prevalence  of  illness  and  poor  health  is 
relatively  low  in  the  age  group  thirteen  to 
twenty  years.  Therefore,  the  high  propor- 
tion of  adolescent  emergency  room  visits 
for  health  problems  unrelated  to  trauma 
suggests  a breakdown  in  availability  or  de- 
livery of  preventive  or  other  regular  medi- 
cal supervision  and  treatment  services,  a 
value  system  which  accepts  crisis  and  frag- 
mented emergency  room  care  as  adequate,  or 
a less  than  satisfactory  socioenvironmental 
climate  for  teen-age  living.  All  of  these 
conditions  are  pertinent  to  the  adolescent 
populations  in  deprived  urban  communities  3 
Within  the  broad  categories  of  trauma 
and  nontrauma,  other  clues  led  to  the  iden- 
tification of  more  specific  situations  af- 
fecting teen-agers.  In  the  privileged  sub- 
urban community  accidental  injuries  were 
the  principal  cause  of  emergency  room  vis- 
its, and  the  three  chief  adolescent  activi- 
ties implicated  were  (1)  school  athletics, 
(2)  motor  vehicle  use,  and  (3)  jobs. 
These  did  not  stand  out  as  major  issues  in 
the  less-privileged  city  community.  In- 
stead, the  basis  of  much  of  the  adolescent 
trauma  and  illness  seen  in  the  urban  emer- 
gency unit  appeared  to  reflect  (1)  a rela- 
tive paucity  of  recreational  facilities  and 


programs,  (2)  comparatively  more  crowd- 
ing and  violence,  (3)  limited  work  oppor- 
tunities, and  (4)  a general  lack  of  personal 
and  community  responsibility  for  health 
matters. 

These  emergency  l'oom  clues  may  not 
have  revealed  startlingly  new  information 
on  community  problems,  but  they  do  docu- 
ment specific  facts  and  raise  pertinent 
questions  for  citizen  or  official  inquiry 
and  action.  In  the  suburban  community  a 
campaign  to  reduce  accidental  injuries 
among  young  people  might  profitably 
focus  on:  (1)  an  examination  of  athletic 

policies  in  the  schools,  with  particular 
thought  given  to  suitability  of  the  activity 
for  the  child’s  developmental  level,  to  tim- 
ing and  adequacy  of  training  in  competi- 
tive sports,  to  protective  measures  and  de- 
vices, and  to  practices  of  first-aid  and 
medical  care  for  the  injured;  (2)  an  eval- 
uation of  driver  and  automobile  safety 
education  programs,  with  cooperation  of 
families,  young  people,  and  the  schools  in 
the  review  process  and  an  analysis  of  spe- 
cific locations  and  circumstances  sur- 
rounding vehicular  accidents  involving  teen- 
agers; and  (3)  a study  of  youth  employ- 
ment practices,  including  issuance  of  work 
permits  and  safety  precautions  on  the  job. 

In  the  urban  setting  the  emergency  room 
figures  might  be  used  to  stimulate,  for  ex- 
ample: (1)  a review'  of  recreational  facil- 

ities and  programs  for  youth,  both  within 
and  outside  the  schools;  (2)  an  assess- 
ment of  the  role  of  the  emergency  room  in 
relation  to  other  community  resources 
with  special  consideration  given  to  the 
possibility  of  using  ancillary  personnel 
such  as  social  workers  or  health  aides,  of 
employing  full-time  professional  staff  and 
direction,  and  of  assuming  more  respon- 
sibility for  on-going  medical  care  and 
supervision8;  and  (3)  an  appraisal  of  the 
adequacy,  appropriateness,  and  availabil- 
ity of  maternal  and  mental  health  re- 
sources for  adolescents  in  the  community, 
including  educational  and  preventive  pro- 
grams relating  to  sexuality  and  the  han- 
dling of  adolescent  drives,  and  comprehen- 
sive medical  and  social  services  for  teen- 
agers w'ho  are  pregnant  or  emotionally  dis- 
turbed. 

Although  emergency  room  record  stud- 
ies are  not  new',  their  primary  objective 
has  been  to  describe  inhospital  practices 
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and  evaluate  their  suitability.910  Commu- 
nity factors,  although  acknowledged,  have 
received  short  shrift.  This  report  on  ado- 
lescent use  of  emergency  room  services  il- 
lustrates a new  dimension  in  studying  in- 
stitution records  and  supports  the  concept 
that  if  a hospital  is  to  serve  a given  popu- 
lation truly,  it  must  know  its  community. 
Periodic  emergency  room  record  reviews 
offer  a relatively  accessible  and  practical 
method  of  identifying  certain  types  of 
local  health  issues  and  stimulating  action 
in  their  solution.  To  improve  the  effec- 
tiveness of  this  monitoring  process,  at 
least  a minimum  of  pertinent,  easy  to  ob- 
tain socioenvironmental  facts  should  be 
included  with  the  clinical  data  on  all  emer- 
gency room  records.  To  improve  efficien- 
cy in  recovering  desired  information,  simple 
coding  and  retrieval  systems  should  be  de- 
veloped. This  might  involve  computer  proc- 
essing,11 when  available,  but  could  be  initi- 
ated effectively  on  a far  more  modest  scale. 

Summary 

A primary  source  of  medical  attention 
for  adolescents  is  the  local  hospital  emer- 
gency room.  Service  records  in  these 
twenty-four-hour  walk-in  facilities  provide 
provocative  perspectives  on  the  medical 
difficulties  and  social  behavior  of  teenag- 
ers, both  as  individuals  and  as  a group. 
Might  these  same  records  be  used  also  to 
identify  new  or  unrecognized  community 
situations,  hazardous  to  the  health  and 
safety  of  young  people? 

A retrospective  record  review  in  the 
emergency  rooms  of  two  hospitals  provid- 
ed data  on  over  2,500  suburban  and  1.000 
urban  youth  thirteen  to  twenty-one  years 
of  age,  representing  all  who  sought  emer- 
gency care  during  a twelve-month  period 
(1963).  Combining  these  hospital-based 
observations  with  pertinent  community  in- 
formation from  existing  official  and  re- 
search sources,  sociomedical  profiles  of  the 
2 samples  of  adolescents  were  drawn  and 
compared. 

The  most  important  clues  to  community 
problems  affecting  young  people,  revealed 
by  the  records,  were  (1)  the  ratio  of  trau- 


matic to  nontraumatic  cases  treated  and 
(2)  the  nature  and  course  of  events  which 
lead  to  an  emergency  room  visit.  Acciden- 
tal injuries  due  to  school  athletics,  motor 
vehicles,  and  job  situations  topped  the  list 
of  identified  problems  in  suburbia.  The 
basis  of  much  of  the  illness  and  trauma  in 
the  middle-  to  low-income  urban  communi- 
ty appeared  to  reflect  a breakdown  in  de- 
livery of  preventive  and  on-going  health 
services,  a value  system  that  accepts  epi- 
sodic care  and  a less  than  satisfactory  so- 
cioenvironmental climate  for  teen-age 
living. 

To  serve  a given  population  truly,  a hos- 
pital must  know  its  community.  Peri- 
odic emergency  room  record  reviews  might 
well  provide  helpful  clues  to  unmet  needs 
and  their  solutions.  To  improve  the  use- 
fulness of  this  monitoring  process  at  least 
a minimum  of  pertinent,  easy  to  obtain  so- 
cioenvironmental facts  should  be  included 
with  the  clinical  data  on  all  emergency 
room  records.  Simple  coding  and  retrieval 
systems  would  greatly  facilitate  recovery 
of  desired  information. 
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T HE  GENERALLY  ACCEPTED  BELIEF  that  ther- 
apeutic doses  of  digitalis  are  likely  to  pro- 
duce dangerous  arrhythmias  in  patients 
with  acute  myocardial  infarction  is  not  sup- 
ported by  a review  of  the  literature.  This 
distrust  of  digitalis  is  expressed  in  the  latest 
edition  of  Goodman  and  Gilman1  by  the 
statement:  “There  is  some  evidence  from 

animal  experiments  to  indicate  an  increased 
sensitivity  of  the  infarcted  myocardium  to 
digitalis.”  A similar  attitude  may  be  found 
in  the  latest  edition  of  Friedberg’s2  Dis- 
eases of  the  Heart  in  which  digitalis  is  rec- 
ommended “only  if  the  heart  failure  is  not 
readily  controlled  by  bed  rest,  opiates,  oxy- 
gen therapy  and  occasionally  venesection.” 
Hurst  and  Logue,3  on  the  contrary,  appear 
to  be  re-evaluating  the  indications  for  digi- 
talis, and  they  not  only  recommend  digitalis 
for  such  minimal  signs  of  failure  as  basal 
rales  or  radiologic  evidence  of  congestion  but 
also  encourage  its  use  in  all  patients  with 
myocardial  infarction  shock. 

It  is  enlightening  to  trace  the  history  of 

"This  investigation  was  supported  in  part  by  Grant  T 02 
H-E  00294,  National  Heart  Institute,  Bethesda,  Maryland. 


the  fear  of  using  digitalis  in  myocardial 
infarction  to  evaluate  the  evidence  on  which 
it  is  based.  The  earliest  well-known  study 
which  is  referred  to  as  having  proved  the 
danger  of  digitalis  in  myocardial  infarction 
was  that  of  Belief,  Johnston,  and  Schecter 
in  1934.4  At  varying  intervals  after  the 
ligation  of  the  coronary  arteries,  they  gave 
continuous  infusions  of  digitalis  in  an 
amount  sufficient  to  cause  death  in  normal 
dogs  within  thirty  to  forty-five  minutes.  At 
forty  minutes,  there  was  no  decrease  in  the 
lethal  dose  of  digitalis.  At  four  days,  there 
was  a decrease  in  tolerance  to  digitalis  in 
6 of  7 dogs  by  20  to  30  per  cent,  and  the 
larger  the  infarct  the  less  the  tolerance. 

Whether  dogs  are  more  tolerant  to  digi- 
talis than  man  has  not  been  studied.  This 
makes  the  previously  mentioned  studies  dif- 
ficult to  relate  to  human  subjects.  But  if 
their  tolerance  were  nearly  equal,  an  esti- 
mation of  the  lethal  dose  for  their  dogs  in 
milligrams  per  kilogram  would  be  the  equiv- 
alent of  about  17.5  mg.  of  digoxin  for  an 
average  human  adult.  A 30  per  cent  de- 
crease in  tolerance  would  therefore  be  equal 
to  about  12  mg.  of  digoxin.  They  concluded 
that  “Digitalis  in  massive  doses  may  be  dan- 
gerous during  the  stage  of  subacute  and 
chronic  infarction.”  This  was  a valid  con- 
clusion but  does  not  imply  that  the  word 
“therapeutic”  may  be  substituted  for  the 
word  “massive.” 

Another  much-quoted  support  for  the  cau- 
tious use  of  digitalis  in  myocardial  infarc- 
tion was  the  work  of  Travell,  Gold,  and 
Modell5  four  years  later.  They  did  much 
the  same  experiment  as  did  Bellet  and  his 
co-workers  but  used  cats  treated  with  oua- 
bain instead  of  dogs  treated  with  tincture  of 
digitalis.  Gold6  had  already  experimented 
with  cats  and  had  found  that  there  was  no 
change  in  the  lethal  dose  of  ouabain  even  up 
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to  eleven  days  after  ligation.  This  time, 
however,  they  tested  their  cats  three  weeks 
postinfarction,  and  they  found,  as  had  Bel- 
let  and  his  co-workers,  a 15  to  30  per  cent 
decrease  in  tolerance,  depending  on  the  size 
of  the  infarct.  They  also  found  that  three 
weeks  postinfarction  the  arrhythmia  thresh- 
old was  decreased  by  25  per  cent.  Know- 
ing that  they  were  dealing  with  doses  of  dig- 
italis far  above  the  therapeutic  range,  they 
concluded:  “Our  results  lend  no  support  to 
the  belief  that  the  use  of  digitalis  is  at- 
tended by  any  special  hazards  in  these 
cases.”  These  investigators  noted  that  al- 
though the  range  between  the  full  therapeu- 
tic and  toxic  action  has  not  been  established, 
it  would  be  safer  to  use  75  to  90  per  cent  of 
the  usual  dose  of  digitalis  for  patients  with 
coronary  thrombosis,  depending  on  the  size 
of  the  infarct. 

Two  recent  animal  studies  by  Hood,  Mc- 
Carthy, and  Lown7  and  by  Morris  et  al.% 
confirmed  the  previously  mentioned  results, 
again  testing  the  effect  of  larger  than  ther- 
apeutic doses.  Hood  and  his  co-workers 
found  in  dogs  that  it  took  a 7 per  cent  lower 
dose  to  produce  ventricular  tachycardia  with 
acetylstrophanthidin  after  coronary  ligation 
than  before.  Morris  et  al.  showed  that  in- 
farction in  pigs  reduced  the  arrhythmic 
toxic  dose  of  acetylstrophanthidin  from  2.2 
to  1.5  mg.,  that  is  by  about  30  per  cent.  It 
can  be  shown  that  1.5  mg.  for  the  pig  is  the 
equivalent  of  a very  large  dose  for  human 
patients,  assuming  that  pigs  have  the  same 
tolerance  to  digitalis  as  human  subjects. 
Since  we  do  not  know  the  relative  tolerance 
of  pigs  to  digitalis,  the  study  may  not  have 
human  therapeutic  application. 

Another  recent  study  by  Aldinger9 
showed,  on  the  contrary,  that  the  incidence 
of  ventricular  fibrillation  during  the  thirty 
minutes  immediately  following  coronary  oc- 
clusion was  significantly  reduced  by  pre- 
treatment with  about  one-half  the  lethal 
dose  of  digoxin  (0.08  mg.  per  kilogram"). 
Although  pretreatment  may  act  differently 
from  post-treatment,  it  may  be  argued  that 
average  doses  of  digitalis  may  be  beneficial 
in  myocardial  infarction. 

Digitalis  and  coronary  flow  studies 

Perhaps  one  reason  why  the  inconclusive 
studies  of  Bellet  and  Travell  were  so  influ- 
ential in  making  physicians  withhold  digi- 


talis in  myocardial  infarction  was  Gilbert 
and  Fenn’s10  publication,  two  years  before 
Beliefs  report,  which  concluded  that  digi- 
talis caused  coronary  artery  constriction. 
Earlier  studies  by  Meyer,11  Sakai  and  Sane- 
yoshi,12  and  Bodo13  had  purported  to  show 
that  digitalis  caused  coronary  dilatation  or 
an  increase  in  coronary  flow.  Studies  since 
then  and  into  the  present  decade  showed  re- 
markably contradictory  results. 

The  following  seven  studies  listed  chron- 
ologically showed  variable  or  no  effects  on 
coronary  flow:  Ruehl  and  Wiehler,14  Essex, 
Herrick,  and  Visscher,15  Dearing  et  al.,10 
Bing  et  al.,17  Sherrod,18  Frank  et  al.,10  and 
Szabo.20 

A coronary  dilatation  effect  was  shown  by 
the  following  workers:  Dorner,21  using 

toxic  doses  of  ouabain ; and  Goksel,  Katz, 
and  Feinberg,22  using  ouabain  in  a compli- 
cated “isovolumic  left  ventricle”  prepara- 
tion. 

On  the  other  hand,  a coronary  constrictor 
effect  was  found  by  Ginsberg,  Stoland,  and 
Siler,23  using  several  digitalis  preparations; 
Lindner  and  Katz,24  also  with  several  glyco- 
sides; Page  et  al.,25  using  ouabain  in  both 
small  and  large  doses;  Lauener  and  Wan- 
der,26 using  two  glycosides;  Gracey  and 
Brandfonbrener,27  using  lanatoside  C;  and 
Waldhausen  et  al.,29  in  a rather  unphysio- 
logic  preparation. 

These  studies  illustrate  the  disagreement 
on  the  effect  of  digitalis  on  coronary  flow. 
The  early  research  was  conceived  according 
to  the  understanding  of  coronary  flow  fac- 
tors as  taught  in  their  decade,  but  most  of 
the  studies  would  be  considered  inadequate 
today  in  the  light  of  our  improved  knowl- 
edge of  the  tremendously  complex  factors 
that  control  coronary  flow.  Berne29  has 
shown  that  divergent  effects  of  digitalis  on 
coronary  flow  should  be  expected  in  the  ex- 
perimental situation,  when  one  considers 
how  many  determinants  there  may  be  that 
either  cannot  be  held  constant  or  measured 
accurately,  such  as  transmural  pressure, 
venous  blood  oxygen,  tissue  hypoxia,  blood 
oxygen  and  carbon  dioxide  tensions,  myo- 
cardial metabolic  activity,  electrolyte 
changes,  neural  and  neurohumoral  sub- 
stances, perfusion  pressure,  and  heart  rate. 
If,  in  addition,  the  problem  of  types  and 
dosages  of  digitalis  are  considered,  one  can 
see  that  the  effect  of  digitalis  on  the  coro- 
nary arteries  of  a patient  with  myocardial 
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infarction  is  far  from  settled.  But  now  we 
know  that  digitalis  has  a vasoconstrictor 
effect  on  all  arterioles  and  veins  of  the  body 
that  have  been  tested.  Therefore,  it  is  likely 
that  the  truth  lies  with  those  whose  studies 
suggest  a decrease  in  coronary  flow.  The 
most  physiologic  preparation  appears  to  be 
that  of  Gracey  and  Brandfonbrener.27 
Their  study  showed  that  lanatoside  C caused 
an  increase  in  coronary  resistance  with  some 
evidence  that  larger  doses  produced  a 
greater  increase  in  resistance.  Our  warning 
from  the  aforementioned  studies  should  be 
to  keep  doses  low  when  coronary  flow  is  al- 
ready compromised.  The  disappointing  ef- 
fects of  digitalis  in  angina  seems  to  support 
this  warning. 

Digitalis  and  myocardial  rupture 

Fear  of  rupture  of  the  myocardium  due  to 
digitalis  has  in  the  past  held  some  physi- 
cians back  from  using  it.  Gans30  expressed 
this  fear  after  describing  6 cases  of  rup- 
ture. Only  1 of  his  patients,  however,  was 
taking  digitalis.  In  a necropsy  study  of  pa- 
tients who  had  died  of  an  acute  myocardial 
infarction,  Maher,  Mallory,  and  Lauranz31 
compared  57  patients  who  had  been  given 
digitalis  for  acute  pulmonary  edema  or  ar- 
rhythmia with  83  patients  not  receiving  dig- 
italis. The  digitalized  group  had  an  11  per 
cent  incidence  of  rupture  as  compared  with 
an  incidence  of  18  per  cent  in  the  nondigi- 
talized  group.  The  decreased  incidence  of 
rupture  in  patients  receiving  digitalis  is 
probably  not  significant,  since  there  may  be 
less  risk  of  rupture  in  patients  with  failure 
when  compared  with  those  without  heart 
failure.32 

A more  recent  study  by  London  and  Lon- 
don33 also  exonerates  digitalis  as  a cause  of 
cardiac  rupture. 

Digitalis  and  hypoxia 

There  has  been  recent  experimental  work 
in  dogs  that  purports  to  show  that  hypoxia 
may  make  a heart  more  sensitive  to  the  ar- 
rhythmic effects  of  digitalis.34  Not  only 
was  a degree  of  hypoxia  produced  (oxygen 
tension,  41  mm.  Hg-),  which  is  rarely  seen 
in  human  patients  with  myocardial  infarc- 
tions even  when  they  are  in  pulmonary 
edema,  but  the  animals  also  required  about 
90  per  cent  of  the  control  toxic  dose  of  ace- 


tylstrophanthidin  to  produce  ventricular 
tachycardia  during  hypoxia.35 

Digitalis  and  quinidine 

A warning  was  issued  by  Gold,  Modell, 
and  Price  in  193236  when  they  showed  that 
a sino-atrial  node  poisoned  by  digitalis  has 
an  increased  sensitivity  to  depression  by 
quinidine.  This  should  make  us  cautious 
when  giving  quinidine  for  ventricular 
tachycardia  caused  by  digitalis,  because  it 
could  result  in  sino-atrial  block  or  sinus  ar- 
rest as  soon  as  the  ventricular  ectopic  focus 
is  suppressed.  Further  evidence  that  large 
doses  of  quinidine  should  not  be  used  with 
digitalis  was  suggested  by  Kwitt  and  Gold 
in  1934, 37  when  they  showed  that  in  the 
presence  of  digitalis  ventricular  tachycardia 
may  be  produced  with  a quinidine  dose  that 
ordinarily  would  not  produce  this  arrhyth- 
mia. 

Clinical  studies  of  digitalis  in 
myocardial  infarction 

It  was  not  until  1950  that  clinical  studies 
questioning  the  fear  of  digitalis  in  acute 
myocardial  infarction  began  to  be  published. 
Although  the  results  of  12  clinical  studies 
will  be  summarized,  it  must  be  understood 
that  they  are  mostly  rather  unscientific  im- 
pressions by  the  authors.  Continuous  mon- 
itoring for  arrhythmia  was  done  only  in  two 
studies  and  then  only  for  the  first  hour  of 
the  acute  administration  of  digitalis.  No 
double  blind  studies  were  done.  Their  value 
lies  in  their  unanimous  agreement  on  the 
lack  of  dangerous  arrhythmia  or  other  toxic 
effects  from  therapeutic  doses  of  digitalis  in 
patients  with  acute  infarction.  There  are 
no  clinical  reports  in  which  there  are  con- 
trary impressions. 

Schemm38  gave  digitalis  to  about  150 
“first  infarct”  patients  and  found  a total 
mortality  rate  of  10  per  cent  as  compared 
with  a similar  control  group  of  286  cases 
which  had  a 16  per  cent  mortality  rate. 

A year  later,  Askey39  reported  on  100 
consecutive  patients  with  acute  myocardial 
infarction.  Alternate  patients  were  given 
full  digitalizing  doses  of  digitoxin  over  a 
period  of  two  days,  then  a daily  maintenance 
dose  of  0.2  mg.  per  day.  The  group  given 
digitalis  appeared  to  have  fewer  ectopic 
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beats,  and  the  only  2 patients  with  recorded 
runs  of  three  or  more  premature  ventricular 
contractions  were  in  the  nondigitalis  group. 
Although  the  mortality  rate  was  slightly 
higher  in  the  control  group,  the  difference 
was  not  statistically  significant. 

Boyer40  gave  digitalis  to  50  consecutive 
patients  with  acute  myocardial  infarction. 
His  rather  low  mortality  rate  of  16  per  cent 
suggested  to  him  that  it  was  unlikely  that 
the  digitalis  did  any  harm. 

Sanazaro41  gave  deslanoside  (Cedilanid- 
1) ) to  18  patients  with  acute  myocardial 
infarction.  The  initial  dose  was  0.8  to  1.2 
mg.  Six  had  supraventricular  arrhythmia, 
7 had  congestive  failure  without  arrhythmia 
or  shock,  and  5 were  in  shock.  All  the  pa- 
tients with  arrhythmia  improved,  and  all 
the  others,  except  1 in  shock,  improved  ini- 
tially. There  were  3 unexplained  deaths  not 
related  in  time  to  the  last  dose  of  digitalis. 
Ventricular  premature  beats  that  could  have 
been  due  to  the  digitalis  developed  in  only  1. 
This  patient  survived.  Thi-ee  deaths  in  18 
such  complicated  courses  speaks  favorably 
for  digitalis. 

Most  of  the  clinical  reports  after  1957  are 
from  Europe.  Volta,42  at  the  University  of 
Padua,  reported  in  the  same  year  on  40  pa- 
tients treated  with  strophanthin.  He  had  a 
mortality  rate  of  25  per  cent,  one  third  of 
whom  died  within  one  hour  of  admission. 
He  saw  no  side-effects  that  could  be  at- 
tributed to  the  digitalis  and  suggested  giv- 
ing digitalis  to  all  patients  with  acute  in- 
farcts. 

Anschutz  and  Toker,43  in  Germany,  gave 
ouabain  to  every  other  one  of  106  patients 
with  acute  myocardial  infarction.  They 
claimed  no  statistically  different  incidence 
in  the  mortality  rates. 

Also  in  1959,  a German  report  by  Willems 
and  Schueller44  concerned  itself  with  a se- 
ries in  which  all  patients  with  acute  myo- 
cardial infarction  and  either  cardiac  failure 
or  supraventricular  tachycardia  (151  pa- 
tients) were  given  lanatoside  C or  strophan- 
thin. They  found  that  the  quantity  of  gly- 
coside necessary  to  achieve  effective  thera- 
peutic levels  was  the  same  as  for  patients  in 
failure  without  infarction.  Several  patients 
needed  about  twice  the  usual  amount  of  digi- 
talis and  tolerated  it  well.  No  relationship 
could  be  found  between  any  death  and  the 
use  of  digitalis.  Of  the  125  patients  who 
were  given  digitalis  for  heart  failure  there 


was  a 27  per  cent  mortality  rate.  They  con- 
trasted this  with  the  80  per  cent  mortality 
rate  in  myocardial  infarction  with  failure 
reported  in  the  German  literature. 

Cristini45  reported  on  90  consecutive  pa- 
tients with  myocardial  infarction  given 
strophanthin  and  concluded  that  it  amelio- 
rated the  clinical  course  in  the  first  few 
weeks  without  a greater  incidence  of  ar- 
rhythmia. His  mortality  rate  of  21  per  cent 
seemed  to  him  to  be  lower  than  expected  for 
a similar  series  reported  in  Italy. 

Dazzi  and  Sabbadin,40  with  continuous 
monitoring  and  recording  of  all  arrhythmias 
in  a coronary  care  unit,  showed  no  correla- 
tion between  the  use  of  digitalis  and  the 
subsequent  development  of  arrhythmia.  We 
are  not  told  whether  usual  or  reduced  doses 
were  employed,  so  that  we  can  only  deduce 
that  their  conclusion  is  valid  for  a reduced 
dose  of  digitalis. 

Malmcrona,  Schroder,  and  Werko47  gave 
0.8  mg.  of  lanatoside  C to  10  patients  with 
acute  myocardial  infarction  without  fail- 
ure or  arrhythmia.  There  were  no  ar- 
rhythmias produced.  Since  they  used  only 
about  one-half  an  average  twenty-four-hour 
digitalizing  dose,  we  can  only  safely  con- 
clude that  a reduced  dose  of  digitalis  prob- 
ably causes  no  increased  incidence  of  acute 
arrhythmia  in  patients  with  acute  infarc- 
tion. 

Balcon,  Hoy,  and  Sowton48  monitored  11 
patients  with  acute  infarcts  for  one  hour 
after  0.25  mg.  of  acetylstrophanthidin  or 
0.5  mg.  of  digoxin  and  found  no  dys- 
rhythmia. 

All  available  clinical  studies  are  inade- 
quate to  prove  that  therapeutic  doses  of 
digitalis  increased  the  incidence  of  ar- 
rhythmia in  patients  with  acute  infarction. 
The  only  series  in  which  digitalis  may  have 
caused  an  increased  mortality  rate  was  that 
of  Askey  and  Neurath49  in  which  there 
seemed  to  be  a tendency  to  clot  formation 
and  embolization  associated  with  digitalis 
administration  to  patients  whose  infarction 
was  complicated  by  atrial  fibrillation.  This 
suggested  that  a search  of  the  literature  on 
the  relationship  between  blood  clotting  and 
digitalis  was  in  order. 

Blood  clotting  and  digitalis 

In  1943  Macht50  showed  that  digitalis  in 
varying  concentrations  could  decrease  the 
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clotting  time  of  cats  both  in  vivo  and  in 
vitro.  In  that  same  year,  Werch51  showed 
that  relatively  large  amounts  of  digitalis 
given  intravenously  to  rabbits  caused  a sig- 
nificant decrease  in  coagulation  time.  A 
year  later,  Takats,  Trump,  and  Gilbert52 
presented  4 cases  in  which  thrombi  or  em- 
boli occurred  within  a few  days  of  either 
starting  or  increasing  their  daily  dose  of 
digitalis.  This  led  them  to  carry  out  hepa- 
rin tolerance  tests  on  4 patients  and  4 dogs 
after  a therapeutic  dose  of  digitalis.  Their 
test  consisted  of  doing  serial  capillary  co- 
agulation times  after  giving  10  mg.  of  hepa- 
rin intravenously.  All  their  patients,  as 
well  as  all  their  dogs,  showed  an  antiheparin 
effect  after  digitalis  administration.  After 
digitalis  was  discontinued,  heparin  toler- 
ance returned  to  normal. 

In  the  same  year,  Massie  et  al.53  reported 
that  there  was  a decrease  in  Lee-White  clot- 
ting time  in  35  per  cent  of  patients  given 
digitalis  leaf  whether  or  not  they  were  in 
failure.  The  decrease  in  clotting  time  was 
from  one-half  to  six  minutes,  with  a maxi- 
mum effect  occasionally  on  the  first  day  but 
usually  in  five  to  seven  days.  In  some  pa- 
tients the  clotting  time  returned  to  normal 
as  digitalis  was  continued.  After  digitalis 
was  stopped,  all  clotting  times  returned  to 
normal.  There  was  no  effect  on  the  pro- 
thrombin time. 

In  1945,  Askey  and  Neurath49  published 
their  results  on  the  use  of  digitalis  in  pa- 
tients with  myocardial  infarction  who  also 
had  atrial  fibrillation  and  heart  failure. 
The  worst  fears  about  clotting  were  con- 
firmed when  they  found  that  31  of  32  pa- 
tients with  atrial  fibrillation  and  failure 
died  when  given  digitalis.  In  13  of  these 
there  was  clinical  evidence  of  embolism  to 
the  cerebral  or  femoral  arteries.  In  a simi- 
lar group  of  16  patients  in  congestive  fail- 
ure who  received  no  digitalis  only  11  died, 
and  none  of  the  deaths  were  considered  to  be 
caused  by  an  embolus.  They  found  a slight 
increase  in  coagulability  in  the  patients 
given  digitalis.  Askey  and  Neurath  con- 
cluded that  digitalis  increased  the  tendency 
to  both  form  and  throw  off  clots  and  was 
especially  dangerous  if  the  patient  was  in 
failure  and  had  atrial  fibrillation.  This 
study  took  place  before  the  widespread  use 
of  anticoagulants. 

A more  recent  study  by  Martinesi  and 
Belli,54  using  thromboelastography,  showed 


increased  coagulability  in  9 of  10  rabbits 
given  intravenous  acetyldigitoxin  and  in  6 
of  10  treated  with  lanatoside  C.  In  8 of  10 
men  given  0.8  mg.  of  lanatoside  C there  was 
hypercoagulability.  In  all  cases  the  hyper- 
coagulability was  due  to  an  accelerated  for- 
mation of  thromboplastin. 

The  lesson  we  might  learn  from  the  afore- 
mentioned studies  suggests  that  all  patients 
who  are  put  on  digitalis  with  acute  myo- 
cardial infarction  should  be  given  antico- 
agulants, especially  if  they  are  in  failure  and 
even  more  urgently  if  they  are  also  in  atrial 
fibrillation.  Since  this  aspect  of  digitalis 
has  been  largely  ignored,  it  is  important  to 
call  attention  to  it  so  that  more  definitive 
studies  may  be  instituted. 

Digitalis  in  myocardial  infarction  shock 

Fink,  D’Angio,  and  Biloon55  reported  that 
in  hopeless  cases  of  cardiogenic  shock  with 
high  venous  pressures  there  was  always  a 
good  blood  pressure  response  with  the  use 
of  lanatoside  C and  a poor  response  to  the 
alpha  constrictor  agent,  phenylephrine. 
Only  when  there  was  a normal  or  low  venous 
pressure  was  there  a good  response  to 
phenylephrine. 

Gorlin56  reported  4 cases  of  myocardial 
infarction  shock  refractory  to  vasopressors, 
all  of  whom  had  a dramatic  response  to  in- 
travenous lanatoside  C,  0.4  mg.,  or  ouabain, 
0.125  to  0.4  mg.  Three  came  out  of  coma 
within  fifteen  to  thirty  minutes  on  1 dose  of 
digitalis. 

Marano  et  al.57  reversed  the  cardiogenic 
shock  of  1 patient  with  lanatoside  C alone, 
and  they  were  able  to  get  3 other  patients 
out  of  shock  with  lanatoside  C despite  their 
refractoriness  to  norepinephrine.  Only  1 of 
their  5 patients  in  shock  did  not  respond  to 
digitalis. 

Cronin  and  Zsoter58  reported  on  the  effects 
of  acetylstrophanthidin  given  to  dogs  thirty 
minutes  after  myocardial  infarction  shock 
was  produced  with  plastic  sphere  coronary 
emboli.  The  inotropic  effects  on  the  heart 
were  manifested  by  an  increase  in  cardiac 
output  and  left  ventricular  work,  a decrease 
in  left  ventricular  end-diastolic  pressure, 
and  a shortening  of  the  duration  of  systole. 
The  substantial  increase  in  arterial  pressure 
which  often  preceded  the  increase  in  cardiac 
output  suggested  that  it  caused  peripheral 
vasoconstriction.  Mason59  has  recently 
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shown  beyond  all  reasonable  doubt  that  digi- 
talis is  a mild  arteriolar  constrictor. 

Marano  et  al.00  carried  out  the  same  cor- 
onary embolization  experiment  on  dogs  and 
concluded  that  rapid  digitalization  may  be 
of  definite  benefit  in  acute  myocardial  in- 
farction with  shock  even  in  the  absence  of 
hemodynamic  evidence  of  heart  failure. 

Cohn,  Tristani,  and  Khatri01  showed  that 
the  vasoconstrictor  effect  of  digitalis  could 
precede  the  inotropic  effect  in  myocardial  in- 
farction shock  and  so  cause  an  increase  in 
end-diastolic  pressure  of  the  left  ventricle 
which  could  result  in  acute  pulmonary 
edema  or  ventricular  fibrillation.  Cardiac 
output  increased  in  only  3 of  5 patients,  sug- 
gesting that  the  vasoconstrictor  effect  could 
nullify  the  beneficial  inotropism  of  digitalis 
in  patients  in  shock.  In  none  of  their  pa- 
tients with  myocardial  infarction  shock  did 
digitalis  by  itself  improve  the  clinical  con- 
dition even  though  it  increased  myocardial 
function  or  output. 

Since  there  is  a tendency  today  to  use  iso- 
proterenol in  myocardial  infarction  shock, 
it  is  important  to  evaluate  any  work  that 
suggests  a danger  to  the  combined  use  of 
digitalis  and  isoproterenol.  Becker  et  al .62 
showed  that  the  combination  could  produce 
nodal  or  ventricular  tachycardia  in  dogs  at 
doses  that  would  not  by  themselves  produce 
arrhythmia;  but  arrythmia  with  isopro- 
terenol developed  in  no  animal  until  at  least 
50  per  cent  of  the  lethal  dose  of  digoxin  had 
been  given.  Since  this  works  out  to  be  the 
equivalent  of  almost  10  mg.  of  digoxin  for 
human  patients,  this  study  may  not  be  clini- 
cally applicable. 

Although  it  appears  that  digitalis  may  be 
a useful  adjunct  to  therapy  in  myocardial 
infarction  with  shock  and  certainly  if  com- 
plicated by  congestive  failure,  it  should  be 
used  slowly,  in  small  doses,  and  not  as  the 
sole  therapy.  The  effect,  however,  of  digi- 
talis in  myocardial  infarction  without  shock 
or  heart  failure  is  less  promising. 

Digitalis  and  the  acutely 
infarcted  heart  without  shock 
or  frank  congestive  failure 

Malmcrona,  Schroder,  and  Werko47 
showed  in  patients  with  acute  infarction 
without  shock  or  failure  that  0.8  mg.  of 
lanatoside  C did  not  affect  cardiac  output. 
It  merely  increased  systolic  pressure  to  as 


much  as  20  mm.  Hg  during  the  ten  minutes 
of  digitalis  infusion. 

Hood,  McCarthy,  and  Lown7  showed  that 
digitalis  did  not  lower  the  end-diastolic  pres- 
sure in  about  half  of  their  dogs  with  small 
infarcts  and  in  none  with  large  infarcts. 
Even  if  the  end-diastolic  pressure  was  not 
elevated  by  the  infarct,  digitalis  produced 
an  unpredictable  effect  on  end-diastolic  pres- 
sure and  usually  decreased  the  cardiac  in- 
dex. 

Balcon,  Hoy,  and  Sowton48  found  that  in- 
travenous digitalis  in  11  patients  with  acute 
infarction  caused  a decrease  in  cardiac  out- 
put during  the  first  half  hour  and  a rise  to 
control  values  by  one  hour.  Although  his 
patients  were  not  in  shock  or  frank  conges- 
tive failure,  they  did  have  gallop  rhythms 
suggestive  of  decreased  myocardial  function 
and  early  left  ventricular  failure. 

The  aforementioned  studies  add  more  evi- 
dence for  the  probability  that  the  increased 
peripheral  resistance  caused  by  intravenous 
digitalis  may  be  harmful  if  the  increased 
coronary  filling  pressure  cannot  compensate 
for  the  increased  work  load  on  the  left  ven- 
tricle. In  patients  with  borderline  pulmo- 
nary edema  it  is  doubtful  whether  intra- 
venous digitalis  is  justified  except  in  reduced 
dosage  and  over  a period  of  about  thirty 
minutes.  It  has  been  a widespread  clinical 
impression  that  at  least  half  the  patients 
with  acute  infarcts  will  show  interstitial 
pulmonary  edema  roentgenographically  de- 
spite apparently  absent  signs  and  symptoms 
of  heart  failure.  This  suggests  that  if  pa- 
tients with  acute  infarcts  are  given  digitalis, 
it  should  be  only  in  reduced  dosage  and 
preferably  via  the  oral  route. 

Literature  on  digitalis  and  myocardial  in- 
farction before  the  past  year  or  two  has  ig- 
nored the  dangers  of  digitalis  in  producing 
complete  atrioventricular  block.  If  there  is 
any  suggestion  that  complete  block  may  be 
a good  possibility  as  when  there  is  a right 
bundle  branch  block  with  left  axis  deviation, 
or  if  there  are  intermittent,  sudden  noncon- 
ducted  P waves  (Mobitz  type  2 block),  digi- 
talis should  probably  be  withheld  in  view  of 
the  theoretic  danger  of  lending  its  effect  to 
inhibition  of  atrioventricular  node  trans- 
mission. If  digitalis  is  considered  essential, 
a stand-by  intravenous  pacemaker  should  be 
placed  prophylactically. 

It  is  interesting  that  we  have  now  come  to 
agree  with  the  teachings  of  the  past  few 
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decades  that  digitalis  should  be  used  in  re- 
duced dosage  and  with  caution  in  myocardial 
infarction,  but  our  reasons  are  different. 
Whereas  we  were  once  warned  that  it  would 
raise  the  mortality  rate  via  dangerous  ar- 
rhythmias, we  now  can  claim  that  proof  for 
this  is  lacking  except  when  used  with  large 
doses  of  quinidine.  We  now  must  assume 
that  there  are  other  dangers  that  still  re- 
quire that  digitalis  be  used  in  reduced  dos- 
age and  with  caution. 


Digitalis  preparations  to  use 
in  myocardial  infarction 

The  digitalis  preparation  with  the  short- 
est duration,  that  is,  with  the  fastest  rea- 
sonable dissipation  rate,  ought  to  be  con- 
sidered the  drug  of  choice  so  that  toxic 
effects  will  not  last  any  longer  than  neces- 
sary. The  three  shortest  acting  are:  oua- 

bain (strophanthin-G) , lanatoside  C,  which 
is  more  soluble  as  deslanoside,  and  digoxin. 
All  have  their  onset  of  effect  within  ten 
minutes. 

According  to  the  work  of  Weissler  et  al ,63 
on  the  effect  of  deslanatoside  and  ouabain  on 
ejection  times,  the  maximum  effect  after  in- 
travenous administration  occurs  in  about 
one  hour.  The  maximum  effect  of  digoxin 
may  be  four  hours.  The  physiologic  half-life 
of  deslanoside  and  digoxin  is  thirty-six 
hours,  whereas  that  of  ouabain  is  about 
twenty-four  hours.  The  commonest  initial 
dose  of  ouabain  in  the  European  literature 
is  0.25  mg.  Until,  however,  more  experience 
is  gained  with  this  drug  in  this  country,  it 
would  be  wise  to  start  with  0.125  mg.  and 
repeat  this  does  every  hour  if  necessary. 
One  of  Cohn’s  patients  with  myocardial  in- 
farction shock  went  into  pulmonary  edema 
after  only  0.25  mg.  of  ouabain. 

For  those  who  wish  to  avoid  using  digi- 
talis in  full  therapeutic  doses  in  patients 
with  myocardial  infarction,  there  is  some 
comfort  in  the  work  of  Weissler  et  al.,G3  and 
of  Williams,  Klocke,  and  Braunwald04  who 
showed  that  small  amounts  of  digitalis  pro- 
duce a small  amount  of  increase  in  myo- 
cardial contractility.  Thus,  the  former  con- 
cept of  “digitalization”  which  implied  that 
the  myocardium  had  to  be  “saturated”  with 
glycoside  to  produce  any  effect  may  be  dis- 
carded. Now  it  should  be  possible  to  give 


half  of  an  “average  digitalizing  dose”  to  a 
patient  to  whom  you  wish  to  give  digitalis 
with  caution  and  still  expect  some  useful 
inotropic  effect.  Since  there  is  some  justi- 
fication for  the  fear  among  physicians  of  us- 
ing full  therapeutic  doses  of  digitalis  in  myo- 
cardial infarction,  not  because  of  the  danger 
of  arrhythmia  as  much  as  of  inducing  pul- 
monary edema,  they  may  now  be  encouraged 
to  administer  at  least  some  digitalis  in  in- 
stances in  which  they  might  once  have  de- 
nied this  agent  altogether  to  many  a needy 
patient. 

In  the  absence  of  a dire  emergency  or 
shock,  it  may  be  preferable  to  use  an  oral  or 
intramuscular  preparation  to  prevent  any 
rapid  increase  of  peripheral  resistance. 
When  an  intramuscular  preparation  is  indi- 
cated, deslanoside  becomes  the  digitalis  of 
choice  if  it  is  true  that  it  is  the  only  digi- 
talis other  than  ouabain  that  reaches  its 
maximum  effect  in  one  hour.  One  may  use 
a small  dose  and  return  in  one  hour  to  repeat 
the  dose  if  necessary.  Ouabain  cannot  be 
given  intramuscularly  but  may  be  the  intra- 
venous drug  of  choice  because  of  its  short 
half-life. 

Summary 

The  history  of  the  fear  of  using  digitalis 
in  myocardial  infarction  is  traced  to  experi- 
ments on  animals  given  toxic  doses  that  may 
bear  no  relationship  to  therapeutic  use  in 
human  subjects. 

A review  of  the  world  literature  is  pre- 
sented which  reveals  that  no  clinical  study 
shows  an  increased  mortality  rate  or  inci- 
dence of  arrhythmia  caused  by  digitalis 
when  used  in  myocardial  infarction. 

Clinical  and  experimental  work  is  re- 
viewed that  suggest  that  digitalis  may  be  a 
thrombogenic  agent  and  should  not  be  used 
when  atrial  fibrillation  and  failure  are  pres- 
ent without  concomitant  anticoagulants. 
Studies  on  human  beings  and  dogs  are  de- 
scribed which  suggest  a possible  beneficial 
effect  of  digitalis  in  myocardial  infarction 
shock.  Arguments  are  presented  to  show 
that  large  doses  of  intravenous  digitalis 
should  not  be  given  rapidly  to  patients  with 
acute  myocardial  infarction  because  of  the 
danger  of  producing  pulmonary  edema. 

Deslanoside  in  hourly  reduced  dosage  is 
recommended  as  probably  the  intramuscular 
digitalis  of  choice.  Ouabain  in  doses  of 
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0.125  mg;,  per  hour  is  suggested  as  the  intra- 
venous drug  of  choice  when  a dire  emergency 
exists. 

The  Buffalo  General  Hospital 
100  High  Street 
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Snowmobile injuries  increasing 


In  recent  years  snowmobile  sales  have  in- 
creased spectacularly;  so  have  injuries,  reports 
the  J.A.M.A.  (Sept.  15)  1969.  The  incidence  of 
injury  is  without  much  doubt  higher  than  for 
most  other  forms  of  motorized  travel. 

An  analysis  was  made  recently  of  103  pa- 
tients seen  in  6 hospitals  in  Vermont  during 
the  winter  of  1968  to  1969.  These  people  were 
seriously  enough  injured  to  seek  or  be  referred 
for  hospital  care.  Among  these  patients,  68 
suffered  fractures  and  dislocations,  14  showed 
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evidence  of  sprains,  and  12  others  had  lacera- 
tions. 

Causes  of  accidents  vary  from  receiving  se- 
vere jolts  to  being  thrown  from  the  machine. 
Drivers  are  advised  to  support  their  weight  on 
their  feet,  but  many  sit,  and  most  of  the 
machines  lack  shock-absorbing  qualities  suffi- 
cient to  protect  against  back  injuries.  A 
variety  of  fractures  can  result  from  unplanned 
dismounting.  Some  internal  injuries  of  the 
chest  and  abdomen  occur  in  patients  who  are 
thrown  to  the  ground  or  against  an  object. 

The  majority  of  injuries  result  from  the  im- 
prudent operation  of  the  machine  rather  than 
from  mechanical  defects  in  it.  The  sport  is 
fatiguing,  and  tired,  inattentive  drivers  are 
accident  prone. 
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Discussed  by  ISIDORE  SNAPPER,  M.D. 


Hepatic  Failure  with 
Clonorchiasis 


Case  history 

Reizo  Tsukamoto,  M.D. : A fifty-six- 

year-old  married  Chinese  female  was  ad- 
mitted with  pain  in  the  right  flank  and  fever 
for  three  weeks.  Medical  history  was 
limited  by  a language  barrier.  Three  w’eeks 
before  admission  the  patient  developed  ach- 
ing pain  in  the  right  costovertebral  angle 
with  radiation  into  the  right  groin.  She  also 
experienced  intermittent  abdominal  cramps, 
anorexia,  and  afternoon  fever,  but  without 
chills  or  sweating.  During  this  three-week 
period  the  patient  had  lost  10  to  15  pounds 
in  weight.  She  had  been  mildly  nauseated 
but  had  not  vomited.  The  urine  frequently 
was  dark;  the  stools  were  noted  to  be  light 
grey  or  browm  but  never  dark  or  tarry. 
There  was  no  diarrhea.  During  this  period 
the  patient  had  noticed  an  increasing  yellow 
discoloration  of  the  skin  and  sclerae. 

Several  years  before  admission  the  pa- 
tient was  said  to  have  had  jaundice  which 
persisted  for  several  months  and  disap- 
peared spontaneously.  Thereafter  she  had 
had  discomfort  in  the  right  upper  quadrant 
with  gaseous  distention  relieved  by  belching. 
The  relationship  of  this  discomfort  to 
specific  foods  could  not  be  defined.  The  pa- 
tient was  born  on  the  mainland  of  southern 
China  in  Kwangtung  Province  and  had  emi- 
grated to  the  United  States  twelve  years  be- 
fore admission. 

Physical  examination  on  admission  re- 
vealed a blood  pressure  of  100/66,  a pulse 
of  108,  and  a respiratory  rate  of  20  per 
minute;  the  temperature  was  100.6  F.  The 
patient  was  deeply  jaundiced  but  in  no  acute 


distress.  There  were  minor  telangiectases 
about  the  face  but  no  spider  angiomata. 
The  cardiac  rhythm  was  regular,  and  there 
was  a Grade  II  to  VI  blowing  systolic  mur- 
mur at  the  apex  not  radiating  to  the  axilla. 
The  lungs  were  clear  to  percussion  and  aus- 
cultation. The  liver  edge  was  palpable  and 
tender  2 fingerbreadths  below  the  right 
costal  margin  with  questionable  ascites;  the 
spleen  and  kidneys  were  not  felt.  There 
was  no  costovertebral  angle  tenderness.  The 
pelvic  examination  gave  negative  findings; 
brown  stool  was  noted  on  the  digital  exami- 
nation of  the  rectum.  There  was  no  edema 
of  the  extremities,  and  the  peripheral  pulses 
were  easily  palpable.  There  was  moderate 
palmar  erythema. 

The  urinalysis  revealed  a slightly  cloudy 
urine  with  a specific  gravity  of  1.017 ; the 
routine  tests  and  microscopic  examination 
showed  negative  results.  The  hemoglobin 
was  14.6  Gm.  per  100  ml.,  the  hematocrit  44, 
and  the  white  blood  count  was  11,000  per 
cubic  millimeter  with  71  per  cent  polymor- 
phonuclear leukocytes.  The  fasting  glucose 
was  174  mg.,  the  blood  urea  nitrogen  17  mg., 
the  uric  acid  5.4  mg.,  the  calcium  10.2  mg., 
the  phosphorus  3.5  mg.,  the  total  cholesterol 
156  mg.,  and  the  total  protein  7.7  Gm.  (al- 
bumin 2.8  Gm.,  globulin  4.9  Gm.)  per  100  ml. 
The  carbon  dioxide  content  was  27  mEq.,  the 
potassium  4.8  mEq.,  the  serum  sodium  138 
mEq.,  and  the  chlorides  96  mEq.  per  liter. 

Repeat  urinalysis  was  unchanged ; the  test 
result  for  bile  was  positive,  with  twenty- 
four-hour  urobilinogen  excretion  of  1.7  mg. 
(normal  0 to  4 per  twenty-four  hours) . The 
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total  serum  bilirubin  was  14.8  mg.  (direct 
11.2  mg.)  and  the  alkaline  phosphatase  6.1 
units  (normal  0 to  4)  per  100  ml.  The 
thymol  turbidity  was  11.5  units  and  the 
cephalin  flocculation  test  1 plus.  The 
serum  glutamic  oxaloacetic  transaminase 
was  401  units  (normal  1 to  40),  the  serum 
glutamic  pyruvic  transaminase  392  units 
(normal  1 to  40),  and  the  lactic  dehydroge- 
nase 1,190  units  (normal  200  to  600).  The 
prothrombin  time  was  eighteen  seconds 
(control  13.8  seconds).  The  initial  electro- 
cardiogram showed  only  sinus  tachycardia. 

Roentgen-ray  examination  revealed  a nor- 
mal-sized heart ; the  left  lung  field  contained 
several  nodular  densities  (Fig.  1A),  and  the 
abdomen  showed  a slight  diffuse  haziness 
suggestive  of  ascites  (Fig.  IB).  The  gas- 
trointestinal series  revealed  varices  in  the 
distal  portion  of  the  esophagus  (Fig.  1C)  ; 
the  stomach  and  duodenum  were  not  re- 
markable. The  liver  scan  was  normal  as  re- 
gards size,  shape,  and  pattern ; there  was 
some  displacement  toward  the  midline,  prob- 
ably due  to  ascites  (Fig.  ID).  The  spleen 
appeared  small. 

The  patient’s  temperature  fluctuated  with 
regular  evening  rises  to  103  F.  over  the  first 
four  days  in  the  hospital  but  thereafter  was 
normal  until  the  terminal  episode.  The  pa- 
tient continued  to  complain  of  gaseous  dis- 
tention, pain  in  the  abdomen,  right  costo- 
vertebral angle  tenderness,  and  generalized 
weakness.  Repeat  white  blood  counts  were 
11,000  and  13,000  with  the  differential  count 
unchanged.  On  the  morning  of  the  fifth 
hospital  day  the  patient  developed  tachy- 
cardia with  an  apical  rate  of  134,  radial 
pulse  of  118,  and  a totally  irregular  rhythm. 
Shortly  after  passing  a stool  the  patient 
suddenly  reverted  to  a regular  rhythm  with 
a rate  of  130  per  minute.  However  an  elec- 
trocardiogram taken  shortly  thereafter 
showed  a more  rapid  tachycardia  with  a rate 
of  234  per  minute  and  a pattern  compatible 
with  either  paroxysmal  atrial  tachycardia 
or  atrial  flutter.  Repeated  bouts  of  rapid 
regular  rhythm  failed  to  respond  to  carotid 
massage,  intravenous  lidocaine  hydrochlo- 
ride, and  digitalization.  The  blood  pressure 
dropped  to  70/40  and  was  maintained  with 
the  aid  of  intravenous  metaraminal.  The 
abdomen  became  distended,  and  an  increase 
in  ascites  was  suspected. 

The  stool  was  negative  for  occult  blood 


but  positive  for  the  eggs  of  Clonorchis 
sinensis. 

The  VDRL  test  result  was  negative.  A 
repeat  serum  bilirubin  was  increased  to 

21.6  mg.,  direct  3.2  mg.,  while  the  alkaline 
phosphatase  was  4.9  units  and  the  amylase 
52  units  (normal  50  to  180).  The  serum 
glutamic  oxaloacetic  transaminase  was  480 
units,  the  serum  glutamic  pyruvic  transami- 
nase 338  units,  and  the  lactic  dehydrogenase 
2,000  units.  The  serum  protein  fractiona- 
tion revealed  an  albumin  of  40.9  per  cent 
(normal  49.7  to  70.1  per  cent)  ; alpha-1 
globulin  4.1  per  cent  (normal  1.6  to  3.6  per 
cent) , alpha-2  globulin  11.9  per  cent  (normal 
4.9  to  9.1  per  cent),  beta  globulin  15.4  per 
cent  (normal  6.9  to  16.9  per  cent),  and 
gamma  globulin  27.9  per  cent  (normal  7.3  to 

19.7  per  cent).  With  recurrent  tachycardia 
and  a gradual  rise  of  temperature  to 
102.8  F.,  the  patient’s  condition  deteriorated. 
The  blood  pressure  was  frequently  unobtain- 
able, crepitant  rales  were  noted  at  the  left 
lung  base,  and  the  abdomen  became  tense 
with  obvious  ascites.  In  spite  of  digitaliza- 
tion the  patient’s  circulatory  condition 
failed  to  improve.  The  urinary  output  di- 
minished markedly,  and  terminally  the  pa- 
tient developed  nodal  rhythm  with  a rate  of 
70  per  minute.  The  patient  was  pronounced 
dead  on  the  evening  of  the  seventh  hospital 
day. 

Discussion 

Isidore  Snapper,  M.D.*:  Dr.  Flynn  indi- 
cated that  my  predecessors  at  these  confer- 
ences did  not  do  so  well  in  pinpointing  the 
diagnosis.  However,  I am  not  dismayed 
because  no  clinician  should  expect  to  offer  a 
worth-while  opinion  about  a patient  whom 
he  has  not  seen  personally.  A clinician  who 
tries  to  arrive  at  a correct  diagnosis  after 
reading  laboratory  data  is  like  the  person 
who  thinks  he  can  recognize  the  murderer 
after  reading  the  first  few  pages  of  a detec- 
tive story.  The  errors  we  make  in  these 
conferences  only  further  prove  this  point. 

Our  case  today  involves  a Chinese  female, 
born  in  Canton,  who  had  had  pain  in  the 
right  flank  and  fever  for  three  weeks.  Pre- 
vious medical  history  was  limited  by  a lan- 
guage barrier,  so  now  all  of  our  errors  in 
diagnosis  are  excused  since  we  cannot  make 

* Consultant-in-Residence,  Veterans  Administration  Hos- 
pital, Brooklyn,  New  York. 
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FIGURE  1.  (A)  Admission  x-ray  film  showing  nodular  densities  at  left  lung  base.  (B)  Flat  plate  of 

abdomen.  Diffuse  haziness  suggestive  of  ascites.  (C)  Gastrointestinal  series  indicating  presence  of 
esophageal  varices  (arrows).  (D)  Normal  liver  scan  with  minimal  splenic  uptake  of  radioactive  gold. 


a correct  diagnosis  without  a good  history. 
Had  the  patient  with  right-flank  pain  and 
fever  been  a Caucasian  I would  have  guessed 
that  the  diagnosis  was  probably  cholecystitis 
with  stones.  In  China  owing  to  the  diet, 
cholesterol  stones  do  not  occur.  Occasionally 
a patient  has  calcium  bilirubinate  stones 


due  to  salmonella.  Thus,  in  China  more  men 
have  gallstones  than  women. 

Several  years  before  admission,  our  pa- 
tient had  evidently  suffered  from  jaundice 
for  which  she  had  been  treated  medically; 
supposedly  this  icterus  lasted  for  several 
months  before  disappearing.  For  several 
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years  she  had  had  discomfort  in  the  right 
upper  quadrant  which  was  relieved  by  belch- 
ing. Three  weeks  before  admission  she  had 
developed  aching  pain  in  the  right  costover- 
tebral angle  with  radiation  to  the  right 
groin,  together  with  intermittent  abdominal 
cramps,  nausea,  anorexia,  and  afternoon 
fever.  There  were  no  chills  or  sweating ; she 
lost  about  10  or  15  pounds  in  weight.  One 
of  the  first  possibilities  which  comes  to  mind 
in  a Chinese  patient  is  a parasitic  infesta- 
tion. Nearly  everybody  in  Canton  has 
Clonorchis  sinensis,  and  the  gastrointestinal 
symptoms  could  very  well  be  due  to  that  or- 
ganism. That,  however,  does  not  imply  that 
she  died  from  this  infestation.  Since  she 
emigrated  from  Kwantung  twelve  years  ago, 
she  would  also  be  subject  to  other  diseases 
which  are  widespread  in  the  province,  or 
even  in  the  United  States. 

Physical  examination  on  admission  re- 
vealed a normal  blood  pressure,  a slightly 
fast  pulse,  and  a subfebrile  temperature. 
She  was  deeply  jaundiced  but  not  in  dis- 
tress; there  were  minor  telangiectases  about 
the  face  but  no  spider  angiomata.  Around 
1940  the  incidence  of  liver  cirrhosis  in  China 
was  extremely  high  because  a very  large 
percentage  of  the  people  were  so  poor  that 
they  were  obliged  to  live  on  a very  deficient 
diet.  In  contrast  to  the  experience  in  our 
country,  venous  hums  over  the  umbilicus 
and  over  the  sternum  were  frequently  heard, 
but  I do  not  recall  seeing  a spider  angioma 
in  China.  The  signs  and  symptoms  of 
cirrhosis,  and  of  many  other  diseases,  will 
vary,  depending  on  the  part  of  the  world 
where  the  physician  practices. 

The  cardiac  rhythm  was  regular,  although 
the  rate  was  rapid.  There  was  a Grade  II 
to  VI  systolic  murmur  over  the  apex  which 
is  an  extremely  common  finding  in  the  Chi- 
nese. The  liver  edge  was  tender,  2 finger- 
breadths  below  the  right  costal  margin ; the 
spleen  and  kidneys  were  not  felt.  Ascites 
was  thought  to  be  present.  Brown  stool  was 
noted,  which  proves  that  any  biliary  tract 
obstruction  was  not  complete.  The  test 
finding  for  bile  in  the  urine  was  positive. 
The  high  urobilinogen  content  of  the  urine 
also  strongly  militates  against  a complete 
obstruction  of  the  biliary  flow.  There  was 
no  peripheral  edema.  The  hemoglobin  was 
normal,  the  white  blood  count  11,000  with 
71  per  cent  polymorphonuclear  leukocytes 


and  no  eosinophils  mentioned.  A parasitic 
disease  would  be  more  probable  if  the  eosino- 
phil count  were  elevated. 

The  fasting  glucose  was  174  mg.  No  dis- 
ease is  more  common  in  China  than  diabetes, 
but  it  is  always  mild.  I have  never  seen  a 
diabetic  coma  in  North  China  and  have  only 
seen  one  case  of  diabetic  acidosis.  I am 
sure  that  is  because  the  poor  Chinese,  by 
necessity,  have  a low-caloric  diet  consisting 
mainly  of  carbohydrates. 

The  patient’s  blood  urea,  uric  acid,  serum 
calcium,  and  phosphorus  were  normal.  The 
cholesterol  level  of  156  mg.  would  be  slightly 
high  in  China  but  normal  for  a Chinese 
woman  in  this  country  because  of  the  food 
which  she  is  now  accustomed  to  eat.  The 
low  serum  albumin  and  the  high  globulin  fit 
the  picture  of  cirrhosis.  The  alkaline  phos- 
phatase was  only  6.1  units,  which  again 
points  to  the  absence  of  complete  obstruc- 
tion. Thus,  although  she  had  clonorchiasis, 
there  is  little  evidence  for  bile-duct  obstruc- 
tion. The  thymol  turbidity  was  high,  as 
were  the  results  of  the  cephalin  floccula- 
tion test,  the  serum  glutamic  oxaloacetic 
transaminase,  the  serum  glutamic  pyruvic 
transaminase,  and  the  lactic  dehydrogenase. 
With  the  absence  of  signs  of  obstructive 
jaundice  and  with  these  enzyme  elevations, 
the  patient  obviously  must  have  had  an  ele- 
ment of  hepatic  parenchymal  degeneration. 

Can  we  review  the  x-ray  films  at  this 
time? 

John  Batillas,  M.D.:  The  chest  film 

shows  a normal-sized  heart,  calcification  in 
the  aortic  knob,  a clear  right  lung  field  with 
accentuation  of  the  markings,  and  a nodular 
infiltration  predominantly  in  the  left  lower 
lung  (Fig.  1A).  The  flat  plate  was  normal 
except  for  bulging  of  the  flanks  with  slight 
uniform  haziness  and  obliteration  of  the 
visceral  outlines  which  would  suggest 
ascites  (Fig.  IB).  The  gastrointestinal 
series  demonstrated  varices  in  the  lower 
portion  of  the  esophagus ; the  stomach,  duo- 
denum, and  small  bowel  appear  normal  (Fig. 
1C).  The  radioisotope  scan  shows  a normal 
liver  size  and  shape  with  a good  uptake  in 
the  spleen  which  does  not  appear  enlarged 
(Fig.  ID). 

Returning  for  a moment  to  the  chest,  the 
nodular  densities  in  the  left  lower  lung  field 
would  of  course  suggest  metastatic  neo- 
plasm ; but  I would  also  like  to  mention  cer- 
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tain  parasitic  disorders.  Some  of  these 
nodules  have  high  lights  within  them,  sug- 
gesting paragonimiasis  with  the  so-called 
“ring  sign.”  Another  possibility  would  be 
echinococcosis,  although  this  would  be  un- 
likely in  view  of  the  background  of  the  pa- 
tient. Another  parasitic  disease  related  to 
the  presence  of  esophageal  varices  would 
be  schistosomiasis.  However,  lung  involve- 
ment in  acute  schistosomiasis  often  presents 
a miliary  pattern  and  a Loeffler’s  type  of 
pneumonia  rather  than  prominent  nodular 
areas. 

Dr.  Snapper:  Fortunately  we  do  not 

need  to  consider  paragonimiasis  because 
such  a condition  occurs  only  in  countries 
where  raw  crayfish  or  crabs  are  eaten ; this 
dietary  custom  is  alien  to  the  population  of 
Kwantung.  As  far  as  my  opinion  is  con- 
cerned, the  chest  film  does  not  suggest  echi- 
nococcosis; besides,  that  condition  is  very 
rare  in  China.  Hydatic  disease  is  rather 
frequent  in  Mongolia  and  is  found  in  China 
practically  only  in  Mongolians.  Further,  I 
would  not  expect  to  find  persistent  evidence 
of  schistosomiasis  in  the  lungs  of  a person 
who  could  only  have  contracted  the  disease 
many  years  previously.  I prefer  to  consider 
the  lung  lesions  to  be  deposits  of  metastatic 
neoplasm. 

The  presence  of  esophageal  varicosities  is 
very  important  because  they  inevitably  indi- 
cate disease  involving  the  portal  circula- 
tion. Futhermore,  if  one  finds  a visible 
spleen  on  a gold  scan,  poor  liver  function  can 
be  expected. 

Dr.  Batillas:  We  have  found  that 

splenic  uptake  of  radioactive  gold  is  fairly 
frequent  in  an  otherwise  normal-appearing 
liver  scan. 

Dr.  Snapper:  The  patient’s  tempera- 

ture fluctuated  up  to  103  F.,  and  rose  termi- 
nally to  102.8  F.  There  was  intermittent 
right  costovertebral  angle  tenderness,  and 
on  the  morning  of  the  fifth  hospital  day  she 
developed  tachycardia  and  a totally  irregu- 
lar rhythm.  There  were  later  repeated 
bouts  of  rapid  regular  rhythm  and  onset  of 
ventricular  failure.  The  abdomen  became 
distended  with  an  apparent  increase  in 
ascites.  There  was  no  evidence  of  blood  in 
the  stool,  although  Clonorchis  sinensis  ova 
were  found.  The  bilirubin  rose  to  21.6  mg. 
per  100  ml.  Again  the  alkaline  phosphatase 
was  normal,  which  as  mentioned  before 
strongly  suggests  that  obstructive  jaundice 


was  not  present.  The  serum  transaminases 
were  still  elevated,  and  the  gamma  globulin 
fraction  was  high.  Eventually,  the  patient 
died. 

In  summary,  I think  that  in  view  of  the 
laboratory  findings  and  the  history  of  res- 
idence in  Kwantung  Province,  there  should 
be  clonorchiasis  in  the  bile  ducts  but  not  a 
clonorchis  liver  cirrhosis,  because  she  did 
not  develop  signs  of  bile-duct  obstruction. 
Yet  she  must  have  another  form  of  liver 
cirrhosis  because  she  has  esophageal  vari- 
cosities. Since  I believe  she  had  metastases 
to  the  lung,  a hepatoma  is  probably  present. 

John  T.  Flynn,  M.D.:  Is  there  any  con- 
nection between  clonorchiasis  and  the  hepa- 
toma which  you  believe  to  be  present? 

Dr.  Snapper:  We  know  that  hepatoma  is 
frequent  in  China,  both  in  the  north  and  the 
south.  American  pathologists  have  associ- 
ated hepatoma  in  the  immigrant  Chinese 
with  Clonorchis  sinensis  since  in  the 
United  States  this  parasite  is  always  found 
in  the  liver  of  Chinese  patients  with  a hepa- 
toma. However,  this  assumption  is  errone- 
ous because  most  Chinese  in  this  country 
are  from  the  Canton  area:  therefore  the 

Chinese  patients  who  are  autopsied  in  our 
country  are  nearly  always  Cantonese.  Con- 
sequently our  pathologists  nearly  always  find 
Clonorchis  sinensis.  A relationship  of  these 
parasites  with  hepatoma  is  not  proved,  be- 
cause in  North  China  liver  parasites  do  not 
occur,  and  yet  both  cirrhosis  and  hepatoma 
are  extremly  frequent  there.  I am  not  say- 
ing that  the  parasite  has  no  influence,  but 
I do  not  think  that  it  has  as  much  influence 
toward  the  development  of  neoplasm  as  many 
of  us  in  this  country  accept.1 

Paula  Seiler,  M.D.:  Do  you  feel  that 

this  patient’s  residence  in  the  United  States 
for  twelve  or  more  years  would  influence  the 
likelihood  of  her  developing  a hepatoma? 

Dr.  Snapper:  The  frequency  of  many 

diseases  among  Orientals  appears  to  be  in- 
fluenced by  the  process  of  emigration.  For 
example,  gout  is  rare  in  China,  although  it 
does  develop  in  Chinese  who  emigrate  to 
Manhattan.  Also  the  Chinese  who  live  here 
frequently  develop  coronary  artery  disease. 
It  would  appear  that  these  differences  are 
due  to  changes  in  the  way  of  life  of  the  Chi- 
nese who  leave  China  and  settle  here.  The 
same  was  true  for  the  Chinese  who  emi- 
grated to  the  Dutch  East  Indies  and  tended 
to  develop  the  same  diseases  which  Holland- 
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ers  have.  However,  I do  not  think  that  emi- 
gration from  China  would  influence  the  in- 
cidence and  likelihood  of  hepatoma  forma- 
tion in  the  Chinese  population  of  Manhat- 
tan. 

Dr.  Flynn  : You  appear  to  be  committed 
to  a diagnosis  of  hepatoma,  and  yet  aren’t 
you  a little  shaken  by  this  normal-appearing 
liver  scan,  Dr.  Snapper? 

Dr.  Snapper:  The  scanning  technics  are 
still  under  advisement;  we  are  still  collect- 
ing clinical  data  for  their  evaluation.  It 
takes  at  least  twenty-five  years  to  be  sure 
whether  a drug  or  a diagnostic  method  is 
both  safe  and  useful.  In  this  case,  in  spite 
of  the  normal  liver  scan,  I cannot  overlook 
the  significance  of  the  esophageal  varices, 
which  strongly  indicate  portal  hypertension. 

Harold  Coppersmith,  M.D. : Do  you  feel, 
Dr.  Snapper,  that  there  is  a genetic  tendency 
among  the  Chinese  to  develop  cirrhosis? 

Dr.  Snapper:  No,  I do  not.  We  could 

also  question  whether  the  tendency  toward 
low  serum  cholesterol  and  the  low  incidence 
of  coronary  disease  have  a genetic  basis. 
Native  Chinese  males  who  work  as  ship 
stewards  traveling  between  the  Far  East 
and  the  west  coast  of  the  United  States  de- 
velop a higher  blood  cholesterol,  just  as  is 
the  case  in  Chinese  who  migrate  to  our 
country.  This  is  not  a genetic  matter  but  a 
dietary  one,  just  as  is  the  development  of 
cirrhosis. 

Carmen  Grange,  M.D.:  Is  the  diet  of 

the  Chinese  in  this  country  so  different 
from  that  which  they  had  prior  to  emigra- 
tion from  China? 

Dr.  Snapper:  Very  different  indeed.  It 

is  difficult  to  get  a good  dietary  history  from 
the  native  Chinese,  because  diet  is  a matter 
of  prestige  and  personal  pride.  The  average 
Chinese  coolie  in  1940  could  have  meat  in  his 
diet  only  twice  yearly,  once  on  the  Chinese 
New  Year  and  once  on  the  tenth  day  of  the 
tenth  month  which  is  the  day  of  the  revolu- 
tion of  Sun  Yat  Sen.  The  northern  Chinese 
live  mainly  on  bread  made  of  corn  and  soy- 
bean or  corn  and  millet.  In  addition  they 
eat  salted  vegetables.  Thus  the  difference 
in  diet  between  East  and  West  is  enormous.2 

I believe  diet  accounts  for  the  findings  in 
the  Korean  War,  where  50  per  cent  of  Amer- 
ican soldiers  killed,  averaging  twenty-two 
years,  had  coronary  sclerosis  and  10  per 
cent  had  a calcified  coronary  artery.2  By 


FIGURE  2.  (A)  Low-power  view  of  liver  depict- 

ing focal  areas  of  hemorrhage  and  tumor  nod- 
ules. (B)  Bile  duct  proliferation  adjacent  to  fo- 
cus of  hepatoma  (hematoxylin  and  eosin  stain). 


contrast,  not  one  case  of  coronary  artery 
sclerosis  was  found  among  dead  Koreans. 

Clinical  diagnoses 

1.  Clonorchis  sinensis  infestation 

2.  Cirrhosis  of  the  liver,  biliary  in  type, 
secondary  to  Clonorchis  infestation;  with 
esophageal  varices  and  ascites 

3.  Acute  and  chronic  cholangitis,  due  to 
Clonorchis  sinensis 
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FIGURE  3.  Large  esophageal  varix  filled  with 
partially  clotted  blood  (hematoxylin  and  eosin 
stain). 


FIGURE  4.  Section  of  lung  showing  metastatic 
hepatoma  and  adjacent  hemorrhage  (hematoxylin 
and  eosin  stain). 


Dr.  Snapper's  diagnoses 

1.  Cirrhosis  of  the  liver,  probably  nutri- 
tional in  origin,  with  esophageal  varicosities 
and  ascites 

2.  Hepatoma  with  metastases  to  the  lungs 

■3.  Clonorchiasis,  probably  asymptomatic 

Pathologic  discussion 

Charles  M.  Karpas,  M.D.:  At  autopsy, 
we  found  approximately  1,000  ml.  of  serous 
ascites  associated  with  an  enlarged  liver 
weighing  1,520  Gm.  The  hepatic  surface 
presented  numerous  yellowish  irregular 
nodules,  which  suggested  a multicentric  tu- 
mor in  a postnecrotic  type  of  cirrhosis.  On 
serial  sections,  the  yellowish  nodules  were 
found  to  involve  both  hepatic  lobes  exten- 
sively. On  microscopic  examination  the 
nodules  presented  the  cellular  characteris- 
tics of  a hepatoma  with  surrounding  promi- 
nent areas  of  hemorrhage  (Fig.  2A).  There 
were  only  occasional  foci  of  non-neoplastic 
liver  tissue  which  generally  showed  atypical 
regeneration,  while  other  areas  contained 
considerable  fibrosis.  We  found  extensive 
bile-duct  proliferation  (Fig.  2B)  in  spite  of 
the  fact  that  the  serum  alkaline  phosphatase 
had  not  risen  significantly.  There  was  such 
complete  loss  of  architecture  throughout  the 
liver  that  we  could  not  determine  whether 
the  initial  lesion  was  due  to  clonorchiasis 
per  se  or  whether  there  was  an  antecedent 
cirrhosis,  such  as  a primary  postnecrotic 
type.  We  did  not  find  a single  area  contain- 
ing tell-tale  morphologic  evidence  of  clonor- 
chiasis, other  than  the  nonspecific  bile-duct 
proliferation. 


There  was  definite  evidence  of  portal  hy- 
pertension with  ascites,  esophageal  varices 
(Fig.  3),  and  splenomegaly.  In  the  spleen 
the  proliferation  of  cellular  and  fibrillary 
reticular  elements  reflected  the  chronic  ve- 
nous congestion,  but  only  slight  fibrosis  was 
evident. 

The  hepatoma  had  metastasized  to  both 
lungs,  with  a great  deal  of  hemorrhage  onto 
the  lung  parenchyma  (Fig.  4).  This  hem- 
orrhage could  be  related  to  one  of  several 
factors.  The  compromised  liver  may  have 
been  unable  to  detoxify  the  usual  level  of 
fibrinolytic  substances;  consequently  there 
may  have  been  increased  fibrinolysis,  which 
may  have  been  associated  with  a concom- 
mitant  decrease  in  the  serum  prothrombin 
level.  There  have  also  been  reports  that 
hepatoma  may  be  accompanied  by  elabora- 
tion of  an  abnormal  fibrinogen.4  It  is  possi- 
ble that  an  abnormal  fibrin  laid  down  around 
the  tumor  may  not  have  been  sufficient  to 
maintain  normal  clotting  function.  These 
are  only  speculations,  however. 

The  other  interesting  findings  were  col- 
lections of  basophilic  material  within  the 
tubules  of  the  kidney  and  to  a lesser  extent 
in  the  glomeruli  (Fig.  5).  Feulgen  stains 
applied  to  these  masses  were  positive  for 
deoxyribonucleic  acid,  suggesting  that  the 
continued  necrotic  change  in  the  hepatoma 
contributed  an  unusual  amount  of  deoxy- 
ribonucleic acid  material  to  the  blood  stream 
for  eventual  filtering  by  the  kidneys.  There 
was  no  other  abnormality  of  the  kidney  it- 
self. 

Isabel  Boman,  M.A. : Bile  from  the  gall- 
bladder post  mortem  contained  innumerable 
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FIGURE  5.  Accumulations  of  deoxyribonucleic 
acid  material  (dark  areas)  within  renal  tubules 
(hematoxylin  and  eosin  stain,  X 220). 


eggs  of  Clonorchis  sinensis,  so  we  know  that 
the  patient  was  heavily  infested. 

Dr.  Flynn  : And  yet  at  post  mortem  the 
liver  presented  few  of  these  organisms. 

Dr.  Snapper:  This  contrast  may  be  due 
to  the  fact  that  the  Clonorchis  lives  in  the 
bile  ducts  and  not  in  the  liver  itself. 

Dr.  Flynn  : This  was  a most  remarkable 
liver  at  autopsy;  it  was  difficult  grossly  to 
recognize  the  very  little  remaining  normal 
tissue,  since  the  hepatoma  had  invaded  so 
massively.  I can  agree  that  liver  scanning 
needs  further  evaluation,  as  Dr.  Snapper 
suggested. 

Dr.  Snapper:  The  reason  why  so  many 

Cantonese  have  clonorchiasis  is  at  least 
partly  connected  with  the  natural  history  of 
this  parasite.  The  adult  flukes  lodge  in  the 
bile  ducts  of  the  human  being,  and  the  eggs 
are  eliminated  in  the  stool.  When  the  eggs 
are  deposited  in  fresh  water,  a miracidium 
develops  which  enters  the  body  of  a special 
snail  where  it  forms  a sporocyte.  Later, 
from  the  sporocyte  a number  of  cercariae 
erupt  which  invade  the  musculature  of  a 
fresh-water  fish.  Within  the  muscle  tissue 
the  cercariae  develop  to  metacercariae. 
When  the  human  being  eats  infected  fish 
which  has  not  been  too  well  cooked,  the 
metacercariae  reach  the  human  gastrointes- 
tinal tract  where  they  develop  to  larvae. 
The  larvae  invade  the  bile  ducts  where  they 
become  adult  specimens  of  the  Clonorchis. 
As  a result,  the  lining  epithelium  of  the 
ducts  is  irritated  and  becomes  irregular  and 
hyperplastic;  thus  we  can  understand  that 
occasionally  a bile  duct  carcinoma  may  be 
found. 

If  in  a patient  there  is  no  element  of 
biliary  obstruction,  then  a Clonorchis  cir- 
rhosis or  fibrosis  is  not  likely  to  be  present. 

This  is  not  a parasite  which  gives  rise  to 


ordinary  cirrhosis  nor  to  the  so-called  “pipe- 
stem”  cirrhosis  associated  with  schistosomi- 
asis. Clonorchiasis  causes  a biliary  cirrho- 
sis associated  with  blockage  of  the  bile  ducts. 

Why  was  the  Clonorchis  so  ubiquitous 
among  the  Chinese  who  came  from  Canton 
and  from  the  rest  of  Kwangtung  Province, 
whereas  this  parasite  is  a rarity  among  the 
Chinese  who  came  from  other  provinces  in 
China?5  The  only  place  in  the  Orient  where 
it  was  a crime  to  defecate  in  the  open  was 
in  Canton.  This  geographic  area,  in  the 
delta  of  the  Pearl  River,  is  very  well  suited 
for  the  culture  of  silk  worms.  The  silk 
worms  live  on  mulberry  trees  which  have  to 
be  planted  on  small  hills.  The  hills  are 
usually  created  by  digging  in  the  soil  of  the 
delta.  Water  seeps  in  and  the  hole  becomes 
a pond,  which  is  used  for  the  breeding  of 
fish.  The  cocoons  of  the  silkworms  serve  to 
feed  the  fish.  It  has,  however,  also  been 
found  that  the  fish  like  human  feces.  There- 
fore, over  every  fish  pond  in  Canton  there 
is  built  a little  house  with  a small  “throne” 
through  which  human  excreta  drop  into  the 
fish  pond.  When  a patient  deposits  a stool 
containing  the  eggs  of  Clonorchis,  snails 
and  fish  become  infested.  Later,  the  fish 
may  only  be  dipped  in  hot  “congee”  before 
being  eaten,  which  does  not  kill  the  meta- 
cercariae. Thus  the  cycle  of  parasitic  life 
is  perpetuated. 

Earlier,  I had  asked  Dr.  Flynn  about  the 
patient’s  size,  which  he  indicated  was  quite 
small.  If  the  patient  had  been  of  large 
frame,  I would  have  had  a problem.  About 
fifteen  hundred  years  ago,  a tribe  of  Mon- 
golians walked  3,000  miles  from  the  north 
of  China  to  the  south.  This  Mongolian 
tribe,  the  Hokkas,  consisted  of  big  indi- 
viduals, with  large  hands  and  feet,  who  even 
today  do  not  follow  the  customs  of  the  south- 
ern Chinese.  As  a rule  the  Hokkas  do  not 
eat  fish  and  therefore  have  no  clonorchiasis. 

Dr.  Karpas:  I concur  with  Dr.  Snapper 
that  the  coexistence  of  hepatoma  and  Clon- 
orchis sinensis  is  more  fortuitous  than 
etiologic.  One  would  expect  that  the  neo- 
plasm most  commonly  associated  with  Clon- 
orchis would  be  cholangiolitic  carcinoma. 

Mrs.  Boman  : I would  like  to  point  out 
that  Clonorchis  sinensis  can  persist  in  the 
biliary  tract  for  as  long  as  forty  to  fifty 
years  after  the  patient  has  emigrated  from 
his  native  country. 
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Dr.  Flynn  : And  yet  the  patient  can  ap- 
parently remain  healthy? 

Dr.  Snappkr:  During  my  years  in  China, 
most  of  the  patients  I saw  with  Clonorchis 
infestations  were  either  healthy  or  had  in- 
termittent slight  jaundice.  In  the  north  of 
China  I never  saw  a so-called  Clonorchis 
liver  such  as  one  reads  about  in  the  text- 
books. Fortunately  Clonorchis  infestation 
is  usually  a very  mild  disease.  Otherwise, 
all  Cantonese  people  would  be  sick. 

Dr.  Karpas:  Multiple  sections  of  the 

liver  did  reveal  Clonorchis  flukes.  Inci- 
dentally a study  in  this  hospital  revealed 
that  after  cholecystectomy  many  Chinese  re- 
mained symptomatic,  and  on  investigation 
the  reason  was  felt  to  be  the  persistence  of 
Clonorchis  ova  in  the  biliary  tree.8 

Hak  Jo  Kim,  M.D.:  If  you  find  an  am- 

bulatory patient  with  Clonorchis  in  the 
stool,  what  treatment  would  you  offer? 

Dr.  Snapper:  No  treatment  is  effective; 
antimony  and  chloroquine  are  equally  inef- 
fective. 

Harry  Y.  Fong,  M.D.:  We  of  the  south 

of  China  do  not  feel  that  we  must  necessar- 
ily be  infected  with  Clonorchis,  since  we  do 
not  all  necessarily  like  to  eat  fish.  Also, 
Clonorchis  affects  only  freshwater  fish,  not 
saltwater  fish.  There  are  two  popular 
Chinese  fish  dishes:  the  congee  and  another 


dish  wherein  raw  fish  is  marinated  in  vari- 
ous sauces.  These  dishes  are  prepared  in 
America  with  freshwater  fish,  but  in  this 
country  they  tend  to  transmit  fish  tape 
worm. 

Final  diagnoses 

1.  Hepatoma,  with  extensive  infiltration 
of  liver,  and  with  pulmonary  metastases 

2.  Clonorchis  sinensis  infestation 

3.  Bile  duct  proliferation,  probably  sec- 
ondary to  Clonorchis 
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Experimental  work  has  revealed  that 
marked  metabolic  changes  can  be  evoked  in 
different  species  by  altering  the  frequency 
of  food  intake.1'2  In  recent  years  several  at- 
tempts have  been  made  to  find  out  whether, 
and  to  what  extent,  meal  frequency  has  a 
bearing  in  man,  apart  from  the  limited 
sphere  of  dietetics  where  it  has  been  taken 
into  account,  for  example,  in  diets  of  pa- 
tients suffering  from  peptic  ulcer,  gastrec- 
tomy, or  diabetes.  Results  of  studies,  in 
which  epidemiological  methods  were  used, 
showed  that  a pattern  of  larger  but  infre- 
quent meals,  in  comparison  with  a more  fre- 
quent intake  of  smaller  meals,  tends  to  be 
associated  with  overweight  and  in  elderly 
age  groups  also  with  hypercholesteremia, 
impaired  glucose  tolerance,  and  ischemic 
heart  disease.3-5 

Hyperlipogenesis,  overweight,  obesity 

In  the  early  forties  Tepperman,  Brobeck, 
and  Long0  discovered  that  rats  trained  to  eat 
their  entire  daily  ration  within  an  hour  or 

* Permanent  address:  Physiology  Department,  Institute 

of  Human  Nutrition,  Prague,  Czechoslovakia. 


two  have  high  respiratory  quotient  values 
in  the  absorptive  phase,  indicating  increased 
fat  synthesis  from  carbohydrate  precursors. 
This  phenomenon,  designated  more  recently 
as  “adaptive  hyperlipogenesis”  has  been  re- 
peatedly confirmed  in  studies  of  greater  de- 
tail by  different  workers.7-8  Among  other 
investigations  it  has  been  shown  that  adap- 
tive hyperlipogenesis  is  associated  with  in- 
creased activities  of  enzyme  catalyzing  vari- 
ous steps  of  carbohydrate  and  fat  metabo- 
lism in  liver  and  adipose  tissue8  9 and  with 
an  enhanced  synthesis  of  adipose  tissue  pro- 
tein and  nucleic  acids.10  In  experiments  in 
which  isocaloric  amounts  of  food  were  fed 
twice  a day  by  means  of  gavage,  forced  feed- 
ing resulted  in  an  increase  of  total  body  fat 
in  comparison  with  control  rats  fed  ad 
libitum.11 

In  studies  on  human  beings  of  different 
population  groups  in  Czechoslovakia,  over- 
weight was  more  frequent  in  subgroups  with 
a pattern  of  3 meals  per  day  or  less  than  in 
groups  eating  5 or  more  meals.  The  average 
values  of  the  skinfold  thickness  were  in 
agreement  with  the  degree  or  frequency  of 
overweight.3'4  In  another  study,  226  chil- 
dren were  observed  in  three  boarding  schools 
where,  in  the  course  of  two  years,  the  daily 
ration  of  practically  equal  caloric  value  was 
divided  into  3,  5,  or  7 portions  respectively. 
It  was  found  that  by  the  end  of  the  first  and 
second  year,  the  proportionality  between  the 
body  weight  and  body  height  changed  sig- 
nificantly in  children  of  the  age  group  ten 
to  sixteen  in  the  school  with  3 meals  per 
day  compared  with  the  remaining  two 
schools.12-13 

Hypocaloric  diets  divided  into  8 to  10 
small  portions  have  been  used  in  the  therapy 
of  obese  patients.14'15  It  was  reported  that 
these  diets  were  subjectively  very  well  toler- 
ated by  the  patients  and  speeded  up  the  nor- 
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malization  of  increased  serum  cholesterol 
levels."  ,n 

Insulin  secretion,  glucose  tolerance 

Rats  trained  to  eat  their  daily  ration 
within  two  hours  display  a short-term  hy- 
perinsulinemia  in  the  absorptive  phase  with 
serum  insulin  concentration  markedly  ex- 
ceeding maximum  values  found  in  ad  lib- 
itum-fed  controls.18  In  man.  unlike  the  rat, 
infrecpient  feeding  was  found  to  be  associ- 
ated with  an  impaired  glucose  tolerance.1  7 
It  may  be  speculated  whether  infrequent 
loads  of  nutrients  followed  by  an  increased 
insulin  secretion  lead,  in  the  long  run,  to  a 
functional  exhaustion  of  the  beta  cells  or 
whether,  especially  in  short-term  studies,17 
the  decrease  of  glucose  tolerance  is  caused 
by  some  other  mechanism,  for  example  hu- 
moral factors  interfering  with  the  biologic 
effects  of  insulin.18 

Serum  cholesterol,  cardiovascular  lesions 

Cohn,  Pick,  and  Katz19  fed  chicks  a diet 
containing  4 to  5 per  cent  cholesterol  and 
observed  that  in  the  group  which  had  access 
to  food  for  two  hours  a day  only,  the  inci- 
dence of  atherosclerotic  lesions  was  several 
times  higher  than  in  animals  with  a free  ac- 
cess to  the  diet.  Similarly,  intermittent 
feeding  of  atherogenic  diets  produced  in 
rabbits20  and  monkeys21  a much  greater  rise 
in  serum  cholesterol  and  or  more  advanced 
vascular  changes  than  feeding  the  same  diet 
ad  libitum. 

An  increased  rate  of  cholesterol  synthesis 
in  liver  was  observed  in  intermittently  fed 
rats  and  chicks.22-23 

In  several  studies  of  human  beings,  in- 
creased serum  cholesterol  levels  were  found 
to  be  associated  with  an  infrequent  meal 
pattern.3-4'24  In  a more  recent  study  carried 
out  by  Fabry  et  al.,5  1,133  men  aged  sixty  to 
sixty-four,  inhabitants  of  an  urban  district 
of  Prague,  were  grouped  according  to  meal 
frequency.  Ischemic  heart  disease,  evalu- 
ated according  to  criteria  of  the  World 
Health  Organization,  was  significantly  com- 
moner among  those  who  took  3 meals  or  less 
(30.4  per  cent)  than  among  those  who  took 
5 meals  per  day  or  more  (19.9  per  cent). 
Men  consuming  3 to  4 meals  had  intermedi- 
ate prevalence  figures. 


Comments 

The  similarity  of  some  changes  associated 
with  infrequent  feeding  in  human  and  ani- 
mal studies  suggest  that  at  least  certain 
mechanisms  involved  in  the  metabolic  re- 
sponse to  the  food  intake  pattern  are  com- 
mon for  man  and  different  animal  species. 

When  evaluating  the  effects  and  biologic 
significance  of  changes  evoked  by  frequent 
versus  infrequent  feeding  in  man,  it  is  im- 
portant to  consider  different  factors  which 
can  modify  or  interfere  with  the  response  to 
the  food  intake  pattern.  It  has  been  shown 
that  an  important  part  is  played  by  the  com- 
position of  the  diet:  carbohydrates  are  es- 

sential for  the  development  of  hyperlipo- 
genesis,  and  the  latter  is  even  more  stimu- 
lated if  starch  is  replaced  by  sucrose.23 
Some  studies  indicate  that  the  response  to 
infrequent  feeding  can  be  age-dependent  in 
animals25  as  well  as  in  man.12  Some  inter- 
relationships, for  example  that  between  in- 
frequent food  intake  and  ischemic  heart  dis- 
ease, may  be  rather  indirect:  infrequent 

feeding  may  increase  the  tendency  toward 
overweight,  hypercholesteremia,  and  im- 
paired glucose  tolerance  which  are  known  as 
risk  factors  for  coronary  heart  disease.  In- 
terrelationships between  some  environmen- 
tal and  physiologic  factors  involved  in  pos- 
sible pathogenic  effects  of  infrequent  feed- 
ing have  been  recently  discussed  elsewhere.20 
So  far,  information  is  lacking  as  to  the  re- 
lationship between  metabolic  effects  of  food 
intake  patterns  in  man  and  such  important 
factors  as  physical  activity,  genetic  disposi- 
tion, and  psychologic  characteristics. 

Savage  Hall,  Cornell  University 
Ithaca,  New  York  14850  TDr.  Roe) 
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graphic  effect  was  observed  and  there  was  no 
angina  pectoris  as  a consequence. 

Of  these  patients  a sufficient  number  had 
evidence  of  potential  impaction,  positive  ben- 
zidene  tests,  and  prostatism  to  justify  the  pro- 
cedure. Results  indicated  that  gentle  digital 
examination  of  the  rectum  can  be  a useful  ad- 
junct in  planning  anticoagulant  therapy  as  well 
as  bladder  and  bowel  care  and  should  not  be 
omitted  or  deferred.  They  note,  however,  that 
earlier  studies  indicated  that  there  were  elec- 
trocardiographic changes  during  all  parts  of 
sigmoidoscopy  except  the  initial  digital  exami- 
nation. If  this  explanation  is  accepted,  then  the 
absence  of  electrocardiographic  changes  during 
the  digital  rectal  examination  may  be  related 
to  the  absence  of  direct  vagal  afferens  in  the 
anus  and  rectum,  whereas  electrocardio- 
graphic changes  during  sigmoidoscopy  may  be 
due  to  some  element  of  lumen  distention  or 
traction  stimulation  of  the  vagal  supply  to  the 
more  proximal  bowel  and  mesentery. 
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QUESTION  59.  The  top  electrocardiogram  was  taken  shortly  after  admission  of  a fifty-two-year-old 
physician  complaining  of  chest  pain  and  fever.  The  lower  tracing  was  taken  three  days  later.  What  is 
the  interpretation? 


Question  60.  This  electrocardiogram  was  taken  of  a fifty-six-year-old  hypertensive  female  in  congestive 
heart  failure  who  had  been  receiving  oral  diuretics.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  59.  In  the  top  tracing  there  is 
marked  S-T  elevation  in  leads  I,  II,  aVl, 
aVf,  and  V2  to  Vc.  The  T wave  is  positive. 
In  the  lower  tracing  the  S-T  segments  are 
isoelectric,  and  the  T wave  is  inverted  in 
leads  I,  II,  III,  aVf,  and  V:!  to  Vt;.  This  pa- 
tient had  acute  pericarditis.  The  serial 
changes  are  compatible  with  this  diagnosis, 
but  an  acute  myocardial  infarction  can  also 
produce  such  changes.  The  differential  di- 
agnosis must  be  made  on  clinical  grounds. 


Question  60.  There  is  sinus  rhythm. 
The  QRS  shows  high  voltage  as  demon- 
strated by  a tall  R of  16  mm.  in  aVl,  a tall  R 
in  lead  I,  and  deep  S in  lead  III  which  total 
31  mm.  The  QRS  is  prolonged  to  0.12  sec- 
ond. This  is  marked  left-axis  deviation 
(—30  degrees).  There  appears  to  be  notch- 
ing and  prolongation  of  the  T wave.  In- 
spection of  V4  and  V5  discloses  a normal  T 
wave  followed  by  a large  U wave  superim- 
posed on  the  terminal  part  of  the  T wave. 
Such  giant  U waves  are  frequently  seen  in 
patients  with  hypokalemia.  The  high  volt- 
age is  due  to  left  ventricular  hypertrophy. 
The  marked  left  axis  deviation  is  probably 
due  to  myocardial  disease. 


Mortality  rates 
in  United  States 


Mortality  in  the  United  States  was  slightly 
lower  in  1969  than  in  1968,  statisticians  of 
Metropolitan  Life  Insurance  Company  reported 
recently.  They  estimate  the  national  death 
rate  for  1969  to  be  about  9.5  per  1,000  popula- 
tion. This  marks  the  twenty-second  year  in 
succession  in  which  a death  rate  below  10  per 

1 .000  was  registered  in  this  country. 

The  mortality  rate  for  influenza  and  pneu- 
monia combined  is  estimated  to  be  about  40  per 

100.000  population  in  1969  or  about  10  per  cent 
higher  than  in  1968.  This  increase  was  caused 
by  the  widespread  outbreaks  that  reached  a 
high  level  in  December  of  1968  and  continued 
into  early  1969.  These  outbreaks  also  raised 
death  rates  among  persons  with  long-standing 


chronic  cardiovascular  and  respiratory  disease, 
particularly  at  the  older  ages. 

The  1969  death  rate  from  diseases  of  the 
heart,  which  currently  account  for  nearly  two 
fifths  of  all  deaths  in  this  country,  was  frac- 
tionally below  that  a year  ago.  Cancer  which 
ranks  second  only  to  heart  disease  as  a cause 
of  death  was  slightly  higher  in  1969  than  the 
year  before,  continuing  on  a gradual  uptrend. 
The  death  rate  from  diabetes  declined  slightly 
about  2 per  cent,  but  cirrhosis  of  the  liver  con- 
tinued to  rise  showing  an  increase  of  about  4 
per  cent. 

Provisional  data  indicate  that  the  number  of 
motor  vehicle  accident  fatalities  in  1969  was 
about  3 per  cent  above  that  in  1968.  The  death 
toll  from  all  types  of  accidents  combined  is 
likely  to  be  slightly  greater  than  in  1968. 

Infant  mortality,  which  had  reached  a new 
record  low  of  22  per  1,000  live  births  in  1968, 
was  slightly  lower  in  1969  and  may  set  a new 
record  low. 
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Obstruction  of  the  duodenum  by  an  ab- 
dominal aortic  aneurysm  is  an  unusual  com- 
plication of  aneurysms.  Sondheimer  and 
Steinberg1  reviewed  the  literature  in  1964 
and  found  only  8 cases  of  duodenal  obstruc- 
tion attributable  to  an  aortic  aneurysm  with 
no  additional  cases  having  been  reported  to 
the  present  time.  However,  with  the  in- 
creasing life  expectancy  and  age  of  the  pop- 
ulation, the  incidence  of  this  complication  of 
abdominal  aneurysms  may  be  expected  to  in- 
crease. Aneurysms  should  be  considered  in 
the  differential  diagnosis  of  causes  of  high 
intestinal  obstruction  in  elderly  patients. 

Review  of  literature 

Osier  in  19052  reported  the  first  case  of 
duodenal  obstruction  by  an  abdominal  aortic 
aneurysm.  His  patient  had  an  enormously 
dilated  stomach  due  to  pressure  of  an  aneu- 
rysm on  the  duodenum.  In  1907,  Spisharny3 
described  a second  case  of  a patient  with  ab- 
dominal pain,  nausea,  and  vomiting  who  had 
an  aneurysm  at  the  level  of  the  celiac  artery 
obstructing  the  duodenum  at  the  ligament  of 
Treitz.  Washburn  and  Wilbur  in  19364  re- 
ported a case  of  a sixty-seven-year-old 
woman  who  complained  of  epigastric  dis- 
tress and  vomiting  occurring  two  to  three 


hours  after  eating.  On  physical  examina- 
tion a firm,  pulsating  mass  was  felt  in  the 
epigastrium  and  a bruit  heard  on  ausculta- 
tion. Roentgenologic  studies  revealed  stasis 
and  dilatation  of  the  second  portion  of  the 
duodenum  caused  by  extrinsic  pressure  from 
an  aortic  aneurysm.  At  surgery  an  aneu- 
rysm measuring  7.5  cm.  in  diameter  was 
found,  confirming  the  preoperative  diagno- 
sis. In  1950  Dunning  and  Jones5  reported 
a case  of  a seventy-six-year-old  male  who 
complained  of  persistent  nausea,  vomiting, 
and  a weight  loss  of  50  pounds  in  three 
months.  There  were  no  abdominal  masses 
or  bruits.  X-ray  films  demonstrated  dilata- 
tion of  the  second  and  third  portions  of  the 
duodenum  and  a narrowed  segment  of  the 
third  portion  through  which  barium  passed 
slowly.  There  was  no  calcification  or  bone 
erosion  suggesting  the  presence  of  an  aneu- 
rysm. At  surgery  the  jejunum  distal  to  the 
ligament  of  Treitz  was  collapsed,  and  a fusi- 
form aneurysm  of  the  abdominal  aorta  was 
found,  measuring  5 by  7 cm.  and  compress- 
ing the  retroperitoneal  portion  of  the  duo- 
denum. 

Javid  et  al.  in  19556  reported  2 cases  of 
compression  of  the  third  portion  of  the  duo- 
denum by  a ruptured  aneurysm  and  hema- 
toma. In  1959  Margoles  and  Olsen7  pre- 
sented a case  of  a seventy-six-year-old  man 
complaining  of  nausea  and  vomiting.  A 
pulsatile  abdominal  mass  was  felt  in  the 
umbilical  region  and  a bruit  noted  over  the 
mass.  The  abdominal  flat  x-ray  film  re- 
vealed a distended  loop  of  small  bowel  in  the 
right  hemiabdomen.  At  operation  and  later 
postmortem  examination  the  transverse  por- 
tion of  the  duodenum  was  found  to  be  flat- 
tened by  an  aneurysm  of  the  abdominal 
aorta  measuring  9 cm.  in  diameter.  In 
1959,  Desiderio,  Kownacki,  and  Wilson8  re- 
ported a case  of  duodenal  obstruction  sec- 
ondary to  an  abdominal  aortic  aneurysm 
producing  hypokalemia,  hypochloremic  al- 
kalosis, and  azotemia.  The  patient  com- 
plained of  nausea,  vomiting,  and  episodic 
abdominal  pain  radiating  to  the  back.  An 


March  1,  1970  / New  York  State  Journal  of  Medicine  673 


FIGURE  1.  Scout  film  of  abdomen  revealed 
extensive  curvilinear  calcifications  (arrow)  of 
large  abdominal  aortic  aneurysm  extending  from 
level  of  second  to  fifth  lumbar  vertebrae  not  as- 
sociated with  bone  erosion. 


upper  gastrointestinal  series  showed  an 
aortic  aneurysm  placing  extrinsic  pressure 
on  the  transverse  duodenum  close  to  the  lig- 
ament of  Treitz.  This  produced  dilatation 
of  the  first  and  second  portions  of  the  duo- 
denum and  prevented  the  free  flow  of  bar- 
ium. At  operation  the  patient  was  found  to 
have  an  aortic  aneurysm  at  the  level  of  the 
renal  arteries  compressing  the  duodenum. 


Case  report 

The  patient,  a seventy-three-year-old 
white  male,  was  admitted  to  the  hospital 
complaining  of  episodic  abdominal  pain  and 
repeated  bouts  of  emesis  of  several  weeks’ 
duration.  He  denied  having  hematemesis, 
melena,  constipation,  or  diarrhea. 

Pertinent  past  history  included  the  dis- 
covery of  an  abdominal  aortic  aneurysm 
two  and  a half  years  previously  while  he  was 
in  the  hospital  for  treatment  of  a left  cere- 
brovascular accident.  He  had  been  diabetic 
for  seven  years,  but  it  was  controlled  with 
insulin  and  a diet. 

Physical  examination  revealed  an  elderly 
male  with  normal  vital  signs.  The  chest  was 
emphysematous.  A large  left  12  by  9 cm. 
abdominal  pulsating  mass  was  palpated.  No 
other  abnormality  of  the  abdomen  was  pres- 
ent. Femoral  pulses  were  normal.  All  lab- 
oratory examinations  were  within  normal 
limits.  Immediate  treatment  with  intermit- 
tent nasogastric  suction  and  intravenous 
fluids  was  instituted. 

On  the  day  following  admission,  an  upper 
gastrointestinal  series  was  performed.  Pre- 
liminary scout  film  of  the  abdomen  (Fig.  1) 
revealed  a large  calcified,  saccular  aneurysm 
with  a maximum  diameter  of  9.5  cm.  ex- 
tending from  the  level  of  the  second  to  the 
fifth  lumbar  vertebrae.  Barium  studies  of 


FIGURE  2.  (A)  Posterior  and  (B)  lateral  views  respectively  from  gastrointestinal  series  showing 

marked  narrowing,  elevation,  and  forward  displacement  of  third  and  fourth  portions  of  duodenum 
by  saccular  aneurysm  (single  arrow).  Bezoar  can  be  seen  in  proximal  dilated  duodenum  (double 
arrow). 
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FIGURE  3.  Delayed  four-hour  film  from  gastro- 
intestinal series  showing  deformity  of  transverse 
duodenum  with  stomach  draped  over  aneurysm. 
Arrow  indicates  bezoar.  Note  marked  delay  in 
gastric  emptying. 

the  stomach  and  duodenum  (Fig.  2)  re- 
vealed almost  complete  obstruction  of  the 
transverse  duodenum  with  dilatation  of  the 
proximal  duodenum.  The  third  and  fourth 
portions  of  the  duodenum  were  markedly 
compressed,  elevated,  and  displaced  anteri- 
orly by  the  saccular  abdominal  aortic  aneu- 
rysm. In  addition,  an  irregular,  mobile  in- 
traluminal filling  defect  was  identified  in  the 
second  and  third  portions  of  the  duodenum 
which  was  considered  to  be  a bezoar.  At 
the  end  of  four  hours  there  was  evidence  of 
marked  delay  in  gastric  and  duodenal  empty- 
ing with  the  suspected  bezoar  clearly  iden- 
tified in  the  descending  and  transverse  duo- 
denum (Fig.  3).  Only  a small  amount  of 
barium  had  passed  into  the  small  bowel. 
The  deformity  of  the  transverse  duodenum 
persisted  and  the  stomach  was  draped  over 
the  large  saccular  aneurysm.  The  radio- 
graphic  impression  was  incomplete  obstruc- 
tion of  the  duodenum  by  a large  saccular 
aortic  aneurysm. 

On  the  fourth  hospital  day,  before  proper 
surgical  treatment  could  be  instituted,  the 
patient  suddenly  expired.  The  immediate 
cause  of  death  was  acute  pulmonary  vascular 
congestion  secondary  to  coronary  heart  dis- 
ease. Postmortem  examination  revealed  a 
saccular  type  arteriosclerotic  aneurysm 
measuring  12.5  by  9 by  4.5  cm.  starting  im- 
mediately below  the  renal  arteries  and  ex- 


TABLF.  I.  Symptoms  and  signs  of  duodenal 
obstruction  from  aneurysm,  9 reported  cases 


Symptoms 

Num- 
ber of 
Cases 

Nausea  and  vomiting 

8 

Abdominal  pain 

7 

Weight  loss 

5 

Abdominal  mass 

8 

Abdominal  pulsation 

6 

Bruit 

3 

Displacement  of  duodenum 

7 

tending  to  the  aortic  bifurcation.  The  an- 
eurysm was  filled  with  necrotic,  grayish-yel- 
low thrombus.  The  third  and  fourth  por- 
tions of  the  duodenum  were  markedly  com- 
pressed between  the  mesentery  and  the  an- 
terolateral aspect  of  the  aneurysm  to  which 
it  was  adherent.  Within  the  lumen  of  the 
third  portion  of  the  duodenum  was  a green- 
ish, yellow  foreign  body  measuring  9 by  2 
by  1 cm.  and  containing  fibers.  This  repre- 
sented a phytobezoar. 

Comment 

In  the  literature  there  is  no  unanimity  of 
opinion  as  to  the  incidence  of  gastrointesti- 
nal symptoms  in  patients  with  abdominal 
aortic  aneurysms.  Sondheimer  and  Stein- 
berg1 in  their  series  of  100  patients  re- 
ported that  55  per  cent  experienced  intesti- 
nal symptoms. 

The  duodenum  is  the  most  common  site 
for  rupture  of  an  aortic  aneurysm  into  the 
intestinal  tract.9  However,  duodenal  ob- 
struction by  an  aneurysm  is  rare  but  should 
be  considered  when  obstruction  of  the  trans- 
verse duodenum  is  accompanied  by  a pulsat- 
ing mass.  The  obstruction  is  caused  by 
compression  of  the  transverse  duodenum  be- 
tween the  large  aneurysm  and  the  superior 
mesenteric  artery. 

Table  I lists  the  incidence  of  symptoms 
and  signs  found  in  the  8 previously  reported 
cases  as  well  as  our  own  case.  The  obstruc- 
tion may  present  an  acute  fulminating 
course  or  a chronic  intermittent  one.  Our 
case  appeared  as  intermittent  obstruction 
but  was  further  complicated  by  a phytobe- 
zoar in  the  duodenum.  Phytobezoars  are 
also  unusual  in  man  and  up  to  1963,  fewer 
than  500  cases  had  been  reported.10  Com- 
pression of  the  third  and  fourth  portions  of 
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the  duodenum  by  the  large  aneurysm  with 
chronic  intermittent  obstruction  was  prob- 
ably responsible  for  the  formation  of  the 
phytobezoar. 

Summary 

A review  of  the  literature  revealed  only  8 
previously  reported  cases  of  duodenal  ob- 
struction by  aneurysms.  We  have  reported 
a ninth  case  which  was  associated  with  the 
development  of  a phytobezoar.  The  differ- 
ential diagonsis  of  high  small-bowel  ob- 
struction should  include  aortic  aneurysms. 
Routine  abdominal  radiographs  are  neces- 
sary in  patients  with  gastrointestinal  com- 
plaints. An  upper  gastrointestinal  series  is 
a very  useful  examination  in  establishing 
the  diagnosis  and  evaluating  the  complica- 
tions of  abdominal  aoi'tic  aneurysms  with 
the  possible  added  assistance  of  aortography. 


Plasma  cholesterol-lowering 
diet:  effect  in  myocardial 
infarction  survivors 

In  a five-year  study  a group  of  male  survi- 
vors of  myocardial  infarction  were  put  on  a 
cholesterol-lowering  diet,  the  effects  of  which 
were  compared  with  a similar  group  continued 
on  a conventional  diet  (Paul  Leren,  M.D.,  Min- 
nesota Medicine  52  ■.  1231  (Aug.)  1969).  There 
were  206  men  in  each  group,  allocated  at  ran- 
dom to  the  experimental  diet  group  and  to  the 
control  group  one  to  two  years  after  their  in- 
farction. The  experimental  diet  was  low  in 
animal  fat  and  dietary  cholesterol  and  rich  in 
vegetable  oil. 

Of  the  fatal  reinfarctions  and  sudden  deaths, 
there  were  37  in  the  diet  group  and  50  in  the 
control  group.  There  were  24  nonfatal  rein- 
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farctions  in  the  diet  grouji  and  50  in  the  con- 
trol group.  Of  the  major  coronary  heart  dis- 
ease relapses  there  were  61  in  the  diet  group 
and  81  in  the  control  group  and  of  all  cardio- 
vascular deaths  there  were  38  among  the  dieters 
and  52  among  the  controls.  While  the  choles- 
terol-lowering diet  reduced  the  incidence  of 
total  coronary  heart  disease  relapses,  there  was 
a distinct  difference  of  effect  in  patients  over 
sixty  and  those  under  sixty.  While  the  effect 
of  the  plasma-lowering  diet  was  highly  signif- 
icant in  the  younger  age  group,  it  was  not  sig- 
nificant in  the  older.  Sudden-death  rates  were 
identical  in  the  diet  and  control  groups.  Hence, 
the  significance  of  the  diet  applies  to  myocar- 
dial reinfarction  and  new  cases  of  angina  pec- 
toris but  not  to  sudden  death.  The  most  strik- 
ing effect  of  the  diet  was  in  those  who  had  re- 
covered from  their  previous  infarction  with  no 
obvious  residuals  of  their  heart  disease  and, 
therefore,  thought  to  be  most  comparable  to  the 
general  population. 
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M ULTIPLE  SCLEROSIS  is  a well-known 
chronic  disease  characterized  clinically  by 
a variety  of  symptoms  and  signs  which  have 
a tendency  toward  remission  and  exacerba- 
tion. Recently  we  had  the  opportunity  to 
view  a new  and  perplexing  manifestation  of 
multiple  sclerosis  which  has  heretofore  not 
been  reported.  Our  3 cases  demonstrated 
an  inordinate  degree  of  spasticity  affecting 
the  flexor  muscles  of  the  forearm  and  wrist 
preventing  relaxation  of  the  hand  grip.  The 
hands  assumed  the  myotonic  posture  charac- 
teristically seen  in  dystrophia  myotonica. 
Electromyographic  (EMG)  studies  of  var- 
ious hand  muscles  showed  normal  results. 
The  clinical  similarity  between  myotonia 
and  this  unusual  degree  of  spasticity  is 
noted  and  demonstrates,  again,  another  of 
the  various  manifestations  of  multiple 
sclerosis. 

Case  reports 

Case  1.  A forty-two-year-old  white 

‘Present  address:  Yale  New  Haven  Medical  Center, 

333  Cedar  Street,  New  Haven,  Connecticut. 


woman,  at  age  twenty-one,  suffered  a sud- 
den loss  of  vision  in  the  right  eye  and  within 
one  month’s  time  developed  difficulty  in 
walking.  These  symptoms  fluctuated  as  to 
their  intensity  but  did  not  disappear.  They 
were  not  incapacitating  and  she  continued 
to  work  until  1960,  age  thirty-five.  At 
that  time  she  had  a marked  limp  in  the 
right  leg.  This  progressed  until  at  the  pres- 
ent time  she  is  unable  to  walk.  She  also 
noted  an  inability  to  release  objects  that  had 
been  firmly  grasped.  Family  and  past  his- 
tory were  not  remarkable  except  for  child- 
hood meningitis. 

On  examination,  the  pertinent  findings 
were  early  optic  atrophy  with  narrowed 
peripheral  fields.  Nystagmus  was  noted  on 
left  lateral  gaze.  Sensory  examination  was 
normal  except  for  impairment  of  vibration 
over  the  legs.  Weakness  was  most  pro- 
nounced over  the  entire  left  side  of  the  body. 
The  grip  was  fair,  but  she  was  unable  to 
release  the  left  grip  quickly.  This  gave  the 
impression  of  a myotonic  hand.  The  re- 
laxation time  was  noted  to  be  greater  than 
ten  seconds.  It  was  found  that  the  flexor 
muscles  of  the  wrist  and  fingers  were 
strong,  whereas  the  extensor  muscles  of  the 
wrist  and  fingers  were  weak  on  the  left  side. 
Cerebellar  testing  revealed  dysmetria  and 
an  intention  tremor.  Abdominal  reflexes 
were  absent,  and  the  deep  reflexes  were  sym- 
metrically active.  Pes  cavus  and  bilateral 
Babinski  reflex  were  noted.  No  speech  im- 
pairment was  evident.  Percussion  myotonia 
could  not  be  elicited. 

Movies  were  taken  of  this  myotonic-like 
hand.  Electroencephalogram  and  EMG 
studies  were  normal.  The  spinal  fluid  pro- 
tein was  elevated  and  had  a paretic  gold 
curve.  Quinine  therapy  was  initiated  but 
had  to  be  stopped  one  week  later  because  of 
severe  gastrointestinal  symptoms.  How- 
ever, the  patient  noticed  that  her  strength 
was  increased,  and  on  retesting,  did  not 
demonstrate  any  delayed  relaxation  in  the 
hands.  Diphenylhydantoin  was  started  and 
has  been  maintained  until  the  present. 

Case  2.  A forty-year-old  white  man  was 
healthy  until  1950,  at  the  age  of  twenty- 
three,  when  he  noticed  the  development  of  a 
limp  in  his  right  leg.  Associated  with  this 
limp  were  the  sensations  of  numbness,  weak- 
ness, and  stiffness  which  slowly  progressed 
to  involve  the  left  leg.  By  1955  he  was  un- 
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FIGURE  1.  Case  2.  Myotonic-like  hand  after 
grip  was  released. 


able  to  walk.  In  1956  he  noticed  some  stiff- 
ness and  weakness  in  the  right  upper  ex- 
tremity, and  by  1959  the  left  side  had  be- 
come similarly  involved.  At  no  time  did  he 
experience  any  visual,  urinary,  or  speech 
changes.  He  was  unable  to  dress  himself  or 
move  his  legs. 

The  physical  examination  revealed  nor- 
mal cranial  nerve  function.  There  was  a 
patchy  loss  of  vibration  over  the  legs,  and 
position  was  impaired  only  in  the  lower  ex- 
tremity. Other  sensory  modalities  were 
intact.  Motor  function  revealed  an  inabil- 
ity to  move  the  legs.  Whereas  the  muscles 
of  the  shoulder  girdle  were  strong  bilater- 
ally, the  extensor  and  flexor  muscles  of  the 
wrist  and  fingers  were  moderately  weak. 
The  grasp  was  weak  bilaterally  and  could 
not  be  relaxed.  The  grip  assumed  the  ap- 
pearance of  a myotonic  hand  (Fig.  1).  Re- 
laxation time  was  noted  to  be  greater  than 
sixty  seconds.  Muscle  tone  was  generally 
increased  but  there  were  no  signs  of  fas- 
ciculations  or  atrophy.  Cerebellar  testing 
revealed  dysdiadochokinesis,  past  pointing, 
and  a terminal  intention  tremor.  The  ab- 
dominal reflexes  were  absent,  and  the  deep 
reflexes  were  symmetrically  brisk.  Clonus 
was  present  at  the  ankle  and  knee  and  bi- 
lateral Babinski  responses  were  elicited. 
Percussion  myotonia  could  not  be  elicited. 

He  refused  a lumbar  tap,  but  previous 
spinal  fluid  examinations  had  revealed  an 
elevated  protein  with  a paretic  gold  curve. 
Laboratory  studies  including  electromyogra- 
phy gave  normal  results.  Blood,  electrolyte, 
and  enzyme  studies  showed  normal  findings. 
Quinine  was  begun  but  had  to  be  stopped  a 


few  days  later  because  of  gastrointestinal 
upset.  Diphenylhydantoin  was  then  intro- 
duced, and  within  one  week’s  time  he  noted 
a subjective  increase  in  strength  and  a 
greater  ability  to  move  the  extremities. 
The  relaxation  time  improved  slightly.  He 
has  made  some  slight  improvement  while  on 
this  medication. 

Case  3.  A twenty-six-year-old  white 
woman  was  healthy  until  one  year  ago  when 
she  developed  a dragging  sensation  in  the 
right  leg.  This  was  followed  by  numbness 
and  tingling  sensations  in  the  right  lower 
extremity.  Within  a short  period  of  time, 
the  left  leg  was  similarly  involved.  At  this 
time  she  was  admitted  to  the  hospital  and 
told  that  she  had  multiple  sclerosis.  After 
discharge  the  symptoms  improved  only  to  be 
exacerbated  six  months  later  after  an  emo- 
tional upset.  At  that  time  she  described  a 
slurring  of  speech,  difficulty  with  walking, 
and  an  inability  to  release  objects  that  had 
been  firmly  grasped. 

Pertinent  findings  at  the  time  of  physical 
examination  were  spastic  gait  and  dysar- 
thria. Cranial  nerve  functions  were  normal 
except  for  nystagmus  on  the  right  lateral 
gaze.  Sensory  function  was  intact.  Muscle 
strength  was  generally  good  except  for 
weakness  of  the  extensor  muscles  of  the 
wrist  and  fingers.  She  demonstrated  de- 
layed relaxation  of  the  hand  muscles  after  a 
firm  grasp,  and  the  time  was  noted  to  be 
twenty  seconds.  The  deep  reflexes  were 
symmetrically  brisk,  and  the  abdominal  re- 
flexes were  absent.  Bilateral  Babinski  re- 
flex was  noted.  Percussion  myotonia  could 
not  be  elicited. 

Laboratory  studies  including  electromy- 
ography were  normal.  Quinine  was  started, 
and  after  a few  weeks  she  noted  slight  im- 
provement in  strength.  Re-examination  at 
that  time  did  not  demonstrate  any  delayed, 
relaxation  in  the  hands. 

Comment 

Multiple  sclerosis  is  characterized  path- 
ologically by  the  presence  of  plaques  of 
demyelination  scattered  throughout  the  cen- 
tral nervous  system;  therefore  it  is  not  sur- 
prising that  its  clinical  manifestations  are 
extremely  variable  depending  on  the  size, 
number,  and  distribution  of  these  plaques. 
As  regards  muscular  symptoms,  they  are 
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considered  very  rare  and  were  noted  by 
Carter,  Sciarra,  and  Merritt1  to  be  present 
in  7 per  cent  of  their  series.  Weakness, 
stiffness,  or  a feeling  of  deadness  were  the 
major  complaints  and  were  usually  referred 
to  the  lower  extremity.  In  none  of  the  cases 
was  there  any  mention  of  failure  of  relaxa- 
tion of  the  hand  grasp. 

Plaques  of  demyelination  involving  the 
lateral  corticospinal  tracts  lead  to  the  well- 
known  signs  of  upper  motor  neuron  involve- 
ment. Varying  degrees  of  spasticity  occur 
as  evidence  of  this  involvement,  but  in  our 
3 cases  it  was  of  such  an  extreme  nature 
that  an  erroneous  diagnosis  of  myotonia 
dystrophica  might  be  considered.  The 
marked  weakness  of  the  extensor  muscles  of 
the  hands  and  wrists  prevented  any  possible 
antagonistic  muscle  action,  and  the  hands 
naturally  assumed  the  stronger  flexed  posi- 
tion. EMG  studies  were  consistently  nega- 
tive and  the  assumption  of  this  mvotonic- 
like  posture  represented  only  the  mechanical 
effects  from  an  unusual  amount  of  spastic- 
ity. However,  the  similarity  between  this 
myotonic-like  hand  and  that  actually  seen 
in  dystrophia  mvotonica  was  so  striking 
that  a comment  is  warranted. 

In  a recent  symposium  on  skeletal  muscle 
disorders  the  various  clinical  conditions 
arising  from  altered  muscle  membranes 
were  discussed.2  Myotonia,  being  the  clas- 
sical condition  arising  from  such  an  altered 
physiology,  displays  both  electrical  myo- 
tonia, as  tested  by  EMG  studies,  as  well  as 
clinical  myotonia.  Pseudomyotonia  was 
then  described  as  a disorder  displaying  elec- 
trical myotonia  but  rarely  manifesting  clin- 
ical myotonia.  Polymyositis,  hypothyroid- 
ism. and  chronic  denervation  all  can  cause 
this  condition.  Since  our  findings  of  a clin- 
ical myotonic-like  state  with  negative  EMG 
study  results  are  just  the  opposite  to  the 
above,  wye  wonder  if  this  is  a related  phe- 
nomenon. We  are  unable  to  call  this  a 
true  form  of  myotonia  since  we  have  no 
real  evidence  for  this.  However,  since  myo- 
tonia is  due  to  an  altered  ion  concentration 
across  the  muscle  membrane,  we  empiri- 
cally considered  using  drugs  known  for  their 
properties  as  membrane  stabilizers.3  Qui- 
nine and  diphenylhvdantoin  were  the  two 
drugs  used  in  our  study  because  of  their 


relative  safety.  Other  membrane  stabilizers 
are  procainamide4  and  steroids,5  but  these 
were  not  utilized  because  of  their  many  side- 
effects.  We  found  that  quinine  was  an  ef- 
fective drug,  but  its  major  drawback  was 
severe  gastrointestinal  irritation.  Di- 
phenylhydantoin  was  equally  effective  but 
without  significant  side-effects. 

Attempts  to  quantitate  the  degree  of  myo- 
tonia are  fraught  with  difficulty.  Some  au- 
thors use  the  ergographic  technic  which  is 
somewhat  crude  and  inaccurate.6  Leyburn 
and  Walton7  concluded  that  timing  the  re- 
laxation phase  with  a stop  watch  was  an 
equally  effective  measure.  We  agreed  with 
their  observation  and  also  included  the  sub- 
jective feeling  of  the  patient.  After  treat- 
ment was  begun,  retesting  demonstrated  an 
increase  in  their  ability  to  utilize  their 
hands  more  effectively.  Also,  the  relaxation 
time  approached  normal  limits.  EMG  stud- 
ies were  consistently  normal.  The  signifi- 
cance of  this  response  to  medication  is  not 
known  but  deserves  further  investigation. 

Summary 

We  have  described  the  phenomenon  of  a 
myotonic-like  syndrome  in  3 cases  of  multi- 
ple sclerosis.  An  inordinate  degree  of  spas- 
ticity was  present,  preventing  hand  relaxa- 
tion and  the  assuming  of  a myotonic  pos- 
ture. Quinine  and  diphenylhydantoin  were 
used  successfully  to  treat  this  symptom. 
The  significance  of  this  phenomenon  is  un- 
known but  demonstrates  again  another  of 
the  various  manifestations  of  multiple 
sclerosis. 
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P RIMARY  BENIGN  VAGINAL  NEOPLASMS  are 
rare  and  are  usually  mesenchymal  in  origin. 
The  following  is  a case  of  an  unusual  tumor 
in  which  epithelial  structures  were  also  en- 
countered. 

Case  report 

A thirty-seven-year-old  white  female, 
para  I,  had  a vaginal  growth  of  unknown 
duration.  It  was  located  1 cm.  above  the 
mucocutaneous  junction  in  the  posterior 
vaginal  wall  and  was  2.5  cm.  in  diameter. 
It  bulged  above  the  surface  and  was  covered 
by  intact  vaginal  mucosa.  Her  family  phy- 
sician excised  the  lesion  in  May,  1964.  A 
diagnosis  of  possible  cancer  was  made  at 
that  time.  The  patient  was  subsequently 
referred  to  a gynecologist,  who  excised  the 
biopsy  site  and  performed  a uterine  curet- 
tage and  cervical  punch  biopsies  at  New 
York  Polyclinic  Hospital. 

Examination  of  the  original  material 
showed  the  tumor  to  be  well  circumscribed 
but  not  encapsulated.  Its  surface  was  cov- 


FIGURE  1.  (A)  Small  adenoid  and  cystic  struc- 

tures surrounded  by  spindle-shaped  cells.  (B) 
Inspissated  pearl-like  material  within  cystic 
structures  (X  390). 


ered  by  intact  vaginal  mucosa.  The  bulk 
of  the  tumor  was  composed  of  spindle- 
shaped  cells  with  elongated  small  nuclei. 
In  several  areas  there  were  formations  of 
small  acinar  structures  containing  pink- 
staining,  laminated,  noncellular  secretion 
(Fig.  1A).  In  still  other  areas  there  were 
small  foci  of  glandular  pattern,  resembling 
an  adenocystic  pattern  in  which  small  cys- 
tic formations  lined  by  cuboidal  epithelium 
were  seen.  Some  of  these  also  contained 
pink-staining,  inspissated  secretion  (Fig. 
IB).  The  secretion  gave  a strongly  posi- 
tive reaction  to  periodic  acid-Schiff  (PAS), 
and  mucicarmine  stains  were  faintly  posi- 
tive for  mucin.  The  endometrial  tissue  was 
in  the  proliferative  phase. 

Sections  of  the  cervical  punch  biopsies 
revealed  dysplasia  of  squamous  epithelium, 
mainly  of  the  basal  layer,  with  preserved 
stratification.  However,  in  several  focal 
areas  the  epithelium  showed  atypical 
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changes,  characterized  by  increase  in  cellu- 
larity,  loss  of  nuclear  polarity,  individual 
cell  keratinization,  and  frequent  mitoses. 
Several  adjacent  endocervical  glands  were 
involved  by  similar  changes.  No  evidence 
of  stromal  invasion  was  found.  The  lesion 
was  a squamous-cell  carcinoma  in  situ  of 
the  cervix  and  in  no  way  resembled  the 
vaginal  tumor.  The  patient  subsequently 
underwent  a total  hysterectomy  and  right 
salpingo-oophorectomy. 

She  has  been  examined  repeatedly  since 
the  time  of  excision  of  the  vaginal  growth 
(1964)  and  remains  well  without  evidence 
of  recurrence  of  the  vaginal  lesion. 

Comment 

A similar  histologically  identical  tumor 
was  presented  at  the  eighteenth  seminar  of 
the  American  Society  of  Clinical  Patholo- 
gists in  1952. 1 The  patient  was  a thirty- 
three-year-old,  multipara,  with  a peduncu- 
lated mass  arising  from  the  posterior  wall 
of  the  lower  portion  of  the  vagina.  No 
other  similar  tumor,  except  the  present  case 
and  that  presented  to  the  seminar,  has  been 
found  by  us  in  the  literature. 

Primary  benign  vaginal  tumors  arising 
beneath  the  mucosa  are  uncommon  and  are 
secondary  tumors.  Benign  tumors  in  this 
location,  although  rare,  are  generally  of 
connective  tissue  or  muscular  origin  (fi- 
broma, leiomyoma,  and  granular  cell  myo- 


blastoma). Very  rarely  are  tumors  of  neu- 
ral origin  (neurofibroma  and  neuroepithe- 
lioma) encountered.2 

The  vaginal  tumor  of  our  patient  and  of 
that  presented  to  the  seminar  were  located 
in  the  posterior  wall  of  the  lower  segment 
of  the  vagina.  Both  patients  were  rela- 
tively young,  thirty-seven  and  thirty-three 
years  old,  respectively.  These  tumors  prob- 
ably originated  from  the  small  paraves- 
tibular  mucus-secreting  glands.  Since  they 
are  composed  of  mixed  tissue  elements, 
mesenchymal  and  epithelial,  they  may  be 
considered  analogous  to  the  mixed  tumors  of 
salivary  gland  origin.  The  epithelial  cells 
in  the  present  case  were  capable  of  produc- 
ing mucus.  The  occurrence  of  carcinoma 
in  situ  of  the  cervix  with  the  vaginal  tumor 
is  considered  coincidental. 

Summary 

A rare  case  of  a benign  vaginal  mixed 
tumor  arising  from  the  paravestibular  mu- 
cus-secreting glands,  coincidental  with  car- 
cinoma in  situ  of  the  cervix,  is  described. 
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Sodium  Dehydrocholate 
Hypersensitivity  in  Man 
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Sodium  dehydrocholate,  a bile  salt,  has 
been  used  to  determine  circulation  time  since 
its  introduction  in  1931. 1 A variety  of  toxic 
reactions  ranging  from  urticaria  to  anaphy- 
laxis have  been  reported.  A review  of  the 
literature  reveals  22  previously  reported 
cases.2-10  There  is  a surprising  paucity  of 
information  concerning  the  mechanism  of 
these  reactions.  A summary  of  these  re- 
ports is  presented,  and  5 new  cases  are  added 
to  the  literature.  In  4 cases  skin  tests  were 
performed.  An  analysis  of  possible  mecha- 
nism of  the  reaction  indicates  that  at  least 
some  of  the  more  serious  reactions  previ- 
ously attributed  to  anaphylaxis  may  be  due 
in  part  to  the  toxic  properties  of  the  drug. 

Case  reports 

Case  1.  A forty-nine-year-old  white  male 
admitted  for  chronic  prostatis  and  otitis 
complained  of  dyspnea,  although  he  had  no 
evidence  of  congestive  heart  failure  on  phys- 
ical examination.  He  gave  no  history  of  al- 
lergy or  previous  exposure  to  sodium  dehy- 
drocholate (Decholin),  but  he  had  been 
treated  with  an  unknown  compound  for  pre- 
sumed gallbladder  disease  twenty  years  pre- 
viously. He  received  5 cc.  of  20  per  cent  so- 
dium dehydrocholate  intravenously  with  a 
normal  circulation  time  of  sixteen  seconds. 
Approximately  thirty  seconds  after  the  in- 
jection, he  noted  constriction  across  his 


chest,  nausea,  and  vomiting.  He  then  fell  to 
the  floor  without  palpable  pulse  or  sponta- 
neous respiration,  and  artificial  respiration 
and  closed-chest  massage  were  instituted. 
He  developed  slow  atrial  fibrillation  rapidly 
increasing  to  180  beats  per  minute.  The 
arrhythmia  promptly  reverted  to  normal 
sinus  rhythm  after  he  received  0.8  mg.  des- 
lanoside  (Cedilanid)  intravenously.  The 
patient  demonstrated  no  neurological  resid- 
ual, and  after  two  days  of  continuous  moni- 
toring there  was  no  clinical,  chemical,  or 
electrocardiographic  evidence  of  myocardial 
infarction.  A patch  test  to  sodium  dehydro- 
cholate diluted  1:100,000  gave  negative  re- 
sults. Forty-eight  hours  after  intradermal 
injections  of  0.1  ml.  of  the  patient’s  serum 
in  a normal  volunteer,  Prausnitz-Kiistner 
testing  was  performed  with  0.1  ml.  volumes 
of  sodium  dehydrocholate  in  dilutions  of 
1:1,000,000  to  1:10,  with  negative  results. 
The  patient  refused  further  skin  tests. 

Case  2.  A fifty-eight-year-old  white  male 
with  hypertension  and  arteriosclerotic  heart 
disease  was  admitted  with  symptoms  of  mild 
heart  failure.  There  was  no  previous  his- 
tory of  allergy  or  exposure  to  sodium  dehy- 
drocholate. Two  2.5-cc.  injections  of  so- 
dium dehydrocholate  were  given  intrave- 
nously with  circulation  times  of  twenty-six 
and  twenty-two  seconds.  There  followed  a 
urticarial  reaction  which  was  promptly  ter- 
minated by  50  mg.  diphenhydramine  hydro- 
chloride (Benadryl)  intramuscularly  and 
0.3  cc.  epinephrine  subcutaneously.  Six 
years  later,  an  intradermal  skin  test  at  1:10 
dilution  gave  a positive  immediate  wheal  and 
flare  reaction.  This  lot  of  sodium  dehydro- 
cholate gave  a negative  reaction  in  a normal 
recipient. 

Case  3.  A forty-one-year-old  Puerto 
Rican  man  was  admitted  for  evaluation  of 
cardiomegaly  and  symptoms  of  congestive 
heart  failure  felt  to  be  secondary  to  a viral 
myocarditis.  On  admission,  a circulation 
time  of  twenty-two  seconds  was  determined 
after  injecting  5 cc.  sodium  dehydrocholate. 
The  patient  immediately  developed  severe 
nausea  and  vomiting,  which  subsided  after 
approximately  ten  minutes  without  sequelae 
and  required  no  therapy.  There  was  no  his- 
tory of  antecedent  allergy  or  previous  ex- 
posure to  sodium  dehydrocholate. 

Case  4.  A forty-seven-year-old  white 
male  with  severe  aortic  incompetence  from 
rheumatic  heart  disease  and  restrictive  lung 
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disease  secondary  to  multiple  thoracic  spine 
and  rib  abnormalities  was  admitted  for  eval- 
uation of  increasing  angina  and  congestive 
heart  failure.  After  an  injection  of  5 cc.  of 
sodium  dehydrocholate,  a circulation  time  of 
fourteen  seconds  was  obtained.  Shortly  af- 
ter the  injection,  the  patient  developed  tight- 
ness across  his  chest  with  some  wheezes 
which  disappeared  without  therapy.  Intra- 
dermal  skin  tests  performed  several  months 
later  in  dilutions  of  1 : 1,000.000  to  1:10  were 
negative. 

Case  5.  A twenty-five-year-old  white 
male  was  admitted  with  mitral  stenosis  and 
insufficiency  with  pulmonary  hypertension. 
He  had  no  allergic  history  or  previous  ex- 
posure to  sodium  dehydrocholate.  After  re- 
ceiving 5 cc.  intravenous  sodium  dehydro- 
cholate, with  a circulation  time  of  twenty- 
three  seconds,  he  became  hypotensive  with 
cyanosis,  tachycardia,  diaphoresis,  and  dif- 
fuse wheezing  throughout  his  chest.  He  re- 
sponded to  50  mg.  diphenhydramine  hydro- 
chloride, 0.2  mg.  epinephrine,  100  mg.  hydro- 
cortisone sodium  succinate,  and  250  mg. 
aminophylline  intravenously,  but  six  hours 
later  he  developed  recurrent  hypotension 
with  a blood  pressure  of  70  ^0  and  tachy- 
cardia with  a heart  rate  of  120,  which  again 
responded  to  aminophylline  500  mg.,  hydro- 
cortisone sodium  succinate  100  mg.,  diphen- 
hydramine hydrochloride  50  mg.,  and  epi- 
nephrine 0.5  mg. ; all  administered  intrave- 
nously. The  recurrence  was  attributed  to 
enterohepatic  circulation.  This  patient  was 
not  available  for  skin  testing. 

Comment 

A review  of  previously  reported  reactions 
showed  a wide  variety  of  responses  to  the 
drug  as  summarized  in  Table  I.  There  were 
4 cases  of  asthma  or  wheezing,  of  whom  2 
had  a previous  history  of  allergy.  One  of 
these  patients  died.  In  3 patients,  the  major 
manifestation  was  urticaria,  and  a local 
wheal  was  a secondary  manifestation  in  a 
fourth  patient.  Immediate  nausea  and  vom- 
iting were  described  in  3 cases.  There  were 
single  reports  of  hay  fever  and  laryngo- 
spasm.  Cardiorespiratory  symptoms  were 
most  prominently  mentioned,  being  de- 
scribed in  13  cases.  Hypotension,  hyperten- 
sion in  1 case,  dyspnea,  rales,  cyanosis,  and 
cardiac  arrhythmias,  including  bradycardia, 
tachycardia,  and  frequent  ventricular  pre- 


mature contractions  have  all  been  reported. 
In  3 cases,  death  occurred  promptly,  and 
uremia  terminating  in  death  was  noted  in  a 
fourth  report.  A fifth  patient  recovered  but 
delivered  a thirteen-pound  stillborn  infant. 
This  was  a hypertensive  diabetic  patient, 
and  the  relation  of  the  infant’s  death  to  the 
allergic  reaction  is  not  clear. 

The  mechanisms  underlying  the  reactions 
reported  have  not  been  completely  eluci- 
dated. Histamine  may  be  the  mediator  of 
all  types  of  reactions  reported,  either  by  di- 
rect release,11  13  or  by  release  from  mast 
cells  following  activation  of  the  complement 
system  by  antigen-antibody  reaction.13’14 
The  information  obtained  by  skin  testing 
does  not  distinguish  these  two  possibilities, 
although  the  frequently  negative  skin  test 
results  even  in  high  concentrations  seem  to 
mitigate  against  direct  histamine  release 
despite  reports  by  others  of  direct  histamine 
release  by  bile  salts  as  well  as  other  surface- 
active  agents.11  13  The  absence  of  a positive 
skin  test  finding  does  not  rule  against  anti- 
gen-antibody interaction;  both  the  absence 
of  history  of  previous  drug  exposure  and 
negative  skin  test  results  are  common  in  al- 
lergic reactions.14  If  the  drug  reaction  was 
secondary  to  a metabolite  of  the  drug  rather 
than  the  drug  itself,  one  would  expect  nega- 
tive skin  test  results  to  the  unaltered  drug.14 
The  possibility  of  contamination  with  ani- 
mal protein  seems  remote,  since  sodium  de- 
hydrocholate is  manufactured  by  a syn- 
thetic process  allowing  little  opportunity  for 
such  contamination.15  In  addition  to  hista- 
mine release  as  mentioned,  other  mediators 
(bradykinin  and  serotonin)  cannot  be  ruled 
out  without  additional  studies.13 

Anaphylaxis,  asthma,  urticaria,  and  gas- 
trointestinal reactions  are  well-described 
features  of  allergic  reactions  to  other 
drugs.11  However,  animal  studies  of  the 
toxicity  of  bile  preparations  have  suggested 
in  alternative  explanation  to  anaphylaxis  in 
at  least  some  of  the  patients  reviewed.  Al- 
tered sensitivity  to  vagal  stimulation,  di- 
minished cardiac  response  to  epinephrine, 
hypotension,  decreased  myocardial  contrac- 
tility, bradycardia,  atrioventricular  block, 
and  ventricular  tachyarrhythmias  have  been 
demonstrated  in  dogs  using  doses  of  4 mg.  to 
50  mg.  per  kilogram.16  18  The  average  dose 
in  man  is  15  mg.  per  kilogram  as  an  intra- 
venous bolus.  Although  one  must  be  cog- 
nizant of  the  dangers  of  applying  animal  ex- 
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TABLE  I.  Review  of  previously  reported  reactions 


« y-,  . | . | 

Author  and  Patient, 
Age,  Sex 

Diagnosis 

Allergic 

History 

Previous 

Experience  Dose  Later  Tests 

Macy,  Clairbome,  and 
Hurxthal2 

Middle-aged,  female 

Asthma 

Asthma 

No 

2 cc. 

None 

Unknown 

Asthma 

Asthma 

No 

15  cc. 

None 

Unknown 

Hay  fever 

Hay  fever 

No 

2 cc. 

None 

Unknown 

Unknown 

No 

No 

Unknown 

None 

Unknown 

Unknown 

No 

No 

Unknown 

None 

Leys1 

Unknown 

Unknown 

Unknown 

No 

Unknown 

None 

Unknown 

Unknown 

Unknown 

No 

Unknown 

None 

Unknown 

Unknown 

Unknown 

No 

Unknown 

None 

Winternitz,  Deutsch, 
and  Brull1 

Unknown 

Unknown 

Unknown 

Unknown 

Unknown 

None 

Unknown 

Unknown 

Unknown 

Unknown 

Unknown 

None 

Unknown 

Unknown 

Unknown 

Unknown 

Unknown 

None 

Norman5 

74  years,  male 

Congestive  heart  failure 

None 

Extravasated 
4 cc.  subcu- 
taneous 
4 cc. 

4 cc. 

Positive  skin  test 
(undiluted) 

42  years,  male 

Pneumonia  (suspected) 

No 

No 

4 cc. 

None 

64  years,  male 

Hernia 

No 

No 

4 cc. 

None 

Suckle6 

52  years,  female 

Recurrent  hemoptysis 

No 

No 

3 cc. 

None 

Coggins,  Skinner,  and 
Burrell7 

64  years,  female 

Carcinoma  of  cervix 

No 

No 

5 cc. 

None 

Sanchez  and  Morris8 

15  years,  female 

Aorticopulmonary  window  with  pul- 
monary hypertension 

No 

No 

Two  1-cc. 
injections 

None 

50  years,  male 

Atherosclerosis  coronary  artery  disease 

No 

No 

5 cc. 

None 

46  years,  female 

Rheumatic  heart  disease  with  mitral 
stenosis  and  insufficiency 

No 

No 

5 cc. 

None 

69  years,  male 

Cerebral  accident,  congestive  heart 
failure 

No 

No 

9 cc. 

None 

Elliott,  Vidrine,  and 
Goldman9 

71  years,  male 

Acute  myocardial  infarction,  benign 
prostatic  hypertrophy 

No 

No 

? 5 cc. 

None 

Martinez-Lopez, 
Fernandez,  and  Vines10 

37  years,  female 

Hypertension,  diabetes,  pregnant 

No 

No 

Unknown 

None 

Current  report 

49  years,  male 

Prostatitis,  otitis 

No 

No 

5 cc. 

Prausnitz-Kiistner 
negative,  patch 
test  negative 

58  years,  male 

Hypertension 

No 

No 

Two  2.5-cc. 
doses 

Intradermal, 
positive  1:10 

41  years,  male 

Myocarditis 

No 

No 

5 cc. 

Scratch  tests 
negative 

47  years,  male 

Rheumatic  heart  disease  with  aortic 
insufficiency 

No 

No 

5 cc. 

Scratch  tests 
negative 

25  years,  male 

Rheumatic  heart  disease  with  mitral 
stenosis  and  insufficiency 

No 

No 

5 cc. 

Not  done 

periments  to  clinical  experiences  in  man  and 
no  direct  evidence  of  human  myocardial  tox- 
icity is  available,  the  cardiovascular  effects 
of  bile  salts  already  noted  may  provide  an 
alternative  explanation  for  some  of  the  clini- 
cal features  of  the  patients  reported.  Vagal 
blockade,  hypotension,  and  arrhythmias 
could  explain  the  clinical  findings  in  the  first 
patient.  It  is  tempting  to  attribute  the  re- 
current hypotension,  tachycardia,  and  cyano- 


sis in  Case  5 to  enterohepatic  circulation,  a 
well-described  feature  of  bile  salt  metab- 
olism.19 The  recirculation  hypothesis  is  con- 
sistent with  either  a dose-dependent  allergic 
reaction  or  direct  myocardial  toxicity.  Al- 
though the  wheezing  manifested  by  several 
patients  may  represent  allergy,  asthmatic 
patients  may  develop  wheezing  in  the  ab- 
sence of  true  allergy  to  a variety  of  sub- 
stances causing  minimal  bronchial  irritation 
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to  sodium  dehydrocholate  and  five  new  cases 


Reaction 

Therapy 

Result 

Severe  asthma 
Severe  asthma 
Hay  fever 

Immediate  nausea  and  vomiting 
Immediate  nausea  und  vomiting 

Epinephrine 

Unknown 

None 

None 

None 

Death 

Spontaneous  resolution 
Resolved  after  eight  minutes 
Spontaneous  resolution 
Spontaneous  resolution 

One  hour  luter,  nausea,  malaise 
One  hour  later,  nausea,  malaise 
Collapse.  hyiM>tension,  rales 

None 

None 

Nikethamide,  oxygen 

Spontaneous  resolution 
Spontaneous  resolution 
Recurrent  collapse  with  death 

Collapse 

Collapse 

Collapse 

Unknown 

Unknown 

Unknown 

Recovery 

Recovery 

Recovery 

Shock,  tachycardia,  unconscious 

Caffeine  500  mg.,  epinephrine  0.3  mg. 

Response  in  one  to  two  minutes,  tempo- 
rary wheal  in  area  of  injection 

Violent  asthma 
Urticaria 

Epinephrine  0.3  mg. 

Diphenhydramine  hydrochloride  50  mg. 

Recovery 

Wheals  for  forty  minutes 

Urticaria 

Epinephrine,  tripelennamine  hydrochlo- 
ride 50  mg. 

Rapid  response 

Hypotension,  cyanosis,  pulmonary  edema 

Phenylephrine  hydrochloride,  dextran 

Hypotension  improved,  uremia 
death  eight  days  later 

with 

Hypertension,  dyspnea,  bradycardia 

Oxygen,  epinephrine 

Death 

Cyanosis,  dyspnea,  hypotension,  brady- 
cardia to  asystole 
Bradycardia,  absent  blood  pressure 

Oxygen,  epinephrine 

Oxygen.  Trendelenburg’s  position 

Death 

Rapid  recovery 

Dyspnea  with  rales,  cyanosis,  vomiting 

Aminophylline  500  mg.,  meperidine  hy- 
drochloride 50  mg.,  diphenhydramine 
hydrochloride  50  mg. 

Recovery  after  twenty  minutes 

Laryngospasm,  rales,  hypotension 

Epinephrine  1 cc. 

Eventual  recovery  after  transient  renal 
failure 

Rales,  hypotension,  cyanosis,  tachycardia 
with  ventricular  premature  contractions 

Digitalis,  aminophylline 

No  sequelae  for  patient,  delivered  13-lb. 
dead  infant 

Unconscious,  no  pulse  or  respiration, 
bradycardia  to  rapid  atrial  fibrillation 

Closed  chest  massage,  deslanoside  0.8  mg. 

No  sequelae,  recovered  after 
minutes 

thirty 

Urticaria 

Immediate  nausea  and  vomiting 

Epinephrine  0.3  cc.,  diphenhydramine 
hydrochloride  50  mg. 

None 

No  sequelae 

Recovery  after  ten  minutes 

Wheezing 

None 

Recovery 

Hypotension,  tachycardia,  cyanosis, 
wheezing 

Epinephrine,  diphenhydramine  hydrochlo- 
ride, hydrocortisone  sodium  succinate, 
aminophylline 

Recovery  with  recrudescence  six  hours 
later,  eventually  complete  recovery 

in  normal  individuals.20  In  addition  to  al- 
lergy or  nonspecific  bronchial  irritation  as 
an  explanation  for  the  wheezing  manifested 
by  Case  4,  a third  alternative  is  myocardial 
depression  aggravating  his  congestive  heart 
failure.  The  gastrointestinal  reaction  of  the 
third  patient  (Case  3),  similar  to  those  re- 
ported in  the  literature,  may  represent  gas- 
trointestinal allergy,  although  increased 
vagal  sensitivity  as  noted  in  animal  experi- 


ments remains  a possible  alternative.  The 
urticarial  reaction  in  Case  2 seems  most 
likely  allergic  in  etiology. 

Sodium  dehydrocholate  appears  a satisfac- 
tory agent  for  determining  the  circulation 
time,  but  the  animal  experiments  cited  and 
the  clinical  material  presented  suggest  that 
caution  should  be  exercised  in  administering 
this  drug  to  patients  with  tenuous  cardiac 
compensation  as  well  as  patients  with  a past 
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history  of  allergy.  The  somewhat  limited 
information  provided  by  this  test  should  be 
balanced  against  the  known  risks  of  the  pro- 
cedure. In  addition,  if  serious  reactions  are 
due  to  myocardial  toxicity  rather  than  al- 
lergy, thei'apy  designed  strictly  to  reverse 
anaphylaxis  may  not  be  successful,  and  sup- 
port of  the  cardiovascular  system  with  oxy- 
gen, vasopressors,  and  digitalis  should  be 
considered  if  epinephrine,  antihistamines, 
and  steroids  fail  to  control  the  reaction. 

Summary 

Twenty-two  cases  of  reactions  to  sodium 
dehydrocholate  previously  reported  are  re- 
viewed, and  5 unreported  cases  are  added  to 
the  literature.  In  3 cases,  skin  tests  per- 
formed gave  negative  results,  while  a posi- 
tive intradermal  skin  test  reaction  was  elic- 
ited in  a fourth  case.  The  lack  of  past  his- 
tory of  previous  exposure  to  the  drug  or 
underlying  allergic  diathesis  is  noted.  Ex- 
perimental evidence  in  animals  has  indicated 
that  this  bile  salt  has  direct  myocardial  tox- 
icity, and  the  hypothesis  is  presented  that 
some  reactions  previously  attributed  to  ana- 
phylaxis may  be  due  at  least  in  part  to  the 
myocardial  toxicity  of  the  drug.  The  recog- 
nition of  this  possibility  in  patients  with 
serious  cardiac  disease  may  have  important 
implications  in  the  therapy  of  this  disorder, 
and  the  known  risks  of  the  test  must  be  bal- 
anced against  the  information  it  provides. 
U.S.  Public  Health  Service  Hospital 
Staten  Island,  New  York  10304 
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Benign  osteoblastoma  is  a rare  and  po- 
tentially dangerous  bone  tumor.  About  50 
per  cent  of  the  cases  involve  the  vertebral 
column  where  cord  compression  and  para- 
plegia can  result.  Its  detection  and  man- 
agement present  difficulties  for  both  the  ra- 
diologist and  the  surgeon.  The  purpose  of 
this  report  is  to  report  a case  with  a dis- 
cussion of  its  management  and  particular 
reference  to  x-ray  therapy. 

This  tumor  is  rare,  about  65  cases  re- 
ported to  date.1  The  typical  case  is  usually 
a teenager  or  young  adult  who  has  pain  lo- 
calized to  the  limbs  or  spine.  No  other  spe- 
cific clinical  symptoms  are  found,  but  pain  of 
some  degree  will  usually  be  the  complaint. 
This  pain  varies  with  the  localization  of 
the  lesion  and  will  not  show  the  characteris- 
tic pattern  of  osteoid  osteoma.  The  tumor 
is  found  in  the  limbs  (particularly  femur 
and  tibia) , vertebral  column,  and  the  cal- 
varium.1-2 In  the  spine  the  neural  arch  and 
pedicles  are  involved.  A large  soft-tissue 
component  of  the  growing  tumor  is  usually 
present  and  is  the  cause  of  the  cord  com- 
pression and  peripheral  neurologic  signs 
often  seen. 

The  x-ray  findings  have  been  well  outlined 
by  Pochaczevsky,  Yen,  and  Sherman  in  their 
excellent  article.2  Typically  there  is  a lytic 
bone  tumor  which  may  expand  the  cortex 


FIGURE  1.  Anteroposterior  view  of  dorsal  spine 
showing  mild  scoliosis  and  lytic  destruction  of 
pedicle  of  seventh  dorsal  vertebra  on  left. 


but  is  always  encapsulated  by  at  least  a thin 
rim  of  bone.  Frequently,  mottled,  orderly 
calcification  will  be  noted  depending  on  the 
extent  of  the  osteoid  present.  A few  tumors 
will  evoke  a dense  sclerotic  bony  reaction 
and  then  resemble  a true  “giant”  osteoid 
osteoma.  A dense  sclerotic  reaction  is  also 
noted  following  x-ray  therapy  of  these  tu- 
mors. Lichtenstein1  describes  a subperios- 
teal variant  which  roentgenographically  re- 
sembles an  osteochondroma.  Differential 
diagnosis  can  be  difficult  and  must  include 
giant-cell  tumor,  aneurysmal  bone  cyst,  be- 
nign chondroblastoma,  osteoid  osteoma,  and 
other  lytic  bone  tumors. 

Pathologically  these  are  highly  vascular 
and  cellular.  In  varying  proportions  they 
contain  osteoid  tissue,  nonlamellar  bone,  os- 
teoblasts, and  osteoclasts.  They  expand  the 
cortex  and  may  present  a large  soft-tissue 
component  but  are  always  enclosed  by  a thin 
rim  of  intact  bone.3  The  classification  and 
terminology  of  these  tumors  is  confusing. 
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FIGURE  2.  Myelogram  shows  complete  block  at 
seventh  and  eighth  dorsal  vertebrae,  with  sharp 
concave  cutoff  suggesting  intramedullary  lesion. 
However,  cord  is  displaced  to  right  by  extradural 
mass.  Again  note  bony  lytic  destruction. 

Benign  osteoblastoma  is  probably  a better 
term  than  giant  osteoid  osteoma,  despite  the 
occasional  radiographic  and  histologic  simi- 
larity with  the  latter.  Some  authors  have 
used  the  term  osteogenic  fibroma  of  bone, 
most  likely  based  on  their  roentgen  similar- 
ity to  nonossifying  fibromas  of  bone.4'5  In 
general  the  designation  benign  osteoblas- 
toma of  bone  would  best  fit  the  clinical  and 
histologic  findings  usually  present. 

Case  report 

The  following  case  report  is  typical  of  the 
vertebral  variety  of  this  lesion  and  its  clini- 
cal presentation.  This  patient  was  a four- 
teen-year-old  male  with  only  a three-week 
history  of  back  pain,  which  had  increased  al- 
most daily.  Hospital  admission  in  June, 
1966,  resulted  because  of  sudden  onset  of 
weakness  in  the  legs  and  inability  to  walk. 
Neurologic  examination  disclosed  signs  sug- 
gesting a spinal  cord  lesion  in  the  middorsal 
region. 

Plain  x-ray  films  showed  scoliosis  of  the 
dorsal  spine,  and  erosion  of  the  pedicle  of 
the  seventh  dorsal  vertebra  on  the  left  (Fig. 
1).  Spinal  fluid  obtained  at  the  time  of 
myelography  yielded  a protein  of  490  mg. 


FIGURE  3.  Two-year  follow-up  film  shows  in- 
creased areas  of  bony  sclerosis  at  site  of  tumor, 
a usual  finding  following  x-ray  therapy. 


per  100  ml.  and  evidence  of  a complete  block. 
This  was  confirmed  by  the  myelogram  when 
obstruction  to  the  flow  of  dye  was  noted  just 
distal  to  the  destructive  process  at  the 
seventh  dorsal  vertebra  (Fig.  2). 

During  laminectomy  a tumor  was  found  in 
the  epidural  space  compressing  the  cord. 
The  growth  originated  in  bone  and  was  re- 
moved as  completely  as  possible.  Consid- 
erable bleeding  occurred  but  was  controlled, 
and  postoperative  recovery  was  smooth. 

Pathologic  examination  showed  a benign 
osteoblastoma.  Because  of  the  incomplete 
removal,  x-ray  therapy  was  advised,  and  the 
patient  received  an  estimated  tumor  dose 
at  the  spinal  lamina  of  3,000  rads  in  three 
weeks,  using  280-kilovolt  x-ray,  with  a half- 
value layer  of  1.6  mm.  of  copper,  target  skin 
distance  50  cm.,  through  a direct  4-  by  8-cm. 
portal  over  the  region  of  the  tumor.  Rapid 
convalescence  with  good  recovery  of  the  mo- 
tor and  sensory  defect  resulted. 
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It  is  now  more  than  three  years  since 
treatment,  and  he  is  well  and  active  with  no 
neurologic  deficit.  He  participates  in  full 
school  and  play  programs.  Follow-up  x-ray 
films  have  demonstrated  considerable  sclero- 
sis at  the  site  of  the  tumor  and  no  evidence 
of  recurrence  (Fig.  3). 

Comment 

Treatment  of  these  lesions  when  they  oc- 
cur outside  the  spinal  column  consists  of 
local  total  excision,  usually  quite  success- 
fully, with  few  reports  of  recurrence.  Le- 
sions in  the  vertebral  spine  however,  cannot 
usually  be  totally  or  widely  removed,  and 
postoperative  x-ray  therapy  has  been  recom- 
mended. Lichtenstein1  advises  x-ray  ther- 
apy following  surgery  in  the  spine  but  gives 
no  dosage.  He  presents  a case  of  an  eight- 
year-old  boy  with  a tumor  invading  the  lam- 
ina and  pedicles  of  the  first  and  second  lum- 
bar vertebrae.  Local  excision  and  “x-ray 
therapy”  were  used,  with  recurrence  nine 
years  later.  Local  removal  was  again  fol- 
lowed by  recurrence  three  years  later  when 
a third  local  removal  was  again  followed  by 
“x-ray  therapy.”  No  doses  were  given  for 
the  therapy.  He  was  reported  well  six  years 
later.  Certainly  such  a case  demonstrates 
the  problems  of  treating  these  lesions  but 
hardly  points  up  the  efficacy  of  postoperative 
x-ray  treatment. 

Crabbe  and  Wardill6  report  postoperative 
cases  treated  with  x-ray.  Doses  used  varied 
from  “treated  by  x-ray  therapy,”  to  5,485-r 
tumor  dose.  The  average  tumor  dose  given, 
with  no  report  of  recurrence,  is  estimated  at 
3,400  to  3,600  rads.  Our  patient  received 
3,000  rads  in  three  weeks  with  no  reappear- 
ance at  two  years. 


It  would  seem  then  that  postoperative  ra- 
diation is  indicated  when  this  lesion  is  found 
in  the  vertebral  column  and  certainly  when 
the  tumor  has  not  been  totally  excised.  A 
tumor  dose  of  at  least  3,000  rads  in  three 
weeks  seems  advisable.  Accurate  case  re- 
porting of  all  patients  and  the  treatment 
they  receive  will  eventually  establish  the  ex- 
act indications  for  x-ray  therapy  and  the 
dosage  necessary  to  cure  this  tumor. 

Summary 

Benign  osteoblastoma  is  a dangerous  le- 
sion, even  though  not  malignant,  when  it  oc- 
curs in  the  vertebral  column.  A recent  case 
of  this  rare  tumor  is  presented. 

Treatment  is  local  excision,  except  when 
the  lesion  occurs  in  the  spine,  in  which  case 
surgery  should  be  followed  by  x-ray  therapy. 
At  least  3,000  rads  are  recommended  to  pre- 
vent recurrence.  Accurate  case  reporting  of 
this  rare  entity  and  the  exact  treatment  it 
receives  is  advisable  to  assess  the  role  of  ra- 
diation and  the  proper  dosage  desirable. 

4770  Sunrise  Highway 
Massapequa  Park,  New  York  11762 
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On  July  4,  1826,  fifty  years  after  he  had 
given  the  world  one  of  its  most  revered  po- 
litical testaments,  Thomas  Jefferson  died  at 
Monticello.  His  old  servant,  Wormley,  dug 
his  master’s  grave;  later,  Jefferson’s  epitaph 
was  cut  into  the  base  of  the  obelisk  which 
he  had  himself  designed.  A man’s  last 
words  should  be  his  best  and  most  sincere 
utterances;  Thomas  Jefferson’s  epitaph 
epitomizes  his  lifelong  achievements  and 
stresses  his  most  cherished  values,  for  he 
could  justifiably  proclaim  to  an  admiring 
world : 

Here  was  buried 
Thomas  Jefferson, 

Author  of  the  Declaration  of  American 
Independence, 

Of  the  Statute  of  Virginia 
For  religious  freedom, 

And  father  of  the 
University  of  Virginia.* 

Proud  as  he  was  of  writing  the  Declara- 
tion of  Independence,  and  intense  as  he  was 
in  his  championship  of  religious  freedom, 
Jefferson  seemed  happiest  when  he  partici- 
pated fully  in  his  many  scholarly  projects. 
His  range  was  encyclopedic,  and  he  corre- 
sponded with  the  best  minds  both  at  home 
and  abroad.  He  envisioned  education  as 
man’s  major  weapon  against  the  prejudice 

' hen  Jefferson’s  new  monument  was  erected  in  1883, 
tin  rd  “American”  was  deleted  from  the  original  phrase, 
“Autlm  of  the  Declaration  of  American  Independence.” 


and  superstition  which  keep  mankind  in 
physical  and  intellectual  misery,  and 
throughout  his  long  life  he  fought  to  bring 
education  to  the  people.  But  he  was  too 
progressive  for  his  age;  defeated  in  his 
plans  to  institute  a general  system  of  public 
education,  he  devoted  his  later  years  to 
founding  his  beloved  University  of  Virginia. 

If  teachers  do  not  often  rise  to  affluency, 
they  occasionally  find  compensation  for  im- 
poverishment in  the  glowing  testimonials  of 
their  disciples.  Jefferson  probably  owed 
much  of  his  interest  in  education  to  Dr. 
William  Small,  professor  of  natural  philoso- 
phy and  mathematics  at  the  College  of  Wil- 
liam and  Mary.  Since  Jefferson  was  a life- 
long student  of  science,  his  acknowledged 
debt  to  Dr.  Small  must  be  honored  as  a stu- 
dent’s appreciation  of  his  teacher’s  intense 
dedication  to  learning.  What  teacher  would 
not  glow  pedagogically  after  receiving  an 
accolade  as  warm  as  this? 

To  his  enlightened  and  affectionate  guid- 
ance of  my  studies  while  in  college  I am  in- 
debted for  everything  . . . He  introduced 
. . . rational  and  elevated  courses  of  study, 
and  from  an  extraordinary  conjunction  of 
eloquence  and  logic,  was  enabled  to  com- 
municate with  great  effect.1 

Founder  of  University  of  Virginia 

Jefferson  never  taught,  but  in  his  rela- 
tionships with  the  young,  he  truly  exempli- 
fied the  ideals  of  his  former  mentor.  For 
his  children  and  grandchildren,  he  wrote 
what  amounted  to  syllabi;  later  after  his 
retirement  from  the  presidency,  he  invited 
young  men  and  women  from  Monticello  to 
make  use  of  his  fine  library.  Some  of  his 
finest  hours  were  devoted  to  establishing 
public  education  in  Virginia.  He  was  in 
constant  correspondence  with  public  officials 
and  educators  who  were  in  sympathy  with 
his  educational  plans;  and  when  these  plans 
did  not  gain  legislative  sanction,  he  turned 
to  higher  education  and  earned  vindication, 
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when,  on  March  7,  1825,  the  doors  of  the 
University  of  Virginia  opened  to  its  first 
class  of  freshmen. 


University  medical  school 

As  rector  of  the  University,  Jefferson  suc- 
ceeded in  convincing  the  trustees  that  the 
University  should  establish  a first-rate  med- 
ical department.  An  avid  student  of  medi- 
cine. he  believed  that  courses  in  biology 
should  be  included  in  all  curriculums.  In 
illustration,  he  advised  an  apprentice  lawyer 
to  read  carefully  John  and  James  Bell’s 
Anatomy,  Barton’s  Elements  of  Botany, 
Turton’s  Linens,  Lavoisier’s  Conversations 
on  Chemistry,  and  Blumenbach’s  Manuel 
d'Histoire  Naturelle.-  Jefferson  saw  chem- 
istry as  “among  the  most  useful  of  sciences, 
and  big  with  future  discoveries  for  the  util- 
ity and  safety  of  the  human  race.”  He 
angrily  criticized  the  celebrated  Monsieur  de 
Buffon  for  affecting  “to  consider  chemistry 
as  cookery.”3  Cant  and  unimaginative  dicta 
of  intellectuals  always  repelled  the  sage  of 
Monticello. 

When  it  came  to  manning  the  medical 
department  of  the  University,  Jefferson 
sought  the  best  professors  obtainable.  Al- 
though he  believed  in  1803  that  the  legal 
and  medical  professions  were  overstocked 
because  of  the  migration  of  European  schol- 
ars from  their  troubled  lands,4  Jefferson  re- 
fused to  raid  American  colleges  for  talented 
teachers,  thinking  it  was  not  “honorable  or 
moral  to  seduce  them  from  their  stations.”5 
But  the  determined  rector  found  in  young 
Robley  Dunglison,  M.D.,  of  London,  a bril- 
liant and  congenial  candidate  for  the  med- 
ical professorship;  and  although  a promi- 
nent medical  periodical  censured  Jefferson 
for  appointing  a foreigner,  the  young  genius 
accepted  the  offer  and  helped  Jefferson  im- 
measurably to  develop  the  medical  depart- 
ment.6 

Jefferson  could  not  have  made  a happier 
choice  than  in  the  twenty-six-year  old  au- 
thor of  A Treatise  on  Children’s  Diseases 
Dunglison  earned  his  surgical  degree  at  the 
Royal  College  of  Surgeons  in  1819  and  four 
years  later  was  graduated  as  a medical  doc- 
tor from  the  University  of  Erlangen.  In 
his  autobiography,  S.  W.  Gross,  M.D.,  re- 
members Dunglison  as  the  “most  learned  of 
colleagues”  at  Jefferson  Medical  College,  but 


he  notes  somewhat  apocryphally  that  his 
friend  could  not  stand  the  sight  of  blood.89 
Sir  William  Osier  later  vindicated  Jeffer- 
son’s wisdom  in  seeking  out  Dunglison.  Os- 
ier wrote  that  Dunglison  was  “a  warm 
friend  to  generations  of  American  medical 
students,”  and  that  “Thomas  Jefferson  did 
a good  work  when  he  imported  him  from 
London  as  Dunglison  had  all  the  wisdom  of 
his  day  and  generation  combined  with  a 
colossal  industry.”10  Osier  was  fond  of 
Dunglison’s  Medical  Dictionary,  but  he  en- 
joyed the  Physiology  even  more  since  it  con- 
tained “so  many  nice  trimmings  in  the 
shape  of  good  stories.”11 

Dr.  Dunglison’s  enthusiasm  was  what  the 
old  statesman  needed.  The  two  men  cooper- 
ated without  letup  to  equip  the  medical  de- 
partment adequately.  Dr.  Dunglison  pre- 
pared a list  of  anatomic  preparations  which 
Jefferson  sought  to  procure  with  the  as- 
sistance of  Robert  Greenhow,  M.D.,  of  New 
York.12  In  a letter  to  Jefferson,  June  16, 
1825,  Dr.  Greenhow  mentioned  some  of  the 
difficulties  he  was  having  in  obtaining  items 
on  Dunglison’s  list.  For  example,  the  dried 
preparation  of  the  female  genital  organs 
and  the  parts  adjacent  “does  not  exhibit  the 
parts  properly  and  is  liable  to  be  destroyed 
by  flies.”  Although  the  fetal  circulation 
and  the  penis  are  readily  obtained,  “the 
heart  with  the  adjacent  vessels  and  thoracic 
duct  cannot  be  obtained  unless  the  vertebral 
column  is  attached.  . .”13 

Believing  that  anatomic  and  clinical 
schools  are  the  fundamental  pillars  of  medi- 
cal education,  Jefferson  proposed  to  estab- 
lish a dispensary  at  the  medical  school  which 
would  be  under  the  supervision  of  the  pro- 
fessor of  medicine.14  The  clinic  would  be 
open  three  days  a week  for  intervals  of  one- 
half  hour  each  day.  All  poor,  free  persons, 
“disordered  in  body,  topically  or  generally, 
applying  for  advice,  shall  receive  it  gratis,” 
but  all  others,  bond  or  free,  would  pay  one- 
half  dollar  per  visit.15  Vaccinations  through 
would  be  free.16  In  return  for  these  favors 
students  would  be  allowed  to  attend  the 
visits,  examine  patients,  ask  questions,  and 
prepare  medicines.  All  fees  would  be  used 
to  purchase  dispensary  medicines.17 

An  important  administrative  change  in 
the  bylaws  of  the  University  pertaining  to 
the  school  of  medicine  was  recorded  by  Jef- 
ferson on  October  3,  1825: 
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The  Board,  considering  that  it  will  be  for 
the  benefit  of  the  school  of  medicine  that  its 
professor  should  have  opportunities  of  keep- 
ing in  mind,  to  a certain  degree,  the  practical 
part  of  his  profession,  and  of  acquiring  a 
knowledge  of  the  peculiarities  of  disease  in- 
cident to  our  climate  and  country,  are  of 
opinion  that,  besides  the  habitual  practice 
within  the  precincts  of  the  University,  al- 
lowed by  a former  resolution,  he  be  permitted 
to  act  as  a consultant  physician  elsewhere, 
so  timing  these  avocations  however,  as  not  to 
interrupt  the  regular  business  of  the  school.18 

Before  the  appointment  of  Dr.  Dunglison, 
the  professor  was  advised  that  since  his 
duties,  “if  discharged  conscientiously,  with 
industry  and  zeal,  being  sufficient  to  engross 
all  his  hours  of  business,  he  shall  engage  in 
no  other  pursuits  of  emolument  unconnected 
with  the  service  of  the  University.”19  Prob- 
ably Dr.  Dunglison  had  convinced  Jefferson 
that  a physician’s  learning  is  a continuous 
process  and  that  he  should  be  rewarded  for 
his  initiative  in  acquiring  specialized  knowl- 
edge which  might  make  him  a more  compe- 
tent physician. 

Jefferson’s  lifelong  interest  in  science  and 
medicine,  therefore,  enabled  him  to  pioneer 
in  medical  education.  Proud  to  be  remem- 
bered as  the  “Father  of  the  University  of 
Virginia,”  he  devoted  many  of  his  adminis- 
trative years  as  a champion  of  the  medical 
school,  staffed  it  with  competent  personnel, 
equipped  it  as  faithfully  as  his  medical  ad- 
visers had  recommended,  and  opened  its 
clinics  to  the  indigent  classes. 

The  medical  school  was  Jefferson’s  con- 
crete contribution  to  the  advancement  of 
medicine  in  the  United  States  and,  in  a 
sense,  epitomized  his  unceasing  preoccupa- 
tion with  medical  lore.  In  a letter  written 
in  1797  to  Caspar  Wistar,  M.D.,  he  modestly 
prefaced  his  medical  philosophy  in  words 
that  seem  to  belie  their  intent:  “I  may  now 
. . . further  tax  your  patience  with  unlearned 
views  of  medicine,  which,  as  in  most  cases, 
are,  perhaps,  the  more  confident  as  they  are 
less  enlightened.”20  Yet  in  the  same  letter, 
Jefferson  speaks  authoritatively  as  a critic 
of  alleged  eighteenth  century  quackery: 

I have  seen  the  disciples  of  Boerhaave, 
Stahl,  Cullen,  Brown,  succeed  one  another 
like  the  shifting  figures  of  a magic  lantern, 
and  their  fancies,  like  the  annual  doll-babies 
from  Paris,  becoming  the  vogue  of  the  day, 
and  yielding  to  the  next  novelty  their  ephem- 
eral favor.  The  patient,  treated  on  the 
fashionable  theory,  sometimes  gets  well  in 
spite  of  the  medicine.21 


But  Boerhaave  himself  supported  Jeffer- 
son’s medical  denigrations.  He  had  bravely 
stated  that  “Galen  had  done  more  harm  than 
good,”  and  even  more  bitingly,  had  asserted : 
“If  we  compare  the  good  which  half  a dozen 
true  sons  of  Aesculapius  have  accomplished 
since  the  origin  of  medical  art  upon  the 
earth,  with  the  evil  which  the  immense  mass 
of  doctors  of  this  profession  among  the  hu- 
man race  have  done,  there  can  be  no  doubt 
that  it  would  have  been  far  better  if  there 
had  never  been  any  physicians  in  the 
world.”22  Robinson23  attributes  the  eigh- 
teenth century  epidemic  of  irrational  medi- 
cal theories  to  the  pause  in  experimentation 
after  the  remarkable  medical  renaissance  of 
the  seventeenth  century.  There  was  just  too 
much  to  absorb;  and  even  as  the  renowned 
physicians  began  to  weave  fanciful  meta- 
physical hypotheses  from  the  substance  of 
research,  medicophilosophic  systems  began 
their  rise  and  fall.  Much  of  this  romantic 
quasi  science  is  buried  in  medical  tomes 
which  interest  the  medical  historian  and  the 
antiquarian ; in  illustration,  the  clinician 
Anton  de  Haen,  who  introduced  the  medical 
thermometer,  left  among  his  eighteen  vol- 
umes a treatise  in  defense  of  witchcraft  and, 
according  to  Virchow,  “prepared  the  soil  in 
which  soon  were  to  sprout  animal  magnetism 
and  somnambulism.”24 

If,  indeed,  eighteenth  century  medicine 
was  in  the  state  described  by  Jefferson,  an 
eighteenth  century  pillar  of  the  Enlighten- 
ment, and  by  Dr.  Robinson,  a contemporary 
medical  historian,  Jefferson’s  rationalism 
placed  him  far  in  advance  of  many  medical 
practitioners.  Influenced  by  Robert 
Thomas’s  The  Modern  Practice  of  Medicine , 
and  faithful  to  the  premises  of  scientific 
method,  Jefferson’s  medical  dicta  are  quite 
modern  and  instructive,  according  to  Dor- 
sey,25 editor  of  the  J eff erson-Dunglison  Let- 
ters. As  an  unlettered  practitioner,  Jeffer- 
son wrote  with  the  conviction  of  a trained 
physician.  He  outlined  his  medical  creed 
in  a letter  to  Dr.  Wistar: 

1.  The  animal  body  is  subject  to  derange- 
ment, inducing  pain  and  its  own  destruc- 
tion. 

2.  Nature  helps  the  afflicted  by  eliminating 
morbific  matter  or  by  some  subtle  process 
unknown  to  us. 

3.  When  the  crisis  occurs  in  illness,  the  elim- 
ination of  stools,  vomitings,  sweat,  urine, 
expectoration,  and  blood  restores  health. 

4.  Nature  can  be  aided  in  effecting  cures  by 
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applying  substances  internally  or  exter- 
nally. 

5.  Specifics  for  illness  are: 

a.  Illnesses  of  stomach — emetics 

b.  Diseases  of  the  bowels — purgatives 

c.  Inflammatory  diseases — bleeding 

d.  Syphilis — mercury 

e.  Intermittent^ — Peruvian  bark 

However,  in  a letter  to  Thomas  Cooper, 
M.D.,  whom  he  later  unsuccessfully  advo- 
cated for  the  position  of  professor  of  medi- 
cine, Jefferson  wrote  disparagingly  of  Dr. 
Rush’s  theory  of  bleeding  and  of  his  use  of 
mercury  in  syphilis  therapy.27  Outspoken 
against  hasty  innovations  in  medicine,  Jef- 
ferson declared  that  if  he  were  a physician 
he  would  prefer  to  find  a cure  by  the  slow 
hand  of  accident  than  “hasten  it  by  guilty 
experiments  on  those  who  put  their  lives  in 
my  hands.”28  But  when  he  was  convinced 
that  Jenner’s  procedure  in  smallpox  vaccina- 
tion was  valid,  Jefferson  gave  Jenner  firm 
support.  In  his  approbatory  letter  to  Jen- 
ner, Jefferson  wrote: 

Medicine  has  never  before  produced  any 
single  improvement  of  such  ability.  Har- 
vey’s discovery  of  the  circulation  of  the  blood 
was  a beautiful  addition  to  our  knowledge  of 
the  animal  economy,  but  on  a review  of  the 
practice  of  medicine  before  and  since  that 
epoch,  I do  not  see  any  great  amelioration 
which  has  been  derived  from  that  discovery. 
You  have  erased  from  the  Calendar  of  human 
afflictions  one  of  its  greatest.® 

Jefferson  supported  Dr.  Waterhouses’s 
strong  campaign  for  universal  vaccination. 
In  1801  the  President  turned  over  samplings 
of  cowpox  virus  to  Edward  Gantt,  M.D.,  in 
Washington,  D.C.  Unfortunately,  Dr. 
Gantt’s  experiments  failed;  but  after  Jef- 
ferson devised  a larger  container  which  sus- 
pended the  vials  of  virus  in  water,  Dr.  Gantt 
enjoyed  success  with  his  new  serums.30 

Attitudes  toward  health  and  disease 

Jefferson  speculated  in  all  kinds  of  medi- 
cal practice,  and  his  immediate  family  fre- 
quently received  therapeutic  intelligences 
from  him.  To  his  daughter  Mary,  he  ad- 
vised that  childbirth  “was  no  more  than  a 
knock  of  the  elbow,”  but  he  added  that  “the 
material  thing  is  to  have  scientific  aid  in 
readiness,  that  if  any  thing  uncommon  takes 
place,  it  may  be  redressed  on  the  spot,  and 
not  be  made  serious  by  delay.  It  is  a case 
which  least  of  all  will  wait  for  doctors  to  be 
sent  for.”31  Later  he  advised  her  to  “get 


up  into  the  country  since  the  liability  to 
bilious  diseases  is  exactly  in  proportion  to 
the  distance  from  the  sea,”  a theory  which 
might  not  be  amenable  to  proof.32  He  re- 
garded whooping  cough  as  the  most  danger- 
ous of  infant  diseases,  noting  that  sucking 
children  bear  the  disease  better  than  slightly 
older  infants,33  and  for  infants  suffering 
from  digestive  disorders,  he  recommended 
a “breast  of  milk”  other  than  the  mother’s.34 
He  was  very  much  concerned  with  infant 
digestion;  to  his  daughter  Martha  he  wrote 
strongly  against  prescribing  medicines  for 
infant  alimentary  ills:  “Let  me  beseech 

you  not  to  destroy  the  powers  of  the  stomach 
with  medicine.  Nature  alone  can  re-es- 
tablish infant-organs.  . .”35  For  older  peo- 
ple whose  stomachs  were  upset  by  fevers  he 
recommended  light  foods  and  wines,  observ- 
ing that  Pedro  Ximenes,  an  old  wine,  is 
stomachic.36 

Philosophically,  Jefferson  had  great  faith 
in  the  body’s  restorative  powers.  Healing 
must  occur  in  the  one  to  be  healed,  “each 
sick  man  must  be  his  own  patient  as  well 
as  his  own  physician  . . . therapy  being  a 
part  of  his  nature.”37  Since  “the  only  sure 
foundations  of  medicine  are  an  intimate 
knowledge  of  the  human  body,  and  observa- 
tion on  the  medicinal  substances  on  that,”38 
he  decried  the  practice  of  physicians  who 
attempted  to  remedy  unknown  diseases,  en- 
couraging them  to  avoid  treatment  by  anal- 
ogy and  nosology  and,  if  necessary,  to  instill 
optimism  in  the  patient  by  prescribing 
harmless  concoctions  for  him.30 

But  Jefferson  did  not  heed  the  old  dic- 
tum, “Physician  heal  thyself.”  Shortly  be- 
fore the  ailing  sage  dide,  Dr.  Dunglison 
wrote  to  James  Madison  that  Jefferson  had 
been  too  indifferent  to  his  long  history  of 
diarrhea,  and  that  the  delay  in  treatment 
made  a cure  difficult.40  Dunglison’s  diagno- 
sis and  prognosis  were  unhappily  vindi- 
cated three  days  later,  when  on  the  Fourth 
of  July,  both  Jefferson  and  John  Adams, 
compatriots  of  the  Revolution,  breathed 
their  last  on  the  fiftieth  anniversary  of  the 
day  for  which  they  had  dedicated  their 
lives.41 

In  his  old  age,  Jefferson  wrote  an  account 
of  his  health  regimen  for  Vine  Utely,  M.D., 
a physician  who  had  requested  similar  in- 
formation of  Dr.  Rush.  Although  profess- 
ing to  be  puzzled  by  Utely’s  request,  Jeffer- 
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son  nevertheless  sent  the  following  com- 
munication to  the  inquiring  physician: 

Like  my  friend,  Dr.  Rush,  I have  lived 
temperately,  eating  little  animal  food,  and 
that  not  as  an  aliment  so  much  as  a condi- 
ment for  the  vegetables  which  constitute  my 
principal  diet.  I double,  however,  the  doc- 
tor’s glass  and  a half  and  even  treble  it  with 
a friend ; but  halve  its  effects  by  drinking  the 
weak  wines  only.  The  ardent  wines  I cannot 
drink,  nor  do  I use  ardent  spirits  in  any 
form.  Malt  liquors  and  cider  are  my  table 
drinks,  and  my  breakfast,  like  that  also  of 
my  friend,  is  of  tea  and  coffee.  I have  been 
blest  with  organs  of  digestion  which  accept 
and  concoct,  without  ever  murmuring,  what- 
ever the  palate  chooses  to  consign  to  them, 
and  I have  not  yet  lost  a tooth  by  age.42 

So  Jefferson  wrote  in  1819  when  he  was 
seventy-six  years  old,  but  three  years  later 
he  seemed  less  secure  about  his  health  when 
he  confided  in  a letter  to  John  Adams  that 

When  all  our  faculties  have  left,  or  are 
leaving  us,  one  by  one— sight,  hearing,  mem- 
ory— every  avenue  of  pleasing  sensation  is 
closed,  and  . . . debility  and  malaise  left  in 
their  places — when  friends  of  our  youth  are 
gone,  and  a generation  is  risen  around  us 
whom  we  know  not,  is  death  an  evil?43 

Perhaps  a clue  to  Jefferson’s  general  good 
health  lies  in  his  strong  belief  in  meaning- 
ful activity  as  the  source  of  peace  of  mind 
and  concomitant  physical  well-being.  A 
forerunner  of  psychosomatic  theorists,  he 
urged  his  daughter  Martha  to  shun  apathy 
as  the  very  devil,  for  “of  all  the  cankers  of 
human  happiness,  none  corrodes  it  with  so 
silent,  yet  so  baneful  a tooth,  as  indolence. 
Body  and  mind,  both  unemployed,  our  being 
becomes  a burthen,  and  every  object  about 
us  loathsome,  even  the  dearest.  Idleness 
begets  ennui,  ennui  the  hypochondria,  and 
that  a diseased  body.  No  laborious  person 
was  yet  hysterical.”44  But  activity  need  not 
be  rigorous  or  somber;  to  Dr.  Rush  he  listed 
the  qualities  of  the  mind  in  ascending  sig- 
nificance, namely,  science,  industry,  integ- 
rity, good  humor,  and  affirmed  that  “we  all 
had  rather  associate  with  a good-humored, 
light-principled  man,  than  with  an  ill-tem- 
pered rigorist  in  morality.”45  In  1816,  Jef- 
ferson could  write  to  John  Adams  that  “my 
temperament  is  sanguine,”48  but  in  1809,  as 
his  second  term  of  office  was  nearing  its  end, 
he  seemed  to  be  very  melancholy:  “Five 

weeks  more  will  relieve  me  from  a drudgery 
to  which  I am  no  longer  equal,  and  restore 
me  to  a scene  of  tranquility,  amidst  my  fam- 


ily and  friends,  more  congenial  to  my  age 
and  natural  inclinations.”47  The  rigors  of 
the  presidency  had  affected  him  appreciably; 
writing  two  years  later  of  the  hazards  of  the 
office,  he  confided  that  “had  no  other  con- 
sideration impelled  me  to  retire  from  the 
Presidency,  the  fear  of  becoming  a dotard, 
and  of  being  insensible  of  it,  would  of  itself 
have  resisted  all  solicitations  to  remain.”48 
But  in  1825,  Dr.  Dunglison  described  Jeffer- 
son as  being  “fully  vigorous  intellectually,49 
and  the  Duke  of  Saxe  Weimar,  who  visited 
Jefferson  at  Monticello  in  1826,  agreed  with 
Dunglison  implicitly:  “In  conversation  he 

was  very  lively,  and  his  spirits,  as  also  his 
hearing  and  sight,  seemed  not  to  have  de- 
creased at  all  with  his  advancing  age.  I 
found  him  a man  who  retained  his  faculties 
remarkably  well  in  his  old  age,  and  one 
would  have  taken  him  for  a man  of  sixty.”50 

Illness  and  death 

Until  he  was  quite  old,  Jefferson  did  not 
complain  unduly  about  his  health.  As  a 
young  man,  he  bore  his  6-foot  2.5-inch  frame 
gracefully;  he  was  sinewy  and  athletic, 
probably  inheriting  his  physical  vigor  from 
his  gargantuan  father  who  reputedly  could 
raise  “head  up”  two  hogsheads  of  tobacco, 
weighing  nearly  a thousand  pounds 
apiece.51'52  He  attributed  his  unusual  ex- 
emption from  colds  to  his  practice  of  bath- 
ing his  feet  in  cold  water  each  morning,53 
but  he  did  suffer  from  rheumatic  attacks 
over  a long  period  of  his  life.  He  mentioned 
his  rheumatic  woes  to  his  daughter  Mary  in 
a letter  dated  May  5,  1797, 54  and  again  to 
Dr.  Rush  in  August,  1811.  To  his  medical 
friend  he  lamented  that  affliction  of  the  mus- 
cles of  his  back  and  hips  deprived  him  of 
the  power  of  walking.  He  especially  com- 
plained of  pains  in  his  hips  which  he  be- 
lieved to  be  growing  permanent.55  Occa- 
sionally, he  suffered  from  periodic  head- 
aches ; in  one  instance,  he  wrote  to  his  friend 
Peter  Carr  that  “an  attack  of  the  periodical 
headache  which  came  on  me  the  1st  of  May, 
has  not  yet  quitted  me.  The  first  week  was 
violent,  the  rest  has  been  moderate.  . .”56 
He  described  one  of  his  seizures  to  his 
daughter  Martha:  “About  9 o’clock  every 

morning  I have  a very  quickened  pulse  come 
on,  a disturbed  head  and  tender  eyes.  It 
goes  off  about  noon.”57  But  as  late  as  1816. 
Jefferson  wrote  to  Charles  Thomson,  one  of 
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his  Revolutionary  comrades,  that  he  was  in 
good  health;  and  although  he  was  too  feeble 
to  walk  much,  he  rode  considerably.  He 
used  spectacles  for  night  reading  and  for 
reading  small  print,  his  hearing  was  grow- 
ing weaker,  he  could  not  take  cold  as  well  as 
before,  but  fortunately,  his  teeth  were 
firm.58 

A decade  after  his  letter  to  Thomson,  Jef- 
ferson’s health  began  to  deterioi’ate.  From 
May  25,  1825,  through  September,  1825,  Jef- 
ferson listed  thirty  visits  by  Dr.  Dunglison 
to  Monticello.59  Dunglison  treated  his 
friend  for  a bladder  irritation,  enlargement 
of  the  prostate,  and  stricture  of  the  urethral 
prostatic  portion.60  However,  it  was  an  in- 
testinal condition  that  finally  brought  the 
stoical  seer  to  his  grave.  Dunglison  noted 
that  Jefferson’s  nutrition  had  fallen  off  and 
that  the  diarrhea,  which  he  could  not  check, 
was  an  indication  of  the  old  man’s  impend- 
ing doom.  Dunglison  prescribed  opium  for 
the  severe  inflammation  of  Jefferson’s  intes- 
tinal linings61  and  orderd  that  the  regimen 
of  mucilaginous  and  oily  drinks  “to  be  vig- 
orously continued.”62  In  December,  1825, 
Dunglison  had  prescribed  the  following 
treatment  for  the  persistent  diarrhea  which 
Jefferson  believed  was  caused  by  the  large 
quantity  of  the  water  of  Sulphur  Springs 
he  had  consumed  in  1818 :63  “Take  six 
grains  of  Rhubarb  with  fifteen  of  Magnesia 
every  other  night  in  a little  milk.  If  symp- 
toms persist,  abstain  from  vegetable  food, 
living  on  animal  food  and  biscuit.  Should 
old  symptoms  be  aggravated,  use  more  lau- 
danum.”64 

The  end  was  not  far  off.  Although  he  was 
able  to  write  an  excellent  letter  to  General 
Weightman  declining  to  attend  the  fiftieth 
anniversary  celebration  of  the  Declaration 
of  Independence,  he  spoke  freely  of  his  im- 
minent death  until  July  3 65  A day  later 
he  was  confined  to  his  bed  and  sensing  his 
end  declared,  “I  do  not  wish  to  die,  but  I do 
not  fear  to  die.”66  On  July  3 he  expi-essed 
a wish  to  die  on  the  Fourth.  The  next  day 
his  wish  was  granted.  Thomas  Jefferson 
breathed  his  last  at  ten  minutes  before  1 :00 
P.M.  on  the  Fourth  of  July,  1826.67 

Dr.  Dunglison,  who  attended  his  dear 
friend  to  the  last,  gives  this  account  of 
the  last  days  of  Jefferson.  On  July  2 the 
ex-president  was  in  a stupor,  but  manifested 
intermittent  consciousness.  On  July  3 the 
stupor  was  almost  permanent.  At  7 : 00  P.M. 


he  called,  “Ah!  Doctor  are  you  still  there?” 
His  voice  was  husky  and  indistinct.  Then 
came  the  poignant  question,  “Is  it  the 
Fourth?”  “It  will  soon  be,”  answered  Dun- 
glison. These  were  Jefferson’s  last  words. 
On  July  4 his  circulation  grew  languid,  and 
his  pulse  at  the  wrist  was  almost  impercep- 
tible. At  about  1 :00  P.M.  he  ceased  to  ex- 
ist.68 

Throughout  their  professional  and  medi- 
cal relationships,  Jefferson  and  Dunglison 
maintained  respect  for  each’s  other’s  in- 
tellect and  humanity.  Jefferson  insisted  on 
preserving  a strict  professional  attitude 
toward  his  physician,  refusing  to  be  treated 
gratis.  He  praised  Dunglison’s  skill,69  an 
accolade  not  lost  on  Dunglison  who  wi*ote 
that  “from  the  very  first  indeed  he  kindly 
gave  me  his  entire  confidence,  and  at  no  time 
wished  to  have  anyone  associated  with 
me.”70 

Conclusion 

An  eighteenth  century  x-ationalist  who 
undertook  to  absorb  the  entire  gamut  of 
earthly  wisdom,  Jefferson  was  a perennial 
student.  What  he  learned,  he  transmitted 
to  others,  directly  or  obliquely.  As  an  ad- 
ministrator, he  was  never  arbitrary,  even 
approving,  although  with  heavy  heart,  the 
dismissal  of  his  own  grandnephew  from  his 
beloved  University  of  Virginia.  If  he  ven- 
tured as  a layman  into  specialized  fields,  his 
labors  must  be  weighed  objectively  relative 
to  the  accomplishments  of  the  professionals 
in  those  fields.  In  medicine,  he  was  an  in- 
novator, encouraging  research,  medical  ed- 
ucation, and  public  health.  A friend  of  emi- 
nent physicians,  he  was  unafraid  to  dispar- 
age medical  quackery  whenever  he  chanced 
on  its  practitioners.  Apostle  of  public  edu- 
cation, religious  liberty,  and  civil  liberty,  he 
humbly  accepted  his  role  as  the  nation’s 
chief  executive  in  1801,  including  in  his 
message  to  both  houses  of  Congress  these 
idealistic  words  which  epitomize  his  person- 
ality: 

I shall  often  go  wrong,  through  defect  of 
judgment.  When  right,  I shall  often  be 
thought  wrong  by  those  whose  positions  will 
not  command  a view  of  the  whole  ground.  I 
ask  your  indulgence  for  my  own  errours, 
which  will  never  be  intentional;  and  your 
support  against  the  errours  of  others,  who 
may  condemn  what  they  would  not,  if  seen  in 
all  its  parts.  The  approbation  implied  by 
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your  suffrage  is  a great  consolation  to  me  for 
the  past;  and  my  future  solicitude  will  be, 
to  retain  the  good  opinion  of  those  who  have 
bestowed  it  in  advance,  to  conciliate  that  of 
others  by  doing  them  all  the  good  in  my 
power,  and  to  be  instrumental  to  the  happi- 
ness and  freedom  of  all.71 
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Henry  S.  Acken,  Jr.,  M.I).,  of  Sherman,  Con- 
necticut, formerly  of  Brooklyn,  died  on  January 
23  at  the  age  of  seventy.  Dr.  Acken  graduated 
in  1924  from  Johns  Hopkins  University  School 
of  Medicine.  He  was  a consulting  obstetri- 
cian and  gynecologist  at  Methodist  Hospital  of 
Brooklyn  (and  a past  president  of  the  medical 
board).  Dr.  Acken  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  American  Board  of  Obstetri- 
cians and  Gynecologists,  and  a member  of  the 
New  York  Obstetrical  Society  (and  a former 
president),  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Barre  Alan,  M.I).,  of  New  York  City,  died  on 
December  27,  1969,  at  the  age  of  forty-three. 
Dr.  Alan  graduated  in  1954  from  Northwestern 
University  Medical  School.  He  was  an  assist- 
ant attending  psychiatrist  at  The  Roosevelt 
Hospital  and  an  assistant  attending  child  psy- 
chiatrist at  The  Roosevelt  Hospital  Outpatient 
Department.  Dr.  Alan  was  a member  of  the 
American  Psychiatric  Association,  the  Ameri- 
can Psychoanalytic  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society’  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Harold  Beilin,  M.D.,  of  Albany,  died  on  January 
14  at  the  age  of  sixty-seven.  Dr.  Beilin  gradu- 
ated in  1926  from  Albany  Medical  College.  He 
was  a member  of  the  Industrial  Medical  Asso- 
ciation, the  New  York  State  Society  of  Indus- 
trial Medicine,  the  Albany  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Geddy  Butkus,  M.D.,  of  Broadalbin,  died 
on  December  17,  1969,  at  the  age  of  sixty-three. 
Dr.  Butkus  graduated  in  1932  from  Long  Island 
College  of  Medicine.  He  was  an  associate  at- 
tending physician  at  St.  Mary’s  Hospital  (Am- 
sterdam) and  a staff  physician  at  Amsterdam 
Memorial  Hospital.  Dr.  Butkus  was  a member 
of  the  Montgomery  County  Medical  Society’,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Douglas  Anderson  Calhoun,  M.D.,  of  Troy,  died 
on  October  2,  1969,  at  the  age  of  seventy- three. 
Dr.  Calhoun  graduated  in  1920  from  Albany 
Medical  College.  He  was  a Fellow  of  the  Amer- 
ican College  of  Obstetricians  and  Gynecologists 
and  a member  of  the  Rensselaer  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Mary-Light  Schaeffer  Cassidy,  M.D.,  of  Pleas- 
antville,  died  on  December  29,  1969,  at  the  age 
of  sixty-five.  Dr.  Cassidy  graduated  in  1941 
from  Long  Island  College  of  Medicine.  She  was 
director  of  pediatrics  at  Northern  Westchester 
Hospital.  Dr.  Cassidy  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Joseph  Lewis  Cirincione,  M.D.,  of  Schenectady, 
died  on  December  7,  1969,  at  the  age  of  sixty. 
Dr.  Cirincione  graduated  in  1935  from  St.  Louis 
University  School  of  Medicine.  He  was  chief 
of  dermatology  at  Ellis  and  St.  Clare’s  Hospi- 
tals and  a consulting  dermatologist  at  Eastern 
New  York  Orthopedic  Hospital-School  (Sunny- 
view)  and  Glenridge  Hospital.  Dr.  Cirincione 
was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  Ameri- 
can Academy  of  Dermatology,  the  Society  for 
Investigative  Dermatology,  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Albert  Creps,  M.I).,  of  Middle  Village,  died  on 
June  28,  1969,  at  the  age  of  sixty-two.  Dr. 
Creps  received  his  medical  degree  from  the  Uni- 
versity of  Berlin  in  1933.  He  was  an  assistant 
attending  obstetrician  and  gynecologist  at  Wyc- 
koff  Heights  Hospital  and  an  associate  attend- 
ing gynecologist  at  Evangelical  Deaconess  Hos- 
pital. Dr.  Creps  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists  and 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Andrew  Anderson  Eggston,  M.D.,  of  Mount 
Vernon  and  New  York  City,  died  on  January  26 
at  the  age  of  eighty.  Dr.  Eggston  graduated  in 
1912  from  Vanderbilt  University  School  of  Med- 
icine. He  was  a consulting  physician,  patholo- 
gist, and  allergist  and  director  of  laboratories 
at  Manhattan  Eye,  Ear  and  Throat  Hospital,  a 
consulting  pathologist  at  Mount  Vernon  Hos- 
pital, an  attending  pathologist  at  Harlem  Eye 
and  Ear  Hospital,  and  director  of  pathology  at 
Lawrence  Hospital  (Bronxville).  Dr.  Eggston 
was  a Diplomate  of  the  American  Board  of 
Pathology,  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  American 
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Association  of  Pathologists  and  Bacteriologists, 
the  American  Society  of  Clinical  Pathologists, 
the  American  Laryngological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
Society  of  Laryngology  and  Otolaryngology,  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York  (and  a 
past  president),  and  the  American  Medical  As- 
sociation. 

Paluel  Joseph  Flagg,  M.D.,  of  Yonkers,  died  on 
January  17  at  the  age  of  eighty-three.  Dr. 
Flagg  graduated  in  1909  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a consult- 
ing anesthesiologist  at  Mary  Immaculate  Hos- 
pital, a consulting  pneumatologist  at  the  New 
York  Eye  and  Ear  Infirmary,  and  an  honor- 
ary anesthesiologist  at  Jamaica  Hospital.  Dr. 
Flagg  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American 
College  of  Anesthesiologists,  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the 
International  College  of  Surgeons,  and  a mem- 
ber of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mary  Friedman,  M.D.,  of  New  York  City,  died 
on  January  17  at  the  age  of  eighty-one.  Dr. 
Friedman  graduated  in  1911  from  New  York 
Medical  College  and  Hospital  for  Women.  She 
was  an  emeritus  gynecologist  at  Lenox  Hillj 
Hospital  Outpatient  Department.  Dr.  Fried- 
man was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  thej 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Geoffrey,  M.D.,  of  Syracuse,  died  on  De- 
cember 29,  1969,  at  the  age  of  seventy-six.  Dr. 
Geoffrey  received  his  medical  degree  from  the 
University  of  Budapest  in  1916.  He  was  a 
member  of  the  Onondaga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Tasker  Howard,  M.D.,  of  Saltaire,  formerly  of 
Brooklyn,  died  on  March  3,  1967,  at  the  age  of 
eighty-eight.  Dr.  Howard  graduated  in  1903' 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  had  been  a consulting  physician 
at  Brooklyn-Cumberland  Medical  and  Kings 
County  Hospital  Centers.  Dr.  Howard  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  (Cardiovascular  Diseases)  and  a Fel- 
low of  the  American  College  of  Physicians. 

Christian  Frederick  Ketels,  M.D.,  of  New  York 
City,  died  on  December  15,  1969,  at  the  age  of 
seventy-four.  Dr.  Ketels  received  his  medical 
degree  from  the  University  of  Hamburg  in 
1921.  He  was  an  emeritus  ophthalmologist  at 
Lenox  Hill  Hospital.  Dr.  Ketels  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology 
and  a member  of  the  New  York  County  Medical 


Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herbert  H.  Lampert,  M.D.,  of  Brooklyn,  died  on 
January  6 at  the  age  of  sixty-nine.  Dr.  Lam- 
pert graduated  in  1928  from  Baltimore  Univer- 
sity School  of  Medicine.  He  was  an  assistant 
attending  physician  at  Caledonian  Hospital  and 
a senior  clinical  assistant  physician  at  The 
Mount  Sinai  Hospital.  Dr.  Lampert  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morris  Leibson,  M.D.,  of  Long  Island  City,  died 
on  January  8 at  the  age  of  seventy-one.  Dr. 
Leibson  received  his  medical  degree  from  the 
University  of  Beirut  in  1927.  He  was  an  at- 
tending ophthalmologic  surgeon  at  Harlem  Eye 
and  Ear  Hospital  and  an  assistant  attending 
ophthalmologist  and  refractionist  at  Harlem 
Hospital.  Dr.  Liebson  was  a member  of  the 
Pan  American  Association  of  Ophthalmology, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harrison  L.  McLaughlin,  M.D.,  of  New  York 
City,  died  on  January  4 at  the  age  of  sixty- 
three.  Dr.  McLaughlin  graduated  in  1933  from 
Queens  University  Faculty  of  Medicine.  He 
was  an  attending  orthopedic  surgeon  at  Pres- 
byterian Hospital,  a consulting  orthopedic  sur- 
geon at  St.  Francis  (Poughkeepsie),  Brook- 
haven  Memorial  (Patchogue),  Beekman-Down- 
town,  St.  Joseph’s  (Yonkers),  and  Elizabeth  a 
Horton  Memorial  (Middletown)  Hospitals  and 
a professor  of  clinical  orthopedic  surgery  at  Co- 
lumbia University  College  of  Physicians  and 
Surgeons.  Dr.  McLaughlin  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Leslie  MacNaughton,  M.D.,  of  Argyle,  died  on 
January  7 at  the  age  of  eighty-one.  Dr.  Mac- 
Naughton graduated  in  1921  from  Rush  Medi- 
cal College.  He  was  a member  of  the  Herkimer 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Anthony  Joseph  Manzella,  M.D.,  of  Lancaster 
and  Buffalo,  died  on  December  8,  1969,  at  the 
age  of  sixty-three.  Dr.  Manzella  graduated  in 
1930  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  surgeon  and  an 
associate  chief  of  surgery  at  Emergency  Hos- 
pital of  the  Diocese  of  Buffalo  and  an  attending 
surgeon  at  Sisters  of  Charity  Hospital  of  Buf- 
falo. Dr.  Manzella  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the 
Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 
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Edward  Booth  Mates,  M.D.,  of  Wellsville,  died 
on  June  1,  1969,  at  the  age  of  fifty-eight.  Dr. 
Mates  graduated  in  1937  from  Albany  Medical 
College.  He  was  an  attending  surgeon  at  Jones 
Memorial  Hospital.  Dr.  Mates  was  a member 
of  the  Allegany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Walter  I.ester  Mattick,  M.D.,  of  Buffalo,  retired 
chief  of  the  Department  of  Head  and  Neck  Sur- 
gery at  Roswell  Park  Memorial  Institute,  died 
on  December  30,  1969,  at  the  age  of  eighty- 
three.  Dr.  Mattick  graduated  in  1911  from 
Cornell  University  Medical  College.  He  was 
a Diplomate  of  the  American  Board  of  Ra- 
diology, a Diplomate  of  the  American  Board  of 
Otolaryngology,  and  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Laurence  Stratton  Maynard,  M.D.,  of  Brooklyn, 
died  on  July  18,  1969,  at  the  age  of  forty-six. 
Dr.  Maynard  graduated  in  1948  from  Columbia 
University  College  of  Physicians  and  Surgeons 
and  received  his  Master  of  Public  Health  degree 
from  there  in  1951. 

Theodore  Monoson,  M.I).,  of  Brooklyn,  died  on 
December  23,  1969,  at  the  age  of  sixty-two.  Dr. 
Monoson  received  his  medical  degree  from  the 
University  of  Vienna  in  1935.  He  was  a gen- 
eral practitioner  on  the  medical  staff  at  Com- 
munity Hospital  of  Brooklyn  and  an  assistant 
attending  physician  in  gastroenterology  at 
Coney  Island  Hospital  Outpatient  Department. 
Dr.  Monoson  was  a member  of  the  American 
Academy  of  General  Practice,  the  American 
Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Adrian  P.  O’Flaherty,  M.D.,  of  The  Bronx,  died 
on  May  26,  1969,  at  the  age  of  sixty-nine.  Dr. 
O’Flaherty  graduated  in  1924  from  University 
and  Bellevue  Hospital  Medical  College. 

Kurt  Rosenberg,  M.D.,  of  Foi'est  Hills,  died  on 
January  28  at  the  age  of  fifty-five.  Dr.  Rosen- 
berg received  his  medical  degree  from  the  Uni- 
versity of  Bern  in  1937.  He  was  executive  di- 
rector of  the  Medical  Society'  of  the  County  of 
Queens.  Dr.  Rosenberg  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 


cians and  Gynecologists,  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Fawcett  Shaw,  M.D.,  of  Falls  Village, 
Connecticut,  formerly  of  Thiells,  died  on  March 
30,  1969,  at  the  age  of  eighty-seven.  Dr.  Shaw 
graduated  in  1912  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a Fellow  of  the  American  College  of  Surgeons. 

Robert  Donald  Stone,  M.I).,  of  Hollis,  died  on 
January  11  at  the  age  of  sixty-five.  Dr.  Stone 
received  his  medical  degree  from  the  University 
of  Berlin  in  1938.  He  was  a clinical  assistant 
physician  at  Queens  Hospital  Center  and  a gen- 
eral practitioner  on  the  medical  staff  at  Terrace 
Heights  Hospital.  Dr.  Stone  was  a member  of 
the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Julius  Stronczer,  M.D.,  of  The  Bronx,  died  in 
1969  in  his  eighty-second  year.  Dr.  Stronczer 
graduated  in  1912  from  Long  Island  College 
Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Frederick  Carl  Waldbillig,  M.I).,  of  Burnt  Hills, 
died  on  December  22,  1969,  at  the  age  of  sixty. 
Dr.  Waldbillig  graduated  in  1933  from  Albany 
Medical  College.  He  was  a member  of  the 
Schenectady'  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hiram  Samuel  Yellen,  M.D.,  of  Buffalo,  died  on 
September  2,  1969,  at  the  age  of  seventy-five. 
Dr.  Yellen  graduated  in  1917  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was  an 
associate  consulting  obstetrician  at  Edward  J. 
Meyer  Memorial  Hospital,  a consulting  obstetri- 
cian at  Children’s  Hospital,  a consulting  gyne- 
cologist at  St.  Francis  Hospital,  and  a senior 
consulting  obstetrician  and  gynecologist  at 
Buffalo  General  Hospital.  Dr.  Yellen  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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PHYSICIANS  WANTED— CONT’D 


J ASSOCIATE  MEDICAL  DIRECTORS  V 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 

M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


PSY CH I ATRIST (S) : PROGRESSIVE  UPSTATE  NEW 

Y ork  college  community,  anxious  to  assist  in  the  establish- 
ment of  private  psychiatric  practice.  Opportunity  also  to 
relate  to  a County  Mental  Health  Program,  as  well  as 
collegiate  student  health  needs,  if  interested.  Write  to: 
Edward  C.  Ackerman,  Admin.,  A.  O.  Fox  Memorial  Hos- 
pital, Oneonta,  N.Y.  13820. 


PEDIATRICIAN,  FORMING  MEDICAL  MULTI-SPEC- 
ialty  group  to  serve  Beacon-Cold  Spring  area.  Minimum 
guarantee:  no  investment;  fully  equipped.  Phone  (914) 
265-3606. 


OPPORTUNITY  FOR  GENERAL  PRACTITIONER  TO 
grow  with  island  community  100  miles  east  of  Manhattan. 
Summer  resort  activities  increase  year-round  population 
of  1,600  to  8,000  April  through  November.  Long  estab- 
lished practice  to  be  available  late  spring  due  to  personal 
circumstances.  Well  equipped  65-bed  hospital  and  new 
nursing  home  in  neighboring  community.  For  complete 
details,  communicate  with  Frank  Gross,  M.D.,  or  Super- 
visor Evans  K.  Griffing,  Shelter  Island  Heights,  New  York 
11965. 


FAMILY  OR  GENERAL  PRACTITIONER,  NEW  YORK 
licensee;  excellent  opportunity;  progressive,  small  com- 
munity serving  20,000  population  in  northern  New  York 
not  far  from  several  major  teaching  centers;  space  avail- 
able in  doctors  office  building  adjacent  69  bed  JCAH 
hospital;  minimum  guarantee  considered.  For  further 
information  and  details,  contact  George  H.  Hanlon,  M.D., 
Doctors  Office  Building,  77  W.  Barney  St.,  Gouverneur, 

N.Y.  13642. 


OBSTETRICIAN-GYNECOLOGIST  TO  DIRECT  SER- 
vice  in  69  bed  JCAH  community  hospital  in  progressive 
northern  New  York  community  close  to  several  teaching 
centers;  Board  qualifications  and  New  York  State  license 
required;  will  guarantee  minimum  if  desired.  For  de- 
tails, contact  George  H.  Hanlon,  M.D.,  Doctors  Office 
Building,  77  W.  Barney  St.,  Gouverneur,  N.Y.  13642. 


INTERNIST,  PEDIATRICIAN,  OPHTHALMOLOGIST, 
or  ENT  to  establish  private  practice.  Five  other  special- 
ists in  same  medical  center.  Attractive,  fast  growing  com- 
munity. Information,  contact  John  E.  Lombardi,  D.D.S., 
39  Newton  Sparta  Rd.,  Newton,  N.J.  (201)  383-4421. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modern  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  North- 
ville,  Michigan  48167. 


GENERAL  SURGEON,  YOUNG,  QUALIFIED,  Li- 
censed New  York  State,  full  time,  for  busy,  private  surgi- 
cal practice  in  New  York  City.  Please  refer  to  R.M.,  P. 

O.  Box  568,  Jamaica,  N.  Y.  11431. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  CERTI- 
fied,  to  join  4-man,  fee  for  service  group  in  active,  300  bed 
voluntary  hospital  in  Brooklyn.  Salary  commensurate 
with  qualifications  leading  to  early  partnership  if  mutually 
agreeable.  Contact:  Executive  Office,  Lutheran  Med- 

ical Center,  4520  Fourth  Ave.,  Brooklyn,  N.Y.  11220. 
Tel:  (212)  492-3200. 


ANESTHESIOLOGIST  FOR  GROUP  IN  LONG  ISLAND 
area.  Excellent  opportunity;  early  partnership.  Write 
Anesthesia  Dept.,  800  Front  St.,  Hempstead,  L.  I.,  N.  Y. 
11550. 


GENERAL  PRACTICE  OPPORTUNITIES:  PHYSI- 

cians  wanted  to  serve  community  of  30,000  and  surround- 
ing community  areas  of  additional  15,000  population. 
Affiliation  with  fine  280  bed,  fully  accredited  community 
hospital  available  for  all  acceptable  candidates;  70  miles 
from  New  York  City.  New  York  State  license  required. 
All  outdoor  winter  and  summer  sports  in  immediate  vi- 
cinity. Call  Harold  Mamelok,  M.D.,  Chief  of  Staff, 
collect,  (914)  343-1151,  or  write  Harold  Mamelok,  M.D., 
Chief  of  Staff,  Horton  Memorial  Hospital,  Middletown, 
N.Y.  10940. 


ANESTHESIOLOGIST  WANTED  TO  JOIN  6 MAN 
group  on  Long  Island.  No  OB.  Excellent  fringe  bene- 
fits. Send  resume.  Post  Office  Box  93,  Rockville  Centre, 
N.Y. 11570. 


PEDIATRICIANS  AND  E.  N.  T.  SPECIALISTS,  COM- 
munity  of  30,000  with  surrounding,  rapidly  growing  medi- 
cal service  area  of  125,000  population.  280  bed,  fully 
accredited  hospital  with  excellent  specialty  staff,  70  miles 
from  New  York  City.  All  outdoor  winter  and  summer 
sports  in  immediate  vicinity.  Call  Harold  Mamelok, 
M.D.,  Chief  of  Staff,  collect,  (914)  343-1151,  or  write  to 
Harold  Mamelok,  M.D.,  Horton  Memorial  Hospital, 
Middletown,  N.Y.  10940. 


PHARMACEUTICAL  INDUSTRY 

Tremendous  growth  in  the  pharmaceutical  In- 
dustry has  created  many  outstanding  career 
positions  that  offer:  Excellent  starting  salaries, 
Liberal  fringe  benefits  equivalent  to: 

• 30%  of  Base  Salary  • Regular  Hours  Vacations 

• Opportunity  to  travel  • Research  affiliations. 

For  further  information  regarding  a career  in 
Industry,  please  reply  in  confidence  to:  Medi- 
cal Division 

*£td. 

. Management  Recruiting  Consultants  ^ 

\ 576  Fifth  Ave.,  New  York,  N.Y.  10036  ( 
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PHYSICIANS  WANTED— CONT’D 


ATTENTION  DOCTORS:  RESIDENT  DOCTORS, 

with  New  York  State  license,  who  have  vacations  during 
the  months  of  July  and  August  1970.  The  Community 
General  Hospital  of  Sullivan  County,  Monticello- Liberty, 
New  York  (voluntary-164  beds)  located  in  the  heart  of 
the  Catakill  Mountains,  is  looking  for  two  (2)  summer 
residents.  All  hotel  facilities  available  on  time  off.  The 
residencies  are  available  for  either  2 months  or  1 month 
lieriods.  Salary  open.  For  further  information,  call 
collect  to  Mr.  M.  Leshner.  Asst.  Administrator,  (914) 
794-5000,  Monday  through  Friday,  9 a.m.  to  4 : 30  p.m. 


RADIOLOGIST:  LOCUM  TEN  HNS  FOR  SIX  WEEKS 

during  July-August  vacation.  County  in  New  York  City. 
Diagnostic  roentgenology  and  cobalt  teletherapy  practice. 
Supply  short  curriculum  vitae.  Designate  salary  desired. 
Box  903,  r;  NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST.  EXPERIENCED,  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


GENERAL  SURGEON  DESIRES  ASSOCIATION  WITH 
group  or  another  surgeon.  Semi-academic  or  academic 
position  also  possible.  N.Y.C.  or  suburb  or  semi-rural. 
Box  896,  % NYSJM. 


RADIOLOGIST,  CERTIFIED,  1943  U.S.  GRADUATE, 
university  trained,  seeks  full-time  position  in  routine  X-ray 
diagnosis  in  N.Y.C.  metropolitan  area.  Modern  fluoroscopy 
equipment  preferred;  could  assist  at  therapy;  salary  nego- 
tiable. Box  901,  % NYSJM. 


LOCUM  TENENS:  INTERNIST  AVAILABLE  MAY  1- 
June  15,  eastern  Long  Island;  $750  per  week;  possible 
earlier.  Box  900,  % NYSJM. 


PRACTICES  AVAILABLE 


GENERAL  PRACTICE  IN  MANHATTAN;  COM- 
pletely  equipped  including  300  MA  Profexray,  etc. 
Unparalled  opportunity  for  geriatrician,  medically  and 
financially.  Box  902,  % NYSJM. 


DERMATOLOGY  PRACTICE  OF  LONG  STANDING, 
for  sale,  due  to  sudden  death.  Completely  equipped, 
modem  office.  Inquire  Mrs.  Joseph  Cirincione,  1530 
Union  St.,  Schenectady,  N.  Y.  12309.  Phone  (518) 
377-2295. 


SHIRLEY,  MONTAUK  HIGHWAY:  MODERN, 

equipped,  8 room  office,  2-story  home.  No  doctor,  30.000 
population  area.  $32,000.  Tell  it  to  friends.  F.  Remy, 
M.D.,  Box  T,  Greenport,  N.  Y.  11944. 


MEDICAL  PRACTICES  FOR  SALE.  LET  US  SELL 
your  GP  or  specialty  practice  and  help  you  relocate  any- 
where. For  information,  contact  Mr.  Kanarick,  Pro- 
fessional Practice  Sales,  310  Madison  Ave„  New  York 
City.  (212)  697-7566.  Nationwide  clearing  house  for 
selling  medical  practices.  Also,  consulting  services  avail- 
able. All  inquiries  confidential. 


PRACTICES  WANTED 


BOARD  CERTIFIED  PSYCHIATRIST,  AGE  37,  SEEKS 
private  practice  opportunity  in  N.Y.  State.  Group  or 
solo.  Experienced  in  all  psychiatric  therapies.  Income 
potential  must  exceed  $40,000.  Box  898,  % NYSJM. 


MISCELLANEOUS 


AFRICAN  SCULPTURE  HAS  ASSUMED  ITS  RIGHT- 
ful  place  in  the  panaroma  of  world  art.  We  go  directly  to 
the  interior  of  West  Africa,  Cameroons  and  Congo  to  ob- 
tain ceremonial  masks  and  statues  made  for  tribal  use. 
Tribal  Arts  ,129  East  4th  St.  (First  Ave.),  982-4556,  Wed. 
to  Fri.  2—9  p.m.;  Sat.  12-6  p.m.,  or  by  appointment. 
(After  March  6,  at  84  E.  10  St.) 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE— 10  RM.,  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  corner,  main  st.,  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


FOR  RENT:  DOCTOR’S  FURNISHED  OFFICES, 

waiting  room,  two  examination  rooms.  Located  in  Buf- 
falo’s fastest  growing  suburb.  Close  to  hospitals  and  Uni- 
versity of  Buffalo.  Ideal  location  with  ample  parking. 
Established  practice  for  thirty-six  years  by  deceased 
doctor.  For  information,  call  632-2591,  or  write  Mrs.  R.  R. 
Greil,  5674  Main  St.,  Williamsville,  N.Y.  14221. 


OFFICE  SPACE  AVAILABLE  IN  NEW,  AIR  CONDI- 
ditioned,  brick  medical  building  with  ample  parking. 
Prime  location  on  Route  304  in  the  center  of  Rockland 
County.  Box  897,  % NYSJM. 


PROFESSIONAL  SUITE  TO  SHARE,  EAST  60’S, 
newly  decorated  and  furnished.  Prefer  plastic  surgeon. 
Box  899,  NYSJM. 


OFFICE  AND  HOME  FOR  RENT  IN  WHITE  PLAINS, 
Westchester  County.  Good  opportunity  for  young, 
general  practitioner  who  speaks  Italian.  Call  (914)  RO 
1-1585. 


MEDICAL  OFFICE.  EAST  SIDE.  COMPLETE  CON- 
sultation  and  treatment  room  available  with  established 
surgical  specialist.  Suitable  for  internist,  surgeon,  surgical 
specialist.  Fifth  Avenue  address,  area  of  Metropolitan 
Museum  of  Art.  Modem  building  with  private  street 
entrance.  Large,  newly  decorated,  and  centrally  air 
conditioned.  Call  10:00  a.m.  to  6 p.m.  (212)  RH  4-2040. 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 
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These  children  need  CARE 

Children  cry.  They  cry  when  they  need  to  be 
burped,  or  want  comfort  and  reassurance.  And 
around  the  world  there  are  warm  arms  that 
cuddle  little  people. 

But  not  in  South  Vietnam.  Children  cry 
here  from  the  rat-tat-tat  of  machine  guns  hid- 
den in  steaming  jungles.  They  cry  as  flames 
consume  homes,  and  parents  are  no  more.  They 
weep  for  the  world  and  cry  out  for  the  com- 
passion of  mankind. 

If  you  love  children,  help  CARE  to  aid 
these  small  members  of  the  human  family.  You 
have  it  in  your  power  to  cradle,  love  and  restore. 

Generous  American  and  Canadian  citi- 

Publishcrs’  Children’s  Fund— Vietnam 
CARE,  Inc.,  660  First  Avenue,  New  York,  N.  Y.  10016 

(Contribulions  a re  tax  deductible] 

Thi»  advertisement  appears  as  a public  service  as  part  of  a cooperative  program  sponsored  by  American  magazine  and  book  publishers. 


zens  have  enabled  CARE  to  send  vitally  needed 
aid  to  every  province  of  South  Vietnam.  The 
money  they  gave  has  been  spent  for  food  for 
those  who  have  no  food.  Homes  for  the  dis- 
placed. Educational  supplies  for  children 
whose  schools  have  been  destroyed.  Agricul- 
tural tools  to  enable  villages  to  growmore  food. 
The  need  for  such  assistance  increases  daily. 

In  South  Vietnam,  the  children  cry  out. 
Can  you  close  your  ears  and  pass  by  on  the 
other  side? 

Won’t  you  please  make  out  a check  or 
money  order  to  Publishers’  Children’s  Fund 
and  send  it  today  to: 
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NEW  YORK  CITY  AREA 


March  16,  1970  / March  20,  1970 

9:00  a.m.-5:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

CLINICAL  NEUROLOGY 

MORRIS  B.  BENDER,  M.D.  and  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $75 


March  16,  1970  / March  18,  1970 

9:00  a.m.-5:00  p.m.,  Monday-Wednesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

LABORATORY  METHODS  IN 
BLOOD  BANKS 

RICHARD  E.  ROSENFIELD,  M.D.,  and  Members 
of  the  Hematology  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


MONDAY,  MARCH  16 

4:00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center  and 
Continuing  Education  Conference  Center 

450  Clarkson  Avenue 
Brooklyn 

MODERN  TECHNOLOGY  vs. 
BIOLOGICAL  WISDOM 

PAUL  B.  SEARS,  Ecologist  and  Naturalist 
Discussion: 

Tuesday,  March  17  at  3:00  p.m. 


March  16,  1970  / for  5 weekly  sessions 

8:30  p.m.,  Mondays 

American  Institute  for  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

THE  NEUROTIC  AND  HIS  FAMILY: 
INTRODUCTION  TO  FAMILY  THERAPY 

Applications:  HARRY  GERSHMAN,  M.D.,  Dean, 

at  the  above  address;  Tel.  TE  8-8044 


March  17,  1970  and  March  24,  1970 

10:00  a. m.,  Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 
Pediatric  postgraduate  Lectures 

March  17 

Recent  Advances  in  Our  Understanding 
and  Prevention  of  Varicella-Zoster 
Infections 

PHILIP  A.  BRUNELL,  M.D. 

N.Y.U.  School  of  Medicine 

March  24 

Recent  Advances  in 
Genetic  Counseling 

KURT  HIRSCHHORN,  M.D. 

N.Y.U.  School  of  Medicine 


March  17,  1970  / June  2,  1970 

5:00—6:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARSHAK,  M.D. 

MANSHO  T.  KHILNANI,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


TUESDAY,  MARCH  17 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 

2 East  1 03rd  Street 

SECTION  ON  MEDICINE 


8 : 30  p.m. 

Medical  Society  of  the  County  of  Kings 

Downstate  Medical  Center 

450  Clarkson  Avenue,  Lecture  Hall  jfl 

Brooklyn 

HEALTH  PLANNING  FOR  THE  FUTURE 

WALTER  C.  BORNEMEIER,  M.D.,  Pres.-Elect 
American  Medical  Association 
HON.  CHARLES  E.  GOODELL 
U.S.  Senator  from  New  York  State 


March  18,  1970  and  March  25,  1970 

8:00-10:00  a.m.,  Wednesdays 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in  Psychiatry  for 
Community  Physicians 
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MODERN  MEDICINE 


March  18 

Management  of  Psychosomatic  Illnesses 
March  25 

Use  of  Psychotropic  Drugs  in  General 
Practice 

CREDIT:  C-l 


March  19,  1970/ March  20,  1970 

8:00  a.m.  Registration 

Columbia  University  P & S 
Department  of  Radiology 

Alumni  Auditorium 
630  West  168th  Street 

Postgraduate  Course  on 

ANGIOGRAPHY 

Under  the  Direction  of 

SADEK  K.  HILAL,  M.D.  and 
KENT  ELLIS,  M.D. 

FEE:  $100 

Moil  application  to:  MELVIN  D.  YAHR,  M.D.,  Associate 

Dean,  at  the  above  address 


March  18,  1970  and  March  25,  1970 

4:00—7:00  p.m.,  Wednesdays 

New  York  City  Health  Department 

Second  Floor  Conference  Room 
125  Worth  Street 

Continuing  Education  for  Physicians 

March  18 

Childhood  Tuberculosis 

1.  Diagnosis;  Problems  in  Skin  Testing; 
Primary  I.N.H.  Resistance 

MORRIS  STIENER,  M.D. 

Downstate  Medical  Center 

2.  Diagnosis  and  Management  of  Cystic 
Fibrosis 

CAROL  DENNING,  M.D. 

Presbyterian  Hospital 

March  25 

1.  Adolescent  Gynecology 

ALBERT  ALTCHECK,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Pediatric  Gynecology 

ALBERT  ALTCHECK,  M.D. 

CREDIT:  C-1 


WEDNESDAY,  MARCH  18 

8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medical 

2 East  103rd  Street 

ANCIENT  SCIENCE  AND 


GREGORY  ALTSCHULLER,  M.D. 
Roosevelt  Hospital 


8 : 30  p.m. 

The  Group  for  Geriatric  Psychiatry 

Gracie  Square  Hospital 
420  Eost  76th  Street 

PSYCHOPHARMACOLOGIC  TREATMENT 
OF  DEPRESSION  IN  THE  AGED 

SEYMOUR  ROSENBLATT,  M.D. 

Mount  Sinai  School  of  Medicine 


8 : 30  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

Blumenthal  Auditorium 
The  Mount  Sinai  Hospital 

The  Nathan  Rosenthal  Hematology  Seminar 

IMMUNOGLOBULINS— 

RECENT  ADVANCES 

KIMISHIGE  ISHIZAKA,  M.D. 

Children's  Asthma  Research  Institute 
and  Hospital,  Denver,  Colorado 
HENRY  G.  KUNKEL,  M.D. 

Rockefeller  University 
Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-1 


March  19,  1970  / March  21,  1970 

7:45  a.m.  Registration 

The  American  College  of  Cardiology 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  at  1 00th  Street 

PERSPECTIVES  IN  CARDIOLOGY 

FEE:  $1  00  for  non-members 

$ 75  for  Members 

Apply:  WILLIAM  D.  NELLIGAN,  Executive  Director, 

American  College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


March  19,  1970  and  March  26,  1970 

11:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

March  19 

Treatment  of  Acidosis,  Alkalosis, 
Dehydration  and  Malnutrition — Part  I 

LEON  NADROWSKI,  M.D. 
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March  26 

Treatment  of  Acidosis,  Alkalosis, 
Dehydration  and  Malnutrition — Part  II 

Dr.  Nadrowski 

CREDIT:  C-l 


March  19,  1970  and  March  26,  1970 

2 : 00-3  : 30  p.m.,  Thursdays 

The  Roosevelt  Hospital 

Winston  Conference  Room 
428  West  59th  Street 

March  19 

The  Social  Worker  as  a Change  Agent 

MRS.  SYLVIA  CLARKE 

March  26 

Perceptual  Disorders  Revealed 
through  Psychological  Testing 

BURTON  MILENBACH,  Ph.D.  and 
JEROME  SOLL,  Ph.D. 


March  1 9,  1 970  and  March  26,  1 970 

9:00-1  1 : 00  a.m.,  Thursdays 

Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

RECENT  ADVANCES  IN 
INFECTIOUS  DISEASES 

March  19 

Viral  Hepatitis 

WILLIAM  ROSENTHAL,  M.D. 

New  York  Medical  College 

March  26 

Pyelonephritis 

KURT  LANGE,  M.D. 

New  York  Medical  College 


THURSDAY,  MARCH  19 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Biomedical  Engineering  with  the  Section  on 
Occupational  Medicine  and  the  New  York  Society  of 
Industrial  Medicine 
2 East  103rd  Street 

Symposium  on 

APPLICATION  OF  ENGINEERING 
PRINCIPLES  IN  CLINICAL  MEDICINE 

Moderator 

GEORGE  R.  NAGAMATSU,  M.D. 


8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychotherapy 

Carnegie  International  Center 
345  East  46th  Street 

SHOULD  SURGERY  BE  PERFORMED 
ON  TRANSSEXUALS? 

HARRY  BENJAMIN,  M.D. 

Society  for  the  Scientific  Study  of  Sex 

Discussants 

ELLIOTT  WEITZMAN,  M.D. 

Cornell  University  Medical  College 
ROBERT  W.  LAIDLAW,  M.D. 

Roosevelt  Hospital 

For  further  information:  Stanley  Lesse,  M.D.,  15  West 

81  st  Street,  New  York,  N.Y.  1 0024. 


8 : 30  p.m. 

The  Brooklyn  Psychiatric  Society 

Brooklyn  State  Hospital 
681  Clarkson  Avenue 
Brooklyn 

CHARACTEROLOGICAL  PROBLEMS: 
A CLINICAL  ORIENTATION 

PETER  L.  GIOVACCHINI,  M.D. 

University  of  Illinois 


March  19,  1970  and  March  26,  1970 

8:30  p.m.,  Thursdays 

St.  Luke's  Hospital  Center 

Sunderland  Auditorium 
Amsterdam  Avenue  at  1 14th  Street 

March  19 

Radiology  of  the  Gl  Tract 

NATHANIAL  FINBY,  M.D. 

March  26 

Special  Radiographic  Procedures 

RICHARD  KITTREDGE,  M.D. 


FRIDAY,  MARCH  20 

8 : 00  a.m. 

Maimonides  Medical  Center 

Department  of  Pediatric  Services  and  the 
Department  of  Obstetrics  and  Gynecology, 
Downstate  Medical  Center  and  the 
Kings  County  Chapter  of  AAGP 
Fuhs  Auditorium 
4802  Tenth  Avenue 


Speakers 

DONALD  W.  BAKER,  M.D. 
University  of  Washington 
PHILIP  C.  RICHARDSON,  M.D. 


University  Of  Texas  ENT  PROBLEMS  IN  CHILDREN 

DONALD  TROXEL,  M.D. 

Massachusetts  Institute  of  Technology  STANLEY  WEIN,  M.D. 

Subscription  Dinner  at  6:30  p.m.  CREDIT:  C-l 
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March  20,  1970  and  March  21,  1970 

9:00  a.m.-5:00  p.m.,  Friday 
9:00  a.m.-10:30  a.m.,  Saturday 

Hospital  for  Joint  Diseases 

Research  Institute  Auditorium 
1 24th  Street  and  Madison  Avenue 

THE  JOINTS  OF  THE  HAND:  A 

SYMPOSIUM  ON  PATHOLOGY  AND 
TREATMENT 

ALFRED  E.  SWANSON,  M.D.,  Guest  Moderator 
Grand  Rapids,  Michigan 

All  interested  parties  are  invited  to  attend.  For 
additional  information,  please  call  Mrs.  Birnkrant, 
Deportment  of  Orthopaedics,  TR  6-7000,  ext.  5 1 5. 


FRIDAY,  MARCH  20 

8 : 30  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

HYPOCHONDRIA  AND  DEPRESSION 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

For  registration,  contact  Sid  Herling,  M.S.W.,  Ex.  Dir.,  at 
the  above  address. 

NO  FEE  CREDIT:  C-l 


8 : 30  p.m. 

The  Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

OUR  MAGIC  WISHES  IN  THE 
GREAT  SOCIETY 

EUGENE  PAPOWITZ,  M.D. 

Karen  Horney  Clinic 


SUNDAY,  MARCH  22 

8:30  a.m.-l  : 30  p.m. 

Brookdale  Hospital  Center 

Theodore  Shapiro  Residence  Hall 
Rockaway  Parkway  and  Linden  Boulevard 
Brooklyn 

DISEASES  OF  THE  THYROID  GLAND 

Panel  From  Columbia  University  P & S 
CREDIT:  C-l 


March  23,  1970  and  March  30,  1970 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 


March  23 

Lipids  and  Atherosclerosis 

ELAINE  FELDMAN,  M.D. 

Downstate  Medical  Center 

March  30 

Clinical  Aspects  of  Abnormal  Sexual 
Development 

ARTHUR  SCHVAL,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-l 


March  23,  1970  / June  8,  1970 

5:00-6:00  p.m.,  Mondays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

DIFFERENTIAL  DIAGNOSIS  IN 
RADIOLOGY  OF  THE  CHEST 

COLEMAN  B.  RABIN,  M.D.  and 
BERNARD  S.  WOLF,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


March  24,  1970  and  March  31,  1970 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
321  East  1 5th  Street 

March  24 

Hyperparathyroidism 

ARTHUR  HECHT,  M.D. 

March  31 

Heart  Block  Secondary  to 
Myocardial  Infarction — 
Pacemaker  Therapy 

JACOB  HIRSCH,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


WEDNESDAY,  MARCH  25 

4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

REGIONAL  ENTERITIS 

MURRAY  DAVIDSON,  M.D. 

Bronx-Lebanon  Hospital 

CREDIT:  C-l 
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8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  1 03rd  Street 
1 8th  Annual  Karen  Horne/  Lecture 

VARIATIONS  WITH  AND  BETWEEN 
FAMILIES  OF  SCHIZOPHRENICS: 
IMPLICATIONS  FOR  ETIOLOGY  AND 
TREATMENT 

LYMAN  C.  WYNNE,  M.D.,  Chief,  Adult  Psychiatry 
Branch,  National  Institute  of  Mental  Health 


THURSDAY,  MARCH  26 

4 : 00  p.m. 

New  York  University  School  of  Medicine 
"BOSWELL’S  SPLEEN” 

WILLIAM  OBER,  M.D. 

Knickerbocker  Hospital 


9 : 30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

JAUNDICE  IN  THE  NEWBORN 

FELIX  FELDMAN,  M.D. 

Coney  Island  Hospital 

CREDIT:  C-l 


March  30,  1970  / April  4,  1970 

Columbia  University  P & S 

630  West  168th  Street 

COURSE  IN  HEAD  AND  NECK  SURGERY 

JOHN  CONLEY,  M.D.,  Chairman 
FEE:  $300  (Limited  to  15) 

Write  to:  MELVIN  D.  YAHR,  M.D.,  Assistant  Dean,  at  the 

above  address. 


MONDAY,  MARCH  30 

9:  00  p.m. 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

STROKES  AND  BRAIN  TUMORS 
DIFFERENTIAL  DIAGNOSIS  AND 
TREATMENT 

ABRAHAM  RABINER,  M.D. 

CREDIT:  C-l 


NEW  YORK  CITY  AREA 
FUTURE  EVENTS 


April  1,  1970  / June  3,  1970 

12:00  noon-2  : 00  p.m.,  Wednesdays 

Columbia  University  P & S 

MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  IN  OFFICE  PRACTICE 

A.  LEVAY,  M.D.,  R.  MacKINNON,  M.D., 

J.  KATIS,  M.D.,  and  members  of  AAGP 

FEE:  $150 


April  8,  1970  / April  1 1,  1970 

New  York  Fertility  Research  Foundation 

1 23  East  89th  Street 

CULDOSCOPY  AND  INFERTILITY 
COURSE 

MAXWELL  ROLAND,  M.D. 

MARTIN  J.  CLYMAN,  M.D. 

ALBERT  DECKER,  M.D. 

AND  STAFF 

FEE:  $250 


April  22,  1970  / April  24,  1970 

8:30  a.m.-5:00  p.m.,  Wednesday-Friday 

Ophthalmic  Plastic  Service  of 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

INTENSIVE  COURSE  IN  OPHTHALMIC 
PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D.  and  Staff 
FEE:  $100 


April  27,  1970  / May  1,  1970 

Full  time,  five  day  course 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

TYMPANOPLASTY  COURSE 

ADOLPH  WOLFERMAN,  M.D.,  Directing 
FEE:  $300 

Apply:  Mr.  Vernon  Dressier,  Administrator,  above 

address. 


710  New  York  State  Journal  of  Medicine  / March  1,  1970 

WGO-6 


April  27,  1 970  / April  29,  1 970 

The  Glaucoma  Center  of  the 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

ANNUAL  SEMINAR  ON  GLAUCOMA 

A.  S.  ROSENBERG,  M.D.,  D.  KRAVITZ,  M.D.  and  Staff 
FEE:  $125 


April  29,  1970  / May  1,  1970 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 

COURSE  IN  CORNEAL  SURGERY 

A.  BENEDICT  RIZZUTI,  M.D.,  Directing 
FEE:  $175 

For  information  on  all  courses  being  given  at  Brooklyn  Eye 
and  Ear  Hospital,  please  contact:  MR.  VERNON  DRESSLER, 

Administrator,  at  the  above  address. 


SATURDAY,  MAY  2 

The  Brooklyn  Eye  and  Ear  Hospital  Alumni 
Association  Granada  Hotel,  Brooklyn 

A SYMPOSIUM  ON  SURGERY  OF 
CONGENITAL  EYE  DISORDERS  IN 
INFANTS  AND  CHILDREN 

1.  Surgery  of  Development  Abnormalities 
of  Vitreous 

NORMAN  S.  JAFFE,  M.D. 

2.  Genetics  in  Surgery  of  Congenital  Eye 
Disorders 

HAROLD  F.  FALLS,  M.D. 

3.  Surgery  of  Congenital  Cataract 

ARNALL  PATZ,  M.D. 

4.  Late  Results  of  Congenital  Cataract  Sur- 
gery 

p.  robb  McDonald,  m.d. 

5.  Surgery  of  Congenital  Glaucoma 

MILES  A.  GALIN,  M.D. 

6.  Surgery  of  Congenital  Abnormalities  of 
Cornea 

A.  BENEDICT  RIZZUTI,  M.D. 

7.  Surgery  of  Congenital  Lid  Malformations 

MARTIN  BODIAN,  M.D. 

8.  Surgery  Congenital  Abnormalities  Extra- 
ocular Muscles 

ROBERT  D.  REINECKE,  M.D. 

9.  Surgery  of  Tumors  in  Infants  and  Children 

IRA  S.  JONES,  M.D. 


May  6,  1970  / May  8,  1970 
Columbia  University  P & S 

Alumni  Auditorium 
630  West  168th  Street 

Postgraduate  Course  in 

RADIOLOGY  OF  THE 
GASTROINTESTINAL  TRACT 

FEE:  $100 

Write:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean,  at  the 

above  address 


SATURDAY,  MAY  9 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

NINTH  ANNUAL  ADVANCED 
CONTACT  LENS  SEMINAR 

Program  Coordinators; 

JORGE  N.  BUXTON,  M.D.,  FRANK  B.  HOEFLE,  M.D. 
and  MR.  JAMES  J.  KOVERMAN 

FEE:  $50 

20  for  Accredited  Residents  and  Fellows 

For  further  information,  please  write:  JANE  STARK, 

Registrar,  New  York  Eye  and  Ear  Infirmary,  310  East 
1 4th  Street,  N.Y.,  N.Y.  1 0003. 


May  I 1,  1970  / May  15,  1970 

Albert  Einstein  College  of  Medicine 
Department  of  Radiology 

1 300  Morris  Park  Avenue 
Bronx 

NEURORADIOLOGY  POSTGRADUATE 
COURSE 

For  further  information,  please  contact:  Mannie  M. 

Schechter,  M.D.,  Program  Director,  at  the  above  address. 


May  15,  1970  / May  17,  1970 

The  Long  Island  Jewish  Medical  Center 

Hotel  Americana 

The  XI  International  Symposium  on 

VECTORCARDIOGRAPHY 

Write  for  program:  Room  106,  The  Long  Island  Jewish 

Medical  Center,  270-05  76th  Avenue,  New  Hyde  Park, 
N.Y.  1 1 040. 
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ALBANY  AREA 


Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

March  19,  1970 

Allergy  and  Immunology 
March  26,  1970 
Cancer 
April  2,  1970 

Pediatric  Cardiology 
April  9,  1970 
Urology 
April  16,  1970 
Dermatology 
April  23,  1970 
Endocrinology 

CREDIT:  C-l 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 
April  9 

Neurology  Seminar  Day 
April  10  and  1 1 

Thirty-third  Annual  UB  Alumni 
Spring  Clinical  Days 
May  7 

Ear,  Nose  and  Throat 
May  14  and  15 

New  Adjuncts  in  Anesthesiology 
May  27  and  28 

Geriatric  Medicine 
June  1 and  2 

Rehabilitation  of  Strokes  and 
Spinal  Cord  Injuries 

CREDIT:  C-l 


TWO-WAY  TELEPHONE 
CONFERENCES 


TWO-WAY  CONFERENCE  PROGRAMS 

The  two-way  telephone  conference  programs  will  con- 
tinue the  format  established  last  year  but  to  an  expanded 
network.  It  is  anticipated  that  for  the  current  year  there 
will  be  about  60  outlets  on  the  network  organized  by  the 
Regional  Medical  Program. 


Three  series  are  planned:  A weekly  series  of  general 

interest  presented  Tuesday  mornings  beginning  Sept.  16 
at  11:30  a.m.,  the  once-a-month  City-wide  Obstetrics 
and  Gynecology  Conference  meeting  at  9 a.m.  the  first 
Wednesday  and  the  once-a-month  series  on  Trauma  pre- 
sented on  the  fourth  Thursday  at  1 0 : 30  a.m. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.,  Tel  (716) 
833-2726. 


NASSAU  COUNTY 


WEDNESDAY,  MARCH  18 

8 :00  a.m. 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

Lectures  in  Pathology 

BREAST  AND  SKIN 

E.  J.  FELDERMAN,  M.D. 

CREDIT:  C-l 


ROCHESTER  AREA 


8 : 45  Registration 

March  19,  1970  / March  20,  1970 

New  York  State  Heart  Assembly’s 
Coronary  Heart  Disease  Committee 

Flagship  Hotel 
Rochester 

PROBLEMS  IN  DELIVERING  CARDIAC 
CARE 

Thursday 

1.  Panel: 

The  Role  of  Regional  Medical  Pro^ 

grams  in  Cardiac  Care 

Topics: 

Concept  of  RMP-PH  Law  89-239 
Delivery  of  Community  Service 
Professional  Service  in  Nursing 

2.  Panel: 

Extension  of  Coronary  Care 
Philosophy  Into  the  Community 
Topics: 

Pre-Hospital  Phase  Therapy 
Coronary  Care  Concepts 
Hospital-to-Home  Preparation 

3.  Dinner  with  Guest  Speaker 
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Friday 

1.  Panel: 

Legal  Implications  in  Coronary  Care 

Units 

Topics: 

Hospital  Administrator  and  Coronary 
Care  Units 

Physician-Director  of  a Coronary  Care 
Unit 

Nurse  in  the  Coronary  Care  Unit 
Lawyer  and  Cornary  Care  Units 

2.  Expediency  of  Excellence  in  Coronary 
Nurse  Training 

Topics: 

Pre-Service  Education  of  the  R.N. 
On-the-Job  Education  of  the  Nurse 

CREDIT:  C-l 


ROCHESTER  AREA  FUTURE  EVENTS 


THURSDAY,  APRIL  9 

9:00  a.m. 

Rochester  General  Hospital 

Moin  Conference  Room 
1425  Portland  Avenue 

CARDIOLOGY 

FEE:  $15  CREDIT:  C-1 


THURSDAY,  MAY  14 

Afternoon  and  Evening 

The  Rochester  Ophthalmological  Society 

University  of  Rochester  Medical  Center 
and  the  University  Club 

1.  Afternoon  Clinical  Session  at  the 
University  Medical  Center 

2.  Dinner  and  Memorial  Lecture 
Thyroid  Exophthalmopathy 

JOSEPH  A.  C.  WADSWORTH,  M.D. 

Duke  University  Medical  Center 

3.  Friday,  May  15th  session  will  include 

FRANCIS  L’ESPERANCE,  M.D.,  THOMAS  KEARNS, 
and  GEORGE  SPAETH  M.D.,  as  Guest  Lecturers  M.D. 


SUFFOLK  COUNTY 


TUESDAY,  MARCH  17 

9:00  p.m. 

Brunswick  General  Hospital 

366  Broadway 
Amityville 


DIAGNOSIS  AND  TREATMENT  OF 
SELECTED  SKIN  DISORDERS 

RICHARD  K.  SCHER,  M.D. 

CREDIT:  C-l 


UTICA  AREA 


THURSDAY,  MARCH  19 

2 : 00  p.m. 

The  Central  New  York  Academy  of 
Medicine 

2 1 0 Clinton  Road 
New  Hartford 

Postgraduate  Teaching  Day  on  Arthritis 

UNUSUAL  FORMS  OF  ARTHRITIS 

MARTIN  M.  SANDERS,  M.D.,  Chairman 
Speakers: 

Charles  j.  McDonald,  m.d. 

PAUL  H.  CALABRESI,  M.D. 

Roger  Williams  General  Hospital 
Providence,  R.l. 

JOSEPH  P.  ZAIA,  M.D. 

University  of  Rochester  School  of  Medicine 

CREDIT:  C-l 


RADIO  FOR  NEW  YORK  CITY  AREA 


For  the  Month  of  March 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 
Two-Way  Radio  Conferences  for  Physicians 
Station  WRVR-FM  106.7  Mhz. 

March  16 

Central  Venous  Pressure — Technique  and 
Clinical  Use 

Robert  O.  Burns,  M.D. 

Richard  H.  Wasserburger,  M.D. 

University  of  Wisconsin  Medical  School 

March  23 

A Common  Clinical  Problem — 
Depression 

Bernard  Berkowitz,  M.D. 

Alan  M.  Kraft,  M.D. 

N.  Michael  Murphy,  M.D. 

John  Nilsen,  M.D. 

Albany  Medical  College 

C-1  Credit  will  be  given  if  attendance  is  recorded 
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RADIO  FOR  ALBANY  AND  EVENTS  RECEIVED  AFTER  DEADLINE 

CANTON  AREAS  


For  the  Month  of  March 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 
Two-Way  Radio  Conferences  for  Physicians 
Station  WAMC-FM  (Albany)  90.3  Mhz. 
Station  WSLU-FM  (Canton)  96.7  Mhz. 

March  16  and  19 

Central  Venous  Pressure-Technique  and 
Clinical  Use 

Robert  O.  Burns,  M.D. 

Richard  H.  Wasserburger,  M.D. 

University  of  Wisconsin  Medical  School 

March  17,  18,  and  20 

Radiotherapy  and  Oral  Cancer 

Isadore  Lampe,  M.D. 

University  of  Michigan  Medical  School 

March  23  and  26 

A Common  Clinical  Problem — Depression 

Bernard  Berkowitz,  M.D. 

Alan  M.  Kraft,  M.D. 

N.  Michael  Murphy,  M.D. 

John  Nilsen,  M.D. 

Albany  Medical  College 

March  24,  25,  and  27 

New  Approaches  to  Carcinoma  of  the 
Urinary  Bladder 

Marvin  Woodruff,  M.D. 

Albany  Medical  College 

C-l  Credit  will  be  given  if  attendance  is  recorded 


TUESDAY,  MARCH  17 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

FETISH  AND  TRANSITIONAL  OBJECT: 
FUTURE  CONSIDERATIONS 


THURSDAY,  MARCH  26 

9:00  a.m. 

New  York  Medical  College 

Sixth  Floor  Auditorium 
Metropolitan  Hospital  Center 
First  Avenue  at  95th  Street 

1 sf  Annual  Chaikin  Lecture 

THE  CLINICAL  AND  PHYSIOLOGICAL 
APPLICATION  OF  ANTIBODIES  TO 
GASTRIN 

JAMES  E.  McGUIGAN,  M.D. 

J.  Hillis  Miller  Health  Center 
University  of  Florida 


SUBSCRIPTION  RENEWAL  ORDER  BLANK 

WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.Y.  10017  Date_ 

Name No.  of  Subscriptions 

Attention Title 

Address 

City State Zip 

□ $3.00  check  enclosed  for  “WHAT  GOES  ON" 

□ $7.50  check  enclosed  for  “NEW  YORK  STATE  JOURNAL  OF  MEDICINE” 

(see  enclosed  Order  Blank  for  Journal) 
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Valium  is  generally  well  tolerated.  In 
3er  maintenance  dosage,  it  seldom  dulls 
senses  or  interferes  with  function. 

1 cardiorespiratory  function  is  not 
ulv  depressed.  In  elderly  and 
ilitated  patients,  dosage  should  be 
ted  to  the  smallest  effective  amount  to 
:lude  ataxia  or  oversedation 


(2  mg  to  2V2  mg  once  or  twice  daily, 
initially,  to  be  increased  gradually  as 
needed  and  tolerated) . 


\folium 


(diazepam) 

2 mg,  5-mg,  10-mg  tablets 

helps  relieve  psychic  tension 
and  secondary  depressive  symptoms 


sposition  to  habituation  and  dependence.  In  preg- 
/,  lactation  or  women  of  childbearing  age,  weigh  po- 
ll benefit  against  possible  hazard, 
lutions:  If  combined  with  other  psychotropics  or  anti- 
ilsants,  consider  carefully  pharmacology  of  agents 
iyed.  Usual  precautions  indicated  in  patients  severely 
ssed,  or  with  latent  depression,  or  with  suicidal  ten- 
es.  Observe  usual  precautions  in  impaired  renal  or 
ic  function.  Limit  dosage  to  smallest  effective  amount 
erlv  and  debilitated  to  preclude  ataxia  or  oversedation. 
Effects:  Drowsiness,  confusion,  diplopia,  hypotension, 

— „ • 1:L  • J . r . • 1 • 1 1 • 


jaundice,  skin  rash,  ataxia,  constipation,  headache,  inconti- 
nence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  oc- 
cur, discontinue  drug.  Isolated 
reports  of  neutropenia,  jaun- 
dice; periodic  blood  counts 
and  liver  function  tests  ad- 
visable during  long-term 


Roche 

LABORATORIES 


Division  of  Hoffmann -La  Roche  Inc. 
Nutlev.  New  Jersey  07110 


Give  your  patients 

rest  from  pain  Empirin  Compound 


with  Codeine 


Phosphate  gr.l/2,No. ' 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  31 4, 
Caffeine  gr.  Vi. 

B.W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Li  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.1 


liethylpropion  hydrochloride) 


/ork s on  the  appetite 
ot  on  the  nerves' 

en  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
port  for  the  weight  control  program  you  recommend. 
ANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
. Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ly  low  incidence  of  CNS  stimulation. 

’-aindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
rug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse, 
ling;  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
nts  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
rsf  trimester  of  pregnancy  unless  potential  benefits  outweigh  potenficl  risks, 
rse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
ant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
lativeiy  low  incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  may 
sionaliy  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  ittteriness.  In  contrast.  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  as  tachycardia,  precordlal  pain, 
arrhythmio.  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  chonges  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  cgronuiocytosis,  and  leukopenia.  A voriefy  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurio,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  an  additional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo6a  / t/70  / u.s.  patent  no.  3,001. bjo 
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Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 
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Fast.Jong-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Oivision 
P.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York.  N Y 10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12.  36  and  60  tablets. 
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Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  mognesium  hydroxides  plus  simethicone 


Good  fasten  patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

’with  the  defoaming  action  of  simethicone 


( Stuart ) 

V J PHARMACEUTICALS  Pcsadena.  Calif.  91109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del  19899 


Necrology 


Karl  Andermann,  M.D.,  of  Queens  Village,  died 
on  July  2,  1969,  at  the  age  of  fifty-six.  Dr. 
Andermann  received  his  medical  degree  from 
the  University  of  Florence  in  1938.  He  was  a 
supervising  psychiatrist  at  Creedmore  State 
Hospital.  Dr.  Andermann  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Henry  Andrews,  M.D.,  of  New  York 
City,  died  on  January  20  at  the  age  of  fifty- 
nine.  Dr.  Andrews  graduated  in  1936  from  Al- 
bany Medical  College.  Former  chief  of  the 
medical  staff  at  St.  Elizabeth  Hospital  he  had 
also  served  three  years  at  a CARE  hospital  in 
Santa  Rosa,  Honduras.  Dr.  Andrews  was  a 
Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  International  Academy  of 
Proctology,  the  Yonkers  Academy  of  Medicine, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herman  Anfanger,  M.D.,  of  White  Plains,  died 
on  January  6 at  the  age  of  fifty-nine.  Dr. 
Anfanger  graduated  in  1936  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  associate  attending  pediatrician  at 
The  Mount  Sinai  and  St.  Agnes  Hospitals  and 
the  White  Plains  Hospital  Association.  Dr. 
Anfanger  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Amer- 
ican Academy  of  Pediatrics,  the  New  York 
Pediatric  Society,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

David  Edward  Bigwood,  Jr.,  M.D.,  of  Syracuse, 
died  on  January  21  at  the  age  of  sixty-one. 
Dr.  Bigwood  graduated  in  1937  from  Yale  Uni- 
versity School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Preventive 
Medicine  (Public  Health)  and  a member  of  the 
American  Public  Health  Association,  the  Syra- 
cuse Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Alfred  Thomas  Corvin,  M.D.,  of  New  York  City, 
died  on  January  28  at  the  age  of  sixty.  Dr. 
Corvin  received  his  medical  degree  from  the 
University  of  Vienna  in  1934.  He  was  a pre- 
ceptor in  psychiatry  at  The  Mount  Sinai  Hos- 
pital. Dr.  Corvin  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 


Psychiatric  Association,  the  American  Psycho- 
analytic Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Debora  Halberstam,  M.D.,  of  The  Bronx,  died 
on  December  4,  1969,  at  the  age  of  seventy-two. 
Dr.  Halberstam  received  her  medical  degree 
from  the  University  of  Vienna  in  1921.  She 
was  an  assistant  attending  pediatrician  at  Lin- 
coln Hospital.  Dr.  Halberstam  was  a member 
of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Aitken  Harrar,  M.D.,  of  Williamsport, 
Pennsylvania,  formerly  of  New  York  City,  died 
on  January  26  at  the  age  of  ninety-four.  Dr. 
Harrar  graduated  in  1901  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  had 
been  a consulting  obstetrician  and  gynecologist 
at  The  New  York  Hospital,  St.  Joseph’s  Hos- 
pital (Far  Rockaway),  and  the  Margaret 
Hague  Maternity  Center  (Jersey  City,  New 
Jersey).  Dr.  Harrar  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Obstetrical  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Gordon  Heyd,  M.I).,  of  New  York  City, 
died  on  February  4 at  the  age  of  eighty-five. 
Dr.  Heyd  graduated  in  1909  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  Retired,  he 
was  a former  director  of  surgery  at  New  York 
Post-Graduate  Hospital  and  Medical  School,  a 
professor  of  clinical  surgery  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
and  a past  president  of  United  Medical  Service. 
Dr.  Heyd  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of 
the  American  Gastro-Enterological  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County 
Medical  Society  (president  in  1932),  the  Medi- 
cal Society  of  the  State  of  New  York  (president 
in  1933),  and  the  American  Medical  Association 
(president  1936  to  1937). 

Sidney  HofTman,  M.D.,  of  Brooklyn,  died  on  Jan- 
uary 24  at  the  age  of  fifty-nine.  Dr.  Hoffman 
graduated  in  1937  from  New  York  Medical  Col- 
lege. He  was  an  attending  dermatologist  at  St. 
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Doctor,  after  all  we’ve 
been  through  together... 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartoncllosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 

listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. ..don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AdiroV 


55 


Every  pharmacist  knows  ACHRO  V stands  for  ACHROMY  CIN1'  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin- maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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after  you’ve  tried 


i+ieumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

do  for  these  patients? 

salicylates  and  rest 


helps  relieve  pain,fevei; 
swelling,  and  tenderness 


Please  see  new  prescribing  information 
on  following  page. 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be 
considered  a simple  analgesic  and  should  not  be  used  in  con- 
ditions other  than  those  recommended  under  Indications.  The 
drug  should  not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high  potency  of  the 
drug  and  the  variability  of  its  potential  to  cause  adverse  re- 
actions, the  following  are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects, 
particularly  in  doses  over  150-200  mg/day,  without  corre- 
sponding clinical  benefits;  and  2)  careful  instructions  to,  and 
observations  of,  the  individual  patients  are  essential  to  the 
prevention  of  serious  and  irreversible,  including  fatal,  adverse 
reactions,  especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheumatoid  and  de- 
generative joint  disease  unresponsive  to  adequate  trial  of 
salicylates  and  other  measures  of  established  value,  such  as 
appropriate  rest.  Has  been  found  effective  in  active  stages  of: 
1)  moderate  to  severe  rheumatoid  arthritis  including  acute 
flares  of  chronic  disease,  2)  moderate  to  severe  rheumatoid 
(ankylosing)  spondylitis,  and  3)  moderate  to  severe  degenera- 
tive joint  disease  of  the  hip  (osteoarthritis  of  the  hip).  Has 
been  found  effective  in  relieving  pain  and  reducing  fever, 
swelling,  and  tenderness  in  acute  gouty  arthritis  in  selected 
patients.  May  enable  reduction  of  steroid  dosage  in  patients 
receiving  steroids  for  the  more  severe  forms  of  rheumatoid 
arthritis;  in  such  instances  the  steroid  dosage  should  be  re- 
duced slowly  and  the  patients  followed  very  closely  for  any 
possible  adverse  effects. 

Contraindications:  Children  14  years  of  age  and  under;  preg- 
nant women  and  nursing  mothers;  active  gastrointestinal  le- 
sions or  history  of  recurrent  gastrointestinal  lesions;  allergy  to 
aspirin  and  indomethacin. 

Warnings:  Gastrointestinal  Effects . Because  of  the  occurrence 
and,  at  times,  severity  of  gastrointestinal  reactions,  be  con- 
tinuously alert  for  any  sign  or  symptom  signaling  a possible 
gastrointestinal  reaction.  The  risks  of  continuing  therapy  with 
INDOCIN  in  the  face  of  such  symptoms  must  be  weighed 
against  the  possible  benefits  to  the  individual  patient.  Gas- 
trointestinal effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  antacids.  Use  greater 
care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  in- 
cluding those  of  the  macula,  have  been  observed  in  some  pa- 
tients on  prolonged  therapy.  Discontinue  therapy  if  such 
changes  are  observed  Ophthalmologic  examination  at  periodic 
intervals  is  desirable  in  patients  on  prolonged  therapy. 

Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psy- 
chiatric disturbances,  epilepsy,  and  parkinsonism,  and  should 
be  used  with  considerable  caution  in  patients  with  these  con- 
ditions. If  severe  CNS  reactions  develop,  discontinue  the  drug. 


Precautions:  Blurred  vision  may  be  a significant  symptom  that 
warrants  a thorough  ophthalmologic  examination.  Patients 
should  be  cautioned  about  engaging  in  activities  requiring 
mental  alertness  and  motor  coordination,  as  driving  a car.  Head- 
ache which  persists  despite  dosage  reduction  requires  com- 
plete cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the  drug  with  extra 
care  in  the  presence  of  existing  controlled  infection.  After 
the  acute  phase  of  the  disease  is  under  control,  an  attempt  to 
reduce  the  daily  dose  should  be  made  repeatedly  until  the 
patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  mul- 
tiple ulcerations  of  the  esophagus,  stomach,  duodenum,  or 
small  intestine,  including  perforation  and  hemorrhage,  with 
fatalities  in  some  instances;  gastrointestinal  bleeding  without 
obvious  ulcer  formation;  perforation  of  preexisting  sigmoid 
lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased  ab- 
dominal pain  in  ulcerative  colitis  patients  or  development  of 
ulcerative  colitis  and  regional  ileitis;  gastritis,  which  may  per- 
sist after  the  cessation  of  the  drug;  nausea,  vomiting,  anorexia, 
epigastric  distress,  abdominal  pain,  and  diarrhea. 

Eye  Reactions.  Corneal  deposits  and  retinal  disturbances,  in- 
cluding those  of  the  macula,  have  been  observed  on  prolonged 
therapy;  blurring  of  vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  includ- 
ing some  fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone 
marrow  depression,  agranulocytosis,  leukopenia,  and  thrombo- 
cytopenic purpura.  Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal  bleeding,  appropri- 
ate blood  determinations  are  recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  distress,  including 
dyspnea  and  asthma;  angiitis;  pruritus;  urticaria;  angioedema; 
skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  episodes,  deper- 
sonalization, depression,  coma,  convulsions,  peripheral  neurop- 
athy, drowsiness,  mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular  - Renal  Reactions:  Edema,  elevation  of  blood  pres- 
sure, hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 
Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glyco- 
suria, ulcerative  stomatitis,  and  epistaxis. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in 
bottles  of  100  and  1000;  capsules  containing  50  mg  indometh- 
acin each,  in  bottles  of  100. 

For  more  detailed  information,  consult  your  Merck  Sharp  & Dohme 
representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merrk  4 Co  Inc  West  Pbmt  P.»  19486 

where  todays  theory  is  tomorrows  therapy 
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John’s  and  St.  Mary’s  Hospitals,  an  associate 
attending  dermatologist  at  Coney  Island  Hos- 
pital, and  an  assistant  attending  dermatologist 
at  Methodist  Hospital  of  Brooklyn.  Dr.  Hoff- 
man was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  Ameri- 
can Academy  of  Dermatology,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  So 
ciety  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

William  Andrew  Holla,  M.D.,  of  Hartsdale,  diid 
on  December  31,  1969,  at  the  age  of  eighty-four. 
Dr.  Holla  graduated  in  1911  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  American  Public  Health  Asso- 
ciation, the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Raymond  Spier  Kibler,  M.D.,  of  Buffalo,  died  on 
June  4,  1969,  at  the  age  of  fifty-two.  Dr.  Kibler 
graduated  in  1941  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  a senior  can- 
cer research  internist  in  the  Department  of 
Nuclear  Medicine  at  Roswell  Park  Memorial  In- 
stitute. Dr.  Kibler  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  American  Society  of  Clinical 
Pathologists,  the  Society'  of  Nuclear  Medicine, 
the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Earl  I).  Kilmer,  M.D.,  of  Olean,  died  on  Novem- 
ber 30  at  the  age  of  eighty-eight.  Retired,  Dr. 
Kilmer  graduated  in  1904  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  hon- 
orary ophthalmologist  at  Olean  General  Hospi- 
tal. 

Irving  Le  Bell,  M.D.,  of  Buttonwood  Harbor, 
Longboat  Key,  Florida,  formerly  of  New  York 
City,  died  on  February  11  at  the  age  of  sixty- 
four.  Dr.  Le  Bell  graduated  in  1931  from  Cor- 
nell University  College  of  Medicine.  He  had 
been  a consulting  pediatrician  at  Knickerbocker 
Hospital,  an  assistant  attending  pediatrician  at 
Flower  and  Fifth  Avenue  and  Metropolitan 
Hospitals,  and  former  chief  of  communicable 
diseases  at  the  New  York  City  Board  of  Health. 
Dr.  Le  Bell  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Amer- 
ican Academy  of  Pediatrics,  and  the  American 
Public  Health  Association. 

William  Lessen,  M.D.,  of  Syracuse,  died  on  De- 
cember 16,  1969,  at  the  age  of  seventy.  Dr. 
Lessen  graduated  in  1925  from  Boston  Univer- 
sity School  of  Medicine.  He  was  an  attending 
physician  in  general  practice  at  Crouse-Irving 
Hospital.  Dr.  Lessen  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
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Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Michael  T.  Levitan,  M.D.,  of  Brookline,  Massa- 
chusetts, formerly  of  Rome,  died  on  January  29 
at  the  age  of  eighty-six.  Dr.  Levitan  graduated 
in  1908  from  Long  Island  College  Hospital.  He 
was  an  honorary  physician  at  Rome  Hospital 
and  Murphy  Memorial  Hospital.  Retired  in 
1958,  in  1928  he  became  full-time  medical  direc- 
tor for  public  and  parochial  schools  and  in  1938 
he  was  president  of  the  Association  of  School 
Physicians.  Dr.  Levitan  was  a member  of  the 
Utica  Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Aquinas  McCabe,  M.D.,  of  Brooklyn,  died 
on  January  28  at  the  age  of  seventy-four.  Dr. 
McCabe  graduated  in  1921  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Bernardino  Marcotullio,  M.D.,  of  The  Bronx, 
died  on  February  9 at  the  age  of  sixty-four. 
Dr.  Marcotullio  received  his  medical  degree 
from  the  University  of  Rome  in  1931.  He  was 
an  assistant  attending  physician  at  Columbus 
Hospital.  Dr.  Marcotullio  was  a member  of  the 
New  York  Cardiological  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Frank  James  Massucco,  M.D.,  of  Port  Chester, 
died  on  December  27,  1969,  at  the  age  of  sixty. 
Dr.  Massucco  graduated  in  1936  from  the  Uni- 
versity of  Vermont  College  of  Medicine.  He 
was  an  honorary  surgeon  on  the  medical  staff 
at  United  Hospital.  Dr.  Massucco  was  a Fel- 
low of  the  American  College  of  Surgeons. 

Herbert  Mendel,  M.D.,  of  Bayside,  died  on  Jan- 
uary 31  at  the  age  of  seventy.  Dr.  Mendel  re- 
ceived his  medical  degree  from  the  University 
of  Rostock  in  1926.  He  was  an  attending  physi- 
cian in  general  practice  at  Parsons  Hospital. 
Dr.  Mendel  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  So- 


ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Emanuel  Muskatblit,  M.D.,  of  New  York  City, 
died  on  January  21  at  the  age  of  eighty.  Dr. 
Muskatblit  received  his  medical  degree  from 
the  University  of  Odessa  in  1916.  He  was  a 
Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

George  Prussin,  M.D.,  of  Brooklyn,  died  on  Jan- 
uary 10  at  the  age  of  sixty-two.  Dr.  Prussin 
graduated  in  1933  from  George  Washington 
University  School  of  Medicine.  He  was  an  at- 
tending physician  in  internal  medicine  at  Coney 
Island  Hospital  and  an  associate  attending  phy- 
sician in  internal  medicine  at  Jewish  Hospital 
of  Brooklyn  and  Kingsbrook  Jewish  Medical 
Center.  Dr.  Prussin  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  State  Society  of  In- 
ternal Medicine,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Weissman,  M.D.,  of  The  Bronx,  died  on 
July  16,  1969,  at  the  age  of  seventy-five.  Dr. 
Weissman  graduated  in  1921  from  Fordham 
University  School  of  Medicine. 

Gene  Armour  Welch,  M.D.,  of  Ithaca,  died  on 
December  10,  1969,  at  the  age  of  thirty-nine. 
Dr.  Welch  graduated  in  1956  from  the  Univer- 
sity of  McGill  Faculty  of  Medicine.  He  was  an 
attending  physician  at  Sage  Hospital.  Dr. 
Welch  was  a member  of  the  American  Academy 
of  General  Practice,  the  Tompkins  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Benjamin  Louis  Zahn,  M.D.,  of  Wingdale,  died 
on  January  25  at  the  age  of  sixty-three.  Dr. 
Zahn  graduated  in  1934  from  the  University  of 
Glasgow  Medical  Faculty.  He  was  an  associate 
attending  physician  at  Harlem  Valley  State 
Hospital  (Wingdale).  Dr.  Zahn  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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First,  there  were 
tranquilizers  for 
anxiety 


Then,  there  were 
antidepressants  for 
depression 


© 1969.  PFIZER 


NOW,  Pfizer  Laboratories  introduces 


Sineq 

DOXEPIN  HCll 


uan 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that  is 
a tranquilizer. 


The  first  single  agent  with  potent 

dual  action... active  throughout  the  spectrum 

of  psychoneurotic  anxiety/depression 


New  Sinequan  (doxepin  hcd... 

in  coexisting  anxiety/ depression 

142  patients  with  symptoms  of  both  anxiety  and  depres- 
sion were  treated  with  Sinequan—  83%  of  the  patients 
showed  marked,  moderate,  or  slight  improvement. 


% OF 
PATIENTS 
IMPROVED 

83% 


In  three  double-blind  studies  comparing  Sinequan  and 
a fixed  combination  (perphenazine-amitriptyline), 
Sinequan  was  found  to  be  at  least  as  effective  as— and 
in  some  cases  more  effective  than— the  combination. 

New  Sinequan... 
in  prominent  anxiety 

238  psychoneurotic  patients  in  whom  anxiety  was  the 
most  prominent  symptom  were  treated  with  Sinequan 
— 84%  of  the  patients  showed  marked,  moderate,  or 
slight  improvement. 


PATIENTS 

IMPROVED 

84% 


In  eight  double-blind  studies  of  Sinequan  and  either 
chlordiazepoxide  or  diazepam,  Sinequan  was  always 
found  to  be  at  least  as  effective  as— and  in  some  cases 
more  effective  than— the  tranquilizers  in  relieving 
symptoms  of  anxiety. 

New  Sinequan... 
in  prominent  depression 

259  psychoneurotic  patients  in  whom  depression  was 
the  most  prominent  symptom  were  treated  with 
Sinequan— 81%  of  the  patients  showed  marked,  mod- 
erate, or  slight  improvement. 


NO.  OF 
PATIENTS 
IMPROVED 

IMPROVEMENT 

% OF 

DIAGNOSIS 

TOTAL 

MARKED  MODERATE 

SLIGHT 

IMPROVED 

psychoneurotic 

depression 

259 

210 

106  72 

32 

81% 

In  five  double-blind  studies  of  Sinequan  and  amitrip- 
tyline, Sinequan  was  always  found  to  be  at  least  as 
effective  as— and  in  some  cases  more  effective  than— the 
antidepressant  in  relieving  symptoms  of  depression. 

Data  on  File,  Medical  Research  Laboratories,  Pfizer  Pharmaceuticals,  C'nas.  Pfizer  & Co., 
Groton,  Conn. 

Summary  of  clinical  experience  with  Sinequan  (doxepin  HCI)  in,  Pitts,  N.:  The  Clinical 
Evaluation  of  Doxepin— A New  Psychotherapeutic  Agent:  Psychosomatics  10:164,  May- 
June,  1969. 


DIAGNOSIS  TOTAL 

NO.  OF  IMPROVEMENT 

IMPROVED  MARKED  MODERATE  SLIGHT 

psychoneurotic  ooo 
anxiety  c.00 

201  92  59  50 

TARGET 

SYMPTOMS  TOTAL 

NO  OF 
PATIENTS 
IMPROVED 

IMPROVEMENT 

MARKED  MODERATE  SLIGHT 

anxiety/  149 

depression  i-Hc 

118 

39  46  33 

Adverse  reactions: 

Sinequan  (doxepin  HCl)  is  usually 
well  tolerated,  even  in  the  elderly. 
Those  side  effects  which  do  occur  are 
generally  mild. 

Most  frequently  observed  side  effects 
Drowsiness  has  been  observed,  usu- 
ally early  in  the  course  of  therapy.  It 
tends  to  disappear  as  therapy  con- 
tinues. 

Anticholinergic  effects  (including  dry 
mouth,  blurred  vision,  constipation) 
have  been  reported.  They  are  usually 
mild  and  often  subside  with  contin- 
ued therapy  or  reduction  of  dose. 
Infrequently  observed  side  effects 
Extrapyramidal  symptoms  have  been 
infrequent  and  have  usually  occurred 
at  high  dose  levels.  They  tend  to  be 
mild  and  easily  controlled. 
Cardiovascular  effects,  such  as  hypo- 
tension and  tachycardia,  have  been 
reported  infrequently. 

Other  infrequently  reported  side 
effects  include  dizziness,  nausea,  in- 
creased sweating,  edema,  nasal  con- 
gestion and  weight  gain. 

Sinequan  is  noneuphoriant,  and  no 
dependence  has  been  reported  to 
date. 

Safety: 

Liver  disorders,  blood  dyscrasias,  lens 
opacities  or  pigment  deposits  in  eyes 
or  skin  have  not  been  reported  to  date 
with  Sinequan. 

Contraindications : 

Sinequan  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensi- 
tivity to  the  drug,  and  in  patients  with 
glaucoma  or  a tendency  to  urinary  re- 
tention. 

Warnings: 

Sinequan  should  not  be  used  concom- 
itantly or  within  two  weeks  of  ther- 
apy with  MAO  inhibitors. 

Sinequan  should  not  be  used  in 
pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  it  is  essential 
for  the  welfare  of  the  patient.  Its  use 
in  children  under  12  years  of  age  is 
not  recommended  because  safe  con- 
ditions for  its  use  have  not  been  estab- 
lished. 

(See  last  page  for  full  adverse  reac- 
tions, contraindications,  warnings 
and  precautions.) 


LABORATORIES  DIVISION 

New  York.  N Y 10017 


Recommended  dosage: 


Starting  dosage- 
25  mg.,  t.i.d. 
Maximum  dosage- 
300  mg.  per  day. 


Expected  activity: 


Antianxiety  activity  is  rapidly 
apparent,  comparable  to  that  of  the 
benzodiazepine  tranquilizers. 
Antidepressant  activity  is  com- 
parable to  the  tricyclic  antidepres- 
sants. 


How  supplied: 

Bottles  of  100 
capsules  of  10  mg., 
25  mg.,  and  50  mg.; 
bottles  of  1000 
capsules  of  25  mg. 
and  50  mg. 


(ACTUAL  SIZE) 


NEW 

Sineq 

DOXEPIN  HCll 

0/'"')  Starling  dosage: 
00-*“* 
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The  first  single  agent 
that  can  be  prescribed 
as  a tranquilizer,  an 
antidepressanL.or  both 


SINEQUAN  (Doxepin-HCl)  Capsules 

Description.  SINEQUAN  (doxepin-HCl)  is  a new  dibenzoxepin  psycho- 
therapeutic agent  with  marked  antianxiety  and  significant  antidepressant 
activity. 

Chemistry.  SINEQUAN  (doxepin-HCl)  is  a dibenzoxepin  derivative  and 
is  the  first  of  a new  family  of  psychotherapeutic  agents.  Specifically,  it  is 
an  isomeric  mixture  of  N.N-Dimethyl-dibenzlb.eJoxepin-A1  M6H).  v propyl- 
amine hydrochloride. 


Indications.  In  a carefully  designed  series  of  controlled  studies,  SINEQUAN 
(doxepin  • HC1)  has  been  shown  to  have  marked  antianxiety  and  signifi- 
cant antidepressant  activity.  SINEQUAN  (doxepin-HCl)  is  recommended 
for  the  treatment  of: 

1.  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions. 

2.  Mixed  symptoms  of  anxiety  and  depression. 

3.  Alcoholic  patients  with  anxiety  and/or  depression. 

4.  Anxiety  associated  with  organic  disease. 

5.  Psychotic  depressive  disorders  including  involutional  depression  and 
manic  depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well 
to  SINEQUAN  (doxepin-HCl)  include  anxiety,  tension,  depression,  so- 
matic symptoms  and  concerns,  insomnia,  guilt,  lack  of  energy,  fear,  ap- 
prehension and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  SINEQUAN 
(doxepin-HCl)  is  of  particular  value  since  it  exerts  a potent  antidepres- 
sant effect  as  well  as  antianxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepres- 
sant drugs  may  benefit  from  treatment  with  SINEQUAN  (doxepin-HCl). 

Clinical  experience  has  shown  that  SINEQUAN  (doxepin-HCl)  is  safe 
and  well  tolerated  even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal 
symptoms,  none  were  reported.  This  is  consistent  with  the  virtual  ab- 
sence of  euphoria  as  a side  effect  and  the  lack  of  addiction  potential 
characteristic  of  this  type  of  chemical  compound. 

Contraindications.  SINEQUAN  (doxepin-HCl)  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensitivity  to  the  drug. 

SINEQUAN  (doxepin-HCl)  is  contraindicated  in  patients  with  glau- 
coma, or  a tendency  to  urinary  retention. 

Warnings.  Usage  in  Pregnancy : SINEQUAN  (doxepin-HCl)  has  not  been 
studied  in  the  pregnant  patient.  It  should  not  be  used  in  pregnant  women 
unless,  in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  reproductive 
studies  have  not  resulted  in  any  teratogenic  effects. 

Usage  in  Children:  The  use  of  SINEQUAN  (doxepin-HCl) 
in  children  under  12  years  of  age  is  not  recommended,  be- 
cause safe  conditions  for  its  use  have  not  been  estab- 
lished. 

MAO  Inhibitors  Serious  side  effects  and  even  death 
have  been  reported  following  the  concomitant  use  of  cer- 
tain drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibitors 


should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initia- 
tion of  therapy  with  SINEQUAN  (doxepin-HCl).  The  exact  length  of 
time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor 
being  used,  the  length  of  time  it  has  been  administered,  and  the  dosage 
involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  pa- 
tients should  be  warned  of  the  possibility  and  cautioned  against  driving 
a car  or  operating  dangerous  machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may 
be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may 
remain  so  until  significant  improvement  has  occurred,  patients  should  be 
closely  supervised  during  the  early  course  of  therapy. 

Although  SINEQUAN  (doxepin-HCl)  has  significant  tranquilizing  ac- 
tivity, the  possibility  of  activation  of  psychotic  symptoms  should  be  kept 
in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.  iminodiben- 
zyls  and  dibenzocycloheptenes)  are  capable  of  blocking  the  effects  of 
guanethidine  and  similarly  acting  compounds  in  both  the  animal  and 
man.  SINEQUAN  (doxepin-HCl),  however,  does  not  show  this  effect  in 
animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  per  day,  SINEQUAN 
(doxepin-HCl)  can  be  given  concomitantly  with  guanethidine  and  related 
compounds  without  blocking  the  antihypertensive  effect.  At  doses  of 
300  mg.  per  day  or  above,  SINEQUAN  (doxepin-HCl)  does  exert  a signifi- 
cant blocking  effect.  In  addition,  SINEQUAN  (doxepin-HCl)  was  similar 
to  the  other  structurally  related  psychotherapeutic  agents  as  regards  its 
ability  to  potentiate  norepinephrine  response  in  the  animal.  However,  in 
the  human  this  effect  was  not  seen.  This  is  in  agreement  with  the  low 
incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  dry  mouth,  blurred  vision, 
and  constipation  have  been  reported.  They  are  usually  mild,  and  often 
subside  with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  drowsiness  has  been  observed.  This 
usually  occurs  early  in  the  course  of  treatment,  and  tends  to  disappear 
as  therapy  is  continued. 

Cardiovascular  Effects:  tachycardia  and  hypotension  have  been  re- 
ported infrequently. 

Other  infrequently  reported  side  effects  include  extrapyramidal  symp- 
toms, gastrointestinal  reactions,  secretory  effects  such  as  increased  sweat- 
ing, weakness,  dizziness,  fatigue,  weight  gain,  edema,  paresthesias,  flush- 
ing, chills,  tinnitus,  photophobia,  decreased  libido,  rash,  and  pruritus. 
Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  dose  of  25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently 
be  increased  or  decreased  at  appropriate  intervals  and  according  to  in- 
dividual response.  The  usual  optimum  dose  range  is  75  mg. /day  to  150 
mg. /day. 

In  more  severely  ill  patients,  an  initial  dose  of  50  mg.  t.i.d.  may  be  re- 
quired with  subsequent  gradual  increase  to  300  mg. /day  if  necessary. 
Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology,  or  emotional  symptoms 
accompanying  organic  disease,  lower  doses  may  suffice. 
Some  of  these  patients  have  been  controlled  on  doses  as 
low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be 
evident  for  two  to  three  weeks,  antianxiety  activity  is 
rapidly  apparent. 

Supply.  SINEQUAN  (doxepin-HCl)  is  available  as  capsules 
containing  doxepin  HC1  equivalent  to  10  mg.,  25  mg.,  and 
50  mg.  of  doxepin  base  in  bottles  of  100;  and  25  mg.  and 
50  mg.  in  bottles  of  1000.  Issued  September  1969 
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Medical  News 


Doctor-To-Doctor  Program 

At  its  meeting  in  October,  1969,  the  Board 
of  Trustees  of  the  American  Medical  Associa- 
tion decided  to  move  the  administration  of  its 
AM  A Doctor-to- Doctor  Program  from  the 
World  Medical  Association  offices  in  New  York 
City  to  AMA  headquarters,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610,  effective 
January  1,  1970.  All  activities  of  the  Office  of 
International  Health  are  thereby  assembled  in 
one  department. 

First  Esther  Pohl  Lovejoy  Award  given 

Ada  Chree  Reid,  M.D.,  in  November,  1969, 
was  the  first  recipient  of  the  Esther  Pohl  Love- 
joy  Award  of  the  American  Medical  Women’s 
Association.  The  award  was  created  to  honor 
Dr.  Lovejoy  as  the  outstanding  example  of 
great  international  humanitarian  involvement 
of  women  physicians.  It  is  given  to  a woman 
physician  who  has  demonstrated  her  interest 
and  dedication  to  the  promotion  of  international 
relations  through  improvement  in  international 
health. 

Unanimous  approval  to  the  nomination  of 
Dr.  Reid  was  expressed  by  the  Board  of  the 
American  Women’s  Hospital  Service.  Dr.  Reid 
was  chief  of  chest  services  and  tuberculosis 
program  at  the  Metropolitan  Life  Insurance 
Company,  chief  of  the  Cardiovascular  Depart- 
ment at  the  New  York  Infirmary,  and  instruc- 
tor in  medicine  at  The  New  York  Hospital- 
Cornell  Medical  Center.  In  1950  she  was  pres- 
ident of  the  Medical  Women’s  International 
Association,  for  which  she  gained  consultative 
status  with  the  World  Health  Organization  and 
UNESCO,  and  has  been  vice-president  of  the 
Physicians’  Home  of  the  Medical  Society  of  the 
State  of  New  York.  Recently  she  has  been 
chairman  of  the  “Doctor-to-Doctor  Program” 
originated  in  1961  and  operated  as  an  active 
program  of  the  AMA  in  cooperation  with  the 
World  Medical  Association. 

Air  pollution  regulations  published 

The  State  Air  Pollution  Control  Board  has 
published  regulations  on  open  burning,  effective 
February  15.  The  burning  of  garbage,  rub- 
bish-for-salvage,  and  refuse  at  dumps  is  pro- 
hibited. This  prohibition  includes  refuse  dis- 
posal areas  serving  towns,  villages,  and  cities. 
There  are  no  exemptions. 

On-site  or  “backyard”  burning  of  residential 
rubbish  is  prohibited  in  cities  and  villages,  and 
in  any  town  of  over  20,000  residents.  Residents 
of  towns  of  less  than  20,000  population  are  al- 
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lo-.ved  to  burn  rubbish  unless  prohibited  by  lo- 
cal ordinance  or  law,  or  by  a rule  of  the  State 
Department  of  Conservation. 

The  governing  body  of  a county,  city,  village, 
or  town,  may  petition  the  State  Air  Pollution 
Control  Board  to  designate  an  area  where  trees, 
tree  trimmings,  leaves,  and  brush  can  be 
burned.  A municipality  may  also  petition  the 
Board  to  adopt  a special  ruling  allowing  on-site 
burning  of  such  yard  waste. 

Industrial  and  commercial  concerns  are  for- 
bidden to  burn  refuse  or  rubbish  at  on-premises 
open  fires.  This  regulation  does  not  apply  to 
agricultural  rubbish  which  can  be  burned  with- 
out a permit. 

A permit  from  the  State  commissioner  of 
health  must  be  obtained  to  burn  toxic,  explosive, 
or  dangerous  materials,  as  well  as  debris  from 
demolition  or  land  clearing. 

Individuals  requiring  permits  from  the  State 
commissioner  of  health  may  apply  to  a field 
representative.  A list  of  such  representatives, 
as  well  as  a copy  of  the  new  regulations,  called 
Part  190,  can  be  obtained  from  the  Division  of 
Air  Resources,  41  State  Street,  Albany. 

Brookdale-New  York  University 
affiliation  announced 

The  affiliation  agreement  between  The  Brook- 
dale  Hospital  Center  in  Brooklyn  and  the  New 
York  University  Medical  Center  was  signed  on 
January  22. 

Under  the  affiliation  agreement  certain  mem- 
bers of  the  professional  staff  of  the  Brookdale 
Hospital  Center  directly  responsible  for  in- 
structional programs  will  be  appointed  to  aca- 
demic positions  on  the  clinical  faculty  of  New 
York  University.  Interns  and  residents  on  the 
Brookdale  staff  will  be  provided  opportunities 
for  specialized  instruction,  clinical  experience, 
and  research  at  the  New  York  University  Med- 
ical Center.  Brookdale  Hospital  will  also  con- 
duct postgraduate  and  continuing  education  for 
physicians  under  the  auspices  of  the  New  York 
University  Medical  Center. 

Personalities 

Elected.  Joseph  D.  Godfrey,  M.D.,  Buffalo,  as 
vice-president  of  the  American  Academy  of 
Orthopaedic  Surgeons.  . .Vincent  Tricomi, 
M.D.,  chief  obstetrician-gynecologist,  Brook- 
lyn-Cumberland  Medical  Center,  as  chairman 
of  the  Center’s  Medical  Board.  . .Robert  M. 
Lawrence,  M.D.,  Rochester,  as  president-elect 
of  the  New  York  State  Society  of  Anesthesiolo- 
gists. . .David  Lehr,  M.D.,  professor  and 
chairman  of  the  Department  of  Pharmacology, 
New  York  Medical  College,  as  president  of  the 
Rudolf  Virchow  Medical  Society. 
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other  days  she  doesn't  even  try 

In  the  treatment  of  depression,  Aventyl  HCI  as  part  of 
your  total  therapy  often  brings  early  symptomatic 
improvement.  Aventyl  HCI  aids  in  renewing  motor  function 
and  increasing  interest  in  life.  Patients  may  report  that 
they  eat  more,  enjoy  undisturbed  sleep  . . . generally 
begin  to  function  better.  Relief  from  their  most  distressing 
symptoms  helps  them  "open  up"  and  ventilate  their  problems. 


In  depression 

AVENTYL  HCI 

NORTRIPTYLINE  HYDROCHLORIDE 


Description : Aventyl  HCI  is  a safe  and  effective  agent  lor  treatment  of  mental 
depression,  anxiety-tension  states,  and  psychophysiological  gastro  intestinal 
disorders.  It  is  not  a monoammeoxidase  (MAO)  inhibitor 

In  laboratory  animals,  anticholinergic  effects  of  Avenlyl  HCI  are  milder 
than  those  of  related  antidepressants. 

Indications:  Depressive  reactions  (alone  or  accompanied  by  anxiety)  associ- 
ated with  such  presenting  symptoms  as  depression,  anxiety,  tension,  insomnia, 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro-intestmal  disorders  and  symptomatic  reactions 
in  childhood  (e  g.,  enuresis). 

Contraindications:  Hypersensitivity  to  the  drug;  concurrent  use  with  a MAO 
inhibitor  or  use  within  two  weeks  after  the  MAO  inhibitor  is  discontinued 

Warnings:  Use  in  convulsive  or  hypotensive  states  should  be  closely  followed 
by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the  drug  during  pregnancy. 
The  possibility  of  a suicidal  attempt  in  a depressed  patient  should  always  be 
considered 

There  have  been  rare  reports  of  agranulocytosis,  jaundice,  hypotension, 
tremor,  urinary  retention,  thrombocytopenic  purpura,  and  paralytic  ileus. 
Periodic  laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial  infarction  and  arrhyth- 
mias, have  been  reported  occasionally  with  related  drugs  Patients  with 
cardiovascular  disease  should  be  given  Aventyl  HCI  under  close  observation 
and  in  low  dosage  This  drug,  like  members  of  its  group,  lends  to  produce 
sinus  tachycardia  and  to  prolong  the  conduction  time,  as  manifested  by  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity,  Aventyl  HCI  should  be 
administered  cautiously  m patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HCI  with  care  in  conjunction  with  sympathomimetic 
or  anticholinergic  drugs.  Epileptiform  seizures  or  troublesome  patient  hostility 
may  occur.  Aventyl  HCI  used  alone  in  schizophrenic  patients  may  result  In 
an  exacerbation  of  the  psychosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant)  has  not  been  thoroughly  studied  If 
these  treatments  are  used  together,  the  physician  should  be  aware  of  possible 
added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of  Aventyl  HCI 

Patients  receiving  a tricyclic  antidepressant  (e  g . nortriptyline)  may  respond 
poorly  to  hypotensive  agents  such  as  guanethidine. 

Adverse  Reactions:  The  following  have  been  observed  or  reported  following 
the  use  of  Aventyl  HCI : dryness  of  mouth,  drowsiness,  constipation  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorientation  and  hallucinations, 
restlessness,  weakness,  precipitation  of  hypomamc  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar  taste,  blacktongue,  fa- 


tigue excess  weight  gam  or  weight  loss,  insomnia,  headache,  paresthesia, 
nausea  and  vomiting,  adynamic  ileus,  rash,  itching,  delayed  micturition, 
hunger  sensation,  flushing,  diarrhea,  nocturia,  inner  nervousness,  anxiety 
and  panic,  ankle  and  orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neuropathy,  photosensitization, 
extrapyramidal  symptoms,  and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been  reported. 

Administration  and  Dosage:  Aventyl  HCI  is  administered  orally  as  Pulvules® 
or  liquid  Dosage  should  be  individualized.  The  following  general  principles 
are  applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  increasing  doses:  1 Pulvule 
(10  mg  ) twice  the  first  day.  1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day,  the  patient  can  be  given  25  mg  twice  the  first 
day.  25  mg.  three  times  the  second  day,  and  25  mg  four  times  daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage  If  side  effects  of  a more 
serious  nature  or  allergic  manifestations  develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10  mg.  three  or  four  times 
a day;  for  severe  depressions.  100  mg  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 

Usual  Recommended  Dosage 

ADULTS— 20  to  100  mg.  daily 
Pulvules:  25  mg.— 1 Pulvule  one  to 
four  times  daily 
10  mg.— 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.) 
one  to  four  times  daily 

CHILDREN  — 1 to  2 mg.  per  Kg.  or  10  to  75  mg.  daily 
Pulvules:  25  mg  — Ages  seven  to  twelve,  1 Pulvule  one  to  three  times 
daily 

10  mg  — Ages  three  to  six,  1 Pulvule  one  to  three  times  daily 
Ages  seven  to  twelve,  1 or  2 Pulvules  one  to  three 
times  daily 

Liquid:  Ages  three  to  six.  1 teaspoonful  (5  cc.)  one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evident  that  the  depression 
cycle  has  run  its  spontaneous  course.  This  assumption  may  be  based  upon 
the  history  of  previous  depressions,  the  removal  of  the  precipitating  factors 
in  the  environment,  or  a recognition  that  the  patient  is  able  to  manage  his 
affairs.  It  is  advisable  to  continue  maintenance  therapy  for  several  months 
after  improvement. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly), 
10  mg.  (equivalent  to  base)  per  5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of 
100  and  500.  [oni66a*l 

Additional  information  available  upon  request. 
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Medical  Meetings 


Arthur  M.  Master  Lectureship 

Charles  A Berry,  M.D.,  chief  of  Center,  Med- 
ical Program  NASA  Manned-Space  Center, 
Houston,  Texas,  and  president,  Aerospace  Med- 
ical Association,  will  present  the  Arthur  M. 
Master  Lectureship  on  April  9,  1970,  in  the 
Blumenthal  Auditorium,  Mount  Sinai  School  of 
Medicine,  99th  Street  and  Fifth  Avenue,  New 
York  City.  Dr.  Berry  will  discuss  “The  Car- 
diovascular System  in  Outer  Space.”  This  lec- 
ture is  open  to  all  physicians. 

Congenital  eye  disorders  in  infants 
and  children  topic  of  symposium 

The  Brooklyn  Eye  and  Ear  Hospital  Alumni 
Association  is  sponsoring  the  19th  annual  clin- 
ical conference  on  “Surgery  of  Congenital  Eye 
Disorders  in  Infants  and  Children,”  to  be  held 
on  May  2,  at  the  Granada  Hotel,  Brooklyn. 

Tuition  is  $35;  $15  for  resident  physicians. 
For  further  information  and  registration  write 
to:  Mrs.  Ruth  Pattenden,  Alumni  Associa- 

tion, Brooklyn  Eye  and  Ear  Hospital,  29  Greene 
Avenue,  Brooklyn,  New  York  11238. 

Symposium  on  clinical  cancer 
to  be  held 

Under  the  sponsorship  of  the  Department  of 
Surgery  of  the  New  York  Medical  College,  a 
three-day  symposium  on  “Current  Concepts  in 
Clinical  Cancer”  on  the  diagnoses,  treatment, 
and  follow-up  care  of  the  cancer  patient  will  be 
held  on  May  11  through  13,  in  the  auditorium 
of  the  New  York  Medical  College,  Fifth  Avenue 
and  106th  Street,  New  York  City. 

Tuition  is  $100.  For  information  contact: 
office  of  post-graduate  education,  New  York 
Medical  College,  Fifth  Avenue  and  106th  Street, 
New  York,  New  York  10029. 

Pediatric  radiology  topic  of 
postgraduate  course 

A postgraduate  course,  “Survey  of  Pediatric 
Radiology,”  is  to  be  held  at  Cornell  University 
Medical  Center,  1300  York  Avenue,  New  York 
City,  on  May  19  through  22. 

Guest  faculty  members  are:  David  Baker, 

M.D.,  professor  of  radiology,  Columbia  Uni- 
versity; Walter  Berdon,  M.D.,  associate  profes- 
sor of  radiology,  Columbia  University;  John 
Caffey,  M.D.,  professor  emeritus  of  radiology, 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 
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Sy  nthroid 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdosage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison's  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds’s  Disease  (panhypopituitarism)  or 
Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1-1. 0 mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 
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Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  Hare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove.  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we’re  looking  for  is  a single 
entity.  1 thought  we  were  dealing  with  several  others— 
even  twins.  But  now — I'd  say  we’ve  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTH  ROID  (sodium 
levothyroxine)” . . . 

“Shhh!  Watson,  not  so  loud!  You'll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — 
T4  as  you  call  it.  T 4 is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there’s  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the 
physician,  too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 


2 years  and  100  million 
injections1  after  the  breakthrough 


In  July,  1967, 


And  Today 


injectable  Talwin,  brand  of  pentazocine  (as 
lactate),  was  introduced  with  this  unique 
claim:  “a  breakthrough  in  the  control  of  pain” 

based  on  extensive  clinical 
investigation 

□ in  over  1 2,000  patients  by  more  than  1 50 
investigators 


Overwhelming  acceptance  of  Talwin  has  been 
expressed  by  the  medical  profession  through 
the  administration  of  100  million  injections  to 
date  since  its  introduction.' 

In  1970,  Talwin  continues  to  provide  effective 
control  of  moderate  to  severe  pain  in  a wide 
range  of  clinical  disorders.* 


In  January,  1968,  an  unbiased  annual 
poll  of  physicians  named  Talwin  “...the 
biggest  contribution  [for  the  year  1 967]  to  easing 
the  course  of  illness,  from  the  patient’s 
standpoint,  even  though  not  prescribed  as 
primary  therapy.”2 

Though  Talwin  had  been  available  for  only  six 
months,  it  was  favored  in  this  category  over  all 
drugs  introduced  during  1967.  Of  850 
physicians,  401  selected  Talwin.  The  runner- 
up  received  less  than  a third  as  many  votes 
as  Talwin. 


Injectable 

Talwin 

brand  of  _ B 

pentazocine 


based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe  pain 
in  acute  and  chronic  disorders* 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperidine,  but 
is  not  subject  to  narcotic  controls 

based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief  of 
pain  in  86%  of  medical  and  of  surgical 
patients  with  a 30  mg.  dose 

□ rapid  onset  of  relief: 

I.M.  — usually  within  15  to  20  minutes 
I.V.  — usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactionst  to  those  of  morphine  and 
meperidine 

□ Talwin  — relatively  free  from  the  severe 
respiratory  depression,  constipation,  or 
urinary  retention  associated  with 
morphine 

□ Talwin  — less  nausea,  vomiting  or  dia- 
phoresis than  with  meperidine 

□ Talwin  — well  tolerated  by  most  patients) 

based  on  a wide  range  of  indications 

□ surgical  ...obstetrical  (labor) ...  medical 
. . . urologic 

based  on  extensive  clinical  and 
laboratory  findings  Talwin  is  not 
subject  to  narcotic  controls 

injectable  Talwin,  brand  of  pentazocine 
(as  lactate) , voted  “...the  biggest 
contribution  to  easing  the  course  of 
illness,  from  the  patient’s 
standpoint...”2 


In  January,  1968, 


bulwark  against  pain 
( moderate  to  severe ) 

□ may  be  used  in  place  of  morphine  and 
other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 

References: 

1.  Based  on  total  number  of  parenteral  Talwin  ampuls 
and  vials  distributed,  divided  by  30  mg.  doses;  data  in 
the  files  of  Winthrop  Laboratories. 

2.  "The  Gray  Sheet,"  M.  Res.  Digest,  vol.  11,  no.  2, 

Feb.  1968. 

"Talwin  should  not  be  administered  to  patients  with 
increased  intracranial  pressure,  head  injury  or 
pathologic  brain  conditions  in  which  clouding  of  the 
sensorium  is  undesirable. 
fFor  details  on  adverse  reactions,  see  prescribing 
information  on  the  last  page  of  this  advertisement. 
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Injectable  Talwin® 

brand  of  pentazocine  (as  lactate) 

Analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial 

Pressure,  Head  Injury,  or  Pathologic  Brain 
Conditions  in  which  clouding  of  sensorium 
is  undesirable.  Talwin  should  not  be  admin- 
istered in  these  cases,  since  drug-induced 
sedation,  dizziness,  nausea,  or  respiratory 
depression  could  be  misleading. 

Warnings:  Usage  in  Pregnancy.  Safe  use  of 
Talwin  during  pregnancy  (other  than  labor) 
has  not  been  established.  Animal  reproduc- 
tion studies  have  not  demonstrated  tera- 
togenic or  embryotoxic  effects.  However, 
Talwin  should  be  administered  to  pregnant 
patients  (other  than  labor)  only  when,  in  the 
judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards.  Pa- 
tients receiving  Talwin  during  labor  have 
experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Patients  with  a history  of 
drug  abuse  should  be  under  close  super- 
vision. There  have  been  instances  of  psy- 
chological and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  ex- 
tended use  of  parenteral  Talwin  has  resulted 
in  symptoms  such  as  abdominal  cramps, 
elevated  temperature,  rhinorrhea.  restless- 
ness, anxiety  and  lacrimation.  Even  when 
these  occurred,  discontinuance  has  been 
accomplished  with  minimal  difficulty.  In  the 
rare  patient  in  whom  more  than  minor  diffi- 
culty has  been  encountered,  reinstitution  of 
parenteral  Talwin  with  gradual  withdrawal 
has  ameliorated  the  patient's  symptoms. 
Substituting  methadone  or  other  narcotics 
for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and 
frequency  of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation 
of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administra- 
tion. 

Acute  CNS  Manifestations.  Patients  receiv- 
ing therapeutic  doses  of  Talwin  have  expe- 
rienced, in  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confu- 
sion which  have  cleared  spontaneously  with- 
in a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs 
checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS 
manifestations  may  recur. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respi- 
ratory depression  should  be  considered  in 
treatment  of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with 
caution  and  in  low  dosage  to  patients  with 
respiratory  depression  (e.g.,  from  other 
medication,  uremia,  or  severe  infection),  ob- 
structive respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Al- 
though laboratory  tests  have  not  indicated 
that  Talwin  causes  or  increases  renal  or 
hepatic  impairment,  the  drug  should  be  ad- 
ministered with  caution  to  patients  with  such 
impairment.  Extensive  liver  disease  appears 
to  predispose  to  greater  side  effects  (e.g., 
marked  apprehension,  anxiety,  dizziness, 
sleepiness)  from  the  usual  clinical  dose, 
and  may  be  the  result  of  decreased  metabo- 
lism of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  pa- 
tients with  myocardial  infarction  who  have 
nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a 
mild  narcotic  antagonist.  Some  patients 
previously  receiving  narcotics  have  experi- 
enced mild  withdrawal  symptoms  after  re- 
ceiving Talwin. 

CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures;  seizures  have  occurred  in  a few 
such  patients  in  association  with  the  use  of 
Talwin  although  no  cause  and  effect  rela- 
tionship has  been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — res- 
piratory: respiratory  depression,  dyspnea, 
transient  apnea  in  a small  number  of  new- 
born infants  whose  mothers  received  Talwin 
during  labor;  cardiovascular:  circulatory 

depression,  shock,  hypertension;  CNS  ef- 
fects: sedation,  alteration  of  mood  (ner- 
vousness, apprehension,  depression,  floating 
feeling),  dreams;  gastrointestinal:  constipa- 
tion, dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed 
skin  including  plethora,  dermatitis  including 
pruritus;  other:  urinary  retention,  headache, 
paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuro- 
muscular and  psychiatric:  muscle  tremor, 
insomnia,  disorientation,  hallucinations;  gas- 
trointestinal: taste  alteration,  diarrhea  and 
cramps;  ophthalmic:  blurred  vision,  nystag- 
mus, diplopia,  miosis;  other:  tachycardia, 


nodules  and  ulceration  at  injection 
weakness  or  faintness,  chills,  mo< 
transient  eosinophilia,  allergic  reactio 
eluding  edema  of  the  face. 

See  Acute  CNS  Manifestations  and 
Dependence  under  WARNINGS. 
Dosage  and  Administration:  Adults,  E 
ing  Patients  in  Labor.  The  recomm 
single  parenteral  dose  is  30  mg.  by 
muscular,  subcutaneous,  or  intrav 
route.  This  may  be  repeated  every  3 
hours.  Doses  in  excess  of  30  mg. 
venously  or  60  mg.  intramuscularly  o 
cutaneously  are  not  recommended, 
daily  dosage  should  not  exceed  360  n 
with  most  parenteral  drugs,  when  fre 
daily  injections  are  needed  over  a 
longed  period,  intramuscular  administ 
is  preferable  to  subcutaneous.  In  adi 
constant  rotation  of  injection  sites  (e.< 
upper  outer  quadrants  of  the  buttocks 
lateral  aspects  of  the  thighs,  and  the  d 
areas)  is  recommended. 

Patients  in  Labor.  A single,  intramu 
30  mg.  dose  has  been  most  common 
ministered.  An  intravenous  20  mg.  doj 
given  adequate  pain  relief  to  some  pa 
in  labor  when  contractions  become  re 
and  this  dose  may  be  given  two  or 
times  at  two-  to  three-hour  interval 
needed. 

Children  Under  12  Years  of  Age. 
clinical  experience  in  children  under  t 
years  of  age  is  limited,  the  use  of  1 
in  this  age  group  is  not  recommended 
CAUTION.  Talwin  should  not  be  mix 
the  same  syringe  with  soluble  barbiti 
because  precipitation  will  occur. 
Treatment  of  Overdosage  or  Respi 
Depression.  Means  of  maintaining  [ 
oxygenation  should  be  available  in  c; 
overdosage  or  respiratory  depression 
methylphenidate  (Ritalin®)  should  b 
ministered  parenterally.  The  usual  na 
antagonists,  such  as  nalorphine,  ar 
effective  respiratory  stimulants  for  di 
sion  due  to  Talwin. 

Talwin  is  not  subject  to  narcotic  contr 
How  Supplied:  Ampuls  of  1 ml.  (30 
V/2  ml.  (45  mg.),  and  2 ml.  (60  mg.), 
1 ml.  containing  Talwin  (brand  of  pel 
cine)  as  lactate  equivalent  to  30  mg. 
and  2.8  mg.  sodium  chloride,  in  wat 
injection.  Boxes  of  10,  25,  and  100. 
Multiple  dose  vials  of  10  ml.,  each 
containing  Talwin  (brand  of  pentazocii 
lactate  equivalent  to  30  mg.  base,  I 
acetone  sodium  bisulfite,  1.5  mg.  si 
chloride,  and  1 mg.  methylparaben  a: 
servative,  in  water  for  injection.  Boxes 
The  pH  of  Talwin  solutions  is  adjuste 
tween  4 and  5 with  lactic  acid  and  si 
hydroxide. 

W/nthi 

Winthrop  Laboratories, New  York,  N.Y. 


Usage  in  Children.  Because  clinical  experi- 
ence in  children  under  twelve  years  of  age 
is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 
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not  subject  to  narcotic  controls 


Ambulatory  Patients.  Since  sedation,  dizzi- 
ness, and  occasional  euphoria  have  been 
noted,  ambulatory  patients  should  be 
warned  not  to  operate  machinery, 
drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 


a bulwark 
between  the 
patient  and  his 


pain 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  intestinal  cramps  In 
some  Instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  If  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,'-4  broad-spectrum  antibiotics5-9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9-" 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicotorful  or  one  suppository  in- 
travaginolly  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196  731,  1966.  5.  Guerriero,  W.  F. : South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  1.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37. 358,  1968. 
1 1.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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R (~DEAKA  ommacrine  hydrochloride  0.2%,  sulfanilamide 
LKCA/V'  15.0%,  al  lantoin  2.0%) 

Cl  IDDnCITHDICQ  faminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
m ™ W ^UrrUOl  I V^KICO  1 05  Gm.,  allantoin  0.014  Gm.) 
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Columbia  University;  Herbert  Kaufman,  M.D., 
associate  professor  of  pediatrics  and  pediatric 
radiology,  University  of  Rasel,  Switzerland; 
Leonard  Langer,  Jr.,  M.D.,  clinical  associate 
professor  of  radiology,  University  of  Minne- 
sota; John  Moseley,  M.D.,  associate  clinical 
professor  of  radiology,  Mount  Sinai  School  of 
Medicine;  Charles  Shopfner,  M.D.,  professor 
of  radiology,  University  of  Missouri  School  of 
Medicine;  Frederic  Silverman,  M.D.,  professor 
of  pediatrics  and  radiology,  University  of  Cin- 
cinnati, College  of  Medicine;  and  Hooshang 
Taybi,  M.D.,  associate  clinical  professor  of  ra- 
diology, University  of  California  School  of 
Medicine,  San  Francisco. 

Registration  fee  is  $125.  For  further  infor- 
mation contact:  Herman  Grossman,  M.D.,  De- 

partment of  Radiology,  The  New  York  Hos- 
pital-Cornell  Medical  Center,  525  East  68th 
Street,  New’  York,  New  York  10021. 

Pediatric  postgraduate  symposium 
to  be  held 

The  ninth  annual  Pediatric  Postgraduate 
Symposium  is  to  be  held  on  May  24  through 
26  at  the  Maimonides  Medical  Center  and  the 
Coney  Island  Hospital,  in  Brooklyn.  The  sym- 
posium is  cosponsored  by  the  State  University 
of  New  York  Downstate  Medical  Center  and 
the  American  Academy  of  General  Practice, 
Kings  County  Chapter. 

A feature  of  the  program  will  be  Andrea 
Prader,  M.D.,  who  will  conduct  two  days  of 
rounds  and  clinical  conferences  at  both  Mai- 
monides and  Coney  Island  Hospitals  following 
the  postgraduate  seminar. 

Registration  fee  is  $75,  which  includes  lunch- 
eon. For  further  information  and  registra- 
tion contact:  Mrs.  Shirley  Lasky,  registrar, 

Department  of  Pediatric  Services,  Maimonides 
Medical  Center,  4802  Tenth  Avenue,  Brooklyn, 
New  York  11219. 

Pediatrics  for  general  practitioners 

An  intensive  refresher  course  in  pediatrics 
is  being  offered  at  the  State  University  of  New 
York  at  Buffalo  School  of  Medicine,  under  the 
sponsorship  of  the  Bureau  of  Maternal  and 
Child  Health,  New  York  State  Department  of 
Health.  This  course,  designed  especially  to 
meet  the  needs  of  general  practitioners,  will  be 
held  June  1 through  5. 

The  refresher  course  will  be  a review  of  prin- 


ciples and  recent  developments  in  diagnosis  and 
treatment  of  pediatric  disorders  and  in  the  care 
of  the  well  child.  All  teaching  will  be  done  by 
the  faculty  of  the  School  of  Medicine  under  the 
supervision  of  Jean  A.  Cortner,  M.D.,  head  of 
the  Department  of  Pediatrics.  Lectures,  in- 
formal discussions,  and  ward  rounds  are  con- 
ducted daily,  and  the  physicians  attending  will 
participate  in  the  daily  admission  conferences 
at  which  all  children  admitted  to  the  Buffalo 
Children’s  Hospital  on  the  previous  day  are 
discussed  in  some  detail  before  laboratory  and 
x-ray  film  studies  are  available. 

Registration  fee  is  $5  (check  to  be  made  pay- 
able to  the  State  University  of  New  York  at 
Buffalo).  Tuition  for  each  physician  enrolled 
in  the  course  is  paid  by  the  New  York  State 
Department  of  Health.  Application  for  enroll- 
ment must  be  made  prior  to  April  29,  through 
the  offices  of  county  or  city  departments  of 
health  or  to  district  health  officers.  The  regis- 
tration fee  should  accompany  the  application. 


Research  instrumentation  course  offered 

A three-week  summer  course  in  Research  In- 
strumentation will  be  conducted  at  Polytechnic 
Institute  of  Brooklyn  for  educators,  engineers, 
and  scientists  from  all  technical  fields  who  need 
a working  knowledge  of  electronic  instrumenta- 
tion as  applied  to  problems  in  research. 

The  course  will  be  held  from  July  25  through 
August  15.  It  will  be  supported  in  part  by  the 
National  Science  Foundation  under  its  college 
teacher  programs.  Applicants  will  be  accepted 
on  a tuition-paying  basis  of  $550  which  covers 
all  laboratory  fees,  textbooks,  and  special  notes. 
The  final  date  for  registration  is  June  15.  In- 
quiries may  be  directed  to : Professor  Kenneth 

Jolls,  office  of  special  programs,  Polytechnic  In- 
stitute of  Brooklyn,  333  Jay  Street,  Brooklyn, 
New  York  11201. 


American  Electroencephalographic 
Society  to  meet 

On  September  17  through  19,  the  American 
Electroencephalographic  Society  will  meet  at 
the  Shoreham  Hotel,  Washington,  D.C. 

Members,  as  well  as  nonmembers,  are  invited 
to  submit  abstracts  of  articles  for  presentation 
at  the  meeting  by  June  1.  The  abstracts  should 
be  sent  to:  Reginald  Bickford,  M.D.,  Depart- 

ment of  Neurosciences,  University  of  Califor- 
nia, LaJolla,  California  92037. 
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Month  in  Washington 


The  Senate  Finance  Committee  approved  a 
staff  report  on  Medicare  and  Medicaid  which 
was  critical  of  both  physicians  and  administra- 
tion of  the  health  care  programs.  It  included 
a recommendation  for  fee  schedules  for  physi- 
cians’ services. 

In  a joint  statement,  the  presidents  of  the 
American  Medical  Association  and  the  National 
Medical  Association  pledged  support  of  their 
organizations  to  the  committee’s  efforts  to  cor- 
rect deficiencies  and  abuses  in  the  two  pro- 
grams. However,  the  two  spokesmen  for  or- 
ganized medicine  said  “it  would  be  tragic  if  . . . 
regulations  were  adopted  whose  effect  would 
be  to  deny  a greatly  improved  level  of  health 
care  to  the  ghettos.” 

The  AMA-NMA  statement  said  that  “we 
were  greatly  encouraged  by  the  committee’s 
comment  that  it  ‘believes  that  the  majority  of 
physicians  for  whom  information  was  requested 
with  respect  to  Medicare  and  Medicaid  as 
presently  structured  have  dealt  fairly  with 
these  Federal  programs  and  with  the  Federal 
government.’  ” 

In  regard  to  abuses  and  fraud,  the  statement 
said:  “Where  these  abuses  exist,  they  must 

be  rooted  out.  Both  the  AM  A and  the  NMA 
are  prepared  to  take  very  vigorous  action 
within  their  power  to  help  the  committee  and 
the  government  accomplish  this.” 

It  was  noted  that  the  committee  had  denied 
an  AMA  request  many  months  ago  that  it  be 
given  the  names  of  physicians  involved  in  the 
committee’s  investigation. 

“Despite  this,”  the  statement  said,  the  AMA 
and  the  NMA  through  their  own  resources 
have  been  able  to  identify  a number  of  physi- 
cians grossing  more  than  $25,000  in  these  pro- 
grams .... 

“In  some  instances,  medical  societies  had  al- 
ready taken  appropriate  action  against  indi- 
vidual physicians  where  the  evidence  war- 
ranted. In  other  instances,  however,  the  AMA 
and  the  NMA  have  found  that  many  of  the 
physicians  presumably  included  in  the  com- 
mittee’s study  are  dedicated  physicians  working 
in  isolation  in  slum  and  rural  areas  who  are 
literally  being  overwhelmed  by  a tide  of  sick 
humanity  .... 

“We,  therefore,  believe  it  would  be  unfortu- 
nate if  the  committee’s  report  leads  the  public 
to  believe  that  Medicare  and  Medicaid  are  rid- 
dled with  fraud  or  that  the  number  of  physi- 
cians abusing  the  programs  is  large.  Such  is 
not  the  case  . . . .” 

The  report  said  that  incomplete  and  partial 
listings  indicated  4,300  individual  practitioners 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association, 


plus  an  additional  900  physician  groups  each 
received  at  least  $25,000  from  Medicare  in  1968, 
including  68  who  received  $100,000  or  more. 
The  report  also  included  a long  list  of  physi- 
cians by  state  receiving  $25,000  or  more  from 
Medicaid  in  1968.  None  was  named;  listings 
were  by  code  numbers. 

* * * 

“Hundreds  of  the  payments  profiles  indicate 
that  the  physicians  involved  might  be  abusing 
the  program,”  the  report  said.  “For  example, 
we  found  many  general  practitioners  each  were 
paid  $15,000,  $20,000,  or  more  for  laboratory 
services.  We  found  large  payments  being  made 
for  what  appear  to  be  inordinate  numbers  of 
injections.  In  many  cases  we  found  what  is 
apparently  overvisiting  and  gang-visiting  of 
patients  in  hospitals  and  nursing  homes. 

“The  staff  believes  that  the  majority  of  phy- 
sicians on  whom  information  was  gathered 
provided  medically  necessary  services  for  which 
they  were  entitled  to  charge  and  be  reimbursed. 
On  the  other  hand,  Medicare’s  payments  struc- 
ture did  little  to  discourage — in  fact,  it  en- 
couraged— high  fees  and  thus  may  well  have 
contributed  to  the  very  substantial  payment  to- 
tals to  those  same  physicians.” 

Recently,  the  Social  Security  Administration 
reported  that  about  2,500  cases  had  been  inves- 
tigated for  fraud  or  abuse  during  the  first  three 
and  one-half  years  of  Medicare.  It  was  em- 
phasized that  this  was  only  a minuscule  frac- 
tion of  total  Medicare  transactions.  Social  Se- 
curity Commissioner  Robert  M.  Ball  said: 
“Medicare  pays  about  30  million  doctors’  bills 
and  12  million  bills  from  institutional  providers 
of  services  each  year.  It  is  clear  from  our  in- 
vestigations that  the  number  of  attempts  at 
fraud  or  abuse  is  relatively  very  small.” 

About  half  of  the  cases  investigated,  he  said, 
resulted  from  clerical  errors,  misunderstand- 
ings, or  honest  mistakes  by  physicians  and 
health  services.  To  January  20,  1970,  the  So- 
cial Security  Administration  had  referred  the 
cases  of  13  individuals  and  organizations  to  the 
Justice  Department  with  recommendations  for 
criminal  prosecution  for  fraud.  Two  physi- 
cians have  been  convicted  in  U.S.  district  courts, 
and  indictments  have  been  returned  against 
another  five  physicians  and  one  nonphysician. 
Another  five  cases  had  been  referred  with  rec- 
ommendations that  civil  proceedings  be  started 
for  the  return  of  illegally  collected  funds. 
Early  this  year,  Social  Security  investigators 
also  were  preparing  an  additional  35  possible 
fraud  cases  for  referral  to  the  Justice  Depart- 
ment. 

The  most  common  types  of  alleged  violations 
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the  common 
denominator 
in  G.IL  therapy 


In  G.  U.  therapy,  the  first  consideration  is  control  of  infec- 
tion. To  your  patient,  a primary  concern  is  relief  from 
pain.  URISED  provides  rapid  relief  from  pain,  and  relaxa- 
tion of  smooth  muscle  spasm  through  parasympatholytic 
action  of  atropine  and  hyoscyamine. 

URISED  is  not  a dramatic  “wonder  drug"  but  a useful  one 
that  has  served  the  medical  profession  for  more  than  fifty 
years.  You  can  rely  on  URISED;  it  has  gained  the  confi- 
dence of  physicians  who  write  more  than  one  million 
prescriptions  each  year. 

URISED  is  a mild  but  reliable  agent  with  a low  order  of 
toxicity.  It  can  be  used  alone  to  treat  uncomplicated  uri- 
nary tract  infections  where  the  invading  organisms  are 
susceptible  to  methenamine  and  methylene  blue  in  an 
acid  medium.  URISED  can  provide  "interim  therapy"  while 
awaiting  complete  laboratory  diagnosis.  It  can  also  be  used 
as  an  adjunct  (to  relieve  pain  and  spasm)  with  almost  any 
other  form  of  antibacterial  therapy). 

For  prompt  relief  of  the  distressing  symptoms  of  pain, 
burning,  frequency,  dysuria,  and  spasm,  consider  URISED. 
Your  patient  will  recognize  its  presence  by  the  character- 
istic blue-green  urine. 

keeping  your 
patient  comfortable 

PRECAUTIONS:  Administer  with  caution  to  persons  with  known 
idiosyncrasy  to  atropine  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  reactions 
have  been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease  dos- 
age. If  rapid  pulse,  dizziness,  or  blurring  of  vision  occur,  discon- 
tinue use  immediately.  Acute  urinary  retention  may  be  precipitated 
in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or  pyloric 
obstruction,  duodenal  obstruction  and  cardiospasm.  Hypersen- 
sitivity to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  followed 
by  liberal  fluid  intake.  Acute  cases — Initially  two  tablets  every 
hour  for  three  doses  followed  by  the  recommended  daily  adminis- 
tration. Children — One-half  the  adult  dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


® 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  . 0.03  mg. 

Methenamine  . . .40.8  mg. 


Methylene  Blue  5.4  mg. 

Phenyl  Salicylate  18.1  mg. 
Benzoic  Acid 4.5  mg. 


carsiAL. 


Manufacturers  of  UriceutiC 
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reported  include  physicians  and  providers  bill- 
ing for  services  not  rendered,  excessive  charges, 
alteration  of  bills,  duplicate  billing,  misrepre- 
sentation of  types  of  services  or  dates  of  serv- 
ices, unreported  discounts,  or  kickbacks,  and 
employe  embezzlement,  Medicare  officials  said. 

The  report’s  recommendations  were  aimed  at 
providing  “bases  for  remedying  the  serious, 
costly,  and  pervasive  problems”  of  the  two  pro- 
grams and  make  them  “work  more  efficiently 
and  economically.”  However,  it  was  conceded 
that  physicians  constitute  the  cardinal  factor. 

“The  key  to  making  the  present  system  work- 
able and  acceptable  is  the  physician  and  his 
medical  society,”  the  committee  staff  said.  “We 
are  persuaded  that  at  this  point  in  time  neither 
the  government  nor  its  agents  have  the  capacity 
to  effectively  audit  medical  practice  to  assure 
that  a given  physician  functions  responsibly  in 
dealing  with  the  publicly  financed  programs. 

“While  there  is  growing  awareness  among 
many  physicians  of  the  need  for  the  profession 
to  effectively  police  and  discipline  itself,  per- 
formance has  been  spotty  and  isolated  so  far. 
Prompt  action  is  necessary  by  organized  medi- 
cine (and  other  health  professions)  to  do  what 
is  required  with  respect  to  monitoring  care 
provided  and  charges  made  for  the  care  .... 

“However,  procedures  which  involve  peer  re- 
view should  not  be  undertaken  without  precise 
spelling  out  and  assurances  that  such  review 
will  be  comprehensive  and  effective — not  paper 
and  token.” 

Report  recommendations  are  as  follows: 

— Fee  schedules  for  physicians’  services; 

— Generic  prescribing  of  drugs; 

— Curb  overutilization  by  requiring  prior  pro- 
fessional approval  of  elective  procedures  and 
expensive  courses  of  treatment; 

— Require  the  patient  to  name  a “primary 
physician”  to  end  costly  “doctor  shopping.” 

— Require  states  to  provide  Medicaid  recipi- 
ents with  statements  outlining  payments  made 
in  their  behalf; 

— Modify  present  law  to  make  practicable 
reasonable  cost-sharing  payments  by  the  medi- 
cally indigent; 

— Prohibit  independent  collection  and  dis- 
count agencies  from  collecting  Medicaid  or 
Medicare  due  bills  that  providers  have  sold  to 
them; 

— Improve  Federal  administration  and  estab- 
lish cooperative  arrangements  with  and  be- 
tween states ; 

— Establish  a Medicaid  fraud  and  abuse  unit 
in  U.S.  Department  of  Health,  Education,  and 
Welfare,  and  require  states  to  establish  similar 
units;  and 

— Combine  the  Medicare  and  Medicaid  ad- 
visory councils. 

* * * 

The  American  Medical  Association  urged 
changes  in  proposed  Federal  regulations  con- 
cerning fraud  under  the  Medicaid  program. 

“While  we  do  not  condone  in  any  way  any 
fraudulent  conduct  of  physicians  in  Title  19 
(Medicaid)  or  in  any  professional  activity,  we 


do  believe  that  physicians  will  consider  the  new 
requirements  an  unwarranted  affront  to  their 
integrity  in  their  participation  in  the  program,” 
Ernest  B.  Howard,  M.D.,  executive  vice-presi- 
dent of  the  AMA,  said  in  a letter  to  John  D. 
Twiname,  acting  administrator  of  the  Medi- 
caid program. 

One  of  the  proposed  regulations  would  re- 
quire physicians  to  sign  form  statements  certi- 
fying that  their  claims  were  correct  and  that 
they  understood  fraud  could  subject  them  to 
prosecution. 

These  statements,  Dr.  Howard  said,  would 
serve  no  useful  purpose  because  physicians  al- 
ready know  that  false  claims  could  lead  to  pros- 
ecution. On  the  other  hand,  the  regulation 
would  be  “regarded  as  offensive  by  many  phy- 
sicians since  it  obviously  impugns  their  integ- 
rity,” the  AMA  letter  said. 

The  other  proposed  regulation  would  require 
state  agencies  to  promptly  report  suspected 
cases  of  fraud. 

“It  is  obvious  that  serious  prejudice  may  re- 
sult to  a physician  where  the  suspicion  of 
fraud  is  publicized,”  the  AMA  said.  “Even 
when  the  fraud  is  not  later  established,  irrep- 
arable harm  to  the  reputation  of  the  physician 
will  still  have  resulted  ....  We  believe  it  will 
be  better  procedure  not  to  report  each  suspected 
case,  but  to  include  in  the  report  only  those 
situations  where  the  case  has  been  concluded 
and  fraud  has  been  established.” 

* * * 

The  Nixon  Administration  submitted  a fiscal 
1971  budget  calling  for  Federal  expenditures 
of  $20.6  billion  from  general  revenues  for 
health  purposes,  an  increase  of  $1.8  billion  over 
current  spending  levels.  Medicaid  and  Medi- 
care Part  B (physicians’  services)  accounted 
for  much  of  the  increase. 

The  over-all  Medicare  budget,  including  Part 
A (hospitalization),  increased  by  $1.2  billion 
to  $8.8  billion.  Estimated  Medicaid  costs  to  the 
Federal  government  rose  from  $2.6  billion  to 
$3.1  billion.  However,  the  Administration 
hopes  to  cut  the  Medicaid  budget  by  $235  mil- 
lion by  getting  Congress  to  approve  elimina- 
tion of  Federal  aid  for  extended  care  in  mental 
institutions  and  nursing  homes. 

The  budget  for  the  current  1970  fiscal  year, 
ending  next  June  30,  still  had  not  been  ap- 
proved when  the  new  budget  was  submitted. 
Congress  upheld  President  Nixon’s  veto  of  the 
appropriations  for  the  Department  of  Labor 
and  the  Department  of  Health,  Education,  and 
Welfare  on  the  ground  that  it  was  inflationary. 
The  main  funds  at  issue  were  educational  aid 
for  the  Federally  impacted  areas.  The  Admin- 
istration and  congressional  leaders  negotiated  a 
compromise. 

In  the  1971  budget,  the  lid  was  kept  on  health 
research  spending  by  holding  the  over-all  in- 
crease in  funds  requested  for  the  National  In- 
stitutes of  Health  to  $48  million.  Some  of  the 
Institutes’  programs  were  cut  and  others  given 
only  small  increases.  Cancer  research  was  al- 
lotted the  largest  increase,  $28  million,  pushing 
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“All  that  time  is  lost  which  might 
be  better  employed” 

Rousseau 


“Remember  that  time  is  money” 

Anon 


“Well  arranged  time  is  the  surest  mark  of 
a well  arranged  mind” 

Pitman 


That’s  the  kind  of  thing  you  want  to  do,  almost  have 
to  do,  but  where  do  you  get  the  Time? 


Send  for  Computer  Health  Systems  booklet  and 
learn  how  this  efficient  office  management  service 
of  tomorrow  delivers  what  it  promises  today! 

1.  Absolute  control  of  all  your  billing  and 
office  finances 


2.  Relief  from  non-productive  tasks 


3.  An  office  that  runs  smoothly 


What  would  you  do  with  some  extra  time — Time  that 
you  could  count  on  every  month;  time  that  you  buy 
and  own,  not  steal  or  borrow?  Attend  a seminar, 
prepare  a paper  on  a pet  professional  project,  take 
an  exciting  course  on  some  new  phase  that's 
developed? 


4. 


Time  for  your  own  pursuits — 
( professional  and  personal) 


“As  every  thread  of  gold  is  valuable,  so 
is  every  moment  of  time” 

Bartlett 


Send  for  Computer  Health 
Systems  Booklet  today. 

You  have  nothing  to  lose 
but  the  binds  of  time. 


Computer  Health  Systems  Inc. 

260  Fifth  Avenue,  New  York,  N.  Y.  10001  Dept.  MJ3 


CHS 


I would  like  to  have  extra  time,  please  tell  me  how! 
Name Phone 


Computer  Health  Systems,  Inc. 


Address 


260  Fifth  Avenue 
New  York,  N.  Y.  10001 
Phone:  (212)  686-5574 


City 


State Zip 


j 
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the  1971  budget  for  the  program  to  $202.3  mil- 
lion. Heart  research  and  child  health  research 
were  increased  by  $17  million  each. 

Increases  totaling  $15.4  million  were  asked 
for  alcoholism  and  drug  addiction  programs. 

The  Food  and  Drug  Administration  budget 
was  upped  by  10  per  cent,  from  $81.3  million 
to  $89.5  million.  Of  this  hike,  nearly  $2  million 
would  be  used  to  check  safety  of  food  additives 
and  $2.2  billion  for  research  on  cancer  and 
birth  defects  in  animals  exposed  to  pesticides. 

A boost  of  $12.4  million,  to  $57.4  million,  was 
requested  for  health  services  research  and  de- 
velopment projects  “directed  primarily  at  con- 
taining the  rate  of  increase  of  medical  care 
costs  and  improving  the  availability  and  utiliza- 
tion of  he.alth  care  especially  for  low-income 
groups.”  The  Federal  programs  in  this  field 
include:  the  development  of  alternatives  to 

long-term  stays  in  hospitals;  experiments  with 
private  insurance  firms  to  develop  additional 
policies  to  encourage  out-of-hospital  care;  ex- 
periments with  comprehensive  prepayment 
plans;  improvement  of  municipal  hospital  sys- 
tems; and  development  of  new  types  of  health 
service  manpower. 

An  increase  of  $25  million,  to  $320  million, 
was  requested  for  health  professions  education 
and  manpower  training  programs. 

* * * 

The  pros  and  cons,  wfith  emphasis  on  the 
cons,  of  birth  control  pills  were  aired  at  a 
Senate  subcommittee  hearing. 

Most  of  the  physician  witnesses  at  four  days 
of  hearings  by  the  Senate  Antimonopoly  Sub- 
committee testified  that  not  enough  attention 


had  been  paid  to  side  effects.  They  urged  that 
both  physicians  and  drug  companies  be  more 
diligent  in  calling  patients’  attention  to  the 
possible  dangers  in  taking  oral  contraceptives. 

Some  of  the  witnesses  expressed  strong  con- 
cern or  alarm  as  to  side  effects.  Others  de- 
fended the  oral  contraceptives. 

Developments  related  to  the  hearings  in- 
cluded the  following: 

— The  Food  and  Drug  Administration  revived 
its  birth  control  advisory  committee  which  last 
fall  concluded  that  the  benefits  of  oral  contra- 
ceptives outweighed  the  possible  dangers  so 
heavily  that  they  could  be  evaluated  as  “safe.” 
Roy  Hertz,  M.D.,  New  York  City,  a critical 
witness  before  the  subcommittee,  was  named 
temporary  chairman. 

— In  advising  physicians  about  the  new  label- 
ing, the  new  FDA  commissioner,  Charles  C. 
Edwards,  M.D.,  urged  that  patients  be  given 
full  information  about  potential  adverse  effects. 

— The  American  College  of  Obstetricians  and 
Gynecologists  said  it  “deplored  inaccurate  or 
sensational  reports  concerning  the  scientific 
data  on  these  drugs.”  The  pills  were  termed 
“accepted  therapeutic  methods.” 

— E.  B.  Howard,  M.D.,  executive  vice-presi- 
dent of  AMA,  in  a televised  interview,  urged 
American  women  to  be  calm  in  the  face  of  the 
wide  publicity  about  side  effects  and  follow  the 
orders  of  their  physicians. 

— The  AMA’s  Council  on  Drugs  said:  “Oral 
contraceptives  should  continue  to  be  prescribed 
by  physicians  for  patients  who  require  this  type 
of  contraception.  However,  we  urge  that  pa- 
tients be  advised  that  there  are  certain  risks 
involved,  the  slight  risk  of  vascular  damage  and 
the  theoretical  risk  of  carcinoma.” 
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Editorials 


Founding  of  the  pharmacopeia 


We  celebrate  in  this  room  the  founding  of 
the  United  States  Pharmacopeia  one  hun- 
dred and  fifty  years  ago.  I am  told  it  is  rare 
for  the  Capitol  chambers  to  be  used  for  any- 
thing but  official  business,  and  that  even 
this  celebration  is  by  special  dispensation. 
In  1820,  however,  of  the  11  medical  doctors 
who  took  part  in  the  first  pharmacopeia 
meeting,  Samuel  Latham  Mitchill,  M.I).. 
was  a senator  from  New  York  and  Joel  Ab- 
bott, M.D.,  and  William  Terrell,  M.D.,  were 
congressmen  from  Georgia.  Our  influence 
in  Washington  was  apparently  considerable 
in  1820. 

To  give  you  more  of  the  setting,  this  Old 
Senate  Chamber  was  then  furnished  with 
writing  desks  arranged  in  a semicircle  fac- 
ing the  dais.  There  was  a large  chandelier 
of  crystal  to  magnify  the  candlelight  which 
shone  on  the  proceedings.  There  was  a spec- 
tators’ gallery  along  the  perimeter  of  the 
room.  We  are  told  also  that  the  room  was 
hung  with  draperies  which  gave  it  an  air  of 
dignity. 

The  Senate  had  only  recently  moved  back 
into  this  room  and  the  paint  was  still  fresh. 
It  had  taken  that  long  to  restore  the  Capi- 
tol after  it  had  been  sacked  and  burned  by 
the  British  during  the  war  of  1812. 

James  Monroe  was  our  President  in  1820. 
The  Senate  in  this  room  was  debating  what 
should  be  done  with  the  new  state  of  Mis- 
souri. Should  it  be  slave  or  free?  They 
were  debating  in  microcosm  the  destiny  of 
the  United  States,  and  Henry  Clay  proposed 
the  compromise  that  would  preserve  the  bal- 
ance between  the  slave  and  free  states,  and 
put  off  the  day  of  reckoning.  It  was  termed 
overall,  however,  the  Era  of  Good  Feeling. 
Winning  the  war  of  1812  gave  us  a sense  of 
national  unity  that  surpassed  the  sectional 

* An  address  by  Walter  T.  Heldmann,  M.D.,  President 
of  the  Medical  Society  of  the  State  of  New  York,  at  the 
ceremony  honoring  the  founding  of  The  United  States 
Pharmacopeia  in  1820,  which  was  held  in  the  Old  Senate 
Chamber  at  the  Capitol,  Washington,  D.C.,  January  2, 
1970. 


rivalries  that  were  accentuated  by  our  quick 
spread  into  vast  new  territories. 

Medicine,  itself,  was  undergoing  the  ef- 
fects of  sectionalism  or,  as  we  called  it,  sec- 
tarian medicine.  There  were  eclectics  and 
homeopaths,  and  also  the  irregulars.  These 
irregulars  were  various  groups  of  practi- 
tioners with  no  medical  acquirements,  gen- 
erously known  as  “herb  doctors”  and  “steam 
doctors.”  The  chief  armamentarium  of  one 
of  these  groups,  which  attained  prominence, 
consisted  of  “sweating,”  with  free  use  of 
Lobelia. 

They  all  condemned  the  use  of  any  min- 
eral or  potent  drugs  used  by  the  regular 
medical  practitioners,  and  practiced  only  the 
teaching  of  their  own  particular  cult. 

There  were  rivalries  among  medical 
schools  that  stifled  efforts  to  standardize 
practice,  teaching,  and  licensing.  Quackery 
was  rampant;  there  was  no  pharmacopeia 
of  medicines  for  physicians  to  rely  on. 
There  was  not  a single  school  or  society  of 
pharmacy  in  existence.  In  short,  there  was 
diffusion,  profusion,  and  confusion. 

It  was  also  an  era,  however,  when  medi- 
cal societies  were  being  formed,  as  they  had 
been  in  Europe,  to  further  the  art  and  sci- 
ence of  medicine.  But,  importantly,  in  the 
United  States  they  were  called  on  to  stem 
the  recklessness  that  accompanied  the  ex- 
pansion of  medical  care  in  our  new  and 
robust  nation. 

The  Medical  Society  of  the  State  of  New 
York,  founded  in  1807,  figured  importantly 
in  this  effort.  Doctors  were  their  own  dis- 
pensers of  medicines  in  those  days.  The 
mortar  and  pestle  were  part  of  their  equip- 
ment. There  were  earlier  pharmacopeias  to 
guide  them,  notably  those  published  in  Eu- 
rope. There  was  available  the  Massachu- 
setts Medical  Society  Pharmacopeia,  another 
published  by  the  New  York  Hospital,  still 
another  that  was  used  by  physicians  of  the 
Continental  Army,  but  all  of  them  lacked  a 
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common  thread.  There  were  overlapping 
definitions,  there  was  prolixity  in  language, 
and  a lack  of  uniformity.  Herbs  native  to 
the  new  country  had  yet  to  be  catalogued. 
There  was  a need  for  a final  national  com- 
pilation and  the  men  with  the  scholarship 
to  do  the  job. 

In  1817,  the  Medical  Society  of  the  State 
of  New  York  was  deeply  concerned  with  the 
lack  of  definitive  standards  and  regulations 
for  medical  training  and  practices,  so  it  is 
easy  to  understand  why  the  equal  state  of 
chaos  in  the  field  of  drugs  and  medications, 
with  no  uniformity  in  their  compounding 
and  usage,  should  also  be  of  serious  con- 
cern to  its  members.  At  their  meeting,  an 
exhibit  of  pharmaceutical  preparations  was 
shown  by  Dr.  Low  of  Albany.  This  focused 
attention  on  the  problem  and  the  following 
year,  in  1818,  a resolution  was  passed  by  the 
Medical  Society  of  the  State  of  New  York 
which  “resolved  that  it  is  expedient  that  an 
American  Pharmacopeia  be  formed  for  use 
in  the  United  States.”  This  was  a moment 
long  planned  for  by  Lyman  Spalding,  M.D., 
of  the  New  York  County  Medical  Society, 
who  had  proposed  that  “a  convention  should 
be  called  in  each  of  the  four  grand  divisions 
of  the  United  States  to  be  composed  of  dele- 
gates of  all  medical  societies  and  medical 
schools,”  and  that  “each  district  convention 
should  form  a pharmacopeia  and  elect  dele- 
gates to  meet  in  a general  convention  in  the 
city  of  Washington  on  the  first  of  January, 
1820.” 

Spalding’s  cause  was  championed  by  Sam- 
uel Latham  Mitchill,  M.D.,  who  became  pres- 
ident of  the  State  Society  from  1821  to  23. 
A resolution  which  embodied  all  these  fea- 
tures, with  a list  of  appointees  to  both  the 
district  and  national  conventions  was  passed 
at  this  historic  meeting. 

At  the  1819  meeting  of  the  State  Society, 
Dr.  Mitchill  reported  good  progress  in  ob- 
taining representatives  of  other  societies, 
and  at  the  annual  meeting  in  1820  he  an- 
nounced success  of  the  enterprise. 

There  were  11  men  who  eventually  gath- 
ered at  the  first  national  meeting  held  in  this 
room:  Drs.  Mitchill  and  Spalding,  and 

Alexander  Stevens,  M.D.,  from  New  York; 
Eli  Ives,  M.D.,  from  New  Haven;  Thomas 
T.  Hewson,  M.D.,  and  Thomas  Parke,  M.D., 
of  Philadelphia;  Henry  Huntt,  M.D.,  of  the 
capital  district,  Allan  McLane,  Jr.,  M.D.,  of 
Delaware,  Samuel  Baker,  M.D.,  of  Balti- 


more, William  Terrell,  M.D.,  and  Joel  Ab- 
bott, M.D.,  of  Georgia. 

Let  me  quote  from  the  preface  to  their 
work : 

It  is  the  object  of  the  pharmacopeia  to  se- 
lect from  among  the  substances  which 
possess  medicinal  power,  those,  the  util- 
ity of  which  is  most  fully-established  and 
best  understood;  and  to  form  from  them 
preparations  and  compositions  in  which 
their  powers  may  be  exerted  to  the  great- 
est advantage.  It  should  likewise  dis- 
tinguish those  articles  by  convenient  and 
definite  names  such  as  may  prevent 
trouble  or  uncertainty  in  the  intercourse 
of  the  physicians  and  apothecaries. 

The  founders  spoke  of  the  problems  en- 
countered along  the  way. 

The  preface  notes  the  variety  of  refer- 
ences then  available. 

That  this  evil  has  not  earlier  been  reme- 
died is  to  be  attributed  not  so  much  to  a 
want  of  action  on  the  part  of  the  medical 
faculty  of  the  importance  of  the  subject; 
as  to  the  difficulty  of  obtaining  in  such  a 
work,  the  general  cooperation  of  physi- 
cians throughout  a country  so  extensive 
as  ours. 

Calling  together  a national  pharmacopeia 
convention  seemed  the  only  way  that  a uni- 
form work  could  be  produced. 

The  founders  also  understood  the  prob- 
lems of  authorship. 

The  fault  of  the  lists  of  the  Materia  Med- 
ica  which  have  been  adopted  in  different 
countries,  (they  wrote)  has  always  been 
their  redundancy,  rather  than  their  de- 
ficiency. The  number  of  articles  neces- 
sary for  the  management  of  diseases,  and 
especially  of  those  which  any  individual 
physician  actually  employs  is  always  very 
far  short  of  the  catalogue  afforded  by 
most  pharmacopeias. 

Then,  too,  the  problem  had  to  be  faced 
of  describing  home  grown  American  herbs 
and  remedies.  The  preface  goes  on  to  read : 

In  regard  to  indigenous  vegetables,  a con- 
siderable number,  no  doubt,  possess  im- 
portant and  useful  properties;  others 
have  potentials  not  fully  settled  ... 
But,  as  it  happens  in  most  countries,  the 
number  of  simples  occasionally  employed 
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in  practice  is  much  greater  than  it  suits 
the  proper  compass  of  the  pharmacopeia 
to  contain.  In  the  present  work,  those 
native  articles  should  be  introduced  which 
are  considered  to  possess  qualities  suffi- 
ciently important,  or  which  are  found  to 
be  so  much  employed  by  practitioners,  as 
to  give  them  a claim  to  the  character  of 
standard  medicines.  In  several  instances, 
native  plants  should  be  substituted  for 
European  ones  of  the  same  genus  where 
their  qualities  are  esteemed  the  same. 

On  that  first  day  of  January,  1820,  Dr. 
Spalding  seated  himself  in  this  room  with 
five  other  physicians,  and  we  can  presume 
there  must  have  been  long  periods  of  em- 
barrassed silence  as  they  waited  patiently 
for  others  to  arrive.  The  southern  district 
convention  had  failed  to  materialize  and  in 
the  west  a meeting  had  not  been  called  at 
all.  Nevertheless,  work  was  begun.  The 
following  Monday,  five  additional  delegates 
arrived  and,  while  this  hardly  constituted  a 


Cyclamates,  tobacco,  and  us 

The  explosive  banishment  of  cvclamate 
was  a relatively  dubious  act  from  a biologic 
standpoint.  Granted,  there  is  no  reason  to 
add  substances  to  our  diet  which  may  be 
dangerous,  particularly  if  adequate  alterna- 
tives exist.  The  strict  application  of  the 
Delaney  Amendment  of  1958,  which  stipu- 
lates that  any  food  additive  must  be  re- 
moved from  the  market  if  it  causes  cancers 
when  fed  to  animals  or  man,  was  puzzling 
when  one  considers  the  failure  to  apply  it  in 
other  situations.  For  example,  chewing  to- 
bacco causes  cancers  of  the  oral  cavity  and 
external  larynx  but  it  has  been  excluded  as 
an  additive  or  a food  stuff!  Similarly, 
heavy  prolonged  cigaret  smoking  causes 
cancers  of  the  lung  and  larynx  and  the  data 
is  based  on  the  clinical  study  of  actual  per- 
sons, not  on  a few  rats  who  were  given 
enormous  doses  of  both  cyclamate  and  sac- 


“convention,” they  worked  the  entire  week, 
perhaps  more  efficiently  than  a larger  group, 
editing  existing  pharmacopeia  and  shaping 
the  new  material  presented  to  them. 

Their  first  published  volume,  circulated 
within  the  year,  contained  80  pages  of  ma- 
teria medica,  catalogued  as  primary  and 
secondary,  according  to  importance.  Many 
of  these  basic  materials,  of  course,  continue 
to  be  listed  today — belladona,  castor  oil,  and 
digitalis  among  them.  The  first  pharma- 
copeia also  contained  200  pages  of  formulary 
printed  in  both  Latin  and  English. 

The  founders  had  the  foresight  to  sug- 
gest that  later  meetings  be  held  to  review 
the  pharmacopeia.  Unlike  the  political 
documents  of  our  history,  there  is  no  rheto- 
ric here  and  there  is  but  one  painting,  to 
my  knowledge,  to  commemorate  the  achieve- 
ment of  the  11  men  who  met  here  on  Janu- 
ary 1,  1820.  Nevertheless,  our  debt  to  them 
is  enormous  for  their  patience  and  scholar- 
ship. 


charin.  (Apparently  a second  experiment 
has  confirmed  the  original  impression  that 
bladder  cancers  could  be  induced  in  rats  with 
cyclamate  alone.) 

Will  the  ban  on  tobacco  products  be  an- 
nounced on  television  tomorrow?  Of  course 
not,  since  after  all  it  isn’t  a food  stuff  or  an 
additive  from  a legislative  viewpoint,  and 
you  can  be  sure  that  the  exclusion  of  to- 
bacco from  the  scrutiny  given  to  other  drugs 
and  foodstuffs  will  continue. 

There  is  no  protection  of  the  smoker 
against  the  effects  of  a dozen  or  more  addi- 
tives and  flavorings  added  to  tobacco.  Ap- 
parently, one  company  has  developed  a “puff- 
ing” process  of  tobacco  by  soaking  it  in 
Freon  and  subsequently  evaporating  the  sol- 
vent. This  may  be  beneficial  if  it  reduces 
the  tar  and  nicotine  content  of  the  smoke, 
but  who  is  testing  the  toxicology  of  this  al- 
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tered  product?  Reconstituted  tobacco  is 
commonly  used  to  make  cigarets  and  thus 
utilize  “tobacco  wastes  such  as  stems,  ribs, 
and  dust.”* 

There  is  good  reason  to  study  many  prod- 
ucts which  are  ingested,  inhaled,  injected, 
and  spread  on  the  skin.  An  enlarged  re- 
sponsibility of  the  FDA  for  the  surveillance 
of  all  products  has  been  delayed  overlong. 
As  to  the  equating  of  man  and  rat  as  barom- 
eters of  carcinogenesis  in  man  by  the  De- 
laney Amendment,  it  is  evident  that  the  law 
does  not  reflect  our  biologic  knowledge  of 
carcinogenesis.  The  reverse  of  the  Delaney 
rule  is  also  erroneous  since  substances  that 
produce  cancer  in  man,  such  as  arsenicals, 
fail  to  do  so  in  laboratory  animals. 

It  is  self-evident  that  many  indirect  evi- 
dences of  dangers  to  us  such  as  toxic  and 
mutagenic  effects  in  model  animal  systems, 
cultured  cells,  and  even  microorganisms  will 

* TOBACCO,  The  International  Weekly,  page  9,  No- 
vember 21,  1969. 


be  required  to  monitor  new  (and  old)  en- 
vironmental threats.  Regulatory  decisions 
must  be  based  on  “best  judgment”  according 
to  our  present  scientific  knowledge,  plus  sev- 
eral increments  of  conservative  actions,  as  a 
recognition  of  our  lack  of  knowledge  and 
wish  to  protect  unborn  generations.  Scien- 
tific judgments  of  the  best  course  of  action 
should  be  clearly  separated  from  economic 
and  political  forces  when  they  are  presented 
to  our  legislative  representatives  for  trans- 
formation into  law. 

Episodes  such  as  the  present  one  are 
serious,  since  the  public  is  becoming  in- 
creasingly knowledgeable,  and  cynical, 
about  the  application  of  law  and  legislation 
for  their  benefit  and  protection.  It  is  clear 
that  our  elected  representatives,  not  the 
scientists  themselves,  have  final  responsi- 
bility for  our  welfare.  It  behooves  them  to 
establish  the  best  possible  ways  of  obtain- 
ing technical  advice  quickly  and  free  of  pres- 
sure by  all  groups,  including  themselves. 
G.  E.  M. 


♦ 
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Diagnostic  problem... 


Conventional  x-rays  (above)  of  the  restless 
duodenum  are  often  diagnostically  indefinite. 

With  hypotonic  duodenography  (right)  duo- 
denal calm  induced  by  Pro-BanthTne  permits 
clear  anatomic  appraisal.  In  this  example  the 
duodenum  was  intubated.  Pro-BanthTne, 


60  mg.  intramuscularly,  produced  prompt 
aperistalsis.  Double  contrast  visualization 
was  obtained  with  barium  and  air. 


Pro-Banthine  Helps... REVEAL  the  ulcer 

propantheline  bromide  HEAL  the  ulcer 


The  efficiency  of  Pro-Banthine— its  favorable 
balance  of  therapeutic  and  secondary7  actions 
—has  been  thoroughly  tested  and  observed.  This 
quality  has  been  demonstrated  roentgenogra- 
phically,  surgically,  cinegastroscopically  and, 
above  all,  clinically. 

When  physicians  needed  to  relax  the  restless 
duodenum  for  the  recently  refined  technic  of 
hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most 
widely  used  anticholinergic  medication  for 
calming  the  gastrointestinal  tract— for  suppress- 


ing secretion,  prolonging  the  action  of  antacids 
and  providing  the  proper  environment  for  heal- 
ing peptic  ulcers. 

These  established  therapeutic  actions  make 
Pro-Banthine  particularly  useful  in: 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao, 
Louis  H.  Frische,  Josef  Rosch  and  Charles 
T.  Dotter  for  this  exceptionally  graphic 
example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  cardiac  dis- 
ease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  men  with  prostatic  hy- 
pertrophy, this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 


Dosage:  The  maximal  dosage  tolerated  without  ex- 
cessive side  effects  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In  severe  con- 
ditions as  many  as  two  15-mg.  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the  pa- 
tient’s requirement  and  may  be  up  to  30  mg.  or 
more  every  six  hours,  intramuscularly  or  intra- 
venously. 982 
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DECLOSTATIN  300 


I)pmeth)lchlorlrtr*K>flinf  H€I  300  mg 
and  Nystatin  500,000  anils 
CAPSULE-SHAPED  TABLETS  Udrrle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal 
mondial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCI N®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
«kin  discomfort.  Necessary  subseouent  courses  of  treat- 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappearec 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn 
crasy  occurs,  discontinue  medication  and  institute  appro 
priate  therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  unpaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment!  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  * 
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Complications  with 
Permanent  Transvenous 
Pacemakers 

JONAS  BEREGOVICH,  M.D.* 
New  York  City 
SIDNEY  FENIG,  M.D. 
New  York  City 

From  the  Elmhurst  Services  Unit,  Mount  Sinai 
School  of  Medicine 


|\| UMEROUS  studies  have  been  published 
analyzing  the  indications,  technics,  and  gen- 
eral results  of  permanent  artificial  pacing. 
During  the  last  few  years  transvenous  in- 
sertion of  endocardial  electrode  catheters 
has  gained  acceptance  as  the  method  of 
choice,  considering  the  ease  and  low  mor- 
bidity of  the  procedure.1-6  The  use  of  ex- 
teriorized electrodes,  catheter  introduction 
through  the  external  jugular  vein,  and  use 
of  rigid  wires  represented  early  problems 
that  have  been  overcome.  However,  a num- 
ber of  potential  or  actual  complications  still 
remain. 

This  study  focuses  on  the  incidence,  type, 
and  clinical  significance  of  complications  ob- 
served in  a group  of  patients  closely  fol- 
lowed for  a minimum  period  of  one  year 
after  insertion  of  permanent  transvenous 
electrode  catheter  pacemakers  and  in  the 
survival  rate  of  these  patients.  Awareness 
of  the  data  presented  will  facilitate  under- 
standing of  prognosis  and  management  of 
expected  complications  with  existing  units. 

* Presently  Associate  Professor  of  Medicine,  New  York 
Medical  Coliege. 


Material  and  method 

Fifty  consecutive  patients  who  were  ad- 
mitted to  The  Mount  Sinai  Hospital  Services 
at  Elmhurst  and  New  York,  between  Oc- 
tober, 1965,  and  July,  1967,  form  the  basis 
for  this  report.  Their  ages  ranged  from 
forty-seven  to  eighty-eight  years,  mean  71.8 
years  (Table  I). 

The  dominant  symptoms  present  in  each 
patient  and  determining  indications  for  pac- 
ing consisted  of : syncopal  episodes  in  43 

cases,  dizziness  in  4 cases,  congestive  heart 
failure  in  2 cases,  and  severe  angina  pec- 
toris in  1 case.  Their  basic  electrocardio- 
graphic rhythm  was:  established  Ill-de- 

gree atrioventricular  block  in  29  cases, 
changing  II-  and  Ill-degree  atrioventricular 
block  in  8 cases,  intermittent  II-  and/or 
Ill-degree  atrioventricular  block  with 
periods  of  sinus  rhythm  in  11  cases,  and 
sinus  bradycardia  with  episodes  of  sinus 
arrest  in  2 cases. 

Transvenous  insertion  of  bipolar  electrode 
catheters  was  accomplished  utilizing  a ce- 
phalic vein,  with  few  initial  exceptions 
where  the  external  jugular  vein  was  used. 
The  catheter  tip  was  impacted  in  the  right 
ventricular  apex  and  connected  to  a Char- 
dack-Medtronic  generator  subcutaneously 
implanted.  Fixed-rate  pacemakers  (Model 
5870-C)  were  used  in  48  cases  and  demand 
units  (Model  5841)  in  2 cases.  Pacing  rate 
was  set  at  72  to  78  per  minute. 

Patients  incorporated  in  this  study  had 
their  initial  pacemaker  implants  between 
October,  1965,  and  July,  1967.  They  have 
all  been  followed  at  regular  monthly  inter- 
vals in  a heart  block  clinic.  The  patients 
were  instructed  to  report  immediately  in  the 
event  of  unexpected  complications.  Follow- 
up for  the  purposes  of  this  study  was  closed 
July,  1968. 

Results 

Table  I provides  general  information  on 
each  patient  and  indicates  the  over-all  inci- 
dence of  complications. 


March  15,  1970  / New  York  State  Journal  of  Medicine  761 


S,  5 


x £ 


3 


I M 


f3  J.  C 

is! 


c ~ 
> 


■S  i 


£ X 

C c 


I g g 

SEE 


C -3  X - 

s g O 2 

S -til 
■S  is? I 

3 O a 


>> 

£ 


• £ 


S § 


£ £ 


>» 


A 

• C 

• o 

• £ 
00 


• — -£ 
. X X 

'»  - 


EE 


O O 
* £ 


c c 
0 o 
£ £ 


£ : * 


■ _ T5 

.t:  *w  o 

r 2 > 


O 09 

£5 

« 5 


£ u 
c 0 


j fl>  Hi  (ii  u y 5j  jj  m m « m 

X X X x 


3 "d  "o  3 3 ^ "d 

xxxxxxxxx 


M 

T3T3-C'C«3'T3'C  2 T3  T3  TJ  T3 

DHUgiQUQlHDllClO 

.2  .2  .2  .2  .2  .2  .2  5 .*  .2  .2  .2 


-C'n'C'TSTj-O'C'a-OTS'O'C  2 *T3 

OOfl9Q9GJOOO©OOfl)HO 
.2  .2  .2  .2  .2  .2  .2  .2  .2  .2  .2  .2  « .2 
*£  E £ £ £ £ £ E £ £ E £ £ 


c q 'O  ’>£  (£  t£  {£ 


i^cir^^i'Nrlipon 


C*3  M CO  'T  ’t  ' 


O'  lO  lO  L'U'COCHHfNlMMINfN 


£0  CC  ^ 
_>>>> 
< < < < < 


^ ^ *y,  pr  *y*|  "ft  ^ **<*1 
>>>>>>>>>> 
<<<<<<<<<< 


x xxxxaaaaa 
>>>>>>>>> 
<<<<<<<<< 


x a Bioooo  uuuuuuuuuu  <aououou< 


xxaaaaaaxaaa 

>>>>>>>>>>>> 

<<<<<<<<<<<< 

OU<OOUO<<OOU 


xaaaaaaaaaxa  a 
>>>>>>>>>>>>._> 
<<<<<<<<<<<<<< 
UU<UUO<<<U<OXU 


u «C 
<■2 


OiCOO-'tr-COOi'^OOCOCOlOCOCO 

t'-CDcot^coc-ioaococDc^iot-cD 


s-s 

* c 

O 3 

z 


< C'J  CO  "T  iD  CDC'OOOSOHMCC^I/J  C£K'XO)OHiNn'f  LOCDr'OOOJOHNO'J'lOCD 

^ — hhhhmnnnn  NNwaNconcococonn 


A 

£ 

C^C005O»H(NC0'<fiDCDC^00a>O  3 
cococO’Vrf-^’^r^Tr^Tr^Tj'io^ 


762  New  York  State  Journal  of  Medicine  / March  15,  1970 


* SA  = sinus  arrest;  CAVB  = complete  (Ill)atrioventricular  block;  AAVB  = advanced  (II  and  III)  atrioventricular  block;  and  i = intermittent, 
t Length  of  time  when  observed  following  permanent  implant;  t = transient. 
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FIGURE  1.  Case  26.  Rhythm  strips  obtained 
immediately  following  transvenous  insertion  of  a 
bipolar  electrode  catheter  and  artificial  pacing  at 
3 volts.  Competition  mechanism,  with  periods 
of  normal  sinus  rhythm  and  periods  of  regular 
pacing.  Repetitive  firing  is  observed  at  frequent 
intervals. 


Competition.  A competing  mechanism 
between  artificial  pacing  and  a reestablished 
sinus  rhythm  was  observed  in  14  patients 
(28  per  cent).  In  9 this  phenomenon  was 
to  be  expected  as  they  initially  had  only 
intermittent  atrioventricular  block.  It  was 
also  observed  in  5 patients  initially  con- 
sidered to  have  chronic  II-  or  Ill-degree 
atrioventricular  block. 

Competition  was  a transient  complication 
in  10  patients,  occurring  at  intervals  during 
the  initial  weeks  or  months  following  the 
implant,  to  be  superseded  by  regular  and 
stable  artificial  pacing.  None  of  these  pa- 
tients manifested  associated  arrhythmias. 

In  4 cases  competition  was  persistently 
observed:  In  Case  26  (Fig.  1)  frequent  ven- 
tricular premature  contractions  and  repeti- 
tive firing  occurred  during  the  initial 
twenty-four  hours  following  the  implant; 
this  arrhythmia  was  abolished  with  oral 
procainamide  and  did  not  recur  (Fig.  2). 
In  Case  33,  ventricular  extrasystoles  and 
short  runs  of  ventricular  tachycardia  were 
observed  eighteen  months  after  an  implant. 
Constant  electrocardiographic  monitoring 
revealed  no  correlation  between  competing 
stimuli  and  the  onset  of  a ventricular  extra- 
systole or  tachycardia.  The  patient  was 
effectively  controlled  with  a lidocaine  infu- 
sion initially  and  oral  procainamide  later. 

Electrode  catheter  malfunction. 
Complications  arising  from  catheter  mal- 
function were  observed  in  9 patients  (18 
per  cent) , with  displacement  in  8 and  break- 
age in  1.  Generally,  displacement  was  ob- 
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FIGURE  2.  Case  26.  Follow  up  after  insertion 
of  permanent  transvenous  pacemaker  reveals 
persistence  of  competition.  However,  no  further 
arrhythmias  are  seen. 

served  as  an  early  complication  occurring 
within  the  first  month  following  implant  in 
7 instances.  However,  on  2 occasions  it  oc- 
curred considerably  later  (ten  and  nineteen 
months) . The  tip  of  the  catheter  as  docu- 
mented by  x-ray  films  was  found  to  be  in 
the  right  atrium  (2  cases)  or  floating 
within  the  cavity  or  outflow  tract  of  the 
right  ventricle  (6  cases).  Electrocardio- 
graphically  there  was  either  intermittent 
capture  (3  cases)  or  complete  loss  of  cap- 
ture (6  cases)  with  reestablishment  of  the 
basic  rhythm  (Fig.  3).  Symptomatically, 
syncopal  episodes  recurred  in  3 patients. 
They  were  controlled  by  temporary  trans- 
venous pacing  in  2 and  led  to  death  in  a 
third  case  before  adequate  measures  could 
be  taken.  Electrode  catheter  breakage  oc- 
curred only  once  and  this  was  early  in  the 
series  when  the  external  jugular  vein  was 
being  used  for  insertion.  Repositioning  of 
the  catheter  (3  cases)  or  catheter  replace- 
ment (6  cases)  was  the  management  re- 
quired. 

Generator  malfunction.  Generator 
malfunction  occurred  in  10  patients  (20  per 
cent)  during  the  period  of  follow-up,  from 
six  weeks  to  thirty  months  after  the  im- 
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FIGURE  3.  Case  40.  Incomplete  capture  in  ar- 
tificial pacing. 


plant  (mean  16.7  months).  Electrocardio- 
graphic manifestations  were:  intermittent 

capture  (2  cases),  loss  of  capture  (6  cases), 
diminished  rate  of  pacing  (1  case),  and  in- 
creased rate  of  pacing  (1  case).  Sympto- 
matically, dizziness  or  syncope  (in  1 case) 
were  the  manifestations  present.  Generator 
replacement  was  corrective  in  all  instances. 

Miscellaneous  complications.  Mis- 
cellaneous complications  were  seen  in  5 pa- 
tients (10  per  cent).  Skin  dehiscence  oc- 
curred in  1 patient  (Case  6)  one  month 
after  the  implant,  requiring  resuturing 
without  further  problems. 

Myocardial  perforation  was  observed  in 
Case  14  four  days  following  surgery,  man- 
ifested by  intermittent  capture  in  the  elec- 
trocardiogram and  anterior  protrusion  of 
the  electrode  catheter  tip  on  a lateral  chest 
x-ray  film.  This  patient  underwent  thora- 
cotomy, at  which  time  the  electrode  was 
noted  to  be  covered  by  pericardium  without 
blood  loss  into  the  pericardial  cavity.  The 
catheter  was  removed  and  epicardial  elec- 
trodes used  instead.  This  patient  was  alive 
and  well  at  the  time  of  reporting. 

Septicemia  with  positive  blood  cultures 
complicated  the  clinical  course  of  Cases  7 
and  22,  at  two  and  seven  months  after  the 
initial  implant  respectively.  Because  anti- 


biotics alone  were  ineffective  in  controlling 
the  infection,  the  generator  and  catheter 
were  replaced  in  1 patient  and  an  epicardial 
implant  chosen  in  the  second.  The  first  pa- 
tient died  six  months  later  with  a myocar- 
dial infarction,  while  the  second  was  alive 
and  well  at  the  time  of  reporting. 

One  patient  (Case  36)  with  established 
Ill-degree  atrioventricular  block  had  inter- 
mittent capture  immediately  following  im- 
plantation. This  was  associated  with  dizzi- 
ness and  syncope  which  recurred  in  spite  of 
replacement  of  the  unit  on  the  fourth  post- 
operative day.  This  circumstance  was  at- 
tributed to  a high  threshold  of  endocardial 
stimulation  and  was  corrected  by  utilization 
of  an  epicardial  implant. 

Deaths.  Ten  patients  expired  during  the 
period  of  follow-up  (20  per  cent).  Direct 
hospital  observation  or  monitoring  was 
available  in  all  patients  with  the  exception 
of  Case  13  who  died  at  home. 

As  indicated  in  Table  I,  well-defined  con- 
ditions unrelated  to  failure  of  pacing  or 
heart  block  accounted  for  the  deaths  ob- 
served in  all  but  1 case.  This  patient  (Case 
15)  had  sustained  displacement  of  the  elec- 
trode catheter  which  resulted  in  loss  of  cap- 
ture, followed  by  syncopal  episodes  and 
death  before  repositioning  could  be  per- 
formed. It  is  the  only  case  in  which  failure 
of  pacing  was  directly  related  to  death. 

Comment 

For  purposes  of  discussion,  each  complica- 
tion will  be  considered  separately. 

Competition.  Competition  was  observed 
in  14  patients  (28  per  cent),  an  incidence 
similar  to  that  reported  by  other  investiga- 
torsA7-8  Although  a competing  mechanism 
is  to  be  expected  in  cases  of  intermittent 
heart  block  when  using  fixed-rate  pacemak- 
ers, it  was  also  observed  in  cases  considered 
to  have  chronically  established  block.  It  is 
likely,  therefore,  that  even  in  these  cases 
spontaneous  recovery  of  atrioventricular 
conduction  may  occur  from  time  to  time  and 
that  the  very  improvement  in  cardiac  output 
and  coronary  perfusion  brought  about  by  ar- 
tificial pacing  may  facilitate  reestablish- 
ment of  conduction.  Sowton  and  Davies7 
stressed  the  high  mortality  rate  encountered 
in  patients  with  competition  in  their  experi- 
ence, attributing  deaths  to  pacemaker-in- 
duced ventricular  fibrillation.  They  were 
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unable,  however,  to  provide  objective  evi- 
dence of  this  phenomenon.  In  our  series  no 
significant  arrhythmias  were  observed  in 
patients  with  competing  mechanisms,  and 
death  could  never  be  attributed  to  competi- 
tion. General  experience  tends  to  confirm 
this  observation.4-5-9-10 

Experimental  data  indicate  that  the  en- 
ergy required  to  induce  ventricular  fibrilla- 
tion by  applying  an  artificial  stimulus  in  the 
vulnerable  period  far  exceeds  that  normally 
used  with  implanted  pacemakers.11  12  Some 
evidence  exists,  however,  as  to  a potential 
danger  in  clinical  conditions  in  which  the 
threshold  of  stimulation  might  be  altered, 
such  as  in  acute  myocardial  ischemia,13  digi- 
talis toxicity,14  electrolyte  disturbances,  low- 
ered pH,  or  excess  outpouring  of  catechol- 
amines.1’1 17  Isolated  reports  of  minor  pace- 
maker-induced arrhythmias  can  be  found  in 
the  literature,1518  whereas  in  a few  others 
life-threatening  arrhythmias  have  been  ob- 
served.19-20 

Considering  these  factors  and  provided 
long-term  follow-up  demonstrates  adequate 
technical  performance,21  it  may  become  de- 
sirable to  use  “demand”  pacemakers  in  all 
patients  and  not  only  in  those  instances 
presently  accepted  as  indications  for  demand 
pacing,  such  as  sinus  bradycardia,  sinus  ar- 
rest, and  intermittent  heart  block.22  23 

Malfunction  of  electrode  catheter  or 
generator.  Malfunction  of  electrode  cathe- 
ter and  generator  occurred  in  9 and  10  cases 
respectively.  Displacement  of  the  pacing 
catheter  is  a common  complication  which 
tends  to  occur  within  a few  weeks  following 
insertion.  Adequate  positioning  and  fixa- 
tion of  the  tip  at  the  time  of  surgery  and 
frequent  control  of  the  electrocardiogram 
and  chest  x-ray  films  during  the  initial  fol- 
low-up period  will  allow  immediate  applica- 
tion of  corrective  measures.24 

Generator  malfunction  is  another  impor- 
tant complication  occurring  earlier  than  the 
anticipated  pulse  generator  life  (four  to 
five  years) . In  view  of  this  experience  it 
has  been  our  policy  to  replace  generators 
electively  in  two  to  three  years. 

Early  models  of  pacemakers  were  designed 
so  that  battery  exhaustion  was  manifested 
by  an  increase  in  the  rate  of  discharge,  at 
times  inducing  uncontrolled  tachycardias. 
Pacemakers  are  now  designed  so  that  bat- 
tery depletion  results  rather  in  a decrease  of 
stimulation  rate. 


Miscellaneous  complications.  Other 
complications  reported  with  the  use  of  long- 
term transvenous  pacing  but  not  observed  in 
this  series  include  retention  of  endocardial 
pacemaker  electrodes  by  encapsulating  “neo- 
endocardium.”4 25  It  is  not  clear  how  often 
encapsulation  occurs.  Although  this  may 
seem  a desirable  development  leading  to  bet- 
ter fixation  of  the  catheter,  it  may  also  lead 
to  the  problem  of  preventing  removal  if 
need  be  at  a later  time. 

Myocardial  perforation  has  been  reported 
mainly  with  the  use  of  temporary  electrode 
catheters  and,  as  in  our  case,  may  be  unac- 
companied by  symptoms.3-20-27  Failure  of 
pacing  may  or  may  not  be  present.  Gener- 
ally the  unsuspected  perforation  is  discov- 
ered at  the  time  of  thoracotomy  for  inser- 
tion of  permanent  units.  Rare  reports  exist 
on  perforations  occurring  at  the  time  of  sur- 
gical implantation  or  during  the  period  of 
follow-up.5-28 

Septicemia  is  a rare  complication,  which 
in  our  experience  occurred  in  patients  with 
unrelated  although  recognized  septic  proc- 
esses. In  cases  unresponsive  to  antibiotic 
therapy,  removal  of  the  implanted  catheter- 
generator  unit,  use  of  temporary  transve- 
nous pacemaker,  and  subsequent  epicardial 
reimplantation  seems  the  best  course  of  ac- 
tion. 

Death.  Death  occurred  in  20  per  cent  of 
our  patients  within  one  year  of  follow-up. 
As  already  indicated,  all  patients  were  un- 
der hospital  observation  at  the  time  of  death 
with  the  exception  of  1,  and  all  died  as  a 
consequence  of  associated  conditions  with 
the  exception  of  1 case  attributed  to  pace- 
maker failure.  It  can,  therefore,  be  stated 
that  implanted  artificial  pacemakers  have  al- 
most completely  eliminated  heart  block  as  a 
cause  of  death.  In  a comparable  series  of 
100  cases  hospitalized  for  heart  block  and 
syncope  but  not  treated  with  long-term  pac- 
ing, the  mortality  rate  was  50  per  cent  in 
one  year.29 

General.  In  analyzing  the  series  as  a 
whole,  it  is  evident  that  the  incidence  of 
complicating  features  is  high.  Twenty-nine 
patients  (58  per  cent)  had  one  or  more  com- 
plications during  the  period  of  follow-up 
(excluding  deaths),  and  this  number  un- 
doubtedly will  increase  with  the  passage  of 
time.  This  fact  should  be  considered  in  pro- 
gramming clinical  follow-up.  Strict  obser- 
vation and  rapid  availability  of  corrective 
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facilities  are  needed.  On  the  other  hand, 
the  demonstrated  effectiveness  in  control  of 
heart  block,  the  significant  reduction  in  mor- 
tality rate,  and  the  relative  ease  in  correct- 
ing complications  are  most  encouraging, 
thus  allowing  recommendation  of  artificial 
pacing  to  borderline  candidates.  Among  the 
latter  we  would  include  patients  with  first- 
degree  atrioventricular  block  and  unilateral 
bundle  branch  block,  or  bilateral  bundle 
branch  block  patterns  associated  with  syn- 
copal disorders. 

Summary 

Fifty  patients  had  permanent  transvenous 
pacemakers  implanted  for  advanced  heart 
block,  with  a minimum  follow-up  period  of 
one  year.  The  present  article  reports  the  in- 
cidence and  significance  of  complications  in 
this  series.  Competition  mechanisms  were 
observed  in  14  patients  with  no  resultant 
deaths.  Electrode  catheter  displacement  oc- 
curred in  9 patients  as  both  an  early  and 
late  complication.  There  were  10  instances 
of  generator  malfunction  appearing  on  an 
average  of  16.7  months  after  initial  implan- 
tation. Sepsis  occurred  as  a late  complica- 
tion in  2 patients  and  myocardial  perfora- 
tion was  seen  in  1 patient  shortly  following 
surgery.  Epicardial  implants  were  correc- 
tive in  the  last  3 instances.  All  other  tech- 
nical complications  were  corrected  with  rela- 
tive ease.  There  were  10  deaths  with  only  1 
being  related  to  pacemaker  failure.  The  re- 
maining 40  patients  continued  satisfactory 
pacing  at  least  twelve  months  following  im- 
plantation. We  feel  that  our  experience 
justifies  expanded  indications  for  endocar- 
dial pacing. 
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P KEVIOUSLY  THIS  UNIT  has  reported  that  pa- 
tients undergoing  maintenance  hemodialy- 
sis are  able  to  return  to  home  and  work 
responsibilities.1  Gainfully  employed  pa- 
tients worked  fewer  hours  per  week  and  had 
a reduced  annual  income.  Failure  and  in- 
fection of  plastic  arterial  and  venous  can- 
nulae  is  the  most  frequent  cause  of  debility 
and  hospitalization,  requiring  a surprising 
twenty-eight  days  per  patient  per  year  of 
dialysis  therapy.  A constant  problem  caus- 
ing patient  discontent  with  the  regimen  of 

* Supported  in  part  by  Grant  — RD-2629-M-68  from  the 
Social  Rehabilitation  Service,  Department  of  Health,  Edu- 
cation, and  Welfare,  and  the  Samuel  Nick  Nahoum  Me- 
morial Fund,  Inc. 


hemodialysis  therapy  is  the  prescribed  low- 
sodium  diet,  which  is  poorly  accepted  by  all 
patients  and  frankly  rejected  by  some.  De- 
spite medical  complications,  frequent  hos- 
pitalizations, and  reduced  income,  most  pa- 
tients were  considered  rehabilitated.  In  the 
present  study,  the  impact  on  the  patient’s 
family  of  the  rigorous,  time-consuming  pro- 
gram of  hemodialysis  in  a center  was  as- 
sessed. 

Method  of  study 

At  the  time  of  study  23  patients  were  re- 
ceiving regular  hemodialysis  overnight  on  a 
schedule  of  two  or  three  times  a week.2  In- 
terviews by  the  unit  social  worker  were  con- 
ducted with  the  closest  responsible  relative 
of  20  patients  who  had  been  undergoing 
maintenance  hemodialysis  for  six  to  forty- 
four  months.  The  group  of  relatives  con- 
sisted of  8 wives,  5 husbands,  6 mothers  and 
1 sister-in-law.  Family  members  were  ques- 
tioned according  to  a written  protocol  in 
which  factual  data,  such  as  number  of  chil- 
dren and  annual  income,  were  obtained.  La- 
ter in  the  interview,  or  at  subsequent  ses- 
sions, subjective  and  potentially  emotionally 
charged  questions  were  raised  and  responses 
were  recorded  as  given.  All  questions  were 
framed  to  prompt  direct  and  unequivocal  re- 
sponses rather  than  open-ended  discourse. 
Each  response  requiring  a valued  judgment 
of  life  during  the  patient’s  course  of  main- 
tenance hemodialysis  was  a comparison  with 
the  same  aspect  of  life  as  recalled  from  the 
last  year  preceding  the  development  of  ure- 
mia by  the  patient. 

In  general,  the  family  members  of  the 
present  patient  group  were  well  informed  as 
to  the  technical  operation  of  hemodialysis. 
Each  had  visited  the  dialysis  center  fre- 
quently, and  most  had  received  detailed  ex- 
planations of  the  center’s  operations.  Perti- 
nent references  had  been  loaned  to  those 
families  wishing  to  read  about  hemodialy- 
sis.3-4 Prior  to  the  current  study,  the  unit 
social  worker  (L.C.)  had  talked  with  and  es- 
tablished rapport  with  each  family  member 
studied  herein. 

Results 

Reaction  to  request  for  interview.  As 
listed  in  Table  I,  17  of  20  relatives  contacted 
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TABLE  I.  Reaction  to  request  for  interview 


Marital  Status 
and  Case* 

Age 

Family  Member 
Interviewed 

Response 

to 

Inter- 

view 

Requestf 

Married  men 

3 

33 

Wife 

i 

7 

30 

Wife 

i 

12 

40 

Wife 

i 

14 

44 

Wife 

i 

17 

34 

Wife 

i 

20 

37 

Wife 

3 

5 

46 

Wife 

1 

9 

30 

Wife 

1 

Married  women 

1 

37 

Husband 

1 

4 

46 

Husband 

1 

13 

41 

Husband 

1 

16 

33 

Husband 

1 

21 

43 

Husband 

1 

Unmarried 

ii 

24 

Mother 

1 

18** 

30 

Mother 

3 

2 

22 

Mother 

1 

8 

26 

Sister-in-lawtt 

1 

19 

18 

Mother 

1 

6 

29 

Mother 

2 

15 

28 

Mother 

1 

* Case  numbers  from  Table  I,  Part  I. 

t 1 = fully  cooperative,  family  member  kept  original  ap- 
pointment or  changed  only  because  of  employment  or  care  of 
children;  2 = some  reservations,  family  member  delayed  ap- 
pointment, with  obvious  apprehension;  and  3 = resistant, 
family  member  broke  appointments  or  remained  unavailable. 

**  Female. 

ft  Parents  deceased. 


were  fully  cooperative  in  keeping  their  origi- 
nal appointments  or  requested  a change  of 
date  because  of  employment  or  child  care  ob- 
ligations. Of  the  relatives  who  evinced  re- 
luctance to  be  interviewed,  the  divorced 
mother  of  Case  6 displayed  considerable  anx- 
iety over  the  content  of  the  interview,  the 
mother  of  Case  18,  the  only  unmarried 
woman  in  the  group,  initially  refused  to  an- 
swer any  questions  at  the  request  of  her 
daughter,  and  the  wife  of  Case  20  avoided 
the  interview  without  explanation. 

Socioeconomic  impact  of  patient’s  ill- 
ness on  family.  Patients  undergoing  main- 
tenance hemodialysis  in  the  present  program 
are  not  charged  for  their  treatments  or 
other  aspects  of  medical  care,  such  as  medi- 
cations, dressings,  and  concomitant  illnesses. 
It  is  thus  possible  to  note  the  effect  on  the 
family  of  the  patient’s  illness  without  con- 
sidering the  cost  of  a very  expensive  medi- 
cal regimen.  Hemodialysis  in  a center  costs 
a minimum  of  $10,000  per  year.  From  Ta- 
ble II,  it  can  be  noted  that  when  the  bread- 
winner in  a family  requires  maintenance 
hemodialysis,  total  family  income  falls  (6  of 
8),  and  as  a consequence  living  conditions 
for  the  family  deteriorate  14  of  8).  The  in- 


TABLE II.  Socioeconomic  status  of  family 
following  initiation  of  maintenance  hemodialysis 


Marital  Status 
and  Case 

Current 

Family 

Financial 

Status* 

Current 
Living 
Condi- 
tions t 

Need  for 
Rela- 
tive’s 
Employ- 
ment 

Married  men 

3 

3 

C 

+ 

7 

3 

C 

— 

12 

3 

c 

— 

14 

1(a) 

A 

+ 

17 

3 

B 

— 

20 

3 

B 

— 

5 

3 

C 

— 

9 

1(b) 

A 

+ 

Married  women 

1 

1(b) 

B 

- 

4 

2 

B 

— 

13 

3 

C 

— 

16 

2 

B 

— 

21 

3 

B 

— 

Unmarried 

11 

2 

A 

— 

18 

3 

B 

— 

2 

2 

B 

— 

8 

3 

B 

— 

19 

2 

B 

— 

6 

1 

A 

— 

15 

3 

C 

- 

* 1 = increased  family  income;  2 = family  income  un- 
changed; 3 = decreased  family  income;  a = received  an 
inheritance;  and  b = due  to  disability  benefits. 

t A = improved;  B = unchanged;  and  C = deteriorated. 


creased  family  income  reported  by  3 spouses 
does  not  represent  improved  earnings  by  the 
breadwinner  but  reflects  the  benefits  af- 
forded by  an  inheritance  to  Case  14  and 
disability  insurance  to  Cases  9 and  1.  In 
fact,  better  earning  capacity  was  noted  only 
for  Case  29,  an  unmarried  computer  pro- 
grammer. For  the  group  of  families,  mean 
annual  income  fell  from  $9,484,  before  main- 
tenance hemodialysis,  to  a current  $6,801,  a 
decrease  of  $2,683  (28  per  cent).  To  pre- 
serve a satisfactory  standard  of  living,  the 
wives  of  Cases  3,  9,  and  14  began  working 
on  a regular  basis,  following  the  start  of 
regular  hemodialysis  for  their  husbands. 
Two  of  the  married  men  were  forced  to  sell 
their  one-man  businesses,  a paint  store 
(Case  17)  and  a barber  shop  (Case  3). 

Further  evidence  of  the  effect  of  mainte- 
nance hemodialysis  on  the  families  of  mar- 
ried men  is  seen  in  Table  III,  which  lists  the 
housing  changes  made  by  families  in  each 
category.  The  contrast  between  0 of  5 
moves  for  the  married  woman  and  5 of  8 
moves  for  married  men  is  ^striking.  The 
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TABLE  III.  Moves  made  by  family  following 
initiation  of  maintenance  hemodialysis,  current 
housing  compared  with  predialysis  housing 


Marital 
Status  and 
Case 

Where  Moved 

How  Financed 

Married  men 
3 

Apartment  to  house 

Family  assistance 

7* 

Apartment  to  house 

Family  assistance 

12f 

14 

Apartment  to  house 

Family  assistance 

17* 

House  to  apartment 

Patient 

20 

larger  apartment 

Patient 

Unmarried 

11 

Apartment  to  house 

Family  assistance 

18 

To  own  room 

Patient 

6 

A|>artment  to  apartment 

Patient 

15 

To  larger  apartment 

Patient 

* Moved  more  than  once, 
t Cancelled  plans  to  purchase  home. 


important  role  of  family  assistance  is  ap- 
parent for  3 of  the  5 married  men  forced  to 
move.  The  mobility  of  the  families  of  un- 
married patients  (4  of  7 moved)  reflects  in 
part  the  desire  of  single  individuals  to  es- 
tablish their  own  homes  as  did  Cases  6 and 
18,  both  employed  and  fully  self  supporting. 

Quality  of  family  life  during  mainte- 
nance hemodialysis.  Family  life  provides 
more  than  a place  for  common  shelter  and 
feeding;  it  meets  the  needs  for  interper- 
sonal relationships  within  and  outside  the 
family.  The  strengths  of  the  family  bond 
are  seen  in  Table  IV,  which  shows  that  12 
of  13  married  patients  were  able  to  main- 


TABLE  IV.  Family  assessment  of  quality  of  life  during  maintenance  hemodialysis* 


Marital  Status 
and  Case 

Relation- 
ship 
with 
Family 
F riends 

Relationship 
at  Job, 
School, 
and  during 
Home 
Supervision 
by 

Housewives 

Quantity  of 
Gregarious 
Social 
Activities 

Comment 

Married  men 

3 

2 

4 

2 

Patient  less  ambitious 

7 

2 

4 

3 

Crowded  buses  and  subways  a chore 

12 

2 

3 

3 

Seems  tired  all  the  time 

14 

2 

2 

2 

Always  the  same 

17 

1 

1 

2 

Much  better  friendships 

20 

2 

2 

2 

All  in  all  about  the  same 

5 

2 

4 

2 

9 

1 

4 

2 

Much  stronger  friendships 

Married  women 

1 

2 

1 

2 

Increased  role  of  housewife 

4 

2 

2 

2 

13 

2 

3 

2 

Was  always  a busy  person  and  still 

16 

2 

2 

2 

Normal,  as  before 

21 

3 

4 

3 

Husband  worries  about  house  and 
housekeeping 

Unmarried 

11 

2 

3 

2 

Does  not  like  illness 

18 

1 

1 

3 

Patient  more  friendly  and  able  to 
socialize 

2 

3 

2 

4 

Cannot  camp  or  engage  in  sports 
with  friends 

8 

3 

4 

3 

No  change  in  close  friends,  not 
desirous  of  work 

19  f 

3 

3 

4 

Totally  passive  with  friends  because 
of  leg  deformities 

0** 

3 

1 

4 

Under  psychotherapy  for  pre- 
dialysis illness 

15 

1 

2 

4 

Very  sensitive  to  talking  about  his 
illness 

* 1 = generally  improved  as  compared  to  life  prior  to  commencing  maintenance  hemodialysis;  2 = no  significant  change 
since  beginning  regular  hemodialysis;  3 = some  aspects  of  social  life  worse  but  other  factors  compensate;  and  4 = clearly 
deteriorated  as  compared  to  life  before  maintenance  dialysis, 
t Subsequently  died  following  renal  transplantation. 

**  Now  married. 
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TABLE  V.  Family  member’s  observations  of 
patients’  reactions  to  maintenance  hemodialysis 


Patient 
Noted 
To  Be 

Patient 

Patient 
Has 
Com- 
plained Patient  Patient 
of  Com-  Ex- 

Restric-  plained  pressed 
tions  on  of  Time  Dislike 

Marital 

Repeat- 

Has 

Travel  Required 

for 

Status 

edly 

Spoken 

and  for 

Dietary 

and 

De- 

of 

Recrea-  Dialysis 

Regi- 

Case 

pressed 

Suicide 

tion  Therapy 

men 

Married  men 


3 

+ 

— 

— 

+ 

4- 

7 

+ 

— 

+ 

— 

— 

12 

+ 

— 

+ 

+ 

+ 

14 

— 

— 

— 

— 

+ 

17 

+ 

— 

— 

— 

+ 

20 

+ 

— 

+ 

+ 

+ 

5 

+ 

— 

— 

+ 

— 

9 

+ 

— 

+ 

+ 

+ 

Married  women 
1 + 



+ 

+ 

_ 

4 

+ 

— 

+ 

— 

+ 

13 

+ 

— 

+ 

— 

— 

16 

— 

— 

— 

+ 

+ 

21 

+ 

— 

+ 

+ 

+ 

Unmarried 

11 

+ 



+ 

_ 

+ 

18 

+ 

. . * 

+ 

+ 

+ 

2 

+ 

— 

— 

— 

— 

8 

+ 

— 

+ 

+ 

+ 

19 

+ 

+ 

+ 

— 

+ 

6 

+ 

. . * 

+ 

+ 

+ 

15 

+ 

+ 

— 

+ 

T 

*Possible 

suicidal 

thoughts 

unknown 

to  relative 

since 

patient  lives  alone. 


tain  or  improve  friendships  despite  the  bur- 
den of  regular  hemodialysis.  No  family  of 
a married  patient  found  the  quantity  of 
gregarious  social  activities,  such  as  enter- 
taining, going  out  to  movies  or  parties, 
clearly  deteriorated  over  their  predialysis 
frequency.  Because  of  diminished  physical 
endurance,  however,  5 of  13  families  of  mar- 
ried patients  observed  worsened  relation- 
ships on  the  job,  at  school,  or  during  house- 
work. 

The  unmarried  patients  had  seriously  im- 
paired social  group  activities  (4  of  7)  and 
a “bittersweet”  relationship  with  friends  (4 
of  7).  The  unmarried  young  man,  deprived 
of  body-contact  sports,  camping  trips,  and  a 
free  choice  of  dinner  at  restaurants,  con- 
siders that  his  life  consists  of  a series  of 
unhappy  compromises.  Shall  he  conceal  his 
illness  from  new  friends  so  that  he  will  not 
have  to  “resent  their  pity”?  In  a dating  re- 
lationship, when  is  he  obligated  to  tell  the 
girl  of  his  illness?  Does  he  have  the  right 
to  get  serious  and  consider  marriage?  Case 
6 married  shortly  after  the  completion  of 
this  study. 

Family’s  observation  of  patient’s  mood. 


Depression  was  a consistent  component  of 
the  affect  of  patients  receiving  maintenance 
hemodialysis.  Table  V shows  that  18  of  20 
family  members  queried  reported  the  pa- 
tient to  be  periodically  depressed.  Periods 
during  which  medical  complications  oc- 
curred, such  as  infected  cannula  sites  or 
posttransfusion  hepatitis,  were  most  likely 
to  be  marked  by  despair.  Case  5,  who  de- 
veloped miliary  tuberculosis  during  the 
course  of  his  hemodialysis  treatments, 
would  break  down  into  crying  spells  while 
in  the  hospital.  Cases  1,  3,  and  9 were 
noted  to  be  edgy  and  irritable  and  depressed 
each  time  their  dialysis  “run”  ended.  Con- 
versely, the  spouses  of  Cases  14  and  16  re- 
called no  signs  of  significant  depressions 
and  described  their  mates  as  accepting  of 
hemodialysis  and  “normal,  just  like  before.” 

Because  the  end  point  of  pathologic  de- 
pression may  be  a suicide  attempt,  as  was 
probably  the  case  for  one  patient  in  the 
present  center  three  years  ago,1  family 
members  were  asked  whether  the  patient 
ever  discussed  suicide  either  generally  or 
in  specific  for  themselves.  None  of  the 
married  patients  had  evinced  this  sign  of 
giving  up. 

Most  patients  were  able  to  verbalize  to 
their  families  their  displeasure  with  certain 
aspects  of  the  regimen  of  maintenance 
hemodialysis.  Dislike  for  the  sodium-  and 
protein-restricted  diet  was  expressed  to 
their  families  by  15  of  20  patients,  while 
from  the  patients  themselves  we  learned 
that  poor  compliance  with  the  dietary  re- 
strictions was  a universal  practice.1  The 
long  hours  devoted  to  hemodialysis  were  re- 
sented by  12  of  20  patients,  while  13  of  20 
complained  about  the  restrictions  to  travel 
and  daily  activities  imposed  by  the  regimen 
of  hemodialysis  (Table  V). 

Family  life  with  hemodialysis  pa- 
tient. As  shown  in  Table  VI,  most  families 
(13  of  20)  reported  an  improved,  closer  re- 
lationship with  the  patient  undergoing 
maintenance  hemodialysis.  The  stress  of 
life-and-death  sickness  bound  the  family  to- 
gether. For  3 of  20  families,  however,  the 
stress  of  the  hemodialysis  regimen  caused 
or  was  coincident  with  a deteriorated  family 
unity.  While  the  family  was  drawn  to- 
gether in  the  face  of  therapy  consisting  of 
center  hemodialysis,  fully  9 of  20  relatives 
were  unsure  as  to  the  benefits  of  prolonging 
the  patient’s  life,  and  one  Spouse  (of  Case 


770  New  York  State  Journal  of  Medicine  / March  15,  1970 


TABLE  VI.  Family  members'  evaluation  of  family  life  with  hemodialysis  patient 


Marital  Status 
and  Case 

Relation- 
ship of 
Patient 
and 

Family* 

Family 
Life  Been 
Worthwhile 

How 

Patient’s 

Future 

Course 

Re- 

garded) 

Comment 

Married  men 

3 

3 

No 

B 

There  is  always  worry  and  suffering 

7 

1 

U nsure 

A 

I don’t  plan  for  any  future 

12 

3 

Unsure 

B 

I know  I’m  not  going  anyplace 

14 

2 

Yes 

B 

17 

1 

Yes 

A 

20 

1 

Unsure 

B 

5 

1 

Yes 

A 

I look  to  the  future;  I’m  used  to 
problems 

9 

1 

Y es 

A 

I’m  very  positive  about  everything 

Married  women 

1 

1 

Unsure 

A 

4 

2 

Unsure 

A 

13 

1 

Unsure 

A 

16 

1 

Unsure 

A 

Everything  will  work  out 

21 

1 

Yes 

C 

I’m  cautiously  pessimistic 

Unmarried 

11 

1 

Yes 

A 

18 

1 

Yes 

A 

2 

2 

Yes 

A 

8 

1 

Y es 

A 

The  patient  never  complains 

19 

2 

Unsure 

A 

If  a transplant  works,  everything  will 
be  worth  it 

6 

3 

Unsure 

B 

I’m  terribly  frightened  of  transplant 

15 

1 

Yes 

A 

* 1 = improved,  closer  relationship:  2 = relationship  unchanged;  3 = clearly  deteriorated, 
t A = with  optimism;  B = uncertain  or  mixed  appraisal:  C = pessimistic  and  negative. 


3)  felt  that  their  family  life  had  not  been 
worth  while  since  her  husband  began  hemo- 
dialysis treatments.  A brighter  future  was 
anticipated  by  14  of  20  families.  Only  one 
spouse  (of  Case  21)  faced  the  future  with 
frank  pessimism. 

Sexual  activity  during  program  of 
maintenance  hemodialysis.  Information 
concerning  interest  in  and  actual  perfor- 
mance of  sexual  intercourse  was  elicited 
from  the  spouses  of  11  of  13  married  pa- 
tients. Of  6 wives  responding,  all  reported 
their  husbands  capable  of  maintaining  an 
erection  during  sexual  intercourse,  but  5 of 
6 stated  that  the  frequency  of  intercourse 
had  markedly  diminished : “We  have  sex 
only  one  quarter  of  the  time  as  before  he  got 
sick,”  or  “only  when  he  feels  good.”  The  5 
husbands  reporting  stated  that  the  fre- 
quency of  sexual  relations  with  their  patient 
wives  was  the  same  (3  of  5)  or  only  slightly 
less  than  before  commencing  maintenance 
hemodialysis. 

Effect  of  hemodialysis  regimen  on  pa- 
tient’s children.  No  clear  pattern  of  ad- 


verse effect  on  the  children  of  patients  un- 
dergoing maintenance  hemodialysis  was  dis- 
cerned. As  shown  in  Table  VII,  the  wives 
of  Cases  3 and  17  regarded  their  children’s 
attitudes  toward  the  dialysis  regimen  as 
negative,  while  all  other  parents  classed 
their  children’s  responses  as  positive.  As  a 
policy  of  the  center,  all  children  are  wel- 
come during  hemodialysis.  Ten  of  13  par- 
ents allowed  their  children  to  watch  the 
process  of  hemodialysis.  Parents  of  3 of 
the  24  children  of  patients  requested  con- 
sultation with  the  unit  social  worker  be- 
cause of  behavior  problems  with  their  chil- 
dren. The  most  serious  complaint  con- 
cerned the  fourteen-year-old  son  of  a male 
patient  who  had  been  accused  of  attempted 
molestation  of  small  girls  living  in  his 
apartment  building.  Because  of  threats  of 
eviction,  the  parents  sent  their  son  to  live 
with  relatives,  breaking  the  family  unit. 
The  other  2 consultations  were  for  behavior 
problems  which  antedated  the  initiation  of 
maintenance  hemodialysis  for  their  parents. 
Two  children  evinced  a strong,  positive  in- 
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TABLE  VII.  Effect  of  maintenance  hemodialysis 
on  patient’s  children 


Marital 
Status 
and  Case 

Number 

of 

Chil- 

dren 

Children 
Aged 
1 to  6 
Years 

Visits  to 
Unit  by 
Children 
Over 
Age  6 

Assessment  of 
Children’s 
Attitude 
Toward 
Dialysis 
Regimen 

Married  men 

3 

2 

2 

Yes 

Negative 

7 

1 

1 

Yes 

Positive 

12 

2 

1 

Yes 

Positive 

14 

3 

Yes 

Positive 

17 

1* 

Yes 

Negative 

20 

2 

Yes 

Positive 

5 

1 

No 

Positive 

9 

2 

2 

Yes 

Positive 

Married  women 

1 

1 

No 

Positive 

4 

1 

Yes 

Positive 

13 

2 

Yes 

Positive 

16 

2* 

2 

No 

Positive 

21 

4* 

1 

Yes 

Positive 

Total 

24 

9 

* Parents’  request  for  psychiatric  assistance  for  disturbed 
child. 


terest  in  hemodialysis  and  transplantation. 
The  son  of  Case  21  chose  hemodialysis  as  the 
subject  for  a science  fair  project,  and  the 
son  of  Case  1 visited  a transplantation  im- 
munology laboratory  to  “learn  about  the  fu- 
ture.” 

Family  member’s  view  of  alternative 
therapies.  The  present  program  of  main- 
tenance hemodialysis  conducted  in  a hospital 
center  has  been  augmented  by  coexisting 
programs  for  home  hemodialysis  and  renal 
transplantation.  Informal  discussions  of 
these  alternative  therapies  have  been  con- 
ducted with  some  patients  by  nurses  and 
other  staff  members.  Additionally,  pa- 
tients have  learned  of  these  treatment  mo- 
dalities from  the  not  unusual  daily  press 
reports  of  the  human  interest  aspects  of 
hemodialysis  performed  in  the  home  or  of 
successful  renal  transplant  operations.  The 
exchange  of  the  sure  treatment  of  center 
hemodialysis  for  the  uncertainties  of  a new 
therapy  might  be  expected  to  induce  some 
anxiety  in  the  families  of  patients  so 
treated.  From  Table  VIII  it  may  be  seen 
that  only  5 of  18  family  members  respond- 
ing would  elect  to  perform  hemodialysis  in 
their  homes.  While  5 relatives  were  uncer- 
tain and  might  accept  a hemodialyzer  in 
their  homes  if  reassured,  8 others  did  not, 
under  any  circumstances,  wish  “the  greater 
burden”  which  would  “make  me  to  nerv- 
ous.” 

The  more  immediate  solution  to  the  prob- 
lem of  life  dependent  on  a machine,  the 


TABLE  VIII.  Reaction  of  family  member  to 
alternative  therapies  of  home  hemodialysis  and 
renal  allotransplantation 


Marital  Status 
and  Case 

Reaction 
Concerning 
Hemodialy-  Renal 

sis  at  Home*  Transplant! 

Married  men 

3 

1 

C 

7 

3 

B 

12 

1 

C 

14 

3 

C 

17 

1 

B 

20 

2 

C 

5 

3 

A 

9 

2 

B 

Married  women 

1 

3 

C 

4 

2 

C 

13 

3 

D 

16 

3 

B 

21 

1 

C 

Unmarried 

11 

3 

C 

18 

2 

C 

2 

2 

B 

8 

B 

19 

3 

C 

6 

1 

B 

15 

A 

* 1 = yes;  2 = unsure;  and  3 = no. 

t A = yes;  B = not  now,  but  in  future  when  chances  of 
survival  will  be  better;  C = uncertain;  and  D = not  under 
any  circumstances. 

transplantation  of  a kidney  allograft,  was 
immediately  wished  for  by  only  2 of  20  rel- 
atives; another  7 family  members  expressed 
the  hope  for  successful  renal  transplanta- 
tion at  some  nebulous  future  date  for  their 
sick  relative.  One  spouse  (of  Case  13)  felt 
sufficiently  negative  toward  a kidney  trans- 
plant to  reject  the  possibility  at  any  time. 

Finally,  the  family  member  was  asked 
whether  he  would  accept  maintenance  hemo- 
dialysis for  himself  if  medically  warranted. 
Table  IX  shows  18  of  20  relatives  would 
accept  this  therapy  even  though  viewed  as  a 
“terrible  trap”  from  which  “I  would  have  no 
other  choice.” 

Comment 

The  degree  of  physical  rehabilitation  and 
psychosocial  adjustment  attained  by  pa- 
tients treated  with  maintenance  hemodialy- 
sis has  varied  with  the  reporting  center. 
Retan  and  Lewis5  presented  a dismal  picture 
of  repeated  hemodialysis  for  indigent  pa- 
tients in  an  underfinanced  ♦ program  in  a 
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TABLE  IX.  Family  members’  reaction  to  possible 
need  for  hemodialysis  for  self* 


Marital  Status 
and  Case 

Would  You  Undergo 
Maintenance 
Hemodialysis  If 
It  Was  Medically 
Indicated? 

Comment 

Married  men 

3 

Yes 

I would  have  no  other 

7 

Yes 

choice 

You’d  need  it;  I would 

12 

Yes 

be  grateful 

I would  appreciate 

14 

Yes 

being  picked 
Sure,  if  you  have  to 

17 

Yes 

20 

Uncertain 

I wouldn't  like  it. 

5 

Yes 

I’d  have  to 

I want  to  live.  When 

9 

Yes 

you  have  a child,  you 
want  to  live 

Married  women 

1 

Yes 

If  it  meant  life  or 

4 

Yes 

death 

Why  not?  To  keep 

13 

Yes 

myself  alive 
I would  feel  lucky  to 

16 

Yes 

go  on  a machine 
If  it  were  the  last  hoj>e 

21 

Yes 

Absolutely 

Unmarried 

n 

Uncertain 

I don’t  know  if  I could 

18 

Yes 

take  it 

I would  be  glad  to 

2 

Yes 

I don’t  think  I would 

8 

Yes 

choose  to  die 
For  physical  health 

19 

Yes 

6 

Yes 

I believe  in  sustaining 

15 

Yes 

life  no  matter  what 
I would  be  very  grate- 

ful 

* Respondents  for  all  married  patients  were  spouses,  and 
for  unmarried  patients,  mothers,  except  for  the  sister-in-law 
of  Case  8,  whose  parents  are  deceased. 


Detroit  municipal  hospital.  They  reported 
the  death  of  7 of  8 patients  treated  twice 
weekly  with  hemodialysis  for  one  and  a 
half  to  sixteen  months.  For  most  of  these 
patients,  “the  quality  of  life  was  unaccept- 
able.” A more  optimistic  view  of  the  degree 
of  rehabilitation  possible  through  chronic 
hemodialysis  in  unselected  patients  in  a 
New  York  municipal  hospital  was  given  by 
Schupak,  Sullivan,  and  Lee.6  These  work- 
ers treated  26  patients  for  one  half  to 
twenty-one  months  and  had  8 deaths,  while 
12  patients  were  well  enough  to  return  to 
work. 

More  recently,  the  Fulham  Hospital  group 
in  London  cited  their  experience  with  32 
patients  with  only  3 deaths.7  Of  27  pa- 
tients interviewed  regarding  psychosocial 
problems  related  to  maintenance  hemodialy- 
sis, the  findings  were  surprisingly  encourag- 
ing. Excluding  students  and  housewives, 
“over  90  per  cent  of  the  patients  were  work- 
ing and  paying  income  tax.” 


In  the  present  center,  maintenance  hemo- 
dialysis has  been  extraordinarily  effective 
in  prolonging  life,  per  se.  During  the  first 
three  years  of  the  center’s  operation  4 of  29 
patients  died.2  For  the  past  two  years, 
however,  none  of  27  patients  treated  has 
died  during  their  support  by  maintenance 
hemodialysis.  One  patient  included  in  the 
current  study  (Case  19)  expired  due  to  com- 
plications of  an  unsuccessful  cadaveric 
renal  transplant  operation.  With  increas- 
ing numbers  of  patients  becoming  dependent 
on  hemodialysis  for  at  least  several  years  of 
their  lives,  it  has  become  important  to  in- 
quire about  the  quality  of  life  permitted  by 
this  therapy.  The  data  collected  from 
spouses  and  mothers  of  patients  at  this  cen- 
ter suggests  that  a good  long-term  family 
adjustment  to  the  patient  maintained  by  a 
program  of  regular  hemodialysis  is  not  only 
possible  but  also  is  achieved  by  a majority 
of  families.  Under  the  stress  of  a mortal 
illness,  13  of  20  family  members  actually 
considered  their  family’s  relationship  with 
the  patient  closer  than  it  was  prior  to  be- 
ginning maintenance  hemodialysis.  Con- 
sistent with  the  relatively  good  reaction  of 
the  family,  as  sensed  by  the  patient’s  spouse, 
is  the  positive  response  to  hemodialysis  by 
all  but  2 patients’  children.  No  complaints 
of  poor  school  work  or  behavior  disorders 
have  as  yet  been  etiologically  connected  to 
the  patient  treated  by  maintenance  hemo- 
dialysis. Although  5 of  6 wives  of  patients 
noticed  a diminished  libido  in  their  hus- 
bands carried  by  hemodialysis  regimens, 
none  regarded  this  as  seriously  disruptive 
of  family  life. 

Further  support  of  family  acceptance  of 
the  status  quo  can  be  inferred  from  the 
reluctance  of  spouses  and  parents  to  trade 
hemodialysis  in  a center  for  either  home 
hemodialysis  or  renal  transplantation. 
Smith  et  al.s  found  their  efforts  to  transfer 
patients  from  center  hemodialysis  to  a home 
program  fraught  with  problems  and  frus- 
trations. Several  patients  were  slow  to 
learn  hemodialysis  technics,  and  others  re- 
fused to  be  so  trained.  Apprehension  by 
family  members  over  the  potential  difficul- 
ties of  home  hemodialysis  may  not  be  inap- 
propriate. After  meeting  for  eight  months 
of  group  sessions  with  the  spouses  of  pa- 
tients receiving  hemodialysis  in  the  home, 
Shambaugh  and  Kanter9  concluded  that: 
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The  stress  is  enormous.  There  is  a clear  po- 
tential for  serious  regression  and  disastrous 
loss  of  control.  Therefore,  we  feel  that  the 
spouse  should  operate  the  artificial  kidney 
machine  only  if  he  has  passed  careful  psychi- 
atric screening  and  is  provided  with  appro- 
priate support. 

As  to  the  strain  on  family  bonds  imposed  by 
renal  transplantation,  little  can  be  said  at 
this  time,  but  note  is  made  of  the  fact  that 
19  of  20  relatives  seriously  consider  surgi- 
cal implantation  of  a new  kidney  as  a part 
of  the  future,  immediate  or  distant,  for 
their  child  or  spouse  currently  undergoing 
hemodialysis. 

The  special  difficulty  of  the  unmarried 
patient  requires  additional  study.  Although 
single  patients  at  the  present  center  have 
done  well  at  school  (one  patient  completed  4 
years  of  college  while  undergoing  mainte- 
nance hemodialysis)  or  on  the  job,  their  so- 
cial lives  have  suffered  seriously  because 
of  the  physical  and  dietary  restrictions  to 
young  adult  life  engendered  by  the  regimen 
of  maintenance  hemodialysis.  This  rela- 
tively poor  adjustment  of  the  unmarried  pa- 
tient will  be  an  important  factor  in  subse- 
quent selection  of  patients  for  renal  trans- 
plantation. 

Summary 

The  closest  relatives  of  20  patients  un- 
dergoing maintenance  hemodialysis  in  a 
municipal  hospital  center  were  interviewed 
to  ascertain  the  effect  on  the  family  of  the 
treatment  regimen.  Periodic  depressions  of 
the  patient  were  ubiquitously  noted  by  the 
families.  The  socioeconomic  status  of  the 
family  was  most  adversely  affected  when 
the  breadwinner  required  support  by  hemo- 
dialysis (4  of  8)  and  of  lesser  import  to  the 


family  when  the  patient  was  a nonworking 
spouse  or  child.  Married  patients  re- 
sponded to  the  stress  of  maintenance  hemo- 
dialysis with  a closer  relationship  to  their 
spouses  and  little  change  in  the  family’  so- 
cial activities.  Obversely,  unmarried  young 
adults,  forced  to  withdraw  from  participa- 
tion in  athletics  and  restricted  in  travel,  had 
a compromised  social  life  which  had  clearly 
deteriorated  for  4 of  7 patients.  The  fam- 
ily was  unsure  of  the  possible  benefits  of  the 
performance  of  hemodialysis  in  the  home 
but  was  cautiously  optimistic  about  a future 
renal  transplantation.  It  was  concluded 
that  the  deleterious  effects  of  hemodialysis 
conducted  in  a center  on  unmarried  pa- 
tients may  be  an  important  factor  in  the  se- 
lection for  and  timing  of  renal  transplanta- 
tion for  this  group  of  patients. 
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^ HE  re-referral  process  is  perhaps  the 
least  considered  function  of  a child  psychi- 
atry clinic.  The  patients  referred  for  serv- 
ice, not  accepted  for  enrollment  for  a vari- 
ety of  reasons,  and  then  re-referred  else- 
where are  usually  no  longer  considered  a 
clinic’s  responsibility.  There  is,  therefore, 
little  information  available  on  the  outcome 
of  these  re-referrals.  This  study  attempts 
to  follow-up  such  a group  of  patients. 

The  study  clinic  operates  as  an  outpatient 
facility  in  a large  metropolitan  voluntary 
hospital.  With  a few  exceptions,  it  limits  its 
intake  to  an  assigned  geographic  area  of 
approximately  200.000  residents  on  the  up- 
per west  side  of  Manhattan.  The  target 
population  is  over  50  per  cent  Negro  and 
Puerto  Rican.  Over  50  per  cent  of  these 
families  have  an  annual  income  under 
$6,000,  and  25  per  cent  of  these  are  under 
$3,000.  Referrals  are  received  from  par- 
ents, local  schools,  pediatric  and  specialty 
clinics  in  the  hospital,  and  community  social 

‘Supported  in  part  by  Public  Health  Service  Apprentice- 
ship Training  Grant  AT-158-01-68. 


service  and  correctional  agencies.  Children 
who  live  outside  the  hospital  district,  or 
for  whom  a service  is  not  available  (for  ex- 
ample, hospitalization  or  day  treatment), 
are  not  usually  accepted  for  intake.  The 
reason  for  refusal  is  explained  to  the  re- 
ferring party  (parent,  agency,  or  physi- 
cian), and  an  alternative  is  almost  always 
suggested.  In  the  past  there  has  been  no 
systematic  follow-up  on  the  outcome  of  these 
re-referrals.  It  has  been  left  entirely  to  the 
referring  agency  or  parent  to  take  action  on 
the  re-referral  suggestions.  It  was  our  as- 
sumption that  only  a small  percentage  of 
those  refused  service  and  re-referred  else- 
where would  actually  follow  through  to  be 
enrolled  by  another  service. 

Review  of  literature 

There  are  few  studies  of  the  referral 
process  in  general  and  fewer  still  of  the  re- 
referral problem. 

Emlen,  Sliney,  and  Stumpf1  compared  the 
effectiveness  of  the  telephone  versus  the  of- 
fice interview  in  contributing  to  the  success 
of  re-referral.  Successful  re-referral  was 
completed  when  the  referred  person  con- 
tacted either  the  suggested  resource  or 
another  of  his  own  choosing  for  at  least 
one  interview.  The  study  covered  only  self- 
referred  adult  patients  and,  surprisingly, 
found  the  telephone  interview  a more  effec- 
tive instrument  than  an  office  interview  for 
successful  re-referral. 

Hammar  and  Holterman2  studied  why 
adolescents  failed  to  accept  treatment  or 
successfully  pursue  psychiatric  referral. 
Among  those  reasons  given,  which  were  per- 
tinent to  the  present  study,  were:  lack  of 

motivation,  transiency  of  the  problem,  long 
waiting  lists,  and  fear  of  the  psychiatric 
situation. 

Several  studies  dealing  with  the  problems 
encountered  by  lower  socioeconomic  groups 
in  obtaining  psychiatric  clinic  services  re- 
late only  indirectly  to  the  present  study. 
Gordon3  suggested  that  traditional  intake 
evaluation  criteria  discriminate  against  ad- 
mitting lower-class  applicants  for  service. 
This  factor  does  not  apply  to  our  study  pop- 
ulation since  almost  all  applicants  for  serv- 
ice are  from  lower  socioeconomic  circum- 
stances. Perlman4  pointed  out  that  the  long 
waiting  lists,  typical  of  most  municipal  psy- 
chiatric clinics,  more  readily  discourage 
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TABLE  I.  Age-sex  distribution  (years) 


Sex 

Totals 
Per  Cent 

0-5 

6-9 

10-13  14-17 

Male 

108  (66) 

11 

41 

41 

15 

Female 

54  (34) 

2 

10 

15 

27 

Totals 

162  (100) 

13 

51 

56 

42 

lower  socioeconomic  applicants.  A study  by 
Baker  and  Wagner5  pointed  out  that  there 
is  no  correlation  between  the  socioeconomic 
status,  age,  or  sex  of  a child  patient  and  his 
chances  of  being  accepted  for  psychiatric 
treatment.  They  did  find,  however,  that  the 
socioeconomic  status  of  the  child  does  influ- 
ence the  choice  of  the  assigned  therapist, 
with  higher-status  children  being  assigned 
to  those  therapists  with  more  advanced 
training. 

Study  population,  methodology,  and 
procedure 

During  the  period  from  January  1,  1967, 
through  June  15,  1968,  162  referrals  to  the 
child  psychiatry  clinic  were  not  accepted 
for  service.  This  excluded  those  who  sought 
a special  service,  such  as  psychologic  testing 
for  school  placement  or  screening  for  a ther- 
apeutic nursery  school  program,  and  those 
who  were  re-referred  to  sevices  other  than 
a psychiatric  clinic  or  agency. 

Clinic  re-referral  procedures.  A deci- 
sion not  to  accept  a child  for  service  is  al- 
most always  made  because  an  applicant  re- 
sides outside  the  assigned  hospital  district. 
The  referral  source,  be  it  another  agency, 
parent,  school  guidance  counselor,  or  such  is 
so  informed,  the  reason  explained,  and  an 
alternative  of  one  or  more  facilities  sug- 
gested. This  alternative  might  be  the  hos- 
pital clinic  serving  the  child’s  catchment 
area,  a free-standing  clinic  or  social  agency, 
the  schools’  bureau  of  child  guidance,  a low- 
fee  private  clinic,  or  a private  psychiatrist. 
Most  intakes  and  almost  all  re-referrals  are 
handled  by  telephone  and  the  remainder  by 
letter.  If  any  agency  is  the  source  of  re- 
ferral and  the  case  is  not  accepted  for  serv- 
ice, there  is  rarely  any  direct  communica- 
tion with  the  parent.  If  a parent  initiates 
the  referral,  the  re-referral  suggestion  is 
made  directly  to  the  parent. 

In  every  case  the  reason  for  refusal  is  ex- 
plained. 


TABLE  II.  Source  of  referrals  in  study  group 


Source 

Number 

Parent  (guardian) 

50 

School 

44 

Social  Agency 

30 

Medical  Facility 

25 

Court  or  Correctional 

13 

Agency 

Study  procedure  and  population.  The 
162  study  cases  were  first  contacted  by  an  in- 
troductory letter  and  questionnaire.  Those 
not  returning  the  questionnaire  were  called 
by  telephone  where  possible.  Those  who 
could  not  be  reached  by  telephone  were  sent 
a follow-up  letter  and  questionnaire.  A re- 
referral was  considered  successful  when  the 
patient  had  either  been  interviewed  by  or 
placed  on  the  waiting  list  of  any  other  psy- 
chiatric facility  or  agency.  The  referral 
process  was  considered  unsuccessful  when 
no  subsequent  effort  to  obtain  service  was 
made  or  where  a subsequent  effort  (s)  did 
not  result  in  enrollment  of  the  child. 

The  age-sex  composition  and  referral 
source  of  the  study  groups  are  illustrated  in 
Tables  I and  II. 

Results 

Contact  was  made  with  113  of  the  162 
cases  for  a retrieval  of  70  per  cent.  Forty- 
nine  cases  did  not  return  the  questionnaire 
and  could  not  be  reached  by  telephone.  Of 
those  111  cases  with  a listed  telephone,  78 
per  cent  were  contacted  either  by  return  of 
the  questionnaire  or  telephone  interview. 
By  contrast,  of  those  51  cases  without  a 
listed  telephone  only  47  per  cent  could  be 
contacted.  A larger  percentage  of  those 
having  a telephone  returned  the  question- 
naire than  did  those  without  a telephone. 
Of  the  cases  contacted,  54  (48  per  cent)  re- 
ported enrollment  in  another  facility.  Of 
this  number  19  (33  per  cent)  reported  re- 
ceiving service  at  a facility  other  than  the 
one  listed  in  the  clinic  records  as  the  sug- 
gested re-referral  facility.  This  suggests 
that  for  many  cases  more  than  one  subse- 
quent effort  had  to  be  made  to  obtain  serv- 
ice. If  so,  these  efforts  could  have  been 
very  discouraging  and  might  account,  in 
part,  for  many  of  the  52  per  cent  unsuccess- 
ful re-referrals.  The  over-all  results  of  re- 
referral are  outlined  in  Table  III. 

While  some  of  the  figures  reported  here 
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TABLE  III.  Results  of  re-referrals  (age  in  years) 


Referrals 

Total 
(Per  Cent) 

0 5 

6-9 

10  13 

14-17 

Male 

Total 

108 

11 

41 

41 

15 

Contacted 

79 

(73) 

9 

30 

28 

12 

Unable  to 
contact 

29 

(27) 

2 

11 

13 

3 

Successful 
enrollment  * 

33 

(42) 

7 

10 

10 

6 

Not  enrolled 

46 

2 

20 

18 

16 

Female 

Total 

54 

2 

10 

15 

27 

Contacted 

34 

(63) 

1 

7 

10 

16 

Unable  to 
contact 

20 

(37) 

1 

3 

5 

11 

Successful 

enrollment* 

21 

(62) 

1 

5 

6 

9 

Not  enrolled 

13 

0 

2 

4 

7 

* The  questionnaire  which 

was  mailed 

did  not  include 

a specific  question  concerning 

waiting-list  status,  and  so  it  was 

necessary  to  recontact  those  who  did  not  supply  the  data. 

Among  the  40 

letter  responses. 

19  could  not 

he  recontacted,  and 

so  there  may  he  a somewhat  higher  numlier  re-enrolled  by  l>eing  on  waiting-list  status. 

TABLE  IV. 

Source  of  initial  referral  and  outcome  of  re-referral 

Source  of  Referral 

Contacted 

Successful 
Enrollment 
(Per  Cent) 

Number  Not 
Enrolled 

Contact  Not 
Available 

Parent  (or  guardian) 

34 

22 

(67) 

12 

16 

School 

30 

15 

(50) 

15 

14 

Social  agency 

21 

8 

(29) 

13 

9 

Medical  facility 

18 

6 

(33) 

12 

7 

Court  or  correctional  agency 

10 

3 

(30) 

7 

3 

are  quite  small,  and  of  themselves  unreliable 
when  considered  separately,  the  totals  do  in- 
dicate that  for  all  age  groups  girls  are  more 
likely  to  be  accepted  for  service  on  re-re- 
ferral  than  are  boys.  This  is  an  unantici- 
pated finding  requiring  further  confirmation 
and  study.  It  also  raises  the  following  ques- 
tions: Do  parents  or  agencies  search  more 
persistently  for  service  for  girls  than  for 
boys?  Are  clinics  more  prone  to  accept 
girls  than  boys,  either  because  of  sex-re- 
lated differences  in  verbal  ability  or  type 
of  problem,  or  because  there  are  a smaller 
number  of  female  applicants  for  service  and 
their  acceptance  balances  the  clinic  roster, 
particularly  in  training  clinics? 

The  authors  were  also  interested  in  the 
relationship  between  the  source  of  the  ini- 
tial referral  and  the  outcome  of  re-referral. 
These  figures  are  presented  in  Table  IV. 

It  is  not  surprising  that  when  the  parents 
initiate  the  referral  there  is  the  best  chance 
of  successful  enrollment  on  re-referral.  The 
data  do  not  reveal  what  influence,  if  any, 


was  exerted  by  pressure  from  school  or  law- 
enforcement  agencies  on  these  parents  in  in- 
itiating and  pursuing  the  search  for  psy- 
chiatric service.  It  is  more  likely  that  a 
parent  is  more  motivated  and  willing  to 
persevere  in  seeking  help  for  her  child  than 
is  any  agency.  It  is  also  possible  that  the 
clinic  social  workers  who  handle  the  intake 
and  re-referral  process  take  greater  interest 
in  parent-initiated  requests  for  service  than 
those  initiated  by  a third  party.  It  is  sur- 
prising that  of  those  patients  referred  by  a 
medical  facility,  only  33  per  cent  of  those 
contacted  were  successful  in  re-referral. 
Since,  as  used  here,  “medical  facility”  in 
almost  all  cases  refers  to  the  pediatric  out- 
patient clinic  of  the  hospital,  this  represents 
a real  failure  in  communication  and  follow 
through  on  the  part  of  the  child  psychiatry 
clinic  and  the  attending  or  house  staff  pe- 
diatrician who  initiated  the  referral.  The 
successful  re-referral  figure  should  be  much 
higher  in  these  cases,  particularly  consider- 
ing that  pediatric  social  service  assistance 
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is  available  to  the  referring  pediatrician  in 
pursuing  re-referral  recommendations.  Ex- 
perience suggests,  and  the  findings  support, 
the  impression  that  all  too  often  the  busy 
outpatient  clinic  pediatrician  considers  the 
case  closed  once  he  has  made  a referral  to 
the  psychiatry  clinic. 

Comment 

The  findings  in  this  study  represent  the 
experience  of  only  one  clinic,  a metropoli- 
tan, voluntary  hospital  clinic  serving  pri- 
marily a low  socioeconomic  population.  For 
purposes  of  comparison,  interviews  were 
conducted  with  the  chief  psychiatric  social 
workers  at  several  facilities  in  the  city  serv- 
ing comparable  populations.  Their  re-re- 
ferral  procedures  were  found  to  be  quite 
similar,  and  one  might  assume  their  experi- 
ence would  be  similar  to  that  reported  here. 
Only  about  50  per  cent  of  cases  not  accepted 
for  service  and  re-referred  to  another  facil- 
ity are  successful  in  obtaining  enrollment  at 
that  or  another  facility. 

Girls  have  a better  chance  of  obtaining 
enrollment  on  re-referral  than  do  boys,  and 
some  possible  reasons  for  this  are  presented. 
Despite  many  assumptions  about  attitudes 


Pedestrian  fatalities 


More  than  9,000  pedestrians  die  from  motor 
vehicle  accidents  in  the  United  States  each  year, 
according  to  statisticians  of  Metropolitan  Life 
Insurance  Company.  Pedestrian  fatalities 
reached  nearly  9,300  in  1966  and  1967  and  ex- 
ceeded that  figure  in  1968.  During  1958  to 
1966,  death  rates  from  pedestrian  accidents  in- 
creased in  every  age  group  except  the  elderly. 
The  largest  rise  occurred  at  ages  fifteen  to 
forty-four  among  both  sexes.  At  ages  twenty- 


of  indifference  and  rejection  on  the  part  of 
lower  socioeconomic  class  parents,  those 
who  initiate  a referral  are  more  motivated 
and  successful  in  perservering  in  the  search 
for  psychiatric  help  for  their  children  than 
is  any  third  party.  It  suggests  that  efforts 
expended  by  agencies,  schools,  court  officers, 
and  so  forth,  in  initiating  referrals,  might 
be  more  constructively  spent  in  supporting 
and  facilitating  parental  responsibility  for 
initiating  the  referral.  Action  must  be 
taken  to  help  the  neglected  50  per  cent  of 
the  re-referral  population  to  obtain  enroll- 
ment at  another  facility.  One  can  only  as- 
sume that  psychopathologic  conditions  go 
unattended  even  after  recognized,  and  be- 
come compounded  by  lack  of  early  attention. 
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five  to  forty-four  the  pedestrian  death  rate  in- 
creased by  about  a third  in  each  sex,  while  at 
ages  forty-five  to  sixty-four  the  rate  showed 
little  change.  The  elderly  continued  to  experi- 
ence the  highest  pedestrian  fatality  rates. 

The  risk  of  fatal  pedestrian  accidents  is  ap*- 
preciably  greater  among  males  than  among  fe- 
males in  every  age  group,  with  the  sex  dif- 
ferential most  pronounced  among  the  elderly. 

Autumn  and  early  winter  are  the  most  haz- 
ardous seasons  of  the  year  for  pedestrians.  Ap- 
proximately 800  are  killed  in  traffic  accidents 
each  October  and  November,  while  more  than 
900  lose  their  lives  in  December,  the  peak 
month. 
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Drainage  of  the  pleural  space  has  in- 
creasingly replaced  the  conservative  man- 
agement of  spontaneous  pneumothorax.  In 
addition  to  drainage,  a variety  of  substances 
have  been  applied  to  the  pleura  with  the 
purpose  of  producing  adhesions;  silver  ni- 
trate1 and  iodinized  talc2-4  have  been  used 
most  commonly.  Within  recent  years,  a 
more  aggressive  surgical  approach  has  been 
adapted : thoracotomy  with  local  excision  of 
bullae,5  pleurectomy,6  or  both. 

The  subject  of  spontaneous  pneumothorax 
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has  frequently  been  reviewed,7-16  and  the 
use  of  a small-lumen  polyethylene  tube  in  its 
treatment  has  been  reported.11-16  The  value 
of  this  technic,  however,  has  not  been  criti- 
cally assessed.  The  object  of  this  study  was 
to  investigate  the  advantages  of  the  method 
and  to  define  its  limitations. 

Material  and  method 

Only  patients  with  uncomplicated  pneu- 
mothorax were  admitted  to  the  study. 
Those  with  active  inflammatory  disease,  ten- 
sion pneumothorax,  hemothorax,  or  associ- 
ated trauma  were  excluded.  Twenty-four 
patients  were  treated,  21  men  and  3 women, 
from  eighteen  to  eighty-two  years  with  an 
average  age  of  forty-four.  The  pneumo- 
thorax was  on  the  right  side  in  14  patients 
and  on  the  left  in  10.  The  degree  of  collapse 
was  estimated  to  vary  from  25  to  90  per 
cent  with  an  average  of  58  per  cent.  The 
duration  of  the  pneumothorax  before  treat- 
ment was  judged  to  vary  from  two  hours  to 
thirty-five  days. 

Immediately  after  the  patient’s  admission 
to  the  hospital,  an  attempt  was  made  to 
eliminate  the  pneumothorax  by  evacuating 
the  air  with  a small-lumen  polyethylene  tube 
(Bardic  Deseret  Intracath)  used  for  giving 
fluids  intravenously,  that  is  8 inches  in 
length  with  an  internal  diameter  of  1 mm. 
The  tube  can  be  introduced  through  a num- 
ber 14-gauge  needle.  After  local  anesthesia, 
using  1 per  cent  lidocaine  (Xylocaine),  the 
needle  was  inserted  into  the  second  anterior 
intercostal  space  in  the  midclavicular  line 
unless  there  was  roentgenographic  evidence 
of  pleural  adhesions  in  which  case  an  al- 
ternate site  was  used.  The  needle  was  with- 
drawn after  the  tube  had  been  introduced 
a few  inches  into  the  pleural  space.  The 
air  was  evacuated  by  one  of  three  methods : 
using  the  Cutler-Robinson  pneumothorax 
apparatus  (4  patients),  the  application  of 
underwater  seal  and  suction  (16  patients), 
or  underwater  seal  alone  (4  patients).  A 
chest  roentgenogram  was  later  obtained  af- 
ter an  interval  of  a few  hours. 

Treatment  was  considered  to  be  successful 
when  there  was  roentgenographic  evidence 
of  complete  and  sustained  re-expansion  of 
the  lung.  When  this  was  confirmed,  the  tube 
was  removed.  The  patient  was  observed  for 
two  or  three  days  and  was  then  permitted 
to  leave  the  hospital.  With  recurrence  of 
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TABLE  I.  Twelve  patients  whose  collapse  of  lung  was  free  of  pleural  adhesions.  Result  of  treatment 

with  small-lumen  polyethylene  tube 


Cause 

Number  of 
Patients 

Age  of 
Patients 
(average) 

Interval  of  Time 
before  Treatment 

Per  Cent 
Collapse 
(average) 

Treatment 

Successful 

No  parenchymal  disease 

10 

26 

2 hours  to  14  days 

59 

10 

Bullae 

1 

60 

35  days 

80 

1 

Bronchitis  and  emphysema 

1 

65 

14  days 

60 

1 

TABLE  II 

. Twelve 

patients 

whose  collapse  of  lung  was  associated  with  pleural  adhesions. 
Result  of  treatment. 

Cause 

Number 

of 

Patients 

Age  of 
Patients 
(average 
years) 

Interval 

of 

Time 

before 

Treat- 

ment 

Per 

Cent 

Col- 

lapse 

(aver- 

age) 

Treatment 

Polyethylene  Rubber  Chest 

Success- 

ful 

Surgical 

Excision 

of 

Bullae 

Success- 

ful 

Unsuc- 

cessful 

Success-  Unsuc- 
ful  cessful 

Bullae 

1 

28 

lO.hours 

60 

0 

1 

0 1 

1 

Bronchitis, 

11 

57 

10  hours 

54 

2 

9 

8 1 

1 

emphy- 

to 

sema 

29  days 

the  pneumothorax,  a number  24  rubber  tube 
was  immediately  introduced  into  the  pleural 
space,  and  suction  was  applied. 

Results 

To  evaluate  the  results,  the  cases  were  di- 
vided into  two  groups:  patients  who  had 

no  pleural  adhesions  (Table  I)  and  those 
who  had  adhesions  (Table  II).  Of  the  12 
patients  whose  pneumothorax  had  resulted 
in  a free  collapse  of  the  lung,  10  were  young 
adults  with  no  detectable  parenchymal  dis- 
ease, and  in  all  of  them  re-expansion  was 
rapidly  accomplished  within  one  to  four 
hours  with  no  recurrence  of  the  pneumo- 
thorax. Treatment  was  also  successful  in 
the  2 older  patients:  1 had  bronchitis  and 

emphysema,  and  the  other  had  roentgeno- 
graphic  evidence  of  localized  bullae. 

In  Table  II,  the  details  are  presented  for 
the  12  patients  whose  pleural  adhesions  pre- 
vented free  collapse  of  the  lung.  Of  these, 
11  had  bronchitis  and  emphysema,  and  5 of 
the  11  had  roentgenographic  evidence  of 
bullae.  One  patient  who  had  recurrence  of 
the  pneumothorax  on  two  occasions  also  had 
roentgenographic  evidence  of  bullae.  In 
only  2 patients  in  this  group  was  treatment 
with  the  polyethylene  tube  successful.  Tn 
10  patients  the  pneumothorax  persisted  be- 
cause of  obstruction  of  the  small  lumen  tube 


usually  after  eight  to  twelve  hours.  For 
the  patients  in  whom  the  polyethylene  tube 
failed,  a large  rubber  tube  was  immediately 
used  and  suction  applied;  this  was  success- 
ful in  8 patients  within  two  to  four  days. 
In  some  patients  who  had  bronchitis  and 
emphysema,  there  was  bronchospasm  or  re- 
tention of  tracheobronchial  secretions  caus- 
ing obstruction  and  air  trapping  which  pos- 
sibly contributed  to  persistent  leakage  of 
air  into  the  pleura.  Intermittent  positive 
pressure  breathing  with  bronchodilating 
agents  and  the  removal  of  secretions  by 
nasotracheal  suction  were  helpful  in  achiev- 
ing a more  rapid  re-expansion  of  the  lung 
after  the  large  tube  was  introduced.  Open 
thoracotomy  with  local  excision  of  bullae 
was  performed  in  the  other  2 patients  in 
whom  there  was  failure  to  maintain  re-ex- 
pansion of  the  lung  after  more  than  a week. 

Comment 

In  the  first  group  of  patients  with  free 
collapse  of  the  lung,  active  air  leak  from 
the  visceral  pleura  no  longer  occurred  at  the 
time  the  patients  were  admitted  to  the  hos- 
pital because  re-expansion  of  the  lung  was 
achieved  within  a few  hours  with  the  poly- 
ethylene tube.  The  use  of  the  small-lumen 
polyethylene  tube  in  the  treatment  of  this 
group  of  patients  has  obvious  advantages: 
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it  can  be  introduced  by  a simple  technic; 
it  permits  complete  evacuation  of  the  air 
from  the  pleural  space  without  the  risk  of 
injury  to  the  underlying  lung;  it  causes  less 
discomfort  to  the  patient  than  a large  tube; 
and  it  permits  the  patient  to  cough  more 
effectively.  In  selected  cases,  this  method  is 
the  treatment  of  choice  because  complete 
re-expansion  of  the  lung  can  be  accomplished 
rapidly  and  the  patient  may  be  allowed  to 
leave  the  hospital  after  a few  days.  Fur- 
thermore, prompt  pleural  approximation 
eliminates  the  possibility  of  complications. 
The  results  of  this  study  clearly  indicate, 
however,  that  the  usefulness  of  the  method 
is  limited  to  the  group  of  patients  whose 
treatment  requires  only  the  removal  of  air 
from  the  pleural  space. 

In  patients  with  pleural  adhesions,  leak- 
age of  air  from  the  visceral  pluera  is  more 
persistent.  In  these  patients  the  small-lu- 
men polyethylene  tube  does  not  function 
adequately  because  of  its  small  size  and  the 
ease  with  which  it  becomes  obstructed.  The 
use  of  a large  tube  is  the  method  of  choice 
in  this  group  of  patients.  Open  thoracotomy 
with  local  resection  of  the  bullae  should  be 
considered  as  a primary  procedure  in  pa- 
tients with  recurrent  pneumothorax. 

Summary 

A small  polyethylene  tube  was  used  to 
treat  24  patients  with  uncomplicated  spon- 
taneous pneumothorax.  The  usefulness  and 
limitations  of  this  technic  were  assessed. 
The  method  was  successful  in  patients  in 
whom  there  was  roentgenographic  evidence 
of  free  collapse  of  the  lung.  In  patients 
with  pleural  adhesions,  alternate  methods 
of  treatment  are  necessary.  This  study  in- 


dicates that  there  is  no  one  ideal  method  in 
treating  patients  with  spontaneous  pneumo- 
thorax. Patients  with  spontaneous  pneu- 
mothorax should  be  classified  according  to 
their  underlying  pleural  or  pulmonary  dis- 
eases and  the  best  method  of  treatment  se- 
lected to  suit  the  case. 
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| N 1969  fewer  new  single  drugs,  duplicate 
single  drugs,  combination  products,  and  new 
dosage  forms  were  approved  by  the  FDA 
(Food  and  Drug  Administration)  and  of- 
fered for  sale  on  a national  basis  in  the 
United  States  than  in  any  of  the  sixteen 
previous  years  for  which  records  are  avail- 
able. 

Table  I presents  a comparison  of  new 
drugs  introduced  in  the  United  States  in 
1960  and  1969.  Figure  1 illustrates  the  dra- 
matic decline  in  the  introduction  of  single 
chemical  entities. 

New  single  chemical  entities 

The  major  new  single  drugs  introduced  in 
1969  with  substantial  sales  possibilities  are 
the  following:  pentazocine  (Talwin  hydro- 
chloride, Winthrop),  a new  salt  of  penta- 
zocine lactate  suitable  for  oral  medication  in 
severe  pain ; and  doxepin  hydrochloride 
(Sinequan,  Pfizer),  psychotropic  drug  com- 
bining both  tranquilizing  and  stimulating 
activity. 

All  new  single  drugs  marketed  in  the 
United  States  in  1969  were  developed  by 
the  research  laboratories  of  pharmaceutical 
manufacturers.  This  review  considers  those 
drugs  single  new  agents  or  chemicals  which 
fit  into  one  of  the  three  classifications  given 
in  Table  II  which  also  indicates  their  origin. 
Eight  of  these  nine  drugs  were  developed 
by  American  commercial  laboratories. 


TABLE  I.  New  drugs  in  United  States: 
ten-year  period 


1960 

1969 

306 

62 

New  single  chemical 

agents 

45 

9 

Duplicate  single  products 

62 

22 

Combination  products 

199 

5 

31 

9 

Single  biologicals 

0 

2 

Duplicate  biologicals 

2 

4 

Biological  combinations 

3 

3 

Totals 

311 

71 

New  dosage  forms 
N umber  of  manufacturers 

98 

12 

introducing  new  drugs 

82 

49 

FIGURE  1.  New  single  chemicals  introduced  in 
the  United  States,  1960  to  1969. 


Past  effort  led  to  present  success 

The  broad  advances  in  drug  therapy  dur- 
ing the  last  twenty  years  were  made  possible 
because  of  the  result  of  basic  studies  in  med- 
icine during  the  previous  thirty  or  more 
years.  So  much  has  been  accomplished  that 
we  have  temporarily  reached  a plateau,  and 
new  basic  knowledge  is  needed  to  enable  the 
development  of  new  drugs  that  may  offer  a 
cure  for  diseases  as  yet  not  readily  under- 
stood. While  research  is  proceeding  in 
many  laboratories  on  the  causes  of  such  dis- 
eases as  diabetes,  arthritis,,  cancer,  cardio- 
vascular disorders,  mental  illness,  and 
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TABLE  II.  Origin  and  type  of  new  single  drugs 
introduced  in  the  United  States  in  1969 


Drug 

C lass  i <ira  t ions 

United 

States 

Foreign 

Countries 

Total 

Number 

Per 

Cent 

New  original  products 
Derivatives  of  cur- 
rently known  struc- 

3 

i 

4 

45.0 

tures 

New  salts  or  esters  of 

2 

2 

21.0 

old  coiniKninds 

3 

3 

34.0 

Total 

8 

i 

9 

Per  Cent 

89.0 

11.0 

100.0 

others,  it  would  do  no  harm  to  reflect  on 
what  we  have  achieved  with  drug  therapy. 

Today  a variation  and  a slight  improve- 
ment in  the  effectiveness  of  a drug  seems 
of  minor  importance.  The  greatest  need  is 
to  learn  to  use  today’s  highly  potent  drugs 
effectively  and  safely,  to  learn  more  of  their 
metabolism  and  mechanism  of  action,  and 
learn  how  to  avoid  disturbing  adverse  ef- 
fects. In  these  areas  too  little  is  known. 
We  have  hardly  exploited  the  tremendous 
possibilities  today’s  drugs  have  to  offer,  and 
we  must  always  be  prepared  for  the  unex- 
pected to  happen,  favorable  or  unfavorable. 
New  and  important  indications  may  be 
found,  namely,  in  the  treatment  of  cardiac 
arrhythmias  with  lidocaine  and  diphenyl- 
hydantoin,  in  the  use  of  L-dopa  and  amanta- 
dine in  the  therapy  of  Parkinson’s  disease, 
in  the  discovery  that  the  antipruritic  cypro- 
heptadine (Periactin,  Merck  Sharp  & 
Dohme)  is  an  appetite  stimulant  in  children, 
and  even  in  the  use  of  the  “pill”  in  schizo- 
phrenia, a technic  which  needs  further  ex- 
ploration. 

During  1969  the  pendulum  of  drug  ther- 
apy has  continued  to  swing  more  and  more 
toward  the  scientific  viewpoint,  and  the  old 
traditional  ways  of  intuitive  prescription  of 
drugs  have  receded  further  into  the  back- 
ground. We  must  expect  this  trend  to  con- 
tinue, and  drug  manufacturers,  government 
agencies,  the  physician,  and  even  the  patient 
must  learn  to  adjust  to  it.  In  the  past  med- 
icine was  an  art;  it  is  now  on  the  road 
toward  becoming  a far  more  precise  scien- 
tific endeavor. 

Decline  in  number  of  drugs  researched 

The  statistics  published  by  the  U.S.  Food 
and  Drug  Administration  in  recent  months 
point  toward  a decline  in  the  number  of 
new  drugs  being  investigated.1'2  Numeri- 


cally the  number  of  IND  (investigational 
new  drug  applications)  has  increased  in  the 
fiscal  year  July  1 to  June  30  from  671  in 
1967  to  956  in  1969.  John  Jennings,  M.D.,2 
acting  director,  Bureau  of  Medicine  of  the 
FDA,  pointed  out  in  his  report  that  530  of 
the  IND  were  submitted  by  physician  spon- 
sors for  drugs  like  lithium  and  L-dopa.  We 
must  also  consider  that  at  least  one-half 
or  more  IND  are  discontinued  by  the  spon- 
sor. The  number  of  IND  terminated  by  the 
FDA  has  declined  and  amounted  in  fiscal 
1969  to  only  eight. 

Although  the  number  of  reports  published 
on  new  drugs  in  the  research  stage  con- 
tinues to  increase,  we  have  observed  in  our 
review  of  the  biochemical  literature  that  the 
actual  number  of  drugs  concerned  declined 
from  900  in  1968  to  about  760  in  1969.  Jen- 
nings reported  that  during  the  fifteen-month 
period  encompassing  fiscal  1969  and  the  first 
quarter  of  fiscal  1970  the  IND  submitted, 
permitting  clinical  studies,  encompass  275 
new  drug  entities,  chemical  compounds  not 
previously  marketed  in  the  United  States. 
Perhaps  fewer  than  five  may  offer  a break- 
through in  therapy;  one  of  these  is  L-dopa. 
Jennings  stated  that  in  November,  1969,  the 
FDA  had  113  new  drug  applications  under 
review.  According  to  the  FDA,  only  15  of 
these  have  any  significance. 

Management,  especially  research  manage- 
ment of  the  larger  pharmaceutical  manu- 
facturers who  are  carrying  out  the  bulk  of 
drug  research,  is  fully  aware  that  the  road 
to  a new  and  important  drug  is  becoming 
steeper  and  more  arduous.  There  will  be 
fewer  new  and  important  drugs  in  the  1970s, 
but  they  will  have  been  so  well  investigated 
prior  to  marketing  that  they  should  bring 
revenue  to  the  maker  for  many  years  to 
come.  Past  experience  with  the  major  drugs 
has  borne  this  out  and,  as  I have  pointed  out 
on  many  occasions,  this  trend  will  continue 
and  become  more  significant.  It  is  also  en- 
couraging to  note  that  larger  manufacturers 
are  spending  greater  sums  on  fundamental 
research. 

In  the  past  78  members  of  the  Pharmaceu- 
tical Manufacturers  Association  have  spent 
about  87  per  cent  of  their  research  funds  for 
the  maintenance  of  their  own  research  es- 
tablishments. This  percentage  did  not 
change  materially  in  1969  when  the  indus- 
try spent  $566  million  for  research  and  de- 
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TABLE  III.  Percentage  of  research  and  develop- 
ment expenses  and  sales  in  specific  therapeutic 
categories,  1968* 


Therapeutic  Categories 

Per  Cent 
Share  of 
Applied 
Research 
and 

Develop- 

ment 

Dollars 

Per  Cent 
Share  of 
Sales 
Dollars 

Anti-infectives 
Neoplasms  and  endo- 

20  4 

15.0 

crine  system 

17.4 

11.9 

Central  nervous  system 

16.9 

26.3 

Cardiovascular  agents 
Digestive  and  genito- 

11.8 

7.0 

urinary 

6.2 

11.5 

Biologicals 

5.6 

2.9 

Dermatologic  agents 

4.5 

3.1 

Respiratory  system 

3.4 

8.5 

Diagnostic  agents 

2.0 

2.1 

Vitamins  and  nutrients 
Other  pharmaceuticals 

1.9 

8.1 

for  human  subjects 

9.9 

100.0 

3.6 

100.0 

* Adapted  from  Annual  Survey  Report  1968-1969,  Phar- 
maceutical Manufacturers  Association,  December,  1969. 


velopment,  an  increase  of  $46  million  over 
1968.  If  we  want  to  see  progress,  more  of 
these  funds  will  have  to  be  made  available 
to  universities  in  specific  areas,  especially 
since  Federal  funds  for  research  are  on  the 
decline.  Some  manufacturers  are  doing  this 
now.  A break  down  in  research  and  sales  of 
the  major  pharmaceutical  firms  is  given  in 
Table  III  which  lists  the  therapeutic  cate- 
gories of  drugs. 

Review  of  single  drugs 

Treatment  of  burns.  Burn  injuries 
have  and  will  always  remain  difficult  and  tax 
the  physician’s  ingenuity.  The  new  acetate 
salt  of  the  twenty-year-old  sulfonamide 
mafenide  (Sulfamylon  cream,  Winthrop) 
offers  definite  advantages  in  therapy.  A re- 
view of  11  published  reports  suggests  that 
mafenide  does  not  exert  a cytotoxic  effect, 
suppresses  bacterial  growth  and  coloniza- 
tion, and  relegates  burn  wound  sepsis  to  a 
minor  role.  Most  investigations  conclude 
that  mafenide  is  superior  in  action  to  silver 
nitrate.  Its  ease  of  administration  offers 
an  additional  advantage  in  the  treatment  of 
second-  and  third-degree  burns. 

ANALGESICS.  Analgesic  therapy  has  been 
accomplished  with  the  hydrochloride  salt  of 


pentazocine,  the  oral  drug  the  physician  was 
looking  for;  it  is  potent  and  non-narcotic  in 
most  patients.  The  injectable  lactate  salt 
of  pentazocine  became  available  in  July, 
1967.  Its  effectiveness  is  confirmed  by  a 
large  cooperative  study  and  by  over  50  pub- 
lished clinical  reports.  Both  forms  of  pen- 
tazocine have  proved  effective  analgesics  in 
a variety  of  painful  conditions. 

Psychotropic  drugs.  It  has  always  been 
difficult  for  the  physician  to  make  a clear 
distinction  between  an  anxious  and  a de- 
pressed patient.  As  a rule,  the  former  has 
been  treated  with  so-called  tranquilizers  and 
the  latter  with  antidepressants.  The  di- 
benzoxepin  derivative  doxepin  hydrochloride 
appears  to  combine  both  types  of  action  in 
one  molecule.  Hence,  it  may  have  a broader 
application  than  a typical  ataraxic  or  anti- 
depressant. 

Since  the  published  literature  on  doxepin 
hydrochloride  (we  have  only  recorded  15 
published  papers)  is  still  somewhat  limited, 
it  would  be  most  helpful  if  more  of  the  79 
investigators  who,  according  to  Pfizer, 
studied  the  drug  in  1,700  patients,  would 
publish  their  findings.  Their  clinical  data 
were  made  available  to  the  FDA  and  are  on 
record.  The  most  frequent  side-effects  of 
doxepin  hydrochloride,  although  mild,  ap- 
pear to  be  sedation,  constipation,  dry  mouth, 
and  blurred  vision. 

A phenothiazine  derivative,  piperacetazine 
(Quide)  has  been  marketed  by  the  pharma- 
ceutical division  of  the  Dow  Chemical  Com- 
pany. 

Antiarthritics.  Intra-articular  injec- 
tions of  potent  corticosteroid  in  rheumatoid 
and  osteoarthritis  offer  certain  advantages, 
especially  when  the  drug  given  is  slowly  ab- 
sorbed. The  new  hexacetonide  ester  tri- 
amcinolone (Aristospan,  Lederle)  makes 
this  form  of  therapy  possible.  Injections 
have  to  be  given  only  at  three-  to  four-week 
intervals,  a convenience  to  the  patient  and  a 
safety  factor  in  use. 

Cancer  chemotherapy.  Cancer  chemo- 
therapy continues  its  slow  progress,  grad- 
ually inching  forward  to  the  partial  and 
complete  relief  of  specific  forms  of  cancer. 
The  efforts  are  great,  but  the  returns  are 
still  minor  and  will  remain  so  until  we  have 
a more  complete  conception  of  the  cause  of 
the  various  forms  of  cancer.  Three  new 
drugs  made  their  appearance  in  1969,  each 
supported  by  extensive  clihical  reports  in 
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TABLE  IV.  Number  of  duplicate  single  drugs 
marketed  in  United  States 


Type  of  Drugs 

1960 

1969 

Analgesics 

2 

Anti-infectives 

2 

2 

Antibiotics 

10 

2 

Antiobesity 

1 

Bronchial  dilator's 

2 

1 

Cardiovascular  preparations 

10 

Dermatologic  agents 

7 

1 

Diagnostic  preparations 

5 

Proteolytic  enzymes 

5 

Eye  preparations 

2 

4 

Gastrointestinal  preparations 

5 

Hematinics 

3 

Hormones,  corticoids 

3 

1 

Hormones,  other 

3 

Hospital  solutions 

1 

2 

Sedatives,  barbiturates 

2 

Sedatives,  other 

1 

Vitamins 

1 

1 

Miscellaneous 

2 

3 

Total 

62 

22 

the  medical  literature:  procarbazine  hydro- 
chloride (Matulane,  Roche),  for  the  pallia- 
tive management  of  Hodgkin’s  disease; 
testolactone  (Teslac,  Squibb),  for  the  pal- 
liative management  of  advanced  or  dissemi- 
nated breast  cancer;  it  produces  no  andro- 
genic  effect;  and  cytarabine  (Cytostar,  Up- 
john),  for  acute  granulocytic  leukemia  of 
adults  and  other  acute  leukemia  of  adults 
and  children.  Any  drug  used  in  the  treat- 
ment of  cancer  has  a potential  for  severe 
reactions,  and  its  use  should  be  limited  to 
those  who  are  familiar  with  this  form  of 
therapy. 

Duplicate  single  drugs 

Table  I indicates  that  the  introduction  of 
drugs  containing  a single  ingredient  that 
has  previously  been  marketed  by  other  firms 
decreased  from  62  in  1960  to  22  in  1969. 
The  reason  for  this  decline  is  not  immedi- 
ately obvious. 

Table  IV  indicates  in  what  area  of  therapy 
duplicate  single  drugs  were  marketed  in 
1960  and  in  1969.  The  most  notable  changes 
are  in  the  antibiotic  field  where  in  1960 
many  firms  introduced  penicillin  derivatives 
which,  in  the  meantime,  have  been  replaced 
by  others.  In  1969  Lederle  introduced  two 
derivatives  of  ampicillin,  a drug  that  has 
been  on  the  market  since  1963  and  was  origi- 
nally developed  by  Beecham  in  England  and 
Bristol  Laboratories  in  the  United  States. 


Surprising  is  the  lack  of  any  agents  in  the 
cardiovascular  field  in  which  drug  therapy 
has  become  so  important.  Also  worth  men- 
tioning is  the  absence  of  marketing  drugs 
for  gastrointestinal  disorders,  an  area  which 
is  still  wide  open  and  in  which  new  entries 
may  secure  a part  of  the  market. 

An  additional  future  handicap  in  the  mar- 
keting of  single  duplicate  drugs,  in  some  in- 
stances, is  the  need  for  proving  biologic 
equivalence,  a subject  that  has  received 
much  attention  in  recent  years  and  is  still 
puzzling.  Physical  difference  in  the  makeup 
of  a tablet  evidently  plays  its  role  in  absorp- 
tion. How  to  control  this  and  guide  it  needs 
more  research,  which  will  reflect  itself  in  the 
cost  of  the  product.  Again  science  is  inter- 
fering with  established  procedures  of  com- 
merce. 

Combination  products 

It  is  not  surprising  that  the  marketing  of 
products  containing  more  than  one  active 
ingredient  has  decreased  significantly  from 
199  in  1960  to  31  in  1969.  This  trend  began 
in  1964.  In  the  first  place,  manufacturers 
have  learned  that  many  of  these  combina- 
tion products  do  not  achieve  the  expected 
sales,  and  a great  deal  of  promotional  money 
and  effort  is  wasted.  In  the  second  place, 
scientific  medicine  is  taking  a second  look  at 
these  products  through  the  Drug  Efficacy 
Study  conducted  by  the  National  Academy  of 
Science-National  Research  Council.  We 
must  expect  that  this  study  will  not  only 
require  significant  changes  in  the  claims 
that  can  be  made  for  these  drugs  but  also 
that  actual  withdrawal  will  be  required  in 
many  instances.  This  may  be  a slow  pro- 
cedure when  manufacturers  are  combating 
the  withdrawals  through  court  action. 

At  the  time  of  marketing,  these  products 
were  quite  acceptable  according  to  the 
standards  then  established.  But  times  have 
changed,  and  we  have  learned  much  more 
of  the  action  of  drugs.  Our  understanding 
of  drug  interaction  is  growing,  and  we  real- 
ize more  and  more  the  inherent  dangers  of 
concomitant  administration  of  single  drugs 
or  the  combined  administration  of  several 
drugs  in  one  unit.  A great  deal  of  work  has 
to  be  done  to  demonstrate  a clearer  relation- 
ship between  dosage  and  drug  interaction. 
Will  one  quarter  of  a grain  of  phenobarbital 
stimulate  enzyme  activity  to  a sufficient  de- 
gree to  change  the  action  of  the  drug  with 
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which  it  is  administered  simultaneously,  or 
will  this  occur  only  when  larger  doses  of  the 
sedative  are  given? 

In  addition  the  physician  today  demands 
pi'oof  of  increased  efficacy  or  tolerability  of 
combined  drugs  as  compared  with  single 
drugs.  Aside  from  possible  increased  ac- 
tivity, combination  drugs  have  definite  ad- 
vantages which,  on  the  one  hand,  are  con- 
cerned with  convenience  and  lower  cost  and, 
on  the  other,  with  the  physician’s  being  as- 
sured that  the  patient  takes  all  the  medica- 
tion needed  for  successful  therapy.  We 
must  also  be  prepared  for  further  problems 
arising  from  the  use  of  the  “pill.”  This 
combination  product  interferes,  so  to  speak, 
with  the  ecology  of  the  body.  Whenever  we 
tamper  with  natural  processes  some  people 
are  going  to  suffer. 

Biologicals 

In  spite  of  the  fact  that  we  have  made 
great  progress  in  treating  diseases  with 
chemicals,  biologicals  have  had  a rejuvena- 
tion. During  the  last  ten  years  67  such 
products  were  introduced. 

The  first  live  rubella  virus  vaccine  was 
marketed  by  Merck  Sharp  & Dohme  in  June, 
1969,  as  Meruvax.  It  was  followed  in  De- 
cember, 1969,  by  Parke  Davis  (Rubelogen) 
and  by  Philips  Rovane’s  rubella  virus  vac- 
cine. The  Merck  vaccine  was  developed  by 
Maurice  R.  Hilleman,  M.D.,  and  Eugene  B. 
Buynak,  M.D.  Although  German  measles 
(rubella)  is  a mild  disease,  widespread  im- 
munization of  children  from  age  one  to  pu- 
berty is  necessary,  because  rubella  virus  may 
cause  birth  defects  when  it  strikes  preg- 
nant women.  The  last  major  outbreak  of 
rubella  occurred  in  the  United  States  in 
1964-1965  and  left  in  its  wake  some  30,000 
fetal  deaths  and  20,000  children  born  with 
birth  defects.  This  presents  an  educational 
problem  of  obtaining  immunization  of  a 
large  number  of  children  which  hopefully 
will  be  as  successful  as  vaccination  against 
poliomyelitis. 

With  factor  IX  complex,  human 
(Konyne)  Cutter  Laboratories  provided 
effective  therapy  for  the  15  to  20  per  cent 
of  hemophiliac  persons  who  suffer  from 
hemophilia  B type  deficiencies.  Unfortu- 
nately these  blood  extracts  are  expensive  to 
manufacture  and  therefore  costly  to  the  pa- 
tient. It  ought  to  be  possible  to  cover  the 


TABLE  V.  New  drugs  in  foreign  countries 


Generic 

Name 

Therapeutic 

Classification 

Developer 

Country 

Marketed 

Cephaloglycin 

Antibiotic 

Lilly 

Japan 

Clindamycin 

Antibiotic 

Upjohn 

England, 

Germany 

Fluphenazine 

decanoate 

Ataraxic 

Squibb 

Germany 

Medazepam 

Ataraxic 

Roche-U.S. 

Germany 

treatment  of  such  deficiency  diseases  by  in- 
surance or  government  subsidies. 

American  manufacturers  made  available 
four  new  drug  substances  in  foreign  coun- 
tries which  are  not  as  yet  sold  in  the  United 
States  (Table  V). 

Lesson  to  be  learned 

During  the  last  ten  years  science  has  ex- 
tended its  imprint  on  the  development, 
manufacture,  and  use  of  single  drugs  to  the 
marketing  and  use  of  all  drug  categories. 
This  is  the  lesson  we  cannot  escape.  Some 
may  try  to  impede  the  progress  of  scientific 
requirements  and  effect  a temporary  delay. 
But  the  young  physician  is  being  taught  the 
scientific  method  and  will  reject  past  prac- 
tices in  the  prescribing  of  drugs.  Industry 
must  be  prepared  for  this  attitude  among 
the  young  and  the  older  astute  physician 
which  prevails  not  only  in  the  profession  of 
medicine  but  also  in  the  profession  of  phar- 
macy. The  latter  is  assisting  the  physician 
at  an  increasing  rate  in  the  selection  of 
drugs  to  prescribe. 

In  the  years  ahead,  until  new  fundamental 
discoveries  are  made,  fewer  new  drugs  will 
reach  the  market.  But  the  physician  will 
use  them  with  greater  confidence,  effective- 
ness, and  safety,  because  these  drugs  will 
have  been  better  researched,  and  the  practi- 
tioner will  have  at  his  disposal  more  compre- 
hensive information  regarding  their  use. 
The  patient  is  bound  to  benefit  from  the  new 
scientific  medicine  provided  compassion  for 
his  suffering  is  paramount. 

11  West  42nd  Street 

References 

1.  Gyarfas,  W.  J.,  and  Welch,  A.:  The  1ND  pro- 
cedure: Assuring  safe  and  effective  drugs,  FDA  Papers 

3:  27  (Sept.)  1969. 

2.  Jennings,  J.:  Where  are  the  new  drugs?  Presented 

before  the  Research  and  Development  Section  of  the  Phar- 
maceutical Manufacturers  Association,  *Sea  Island,  Georgia, 
November  12,  1969. 


786  New  York  State  Journal  of  Medicine  / March  15,  1970 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  New  York 

Editors 

E.  ROBERT  HEITZMAN,  M.D. 
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Stridor  Three  Months 
After  Chest  Trauma 


Case  history 

Kay  Ticen,  M.D.*  Following  an  automo- 
bile accident,  this  patient  was  admitted  to 
the  hospital  for  the  management  of  multiple 
rib  fractures  complicated  by  subcutaneous 
emphysema.  He  required  a tracheotomy  in 
the  emergency  room  because  of  severe  re- 
spiratory distress.  His  postinjury  course 
was  complicated  by  pneumonia.  Following  a 
rather  slow  recovery,  the  tracheotomy  tube 
was  removed,  and  the  wound  healed  with- 
out difficulty.  Approximately  three  months 
later,  the  patient  began  to  notice  increasing 
difficulty  with  breathing  and  stridor  devel- 
oped. Physical  examination  demonstrated  a 
marked  inspiratory  wheeze  audible  over 
each  hemithorax  and  over  the  trachea.  The 
remainder  of  the  physical  examination  was 
noncontributory.  Laboratory  data  were 
within  normal  limits. 

Joseph  Head,  M.D.t;  Films  of  the  chest 
made  at  the  time  of  injury  reveal  bilateral 
rib  fractures  and  some  subcutaneous  em- 
physema. I do  not  see  evidence  of  pneumo- 
thorax or  of  pleural  hemorrhage.  The 
spleen  appears  to  be  within  normal  limits. 

Subsequently,  a tracheotomy  tube  has 
been  inserted;  the  distal  end  of  the  tube 
has  entered  directly  into  the  left  main  bron- 
chus, occluding  the  right  main  bronchus. 
This  no  doubt  accounts  for  the  collapse  of 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 

t Assistant  Professor  of  Radiology,  Upstate  Medical  Cen- 
ter. 


the  right  lung  and  the  shift  of  the  mediasti- 
num to  the  right  side  (Fig.  1A) . Later  the 
tube  was  repositioned.  Following  this,  the 
left  main  bronchus  was  obstructed,  result- 
ing in  collapse  of  the  left  lung  and  shift  of 
the  mediastinum  to  the  left  (Fig.  IB).  The 
poor  aeration  of  the  right  lung  on  this  film, 
I believe,  is  the  result  of  incomplete  expan- 
sion of  the  previously  collapsed  right  lung. 

E.  Robert  Heitzman,  M.D.**:  Occlusion 
of  one  of  the  major  bronchi,  usually  the  left, 
by  an  endotracheal  tube  or,  less  often,  by  a 
tracheotomy  tube  is  not  rare.  In  fact,  it  is 
a rather  common  occurrence  in  infants  who 
have  been  intubated  under  emergency  con- 
ditions. Readily  available  tubes  are  often 
too  long  for  infants.  The  position  of  endo- 
tracheal tubes  should  always  be  carefully 
checked  on  films  showing  total  collapse  of  a 
lung  especially  in  young  children. 

DR.  Head:  The  next  day  both  lungs  are 

aerated.  One  would  be  concerned  that  there 
is  incomplete  aeration  of  the  right  middle 
lobe  because  the  right  heart  border  is  not 
seen,  and  I believe  that  there  is  evidence  of 
residual  collapse  in  the  left  lower  lobe  as 
well. 

Three  months  later  inspiratory  stridor  de- 
veloped suggesting  that  something  was  ob- 
structing the  patient’s  airway.  I think  that 
fluoroscopy  should  be  performed  to  observe 
the  behavior  of  his  mediastinum  during  in- 

**  Professor,  Department  of  Radiology,  Upstate  Medical 
Center. 
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FIGURE  1.  (A)  Total  collapse  of  right  lung.  Note  placement  of  tracheotomy  tube  into  left  main 

bronchus  producing  complete  obstruction  of  right  main  bronchus.  (B)  Following  repositioning  of 
tube,  left  main  bronchus  has  become  obstructed  and  total  collapse  of  left  lung  has  occurred. 


FIGURE  2.  (A)  Diaphragm-like  narrowing  of  trachea  at  thoracic  inlet  is  apparent.  (B)  Note  opaque 

marker  (arrow)  in  tracheotomy  scar  well  above  area  of  narrowing. 


spiration  and  expiration.  Inspiration-ex- 
piration films  would  also  be  worth  while. 

Dr.  Ticen  : The  mediastinum  did  not 

shift  during  inspiration-expiration  maneu- 
vers. Because  of  this  finding  and  the  clini- 
cal evidence  of  inspiratory  stridor,  a bron- 
chogram  was  taken. 

Dr.  Head:  The  bronchogram  shows  a 

marked  narrowing  of  the  trachea  at  the 
thoracic  inlet  (Fig.  2A).  It  is  also  evident 
that  the  trachea  above  this  web  is  somewhat 
dilated.  The  initial  film  showing  a fracture 
of  the  anterior  right  first  rib  and  fractures 


of  the  posterior  right  second,  third,  and 
fourth  ribs  indicates  severe  upper  thoracic 
trauma.  I suppose  this  severe  trauma  re- 
sulted in  a fracture  of  the  trachea  which 
healed  with  residual  scarring  producing  the 
web.  Another  possibility  could  be  that  a 
granulomatous  process  has  developed  sec- 
ondary to  the  placement  of  the  tracheotomy 
tube.  On  some  of  the  films  made  during 
bronchography  an  opaque  marker  was  placed 
in  the  tracheotomy  scar;  the  web  is  demon- 
strated well  below  the  tracheotomy  incision 
(Fig.  2B).  I am  not  certainfthat  this  would 
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FIGURE  3.  Photomicrograph  shows  tracheal 
cartilage  fracture  with  perichondritis  and  associ- 
ated fibrosis. 


exclude  the  presence  of  a tracheotomy  gran- 
uloma, since  the  lower  end  of  the  tube  might 
rub  against  the  trachea  and  could  conceiv- 
ably have  produced  a lesion  at  the  level  in 
question.  The  fact  that  the  web  is  so  local- 
ized would  make  me  favor  a complication  of 
a tracheal  fracture. 

Dr.  Head’s  diagnosis 

Stenosis  of  the  trachea  secondary  to  frac- 
ture 

Dr.  TlCEN : At  surgery,  a diaphragm-like 
membrane  was  found  and  excised.  The  sur- 
geon believed  that  the  tracheal  rings  at  the 
level  of  this  web-like  narrowing  were  dis- 
tracted, that  is,  they  were  further  apart  than 
the  normal  tracheal  rings,  and  for  this  rea- 
son he  ascribed  the  problem  to  fractured 
trachea. 

Bedros  Markarian,  M.D.:*  We  received 
a fixed  fragment  of  trachea  measuring  1.2 

•Assistant  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 


cm.  in  length  and  1.5  cm.  in  diameter.  Ex- 
amination of  the  lumen  of  the  trachea  re- 
vealed a circumferential  mucosal  thickening 
which  narrowed  the  lumen  to  0.4  cm.  It  had 
the  gross  appearance  of  an  iris  diaphragm. 

Microscopic  examination  showed  a tra- 
cheal cartilage  fracture  with  perichondritis 
and  a marked  associated  fibrosis  (Fig.  3). 
It  was  this  reactive  fibrosis  which  was  re- 
sponsible for  the  tracheal  narrowing.  The 
mucosal  surface  was  lined  by  benign  strati- 
fied squamous  epithelium  with  normal  pseu- 
dostratified  columnar  epithelium  in  adjacent 
areas.  These  findings  appear  to  represent 
the  end  result  of  a chronic  perichondritis 
which  was  initiated  by  a tracheal  fracture. 

Dr.  Heitzman:  Fracture  of  the  bron- 

chus is  an  uncommon  injury,  and  tracheal 
fracture  is  even  less  frequent.  Injury  to  the 
intrathoracic  airway  commonly  results  in 
hemoptysis,  mediastinal  emphysema,  or 
pneumothorax.  A surprising  number  of 
such  injuries,  however,  apparently  are  un- 
detected at  the  time  of  the  injury  and  are 
detected  later  because  of  chronic  atelectasis 
or  repeat  bouts  of  pulmonary  infection. 
Several  cases  of  successful  repair  of  frac- 
tured bronchus  months  or  years  following 
the  injury  have  been  reported.1-3 

Final  diagnosis 

Stenosis  of  the  trachea  secondary  to 
trauma 
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New  Diuretic  Agents 
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/\gents  capable  of  inducing  an  in- 
crease in  urine  flow  by  a specific  action  on 
the  kidney  began  with  the  organomercurials 
in  1920.  Clinical  experience  over  the  next 
forty  years  demonstrated  the  great  value  of 
these  agents,  particularly  in  the  treatment 
of  congestive  heart  failure.  While  there  are 
disadvantages  to  the  use  of  the  mercurials, 
the  two  most  often  discussed  are:  (1)  the 

need  for  parenteral  administration  to 
achieve  the  best  results,  and  (2)  most  im- 
portant of  all,  the  inability  of  the  mercurials 
to  relieve  fluid  retention  in  the  very  pa- 
tients who  need  it  the  most.  This  ultimate- 
ly led  to  the  introduction  of  a group  of 
sulfa-containing  compounds  in  1957  which 
we  will  call  the  “thiazides.”  An  important 
example  of  this  group  would  be  hydrochlo- 
rothiazide (Hydro-Diuril,  Esidrix,  and 
Oretic) . It  was  found  that  these  agents, 
given  orally,  were  at  least  as  effective  as  the 
mercurials  and  the  diuresis  they  induced 
was  not  inhibited  by  changes  in  body  pH. 
It  is  a well-known  fact  that  patients  who  de- 
velop an  alkalosis  in  response  to  mercurial 
diuretics  frequently  are  refractory  to  fur- 
ther therapy  with  these  same  agents.  That 
is  not  the  case  with  the  newer  diuretics, 
such  as  the  thiazides. 

Investigators  continued  to  look  for  agents 
with  a greater  effect  than  either  the  thia- 

* Developed  under  contract  with  National  Library  of 
Medicine  (PH-43-66-1151 ).  Project  of  Albany  Regional 
Medical  Program  supported  by  Division  of  Regional  Medi- 
cal Programs  and  U.S.  Department  of  Health,  Education, 
and  Welfare  (PL89-239). 


zides  or  the  mercurials.  This  led  to  the  in- 
troduction of  chlorthalidone  (Hygroton)  in 
1959,  which  acts  for  a longer  period  of  time 
than  hydrochlorothiazide.  In  the  1960’s, 
two  other  important  diuretics  were  intro- 
duced which  were  more  effective  than  any 
others  available  in  clinical  medicine.  One 
of  the  agents,  like  the  thiazides,  contains 
sulfa  and  is  called  furosemide  (Lasix). 
The  second  is  chemically  unrelated  to  the 
other  diuretics  and  has  been  called  etha- 
crynic  acid  (Edecrin).  Since  the  actions  of 
these  two  drugs  are  similar,  they  can  be  dis- 
cussed together.  They  have  a very  rapid 
onset  of  action  (thirty  minutes  after  dose) 
with  a duration  of  diuretic  effect,  after  a 
single  oral  dose,  of  only  six  to  eight  hours. 
The  diuretic  response  is  qualitatively  simi- 
lar to  the  thiazides  but  greater  in  magni- 
tude. Thus,  there  is  an  increase  in  the 
excretion  of  chloride,  sodium,  and  water 
quantitatively,  in  that  order,  which  easily 
can  exceed  the  maximum  response  achieved 
by  either  the  mercurials  or  the  thiazides. 
Potassium  loss  is  also  elevated  to  what  can 
be  alarming  levels,  particularly  in  the  digi- 
talized patient.  To  demonstrate  how  effec- 
tive these  agents  are,  the  excretion  of  salt 
and  water  can  be  increased  even  when  renal 
function  is  impaired  as  in  oliguria  or  acute 
renal  failure. 

To  help  offset  the  danger  of  hypokale- 
mia, other  drugs  have  been  introduced  which 
diminish  the  renal  loss  of  potassium  by  spe- 
cific actions  on  the  kidney.  One  of  these 
acts  by  antagonizing  aldosterone  and  goes 
by  the  name  of  spironolactone  (Aldactone). 
Another  is  triamterene  (Dyrenium)  which 
acts  by  a different  mechanism  than  spirono- 
lactone. The  use  of  these  agents  in  combi- 
nation with  either  the  thiazides,  ethacrynic 
acid,  or  furosemide  is  presently  being  tested 
with  encouraging  results. 

Looking  back  over  the  last  eight  to  ten 
years,  the  drugs  now  available  to  treat  fluid 
retention  vary  from  the  moderately  effec- 
tive mercurials,  which  are  generally  admin- 
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istered  parenterally,  to  the  latest  orally  ad- 
ministered type  such  as  ethacrynic  acid, 
which  can  induce  dangerous  shifts  in  elec- 
trolyte and  water  balance  because  of  the 
rapid  and  marked  renal  excretion  of  salt 
and  water. 

This  means  that  control  of  edema  has 
largely  shifted  from  the  limitations  of  the 
ability  of  the  drug  to  induce  a diuresis  to 
the  limitations  of  the  amount  of  the  diuretic 
given.  It  has,  therefore,  been  recommended 
by  some  investigators  that  these  newer 
agents  be  used  only  in  hospitalized  patients 
where  the  blood  picture  can  be  closely  fol- 
lowed. 

Other  actions  of  these  agents  include,  like 
the  thiazides,  a propensity  to  induce  uric 
acid  retention  and  hyperglycemia.  Their 


Enzymatic  treatment  of 
fissure  in  ano 

Use  of  a proteolytic  enzyme  as  a debriding 
agent  is  believed  responsible  for  prompt  re- 
sults in  the  treatment  of  fissure  in  ano  in  a 
series  of  14  patients  reported  by  Tibor  L.  Kop- 
jas,  M.D.,  Ph.D.,  in  Illinois  Medical  Journal 
136:  168  (Aug.)  1969). 

Treated  were  9 women  and  5 men  who  aver- 
aged thirty-six  years  of  age.  The  medication,  a 
topically  applied  ointment  containing  1 per  cent 


diuretic  action,  like  the  thiazides,  is  not  in- 
fluenced by  changes  in  body  pH. 

In  summary,  the  newer  diuretics  are  more 
effective  in  inducing  and  maintaining  a di- 
uresis but  also  run  a far  greater  risk  of  se- 
rious problems  in  electrolyte  balance  and 
hydration.  Their  value  would  suggest  that 
their  use  might  be  limited  to  selected  pa- 
tients who  are  refractory  to  both  the  mercu- 
rials and  the  thiazides. 

One  final  comment.  Because  of  the  rapid 
onset  of  action  of  ethacrynic  acid  and  the 
fact  that  it  is  now  available  for  intravenous 
use,  this  agent  can  be  of  specific  value  in 
the  treatment  of  acute  pulmonary  edema 
since  diuresis  begins  in  fifteen  minutes. 

47  New  Scotland  Avenue 
Albany,  New  York  12208 


proteolytic  enzyme  in  a water-soluble  base  and 
an  analgesic  was  employed  along  with  sup- 
portive treatment  consisting  of  a bland  diet, 
sitz  baths  twice  daily,  and  a stool  softener.  In 
an  average  of  three  days  all  the  patients  experi- 
enced relief  from  severe  pain  and,  in  an  average 
of  five  days,  the  fissures  were  completely  healed. 
In  discussing  the  rationale  of  this  therapy  the 
author  observes  that  necrotic  tissue  debris  and 
devitalized  tissue  stimulate  an  inflammatory  re- 
action and  block  tissue  repair.  Delaying  re- 
placement of  dead  or  damaged  cells  by  new 
healthy  cells  prolongs  healing  time,  with  scar 
formation  in  many  cases. 
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Preoperative  Hypovolemia 


Qlood  VOLUME  determinations  are  now  be- 
mg  done  more  frequently.  The  results  of 
these  determinations  should  be  used  in  guid- 
ing preoperative  replacement.  The  follow- 
ing case  illustrates  what  may  happen  when 
this  is  not  done. 

Case  report 

A nineteen-year-old  girl,  weighing  50  Kg., 
was  scheduled  for  a hemipelvectomy  after  a 
tissue  diagnosis  of  metastatic  malignant  mel- 
anoma of  the  groin  was  made.  She  had  lost 
an  undetermined  amount  of  weight  during  the 
preceding  six  months. 

Preoperative  blood  volume  studies  indicated 
a total  blood  volume  of  2,800  ml.  (56  ml.  per 
kilogram)  with  a red-cell  mass  of  918  ml.  (18.3 
ml.  per  kilogram)  and  plasma  volume  of  1,882 
ml.  (37.6  ml.  per  kilogram).  The  hematocrit 
at  this  time  was  36.  Four  days  later,  after  re- 
ceiving 500  ml.  of  whole  blood,  the  patient  was 
brought  to  the  operating  room  with  a hemato- 
crit of  33. 

Two  ml.  of  a combination  of  fentanyl  and 
droperidol  (Innovar)  were  injected  intramus- 
cularly ninety  minutes  before  surgery.  She 
entered  the  operating  room  crying  and  scream- 
ing, with  a blood  pressure  of  110/70  and  pulse 
rate  of  110  per  minute. 

A drip  solution  of  fentanyl  and  droperidol, 
10  ml.  in  500  ml.  of  5 per  cent  dextrose  in  wa- 
ter, was  begun  and  discontinued  after  five 
minutes,  during  which  time  she  received  125 

Presented  and  discussed  at  a conference  held  at  the  St. 
Vincent's  Hospital  Medical  Center,  New  York  City,  March 
24,  1969.  Clinical  Anesthesia  Conferences  are  held  on  the 
fourth  Monday  of  each  month. 


ml.  of  this  mixture.  She  became  tranquil  and 
was  easily  ventilated  with  a mixture  of  4 L. 
per  minute  of  nitrous  oxide  and  2 L.  per  minute 
of  oxygen.  Five  minutes  later  she  was  in- 
tubated following  the  administration  of  40  mg. 
succinylcholine.  Her  vital  signs  had  not 
changed  and  remained  stable  for  another  ten 
minutes,  during  which  time  respirations  were 
controlled  at  16  per  minute. 

Then,  before  the  surgical  procedure  was 
started,  the  blood  pressure  became  obtainable 
only  by  palpation  at  70.  Oxygen  alone  was 
administered,  and  0.4  mg.  was  given  intrave- 
nously. The  central  venous  pressure  was  9 
cm.  water.  Five  minutes  later,  the  blood  pres- 
sure was  unobtainable,  and  the  cardioscope 
showed  ventricular  fibrillation.  All  attempts  at 
resuscitation  were  unsuccessful,  and  she  was 
pronounced  dead  fifty  minutes  after  the  start 
of  anesthesia.  During  this  period,  the  patient 
received  400  ml.  of  Ringer’s  lactate  solution  and 
the  125  ml.  of  5 per  cent  dextrose  in  water  pre- 
viously mentioned. 

Autopsy  revealed  melanoma  of  the  lower  part 
of  the  left  leg  with  generalized  metastases,  in- 
cluding mediastinal  involvement. 


Comment 

The  normal  blood  volume  for  a lean  fe- 
male is  79  ml.  per  kilogram.*  Accordingly, 
this  patient’s  blood  volume  was  depleted 
about  1,150  ml.  prior  to  the  one-unit  blood 
transfusion.  Patients  who  have  a long- 
standing debilitating  disease  and  have  lost 
weight  slowly  will  be  even  further  depleted 

'Guyton,  A.:  Textbook  of  Physiology,  Philadelphia,  W. 

B.  Saunders  & Co,,  1966. 
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than  the  calculations  on  their  present  body- 
weight  data  would  indicate. 

This  patient  was  hypovolemic  and  inade- 
quately transfused  prior  to  undergoing  sur- 
gery. The  clinical  signs  of  a 20  per  cent 
decrease  of  blood  volume,  that  is  a value  of 
approximately  110  for  both  the  systolic 
blood  pressure  and  the  pulse  rate,  were  no 
doubt  attributed  to  the  apprehension  of  the 
patient. 

Following  induction  with  fentanyl  and 
droperidol,  mild-to-moderate  hypotension 


and  tachycardia  can  occur,  since  droperidol 
has  direct  vasodilator  and  adrenergic  block- 
ing effects.  Persistent  and  severe  hypoten- 
sion should  have  suggested  the  possibility 
of  hypovolemia.  An  inhalation  agent  might 
have  proved  to  be  more  readily  removable 
with  improvement  of  the  vital  signs.  Re- 
gardless of  the  anesthetic  technic  used, 
proper  fluid  replacement  should  have  been 
instituted. 

This  patient  was  hypovolemic  and  re- 
mained so  until  she  succumbed. 


Number  one  hundred  ninety-six  in  a series  of  Clinical  Anesthesia  Conferences 


Amniotic  fluid  creatinine 
for  prediction  of 
fetal  maturity 

The  examination  of  amniotic  fluid  for  Rh  im- 
munization has  directed  attention  to  it  as  a 
medium  from  which  additional  information  may 
be  obtained.  Wallace  P.  Begneaud,  Jr.,  M.D., 
et  al.  report  an  investigation  of  the  concentra- 
tion of  creatinine  in  the  amniotic  fluid  as  an 
index  of  fetal  maturity,  in  Obstetrics  and  Gy- 
necology 34:  7 (July)  1969.  Such  information 
would  be  valuable  in  preventing  unintentional 
prematurity  where  early  delivery  is  indicated. 

The  authors  tabulated  the  relationship  be- 
tween maternal  serum  creatinine  and  amniotic 
fluid  creatinine  from  the  twenty-second  through 
the  fortieth  week  of  gestation,  tabulated  the 


amniotic  fluid  creatinine  values  at  different 
stages  of  gestation,  studied  the  possible  re- 
lationship of  the  creatinine  concentration  to 
fetal  birth  weight,  and  studied  its  relationship 
to  nursery  behavior  of  the  infants. 

Determinations  in  124  gravid  women  showed 
increasing  creatinine  values  as  gestation  pro- 
gressed. A level  of  less  than  1.5  mg.  per  100 
ml.  correlated  well  with  a gestational  length  of 
less  than  thirty-seven  weeks  whereas  a level  of 
2 mg.  or  more  per  100  ml.  tended  to  indicate  a 
term  of  more  than  thirty-seven  weeks.  Al- 
though a correlation  between  fetal  birth  weight 
and  amniotic  fluid  creatinine  concentration  was 
demonstrated,  the  authors  do  not  feel  it  is  suf- 
ficiently accurate  to  allow  application  for  an- 
tenatal weight  prediction.  On  the  other  hand, 
in  infants  associated  with  antenatal  creatinine 
values  of  2 mg.  per  100  ml.  or  greater  there 
was  a larger  number  who  demonstrated  mature 
nursery  behavior. 
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Case  Report 


Paraplegia  Following 
Resection  of  Infrarenal 
Aortic  Aneurysm 


FRANK  E.  GUMP,  M.D. 

New  York  City 

From  the  Department  of  Surgery,  Columbia 
University  College  of  Physicians  and  Surgeons 

| NTERRUPTION  OF  BLOOD  FLOW  through  the 
thoracic  aorta  often  leads  to  neurologic  in- 
jury because  of  interference  with  the  blood 
supply  to  the  spinal  cord.  However,  neuro- 
logic difficulty  following  resection  of  an  ab- 
dominal aneurysm  is  a most  unusual  event. 
Hara  and  Lipin1  reported  a patient  who  de- 
veloped urinary  retention  and  fecal  incon- 
tinence following  resection  of  an  infrarenal 
aneurysm,  but  no  sensory  or  motor  changes 
were  present  in  the  lower  extremities.  Sub- 
sequently, Mehrez  et  al2  noted  the  occur- 
rence of  postoperative  paraplegia  in  2 
elderly  patients  who  later  died  following  re- 
section for  ruptured  abdominal  aneurysm. 
The  unexpected  occurrence  of  paraplegia 
and  the  opportunity  to  observe  this  patient 
over  the  next  five  years  led  to  this  report. 

Case  report 

A sixty-three-year-old  man  entered  Over- 
look Hospital  because  of  pain  in  the  left 
flank.  There  were  no  associated  symptoms, 
and  he  was  admitted  with  a diagnosis  of 
renal  colic.  His  past  history  was  unreveal- 
ing except  for  mild  hypertension  first  noted 
three  years  previously. 

On  physical  examination  he  was  obese  and 
in  moderate  distress.  Palpation  of  the  ab- 


domen revealed  tenderness  on  the  left  side, 
but  no  aneurysm  was  palpated.  His  blood 
pressure  was  156/90  with  a pulse  rate  of 
110  per  minute.  An  intravenous  pyelogram 
was  attempted,  but  the  patient  became  hypo- 
tensive and  began  to  show  signs  of  pe- 
ripheral vasoconstriction.  The  admission 
hematocrit  of  37  did  not  change,  but  his 
blood  pressure  fell  to  98/60.  It  was  still 
impossible  to  palpate  an  aneurysm  on  repeat 
examination,  and  careful  review  of  his  ab- 
dominal x-ray  films  failed  to  show  calcifica- 
tion of  the  wall  of  the  aorta.  With  a pre- 
operative diagnosis  of  intra-abdominal 
bleeding,  he  was  transfused  and  subse- 
quently explored,  although  the  site  was  still 
not  certain.  A large  retroperitoneal  hema- 
toma was  found  surrounding  an  aneurysm 
that  measured  only  6 cm.  in  diameter.  The 
aneurysm  involved  a short  segment  of  the 
aorta  starting  immediately  below  the  renal 
arteries.  The  exact  site  of  rupture  could 
not  be  determined. 

A total  of  seven  units  of  blood  was  trans- 
fused during  the  operation  which  consisted 
of  partial  resection  of  the  aneurysm,  leaving 
the  posterior  and  right  lateral  wall  in  place, 
and  insertion  of  a 19-mm.  Dacron  graft. 
Only  a tube  graft  was  used  because  the 
aneurysm  was  above  the  bifurcation.  This 
simplified  the  operation,  and  the  aorta  was 
occluded  for  only  forty-five  minutes.  At  no 
time  was  it  necessary  to  occlude  the  aorta 
above  the  renal  arteries. 

On  recovery  from  anesthesia  the  patient 
immediately  complained  of  inability  to  move 
his  legs  and  was  found  to  have  complete 
paralysis.  Pedal  pulses  were  easily  palpable 
bilaterally.  Neurologic  examination  re- 
vealed a flaccid  paralysis.  On  the  right  side 
he  could  move  his  hip  but  could  not  flex 
against  any  gravity.  Left  hip  motion  was 
absent  except  for  internal  rotation.  Deep 
tendon  reflexes  were  absent  at  the  knee  and 
ankle  level.  Sensory  loss  to  pin  prick  was 
noted  to  the  level  of  the  twelfth  thoracic 
vertebra.  Position  sense  wast present  at  the 
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knees  but  not  at  the  ankles  or  toes.  Urinary 
incontinence  could  not  be  evaluated  because 
of  an  indwelling  catheter,  and  postoperative 
ileus  kept  him  from  having  any  stools  for  the 
first  three  days.  After  that  time,  he  had 
normal  sphincter  control  and  voided  without 
difficulty  when  the  Foley  catheter  was  re- 
moved on  the  fifth  postoperative  day. 

Over  the  next  few  days  he  improved 
markedly.  The  numbness  receded  to  knee 
level  on  the  left  side,  and  only  the  foot  was 
involved  on  the  right  side  by  the  end  of  the 
first  week.  Hip  motion  returned,  but  weak- 
ness below  that  level  was  still  present.  This 
continued  to  be  more  marked  on  the  left 
side.  Lack  of  position  sense  and  control  of 
motion  made  it  difficult  for  him,  but  he  was 
able  to  stand  at  the  side  of  his  bed  by  the 
tenth  day. 

When  he  left  the  hospital  on  the  twenty- 
seventh  day  he  was  able  to  walk  with  two 
canes  for  support.  At  this  time,  his  right 
leg  was  almost  normal,  but  calf  weakness 
was  still  present  on  the  left,  with  associated 
disturbance  in  position  sense. 

Over  the  next  year  he  improved  to  the  ex- 
tent that  his  gait  was  normal.  However,  on 
testing,  weakness  of  the  left  calf  and  foot 
was  still  present  with  associated  sensory 
impairment.  There  has  been  no  significant 
change  since  that  time. 

Comment 

It  has  been  pointed  out  by  Adams  and  Van 
Geertruyden3  that  ischemic  changes  in  the 
peripheral  nerves  of  the  lower  extremities 
produce  a clinical  picture  that  closely  re- 
sembles ischemic  injury  to  the  spinal  cord  it- 
self. These  changes  can  come  about  by  pro- 
longed interference  with  the  circulation  to 
the  legs  as  would  be  seen  in  lengthy  cross 
clamping  of  the  aorta.  This  possibility 
seems  to  be  eliminated  in  the  present  case 
since  the  time  of  occlusion  was  less  than  an 
hour. 

The  mechanism  of  spinal  cord  injury  in 
the  rare  patients  who  develops  this  complica- 
tion has  been  carefully  studied  by  Mehrez 
et  al.2  Segmental  distribution  of  spinal 
blood  vessels  is  seen  in  lower  vertebrates, 
but  in  man  it  disappears  as  a result  of  de- 
velopmental and  evolutional  changes.3 
There  is  a reduction  in  the  number  of  radic- 
ular arteries  with  a variable  number  of 


larger  arteries  supplying  segments  of  the 
cord.  Suh  and  Alexander4  described  an 
average  of  eight  such  arteries  with  the 
largest  in  the  upper  lumbar  region  called 
the  major  radicular  artery.  The  patency  of 
this  artery  is  important  for  the  viability  of 
the  spinal  cord,  and  the  origin  of  this  vessel 
from  the  aorta  above  the  renals  in  most  in- 
stances accounts  for  the  infrequent  develop- 
ment of  neurologic  complications  following 
resection  of  abdominal  aneurysms.2  The 
role  of  collateral  circulation  in  preventing 
spinal  cord  injury  when  a lumbar  radicular 
artery  is  injured  is  still  uncertain.  In  this 
regard,  it  is  worth  noting  that  a period  of 
shock  was  associated  not  only  with  this  pa- 
tient, but  also  the  2 cases  described  by 
Mehrez  et  al.2  of  ruptured  aortic  aneurysms 
with  varying  periods  of  marked  hypotension. 
The  sphincter  disturbances  without  para- 
plegia described  by  Hara  and  Lipin1  may 
represent  a lesser  injury  in  a patient  whose 
aneurysm  was  resected  electively.  The  role 
of  hypotension  in  this  complication  was  also 
mentioned  by  McCune5  who  described  2 pa- 
tients with  lower-extremity  motor  and  sen- 
sory deficits  following  resection  of  ruptured 
abdominal  aortic  aneurysms.  The  presence 
of  shock  or  severe  hypotension  in  an  already 
impaired  circulation  would  be  expected  to 
increase  the  ischemia  of  the  spinal  cord. 

Summary 

A patient  who  developed  paraplegia  fol- 
lowing resection  of  a ruptured  abdominal 
aortic  aneurysm  has  been  presented.  The 
pathogenesis  of  this  lesion  has  been  dis- 
cussed and  the  presence  of  shock  in  this  and 
similar  cases  noted.  Fortunately,  the  pa- 
tient experienced  almost  complete  return  to 
normal  function. 

630  West  168th  Street 
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Special  Articles 


Community  Medical 
Archives 

GERTRUDE  L.  ANNAN 
New  York  City 

Librarian,  New  York  Academy  of  Medicine 


A bove  the  entrance  to  the  Library  of  the 
New  York  Academy  of  Medicine  is  a plaque 
in  honor  of  Samuel  Smith  Purple,  M.D.,  as 
founder  of  the  library  (Fig.  1).  To  him 
more  than  any  other  individual  we  are  in- 
debted for  the  riches  of  the  collection. 
These  riches  are  not  measured  by  the  num- 
ber of  medieval  manuscripts  or  incunabula, 
but  rather  they  are  valued  as  a remarkable 
source  for  all  types  of  information  for  the 
historian  of  medicine. 

Ur.  Purple  had  an  extraordinary  insight 
into  the  needs  of  the  historian  of  the  future. 
Indeed,  one  of  our  most  valuable  pieces  of 
Americana  is  Samuel  Bard’s  small  work  on 
diphtheria,  published  in  New  York  City  in 
1771,  described  by  Osier  as  an  American 
medical  classic  of  the  first  rank,  which  was 
rescued  by  him  from  an  ashcan  (Fig.  2). 
Since  Dr.  Purple’s  day  librarians  have  hon- 
ored his  perceptiveness  by  continuing  his 
policies,  and  have  preserved  thousands  of 
small  items  that  provide  information  which 
might  otherwise  have  been  lost.  Among 
them  are  the  records  of  many  other  institu- 
tions. At  a time  when  few  considered  ar- 
chives important,  Dr.  Purple  appreciated 
them  as  historical  records.  It  is  not  un- 
usual today  to  hear  from  medical  historians 
of  local  institutions  that  they  could  not  have 
written  about  the  early  years  without  the 

Presented  at  a meeting  of  the  Metropolitan  Medical  So- 
ciety, New  York  City,  November  13,  1968. 


FIGURE  1.  A founder  of  the  Library  of  the  New 
York  Academy  of  Medicine.  (From  the  Library 
of  the  New  York  Academy  of  Medicine.) 


Academy  library,  for  the  other  institutions 
had  not  saved  their  own  memorabilia.  On 
one  occasion  a representative  of  a national 
organization  came  from  the  midwest  to  ex- 
amine records  in  the  library’s  program  files 
for  the  1930s,  the  only  surviving  records  of 
the  organization’s  activities  at  that  time. 

Preservation  of  archives 

The  Academy  library  for  many  years  has 
encouraged  local  medical  institutions  to  save 
their  archives,  especially  those  societies 
which  had  no  permanent  horye.  These  were 
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FIGURE  2.  Cover  of  pamphlet  written  by  Samuel 
Bard,  M.D.,  1771.  (From  the  Library  of  the  New 
York  Academy  of  Medicine.) 


offered  shelf  space  and  care  of  their  records. 
These  records  would  continue  to  be  the  prop- 
erty of  the  societies,  to  be  used  according 
to  the  wishes  of  the  owners.  Occasionally, 
in  the  Bulletin  of  the  New  York  Academy  of 
Medicine  or  program  folder,  announcements 
were  published  inviting  medical  societies  to 
deposit  their  records  at  the  library.  The 
need  for  such  a depository  was  so  great  that 
national  societies  have  requested  that  their 
records  be  housed  at  the  library.  The  li- 


brary has  in  this  way  been  enriched  with 
important  and  unique  source  material. 

The  time  has  come,  however,  to  recon- 
sider functions  in  the  light  of  changing 
conditions.  As  the  collection  grows,  the 
shelf  space  does  not  expand  accordingly. 
For  some  years  there  have  been  no  an- 
nouncements that  the  library  would  welcome 
the  opportunity  of  housing  the  records  of 
other  organizations.  The  library’s  concern 
for  archives  has  not  diminished,  but  it  has 
been  forced  to  confine  its  role  to  encourage- 
ment and  advice.  Several  important  archi- 
val programs  now  exist  in  medical  institu- 
tions in  the  city.  Obviously,  for  the  future, 
such  programs  should  be  the  goal  of  com- 
munity planning. 

Just  as  the  Medical  Library  Center  of 
New  York  has  taken  over  some  of  the  com- 
munity efforts  of  the  Academy  library,  so 
should  there  be  a center  for  medical  archives 
directed  by  a professional  archivist,  which 
is  a comparatively  new  profession.  When 
this  library  inaugurated  its  program  for 
cataloging  and  arranging  its  archives,  there 
were  no  guidelines.  All  efforts  were  neces- 
sarily amateur.  Today  there  are  scholarly 
books  on  the  subject,  trained  archivists,  and 
a society  of  american  archivists  which 
publishes  its  own  journal  and  meets  an- 
nually. 

There  are  new  technics  for  preservation 
which  were  unknown  twenty  years  ago;  the 
most  successful  is  the  Barrow  method.  For 
the  first  time  it  is  possible  to  treat  crumbling 
and  fragile  paper  so  that  it  will  survive  for 
future  generations.  Archival  Restoration 
Associates  Inc.,  of  Philadelphia,  has  in  this 
way  returned  to  usefulness  early  records  in 
the  archives  of  the  Academy  and  of  The 
New  Yoi'k  University  Medical  Center. 

Future  planning 

A center  for  medical  archives  here  would 
not  necessarily  be  a depository  but  rather  a 
source  for  advice,  for  encouragement,  and 
for  stimulation  of  this  important  project. 
Furthermore,  the  resources  buried  in  local 
institutions  should  be  brought  to  light. 
Through  Joseph  Tamerin,  M.D.’s  persist- 
ence, a breadbox  which  was  stuffed  with 
early  manuscript  records  of  the  New  York 
County  Medical  Society  was  discovered.  In 
one  hospital  a forgotten  closet  housed  re- 
ceptacles crammed  with  records.  At  a meet- 
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ing  of  a study  committee  of  the  National 
Institutes  of  Health,  Dr.  Whitfield  Bell,  an 
historian  of  science,  cited  the  importance  of 
such  an  activity,  especially  in  the  large 
older  cities  where  records  may  be  buried  in 
unlikely  places.  A member  of  the  staff  of 
the  National  Archives  recently  reported 
finding  medical  case  records  of  the  old  Sea- 
man’s Institute  on  Staten  Island  in  a Fed- 
eral depository.  So  interesting  are  they 
that  he  is  now  conducting  a search  for  any 
surviving  records  of  the  old  quarantine  sta- 
tion in  the  same  locality. 

These  are  prime  historical  records  that 


Soda  pop  bottles 


A glass  bottle  containing  soda  pop  is  the 
most  dangerous  item  in  the  household,  ten  times 
more  dangerous  than  power  lawnmowers. 
“Each  defective  bottle  is  a potential  bomb 


serve  to  illuminate  the  health  care  and  prob- 
lems of  a time  and  place  more  effectively 
than  many  time-honored  contributions  to 
knowledge,  which  have  become  collectors’ 
items  rather  than  sources  of  information. 
Archival  records  deserve  attention  and  con- 
cern. Since  Dr.  Purple’s  time  the  Academy 
library  has  served  informally  as  the  com- 
munity medical  archives  of  New  York.  Now 
a separate  facility  is  needed  to  continue  this 
responsibility. 

2 East  103rd  Street 
New  York,  New  York  10029 


which  can  severely  and  permanently  injure  in- 
nocent persons,”  says  Larry  A.  Schott,  chief 
investigator  for  the  National  Commission  on 
Product  Safety,  in  Consumers  Information 
Guide. 

Of  the  263  household  items  within  the  corm 
mission’s  jurisdiction,  the  glass  bottle  is  the 
product  most  frequently  reported  by  the  in- 
surance companies  as  the  cause  of  accidents. 
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Narcotics  Addiction 

Conference  for 
Professionals, 
Nonprofessionals, 
and  Community* 

STEVEN  JONAS,  M.D.f 
Brooklyn,  New  York 

District  Health  Officer,  Bedford 
Health  District 


I N THE  HEALTH  FIELD  conferences  and  meet- 
ings on  a wide  variety  of  topics  are  held  with 
great  frequency.  The  participants  in  these 
meetings  are  almost  always  professionals. 
Nonprofessionals  with  interest  in  the  mat- 
ters at  hand  are  rarely  involved.  In  areas 
where  some  segment  of  the  lay  public  is 
concerned  with  health,  there  are  often  meet- 
ings of  community  groups,  usually  as  health 
committees  or  health  councils.  A small 
group  of  professionals,  ordinarily  those  who 
operate  the  programs  in  which  the  com- 
munity group  is  interested,  may  relate  to 
such  organizations.  Meetings  which  bring 
fairly  large  groups  of  professionals  and 
community  representatives  together  to  dis- 
cuss matters  of  mutual  concern  are  infre- 
quent. One  health  problem  of  interest  to 
many  professionals  as  well  as  large  segments 
of  the  community  is  narcotics  addiction. 

Narcotics  addiction  is  a social  disease 
which  appears  to  occur  principally  in  urban 
areas.1  Addiction  to  heroin,  as  compared 
with  the  effects  of  other  dangerous  drugs 
such  as  amphetamines,  barbiturates,  and 

* Conference  on  narcotic  addiction,  Brooklyn,  New  York, 
April  18  to  20,  1968. 

t Present  affiliation:  Director,  Department  of  Social 

Medicine,  Morrisania  City  Hospital,  The  Bronx,  New  York. 


LSD,  is  of  particular  concern  in  the  urban 
ghettos.2  Because  of  certain  peculiar  fea- 
tures of  the  disease,  an  unusually  broad 
spectrum  of  society  is  involved,  willingly 
and  unwillingly,  in  its  control  and  treat- 
ment. 

From  the  point  of  view  of  the  person 
afflicted  with  the  disease,  it  bears  many 
similarities  to  alcoholism:  the  sufferer  is 

bound  to  the  drug,  which  becomes  the  focus 
of  his  entire  existence.3  But  heroin,  unlike 
alcohol,  cannot  be  obtained  legally.  All 
heroin  addicts  are  thus  automatically  in- 
volved in  criminal  acts  whenever  they  are 
in  possession  of  the  drug.  They  are  also 
criminally  involved  if  they  simply  possess 
the  tools  for  administration  of  heroin. 
Heroin  addiction  itself  is  technically  not  a 
crime,  although  in  New  York  State  a person 
who  is  determined  by  the  courts  to  be  an 
addict  may  be  incarcerated  while  undergo- 
ing treatment. 

As  is  well  known  heroin  is  expensive  to 
purchase,  so  that  most  addicts  must  resort 
to  crime  to  obtain  enough  money  to  support 
their  habit.  Thus,  in  addition  to  suffering 
from  a severe  illness,  addicts  are  almost  al- 
ways involved  in  2 groups  of  crimes,  those 
relating  to  possession  of  the  drug  and  those 
relating  to  the  source  of  their  incomes.4 

The  environment  is  thought  to  be  an  im- 
portant element  in  the  pathogenesis  of  this 
disease,  as  important  as  the  host  and  agent.5 
Since  social  rehabilitation  of  the  sufferer  is 
a central  element  of  any  cure,  environment 
certainly  plays  an  important  part  in  treat- 
ment. The  environment  in  heroin  addiction 
is  the  whole  social  milieu  from  which  the 
addict  has  come  and  in  which  the  ex-addict 
must  exist. 

For  some  heroin  addicts  in  some  treat- 
ment programs,  the  recovered  sufferer,  or 
ex-addict,  is  a key  member  of  the  therapeutic 
team.6  7 This  is  true  in  such  programs  as 
the  Phoenix  House  Programs  of  the  New 
York  City  Addiction  Services  Agency  and 
the  Addicts  Rehabilitation  Center,  Inc.,  in 
Harlem.  In  these  programs  ex-addicts,  as 
living  proof  that  the  old  adage  “once  an  ad- 
dict always  an  addict,”  is  not  true,  recruit 
addicts  to  treatment.  They  also  participate 
in  treatment,  speaking  the  language  of  the 
addict  both  literally  and  figuratively  and 
trying  to  help  him  to  gain  insight  into  his 
problem.  Ex-addicts  are  also  important  in 
the  Beth  Israel  Medical  Center  Methadone 
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Maintenance  Treatment  Program,  Bern- 
stein Institute,  in  New  York  City.8 

Thus,  many  elements  of  society  are  in- 
volved in  the  control  and  treatment  of  addic- 
tion : health  professionals  in  both  general 

and  special  institutions;  law-enforcement 
officials  concerned  with  both  the  narcotics 
traffic  and  “income-producing”  crime;  non- 
professionals including  ex-addicts  working 
in  treatment  programs;  and  the  public  at 
large  as  relatives  and  friends  of  addicts,  as 
residents  of  communities  whose  streets 
may  be  populated  with  addicts,  and  as  tar- 
gets of  addiction-related  crime.  Since  effec- 
tive control  of  this  particular  disease  re- 
quires the  meshing  of  the  efforts  of  all 
parties  concerned  with  it,  it  was  thought 
that  a useful  purpose  would  be  served  by 
holding  a conference  which  would  provide  an 
opportunity  to  increase  mutual  understand- 
ing and  communication  between  those 
parties. 

The  conference  was  organized  by  the  Fort 
Greene  Rehabilitation  League  of  Brooklyn, 
New  York,  an  addiction  control  agency  de- 
veloped and  operated  by  ex-addicts  in  one  of 
Brooklyn’s  ghettos,  and  The  Brooklyn-Cum- 
berland  Medical  Center.  They  were  aided 
by  representatives  of  The  City  of  New  York 
Department  of  Health,  New  York  City  Com- 
munity Development  Agency,  and  the  New 
York  State  Narcotic  Addiction  Control 
Commission. 


Conference 

The  conference  was  held  during  two  and 
one-half  days  at  The  Brooklyn-Cumberland 
Medical  Center.  Publicity  was  handled  both 
in  the  usual  way,  through  mailings  and  press 
releases,  and  through  more  community-ori- 
ented methods.  Leafleting  was  done  in  the 
street  by  local  youths.  Appearances  by 
League  staff  were  arranged  on  both  ethnic 
and  general  radio  stations.  Costs  were  held 
down  by  keeping  the  printed  programs  sim- 
ple, by  asking  speakers  to  volunteer  their 
services,  and  by  obtaining  space  and  clerical 
help  gratis  from  The  Brooklyn-Cumberland 
Medical  Center.  To  insure  as  large  a degree 
of  community  participation  as  possible,  at- 
tendance fees  were  not  charged.  The  small 
amount  of  cash  financing  necessary  was 
made  available  by  the  participating  agen- 
cies. 


The  conference  itself  was  run  by  the 
League.  They  introduced  the  speakers  and 
chaired  the  discussion  sections.  Each  morn- 
ing was  devoted  to  formal  speeches  with 
time  allowed  for  questions  from  the  floor. 
On  the  two  afternoons  there  were  workshops 
which  gave  participants  an  opportunity  for 
detailed  discussion  of  a problem  of  par- 
ticular interest.  Professionals,  nonprofes- 
sionals, and  community  representatives 
were  as  thoroughly  mixed  as  possible,  both 
in  the  audience  and  on  the  speakers’  plat- 
form. At  no  time  was  one  group  solely  on 
one  side  of  the  podium  with  the  other  groups 
solely  on  the  opposite  side. 

Formal  presentations  were  made  by  speak- 
ers representing  the  New  York  State  Nar- 
cotics Addiction  Control  Commission;  the 
New  York  City  Human  Resources  Adminis- 
tration; the  National  Institute  of  Mental 
Health ; the  Fort  Greene  Rehabilitation 
League;  the  Narcotics  Institute  of  Harlem’s 
anti  poverty  corporation,  Haryou-Act;  the 
Methadone  Maintenance  Treatment  Pro- 
gram of  Beth  Israel  Medical  Center;  the  Ad- 
dicts Rehabilitation  Center,  Inc.,  a halfway 
house  in  Harlem;  and  the  New  York  City 
Police  Department. 

Workshops  considered  such  topics  as  the 
programs  of  the  New  York  State  Narcotic 
Addiction  Control  Commission  and  the  New 
York  City  Addiction  Services  Agency,  the 
problems  of  law  enforcement,  the  role  of 
the  community  in  addiction,  the  role  and 
programs  of  halfway  houses,  the  Methadone 
Maintenance  Treatment  Program,  and  drug 
addiction  in  pregnant  women.  Summaries 
of  the  proceedings  in  each  workshop  were 
presented  to  the  whole  group  at  the  plenary 
session  the  following  morning.  In  addition, 
most  workshops  produced  resolutions,  and 
these  were  presented  the  following  morning 
as  well. 

Results 

The  conference  was  attended  by  175  dif- 
ferent individuals,  who  represented  9 pro- 
fessional agencies  in  the  narcotics  addiction 
field,  17  professional  agencies  not  in  the  nar- 
cotics addiction  field,  5 primarily  nonpro- 
fessional agencies  in  the  narcotics  addiction 
field,  and  15  interested  community  groups. 
Thus,  46  different  agencies  and  groups  were 
represented  at  the  conference.  Over  two 
thirds  of  the  individual  participants  were 
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from  nonprofessional  agencies  and  com- 
munity groups. 

The  most  important  result  of  the  confer- 
ence was  the  full  and  frank  interchange 
which  took  place  between  professionals  and 
nonprofessionals,  between  workers  in  op- 
erating programs  and  the  representatives  of 
the  funding  agencies,  between  people  work- 
ing in  treatment  programs,  in  particular  the 
ex-addicts,  and  the  representatives  of  the 
law  enforcement  agencies,  and  between  com- 
munity people  and  everyone  else.  Both  in 
plenary  sessions  and  in  the  workshops,  no 
holds  were  barred. 

Ex-addicts  play  a prominent  role  in  many 
treatment  programs  in  New  York  City. 
Just  as  do  many  other  nonprofessionals  and 
“paraprofessionals,”  ex-addicts  often  find 
themselves  in  conflict  with  professionals 
over  role  and  status.  Because  of  the  ap- 
parent lack  of  success  in  dealing  with  heroin 
addiction  which  professionals  have  had  to 
date,  ex-addicts  seem  to  be  particularly  ag- 
gressive toward  “their”  professionals. 
While  not  wanting  to  exclude  professionals 
altogether,  they  demanded  at  least  an  equal 
voice  in  the  design  and  administration  of 
treatment  programs.  The  discussion  dem- 
onstrated that  some  professionals  have  se- 
rious reservations  about  agreeing  to  that 
demand,  but  presenting  the  demand  did  ap- 
pear to  improve  communication. 

The  police  were  openly  challenged  by 
many  participants  on  the  extent  of  drug 
traffic,  alleged  corruption,  and  alleged  police 
brutality,  and  they  were  there  to  respond  to 
the  challenges.  One  of  the  most  interesting 
moments  of  the  conference  came  when  a 
black  community  representative,  who  had 
been  angrily  attacking  the  police  in  a finger- 
waving  polemic  ten  minutes  before,  was 
seen  in  earnest,  quiet  discussion  with  a 
white  official  of  the  New  York  City  Police 
Department’s  Narcotics  Squad  after  the  ses- 
sion was  over.  It  was  probably  the  first 
time  that  either  of  them  had  ever  had  such 
an  opportunity. 

Another  learning  experience  for  profes- 
sionals came  in  a protracted  discussion  of 
the  Methadone  Maintenance  Treatment 
Program  of  Beth  Israel  Medical  Center. 
The  program  was  severely  criticized,  both 
by  ex-addicts  and  by  community  representa- 
tives, much  to  the  surprise  of  many  of  the 
professionals  and  to  the  program’s  adminis- 
trator who  was  one  of  the  speakers.  For 


those  black  people  who  view  heroin  addiction 
as  part  of  an  attack  on  the  ghetto  by  the 
“white  power  structure,”  methadone  is  seen 
as  just  another  weapon  in  the  white  man’s 
arsenal.  For  those  who  support  methadone 
as  a method  of  treatment,  this  view  must  be 
recognized  and  dealt  with. 

For  addicts  who  have  made  it  and  are 
completely  free  of  drugs,  the  patient  on 
methadone  is  still  addicted,  albeit  legally. 
“If  I overcame  my  hang-ups,”  the  ex-addict 
asks,  “why  can’t  he?”  In  addition,  the  ex- 
addict sees  the  methadone  patient  still  on 
drugs  and  getting  all  kinds  of  social  as- 
sistance, while  he,  although  quite  clean,  of- 
ten has  to  beg  for  help.  For  many  profes- 
sionals, the  conference  provided  an  oppor- 
tunity for  the  first  time  to  hear  and  discuss 
such  a position. 

The  programs  of  both  New  York  State 
and  of  New  York  City  were  also  discussed, 
and  their  representatives  had  a chance  to 
defend  them.  Again,  this  sort  of  give  and 
take  is  beneficial  to  all  sides.  Program  rep- 
resentatives can  hear  the  community  speak, 
often  voicing  legitimate  grievances.  Some- 
times nonprofessionals  come  up  with  feasi- 
ble approaches  to  problems  which  would 
never  occur  to  a professional  on  his  own. 
On  the  other  hand,  there  are  often  misun- 
derstandings of  programs  in  the  community 
which  professionals  can  clarify  to  the  bene- 
fit of  all  at  such  meetings. 

The  problem  of  money  came  up  repeatedly. 
It  was  generally  agreed  that  although  much 
research  needs  to  be  done,  enough  is  known 
at  this  time  about  the  treatment  of  addiction 
to  rehabilitate  many  more  addicts  success- 
fully if  more  funds  were  made  available  by 
the  appropriate  legislative  bodies. 

Summary 

A conference  on  narcotics  addiction  con- 
trol was  held  in  Brooklyn,  New  York,  which 
brought  together  professionals,  nonprofes- 
sionals, community  representatives,  and 
law-enforcement  officers.  Significantly,  all 
categories  of  participants  were  represented 
on  both  sides  of  the  speakers’  rostrum.  It 
was  not  simply  having  a panel  of  community 
representatives  coming  to  enlighten  a group 
of  professionals  on  the  problem.  Rather, 
representatives  of  all  segments  of  society 
concerned  with  narcotics  addiction  came  to- 
gether to  exchange  ideas,  opinions,  and  in- 
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formation  more  or  less  on  the  same  footing. 
The  conference  was  special  in  this  regard, 
but  it  was  perhaps  unique  in  that  it  was 
conceived  by  nonprofessionals  and  organized 
by  them  with  some  help  from  professionals. 
Almost  one  half  of  the  conference  was  de- 
voted to  workshops,  during  which  all  par- 
ticipants had  the  opportunity  to  take  part 
in  what  were  often  freewheeling  discussions, 
rather  than  simply  listening  to  scientific 
papers.  The  most  important  result  of  the 
conference  was  the  positive  interaction 
which  occurred  between  the  participants. 
The  problems  of  others  became  appreciated 
to  a much  greater  extent,  and  bases  were 
laid  for  future  co-operation  between  agen- 
cies as  well  as  individuals. 

It  appeal's  fair  to  conclude  that  a confer- 
ence of  this  sort  can  be  very  useful  in  de- 
veloping many  health  programs,  in  particu- 
lar those  in  which  nonprofessionals  and  the 
community  play  a significant  role.  It  is 
sometimes  difficult  for  professionals  to  ac- 


cept nonprofessionals  and  the  community  as 
active  not  inactive  partners.  In  social  medi- 
cine, the  most  successful  programs  will  most 
likely  be  those  in  which  the  former  is  the 
case. 

168  Street  and  Gerard  Avenue 
Bronx,  New  York  10452 
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should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Phenaphen  (A.  H.  Robins  Company) 810 

Analgesic  antipyretics 

Measurin  (Breon  Laboratories) 721 

Antacids 

Mylanta  (Stuart  Company) 723 

Romach  (ROR  Chemical  Company) 805 

Antibiotics 

Achromycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 725 

Achrostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 805 

llosone  (Eli  Lilly  & Company) 752 

Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 760 

Antiinflammatory 

Indocin  (Merck  Sharp  & Dohme) 726-727,  728 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 716 

Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 743 

Appetite  suppressants 

Tepanil  (National  Drug  Company) 717 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 759 

Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 736-737 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company) 809 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 740-741,  742 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 738-739 

Topical  antibiotics 

AVC  (National  Drug  Company) 744 

T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover-715 

Tranquilizer  antidepressants 

Sinequan  (Pfizer  Laboratories) 231,  732-733,  734 

Urinary  antiseptic  antispasmodics 

Urised  (Conal  Pharmaceuticals  Inc.) 747 

Vitamin  supplements 

Berocca  Tabs  (Roche  Laboratories) 751 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 719 


TRAINED  MEDICAL  ASSISTANTS 

to  your  valuubl*  time,  ••■uma  rtiponilblllty  for  appoint 
manta,  patlanta,  racordi,  anlit  you  with  lab.  X-Ray,  E.K.G 
B.M.R.  ate.  Tha  Mandl  School  for  Madlcal  A Dantal  Aulit 
anta  hat  baan  tralnlnf  In  thaia  Raids  for  46  yuan.  Our  frad 
uatat  hava  tound  professional  skills.  Free  Placement  Service 

Mandl  School  ,54T«it4)Ml3410019 

175  Fulton  Ave.,  Hampstead,  L.l.  (516)  IV  1-1774 
EST.  1984-  Licensed  by  tha  Slate  of  New  York 


MISCELLANEOUS 


AFRICAN  SCULPTURE  HAS  ASSUMED  ITS  RIGHT- 
ful  place  in  the  panaroma  of  world  art.  We  go  directly  to 
the  interior  of  West  Africa,  Cameroons  and  Congo  to  ob- 
tain ceremonial  masks  and  statues  made  for  tribal  use. 
Tribal  Arts,  84  East  10th  St.  (Fourth  Ave.),  982-4556, 
Wed.  to  Fri.  12-8  p.m.;  Sat.  11-6  p.m.,  or  by  appoint- 
ment. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


W ULCER* 
HEALS 

Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 

A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  Bismuth 
subnitrate  “ROMACH”  350  mg.  combined  with 
standard  antacids.  No  acid  rebound,  no  adverse 

reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


PAIN 

STOPS 


NYS-3 


Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr. 


Street  

City State Zip 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
electric  psychotherapy.  Large  out-patient  service  also. 
Salary  open  dependent  on  experience.  Benefits  include 
major  medical  insurance,  life  insurance  and  pension  pro- 
gram. For  information,  write  Charles  P.  Neumann, 
M.D.,  Medical  Director,  The  Silver  Hill  Foundation,  Box 
1177,  New  Canaan,  Conn.  06840. 


PSYCH  I ATRIST  (S) : PROGRESSIVE  UPSTATE  NEW 

York  college  community,  anxious  to  assist  in  the  establish- 
ment of  private  psychiatric  practice.  Opportunity  also  to 
relate  to  a County  Mental  Health  Program,  as  well  as 
collegiate  student  health  needs,  if  interested.  Write  to: 
Edward  C.  Ackerman,  Admin.,  A.  O.  Fox  Memorial  Hos- 
pital, Oneonta,  N.Y.  13820. 


PEDIATRICIAN,  FORMING  MEDICAL  MULTI-SPEC- 
ialty  group  to  serve  Beacon-Cold  Spring  area.  Minimum 
guarantee:  no  investment;  fully  equipped.  Phone  (914) 
265-3606. 


OPPORTUNITY  FOR  GENERAL  PRACTITIONER  TO 
grow  with  island  community  100  miles  east  of  Manhattan. 
Summer  resort  activities  increase  year-round  population 
of  1,600  to  8,000  April  through  November.  Long  estab- 
lished practice  to  be  available  late  spring  due  to  personal 
circumstances.  Well  equipped  65-bed  hospital  and  new 
nursing  home  in  neighboring  community.  For  complete 
details,  communicate  with  Frank  Gross,  M.D.,  or  Super- 
visor Evans  K.  Grilling,  Shelter  Island  Heights,  New  York 
11965. 


FAMILY  OR  GENERAL  PRACTITIONER,  NEW  YORK 
licensee;  excellent  opportunity;  progressive,  small  com- 
munity serving  20,000  population  in  northern  New  York 
not  far  from  several  major  teaching  centers;  space  avail- 
able in  doctors  office  building  adjacent  69  bed  JCAH 
hospital;  minimum  guarantee  considered.  For  further 
information  and  details,  contact  George  H.  Hanlon,  M.D., 
Doctors  Office  Building,  77  W.  Barney  St.,  Gouvemeur, 
N.Y.  13642. 


OBSTETRICIAN-GYNECOLOGIST  TO  DIRECT  SER- 
vice  in  69  bed  JCAH  community  hospital  in  progressive 
northern  New  York  community  close  to  several  teaching 
centers;  Board  qualifications  and  New  York  State  license 
required;  will  guarantee  minimum  if  desired.  For  de- 
tails, contact  George  H.  Hanlon,  M.D.,  Doctors  Office 
Building,  77  W.  Barney  St.,  Gouvemeur,  N.Y.  13642. 


INTERNIST,  PEDIATRICIAN,  OPHTHALMOLOGIST, 
or  ENT  to  establish  private  practice.  Five  other  special- 
ists in  same  medical  center.  Attractive,  fast  growing  com- 
munity. Information,  contact  John  E.  Lombardi,  D.D.S., 
39  Newton  Sparta  Rd.,  Newton,  N.J.  (201)  383-4421. 


RADIOLOGIST:  LOCUM  TENENS  FOR  SIX  WEEKS 

during  July-August  vacation.  County  in  New  York  City. 
Diagnostic  roentgenology  and  cobalt  teletherapy  practice. 
Supply  short  curriculum  vitae.  Designate  salary  desired. 
Box  903,%  NYSJM. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE  OR  CERTI- 
fied,  to  join  4-man,  fee  for  service  group  in  active,  300  bed 
voluntary  hospital  in  Brooklyn.  Salary  commensurate 
with  qualifications  leading  to  early  partnership  if  mutually 
agreeable.  Contact:  Executive  Office,  Lutheran  Med- 

ical Center,  4520  Fourth  Ave.,  Brooklyn,  N.Y.  11220. 
Tel:  (212)  492-3200. 


PEDIATRICIANS  AND  E.  N.  T.  SPECIALISTS,  COM 
munity  of  30,000  with  surrounding,  rapidly  growing  medi- 
cal service  area  of  125,000  population.  280  bed,  fully 
accredited  hospital  with  excellent  specialty  staff,  70  miles 
from  New  York  City.  All  outdoor  winter  and  summer 
sports  in  immediate  vicinity.  Call  Harold  Mamelok, 
M.D.,  Chief  of  Staff,  collect,  (914)  343-1151,  or  write  to 
Harold  Mamelok,  M.D.,  Horton  Memorial  Hospital 
Middletown,  N.Y.  10940. 


GENERAL  PRACTICE  OPPORTUNITIES:  PHYSI- 

cians  wanted  to  serve  community  of  30,000  and  surround- 
ing community  areas  of  additional  15,000  population. 
Affiliation  with  fine  280  bed,  fully  accredited  community 
hospital  available  for  all  acceptable  candidates;  70  miles 
from  New  York  City.  New  York  State  license  required. 
All  outdoor  winter  and  summer  sports  in  immediate  vi- 
cinity. Call  Harold  Mamelok,  M.D.,  Chief  of  Staff, 
collect,  (914)  343-1151,  or  write  Harold  Mamelok,  M.D., 
Chief  of  Staff,  Horton  Memorial  Hospital,  Middletown 
N.Y.  10940. 


PSYCHIATRIST  WANTED  FOR  COMMUNITY  MEN 
tal  Health  Clinic  located  in  rural  area  of  Western  New 
York.  Would  require  two  days  per  week  maximum.  Pres- 
ent professional  staff  of  two;  Clinical  Psychologist- Ph.D. 
and  Psychiatric  Social  Worker-ACSW.  Full  clerical  staff. 
Address  inquiries  to  Richard  T.  Williams,  M.D.,  Wyoming 
County  Community  Hospital,  Warsaw,  New  York  14569. 


PHYSICIAN,  EMERGENCY  ROOM.  EXCELLENT 
starting  salary.  Expanding  suburban  hospital  seeks  full 
time  physicians  for  a modem,  fully  equipped  emergency 
room  program.  Services  of  the  department  now  exceed 
16,500  annually.  Emergency  room  experience  desirable. 
Liberal  benefits  include:  4 weeks  vacation,  hospital  paid 

Blue  Cross/Blue  Shield,  paid  life  insurance,  10  days  sick 
leave,  10  paid  holidays  and  pension  plan.  Apply:  Helen 

Ghegan,  Asst.  Admin.,  South  Nassau  Communities  Hospi- 
tal, 2445  Oceanside  Rd.,  Oceanside,  N.Y.  11572. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months.  June  24  to  Sept.  4;  3 or  4 week  sections; 
5 or  6 days  per  wk.  until  4 p.m.  Room  and  meals;  $65  per 
diem.  New  York  license  required.  General  consultation 
and  first  aid  for  under-privileged  children  and  mothers 
aboard  the  Floating  Hospital.  Leaves  E.  23rd  St.,  N.Y.C., 
8:30  daily.  St.  John’s  Guild,  1 East  42nd  St.,  N.Y.C.  10017 


VACANCIES  IN  DEVELOPING  COMMUNITY  MEN- 
tal  health  services:  1)  Director  of  Community  Mental 

Health  Consultation  Service.  This  is  a new  service  which 
requires  a psychiatrist  with  interest  in  community  mental 
health,  initiative  and  leadership  potential.  2)  Director  of 
existing  out-patient  clinics.  3)  Staff  psychiatrists.  Min- 
imum qualifications  for  Director:  Three  years  of  training 

and  two  years  of  professional  experience.  License  to  prac- 
tice medicine  in  New  York  State.  Salary  approx: 
$25,400-$30,500.  Minimum  qualifications  for  staff  psy- 
chiatrists: Three  years  of  training  in  psychiatry.  License 

to  practice  medicine  in  New  York  State.  Salary  approx: 
$23,000-$27,800.  Clinics  are  located  in  Utica  and  Rome, 
just  south  of  the  Adirondacks.  Potential  for  development 
into  Comprehensive  Mental  Health  Centers.  Private 
practice  permitted  outside  office  hours  (35).  Please  apply 
in  confidence  to:  Robert  W.  Hugel,  M.D.,  Commissioner, 

Oneida  County  Department  of  Mental  Health,  1124 
Mohawk  St.,  Utica,  N.Y.  13501,  or  call  collect  (315)  724- 
4191,2,  3. 
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OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% N YSJM. 


PRACTICES  WANTED 


BOARD  CERTIFIED  ANESTHESIOLOG  1ST  WITH  IN- 
terest  in  obstetrical  anesthesia.  Group  practice  in  volun- 
tary hospital.  New  York  City.  Box  904,  % N YSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXPERIENCED,  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


RADIOLOGIST,  CERTIFIED,  1943  U.S.  GRADUATE, 
university  trained,  seeks  full-time  position  in  routine  X-ray 
diagnosis  in  N.Y.C.  metropolitan  area.  Modem  fluoroscopy 
equipment  preferred;  could  assist  at  therapy;  salary  nego- 
tiable. Box  901,  % NYSJM. 


LOCUM  TENENS;  INTERNIST  AVAILABLE  MAY  1- 
June  15,  eastern  Long  Island;  $750  per  week;  possible 
earlier.  Box  900,  % NYSJM. 


PRACTICES  AVAILABLE 


GENERAL  PRACTICE  IN  MANHATTAN;  COM- 

Eletely  eauipped  including  300  MA  Profexray,  etc. 

nparalkxl  opportunity  for  geriatrician,  medically  and 
financially.  Box  902,  % NYSJM. 


DERMATOLOGY  PRACTICE  OF  LONG  STANDING, 
for  sale,  due  to  sudden  death.  Completely  equipped, 
modem  office.  Inquire  Mrs.  Joseph  Cirincione,  1530 
Union  St.,  Schenectady,  N.  Y.  12309.  Phone  (518) 
377-2295. 


SHIRLEY,  MONTAUK  HIGHWAY:  MODERN, 

equipped,  8 room  office,  2-story  home.  No  doctor,  30,000 
population  area.  $32,000.  Tell  it  to  friends.  F.  Remy, 
M.D.,  Box  T,  Greenport,  N.  Y.  11944. 


LUCRATIVE  MEDICAL  GENERAL  PRACTICE  AVAIL- 
able.  Doctor  deceased.  Vicinity  Second  Ave.  & 107  St., 
N.Y.C.  Five  rooms  fully  equipped,  in  middle  income  Co- 
op. Very  reasonable.  For  information,  contact  AT 
9-0438. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON;  FOR  SALE— 10  RM.,  3 BATH  HOME 
attached  6 rm  office  wing;  Choice  comer,  main  st.,  1 block 
to  R.R  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


OFFICE  SPACE  AVAILABLE  IN  NEW,  AIR  CONDI- 
ditioned,  brick  medical  building  with  ample  parking. 
Prime  location  on  Route  304  in  the  center  of  Rockland 
County.  Box  897,  % NYSJM. 


OFFICE  AND  HOME  FOR  RENT  IN  WHITE  PLAINS, 
Westchester  County.  Good  opportunity  for  young, 
general  practitioner  who  speaks  Italian.  Call  (914)  RO 
1-1585. 


SUBTENENT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed,  eight  room  medical  office. 
Separate  consultation  room.  Centrally  located  in  Queens, 
with  own  parking  area.  Call  (212)  HO  4-6262. 


35  ST..  35  E.— MURRAY  HILL.  LUXURY  DOORMAN 
apt.  bldg.  5 room  doctor’s  office  $475.  Approx.  900  sq.  ft.; 
lobby  entrance.  Apply  premises  or  Charles  H.  Greenthal 
Co.,  18  East  48th  St.  PL  2-4700. 


FOR  RENT:  PROFESSIONAL  APARTMENTS  IN 

ultra-modem  apartment  building  under  construction,  ad- 
jacent to  subway,  in  highly  desirable  Fort  Tryon  section  of 
Manhattan.  Suitable  also  for  medical  groups.  Write 
Manhattan  Northwest  Apartments,  Inc.,  45  Overlook 
Terrace,  New  York,  N.Y.  10033,  or  phone  weekdays  9 a.m. 
to  5 p.m.  (212)  923-7100. 


HOME/OFFICE:  TOP  NORTHERN  WESTCHESTER 

location,  14  rooms,  2 1 /?  baths,  office  equipment,  landscaped 
comer  lot.  $60,000  incl.  well  established  practice.  Call 
(914)  737-3448. 


OPPORTUNITY  FOR  G.P.  COMPLETELY  MODERN, 
equipped  office  and  home  in  Hollis  with  high  quality  medi- 
cal practice.  25  years  of  general  practice.  Area  urgently 
in  need  of  physician.  Call  (212)  HO  5-7726. 


FOR  RENT:  NEW  DOCTOR’S  OFFICE,  30  PARK 

AVENUE,  N.Y.C.  (comer  of  36  St.).  Completely 
equipped.  Two  consultation  rooms,  three  examining 
rooms.  Vacant  three  full  days  a week.  For  information 
call  889-6966. 


PROFESSIONAL  OFFICE  AVAILABLE  IN  INTIMATE 
medical  building  complex.  Spring  Valley.  N.Y.  I Rockland 
County).  Tel:  (914)  EL  6-3610. 


PROPERTY  FOR  SALE:  IDEAL  OFFICE/HOME 

location  centrally  situated  in  Dobbs  Ferry.  River  view. 
Adjacent  to  large  nursing  home  under  construction.  Will 
sell  property  alone,  or  build  to  suit.  Write  for  details,  or 
phone  in  A.M.,  Zenith  Homes,  138  Palisade  St.,  Dobbs 
Ferry,  N.Y.  10522.  (914)  693-3377. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


NEW  YORK  STATE  ACADEMY 
OF  GENERAL  PRACTICE 

Twenty-Second  Annual  Convention 
May  10th  thru  14th,  1970 

presents: 

THE  G.P.  IS  NO.  I 

at: 

The  Statler  Ililton  Hotel,  New  York  City 

Congress  of  Delegates May  10,  11,  1970 

Scientific  Assembly May  12,  13,  14,  1970 

A CONVENTION  ESPECIALLY  TAILORED 
TO  THE  FAMILY  PHYSICIAN 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  l PPKR  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1, 15  mg.;  phenylpropanolamine  HC1,  15  mg. 

IP  TO  12  HOTRS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H ROBINS  COMPANY  A-H-DDRIN*; 
RICHMOND,  VA.  23220 


Hasn’t  the 
driver  had 


enough 
excitement 


for  one  day? 


For  the  patient  who  has  been 
through  an  accident,  the  worry  and 
anxiety  following  the  mishap  may 
actually  heighten  the  perception  of  pain. 
This  is  why  there’s  a classic  1 /*  grain 
sedative  dose  of  phenobarbital  in 
Phenaphen  with  Codeine — to  take  the 
nervous  "edge”  off,  so  the  rest  of  the 
formula  can  control  the  pain  more 
effectively. 
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Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Pheno- 
barbital (Vi  gr.),  16.2  mg.  (warning,  may  be  habit  forming); 
Aspirin  (21/2  gr.),  162.0  mg.  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.  Codeine  Phosphate,  Vi  gr. 
(No.  2),  1/2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be 
habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 


Indications:  Phenaphen  with  Codeine  provides  relief  in  severe 
grades  of  pain,  on  low  codeine  dosage,  with  minimal  possibilit' 
of  side  effects.  Its  use  frequently  makes  unnecessary  the  use  0 
addicting  narcotics.  Contraindications:  Hypersensitivity  to  an' 
of  the  components.  Precautions:  As  with  all  phenacetin-con 
taining  products  excessive  or  prolonged  use  should  be  avoided 
Side  effects:  Side  effects  are  uncommon,  although  nausea 
constipation  and  drowsiness  may  occur.  Dosage:  Phenaphei 
No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  a; 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  a; 
needed.  For  further  details  see  product  literature. 


A.  H.  Robins  Company,  Richmond,  Va.  23220  /IH^OBIN! 
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NEW  YORK  CITY  AREA 


April  1,  1970/ June  3,  1970 

12:00  noon-3  : 00  p.m.,  Wednesdays 

Columbia  University  P & S 

The  New  York  Psychiatric  Institute 

8th  Floor  Auditorium 
722  West  168th  Street 

THE  MANAGEMENT  OF  EMOTIONAL 
PROBLEMS 

Under  the  direction  of  ALEXANDER  N.  LEVAY,  M.D. 
with  the  assistance  of  Members  of  the  AAGP  and  the 
Faculty  of  the  Department  of  Psychiatry 

FEE:  $150  CREDIT:  C-l 

For  further  information  write  to:  MELVIN  D.  YAHR, 

M.D.,  Associate  Dean,  630  West  168th  Street,  New 
York,  N.Y.  10032 


April  2,  1 970  and  April  9,  1 970 

9:00-1  1 : 00  a. m.,  Thursdays 

Boulevard  Hospital 

46-04  3 1 st  Avenue 
Long  Island  City 

April  2 
Malaria 

EILEEN  PIKE,  M.D. 

BRUCE  BATCHELOR,  M.D. 

New  York  Medical  College 

April  9 

Bacterial  Resistance 

MERVIN  FRANKLIN,  M.D. 

University  of  New  Brunswick 

CREDIT:  C-l 


April  2,  1 970  and  April  9,  1 970 

11:00  a. m., Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

April  2 

Acute  Abdomen 

JOSEPH  MARRONE,  M.D. 

April  9 

Tumors  of  Large  Bowel  and  Rectum 

JACOB  B.  MANDEL,  M.D. 

CREDIT:  C-l 


April  2,  1 970  and  April  9,  1 970 

2 : 00-3  : 30  p.m.,  Thursdays 

The  Roosevelt  Hospital 
Winston  Conference  Room 

428  West  58th  Street 


April  2 

Innovations  in  the  Management  of 
Chronic  Alcoholics 

LeCLAIR  BISSEL,  M.D. 

April  9 

The  Stratford  Arms  Revisited 

LAWRENCE  LEVITT,  M.D. 


THURSDAY,  APRIL  2 

4 : 00-5 : 00  p.m. 

The  Presbyterian  Hospital 
Alumni  Auditorium 

630  West  1 68th  Street 

The  23rd  Gibson  Lecture 

THE  VIABILITY  AND  FUNCTION  OF 
PRESERVED  RED  CELLS 

C.  ROBERT  VALERI,  M.D. 

National  Blood  Research  Laboratory 
Chelsea,  Massachusetts 


April  2,  1 970  / May  28,  1 970 

5 : 00-6 : 00  p.m.,  Tuesdays  8t  Thursdays 

Columbia  University  P & S 
Columbia-Presbyterian  Medical  Center 

NUCLEAR  MEDICINE 

P.  M.  JOHNSON,  M.D.  and  Staff 
FEE:  $75 

For  information  write:  MELVIN  D.  YAHR,  Associate 

Dean. 


April  2,  1 970  and  April  9,  1 970 

8 : 30  p.m.,  Thursdays 

St.  Luke's  Hospital  Center 

Amsterdam  Avenue  at  1 1 4th  Street 
Sunderland  Auditorium 

April  2 

Malpractice  Problems 

Diabetes  Mellitus 

X.  PiSUNYER,  M.D. 

CREDIT:  C-l 


THURSDAY,  APRIL  2 

9 : 00  p.m. 

Booth  Memorial  Hospital 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

OVARIAN  CANCER 

EQUINN  W.  MUNNEL,  M.D. 

Columbia  University  P & S 

CREDIT:  C-l 
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April  3,  1970  and  April  4,  1 970 

Peripheral  Vascular  Society  of  America 

Waldorf-Astoria  Hotel 
50th  Street  and  Pork  Avenue 

1.  Femoral  Tibial  Bypass  Grafts 

DONALD  B.  ALDERMAN,  M.D. 

Yale  University  Medical  Center 

2.  Debridgement  of  Dermal  Ulcers  and 
Decubiti  with  Collagenase 

HAROLD  BERNSTEIN,  M.D. 

Rockville  Centre 

3.  Technic  of  Capillary  Injections  for 
Spider  Veins 

H.  I.  BIEGELEISEN,  M.D. 

Founder  of  PVSA 

4.  Magnification  Angiography  in  the  Eval- 
uation of  Peripheral  Circulation 

CONSTANTINE  COPE,  M.D. 

Albert  Einstein  College  of  Medicine 

5.  Detection  of  Peripheral  Vascular  Dis- 
ease by  Photo  Electric  Plethysmog- 
raphy 

L.  ANDRE  CORMAN,  M.D. 

Hahnemann  Hospital  and  Medical  School 

6.  The  Development  and  Future  Outlook 
for  Artificial  Hearts 

MICHAEL  E.  DeBAKEY,  M.D. 

Baylor  College  of  Medicine 

7.  Extensions  of  the  Uses  of  the  Fogarty 
Catheter 

THOMAS  J.  FOGARTY,  M.D. 

Stanford  University  Medical  Center 

8.  Hormonal  Factors  in  Hypertension 

JOHN  H.  LARAGH,  M.D. 

Columbia-Presbyterian  Medical  Center 

9.  The  Dilemma  of  Combined  Peripheral 
Arterial  and  Venous  Disease 

HAROLD  LAUFMAN,  M.D. 

Monteflore  Hospital 

10.  Recent  Concepts  in  Vascular  Stapling 

CHARLES  L.  SACKS,  M.D. 

Hahnemann  Hospital  and  Medical  School 

11.  Shortcomings  of  Anti-Coagulant  Ther- 
apy 

SALEM  H.  LUMISH,  M.D. 

Hahnemann  Hospital  and  Medical  School 

12.  Late  Results  of  Reconstructive  Arterial 
Surgery 

D.  EMERICK  SZILAGYI,  M.D. 

Henry  Ford  Hospital 

13.  Differential  Diagnosis  of  Leg  Ulcers 

JESS  R.  YOUNG,  M.D. 

Cleveland  Clinic 


April  3,  1970  and  April  10,  1970 

8 : 00-9: 30  a.m.,  Fridays 

Maimonides  Medical  Center,  Department  of 
Pediatric  Services  and  the  Department  of 
Obstetrics  and  Gynecology,  Downstate 
Medical  Center  and  the  Kings  County 
Chapter  of  AAGP 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

The  Approach  to  Pediatrics  and  Gynecology  for  the  Family 
Physician 

April  3 

Methods  of  Taking  Pap  Smears 

ARNOLD  MOLTZ,  M.D. 

Downstate  Medical  Center 

April  10 

Fluid  and  Electrolyte  Problems  in  Practice 

OSCAR  SCHWARTZ,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1 


April  3,  1 970  and  April  10,  1970 

4:  00-5 : 00  p.m.,  Fridays 

Columbia  University  P & S 
Francis  Delafield  Hospital 

99  Fort  Washington  Avenue  ot  1 64th  Street 
Institute  of  Cancer  Research 

April  3 

Ribosomal  Factors  in  Polypeptide  Chain 
Initiation 

SEVERO  OCHOA,  M.D. 

N.Y.U.  School  of  Medicine 

April  10 

Undetermined 

PETER  OTTENSMEYER,  M.D. 

Princess  Margaret  Hospital,  Canada 

Supported  by  the  American  Cancer  Society,  New  York 
Division,  Inc. 


FRIDAY,  APRIL  3 

8 : 30  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

DESTRUCTIVE  PARENTAL  ATTITUDE  AS 
CAUSE  OF  NEUROSIS:  AN  ASSIMILA- 
TIVE VIEW 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

Please  contact  SID  HERLING,  MSW,  Executive  Director, 
at  the  above  address. 
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MONDAY,  APRIL  6 


7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club 
Regional  Pathology  Society 
Pathology  Conference  Room 
The  Brooklyn  Hospital  division  of  the 
Brooklyn-Cumberland  Medical  Center 

121  DeKalb  Avenue  at  Ashland  Place 
Brooklyn 


April  7,  1970  and  April  14,  1970 

9 : 00  a.m.-l  0: 00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-1  5 Little  Neck  Parkway 
Little  Neck,  Queens 

April  7 

Evaluation  of  Renal  Function 

STUART  YUNIS,  M.D. 

April  14 

Basement  Membrane  Disorders 

STUART  YUNIS,  M.D. 

CREDIT:  C-l 


TUESDAY,  APRIL  7 

9:  00  a.m. 

New  York  Infirmary 

Toscanini  Room — 3rd  Floor 
321  East  1 5th  Street 

ABDOMINAL  ANEURYSM— DIAGNOSIS 
AND  WHEN  TO  TREAT 

ALBERT  M.  SCHWARTZ,  M.D. 

Beth  Israel  Medical  Center 

CREDIT:  C-l 


April  7,  1970  and  April  14,  1970 

9 : 00  a.m. 

St.  Vincent’s  Hospital  and  Medical  Center 

1 53  West  1 1 th  Street 

Mother  Loretto  Bernard  Auditorium,  Cronin  Bldg. 
Pediatric  Lectures 

April  7 

Neonatology 

PHILIP  LIPSITZ,  M.D. 

Beth  Israel  Medical  Center 

April  14 

Behavior  Disorders  in  Children 

SUSAN  GOLDFARB,  M.D. 

CREDIT:  C-l 


April  7,  1970  and  April  14,  1970 

10:00  a.m., Tuesdays 

Maimonides  Medical  Center 

4802  Tenth  Avenue — Main  Building 
Brooklyn 


April  7 

Recent  Advances  in  Cystic  Fibrosis 

ERNEST  T.  HEFFER,  M.D. 

Downstate  Medical  Center 

April  14 

Juvenile  Rheumatoid  Arthritis 

ALBERT  GROKOEST,  M.D. 

Columbia  University  P & S 

CREDIT:  C-l 


TUESDAY,  APRIL  7 

3:15  p.m. 

The  Mount  Sinai  Medical  Center 

Blumenthal  Auditorium 
Fifth  Avenue  at  1 00th  Street 

THE  VALUE  OF  DRUGS  IN  THE  TREAT- 
MENT OF  HYPERTENSION 

MILTON  MENDLOWITZ,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


4:15  p.m. 

"Diabetes  Today" — Diabetes  Center  of  New 
York  Medical  College 

Cohen  Research  Building 
1 06th  Street  and  Madison  Avenue 

HYPOGLYCEMIC  EFFECTS  OF  ADIPOSE 
TISSUE  EXTRACTS  (ATE) 

HARRY  N.  ANTONIADES,  Ph.D. 

Blood  Research  Institute 
Boston,  Mass. 


7 : 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 

2 East  1 03rd  Street 

1 . Presentation  of  Cases 

2.  Executive  Session 

3.  General  Discussion  of  Cases 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  1 03rd  Street 

1.  In  Memoriam — Dr.  Vladimir  Eliasberg 

MAXIMILIAN  SILBERMAN,  M.D. 

2.  Present  Management  of  the  Lympho- 

mas 

BERNARD  KABAKOW,  M.D. 

Beekman  Downtown  Hospital 

3.  Aseptic  Bone  Necrosis  of  Known  and 

Unknown  Origin 

ERNEST  BERGMANN,  M.D. 

? 
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8 : 30  p.m. 

The  Association  for  Psychoanalytic  Medicine 

2 East  1 03rd  Street 
Room  440 

CHANGES  IN  BODY  IMAGE  FOLLOWING 
ILEOSTOMY 

RICHARD  G.  DRUSS,  M.D. 

Columbia  University  P & S 

Discussants: 

GEORGE  E.  DANIELS,  M.D. 

RUTH  MOULTON,  M.D. 

Columbia  University  P & S 


April  8,  1970  and  April  15,  1970 

8 : 00-10:00  o.m.,  Wednesdays 

Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in  Rehabilitation  Medicine  for 
Community  Physicians 

April  8 

Uses  and  Abuses  of  Physical  Agents  in 
Medical  Practice 

April  15 

Diagnostic  Techniques  in  Practical  Ap- 
plication in  Neuromuscular  Disorders 

No  Fee  CREDIT:  C-l 


April  8,  1 970  / April  1 1,  1 970 

New  York  Fertility  Research  Foundation 

1 23  East  89th  Street 

CULDOSCOPY  AND  INFERTILITY  COURSE 

MAXWELL  ROLAND,  M.D. 

MARTIN  CLYMAN,  M.D. 

ALBERT  DECKER,  M.D. 
and  Staff 

FEE:  $250 


WEDNESDAY,  APRIL  8 

New  York  Surgical  Society 

2 East  1 03rd  Street 

1.  Retroperitoneal  Lymphoid  Hamartoma 
with  Growth  Failure,  Iron  Deficiency 
Anemia  and  Dysgammaglobulinemia 

WALTER  A.  WICHERN,  M.D.,  CEDRIC  J.  PRIEBE,  M.D., 
MARIANNE  SCHWOB,  M.D.,  and  NORA  H.  SPENS, 
M.D. 

1.  Orthotopic  and  Heterotopic  Liver 
Homografts  in  Man 

JOSEPH  G.  FORTNER,  M.D.,  EDWARD  J.  BEATTIE, 
JR.,  M.D.  MAN  HEI  SHIU,  M.D.  and  WILLIAM  S. 
HOMLAND,  M.D. 


3.  Coagulation  and  Fixation  as  a Method 
to  Prevent  Carcinoma  Implantation  in 
Bowel  Anastomosis 

H.  O.  DOUGLAS,  M.D.  and  HARRY  H.  LeVEEN,  M.D. 

4.  Carotid  Arterial  Reionstructions  in  the 
Conscious  Patient 

ANTHONY  M.  IMPARATO,  M.D.  and  ANTONIO 
CAPETILLO,  M.D. 


4 : 00-5  : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

COMMON  PEDIATRIC  SKIN  PROBLEMS 

MELVIN  GELFARB,  M.D. 

CREDIT:  C-l 


WEDNESDAY,  APRIL  8 

8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  1 03rd  Street 

MECHANISMS  OF  CHANGE  IN  PSY- 
CHOANALYTIC THERAPY 

ALFRED  H.  RIFKIN,  M.D. 


April  9,  1970  and  April  10,  1970 
The  New  York  Academy  of  Sciences 

Waldorf-Astoria  Hotel 
Park  Avenue  and  50th  Street 

METABOLISM  AND  BIOLOGICAL  FUNC- 
TIONS OF  POLYAMINES 

EDWARD  J.  HERBST,  Ph.D. 

University  of  New  Hamphsire 
Prof.  URIEL  BACHRACH 
Hebrew  University,  Jerusalem 

For  information,  Please  contact:  L.  R.  NEVILLE, 

Rear  Admiral  USN  (Ret.)  Assoc.  Ex.  Dir.,  2 East  63rd 
Street,  New  York,  N.Y.  1 0021 


April  9,  1 970  and  April  10,  1970 
Columbia  University  P & S 

Alumnae  Auditorium 

RECENT  ADVANCES  AND  CHANGING 
CONCEPTS  IN  INTRAVENOUS  UROG- 
RAPHY 

For  information  contact:  MELVIN  D.  YAHR,  M.D., 

Assistant  Dean,  622  West  1 68th  Street,  N.Y.  1 0032 
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THURSDAY,  APRIL  9 

4 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Basic  Medical  Sciences 

2 East  1 03rd  Street 

REPRODUCTIVE  PHYSIOLOGY:  GAMETE 
TRANSPORT 

CHARLES  H.  DEBROVNER,  Moderator 
N.Y.U.  School  of  Medicine 
RICHARD  J.  BLANDAU,  M.D. 

University  of  W ashington  School  of  Medicine 
LUIGI  MASTROIANNI,  JR.,  M.D. 

University  of  Pennsylvania  School  of  Medicine 
S.  J.  BEHRMAN,  M.D. 

University  of  Michigan  Medical  Center 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Pediatrics 

2 East  1 03rd  Street 

1.  Bartter’s  Syndrome  in  a Premature 
Infant 

RICHARD  I.  COHEN,  M.D. 

St.  Luke's  Hospital 

2.  Effect  of  Ethanol  on  Serum  Bilirubin 
in  the  Neonate 

LIDWINA  H.  MENDOZA,  M.D. 

Brooklyn-Cumberland  Medical  Center 

3.  Acquired  Immune  Neonatal  Agranulo- 
cytosis Granulocytopenia 

DAN  G.  HANDESLMAN,  M.D. 

Monteflore  Hospital  and  Medical  Center 

4.  An  Improved  Rapid  Method  for  CSF 
Cell  Counts 

SUE  BROWDER,  M.D. 

The  Jewish  Medical  Center  of  Brooklyn 

5.  Acquired  Heart  Block  in  a Pediatric 
Patient 

FRANK  M.  GALIOTO,  JR.,  M.D. 

Flower  and  Fifth  Avenue  Hospitals 

6.  Necrotizing  Enterocolitis 

CHARLES  R.  ROSENFELD,  M.D. 

Bronx  Municipal  Hospital  Center 


FRIDAY,  APRIL  10 

8 : 30  p.m. 

Association  for  the  Advancement  of  Psy- 
choanalysis 

329  East  62nd  Street 

THE  SCHIZOPHRENIC  AND  SOCIETY 

MORTON  S.  RUCKER,  M.D. 

Hillside  Hospital,  Glen  Oaks 


SUNDAY,  APRIL  12 

12:45  p.m.-5 : 30  p.m. 

Queens  County  Chapter  of  American 
Academy  of  General  Practice 

Sheraton  Inn  at  LaGuardia 
90-1  0 Grand  Central  Parkway 
East  Elmhurst 

DRUGS,  SEX,  PERVERSION,  REVISITED 

CREDIT:  C-l 


MONDAY,  APRIL  13 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

PATHOGENESIS  OF  HYPERTENSION 

STANLEY  GITLOW,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


April  13,  1970  /April  17,  1970 

2 : 00-4  : 00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

OPHTHALMIC  PLASTIC  SURGERY 

VIRGINIA  LUBKIN,  M.D. 

MORRIS  FELDSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


MONDAY,  APRIL  13 

5 : 00-7 : 00  p.m. 

New  York  Board  of  Trade 
Medical  Section 

Home  of  Mr.  Henry  L.  Lambert 
91  1 Park  Avenue  (80th  Street) 

NEW  YORK  CITY  HOSPITALS:  TODAY 
AND  TOMORROW 

COMMISSIONER  JOSEPH  V.  TERENZIO 


April  14,  1970  /April  16,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

Carnegie  International  Center 
345  East  46th  Street 

CONSULTATION  SKILLS 

Write  to  21  Audubon  Avenue,  Suite 

305,  New  York,  N.Y.  1 0032— or  tel.  (212)  568-4334. 

i 
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TUESDAY,  APRIL  14 

9 I 00  a.m. 

New  York  Infirmary 

Toscanani  Room-3rd  floor 
321  East  1 5th  Street 

AORTIC  STENOSIS  IN  THE  ELDERLY- 
RELEVANCE  TO  AGE,  DIAGNOSIS  AND 
TREATMENT 

MAXWELL  L.  GELFAND,  M.D. 


April  14,  1 970  / April  23,  1970 

5 : 00-7 : 00  p.m.,  Tuesdays,  Wednesdays,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

RADIUM  THERAPY 

SIDNEY  M.  SILVERSTONE,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $50 


WEDNESDAY,  APRIL  15 

9:00  a.m.-l  :00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

REHABILITATION  OF  AN  ARTHRITIC 

LAWRENCE  WISHAM,  M.D. 

FRANCES  DWORECKA,  M.D. 

BEATRICE  KAPLAN,  M.D. 
and  Staff 

Mount  Sinai  School  of  Medicine 

FEE:  NONE  CREDIT:  C-l 


8 : 30  p.m. 

Society  for  Adolescent  Psychiatry 

N.Y.U.  School  of  Medicine 
550  First  Avenue 

TRANSCULTURAL  VIEWS  OF 
ADOLESCENCE 

GERARD  CHRZANOWSKI,  M.D. 

Discussants 

HUGH  F.  BUTTS,  M.D. 

EUGENE  TUCKER,  M.D. 


ALBANY  AREA 


Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

April  2,  1970 

Pediatric  Cardiology 


April  9,  1970 
Urology 
April  16,  1970 
Stroke 

CREDIT:  C-l 


BUFFALO  AREA 


WEDNESDAY,  APRIL  1 

12:30  p.m. 

Roswell  Park  Memorial  Institute 

666  Elm  Street 

THE  RHEOLOGICAL  MECHANICS  OF  THE 
TRACHIAL  MUCOCILIARY  SYSTEM 

EUGENE  MILLER,  M.D. 

RPMI 


THURSDAY,  APRIL  9 

8 : 45  a.m.-5 : 00  p.m. 

School  of  Medicine,  State  University  of  New 
York  at  Buffalo 

Main  Conference  Room 

E.  J.  Meyer  Memorial  Hospital 

462  Grider  Street 

NEUROLOGY  SEMINAR  DAY 

1.  The  Neurological  Masks  of  Hysteria 

CHARLES  F.  NICOL,  M.D. 

2.  Behavior  Disorders  Due  to  Neurologi- 
cal Disease 

REINHOLD  E.  SCHLAGENHAUFF,  M.D. 

3.  The  Child  with  Learning  Difficulties 

MICHAEL  E.  COHEN,  M.D. 

4.  Dementia — Reversible  and  Irreversible 

MOHAMED  S.  I.  MEGAHED,  M.D. 

5.  Demonstration  of  Patients  with 
Neurological  Disease 

BERNARD  H.  SMITH,  M.D. 

Afternoon  Program 

1.  Diagnosis  and  Management  of  Coma 

BERNARD  H.  SMITH,  M.D. 

2.  Involuntary  Movement 

HENRY  J.  M.  BARNETT,  M.D. 

The  University  of  Western  Ontario 
Faculty  of  Medicine,  London,  Ontario 

3.  Panel  Discussion 

DR.  SMITH,  Moderator 

H.  J.  M.  BARNETT,  M.D.,  M.  T.  GENCO,  M.D. 

E.  J.  MANNING,  M.D.  and  W.  A.  OLSZEWSKI,  M.D. 

FEE:  $30  CREDIT:  C-l 
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April  10,  1970  and  April  1 1,  1970 

School  of  Medicine,  State  University  of  New 
York  at  Buffalo 

Statler  Hilton  Hotel 

THE  PHYSICIAN  AND  SOCIETY 

Friday  Morning  Session 

The  Role  of  the  Physician  in  Sex  Educa- 
tion Panel  Discussion 

HAROLD  J.  LEVY,  M.D.,  Moderator 
Friday  Afternoon  Session 

The  Social  Hazards  of  A Physician’s  Life 
Panel  Discussion 

BERNHARDT  S.  GOTTLIEB,  M.D. 

New  York  City,  Moderator 

Saturday  Morning  Session 

Peptic  Ulcer:  Panel  Discussion 

JAMES  F.  PHILLIPS,  M.D.,  Moderator 
Saturday  Afternoon  Session 

Teaching  and  Learning  Where  the  Product 
is  Delivered — The  Community  Hospital 

ROBERT  L.  EVANS,  M.D.,  Vice-President 
Medical  Affairs 
YORK  HOSPITAL 
York,  Pennsylvania 

CREDIT:  C-1 


ROCHESTER  AREA 


THURSDAY,  APRIL  9 

9 : 00  a.m. 

Rochester  General  Hospital 

Main  Conference  Room 
1 425  Portland  Avenue 

CARDIOLOGY 

FEE:  $15  CREDIT:  C-1 


SUFFOLK  COUNTY 


April  7,  1970  and  April  14,  1970 

8 : 30  a.m.,  Tuesdays 

Good  Samaritan  Hospital 

Montauk  Highway 
West  Islip,  Long  Island 

April  7 

Skin  Tumors;  Benign  and  Malignant 
Their  Diagnosis  and  Treatment  (Film  and 
Slides) 

RICHARD  K.  SCHER,  M.D. 

April  14 

Allergic  Contact  Dermatitis — Its  Ac- 

curate Diagnosis — Patch  Testing  (Slides) 

MELCHIOR  FOGEL,  M.D. 

CREDIT:  C-1 


WEDNESDAY,  APRIL  8 

8 : 00  a.m.-5 : 00  p.m. 

Suffolk  County  Heart  Association 

Suffolk  Academy  of  Medicine 
850  Veterans  Memorial  Highway 
Hauppauge,  Long  Island 

2nd  Annual  Teaching  Day 

RECENT  TRENDS  IN  DIAGNOSIS  AND 
TREATMENT  OF  VASCULAR  DISEASES 

CREDIT:  C-1 


FRIDAY,  APRIL  10 

9 : 00  a.m. 

Suffolk  County  Heart  Association 

Good  Samariton  Hospital 
1 000  Montauk  Highway 
West  Islip,  Lang  Island 

ARTERIOGRAPHIC  DIAGNOSIS  AND 
SURGICAL  MANAGEMENT  OF  CEREBRO- 
VASCULAR INSUFFICIENCY 

IRAJ.  SCHNEIDER,  M.D. 

MARTIN  FFLLER,  M.D. 


PHYSICIANS’  PLACEMENT 


FULTON,  N.Y.,  Oswego  County,  needs  a General  Prac- 
titioner. 

CONTACT:  Fulton  Chamber  of  Commerce,  Inc.,  121  South 

First  Street,  Fulton,  New  York  1 3609. 


WEBSTER,  N.Y.,  Monroe  County.  Associate  needed  for 
busy  family  practice;  affiliation  with  multi-specialty 
group  being  formed. 

CONTACT:  JASON  O.  COOK,  M.D.,  1 90  South  Avenue, 

Webster,  N.Y.  14580.  Tel  (71  6)  872-2936. 


PLATTSBURGH,  N.Y.,  Clinton  County.  College  Health 
Service  needs  a second  physician. 

CONTACT:  LEONARD  J.  SCHIFF,  M.D.,  Director,  Health 

Service,  State  University  College,  Plattsburgh,  N.Y. 
12901. 


ALBION,  N.Y.,  Orleans  County.  Pediatrician  and  3 G.P.’s 
needed. 

CONTACT:  EDWARD  A.  BARRETT,  M.D.,  28  Meadow- 

brook  Drive,  Albion,  N.Y.  14411.  Tel.  (716)  589- 
71  17. 


SUNDAY,  APRIL  12 

9:00  a.m.-12:30  p.m. 

Bronx  Chapter,  AAGP  and 
American  Cancer  Society 
Bronx-Lebanon  Hospital  Center 

1 650  Grand  Concourse 
Bronx 

Cancer  Education  in  a Community  Hospital 

CANCER  CHEMOTHERAPY  AND  THE 
FAMILY  PHYSICIAN 

CREDIT:  C-1 

( 
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Third  Annual  Symposium  on 


Medical  Aspects  Of  Sports 

Sponsored  by  the 


Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  7,  1970 

9:00  a.m.  to  5:00  p.m. 


Georgian  Ballroom 

Americana  Hotel 

New  York  City 


* * * 

Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 


* 


* 


Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Eastern  States  Trainers  Association 
Touchdown  Club  of  New  York 


for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning : Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

^ LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
j Nutley.  New  Jersey  07VI0 
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Set  the  example — 
have  periodic  health  examinations! 


Psychic  support  for  the 
tense  geriatric  patient 


When  he  is  under  excessive  emotional  strai 
because  of  disease,  disability  or  social 
problems,  the  tense  geriatric  may  require 
a special  measure  of  psychic  support, 
such  as  Valium'"  (diazepam) . 

Valium  exerts  a distinct  and  pronounced 
calming  effect  that  helps  relieve  tensions  an 
apprehension  as  well  as  secondary 
depressive  symptoms  that  may  result. 


Before  prescribing,  please  consult  complete  product  infor 
mation,  a summary  of  which  follows: 

Indications:Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneu- 
rotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute  al- 
cohol withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pathology,  spasticity  caused  by  up- 
per motor  neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug.  Chil- 


dren under  6 months  of  age.  Acute  narrow  angle  glaucoma 

Warnings:  Not  of  value  in  psychotic  patients.  Cautior 
against  hazardous  occupations  requiring  complete  menta 
alertness.  When  used  adjunctively  in  convulsive  disorders 
possibility  of  increase  in  frequency  and/or  severity  of  grant 
mal  seizures  may  require  increased  dosage  of  standard  anti 
convulsant  medication;  abrupt  withdrawal  may  be  associ 
ated  with  temporary  increase  in  frequency  and/or  severit) 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcoho 
and  other  CNS  depressants.  Withdrawal  symptoms  hav< 
occurred  following  abrupt  discontinuance.  Keep  addiction 
prone  individuals  under  careful  surveillance  because  of  theii 


These  children  need  CARE 


Children  cry.  They  cry  when  they  need  to  be 
burped,  or  want  comfort  and  reassurance.  And 
around  the  world  there  are  warm  arms  that 
cuddle  little  people. 

But  not  in  South  Vietnam.  Children  cry 
here  from  the  rat-tat-tat  of  machine  guns  hid- 
den in  steaming  jungles.  They  cry  as  flames 
consume  homes,  and  parents  are  no  more.  They 
weep  for  the  w'orld  and  cry  out  for  the  com- 
passion of  mankind. 

If  you  love  children,  help  CARE  to  aid 
these  small  members  of  the  human  family.  You 
have  it  in  your  power  to  cradle,  love  and  restore. 

Generous  American  and  Canadian  citi- 


zens have  enabled  CARE  to  send  vitally  needed 
aid  to  every  province  of  South  Vietnam.  The 
money  they  gave  has  been  spent  for  food  for 
those  who  have  no  food.  Homes  for  the  dis- 
placed. Educational  supplies  for  children 
whose  schools  have  been  destroyed.  Agricul- 
tural tools  to  enable  villages  to  grow  more  food. 
The  need  for  such  assistance  increases  daily. 

In  South  Vietnam,  the  children  cry  out. 
Can  you  close  your  ears  and  pass  by  on  the 
other  side? 

Won't  you  please  make  out  a check  or 
money  order  to  Publishers’  Children’s  Fund 
and  send  it  today  to: 


Publishers’  Children’s  Fund— Vietnam 
CARE,  Inc.,  660  First  Avenue,  New  York,  N.  Y.  10016 

(Contributions  are  tax  deductible) 

This  advertisement  appears  as  a public  service  as  part  of  a cooperative  program  sponsored  by  American  magazine  and  book  publishers. 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut., 
but  they  are  often  a clear  indication  Tor 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hvDotension.  Daily  doses  in  excess  of  300  me.  should 


Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other—  A single  a 
case  described  as  parotid  swelling. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  “it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 
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Now  it’s  official. 

Now  one  of  the  safest  investments 
in  the  world  brings  you  new  and 
higher  returns. 

Now  your  U.S.  Savings  Bonds 
pay  the  highest  interest  in  history: 
a full  5 per  cent  when  held  to 
maturity  of  5 years  and  10  months. 
(4%  the  first  year;  5.20%  thereafter 
to  maturity).  Previously,  these  bonds 
earned  you  only  4‘-4%  if  you  held 
them  for  seven  years. 

The  new  interest  began  June  1, 
1969.  So  all  of  the  bonds  you  own, 
no  matter  when  you  bought  them, 
have  been  collecting  higher  interest 
since  that  time. 

I hose  bonds  are  still  replaced  if 
lost,  stolen  or  burned. 

You  can  still  buy  them  through 
the  payroll  savings  or  a bond-a- 


month  plan. 

Regardless  of  your  other  invest- 
ments, can  you  think  of  any  easier, 
better,  or  safer  way  to  build  a nest 
egg  for  yourself? 

It’s  nice  to  know  that  you  are 
doing  a little  something  for  Uncle 
Sam,  too.  The  $52  billion  in  U.S. 
Savings  Bonds  now  outstanding  in 
the  hands  of  millions  of  Americans 
go  a long  way  toward  keeping  your 
country  financially  strong. 

There  never  was  a better  time 
to  take  stock 
America. 

There’sa  manat 
the  place  where 
you  work  who 
can  start  you  on 
the  Payroll  Sav- 
ings Plan  right  now. 
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Bonds  are  safe.  If  lost,  stolen,  or  destroyed,  we  replace  themf 
When  needed,  they  can  be  cashed  at  your  bank.  Tax  may  be  deterred  until 
redemption.  And  always  remember,  Bonds  are  a proud  way  to  save. 


Take  stock  in  America. 


With  higher  paying  U.S.  Savings  Bonds. 


for  the  debilitated 
geriatric  patient 


Berocca 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


5b  Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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Noses 
run  in  v 
families... 


»ut  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
irompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 

Neo-Synephrine  has  been  so  dependable  for  so  long  — over 
10  years  — it  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
Or  ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
o he-man's  cold  or  baby's  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  '/4  % is  safe 
:ven  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
:iliary  activity  and  has  little  rebound  tendency.  Used  promptly, 
'Jeo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
:hildren  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
ind  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  '/s  % for  infants,  '/4  % 
or  children,  V2  % for  adults.  Also  available:  Neo-Synephrine 
lompound  Cold  Tablets. 
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Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 

has  them  all! 
a strength  for  all  ages 
for  congestion  of  all  stages 
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‘EVERY 

WOMAN 

WHO’S 

LOVED... 


will  appreciate  this  advice  from  you 

Many  women  find  they  occasionally  have 
excessive  discharge,  spotting  and  increased 
mucus  secretion,  which  can  result  in 
unpleasant  odor.  Douching  with 
StomAseptine  cleanses,  deodorizes, 
soothes  and  relieves  itching  . . . 
and  helps  prevent  embarrassment. 

Your  recommendation  of  a regular 
program  of  StomAseptine  douching 
will  do  wonders  for  a woman's  self- 
assurance  and  peace  of  mind. 


® 

cleanses  internally 
deodorizes  thoroughly 

StomAseptine  provides  sodium 
perborate,  sodium  bicarbonate,  sodium 
chloride,  sodium  borate,  menthol, 
thymol,  eucalyptol,  methyl 
salicylate  and  aromatics. 
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Medical  Schools 


Cornell  University  Medical  College 

Associate  dean.  Fletcher  McDowell,  M.D.,  has 
been  appointed  associate  dean.  He  will  serve 
as  the  executive  member  of  the  dean’s  staff,  and 
will  be  responsible  for  all  general  administra- 
tive matters,  including  final  approval  of  grants 
and  contracts.  Dr.  McDowell  will  serve  also  as 
the  dean’s  first  deputy  in  administrative  mat- 
ters, and  will  have  full  authority  to  act  during 
the  dean’s  absence  whenever  it  is  urgent  that 
action  be  taken. 

Desk  book.  A “Desk  Book”  is  to  be  published 
by  the  students.  This  will  be  a guide  to  the 
intricacies  and  mysteries  of  the  College,  the 
neighborhood,  and  the  city  in  general.  Included 
in  the  contents  will  be  information  on  whom  to 
contact  in  an  emergency,  how  to  find  one’s  way 
in  the  subterranean  tunnels,  and  which  stores 
and  restaurants  provide  the  best  products  and 
services. 

Staff  news.  Ralph  L.  Engle,  Jr.,  M.D.,  profes- 
sor of  medicine,  spoke  at  the  AMA  Conference 
on  Computer  Assistance  in  Medicine  in  Wash- 
ington, D.C.,  which  was  held  in  November, 
1969  . . . Theodore  R.  Miller,  M.D.,  clinical 
associate  professor  of  surgery,  lectured  on 
“Supraradical  Surgery:  Is  Hemicorporectomy 

Justified?”  and  “The  Second-Look  Operation: 
Why  and  When?”  at  the  fifth  annual  Clinical 
Cancer  Conference  sponsored  by  the  California 
Division  of  the  American  Cancer  Society  and 
the  University  of  California  San  Francisco 
Medical  Center  in  November,  1969  . . . Fred- 
erick Lee  Liebolt,  M.D.,  associate  professor  of 
sui'gery  (orthopedics),  spoke  at  the  University 
of  Guayaquil,  Ecuador,  and  conducted  a round 
table  discussion  on  “The  Emergency  Treatment 
of  the  Acutely  Injured  Patient”  at  the  Interna- 
tional Society  of  Orthopedic  Surgery  and  Trau- 
matology in  Mexico  City  . . . Frank  Seixas, 
M.D.,  clinical  assistant  professor  of  medicine, 
has  been  appointed  medical  director,  National 
Council  on  Alcoholism  . . . Dicran  Goulian,  Jr., 
M.D.,  clinical  assistant  professor  of  surgery 
(plastic  surgery),  was  elected  secretary  of  the 
New  York  Regional  Society  of  Plastic  and 
Reconstructive  Surgery  . . . Myron  Winick, 
M.D.,  associate  professor  of  pediatrics,  partici- 
pated in  the  White  House  Conference  on  Nu- 
trition, December  2 to  4,  1969. 

Downstate  Medical  Center 

Faculty  appointments  and  promotions.  Sus- 


kran  K.  Kip,  M.D.,  instructor,  anesthesiology; 
Margaret  C.  Newmark,  M.B.B.,  M.P.H.,  clinical 
instructor,  environmental  medicine;  Warren  A. 
Kowsowsky,  M.D.,  clinical  instructor,  medicine; 
Gillian  M.  Duffas,  M.B.,  Ch.B.,  assistant  pro- 
fessor, obstetrics  and  gynecology;  Roger  Ad- 
lersberg,  M.D.,  clinical  assistant  professor, 
Chun-Kuo  Chen,  M.D.,  instructor,  pathology; 
D.  L.  Hadhava  Rao,  M.D.,  clinical  instructor, 
pediatrics;  Adolph  E.  Christ,  M.D.,  associate 
professor,  Arthur  H.  Green,  M.D.,  and  Robert 
Lawrence,  M.D.,  clinical  assistant  professors, 
Joachim  F.  Sousa-Poza,  M.D.,  lecturer,  Julian 
J.  Clark,  M.D.,  Sheila  S.  Cogan,  M.D.,  and 
Jonathan  L.  Serxner,  M.D.,  instructors,  psy- 
chiatry. Promotions:  Stephen  M.  Seltzer, 

M.D.,  instructor,  medicine;  Gerard  J.  Foye,  Jr., 
M.D.,  and  Kenneth  H.  Kushner,  M.D.,  instruc- 
tors, obstetrics  and  gynecology;  Antonio  Cop- 
pola, M.D.,  instructor,  Michael  B.  Zeichner, 
M.D.,  clinical  instructor,  pathology;  Helene  A. 
Martin,  M.D.,  and  Satish  C.  Varma,  M.D.,  clini- 
cal instructors,  psychiatry. 


New  York  University  School  of  Medicine 

The  Herter  lectureship.  The  Herter  lectuxeship 
was  given  by  Dr.  Arthur  Kornberg,  px-ofessor 
of  biochemistry,  Stanford  University  School  of 
Medicine,  on  January  28.  Dr.  Kornberg,  a 
Nobel  prize-winning  biochemist,  spoke  on 
“Studies  of  the  Active  Site  of  DNA  Poly- 
merase.” The  Herter  lectureship  was  estab- 
lished in  1904. 

Promotion.  Frederick  F.  Becker,  M.D.,  has 
been  promoted  to  the  rank  of  professor  of 
pathology.  He  is  a career  scientist  of  the 
Health  Research  Council  of  the  City  of  New 
York.  Dr.  Becker’s  research  is  focused  pri- 
marily on  the  mechanisms  that  conti’ol  the 
replication  of  normal  and  malignant  cells  and 
has  conducted  intensive  studies  of  normal 
hepatocytes  during  preparation  for  and  par- 
ticipation in  mitosis.  For  this  purpose  he  has 
used  a simultaneous  analysis  of  the  morphology 
and  the  biochemical  altex-ations  in  these  cells. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

New  chairman  and  professor.  Louis  Lasagna, 
M.D.,  has  been  appointed  chaii'man  of  the  De- 
pai'tment  and  px-ofessor  of  pharmacology  and 
toxicology,  to  become  effective  July  1,  1970. 
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In  medical  patients 

[gridlne 

Cephaloridine 

for  many  serious  infections* 
encountered  in  the  hospital 

•bactericidal  action 
•broad-spectrum  activity 

• relatively  painless  I.M.  injection 

* due  to  susceptible  organisms 


MANY  SERIOUS  INFECTIONS  RESPOND 

TO  LORIDINE  because  of  its  broad  spectrum  of  anti- 
bacterial activity.  Since  its  spectrum  includes  many 
gram-positive  and  gram-negative  organisms,  Loridine  is 
useful  in  such  varied  infections  as  pneumonias,  osteo- 
myelitis, pyelonephritis,  bacteremias,  and  abscesses. 
Pseudomonas  organisms,  however,  are  resistant  to 
Loridine,  as  are  most  indole-producing  Proteus  species 
and  motile  Aerobacter  species.  Many  strains  of  entero- 
cocci (e.g.,  Streptococcus  faecalis)  are  relatively  resistant. 


LORIDINE  IS  BACTERICIDAL;  in  vitro,  it 


FOR  MOST  INFECTIONS 
CAUSED  BY  STAPH,  w hether 

penicillin-sensitive  or  penicillinase- 
producing,  the  potent  antistaphvlococ- 
cus  activity  of  Loridine  can  he  of 
particular  benefit.  However,  some 
penicillinase-producing  strains  are  re- 
sistant in  vitro  to  concentrations  of 
Loridine  that  can  be  achieved  in  the 
serum. 


PATIENTS  RECEIVING  MODER- 
ATELY LONG-TERM  TREATMENT 

with  I.M.  injections  of  Loridine  will  particularly 
appreciate  the  relative  freedom  from  pain  at  the 
injection  site. 


BEFORE  LORIDINE™ 
(CEPHALORIDINE)  IS 
ADMINISTERED... 

Loridine  should  not  be  used 
until  the  results  of  culture  and 
sensitivity  tests  show  that  the 
organism  is  susceptible  to  its 
action  and  the  renal  status  of 
the  patient  has  been  deter- 
mined.  For  this  reason, 
Loridine  should  not  normally 
be  used  to  initiate  therapy. 

DOSAGE 

The  usual  adult  dosage  is 
500  mg.  to  1 Gm.  three  times 
a day.  Because  nephrotoxicity 
(e.g.,  tubular  necrosis)  has 
been  reported  in  dosages 
above  4 Gm.  daily,  recom- 
mended doses  should  not  be 
exceeded.  Patients  with  im- 
pairment of  renal  function 
should  be  under  close  clinical 
observation  or  be  hospitalized. 
If  impaired  renal  function  de- 
velops during  therapy,  cepha- 
loridine  should  be  discon- 
tinued. It  should  not  be  used 
in  patients  with  azotemia. 


A CONVENIENT  DOSAGE  REGIMEN  is  pos- 
sible for  many  patients  with  infections  of  moderate  sever- 
ity, who  can  be  treated  with  500  mg.  to  1 Gm.  t.i.d. 

Measurable  serum  concentrations  of  Loridine  have  per- 
sisted for  eight  to  twelve  hours  following  intramuscular 
doses  of  500  mg.  and  1 Gm. 

(See  last  vaqe  of  advertisement  for  vrescribinq  information.) 
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gUIIUIIlC  for  many  serious  infections* 

*due  to  susceptible  organisms 

Cephaloridme 

Actions:  All  tested  strains  of  group  A streptococci,  pneu- 
mococci, and  penicillin-G-susceptible  staphylococci  are 
susceptible  to  Loridine.  However,  some  strains  of 
penicillinase-producing  staphylococci  are  resistant  in 
vitro  to  concentrations  of  Loridine  that  can  be  achieved  in 
the  serum.  The  majority  of  strains  of  Hemophilus  influ- 
enzae, Proteus  mirabilis,  Escherichia  coli,  and  Klebsiella 
are  also  susceptible  in  vitro. 

Pseudomonas  organisms  are  resistant  to  Loridine,  as  are 
most  indole-producing  Proteus  species  and  motile  Aero- 
bacter  species. 

Indications:  Indicated  in  the  treatment  of  serious  infec- 
tions of  the  respiratory  tract,  genito-urinary  tract,  bones 
and  joints,  bloodstream,  soft  tissue,  and  skin  due  to  sus- 
ceptible strains  of  the  organisms  listed  above;  in  early 
syphilis  when  penicillin  may  be  contraindicated  ( see 
Warnings  in  regard  to  cross-sensitivity  with  penicillin); 
and  in  gonorrhea  when  penicillin  is  not  considered  the 
drug  of  choice. 

Loridine  should  not  be  used  until  culture  and  sensitivity 
tests  show  that  the  organism  is  susceptible  to  its  action 
and  until  renal  status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  normally  be  used  to 
initiate  therapy.  Culture  and  sensitivity  tests  are  not 
feasible  for  patients  with  syphilis;  results  of  such  tests 
are  usually  not  available  before  antibiotic  treatment  of 
gonorrhea  is  given. 

Contraindications:  Azotemia.  Hypersensitivity  to  cepha- 
loridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  absorbed  from  the 
gastro-intestinal  tract  and  should  be  given  only  by  injec- 
tion. Because  of  slower  excretion  in  patients  with  im- 
paired renal  function,  their  total  daily  dosage  should  be 
proportionately  less  than  that  for  persons  with  normal 
renal  function. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS, 
CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE 
USED  WITH  GREAT  CAUTION.  THERE  IS  CLIN- 
ICAL AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS 
AND  THE  CEPHALOSPORINS.  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  SEVERE  REAC- 
TIONS TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular  necrosis)  of  cepha- 
loridine  in  dosages  above  4 Gm.  daily  (see  Adverse  Re- 
actions), recommended  doses  should  not  be  exceeded. 
Patients  with  known  or  suspected  impairment  of  renal 
function  should  be  under  close  clinical  observation  for 
changes  in  renal  function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy,  cephaloridine 
should  be  discontinued.  Cephaloridine  should  not  be  used  in 
patients  with  azotemia.  When  renal  impairment  is  present, 
use  the  drug  with  caution  and  reduce  the  dose.  Casts  in 
the  urine,  proteinuria,  falling  urinary  output,  or  a rising 
BUN  or  serum  creatinine  may  indicate  impairment  of 
renal  function.  Give  cephaloridine  cautiously  when  it  is 
used  with  other  antibiotics  having  nephrotoxic  potential. 
Precautions:  Protect  ampoules  from  light.  Extemporane- 
ous mixtures  with  other  antibiotics  are  not  recommended. 

In  infections  due  to  beta-hemolytic  streptococci,  con- 
tinue antibiotic  therapy  for  at  least  ten  days  to  prevent 
the  possible  occurrence  of  rheumatic  fever  or  glomeru- 
lonephritis in  susceptible  patients.  In  gonorrhea,  patients 
with  suspected  concomitant  syphilis  should  have  dark- 
field  examinations  of  all  suspect  lesions  before  treatment 
and  monthly  serologic  tests  for  a minimum  of  three 
months.  Indicated  surgical  procedures  should  be  per- 
formed. 

Superinfections  may  develop  with  organisms  not  in  the 
spectrum  of  Loridine,  particularly  Pseudomonas,  These 
can  be  recognized  by  clinical  observation  and  by  means  of 
appropriate  cultures.  If  they  occur,  take  proper  therapeutic 
measures. 

Safety  for  use  during  pregnancy  has  not  been  established. 
Since  safety  in  premature  infants  and  infants  under  one 
month  of  age  has  not  been  established,  cephaloridine  in 
these  patients  is  not  recommended. 

A few  patients  have  developed  positive  direct  Coombs 
tests  during  cephaloridine  treatment.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in 
Coombs  testing  of  newborns  whose  mothers  have  received 
Loridine  before  parturition,  a positive  Coombs  test  may 
be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in  the  urine  may 
occur  with  Benedict's  or  Fehling’s  solution  or  with 
Clinitest®  tablets  but  not  with  Tes-Tape®  (urine  sugar 
analysis  paper,  Lilly). 


encountered  in  the  hospital 


Adverse  Reactions:  Urticaria,  skin  rash  (maculopapulai 
or  erythematous),  and  itching  without  discernible  skir 
changes  have  been  observed  in  about  3 percent  of  pa 
tients.  Some  of  these  were  known  to  be  allergic  to  penicil 
lin.  Others  with  known  allergy  to  penicillin  have  beer 
given  Loridine  without  difficulty.  Approximately  1 per 
cent  of  patients  treated  with  Loridine  have  had  a rise  ir 
eosinophil  count.  Eosinophilia  reached  10  percent  ir 
about  half  of  these.  A few  instances  of  drug  fever  have 
been  reported. 

A few  cases  of  leukopenia  have  been  reported.  Elevation: 
of  transaminase  were  observed  in  a small  percentage  o: 
patients.  In  most  instances,  the  elevations  were  in  a singl< 
determination  when  other  parameters  of  liver  functior 
were  normal,  and  only  rarely  was  a level  of  100  unit: 
reached.  In  a few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of  these  obser 
vations  is  uncertain. 

In  controlled  studies  on  forty-three  healthy  persons  giver 
2 Gm.  cephaloridine  intramuscularly  twice  daily  for  foui 
weeks,  no  significant  changes  were  observed  in  BUN 
alkaline  phosphatase,  SGOT,  reticulocyte  count,  or  mono 
cyte  count  in  the  blood.  No  disturbances  in  hemoglobir 
or  red-blood-cell  count  were  ascribable  to  administratior 
of  Loridine.  However,  all  of  five  nonazotemic  patient: 
with  chronic  bacteriuria  who  had  careful  renal  functior 
evaluation  before  and  after  a ten-day  course  of  cepha 
loridine  in  dosages  of  2 Gm.  per  day  developed  impair- 
ment in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases  terminating  ir 
death,  has  occurred  in  a small  number  of  patients.  The 
possibility  of  this  complication  seems  to  be  greater  ii 
seriously  ill  patients  given  more  than  recommendec 
doses.  Acute  tubular  necrosis  has  been  found  in  affectec 
patients  coming  to  autopsy.  Rare  cases  of  nausea  an< 
vomiting  have  occurred.  Pain  in  association  with  intra 
muscular  injection  was  noted  in  less  than  3 percent  o 
patients.  In  only  one  patient  in  a series  of  623  was  thi 
route  changed  on  this  account.  Phlebitis  at  the  site  o 
intravenous  injection  has  been  rare. 

Administration  and  Dosage:  Important— Before  adminis 
tering  Loridine,  see  package  insert  for  details  on  dilution 
Intramuscular  Injection— Loridine  is  usually  injected  int< 
a large  muscle  mass. 

The  usual  adult  dosage  for  many  infections  of  moderati 
severity  is  500  mg.  to  1 Gm.  three  times  a day  at  equall; 
spaced  intervals.  Milder  and  more  susceptible  infection: 
have  been  treated  with  250  to  500  mg.  given  two  or  threi 
times  a day.  More  severe  infections  may  be  treated  witl 
500  mg.  to  1 Gm.  four  times  a day.  A single  2-Gm.  dosi 
is  recommended  for  the  treatment  of  acute  gonorrhea 
Early  syphilis  may  be  treated  with  500  mg.  to  1 Gm 
daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with  high  doses  fo 
life-threatening  conditions  has  been  reported,  it  has  beei 
shown  that  excessive  dosages  (above  4 Gm.  daily)  ma; 
cause  serious  nephrotoxic  reactions.  For  this  reason 
Keflin®  (sodium  cephalothin,  Lilly)  may  be  preferrec 
when  doses  larger  than  4 Gm.  daily  are  considered  fo 
life-threatening  situations.  If  more  than  2 Gm.  of  cepha 
loridine  is  injected  daily,  the  patient  should  be  unde 
close  clinical  observation  for  changes  in  renal  function  o 
be  hospitalized.  In  addition,  reduced  dosage  should  b 
employed  in  patients  with  known  or  suspected  rena 
impairment. 

In  children,  a daily  total  of  30  to  50  mg.  per  Kg.  (15  t< 
25  mg.  per  pound)  of  body  weight,  given  in  divided  doses 
has  been  found  effective  for  mild  to  moderately  seven 
infections.  A daily  total  of  100  mg.  per  Kg.  (50  mg.  pe 
pound)  of  body  weight  (not  to  exceed  recommendec 
adult  doses)  may  be  needed  for  very  severe  infections. 
Intravenous  Injection— In  the  presence  of  extremely  seri 
ous  infections  (such  as  bacteremia)  or  when  any  infectioi 
seems  overwhelming,  intravenous  administration  may  bi 
indicated. 

Total  daily  dosages  are  the  same  as  with  intramuscula 
injection.  For  very  susceptible  organisms,  500  mg.  ti 
1.5  Gm.  per  day  may  suffice;  for  less  susceptible  organ 
isms  and  for  serious  infections,  2 to  4 Gm.  per  day  ma; 
be  needed. 

How  Supplied : Ampoules  Loridirve®  (cephaboridine,  Lilly) 
500  mg.,  5-ml.  size,  rubber-stoppered;  1 Gm.,  10-ml.  siz« 
rubber-stoppered.  [082169] 

Additional  information  available 
upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Brooklyn  Eye  and'Ear  Hospital 
Alumni  Association 

Announces  A One  Day  Symposium 

SURGERY  OF 

CONGENITAL  EYE  DISORDERS 

Date:  Saturday,  May  2, 1970 
Place:  Granada  Hotel,  Brooklyn,  N.  Y. 

Registration  8 A.M. 


Surgery  of  Developmental  Abnormalities  of 
Vitreous 

Norman  S.  Jaffe,  M.D. 

Genetics  in  Surgery  of  Congenital  Eye 
Disorders 

Harold  F.  Falls,  M.D. 

Surgery  of  Congenital  Cataract 

Arnall  Patz,  M.D. 

Late  Results  of  Congenital  Cataract  Surgery 

P.  Robb  McDonald,  M.D. 

Surgery  of  Congenital  Glaucoma 

Miles  A.  Galin,  M.D. 

Surgery  of  Congenital  Abnormalities  of 
Cornea 

A.  Benedict  Rizzuti,  M.D. 

Surgery  of  Congenital  Lid  Malformations 

Martin  Bodian,  M.D. 

Surgery  Congenital  Abnormalities 
Extraocular  Muscles 

Robert  D.  Reinecke,  M.D. 

Surgery  of  Tumors  in  Infants  and  Children 

Ira  S.  Jones,  M.D. 


Tuition  $35.  Residents  $15. 

Send  check  to 

Mrs.  Ruth  Pattenden 
29  Greene  Avenue 
Brooklyn,  N.  Y.  11238 
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Choloxin 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  pectoris;  his- 
tory of  myocardial  infarction;  cardiac  arrhythmia  or  tachy- 
cardia, either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED.  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READfUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII,  VIII,  IX.  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED,  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
he  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2°  o incidence),  arrhythmia  (0.5°  o),  myocardial 
ischemia  (<0.1°  o),  cardiomegaly  (<0.1°  »),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2%).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  A few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  1%.  Headache,  changes  in  libido,  hoarse- 
ness, tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  1"  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one.  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  1%  of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3%. 

DOSAGE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemic  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg./kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg.  kg,,  to  be  increased  in  0.05  mg.  kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


How  to  lower  cholesterol . . . 


f I 

by  really  trying 


It  takes  effort.  Put  your  patient 
on  a low-cholesterol,  low-sat- 
urated fat  diet.  Make  him  stick 
to  it.  This  may  be  enough.  If 
it  isn't,  a cholesterol-lowering 
agent  can  help. 

choloxin  is  an  agent  that 
helps  cope  with  the  problem 
of  hypercholesterolemia  in  eu- 
thyroid, non-cardiac  patients 


who  need  to  try  again. 

choloxin  works.  It  effec- 
tively lowers  high  serum 
cholesterol  15-35%  in  most 
patients  . . . keeps  it  down  in 
over  90%  of  these  patients 
(those  with  Fredrickson-Lees 
Types  II  or  III  hyperlipidemia). 

And  economical,  conve- 
nient once-a-day  doses  make  it 


easier  for  your  hypercholester- 
olemic  patient  to  keep  trying. 

If  it’s  worth  a really  good 
try,  it's  worth  CHOLOXIN. 

Everything  you'll  want  to 
know  about  choloxin  may 
not  be  covered  here.  For 
samples,  literature  or  addi- 
tional information,  write  or 
call  your  Flint  man. 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether 
drug-induced  lowering  of  serum  cholesterol  or  other  lipid  levels 
has  a detrimental,  a beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary'  heart  disease. 
Several  years  will  be  required  before  current  investigations 
can  yield  an  answer  to  this  question. 


Choloxiir 

(sodium  dextrothyroxine) 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


The  many 
forms 
of  llosone® 

Erythromycin  Estolate 


Each  Pulvula  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


When  mixed  as  directed,  each 
5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


^■12? 


will  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


ach  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


834 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel.  212  YUkon  6-5757 

COPYRIGHT  1970  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

April  1, 1970  Volume  70  Number  7 

“ Dedicated  to  the  continuing  education  of  the  physician ” 


70th  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

George  Himler,  M.D.,  Advisor  Henry  I.  Fineberg,  M.D.,  Advisor 

William  Hammond,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 

ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
*Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Alfred  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Alfred  A.  Hartmann,  M.D. 
Milton  Helpern,  M.D. 
Gertrude  M.  Hyde,  M.D. 
Alfred  P.  Ingegno,  M.D. 


♦Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
♦Leslie  A.  Kuhn,  M.D. 
♦Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
John  R.  Rogers,  M.D. 


Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 
♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
♦Hans  Zinsser,  M.D. 
♦ Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 

York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania 18042.  Copyright  1970  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1954  are  $2.00  per  copy; 
from  1954  to  1964,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East — Joseph  A. 

Mullaney;  Midwest — Robert  O.  Linberg;  and 
Pacific  Coast — Melvin  B.  Tyler. 


835 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  contrib- 
uted solely  to  the  New  York  State  Journal 
of  Medicine.  Address  manuscripts  to  Editor, 
New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on 
8 l/2-by-l  1-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 y2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author (s) 
and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  fbrm  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


836  New  York  State  Journal  of  Medicine  / April  1,  1970 


Editorials 


Deans  are  dead 


Where  have  the  deans  of  medical  schools 
gone?  Where  are  the  giants  of  yesteryear? 
First,  any  analysis  must  identify  the  ap- 
pointments and  power  of  those  extinct  su- 
preme beings.  Often  deans  were  the  most 
famous  and  accomplished  member  of  the 
medical  faculty.  Many  were  pathologists 
because  of  the  tangible  need  for  a compro- 
mise between  the  internists  and  surgeons, 
and  the  “basic”  scientists  and  clinicians. 
Many  deans  were  accomplished  clinicians 
and  scholars  or,  at  least,  authors  and  edi- 
tors. The  deans  had  a major  role  in  faculty 
appointments  and  advancements,  the  assign- 
ment of  space  and  budgets,  and  even  a per- 
sonal influence  on  curriculum  changes.  Un- 
fortunately, both  the  dean  and  faculty  were 
not  prepared  for  the  explosive  increase  in 
research  funds,  and  the  concerted  intrusion 
of  psychiatrists  and  psychologists,  social 
workers,  nursing  leagues,  para-paramedical 
workers,  and  the  rise  of  the  emperor-scien- 
tist with  separate  staff's. 

Federal  funds  for  construction  and  re- 
search required  approval  by  the  local  staff, 
and  the  opposition  of  the  eminent  scientist 
who  needed  an  entire  new  floor  might  delay 
or  even  obstruct  a successful  bid  for  funds 
since  the  review  groups  included  awed,  wor- 
shipping colleagues  who  made  a point  of 
visiting  the  scientist  as  well  as  the  dean. 

Soon  the  professors  had  administrative 
assistants,  a public  relations  office,  inde- 
pendent budgets,  appointments  outside  of 
the  review  mechanisms  of  the  medical  school 
faculty,  and  a properly  condescending  atti- 
tude toward  his  dean,  as  befits  one  with  a 
much  greater  salary,  staff,  and  public  rec- 


ognition. Deans  began  to  resign  to  become 
professors.  Once  the  title  image  of  the  dean 
was  destroyed,  some  universities  elevated 
the  title  to  vice-president  of  medical  affairs 
or  even  vice-chancellor,  and  the  condition 
was  worsened  for  the  remaining  ordinary 
deans. 

In  this  country  salary  reflects  prestige  and 
a tangible  scale  of  worth.  Again  the  deans 
were  losers  as  the  professors  demanded  and 
got  new  titles  such  as  “distinguished”  or 
“regius”  (a  misnomer),  and  salaries  and  ex- 
tra incomes  from  many  sources  including 
their  own  grant  funds. 

As  a result  of  these  lashes,  the  median 
tenure  of  a dean  is  only  about  three  years. 
This  ephemeral  reign  reflects  the  chaotic 
problems  of  an  office  beset  by  faculty,  stu- 
dents, social  pressure  groups,  and  the 
alumni.  Unless  the  dean  has  a stable  posi- 
tion buttressed  by  respect,  tenure,  an  ade- 
quate salary,  and  just  a little  authority,  he 
cannot  make  the  tough  decisions  against 
fashionable  medical  trends,  vocal  and  volatile 
protest  groups,  the  purchase  of  super  hard- 
ware, and  still  make  plans  for  the  future. 
The  appointments  of  numerous  associate 
deans  will  not  compensate  for  a loss  of  aca- 
demic and  administrative  authority  by  the 
dean. 

The  swing  toward  “democracy”  has  gone 
too  far,  and  improper  decisions  are  being 
made  by  raucous  voices  rather  than  tem- 
pered thought  with  the  guidance  of  a dean 
acting  for  all.  The  dean  of  the  past  is  dead, 
but  there  is  still  a need  for  a single  com- 
passionate, concerned  individual  who  must 
lead  as  well  as  referee.  G.E.M. 
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Faculty  salaries  ' 


The  1969  to  1970  medical  school  salary 
survey  is  based  on  responses  from  90  medi- 
cal schools  representing  15,908  full-time 
faculty  members.  These  include  4,153  basic 
medical  science  faculty  and  11,755  clinical 
faculty.  Faculty  salaries  from  the  latter  in- 
clude a variety  of  geographic  and  other 
practice  plans.  However,  over  one  half  of 
the  clinical  faculties  were  reported  as  being 
on  a strict  full-time  basis.  Strict  full-time 
clinical  faculty,  5,583,  salaries  are  repre- 


TABLE  I.  Median  salaries:  strict  full-time  faculty 


Clinical  Discipline 

1969  1970 

$103 

Rate  of 
increase 
(Per  Cent) 

Number 

Reports, 

1970 

Anesthesiology 

Chairman 

36.8 

40.3 

9.5 

34 

Professor 

31.0 

36.0 

16. 1 

39 

Associate  professor 

29.0 

31.0 

6.7 

67 

Assistant  professor 

25.0 

27.0 

8.0 

154 

Medicine 

Chairman 

36.0 

39.0 

8.3 

55 

Professor 

28.8 

30.8 

6.9 

361 

Associate  professor 

23.0 

25.0 

8.7 

502 

Assistant  professor 

19.0 

20.0 

5.3 

600 

Obstetrics  and  Gynecology 

Chairman 

36.0 

37.4 

3.8 

37 

Professor 

29.5 

30.5 

3.4 

65 

Associate  professor 

25.0 

27.0 

8.0 

83 

Assistant  professor 

20.0 

21.5 

13.3 

165 

Pathology 

Chairman 

34.4 

37.3 

8.3 

62 

Professor 

29.0 

30.0 

3.4 

211 

Associate  professor 

25.0 

26.0 

4.0 

238 

Assistant  professor 

19.2 

20.0 

4.1 

350 

Pediatrics 

Chairman 

35.0 

37.0 

5.7 

50 

Professor 

27.5 

29.0 

5.4 

146 

Associate  professor 

22.6 

24.0 

6.2 

216 

Assistant  professor 

18.0 

19.8 

10.0 

381 

Psychiatry 

Chairman 

35.9 

37.8 

5.3 

45 

Professor 

28.7 

31.0 

8.0 

137 

Associate  professor 

24.3 

25.0 

2.9 

160 

Assistant  professor 

20.0 

21.4 

7.0 

272 

Radiology 

Chairman 

40.0 

41.6 

4.0 

44 

Professor 

34.0 

37.0 

8.8 

85 

Associate  professor 

30.0 

32.0 

6.6 

124 

Assistant  professor 

25.0 

27.2 

8.8 

206 

Surgery 

Chairman 

40.0 

42.0 

5.0 

42 

Professor 

32.5 

35.0 

7.6 

197 

Associate  professor 

26  0 

29.0 

11.4 

187 

Assistant  professor 

22.0 

24.0 

9.0 

268 

* datagrams,  vol.  11,  no,  6,  December,  1969. 


TABLE  II.  Median  basic  science  salaries 
(except  pathology) 


Position 

1969  1970 

$103 

Rate  of 
Increase 
(Per  Cent) 

Number 

Reports, 

1970 

Chairman 

26.5 

28.5 

7.9 

458 

Professor 

21.2 

22.5 

6.1 

990 

Associate  professor 

17.2 

18.0 

4.6 

1,175 

Assistant  professor 

14.0 

14.9 

6.4 

1,530 

sented  in  the  eight  clinical  disciplines  listed 
in  Table  I. 

Because  of  wide  variations  in  reporting 
and  in  institutional  policies  with  respect  to 
geographic  full-time  arrangements,  these 
have  not  yet  been  reported.  Basic  institu- 
tional funds  committed  to  individual  salaries 
in  33  schools  were  reported  as  ranging  from 
5 to  95  per  cent  of  totals.  Seventeen  medi- 
cal schools  with  geographic  full-time  salary 
structure  did  not  report  the  variable  com- 
ponent earned  from  professional  activity. 
(Twenty-one  schools  reported  both  strict 
and  geographic  full-time  arrangements  co- 
existing in  the  same  institution.) 

The  median  strict  full-time  salaries  ex- 
hibit a moderate  increase  over  the  previous 
year.  The  rate  of  total  expenditure  for  all 
purposes  for  medical  schools  was  11  per  cent 
in  1967  to  1968  and  12  per  cent  in  1966  to 
1967.  (Later  figures  are  not  available.) 
The  average  median  increase  of  clinical 
salaries  in  the  eight  departments  listed  is 
7 per  cent.  The  average  median  increase  in 
basic  science  department  salaries  is  5.3  per 
cent. 

Basic  science  faculty  in  Table  II  show 
similar  moderate  increases  in  the  medians. 
For  the  first  time,  basic  scientist  salaries 
were  returned  by  major  discipline.  The 
differences  were  found  to  be  not  significant. 

Only  4 of  the  36  faculty  categories  tabu- 
lated report  increases  of  more  than  10  per 
cent.  Thirteen  categories  show  increases 
of  less  than  6 per  cent.  The  remaining  19 
are  clustered  between  6 and  10  per  cent. 


♦ 
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tlte“\ction”gap 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
"procto”. ..and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications"  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 
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DECLOSTATIN  300 


De melbvlt'hlorlelraeycline  HO  300  mg 
and  Nystatin  500,000  anits 
CAPSULE-SHAPED  TABLETS  Uderie 


b.i.d. 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness : Because  its  antibacterial  component 
is  D E C L O M Y C I N®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
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nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallcrgic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 


Precautions:  Overgrowth  of  nonsusceptible  organisms  mt 
occur.  Constant  observation  is  essential.  If  new  infectioi 
appear,  appropriate  measures  should  be  taken.  In  infant 
increased  intracranial  pressure  with  bulging  fontanels  hi 
been  observed.  All  signs  and  symptoms  have  disappears 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nause 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoliti 
pruritis  ani.  Skin  — maculopapular  and  erythematoi 
rashes;  a rare  case  of  exfoliative  dermatitis  has  bee 
reported.  Photosensitivity;  onycholysis  and  discoloratic 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dos 
related.  Transient  increase  in  urinary  output,  sometimi 
accompanied  by  thirst  (rare).  Hypersensitivity  reactioi 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth 
dental  staining  (yellow-brown)  in  children  of  mothei 
given  this  drug  during  the  latter  half  of  pregnancy,  and  i 
children  given  the  drug  during  the  neonatal  period,  ii 
fancy  and  early  childhood.  Enamel  hypoplasia  has  bee 
seen  in  a few  children.  If  adverse  reaction  or  indiosyi 
crasy  occurs,  discontinue  medication  and  institute  appr 
priate  therapy.  Demethylchlortetracycline  may  form 
stable  calcium  complex  in  any  bone-forming  tissue  wit 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  tr 
b.i.d.  Should  be  given  1 hou$  before  or  2 hours  aft< 
meals,  since  absorption  is  unpaired  by  the  concomitai 
administration  of  high  calcium  content  drugs,  foods  an 
some  dairy  products.  Treatment  of  streptococcal  infe 
lions  should  continue  for  10  days,  even  though  symptom 
have  subsided. 
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Maintaining  good  bronchial  toilet  is  gen- 
erally believed  to  be  one  major  factor  in  al- 
leviating the  work  of  breathing  in  patients 
with  chronic  obstructive  lung  disease. 
For  patients  in  the  hospital  a wide  array  of 
therapeutic  procedures  are  employed  under 
supervision;  but  effective,  safe,  and  inex- 
pensive equipment  for  home  care  treatment 
are  greatly  needed.  This  is  particularly 
important  for  patients  in  whom  IPPB  (in- 
termittent positive  pressure  breathing)  is 
advised.  This  indication  is  subjected  to  a 
great  deal  of  controversy,  and  it  is  not  the 
purpose  of  this  report  to  discuss  it  but 
rather  to  examine  the  characteristics  of  a 
new  IPPB  apparatus*  and  more  specifically 
its  usefulness  for  home  treatment.3  The 
design,  flow,  capabilities,  preliminary  ob- 
servations, and  clinical  application  have  been 
described.3  This  investigation  was  under- 
taken to  determine  the  place  of  this  unsuper- 
vised home  mode  of  therapy  and  to  evaluate 
its  effects  on  the  clinical  disease,  pulmonary 

* Hand-E-Vent,  Ohio  Medical  Products,  Madison,  Wis- 
consin. 


function,  and  patient  acceptance  over  a 
period  of  several  months.  These  criteria 
became  more  stringent  because  the  trial 
took  place  in  the  winter  months. 

Methods  and  material 

Ten  patients  with  previous  frequent  ad- 
mission to  this  hospital  for  exacerbation  of 
chronic  obstructive  lung  disease  were 
started  on  a home  care  regimen  of  IPPB 
therapy  using  the  intermittent  positive 
pressure  breathing  device.  The  criteria  for 
choosing  these  patients  for  the  study  was 
that  they  had  advanced  clinical,  laboratory, 
and  roentgenologic  evidence  of  chronic  ob- 
structive lung  disease  and  that  they  were 
recently  discharged  from  our  hospital  after 
having  received  maximal  hospital  benefit. 
A three-month  trial  period  was  chosen,  and 
after  a base-line  study  of  two  weeks  pa- 
tients came  to  the  clinic  and  laboratory  for 
evaluation  every  two  weeks.  This  was  fol- 
lowed throughout  the  three-month  period. 
Pulmonary  function  studies  were  recorded 
in  a 9-L.  Collins  spirometer  with  the  patient 
in  a sitting  position.5  These  consisted  of 
FEV  (forced  expiratory  volume),  FEVX 
(forced  expiratory  volume  in  one  second), 
FEVj/FEV  ratio  in  per  cent  and  MW 
(maximum  voluntary  ventilation) . These 
tests  have  been  performed  many  times  in 
the  past  on  these  patients,  and  they  were 
familiar  with  the  procedures.  In  addition, 
sputum  was  collected  daily  by  the  patient 
using  a graduated  plastic  container  so  that 
the  twenty-four-hour  volume  could  be  re- 
corded. 

The  IPPB  apparatus  was  demonstrated  to 
each  of  the  patients,  and  they  had  to  show 
complete  knowledge  of  its  effective  use  be- 
fore taking  it  home.  They  were  also  given 
instructions  in  the  placement  of  medicant 
into  the  nebulizer  consisting  of  6 drops  of 
1 :200  isoproterenol  in  3 ml.  of  water. 
Treatments  were  administered  three  times 
daily  throughout  the  study.  The  patients 
were  allowed  to  continue  on  their  regular 
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TABLE  I.  Pulmonary  function  tests  and  sputum  values* 


Control 

Two 

Four 

Six 

Eight 

Ten 

Twelve 

Post- 

therapy 

FEVi  (liters) 

1.02 

1.06 

1.07 

1.00 

1.01 

1.08 

.92 

1.23 

FEV  (liters) 

2.70 

2.67 

2.75 

2.66 

2.66 

2.66 

2.58 

2.50 

FEVi/FEV(per  cent) 

36 

42 

38 

37 

39 

41 

37 

41 

MVV  (liters  per  minute) 

51.6 

50.0 

51.8 

48.7 

50.1 

48.0 

45.7 

47.0 

Sputum  twenty-four-hour 
volume  (milliliters) 

58 

72 

58 

52 

58 

56 

64 

65 

* Average  values  of  10  patients. 


therapeutic  regimen  of  bronchodilators,  ex- 
pectorants, and  so  on,  as  needed  throughout 
the  observation. 

Results 

Clinical.  All  10  patients  reported  that 
the  machine  was  easy  to  operate,  and  it  was 
simple  to  clean  the  nebulizer  and  tubing. 
There  was  no  breakdown  of  this  IPPB  ap- 
paratus during  the  three-month  period.  The 
nebulizers,  tubing,  and  other  plastic  parts 
were  not  worn  and  remained  operative  after 
the  trial  period.  Disassembling  and  as- 
sembling the  nebulizer  portion  of  this  ap- 
paratus was  accomplished  easily  even  by  the 
older  patient.  No  difficulty  was  encountered 
by  the  patients  in  setting  and  maintaining 
the  machine  pressure  we  prescribed  (usually 
at  15  cm.  of  water).  The  machine  aerosol- 
ized 3 ml.  of  medication  in  approximately  ten 
to  fifteen  minutes  depending  on  the  zeal  the 
patient  used  in  administering  it.  The  pa- 
tients also  reported  that  they  liked  this  ap- 
paratus because  of  its  simplicity  and  felt  it 
helped  them  breath  better  after  use.  Some 
indicated  that  it  induced  them  to  cough  and 
expectorate  better.  There  were  no  reported 
episodes  of  discomfort,  light-headedness,  or 
chest  pain  associated  with  the  use  of  the 
machine. 

Laboratory.  Table  I portrays  the  fol- 
low-up in  ventilatory  function  tests.  While 
individual  patients’  values  fluctuate  widely, 
the  group  average  showed  no  distinct  trend. 
The  mean  FEV,  increased  from  1.02  L.  in 
the  control  period  to  a 1.23  L.  in  the  post- 
therapy period.  The  FEV  went  from  2.70  to 
2.50  L.  The  ratio  of  FEV,/FEV  went  from 
36  per  cent  to  41  per  cent  and  the  MW  went 
from  51.6  to  47  L.  per  minute  posttherapy. 
These  changes  were  not  considered  signifi- 
cant either  way. 


The  sputum  volume  increased  in  the  first 
two  weeks  of  treatment  then  leveled  off  and 
again  progressively  increased  toward  the 
end  of  the  trial  period. 

The  clinical  laboratory  studies  including 
urinalysis,  liver  profile,  and  hematology 
showed  no  changes  of  significance  through- 
out the  three  months  of  therapy. 

Comment 

In  patients  with  chronic  obstructive  lung 
disease,  having  varied  degrees  of  broncho- 
spastic  components,  it  is  difficult  to  separate 
drug  effects  from  IPPB  effects  in  the  course 
of  treatment.6  The  use  of  bronchodilators 
in  conjunction  with  IPPB  machines  have 
been  found  most  useful  in  improving  ventila- 
tory function  in  patients  with  chronic  ob- 
structive lung  disease.7  Discrepant  results 
have  been  obtained  by  other  investigators  in 
terms  of  the  ability  of  IPPB  to  improve 
function  in  some  patients  with  chronic  ob- 
structive lung  disease.8  It  is  clear  from  the 
literature  that  when  we  speak  of  patients 
with  chronic  obstructive  lung  disease  we  are 
discussing  a nonhomogeneous  group  and 
that  the  findings  of  improvement  or  non- 
beneficial  effect  must  be  taken  in  this  light.  i 
It  is  not  surprising  to  find  that  no  objective 
evidence  of  improvement  of  ventilatory  func- 
tion occurred  in  our  patients  over  a three- 
month  period.  For  the  most,  they  were  ad- 
vanced in  their  disease.  The  amount  of  re- 
versible disease  was  limited,  and  prior  maxi-  i 
mal  benefit  was  attained  on  discharge  from 
the  hospital.  What  is  surprising,  however, 
is  that  they  were  able  to  sustain  a stable 
condition  during  the  period  of  observation  | 
outside  the  hospital,  a result  not  usually 
seen  in  our  type  of  population.  Nine  out  of 
10  patients  studied  claimed  they  could 
breathe  better  at  the  end  of  this  study,  and 
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none  of  these  patients  needed  to  return  to 
the  hospital  for  exacerbation  of  their  chronic 
lung  disease  during  the  three-month  period. 
Furthermore,  the  regimen  of  additional 
medications  needed  by  the  patients  was  al- 
tered but  little  during  this  trial.  This  was 
contrary  to  our  experience  with  patients  far 
advanced  in  their  disease,  especially  in  the 
winter  months.  Most  frequently  they  are 
seen  in  our  clinic  soon  after  discharge  with 
repeated  exacerbations  often  requiring  re- 
hospitalization. While  it  seems  apparent 
that  in  this  group  of  patients  no  significant 
objective  improvement  occurred,  no  loss  of 
function  during  this  period  was  encountered 
either. 

Summary 

The  usefulness  of  a new  model  of  pressure 
breathing  therapy  employed  at  home  for 
three  consecutive  months  was  studied  on  10 
patients  with  advanced  degrees  of  chronic 
obstructive  lung  disease.  The  results  of  bi- 
weekly follow-up  indicated  subjective  evi- 
dence of  improvement  in  9 out  of  10  pa- 
tients. No  significant  alterations  in  addi- 
tional conventional  therapy  were  necessary, 
and  readmissions  to  the  hospital  were 
avoided.  No  untoward  effects  were  noticed. 
Pulmonary  function  test  results  were  not 


significantly  changed.  Sputum  volume  in- 
creased during  the  initial  and  final  weeks 
of  the  study. 

It  is  concluded  that  in  the  cases  in  which 
ambulatory  intermittent  positive  pressure 
breathing  is  indicated  this  can  be  effectively 
accomplished  by  the  use  of  an  inexpensive 
and  easy  to  operate  machine. 

Acknowledgment.  Technical  assistance  was  given  by 
Janies  Parker. 
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HEN  penicillin  was  first  demonstrated 
to  be  effective  in  the  treatment  of  gonorrhea, 
the  causative  organism,  Neisseria  gonor- 
rhoeae, was  highly  susceptible  to  relatively 
low  in  vitro  concentrations,  and  clinical  re- 
sponse to  small  dose  schedules  was  good. 
Guthe1  states  that  out  of  771  cultures  of 
gonococci  studied  between  1945  and  1954 
only  5 strains  were  not  sensitive  to  a con- 
centration of  0.05  unit  per  milliliter  or  less. 
However,  Thayer  et  al.,~  reporting  in  1957, 
found  that  a concentration  of  0.10  to  0.20 
unit  per  milliliter  was  necessary  to  inhibit 
growth  in  22  per  cent  of  the  strains  that 
they  studied.  Other  surveillance  studies 
have  shown  that  with  the  passage  of  time 
more  strains  are  requiring  higher  concen- 
trations to  inhibit  growth. 3-6  In  fact,  it  has 
been  shown  that  some  isolates  have  even  re- 


quired much  more  than  1 unit  per  millilite 
to  prevent  in  vitro  growth.  This  represent 
a concentration  more  than  twenty  times  tha 
which  was  necessary  for  all  but  5 strains  o 
the  771  cited  by  Guthe.' 

Paralleling  this  in  vitro  evidence  of  th 
emergence  of  resistant  strains  has  been  th 
clinical  observation  that  larger  doses  of  pen 
icillin  have  been  found  necessary  for  sue 
cessful  treatment  and  that  the  longer-actinj 
penicillins  with  their  attendant  lower  blooi 
concentrations  are  less  effective.  In  194 
Cohn,  Studdiford,  and  Grunstein,7  in  a stud; 
of  sulfonamide  resistant  gonococcal  infec 
tions  in  female  patients,  stated  that  a tots 
dosage  of  75,000  units  given  over  a six-hou 
period  was  adequate  therapy.  Later  600,00 
units  of  PAM  (procaine  penicillin  G in  oi 
with  aluminum  monosterate)  were  widel 
used  and  were  highly  efficacious.  Thaye 
et  al.5  showed  that  the  penicillin  blood  con 
centrations  achieved  in  98  patients  receivin; 
600,000  units  of  PAM  varied  from  0.025  t 
0.54  unit  per  milliliter  at  twenty-four  hours 
Fifty  per  cent  of  these  were  below  0.2  uni 
per  milliliter.  Even  lower  concentration 
are  achieved  with  benzathine  penicillin  G 
The  need  for  higher  dosage  of  shorter-aci 
ing  penicillins  is  now  widely  accepted. 

These  clinical  observations  prompted  us  t 
investigate  the  susceptibility  of  N.  gonoi 
rhoeae  to  the  following  drugs : penicillin  G 
oxytetracycline,  erythromycin,  streptomycir 
cephaloridine,  and  sulfadiazine.  This  re 
port  will  describe  the  in  vitro  response  of  N 
gonorrhoeae  to  these  various  drugs  durin; 
two  test  periods. 

Materials  and  methods 

The  strains  of  N.  gonorrhoeae  used  in  th 
sensitivity  studies  were  obtained  from  unse 
lected  positive  cultures  of  specimens  sut 
mitted  in  routine  fashion  from  our  social  hy 
giene  clinics  to  the  Bureau  of  Laboratorie 
of  the  City  of  New  York  Department  o 
Health  in  July,  1967,  and  in  July,  Augusl 
and  September,  1968.  Positivity  of  the  cu 
tures  were  determined  after  the  specimen 
were  grown  on  Peizer’s  medium  and  isolate 
and  identified  by  the  sugar  fermentatio 
reactions. 

MIC  (minimal  inhibitory  concentrations 
were  determined  by  the  plate  dilutio 
method.  For  comparative  purposes  antibic 
grams  obtained  for  the  one  mohth  in  196 
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TABLE  I.  Neisseria  gonorrhoeae  sensitivity  tests, 
July,  1967,  minimal  inhibitory  concentration 


Dose 

Strains 

Tested 

Penicillin  G (micrograms  per 

milliliter) 

107 

0.78 

5 

0.39 

13 

0.19 

24 

0.09 

19 

0.04 

13 

0 02 

10 

0.01 

15 

0.005 

8 

Oxytetracycline  (micrograms  per 

milliliter) 

12 

0.19 

2 

0.09 

10 

Streptomycin  (micrograms  per 

milliliter) 

12 

>1,000 

3 

25 

2 

12.5 

6 

6.2 

1 

Sulfadiazine  (milligrams  per 

100  ml.) 

11 

>20 

2 

10 

3 

5 

1 

2.5 

1 

1.2 

3 

0.62 

1 

ind  the  three  months  in  1968  were  tabulated 
is  shown  in  Tables  I and  II.  Sulfadiazine 
concentrations  are  expressed  in  milligrams 
aer  100  ml.  Penicillin  G concentrations  are 
riven  in  micrograms  per  milliliter.  One 
nilligram  of  pure  sodium  penicillin  G equals 
1,667  units.  Therefore,  the  microgram  unit 
equivalents  for  the  concentrations  shown  in 
fables  I and  II  are  as  follows : 


Micrograms  Units 

0.78  1.30 

0.39  0.65 

0.19  0.32 

0.09  0.15 

0.04  0.07 

0.02  0.03 

0.01  0.02 

0.005  0.008 

0.0025  0.004 

0.0012  0.002 


Results  and  comment 

The  findings  with  regard  to  penicillin  G 
sensitivity  in  1967  and  in  1968  are  essen- 
tially comparable  (Tables  I and  II).  Five 
of  107  strains  in  1967  and  4 of  119  sti'ains 


TABLE  II.  Neisseria  gonorrhoeae  sensitivity 
tests,  July,  August,  September,  1968,  minimal 
inhibitory  concentration 


Dose 

Strains 

Tested 

Penicillin  G (micrograms  per 

milliliter) 

119 

0.78 

4 

0.39 

14 

0. 19 

23 

0 09 

25 

0 04 

11 

0.02 

9 

0.01 

8 

0.005 

21 

0.0012 

4 

Oxytetracycline  (micrograms  per 

milliliter) 

53 

0.78 

3 

0.39 

21 

0.19 

11 

0.09 

10 

0 04 

6 

0.02 

2 

Erythromycin  (micrograms  per 

milliliter) 

55 

3.1 

1 

1.56 

2 

0.78 

9 

0.39 

14 

0.19 

11 

0 09 

11 

0.04 

4 

0.02 

3 

Cephaloridine  (micrograms  per 

milliliter) 

12 

12.5 

2 

6.2 

3 

3.1 

3 

1.56 

4 

Streptomycin  (micrograms  per 

milliliter) 

57 

>1,000 

22 

1,000 

1 

125 

1 

15.6 

4 

7.8 

13 

3.9 

16 

Sulfadiazine  (milligrams  per 

100  ml.) 

50 

>20 

8 

20 

8 

10 

11 

5 

8 

2.5 

7 

1.2 

3 

0.62 

2 

0.31 

2 

0.156 

1 

tested  in  1968  required  a concentration 
greater  than  0.39  microgram  (0.65  unit)  to 
inhibit  growth.  Likewise,  in  both  series 
more  than  50  per  cent  of  the  strains  required 
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concentrations  greater  than  0.04  microgram 
(0.07  unit)  to  inhibit  growth,  and  more  than 
34  per  cent  required  concentrations  greater 
than  0.08  microgram  (0.15  unit).  These 
findings  suggest  the  necessity  for  the  con- 
tinuing use  of  large  doses  of  short-acting 
penicillin  in  the  clinical  management  of  pa- 
tients with  gonorrhea. 

That  3 of  12  strains  subjected  to  strepto- 
mycin testing  in  1967  and  22  of  57  strains 
similarly  tested  in  1968  had  MIC  in  excess 
of  1,000  micrograms  per  milliliter  demon- 
strates the  high  resistance  of  a large  por- 
tion of  the  N.  gonorrhoeae  population  to  this 
drug  and  correlates  with  the  frequently  ob- 
served clinical  failure  to  cure  gonorrhea 
with  streptomycin.  Similarly  the  require- 
ments of  more  than  20  mg.  per  100  ml.  of 
sulfadiazine  in  2 of  11  strains  in  1967  and 
8 of  50  strains  in  1968  indicate  a high  per- 
centage of  resistance  (18.1  per  cent  and  16 
per  cent  respectively) . Although  there  is 
not  a precise  correlation  between  sulfadia- 
zine concentration  and  therapeutic  effective- 
ness, nevertheless,  these  in  vitro  findings  im- 
ply something  less  than  top  rating  for  sulfa- 
diazine in  a drug-of-choice  listing  for  gonor- 
rhea. 

Goodman  and  Gilman8  state  that  a single 
oral  dose  of  tetracycline  produces  a peak 
plasma  level  in  two  to  four  hours  and  that 
this  persists  for  six  hours.  They  further 
state  that  a 250-mg.  dose  every  six  hours  of 
tetracycline  taken  by  mouth  will  produce  a 
plasma  concentration  of  1 to  3 micrograms 
per  milliliter  after  the  second  dose  and  that 
these  levels  are  maintained  during  continued 
treatment.  In  addition  500  mg.  every  six 
hours  will  produce  a plasma  concentration 
of  3 to  5 micrograms  per  milliliter.  They 
further  state  that  “the  range  of  plasma  con- 
centration does  not  greatly  exceed  the  re- 
ported sensitivities  of  many  organisms  caus- 
ing infection  for  which  therapy  with  these 
drugs  is  successful.”  Of  the  65  strains 
tested  in  1967  and  1968  with  oxytetracycline, 
all  were  sensitive  to  a concentration  of  0.78 
microgram  per  milliliter  or  less.  This  sug- 
gests the  efficacy  of  this  drug  in  the  treat- 
ment of  gonorrhea.  Some  note  should  be 
taken  of  the  fact  that  in  1967,  10  out  of  12 
cultures  (83.3  per  cent)  were  inhibited  by  a 
concentration  of  0.09  microgram  per  milli- 
liter, and  all  were  inhibited  by  a concentra- 
tion of  0.19  microgram  per  milliliter;  in 
contrast,  in  1968  only  18  of  53  (33.9  per 


cent)  were  inhibited  by  a concentration  of 
0.09  microgram  per  milliliter,  and  only  29 
of  53  (54.7  per  cent)  were  inhibited  by  a 
concentration  of  0.19  microgram  per  milli- 
liter. 

Plasma  concentration  of  from  2 to  20  mi- 
crograms per  milliliter  are  found  following 
the  intake  of  0.5  Gm.  of  erythromycin  base; 
with  a continuance  of  the  same  dose  every 
six  hours,  concentrations  as  high  as  50  mi- 
crograms per  milliliter  are  reached.  Thus 
plasma  levels  of  erythromycin  higher  than 
the  highest  in  vitro  MIC  of  erythromycin  in 
our  series  are  readily  achieved. 

All  12  specimens  of  the  gonococcus  sub- 
jected to  cephaloridine  testing  were  inhib- 
ited in  vitro  by  12.5  micrograms  per  milli- 
liter or  less.  Peak  blood  levels  of  cephalori- 
dine are  reached  in  one-half  to  one  hour  with 
a single  intramuscular  injection.  For  0.5- 
Gm.  dose  this  level  is  14  to  20  micrograms 
per  milliliter;  for  1 Gm.  and  2 Gm.  it  is  30 
to  40  and  50  to  60  micrograms  per  milliliter 
respectively.  Measurable  levels  persist  for 
eight  to  twelve  hours. 

Summary 

One  hundred  seven  unselected  Neisseria 
gonorrhoeae  cultures  in  1967  and  119  in 
1968  confirm  similar  findings  elsewhere  that 
the  gonococcal  strains  seen  in  New  York 
City  include  a high  percentage  of  strains 
relatively  resistant  to  penicillin  G.  How- 
ever, none  of  the  strains  was  absolutely  re- 
sistant to  penicillin  G.  It  is  still  possible  to 
achieve  plasma  levels  of  penicillin  higher 
than  the  in  vitro  MIC  (minimal  inhibitory 
concentrations)  with  sufficiently  large  doses 
of  the  shorter-acting  penicillins.  All  but  9 
specimens  in  the  two  series  were  inhibited 
by  in  vitro  concentrations  of  0.39  microgram 
(0.65  unit  per  milliliter)  of  penicillin  G and 
these  9 were  inhibited  by  an  MIC  of  0.78 
microgram  (1.30  units  per  milliliter) . 

On  the  other  hand,  a high  percentage  of 
specimens  showed  a strong  in  vitro  resist- 
ance to  streptomycin  and  sulfadiazine. 
Twenty-two  of  57  specimens  required  MIC 
of  streptomycin  in  excess  of  1,000  micro- 
grams per  milliliter  in  the  1968  series,  and 
8 of  50  specimens  required  MIC  of  sulfa- 
diazine in  excess  of  20  mg.  per  100  ml. 

Oxytetracycline  inhibited  in  vitro  growth 
of  all  specimens  tested  with  concentrations 
of  0.78  microgram  per  milliliter  or  less, 
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erythromycin  with  3.1  micrograms  per  milli- 
liter or  less,  and  cephaloridine  with  12.5  mi- 
crograms per  milliliter  or  less.  Plasma 
levels  well  in  excess  of  all  these  concentra- 
tions may  be  achieved  with  the  usually  rec- 
ommended dose  schedules. 
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Five  Years  of 
Experience  with 
Technetium-99m 
Sulfur  Colloid 


jection  of  suitable  radioactive  colloidal  sub- 
stances. Since  1964  we  have  been  using  this 
approach  and  have  been  scanning  liver, 
spleen,  bone  marrow,  and  lymph  nodes  with 
»9mTc-S  (technetium-99m  sulfur)  colloid. 
This  approach  is  perhaps  not  the  most  re- 
fined when  a scan  of  only  one  of  these  organs 
is  wanted,  but  at  the  present  time  it  is  more 
practical  than  any  of  the  other  radiophar- 
maceuticals designed  specifically  for  either 
liver,  spleen,  or  bone-marrow  scans.  From 
Table  I it  can  be  seen  that  the  radiation  dose 
absorbed  from  the  high  dose  of  99mTc-S  col- 
loid, with  a usable  photon  yield  of  0.9  per 
disintegration,  compares  favorably  with 
that  absorbed  from  the  lower  doses  of  the 
other  scanning  agents. 

To  take  full  advantage  of  the  potential  of 
99mTc-S  colloid,  it  has  been  necessary  to 
modify  scanning  equipment  and  technic.  In 
this  report  we  want  to  summarize  all  the 
modifications  we  have  introduced  since 
19645-9  ancj  then  give  an  evaluation  of  the 
results  obtained  with  99mTc-S  colloid  as  a 
scanning  agent. 


WOLFGANG  HAUSER,  M.D. 

Upton,  New  York 
HAROLD  L.  ATKINS,  M.D. 

Upton,  New  York 
POWELL  RICHARDS,  B.S. 

Upton,  New  York 

Medical  Research  Center  and  Department 
of  Applied  Science,  Brookhaven  National  Laboratory 


5cintigraphic  examinations  of  the  or- 
gans containing  the  bulk  of  the  cells  of  the 
reticuloendothelial  system  can  be  carried  out 
after  the  intravenous  or  subcutaneous  in- 
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Technetium-99"1  sulfur  colloid 

Technetium  was  first  suggested  as  a 
tracer  for  clinical  studies  by  Richards  in 
I960.10  Subsequently  a technetium-99m- 
labeled  sulfur  colloid  was  developed  by  the 
hydrogen  sulfide  method  at  Brookhaven  Na- 
tional Laboratory  and  evaluated  as  a scan- 
ning agent  at  several  institutions.11-13 
Since  then  other  methods  have  utilized  other 
sources  of  sulfur  such  as  thiosulfate  and 
antimony  sulfide  to  simplify  and  speed  up 
the  procedure.1415  Not  all  colloidal  forms  of 
technetium  have  the  same  biologic  distribu- 
tion, and  each  has  certain  advantages  and 
disadvantages.  We  have,  however,  con- 
tinued to  use  the  originally  developed 


TABLE  I.  Comparison  of  99mTc-S  colloid  with  organ-specific  scanning  agents 


. Absorbed 

Administered  Radiation  Dose  (in  rads) 

Dose  Bone 

Scanning  Agent  (microcuries)  Liver  Spleen  Marrow  Remarks 


Iodine-131 

150 

0.35 

Chromium-51 

400 

I ron-52 

100 

Technetium-99"1  sulfur  colloid 

10  (me.)' 

2 . 21 

...  . . Change  in  count  rate  during 

scanning  time 

16  O2  ...  Low  photon  yield  (.09  per 

disintegration) 

2.5s  Not  commercially  available 
1.64  0.26 4 Has  to  be  produced  on  day 

of  administration 
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| method  with  a few  modifications.  The  cur- 
rently used  method  is : 

Source  of  technetium.  Technetium-'.)!)"1 
is  obtained  as  pertechnetate  from  its  parent 
molybdenum-99  by  solvent  extraction  with 
methyl  ethyl  ketone.121617  The  production 
of  technetium  by  this  method  makes  per- 
technetate available  in  any  desired  concen- 
tration and  assures  a low  molybdenum  con- 
tamination which  is  essential  for  the  pro- 
duction of  colloid  by  the  hydrogen  sulfide 
method. 

Molybdenum-99  contamination  of  the  sep- 
arated technetium-!)!)"1  is  determined  by  a 
recently  developed  method  using  a commer- 
cially available  well-type  ionization  chamber 
and  lead  shield.18 

Preparation  of  colloid.  While  stirring, 
V2  ml.  of  concentrated  hydrochloric  acid 
(reagent  grade)  is  added  to  approximately 
5 ml.  of  pertechnetate  in  saline  solution. 
One  hundred  milligrams  of  gelatin  U.S.P. 
are  dissolved  in  1 to  2 ml.  of  warm  water  for 
injection  U.S.P.  and  added  to  the  solution. 
Hydrogen  sulfide  (technical  grade)  is  passed 
through  a presterilized  0.45-micron  filter 
and  bubbled  through  the  solution  for  ap- 
proximately five  minutes.  The  solution  is 
then  stirred  for  about  five  minutes.  Nitro- 
gen (prepurified  grade)  is  passed  through  a 
presterilized  0.45-micron  filter  and  bubbled 
through  the  solution  to  drive  off  excess  hy- 
drogen sulfide  until  lead  acetate  paper  is  not 
darkened  any  longer.  The  pH  of  the  solu- 
tion is  then  adjusted  to  5.5  to  6.5  with  so- 
dium hydroxide  (reagent  grade) . Free  per- 
technetate is  removed  by  passing  the  solu- 
tion through  an  anion  exchange  column. 
The  final  product  is  sterilized  by  passing  it 
through  a presterilized  0.3-micron  filter  into 
a sterile  multi-injection  vial. 

Although  the  use  of  gelatin  in  the  produc- 
tion of  technetium  sulfur  colloid  has  re- 
cently been  challenged,  we  feel  that  sufficient 
information  about  the  pharmacologic  use  of 
gelatin  has  been  accumulated  since  the  in- 
troduction of  gelatin  as  plasma  expander  in 
1915  to  warrant  its  continued  use.19-24 

Scanning  procedure 

For  scans  of  liver  and/or  spleen,  3 to  5 
me.  of  99mTc-S  colloid  are  injected  intra- 
venously; approximately  12  me.  are  used 
when  bone-mari'ow  scans  are  desired  in  ad- 
dition. For  lymph-node  scans,  up  to  2 me. 


are  injected  subcutaneously  into  the  drain- 
age bed  of  the  nodes  to  be  examined. 

The  currently  used  scanning  procedure  is 
the  result  of  several  studies  which  were  un- 
dertaken in  an  effort  to  obtain  an  optimum 
display  on  photoscans. r,  T 9 Scanning  is  per- 
formed with  a 5-inch  diameter  crystal  recti- 
linear scanner  which  is  equipped  with  a 
specially  designed  low-energy  collimator  sys- 
tem.6 The  scanning  speed  is  adjusted  so 
that  the  following  count  densities  are  ob- 
tained over  the  area  of  the  highest  radio- 
colloid concentration : more  than  2,000 

counts  per  square  centimeter  over  liver  and 
spleen,  more  than  800  counts  per  square 
centimeter  over  a limited  region  of  the  bone 
marrow,  250  counts  per  square  centimeter 
for  the  entire  bone  marrow,  and  550  counts 
per  square  centimeter  over  lymph  nodes.  To 
obtain  the  best  possible  display  on  the  photo- 
scan, the  following  steps  are  taken:  (1) 

The  picture  is  recorded  in  one  quarter  of 
the  original  size  to  aid  visual  perception9; 
(2)  A large  light  spot  (0.45  by  0.45  cm., 
corresponding  to  a 0.9  by  0.9-cm.  light  spot 
in  a 1:1  record)  is  used  to  avoid  the  intro- 
duction of  statistical  “noise”  from  a small 
light  spot7  9;  and  (3)  The  system  of  multiple 
overlapping  with  line-spacing  increments  of 
0.15  cm.  is  employed  to  reduce  the  motion 
artifact  and  to  improve  the  visual  display  of 
scans.7-9 

The  use  of  an  even  smaller  line  spacing  of 
0.075  cm.  would  be  preferable  but  would  pro- 
long the  scanning  procedure,  since  the 
scanner  is  usually  already  operating  at  its 
top  speed  of  500  cm.  per  minute  with  the 
presently  used  technic.8  Only  with  atten- 
tion to  the  details  of  recording,  as  described, 
can  an  optimum  resolution  be  achieved.  We 
have  also  used  a scintillation  camera  for 
studies  with  99mTc-S  colloid  but  prefer  the 
better  resolution  which  can  be  obtained  with 
a rectilinear  scanner  and  a focusing  colli- 
mator.25 The  only  exception  to  this  rule  is 
in  lvmph-node  studies.  In  these  the  scintil- 
lation camera  is  used  before  the  rectilinear 
scan  for  a rapid  survey  of  the  uptake  of 
colloid  in  the  various  nodes.  The  impi'oved 
diagnostic  capability  of  this  high  resolution 
scanning  system  will  be  described. 

Organ  distribution 

Exact  quantitation  of  the  relative  organ 
distribution  of  the  colloid  has  not  been  ob- 
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FIGURE  1.  Female,  age  seventy,  with  metastatic  carcinoma  of  breast.  Progression  of  metastatic 
disease  of  liver  during  triethylenethiophosphoramide  therapy.  (A)  June  8,  1966,  and  (B)  September 
14,  1966. 


tained.  Our  observations  and  those  of 
others,  however,  indicate  that  the  distribu- 
tion is  very  similar  to  that  determined  for 
colloidal  radiogold  in  man  (60  to  90  per  cent 
in  liver;  5 to  16  per  cent  each  in  spleen  and 
red  bone  marrow)  .4’26  Representative  count 
rates  with  the  same  collimator  are  250,000 
plus  counts  per  minute  over  the  liver, 
200,000  counts  per  minute  over  the  spleen, 
and  15,000  counts  per  minute  over  the  sa- 
crum after  intravenous  injection  of  12  me. 
of  99mTc-S  colloid.  Twenty-four  hours  after 
injection  the  relative  count  rates  remain  un- 
changed. The  actual  count  rates  decrease 
only  due  to  physical  decay  of  technetium- 
99m. 

The  mean  values  that  we  obtained  for  half 
times  of  blood  clearance  (2.65  minutes)  and 
liver  uptake  (2.10  minutes)  after  intra- 
venous injection  were  similar  to  those  ob- 
tained by  others  with  small  doses  of  other 
colloids.27  28  No  characteristic  pattern  for 
any  abnormality  except  cirrhosis  was  noted. 
In  cirrhosis  the  half  times  were  increased. 

Liver 

Liver  scanning  is  the  best  established  of 
all  scanning  procedures  that  can  be  per- 
formed with  99mTc-S  colloid.  Routinely 
three  views  are  taken,  and  the  spleen  is  in- 
cluded in  the  anterior  and  posterior  views 
since  a change  in  spleen  size  is  not  uncom- 
mon in  liver  disease.  As  with  other  scan- 
ning agents,  position,  size,  and  shape  of  the 
liver  and  uneven  distribution  of  the  colloid 
due  to  cirrhosis  or  space-occupying  lesions 
can  be  demonstrated.  However,  with  the 
scanning  procedure  described,  we  have 


shown  that  the  degradation  of  resolution  by 
a factor  of  2 or  3 due  to  respiratory  motion 
can  be  avoided,  and  we  have  found  it  pos- 
sible to  unequivocally  demonstrate  dilated 
bile  ducts  in  only  slightly  jaundiced  patients 
with  extrahepatic  obstruction  of  the  bile 
ducts. 8’25  29  Figure  1 gives  an  illustration 
of  the  most  common  use  of  liver  scans,  the 
detection  of  space-occupying  lesions  (in  this 
case  due  to  metastatic  carcinoma  of  the 
breast)  and  the  evaluation  of  change  during 
therapy  (in  this  case  triethylenethiophos- 
phoramide intravenously,  intraperitoneally, 
and  intrahepatically) . 

Spleen 

The  most  common  indication  for  a spleen 
scan  is  a left  upper  quadrant  mass.  Usually 
the  posterior  projection  is  best  for  small 
spleens  or  for  visualization  of  the  superior 
portion  of  the  spleen.  As  spleens  enlarge, 
they  tend  to  extend  anteriorly  and  are  then 
best  visualized  on  anterior  scans.  Best 
visualization  is,  of  course,  found  in  disorders- 
in  which  the  uptake  of  colloid  in  the  spleen 
is  enhanced.  We  have  found  this  to  be  the 
case  in  patients  with  cirrhosis  of  the  liver 
and  in  patients  with  myelogenous  leukemia. 

Seventy-eight  of  the  patients  we  have  ex- 
amined have  been  scanned  more  than  once, 
usually  to  get  objective  data  on  the  change 
of  spleen  size  in  patients  with  leukemia  un- 
dergoing treatment  with  extracorporeal  ir- 
radiation of  blood.  In  these  patients  a 
change  of  spleen  size  was  found,  usually  an 
increase  during  the  first  week  of  treatment, 
followed  by  a subsequent  decrease  in  size 
(Fig.  2). 20 
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FIGURE  2.  Female,  age  twenty,  with  chronic  myeloid  leukemia.  Change  of  spleen  size  during  ex- 
tracorporeal irradiation  of  blood.  White  blood  count  (A)  May  21,  1965,  95,100  (B)  June  2,  1965, 
43,500  and  (C)  June  30,  1965,  13,000  per  cubic  millimeter. 


FIGURE  3.  Female,  age  fifty-two  with  chronic  myeloid  leukemia.  Pain  on  left  side  of  chest,  back,  and 
upper  abdomen  since  August  1,  1965.  Splenic  infarct  (A)  August  8,  1965,  (B)  August  25,  1965,  and 
(C)  September  28,  1965. 


Next  to  splenomegaly  the  most  common 
diagnosis  made  was  splenic  infarct.  Indica- 
tion for  these  scans  was  usually  a complaint 
of  pain  in  the  left  epigastric  area.  Serial 
scans  show  progression  (Fig.  3)  and  in 
other  patients  gradual  healing  of  the  infarct. 

Another  indication  for  spleen  scanning  is 
the  diagnosis  of  Hodgkin’s  disease  in  which 


an  objective  evaluation  of  spleen  size  may 
be  helpful  in  the  staging  of  the  disease.3132 

Although  there  are  theoretical  disadvan- 
tages to  the  use  of  a colloid  for  delineation 
of  the  spleen,  our  practical  experience  has 
shown  that  spleen  scanning  with  99mTc-S 
colloid  is  a simple,  rapid,  and  reliable  pro- 
cedure. 
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FIGURE  4.  Peripheral  extension  of  functioning 
bone  marrow  in  patient  with  chronic  myeloid 
leukemia. 

Bone  marrow 

There  has  been  interest  in  imaging  the 
distribution  of  functioning  bone  marrow  in 
the  body  for  years.33-33  Undoubtedly  radio- 
iron (Fe52)  citrate  is  the  scanning  agent 
of  choice  for  outlining  the  erythropoietic 
component  of  the  hemopoietic  marrow.  Its 
main  disadvantages  are  expense  and  lack  of 
availability.  It  was,  therefore,  quite  ob- 
vious to  try  to  label  instead  the  reticuloen- 
dothelial component  of  the  marrow  and  as- 
sess the  results  for  clinical  usefulness.36 
After  more  than  five  years  of  use  of  99raTc-S 
colloid,  the  results  can  best  be  summarized 
in  the  statement  that  colloidal  material  is  a 
good  indicator  of  marrow  hyperplasia  (Fig. 
4),  while  it  cannot  be  used  for  the  evalua- 
tion of  erythropoietic  marrow  in  patients 
with  hypoplastic  or  aplastic  anemia. 

Since  marrow  hyperplasia  can  frequently 
be  diagnosed  by  easier  methods,  the  value  of 
bone-marrow  scanning  is  then  questioned. 
From  our  experience  and  that  of  others  it 
can  be  concluded  that  the  main  indications 
for  bone-marrow  scans  are  the  question  of 
replacement  of  marrow  by  tumor  (Fig.  5) 
and  the  detection  of  impaired  vascular  sup- 
ply to  bones  with  usually  active  hemopoietic 
marrow:  lumbosacral  spine,  pelvis,  and 

proximal  femur.37  39  Similar  to  the  experi- 
ence with  bone-scanning  agents,  tumor  de- 


FIGURE  5.  Male,  age  thirty-one.  Focal  involve- 
ment of  bone  marrow  by  Flodgkin’s  disease. 


posits  have  been  detected  before  they  were 
roentgenographically  visible.37’40 

In  patients  considered  to  have  normal  dis- 
tribution, activity  can  generally  be  found  in 
the  sacrum,  ilium,  ischium,  femoral  neck, 
and  lumbar  vertebral  bodies.  Scans  of  the 
dorsal  spine  are  difficult  to  obtain  because  of 
the  scattered  radiation  from  the  liver.  Ribs 
can  be  seen  on  occasion.  Normally,  activity 
is  also  found  in  the  acromion,  the  humeral 
head,  and  cervical  spine. 

We  have  found  that  in  the  majority  of 
patients  with  various  types  of  leukemia  at 
various  stages  the  distribution  is  essentially  4 
the  same  as  that  in  healthy  individuals. 
Occasionally  hyperplasia  is  found  in  a pa- 
tient with  leukemia,  but  in  the  study  of  86  r 
patients  with  leukemia  we  have  been  unable 
to  make  any  correlation  with  the  type  of 
leukemia. 

Lymph  nodes 

After  subcutaneous  injection,  99mTc-S  col- 
loid is  transported  via  lymphatics  at  a rate 
similar  to  that  of  radiogold  (Au198)  col- 
loid.41 In  normal  patients  the  inguinal  and 
iliac  lymph  nodes  can  be  demonstrated  well, 
while  only  faint  visualization  of  para-aortic 
lymph  nodes  is  achieved.  However,  en- 
hanced uptake  of  the  colloid  has  been  found 
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in  all  abdominal  nodes  in  patients  with 
Hodgkin’s  disease  in  advanced  stages  in 
which  there  is  a generalized  increase  in 
phagocytic  activity  (Fig.  r>).42'4:t 

Adverse  reactions 

The  clinical  usefulness  of  im,"Te-S  colloid 
has  been  described.  It  is  also  important  to 
establish  that  scanning  with  99mTc-S  colloid 
is  a safe  procedure.  In  our  practice  we 
have  not  encountered  any  untoward  reac- 
tions. Generally  the  following  undesired 
effects  could  be  found  from  the  use  of  radio- 
pharmaceuticals: (1)  pharmacologic  reac- 
tion, (2)  toxic  reaction,  (3)  hypersensitiv- 
ity reaction,  (4)  bacteria  or  pyrogen  reac- 
tion, and  (5)  radiation  reaction.  The  kind 
of  material  and  the  amount  of  material  used 
in  the  preparation  of  the  99mTc-S  colloid  is 
obviously  too  small  to  cause  any  reaction  of 
the  first  2 types.  Antibody  production  after 
administration  of  gelatin  has  been  described, 
but  these  antibodies  are  apparently  of  no 
clinical  significance.44  In  78  patients  we 
have  performed  multiple  studies,  in  26  pa- 
tients 5 or  more,  and  in  3 patients  10  or 
more;  no  hypersensitivity  reaction  has  been 
observed  in  any  of  these  patients.  Bacterial 
contamination  could  easily  happen,  since 
gelatin  is  a good  culture  medium  for  bac- 
teria. This  has  been  avoided  by  the  fresh 
preparation  of  the  gelatin  solution  daily 
immediately  before  the  production  of  the 
colloid.  Pyrogen  reactions  could  be  ex- 
pected due  to  the  protein  nature  of  gelatin, 
and  they  have  indeed  been  described  when 
unprocessed  gelatin  was  used  in  large 
amounts  as  a plasma  expander.45  With  the 
small  amount  of  gelatin  (0.020  to  0.080  gr.) 
injected  with  the  colloid,  we  have  not  ob- 
served any  pyrogen  reaction  nor  are  we 
aware  of  any  such  reaction  observed  br- 
others. And,  finally,  the  absorbed  radiation 
dose,  as  shown  in  Table  I,  is  comparable  to 
that  of  diagnostic  x-ray  procedures,  and, 
again,  no  reactions  are  expected,  nor  have 
we  observed  any. 

Conclusion 

From  our  experience  over  the  past  five 
years  we  would  like  to  suggest  that  at  the 
present  stage  of  development  99mTc-S  colloid 
can  be  considered  the  scanning  agent  of 
choice  for  liver,  spleen,  bone  marrow,  and 


lymph  nodes.  The  production  of  the  colloid 
is  not  time  consuming,  and  its  use  is  safe. 
We  have  described  a scanning  method  which 
best  complements  the  use  of  technetium-99'". 
With  this  method  it  has  been  possible  to 
extend  the  usefulness  of  99,"Tc-S  colloid  to 
the  diagnosis  of  dilated  bile  ducts  on  liver 
scans  and  infarcts  on  spleen  scans  and  to  the 
demonstration  of  impaired  vascular  supply 
and  replacement  of  marrow  by  tumor  on 
bone-marrow  scans. 
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P he  soft-tissue  sarcomas  vary  greatly  in 
their  sensitivity  to  ionizing  radiation.  Re- 
sistance to  the  effect  of  radiation  may  be 
caused  by  insufficient  difference  in  sensi- 
tivity between  the  malignant  cells  and  the 
normal  tissue  surrounding  the  tumor.1  The 
clinical  curability  of  a given  tumor  depends 
in  part  on  its  pattern  of  spread.  Epider- 
moid carcinoma  of  the  cervix,  for  example, 
has  a high  radiation  curability  because  it 
tends  to  remain  localized  at  the  site  of  origin 
for  a long  time.  A substantial  majority  of 
the  people  dying  of  cancer  of  the  cervix  are 
found  not  to  have  any  evidence  of  extrapel- 
vic  disease  at  autopsy.2 

By  contrast,  malignant  tumors  of  the  soft 
somatic  tissue  often  invade  local  blood  ves- 
sels and  lymphatics  and  then  quickly  escape 
from  the  site  of  origin.  This  invasive  char- 
acteristic of  these  tumors  permits  cells  to 
escape  the  primary  beam  of  radiation  and 
results  in  a low  radiation  curability  even 
when  the  cells  appear  to  be  highly  radio- 
sensitive. Tumors  in  this  category  may, 
therefore,  be  classified  as  radiosensitive  but 
not  radiocurable. 

The  increasing  number  of  effective  chemo- 
therapeutic agents  has  raised  the  possibility 
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of  combining  chemotherapy  and  radio- 
therapy with  the  objective  of  increasing 
the  cure  rate  of  tumors  that  have  this  char- 
acteristic. To  be  effective,  the  chemothera- 
peutic agent  chosen  must  be  toxic  to  the  cir- 
culating tumor  cells  as  well  as  the  primary 
lesion,  while  the  radiation  obviously  affects 
only  that  portion  of  the  tumor  in  the  pri- 
mary beam.  The  radiation  potentiators  are 
a second  category  of  drugs  that  should  be 
evaluated.  These  drugs  act  either  by  in- 
creasing the  sensitivity  of  the  malignant 
cells  or  by  decreasing  the  sensitivity  of  the 
adjacent  normal  cells.3 

The  study  to  be  reported  describes  treat- 
ment of  patients  with  inoperable  malignant 
soft-tissue  sarcomas  with  a combination  of 
methotrexate  and  radiation.  Experiences 
in  the  treatment  of  patients  with  radia- 
tion alone  and  chemotherapy  alone  are  in- 
cluded for  comparison.  The  possibility  that 
some  patients  with  locally  incurable  lesions 
may  be  cured  by  combined  treatment  will 
also  be  presented. 

Material  and  methods 

Fifteen  consecutive  patients  seen  on  the 
wards  and  clinics  of  the  Maimonides  Medi- 
cal Center  and  the  private  practice  of  one  of 
us  (S.B.)  were  treated.  The  treatment  plan 
evolved  as  the  result  of  our  experiences, 
rather  than  from  a perconceived  study  pi’o- 
tocol.  Some  of  the  patients  became  too  sick 
to  complete  the  therapeutic  program  out- 
lined for  them.  However,  these  incompletely 
treated  cases  are  also  included.  The  pa- 
tients can  be  divided  into  2 groups.  The 
first  group  was  given  methotrexate  simul- 
taneously with  a course  of  radiation  therapy 
to  doses  varying  between  2,000  and  6,000 
rads.  The  second  group  consisted  of  those 
patients  who  received  either  radiation  or 
chemotherapy  alone. 

The  radiation  technic  used  was  designed 
to  include  all  of  the  nonresected  cancer  in 
the  primary  beam  of  therapy  when  possible. 
A Picker  1,000-c.  cobalt  teletherapy  unit  was 
used  on  ambulatory  patients.  A source  skin 
distance  of  60  cm.  was  employed.  A daily 
tumor  dose  of  200  rads  was  used  in  all  cases. 
The  patients  who  were  confined  to  Maimon- 
ides Medical  Center  were  treated  with  a 250- 
kv.  Maximar  unit  having  a half  value  layer 
of  2 mm.  of  copper.  A daily  tumor  dose  of 
150  to  200  rads  was  delivered  in  these  cases. 
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Multiple  portals  were  used  to  avoid  undue 
skin  reactions.  Treatment  was  given  on 
five  consecutive  days  with  a two-day  rest 
period  each  week. 

Methotrexate  was  given  orally,  2.5  to  7.5 
mg.  daily,  in  divided  doses.  The  dose  was 
reduced  to  50  per  cent  of  the  initial  dose  if 
the  white  blood  count  fell  below  5,000  per 
cubic  millimeter  or  the  platelets  fell  below 
100,000  per  cubic  millimeter.  If  the  counts 
fell  below  3,000  or  75,000  per  cubic  milli- 
meter, respectively,  the  drug  was  discon- 
tinued. Dosage  was  resumed  when  the 
count  rose  to  pretoxic  levels.  The  drug  was 
also  discontinued  if  oral  ulceration  or  in- 
tractable diarrhea  developed.  Treatment 
was  given  seven  days  each  week  throughout 
the  course  of  radiation  treatment.  The  drug 
was  usually  given  for  one  week  before  ra- 
diation therapy  was  started. 

The  other  chemotherapeutic  agents  were 
administered  in  standard  doses.  One  pa- 
tient received  a combination  of  drugs  in  the 
following  doses:  mitomycin  C,  0.1  mg.  per 

kilogram;  phenylalanine  mustard,  0.2  mg. 
per  kilogram;  and  vincristine,  25  micro- 
grams per  kilogram.  All  were  given  intra- 
venously twice  weekly.  One  patient  received 
methotrexate  intramuscularly  without  radia- 
tion  therapy  in  a dose  of  0.6  mg.  per  kilo- 
gram twice  weekly. 

Survival  time  and  response  were  measured 
from  the  day  the  patient  was  started  on 
treatment,  rather  than  the  date  the  diag- 
nosis was  established. 

Results 

The  clinical  and  pathologic  findings,  treat- 
ment, and  response  of  the  15  patients  are 
summarized  in  Table  I.  All  the  slides  were 
reviewed  by  a single  pathologist  to  insure 
the  consistency  of  the  diagnosis  recorded. 

The  treatment  programs  and  the  patients’ 
responses  are  outlined  in  Table  II.  Seven 
of  the  15  patients  received  the  combined 
program.  The  survival  time  is  shown  in 
Figure  1.  Survival  ranged  between  two 
months  and  over  forty-eight  months.  The 
median  survival  time  was  nineteen  months 
and  the  mean  time  was  22.3  months.  Three 
of  the  7 patients  are  alive  without  evidence 
of  disease  at  intervals  of  forty-eight,  forty- 
five,  and  twenty-nine  months,  respectively. 

Right  patients  received  other  therapies. 
The  survival  range  in  these  was  between 


one-half  month  and  over  ninety-one  months. 
The  median  survival  time  was  two  months. 
The  mean  survival  time  of  14.7  months  is 
greatly  distorted  by  the  fact  that  1 of  these 
8 patients  is  alive  without  evidence  of  dis- 
ease over  ninety-one  months.  The  next 
longest  survival  was  twelve  months. 

Marked  toxic  effects  of  the  treatment 
were  anticipated  considering  the  advanced 
degree  of  debility  of  many  of  the  patients. 
Fortunately,  toxicity  was  not  severe.  Radi- 
ation treatments  were  never  discontinued 
because  of  toxicity.  Transitory  bone  mar- 
row depression,  gastrointestinal  reaction 
with  oral  ulceration,  nausea  and  vomiting, 
and  epilation  were  some  of  the  problems  en- 
countered. There  were  no  deaths  precipi- 
tated by,  or  secondary  to,  treatment. 

Case  reports 

Case  4.  A twenty-three-year-old  female  was 
admitted  because  of  a 44-pound  weight  loss  over 
a period  of  one  year  and  diarrhea  of  progressive 
severity  for  two  months.  There  was  an  inci- 
dental history  of  heroin  addiction  of  long  dura- 
tion. Abdominal  examination  revealed  a large 
mass  filling  the  right  upper  quadrant.  The 
margins  of  the  mass  could  not  be  separated 
from  the  right  kidney  or  liver.  Clinical  evalua- 
tion revealed  no  evidence  of  extra-abdominal 
metastasis.  On  intravenous  pyelography  the 
mass  was  seen  to  be  contiguous  to  the  right 
kidney.  An  exploratory  laparotomy  was  per- 
formed. A bulky  tumor  filling  the  right  retro- 
peritoneal space  extending  to  and  inseparable 
from  the  kidney  and  the  undersurface  of  the 
liver  was  found.  The  mass  extended  interiorly 
to  the  hollow  of  the  bony  pelvis  but  was  not  ad- 
herent to  the  pelvic  viscera.  The  mass  was 
biopsied.  Resection  was  considered  impossible. 
Microscopic  examination  revealed  a liposarcoma 
(Fig.  2).  The  postoperative  course  was  uncom- 
plicated. Treatment  was  instituted  on  the 
eighth  postoperative  day  using  the  combination 
of  methotrexate  orally  and  radiation  delivered' 
with  the  cobalt-60  teletherapy  unit.  A dose  of 
4,000  rads  was  achieved.  Portals  large  enough 
to  encompass  the  mass  were  used. 

No  attempt  was  made  to  shield  the  right 
kidney  or  the  pelvic  viscera.  The  left  kidney 
was  shielded  from  the  direct  beam.  The  patient 
responded  remarkably  well.  The  mass  re- 
gressed and  became  impalpable.  She  gained 
weight  and  strength.  Four  weeks  postradiation 
a second  laparotomy  was  performed  with  the 
hope  that  the  tumor  had  decreased  enough  to  be- 
come resectable.  At  the  time  of  the  second  op- 
eration no  gross  tumor  was  visible.  Several 
small  areas  within  the  mesentery  showed  ne- 
crotic change.  Biopsies  of  these  areas  were 
obtained.  Microscopically,  residual  nests  of  ne- 
crotic liposarcoma  cells  could  be  identified  (Fig. 
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TABLE  I.  Soft  tissue  sarcoma 


Age 

Cams  (years)  Sex  History  and  Findings 


1 1 istology 


Treatment 


1 .*>2 

2 4 


54 


4 23 


5 57 


6 4 


7 70 


8 19 


9 19 

10  69 


11  65 


F 6 60:  swelling  left  upper  arm;  Lipoaarcoma 
local  excision,  extension  to 
shoulder  girdle  muscles 

F 3/62:  ahdominal  swelling;  Embryonal  rhahdomy- 

exploratory  laparotomy:  osarroma 

uterine  mass  with  spread  to 
retroperitoneal  nodes,  bi- 
opsy only 

6/62:  metastasis  to  lung 


10/62:  metastasis  to  bone  and  ... 

lungs 

M 11/62:  cough,  chest  pain;  Mesothelioma 

thoracotomy;  tumor  of  vis- 
ceral and  parietal  pleura,  bi- 
opsy; free  of  symptoms 
1 /63  to  2/64 

3/64:  dyspnea,  chest  pain  . . . 


F 11/62:  heroin  addict,  right  Lipoaarcoma 

upper  quadrant  pain,  fever, 
weight  loss,  large  palpable 
mass  in  right  upper  quad- 
rant, exploratory  laparot- 
omy 

12/62:  huge  retroperitoneal 

mass,  biopsy  only 

2/63:  “second  look”  explora-  . . . 

tory  laparotomy:  no  tumor 
mass,  biopsy  of  retroperi- 
toneal fat 

F 1960:  intermittent  sciatic  pain 

1/63:  mass  in  buttock,  lytic  Fibromyosarcoma 
lesion,  right  iliac  bone 

4/63:  biopsy  of  buttock  mass, 
metastases  to  neck,  groin, 
lungs  and  spine 

1/64:  pancytopenia 
M 1960  (age  21/*):  abdominal 

distention 

6/62:  suprapubic  partial  cys- 
tectomy 

4/63:  nodular  mass  filling 

lower  abdomen  and  pelvis 
M 1/63:  dyspnea,  chest  pain, 

weight  loss 

6/63:  mass  in  neck,  axillary 

metastases,  pleural  effusion 
F 1/64:  painful  swelling,  left 

thigh,  cafe-au-lait  spots, 
nodule  in  left  flank,  biopsy 
2/64 

Mass  increased  in  size,  excised 
6/64 

8/64:  recurred 

1/65:  recurrence 


Embryonal  rhabdomy- 
osarcoma 


Fibromyxoliposarcoma 


Neurofibroma 


N eu  rofibrosa  rcoma 


F 3/64:  abdominal  pain,  weight  Leiomyosarcoma 
loss,  exploratory  laparotomy, 
large  retroperitoneal  mass 

M 7/64:  “grinding”  sensation  in  Fibromyxoliposarcoma 
abdomen,  weight  loss,  liver 
enlarged  2 FB.,  large  abdo- 
men mass,  exploratory  lap- 
arotomy 

F 9/64:  mass  on  left  forearm.  Rhabdomyosarcoma 
excised 


8/65:  recurrence 
8/66:  metastasis  to  thenar 

eminence 


6/60  to  8/60:  cobalt  tele- 

therapy, 6,000  rads 

4/62  to  6/62:  methotrexate, 
2.5  mg  per  day  and  cobalt 
therapy  (4,000  rads) 


7/62:  resection  of  abdomi- 
nal mass 

8 to  9/62:  radiation  to  lung 
plus  methotrexate  and 
chlorambucil 

Various  drugs  (treated  else- 
where) 

None 


3/64  to  4/64:  methotrexate, 
7.5  mg  per  day,  cobalt  to 
right  upper  lobe  (6,000 
rads) 

8/64  to  10/64:  cobalt  ther- 
apy to  right  lower  lobe 
12/64:  nitrogen  mustard 
12  62  to  1/63:  methotrex- 
ate, 5 mg.  per  day,  x-ray 
and  cobalt  4,000  rads 


1 1 /63  to  12/63:  radiotherapy 
to  spine  (2,500  rads)  and 
other  metastatic  sites 


4 63:  actinomycin-D 


7/63:  nitrogen  mustard 


Local  excision 


8/64:  radical  excision 

5/65:  x-ray  therapy,  2,500 
rads 

4/64  to  6/64:  methotrexate, 
5 mg.  per  day  and  cobalt 
therapy,  5,000  rads 

8 64  to  9/64:  x-ray  and  co- 
balt therapy,  2,000  rads 


8/65:  methotrexate,  5 mg. 
per  day  and  cobalt,  6,000 
rads 

8/66:  methotrexate,  5 mg. 
per  day  and  cobalt,  6,000 
rads 


(continued  on  page  858 ) 


Response 

Complete  regres- 
sion 

Objective  regres- 
sion of  abdomi- 
nal mass 


Regression  of  lung 
metastases 


No  response? 
No  change 


Partial  regression 


No  response 

No  response 
Complete  regres- 
sion, biopsy  con- 
firmed 


Symptomatic 
only,  relief  of 
pain 


None 


None 


None 

Complete  regres- 
sion 

None 


Complete 


Complete 
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TABLE  I.  ( continued ) 


Age 

Case  (years)  Sex  History  and  Findings  Histology 


Treatment 


Response 


12  70 


13  75 


14  48 


15  63 


M 


F 


F 


M 


10  64:  large  mass  in  right  ab- 
domen, no  response  to  ther- 
apy 

6/65:  exploratory  laparotomy 
and  biopsy 
7/65:  ileocolostomy 
3/65:  abdominal  pain,  weight 
loss,  mass  in  right  upper 
quadrant,  multiple  pulmo- 
nary metastasis 
8/65:  lung  biopsy 
11/65:  fever,  weight  loss,  ex- 
ploratory laparotomy 
1/66:  retroperitoneal  mass,  bi- 
opsy 

12/64:  right  shoulder  mass, 

excised 

3/66:  recurrence,  excision, 

metastases  to  lung,  left  lower 
lobectomy 

5/66:  progression  of  lung  le- 
sions and  recurrence  in  right 
shoulder 


Fibromyxoliposarcoma 


Spindle  cell  sarcoma 


Fibromyxoliposarcoma 


Rhabdomyosa  rcoma 


* Phenylalanine  mustard. 


12/64  to  3/65:  methotrex-  None 
ate,  5 mg.  per  day  and 
x-ray  therapy,  5,000  rads 


Biweekly:  mitomycin-C,  0.1  Symptomatic 
mg.  per  kilo,  PAM,*  0.2  only 
mg.  per  kilo,  and  vincris- 
tine, 25  mg.  per  kilo 


Methotrexate,  5 mg.  per  day 
and  cobalt,  5,000  rads 


Symptomatic 

only 


3/66  to  5/66:  radiation 


5/66:  x-ray  therapy  to  Progression 

shoulder,  5,000  rads 

10/66  to  12/66,  biweekly: 
methotrexate,  0.6  mg.  per 
kilo,  intramuscularly 
1/67,  postoperative  metho-  None 
trexate,  5 mg.  per  day  and 
radiation  to  one  side  of 
chest,  2,000  rads 


TABLE  II.  Treatment  program  and 
patients’  responses 


Treatment 

Num- 
ber ^ — Response — - 
of  Com-  Par- 
Cases  plete  tial  None 

Methotrexate  and  Radi- 
ation combined 

7 

3 

2 

2 

Methotrexate  and  Radi- 
ation sequentially 

1 

0 

0 

1 

Radiation  only 

4 

1 

0 

3 

Chemotherapy  only 
Nitrogen  mustard 

1 

0 

0 

1 

Actinomycin-D 

1 

0 

0 

1 

Mitomycin-C,  PAM,* 
and  vincristine 
combined 

1 

0 

0 

1 

Total 

15 

4 

2 

9 

* Phenylalanine  mustard. 


3).  Aside  from  the  biopsies,  no  further  surgery 
was  considered  necessary. 

The  patient  remained  well  without  evi- 
dence of  recurrence  of  her  disease  for  forty- 
eight  months.  Three  years  after  completing 
her  radiation  therapy,  she  delivered  a normal 
child  without  complications. 

Case  9.  A nineteen-year-old  female  had  a 
history  of  a 16-pound  weight  loss  and  abdominal 
pain.  Physical  examination  revealed  a large 
tender  mass  in  the  epigastrium.  Radiographic 
evaluation  of  the  stomach  revealed  an  ulcerat- 
ing mass  on  the  greater  curvature.  Intrave- 


MEIHOTREXATE  + RADIATION 


5 Id  IS  ?0  ?5  30  35  40  45  SO 

MONTHS 


FIGURE  1.  Survival  time. 


FIGURE  2.  Pretreatment  biopsy.  Moderately 
well-differentiated  liposarcoma  showing  trabecu- 
lar arrangement  of  spindled,  vacuolated  (lipid- 
containing)  cells  (hematoxylin  and  eosin)  (x 
125). 

nous  pyelogram,  barium  enema,  and  chest  x-ray 
films  were  all  negative.  Exploratory  laparot- 
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FIGURE  3.  Liposarcoma  four  weeks  after  com- 
pletion of  course  of  radiation  and  chemotherapy. 
This  area  of  necrosis  with  osteoid  formation 
representative  of  entire  specimen  (hematoxylin 
and  eosin)  (x  115). 


omy  revealed  a large  retrogastric  mass  invad- 
ing the  stomach  and  adherent  to  the  pancreas. 
No  definitive  surgery  beyond  the  biopsy  was  at- 
tempted. The  pathologic  report  was  anaplastic 
leiomyosarcoma.  She  was  treated  with  a com- 
bination of  methotrexate,  2.5  mg.  twice  a day. 
and  cobalt-60  teletherapy.  A dose  of  5,000 
rads  was  delivered  to  the  entire  mass.  She 
tolerated  the  treatments  poorly  and  experienced 
severe  gastrointestinal  discomfort,  nausea,  and 
vomiting.  In  spite  of  this  toxicity,  treatment 
was  completed. 

The  patient  was  not  seen  again  for  thirty-six 
months,  having  left  the  country  to  “die  at 
home.”  When  seen  again  she  was  not  only  alive 
and  well  but  in  an  advanced  stage  of  pregnancy. 
She  delivered  normal  twins  spontaneously.  As 
in  the  previous  case,  no  attempt  had  been  made 
to  shield  the  ovaries  during  her  course  of  radia- 
tion therapy.  The  portal  of  treatment,  how- 
ever, was  above  the  confines  of  the  pelvis. 

Case  11.  A sixty-five-year-old  female  was 
seen  one  year  after  incomplete  excision  of  a 
mass  in  the  left  forearm  which  was  reported  as 
rhabdomyosarcoma.  The  patient  had  no  post- 
operative radiotherapy.  At  the  time  of  her 
initial  visit  she  had  developed  a recurrence  at 
the  site  of  the  previous  surgery.  The  patient 
refused  amputation  as  suggested  by  a surgeon. 
A course  of  combined  therapy  with  methotrex- 
ate, 5 mg.  per  day,  and  cobalt-60  teletherapy 
was  instituted.  A total  dose  of  6,000  rads  was 
delivered  to  the  area  of  recurrent  disease.  The 
treatments  lasted  six  weeks.  Following  these 
treatments  her  palpable  disease  disappeared. 
She  remained  well  for  one  year  at  which  time  a 
metastatic  focus  at  the  base  of  the  left  thenar 
eminence  was  noted.  Again  surgery  was  re- 
fused. The  combined  treatment  was  again  in- 
stituted. A tumor  dose  of  6,000  rads  was  again 
achieved.  Methotrexate,  5 mg.  per  day,  was 
given  for  six  weeks.  Nine  months  following 
the  completion  of  this  program,  the  patient  de- 
veloped a large  axillary  node  which  was 
thought  to  be  the  site  of  metastatic  disease. 


This  area  was  treated  with  the  combined  pro- 
gram achieving  a tumor  dose  of  6,000  rads. 
The  disease  was  completely  eradicated,  and  the 
patient  has  remained  well  without  evidence  of 
recurrence  clinically  or  radiographically  for  an 
additional  twelve  months.  She  is  asympto- 
matic at  this  time,  thirty-five  months  after  the 
initial  treatment. 

Comment 

Although  the  use  of  chemotherapy  com- 
bined with  radiation  has  been  reported  in 
the  past,  its  advantage  over  radiation  alone 
has  not  been  established.  The  rationale  for 
the  combined  treatment  is  logical  and  ap- 
pealing. The  problem  in  many  cases  ap- 
pears to  be  the  selection  of  an  effective  com- 
bination of  agents.  The  authors  can  find 
no  reports  in  the  literature  concerning  the 
use  of  methotrexate  and  radiation  in  the 
treatment  of  malignant  tumors  of  somatic 
soft  tissues. 

For  the  group  who  received  either  radia- 
tion or  chemotherapy  exclusively,  the  re- 
sults were  not  unexpected:  7 of  8 died. 

The  1 long-term  survivor  had  localized  resid- 
ual disease  only,  when  treated.  Combined 
therapy  seemed  to  be  of  more  value  and  re- 
quires further  evaluation. 

Methotrexate  has  been  combined  with 
radiation  in  the  treatment  of  squamous  cell 
carcinoma  of  the  head  and  neck.  Friedman 
and  Dalv4  treated  132  patients  with  metho- 
trexate given  by  an  infusion  technic  or 
orally  and  combined  with  a tumorocidal  dose 
of  radiation.  They  concluded  that  the  meth- 
otrexate enhanced  the  effect  of  radiation 
therapy.  Kramer5  observed  complete  resolu- 
tion of  tumors  in  70  per  cent  of  60  patients 
with  squamous  cell  carcinoma  of  the  head 
and  neck.  They  were  treated  with  metho- 
trexate and  cobalt  given  to  full  tolerance 
doses. 

Bowden6  reported  on  the  clinical  manage- 
ment of  soft-tissue  sarcomas  with  particular 
reference  to  the  relative  values  of  surgery, 
chemotherapy,  and  radiation  therapy  in  the 
treatment  of  this  condition.  He  reported  a 
37  per  cent,  five-year  survival  in  602  cases 
treated  between  1949  and  1956.  Bowden 
felt  that  roentgen  therapy  was  largely  out 
of  favor  as  a curative  agent  in  the  manage- 
ment of  soft-part  sarcoma.  He  noted  re- 
sults reported  by  Golbey,  using  triple 
chemotherapy,  chlorambucil,  methotrexate, 
and  actinomycin-D.  Although  many  of 
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these  patients  had  significant  palliative  re- 
missions, none  were  cured. 

Perry  and  Chu7  reported  the  value  of 
radiation  therapy  in  treatment  of  recur- 
rent metastatic  soft-tissue  sarcomas.  They 
found  a 70  per  cent  response  of  the  patients 
treated.  The  mean  duration  of  response 
was  8.4  months.  Liposarcoma  showed  the 
greatest  degree  of  radiation  sensitivity. 
This  sensitivity  seemed  to  increase  with  a 
dose  of  radiation  exceeding  3,000  rads. 

The  use  of  chemotherapy  given  by  per- 
fusion combined  with  surgery,  where 
feasible,  has  been  reported  by  Stehlin.8 
Thirty-three  soft-tissue  sarcomas  of  the  ex- 
tremities were  included  in  the  study.  Pack 
and  Pierson9  described  105  cases  of  lipo- 
sarcoma treated  at  Memorial  Hospital  with 
surgery  and/or  radiotherapy.  Radiation 
therapy  seemed  to  have  a definite  value  in 
the  treatment  of  liposarcoma  only  when  used 
as  an  adjunct  to  surgery.  In  12  cases 
treated  by  radiation  alone,  1 patient  enjoyed 
a cure  of  more  than  ten  years. 

Review  of  the  literature,  therefore,  re- 
veals varying  approaches  to  the  treatment 
of  cancers  arising  in  soft  somatic  tissue. 
Surgical  excision  has  apparently  long  been 
considered  to  be  the  prime  treatment  for 
resectable  sarcomas  of  soft  somatic  origin. 
Cures  could  only  be  expected  from  those 
cases  which  were  discovered  early  enough 
to  permit  successful  extirpation.  With  the 
development  of  increasing  knowledge  in  the 
field  of  chemotherapy  and  radiation  tech- 
nics, reports  have  appeared  in  the  literature 
indicating  the  value  of  these  two  modalities. 
They  have  been  used  primarily  as  palliative 
measures  in  treating  incompletely  excised 
lesions  or  in  patients  in  whom  the  tumor  was 
not  resectable. 

Combining  chemotherapy  and  radiation 
therapy  in  the  treatment  of  cancer  has  been 
studied  in  such  areas  as  carcinoma  of  the 
lung,  bladder,  and  tumors  arising  in  the 
head  and  neck.  In  this  report  the  authors 
have  attempted  to  increase  the  survival 
rate  of  patients  with  inoperable  or  recur- 
rent tumors  arising  in  the  soft  somatic  tis- 
sue by  using  a combination  program: 
methotrexate  and  radiation. 


Summary 

Fifteen  consecutive  patients  with  a ma- 
lignant soft  somatic  tumor  were  treated. 
Nine  patients  had  a rapid  downhill  course 
without  any  evidence  of  response  to  treat- 
ment. Six  patients  appeared  to  have  bene- 
fited from  the  treatment  used.  Five  of  the 
six  responders  were  treated  with  a combina- 
tion program  of  methotrexate  and  radiation 
therapy.  The  sixth  was  treated  with  radia- 
tion therapy  alone.  The  median  survival  of 
patients  treated  with  the  combined  program 
was  nineteen  months,  compared  with  a 
median  survival  of  two  months  in  the  group 
of  patients  treated  with  various  other 
modalities. 

The  subsequent  pregnancy  of  2 of  our 
younger  female  patients  who  received  large 
doses  of  radiation  to  the  abdomen  is  noted. 

Considering  the  difference  in  survival  in 
the  two  groups,  a more  extensive  controlled 
study  would  seem  indicated. 
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QUESTION  61.  This  routine  electrocardiogram  was  taken  from  an  asymptomatic  forty-six  year- 
old  man.  The  bottom  four  tracings  were  taken  in  the  V^R,  VtR,  and  V.-R  positions. 


QUESTION  62.  The  top  strip  was  obtained  ten  days  postoperatively  from  a fifty-eight-year-old 
man  with  severe  dyspnea  and  chest  pain.  He  had  a history  of  exertional  angina.  The  lower  strip 
was  taken  three  days  later.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  61.  There  is  a negative  P wave, 
a negative  QRS,  and  inverted  T wave  in 
leads  I and  aVl.  The  precordial  leads  show 
small  r waves  and  inverted  T waves  in  V2  to 
V6.  A negative  P wave,  QRS,  and  T wave 
in  lead  I is  seen  in  patients  with  dextrocar- 
dia or  when  the  right-arm  and  the  left-arm 
electrodes  have  been  reversed.'  When,  in  ad- 
dition, the  R wave  in  the  left  precordial 
leads  does  not  increase  in  height  and  the  T 
waves  are  negative,  the  diagnosis  is  dextro- 
cardia. Large  R waves  in  the  right  precor- 
dial leads  are  confirmatory. 


Question  62.  In  both  electrocardiograms, 
there  is  right  bundle  branch  block  as  mani- 
fested by  a tall  broad  R wave  in  aVr  and  a 
slurred  S wave  in  leads  I and  aVl.  There 
is  also  marked  left  axis  deviation  as  demon- 
strated by  the  deep  S waves  in  leads  II,  III, 
and  aVf.  The  pattern  of  right  bundle 
branch  block  with  marked  left  axis  devia- 
tion indicates  disease  of  the  superior  ramus 
of  the  left  bundle  as  well  as  the  right  bundle 
and  is  often  due  to  coronary  artery  disease. 
The  significant  difference  between  the  two 
tracings  is  the  marked  peaking  of  the  P 
wave  (“p  pulmonale”)  in  the  top  tracing. 
This  is  best  seen  in  leads  II,  III,  and  aVf. 
In  the  bottom  strip  the  P waves  are  normal. 
Transitory  peaked  P waves  may  be  the  only 
manifestation  of  cor  pulmonale  secondary  to 
pulmonary  emboli,  as  was  the  case  in  this 
patient. 
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“T 

| HE  BEST  TREATMENT  for  a patient  with 
early  cancer  of  the  breast  is  not  known.”1 
Thus  opens  a recent  editorial  in  Lancet. 
This  forthright  statement  is  both  a realistic 
appraisal  of  the  shortcomings  in  our  present 
knowledge  and  a challenge  to  come  to  grips 
with  the  paradoxes  in  the  behavior  of  breast 
cancer.  Those  who  view  breast  cancer  fi'om 
a distance  see  it  as  an  entity  which  is  pre- 
sumed to  obey  the  simplistic  rule  that  early 
diagnosis  discloses  curable  cancer,  and  cura- 
ble cancer  is  cured  by  radical  mastectomy. 
Contrariwise,  when  viewed  too  closely  the 
disease  presents  a jungle  of  conflicting  data 
in  which  the  physician  is  a quixotic  charac- 
ter tilting  with  the  windmills  of  “biological 
predeterminism.”2  Both  of  these  views  dis- 
tort reality.  The  former  ignores  the  het- 
erogeneity of  biologic  phenomena  in  patients 
with  breast  cancer,  while  the  latter  confuses 
variation  with  chaos.  Both  positions  tend 
to  stultify  critical  appraisals  of  therapeutic 
results  and  negate  the  proper  exploitation  of 
the  research  potential  of  human  breast  can- 
cer. 

It  is  the  purpose  of  this  report  to  examine 
some  salient  biologic  features  of  human 
breast  cancer  and  to  consider  their  implica- 
tions to  current  therapy  and  new  ap- 
proaches to  the  control  of  the  disease. 
Particular  attention  will  be  directed  toward 
those  questions  which  might  be  answered  by 
further  clinical  and  pathologic  studies  and 


the  application  of  modern  analytic  pro- 
cedures. 

Incidence 

Breast  carcinoma  is  the  major  cause  of 
death  from  cancer  in  American  women,  yet 
it  is  relatively  uncommon  in  Japan.34 
Marked  differences  in  incidence  rates  have 
also  been  observed  between  the  Askenazic 
and  non-Askenazic  Jews  in  Israel.5  While 
these  observations  suggest  a genetic  in- 
fluence, it  is  also  noteworthy  that  premeno- 
pausal Hawaiian-born  Japanese  women  have 
an  incidence  of  breast  carcinoma  which  is 
quite  similar  to  Caucasian  Hawaiians.6 
Stemmermann  and  LipkovicB  suggest  that 
these  data  indicate  the  existence  of  a car- 
cinogenic factor  which  begins  to  operate 
during  the  childbearing  period.  An  in- 
creased influence  of  a carcinogenic  factor 
operating  during  the  premenopausal  period 
also  seems  to  be  acting  on  American  women 
as  judged  by  an  increase  in  the  incidence 
rate  of  breast  cancer."  However,  an  alterna- 
tive explanation  is  also  possible,  which  will 
be  discussed  later.  What  should  be  stressed 
is  the  existence  of  populations  which  provide 
natural  experiments  for  examining  genetic, 
geographic,  and  social  influences  on  the  de- 
velopment of  human  breast  cancer.  A com- 
parison of  data  regarding  such  variables  as 
types  of  food,  marital  age,  gestational  his- 
tory, lactation  and  nursing,  familial  history 
of  cancer,  and  so  on  in  the  contrasting  popu- 
lations should  provide  valuable  clues  to  con- 
trollable factors  favoring  a low  incidence  of 
breast  carcinoma.  Supplementing  such  in- 
formation with  biochemical  and  physiologic 
measurements  of  endocrine  function  should 
be  far  more  productive  of  meaningful  data 
than  can  be  obtained  from  the  general  popu- 
lation of  American  women. 

The  research  potential  of  these  natural 
experiments  has  been  emphasized  recently 
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by  Cole  and  MacMahon.8  Their  studies  con- 
firm the  general  clinical  observation  that  in 
the  Japanese  population  breast  cancer  is  less 
frequent  in  women  who  have  a prior  history 
of  pregnancies  than  in  the  never-gravid 
population.  Furthermore,  women  first  preg- 
nant before  the  age  of  twenty  have  half  the 
risk  of  those  first  pregnant  after  twenty-five 
years  of  age.  The  nursing  history  per  se 
appears  to  be  of  minimal  consequences  as 
compared  with  the  history  of  pregnan- 
cies.9’10 

It  should  be  noted  that  the  deterrent  in- 
fluence of  prior  pregnancies  on  the  develop- 
ment of  breast  cancer  in  women  is  in  con- 
trast to  the  enhancing  influence  of  preg- 
nancy in  mice.  The  two  species  also  seem 
to  differ  in  regard  to  the  role  of  viral  agents 
and  genetic  influences  on  the  development  of 
breast  cancer.  Neither  incidence  patterns 
nor  laboratory  investigations  implicate  viral 
causes  in  human  breast  cancer  in  contrast  to 
the  carcinogenesis  of  mammary  tumors  in 
mice.1112  While  the  occurrence  of  familial 
breast  cancer  suggests  that  genetic  factors 
may  play  a role  in  human  breast  cancer, 
such  observations  are  the  exception.13  This 
contrasts  with  laboratory  mice  bred  for  pre- 
dictable frequencies  of  breast  tumors. 
Those  who  use  the  mouse  as  a model  for 
studying  the  development  of  human  breast 
carcinoma  have  an  obligation  to  explain  the 
species-related  differences  previously  men- 
tioned or  to  justify  their  expenditure  of 
time  and  skill  on  some  grounds  other  than  a 
direct  pertinence  to  the  development  of  hu- 
man breast  cancer. 

It  should  be  noted  that  on  the  basis  of 
epidemiologic  data  MacMahon  and  Cole9 
have  raised  some  intriguing  questions  re- 
garding the  endocrinologic  factors  in  the 
development  of  breast  cancer.10  They  call 
particular  attention  to  the  etiologic  impor- 
tance of  different  estrogen  fractions  during 
the  decade  or  so  after  puberty  and  decry  the 
lack  of  measurements  during  this  period.  A 
relationship  between  the  hormone  status 
during  the  period  of  breast  development  and 
the  subsequent  incidence  of  breast  carci- 
noma is  also  suggested  by  the  observation 
that  a history  of  adolescent  acne  is  only  half 
as  frequent  among  patients  with  breast  can- 
cer as  among  the  general  population.14 
Since  adolescent  acne  is  thought  to  re- 
flect an  androgen  predominance  during  ado- 
lescence, the  observation  just  mentioned 


would  further  emphasize  the  need  to  investi- 
gate hormonal  variations  long  before  the 
onset  of  breast  cancer.  At  the  very  least,  it 
would  be  pertinent  to  compare  the  incidence 
of  adolescent  acne  in  populations  known  to 
have  contrasting  incidence  rates  of  breast 
cancer. 

Considerations  of  the  cause  of  human 
breast  cancer  should  also  take  into  account 
the  possibility  that  more  than  one  popula- 
tion exists.  Lilienfeld  and  Levin15  noted 
that  the  incidence  curves  of  breast  carci- 
noma suggested  the  existence  of  two  distinct 
types  of  disease,  tending  to  occur  before 
and  after  menopause,  respectively.  Black  and 
Chabon16  came  to  similar  conclusions  on  the 
basis  of  the  presence  and  absence  of  in  situ 
lobular  carcinoma  associated  with  invasive 
breast  cancer,  while  Berndt  and  Marwitz17 
indicated  the  existence  of  two  populations 
on  the  basis  of  the  presence  or  absence  of 
associated  fibrocystic  disease.  The  latter  au- 
thors also  suggest  that  the  association  of 
fibrocystic  changes  is  indicative  of  estrogen- 
dependent  cancers  and  that  the  over-all  sur- 
vival of  such  cases  is  superior  to  cases  with- 
out fibrocystic  disease.  The  aforementioned 
observation  should  be  considered  in  investi- 
gations of  etiologic  factors  in  human  breast 
cancer.  The  failure  to  do  so  might  make 
data  meaningless  which  are  intrinsically 
pertinent  to  particular  types  of  breast  can- 
cer. 

Precancerous  lesions 

The  natural  experiment  provided  by  the 
geographic  variations  in  incidence  of  breast 
cancer  is  also  potentially  useful  in  investiga- 
tions of  the  biologic  significance  of  so-called 
precancerous  lesions  and  in  situ  carcinomas. 
It  is  commonly  assumed  that  development  of 
breast  cancer  involves  sequential  alterations, 
namely,  atypical  hyperplasia,  leading  to  in 
situ  carcinoma,  and  followed  by  invasive 
carcinoma.  However,  the  reality  and  neces- 
sity for  such  a sequence  is  not  proved.  Nor 
is  there  general  agreement  concerning  just 
what  changes  should  be  included  under 
atypical  hyperplasia  or  where  atypia  stops 
and  in  situ  carcinoma  begins.  Nor  is  it 
known  what  determines  the  progression 
from  in  situ  to  invasive  carcinoma.  These 
questions  become  even  more  immediate  be- 
cause of  the  widespread  use  of  mammotropic 
contraceptives  with  their  tendency  to  favor 
duct  hyperplasia.  Furthermore  the  more 


864  New  York  State  Journal  of  Medicine  / April  1,  1970 


TABLE  I.  Characteristics  of  PBC  (postbenign  biopsy  breast  cancers)* 


Interval 

(years) 

In  Situ 

Dead  of  Disease 
Less  Than  Four  years 

Five-Year  Survival 

2 to  5 

4 of  17 

0 of  12 

12  of  12 

6 to  9 

2 of  26 

9 of  17 

6 of  16 

10  or  more 

2 of  35 

7 of  17 

9 of  16 

* Fooled  data  from  Flower  and  Fifth  Avenue  Hospitals  and  scattered  reports  in  the  literature. 19-11  Note  also  that 
Humphrey  and  Swerdlow**  report  an  88  per  cent  five-year  postoperative  survival  for  17  breast  cancer  patients  having  benign 
biopsies  one  and  three  tenths  to  thirteen  years  (average  5.1  years)  prior  to  their  breast  cancer. 


general  use  of  mammography  is  presenting 
the  pathologist  with  increasing  numbers  of 
small  atypical  lesions  which  constitute  diag- 
nostic problems.  These  perplexing  questions 
of  practical  and  conceptual  importance  could 
be  approached  by  a detailed  study  of  the 
range  of  breast  lesions  seen  in  populations 
having  differing  incidence  rates  of  breast 
carcinoma.  It  would  be  of  interest  to  know 
if  the  incidence  of  different  types  of  atypical 
hyperplasia  and  incipient  carcinoma  par- 
alleled the  incidence  of  invasive  cancer  in 
these  populations.  Such  information  might 
be  more  revealing  than  comparisons  between 
the  breast  parenchyma  in  control  and  can- 
cerous breasts  of  American  women.  This 
latter  procedure  has  only  limited  value  in 
identifying  “precancerous”  lesions.18 

It  would  also  appear  reasonable  to  evalu- 
ate the  biologic  potential  of  “benign”  breast 
lesions  by  comparing  the  characteristics  of 
benign  lesions  from  patients  with  and  with- 
out a subsequent  history  of  breast  can- 
cer.1822 Since  breast  cancer  develops  in 
only  a small  minority  of  patients  having 
biopsies  of  benign  breast  lesions,  it  would  be 
necessary  to  follow  such  patients  routinely 
for  long  periods  of  time.  At  the  present 
time,  however,  most  cancer  registries  do  not 
maintain  a follow-up  on  benign  breast  le- 
sions, a deficiency  which  should  certainly  be 
corrected. 

One  might  also  approach  the  problem  by 
the  reverse  procedure  of  identifying  patients 
with  breast  cancer  having  a history  of  a 
prior  benign  biopsy  of  the  breast  and  then 
investigating  the  characteristics  of  these 
“benign”  lesions.  However,  this  approach  is 
made  difficult  by  the  failure  of  most  cancer 
registries  to  distinguish  patients  with  breast 
cancer  with  a prior  benign  biopsy.  Thus 
the  retrospective  identification  of  such  pa- 
tients requires  a direct  examination  of  the 
records  of  all  patients  with  breast  cancer 
for  such  a history.  This  is  tedious  and 
time  consuming,  since  only  2 to  5 per  cent 


have  such  a history.  Furthermore,  the 
benign  lesions  may  precede  the  cancer  by 
intervals  varying  from  months  to  decades. 
It  follows  that  any  one  institution  will  have 
only  a limited  number  of  breast  cancers  with 
a benign  biopsy  taken  during  particular  in- 
tervals prior  to  the  appearance  of  the  cancer. 
The  simple  expedient  of  distinctly  identify- 
ing such  cases  in  the  cancer  registries  of  all 
institutions  would  readily  provide  a total 
series  of  some  magnitude.  If  this  procedure 
were  coupled  with  routine  follow-up  of  pa- 
tients with  benign  breast  biopsies,  we  would 
have  available  a valuable  source  of  material 
for  a prospective  type  of  investigation  of 
the  precancerous  potential  of  diverse  benign 
breast  lesions.  Perhaps  equally  important, 
it  would  be  possible  to  examine  the  charac- 
teristics of  cancers  developing  at  various  in- 
tervals after  prior  benign  biopsies. 

It  is  tacitly  assumed  that  PBC  (post- 
benign  biopsy  breast  cancers)  are  the  same 
as  the  general  population  of  breast  cancer. 
However,  preliminary  studies  in  this  lab- 
oratory suggest  that  this  assumption  may 
be  false  (Table  I).  It  appears  that  PBC  de- 
veloping two  to  six  years  after  the  benign 
biopsy  may  have  uniquely  favorable  stage 
and  survival  characteristics.  A similar 
tendency  is  apparent  in  the  data  of  Hum- 
phrey and  Swerdlow.22  The  favorable  sur- 
vival rate  of  invasive  PBC  cannot  be  ex- 
plained in  terms  of  the  histologic  type  or 
grade  of  the  primary  tumor  but  rather  ap- 
pears to  be  a function  of  host  factors. 

The  identification  of  a group  of  breast 
cancers  having  distinctively  favorable  sur- 
vival characteristics  would  provide  valuable 
material  for  endocrinologic  and  immunologic 
investigations.  The  research  potential  of 
PBC  warrants  the  effort  to  identify  and 
study  such  cases.  A collaboration  study 
involving  the  New  York  Medical  College 
(M.  M.  B.),  the  End  Results  Section,  Na- 
tional Cancer  Institute  (S.  J.  Cutler,  D.Sc.), 
and  the  Saskatchewan  Cancer  Registry  (T. 
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H.  Barclay,  M.D.)  is  now  in  progress.  Con- 
tributions of  such  cases  from  the  medical 
community  would  be  welcomed. 

The  need  for  specific  diagnostic  criteria 
for  defining  breast  lesions  has  assumed  addi- 
tional importance  in  view  of  reports  that  the 
incidence  of  breast  cancer  has  increased 
some  10  per  cent  in  the  past  two  decades. 
At  the  same  time,  however,  the  mortality 
rate  from  breast  cancer  has  remained  es- 
sentially the  same  over  the  past  thirty  years 
despite  educational  campaigns  aimed  at  de- 
tecting cancer  in  a curable  stage.  If  the 
incidence  rate  has  truly  increased  without  a 
corresponding  increase  in  death  rate,  it 
could  signify  improved  treatment  of  the 
disease.  On  the  other  hand,  the  increased 
incidence  rate  could  be  due  to  changing 
diagnostic  criteria  in  which  nonlethal  le- 
sions are  included  in  the  cancer  group.  It 
should  be  noted  that  the  entity  of  lobular 
carcinoma  in  situ  was  described  in  1941  and 
has  received  increasing  attention  since 
then.23-26  In  the  general  population  the  in- 
clusion of  such  lesions  of  breast  carcinoma 
would  have  the  effect  of  increasing  the  over- 
all incidence  rate  5 to  10  per  cent  and  the 
premenopausal  rate  some  30  per  cent  with- 
out a corresponding  increase  in  death  rate. 
In  this  connection,  it  may  not  be  coinciden- 
tal that  the  reported  increase  in  incidence 
rate  is  among  premenopausal  women,  the 
same  age  group  in  which  lobular  carcinoma 
in  situ  is  most  frequent.  It  is  obvious  that 
critical  data  bearing  on  the  question  could 
be  readily  obtained  by  direct  examination  of 
all  lesions  diagnosed  as  breast  cancer  in  the 
same  locality  in  contrasting  time  periods. 
Such  studies  have  yet  to  be  reported. 

Consideration  of  precancerous  lesions  of 
the  breast  should  also  include  the  “second 
breast,”  that  is  the  breast  contralateral  to  a 
cancerous  breast.  There  is  ample  documen- 
tation that  the  development  of  cancer  in  the 
second  breast  is  some  five  times  more  fre- 
quent than  in  the  general  female  popula- 
tion.27-29 Urban29  has  emphasized  the  fre- 
quency of  simultaneous  bilateral  cancers 
detectable  by  routine  biopsy  of  the  second 
breast.  There  appears  to  be  ample  justifica- 
tion for  a routine  biopsy  of  the  second  breast 
as  part  of  the  treatment  of  primary  breast 
carcinoma.  This  practice  would  provide  the 
earliest  possible  identification  and  treatment 
of  second  cancers  in  this  at-risk  population. 
In  addition,  routine  biopsies  of  the  second 


breast  would  provide  valuable  material  for 
the  study  of  cancer-associated  atypia  and 
the  role  of  local  factors  in  influencing  carci- 
nogenesis. Since  both  breasts  are  exposed 
to  the  same  endocrine  milieu  and  both  are 
identical  genetically,  why  does  the  cancer 
develop  in  one  breast  rather  than  the  other? 
The  fact  that  cancer  develops  in  the  second 
breast  more  frequently  than  in  the  general 
population  should  not  obscure  the  fact  that 
the  majority  of  second  breasts  do  not  de- 
velop a second  carcinoma.  One  would  sus- 
pect the  existence  of  some  hitherto  over- 
looked nongenetic  and  nonhormonal  vari- 
able (s)  which  plays  a significant  role  in 
mammary  carcinogenesis  either  favoring 
the  development  of  cancer  in  the  involved 
breast  or  deterring  its  occurrence  in  the  un- 
involved breast.  A detailed  comparison  of 
the  structural  characteristics  of  the  involved 
and  contralateral  breast  might  provide 
uniquely  favorable  experimental  material 
for  an  investigation  of  this  possibility. 

Carcinoma  in  situ 

The  description  of  lobular  carcinoma  in 
situ  of  the  breast  by  Foote  and  Stewart23 
led  many  if  not  most  clinicians  to  treat  the 
lesion  by  mastectomy.  Such  treatment  has 
been  strongly  suggested  by  the  Memorial 
Group.26  Mastectomy  certainly  controls  the 
lesion,  and  patients  so  treated  do  not,  with 
rare  exceptions,  have  recurrence  of  the  dis- 
ease. However,  lobular  carcinoma  in  situ 
occurs  predominantly  in  relatively  young 
women  in  whom  mastectomy  causes  no  small 
cosmetic  and  psychic  trauma.  Nevertheless, 
the  price  is  certainly  justified  to  control  a 
growth  which  would  otherwise  kill.  How- 
ever, the  lethal  potentialities  of  the  in  situ 
growth  has  by  no  means  been  defined,  and  a 
minority  opinion  holds  that  wide  local  ex- 
cision would  be  sufficient  treatment.  The 
comments  of  Lewison  and  Finney24  suggest 
the  reservations  held  by  some:  “the  treat- 

ment of  this  disease  is  determined  by  a con- 
cept of  the  natural  history  of  this  lesion. 
For  those  who  believe  that  ‘what  will  be,  is’ 
then  lobular  carcinoma  in  situ  is  a prein- 
vasive  cancer  requiring  mastectomy.  For 
those  who  believe  that  this  lesion  is  incipient 
or  precancerous,  then  conservative  treat- 
ment and  careful  follow-up  care  might  suf- 
fice.” Nevertheless,  these  authors  do  con- 
clude their  report  with  the  statement,  “since 
lobular  carcinoma  in  situ  may  progress  in 
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time  to  invasive  breast  cancer,  simple  mas- 
tectomy is  recommended  to  cure  today  what 
tomorrow  may  be  incurable.”  The  latter 
statement  might  also  be  applied  to  the  nor- 
mal breast,  more  so  to  the  breast  with  prior 
benign  biopsies  of  all  types  and  certainly  to 
the  breast  with  fibroadenosis,  Grade  III, 
which  Kiaer20  has  reported  as  developing 
into  invasive  breast  cancer  in  40  per  cent  of 
the  cases  followed  for  thirty  years. 

Since  the  choice  of  therapy  should  be  de- 
termined by  the  risk  from  the  disease  with- 
out such  therapy,  it  is  pertinent  to  examine 
what  is  known  about  the  risk  to  patients 
with  in  situ  lobular  carcinoma.  The  first 
risk  from  lobular  in  situ  carcinoma  treated 
by  a biopsy-type  excision  is  that  of  develop- 
ing an  infiltrating  carcinoma.  The  Me- 
morial Hospital  data  clearly  indicate  that 
only  a minority  of  the  patients  at  risk  de- 
velop infiltrating  carcinoma  of  the  same 
breast  within  twenty  years,  namely,  10  of 
40  patients.  Thus  mastectomy  would  be  un- 
necessarily mutilating  for  75  per  cent. 
Nevertheless,  one  might  properly  argue  that 
since  we  cannot  say  in  which  patients  infil- 
trating cancer  will  develop,  all  should  have 
mastectomy  to  remove  the  risk  of  cancer 
death.  Thus  the  ultimate  question  becomes, 
what  is  the  risk  of  death  from  ipsilateral 
breast  cancer  in  patients  treated  by  biopsy 
removal  of  in  situ  lobular  carcinoma.  The 
report  of  Hutter  and  Foote26  indicates  only 
1 patient  dead  and  1 living  with  dissemi- 
nated disease  due  to  ipsilateral  breast  can- 
cer. Their  data,  coupled  with  personal  ob- 
servations of  collected  cases,  suggest  that 
the  risk  of  death  from  ipsilateral  breast 
cancer  among  patients  with  biopsy-treated 
in  situ  lobular  carcinoma  of  the  breast  is 
less  than  5 per  cent  for  at  least  ten  years 
after  diagnosis  of  the  in  situ  lesion.  The 
therapeutic  problem  is  illustrated  by  the 
following  representative  case  report. 

Case  report 

A forty-five-year-old  woman  had  a biopsy 
of  her  right  breast  in  1949.  The  pathologic 
diagnosis  at  that  time  was  fibrocystic  disease. 
In  1960  a mass  developed  in  her  right  breast 
which  was  diagnosed  as  carcinoma.  A radi- 
cal mastectomy  was  performed,  and  metas- 
tases  were  found  in  two  of  eleven  lymph 
nodes.  She  has  remained  free  of  any  evi- 
dence of  disease  to  the  present  (September, 
1969).  Review  of  the  “benign”  lesion  dis- 
closed lobular  in  situ  carcinoma  which  had 
been  overlooked  originally.  If  the  lesion  had 


been  properly  diagnosed  at  age  forty-five 
and  a mastectomy  performed  at  that  time, 
she  would  have  lost  her  breast  at  age  forty- 
five  instead  of  age  fifty-six  and  yet  be  no 
better  off  at  age  sixty-four. 

It  appears  realistic  to  question  the  cate- 
gorical recommendation  of  mastectomy  for 
all  patients  with  in  situ  lobular  carcinoma. 
One  might  also  make  the  observation  that  if 
the  recent  increased  incidence  of  breast  can- 
cer is  due  in  large  part  to  the  inclusion  of  in 
situ  carcinoma,  the  unchanging  death  rate 
suggests  that  little  has  been  gained  by 
treating  such  lesions  as  cancer. 

It  should  also  be  noted  that  the  currently 
cited  risks  of  developing  invasive  breast 
cancer  are  derived  from  patients  treated  by 
a biopsy-type  excision.  No  data  are  avail- 
able on  the  therapeutic  effect  of  wide  local 
excision.  If  in  situ  lobular  carcinomas  are 
controllable  by  wide  local  excision,  unneces- 
sary and  mutilating  surgery  is  being  per- 
formed on  several  thousand  women  each 
year  in  the  United  States,  to  say  nothing  of 
the  psychic  effects  of  a cancer  diagnosis. 
This  possibility  places  an  immediate  respon- 
sibility on  the  medical  profession  to  acquire 
the  necessary  data  on  which  to  base  thera- 
peutic approaches. 

Since  in  situ  carcinomas  comprise  only 
approximately  5 per  cent  of  all  breast  can- 
cers, and  less  than  one  third  of  the  in  situ 
cancers  treated  by  local  excision  are  fol- 
lowed by  ipsilateral  invasive  breast  cancer 
over  a twenty-year  period,  it  is  difficult  for 
any  single  institution  to  accumulate  suffi- 
cient data  on  which  to  decide  therapy.  The 
same  limitation  applies  to  other  types  of  in 
situ  carcinoma  and  such  lesions  as  Grade  III 
fibroadenosis.  There  is  a real  need  to  define 
the  actual  risk  of  morbidity  and  death  from 
various  types  of  atypia  and  in  situ  carci- 
noma. Therapeutic  decisions  based  on 
available  data  are  currently  more  theologic 
than  scientific.  This  is  deplorable  when 
more  valid  conclusions  could  be  derived 
from  pooled  data  from  various  sources. 

There  is  need  for  a systematic  study  of  all 
patients  with  in  situ  carcinoma  from  a large 
geographic  area  or  from  multiple  institu- 
tions. As  physicians  we  have  a responsi- 
bility to  offer  more  than  a guess  at  the 
proper  treatment  for  a forty-five-year-old 
woman  with  lobular  carcinoma  in  situ  or 
fibroadenosis  Grade  III.  At  the  very  least, 
we  should  be  aware  of  the  limitations  of  our 
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current  knowledge. 

Incipient  carcinoma  also  provides  unique 
experimental  material  for  studies  of  the 
importance  of  structural  and  biochemical 
changes  associated  with  the  malignant 
transformation  of  cells.  There  is  a grow- 
ing awareness  that  widely  invasive  cancer 
cells  may  have  undergone  diverse  secondary 
changes  which  could  mask  the  essential  fea- 
tures of  carcinogenesis.  This  has  led  to  the 
search  for  “minimal  deviation”  cancer.30 
Incipient  carcinomas  of  the  breast  would 
seem  to  qualify  as  minimal  deviation  can- 
cers.16 Furthermore,  they  provide  a range 
of  intraductal  lesions  having  microscopic 
features  of  carcinoma  but  differing  in  their 
tendency  to  invade;  areas  of  lobular  in  situ 
cancer  are  commonly  seen  in  association 
with  invasive  breast  cancer,  yet  in  most  in- 
stances the  invasive  cells  appear  to  be  de- 
rived from  nonlobular  areas.  Similarly, 
foci  of  atypical  apocrine  metaplasia  are  com- 
monly seen  in  cancerous  breasts,  but  infil- 
trating apocrine  carcinomas  are  uncommon. 
A better  understanding  of  cancer-associated 
intraductal  atypia  might  be  supplied  by 
ultrastructural  and  cytochemical  observa- 
tions. The  research  potential  of  surgical 
pathologic  specimens  has  yet  to  be  fully 
exploited  with  modern  investigative  tech- 
nics. 

Invasive  breast  cancer 

The  ability  of  breast  carcinoma  to  metas- 
tasize widely  is  common  clinical  knowledge, 
and  even  the  layman  knows  that  deaths 
from  breast  carcinoma  are,  with  rare  excep- 
tion, due  to  such  dissemination.  It  is  there- 
fore paradoxic  that  the  laboratory  model 
(mouse  mammary  tumor)  grows  as  a mas- 
sive local  tumor  without  metastases  to  lymph 
nodes,  bone,  brain,  liver,  or  adrenals  and 
only  minimally  involves  the  lungs.  The  use 
of  such  a “model”  of  the  behavior  of  human 
breast  carcinoma  needs  re-evaluation. 
Whatever  else  it  may  be,  the  mouse  mam- 
mary tumor  is  not  a valid  model  of  the 
malignant  behavior  of  human  breast  car- 
cinoma. In  fact,  if  human  breast  carci- 
nomas behaved  like  mouse  mammary  tu- 
mors, we  would  have  no  breast  cancer  prob- 
lem. Local  excision  would  control  the  lesion 
in  the  same  fashion  as  it  controls  fibro- 
adenomas. 
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Back  Pain,  Renal  Failure,  and 
Abnormal  Infusion  Pyelogram 


Case  history 

Joseph  Kessler,  M.D.:  A fifty-two-year- 

old  white  female  office  worker  was  admitted 
to  Lenox  Hill  Hospital  for  the  evaluation  of 
her  renal  status  three  days  after  being  dis- 
charged from  another  institution.  The 
patient  apparently  had  been  in  good  health 
until  five  weeks  prior  to  her  admission  there 
when  she  experienced  the  onset  of  dull,  ach- 
ing, localized  pain  of  the  left  flank  without 
associated  malaise  or  urinary  changes. 
About  two  weeks  prior  to  the  onset  of  this 
pain,  the  patient  had  an  upper  respiratory 
infection  with  rhinorrhea  and  a mild  non- 
productive cough  which  resolved  with  sup- 
portive treatment.  There  was  no  associated 
sore  throat,  hemoptysis,  rash,  epistaxis, 
joint  pain,  fever,  chills,  night  sweats,  dys- 
uria,  nocturia,  or  urinary  frequency  as- 
sociated with  the  left-flank  pain.  The  pa- 
tient denied  any  prior  history  of  urinary 
tract  infections,  renal  calculi,  use  of  exces- 
sive analgesics,  environmental  exposure  to 
toxins,  hypertension,  eclampsia,  or  a family 
history  of  renal  disease.  On  admission  to 
the  other  hospital  the  patient’s  physical  ex- 
amination was  reportedly  within  normal 
limits  except  for  striking  pallor.  The  hemat- 
ocrit was  26,  the  white  blood  cell  count  10,- 
150  with  a normal  differential,  and  the  ery- 
throcyte sedimentation  rate  was  30  mm.  per 
hour.  The  urine  had  a specific  gravity  of 
1.015,  1 plus  albumin,  more  than  100  red 
cells  as  well  as  15  to  20  white  cells  per  high- 
power  field,  and  many  bacteria.  No  red 
cell  casts  were  present.  The  blood  urea  ni- 
trogen was  82  mg.,  the  creatinine  8.6  mg., 


FIGURE  1.  Initial  x-ray  film  of  chest  showing 
slight  rounding  of  cardiac  bordar  and  increased 
lung  markings. 


and  the  uric  acid  was  9.8  mg.  per  100  ml. 
The  sodium  was  131  mEq.,  potassium  5.0 
mEq.,  chlorides  90  mEq.,  and  bicarbonate 
18.5  mEq.  per  liter.  A urine  culture  con- 
tained no  growth  of  organisms.  The  elec- 
trocardiogram was  within  normal  limits. 

The  x-i’ay  film  of  the  chest  revealed  in- 
creased hilar  markings  and  lung  markings 
at  both  bases  (Fig.  1).  The  flat  film  of  the 
abdomen  revealed  no  abnormality.  An  in- 
fusion pyelogram  on  her  third  hospital  day 
demonstx-ated  faint  visualization  of  dye  in 
the  calyceal  collecting  systems  and  ureters 
(Fig.  2Aj.  The  right  kidney  was  1 cm. 
larger  than  the  left.  The  bladder  contour 
showed  a localized  collection  of  dye  in  the 
central  portion  typical  of  a diverticulum,  as 
well  as  a moderate  cystocele.  On  the  fifth 
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FIGURE  2.  (A)  Infusion  pyelogram  showing  normal  kidney  size  and  collecting  systems;  note  small 

bladder  diverticulum.  (B)  Normal  retrograde  pyelogram  with  excretion  of  contrast  medium  into  gas- 
trointestinal tract. 


hospital  day  retrograde  pyelography  re- 
vealed a normal  right  upper  urinary  ti’act 
(Fig.  2B).  Extravasation  of  dye  into  the 
left  upper  renal  calyces  was  present.  The 
ureters  were  normal.  A density  in  the  x'ight 
colon  outlined  by  the  films  was  regarded  as 
dye  that  had  been  excreted  into  the  ailmen- 
tary tract  following  the  infusion  pyelogram 
done  previously.  The  bladder  diverticulum 
was  again  seen.  A repeat  roentgenogram  of 
the  chest  on  her  sixteenth  hospital  day 
showed  blunting  of  the  right  and  left  costo- 
phrenic  angles,  with  increased  bronchovas- 
cular  markings,  and  bilateral  effusions 
(Fig.  3). 

Her  therapy  at  the  other  hospital  in- 
cluded a low-protein  diet,  transfusion  of 
packed  red  cells,  corrective  electrolyte  re- 
placement, and  chloramphenicol  (Chloro- 
mycetin). On  the  fifth  day  cystoscopy  re- 
vealed a mild  cystourethritis  and  a large 
diverticulum  on  the  right  side  of  the  bladder 
with  moderate  stenosis  of  the  right  ureteral 
meatus.  This  was  incised  with  meatotomy 
scissors.  Despite  this,  the  blood  urea  ni- 
trogen continued  to  rise  reaching  a level  of 
120  mg.  with  a creatinine  of  12  mg.  per  100 
ml.  Peripheral  edema  of  both  lower  ex- 
tremities developed  and  her  urinary  output 
decreased  markedly.  She  was  started  on 


FIGURE  3.  Increased  lung  markings  and  bi- 
lateral effusions  on  x-ray  film  of  chest  prior  to 
discharge  from  other  hospital. 


digoxin  and  given  methenamine  mandelate 
(Mandelamine)  and  demethylchlortetra- 
cycline  and  nystatin  (Declostatin) . Two 
days  after  discharge  a diffuse  erythematous 
pruritic  rash  developed.  One  day  later  she 
was  admitted  to  Lenox  Hill  Hospital. 

The  patient  gave  the  following  additional 
history.  She  had  an  allergic  reaction  to 
penicillin  but  had  no  previous  surgical  pro- 
cedures. She  had  fractured  a number  of 
ribs  in  the  right  thorax  years  before  in  a 
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car  accident.  She  had  had  two  uneventful 
pregnancies.  Her  menopause  occurred  at 
the  age  of  forty-nine.  She  was  a non- 
smoker  and  nondrinker  and  was  born  in 
New  York  City.  There  was  no  family  his- 
tory of  diabetes  mellitus,  hypertension,  renal 
disease,  asthma,  kidney  stones,  peptic  ulcer, 
tuberculosis,  or  tumors.  Her  recent  medica- 
tions included  digoxin,  methenamine  mande- 
late,  demethylchlortetracycline,  and  nysta- 
tin. 

On  physical  examination  she  was  a well- 
developed,  lethargic,  chronically  ill  white 
female,  appearing  older  than  her  stated  age, 
and  in  no  acute  distress.  The  blood  pressure 
was  140  systolic  and  80  diastolic  in  both 
arms;  the  pulse  was  100  per  minute  and 
regular,  the  respiratory  rate  was  20  per 
minute,  and  the  temperature  99  F.  Exam- 
ination of  the  head  revealed  multiple  pe- 
techiae  on  the  palate,  and  the  buccal  mucosal 
surfaces  bled  easily  with  minimal  stimula- 
tion. The  conjunctivae  were  pale;  the 
nasal  septum  was  intact,  and  the  mucous 
membranes  appeared  normal.  The  optic 
fundi  revealed  questionable  blurring  of  both 
disks  and  an  area  on  the  temporal  side  of 
the  left  fundus  was  suspected  as  an  old  hem- 
orrhage. The  chest  was  clear  to  percussion 
and  auscultation.  The  heart  had  a regular 
rapid  rhythm  without  any  friction  rubs, 
murmurs,  or  thrills  being  present.  The 
point  of  maximal  impulse  was  in  the  sixth 
intercostal  space  in  the  anterior  axillary 
line.  The  abdomen  was  scaphoid  with  no 
organomegaly.  The  bowel  sounds  were  nor- 
mal. Mild  costovertebral  angle  tenderness 
was  elicited  bilaterally.  The  pelvic  and 
rectal  examinations  were  unrevealing.  Four 
plus  pitting  edema  to  the  knees  was  present 
bilaterally.  The  femoral  and  posterior 
tibial  pulses  were  equal,  and  there  was  no 
clubbing  or  cyanosis  of  the  nail  beds.  The 
passive  range  of  motion  in  the  extremities 
was  full,  but  there  was  associated  tenderness 
of  all  the  major  joints.  There  was  no  palpa- 
ble peripheral  lymphadenopathy. 

The  patient  was  lethargic  but  oriented  as 
to  time,  place,  and  person.  Sensation  and 
motor  function  were  grossly  intact  except 
that  she  was  very  weak  and  moved  her  ex- 
tremities with  moderate  difficulty.  The  deep 
tendon  reflexes  were  hyperactive  and  sym- 
metrical with  no  pathologic  responses  elic- 
ited. The  skin  was  pale  and  the  turgor 
diminished.  A generalized  erythematous 


confluent  maculopapular  morbilliform  rash 
was  seen  that  blanched  on  pressure.  It  was 
not  prominent  on  the  trunk  or  back  but  was 
present  on  the  arms  and  legs.  There  seemed 
to  be  a slight  petechial  element  to  the  erup- 
tion, and  ecchymoses  were  present  over  the 
right  forearm  and  antecubital  area. 

The  hemoglobin  was  12.5  Gm.  per  100  ml. 
and  the  hematocrit  37.  The  white  cell  count 
was  9,400  with  83  polymorphonuclear  neu- 
trophils of  which  9 were  nonsegmented ; 
there  were  15  lymphocytes,  1 monocyte,  and 
1 eosinophil.  The  platelet  count  was  278,- 
000.  The  urine  had  a specific  gravity  of  1. 
010  with  2 plus  albumin  but  no  glucose  or 
acetone.  The  sediment  contained  numerous 
red  blood  cells  as  well  as  12  to  14  white 
blood  cells  per  high-power  field ; no  glitter 
cells,  red  cell  casts,  or  doubly  retractile 
bodies  were  seen.  The  fasting  blood  sugar 
was  122  mg.,  blood  urea  nitrogen  200  mg., 
creatinine  16.2  mg.,  and  the  uric  acid  12.8 
mg.  per  100  ml.  The  sodium  was  136  mEq., 
potassium  4.8  mEq.,  chlorides  94.5  mEq., 
and  bicarbonate  13  mEq.  per  liter.  The 
Veneral  Disease  Research  Laboratory  titer 
was  normal.  The  calcium  was  9.1  mg., 
phosphorus  12  mg.,  and  magnesium  2.4  mg. 
per  100  ml.,  and  alkaline  phosphatase  7.4 
King-Armstrong  units.  The  toal  protein 
was  5.2  Gm.,  with  1.7  Gm.  albumin,  and  3.5 
Gm.  globulin  per  100  ml.  The  paper  protein 
electrophoresis  revealed  an  albumin  of  43 
per  cent,  alpha-1  globulin  11.4  per  cent, 
alpha-2  globulin  16.7  per  cent,  beta  globulin 
8.8  per  cent,  and  gamma  globulin  20.2  per 
cent.  Several  lupus  erythematosus  prepara- 
tions and  Coombs’  tests  revealed  negative 
results.  The  prothrombin  time  was  fifteen 
seconds  with  a control  of  twelve  seconds 
representing  a prothrombin  content  of  60 
per  cent.  The  total  cholesterol  was  136  mg. 
per  100  ml.  A twenty-four-hour  urine  vol- 
ume of  850  cu.  mm.  contained  73  mEq.  of  so- 
dium, 20  mEq.  potassium,  and  62  mEq.  chlo- 
rides per  liter.  The  endogenous  creatinine 
clearance  was  1.67  cu.  ml.  per  minute  or  1.4 
L.  per  twenty-four  hours.  Several  blood  cul- 
tures were  sterile.  The  urine  culture  grew 
out  Aerobacter  aerogenes  in  both  the  plate 
and  broth  with  a colony  count  over  100,000 
per  cubic  milliliter.  The  organism  was  sen- 
sitive to  streptomycin  and  kanamycin.  A 
sputum  culture  contained  Friedlander’s  ba- 
cillus that  was  sensitive  to  kanamycin.  A 
twenty-four-hour  urine  of  250  cu.  ml.  had 
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FIGURE  4.  Electrocardiogram  showing  prolonged  Q-T  interval,  rapid  sinus  tachycardia,  nonspecific 
T wave,  and  S-T  segment  changes. 


0.7825  Gm.  protein,  equivalent  to  3.1  Gm. 
protein  per  liter.  The  electrocardiogram  re- 
vealed a sinus  tachycardia  at  108  beats  per 
minute  (Fig.  4).  The  Q-T  interval  was 
prolonged  for  the  patient’s  rate  with  depres- 
sion of  the  S-T  segments  in  leads  II,  III, 
aVf,  and  V4  through  V6.  There  was  low 
voltage  in  the  limb  leads  with  an  inverted  T 
wave  in  V4.  A bedside  x-ray  film  of  the 
chest  revealed  a small  amount  of  infiltration 
at  the  left  base  (Fig.  5A).  A bedside  flat 
film  of  the  abdomen  was  unremarkable. 

The  patient  was  placed  on  intravenous 
limited  hydration  with  caloric  supplements, 
sodium  bicarbonate,  vitamins,  benadr.vl,  and 
plasma  protein  fraction  (Plasmanate)  in- 
termittently. A Foley  catheter  was  inserted. 
Her  clinical  condition  remained  the  same. 
On  her  third  hospital  day  she  became 
febrile,  with  a rise  to  102.6  F. ; a nonpro- 
ductive cough  also  developed.  Physical  ex- 
amination revealed  rales  at  both  bases  with 
diminished  breath  sounds  at  the  left  base. 
The  patient  was  more  lethargic.  A bedside 
roentgenogram  of  the  chest  revealed  more 


infiltration  of  fluid  at  the  left  base  and  a 
small  amount  of  infiltration  at  the  right  base 
(Fig.  5B).  A repeat  electrocardiogram  re- 
vealed a rapid  rate  with  further  T-wave  in- 
versions in  leads  I and  V4  through  VG ; the  T 
wave  was  upright  in  lead  aVr.  The  blood 
urea  nitrogen  was  208  mg.  and  creatinine  16 
mg.  per  100  ml.  The  sodium  was  130  mEq., 
potassium  4.2  mEq.,  chlorides  83  mEq.,  and 
bicarbonate  21  mEq.  per  liter.  The  hemo- 
globin was  10.4  Gm.  per  100  ml.  and  the 
hematocrit  33.  The  white  cell  count  was 
22,200  with  90  per  cent  polymorphonuclear 
neutrophils  of  which  24  were  nonsegmented, 
8 lymphocytes,  and  2 monocytes.  A radio- 
active iodine  albumin  blood  volume  was  3.2 
L.  The  venous  pH  was  7.29.  The  patient 
was  started  on  cephalothin  and  digoxin 
along  with  nasal  oxygen. 

She  continued  to  be  febrile  and  became 
more  unresponsive;  peripheral  edema  per- 
sisted. On  the  sixth  hospital  day  she  had  a 
brief  episode  of  respiratory  distress,  cyano- 
sis, and  unresponsiveness,  and  a tracheos- 
tomy was  done.  Brief  sternal  cardiac  mas- 
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FIGURE  5.  (A)  Admission  film  of  chest  at  Lenox  Hill  Hospital  shows  marked  clearing  of  previous 

findings.  (B)  Bedside  roentgenogram  of  chest  three  days  later  with  bilateral  basilar  infiltrates 
and  effusions. 


FIGURE  6.  Bedside  x-ray  film  of  chest  with  ex- 
tensive bilateral  infiltrations  taken  three  days 
after  Figure  5B. 


sage  and  intravenous  isoproterenol  (Isuprel) 
reversed  a short  interval  of  asystole;  her 
blood  pressure  became  restabilized  without 
vasopressors.  She  was  connected  to  a Ben- 
nett respirator,  and  with  tracheal  suctioning 
hypoxia  improved.  A repeat  hemoglobin 
was  6.4  Gm.  per  100  ml.  and  hematocrit  20. 
A nasogastric  tube  was  passed  and  returned 
coffee-ground  material.  She  was  given 
packed  red-cell  transfusions,  and  her  intra- 
venous fluid  hydration  continued.  Serial 
hemograms  stabilized  after  several  trans- 
fusions, and  her  red  brown  rectal  drainage 
diminished. 


A bedside  x-ray  film  of  the  chest  showed 
considerable  increase  in  the  lung  markings 
and  parenchymal  infiltrations  throughout 
both  lungs,  more  pronounced  on  the  right 
( Fig.  6 ) . A tracheostomy  tube  was  in  place, 
and  no  rib  fractures  were  demonstrated. 
Over  the  next  three  days,  her  course  was 
marked  by  coma,  twitchings,  seizures,  and 
persistence  of  the  generalized  rash.  Diphen- 
ylhydantoin  and  phenobarbital  along  with 
calcium  supplements  were  added  to  the  reg- 
imen. Her  twenty-four-hour  urine  vol- 
umes remained  in  the  range  of  185  to  500 
cu.  ml.  A preterminal  blood  urea  nitrogen 
was  258  mg.  and  creatinine  17.2  mg.  per  100 
ml.  The  total  protein  was  4.4  Gm.,  with  1.3 
Gm.  albumin,  and  3.1  Gm.  globulin  per  100 
ml.  The  sodium  was  135  mEq.,  potassium 
5.6  mEq.,  chlorides  83.5  mEq.,  and  bicarbon- 
ate 23  mEq.  per  liter.  She  expired  quietly 
on  her  tenth  hospital  day. 

Discussion 

Francis  X.  Claps,  M.D.*:  In  summary, 

the  case  presented  is  that  of  a fifty-two-year- 
old  white  female  who  was  in  apparent  good 
health  until  the  onset  of  left-flank  pain,  hem- 
aturia, anemia,  and  anuria  rapidly  progres- 
sing to  final  death  within  ten  weeks.  Dur- 
ing the  greater  part  of  this  illness  she  was 
afebrile.  Although  a history  of  an  upper 
respiratory  infection  preceding  the  onset  of 

* Adjunct  in  Medicine,  Lenox  Hill  Hospital. 


April  1,  1970  / New  York  State  Journal  of  Medicine  873 


this  illness  by  two  weeks  raises  the  question 
of  poststreptococcal  nephritis,  she  did  not 
complain  of  associated  fever,  chills,  and 
joint  pains  or  notice  any  change  in  the  color 
or  quantity  of  her  urine.  On  her  first  hos- 
pital admission  she  had  left-flank  pain  and 
pallor  and  was  noted  to  be  anemic  and  azo- 
temic  as  well.  The  fall  in  hematocrit  ap- 
peared to  be  much  greater  than  one  would 
expect  in  uncomplicated  acute  nephritis  of 
five  weeks’  duration.  The  white  blood  count 
and  differential  were  normal,  and  the  sedi- 
mentation rate  was  only  slightly  elevated. 
The  urine  had  a fairly  high  specific  gravity, 
1 plus  protein,  and  many  red  blood  cells  per 
high-power  field  but  no  red  blood  cell  casts. 
Throughout  the  protocol  no  mention  is  made 
of  the  finding  of  red  blood  cell  casts  or  other 
casts  in  spite  of  repeated  urinalyses;  there 
were  15  to  20  white  blood  cells  per  high- 
power  field  in  the  sediment.  Although  many 
bacteria  were  seen  microscopically,  the  urine 
culture  produced  no  growth.  At  the  time  of 
her  first  admission  she  demonstrated  signifi- 
cant azotemia  and  acidosis.  It  would  appear 
from  the  nature  of  the  work-up  at  the  other 
institution  that  the  patient’s  renal  problem 
suggested  obstructive  uropathy  which  had 
to  be  ruled  out.  Would  Dr.  Pezzulli  now 
show  us  the  x-ray  films  ? 

Fred  Pezzulli,  M.D.:  The  initial  series 

of  films  that  I will  discuss  related  to  the  pa- 
tient’s previous  admission  to  another  hos- 
pital. As  noted  in  the  protocol,  the  patient 
had  an  upper  respiratory  infection  shortly 
before  being  admitted  to  that  institution. 
The  roentgenogram  of  her  chest  on  admis- 
sion shows  increased  lung  markings  bilater- 
ally and  slight  rounding  of  the  left  cardiac 
margin.  The  chest  is  otherwise  unremark- 
able (Fig.  1). 

In  view  of  the  patient’s  renal  status,  par- 
ticularly with  a blood  urea  nitrogen  of  82 
mg.  per  100  ml.,  routine  intravenous  pyelog- 
raphy was  not  attempted;  instead  an  in- 
fusion pyelogram  was  done.  This  technic 
which  utilizes  a high  dose  of  contrast 
medium  in  solution  with  a variable  quantity 
of  fluid  possessing  diuretic  properties  will 
frequently  visualize  kidneys,  which  are  not 
routinely  seen  on  intravenous  pyelography. 
In  this  case  the  kidneys  are  well  outlined 
and  normal  in  size  and  configuration.  The 
collecting  systems  are  faintly  visualized  and 
appear  grossly  normal.  There  is  no  evidence 
of  obstructive  uropathy.  A small  bladder 


diverticulum  and  cystocele  are  noted  (Fig. 
2A) . 

Retrograde  pyelography  done  three  days 
later  is  essentially  normal.  A small  amount 
of  extravasation  from  the  left  upper  collect- 
ing system  is  noted,  which  has  no  pathologic 
significance;  the  bladder  diverticulum  is 
again  noted.  Of  interest  in  the  lower  gas- 
trointestinal tract  is  the  contrast  medium 
not  excreted  by  the  kidney  (Fig.  2B). 

The  last  chest  film  available  shows  in- 
creased accentuation  of  the  lung  markings 
and  bilateral  pleural  effusions  (Fig.  3). 

On  admission  to  Lenox  Hill  Hospital  the 
chest  is  considerably  cleared.  The  lung 
markings  are  less  accentuated,  and  there  has 
been  clearing  of  the  bilateral  pleural  effu- 
sions (Fig.  5A). 

The  chest  film,  however,  undergoes  fairly 
rapid  deterioration.  Beginning  with  bi- 
lateral basilar  infiltrates  and  effusions,  there 
is  rapid  spread  of  the  infiltrates  throughout 
both  lungs  (Figs.  5B  and  6). 

Dr.  Claps  : As  was  demonstrated  by  the 

roentgenogram,  the  kidneys  appeared  to  be 
normal  in  size  and  the  calyces,  ureters,  and 
bladder  essentially  normal.  From  the 
degree  of  elevation  of  the  blood  urea  we 
would  not  expect  the  intravenous  pyelogram 
to  reveal  any  more  than  it  did.  At  this 
point  we  have  effectively  ruled  out  all  causes 
of  obstructive  uropathy,  such  as  a bladder 
tumor  involving  both  ureters,  pelvic  or  uter- 
ine carcinoma  obstructing  the  ureters,  blad- 
der neck  obstructions  of  all  types,  bilateral 
ureteral  stones,  and  even  idiopathic  retro- 
peritoneal fibrosis.  The  normal  retrograde 
pyelogram  along  with  the  lack  of  evidence 
of  chronic  or  recent  urinary  tract  infection 
would  rule  out  pyelonephritis  as  a cause  of' 
her  anuria.  The  patient  was  treated  with  a 
low-protein  diet,  blood  replacement  (packed 
cells),  and  was  given  chloramphenicol.  I 
assume  the  antibiotic  was  empirically  given 
after  cystoscopy  and  retrograde  pyelography 
were  performed.  The  patient’s  blood  urea 
continued  to  rise,  edema  of  the  extremities 
developed,  and  her  urine  output  decreased 
markedly.  She  was  digitalized  and  given 
methenamine  mandelate  and  demethylchlor- 
tetracycline  and  nystatin.  Two  days  after 
discharge  a diffuse  erythematous  rash  de- 
veloped. Her  stay  at  the  other  hospital  was 
about  three  weeks;  two  days  after  discharge 
she  was  admitted  to  Lenox  Hill  Hospital. 

On  admission  to  Lenox  Hill,  the  clinical 
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picture  was  entirely  different  from  that  de- 
scribed on  her  previous  hospitalization.  She 
was  lethargic  and  edematous  and  had  a 
generalized  erythematous  rash  over  the  en- 
tire body.  There  was  a slight  petechial 
element  to  the  eruption.  Some  petechiae 
were  present  on  the  soft  palate  and  buccal 
mucosal  surfaces.  Her  blood  pressure,  as 
noted  for  the  first  time  in  the  protocol,  was 
within  normal  limits  in  the  presence  of  a 
rising  blood  urea  nitrogen.  The  tempera- 
ture was  99  F.  The  clinical  picture  de- 
picted at  this  point  would  make  me  think 
of  the  possibility  of  bacterial  endocarditis 
with  multiple  emboli  to  the  kidneys.  While 
cases  have  been  reported  of  bacterial  en- 
docarditis primarily  with  renal  insuf- 
ficiency, I do  not  believe  there  is  sufficient 
evidence  available  to  support  the  diagnosis 
of  endocarditis  in  this  case.  The  cardiac 
findings  on  repeated  examination  were  un- 
remarkable; no  murmurs  were  described. 
The  cardiac  silhouette  on  x-ray  film  was 
normal  until  congestion  of  the  circulation 
appeared.  The  spleen  was  not  palpable  on 
repeated  examination.  I would  find  it  diffi- 
cult to  make  a diagnosis  of  bacterial  endo- 
carditis in  the  absence  of  valvular  deformity, 
with  the  exception  of  an  acute  bacterial 
endocarditis  as  seen  accompanying  pneu- 
mococcal pneumonia.  The  increase  in  heart 
size,  tachycardia,  and  evidence  of  pulmonary 
congestion  seen  at  this  stage  of  the  illness 
could  be  explained  by  congestion  of  the  cir- 
culation associated  with  fluid  retention  and 
hypoalbuminemia.  The  electrocardio- 
grapic  changes  are  nonspecific  and  are  re- 
lated to  the  electrolyte  imbalance,  (specifi- 
cally the  prolongation  of  the  Q-T  or  Q-U  in- 
terval, and  diffuse  vasculitis. 

The  laboratory  studies  performed  at  the 
time  of  admission  to  Lenox  Hill  Hospital, 
ten  days  prior  to  the  patient’s  death,  re- 
vealed 12.5  Gm.  per  100  ml.  of  hemoglobin, 
a normal  white  blood  cell  count  with  a slight 
shift  to  the  left  in  the  differential,  a urine 
specific  gravity  of  1.010,  with  2 plus  albu- 
min, numerous  red  blood  cells,  12  to  14  white 
blood  cells  but  no  glitter  cells,  red  cell  casts, 
or  doubly  refractible  bodies  in  the  urinary 
sediment.  The  blood  urea  nitrogen  at  this 
point  was  200  mg.  per  100  ml.,  and  the  total 
protein  was  5.2  Gm.,  with  1.7  Gm.  of  albu- 
min and  3.5  Gm.  of  globulin  per  100  ml.  The 
electrophoretic  pattern  revealed  a reduction 
in  albumin  and  an  increase  in  the  alpha-1 


globulin.  A twenty-four  hour  urine  collec- 
tion revealed  3.1  Gm.  of  protein  per  liter. 

With  this  degree  of  proteinuria  and  azo- 
temia, one  must  consider  the  group  of 
diseases  producing  glomerulonephritis. 
This  patient  had  an  upper  respiratory  in- 
fection two  weeks  before  the  onset  of  her 
illness,  which  is  often  seen  in  acute  post- 
streptococcal nephritis.  This  disease  is 
twice  as  prevalent  in  males  as  in  females; 
and  although  it  is  more  common  in  children, 
it  can  occur  in  adults  of  every  age.  The 
absence  of  hypertension  is  not  surprising 
since  50  per  cent  of  adults  with  nephritis 
have  been  reported  to  be  normotensive. 
This  percentage  is  reduced  as  blood  urea 
rises.  A rise  in  the  antistreptolysin  titer 
would  have  been  helpful  to  clarify  this 
diagnosis. 

Acute  nephritis  has  been  reported  as  a 
complication  of  an  epidemic  of  acute  pharyn- 
gitis, presumably  of  viral  origin,  in  which 
streptococcal  infection  was  excluded  by  bac- 
teriologic  and  immunologic  evidence. 

The  combination  of  azotemia  and  high 
urinary  specific  gravity  demonstrated  in  this 
case  is  seen  in  few  diseases  of  the  kidney 
other  than  acute  glomerulonephritis.  Red 
cell  casts  were  never  demonstrated  in  the 
urinary  sediment.  Such  a finding  would 
have  established  the  glomerular  origin  of 
the  bleeding.  In  fact,  casts  were  perculiarly 
absent  from  the  urine  sediment  of  this  pa- 
tient. Additionally,  the  urine  sodium  con- 
centration was  much  higher  than  generally 
seen  in  acute  glomerulonephritis.  It  is  more 
common  to  see  values  of  less  than  15  mEq. 
per  liter.  Sodium  wasting  is  generally  seen 
in  obstructive  uropathy. 

Acute  hemorrhagic  nephritis  superficially 
resembling  the  poststreptococcal  variety  may 
occur  in  the  course  of  lupus  erythematosus 
and  periarteritis.  Lupus  erythematosus  is 
much  more  common  in  women.  In  about  two 
thirds  of  all  patients  with  systemic  lupus, 
there  is  clinical  evidence  of  renal  involve- 
ment. Lupus  is  a common  cause  of  the 
nephi-otic  syndrome  in  women,  the  diagnosis 
having  been  made  in  one  third  of  all  adult 
and  adolescent  women  with  the  nephrotic 
syndrome  examined  at  Presbyterian  Hospi- 
tal over  a twenty-year  period. 

Lupus  nephritis  may  appear  as  acute 
glomerulonephritis  with  a classical  course  or 
may  be  fulminating  with  death  in  uremia 
after  only  a few  weeks  of  onset.  When  mas- 
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sive  proteinuria  or  azotemia  has  appeared, 
the  course  generally  is  rapidly  downhill 
within  one  to  three  years.  Hypertension  is 
rare  unless  azotemia  is  present  or  the  patient 
is  being  treated  with  steroids.  The  urinary 
sediment  is  characteristic  of  chronic  active 
glomerulonephritis  with  leukocytes,  red  cell 
casts,  double  retractile  lipid  granules,  and 
broad  granular  casts.  Other  signs  of  lupus 
such  as  a rash  and  arthritis,  as  well  as  the 
finding  of  a positive  lupus  erythematosus 
test  result,  may  disappear  while  the  ne- 
phritis is  active;  this  is  especially  likely 
with  the  development  of  the  nephrotic  syn- 
drome or  signs  of  uremia.  The  serum 
gamma  globulins  are  said  to  be  normal  in 
nephrosis  caused  by  lupus. 

The  patient’s  course  at  Lenox  Hill  Hospi- 
tal represents  the  combination  of  infection 
in  a patient  with  marked  uremia,  extrarenal 
vasculitis,  particularly  of  the  cerebral  and 
the  coronary  circulation,  and  finally  bleeding 
secondary  to  uremia. 

While  I favor  a diagnosis  of  vasculitis 
with  acute  hemorrhagic  nephritis,  I have 
been  disturbed  by  the  fact  that  this  patient 
had  flank  pain  in  the  absence  of  fever  or 
malaise.  First  mention  of  hematuria  was 
on  her  admission  to  the  hospital  when  her 
urinary  findings  were  not  typical  of  a glo- 
merular lesion.  The  only  diagnosis  I was 
unable  to  exclude  was  bilateral  renal  arterial 
obstruction.  Although  this  is  rare,  it  has 
been  described  and  may  give  a similar  pic- 
ture. The  nature  of  the  obstruction  may  be 
in  the  form  of  local  dissection  of  the  aorta 
in  the  area  of  the  renal  artery.  Once  this 
has  occurred  and  the  clinical  picture  of 
uremia  progresses  with  the  formation  of 
edema,  differentiation  is  impossible.  This 
possibility  could  have  been  ruled  out  early 
in  the  course  of  the  patient’s  illness  by 
arteriography.  My  final  diagnosis  then  is 
that  of  vasculitis  with  acute  hemorrhagic 
nephritis. 

Clinical  diagnoses 

1.  Uremia,  cause  unknown 

2.  ? Poststreptococcal  glomerulonephritis 

3.  ? Vasculitis 

Dr.  Claps’  diagnosis 

Vasculitis  with  acute  hemorrhagic  ne- 
phritis 


Pathologic  report 

Michael  S.  Bruno,  M.D.:  At  this  point 

I would  like  to  open  up  the  conference  for 
discussion.  Are  there  any  comments  or 
questions  anyone  in  the  audience  may  want 
to  make? 

John  V.  Waller,  M.D.:  The  sudden  on- 

set of  left  flank  pain  and  hematuria  is  very 
suggestive  of  a renal  infarction,  and  vasculi- 
tis could  well  be  the  underlying  cause  of  this. 

Joseph  R.  Kuh,  M.D.:  I would  like  to 

suggest  a diagnosis  of  amyloidosis ; certainly 
it  should  be  mentioned  in  any  patient  with 
uremia  who  has  a normal  blood  pressure. 
The  involvement  of  her  adrenal  glands  with 
amyloid  may  explain  her  salt  wasting. 

Dr.  Bruno:  But  how  would  you  explain 

her  microscopic  hematuria  on  that  basis,  Dr. 
Kuh? 

Dr.  Kuh  : Red  cells  can  be  seen  in  the 

urine  sediment  of  any  patient  who  has  glo- 
merular involvement. 

Dr.  Bruno:  However,  the  clinical  course 

of  amyloidosis  is  not  so  fulminating;  I would 
rather  suspect  that  arteritis  was  present. 

Dr.  Kessler:  What  means  are  available, 

Dr.  Bruno,  for  making  a diagnosis  of  arte- 
ritis in  a patient  who,  when  initially  seen,  is 
uremic,  that  is,  in  whom  a percutaneous 
renal  biopsy  would  be  contraindicated;  and 
have  you  any  experience  with  tuberculosis 
causing  renal  hypertension? 

Dr.  Bruno:  In  a patient  such  as  ours, 

with  significant  renal  disease  of  unknown 
cause,  in  whom  you  suspect  the  diagnosis  of 
arteritis,  the  use  of  the  rectal  biopsy  (suc- 
tion or  cutting)  to  confirm  such  a diagnosis 
should  be  mentioned.1  This  is  particularly- 
true  when  renal  biopsy  is  contraindicated  or 
technically  impossible.  In  polyarteritis 
nodosa  the  gastrointestinal  system  is  in- 
volved in  50  to  82  per  cent  of  the  cases.-  In 
an  autopsy  study  Griffith  and  Vural3  found 
that  the  liver,  pancreas,  and  spleen  were  the 
abdominal  organs  most  frequently  involved 
followed  by  the  mesenteric  vessels  and  small 
bowel  which  showed  changes  in  5 of  17  pa- 
tients. Felsen4  reported  a patient  in  whom 
the  diagnosis  of  polyarteritis  was  suspected 
because  of  the  appearance  of  a vasculitis 
of  the  rectal  mucosa  noted  during  sig- 
moidoscopy and  later  substantiated  at 
necropsy.  The  other  more  common  ap- 
proaches for  the  histologic  documentation  of 
arteritis  are  muscle,  skin,  testicle,  or  kidney 
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biopsies.  Muscle  biopsy  in  the  diagnosis  of 
polyarteritis  is  positive  in  a maximum  of  35 
per  cent  of  such  patients.'*  In  male  patients 
in  one  series,  86  per  cent  of  44  male  patients 
with  polyarteritis  nodosa  were  found  at 
autopsy  to  have  testicular  lesions.'1  In  an- 
other series,  70  per  cent  of  necropsies  in  pa- 
tients with  polyarteritis  had  renal  involve- 
ment.7 Occasionally  in  cases  of  renal  tu- 
berculosis, arteritis  develops  usually  in- 
volving the  larger  arteries  which  may  pro- 
duce renal  hypertension.8 

Dr.  Kessler:  How  would  you  explain 

the  bowel  concentration  of  dye  after  her  in- 
fusion pyelogram.  Dr.  Bruno? 

I)R.  BRUNO:  The  detection  of  contrast 

material  within  the  intestine  after  urog- 
raphy represents  an  alternative  excretory 
route  in  patients  with  severe  renal  disease. 
Apparently  some  patients  with  severe  uri- 
nary tract  disease  excrete  the  urographic 
material  into  the  gallbladder  and  the  bowel 
by  means  of  both  liver  detoxification  and 
selective  mucosal  excretion  by  the  small 
bowel.  The  relationship  between  the  degree 
of  renal  impairment  and  this  vicarious  ex- 
cretion is  uncertain,  and  the  exact  mecha- 
nism is  unknown.  However,  it  adequately 
explains  the  finding  of  contrast  medium  in 
the  colon  after  the  infusion  pyelogram  in 
our  case. 

Richard  Kones.  M.D.:  What  is  the 
postulated  mechanism  for  salt  wasting  seen 
in  this  patient? 

Dr.  Bruno:  I would  like  Norman  Deane, 

M.D..  to  answer  that  question,  since  he  was 
the  physician  responsible  for  the  patient's 
care. 

Norman  Deane,  M.D.:  That  a low 
twenty-four-hour  urine  sodium  excretion  oc- 
curs in  acute  glomerulonephritis  is  well 
known.  The  pathologic  disturbance  is  a glo- 
merular lesion  with  the  glomerular  filtration 
rate  decreasing,  and  hence  the  tubular  re- 
sorption of  sodium  becomes  greater  so  that 
a glomerular-tubular  imbalance  occurs.  Al- 
dosterone or  the  renin-angiotensin  mecha- 
nism are  not  thought  to  be  activated,  but 
then  again  vascular  inflammation  may  affect 
the  juxtaglomerular  cells  in  that  area.  Oc- 
casionally, cases  are  seen  in  which  this  mis- 
leads us.  If  the  urinary  sodium  value  is 
low,  the  tubular  function  is  good;  if  the 
urinary  sodium  is  high,  one  cannot  say  that 
the  reverse  is  true,  since  physiologic  mecha- 


nisms or  the  state  of  the  patient  vary.  This 
patient  was  very  ill  on  admission  to  the  hos- 
pital; she  was  obtunded  and  azotemic,  and 
all  these  findings  pointed  to  the  severity  of 
her  renal  disease. 

Dr.  Kessler:  What  role  does  the  uric 

acid  level  play  in  the  production  of  the  var- 
ious manifestations  of  uremia,  in  particular 
pericarditis? 

I)R.  BRUNO:  Patients  with  uremic  peri- 

carditis have  been  shown  to  have  higher 
uric  acid  levels  at  a given  level  of  the  blood 
urea  nitrogen  than  patients  without  peri- 
carditis. 

Dr.  Kessler:  Dr.  Pezzulli  mentioned 

that  the  pyelogram  study  revealed  a right 
ureterocele;  what  is  the  difference  between 
a ureterocele  and  a bloodless  diverticulum, 
Dr.  Bruno? 

Dr.  Bruno:  A ureterocele  is  a mass 

within  the  urinary  bladder  composed  of 
prolapsed  mucosa  of  the  distal  ureter.  A 
diverticulum  of  the  bladder  does  not  contain 
a ureter  within  its  walls.  When  both  the 
lower  ureter  and  the  bladder  are  filled  with 
opaque  material,  as  during  intravenous  pye- 
lography, both  the  outside  and  the  inside  of 
the  ureterocele  are  delineated  by  contrast 
material,  and  only  the  thin  wall  of  pro- 
lapsed mucosa  creates  a negative  shadow. 
With  slight  prolapse  and  a small  lesion, 
this  thin  negative  shadow  assures  the  char- 
acteristic “cobra-head”  configuration.  The 
ureterocele  generally  obstructs  the  ureter 
from  which  it  originates.  It  may  be  con- 
fused with  a bladder  neoplasm  or  may  even 
prolapse  through  the  urethra.  There  is  an 
unusually  frequent  association  with  duplica- 
tion of  the  urinary  tracts.  At  this  point,  I 
would  like  to  introduce  Sheldon  Sommers, 
M.D..  our  director  of  pathology,  who  I know 
has  a particular  interest  in  the  kidney,  and 
ask  him  to  demonstrate  the  pathologic  con- 
dition. 

Sheldon  C.  Sommers,  M.D.*:  We  will 

now  consider  the  major  organs  involved  and 
demonstrate  the  gross  and  microscopic 
changes. 

The  heart  appeared  grossly  within  normal 
limits,  except  for  fibrinous  pericarditis.  The 
coronary  arteries  did  not  show  the  nodular 
thickenings  described  in  the  original  case 
of  periarteritis  nodosa  described  by  Kuss- 
maul  and  Maier.9  Such  classical  gross  le- 

* Director  of  Laboratories,  Lenox  Hill  Hosiptal. 
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FIGURE  7.  Severely  inflamed  and  necrotic  small 
arterial  lesion  in  urinary  bladder  wall  accom- 
panied by  inflammation  of  adjoining  vein  (hema- 
toxylin and  eosin  stain,  x 230). 


sions  of  arteritis  are  scarcely  ever  seen  now- 
adays. Microscopically,  the  pericardium 
contained  a striking  lesion  involving  necro- 
sis of  an  artery  with  severe  perivascular  in- 
flammation, comprising  plasma  cells,  lym- 
phocytes, and  macrophages. 

The  lungs  were  quite  heavy  and  dark 
colored  with  consolidation,  weighing  1,050 
Gm.  (right)  and  800  Gm.  (left).  Pleural 
effusions  of  250  and  300  cc.  were  also  pres- 
ent. The  gross  and  microscopic  changes 
were  severe  enough  to  attribute  death  to 
the  pulmonary  disease,  which  consisted 
microscopically  of  confluent,  locally  necrotiz- 
ing bronchopneumonia,  evidently  of  bacte- 
rial origin.  Also,  one  artery  showed  ne- 
crotizing arteritis  and  periarteritis  similar 
to  that  in  the  pericardium.  From  this  view- 
point the  present  case  corresponds  to  Rose 
and  Spencer’s10  group  of  periarteritis  no- 
dosa involving  the  lung,  but  the  other  clini- 
cal and  pathologic  features  do  not  closely 
resemble  their  cases.  Section  of  the  trachea 
demonstrated  necrosis  of  the  epithelium  and 
bacterial  colonies.  No  granulomas  were 
found,  as  in  Wegener’s  granulomatosis,  and 
the  changes  are  believed  secondary  to  tra- 
cheostomy. 

The  urinary  bladder  showed  the  divertic- 
ulum described  by  the  radiologist.  Micro- 
scopically, in  the  muscularis  there  was  an- 
other typical  lesion  of  periarteritis  nodosa 
type  (Fig.  7).  In  addition,  an  adjacent  vein 
was  similarly  inflamed.  Since  no  gross  vas- 
cular lesions  were  found  anywhere,  the  con- 
dition is  that  of  microscopic  periarteritis 
nodosa  or  the  subvariety  called  allergic  angi- 
itis by  Zeek.11 

The  kidneys  weighed  200  and  275  Gm.  and 
were  swollen,  partly  by  edema,  with  numer- 
ous petechiae,  typical  of  the  so-called  flea- 


FIGURE  8.  Multiple  punctate  hemorrhages  of 
kidney  surface  evident  on  right;  swollen  edema- 
tous parenchyma  of  sectioned  kidney  shown  on 
left. 

bitten  kidney  of  active  glomerulonephritis 
(Fig.  8).  Microscopically,  the  entire  corti- 
cal architecture  was  destroyed  by  inflamma- 
tory parenchymatous  atrophy.  Glomeruli 
all  showed  severe  proliferative  glomerulone- 
phritis with  thickened  capillary  walls  and 
basement  membranes  (Fig.  9A).  Crescents 
were  numerous.  The  convoluted  tubules 
were  degenerated,  atrophic,  or  necrotic,  and 
there  was  extensive  interstitial  infiltration 
by  plasma  cells  and  lymphocytes.  Collecting 
ducts  contained  blood  hemecasts,  indicating 
terminal  acute  renal  tubular  necrosis. 

Besides  these  changes,  numerous  lesions 
of  small  and  medium-sized  arteries  were 
present,  typical  of  periarteritis  or  polyarte- 
ritis nodosa,  as  already  described  and  pre- 
dicted by  our  discusser  (Fig.  9B).  Veins 
were  likewise  affected.  In  arteries  elastic 
tissue  stains  showed  breaks  in  the  internal 
elastic  membrane.  In  experimentally  in- 
duced arteritis,  antigen-antibody  complexes 
are  arrested  at  the  elastic  laminae;  and 
when  they  break  through,  the  full  thickness 
of  the  arterial  wall  becomes  involved. 
Thrombi  occluded  some  arteries  and  con- 
tributed to  the  parenchymal  necrosis. 

It  is  of  interest  that  the  glomerulone- 
phritis accompanying  periarteritis  nodosa 
does  not  show  any  localization  of  globulins 
with  fluorescent  antiglobulin  reagents.  This 
is  emphasized  in  the  chapter  by  Baldwin  and 
McCluskey12  in  the  new  book  on  kidney  dis- 
ease edited  by  Becker.  It  is  curious  that  the 
condition  in  which  Rich  in  194213  pointed 
out  the  likelihood  of  antigen-antibody  reac- 
tion participation  now  proves  to  be  the 
major  form  of  glomerulonephritis  without 
good  evidence  of  antibody  localization.  The 
venous  lesions  resembled  Waksman’s14  find- 
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FIGURE  9.  (A)  Advanced  proliferative  glomerulonephritis  with  destruction  of  glomeruli,  crescent 

formation,  and  tubular  atrophy  found  microscopically,  as  well  as  arteritic  lesions  as  in  Figure  6 (pe- 
riodic acid-Schiff  stain,  x 230).  (B)  Typical  periarteritis  nodosa  lesion  in  striated  muscle,  one  of 

many  that  occurred  in  this  patient  (hematoxylin  and  eosin  stain). 


ings  in  delayed  hypersensitivity  and  suggest 
that  cellular  immunity  may  have  been  im- 
plicated. 

The  spleen  was  not  enlarged  and  showed 
white  spots  which  proved  microscopically  to 
be  multiple  periarteritic  lesions  with  necro- 
sis, involving  the  white  pulp  in  the  liver, 
pancreas,  periadrenal  fat,  and  mesentery. 

Striated  muscle  contained  numerous 
microscopic  lesions  of  periarteritis.  This 
was  uncommon  in  an  autopsy  series  of  30 
cases  reviewed  by  Patalano  and  myself,7 
only  1 of  which  might  have  been  recognized 
by  muscle  biopsy.  If  a biopsy  were  possible, 
a kidney  biopsy  would  seem  preferable. 

In  the  present  case,  and  in  fact  usually, 
the  cause  of  periarteritis  nodosa  is  unknown. 
Similar  human  lesions  have  been  described 
in  serum  sickness,  hypersensitivity  to  sul- 
fonamides or  penicillin,  and  other  immuno- 
logic reactions.  However,  hypersensitivity 
angiitis  may  not  be  applicable  to  similar 
lesions  recorded  after  small-vessel  injury 
following  coarctation  repair,  or  in  patients 
with  scleroderma  treated  with  corticoste- 
roids. Experimentally,  comparable  lesions 
occur  after  injections  of  aldosterone,  angio- 
tensin, or  renin,  and  in  animals  after  salt 
loading  with  desoxycorticosterone. 

The  only  therapy  suggested  as  helpful  in 
periarteritis  nodosa  has  been  corticosteroids, 
but  in  the  present  rapidly  progressing  case 
with  multiple  organ  involvement  and  uremia 
with  end-stage  kidney  disease  any  treatment 
w7ould  have  been  hopeless. 

Final  anatomic  diagnoses 

1.  Necrotizing  angiitis  ( polyarteritis  no- 
dosa) involving:  kidneys  ( with  renal  fail- 


ure clinically),  liver,  pancreas,  spleen,  peri- 
cardium, serosal  vessels,  skeletal  muscle, 
adrenal  gland,  and  bladder 

2.  Subacute  glomerulonephritis 

3.  Fibrinous  pericarditis 

4.  Necrotizing  hemorrhagic  pneumonia, 
severe 

5.  Acute  bronchiolitis  and  tracheitis 
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Qarbon  monoxide  prevents  red  cells  from 
acquiring  oxygen  usually  by  forming  an  ir- 
reversible combination  of  carboxyhemoglo- 
bin.  The  carboxyhemoglobin  does  not  com- 
bine with  oxygen  and  therefore  is  of  no 
value  in  respiration.1 

Prolonged  exposure  to  carbon  monoxide 
results  in  brain  damage.  The  electroen- 
cephalogram shows  evidence  of  slow  wave 
activity  almost  immediately  after  the  onset 
of  carbon  monoxide  poisoning.  One  minute 
after  intoxication,  only  a low  amplitude  of 
5 cycles  per  second  of  rhythm  is  seen.2  The 
cerebral  cortex  shows  low-frequency  delta 
waves  of  high  amplitude  which  persist 
throughout  intoxication.2 

The  pathologic  changes  in  the  cases  that 
die  within  a few  hours  include  edema,  con- 
gestion, and  multiple  minute  perivascular 
hemorrhages.  The  cases  which  survive  for 
several  days  have  ischemic  changes  in  the 
neurones,  areas  of  softening  in  the  cerebral 
cortex,  and  basal  ganglia  secondary  to  anox- 
emia. 


The  prognosis  depends  on  the  severity  of 
the  poisoning,  and  death  usually  occurs 
when  the  coma  is  prolonged  beyond  forty- 
eight  to  seventy-two  hours.  Recovery  of 
consciousness  in  these  cases  is  generally  as- 
sociated with  mental  confusion,  memory 
loss,  and  local  signs  of  damage  to  the  brain.3 

The  electroencephalogram  shows  changes 
characteristic  of  carbon  monoxide  poison- 
ing. The  normal  hippocampal  rhythm  is 
demonstrated  by  very  regular,  rather  slow 
waves  seen  in  the  recordings.  The  cortical 
rhythm  appears  to  be  faster.  Almost  im- 
mediately after  the  onset  of  carbon  monox- 
ide poisoning,  the  hippocampal  rhythm  is 
greatly  reduced,  and  one  minute  after  in- 
toxication only  a low  amplitude  of  5 cycles 
per  second  of  rhythm  is  seen. 

In  many  experiments  oxygen  treatment 
restored  the  conductivity  of  the  tissue,  but 
the  original  level  was  not  reached.2 

Theory 

Exposure  to  high  oxygen  pressure  may 
produce  toxic  conditions  to  man  and  animals. 
“The  acute  central  nervous  system  mani-  j 
festations  of  oxygen  toxicity,  including  con- 
vulsions, may  limit  the  safe  period  of  oxygen 
breathing  to  minutes  at  pressures  in  excess 
of  three  atmospheres.  Apparently,  three  to 
five  hours  of  uninterrupted  exposure  at  less 
than  two  and  one-half  atmospheres  of  oxy- 
gen pressures  are  tolerated  reasonably 
well.”4 

Oxygen  at  a pressure  of  3 atmos.  abs. 
was  administered  to  40  patients  suffering 
from  carbon  monoxide  poisoning  hypoxia  in 
Amsterdam,  The  Netherlands,  with  satis- 
factory results.5 

The  toxic  effects  of  oxygen  are  well  known 
but  are  only  partly  understood.  The  mech- 
anism of  the  more  serious  effects,  such  as, 
congestion,  hemorrhage,  edema,  and  chemical 
pneumonitis,  is  unknown,  but  it  is  possible 
that  primary  damage  involves  the  blood  ves-  j 
sels.  Oxygen  when  present  at  very  high  ten- 
sions causes  intense  vasospasm.  This  may  be 
clearly  seen  in  the  retina  and  may  be  detected 
by  indirect  means  in  other  parts  of  the  body.0 


880  New  York  State  Journal  of  Medicine  / April  1,  1970 


TABLE  I.  Average  blood  oxygen  responses  to  hyperbaric  oxygen  in  10  normal  subjects 

Blood 

Absolute  Oxygen  Pressure  Oxygen  Content 

Atmospheric  Inspired  (mm.  Hg) • — (vol.:vol.)  — 


Pressure 

Gas 

Arterial 

Venous 

Arterial 

Venous 

1 

Air 

89 

41 

19:1 

14:9 

1 

Oxygen  (100  %) 

507 

57 

21:2 

17:2 

3 04 

Oxygen  (100  %) 

1,721 

424 

25:2 

20:7 

Rationale  for  hyperbaric  oxygen 

The  current  therapy  for  cerebral  anoxia 
and  carbon  monoxide  poisoning  is  utiliza- 
tion of  oxygen.  “Hypoxia  can  be  corrected 
and  the  release  of  carbon  dioxide  is  acceler- 
ated markedly  during  the  exposure  to  sev- 
eral atmospheres  of  oxygen  pressure.”'  The 
recent  results  indicate  that  therapy  should 
be  instituted  promptly. 

“By  administering  100  per  cent  oxygen  at 
3 atmospheres,  the  quantity  of  oxygen  physi- 
cally dissolved  in  the  plasma  increases  about 
6 volumes  per  cent;  the  arteriovenous  oxy- 
gen difference  is  therefore  increased  about 
6 times.”*  This  permits  the  plasma  oxygen 
to  substitute  for  oxyhemoglobin  in  transport 
and  thus  changes  the  tissue  hypoxia  (Table 

I). 

Case  report 

At  1 :30  P.M.  on  April  26.  1967,  a seventy- 
one-year-old  right-handed,  white  female  was 
admitted  to  St.  Barnabas  Hospital  in  coma 
as  the  result  of  long  exposure  to  carbon 
monoxide.  According  to  information  ob- 
tained when  she  was  admitted  to  the  hos- 
pital, the  patient  was  asleep  in  her  apart- 
ment over  a garage.  About  midnight,  a car 
was  driven  into  the  garage,  and  the  motor 
was  left  running.  The  car’s  motor  con- 
tinued to  run  all  night,  and  at  7:00  A.M.  a 
family  who  lived  two  stories  above  the  pa- 
tient was  aroused,  noted  changes,  and  called 
the  West  Orange  police.  When  the  door  to 
the  patient’s  apartment  was  forced  open  by 
the  police,  she  was  found  in  a comatose 
state. 

The  police  rushed  her  to  the  nearest  hos- 
pital which  was  Orange  Memorial  Hospital 
in  Orange,  New  Jersey,  and  treatment  was 
started  immediately.  Oxygen  was  given  by 
mask  at  8:00  A.M.  and  changed  to  oxygen 
by  nasal  catheter  at  10:30  A.M.  Six  hun- 
dred thousand  units  of  penicillin  were  ad- 


ministered at  9:20  A.M.  The  patient  was 
put  in  hypothermia  at  99 F.  temperature  at 
11:15  A.M.,  and  catheterization  of  the  blad- 
der was  ordered  and  two  pints  of  blood  for 
transfusion.  The  blood  pressure  on  arrival 
at  Orange  Memorial  was  130/90;  pulse  108, 
and  respirations  26.  After  oxygen  was 
started,  the  blood  pressure  wras  110  76, 
pulse  84,  and  respirations  14.  All  figures 
fluctuated  continually  with  respirations  ir- 
regular and  Cheyne-Stokes  respirations  at 
times.  The  carbon  monoxide  level  on  ad- 
mission was  47  per  cent  with  a very  guarded 
prognosis.  The  patient  was  unconscious, 
not  responding  at  all.  with  spasms  of  ex- 
tremities and  face.  The  heart  sounds  could 
not  be  heard,  there  was  noisy  breathing  but 
no  rales  in  the  lungs,  and  a neurologic  re- 
port indicated  rigidity  and  bilateral  Babin- 
ski  signs.  Since  she  remained  in  a coma 
in  spite  of  resuscitation,  and  the  carbon 
monoxide  level  was  45  per  cent  at  12:00 
NOON,  pH  7.34,  carbon  monoxide  pi’essure  41, 
and  oxygen  pressure  118  (on  reduced  oxy- 
gen; sodium,  potassium,  and  carbon  monox- 
ide were  within  normal  limits),  a decision 
was  made  by  Robert  Ehrler,  M.D.,  to  trans- 
fer the  patient  to  St.  Barnabas  Hospital  at 
12:30  P.M. 

On  arrival  at  St.  Barnabas  Hospital,  the 
patient  was  given  1.000  cc.  of  5 per  cent  dex- 
trose in  water  via  catheter  in  the  left  fore- 
arm. She  was  immediately  put  into  the 
hyperbaric  chamber  at  1 :30  P.M.  at  3 atmos. 
for  an  hour’s  exposure.  This  was  repeated 
from  3:30  to  7 :00  P.M.,  a three  and  one-half 
hour  exposure.  At  7:00  P.M.  the  patient’s 
condition  was  terminal.  She  was  comatose; 
had  dilating  pupils,  the  right  larger  than  the 
left;  Babinski  signs;  hvpoactive  deep-ten- 
don  reflexes;  fundi:  disks  discrete  with  no 
papilledema  or  exudates;  dropping  blood 
pressure;  and  cyanosis.  She  was  given 
steroids:  intravenous  hydrocortisone  so- 

dium succinate  (Solu-Cortef ) 100  mg.  twice 
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TABLE  II.  Wechsler-Bellevue  intelligence  scale  quotients 


Date 

Verbal 

Performance 

Full  Scale 

Vocabulary 
(pro  rata) 

Memory 

May  12 

89 

* 

* 

117 

78 

May  19 

98 

* 

* 

123 

80 

June  23 

111 

86 

97 

126 

92 

October  9 

109 

95 

99 

126 

96 

* Not  scorable. 


a day  for  three  days,  and  1,000  cc.  of  10  per 
cent  mannitol  at  18  drops  per  minute  in- 
travenously in  an  effort  to  help  reduce 
cerebral  edema;  there  was  a slight  response 
to  this  therapy. 

On  April  27,  a tracheotomy  was  per- 
formed at  2:00  A.M.  to  support  respirations. 
At  8:00  a.m.  the  patient  seemed  more  re- 
sponsive, moved  all  extremities,  and  an- 
swered simple  questions.  A third  hyper- 
baric oxygen  treatment  was  given  that 
morning  with  some  regression  after  treat- 
ment. She  required  the  Bird  respirator 
until  April  30  for  breathing  assistance,  al- 
though she  could  do  without  it  for  periods 
up  to  five  minutes.  Respirations  were  good 
on  May  5,  and  on  May  6 she  was  ambulatory, 
with  electrocardiographic  evidence  of  ab- 
normality. She  received  16  hyperbaric  oxy- 
gen treatments  while  she  was  in  St.  Barna- 
bas Hospital  and  6 hyperbaric  oxygen  treat- 
ments as  an  outpatient. 

Laboratory  data 

On  March  27  the  electrocardiogram 
showed  myocardial  ischemia:  on  May  6 the 
electrocardiographic  changes  were  less 
marked,  with  inversion  of  the  T-wave  leads 
II,  III,  aVf,  V,,  and  V6. 

On  May  3 an  electroencephalogi’am 
showed  generalized  abnormal  changes  con- 
sistent with  brain  damage  or  other  enceph- 
alopathy of  nonspecific  type.  An  electro- 
encephalogram on  May  10  showed  abnormal 
general  and  focal  left  hemisphere  brain 
damage. 

Psychologic  testing 

The  patient  was  evaluated  on  four  occa- 
sions, to  establish  a base  line  and  to  meas- 
ure the  curvets)  of  recovery.  Psychologic 
tests  were:  Wechsler-Bellevue  intelligence 

scale  (Table  II),  Wechsler  memory  scale 


(Table  II),  Memory-for-Designs  (Graham- 
Kendall ) , Weigl  color  form  sorting  test,  and 
Figure  Drawings  (Fig.  1).  At  the  first  ses- 
sion her  motor  reactions  seemed  rigid;  she 
had  a mask-like,  expressionless  face.  This 
condition  continued  through  the  following 
sessions  although  in  lessening  degrees.  By 
the  third  session  she  could  smile  stiffly,  and 
at  the  fourth  she  showed  much  greater  ani- 
mation. Cooperation  was  good,  and  the  pa- 
tient was  cognizant  of  the  inadequacy  of  her 
test  responses. 

Among  the  verbal  subtests,  arithmetic, 
similarities  (verbal  concept  formation),  and 
digit  span  (rote  memory)  showed  the  great- 
est improvement  with  treatment.  In  per- 
formance-type intelligence  tests  the  im- 
provement was  small  from  session  1 to  ses- 
sion 2 but  substantial  in  sessions  3 and  4. 
It  was  greatest  for  picture  arrangement, 
picture  completion,  and  digit  symbol;  least 
for  block  design  and  object  assembly. 

Vocabulary,  verbal  communication,  and 
old  learned  information  were  best  retained 
and  showed  a relatively  lesser  degree  of  ini- 
tial loss.  Manual  performance  tasks  involv- 
ing spatial  relations  showed  the  maximum 
loss  and  least  recovery,  although  significant 
recovery  did  take  place. 

In  summary,  this  woman’s  intelligence  de- 
teriorated markedly  from  a premorbid 
bright  to  superior  level  and  then  recovered 
to  average  in  its  composite  functioning. 

Initially,  memory  was  markedly  impaired 
for  the  learning  and  recall  of  new  material 
and  for  visual  motor  performance.  It  was 
also  impaired  but  to  somewhat  lesser  de- 
gree in  other  functional  areas,  and  directed 
effort  to  solve  tasks  (“mental  control”)  was 
very  poor.  Recovery  was  greatest  between 
the  second  and  third  testings  and  continued 
into  the  fourth  testing. 

At  the  first  session  only  2 of  15  designs 
in  the  Memory  for  Designs  (Graham-Ken- 
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FIGURE  1.  Figures  are  in  groups  of  two,  male  and  female  (M  and  F).  Date  on  admission  was  April 
26.  Reading  left  to  right:  May  12  and  19;  lower  left  June  23,  lower  right  corner  October  9.  Note 

improvement  in  patient’s  drawings  from  first  to  last  as  clinical  status  improved. 


dall)  tests  were  reproduced  with  even  a 
slight  resemblance  to  the  originals.  There 
was  profound  loss  of  visual-spatial  memory 
and  perceptual  organization.  By  the  third 
session,  6 designs  were  well  reproduced,  and 
by  the  fourth  session  10  were  correct  while 
the  remainder  bore  at  least  approximate  re- 
semblances to  the  stimulus  figures.  Some 
deteriorative  effects  of  carbon  monoxide 
poisoning  were  still  apparent,  but  the  re- 
productions were  much  less  distorted.  Total 
error  scores  decreased  from  45  to  8,  of  the 
maximum  possible  45. 

The  patient  did  surprisingly  well  at  all 
four  sessions  on  the  Weigl  color  form  sort- 
ing test  of  abstractive  capacity,  but  espe- 
cially so  at  the  third  and  fourth  which  were 
perfect  performances. 

The  Figure  Drawings  were  primitive  and, 
particularly  in  the  earlier  sessions,  dis- 
torted. They  indicated  marked  deteriora- 


tion in  visual-perceptual  organization  with 
erroneous  spatial  and  positional  relation- 
ships. There  was  a temporary  regression 
from  session  1 to  session  2 and  then  im- 
provement in  sessions  3 and  4.  Figure  1 
reproduces  the  patient’s  drawings  and  their 
changes  over  the  course  of  time. 

Summary 

This  patient’s  intellective,  memory,  and 
perceptual  organizing  abilities  were  mark- 
edly lowered  by  the  carbon  monoxide  poi- 
soning, modex-ately  for  vocabulary  and  se- 
lected verbal  functions,  and  profoundly  for 
the  learning  and  recall  of  new  matei’ials, 
directed  effort  to  solve  tasks,  arithmetic, 
and  spatial  perceptual  tasks.  She  has  made 
substantial  recovery  of  verbal  intellective 
functions  and  less  but  still  significant  re- 
covei’y  of  performance-type  intellective 
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functions  involving  spatial  perception  and 
organization. 

Conclusions 

We  have  presented  a case  of  carbon  mon- 
oxide poisoning  which  caused  a patient  to 
become  comatose.  If  carbon  monoxide 
causes  coma,  it  is  usually  fatal.  Few  pa- 
tients recover  completely,  and  most  are  left 
with  residual  brain  damage.  This  case  pre- 
sents an  effective  use  of  hyperbaric  oxygen 
in  the  treatment  of  carbon  monoxide  poi- 
soning with  damage  to  the  central  nervous 
system  which  otherwise  would  probably  have 
had  a fatal  outcome. 

377  S.  Harrison  Street 
East  Orange,  New  Jersey  07018 
(Dr.  Winter) 


Retained  common  duct  stones: 
new  nonoperative  technic 

Three  cases  are  presented  illustrating  the  ap- 
parent practicability  of  a new  nonoperative  ap- 
proach in  the  management  of  retained  common 
duct  stones  after  cholecystectomy  and  common 
bile  duct  exploration  (P.  A.  Lamis,  M.D.,  A.  H. 
Letton,  M.D.,  and  J.  P.  Wilson,  M.D.,  in  Sur- 
gery 6ft:  291  (Aug.)  1969).  The  patients  were 
2 men,  aged  fifty-seven  and  sixty  years,  and  a 
woman  of  sixty-one.  Postoperative  T-tube 
cholangiograms  showed  1 or  more  stones  in  all 
of  these  patients. 

In  the  past,  attempts  to  avoid  the  hazards  of 
reoperation  have  included  the  use  of  solvents 
for  dissolution  of  the  stones,  but  these  methods 
have  not  met  universal  acceptance.  The  au- 
thors propose  a simple  mechanical  irrigation  of 
the  common  duct  with  a rubber  catheter  in- 
serted through  the  T-tube  into  the  common 
duct.  In  their  experience,  the  procedure  carried 
no  morbidity  and  technically  it  was  simple. 
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In  2 of  the  3 cases  the  irrigation  technic  was 
successful,  the  cholangiograms  showing  no  evi- 
dence of  retained  stones.  In  the  third  case,  al- 
though the  stone  was  not  removed,  the  authors 
feel  the  procedure  was  nevertheless  a valuable 
adjunct,  clarifying  as  it  did  the  decision  to  op- 
erate by  improving  the  cholangiograms  and 
showing  multiple  stones.  Specific  advantages 
of  the  procedure  are  listed  as  follows:  (1)  it 

removes  the  drainage  tube  which  may  prevent 
proximal  stones  from  passing  into  the  duode- 
num; (2)  provides  flushing  of  common  and  he- 
patic ducts  which  may  remove  a residual  stone; 
(3)  dilates  the  sphincter  of  Oddi  which  may  al- 
low passage  of  the  stone;  (4)  helps  break  up 
small  stones  for  spontaneous  passage;  (5)  al- 
lows repeated  and  improved  cholangiographic 
evaluation;  and  (6)  can  be  left  in  place  as  a 
guide  for  common  duct  re-exploration  if  this 
should  prove  necessary. 

Although  performance  under  direct  fluoro- 
scopic control  is  essential,  no  medication  or 
anesthesia  is  required.  They  feel  their  results 
justify  advocating  routine  consideration  of  this 
technic  before  deciding  on  re-exploration. 
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I HE  LITERATURE  contains  excellent  articles 
dealing  with  uterine  abnormalities  and  preg- 
nancy. Most  articles  discuss  classification, 
frequency,  etiology,  and  the  effects  of  the 
various  abnormalities  on  fertility,  infant 
and  maternal  morbidity  and  mortality,  and 
complications  during  pregnancy,  labor,  de- 
livery, and  the  puerperium.1  15 

The  high  incidence  of  abortion,  prematur- 
ity, abnormal  fetal  presentations,  retained 
placenta,  and/or  decidual  cast  with  con- 
comitant hemorrhage  has  been  well  docu- 
mented in  fairly  large  series. 

The  complication  of  rupture  of  the  mal- 
formed uterus  in  pregnancy  has  not  infre- 
quently been  reported.1-  *■  '■  10-  12-  15  Zabris- 
kie15  reported  4 ruptures  occurring  from 
four  to  seven  months  of  gestation  in  a series 
of  92  cases  of  abnormal  uteri.  Three  cases 
involved  rudimentary  horns,  and  1 occurred 
in  a previous  cesarean  scar.  Others  have 
reported  cases  of  rupture  of  a pregnant 
rudimentary  horn,  4-  7-  10  but  fewer  have  re- 
ported ruptures  of  pregnancies  in  the  bi- 
cornuate uterus  per  se.12 

There  appears  to  be  a paucity  of  informa- 
tion concerning  subsequent  successful  preg- 


nancies following  the  rupture  of  one  horn 
of  a uterus  bicornis  unicollis.  Consequently, 
the  following  interesting  case  is  presented. 

Case  report 

A seventeen-year-old  white  female  was 
first  seen  on  July  25,  1962,  having  had  her 
last  menstrual  period  on  May  8.  Her  past 
history  revealed  the  termination  of  her  first 
and  only  previous  pregnancy  at  thirty-two 
weeks’  gestation  in  June,  1961,  with  the 
spontaneous  delivery  of  a stillborn  male. 
The  physical  examination  on  the  initial  visit 
revealed  no  abnormalities.  The  fundus  was 
palpated  7 cm.  above  the  symphysis  in  the 
midline.  Pelvic  examination  revealed  what 
appeared  to  be  a symmetrically  enlarged 
uterus.  Vital  signs  were  normal  and  the 
hemoglobin  was  9.6  Gm.  per  100  ml. 

On  August  16,  twenty-two  days  after  the 
initial  visit,  the  patient  was  seen  in  the  of- 
fice complaining  of  moderate  right  upper 
quadrant  pain.  The  pain  followed  the  in- 
gestion of  pizza.  With  the  exception  of 
moderate  right  upper  quadrant  pain  on  deep 
palpation,  there  were  no  other  abnormal  ab- 
dominal findings.  Pelvic  examination  re- 
vealed a slight  increase  in  fundal  size.  The 
patient  was  placed  on  antispasmodics,  ant- 
acids, and  a fat-free  diet.  She  did  well 
without  recurrence  of  right  upper  quadrant 
pain  until  August  27,  eleven  days  later,  when 
she  again  was  seen  with  severe  right  upper 
quadrant  pain,  nausea,  and  vomiting.  The 
onset  of  this  episode  followed  the  ingestion 
of  a jar  of  ripe  olives.  Physical  examination 
revealed  a pulse  of  120,  a soft  abdomen  with 
right  flank  and  right  upper  quadrant  pain 
on  deep  palpation  with  slight  rebound  ten- 
derness. There  was  moderate  epigastric 
pain  without  rebound  tenderness  on  deep 
palpation.  The  uterine  fundus  measured  12 
cm.  Pelvic  examination  confirmed  uterine 
enlargement  but  was  otherwise  normal.  The 
hemoglobin  was  9.3  Gm.  per  100  ml.  The 
patient  was  admitted  to  the  hospital  for  ob- 
servation, placed  on  bed  rest,  and  given  noth- 
ing by  mouth. 

She  improved  greatly  and  had  no  upper 
abdominal  complaints  or  findings  the  next 
morning.  Vital  signs  were  normal.  She 
did  appear  pale  and  experienced  moderate 
discomfort  during  palpation  of  the  uterine 
fundus.  A stat  hemoglobin  was  reported  as 
5 Gm.  per  100  ml.  The  patient  was  ex- 
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FIGURE  1.  Schematic  drawing  showing  enlarged 
left  horn  with  rupture  in  upper  portion.  Dotted 
line  indicates  excision  site. 


amined  vaginally.  There  was  no  pelvic  ten- 
derness, but  there  was  a grapefruit-sized 
left  adnexal  mass  palpated  with  what  ap- 
peared to  be  a normal-sized  antiflexed  uterus 
in  the  midline.  A culdocentesis  was  per- 
formed obtaining  over  10  cc.  of  nonclotting 
blood. 

The  patient  was  taken  to  the  operating 
room,  and  an  exploratory  laparotomy  was 
performed.  An  estimated  2,000  cc.  of  blood 
and  clots  were  found  in  the  abdominal  cav- 
ity. A rupture  in  the  fundus  of  the  left  horn 
of  a bicornuate  uterus  was  identified.  A 
14-cm.  fetus  was  found  in  the  abdominal 
cavity  with  the  placenta  partially  occluding 
the  rupture  site.  The  left  tube  and  cornua 
were  intact.  The  fetus,  blood,  and  clots  were 
removed,  and  the  placenta  was  left  in  place. 
A left  fundectomy  and  salpingectomy  were 
performed.  The  abdominal  organs  were 
palpated  and  found  normal.  There  were  no 
stones  in  the  gallbladder.  The  patient  re- 
ceived 2,000  cc.  of  whole  blood  during  sur- 
gery and  during  the  next  eighteen  hours. 
She  never  exhibited  the  signs  and  symptoms 
of  shock  (Fig  1) . 

The  postoperative  course  was  uneventful, 
and  on  the  fourth  postoperative  day  the 
hemoglobin  was  10.2  Gm.  per  100  ml.  The 
patient  was  discharged  on  the  seventh  post- 
operative day. 

Postoperative  examinations  revealed  a 
healing  abdominal  wound,  and  a pelvic  ex- 
amination performed  eight  weeks  postpar- 
tum revealed  a small  asymmetrical  uterus 
antiflexed  with  the  fundus  to  the  right  of 
the  midline.  The  hemoglobin  was  13  Gm. 
per  100  ml.  The  patient  was  placed  on  oral 
contraceptives.  A histogram  was  performed 
twelve  weeks  postpartum  (Fig.  2).  The 
endometrial  cavity  appeared  smooth  and 
asymmetrical. 


FIGURE  2.  Flistogram  performed  twelve  weeks 
postpartum. 


FIGURE  3.  Abdominal  roentgenograph  taken 
three  weeks  antepartum,  May,  1964. 


Six  months  later  the  patient  was  free  of 
symptoms  and  abnormal  findings  and  was 
taken  off  contraceptive  medication.  She  was 
seen  again  two  months  later,  six  to  eight 
weeks  pregnant.  After  an  uneventful  preg- 
nancy she  was  electively  delivered  in  June, 
1964,  at  thirty-seven  weeks  gestation,  by 
low  cervical  flap  cesarean  section.  The  fe- 
male infant  weighed  4 pounds  10  ounces, 
and  did  exceptionally  well.  The  patient’s 
postpartum  course  was  normal  (Fig.  3) . 

In  March,  1967,  following  an  uneventful 
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pregnancy,  the  patient  was  again  delivered 
at  thirty-seven  weeks  by  low  cervical  flap 
cesarean  section.  The  female  infant 
weighed  5 pounds  3'  L.  ounces,  and  did  well. 
At  this  time  a unilateral  tubal  ligation  was 
performed.  Her  postpartum  course  was  nor- 
mal. 

It  is  of  interest  that  at  the  first  section 
the  infant  was  a breech  delivery  and  at  the 
second  delivery,  vertex.  Recent  follow-up 
of  the  patient  and  her  daughters  reveals  no 
abnormalities. 

Summary 

1.  A case  of  rupture  of  a pregnant  horn 
of  a bicornuate  uterus  is  presented. 

2.  Early  diagnosis  was  masked  by  the 
patient’s  signs  and  symptoms. 

3.  Two  successful  pregnancies  followed 
surgical  repair  of  the  ruptured  uterus. 

Room  1R15,  New  York  Medical  College 
1901  First  Avenue 
New  York,  New  York  10029 
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Benjamin  George  Crescitelli,  M.D.,  of  Yonkers, 
died  on  January  12  at  the  age  of  sixty-three. 
Dr.  Crescitelli  received  his  medical  degree  from 
the  University  of  Rome  in  1938.  He  was  an  at- 
tending general  practitioner  and  an  assistant 
attending  orthopedic  surgeon  at  Yonkers  Gen- 
eral Hospital  and  an  attending  orthopedist  at 
Yonkers  General  Hospital  Outpatient  Depart- 
ment. Dr.  Crescitelli  was  a member  of  the 
Yonkers  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Edward  Joseph  Donovan,  M.D.,  of  New  York 
City,  died  on  February  19  at  the  age  of  eighty. 
Dr.  Donovan  graduated  in  1920  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  surgeon  at  Presbyterian 
Hospital  and  St.  Luke’s  Hospital  Center.  Re- 
tired in  1960.  he  had  been  director  of  surgical 
services  at  Babies  Hospital  and  an  associate 
professor  of  surgery  at  Columbia  University 
College  of  Physicians  and  Surgeons.  Dr.  Dono- 
van was  a Diplomate  of  the  American  Board  of 
Surgery  (and  a founding  member),  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Surgical  Association, 
the  New  York  Academy  of  Medicine  (president 
in  1955),  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Joseph  Fitzgerald,  M.D.,  of  Glens  Falls, 
died  on  July  1,  1969,  at  the  age  of  seventy-five. 
Dr.  Fitzgerald  graduated  in  1921  from  Albany 
Medical  College.  He  was  an  assistant  attend- 
ing ophthalmologist  at  Glens  Falls  Hospital. 
Dr.  Fitzgerald  was  a member  of  the  Warren 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Irving  Frederick  Klein,  M.D.,  of  Staten  Island, 
died  on  February  16  at  the  age  of  sixty-five. 
Dr.  Klein  graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  medical  superintend- 
ent at  Sea  View  Hospital  and  Home.  Dr. 
Klein  was  a member  of  the  Richmond  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herbert  Theodore  Liefeld,  M.D.,  of  Jamaica, 
died  on  February  8 at  the  age  of  seventy-one. 
Dr.  Liefeld  graduated  in  1923  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 


Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Arthur  Manfredonia,  M.I).,  of  Brooklyn, 
died  on  February  16  at  the  age  of  sixty-two. 
Dr.  Manfredonia  graduated  in  1931  from  Long 
Island  College  of  Medicine.  He  was  director  of 
radiology  at  Wyckoff  Heights  Hospital  where 
he  had  also  been  a former  president  of  the  Med- 
ical Board  and  a consulting  roentgenologist  at 
Lutheran  Medical  Center.  Dr.  Manfredonia 
was  a Diplomate  of  the  American  Board  of 
Radiology  (Diagnostic  Radiology),  a Fellow  of 
the  American  College  of  Radiology,  and  a mem- 
ber of  the  Radiological  Society  of  North  Amer- 
ica, Inc.,  the  New  York  Roentgen  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  Joseph  Quinn,  M.D.,  of  Syracuse,  died 
on  February  5 at  the  age  of  forty-nine.  Dr. 
Quinn  graduated  in  1953  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  an  attending  pediatrician  in  general 
practice  at  Syracuse  Memorial  Hospital,  an  at- 
tending physician  in  general  practice  at  Crouse- 
Irving  Hospital,  and  an  associate  attending 
physician  in  general  practice  at  Community- 
General  Hospital  of  Greater  Syracuse.  Dr. 
Quinn  was  a member  of  the  American  Academy 
of  General  Practice,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  Matthew  Retan,  M.D.,  of  San  Clemente, 
California,  formerly  of  Syracuse,  died  on  Jan- 
uary 13  at  the  age  of  eighty.  Dr.  Retan  grad- 
uated in  1912  from  Syracuse  University  Col- 
lege of  Medicine.  Retired,  he  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a 
member  of  the  Syracuse  Academy  of  Medicine. 

Julian  Eliot  Rosenthal,  M.D.,  of  New  York  City, 
died  on  February  15  at  the  age  of  forty-nine. 
Dr.  Rosenthal  graduated  in  1943  from  New 
York  University  College  of  Medicine.  He  was 
an  adjunct  physician  in  physical  medicine  and 
rehabilitation  at  Montefiore,  and  Metropolitan 
Hospitals  and  Bird  S.  Coler  Memorial  Hospital 
and  Home,  a professor  and  associate  director  of 
the  Department  of  Rehabilitation  Medicine  at 
New  York  Medical  College,  and  an  attending 
physician  in  physical  medicine  and  rehabilita- 
tion at  Flower  and  Fifth  Avenue  Hospitals. 
Dr.  Rosenthal  was  a Diplomate  of  the  Ameri- 
can Board  of  Physical  Medicine  and  Rehabilita- 
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tion  and  a member  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation,  the 
New  York  Academy  of  Medicine,  the  New  York 
Society  for  Physical  Medicine  and  Rehabilita- 
tion, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  l.enard  Rosner,  M.D.,  of  Buffalo,  died 
on  August  11,  1969,  at  the  age  of  sixty-nine. 
Dr.  Rosner  graduated  in  1926  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  emeritus  surgeon  at  Deaconess  Hospital. 
Dr.  Rosner  was  a member  of  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Schiff,  M.D.,  of  Long  Beach,  died  on  Feb- 
ruary 9 at  the  age  of  seventy-three.  Dr.  Schiff 
graduated  in  1926  from  the  University  of  Ar- 
kansas School  of  Medicine.  He  was  a pedia- 
trician emeritus  at  Long  Beach  Memorial  Hos- 
pital. Dr.  Schiff  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Thomas  John  Sullivan,  M.D.,  of  New  York  City, 
died  on  December  15,  1969,  at  the  age  of  sixty- 
two.  Dr.  Sullivan  graduated  in  1937  from  the 
University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was 
an  assistant  attending  urologic  surgeon  at 
Presbyterian  Hospital,  chief  of  urology  at  Van- 
derbilt Clinic,  and  an  associate  professor  of 
urology  at  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  Dr.  Sullivan  was  a Dip- 
lomate  of  the  American  Board  of  Urology  and 


a member  of  the  American  Urological  Associa- 
tion, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Waring  Willis,  Jr.,  M.D.,  of  Bronxville, 
died  on  February  15  at  the  age  of  thirty-seven. 
Dr.  Willis  graduated  in  1958  from  New  York 
Medical  College.  He  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hajdar  Xhema,  M.I).,  of  Rye  and  Peekskill,  died 
on  May  3,  1969,  at  the  age  of  fifty.  Dr.  Xhema 
received  his  medical  degree  from  the  University 
of  Bologna  in  1950.  He  was  a member  of  the 
American  Psychiatric  Association. 

Kazuo  Yanagisawa,  M.D.,  of  New  York  City, 
died  on  February  22  at  the  age  of  fifty-five. 
Dr.  Yanagisawa  graduated  in  1941  from  the 
University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was 
an  attending  orthopedic  surgeon  and  chief  of 
orthopedic  surgery  at  St.  Clare’s  Hospital  and 
an  attending  orthopedic  surgeon  at  Sea  View 
Hospital  and  Home  and  the  House  of  St.  Giles 
the  Cripple.  A physician  for  many  years  at 
Madison  Square  Garden,  Dr.  Yanagisawa  was 
a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 
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Potassium  iodide  is  an 
outstanding  mucolytic 
agent' 4 that  usually  tastes 
like  rust  on  the  rocks. 
lodo-Niacin  is  unusual. 

Few  would  quarrel  with  the  mucus- 
liquefying  value  of  potassium 
iodide  in  acute  and  chronic  bron- 
chitis, asthma  and  emphysema. 
It's  outstanding  in  freeing  mucus 
plugs  and  strings.  But  the  taste. 
Uggh!  Give  your  patient  lodo- 
Niacin  and  you  give  him  the  iodide 
benefits  without  the  iodide  taste. 
lodo-Niacin  comes  in  taste-free 
tablets.  Action  is  rapid  and  well- 
tolerated.5'6  All  that’s  missing  is  the 
uggh!  Good  riddance. 

lodo-Niacin  " Each  Slosol®  coated  tablet 
contains  potassium  iodide  135  mg.  and  niacin- 
amide hydroiodide  25  mg. 

RESPIRATORY  DISEASE:  The  use  of  lodo- 
Niacin  is  indicated  wnenever  an  expectorant 
action  is  desired  to  increase  the  flow  of  bron- 
chial secretion  and  thin  out  tenacious  mucus 
as  seen  in  bronchial  asthma,  and  otner 
chronic  pulmonary  disease.  lodo-Niacin  has 
also  proven  of  value  in  sinusitis,  bronchitis, 
bronchiectasis,  and  other  chronic  and  acute 
respiratory  diseases  wnere  the  expectorant 
action  of  iodide  is  desired. 

RATIONALE:  The  signs  and  symptoms  of 
pellagra,  bromism,  and  iodism  are  similar  in 
many  respects  and  have  been  postulated  by 
some  investigators  to  be  caused  by  the  same 
mechanism:  poisoning  of  coenzymes  I and  II. 
These  enzymes  are  vital  to  cellular  oxidative 
metabolism  and  are  essential  in  the  Krebs' 
cycle.  Nicotinic  acid  is  specific  for  the  therapy 
of  pellagra.  Its  use  in  the  prevention  or  treat- 
ment of  iodism  follows  from  the  above  postu- 
lation: a source  of  replenishment  of  the  pyri- 
dine ring  structure  in  coenzymes  I and  II. 
DOSAGE:  THE  ORAL  DOSE  FOR  ADULTS  IS 
TWO  TABLETS  AFTER  MEALS  TAKEN  WITH 
A GLASS  OF  WATER.  For  children  over  eight 
years,  one  tablet  after  meals  with  water.  Tne 
dosage  should  be  individualized  according  to 
the  needs  of  the  patient  on  long-term  therapy. 
SIDE  EFFECTS:  Serious  adverse  side  effects 
from  the  use  of  lodo-Niacin  are  rare.  Mild 
symptoms  of  iodism  such  as  metallic  taste, 
skin  rash,  mucous  membrane  ulceration, 
salivary  gland  swelling,  and  gastric  distress 
have  occurred  occasionally.  These  generally 
subside  promptly  when  the  drug  is  discon- 
tinued. Pulmonary  tuberculosis  is  considered 
a contraindication  to  the  use  of  iodides  by 
some  authorities,  and  the  drug  should  be  used 
with  caution  in  such  cases.  Rare  cases  of  goiter 
with  hypothyroidism  have  been  reported  in 
adults  who  had  taken  iodides  over  a prolonged 
period  of  time,  and  in  newborn  infants  whose 
mothers  had  taken  iodides  for  prolonged  peri- 
ods. The  signs  and  symptoms  regressed  spon- 
taneously after  iodides  were  discontinued. 
CAUTION:  The  causal  relationship  and  exact 
mechanism  of  action  of  iodides  of  this  phe- 
nomenon are  unknown.  Appropriate  precau- 
tions should  be  followed  in  pregnancy  and 
in  individuals  receiving  lodo-Niacin  for  pro- 
longed periods. 

SUPPLIED:  Bottles  of  100,  500  and  1,000  Slosol 
coated  pink  tablets. 

REFERENCES:  1.  Modell,  W.,  ed.,  Drugs  of 
Choice,  1968-1969,  pg.  435.  2.  Carryer,  H.  M., 
and  Henderson,  L.  L.:  Postgrad.  Med.,  41: 612, 

1967.  3.  Wells.  Jr.,  R.  E.:  M.  Clin.  North  Amer- 
ica, 44: 5,  1960.  4.  Richerson,  H.  B.:  Hospital 
Formulary  Management,  (Sept.)  1967.  5.  Stern, 
F.  H:.  Psychosomatics,  Aug.  15,  1968.  6.  Abra- 
hamson,  Jr.,  I.  A.,  et  ah:  E.E.N.T.  Dig.,  July, 

1968. 


Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0^  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 


892 


Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 819 

Antacids 

Dicarbosil  (Arch  Laboratories) 893 

Antibiotics 

llosone  (Eli  Lilly  & Company) 834 

Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 840 

Bactericidal  antibiotics 

Loridine  (Eli  Lilly  & Company) 828-829.  830 


e/ 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144  s- 
144  tablets  in  12  rolls. 

Each  Tablet  Actrv*  lng»ad*ant»- 
P'aciprtatad  Caiowm  Cafbonate  0 *89  Gm 

M«gn«iium  Cabonati  0011  Cm 

Megnaxum  Tnubcata  0006  Gm 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 


Cholesteral  lowering  agents 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Choloxin  (Flint  Laboratories) 832-833 


Nasal  decongestants 


Dimetapp  (A.  H.  Robins  Company) 4th  cover 

Neo-Synephrine  (Winthrop  Laboratories) 823 


Respiratory  liquifacients 

lodo-Niacin  (Cole  Pharmacal  Company) 890-891 

Vaginal  hygiene 

Stomaseptine  (Harcliffe  Laboratories) 825 

Vitamin  supplements 

Berocca  Tablets  (Roche  Laboratories) 821 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Hall-Brooke  Hospital  Foundation.  Inc. 

HALLBROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 

Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association,  Medicare 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Psychiatrist-In-Chief  Medical  Director 

Elisabeth  Solomon 
Executive  Director 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


FAMILY  OR  GENERAL  PRACTITIONER,  NEW  YORK 
licensee;  excellent  opportunity;  progressive,  small  com- 
munity serving  20,000  population  in  northern  New  York 
not  far  from  several  major  teaching  centers;  space  avail- 
able in  doctors  office  building  adjacent  69  bed  JCAH 
hospital;  minimum  guarantee  considered.  For  further 
information  and  details,  contact  George  H.  Hanlon,  M.D., 
Doctors  Office  Building,  77  W.  Barney  St.,  Gouvemeur, 
N.Y.  13642. 


OBSTETRICIAN-GYNECOLOGIST  TO  DIRECT  SER- 
vice  in  69  bed  JCAH  community  hospital  in  progressive 
northern  New  York  community  close  to  several  teaching 
centers;  Board  qualifications  and  New  York  State  license 
required;  will  guarantee  minimum  if  desired.  For  de- 
tails, contact  George  H.  Hanlon,  M.D.,  Doctors  Office 
Building,  77  W.  Barney  St.,  Gouvemeur,  N.Y.  13642. 


RADIOLOGIST:  LOCUM  TENENS  FOR  SIX  WEEKS 

during  July-August  vacation.  County  in  New  York  City. 
Diagnostic  roentgenology  and  cobalt  teletherapy  practice. 
Supply  short  curriculum  vitae.  Designate  salary  desired. 
Box  903,  % NYSJM. 


PEDIATRICIANS  AND  E.  N.  T.  SPECIALISTS,  COM- 
munity  of  30,000  with  surrounding,  rapidly  growing  medi- 
cal service  area  of  125,000  population.  280  bed,  fully 
accredited  hospital  with  excellent  specialty  staff,  70  miles 
from  New  York  City.  All  outdoor  winter  and  summer 
sports  in  immediate  vicinity.  Call  Harold  Mamelok 
M.D.,  Chief  of  Staff,  collect,  (914)  343-1151,  or  write  to 
Harold  Mamelok,  M.D.,  Horton  Memorial  Hospital 
Middletown,  N.Y.  10940. 


GENERAL  PRACTICE  OPPORTUNITIES:  PHYSI 

cians  wanted  to  serve  community  of  30,000  and  surround- 
ing community  areas  of  additional  15,000  population. 
Affiliation  with  fine  280  bed,  fully  accredited  community 
hospital  available  for  all  acceptable  candidates;  70  miles 
from  New  York  City.  New  York  State  license  required. 
All  outdoor  winter  and  summer  sports  in  immediate  vi- 
cinity. Call  Harold  Mamelok,  M.D.,  Chief  of  Staff, 
collect,  (914)  343-1151,  or  write  Harold  Mamelok,  M.D., 
Chief  of  Staff,  Horton  Memorial  Hospital,  Middletown 
N.Y. 10940. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months.  June  24  to  Sept.  4;  3 or  4 week  sections; 
5 or  6 days  per  wk.  until  4 p.in.  Room  and  meals;  $65  per 
diem.  New  York  license  required.  General  consultation 
and  first  aid  for  under-privileged  children  and  mothers 
aboard  the  Floating  Hospital.  I weaves  E.  23rd  St.,  N.Y.C., 
8: 30 daily.  St.  Jonn’s  Guild,  1 East 42nd St., N.Y .C.  L0017 


OPENING  FOR  INTERNIST  OR  GENERAL  PRACTI- 
tioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  med- 
ical consultations.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upstate  New  York,  70  miles  from  capital 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Excellent  recreational  facilities  in  the  immediate  area, 
including  skiing,  golf  and  tennis.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician 
to  take  over  established  practice  of  physician  planning  on 
retirement.  W rite  Box  905,  % N YSJM . 


PHYSICIANS  WANTED:  MALE  & FEMALE,  Li- 
censed, for  children's  camps,  July-August.  Good  salary; 
free  placement,  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York, 
N.Y.  10036.  Phone  (212)  OX  5-2656. 


ANESTHESIOLOGIST  WANTED  TO  JOIN  6 MAN 
group  on  Long  Island:  no  OB.  Excellent  fringe  benefits. 
Send  resume.  Post  Office  Box  93,  Rockville  Centre,  N.Y. 
11571. 


JOIN  STAFF,  MODERN  INDUSTRIAL  CLINIC  OF 
major  manufacturing  company,  northeastern  New  York 
State.  Challenging  spectrum  occupational  health  and 
preventive  medicine.  Experience  in  diagnosis  and  treat- 
ment of  industrial  injuries  and  illnesses  desirable.  Equal 
opportunity  employer.  Contact  Box  907,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modem  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  North- 
ville,  Michigan  48167. 


BOARD  CERTIFIED  INTERNIST  WITH  A SPECIAL 
interest  in  cardiology  for  new  and  well  equipped  medical 
center  of  a large  company  located  in  New  York  City.  He 
will  be  expected  to  qualify  for  an  academic  appointment  in 
one  of  the  medical  schools  in  the  city,  and  an  agreed  upon 
amount  of  time  will  be  given  each  week  for  teaching  or 
pursuing  a research  project.  Send  curriculum  vitae  to  Box 
910,  % NYSJM. 


ARE  YOU  TIRED  OF  CITY  LIVING?  WE  NEED  A 
good  internist  and  a good  general  practitioner  in  a smaller 
community  45  minutes  from  St.  Paul  and  Minneapolis, 
Minnesota.  Here  you  can  have  country  living  and  still  be 
close  enough  to  the  big  city  to  have  all  its  advantages. 
We  expect  to  move  into  a new  $200, 000  clinic  building  in  a 
few  months.  This  is  connected  to  the  hospital.  Write: 
L.  O.  Sirnenstad,  M.D.,  Osceola,  Wisconsin,  or  phone 
collect  (715)  294-2116. 
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PHYSICIANS  WANTED— CONT’D 


WANTED:  YOUNC.  AGGRESSIVE  M l).  WITH  MBA 

typo  experience.  Knowledgeable  in  total  multiphnsic 
screening.  Also  medical  center  operator  considered. 
Box  913,  % N YSJM. 


CARDIOLOG  1ST  WANTED  FOB  ASSOCIATION  LEAD- 
ing  to  purchase  of  well  established  practice  in  Westchester 
County.  Owner  contemplating  retirement  after  a long 
and  successful  career.  Doctor  will  share  equally  on  all 
income  while  associating.  Good  professional  location; 
experienced  personnel  and  very  pleasant  working  condi- 
tions. Associate  must  be  Hoard  eligible.  'This  is  a won- 
derful opportunity  for  a young,  ambitious  doctor.  Box 
912,  % N YSJM. 


EMERGENC  Y BOOM  PHYSICIAN.  FOB  42  1IOUB 
work  week;  ideal  for  physician  wishing  to  “slow  down”  to 
reasonable  hours.  New  York  license  required.  Start 
September  1.  1970.  Write  Roger  Calkins.  Director  of 
Personnel,  St.  Clare’s  Hospital,  Schenectady.  N.Y.  12304. 


PRACTICES  WANTED 


BOARD  CERTIFIED  ANESTHESIOLOGIST  WITH  IN- 
terest  in  obstetrical  anesthesia.  Group  practice  in  volun- 
tary hospital,  New  York  City.  Box  904,  % NYSJM. 


PRACTICES  AVAILABLE 


DERMATOLOGY  PRACTICE  OF  LONG  STANDING, 
available,  due  to  sudden  death.  Completely  equipped, 
modern  office.  Inquire  Mrs.  Joseph  Cirincione,  1530 
Union  St.,  Schenectady,  N.  Y.  12309.  Phone  (518) 
377-2295. 


SHIRLEY,  MONTAUK  HIGHWAY  MODERN, 
equipped,  8 room  office.  2-story  home.  No  doctor.  30,000 
population  area.  $32,000.  Tell  it  to  friends.  F.  Remy, 
M.D.,  Box  T,  Greenport,  N.  Y.  11944. 


I AM  RETIRING  FROM  DESIRABLE  OPHTHALMOL 
ogy  practice  in  Westchester  near  New  York  City.  Avail- 
able. preferably  with  purchase  of  home-office  combination. 
Box  909,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST'.  EXPERIENCED,  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


PATHOLOGIST.  BOARD  CERTIFIED.  AP-CP,  N.Y. 
license,  middle  forties.  Excellent  training;  extensive 
experience  laboratory  and  clinical  medicine.  Main  in- 
terests: surgical  and  autopsy  pathology;  cytology-hem- 
atology. Seeks  directorship  hospital  laboratory  or  direc- 
torship anatomical  |Mithology,  large  hospital.  Would 
consider  unusually  stimulating  and  rewarding  association- 
partnership.  Box  906,%  N YSJ  M . 


GENERAL  PRACTITIONER  DESIRES  ASSOCIAT  ION 
with  group  or  hospital.  Licenaed,  New  York  City.  Box 
911,  % N YSJM. 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  ft.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE— 10  RM.,  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  comer,  main  st.,  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


PROFESSIONAL  OFFICE  AVAILABLE  IN  INTIMATE 
medical  building  complex.  Spring  Valley,  N.Y.  (Rockland 
County).  Tel:  (914)  EL  6-3610. 


PROPERTY  FOR  SALE:  IDEAL  OFFICE/HOME 

location  centrally  situated  in  Dobbs  Ferry.  River  view. 
Adjacent  to  large  nursing  home  under  construction.  Will 
9ell  property  alone,  or  build  to  suit.  Write  for  details,  or 
phone  in  A.M.,  Zenith  Homes,  138  Palisade  St.,  Dobbs 
Ferry.  N.Y.  10522.  (914)  693-3377. 


WEST  ISLIP,  L.I.  2 SUITES  FOR  RENT  IN  NEW 
professional  building,  one  block  from  Good  Samaritan 
Hospital,  suitable  for  medical  or  dental  specialist.  Call 
(516)  587-2020. 


MISCELLANEOUS 


AFRICAN  SCULPTURE  HAS  ASSUMED  ITS  RIGHT- 
ful  place  in  the  panaroma  of  world  art.  We  go  directly  to 
the  interior  of  West  Africa,  Cameroons  and  Congo  to  ob- 
tain ceremonial  masks  and  statues  made  for  tribal  use. 
Tribal  Arts,  84  East  10th  St.  (Fourth  Ave.),  982-4556, 
Wed.  to  Fri.  12-8  p.m.;  Sat.  11-6  p.m.,  or  by  appoint- 
ment. 


PATCHOGUE,  NEW  YORK.  FOR  RENT,  SHORT 
term  rental  12-14  months  or  longer.  Two  examination 
rooms,  consultation  room,  waiting  room  with  secretary 
space.  Completely  furnished.  Excellent  situation  for 
specialist  wishing  to  try  area.  $300  per  month.  Box 
908,  % NYSJM. 


74  ST.,  11  EAST:  GROUND  FLOOR.  SEPARATE 

street  entrance,  examining  rooms,  etc;  may  alter  to  suit. 
$1,000  mo.  Immediate  possession.  Mr.  Levine,  Walter  & 
Samuels,  Inc.  MU  2-2727. 
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NEW  YORK  STATE 
ACADEMY  OF  GENERAL  PRACTICE 

Twenty-second  Annual  Convention 

J 

presents: 

THE  G.P.  IS  VO.  1 

at  The  Staller  Iiilton  Hotel,  New  York  City 

MAY  lO  THRU  14,  1070 

Cougress  of  Delegates May  10,  11,  1970 

Scientific  Assembly May  12,  13,  14,  1970 

President’s  Dinner May  13,  1970 


• Scientific  Program  • Scientific  Motion  Pictures 

• Scientific  Exhibits  • Technical  Exhibits 

LIVE  TEACHING  CLINICS 

Live  patients — outstanding  demonstrators — audience  par- 
ticipation— question  and  answer  session.  A new  approach 
to  post  graduate  education. 

PLAN  TO  ATTEND 

THE  CONVENTION  TAILORED 
TO  THE  FAMILY  PHYSICIAN 

For  reservations:  NYSAGP 

84  Main  Street 
Binghamton,  N.  Y.  13905 
or  call:  (607)  722-2132 
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Division  of  Scientific  Activities 
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Donald  C.  Walker,  M.D.,  Advisor 
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J.  Richard  Burns,  Business  Manager 
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NEW  YORK  CITY  AREA 


TUESDAY,  APRIL  14 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

2 East  1 03rd  Street 

Freud  Anniversary  Lecture 

A STUDY  OF  THE  SEPARATION- 
INDIVIDUATION  PROCESS  AND  ITS 
POSSIBLE  APPLICATION  TO  BORDERLINE 
PHENOMENA  IN  THE  PSYCHOANALYTIC 
SITUATION 

MARGARET  S.  MAHLER,  M.D. 


April  16,  1970  and  April  17,  1970 

Full-time,  Thursday  and  Friday 

N.Y.U.  Post-Graduate  Medical  School 

550  First  Avenue 

Course  for  the  Practicing  Physician 

CARDIAC  AUSCULTATION 

Under  the  Direction  of: 

J.  SCOTT  BUTTERWORTH,  M.D. 

FEE:  $75  CREDIT:  C-l 


THURSDAY,  APRIL  16 

9:00-1  1 :00  a.m. 

Boulevard  Hospital 

46-04  3 1 st  Avenue 
Long  Island  City 

SEPTICEMIAS  WITH  CONSUMPTION 
COAGULAPATHY 

ROBERT  GOLDSTEIN,  M.D. 

New  York  Medical  College 
JOHN  L.  E.  WOLFF,  M.D, 


April  16,  1970  / for  7 weekly  sessions 

8 : 30  p.m.,  Thursdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

SEXUAL  PROBLEMS  IN  MEDICAL 
PRACTICE 

CREDIT:  C-l 


April  1 6,  1 970  / April  30,  1 970 

2 : 00-3 : 00  p.m.,  Thursdays 

The  Roosevelt  Hospital 

428  West  59th  Street 

Weekly  Psychiatric  Staff  Conferences 


April  16 

Consultation  Liaison  Service 

GEORGE  SATRAN,  M.D. 

April  23 

Community  Child  Psychiatry  Programs 

JOSEPHONE  MARTIN,  M.D. 

April  30 

The  Psychiatric  Nurse  as  a Therapeutic 
Agent 

MRS.  HELENE  ROBERTSON 


April  1 6,  1 970  / April  30,  1 970 

8 : 30  p.m.,  Thursdays 

St.  Luke's  Hospital  Center 

Amsterdam  Avenue  at  1 1 4th  Street 
Sunderland  Auditorium 

Continuing  Education  Institute 

April  16 

Carcinoma  of  the  Breast 

ROBERT  MILLER,  M.D. 

April  23 

Sex  Education  for  the  Practitioner 

L.  CROWLEY  AND  JAMES  MALFELTI,  M.D.s 
Columbia  University  P & S 

April  30 

Trends  in  Medical  Education 

GEORGE  CHRISTAKIS,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


FRIDAY,  APRIL  17 

8 : 00-9 : 30  a.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue — Fuhs  Auditorium 
Brooklyn 

INFERTILITY 

NORMAN  AMES  POSNER,  M.D. 
Downstate  Medical  Center 

CREDIT:  C-l 


5:00-6:00  p.m. 

Sloan-Kettering  Institute  for  Cancer  Research 

Howard  Building  51  4 
41  0 East  68th  Street 

ADVANCES  IN  ORGAN 
TRANSPLANTATION 

JOHN  S.  NAJARIAN,  M.D. 

University  of  Minnesota 
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8:30  p.m. 

Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
1 06  Central  Park  South 

TU  ENFANTERAS  DANS  LA  JOIE  (Film) 

DOCTEUR  PIERRE  VELLAY 
Discussant: 

HANS  IEHFELDT,  M.D. 


SUNDAY,  APRIL  19 

8 : 30  a.m.-2 : 30  p.m. 

Brookdale  Hospital  Center  in  affiliation  with 
Columbia  University  P & S 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

NEW  CONCEPTS  IN  ORAL 
IMPLANTOLOGY 

A.  NORMAN  CRANIN,  M.D. 


April  20,  1 970  / April  25,  1 970 

2 : 00—5  : 00  p.m.,  Monday— Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

RETINAL  DETACHMENT  SURGERY 

DAVID  B.  KARLIN,  M.D.  and  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $80 


April  20,  1 970  and  April  27,  1 970 

3 : 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

April  20 

Management  of  Acute  Pancreatitis 

DAVID  DREILING,  M.D. 

April  27 

Qualitative  Platelet  Abnormalities 

Mount  Sinai  School  of  Medicine 


April  21,  1970  and  April  28,  1970 

9 : 00  a.m.,  Tuesdays 

St.  Vincent’s  Hospital  and  Medical  Center 

Mother  Loretto  Bernard  Auditorium,  Cronin  Bldg. 

1 53  West  1 1 th  Street 

Pediatric  Conferences 

April  21 

Growth  and  Development 


JOSEPH  De  LEO,  M.D. 

New  York  Foundling  Hospital 

April  28 

Lab  Tests  in  Connective  Tissues 
(Rheumatoid)  Diseases 

HARRY  BARTFELD,  M.D. 


April  2 1,  1 970  and  April  28,  1 970 

9 : 00-10:00  o.m.,  Tuesdays 

Deepdale  General  Hospital 

55-1  5 Little  Neck  Parkway 
Little  Neck,  Queens 

Postgraduate  Education 

April  21 

Hypertension  Renal  Disease 

STUART  YUNIS,  M.D. 

April  28 

Treatment  of  Chronic  Renal  Disease 

STUART  YUNIS,  M.D. 


April  22,  1 970  and  April  29,  1 970 

8 : 00—1  0 : 00  a.m.,  Wednesdays 

State  University  of  New  York 
Downstate  Medical  Center 
Coney  Island  Hospital 

Ocean  and  Shore  Parkwoys 
Brooklyn 

Continuing  Education  in  Rehabilitation  Medicine  for 
Community  Physicians 

April  22 

Assistive  Devices  including  Orthotics, 
Prosthetics,  Wheelchairs,  etc.,  as  an  Aid 
in  the  Management  of  Disabled  Persons 

April  29 

Preventive  Techniques  to  be  Attempted  by 
every  Physician  treating  Chronic 
Disabilities  (Demonstration  of  Positioning 
Maintenance  Programs  of  Range  of 
Motion,  Muscle  Strengths,  etc.) 

CREDIT:  C-l 


April  22,  1970  /April  24,  1970 

8 : 30  a.m.-5 : 00  p.m.,  Wednesday-Friday 

Ophthalmic  Plastic  Service  of 
Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

INTENSIVE  COURSE  IN  OPHTHALMIC 
PLASTIC  SURGERY 

MARTIN  BODIAN,  M.D.,  and  Staff 
FEE:  $100 
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WEDNESDAY,  APRIL  22 

9 : 00  a.m.— 1 : 00  p.m. 

Brooklyn  Unit  of  the  American  Cancer 
Society’s  New  York  City  Division 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

MANAGEMENT  OF  PATIENTS  WITH 
NON-CURABLE  CANCER 

Symposium  Panel  Members: 

MYRON  ARLEN,  M.D. 

Jewish  Hospital  and  Medical  Center 
MAY  CHINN,  M.D. 

Ewing  Society,  Memorial  Hospital 
RENEE  C.  MASTROVITO,  M.D. 

Memorial  Hospital 

MRS  FLORA  GREENBAUM 

Academy  of  Certified  Social  Workers 

REV.  ALFRED  C.  THOMPSON 

Pastor  of  Vanderveer  Park  Methodist  Church 

J.  T.  CLAUSS,  M.D. 

Chairman  of  the  Brooklyn  Unit  Executive  Board 
CREDIT:  C-l 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Urology 

2 East  1 03rd  Street 

Annual  Ferdinand  C.  Valentine  Award  Presentation 
Recipients: 

J.  HARTWELL  HARRISON,  M.D. 

DAVID  HUME,  M.D. 

JOHN  MERRILL,  M.D. 

JOSEPH  MURRAY,  M.D. 


8:15  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Historical  Medicine 

2 East  1 03rd  Street 

THE  RISE  AND  FALL  OF  JEAN  FRANCOIS 
PILATRE  de  ROZIER,  THE  FIRST 
AERONAUT 

CONSTANTINE  D.J.  GENERALES,  JR.,  M.D. 

Medical  Society  of  the  State  of  New  York 


April  23,  1970  and  April  30,  1970 

11:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

April  23 

Tumors  of  G.U.  Tract 

LESTER  M.  KARLITZ,  M.D. 

April  30 

Peritoneal  Dialysis 

FRANK  CAPONEGRO,  M.D. 


Moderator: 

MICHAEL  LE  STRANGE,  M.D. 
CREDIT:  C-l 


THURSDAY, APRIL  23 

4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

550  First  Avenue 
History  of  Medicine  Lecture 

THE  PARIS  HOSPITALS 

ROBERT  APRIL,  M.D. 

USPHS  Hospital,  Baltimore,  Md. 


8:30  p.m. 

The  Bronx-Lebanon  Hospital  Center 

Grand  Concourse  and  Mr.  Eden  Parkway 
Bronx 

1 3th  Annual  Tillie  S.  Bergman  Memorial  Lecture 

UROLOGICAL  PROBLEMS  IN  SPACE 
MEDICINE 

RUSSELL  SCOTT,  JR.,  M.D. 

Baylor  College  of  Medicine 
Texas  Medical  Center,  Houston 


9 : 30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

CURRENT  ANTIBIOTIC  THERAPY 

JULES  L.  GLADSTONE,  M.D. 

Downstate  Medical  Center 

CREDIT:  C 1 


April  24,  1 970  / April  28,  1 970 

9:00  a.m.-4:00  p.m.,  Friday-Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

CELL  PATHOLOGY  AND  SYSTEMIC 
NUCLEAR  MALIGNANCY  ASSOCIATED 
CHANGES  (MAC)  IN  TISSUES  AND 
SMEARS 

HERBERT  E.  NIEBURGS,  M.D. 
and  Faculty 

Mount  Sinai  School  of  Medicine 
FEE:  $150 
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TUESDAY,  APRIL  28 


FRIDAY,  APRIL  24 

4:00-5:00  p.m. 

Institute  of  Cancer  Research 
Columbia  University  P & S 
Francis  Delafield  Hospital 

99  Fort  Washington  Avenue  of  1 64th  Street 

STUDIES  WITH  LEUKEMIA-SARCOMA 
VIRUSES  IN  MAMMALIAN  CELL 
CULTURES 

TIMOTHY  E.  O’CONNOR,  M.D. 

National  Institutes  of  Health 
Bethesda,  Maryland 

Supported  by  the  American  Cancer  Society,  New  York 
City  Division,  Inc. 


April  27,  1 970  / April  29,  1 970 

The  Glaucoma  Center  of  the  Brooklyn  Eye 
and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

ANNUAL  SEMINAR  ON  GLAUCOMA 

A.  S.  ROSENBERG,  M.D.,  D.  KRAVITZ,  M.D. 
and  Staff 

FEE:  $125 


April  27,  1 970  / May  I,  1 970 

Full  time,  five  day  course 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

TYMPANOPLASTY  COURSE 

ADOLPH  WOLFERMAN,  M.D.,  Directing 
FEE:  $300 

Apply:  Mr.  Vernon  Dressier,  Administrator,  above 

address. 


April  28,  1 970  / April  30,  1 970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

DEVELOPMENT  OF  PARAMEDICAL 
PROFESSIONALS 

FEE:  $75 

Application  has  been  made  to  the  U.S.  Public  Health 
Service  for  partial  support  under  the  Short  Term  Training 
Grant  Program. 

Applications  should  be  addressed  to  the  above  ad- 
dress. Telephone:  (212)568-4334. 


9:00  a.m. 

New  York  Infirmary 

Toscanini  Room — Third  Floor 
Stuyvesant  Square  East  and  1 5th  Street 

BACTERIAL  ENDOCARDITIS  IN  THE 
ELDERLY 

EMANUEL  APPELBAUM,  M.D. 

N.Y.U.  School  of  Medicine 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Medicine 

2 East  1 03rd  Street 

1 . Allergy  to  Insects 

JAMES  H.  BARNARD,  M.D. 

2.  Current  Concepts  of  the  Pathogenesis 
and  Management  of  Asthma 

MICHAEL  H.  GRIECO,  M.D. 

St.  Luke's  Hospital 


April  29,  1970  / May  1,  1970 

Brooklyn  Eye  and  Ear  Hospital 

29  Greene  Avenue 
Brooklyn 

COURSE  IN  CORNEAL  SURGERY 

A.  BENEDICT  RIZZUTI,  M.D.,  Directing 
FEE:  $75 

For  information  on  all  courses  being  given  at  Brooklyn 
Eye  and  Ear  Hospital,  please  contact:  MR.  VERNON 

DRESSLER,  Administrator,  at  the  above  address. 


WEDNESDAY,  APRIL  29 

All  Day 

Beth  Israel  Medical  Center 

Podell  Auditorium 
1 0 Nathan  D.  Perlman  Place 

ANNUAL  SYMPOSIUM  OF  THE 
DEPARTMENT  OF  REHABILITATION 
MEDICINE 

FEE:  $25  (includes  lunch) 


1:15-4:15  p.m. 

Terrace  Heights  Hospital 

87-37  Palermo  Street 
Hollis,  Queens 

ONE-DAY  POST-GRADUATE 
SYMPOSIUM  with  members  of  the  Faculty 
of  the  Hahnemann  Medical  College  and 
Hospital 

1.  Introductory  Remarks 

SIGMUND  A.  SIEGEL,  M.D. 
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2.  Edema  Mechanisms  and  Therapy 

KWAN  E.  KIM,  M.D. 

3.  Fluid  and  Electrolyte  Imbalance 

JOELCHINITZ,  M.D. 

4.  General  Discussion 

PAUITORNAMBE,  M.D. 

5.  Panel  Discussion 

NO  FEE  CREDIT:  C-1 

Contact:  J.  EDWARD  ASTRACHAN,  M.D.,  Chairman  at 

the  above  address. 


4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

PARATHYROID 

LEONARD  SUSSMAN,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


8 : 30  p.m. 

Psychoanalytic  Clinic  for  Training  and 
Research,  Columbia  University 

2 East  1 03rd  Street 

ON  RESISTANCE  TO  THE 
PSYCHOANALYTIC  PROCESS:  SOME 
THOUGHTS  ON  ITS  NATURE  AND 
MOTIVATIONS 

LEO  STONE,  M.D. 

Fourth  Annual  John  B.  Turner  Lecturer 


WEDNESDAY,  APRIL  29 

8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

2 East  1 03rd  Street 

THE  PROGNOSTIC  SIGNIFICANCE  OF 
DREAMS  IN  THE  LONG-TERM  THERAPY 
WITH  HOMOSEXUALS 

HARRY  GERSHMAN,  M.D. 

American  Institute  for  Psychoanalysis 

Discussants: 

LOUIS  R.  HOTT,  M.D. 

Karen  Horney  Clinic 
CHARLES  W.  SOCARIDES,  M.D. 

Albert  Einstein  College  of  Medicine 


NEW  YORK  CITY  FUTURE  EVENTS 


May  6,  1 970  / May  8,  1970 

Columbia  University  P & S 

Alumni  Auditorium 
630  West  1 68th  Street 

POSTGRADUATE  COURSE  IN  THE 
RADIOLOGY  OF  THE  GASTRO- 
INTESTINAL TRACT 

under  the  direction  of: 

WILLIAM  B.  SEAMAN,  M.D. 

In  addition  to  the  faculty  of  the  College  of  Physicians  and 
Surgeons,  the  following  visiting  faculty  will  participate: 

WILLIAM  B.  YOUNG,  M.D. 

Royal  Free  Hospital  of  London,  England 

BERNARD  WOLF,  RICHARD  MARSHAK,  M.  KHILNANI, 

M.D.’s 

Mount  Sinai  School  of  Medicine 
SIDNEY  NELSON,  M.D. 

Ohio  State  University  School  of  Medicine,  Columbus 
ROBERT  WISE,  M.D.;  Lahey  Clinic,  Boston 
S.  C. 

SOMMERS,  M.D.,  Lenox  Hill  Hospital 
M.  REEDER,  M.D. 

Armed  Forces  Institute  of  Pathology 
J.  P.  WHALEN,  M.D.,  Cornell  University  Medical  College 
FRANCIS  RUZICKA,  M.D.,  St.  Vincent’s  Hospital 
DAVID  BRAGG,  M.D.,  Memorial  Hospital 
ROBERT  WALDRON,  M.D.,  Mt.  Auburn  Hospital,  Cam- 
bridge 

MORTON  MEYERS,  M.D.,  New  York  Medical  College 

For  further  information  contact:  MELVIN  D.  YAHR, 

M.D.,  Associate  Dean,  at  the  above  addtess. 

I 


June  1,  1970  / September  4,  1970 

New  York  Polyclinic  Medical  School  and 
Hospital 

341-353  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM  IN 
PREPARATION  FOR  ECFMG  AND  STATE 
BOARD  EXAMINATIONS 

All  communications  concerning  the  course  should  be 
addressed  to  the  office  of  the  Dean,  at  the  above 
address. 


July  and  August,  1970 

The  New  York  Polyclinic  Medical  School  and 
Hospital 

INTERNATIONAL  MEDICAL  STUDY 
PROGRAMS  (Four  to  six  weeks  medical 
tours  of  Italy) 

For  further  information  see  above. 
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PROGRAMS  IN  1970 


ALBANY  AREA 


Teaching  Day  Schedule  1970 

Department  of  Postgraduate  Medicine 
Albany  Medical  College 
Albany,  New  York  12208 

April  16,  1970 
Dermatology 
April  23,  1970 
Endocrinology 

CREDIT;  C-l 


BUFFALO  AREA 


April  22,  1970  and  April  29,  1970 

12:30  p.m.,  Wednesdays 

Roswell  Park  Memorial  Institute 

666  Elm  Street 

April  22 

Molecular  Biology  of  Hyaluronic  Acid 

ENDRE  A.  BALAZS 

Boston  Biomedical  Research  Institute 

April  29 

Immunoinflammatory  Diseases 

MARVIN  E.  ROSENTHALE,  M.D. 

Wyeth  Laboratories,  Philadelphia,  Pa. 

CREDIT:  C-1 


TWO-WAY  TELEPHONE 
CONFERENCES 


This  year  the  two-way  telephone  conference  continues 
in  an  expanded  format.  Four  series  of  programs  are 
presented: 

A weekly  series  of  general  interest  considered  useful  to 
any  and  all  physicians.  This  series  is  presented  on  Tuesday 
mornings. 

The  once-a-month  city-wide  Obstetrics  and  Gynecology 
Conference  meeting  at  9:00  A.M.,  usually  on  the  first 
Wednesday  of  the  month. 

The  once-a  month  Pediatrics  Conference  from  Children's 
Hospital  presented  at  10:00  A.M.,  on  the  second  Friday  of 
each  month. 

The  once-a-month  series  on  trauma  presented  on  the 
fourth  Thursday  at  1 0 : 30  A.M. 

There  are  now  51  hospital-outlets  on  the  network  which 
continues  to  grow. 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 


May  7 

Ear,  Nose  and  Throat 
May  1 4 and  1 5 

New  Adjuncts  in  Anesthesiology 
May  27  and  28 

Geriatric  Medicine 
June  1 and  2 

Rehabilitation  of  Strokes  and  Spinal 
Cord  Injuries 

CREDIT:  C-1 


GROSSINGER’S  (SULLIVAN  COUNTY) 


May  1,  1970  and  May  2,  1970 

Friday  and  Saturday 

New  York  State  Osteopathic  Society 

Grossinger’s  Hotel 
Grossinger  in  Sullivan  County 

72nd  Annual  Convention 

RECENT  ADVANCES  IN  CARDIOLOGY 

Friday  Morning  Session  starting  at  9.00  o.m. 

1.  Patterns  of  Coronary  Arterial  Disease 
and  Their  Surgical  Significance 

MICHAEL  E.  DeBAKEY,  M.D. 

Baylor  University  College  of  Medicine,  Texas 

2.  Status  of  Cardiac  Transplantation  and 
the  Rejection  Problem 

CHRISTIAAN  BARNARD,  M.D. 

University  of  Cape  Town,  South  Africa 

3.  Recent  Advances  in  Cardiac  Surgery 

C.  WALTON  LILLEHEI,  M.D. 

Cornell  University  Medical  College 

4.  Reconstruction  of  the  Cardiac  Valves 
with  Fascia  Lata 

CHARLES  P.  BAILEY,  M.D. 

St.  Barnabas  Hospital,  Bronx 

5.  The  Future  of  Cardiac  Surgery 
Panel  Discussion 

The  Above  Speakers 

Friday  Evening  Session  starting  at  8:30  p.m. 

Round  Table  Conference 

INDICATIONS  FOR  SURGERY  IN 
ACQUIRED  AND  CONGENITAL  HEART 
DISEASE 

Moderator: 

WILLIAM  MILLER,  D.O. 

Osteopathic  Hospital  and  Clinic  of  New  York 

Discussants: 

JOHN  FETZER,  D.O. 

Detroit  Osteopathic  Hospital 
WILLIAM  STRONG,  D.O. 

Osteopathic  Hospital  and  Clinic  of  New  York 
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HARRY  SIMMONS,  D.O. 

Riverside  Osteopathic  Hospital 
Trenton,  Michigan 

Saturday  Morning  Session 

1.  Current  Trends  in  the  Management  of 
Myocardial  Infarction 

WILLIAM  DAIBER,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 

2.  The  Diagnosis  of  Coronary  Artery 
Disease,  Latent  and  Symptomatic 

ARTHUR  M.  MASTER,  M.D. 

The  Mount  Sinai  Hospital 

3.  Long  Term  Care  of  the  Patient  with 
Coronary  Artery  Disease 

JOSEPH  ROGERS,  D.O. 

Detroit  Osteopathic  Hospital 

4.  The  Cardiac  Patient:  Surgical  vs. 

Medical  Approach 

Round  Table  Conference 

Moderator: 

MILTON  STEINBERG,  D.O. 

Interboro  General  Hospital,  Brooklyn 

Panelists: 

PHILIP  FLEISHER,  D.O. 

Osteopathic  Hospital  and  Clinic  of  New  York 
HAROLD  YABLIN,  D.O. 

Doctors  Hospital,  Tonawanda,  N.Y. 

JOSEPH  ROGERS,  D.O. 

WILLIAM  DAIBER,  D.O. 

Saturday  Afternoon  Session 

THOUGHTS  ON  THE  PREVENTION  OF 
HEART  DISEASE 

PAUL  DUDLEY  WHITE,  M.D. 

Harvard  Medical  School 

For  information  write:  BEN  C.  SCHARF,  D.O.,  Ex. 

Secty.,  NYSOS,  1973  Morris  Gate,  Seaford,  N.Y. 
1 1783.  (51  6)  TA  6-221  2. 

CREDIT:  C-l 


NASSAU  COUNTY  FUTURE  EVENT 


June  1 1 , 1 970  / June  13,  1970 

Veterans  Administration  Hospital,  The  State 
University  of  New  York  at  Stony  Brook  and 
the  American  College  of  Chest  Physicians 

Northport,  Long  Island 
Post  Graduate  Course 

CURRENT  CONCEPTS  IN  THE  DIAGNOSIS 
AND  MANAGEMENT  OF  ACUTE  AND 
CHRONIC  PULMONARY  DISEASES 

For  information  write:  O.  S.  CUNANAN,  M.D.,  Pro- 

gram Director,  VA  Hospital,  Northport,  N.Y.  1 1768. 

CREDIT:  C-l 


POUGHKEEPSIE  FUTURE  EVENT 


THURSDAY,  MAY  14 

9 : 00  a.m.-5 : 00  p.m. 

Hahnemann  Medical  School  Faculty 
St.  Francis  Hospital 

A TEACHING  DAY  ON 
ENDOCRINOLOGY 

1.  Diagnosis  and  Treatment  of  Pituitary 
Tumors 

N.  SCHNEEBERG,  M.D. 

2.  Male  Hypogonadism 

G.  SIEGEL,  M.D. 

3.  Adrenal  Hyperfunction  and  Adrenal 
Function  Tests 

N.  SCHNEEBERG,  M.D. 

4.  Congenital  Adrenal  Hyperplasis  and 
Adrenogenital  Syndrome 

L.  KRYSTON,  M.D. 

5.  Question  Period  with  the  above 
speakers 

Afternoon  Session 

1 . Hyperthyroidism — Pathophysiology, 
Diagnosis  and  Management 

R.  SHAW,  M.D. 

2.  Primary,  Secondary  and  Tertiary 
Hyperthyroidism 

L.  MILLS,  M.D. 

3.  Question  Period  with  above  speakers 

CREDIT:  C-l 


SUFFOLK  COUNTY 


April  2 1,  1 970  and  April  28,  1 970 

8 : 30  a.m.,  Tuesdays 

Good  Samaritan  Hospital 

Montauk  Highway 
West  Islip 

Course  on  Dermatology 
Continued  from  last  issue 

April  21 

Common  Skin  Diseases — Their  Diagnosis 
and  Treatment 

JOHN  RUPPE,  M.D. 

April  28 

Acne  Vulgaris — Approaches  to  Therapy 

MELCHIOR  FOGEL,  M.D. 

CREDIT:  C-l 
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WESTCHESTER  COUNTY 


WEDNESDAY,  APRIL  29 

9:15  p.m. 

Westchester  Allergy  Society 

White  Plains  Hospital — Winslow  Hall 
White  Plains 

Spring  Meeting 

PATHOPHYSIOLOGY  AND 
MANAGEMENT  OF  RESPIRATORY 
INSUFFICIENCY:  OBSTRUCTIVE  LUNG 
DISEASE  AND  INTERSTITIAL  DISEASE  OF 
THE  LUNG 


PHYSICIANS’  PLACEMENT 


A public  health  physician  is  needed  immediately  to  head  a 
new  program  soon  to  be  launched  in  British  Honduras  by 
CARE-MEDICO.  The  post  is  offered  on  a two-year  con- 
tract basis.  For  information,  write  to:  COLGATE 

PHILLIPS,  M.D.,  Dir.,  MEDICO,  660  First  Avenue,  N.Y., 
N.Y.  10016. 


AFTON,  N.Y.,  Chenango  County.  G.P.  to  shore  a two-man 
clinic  type  facility  equipped  with  x-ray,  E.K.G.,  etc. 

CONTACT:  CHARLES  H.  GRAF,  M.D.,  Afton  Medical 

Building,  Afton,  N.Y.  1 3730.  Tel.  (607)  639-2701 . 


AVERILL  PARK,  N.Y.,  Rensselaer  County.  General  Prac- 
titioner. 

CONTACT:  MR.  JAMES  F.  NISH,  Choirman,  Medical  Com- 

mittee, Miller  Hill  Road,  R.D.  #2,  Averill  Park,  N.Y.  1 201  8. 


BOONVILLE,  N.Y.,  Oneida  County.  G.P.  for  new  three  uni 
Health  Building. 

CONTACT:  CARL  SZOT,  M.D.,  Boonville,  N.Y.  1 3309.  Tel. 

(315)  942-4391. 


BOSTON,  N.Y.,  Erie  County.  One  or  two  G.P.’s  needed 
here. 

CONTACT:  MRS.  GLADYS  KOELMEL,  P.O.  Box  38,  Boston, 

N.Y.  14025. 


BROCKPORT,  N.Y.,  Monroe  County.  G.P. 

CONTACT:  MRS.  GOERGE  STACK,  40  Sweden  Hill, 

Brockport,  N.Y.  14420.  Tel.  (71  6)  637-4481 . 


BROCTON,  N.Y.,  Chautauqua  County.  G.P.  and  Specialist 
in  any  field. 

CONTACT:  JAY  B.  OLSEN  (Mayor),  Highland  Avenue, 

Brocton,  N.Y.  14716. 


CALLICOON,  N.Y.,  Sullivan  County.  G.P.  needed. 

CONTACT:  MR.  VALLEAU  C.  CURTIS,  General  Chairman, 

Grover  M.  Hermann  Hospital,  Callicoon,  N.Y.  1 2723. 


CAPE  VINCENT,  N.Y.,  Jefferson  County.  General  Prac- 
titioner. 

CONTACT:  LYSLE  FAURET,  Town  Clerk,  Town  of  Cape 

Vincent,  N.Y.  13616.  Tel.  (31  5)  OL  4-5091. 


CARTHAGE,  N.Y.,  Jefferson  County.  G.P.  and  Specialists 
in  Anesthesiology,  General  Surgery  and  Internal  Medicine. 

CONTACT:  MR.  GORDON  M.  GOULD,  1 28  N.  Washington 

Street,  Carthage,  N.Y.  1 361  9. 


CATO,  N.Y.,  Cayuga  County.  General  Practitioner. 

CONTACT:  MR.  WALDO  McDOWELL  (Mayor),  Cato, 

N.Y.  13033.  Tel.  (31  5)  626-21  29. 


CHATEAUGAY,  N.Y.,  Franklin  County.  General  Prac- 
titioner. 

CONTACT:  MR.  JOHN  LYONS,  Treasurer,  Farmers 

National  Bank.  Tel.  (518)  497-3181;  or  JOSEPH  j’ 
PEZZULO,  M.D.,  Main  Street,  Chateaugay,  N.Y.  1 2920' 
Tel.  497-2941. 


CROGHAN,  N.Y.,  Lewis  County.  G.P. 

CONTACT:  MR.  HARRY  NORTZ  (Mayor),  Village  of 

Croghan,  Box  1 49,  Croghan,  N.Y.  1 3327. 
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CUBA,  N.Y.,  Allegany  County.  G.P.  and  Specialist  in 
General  Surgery. 

CONTACT:  Cuba  Memorial  Hospital,  West  Main  Street, 

Cuba,  N.Y.  1 4727.  Tel.  (71  6)  968-2000. 


DRUGS  AND  THE  ADOLESCENT 

EUGENE  H.  KAPLAN,  M.D. 

HERBERT  WIEDER,M.D. 

Albert  Einstein  College  of  Medicine 


DANNEMORA,  N.Y.,  Clinton  County.  G.P. 

CONTACT:  MR.  WILLIAM  E.  DONAHUE  (Mayor),  Village  of 

Dannemora,  N.Y.  1 2929.  Tel.  (51  8)  492-3151. 


NASSAU  COUNTY 


DELHI,  N.Y.,  Delaware  County.  G.P.  and  Specialist  in 
Ob/ Gyn. 

CONTACT:  MR.  J.  P.  OLIVER,  86  Main  Street,  Delhi, 

N.Y.  1 3753. 


ELLICOTTVILLE,  N.Y.,  Cattaraugus  County.  General  Prac- 
titioner. 

CONTACT:  MR.  THOMAS  J.  COLAMONICO,  Pres., 

Chamber  of  Commerce,  Ellicottville,  N.Y.  14731.  Tel. 
(716)  699-2236. 


ELMIRA,  N.Y.,  Chemung  County.  Four  Board  Eligible 
Pediatricians 

CONTACT:  GEORGE  R.  MURPHY,  M.D.,  722  Water 

Street,  Elmira,  N.Y.  1 4905. 


ELMIRA,  N.Y.,  Chemung  County.  Forming  a mixed  clinic 
group — needed  G.P.,  Internist  and  General  Surgeon. 

CONTACT:  JAMES  G.  GRAY,  M.D.,  1159  West  Water 

Street,  Elmira,  N.Y.  1 4905.  Tel  (607)  734-0247. 


EVENTS  RECEIVED  LATE 


TUESDAY,  APRIL  14 

9:00  p.m. 

Queens  County  Psychiatric  Society 
Queens  Hospital  Center 

82-68  1 64th  Street 
Jamaica 


WEDNESDAY,  APRIL  15 

8 : 00  a.m. 

Mercy  Hospital — MacArthur  Hall 

Rockville  Centre 
Surgical  Conference 

SURGICAL  TREATMENT  OF 
MALIGNANT  MELANOMA 

LEMUEL  BOWDEN,  M.D. 

Memorial  Hospital,  New  York  City 


April  15,  1 970  and  April  29,  1970 

8 : 00  a.m. 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

The  Following  Lectures  to  be  given  by  the  Department  of 
Endocrinology  Meadowbrook  Hospital 

April  15 

Hypoglycemic  States 

H.  POLIAKOFF,  M.D. 

April  29 

The  Spectrum  Adrenalcortical  Diseases 
and  the  Proper  Use  of  Adrenocorti- 
costeroids 

M.  ROGINSKY,  M.D. 

CREDIT:  C-l 


SUBSCRIPTION  RENEWAL  ORDER  BLANK 

WHAT  GOES  ON  IN  MEDICINE 
Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  N.Y.  10017  Date_ 

Name No.  of  Subscriptions 

Attention Title 


Address 

City State Zip 

□ $3.00  check  enclosed  for  "WHAT  GOES  ON" 

□ $7.50  check  enclosed  for  "NEW  YORK  STATE  JOURNAL  OF  MEDICINE" 
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'Pile  chronical  I v a n x ions 
liar  patient  who  becomes  overly 
[>ccti|»ie(]  with  his  condition  may 
I to  become  even  more 
rehensive  during  the  nighttime 
rs.  With  senses  sharpened  hy 
te  anxiety,  he  may  interpret  as 
linous”  changes  in  his  heart's 
an.  And  with  intensified  anxiety, 
|>  may  often  he  disturbingly 
ive. 

To  help  alleviate  anxiety- 
iced  insomnia,  an  added  li.s. 

* of  Lihrium®  (chlordiazepoxide 
) can  he  particularly  effective, 
ough  its  prompt,  dependable 
anxiety  action.  Librium 
uently  calms  the  patient  and 
turages  relaxation  and  sleep. 
i.d.  daytime  regimen  often  helps 
H e excessive  “cardiac  anxiety” 

, in  conjunction  with  the 
ttician's  reassurance  and  counsel, 
eiiahle  the  patient  to  adopt  a 
ter,  more  realistic  attitude 
ird  bis  disorder  and  toward 
y stress.  Also  of  therapeutic 
otlance:  on  proper  maintenance 
ige.  Librium  s|ldom  impairs 
ity  to  fuuctivn.  In  general  use, 
most  contmon  side  effects 
>rted  have  been  drowsiness, 
ia  and  confusion,  particularly 
le  elderly  and  debilitated, 
full  prescribing  information.) 

or  anxiety-induced 
insomnia 

the  cardiac  patient 
adjunctive 

Librium 

lordiazepoxide  HC1) 
t.i.d.  plus  h.s. 

ig,  10- mg  and  25-ing  capsules 


LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc 
Nutley  New  Jersey  07110 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when 
anxiety,  tension  and  apprehension  are  signifi- 
cant components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and 
debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or 
less  per  day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions 
in-lreatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable 
during  protracted  therapy. 
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developed  to  provide  Doctors  with  greater 
control  over  their  professional  hours  by  the 
maximum  reduction  of  non-medical  time  . . . 


RDP  has  found  a cure  for  endemic  paperwork  — the 
TIME  MACHINE,  M.D.  — a comprehensive  computer 
capability  for  the  medical  professions  that  can  prepare 
patient  invoices,  schedule  patient  visits,  do  accounting, 
prepare  medical  insurance  forms,  and  can  communi- 
cate with  patients  by  personally  prepared  correspon- 
dence, all  right  from  your  office. 

The  TIME  MACHINE,  M.D.  is  a modified  desk  top  elec- 
tric typewriter  at  your  office  which  connects  to  our 
large  central  computer  through  ordinary  telephone  lines. 
It  requires  no  special  computer  knowledge  or  special 
typing  skills  to  operate.  It  transmits  and  receives  pa- 
tient data  instantly,  in  English. 


Let  RDP’s  TIME  MACHINE  cure  your  paperwork  dis- 
ease — Today! 


Responsive  Data  Processing  Corp. 
Radio  Circle,  Dept.  A-1 
Mount  Kisco,  N.Y.  10549 
Telephone:  (212)  294-5574 


Tell  me  more  about  how  RDP’s  Time  Machine  can 
help  cure  my  endemic  paperwork  problem. 

□ Please  have  salesman  call. 

□ Please  send  more  information. 


Responsive  Data  Processing  and  the  TIME  MACHINE 
help  control  spiraling  medical  administrative  costs  be- 
cause we  place  advanced  computer  technology  at  your 
fingertips.  All  data  are  handled  in  a split  second  — 
communication  is  instant  and  confidential. 
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Then,  there  were 
antidepressants  for 
depression 


First,  there  were 
tranquilizers  for 
anxiety 


1969.  PFIZER 


NOW,  Pfizer  Laboratories  introduces 


Sineq 

DOXEPIN  HCll 


uan 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that  is 
a tranquilizer. 


The  first  single  agent  with  potent 

dual  action... active  throughout  the  spectrum 

of  psychoneurotic  anxiety/depression 


New  Sinequan  (doxepin  HCD... 
in  coexisting  anxiety/ depression 

142  patients  with  symptoms  of  both  anxiety  and  depres- 
sion were  treated  with  Sinequan— 83%  of  the  patients 
showed  marked,  moderate,  or  slight  improvement. 


% or 

PATIENTS 

IMPROVEO 

83% 


In  three  double-blind  studies  comparing  Sinequan  and 
a fixed  combination  (perphenazine-amitriptyline], 
Sinequan  was  found  to  be  at  least  as  effective  as— and 
in  some  cases  more  effective  than— the  combination. 

New  Sinequan... 
in  prominent  anxiety 

238  psychoneurotic  patients  in  whom  anxiety  was  the 
most  prominent  symptom  were  treated  with  Sinequan 
— 84 % of  the  patients  showed  marked,  moderate,  or 
slight  improvement. 


PATIENTS 

IMPROVED 

84% 


In  eight  double-blind  studies  of  Sinequan  and  either 
chlordiazepoxide  or  diazepam,  Sinequan  was  always 
found  to  be  at  least  as  effective  as— and  in  some  cases 
more  effective  than— the  tranquilizers  in  relieving 
symptoms  of  anxiety. 

New  Sinequan... 
in  prominent  depression 

259  psychoneurotic  patients  in  whom  depression  was 
the  most  prominent  symptom  were  treated  with 
Sinequan— 81%  of  the  patients  showed  marked,  mod- 
erate, or  slight  improvement. 


diagnosis  total 

NO.  OF 
PATIENTS 
IMPROVED 

IMPROVEMENT 

MARKED  MODERATE  SLIGHT 

psychoneurotic  qcq 
depression 

210 

106  72  32 

In  five  double-blind  studies  of  Sinequan  and  amitrip- 
tyline, Sinequan  was  always  found  to  be  at  least  as 
effective  as— and  in  some  cases  more  effective  than— the 
antidepressant  in  relieving  symptoms  of  depression. 

Data  on  File,  Medical  Research  Laboratories,  Pfizer  Pharmaceuticals,  Chas.  Pfizer  & Co  , 
Groton,  Conn. 

Summary  of  clinical  experience  with  Sinequan  (doxepin  HCI)  in,  Pitts.  N.:  The  Clinical 
Evaluation  of  Doxepin— A New  Psychotherapeutic  Agent:  Psychosomatics  10:164,  May- 
June.  1969. 


NO.  OF 

IMPROVEMENT 

DIAGNOSIS 

TOTAL 

IMPROVED 

MARKED  MODERATE 

SLIGHT 

psychoneurotic 

anxiety 

238 

201 

92  59 

50 

TARGET 

SYMPTOMS  TOTAL 

NO.  OF 
PATIENTS 
IMPROVED 

IMPROVEMENT 

MARKEO  MODERATE  SLIGHT 

anxiety/  ■>  aj 

depression 

118 

39  46  33 

Adverse  reactions: 

Sinequan  (doxepin  HCI)  is  usually 
well  tolerated,  even  in  the  elderly. 
Those  side  effects  which  do  occur  are 
generally  mild. 

Most  frequently  observed  side  effects 
Drowsiness  has  been  observed,  usu- 
ally early  in  the  course  of  therapy.  It 
tends  to  disappear  as  therapy  con- 
tinues. 

Anticholinergic  effects  (including  dry 
mouth,  blurred  vision,  constipation) 
have  been  reported.  They  are  usually 
mild  and  often  subside  with  contin- 
ued therapy  or  reduction  of  dose. 
Infrequently  observed  side  effects 
Extrapyramidal  symptoms  have  been 
infrequent  and  have  usually  occurred 
at  high  dose  levels.  They  tend  to  be 
mild  and  easily  controlled. 
Cardiovascular  effects,  such  as  hypo- 
tension and  tachycardia,  have  been 
reported  infrequently. 

Other  infrequently  reported  side 
effects  include  dizziness,  nausea,  in- 
creased sweating,  edema,  nasal  con- 
gestion and  weight  gain. 

Sinequan  is  noneuphoriant,  and  no 
dependence  has  been  reported  to 
date. 

Safety: 

Liver  disorders,  blood  dyscrasias,  lens 
opacities  or  pigment  deposits  in  eyes 
or  skin  have  not  been  reported  to  date 
with  Sinequan. 

Contraindications : 

Sinequan  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensi- 
tivity to  the  drug,  and  in  patients  with 
glaucoma  or  a tendency  to  urinary  re- 
tention. 

Warnings: 

Sinequan  should  not  be  used  concom- 
itantly or  within  two  weeks  of  ther- 
apy with  MAO  inhibitors. 

Sinequan  should  not  be  used  in 
pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  it  is  essential 
for  the  welfare  of  the  patient.  Its  use 
in  children  under  12  years  of  age  is 
not  recommended  because  safe  con- 
ditions for  its  use  have  not  been  estab- 
lished. 

(See  last  page  for  full  adverse  reac- 
tions, contraindications,  warnings 
and  precautions.) 
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Recommended  dosage: 

Starting  dosage- 
25  mg.,  t.i.d. 
Maximum  dosage- 
300  mg.  per  day. 


Expected  activity: 

Antianxiety  activity  is  rapidly 
apparent,  comparable  to  that  of  the 
benzodiazepine  tranquilizers. 
Antidepressant  activity  is  com- 
parable to  the  tricyclic  antidepres- 
sants. 


How  supplied: 

Bottles  of  100 
capsules  of  10  mg., 
25  mg.,  and  50  mg.; 
bottles  of  1000 
capsules  of  25  mg. 
and  50  mg. 


(ACTUAL  SIZE) 


The  first  single  agent 
that  can  be  prescribed 
as  a tranquilizer,  an 
antidepressant...or  both 


SINEQUAN  (Doxepin -HC1)  Capsules 

Description.  SINEQUAN  (doxepin -HC1)  is  a new  dibenzoxepin  psycho- 
therapeutic agent  with  marked  antianxiety  and  significant  antidepressant 
activity. 

Chemistry.  SINEQUAN  (doxepin  • HC1)  is  a dibenzoxepin  derivative  and 
is  the  first  of  a new  family  of  psychotherapeutic  agents.  Specifically,  it  is 
an  isomeric  mixture  of  N.N-Dimethyl-dibenzfb.ejoxepin-A1 1(6H)-  y propyl- 
amine hydrochloride. 


Indications.  In  a carefully  designed  series  of  controlled  studies,  SINEQUAN 
(doxepin  • HC1)  has  been  shown  to  have  marked  antianxiety  and  signifi- 
cant antidepressant  activity.  SINEQUAN  (doxepin- HC1)  is  recommended 
for  the  treatment  of: 

1.  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions. 

2.  Mixed  symptoms  of  anxiety  and  depression. 

3.  Alcoholic  patients  with  anxiety  and/or  depression. 

4.  Anxiety  associated  with  organic  disease. 

5.  Psychotic  depressive  disorders  including  involutional  depression  and 
manic  depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well 
to  SINEQUAN  (doxepin -MCI)  include  anxiety,  tension,  depression,  so- 
matic symptoms  and  concerns,  insomnia,  guilt,  lack  of  energy,  fear,  ap- 
prehension and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  SINEQUAN 
(doxepin- HC1)  is  of  particular  value  since  it  exerts  a potent  antidepres- 
sant effect  as  well  as  antianxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepres- 
sant drugs  may  benefit  from  treatment  with  SINEQUAN  (doxepin  ■ HC1) . 

Clinical  experience  has  shown  that  SINEQUAN  (doxepin  • HC1)  is  safe 
and  well  tolerated  even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal 
symptoms,  none  were  reported.  This  is  consistent  with  the  virtual  ab- 
sence of  euphoria  as  a side  effect  and  the  lack  of  addiction  potential 
characteristic  of  this  type  of  chemical  compound. 

Contraindications.  SINEQUAN  (doxepin • IIC1)  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensitivity  to  the  drug. 

SINEQUAN  (doxepin  • HC1)  is  contraindicated  in  patients  with  glau- 
coma, or  a tendency  to  urinary  retention. 

Warnings.  Usage  in  Pregnancy  SINEQUAN  (doxepin  • HC1)  has  not  been 
studied  in  the  pregnant  patient.  It  should  not  be  used  in  pregnant  women 
unless,  in  the  judgment  of  tho  physician,  it  is  essential  for 
the  welfare  of  tho  patient,  although  animal  reproductive 
studies  have  not  resulted  in  any  teratogenic  effects. 

Usage  In  Children:  The  use  of  SINEQUAN  (doxepin  • HC1) 
in  children  under  12  years  of  ago  is  not  recommended,  be- 
cause safe  conditions  for  its  use  hove  not  been  estab- 
lished. 

MAO  Inhibitors  Serious  side  effects  and  even  death 
have  been  reported  following  tho  concomitant  use  of  cer- 
tain drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibitors 


should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initia- 
tion of  therapy  with  SINEQUAN  (doxepin  ■ HC1) . The  exact  length  of 
time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor 
being  used,  the  length  of  time  it  has  been  administered,  and  the  dosage 
involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  pa- 
tients should  be  warned  of  the  possibility  and  cautioned  against  driving 
a car  or  operating  dangerous  machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may 
be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may 
remain  so  until  significant  improvement  has  occurred,  patients  should  be 
closely  supervised  during  the  early  course  of  therapy. 

Although  SINEQUAN  (doxepin  • HC1)  has  significant  tranquilizing  ac- 
tivity, the  possibility  of  activation  of  psychotic  symptoms  should  be  kept 
in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.  iminodiben- 
zyls  and  dibenzocycloheptenes)  are  capable  of  blocking  the  effects  of 
guanethidine  and  similarly  acting  compounds  in  both  the  animal  and 
man.  SINEQUAN  (doxepin • HC1),  however,  does  not  show  this  effect  in 
animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  per  day,  SINEQUAN 
(doxepin  • HC1)  can  be  given  concomitantly  with  guanethidine  and  related 
compounds  without  blocking  the  antihypertensive  effect.  At  doses  of 
300  mg.  per  day  or  above,  SINEQUAN  (doxepin  • HC1)  does  exert  a signifi- 
cant blocking  effect.  In  addition,  SINEQUAN  (doxepin  • HC1)  was  similar 
to  the  other  structurally  related  psychotherapeutic  agents  as  regards  its 
ability  to  potentiate  norepinephrine  response  in  the  animal.  However,  in 
the  human  this  effect  was  not  seen.  This  is  in  agreement  with  the  low 
incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  dry  mouth,  blurred  vision, 
and  constipation  have  been  reported.  They  are  usually  mild,  and  often 
subside  with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  drowsiness  has  been  observed.  This 
usually  occurs  early  in  the  course  of  treatment,  and  tends  to  disappear 
as  therapy  is  continued. 

Cardiovascular  Effects:  tachycardia  and  hypotension  have  been  re- 
ported infrequently. 

Other  infrequently  reported  side  effects  include  extrapyramidal  symp- 
toms, gastrointestinal  reactions,  secretory  effects  such  as  increased  sweat- 
ing, weakness,  dizziness,  fatigue,  weight  gain,  edema,  paresthesias,  flush- 
ing, chills,  tinnitus,  photophobia,  decreased  libido,  rash,  and  pruritus. 
Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  dose  of  25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently 
be  increased  or  decreased  at  appropriate  intervals  and  according  to  in- 
dividual response.  The  usual  optimum  dose  range  is  75  mg. /day  to  150 
mg. /day. 

In  more  severely  ill  patients,  an  initial  dose  of  50  mg.  t.i.d.  may  be  re- 
quired with  subsequent  gradual  increase  to  300  mg. /day  if  necessary. 
Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology,  or  emotional  symptoms 
accompanying  organic  disease,  lower  doses  may  suffice. 
Some  of  these  patients  have  been  controlled  on  doses  as 
low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be 
evident  for  two  to  three  weeks,  antianxiety  activity  is 
rapidly  apparent. 

Supply.  SINEQUAN  (doxepin  • IIC1)  is  available  as  capsules 
containing  doxepin  HC1  equivalent  to  10  mg.,  25  mg.,  and 
50  mg.  of  doxepin  base  in  bottles  of  100;  and  25  mg.  and 
50  mg.  in  bottles  of  1000.  Issued  September  1969 
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Medical  News 


Clinical  Center  to  study 
lupus  nephritis 

The  cooperation  of  physicians  is  requested  in 
a therapeutic  study  of  lupus  nephritis  being 
conducted  by  the  National  Institute  of  Arthritis 
and  Metabolic  Diseases  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. Patients  with  systemic  lupus  erythema- 
tosus may  develop  an  immune  complex  ne- 
phritis which  can  be  fatal.  Their  serum  often 
contains  antibodies  to  nucleic  acids. 

The  Center  is  interested  in  obtaining  10  to 
20  ml.  of  serum  from  lupus  nephritis  patients 
who  might  be  willing  to  enter  the  Clinical 
Center  for  two  to  three  months.  If  certain 
clinical  and  laboratory  criteria  are  fulfilled, 
these  patients  would  be  admitted  for  a thera- 
peutic study  involving  cyclophosphamide.  Ad- 
ditional studies  underway  include  attempts  to 
define  the  relationship  of  viral  infection  to  the 
disease.  Patients  early  in  their  disease  course 
are  preferred,  but  those  already  receiving  cor- 
ticosteroid therapy  will  be  considered. 

Physicians  who  have  patients  that  might  be 
suitable  for  this  study  may  contact:  Norman 

Talal,  M.D.,  or  John  L.  Decker,  M.D.,  Clinical 
Center,  Room  9-N-218,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  496-1474,  area  code  301. 

Immune  deficiency  diseases 
topic  of  study 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  studies  of  immune 
deficiency  diseases  being  conducted  by  the  Na- 
tional Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Needed  for  these  studies  are  referrals  of  pa- 
tients with  congenital,  acquired,  or  Swiss-type 
agammaglobulinemia,  selective  immunoglobu- 
lin deficiencies,  thymic  dysplasia,  Di  George 
syndrome,  and  related  disorders.  All  patients 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


will  have  complete  evaluation  of  their  immune 
competence.  When  indicated,  bone  marrow  or 
thymus  transplantation  or  replacement  therapy 
will  be  instituted.  On  completion  of  studies, 
patients  will  be  returned  to  the  care  of  the  re- 
ferring physician  who  will  receive  a summary 
of  findings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these  studies 
may  contact:  Daniel  Ein,  M.D.,  or  William  D. 

Terry,  M.D.,  Clinical  Center,  Room  4-B-10, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  The  telephone  number  is  496-1085 
or  496-1376,  area  code  301. 

Personalities 

Elected.  A.  W.  Martin  Marino,  Jr.,  M.D.,  clin- 
ical assistant  professor  of  surgery,  Downstate 
Medical  Center,  as  president  of  the  New  York 
Society  of  Colon  and  Rectal  Surgeons.  . .Har- 
old Fink,  M.D.,  clinical  professor  of  pathology, 
Downstate  Medical  Center,  as  a member  of  the 
Royal  Society  of  Health  and  appointed  consult- 
ant in  thalassemia  for  the  Study  of  the  Feasi- 
bility of  Organizing  Regional  Reference  Lab- 
oratories by  the  World  Health  Organization 
. . .Nathaniel  E.  Reich,  M.D.,  clinical  associ- 
ate professor  of  medicine,  Downstate  Medical 
Center,  as  president  of  the  New  York  State 
Chapter  of  the  American  College  of  Chest  Phy- 
sicians . . . Harold  Zarowitz,  M.D.,  clinical  as- 
sociate professor  of  medicine,  Downstate  Medi- 
cal Center,  as  president  of  the  New  York  Dia- 
betes Association. 

Appointed.  William  W.  Faloon,  M.D.,  profes- 
sor of  medicine,  University  of  Rochester  School 
of  Medicine,  as  chief  of  the  Department  of  In- 
ternal Medicine  at  Highland  Hospital.  . . 
Charles  L.  Christian,  M.D.,  professor  of  medi- 
cine, Columbia  University  College  of  Physi- 
cians and  Surgeons,  as  physician-in-chief  of  the 
Hospital  for  Special  Surgery.  . .Leroy  S.  La- 
vine,  M.D.,  professor  of  orthopedic  surgery, 
Downstate  Medical  Center,  as  a member  of  the 
editorial  board  of  the  American  Digest  of  For- 
eign Orthopaedic  Literature. 


April  15,  1970  / New  York  State  Journal  of  Medicine  919 


Some  days  she  can't  seem 
“ ^ to  function . . . 


other  days  she  doesn't  even  try 

In  the  treatment  of  depression,  Aventyl  HCI  as  part  of 
your  total  therapy  often  brings  early  symptomatic 
improvement.  Aventyl  HCI  aids  in  renewing  motor  function 
and  increasing  interest  in  life.  Patients  may  report  that 
they  eat  more,  enjoy  undisturbed  sleep  . . . generally 
begin  to  function  better.  Relief  from  their  most  distressing 
symptoms  helps  them  “open  up"  and  ventilate  their  problems. 


In  depression 

AVENTYL  HCI 


NORTRIPTYLINE  HYDROCHLORIDE 


Description:  Aventyl  HCI  is  a safe  and  effective  agent  lor  treatment  of  mental 
depression,  anxiety-tension  states,  and  psychophysiological  gastro  intestinal 
disorders  It  is  not  a monoammeoxidase  (MAO)  inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of  Aventyl  HCI  are  milder 
than  those  of  related  antidepressants. 

Indications:  Depressive  reactions  (alone  or  accompanied  by  anxiety)  associ- 
ated with  such  presenting  symptoms  as  depression,  anxiety,  tension,  insomnia 
restlessness,  disinterest,  and  irritability. 

Psychophysiological  gastro  intestinal  disorders  and  symptomatic  reactions 
in  childhood  (e  g . enuresis). 

Contraindications:  Hypersensitivity  to  the  drug:  concurrent  use  with  a MAO 
inhibitor  or  use  within  two  weeks  after  the  MAO  inhibitor  is  discontinued 

Warnings:  Use  m convulsive  or  hypotensive  states  should  be  closely  followed 
by  the  physician. 

At  present,  data  are  insufficient  to  recommend  the  drug  during  pregnancy 
The  possibility  of  a suicidal  attempt  in  a depressed  patient  should  always  be 
considered. 

There  have  been  rare  reports  of  agranulocytosis,  jaundice,  hypotension, 
tremor,  urinary  retention,  thrombocytopenic  purpura,  and  paralytic  ileus. 
Periodic  laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial  infarction  and  arrhyth- 
mias. have  been  reported  occasionally  with  related  drugs  Patients  with 
cardiovascular  disease  should  be  given  Aventyl  HCI  under  close  observation 
and  in  low  dosage  This  drug,  like  members  of  its  group,  tends  to  produce 
sinus  tachycardia  and  to  prolong  the  conduction  time,  as  manifested  by  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity.  Aventyl  HCI  should  be 
administered  cautiously  in  patients  with  glaucoma  or  a propensity  for  urinary 
retention.  Use  Aventyl  HCI  with  care  in  conjunction  with  sympathomimetic 
or  anticholinergic  drugs  Epileptiform  seizures  or  troublesome  patient  hostility 
may  occur.  Aventyl  HCI  used  alone  in  schizophrenic  patients  may  result  in 
an  exacerbation  of  the  psychosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant)  has  not  been  thoroughly  studied  If 
these  treatments  are  used  together,  the  physician  should  be  aware  of  possible 
added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of  Aventyl  HCI. 

Patients  receiving  a tricyclic  antidepressant  (e  g . nortriptyline)  may  respond 
poorly  to  hypotensive  agents  such  as  guanethidme. 

Adverse  Reactions:  The  following  have  been  observed  or  reported  following 
the  use  of  Aventyl  HCI : dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorientation  and  hallucinations, 
restlessness,  weakness,  precipitation  of  hypomamc  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar  taste,  blacktongue,  fa- 


tigue. excess  weight  gam  or  weight  loss,  insomnia,  headache,  paresthesia, 
nausea  and  vomiting,  adynamic  ileus,  rash,  itching,  delayed  micturition, 
hunger  sensation,  flushing,  diarrhea,  nocturia,  inner  nervousness,  anxiety 
and  panic,  ankle  and  orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neuropathy,  photosensitization, 
extrapyramidal  symptoms,  and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been  reported. 

Administration  and  Dosage:  Aventyl  HCI  is  administered  orally  as  Pulvules'^ 
or  liquid  Dosage  should  be  individualized.  The  following  general  principles 
are  applicable 

Aventyl  HCI  is  preferably  given  in  gradually  increasing  doses:  1 Pulvule 
(10  mg.)  twice  the  first  day.  1 Pulvule  three  times  the  second  day.  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day.  the  patient  can  be  given  25  mg  twice  the  first 
day.  25  mg.  three  times  the  second  day.  and  25  mg  four  times  daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage  If  side-effects  of  a more 
serious  nature  or  allergic  manifestations  develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10  mg.  three  or  four  times 
a day;  for  severe  depressions,  100  mg  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 

Usual  Recommended  Dosage 

ADULTS— 20  to  100  mg.  daily 
Pulvules:  25  mg.— 1 Pulvule  one  to 
four  times  daily 
10  mg  — 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.) 
one  to  four  times  daily 

CHILDREN  — 1 to  2 mg.  per  Kg  or  10  to  75  mg  daily 
Pulvules:  25  mg  — Ages  seven  to  twelve,  1 Pulvule  one  to  three  times 
daily 

10  mg  — Ages  three  to  six,  1 Pulvule  one  to  three  times  daily 
Ages  seven  to  twelve,  1 or  2 Pulvules  one  to  three 
times  daily 

Liquid:  Ages  three  to  six,  1 teaspoonful  (5  cc.)  one  to  three  times  daily 
Ages  seven  to  twelve.  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evident  that  the  depression 
cycle  has  run  its  spontaneous  course.  This  assumption  may  be  based  upon 
the  history  of  previous  depressions,  the  removal  of  the  precipitating  factors 
in  the  environment,  or  a recognition  that  the  patient  is  able  to  manage  his 
affairs.  It  is  advisable  to  continue  maintenance  therapy  for  several  months 
after  improvement. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly), 
10  mg.  (equivalent  to  base)  per  5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI.  10  and  25  mg.  (equivalent  to  base),  in  bottles  of 
100  and  500.  [08I668*] 

Additional  information  available  upon  request. 
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Medical  Meetings 


Course  in  vestibular  system  in 
otologic  diagnosis  offered 

The  Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary  is  offering  a postgradu- 
ate course  for  specialists  in  otolaryngology, 
“The  Vestibular  System  in  Otologic  Diagnosis,” 
under  the  direction  of  Francis  M.  Fodor,  M.D., 
surgeon  director,  Department  of  Otolaryngol- 
ogy, on  May  3 through  5. 

Tuition  is  $100.  For  registration  and  fur- 
ther information  contact:  Jane  Stark,  regis- 

trar, Post-Graduate  Institute,  New  York  Eye 
and  Ear  Infirmary,  310  East  14th  Street,  New 
York,  New  York  10003. 

Immunity  and  relationship  to  cancer 
topic  of  lecture 

Robert  A.  Good,  M.D.,  Ph.D.,  American  Le- 
gion Memorial  professor  and  Regents’  professor 
of  pediatrics  and  microbiology,  University  of 
Minnesota,  will  speak  on  “Immunity  and  the 
Relationship  to  Cancer,”  on  May  5,  at  4:00  p.m., 
in  Alumni  Hall,  New  York  University  School 
of  Medicine,  550  First  Avenue,  New  York  City. 

Dr.  Good’s  lecture  is  part  of  the  observance 
of  the  88th  anniversary  of  the  founding  of  the 
tumor  service,  the  oldest  clinical  cancer  service 
in  continuous  existence  in  the  United  States. 
The  tumor  service,  located  at  University  Hos- 
pital, Bellevue  Hospital  Center,  and  at  the 
Manhattan  Veterans  Administration  Hospital, 
offers  clinical  care  and  research  and  teaching 
programs  in  the  treatment  of  tumors  of  the 
head  and  neck,  the  breast,  the  skin,  and  the 
muscle  and  soft  somatic  tissues. 

Postgraduate  course  offered  for 
specialists  in  otolaryngology 

“The  Introduction  to  Functional  Corrective 
Surgery  of  the  Nasal  Septum  and  Closely  Re- 
lated Structures,”  the  first  annual  postgraduate 
course  for  specialists  in  otolaryngology  spon- 
sored by  the  Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary  in  coopera- 
tion with  the  American  Rhinologic  Society,  will 
be  held  on  May  10  through  13  at  the  Infirmary. 

Tuition  is  $175  which  includes  luncheon,  and 
registration  is  limited  to  60  participants.  For 
further  information  contact:  Jane  Stark, 

registrar,  Post-Graduate  Institute,  New  York 
Eye  and  Ear  Infirmary,  310  East  14th  Street, 
New  York,  New  York  10003. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 
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Synthroid 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdosage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison’s  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds's  Disease  (panhypopituitarism)  or 
Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient's  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1  -1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove.  Illinois  60053 


922  New  York  State  Journal  of  Medicine  / April  15,  1970 


a 


Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  flare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we’re  looking  for  is  a single 
entity.  1 thought  we  were  dealing  with  several  others — ■ 
even  twins.  But  now — I'd  say  we’ve  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTHROID  (sodium 
levothyroxine)” . . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along,  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — 
T4  as  you  call  it.  T4  is  bound  to  .thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there’s  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine — the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast,  Holmes.  SYNTHROID  w'orks  for  the 
physician,  too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 
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Available  in  30  mg.  ampuls  and  new,  con- 
venient 45  mg.  and  60  mg.  ampuls. 

Injectable  Talwin^ 

brand  of  pentazocine  (as  lactate) 

Analgesic  for  Parenteral  Use 

Contraindications:  Increased  Intracranial 
Pressure,  Head  Injury,  or  Pathologic 
Brain  Conditions  in  which  clouding  ol 
sensorium  is  undesirable.  Talwin  should 
not  be  administered  in  these  cases, 
since  drug-induced  sedation,  dizziness, 
nausea,  or  respiratory  depression  could 
be  misleading. 

Warnings:  Usage  in  Pregnancy.  Safe  use 
of  Talwin  during  pregnancy  (other  than 
labor)  has  not  been  established.  Animal 
reproduction  studies  have  not  demon- 
strated teratogenic  or  embryotoxic 
effects.  However,  Talwin  should  be  ad- 
ministered to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of 
the  physician,  the  potential  benefits  out- 
weigh the  possible  hazards.  Patients  re- 
ceiving Talwin  during  labor  have  experi- 
enced no  adverse  effects  other  than  those 
that  occur  with  commonly  used  analge- 
sics. Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 
Drug  Dependence.  Patients  with  a history 
of  drug  abuse  should  be  under  close 
supervision.  There  have  been  instances 
of  psychological  and  physical  depen- 
dence on  Talwin  in  patients  with  such  a 
history  and,  rarely,  in  patients  without 
such  a history.  Abrupt  discontinuance 
following  the  extended  use  of  parenteral 
Talwin  has  resulted  in  symptoms  such 
as  abdominal  cramps,  elevated  tempera- 
ture, rhinorrhea,  restlessness,  anxiety, 
and  lacrimation.  Even  when  these  oc- 
curred, discontinuance  has  been  accom- 
plished with  minimal  difficulty.  In  the 
rare  patient  in  whom  more  than  minor 
difficulty  has  been  encountered,  reinsti- 
tution of  parenteral  Talwin  with  gradual 
withdrawal  has  ameliorated  the  patient's 
symptoms.  Substituting  methadone  or 
other  narcotics  for  Talwin  in  the  treat- 
ment of  the  Talwin  abstinence  syndrome 
should  be  avoided. 

In  prescribing  parenteral  Talwin  for 
chronic  use,  particularly  if  the  drug  is  to 
be  self-administered,  the  physician 
should  take  precautions  to  avoid  in- 
creases in  dose  and  frequency  of  in- 
jection by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain 
rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form 
of  Talwin  is  preferable  for  chronic  ad- 
ministration. 

Acute  CNS  Manifestations.  Patients  re- 
ceiving therapeutic  doses  of  Talwin  have 
experienced,  in  rare  instances,  hallucina- 
tions (usually  visual),  disorientation,  and 
confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The 
mechanism  of  this  reaction  is  not  known. 
Such  patients  should  be  very  closely 
observed  and  vital  signs  checked.  I*  the 
drug  is  reinstituted  it  should  be  done  with 
caution  since  the  acute  CNS  manifesta- 
tions may  recur. 


Ambulatory  Patients.  Since  sedation,  diz- 
ziness, and  occasional  euphoria  have 
been  noted,  ambulatory  patients  should 
be  warned  not  to  operate  machinery, 
drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 

Precautions:  Certain  Respiratory  Condi- 
tions. The  possibility  that  Talwin  may 
cause  respiratory  depression  should  be 
considered  in  treatment  of  patients  with 
bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low 
dosage  to  patients  with  respiratory  de- 
pression (e.g.,  from  other  medication, 
uremia,  or  severe  infection),  obstructive 
respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Al- 
though laboratory  tests  have  not  indicated 
that  Talwin  causes  or  increases  renal  or 
hepatic  impairment,  the  drug  should  be 
administered  with  caution  to  patients 
with  such  impairment.  Extensive  liver 
disease  appears  to  predispose  to  greater 
side  effects  (e.g.,  marked  apprehension, 
anxiety,  dizziness,  sleepiness)  from  the 
usual  clinical  dose,  and  may  be  the  re- 
sult of  decreased  metabolism  of  the  drug 
by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in 
patients  with  myocardial  infarction  who 
have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience 
is  gained  with  the  effects  of  Talwin  on 
the  sphincter  of  Oddi,  the  drug  should 
be  used  with  caution  in  patients  about 
to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a 
mild  narcotic  antagonist.  Some  patients 
previously  receiving  narcotics  have  ex- 
perienced mild  withdrawal  symptoms 
after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone 
to  seizures;  seizures  have  occurred  in  a 
few  such  patients  in  association  with  the 
use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 
Adverse  Reactions:  The  most  commonly 
occurring  reactions  are;  nausea,  dizziness 
or  lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — 
respiratory:  respiratory  depression,  dysp- 
nea, transient  apnea  in  a small  number 
of  newborn  infants  whose  mothers  re- 
ceived Talwin  during  labor;  cardiovas- 
cular: circulatory  depression,  shock,  hy- 
pertension; CNS  ettects:  sedation, 
alteration  of  mood  (nervousness,  appre- 
hension, depression,  floating  feeling), 
dreams;  gastrointestinal : constipation, 
dry  mouth;  dermatologic  including  local: 
diaphoresis,  sting  on  injection,  flushed 
skin  including  plethora,  dermatitis  in- 
cluding pruritus;  other:  urinary  retention, 
headache,  paresthesia,  alterations  in  rate 
or  strength  of  uterine  contractions  during 
labor. 

Rarely  reported  reactions  include  — 
neuromuscular  and  psychiatric:  muscle 


tremor,  insomnia,  disorientation,  hallu- 
cinations; gastrointestinal:  taste  altera- 
tion, diarrhea  and  cramps;  ophthalmic: 
blurred  vision,  nystagmus,  diplopia, 
miosis;  other:  tachycardia,  nodules  and 
ulceration  at  injection  site,  weakness  or 
faintness,  chills,  moderate  transient  eo- 
sinophilia,  allergic  reactions  including 
edema  of  the  face. 

See  Acute  CNS  Manifestations  and  Drug 
Dependence  under  WARNINGS. 

Dosage  and  Administration:  Adults,  Ex- 
cluding Patients  in  Labor.  The  recom- 
mended single  parenteral  dose  is  30  mg. 
by  intramuscular,  subcutaneous,  or  in- 
travenous route.  This  may  be  repeated 
every  3 to  4 hours.  Doses  in  excess  of 
30  mg.  intravenously  or  60  mg.  intramus- 
cularly or  subcutaneously  are  not  recom- 
mended. Total  daily  dosage  should  rot 
exceed  360  mg.  As  with  most  parenteral 
drugs,  when  frequent  daily  injections  are 
needed  over  a prolonged  period,  intra- 
muscular administration  is  preferable  to 
subcutaneous.  In  addition,  constant  ro- 
tation of  injection  sites  (e.g.,  the  upper 
outer  quadrants  of  the  buttocks,  mid-lat- 
eral aspects  of  the  thighs,  and  the  deltoid 
areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscular 
30  mg.  dose  has  been  most  commonly 
administered.  An  intravenous -20  mg.  dose 
has  given  adequate  pain  relief  to  some 
patients  in  labor  when  contractions  be- 
came regular,  and  this  dose  may  be  given 
two  or  three  times  at  two-  to  three-hour 
intervals,  as  needed. 

Children  Under  12  Years  ol  Age.  Since 
clinical  experience  in  children  under 
twelve  years  of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is  not  recom- 
mended. 

CAUTION.  Talwin  should  not  be  mixed  in 
the  same  syringe  with  soluble  barbitu- 
rates because  precipitation  will  occur. 
Treatment  ol  Overdosage  or  Respiratory 
Depression.  Means  of  maintaining  proper 
oxygenation  should  be  available  in  case 
of  overdosage  or  respiratory  depression, 
and  methylphenidate  (Ritalin®)  should  be 
administered  parenterally.  The  usual 
narcotic  antagonists,  such  as  nalorphine, 
are  not  effective  respiratory  stimulants 
for  depression  due  to  Talwin. 

Talwin  is  not  subject  to  narcotic  controls. 
How  Supplied:  Ampuls  ol  1 ml.  (30  mg.), 
IV2  ml.  (45  mg.),  and  2 ml.  (60  mg.),  each 
1 ml.  containing  Talwin  (brand  of  pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base 
and  2.8  mg.  sodium  chloride,  in  water  for 
injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml. 
containing  Talwin  (brand  of  pentazocine) 
as  lactate  equivalent  to  30  mg.  base,  2 mg. 
acetone  sodium  bisulfite,  1.5  mg.  sodium 
chloride,  and  1 mg.  methylparaben  as  pre- 
servative, in  water  for  injection.  Boxes  of  1. 
The  pH  of  Talwin  solutions  is  adjusted 
between  4 and  5 with  lactic  acid  and 
sodium  hydroxide. 
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Winthrop  LaDoratories.  New  York,  N.Y.  10016 


Usage  in  Children.  Because  clinical  ex- 
perience in  children  under  twelve  years 
of  age  is  limited,  the  use  of 
Talwin  in  this  age  group  is 
not  recommended. 


bulwark 
against" 
pain 


t1  for  a less  complicated 
clinical  course 


Injectable 


lalwin 


brand  of. 


pentazocine 

(as  lactate) 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 


<^P  eprsJ  AL- 


Clinically 


effective 

for  G.  U.  Therapy 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug’’  — but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St.  J.  Med.  61:2598  2602, 
1961:  (2)  Renner,  M.J.,  et  al.:  Hosp.  Topics  39:71-73,  1961:  (3)  Haas, 
Jr..  J.,  and  Kay.  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshall.  W.: 
Clin.  Med.  7:499-502.  1960;  (5)  Strauss  B.:Clin.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  5.4  mg. 

Hyoscyamine  0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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If  you  are  seeking  special  situations  on 
behalf  of  your  clients  for  the  creation  and 
acquisition  of  tax  oriented  investments  in 
sophisticated  fields  such  as:  sea  farming, 
buffalo,  timber,  mining  etc.  . . 

it  would  be  wise  for  you  to  enlist  the  aid  of 

FIDUCIARY  CAPITAL  COUP. 

(a  public  company  OTC) 

375  Park  Avenue  New  York,  N.  Y.  10022 

212  355-5601 
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Teaching  day  in  endocrinology 

“A  Teaching  Day  in  Endocrinology,”  spon- 
sored by  Hahnemann  Medical  School,  is  to  be 
held  at  St.  Francis  Hospital,  Poughkeepsie,  on 
May  14. 

The  program  will  feature  the  following  top- 
ics and  speakers:  “Diagnosis  and  Treatment 

of  Pituitary  Tumors,”  N.  Schneeberg,  M.D.; 
“Male  Hypogonadism,”  G.  Siegel,  M.D.;  “Ad- 
renal Hyperfunction  and  Adrenal  Function 
Tests,”  N.  Schneeberg,  M.D.;  “Congenital  Ad- 
renal Hyperplasia  and  Adrenogenital  Syn- 
drome,” L.  Kryston,  M.D.,  “Hyperthyroidism — 
Pathophysiology,  Diagnosis,  and  Management,” 
R.  Shaw,  M.D. ; and  “Primary,  Secondary,  and 
Tertiary  Hyperparathyroidism,”  L.  Mills,  M.D. 

For  further  information  and  registration 
contact: 

Sister  M.  Ann  Elizabeth,  administrator,  St. 
Francis  Hospital,  Poughkeepsie,  New  York 
12601. 


Course  in  clinical  medicine  for 
foreign  medical  graduates  offered 

The  Clinical  Medicine  Curriculum,  offered  by 
the  New  York  Polyclinic  Medical  School  and 
Hospital  in  preparation  for  E.C.F.M.G.  (Edu- 
cational Council  for  Foi’eign  Medical  Gradu- 
ates) and  State  Board  examinations,  will  be 
scheduled  from  June  1 through  September  4, 
if  a sufficient  number  of  students  register  for 
it. 

This  is  a full-time  course,  from  9:00  a.m.  to 
4:00  p.m.,  Monday  through  Friday,  which  con- 
sists of  400  hours  of  formal  instruction  in  medi- 
cine, surgery,  specialty  practices,  and  applied 
medical  sciences. 

For  further  information  concerning  registra- 
tion, tuition,  and  entrance  requirements  con- 
tact: office  of  the  dean,  New  York  Polyclinic 

Medical  School  and  Hospital,  341  West  50th 
Street,  New  York,  New  York  10019.  Applica- 
tion for  admission  to  the  course  must  be  made 
prior  to  May  15. 
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Books  Reviewed 


Endocrine  Pathology.  Edited  by  J.  M.  B. 
Bloodworth,  Jr.,  M.D.  Quarto  of  750  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1968.  Cloth,  $32.75. 

Bloodworth  modestly  offers  this  well-rounded 
volume,  compiled  by  leaders  in  the  field.  H.  L. 
Sheehan  has  written  the  chapter  on  the  hypo- 
thalamus and  the  posterior  pituitary  and  on 
diabetes  mellitus,  which  are  well  written  and 
stimulating.  While  the  classification  of  organs 
of  internal  secretion  are  being  changed,  the 
thymus  relegated  to  immunology  is  included 
and  well  documented  by  E.  R.  Fisher;  groups 
of  cells  in  the  intestinal  tract;  other  cells  re- 
lated to  nervous  structure  are  also  included. 

The  format,  the  sterling  efforts  of  the  well- 
selected  contributors,  the  great  number  of 
figures,  the  salient  tables,  and  the  excellent 
bibliographies  of  the  separate  chapters  estab- 
lish this  book  as  well  worth  having.  Although 
this  tome  was  inspired  by  the  publishers  as  a 
ready  reference  for  the  pathologist  and  in- 
cludes methodology,  it  is  of  sufficient  depth  to 
be  of  great  value  to  the  endocrinologist  and 
clinician  as  well.  Bernard  Seligman,  M.D. 

Pediatric  Hematology.  By  Alvin  M.  Mauer, 
M.D.  Quarto  of  486  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1969.  Cloth,  $23. 

The  author,  professor  of  pediatrics  at  the 
University  of  Cincinnati  College  of  Medicine 
and  director  of  the  Division  of  Hematology, 
surmised  that  progress  in  his  subspecialty  had 
been  so  rapid  during  the  past  few  years  that  a 
book  summarizing  the  advances  and  evaluating 
the  accompanying  tests  and  technics  was  about 
due.  Whence  this  excellent  compilation. 

The  doctor’s  aim  is  to  recount  the  additions 
to  our  knowledge  and  the  various  technics  which 
are  of  value  at  the  clinical  level  without  undue 
description  of  the  minutiae  of  the  tests  them- 
selves. In  matters  which  seem  controversial  he 
has  attempted  to  resolve  the  conflict  by  refer- 
ring to  his  own  experiences  in  the  Division  of 
Hematology. 

The  audience  he  has  planned  to  attract  would 
be  composed  of  interns,  house  officers,  and  prac- 
ticing pediatricians.  The  book  is  an  exact  fit 
for  this  group  and  for  readers  who  choose  to 
pursue  the  subject  in  greater  detail,  with  gen- 
erous arrays  of  references  provided. 

The  text  is  smooth,  well  written,  adequately 
illustrated,  and  indexed.  Kenneth  G.  Jen- 
nings, M.D. 

Radioactive  Isotopes  in  the  Localization  of  Tu- 
mours. Editorial  Committee,  V.  R.  McCready, 


D.  M.  Taylor,  N.  G.  Trott,  C.  B.  Cameron,  E.  O. 
Field,  Rosemary  J.  French,  and  R.  P.  Parker. 
Quarto  of  180  pages,  illustrated.  New  York, 
Grune  & Stratton  Inc.,  1969.  Cloth,  $11.75. 

Comprised  of  a series  of  papers  presented  at 
the  International  Nuclear  Medicine  Symposium 
held  in  September,  1967,  London,  England,  this 
book  reflects  the  work  of  contributors  from  16 
countries  of  North  America,  Europe,  and  the 
Middle  East.  Collectively,  these  papers  consti- 
tute a valuable  addition  to  nuclear  medicine  lit- 
erature. Nuclear  medicine,  perhaps  more  than 
any  other  branch  of  medicine,  has  attracted 
people  with  varied  backgrounds:  Physicians, 

physicists,  chemists,  pharmacists,  statisticians, 
nuclear,  and  electronic  engineers  represent  only 
a partial  list  of  the  disciplines  of  individuals 
participating  in  this  rapidly  growing  field. 
This  book  contains  information  that  would  be  of 
interest  to  nearly  everyone  so  engaged  regard- 
less of  their  particular  interest.  Unfortu- 
nately, the  reader  would  never  guess  the  com- 
prehensive nature  of  this  book  from  its  re- 
strictive title. 

At  least  half  of  the  book  is  devoted  to  clini- 
cal instrumentation.  Other  sections  deal  with 
collimation;  computerization  of  data;  descrip- 
tions of  cyclotrons  and  reactors  suitable  for 
local  production  of  short-lived  radionuclides; 
and  recent  trends  in  the  field  of  radiopharma- 
cology. Important  adjuncts  to  each  chapter 
are  the  listed  references.  Of  clinical  interest 
are  the  chapters  devoted  to  scanning  of  the 
brain,  thyroid,  parathyroid,  lung,  liver,  spleen, 
lymph  nodes,  and  bone.  In  these  chapters  tu- 
mor localization  was  emphasized.  Valuable 
data  relating  to  the  relative  merits  and  limita- 
tions of  the  various  procedures  are  both  listed 
and  discussed.  Particularly  well  handled  is  the 
chapter  pertaining  to  cancer  of  the  thyroid. 
Helpful  to  completeness  of  the  book  would 
have  been  a chapter  devoted  to  the  kidney,  but 
this  lack  does  not  negate  the  over-all  positive 
impact  of  this  text.  Sanford  C.  Spraragen, 
M.D. 

Modern  Psychoanalysis  of  the  Schizophrenic 
Patient.  By  Hyman  Spotnitz,  M.D.  Octavo  of 
234  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $7.75. 

Dr.  Spotnitz  is  the  author  of  “The  Couch  and 
The  Circle,”  a book  on  group  psychotherapy 
and  coauthor  of  several  popular  books  on  in- 
terpersonal relations. 

This  book  begins  with  a discussion  of  the 
psychoanalytic  treatment  for  neuroses  followed 
by  an  extensive  review  of  the  psychoanalytic 
literature  on  schizophrenia. 

continued  on  page  932 
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timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 
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BREON  LABORATORIES  INC. 

90  Park  Avenue.  New  York,  N Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRir 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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Freud’s  formulations  for  the  psyehodynamics 
of  the  schizophrenic  patient  and  how  his  prob- 
lems in  the  management  of  hostility  interfered 
with  his  treatment  of  schizophrenic  patients  are 
illustrated.  Narcissistic  attitudes  in  ambula- 
tory schizophrenic  patients  and  the  counter- 
transference problems  they  provoke  are  de- 
lineated in  sufficient  detail  to  exemplify  the 
theoretic  basis  for  Dr.  Spotnitz’s  technic  in 
treatment.  He  correlates  resistance  to  treat- 
ment with  the  transference  peculiarities  of  the 
schizophrenic  patient.  Dr.  Spotnitz  divides  the 
treatment  into  stages  according  to  the  trans- 
ference, countertransference,  and  resistance 
styles  evident  as  the  treatment  progresses. 

A great  deal  more  than  the  theory  of  the 
technic  of  the  psychoanalytic  treatment  of  am- 
bulatory schizophrenic  is  presented  in  this  book. 
For  example,  personality  development  is  re- 
viewed and  related  to  the  tactics  and  strategy  of 
treatment  in  detail.  Dr.  Spotnitz  outlines  his 
own  methods  of  arranging  the  treatment  con- 
tract with  schizophrenic  patients. 

In  documenting  the  background  for  his  theory 
and  technic  of  utilizing  the  negative  feelings  of 
the  therapist  and  the  patient,  Dr.  Spotnitz  uti- 
lizes these  emotional  reactions  as  tools  for  the 
work  of  the  treatment.  Only  recently  has  the 
use  of  the  hostility  of  the  therapist  toward  the 
patient  and  distrust  of  the  schizophrenic  pa- 
tient toward  almost  everybody  been  given  its 
proper  importance  in  psychoanalytic  treatment. 

On  reading  this  book  one  wishes  it  contained 
more  exposition  of  Dr.  Spotnitz’s  treatment  and 
less  exploration  of  psychoanalytic  literature. 
The  descriptions  of  segments  of  treatment  ex- 
periences are  tantalizing.  A summary  of  the 


entire  treatment  of  one  or  more  patients  would 
have  lent  zest  to  this  worthwhile  book.  Ex- 
amples of  verbal  exchanges  of  psychoanalytic 
sessions  taken  out  of  context  lend  themselves 
to  the  ridicule  of  the  naive  reader.  Putting 
them  in  the  context  of  an  entire  treatment 
would  better  demonstrate  their  usefulness. 

Modern  Psychoanalysis  of  the  Schizophrenic 
Patient  is  recommended  for  psychoanalytically 
knowledgeable  psychotherapists  who  are  seri- 
ously interested  in  treating  borderline  and 
schizophrenic  patients.  Edward  L.  Pinney, 
Jr.,  M.D. 

An  Anthology  of  Ophthalmic  Classics.  Edited, 
with  comments,  biographical  notes,  and  portrait 
illustrations  by  James  E.  Lebensohn,  M.D. 
Quarto  of  407  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1969.  Cloth, 
$16. 

This  book,  dealing  with  the  history  of  oph- 
thalmology, has  so  much  in  its  favor  that  a 
brief  review  can  hardly  do  justice  to  it. 

It  consists  of  70  chapters,  each  representing 
an  outstanding  classic  contribution  by  a differ- 
ent leader  in  his  particular  field.  Dr.  Leben- 
sohn, the  editor,  has  supplemented  each  of  these 
chapters  with  very  fine  detailed  commentaries 
to  bring  the  reader  up  to  date.  Biographic 
notes  serve  to  familiarize  the  reader  with  the 
man  as  well  as  his  work. 

By  resurrecting  these  famous  people  with 
their  ever-living  contributions  in  their  own 
words,  he  has  made  of  them  living  leading  con- 
temporaries. He  has  wakened  the  reader  to 
the  unfortunate  misconception  that  a book  or 
an  article  is  “dead”  only  because  it  is  outdated. 
Emanuel  Krimsky,  M.D. 


Book  Notes 


Pharmacological,  Convulsive  and  Other  Somatic 
Treatments  in  Psychiatry.  By  Lothar  B. 
Kalinowsky,  M.D.,  and  Hanns  Hippius,  M.D. 
Quarto  of  470  pages.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $14.75. 

This  monograph,  which  deals  with  all  somatic 
treatments  in  psychiatry,  grew  out  of  an  origi- 
nal book  on  Shock  Treatments  published  in 
1946.  The  chapter  on  pharmacotherapy  has 
been  brought  up  to  date  by  adding  many  new 
drugs  and  by  reorganizing  the  material.  The 
bibliography  is  extensive  and  should  be  of  use 
to  both  clinicians  and  research  workers. 


Vesicoureteral  Reflux  and  Its  Treatment.  By 

Chester  C.  Winter,  M.D.  Octavo  of  146  pages, 


illustrated.  New  York,  Appleton-Century- 
Crofts,  1969.  Cloth,  $13.95. 

In  this  volume,  the  author  has  provided  a com- 
plete resume  of  anatomy,  physiology,  and  pa- 
thology of  the  intramural  ureter  and  adjacent 
tissue,  as  well  as  a detailed  discussion  of  the 
etiology  and  management  of  the  reflux  phe- 
nomenon. In  addition,  the  history  of  the  entity 
is  traced,  and  numerous  operations  used  in  its 
surgical  management  are  fully  described  and 
illustrated. 

Illustrated  Dictionary  of  Eponymic  Syndromes 
and  Diseases  and  their  Synonyms.  By  Stanley 
Jablonski.  Quarto  of  335  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Fabrikoid,  $12.75. 
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continued,  from  page  932 

The  purpose  of  this  dictionary  is  to  gather  to- 
gether in  one  volume  the  many  eponyms  and 
descriptive  synonyms  used  to  designate  syn- 
dromes and  diseases.  Included  are  eponymic 
names  of  pathologic  conditions  named  after  the 
discoverers,  literary  and  mythologic  characters, 
and  patients.  In  certain  instances,  illustrations 
are  used  to  enhance  the  definitions. 


Evolving  Concepts  in  Psychiatry.  Edited  by 
Perry  C.  Talkington,  M.D.,  and  Charles  L. 
Bloss,  M.D.  Octavo  of  169  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$9.75. 

This  work  contains  the  papers  presented  at  a 
seminar  commemorating  the  fiftieth  anniver- 
sary of  the  Timberlawn  Psychiatric  Center  in 
Dallas,  Texas.  The  material  covers  various  as- 
pects of  psychiatry  which  should  be  of  interest 
to  the  specialist  in  this  field.  Historical  aspects 
are  reviewed  and  current  developments  have 
also  received  due  consideration. 

Psychophysiology  of  Respiration  in  Health  and 
Disease.  By  Donald  L.  Dudley,  M.D.  Octavo 


of  342  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1969.  Cloth,  $12.75. 

This  book  is  an  attempt  to  integrate  psycho- 
logic, medical,  and  physiologic  data  into  a 
unique  view  of  the  respiratory  system.  It  is  a 
product  of  the  combined  efforts  of  five  investi- 
gators who  have  an  average  of  over  twenty 
years  of  experience  in  applying  their  particular 
approach  to  research.  The  material  is  divided 
into  five  sections,  and  each  section  is  relatively 
independent  of  the  others,  thereby  allowing  a 
reader  to  select  parts  which  are  of  particular 
interest  to  him  without  having  to  read  the  pre- 
ceding material. 

Viral  Infections  of  the  Human  Fetus.  By  Gilles 
R.  G.  Monif,  M.D.  Octavo  of  164  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1969.  Cloth,  $9.95. 

This  monograph  delineates  the  probable  patho- 
genesis of  those  viruses  which  are  capable  of 
establishing  in  utero  infections  that  influence 
perinatal  morbidity  and  mortality.  It  is  so  ar- 
ranged as  to  focus  on  the  natural  history  of  a 
given  viral  agent,  its  mechanism  of  disease,  and 
the  natural  extension  of  this  data  into  the  realm 
of  preventive  medicine. 


Books  Received 


The  following  books  were  received  during  the  month  of  February,  1970.* 


Infectious  Agents  and  Host  Reactions.  Edited 
by  Stuart  Mudd,  M.D.  Quarto  of  626  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1970.  Cloth,  $22.50. 

Allergy  in  Children.  By  Louis  Tuft,  M.D., 
and  Harry  Louis  Mueller,  M.D.  Octavo  of  561 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1970.  Cloth,  $19.50. 

Current  Pediatric  Therapy — 4.  By  Sydney  S. 
Gellis,  M.D.,  and  Benjamin  M.  Kagan,  M.D. 
Quarto  of  1,077  pages.  Philadelphia,  W.  B. 
Saunders  Company,  1970.  Cloth,  $27. 

The  Fine  Structure  of  the  Nervous  System.  By 
Alan  Peters,  Ph.D.,  Sanford  L.  Palay,  M.D., 
and  Henry  de  F.  Webster,  M.D.  Quarto  of 
198  pages,  illustrated.  New  York,  Hoeber  Med- 

*  Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


ical  Division,  Harper  & Row,  Publishers,  1970. 
Cloth,  $18.75. 

Progress  in  Neurology  and  Psychiatry.  Vol- 
ume XXIV.  Edited  by  E.  A.  Spiegel,  M.D. 
Octavo  of  541  pages.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $24.75. 

Machines  in  Medicine:  The  Medical  Practice  of 
the  Future.  By  Donald  Longmore,  M.B.  Oc- 
tavo of  192  pages,  illustrated.  Garden  City, 
N.Y.,  Doubleday  & Company,  Inc.,  1970.  Cloth, 
$5.95. 

Modern  Treatment.  Volume  6,  Number  6,  No- 
vember 1969.  Treatment  of  Epilepsy  and  Other 
Paroxysmal  Disorders.  Guest  Editor  J.  Gordon 
Milliehap,  M.D.  Treatment  of  Hyperlipidemia. 
Guest  Editor  Donald  Berkowitz,  M.D.  Cumu- 
lative Index  1967-1969.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1969.  Published  Bi-Monthly 
(six  numbers  a year)  Paper,  $16  per  year. 
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Month  In  Washington 


The  Nixon  Administration  called  for  limita- 
tions on  Medicare  and  Medicaid  reimbursements 
to  physicians  and  hospitals.  Undersecretary 
John  G.  Veneman,  U.S.  Department  of  Health, 
Education,  and  Welfare  told  the  Senate  Finance 
Committee  that,  because  of  rising  costs,  “it  is 
now  time  to  make  some  fundamental  changes 
in  the  law  which  governs  Medicare  and  Med- 
icaid reimbursements.”  He  said  the  reasonable 
cost  and  reasonable  charge  criteria  in  the 
Medicare  law  had  not  provided  opportunity  for 
major  cost-control  efforts. 

“We  need  an  incentive  system  of  institutional 
reimbursement,  and  we  need  changes  in  the 
law  that  will  help  control  the  increases  in  the 
amount  that  the  Medicare  program  will  recog- 
nize in  the  charges  of  individual  practition- 
ers. . . . 

“I  believe  . . . that  the  law  should  be  changed 
so  as  to  limit  further  the  rate  at  which  in- 
creases in  physicians’  fees  would  be  recognized 
by  Medicare.  The  basic  difficulty  at  present  is 
that  despite  the  improvements  which  have  been 
made  in  applying  reasonable  charge  guidelines, 
the  best  that  can  be  done  under  present  law  is 
to  introduce  a lag  in  the  recognition  of  fee  in- 
creases. . . . 

“Customary  and  prevailing  charges  under 
the  program  and  the  fees  recognized  by  the 
carriers  under  comparable  circumstances  in 
their  own  business  reflect,  in  the  long  run  and 
after  a suitable  lag  in  recognition  of  fee  in- 
creases, whatever  physicians  choose  to  charge 
the  public  generally  in  a market  where  grow- 
ing demand  is  pressing  increasingly  on  the 
limited  supply  of  health  personnel. 

“Reliance  on  Blue  Shield  fee  schedules  as 
the  limiting  factor  in  Medicare  reimbursement, 
as  suggested  in  the  Senate  Finance  Commit- 
tee staff  report,  however,  would  not  seem  to  us 
to  have  long-run  viability.  Tying  payments 
under  a program  as  large  as  Medicare  to  Blue 
Shield  schedules  would  surely  exert  a major 
upward  pressure  on  those  schedules.  . . . 

“We  believe  that  it  is  necessary  to  move  in 
the  direction  of  an  approach  to  reasonable 
charge  reimbursement  that  ties  recognition  of 
fee  increases  to  an  index.  . . . Under  such  an 
approach,  allowable  charges  recognized  for 
Medicare  would  next  year  be  generally  limited 
to  either  presently  recognized  charges  or  to  a 
new  prevailing  level  set  at  the  75th  percentile 
of  1969  average  customary  charges  for  a given 
service  in  an  area.  In  the  future  the  prevailing 
charge  screen  would  move  upward  only  in  pro- 
portion to  increases  in  an  index  made  up  of 
pertinent  portions  of  wage  and  price  indices. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


Under  such  an  approach,  recognition  of  fee 
increases  would  continue,  but  only  in  relation 
to  things  that  are  happening  in  other  parts  of 
the  economy  and  that  have  a bearing  on  the 
physician’s  cost  of  doing  business.” 

The  American  Medical  Association  said  that 
any  proposal  for  further  limitations  on  physi- 
cians’ fees  under  the  government  programs 
would  be  unwise. 

“For  all  practical  purposes,  a freeze  on 
physicians’  fees  under  the  two  Federal  pro- 
grams has  been  in  effect  for  more  than  a year 
and  has  proved  to  be  ineffective,”  Gerald  D. 
Dorman,  M.D.,  AMA  president,  said.  “The 
costs  of  the  program  have  continued  to  rise  in 
spite  of  the  freeze.  . . . Physicians  are  disturbed 
by  threats  of  additional  Federal  controls. 

“Burdening  these  busy  doctors  with  more  red 
tape  and  restricting  payments  to  unrealistically 
low  levels  may  drive  them  away  from  partici- 
pating in  Medicare  and  Medicaid.  Then  the 
government  will  have  discriminated  against 
many  people  who  need  medical  care.  . . . 

“The  national  interests  would  be  better 
served  if  everyone  joined  with  the  American 
Medical  Association  in  its  efforts  to  provide 
more  physicians.” 

% Jjt  % 

The  National  Society  for  Medical  Research 
said  that  no  valid  finding  on  the  effects  of  mari- 
huana can  be  expected  for  another  two  to  seven 
years. 

Science  Research  Society  said  part  of  the 
difficulty  is  that  there  is  no  standard  yardstick 
for  evaluating  marihuana  in  scientific  studies. 
The  basic  weed  from  which  marihuana  is  made 
can  vary  from  plant  to  plant  and  from  country 
to  country,  the  group  said. 

But  the  Society  cautioned  in  a statement: 
“Until  scientifically  proved  results  are  obtained, 
it  appears  as  foolhardy  to  smoke  marihuana  as 
it  would  be  to  take  any  other  unknown  drug 
or  chemical  agent  just  for  kicks.” 

The  Society  said  two  projects  are  now  going 
on  in  an  effort  to  achieve  scientific  standardiza- 
tion in  marihuana  studies. 

* * * 

The  Federal  government  has  negotiated  new 
agreements  with  France  and  Turkey  aimed  at 
stemming  the  flow  of  heroin  into  this  country. 

But,  in  announcing  the  agreements,  John  E. 
Ingersoll,  director  of  the  Bureau  of  Narcotics 
and  Dangerous  Drugs,  said  the  government’s 
long-range  objective  in  dealing  with  the  prob- 
lem is  “to  induce  the  medical  community  to  find 
adequate  substitutes”  for  opium,  from  which 
heroin  is  derived. 

Ingersoll  admitted  that  the  United  States 

continued  on  pa  fie  938 
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was  asking  a great  deal  of  Turkey  where  opium 
has  been  grown  for  centuries.  “But  when 
you’ve  got  over  900  deaths  last  year  from  her- 
oin, 224  of  them  teenagers,  in  one  city,  I think 
you’ve  got  a right  to  start  hollering,”  he  said. 
“There  have  been  three  deaths  a day  from 
heroin  in  New  York  City  this  year.  It  is  the 
major  cause  of  death  for  eighteen  to  thirty-five- 
year-olds  in  New  York  City.” 

Ingersoll  estimated  80  per  cent  of  the  2.5  to 
3 tons  of  heroin  smuggled  into  the  United 
States  annually  comes  from  the  poppy  fields 
of  Turkey  via  the  clandestine  laboratories  of 
France,  where  the  opium  is  refined  into  heroin. 

The  agreement  with  Turkey  includes  a $3 
million  loan  approved  by  the  agency  for  inter- 
national development  in  1968.  The  money  is 
to  be  used  partly  to  help  the  Turkish  people 
substitute  crops  like  sugar  beets  and  sorghum 
for  opium  and  partly  to  equip  and  train  a 460- 
man  narcotics  police  force. 

The  United  States’  agreement  with  France 
calls  for  frequent  exchange  of  meetings  in 
Washington,  D.C.,  and  in  Paris  to  exchange  in- 
formation on  such  matters  as  the  known  drug 
traffickers  and  trafficking  routes. 

France  also  has  assigned  a force  of  300  police 
to  fight  narcotics  at  the  internal  level  and  30 
police  to  combat  it  at  the  international  level. 
Ingersoll’s  narcotics  bureau  will  increase  its 
manpower  in  France  next  year  and  also  will 
engage  in  a crosstraining  program  with  French 
police. 

4:  4t  % 

Congress  finally  approved  an  appropriation 
bill  acceptable  to  President  Nixon  to  provide 
funds  for  the  Health,  Education,  and  Welfare 
and  the  Labor  Departments  for  the  1970  fiscal 
year  which  began  last  July  1. 

The  two  departments  operated  under  stopgap 
congressional  resolutions  while  President  Nixon 
and  Congress  battled  over  how  much  money  the 
bill  should  provide.  The  President  vetoed  the 
first  bill  passed  by  Congress  on  the  ground 
that  it  would  be  inflationary  because  it  exceeded 
his  budget  by  $1.2  billion.  Congress  sustained 
the  veto  but  still  refused  to  go  all  the  way  with 
Nixon  in  cutting  funds  for  the  two  depart- 
ments. The  second  bill  totaled  $19.4  billion, 
$680  million  more  than  the  President  requested. 
But  Nixon  accepted  the  compromise  amount 
when  Congress  added  a provision  authorizing 
him  to  withhold  two  per  cent  of  the  funds. 

The  second  bill  had  $176  million  in  Hill- 
Burton  hospital  funds,  compared  with  $258 
million  in  the  vetoed  measure.  The  appropria- 
tion for  health  facilities,  educational  research, 
and  libraries  was  cut  from  $149  million  to  $126 
million. 

Health  manpower  direct  loan  funds  remained 
the  same,  $234.5  million,  but  an  administration 
spokesman  said  it  was  planned  to  withhold 
$15.5  million.  Other  announced  plans  to  with- 
hold funds  in  the  health  field  included  the  fol- 
lowing: 

— $6  million  from  $108.8  million  for  air  pollu- 
tion control ; 


— $6.3  million  from  $35.5  million  for  con- 
struction of  community  mental  health  centers ; 

— $6.3  million  from  $360.3  million  for  mental 
health  programs; 

— $8.7  million  from  $146.3  million  for  the 
National  Institute  of  Arthritis  and  Metabolic 
Diseases; 

— $5.7  million  from  $107  million  for  the  Na- 
tional Institute  of  Neurological  Diseases  and 
Stroke; 

— $1.3  million  from  $103.7  million  for  the 
National  Institute  of  Allergies  and  Infectious 
Diseases; 

— $10.3  million  from  $164.6  million  for  the 
National  Institute  of  General  Medical  Sciences; 
and 

— $7  million  from  $76.6  million  for  general 
research  and  services. 

The  Food  and  Drug  Administration  an- 
nounced plans  to  require  a warning  leaflet  be 
included  in  every  package  of  birth  control  pills. 

“I  have  come  to  the  conclusion  that  the  in- 
formation being  supplied  to  the  patients  in  the 
case  of  the  oral  contraceptive  is  insufficient 
and  that  re-evaluation  of  our  present  policies 
is  in  order,”  Commissioner  Charles  C.  Edwards, 
M.D.,  Food  and  Drug  Administration,  told  the 
Senate  Monopoly  Subcommittee  at  one  of  its 
public  hearings  on  the  side-effects  of  birth  con- 
trol pills. 

A proposed  draft  of  the  warning  leaflet  states 
that  “there  is  a definite  association  between 
blood-clotting  disorders  and  the  use  of  oral 
contraceptive.” 

It  emphasizes  the  importance  of  reporting 
any  side-effects  to  “your  doctor.” 

“All  of  the  oral  contraceptive  pills  are  highly 
effective  for  preventing  pregnancy,  when  taken 
according  to  the  approved  directions,”  the  pro- 
posed draft  says.  “Your  doctor  has  taken  your 
medical  history  and  has  given  you  a careful 
physical  examination.  He  has  discussed  with 
you  the  risks  of  oral  contraceptives  and  has 
decided  that  you  can  take  this  drug  safely. 

“This  leaflet  is  your  reminder  of  what  your 
doctor  has  told  you.  Keep  it  handy  and  talk  to 
him  if  you  are  experiencing  any  of  the  condi- 
tions you  find  described.  . . . 

“Besides  women  who  have  or  who  have  had 
blood  clots,  other  women  who  should  not  use 
oral  contraceptives  are  those  who  have  serious 
liver  disease,  cancer  of  the  breast,  or  certain 
other  cancers  and  vaginal  bleeding  of  unknown 
cause. 

“If  you  have  heart  or  kidney  disease,  asthma, 
high  blood  pressure,  diabetes,  epilepsy,  fibroids 
of  the  uterus,  migraine  headaches,  or  if  you 
have  any  problems  with  mental  depression, 
your  doctor  has  indicated  you  need  special 
supervision  while  taking  oral  contraceptives. 

“Even  if  you  don’t  have  special  problems,  he 
will  want  to  see  you  regularly  to  check  your 
blood  pressure,  examine  your  breasts,  and  make 
certain  other  tests.” 

An  American  Medical  Association  spokesman 
questioned  the  tone  of  the  language  of  the 

continued  on  page  940 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic "bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.*' 


’Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  of  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 
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FDA’s  draft  of  the  leaflet.  “In  general,  it  is 
a good  idea  to  have  a package  insert,  but  the 
text  of  the  FDA  proposal  raises  serious  ques- 
tion about  the  relationship  between  doctor  and 
patient,”  he  said.  “It  puts  the  full  responsi- 
bility on  the  physician,  but  oral  contraceptives 
generally  are  prescribed  more  as  a convenience 
to  a patient  than  as  a medication.  The  patient 
must  share  responsibility  both  morally  and 
legally  and  be  alerted  to  her  own  responsibil- 
ity.” 

The  FDA  now  requires  that  pharmaceutical 
manufacturers  only  warn  physicians  and  phar- 
macists of  side-effects  and  possible  hazards  of 
taking  birth  control  pills.  Makers  of  the  drugs 
were  given  opportunity  to  comment  on  the 
proposed  leaflet  after  its  publication  in  the 
Federal  Register. 

* * * 

Identical  bills  designed  to  increase  the  num- 
ber of  physicians  and  allied  health  personnel  in 
family  medicine  have  been  introduced  in  the 
House  and  Senate.  Sponsors  of  the  legislation 
say  that  prospects  are  good  for  Congressional 
approval  this  year. 

The  legislation  would  authorize  $50  million 
for  the  current  fiscal  year  of  1971,  $75  million 
for  fiscal  1972,  and  $100  million  for  each  of  the 
next  fiscal  years  for  grants  to  medical  schools 
and  hospitals.  The  grants  would  be  to  help 
medical  schools  and  hospitals  establish  de- 
partments and  programs  in  family  practice  of 
medicine  and  to  encourage  the  training  of  allied 
health  personnel  in  that  field  of  medicine. 

Senator  Ralph  W.  Yarborough  (Democrat, 
Texas)  sponsored  the  legislation  (S.  3418)  in 
the  Senate.  Thirty-one  other  senators,  both 
Democrats  and  Republicans,  were  cosigners  of 
the  bill.  Yarborough  is  chairman  of  both  the 
Senate  Labor  and  Public  Welfare  Committee 
and  the  Subcommittee  on  Health  which  will 
handle  the  legislation.  An  aide  said  the  sen- 
ator would  schedule  hearings,  and  that  he  was 
confident  the  Senate  would  approve  the  legisla- 
tion this  year. 

Representative  Fred  B.  Rooney  (Democrat, 
Pennsylvania)  first  introduced  the  bill  (H.R. 
15793)  in  the  House  this  year.  Rooney  is  a 
member  of  the  House  Interstate  and  Foreign 
Commerce  Committee  which  will  handle  the 
legislation  on  that  side  of  the  capitol.  Several 
other  House  members  also  introduced  it  sep- 
arately. 

Aides  to  both  Yarborough  and  Rooney  said 
they  had  worked  with  representatives  of  the 
American  Academy  of  General  Practice  in 
drafting  the  legislation. 


Smith  Kline  & French  Laboratories  941 

Winthrop  Laboratories  924-925,  926 


940  New  York  State  Journal  of  Medicine  / April  15,  1970 


One  of  seven  dosage  forms 

Thorazine* 


chlorpromazine  HCI 

Spansule* 


Available  in  30  mg.,  75  mg.,  150  mg.,  200  mg  and  300  mg.  strengths 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


When  mixed  as  directed,  each 
5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


will  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone® 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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Editorials 


Expansion  of4thelcorrelation  conferences 


With  this  issue  we  inaugurate  a monthly 
dialogue  between  the  urologist  and  the  radi- 
ologist. This  is  a corollary  to  the  Confer- 
ences in  Radiology  and  Pathology  which 
have  been  so  well  received  by  our  readers. 

The  new  urologic-radiologic  reviews  will 
come  from  the  New  York  Medical  College 
and  will  be  edited  by  Richard  M.  Frieden- 
berg,  M.D.,  professor  and  chairman  of  the 
Department  of  Radiology,  and  Harry  Berg- 
man, M.D.,  associate  clinical  professor  of 
u rology. 


We  know  of  no  other  such  interdiscipli- 
nary exercise  being  published  at  this  time. 

The  articles  are  complete  reviews  of 
syndromes,  fairly  common  but  perhaps  not 
well  known. 

They  overlap  many  specialties  in  medicine 
such  as  hematology,  obstetrics  and  gynecol- 
ogy, pediatrics,  and  others. 

The  Journal  is  grateful  to  these  authors 
for  making  our  masthead  slogan  “Dedi- 
cated to  the  continuing  education  of  the 
physician”  ever  more  meaningful. 


Journal  awards 


On  Sunday,  February  8,  1970,  at  the  open- 
ing of  the  House  of  Delegates  164th  Annual 
Meeting  at  The  Americana  hotel  in  New 
York  City  two  awards  were  made  on  behalf 
of  the  Journal  by  the  President  of  the 
Medical  Society  of  the  State  of  New  York, 
Walter  T.  Heldmann,  M.D. 

One,  the  ninth  annual  Redway  Medal  and 
Award  for  excellence  in  medical  writing 
appearing  in  the  Journal  during  1969,  went 
to  George  E.  Rook,  M.D.  (Fig.  1),  and  Ed- 
ward Wasserman,  M.D.  The  citation  read 
as  follows : 

The  ninth  annual  Redway  Medal  and 
Award  for  excellence  in  medical  writing 
is  given  this  year  to  George  D.  Rook,  M.D., 
for  his  article  in  association  with  Edward 
Wasserman,  M.D.,  on  ‘Antibiotics  in  the 
Practice  of  Pediatrics’  published  in  the 
January  15,  1969,  issue  of  the  Journal. 
This  comprehensive  review  of  antibiotic 
therapy  although  directed  toward  the  care 
of  children  was  so  informative  as  to  be  of 
value  to  all  practitioners  of  medicine. 


FIGURE  1.  George  E.  Rook,  M.D.,  accepting  the 
ninth  annual  Redway  Medal  from  Walter  T.  Held- 
mann, M.D.,  President,  Medical  Society  of  the 
State  of  New  York. 
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FIGURE  2.  Dr.  Heldmann  presenting  the  JOUR- 
NAL’S Distinguished  Service  Award  to  Louis 
M.  Heilman,  M.D.  (center)  in  the  presence  of 
William  Hammond,  M.D.,  Editor. 

Compressed  into  eight  pages  of  clearly 
written  text,  this  article  delineated  the 
accepted  answers  to  all-important  ques- 
tions asked  of  an  antibiotic:  which  one, 

by  what  route,  how  much,  and  for  how 
long.  The  JOURNAL  is  happy  to  recognize 
this  important  contribution  to  medical 
writing. 


The  other  was  the  Journal’s  Distin- 
guished Service  Award  made  to  Louis  M. 
Heilman,  M.D.  (Fig.  2),  for  long  and  valued 
service  as  a member  of  the  Associate  Edi- 
torial Board  and  Downstate  Medical  School 
representative  on  the  Editorial  Council  of 
the  Journal.  The  citation  read  as  follows: 

The  Journal’s  award  for  distinguished 
service  is  made  this  year  to  Louis  M.  Hell- 
man,  M.D.,  for  seventeen  years  of  con- 
tinuous loyal  service  on  its  Associate  Edi- 
torial Board. 

As  Professor  of  Obstetrics  and  Gyne- 
cology at  the  University  of  the  State  of 
New  York  Downstate  Medical  School  and 
co-editor  of  Williams’  Text  Book  of  Ob- 
stetrics, Dr.  Heilman’s  advice  on  matters 
in  his  field  have  been  invaluable. 

Dr.  Heilman  now  holds  an  important  ad- 
visory post  in  the  Department  of  Health, 
Education,  and  Welfare,  Washington,  D.C. 
The  Journal  is  honored  to  present  this 
award  to  Louis  Heilman  as  an  outward 
sign  of  its  inward  gratitude  and  indebted- 
ness. 
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Conventional  x-rays  (above)  of  the  restless 
duodenum  are  often  diagnostically  indefinite. 

With  hypotonic  duodenography  (right)  duo- 
denal calm  induced  by  Pro-BanthTne  permits 
clear  anatomic  appraisal.  In  this  example  the 
duodenum  was  intubated.  Pro-BanthTne, 


60  mg.  intramuscularly,  produced  prompt 
aperistalsis.  Double  contrast  visualization 
was  obtained  with  barium  and  air. 


Pro-Banthine  Helps... REVEAL  the  ulcer 

propantheline  bromide  HEAL  the  ulcer 


The  efficiency  of  Pro-Banthine— its  favorable 
balance  of  therapeutic  and  secondary  actions 
—has  been  thoroughly  tested  and  observed.  This 
quality  has  been  demonstrated  roentgenogra- 
phically,  surgically,  cinegastroscopically  and, 
above  all,  clinically. 

When  physicians  needed  to  relax  the  restless 
duodenum  for  the  recently  refined  technic  of 
hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most 
widely  used  anticholinergic  medication  for 
calming  the  gastrointestinal  tract— for  suppress- 


ing secretion,  prolonging  the  action  of  antacids 
and  providing  the  proper  environment  for  heal- 
ing peptic  ulcers. 

These  established  therapeutic  actions  make 
Pro-Banthine  particularly  useful  in: 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao, 
Louis  H.  Frische,  Josef  Rosch  and  Charles 
T.  Dotter  for  this  exceptionally  graphic 
example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  cardiac  dis- 
ease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  men  with  prostatic  hy- 
pertrophy, this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 


Dosage:  The  maximal  dosage  tolerated  without  ex- 
cessive side  effects  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In  severe  con- 
ditions as  many  as  two  15-mg.  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the  pa- 
tient’s requirement  and  may  be  up  to  30  mg.  or 
more  every  six  hours,  intramuscularly  or  intra- 
venously. 982 
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DECLOSTATIN  300 


Drm«lh;kUorl«traeydinrH€l  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Merle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal 
monilial  overgrowth  during  broad-spectrum  ther- 
apy—the  protection  of  nystatin  is  combined  with 
demethylchlortetracycline  in  DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe 
DECLOSTATIN  — the  broad-spectrum  therapy 
that  prevents  monilial  overgrowth. 

Effectiveness:  Because  its  antibacterial  component 
is  DECLOMYCIN®  Demethylchlortetracycline, 
DECLOSTATIN  should  be  equally  or  more  effective  thera- 
peutically than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  compo- 
nent, Nystatin,  protects  against  superinfection  by  anti- 
biotic-resistant fungal  overgrowth  (particularly  monilia)  in 
the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  con- 
ditions, lower  than  usual  doses  are  indicated,  and,  if  thera- 
py is  prolonged,  serum  level  determinations  may  be  ad- 
visable. A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  re- 
action which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions 
have  been  reported.  Patients  should  avoid  direct  exposure 
to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort.  Necessary  subsequent  courses  of  treat- 
ment with  tetracyclines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared 
rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritis  ani.  Skin  — maculopapular  and  erythematous 
rashes;  a rare  case  of  exfoliative  dermatitis  has  been 
reported.  Photosensitivity;  onycholysis  and  discoloration 
of  the  nails  (rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Transient  increase  in  urinary  output,  sometimes 
accompanied  by  thirst  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — 
dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the  neonatal  period,  in- 
fancy and  early  childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or  indiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a 
stable  calcium  complex  in  any  bone-forming  tissue  with 
no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  unpaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symptoms 
have  subsided.  43BB> 
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Is  the  “Pill”  a Cause 
of  Vaginal  Candidiasis? 

Culture  Study 

BERNARD  LAPAN,  M.D.,  F.A.C.S. 

The  Bronx,  New  York 

Attending,  Obstetrics  and  Gynecology1 
The  Bronx-Lebanon  Hospital  Center 


/\n  increased  incidence  of  vaginal  candi- 
diasis is  among  the  many  side-effects  which 
have  been  attributed  to  the  use  of  the  con- 
traceptive pill.  While  several  authors  have 
published  findings  which  appear  to  confirm 
a causal  relationship  between  the  pills  and 
monilial  vaginitis,1  others  have  presented 
studies  which  indicate  an  absence  of  any 
significant  correlation.67  The  fact  is  that 
the  incidence  of  vulvovaginal  candidiasis 
has  been  increasing  steadily  since  the  ad- 
vent of  the  use  of  the  broad  spectrum  anti- 
biotics. The  present  study  was  designed  to 
answer  this  question  of  a possible  relation- 
ship between  the  taking  of  contraceptive 
pills  and  the  onset  of  vaginal  moniliasis  in 
patients  with  and  without  symptoms  of 
vaginitis. 

Materials  and  methods 

Vaginal  cultures  taken  from  769  consecu- 
tive patients  in  the  author’s  private  gyne- 
cologic practice  were  included  in  this  study. 
Some  women  had  been  taking  the  pills  for 
several  months  or  longer,  and  others  had 
not.  Cases  of  pregnancy  were  the  only  ones 
excluded  from  this  study  because  of  the 


known  increased  gestational  incidence  of 
candidiasis.  Cultures  were  taken  from  518 
cases  with  symptoms  or  signs  of  vaginitis, 
such  as  pruritus  and  discharge,  and  251 
from  patients  without  apparent  vaginitis. 
Nickerson's  medium  was  used  as  the  indica- 
tor for  the  presence  or  absence  of  Candida 
albicans  infection  because  of  its  reliability 
and  simplicity  as  an  office  procedure.8  Re- 
peat or  follow-up  cultures  after  therapy  in 
the  same  patient  were  not  included  in  the 
tabulations.  Antimonilial  therapy  was 
given  to  all  women  with  positive  cultures 
and  was  usually  successful.  In  no  instance 
was  discontinuance  of  the  contraceptive  pill 
regimen  necessary  to  effect  a cure.  How- 
ever, several  resistant  cases  required 
changes  from  one  type  of  local  therapy  to 
another.  In  the  resistant  cases,  alternating 
chlordantoin  (Sporostacin)  and  nystatin 
therapy  was  usually  successful.  Very  few 
patients  needed  other  medication  such  as 
gentian  violet  or  candicidin. 

Results 

Table  I shows  the  incidence  of  positive 
cultures  obtained  in  patients  with  vaginitis 
compared  with  those  without  vaginitis.  It 
also  presents  the  percentage  of  positive  cul- 
tures in  those  patients  who  had  not  taken 
the  pill  in  contrast  to  those  who  had.  Fur- 
thermore, those  using  the  combined  form 
are  compared  with  those  on  the  sequential 
form  of  contraceptive  pill  therapy.  No  at- 
tempt was  made,  however,  to  separate  fur- 
ther the  results  according  to  different  dos- 
age levels  or  various  brands  of  pills.  The 
over-all  rate  of  positive  cultures  in  769  pa- 
tients was  28.3  per  cent.  Patients  on  the 
pills  showed  28.9  per  cent  positive  cultures 
and  those  not  on  the  pills  28  per  cent  posi- 
tive. 

In  those  patients  without  vaginitis  there 
were  10.4  per  cent  positive  cultures.  Within 
this  group,  those  on  the  pill  showed  9 per 
cent  positive  cultures  compared  with  11.3 
per  cent  in  those  not  on  the  pill.  Patients 
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TABLE  I.  Vaginal  Candida  cultures  in  769  patients 


With  and  Without 


Patients 

^ — With  Vaginitis — - 
Per  Cent 
Number  Positive 

- — Without  Vaginitis^ 
Per  Cent 
Number  Positive 

V aginitis 

Per  Cent 
N umber  Positive 

Not  on  contraceptive  pills 

335 

35.5 

150 

11.3 

485 

28.0 

On  contraceptive  pills 

183 

40.0 

101 

9.0 

284 

28.9 

Combined  type 

163 

40.5 

66 

12.1 

229 

31.0 

Sequential  type 

20 

35.0 

35 

2.9 

55 

14.5 

Total  patients  and  over-all 
per  cent 

sis' 

37.1 

251 

10.4 

769" 

28.3 

on  the  sequential  showed  only  2.9  per  cent 
positive  cultures  compared  with  12.1  per 
cent  for  those  on  the  combined  form. 

The  percentage  of  positive  cultures  in  pa- 
tients with  vaginitis  was  37.1.  Without 
prior  pill  therapy,  35.5  per  cent  were  posi- 
tive, compared  with  40  per  cent  in  patients 
on  the  pill.  Of  the  latter,  those  on  the  se- 
quentials  gave  a lower  rate  of  positive  cul- 
tures, namely  35  per  cent  compared  with 
40.5  per  cent  among  those  on  the  combined 
form. 

Comment 

In  1965,  Yaffee  and  Grots1  described 
briefly  4 cases  of  vaginal  moniliasis  in 
which  local  therapy  was  unsuccessful  until 
the  patient’s  contraceptive  pill  therapy  was 
discontinued.  Soon  afterwards  Porter  and 
Lyle2  published  13  cases  of  monilial  vulvo- 
vaginitis “due  to  oral  contraceptive  ther- 
apy” and  treated  with  nystatin.  In  3 of 
them,  treatment  was  effective  only  after  dis- 
continuing the  pill. 

In  a larger  series,  Walsh,  Hildebrandt, 
and  Prystowsky3  studied  96  patients  with 
symptomatic  vaginitis  and  divided  them 
into  2 groups.  Group  I (24  patients  on  con- 
traceptive pills)  showed  91.3  per  cent  with 
candidiasis  and  50  per  cent  with  trichomo- 
niasis. Group  II  (72  patients  not  on  the 
pill)  had  16.6  per  cent  with  candidiasis  and 
9.4  per  cent  with  trichomoniasis.  In  a later 
study,  the  same  authors  observed  60 
women.4  Group  I (46  patients  on  the  pill) 
had  an  incidence  of  52.2  per  cent  with  can- 
didiasis and  12.3  per  cent  with  trichomo- 
niasis. Fourteen  of  these  cases  were  on  the 
sequential  pills  and  showed  only  35.7  per 
cent  positive  results  for  Candida.  Group  II 
(14  women  not  using  the  pill)  had  negative 
results  for  both  Candida  and  Trichomonas. 


Catterall5  reported  2 cases  resistant  to  ther- 
apy until  the  pill  was  stopped.  The  fore- 
going articles  appear  to  make  the  contra- 
ceptive pill  responsible  for  vaginal  candi- 
diasis and  this  was  the  conclusion  of  the 
editors  of  the  Journal  of  the  American  Med- 
ical Association  in  one  of  their  columns.9 

Taking  the  opposite  side  of  this  question, 
Morris  and  Morris6  studied  291  nonpreg- 
nant patients  not  under  treatment  for  dis- 
charge or  vaginitis.  Oral  contraceptives 
(Anovlar  and  Ovulen,  both  combined  types) 
were  being  taken  by  104  women  who  showed 
a rate  of  13.5  per  cent  with  candidiasis. 
The  remainder,  not  on  the  pills,  had  an  inci- 
dence of  9.1  per  cent  positive  cultures.  They 
did  not  consider  this  to  be  a significantly  in- 
creased percentage,  and  their  figures  com- 
pare closely  to  those  in  the  present  report, 
which  were  12.1  per  cent  and  11.3  per  cent 
respectively. 

In  a group  of  341  clinic  patients,  151  of 
whom  had  vaginitis,  O’Brien7  found  posi- 
tive Candida  cultures  in  14  per  cent  of  the 
normal  women  and  26  per  cent  of  those  with 
vaginal  discharge.  These  figures  also  com- 
pare in  range  to  mine,  10.4  per  cent  and  37.1 
per  cent  respectively.  O’Brien  obtained  his 
best  therapeutic  results  with  chlordantoin, 
but  he  did  not  record  whether  or  not  his 
patients  were  on  the  pill. 

In  a recent  study  by  Diddle  et  al.,10  pa- 
tients with  clinical  vulvovaginal  candidiasis 
were  observed  in  relation  to  oral  contracep- 
tive medication.  They  did  not  use  routine 
cultures  and  based  their  diagnosis  on  clini- 
cal appearance  and  hanging-drop  prepara- 
tions. Although  they  state  that  the  inci- 
dence of  candidiasis  had  no  relation  to  the 
type  of  oral  contraceptive  used,  their  table 
number  3 clearly  indicates  a much  lower  in- 
cidence (about  one  fourth)  of  infections  in 
those  of  their  patients  taking  the  sequen- 
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tials  (C-Quens  and  Oracon)  when  compared 
with  the  combined  types  which  they  list. 

It  is  not  possible  to  confirm  the  validity 
of  this  study  by  rigorous  statistical  analy- 
sis. However,  my  results  would  make  one 
hesitate  to  indict  the  pill  as  an  etiologic 
agent  in  vaginal  moniliasis.  Furthermore, 
the  lower  incidence  of  candidiasis  found  in 
patients  on  the  sequential  pills  would  rein- 
force the  same  observation  by  Jackson  and 
Spain.11  The  unopposed  estrogen  taken  for 
fifteen  days  monthly  in  this  regimen  ap- 
pears to  increase  vaginal  immunity  to  mo- 
ndial infection. 

In  a study  by  Davis12  of  1,001  patients, 
including  pregnant  ones,  he  found  an  over- 
all incidence  of  8.5  per  cent  positive  Nick- 
erson’s cultures.  The  women  on  sequential 
showed  a lower  percentage  of  positive  cul- 
tures compared  with  those  on  the  combined 
pills.  His  cure  rate  was  over  90  per  cent. 
In  my  experience  it  has  not  been  necessary 
to  discontinue  the  pill  in  resistant  cases,  but 
one  may  have  to  use  various  alternate  forms 
of  local  chemical  therapy  until  the  infection 
is  controlled.  Furthermore,  a patient  should 
not  be  considered  cured  of  candidiasis  on 
the  basis  of  symptoms  alone,  and  treatment 
should  be  continued  until  a negative  culture 
has  been  obtained.  Otherwise,  recurrence 
of  pruritus  and  discharge  may  be  expected 
to  be  frequent. 

Summary 

No  significant  difference  has  been  found 
in  the  incidence  of  vaginal  candidiasis,  as 
indicated  by  Nickerson’s  cultures,  in  769 
women  whether  on  or  off  the  contraceptive 
pill.  Patients  with  and  without  vaginitis 
were  studied.  In  women  without  vaginitis, 


those  on  the  sequential  regimen  showed  a 
definitely  lowered  incidence  of  positive  cul- 
tures. The  relatively  greater  estrogen  ef- 
fect of  oral  sequential  contraceptive  medi- 
cation appears  to  increase  vaginal  resistance 
to  the  presence  of  Candida,  and  therefore 
offers  some  protective  effect.  This  study 
demonstrates  a need  for  caution  in  attribut- 
ing an  increased  incidence  of  vaginal  can- 
didiasis to  the  use  of  the  contraceptive  pill. 

1882  Grand  Concourse 
The  Bronx,  New  York  10457 
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TABLE  I.  Urinary  mercury  (micrograms  per  liter) 


Potential  Health  Hazard 


of  Metallic  Mercury 
in  Small  Plant 


ALICE  SHANER,  M.D. 
Rochester,  New  York* 
ALEXANDER  STRASSER,  M.D. 
Rochester,  New  Yorkf 
LJUBOMIR  PETROVIC,  M.D. 
Rochester,  New  York** 

Resident  in  Industrial  Medicine  (Dr.  Shaner  and  Dr. 
Strasser),  Visiting  Associate  Professor  of  Preventive 
Medicine  and  Community  Health  (Dr.  Petrovic), 
University  of  Rochester 


|S  THERE  A HEALTH  HAZARD  to  Workers 
using  metallic  mercury?  To  investigate 
this  question  in  a small  modern  plant,  a 
total  of  37  female  and  2 male  employes, 
ranging  in  age  from  eighteen  to  sixty-five 
years,  were  examined.  Of  these  39  workei's, 
19  were  directly  exposed  to  mercury  in  the 
course  of  their  work  (study  group),  while 
the  other  20  had  no  known  direct  occupa- 
tional exposure  (control  group)  (Table  I). 

Method 

By  means  of  a 65-item  written  question- 
naire, all  employes  were  asked  to  provide 
information  regarding  their  job  and  work 
history,  their  past  medical  histories,  and 
their  present  health  status  with  particular 

* At  present,  Staff  Physician,  New  York  Telephone  Com- 
pany, New  York  City. 

t At  present,  Medical  Director,  General  Dynamics,  Elec- 
tronics Division;  Senior  Clinical  Instructor,  Department  of 
Preventive  Medicine,  Community  Health  and  Occupational 
Medicine,  University  of  Rochester  School  of  Medicine  and 
Dentistry,  and  Associate  Attending  Physician,  Department 
of  Medicine,  Highland  Hospital,  Rochester,  New  York. 

' * At  present,  Professor  of  Occupational  Medicine,  Uni- 
versity of  Belgrade,  Yugoslavia. 


Employe 

Day 

Day 

Study  Group 

B 

D 

1 

40 

2 

130 

3 

40 

4 

60 

5 

285 

6 

15 

7 

645 

415 

8 

265 

9 

80 

10 

245 

11 

355 

12 

0 

50 

13 

180 

14 

370 

15 

965 

16 

50 

17 

1,965 

295* 

18 

315 

19 

440 

Mean 

353.6  ± 111.2 
standard  error 

Control  group  C 

D 

20 

0 

45 

21 

40 

• • . 

22 

70 

23 

45 

24 

50 

25 

40 

26 

25 

27 

15 

28 

65 

29 

40 

30 

65 

31 

40 

30 

32 

15 

33 

15 

34 

40 

35 

(absent) 

(no  longer 
employed) 

36 

30 

37 

0 

(absent) 

38 

65 

39 

35 

Mean 

38.5  ±5.23 

standard  error 

* No  longer  working  in  study  area. 

emphasis  on 

symptoms  related  to  mercurial- 

ism.  Each  employe  was  then  examined  by  a | 


physician.  Data  on  absenteeism  among  the 
two  groups  of  workers  were  obtained  from 
company  files.  The  employes  contributed  t 
urine  specimens  in  the  afternoon  of  a day  | 
near  the  end  of  the  work  week  for  analysis 
of  protein,  pH,  specific  gravity,  and  mer-  | 
cury.  Hematocrits  and  white  blood  cell 
counts  were  performed  on  venous  blood. 

To  obtain  air  samples,  Kitagawa  mercury  i 
detector  tubes  were  utilized.  This  is  an  as-  1 
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TABLE  II.  Clinical  findings  in  10  workers 


Mercury 

(Micro- 

Em-  grams  per 


ploye 

Liter) 

Finding** 

5 

285 

Severe  pyorrhea,  decreased  hearing  in  right 
ear  from  nerve  deafness,  syncope  of  un- 
known etiology,  rule  out  paroxysmal 
atrial  tachycardia,  acute  cystitis,  dys- 
menorrhea, exogenous  oliesity,  ques- 
tionable past  history  of  pyelonephritis 

7 

845 

Pyorrhea,  slight  tongue  tremor 

8 

265 

Mild  dysmenorrhea,  exogenous  obesity, 
acute  tonsillitis 

10 

245 

Exogenous  obesity,  teeth  removed  prior  to 
mercury  exposure 

ii 

355 

Exogenous  obesity.  up|>er  teeth  removed 
before  ex|>osure  to  mercury 

14 

370 

Bilateral  varicosities,  long-standing  history 
of  urethritis,  post  thyroidectomy 

15 

965 

Exogenous  obesity,  acne 

17 

1 ,965 

Healthy  female 

18 

315 

Congenital  myopathy,  history  of  easy 
bruisability  and  prolonged  bleeding 

19 

440 

False  teeth  (prior  to  mercury  exposure), 
mild  exogenous  obesity,  claims  pinpoint 
papular  rash  on  arms  and  thighs  since 
working  at  plant,  takes  many  medications 

TABLE  III.  Air  samples  (milligrams  per 
cubic  meter) 


Site 

A 

L/aya 

B C 

D 

1 

0.04 

0.075 

0.015 

2 

0.025 

0.06 

0.01 

0.03 

3 

0.025* 

0.05 

0.04 

0 . 00 

4 

0.075 

0.06 

0.07 

5 

0.05 

0.03 

6 

0.06 

7 

0.00 

0.015 

0.01 

8 

0 00 

9 

0.05) 

10 

0 . 00 

11 

0.00 

12 

0.00 

Mean  0.033 

0 . 044 

0.032 

0 030 

* Worker  absent, 
t Omitted  from  mean. 


piration  type  sampler  which  depends  on  a 
color  change  in  the  sampling  tube.  Chlo- 
rine, nitrogen  dioxide,  and  hydrogen  sulfide 
interfere  with  accurate  readings.  Most 
samples  were  taken  near  the  breathing  zone 
of  the  workers,  but  a few  were  also  obtained 
near  droplets  of  mercury  on  the  floor  or  on 
fluorescent  lights  near  the  ceiling  of  the 
work  room.  Air  samples  were  taken  in  the 
afternoons  of  midweek  work  days. 

Metallic  mercury  vaporizes  readily  at 
room  temperature.  The  mercury  concen- 
tration in  air  exposed  to  mercury  vapor  in- 
creases with  increased  temperature,  in- 
creased surface  area  of  exposed  mercury, 
and  decreased  air  exchange  in  ventilation. 


The  primary  route  of  entry  of  mercury  into 
the  bodies  of  the  workers  studied  is  via  the 
respiratory  tract  with  some  possibility  of 
skin  absorption  or  ingestion. 

The  principal  manifestations  of  metallic 
mercurial  poisoning  are  (1)  stomatitis 
(sore  mouth  and  gums),  (2)  erethism  (an 
anxiety  neurosis  with  personality  changes), 
and  (3)  tremor.1  All  of  the  symptoms  due 
to  exposure  to  mercury  may  also  be  caused 
by  other  factors.  For  example,  loose  teeth 
and  sore  mouth  and  gums  can  result  from 
various  infections,  blood  dyscrasias,  or 
simply  from  poor  oral  hygiene.  Tremor 
may  occur  from  a variety  of  causes,  and  the 
personality  changes  characterizing  erethism 
may  be  difficult  to  evaluate. 

Results 

No  one  in  the  control  group  answered 
“yes”  on  the  health  questionnaire  to  ques- 
tions: (1)  Did  you  ever  have  or  do  you  have 
changes  in  your  sense  of  taste,  smell,  or  a 
bitter  taste  in  your  mouth  or  (2)  change  in 
personality;  while  16  and  26  per  cent,  re- 
spectively, of  the  study  group  answered  in 
the  affirmative.  Twenty-five  per  cent  of 
both  groups  stated  they  had  difficulty  sleep- 
ing. The  statistical  significance  of  these 
answers  is  uncertain.  Most  of  the  workers 
related  the  personality  changes  to  personal 
problems. 

On  the  physical  examination,  pyorrhea 
and  gingivitis  were  found  in  23  of  the  39 
workers.  Several  of  the  workers  in  the 
study  group  had  obtained  false  teeth  prior 
to  their  work  with  mercury.  None  of  the 
cases  could  be  related  directly  to  mercury 
exposure.  Indeed,  no  evidence  of  mercu- 
rialism  could  be  detected  in  the  physical  ex- 
amination of  these  workers  (Table  II). 

The  urine  mei'cury  levels  of  the  20  con- 
trol group  workers  ranged  from  0 to  70 
micrograms  of  mercury  per  liter  of  urine 
( mean  38.5  ± 5.23  standard  error) , while 
the  workers  in  the  group  exposed  to  mer- 
cury were  found  to  have  from  0 to  1,965 
micrograms  of  mercury  per  liter  of  urine 
(mean  353.6  ± 111.2  standard  error) 

(Table  I).  The  difference  between  the 
means  of  these  two  groups  is  statistically 
significant  at  the  1 per  cent  level  (p  = 0.01). 
Some  industries  have  used  the  figure  of  300 
micrograms  per  liter  as  a signal  for  tem- 
porary removal  of  workers  from  exposure 
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to  mercury  or  as  evidence  in  corroborating 
a diagnosis  of  mercury  poisoning.2 

The  urinary  mercury  levels  of  the  two 
groups  correlated  well  with  group  exposure 
to  mercury  as  indicated  by  air  samples  for 
mercury.  All  of  the  air  samples  were  be- 
low the  1966  threshold  limit  value  (TLV)  of 
0.1  mg.  per  cubic  meter  for  mercury  vapor 
which  was  suggested  by  the  American  Con- 
ference of  Governmental  Industrial  Hy- 
gienists (Table  III).  Samples  taken  in  the 
area  of  the  plant  where  mercury  is  used 
ranged  up  to  0.075  mg.  per  cubic  meter, 
while  only  zero  readings  were  obtained  in 
other  areas  of  the  plant.  The  highest  read- 
ings were  obtained  near  work  locations  of 
the  workers  with  the  highest  urine  mercury 
levels. 

All  urine  samples  were  negative  for  pro- 
tein. White  blood  cell  counts  were  all 
within  normal  range  as  were  hematocrits, 
with  the  exception  of  one  hematocrit  of  29 
in  a control  group  worker. 

Conclusion 

This  study  of  the  potential  hazard  to 
workers  using  metallic  mercury  in  a small 
plant  confirmed  that  group  urine  mercury 
levels  correlate  well  with  group  exposure, 


Tuberculosis  report 

Over  3,200  new  active  cases  of  tuberculosis 
in  New  York  City’s  30  health  districts  were  re- 
ported by  the  New  York  Tuberculosis  and 
Health  Association  during  1968,  a new  active 
case  rate  of  39.7  per  100,000  population  and  an 
improvement  over  the  1967  rate  of  43.6.  About 
65  per  cent  of  the  new  cases  were  among  non- 
whites and  Puerto  Ricans,  although  these 
groups  comprise  only  29  per  cent  of  the  popula- 
tion. 


as  previously  stated  by  Goldwater  and 
others.2-5  Despite  urine  mercury  values 
that  ranged  up  to  1,965  micrograms  of  mer- 
cury per  liter,  no  positive  clinical  evidence 
of  mercurialism  could  be  detected  in  any 
worker.  However,  the  effect  of  long-term 
high  urine  mercury  levels  on  the  health  of 
workers  is  not  known.  Industry  must,  there- 
fore, continue  its  efforts  to  reduce  the  levels 
of  mercury  exposure  of  its  workers. 

New  York  Telephone  Company 
140  West  Street,  Room  1500 
New  York  City  10007  (Dr.  Shaner) 
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An  analysis  of  new  tuberculous  cases  by 
health  district  shows  that  the  disease  is  most 
prominent  in  areas  of  high  population  density 
and  low  income.  The  rate  per  100,000  popula- 
tion last  year  ranged  from  122.1  in  Central 
Harlem  to  9.7  in  Flushing.  Of  the  485  deaths 
resulting,  numbers  by  district  ranged  from  42 
in  Central  Harlem  to  1 in  Kips  Bay-Yorkville. 

The  largest  age  groups  of  new  tuberculous 
patients  in  1968  was  between  35  and  44.  The 
average  age  of  the  nonwhite  and  Puerto  Rican 
patients  was  10  to  20  years  less  than  that  of  the 
whites. 
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[ /\ CUTE  TENDINITIS  CALCAREA,  also  known  as 
peritendinitis  calcarea  and  calcified  bursi- 
tis, in  regions  other  than  in  the  shoulder 
and  hip  may  be  unfamiliar  to  some  physi- 
cians. Possibly  this  is  true  because  the  un- 
usual sites  of  occurrence  of  this  disease  are 
reported  by  specialists  in  journals  not  ordi- 
narily read  by  the  general  physician  who  is 
more  likely  to  see  such  a case  at  its  onset. 
Also,  in  the  early  stages,  it  may  be  over- 
looked because  it  so  frequently  mimicks 
other  bone  and  joint  diseases. 

It  is  intended  in  this  article  to  point  out 
the  less  commonly  known  sites  of  occurrence 
of  this  condition,  and  to  review  the  essen- 
tials of  the  clinical  picture  which  are  so 
important  in  making  the  diagnosis.  In  do- 
ing this,  it  will  become  apparent  that  a 
typical  case  of  A.T.C.  (acute  tendinitis  cal- 
carea) is  an  acute  disease  indeed;  charac- 
teristically similar  wherever  it  may  occur; 
and  any  so-called  chronic  manifestations 
may  very  well  be  some  other  disease. 

The  sites  of  occurrence  have  been  widely 
reported  in  the  literature.  Van  de  Mark 
and  Myrabo  in  19231  described  the  disease 
in  the  elbow,  as  did  Hughes  in  1950. 2 Sand- 
strom3  quoted  Painter  as  describing  the 


disease  in  the  shoulder  in  1907,  Henricksen 
in  the  hip  in  1923,  and  Ayzac  in  the  gluteus 
maximus  in  1926,  the  latter  being  an  early 
reference  to  the  disease  located  in  a muscle 
rather  than  in  a joint.  Sandstrom  has  re- 
ported an  incidence  of  2.4  per  cent  occur- 
rence in  the  hand  and  wrist  in  329  cases. 

Mead  in  1948, 4 Plenk  in  1952, 5 Milone  and 
Copeland  in  1961,°  and  many  others  have 
reported  the  disease  in  the  shoulder.  Vasko 
in  19467  reported  the  disease  in  the  fingers 
and  knees,  and  De  Palma  in  1947"  in  the  in- 
dex finger. 

Seidenstein  in  1950°  and  Martin  and 
Brogdon  in  195710  both  reported  peritendi- 
nitis calcarea  in  the  wrist  and  palm  of  the 
hand.  Lomas  in  195911  also  reported  this 
disease  in  the  palm  of  the  hand. 

Ghormley12  reported  the  disease  in  the 
Achilles  tendon  in  1961;  in  1963  Grune- 
berg13  reported  the  disease  over  the  first 
metatarsal  bone;  Weston,  in  I96014  re- 
ported it  in  the  elbow;  and  Pedersen  and 
Key,'  in  195115  reported  it  in  the  subdeltoid 
region.  Several  other  sites  of  occurrence 
will  be  presented,  but  this  will  by  no  means 
exhaust  the  list  of  writers  who  have  de- 
scribed this  disease. 

Incidence 

According  to  Sandstrom3  some  differ- 
ences do  occur  between  males  and  females 
at  particular  age  levels,  although  these  dif- 
ferences are  not  significant.  Over  all  ages 
the  occurrence  in  males  equals  that  in  fe- 
males. The  disease  has  been  reported  be- 
tween twenty  and  eighty-nine  years  of  age, 
with  the  peak  in  the  fifth  decade. 

In  our  group  of  252  cases  of  painful 
shoulders  from  all  causes,  there  were  142 
males  and  110  females.  In  a casual  but  se- 
quential sample  of  76  cases  from  these,  only 
33  (43  per  cent)  showed  calcifications  of 
which  17  (51  per  cent)  were  males  and  16 
females.  The  remaining  43  cases  showed  no 
calcifications,  and  of  these,  24  were  males 
and  19  females.  By  definition  and  in  con- 
sideration of  the  clinical  picture,  there  is 
some  doubt  whether  all  of  these  were  cases 
of  A.T.C.  In  a special  group  of  63  cases  of 
A.T.C.  of  all  ages,  involving  sites  other 
than  the  shoulder  and  hip,  there  were  39 
females  (62  per  cent)  and  24  males.  Table 
I illustrates  cases  of  unusual  sites  of  occur- 
rence of  A.T.C. 
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TABLE  I.  U nusual  sites  of  occurrence 


Site  and 
Case 


Location 


Time 


Follow-Up 


Elbow 


1 

Posterolateral  to  radial  head 

7 months 

Calcium  absorbed 

2 

Anterior  to  trochlear  fossa 

None 

3 

Posterior  to  distal  humerus 

1 month 

Calcium  absorbed 

4 

At  medial  epicondyle 

6 months 

Pinhead-sized  calcium 
residue 

5 

At  lateral  epicondyle 

3 weeks 
1 year 

Calcium  reduced; 
calcium  absorbed 

6 

At  lateral  condyle 

None 

7 At  lateral  condyle 

Wrist  and  hand 

None 

8 

Posterior  to  carpus 

4 months 

Minute  residue 

9 

At  greater  multangular 

31/ 2 months 
10  months 
32  months 

No  change 
Smaller 
Minute  residue 

10 

Anterior  to  carpus 

9 months 
12  months 

Dense  calcification; 
calcium  absorbed 

11 

Posterior  to  carpus 

2 weeks 
2V2  months 

Reduced; 

pinpoint  residue 

12 

Anterior  to  carpus 

10  months 

Calcium  absorbed 

13 

14 

Posterior  to  carpus.  Secondary 
to  opening  window.  No 
direct  trauma. 

Lateral  to  distal  interphalangeal 

None 

joint  of  little  finger 

4 months 

Calcium  absorbed 

15 

Posterior  to  head  of  second  and 
third  metacarpus 

1 week 

Post  aspiration  calciun 
reduced; 

further  reduction; 
clinically  cured 

16  (a) 

Proximal  interphalangeal  joint 
ring  finger 

(5  years) 

Calcium  absorbed 

(b) 

Five  years  later,  proximal 
interphalangeal  joint  middle 
finger 

None 

17 

Fourth  metacarpal  phalangeal 
joint 

5 days 

No  change 

18 

Base  first  metacarpal 

None 

19  (a) 

Proximal  interphalangeal  joint 
little  finger 

(10  months) 

Calcium  absorbed 

(b) 

Ten  months  later,  middle 
phalangeal  middle  finger 

None 

Shoulder 

20 

Around  head  of  humerus, 
following  injury 

None 

Neck  (All 

cases  show  calcium  inferiorly  at  shoulder  unilaterally) 

21 

Pain  in  shoulder  and  arm  same 
side 

None 

22 

Pain,  shoulder  and  arm,  same 
side 

None 

23 

Pain  in  shoulder  and  arm,  same 
side 

None 

24 

Pain  in  shoulder  and  arm,  same 
side 

2‘/s  weeks 

Calcium  absorbed 

Foot 

25 

Proximal  phalangeal  third  toe 

5 months 

Calcium  absorbed 

Ankle 

26 

Medially 

2 months 

Unchanged;  clinically 
cured 

27 

Laterally  (Fig.  1) 

2 weeks 

80  per  cent  absorbed 

28 

Bilaterally  at  attachment 
of  Achilles  tendon 

None 

29 

Unilaterally  at  attachment  of 
Achilles  tendon 

None 
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TABLE  I.  (continued) 


Site  and 
Case 

Location 

Time 

Follow-Up 

Knee 

30 

Medial  condvle  femur 

None 

31 

Medial  condyle  femur 

3 months 

Calcium  absorbed 

Pelvis 

32 

Above  greater  trochanter 

None 

33 

Lateral  to  greater  trochanter 

None 

34  Below  anterosuperior  iliac  spine 

Lumbar  Region 

None 

35 

Below  posterior  spinous 
processes  of  twelfth  dorsal 
and  third  lumbar  vertebras 
(Fig.  2) 

None 

FIGURE  1.  Case  27.  Clinical  findings  referable 
to  site  of  calcium  in  subcutaneous  tissues  lateral 
to  head  of  fibula. 


Etiology 

Gruneberg13  reported  a case  of  a bus 
driver  who,  for  over  a long  period  of  time 
from  pushing  his  foot  against  a stiff  brake 
pedal,  developed  calcium  deposits  over  the 
head  of  the  first  metatarsal  bone  of  this 
foot  with  local  swelling,  pain,  and  tender- 
ness. The  calcium  deposits  were  at  the  site 
of  applied  pressure. 

Lomas11  reported  the  warm,  painful,  ten- 
der swelling  of  the  palm  of  the  hand  of  a 
telephone  switchboard  operator  with  cal- 
cium deposits  over  the  second  metacarpal 
bone.  Later,  symptoms  and  calcium  de- 
posits disappeared  synchronously. 

At  times,  in  the  presence  of  a history  of 
injury,  the  differential  diagnosis  between 
fracture  and  A.T.C.  must  be  made.  The 
characteristic  amorphous  calcification  in  the 


FIGURE  2.  Case  35.  Disabled  for  about  twelve 
days  before  patient  could  report  for  x-ray  exami- 
nation. Two  areas  of  calcium  deposition. 


para-osseous  soft  tissues,  the  rapid  subse- 
quent disappearance  of  the  calcium  de- 
posits, and  the  symptoms  make  a diagnosis 
of  A.T.C.  secondary  to  physical  trauma 
more  accurate  than  fracture.  Nathanson10 
reported  a large  calcific  mass  in  the  shoulder 
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soon  after  an  injury  was  sustained  in  an 
automobile  accident  (Case  20).  Case  11 
gave  the  history  of  having  accidentally 
struck  the  back  of  the  hand  against  a table, 
with  rapid  development  of  A.T.C.  over  the 
site  of  injury.  Case  13  developed  calcifica- 
tion in  the  wrist  posteriorly  a few  hours 
after  having  tried  to  open  a stuck  window. 

On  the  other  hand,  while  the  cause  and 
effect  relationship  of  injury  is  frequently 
unmistakable,  the  more  common  occurrence 
without  known  physical  trauma  makes  one 
realize  that  other  more  important  causes, 
now  unknown,  may  exist.  Vasko7  has  sug- 
gested the  possibility  of  a metabolic  origin 
of  the  disease. 

Clinical  picture 

By  definition  we  make  the  assumption 
that  all  cases  of  A.T.C.  show  calcium  de- 
posits. The  presence  of  calcium  alone  does 
not  make  the  diagnosis,  however  important 
this  may  be  in  the  consideration  of  the 
whole  since  calcium  deposits  may  occur  in 
other  diseases.  A.T.C.  is  rarely  found  in 
more  than  one  site  at  a time;  the  uncom- 
mon occurrence  of  the  disease  in  both 
shoulders  or  in  both  hips  at  the  same  time 
has  been  observed.  Case  16a  showed  cal- 
cium in  the  ring  finger;  five  years  later  the 
same  disease  was  found  in  the  middle  finger 
of  the  same  hand,  16b.  The  former  had 
completely  resolved.  The  single  site  of  oc- 
currence is  an  important  diagnostic  point, 
for  the  presence  of  multiple  areas  of  calcium 
deposition  at  the  same  time  usually  rules 
out  A.T.C.  in  favor  of  a systemic  disease 
such  as  scleroderma,  vitamin  D intoxication, 
and  others. 

Whereas  both  calcium  and  the  clinical 
picture  are  necessary  for  a diagnosis  of 
A.T.C.,  the  diagnosis  may  sometimes  be 
suggested  in  the  presence  of  the  charac- 
teristic clinical  picture  and  in  the  absence 
of  calcium  deposit  visualization,  for  it  is  not 
always  possible  to  demonstrate  calcium  for 
valid  reasons  even  when  present. 

Although  there  is  a doubt  in  our  mind 
that  a chronic  form  of  tendinitis  calcarea 
exists,  discussion  of  this  by  other  authors 
are  included  here  for  reasons  of  their  sta- 
tistical information.  When  a calcific  de- 
posit is  picked  up  as  an  incidental  finding, 
it  is  dense  and  sharply  circumscribed,  and 
there  is  no  previous  history  of  a typical 


acute  clinical  incident,  other  causes  must  be 
sought. 

Pain.  The  onset  of  pain  is  sudden.  At 
first  there  is  lameness  which  increases  in  in- 
tensity for  a few  hours,  then  may  subside 
thus  ending  the  episode.  This  may  take  so 
little  time  and  represent  so  little  inconven- 
ience to  the  patient  that  the  complaint  is 
gone  before  medical  aid  is  sought.  This 
therefore  disappears  from  statistical  con- 
sideration. The  more  typical  form  occurs 
with  the  rapid  appearance  of  pain  reaching 
an  unbearable  intensity  in  a few  hours.  By 
the  time  the  patient  has  seen  his  physician, 
he  has  tried  hot  or  cold  applications,  or  both, 
without  relief.  In  fact,  these  very  likely 
may  aggravate  the  pain.  Analgesics  and 
sedatives  are  usually  to  no  avail;  they  seem 
to  make  the  hypersensitive  patient  very  dis- 
agreeable. Yet  even  at  this  point  the  pain 
may  subside  spontaneously.  When  the  pain 
persists  then  medical  aid  is  sought,  but  the 
longer  the  patient  waits,  the  longer  it  will 
take  to  cure.  The  case  that  is  treated  early 
responds  to  treatment  promptly.  However, 
one  must  recognize  the  possibility  that  it 
may  have  resolved  itself  spontaneously  with- 
out treatment.  Nevertheless,  even  in  the 
later  stages,  x-ray  therapy  and  other  modal- 
ities have  certainly  proved  of  value. 

Muscle  spasm.  At  all  times  muscle 
spasm  is  proportionate  to  the  pain.  It  re- 
sults in  limitation  of  motion  or  even  com- 
plete fixation  of  the  involved  part.  Case  35 
could  not  leave  his  bed  for  twelve  days  for 
an  x-ray  examination  because  of  the  agoniz- 
ing pain  and  spasm  in  his  lower  back  (Fig. 
2).  The  slightest  jar  or  pull  increased  the 
pain,  throwing  the  part  into  a tonic  spasm 
of  contraction.  In  one  instance  the  vibra- 
tion caused  by  heavy  vehicular  traffic  out- 
doors was  a cause  for  complaint  by  a pa- 
tient. It  is  this  characteristic  pain  and 
spasm  in  the  neck  and  in  the  lumbar  region 
which  has  resulted  in  the  discovery  of  the 
presence  of  A.T.C.  in  these  regions.  With 
great  care  and  with  no  little  technical  diffi- 
culty, faint  amorphous  calcifications  have 
been  demonstrated  within  the  muscle 
masses  in  the  areas  in  the  region  of  the 
pain,  tenderness,  and  spasm.  When  the  dis- 
ease occurs  in  the  neck,  the  pain  radiates 
down  the  shoulder  and  upper  extremity  on 
the  same  side.  No  calcium  is  found  at  such 
time  in  the  shoulder  area  itself  to  account 
for  the  symptoms.  Calcifications  have  been 
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FIGURE  3.  Case  23.  Calcium  in  soft  tissues  of 
neck  at  junction  with  shoulder.  Pain  radiating 
down  upper  extremity  on  same  side  but  local 
clinical  findings  at  site  of  calcium  deposit  rather 
than  in  shoulder. 


found  in  the  base  of  the  neck  in  Cases  21, 
22,  23  (Fig.  3),  and  24. 

Similarly,  in  the  presence  of  a typical 
clinical  picture  in  the  lower  back,  calcium 
was  visualized  (Case  34,  Fig.  4).  The  mass 
of  tissue  present  in  the  lateral  projection  in 
the  lumbar  region  makes  it  difficult  to  visu- 
alize calcium  here  in  the  low  density  usually 
present. 

Tenderness.  Tenderness  is  exquisite  in 
the  presence  of  A.T.C.  Extraordinary  ef- 
forts have  been  made  to  visualize  the  calcific 
deposits  with  final  success,  when  previously 
they  were  undemonstrable  using  the  usual 
technics  of  examination. 

Local  rubor,  calor,  and  edema.  Rubor, 
calor,  and  edema  are  noted  particularly  in 
the  more  superficial  sites  of  the  disease. 
They  are  rarely  found  in  the  hip  and  infre- 
quently in  the  shoulder.  They  are  always 
seen  in  the  small  parts  such  as  the  elbow, 
wrist,  ankle,  and  especially  in  the  digits. 
In  Case  15  the  skin  over  the  dorsum  of  the 
hand  was  so  intensely  red  and  glistening 
that  for  a day  a diagnosis  of  erysipelas  was 
entertained.  Shortly  after,  when  an  ele- 
vated mound  appeared  in  the  center  of  this 
area  of  redness,  an  x-ray  film  revealed  an 
amorphous  calcific  mass  (Fig.  5).  This 
was  partially  withdrawn  with  a hypodermic 
needle  and  followed  by  an  injection  of  hy- 
drocortisone with  an  immediate  abatement 
of  the  pain  and  tenderness.  The  redness 
disappeared  soon  after. 


FIGURE  4.  Case  34.  Pain  at  site  of  calcium 
deposit  extending  into  right  lower  abdomen. 


FIGURE  5.  Case  15.  Calcific  body,  subcutane- 
ous, dorsum  to  heads  of  second  and  third  meta- 
carpals.  Aspiration  followed  by  injection  of  hy- 
drocortisone resulted  in  immediate  relief  of  pain. 
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Roentgen  picture 

With  the  pain,  calcium  is  demonstrated 
early,  usually  by  the  time  of  the  first  x-ray 
examination.  The  appearance  of  the  calcific- 
deposit  is  variable  but  characteristic  ac- 
cording to  its  location.  In  the  shoulder,  hip, 
and  deeper  regions  it  is  amorphous  and 
cloudlike  with  ill-defined  borders.  Some- 
times it  is  so  faint  as  to  be  almost  invisible 
except  with  careful  soft-tissue  technics.  In 
the  smaller  and  more  superficial  joints,  the 
calcific  deposit  is  usually  small,  dense,  and 
more  sharply  circumscribed,  although  still 
amorphous  in  structure.  The  size  is  not  at 
all  the  measure  of  the  degree  of  pain  for 
minute  calcifications  may  be  found  in  areas 
of  great  pain.  Following  injury  the  error 
is  occasionally  made  of  calling  such  a calcific 
body  a fracture  fragment.  However,  if  the 
appearance  and  the  clinical  picture  are  not 
conclusive,  the  course  is  the  final  proof. 
Whatever  the  size  and  shape  of  the  calcific 
deposit  it  is  usually  as  large  at  the  time 
of  the  first  examination  as  it  will  ever  be. 
A faint  calcific  shadow  may  sometimes  be 
demonstrated  by  a very  soft  film  when  it  is 
not  demonstrable  with  the  usual  technic. 
Diligence  will  increase  the  frequency  of 
visualization.  It  must  be  confessed  that  at 
times  no  calcium  deposit  is  demonstrable. 
This  does  not  necessarily  mean  that  calcium 
is  not  present  for  it  may  be  too  soft  or  too 
small,  or  it  may  be  obscured  by  adjacent  and 
overlying  bony  structures.  The  clinical  pic- 
ture is  therefore  very  important  in  the  final 
consideration.  Without  the  typical  clinical 
picture,  the  presence  of  A.T.C.  is  in  doubt. 

The  calcium  deposits  are  usually  ab- 
sorbed, although  they  will  long  outlast  the 
clinical  phenomena.  At  times  some  resi- 
due of  calcium  may  remain  indefinitely,  and 
with  time  the  shrinking  mass,  when  it  does 
remain,  becomes  denser  and  more  sharply 
defined.  It  is  rare  that  follow-up  examina- 
tions do  not  reveal  the  size  of  the  calcium 
deposit  to  be  shrinking.  It  loses  its  cloudy, 
previously  diagnostic  character.  Accord- 
ing to  Pedersen  and  Key15  this  may  some- 
times go  on  to  ossification  and  bone  forma- 
tion. Ghormley12  reports  ossification  of  the 
Achilles  tendon  after  previous  calcification 
in  this  tendon  which  ended  in  rupture. 

Calcifications  may  be  picked  up  anywhere 
incidental  to  other  radiologic  examinations. 
There  is  no  previous  history,  or  possibly  a 


history  has  been  forgotten.  Other  causes 
of  calcification  should  be  ruled  out. 

Course 

Spontaneous  recovery  is  not  unusual.  In 
fact  it  is  this  which  had  led  to  so  many 
differences  of  opinion  regarding  the  effec- 
tiveness of  the  various  therapeutic  modali- 
ties. 

Mead4  reported  the  subsidence  of  pain  in 
the  shoulder  in  three  to  seven  days  without 
any  therapy  and  with  radiographic  evi- 
dence of  diminution  or  complete  disappear- 
ance of  calcium  during  the  convalescent  pe- 
riod. Plenk'1  reported  38  patients  with  ten- 
dinitis calcarea  of  the  shoulder,  21  of  whom 
received  radiation  therapy  and  17  in  the 
control  group  who  received  a placebo  of  5 
mm.  of  lead  as  filtration  during  therapy. 
He  reported  satisfactory  results  in  both 
groups,  the  average  period  of  improvement 
being  eleven  days  in  each  group.  Kratz- 
man  and  Frankel17  claimed  98  per  cent  suc- 
cess with  x-ray  therapy  in  acute  tendinitis 
calcarea  and  75.5  per  cent  in  chronic  cases 
in  a total  of  220  cases  studied.  Shoss  and 
Otto18  claimed  a 97  per  cent  cure  rate  from 
intermediate  radiation  therapy  in  acute 
cases  and  87  per  cent  in  chronic  cases  in  96 
cases  studied.  Neither  found  a way  of  ex- 
cluding the  spontaneous  cures. 

In  our  experience  the  speed  of  response 
following  radiation  therapy  in  A.T.C.  when 
instituted  at  the  start  of  the  incident  is,  as 
noted,  almost  100  per  cent.  The  speed  of 
response,  as  well  as  the  total  cure  rate  falls 
off  as  the  time  is  increased  between  the  on- 
set of  the  disease  and  the  time  the  patient 
seeks  medical  relief. 

At  once  it  becomes  apparent  that  if  the 
case  were  to  resolve  spontaneously  it  would 
do  so  early  and  would  never  appear  in  any 
study,  or  it  might  overflow  into  the  quick- 
cure  group  with  any  therapeutic  modality. 
It  therefore  becomes  the  refractory  case 
which  appears  late  for  therapy  and  which 
increases  the  rate  of  delayed  cures  or  non- 
cures with  any  modality.  The  relationship 
between  early  therapy  and  cure  rate  hereby 
becomes  suspect  to  some  degree. 

Each  specialty  uses  such  modalities 
known  or  available  to  it.  The  radiologist 
uses  radiotherapy;  the  internist  uses  anti- 
inflammatory drugs;  the  orthopedist  uses  a 
hypodermic  needle  and  irrigation  with  or 
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without  injection  of  substances  such  as  pro- 
caine or  hydrocortisone;  and  the  physio- 
therapist uses  diathermy  and  ultrasonic 
therapy.  There  are  other  methods  but 
therapy  is  not  within  the  intended  scope  of 
this  article,  so  it  will  not  be  discussed  fur- 
ther. 

Follow-up  examinations  were  often  not 
possible  in  the  cured  patient  because  of 
fears  of  radiation  exposure.  On  occasion 
such  follow-up  examinations  were  obtained 
when  the  patient  appeared  for  other  x-ray 
examinations.  The  interval  between  exam- 
inations therefore,  are  not  related  to  any 
clinical  change  or  other  plan.  They  are  ac- 
cidental and  incidental,  and  the  disease  has 
long  since  been  forgotten  by  the  patient. 


Summary 

This  is  a presentation  of  some  of  the  less 
common  sites  of  acute  tendinitis  calcarea. 
Included  is  a review  of  the  clinical  picture  of 
this  disease  which  is  the  common  denomina- 
tor. The  importance  of  the  clinical  mani- 
festations is  stressed.  This  facilitates  diag- 
nostic differentiation  from  other  calcium- 
producing  diseases,  and  has  led  to  the  un- 
covering of  the  disease  in  unusual  and  un- 
likely areas. 

354  East  18th  Street 


Venereal  disease  control 

In  a five  year  period,  from  July  1964  to  June 
1969,  Public  Health  Advisors,  requested  by 
and  assigned  to  New  York  City  from  the  Na- 
tional Communicable  Disease  Center  of  the 
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U.S.  Public  Health  Service  have  worked  with 
the  city  Bureau  of  Venereal  Disease  Control. 

During  that  time  138,607  field  investigations 
for  persons  suspected  of  having  syphilis  were 
conducted.  Of  these  12,985  persons  were  found 
to  be  infected  and  treated.  Thus  for  every  100 
field  investigations,  9 new  cases  of  syphilis 
were  brought  to  treatment. 
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P art  I of  this  review  appeared  in  the 
April  1,  1970,  issue  of  the  JOURNAL.  Fac- 
tors influencing  the  incidence  of  breast  can- 
cer were  discussed.  The  possible  sequential 
alterations  in  the  development  of  breast  can- 
cer, atypical  hyperplasia,  in  situ  carcinoma, 
and  invasive  carcinoma,  were  included  in  the 
study.  Finally,  a plea  was  made  for  sys- 
tematic study  of  pooled  data  to  help  in  ther- 
apeutic decisions,  especially  when  and  when 
not  to  perform  mastectomy. 

Prognostic  factors 

Although  most  breast  cancer  deaths  are 
ultimately  the  result  of  metastatic  involve- 
ment, there  is  nevertheless,  marked  varia- 
tion in  survival  among  patients  with  breast 
cancer.  Such  variations  make  breast  cancer 
patients  ideal  subjects  for  studying  the  in- 
fluence of  the  biologic  factors  which  influ- 
ence survival.  A definition  of  the  prognos- 
tically  significant  variables  is  a necessary 
prerequisite  for  evaluating  the  benefits  and 
limitations  of  therapeutic  procedures.  Fur- 
thermore, such  information  would  increase 
our  understanding  of  tumor-host  interac- 
tions and  might  ultimately  supply  new  ap- 
proaches to  therapy. 


The  structural  representation  of  prognos- 
tically  significant  variables  in  breast  cancer 
and  the  breast  cancer  host  has  been  the  sub- 
ject of  a number  of  investigations  and  re- 
views from  this  laboratory.3137  At  this 
time,  comment  will  be  directed  particularly 
toward  the  prognostic  significance  and  re- 
search potential  of  the  nuclear  structure  of 
breast  cancer  cells  and  the  reactivity  of  the 
L-RE  (lymphoreticuloendothelial)  system  of 
the  host. 

Nuclear  grade.  It  has  long  been  recog- 
nized that  the  histologic  differentiation  of 
cancer  is  a prognostically  significant  feature. 
However,  histologic  variations  in  different 
areas  of  the  same  breast  cancer  limit  the 
usefulness  of  this  criterion.  On  the  other 
hand,  the  nuclei  of  breast  cancer  cells  tend 
to  be  similar  throughout  the  tumor.  It  is 
thus  possible  to  group  cases  according  to  the 
degree  of  nuclear  differentiation.32  Three 
main  NG  (nuclear  grades)  are  recognizable, 
namely,  NG,  (undifferentiated),  NG2  (mod- 
erately differentiated),  and  NG3  (highly  dif- 
ferentiated ) . Differentiated  nuclei  are  char- 
acteristically spherical,  slightly  larger  than 
the  nuclei  of  interlobular  ducts,  and  tend  to 
be  similar  in  appearance  to  one  another. 
Their  chromatin  network  is  delicate,  nucle- 
oli are  not  prominent,  and  mitoses  are  infre- 
quent. Undifferentiated  or  anaplastic  nuclei 
are  large,  their  diameter  being  several  times 
larger  than  control  duct  nuclei.  Variations 
in  size  and  shape  are  common,  chromatin 
clumping  and  nucleoli  are  prominent,  and 
mitoses  are  frequent.  The  NG2  nuclei  have 
structural  features  between  the  two  ex- 
tremes. The  biologic  significance  of  the  nu- 
clear grades  is  evident  in  terms  of  the  NG- 
survival  relationship.  When  all  other  fac- 
tors vary  at  random,  the  per  cent  five-year 
survival  postoperativel.v  is  related  to  the  dif- 
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ferent  nuclear  grades:  NG1(  44  per  cent; 

NG_>,  61  per  cent;  and  NG3,  83  per  cent. 

In  view  of  the  prognostic  significance  of 
nuclear  structure  it  would  be  of  interest  to 
determine  the  molecular  basis  of  nuclear 
structural  variations.  As  indicated  in  re- 
gard to  in  situ  carcinomatous  changes,  ul- 
trastructural  and  cytochemical  measure- 
ments might  considerably  increase  our  un- 
derstanding of  the  biochemical  basis  of  the 
biologic  behavior  of  cancer  cells.  It  is  para- 
doxic that  the  technical  skills  and  expanding 
knowledge  of  desoxyribonucleic  acid,  nu- 
clear proteins,  and  chromosome  mechanics 
have  not  been  applied  to  human  breast  can- 
cer, wherein  extensive  observations  demon- 
strate correlations  between  biologic  be- 
havior and  nuclear  structure. 

It  would  also  seem  appropriate  to  examine 
the  relationship  between  nuclear  structure 
and  estrogen  binding.  It  appears  from  ex- 
perimental studies  that  the  influence  of  es- 
trogens on  target  cells  depends  on  prior 
binding  to  nuclear  chromatin.38  It  would 
be  of  interest  to  determine  the  estrogen- 
binding characteristics  associated  with  in 
situ  atypia,  in  situ  carcinoma,  and  the  dif- 
ferent nuclear  grades  of  invasive  breast  can- 
cer cells.  Such  observations,  if  correlated 
with  the  therapeutic  effects  of  hormone  im- 
balance therapy,  might  provide  a more  ob- 
jective basis  for  the  selection  of  such  ther- 
apy than  is  currently  available. 

L-re  reactivity.  As  early  as  1921,  Mac- 
Carty  and  Mahle39  called  attention  to  the 
prognostic  significance  of  lymphoid  cell  in- 
filtrations in  gastric  and  mammary  carci- 
noma. Such  observations,  coupled  with 
those  of  Moore  and  Foote,40  on  medullary 
carcinoma  of  the  breast  with  lymphoid  in- 
filtrate and  Steiner’s  “blue”  cancer  of  the 
stomach  suggested  that  the  L-RE  system 
of  the  host  might  limit  the  intrinsic  lethality 
of  some  human  cancers.41 

Although  pathologists  have  been  examin- 
ing the  axillary  lymph  nodes  removed  in  the 
course  of  radical  mastectomy  for  more  than 
half  a century,  their  interest  had  been  al- 
most exclusively  directed  toward  the  detec- 
tion of  metastases.  The  structural  varia- 
tions in  the  uninvolved  lymph  nodes  were 
largely  overlooked.  In  1953  Black,  Kerpe, 
and  Speer31  called  attention  to  the  favorable 
prognostic  significance  of  a particular  type 
of  reactivity  in  the  axillary  lymph  nodes  of 
patients  with  breast  cancer.  This  lymph 


nuclear  grade 

FIGURE  1.  Per  cent  five-year  postoperative  sur- 
vival of  patients  with  breast  cancer  in  relation- 
ship to  nuclear  grade  and  sinus  histiocytosis. 


node  pattern,  termed  SH  (sinus  histiocyto- 
sis), is  characterized  by  distention  of  the 
medullary  sinusoids  by  a syncitium  of  large 
mononuclear  cells  having  relatively  com- 
pact eosinophilic  cytoplasm.  It  should  be 
emphasized  that  SH  must  be  distinguished 
from  a variety  of  sinus  phagocytic  reactions 
commonly  included  under  the  term  sinus 
catarrh. 

These  observations  have  prompted  addi- 
tional studies  under  conditions  aimed  at 
eliminating  bias  and  directed  toward  evalu- 
ating the  significance  of  SH  as  an  inde- 
pendent prognostically  significant  variable. 
SH  reactivity  of  individual  cases  may  be 
grouped  into  one  of  three  groups  according 
to  the  maximal  reactivity  seen  in  any  of  the 
axillary  lymph  nodes:  SH,,  minimal  reac- 

tivity; SH2,  moderate  reactivity;  and  SH3, 
marked  reactivity.  In  a series  of  1,668 
cases  of  breast  cancer  followed  to  death,  or 
for  a minimum  of  five  years  postoperatively, 
it  was  found  that  the  per  cent  five-year  sur- 
vival increased  with  SH  reactivity  when  all 
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other  factors  were  allowed  to  vary  at  ran- 
dom: SH1(  49  per  cent;  SH2,  70  per  cent; 

and  SH;ii,  86  per  cent.  These  data  indicate 
that  SH  reactivity  is  a prognostically  sig- 
nificant factor.  However,  this  is  not  to  say 
that  it  is  the  only  prognostic  factor,  nor  do 
such  observations  prove  that  SH  acts  as  an 
independent  variable. 

Figure  1 depicts  the  influence  of  different 
nuclear  grades  and  SH  values  on  the  per 
cent  five-year  postoperative  survival.  It  is 
readily  apparent  that  survival  is  influenced 
by  both  NG  and  SH  and  that  the  influences 
of  these  factors  are  independent  of  one 
another.  The  lowest  per  cent  survival  (37 
per  cent)  is  found  in  the  NGjSH,  group, 
whereas  the  highest  per  cent  survival  (96 
per  cent)  is  in  the  NG3SH3  group.  It  should 
be  noted  that  cases  with  high-SH  values  and 
low-NG  values  had  similar  survivals  to  cases 
with  low-SH  and  high-NG  values.  Further- 
more, for  each  nuclear  grade  those  cases 
with  SH  reactivity  have  superior  survivals 
to  those  without  such  lymph  node  changes. 
It  thus  appears  that  the  biologic  behavior  of 
breast  cancer  is  dependent  on  intrinsic  fea- 
tures of  both  the  tumor  and  host. 

The  prognostic  significance  of  lymph  node 
reactivity  is  also  evidenced  by  the  recent 
report  of  Cutler,  Zippin,  and  Asire42  that 
breast  cancer  patients,  whose  axillary  lymph 
nodes  are  bilaterally  palpable,  experience  a 
better  survival  than  similar  patients  with 
nonpalpable  lymph  nodes.  The  favorable 
influence  of  palpability  of  the  homolateral 
and  heterolateral  lymph  nodes  was  found  in 
patients  with  and  without  axillary  metas- 
tases.  This  report  is  another  demonstra- 
tion that  simple  yet  critical  observations  of 
clinical  material  provide  important  insights 
into  cancer  biology.  In  a detailed  pathologic 
study  of  the  characteristics  of  such  cases, 
Black  and  Asire42  found  that  patients  with 
bilaterally  palpable  lymph  nodes  were  char- 
acterized by  a greater  degree  of  SH  in  their 
homolateral  lymph  nodes.  The  differences 
in  survival  between  the  various  groups  was 
correlated  most  closely  with  differences  in 
the  prevalence  and  prominence  of  SH  reac- 
tivity in  the  homolateral  lymph  nodes. 

These  observations  are  also  pertinent  to 
the  general  question  of  the  role  of  immuno- 
logic phenomena  in  spontaneous  cancer.36-44 
If  spontaneous  cancers  are  associated  with 
antigenic  changes,  one  might  expect  the  re- 
gional lymph  nodes  to  show  structural 


changes  consistent  with  a response  to  an  an- 
tigen. The  absence  of  such  reactivity  in  the 
draining  lymph  nodes  would  make  it  highly 
unlikely  that  antigenic  changes  were  in- 
volved in  the  development  of  carcinoma. 
The  study  of  the  lymph  nodes  draining  more 
than  5,000  breast  cancers  has  demonstrated 
reactivity  in  more  than  90  per  cent  of  the 
patients.  Furthermore,  the  patterns  of  re- 
activity are  consistent  with  a response  to  an 
antigen  and  show  a correlation  with  survi- 
val. It  thus  appears  highly  probable  that 
human  breast  cancer  is  treated  as  nonself 
by  the  host. 

It  should  be  noted  that  lymph  node  pat- 
terns observed  in  patients  with  breast  can- 
cer are  not  paralleled  by  the  lymph  node  pat- 
terns seen  in  mice  bearing  spontaneous 
mammary  tumors.45  In  such  animals  the 
lymph  nodes  are  characterized  by  follicular 
hyperplasia  and  plasma  cell  formation  which 
increase  in  prominence  with  increasing  tu- 
mor size.  SH  reactivity  is  uncommon.  In 
contrast,  follicular  prominence  and  moderate 
plasma  cell  prominence  are  found  in  only  a 
minority  of  patients  with  breast  cancer  in 
whom  it  is  most  closely  associated  with  the 
prognostically  favorable  medullary  carci- 
noma of  the  breast  with  lymphoid  infiltrate. 
Follicular  hyperplasia  is  also  a prognosti- 
cally favorable  finding  in  patients  with  gas- 
tric cancer.46  Here,  too,  it  is  usually  asso- 
ciated with  lymphoid  infiltration  in  the  pri- 
mary tumor.  Thus  the  lymph  node  re- 
sponses in  mice  bearing  mammary  tumors 
provide  a poor  model  of  the  majority  of  the 
lymph  node  responses  in  patients  with 
breast  cancer. 

It  is  questionable  whether  immunologic 
observations  on  mice  bearing  mammary  tu- 
mors are  directly  applicable  to  the  immunol- 
ogy of  human  breast  cancer. 

While  the  findings  in  patients  with  in- 
vasive breast  cancer  suggest  that  the  cancer 
acts  as  an  antigen,  they  raise  a question  as 
to  the  chronology  of  the  tumor-host  interac- 
tions, namely,  at  what  stage  in  carcinogene- 
sis are  such  interactions  initiated.  It  is  also 
important  to  demonstrate  more  precisely 
that  it  is  the  cancer  cell  rather  than  changes 
in  the  invaded  stroma  which  stimulates  the 
observed  lmpyh  node  reactivity.  Data  bear- 
ing on  both  the  question  of  chronology  and 
specificity  may  be  obtained  by  studying 
lymph  nodes  draining  preinvasive  breast 
carcinomas,  since  such  lesions  are  the  earli- 
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est  recognizable  form  of  cancer  and  lack 
stromal  invasion. 

If  the  same  types  of  lymph  node  reactions 
are  found  in  patients  with  in  situ  breast 
cancer,  as  are  observed  in  nodes  draining 
invasive  breast  cancer,  it  would  greatly 
strengthen  the  view  that  the  cancer  cell  per 
se  is  the  stimulus.  It  would  at  the  same 
time  suggest  that  antigenic  changes  are  a 
concomitant  of  the  cancerous  transforma- 
tion. In  a study  of  this  problem.  Black  and 
Chabon"’  found  that  lymph  nodes  draining 
in  situ  breast  carcinoma  are  qualitatively 
the  same  as  those  seen  in  lymph  nodes  drain- 
ing invasive  breast  carcinoma  except,  of 
course,  no  metastases  are  present  in  the  in 
situ  group.  As  is  true  of  lymph  nodes  drain- 
ing invasive  breast  cancer,  follicular  hyper- 
plasia of  a marked  degree  is  infrequent  (14 
per  cent),  and  plasma  cell  transformations 
in  the  medullary  cords  are  only  minimally  or 
moderately  prominent.  The  principal 
changes  are  seen  in  the  sinusoidal  histio- 
cytes, and  as  in  the  invasive  series  the 
changes  take  two  main  forms,  SH  and  a de- 
generative SH  reaction.  Like  the  invasive 
series  it  is  uncommon  to  find  patients  whose 
draining  lymph  nodes  fail  to  show  either  re- 
active or  degenerative  changes. 

The  most  distinctive  feature  of  the  lymph 
nodes  draining  in  situ  carcinoma  is  an  in- 
creased frequency  of  SH ; 72  per  cent  of  the 
patients  with  in  situ  carcinoma  have  mod- 
erate or  marked  SH  in  at  least  one  of  their 
axillary  lymph  nodes.  This  value  is  de- 
cidedly greater  than  the  27  per  cent  found 
for  a large  series  of  patients  with  invasive 
breast  cancer.  The  difference  is  even  more 
extreme  in  terms  of  the  incidence  of  marked 
SH  reactivity.  In  the  in  situ  series  an  SH;i 
value  was  found  in  47  per  cent  as  contrasted 
with  only  10  per  cent  of  the  total  group  of 
patients  with  invasive  cancer. 

Since  in  situ  carcinomas  are  associated 
with  the  same  types  of  lymph  node  changes 
as  are  seen  with  invasive  breast  cancer,  it 
folknvs  that  tumor-host  interactions  are  ini- 
tiated in  the  earliest  recognizable  phase  of 
breast  carcinoma  and  that  the  host  L-RE 
system  is  responding  to  changes  in  the  can- 
cer cell  rather  than  the  stroma. 

The  occurrence  of  distinctive  cellular 
changes  wThich  are  recognized  by  the  L-RE 
system  in  the  early  phases  of  carcinogenesis 
is  also  evidenced  by  the  diminution  in  ILA 
(intraepithelial  lymphocyte  accumulation) 


in  foci  of  incipient  carcinoma.  ILA  refers 
to  a type  of  lymphocyte-epithelial  cell  inter- 
action which  has  been  largely  overlooked 
by  pathologists,  namely,  the  migration  of 
lymphocytes  between  and/or  within  epithe- 
lial cells.  This  phenomenon  has  been  stud- 
ied in  greatest  detail  in  the  small  intesti- 
nal epithelium,  although  it  has  also  been 
described  in  a variety  of  epithelial  mem- 
branes.17^8 It  has  been  referred  to  as 
emperipolesis.  The  designation,  ILA  (in- 
traepithelial lymphocyte  accumulation)  is 
simpler  and  more  descriptive.  While  the 
exact  biologic  function  of  ILA  is  unknown, 
a trephone  function  has  been  suggested.49 

A systematic  examination  of  ILA  in  a 
variety  of  control,  hyperplastic,  and  incipi- 
ent carcinomatous  ducts  discloses  that  ILA 
is  normally  found  in  all  divisions  of  the 
mammary  duct  system;  it  is  not  correlated 
with  the  prominence  of  periductal  stromal 
lymphoid  cells  and  is  commonly  accentuated 
in  ductular  hyperplasia,  fibroadenomas,  and 
papillomas.  However,  ILA  is  reduced  in 
foci  of  intraductal  incipient  carcinoma. 
These  findings  suggest  that  ILA  represents 
a regular  and  probably  biologically  impor- 
tant interaction  between  epithelial  and  lym- 
phoid cells  and  indicate  that  this  relation- 
ship is  altered  early  in  the  course  of  car- 
cinogenesis. 

The  demonstration  that  SH  reactivity  is 
prognostically  favorable  and  the  finding  that 
SH  is  most  prevalent  in  the  in  situ  series 
touch  on  the  basic  question  of  the  growth 
and  progression  of  antigenic  tumors.  Stu- 
dents of  experimentally  produced  antigenic 
tumors  have  suggested  four  main  types  of 
explanation  for  the  progressive  growih  of 
antigenic  tumors.30  It  is  of  interest  to  con- 
sider the  types  of  lymph  node  patterns  one 
would  expect  in  terms  of  the  postulated 
mechanisms  and  to  compare  such  expecta- 
tions with  the  actual  findings. 

Mechanisms  of  tumor  growth 

Antigenic  modulation.  If  the  continued 
growth  of  an  antigenic  tumor  is  dependent 
on  the  loss  of  antigenicity  or  the  develop- 
ment of  tolerance  by  the  host,  the  nonself 
features  would  be  eliminated,  and  therefore 
L-RE  reactivity  should  be  minimal.  In  such 
circumstances  the  draining  lymph  nodes 
should  appear  normal.  This  expectation  is 
at  variance  with  the  appearance  of  lymph 
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nodes  draining  human  breast  carcinoma. 

Immunologic  tolerance  or  incompe- 
tence. If  one  presumes  that  immunologic 
incompetence  is  a significant  feature  in  the 
development  and  progression  of  cancer, 
there  should  be  evidence  of  cellular  defects 
in  the  lymph  nodes  and/or  in  the  serologic 
responses.  Neither  of  these  expectations 
are  found  in  the  vast  majority  of  patients 
with  breast  cancer.  If  the  host  were  toler- 
ant of  antigenic  changes  in  the  tumor,  one 
would  expect  the  L-RE  system  to  be  indif- 
ferent and  unaltered  in  the  majority  of  pa- 
tients. As  indicated,  this  is  contrary  to  the 
actual  findings. 

Immunologic  enhancement.  The  rec- 
ognition of  the  phenomenon  of  immunologic 
enhancement  is  due  largely  to  the  precise 
studies  of  Kaliss.51  He  demonstrated  that 
the  production  of  enhancing  antibodies  may 
subvert  the  antitumor  activity  of  the  host 
and  thereby  favor  increased  tumor  growth. 
Since  the  critical  feature  in  immunologic 
enhancement  is  the  production  of  a circulat- 
ing antibody,  one  would  expect  the  draining 
lymph  nodes  to  show  a hyperimmune  pat- 
tern. In  previous  studies  of  lymph  nodes  in 
tumor-bearing  mice,  Black  and  Speer45 
found  that  follicular  hyperplasia  and  plasma 
cell  formation  were  increasingly  prominent 
with  increasing  tumor  size,  a relationship 
which  would  be  consistent  with  immunologic 
enhancement.  On  the  other  hand,  such  find- 
ings are  uncommon  in  human  patients  with 
breast  cancer  in  all  stages  of  the  disease. 
Thus  there  is  little  structural  evidence  to 
support  the  role  of  immunologic  enhance- 
ment in  the  growth  of  most  human  breast 
cancers.  This  is  not  to  say  that  immuno- 
logic enhancement  plays  no  role  in  other 
types  of  human  cancer.  The  specific  com- 
ponents of  the  tumor-host  interactions  may 
well  vary  in  different  cancer  types.52 

Overwhelming  growth  potential.  The 
final  suggested  mechanism  presumes  that 
the  tumor  growth  potential  overwhelms  the 
immunologic  responses  of  the  host.  That 
is,  the  cancer  grows  in  spite  of  antitumor 
activity  of  the  host.  Such  a biologic  event 
finds  a ready  parallel  in  infectious  diseases. 
It  is  noteworthy  that  in  such  situations  the 
lymph  nodes  at  autopsy  commonly  show  a 
variety  of  degenerative  changes.53  This 
mechanism  would  predict  the  occurrence  of 
both  reactive  and  degenerative  changes  in 
the  lymph  nodes  throughout  the  various 


stages  of  the  disease.  Maximal  reactivity 
should  be  present  initially  and  should  be 
progressively  replaced  by  degenerative 
changes.  Such  expectations  correspond  to 
observations  on  the  lymph  node  structure 
of  the  vast  majority  of  patients  with  breast 
cancer  in  all  stages  of  the  disease. 

Cellular  hypersensitivity 

As  indicated,  it  is  the  sinusoidal  RE  type 
of  reactivity  and  degeneration  which  occurs 
far  more  frequently  than  the  plasma  cell 
follicular  type  of  change.  These  structural 
characteristics  suggest  that  prognostically 
favorable  immunologic  responses  in  human 
breast  carcinoma  are  more  likely  to  be  of 
the  delayed  hypersensitivity  variety  than  of 
the  hyperimmune  type.  It  would  thus  ap- 
pear more  profitable  to  search  for  manifes- 
tations of  cellular  hypersensitivity  than  for 
circulating  antibodies  in  patients  with 
breast  cancer.  Recently  Hellstrom  et  al.52 
have  reported  on  an  in  vitro  procedure  for 
visualizing  delayed  hypersensitivity  to  can- 
cer antigens.  It  would  be  most  informative 
if  such  studies  could  be  correlated  with 
lymph  node  structure  and  biologic  behavior. 

A relationship  between  SH  and  delayed 
hypersensitivity  is  also  suggested  by  the 
finding  that  breast  cancers  having  SH  re- 
sponses in  their  draining  lymph  nodes  com- 
monly have  perivenous  lymphoid  infiltra- 
tions in  the  primary  tumor.  Such  perive- 
nous reactions  have  been  shown  to  be  a hall- 
mark of  delayed  hypersensitivity  by  Waks- 
man54  and  Wiener,  Lattes,  and  Pearl.55 
More  direct  information  bearing  on  the  de- 
velopment and  functional  significance  of  SH 
reactivity  might  be  provided  by  ultrastruc- 
tural  studies.  Such  studies  might  clarify, 
for  example,  whether  the  sinus  histiocytes 
are  processing  antigen,  transferring  “infor- 
mation” to  intrasinusoidal  lymphocytes,  or 
phagocytozing  degenerative  products  of 
effete  cancer  cells. 

Therapeutic  approaches 

A further  implication  of  the  lymph  node 
changes  in  patients  with  breast  cancer  con- 
cerns therapeutic  approaches.  The  preva- 
lence of  degenerative  changes  in  the  axillary 
nodes  suggests  that  attempts  to  influence  the 
disease  by  “antigenic”  stimulation  would  be 
unrewarding  in  most  cases,  since  the  nodes 
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may  already  be  overstimulated.50  On  the 
other  hand,  in  those  cases  in  which  reac- 
tivity is  present  there  would  appear  to  be  no 
advantage  to  further  stimulation.  However, 
cases  with  prognostically  favorable  lymph 
node  reactivity  do  demand  special  consider- 
ation in  regard  to  the  use  of  cytotoxic  radia- 
tion and  chemotherapy.  It  is  entirely  possi- 
ble that  the  indiscriminate  use  of  such  ther- 
apy may  be  deleterious  by  virtue  of  de- 
pressing tumor-antagonistic  activity  of  the 
host.  This  possibility  has  also  been  sug- 
gested by  Hamlin57  and  by  Crile.58  Never- 
theless, the  judicious  use  of  such  agents 
might  depress  the  tumor  and  thereby  render 
more  effective  the  tumor-antagonistic  activ- 
ities of  the  host.  A precedent  for  this  pos- 
sibility is  seen  in  choriocarcinoma  of  preg- 
nancy and  in  Burkitt’s  lymphoma. 

On  a more  general  level,  it  appears  that  a 
detailed  investigation  of  the  relation  be- 
tween lymph  node  structure  and  the  effects 
of  radiation  and  chemotherapy  might  lead  to 
a more  rational  and  more  effective  use  of 
such  agents. 

In  a current  review  Klein59  presents  de- 
tailed consideration  of  experimental  studies 
in  tumor  immunology.  He  also  calls  par- 
ticular attention  to  immunologic  studies  in 
Burkitt’s  lymphoma  pointing  out  that  “its 
main  distinctive  feature,  in  relation  to  other 
lymphoproliferative  diseases,  lies  ...  in  the 
occurrence  of  long-term  survivors  without 
any  signs  of  tumor  recurrence  in  a substan- 
tial fraction  (15-20  per  cent)  of  the 
cases.”59  It  is  surprising  that  this  charac- 
teristic of  breast  cancer  has  been  overlooked 
by  experimental  immunologists.  Con- 
versely, it  is  surprising  that  the  extensive 
immunologic  and  pathologic  studies  of  Bur- 
kitt’s lymphoma  have  not  included  syste- 
matic studies  of  the  control  lymph  nodes 
draining  the  lymphoma.  Personal  observa- 
tions have  demonstrated  that  lymph  nodes 
draining  foci  of  lymphosarcoma  and  Hodg- 
kin’s disease  may  show  the  range  of  reac- 
tive and  degenerative  changes  seen  in  lymph 
nodes  draining  breast  carcinoma.  It  would 
be  of  interest  to  correlate  lymph  node  struc- 
ture in  Burkitt’s  lymphoma  patients  with 
clinical  behavior  and  immunologic  measure- 
ments. 

Considered  in  toto,  breast  carcinoma  is 
seen  to  include  a heterogeneous  population 
in  regard  to  a variety  of  prognostically  sig- 
nificant factors.  Among  them  is  a host- 


mediated  influence  which  is  visualized,  in 
part  at  least,  in  terms  of  SH  reactivity  of 
the  axillary  lymph  nodes  and  LI  (lymphoid 
infiltration)  in  the  primary  tumor.  On  a 
practical  level  it  appears  unlikely  that  any 
single  therapeutic  approach  would  be  equally 
effective  in  controlling  all  variations  of  tu- 
mor-host interactions  in  breast  carcinoma. 
It  should  also  be  evident  that  the  “benefits” 
of  any  modality  of  therapy  must  be  judged 
in  terms  of  the  intrinsic  prognostically  sig- 
nificant variables.  It  is  probable  that  the 
differences  of  opinion  regarding  the  proper 

treatment  for  invasive  breast  carcinoma 

might  be  lessened  by  greater  attention  to 
similar  grouping  of  cases.60  An  interesting 
attempt  in  this  regard  was  made  by 
Schiodt.01  He  found  a most  remarkable 

similarity  in  survival  when  similarly 

grouped  patients  were  treated  by  radical  or 
superradical  mastectomy.  Personal  studies 
have  shown  that  when  cases  were  grouped 
according  to  SH  and  NG,  there  was  no  sig- 
nificant difference  in  the  survival  of  patients 
with  breast  cancer  after  radical  mastectomy 
performed  by  different  surgeons  in  several 
different  institutions.  Furthermore,  when 
cases  were  gi’ouped  according  to  NG,  there 
was  no  real  difference  between  those  pa- 
tients treated  by  radical  or  simple  mastec- 
tomy. 

The  point  to  be  emphasized  is  that  prog- 
nostically significant  variables  of  tumor  and 
host  should  be  taken  into  consideration  when 
one  attempts  to  evaluate  the  influence  of  dif- 
ferent types  of  therapy. 

It  is  a basic  medical  responsibility  that  we 
choose  that  form  of  therapy  which  is  least 
traumatizing  and  is  consistent  with  the  max- 
imal benefit  to  the  particular  patient.  Cer- 
tainly a simple  mastectomy  or  modified  rad- 
ical mastectomy  is  less  traumatizing  and 
avoids  the  risk  of  lymphedema  which  ac- 
companies radical  mastectomy.  Further- 
more, Crile58’62  has  presented  data  suggest- 
ing that  simple  mastectomy  without  postop- 
erative irradiation  is  the  preferable  form  of 
therapy  for  clinical  Stage  I lesions.  It  is 
conceptually  evident  that  some  breast  can- 
cers would  be  curable  even  by  local  excision, 
whereas  others  are  not  amenable  to  the 
widest  possible  surgery. 

The  slavish  adherence  to  any  single  type 
of  therapy  is  inconsistent  with  the  biology 
of  the  disease  and  our  responsibilities  as 
physicians. 
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FIGURE  2.  Breast  tissue  questionnaire 
DEPARTMENT  OF  PATHOLOGY 

NEW  YORK  MEDICAL  COLLEGE— FLOWER  AND  FIFTH  AVENUE  HOSPITALS 


Patient’s  Name  Age..  Surgeon 

CLINICAL  FEATURES 

I.  Lesion  detected  by: 

A.  Patient 

B.  Physician 

1.  palpable:  yes  no... 

2.  mammography 

(a)  negative 

(b)  positive 

(c)  suspicious 

3.  thermography 

(a)  negative 

(b)  positive 

(c)  suspicious 

II.  Preoperative  delay  months 

III.  Previous  breast  surgery: 

A.  No  . 

B.  Yes  Dates 

1.  same  bi’east  , 

(a)  benign 

(b)  malignant 

2.  other  bi’east  . , 


(a)  benign 

(b)  malignant 


IV.  Family  history  of  breast  cancer 

A. 

Mother 

B. 

Aunts 

1.  maternal 

2.  paternal 

C. 

Grandmother 

1.  maternal 

2.  paternal 

D. 

Sisters 

E. 

Daughters 

F. 

Cousins 

V.  Pregnancies: 

A. 

Never  pregnant 

B. 

Ever  pregnant 

Pregnancies  At  Age: 

First 

Second 

Third 

Fourth 

Fifth 

VI.  Sex 

hormone  therapy: 

A. 

Agent  _ . . _ _ 

B. 

Duration 

C. 

Purpose: 

1.  contraceptive 

2.  menopausal  syndrome 

(a)  physiologic  _ 

(b)  induced  

VII.  Acne 

A.  Adolescent 

(a)  minimal 

(b)  moderate  

B.  Current 

(a)  yes 

(b)  no 

VIII.  Tumor 

A.  Size  in  cm.  . x cm. 

(i continued, ) 
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Admission  No 


FIGURE  2.  Breast  tissue  questionnaire 


B.  Surrounding  tissue 


1. 

fixation  to  skin:  yes . . 

, no  

2. 

fixation  to  underlying  structures:  yes 

. . , no 

3. 

erythema  of  skin:  yes 

, no 

4. 

edema:  yes . no  _ . 

5. 

ulceration:  yes  , no  _ 

6. 

satellite  nodules:  yes 

, no . 

IX.  Regional  nodes 

A.  Homolateral  axillary  lymph  nodes 

1.  none  palpable  

2.  palpable  

(a)  probably  uninvolved 

(b)  probably  involved 

(i)  movable 

(ii)  fixed. 

B.  Heterolateral  axillary  lymph  nodes 

1.  nonpalpable 

2.  palpable  

(a)  probably  uninvolved 

(b)  probably  involved 

(i)  movable 

(ii)  fixed 

C.  Supraclavicular  lymph  nodes 

1.  none  palpable 

2.  palpable  

(a)  probably  uninvolved 

(b)  probably  involved 

(i)  movable 

(ii)  fixed 

X.  Distant  metastases 

A.  None  apparent 

B.  Questionably  present  in  

C.  Apparent  in 

1.  based  on: 

(a)  palpation 

(b)  x-ray 

(c)  biochemical 

PATHOLOGY 

Group  Classification 

Noncancer 

No  atypia 

Atypia  

Cancer 

In  situ 

Invasive 

Both 

Noncancer 

A.  Dominant  lesion:  none  seen 

1.  Atypia: 

none 

apocrine 

duct 

2.  Histology: 

Proliferative 

fibroadenoma 

intraductal  papilloma 

papillomatosis 

fibroadenosis  

Diffuse  apocrine  metaplasia 

Nonproliferative 

localized  cysts  

multiple  cysts  

duct  ectasia  

lipid  granuloma  

0 continued. ) 
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FIGURE  2.  Breast  tissue  questionnaire 


B.  Grading: 

Ducts 

Apocrine , A _ _ 

Nondominant  Parenchyma 
None  or  indeterminate 
Normal 
Hypoplastic 
Hyperplastic 

Cancer 

A.  In  situ: 

1.  Type: 
none  seen  _ 
nonlobular 

mixed  

lobular 

2.  Grading: 

Ducts 

Apocrine , A.. 

Lymphoid  infiltration 
A.. 

N uclear  grade  A _ 

B.  Invasive: 

Type 

None  seen 

No  special  type 

Comedo 

Paget’s 

Medullary 

Mucinous 

Papillary 

Apocrine 

Adenocystic 

Other 


, B ,C , D 

Calcification 

No 

Possibly 

Probably  

Where  seen  and  associated 
atypia:  


, B , C , D 

, B , C , D 

B , C , D 


Nuclear  grade 
1 

2 _ _ 

3 


Lymphoid  infiltration 

Minimal  

Moderate  _ _ 

Marked  


Perivenous  lymphoid  infiltration 

Minimal  

Moderate 

Marked  _ 


C.  Lymph  nodes: 

1.  Number  examined  ; number  with  metastasis 

2.  Sinus  histiocytosis  (max.) _ ,in _ nodes 

3.  Follicular  hyperplasia  (max.)  , in nodes 


Comments 

The  late  Jesse  Greenstein,63  in  the  preface 
of  his  book,  stated,  “The  chemist  in  the  field 
of  oncology  is  not,  and  never  will  be,  a free 
lance.  The  fundamental  definition  of  the 
material  with  which  the  chemist  works  is 
within  the  province  of  the  morphologist  and 
a substantial  cooperation  between  the  two  is 
essential  for  work  of  value.”  To  this  I 
would  add  the  observation  that  in  the  last 
analysis  the  realities  of  human  cancer  are 
found  in  cancer  patients.  It  is  to  these  re- 
alities that  investigators  should  pay  defer- 
ence, be  they  clinicians,  biochemists,  im- 
munologists, or  morphologists.  As  indi- 
cated in  the  foregoing  presentation,  such 
realities  are  revealed  only  by  the  systematic 
collection  of  clinical  and  pathologic  data. 

Unfortunately,  investigators  seeking  data 
referable  to  individual  patients  find  that  all 
too  often  hospital  charts  are  deficient  in  per- 


tinent information.  In  part  such  deficien- 
cies reflect  an  erroneous  impression  that 
the  recording  of  data  is  a routine  and  ritu- 
alistic chore.  An  additional  reason  for  de- 
ficient recording  is  the  lack  of  a systematic 
scheme  for  the  collection  of  pertinent  data. 
In  an  attempt  to  solve  this  problem  a two- 
part  questionnaire  has  been  developed  at  the 
New  York  Medical  College-Flower  and  Fifth 
Avenue  Hospitals  (Fig.  2).  The  question- 
naire is  divided  into  clinical  and  pathologic 
sections.  The  former  is  readily  completed 
by  the  admitting  physician,  whereas  the  lat- 
ter is  completed  by  the  surgical  pathologist. 
The  questions  are  particularly  designed  to 
cover  the  various  characteristics  discussed 
in  the  body  of  this  article.  Since  this  ques- 
tionnaire or  some  modification  thereof  may 
be  of  value  to  others,  it  is  presented  in  its 
entirety. 

To  be  truly  meaningful,  however,  the 
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aforementioned  data  should  be  supplemented 
with  information  regarding  therapy  and 
survival.  The  attending  physician  is  the 
major  source  of  such  information,  and  to  a 
large  measure  the  efficiency  of  a tumor  reg- 
istry is  dependent  on  his  cooperation.  With- 
out careful  follow-up,  the  collection  of  clin- 
ical and  pathologic  data  may  be  an  exercise 
in  futility. 

It  is  hoped  that  this  presentation  has  clar- 
ified the  research  potential  of  human  breast 
cancer  and  the  dual  responsibilities  of  phy- 
sicians and  medical  facilities  caring  for  pa- 
tients with  breast  cancer.  On  one  hand, 
they  must  provide  immediate  therapy  for 
patients  with  breast  lesions  in  keeping  with 
current  knowledge.  On  the  other  hand,  they 
must  provide  the  raw  data  from  which  arise 
new  investigations  and  ultimately  better 
control  of  disease.  An  awareness  of  the  lat- 
ter responsibility  is  vital  to  the  full  utiliza- 
tion of  the  known  and  a cooperative  multi- 
disciplined  attack  on  the  unknown.  It  is 
gratifying  to  note  that  our  British  col- 
leagues have  just  announced  a multicenter 
prospective  controlled  clinical  trial  aimed  at 
determining  whether  the  treatment  of  re- 
gional lymph  nodes  of  patients  with  early 
breast  cancer  is  beneficial  or  harmful.1  I 
would  hope  that  such  studies  are  but  the  be- 
ginning of  a movement  toward  the  objective 
appraisal  of  our  knowledge  in  all  phases  of 
breast  cancer  and  the  application  of  modern 
resources  to  the  problems  of  incidence,  be- 
havior, and  therapy. 

Flower  and  Fifth  Avenue  Hospitals 
Fifth  Avenue  at  106th  Street 
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Idiopathic  Retroperitoneal 

Fibrosis 


| DIOPATHIC  RETROPERITONEAL  FIBROSIS  Was 

first  described  by  Ormond  in  1948. 1 This 
syndrome  is  characterized  by  a fibrotic 
tissue  proliferation,  resulting  in  ureteral 
compression,  hydronephrosis,  pyelonephritis, 
anemia,  uremia,  and,  ultimately,  anuria  and 
death. 

Although  originally  thought  to  be  only 
retroperitoneal  in  origin,  recently  this  con- 
dition has  been  reported  in  the  mediastinum 
and  surrounding  areas.  Pseudonyms  now 
thought  to  be  associated  include  mediastinal 
fibrosis,  sclerosing  cholangitis,  Riedel’s 
struma,  sclerosing  lipogranuloma,  and  so  on. 
Some  of  these  are  actually  offshoots  of  retro- 
peritoneal fibrosis. 

Etiology 

Most  cases  still  show  no  clear  etiology. 
Patients  are  usually  males  (2:1)  between 
the  ages  of  forty  and  sixty.  The  youngest 
reported  case  was  age  eight,  the  oldest 
seventy-five. 

Ormond1  believes  that  the  urinary  tract 
is  not  the  originating  factor  for  the  fibrosis. 
One  theory  suggests  that  it  originates 
around  the  retroperitoneal  midline  struc- 
tures, usually  bilaterally.  Histochemical 
changes  suggest  that  the  fibrosis  begins 
around  the  great  vessels  and  extends 
laterally  surrounding  anything  in  its  way.2 

This  condition  has  been  considered  as  a 
vasculitis  of  allergic  origin,  possibly  a col- 
lagen disease  related  to  periarteritis  no- 


dosa. Recently,  Suby  et  al.3  described  this 
lesion  in  patients  receiving  methysergide 
(Sansert),  an  ergot  preparation  used  in  the 
treatment  of  migraine  headaches.  This  ob- 
servation has  been  confined  by  others.  Not 
only  did  the  drug  produce  the  lesion,  proved 
by  biopsy,  but  the  condition  became  rever- 
sible after  stopping  the  drug.4  Retroperi- 
toneal fibrosis  has  been  reported  in  associa- 
tion with  cancer,  particularly  lymphomas. 

Pathology 

There  is  usually  a fibrotic  mass  lying  in 
the  retroperitoneal  area  over  the  sacral 
promontory.  It  usually  extends  laterally  but 
occasionally  upward  to  the  mediastinum  or 
interiorly,  to  the  pelvis.  The  process  may 
envelop  the  main  vessels,  intestines,  adja- 
cent muscles,  and  ureters. 

Microscopically,  the  fibrotic  tissue  has 
varying  amounts  of  cellular  infiltration  and 
fat  content.  It  appears  that  fat  content 
varies  with  the  age  of  the  lesion,  the  older 
lesions  having  less  fat. 

Symptoms 

Symptoms  depend  on  the  amount  of  re- 
sultant constriction.  Vascular  symptoms 
are  usually  insignificant  because  the  lesion  is 
slow  growing,  allowing  for  collateral  forma- 
tion. Nerve  involvement  may  cause  pain; 
muscle  compression  may  produce  spasm; 
and,  occasionally,  intestinal  obstruction  may 
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occur.  When  the  ureters  become  involved 
by  compression,  progressive  hydronephrosis 
results;  if  uncorrected,  the  hydronephrosis 
leads  to  renal  failure.  The  chief  signs  and 
symptoms  noted  have  been  low  back  pain, 
weight  loss,  malaise,  anemia  anorexia, 
nausea  and  vomiting,  pyuria,  and  even 
anuria. 

Diagnosis 

Diagnosis  is  established  by  histories; 
physical  examinations;  laboratory  tests,  in- 
cluding sedimentation  rate,  total  proteins, 
serum  gamma  globulin;  and  a urologic 
work-up  consisting  of  a urogram,  occa- 
sionally cystoscopy  and  retrograde  pyelog- 
raphy, and  rarely  arteriography  and  cavog- 
raphy. 

A coagulation  defect,  factor  VII  defi- 
ciency, has  been  reported  associated  with  a 
change  in  gamma  globulin.5 

The  urogram  or  bilateral  ureteropyelo- 
gram  usually  establishes  the  diagnosis.  The 
most  important  findings  are  various  degrees 
of  dilatation  of  the  upper  ureters  and  pel- 
vis with  extrinsic  smooth  narrowing  of  the 
lower  ureters,  usually  between  the  fourth 
lumbar  and  the  second  sacral  vertebrae  and 
medial  deviation  of  the  ureters  at  the  fifth 
lumbar  and  first  sacral  vertebrae.  Despite 
these  retrograde  narrowings,  catheteriza- 
tion can  usually  be  accomplished  without  dif- 
ficulty. The  final  diagnosis  is  established  at 
surgery. 

Differentia!  diagnosis 

Benign  or  malignant  retroperitoneal  tu- 
mors or  aneurysms  of  the  major  vessels 
must  be  considered.  Other  lesions  causing 
ureteral  obstruction,  such  as  strictures,  tu- 


mors, calculi,  and  so  on,  are  usually  uni- 
lateral and  easily  ruled  out. 

Treatment 

Treatment  is  aimed  at  removing  all  peri- 
ureteral compression  and  relieving  renal 
obstruction.  It  should  be  done  as  soon  as 
the  diagnosis  is  established. 

Ureterolysis  with  periureteral  fat-pad  en- 
velopment or  replacement  of  the  ureters  into 
the  peritoneal  cavity  is  the  accepted  form  of 
surgery.  Cortisone  has  been  given  to  pre- 
vent further  fibrosis. 

Deep  x-ray  treatment,  phenylbutazone, 
and  antibiotics  have  been  utilized  but  are  of 
questionable  value.  Early  and  thorough  sur- 
gery is  the  best  treatment.  All  possible 
etiologic  agents,  such  as  methysergide,  must 
be  excluded. 

Summary 

Idiopathic  retroperitoneal  fibrosis  is  of 
unknown  or  perhaps  multiple  etiologies.  It 
may  develop  insidiously  over  months  or 
years.  Diagnosis  must  be  made  before  ir- 
reversible renal  damage  ensues. 
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Tender,  Enlarging 
Mass  in  Right  Upper 
Quadrant 


Case  history 

Joseph  Kessler,  M.D.:  A seventy-seven- 
year-old  Hungarian  housewife  was  admitted 
to  Lenox  Hill  Hospital  with  the  chief  com- 
plaint of  pain  in  the  right  upper  quadrant 
of  six  months’  duration. 

The  patient  apparently  considered  herself 
well  until  that  time  when  she  began  to  ex- 
perience dull  aching  pain  in  the  right  upper 
abdominal  quadrant.  The  pain  would  come 
in  spasms,  but  there  was  no  relationship  to 
meals  nor  any  radiation  to  her  back.  She 
denied  any  specific  food  intolerance  but 
stated  she  felt  a tender  mass  in  the  area 
that  seemed  to  be  enlarging  and  hence 
sought  medical  advice.  She  admitted  to 
anorexia,  malaise,  weakness,  and  general- 
ized arthralgias  but  specifically  denied  any 
nausea,  vomiting,  hematemesis,  melena,  or 
change  in  her  bowel  habits.  She  claimed  she 
had  lost  about  20  pounds  during  this  period 
and  that  her  abdominal  girth  had  increased 
in  size.  She  did  not  have  any  chills,  fever, 
or  night  sweats  and  denied  any  pruritis, 
darkening  of  her  urine,  or  other  constitu- 
tional complaints.  There  was  no  history  of 
recent  or  past  abdominal  trauma.  The  past 
surgical  history  was  limited  to  an  appen- 
dectomy years  before.  She  denied  any  per- 
sonal or  family  history  of  diabetes  mellitus, 
tuberculosis,  asthma,  hypertension,  tumors, 
or  blood  dyscrasias.  She  had  no  allergies 
and  denied  smoking  or  excessive  alcoholic 
intake.  She  was  born  in  Hungary  but  had 
lived  in  the  United  States  for  many  years. 


She  took  no  medication  and  kept  no  pets  at 
home. 

The  patient  was  a frail,  chronically  ill- 
appearing,  pale,  emaciated,  thin,  elderly 
white  female  in  no  acute  distress,  appearing 
her  stated  age.  The  blood  pressure  was  112 
mm.  Hg  systolic  and  84  diastolic,  the  pulse 
was  88  and  regular,  the  respirations  were 
16  per  minute,  and  the  temperature  was 
99  F.  Examination  of  the  head  revealed  con- 
junctival pallor  without  any  scleral  icterus; 
bilateral  arcus  senili  were  present.  The 
neck  was  supple  without  any  adenopathy. 
The  breasts  were  thin  and  atrophic;  no 
masses  were  present.  The  chest  had  an 
increased  anteroposterior  diameter  and  was 
clear  to  percussion  and  auscultation.  The 
heart  had  a regular  rhythm ; no  thrills  or 
murmurs  were  present.  The  abdomen  was 
soft,  thin,  and  scaphoid.  A 10  by  12-cm. 
round,  firm  mass  was  palpated  in  the  right 
upper  quadrant.  It  extended  from  below 
the  xiphoid  process  around  to  the  right  to 
the  anterior  axillary  line.  The  mass  was 
tender  and  moved  with  respiration.  There 
was  no  associated  hum,  bruit,  rub,  or  trans- 
mitted pulsation  over  the  mass.  No  other 
masses  were  palpated  or  visible.  The  liver 
and  spleen  were  not  palpated.  There  was 
no  shifting  dullness  or  fluid  wave  elicited. 
A healed  scar  in  the  right  lower  quadrant 
was  seen.  The  pelvic  and  rectal  examina- 
tions were  normal.  The  extremities  were 
thin,  exhibiting  no  clubbing,  cyanosis,  or 
edema;  superficial  varicosities  were  present 
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FIGURE  1.  (A)  Abdominal  flat  film  revealing  enlargement  of  right  lobe  of  liver.  Smooth  bulge  is 

present  at  its  medial  and  inferior  aspects.  Right  kidney  cannot  be  identified.  Irregular  calcifications 
to  left  of  distal  lumbar  spine  denote  aortic  aneurysm.  (B)  Intravenous  pyelogram  reveals  right  kid- 
ney to  be  displaced  downward  and  medially;  kidneys  are  normal  in  size. 


as  were  bilateral  femoral  and  dorsal  pedis 
pulses.  The  skin  was  dry  and  pale;  no 
ecchymoses  or  peteehiae  were  present.  The 
neurologic  examination  was  normal. 

The  hemoglobin  was  10.6  Gm.  per  100  ml. 
and  the  hematocrit  32.  The  white  blood  cell 
count  was  6,860  with  65  per  cent  polymor- 
phonuclear neutrophils,  29  per  cent  lympho- 
cytes, 2 per  cent  monocytes,  3 per  cent  eo- 
sinophils, and  1 per  cent  basophils.  The 
erythrocyte  sedimentation  rate  was  16  mm. 
in  one  hour.  The  result  of  the  VDRL  test 
was  negative.  The  urinalysis  revealed  a 
trace  of  albumin  with  10  to  15  white  cells 
per  high-power  field.  The  fasting  blood 
sugar  was  104  mg.,  blood  urea  nitrogen  17 
mg.,  and  the  uric  acid  was  5 mg.  per  100 
ml.  The  sodium  was  138  mEq.,  potassium 
3.2  mEq.,  chlorides  98  mEq.,  and  bicarbonate 
27.5  mEq.  per  liter.  The  total  protein  was 
6 Gm.  with  3.7  Gm.  albumin  and  2.3  Gm. 
globulin  per  100  ml.  The  paper  protein  elec- 
trophoresis was  normal.  The  prothrombin 
time  was  14  seconds  with  a control  of  12 
seconds,  representing  a prothrombin  content 
of  72  per  cent.  The  serum  glutamic  oxalo- 
acetic transaminase  was  18  units,  the  serum 
glutamic  pyruvic  transaminase  was  20  units, 
and  the  lactic  acid  dehydrogenase  was  350 


units  per  milliliter.  The  alkaline  phospha- 
tase was  11  King- Armstrong  units.  The 
cephalin  flocculation  was  1 plus,  the  thymol 
turbidity  was  2 units,  the  sulfobromophthal- 
ein  retention  was  6 per  cent  at  forty-five 
minutes,  and  the  total  bilirubin  was  0.7  mg. 
per  100  ml.  The  electrocardiogram  was  nor- 
mal. An  intermediate  purified  protein  de- 
rivative skin  test  gave  a 7-mm.  area  of  in- 
duration ; the  result  of  the  Casoni  skin  test 
was  negative.  A twelve-hour  overnight  gas- 
tric collection  produced  150  cu.  ml.  of  juice 
which  contained  no  free  acid  and  85  units  of 
total  acid.  The  result  of  a sternal  bone  mar- 
row test  was  normal.  The  serum  iron  was 
148  micrograms,  and  the  total  iron-binding 
capacity  was  231  micrograms  per  100  ml., 
representing  a transferrin  saturation  of  60 
per  cent.  Several  stool  reagent  (Hematest) 
determinations  revealed  negative  findings  or 
contained  only  a trace  of  blood. 

A flat  film  of  the  abdomen  showed  that  the 
aorta  was  calcified  and  projected  to  the  left 
of  the  midline  (Fig.  1A).  An  intravenous 
pyelogram  revealed  the  right  kidney  to  be 
low  in  position  (Fig.  IB).  The  bladder 
showed  a smooth  extrinsic  pressure  defect 
along  its  superior  margin.  An  intravenous 
cholangiogram  with  tomograms  of  the  com- 
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FIGURE  3.  (A)  Barium  enema  reveals  inferior  displacement  of  hepatic  flexure.  (B)  Upper  gastro- 

intestinal series  showing  normal  stomach  but  slo n gastric  emptying  and  gastric  retention  at  six  hours. 


FIGURE  2.  Intravenous  cholangiogram  with  to- 
mograms reveal  slight  displacement  and  com- 
pression of  common  hepatic  duct. 


mon  bile  duct  revealed  slight  displacement 
and  compression  of  the  common  hepatic  duct 
(Fig.  2).  A barium  enema  showed  numer- 
ous sigmoid  diverticula  (Fig.  3A).  An  up- 
per gastrointestinal  roentgenographic  se- 
ries revealed  the  stomach  to  be  hypotonic 
and  to  contain  retained  secretions  ( Fig. 
3B).  At  the  end  of  six  hours  there  was 
considerable  gastric  retention,  and  the  head 
of  the  barium  column  was  in  the  distal 
ileum.  On  the  roentgenogram  of  the  chest 
the  aorta  was  uncoiled  and  prominent,  and 
the  interstitial  markings  were  accentuated 
bilaterally  (Fig.  4).  A radioactive  iodine 
rose  bengal  liver  scan  showed  radioactivity 
limited  to  the  right  lateral  portion  of  the 
liver  (Fig.  5).  The  palpable  mass  extending 
toward  the  midline  had  no  concentration  of 
radioactivity.  An  aortogram  showed  that 
the  hepatic  artery  was  small  in  caliber,  and 
its  branches  were  stretched  (Fig.  6).  No 
tumor  stain  or  displacement  suggestive  of  a 
dilatation  of  the  abdominal  aorta  beginning 
at  the  level  of  the  second  lumbar  vertebra 
and  extending  to  the  bifurcation  with  a 
maximum  diameter  of  4 cm.  was  seen.  The 
contour  of  the  aneurysm  was  irregular.  The 
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FIGURE  4.  X-ray  film  of  chest  reveals  right  hemi- 
diaphragm  slightly  elevated. 


normal  arota  above  the  aneurysm  had  a 
maximum  diameter  of  2 cm.  The  left  com- 
mon iliac  artery  was  larger  than  the  right, 
and  both  were  tortuous. 

Throughout  the  patient’s  hospital  stay  she 
remained  mildly  symptomatic  but  afebrile. 
The  abdominal  mass  remained  tender  but 
unchanged  in  size.  Her  weight  remained 
stable  at  80  pounds.  A sigmoidoscopy  to  25 
cm.  revealed  only  internal  hemorrhoids. 
Her  repeat  hemograms  were  unchanged.  On 
her  twentieth  hospital  day  an  operation  was 
performed. 

Discussion 

David  Lyall,  M.D.*:  This  is  a very  in- 
structive, well-documented  case,  illustrating 
the  value  of  some  of  the  newer  diagnostic 
procedures  available  today.  Rather  than 
read  the  material  which  you  have  all  seen,  I 
will  summarize  those  facts  which  seem  im- 
portant and  proceed  without  ado  to  the  dif- 
ferential diagnosis. 

We  are  asked  to  consider  the  case  of  an 
emaciated,  chronically  ill  seventy-seven- 
year-old  housewife  of  Hungarian  birth,  who 
complained  of  an  enlarging  tender  mass  in 
the  right  upper  abdomen  of  six  months’ 
duration  associated  with  increased  abdomi- 
nal girth  in  spite  of  a 20-pound  weight  loss, 
and  with  loss  of  appetite,  weakness,  and 
generalized  joint  pains.  The  pain  was 
characterized  as  spasmodic  and  nonradiat- 


FIGURE  5.  Liver  scan  reveals  absence  of  radio- 
activity over  medial  aspect  of  right  lobe  and  en- 
tire left  lobe  of  liver. 


FIGURE  6.  Aortogram  revealing  hepatic  artery 
to  be  small  in  caliber  and  displaced  interiorly. 
Central  portion  overlies  right  renal  artery.  In- 
trahepatic  branches  sparse  and  attenuated.  No 
definite  displacement  or  tumor  stain  demon- 
strated. Aortic  aneurysm  extends  from  renal  ar- 
teries to  bifurcation  and  to  left  common  iliac 
artery. 


* Associate  Attending  Surgeon,  Lenox  Hill  Hospital;  Pro- 
fessor of  Clinical  Surgery,  New  York  University  School  of 
Medicine. 


ing.  There  had  been  no  jaundice,  pruritus, 
or  darkened  urine,  and  no  excessive  alcoholic 
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intake.  There  were  no  symptoms  represent- 
ing malfunction  of  the  gastrointestinal  tract 
per  se. 

Although  pale  and  frail  she  was  in  no 
acute  distress,  and  the  vital  signs  were  sur- 
prisingly normal.  The  sclerae  were  not  yel- 
low. 

Our  attention  is  focused  on  the  abdomen 
which  was  soft  and  scaphoid.  The  right  up- 
per quadrant  contained  a firm  mass  10  by  12 
cm.,  tender,  moving  with  respiration,  and 
extending  from  the  midline  to  the  anterior 
axillary  line.  The  mass  was  nonpulsatile 
and  was  negative  to  auscultation.  We  are 
told  that  the  liver  and  spleen  were  not  pal- 
pated, although  at  this  stage  I do  not  see  how 
one  can  deny  the  possibility  that  the  mass 
might  arise  from  or  be  in  the  liver.  No 
fluid  was  discovered. 

The  hemoglobin  showed  a moderate 
secondary  anemia,  and  the  differential  count 
revealed  3 per  cent  eosinophils.  The  result 
of  the  VDRL  test  was  negative.  The  tests 
for  biliary  obstruction  and  liver  function 
were  within  normal  limits.  With  the  excep- 
tion of  a slightly  low  serum  potassium,  the 
blood  chemistries  were  within  normal  limits. 
Skin  test  results  for  tuberculosis  and  echino- 
coccus disease  were  negative. 

The  gastric  analysis  yielded  a twelve-hour 
overnight  specimen  of  150  cc.  containing 
no  free  acid  but  85  units  total  acid.  Several 
stool  reagent  test  results  were  negative  or 
showed  a trace  of  blood. 

The  laboratory  findings  therefore  rein- 
force our  clinical  impression  of  a depleted, 
anemic,  elderly  woman  without  giving  us 
any  real  clues  to  the  nature  of  the  illness. 

At  the  outset  I believe  we  can  rule  out  the 
aorta  as  the  source  of  the  trouble.  The  mass 
moves  with  respiration,  that  is,  up  and  down, 
does  not  expand,  and  exhibits  no  bruit. 
Likewise  the  right  kidney  can  be  excluded. 
Although  I have  seen  an  enormous  carci- 
noma of  the  right  kidney  which  fungated 
medially  and  anteriorly,  displacing  the  duo- 
denum and  stomach  to  the  left,  and  assum- 
ing the  appearance  of  a mass,  it  was  fixed 
and  not  so  well  defined.  Roentgenographic 
determinations  bear  out  this  supposition 
as  we  shall  see. 

A stomach  tumor  of  this  size  and  dura- 
tion would  surely  have  caused  more  gastric 
disturbance  than  this  patient  exhibits. 
Such  a cancer  metastasizing  to  the  liver  or 
invading  it  would  lead  to  a degree  of 


cachexia  and  pain  not  exhibited  by  this 
patient.  Besides  the  stomach,  the  pan- 
creas and  colon  must  be  considered.  A 
positive  reagent  test  result  for  blood  is 
suggestive  of  an  intestinal  neoplasm,  but 
we  are  told  that  sigmoidoscopy  revealed 
negative  results.  Roentgenographic  studies 
were  made  to  pursue  the  investigation,  and 
Dr.  Eidenschenk  will  demonstrate  them. 

Erich  Eidenschenk,  M.D.:  The  ab- 

dominal flat  film  reveals  an  enlarged  right 
lobe  of  the  liver  with  a smooth  bulge  pres- 
ent at  its  medial  and  inferior  aspect  (Fig. 
1A).  Irregular  calcifications  to  the  left  of 
the  distal  lumbar  spine  denote  an  aortic 
aneurysm. 

The  x-ray  film  of  the  chest  shows  that  the 
right  hemidiaphragm  is  slightly  elevated, 
and  there  is  a smooth  bulge  in  its  anterior 
aspect  (Fig.  4).  Except  for  the  displace- 
ment of  the  right  kidney  downward  and 
medially,  the  intravenous  pyelogram  is  nor- 
mal (Fig.  IB).  An  intravenous  cholangio- 
gram  with  tomograms  of  the  common  bile 
duct  reveals  slight  displacement  and  com- 
pression of  the  duct  (Fig.  2).  A barium 
enema  reveals  inferior  displacement  of  the 
hepatic  flexure  (Fig.  3A) . 

The  aortogram  shows  downward  dis- 
placement of  the  rather  small  common 
hepatic  artery  and  attenuation  and  sparsity 
of  the  intrahepatic  rami  (Fig.  6).  As  a re- 
sult they  are  not  well  demonstrated.  No 
definite  displacement,  however,  is  seen  and 
there  is  no  evidence  of  tumor  vessels  or 
strains.  The  right  lobe  of  the  liver  is  en- 
larged, and  the  right  kidney  is  displaced 
distally.  There  is  a large  aortic  aneurysm 
extending  from  the  renal  arteries  to  the 
bifurcation  and  to  the  distal  aspect  of  the 
left  common  iliac  artery. 

The  upper  gastrointestinal  roentgeno- 
graphic series  shows  the  stomach  to  be 
somewhat  hypotonic  with  slow  emptying, 
but  it  is  not  displaced  by  an  extrinsic  mass 
(Fig.  3B).  There  is  slight  flattening  of  the 
duodenum. 

The  radioactive  iodine  rose  bengal  liver 
scan  demonstrates  absence  of  radioactivity 
over  the  medial  aspect  of  the  right  lobe  of 
the  liver  and  over  the  left  lobe  (Fig.  5) . 

The  findings  corroborate  the  presence  of 
a large  avascular  mass  situated  in  the 
medial  aspect  of  the  right  lobe  of  the  liver, 
probably  extending  into  the  left  lobe. 

DR.  Lyall:  Thank  you,  Dr.  Eiden- 
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schenk.  If  we  consider  the  fact  that  the 
division  between  the  left  and  right  lobes  is 
a plane  extending  from  the  gallbladder  an- 
teriorly to  the  inferior  vena  cava  posteri- 
orly and  not  the  falciform  ligament,  it  may 
be  that  the  whole  mass  is  in  the  left  lobe. 

The  patient’s  course  in  the  hospital  con- 
tinued as  before.  The  mass  remained 
tender.  She  was  afebrile,  and  her  weight 
and  hemogram  remained  stable. 

At  this  point  the  mass  can  be  character- 
ized as  follows:  It  is  avascular,  solitary,  of 
stable  size,  moderately  tender,  and  occupies 
the  left  half  of  the  liver.  It  has  caused 
partial  obstruction,  weight  loss,  and  second- 
ary anemia  by  pressure  on  the  distal 
stomach  and  duodenum.  We  must  assume, 
therefore,  that  the  mass  is  benign.  Malig- 
nant tumors  of  the  liver,  both  primary  and 
secondary  and  of  this  size,  would  be  under- 
going central  necrosis,  causing  fever  and 
other  symptoms  of  a progressive  downhill 
course.  Alterations  in  the  liver  function 
test  results  would  be  anticipated,  and  the 
angiograms  do  not  reveal  the  changes 
ordinarily  associated  with  primary  or 
secondary  malignant  disease  of  the  liver. 
The  fact  that  the  mass  is  solitary,  as 
demonstrated  both  by  the  scan  and  the 
angiogram,  is  greatly  in  favor  of  a benign 
lesion.  I cannot  consider  cancer  in  this 
case. 

The  most  common  benign  tumors  found 
in  the  liver  are  hemangiomas;  abdominal 
surgeons  see  them  as  incidental  findings  on 
the  liver  surface.  They  vary  in  size  from  a 
few  millimeters  to  enormous  growths  filling 
a large  part  of  the  abdominal  cavity.  In 
1966  Pollard,  Nebesar,  and  Mattoso1  pre- 
sented 3 cases  of  proved  hemangioma 
studied  by  arteriography.  In  each  case  the 
nutrient  arteries  were  normal  in  size  and 
appearance.  The  vascular  spaces  were 
large  and  remained  filled  with  dye  as  long 
as  twelve  seconds  following  injection.  This 
“puddling”  of  the  dye  is  in  contrast  to  the 
rapid  emptying  of  the  vascular  bed  of  hepa- 
tomas which  are  fed  by  hypertrophic,  ab- 
normal arteries.  It  is  also  believed  that  the 
difference  in  the  emptying  rate  may  in  part 
be  due  to  the  higher  metabolic  rate  in  the 
hepatoma.  The  tumor  in  our  case  exhibited 
none  of  the  angiographic  characteristics  of 
either  of  these  tumors. 

I believe  that  we  can  now  suggest  the 
diagnosis  of  cyst  of  the  liver  for  our  patient. 


In  a recent  article  McNulty,-  discussing 
hydatid  disease  of  the  liver  with  its  angio- 
graphic manifestations,  mentions  several 
conditions  entering  into  the  differential 
diagnosis  of  this  condition.  Some  of  these 
have  already  been  discussed.  I would  like  to 
mention  the  remainder  for  the  sake  of  com- 
pleteness. 

Hematoma  and  post-traumatic  cyst  of  the 
liver  can  be  noted,  but  we  have  no  history  of 
injury  and  no  angiographic  evidence  of  the 
vascular  capsule  one  would  expect  around 
such  accumulations.  Pyogenic  and  amebic 
abscess  must  be  considered,  but  here,  too, 
the  wall  of  the  abscess  is  usually  opacified 
during  the  hepatogram  or  venous  phase  of 
the  angiogram.  It  is  not  stated  whether  a 
search  for  amebas  in  the  stools  was  made, 
but  we  have  no  other  leads  pointing  to 
amebic  abscess  of  the  liver.  Our  patient  had 
had  no  contact  with  pets,  and  a Casoni  test 
for  echinococcus  disease  exhibited  negative 
findings.  In  both  of  McNulty’s  cases  this 
test  finding  was  positive.  Neither  did  our 
patient  exhibit  the  pathognomonic  filling  of 
the  space  between  the  hydatid  cyst  mem- 
brane and  the  pericystic  layer.  While  not 
always  present,  this  finding  separates  hyda- 
tid disease  from  the  other  avascular  lesions 
and  from  simple  cyst  of  the  liver.  Hydatid 
cysts  are  frequently  multiple,  causing  hepa- 
tic enlargement  with  the  accompanying 
stretching  of  the  hepatic  arteries,  multiple 
avascular  areas  in  the  hepatogram,  with 
pericystic  dye  accumulations. 

By  a process  of  elimination,  then,  we  are 
led  to  suggest  the  diagnosis  of  simple  cyst 
of  the  liver.  In  1966  Caplan  and  Simon3 
called  attention  to  the  rarity  of  this  condi- 
tion quoting  Elison  and  Smith  who  men- 
tioned 20  cases  of  hepatic  cyst  in  28,000 
autopsies.  One  must  assume  that  many  of 
these  cases  were  incidental  necropsy  findings 
and  that  symptomatic  hepatic  cysts  are  even 
rarer.  Caplan  and  Simon3  mention  a classi- 
fication of  nonparasitic  liver  cysts  as  fol- 
lows: cystadenomas  (hamartoma-prolifera- 
tive), pseudocysts  (degenerative),  terato- 
matous cysts  (dermoid),  lymphatic  cysts 
(lymphangiomatous) , blood  vessel  cysts 
(hemangiomatous),  and  bile  duct  cysts  (re- 
tention) . 

These  lesions  may  fill  the  abdomen  or  be 
only  a few  millimeters  in  size.  Probably  be- 
cause of  its  larger  size  the  right  lobe  is  in- 
volved twice  as  often  as  the  left.  Hepatic 
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cysts  most  frequently  appear  on  the  anterior 
undersurface  of  the  liver  and  may  be  pe- 
dunculated or  intrahepatic.  They  are  four 
times  as  frequent  in  women  as  in  men,  most 
commonly  appearing  in  the  fourth  and  fifth 
decades  of  life.  Their  slow  growth  puts 
gradual  pressure  on  surrounding  viscera  so 
that  the  commonest  complaint  is  that  of 
vague  distress  with  enlargement  of  the  belly. 
Sudden  pain  may  indicate  hemorrhage  or  in- 
flammation in  the  cyst  or  may  be  caused  by 
perforation.  Jaundice  is  rare  and,  if  pres- 
ent, is  due  to  pressure  on  the  extrahepatic 
bile  ducts.  Pyloric  or  intestinal  obstruction 
is  rare  and  is  caused  by  extrinsic  pressure. 
Physical  examination  reveals  the  patient’s 
health  and  well-being  to  be  relatively  un- 
affected in  contrast  to  the  large  swelling.  If 
laterally  mobile,  the  mass  will  probably  turn 
out  to  be  pedunculated.  Laboratory  data  are 
unremarkable,  and  liver  function  tests  are 
within  normal  limits.  One  of  the  cases 
of  Caplan  and  Simon3  was  very  similar  to 
ours.  Although  arising  in  the  right  lobe  of 
the  liver,  it  caused  similar  displacement  of 
the  kidney  and  presented  similar  angio- 
graphic, isotopic,  and  roentgenographic 
characteristics.  Of  the  six  types  of  cysts 
classified,  we  should  be  able  to  exclude  two 
varieties.  The  first,  the  cystadenoma,  is 
proliferative  and  hamartomatous.  One 
would  expect  it  to  occur  in  a younger  person. 
Both  this  rare  tumor  and  the  blood  vessel 
cyst  could  be  expected  to  show  more  vascu- 
larity than  the  lesion  in  our  case.  I cannot 
differentiate  between  the  other  four  types  of 
hepatic  cysts.  My  final  diagnosis,  therefore, 
is  an  anatomic  one,  namely,  a simple  cyst  of 
the  liver  with  partial  pyloric  obstruction  due 
to  extrinsic  pressure  causing  malnutrition 
and  secondary  anemia. 

Clinical  diagnosis 

Space-occupying  lesion  in  the  left  lobe  of 
the  liver,  probably  benign,  probably  cystic 

Dr.  Lyall’s  diagnosis 

Simple  cyst  of  the  liver  causing  a partial 
duodenal  obstruction  with  resulting  second- 
ary anemia  (nutritional) 

Michael  S.  P.runo,  M.D.:  Before  I ask 

whether  there  are  any  comments  relative  to 
the  presentation  I would  like  to  state  that 
the  patient’s  stools  were  examined  for  ova 


and  parasites  (cysts  and  trophocytes)  and 
findings  were  negative.  Dr.  Eidenschenk, 
would  you  say  that  the  space-occupying 
lesion  described  is  definitely  in  the  left  lobe 
of  the  liver? 

Dr.  Eidenschenk:  No.  It  is  possible 

that  it  may  be  in  the  right  lobe  as  well.  I 
take  the  falciform  ligament  as  the  divider 
between  the  two  lobes. 

Dr.  Bruno:  Then  how  would  you  ex- 

plain the  downward  displacement  of  the 
right  kidney  being  the  result  of  enlargement 
of  the  left  lobe  of  the  liver?  If  the  land- 
marks are  not  really  followed,  a significant 
part  of  the  mass  may  in  fact  be  in  the  right 
lobe  of  the  liver  and  might  be  able  to  con- 
tribute to  the  downward  displacement  of  the 
right  kidney.  Would  you  agree? 

Dr.  Eidenschenk:  Yes. 

Dr.  Bruno:  I wonder  if  Dr.  Eisenmenger 
has  any  comments  to  make  about  this  case? 

William  J.  Eisenmenger,  M.D.:  I 

wondered  whether  the  liver  mass  was  clearly 
avascular  in  type. 

Dr.  Eidenschenk:  Unfortunately  a se- 

lective celiac  arteriogram  study  was  not 
done  since  the  catheter  could  not  be  placed 
in  the  celiac  artery.  From  the  injection  of 
dye  into  the  aorta  little  is  seen  entering  the 
hepatic  artery.  Hence,  a dilutional  opaci- 
fication occurs.  The  use  of  circulation  times 
or  other  angiographic  technics  could  not  be 
employed  in  differentiating  the  seemingly 
avascular  liver  area  from  a tumor,  heman- 
gioma, or  cystadenoma  on  this  study. 

Dr.  Bruno:  An  arteriographic  study  in 

the  presence  of  a liver  tumor  may  not  stain 
because  of  nonvascularization  of  that  area 
or  thrombosis  of  local  vessels  as  well.  How- 
ever, usually  most  primary  and,  less  so, 
secondary  tumors  will  show  a vascular  stain 
in  the  liver  parenchyma.  Obviously  a selec- 
tive celiac  or  hepatic  artery  study  would 
better  define  those  areas.  If  the  disease 
process  is  indeed  a liver  cyst,  do  you  believe 
that  echinococcus  disease  or  hamartoma  of 
the  liver  has  been  adequately  ruled  out,  Dr. 
Eisenmenger? 

Dr.  Eisenmenger:  Hamartomas  are 

usually  more  diffuse  and  multiple  and  may 
cause  the  liver  to  be  enlarged.  If  this  were 
an  echinococcal  cyst,  I would  expect  calci- 
fications to  surround  it,  and  the  physical 
examination  would  give  a sensation  of  a 
cystic  mass  within  that  enlarged  area.  I 
would  favor  malignant  disease  of  the  left 
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liver  lobe  probably  of  primary  liver  tissue 
origin. 

Dr.  Bruno:  Another  diagnostic  aid  in 

liver  disease  is  ultrasound  scanning  of  the 
liver.4  The  echo  information  obtained  dur- 
ing the  scan  is  presented  in  the  form  of  a 
brightness-modulated  display  on  a cathode 
ray  tube.  The  information  is  integrated 
photographically  to  provide  a two-dimen- 
sional ultrasonogram.  That  the  ultrasound 
echogram  may  be  a good  diagnostic  method 
of  detecting  a liver  mesenchymal  hamartoma 
has  also  been  reported.5 

Dr.  Kessler:  Would  umbilical  vein 

catheterization  have  helped  to  define  the 
nature  of  her  hepatic  lesion,  Dr.  Bruno? 

Dr.  Bruno:  Umbilical  vein  catheteriza- 

tion provides  a safe  and  simple  method  for 
measuring  portal  venous  pressure  accurately 
without  the  hazards  and  high  technical 
failure  rate  of  splenic  puncture  and  despite 
the  presence  of  ascites  or  prior  splenectomy.6 
The  normally  obliterated  umbilical  vein  in 
adults  is  amenable  to  dilatation  and  may 
provide  a relatively  simple  direct  avenue  to 
the  portal  system.  In  80  per  cent  of  the 
cases  the  umbilical  vein  could  be  dilated  to  7 
mm.  in  diameter.7  A small  laparotomy  per- 
mitting intra-abdominal  exploration  with 
one  or  two  fingers  facilitates  easy  identifica- 
tion of  the  free  border  of  the  falciform  liga- 
ment and  quick  exposure  of  the  umbilical 
vein.  Umbilical  vein  hepatography  permits 
the  precise  measurement  of  hepatic  tumors 
and  may  demonstrate  lesions  as  small  as  0.5 
cm.  in  diameter.  In  another  series  of  60  pa- 
tients in  whom  transumbilical  portal  hepa- 
tography was  done  there  were  no  deaths  and 
little  morbidity.8  Using  selective  lobe  an- 
giography, two-plane  visualization,  and 
serial  films,  precise  information  about  the 
position  and  size  of  space-occupying  liver 
lesions  and  the  dynamics  of  portal  and  col- 
lateral circulation  can  be  obtained.  I won- 
der if  the  delay  in  gastric  emptying  best 
seen  in  the  six-hour  film  could  explain  part 
of  her  weight  loss,  apparent  malnutrition, 
and  anemia? 

Harry  D.  Fein,  M.D.:  I could  easily  con- 
ceive of  an  elderly  woman  with  an  abdominal 
liver  mass  not  eating  well.  Weight  loss, 
malnutrition,  and  anemia  would  all  follow 
secondarily.  The  compression  on  the 
stomach  and  duodenum  with  a partial  ob- 
structive pattern  could  further  augment  this. 

Dr.  Kessler:  Does  recorded  sedimenta- 


tion rate  (Westergren)  of  16  mm.  in  one 
hour  have  any  significance  in  the  evalua- 
tion of  space-occupying  liver  lesions? 

Dr.  Bruno:  The  answer  to  that  is  yes, 

provided  they  were  repeated  and  were  the 
same,  and  the  patient  had  no  congestive 
heart  failure,  polycythemia,  or  hemoglobin- 
opathy. The  clinical  significance  of  an 
erythrocyte  sedimentation  rate  elevation  of 
100  mm.  or  more  in  one  hour  was  deter- 
mined in  a series  of  263  patients.9  Cancer 
was  diagnosed  in  152  (58  per  cent)  of  those 
and  was  associated  with  metastases  in  all 
but  2 instances.  Inflammatory  disease  (in- 
fection or  collagen  disease)  accounted  for 
the  elevation  in  66  (25  per  cent)  of  the  pa- 
tients. In  only  17  (6  per  cent)  of  the  pa- 
tients was  the  diagnosis  initially  indeter- 
minate or  not  related  to  the  degree  of 
erythrocyte  sedimentation  rate  elevation.  A 
serious  disease  was  subsequently  diagnosed 
in  only  3 of  these  patients.  Hence  the  im- 
portance of  a low  and  normal  erythrocyte 
sedimentation  rate  in  ruling  out  a malig- 
nant condition  cannot  be  overemphasized; 
similarly,  the  patient  with  the  elevated 
erythrocyte  sedimentation  rate,  even  in  the 
absence  of  signs  or  symptoms  of  disease, 
should  undergo  a complete  evaluation  until 
the  cause  of  elevation  is  found.  Are  there 
any  further  comments  you  would  like  to 
make.  Dr.  Lyall? 

Dr.  Lyall:  Not  to  belabor  the  point, 

the  liver  scan  showed  radioactivity  uptake 
limited  to  the  right  lobe  of  the  liver,  and 
vessels  can  be  seen  on  the  arteriogram  that 
go  into  the  central  area  and  to  the  tongue- 
like projection  of  liver  that  is  there.  Hence 
I think  that  the  liver  mass  arises  from  the 
left  lobe,  extends  beyond  the  midline,  and 
can  still  press  on  or  displace  the  right  kid- 
ney downward  and  interiorly. 

Dr.  Bruno:  This  patient  had  an  ex- 

ploratory laparotomy,  and  James  Donaldson, 
M.D.,  was  the  surgeon  of  record.  At  this 
point  I would  like  to  have  his  comments 
about  the  operative  procedure  and  his  find- 
ings. 

James  R.  Donaldson,  M.D.:  Exploration 
of  the  abdomen  revealed  a huge  cystic  mass 
overriding  the  right  lobe  of  the  liver.  The 
remainder  of  the  abdominal  exploration  was 
entirely  unremarkable.  The  cyst  was  en- 
tered by  means  of  a syringe  and  Rochester 
needle,  and  50  cu.  cm.  of  clear  fluid  were 
aspirated.  The  fluid  was  sent  for  cytologic 
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study,  culture,  sensitivity,  and  other  labora- 
tory tests  as  deemed  appropriate.  The  cys- 
tic cavity  was  then  completely  evacuated  by 
means  of  suction.  Approximately  1 L.  of 
clear  fluid  was  obtained.  Biopsy  was  then 
taken  of  the  capsule  of  the  cyst.  Two  drains 
were  inserted,  one  over  the  evacuated  cyst 
and  another  into  Morrison’s  pouch.  Prior 
to  closure  a cystogram  was  performed. 

Dr.  Bruno:  May  we  now  see  the  opera- 

tive cystogram  ? 

Dr.  Eidenschenk:  During  the  operative 
procedure  a contrast  medium  was  injected 
into  this  intrahepatic  mass  revealing  its 
cystic  nature.  It  showed  a large,  smoothly 
delineated,  horseshoe-shaped  cavity  occupy- 
ing the  medial  aspect  of  the  right  lobe  of 
the  liver  and  possibly  extending  into  the 
left  lobe  (Fig.  7).  Dr.  Bruno  will  comment 
further  about  its  contents. 

Dr.  BRUNO:  The  cyst  fluid  electrolyte 

values  were  similar  to  normal  serum.  The 
fluid’s  urea  nitrogen  was  17  mg.  per  100  ml. 
and  total  protein  0.8  Gm.  per  100  ml.  reflect- 
ing a transudative  composition.  Cultures 
of  the  fluid  were  negative  for  bacteria, 
amebas,  fungi,  and  acid-fast  organisms.  A 
frozen  section  was  done,  and  I would  like 
now  to  introduce  our  guest  pathologist,  Karl 
Perzin,  M.D.,  who  will  describe  the  patho- 
logic condition. 

Pathologic  discussion 

Karl  H.  Perzin,  M.D.*:  The  specimen 

received  in  the  laboratory  was  a collapsed 
cyst,  the  wall  of  which  measured  0.7  cm.  in 
greatest  thickness. 

Microscopic  examination  showed  a fibrous 
wall  in  which  there  were  scattered  inflam- 
matory cells,  including  lymphocytes,  plasma 
cells,  and  macrophages.  In  this  scar  tissue 
small  bile  ducts  and  remnants  of  hepatic 
lobular  tissue  were  scattered. 

There  was  no  evidence  of  echinococcus, 
amebiasis,  or  other  parasitic  disease.  Scat- 
tered macrophages  contained  hemosiderin 
pigment.  These  cells  were  too  few  to  sug- 
gest that  this  was  an  old  hematoma.  No 
evidence  of  a vascular  tumor  such  as  heman- 
gioma or  lymphangioma  was  present.  There 
was  no  evidence  of  an  epithelial  tumor,  such 
as  bile  duct  adenoma. 

* Assistant  I’rofessor  of  Surgical  Pathology,  Columbia 
University  College  of  Physicians  and  Surgeons;  Assistant 
Attending  Surgical  Pathologist,  Presbyterian  Hospital,  New 
York. 


FIGURE  7.  Cystogram  taken  at  time  of  surgery. 


Most  of  the  cyst  was  lined  by  fibrous  tis- 
sue. However,  in  a few  areas  there  was  a 
lining  of  a single  layer  of  low-cuboidal  cells 
(Fig.  8).  These  cells  were  histologically 
similar  to  the  cells  lining  the  bile  ducts  in 
other  areas  of  these  sections. 

Therefore,  it  appears  that  this  was  a 
simple  cyst  of  bile  duct  origin. 

Dr.  Bruno:  The  patient  did  well.  Her 

hemogram  returned  to  normal,  and  she  re- 
gained her  lost  weight.  Unfortunately  she 
went  to  California  to  live  with  her  daughter, 
and  we  were  unable  to  repeat  the  liver  scan 
and  arteriogram.  Keeping  her  response  to 
simple  aspiration  of  the  enormous  cyst  in 
mind,  the  proposed  nutritional  basis  for  her 
anemia  and  weight  loss  seems  justified. 
That  the  occurrence  of  solitary  nonpara- 
sitic  hepatic  cysts  is  infrequent  is  unde- 
niable; however,  4 cases  in  the  past  two 
years  were  encountered  at  a university 
center.10  Most  hepatic  cysts  are  slow  grow- 
ing and  asymptomatic  as  has  been  stated, 
and  it  is  extremely  difficult  to  make  an  ac- 
curate preoperative  diagnosis  of  a simple 
solitary  cyst  with  any  degree  of  certainty. 

Dr.  Kessler:  What  about  this  patient’s 
age  considering  the  nature  of  these  cysts? 
Was  she  not  rather  old? 

I)r.  Bruno:  In  one  series  of  patients 

with  liver  cysts  the  age  group  ranged  be- 
tween twenty-eight  and  seventy-four  years.1’ 
Only  cysts  which  were  under  3 cm.  in  over- 
all diameter  and  scattered  throughout  the 
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FIGURE  8.  (A)  Section  showing  area  of  cyst  wall  lined  by  single  layer  of  cuboidal  cells.  Note  simi- 
larity to  cells  lining  bile  ducts  in  inflamed  fibrotic  wall.  (B)  High-power  view  of  cuboidal  cells  lining 
cyst  wall. 


liver  escaped  detection  by  colloidal  gold  liver 
scanning.  A positive  result  was  obtained 
in  80  per  cent  of  patients.  In  another  sum- 
mary of  solitary,  nonparasitic,  hepatic  cysts 
the  oldest  patient  reported  with  this  disease 
was  ninety  years  old.12  Approximately  350 
nonparasitic,  solitary  hepatic  cysts  have 
been  reported.  They  probably  develop  from 
aberrant  bile  ducts  formed  during  a phase 
of  embryologic  malfunctional  development, 
as  was  already  stated.  The  symptoms  are 
usually  the  result  of  the  size  of  the  cyst, 
and  the  recommended  treatment  is  com- 
plete excision,  or  in  the  poor-risk  patient, 
simple  drainage,  internal  drainage,  or  mar- 
supialization. The  over-all  mortality  rate 
was  6.6  per  cent  and  the  operative  mortality 
rate  5.1  per  cent.  Any  recurrence  was  un- 
usual. 

Dr.  Lyall:  I would  like  to  ask  Dr.  Don- 
aldson if  the  liver  cyst  was  to  the  right  or 
left  of  the  gallbladder. 

Dr.  Donaldson  : It  went  to  the  midline 

and  was  on  the  left  side  of  the  gallbladder. 

Dr.  Lyall:  This  would  place  it  in  the 

left  lobe  of  the  liver. 


Final  anatomic  diagnosis 

Simple  cyst  of  liver  of  bile  duct  origin 
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P reventing  digitalis  toxicity  is  often  dif- 
ficult, particularly  in  patients  with  advanced 
heart  disease  and  heart  failure.  The  gap 
between  the  therapeutic  dose  and  the  toxic 
dose  for  some  of  these  patients  is  so  narrow 
that  we  must  observe  the  patients  almost 
constantly  to  avoid  overdosage.  Before  giv- 
ing digitalis,  it  helps  to  ask  yourself  three 
questions:  (1)  Does  this  patient  really  need 

digitalis?  (2)  What  can  impair  tolerance 
for  digitalis?  (3)  What  preparations  are 
to  be  used? 

Dose  to  be  administered 

Both  the  therapeutic  and  the  toxic  doses 
for  a given  patient  may  vary  within  a wide 
range;  hence,  there  is  a need  for  carefully 
observing  each  patient  on  digitalis  therapy. 

Only  in  atrial  fibrillation  can  one  clearly 
define  the  ideal  digitalizing  dose;  this  is  at- 
tained when  the  heart  rate  approaches  70 
beats  per  minute  and  the  pulse  deficit  is 
eliminated.  For  patients  who  have  normal 
sinus  rhythm,  ideal  digitalization  cannot  be 
so  clearly  defined.  Once  achieved,  digitaliza- 

* Developed  by  the  Department  of  Postgraduate  Medi- 
cine at  Albany  Medical  College  under  contract  with  Na- 
tional Library  of  Medicine  (PH-43-66-1151).  Project  of 
Albany  Regional  Medical  Program  supported  by  Division 
of  Regional  Medical  Programs  and  U.S.  Department  of 
Health,  Education,  and  Welfare  (PL89-239). 


tion  can  theoretically  be  maintained  by  a 
dose  that  just  replaces  digitalis  destroyed 
and  eliminated  by  the  body.  It  is  often  dif- 
ficult to  find  the  ideal  maintenance  dose  be- 
cause of  the  frequent  and  usually  subtle 
changes  in  the  patient’s  heart  condition  or 
his  ability  to  destroy  or  eliminate  the  drug 
from  the  body. 

Signs  of  toxicity 

The  first  symptoms  of  digitalis  toxicity 
are  apt  to  be  gastrointestinal:  anorexia, 

nausea,  and  vomiting.  Other  signs  of  tox- 
icity include  visual  disturbances:  seeing 

colored  halos,  scotomata,  and  blurring. 

More  serious  than  any  of  these  are  cardiac 
disturbances,  which  may  be  the  first  signal 
of  digitalis  toxicity.  These  may  be  recog- 
nized by  auscultation  but  are  best  diagnosed 
from  the  electrocardiogram.  Premature 
ventricular  beats  are  the  most  common, 
characteristically  bigeminal  rhythm  and 
multifocal  extrasystoles.  Slowing  of  the 
heart  rate  to  50  beats  per  minute  or  less  or 
its  increase  to  between  140  and  180  regular 
beats  per  minute,  after  a previously  normal 
rate,  are  also  common  signs  of  toxicity. 

How  to  prevent  toxicity 

In  most  cases  digitalis  toxicity  is  easier 
to  prevent  than  to  treat.  Most  important' 
for  prevention  is  to  choose  carefully  the  dig- 
italis preparation  and  dosage  and  to  examine 
the  patient  frequently,  including  observa- 
tion of  serial  electrocardiograms.  Care 
should  be  given  with  observation  of  prep- 
arations with  marked  cumulative  effects 
such  as  digitalis  leaf  and  digitoxin.  In  pa- 
tients with  advanced  heart  disease,  heart 
failure,  and  those  in  the  older-age  group, 
digoxin  (Lanoxin),  because  of  its  more 
rapid  elimination,  is  the  preparation  of 
choice.  Frequent  examination  with  the  elec- 
trocardiograms are  especially  important  for 
patients  on  prolonged  maintenance  therapy. 
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For  all  patients,  gradual  digitalization  and 
cautious  administration  lessen  the  risk  of 
toxicity. 

How  to  treat  toxicity 

For  gastrointestinal  and  visual  manifesta- 
tions of  toxicity,  withholding  the  drug  is 
usually  sufficient.  The  same  is  true  for 
bradycardia,  occasional  premature  beats, 
and  a moderate  degree  of  atrioventricular 
heart  block.  However,  more  serious  ar- 
rhythmias associated  with  extremely  rapid 
heart  rates,  such  as  paroxysmal  atrial  tachy- 
cardia with  block,  nodal  tachycardia,  and 
ventricular  tachycardia  require  more  inten- 
sive treatment.  First,  any  electrolyte  im- 
balance must  be  corrected,  especially  po- 


Oral  contraceptives:  changes 
in  liver  mitochondria 


While  it  has  been  shown  that  chronic  admin- 
istration of  oral  contraceptives  may  sometimes 
interfere  with  liver  function,  there  is  scant 
available  data  on  the  long-term  effect  these 
agents  may  have  on  the  fine  structure  of  the 
hepatic  cell.  Studied  by  electron  microscope 
were  liver  biopsies  from  2 groups  of  women 
(reported  by  V.  Perez  et  al.  in  Science  165: 
805  (Aug.  22)  1969:  1 group  of  15  whose 

treatment  interval  was  from  one  to  six  months, 
and  another  group  of  13  patients  who  used  the 
oral  contraceptives  for  periods  of  twelve  to 


tassium,  sodium,  and  pH.  If  no  electrolyte 
disturbance  is  present  or  if  electrolyte  stud- 
ies are  not  available,  the  following  drugs 
may  be  given  cautiously:  procainamide, 

quinidine,  diphenylhydantoin,  or  propra- 
nolol. 

2021  Spruce  Street 
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thirty  months.  The  28  subjects  ranged  in  age 
from  nineteen  to  forty  years;  all  were  normal 
and  none  had  a history  of  chronic  drug  inges- 
tion, alcoholism,  or  malnutrition. 

In  the  first  group  the  fine  structure  of  the 
liver  cells  appeared  normal  except  for  an  in- 
crease in  the  amount  of  smooth  endoplasmic 
reticulum.  In  the  other  group  on  the  longer 
treatment  periods,  however,  there  wTere  8 sub- 
jects among  the  13  who  showed  striking  mito- 
chondrial changes:  altered  shape,  increase  in 

size,  and  presence  of  paracrystalline  inclusions. 
The  presence  of  numerous  paracrystalline  in- 
clusions has  been  considered  an  expression  of 
liver  damage,  but  these  authors  report  that  no 
significant  correlation  between  the  mitochon- 
drial changes  and  alterations  in  liver  function 
could  be  detected  in  this  series  of  subjects. 
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I he  RECENT  rediscovery  in  the  Free  Pub- 
lic Library,  Worcester,  Massachusetts,  of 
George  Stubbs’s1  drawings  for  his  Compara- 
tive Anatomical  Exposition  of  a Human 
Body  with  that  of  a Tiger  and  a Common 
Fowl2  prompts  reappraisal  of  his  position  as 
an  anatomic  artist  and  raises  questions 
about  art  and  scientific  illustration.  Our 
biographic  knowledge  of  Stubbs  is  based 
chiefly  on  the  manuscript  memoir  left  by  his 
friend.  Ozias  Humphry,3*  and  the  first 
public  biography  by  Gilbey.4  Born  at  Liver- 
pool in  1724,  the  son  of  a prosperous  leather 
dresser,  Stubbs  showed  an  early  aptitude 
for  drawing  and  at  the  age  of  eight  was  al- 
ready sketching  prepared  bones  lent  him  by 
a neighboring  physician.  In  early  adoles- 
cence he  taught  himself  the  technic  of  dis- 
section, using  the  carcasses  of  horses  and 
dogs  at  his  father’s  tannery.  At  the  age  of 
fifteen  he  was  apprenticed  to  Hamlet  Win- 
stanley,  a local  painter,  but  young  Stubbs 
broke  his  articles  after  only  two  weeks,  de- 
ciding to  “look  into  nature  for  himself  and 
consult  and  study  her  only.”3  This  was  the 
only  formal  instruction  in  drawing  or  paint- 
ing he  ever  had. 

* This  manuscript  and  other  biographic  materials  were 
deposited  by  Joseph  Mayer.  Mayer  abridged  and  para- 
phrased the  Humphry  memoir,  publishing  an  essay  on 
Stubbs  in  two  privately  printed  volumes,  the  first  in  1876 
titled  Early  Exhibitions  of  Art  in  Liverpool , the  second  in 
1879  titled  Memoirs  of  Thomas  Dodd  and  William  Upcott . 


The  anatomist 

After  traveling  as  an  itinerant  portrait 
painter  in  northern  England  for  five  years, 
Stubbs  settled  in  York  in  1745.  Charles 
Atkinson,  a surgeon,  invited  him  to  lecture 
on  anatomy  to  students  at  the  hospital  and 
secured  cadavers  for  him  to  dissect.  He  be- 
came acquainted  with  Dr.  John  Burton,  the 
model  for  Dr.  Slop,  the  man-midwife  in 
Sterne’s  Tristram  Shandy,  and  prepared  the 
18  etched  plates  which  illustrate  Burton’s3 
Essay  toward  a Complete  New  System  of 
Midwifery,  published  in  1751.  Burton's 
book  was  promptly  surpassed  by  Smellie’s6 
Treatise  on  the  Theory  and  Practice  of  Mid- 
wifery, the  first  volume  of  which  appeared 
in  1752.  Part  of  Stubbs’s  observations  were 
made  on  the  body  of  a woman  who  had  died 
in  labor;  the  body  was  “resurrected”  by 
medical  students  and  delivered  to  Stubbs 
who  dissected  it  in  his  lodgings  and  pre- 
pared his  drawings  there.  Stubbs  did  not 
know  the  technic  of  etching,  but  he  learned 
the  knack  from  a local  house  painter  who 
was  an  amateur  of  that  art,  and  he  even  had 
to  borrow  a graver  from  a clockmaker  to  fill 
in  some  of  the  details.  Stubbs’s  contribu- 
tion to  Burton’s  book  was  not  acknowledged 
on  the  title  page.  Whether  this  anonymity 
was  his  own  suggestion  or  without  his  con- 
sent remains  uncertain,  but  the  plates  do 
him  no  credit,  for  “the  standard  of  engrav- 
ing in  his  first  self-taught  attempt  [dsl 
poor,”7  and  he  copied  at  least  one  possibly 
two  plates  from  the  1749  edition  of  Al- 
binus’s8  Tables  of  the  Skeleton  and  Muscles , 
of  the  Human  Body. 

Stubbs’s  friends  at  York  helped  finance  a 
trip  to  Italy  in  1754.  Unlike  his  contem- 
porary, Richard  Wilson  (1714-1782),  who 
made  a prolonged  visit  to  Italy  in  the  same 
decade  and  was  profoundly  influenced  by 
Italian  art  and  the  Italian  landscape, 
Stubbs’s  insular  armor  remained  impervi- 
ous. According  to  Humphry,3  “.  . . when- 
ever he  accompanied  the  Students  in  Rome 
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to  view  the  places  of  the  Vatican,  Borghese, 
Colonna,  etc.  & consider  the  pictures  ...  he 
always  found  himself  differing  from  them  in 
opinion  ...  if  it  was  put  to  the  vote,  [he] 
found  himself  all  alone  on  one  side  ...  I But] 
let  it  not  escape  notice  that  Stubbs’s  motive 
for  going  thither  was  to  convince  himself 
that  Nature  was  & is  always  superior  to  art, 
whether  Greek  or  Roman,  & having  received 
this  conviction  he  immediately  resolved 
upon  returning  home.”  The  cultural  inoc- 
ulum found  him  resistant. 

Anatomic  artist  and  engraver 

Returning  to  England,  Stubbs  began  work 
in  1755  on  what  was  to  be  his  chef-d'oeuvre, 
the  origin  of  his  later  career  as  a painter, 
the  chief  vehicle  of  his  later  reputation, 
namely,  a detailed  study  of  the  anatomy  of 
the  horse.  He  rented  an  isolated  farmhouse 
at  Horkstow  in  Lincolnshire  where  he 
brought  horses  to  be  bled  to  death  then  had 
their  vascular  systems  injected  with  lique- 
fied tallow.  The  carcass  of  such  a horse  was 
kept  in  the  upright  posture  by  a tackle  of 
hooks  and  bars  attached  to  the  ceiling  while 
the  feet  were  held  in  place  by  planks  on  the 
floor.  One  such  horse  would  last  for  six  or 
seven  weeks  of  dissection  until  the  stench 
became  intolerable.  After  about  eighteen 
months  of  dissection  Stubbs  had  completed 
his  preparatory  drawings  and  tables.  He 
moved  to  London  where,  unable  to  find  a 
professional  engraver  to  undertake  the  task, 
he  spent  the  next  eight  years  engraving  the 
plates  for  The  Anatomy  of  the  Horse  which 
was  published  in  1766.9  Much  of  Stubbs’s 
work  on  these  plates  was  done  in  the  small 
hours  of  the  morning  and  late  at  night. 
During  the  usual  working  day  he  earned  his 
living  by  painting  conventional  pictures. 
Fortunately,  he  was  able  to  attract  reason- 
ably well-paid  commissions  from  important 
patrons. 

Stubbs’s  work  on  the  horse  was  not  the 
first  in  its  field.  Ruini.10  a Bolognese  sena- 
tor. had  published  Dell'  Anatomia  et  dell’ 
Infirmita  del  Cavallo  e suoi  Rimedii  in  1598, 
but  the  one  hundred  sixtv-eight  years  be- 
tween Ruini  and  Stubbs  had  seen  notable 
advances  in  the  technic  of  illustration. 
Snape’s11  Anatomy  of  an  Horse  (1683)  and 
De  Saunier  and  De  Saunier’s12  La  Parfaite 
Connoissance  des  Chevaux  (1734)  were 


merely  plagiarizations  of  Ruini  with  de- 
based drawings.  Stubbs’s  book  was  a hand- 
somely printed  elephant  folio  containing  24 
plates  depicting  in  various  views  the  topo- 
graphic anatomy,  musculature,  and  skeleton 
of  the  horse.  Fascia,  tendons,  and  liga- 
ments are  carefully  delineated,  as  are  a few 
of  the  superficial  blood  vessels  and  nerves, 
but  there  is  no  attempt  to  demonstrate 
major  viscera  and  their  relationships,  nor 
does  any  plate  illustrate  details  of  a regional 
dissection.  The  draughtsmanship  is  finer, 
more  detailed,  and  less  diagrammatic  than 
Ru ini’s,  and  deservedly  Stubbs’s"  book  has 
been  reprinted  several  times.  It  was  ad- 
mired by,  among  others,  Petrus  Camper1'5 
(1722-1789)  the  Dutch  anatomist,  who  had 
previously  contributed  some  of  the  plates 
for  Smellie’s  Treatise.  Camper  wrote: 
“Stubbs  is  masterly  and  accurate;  all  the 
parts  are  properly  placed,  are  in  just  pro- 
portion, and  well  delineated.” 

A valuable  adjunct  to  the  plates  was  the 
numbered  keys,  each  plate  having  a corre- 
sponding line  diagram  with  each  part  out- 
lined and  identified,  an  expository  device 
Stubbs  borrowed  from  Albinus’s14  Tabulae 
sceleti  et  musculorum  corporis,  humani. 
Albinus’s  influence  can  also  be  seen  in  such 
paintings  as  The  Old  Man  and  Death  (about 
17731  (Wadsworth  Athaneum.  Hartford, 
Connecticut),  and  by  Joseph  Wright  of 
Derby  (1734-1797)  in  which  death  is  de- 
picted as  a skeleton  closely  modeled  after 
Albinus’s  plate  III.  Both  Stubbs  and 
Wright  were  born  and  grew  up  in  the  Mid- 
lands away  from  London  influences. 
Wright’s  treatment  of  contemporary  ad- 
vances in  industry  and  science  matches 
Stubbs’s  rational  treatment  of  avian  and 
mammalian  forms  in  nature,  each  painter 
viewing  his  subject  in  the  light  of  New- 
tonian optics.  But  Wright  went  beyond 
Stubbs’s  scientific  approach  which  was  es- 
sentially denotative;  Wright  used  the  ob- 
jective technic  to  create  an  atmosphere  of 
heightened  sensibility. 

Painter 

Stubbs’s  firsthand  knowledge  of  equine 
anatomy  enabled  him  to  paint  the  many  fine 
pictures  of  important  horses  of  his  day  with 
a consummate  degree  of  realism  so  highly 
prized  in  the  prephotographic  era.  His 
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principal  patrons  were  such  notables  of  the 
turf  as  the  Duke  of  Richmond  at  Goodwood, 
Lord  Grosvenor  at  Eaton  Hall,  Lord  Tor- 
rington  at  Southill,  Lord  Yarborough  at 
Brocklesby,  and  Lord  Rockingham.  His 
adroit  portraits  of  Gimcrack,  Hambletonian, 
and  other  race  horses  are  the  ones  every 
museum  goer  immediately  associates  with 
his  name,  and  on  these  paintings,  somehow 
more  real  than  real,  his  contemporary  repu- 
tation developed  and  there  it  rested.  With 
some  justice  Taylor15  has  commented:  “No 
other  English  animal  painter  was  able  to 
achieve  such  a feat  of  intelligence  and  sensi- 
bility, to  give  dignity  and  coherence  to  the 
small  world  of  experience  which  his  patrons 
demanded.”  Stubbs  had  sufficient  taste  and 
skill  to  enhance  his  accurate  delineation  of 
horses  as  individual  beasts  by  placing  them 
against  a background  which,  although  dis- 
creet and  unobtrusive,  made  his  paintings 
into  integrated  compositions.  He  was  also 
successful  with  paintings  of  hunting  and 
sporting  scenes,  and  he  also  tried  his  hand 
at  outdoor  conversation  pieces  involving 
groups  of  people,  such  as  The  Melbourne 
and  Milbanke  Families.  Portraiture  was 
not  his  forte;  his  own  Self-Portrait  is  an 
honest  and  resolute  study,  but  he  lacked  the 
Augustan  touch  of  Reynolds,  the  grace  of 
Gainsborough,  or  the  dramatic  flair  of  John 
Singleton  Copley.  It  has  remained  for  a 
later  generation  to  admire  his  many  strik- 
ing paintings  of  animals  other  than  horses. 
Notable  among  these  are  the  Green  Monkey 
(Walker  Art  Gallery,  Liverpool),  a Lion  and 
Lioness  Couchant  (Museum  of  Fine  Arts, 
Boston)  and  the  First  Zebra  Seen  in  Eng- 
land (Collection  of  Paul  Mellon,  Upperville, 
Virginia).  Even  his  painting  of  a Poodle 
(Collection  of  the  Earl  of  Yarborough), 
executed  in  1804  when  Stubbs  was  80,  shows 
no  diminution  of  his  skill  at  catching  both 
the  literal  form  and  the  elusive  spirit  of  the 
animal. 

Yet  willy-nilly  during  his  lifetime  and  for 
over  a century  after  his  death  Stubbs  was 
type  cast  as  a horse  painter.  Much  as  he 
tried  to  break  away  from  the  role  the  art 
world  had  cast  for  him,  he  never  quite  suc- 
ceeded. In  his  Lyric  Odes  to  the  Royal 
Academicians  (1782)  Pindar16  jabs  twice  at 
this  very  point,  first  in  “Ode  VII”: 

'Tis  said  that  naught  so  much  the  temper 
rubs 


Of  that  ingenious  Artist,  Mr.  Stubbs, 

As  calling  him  a Horse-painter:  — how 

strange, 

That  Stubbs  the  title  should  desire  to  change ! 

Yet  doth  he  curse  on  th’  occasion  utter, 

And,  foolish,  quarrel  with  his  bread  and 
butter. 

Yes,  after  Landscape,  Gentlemen  and  Ladies, 
This  very  Mister  Stubbs  prodigious  mad  is: 

So  quits  his  horse,  on  which  the  man  might 
ride 

To  Fame’s  fair  temple,  happy  and  unhurt; 
And  takes  a Hobby-horse  to  gall  his  pride, 
That  flings  him  like  a lubber  in  the  dirt. 

And  again  in  “Ode  XV” : 

Well-pleas’d  thy  Horses,  Stubbs,  I view 
And  eke  thy  dogs,  to  nature  true: 

Let  modern  Artists  match  thee,  if  they  can — 
Such  animals  thy  genius  suit— 

Then  stick,  I beg  thee  to  the  Brute, 

And  meddle  not  with  Woman,  nor  with  Man. 

Stubbs’s  career  in  London  began  in  1758- 
1759  when  he  moved  from  Lincolshire  and 
set  up  his  first  studio  in  Portman  Square, 
and  his  powers  continued  to  develop  over  the 
next  four  decades.  Despite  his  discontent 
at  being  classified  as  a painter  of  horses, 
one  must  account  his  career  a success.  He 
secured  the  commissions  he  was  best  able  to 
execute,  and  his  fellow  artists  recognized 
his  talents.  For  several  years  he  was  a 
member  of  the  Society  of  Artists  but  aban- 
doned it  to  join  the  Royal  Academy  in  1774; 
he  was  elected  associate  of  the  Royal  Acad- 
emy by  a comfortable  majority  in  1780  and 
academician  the  following  year.  For  rea- 
sons best  known  to  himself  he  declined  to 
submit  a diploma  picture  to  the  Academy, 
and  his  position  was  declared  vacant  in 
1783,  but  he  was  not  in  disgrace  with  his 
fellow  academicians;  he  continued  to  exhibit 
there  regularly  until  the  end.  As  late  as 
1790  he  was  given  a commission  of  £9,000 
to  paint  a series  of  famous  horses  for  the 
Turf  Review,  and  it  was  not  until  the  last 
years  of  his  life  that  his  patronage  declined. 
Although  his  circumstances  were  “reduced,” 
he  was  never  an  object  of  charity  but  en- 
joyed cheerful  good  health  and  continued  to 
draw  and  paint  until  the  day  he  died  in 
1806. 

Critique  of  art  circles 

Stubbs  was  not  in  great  vogue  in  art  cir- 
cles during  the  first  decades  of  the  twentieth 
century,  but  his  pictures  held  places  of 
esteem  in  museums  and  the  private  collec- 
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tions  of  the  nobility  and  gentry.  Revival  of 
critical  enthusiasm  for  Stubbs  coincides 
with  World  War  II.  As  early  as  1940  we 
find  Grigson17  writing, 

It  is  too  facile  to  look  at  Stubbs  simply  as 
a naturalist  and  to  pretend,  because  he  kept 
away  from  the  Sublime  and  the  picturesque 
(and  the  ridiculous),  that  his  naturalism 
does  not  go  much  further  than  science.  He 
could  fix  sensuality  and  knowledge  in  those 
exquisite,  emotive  patches  of  design.  He 
could  express  a deep  peculiarity  of  his  nature 
in  some  of  the  stranger  and  more  disturbing 
plates  of  his  two  Anatomies  . . . 

In  1951  a well-planned  exhibition  of 
Stubbs's  paintings  and  drawings  at  the 
Walker  Art  Gallery  in  his  native  Liverpool 
was  effective  in  bringing  together  a large 
body  of  his  work  for  public  view.  His  sense 
of  anatomic  form  was  recognized  as  a posi- 
tive value,  something  more  than  mere  liter- 
alism. Writing  in  the  catalogue  of  an  ex- 
hibition held  in  London  a few  years  after 
the  success  of  the  Liverpool  revival,  Taylor18 
comments : 

It  was  again  Stubbs’s  sense  of  any  form’s 
most  intimate  anatomy  which  enabled  him  to 
establish  not  only  the  characteristic  shape  of 
every  feature  . . . but  the  exact  tension' or 
slackness  of  muscle  and  skin  stretched  over 
bone  which  promotes  its  particular  individ- 
uality ...  To  call  him  a realist  is  unfortu- 
nately in  our  time  to  invoke  all  the  slack  and 
spoiled  uses  of  that  term.  His  realism  does 
not  amount  to  a counterfeit  of  physical 
presence  . . . having  observed  so  keenly,  dis- 
covered so  much,  described  his  experiences  so 
exactly,  brought  us  so  close  to  the  physical 
nature  of  things,  in  the  act  of  painting  this 
material  presence  is  withdrawn  and  we  are 
left  with  a composed  and  independent  image. 

The  same  year  Sutton19  described  Stubbs  as 
“a  scientist  keenly  devoted  to  the  examina- 
tion of  precise  problems.”  The  value  of  his 
anatomic  studies  lies  in  the  autodidactic  ap- 
proach to  nature  and  its  depiction.  Inher- 
ently lacking  the  high  finish  of  the  paint- 
ings, the  anatomic  drawings  are  even  more 
revealing. 

Comparative  anatomy 

Stubbs2  began  work  on  his  Comparative 
Anatomical  Exposition  in  1795  when  he  was 
seventy-one  years  old.  The  task  occupied 
much  of  his  time  until  his  death  at  which 
the  work  was  not  yet  complete.  His  famil- 
iarity with  the  dissected  human  body  came 
partly  from  older  texts  (Cheselden,  Albinus, 


FIGURE  1.  Human  skeleton,  left  lateral  view, 
crouching  in  pronograde  position;  pen  and  ink, 
about  10‘/a  by  17  inches  (WAM  Loan  686. 57).2 


and  Brisbane  were  readily  available)  and 
the  opportunity  to  witness  dissections  by 
John  Hunter  (Fig.  1).  The  source  of  the 
tiger  as  a model  remains  uncertain,  but 
several  anecdotes  about  both  Hunter  and 
Stubbs  relate  their  earlier  purchases  of  dead 
or  dying  tigers  for  dissection  (Fig.  2).  The 
Royal  College  of  Surgeons’  group  of  Stubbs’s 
paintings  of  exotic  animals  is  a memorial  to 
the  shared  interest  of  the  surgeon  and  the 
artist.7  The  common  fowl,  in  all  probabil- 
ity, came  from  or  was  later  used  in  the 
Stubbs  kitchen  (Fig.  3).  At  Stubbs’s  death 
in  1806  his  property  passed  to  Mary 
Spencer,  his  common-law  wife.  The  draw- 
ings and  text  for  the  work  on  comparative 
anatomy,2  along  with  other  works  by  Stubbs 
were  auctioned  at  her  death  in  1817.* 

Taylor20  has  desci’ibed  the  subsequent 
vicissitudes  of  these  papers  as  well  as  the 
considerable  discrepancies  between  the  text 
of  Stubbs’s  original  manuscript  and  that 
published  in  18172  by  Orme  to  swell  the  15 
published  plates  to  a 280-page  production. 
The  format  of  Stubbs’s  Comparative  Ana- 
tomical Exposition  was  similar  to  his  Anat- 
omy of  the  Horse;  but  no  more  than  400  to 
500  copies  were  printed  and,  handsome 
though  the  drawings  may  be,  they  were 
without  appreciable  influence  on  human 
anatomists  or  comparative  anatomists. 

The  chronologic  approach  to  Stubbs  is 
not  helpful.  His  Anatomy  of  the  Horse  falls 
into  Choulant’s21  fifth  period  (1737-1778) 

* Permission  to  reproduce  the  photographs  of  the  draw- 
ings on  loan  to  the  Worcester  Art  Museum  has  been 
generously  given  by  the  Worcester  Free  Public  Library. 
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FiGURE  2.  Tiger,  left  lateral  view  showing  major  muscle  groups;  pencil  and  red  crayon,  about  97 
by  13 V2  inches  (WAM  Loan  709. 57).2 


FIGURE  3.  Domestic  fowl,  left  lateral  view,  skel- 
eton, shaded,  showing  selected  muscle  groups; 
pencil,  about  217«  by  16  inches  (WAM  Loan 
614. 57).2 

and  his  Comparative  Anatomical  Exposi- 
tion into  the  sixth  period  (1778-1806),  but 
there  is  no  material  difference  in  style  be- 


tween the  two  works.  Indeed,  the  separa- 
tion seems  somewhat  artificial  since  there 
is  no  substantial  difference  in  illustrative 
outlook  between  the  two  periods.  Albinus’s 
influence  was  dominant  until  the  develop- 
ment of  lithography  as  a technic  about 
1825  and  even  for  a few  decades  thereafter 
until  the  use  of  lithographic  plates  became 
widespread.  Cole22  is  so  little  impressed  by 
Stubbs’s  historical  importance  in  compara 
tive  anatomy  that  he  is  not  even  mentioned 
Conversely,  Lapage,23  who  classifies  scien 
tific  illustrations  in  terms  of  their  kind  (de 
scriptive,  interpretive,  or  imaginative)  anc 
by  who  executed  them  (scientists  who  give 
no  information,  scientists  who  employed 
artists  but  did  not  supervise  their  work 
scientists  'who  did  supervise  their  artist’s 
work,  and  scientists  who  executed  their  owr 
illustrations  using  technics  to  reproduce 
exactly  what  the  scientist  had  drawn),  is 
willing  to  include  Stubbs  among  the  scien 
tists,  because  he  made  his  own  observations 
and  recorded  them.  Lapage  makes  no  men 
tion  of  Stubbs’s  publication  on  comparative 
anatomy,  but  even  as  in  his  book  on  the 
horse  the  plates  display  the  entire  creature 
(man,  tiger,  fowl)  viewed  from  front,  rear 
or  one  side  (lateral  views  usually  facing 
left)  with  no  attempt  at  detailed  regiona 
dissection,  confining  the  view  of  dissectior 
again  to  skin,  layers  of  muscle  including 
tendons,  ligaments,  and  fascias,  but  with 
out  significant  detail  of  arterial  supply 
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venous  drainage,  innervation,  or  the  disposi- 
tion of  the  major  intrathoracic  or  abdom- 
inopelvic  viscera.  If  one  compares  Stubbs’s 
plates  with  those  executed  by  Charles  Bell 
for  his  brother’s  Anatomy  of  the  Human 
Body,-**  it  becomes  evident  that  Bell’s  illus- 
trations were  designed  to  elucidate  the  de- 
tails of  anatomy  to  physicians,  whereas 
Stubbs  was  primarily  concerned  with  those 
topographic  features  of  greatest  importance 
to  painters.  It  seems  a case  of  the  end  de- 
termining the  means. 

Value  of  author’s  publications 

It  is  difficult  to  imagine  what  audience 
Stubbs  had  in  mind  for  his  comparative 
anatomic  studies.  In  the  preface  tb  his  book 
on  the  horse  he  expresses  the  hope  that  the 
engravings  “might  prove  particularly  use- 
ful to  those  of  my  own  profession,  and  to 
those  to  whose  care  and  skill  the  horse  is 
usually  entrusted,  whenever  medicine  and 
surgery  becomes  necessary  to  him.”9  It  is 
an  honorable  intention,  and  certainly  this 
work  was  in  advance  of  any  other  exposition 
of  equine  anatomy.  But  the  value  to  vet- 
erinary surgeons  of  a book  showing  none  of 
the  details  of  blood  supply  and  drainage, 
only  superficial  innervation,  and  no  depic- 
tion of  major  viscera  is  rather  limited. 
Stubbs’s  depiction  of  equine  myology  and 
osteology  was  unquestionably  of  value  to 
those  treating  a horse’s  injuries  or  ortho- 
pedic complaints,  especially  in  racing  cir- 
cles. Yet  such  an  elegant  volume  was  ex- 
pensive, and  its  circulation  was  limited  to 
men  of  some  means;  there  seems  to  have 
been  no  attempt  to  publish  it  in  a smaller, 
less  expensive  format  similar  to  the  student 
handbooks  of  Cheselden’s  anatomies. 

The  claims  one  might  advance  for  the 
scientific  value  of  the  “horse”  almost  van- 
ish when  applied  to  Stubb’s  book  on  com- 
parative anatomy.2  It  is  the  view  of  the 
artist  rather  than  the  prosector.  Although 
executed  with  undiminished  skill  at 
draughtsmanship  despite  Stubbs’s  advanc- 
ing years,  the  drawings  added  no  new  sub- 
stantive data  to  anatomic  knowledge,  nor 
was  the  substance  of  their  exposition  ma- 
terially different  from  figures  appearing  in 

* The  London  edition  was  published  in  1802-1804.  The 
illustrations  were  executed  by  John  Bell’s  younger  brother, 
later  Sir  Charles  Bell.  See  also  his  A System  of  Dissections, 
London,  Longmans,  1798. 


other  anatomic  texts  of  the  period,  often 
with  more  detailed  illustrations  designed  to 
depict  features  of  specific  medical  interest. 
Although  their  aesthetic  value  is  high,  their 
didactic  value  is  limited.  Anatomy  is  cus- 
tomarily taught  and  illustrated  from  skele- 
ton to  skin,  inside  to  outside,  but  dissection 
proceeds  by  contrary  motion  in  the  opposite 
direction,  outside  to  inside. 

Such  limitations  on  applicability  need  not 
detract  from  Stubbs’s  real  contribution  to 
the  art  of  scientific  illustration.  It  is  not 
surprising  that  art  critics  should  disagree 
on  vocabulary.  Grigson17  has  already  been 
quoted  as  commenting  on  “the  stranger  and 
more  disturbing  plates  of  his  two  Anato- 
mies,” but  Taylor,20  comparing  Stubbs  with 
Charles  Bell,  claims  that  Bell’s  drawings  are 
“marked  by  the  kind  of  emotional  response 
to  the  bared  muscles,  nerves,  and  arteries 
which  makes  them  disturbing,  almost  ex- 
pressionist” in  contrast  to  Stubbs’s  draw- 
ings which  are  “not  only  devoid  of  embel- 
lishment . . . neutral  in  style,  but  seem  to 
have  been  made  miles  away  from  the  sensa- 
tions, emotions,  and  carnage  of  the  dissect- 
ing room.”  A reader  may  query  precisely 
what  the  nature  of  the  “disturbance”  was 
for  both  Grigson  and  Taylor;  neither  pundit 
seems  to  define  this  subjective  emotional  re- 
action to  what  are,  after  all,  denotative 
anatomic  representations.  Taylor  credits 
Stubbs  with  “expressive  articulation  and 
firmness  to  his  forms  ...  an  inclusive,  not 
a deliberately  formalized,  representation  of 
the  subject.”  Put  more  simply,  Stubbs  was 
able  to  draw  wffiat  he  saw.  Unlike  Albinus 
or  Vandelaar,  Albinus’s  engraver,  Stubbs 
discarded  the  idea  of  setting  his  creatures 
in  an  elaborate,  often  fanciful  background 
in  the  tradition  of  Vesalius  and  Calcar;  his 
subjects  are  not  placed  in  a context;  each  is 
“entire  unto  itself.”  This  immediately 
gives  Stubbs’s  drawings  a sense  of  detach- 
ment and  scientific  objectivity  which  his 
predecessors  do  not  achieve.  The  only  at- 
tempt he  made  to  have  his  drawings  seem 
lifelike  was  to  arrange  a few  of  them  in  a 
crouching  or  a running  posture.  LeFanu25 
credits  Stubbs  with  being  original  in  ar- 
ranging the  orthograde  skeleton  in  the 
pronograde  position,  a specific  contribution. 
But  the  general  impression  produced  by  the 
124  drawings  in  the  Worcester  Collection  is 
that  of  a superbly  coordinated  empirical 
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hand  and  eye  flourishing  at  the  end  of  a 
rational  era. 


References 

1.  Stubbs,  G.:  Rediscovered  Anatomical  Drawings 

from  the  Free  Public  Library,  Worcester,  Massachusetts, 
Catalogue  of  an  Exhibition,  London,  The  Arts  Council  of 
Great  Britain,  1958. 

2.  Idem:  Comparative  Anatomical  Exposition  of  the 

Structure  of  the  Human  Body  with  that  of  a Tiger  and  a 
Common  Fowl,  London,  Edward  Orme,  1817. 

3.  Humphry,  O.:  Memoir  of  George  Stubbs,  Picton 

Library,  Liverpool. 

4.  Gilbey,  W.:  Life  of  George  Stubbs,  R.A.,  London, 

Vinton  & Co.,  1898. 

5.  Burton,  J.:  Essay  toward  a Complete  New  System 

of  Midwifery,  London,  James  Hodges,  1751. 

6.  Smellie,  W.:  Treatise  on  the  Theory  and  Practice 

of  Midwifery,  London,  D.  Wilson  & T.  Durham,  1752- 
1764,  3 vols. 

7.  Fountain,  R.  B.:  George  Stubbs  (1724-1806)  as 

an  anatomist,  Proc.  Roy.  Soc.  Med.  61:  639  (July)  1968. 

8.  Albinus,  B.  S.:  Tables  of  the  skeleton  and  muscles 

of  the  human  body,  London,  John  & Paul  Knapton,  1749. 

9.  Stubbs,  G.:  The  Anatomy  of  the  Horse,  London, 

J.  Purser,  1766. 

10.  Ruini,  C.:  Dell’  Anatomia  et  dell’  Infirmita  del 

Cavallo,  e suoi  Rimedii,  Venice,  G.  Bindoni,  1598. 

11.  Snape,  A.:  Anatomy  of  an  Horse,  London,  M. 

Flesher,  1683. 

12.  De  Saunier,  J.,  and  De  Saunier,  G.:  La  Parfaite 

Connoissance  des  Chevaux,  The  Hague,  1734. 


Infants  born  of  tuberculous 
mothers:  BCG  vaccine 

In  a long-term  study  (reported  by  E.  L. 
Kendig,  Jr.,  M.D.,  in  New  England  Journal  of 
Medicine  281:  520  (Sept.  4)  1969)  of  105  chil- 
dren born  of  mothers  known  to  have  pulmonary 
tuberculosis  at  the  time  of  delivery,  30  infants 
given  BCG  have  survived  for  eleven  to  twenty 
years  and  have  not  contracted  tuberculosis.  Of 
the  75  who  were  not  vaccinated,  38  became  in- 
fected with  tuberculosis,  6 of  whom  died  (3  of 
nontuberculous  disease).  Follow-up  care  was 
identical  for  the  vaccinated  and  nonvaccinated. 

The  author  cautions  that  both  the  x-ray  and 
tuberculin  reaction  tests  should  be  negative  if 
vaccine  is  given.  On  the  basis  of  current  ex- 
perience it  is  suggested  that  after  BCG  vac- 


13. Camper,  P.:  Cited  by  Taylor,  B.:  Stubbs  as 

anatomist,  in  Stubbs,  G. : Rediscovered  Anatomical  Draw- 

ings from  the  Free  Public  Library,  Worcester,  Massachu- 
setts, Catalogue  of  an  Exhibition,  London,  The  Arts  Coun- 
cil of  Great  Britain,  1958. 

14.  Albinus,  B.  S.:  Tabulae  sceleti  et  musculorum 

corporis  humani,  Leyden,  Johann  & Hermann  Verbeek, 
1747. 

15.  Taylor,  B.:  Stubbs  and  eighteenth-century  art, 

The  Listener  883  ( 1952). 

16.  Pindar,  P.:  Lyric  Odes  to  the  Royal  Academicians 

for  1782,  London,  1782. 

17.  Grigson,  G.:  George  Stubbs,  1724-1806,  Signature 

13:  15  (1940). 

18.  Taylor,  B.:  George  Stubbs,  1724-1806,  In  Ex- 

hibition Catalogue,  London,  Whitechapel  Art  Gallery,  1957. 

19.  Sutton,  D.:  George  Stubbs’s  many-sided  genius, 

Country  Life  122:  1204  (1957). 

20.  Taylor,  B.:  Stubbs  as  anatomist,  in  Stubbs,  G.: 

Rediscovered  Anatomical  Drawings  from  the  Free  Public 
Library,  Worcester,  Massachusetts,  Catalogue  of  an  Ex- 
hibition, London,  The  Arts  Council  of  Great  Britain,  1958. 

21.  Choulant,  L.:  Geschichte  und  Bibliographie  der 

anatomischen  Abbildungen,  Leipzig,  1852,  translated  by 
M.  Frank,  Chicago,  University  of  Chicago  Press,  1920. 

22.  Cole,  F.  J.:  A History  of  Comparative  Anatomy, 

London,  Macmillan,  1949. 

23.  Lapage,  G. : Art  and  the  Scientist,  Bristol,  John 

Wright  & Sons,  1961. 

24.  Bell,  J. : The  Anatomy  of  the  Human  Body,  Edin- 

burgh, Cadell  & Davies,  1793-1797,  4 vols. 

25.  LeFanu,  W.  R.:  Note  on  Stubbs’s  place  among 

comparative  anatomists,  in  Stubbs,  G.:  Rediscovered  Ana- 

tomical Drawings  from  the  Free  Public  Library,  Worcester, 
Massachusetts,  Catalogue  of  an  Exhibition,  London,  The 
Arts  Council  of  Great  Britain,  1958. 


cination  the  infant  should  be  isolated  for  at 
least  six  weeks,  when  the  infant’s  tuberculin 
reaction  should  be  positive  and  the  mother’s 
disease  is  so  controlled  that  contact  with  the 
infant  appears  permissible. 

Also,  since  tuberculous  infection  may  already 
have  been  acquired  (even  though  not  demon- 
strable), the  infant  should  receive  INH  therapy 
for  three  months.  If,  at  the  end  of  that  time, 
x-ray  and  tuberculin  reactions  are  negative, 
the  child  may  be  given  BCG.  Then  the  infant 
should  be  isolated  from  the  mother  for  an  addi- 
tional six  weeks  and  until  the  mother  is  no 
longer  considered  to  have  active  disease. 

Alternative  management:  simple  isolation 
with  surveillance  or  isoniazid  prophylaxis, 
presents  difficulties  of  a nature  which  appear  to 
make  vaccination  the  method  of  choice  to  pre- 
vent transmission  of  the  disease  to  infants  of 
tuberculous  mothers. 
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Benjamin  Alperin,  M.D.,  of  Brooklyn,  died  on 
November  6,  19f>9,  at  the  ape  of  sixty-eight. 
Dr.  Alperin  graduated  in  1927  from  Loyola 
University  School  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Biffer,  M.D.,  of  New  York  City,  died  on 
December  15,  1969,  at  the  age  of  sixty-one.  Dr. 
Biffer  graduated  in  1934  from  New  York  Ho- 
meopathic Medical  College  and  Flower  Hos- 
pital. He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

William  C.  Byrnes,  M.D.,  of  Buffalo,  died  on 
January  14  at  the  age  of  sixty-nine.  Dr. 
Byrnes  graduated  in  1924  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Sisters 
of  Charity  Hospital  of  Buffalo  and  an  attend- 
ing pathologist  at  Veterans  Administration 
Hospital.  Dr.  Byrnes  was  a member  of  the 
Buffalo  Academy  of  Medicine. 

Harry  Arthur  Chernoff,  M.D.,  of  Buffalo,  died 
on  December  23,  1969,  at  the  age  of  sixty-five. 
Dr.  Chernoff  graduated  in  1926  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  attending  parasitologist  and  an  associate  at- 
tending physician  at  Sisters  of  Charity  Hos- 
pital of  Buffalo.  Dr.  Chernoff  was  a member  of 
the  American  Society  of  Tropical  Medicine  and 
Hygiene,  the  American  Geriatrics  Society,  the 
Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Martin  L.  Dreyfuss,  M.D.,  of  Poughkeepsie, 
died  on  July  28,  1969,  at  the  age  of  sixty-one. 
Dr.  Dreyfuss  received  his  medical  degree  from 
the  University  of  Frankfurt  in  1931.  He  was 
an  attending  pathologist  and  director  of  pa- 
thology at  Vassar  Brothers  Hospital  and  a con- 
sulting pathologist  at  Veterans  Administration 
Hospital  (Castle  Point).  Dr.  Dreyfuss  was  a 
Diplomate  of  the  American  Board  of  Pathology 
(Clinical  Pathology  and  Pathologic  Anatomy), 
a Fellow  of  the  College  of  American  Patholo- 
gists, and  a member  of  the  American  Associa- 
tion of  Pathologists  and  Bacteriologists,  the 
American  Society  of  Clinical  Pathologists,  the 
New  York  State  Society  of  Pathologists,  the 
Dutchess  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  Theodore  Duschak,  M.D.,  of  New  York 
City,  died  on  February  17  at  the  age  of  eighty. 
Dr.  Duschak  received  his  medical  degree  from 
the  University  of  Vienna  in  1913.  He  was  an 
adjunct  orthopedic  surgeon  at  the  Hospital  for 
Joint  Diseases  and  an  associate  attending  or- 
thopedic surgeon  at  the  Italian  Hospital.  Dr. 
Duschak  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Sidney  Harold  Freilich,  M.D.,  of  The  Bronx, 
died  on  March  8 at  the  age  of  seventy-two.  Dr. 
Freilich  graduated  in  1923  from  Cornell  Uni- 
versity College  of  Medicine.  He  was  an  asso- 
ciate attending  orthopedic  surgeon  at  Fordham 
Hospital  and  Fordham  Hospital  Outpatient  De- 
partment. Dr.  Freilich  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Joseph  Francis  Gilhooley,  M.D.,  of  Jackson 
Heights,  died  on  February  19  at  the  age  of 
sixty-five.  Dr.  Gilhooley  graduated  in  1930 
from  the  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

A.  Andre  Glaz,  M.D.,  of  New  York  City,  died 
on  November  14,  1969,  at  the  age  of  seventy. 
Dr.  Glaz  received  his  medical  degree  from  the 
University  of  Paris  in  1933.  He  was  a member 
of  the  American  Psychoanalytic  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Konstantin  Himmelbrand,  M.D.,  of  New  York 
City,  died  on  December  16,  1969,  at  the  age  of 
sixty-four.  Dr.  Himmelbrand  received  his  med- 
ical degree  from  the  University  of  Pisa  in 
1934.  He  was  an  assistant  attending  derma- 
tologist at  Italian  Hospital.  Dr.  Himmelbrand 
was  a member  of  the  American  Geriatrics  So- 
ciety, the  Pan-American  Medical  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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John  Wendell  Howard,  M.D.,  of  East  Bloom- 
field, died  on  February  10  at  the  age  of  seventy. 
Dr.  Howard  graduated  in  1926  from  Syracuse 
University  College  of  Medicine.  He  was  an 
attending  physician  at  the  Frederick  Ferris 
Thompson  Hospital  (Canandaigua). 

Joseph  Mitchell  Jabbour,  M.D.,  of  Brooklyn, 
died  on  March  1 at  the  age  of  sixty-eight.  Dr. 
Jabbour  graduated  in  1929  from  the  Medical 
College  of  Virginia.  Retired,  he  had  been  an 
attending  surgeon  at  St.  John’s  Episcopal 
Hospital  and  Samaritan  Hospital  of  Brooklyn, 
and  an  assistant  attending  surgeon  at  Lutheran 
Medical  Center.  Dr.  Jabbour  was  a Fellow  of 
the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Glen  Harvey  Leak,  M.D.,  of  Buffalo,  died  on 
December  15,  1969,  at  the  age  of  fifty-three. 
Dr.  Leak  graduated  in  1940  from  the  Univer- 
sity of  Buffalo  School  of  Medicine.  He  was  a 
consulting  surgeon  at  Edward  J.  Meyer  Me- 
morial Hospital,  an  assistant  attending  surgeon 
at  Children’s  Hospital,  and  an  associate  at- 
tending surgeon  at  Buffalo  General  Hospital. 
Dr.  Leak  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
James  Ewing  Society,  the  American  Radium 
Society,  the  American  Geriatrics  Society,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Willy  Levinger,  M.D.,  of  New  York  City,  died 
on  February  24  at  the  age  of  seventy-seven. 
Dr.  Levinger  received  his  medical  degree  from 
the  University  of  Heidelberg  in  1920. 

Joseph  John  Lordi,  M.I).,  of  New  York  City, 
died  on  December  2,  1969,  at  the  age  of  eighty- 
five.  Dr.  Lordi  graduated  in  1906  from  Long 
Island  College  Hospital.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Donald  Robert  McKay,  M.D.,  of  Buffalo,  died 
on  February  14  at  the  age  of  seventy-one.  Dr. 
McKay  graduated  in  1925  from  the  University 
of  Toronto  Faculty  of  Medicine.  He  was  an 
attending  physician  in  tuberculosis  at  Edward 
J.  Meyer  Memorial  Hospital,  a consulting  phy- 
sician at  Millard  Filmore,  Buffalo  Columbus, 


Lafayette  General,  and  Brooks  Memorial  (Dun- 
kirk) Hospitals,  and  a consulting  physician  in 
pulmonary  diseases  at  Veterans  Administra- 
tion and  Salamanca  District  Hospitals.  Dr. 
McKay  was  a Fellow  of  the  American  College 
of  Chest  Physicians,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

John  A.  Shaw,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 22,  1969,  at  the  age  of  seventy-eight.  Dr. 
Shaw  graduated  in  1918  from  Tufts  University 
School  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Meyer  Michael  Stone,  M.D.,  of  New  York  City, 
died  on  February  27  at  the  age  of  seventy-six. 
Dr.  Stone  graduated  in  1929  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Wesley  Buettner  Van  Deusen,  M.D.,  of  Albany, 
died  on  March  7 at  the  age  of  sixty-two.  Dr. 
Van  Deusen  graduated  in  1931  from  Tufts 
University  School  of  Medicine.  He  was  an  at- 
tending obstetrician  at  Memorial  Hospital  and 
Memorial  Hospital  Outpatient  Department. 
Dr.  Van  Deusen  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Albany 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Israel  Weinraub,  M.D.,  of  The  Bronx,  died  on 
February  21  at  the  age  of  seventy.  Dr.  Wein- 
raub graduated  in  1924  from  Long  Island  Col- 
lege Hospital.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Basil  Zacharioudakis,  M.D.,  of  Yonkers,  died  on 
February  21  at  the  age  of  forty-three.  Dr. 
Zacharioudakis  received  his  medical  degree 
from  the  University  of  Paris  in  1957.  He  was 
an  associate  attending  surgeon  at  St.  John’s 
Riverside  Hospital  and  an  assistant  attending 
surgeon  at  Yonkers  General  Hospital.  Dr. 
Zacharioudakis  was  a Diplomate  of  the  Ameri- 
can Board  of  Surgery  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Officers  / County  Medical  Societies  / 1970 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1970—27,164 


County 


President 


Secretary 


T reasurer 


Albany 

Allegany  .... 

Bronx 

Broome  

Cattaraugus  . . 

Cayuga  

Chautauqua  . . 
Chemung  .... 
Chenango  . . . 
Clinton  . . . . . 
Columbia  . . . 
Cortland  .... 
Delaware  .... 
Dutchess  .... 

Erie 

Essex 

Franklin  .... 

Fulton 

Genesee 

Greene 

Herkimer  . . . . 
Jefferson  .... 

Kings 

Lewis 

Livingston  . . . 
Madison  .... 

Monroe  

Montgomery  . 

Nassau 

New  York  . . . 

Niagara 

Oneida  

Onondaga  . . . 

Ontario  

Orange  

Orleans  

Oswego 

Otsego 

Putnam  

Queens  

Rensselaer  . . . 
Richmond  . . . 
Rockland  .... 
St.  Lawrence  . 
Saratoga  .... 
Schenectady  . 
Schoharie  . . . 
Schuyler  .... 

Seneca  

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins  . . . 

Ulster  

Warren  

Washington  . . 

Wayne 

Westchester  . . 
Wyoming  .... 
Yates 


John  H.  Carter .Albany 

Gustave  George  Prinsell.  .Houghton 

Harry  J.  Lesnick Bronx 

John  F.  Spring Binghamton 

Norman  A.  Kraft Randolph 

Robert  J.  Schaffer Auburn 

Hugo  Szabo Jamestown 

John  H.  Burke,  Jr Elmira 

Richard  B.  Foster Norwich 

Nello  V.  Delbel Plattsburgh 

Edward  P.  Ginouves Hudson 

Howard  D.  Kelley Cortland 

Thomas  E.  Lavell,  Jr Walton 

Frank  C.  Starpoli ....  Poughkeepsie 

James  R.  Nunn Buffalo 

William  Vilardo Ticonderoga 

John  T.  St.  Mary Malone 

John  W.  Esper GloversviDe 

Sydney  L.  McLouth Corfu 

Paul  M.  Snapper Catskill 

G.  Roger  Weeden,  Jr Ilion 

James  C.  Harberson.  . . Watertown 
A.  W.  Martin  Marino.  Jr. . Brooklyn 

John  C.  Herrman Lowville 

Nadene  D.  Hunter Sonyea 

George  R.  Kinsella Oneida 

Philip  M.  Winslow Rochester 

Thomas  S.  Velz Amsterdam 

John  P.  Glaubitz Bethpage 

Edward  A.  Burkhardt.  . .New  York 
Edward  C.  Weppner . Niagara  Falls 

Robert  B.  Wallace Utica 

John  A.  Root Syracuse 

Verne  M.  Marshall Geneva 

Robert  W.  Rakov Goshen 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Jacob  H.  Buchbinder Brewster 

Norton  M.  Luger Flushing 

Julien  A.  Hebert Troy 

Harvey  R.  Levanthal . Staten  Island 
Jerome  M.  Seides.  . . .Spring  Valley 
Edward  P.  Whalen ....  Ogdensburg 
Jacob  S.  Feynman . Saratoga  Springs 
Herbert  J.  Wright,  Jr..  .Schenectady 

Jay  V.  Dewell Cobleskill 

Bartlett  C.  Gardner.  .Montour  Falls 

Mario  J.  Polzinetti Waterloo 

Donald  F.  Coon Bath 

Andrew  W.  Lawrence . . Huntington 

S.  G.  Holtzman.  . . .South  Fallsburg 

Walter  S.  Dietrich Owego 

C.  L.  Sprinkle,  Jr Ithaca 

John  L.  Alley Kingston 

Richard  Hughes Glens  Falls 

George  Digman Cambridge 

Norman  R.  Loomis Ontario 

Francis  T.  Rogliano . Mount  Vernon 

T.  Naprawa Warsaw 

Robert  W.  Laughlin Penn  Yan 


Ernest  A.  Kopp Albany 

Irwin  Felsen Wellsville 

Tiffany  Lawyer,  Jr Bronx 

Francis  J.  Gilroy Binghamton 

Bernard  S.  Yurick Olean 

William  Ventimiglia Auburn 

Lewis  F.  Kibler Jamestown 

Raymond  H.  Stoddard Elmira 

Hugh  D.  Black Oxford 

Henry  K.  Freedman.  . . Plattsburgh 

Joseph  Bellamy Hudson 

Robert  L.  Eberly Cortland 

Ernest  Atlas Walton 

Alfred  P.  Pinard Poughkeepsie 

Julia  M.  Cullen Buffalo 

H.  V.  W.  Bergamini.  . Lake  Placid 

Leon  Passino Malone 

Frank  S.  Deming Gloversville 

Dominick  Cultrara Batavia 

Barbara  K.  Vosburgh.  . . .Coxsackie 
J.  L.  Kingsland.  . . Richfield  Springs 

Eugene  M.  Renzi Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Leam Mt.  Morris 

Asa  J.  Smith Oneida 

Harry  C.  Miller Rochester 

John  Riley  McNulty ...  Amsterdam 
Stephen  Schmeiser.  . . .Massapequa 

W.  Graham  Knox New  York 

Maria  A.  Crea  Smith  . Niagara  Falls 

Milton  Dorfman Rome 

John  T.  Prior Syracuse 

Delmer  E.  Batcheller.  .Canandaigua 
Richard  E.  Passenger ....  Newburgh 

Kenneth  J.  Clark Medina 

Joseph  J.  Guarrera Fulton 

Richard  L.  Haines Oneonta 

Henry  L.  Kamin Brewster 

Murray  Elkins Howard  Beach 

Rocco  A.  Farano Troy 

Vincent  L.  Montanti . . Staten  Island 

Burton  Allyn Spring  Valley 

William  R.  Carson Helena 

M.  O’Connell Saratoga  Springs 

W.  J.  Farrell,  Jr Schenectady 

Thomas  W.  Greenlees.  . .Cobleskill 
Joseph  Y.  Roberts.  . .Watkins  Glen 

Paul  C.  Jenks Waterloo 

Dallas  E.  Billman Coming 

Phillip  I.  Levitan Smithtown 

Alan  R.  Fried.  . .Livingston  Manor 

Philip  A.  Nichols Owego 

William  McKeen Ithaca 

Frederic  W.  Holcomb,  Jr., . Kingston 

Philip  A.  Snell Glens  Falls 

John  L.  McCann Hudson  Falls 

J.  William  Ludemann Newark 

Robert  A.  Mayers Port  Chester 

Richard  Talbot  Williams.  . .Warsaw 
Paul  Peter  Westfall Penn  Yan 


Rudolph  R.  Delgiacco Albany 

Kurt  Zinner Wellsville 

Alvin  David  Yasuna Bronx 

Elmer  Nathan  Zinner.  .Johnson  City 

Richard  A.  Leone Olean 

Joseph  F.  Rowley Auburn 

Glen  M.  Ebersole Jamestown 

Jack  E.  Thomas Elmira 

Angelo  A.  Franco New  Berlin 

J.  William  Heins Plattsburgh 

Joseph  Bellamy Hudson 

Raymond  D.  Olson Cortland 

Ernest  Atlas W alton 

Marvin  Goldstein ....  Poughkeepsie 

Duane  D.  Dougherty Buffalo 

H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  G.  McCutcheon Batavia 

Barbara  K.  Vosburgh.  ..  .Coxsackie 

Oscar  G.  Stivala Little  Falls 

Eugene  M.  Renzi Watertown 

Israel  Lewis  Schmierer.  . . .Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Leam Mt.  Morris 

Benjamin  Nicotri Canastota 

Robert  C.  McVeigh Rochester 

Helen  M.  Blanchard  ....  Amsterdam 

Robert  P.  Jessup Syosset 

Theodore  Rosenthal New  York 

John  C.  Read Lewiston 

Theodore  C.  Max Utica 

Linus  W.  Cave Syracuse 

Delmer  E.  Batcheller.  .Canandaigua 
Richard  E.  Passenger.  . . .Newburgh 

Kenneth  J.  Clark Medina 

William  F.  Quigley Oswego 

Richard  L.  Haines Oneonta 

Ferdinand  G.  Kojis Carmel 

Franz  L.  Ebstein Forest  Hills 

Daniel  P.  Mahoney Troy 

William  C.  Frederick . . Staten  Island 

Glenn  W.  Patterson New  City 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Alexander  John  Arony . .Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts.  . . .Watkins  Glen 

Paul  C.  Jenks W aterloo 

William  J.  MacFarland.  . . .Horoell 

George  E.  Leone Riverhead 

Alan  R.  Fried.  . . .Livingston  Manor 

Philip  A.  Nichols Owego 

Leroy  Kelvin  Young Ithaca 

Charles  Amos  Galyon Kingston 

Betty  L.  Voelker.  Glens  Falls 

Michael  J.  Lynch Grandville 

J.  William  Ludemann Newark 

Warren  W.  Leeds Yonkers 

Richard  Talbot  Williams.  . .Warsaw 
Paul  Peter  Westfall Penn  Yan 
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Empirin  (Burroughs  Wellcome  & Company)  937 

Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 1001 

Appetite  suppressants 

Tepanil  (National  Drug  Company) 935 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company)  947 

Laxatives 

Doxidan  (Hoechst  Pharmaceutical  Company)..*..  939 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 997 

Mood  elevators 

Aventyl  HCI  (Eli  Lilly  & Company) 920-921 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 924-925-926 

Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 922-923 

Topical  antibiotics 

AVC-D  (National  Drug  Company) 1002 

Tranquilizers 

Librium  (Roche  Laboratories) 2nd  cover-907 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Sinequan  (Pfizer  Laboratories) 915,  916-917,  918 

Thorazine  (Smith  Kline  & French  Laboratories)..  941 
Urinary  antiseptic  antispasmodics 

Urised  (Conal  Pharmaceuticals  Inc.) 927,  928 

Vitamin  supplements 

Berocca  Tabs  (Roche  Laboratories) 3rd  cover 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 911 


NEED  QUICK  RESPONSE? 


Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  46  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Servicer 

Mandl  School  254  Tm1ci'7N343410019 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924-  Licensed  by  the  State  of  New  York 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


RADIOLOGIST:  LOCUM  TENENS  FOR  SIX  WEEKS 

during  July-August  vacation.  County  in  New  York  City. 
Diagnostic  roentgenology  and  cobalt  teletherapy  practice. 
Supply  short  curriculum  vitae.  Designate  salary  desired. 
Box  903,  % NYSJM. 


PEDIATRICIANS  AND  E.  N.  T.  SPECIALISTS,  COM- 
munity  of  30,000  with  surrounding,  rapidly  growing  medi- 
cal service  area  of  125,000  population.  280  bed,  fully 
accredited  hospital  with  excellent  specialty  staff,  70  miles 
from  New  York  City.  All  outdoor  winter  and  summer 
sports  in  immediate  vicinity.  Call  Harold  Mamelok, 
M.D.,  Chief  of  Staff,  collect,  (914)  343-1151,  or  write  to 
Harold  Mamelok,  M.D.,  Horton  Memorial  Hospital 
Middletown,  N.Y.  10940. 


GENERAL  PRACTICE  OPPORTUNITIES:  PHYSI- 

cians  wanted  to  serve  community  of  30,000  and  surround- 
ing community  areas  of  additional  15,000  population. 
Affiliation  with  fine  280  bed,  fully  accredited  community 
hospital  available  for  all  acceptable  candidates;  70  miles 
from  New  York  City.  New  York  State  license  required. 
All  outdoor  winter  and  summer  sports  in  immediate  vi- 
cinity. Call  Harold  Mamelok,  M.D.,  Chief  of  Staff, 
collect,  (914)  343-1151,  or  write  Harold  Mamelok,  M.D., 
Chief  of  Staff,  Horton  Memorial  Hospital,  Middletown 
N.Y. 10940. 


OPENING  FOR  INTERNIST  OR  GENERAL  PRACTI- 
tioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  med- 
ical consultations.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upstate  New  York,  70  miles  from  capital 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Excellent  recreational  facilities  in  the  immediate  area, 
including  skiing,  golf  and  tennis.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician 
to  take  over  established  practice  of  physician  planning  on 
retirement.  Write  Box  905,  % NYSJM. 


JOIN  STAFF,  MODERN  INDUSTRIAL  CLINIC  OF 
major  manufacturing  company,  northeastern  New  York 
State.  Challenging  spectrum  occupational  health  and 
preventive  medicine.  Experience  in  diagnosis  and  treat- 
ment of  industrial  injuries  and  illnesses  desirable.  Equal 
opportunity  employer.  Contact  Box  907,  % NYSJM. 


BOARD  CERTIFIED  INTERNIST  WITH  A SPECIAL 
interest  in  cardiology  for  new  and  well  equipped  medical 
center  of  a large  company  located  in  New  York  City.  He 
will  be  expected  to  qualify  for  an  academic  appointment  in 
one  of  the  medical  schools  in  the  city,  and  an  agreed  upon 
amount  of  time  will  be  given  each  week  for  teaching  or 
pursuing  a research  project.  Send  curriculum  vitae  to  Box 
910,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIAN  $30,000/YR.  FOR 
42  hour  work  week;  ideal  for  physician  wishing  to  “slow 
down”  to  reasonable  hours.  New  York  license  required. 
Start  September  1,  1970.  Write  Roger  Calkins,  Di- 
rector of  Personnel,  St.  Clare’s  Hospital,  Schenectady,  N.Y. 
12304. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


PATHOLOGIST  WANTED  AS  THIRD  MAN  IN  PATH- 
ologist  owned,  private  laboratory  limited  to  cytology  and 
biopsies.  New  York  City  area.  Will  consider:  Partner- 

ship with  a similar  laboratory;  full  time  employment  of  a 
pathologist  for  salary  plus  %;  part  time  coverage  for 
salary.  Box  914,  % NYSJM. 


COLLEGE  PHYSICIAN  WANTED:  STATE  UNIVER- 

sity  College,  New  Paltz,  New  York.  Many  fringe  bene- 
fits: Reasonable  hours.  Inquire:  William  H.  Crull, 

M.D.,  Dir.,  Student  Health,  State  University  College, 
New  Paltz,  N.Y.  12561.  An  Equal  Opportunity  Em- 
ployer. 


PEDIATRICIANS  WANTED  FOR  BUSY,  LOWER  IN- 
come  neighborhood  medical  centers  in  Manhattan,  Bronx, 
and  Brooklyn.  Share  expenses  with  internists  and  others 
in  established  locations.  Net  $30,000  to  $40,000  for  full 
time,  depending  on  volume.  No  investment.  Medi- 
Practice  Management  Systems,  Inc.,  1175  Park  Ave.,  New 
York,  N.Y.  10028. 


STAFF  PHYSICIAN  NEEDED  BY  THE  STATE  UN IV. 
College  at  Fredonia,  N.Y.  for  its  Health  Center  on  either  a 
part  time  or  full  time  basis.  Negotiable  salary  plus  full 
college  benefits,  including  health  insurance  and  retirement 
program.  Candidates  must  be  licensed  to  practice  in  N.Y. 
State.  An  Equal  Opportunity  Employer.  Send  complete 
curriculum  vitae  and  N.Y.  license  number  to  R.  P.  Ploss- 
lowe,  M.D.,  Director,  College  Health  Center,  State  Univ. 
College,  Fredonia,  N.Y.  14063. 


INTERNIST  TO  JOIN  BOARD  CERTIFIED  MAN.  50 
miles  from  N.Y.C.  near  university  community,  evolving 
medical  school.  Interesting  practice.  Hospitals  well 
equipped.  Partnership  soon  if  compatible.  Box  917, 
% NYSJM. 


WANTED:  DOCTORS-GENERAL  PRACTITIONER, 

Obs-Gyn.,  Adirondack  Mountain  resort  area.  Ski  develop- 
ment, 18  hole  championship  golf  club,  hunting,  fishing.. 
Clean,  fresh  water  lakes.  New  30  bed  hospital  and  medi- 
cal center.  Ideal  family  area.  Contact:  Committee  for 

Doctors,  55  Part  St.,  Tupper  Lake,  N.Y.  12986,  or  phone 
359-3328. 


DIAGNOSTIC  RADIOLOGIST  TO  SHARE  VERY 
large,  fully  equipped  office  in  prime  location,  Manhattan 
East  Side.  Unusually  excellent  opportunity  for  a radiol- 
ogist wishing  to  relocate  or  open  a practice.  Office 
available  daily  9-5.  Box  916,  % NYSJM. 


NORWICH,  N.Y.  ALL-PURPOSE  OUTPATIENT  MEN- 
tal  health  clinic  seeks  psychiatrist  oriented  towards  team 
approach,  group  psychotherapy,  interested  in  working 
with  children  and  families.  Clinic  has  affiliation  with  ad- 
joining general  hospital.  Comfortable  atmosphere;  Civil 
Service  fringe  benefits.  Salary  $25,000.  Contact:  Chen- 
ango County  Mental  Health  Clinic,  Norwich,  N.Y.  Phone 
(607)  334-2270. 
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PHYSICIANS  WANTED— CONT’D 


FAMILY  PHYSICIAN  NEEDED  IN  URBAN  AREA, 
3,400  population.  Adjacent  to  city,  42,000.  Two  ac- 
credited hospitals,  colleges,  world  famous  Chautauqua 
Lake,  Chautauqua  Institution.  G.P.  retiring  offers 
prestige  home,  7 room  office  for  half  its  true  value.  Village 
can  support  3 doctors  if  group  practice  desired.  Income 
from  $40.000— $65,000  solo.  Clair  Culver.  M.D.,  112  W. 
Falconer  St.,  Falconer,  N.Y.  14733. 


PRACTICES  AVAILABLE 


DERMATOLOGY  PRACTICE  OF  LONG  STANDING, 
available,  due  to  sudden  death.  Completely  equipped, 
modem  office.  Inquire  Mrs.  Joseph  Cirincione,  1530 
Union  St„  Schenectady,  N.  Y.  12309.  Phone  (518) 
377-2295. 


SHIRLEY.  MONTAUK  HIGHWAY:  MODERN, 

equipped,  8 room  office,  2-story  home.  No  doctor,  30,000 
population  area.  $32,000.  Tell  it  to  friends.  F.  Remy, 
M.D.,  Box  T,  Greenport,  N.  Y.  11944. 


I AM  RETIRING  FROM  DESIRABLE  OPHTHALMOL- 
ogy  practice  in  Westchester  near  New  York  City.  Avail- 
able, preferably  with  purchase  of  home-office  combination. 
Box  909,  % NYSJM. 


MISCELLANEOUS 


AFRICAN  SCULPTURE  HAS  ASSUMED  ITS  RIGHT- 
ful  place  in  the  panaroma  of  world  art.  We  go  directly  to 
the  interior  of  West  Africa,  Cameroons  and  Congo  to  ob- 
tain ceremonial  masks  and  statues  made  for  tribal  use. 
Tribal  Arts,  84  East  10th  St.  (Fourth  Ave.),  982-4556, 
Wed.  to  Fri.  12-8  p.m.;  Sat.  11-6  p.m.,  or  by  appoint- 
ment. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXPERIENCED,  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


PATHOLOGIST,  BOARD  CERTIFIED,  AP-CP,  N.Y. 
license,  middle  forties.  Excellent  training;  extensive 
experience  laboratory  and  clinical  medicine.  Main  in- 
terests: surgical  and  autopsy  pathology;  cytology-hem- 
atology. Seeks  directorship  hospital  laboratory  or  direc- 
torship anatomical  pathology,  large  hospital.  Would 
consider  unusually  stimulating  and  rewarding  association- 
partnership.  Box  906,%  NYSJM. 


ANESTHESIOLOGIST,  F.A.C.A.,  LONG  EXPERIENCE, 
New  York  license.  Available  June  through  November. 
Box  919,%  NYSJM. 


OFFICE  SPACE  WANTED 


BOARD  QUALIFIED  ORAL  SURGEON  ENGAGED  IN 
general  dental  practice,  experienced  in  oral  surgery  and, 
general  dentistry  under  general  anesthesia,  desires  to  rent 
approx.  800  sq.  it.  from  busy  medical  practitioner  in  north- 
ern Westchester,  or  southern  Putnam  Counties.  Box  883 
% NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE— 10  RM„  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  corner,  main  st.,  1 block 
to  R.R.  schools,  stores.  Adequate  ofT-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon,  NY  11702,  Tel.  (516)  669-1567. 


PROFESSIONAL  OFFICE  AVAILABLE  IN  INTIMATE 
medical  building  complex.  Spring  Valley,  N.Y.  (Rockland 
County).  Tel:  (914)  EL  6-3610. 


WEST  ISLIP,  L.I.  2 SUITES  FOR  RENT  IN  NEW 
professional  building,  one  block  from  Good  Samaritan 
Hospital,  suitable  for  medical  or  dental  specialist.  Call 
(516)  587-2020. 


BROOKLYN,  OCEAN  AVE.  BET.  DORDRESTER  & 
Ditmas.  Large,  modern,  panelled  office,  with  receptionist 
and  waiting  room.  Two  examining  rooms,  two  consulta- 
tion. 5 days  a week  or  part.  Good  for  any  specialties. 
Please  call:  Nadereh  Nirou.  M.D.,  or  Dr.  Alizadeh,  284- 
3535,  or  596-1411, 12-7  p.m.  daily. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  EIGHT 
room,  fully  equipped,  luxuriously  appointed,  medical  office. 
Separate  consultation  room.  Centrally  located  in  Queens. 
Call  (212)  HO  4-6262. 


OFFICE  SPACE  FOR  RENT  IN  WELL  KEPT,  AIR 
conditioned,  prestigious  medical  building,  36th  Street, 
off  Lexington  Ave.,  New  York  City.  Part  and  full  time, 
modem  offices,  receptionists,  X-ray,  Laboratory,  cobalt, 
scanning,  pharmacy,  etc.  Fully  equipped  and  serviced. 
Attractive  rentals.  Mr.  Semerad  (212)  LE  2-4060. 


SECOND  FLOOR  ABOUT  SIXTEEN  HUNDRED 
square  feet,  opposite  Preventive  Medicine  Institute-Strang 
Clinic,  34th  Street  between  Park  & Madison  Aves. — for 
rent.  Appropriate  for  public  medicine  or  dentistry,  or 
doctor’s  office  with  residence.  Call  LE  2-1020. 


FOR  RENT:  AIR  CONDITIONED  OFFICE,  41/2 

rooms,  equipped  for  generalist-internist  or  other.  Con- 
veniently located  in  central  part  of  Albany,  N.Y.,  close  to 
four  hospitals,  medical  college,  3 bus  lines.  Available  by 
July  1st  or  thereafter.  Equipment  includes  X-ray,  EKG, 
etc.  Reasonable  rent  with  option  to  buy  building.  Box 
918,%  NYSJM. 


FOR  RENT:  LARGE  PROFESSIONAL  SUITE  IN 

Wappingers  Falls,  N.Y.  Rapidly  expanding  I.B.M.  area 
in  Dutchess  County.  Three  examining  rooms,  private 
office,  business  office,  waiting  room,  powder  room,  lab. 
area.  New  professional  bldg.,  wide  center  hall,  ground 
level  entrance,  central  air  conditioning.  Ample  parking. 
Tel:  (914)  297-9597. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


NEW  YORK  STATE  ACADEMY 
OF  GENERAL  PRACTICE 

Twenty-Second  Annual  Convention 
May  10th  thru  14th,  1970 

presents: 

THE  G.P.  IS  NO.  1 

at: 

The  Statler  Hilton  Hotel,  New  York  City 

Congress  of  Delegates May  10,  11,  1970 

Scientific  Assembly May  12,  13,  14,  1970 

A CONVENTION  ESPECIALLY  TAILORED 
TO  THE  FAMILY  PHYSICIAN 


1000 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  atrophic  vaginitis 
complicated  by  infection . . . 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/ Dienestrol  that  improves  cell  maturation  counts'-2 
— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC/Dienestrol  efficacy.'-2  AVC/Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.'-2  AVC/  Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/D. 


Contraindications:  Known  sensitivity  to  sulfonamides;  diag- 
nosis or  familial  history  of  carcinoma  of  the  genital  tract  or 
breasts;  precarcinomatous  lesions  of  the  vagina  or  vulva;  palpa- 
ble uterine  fibromyoma;  mammary  fibroadenoma;  depressed 
liver  function. 

Precautions/Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  obsorption.  Burning,  increased  local  dis- 
comfort, skin  rash,  urticaria  or  other  manifestations  of  sulfon- 
amide toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  measures  to  eliminate  the 
possibility  of  neoplasia  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleoding,  breast  tender- 
ness, exacerbation  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  becouse  of  endometriosis. 


Endometrial  withdrawal  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  intravaginally 
once  or  twice  doily. 

Supplied:  AVC/Dienestrol  Cream'  — Four  ounce  tube  with 

applicator.  AVC'  and  AVC/Dienestrol  Suppositories' — Box  of 
12  with  applicator. 

References:  (1)  Salerno,  L.  J.,  Ortiz,  G.  and  Turkel,  V 
Vaginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  A M.A  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F B..  and  Myers, 
J E.:  Pennsylvania  Med.  69:44,  1966. 
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AYC/Dienestrol 

CrOOm  (dionestrol  .01%,  sulfanilamide  15.0%,  ominacrine  hydrochloride  0.2%,  allantoin  2.0%) 

SuppOSitOfiGS  (dionostrol  0.70  mg.,  sulfanilamido  1.05  Gm.,  aminocrino  hydrochloride  0.014  Gm.,  allantoin  014  Gm.) 
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DEADLINE  DATES  FOR  WHAT  GOES  ON 

PUBLICATION  DATES 
FOR 

New  York  Slate  Journal 
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NEW  YORK  CITY  AREA 


FRIDAY,  MAY,  1 

8 : 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

PROBLEMS  OF  DOCTOR-PATIENT 
COMMUNICATION 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

For  registration,  contact  Sid  Herling,  M.S.W.,  Executive 
Director,  Staten  Island  Family  Service 

NO  FEE  CREDIT:  C-l 


SATURDAY,  MAY  2 

The  Brooklyn  Eye  and  Ear  Hospital  Alumni 
Association 

Granada  Hotel,  Brooklyn 

A SYMPOSIUM  ON  SURGERY  OF 
CONGENITAL  EYE  DISORDERS  IN 
INFANTS  AND  CHILDREN 

1.  Surgery  of  Developmental  Abnormali- 
ties of  Vitreous 

NORMAN  S.  JAFFE,  M.D. 

2.  Genetics  in  Surgery  of  Congenital  Eye 
Disorders 

HAROLD  F.  FALLS,  M.D. 

3.  Surgery  of  Congenital  Cataract 

ARNALL  PATZ,  M.D. 

4.  Late  Results  of  Congenital  Cataract 
Surgery 

p.  robb  McDonald,  m.d. 

5.  Surgery  of  Congenital  Glaucoma 

MILES  A.  GALIN,  M.D. 

6.  Surgery  of  Congenital  Abnormalities 
of  Cornea 

A.  BENEDICT  RIZZUTI,  M.D. 

7.  Surgery  of  Congenital  Lid  Malforma- 
tions 

MARTIN  BODIAN,  M.D. 

8.  Surgery  Congenital  Abnormalities  Ex- 
traocular Muscles 

ROBERT  D.  REINECKE,  M.D. 

9.  Surgery  of  Tumors  in  Infants  and 
Children 

IRA  S.  JONES,  M.D. 

FEE:  $35 

To  Register,  contact  Mrs.  Ruth  Pattenden,  Brooklyn 
Eye  and  Ear  Hospital  Alumni  Association,  29  Greene 
Avenue,  Brooklyn,  N.Y.  1 1 238. 


May  3,  1970  / May  5,  1970 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  1 4th  Street 

Post-Graduate  Course  for 
Specialists  in  Otolaryngology 

THE  VESTIBULAR  SYSTEM  IN 
OTOLOGIC  DIAGNOSIS 

under  the  direction  of 
FRANCIS  M.  FODOR,  M.D. 

New  York  Eye  and  Ear  Infirmary 

FEE:  $100 

Please  write:  Jane  Stark,  Registrar,  at  the  above 

address. 


May  4,  1970  / May  8,  1970 

Columbia  University  School  of 

Public  Health  and  Administrative  Medicine 

21  Audubon  Avenue 

ENVIRONMENTAL  HEALTH  FACTORS  IN 
MEDICAL  CARE  FACILITIES 

FEE:  $125 

For  information  write  to  the  above  address. 


MONDAY,  MAY  4 

7 : 00  p.m. 

Silik  H.  Polayes  "Slide  of  the  Month”  Club, 
Regional  Pathology  Society 

Pathology  Conference  Room,  the  Brooklyn 
Hospital  division  of  the 
Brooklyn-Cumberland  Medical  Center 
121  DeKalb  Avenue  at  Ashland  Place 
Brooklyn 

NO  FEE 


8:00  p.m. 

The  New  York  Society  for 
Clinical  Ophthalmology 

2 East  1 03rd  Street 

1.  Classification  in  Fluorescein  Angi 
ography 

LAWRENCE  YANNUZZI,  M.D. 

Manhattan  Eye  and  Ear  Hospital 

2.  Developments  in  Glaucoma  Therapy 

MAURICE  H.  LUNTZ,  M.D. 

Johannesburg,  South  Africa 

3.  Use  of  Adhesives  in  Retinal  Surgery 

MORTON  SEELENFREUND,  M.D. 

Mount  Sinai  School  of  Medicine 
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May  5,  1970  and  May  12,  1970 

9; 00— 10:00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck,  Queens 

May  5 

The  Jaundiced  Patient 

ROBERT  LOWY,  M.D. 

May  12 

Management  of  Chronic  Liver  Disease 

ROBERT  LOWY,  M.D. 

CREDIT:  C-l 


May  5,  1970  and  May  12,  1970 

9:00  a.m.,  Tuesdays 

St.  Vincent's  Hospital  and  Medical  Center 

Mother  Loretto  Bernord  Auditorium 
Cronin  Building 
1 53  West  1 1 th  Street 

Pediatric  Conferences 

May  5 

Chromosomal  Aberrations 

BARBARA  JOHNSTON,  M.D. 

May  12 

Premature  Infant  Feeding 

HANS  KEITEL,  M.D. 


May  5,  1970  and  May  12,  1970 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center 

Main  Building,  4th  Floor  Lecture  Hall 
Brooklyn 

Pediatric  Postgraduate  Lectures 

May  5 

The  Floppy  Infant 

JEROME  TEPPERBERG,  M.D. 

May  12 

Protein  Losing  Enteropathy  in  Children 

DONALD  GRIBETZ,  M.D. 

Mount  Sinai  School  of  Medicine 


TUESDAY,  MAY  5 

3:15  p.m. 

Mount  Sinai  Hospital 

Fifth  Avenue  at  1 00th  Street 
Blumenthal  Auditorium 

TREATMENT  WITH  ANTIBIOTICS— 
A 1970  VIEW 

SHALOM  Z.  HIRSCHMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


4 : 00  p.m. 

N.Y.U.  School  of  Medicine 

Alumni  Hall 
550  First  Avenue 

88th  Anniversary  of  the 
Founding  of  Tumor  Service 

IMMUNITY  AND  THE  RELATIONSHIP 
TO  CANCER 

ROBERT  A.  GOOD,  M.D. 

University  of  Minnesota 


4:15  P.M. 

"Diabetes  Today”  Diabetes  Center 
New  York  Medical  College 

Cohen  Research  Building 
Madison  Avenue  at  106th  Street 

BIOCHEMISTRY  OF  THE  RENAL 
GLOMERULAR  BASEMENT  MEMBRANE 
AND  ITS  ALTERATIONS  IN  DIABETES 

ROBERT  G.  SPIRO,  M.D. 

Joslin  Research  Laboratory 

May  6,  1970  / May  8,  1970 
Columbia  University  P & S 

Alumni  Auditorium 
630  West  168th  Street 

Postgraduate  Course  in 

RADIOLOGY  OF  THE 
GASTROINTESTINAL  TRACT 

FEE:  $100 

Write:  MELVIN  D.  YAHR,  M.D.,  Associate  Dean,  at  the 

above  address 


WEDNESDAY,  MAY  6 

9:00  a.m. 

Queens  Hospital  Center 

82-68  164th  Street 
Nursing  School  Auditorium 
Jamaica 

ALDOSTERONE  AND  THE  CLINICIAN 

DAVID  P.  LAULER,  M.D. 

Peter  Bent  Brigham  Hospital 


6:30  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Anesthesiology  and  Resuscitation 

2 East  103rd  Street 

Resident’s  Program 

1.  Respiratory  Failure  Treated  with  the 
Membrane  Oxygenator  in  the  Hyper- 
baric Chamber 


April  15,  1970  / New  York  State  Journal  of  Medicine  1005 

WGO-3 


KRISHAN  MALIK,  M.D.,  Resident, 

Mount  Sinai  Hospital 

2.  Effect  of  I.P.P.B.  on  Lung  Volume 
During  Anesthesia 

IRENE  C.  LIN,  M.D.,  Resident, 

Columbia-Presbyterian  Medical  Center 

3.  Sensitivity  to  Barbiturate  Depression 
in  Susceptible  and  Resistant  Mice 

MOHAMMED  EDWARDS,  M.D.,  Resident 
GOPAL  BHANKARKAR,  M.D.,  Resident 
SIMON  HALEVY,  M.D.,  Resident 
Albert  Einstein  College  of  Medicine 

4.  The  Peripheral  Neural  Effect  of  Meth- 
oxyflurane 

CHING-MING  CHEN,  Resident 
Cornell  University  Medical  College 

5.  Reliability  of  Various  Externally  Moni- 
tored Parameters  as  Indices  of  Ventric- 
ular Contractility 

TAI  HWAN  CHANG,  M.D.,  Resident 
N.Y.U.  School  of  Medicine 

6.  The  Effect  of  Pavulon  on  Neuro- 
muscular Transmission  in  the  in  vitro 
Phrenic  Nerve  Diaphragm  Preparation 
of  the  Rat 

TAI  H.  PAN,  M.D.,  Resident 
Montefiore  Hospital  and  Albert  Einstein 
College  of  Medicine 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts  and 
Faculty  of  Comprehensive  Course  in 
Psychoanalysis 

New  York  Medical  College  Auditorium 
106th  Street  Between  Madison  and  Fifth  Aves. 

PSYCHOANALYSIS  AND  GENERAL 
SYSTEM  THEORY 

LUDWIG  von  BERTALANFFY,  M.D. 

NO  FEE  OPEN  MEETING 


May  7,  1970  and  May  14,  1970 

11:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

May  7 

Intestinal  Obstruction  Part  I 

LEON  NADROWSKI,  M.D.,  SYLVESTER  CORT,  M.D. 
JOSEPH  PFEIFER,  M.D. 

May  14 

Intestinal  Obstruction  Part  II 

The  Above  Speakers 
Moderator: 

WILLIAM  LE  STRANGE,  M.D. 

CREDIT:  C-l 


May  7,  1970  and  May  14,  1970 

2 : 00-3 : 00  p.m.,  Thursdays 

The  Roosevelt  Hospital 
Department  of  Psychiatry 

428  West  59th  Street 

May  7 

The  Epileptic  Psychoses 

WILLIAM  H.  WAINWRIGHT,  M.D. 

Discussed  by: 

THOMAS  GUTHRIE,  M.D. 

May  14 
APA 


THURSDAY,  MAY  7 

4:00  p.m. 

N.  Y.  U.  School  of  Medicine 

Room  490  of  the  Medical  Science  Building 
550  First  Avenue 

History  of  Medicine  Lecture 

THE  HISTORY  OF  ENDEMIC  GOITER: 
ITS  SIGNIFICANCE 

ISIDORE  GREENWALD,  M.D. 


8:30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103  rd  Street 

1.  The  Ophthalmologist  Looks  at  Art 

ARTHUR  KINKSZ,  M.D. 

2.  About  Hardening  of  the  Arteries 

HANS  KAUNITZ,  M.D. 


May  7,  1970  and  May  14,  1970 

8:30  p.m.,  Thursdays 

St.  Luke’s  Hospital  Center 

Sunderland  Auditorium 
1 1 4th  Street  and  Amsterdam  Avenue 

May  7 

Cancer  in  Children 

HAROLD  DARGEON,  M.D. 

May  14 

Geriatric  Ophthalmology 

HOWARD  WEISBERG,  M.D. 

CREDIT:  C-l 


FRIDAY,  MAY  8 

7: 30-9:30  p.m. 

The  New  York  Polyclinic  Medical  School  and 
Hospital 

345  West  50th  Street 

SYMPOSIUM  ON  STROKE 
NEUROLOGICAL  DIAGNOSIS  AND 


1006  New  York  State  Journal  of  Medicine  / April  15,  1970 

WGO-4 


PHYSIATRIC  MANAGEMENT 


ASA  P.  RUSKIN,  M.D. 
DAVID  LEVY,  M.D. 


8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

WHEN  YOU  TALK  TO  YOURSELF,  DO 
YOU  LISTEN? 

MARIE  R.  APOUTO,  M.D. 

American  Institute  for  Psychoanalysis 


SATURDAY,  MAY  9 

8 : 50  a.m. 

State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

Alumni  Day 

ADVANCES  IN  MEDICINE 

Session  I — Alumni  Memorial  Hall 

1.  Pica  in  the  Adult 

HERBERT  UCHTMAN,  M.D. 

2.  Current  Trends  in  Cosmetic  Surgery 

BERTRAM  E.  BROMBERG,  M.D. 

3.  Intraluminal  Phase  of  Fat  Absorption 

VINCENT  P.  MAZZEO,  M.D. 

Lutheran  Medical  Center 

Session  II — First  Floor  Lecture  Hall 

1.  Radiation  Therapy  and  Radical  Sur- 
gery in  Cancer  of  the  Head  and  Neck 

VICTOR  D.  DEMBROW,  M.D. 

Jackson  Memorial  Hospital,  Miami 

2.  Congential  Heart  Disease  in  the  Adult 

HERBERT  MARK,  M.D. 

Jersey  City  Medical  Center 

3.  Present  Status  of  Humidification  of  the 
Lungs 

E.  STEWART  OWRE,  M.D. 

The  Long  Island  College  Hospital 


Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

310  East  14th  Street 

NINTH  ANNUAL  ADVANCED 
CONTACT  LENS  SEMINAR 

Program  Coordinators ; 

JORGE  N.  BUXTON,  M.D.,  FRANK  B.  HOEFLE,  M.D 
and  MR.  JAMES  J.  KOVERMAN 


FEE:  $50 

20  for  Accredited  Residents  and  Fellows 

For  further  information,  please  write:  JANE  STARK, 

Registrar,  New  York  Eye  and  Ear  Infirmary,  310  East 
1 4th  Street,  N.Y.,  N.Y.  1 0003. 


May  10,  1970  / May  14,  1970 

New  York  State  Academy  of  General 
Practice 

Stotler  Hilton  Hotel 

ANNUAL  CONVENTION 

Address  Inquiries  to:  Mr.  Lawrence  Kennedy,  84  Main 

Street,  Binghamton,  N.Y.  1 3905. 

CREDIT:  C-l 


May  10,  1970  / May  13,  1970 

Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary 

31  0 East  1 4th  Street 

First  Annual  Post-Graduate  Course 
for  Specialists  in  Otolaryngology 

THE  INTRODUCTION  TO  FUNCTIONAL 
CORRECTIVE  SURGERY  OF  THE  NASAL 
SEPTUM  AND  CLOSELY  RELATED 
STRUCTURES 

FEE:  $1  75  (Luncheon  included) 

Please  write:  Jane  Stark,  Registrar,  at  the  above 

address. 


May  1 1,  1970  / May  13,  1970 

New  York  Medical  College 
Department  of  Surgery 

College  Auditorium 

Fifth  Avenue  at  1 06th  Street 

SYMPOSIUM  ON  CURRENT  CONCEPTS 
IN  CLINICAL  CANCER 

FEE:  $100 

For  information,  contact:  JANE  C.  WRIGHT,  M.D., 

Division  of  Post  Graduate  Education,  at  the  above 
address. 


May  1 1,  1970  / May  15,  1970 

Albert  Einstein  College  of  Medicine 
Department  of  Radiology 

1 300  Morris  Park  Avenue 
Bronx 

THIRD  NEURORADIOLOGY 
POSTGRADUATE  COURSE 

Please  contact:  MANNIE  M.  SCHECHTER,  M.D., 

Program  Director,  Neuroradiology  Postgraduate  Course, 
at  the  above  address. 
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MONDAY,  MAY  11 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

TREATMENT  OF  RHEUMATOID 
ARTHRITIS 

HARRY  SPIERA,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


8 : 30  p.m. 

Beth  Israel  Medical  Center 

1 0 Nathan  D.  Perlman  Place 
Dazian  Pavilion  Auditorium 

Medical-Surgical  Thoracic  Conference 

PERFORATIONS  OF  THE  ESOPHAGUS 

WALTER  A.  WICHERN,  JR.,  M.D. 

Roosevelt  Hospital 

TUESDAY,  MAY  12 

7:15  p.m. 

The  Bronx  Chapter  of  the  American 
College  of  Surgeons 

Alex  and  Henry’s 
Bronx 

PULMONARY  INSUFFICIENCY  AFTER 
INJURY 

FRANCIS  D.  MOORE,  M.D. 

Harvard  Medical  School 


FRIDAY,  MAY  13 
New  York  Surgical  Society 

2 East  103rd  Street 

1.  Case  Report:  Radical  Right  Hepatic 

Lobectomy  for  Hepatoblastoma  in  a 
Four  Month  Old:  Four  Year  Survival 

WILLIAM  M.  STAHL,  M.D. 

2.  Papers: 

Congential  Hypoplasia  of  the  Thumb: 
A Rationale  for  Surgical  Management 

J.  WILLIAM  LITTLER,  M.D., 

RICHARD  G.  EATON,  M.D. 

Functional  Evaluation  of  Replanted 
Lungs  After  One  Year  Or  Longer 

A.  A.  GARZON,  M.D.,  S.  GOLDSTEIN,  M.D., 

S.  DUTTA,  M.D.,  N.  PALEY,  M.D., 

KARL  E.  KARLSON,  M.D. 

Carcinoma  of  the  Colon:  Results 
of  Resection  in  300  Cases 

CHARLES  R.  KUEHNER,  M.D., 

HOWARD  R.  NAY,  M.D.,  JOHN  P.  WEST,  M.D. 


May  13,  1970  / June  17,  1970 

8:00-10:00  a.m.,  Wednesdays 

Downstate  Medical  Center 
Coney  Island  Hospital 

Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
OBSTETRICS  AND  GYNECOLOGY  FOR 
COMMUNITY  PHYSICIANS 

ALOIS  VASICKA,  M.D. 

YONG  J.  KIM,  M.D. 

CREDIT:  C-l 


THURSDAY,  MAY  14 

10:00  a.m. 

The  Leo  M.  Taran  Foundation  in  conjunction 
with  the  New  York  Medical  College 

6th  floor  Auditorium,  Metropolitan  Hospital 
97th  Street  at  First  Avenue 

GENETICS  IN  CARDIOLOGY 

CATHERINE  NEILL,  M.D. 

Johns  Hopkins  School  of  Medicine 

8 : 00  p.m. 

Brooklyn  Neurological  Society 

Lecture  Hall  No.  2,  Basic  Science  Building 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

THE  CHEMOTHERAPY  OF  BRAIN 
TUMORS 

MICHAEL  D.  WALKER,  M.D. 

National  Cancer  Institute,  NIH 


9:00  p.m. 

Booth  Memorial  Hospital 

Main  Street  and  Booth  Memorial  Avenue 
Flushing 

ISOTOPES  IN  DETECTION  AND 
TREATMENT  OF  CANCER 

ELIAS  RAND,  M.D. 

Downstate  Medical  Center 


May  IS,  1970  / May  17,  1970 

The  Long  Island  Jewish  Medical  Center 

Hotel  Americana 

The  IX  International  Symposium  on 

VECTORCARDIOGRAPHY 

Write  for  program:  Room  106,  The  Long  Island  Jewish 

Medical  Center,  270-05  76th  Avenue,  New  Hyde  Park, 
N.Y.  1 1 040. 
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BUFFALO 


THURSDAY,  MAY  7 

8:15  a.m.,  Registration 

School  of  Medicine 

State  University  of  New  York  of  Buffalo 
Stotler  Hilton  Hotel 

A Symposium  in  Continuing  Medical  Education  on 

OTOLARYNGOLOGY 

Morning  Session 

1.  Current  Indications  and  Attitudes  Con- 

cerning Tonsillectomy  and  Adenoi- 
dectomy:  Panel  Discussion 

H.  E.  BOZER,  M.D.,  Moderator 

2.  The  Healthy  Nose  is  a Happy  Nose 

NORMAN  HABER,  M.D. 

Afternoon  Session 

1.  Otologic  Questions  and  Answers: 
Panel  Discussion 

HERTZEL  ROTENBERG,  M.D.,  Moderator 

2.  Head  and  Neck:  Problem  Diagnosis 

JOHN  M.  LORE,  JR.,  M.D.,  Moderator 

CREDIT:  C-l 

Note:  This  program  will  devote  its  attention  to 

everyday  problems  of  medical  practice  for  the 
internist,  the  pediatrician  and  the  generalist,  as  well 
as  the  otolaryngologist. 


May  14,  1970  and  May  15,  1970 

8:15  a.m.  Registration,  Thursday 

School  of  Medicine 

State  University  of  New  York  at  Buffalo 
Statler  Hilton  Hotel 

NEW  ADJUNCTS  IN  ANESTHESIOLOGY 

1.  Obstetrical  Anesthesia  and  Manage- 
ment of  Fetal  Distress 

GEORGE  F.  CONNELL,  M.D. 

2.  Hepatotoxicity  Related  to  Halogenated 
Anesthetics 

JAMES  P.  NOLAN,  M.D. 

3.  Nephrotoxicity  Related  to  Halogenated 
Anesthetics 

ALLEN  B.  DOBKIN,  M.D. 

Upstate  Medical  Center  at  Syracuse 

Thursday  Afternoon 

1.  Clinical  Properties  of  Ethrane,  A New 
Halogenated  Anesthetic 

ALLEN  B.  DOBKIN,  M.D. 

2.  Some  Basic  Aspects  of  Fluid  and 
Electrolyte  Therapy 

ROBERT  J.  SCHUDER,  M.D. 


3.  Outpatient  Anesthesia 

SAMUEL  L.  LIEBERMAN,  M.D. 

4.  Assignments  to  Workshops 

Friday  Morning 

CLINICAL  MONITORING  IN 
ANESTHESIA 

Workshops  at  the  Following  Hospitals: 

1.  Buffalo  Children’s  Hospital 

MARTIN  J.  DOWNEY,  JR.,  M.D. 

2.  Buffalo  General  Hospital 

RICHARD  N.  TERRY,  M.D. 

3.  E.J.  Meyer  Memorial  Hospital 

ROSS  MARKELLO,  M.D. 

4.  Millard  Fillmore  Hospital 

KENNETH  A.  KELLY,  JR.,  M.D. 

5.  Roswell  Park  Memorial  Institute 

JACOBUS  W.  MOSTERT,  M.D. 

6.  Sisters  of  Charity  Hospital 

ROBERT  J.  DEAN,  M.D. 

Friday  Afternoon 

1.  Central  Venous  Pressure 

2.  Neuromuscular  Block  Monitoring 

3.  Additional  Electives:  Electroen- 

cephalogram, Direct  Arterial  Pressure, 
etc. 

CREDIT:  C-l 


TWO-WAY  TELEPHONE 
CONFERENCES 


This  year  the  two-way  telephone  conference  continues 
in  an  expanded  format.  Four  series  of  programs  are 
presented: 

A weekly  series  of  general  interest  considered  useful  to 
any  and  all  physicians.  This  series  is  presented  on  Tuesday 
mornings. 

The  once-a-month  city-wide  Obstetrics  and  Gynecology 
Conference  meeting  at  9:00  A.M.,  usually  on  the  first 
Wednesday  of  the  month. 

The  once-a-month  Pediatrics  Conference  from  Children's 
Hospital  presented  at  10:00  A.M.,  on  the  second  Friday  of 
each  month. 

The  once-a-month  series  on  trauma  presented  on  the 
fourth  Thursday  at  1 0: 30  A.M. 

There  are  now  51  hospital-outlets  on  the  network  which 
continues  to  grow. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.,  Tel  (716) 
833-2726. 
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Moderator: 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  New  York  14214 
Tel.  (716)  833-2726,  Ext.  51 

PROGRAMS  IN  1970 
May  7 

Ear,  Nose  and  Throat 
May  14  and  15 

New  Adjuncts  in  Anesthesiology 
May  27  and  28 
Geriatric  Medicine 
June  1 and  2 

Rehabilitation  of  Strokes  and  Spinal  Cord 
Injuries 

CREDIT:  C-l 


GROSSINGER’S  (SULLIVAN  COUNTY) 


May  1,  1970  and  May  2,  1970 

Friday  and  Saturday 

New  York  State  Osteopathic  Society 

Grossinger's  Hotel 
Grossinger  in  Sullivan  County 

72nd  Annual  Convention 

RECENT  ADVANCES  IN  CARDIOLOGY 

Friday  Morning  Session  starting  at  9:00  a.m. 

1.  Patterns  of  Coronary  Arterial  Disease 
and  Their  Surgical  Significance 

MICHAEL  E.  DeBAKEY,  M.D. 

Baylor  University  College  of  Medicine,  Texas 

2.  Status  of  Cardiac  Transplantation  and 
the  Rejection  Problem 

CHRISTIAAN  BARNARD,  M.D. 

University  of  Cape  Town,  South  Africa 

3.  Recent  Advances  in  Cardiac  Surgery 

C.  WALTON  LILLEHEI,  M.D. 

Cornell  University  Medical  College 

4.  Reconstruction  of  the  Cardiac  Valves 
with  Fascia  Lata 

CHARLES  P.  BAILEY,  M.D. 

St.  Barnabas  Hospital,  Bronx 

5.  The  Future  of  Cardiac  Surgery 
Panel  Discussion 

The  Above  Speakers 

Friday  Evening  Session  starting  at  8:30  p.m. 

Round  Table  Conference 

INDICATIONS  FOR  SURGERY  IN 
ACQUIRED  AND  CONGENITAL 
HEART  DISEASE 
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WILLIAM  MILLER,  D.O. 

Osteopathic  Hospital  and  Clinic  of  New  York 

Discussants: 

JOHN  FETZER,  D.O. 

Detroit  Osteopathic  Hospital 
WILLIAM  STRONG,  D.O. 

Osteopathic  Hospital  and  Clinic  of  New  York 
HARRY  SIMMONS,  D.O. 

Riverside  Osteopathic  Hospital 
Trenton,  Michigan 

Saturday  Morning  Session 

1.  Current  Trends  in  the  Management  of 
Myocardial  Infarction 

WILLIAM  DAIBER,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine 

2.  The  Diagnosis  of  Coronary  Artery 
Disease,  Latent  and  Symptomatic 

ARTHUR  M.  MASTER,  M.D. 

The  Mount  Sinai  Hospital 

3.  Long  Term  Care  of  the  Patient  with 
Coronary  Artery  Disease 

JOSEPH  ROGERS,  D.O. 

Detroit  Osteopathic  Hospital 

4.  The  Cardiac  Patient:  Surgical  vs. 

Medical  Approach 

Round  Table  Conference 

Moderator: 

MILTON  STEINBERG,  D.O. 

Interboro  General  Hospital,  Brooklyn 

Panelists: 

PHILIP  FLEISHER,  D.O. 

Osteopathic  Hospital  and  Clinic  of  New  York 
HAROLD  YABLIN,  D.O. 

Doctors  Hospital,  Tonawanda,  N.Y. 

JOSEPH  ROGERS,  D.O. 

WILLIAM  DAIBER,  D.O. 

Saturday  Afternoon  Session 

THOUGHTS  ON  THE  PREVENTION  OF 
HEART  DISEASE 

PAUL  DUDLEY  WHITE,  M.D. 

Harvard  Medical  School 

For  information  write:  BEN  C.  SCHARF,  D.O.,  Ex. 

Secty.,  NYSOS,  1973  Morris  Gate,  Seaford,  N.Y. 
1 1783.  (516)  TA  6-221  2. 

CREDIT:  C-l 


NASSAU  COUNTY 


May  6,  1 970  and  May  1 3,  1 970 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

Given  by  the  Department  of  Endocrinology 
Meadowbrook  Hospital 


April  15,  1970 


May  6 

Hyperthyroidism — Diagnosis  and 
Treatment 

M.  GOLDSMITH,  M.D. 

May  13 
Thyroiditis 

M.  ROGINSKY,  M.D. 


PLATTSBURGH 


SATURDAY,  MAY  2 

9 1 00  a.m.— 4 : 30  p.m. 

New  York  State  Surgical  Division  of 
United  States  Section 

International  College  of  Surgeons 

State  University  College  of  Arts  and  Science 

CANCER  DAY  1970 

1.  New  Concepts  in  Surgery  of  Breast 
Cancer 

HENRY  P.  LEIS,  M.D. 

New  York  Medical  College 

2.  Epidemiology  of  Cancer 

ABRAHAM  OPPENHEIM,  M.D. 

New  York  Medical  College 

3.  Radiology  in  Diagnosis  and  Manage- 
ment of  Cancer  of  the  Breast  and  Fe- 
male Reproductive  Organs 

RITA  GIROLAMO,  M.D. 

New  York  Medicol  College 

4.  Cancer  of  the  Ovaries  and  Vulva 

HUGH  R.  K.  BARBER,  M.D. 

Cornell  University  Medical  College 

5.  Chemotherapy  of  Cancer  of  the  Breast 
and  Female  Reproductive  Organs, 
Past,  Present  and  Future 

GEORGE  ESCHER,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied  Diseases 

6.  New  Concepts  in  Diagnosis  and  Man- 
agement of  Cancer  of  the  Cervix  and 
Corpus  Uteri 

JOHN  MIKUTA,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

Question  and  answer  period  will  follow  each 
speaker. 

CREDIT:  C-l 


POUGHKEEPSIE 


THURSDAY,  MAY  14 

9 1 00  a.m.— 5:00  p.m. 

St.  Francis  Hospital 
A TEACHING  DAY  IN 


ENDOCRINOLOGY 

Hahnemann  Medical  School  Faculty 

1.  Diagnosis  and  Treatment  of  Pituitary 
Tumors 

N.  SCHNEEBERG,  M.D. 

2.  Male  Hypogonadism 

G.  SIEGEL,  M.D. 

3.  Adrenal  Hyperfunction  and  Adrenal 
Function  Tests 

N.  SCHNEEBERG,  M.D. 

4.  Congenital  Adrenal  Hyperplasis  and 
< Adrenogenital  Syndrome 

L.  KRYSTON,  M.D. 

5.  Question  period  with  the 

Above  Speakers 
Afternoon  Session 

1.  Hyperthyroidism  — Pathophysiology, 
Diagnosis  and  Management 

R.  SHAW,  M.D. 

2.  Primary,  Secondary  and  Tertiary 
Hyperparathyroidism 

L MILLS,  M.D. 

3.  Question  period  with  the 

Above  Speakers 
CREDIT:  C-1 


ROCHESTER 


May  14,  1970  and  May  15,  1970 

Afternoon  and  Evening 

The  Rochester  Ophthalmological  Society 

University  of  Rochester  Medical  Center 
and  the  University  Club 

1.  Afternoon  Clinical  Session  at  the 
University  Medical  Center 

2.  Dinner  and  Memorial  Lecture 
Thyroid  Exophthalmopathy 

JOSEPH  A.  C.  WADSWORTH,  M.D. 

Duke  University  Medical  Center 

3.  Friday,  May  15th  session  will  include 

FRANCIS  L’ESPERANCE,  M.D.,  THOMAS  KEARNS, 
and  GEORGE  SPAETH  M.D.,  as  Guest  Lecturers  M.D. 


REMINDER 

PLEASE  RENEW  YOUR  SUBSCRIPTION  TO 
"WHAT  GOES  ON”  BY  MAILING  IN 
YOUR  CHECK  FOR  $3.00. 


April  15,  1970  / New  York  State  Journal  of  Medicine  1011 

WGO-9 


SUFFOLK  COUNTY 


May  5,  1970  and  May  12,  1970 

8:30  a.m.,  Tuesdays 

Good  Samaritan  Hospital 

Montauk  Highway 
West  Islip 

May  5 

Hemangiomas — What  To  Do  About  Them 
(Film) 

RICHARD  K.  SCHER,  M.D. 

May  12 

Warts — What  To  Do  About  Them 

JOHN  RUPPE,  M.D. 


THURSDAY,  MAY  7 

8;  45  a.m.-l  2 : 30  p.m. 

St.  Charles  Hospital 

Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

Cleft  Palate  Rehabilitation  Clinic 
Ninth  Annual  Symposium 

THE  CARE  AND  TREATMENT  OF 
CHILDREN  WITH  CONGENITAL 
DEFORMITIES  OF  THE  LIP  AND  PALATE 

1.  Welcome  and  Introduction  to  Con- 
genial Clefts  of  the  Lip  and  Palate 

ERWIN  C.  LUBIT,  D.D.S. 

2.  Pediatric  Problems — Nursing  Care  in 
the  Hospital  and  at  Home 

ANTHONY  GRECO,  M.D. 

3.  Surgical  Repair  of  Oral  Clefts 

MILTON  TUERK,  M.D.,  D.D.S. 

4.  Hearing  Loss,  the  Tonsil  and  Adenoid 
Problem 

H.  G.  LOWENKRON,  M.D. 

5.  Associated  Dental  Problems 

MARK  CHERCHES,  D.D.S. 

6.  Oral  Orthopedics  and  Orthodontics 

ERWIN  C.  LUBIT  D.D.S. 

7.  Psychological  Considerations 

ALAN  ROSENZWEIG,  M.S. 

8.  Speech  Defects  Resulting  from  Oral 
Clefts 

JOHN  BRYANT,  M.A. 

9.  The  Use  of  Obturators  and  Pharyn- 
geal Flaps  in  Cleft  Palate  Speech 

ROBERT  E.  LARSEN,  M.D. 

10.  Movie:  Lubit  Palatal  Exerciser 

ROBERT  E.  LARSEN,  M.S.; 

ERWIN  C.  LUBIT,  D.D.S. 


11.  Team  Approach  to  Cleft  Palate 
Problems  Referral  and  Diagnostic 
Procedures 

MARYLIN  BLEVINS 

12.  Question  and  Answer  Session 

Entire  Staff 


FRIDAY,  MAY  8 

9:00  a.m. 

Suffolk  County  Heart  Association 
Good  Samaritan  Hospital 

Auditorium 
West  Islip 

DIAGNOSTIC  AND  SURGICAL 
MANAGEMENT  OF  NEONATAL 
HEART  DISEASE 

THOMAS  G.  McLOUGHLIN,  M.D. 

Guest  Speaker: 

ROBERT  W.  M.  FRATER,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  C-1 


NEW  JERSEY 


May  16,  1970  / May  19,  1970 

Saturday-Tuesday 

The  Medical  Society  of  New  Jersey 

Haddon  Hall 
Atlantic  City 

204th  ANNUAL  MEETING 

Write  for  Program:  Mrs.  Marion  R.  Walton,  Convention 

Manager,  The  Medical  Society  of  New  Jersey,  31  5 
West  State  Street,  Trenton,  N.J.  08605  or  P.O.  Box 
904. 


PHYSICIANS’  PLACEMENT 


FORT  COVINGTON,  N.Y.,  Franklin,  County.  Two  Physi- 
cians wanted  for  a new  Medical  Building. 

CONTACT:  MR.  DONALD  J.  ELLIOTT,  Dir.,  Personnel  Re- 
cruitment, Salmon  River  Medical  Center,  Inc.,  Fort  Coving- 
ton, N.Y.  1 2937. 


FULTON,  N.Y.,  Oswego  County.  G.P.  and  Specialist  in 
Urology. 

CONTACT:  MR.  LOUIS  C.  BROWN,  Admin.,  Lee  Memorial 
Hospital,  Fulton,  N.Y.  1 3069. 
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before  and  after  surgery 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin 15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


1013 


1014 


EACH  TESTAND-B  TABLET  CONTAINS 


Ethinyl  Estradiol  0 005  mg. 

Methyltestosterone 1.25  mg. 

L-lysine  100  mg. 

Glutamic  Acid  Hydrochloride 60  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid 12.5  mg. 

Ferrous  Iron 2.82  mg. 

Vitamin  A 2.500  U.  S.  P.  Units 

Vitamin  D 250  U.  S P Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol  10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide)  0 25  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 


Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  "middle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required  In  females.  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets.  Rx  only.  Also  available 
Testand-B  injection  . vials  of  10  cc. 

Testand-B tablets 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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Noses 
run  in  # 
families 


but  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
prompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 

Neo-Synephrine  has  been  so  dependable  for  so  long— over 
30  years  — it  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
for  ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
to  he-man's  cold  or  baby's  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  'A  % is  safe 
even  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
ciliary  activity  and  has  little  rebound  tendency.  Used  promptly, 
Neo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
children  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
and  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  Vs  % for  infants,  ’A  % 
for  children,  V2 % for  adults.  Also  available:  Neo-Synephrine 
Compound  Cold  Tablets. 

Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 

has  them  all! 
a strength  for  all  ages 
for  congestion  of  all  stages 

IA//tTfh/Tjp  Winthrop  Laboratories,  New  York,  N Y.  10016 
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Now  it's  official. 

Now  one  of  the  safest  investments 
in  the  world  brings  you  new  and 
higher  returns. 

Now  your  U.S.  Savings  Bonds 
pay  the  highest  interest  in  history: 
a full  5 per  cent  when  held  to 
maturity  of  5 years  and  10  months. 
(4%  the  first  year;  5.20%  thereafter 
to  maturity).  Previously,  these  bonds 
earned  you  only  ■\V*%  if  you  held 
them  for  seven  years. 

The  new  interest  began  June  1, 
1969.  So  all  of  the  bonds  you  own, 
no  matter  when  you  bought  them, 
have  been  collecting  higher  interest 
since  that  time. 

Th  ose  bonds  are  still  replaced  if 
lost,  stolen  or  burned. 

You  can  still  buy  them  through 
the  payroll  savings  or  a bond-a- 


month  plan. 

Regardless  of  your  other  invest- 
ments, can  you  think  of  any  easier, 
better,  or  safer  way  to  build  a nest 
egg  for  yourself? 

It’s  nice  to  know  that  you  are 
doing  a little  something  for  Uncle 
Sam,  too.  The  $52  billion  in  U.S. 
Savings  Bonds  now  outstanding  in 
the  hands  of  millions  of  Americans 
go  a long  way  toward  keeping  your 
country  financially  strong. 

There  never  was  a better  time 


to  take  stock 
America. 

There’samanat 
the  place  where 
you  work  who 
can  start  you  on 
the  Payroll  Sav- 


ings Plan  right  now. 
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Bonds  are  safe.  If  lost,  stolen,  or  destroyed,  we  replace  them. 

When  needed,  they  can  be  cashed  at  your  bank.  Tax  may  be  deferred  until 
redemption.  And  always  remember,  Bonds  are  a proud  way  to  save. 

Take  stock  in  America. 
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Medical  News 


Effect  of  hormones  on  liver 
topic  of  study 

The  effect  of  hormones,  including  those  in 
birth  control  “pills,”  on  the  liver  will  be  studied 
at  Roswell  Park  Memorial  Institute,  in  Buffalo, 
under  a $35,000  research  grant  from  the  Na- 
tional Institute  of  Arthritis  and  Metabolic  Dis- 
ease of  the  National  Institutes  of  Health. 

The  study  at  the  New  York  State  Health  De- 
partment’s cancer  research  and  treatment  cen- 
ter will  be  directed  by  Rashad  Y.  Kirdani, 
Ph.D.,  associate  cancer  research  scientist.  The 
research  will  help  to  develop,  for  the  first  time, 
a comprehensive,  accurate  understanding  of 
the  excretion  of  oral  contraceptive  drugs  in  bile 
and  urine,  and  the  effects  of  estrogen  hormones 
on  the  liver. 

Clinic  opened  for  treatment  of 
Parkinson’s  disease 

A clinic  for  the  treatment  of  patients  with 
Parkinson’s  disease  using  the  drug  L-dopa  was 
opened  recently  at  the  Downstate  Medical  Cen- 
ter, under  the  direction  of  Arthur  J.  Lapovsky, 
M.D.,  clinical  associate  professor  of  neurology. 

All  patients  with  Parkinson’s  disease  are 
eligible  for  diagnosis  at  the  clinic.  Treatment 
will  generally  be  refused  to  those  who  are  preg- 
nant, have  serious  heart  or  kidney  disease,  or 
early,  minimal  symptoms  of  Parkinson’s  dis- 
ease. 

Albany  RMP  sponsors 
nutrition  conferences 

The  Albany  Regional  Medical  Program  will 
institute  continuing  education  conferences  for 
dietitians  and  other  nutrition  specialists  over 
Albany  Medical  College’s  two-way  radio  net- 
work beginning  in  May,  Frank  M.  Woolsey,  Jr., 
M.D.,  ARMP  director,  announced. 

The  ARMP  conferences,  broadcast  to  52  hos- 
pitals in  a five-state  area,  are  designed  to  bring 
current  information  to  health  manpower  with- 
out requiring  them  to  travel  farther  than  their 
local  hospital,  Dr.  Woolsey  said. 

“Last  December’s  White  House  Conference 
on  Food,  Nutrition,  and  Health  alerted  us  that 
malnutrition  in  the  United  States — particularly 
in  vulnerable  population  groups,  such  as  pre- 
school children,  the  aged,  teenagers,  and  the 
poor — is  a serious  medical  problem,”  Dr. 
Woolsey  said.  “We  hope  these  conferences  will 
lead  to  renewed  awareness  of  the  importance 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


of  proper  nutrition  by  professionals  and  by 
the  public  in  our  Region.” 

Last  December,  the  Regional  Medical  Pro- 
gram formed  a special  consulting  group  of 
area  nutrition  specialists  to  help  develop  ac- 
tivities that  would  lead  to  improved  health 
standards.  As  one  of  their  first  projects,  the 
consultants  recommended  development  of  the 
radio  education  efforts. 

Serving  on  the  Consulting  Group  for  Dieti- 
tians are:  John  H.  Browe,  M.D.,  director  of 

the  bureau  of  nutrition,  New  York  State  De- 
partment of  Health;  Gary  L.  Cloud,  Service 
Systems  Corporation,  Bennington,  Vermont; 
Jean  Harvey,  administrative  dietitian,  Kings- 
ton Hospital;  Elizabeth  Hesser,  clinical  dieti- 
tian, Albany  Medical  College;  Elizabeth  Kieler, 
therapeutic  dietitian  at  Mary  Imogene  Bassett 
Hospital,  Cooperstown;  Margaret  F.  Koniz, 
president,  Mid-Hudson  Dietetic  Association; 
Edith  McHugh,  president,  Hudson  Valley  Die- 
tetic Association;  Mary  Mclnerney,  senior 
public  health  nutritionist,  Albany  Regional  Of- 
fice of  the  New  York  State  Health  Department; 
Louise  Miller,  instructor  in  nutrition,  Memorial 
Hospital  School  of  Nursing;  and  Jo  S.  Pahopin, 
Ph.D.,  director  of  home  economics,  State  Uni- 
versity College  at  Plattsburgh. 

Ward  L.  Oliver,  M.D.,  assistant  professor  of 
postgraduate  medicine,  Albany  Medical  College, 
is  chairman  and  the  ARMP  staff  representative 
on  the  Consulting  Group. 

The  Regional  Medical  Program  is  a tri-state 
effort  to  improve  health  care  by  encouraging 
new  ways  to  make  medical  services  more  avail- 
able and  by  stimulating  cooperative  efforts 
among  health  practitioners.  The  Albany  pro- 
gram, one  of  55  similar  efforts  across  the  na- 
tion, covers  24  counties  in  northeastern  New 
York,  western  Massachusetts,  and  southern 
Vermont. 

Personalities 

Appointed.  Robert  J.  Anderson,  M.D.,  as  man- 
aging director  of  the  National  Tuberculosis  and 
Respiratory  Disease  Association  . . . Lawrence 
Scherr,  M.D.,  as  acting  associate  dean  of  the 
New  York  Hospital-Cornell  Medical  Center  and 
acting  director  of  academic  affairs  at  North 
Shore  Hospital. 

Elected.  John  S.  Laughlin,  M.D.,  New  York 
City,  as  president  of  the  Radiation  Research 
Society. 

Named.  Hollis  S.  Ingraham,  M.D.,  New  York 
State  health  commissioner,  as  president  of  the 
National  Health  Council  and  president-elect  of 
the  Association  of  State  and  Territorial  Health 
Officers. 
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You  see  her  from  45  to  55  with 

hot  flushes 

night  sweats 

fatigue 

headache 

palpitations 

emotional  distress 


TREAT  HER  WITH  PREMARIN  (conjugated  estro- 
gens—equine).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional  — due  to 
estrogen  deficiency.  It  usually  provides  a "sense 
of  well-being”. ..helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (conjugated  estrogens 
— equine).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 
estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
stage— whether  she  is  45  and  suffering  symptoms 
of  the  menopause.. .a  grandmother  of  60  with 
atrophic  vaginal  tissue... or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 
BRIEF  SUMMARY 

PREMARIN®  (conjugated  estrogens— equine). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  tor  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple);  No.  866—1.25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  100  and  1,000. 
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Medical  Meetings 


Drug  procedures  for  hospitals  topic  of 
program 

A program  designed  to  introduce  drug  room 
personnel  and  community  pharmacists  to  the 
latest  procedures  for  hospital  pharmacies,  spon- 
sored by  the  Central  New  York  Regional  Medi- 
cal Program,  will  be  held  at  the  Upstate  Medi- 
cal Center  in  Syracuse,  on  May  9. 

Pharmacy  aides,  technicians,  nurses,  and 
others  working  within  the  pharmacy  area  of 
small  hospitals  as  well  as  community  pharma- 
cists serving  as  consultants  are  being  urged  to 
attend. 

The  session,  cosponsored  by  the  Central  New 
York  Hospital  Association  and  the  Upstate 
Medical  Center’s  Department  of  Pharmacy, 
will  include  demonstrations  of  new  operating 
methods  and  a tour  of  the  pharmacy  at  State 
University  Hospital. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Medical  Society  of  the  State  of 


Annual  Convention 


February  14  through  18,  1971 
The  Americana,  New  York  City 


Topics  to  be  covered  include  drug-patient 
identification  control;  drug  manufacturing  pro- 
cedures (compliance  with  New  York  State  and 
Federal  regulations)  ; narcotic  sedative  and 
stimulant  drug  control ; drug  dispensing  pro- 
cedures (in  emergencies  and  when  the  pharma- 
cist is  not  on  the  premise)  ; and  unit  dose  medi- 
cations. 


Multiphasic  screening  topic  of  lecture 

The  Council  of  the  New  York  Chapter  of  The 
Association  of  Military  Surgeons  of  the  United 
States  is  sponsoring  a lecture  on  “Multiphasic 
Screening”  to  be  given  at  a meeting  of  the  New 
York  Chapter  on  May  16,  at  7:30  P.M.,  at  the 
Officers  Club,  Governor’s  Island.  Guest  speaker 
will  be  John  C.  Duffy,  M.D.,  of  the  Medical 
Department,  International  Business  Machine 
Corporation. 


New  York 
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Medical  Schools 


Downstate  Medical  Center 

Annual  alumni  reunion  day.  A special  scien- 
tific program  on  Advances  in  Medicine  will  be 
presented  on  May  9 at  the  annual  alumni  re- 
union day  by  members  of  the  class  of  ’45. 
Session  I,  starting  at  8:50  a.m.,  Alumni  Me- 
morial Hall,  will  present:  Stanley  D.  Ber- 

liner, M.D.,  ’50,  president,  Alumni  Association; 
8:55  a.m.,  Benjamin  A.  Rosenberg,  M.D.,  ’50, 
chairman,  Alumni  Day  1970;  9:00  a.m.,  “Pica 
in  the  Adult,”  by  Herbert  Lichtman,  M.D.,  pro- 
fessor of  medicine,  director,  hematology  sec- 
tion, Downstate;  9:30  a.m.,  “Current  Trends 
in  Cosmetic  Surgery,”  by  Bertram  E.  Brom- 
berg, M.D.,  associate  professor  of  surgery,  di- 
rector, division  of  plastic  surgery,  Downstate; 
10:00  a.m.,  “Intraluminal  Phase  of  Fat  Ab- 
sorption,” Vincent  P.  Mazzeo,  M.D.,  clinical 
assistant  professor  of  medicine,  attending  phy- 
sician, Lutheran  Medical  Center  and  the  Long 
Island  College  Hospital.  Session  II  will  be 
held  in  the  first  floor  lecture  hall  starting  at: 
10:45  a.m.,  “Radiation  Therapy  and  Radical 
Surgery  in  Cancer  of  the  Head  and  Neck,”  by 
Victor  D.  Dembrow,  M.D.,  attending  surgeon, 
Jackson  Memorial  Hospital  (Miami)  and 
Mount  Sinai  Hospital  (Miami  Beach);  11:15 
a.m.,  “Congenital  Heart  Disease  in  the  Adult.” 
by  Herbert  Mark,  M.D.,  director  of  medicine, 
Jersey  City  Medical  Center;  and  “Present 
Status  of  Humidification  of  the  Lungs,”  by  F. 
Stewart  Owre,  M.D.,  director  of  anesthesiolo<ry, 
the  Long  Island  College  Hospital. 

Grants.  A total  of  $1,177,685  was  received  dur- 
ing December,  1969,  and  January,  1970,  for  28 
research  and  training  grants.  The  awards  pro- 
vide for  six  new  projects,  10  renewals,  and  12 
supplements. 


Recent  appointments  and  promotions.  Recently 
appointed  were:  Cesar  A.  Diaz,  M.D.,  clinical 

instructor,  pediatrics;  Bertrand  G.  Winsberg, 
M.D.,  clinical  assistant  professor,  psychiatry. 
Promotions:  Conrado  T.  Derecho,  M.D.,  in- 

structor, anesthesiology;  Donald  A.  Gerber, 
M.D.,  Sherwood  P.  Miller,  M.D.,  Norman  Kras- 
now,  M.D.,  Richard  Levere,  M.D.,  and  Bernard 
M.  Wechsler,  M.D.,  associate  professors,  medi- 
cine; James  H.  Nelson,  Jr.,  M.D.,  professor, 
obstetrics  and  gynecology;  Yale  Rosen,  M.D., 
Evelyne  F.  Toni,  M.D.,  Mehdi  Vaseghi,  M.D., 
and  Carolyn  A.  Webber,  M.D.,  assistant  pro- 
fessors, pathology;  Rita  G.  Harper,  M.D.,  and 
Qutubuddin  H.  Qazi,  M.B.B.S.,  assistant  pro- 
fessors, pediatrics;  Chien-Yuan  Kao,  M.D.,  pro- 
fessor, pharmacology;  Irwin  Feinberg,  M.D., 
professor,  and  Milton  Sirota,  M.D.,  assistant 
professor,  psychiatry;  David  L.  Benninghoff, 
M.D.,  professor,  and  Roman  Dziadiw,  M.D., 
associate  professor,  radiology;  Carl  R.  Good- 
man, M.D.,  assistant  professor,  rehabilitation 
medicine;  Horace  Herbsman,  M.D.,  associate 
professor,  surgery;  and  Robert  E.  Hackett, 
M.B.B.S.,  F.R.C.S.,  assistant  professor,  urology. 


University  of  Rochester  School  of 
Medicine  and  Dentistry 

New  associate  dean.  Ernest  W.  Saward,  M.D., 
has  been  appointed  associate  dean  for  extra- 
mural affairs  effective  July  1.  Dr.  Saward  will 
also  serve  as  professor  of  social  medicine  and 
medicine.  Currently,  he  is  medical  director  of 
the  Permanente  Clinic,  Kaiser  Foundation  Hos- 
pitals and  Kaiser  Foundation  Health  Plant, 
Portland,  Oregon. 
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Choloxin' 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  ipedtoris;  his- 
tory of  myocardial  infarction;  cardiac  arrhythmia  or  tachy- 
cardia, either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (othe1- 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED,  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII.  VIII,  IX.  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED,  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
be  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2"  ii  incidence),  arrhythmia  (0.5"  n),  myocardial 
ischemia  (<0.1°/o),  cardiomegaly  ( <0.1°  n),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2'Vo).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  _A  few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  l“/o.  Headache,  changes  in  libido,  hoarse- 
ness, tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  l"  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  C.I.  hemor- 
rhages each  occurred  in  less  than  l°/o  of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3%. 

DOSACE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemic  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg./kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg. /kg.,  to  be  increased  in  0.05  mg./kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 
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tions can  yield  an  answer  to  this  question. 
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Editorials 


Foreign-trained  full-time  faculty  in  United  States 
medical  schools* 


In  the  year  ending  June  30,  1968,  returns 
were  received  from  19,303  full-time  faculty 
members  holding  doctorate  degrees  with  the 
academic  rank  of  assistant  professor  or 
above.  Of  these,  12,867  held  the  degree  of 
M.D.  or  its  equivalent;  and  6,436  held  the 
Ph.D.  or  its  equivalent. 

There  has  been  considerable  interest  in 
the  influx  of  foreign-trained  physicians  in 
the  health  delivery  system  of  the  United 
States.  This  presentation  indicates  the 
substantial  role  of  foreign-trained  physi- 
cians and  scientists  in  the  health  education 
system. 

Table  I summarizes  the  numbers  of  for- 
eign doctorate  degrees  held  by  full-time 
faculty.  Of  all  full-time  faculty,  15.3  per 
cent  received  their  degrees  from  institu- 
tions outside  of  the  United  States  (2.0  per 

'datagrams,  vol.  11,  no.  9,  March,  1970. 


cent  were  Canadian),  17.8  per  cent  of  M.D. 
degrees  were  awarded  outside  the  United 
States  (2.4  per  cent  were  Canadian)  and 
10.3  per  cent  Ph.D.  degrees  were  awarded 
by  foreign  institutions  (1.3  per  cent  were 
Canadian) . 

If  a standard  full-time  faculty  consists  of 
150  clinicians  and  60  basic  scientists,  the 
foreign-trained  contingent  provides  staff 
for  more  than  ten  United  States  medical 
schools. 

The  figures  do  not  show  the  contribution 
of  part-time  or  voluntary  clinical  faculty. 

Table  II  indicates  the  geographic  distri- 
bution of  this  component  of  the  faculty. 

The  research  on  which  this  publication  is 
based  was  performed  pursuant  to  Contract 
No.  NIH-70-2022  with  the  National  Insti- 
tute of  Health,  Public  Health  Service,  De- 
partment of  Health,  Education,  and  Wel- 
fare. 


TABLE  I.  Foreign-trained  full-time  faculty-FY  1968 


Title 

Total 

Canadian 

Other  Foreign 

Total  Foreign 

PhD. 

6,436 

85 

581 

666 

M.D. 

12,867 

312 

1,983 

2,295 

Total 

19,303 

397 

2,564 

2,961 

TABLE  II. 

Geographic  source  of  full-time  faculty 

Region 

Ph.D.’s 

M.D.’s 

Total 

United  Kingdom,  Eire 

and  Commonwealth  (except  Canada) 

284 

418 

702 

Western  Europe: 

159 

597 

756 

France,  Switzerland.  Low  Countries 

54 

149 

Germany,  Austria 

69 

261 

Scandinavia 

19 

36 

Italy,  Spain,  Portugal 

17 

143 

Eastern  Europe  (including  USSR) 

33 

163 

196 

Latin  America 

16 

309 

325 

Middle  East 

9 

108 

117 

India,  Pakistan,  Iran 

26 

82 

108 

Far  East,  Indonesia 

65 

234 

299 

May  1,  1970  / New  York  State  Journal  of  Medicine  1033 


Nominating 

Committee 

Appointed 


The  following  Nominating  Committee  for  1970-1971  has  been  appointed 
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Edgar  P.  Berry,  M.D.,  New  York 


1034  New  York  State  Journal  of  Medicine  / May  1,  1970 


ATTENTION 

PROFESSIONAL 

■ 

TAX  ADVISORS 

If  you  are  seeking  special  situations  on 
behalf  of  your  clients  for  the  creation  and 
acquisition  of  tax  oriented  investments  in 
sophisticated  fields  such  as:  sea  farming, 
buffalo,  timber,  mining  etc.  . . 

it  would  be  wise  for  you  to  enlist  the  aid  of 

FIIIUCIAUY  CAPITAL  COKP. 

(a  public  company  OTC) 

375  Park  Avenue  New  York,  N.  Y.  10022 

212  355-5601 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 


STABILITY  . . . 

SUPERVISION  . . . 
SERVICE  . . . 


a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-nine  years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 


Frank  W.  Appleton 

Indemnity  Representative 

George  A.  Wright,  Jr.  Thomas  F.  X.  Baldwin 

Asst.  Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
212-684-3211 


1035 


A urinary  tract 
infection  was 
eliminated  last  week 


Intestinal  monilial 
overgrowth 
has  appeared  this  week 


For  women  who  are  diabetic  or  debilitated,  oral  anti- 
biotic therapy  often  sets  the  stage  for  monilial  over- 
growth in  the  intestine. 

When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethychlortetra- 
cycline  with  the  antifungal  effectiveness  of  nystatin 
-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many 
women  patients;  individual  culture  studies  will  show 
exactly  where  this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin'  300 


Effectiveness  Because  its  antibacterial  component  is 
)ECLOMYCIN*  Demethylchlortetracyclme,  DECLOSTATIN  should 
)e  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline- sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Zontraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
isual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions:  Overgrowth  of  nonsusceplible  organisms  may  occur 
Constant  observation  is  essential  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


Demethylchlortetracyclme  HCi  300  mg 
and  Nystatin  500,000  units 
Capsule-Shaped  Tablets  Lederle 

intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation  , 
of  treatment. 

Side  Effects  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin  — 
maculopapular  and  erythematous  rashes,  a rare  case  of  exfoliative 
dermatitis  has  been  reported  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare)  Kidney  — rise  in  BUN,  apparently 
dose-related  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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Scientific  Articles 


Dupuytren’s  Contracture 


Warning  of  Diabetes? 


MAXWELL  SPRING.  M.D. 
The  Bronx,  New  York 
HENRY  FLECK.  M.D. 
The  Bronx,  New  York 
BURTON  D.  COHEN,  M.D. 
The  Bronx,  New  York 

From  the  Departments  of  Medicine  (Dr.  Spring 
and  Dr.  Cohen)  and  Rehabilitation  Medicine  (Dr. 

Fleck)  of  the  Bronx-Lebanon  Hospital  Center 

Dupuytren’s  contracture  is  a spontane- 
ously occurring,  idiopathic  thickening  of  the 
palmar  fascia  leading  to  variable  degrees  of 
flexion  deformity,  usually  of  the  fourth  and 
fifth  metacarpophalangeal  joints.  In  its 
earliest  recognizable  stage  it  appears  as  a 
painless  nodule  at  the  distal,  palmar  crease 
in  line  with  the  fourth  finger  (Fig.  1).  The 
deformity  is  principally  a disease  of  males 
of  the  white  race  involving,  most  commonly, 
the  right  hand  and  occurring  predominantly 
in  the  middle  and  late  years  of  life. 

While  the  condition  conventionally  falls 
under  the  purview  of  the  orthopedist,  our 
interest  stems  from  the  impressive  number 
of  cases  encountered  in  the  adult  diabetes 
clinic.  The  following  represents  two  sepa- 
rate surveys  undertaken  in  an  effort  to  de- 
termine first,  the  prevalence  of  the  deform- 
ity in  a group  of  known  diabetic  patients 
and,  second,  the  alteration  in  glucose  toler- 
ance and  the  frequency  of  abnormal  electro- 
myographic findings  in  nondiabetic  indi- 
viduals with  the  contracture. 


Method 

Four  hundred  consecutive  patients  from 
the  diabetes  clinic  (Group  I)  were  examined 
for  changes  in  the  palmar  fascia  and  com- 
pared with  500  presumably  nondiabetic  sub- 
jects from  the  general  medical  clinic  (Group 
II).  Both  groups  were  screened  by  the 
same  examiner  (M.S.).  Since  the  deformity 
is  rare  in  young  people,  the  age  range  of  the 
study  group  is  limited  to  the  years  forty  to 
ninety-five  with  a mean  age  of  sixty-one 
plus  or  minus  eleven.  The  range  in  the  con- 
trol group  was  forty  to  eighty-eight  with  a 
mean  of  fifty-nine  plus  or  minus  twelve. 
Thickening  or  beading  of  the  palmar  fascia 
is  classified  as  “mild”  or  “early”  contracture 
while  the  terms  “advanced”  or  “severe”  re- 
fer to  those  instances  in  which  extension  of 
the  fourth  or  fifth  fingers  is  restricted. 

Fifty-four  individuals  without  manifest 
diabetes  (33  males  and  21  females)  and  with 
all  stages  of  Dupuytren’s  contracture 
(Group  III)  were  studied  using  the  rapid 
intravenous  glucose  tolerance  test  as  de- 
scribed by  Amatuzio.1  The  age  range  of 
this  group  was  forty-three  to  ninety  with  a 
mean  age  of  sixty-seven  plus  or  minus  nine. 
A control  group  consisted  of  33  unselected 
individuals  without  known  diabetes  or  con- 
tracture (15  males  and  18  females)  ranging 
in  age  from  forty  to  eighty-two  with  a mean 
of  sixty-two  plus  or  minus  thirteen  (Group 
IV).  Tests  were  performed  on  an  ambula- 
tory basis  following  an  overnight  fast.  The 
mean  fasting  blood  sugar  of  the  study  group 
was  93  ± 24  mg.  per  100  ml.,  that  of  the  con- 
trol group,  89  ± 11. 

In  Groups  III  and  IV  an  infusion  of  30 
Gm.  of  glucose  intravenously  as  30  per 
cent  solution  was  accomplished  at  a fixed 
rate  of  15.3  ml.  per  minute  by  means  of  a 
constant  infusion  pump.  A cannula  in  a 
second  vein  for  withdrawal  of  samples  every 
twelve  minutes  was  maintained  patent  by 
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FIGURE  1.  Varieties  of  Dupuytren’s  contracture  illustrated  in  ascending  order  of  severity. 


infusion  of  saline  at  a rate  of  0.2  ml.  per 
minute.  Venous  blood  samples  were  ana- 
lyzed in  duplicate  by  the  Shaffer-Hartman 
and  Nelson  method,  and  the  natural  loga- 
rithm of  the  “increment  blood  glucose’’ 
plotted  for  calculation  of  the  rate  of  disap- 
pearance constant  for  glucose  as  described 
by  Amatuzio.1 

Twenty-five  of  the  subjects  in  Group  III 
with  varied  advanced  contractures  and  with- 
out manifest  diabetes  were  further  studied 
by  means  of  electrodiagnostic  procedures. 
Conduction  velocity  studies  were  done  with 
standard  disk  electrodes  in  a flexible  frame, 
spread  2 cm.  apart,  center  to  center,  applied 
to  the  skin  overlying  the  muscle  belly.  For 
the  median  nerve  the  abductor  pollicis 


brevis  was  used,  for  the  ulnar  nerve  the 
abductor  digiti  minimi.  Electromyographic 
exploration  was  done  with  coaxial  electrodes 
of  the  conical,  dental  type  with  the  angle  of 
bevel  about  30  degrees.  Exploration  was 
done  in  as  many  directions  as  possible 
through  the  point  of  insertion.  In  some  pa- 
tients the  intrinsics  were  explored;  in 
others,  the  intrinsics  as  well  as  the  flexors 
in  the  forearm.  The  amplifier  used  was  the 
Teca  electromyogram,  model  T2.* 

Results 

The  prevalence  of  Dupuytren’s  contrac- 

* Teoa  Corporation,  White  Plains,  New  York. 
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TABLE  I.  Reported  relationship  of  diabetes  to  Dupuytren’s  contracture  in  diabetic  and 

nondiabetic  patients 


Condition  and  Author 

Year 

Number  of 
Patients 
Examined 

Contracture 

Noted 

Per  Cent 

Diabetic  cases 

Teshemacher- 

1904 

213 

32 

15 

Davis  and  Finesilver3 

1932 

200 

6 

3 

Cammarn  and  Weckesser' 

1961 

598 

60 

10 

Paeslack9 

1962 

475 

117 

25 

Ricci  and  Tovanella6 

1963 

804 

79 

10 

Schneider7 

1964 

716 

229 

32 

Montenero  et  al .s 

1964 

1,816 

391 

21 

Ipbuker  and  Erkurt9 

1965 

716 

93 

13 

Spring  et  al.  (Group  I) 

1969 

400 

83 

21 

Nondiabetic  cases 

Davis  and  Finesilver3 

1932 

641 

7 

1 

Paeslack6 

1962 

1,000 

84 

8 

Ricci  and  Tovanella6 

1963 

1,098 

40 

4 

Spring  et  al.  (Group  II) 

1969 

500 

27 

5 

TABLE  II.  Rate  disappearance  constant  of  glucose  in 

nondiabetic  patients  with  Dupuytren's  contracture 

Group 

Number 

Age 

(years) 

Constant) 

Control  (Group  IV) 

33 

62  ± 13* 

3.67  ±2.28 

Dupuytren’s  (Group  III) 

54 

67  ± 9 

2.54  ± 1.08 

* Mean  ± standard  deviation, 
f Per  cent  per  minute. 


ture  in  the  400  known  diabetic  subjects 
(Group  I)  is  listed  in  Table  I.  Of  the  83 
patients  with  palmar  thickening  or  contrac- 
ture, 63  (76  per  cent)  were  above  the  mean 
age  of  sixty-one,  confirming  the  reported 
higher  incidence  in  the  older-age  group. 
Thirty  cases  (36  per  cent)  had  severe  de- 
formity. There  was  no  correlation  of  the 
contracture  with  duration  or  control  of  dia- 
betes, presence  of  other  diseases,  complica- 
tions of  diabetes,  or  type  of  therapy  used  in 
the  management  of  diabetes. 

The  mean  rate  disappearance  constant  of 
glucose  for  the  group  with  Dupuytren’s  con- 
tracture is  compared  with  that  of  the  con- 
trol group  in  Table  II.  Since  the  value  of 
the  constant  has  been  shown  to  diminish 
over  age  fifty10  and  since  the  majority  of 
patients  and  controls  studied  fall  into  this 
age  range,  no  effort  is  made  arbitrarily  to 
assign  a value  defining  latent  diabetes.  A 
statistically  significant  difference  in  the 
rate  of  glucose  utilization  (p  < 0.0025)  is 
noted,  however,  between  the  group  of  pa- 
tients with  Dupuytren’s  contracture  and 
age-matched  controls. 


Ten  of  the  patients  in  Group  III,  none  of 
whom  were  known  to  be  diabetic,  were 
further  studied  with  the  standard  oral  glu- 
cose tolerance  test.  The  response,  in  each 
instance,  was  abnormal  with  mean  values 
for  fasting  blood  sugar  as  follows:  104  ± 

14;  one-half  hour,  188  ± 45;  one  hour,  224 
± 34;  two  hours,  211  ± 29;  and  three  hours, 
151  ± 40. 

In  the  25  nondiabetic  patients  (10  female, 
15  male)  with  Dupuytren’s  contracture  who 
underwent  electrodiagnostic  studies,  there 
was  no  evidence  of  generalized  muscular- 
atrophy  which  might  alter  glucose  me- 
tabolism.11 Motor  conduction  velocities  of 
the  ulnar  and  median  nerves  on  the  involved 
side  were  always  above  40  M.  per  second 
(Fig.  2).  These  velocities  are  considered 
within  normal  limits  for  the  age  group  and, 
therefore,  do  not  indicate  involvement  of  the 
axons.  Nevertheless,  such  involvement  be- 
came evident  on  exploration  of  the  muscles 
with  coaxial  electrodes.  In  24  patients  there 
was  evidence  of  denervation  in  the  form  of 
fibrillations,  increased  incidence  of  neuro- 
genic polyphasic  potentials,  and  a remark- 
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FIGURE  2.  Motor  conduction  velocities  in  25 
patients  with  Dupuytren’s  contracture  and  with- 
out manifest  diabetes.  Ulnar  velocities,  in  gen- 
eral, ranged  from  50  to  70  M.  per  second  as  de- 
fined by  dashed  lines;  median  velocities  from  50 
to  60  M.  per  second  between  abscissa  and  dash- 
dot  line. 


able  rise  in  high-frequency  discharges.12 
The  picture  is  that  of  an  early  neuropathy 
with  patchy  denervation  of  terminal  axon 
fibers  and  involvement  of  sensory  fibers. 
Sensory  latencies  in  a few  of  the  patients 
examined  were  prolonged,  particularly,  in 
those  who  complained  of  paresthesia  in  the 
fingers.  Four  of  the  24  subjects  with  neu- 
ropathy, as  defined  by  these  studies,  did  not 
show  abnormal  intravenous  glucose  toler- 
ance. In  1 subject  with  an  abnormal  glu- 
cose tolerance  there  was  no  demonstrable 
neuropathy. 


Comment 

The  presence  of  Dupuytren’s  contracture 
in  patients  with  diabetes  was  concurrently 
noted  in  1883  by  Cayla13  who  described  2 
cases  and  Viger14  who  reported  7 instances. 
Since  then,  several  authors  have  called  at- 
tention to  the  possibility  of  an  increased 
incidence  of  the  deformity  in  diabetic  pa- 
tients with  estimates  ranging  from  3 to  32 
per  cent.2  n Assessment  of  the  frequency  of 
Dupuytren’s  contracture  in  the  population 
at  large,  on  the  other  hand,  ranges  from  1 
to  8 per  cent  which  is  comparable  to  the  in- 
cidence of  5 per  cent  in  nondiabetic  controls 
reported  in  the  present  study.8'6-6  These 
data  are  summarized  in  Table  I. 


In  three  such  surveys  the  incidence  of 
overt  diabetes  was  examined  in  patients 
with  the  contracture;  results  ranged  widely 
from  1 to  20  per  cent.3-15-16  In  one  study  an 
incidence  of  35  per  cent  is  reported  when  a 
group  of  apparent  nondiabetic  patients  with 
contracture  were  examined  using  a 2-dose 
glucose  tolerance  procedure.1 

While  the  surveys  reported  suggest  a re- 
lationship between  glucose  tolerance  and 
Dupuytren’s  contracture,  the  striking  cor- 
relation with  electromyographic  abnormal- 
ity is  of  profound  interest  in  so  far  as  it 
permits  speculation  as  to  the  nature  of  the 
concurrence  of  the  two  disorders.  Diabetes, 
in  its  earliest  stages,  is  known  to  affect 
structure  and  function  in  at  least  two  areas: 
the  small  peripheral  vessels  and  the  long 
peripheral  nerves.  Moreover,  diabetes  is 
probably  the  major  reservoir  of  peripheral 
angiopathy  and  neuropathy  in  the  popula- 
tion today.  Cammarn  and  Weekesser4  in  a 
histologic  study  of  the  palmar  fascia  of  pa- 
tients with  the  deformity,  compared  findings 
in  those  with  and  without  concomitant  dia- 
betes. Using  a variety  of  staining  technics, 
they  found  no  changes  characteristic  of  dia- 
betes in  the  vessels  of  either  group. 

From  our  data,  it  appears  that  Du- 
puytren’s contracture  is  a manifestation  of 
chronic  neuropathy.  It  would  appear, 
therefore,  that  its  increased  incidence  in 
diabetes,  both  latent  and  overt,  reflects  sim- 
ply the  high  incidence  of  chronic  peripheral 
neuropathy  in  diabetes  and,  conversely,  such 
a coincidence  should  be  anticipated  in  any 
chronic  disease  associated  with  peripheral 
neuropathy,  for  example,  chronic  alcoholism. 

Finally,  it  should  be  noted  that  these  sta- 
tistical findings,  whether  or  not  they  con- 
tribute to  our  understanding  of  mechanisms, 
should  alert  the  clinician  to  the  possibility 
of  diabetes  in  any  patient  with  palmar 
thickening  or  contracture. 

Summary 

Two  complementary  surveys  are  reported, 
assaying  first,  the  prevalence  of  Dupuytren’s 
contracture  in  patients  with  known  diabetes 
and  second,  abnormalities  of  glucose  toler- 
ance and  electromyographic  findings  in  non- 
diabetic subjects  with  Dupuytren’s  contrac- 
ture. 

The  results  indicate  a remarkable  rela- 
tionship between  altered  glucose  tolerance 
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and  changes  in  the  palmar  fascia  attribut- 
able to  the  peripheral  neuropathies  common 
to  both  diabetes  and  Dupuytren’s  contrac- 
tu re. 
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found  (on  a weight-per-weight  basis)  in  higher 
concentrations  in  hair  than  in  any  other  tissue. 
It  cannot  be  extracted  by  washing  or  with 
solvents. 

In  a previous  study  of  17  children,  Kopito, 
Briley,  and  Schwachman  ascertained  that  the 
determination  of  stored  lead  in  scalp  hair 
showed  an  accumulation  which  correlated  well 
with  the  time  and  duration  of  exposure  and 
other  clinical  and  laboratory  data.  The  pres- 
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ent  report  [Journal  of  the  American  Medical 
Association  209:  (July  14)  1969]  described 

findings  in  5 girls  (4  were  sisters  and  one  a 
cousin  who  lived  nearby,  ages  three  to  seven) 
in  whom  the  diagnosis  of  lead  intoxication  was 
initially  suspected  because  of  grossly  elevated 
lead  content  in  scalp  hair.  One  of  these  chil- 
dren had  had  a history  of  plumbism. 

From  their  experience,  the  authors  conclude 
that  scalp  hair  lead  content  is  a valuable  diag- 
nostic aid  in  chronic  or  mild  intoxication, 
particularly  when  other  evidence  is  doubtful. 
Hair  keeps  on  growing,  storing  lead  for  long 
periods.  Since  scalp  hair  grows  at  a constant 
rate  (about  0.4  mm.  a day  in  children),  the 
time  and  duration  of  unusually  high  accumula- 
tions can  be  determined.  The  authors  chart 
micrograms  per  gram  of  hair  by  the  distance  in 
millimeters  of  the  hair  segment  from  the  scalp 
over  a given  period  of  time.  Since  hair  speci- 
mens are  easy  to  get,  store,  transport,  and 
analyze,  this  may  be  a convenient  method  of 
finding  children  exposed  to  lead. 
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Reports  on  the  clinical,  radiographic,  and 
electrocardiographic  findings  of  aneurysm 
of  the  left  ventricle  abound  in  the  litera- 
ture.1"5 In  the  individual  case,  however,  the 
diagnosis  is  often  missed  if  contrast  studies 
of  the  left  ventricle  are  not  performed. 
Early  diagnosis  is  vital  for  two  reasons: 
first,  88  per  cent  of  the  patients  with  post- 
infarction aneurysm  die  within  five  years 
after  the  infarction,10  and  second,  surgical 
intervention  is  now  possible  with  low  mor- 
tality rates  and  good  results.7  8 

Selective  ventriculography  of  the  left  ven- 
tricle and  coronary  arteriography  have  been 
recommended  before  surgical  treatment  of 
these  conditions.5'9  We  believe  that  angio- 
graphic study  should  be  routinely  performed 
in  patients  with  severe  coronary  artery  dis- 
ease and  should  consist  of  two  equally  im- 
portant phases:  (1)  coronary  arteriography 
to  establish  the  extent  and  severity  of  the 
arterial  involvement,  and  (2)  cine  ventric- 
ulography of  the  left  ventricle  to  demon- 
strate the  altered  motion  and  size  of  the 
heart,  the  thinning  of  the  left  ventricular 
wall  (the  aneurysm  itself),  and  the  size  and 

* Supported  in  part  by  a research  grant  from  the  Bio- 
medical Research  Department  of  Atlas  Chemical  Industries, 
Inc.,  Wilmington,  Delaware 


shape  of  thrombus  formation,  if  any. 

This  investigation  correlates  the  history, 
physical  findings,  electrocardiogram  findings 
with  patient  at  rest,  routine  chest  x-ray 
film,  and  the  results  of  coronary  arteri- 
ography and  ventriculography  in  25  cases 
of  postinfarction  aneurysm  of  the  left 
ventricle. 

Material  and  methods 

We  found  35  cases  of  postinfarction 
aneurysm  of  the  left  ventricle  in  the  cine 
ventriculograms  of  111  patients  with  cor- 
onary atherosclerotic  involvement  who  had 
been  admitted  to  our  laboratory  between 
January,  1967,  and  April,  1968.  Twenty- 
five  cases  were  selected  and  analyzed  in 
depth.  In  10  of  these  25  patients,  the  diag- 
nosis was  confirmed  at  the  time  of  surgical 
intervention  or  at  post  mortem.  The  re- 
maining 15  patients  were  either  awaiting 
surgical  intervention  (aneurysmectomy)  or 
were  receiving  medical  therapy  and  were 
considered  as  potential  candidates  for  heart 
transplant. 

These  patients  had  a complete  clinical 
history,  electrocardiogram  performed  while 
at  rest,  and  two  x-ray  film  views  of  the 
chest,  taken  the  day  before  the  procedure. 
Hemodynamic  and  angiographic  studies  in- 
cluded measurement  of  the  left  ventricular 
and  aortic  pressures,  selective  opacifications 
of  the  coronary  arteries  in  multiple  views, 
and  cine  ventriculography  of  the  left  ven- 
tricles in  the  right  anterior  oblique  projec- 
tion.910 Image  intensification  fluoroscopy 
was  also  performed  as  an  integral  part  of 
the  diagnostic  procedures.  The  right  bra- 
chial artery  was  exposed  under  local  anes- 
thesia and  sutured  at  the  completion  of  the 
study  with  good  re-establishment  of  the 
radial  pulse.  Methylglucamine  diatrizoate 
(Renografin  76)  was  the  contrast  agent 
used  in  all  the  coronary  and  ventricular  in- 
jections. 

We  used  a 6-inch  Philips  image  intensi- 
fies 35-mm.  Arriflex  cine  camera,  and  Ko- 
dak double-X  35-mm.  film.  The  bottom  of 
the  image  intensifier  was  maintained  at  15 
inches  above  table  top  to  achieve  approxi- 
mately 2.5  times  image  magnification.  The 
films  were  processed  through  a Fisher  proc- 
ess-all in  Pix  x-ray  developer  at  a tem- 
perature of  83  F.  and  a speed  of  5 feet  per 
minute.  The  arteriograms  were  viewed  on 
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FIGURE  1.  Male,  fifty-seven-years  old,  with  typical  tracing  demonstrating  anteroseptal  and  diaphrag- 
matic infarction,  ST-T  segment  elevation  in  V»  to  V6and  inversion  of  T wave  in  I,  VI,  V6,  and  V8. 


a Tage-Arnoe  35-mm.  editor-viewer.  Se- 
lected frames  were  printed  through  a con- 
ventional enlarger  with  the  Fotorite  quick- 
processing method. 

We  analyzed  the  following  parameters : 

Clinical  history:  Sex,  age,  history  of  an- 

gina and  its  onset,  history  of  myocardial  in- 
farction and  the  date  of  its  occurrence,  and 
previous  history  of  heart  failure. 

Physical  findings : Presence  or  absence 

of  ventricular  and  atrial  gallop,  murmurs, 
abnormal  pulsations  in  the  precordium,  and 
blood  pressure  at  the  moment  of  the  proce- 
dure. 

Electrocardiography : Rhythm,  presence 

or  absence  of  abnormalities  in  the  ST-T  seg- 
ment, and  T and  Q waves. 

Roentgenographic  findings:  Presence  of 

cardiomegaly  and  abnormalities  in  the  con- 
tour of  the  left  ventricle. 

Retrograde  catheterization  of  left  side  of 
heart:  Left  ventricular  end-diastolic  and 

aortic  pressure  before  and  after  the  injec- 
tion of  contrast  agent. 

Coronary  arteriography  and  left  ventric- 
ulography: Localization  and  degree  of  ath- 

erosclerotic involvement  of  the  coronary 
arteries  and  localization  and  size  of  the  ven- 
tricular aneurysm. 

The  diagnosis  of  ventricular  aneurysm 
was  made  whenever  we  could  demonstrate 


an  out-pouching  of  a portion  of  the  ventric- 
ular wall  with  or  without  pai-adoxical  ex- 
pansion (dyskinesis)  or  a well-defined  im- 
mobile area  within  the  walls  of  the  left  ven- 
tricle (akinesis).  This  was  in  accordance 
with  the  criteria  of  Gorlin,  Klein,  and  Sulli- 
van.11 

Results 

Histories.  Twenty  patients  were  men 
and  5 were  women.  Four  patients  were  less 
than  forty  years  old,  6 were  in  their  forties, 
and  15  were  from  fifty  to  sixty  years  old. 
All  the  patients  had  a clinical  history  of 
myocardial  infarction  or  severe  angina  pec- 
toris before  the  catheterization. 

Twenty  patients,  80  per  cent,  had  severe 
angina  pectoris  before  the  catheterization, 
8 of  them  for  less  than  a year,  and  the  others 
for  one  to  eight  years.  Fourteen  had  a 
history  of  both  myocardial  infarction  and 
angina.  Nineteen  patients,  76  per  cent,  had 
had  a previous  episode  of  myocardial  in- 
farction, and  3 of  them  had  had  two  epi- 
sodes. Two  patients  had  a history  of  heart 
failure. 

The  period  between  the  clinical  manifes- 
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FIGURE  2.  Left  half  shows  unretouched  reproduction  of  35-mm.  cine  frames  of  sixty-year-old  man; 
right  half  shows  line  drawings  of  same  frames.  Top  to  bottom  shows  left  coronary  artery  (LCA)  opac- 
ified in  right  anterior  oblique  (RAO),  arrows  point  to  extremely  severe  narrowing  of  main  left  coro- 
nary artery.  Right  coronary  artery  (RCA)  opacified  in  left  anterior  oblique.  Complete  occlusion  of 
main  right  coronary  artery  in  its  middle  portion.  Ventriculogram  of  left  ventricle  in  right  anterior 
oblique  shows  aneurysm  (A)  of  anterior  left  ventricular  wall,  confirmed  by  surgical  procedure. 


tation  of  myocardial  infarction  and  the 
catheterization  was  three  months  to  a year 
in  11  cases,  one  to  five  years  in  5 cases,  and 
five  to  fifteen  years  in  3 cases. 

Physical  examinations.  The  positive 
physical  findings  at  the  time  of  the  diag- 
nostic studies  were  as  follows:  A paradoxi- 


cal impulse  was  detected  in  2 patients, 
ventricular  gallop  in  2 others,  and  systolic 
murmur  at  the  apex,  grade  II/VI,  with  radi- 
ation to  the  axilla  in  1 case.  The  arterial 
pressure  was  normal  in  all  patients  at  the 
time  the  procedure  was  performed. 

Electrocardiographic  findings.  One 
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patient  had  atrial  fibrillation.  In  23  pa- 
tients, 92  per  cent,  we  found  electrocardio- 
graphic evidence  of  myocardial  infarction. 
The  ST-T  segment  was  elevated  in  10  cases, 
40  per  cent,  and  depressed  in  2,  8 per  cent 
(Fig.  1).  There  was  symmetrical  inversion 
of  the  T wave  in  20  cases,  80  per  cent,  and 
symmetrical,  high  voltage  positive  T wave 
in  1,  4 per  cent  (Fig.  1). 

The  localization  of  the  infarction  shown 
on  electrocardiograms  was  as  follows:  An- 
terior 4,  anterolateral  3,  diaphragmatic  5, 


FIGURE  3.  Above.  This  sixty-year-old  man 
shows  opacification  of  left  coronary  artery  in  left 
anterior  oblique,  complete  occlusion  of  left  an- 
terior descending  artery,  and  ventriculogram  of 
left  ventricle  during  systole.  Large  apical  aneu- 
rysm with  filling  defect  suggesting  thrombus  for- 
mation (T)  confirmed  by  surgical  procedure. 
Left  shows  left  index  finger  of  surgeon  enucleat- 
ing, through  incision  in  left  ventricle,  large  apical 
thrombus,  size  of  chestnut. 

diaphragmatic  and  anterolateral  2,  inferior 
two  thirds  of  septum  5,  middle  one  third  of 
septum  2,  septal  and  diaphragmatic  1,  and 
diaphragmatic  and  anteroseptal  1 (Fig.  1). 

Cardiac  catheterization  and  contrast  stud- 
ies showed  that  21  patients  (84  per  cent) 
had  disease  of  both  coronary  arteries  and  4 
(16  per  cent)  had  only  left  coronary  artery 
disease  (Fig.  2) . 

The  localization  of  the  left  ventricular 
aneurysm  was  as  follows : Anterior  9 (Figs. 
2 and  4),  posterior  4,  apical  8 (Fig.  3),  and 
apical  and  anterior  4. 

The  ventriculogram  of  the  left  ventricle 
suggested  the  presence  of  an  apical  throm- 
bus in  1 patient  which  was  confirmed  at 
surgery  (Fig.  3).  The  left  ventricu- 
lar end-diastolic  pressure  was  elevated 
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teriogram.  Table  I summarizes  these  find- 
ings in  our  25  patients. 

Roentgenographic  findings.  The  rou- 
tine roentgenographic  findings  were  within 
normal  limits  as  far  as  heart  size  and  con- 
tour in  11  patients  (44  per  cent).  Car- 
diomegaly  was  present  in  the  other  14 
patients,  56  per  cent.  We  detected  abnor- 
mality in  the  left  ventricular  contour  in  7 pa- 
tients, 28  per  cent;  however,  only  in  2 pa- 
tients did  we  find  the  typical  bulge  (8  per 
cent).  In  1 case  there  was  evidence  of  cal- 
cification (Fig.  4) . 

Image  intensifier  fluoroscopic  examina- 
tion suggested  the  diagnosis  of  ventricular 
aneurysm  in  10  cases,  in  7 of  the  9 patients 
with  anterior  aneurysms,  and  in  3 of  the  4 
patients  with  apical  and  anterior  aneurysms. 
None  of  the  purely  apical  and  posterior 
aneurysms  were  detected  by  this  method. 

Comment 

Ventricular  postinfarction  aneurysms  oc- 
cur more  frequently  in  males,  20  of  25  or 
80  per  cent  of  our  cases.  These  data  con- 
form with  those  of  Sternberg,12  Schlichter, 
Hellerstein,  and  Katz,6  and  Dubnow,  Bur- 
chell,  and  Titus1  The  highest  incidence  of 
postinfarction  ventricular  aneurysm  is  in 
late  adult  life  as  was  demonstrated  by  Mintz 
and  Katz13;  indeed,  all  our  patients  were 
over  thirty-five  years  old  and  17  were  over 
fifty. 

Coronary  atherosclerotic  obstructive  dis- 
ease proved  by  coronary  arteriography  was 
present  and  presumably  the  underlying 


TABLE  I.  Correlation  between  localization  of  aneurysm,  electrocardiogram,  and  coronary  arteriogram 


N umber 
of  Cases 

Necrosis  Seen  on 
Electrocardiogram 

Localization 
of  Aneurysm 

Main  Lesion  Seen  by 
Coronary  Arteriography 

7 

Anterior  or  anterolateral 

Anterior  and/or 
apical 

Left  anterior  descending 

7 

Septal 

Apical  or  an- 
terior 

Left  anterior  descending 

3 

Diaphragmatic 

Posterior 

Right  coronary  artery 

2 

Diaphragmatic 

Apical 

Right  coronary  artery  plus  left  ante- 
rior descending 

1 

Septal  and  diaphragmatic 

Anterior 

Left  anterior  descending  plus  right 
coronary  artery 

1 

Diaphragmatic  and 
anterolateral 

Posterior 

Left  anterior  descending  plus  right 
coronary  artery 

1 

Diaphragmatic  and 
anterolateral 

Anterior 

Left  anterior  descending  plus  right 
coronary  artery 

1 

Anteroseptal  and 

Anterior  and 

Left  anterior  descending  plus  right 

diaphragmatic 

apical 

coronary  artery 

2 

No  evidence 

Anterior 

Left  anterior  descending 

FIGURE  4.  Anteroposterior  view  of  chest  of 
fifty-nine-year-old  male  showing  typical  bulging 
of  shadow  on  left  side  of  heart  and  calcification 
of  aneurysm  wall. 


above  14  mm.  Hg  in  8 cases,  31  per  cent,  and 
was  normal  in  17,  69  per  cent. 

A high  correlation  was  found  between 
the  electrocardiographic  evidence  of  necro- 
sis, the  localization  of  the  aneurysm  by  ven- 
triculography, and  the  main  occlusive  ar- 
terial involvements  seen  on  coronary  ar- 
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cause  of  all  our  cases  of  ventricular  aneu- 
rysm. Conversely,  we  found  ventricular  an- 
eurysm in  32  per  cent  of  patients  with  coro- 
nary heart  disease  referred  to  this  labora- 
tory for  coronary  arteriography  and  ventri- 
culography of  the  left  ventricle  from  Janu- 
ary, 1967,  to  April,  1968.  Dubnow,  Burchell, 
and  Titus1  and  Shanahan''  reported  that  ven- 
tricular aneurysm  occurred  most  frequently 
in  cases  of  triple-vessel  disease.  This  was 
confirmed  by  our  series,  as  21  of  our  25  pa- 
tients with  ventricular  aneurysms  had  in- 
volvement of  the  right,  the  anterior  descend- 
ing, and  the  circumflex  coronary  arteries 
(84  per  cent) . 

All  the  patients  of  this  series  had  normal 
aortic  pressure  at  the  moment  of  catheteri- 
zation. This  observation  differs  from  the 
reports  of  Schlichter.Hellerstein,  and  Katz,'1 
Lillehei  et  al.,~  and  Laake-  but  is  consistent 
with  the  findings  of  Parkinson,  Bedford, 
and  Thomson.3  However,  it  is  possible  that 
some  of  our  patients  had  been  hypertensive 
in  the  past. 

The  so-called  “typical”  physical  findings 
described  in  the  literature,  such  as  para- 
doxical impulse,  ventricular  gallop,  and  api- 
cal systolic  and  diastolic  murmur,  were 
seldom  present  in  our  cases.  In  20  patients, 
the  physical  examination  results  were  within 
normal  limits.  Only  in  2 patients  did  we 
detect  ventricular  gallop  before  the  cath- 
eterization, a grade  II  systolic  murmur  at 
the  apex  in  1 patient,  and  paradoxical  im- 
pulse in  2 others.  Similarly,  Dubnow,  Bur- 
chell, and  Titus1  report  no  record  of  ab- 
normal physical  findings  in  80  per  cent  of 
the  ventricular  aneurysms  they  discovered 
in  postmortem  examinations. 

The  majority  of  our  cases  demonstrated 
aneurysms  located  at  the  apex  or  along  the 
lateral  wall  of  the  left  ventricle ; there  were 
only  4 posterior  aneurysms.  This  is  in 
agreement  with  the  incidence  previously  re- 
ported in  the  literature.1-1415  We  wish  to 
emphasize  that  one  fourth  of  our  cases,  6 
patients,  had  well-developed  aneurysms  of 
the  left  ventricle  which  were  not  and  could 
not  be  diagnosed  with  conventional  clinical 
methods;  in  other  words,  they  could  not  be 
detected  by  physical  examination,  electro- 
cardiogram, or  chest  roentgenogram.  If  we 
include  in  this  group  those  patients  who 
showed  radiographic  evidence  of  cardiac  en- 
largement without  an  abnormal  contour  of 


the  heart  shadow,  the  percentage  of  “unde- 
tectable” aneurysm  increases  to  36  per  cent, 
9 out  of  25  patients. 

The  low  incidence  of  abnormal  findings  in 
the  routine  chest  x-ray  films  of  our  patients 
confirms  the  observations  of  Bjork,11  Groden 
and  James,15  and  Douglas,  Sferrazza,  and 
Marici.1'1  Kurtzman  and  Lofstrom17  sug- 
gested periodic  fluoroscopic  examination 
with  the  image  intensifier  to  detect  the 
presence  of  aneurysm  of  the  left  ventricle. 
On  the  basis  of  our  data  and  those  from  the 
literature,  we  can  now  state  that  a routine 
chest  x-ray  film  demonstrating  a heart  of 
normal  size  and  contour  does  not  rule  out 
ventricular  aneurysm.  We  found  no  sig- 
nificant difference  in  the  history  or  clinical 
findings  between  the  patients  with  dyskine- 
sis  and  those  who  exhibited  akinesis  as  an 
expression  of  their  ventricular  aneurysm. 

There  is  no  characteristic  electrocardio- 
graphic pattern  of  ventricular  aneurysm, 
even  though  there  was  evidence  of  old  ne- 
crosis in  23  patients,  92  per  cent  of  our 
cases.  The  persistence  of  ST-T  segment 
elevation  was  reported  thirty  years  ago18 
and  found  to  be  present  in  40  per  cent  of  the 
cases. lu  There  are  recent  reports  of  the 
ST-T  segment  elevation  in  79  per  cent  of 
anterior  and  in  50  per  cent  of  posterior 
aneurysms.1  We  found  elevation  of  the 
ST-T  segment  in  40  per  cent  of  the  cases, 
and  we  believe  it  is  a reliable  sign  of  ven- 
tricular aneurysm,  when  present. 

The  normal  left  ventricular  end-diastolic 
pressure  in  nearly  70  per  cent  of  our  pa- 
tients suggests  normal  or  even  increased 
compliance  of  the  left  ventricle,  probably 
related  to  dilatation  without  thickening  of 
the  ventricular  wall.20  This  phenomenon 
resembles  the  normal  or  nearly  normal  left 
atrial  pressure  of  patients  with  severe  mi- 
tral regurgitation  and  giant  left  atrium.21 

All  patients  with  abnormal  left  ventricu- 
lar end-diastolic  pressure  had  elevation  of 
the  ST-T  segment. 

There  was  good  correlation  between  the 
location  of  the  aneurysm  shown  in  the 
left  ventriculogram,  the  area  of  more  ath- 
erosclerotic disease  in  the  coronary  arter- 
ies and  the  area  of  infarction  deter- 
mined by  the  electrocardiogram.  Our  data 
demonstrate  that  ventricular  aneurysms  are 
a frequent  complication  of  severe  coronary 
artery  disease.  Our  incidence  of  32  per  cent 
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is  higher  than  that  reported  by  Morudjinis 
et  al.,22  16  per  cent,  and  similar  to  the  data 
of  Elliot  and  Gorlin.23  It  is  our  belief,  in- 
deed, that  with  improvements  in  technics 
and  diagnostic  acumen,  the  recognition  of 
ventricular  aneurysm  during  life  may  in- 
crease even  further.  The  opportunity  of 
studying  the  pattern  and  behavior  of  ven- 
tricular contraction  in  the  living  patient 
may  lead  to  the  diagnosis  of  ventricular 
aneurysm  even  in  cases  in  which  a post- 
mortem examination  may  not  demonstrate 
such  a lesion.  This  concept  may  raise  ques- 
tions and  disagreements  among  the  purists. 
We  believe  that  the  severity  of  the  disease 
is  directly  related  to  the  functional  dis- 
turbance, rather  than  the  morphology  of  the 
aneurysm.  It  is,  thus,  conceivable  that  a 
portion  of  the  myocardium  may  bulge  dur- 
ing systole,  reducing  markedly  the  efficiency 
of  the  heart  as  a pump  and  yet  be  labeled, 
at  post  mortem,  simply  as  an  area  of  diffuse 
fibrotic  replacement. 

Summary 

In  25  cases  of  postinfarction  aneurysm 
of  the  left  ventricle,  we  compared  the  clini- 
cal, radiologic,  and  electrocardiographic 
data  with  those  of  cine  ventriculography 
and  coronary  arteriography. 

All  cases  had  had  either  clinical  evidence 
of  myocardial  infarction,  severe  episodes  of 
angina  pectoris,  or  both.  All  patients  had 
normal  arterial  pressure  at  the  time  of 
catheterization. 

Murmurs,  gallop  rhythm,  and  abnormal 
apical  impulse  were  often  absent  in  our 
cases.  We  found  a high  incidence  of  normal 
left  ventricular  end-diastolic  pressure  ( 17  of 
25  cases  or  69  per  cent)  and  normal  findings 
on  chest  x-ray  films  (11  of  25  cases  or  44 
per  cent).  In  11  cases  there  was  ST-T  ele- 
vation shown  on  the  electrocardiograms. 

We  found  a high  correlation  between  the 
location  of  the  necrosis  by  electrocardio- 
gram, the  area  of  more  severe  atheroscle- 
rotic disease  in  the  coronary  arteriogram, 
and  the  location  of  the  aneurysm  shown  in 
the  ventriculograms  of  the  left  ventricle. 

Patients  with  severe  angina  and/or  pre- 
vious myocardial  infarction  have  aneurysms 
of  the  left  ventricle  more  frequently  than 
presently  suspected  on  clinical  grounds. 


Ventriculography  is  a sensitive  and  reliable 
test  to  demonstrate  the  presence  of  an- 
eurysm of  the  left  ventricle  during  life.  We 
recommend  that  coronary  arteriography  and 
left  ventriculography  be  routinely  per- 
formed to  complete  the  assessment  of  pa- 
tients with  severe  coronary  artery  disease. 
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Qucroquet1  described  congenital  pseudar- 
throsis of  the  tibia  in  1937  and  Barber2  de- 
scribed congenital  bowing  of  the  lower  leg 
in  1939.  Both  diseases  have  been  the  sub- 
ject of  disagreement  and  investigation  by 
many  authors.  Some  indication  of  the  pres- 
ent degree  of  confusion  is  evident  by  the 
varying  opinions  of  recent  authors  as  to  the 
etiology,  pathogenesis,  and  differential  di- 
agnosis of  the  disease  entity.  While  in 
agreement  as  to  the  location  of  the  lesion, 
Aegerter  and  Kirkpatrick3  and  Jaffe4  are  in 
disagreement  on  many  other  aspects  of  the 
lesion.  Aegerter  ar.d  Kirkpatrick3  define 
congenital  pseudarthrosis  as  “a  pathologic 
entity  characterized  by  a deossification  of  a 
weight-bearing  long  bone,  bending,  patho- 
logic fracture,  and  inability  to  form  normal 
callus  in  healing.”  They  add  that  “the  con- 
dition is  hereditary,  congenital  and  famil- 
ial.” Jaffe4  defines  pseudarthrosis  as  “a 
bowing  deformity  of  the  lower  leg  due  to 
curvature  of  the  tibia  and  also  often  of  the 
fibula.”  Fracture  occurs  at  the  region  of 


the  curvature  and  fails  to  heal.  He  adds 
that  “pigmentation  may  be  present  as  the 
only  stigma  of  neurofibromatosis.”  Neither 
of  these  definitions  would  encompass  the  re- 
cent case  of  pseudarthrosis  of  the  ulna  de- 
scribed by  Cobb.5  He  states,  “In  the  case 
presented,  the  behavior  of  the  forearm  bones 
in  producing  a deformity,  the  reluctance  to 
unite  and  the  lysis  of  the  bone  grafts,  to- 
gether with  the  radiological  appearances, 
strongly  suggest  the  behavior  and  radiologi- 
cal appearances  seen  typically  in  the  tibia.” 
He  adds  that  “the  presence  of  cafe-au-lait 
patches  supports  the  view  that  it  is  a simi- 
larly related  manifestation  of  neurofibroma- 
tosis.” Moore'!  reported  on  the  treatment  of 
8 patients  with  congenital  pseudarthrosis  in- 
cluding one  each  of  the  femur  and  ulna. 

Several  questions  arise  immediately.  Is 
there  a relationship  between  congenital 
pseudarthrosis  and  neurofibromatosis?  Are 
they  part  of  the  same  disease  complex,  and 
may  either  or  both  occur  with  and  without 
cafe-au-lait  patches,  with  and  without  ab- 
normal neural  elements  in  the  involved 
bone?  Moore"  described  localized  hyper- 
trophy of  bone  in  neurofibromatosis.  Aeger- 
ter8 reported  15  cases  of  congenital  pseudar- 
throsis of  bone  of  which  only  10  had  cafe- 
au-lait  patches.  Not  all  the  patients  had 
prominent  hereditary  and  familial  features. 
Aegerter8  describes  the  bone  characteristics 
as  showing  a diffuse  sclerosis  and  bowing. 
He  states,  “In  pseudarthrosis  the  process  is 
diffuse  and  there  is  an  apical  center  which 
finally  gives  way  in  fracture.  The  lesion  is 
not  one  of  focal  destruction  of  normal  bone, 
but  apparently  a growth  aberration  with 
failure  to  produce  normal  bone  and  hammar- 
tomatous  dysplasia.”  He  believes  there  is 
some  relationship  between  congenital  pseu- 
darthrosis, neurofibromatosis,  and  fibrous 
dysplasia.  Jaffe4  strongly  rejects  any  sug- 
gestion of  similarity  or  relationship  to  fi- 
brous dysplasia.  He  believes  that  “much  of 
the  confusion  that  exists  in  the  literature 
about  the  possible  interrelation  between 
neurofibromatosis  and  fibrous  dysplasia 
stems  from  the  erroneous  interpretation  of 
cases  of  disseminated  nonossifying  fibroma 
as  either  neurofibromatosis  or  fibrous  dys- 
plasia.” He  notes  that  in  some  cases  of 
neurofibromatosis,  the  skeletal  aberration 
found  includes  striking  bowing  deformity, 
especially  of  the  lower  tibia  and/or  fibula, 
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associated  with  pseudarthrosis.  He  calls 
attention  to  the  similarity  to  and  difficult 
differentiation  from  nonossifying  fibroma. 

Pathogenesis 

Jaffe4  believes  the  pathogenesis  is  un- 
known. Aegerter8  postulates  that  the  dis- 
ease develops  as  a result  of  defective  bone 
formation.  He  states,  “If  the  tumor  tissue 
interposed  between  the  fracture  ends  is  com- 
pletely and  widely  removed  there  is  still 
failure  of  normal  callus  formation  and  bone 
healing.  This  is  further  evidence  that  the 
process  is  not  destruction  of  normal  bone, 
but  rather  indicates  defective  bone  forma- 
tion.” He  describes  a metaplasia  of  connec- 
tive tissue  cells  into  primitive  bone  and 
cartilage.  Green  and  Rudo9  reported  the 
presence  of  intra-osseous  neurofibromatotic 
tissue  at  the  site  of  pseudarthrosis.  They 
describe  palisading,  fibrous  tissue  whorls, 
and  some  osteoid  and  cartilage  cells.  They 
believe  that  the  absence  of  manifestations  of 
neurofibromatosis  elsewhere  does  not  ex- 
clude the  possibility  of  neurofibroma  of 
bone.  McCarroll10  has  stated  “it  is  im- 
possible to  prove  the  presence  of  excess 
nerve  tissue  by  microscopic  study.”  Five 
patients  in  his  series  of  neurofibromatosis 
had  congenital  pseudarthrosis,  and  in  each 
of  these  numerous  cafe-au-lait  spots  were 
present.  He  adds,  “In  one  patient  the  entire 
area  of  pseudarthrosis  was  excised  . . . but 
no  nerve  tissue  could  be  demonstrated  in 
this  area  or  in  the  cystic  changes  of  the 
proximal  bone  fragment  immediately  adja- 
cent to  it.”  Jaffe4  believes  the  lesion  of 
pseudarthrosis  represents  “one  expression 
of  the  mesodermal  defect  associated  with  the 
deep  rooted  neuroectodermal  defect  under- 
lying the  disorder  of  neurofibromatosis  as  a 
whole.”  Again  to  the  contrary  Jacobs,  Kim- 
melsteil,  and  Thompson11  have  found  ab- 
normal neural  elements  at  the  site  of  the 
pseudarthrosis  occurring  in  a patient  with 
neurofibromatosis.  However,  2 of  their 
subsequent  cases  did  not  show  any  neuro- 
matous growth  in  the  lesional  tissue;  in- 
stead only  massive  new  growth  of  young 
connective  tissue  was  found.  Summarizing 
these  divergent  opinions  it  seems  that  the 
lesion  of  pseudarthrosis  occurs  most  com- 
monly in  the  bones  of  the  lower  leg  as  a 
manifestation  of  a neural  disorder  causing 


a growth  aberration  of  the  bone  with  in- 
ability to  produce  normal  callus  and  bone. 
Cafe-au-lait  patches  need  not  be  present  nor 
must  abnormal  neural  element  be  identified 
in  the  lesional  tissue  to  establish  the  diag- 
nosis. 

Pathologic  changes 

Aegerter8  described  four  characteristic 
elements  in  the  lesion:  (1)  small  spindle 

cells  with  little  evidence  of  organization ; 

(2)  ample  collagen  formation  but  no  more 
than  a half-hearted  attempt  to  form  osteoid ; 

(3)  scant  cartilage  formation  suggesting 
that  the  fibroblastic  primitive  cells  are  in- 
capable of  differentiation  into  normal  osteo- 
blasts; and  (4)  hyperplasia  of  cells  which 
resemble  fibroblasts.  Jaffe4  stated  that 
more  often  than  not  he  had  been  unable  to 
identify  the  tissue  removed  from  the  pseu- 
darthrosis site  other  than  as  connective  tis- 
sue. This  was  also  true  for  an  amputation 
specimen  in  a case  of  established  neuro- 
fibromatosis with  severe  deformity  due  to 
pseudarthrosis.  McCarroll10  described  the 
pathologic  changes  at  the  site  of  pseudar- 
throsis in  some  of  his  patients  with  neuro- 
fibromatosis as  showing  whorls  of  spindle 
cells  in  fibrous  tissue  and  a generalized  in- 
crease in  connective  tissue  and  fibrous  tissue 
cells.  He  believed  these  findings  indicate 
the  neurofibromatous  origin,  and,  despite 
the  absence  of  demonstrable  neurofibroma 
in  the  bone,  they  suggest  a common  cause 
in  a developmental  defect  in  the  nervous 
system. 

Report  of  case 

The  patient,  a fourteen-year-old  white 
male  in  good  health  all  his  life  tripped  and 
fell  down  a short  flight  of  stairs  on  May  5, 
1962.  He  was  unable  to  stand  on  his  right 
foot  because  of  severe  pain  in  the  right 
lower  leg.  He  was  brought  to  a local  hos- 
pital, a splint  applied,  and  x-ray  films  taken. 
These  films  showed  a displaced  comminuted 
fracture  at  the  junction  of  the  middle  and 
distal  thirds  of  the  right  lower  tibia  and 
fibula.  Closed  reduction  was  performed 
under  general  anesthesia  and  a long-leg 
plaster  cast  applied.  Post  reduction  films 
showed  satisfactory  alignment  of  the  frac- 
ture fragments  (Fig.  1),  and  the  patient 
was  discharged  from  the  hospital.  Plaster 
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FIGURE  1.  Closed  fracture  of  right  lower  tibia 
and  fibula  after  fall  down  flight  of  stairs.  (A) 
Angulation  and  displacement  before  reduction 
but  bones  are  otherwise  normal,  and  (B)  after 
reduction  and  plaster  immobilization. 

casts  were  changed  as  necessary;  a rubber 
heel  was  added  at  twelve  weeks.  After  nine 
months  of  continuous  plaster  immobiliza- 
tion, there  was  no  clinical  evidence  of  mo- 
tion at  the  fracture,  but  roentgenograms 
showed  persistence  of  the  fracture  line  and 
angulation  deformity. 

He  was  readmitted  to  the  hospital,  and 
routine  laboratory  study  results  were  nor- 
mal. There  were  no  cafe-au-lait  patches  and 
no  stigmata  of  neurofibromatosis  other  than 
painless  enlargement  of  the  right  lower  leg 
with  angulation  deformity  and  some 


FIGURE  2.  Anterior  angulation  which  developed 
during  continuous  plaster  immobilization  largely 
corrected.  Tibial  fracture  line  still  visible  and 
fibula  fracture  ununited. 


“spring”  but  no  gross  motion  at  the  frac- 
ture site.  Strenuous  pressure  and  manipu- 
lation was  required  to  correct  the  angula- 
tion deformity,  and  a snug  long  leg  cast 
was  applied.  Recheck  x-ray  films  showed 
correction  of  the  deformity  (Fig.  2).  The 
right  lower  limb  was  immobilized  continu- 
ously in  a thigh-to-toe  cast  for  an  additional 
five  and  a half  months  with  partial  weight 
bearing  for  six  weeks  of  that  time.  A long- 
leg  double-bar  brace  (thigh  lacer,  drop-lock 
knee  and  ankle  stirrup)  was  used  for  addi- 
tional support  thereafter.  On  November  4, 
1963,  nine  months  after  manipulation  of  the 
fracture  and  nineteen  months  after  the  in- 
jury, there  was  some  recurrence  of  the 
anteromedial  angulation,  one-half  inch  of 
shortening,  but  no  motion.  X-ray  films 
showed  healing  of  the  fracture  (Fig.  3). 
He  continued  to  use  his  brace  but  developed 
increasing  pain  at  the  fracture  site  despite 
the  absence  of  motion.  On  December  23, 
1963,  x-ray  films  showed  a new  area  of 
spontaneous  fracture  somewhat  distal  to  the 
original  tibial  fracture  (Fig.  4).  The  brace 
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FIGURE  3.  Fracture  healing  of  tibia  and  fibula 
ocurred  nineteen  months  after  injury. 


FIGURE  4.  Arrow  points  to  site  of  development 
of  new  fracture  despite  continuous  use  of  brace 
and  no  additional  injury.  Local  tenderness  and 
pain  on  weight-bearing  at  this  area. 


FIGURE  5.  Roentgenograms  almost  two  years 
after  injury  show  original  fracture  site  (upper 
arrow)  and  more  recent  spontaneous  pseudar- 
throsis  (lower  arrow).  Lateral  projection  dem- 
onstrates residual  angulation  deformity.  Note 
persistent  bone  sclerosis. 


FIGURE  6.  Roentgenograms  more  than  three 
years  after  injury  demonstrate  pseudarthrosis  of 
tibia  at  two  levels  and  persistence  of  bone 
sclerosis.  Fibula  fracture  healed. 


was  continued,  but  angulation  and  pain  and  tenderness.  No  additional  manipulation 

gradually  increased.  An  additional  three  was  performed.  X-ray  films  taken  June  30, 

months  of  plaster  immobilization  provided  1965,  showed  correction  of  the  angulation 

only  transient  relief  of  pain  and  did  not  deformity,  continued  evidence  of  the  second 

heal  the  fracture  of  the  tibia  (Fig.  5).  He  fracture,  and  recurrence  of  a fine  thin  frac- 

was  then  permitted  to  use  his  brace  for  an  ture  line  at  the  site  of  original  pseudar- 

additional  fifteen  months  during  which  time  throsis  (Fig.  6). 

he  had  recurrent  periods  of  localized  pain  A brief  review  of  the  problem  at  this 
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FIGURE  7.  Status  following  excision  of  sclerotic 
periosteal  and  endosteal  bone  formation  and  in- 
sertion of  “sliding"  bone  graft  across  both  frac- 
ture sites. 

point  may  be  helpful.  Here  was  a seven- 
teen-year-old, healthy  young  man  who  sus- 
tained a fracture  of  the  lower  tibia  and 
fibula  three  years  previously.  Despite  sat- 
isfactory reduction  and  prolonged  adequate 
external  immobilization  he  still  had  a failure 
of  union,  with  pain  and  progressive  angula- 
tion. He  was  an  only  child,  his  father  had 
died  many  years  ago,  and  his  mother  could 
not  recall  any  stigmata  of  neurofibromatosis 
on  either  side  of  the  family.  It  was  con- 
sidered unusual  for  him  to  develop  a con- 
genital pseudarthrosis  after  an  uneventful 
childhood  and  following  adequate  specific 
injury,  especially  in  the  absence  of  any 
clinical  stigmata  of  neurofibromatosis  locally 
or  elsewhere. 

Surgery  performed  on  July  1,  1965,  at- 
tempted to  excise  all  abnormal  sclerotic  bone 
from  the  lower  tibia  and  fibula  and  a “slid- 
ing” bone  graft  was  used  to  bridge  the 


fracture  sites  (Fig.  7).  Gross  pseudar- 
throsis of  the  lower  tibia  and  fibula,  exuber- 
ant immature  callus,  and  coarse  yellow  scar 
tissue  were  present  about  the  area  of  pseu- 
darthrosis (Fig.  8).  Plaster  immobiliza- 
tion was  maintained  for  five  and  a half 
months  following  surgery,  and  when  x-ray 
films  showed  union  at  the  fracture  site  and 
the  bone  graft  well  incorporated  (Fig.  9), 
the  patient  was  permitted  to  walk  with  his 
brace.  Nine  months  after  surgery  there 
was  no  clinical  or  roentgenograph ic  evidence 
of  pseudarthrosis.  However,  nine  months 
later  (eighteen  months  after  surgery)  pain, 
local  tenderness,  and  roentgenographic  evi- 
dence of  a “fatigue  fracture”  had  recurred. 
Against  medical  advice  the  patient  had  dis- 
continued the  use  of  his  brace  three  weeks 
prior  to  the  onset  of  these  symptoms.  A 
long  leg  cast  was  applied,  but  the  pseudar- 
throsis progressed  (Fig.  10).  At  this  point 
the  patient  asked  for  an  amputation  but  was 
persuaded  to  accept  another  procedure.  On 
March  21,  1967,  through  a posterior  incision 
in  the  right  lower  leg,  a large  autogenous 
iliac  graft  was  mortised  into  a prepared  bed 
between  the  tibia  and  fibula  proximal  and 
distal  to  the  pseudarthrosis.  Additional 
cancellous  slivers  were  added,  and  the  limb 
was  immobilized  once  more  in  plaster.  Tis- 
sue removed  from  the  exposed  pseudarthro- 
sis including  specimens  from  the  tibial  and 
fibular  cortices  were  studied  (Fig.  11). 
Microscopic  sections  were  quite  similar  to 
those  previously  obtained.  In  none  of  the 
sections  were  abnormal  neural  elements 
found.  After  three  months  there  was  evi- 
dence of  tibiofibular  synostosis  and  more 
mature  ossification  six  months  after  surgery 
(Fig.  12).  Subsequent  follow-up  x-ray  films 
taken  seven,  fifteen,  and  twenty  months 
after  surgery  demonstrate  the  intact  tibio- 
fibular synostosis  encompassing  the  pseu- 
darthrosis proximally  and  distally  (Fig.  13). 
The  patient  had  no  pain  or  tenderness,  used 
no  external  support  of  any  kind,  and  did  not 
restrict  any  of  his  usual  activities. 

Comment 

The  case  history  presented  certainly  does 
not  fit  the  definition  provided  by  Aegerter 
and  Kirkpatrick.3  There  is  no  known  hered- 
itary or  familial  background  in  this  pa- 
tient. The  initial  fracture  occurred  without 
prior  bending  of  the  involved  bone  and  fol- 
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lowed  an  injury  sufficient  to  produce  the 
fracture  in  a normal  subject.  Nevertheless, 
the  subsequent  clinical  course,  the  develop- 
ment of  bending  after  fracture  healing,  and 
the  occurrence  of  a secondary  fracture  with- 
out additional  trauma,  is  most  uncommon 
in  an  otherwise  normal  individual  of  this 


FIGURE  8.  Pseudarthrosis  tissue.  (A)  Whorls 
of  spindle  cells  within  areas  fibrous  tissue  stroma 
(X120);  (B)  high-power  view  of  closely  packed 
fibrous  tissue  proliferation  with  whorls  of  spin- 
dle-shaped cells.  No  neurologic  elements  seen 
within  this  tissue  (X215);  and  (C)  coarse  im- 
mature fibre  bone  removed  from  pseudarthrosis 
site.  Note  lack  of  Haversian  systems  and  fibrous 
tissue  proliferation  (X175). 


age  group.  Aegerter’s  description  of  the 
pathologic  process  does  fit  this  patient  quite 
accurately.  “The  softening  of  the  cortices 
appears  to  be  gradual  lysis,  probably  physio- 
logic, with  an  inability  to  replace  the  bone 
that  is  lost.  Instead  there  is  a fibrous  pro- 
liferation which  does  not  accept  the  calcium 
salts  and  therefore  remains  pliable.  There 
is  an  attempt  at  callus  formation  with  in- 
different success.  Usually  the  bone  ends  are 
welded  together  but  the  failure  to  form  rigid 
bone  leaves  the  region  flexible.”  8 Moore8 
described  prepseudarthrosis  with  bowing, 
narrowing,  sclerosis,  and  obliteration  of  the 
medullary  cavity  preceding  the  pseudarthro- 
sis which  may  be  of  varying  degree.  This 
did  not  appear  in  the  patient  presented  here. 
Nevertheless  tissue  removed  from  the  pseu- 
darthrosis site  in  this  patient  during  two 
surgical  procedures  was  identical  to  that 
described  by  Aegerter  and  Kirkpatrick3, 
Jaffe,  ' and  Moore7  as  occurring  in  congenital 
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FIGURE  9.  Five  months  after  surgery,  x-ray 
films  show  incorporation  of  bone  graft  and  no 
signs  of  either  fracture  line. 


FIGURE  10.  X-ray  film  obtained  just  prior  to 
second  open  operation  shows  recurrence  of 
pseudarthrosis  at  level  of  original  fracture  site. 
Note  lysis  of  cortical  bone  at  medial  and  an- 
terior margins  of  fracture  site.  Fibula  remained 
united. 


FIGURE  11.  Microscopic  sections  of  tissue  removed  at  second  operation.  (A)  Typical  fibrous 
tissue  whorl  in  connective  tissue  stroma  with  no  evidence  of  neurologic  elements  (X165),  and  (B) 
new  bone  formation  with  immature  osteocytes  in  fibrous  osteoid  matrix  (X120).  Note  similarity  to 
Figure  8C. 
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FIGURE  12.  Roentgenogram  to  show  status  of 
pseudarthrosis  site  three  months  after  surgery. 


pseudarthrosis.  This  tissue  also  closely  re- 
sembled that  described  by  McCarroll10  as 
occurring  in  some  of  the  bony  lesions  seen 
in  patients  with  neurofibromatosis,  for  ex- 
ample, whorls  of  spindle  cells  within  areas  of 
generalized  increase  in  connective  tissue  and 
fibrous  tissue  stroma.  It  is  obvious  then 
that  the  disease  known  as  congenital  pseu- 
darthrosis must  encompass  many  additional 
factors  not  hitherto  considered  in  the  diag- 
nosis. Holt  and  Wright12  list  6 types  of 
skeletal  abnormality  in  their  127  patients 
with  von  Recklinghausen’s  disease.  Bowing 
and  pseudarthrosis  of  the  lower  leg  is  only 
one  of  these,  and  they  ask  the  question,  “Can 
congenital  bowing  of  the  tibia  (and  pre- 
sumably pseudarthrosis)  be  considered  an 
integral  part  of  von  Recklinghausen’s  dis- 
ease?” Amputation  required  in  one  of  their 
patients  provided  pseudarthrosis  tissue  in 
which  extensive  histologic  search  failed  to 
reveal  neurofibromatous  tissue  in  or  near 
the  site  of  deformity.  Barker13  describes  1 
patient  in  his  series  of  5 cases  who  devel- 
oped a congenital  type  of  pseudarthrosis 
after  fracture  at  age  fifteen,  without  ever 
having  had  any  bowing.  This  boy  had  no 
cafe-au-lait  patches  or  other  neurofibroma- 
tosis stigmata,  although  his  mother  and 
seven  siblings  showed  typical  skin  lesions. 


Barker  states  unequivocally  that  the  asso- 
ciation of  congenital  bowing  and  pseudar- 
throsis with  neurofibromatosis  does  exist 
and  cannot  be  disputed.  This  is  quite  simi- 
lar to  the  author’s  patient  except  for  the 
hereditary  connection.  However,  Jacobs, 
Kimmelsteil,  and  Thompson11  state  that 
only  43  per  cent  of  neurofibromatosis  pa- 
tients have  hereditary  tendencies  proved. 

Treatment 

The  management  of  congenital  pseudar- 
throsis with  or  without  bowing,  is  fraught 
with  frustration,  disappointment  and,  not 
infrequently,  amputation.  Moore11  has  de- 
scribed his  ingenious  method  of  delayed 
autogenous  graft.  He  reported  8 success- 
ful results  although  2 patients  required 
three  applications  of  the  delayed  graft  be- 
cause of  recurrent  spontaneous  fractures. 
He  also  advocated  prompt  reinforcement 
with  cortical  grafts  if  bending  occurred  in 
order  to  prevent  spontaneous  fracture. 
Heyman  and  Herndon14  report  success  with 
conservative  treatment  in  3 patients  with 
congenital  posterior  angulation  of  the  tibia. 
It  is  quite  doubtful  that  these  lesions  are 
even  remotely  related  to  neurofibromatosis. 

Peabody,  in  his  discussion  of  Moore’s6 
presentation,  mentions  a verbal  communica- 
tion with  Joseph  Trueta,  M.D.,  who  stated 
that  his  last  4 cases  of  congenital  pseudar- 
throsis of  the  tibia  had  been  cured  by  the 
use  of  Kuntscher  intramedullary  splints. 
All  had  solid  bony  union  with  a large  amount 
of  external  callus  in  three  months.  Trueta 
believed  that  the  entire  bone  length  of  the 
intramedullary  splint  allowed  complete  im- 
mobilization, and  this  reduced  or  eliminated 
the  constant  deforming  tension  of  the  poste- 
rior soft  tissues.  It  would  be  more  reassur- 
ing to  have  a longer  follow-up  beyond  the 
three  months  in  these  4 cases  to  record  if 
spontaneous  refracture  had  occurred. 

The  production  of  proximal  and  distal 
tibiofibular  synostosis  seems  particularly 
well  adapted  to  congenital  pseudarthrosis  of 
the  tibia,  particularly  in  the  presence  of  an 
intact  fibula.  This  “bypass”  synostosis  can 
be  produced  adjacent  to  the  pseudarthrosis 
(as  in  the  case  described  in  this  report)  or 
at  some  distance  from  the  fracture  (Fig. 
14).  It  can  be  performed  in  one  stage  and 
is  particularly  suitable  for  older  children  in 
whom  autogenous  iliac  bone  is  available. 
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Jaffe4  has  stated,  “If,  in  such  a case  a 
surgical  intervention  is  undertaken  to  cor- 
rect the  deformation  of  the  leg  bones  be- 
fore a fracture  has  occurred,  a pseudar- 
throsis  also  usually  ensues,”  and  “It  is  al- 
most impossible  to  abolish  the  pseudarthro- 
sis  once  it  has  developed.”  He  believes  that, 
“If  the  patient  can  be  tided  over  childhood, 
the  chances  of  bridging  the  pseudarthrotic 
gap  or  gaps  with  bone  grafts  seem  to  im- 


FIGURE  13.  Roentgenograms  to  demonstrate 
progress  at  pseudarthrosis  area  following  bypass 
bone  grafting.  (A)  Seven  months  after  surgery; 
(B)  fifteen  months  after  surgery;  and  (C)  twenty 
months  after  surgery,  pseudarthrosis  unchanged 
but  bone  graft  formed  mature  synostosis  be- 
tween tibia  and  fibular  proximal  and  distal  frac- 
ture site. 


FIGURE  14.  Bypass  synostosis. 


prove.”  The  bypass  tibiofibula  synostosis 
seems  ideally  suited  to  accomplish  this  pur- 
pose. 
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Conclusion 

Congenital  pseudarthrosis  of  the  long 
bones  is  probably  a variant  of  neurofibroma- 
tosis and  has  many  variants  of  its  own. 
While  it  occurs  most  commonly  in  the  lower 
leg,  other  long  bones  may  be  involved. 
Many,  few,  or  no  stigmata  of  neurofibroma- 
tosis may  be  present.  Abnormal  neural  ele- 
ments are  usually  not  found  in  the  lesional 
tissue  which  is  characterized  by  hyperplasia 
of  fibrous  tissue,  whorls  of  connective  tissue 
elements,  and  palisading  of  nuclei.  Prelim- 
inary bowing,  sclerosis,  and  narrowing  of 
the  involved  bone  are  frequently  but  not  al- 
ways present.  In  appropriate  patients  the 
bypass  procedure  of  proximal  and  distal 
tibiofibular  synostosis  is  a very  useful,  logi- 
cal, and  direct  approach  to  the  cure  of  this 
difficult  disease. 

27  Ludlow  Street 
Yonkers,  New  York  10705 
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children  in  this  weight  category  in  lieu  of  a 
rear-seat  bassinet. 

Children  from  12  to  24  pounds  should  be 
placed  in  a properly-constructed  rear-seat 
safety  harness  or  toddler  seat. 

Children  from  25  to  50  pounds  should  be 
placed  in  a good  safety  child-seat.  At  present, 
the  shield-type  seat  design  affords  superior  pro- 
tection, although  it  has  the  major  psychological 
disadvantage  of  limiting  the  child’s  field  of 
vision. 

Children  weighing  more  than  50  pounds 
should  use  the  adult  lap  belt  and,  when  their 
height  exceeds  55  inches,  the  adult  shoulder 
harness  should  also  be  used. 
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During  the  past  fifty  years  the  general 
population  of  the  United  States  has  in- 
creased by  roughly  100  per  cent,  whereas  the 
increase  in  the  population  over  sixty-five 
years  of  age  has  been  approximately  300  per 
cent.  This  reality,  plus  the  fact  that  osteo- 
arthritis is  a major  cause  of  disability  in 
the  aged,  should  make  it  clear  that  the  most 
common  of  rheumatic  diseases  is  going  to 
become  even  more  common.  The  site  of 
osteoarthritis  in  at  least  half  of  the  cases 
is  the  knee. 

The  osteoarthritic  process  consists  of  a 
progressive  deterioration  of  a diarthrodial 
joint,  characterized  by  mechanical  erosion 
of  articular  cartilage  and  overgrowth  of 
bone  at  the  articular  margins.  Evidently 
once  the  process  begins,  a vicious  cycle  fol- 
lows in  which  increasing  angular  deformity 
leads  to  more  degeneration,  which  in  turn 
leads  to  additional  deformity.  This  process 
frequently  is  restricted  to  a certain  area 
within  the  joint,  which  corresponds  to  a 
point  of  abnormally  increased  compression 
and  sheer  stresses.  Many  osteoarthritic 
knees  reveal  evidence  of  disproportionately 
greater  weight-bearing  stress  on  one  side 


of  the  joint,  more  commonly  the  medial  side. 
Men  appear  to  develop  varus  deformity  and 
medial  condylar  or  compartmental  involve- 
ment more  frequently,  while  women  appear 
to  develop  valgus  deformity  and  lateral 
condylar  involvement  more  often. 

The  problem  in  the  osteoarthritic  knee 
joint  is  one  of  structural  alteration  and  me- 
chanical malfunction,  which  would  suggest 
surgical  reconstruction  or  replacement  as 
the  answer.  Surgical  procedures  today, 
however,  appear  to  attack  the  problem  in- 
directly. Either  joint  debris,  such  as  osteo- 
phytes and  loose  bodies  along  with  thickened 
synovium,  is  removed  or,  when  the  disease 
process  has  advanced  to  such  a stage  that 
motion  is  significantly  reduced,  arthrodesis 
is  considered.  Certainly  the  latter  is  not 
an  ideal  solution  since  it  robs  the  joint  of 
motion.  A more  direct  attack  of  the  prob- 
lem would  be  replacement  of  the  joint  with 
either  an  endoprosthesis  or  joint  transplant. 
The  ultimate  solution  will  not  be  reached, 
however,  until  we  understand  the  patho- 
genesis of  osteoarthritis  and  then  begin 
working  toward  prevention  of  this  disease. 

While  exploring  the  variety  of  surgical 
methods  employed  in  the  treatment  of  the 
arthritic  joint,  one  is  impressed  by  the  suc- 
cessful use  of  osteotomy  for  arthritis  of  the 
hip.  Yet  osteotomy  for  the  knee,  subject  to 
the  same  destructive  process  and  therefore 
ameliorable  by  a similar  redistribution  of 
weight-bearing  stresses,  has  failed  to  merit 
the  same  degree  of  consideration. 

Smillie  in  19611  reviewed  his  experience 
of  osteotomy  of  the  tibial  table  and  believed 
there  were  possible  applications  for  the  op- 
eration in  selected  cases  of  osteoarthritis. 

Jackson  and  Waugh  in  19612  presented 
their  results  in  11  ball  and  socket  osteot- 
omies just  below  the  level  of  the  tubercle. 
They  reported  relief  of  pain  and  l'ecovery 
of  movement  in  all  11  knees. 

In  1962  Venemans3  reported  the  results 
of  osteotomy  done  immediately  distal  to  the 
tibial  tubercle  in  30  cases  of  osteoarthritis 
of  the  knee.  Twenty-two  were  improved,  6 
were  unchanged,  and  2 were  further  im- 
paired. 

In  1962  Wardle4  reported  on  a series  of 
transverse  tibial  osteotomies  carried  out  no 
less  than  2 inches  distal  to  the  tibial  tubercle 
with  division  of  the  fibula  at  the  same  level. 
All  but  3 of  17  patients  obtained  complete 
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relief  of  pain  and  recovered  at  least  90  de- 
grees of  active  flexion. 

In  1965  Coventry5  presented  the  results 
of  22  closed  wedge  osteotomies  performed 
proximal  to  the  tubercle  at  the  level  of  the 
old  epiphyseal  plate.  Eighteen  of  the  22 
knees  evidenced  satisfactory  results  by  re- 
lief of  most  of  the  preoperative  pain,  by  re- 
covery of  at  least  90  degrees  of  active 
flexion  and  full  active  extension,  and  by 
stability  and  freedom  from  effusion. 

Also  in  1965  Helal6  detailed  the  different 
varieties  of  pain  which  occur  in  osteoar- 
thritis of  the  knee.  A type  of  pain  which 
he  terms  “venous”  appears  to  predominate 
in  his  clinical  investigation.  He  suggested 
that  intramedullary  venous  congestion  re- 
sults from  extraosseous  vein  disturbances, 
and  that  this  in  turn  leads  to  congestive 
bone  pain  and  to  progressive  joint  degenera- 
tion. Helal  believed  that  the  mechanism  by 
which  osteotomy  produces  relief  of  pain  oc- 
curs in  two  ways:  (1)  by  taking  stress  off 

the  capsule  of  a joint  when  deformity  is 
corrected  and  (2)  by  producing  deconges- 
tion of  adjacent  intramedullary  sinusoids. 

In  1969  Jackson  and  Waugh7  presented 
further  experience  involving  70  osteotomies 
in  which  a curved  osteotomy  with  convexity 
upward  and  at  the  level  of  the  tibial  tubercle 
was  performed.  In  their  results,  50  knees 
were  pain-free,  17  considerably  improved, 
and  3 unimproved. 

Also  in  1969  Devas8  summed  up  his  ex- 
perience with  27  supratubercular  wedge- 
type  osteotomies  and  reported  the  results  as 
22  good,  3 fair,  and  2 bad. 

Clinical  material 

In  this  study  there  were  16  patients  on 
whom  17  proximal  tibial  osteotomies  were 
performed.  Ten  were  men,  6 were  women, 
and  their  average  age  at  time  of  surgery 
was  fifty-five  years  with  a range  from  thirty 
to  sixty-eight  years.  All  have  had  a mini- 
mum of  one  year  of  follow-up. 

All  of  the  patients  suffered  disabling  pain 
which  was  unrelieved  by  conservative  treat- 
ment. The  site  of  pain  varied  somewhat 
but  in  most  instances  was  localized  to  that 
side  of  the  joint  where  compression  on 
weight  bearing  was  greatest  or  in  and  about 
that  compartment  corresponding  with  the 
concave  side  of  the  deformity.  Several 


patients  described  a tight,  drawing-type  of 
discomfort  over  the  convex  aspect  of  the 
knee,  presumably  caused  by  increased  ten- 
sion on  soft  tissues. 

Of  the  17  knees  (8  right,  9 left),  15  re- 
vealed radiographic  evidence  of  osteoar- 
thritic  change  in  the  medial  tibiofemoral 
compartment,  and  2 showed  involvement  of 
the  lateral  compartment.  These  x-ray  find- 
ings varied  in  degree  but  in  all  instances 
included  narrowing  of  the  joint  space,  sub- 
chondral condensation  of  bone,  and  forma- 
tion of  marginal  osteophytes.  In  the  more 
severely  involved  knees  cyst-like  subchondral 
rarefaction  also  was  present. 

The  degree  of  valgus  or  varus  deformity 
was  generally  not  striking  on  x-ray  film  but 
was  more  obvious  clinically.  This  probably 
can  be  accounted  for  by  the  fact  that  tibial 
bowing  and  torsion  will  add  to  both  the 
actual  and  apparent  degree  of  deformity. 
Collateral  ligamentous  laxity  will  also  per- 
mit an  increase  in  varus  or  valgus  deformity 
if  the  knee  is  evaluated  when  bearing 
weight.  An  accurate  study  of  deformity 
about  the  knee  must  include  both  nonweight- 
bearing and  weight-bearing  films  of  almost 
the  entire  extremity.  These  are  necessary 
to  locate  diaphyseal  bowing  in  either  the 
tibia  or  femur  and  also,  as  in  stress  studies 
on  a joint,  to  determine  the  width  and  sym- 
metry of  the  joint  space  when  a load  or 
force  is  applied. 

There  were  15  valgus  and  2 varus  oste- 
otomies. Eleven  were  of  the  dome  or  in- 
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FIGURE  2.  Photoradiographs.  (A)  Preoperative,  taken  nonweight  bearing.  (B)  Preoperative,  taken 
weight  bearing;  demonstrates  increase  in  genu  valgus  with  marked  narrowing  of  lateral  joint  space. 
(Cl  Postoperative,  taken  weight  bearing;  demonstrates  healed  Coventry-type  varus  osteotomy. 


verted  V-type,  and  the  other  6 were  per- 
formed by  Coventry’s  method  (Figs.  1 and 
2). 

In  the  dome  type  of  osteotomy,  the  proxi- 
mal tibia  2 inches  below  the  tubercle  is  ex- 
posed via  an  anteriorly  placed  curvilinear 
incision.  The  osteotomy  is  outlined  by  a 
series  of  drill  holes  placed  in  the  figure  of 
an  inverted  V and  then  completed  with  an 
osteotome.  The  fibula  is  divided  through 
its  mid-third  by  way  of  a separate  incision. 
The  desired  amount  of  angulation  is  then 
effected,  the  aim  being  to  make  the  leg  look 
straight. 

In  the  Coventry-type  of  osteotomy  the  ap- 
proach is  made  via  a lazy  S incision  begin- 
ning over  the  lateral  femoral  condyle,  car- 
ried distallv  and  curving  anterior  to  the 
fibula  head  to  a point  on  the  crest  of  the 
tibia  2 inches  below'  the  tubercle.  Exposure 
of  the  tibia  laterally  at  the  site  of  the  old 
epiphyseal  plate  ordinarily  requires  release 
and  reflection  of  the  biceps  tendon  and  a 
portion  of  the  lateral  collateral  ligament. 
Fibula  head  resection,  even  part,  was  rarely 
done.  A w'edge  of  bone  with  approximately 
a 1-inch  base  is  removed,  a greenstick  frac- 
ture of  the  opposite  cortex  is  made,  and  the 
desired  angle  of  correction  is  accomplished. 
In  several  instances  staples  were  used  as 
internal  fixation. 

Postoperative  treatment  is  the  same  in 


both  types  of  osteotomy.  The  extremity  is 
immobilized  in  a long  leg  cast  with  the  knee 
in  zero  degrees  of  extension.  Some  of  the 
knees  were  immobilized  for  the  first  ten 
days  in  a Robert  Jones  compression  dressing 
which  w'as  later  l'eplaced  by  the  cast.  Im- 
mobilization generally  was  discontinued  be- 
tween six  and  eight  weeks  after  surgery, 
and  partial  weight  bearing  was  begun.  The 
increase  to  full  weight  bearing  wras  de- 
termined by  degree  of  union  and  muscle 
strength. 

Results 

All  16  patients  have  returned  to  the  office 
for  questioning,  examination,  and  a weight- 
bearing roentgenogram  of  the  knee.  Fol- 
low-up  ranged  from  one  to  eight  years  and 
averaged  three  and  one-half  years. 

Primary  consideration  was  given  to  the 
effectiveness  of  the  surgery  in  relieving 
pain.  In  13  of  17  knees  most  or  all  of  the 
pain  had  disappeared.  In  2 knees  partial 
relief  had  been  obtained,  and  the  patients 
believed  the  surgery  had  been  worth  while, 
although  a significant  amount  of  pain  wras 
still  present.  In  2 knees  no  improvement 
had  been  noted.  In  no  patient  was  the  pain 
w'orse  or  the  disability  greater  following 
surgery. 

The  2 unsatisfactory  results  could  not  be 
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traced  to  any  one  factor.  One  patient,  sixty- 
seven  years  old,  was  not  sufficiently  moti- 
vated to  accomplish  rehabilitation,  in  addi- 
tion to  which  she  gained  35  pounds  post- 
operatively.  The  second  patient,  sixty-four 
years  old,  had  severe  medial  compartmental 
osteoarthritis  with  erosion  and  loss  of  ap- 
proximately a fifth  of  the  condyle  in  addi- 
tion to  advanced  arthritis  throughout  both 
knee  joints.  Moreover,  her  varus  deformity 
was  not  corrected  but  was  increased  by  at 
least  five  degrees. 

Two  knees  lacked  five  degrees  of  all  active 
extension,  1 knee  lacked  10  degrees  of  full 
active  extension,  and  the  remaining  14 
knees  were  capable  of  extending  fully  to 
zero  degrees.  All  knees  retained  at  least 
90  degrees  of  active  flexion,  and  most  went 
beyond  to  120  degrees. 

In  1 knee  a mild  effusion  was  found.  In 
6 knees  a mild  degree  of  collateral  ligamen- 
tous laxity  was  noted.  As  would  be  ex- 
pected, quadriceps  strength  was  directly 
proportional  to  the  degree  of  success. 

Unfortunately,  the  preoperative  x-ray 
films  did  not  include  enough  of  the  femur 
and  tibia  to  make  an  accurate  measurement 
of  the  deformity  and  were  not  taken  while 
bearing  weight  on  the  extremity,  so  that  the 
true  degree  of  varus  or  valgus  is  unknown. 
Hence,  no  critical  attempt  to  compare  pre- 
operative with  postoperative  roentgeno- 
grams was  made,  nor  could  symptoms  be 
correlated  with  x-ray  findings.  One  did  ob- 
tain the  impression,  however,  that  the  closer 
the  correction  came  to  10  degrees  beyond 
the  neutral  axis,  the  more  successful  was 
the  relief  of  symptoms.  Postoperative 
x-ray  films  showed  that  marginal  osteo- 
phytes were  unchanged,  subchondral  con- 
densation of  bone  was  frequently  lessened, 
and  increase  in  the  width  of  the  joint  space 
was  seldom  seen. 

Of  the  11  dome  osteotomies,  8 resulted  in 
complete  relief  of  pain,  1 in  partial  improve- 
ment, and  2 in  no  improvement.  Of  the  6 
Coventry  osteotomies,  5 resulted  in  complete 
relief  of  pain,  and  1 in  partial  improvement. 
It  is  not  believed  that  a fair  comparison  be- 
tween the  two  types  of  osteotomy  can  be 
made,  however,  since  the  number  of  cases  is 
too  few  and  the  length  of  follow-up  not 
equivalent.  The  Coventry  osteotomies  have 
been  followed  an  average  of  one  year  and 
four  months,  while  the  dome  osteotomies 


have  been  followed  an  average  of  five  years 
and  eight  months. 

Complications 

All  of  the  osteotomies  united  solidly  and 
without  delay.  There  were  no  vascular 
problems.  A transient  superficial  peroneal 
nerve  palsy  occurred  in  1 of  the  cases  of 
valgus  deformity.  In  4 of  the  6 Coventry 
osteotomies,  fracture  into  the  joint  occurred. 
These  intra-articular  fractures  occurred  in 
both  of  the  varus  osteotomies  and  in  2 of 
the  valgus  osteotomies,  but  the  complication 
seemingly  did  not  alter  the  result.  To  pre- 
vent this,  however,  it  is  suggested  that  the 
osteotomy  be  made  with  more  obliquity  and 
have  adequate  exposure,  even  if  removal  of 
the  fibular  head  in  whole  or  in  part  is  neces- 
sary. 

Summary 

Seventeen  proximal  tibial  osteotomies  (11 
dome  type  and  6 Coventry  type)  in  16  pa- 
tients were  performed  in  an  effort  to  relieve 
the  pain  of  compartmental  osteoarthritis  of 
the  knee.  Fifteen  knees  had  involvement  of 
the  medial  compartment  and  associated 
varus  deformity,  and  2 knees  had  lateral 
compartment  osteoarthritis  and  valgus  de- 
formity. 

In  13  knees  pain  was  fully  relieved,  in  2 
it  was  reduced,  and  in  2 no  improvement 
was  noted.  A satisfactory  range  of  active 
motion  was  generally  regained. 

It  is  thought  reasonable  that  the  relief  of 
pain  can  be  attributed  to  redistribution  of 
weight-bearing  stresses  with  relief  of  com- 
pression in  the  involved  tibiofemoral  com- 
partment and  of  tension  about  the  contra- 
lateral compartment. 

The  results  have  been  encouraging,  but 
more  time  must  pass  before  the  value  of 
proximal  tibial  osteotomy  for  compart- 
mental osteoarthritis  of  the  knee  can  be 
fully  assessed. 

The  possible  development  of  patellofem- 
oral  chondromalacia  secondary  to  the  change 
in  relationship  between  the  intercondylar 
femoral  groove  and  the  tibial  tubercle,  as 
occurs  with  genu  angular  deformities  or 
secondary  to  the  more  abrupt  change  in  this 
relationship  following  osteotomy,  are  under 
consideration  as  part  of  a continuing  study. 
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rate.  Mortality  rates  for  reported  series 
dropped  to  reported  figures  of  1 to  3 per  cent. 
With  the  advent  of  newer  drugs  effective 
against  the  tubercle  bacillus,  however,  indica- 
tions for  resectional  surgery  were  reassessed 
and  refined  and  medical  treatment  failures  re- 
duced to  about  10  per  cent.  It  became  evident 
that  relapse  rates  following  surgery  for  open 
negative  cavities  and  for  residual  nodules  under 
2.5  cm.  wrere  as  great  as  for  patients  with 
matched  lesions  on  identical  drug  regimens 
without  surgery. 

Now,  the  primary  indications  for  resection 
are  as  follows : adverse  results  of  medical 

therapy  with  persistent  cavitary  tuberculous 
disease  or  necrotic  foci;  destroyed  lung,  often 
with  bronchiectasis;  certain  residual  nodules 
over  2.5  cm.;  unfavorable  clinical  status  due  to 
ineffectual  drug  therapy  (either  because  of 
serious  drug  reactions  or  early  emergent  bac- 
terial resistance),  or  replaces  without  signifi- 
cant residual  foci. 


May  1,  1970  / New  York  State  Journal  of  Medicine  1063 


Clinicopathologic 

Conference 


MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Beekman-Downtown  Hospital 
New  York  City 
September  30,  1969 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
CHARLES  M.  KARPAS,  M.D. 

Discussed  by  DAVID  D.  THOMPSON,  M.D. 


Diabetes,  Arthralgias, 
and  Renal  Failure 


Case  history 

John  Mui,  M.D.:  First  admission.  A 

seventy-nine-year-old  white  female  was  ad- 
mitted with  anorexia  and  weight  loss  of  un- 
determined amount  over  a period  of  three 
months. 

For  many  years  the  patient  had  had  dia- 
betes mellitus  well  controlled  on  NPH  in- 
sulin 30  to  40  units  daily.  In  addition  she 
had  degenerative  arthritis  in  several  joints 
and  spondylitis,  because  of  which  she  con- 
sumed “unknown”  quantities  of  oral  anal- 
gesics including  propoxyphene  (Darvon). 
For  several  years  she  was  known  to  have 
had  mild  high  blood  pressure  and  during  the 
preceding  two  years  had  had  several 
“strokes.”  Two  years  before  admission  she 
had  had  an  abscess  on  one  foot  requiring 
local  treatment. 

Physical  examination  on  admission  re- 
vealed a blood  pressure  of  130/80  mm.  Hg, 
a pulse  rate  of  80,  and  a respiratory  rate  of 
20  per  minute;  the  temperature  was  99.4  F. 
The  patient  showed  some  memory  loss  and 
was  slow  in  speech.  The  tongue  deviated 
slightly  to  the  right.  The  lungs  were  clear; 
the  heart  rhythm  was  regular,  and  no  mur- 
murs were  audible.  The  abdominal  exami- 
nation revealed  no  abnormality.  Superficial 
varicosities  were  present  over  both  lower 
legs;  the  dorsalis  pedis  pulses  were  mod- 
erately strong  bilaterally. 

The  urine  specific  gravity  was  1.012  with 
negative  findings  in  tests  for  albumin  and 
sugar;  the  microscopic  examination  re- 
vealed normal  results.  The  hemoglobin  was 
10.8  Gm.  per  100  ml.,  the  hematocrit  33,  the 


white  blood  cell  count  8,300  with  64  per  cent 
mature  polymorphonuclear  leukocytes.  The 
platelet  count,  reticulocyte  count,  serum 
iron,  and  iron-binding  capacity  were  normal. 
The  initial  blood  glucose  was  245  mg.,  the 
blood  urea  nitrogen  54  mg.,  the  total  cho- 
lesterol 286  mg.,  and  the  total  protein  6.2 
Gm.  (albumin  3.9  Gm.,  globulin  2.3  Gm.)  per 
100  ml.  The  carbon  dioxide  content  was  19 
mEq.  and  the  potassium  4.5  mEq.  per  liter. 
A repeat  urinalysis  showed  a specific  gravity 
of  1.011  and  was  otherwise  normal. 

The  roentgenogram  of  the  chest  revealed 
only  atherosclerosis  of  the  aorta.  The 
barium  enema  revealed  nothing  abnormal; 
however,  the  films  indicated  extensive 
osteoarthritis  of  the  lumbodorsal  spine  and 
atherosclerosis  of  the  abdominal  aorta.  A 
gastrointestinal  series  demonstrated  only  a 
small  hiatus  hernia. 

The  electrocardiogram  showed  minor 
changes  suggestive  of  myocardial  ischemia. 

During  the  ten-day  hospital  course,  frac- ' 
tional  urines  remained  negative  for  glucose. 
The  patient  remained  afebrile  and  gen- 
erally comfortable  with  some  improvement 
in  appetite;  her  weight  was  stable.  A bone 
marrow  aspiration  revealed  multilobed  poly- 
morphonuclear leukocytes  suggestive  of 
early  megaloblastic  change.  A repeat  test 
of  the  blood  urea  nitrogen  showed  43  mg., 
the  serum  creatinine  3.2  mg.,  and  the  uric 
acid  9.3  mg.  per  100  ml.  Shortly  before  dis- 
charge, urinalysis  revealed  a specific  gravity 
of  1.012,  a trace  of  albumin,  10  to  15  white 
blood  cells,  and  5 to  10  red  blood  cells  per 
high-power  field. 
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Second  admission  (si.v  weeks  later).  Dur- 
ing the  interval  she  became  mentally  de- 
pressed, anorexic,  continued  to  lose  weight, 
and  polyuria  developed.  The  insulin  therapy 
of  her  diabetes  became  haphazard,  although 
she  persisted  in  taking  propoxyphene  fre- 
quently and  possibly  other  analgesics.  On 
admission  the  physical  examination  re- 
vealed a blood  pressure  of  150/60  mm.  Hg. 
a pulse  rate  of  78,  and  a respiratory  rate  of 
20  per  minute;  the  temperature  was  99.2  F. 
The  patient  was  pale,  weak,  and  mildly 
dyspneic;  she  was  markedly  depressed  emo- 
tionally. The  tongue  was  red  and  smooth. 
The  lungs  were  clear;  the  cardiac  rhythm 
was  regular  and  there  were  no  murmurs. 
Abdominal  examination  revealed  nothing  ab- 
normal; a dark  brown  well-formed  stool  was 
noted  on  the  rectal  examining  finger.  Vari- 
cosities were  again  noted,  but  the  dorsalis 
pedis  pulsations  now  could  not  be  felt. 

The  initial  urinalysis,  showed  a specific 
gravity  of  1.015,  a test  for  albumin  was  2 
plus,  and  tests  for  sugar  showed  normal 
findings.  White  blood  cells  were  numerous 
on  microscopic  examination  with  0 to  2 red 
blood  cells  per  high-power  field.  The  hemo- 
globin was  10  Gm.  per  100  ml.,  the  hemato- 
crit 31,  the  white  blood  cell  count  18,000  with 
74  per  cent  polymorphonuclear  leukocytes 
and  19  per  cent  band  forms.  The  initial 
true  blood  glucose  was  265  mg.,  the  blood 
urea  nitrogen  51  mg.  per  100  ml.,  the  total 
protein  5.9  Gm.  (albumin  3.4  Gm.,  globulin 
2.5  Gm.')  per  100  ml.  The  carbon  dioxide 
content  was  22.6  mEq.,  potassium  4.5  mEq., 
sodium  126  mEq.,  and  chlorides  96  mEq.  per 
liter.  The  initial  electrocardiogram  was 
within  normal  limits. 

The  intravenous  pyelogram  revealed  that 
the  renal  shadows  were  slightly  smaller  than 
normal;  no  dye  was  visualized  within  the 
urinary  tracts  (Fig.  1). 

The  patient’s  temperature  fluctuated  to 
101  F.  during  the  first  two  weeks  in  the 
hospital.  The  blood  pressure  ranged  from 
114  68  to  164  70  mm.  Hg;  complaints  of 
weakness  in  the  lower  extremity  and  in- 
ability to  walk  persisted,  and  moderate  mus- 
cular wasting  was  observed.  The  appetite 
remained  poor,  and  the  patient  was  persist- 
ently depressed  mentally.  The  physical  ex- 
amination showed  no  other  changes;  the 
speech  gradually  became  more  slurred.  The 
urine  remained  free  of  glucose  and  acetone; 
the  specific  gravity  ranged  from  1.010  to 


FIGURE  1.  Intravenous  pyelogram  with  no  vis- 
ible excretion  of  dye;  renal  shadows  slightly  de- 
creased in  size  (arrows). 


1.013  with  test  results  for  albumin  1 plus 
to  3 plus  on  numerous  occasions.  Innu- 
merable white  blood  cells  were  persistently 
found  on  microscopic  examination,  together 
with  numerous  yeast  forms,  and  a few  renal 
epithelial  cells.  The  bacterial  count  in  the 
urine  was  30,000  per  cubic  millimeter,  with 
many  gram-negative  rods  which  on  culture 
were  identified  as  Escherichia  coli.  After 
treatment  with  ampicillin,  streptomycin,  and 
tetracycline,  the  urine  persistently  showed 
numerous  white  blood  cells,  but  the  blood 
urea  nitrogen  decreased  to  39  mg.  and  the 
creatinine  to  2.6  mg.  per  100  ml.  However, 
the  blood  uric  acid  was  reported  as  24.8  mg. 
per  100  ml.,  the  carbon  dioxide  content  15.5 
mEq.,  and  the  serum  potassium  5.3  mEq.  per 
liter.  After  three  days  of  the  aforemen- 
tioned therapy,  the  urine  bacterial  count  was 

8.000  per  cubic  millimeter  with  rare  gram- 
negative rods;  the  predominating  organism 
was  Pseudomonas  aeruginosa  on  culture. 
At  this  time  the  blood  culture  revealed 
E.  coli. 

After  a week  of  antibiotic  therapy,  how- 
ever, the  patient’s  condition  began  to  de- 
teriorate; the  white  blood  cell  count  was 

15.000  with  70  per  cent  mature  polymorpho- 
nuclear leukocytes  and  20  per  cent  band 
forms.  The  urine  continued  to  show  in- 
numerable white  blood  cells  with  normal 
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findings  in  tests  for  sugar;  the  blood  urea 
nitrogen  rose  to  78  mg.,  the  creatinine  to 
4.3  mg.,  while  the  uric  acid  was  22.5  mg.  per 
100  ml.  The  serum  calcium  was  7.2  mg. 
and  the  phosphorus  7 mg.  per  100  ml.  A 
course  of  allopurinol  therapy  was  refused  by 
the  patient.  By  the  end  of  the  third  hospital 
week  urinalysis  showed  an  increased  num- 
ber of  red  blood  cells  per  high-power  field ; 
the  blood  urea  nitrogen  rose  to  111  mg.,  the 
creatinine  to  6.4  mg.,  and  the  uric  acid  to 
26.7  mg.  per  100  ml.  The  carbon  dioxide 
content  fell  to  8 mEq.,  and  the  potassium 
rose  to  6.8  mEq.  per  liter.  The  total  pro- 
tein was  4.9  Gm.  (albumin  2.0  Gm.,  globulin 
2.9  Gm.)  per  100  ml.  Blood  culture  findings 
remained  normal. 

The  patient  showed  progressively  increas- 
ing confusion  and  disorientation.  She  be- 
came more  somnolent,  although  at  times 
agitated  and  combative.  Decubitus  ulcers 
appeared  over  the  sacral  region.  Edema  ap- 
peared over  both  lower  extremities,  and 
the  urine  output  diminished  to  below  200 
cc.  per  twenty-four  hours.  On  the  thirty- 
eighth  hospital  day  the  patient  lapsed  into 
coma;  during  the  last  twenty-four  hours  of 
life  she  suddenly  passed  over  2,000  cc.  of 
urine  and  vomited  about  500  cc.  of  coffee 
ground  material.  She  ceased  breathing  on 
the  afternoon  of  the  fortieth  hospital  day. 

Discussion 

David  D.  Thompson,  M.D.:  I am  fas- 

cinated by  the  protocol  of  this  case,  but  I 
fully  expect  that  I,  too,  will  have  to  depend 
on  the  pathologist  for  the  final  answer. 

We  have  a seventy-nine-year-old  white 
female  with  a history  of  diabetes  and  recent 
therapy  with  NPH  insulin.  There  is  the 
suggestion  that  recently  she  may  have  had 
trouble  with  her  vascular  system  as  evi- 
denced by  a report  of  several  “strokes”  with- 
out permanent  residue.  Immediately  pre- 
ceding her  first  admission,  new  symptoms 
of  loss  of  appetite,  weight  loss,  and  gen- 
eralized weakness  appeared,  but  her  ex- 
amination did  not  point  to  any  unusual 
clinical  features.  I would  make  note  that 
the  dorsalis  pedis  pulses  were  moderately 
strong  bilaterally,  and  the  initial  urine  ex- 
amination was  unremarkable  in  all  respects. 
I might  point  out  that  she  had  no  sugar  in 
her  urine  at  a time  when  her  blood  glucose 
was  245  mg.  per  100  ml.  It  is  not  uncom- 


mon in  patients  with  renal  disease  and  dia- 
betes to  have  an  elevated  threshold  for 
glucose  such  that  at  a time  when  the  blood 
glucose  is  elevated  the  urine  is  negative 
for  sugar.  This  patient  had  evidence  of 
renal  impairment  at  that  time  as  indicated 
by  the  blood  urea  nitrogen  of  54  mg.  per 
100  ml.  The  other  blood  determination  that 
interested  me  was  the  elevation  of  the 
blood  uric  acid  to  10.2  mg.  per  100  ml. 
Dr.  Flynn,  what  is  the  normal  value  for 
blood  uric  acid  in  this  hospital? 

John  T.  Flynn,  M.D.:  Ordinarily  from 
5 to  8 mg.  per  100  ml.,  but  so-called  normal 
values  for  uric  acid  are  not  so  securely  de- 
fined as  we  were  once  led  to  believe. 

Dr.  Thompson:  As  we  will  see  later  on, 
the  patient’s  uric  acid  goes  considerably 
higher,  but  at  this  point  it  was  only  slightly 
elevated  and  perhaps  consistent  with  the 
elevation  of  the  blood  urea  nitrogen.  The 
only  other  finding  which  may  be  significant 
from  the  laboratory  standpoint  on  the  first 
admission  was  the  many  amorphous  urates 
in  the  urine  which  ordinarily  we  would  dis- 
count as  being  normal,  but  in  view  of  the 
subsequent  course  I think  we  ought  to  keep 
them  in  mind. 

The  roentgenographic  examinations  on 
this  first  admission  are  not  particularly 
helpful.  They  do  demonstrate  a severe 
osteoarthritic  involvement  of  the  spine. 
While  in  the  hospital  on  treatment  for  her 
diabetes,  it  was  noted  that  there  was  a sense 
of  resistance  in  the  epigastrium  and  the 
left  upper  quadrant  which,  however,  disap- 
peared on  later  examination.  A bone  mar- 
row aspiration  was  done,  presumably  be- 
cause of  anemia,  although  I would  have 
been  inclined  to  relate  this  anemia  to  her 
uremia.  The  marrow  report  indicated  the 
presence  of  many  multilobed  polymorpho- 
nuclear leukocytes  suggestive  of  early  mega- 
loblastic change.  I am  not  certain  what 
the  significance  of  that  is.  The  possibility 
of  pernicious  anemia  in  this  patient  does  not 
appear  likely  on  the  basis  of  history  and 
other  findings. 

One  point  that  I would  mention  is  that 
later  during  the  first  admission  the  urine 
showed  a trace  of  albumin,  the  presence  of 
15  white  blood  cells,  and  5 to  10  red  blood 
cells  per  high-power  field  which  were  not 
present  earlier. 

Six  weeks  later  the  patient  was  read- 
mitted to  the  hospital  with  continued  weight 
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loss  and  mental  depression.  The  physical 
examination  at  this  time  differed  from  the 
previous  ones  only  in  the  fact  that  the 
dorsalis  pedis  arteries  were  no  longer  pal- 
pable. I would  like  to  know,  Dr.  Mui, 
whether  the  femoral  arteries  were  palpable 
at  this  time. 

Dr.  Mm:  The  other  arterial  pulses  were 
normal. 

I)r.  Thompson  : My  own  experience  with 
dorsalis  pedis  pulsations  would  not  lead  me 
to  draw  much  of  a conclusion  from  this  new 
finding  unless  there  were  other  changes.  On 
this  second  admission  the  urinalysis  re- 
vealed a 2 plus  albumin  accompanied  by 
numerous  white  cells  together  with  fewer 
than  2 red  cells  per  high-power  field.  The 
hemoglobin  was  10  Gm.  per  100  ml.  and 
the  hematocrit  31.  The  white  blood  cell 
count  was  elevated  to  18,000  with  75  per 
cent  polymorphonuclear  leukocytes  and  19 
per  cent  band  forms.  The  blood  urea  nitro- 
gen was  essentially  unchanged  at  51  mg. 
and  55  mg.  per  100  ml.  The  intravenous 
pyelogram  did  not  show  dye  visualization 
because  of  the  degree  of  elevation  of  the 
blood  urea  nitrogen;  however,  it  was  re- 
ported that  the  kidneys  were  smaller  than 
normal. 

.John  Batillas,  M.D.  The  intravenous 
pyelogram  was  taken  one  minute  after  rapid 
injection  of  dye,  and  we  can  see  both  renal 
outlines  very  nicely  (Fig.  1).  They  appear 
nox-mal  in  configuration  with  smooth  mar- 
gins, but  they  are  slightly  smaller  than  one 
would  expect.  There  is  no  evidence  of 
radiopaque  calculi. 

Dr.  Thompson:  We  do  not  obtain  good 

visualization  of  the  calyceal  systems  on  any 
of  the  films.  Other  than  the  fact  that  the 
kidneys  were  somewhat  small,  there  are  no 
clues  as  to  what  the  underlying  problem 
might  be.  During  this  hospital  admission 
the  patient’s  temperature  was  as  high  as 
101  F.  but  subsequently  was  normal  prior 
to  death.  However,  she  continued  to  show 
white  blood  cells  and  bacteria  in  the  urine. 
One  urine  bacterial  count  was  reported  as 
30,000  per  cubic  millimeter  which  is  border- 
line between  contamination  and  clear-cut 
infection.  The  urine  culture  revealed  E 
coli  and  streptococcus.  In  view  of  the  fact 
that  the  urine  has  repeatedly  shown  in- 
numerable white  blood  cells,  I am  inclined  to 
think  that  the  finding  of  30,000  bacteria 
probably  indicates  infection. 


By  this  time  the  serum  uric  acid  had 
risen  to  1G.2  mg.  per  100  ml.,  and  at  this 
point  1 am  beginning  to  question  whether 
or  not  this  elevation  is  consistent  with  the 
increase  of  the  blood  urea  nitrogen.  In 
a large  series  of  patients  without  obvious 
reason  for  having  an  elevated  uric  acid 
other  than  chronic  renal  disease,  it  was 
found  that  the  value  of  the  blowd  uric  acid 
in  milligrams  rarely  exceeded  10  per  cent 
of  the  value  of  the  blood  urea  nitrogen.1 
Thus  in  a patient  with  only  renal  disease 
and  a blood  urea  nitrogen  of  50  mg.  per  100 
ml.,  one  would  not  expect  an  appreciable 
elevation  of  the  uric  acid  above  your  levels 
of  5 to  8 mg.  per  100  ml.  This  patient’s 
uric  acid  of  16.2  mg.  per  100  ml.  would  be 
higher  than  one  would  ordinarily  anticipate 
on  the  basis  of  uremia  alone.  The  question 
that  always  arises  in  this  situation  is 
whether  or  not  there  were  other  reasons  for 
the  evaluation  of  the  uric  acid,  such  as  the 
use  of  chlorothiazide,  although  there  is  no 
indication  that  this  patient  was  receiving 
that  medication.  I am  unaware  that  any 
of  the  medications  used  in  this  case  would 
be  expected  to  elevate  the  blood  uric  acid. 

The  patient  continued  to  show  white  blood 
cells  in  the  urine  and  later  renal  epithelial 
cells,  although  sugar  and  acetone  were  con- 
sistently absent.  The  staff  also  was  con- 
cerned about  the  elevation  of  the  blood  uric 
acid  to  the  extent  that  allopurinol  therapy 
was  attempted. 

Toward  the  end  of  the  third  hospital  week 
the  patient’s  condition  deteriorated;  the 
blood  urea  nitrogen  rose  to  111  mg.  at  which 
time  the  creatinine  was  6.4  mg.  and  the  uric 
acid  26.7  mg.  per  100  ml.  Her  urine  output 
declined  to  200  cc.  per  day  which  suggests 
to  us  that  the  underlying  renal  process  was 
advancing  rapidly.  When  the  urine  volume 
falls  to  these  low  levels,  the  extent  of  renal 
functional  impairment  usually  is  severe,  and 
unless  prompt  measures  are  taken,  the  pa- 
tient is  likely  to  succumb  very  shortly  in 
uremia.  It  is  interesting  that  during  the 
last  twenty-four  hours  of  life  the  patient 
suddenly  passed  2,000  cc.  of  urine.  When- 
ever a patient  whose  urine  output  has  gradu- 
ally declined  to  a low  level  exhibits  a sudden 
outpouring  of  urine,  one  would  think  first  of 
an  obstruction  in  the  urinary  tract  which 
had  suddenly  been  released.  I was  suffi- 
ciently impressed  with  that  finding  by  itself 
to  lay  weight  on  it  in  terms  of  what  patho- 
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logic  process  might  be  going  on. 

To  recapitulate,  this  was  an  elderly  female 
with  long-standing  diabetes  in  whom  we 
might  anticipate  the  development  of  renal 
disease,  in  particular  diabetic  nephropathy. 
However,  she  did  not  have  the  classic  clini- 
cal finding  of  diabetic  kidney  disease  de- 
scribed by  Kimmelstiel  and  Wilson;  she  did 
not  develop  the  nephrotic  syndrome  with 
proteinuria,  edema,  and  hypertension.  On 
the  other  hand,  one  would  anticipate  that  a 
biopsy  of  the  kidney,  even  at  the  time  when 
she  had  no  proteinuria,  would  no  doubt  show 
evidence  of  vascular  disease  and  very  likely 
some  diffuse  sclerotic  changes  in  the  glomer- 
uli. She  might  even  show  the  hallmark  le- 
sion of  diabetic  glomerulosclerosis,  namely, 
a nodular  lesion  in  the  periphery  of  the 
glomerulus.  This  nodular  lesion  in  itself  is 
not  the  cause  of  the  renal  failure,  which 
usually  is  related  much  more  to  a diffuse 
change  in  the  basement  membrane  of  the 
capillary.  I would  anticipate  in  this  case 
that  such  a lesion  would  be  seen  pathologi- 
cally. However,  such  findings  would  be  in- 
sufficient to  explain  the  rather  sudden  de- 
terioration in  her  condition  in  the  last  few 
months  of  her  life,  which  resulted  ultimately 
in  severe  uremia  and  death.  Now  what 
could  this  new  factor  be?  For  one  thing, 
an  infection  presumably  involving  the  kid- 
neys may  have  developed,  although  the 
tenderness  was  localized  to  the  epigastrium, 
and  the  temperature  rose  only  to  101  F.  On 
the  other  hand,  we  know  that  high  fever 
does  not  often  develop  in  patients  with 
uremia  even  with  very  severe  infection,  such 
as  acute  pyelonephritis.  In  favor  of  the 
diagnosis  of  pyelonephritis  is  the  sudden  ap- 
pearance of  large  numbers  of  white  blood 
cells,  bacteria,  and  small  numbers  of  red 
blood  cells  in  the  urine.  Pyelonephritis  is 
common  in  diabetic  patients ; in  one  autopsy 
series  evidence  of  pyelonephritis  was  found 
in  10  to  20  per  cent  of  diabetic  cases.2  So 
certainly  this  is  a very  likely  possibility  in 
this  case. 

Returning  for  the  moment  to  the  matter 
of  decline  in  her  urine  volume  and  then 
the  sudden  increase,  and  assuming  that 
there  is  no  simple  mechanical  explanation 
such  as  blockage  of  the  urethra,  I would 
like  to  raise  the  question  as  to  whether  or 
not  there  may  have  been  a blockage  higher 
up  in  the  pelves  of  the  kidneys  or  in  the 
ureters.  In  this  regard  two  possibilities 


come  to  mind:  renal  papillary  necrosis  and 

uric  acid  crystal  formation.  The  cause  of 
papillary  necrosis  is  poorly  understood,  but 
the  condition  is  generally  seen  in  a setting  of 
acute  pyelonephritis  and  for  some  reason 
more  commonly  in  diabetic  subjects  than  in 
other  groups  of  patients.  It  is  not  a com- 
mon condition.  The  rapidity  of  the  sloughs 
of  renal  papillae  may  be  sufficient  to  cause 
blockage  of  the  ureters  by  small  pieces  of 
tissue.  To  make  the  diagnosis  of  renal 
papillary  necrosis  in  life  one  really  needs  to 
find  pieces  of  tissue  in  the  urine.  It  is  re- 
marked in  one  of  the  patient’s  urinalyses 
that  renal  epithelial  cells  were  present,  but 
this  may  occur  in  other  types  of  renal 
disease  as  well.  Nonetheless  I would  seri- 
ously consider  the  diagnosis  of  renal  papil- 
lary necrosis. 

Second,  I wondered  about  the  possibility 
that  the  patient  formed  uric  acid  crystals  to 
the  extent  that  they  blocked  the  urinary 
passages.  I cannot  say  that  I have  ever 
seen  or  heard  of  this  occurring  in  a patient 
with  uremia  and  an  elevated  blood  uric  acid, 
even  though  I checked  the  medical  literature 
on  this  subject.  On  the  other  hand,  such 
blockage  is  well  known  to  occur  in  patients 
with  malignant  conditions,  particularly 
lymphomas  and  leukemias  during  the  course 
of  chemotherapy.  Here  the  development  of 
uric  acid  deposits  in  the  renal  pelves  and 
ureters  is  sufficiently  common  that  it  is 
watched  for  very  carefully,  and  many  of 
these  patients  are  treated  with  allopurinol 
to  prevent  such  a complication.  But  in  this 
case  I am  at  a loss  to  know  why  the  blood 
uric  acid  is  so  high.  There  is  no  good  evi- 
dence that  the  patient  had  an  underlying 
malignant  disease  or  blood  dyscrasia;  none- 
theless I think  that  it  should  be  considered. 

I did  entertain  the  possibility  that  an  oc- 
clusion developed  in  one  or  more  renal  ves- 
sels as  the  reason  for  the  sudden  change  in 
the  patients  condition.  My  question  con- 
cerning the  dorsalis  pedis  pulses  related  to 
whether  or  not  a thrombosis  of  the  aorta 
might  have  developed  in  the  region  of  the 
renal  arteries.  However,  she  had  good  pul- 
sations in  her  larger  vessels  so  that  the 
aortic  thrombosis  is  most  unlikely. 

Finally,  I would  favor  the  diagnosis  of 
diabetic  nephropathy,  superimposed  acute 
pyelonephritis,  and  acute  papillary  necro- 
sis, blocking  the  ureters  transiently.  A 
less  likely  possibility  is  the  development  of 
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uric  acid  deposits  in  the  kidneys  with  as- 
sociated pyelonephritis  and  blockage  of  the 
ureters.  Least  likely  is  generalized  athero- 
sclerosis with  stenosis  of  both  renal  arteries 
and  secondary  renal  failure. 

I)r.  Flynn  : Have  you  ever  seen  Kim- 

melstiel-Wilson’s  disease  by  itself  progress 
with  a rapid  deterioration  of  renal  function? 

Dr.  Thompson:  No,  not  by  itself.  Usu- 

ally a superimposed  complication  such  as 
pyelonephritis  would  be  found  when  kidney 
function  decreased  rapidly. 

Dr.  Flynn:  The  finding  of  yeast  forms 

in  the  urine  can  be  confusing.  We  recently 
observed  a patient  with  such  findings  in  the 
urine  which  we  accepted  as  an  evidence  of 
contamination  until  renal  failure  appeared 
and  progressively  worsened.3  Terminally, 
candidemia  developed,  and  only  then  did  we 
realize  that  the  fungus  was  responsible  for 
the  severe  renal  damage.  Would  you  con- 
sider such  a possibility  in  the  present  case? 
How  much  fungus  do  we  have  to  find  in  the 
urine  to  consider  it  significant? 

Dr.  Thompson  : I must  admit  that  I 

usually  tend  to  ignore  the  yeast  forms  in 
the  urine  when  they  appear  to  the  degree 
reported  in  this  case.  The  only  serious  in- 
stances I have  seen  recently  were  systemic 
fungus  infections  associated  with  the  use  of 
immunosuppressive  drugs  and  clearly  in- 
volving the  kidneys.  I would  think  fungus 
infection  to  be  most  unlikely  as  an  isolated 
cause  of  pyelonephritis  in  the  case  we  are 
discussing. 

Dr.  Flynn  : If  we  suspect  renal  papil- 

lary necrosis,  should  we  strain  the  urine  in 
search  of  tissue  fragments? 

Dr.  Thompson:  Yes,  that  is  probably 

the  only  certain  way  of  making  the  diagno- 
sis during  life,  other  than  changes  in  the 
pyelogram  of  a patient  who  still  has  reason- 
ably good  renal  function.  Blurring  and 
blunting  of  the  calyceal  outlines  and  the 
so-called  halo  sign  may  suggest  the  likeli- 
hood of  renal  papillary  necrosis. 

Dr.  Flynn  : When  Lovell  Becker,  M.D., 

discussed  one  of  our  clinicopathologic  con- 
ferences here  some  time  ago,  he  made  the 
comment  that  he  had  never  seen  a case  of 
renal  papillary  necrosis.4  Has  that  been 
your  experience,  too? 

Dr.  Thompson  : I have  not  seen  a pa- 

tient with  this  clinical  picture,  although  we 
have  seen  patients  with  analgesic  overdose 
whom  we  suspected  of  having  renal  papillary 


necrosis.  The  relationship  between  anal- 
gesic overdosage  and  the  development  of 
papillary  necrosis  is  not  understood  but 
appears  to  result  in  a chronic  form  of  renal 
damage  rather  than  an  acute  one.  Phenace- 
tin  has  been  most  frequently  blamed,  al- 
though there  is  still  question  as  to  whether 
or  not  there  is  indeed  a true  drug  relation- 
ship. I have  been  impressed  with  some  of 
the  medical  reports,  particularly  coming 
from  Scandinavia  and  Switzerland,  where 
the  incidence  of  papillary  necrosis  is  quite 
high  and  apparently  related  to  medication. 
I have  seen  several  patients  who  demon- 
strated the  radiologic  appearance  as  de- 
scribed in  the  Swedish  and  Swiss  literature 
and  have  thought  that  renal  papillary  necro- 
sis might  be  present.5  I agree  with  Dr. 
Becker  that  I cannot  recall  having  ever 
made  that  diagnosis  with  certainty  during 
life  in  the  type  of  patient  we  are  discussing 
today. 

Paula  Seiler,  M.D.:  When  you  referred 

to  phenacetin  overdosage,  did  you  mean 
acute  or  habitual  overdosage?  This  pa- 
tient had  taken  analgesics  over  a long  period 
of  time  although  we  do  not  know  exactly 
what  she  was  taking  other  than  propoxy- 
phene. 

Dr.  Thompson  : That  is  a good  point 

which  I should  perhaps  have  emphasized 
more  vigorously.  The  studies  and  reports 
on  this  problem  indicate  that  the  patients 
who  have  developed  renal  papillary  necrosis 
usually  have  been  taking  not  only  large 
amounts  of  analgesics  but  also  over  a long 
period  of  time.  Most  commonly  the  patients 
were  suffe"ing  with  migraine  or  with  severe 
rheumatoid  arthritis. 

Lewis  Bronstein,  M.D. : Other  than  ma- 

lignant neoplasm,  what  condition  might  pro- 
duce an  elevated  uric  acid  to  this  degree? 

Dr.  Thompson  : If  a patient  with  uremia 

also  was  taking  a chlorothiazide  drug,  you 
might  conceivably  find  such  a uric  acid  eleva- 
tion. We  have  no  evidence  that  this  pa- 
tient was  taking  such  a diuretic,  and  I must 
admit  that  I personally  have  never  seen  as 
high  a level  as  this  in  uremic  patients  who 
were  using  chlorothiazide. 

Dr.  Bronstein  : Could  this  patient  have 

had  a renal  vein  thrombosis  toward  the  end 
of  her  life  which  resulted  in  the  terminal 
diuresis?  Frankly  I would  doubt  that  a 
blockage  with  uric  acid  crystals  would  clear 
spontaneously  in  a patient  who  is  acidotic 
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and  who  is  apparently  not  receiving  large 
amounts  of  fluids. 

Dr.  Thompson  : You  are  quite  right,  and 

I do  consider  blockage  by  uric  acid  crystals 
to  be  a slim  possibility  at  best.  Certainly 
patients  with  renal  vein  thrombosis  can  de- 
velop uremia  rapidly  and  die,  but  in  adults 
we  are  likely  also  to  see  an  associated  ne- 
phrotic syndrome. 

Harold  Coppersmith,  M.D. : Dr.  Thomp- 
son, granting  that  the  patient  had  dia- 
betes and  pyelonephritis,  I wondered  if 
you  would  want  to  consider  any  extrarenal 
pathologic  lesion  as  the  underlying  cause  of 
death.  A sudden  release  of  pressure  on  the 
urethra  with  a resultant  outpouring  of 
urine  might  occur  with  a pelvic  tumor. 

Dr.  Thompson:  I agree,  although  we 

have  no  report  of  a pelvic  examination  on 
this  patient.  The  development  of  bilateral 
obstruction  of  the  ureters  can  occur  al- 
though very  infrequently.  I cannot  rule 
out  obstructive  lesions  although  I think  that 
they  are  unlikely. 

Dr.  Flynn:  Do  you  think  that  the  sud- 

den terminal  outpouring  of  urine  might  be 
a reflection  of  an  agonal  failure  of  renal  tu- 
bular function? 

Dr.  Thompson  : I think  when  the  urine 

volume  falls  as  low  as  200  cc.  a day,  as  it  did 
in  this  patient,  it  is  most  unusual  for  it  to 
increase  again  so  abruptly,  unless  the  cause 
was  a simple  mechanical  obstruction. 

Seymour  Fink,  M.D.:  Dr.  Thompson,  do 
you  think  that  a renal  angiogram  would 
help  with  this  type  of  case?  Also  would  you 
have  considered  amyloidosis  of  the  kidney? 

Dr.  Thompson:  We  have  been  reluctant 

to  do  any  contrast  studies  of  the  renal  arte- 
ries unless  we  have  had  more  reason  to  sus- 
pect involvement  of  those  vessels  than  is  ap- 
parent in  this  case.  For  instance,  I did 
mention  the  likelihood  of  severe  atheroscle- 
rotic changes,  but  this  is  a situation  in 
which  you  have  to  ask  yourself  the  question: 
Is  the  diagnostic  procedure  justified  in  a pa- 
tient as  ill  as  this  woman?  If  she  does  have 
atherosclerotic  plaques  in  her  renal  vessels, 
would  you  proceed  to  do  a definite  surgical 
procedure  on  them?  If  the  answer  to  that 
question  were  no,  then  I would  not  be  in- 
clined to  do  the  renal  angiogram.  So  much 
depends  on  the  individual  patient  as  seen  by 
the  physician  at  the  time. 

Amyloidosis  should  probably  always  be 
mentioned  in  any  instance  of  kidney  disease, 


FIGURE  2.  Section  of  myocardium  with  patchy 
fibrosis  (hematoxylin  and  eosin  stain). 


because  it  is  one  of  the  conditions  that  is 
discovered  unexpectedly  with  no  suggestive 
clinical  signs  or  symptoms  that  point  to  that 
diagnosis.  You  should  always  include  amy- 
loidosis in  instances  of  uremia  that  are  not 
clear-cut,  as  in  this  case. 

Clinical  diagnoses 

1.  Diabetes,  mellitus 

2.  Probable  inter  capillary  glomeruloscle- 
rosis ( Kimmelstiel-W  ilson  disease)  with  su- 
perimposed pyelonephritis  and  renal  failure 

3.  Uremia  and  E.  coli  septicemia  second- 
ary to  intercapillary  glomerulosclerosis 

U.  Hyperuricemia  ? secondary  to  uremia 

Dr.  Thompson’s  diagnoses 

1.  Diabetes  mellitus 

2.  Renal  papillary  necrosis  associated 
with  diabetes  and  ? with  analgesic  abuse 

3.  Uremia  and  E.  coli  septicemia  second- 
ary to  renal  papillary  necrosis 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  At  postmortem 

examination  the  heart  appeared  normal  in 
size  and  showed  none  of  the  stigmata  of 
hypertension.  There  was  evidence  of  mod- 
erate coronary  arteriosclerosis  associated 
with  focal  myocardial  ischemia.  The  latter 
was  characterized  by  patchy  fibrosis  as  well 
as  mild  acute  ischemic  changes  within  the 
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papillary  muscles  in  the  left  ventricle  (Fig. 
2).  In  spite  of  those  findings  we  were  un- 
able to  find  any  appreciable  evidence  of  an 
infarct. 

The  principal  autopsy  findings  were  local- 
ized to  the  kidneys  which  exhibited  the 
classic  findings  of  papillary  necrosis  (Fig. 
3 top).  The  damaged  and  necrotic  papillae 
were  associated  with  abscesses  extending 
into  the  cortex,  and  purulent  material  filled 
the  calyces  and  the  pelves  (Fig.  3 bottom). 
Complete  dissection  of  the  collecting  system 
failed  to  uncover  any  evidence  of  obstruc- 
tion, recent  or  remote.  Microscopically,  the 
damaged  papillae  presented  an  admixture 
of  necrotic  debris  and  extensive  infiltration 
of  polymorphonuclear  leukocytes  which  also 
extended  throughout  the  renal  parenchyma. 
Away  from  the  necrotic  areas,  the  picture  of 
an  underlying  chronic  pyelonephritis  be- 
comes more  obvious,  with  interstitial  fibro- 
sis, clusters  of  infiltrating  lymphocytes,  dif- 
fuse dilatation  of  tubules,  and  periglomeru- 
lar  fibrosis.  Scattered  wedge-shaped  areas 
of  fibrosis  incorporating  an  occasional  hya- 
linized  glomerulus  can  be  identified  in  the 
subcapsular  portion  of  the  cortex.  Such 
areas  are  intimately  associated  with  scle- 
rotic blood  vessels  of  varying  sizes,  although 
the  walls  of  the  afferent  arterioles  are  not 
appreciably  thickened.  Incidentally,  the 
characteristic  changes  of  diabetic  nodular 
glomerulosclerosis  were  not  evident. 

DR.  Bronstein  : Have  we  still  no  satis- 

factory explanation  for  the  high  blood  uric 
acid? 

Dr.  Thompson  : This  instance  appears 

to  be  an  exception  to  the  general  statements 
that  I made  about  kidney  disease  and  ure- 
mia. We  do  run  into  cases  like  this  that  I 
cannot  explain  satisfactorily.  Therefore, 
we  are  going  to  have  to  say  that  this  is  an 
unusually  high  uric  acid  associated  with  ure- 
mia. 

Dr.  Flynn  : Would  you  be  tempted  to 

believe  that  there  was  enough  tissue  de- 
struction in  the  kidney  or  enough  white  cell 
destruction  with  a long-standing  pyelone- 
phritis to  account  for  the  hyperuricemia,  at 
least  in  part? 

Dr.  Thompson  : No,  I would  not  think 

so. 

Dr.  Flynn  : Only  in  retrospect,  as  we 

looked  back  through  the  case  record,  did  it 
begin  to  be  apparent  that  perhaps  the  in- 
take of  analgesics  to  which  the  woman  was 


FIGURE  3.  (Top)  Renal  papilla  showing  diffuse 
necrosis  and  abscess  formation  (arrow).  (Bot- 
tom) Multiple  abscesses  involving  renal  medulla 
and  extending  into  cortex.  (Hematoxylin  and 
Eosin  Stain.) 


practically  addicted  should  have  been  given 
more  importance  in  our  earlier  evaluation  of 
her  problem.  She  admitted  to  a steady  in- 
take of  propoxyphene ; but  like  so  many 
people  who  take  aspirin  or  similar  medica- 
tion habitually,  she  may  have  deliberately 
concealed  that  fact  from  her  physicians. 

Dr.  Bronstein  : Propoxyphene  com- 

pound of  course  contains  salicylates. 

Dr.  Flynn  : As  far  as  we  were  able  to 

determine  subsequently,  the  patient  was 
taking  plain  propoxyphene  but  very  likely 
had  access  to  other  salicylate  compounds  as 
well. 

Dr.  Thompson  : It  is  an  interesting  side- 

light that  attention  to  the  possible  relation- 
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ship  of  analgesic  drugs  to  papillary  necrosis 
was  initially  aroused  in  Switzerland  and 
Scandinavia.  Many  people  in  those  coun- 
tries have  the  habit  of  taking  analgesic 
compounds  during  their  coffee  breaks  ir- 
respective of  whether  or  not  they  have  any 
illness  or  discomfort.  It  is  believed  by  many 
that  this  medication  increases  their  work 
efficiency.  It  was  the  incidence  of  renal 
papillary  necrosis  in  people  who  were  other- 
wise physically  normal,  as  far  as  anybody 
could  tell,  that  really  focused  attention  on 
analgesics  as  a possible  cause. 

Charles  M.  Karpas,  M.D.:  I believe 

that  most  experimental  studies  show  that  it 
is  difficult  to  produce  any  kind  of  renal  le- 
sion with  analgesics  unless  there  has  been  a 
pre-existing  bacterial  infection  of  the  kid- 
ney or  unless  bacteria  are  injected  simulta- 
neously with  analgesic  administration.6 
Many  diabetic  subjects  have  pyelonephritis 
without  bacteriuria,  and  those  who  are 
habitual  consumers  of  certain  drugs,  anal- 
gesics in  particular,  may  be  subject  to  such 
inflammatory  changes  in  the  kidney. 

Dr.  Flynn  : Why  does  renal  papillary 

necrosis  occur?  Is  there  some  sequence  of 
pathologic  events  involving  vascular  damage, 
or  simply  progressive  local  extension  of  in- 
fection? 

Dr.  Thompson:  This  has  been  a widely 

debated  question  among  pathologists.  I do 
not  think  that  there  is  any  really  convincing 
evidence  to  date  as  to  what  the  inciting  epi- 
sode is.  It  has  been  generally  stated  that 
papillary  necrosis  is  probably  preceded  by 
ischemia  secondary  to  vascular  changes  in 
that  area  of  the  kidney  and  that  the  infec- 
tion progressively  invades  the  ischemic  area, 
producing  an  abscess. 

Dr.  Flynn  : Would  these  series  of 

events  occur  over  a fairly  short  period  of 
time,  or  can  the  process  be  subacute  and 
even  chronic? 

Dr.  Thompson:  In  cases  like  this  it  is 

fairly  acute  and  terminal.  Perhaps  that  is 
the  reason  we  do  not  recognize  it  clinically 
with  greater  frequency.  In  the  instance  of 
the  analgesic  habit,  however,  the  process  can 
be  a chronic  one  over  a long  period  of  time, 
and  during  this  period  many  such  patients 
show  relatively  little  deterioration  of  renal 
function. 


Dr.  Moumgis:  In  a series  reported  some 

years  ago  the  diabetic  patients  who  were 
found  to  have  renal  papillary  necrosis  fell 
into  two  clinical  categories.7  One  group 
was  known  to  have  pyuria  for  a relatively 
long  period  of  time  associated  with  a mod- 
erately elevated  blood  urea  nitrogen  and 
then  abruptly  entered  a phase  of  renal  de- 
terioration with  a rapidly  fatal  outcome. 
Another  group,  previously  free  of  pyuria, 
would  suddenly  develop  papillary  necrosis 
and  die  within  a few  days,  suggesting  that 
the  papillary  necrosis  was  of  relatively  short 
duration. 

Dr.  Karpas:  Years  ago  papillary  necro- 

sis was  believed  to  be  a result  of  ischemia 
associated  with  arterial  spasm  or  other  in- 
terferences with  arterial  blood  supply.  More 
recently,  animal  experiments  have  suggested 
that  the  pathogenesis  is  more  closely  related 
to  venous  engorgement  within  an  already 
inflamed  and  compromised  kidney.8  Very 
rarely  in  diabetic  patients  do  we  find  papil- 
lary necrosis  in  a kidney  that  does  not  dem- 
onstrate inflammatory  changes.  It  is  possi- 
ble that  analgesics  may  act  by  producing  an 
oxidative  uncoupling  in  electron  transfer 
in  mitochondria  which  leaves  the  cells  more 
susceptible  to  bacterial  invasion. 


Final  diagnoses 

1.  Renal  papillary  necrosis  with  multiple 
renal  cortical  abscesses 

2.  Diabetes  mellitus  ( clinical ) 

3.  Coronary  arteriosclerosis,  mild 
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QUESTION  64.  This  continuous  lead  II  was  obtained  from  a patient  with  a history  of  syncope. 
What  is  the  rhythm? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  63.  The  rhythm  is  regular  si- 
nus rhythm.  Beat  10  is  an  atrial  premature 
beat.  Beats  2,  7,  and  12  are  A-V  junctional 
premature  beats  and  have  slightly  aberrant 
QRS  configurations.  The  P-R  interval  of 
the  beats  following  beats  2 and  12  is  slightly 
prolonged.  The  P wave  following  beat  7 is 
not  conducted.  These  changes  in  the  P-R 
interval  and  a blocked  P wave  indicate  that 
there  is  concealed  retrograde  conduction  fol- 


lowing the  three  A-V  junctional  premature 
beats.  This  delays  or  blocks  anterograde 
conduction. 

Question  64.  In  the  top  strip  there  are 
two  P waves  for  each  QRS  complex.  The 
atrial  rate  is  approximately  70  beats  per 
minute,  and  the  ventricular  rate  is  35.  Note 
that  the  P-R  intei'val  of  the  conducted  beats 
is  two-tenths  second  and  constant.  In  the 
lower  strip  the  degree  of  block  is  higher, 
and  every  third  P wave  is  conducted  except 
after  the  third  QRS  complex  where  there  is 
1:1  conduction.  The  P-R  interval  remains 
two-tenths  second.  The  rhythm  is  second- 
degree  heart  block.  The  patient’s  syncopal 
episodes  were  probably  due  to  prolonged 
standstill  of  the  ventricle. 


Foot  drop 


This  report  by  J.  C.  Goldner,  M.D.,  and  J.  E. 
Thomas,  M.D.,  in  GP  40:  89  (July)  1969,  con- 
cerns itself  with  foot  drop  due  to  lesions  of  the 
lower  motor  neuron  which,  in  contrast  to  that 
of  the  supper  motor  neuron  type,  is  of  flaccid 
quality  with  presence  of  atrophy.  Stretch  re- 
flexes of  involved  muscles  are  depressed  or  ab- 
sent. Many  lesions  at  many  levels  may  be  re- 
sponsible for  foot  drop,  and  even  for  the 
specialist,  identification  of  the  cause  may  be 
difficult.  There  is  nothing  distinctive  about  the 
foot  drop  itself,  so  the  level  of  the  lesion  causing 
it  must  be  found  by  appraisal  of  the  mode  of 
evolution  and  the  symptom  pattern,  with  a 


search  for  the  associated  neurologic  abnormali- 
ties. 

Such  lesions  may  occur  at  6 anatomic  levels: 
peroneal  nerve,  intraspinal  lesion,  cauda  equina, 
nerve  roots,  lumhrosacral  plexus,  and  sciatic 
nerve.  The  picture  becomes  more  complex  as 
the  site  of  the  lesion  moves  from  the  distal  to 
the  more  proximal  level.  There  are  subtle 
clinical  differences  according  to  the  site,  al- 
though symptoms  and  signs  may  be  deceptively 
similar  whether  the  lesion  is  in  the  spinal 
canal  or  periphery. 

The  authors  add  that  a pelvic  or  spinal  ma- 
lignancy should  he  considered  in  any  patient 
with  intractable  leg  pain  and  leg  weakness. 
Although  such  symptoms  can  be  caused  by 
many  other  conditions,  failure  to  detect  a ma- 
lignancy is  most  likely  to  have  disastrous  con- 
sequences. 
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FIGURE  1.  Left  flank  punched-out  skin  ulcer,  2- 
cm.  diameter,  which  revealed  Cryptococcus  neo- 
formans  on  biopsy. 


P ewer  than  20  cases  of  primary  cutaneous 
cryptococcosis  have  been  reported  in  the 
literature,1  but  none  has  been  found  which 
included  seroimmunologic  and  fluorescent 
antibody  studies  to  support  the  diagnosis. 
We  feel  this  case  is  of  interest  because  it 
does  include  these  studies  and  because  of  its 
implications  in  regard  to  the  pathogenesis 
and  diagnosis  of  cryptococcosis. 

Case  report 

A sixty-seven-year-old  white  female  was 
referred  to  one  of  us  (B.J.H.)  in  August, 
1965,  for  treatment  of  chronic  renal  disease, 
skin  lesions,  and  pruritis.  She  had  been 
admitted  to  the  hospital  in  1961  for  renal 
disease  and  pruritis,  and  since  then  had 
been  seen  intermittently  by  another  physi- 
cian. Blood  urea  nitrogen  values  over  this 
period  ranged  from  30  to  65  mg.  per  100  ml. 

The  patient  presently  complained  of  gen- 

* Present  address:  Shaare-Zedek  General  Hospital, 

P.O.B.  293,  Jerusalem,  Israel. 


eralized  itching,  including  pruritis  ani  and 
vulvae.  Over  the  years  the  itching  had 
been  relieved  only  slightly  by  medications 
which  were  no  longer  of  benefit.  In  addi- 
tion she  had  noted  a small  infiltrated  skin 
lesion  over  the  upper  part  of  the  sternum, 
present  for  an  indeterminate  period,  and  a 
left-flank  skin  ulcer  present  for  six  months, 
which  was  painless  and  drained  a small 
amount  of  serous  material.  The  patient 
volunteered  her  opinion  that  the  ulcer  “may 
have  resulted  from  over-vigorous  scratch- 
ing of  the  skin.” 

At  the  time  of  the  physical  examination 
her  vital  signs  were  normal.  Her  skin  was 
dry,  slightly  hyperpigmented,  had  poor  tur- 
gor and  elasticity,  and  numerous  excoria- 
tions were  present  over  the  trunk  and  ex- 
tremities. To  the  left  of  the  upper  sternum 
there  was  an  elevated  and  infiltrated  lesion 
approximately  0.5  by  1 cm.  in  diameter, 
and  on  the  left  flank  a punched-out  skin 
ulcer  with  smooth  margins  measuring  2 cm. 
in  its  greatest  diameter  (Fig.  1). 

Laboratory  findings.  The  hemoglobin 
was  11  Gm.  per  100  ml.,  urine  specific  grav- 
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FIGURE  2.  (A  and  B)  Skin  biopsy.  Budding  encapsulated  yeast  cells  morphologically  character- 
istic of  C.  neoformans  when  stained  with  PAS,  mucicarmine,  and  HPS. 


ity  1.006,  1-plus  proteinuria,  no  glycosuria, 
and  20  white  blood  cells  per  high-power  field 
on  microscopic  examination.  Urine  culture 
demonstrated  Escherichia  coli  to  be  sensi- 
tive to  nalidixic  acid,  which  was  given  for  a 
three-week  period.  The  blood  urea  nitrogen 
was  35  mg.  and  creatinine  1.6  mg.  per  100 
ml.  The  results  of  the  oral  glucose  toler- 
ance test  showed  that  all  specimens  were 
negative  for  glucose;  fasting  blood  sugars 
were  98  mg.  per  100  ml;  thirty  minutes, 
205;  one  hour,  256;  two  hours,  155;  and 
three  hours,  88. 

The  patient  was  referred  to  a physician 
(A.N.D.)  who  first  removed  the  chest  le- 
sion, which  proved  to  be  a squamous-cell 
carcinoma.  On  September  9,  after  the  flank 
ulcer  had  failed  to  respond  to  a short  course 
of  neomycin  and  polymyxin  B (Aerosporin) 
ointment,  it  was  biopsied,  but  no  culture 
was  taken  at  that  time.  Microscopic  sec- 
tions of  the  skin  lesion  revealed  numerous 
budding  encapsulated  yeast  cells,  morpho- 
logically characteristic  of  cryptococcus  when 
stained  with  periodic  acid  Schiff  (PAS), 
mucicarmine,  and  hematoxylin-phyloxine- 
saffron  (HPS)  methods  (Fig.  2).*  The 
diagnosis  of  cryptococcosis  was  further  con- 
firmed by  fluorescent  antibody  studies  of  the 
skin  biopsy  specimen  for  Cryptococcus  neo- 
formans (Fig.  3).t2'3  Antiserum  for  the 
fluorescent  antibody  studies  was  prepared 
from  ODH  (dry  variant)  strain  of  Crypto- 

* Histopathologic  studies  were  done  by  Lewis  Shapiro, 
M.D.,  dermatopathologist,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City,  and  diagnosis 
confirmed  by  Maxwell  L.  Littman,  M.D.,  chief,  Mycotic 
Disease  Research  Laboratory,  Veterans  Administration  Hos- 
pital, Brooklyn,  New  York  1 1209. 

t Fluorescent  antibody  studies  were  performed  by  Don- 
ald J.  Winslow,  M.D.,  Geographic  Pathology  Branch, 
Armed  Forces  Institute  of  Pathology,  Washington,  D.C. 


FIGURE  3.  Skin  biopsy.  Fluorescent  antibody 
study  for  C.  neoformans.  Antiserum  was  pre- 
pared from  ODH  (DV)  strain  of  C.  neoformans. 
(Armed  Forces  Institute  of  Pathology,  photo- 
graph negative  no.  3927) 

coccus  neoformans.4  Serum  prepared  from 
strain  A14  of  Blastomyces  dermatitidis  gave 
a negative  reaction. 

On  September  16,  1965,  the  patient  was 
admitted  to  Beth  Israel  Hospital  for  addi- 
tional examinations  to  rule  out  cryptococ- 
cal  involvement  elsewhere  and  other  sys- 
temic diseases  such  as  lymphomas  which 
commonly  coexist  with  cryptococcosis.5 
Physical  examination  findings  remained  un- 
changed except  that  the  flank  ulcer  was 
merely  a slit  following  the  biopsy  a week 
earlier.  Cerebrospinal  fluid  was  normal  in 
content;  India  ink  preparation  result  was 
negative.  Skin  testing  had  negative  re- 
sults with  purified  protein  derivative  (PPD, 
second  strength) , and  also  with  blastomy- 
cin,  coccidioidin,  and  histoplasmin.  Cul- 
tures of  the  sputum,  2 specimens,  revealed 
mixed  flora  and  no  fungi;  urine,  2 speci- 
mens, revealed  moderate  aerobacter  and  no 
fungi ; vaginal  examination  revealed  Can- 
dida albicans;  blood  test  showed  no  growth 
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TABLE  I.  Cryptococcal  immunologic  study  results 

Seroimmunologic  September  16,  March  23, 

Study  1965  1966 

C.  neoformans  antigen  (latex 

test)1**  Negative 

C.  neoformans  antibody 

(agglutination  test)*  Negative 

Indirect  fluorescent  antibody  Weakly 

testf  positive 

Complement-fixation  teet  for 

C ry ptococcal  polysaccharide0  **N ega  t i ve 

* Performed  by  Morris  A.  Cordon,  Ph.I).,  associate  re- 
search scientist,  New  York  State  Department  of  Health 
Laboratories,  Albany,  New  York. 

t Performed  by  I^eo  Kaufman,  Ph.I).,  chief.  Fungus 
Serology  Laboratory,  Mycology  Unit,  Communicable  Disease 
Center,  Public  Health  Service,  Atlanta,  Georgia. 

**  Performed  by  John  L.  Bennett,  M.D.,  acting  head. 
Infectious  Disease  Section,  Laboratory  of  Clinical  Investi- 
gations, National  Institute  of  Allergy  and  Infectious 
Diseases,  Bethesda,  Maryland. 


FIGURE  4.  Site  of  left  flank  cryptococcal  ulcer 
after  biopsy  and  eight  weeks’  topical  therapy 
with  amphotericin  B ointment. 


Negative 

Negative 

Negative 

Negative 


of  fungi  or  bacteria;  bone  marrow  examina- 
tion of  the  right  iliac  crest  showed  no 
growth  of  bacteria,  fungi,  or  acid-fast  ba- 
cilli; and  no  growth  of  fungi  were  found  in 
2 specimens  of  a left-flank  wound;  and  cere- 
brospinal fluid  show  no  growth.  Other  lab- 
oratory studies  and  x-ray  films  gave  nega- 
tive or  noncontributory  findings. 

Also  on  September  16,  1965,  serum  was 
sent  to  3 laboratories  for  cryptococcal  im- 
munologic studies  (Table  I).  Amphotericin 
B ointment  therapy  was  begun  on  the  flank 
ulcer  site  during  her  hospital  stay  and  dis- 
continued eight  weeks  later  when  the  lesion 
was  totally  healed  (Fig.  4).  It  had  re- 
mained closed  and  well  healed  until  last  ob- 
served in  April,  1967,  nineteen  months  after 
therapy  was  instituted. 

The  seroimmunologic  studies  were  re- 
peated on  March  23,  1966  (Table  I). 

Comment 

The  increased  incidence  of  cryptococcosis 
in  patients  with  carcinoma,  lymphoma,  dia- 
betes, sarcoidosis,  and  tuberculosis,  or  dur- 
ing corticosteroid  therapy,  is  well  known.5-8 
Our  patient  was  found  to  have  diabetes  mel- 
litus,  as  evidenced  by  decreased  glucose  tol- 
erance and,  in  addition,  had  long-standing 
azotemia  secondary  to  chronic  pyelonephri- 
tis and  a squamous  cell  carcinoma  of  the 
skin.  She  had  suffered  for  many  years  from 
generalized  pruritis,  but  it  is  difficult  to 
ascribe  this  to  a single  cause. 

We  feel  that  her  left  flank  skin  ulcer  was 
probably,  as  she  stated,  initially  a self-in- 
duced lesion  caused  by  over-vigorous 


scratching,  and  that  C.  neoformans  settled 
in  the  lesion  but  did  not  disseminate.  Our 
extensive  clinical  studies  and  the  many  neg- 
ative seroimmunologic  investigations  did 
not  support  the  possibility  of  cryptococcal 
infection  elsewhere.  The  weakly  positive 
indirect  fluorescent  antibody  test  was  prob- 
ably a nonspecific  finding.  Such  reactions 
are  encountered  in  sera  from  patients  suf- 
fering from  other  types  of  fungal  infec- 
tions,9 and  our  patient  had  vaginal  monilia- 
sis at  the  time  the  first  blood  specimens 
were  drawn.  A repeat  study  gave  negative 
results  (Table  I). 

The  first  reported  human  case  of  crypto- 
coccosis,10 in  1894,  was  a skin  lesion  asso- 
ciated with  a cryptococcal  knee  abscess. 
Cutaneous  involvement  has  been  noted  in 
about  10  per  cent  of  all  reported  cases  of  the 
disease.11  In  almost  all  instances  involve- 
ment of  other  organs  has  been  noted,  es- 
pecially the  lungs  and  nervous  system,  but 
also  the  bones,  adrenals,  kidneys,  liver, 
spleen,  eyes,  and  heart — before,  simultane- 
ously with,  or  after  discovery  of  the  skin 
lesion.11  Cutaneous  lesions  have  involved 
the  face,  scalp,  neck,  trunk,  and  extremities. 
The  various  eruptions  have  taken  on  a 
multitude  of  appearances,  but  only  the  acne- 
iform  appears  sufficiently  regularly  to  be  of 
diagnostic  significance.12 

Littman  and  Zimmerman,12  in  their  com- 
prehensive monograph,  state  that  skin  in- 
volvement is  usually  a manifestation  of  dis- 
seminated infection:  “The  most  likely 

explanation  is  that  the  lesions  spread  hema- 
togenously  to  the  skin  and  remain  unnoticed 
by  the  patient  until  the  time  of  minor 


May  1,  1970  / New  York  State  Journal  of  Medicine  1077 


trauma.”  They  consider  the  respiratory 
tract  the  usual  portal  of  entry  of  the  fungus, 
but  they  cite  experimental  evidence  that  the 
gastrointestinal  tract  also  serves  as  a portal 
of  entry  in  marmoset  monkeys  and  comment 
on  the  epidemiologic  importance  of  this  find- 
ing in  view  of  the  fact  that  virulent  strains 
of  the  organism  have  been  isolated  from 
fruit,  raw  milk,  soil,  and  pigeon  excreta.13 

Brier,  Mopper,  and  Stone  in  19571  found 
only  17  cases  of  probable  primary  cutaneous 
cryptococcosis  in  the  literature.  Stein  and 
Burdon14  presented  a case  in  1960  where 
cryptococcosis  developed  in  a skin  ulceration 
due  to  an  ill-fitting  back  brace,  but  dis- 
semination occurred  some  weeks  later,  and 
Liftman’s  argument  that  the  infection  may 
have  spread  hematogenously  to  the  skin 
seems  as  likely  as  the  primary  cutaneous  in- 
fection favored  by  the  authors.  None  of 
the  reported  cases  was  supported  by  im- 
munologic studies. 

Gordon  and  Vedder15  obtained  positive 
serologic  test  results  in  all  but  2 cases  of 
systemic  cryptococcosis,  with  high  specific- 
ity of  their  whole-cell  agglutination  test  for 
cryptococcal  antibodies  and  of  the  crypto- 
coccal  antigen  titer  by  antibody-coated 
latex-particle  agglutination.  Twice  the 
serum  from  our  patient  gave  negative  reac- 
tions to  each  test. 

Kaufman9  has  had  approximately  70  per 
cent  positive  reactions  in  proved  cases  of 
cryptococcosis,  using  the  indirect  fluorescent 
antibody  serum  test.  Our  patient’s  serum 
was  weakly  positive,  and  negative  in  2 
studies  as  previously  reported. 

We  chose  not  to  treat  our  patient  with 
amphotericin  B systemically  since  all  evi- 
dence pointed  to  complete  eradication  of  the 
skin  lesion.  Its  use  would  have  been 
fraught  with  danger  since  the  drug  is 
highly  nephrotoxic,  and  might  well  have 
caused  total  renal  failure  in  our  azotemic 
pyelonephritic  patient.16-17  It  has  been  esti- 
mated that  there  are  5,000  to  15,000  cases  of 
subclinical  cryptococcosis  annually  in  New 
York  City  alone,  and  nearly  all  of  these  seem 
to  heal  spontaneously.18  Houk  and  Moser19 
reinforced  the  concept  of  caution  in  using 
this  dangerous  drug  by  presenting  6 cases 
of  pulmonary  cryptococcosis  treated  only  by 
surgical  excision,  all  of  whom  remained  well 
for  six  to  ten  years  postoperatively. 

An  editorial  was  published  in  the  New 


England  Journal  of  Medicine  on  the  “Biopsy 
of  Skin — an  Underutilized  Laboratory 
Test.”20  Our’s  is  certainly  a case  in  point, 
for  2 distinct,  potentially  grave  lesions, 
squamous-cell  carcinoma  and  cryptococcosis, 
were  diagnosed  by  skin  biopsy.  In  our  case, 
especially,  newer  technics  of  staining  per- 
mitted precise  diagnosis,  and  curative  ther- 
apy of  a potentially  lethal  lesion. 

Summary 

Of  the  fewer  than  20  cases  of  primary 
cutaneous  cryptococcosis  reported  in  the 
literature,  none  has  included  seroimmuno- 
logic  or  fluorescent  antibody  studies  to  sup- 
port the  diagnosis.  The  case  of  a sixty- 
seven-year-old  diabetic  azotemic  woman 
with  intractable  pruritis  and  a 2-cm.  left- 
flank  skin  ulcer  of  six  months’  duration  is 
presented.  Diagnosis  of  cryptococcosis  was 
established  by  biopsy  of  the  lesion  and  con- 
firmed by  fluorescent  antibody  and  routine 
staining  technics.  Extensive  clinical  and 
laboratory  studies  failed  to  reveal  evidence 
of  cryptococcal  infection  elsewhere  in  the 
body.  Seroimmunologic  studies  included 
latex-antigen,  agglutination-antibody,  and 
indirect  fluorescent-antibody  tests,  as  well 
as  complement-fixation  studies  for  crypto- 
coccal polysaccharides.  There  has  been  no 
recurrence  after  nineteen  months’  follow-up. 

The  authors  propose  that  this  was  a pri- 
mary cutaneous  cryptococcal  lesion,  that  it 
remained  localized,  and  that  healing  was  ef- 
fected during  treatment  with  topical  am- 
photericin B ointment. 
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Congenital  heart  block  is  commonly  as- 
sociated with  congenital  malformations  of 
the  heart,  but  the  diagnosis  of  this  ar- 
rhythmia after  birth  in  patients  with  con- 
genital heart  disease  may  indicate  an  ac- 
quired etiologic  factor  acting  in  combina- 
tion with  the  congenital  lesion.  We  report 
on  a patient  with  secundum  atrial  septal  de- 
fect with  complete  heart  block  and  Adams- 
Stokes  attacks  in  whom  the  arrhythmia  was 
successfully  treated  by  repair  of  the  atrial 
defect. 

Case  report 

A white  female,  eight  years  and  nine 
months  old,  was  admitted  to  St.  Vincent’s 
Hospital  and  Medical  Center  on  January  18, 
1067,  for  investigation  of  syncopal  spells. 

She  was  the  product  of  a normal  preg- 

* Supported  in  part  by  the  U.S.  Public  Health  Service 
National  Heart  Institute  training  grant  number  5-T01 
HE  05080. 


nancy  and  delivery.  There  was  no  family 
history  of  heart  disease  or  diabetes.  At  age 
four  months  she  was  admitted  to  another 
hospital  for  respiratory  distress,  but  no 
definite  diagnosis  was  made.  At  age  four 
years,  the  foster  parents  noted  two  episodes 
of  transient  syncope  and  palpitations  but 
did  not  seek  medical  attention.  She  had 
never  been  treated  for  diabetes. 

On  December  21,  1966,  she  fainted  at  a 
school  picnic  and  shortly  thereafter  began 
to  vomit.  She  was  admitted  to  St.  Clare’s 
Hospital  at  3:00  P.M.  in  a semicomatose  con- 
dition. Blood  pressure  was  weakly  palpable 
at  80  mm.  Hg  systolic.  A pulse  rate  of  58 
beats  per  minute  was  recorded  one  time,  but 
her  rate  was  70  beats  per  minute  or  above 
at  other  times.  Urine  examination  showed 
glucose  4 plus,  acetone  amount  was  small, 
and  blood  sugar  was  256  mg.  per  100  ml. 
Serum  potassium  was  4.2  mEq.  and  carbon 
dioxide  28  mEq.  per  liter.  A solution  of 
metaraminol  (Aramine)  in  dextrose  and 
water  was  given  intravenously.  She  was 
treated  for  diabetic  acidosis  with  insulin 
and  intravenous  fluids.  Serum  acetone  test 
result  was  negative.  Her  electrocardiogram 
showed  complete  heart  block  with  idioven- 
tricular conduction.  At  6:10  P.M.  she  suf- 
fered the  first  of  21  cardiac  arrests.  The 
heart  rhythms  immediately  prior  to  the 
arrests  were  undocumented.  Each  time  she 
was  resuscitated  with  respiratory  support 
and  closed-chest  cardiac  massage.  Serial 
electrocardiograms  show  varying  degrees  of 
heart  block  from  first-degree  to  complete 
block.  Representative  tracings  are  shown 
in  Figure  1.  Isoproterenol  was  admin- 
istered intravenously  but  did  not  prevent 
successive  cardiac  arrests.  A transvenous 
pacemaker  was  passed  into  the  right  ven- 
tricle at  7:00  P.M.  on  December  22,  1966. 
After  a short  period  of  pacing,  she  reverted 
to  normal  sinus  rhythm  with  first-degree 
heart  block.  The  following  day  a mild  left 
hemiparesis  was  noted.  No  further  insulin 
was  given.  The  urine  examination  results 
remained  negative  for  glucose  and  acetone 
following  the  first  twenty-four  hours  after 
admission.  Results  of  tests  for  fasting 
blood  sugar  thereafter  were  within  normal 
limits,  and  an  intravenous  glucose  tolerance 
test  showed  normal  findings  on  the  seventh 
hospital  day.  The  left  hemiparesis  cleared 
slowly.  The  pacing  catheter  was  removed 
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FIGURE  1.  Selected  electrocardiographic  tracings  demonstrating  rhythms  encountered  during  pa 
tient's  first  forty-eight  hours  in  hospital. 


ten  days  after  insertion.  She  was  trans- 
ferred to  St.  Vincent’s  Hospital  for  further 
care. 

Physical  examination  on  admission 
showed  a regular  pulse  of  86  beats  per  min- 
ute, and  her  blood  pressure  was  106 '70  mm. 
Hg.  A soft  Grade  II/VI  systolic  heart 
murmur  was  heard  to  the  left  of  the  ster- 
num. The  second  sound  was  split  and  fixed. 
The  heart  was  moderately  enlarged  to  the 
left.  The  remainder  of  the  physical  find- 
ings were  within  normal  limits.  No  neuro- 
logic deficits  were  found. 

The  following  laboratory  test  results  were 
within  normal  limits : complete  blood  count, 
urinalysis,  fasting  blood  sugar,  blood  urea 
nitrogen,  erythrocyte  sedimentation  rate, 
and  glucose  tolerance.  A chest  x-ray  film 
revealed  pulmonary  overcirculation  and 
cardiac  enlargement.  Electrocardiogram 
showed  regular  sinus  rhythm,  incomplete 


right  bundle  branch  block,  and  first-degree 
heart  block. 

Cardiac  catheterization  was  performed  on 
March  2,  1967.  Oxygen  studies  revealed  a 
large  left  to  right  shunt  at  the  atrial  level. 
The  pressures  were:  right  atrium  5,  right 

ventricle  33/5,  pulmonary  artery  32/16 
(24),  left  atrium  6,  and  left  ventricle  91/5 
mm.  Hg.  Pulmonic  blood  flow  was  calcu- 
lated as  23.13  L.  per  minute  and  systemic 
blood  flow  as  5.98  L.  per  minute.  Pulmonary 
vascular  resistance  was  calculated  as  24 
dynes  per  second  per  centimeter-5. 

On  March  15,  1967,  a transvenous  pacing 
wire  was  positioned  in  the  apex  of  the  right 
ventricle  via  the  right  cephalic  vein.  The 
next  day  the  atrial  septal  defect  was  closed 
primarily  using  cardiopulmonary  bypass. 
It  measured  2 cm.  in  diameter,  had  a good 
rim,  and  was  located  at  the  fossa  ovalis  area. 
Neither  inferior  nor  superior  vena  cava  was 
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FIGURE  2.  Posteroanterior  view  of  chest  x-ray  films  taken  (A)  January  19,  1967,  and  (B)  April 
5,  1968. 


involved.  Her  postoperative  course  was  en- 
tirely uneventful.  No  cardiac  arrhythmias 
of  any  kind  were  noted,  and  the  pacemaker 
was  never  used.  Serial  electrocardiograms 
showed  sinus  rhythm  at  rates  from  90  to 
130  per  minute  and  first-degree  heart  block. 
She  was  discharged  on  March  3,  1967. 

She  has  done  extremely  well  since  the 
surgical  procedure.  Chest  x-ray  films  have 
documented  progressive  reduction  in  heart 
size  and  relief  of  pulmonary  overcirculation. 
She  is  asymptomatic  on  full  activity  and 
takes  no  medications.  Electrocardiograms 
continue  to  show  regular  sinus  rhythm  with 
first-degree  heart  block.  Chest  film  in  April, 
1968,  showed  diminution  in  heart  size  and 
pulmonary  overcirculation.  Figure  2 com- 
pares the  admission  chest  film  with  one 
taken  fourteen  months  postoperatively. 

Comment 

Congenital  atrioventricular  dissociation  is 
defined  broadly  by  Lev,  Paul,  and  Cassels1 
as  that  type  of  atrioventricular  block  either 
ocurring  at  birth  or  associated  with  con- 
genital malformation  of  the  heart.  The 
mortality  rate  was  8.3  per  cent  in  the  series 
of  35  cases  reviewed  by  Molthan  et  al.~  One 
of  their  autopsied  cases  had  had  a secundum 
type  atrial  septal  defect.  Nakamura  and 


NadasH  reported  61  cases  of  complete  heart 
block  in  infants  and  children  with  a 21.6 
per  cent  mortality  rate.  Fifteen  of  these 
cases  had  associated  congenital  lesions. 
Seven  patients  suffered  at  least  one  Adams- 
Stokes  attack.  Three  of  the  13  patients  who 
died  had  Adams-Stokes  attacks.  A surgical 
procedure  was  successfully  performed  on 
one  patient  for  closure  of  an  atrial  septal 
defect. 

The  true  incidence  of  complete  heart  block 
in  association  with  secundum  atrial  septal 
defect  is  impossible  to  estimate  from  the 
isolated  case  reports  in  the  literature. 
Among  the  273  patients  with  secundum 
atrial  septal  defect  included  in  the  American 
Heart  Association’s  study  on  the  natural 
history  of  this  lesion,  were  2 with  complete 
heart  block.4  One  died  with  an  Adams- 
Stokes  attack  at  the  age  of  seventeen,  and 
the  other  was  alive  and  well  at  the  age  of 
seven. 

Lev,  Paul,  and  Cassels1  reported  a histo- 
pathologic analysis  of  2 cases  of  complete 
atrioventricular  block  associated  with  secun- 
dum atrial  septal  defect.  One  patient  was 
found  to  have  no  muscular  connection  be- 
tween the  atrioventricular  node  and  the 
atrial  musculature  of  the  approaches  to  the 
node.  Normal  tissue  had  been  replaced  by 
fibrosis.  The  atrioventricular  node  itself 
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appeared  to  be  malformed,  and  there  was  an 
associated  epimyocarditis.  The  second  pa- 
tient was  found  to  have  degenerative 
changes  in  the  branching  portions  of  the 
bundle  of  His  with  malformation  and  fibro- 
sis of  the  right  bundle  branch.  They  postu- 
lated that  large  secundum  atrial  defects 
produce  unusual  hemodynamic  stresses  on 
the  atrial  septum  and  the  central  tendinous 
body  so  that  the  conduction  system  is  vul- 
nerable. Neither  of  their  cases  was  studied 
by  cardiac  catheterization. 

Normal  intracardiac  pressures  were  meas- 
ured in  the  case  reported  here.  The  left 
to  right  shunt  was  73  per  cent  of  pulmonary 
blood  flow,  and  the  heart  was  enlarged. 
Closure  of  the  atrial  septal  defect  has  re- 
duced the  volume  overload  on  the  right 
atrium  and  ventricle,  as  demonstrated  by 
the  reduction  in  heart  size  and  pulmonary 
overcirculation  in  the  postoperative  period. 
The  presence  of  either  epimyocarditis  or  a 
degenerative  process  in  or  around  the  bundle 
of  His  in  this  case  is  unknown.  The  clinical 
course  so  far  suggests  that  such  processes, 
if  present  at  all,  are  static. 

The  possibility  exists  in  this  case  that  the 
atrial  septal  defect  and  the  transient  com- 
plete heart  block  are  unrelated.  We  have 
no  evidence  for  acute  rheumatic  fever,  diph- 
theria, fibroelastosis,  mumps,  or  occult  vi- 
remia,  but  such  causes  for  episodic  complete 
heart  block  have  not  been  ruled  out.  She 
was  markedly  acidotic  when  first  seen,  prob- 
ably as  a result  of  hypotension,  vomiting,  or 
a combination  of  both.  Her  serum  po- 
tassium test  result  was  normal.  Diabetic 


acidosis  appears  unlikely  in  view  of  normal 
test  results  for  blood  sugar,  absent  glyco- 
suria, and  normal  findings  obtained  from  a 
glucose  tolerance  test  after  the  initial  epi- 
sode. The  reason  for  the  admission  glyco- 
suria is  obscure. 

Treatment  of  recurrent  Adams-Stokes  at- 
tacks by  implantation  of  permanent  artifi- 
cial pacemakers  is  now  standard  procedure. 
The  observations  of  Lev,  Paul,  and  Cassels1 
and  this  case  suggest  that  an  alternative  ap- 
proach may  be  to  correct  the  contributory 
congenital  lesion. 


Summary 

A case  of  secundum  atrial  septal  defect 
with  complete  heart  block  and  Adams-Stokes 
attacks,  treated  with  open-heart  surgery,  is 
reported.  The  cause  and  management  of 
this  rare  combination  are  discussed. 

153  West  11th  Street 
New  York,  New  York  10011 
(Dr.  Conklin) 
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Special  Article 


Physicians’  Home 


EDGAR  P.  BERRY,  M.D. 

New  York  City 

President,  Physicians'  Home 

Mans  knowledge  is  commensurable  with 
the  place  he  occupies  in  the  world  and  for 
the  brief  span  of  his  life.  His  happiness  is 
due,  in  part,  to  his  ignorance  of  the  future, 
since  he  reads  only  the  present  page  in  the 
book  of  fate.  Mankind  dare  not  face  the 
future  with  complacency  but  need  not  face 
it  with  despair.  Human  beings  must  rely, 
for  the  most  part,  not  so  much  on  the  kind- 
ness of  their  contemporaries  as  on  their 
willingness  to  cooperate  to  the  advantage  of 
their  own  interests. 

Those  of  you  who  have  read  the  article  in 
Medical  World  News,  January  2,  1970,  en- 
titled “New  York  MD’s  Care  for  Their  Own’’ 
may  remember  the  opening  line,  “For  many 
doctors  down  on  their  luck,  charity  begins 
at  home — the  Physicians’  Home.”  The 
Physicians’  Home  is  a charitable  organiza- 
tion incorporated  by  the  laws  of  New  York 
State  for  the  express  purpose  of  giving  aid 
to  needy  physicians  and  their  families  dur- 
ing their  declining  years.  There  is  no  “poor 
house”  associated  with  this  organization, 
and  there  are  no  wards  as  such  supported 
by  the  program. 

The  physician  or  his  family  in  need  of 
financial  assistance  becomes  an  anonymous 
guest  who  continues  to  reside  in  his  own 
home,  in  his  city,  town,  or  hamlet  where  he 
practiced  his  profession.  The  privacy  of 
the  guest  receiving  aid  is  so  carefully  pro- 
tected that  even  his  professional  and  social 

Presented  to  the  House  of  Delegates,  Medical  Society  of 
the  State  of  New  York,  February  8,  1970. 


contemporaries  rarely,  if  at  all,  know  that 
he  is  being  helped  by  the  organization. 

The  Physicians’  Home  is  governed  by  27 
directors,  12  executive  officers,  and  5 trus- 
tees, all  elected  by  member  physicians 
throughout  the  State.  Meetings  are  held 
throughout  the  year  on  a regular  schedule, 
and  emergency  sessions  may  be  convened 
at  the  discretion  of  the  president.  There  are 
two  employes,  a full-time  executive  secre- 
tary and  a part-time  legal  counsel.  Pro- 
fessional accountant  and  investment  services 
keep  a diligent  and  careful  watch  over  the 
organization’s  vested  interests.  Monies 
necessary  for  the  maintenance  of  the  pro- 
gram come  from  voluntary  contributions, 
bequests  from  estates,  gifts,  and  interest 
from  capital  investments. 

The  number  of  beneficiaries  each  year 
runs  on  the  average  close  to  the  100  mark. 
During  fiscal  year  1969,  99  guests  were 
supported  or  partially  supported  by  the 
home.  Of  this  number  20  were  physicians, 
9 were  wives,  47  were  widows,  and  23  were 
dependents.  This  last  figure  is  unusually 
large  because  it  included  1 widow  with  7 
children.  Frequently  children  are  permitted 
to  continue  their  education,  and  widows 
have  found  it  possible  to  return  to  work. 
Last  year  in  dollars  and  cents  beneficiary 
aid  amounted  to  $145,498  of  which  $102,743 
were  collected  by  voluntary  contributions, 
and  the  difference  was  balanced  from  in- 
terest on  invested  capital.  Our  fund-raising 
activities  include  a bid  for  a $2.00  gift, 
which  each  county  includes  in  the  billing 
when  yearly  dues  are  being  paid,  and  three 
separate  mail  appeals  to  each  and  every 
member  of  the  Medical  Society  of  the  State 
of  New  York.  The  request  for  contributions 
is  repeated  to  maintain  a continuing  pro- 
gram throughout  the  year;  and  if  the  physi- 
cian finds  it  possible  to  answer  all  three  ap- 
peals, the  Home  is  most  grateful. 

The  executive  secretary  of  the  Home 
makes  an  annual  trip  around  the  State  cov- 
ering some  1,500  to  2,000  miles  to  visit  all 
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of  our  guests.  She  interviews  each  and 
every  one,  evaluates  his  needs,  recommends 
increases  or  decreases  in  allowances  as  in- 
dicated, and  at  the  same  time  is  able  to 
visit  with  those  families  who  are  making 
application  for  help.  To  quote  from  one  of 
her  reports,  “It  is  truly  a rewarding  ex- 
perience to  see  these  people  in  their  own 
homes,  being  with  the  people  they  know, 
and  able  to  walk  down  the  street  like  the 
respected  citizens  they  have  always  been.” 

Conclusion 

In  closing  allow  me  to  dwell  briefly  on 
the  philosophy  of  this  program  so  dear  to 
my  heart.  It  is  not  necessary  to  call  your 
attention  to  the  tremendous  investment  in 
time,  sacrifices,  and  money  that  becomes 
part  of  the  education  and  establishment  of 
a practice  of  a physician  in  these  times.  I 
need  not  remind  you  that  the  physician’s 
productive  years  are  much  too  short ; and 
burdened  by  the  high  cost  of  living  and 
never-ending  taxes,  his  income  seldom  al- 
lows for  the  accumulation  of  great  wealth 
from  professional  earnings.  It  is  recog- 
nized that  in  the  face  of  these  many  adversi- 
ties, most  physicians  manage  to  save  suffi- 
ciently to  become  modestly  equipped  to 


maintain  the  dignity  of  their  declining 
years.  However,  there  are  those  few, 
either  through  unexpected  illness  or  finan- 
cial reverses,  who  may  unfortunately  slip 
off  the  narrow  road  to  security  in  the  sun- 
set years  of  their  lives.  It  is  often  said  that 
it  may  happen  to  the  other  fellow  but  cer- 
tainly not  to  me.  Well,  it  can  happen  to  me, 
to  you,  and  to  your  loved  ones. 

It  is  at  this  time  the  Physicians’  Home 
can  step  in.  It  can  step  in  to  give  financial 
support  for  a short  or  long  period  of  time. 
Fellow  physicians,  this  is  your  Home,  your 
investment  program,  your  security,  and  your 
home  port.  What  a great  opportunity  not 
only  to  help  yourself  but  also  to  be  a part  in 
supporting  another  physician  or  his  family. 
It  is  an  investment  program  designed  to 
protect,  if  not  you  or  your  family,  certainly 
one  of  your  contemporaries  who  is  not  so 
fortunate.  And  remember,  it  is  tax  de- 
ductible. 

On  behalf  of  your  Physicians’  Home  I en- 
courage all  physicians  practicing  in  New 
York  State  to  respond  to  the  appeals  that 
are  so  necessary  for  the  preservation  of  this 
commendable  mission.  Support  the  Home, 
for  in  time  it  may  support  you. 

895  Park  Avenue 
New  York,  New  York 
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Medical  Arts  and  Letters 

WILLIAM  B.  OBER,  M.D.,  Editor 


Tertius  Lydgate  in 

Middlemarch  and 

Thomas  Clifford  Allbutt 

JEROME  M.  SCHNECK,  M.D. 

New  York  City 

Attending  Psychiatrist,  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York 

Haight1  says  in  his  recent  biography  of 
George  Eliot  that  Sir  Thomas  Clifford  All- 
butt (1836-1925),  the  distinguished  physi- 
cian, “was  convinced”  he  was  the  model  for 
Tertius  Lydgate,  the  doctor  in  Eliot’s2  novel, 
Middlemarch.  Haight  adds  that  biogra- 
phers repeat  this  claim  and  offers  the  study 
of  Allbutt  by  Rolleston3  (1862-1944)  to  sup- 
port his  point.  He  implies  in  addition  that 
it  is  ironic  for  someone  to  seek  the  distinc- 
tion of  being  patterened  after  a most  con- 
spicuous failure.  Was  Allbutt  convinced, 
and  did  Rolleston  repeat  the  alleged  claim? 

There  are  a number  of  interesting  issues 
to  be  considered.  George  Eliot  (Mary  Ann 
Evans),  who  was  born  in  1819  and  died  in 
1880,  was  no  ordinary  writer.  She  is  often 
considered  to  be  one  of  the  best  of  the  nine- 
teenth century  English  novelists  and  is  re- 
garded by  some  as  perhaps  the  greatest  of 
women  novelists.  Middlemarch  was  pub- 
lished in  four  volumes  in  1871-1872,  and  its 
author  valued  it  highly  among  her  many 
works.  It  is  an  account  of  provincial  life 
in  Victorian  England  and  possesses  psycho- 
logic, sociologic,  and  philosophic  depth.  The 
book  has  been  compared  with  others,  such  as 
Tolstoy’s  War  and  Peace,  but  details  of  such 
comparisons,  apart  from  the  fact  that  they 
have  been  made  and  point  up  the  attention 
given  to  this  novel,  need  not  be  stressed 
here.'1 


George  Eliot’s  Lydgate 

Tertius  Lydgate  was  no  ordinary  charac- 
ter in  an  ordinary  story.  He  was  a major 
character  in  a classic  work  of  literature. 
He  does  not  evoke  casual  reactions  in  critics. 
For  example,  Stallknecht,5  teacher  and 
writer  on  philosophy  and  literature,  says, 

Again,  there  is  the  snobism  of  Lydgate,  the 
physician,  whose  promising  career  as  a scien- 
tist is  undermined  by  his  sentimental  eager- 
ness to  appear  as  a fine  gentleman,  to  coun- 
terfeit the  status  of  his  aristocratic  and 
well-to-do  relations  and  to  satisfy  the  am- 
bition of  his  pretty  but  stupid  and  wheedling 
wife.  There  is,  indeed,  very  little  integrity 
and  genuine  responsibility  to  be  found  among 
the  people  of  Middlemarch,  and,  as  Dorothea 
(heroine  of  the  novel)  comes  to  recognize, 
there  is  very  little  courage. 

There  are  many  direct  comments  about 
Lydgate  throughout  the  novel.  He  was 
young,  poor,  and  ambitious.  He  had  in- 
terests in  going  to  Middlemarch  which  were 
not  directly  fitted  to  the  acquisition  of  a for- 
tune or  even  the  securing  of  a good  income. 
He  believed  a good  fever  hospital  added  to 
the  old  infirmary  could  be  the  nucleus  of  a 
medical  school.  Such  schools  could  spread 
through  the  country  and  be  important  for 
medical  education  and  medical  reforms.  “A 
born  provincial  man  who  has  a grain  of  pub- 
lic spirit  as  well  as  a few  ideas,  should  do 
what  he  can  to  resist  the  rush  of  everything 
that  is  a little  better  than  common  towards 
London.  Any  valid  professional  aims  may 
often  find  a freer,  if  not  a richer  field,  in  the 
provinces.” 

When  the  story  starts,  Lydgate  is  twenty- 
seven  years  old.  His  father  had  been  a 
military  man  who  had  provided  little  for 
his  children,  and  Lydgate  was  left  an  orphan 
when  still  a schoolboy.  “He  was  one  of  the 
rarer  lads  who  early  get  a decided  bent  and 
make  up  their  minds  that  there  is  something 
particular  in  life  which  they  would  like  to 
do  for  its  own  sake,  and  not  because  their 
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fathers  did.”  He  wanted  a medical  educa- 
tion, and  ‘‘it  seemed  easier  to  his  guardians 
to  grant  his  request  by  apprenticing  him  to 
a country  practitioner  than  to  make  any  ob- 
jections on  the  score  of  family  dignity.” 
He  was  a quick  youngster  who  became 
readily  absorbed  in  books  of  all  sorts  and  one 
day  chanced  on  an  encyclopedia  article  deal- 
ing with  anatomy,  specifically  a section  on 
the  valves  of  the  heart.  “From  that  hour 
Lydgate  felt  the  growth  of  an  intellectual 
passion.” 

In  Middlemarch  there  was  a general  im- 
pression that  Lydgate  was  not  quite  “a  com- 
mon country  doctor,”  and  this  signified  that 
great  things  were  expected  of  him.  His 
medical  studies  had  taken  him  to  London, 
Edinburgh,  and  Paris.  His  conviction  was 
“that  the  medical  profession  as  it  might  be 
was  the  finest  in  the  world,  presenting  the 
most  perfect  interchange  between  science 
and  art;  offering  the  most  direct  alliance 
between  intellectual  conquest  and  the  social 
good.”  His  special  ambition  was  “to  con- 
tribute towards  enlarging  the  scientific,  ra- 
tional basis  of  his  profession.”  But  with  all 
of  this  the  author  reveals  that  “Lydgate’s 
conceit  was  of  the  arrogant  sort,  never  sim- 
pering, never  impertinent,  but  massive  in  its 
claims  and  benevolently  contemptuous.” 

He  believed  the  medical  profession  needed 
reform,  qualifications,  and  the  rejection  of 
humbug.  He  wanted  to  return  from  Paris 
to  a provincial  town  as  a general  practi- 
tioner, 

. . . and  resist  the  irrational  severance  be- 
tween medical  and  surgical  knowledge  in  the 
interest  of  his  own  scientific  pursuits,  as  well 
as  of  the  general  advance:  he  would  keep 

away  from  the  range  of  London  intrigues, 
jealousies,  and  social  truckling,  and  win  ce- 
lebrity, however  slowly,  as  Jenner  had  done, 
by  the  independent  value  of  his  work. 

Eliot  relates  that  Lydgate  believed  he 
should  not  marry  for  several  years,  until  he 
had  “trodden  out  a good  clear  path  for  him- 
self away  from  the  broad  road  which  was 
quite  ready  made  ...”  a view  which  serves 
as  a reminder  of  that  verbalized  by  Sir 
William  Osier  (1849—1920).  But  Lydgate 
did  marry  soon  enough.  “Poor  Lydgate ! or 
shall  I say,  Poor  Rosamond!  Each  lived  in 
a world  of  which  the  other  new  nothing.” 
Lydgate’s  bearing  has  been  said  to  show 
“a  fearless  expectation  of  success,  a confi- 
dence in  his  own  powers  and  integrity  much 


fortified  by  contempt  for  petty  obstacles  or 
seductions  of  which  he  had  had  no  ex- 
perience.” It  was  not  long  after  her  mar- 
riage that  Rosamond  discovered 

The  Lydgate  with  whom  she  had  been  in 
love  had  been  a group  of  airy  conditions  for 
her,  most  of  which  had  disappeared,  while 
their  place  had  been  taken  by  everyday  de- 
tails which  must  be  lived  slowly  from  hour  to 
hour,  not  floated  through  with  a rapid  selec- 
tion of  favourable  aspects.  The  habits  of 
Lydgate’s  profession,  his  home  preoccupation 
with  scientific  subjects,  which  seemed  to  her 
almost  like  a morbid  vampire’s  taste,  his  pe- 
culiar views  of  things  which  had  never  en- 
tered into  the  dialogue  of  courtship — all  these 
continually  alienating  influences  . . . would 
have  made  his  presence  dull  to  her. 

Lydgate  certainly  had  good  reason  to  re- 
flect on  the  service  his  practice  did  him  in 
counteracting  his  personal  cares.  He  had 
no  longer  free  energy  enough  for  sponta- 
neous research  and  speculative  thinking,  but 
by  the  bedside  of  patients  the  direct  external 
calls  on  his  judgment  and  sympathies 
brought  the  added  impulse  needed  to  draw 
him  out  of  himself.  It  was  not  simply  that 
beneficent  harness  of  routine  which  enables 
silly  men  to  live  respectably  and  unhappy 
men  to  live  calmly — it  was  a perpetual  claim 
on  the  immediate  fresh  application  of 
thought,  and  on  the  consideration  of  an- 
other’s need  and  trial.  Many  of  us  looking 
back  through  life  would  say  that  the  kindest 
man  we  have  ever  known  has  been  a medical 
man,  or  perhaps  that  surgeon  whose  fine 
tact,  directed  by  deeply  informed  perception, 
has  come  to  us  in  our  need  with  a more  sub- 
lime beneficence  than  that  of  miracle-work- 
ers. Some  of  that  twice-blessed  mercy  was 
always  with  Lydgate  in  his  work  at  the  Hos- 
pital or  in  private  houses,  serving  better 
than  any  opiate  to  quiet  and  sustain  him 
under  his  anxieties  and  his  sense  of  mental 
degeneracy. 

Soon  Lydgate  began  to  live  beyond  his 
means  and  to  incur  debts.  His  course  was 
downhill.  He  was  “ready  to  curse  the  day 
on  which  he  had  come  to  Middlemarch.  He 
had  meant  everything  to  turn  out  differ- 
ently; and  others  had  thrust  themselves  into 
his  life  and  thwarted  his  purposes.  His 
marriage  seemed  an  unmitigated  calamity.” 
He  was  miserable.  “Only  those  who  know 
the  supremacy  of  the  intellectual  life — the 
life  which  has  a seed  of  ennobling  thought 
and  purpose  within  it — can  understand  the 
grief  of  one  who  falls  from  that  serene  ac- 
tivity into  the  absorbing  soul-wasting 
struggle  with  worldly  annoyances.” 

Would  Lydgate  find  it  necessary  to  leave 
Middlemarch? 


May  1,  1970  / New  York  State  Journal  of  Medicine  1087 


And  afterwards?  Rosamond  in  a poor 
lodging:,  though  in  the  largest  city  or  most 
distant  town,  would  not  find  the  life  that 
could  save  her  from  gloom,  and  save  him 
from  the  reproach  of  having  plunged  her 
into  it.  For  when  a man  is  at  the  foot  of  the 
hill  in  his  fortunes,  he  may  stay  a long  while 
there  in  spite  of  professional  accomplish- 
ment. In  the  British  climate  there  is  no  in- 
compatibility between  scientific  insight  and 
furnished  lodgings:  the  incompatibility  is 
chiefly  between  scientific  ambition  and  a wife 
who  objects  to  that  kind  of  residence. 

It  is  Eliot’s  heroine,  Dorothea  Brooke, 
who  offers  the  encouragement  to  remain. 
“You  may  still  win,”  she  says,  “a  great  fame 
like  the  Louis  and  Laennec  I have  heard  you 
speak  of,  and  we  shall  all  be  proud  of 
you  . . .”  Then  Lydgate’s  decision  is  made. 

It  is  very  clear  to  me  that  I must  not  count 
on  anything  else  than  getting  away  from 
Middlemarch  as  soon  as  I can  manage  it  . . . 
I must  do  as  other  men  do,  and  think  what 
will  please  the  world  and  bring  in  money; 
look  for  a little  opening  in  the  London  crowd, 
and  push  myself ; set  up  in  a watering-place, 
or  go  to  some  southern  town  where  there  are 
plenty  of  idle  English,  and  get  myself  puffed 
— that  is  the  sort  of  shell  I must  creep  into 
and  try  to  keep  my  soul  alive  in. 

Dorothea,  who  has  faith  in  Lydgate,  ex- 
presses confidence  in  him  as  one  who  would 
not  be  bribed.  He  replies,  “I  have  not  taken 
a bribe  yet.  But  there  is  a pale  shade  of 
bribery  which  is  sometimes  called  pros- 
perity.” 

Lydgate  achieved  a fine  practice  in  Lon- 
don and  at  a continental  bathing-place.  He 
wrote  a treatise  on  gout,  “a  disease  which 
has  a good  deal  of  wealth  on  its  side.  . . . His 
skill  was  relied  on  by  many  patients,  but 
he  always  regarded  himself  as  a failure;  he 
had  not  done  what  he  once  meant  to  do.” 
His  acquaintances  regarded  his  wife  as 
charming.  And  she  was  not  indiscrete. 

She  simply  continued  mild  in  her  judg- 
ment, disposed  to  admonish  her  husband,  and 
able  to  frustrate  him  by  stratagem.  As  the 
years  went  on  he  opposed  her  less  and  less, 
whence  Rosamond  concluded  that  he  had 
learned  the  value  of  her  opinion;  on  the  other 
hand,  she  had  a more  thorough  conviction  of 
his  talents  now  that  he  gained  a good  in- 
come ...  In  brief,  Lydgate  was  what  is  called 
a successful  man. 

He  died  of  diphtheria  at  the  age  of  fifty 
and  left  his  wife  and  four  children  provided 
for.  Rosamond  then  married  an  elderly  and 
rich  physician.  Lydgate  once  called  her  his 


basil  plant,  “and  when  she  asked  for  an  ex- 
planation, said  that  basil  was  a plant  which 
had  flourished  wonderfully  on  a murdered 
man’s  brains.” 

Allbutt-Lydgate  controversy 

Sir  Thomas  Clifford  Allbutt  and  his  biog- 
rapher, Sir  Humphry  Davy  Rolleston,  were 
regius  professors  at  Cambridge.  They  were 
men  of  broad  cultural  interests  and  rated 
as  skillful  clinicians.®  Clifford  Allbutt 
edited  a System  of  Medicine  that  was  well 
received.  He  also  published  Greek  Medicine 
In  Rome.  He  was  born  in  Dewsbury,  York- 
shire, and  studied  at  Cambridge  and  St. 
George’s  Hospital,  London.  He  practiced 
in  Leeds  and  served  as  physician  to  the 
Leeds  Infirmary.  He  went  to  London  and 
was  made  regius  professor  of  physic  at 
Cambridge  in  1892.  He  was  knighted  in 
1907. 

George  Eliot  knew  of  Clifford  Allbutt  and 
met  him.  She  wrote  in  one  of  her  letters, 
“We  went  from  Leeds  to  Bolton;  our  visit 
to  Yorkshire  was  extremely  agreeable;  our 
host,  Dr.  Allbutt,  is  a good,  clever,  and  grace- 
ful man,  enough  to  enable  one  to  be  cheerful 
under  the  horrible  smoke  of  ugly  Leeds.” 
She  was  with  Allbutt  for  two  days.  Rolles- 
ton3 says, 

The  circumstances  and  character  of 
Tertius  Lydgate  certainly  show  certain  re- 
semblances to  those  of  Allbutt.  Thus  Lyd- 
gate was  suddenly  attracted  to  medicine 
by  reading  a book — not  Auguste  Comte’s 
Philosophic  positive,  it  is  true — but  an  article 
on  the  anatomy  of  the  valves  of  the  heart  in 
an  encyclopaedia;  he  studied  in  Paris;  settled 
down  in  a provincial  town  to  keep  away  from 
the  range  of  London  intrigues,  jealousies, 
and  social  truckling;  was  superintendent  of 
a fever  hospital  where  he  treated  fever  on 
“a  new  plan”  with  success;  resolved  to  resist 
the  irrational  severance  between  medical  and 
surgical  knowledge;  and  showed  mental  in- 
dependence with  an  aristocratic  bearing. 
On  the  other  hand,  there  are  some  not  very 
essential  differences:  Lydgate  was  an  or- 

phan and  the  son  of  a military  man ; he  un- 
derwent a medical  apprenticeship  and  was 
educated  at  Edinburgh;  he  started  in  Middle- 
march  in  the  year  1829;  he  resigned  his  post 
at  the  infirmary  in  the  early  days  and  left 
Middlemarch  to  practice  with  popular  suc- 
cess in  London  and  a continental  spa  accord- 
ing to  the  seasons;  wrote  a book  on  gout,  “a 
disease  which  had  a good  deal  of  Wealth  on 
its  side”;  died  of  diphtheria  at  the  age  of 
fifty,  his  hair  having  never  become  white; 
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and  always  regarded  himself  as  a failure  be- 
cause he  had  not  accomplished  what  he  once 
intended  to  do.  The  mentality  and  scientific 
ambitions  of  Lydgate  in  1830  were  probably 
an  accurate  representation  of  Allhutt’s  some 
forty  years  later,  but  the  details  of  Lydgate’s 
parentage  and  other  aspects  of  his  life  were 
not  those  of  Allbutt.  It  would  appear  that, 
though  some  of  the  facts  about  Lydgate  were 
taken  from  Allbutt,  care  was  purposely 
taken  to  prevent  too  obvious  a portrait. 

Rolleston  sets  out  “to  consider  the  ques- 
tion how  far  Allbutt  was  the  prototype  of 
Tertius  Lydgate,”  but  he  is  evidently  care- 
ful in  evaluating  the  relationship,  realizes 
that  the  portrait  is  by  no  means  a firm  rep- 
resentation, and  in  still  other  statements 
implies  he  is  aware  that  some  people  on  the 
literary  and  medical  scene  hold  opposing 
views  of  this  connection.  An  example  is 
Rolleston’s  reference  to  the  claim  of  George 
Henry  Lewes  (1817-1878),  the  literary 
critic  who  lived  with  George  Eliot  for  many 
years,  that  George  Eliot  had  “never  even 
known  a surgeon  intimately,  and  had  no 
acquaintance  in  any  degree  resembling  Lyd- 
gate.” This  was  in  reaction  to  the  feeling 
expressed  by  Sir  James  Paget  (1814-1899) 
that  there  must  have  been  a biographic 
foundation  for  Lydgate’s  career. 

Osier,7  who  went  from  Baltimore  to  Ox- 
ford to  become  regius  professor  there,  was 
well  acquainted  with  Middle-march,  and  in 
his  address  on  “Physic  and  Physicians  as 
Depicted  in  Plato”  he  spoke  of  George  Eliot 
having  “told  for  future  generations  in  a 
character  such  as  Lydgate,  the  little  every- 
day details  of  the  struggle  and  aspirations 
of  the  profession  of  the  nineteenth  century, 
of  which  we  find  no  account  whatever  in  the 
files  of  the  Lancet.”  He  was  much  interested 
in  the  character  of  Lydgate  and  in  the  po- 
tential merits  and  disadvantages  of  mar- 
riage when  it  is  undertaken  by  physicians. 
He  admitted  that  his  cautious  position  and 
advice  on  this  score  was  evidently  rarely 
taken.  A reflection  of  his  feelings  appears 
in  his  chapter  on  “Internal  Medicine  as  a 
Vocation.”8  “This  well-drawn  character  in 
George  Eliot’s  Middlemarch  may  be  studied 
with  advantage  by  the  physician ; one  of  the 
most  important  lessons  to  be  gathered  from 
it  is — marry  the  right  woman !” 

Harvey  Cushing  (1869-1939) 9 in  his  bi- 
ography of  Osier  tells  about  some  notes  kept 
by  him  that  relate  to  the  Allbutt-Lydgate 
issue: 


Ask  the  opinion  of  a dozen  medical  men 
upon  the  novel  in  which  the  doctor  is  best  de- 
scribed, and  the  majority  will  say  Middle- 
march.  Lydgate  is  at  once  an  example  and  a 
warning  . . . An  unmitigated  calamity,  his 
marriage  ruined  his  intellectual  life  in  a 
soul-wasting  struggle  with  worldly  annoy- 
ances . . . George  Eliot  was  happy  in  her  re- 
lations with  the  profession,  and  we  owe  her 
a deep  debt  for  this  Early  Victorian  sketch 
of  it  in  a provincial  town.  It  is  often  said 
that  my  Brother  Regius  of  Cambridge,  Sir 
Clifford  Allbutt,  was  the  original  Lydgate. 
Nothing  in  their  careers  is  in  common,  save 
the  training  and  the  high  aspirations.  There 
is  a basis  for  a statement.  When  Dr. 
Rastian*  lived  at  Hanwell,  one  Sunday  after- 
noon he  had  just  returned  from  a visit  to 
George  Eliot,  and  the  conversation  turned  on 
Middlemarch  which  had  recently  appeared. 
He  said  that  the  matter  had  been  discussed 
in  her  house  that  afternoon,  and  she  con- 
fessed that  Dr.  Allbutt’s  early  career  at 
Leeds  had  given  her  suggestions. 

It  was  reasonable  for  Rolleston  to  have 
desired  to  establish  a link  between  Allbutt 
and  Lydgate  because  it  has  been  talked 
about,  but  the  material  he  presented  is  fair, 
even  to  the  point  of  his  offering  a claim  by 
another  contemporary  (Oscar  Browning) 
that  he  was  the  Lydgate  prototype,  a claim 
which  evidently  has  not  been  taken  seriously 
by  anyone.  This  man,  who  was  not  a physi- 
cian, said  that  George  Eliot  had  advised  him 
to  marry.  He  declined,  feeling  “that  Lyd- 
gate’s experience  of  marriage  had  not  been 
so  successful  as  to  induce  the  man  from 
whom  in  some  measure  she  had  drawn  the 
character  of  Lydgate,  to  try  the  same  ex- 
periment.” 

How  did  Allbutt  feel  about  his  alleged 
connection  with  Lydgate?  Was  he  “con- 
vinced” of  it?  Rolleston  puts  it  in  an  inter- 
esting way.  “When  this  subject  was  raised 
in  his  presence  Allbutt  preserved  a some- 
what sphinx-like  expression,  but  never  de- 
nied it;  on  one  occasion  he  gave,  what  for 
him  was  very  unusual,  a rather  self-con- 
scious laugh  and  said,  ‘Oh,  I think  all  of 
us  were  Lydgate.’  ” 

Allbutt’s  reaction 

Now  it  is  known  by  those  interested  in 
writers  and  their  fictional  characters  that 
the  latter  are  usually  composites  of  physical 
and  personality  attributes.  The  characters 

* A friend  of  Osier,  Henry  Charlton  Bastian,  M.D., 
was  a neurologist  who  had  a reputation  for  his  views 
favoring  a theory  of  spontaneous  generation. 
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are  not  drawn  directly  from  life.  There  is 
no  reason  to  suspect  that  matters  were  dif- 
ferent in  the  case  of  Lydgate.  But  if  All- 
butt were  also  to  have  granted  this,  the  fact 
remains  that  his  attitude  of  sphinx-like  ex- 
pression and  reluctance  to  deny,  as  de- 
scribed by  Rolleston,  are  of  interest  and  per- 
mit a guess  regarding  the  meaning  of  his 
reaction  to  the  question.  It  may  be  conjec- 
tured that  he  had  mixed  feelings,  and  for 
obvious  reasons.  He  could  feel  flattered 
and  pleased  had  he  in  fact  been  the  proto- 
type for  a major  figure  in  a major  work  of 
fiction  by  an  outstanding  author.  But  he 
could  not  be  so  vain  as  to  blind  himself  to 
the  fact  that  Lydgate  considered  himself  to 
be  a failure  and  that  many  others  might  be- 
lieve Lydgate’s  self-criticism  was  quite 
justified.  Allbutt’s  attitude  and  statement 
serve  as  an  acceptance  and  rejection  of  the 
claim  that  he  was  the  prototype.  They  can 
reflect  his  desire  for  an  identification  with 
Lydgate  in  his  favorable  attributes,  as  indi- 


cated in  Allbutt’s  lack  of  denial  of  the  role 
claimed  for  him,  and  his  reluctance  to  accept 
total  identification  that  would  include  the 
negative  features  of  Lydgate  which  some 
would  be  inclined  to  take  as  evidence  of  Lyd- 
gate’s failure.  On  the  latter  score  Allbutt 
is  willing  to  be  part  of  a composite. 

26  West  9th  Street 
New  York,  New  York  10011 
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Siegfried  Amster,  M.I).,  of  New  York  City,  died 
on  September  29,  1969,  at  the  age  of  seventy- 
five.  Dr.  Amster  received  his  medical  degree 
from  the  University  of  Gottingen  in  1922. 

William  Andrew  Barr,  M.I).,  of  Buffalo,  died 
on  February  1 at  the  age  of  seventy.  Dr.  Barr 
graduated  in  1929  from  Loyola  University 
School  of  Medicine.  He  was  an  honorary  mem- 
ber of  the  medical  staff  at  Sisters  of  Charity 
Hospital  of  Buffalo.  Dr.  Barr  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Academy  of  General 
Practice,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Berkowitz,  M.I).,  of  New  York  City, 
died  on  March  15  at  the  age  of  eighty-two.  Dr. 
Berkowitz  graduated  in  1908  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
an  emeritus  associate  physician  at  Jewish 
Memorial  Hospital.  Dr.  Berkowitz  was  a mem- 
ber of  the  New  York  Cardiological  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Seymour  M.  Bulkley,  M.I).,  of  Ithaca,  died  on 
February  9 at  the  age  of  fifty-six.  Dr.  Bulkley 
graduated  in  1942  from  Cornell  University 
Medical  College.  He  was  an  attending  physi- 
cian in  internal  medicine  at  Sage  and  Tompkins 
County  Hospitals.  Dr.  Bulkley  was  a member 
of  the  New  York  Society  of  Internal  Medicine, 
the  Tompkins  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Anna  Kleegman  Daniels,  M.D.,  of  New  York 
City,  died  on  March  22  at  the  age  of  seventy- 
six.  Dr.  Daniels  graduated  in  1916  from  Cor- 
nell University  Medical  College.  She  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  and  a member  of  the  Ameri- 
can Geriatrics  Society,  the  American  Academy 
of  Compensation  Medicine,  Inc.,  the  American 
Fertility  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Maurice  J.  Dattelbaum,  M.I).,  of  Brooklyn,  died 
on  March  21  at  the  age  of  eighty-eight.  Dr. 
Dattelbaum  graduated  in  1904  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  Brookdale 
Hospital  Center  and  Kingsbrook  Jewish  Medi- 


cal Center.  A former  president  of  the  Brooklyn 
Tuberculosis  and  Health  Association,  Dr.  Dat- 
telbaum was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Medical  Society  of  the  County  of  Kings 
(and  a former  president),  the  Medical  Society 
of  the  State  of  New  York  (vice-president  in 
1964;  treasurer  from  1951  to  1963;  delegate  to 
the  American  Medical  Association  from  1952 
to  1955;  and  a councillor  from  1946  to  1950), 
and  the  American  Medical  Association. 

Fritz  Julius  Einstein,  M.D.,  of  Piermont,  died 
on  April  8,  1969,  at  the  age  of  seventy-five. 
Dr.  Einstein  received  his  medical  degree  from 
the  University  of  Hamburg  in  1922.  He  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ralph  Roswell  Fitch,  M.I).,  of  Northeast  Har- 
bor, Maine,  formerly  of  Rochester,  died  on  Jan- 
uary 31  at  the  age  of  ninety-two.  Dr.  Fitch 
graduated  in  1903  from  Harvard  Medical 
School.  He  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gerald  William  Grace,  M.I).,  of  Buffalo  and 
Williamsville,  died  on  March  2 at  the  age  of 
fifty-five.  Dr.  Grace  graduated  in  1942  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  an  associate  attending  general  practi- 
tioner at  Sisters  of  Charity  Hospital  of  Buffalo 
and  director  of  the  outpatient  department  at 
Sisters  of  Charity  Hospital  of  Buffalo.  Dr. 
Grace  was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Goldstein,  M.D.,  of  The  Bronx,  died  on 
March  22  at  the  age  of  eighty-two.  Dr.  Gold- 
stein graduated  in  1909  from  Cornell  Univer- 
sity Medical  College.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Charles  Leiner,  M.D.,  of  New  York  City, 
died  on  March  10  at  the  age  of  sixty-two.  Dr. 
Leiner  received  his  medical  degree  from  the 
University  of  Vienna  in  1932.  He  was  an  at- 
tending physician  is  pulmonary  diseases  at 
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Montefiore  Hospital  and  Medical  Center  and 
an  associate  attending  physician  in  pulmonary 
diseases  at  Morrisania  City  Hospital.  Dr. 
Leiner  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of 
the  American  Thoracic  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Samuel  Lieberman,  M.D.,  of  The  Bronx,  died 
on  March  22  at  the  age  of  sixty-four.  Dr. 
Lieberman  graduated  in  1932  from  the  Univer- 
sity of  Maryland  School  of  Medicine  and  Col- 
lege of  Physicians  and  Surgeons.  He  was  an 
adjunct  surgeon  at  the  Hospital  for  Joint  Dis- 
eases, a clinical  assistant  physician  at  Bronx- 
Lebanon  Hospital  Center,  and  an  attending 
physician  in  general  practice  at  Mount  Eden 
General  Hospital.  Dr.  Lieberman  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  American  Geriatrics  Society,  the  In- 
ternational Academy  of  Proctology,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Lazarus  Marcus,  M.D.,  of  Brooklyn,  died  on 
March  23  at  the  age  of  seventy-six.  Dr.  Marcus 
graduated  in  1917  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
the  executive  of  the  medical  service  and  an  at- 
tending physician  at  Adelphi  Hospital.  Dr. 
Marcus  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Rabinowitz,  M.D.,  of  Long  Beach,  died 
on  March  9 at  the  age  of  eighty-two.  Dr. 
Rabinowitz  graduated  in  1911  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Carlton  Charles  Rausch,  M.D.,  of  Buffalo,  died 
on  January  29  at  the  age  of  forty-eight.  Dr. 
Rausch  graduated  in  1943  from  the  University 


of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician  in  general  practice  at  St. 
Francis  Hospital.  Dr.  Rausch  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Seckler,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 7 at  the  age  of  sixty-five.  Dr.  Seckler 
graduated  in  1931  from  George  Washington 
University  School  of  Medicine.  He  was  an  at- 
tending physician  in  general  practice  at  Lef- 
ferts  General  Hospital.  Dr.  Seckler  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Shiffman,  M.D.,  of  Brooklyn,  died  on 
March  9 at  the  age  of  seventy-two.  Dr.  Shiff- 
man graduated  in  1920  from  Long  Island  Col- 
lege Hospital.  He  had  been  an  associate  at- 
tending physician  (off  ward  service)  at  Brook- 
dale  Hospital  Center.  Dr.  Shiffman  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Aaron  D.  Spielman,  M.D.,  of  New  York  City, 
died  on  March  12  at  the  age  of  sixty-seven.  Dr. 
Spielman  graduated  in  1926  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  assistant  attending  physician  at  The 
New  York  Hospital,  an  attending  physician  at 
the  Beekman-Downtown  Hospital,  and  chief  of 
the  allergy  clinic  at  the  Beekman-Downtown 
Hospital  Outpatient  Department.  Dr.  Spiel- 
man was  a Fellow  of  the  American  College  of 
Allergists  and  a member  of  the  American  Acad- 
emy of  Allergy,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leonard  Francis  Turano,  M.D.,  of  Brooklyn  and 
St.  Albans,  died  on  February  23  at  the  age  of 
sixty-three.  Dr.  Turano  graduated  in  1933 
from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  an  assistant  attending  pedia- 
trician at  Mary  Immaculate  Hospital.  Dr. 
Turano  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 
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Officers  / County  Medical  Societies  / 1970 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1970—27,164 


County 


President 


Secretary 


T reaturer 


Albany 

Allegany  . . . . 

Bronx 

Broome  

Cattaraugus  . . 

Cayuga  

Chautauqua  . . 
Chemung  .... 
Chenango  . . . 

Clinton  

Columbia  . . . 
Cortland  .... 
Delaware  .... 
Dutchesj  .... 

Erie 

Essex 

F ranklin  .... 

Fulton 

Genesee 

Greene 

Herkimer  .... 
Jefferson  .... 

Kings 

Lewis 

Livingston  . . . 
.Madison  .... 

Monroe  

Montgomery  . 
Nassau  ...... 

New  York  . . . 

Niagara 

Oneida  

Onondaga  . . . 

Ontario  

Orange  

Orleans  

Oswego 

Otsego 

Putnam  

Queens  

Rensselaer  . . . 
Richmond  . . . 
Rockland  .... 
St.  Lawrence  . 
Saratoga  .... 
Schenectady  . 
Schoharie  . . . 
Schuyler  .... 

Seneca  

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins  ... 

Ulster  

Warren  

Washington  . . 

Wayne 

Westchester  . . 
Wyoming  .... 
Yates 


John  H.  Carter Albany 

Gustave  George  Prinsell . . Houghton 

Harry  J.  Lesnick Bronx 

John  F.  Spring Binghamton 

Norman  A.  Kraft Randolph 

Robert  J.  Schaffer Auburn 

Hugo  Szabo Jamestown 

John  H.  Burke,  Jr Elmira 

Richard  B.  Foster Norwich 

Nello  V.  Delbel Plattsburgh 

Edward  P.  Ginouves Hudson 

Howard  D.  Kelley Cortland 

Thomas  E.  Lavell,  Jr Walton 

Frank  C.  Starpoli.  ..  .Poughkeepsie 

James  R.  Nunn Buffalo 

Wilh'am  Vilardo Ticonderoga 

John  T.  St.  Mary Malone 

John  W.  Esper Gloversvllle 

Sydney  L.  McLouth Corfu 

Paul  M.  Snapper Catskill 

G.  Roger  Weeden,  Jr llion 

James  C.  Harberson.  . . .Watertown 
A.  W.  Martin  Marino,  Jr. . Brooklyn 

John  C.  Herrman Lowville 

Nadene  D.  Hunter Sonyea 

George  R.  Kinsella Oneida 

Philip  M.  Winslow Rochester 

Thomas  S.  Velz Amsterdam 

John  P.  Glaubitz Bethpage 

Edward  A.  Burkhardt.  . .New  York 
Edward  C.  Weppner. Niagara  Falls 

Robert  B.  Wallace Utica 

John  A.  Root Syracuse 

Verne  M.  Marshall Geneva 

Robert  W.  Rakov Goshen 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Jacob  H.  Buchbinder Brewster 

Norton  M.  Luger Flushing 

Julien  A.  Hebert Troy 

Harvey  R.  Levanthal . Staten  Island 
Jerome  M.  Seides.  . . .Spring  Valley 
Edward  P.  Whalen ....  Ogdensburg 
Tacob  S.  Feynman . Saratoga  Springs 
Herbert  J.  Wright,  Jr..  .Schenectady 

Jay  V.  Dewell Cobleskill 

Bartlett  C.  Gardner . . Montour  Falls 

Mario  J.  Polzinetti Waterloo 

Donald  F.  Coon Bath 

Andrew  W.  Lawrence.  .Huntington 

S.  G.  Holtzman . . . .South  Fallsburg 

Walter  S.  Dietrich Owego 

C.  L.  Sprinkle,  Jr Ithaca 

John  L.  Alley Kingston 

Richard  Hughes Glens  Falls 

George  Digman Cambridge 

Norman  R.  Loomis Ontario 

Francis  T.  Rogliano . Mount  Vernon 

T.  Naprawa Warsaw 

Robert  W.  Laughlin Penn  Yan 


Ernest  A.  Kopp Albany 

Irwin  Felsen Wellsville 

Tiffany  Lawyer,  Jr Bronx 

Francis  J.  Gilroy Binghamton 

Bernard  S.  Yurick Olean 

William  Ventimiglia Auburn 

Lewis  F.  Kibler Jamestown 

Raymond  H.  Stoddard Elmira 

Hugh  D.  Black Oxford 

Henry  K.  Freedman.  . . .Plattsburgh 

Joseph  Bellamy Hudson 

Robert  L.  Eberly Cortland 

T.  M.  Manzanero Stamford 

Alfred  P.  Pinard Poughkeepsie 

Julia  M.  Cullen Buffalo 

H.  V.  W.  Bergamini.  . .Lake  Placid 

Leon  Passino Malone 

Frank  S.  Deming Gloversville 

Dominick  Cultrara Batavia 

Barbara  K.  Vosburgh.  . . .Coxsackie 
J.  L.  Kingsland.  . .Richfield  Springs 

Eugene  M.  Renzi Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Leam Mt.  Morris 

Asa  J.  Smith Oneida 

Harry  C.  Miller Rochester 

John  Riley  McNulty.  . . Amsterdam 
Stephen  Schmeiser. . . . Massapequa 

W.  Graham  Knox New  York 

Maria  A.  Crea  Smith . Niagara  Falls 

Milton  Dorfman Rome 

John  T.  Prior Syracuse 

Delmer  E.  Batcheller.  .Canandaigua 
Richard  E.  Passenger ....  Newburgh 

Kenneth  J.  Clark Medina 

Joseph  J.  Guarrera Fulton 

Richard  L.  Haines Oneonta 

Henry  L.  Kamin Brewster 

Murray  Elkins Howard  Beach 

Roeco  A.  Farano Troy 

Vincent  L.  Montand . . Staten  Island 

Burton  Allyn Spring  Valley 

William  R.  Carson Helena 

M.  O’Connell Saratoga  Springs 

W.  J.  Farrell,  Jr Schenectady 

Thomas  W.  Greenlees ...  Cobleskill 
Joseph  Y.  Roberts.  . .Watkins  Glen 

Paul  C.  Jenks Waterloo 

Dallas  E.  Billman Coming 

Phillip  I.  Levitan Smithtown 

Alan  R.  Fried ...  Livingston  Manor 

Philip  A.  Nichols Owego 

William  McKeen Ithaca 

Frederic  W.  Holcomb,  Jr.. . Kingston 

Philip  A.  Snell Glens  Falls 

John  L.  McCann Hudson  Falls 

J.  William  Ludemann Newark 

Robert  A.  Mayers Port  Chester 

Richard  Talbot  Williams.  . .Warsaw 
Paul  Peter  Westfall Penn  Yan 


Rudolph  R.  Delgiacco Albany 

Kurt  Zinner Wellsville 

Alvin  David  Yasuna Bronx 

Elmer  Nathan  Zinner.  .Johnson  City 

Richard  A.  Leone Olean 

Joseph  F.  Rowley Auburn 

Glen  M.  Ebersole Jamestown 

Jack  E.  Thomas Elmira 

Angelo  A.  Franco New  Berlin 

J.  William  Heins Plattsburgh 

Joseph  Bellamy Hudson 

Raymond  D.  Olson Cortland 

T.  M.  Manzanero Stamford 

Marvin  Goldstein ....  Poughkeepsie 

Duane  D.  Dougherty Buffalo 

H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

James  G.  McCutcheon Batavia 

Barbara  K.  Vosburgh.  . . .Coxsackie 

Oscar  G.  Stivala Little  Falls 

Eugene  M.  Renzi Watertown 

Israel  Lewis  Schmierer ....  Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Leam Mt.  Morris 

Benjamin  Nicotri Canastota 

Robert  C.  McVeigh Rochester 

Helen  M.  Blanchard ....  Amsterdam 

Robert  P.  Jessup Syosset 

Theodore  Rosenthal New  York 

John  C.  Read Lewiston 

Theodore  C.  Max UHca 

Linus  W.  Cave Syracuse 

Delmer  E.  Batcheller.  .Canandaigua 
Richard  E.  Passenger.  . . .Newburgh 

Kenneth  J.  Clark Medina 

William  F.  Quigley Oswego 

Richard  L.  Haines Oneonta 

Ferdinand  G.  Kojis Carmel 

Franz  L.  Ebstein Forest  Hills 

Daniel  P.  Mahoney Troy 

William  C.  Frederick.  .Staten  Island 

Glenn  W.  Patterson New  City 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 
Alexander  John  Arony . . Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts.  . . .Watkins  Glen 

Paul  C.  Jenks Waterloo 

William  J.  MacFarland.  . . .Homell 

George  E.  Leone Riverhead 

Alan  R.  Fried.  . . .Livingston  Manor 

Philip  A.  Nichols Owego 

Leroy  Kelvin  Young Ithaca 

Charles  Amos  Galyon Kingston 

Betty  L.  Voelker Glens  Falls 

Michael  J.  Lynch Grandville 

J.  William  Ludemann Newark 

Warren  W.  Leeds Yonkers 

Richard  Talbot  Williams.  . .Warsaw 
Paul  Peter  Westfall Penn  Yan 
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Cholesterol  lowering  agents  Vitamin  supplements 

Choloxin  (Flint  Laboratories) 1026“1027  Berocca  Tabs  (Roche  Laboratories) 1013 


SUBSCRIPTION  ORDER  FORM 

New  York  Stale  Journal  of  Medicine 
Attn:  Circulation  Dept. 

750  Third  Are.,  New  York,  N.  Y.  10017 

PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions $7.50  one  year; 

Canada,  Mexico  & 

other  foreign  $9.00  one  year; 

Interns  & Residents:  Special  rates  on  request 


Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 


$22.50  (3)  years 
$27.00  (3)  years 


Ai  Issues 
Per  Year 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT'D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


OPENING  FOR  INTERNIST  OR  GENERAL  PRACTI- 
tioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  med- 
ical consultations.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upstate  New  York,  70  miles  from  capital 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Excellent  recreational  facilities  in  the  immediate  area, 
including  skiing,  golf  and  tennis.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician 
to  take  over  established  practice  of  physician  planning  on 
retirement.  Write  Box  905,  % NYSJM. 


JOIN  STAFF,  MODERN  INDUSTRIAL  CLINIC  OF 
major  manufacturing  company,  northeastern  New  York 
State.  Challenging  spectrum  occupational  health  and 
preventive  medicine.  Experience  in  diagnosis  and  treat- 
ment of  industrial  injuries  and  illnesses  desirable.  Equal 
opportunity  employer.  Contact  Box  907,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIAN:  $30,000/YR.  FOR 

42  hour  work  week;  ideal  for  physician  wishing  to  “slow 
down”  to  reasonable  hours.  New  York  license  required. 
Start  September  1,  1970.  Write  Roger  Calkins,  Di- 
rector of  Personnel,  St.  Clare’s  Hospital,  Schenectady,  N.Y. 
12304. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


COLLEGE  PHYSICIAN  WANTED:  STATE  UNIVER- 

sity  College,  New  Paltz,  New  York.  Many  fringe  bene- 
fits: Reasonable  hours.  Inquire:  William  H.  Crull, 

M.D.,  Dir.,  Student  Health,  State  University  College, 
New  Paltz,  N.Y.  12561.  An  Equal  Opportunity  Em- 
ployer. 


PEDIATRICIANS  WANTED  FOR  BUSY,  LOWER  IN- 
come  neighborhood  medical  centers  in  Manhattan,  Bronx, 
and  Brooklyn.  Share  expenses  with  internists  and  others 
in  established  locations.  Net  $30,000  to  $40,000  for  full 
time,  depending  on  volume.  No  investment.  Medi- 
Practice  Management  Systems,  Inc.,  1175  Park  Ave.,  New 
York,  N.Y.  10028. 


STAFF  PHYSICIAN  NEEDED  BY  THE  STATE  UNIV. 
College  at  Fredonia,  N.Y.  for  its  Health  Center  on  either  a 
part  time  or  full  time  basis.  Negotiable  salary  plus  full 
college  benefits,  including  health  insurance  and  retirement 
program.  Candidates  must  be  licensed  to  practice  in  N.Y. 
State.  An  Equal  Opportunity  Employer.  Send  com- 
plete curriculum  vitae  and  N.Y.  license  number  to 
R.  P.  Plosscowe,  M.D.,  Director,  College  Health  Center, 
State  Univ.  College,  Fredonia,  N.Y.  14063. 


WANTED:  DOCTORS-GENEItAL  PRACTITIONER, 

Obs-Gyn.,  Adirondack  Mountain  resort  area.  Ski  develop- 
ment, 18  hole  championship  golf  club,  hunting,  fishing. 
Clean,  fresh  water  lakes.  New  30  bed  hospital  and  medi- 
cal center.  Ideal  family  area.  Contact:  Committee  for 

Doctors,  55  Part  St.,  Tupper  Lake,  N.Y.  12986,  or  phone 
359-3328. 


NORWICH,  N.Y.  ALL-PURPOSE  OUTPATIENT  MEN- 
tal  health  clinic  seeks  psychiatrist  oriented  towards  team 
approach,  group  psychotherapy,  interested  in  working 
with  children  and  families.  Clinic  has  affiliation  with  ad- 
joining general  hospital.  Comfortable  atmosphere;  Civil 
Service  fringe  benefits.  Salary  $25,000.  Contact:  Chen- 
ango County  Mental  Health  Clinic,  Norwich,  N.Y.  Phono 
(607)  334-2270. 


FAMILY  PHYSICIAN  NEEDED  IN  URBAN  AREA, 
3,400  population.  Adjacent  to  city,  42,000.  Two  ac- 
credited hospitals,  colleges,  world  famous  Chautauqua 
Lake,  Chautauqua  Institution.  G.P.  retiring  offers 
prestige  home,  7 room  office  for  half  its  true  value.  Village 
can  support  3 doctors  if  group  practice  desired.  Income 
from  $40,000-$65,000  solo.  Clair  Culver,  M.D.,  112  W. 
Falconer  St.,  Falconer,  N.Y.  14733. 


PHYSICIANS  WANTED:  MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-August.  Good  salary; 
free  placement,  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York, 
N.Y.  10036.  Phone  (212)  OX  5-2656. 


PSYCHIATRIC  RESIDENCIES:  APPROVED  THREE- 

year  progressive  dynamic  program  in  metropolitan  De- 
troit area.  University  association.  Teaching  staff  of 
Board  men,  psychoanalysts,  professors,  outstanding  visit- 
ing lecturers.  Active  research.  Modern  physical  plant. 
Salary  $10,669;  $11,191;  $12,131.  Five  year  career  pro- 
gram $12,152  to  $21,944.  Liberal  Civil  Service  Benefits. 
Some  housing  available.  Write:  Director  of  Education 

and  Research,  Box  Y,  Northville  State  Hospital,  North- 
ville,  Michigan  48167. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  IMMEDI- 
ately,  due  to  recent  death  of  town’s  only  doctor.  Com- 
plete office  available.  Located  in  the  heart  of  the  Finger 
Lakes  on  Routes  5 & 20,  and  only  8 miles  to  Canandaigua, 
which  has  a very  modem  and  up  to  date  hospital.  Only 
20  miles  to  Rochester,  and  10  miles  to  Bristol  Mountain 
the  ski  center.  Serving  a growing  population  of  5,000 
with  excellent  central  school  and  churches.  Write  to 
East  Bloomfield-Holcomb  Chamber  of  Commerce,  Hol- 
comb, N.Y.  14469,  or  call  (315)  657-7351. 


FULL  OR  PART  TIME  PEDIATRICIAN,  BOARD  ELI- 
gible  or  Board  certified,  wanted  for  Brooklyn  Medical 
Center.  Call  UL  5-1400,  ext.  719. 


RADIOLOGIST:  BOARD  CERTIFIED  FOR  EXPAND- 
ing,  small,  modem  general  hospital  upstate  New  York. 
Negotiable  salary  or  percentage  of  gross  arrangements 
with  guaranteed  minimum  to  $40,000.  Pleasant  resi- 
dential community  with  expanding  college.  Send  resume 
and  references  to  Box  922,  % NYSJM. 


DOCTOR  FOR  CHILDRENS’  SUMMER  CAMP.  JULY- 
August.  65  miles  from  N.Y.C.  Two  RN’s.  Facilities. 
Fee  &/or  exchange.  Call  (212)  634-9113. 


TWO  FAMILY  PHYSICIANS  NEEDED  IMMEDI- 
ately  in  Albany,  N.Y.  area  to  associate  with  three  who 
just  lost  fourth  member  due  to  death.  Salary  one  year  or 
less,  then  partnership  offer.  Desperate.  Please  contact 
person  to  person,  Jay  DeCoodt,  Business  Manager,  Tel: 
(518)  785-5881. 


BEAUTIFUL,  ACTIVE,  NORTH  SHORE  LONG  ISLAND’ 
Huntington  Village,  quality  practice  area  for  physicians 
and  dentists.  Radiologist  and  orthopedist  vacating. 
Office  available  now.  Call  (516)  473-0013. 


GENERAL  PRACTITIONER  AND  GENERAL  SUR- 
geon  seek  associate.  Town  of  5,000;  service  area  of  15,000. 
Negotiable  salary  w/%  of  profits  arrangement  and  early 
partnership.  New  medical  clinic  within  one  block  of 
JCAH  hospital.  AAA  school  system;  five  star  city. 
David  L.  Mainz,  M.D.,  703  West  Main  St.,  Fredericktown, 
Missouri. 
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PHYSICIANS  WANTED— CONT’D 


HEALTH  COMMISSIONER,  NIAGARA  COUNTY, 
population  250,000,  western  New  York.  Education,  train- 
ing and  experience  for  Health  Officer  required.  New  York 
State  license  or  eligibility  for  New  York  Stale  licensure. 
Salary  $26.000-$30,000.  Milage  allowance  and  full  fringe 
benefits.  For  details  write,  l’eter  S.  Battaglia,  M.D., 
151  Buffalo  Ave.,  Niagara  Falls,  N.Y. 


PRACTICES  AVAILABLE 


SHIRLEY.  MONTAUK  HIGHWAY:  MODERN, 

equipped,  8 room  office,  2-story  home.  No  doctor.  30,000 
population  area.  $32,000.  Tell  it  to  friends.  F.  Remy, 
M.D.,  Box  T,  Greenport,  N.  Y.  11944. 


I AM  RETIRING  FROM  DESIRABLE  OPHTHALMOL 
ogy  practice  in  Westchester  near  New  York  City.  Avail- 
able, preferably  with  purchase  of  home-office  combination. 
Box  909,  % N YSJM. 


ACTIVE  GENERAL  PRACTICE  FOR  30  YEARS. 
Fully  equipped.  Upper  Manhattan.  Due  to  retirement. 
Call  9-11  a.m.  MO  2-0973. 


X-RAY,  LAB.  FOR  SALE.  FULLY  EQUIPPED  IN 
Westchester  County.  Lab  located  in  professional  building 
with  50  medical  doctors.  Present  doctor  has  been  at  this 
location  for  the  past  29  years.  High  gross.  Doctor 
ready  for  retirement.  Excellent  terms  for  the  buyer. 
Box  920,  % NYSJM. 


QUEENS  PEDIATRIC  PRACTICE  AVAILABLE. 
Well  established;  will  introduce.  Reasonably  priced. 
Office  and  furniture  also  available.  Box  926,  % NYSJM. 


PARK  AVENUE,  NEW  YORK  CITY.  PLASTIC  SUR- 
gery  practice  established  34  years  grossing  over  $250,000. 
Board  certified  plastic  surgeon  wishes  to  retire.  Price: 
$200,000.  This  gorgeous,  fully  equipped  3,500  sq.  ft. 
office  with  private  entrance  and  O.R.  for  lease  (with  room 
for  6 doctors)  $15,000  net.  Box  921,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXPERIENCED,  NEW  YORK 
licensed,  available.  Fee  for  service.  Box  892,  % NYSJM 


ANESTHESIOLOGIST,  F.A.C.A.,  LONG  EXPERIENCE, 
New  York  license.  Available  June  through  November. 
Box  919,  % NYSJM. 


TWO  INTERNISTS.  WRITTEN  PART  OF  BOARDS 
just  passed,  seeking  to  work  in  association  or  where  needed. 
Will  take  over  cardiology  dept,  in  small  hospital.  Box 
923,  % NYSJM. 


RADIOLOGISTS,  EXPERIENCED,  SEEKS  FULL  OR 
part  time  position  in  routine  X-ray  diagnosis  in  New  York 
City  area  after  June  1,  1970.  Box  925,  % NYSJM. 


POSITIONS  WANTED— CONT’D 


FOR  WELL  QUALIFIED  MEDICAL  PERSONNEL- 
professionals,  administrators,  technicians,  secretaries  or 
medical  assts.  screened  to  meet  you r specifications,  call 
Carlin  Resources  Agency . Inc.,  342  Madison  Ave.,  N.Y.C. 
Tel:  (212)  972-1946. 


GENERAL  SURGEON,  WELL  TRAINED,  BOARD 
certified,  licensed  in  N.Y.  State  and  Connecticut,  desires 
association  with  surgeon  in  Manhattan  or  suburbs.  Box 
924,  '(  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE— 10  TM„  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  corner,  main  at.,  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon.  NY  11702,  Tel.  (516)  669-1567. 


PROFESSIONAL  OFFICE  AVAILABLE  IN  INTIMATE 
medical  building  complex.  Spring  Valley,  N.Y.  (Rockland 
County).  Tel:  (914)  EL  6-3610. 


FOR  RENT:  AIR  CONDITIONED  OFFICE,  4>A 

rooms,  equipped  for  generalist-internist  or  other.  Con- 
veniently located  in  central  part  of  Albany,  N.Y.,  close  to 
four  hospitals,  medical  college,  3 bus  lines.  Available  by 
July  1st  or  thereafter.  Equipment  includes  X-rays,  EKG, 
etc.  Reasonable  rent  with  option  to  buy  building.  Box 
918,  % NYSJM. 


TWO  FAMILY.  ALL  BRICK,  CORNER,  FULLY  DE- 
tached,  6 rooms  each,  finished  basement,  extras.  144-04 
28th  Ave.,  Flushing.  N.Y.  Price:  $66,000.  Call  886- 

2953. 


BEALTTIFUL.  NORTH  SHORE  LONG  ISLAND,  PORT 
Jefferson  medical  park,  office  space  available  for  physicians 
and  dentists.  Colonial  building,  ample  parking,  situated 
between  two  major  hospitals.  Inquire  (516)  473-1250. 


FOUR  ROOMS,  STREET  LEVEL,  WIRED  FOR  X-RAY. 
Comer  location  near  Misericordia  Hospital,  750  East 
236th  St.,  Bronx,  N.Y.  Call  FA  4-0979. 


BELLE  HARBOR.  NEPONSIT.  UNIQUE  HOME  WITH 
huge  living  room,  fire  place.  Elegant  dining  room; 
magazine  kitchen;  plush  carpeting;  sun  deck  off  master. 
Electronic  garage;  large,  private  yard.  $70’s.  Call 
474-2345. 


OFFICE  SPACE  IN  MODERN  A C BUILDING  ON 
34th  Street  between  Park  & Madison  Aves.  Modest 
rental.  Advantageous  for  specialists.  Contact  J.  Dragan, 
MU  3-1000. 


HARTSDALE  VIC.,  WESTCHESTER  CO.  9 ROOMS, 
21/?  baths,  Hi-Ranch  w separate  office  entrance;  central 
a/c.  Ideal  for  psychiatrist.  >/a  acres  w beautiful  trees. 
Excellent  schools;  central  to  all  major  highways.  Call 
(914)  RO  1-5909. 
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Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


The  “procto”  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”... and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap.  <.>•'* 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action"  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 


How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
'75%.  Survival  rate  Is  now 
only  44%.  , 
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NEW  YORK  CITY  AREA 

May  15,  1970  / May  17,  1970 
Long  Island  Jewish  Medical  Center 

Hotel  Americana 

Seventh  Avenue  and  West  52nd  Street 
New  York  City 

XI  INTERNATIONAL  SYMPOSIUM 
ON  VECTORCARDIOGRAPHY 

Sessions  and  Chairmen: 

1.  Computer  Applications 

HUBERT  V.  PIPBERGER,  M.D. 

VA  Hospital,  Washington,  D.C. 

2.  Pediatric  Problems 

PATRICK  A.  ONGLEY,  M.D. 

Mayo  Clinic,  Rochester,  Minn. 

3.  Surface  Mapping — Physiologic 
Correlations 

PAUL  G.  HUGENHOLTZ,  M.D. 

University  of  Rotterdam,  The  Netherlands 

4.  Lead  Systems  and  Multiple  Generators 

DANIEL  A.  BRODY,  M.D. 

University  of  Tennessee,  Memphis 

5.  Miscellaneous  Subjects 

ROBERT  A.  HELM,  M.D. 

University  of  Cincinnati,  Ohio 

6.  Angiographic  and  Pathological 
Correlations 

ROLF  M.  GUNNAR,  M.D. 

University  of  Illinois,  Chicago 

Write  for  full  program:  IRWIN  HOSSMAN,  M.D., 
Chairman,  Vectorcardiography,  Room  106,  Long  Island 
Jewish  Medical  Center,  270-05  76th  Avenue,  New  Hyde 
Park,  N.Y.  1 1 040. 


SATURDAY,  MAY  16 

9:30  a.m.-3  : 00  p.m. 

New  York  Allergy  Society 

Commodore  Hotel 

42nd  Street  and  Lexington  Avenue 

THE  AARON  SPIELMAN  MEMORIAL 
TRAINING  COURSE  IN  ALLERGY 


May  18,  1970  / May  22,  1970 

9:00  a.m.-5 : 00  p.m.,  Monday-Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

A Postgraduate  Course  in 

ACID-BASE,  BODY  FLUID  AND  RENAL 
DISORDERS  IN  PEDIATRICS 

Visiting  Faculty: 

DONALD  D.  VAN  SLYKE,  Ph.D. 

Brookhaven  National  Laboratory 


VIRGINIA  APGAR,  M.D. 

The  National  Foundation 
ROBERT  A.  USHER,  M.D. 

Royal  Victoria  Hospital,  Montreal,  Canada 
WILLIAM  A.  SILVERMAN,  M.D. 

Children’s  Hospital  of  San  Francisco,  Cal. 

LAWRENCE  FINBERG,  M.D. 

Montefiore  Hospital 
STANLEY  DUDRICK,  M.D. 

University  of  Pennsylvania  School  of  Medicine 
CHESTER  M.  EDELMAN,  JR.,  M.D. 

Albert  Einstein  College  of  Medicine 
WALLACE  W.  McCRORY,  M.D. 

Cornell  University  Medical  College 
CLARK  D.  WEST,  M.D. 

University  of  Cincinnati  College  of  Medicine 
MALCOLM  A.  HOLLIDAY,  M.D. 

University  of  California  School  of  Medicine 
EDWARD  H.  KASS,  M.D. 

Boston  City  Hospital 

Columbia  Faculty: 

ROBERT  W.  WINTERS,  M.D.,  RALPH  B.  DELL,  M.D., 

S.  RAYMOND  GAMBINO,  M.D.,  JOHN  LARAGH,  M.D., 
R.  B.  MELLINS,  M.D.,  L.  STANLEY  JAMES,  M.D., 
GABRIEL  V.  DUC,  M.D.,  JOHN  C.  SINCLAIR,  M.D., 

P.  J.  CANNON,  M.D.,  and  JOHN  K.  LATTIMER,  M.D. 

FEE:  $175 

Write  to:  ROBERT  W.  WINTERS,  M.D.,  Dept,  of  Pedi- 
atrics, Columbia  University  P & S,  N.Y.,  N.Y.  10032. 


May  18,  1970  / May  22,  1970 

Full  time 

Post-Graduate  Medical  School 

N.Y.U.  School  of  Medicine 
550  First  Avenue 

SURGERY  OF  THE  HAND 

Under  the  Direction  of 

ROBERT  W.  BEASLEY,  M.D. 

FEE:  $250 


May  18,  1970  / May  20,  1970 
The  New  York  Academy  of  Sciences 

Barbizon-Plaza  Hotel 

NEONATAL  ENTERIC  INFECTIONS 
CAUSED  BY  ESCHERICHIA  COLI 

BUD  C.  TENNANT,  D.V.M. 

University  of  California  at  Davis 


May  18,  1970  and  May  25,  1970 

3 : 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

May  18 

Ocular  Manifestations  of  Systemic 
Diseases 

IRVING  LEOPOLD,  M.D. 

Mount  Sinai  School  of  Medicine 
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May  25 

Physiologic  Considerations  in  the  Use  of 
Diuretics 

RICHARD  STEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-t 


May  19,  1970  and  May  26,  1970 

9 : 00-1  0 : 00  a.m.,  Tuesdays 

Deepdale  General  Hospital 

55-15  little  Neck  Porkway 
little  Neck,  Queens 

Postgraduate  Education 

May  19 

Acute  Abdomen  for  the  Man  on  the  Spot 

ROBERT  LOWY,  M.D. 

May  26 

Aggressive  Management  of 
Gastrointestinal  Bleeding 

ROBERT  LOWY,  M.D. 


TUESDAY,  MAY  19 

SUNY,  Downstate  Medical  Center 
Division  of  Ophthalmology 

450  Clarkson  Avenue 
Brooklyn 

2nd  ANNUAL  ALUMNI  DAY 

For  information,  write:  NED  REINSTEIN,  M.D.,  Chief 

Resident,  Department  of  Surgery,  Division  of  Ophthal- 
mology, State  University  of  New  York,  450  Clarkson 
Avenue,  Brooklyn,  N.Y.  1 1 203. 


May  19,  1970  / May  22,  1970 

9:00  a.m.-5:00  p.m.,  Tuesday-Friday 

Cornell  University  Medical  College 

1 300  York  Avenue 

SURVEY  OF  PEDIATRIC  RADIOLOGY 

JOHN  CAFFEY,  M.D.,  FREDERIC  SILVERMAN,  M.D., 
CHARLES  SHOPFNER,  M.D.,  DAVID  BAKER,  M.D., 
WALTER  BERDON,  M.D.,  HERBERT  KAUFMANN,  M.D., 
LEONARD  LANGER,  M.D.,  JOHN  MOSELEY,  M.D., 
and  HOOSHANG  TAYBI,  M.D. 

FEE:  $125 


TUESDAY,  MAY  19 

8 : 30  p.m. 

Kings  County  Medical  Society 

McNaughton  Auditorium 
1313  Bedford  Avenue 
Brooklyn 

Stated  Meeting 

1.  Professional  Association  or 
Corporations 


JAMES  R.  CASTLE,  President 
Modern  Americon  Securities  Corporation 
RICHARD  HARTLEY 
Corporate  Pension  Department 
Modern  American  Securities  Corporation 

2.  Presentation  of  Citations  to  50-Year 
Doctors 

3.  Presentation  of  the  Society's  8th 
Annual  Citizen's  Award 


9 00  p.m. 

Section  on  Allergy 

Medical  Society  of  the  County  of  Kings  and 
Academy  of  Medicine  of  Brooklyn 

Downstate  Medicol  Center 
450  Clarkson  Avenue 
Brooklyn 

NASAL  MASTOCYSTOSIS 

JOHN  T.  CONNELL,  M.D. 

Roosevelt  Hospital 

Pre-meeting  dinner  at  7:00  p.m. 

For  Reservations,  please  call  BU  2-0493 


May  20,  1970  and  May  27,  1970 

9:00  o.m.,  Wednesdays 

The  Long  Island  Jewish  Medical  Center 

Queens  Hospital  Center 
82-68  164th  Street 
Nursing  School  Auditorium 
Jamaica 

May  20 

Aspects  of  Diabetes  Mellitus 

I.  CHARLES  R.  SHUMAN,  M.D. 

Temple  University  Hospital 
JOSEPH  C.  SHIPP,  M.D. 

University  of  Florida  at  Gainesville 

May  27 

Classification  of  Glomerulonephritis 

JACOB  CHURG,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-l 


WEDNESDAY,  MAY  20 

8 : 00  p.m. 

New  York  Allergy  Society 

Park  100  Restaurant 
1 00  Park  Avenue 

FINANCING  OF  MEDICAL  CARE 

RASHI  FEIN,  Ph.D. 

Harvard  Medical  School 


8 : 30  p.m. 

William  Alanson  White  Psychoanalytic 
Society 

2 East  103  rd  Street 
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Annual  Harry  Slack  Sullivan  Memorial  Lecture 

SOME  ASPECTS  OF  AUTISM  AND 
SYMBIOSIS 

HAROLD  F.  SEARLES,  M.D. 

Georgetown  University  Medical  School 


May  2 7,  1 970  and  May  28,  1 970 

11:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

May  21 

Diseases  of  the  Lung  Part  I 

JOSEPH  LOMBARD,  M.D. 

ANTON  SMITH,  M.D. 

May  28 

Diseases  of  the  Lung  Part  II 

The  Above  Speakers 
Moderator: 

WILLIAM  LE  STRANGE,  M.D. 

CREDIT:  C-l 


May  21,  1970  and  May  28,  1970 

2 : 00-3  : 00  p.m.,  Thursdays 

The  Roosevelt  Hospital 

428  West  59fh  Street 
Winston  Conference  Room 

Psychiatric  Conferences 

May  21 

Joint  Panel  Discussion  with  Child  and 
Youth — "The  Paraprofessional  Role  in 
the  Delivery  of  Health  Services 

May  28 

Junior  Guidance  Classes  Project 
Re-evaluation 

VICTOR  D’ARC,  M.D. 


THURSDAY,  MAY  21 

8 : 00  p.m. 

New  York  Diabetes  Association 

N.Y.U.  Alumni  Hall  Auditorium 
550  First  Avenue 

7th  Annual  Prize  Essay  Contest  in  the  field  of 

DIABETES  MELLITUS 

For  information,  contact  the  Research  Committee,  Clinical 
Society,  New  York  Diabetes  Association,  Inc.,  1 04  E.  40th 
Street,  New  York,  N.Y.  10016  OX  7-7760. 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Biomedical  Engineering  with 
The  New  York  Cardiological  Society 

2 East  103rd  Street 

MAN  PRODS  THE  COSMOS 

1.  Prolegomena 

CONSTANTINE  D.  J.  GENERALES,  JR.,  M.D. 

The  Mount  Sinai  Hospital 

2.  Medical  Telemetry  and  Monitoring 
Originating  in  Space 

CESAR  A.  CACERES,  M.D. 

George  Washington  University 

3.  Control  and  Maintenance  of  Men 
During  Prolonged  Space  Flight  with 
Special  Emphasis  on  the  Function  of 
the  Human  Brain 

C.  W.  SEM-JACOBSEN,  M.D. 

E.E.G.  Laboratory,  Gaustad  Synkenhus  Vinderen, 
Oslo,  Norway 

4.  Miniature  Biotelemetry  Systems 

JOHN  P.  MEEHAN,  M.D. 

University  of  Southern  California  School  of  Medicine 


May  21,  1970  and  May  28,  1970 

8 : 30  p.m.,  Thursdays 

St.  Luke’s  Hospital  Center 

Sunderland  Auditorium 
1 14th  Street  at  Amsterdam  Avenue 

Continuing  Education  Institute 

May  21 

Methadone  Maintenance  Program 

PAUL  TORRENS,  M.D. 

Community  Health  Studies  Unit 

May  28 

Pediatric  Surgical  Problems 

EDWARD  STANLEY-BROWN,  M.D. 

CREDIT:  C-l 


FRIDAY,  MAY  22 

8 : 30  p.m. 

The  Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
106  Central  Park  South 

SEXUAL  ASSAULT  ON  WOMEN  AND 
GIRLS 

CHARLES  R.  HAYMAN,  M.D. 

Dept,  of  Public  Health,  Washington,  D.C. 

Discussant: 

HUGO  BEIGEL,  M.D. 
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SATURDAY,  MAY  23 

9 :00  o.m.-l  : 30  p.m. 

New  York  Diabetes  Association  Clinical 
Society 

N.Y.U.  Medical  Center  Alumni  Hall 
550  First  Avenue 

DIABETES  FOR  THE  PRACTICING 
PHYSICIAN 

1.  The  Diagnosis  of  Diabetes 

2.  The  Treatment  of  Diabetes 

(a)  Diet 

(b)  Oral  Agents 

(c)  Insulin 

3.  The  Diabetic  Foot 

4.  The  Surgical  Diabetic 

FEE:  $10  CREDIT:  C-l 


May  24,  1970  / May  26,  1970 

Maimonides  Medical  Center  and  Coney 
Island  Hospital  in  cooperation  with  SUNY, 
Downstate  Medical  Center  and  the  Kings 
County  Chapter  of  AAGP 

Ocean  and  Shore  Parkways 
Brooklyn 

NINTH  ANNUAL  PEDIATRIC 
POSTGRADUATE  SYMPOSIUM 
in  honor  of 

HOWARD  SETLEIS,  M.D. 

Sunday  Morning — 8:00  o.m.  Registration 

MENTAL  RETARDATION 
Neurogenic  Dysfunction — 

Where  and  Why 

ROBERT  E.  COOKE,  M.D.,  Moderator 
Johns  Hopkins  University  School  of  Medicine 

Sunday  Afternoon — 2:30  p.m. 

NEW  ASPECTS  OF  IMMUNOLOGY 

FELIX  FELDMAN,  M.D.,  Moderator 
Downstate  Medical  Center 

Monday  Morning — 9:00  o.m. 

ADVANCES  IN  NEWBORN  SURGERY 

BERTRAM  D.  COHN,  M.D.,  Moderator 
Monday  Afternoon — 2:  15  p.m. 

RENAL  AND  GENITOURINARY 
DISORDERS 

Developmental  Renal  Physiology 

CHESTER  M.  EDELMANN,  JR.,  M.D.,  Moderator 
Albert  Einstein  College  of  Medicine 

Tuesday  Morning — 9:00  o.m. 

ADOLESCENCE 


Adolescence:  A Pediatric  Approach 

JULIUS  B.  RICHMOND,  M.D.,  Moderator 
Dean,  The  College  of  Medicine 
Upstate  Medical  Center  at  Syracuse 

Tuesday  Afternoon — 2:  15  p.m. 

DISORDERS  OF  CALCIUM  AND 
PHOSPHORUS  METABOLISM 

ANDREA  PRADER,  M.D.,  Moderator 
University  of  Zurich,  Switzerland 

FEE:  $75  (Residents  ($40)  CREDIT:  C-l 

Write  for  Complete  Program:  Mrs.  Shirley  Lasky, 
Registrar,  Department  of  Pediatric  Services,  Maimonides 
Medical  Center,  4802  Tenth  Avenue,  Brooklyn,  N.Y. 
11219. 


TUESDAY,  MAY  26 

9 00  a.m . 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

ORAL  CONTRACEPTIVES  AND 
MESENTERIC  VASCULAR  OCCLUSION 

FRED  GORSTEIN,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


WEDNESDAY,  MAY  27 

8 : 00-1  0 : 00  a.m. 

Downstate  Medical  Center 

Coney  Island  Hospital  affiliated  with 

Maimonides  Medical  Center 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  in  Obstetrics  and  Gynecology  for  the 
Community  Physician 

PSYCHOLOGICAL  AND  PSYCHIATRIC 
ASPECT  IN  GYNECOLOGY  AND 
OBSTETRICS 

ALOIS  VASICKA,  M.D.  and  YONG.  J.  KIM,  M.D. 
CREDIT:  C-l 


4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

PEDIATRIC  RADIOLOGY 

DAVID  BAKER,  M.D. 

Babies  Hospital  at  Columbia-Presbyterian  Medical 
Center 
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5 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Occupational  Medicine 

2 East  103rd  Street 

1.  Annual  Business  Meeting 

2.  Election  of  Officers 

3.  Scientific  Session 

CARDIO-VASCULAR  STRESS  TESTING 
AND  ITS  INTERPRETATIONS 

STEPHEN  M.  AYRES,  M.D. 

St.  Vincent’s  Hospital 


THURSDAY,  MAY  28 

5 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Basic  Medical  Sciences  with 
Section  on  Pediatrics 

2 East  103rd  Street 

Symposium  on: 

MOLECULAR  BIOLOGY  IN  MEDICINE: 
DOUBLE  EDGED  SWORD 

RICHARD  NOVICK,  M.D.,  Moderator 

Public  Health  Research  Institute  of  the  City  of  New  York 

ROSCOE  O.  BRADY,  M.D. 

National  Institute  of  Neurological  Diseases  and  Stroke, 
NIH 

GEORGE  TODARO,  M.D. 

National  Cancer  Institute,  NIH 
BERNARD  D.  DAVIS,  M.D. 

Harvard  Medical  School 


9 : 30  p.m. 

Interboro  General  Hospital 

2749-2771  Linden  Boulevard 
Brooklyn 

CHRONIC  RENAL  FAILURE 

GERALD  E.  THOMSON,  M.D. 

Coney  Island  Hospital 

CREDIT:  C-l 


NEW  YORK  CITY  FUTURE  EVENTS 


June  1,  1970  / June  5,  1970 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

THREE  WEEK  COURSE  IN  PUBLIC 
HEALTH  (Week  1) 

FEE:  $375 


June  1 , 1970  / June  12,  1970 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

THE  VOLUNTARY  HEALTH  AGENCY  IN 
THE  COMMUNITY  CLASS  OF  1970 

FEE:  $250 


June  1,  1970  / September  4,  1970 

New  York  Polyclinic  Medical  School  and 
Hospital 

341-353  West  50th  Street 

CLINICAL  MEDICINE  CURRICULUM  IN 
PREPARATION  FOR  ECFMG  AND 
STATE  BOARD  EXAMINATIONS 

All  communications  concerning  the  course  should  be 
addressed  to  the  office  of  the  Dean,  at  the  above 
address. 


July  and  August,  1970 

The  New  York  Polyclinic  Medical  School  and 
Hospital 

INTERNATIONAL  MEDICAL  STUDY 
PROGRAMS  (Four  to  six  weeks  medical 
tours  of  Italy) 

For  further  information  see  above. 


BUFFALO 


May  27,  1970  and  May  28,  1970 

Regional  Medical  Program  for  Western  New 
York  in  Co-Sponsorship  with  The  Rosa 
Coplon  Jewish  Home  and  Infirmary  and 
Continuing  Medical  Education  Program 
School  of  Medicine,  State  University  of 
New  York  at  Buffalo 

Statler  Hilton  Hotel 

SYMPOSIUM  ON  GERIATRIC  MEDICINE 

Wednesday  Morning — 8 : 15  a.m.  Registration 

1.  Highlights  in  Internal  Medicine  and 
Aging:  Panel  Discussion 

ROBERT  M.  KOHN,  M.D.,  Moderator 

2.  Thyroid  Metabolism  in  the  Aged 

THOMAS  H.  McGAVACK,  M.D. 

VA  Center,  Martinsburg,  W.  Virginia 

3.  Diabetes  in  the  Aged:  Panel 
Discussion 

ELLEN  E.  RUDINGER,  M.D.,  Moderator 
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Wednesday  Afternoon — 1 00  p.m. 

1.  Restorative  Services  for  the  Aged: 
Panel  Discussion 

2.  Communications  in  the  Aged:  Panel 
Discussion 

Wednesday  Evening  Dinner  Speaker 

A MEDICAL  HISTORIAN’S  VIEWS  ON 
THE  DEVELOPMENT  OF  MODERN 
GERONTOLOGY 

JOSEPH  T.  FREEMAN,  M.D. 

The  University  of  Pennsylvania 

Thursday  Morning — 9 :00  a.m. 

1.  Surgery  in  the  Aged:  Panel 
Discussion 

HENRY  E.  VOGEL,  M.D.,  Moderator 

2.  What  Do  We  Know  About  the  Aging 
Process? 

HAROLD  BRODY,  M.D. 

Thursday  Afternoon — 1 00  p.m. 

1.  Psychiatric  Problems  in  the  Aged: 
Panel  Discussion 

S.  MOUCHLY  SMALL,  M.D.,  Moderator 

2.  Dental  Problems  in  the  Aged:  Panel 
Discussion 

GEORGE  GOLDFARB,  M.D.,  Moderator 

3.  The  Reason  for  It  All  — The 
Consumer’s  View:  Panel  Discussion 

EDWARD  F.  MARRA,  M.D. 

CREDIT:  C-1 


TWO-WAY  TELEPHONE 
CONFERENCES 


This  year  the  two-way  telephone  conference  continues 
in  an  expanded  format.  Four  series  of  programs  are 
presented: 

A weekly  series  of  general  interest  considered  useful  to 
any  and  all  physicians.  This  series  is  presented  on  Tuesday 
mornings. 

The  once-a-month  city-wide  Obstetrics  and  Gynecology 
Conference  meeting  at  9:00  A.M.,  usually  on  the  first 
Wednesday  of  the  month. 

The  once-a-month  Pediatrics  Conference  from  Children’s 
Hospital  presented  at  10:00  A.M.,  on  the  second  Friday  of 
each  month. 

The  once-a-month  series  on  trauma  presented  on  the 
fourth  Thursday  at  1 0: 30  A.M. 

There  are  now  51  hospital-outlets  on  the  network  which 
continues  to  grow. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.,  Tel  (716) 
833-2726. 


BUFFALO  FUTURE  EVENTS 


State  University  of  New  York  at  Buffalo 
June  1 and  2 

Rehabilitation  of  Strokes  and  Spinal  Cord 
Injuries 

CREDIT:  C-1 


NASSAU  COUNTY 


WEDNESDAY,  MAY  13 

1 2 : 00  noon-5 : 00  p.m. 

Long  Beach  Memorial  Hospital 

455  East  Bay  Drive 
Long  Beach 

RECENT  ADVANCES  IN  THE  FIELD  OF 
DIABETES 

1.  Etioloqy  of  Diabetes  Mellitus 

RACHMIEL  LEVINE,  M.D. 

New  York  Medical  College 

2.  Neurological  Aspects  of  Diabetes 
Mellitus 

MAX  ELLENBERG,  M.D. 

Mount  Sinai  Hospital 

3.  Therapy  of  the  Adult  Onset  Diabetic 

MARTIN  GOLDNER,  M.D. 

SUNY,  Downstate  Medical  College 

4.  Surgical  Problems  in  Diabetic  Limbs 

LESTER  BLUM,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-1 

For  reservations  and  other  information,  contact  Mrs. 
Vezeris  at  the  above  address.  Tel.  (516)  432-8000, 
ext.  227. 


May  20,  1970  and  May  27,  1970 

8:00  a.m.,  Wednesdays 

Central  General  Hospital 

888  Old  Country  Road 
Plainview 

Speakers  from  the  Department  of  Endocrinology, 
Meadowbrook  Hospital 

May  20 

New  Concepts  in  the  Diagnosis  and 
Treatment  of  Diabetes  Mellitus 

S.  GOLDSMITH,  M.D. 

May  27 

Hyperlipidemias,  the  Differential 
Diagnosis  and  Treatment  of 

J.  ALOIA,  M.D. 

CREDIT:  C-1 
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NASSAU  COUNTY  FUTURE  EVENT 


June  11,  1970  / June  13,  1970 

Veterans  Administration  Hospital,  The  State 
University  of  New  York  at  Stony  Brook  and 
the  American  College  of  Chest  Physicians 

Northport,  Long  Island 
Post  Graduate  Course 

CURRENT  CONCEPTS  IN  THE  DIAGNOSIS 
AND  MANAGEMENT  OF  ACUTE  AND 
CHRONIC  PULMONARY  DISEASES 

Thursday 

1.  Basic  Concepts  of  Obstructive  Lung 
Diseases 

2.  Basic  Guidelines  on  Pulmonary 
Impairment  and  Disabilities 

3.  Place  of  Computer  in  the  Pulmonary 
Function  Laboratory 

4.  Basic  Concepts  of  Pulmonary 
Circulation  and  Diffusion 

5.  Current  Concepts  in  Pulmonary 
Scanning  and  Computer  Systems 

6.  Role  of  Sputum  Cytology  in  Detection 
of  Early  Cancer  of  the  Lungs 

Friday 

1.  Problems  and  Aproaches  in  the 
Management  of  Acute  and 
Respiratory  Insufficiency 

2.  Panel  on  Problems  of  Respiratory 
Failure 

3.  Frontiers  in  Chest  Radiology 

4.  Current  Concepts  in  the  Treatment  of 
Chronic  Respiratory  Diseases 

5.  Management  and  Problems  in  the 
Pulmonary  Intensive  Care  Unit 

6.  Current  Attitudes  in  the  Management 
of  Pulmonary  Tuberculosis 

Saturday 

1.  Hospital  Visits 

2.  Workshops 

3.  Discussion 

Participating  Hospitals: 

Meadowbrook  Hospital  Division  for  Pulmonary  Diseases, 
Plainview;  North  Shore  Hospital,  Manhasset;  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park;  Queens  Hospital 
Center  (Triboro  Hospital). 


This  Course  is  open  to  General  Practitioners,  Internists 
practicing  Pulmonary  Medicine  and  Anesthesiologists. 

FEE:  $100  (AAGP  Members  $75)  CREDIT:  C-l 

For  information  write:  O.  S.  Cunanan,  M.D.,  Program 

Director,  VA  Hospital,  Northport,  N.  Y.  11  768. 


SUFFOLK  COUNTY 


May  19,  1 970  and  May  26,  1970 

8 : 30  a.m.,  Tuesdays 

Good  Samaritan  Hospital 

Montauk  Highway 
West  Islip,  Long  Island 

May  19 

Hyperlipoproteinemias  and  Their  Skin 
Manifestations  (Slides) 

RICHARD  K.  SCHER,  M.D. 

May  26 

Review  of  Lecture  Series 

RICHARD  K.  SCHER,  M.D. 

MELCHIOR  FOGEL,  M.D. 

JOHN  RUPPE,  M.D. 


WEDNESDAY,  MAY  28 

8 : 00-1  0 : 00  p.m. 

The  Hospital  of  the  Albert  Einstein  College 
of  Medicine 

Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

PEDIATRIC  UROLOGY 

SELWYN  LEVITT,  M.D. 

CHESTER  EDELMANN,  JR.,  M.D. 

CREDIT:  C-l 


PHYSICIANS’  PLACEMENT 


Announcement 

The  Office  of  Medical  Manpower  of  the  New  York  State 
Department  of  Health  and  the  Medical  Society  of  the  State 
of  New  York  are  attempting  to  identify  communities  which 
may  be  interested  in  cooperating  with  surrounding  areas  in 
establishing  and  supporting  a group  medical  practice.  They 
also  wish  to  contact  physicians  who  may  be  interested  in 
joining  with  other  physicians  in  a community  in  forming  a 
group. 

Any  community  or  physician  interested  should  contact: 
Bureau  of  Physicians’  Placement 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  N.  Y.  10017 


PLEASE  RENEW  YOUR  SUBSCRIPTION  TO 
"WHAT  GOES  ON”  BY  MAILING  IN 
YOUR  CHECK  FOR  $3.00. 
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Rx 

Valium'  (diazepam)  t.i.d.  and  h.s. 


M.A.  (Fine  Arts).. .PTA  (President-elect)... representations 
of  a life  currently  centered  around  home  and  children,  with 
too  little  time  to  pursue  a vocation  for  which  she  has  spent 
many  years  in  training ...  a situation  that  may  bespeak  contin- 
uous frustration  and  stress:  a perfect  framework  for  her  to 
translate  the  functional  symptoms  of  psychic  tension  into 
major  problems.  For  this  kind  of  patient  — with  no 
demonstrable  pathology  yet  with  repeated  complaints  — 
consider  the  distinctive  properties  of  Valium*  (diazepam). 
Valium  possesses  a pronounced  calming  action  that  usually 
relieves  psychic  tension  promptly,  helping  to  attenuate  the 
related  somatic  signs  and  symptoms.  Valium  is  generally  well 
tolerated.  On  proper  maintenance  dosage,  Valium  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  an  h.s.  dose  is  added  to  the  t.i.d.  schedule,  Valium  helps 
counter  sleeplessness  due  to  psychic  tension. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy) . 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  sever- 
ity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 


Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  cax-efully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hvperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium  (diazepam) 

2-m g,  5-mg,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


SUBSCRIPTION  ORDER  FORM 
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Canada,  Mexico  & 

other  foreign  $9.00  one  year; $27.00  (3)  years 

Interns  & Residents:  Special  rates  on  request. 


Name 


Address 
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Zip 

Payment  enclosed 
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Fast.Jong-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief. 

2 tablets  at  bedtime. 

Available:  Bottles  of  12.  36  and  60  tablets. 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  fasten  patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

•with  the  defoaming  action  of  simethicone 


( Stuart  I 

\ J PHARMACEUTICALS  Pasadena,  Caiif.  91109 
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Pharmacodynamics 
of  a unique 

neuroperistaltic  stimulant 


Senokot  tablets 

(standardized  senna  concentrate) 

For  a physiologic  approach 
to  bowel  evacuation 


The  ultimate  link  in  the  process  of  normal  colonic  peristalsis 
is  the  stimulation  and  action  of  the  intrinsic  myenteric  plexus 
of  Auerbach.  The  laxative  effect  of  SENOKOT  preparations 
is  achieved  through  direct  stimulation  of  this  motor  plexus: 


• Ingested  glycosides  (active  principles  of  stan 
dardized  senna  concentrate)  exert  NO  perceptible 
action  in  the  stomach  and  small  intestine.  NO  gas- 
tric irritation  has  been  reported  and  therefore 
NO  enteric  coating  is  needed. 


• In  the  colon,  glycosides  are  converted 
to  aglycones  by  the  enzymatic  action  of  the  in- 
testinal flora.  The  laxative  action  is  virtually 
COLON-SPECIFIC. 


• Aglycones  stimulate  the  motor  plexus 
of  Auerbach  in  the  colon  to  induce  GENTLE 
PERISTALSIS.  Action  is  usually  completed 
within  8 to  10  hours  after  ingestion.  Adminis- 
tered at  bedtime,  SENOKOT  Tablets  gen- 
erally induce  comfortable  evacuation  next 
morning. 

Effectiveness  of  SENOKOT  preparations  has  been 
clinically  demonstrated  in  31  studies,*  reporting  satis- 
factory evacuation  in  95.9%  of  7,571  patients.  When  used  in  properly 
individualized  dosage,  SENOKOT  preparations  are  virtually  free  of  side 
effects  and  aid  in  rehabilitation  of  the  constipated  patient  by  facilitating 
regular  elimination. 


DOSAGE  (preferably  at  bedtime):  Adults:  2 tablets  (max.  4 tablets  b.i.d.). 
Children  (over  60  lb.):  1 tablet  (max.  2 tablets  b.i.d.). 

SUPPLIED:  Bottles  of  50  and  100  tablets. 


*Bibliography  available  on  request. 


Purdue  Frederick 

The  Purdue  Frederick  Company,  Yonkers,  N.Y.  10701 
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Jiethylpropion  hydrochloride) 

vorks  on  the  appetite 
lot  on  the 'nerves' 


hen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
pport  for  the  weight  control  program  you  recommend. 
PANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
is.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ely  low  incidence  of  CNS  stimulation. 

itroindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse, 
rning:  Although  generally  sofer  than  the  omphetomines,  use  with  great  caution  in 
ients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
rerse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
osant  symptoms  with  dlethylpropion  hydrochloride  hove  been  reported  to  occur 
elatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents.  It  may 
osionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  hos  been  reported  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  as  tachycardia,  precordlal  pain, 
arrhythmio,  polpltation,  and  Increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECG  of  o healthy  young  male  after  fngesflon  of 
diethylpropfon  hydrochloride,  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosls,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A voriely  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole.  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  yeors  of  oge  is  not 
recommended.  i-ooe*  / i/to  / u.s.  patent  no  s.ooi.sio 
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rheumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

do  for  these  patients? 

salicylates  and  rest 


Please  see  new  prescribing  information 
on  following  page. 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be 
considered  a simple  analgesic  and  should  not  be  used  in  con- 
ditions other  than  those  recommended  under  Indications.  The 
drug  should  not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high  potency  of  the 
drug  and  the  variability  of  its  potential  to  cause  adverse  re- 
actions, the  following  are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects, 
particularly  in  doses  over  150-200  mg/  day,  without  corre- 
sponding clinical  benefits;  and  2)  careful  instructions  to,  and 
observations  of,  the  individual  patients  are  essential  to  the 
prevention  of  serious  and  irreversible,  including  fatal,  adverse 
reactions,  especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheumatoid  and  de- 
generative joint  disease  unresponsive  to  adequate  trial  of 
salicylates  and  other  measures  of  established  value,  such  as 
appropriate  rest.  Has  been  found  effective  in  active  stages  of: 
1)  moderate  to  severe  rheumatoid  arthritis  including  acute 
flares  of  chronic  disease,  2)  moderate  to  severe  rheumatoid 
(ankylosing)  spondylitis,  and  3)  moderate  to  severe  degenera- 
tive joint  disease  of  the  hip  (osteoarthritis  of  the  hip).  Has 
been  found  effective  in  relieving  pain  and  reducing  fever, 
swelling,  and  tenderness  in  acute  gouty  arthritis  in  selected 
patients.  May  enable  reduction  of  steroid  dosage  in  patients 
receiving  steroids  for  the  more  severe  forms  of  rheumatoid 
arthritis;  in  such  instances  the  steroid  dosage  should  be  re- 
duced slowly  and  the  patients  followed  very  closely  for  any 
possible  adverse  effects. 

Contraindications:  Children  14  years  of  age  and  under;  preg- 
nant women  and  nursing  mothers;  active  gastrointestinal  le- 
sions or  history  of  recurrent  gastrointestinal  lesions;  allergy  to 
aspirin  and  indomethacin. 

Warnings:  Gastrointestinal  Effects  Because  of  the  occurrence 
and,  at  times,  severity  of  gastrointestinal  reactions,  be  con- 
tinuously alert  for  any  sign  or  symptom  signaling  a possible 
gastrointestinal  reaction.  The  risks  of  continuing  therapy  with 
INDOCIN  in  the  face  of  such  symptoms  must  be  weighed 
against  the  possible  benefits  to  the  individual  patient.  Gas- 
trointestinal effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  antacids.  Use  greater 
care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  in- 
cluding those  of  the  macula,  have  been  observed  in  some  pa- 
tients on  prolonged  therapy.  Discontinue  therapy  if  such 
changes  are  observed.  Ophthalmologic  examination  at  periodic 
intervals  is  desirable  in  patients  on  prolonged  therapy. 

Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psy- 
chiatric disturbances,  epilepsy,  and  parkinsonism,  and  should 
be  used  with  considerable  caution  in  patients  with  these  con- 
ditions. If  severe  CNS  reactions  develop,  discontinue  the  drug. 


Precautions:  Blurred  vision  may  be  a significant  symptom  that 
warrants  a thorough  ophthalmologic  examination.  Patients 
should  be  cautioned  about  engaging  in  activities  requiring 
mental  alertness  and  motor  coordination,  as  driving  a car.  Head- 
ache which  persists  despite  dosage  reduction  requires  com- 
plete cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the  drug  with  extra 
care  in  the  presence  of  existing  controlled  infection.  After 
the  acute  phase  of  the  disease  is  under  control,  an  attempt  to 
reduce  the  daily  dose  should  be  made  repeatedly  until  the 
patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  mul- 
tiple ulcerations  of  the  esophagus,  stomach,  duodenum,  or 
small  intestine,  including  perforation  and  hemorrhage,  with 
fatalities  in  some  instances;  gastrointestinal  bleeding  without 
obvious  ulcer  formation;  perforation  of  preexisting  sigmoid 
lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased  ab- 
dominal pain  in  ulcerative  colitis  patients  or  development  of 
ulcerative  colitis  and  regional  ileitis;  gastritis,  which  may  per- 
sist after  the  cessation  of  the  drug;  nausea,  vomiting,  anorexia, 
epigastric  distress,  abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  in- 
cluding those  of  the  macula,  have  been  observed  on  prolonged 
therapy;  blurring  of  vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  includ- 
ing some  fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone 
marrow  depression,  agranulocytosis,  leukopenia,  and  thrombo- 
cytopenic purpura.  Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal  bleeding,  appropri- 
ate blood  determinations  are  recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  distress,  including 
dyspnea  and  asthma;  angiitis;  pruritus;  urticaria;  angioedema; 
skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  episodes,  deper- 
sonalization, depression,  coma,  convulsions,  peripheral  neurop- 
athy, drowsiness,  mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pres- 
sure, hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 
Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glyco- 
suria, ulcerative  stomatitis,  and  epistaxis. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in 
bottles  of  100  and  1000;  capsules  containing  50  mg  indometh- 
acin each,  in  bottles  of  100. 

For  more  detailed  information,  consult  your  Merck  Sharp  & Oohme 
representative  or  see  the  package  circular. 
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I where  todays  theory  is  tomorrows  therapy 


Month  in  Washington 


The  Nixon  Administration  proposed  that  pre- 
paid, closed-panel  group  practice  health  care  be 
authorized  under  both  Medicare  and  Medicaid. 

The  American  Medical  Association  recom- 
mended to  the  House  Ways  and  Means  Com- 
mittee a new  Medicaid  plan  utilizing  existing 
private  health  insurance  mechanisms  to  re- 
place the  present  program  of  health  care  as- 
sistance for  the  medically  indigent. 

Robert  H.  Finch,  secretary,  U.S.  Department 
of  Health,  Education,  and  Welfare,  said  Con- 
gress would  be  asked  to  approve  legislation 
authorizing  “health  maintenance  contracts 
guaranteeing  health  services  for  the  elderly  and 
the  poor  at  a single  fixed  annual  rate  for  each 
person  served.” 

“In  the  case  of  Medicare,”  Finch  said,  “the 
patient  will  be  entitled  under  such  a contract 
to  all  of  the  usual  Medicare  services  plus  pre- 
ventive services.  The  contract  price  will  be 
negotiated  in  advance  at  an  amount  less  than 
the  Social  Security  Administration  presently 
pays  for  conventional  Medicare  benefits  in  the 
locality. 

“Similarly  under  Medicaid  we  are  seeking 
authority  for  the  states  to  offer  to  the  poor  the 
option  of  securing  services  under  such  health 
maintenance  contracts.  We  propose  to  work 
with  the  individual  states  toward  the  modifica- 
tion of  their  present  programs  in  this  regard 
and  to  encourage  their  use  of  the  experimental 
authority  previously  mentioned  for  the  testing 
of  a variety  of  contractual  arrangements. 

“The  cornerstone  of  this  new  option  in  Fed- 
eral health  purchasing  will  be  the  opportunity 
for  consumers  to  choose  between  alternatives. 
The  ultimate  goal  will  be  to  give  every  benefi- 
ciary of  these  programs  a choice  between  ob- 
taining services  from  a health  maintenance 
organization  or  arranging  for  them  in  the  usual 
way  from  individual  doctors  and  hospitals.  He 
will  have  the  choice  of  withdrawing  from  en- 
rollment in  a health  maintenance  organization 
if  he  finds  the  service  unsatisfactory.  The 
government  will  have  the  choice  of  entering 
into  arrangements  with  individual  health  main- 
tenance organizations,  subject  to  special  stand- 
ards including  assurance  that  every  contractor 
will  serve  persons  of  high  medical  risk  as  well 
as  the  healthy.” 

Earlier,  HEW  Under-secretary  John  G. 
Veneman  told  the  House  committee  that  it  was 
planned  to  call  the  new  approach  under  Medi- 
care, Part  C — to  provide  all  services  covered 
under  Parts  A and  B “plus  preventive  serv- 
ices.” He  estimated  a saving  of  about  $15  per 
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person,  but  some  committee  members  were  skep- 
tical that  more  services  could  be  provided  at 
less  cost. 

Both  Finch  and  Veneman  made  clear  that 
one  of  the  main  objectives  is  a fundamental 
change  in  the  nation’s  system  of  health  care 
delivery.  They  said  states  would  ask  to  repeal 
existing  laws  restricting  prepaid  group  prac- 
tice. They  said  that  future  Federal  Medicaid 
funds  might  be  made  contingent  on  states  elimi- 
nating “legal  barriers  to  all  forms  of  health 
delivery  organizations.” 

“Let  me  conclude  by  saying  that  our  broad 
objective  is  to  frame  an  effective  and  reasonable 
approach  to  meet  the  health  needs  of  the  Amer- 
ican people,”  Veneman  said.  “Obviously  the 
Federal  government  by  itself  cannot  redirect 
the  total  health  delivery  system.  We  can,  how- 
ever, do  our  best  to  make  sure  that  the  vast 
expenditures  of  the  Federal  government  in  the 
health  care  industry  are  used  in  a way  that  will 
contribute  to  the  evolution  of  an  improved,  more 
effective,  more  economical  system  to  deliver 
health  care  to  our  people.  To  the  extent  we 
are  successful,  we  will  be  delivering  the  maxi- 
mum benefit  from  the  public  funds  entrusted  to 
us.  But  what  is  equally  important,  we  will  be 
providing  valuable  support  for  improvement  of 
the  total  health  care  system,  public  and  private. 
In  that  way,  we  will  be  helping  to  improve  the 
delivery  of  health  services  for  all  the  American 
people.” 

Russell  B.  Roth,  M.D.,  Speaker  of  the  AMA 
House  of  Delegates,  told  the  House  committee 
that  Medicaid  “has  demonstrated  some  weak- 
nesses which  badly  need  correction.” 

A new  program,  he  said,  should  “provide  the 
Congress  with  a basis  for  reasonable  predict- 
able costs;  ease  the  burden  on  the  states;  as- 
sure total  implementation;  and  while  maintain- 
ing a level  of  quality,  insure  that  the  costs  of 
the  program  remain  within  the  range  of  ac- 
ceDtability.” 

The  program  recommended  by  the  AMA  had 
these  features: 

1.  Each  eligible  person  (or  family)  would 
receive  a certificate  to  be  redeemed  by  a quali- 
fied health  insurance  company  offering-  a health 
insurance  policy  or  contract  of  certain  basic 
health  benefits  such  as  hospitalization,  medical 
care,  preventive  care,  and  diagnostic  and  out- 
patient care. 

2.  The  premium  cost  for  such  policy  or  con- 
tract would  be  assumed  by  the  Federal  govern- 
ment from  its  general  revenue  fund. 

3.  The  states,  freed  from  the  expense  of  fi- 
nancing- the  basic  costs  of  health  care  for  their 
indigent  and  medically  indigent  residents,  could 
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provide  supplementary  benefits.  These  might 
include,  for  example,  skilled  nursing  home  care 
and  dental  services. 

4.  The  determination  that  an  insurance 
policy  or  contract,  and  the  company  offering 
same,  are  “qualified”  would  be  made  by  a state 
agency  which  customarily  has  that  authority. 
However,  changes  in  the  scope  of  benefits,  and 
guidelines  or  standards  to  be  used  by  the  in- 
surance departments  in  judging  the  company 
and  the  plan  it  offers,  would  be  established  by  a 
national  board  appointed  by  the  president. 

5.  All  single  people  and  families  below  a 
certain  level  of  income  would  be  eligible  to  par- 
ticipate. A simple  determination  of  eligibility 
could  be  made  by  the  appropriate  Federal 
agency  on  the  basis  of  income,  or  an  even  more 
refined  criterion  could  be  used,  such  as  tax 
liability.  The  program  could  require  marginal 
needy  families  to  participate  in  the  expense  of 
the  premium  charge  by  paying  a small  part  of 
it,  varying  such  participation  in  direct  propor- 
tion to  this  tax  liability. 

6.  For  the  lower  income  family  there  would 
be  no  deductible  amounts  and  no  co-insurance 
features. 

7.  To  insure  a high  level  of  quality  and  to 
prevent  cost  escalation,  the  program  would  pro- 
vide for  a system  of  “peer  review,”  organized 
and  conducted  in  a manner  to  assure  its  success. 

As  to  those  services  and  charges  which  are 
within  the  purview  of  the  medical  profession, 
appropriate  medical  societies  would  be  given 
the  task  of  establishing  a peer  review  mecha- 
nism that  would,  among  other  things,  review 
individual  charges  and  services  wherever  per- 
formed; review  hospital  and  skilled  nursing- 
home  admissions  as  to  their  medical  necessity, 
and  stays  in  hospitals  and  skilled  nursing 
homes  as  to  their  continued  medical  necessity; 
and  review  the  need  for  the  professional  serv- 
ices provided  in  the  institution. 

In  the  case  of  fraud  or  other  clear  intentional 
and  gross  misconduct,  the  peer  review  commit- 
tee would  be  expected  to  bring  charges  before 
the  appropriate  licensing  body. 

To  assist  peer  review  committees  in  becoming 
established  and  in  their  operation,  the  program 
should  provide  for  Federal  participation  in  the 
cost  incurred  in  developing  the  program  and  its 
operation.  To  assure  participation  by  members 
of  the  profession,  those  who  serve  on  peer  re- 
view committees  should  be  held  harmless  from 
any  actions  or  claims  based  on  their  decisions 
as  to  the  necessity  or  quality  of  the  services 
provided,  or  the  reasonableness  of  the  charge. 

In  the  event  that  a peer  review  committee  is 
not  established  by  the  appropriate  medical  so- 
ciety within  a reasonable  time,  or  although 
established  is  not  functioning,  the  Secretary  of 
Health,  Education,  and  Welfare  in  consultation 
with  the  medical  society,  would  be  empowered 
to  appoint  a committee  to  so  act. 

* * * 

The  American  Medical  Association  supports 
the  Nixon  Administration’s  air  pollution  con- 


trol bill  (S.  3466)  which  would  give  the  U.S. 
Department  of  Health,  Education,  and  Welfare 
power  to  set  air  quality  standards  for  the  na- 
tion. 

The  legislation  also  would  provide  for  in- 
tensified research  in  air  pollution  and  for  tough 
enforcement  procedures  on  the  national  air 
purity  standards. 

The  AMA  also  supports  accompanying  legis- 
lation providing  for  expanded  research  on  ways 
to  cut  auto  exhaust  pollution  and  for  pollution 
control  standards  for  watercraft  and  airplanes. 

James  M.  Rlake,  M.D.,  a member  of  the 
AMA’s  Council  on  Legislation,  told  the  Senate 
Subcommittee  on  Air  and  Water  Pollution: 

“For  too  long  we  have  taken  for  granted  the 
atmosphere,  one  of  our  natural  resources;  it  is 
time  now  to  look  on  this  resource  as  one  on 
which  the  survival  of  man  depends.  . . . 

“In  recent  years,  the  country  has  awakened 
to  the  need  to  control  air  pollution.  Yet,  more 
and  more,  our  air  becomes  polluted  and  hazards 
to  health  increase.  We  must  take  stronger  ac- 
tion to  reverse  this  direction- — stronger  action 
than  we  have  taken  in  the  past.  . . . 

“It  is  imperative  that  all  elements  of  our  so- 
ciety join  to  overcome  the  increasing  pollution 
of  our  atmosphere.  Measures  which  a few 
years  ago  were  deemed  adequate  to  meet  the 
needs  simply  have  not  achieved  the  desired 
goals.  New  steps  must  be  taken  if  we  are  to 
make  any  substantial  headway  in  alleviating 
the  problem.  Accordingly,  we  believe  that  it  is 
now  necessary  to  provide  for  additional  pollu- 
tion controls  and  to  make  the  essential  financial 
commitment.  . . . 

% * * 

States  must  report  to  the  Internal  Revenue 
Service  each  year  on  total  payments  to  pro- 
viders of  Medicaid  services  under  new  regula- 
tions issued  by  the  U.S.  Department  of  Health, 
Education,  and  Welfare. 

Each  year,  states  will  file  Internal  Revenue 
Service  Forms  1096  and  1099  giving  amounts 
paid  to  physicians,  dentists,  pharmacists,  op- 
ticians, nursing  homes,  hospitals,  and  other  in- 
dividuals and  institutions  that  provide  service 
to  Medicaid  patients. 

States  will  be  required  to  identify  each  indi- 
vidual provider  of  service  by  social  security 
number  and  partnerships  and  corporations  by 
an  employer  identification  number. 

States  also  must  establish  procedures  for 
verifying  with  recipients  whether  or  not  serv- 
ices billed  by  providers  were  actually  received. 
Such  verification  may  be  made  by  spot  checking. 
* * * 

President  Nixon  approved  a $65  million  in- 
crease in  the  Veterans  Administration  medical 
care  budget  mainly  to  improve  services  for 
wounded  Vietnam  war  veterans. 

An  increase  of  $50  million  was  authorized  in 
the  Veterans  Administration’s  medical  budget 
for  fiscal  1971  and  $15  million  for  the  re- 
mainder of  this  fiscal  year.  Nixon  acted  after 
reviewing  a study  by  Veterans  Administrator 
Donald  E.  Johnson  of  the  scope  of  the  veterans 
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medical  care  program  and  the  increasing  diffi- 
culties it  has  faced  in  providing  hospital  and 
clinical  care. 

“To  those  who  have  been  injured  in  the  serv- 
ice of  the  United  States  we  owe  a special 
obligation,”  Nixon  said.  “I  am  determined  that 
no  American  serviceman  returning  with  in- 
juries from  Vietnam  will  fail  to  receive  the 
immediate  and  total  medical  care  he  requires.” 

The  $15  million  supplemental  appropriation 
would  be  spent  in  April,  May,  and  June  to  clear 
up  the  excessive  backlog  in  Vietnam  veterans’ 
dental  claims  and  to  improve  the  staffing  of 
specialized  medical  programs,  especially  the 
centers  for  treatment  of  spinal  cord  injuries 
and  coronary  intensive  care  units. 

The  additional  funds  also  would  be  used  to 
carry  out  plans  for  taking  hemodialysis  units 
into  the  homes  of  veterans  suffering  from  seri- 
ous kidney  ailments  and  to  help  meet  increased 
costs  of  needed  drugs  and  medicines. 

The  Veterans  Administration’s  budget  re- 
quest already  submitted  to  Congress  for  the 
1971  fiscal  year  beginning  in  July  totals  $1.54 
billion.  The  new  request  for  $50  million  will 
bring  the  budget  for  fiscal  1971  to  $210  million 
more  than  the  approved  appropriation  for  fiscal 
1970. 


Necrology 


Thomas  G.  Allen,  Jr.,  M.D.,  of  Buffalo,  died  cn 
March  17  at  the  age  of  seventy-six.  Dr.  Allen 
graduated  in  1921  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Louis  Berger,  M.D.,  of  Brooklyn,  died  on  March 
27  at  the  age  of  seventy-six.  Dr.  Berger  grad- 
uated in  1918  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a consulting 
surgeon  at  Kingsbrook  Jewish  Medical  Center 
and  an  emeritus  director  of  surgery  at  Jewish 
Hospital  of  Brooklyn.  Dr.  Berger  was  a Dip- 
lomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings  (and  a past  president),  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Synthroid 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  func- 
tion resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myxed- 
ema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be  ad- 
ministered intravenously  to  avoid  any  question  of  poor  ab- 
sorption by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  ef- 
fects may  begin  after  four  or  five  days  or  may  not  become 
apparent  for  one  to  three  weeks.  Patients  receiving  the  drug 
should  be  observed  closely  for  signs  of  thyrotoxicosis.  If 
indications  of  overdocage  appear,  discontinue  medication 
for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage 
requirements.  If  hypothyroidism  is  accompanied  by  adrenal 
insufficiency,  as  Addison's  Disease  (chronic  subcortical  in- 
sufficiency), Simmonds's  Disease  (panhypopituitarism)  or 
Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions 
must  be  corrected  prior  to  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  The  drug  should  be  adminis- 
tered with  caution  to  patients  with  cardiovascular  disease; 
development  of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of 
body  metabolism:  sweating,  heart  palpitations  with  or  with- 
out pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting, 
and  nervousness  have  also  been  observed.  Myxedematous 
patients  with  heart  disease  have  died  from  abrupt  increases 
in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient 
during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient's  dosage  require- 
ments without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by 
0.1  mg.  every  30  days  until  proper  metabolic  balance  is  at- 
tained. Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dos- 
age will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The  dose 
may  be  increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg. 
at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two-month  intervals  by  0.1  mg.  until  the 
optimum  maintenance  dose  is  reached  (0.1  -1 .0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  ad- 
ministered intravenously  utilizing  200-400  meg.  of  a solution 
containing  100  meg.  per  ml.  If  significant  improvement  is  not 
shown  the  following  day,  a repeat  injection  of  100-200  meg. 
may  be  given. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Morton  Grove.  Illinois  60053 


1122  New  York  State  Journal  of  Medicine  / May  15,  1970 


^@)  actor  Watson 

exposes  a double  agen 


Fog  on  the  Embankment.  Two  figures  emerge  into 
silhouette  against  a haloed  street  lamp.  The  Hare  of  a 
match  reveals  the  profile  of  Sherlock  Holmes.  As  he 
lights  his  calabash,  his  companion  speaks: 

“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has 
proved  right  again.  What  we're  looking  for  is  a single 
entity.  1 thought  we  were  dealing  with  several  others— 
even  twins.  But  now — I'd  say  we've  uncovered  a 
double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his 
greatcoat,  and  reads  aloud  from  it): 

“The  key  to  the  w hole  cypher  is  SYNTHROID  (sodium 
levothyroxine)” . . . 

“Shhh!  Watson,  not  so  loud!  You'll  alert  our  quarry.” 

(Watson  continues):  "A  single  entity  that  serves  two 
functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95% 
of  the  circulating  thyroid  hormone  is  levothyroxine — - 
T4  as  you  call  it.  T4  is  bound  to  thyroxine-binding 
proteins  in  the  serum.  It  becomes  available  only  grad- 
ually to  tissue  cells — as  free  thyroxine.” 

“Is  that  why  there’s  such  a smooth,  predictable  re- 
sponse, Watson?” 


“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of 
a precipitous  rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid 
hormone — because  ‘free’  thyroxine  (that  is,  thyroxine 
not  bound  to  protein)  is  active  at  the  tissue  level.  It  is 
gradually  released  from  thyroxine-binding  proteins. 
Each  daily  dose  of  SYNTHROID  is  mostly  bound  to 
thyroid-binding  proteins,  and  slowly  released  as  ‘free’ 
thyroxine— the  form  in  which  it  is  metabolically 
active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is 
the  major  form  of  circulating  thyroid  hormone,  and  it 
is  released  as  ‘free’  thyroxine.  And  that’s  why, 
SYNTHROID  is  able  to  simulate  the  normal  thyroid 
process  so  artfully.  Q.E.D.” 

“Not  so  fast,  Holmes.  SYNTHROID  works  for  the 
physician,  too.  Because  its  dosage  is  more  precisely 
controllable,  and  because  response  is  so  smooth  and 
predictable,  the  doctor  gets  fewer  phone  calls  in  the 
wee  hours  from  agitated  patients.  Both  parties  get 
more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that 
SYNTHROID,  the  ‘single  agent,’  cleverly  does  the 
job  of  two.” 


Some  days  she  can't  seem 
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other  days  she  doesn't  even  try 

n the  treatment  of  depression,  Aventyl  HCI  as  part  of 
four  total  therapy  often  brings  early  symptomatic 
mprovement.  Aventyl  HCI  aids  in  renewing  motor  function 
and  increasing  interest  in  life.  Patients  may  report  that 
:hey  eat  more,  enjoy  undisturbed  sleep  . . . generally 
begin  to  function  better.  Relief  from  their  most  distressing 
symptoms  helps  them  "open  up"  and  ventilate  their  problems. 


In  depression 

AVENTYL’  HCI 


NORTRIPTYLINE  HYDROCHLORIDE 


Description : Aventyl  HCI  is  a safe  and  effective  agent  lor  treatment  of  menial 
lepression,  anxiety-tension  states,  and  psychophysiological  gastro  intestinal 
Jisorders  It  is  not  a monoammeoxidase  (MAO)  inhibitor 

In  laboratory  animals,  anticholinergic  effects  of  Aventyl  HCI  are  milder 
han  those  of  related  antidepressants. 

ndications:  Depressive  reactions  (alone  or  accompanied  by  anxiety)  associ- 
ited  with  such  presenting  symptoms  as  depression,  anxiety,  tension,  insomnia, 
estlessness.  disinterest,  and  irritability. 

Psychophysiological  gastro  intestinal  disorders  and  symptomatic  reactions 
n childhood  (e  g . enuresis). 

Contraindications:  Hypersensitivity  to  the  drug,  concurrent  use  with  a MAO 
nhibitor  or  use  within  two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states  should  be  closely  followed 
ly  the  physician. 

At  present,  data  are  insufficient  to  recommend  the  drug  during  pregnancy. 
Die  possibility  of  a suicidal  attempt  in  a depressed  patient  should  always  be 
onsidered. 

There  have  been  rare  reports  of  agranulocytosis,  jaundice,  hypotension, 
remor.  urinary  retention,  thrombocytopenic  purpura,  and  paralytic  ileus, 
’eriodic  laboratory  studies  are  recommended. 

Cardiovascular  complications,  including  myocardial  infarction  and  arrhyth- 
mas.  have  been  reported  occasionally  with  related  drugs  Patients  with 
ardiovascular  disease  should  be  given  Aventyl  HCI  under  close  observation 
md  in  low  dosage  This  drug,  like  members  of  its  group,  tends  to  produce 
inus  tachycardia  and  to  prolong  the  conduction  time,  as  manifested  by  first- 
legree  AV  block. 

’recautions:  Because  of  its  anticholinergic  activity,  Aventyl  HCI  should  be 
idmimstered  cautiously  in  patients  with  glaucoma  or  a propensity  for  urinary 
etention  Use  Aventyl  HCI  with  care  in  conjunction  with  sympathomimetic 
ir  anticholinergic  drugs  Epileptiform  seizures  or  troublesome  patient  hostility 
nay  occur.  Aventyl  HCI  used  alone  in  schizophrenic  patients  may  result  in 
in  exacerbation  of  the  psychosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or  without  atropine,  short- 
icting  barbiturate,  and  muscle  relaxant)  has  not  been  thoroughly  studied  If 
hese  treatments  are  used  together,  the  physician  should  be  aware  of  possible 
idded  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of  drowsiness  if  they  operate 
langerous  machinery  or  drive  a vehicle.  Concurrent  ingestion  of  other  C.N.S. 
Irugs  or  alcohol  may  potentiate  the  adverse  effects  of  Aventyl  HCI 

Patients  receiving  a tricyclic  antidepressant  (e  g , nortriptyline)  may  respond 
lootly  to  hypotensive  agents  such  as  guanethidine. 


tigue,  excess  weight  gam  or  weight  loss,  insomnia,  headache,  paresthesia, 
nausea  and  vomiting,  adynamic  ileus,  rash,  itching,  delayed  micturition, 
hunger  sensation,  flushing  diarrhea,  nocturia,  inner  nervousness,  anxiety 
and  panic,  ankle  and  orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness,  peripheral  neuropathy,  photosensitization, 
extrapyramidal  symptoms,  and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been  reported. 

Administration  and  Dosage : Aventyl  HCI  is  administered  orally  as  Pulvules 
or  liquid  Dosage  should  be  individualized  The  following  general  principles 
are  applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  increasing  doses:  1 Pulvule 
(10  mg  ) twice  the  first  day,  1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after  five  to  seven  days 
with  10  mg.  four  times  a day,  the  patient  can  be  given  25  mg.  twice  the  first 
day.  25  mg.  three  times  the  second  day,  and  25  mg.  four  times  daily  thereafter. 

If  minor  side-effects  develop,  reduce  the  dosage  If  side-effects  of  a more 
serious  nature  or  allergic  manifestations  develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10  mg.  three  or  four  times 
a day;  for  severe  depressions,  100  mg  daily. 

Dosages  above  100  mg  daily  seem  to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 

Usual  Recommended  Dosage 

ADULTS— 20  to  100  mg.  daily 
Pulvules:  25  mg  — 1 Pulvule  one  to 
four  times  daily 
10  mg  — 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.) 
one  to  four  times  daily 

CHILDREN  — 1 to  2 mg.  per  Kg  or  10  to  75  mg  daily 
Pulvules:  25  mg.— Ages  seven  to  twelve.  1 Pulvule  one  to  three  times 
daily 

10  mg  —Ages  three  to  six,  1 Pulvule  one  to  three  times  daily 
Ages  seven  to  twelve,  1 or  2 Pulvules  one  to  three 
times  daily 

Liquid  Ages  three  to  six.  1 teaspoonful  (5  cc.)  one  to  three  times  daily 
Ages  seven  to  twelve.  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evident  that  the  depression 
cycle  has  run  its  spontaneous  course.  This  assumption  may  be  based  upon 
the  history  of  previous  depressions,  the  removal  of  the  precipitating  factors 
in  the  environment,  or  a recognition  that  the  patient  is  able  to  manage  his 
affairs.  It  is  advisable  to  continue  maintenance  therapy  for  several  months 
after  improvement. 


Adverse  Reactions:  The  following  have  been  observed  or  reported  following 
he  use  of  Aventyl  HCI : dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
remulousness.  confusional  state,  ataxia,  disorientation  and  hallucinations, 
estlessness.  weakness,  precipitation  of  hypomamc  or  manic  state,  tachycardia, 
ilurred  vision,  epigastric  distress,  sweating,  peculiar  taste,  blacktongue,  fa- 


How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly), 
10  mg.  (equivalent  to  base)  per  5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI.  10  and  25  mg.  (equivalent  to  base),  in  bottles  of 
100  and  500.  (osiocsa) 

Additional  information  available  upon  request. 
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INDIANAPOLIS,  INDIANA  46206 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 

SCIENTIFIC  PROGRAM,  EXHIBITS.  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 

Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 


1126  New  York  State  Journal  of  Medicine  / May  15,  1970 


Then,  there  were 
antidepressants  for 
depression 


First,  there  were 
tranquilizers  for 
anxiety 
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NOW,  Pfizer  Laboratories  introduces 


Sineq 

DOXEPIN  HCll 


uan 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that  is 
a tranquilizer. 


The  first  single  agent  with  potent 

dual  action... active  throughout  the  spectrum 

of  psychoneurotic  anxiety/depression 


New  Sinequan  (doxepinHCl)... 
in  coexisting  anxiety/ depression 

142  patients  with  symptoms  of  both  anxiety  and  depres- 
sion were  treated  with  Sinequan— 83%  of  the  patients 
showed  marked,  moderate,  or  slight  improvement. 
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MARKED  MODERATE  SLIGHT 

IMPROVED 

anxiety/ 

depression 

142 

118 

39  46  33 

83% 

In  three  double-blind  studies  comparing  Sinequan  and 
a fixed  combination  (perphenazine-amitriptyline), 
Sinequan  was  found  to  be  at  least  as  effective  as— and 
in  some  cases  more  effective  than— the  combination. 

New  Sinequan... 
in  prominent  anxiety 

238  psychoneurotic  patients  in  whom  anxiety  was  the 
most  prominent  symptom  were  treated  with  Sinequan 
— 84%  of  the  patients  showed  marked,  moderate,  or 
slight  improvement. 
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84% 

In  eight  double-blind  studies  of  Sinequan  and  either 
shlordiazepoxide  or  diazepam,  Sinequan  was  always 
found  to  be  at  least  as  effective  as— and  in  some  cases 
more  effective  than— the  tranquilizers  in  relieving 
symptoms  of  anxiety. 


New  Sinequan... 
in  prominent  depression 

259  psychoneurotic  patients  in  whom  depression  was 
the  most  prominent  symptom  were  treated  with 
Sinequan— 81%  of  the  patients  showed  marked,  mod- 
erate, or  slight  improvement. 


In  five  double-blind  studies  of  Sinequan  and  amitrip- 
tyline, Sinequan  was  always  found  to  be  at  least  as 
effective  as— and  in  some  cases  more  effective  than— the 
antidepressant  in  relieving  symptoms  of  depression. 

Data  on  File,  Medical  Research  Laboratories,  Pfizer  Pharmaceuticals,  Chas.  Pfizer  & Co., 
Groton,  Conn. 

Summary  of  clinical  experience  with  Sinequan  (doxepin  HCI)  in,  Pitts.  N.:  The  Clinical 
Evaluation  of  Doxepin— A New  Psychotherapeutic  Agent:  Psychosomatics  10:164,  May- 
June.  1969. 


Adverse  reactions: 

Sinequan  (doxepin  HCl)  is  usually 
well  tolerated,  even  in  the  elderly. 
Those  side  effects  which  do  occur  are 
generally  mild. 

Most  frequently  observed  side  effects 
Drowsiness  has  been  observed,  usu- 
ally early  in  the  course  of  therapy.  It 
tends  to  disappear  as  therapy  con- 
tinues. 

Anticholinergic  effects  (including  dry 
mouth,  blurred  vision,  constipation) 
have  been  reported.  They  are  usually 
mild  and  often  subside  with  contin- 
ued therapy  or  reduction  of  dose. 
Infrequently  observed  side  effects 
Extrapyramidal  symptoms  have  been 
infrequent  and  have  usually  occurred 
at  high  dose  levels.  They  tend  to  be 
mild  and  easily  controlled. 
Cardiovascular  effects,  such  as  hypo- 
tension and  tachycardia,  have  been 
reported  infrequently. 

Other  infrequently  reported  side 
effects  include  dizziness,  nausea,  in- 
creased sweating,  edema,  nasal  con- 
gestion and  weight  gain. 

Sinequan  is  noneuphoriant,  and  no 
dependence  has  been  reported  to 
date. 

Safety: 

Liver  disorders,  blood  dyscrasias,  lens 
opacities  or  pigment  deposits  in  eyes 
or  skin  have  not  been  reported  to  date 
with  Sinequan. 

Contraindications : 

Sinequan  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensi- 
tivity to  the  drug,  and  in  patients  with 
glaucoma  or  a tendency  to  urinary  re- 
tention. 

Warnings: 

Sinequan  should  not  be  used  concom- 
itantly or  within  two  weeks  of  ther- 
apy with  MAO  inhibitors. 

Sinequan  should  not  be  used  in 
pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  it  is  essential 
for  the  welfare  of  the  patient.  Its  use 
in  children  under  12  years  of  age  is 
not  recommended  because  safe  con- 
ditions for  its  use  have  not  been  estab- 
lished. 

(See  last  page  for  full  adverse  reac- 
tions, contraindications,  warnings 
and  precautions.) 


LABORATORIES  DIVISION 

New  York.  N Y 10017 


Recommended  dosage: 

Starting  dosage- 
25  mg.,  t.i.d. 
Maximum  dosage- 
300  mg.  per  day. 


Expected  activity: 

Antianxiety  activity  is  rapidly 
apparent,  comparable  to  that  of  the 
benzodiazepine  tranquilizers. 
Antidepressant  activity  is  com- 
parable to  the  tricyclic  antidepres- 
sants. 


How  supplied: 

Bottles  of  100 
capsules  of  10  mg., 
25  mg.,  and  50  mg.; 
bottles  of  1000 
capsules  of  25  mg. 
and  50  mg. 


(ACTUAL  SIZE) 


lOmg.  25mg.  50mg. 
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The  first  single  agent 
that  can  be  prescribed 
as  a tranquilizer,  an 
antidepressanL.or  both 


SINEQUAN  (Doxepin -HC1)  Capsules 

Description.  SINEQUAN  (doxepin  • HC1)  is  a new  dibenzoxepin  psycho- 
therapeutic agent  with  marked  antianxiety  and  significant  antidepressant 
activity. 

Chemistry.  SINEQUAN  (doxepin  • HC1)  is  a dibenzoxepin  derivative  and 
is  the  first  of  a new  family  of  psychotherapeutic  agents.  Specifically,  it  is 
an  isomeric  mixture  of  N.N-Dimethyl-dibenztb.eJoxepin-A1 1(6H>-  v propyl- 
amine hydrochloride. 


Indications.  In  a carefully  designed  series  of  controlled  studies,  SINEQUAN 
(doxepin  • HC1)  has  been  shown  to  have  marked  antianxiety  and  signifi- 
cant antidepressant  activity.  SINEQUAN  (doxepin  • HC1)  is  recommended 
for  the  treatment  of: 

1.  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions. 

2.  Mixed  symptoms  of  anxiety  and  depression. 

3.  Alcoholic  patients  with  anxiety  and/or  depression. 

4.  Anxiety  associated  with  organic  disease. 

5.  Psychotic  depressive  disorders  including  involutional  depression  and 
manic  depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well 
to  SINEQUAN  (doxepin -HC1)  include  anxiety,  tension,  depression,  so- 
matic symptoms  and  concerns,  insomnia,  guilt,  lack  of  energy,  fear,  ap- 
prehension and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  SINEQUAN 
(doxepin  • HC1)  is  of  particular  value  since  it  exerts  a potent  antidepres- 
sant effect  as  well  as  antianxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepres- 
sant drugs  may  benefit  from  treatment  with  SINEQUAN  (doxepin  • HC1) . 

Clinical  experience  has  shown  that  SINEQUAN  (doxepin  • HC1)  is  safe 
and  well  tolerated  even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal 
symptoms,  none  were  reported.  This  is  consistent  with  the  virtual  ab- 
sence of  euphoria  as  a side  effect  and  the  lack  of  addiction  potential 
characteristic  of  this  type  of  chemical  compound. 

Contraindications.  SINEQUAN  (doxepin  • HC1)  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensitivity  to  the  drug. 

SINEQUAN  (doxepin ‘HC1)  is  contraindicated  in  patients  with  glau- 
coma, or  a tendency  to  urinary  retention. 

Warnings.  Usage  in  Pregnancy : SINEQUAN  (doxepin  • HC1)  has  not  been 
studied  in  the  pregnant  patient.  It  should  not  be  used  in  pregnant  women 
unless,  in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  reproductive 
studies  have  not  resulted  in  any  teratogenic  effects. 

Usago  in  Children:  The  use  of  SINEQUAN  (doxepin • HC1) 
in  children  under  12  years  of  age  is  not  recommendod,  be- 
cause safe  conditions  for  its  use  have  not  been  estab- 
lished. 

MAO  Inhibitors  Sorfous  sido  effects  and  even  death 
have  been  reported  following  the  concomitant  use  of  cer- 
tain drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibitors 


should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initia- 
tion of  therapy  with  SINEQUAN  (doxepin  • HC1).  The  exact  length  of 
time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor 
being  used,  the  length  of  time  it  has  been  administered,  and  the  dosage 
involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  pa- 
tients should  be  warned  of  the  possibility  and  cautioned  against  driving 
a car  or  operating  dangerous  machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may 
be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may 
remain  so  until  significant  improvement  has  occurred,  patients  should  be 
closely  supervised  during  the  early  course  of  therapy. 

Although  SINEQUAN  (doxepin  • HC1)  has  significant  tranquilizing  ac- 
tivity, the  possibility  of  activation  of  psychotic  symptoms  should  be  kept 
in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.  iminodiben- 
zyls  and  dibenzocycloheptenes)  are  capable  of  blocking  the  effects  of 
guanethidine  and  similarly  acting  compounds  in  both  the  animal  and 
man.  SINEQUAN  (doxepin -HC1),  however,  does  not  show  this  effect  in 
animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  per  day,  SINEQUAN 
(doxepin  • HC1)  can  be  given  concomitantly  with  guanethidine  and  related 
compounds  without  blocking  the  antihypertensive  effect.  At  doses  of 
300  mg.  per  day  or  above,  SINEQUAN  (doxepin  • HC1)  does  exert  a signifi- 
cant blocking  effect.  In  addition,  SINEQUAN  (doxepin  ■ HC1)  was  similar 
to  the  other  structurally  related  psychotherapeutic  agents  as  regards  its 
ability  to  potentiate  norepinephrine  response  in  the  animal.  However,  in 
the  human  this  effect  was  not  seen.  This  is  in  agreement  with  the  low 
incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  dry  mouth,  blurred  vision, 
and  constipation  have  been  reported.  They  are  usually  mild,  and  often 
subside  with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  drowsiness  has  been  observed.  This 
usually  occurs  early  in  the  course  of  treatment,  and  tends  to  disappear 
as  therapy  is  continued. 

Cardiovascular  Effects:  tachycardia  and  hypotension  have  been  re- 
ported infrequently. 

Other  infrequently  reported  side  effects  include  extrapyramidal  symp- 
toms, gastrointestinal  reactions,  secretory  effects  such  as  increased  sweat- 
ing, weakness,  dizziness,  fatigue,  weight  gain,  edema,  paresthesias,  flush- 
ing, chills,  tinnitus,  photophobia,  decreased  libido,  rash,  and  pruritus. 
Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  dose  of  25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently 
be  increased  or  decreased  at  appropriate  intervals  and  according  to  in- 
dividual response.  The  usual  optimum  dose  range  is  75  mg. /day  to  150 
mg. /day. 

In  more  severely  ill  patients,  an  initial  dose  of  50  mg.  t.i.d.  may  be  re- 
quired with  subsequent  gradual  increase  to  300  mg. /day  if  necessary. 
Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology,  or  emotional  symptoms 
accompanying  organic  disease,  lower  doses  may  suffice. 
Some  of  these  patients  have  been  controlled  on  doses  as 
low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be 
evident  for  two  to  three  weeks,  antianxiety  activity  is 
rapidly  apparent. 

Supply.  SINEQUAN  (doxepin  • HC1)  is  available  as  capsules 
containing  doxepin  HC1  equivalent  to  10  mg.,  25  mg.,  and 
50  mg.  of  doxepin  base  in  bottles  of  100;  and  25  mg.  and 
50  mg.  in  bottles  of  1000.  Issued  September  1900 
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Medical  Meetings 


Comprehensive  health  planning 
topic  of  meeting 

“New  Directions  in  Comprehensive  Health 
Planning”  will  be  the  focus  of  a regional  meet- 
ing sponsored  by  the  National  League  for 
Nursing,  to  be  held  on  May  27  at  the  Univer- 
sity of  Delaware,  Newark,  Delaware. 

Sponsored  by  the  Mid-Atlantic  Regional  As- 
sembly of  Constituent  Leagues  for  Nursing,  the 
conference  is  designed  to  explore  recent  develop- 
ments in  comprehensive  health  planning  on  the 
Federal,  state,  and  local  levels,  particularly  in 
relation  to  nursing  services.  Paul  Q.  Peterson, 
M.D.,  Deputy  Surgeon  General,  U.S.  Public 
Health  Service,  and  Harold  Herman,  Ph.D., 
director,  Comprehensive  Health  Planning  Divi- 
sion, U.S.  Department  of  Health,  Education, 
and  Welfare,  will  discuss  national  trends  which 
affect  all  levels  of  health  planning.  Speaking 
on  state  developments  in  planning  will  be  Eu- 
gene H.  Guthrie,  M.D.,  director.  Comprehensive 
Health  Planning  Agency  for  the  State  of  Mary- 
land. 

Postgraduate  course  in 
applied  gynecologic  pathology 

The  annual  postgraduate  course  in  Applied 
Gynecologic  Pathology,  sponsored  jointly  by  the 
State  University  of  New  York  Downstate  Medi- 
cal Center  and  the  Long  Island  Jewish  Hospital, 
will  be  given  at  the  hospital  this  fall.  Classes 
will  be  held  regularly  on  Thursdays  for  eight 
consecutive  weeks  from  1:00  to  3:00  P.M.  be- 
ginning September  3. 

The  course  will  stress  correlation  between 
clinical  aspects  and  pathology,  using  lantern 
slide  presentation,  scopicon  microscopic  projec- 
tion, and  demonstration  of  gross  specimens. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Individual  examination  of  class  slides  may  be 
arranged. 

The  class  is  limited  to  20  students,  and  tuition 
is  $100.  For  further  information  and  registra- 
tion, contact  Mrs.  Evelyn  Bennett,  secretary, 
Committee  on  Medical  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park,  New 
York  11040. 

Postgraduate  courses  offered 
to  ophthalmologists 

The  Post-Graduate  Institute  of  the  New 
York  Eye  and  Ear  Infirmary  is  sponsoring  the 
thirteenth  of  a series  of  “Postgraduate  Courses 
for  Specialists  in  Ophthalmology”  to  be  given 
on  September  9 through  November  20. 

The  course  includes  the  following  topics: 
Advances  in  Ocular  Prostheses;  Biomicroscopy; 
Cataract  Surgery;  Clinical  Perimetry;  Corneal 
Contact  Lenses;  Corneal  Surgery;  Diagnostic 
Ultrasonography;  Enucleation  and  Eviscera- 
tion; Fluorescein  Angiography;  Glaucoma;  Go- 
nioscopy;  Indirect  Ophthalmoscopy;  Lacrimal 
Sac  Surgery;  Microsurgery;  Motor  Anomalies; 
Neuro-ophthalmology;  Ocular  Geriatrics;  Ocu- 
lar Radiology;  Ocular  Therapeutics;  Ophthal- 
moscopy; Orbital  Anatomy;  Pathology;  Pe- 
rimetry; Plastic  Eye  Surgery;  Practical  Ap- 
planation Tonometry;  Radioisotopes  in  Opthal- 
mology;  Reading  Disability  and  the  Ophthal- 
mologists; Refraction;  Surgery  of  the  Orbit; 
Tonography  and  Applanation  Tonometry;  and 
Uveitis. 

At  the  conclusion  of  the  regular  series,  a 
special  six-day  course  on  “Review  in  Basic 
Sciences  in  Ophthalmology”  will  be  given  on 
December  7 through  12. 

For  further  information  contact:  Jane 

Stark,  registrar,  Post-Graduate  Institute  of  the 
New  York  Eye  and  Ear  Infirmary,  310  East 
14th  Street,  New  York,  New  York  10003. 
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2 years  and  100  million 
injections1  after  the  breakthrough 

In  July,  1967,  And  Today 


injectable  Talwin,  brand  of  pentazocine  (as 
lactate),  was  introduced  with  this  unique 
claim:  “a  breakthrough  in  the  control  of  pain” 

based  on  extensive  clinical 
investigation 

□ in  over  12,000  patients  by  more  than  150 
investigators 

based  on  analgesic  potency 

□ Talwin  relieves  moderate  to  severe  pain 
in  acute  and  chronic  disorders* 

□ Talwin  is  comparable  in  analgesic 
efficacy  to  morphine  and  meperidine,  but 
is  not  subject  to  narcotic  controls 

based  on  analgesic  efficacy 

□ Talwin  gives  good  to  excellent  relief  of 
pain  in  86%  of  medical  and  of  surgical 
patients  with  a 30  mg.  dose 

□ rapid  onset  of  relief: 

I.M.  — usually  within  15  to  20  minutes 
I.V.  — usually  within  2 to  3 minutes 

□ long  duration  of  relief: 
usually  3 hours  or  longer 

based  on  a comparison  of  adverse 
reactionst  to  those  of  morphine  and 
meperidine 

□ Talwin  — relatively  free  from  the  severe 
respiratory  depression,  constipation,  or 
urinary  retention  associated  with 
morphine 

□ Talwin  — less  nausea,  vomiting  ordia- 
phoresis  than  with  meperidine 

□ Talwin  — well  tolerated  by  most  patientst 

based  on  a wide  range  of  indications 

□ surgical. ..obstetrical  (labor) ...  medical 
. . . urologic 

based  on  extensive  clinical  and 
laboratory  findings  Talwin  is  not 
subject  to  narcotic  controls 

injectable  Talwin,  brand  of  pentazocine 
(as  lactate) , voted  “...the  biggest 
contribution  to  easing  the  course  of 
illness,  from  the  patient’s 
standpoint. . 

In  January,  1968, 

In  January,  1968,  an  unbiased  annual 
poll  of  physicians  named  Talwin  “...the 
biggest  contribution  [for  the  year  1 967]  to  easing 
the  course  of  illness,  from  the  patient’s 
standpoint,  even  though  not  prescribed  as 
primary  therapy.”2 

Though  Talwin  had  been  available  for  only  six 
months,  it  was  favored  in  this  category  over  all 
drugs  introduced  during  1967.  Of  850 
physicians,  401  selected  Talwin.  The  runner- 
up  received  less  than  a third  as  many  votes 
as  Talwin. 


Overwhelming  acceptance  of  Talwin  has  been 
expressed  by  the  medical  profession  through 
the  administration  of  100  million  injections  to 
date  since  its  introduction.' 

In  1970,  Talwin  continues  to  provide  effective 
control  of  moderate  to  severe  pain  in  a wide 
range  of  clinical  disorders.* 

Injectable 

Talwin 

pentazocine 

bulwark  against  pain 
(moderate  to  severe) 

□ may  be  used  in  place  of  morphine  and 
other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 

References: 

1.  Based  on  total  number  of  parenteral  Talwin  ampuls 
and  vials  distributed,  divided  by  30  mg.  doses;  data  in 
the  files  of  Winthrop  Laboratories. 

2.  "The  Gray  Sheet,"  M.  Res.  Digest,  vol.  11,  no,  2, 

Feb.  1968. 

fTalwin  should  not  be  administered  to  patients  with 
increased  intracranial  pressure,  head  injury  or 
pathologic  brain  conditions  in  which  clouding  of  the 
sensorium  is  undesirable. 
fFor  details  on  adverse  reactions,  see  prescribing 
information  on  the  last  page  of  this  advertisement. 


For  brief  summary  of  prescribing  information,  see  following  page. 
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brand  o<  ■ ■ 

pentazocine 
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Injectable  Talwin® 

brand  of  pentazocine  (as  lactate) 

Analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial 

Pressure,  Head  Injury,  or  Pathologic  Brain 
Conditions  in  which  clouding  ot  sensorium 
is  undesirable.  Talwin  should  not  be  admin- 
istered in  these  cases,  since  drug-induced 
sedation,  dizziness,  nausea,  or  respiratory 
depression  could  be  misleading. 

Warnings:  Usage  in  Pregnancy.  Safe  use  of 
Talwin  during  pregnancy  (other  than  labor) 
has  not  been  established.  Animal  reproduc- 
tion studies  have  not  demonstrated  tera- 
togenic or  embryotoxic  effects.  However, 
Talwin  should  be  administered  to  pregnant 
patients  (other  than  labor)  only  when,  in  the 
judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards.  Pa- 
tients receiving  Talwin  during  labor  have 
experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Patients  with  a history  of 
drug  abuse  should  be  under  close  super- 
vision. There  have  been  instances  of  psy- 
chological and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  ex- 
tended use  of  parenteral  Talwin  has  resulted 
in  symptoms  such  as  abdominal  cramps, 
elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when 
these  occurred,  discontinuance  has  been 
accomplished  with  minimal  difficulty.  In  the 
rare  patient  in  whom  more  than  minor  diffi- 
culty has  been  encountered,  reinstitution  of 
parenteral  Talwin  with  gradual  withdrawal 
has  ameliorated  the  patient's  symptoms. 
Substituting  methadone  or  other  narcotics 
for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and 
frequency  of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation 
of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administra- 
tion. 

Acute  CNS  Manifestations.  Patients  receiv- 
ing therapeutic  doses  of  Talwin  have  expe- 
rienced, in  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confu- 
sion which  have  cleared  spontaneously  with- 
in a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs 
checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS 
manifestations  may  recur. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respi- 
ratory depression  should  be  considered  in 
treatment  of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with 
caution  and  in  low  dosage  to  patients  with 
respiratory  depression  (e.g..  from  other 
medication,  uremia,  or  severe  infection),  ob- 
structive respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Al- 
though laboratory  tests  have  not  indicated 
that  Talwin  causes  or  increases  renal  or 
hepatic  impairment,  the  drug  should  be  ad- 
ministered with  caution  to  patients  with  such 
impairment.  Extensive  liver  disease  appears 
to  predispose  to  greater  side  effects  (e  g., 
marked  apprehension,  anxiety,  dizziness, 
sleepiness)  from  the  usual  clinical  dose, 
and  may  be  the  result  of  decreased  metabo- 
lism of  the  drug  by  the  liver. 

Myocardial  infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  pa- 
tients with  myocardial  infarction  who  have 
nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a 
mild  narcotic  antagonist.  Some  patients 
previously  receiving  narcotics  have  experi- 
enced mild  withdrawal  symptoms  after  re- 
ceiving Talwin. 

CNS  Effect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures:  seizures  have  occurred  in  a few 
such  patients  in  association  with  the  use  of 
Talwin  although  no  cause  and  effect  rela- 
tionship has  been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — res- 
piratory: respiratory  depression,  dyspnea, 
transient  apnea  in  a small  number  of  new- 
born infants  whose  mothers  received  Talwin 
during  labor;  cardiovascular:  circulatory 

depression,  shock,  hypertension;  CNS  ef- 
fects: sedation,  alteration  of  mood  (ner- 
vousness, apprehension,  depression,  floating 
feeling),  dreams;  gastrointestinal:  constipa- 
tion, dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection, flushed 
skin  including  plethora,  dermatitis  including 
pruritus;  other : urinary  retention,  headache, 
paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuro- 
muscular and  psychiatric:  muscle  tremor, 
insomnia,  disorientation,  hallucinations;  gas- 
trointestinal: taste  alteration,  diarrhea  and 
cramps;  ophthalmic:  blurred  vision,  nystag- 
mus, diplopia,  miosis;  other:  tachycardia, 
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nodules  and  ulceration  at  injection  site, 
weakness  or  faintness,  chills,  moderate 
transient  eosinophilia,  allergic  reactions  in- 
cluding edema  of  the  face. 

See  Acute  CNS  Manifestations  and  Drug 
Dependence  under  WARNINGS. 

Dosage  and  Administration:  Adults,  Exclud- 
ing Patients  in  Labor.  The  recommended 
single  parenteral  dose  is  30  mg.  by  intra- 
muscular, subcutaneous,  or  intravenous 
route.  This  may  be  repeated  every  3 to  4 
hours.  Doses  in  excess  of  30  mg.  intra- 
venously or  60  mg.  intramuscularly  or  sub- 
cutaneously are  not  recommended.  Total 
daily  dosage  should  not  exceed  360  mg.  As 
with  most  parenteral  drugs,  when  frequent 
daily  injections  are  needed  over  a pro- 
longed period,  intramuscular  administratior 
is  preferable  to  subcutaneous.  In  addition 
constant  rotation  of  injection  sites  (e  g 
upper  outer  quadrants  of  the  buttocks 
lateral  aspects  of  the  thighs,  and  the  deltoic 
areas)  is  recommended. 

Patients  in  Labor.  A single,  intramuscula 
30  mg.  dose  has  been  most  commonly  ad 
ministered.  An  intravenous  20  mg.  dose  ha: 
given  adequate  pain  relief  to  some  patients 
in  labor  when  contractions  become  regular 
and  this  dose  may  be  given  two  or  three 
times  at  two-  to  three-hour  intervals,  as 
needed. 

Children  Under  12  Years  of  Age.  Since 
clinical  experience  in  children  under  twelve 
years  of  age  is  limited,  the  use  of  Talwir 
in  this  age  group  is  not  recommended. 
CAUTION.  Talwin  should  not  be  mixed  it 
the  same  syringe  with  soluble  barbiturates 
because  precipitation  will  occur. 

Treatment  ot  Overdosage  or  Respirator 
Depression.  Means  of  maintaining  prope 
oxygenation  should  be  available  in  case  o 
overdosage  or  respiratory  depression,  ant 
methylphenidate  (Ritalin®)  should  be  ad 
ministered  parenterally.  The  usual  narcoti 
antagonists,  such  as  nalorphine,  are  nc 
effective  respiratory  stimulants  for  depres 
sion  due  to  Talwin. 

Talwin  is  not  subject  to  narcotic  controls. 
How  Supplied:  Ampuls  ot  1 ml.  (30  mg. 
V/z  ml.  (45  mg.),  and  2 ml.  (60  mg.),  eac 
1 ml.  containing  Talwin  (brand  of  pentaze 
cine)  as  lactate  equivalent  to  30  mg.  bas 
and  2.8  mg.  sodium  chloride,  in  water  fc 
injection.  Boxes  of  10,  25,  and  100. 


Multiple  dose  vials  ot  10  ml.,  each  1 m I 
containing  Talwin  (brand  of  pentazocine)  a 
lactate  equivalent  to  30  mg.  base,  2 mr 
acetone  sodium  bisulfite,  1.5  mg.  sodiui 
chloride,  and  1 mg.  methylparaben  as  pr< 
servative,  in  water  for  injection.  Boxes  of 
The  pH  of  Talwin  solutions  is  adjusted  b< 
tween  4 and  5 with  lactic  acid  and  sodiui  I 
hydroxide. 

tAZ/nf/rrop 

I 

Winthrop  Laboratories, New  York,  N Y.  1001 


Usage  in  Children.  Because  clinical  experi- 
ence in  children  under  twelve  years  of  age 
is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 


Injectable 


Talwin 

brand  of  - ■ 

pentazocine 


not  subject  to  narcotic  controls 


a bulwark 
between  the 
patient  and  his  pain 


Ambulatory  Patients.  Since  sedation,  dizzi- 
ness, and  occasional  euphoria  have  been 
noted,  ambulatory  patients  should  be 
warned  not  to  operate  machinery, 
drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  a 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,'  4 broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9  " 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


AVC 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:7 31,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V. j 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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0.2%,  sulfanilamide 


rnc  A AA  (aminacrine  hydrochloride 
^KCM/V\  15.0%,  allantoin  2.0%) 

Cl  | DDOQITf^D  I EC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
ourruoi  I UK  ICO  ! 05  Gm„  allantoin  0.014  Gm.) 
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Reeve  M.  Brown,  M.D.,  of  Williamsville,  died 
on  November  23,  1969,  at  the  age  of  sixty-three. 
I)r.  Brown  graduated  in  1930  from  Detroit 
College  of  Medicine  and  Surgery.  He  was  a 
consulting  surgeon  at  Millard  Fillmore  Hospi- 
tal and  an  attending  physician  in  industrial 
medicine  at  Kenmore  Mercy  Hospital.  Dr. 
Brown  was  a Diplomate  of  the  American  Board 
of  Preventive  Medicine,  Inc.  (Occupational 
Medicine),  a Fellow  of  the  American  College  of 
Preventive  Medicine,  and  a member  of  the  In- 
dustrial Medical  Association,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medi- 
cal Association. 

Jerome  Cowen,  M.D.,  of  Rochester,  died  on 
March  22  at  the  age  of  sixty-five.  Dr.  Cowen 
graduated  in  1929  from  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
He  was  a member  of  the  Rochester  Academy 
of  Medicine,  the  Monroe  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  Patrick  Cuddy,  M.D.,  of  Latham,  died 
on  March  16  at  the  age  of  thirty-eight.  Dr. 
Cuddy  graduated  in  1955  from  McGill  Univer- 
sity Faculty  of  Medicine.  He  was  a member  of 
the  Albany  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  James  Dolan,  M.D.,  of  Buffalo,  died  on 
March  11  at  the  age  of  seventy-one.  Dr.  Dolan 
graduated  in  1924  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  an  honorary 
member  of  the  medical  staff  at  Sisters  of 
Charity  Hospital  of  Buffalo.  Dr.  Dolan  was  a 
member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harold  W.  Goldberg,  M.D.,  of  Rockville  Centre, 
died  on  March  23  at  the  age  of  sixty-nine.  Dr. 
Goldberg  graduated  in  1925  from  Tulane  Uni- 
versity School  of  Medicine.  He  was  staff  sur- 
geon at  Doctors  Hospital  (Freeport).  Dr. 
Goldberg  was  a member  of  the  American  Proc- 
tologic Society,  the  Nassau  Academy  of  Medi- 
cine, the  New  York  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Carol  Burd  Graham,  M.D.,  of  Buffalo,  died  on 
March  22  at  the  age  of  forty-nine.  Dr. 
Graham  graduated  in  1946  from  the  University 
of  Buffalo  School  of  Medicine. 

Jacob  Easton  Holzman,  M.D.,  of  New  York 
City,  died  on  March  23  at  the  age  of  sixty-seven. 
Dr.  Holzman  graduated  in  1925  from  Harvard 
University  Medical  School.  He  was  a member 
of  the  New  York  Academy  of  Medicine. 


Jacob  Kornblum,  M.D.,  of  Hollywood,  Florida, 
formerly  of  Monticello,  died  on  March  21  at  the 
age  of  eighty-four.  Dr.  Kornblum  graduated 
in  1909  from  Long  Island  College  Hospital.  He 
was  an  emeritus  pediatrician  at  Monticello  Hos- 
pital. 

Arthur  krida,  M.D.,  of  New  York  City,  died  on 
March  25  at  the  age  of  eighty-two.  Dr.  Krida 
graduated  in  1911  from  Albany  Medical  Col- 
lege. He  was  a consulting  orthopedic  surgeon 
at  Bellevue,  University,  Knickerbocker,  and 
Beth  Israel  Hospitals,  and  the  Hospital  for 
Special  Surgery,  and  an  honorary  orthopedic 
surgeon  at  Tuxedo  Memorial  Hospital.  Dr. 
Krida  was  a Diplomate  of  the  American  Board 
of  Orthopedic  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgery, 
the  American  Orthopaedic  Assoication,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Betty  Allen  .Magruder,  M.D.,  of  New  York  City, 
died  on  October  2,  1969,  at  the  age  of  fifty-eight. 
Dr.  Magruder  graduated  in  1942  from  the  Uni- 
versity of  Virginia  School  of  Medicine.  She 
was  a member  of  the  American  Psychiatric  As- 
sociation, the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Vivian  McKinley  Wiles,  M.D.,  of  New  York 
City,  died  on  March  22  at  the  age  of  sixty-three. 
Dr.  Wiles  graduated  in  1937  from  the  College 
of  Medical  Evangelists,  Los  Angeles.  He  was 
an  associate  attending  urologist  at  Sydenham 
Hospital.  Dr.  Wiles  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a mem- 
ber of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leo  Joseph  Palmer,  M.D.,  of  Ossining,  died  on 
February  20  at  the  age  of  seventy-three.  Dr. 
Palmer  graduated  in  1920  from  Queen’s  Uni- 
versity Faculty  of  Medicine,  Kingston,  Ontario. 
He  was  a consulting  psychiatrist  at  Mercy  Hos- 
pital (Watertown)  and  Phelps  Memorial  Hos- 
pital Association  (North  Tarrytown-on-Hud- 
son)  and  a resident  staff  psychiatrist  at  Stony 
Lodge  Hospital.  Dr.  Palmer  was  a member  of 
the  American  Psychiatric  Association,  the 
Westchester  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Eugene  Sergeovich  Pavlov,  M.D.,  of  Brooklyn, 
died  on  March  24  at  the  age  of  eighty-one.  Dr. 
Pavlov  received  his  medical  degree  from  Russia 
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Imperial  Academy,  St.  Petersburg,  in  1914.  He 
was  a senior  staff  pathologist  at  St.  Mary’s 
Hospital. 

Julius  Reiner,  M.D.,  of  Croton-on-Hudson,  died 
on  November  1,  1969,  at  the  age  of  forty-one. 
Dr.  Reiner  received  his  medical  degree  in  1962 
from  the  University  of  Basel.  He  was  a mem- 
ber of  the  American  Association  for  Cancer 
Research. 

Albert  M.  Rooker,  M.D.,  of  Buffalo,  died  on  Jan- 
uary 18  at  the  age  of  ninety.  Dr.  Rooker 
graduated  in  1906  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  honor- 
ary otolaryngologist  at  Niagara  Falls  Memorial 
Hospital.  Dr.  Rooker  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Niagara  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  L.  Runals,  M.D.,  of  Allegany,  died  on 
March  19  at  the  age  of  eighty-one.  Dr.  Runals 
graduated  in  1911  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  Cattaraugus  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Anna  Sterr  Schulz,  M.D.,  of  Buffalo,  died  on 
August  10,  1969.  Dr.  Schulz  graduated  in  1925 
from  the  University  of  Buffalo  School  of  Medi- 
cine. 

Anibal  E.  Sosa,  M.D.,  of  Flushing,  died  on 
March  12  at  the  age  of  forty-one.  Dr.  Sosa  re- 
ceived her  medical  degree  from  Universidad 
Central  Facultad  de  Ciencias  Medicas,  Quito, 
Ecuador.  She  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  Fosdick  Spencer,  M.D.,  of  Hudson,  died 
on  March  31  at  the  age  of  sixty-three.  Dr. 
Spencer  graduated  in  1932  from  Harvard  Uni- 
versity Medical  School.  He  was  a senior  sur- 
geon at  Columbia  Memorial  Hospital  and  a 
consulting  surgeon  at  Memorial  Hospital  of 
Greene  County.  Dr.  Spencer  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  Columbia  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Robert  Emmet  Walsh,  M.D.,  of  Scottsdale, 
Arizona,  formerly  of  New  York  City,  died  on 
April  4 at  the  age  of  eighty-five.  Dr.  Walsh 
graduated  in  1908  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a con- 
sulting surgeon  at  Fordham  and  St.  Elizabeth’s 
Hospitals  and  a former  physician  to  the  New 
York  Yankees  baseball  team.  Dr.  Walsh  was  a 
Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lauren  Gustin  Welch,  M.D.,  of  Niagara  Falls, 
died  on  March  17  at  the  age  of  sixty-two.  Dr. 
Welch  graduated  in  1934  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending general  practitioner  on  the  medical 
staffs  at  Mount  St.  Mary’s  Hospital  of  Niagara 
Falls  (Lewiston)  and  Niagara  Falls  Memorial 
Hospital.  Appointed  Niagara  County  health 
commissioner  in  October,  1969,  Dr.  Welch  was 
a member  of  the  Aerospace  Medical  Associa- 
tion, the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frederic  David  Zeman,  M.D.,  of  New  York  City, 
died  on  March  26  at  the  age  of  seventy-six.  Dr. 
Zeman  graduated  in  1917  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  chief  of  the  medical  staff  at  the  Jewish 
Home  and  Hospital  for  the  Aged.  Dr.  Zeman 
was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  Col- 
lege of  Physicians,  and  a member  of  the  Ameri- 
can Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Pathologi- 
cal Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Ziporkes,  M.D.,  of  New  York  City,  re- 
tired, died  on  March  25  at  the  age  of  eighty- 
five.  Dr.  Ziporkes  graduated  in  1905  from 
Cornell  University  College  of  Medicine.  He 
was  a consulting  ophthalmologist  at  Sydenham 
Hospital  and  an  honorary  consulting  ophthal- 
mologist at  Bronx-Lebanon  Hospital  Center. 
Dr.  Ziporkes  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


'Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  ol  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 
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H 
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Medical  News 


Sale  of  cigarets  banned 
in  municipal  hospitals 

In  an  effort  to  restrict  cigaret  smoking  in  city 
hospitals,  Commissioner  Joseph  V.  Terenzio  has 
banned  the  sale  of  cigarets  in  all  municipal 
hospital  facilities.  The  ban,  which  became  ef- 
fective April  15,  follows  a recommendation  of 
the  Advisory  Council  of  Medical  Boards. 

The  measure  was  taken  to  demonstrate  the 
commitment  of  the  Department  of  Hospitals  to 
support  the  efforts  of  the  Federal  government 
and  public  health  organizations  to  discourage 
smoking  cigarets. 

It  is  just  six  years  since  the  Surgeon  Gen- 
eral’s Advisory  Committee  on  Smoking  and 
Health  issued  its  report  on  the  health  hazards 
of  cigaret  smoking.  Such  medical  conditions 
as  lung  cancer,  emphysema,  heart  disease,  and 
bronchitis  have  been  attributed  by  the  medical 
profession  to  cigaret  smoking.  Tar  and  nico- 
tine have  been  characterized  as  the  harmful  in- 
gi-edients  in  cigarets. 

Approximately  55  cigaret  vending  machines 
are  being  removed  from  city  hospitals.  At  the 
same  time,  the  cigaret  packs  are  being  taken 
off  gift  shop  counters,  cafeterias,  and  other 
areas  of  the  hospitals  where  cigarets  have  been 
sold. 

Almost  37,000  full-time  city  hospital  em- 
ployes are  affected  by  the  curb  on  cigaret  sales. 

Water  craft  equipment  to 
include  pollution  control  device 

The  State  Health  Department  is  proposing 
legislation  that  would  require  every  water- 
craft manufactured  after  November  1,  1970, 
with  a marine  toilet,  to  be  equipped  with  an  ap- 
proved pollution  control  device  to  prevent  water 
pollution,  Hollis  S.  Ingraham,  M.D.,  State 
health  commissioner,  reported. 

The  measure  would  cover  manufacturers,  dis- 
tributors, and  retailers  and  apply  only  to  boats 
“sold  or  offered  for  sale  for  operation  in  New 
York  State  waters.” 

Violators  would  face  a fine  of  up  to  $1,000 
and  sixty  days  imprisonment. 

In  explaining  his  proposal,  Dr.  Ingraham 
said : 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Beginning  March  1,  the  law  requires  all 
boat  owners  to  equip  marine  toilets  on  their 
craft  with  approved  pollution  control  devices. 
They  may,  as  an  alternative,  seal  up  existing 
toilets  that  do  not  meet  the  approved  design. 

The  ultimate  answer  to  the  pollution  of 
rivers  and  lakes  from  ineffective  marine 
toilets,  however,  is  to  require  all  new  boats  in 
the  future  to  have  approved  units  as  original 
equipment. 

By  making  manufacturers  and  dealers 
responsible  for  installing  these  devices  future 
owners  will  be  spared  the  inconvenience  of  in- 
stallation on  their  new  boats. 

The  time  has  come  to  end  pollution  from 
boats  as  we  move  ahead  with  the  Pure  Waters 
program  in  New  York  State.  Boat  owners 
themselves  will  be  among  the  principal  bene- 
ficiaries of  clean  rivers  and  lakes. 

Dr.  Ingraham  also  announced  that  the  Health 
Department  has  tightened  the  regulation  gov- 
erning sewage  effluent  from  marine  toilets. 
Whereas  previously,  70  coliform  bacteria  per 
100  ml.  of  water  was  permitted,  the  amended 
regulation  now  allows  only  50. 

The  new  regulations  also  incorporate  the 
language  of  the  existing  statute,  which  calls 
for  the  removal  of  “substantially  all  floating 
and  settleable  solids”  from  any  effluent  of 
marine  toilets. 


Personalities 

Appointed.  Susan  T.  Carver,  M.D.,  assistant 
professor  of  medicine,  Cornell  University  Medi- 
cal College,  as  associate  director  of  The  New 
York  Hospital ...  Stanley  M.  Aronson,  M.D., 
professor  of  pathology,  Downstate  Medical 
Center,  to  the  Committee  on  Prevention  of 
Stroke  of  the  Joint  Federal  Committee  for 
Stroke  Facilities.  . .Frederic  Kavaler,  M.D.,  as- 
sociate professor  of  physiology,  Downstate  Med- 
ical Center,  to  the  editorial  board  of  Circulation 
Research. 

Elected.  Milton  Elkin,  M.D.,  New  York  City,  ' 
as  a member  of  the  Board  of  Chancellors  of  the 
American  College  of  Radiology. .. Leonard  J. 
Raider,  M.D.,  as  president  and  Harold  J.  Safian, 
M.D.,  as  vice-president  and  treasurer  of  United 
Medical  Service,  Inc. 
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Anatomy  for  Surgeons:  Volume  3,  The  Back 

and  Limbs,  by  W.  Henry  Hollinshead,  Ph.D. 
Second  edition.  Quarto  of  894  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1969.  Cloth,  $32.50. 

This  text  attempts  to  present  anatomic  facts 
and  concepts  concerning  the  back  and  limbs  that 
are  of  particular  interest  to  the  surgeon.  It  is 
not  intended  to  be  a complete  descriptive  anat- 
omy of  these  parts,  but  is  designed  to  serve  both 
as  a ready  reference  and  as  a review  of  numer- 
ous, sometimes  minute,  anatomic  details.  Over 
400  new  references  have  been  added  in  this  new 
edition  in  an  effort  to  provide  up-to-date  guides 
to  the  literature  when  further  details  are  re- 
quired. 

Manual  of  Blood  Component  Preparation.  Oc- 
tavo of  113  pages,  illustrated.  Chicago,  Ameri- 
can Association  of  Blood  Banks,  1969.  Spiral, 
$5.00. 

This  manual  contains  the  technics  and  proce- 
dures which  have  been  developed  for  use  in  the 
training  program  conducted  by  the  American 
Association  of  Blood  Banks  during  the  last  two 
years.  Each  section  contains  a bibliography 
and  also  describes  the  therapeutic  use  of  the 
component. 

The  Physician’s  Guide  to  Managing  Emotional 
Problems.  By  A.  H.  Chapman,  M.D.  Octavo 
of  373  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1969.  Cloth,  $11. 

This  book  is  designed  to  help  family  physicians 
and  internists  to  do  a better  job  in  evaluating 
and  managing  patients  whose  problems  are  pri- 
marily emotional.  Very  little  attention  is  given 
to  theory  and  speculation.  The  author  sticks  to 
concrete  problems  encountered  in  practice  and 
gives  specific  advice  on  how  to  handle  them. 

WHITBY  and  BRITTON  Disorders  of  the 
Blood.  By  C.  J.  C.  Britton,  M.D.  Tenth  edi- 
tion. Quarto  of  860  pages,  illustrated.  New 
York,  Grune  & Stratton,  1969.  Cloth,  $19.75. 

The  large  amount  of  new  information  on  this , 
subject  has  necessitated  considerable  rewriting 
and  deletion  of  much  of  the  previous  edition. 
The  pruning  has  been  so  great  that  considerably 
more  new  material  has  been  added  than  in  any1 
previous  edition,  although  there  has  been  no  in- 
crease in  the  number  of  pages.  The  sections  on 
coagulation  and  its  disorders  have  been  rewrit- 
ten in  the  light  of  current  practice  in  this  sub- 
ject. 
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Editorials 


Application  activity  and  MCAT  data  of  applicants  to  the 
class  of  1968—69 


The  largest  number  of  applications  ever 
processed  were  initiated  by  21,118  appli- 
cants seeking  placement  in  the  1968-69 
first-year  class  of  American  medical  schools. 
While  the  applicant  pool  increased  by  12 
per  cent  over  1967-68,  the  quantity  of  appli- 
cants rose  20  per  cent  above  the  previous 
year.  Underlying  causes  may  be  greater 
emphasis  on  undergraduate  science  pro- 
grams, more  twenty-two-year  olds  in  the 
population  composition,  and  more  student 
interest  in  the  health  professions.  At  the 
same  time,  the  average  number  of  applica- 
tions per  individual  moved  upward  from 
5.0  in  1967-68  to  5.3  in  1968-69. 

One  or  more  offers  of  acceptance  were  ex- 
tended to  10,092  applicants,  47.9  per  cent  of 
all  applicants,  for  9,740  available  places. 
This  represents  an  increase  of  426  or  four 
per  cent  more  first-year  places  than  in  1967- 
68.  In  addition  to  the  9,740  new  entrants, 
123  repeating  or  re-entering  students  ac- 
counted for  the  enrolled  total  of  9,863.  The 
number  of  nonmatriculants  in  the  accepted 
total  decreased  from  4 per  cent  in  1967-68 
to  3.5  per  cent  in  1968-69. 

’datagrams,  vol.  11,  no.  8,  February,  1970. 


Table  I presents  a summary  of  applica- 
tion activity  for  each  of  the  first-year  medi- 
cal school  classes  from  1960-61  through 
1968-69.  Two  hundred  nineteen  of  the  426 
new  first-year  places  for  1968-69  were  pro- 
vided by  five  new  schools  (Connecticut, 
California-Davis,  California-San  Diego, 
Texas-San  Antonio,  and  Mt.  Sinai).  The 
remaining  207  new  first-year  places  were 
added  by  the  95  existing  schools.  It  is  ap- 
parent that  this  4 per  cent  increase  did  not 
satisfy  the  demand  created  by  a 12  per  cent 
rise  in  applicants.  As  a result,  the  propor- 
tion of  acceptances  declined  from  51.8  per 
cent  in  1967-68  to  47.9  per  cent  in  1968-69. 

Furthermore,  it  seems  reasonable  to  as- 
sume that  the  following  applicant  year  will 
produce  even  greater  numbers  of  applicants 
as  well  as  applications,  since  the  group  of 
twenty-two-year  olds  is  expanding,  and  the 
interest  in  science  and  health  is  becoming 
more  intense.  Two  new  schools  (Louisiana 
State  at  Shreveport  and  Medical  College  of 
Ohio  at  Toledo)  accepted  64  additional  first- 
year  students  for  1969-70,  while  existing 
schools  contributed  approximately  484  new 
places  to  an  expanded  enrollment. 


TABLE  I.  Summary  of  application  activity,  1960-61  through  1968-69 


First  Year 
Class 

No.  of 
Applicants 

No.  of 
Applications 

Applications 

Per 

Individual 

Accepted 

Applicants 

New 

Entrants 

First- Year 
Enrollment* 

Per  Cent 
of  Total 
Applicants 
Accepted 

1960-61 

13,397 

54,662 

3.8 

8,560 

8,069 

8,298 

59.5 

1961-62 

14,381 

53,834 

3.7 

8,682 

8,143 

8,391 

60.4 

1962-63 

15,847 

59,054 

3.7 

8,959 

8,394 

8,642 

56.5 

1963-64 

17,668 

70,063 

4.0 

9,063 

8,565 

8,842 

51.3 

1964-65 

19,168 

84,571 

4.4 

9,043 

8,587 

8,836 

47.2 

1965-66 

18,703 

87,111 

4.7 

9,012 

8,554 

8,760 

48.2 

1966-67 

18,250 

87,627 

4.8 

9,123 

8,775 

8,991 

50.0 

1967-68 

18,724 

93,332 

5.0 

9,702 

9,314 

9,473 

51.8 

1968-69 

21,118 

112,195 

5.3 

10,092 

9,740 

9,823 

47.9 

* Includes  previously  enrolled  students. 
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TABLE  II.  Mean  MCAT  scores  of  accepted,  unaccepted,  and  total  applicants,  1960-61  through  1968-69 


First- Year 
Class 

Verbal 

Ability 

^ Mean  MCAT  Scores * 

Quantitative  General 

bility  Information 

Science 

No. 

Taking 

MCAT 

Percentage 
of  Total 
Applicants 

Total 

Applicants 

Accepted  Applicants 

1960-61 

527 

533 

527 

533 

8,500 

99  3 

8,560 

1961-62 

533 

538 

522 

537 

8,633 

99.4 

8,682 

1962-63 

544 

537 

541 

545 

8,920 

99.6 

8,959 

1963-64 

537 

552* 

549 

545 

9,021 

99.5 

9,063 

1964-65 

540 

567* 

561 

556 

9,015 

99.7 

9,043 

1965-66 

541 

583 

565 

548 

8,983 

99.7 

9,012 

1966-67 

549 

584 

566 

550 

9,109 

99.8 

9,123 

1967-68 

554 

596 

566 

565 

9,676 

99.7 

9,702 

1968-69 

556 

600 

570 

577 

10,010 

99.2 

10,092 

Unaccepted  Applicants t 

1960-61 

464 

453 

473 

449 

5 , 462 

93  6 

5,837 

1961-62 

469 

465 

469 

458 

5,340 

93.7 

5,699 

1962-63 

475 

464 

485 

460 

6,515 

94.6 

6,888 

1963-64 

484 

476* 

501 

467 

8,247 

95.8 

8,605 

1964-65 

481 

492* 

509 

473 

9,802 

96.8 

10,125 

1 965-66 

473 

502 

511 

466 

9,324 

96.2 

9,691 

1 966-67 

488 

510 

516 

478 

8,781 

96.2 

9,127 

1967-68 

496 

514 

514 

485 

8,580 

95.1 

9,022 

1968-69 

497 

526 

519 

495 

10,433 

94.6 

11,026 

Total  Applicants 

1960-61 

503 

501 

506 

500 

13,962 

97.0 

14,397 

1961-62 

509 

510 

501 

507 

13,973 

97.2 

14,381 

1962-63 

515 

506 

517 

509 

15,435 

97.4 

15,847 

1963-64 

511 

516* 

526 

508 

17,268 

97.7 

17,688 

1964-65 

509 

528* 

534 

513 

18,817 

98.2 

19,168 

1965-66 

507 

542 

538 

507 

18,307 

97.9 

18,703 

1966-67 

519 

548 

541 

515 

17,890 

98.0 

18,250 

1967-68 

527 

558 

542 

527 

18,256 

97.5 

18,724 

1968-69 

526 

562 

544 

535 

20,443 

96.8 

21,118 

* Figure  has  been  adjusted.  See  Hutchins,  E.  B.,  and  Wallace,  W.  L.:  The  Effect  of  Practice  in  Norming  the  Quantitative 

Ability  Section  of  the  Medical  College  Admission  Test,  AAMC  Office  of  Basic  Research  Technical  Report  No.  M662,  1966 
(mimeographed ) . 

t Figures  include  those  who  withdrew  before  any  action  was  taken  on  any  of  their  applications. 


In  keeping  with  the  general  upward 
trend,  22,288  students  took  the  MCAT  ex- 
amination in  1967  (11,867  in  May;  10,421 
in  October),  an  increase  of  13  per  cent  over 
1966.  Twenty  thousand  four  hundred 
forty-three  of  the  1967  examinees  plus  675 
individuals  who  were  not  tested  in  that 
year,  made  up  the  1968-69  applicant  pool  of 
21,118.  On  the  basis  of  the  larger  1968 
group  of  MCAT  examinees  that  consisted 
of  14,663  in  May  and  11,899  in  October,  a 
total  of  26,562,  it  can  be  anticipated  that 
approximately  23,000  filed  applications  for 
the  1969-70  first-year  class.  In  1969,  an 


even  larger  group,  28,896  MCAT  examinees 
were  recorded,  and  applications  for  places 
in  the  1970-71  entering  class  should  reach 
an  unprecedented  high. 

Table  II  indicates  that  mean  MCAT 
scores  for  accepted,  unaccepted  and  total 
applicants  continued  to  improve,  confirming 
the  over-all  quality  of  applicant  perform- 
ance. The  larger  number  of  examinees  as 
well  as  the  better  test  results  of  each  suc- 
ceeding year  would  seem  to  justify  a signifi- 
cant increase  in  available  first  year  places. 
(Divisions  of  Student  Affairs  and  of  Educa- 
tional Measurement  and  Research) 
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You  Can’t 
Blame 
a Girl... 


(when  her  husband’s  at  fault) 


Flagyl 


brand  of 

metronidazole 


Cures  T richomoniasis  in  Both  Women 


and  Men 


About  half  of  all  husbands  of  infected  women 
harbor  Trichomonas  vaginalis* 

Few  of  these  men  have  symptoms.  Even  so,  all 
are  capable  of  perpetuating  the  infection  and 
rendering  treatment  of  a woman  alone  futile. 

Only  a systemically  active  medication  like 
Flagyl  is  capable  of  reaching  the  hidden  reser- 


voirs of  infection  in  the  genitourinary  tracts  of 
both  men  and  women. 

Only  Flagyl  has  been  able  to  achieve  rates  of 
cure  consistently  above  90  per  cent  and  often  up 
to  100  per  cent  in  trichomonal  infections  in  both 
men  and  women. 


Indications:  For  the  treatment  of  trichomoniasis  in  both 
male  and  female  patients  and  the  sexual  partners  of  patients 
with  a recurrence  of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or  culture. 
Contraindications:  Evidence  of  or  a history  of  blood  dyscra- 
sia,  active  organic  disease  of  the  central  nervous  system  and 
the  first  trimester  of  pregnancy. 

IVarnings:  Use  with  discretion  during  the  second  and  third 
trimesters  of  pregnancy  and  restrict  to  patients  not  cured  by 
topical  measures.  Flagyl  (metronidazole)  is  secreted  in  the 
breast  milk  of  nursing  mothers.  It  is  not  known  whether  this 
can  be  injurious  to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  reported  during  Flagyl 
use;  total  and  differential  leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug,  especially  if  a sec- 
ond course  is  necessary.  Avoid  alcoholic  beverages  during 
Flagyl  therapy  because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnor- 
mal neurologic  signs  occur.  There  is  no  accepted  proof  that 
Flagyl  is  effective  against  other  organisms  and  it  should  not 
be  used  in  the  treatment  of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache,  anorexia,  vomiting, 
diarrhea,  epigastric  distress,  abdominal  cramping,  constipa- 
tion, a metallic,  sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacerbation  of  vaginal  mon- 
iliasis, an  occasional  reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and  ataxia,  numbness 
or  paresthesia  of  an  extremity,  fleeting  joint  pains,  confusion, 
irritability,  depression,  insomnia,  mild  erythematous  erup- 
tions, “weakness,”  urticaria,  flushing,  dryness  of  the  mouth. 


vagina  or  vulva,  vaginal  burning,  pruritus,  dysuria,  cystitis,  a 
sense  of  pelvic  pressure,  dyspareunia,  fever,  polyuria,  incon- 
tinence, decrease  of  libido,  nasal  congestion,  proctitis,  pyuria 
and  darkened  urine  have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  experience  abdominal 
distress,  nausea,  vomiting  or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female.  One  250-mg. 
tablet  orally  three  times  daily  for  ten  days.  Courses  may  be 
repeated  if  required  in  especially  stubborn  cases;  in  such  pa- 
tients an  interval  of  four  to  six  weeks  between  courses  and 
total  and  different  leukocyte  counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts  of  500  mg.  are 
available  for  use,  particularly  in  stubborn  cases.  When  the 
vaginal  inserts  are  used  one  500-mg.  insert  is  placed  high  in 
the  vaginal  vault  each  day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily  during  the  ten-day 
course  of  treatment.  Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male  Prescribe  Flagyl  only  when 
trichomonads  are  demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days.  Flagyl  should 
be  taken  by  both  partners  over  the  same  ten-day  period 
when  it  is  prescribed  for  the  male  in  conjunction  with  the 
treatment  of  his  female  partner. 


Dosage  Forms:  Oral  tablets 250  mg. 

Vaginal  inserts  . . . . 500  mg. 


^References  available  on  request. 
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Corticosteroid  therapy 
week  after  week. 


then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin'  300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  momlia)  in  the 

intestinal  tract. 

Contraindication  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable,  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions  Overgrowth  of  nonsusceptible  organisms  may  occur 
Constant  observation  is  essential  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin- 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity,  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney-rise  in  BUN.  apparently 
dose-related  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans 

Average  Adult  Daily  Dosage  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


P LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Keynote  Address 


WERNHER  VON  BRAUN,  PH.D.j 
Huntsville,  Alabama 

Director,  Marshall  Space  Flight  Center,  National 
Aeronautics  and  Space  Administration 


p ROM  THE  BEGINNING  of  the  space  age, 
members  of  the  medical  profession  have 
been  in  the  forefront  of  man’s  ventures  into 
this  new  domain.  Even  before  the  first  arti- 
ficial satellite  orbited  the  earth,  medical  sci- 
ence was  helping  man  to  fly  farther,  higher, 
and  faster  in  the  upper  reaches  of  earth’s 
atmosphere.  Space  medicine  is  an  indis- 
pensable part  of  the  space  program.  The 
knowledge  gained  in  helping  our  astronauts 
to  survive  and  function  efficiently  in  space  is 
being  used  to  restore  health  and  alleviate 
suffering  among  thousands  of  people  whose 
farthest  trip  from  earth  may  have  been  an 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Space  Medicine,  February  9,  1969,  and  does  not  reflect 
current  budget  figures. 

* Supported  by  Ciba  Pharmaceutical  Company,  Sandoz 
Pharmaceuticals,  and  Ayerst  Laboratories. 

t By  invitation. 


elevator  ride  to  the  top  floor  of  a downtown 
department  store.  We  in  NASA  (National 
Aeronautics  and  Space  Administration) 
deeply  appreciate  your  contributions  to  the 
national  space  program  and  hope  that  you 
will  continue  to  pursue  your  investigations. 

Americans  will  land  on  the  moon  in  1969, 
reaching  a goal  that  was  established  in 
1961.  It  will  be  a year  of  unprecedented 
achievement  for  NASA.  It  is  also  a year  of 
crucial  decision  regarding  the  future  of  our 
space  efforts. 

NASA’s  budget  for  the  next  fiscal  year  is 
now  before  Congress.  Briefly,  it  has  been 
called  a “holding”  budget  that  provides  for 
the  continuation  of  projects  now  in  progress 
but  defers  critical  newT-start  programs  and 
funding  decisions  to  the  new  administration. 
If  the  proposed  budget  is  approved  by  Con- 
gress substantially  as  presented,  it  would 
halt  a four-year  downward  trend  in  the 
funding  of  NASA.  It  is  a Spartan  budget, 
permitting  a balanced  program  of  useful 
work  in  a number  of  worth-while  areas,  but 
it  does  not  make  full  use  of  the  aerospace 
capabilities  that  this  country  has  developed 
within  the  government,  in  industry,  and  in 
universities.  Early  decisions  are  required 
in  the  manned  space  flight  program  regard- 
ing further  lunar  exploration  and  the  de- 
velopment of  future  space  stations.  The 
time  is  also  ripe  for  consideration  of  an  un- 
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manned  expedition  in  the  late  seventies  to 
the  outer  planets,  Jupiter,  Saturn,  Uranus, 
and  Neptune. 

The  state  of  the  nation’s  economy  has  an 
important  bearing  on  the  future  of  the  space 
program.  It  is  also  true  that  space  explora- 
tion, by  its  direct  and  indirect  contributions 
to  the  progress  of  the  economy  and  our  so- 
ciety, influences  the  prosperity  of  our  coun- 
try. A NASA  annual  budget  of  4 billion 
dollars  is  considerably  less  than  one  half  of 
1 per  cent  of  the  gross  national  product,  and 
it  is  less  than  2 per  cent  of  the  proposed 
Federal  budget  now  under  consideration  by 
Congress. 

Human  Habitation 
of  Cosmos, 
Apologia  or  Imperative 

CONSTANTINE  D.  J.  GENERALES,  JR.,  M.D. 

New  York  City 

Thought,  once  a timid  bird  of  space  that 
Long  ago  began  to  unfold  its  wings  of  lan- 
guage, 

Is  but  now  truly  free  to  fly  beyond  its  cage 
of  words 

On  the  power  of  imagination. 

— C.  D.  J.  Generales  (1908  — ) 

The  Universe  is  a lodging  house  for  the 
myriad  things,  and  time  itself  is  a traveling 
guest  of  the  centuries. 

— Li  Po  (701-762  A.D.) 


M-  s survival  depends  on  his  ability  to 
adapt  harmoniously  to  changing,  unfamiliar, 
and  hostile  environments. 

During  the  last  two  centuries  man  has 
been  directing  his  science  and  technology 
with  increasing  tempo  toward  leaving  the 
earth  and  soaring  into  space.  In  the  realiza- 

Chairman’s  address  presented  at  the  163rd  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of  New  York,  New 
York  City,  Section  on  Space  Medicine,  February  9,  1969. 


The  impact  of  space  exploration  on  our 
society  is  far  greater  than  this  relatively 
small  investment  would  indicate,  however, 
because  of  the  advances  in  science  and  tech- 
nology which  it  produces. 

The  Apollo  8 flight  into  lunar  orbit  in 
December,  1968,  has  renewed  the  world’s 
confidence  in  the  strength  and  vitality  of 
the  United  States  as  a technologic  leader. 
The  television  broadcast  by  the  three  astro- 
nauts from  lunar  orbit  on  Christmas  Eve 
was  carried  immediately  through  communi- 
cation satellites  to  viewers  in  64  countries, 
totaling  an  estimated  600  to  800  million 
people. 

tion  of  this  dream,  as  old  as  mankind  itself, 
the  role  of  the  physician,  and  especially  of 
those  with  paramedical  interests,  has  been 
a prominent  one.  Terence  once  stated:  “I 

am  a physician  and  nothing  that  concerns 
man  do  I consider  foreign  to  me.” 

Physician-scientists 

The  first  intellectual  genius  in  history, 
Imhotep  (2700  B.C.),  was  a physician  as 
well  as  an  astronomer  and  architect.  Other 
physician-scientists  include  Pythagoras 
(mathematics) ; Empedocles  and  Democri- 
tus (natural  history) ; Avicenna  (astron- 
omy, philosophy,  and  mathematics)  ; Aver- 
roes  (astronomy,  philosophy,  and  law)  ; 
Copernicus  and  Galileo  (astronomy)  ; Nils 
Steensen  and  James  Hutton  (geology) ; 
John  Locke  (philosophy) ; Jan  Baptista  van 
Helmont  (chemistry)  ; William  Gilbert 
(magnetism) ; Thomas  Young  (optics) ; 
John  Jeffries  and  Jean  Frangois  Pilatre  de 
Rozier  (aeronautics)  ; and  Boris  Yegorov 
(cosmonautics).  In  1576  Aloisius  Lilius, 
professor  of  medicine  at  the  University  of- 
Perugia,  after  ten  years  of  belabored  calcu- 
lations, presented  the  Roman  Curia  with  the 
Gregorian  calendar,  officially  promulgated 
by  Pope  Gregory  XIII  in  1582.  Note  should 
also  be  taken  that  it  was  Erasmus  Darwin 
(1731-1802),  grandfather  of  Charles,  who 
first  mentioned  the  beneficial  and  thera- 
peutic effect  of  the  centrifuge  in  inducing 
sleep,  reducing  heart  activity,  and  suppress- 
ing fever. 

In  1660  another  physician-scientist,  Rob- 
ert Boyle  (physiology,  physics,  and  chem- 
istry), proved  that  a vacuum  is  inimical  to 
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the  higher  forms  of  life.  I have  singled  out 
this  illustrious  scholar  as  the  true  progeni- 
tor of  space  medicine,  which  I consider  to 
be  the  study  of  man,  the  universe,  and  man’s 
relationship  to  the  universe.1 

Physician-explorers 

Among  the  luminaries  in  the  gallery  of 
physician-explorers  are : Democedes  of 

Crotona,  known  for  his  medical  journeys 
deep  into  the  Persian  Empire  (he  cured 
(?)  Darius’  gouty  foot  and  the  breast  can- 
cer of  his  Queen  Atossa  some  2,500  years 
ago),  who  explored  the  coastline  of  Greece; 
David  Livingstone,  discoverer  of  the  Vic- 
toria Falls;  James  Lind,  celebrated  con- 
queror of  scurvy;  and  Sir  Joseph  Hooker, 
physician-botanist,  who  sailed  under  the 
command  of  Sir  James  Clark  Ross,  the  dis- 
tinguished discoverer  of  the  North  Mag- 
netic Pole  as  well  as  the  great  sea  and  ice 
barrier  in  the  Antarctica  now  bearing  his 
name. 

It  was  also  a memorable  occasion  when 
the  astronomer,  mathematician,  and  physi- 
cist, Galileo  Galilei  (1564-1642),  noticed  the 
swinging  of  the  chandelier  in  the  Cathedral 
of  Pisa  and  found  by  counting  his  pulse  that 
its  swinging  in  regular  rhythm  promulgated 
the  well-known  law  of  the  isochronism  of 
the  pendulum.  However,  an  event  of  great 
significance  occurred,  namely,  the  meeting 
between  Santorio  (1561-1636),  professor  of 
medicine  at  the  University  of  Padua,  and 
Galileo  Galilei.2  Santorio  reversed  this 
process  of  timing  the  pulse  by  the  arc  of  a 
swinging  pendulum;  the  cord  was  so  ad- 
justed that  the  pendulum  would  swing  at 
the  same  rate  as  the  pulse.  The  pulse  rate 
wras  expressed  in  terms  of  length  of  the 
pendulum’s  cord.  This  was  the  pulsilogium 
di  Santorio  in  the  simplest  form  (Fig.  1). 
Galileo’s  invention  of  the  spirit  (alcohol) 
thermometer,  which  he  called  a scherzino 
(little  joke),  was  taken  more  seriously. 
Recognizing  its  value  in  the  measurement  of 
fevers,  Santorio  devised  three  types  of  ther- 
mometers for  medical  purposes.  Parenthet- 
ically, it  is  interesting  to  note  that  benefits 
to  mankind  from  today’s  exploration  of 
space  extend  back  for  centuries,  thanks  to 
the  clinician’s  application  of  instruments 
and  devices  imagined  and  constructed  often 
by  nonmedical  individuals  for  diverse  pur- 
poses. There  are  countless  thousands  of 


FIGURE  1.  Pulsilogium  di  Santorio.  First  me- 
chanical attempt  of  measuring  the  pulse.  (Cour- 
tesy of  Prof.  Luigi  Stroppiana,  Department  of 
History  of  Medicine,  University  of  Rome.) 


“spin-offs”  in  the  cross  fertilization  between 
medicine,  technology,  and  routine  life  which 
have  been  most  rewarding  to  man. 

Physician-writers 

Physician-writers  have  also  made  invalu- 
able contributions  to  mankind.  These  in- 
clude John  Keats,  Oliver  Goldsmith,  Sir 
Arthur  Conan  Doyle,  Somerset  Maugham, 
George  Buechner,  Friedrich  von  Schiller, 
Arthur  Schnitzler,  Francois  Rabelais,  An- 
ton Chekhov,  Oliver  Wendell  Holmes,  and 
William  Carlos  Williams.  These  lists  are 
far  from  complete. 

“Speed  is  the  only  new  vice  invented  by 
man,”  Aldous  Huxley  once  observed.  But, 
truly,  did  man  invent  speed?  He  was  born 
into  motion.  Consider  the  aggregate  veloci- 
ties of  the  rotation  of  the  earth,  its  revolu- 
tion around  the  sun,  which  in  turn  leads  its 
family  of  planets,  satellites,  asteroids,  com- 
ets, and  interplanetary  matter  toward  the 
constellation  Hercules  within  the  Milky 
Way,  the  later  completing  one  rotation  every 
two  hundred  million  years. 

If  we  project  these  velocities  linearly,  we 
find  man  hurtling  through  space  at  about 
1,837,500  km.  per  hour,  a little  better  than 
VG7  the  speed  of  light  or  16  million  times 
the  velocity  of  sound.  This  is  still  not  the 
final  figure,  but  it  includes  the  astounding 
speed  with  -which  the  Milky  Way  moves 
around  the  center  of  a supercluster  of  2,500 
neighboring  galaxies  (2,170.55  km.  per 
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hour)  revolving  around  an  unknown  center 
of  gravity.  Shackled  by  its  present  limita- 
tions of  knowledge,  astrophysics  pauses 
here,  but  man’s  speculation  and  imagination 
go  on.  His  desires  are  unlimited;  his  quest 
for  answers  never  ceases.  Who  is  he,  where 
is  he  really  going,  and  why? 

Man  on  earth 

We  cannot  disagree  with  Aristotle: 
“Man  was  not  born  as  something,  but  born 
for  something.”  We  know  that  man  is  an 
open  thermodynamic  system  with  the  in- 
herent property  of  giving  off  and  receiving 
energy.  By  studying  fossils,  we  have 
placed  the  appearance  of  man  somewhere  in 
the  late  Pleistocene  or  early  Pliocene  age 
approximately  two  million  years  ago.  The 
various  Asian  (Ramapithecus)  and  African 
(Australopithecus)  hominids,3  man’s  direct 
ancestors,  seem  to  have  a common  origin  in 
the  early  Miocene  or  late  Oligocene,  some 
thirty  million  years  ago,  as  revealed  by  the 
evolution  of  the  albumin  molecule  through 
quantitative  microcomplement  fixation  stud- 
ies on  serum  albumins.4  The  most  recently 
discovered  skull  related  to  man,  Aegypto- 
pithecus,  is  calculated  to  be  twenty-seven  to 
twenty-eight  million  years  old.5 

As  a result  of  these  observations,  it  is 
fairly  safe  to  state  that  it  took  homo  sapiens 
at  least  two  million  years  to  reach  a popula- 
tion of  1 billion,  and  that  was  as  recent  as 
1850  A.D.  Only  seventy-five  years  later, 
by  1925,  man  had  doubled  this  number. 
Thirty-five  years  later,  in  1960,  he  had 
tripled  his  kind.  At  this  rate,  he  will  have 
quadrupled  by  1980  and  will  reach  5 billion 
in  1990.  At  the  turn  of  the  century,  there 
will  be  7 billion  people  on  this  earth.  To 
dramatize  this  space-demanding  biologic  re- 
productive process  and  bring  it  into  accel- 
erated focus,  one  need  only  recall  that  the 
Paramecium  divides  into  two  every  twenty- 
two  hours.  Thus,  beginning  on  January  1, 
if  unchecked,  this  animalcule  population 
would  occupy  1 cubic  mile  on  March  7,  and 
by  April  1 would  equal  259,867,944,365 
cubic  miles,  the  volume  of  the  earth  (Fig. 
2). 

As  far  ahead  as  it  is  back  to  Columbus, 
the  population  density  on  this  planet  will 
be  somewhere  between  6 and  8 million  per 
square  mile  with  not  enough  standing  room 
for  each  person,  an  absurd  situation  at  to- 


day’s thinking.  The  flagrant  misuse  of 
terrestrial  space  at  present  is  obvious  from 
the  air  to  any  traveling  observer.  The  vig- 
orous tillers  of  the  soil  are  superseded  by 
the  anxiety-stricken,  pill-swallowing  city 
dwellers  in  the  urban  implosion.  What  is 
the  maximum  number  of  people  the  earth 
can  support  today,  tomorrow,  and  the  days 
thereafter  and  at  what  standards  of  living, 
now  or  in  the  future?  We  simply  do  not 
know. 

In  his  The  Hidden  Dimension,  anthropolo- 
gist Hall0  asks  how  much  space  man  needs. 
He  has  defined  four  social  zones.  The  Inti- 
mate Zone  is  within  an  arm’s  length,  where 
eating,  procreating,  comforting,  and  pro- 
tecting take  place,  and  invasion  by  stran- 
gers brings  alarm  and  stress.  The  Personal 
Zone,  extending  from  an  arm’s  length  to 
about  4 feet,  is  the  area  of  private  conversa- 
tion. The  Social  Zone,  4 to  10  feet,  is  the 
area  for  general  working  together  in  parties 
or  groups.  This  is  the  buffer  to  the  Public 
Zone  to  which  anyone  has  access  and  reaches 
beyond  12  feet. 

Medical  science  recognizes  a host  of  ail- 
ments due  exclusively  to  overcrowding  aside 
from  those  due  to  contagion.  Some  of  these 
are  chronic  headaches,  thyroid  disorders, 
peptic  ulcers,  colitis,  hypertension,  increased 
arteriosclerosis,  as  well  as  aberrations  in 
social  behavior,  drug  addiction,  alcoholism, 
decreased  work  output,  and  certain  mental 
disorders.  Similar  results  occur  among  ani- 
mals when  confined  to  close  quarters.  In 
fact,  “togetherness”  in  certain  rat  experi- 
ments has  caused  a 100  per  cent  fatality 
rate  at  a single  radiation  dosage  within 
thirty  days  and  not  one  death  when  the  ani- 
mals were  radiated  with  the  same  dosage  in 
individual  cages.7 

It  is  interesting  to  recall  that  man’s  first 
wireless  transmission  of  energy  took  place 
only  a hundred  years  ago.  Mahlon  Loomis, 
a dentist,  succeeded  in  1866  in  sending  a 
radio  message  18  miles  between  two  high 
peaks  in  the  Blue  Ridge  Mountains  of  Vir- 
ginia.8 Incidentally,  Congress  did  not  sup- 
port his  request  for  appropriations  to  pur- 
sue his  idea,  already  patented,  and  the  en- 
tire investigation  was  dropped.  The  result 
is  that  Marconi  is  credited  with  the  honor 
of  having  “invented”  wireless  telegraphy 
some  thirty-four  years  later,  an  irony  of 
history.  That  1866  radio  message,  once  it 
penetrated  the  atmosphere,  is  now  reaching 
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FIGURE  2.  Curves  represent  man’s  accelerated  achievements  and  desemble  hyperbolas.  Comets 
and  meteors  traveling  over  a velocity  of  25.18  miles  per  second  prescribe  hyperbolic  trajectories  with 
an  eccentricity  (e)  > 1.  At  such  velocities  these  celestial  bodies  have  not  been  observed  to  return 
to  our  solar  system.1  (Quo  vadis,  homo  sapiens?) 


out  to  stars  some  625  trillion  miles  away 
and,  for  all  we  know,  may  have  reached  and 
been  decoded  by  some  supercivilization. 


Man  in  space 

I have  stated  elsewhere  that  before  ven- 
turing into  space,  it  will  take  at  least  a 
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generation  to  solve  the  mysteries  of  weight- 
lessness.9 Is  it  best  for  man  to  be  born 
directly  into  the  weightless  state,  to  become 
adapted  to  weightlessness  or  a fraction 
thereof  during  childhood,  adolescence,  or 
adulthood,  or  not  to  be  exposed  to  prolonged 
weightlessness  without  proper  compensa- 
tion? Incidentally,  it  will  be  remembered 
that  man  has  spent  nine  months  of  his  uter- 
ine life  in  a quasi  weightless  state. 

During  transit  through  space,  man  will 
utilize  many  sources  of  energy  from  inter- 
planetary, interstellar,  and  intergalactic 
spaces.  For  example,  magnetic  and  gravi- 
tational fields,  corpuscular  and  wave  radia- 
tion consisting  of  high-energy  protons,  elec- 
trons, neutrons,  mesons,  neutrinos,  and  so 
on;  infrared  and  ultraviolet  rays,  x-rays, 
gamma  rays,  cosmic  dust,  and  very  recently, 
formaldehyde,  water  vapor,  and  ammonia 
have  been  detected  within  our  galaxy.10 
Two  isotopes  of  carbon-12  and  carbon-13  in 
interstellar  space  have  been  identified  and 
measured,  and  the  values  (82  carbon-12s  for 
each  carbon-13)  were  found  to  be  identical 
to  the  terrestrial  ratio.11  Free  radicals 
OH-,  OoN~,  ON-,  singly  charged  helium-4, 
doubly  charged  helium-3,  and  oxygen  with 
positive  charges  of  5,  6,  7,  as  well  as  other 
ions,  have  been  identified.12  Tsao,  Shapiro, 
and  Silberg,13  of  the  National  Research  Lab- 
oratory, have  on  the  basis  of  analyzing  pre- 
vious data  deduced  that  neon,  magnesium, 
silicon,  iron,  chromium,  sulfur,  argon,  cal- 
cium, aluminum,  “and  all  other  elements” 
are  present  in  various  states  in  our  galaxy. 
Almost  weekly,  new  elements,  isotopes,  radi- 
cals, and  so  on  are  being  reported.  As  re- 
cently as  June  1,  1969,  a student  at  the  Uni- 
versity of  California,  Los  Angeles,  Michael 
M.  Dworetsky,  discovered  through  stellar 
spectral  analysis  an  abundance  of  platinum 
in  an  ionized  state  in  a number  of  stars 
some  three  hundred  light  years  distant, 
known  as  Peculiar  A stars,  that  are  rich  in 
mercury.  A small  number  of  senior  astron- 
omers have  also  identified  unusual  elements 
in  stars.14  The  local  resources  of  individual 
stars,  of  which  an  estimated  5 per  cent  have 
planets,  will  be  tapped  for  use  when  man 
decides  to  inhabit  selected  celestial  bodies. 
The  derivation  of  water,  the  extraction  of 
vital  minerals,  chemicals,  and  oxygen  from 
surface  and  subsurface  strata,  and  infrared 
energy  from  radioactive  interiors  will  be 
deemed  useful. 


FIGURE  3.  A 5,000-pound  sphere  instrument 
for  testing  satellite  control  mechanisms,  built  by 
Grumman  Aircraft  Engineering  Co.,  rests  on  table 
on  top  of  cushion  of  air.  If  a mosquito  were  to 
land  on  top  of  equipment,  it  would  disturb  its 
state  of  inertia  and  cause  it  to  tilt  and  oscillate. 
(Courtesy  Grumman  Aircraft  Engineering  Co.).35 


Man  has  already  achieved  synthesis  of 
biomedical  compounds  such  as  amino  acids 
and  proteins  from  primitive  combinations 
of  elements  (ammonia,  carbon  monoxide, 
methane,  carbon  dioxide,  sulfadioxide,  and 
so  on)  and  the  synthesis  of  foodstuffs. 
Caviar,  palatable  and  identical  in  structure 
to  the  natural  product,  is  already  available.15 
Raw  petroleum  has  been  chemically  proc- 
essed to  produce  protein  resembling  meat 
(chicken  or  veal),  so  that  by  1970  French 
scientists  expect  a yield  of  16,000  tons  of 
protein  annually  from  1.6  million  tons  of 
the  hydrocarbon.10  The  creation  of  mem- 
braned  living  cells  is  in  the  offing.  An  ob- 
servational hint  of  adenine,  a vital  com- 
ponent of  nucleic  acid  accepted  as  indis- 
pensable in  the  continuity  of  life,  has  been 
made  in  the  atmosphere  of  Jupiter. 

To  accomplish  the  exploration  and  habita-. 
tion  of  the  cosmos,  man  must  rely  not  only 
on  power  (Fig.  3).  Highly  advanced  pre- 
cision instruments  available  today  will  be, 
along  with  many  others,  valuable  in  the  fu- 
ture, such  as  a device  that  can  record  ac- 
curately switching  time  variations  of  one 
light  inch  (recalling  that  c (velocity  of  light 
in  vacuum)  equals  186,372  miles  per  sec- 
ond) ; another  instrument  whose  sensitivity 
shows  differences  at  the  level  of  10~18  watts, 
advertised  as  the  amount  of  energy  “less 
than  the  power  of  moonlight  on  the  surface 
of  a virus  on  a cloudy  night”  17 ; a crystal- 
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FIGURE  4.  Example  of  ultra  microminiaturiza- 
tion; a synchronous  alternating  current  electric 
motor,  volume  0.015  cu.  in.  (Compare  with  pin- 
head.) (Courtesy  of  American  Rocket  Society, 
now  American  Institute  of  Aeronautics  and  Astro- 
nautics.) 

using  device  for  measuring  distances  to  an 
accuracy  of  0.8  inch  in  25,000  miles;  an  in- 
strument that  can  detect  the  weight  differ- 
ence of  two  words  added  to  a thirty-volume 
encyclopedia,  while  another  chemical  bal- 
ance can  register  the  weight  difference  be- 
tween two  small  objects  when  placed  side  by 
side  or  one  on  top  of  the  other18;  a device 
that  can  measure  variations  of  infrared  en- 
ergy in  the  melting  of  an  ice  cube  five  miles 
distant;  photography  permitting  legibility 
of  newspaper  print  at  100.000  feet;  oil-dif- 
fusion pumps  that  can  create  a vacuum  of 
10  17  mm.  Hg,  a state  not  yet  actually 
equalled  by  experiments  in  space  (Fig.  4). 

Man’s  problems  on  earth 

All  these  instruments  offset  Aristotle’s 
questioning  of  the  validity  of  sense-evidence 
of  the  unaided  senses.  Man  himself  cannot 
distinguish  on  his  skin  between  the  pain  of 
extreme  cold  and  extreme  heat;  he  has  no 
built-in  system  to  warn  him  of  lethal  radia- 
tion before  irreparable  damage  occurs;  he 
cannot  perceive  the  early  warnings  of  an 
imminent  earthquake  as  rats  can.  In  con- 
trast to  some  animals,  he  has  no  spatial  ori- 
entation over  large  bodies  of  water  or  land ; 
he  cannot  discern  the  slow  movement  of  the 
sun  across  the  horizon  as  do  the  eyes  of  the 
fiddler  crab;  he  lacks  the  radar  equipment 
of  the  bat  or  that  of  the  dolphin,  the  visual 
acuity  of  the  owl,  and  the  heat-sensing  fac- 


ulty of  the  rattlesnake.  Man  has  recognized 
that  his  optical  “window”  in  the  electro- 
magnetic spectrum  of  nature’s  energies  is 
pitifully  inadequate  for  him  to  enjoy,  study, 
and  understand  the  wonders  of  the  universe. 
Furthermore,  he  not  only  is  uncertain  as  to 
what  is  best  to  eat  but  also  does  not  know 
often  how  to  eat  or  when  to  stop  eating.  In 
space,  as  in  the  earth’s  environment,  he  finds 
it  expedient  to  use  dehydrated  and  irradi- 
ated foods  and  does  not  realize  the  forfeit  in 
health  by  their  prolonged  use.  Ionized  ir- 
radiation destroys  the  blood-clotting  vitamin 
K,  markedly  weakens  the  action  of  vitamins 
B and  C,  and  diminishes  or  destroys  the 
effectiveness  of  some  10,000  enzymes. 
Neither  man’s  taste  buds  nor  his  stomach 
senses  the  nutritional  inferiority  and  latent 
danger  in  such  foods.  There  is  a high  inci- 
dence of  cancer  in  certain  species  when  fed 
dehydrated  food.19  Man’s  bias  often  ob- 
scures the  rationale  that  fresh  and  uncooked 
digestible  foods  are  superior  to  those  with 
which  he  has  tampered.  Finally,  the  in- 
tegrity of  antibodies  and  immunologic 
agents  inherent  in  fresh  foods  vital  to  the 
preventive  mechanisms  of  the  body  in  re- 
taining good  health  are  by  no  means  guaran- 
teed following  the  preservation  processes  in- 
volving excesses  in  temperature  and  pres- 
sure as  well  as  irradiation. 

For  a number  of  years  it  has  been  known 
that  the  timing  of  the  administration  of 
drugs,  the  institution  of  irradiation,  and 
the  scheduling  of  surgical  operations  in  the 
early  forenoon  is  extremely  important  to 
achieve  maximum  benefit  to  an  individual 
undergoing  treatment  while  at  the  peak  of 
his  greatest  physical  resourcefulness 
through  effective  hormonal,  enzymatic,  and 
biochemical  activities.  Otherwise,  as  we 
know  from  animal  experimentation,  varying 
degrees  of  damage  and  even  death  can  be- 
fall the  patient.20  Certain  animals  are  ten 
times  more  resistant  to  radiation  damage 
at  9:00  A.M.  than  at  9:00  P.M.,  while  tumors 
develop  more  often  and  more  rapidly  in  mice 
living  in  around-the-clock  light  than  those 
living  in  natural  day-and-night  light.21  An 
illustration  of  misinterpretation  of  clinical 
data  in  man  is,  for  example,  the  acid  phos- 
phatase that  can  spell  the  difference  between 
a healthy  person  and  one  having  early  me- 
tastasizing cancer  of  the  prostate  in  whom 
the  value  of  the  acid  phosphatase  is  higher 
at  9 :00  A.M.  and  3 : 00  P.M.  and  lowest  at  3 :00 
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A.M.  and  9:00  P.M.  These  issues  have  un- 
fortunately not  received  the  proper  profes- 
sional attention  in  the  practice  of  medicine 
on  earth,  and  no  one  can  say  how  the  treat- 
ment of  curable  diseases  had  been  frus- 
trated, recovery  prolonged,  or  death  accel- 
erated by  ignoring  some  basic  facts  of  bio- 
logic rhythms.  It  has  yet  to  be  determined 
to  what  degree  the  factors  involved  in  his 
terrestrial  biologic  adaptive  mechanisms  can 
influence  man’s  health  or,  in  turn,  be  af- 
fected by  them  through  the  elements,  ener- 
gies, and  other  states  encountered  in  space 
environment  or  during  man’s  inhabitation 
of  unfamiliar  celestial  bodies.  The  infor- 
mation to  be  acquired  in  this  area  will  be 
distinctly  most  impressive  and  valuable  for 
mankind. 

As  the  human  race  increases  at  the  pres- 
ent rate  of  1 million  every  five  days,  con- 
cepts in  reconstructive  surgery,  internal 
medicine,  preventive  medicine,  molecular 
biology,  biomedical  engineering,  and  many 
other  disciplines  tend  to  blend  with  eugen- 
ics, euthenics  (the  betterment  of  man  by 
changing  his  development  with  improved 
food,  homesite,  and  so  on),  and  eutechnics 
in  the  process  of  aiding  man  to  adapt  to 
accelerating  revolutions  both  external  and 
internal.22  This  is  essential  to  the  venture 
into  space  and  the  habitation  of  suitable 
planets.  For,  as  H.  G.  Wells  warned,  “his- 
tory becomes  more  and  more  a race  between 
education  and  catastrophe.” 

Mother  earth  has  not  always  been  kind 
to  her  children.  Her  water  and  food  re- 
sources are  not  equally  distributed.  There 
are  also  natural  disasters  such  as  hurri- 
canes, tornadoes,  volcanic  eruptions,  forest 
fires,  meteoric  impacts,  extraterrestrial  radi- 
ation, floods,  and  earthquakes.  The  great 
seismic  event  of  January  24,  1556,  the  worst 
single  holocaust  in  modern  times  to  befall 
mankind,  swallowed  up  830,000  people  in 
Shensi  province  of  China,  surpassing  the 
man-created  1945  nuclear  infernos  of  Hir- 
oshima and  Nagasaki  by  a factor  of  five.  It 
is  believed  that  the  series  of  subterranean 
cataclysmic  eruptions  at  Thera  wiped  out 
more  than  one  civilization  in  the  Aegean 
and  could  have  been  heard  as  far  away  as 
Scandinavia.23  The  amount  of  matter  ex- 
pelled at  the  time  exceeded  many  times  that 
of  the  1883  Krakatoa  eruption  that  de- 
stroyed 300  Indonesian  towns.  Its  tidal 
wave  was  felt  around  the  globe,  while  the 


earth’s  daylight  was  affected  for  weeks 
thereafter.24  Times  are  past  when  geologic 
disasters  and  celestial  events  were  explained 
on  the  basis  of  divine  intervention.  Thus 
far,  mankind  has  survived  all  the  challenges 
of  nature  only  to  find  himself  plagued  by 
the  by-products  or  results  of  his  own  ad- 
vanced technology.  Man  will  also  pay  very 
dearly  for  the  short-sighted  and  injudicious 
use  of  insecticides  and  herbicides  that  have 
already  begun  to  boomerang  and  poison  him. 
This  justifies  his  efforts  to  build  a home 
elsewhere  in  the  universe  and  is  as  good  a 
reason  as  the  Europeans  had  for  colonizing 
the  western  hemisphere. 

Looking  ahead 

It  is  reasonable  to  expect  the  following 
events.  Before  the  year  2500,  the  natural 
resources  of  fossil  fuels  will  have  been  de- 
pleted. Their  combustion  will  have  caused 
an  increase  in  the  carbon  dioxide  of  the  air 
as  well  as  a rise  in  the  over-all  atmospheric 
temperature.  A four-engine  jet  produces 
2.5  tons  of  carbon  dioxide  every  ten  minutes 
of  flight,  and  in  one  year  (1966-1967)  New 
York-bound  jet  flights  released  18  million 
tons  of  water  and  36  million  tons  of  carbon 
dioxide. 

Utilization  of  solar  energy  and  the  har- 
nessing of  nuclear  power  will  hasten  the 
melting  of  the  polar  caps,  inundating  mil- 
lions of  square  miles  of  valuable  land.  Since 
70  per  cent  of  our  oxygen  supply  is  produced 
by  the  diatom  population  of  the  oceans,  pol- 
lution of  the  oceans,  unless  checked,  will 
have  reached  a critical  point  in  the  marine 
supply  of  man’s  nutrition  that  is  directly 
and  indirectly  dependent  on  these  micro- 
scopic creatures.  However,  there  is  an 
occasional  favorable  ecologic  process  inad- 
vertently created  by  man’s  technology.  For 
example,  numerous  vertebrate  and  inverte- 
brate life  forms,  proved  useful  to  mankind, 
are  progressively  invading  the  Mediterra- 
nean, heretofore  the  least  fertile  of  any  salt 
water  body,  through  the  Suez  Canal  com- 
pleted in  1869.2B 

Air  pollution  and  toxicity  will  have  fur- 
ther reduced  cherished  fauna  and  flora.  In 
the  United  States  alone,  approximately  one 
million  acres  of  verdant  growth  are  being 
sacrificed  yearly  for  pavement,  roads,  and 
so  forth,  while  simultaneously  an  astounding 
133  million  tons  of  aerial  garbage  are  being 
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dumped  into  its  atmosphere.  Nitric  acid 
has  been  repeatedly  detected  by  balloon- 
borne  spectrometer  scanning  at  the  height 
of  20  to  30  km.,  the  infrared  region  of  the 
earth’s  atmosphere.  This  will  enormously 
interfere  with  the  distribution  and  balance 
in  temperature  and  radiation  necessary  for 
sustaining  life  on  earth  as  we  know  it.-0 
Increase  in  fresh  water  will  be  a most 
urgent  problem.  However,  we  recognize 
that  chemically  pure  and  toxin-free  water 
available  for  drinking  purposes  is  not  al- 
ways best  for  man,  since  certain  substances 
with  immunologic  properties  common  to 
underground  water  are  absent.  Susceptibil- 
ity to  disease  will  therefore  be  increased, 
requiring  advanced  preventive  medical 
measures  in  terms  of  vaccines  and  medica- 
tions to  adults,  children,  or  administered 
directly  to  the  fetus. 

Industrial  ills  could  reach  epidemic  pro- 
portions with  the  danger  of  an  increased 
resistance  of  pathogenic  organisms  to  drugs. 
Cemeteries  will  have  to  yield  their  acreage 
to  accommodate  the  living.  Artificial  and 
computerized  intelligence  will  program 
every  step  of  the  individual.  Man’s  entire 
social  structure  will  be  governed  by  the 
science  of  numbers,  literally  and  figura- 
tively. In  striving  for  effortless  living,  hu- 
man reproduction  outside  the  human  body 
will  be  commonplace;  and  although  currency 
as  we  know  it  will  have  long  ceased,  we  shall 
become  experts  in  quoting  the  price  of 
everything  and  totally  incapable  of  evaluat- 
ing anything.  The  new'  issues  and  the 
number  and  severity  of  the  problems,  as  yet 
unforseen,  will  continue  to  mount,  a dismal 
picture  for  the  future  of  man  on  this  planet. 
Space  travel  and  planetary  habitation  will 
eventually  be  the  only  way  out  and  will 
constitute  the  greatest  challenge  to  the 
earthbound  concepts  of  men. 

Need  for  communication 

Whenever  technically  minded  extrater- 
restrial civilizations  are  encountered,  we 
can  expect  a profitable  exchange  once  com- 
munications and  compatability  have  been 
established. 

But,  what  about  communications?  In 
spite  of  some  6,000  languages,  50  per  cent  of 
the  world’s  population  use  only  7;  15  per 
cent  speak  Mandarin,  10  per  cent  English, 
and  approximately  5 per  cent  each  speak 


Hindustani,  Spanish,  Russian,  German,  and 
Japanese.  Nevertheless  the  spoken  word 
has  not  been  as  effective  as  one  would  like. 
Could  there  be  a remedy  in  modes  of  com- 
munication such  as  the  human  whistle  sys- 
tems? Three  forms  are  currently  in  use: 
the  Mazateco  whistle  language  of  Mexico, 
that  which  is  taught  in  the  mountain  village 
of  Kuskoy  in  Turkey,  and  the  type  used  for 
the  last  thousand  years  by  natives  of  the 
Canary  Islands  effective  to  a distance  of 
five  miles.27 

Confusion  in  the  phonetics  of  communi- 
cation exists  even  to  this  day.  For  example, 
to  English-speaking  peoples,  the  dog  makes 
a “bow-wow”;  to  the  French,  a “haw-haw”; 
to  the  Swedes,  it  sounds  like  “vav-vav”;  to 
the  Mexican,  “ouah-ouah”  28 ; to  the  Greeks, 
“ygouf-ygouf.”  Even  in  medicine,  there  is 
no  general  onomatopoeic  agreement.  A 
presystolic  murmur  with  an  opening  snap 
of  the  mitral  valve  appears  to  a French  phy- 
sician as  “fou-ta-ta-rou,” 29  while  to  an 
American  physician  it  is  perceived  as 
“rrRRupp-de-bup.”  30  Since  simple  sounds 
have  such  different  phonetic  interpretations 
even  in  dialects  within  the  same  localities, 
one  wonders  how  the  human  race  has  done 
as  well  as  it  has. 

Perhaps  universal  understanding  among 
earthlings  and  those  living  on  other  planets 
would  be  better  served  by  music,  mathemat- 
ics, or  ideographs.  Incidentally,  the  skin  is 
an  excellent  receptor  for  communication 
when  sound  and  sight  are  impossible.  Now 
man  has  reached  the  age  of  electronics,  the 
third  stage  in  the  evolution  of  communica- 
tion since  the  oral-aural  period  that  was 
followed  by  the  chiro-type-graphic  era.31 

Disease  possibilities  on  planets 

Aside  from  the  usual  dangers  facing  man 
as  he  leaves  earth  for  a home  on  a planet  of 
the  solar  system  of  another  star,  for  ex- 
ample, one  of  two  invisible  companions  of 
Barnard’s  star  six  light  years  away,  there 
is  an  inherent  danger  of  incurring  serious 
disease  due  to  disturbance  of  the  biologic 
rhythms.  Along  with  physical  fatigue,  re- 
duced mental  activity,  and  so  on,  created  by 
proved  hormonal  imbalance  and  variations 
in  man’s  biochemistry,  the  danger  of  in- 
creased susceptibility  to  cancer  looms  on  the 
horizon.  Experiments  with  the  American 
cockroach  in  day-night  reversal  of  their 
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FIGURE  5.  Pair  of  two-month-old  mice  joined 
abdominally  with  one-year-old  sister  or  brother. 
Exchange  of  body  and  blood  fluids  occurs  only 
through  adjoining  intact  peritoneum.  Since 
studies  have  shown  that  organs  grafted  from 
older  animals  to  younger  animals  extend  life 
span  of  older  organ,  F.  C.  Ludwig,  M.D.,  asks, 
“If  the  organ  will  age  more  slowly,  why  not  the 
entire  organism?”  (Courtesy  of  Dr.  Ludwig,  Uni- 
versity of  California.) 

circadian  rhythms  have  shown,  for  instance, 
an  almost  99  per  cent  incidence  of  malignant 
growth.32  There  is  also  the  possibility  of 
terrestrial  contamination  by  stowaway 
germs  from  returning  space  ships  and  their 
crews,  causing  epidemics  that  might  resist 
existing  methods  of  treatment,  which  1 first 
mentioned  during  the  restricted  “Sympo- 
sium on  Possible  Uses  of  Earth  Satellites 
for  Life  Sciences  Experiments,”  Washing- 
ton, D.C.,  May,  1958.  On  the  other  hand,  as 
I mentioned  in  Tokyo  in  1962,  there  is  a 
possibility  that  a cure  for  cancer  could  come 
from  an  extraterrestrial  virus.33’34  Growth 
of  certain  types  of  neoplasms  has  been 
known  to  regress  and  has  become  eradicated 
in  the  face  of  a coexisting  disease,  as  for 
example,  erysipelas.  Such  oncolytic  reac- 
tions would  be  a blessing  to  mankind. 

While  on  the  subject  of  health,  it  should 
be  mentioned  that  the  potential  dangers  of 
corpuscular  and  microwave  radiation  to 
man’s  skin,  hematopoietic  system,  central 
nervous  system,  gastrointestinal  tract,  and 
gonads  have  been  documented  adequately. 
Aside  from  the  sterility  effected  by  direct 
radiation  to  the  ovaries  and  testicles,  I 
should  like  to  point  out  another  possible 
danger  that  might  have  serious  selective 
consequences  on  the  human  race.  In  the 
network  of  man’s  inner  secretory  apparatus, 
the  hypothalamus  has  several  known  func- 
tions. Among  these  is  the  control  of  the 


libido  which  has  a direct  bearing  on  the 
male’s  sexual  drive.  It  can  very  well  come 
to  pass  that  the  continuous  around-the-clock 
bombardment  of  the  hypothalamus,  as  well 
as  other  radiosensitive  areas,  by  man-made 
macro-  and  especially  microwave  energies, 
will  cause  more  damage  than  man  had  bar- 
gained for,  indeed  an  inadvertent  check  on 
his  population  increase.33’36  Births  would 
regress  to  nil.  I doubt  very  much  whether 
his  pride  or  ego  would  let  matters  get  that 
far. 

We  are  living  in  an  age  of  experimental 
organ  transplants  (Fig.  5).  With  effective 
organ  substitutes,  man’s  life  will  become 
more  useful  as  well  as  extended.  The  first 
man  to  receive  a human  heart  transplanta- 
tion (December  3,  1967),  performed  by 
Christiaan  Barnard,  M.D.  of  South  Africa, 
succumbed  to  pneumonia  on  the  eighteenth 
postoperative  day.  Philip  Blaiberg,  the  sec- 
ond patient  to  receive  a heart  transplant 
(January  2,  1968),  returned  home  ambula- 
tory following  seventy-four  days  of  hospital- 
ization and  carried  on  normal  activity  only 
to  succumb  on  the  five  hundred  ninety-third 
day  to  what  was  thought  to  be  pneumonia 
as  part  of  the  rejection  mechanism.  Au- 
topsy, however,  revealed  no  definite  evidence 
of  classic  rejection.  There  was  a striking 
degree  of  generalized  coronary  atheroscler- 
osis in  association  with  very  high  choles- 
terol, both  of  which  were  enhanced  by  “tis- 
sue nonspecificity,”  conditions  which  Dr. 
Barnard  believes  can  be  prevented  and  medi- 
cally controlled.  Soon  heart  transplanta- 
tions, natural  or  artificial,  will  become  a 
routine  procedure.  Also,  research  on  the 
brain  will  have  far  and  unforeseeable  conse- 
quences. Brains  of  monkeys,  stripped  of 
their  skulls,  have  been  kept  functional  for 
several  days.  And  there  are  chickens  run- 
ning around  whose  individual  brain  belongs 
to  another  chicken  (Fig.  6).  If  this  is 
frightening  to  some  people,  let  me  recall 
Pierre  Berthelot,  that  famous  versatile 
French  physiologist  and  chemist  who  suc- 
ceeded Louis  Pasteur  in  the  French  Acad- 
emy of  Sciences.  He  wrote  in  the  Journal 
des  Goncourt,  April  7,  1869,  of  “creating  life 
100  years  from  now  in  competition  to  God” 
(Fig.  7).  Man  has  created  amino  acids 
basic  to  protein,  he  has  synthesized  adeno- 
sine, chlorophyll,  insulin,  and  infectious 
RNA  (ribonucleic  acid) . Surprisingly  close 
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FIGURE  6.  Pavlovic’s  chicken  organically  under 
control  of  transplanted  brain  of  another  chicken 
implanted  during  early  developmental  period. 
This  chicken  survived  seventy-four  days  only  to 
succumb  to  neurologic  dysfunction  affecting 
gastrointestinal  tract. 


to  Berthelot’s  bold  prediction,  man  has  now 
achieved  an  artificial  viral  DNA  (desoxy- 
ribonucleic acid)  that  shows  biologic  ac- 
tivity by  invading  living  cells  and  forming 
viruses  indistinguishable  from  the  natural 
virus,  Phi  x 174.37  Man  has  deciphered 
gamma  globulin  and  found  it  contained 
19,996  atoms,  grouped  in  1,320  amino  acid 
building  blocks,  with  a molecular  weight  of 
150, 000.38  Lately,  on  November  23,  1969,  a 
single  pure  gene  was  isolated  from  the  com- 
mon intestinal  bacteria,  Escherichia  coli.39 

Sociologic,  medicolegal,  and  theologic  con- 
cepts will  require  more  than  academic  re- 
evaluation  if  a human  being’s  life  is  use- 
fully prolonged  by  nonhuman  cells,  tissues, 
and  organs,  particularly  if  such  organic  re- 
placements were  to  exceed  a certain  per- 
centage of  the  individual’s  original  proto- 
plasm. Already  hybrid  cells  have  been 
formed  by  uniting  mouse  cells  with  human 
cells  that  have  now  remained  viable  for 
many  months.40  As  man  extends  his  repro- 
ductive life  span  and  strives  for  physical 
immortality,  he  will  fan  out  into  the  uni- 
verse inhabiting  celestial  bodies  of  his 
choosing. 

I must  say  a few  words  about  mental  dis- 
ease as  it  cuts  through  all  strata  of  human 
species  and  bears  both  directly  and  indi- 
rectly on  our  main  theme.  It  is  not  so  much 


FIGURE  7.  Radiograph  of  extracorporeal  human 
fetus,  fifty-seven  days  old  and  30  mm.  long. 
Required  4 L.  of  plasma  in  twenty-four  hours  at 
this  stage.  Single  electrode  electrocardiogram 
and  infrared  photography  revealed  60  heart- 
beats a minute  and  pulsation  of  blood  in  heart 
and  main  vessels.  Because  of  religious  opposi- 
tion, embryo  was  sacrificed,  and  separate  suc- 
cessful dermatologic  and  endocrinologic  trans- 
plantations on  man  were  achieved.  (Courtesy  of 
Dr.  D.  Petrucci,  Italy,  1962.) 

the  financial  drain  (mental  illnesses  cost  the 
United  States  public  20  billion  dollars  in 
1966) 41  and  social  strain  that  need  under- 
lining, classical  cases  are  easily  isolated  in 
institutions  thereby  insuring  prevention  of 
doing  harm;  what  I have  in  mind  is  the 
irrational  and  undiagnosed  individual  cir- 
culating among  his  unsuspecting  fellow  men 
and  women.  History  is  punctuated  with 
crimes  to  humanity  as  well  as  with  prejudi- 
cial decisions  adversely  affecting  human  wel- 
fare wherever  and  whenever  such  individu- 
als have  assumed  positions  of  authority 
either  by  force  or  otherwise.  It  has  been 
calculated  that  1 per  cent  of  all  mankind 
suffers  from  subclinical  schizophrenia  alone. 
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Three  per  cent  of  the  population  of  the 
United  States  suffers  from  mental  retarda- 
tion. Prolonged  protein  deficiency  in  nu- 
trition during  infant  development  up  to  five 
years  causes  irreversible  atrophy  to  the 
cortical  structure  of  the  brain  which,  in 
many  cases,  is  difficult  to  distinguish  from 
genetic  abnormalities.  There  are  also  in 
the  United  States  15  million  people  who  have 
one  or  more  defects  which  affect  their  daily 
lives.42  To  date,  the  wise  application  of  a 
number  of  methods  already  applied  to  ani- 
mal and  man,  such  as  electrostimulation  of 
the  brain,43  eugenic  sterilization,44-46  selec- 
tive fetologic  procedures,47  elective  trans- 
ference within  the  cell’s  nucleus  and  cyto- 
plasm, both  in  the  structural  components 
(chromosomes,  mitochondria,  nucleolus, 
RNA,  and  DNA)  and  in  the  liquid  com- 
ponents (water,  pH,  electrolytes,  enzymes, 
RNA,  and  DNA)  can  aid  the  human  species 
by  eliminating  defects,  thus  minimizing 
mediocrity  and  eliminating  inferiority. 
There  are  about  10  million  people  through- 
out the  world  who  have  been  sterilized  for 
eugenic  reasons.  In  the  later  1930’s,  there 
were  18  countries  that  had  sterilization 
statutes.  Tasmania’s  Mental  Deficiency  Act 
(population  310,000)  was  at  one  time  to  in- 
clude a sterilization  clause.  The  United 
States  alone  has  29  states  that  provide  for 
voluntary  as  well  as  compulsory  steriliza- 
tion. 

The  impact  of  sociologic  complexities  of 
today’s  society  has  left  88  per  cent  of  1,034 
pupils  emotionally  impaired  in  the  Borough 
of  Manhattan.48-  This  condition  is  a com- 
bination of  genetic  and  acquired  circum- 
stances. Is  this  a taste  of  things  to  come? 
May  we  screen  society  as  carefully  as  all 
astronauts  for  emotional  and  mental  stabil- 
ity? This  requires  intense  reflection  for 
the  future  propagation  of  the  human  race. 

Mimicking  schizophrenia,  in  many  re- 
spects, is  arteriosclerosis  which  is  acquired. 
Especially  when  either  the  brain,  or  heart, 
or  both  are  involved,  subtle  physical  and 
mental  changes  occur  frequently  and  usually 
go  unnoticed  before  the  organic  disturb- 
ances can  be  revealed  by  instrumental  re- 
cordings and  other  laboratory  technics.  The 
onset  of  such  changes  can  be  sudden  or 
gradual  and  can  include  such  symptoms  as  a 
barely  perceptible  trembling  of  the  hand  or 
a transient  mild  change  in  gait,  a change  in 
the  emotional  threshold,  aberration  in  the 


use  of  the  spoken  or  written  word,  irritabil- 
ity, restlessness,  intransigence,  transitory 
disorientation,  loss  of  self  confidence,  fear, 
suspicion,  overassertiveness,  indecisiveness, 
aggressiveness,  and  so  on.  Excluding  per- 
sonality changes  due  to  cerebral  tumors,  we 
know  that  from  a reservoir  of  about  12  bil- 
lion cerebral  cells,  some  40,000  atrophy  daily 
after  the  age  of  thirty.  Changes  in  be- 
havioral attitudes  in  people  living  or  de- 
ceased are  often  inadequately  evaluated,  are 
sometimes  willfully  concealed  from  the  pub- 
lic (Franklin  D.  Roosevelt,  Francisco 
Franco,  Woodrow  Wilson),  and  are  fre- 
quently explained  away  with  a sigh  of  com- 
passion as  being  the  onset  of  senility.  In 
reality,  however,  these  episodes  are  the  re- 
sult of  “little  strokes”  and  are  serious  warn- 
ing signs  of  pending  disaster.49  Abnormal 
subclinical  behavior,  particularly  in  persons 
of  prominence,  has  often  puzzled  the  pub- 
lic.50-53 Unfortunately  for  the  human  race, 
the  deleterious  effects  on  the  community,  in 
the  country  at  large,  and  at  the  international 
level  are  recognized  too  late  to  avoid  social 
injustices  and  calamities.  Possibly  in  a 
future  state  of  our  social  evolution,  it  can 
be  universally  and  effectively  agreed  on  that 
standards  for  physical,  emotional,  and  men- 
tal fitness  for  the  gubernatorial  representa- 
tives of  mankind  are  necessary  toward  fur- 
thering a permanent  peaceful  development 
of  the  human  race. 

Looking  further  ahead,  on  the  basis  of 
medicosociologic  facts,  future  civilizations 
can  no  longer  depend  on  the  state  of  health 
of  a single  individual  for  leadership  nor  on 
decisions  rendered  by  inferior  groups.  As 
in  all  countries,  automatic  signals  regulate 
the  flow  of  human  traffic,  regardless  of  the 
form  of  government,  so  one  day  a form  of 
“leaderless  order”  will  guide  mankind  to 
higher  levels  of  accomplishment  once  the. 
opposing  and  paradoxic  factors  of  the  hu- 
man brain  are  harmoniously  resolved.  It 
should  be  mentioned  that  with  the  new  field 
of  medical  science  of  fetology  the  beginning 
of  treatment  of  genetic  and  congenital  de- 
fects in  utero  looks  indeed  very  promising. 

Yet,  it  seems  man’s  vulnerability  to  dis- 
ease, natural  catastrophies,  and  wars  have 
served,  somehow,  as  multiple  challenges  to 
his  ingenuity  which  have  finally  culminated 
in  actively  exploring  the  space  beyond  his 
terrestrial  cradle. 
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Sociologic  problems 

But  what  about  the  nature  of  man  that 
gives  him  a Janus-faced  image?  Does  that 
ultracomplex  and  mysterious  organ,  the  hu- 
man brain,  a composite  of  the  elementary 
reptilian  of  the  lower  mammalian  and  of 
his  own  specific  higher  mammalian  brain, 
conceal  a built-in  error  of  evolution?  Un- 
like animals  which  kill  for  food  in  order  to 
survive,  man,  on  one  hand,  kills  his  neighbor 
and  “rationalizes”  the  murder,  while,  on  the 
other  hand,  he  spares  neither  effort  nor  ex- 
pense toward  preserving  life  even  in  cases 
of  convicted  or  confirmed  criminals  and 
ideologic  enemies.  Or,  is  there  justification 
for  killing  to  be  found  in  the  practice  of 
“the  praying  mantis  in  which  the  female 
eats  with  relish  the  first  half  of  the  male 
while  his  hind  half  completes  undauntedly 
the  great  work  of  reproduction?”  54 

We  know  that  killing  really  is  not  a uni- 
versal evil.  There  are  rewards  under  cer- 
tain conditions  for  killing;  some  faiths  have 
even  condoned  and  encouraged  killing  for 
the  return  of  errant  members  of  their  flock. 
Legal  killing  arose  hand  in  hand  with  the 
developing  human  ability  to  translate  nat- 
ural perceptions  into  symbols:  thoughts 

(liberty,  democracy)  ; ideas  (home,  patriot- 
ism) ; ethnology  (chosen  people,  biblical; 
Deutschland  liber  Alles,  nationalistic;  un- 
touchables, sociologic) ; and  concepts  (citi- 
zen, komrad).  This  leads  to  devisiveness 
within  the  human  population,  into  “insiders” 
and  “outsiders”  immediately  implying  in- 
feriority to  the  outsider.  And  so,  war  has 
become  a refined  but  violent  and  a most 
costly  way  of  demonstrating  man’s  capacity 
to  turn  his  symbols — flag,  cross,  crescent, 
swastika,  fasces,  fleur-de-lis,  lion,  hammer, 
and  sickle — to  profitable  use.  I agree  with 
Margaret  Mead  that  symbols  have  become  a 
trap. 

At  the  conclusion  of  World  War  I,  the  slo- 
gan, “Let’s  make  the  world  safe  for  de- 
mocracy,” was  rampant,  but  we  must  admit 
today,  fifty  years  later,  that  democracy  with 
its  advanced  technology,  as  conceived  by 
the  human  brain,  has  failed  to  guarantee  a 
safer  world  to  live  in.  Georges  Clemenceau, 
premier  of  France  in  World  War  I and  a 
physician,  once  said  that  “War  is  too  im- 
portant to  be  left  to  the  generals,”  to  which 
I would  like  to  add,  “Peace  is  too  precious 
to  be  the  pawn  of  politicians.”  In  whom 
then  does  mankind  place  its  trust? 


Contemporary  research  seems  to  indicate 
that  it  is  not  alone  the  size  of  the  cortex  of 
the  brain  but  insufficient  coordination,  a 
“dichotomy  in  the  function  of  the  phylo- 
genetically  old  and  new  cortex  that  might 
account  for  the  differences  between  emo- 
tional and  intellectual  behavior”  which  is 
responsible  for  man’s  schizoid  actions.65  As 
the  analysis  of  the  alpha  brain  waves  has 
shown,  the  world’s  human  population  can 
be  divided  into  three  groups,  the  nonvisual- 
ist,  the  pure  visualist,  and  the  mixed  visual- 
ist.  Disconcertion  between  the  visual  and 
abstract  thinkers  can  cause  irrational  rup- 
ture of  communications  regardless  of  in- 
telligence or  intellectual  capacity  among  dip- 
lomats, administrators,  social  workers,  sci- 
entists, married  couples,  and  others.  Such 
mental  accidents  separate  individuals  as 
clearly  as  verbal  actions  in  a class-conscious 
society.56 

This  is  the  eternal  human  enigma;  but 
somehow  man  will  conquer  himself  and  “all 
the  space  around  the  sun.”  Man  has  been 
able  to  influence  emotional  behavior  in  ani- 
mals by  electrical  stimulation  of  the  brain 
ranging  from  complete  apathy  to  extreme 
aggressiveness.43  He  will  control  the  ma- 
chines and  devices  he  has  built  and  not  per- 
mit them  to  destroy  him. 

Some  societies  also  encourage  and  honor 
the  practitioners  of  the  art  of  stealing. 
Mendacity  is  also  not  a universal  evil;  it  is 
permissible  in  high  echelons  of  society  and 
government.  It  is  noteworthy  to  recall  that 
people  of  different  ideologies  living  in  hos- 
tile environments,  as  in  the  Antarctica, 
have  shown  that  they  can  get  along  very 
nicely  together  when  exploration  of  the 
wonders  of  nature  is  their  common  purpose. 
The  glorious  cohesive  pioneering  spirit  of 
man,  however,  harbors  many  inherent  weak- 
nesses. Let  us  be  reminded  that  exploration 
of  the  depths  of  the  ocean  will  one  day  lead 
to  serious  establishment  of  underwater  col- 
onies in  selected  areas  hopefully  free  from 
seismologic  disturbances.  This  will  involve 
closed  ecologic  problems  similar  to  those  in 
space  travel  except  for  weightlessness. 
Weaknesses  manifest  themselves  when 
man’s  living  area  becomes  overpopulated. 
Such  overcrowding  leads  to  misery  and  sows 
the  seeds  of  conflict.  Turgenev  once  wrote, 
“.  . . Man  is  capable  of  understanding  how 
the  ether  vibrates  and  what’s  going  on  in 
the  sun,  but  why  another  man  can  blow  his 
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FIGURE  8.  Galaxy  I,  cosmic  space  liner  designed  for  perpetual  flight  into  universe  in  latter  part  of 
third  millennium,  pictured  on  its  way  to  Andromeda  some  1,320  quintillion  miles  distant  just  after 
its  horizontal  electromagnetic  launching  from  a 400-mile  long  channel  hollowed  out  of  earth’s  crust 
by  nuclear  blasting.  Bed  of  gaseous  nitrogen  will  cushion  craft  during  launch.  Biologically  and 
technologically  self-sufficient  cosmotherion  will  house  100,000  persons  and  hydroponic  gardens  in  con- 
trolled ecology.  Craft  will  be  electromagnetically  shielded  and  will  have  storage,  take-off,  and  land- 
ing facilities  for  its  auxiliary  space  vehicles.  Mother  ship  will  be  capable  of  segmental  rotation  to 
create  artificial  gravity  of  1 g in  fifty-seven  seconds,  of  harnessing  and  using  all  energies  of  elec- 
tromagnetic spectrum  to  be  encountered,  of  synthesizing  water  from  deuterium  and  hydroxyl  ion 
radicals  in  space  by  use  of  hydrated  electrons,  transmutation  of  elements,  and  so  on.  Superliner’s 
photonic  propulsion  will  allow  it  to  decelerate  to  a state  of  hovering  or  accelerate  to  relativistic  veloci- 
ties approaching  speed  of  light  and  beyond  that  of  gravitational  attraction.  In  far  left  corner  of  photo- 
graph, opposite  Andromeda,  appears  portion  of  moon. 


nose  differently  from  him,  that  he’s  inca- 
pable of  understanding.” 

Whether  or  not  the  family  unit,  as  we 
know  it,  with  varied  conventionalities  within 
its  monogamous,  polygamous,  and  polyan- 
drous  structures  can  survive  the  pressures 
and  demands  of  a progressive  technologi- 
cally and  scientifically  minded  society  is 
questionable.  One  may  recall  that  Austra- 
lian aborigines  and  the  Eskimos  have  no 
chiefs.  Perhaps  we  can  still  learn  some- 
thing from  the  Amazonians  who  sustain 
themselves  one  day  at  a time  without  hoard- 
ing food.  Most  interesting  is  that  the  per- 
sonal care  of  the  parents  for  each  child 
ceases  after  it  is  able  to  walk  at  which  time 
the  community  takes  over.  This  is  remark- 
able from  many  physical  and  physiologic 
points  of  view,  recalling  at  the  same  time 


that  these  natives  never  heard  of  Plato  or 
his  Republic.  A similar  sociologic  way  of 
life  can  be  found  in  the  communal  child 
rearing  in  the  Israeli  Kibbutzim  in  which 
the  child,  five  days  after  birth,  although  in 
contact  with  its  parents,  is  under  the  control 
of  the  communal  functions  and  decisions  to 
which  the  parents  adhere.  This  form  of 
“modernized”  society  has  produced  emo- 
tionally stable  and  rational  individuals. 
Since  values  are  relative,  and  no  values  can 
be  eternal,  the  only  real  values  are  those 
which  meet  the  demands  of  a given  moment. 

In  search  of  indelible  values  for  himself 
and  his  environment,  man  must  have  a base 
line  for  distinction  in  morality  and  ethics, 
the  intellectual  honesty  to  self.  Shakespeare 
so  aptly  expressed  this  thought  in  Hamlet 
when  he  said,  “This  above  all,  to  thine  own 
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self  be  true.”  There  is  no  doubt  in  the  au- 
thor’s mind  that  the  firmest  hope  for  the  fu- 
ture of  mankind  is  the  universality  of  basic 
inquiry  and  basic  science,  free  from  any  out- 
side interference  or  political  intrigue,  which 
mankind  must  take  with  him  wherever  he 
goes  into  the  far  off  corners  of  the  universe. 

During  the  last  ten  years,  man  has  ex- 
ceeded traveling  thirty-five  times  the  veloc- 
ity of  sound  (25,000+  miles  per  hour). 
Now  that  he  has  landed  on  the  moon,  he  will 
make  a home  to  serve  as  a base  for  further 
sorties.  He  will  inhabit  Mars,  Jupiter, 
Saturn,  Uranus,  Neptune,  or  some  of  their 
satellites.  Once  entrenched  in  the  solar  sys- 
tem and  accustomed  to  all  kinds  of  hostile 
environments,  he  will  venture  in  all  direc- 
tions into  the  galaxy  by  the  year  2500. 
Harnessing  the  energy  of  the  solar  system, 
he  will  even  surpass  the  speed  of  light  and, 
furthermore,  may  “surf”  gravitational 
waves  to  approach  the  speed  of  his  own 
imagination,  thus  making  space  travel  al- 
most instantaneous  (Figs.  8*  and  9). 

In  spite  of  his  frailty  and  insignificance, 
man  is  willing  to  face  the  challenge  of  the 
unknown.  Granted  that  his  physical 
strength  per  se  is  relatively  minuscule,  the 
human  organism  can  set  in  motion,  can  use, 
and  control  forces  quintillions  of  times 
stronger  than  itself.  By  generating  these 
into  even  more  powerful  forces,  man  will 
gain  a commanding  status  in  our  galaxy  in 
the  next  millennium. 

At  present,  human  curiosity  and  activity 
in  the  technical  field  has  resulted  in  the  pro- 
duction of  approximately  4.1019  ergs  per 
second  according  to  Kardashev.57  He  men- 
tions that  this  amount  of  energy,  based  on 
statistical  data  of  the  last  sixty  years,  in- 
creases annually  by  3 to  4 per  cent.  This 
means  that  thirty-two  hundred  years  hence, 
equivalent  to  the  time  elapsed  since  the  de- 
struction of  the  Minoan  civilization,  the 
production  of  man-made  energy  will  equal 
the  production  of  the  sun,  which  Kardashev 
estimates  as  about  4.1033  ergs  per  second. 
This  should  be  possible  provided  mankind 
survives  another  test  of  nature,  this  time 
from  the  onslaught  of  extraordinary  quanta 
of  cosmic  radiation. 

* Original  concept  of  electromagnetic  shielding  for  space 
vehicles  was  first  advanced  by  author  in  “An  Abridged 
Concept  for  a Positively  Curved  Universe  Embodying 
Gravitational,  Thermonuclear,  Electromagnetic,  and  Bio- 
poietic  Fundamentals,”  The  National  Herald , New  York 
City,  February  1,  1959. 


FIGURE  9.  Galaxy  I shown  at  Titan,  an  atmos- 
phere-bearing satellite  of  Saturn.  Reconnais- 
sance landing  craft  ferrying  between  domed  base 
camp  and  mother  ship  overhead.  Fleet  of 
rocket-propelled  daughter  craft,  smallest  of 
which  will  be  twice  the  size  of  today’s  Saturn 
(363  feet),  will  carry  out  manned  and  unmanned 
scouting  missions. 


For  five  hundred  years  before  and  some 
two  thousand  years  after  the  year  3991  A.D. 
(the  tenth  reversal  of  the  earth’s  magnetic 
field  in  four  million  years),  high-energy 
electrons  and  protons,  otherwise  trapped  by 
the  earth’s  protective  magnetosphere,  will 
penetrate  the  atmosphere.38  They  will  af- 
fect all  life,  causing  some  species  to  disap- 
pear altogether  while  permitting,  through 
mutation,  survival  of  the  fittest.  By  the 
year  7700,  civilizations,  wherever  they  may 
be,  will  have  harnessed  the  energy  output 
of  their  galaxy  containing  some  100  billion 
sun-like  stars.  This  energy,  Kardashev57 
estimates,  will  easily  amount  to  about  4.1044 
ergs  per  second.  A system  with  high  in- 
ternal energy  sources  must  radiate  the  total 
output  of  its  potential,  otherwise  its  tem- 
perature will  rise  and  result  in  the  system’s 
destruction  when  the  thermodynamic  equi- 
librium is  upset  somewhere  along  its  evolu- 
tionary process.  And  thus,  with  the  ac- 
cumulation and  harnessing  of  the  energy 
from  100  billion  suns,  thousands  of  quasars 
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FIGURE  10.  Terrestrial  man,  irrespective  of  his  superhuman  scientific  and  technologic  achieve- 
ments, remains  in  inner  conflict  as  he  utilizes  the  moon  as  a fulcrum  for  his  lever  to  raise  the  earth 
propelling  him  on  his  way  to  the  galaxy  in  constellation  Andromeda  1.5  million  light  years  distant. 
Sun  in  lower  left  corner  of  photograph  furnishes  him  original  necessary  energy.  ("Give  me  a place 
to  stand  on  and  I will  move  the  earth.” — Archimedes) 


and  pulsars  (since  their  discovery  in  1968, 
some  30  pulsars  have  been  detected),  and 
from  other  celestial  sources  as  yet  unknown, 
he  should  be  able  ultimately  to  occupy  the 
most  distant  galaxy  (Fig.  10). 

Whether  he  does  this  in  a state  of  sus- 
pended animation,  or  with  frozen  male  and 
female  reproductive  cells,  or  as  separate  cells 
of  his  various  organs  that  have  the  specific 
power  of  rearranging  themselves  to  form  a 
living  organ,  or  as  a cybernetic  automaton, 
or  in  elementary  states  of  matter  that  will 
regroup  to  take  on  a different  form  of  in- 
telligence or  in  some  other  way  unforseeable 
at  this  time,  no  one  can  tell.59-60  It  should 
be  mentioned,  however,  recent  studies  have 
revealed  that  frozen  sperm  cells  stored  be- 
yond an  average  of  six  months  have  resulted 
in  abortions  and  miscarriages  in  human  be- 
ings. However,  there  have  been  no  observ- 
able malformations  of  the  fetus.  Even  at  a 
temperature  of  —320  F.,  chemical  changes 
such  as  mutations  and  inevitable  decay,  the 


aging  process,  of  the  mature  spermatozoa 
can  only  be  procrastinated.  There  is  a 
record  of  a woman  conceiving  “after  arti- 
ficial insemination  with  five-year-old  sperm 
but  she  is  very  likely  to  have  a spontaneous 
abortion.”  61  Personal  communication  with 
J.  K.  Sherman,  M.D.62  proved  his  prediction 
to  be  true.  The  final  solution  to  the  indefi- 
nite preservation  of  cells  poses  a future  sci- 
entific challenge. 

Once  he  has  settled  down  on  those  far- 
away shores  and  assuming  he  is  man  by 
definition,  will  his  nature  be  the  same?  Will 
he  continue  to  be  his  own  enemy?  What 
will  he  consider  of  value?  Will  he  carry  his 
anthropocentric  viewpoint,  the  Golden  Rule, 
“Do  unto  others  as  you  would  have  them  do 
unto  you,”  a classic  in  many  beliefs  and  of 
the  highest  ethical  rating,  to  his  new  gal- 
actic homes?  In  the  interest  of  the  survival 
of  other  intelligent  forms  in  their  own  habi- 
tat beyond  the  earth,  Haley63  wrote  the  her- 
etic-sounding postulate:  “We  must  do 
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unto  others  as  they  would  have  done  unto 
them.”  Had  such  a policy,  incidentally,  been 
applied  on  earth,  it  might  have  made  some 
cultures  happier  and  certainly  would  have 
spared  the  250-odd  species  of  fauna,  now  ex- 
tinct, that  man  succeeded  in  destroying  to 
meet  his  own  selfish  ends.  Of  these  250  spe- 
cies, two-thirds  have  become  extinct  in  the 
last  fifty  years.  Now  the  loss  has  become 
one  per  year.  Is  this  the  will  of  a Divine 
Power  or  the  Law  of  Nature? 

During  the  process  of  raping  the  earth’s 
resources,  man  has  already  caused  cave-ins 
in  the  Los  Angeles  area  as  well  as  created 
unintentional  earthquakes  in  the  vicinity  of 
Denver.  The  first  have  occurred  by  pump- 
ing oil  from  the  earth’s  interior,  the  second 
through  the  dumping  of  atomic  wastes  and 
subsequent  seepage  into  the  porous  rocky 
formation  of  the  earth’s  crust. 

When  technology  and  science  are  applied 
succesfully  to  sustain  mankind  nutritionally 
and  maintain  him  at  a high  level  of  pro- 
ficiency not  at  the  expense  of  the  eradica- 
tion of  nature’s  animal  and  plant  life  for 
his  own  myopic  satisfaction,  then  in  my 
judgment  the  supreme  ethical  value,  “And 
the  lion  shall  eat  straw  like  the  ox,”*  will  be 
fulfilled.  The  writer  offers  this  to  the  real- 
ist and  theologian  alike  as  an  answer  to  the 
issue  of  Divine  Power  versus  the  Law  of 
Nature. 

If  we  were  to  create  an  ideal  man,  what- 
ever that  would  mean,  would  not  such  indi- 
viduals become  monotonous  and  boring  if 
they  all  thought  and  acted  alike?  Or  would 
these  individuals  not  be  in  the  position  to 
tell  the  difference?  As  man  apparently  is 
on  his  way  to  lose  his  individuality,  will  he 
become  a colony  of  ants  or  clusters  of  auto- 
matons without  feelings  or  emotions? 

The  most  extraordinary  phenomenon  is 
the  capacity  of  the  human  brain  to  research 
itself,  which  is  in  concert  with  Protagoras, 
“Man  is  the  measure  of  all  things.”  To  re- 
peat, the  road  to  physical  immortality  is 
open,  and  man’s  entry  into  the  unexplored 
realms  of  space  has  added  impetus  to  this 
age-old  quest. 

We  shall  also  have  re-examined  many 
times  over  our  values  while  pondering  the 
profound  words  of  Socrates,  “If  knowledge 
is  the  highest  excellence,  aristocracy  is  the 
best  form  of  government  and  democracy  is 

* Isaiah,  chap.  11,  verse  7. 


nonsense.”  When  the  “terrestrial  impera- 
tive” in  the  case  of  man,  whether  it  be  con- 
fined geographically  by  mountains,  deserts, 
forests,  or  bodies  of  water,  or  geometrically 
by  latitude  and  longitude,  has  succumbed  to 
a new  order  of  society,  then  we  will  have 
begun  to  transcend  our  earthly  parochialism 
on  the  way  to  attain  galactic  maturity. 

On  July  20,  1909,  at  16:23  eastern  day- 
light time,  Apollo  XI  landed  on  the  moon 
and  astronaut  Neil  A.  Armstrong  on  July 
21  at  02.17  was  the  first  human  being  to 
step  forth  and  plant  the  flag  of  the  United 
States  of  America  on  the  earth’s  only 
natural  satellite  along  with  a plaque  which 
read,  “Here  man  from  the  planet  earth  first 
set  foot  on  the  moon,  July  1969,  A.D.  We 
came  in  peace  for  all  mankind.”  Signed: 
Neil  A.  Armstrong,  Michael  Collins,  Edwin 
E.  Aldrin,  Jr.,  and  Richard  M.  Nixon,  Presi- 
dent of  the  United  States.  Would  it  not 
have  been  an  expression  of  the  highest  eth- 
ics if  whoever  first  reached  the  moon  or 
planets  had  implanted  the  banner  of  ter- 
restrial life  led  by  man,  and  representing  all 
societies  past  and  present! 

In  contrast  to  prehistoric  man,  who  fa- 
vored us  with  numerous  pictographs  of  him- 
self, animals,  weapons,  and  traces  of  his 
ecology  discovered  in  various  caves  scattered 
throughout  the  various  continents  on  earth, 
unfortunately,  no  pictorial  or  graphic  repre- 
sentation of  naked  man  was  left  behind  for 
the  benefit  of  any  possible  extraterrestrial 
visitor  in  the  event  some  catastrophe  de- 
stroyed life  on  earth. 

In  closing,  may  I draw  your  attention  to 
the  first  written  reference  in  eastern  or 
western  literature  to  the  colonizing  of  outer 
space  by  man.  This  is  to  be  found  in  the 
novel.  True  History,  by  Lucian,  a second- 
century  Greek  of  Syrian  Samosata.64  In  his 
utopian  dream  for  the  salvation  of  mankind, 
he  narrates  how  a ship  with  50  men  was 
lifted  by  a hurricane  and  carried  to  the 
moon  and  sun.  Next,  a landing  was  contem- 
plated on  the  Morning  Star,  Venus;  and 
Lucian  writes : 

“.  . . ' vuv  hi  |3o6Xo^ai.  aSOiq 
£^evsYKE^v  tov  TroX&pov  xai 
dcTToateiXaL  xf)v  dnoiKicxv.  Pj  v 
o5v  ££eXriT£,  KoivQvf|a<rc£  poi 
too  crtoXou.  . . 

“Now  therefore  my  purpose  is  once  again  to 
denounce  war  and  to  expedite  a colony  of 
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people  there  (Moon — author)  : if  therefore 
you  will  participate  with  us  in  our  expedi- 
tion . . This  not  only  reflects  the  pend- 
ing realization  of  man’s  unified  habitation 
of  the  cosmos  by  our  space-minded  society 
in  a war-ridden  world  but  also  historically 
represents  the  first  human  appeal  against 
war  in  association  with  the  exploration  of 
space. 

Comment 

Mankind  has  weathered  all  challenges  of 
nature  in  the  past.  What  exactly  lies  in 
store  for  him  in  the  future  no  one  can  tell. 
But  of  one  thing  I am  certain,  man’s  be- 
havioral patterns,  both  voluntary  and  in- 
voluntary, must  be  so  conditioned  that  he 
can  accept,  adjust  to,  and  conform  with  the 
new  and  still  mysterious  environments  and 
ecologies  with  which  he  will  be  confronted 
as  he  pioneers  the  mysteries  of  the  universe. 
This  is  quite  in  concert  with  Aristotle’s 
statement,  “that  if  human  beings  could  be 
shaped  by  their  environment,  they  could 
change  themselves  in  equal  measure  by 
their  own  efforts.” 

“Thus  will  a new  life  begin,  a new  type 
of  man  will  arise  and  all  will  be  changed. 
History  will  then  fall  into  two  epochs : from 
the  ape  to  the  denial  of  God” — to  the  ape 
again?  No!  “to  the  physical  transforma- 
tion of  the  earth  and  of  mankind  . . . Man 
will  be  a god  and  even  his  physical  charac- 
teristics will  change.”  (Dostoevsky). 

Man  is  made  of  the  same  matter  as  the 
stars,  and  to  the  stars  he  shall  return. 
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|n  THE  EVOLUTIONARY  scheme  of  things, 
life  may  be  considered  to  be  a special  and 
very  complicated  form  of  the  motion  of  mat- 
ter. It  possibly  arose  as  a new  property 
which  matter  had  not  possessed  earlier,  and 
which  occurred  only  at  a particular  period 
in  the  existence  of  this  planet  and  resulted 
from  its  orderly  development.  It  was  the  re- 
sult of  a gradual  process  operating  on  the 
earth  over  an  inconceivably  long  span  of 
time.  A long  chemical  evolution  was  the 
necessary  preamble  for  the  emergence  of 
life. 

These  ideas  are  implicit  in  the  writings  of 
Oparin,1  Haldane,2  and  Bernal.3  Oparin  al- 
luded to  the  simple  solutions  of  organic  sub- 
stances whose  behavior  was  governed  by  the 
properties  of  the  component  atoms  and  their 
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arrangement  in  the  molecular  structure. 
Increasing  complexity  resulted  in  new  prop- 
erties, and  biologic  orderliness  thus  came 
into  prominence.  Haldane  had  speculated 
on  the  production  of  a vast  variety  of  or- 
ganic substances,  including  sugars,  and 
some  of  the  materials  from  which  proteins 
are  built  up  by  the  action  of  ultraviolet  light 
on  the  earth’s  primitive  atmosphere.  Bernal 
theorized  on  the  modes  by  which  concentra- 
tions could  have  been  effected  on  the  primi- 
tive earth.  Condensations  and  dehydro- 
genations would  have  led  to  more  complex 
substances  making  possible  further  syn- 
theses. 

“Even  a formulation  of  this  problem  is 
beyond  the  reach  of  any  one  scientist,  for 
such  a scientist  would  have  to  be  at  the  same 
time  a competent  mathematician,  physicist, 
and  experienced  organic  chemist.  He  should 
have  a very  extensive  knowledge  of  geology, 
geophysics,  and  geochemistry,  and,  besides 
all  this,  be  absolutely  at  home  in  all  biologi- 
cal disciplines.  Sooner  or  later  this  task 
will  have  to  be  given  to  groups  representing 
all  these  faculties  and  working  closely  to- 
gether theoretically  as  well  as  experi- 
mentally,” said  Bernal3  in  1947  in  his  cele- 
brated essay.  The  chemist,  however,  with 
daring  insight  could  think  of  the  evolution- 
ary process  as  passing  through  three  dis- 
tinct chemical  phases  from  inorganic  chem- 
istry to  organic  chemistry  and  from  organic 
chemistry  to  biologic  chemistry. 

Two  things,  therefore,  appear  to  be  neces- 
sary for  the  chemical  sequence  of  events 
which  led  to  the  appearance  of  the  first  rep- 
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Heating  molecules:  (1)  the  origin  of  the 

micromoleeules  or  monomers,  and  (2)  the 
condensation  of  the  micromolecules  into 
macromolecules  or  polymers  capable  of  rep- 
lication. The  purpose  of  this  report  is  to 
outline  how  experimental  work  in  our  lab- 
oratory has  shown  that  these  two  stages 
could  have  taken  place  on  the  primordial 
earth  before  the  appearance  of  life. 

Primitive  atmospheres 

The  starting  point  for  any  discussion  on 
the  question  of  the  origin  of  life  must  turn 
around  the  nature  of  the  earth’s  primitive 
atmosphere.4  For  it  is  this  atmosphere 
which  supplied  the  raw  materials.  The 
present  rarity  of  the  terrestrial  noble  gases 
with  respect  to  their  cosmic  distribution  in- 
dicates that  a primary  atmosphere  of  the 
earth  was  almost  completely  lost  in  early 
times  and  that  the  present  atmosphere  is  of 
secondary  origin.  The  elements  which  were 
later  to  form  a secondary  terrestrial  atmos- 
phere must  have  rained  out  of  the  primary 
atmosphere  in  compounds  or  have  been  ac- 
cumulated as  gases  during  the  formation  of 
the  earth.  As  the  temperature  of  the  newly 
formed  planet  increased  through  the  energy 
of  accretion  and  due  to  radioactive  decay, 
these  compounds  were  decomposed,  and  the 
occluded  gases  were  released.  The  chemical 
composition  of  the  secondary  atmosphere 
must,  at  first,  have  been  similar  to  that  of 
the  primary  atmosphere.  Because  of  its 
high  rate  of  escape,  most  of  the  free  hydro- 
gen must  have  been  lost,  and  the  principal 
constituents  of  the  atmosphere  must  have 
been  water  vapor,  ammonia,  and  methane. 
It  is  this  atmosphere  of  water  vapor,  meth- 
ane, ammonia,  and  small  amounts  of  hydro- 
gen which  will  be  considered  in  this  discus- 
sion as  the  primitive  atmosphere  of  the 
earth.5 

Although  there  is  some  controversy  about 
the  true  nature  of  the  earth’s  early  atmos- 
phere, the  evidence  available  from  several 
sources  suggests  that  the  primitive  atmos- 
phere must  have  been  reducing  in  nature. 
The  great  abundance  of  hydrogen  in  the 
universe  is  the  basic  argument  in  support  of 
this  theory.  Over  90  per  cent  of  the  known 
universe  is  made  up  of  free  hydrogen.  The 
equilibrium  constants  further  indicate  that 
in  the  presence  of  an  excess  hydrogen  the 
elements  carbon,  nitrogen,  and  oxygen  must 


FIGURE  1.  Transition  from  reducing  to  oxidizing 
atmosphere. 


have  been  present  in  their  reduced  form  as 
methane,  ammonia,  and  water.  From  plan- 
etary spectroscopy  we  learn  that  the  major 
planets  Jupiter  and  Saturn  which  have  re- 
tained their  primitive  atmosphere  have  a 
large  abundance  of  methane,  ammonia,  hy- 
drogen, and  water.  The  meteorites  which 
have  the  approximate  age  of  the  earth  con- 
tain metals  in  the  reduced  form.  An  added 
argument,  which  indirectly  supports  the 
idea  that  the  primordial  atmosphere  must 
have  been  reducing,  is  that  many  of  the 
molecules  which  are  necessary  for  living 
organisms  cannot  be  produced  unless  we 
have  nonoxidizing  conditions. 

The  presence  of  oxygen  in  the  earth’s  at- 
mosphere is  intimately  related  to  the  evolu- 
tion of  the  earth’s  primitive  atmosphere.0 
The  earth  is  unique  in  our  planetary  system 
in  having  an  atmosphere  containing  free 
oxygen.  The  oxygen  in  the  present  atmos- 
phere appears  to  have  arisen  from  two 
sources,  the  photodissociation  of  water  in 
the  upper  atmosphere  by  short  wave  length 
ultraviolet  light  and  by  plant  photosynthe- 
sis. Photosynthesis  probably  evolved  when 
the  ozone  layer  in  the  upper  atmosphere  cut. 
out  the  ultraviolet  light  from  the  sun  and 
thus  put  an  end  to  the  photochemical  syn- 
thesis of  organic  compounds  in  the  primitive 
environment.  Heterotrophs  which  thrived 
on  photochemicals  available  around  them 
were  converted  to  the  autotrophs  which  had 
to  photosynthesize  their  own  food.  This 
change  may  be  diagrammatically  repre- 
sented by  the  hour  glass  (Fig.  1).  Only 
those  organisms  that  could  incorporate 
molecules  such  as  porphyrins  and  make  use 
of  longer  wavelength  light  were  able  to 
pass  through  the  bottleneck.  There  was  a 


1170  New  York  State  Journal  of  Medicine  / May  15,  1970 


wholesale  massacre  at  this  junction.  The 
organisms  that  survived  and  developed 
further  were  able  to  evolve  into  the  wide 
variety  of  life  on  earth  today.7 

Energies 

The  energies  available  for  the  synthesis 
of  organic  compounds  under  primitive  earth 
conditions  were  ultraviolet  light  from  the 
sun.  electric  discharges,  ionizing  radiation, 
and  heat/  While  it  is  evident  that  sunlight 
is  the  principal  source  of  energy,  only  a 
small  fraction  of  this  was  in  the  wavelength 
below  2,000  A,  which  could  have  been  ab- 
sorbed by  the  methane,  ammonia,  and  water. 
However,  the  photodissociation  products  of 
these  molecules  could  absorb  energy  of  high 
wave  lengths.  Next  in  importance  as  a 
source  of  energy  are  electric  discharges, 
such  as  lightning  and  corona  discharges 
from  pointed  objects.  These  occur  close  to 
the  earth’s  surface  and  hence  would  more 
efficiently  transfer  the  reaction  products  to 
primitive  oceans.  A certain  amount  of  en- 
ergy was  also  available  from  the  disintegra- 
tion of  uranium-235,  uranium-238,  and  po- 
tassium-40. While  some  of  this  energy  may 
have  been  expended  in  the  solid  material 
such  as  rocks,  a certain  proportion  of  it  was 
available  in  the  oceans  and  the  atmosphere. 
Heat  from  volcanoes  was  another  form  of 
energy  that  may  have  been  effective  in  pri- 
mordial synthesis. 

Experiments 

In  the  experiments  in  our  laboratory,  we 
have  adopted  the  simple  working  hypothesis 
that  the  molecules  which  are  important  now 
were  important  at  the  time  of  the  origin  of 
life.  We  are  investigating  the  abiogenic 
synthesis  of  the  nucleic  acids  and  proteins. 
We  synthesize  the  “primordial  soup”  de- 
scribed by  Haldane  and  proceed  to  analyze 
it.  I shall  now  endeavor  to  show  how,  in  the 
course  of  these  experiments,  we  have  es- 
tablished that  some  of  the  micromolecules  of 
biologic  significance  can  be  synthesized  and 
that  under  the  same  conditions  they  could 
be  condensed,  or  polymerized,  to  give  rise  to 
macromolecules. 

In  experiments  starting  with  methane, 
ammonia,  and  water  an  electron  beam  was 
used  to  simulate  potassium-40  on  the  primi- 
tive earth.5'  The  gas  mixture  was  irradiated 


with  electrons  from  a linear  accelerator  in 
the  Lawrence  Radiation  Laboratory  at 
Berkeley.  In  a forty-five-minute  period, 
the  total  energy  absorbed  was  about  7 X 10"’ 
ergs  per  gram.  The  results  of  this  investi- 
gation clearly  established  that  adenine  was 
a product  of  the  radiation  of  methane,  am- 
monia, and  water.  The  production  of  ad- 
enine is  enhanced  by  the  absence  of  hydro- 
gen. This  is  to  be  expected,  since  methyl 
carbon  has  to  be  oxidized  to  appear  finally 
in  the  purines.  In  any  event,  the  high  con- 
centration of  organic  matter  on  the  pre- 
biotic  earth  probably  arose  when  most  of  the 
hydrogen  had  escaped. 

Formaldehyde  was  formed  by  the  action 
of  electric  discharges,  or  ionizing  radiation, 
on  a mixture  of  primitive  gases.  Experi- 
ments in  which  formaldehyde  was  used  as 
starting  material  have  shown  that  sugars 
are  formed.  A preliminary  separation  in- 
dicates that  by  far  the  highest  yield  is  in 
the  pentoses  and  hexoses.10  There  is  evi- 
dence that  the  biologic  sugars,  ribose  and 
deoxyribose,  can  be  formed  by  this  means. 
Similarly,  hydrogen  cyanide,  which  is 
readily  formed  in  simulation  experiments, 
gives  rise  to  adenine  and  guanine  by  photo- 
chemical reactions.11 

This  brief  summary  of  previous  work  in- 
dicates that  micromolecules  can,  indeed,  be 
formed  in  simulation  experiments.  The  re- 
sults from  other  laboratories  have  confirmed 
our  findings  and  have  extended  the  list  of 
compounds  so  formed.12  Let  us  now  turn  to 
the  question  of  condensation  reactions  giv- 
ing rise  to  polypeptides  and  oligonucleotides. 

Condensation  reactions 

Dehydration-condensation  reactions  are 
generally  involved  in  the  formation  of  more 
complex  molecules.  On  the  primitive  earth 
this  type  of  condensation  could  have  taken 
place  in  water  solution,  in  our  case  the  pri- 
mordial ocean,  or  in  the  relative  absence  of 
water  on  the  shore  of  the  ocean  or  the  dried- 
up  bed  of  a lagoon.  In  our  simulation  ex- 
periments we  have  reconstructed  both  mod- 
els: (1)  the  condensation  reaction  taking 

place  in  the  presence  of  water,  and  (2)  the 
condensation  reaction  taking  place  in  the 
relative  absence  of  water  or  in  a hypohy- 
drous  condition.  The  condensation  reaction 
taking  place  in  the  presence  of  water  will 
be  illustrated  by  our  synthesis  of  peptides, 
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while  the  condensation  reaction  in  the  rela- 
tive absence  of  water  will  be  demonstrated 
by  our  synthesis  of  oligonucleotides. 

We  have  two  examples  of  the  synthesis  of 
peptides  in  aqueous  solution:  (1)  the  pho- 

tochemical synthesis  of  dipeptides  and  tri- 
peptides from  glycine  and  leucine,13  and  (2) 
the  synthesis  of  a polypeptide  during  the 
electric  discharge  through  methane,  am- 
monia, and  water.14  When  an  aqueous  solu- 
tion of  glycine  and  leucine  was  exposed  to 
ultraviolet  light  in  the  presence  of  cyana- 
mide,  the  dipeptides  glycyl-glycine,  glycyl- 
leucine,  leucyl-glycine,  leucyl-leucine  and  the 
tripeptides  glycyl-glycyl-glycine  and  leucyl- 
glycyl-glycine  were  formed. 

We  have  recently  found  that,  in  our  ex- 
periments with  electrical  discharges  on  the 
earth’s  primitive  atmosphere,  most  of  the 
amino  acids  synthesized  were  already  pres- 
ent in  the  condensed  form.  The  amino  acids 
appeared  to  be  linked  together  as  soon  as 
they  were  synthesized.  It  was  only  on  hy- 
drolysis that  free  amino  acids  were  detected. 

Paper  chromatography  of  an  aliquot  of 
the  “soup”  was  followed  by  autoradiogra- 
phy. There  was  some  material  at  the  origin 
and  several  spots  scattered  throughout  the 
chromatogram.  None  of  these  corresponded 
to  the  known  amino  acids.  The  use  of  an 
amino  acid  analyzer  pointed  to  the  pres- 
ence of  traces  of  two  amino  acids.  When 
the  starting  material  was  hydrolyzed  before 
being  placed  on  the  column  of  the  analyzer, 
a large  number  of  amino  acids  were  formed 
with  an  increase  in  yield.  The  retention 
times  corresponded  to  nine  amino  acids 
which  are  commonly  found  in  protein:  gly- 

cine, alanine,  aspartic,  glutamic,  threonine, 
serine,  isoleucine,  leucine,  and  phenylala- 
nine. A few  unnatural  amino  acids  appear 
to  be  formed,  but  these  have  not  yet  been 
characterized.  The  results  obtained  by  ion 
exchange  chromatography  were  confirmed 
by  the  gas  chromatography  of  the  trifluoro- 
acetyl  derivatives  of  the  acids. 

The  evidence  so  far  points  to  the  possible 
presence  of  the  amino  acids  in  polymeric 
form  in  the  soup.  With  the  use  of  biogel-P 
column,  a fraction  having  a molecular 
weight  from  186  to  2,000  was  separated. 
This  was  hydrolyzed,  and  the  aspartic,  ser- 
ine, glutamic,  glycine,  and  alanine  acids 
were  identified.  The  examination  of  this 
fraction  on  electrophoresis  as  a DNS  (1-di- 
methylam  i nonapthalene-5-su  lphonyl  chlo- 


ride) derivative  showed  only  one  band  sug- 
gesting that  the  fraction  separated  on  the 
biogel  column  appeared  to  be  a single  poly- 
peptide or  a mixture  of  equivalent  net 
charge. 

In  the  studies  on  chemical  evolution  up 
to  now,  it  has  been  thought  that  the  indi- 
vidual amino  acids  had  to  be  first  synthe- 
sized and  then  accumulated  before  the  for- 
mation of  a polymer.  Our  results  on  the 
contrary  show  that  some  polymerization  had 
already  occurred  during  the  initial  reaction 
between  the  earth’s  primitive  atmosphere 
and  natural  forces  such  as  lightning.  A 
long  period  may  not  have  been  necessary 
before  the  first  protein  appeared.  These 
short  peptides  could  have  acted  as  the  first 
enzymes  in  polymerizing  nucleotides  which 
we  have  already  shown  can  be  formed  under 
primitive  earth  conditions. 

The  condensation  reactions  taking  place 
in  the  relative  absence  of  water,  or  in  the 
hypohydrous  condition,  are  exemplified  in 
the  case  of  the  oligonucleotide  synthesis. 
Since  nucleosides  could  be  formed  in  aque- 
ous solution,  we  investigated  the  possibility 
of  their  phosphorylation  under  hypohydrous 
conditions.  Such  a situation  could  have  pre- 
vailed on  the  primitive  earth  when  organic 
material  may  have  been  deposited  on  the 
beds  of  lagoons  and  pools  which  may  have 
fringed  the  early  coastline.  An  intimate 
contact  between  nucleosides  and  phosphates 
could  have  been  brought  about  by  a process 
of  evaporation  under  the  action  of  solar 
heat. 

When  the  nucleotides  adenosine,  guano- 
sine,  cytidine,  uridine,  and  thymidine  were 
heated  with  sodium  dihydrogen  orthophos- 
phate (NatDPO^),  the  nucleotide  mono- 
phosphates were  formed.15  The  heating 
was  conducted  at  about  160  C.  At  this  tem- 
perature, the  highest  yield  of  monophos-' 
phate  obtained  was  about  18  per  cent.  This 
reaction  took  place  at  much  lower  tempera- 
tures. Even  at  50  C.  a small  yield  was  ob- 
tained, but  this  required  at  least  three 
days’  heating  as  compared  with  two  hours 
at  160  C. 

In  these  initial  experiments  several  bands 
were  observed  in  the  autoradiograph  of  the 
electrophoretic  separation.  By  the  com- 
bined technics  of  autoradiography,  paper 
chromatography,  ion  exchange,  and  electro- 
phoresis the  different  isomers  of  the  mono- 
phosphates were  separated. 
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The  use  of  carbon-1 4-labeled  nucleotides 
and  phosphorus-32-labeled  phosphate  clearly 
indicated  that  there  were  other  phosphate- 
containing  compounds  besides  the  mono- 
phosphates. The  electrophoretic  mobility  of 
one  of  these  corresponded  to  the  dinucleoside 
monophosphate  (UpU).  The  identity  of 
this  was  further  confirmed  by  the  use  of 
ion  exchange,  paper  chromatography,  and 
C,4:P!-  ratio  studies. 

A second  compound  corresponded  to  the 
dinucleotide  UpUp.  This  was  similarly 
identified  as  the  dinucleotide  of  uridine  by 
combined  analytic  technics.  These  results 
clearly  indicate  that  the  thermal  phosphory- 
lation could  result  in  the  synthesis  of  small 
polynucleotides.1'* 

The  conditions  of  these  experiments  may 
be  considered  to  be  genuinely  prebiotic. 
The  temperatures  used  are  within  reason- 
able limits.  Although  the  reaction  is  fa- 
vored by  the  absence  of  water,  it  is  not 
completely  inhibited  by  water.  We  find 
that  water  of  crystallization  does  not  inter- 
fere with  the  yields.  In  the  case  of  the 
mononucleotides  several  experiments  were 
done  with  various  proportions  of  water.  We 
found  that  the  reaction  was  not  hindered 
unless  water  was  present  in  large  excess. 
For  example,  when  2 micromoles  of  the 
orthophosphate  and  2 micromoles  of  uridine 
were  heated  in  500  micromols  of  water  in 
a sealed  tube  5 ml.  in  volume,  the  reaction 
still  took  place  although  the  yield  was  an 
order  of  magnitude  less.  If  di-,  tri-,  and 
tetranucleotides  can  be  formed  by  this  proc- 
ess, it  is  reasonable  to  expect  that  several 
dinucleotides  could  be  linked  together  by  a 
similar  process  to  give  us  the  beginnings  of 
nucleic  acid  chain  formation. 

Recent  studies  on  the  pathway  of  phos- 
phorylation have  shown  that  condensed 
phosphates  are  formed  when  orthophos- 
phates are  heated  to  around  160  C.  At 
lower  temperatures  partial  transformation 
to  linear  phosphates  was  observed.  Because 
of  its  simplicity,  thermal  condensation  of 
inorganic  orthophosphates  at  relatively  low 
temperatures  is  very  attractive  as  a general 
source  of  condensed  phosphate  on  the  primi- 
tive earth  and  supports  the  suggestion  that 
thermal  processes  may  have  provided  one 
of  the  most  likely  sources  of  inorganic  poly- 
phosphate, a potential  phosphorylating  and 
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FIGURE  2.  Mechanism  for  formation  of  adenine 
from  hydrocyanic  acid. 


condensing  agent  in  primitive  synthesis.17 
We  have  also  found  that  the  simple  heating 
of  an  aqueous  solution  of  adenosine  and 
linear  polyphosphate  salts  leads  to  the  syn- 
thesis of  the  2',  3',  and  5'  monophosphates. 1£ 

The  results  presented  so  far  show  that 
micromolecules  of  biologic  significance  can 
be  synthesized  in  the  laboratory  under  con- 
ditions which  may  have  prevailed  on  the 
prebiotic  earth.  These  results  also  show 
that,  under  the  same  condition,  condensa- 
tion reactions  of  the  micromolecules  could 
have  taken  place  to  give  rise  to  polymers 
which  may  have  been  the  forerunners  of 
the  nucleic  acids  and  proteins  of  today. 

Recent  work  on  the  elucidation  of  the 
mechanisms  involved  in  these  reactions  point 
to  a relatively  simple  chemical  pathway  for 
the  origin  of  the  micromolecules. 

Hydrogen  cyanide  is  formed  in  copious 
yield  from  methane,  ammonia,  and  water. 
It  is  the  pathway  for  the  purines  adenine 
and  guanine  ('Figs.  2 and  3). 1920 

Formaldehyde  is  an  intermediate  in  the 
reaction  of  primitive  atmosphere.  It  is 
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FIGURE  3.  Adenine  and  guanine  from  hydro- 
cyanic acid  tetramer. 


the  simplest  of  the  sugars.  Condensation 
reactions  with  formaldehyde  give  rise  to 
sugars  of  biologic  importance.  This  was  a 
reaction  known  to  organic  chemists  since 
1861  (Fig.  4). 21 

The  cyanide  and  the  aldehyde  together,  by 
the  Strecker  synthesis,  gives  rise  to  amino 
acids  ( Fig.  5) . 

A brief  survey  of  the  mechanisms  in- 
volved in  these  reactions  suggests  that  all 
the  ingredients  necessary  for  the  production 
of  nucleic  acids  and  proteins  can  be  gener- 
ated from  methane,  ammonia,  and  water. 

The  mechanisms  involved  in  the  condensa- 
tion reactions  are  somewhat  obscure.  In 
the  case  of  the  polypeptide,  it  is  reasonable 
to  assume  that  hydrogen  cyanide  may  be  in- 
volved since  the  solution  contains  18  per  cent 
cyanide,  and  since  previous  experiments 
have  shown  that  cyanide  can  act  as  a de- 
hydration-condensation agent.  In  the  poly- 
nucleotide synthesis,  it  seems  more  likely 
that  the  dehydration  is  mediated  by  the 
linear  polyphosphates. 

The  type  of  synthesis  which  may  be  tak- 
ing place  on  the  planet  Jupiter  has  also  been 
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FIGURE  4.  Synthesis  of  sugars  from  formalde- 
hyde. 
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FIGURE  5.  Mechanisms  of  synthesis  of  amino 
acids. 

an  object  of  our  study.  These  investigations 
are  of  great  interest  because  the  present  at- 
mosphere of  Jupiter  approximates  that  of 
the  early  solar  nebulae.  The  recent  models 
of  the  Jovian  atmosphere  based  on  the  cal- 
culations of  Peebles  and  Gallet  suggest  the 
presence  of  liquid  water  and  higher  tem- 
perature beneath  the  outer  layer  of  clouds 
of  ammonia  crystals. 

Conclusions 

The  simulation  studies  have  shown  that 
a-aminonitriles  which  are  precursors  of 
amino  acids  can  be  synthesized.  Some  form 
of  chemical  evolution  may  be  taking  place 
on  Jupiter.  Our  experiments  also  lead  us 
to  believe  that  the  red  colors  of  the  planet' 
may  be  due  to  a ruby-red  organic  polymer 
formed  when  a mixture  of  methane  and 
ammonia  is  exposed  to  electric  discharges. 

The  laboratory  experiments  have  shown 
that  wherever  suitable  conditions  exist  or- 
ganic compounds  of  biologic  significance  can 
be  synthesized.  These  results  lend  support 
to  the  hypothesis  of  chemical  evolution  and 
our  belief  in  the  existence  of  extraterrestrial 
life. 
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report  from  the  instrument  occurred  at 
26-km.  mean  altitude  rather  than  at  the 
mean  surface  level.  Thus  we  must  take 
270  C.  and  18  to  20  atmos.  as  applying  to 
this  altitude.  If  the  observed  lapse  rate  of 
10  C.  per  kilometer  were  to  apply  all  the  way 
down,  we  would  have  to  add  260  C.  Actually 
if  water  vapor  exists  at  high  abundance  in 
the  lower  reaches,  the  temperature  gradient 
may  be  reduced  somewhat. 

Now  this  change  makes  nearly  untenable 
an  earlier  suggestion  by  the  author  that  the 
Venus  water,  expected  on  the  assumption 
that  Venus  and  the  earth  are  chemically 
very  similar,  might  occur  as  giant  ice  caps 
in  the  polar  regions.3  At  the  lower  equa- 
torial temperatures  initially  reported  the 
difficulty  of  preserving  the  ice  was  consid- 
erable and  led  to  serious  questions,  but  at 
the  higher  temperatures  now  indicated  we 
must  re-examine  the  whole  problem  and 
most  likely  abandon  the  ice  theory.4’5  The 
heat  in  the  equatorial  atmosphere  is  so 
enormous  that  the  slightest  polarward  cir- 
culation would  melt  the  glaciers.  We  must 
allow  some  such  circulation  to  keep  the  ob- 
served dense  cloud  cover  over  the  planet. 
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Where  is  the  water  or  is  it? 

Rasool0  has  answered  the  question  of 
Venus’  missing  water  by  suggesting  that  it 
was  decomposed  photochemically  with  the 
hydrogen  escaping  and  the  oxygen  being 
reduced  by  organic  carbon.  This  theory 
raises  problems  on  several  counts. 

The  reduction  of  the  oxygen  by  organic 
carbon  would  be  expected  to  produce  about 
140  atmos.  more  carbon  dioxide  than  the 
earth  has,  and  it  has  been  noted  that  the 
terrestrial  sedimentary  carbonates  appear 
to  agree  with  the  50  or  so  atmospheres  found 
on  Venus  quite  well.3  Of  course,  our  knowl- 
edge of  the  terrestrial  inventory  of  car- 
bonates is  somewhat  uncertain.  Since  the 
earth  appears  to  resemble  meteorite  matter 
and  the  carbon  in  meteorites  occurs  as  graph- 
ite, carbides,  and  organic  compounds  with 
very  little  as  carbonates,  carbon  dioxide 
must  derive  from  water,  so  we  find  in  the 
abundance  of  carbon  dioxide  good  evidence 
that  water  is  abundant  on  Venus.  On  earth 
it  occurs  in  large  excess  over  that  required 
to  produce  carbon  dioxide,  and  it  appears 
reasonable  that  this  would  be  so  on  Venus  as 
well. 

One  might  then  try  rock  itself,  but  the 
amount  required,  some  70  km.  over  the  en- 
tire planet  at  10  per  cent  ferrous  oxide 
equivalent  by  weight,  appears  to  be  too 
large  in  the  light  of  terrestrial  experience. 
It  must  be  noted,  of  course,  that  the  higher 
surface  temperatures  in  the  equatorial  re- 
gions of  Venus  (700  K or  800  K versus 
300  K on  earth)  taken  with  the  average 
temperature  gradient  in  crystal  rock  (ap- 
proximately 2 C.  per  100  M.)  corresponds  to 
the  Venus  surface  rock  having  the  tempera- 
ture of  terrestrial  rock  at  about  25  km.7'8 
So  if  there  were  any  adequate  mixing  mech- 
anism, this  would  be  well  on  the  way  to  ex- 
posing the  necessary  140  km.  (a  factor  of 
two  is  taken  to  correct  roughly  for  the 
necessarily  lower  temperature  of  the  polar 
regions).  However,  in  the  face  of  the  well- 
known  fact  that  the  terrestrial  atmospheric 
gases  are  derived  from  a major  part  of  the 
entire  earth  (the  argon-40  in  the  air  cor- 
responds to  about  10  per  cent  of  the  total 
generated  by  potassium’s  radioactive  isotope 
K'°  0.011  per  cent  abundance;  1.3-10°  years 
half-life),  we  can  conclude  that  the  escape 
of  deep-lying  gases  is  facilitated  by  tectonic 


and  volcanic  processes,  but  it  appears  to  be 
unlikely  that  a pressure  of  even  100  atmos. 
could  promote  the  reverse  flow  of  the  equiv- 
alent of  2.8  km.  of  liquid  oxygen.8  The 
thickness  of  the  solid  crust  on  Venus  still  is 
at  least  several  kilometers  even  at  the  tem- 
peratures now  accepted  for  the  equatorial 
surface. 

Barfh°  reports  an  escape  rate  for  hydro- 
gen of  some  1010  atmos.  per  square  centi- 
meter per  second,  which  is  too  low  by  a 
factor  of  ten  to  account  for  2.8  km.  of  water. 
In  addition  Barth’s  deuterium  concentration 
(and  therefore  the  escape  since  he  identifies 
photodissociation  of  deuterium  in  the  ex- 
treme ultraviolet  to  give  energetic  hydrogen 
atoms  as  the  principal  escape  mechanism) 
has  been  questioned  as  being  too  high  by 
about  a factor  of  ten.10 

So  we  would  like  to  look  once  more  at  the 
problem  and  ask,  is  it  possible  in  any  way 
to  store  a 2.8-km.  equivalent  of  water  and 
still  keep  the  carbon  dioxide  from  forming 
limestone  (calcium  carbonate)  as  on  earth, 
where  the  weathering  of  continental  rock 
has  brought  basic  calcium  into  the  sea  to 
form  the  deposit.  As  has  been  pointed  out 
the  heavy  carbon  dioxide-rich  atmosphere 
on  Venus  may  correspond  well  enough  wi+h 
our  limestone  deposits,  variously  estimated 
to  be  equivalent  to  up  to  50  atmos.  of  carbon 
dioxide  pressure  if  the  gas  were  released.3 

Let  us  begin  by  analyzing  the  conclusion 
that  no  liquid  oceans  can  exist  on  Venus 
since  the  carbon  dioxide  has  not  precipi- 
tated. (The  geochemical  condition  on  earth 
is  continents  plus  ocean.)  This  condition 
has  been  accepted  for  many  years,  perhaps 
beginning  with  Mentzel  and  Whipple11  many 
years  ago  who  suggested  that  the  entire 
planet  might  be  covered  with  ocean  to  pre- 
serve the  carbon  dioxide  atmosphere.  The 
richness  of  the  Venus  upper  atmosphere  in 
carbon  dioxide  has  been  known  astronomi- 
cally for  some  time.  Of  course,  now  with 
the  high  equatorial  surface  temperature  we 
conclude  there  must  be  continental  masses 
at  least  in  these  hottest  areas,  and  the  ques- 
tion arises:  Is  there  any  way  of  having 

liquid  oceans  at  the  poles  in  the  face  of  the 
facts  that  carbon  dioxide  has  not  precipi- 
tated calcium  carbonate,  and  there  must  be 
extensive  continental  land  areas?  It  was 
this  question,  answered  in  the  negative, 
which  led  to  the  earlier  ice  cap  theory  as 
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the  only  likely  alternative  to  giving  up  on 
the  principle  of  chemical  similarity.3  5 

Thus  we  are  driven  to  ask:  Is  it  nec- 

essarily true  that  oceans  plus  continents  will 
precipitate  atmospheric  carbon  dioxide  as 
limestone  under  the  Venus  conditions? 

Over  the  past  year  while  defending  the  ice 
theory  the  author  has  become  more  and 
more  doubtful  of  this  basic  tenet,  simply 
because  the  evidence  for  higher  equatorial 
temperatures  became  more  and  more  un- 
assailable and  the  ice  theory  less  tenable. 
One  was  left  with  the  choice  between 
Rasool’s0  theory  or  giving  up  on  the  chemi- 
cal similarity  principle,  which  we  are  very 
loath  to  do  in  view  of  the  evidence  that  the 
earth  appears  to  match  in  over-all  composi- 
tion a fair  and  likely  mixture  of  meteoritic 
matter.8 

If  we  can  maintain  this  simple  and  reason- 
able principle,  it  may  be  possible  to  learn 
about  the  earth’s  past  development  history 
from  the  study  of  Venus,  Mars,  and  the 
moon.  So  the  stakes  are  high  and  our  po- 
sition a hopeful  one. 

Finally,  a simple  fact  came  home  which 
may  be  pertinent  and  even  important  in  this 
question:  There  can  be  no  rivers  in  the 

equatorial  desert  on  Venus  because  it  cannot 
rain  there.  The  air  is  too  hot.  Thus  there 
is  no  way  in  which  calcium  and  the  non- 
volatile sea  salts  could  be  added  to  any 
oceans. 

If  we  examine  the  nature  of  the  possible 
volatiles  as  Mueller12  has  done  recently,  we 
find  that  steam  and  silica  can  be  expected 
to  convert  sodium  chloride  to  hydrogen  chlo- 
ride at  the  equatorial  temperatures  cur- 
rently accepted.  Another  volatile  similarly 
expected  would  be  hydrofluoric  acid.  Both 
hydrogen  chloride  and  hydrofluoric  acid  have 
been  seen  in  the  Venus  stratosphere  in  about 
the  expected  concentration.13  Continuing 
the  study  of  Mueller  we  gradually  have  come 
to  see  that  the  Venus  oceans  probably  would 
be  acidic  and  thus  unable  to  precipitate  cal- 
cium carbonate.  Of  course  this  is  just 
another  way  of  saying  that  calcium,  sodium, 
and  other  salt  cations  have  no  way  of  mov- 
ing into  the  sea.  Thus  we  begin  to  see  that 
it  may  indeed  be  conceivable  that  there  are 
polar  seas  on  Venus  even  though  the  atmos- 
phere is  very  rich  in  carbon  dioxide. 

Of  course  the  sea  bed  itself  would  be 
leached  out  following  our  analogy  principle 


right  down  the  line,  but  we  would  suggest 
that  the  distillation  of  acids  from  the  hot 
equatorial  regions  may  be  dominant  and 
more  than  adequate  to  keep  the  polar  oceans 
too  acid  for  calcium  carbonate  precipitation. 

Let  us  think  about  the  temperatures  of 
the  polar  seas.  At  50  atmos.  water  boils  at 
267  C.  (540  K),  so  it  appears  likely  that  in 
the  polar  regions,  where  the  influx  of  solar 
heat  is  less,  liquid  oceans  could  exist.  How- 
ever. the  heat  capacity  of  50  atmospheres  of 
carbon  dioxide  is  so  large  (about  13  K cal. 
per  degree  Centigrade  per  square  centi- 
meter) and  the  cooling  rate  by  radiation 
from  the  cloud  top  (about  0.25  cal.  per 
square  centimeter  per  minute)  so  small  that 
any  polar  direction  in  the  equatorial  winds 
might  evaporate  them. 

It  appears  clear,  however,  that  the  hot 
atmosphere  will  be  resisted  successfully  by 
the  formation  of  a natural  inversion  layer. 
The  rising  steam  made  by  radiation  im- 
pinging on  the  ocean  surface  will  condense 
and  fall  back  as  rain,  with  the  over-all  re- 
sult that  heat  will  be  transported  vertically 
from  the  ocean  surface  to  the  height  where 
the  rain  forms.  Thus  a stable  protective 
layer  of  air  relatively  cool  on  the  bottom 
and  hot  on  the  top  will  form  to  protect  the 
sea  surface.  One  inch  of  rainfall  per 
twenty-four  hour  day  would  nicely  transport 
all  the  heat  absorbed  by  the  planet  (albedo 
about  75  per  cent  and  solar  heat  flux  of  3.9 
cal.  per  square  centimeter  per  minute)  .14 

The  mean  content  of  moisture  in  the 
equatorial  atmosphere  has  been  variously  re- 
ported at  about  0.5  per  cent  which  corre- 
sponds to  cloud  formations  at  the  observed 
altitudes  of  some  60  km.15-17 

However,  the  polar  moisture  content  par- 
ticularly in  the  lower  levels  might  be  con- 
siderably higher  and  lead  to  the  vertical 
heat  transport  mechanism,  a kind  of  “heat 
pipe.” 

It  is  very  difficult  to  be  accurate  and  quan- 
titative about  these  matters,  and  we  are 
merely  trying  to  outline  an  escape  route  out 
of  the  box  where  every  planet  is  its  own 
separate  and  inscrutable  chemical  enigma. 
We  think,  now  after  these  years  of  learning 
and  masticating  the  October  1967  data  (Ve- 
nera-4  and  Mariner-5)  together  with  the 
new  and  old  radar  data,  we  may  have  been 
led  into  a possible  way. 

Let  us  look  at  it  broadly.  At  the  poles 
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and  extending  to  perhaps  50  degrees  lati- 
tude, we  may  have  acidic  oceans  steaming 
near  their  boiling  points  in  the  lower  lati- 
tudes and  flowing  strongly  poleward  be- 
cause of  the  temperature  gradient  in  that 
direction.  They  are  saturated  with  hydro- 
chloride at  about  10  4 atmos.  and  with  car- 
bon dioxide  at  say  50  atmos.  and  have  a 
mean  temperature  of  perhaps  65  C.  to  sup- 
port the  0.5  per  cent  moisture  content  of 
the  atmosphere  reported  by  Venera-4  and 
indicated  by  the  radar  and  infrared  data. 
They  must  be  quite  deep  since  the  mean 
depth  of  our  oceans  is  2.8  km.  The  vapor 
equivalent  is  280  atmos.,  so  we  may  be  able 
to  incorporate  at  most  1 per  cent  or  so  in 
the  lower  reaches  of  the  atmosphere.  Thus 
a mean  depth  of  9 or  10  km.  would  be  ex- 
pected for  the  polar  seas.  The  equatorial 
dry  lands,  therefore,  should  ride  at  higher 
evaluation  and  hopefully  correspond  to  our 
continental  land  masses. 

The  over-all  circulatory  pattern  in  the 
Venus  troposphere  would  be  as  follows: 
descending  air  over  the  polar  areas,  which 
pick  up  moisture  over  the  polar  seas,  which 
then  flows  equatorward  and  ascends  in  the 
high  atmosphere  and  moves  poleward.  More 
rapid  than  this  general  poleward  equator 
circulation  would  be  relatively  rapid  ver- 
tical circulation  to  maintain  the  observed 
adiabatic  temperature  gradient  vertically. 

Life? 

A hot  acid  ocean  might  not,  at  first,  ap- 
pear to  be  the  best  medium  for  plankton 
and  other  marine  life.  Nor  would  the  hot 
desert  shores  with  the  steamy  atmosphere 
be  very  hospitable  either.  However,  the 


extreme  adaptability  of  life  forms  makes  us 
think  again  and  look  at  the  possibility  ex- 
pectantly. 

In  the  analogous  situation  on  earth  we 
conclude  the  source  is  plant  life.18  This 
would  seem  to  be  a possibility. 
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y HE  IMPORTANCE  OF  INFECTIOUS  DISEASES 
during  space  flight  is  obvious.  From  the 
very  beginning  emphasis  has  been  placed 
on  prevention,  and  the  scientific  approaches 
have  been  oriented  accordingly.  Nearly  all 
established  epidemiologic  principles  have 
been  considered  and  applied  where  possible, 
but  the  unique  environmental  conditions  of 
space  flight  have  generated  new  situations 
which  have  not  previously  required  study. 
As  long  as  man  is  to  be  a part  of  the  space 
flight  system  it  becomes  necessary  to  cope 
with  the  microorganisms  rather  than  to 
make  vain  attempts  to  eliminate  them  from 
the  system.  The  base  line  for  this  discus- 
sion presupposes  the  presence  of  the  more 
common  microorganisms,  many  of  which  can 
produce  pathologic  conditions  of  varying 
degrees  of  severity. 

Conditions  encountered  in  space  opera- 
tions which  may  influence  transmission,  oc- 
currence, or  severity  of  infectious  disease 
would  include  confinement,  dryness  of  in- 
spired air,  lack  of  facilities  for  personal 
hygiene,  zero  gravity,  altered  barometric 
pressure  and  gaseous  atmosphere,  and  modi- 
fied diet.  These  factors  may  affect  the  most 
and  or  the  parasite.  Consideration  of  radi- 
ation, day-night  cycles,  and  psychologic 
stress  have  been  purposely  omitted;  other 
omissions  are  due  to  ignorance  or  oversight. 
The  over-all  resistance  of  the  exposed  per- 
sonnel, of  course,  would  be  an  expression  of 
the  functional  efficiency  of  the  several  in- 
dividual mechanisms  of  defense  acting  in 
concert.  Of  those  potentially  affected  by 
a space  cabin  envix-onment,  the  following 
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must  be  considered:  membrane  function, 

skin  barriers,  antibody  synthesis  and  ac- 
tivity, nonspecific  humoral  elements  such  as 
interferon,  and  fixed  and  circulating  phago- 
cytes. 

Conditions  encountered  in  space  flight 

Many  of  the  diseases  with  which  we  must 
be  concerned  are  transmitted  directly  or  in- 
directly from  man  to  man.  Even  with  the 
filters  and  particle  separators  used  in  the 
air  movement  system  of  space  vehicles,  con- 
ditions are  excellent  for  cross  infection 
among  crewmen.  This  situation  would  ap- 
ply to  agents  which  attack  the  respiratory 
system,  skin,  intestinal  tract,  or  other  areas 
of  the  body.  The  pi'oblem  is  not  entirely 
peculiar  to  space  operations,  since  the  same 
threat  exists  whenever  several  pei'sons  are 
in  close  physical  contact  with  each  other, 
but  the  implications  or  resulting  conse- 
quences ai'e  far  more  sei’ious. 

Confinement  under  these  conditions  pro- 
duces two  somewhat  opposite  effects.  As 
pointed  out  previously,  it  is  conducive  to 
cross  infection  between  crewmen.  Mici’o- 
organisms  carried  by  one  person  may  be 
easily  ti'ansmitted  to  fellow  crewmen  and 
cause  disease.  The  donor  individual  may 
or  may  not  be  or  have  been  affected  by  the 
specific  disease  agent.  Thus,  what  may  be 
innocuous  to  one  could  be  pathogenic  to 
another.  The  second  effect  of  confinement 
is  that  it  isolates  the  men  fi'om  exposure  to 
the  many  diffei'ent  micTOoi'ganisms  en- 
countei'ed  in  noi-mal  activities.  This  micro- 
bial  isolation  tends  to  simplify  the  normal 
flora  and  is  not  necessarily  advantageous. 

Land-based  conti*olled  studies,  fully  simu- 
lating space  conditions,  are  not  possible. 
With  this  limitation  in  mind,  Moyer1  drew 
attention  to  the  possibility  of  mici’ooi’gan- 
ism  ti’ansfer  among  crewmen  in  a space 
cabin  simulator.  There  is,  of  course,  an 
abundance  of  clinical  and  epidemiologic  ex- 
perience pei-taining  to  factoi’s  affecting 
ti’ansmission  of  disease-pi’oducing  agents. 
Perhaps,  one  of  the  most  compelling  bits  of 
infoi-mation  is  the  recent  documentation  of 
what  can  happen,  such  as  the  upper  re- 
spiratory episode  during  Apollo  7.  Aside 
fi'om  that  observation  little  information  has 
been  gathei’ed  from  actual  flights.  In  some 
of  the  Gemini  missions  crew  membei’s  and 
flight  hardware  were  sampled  before  and 
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after  the  flight.  The  data  indicated  a 
simplification  of  the  indigenous  microbial 
flora  of  the  crews  with  a decrease  in  the 
types  of  bacteria  present  but  an  increase  in 
the  total  number.  There  was  evidence  of 
transfer  of  microorganisms  between  crew 
members.  Samples  from  flight  hardware 
indicated  a build-up  of  microorganisms  but 
a reduction  in  the  number  of  varieties  re- 
covered. The  Russians  have  reported  that 
the  number  of  throat  and  skin  microorgan- 
isms increased  up  to  ten  times  normal  dur- 
ing their  “Vostok”  flights.  The  meaning 
of  those  findings  is  not  clear.  Our  work 
concerning  skin  lesions  in  mice  may  be  im- 
portant in  the  light  of  the  observed  increases 
in  skin  flora.2 

A first-line  defense  mechanism  involves 
the  membranes  which  line  the  upper  re- 
spiratory tract,  the  mucous  secretions  which 
bathe  these  tissues,  and  the  cilia  which  are 
present  in  some  areas.  If  the  mucus  is 
partially  removed  or  thickened  (increased 
viscosity)  by  water  loss  due  to  the  low  rela- 
tive humidity  of  the  inspired  gases,  the 
functional  efficiency  of  the  barrier  may  be 
compromised.  Although  the  relative  hu- 
midity in  the  cabin  is  controlled  within  a 
normal  range  and  would  be  no  problem  dur- 
ing most  of  the  flight,  the  crewmen  do 
breathe  pure  (dry)  oxygen  for  several  hours 
during  the  initial  phases  of  a mission.  It 
should  be  emphasized  that  conclusive  em- 
pirical data  to  support  the  notion  that  dry- 
ness of  the  atmosphere  is  causally  related 
to  upper  respiratory  illness  are  not  avail- 
able. 

However,  the  discomfort  associated  with 
such  exposure  is  well  known  to  persons  in 
areas  with  an  exceedingly  low  atmospheric 
relative  humidity  and  to  airmen. 

Conjunctivitis  has  been  reported  in  Gem- 
ini crewmen,  and  it  was  suggested  that  pro- 
longed exposure  to  dry  gases  may  have  been 
partially  responsible. 

Because  of  weight  and  space  limitations, 
only  minimal  provision  is  made  in  space 
vehicles  for  personal  hygiene.  The  possi- 
bility of  oral,  cutaneous,  intestinal  or  re- 
spiratory infections  must  be  considered. 
Reference  has  already  been  made  to  reports 
of  increased  numbers  of  microorganisms  on 
the  skin  and  in  the  throat  of  astronauts  as 
well  as  on  the  surfaces  of  the  cabin  itself. 
These  conditions  serve  to  facilitate  transfer 


of  microorganisms  between  crewmen  and 
from  one  body  site  to  another. 

The  effect  of  reduced  gravitational  force 
on  the  occurrence  of  infectious  disease  is 
difficult  to  predict  and  cannot  be  determined 
by  ground  level  studies.  It  is  unlikely  that 
the  parasite  or  specific  defense  mechanisms 
of  the  host  would  be  directly  affected.  Con- 
sideration might  be  given  to  possible 
changes  in  the  characteristics  of  aerosols 
generated  in  the  cabin.  They  would  not 
settle  out  and  may  be  less  (or  more)  likely 
to  impinge  or  collect  on  body  surfaces  such 
as  those  of  the  respiratory  tract. 

It  is  not  likely  that  space  cabin  environ- 
ments which  are  suitable  for  human  habi- 
tation in  terms  of  total  pressure  or  avail- 
able gases  will  be  shown  to  increase  the 
virulence  of  microorganisms.  To  my  knowl- 
edge no  conflicting  data  exist.  Certainly 
pressure  changes  of  the  magnitude  en- 
countered would  not  likely  affect  the  micro- 
organism. Of  course,  strict  anaerobes  and 
other  agents  which  are  sensitive  to  oxygen 
concentrations  would  be  affected.  The  ef- 
fect would  not  tend  to  increase  virulence. 
It  has  been  shown  that  the  virulence  of 
Staphylococcus  aureus  is  reduced,  after  a 
brief  initial  increase,  by  prolonged  exposure 
to  high  oxygen  concentrations. 

A number  of  reports  support  the  notion 
that  the  host  would  be  adversely  affected  by 
cabin  environment.  Changes  observed  have 
always  been  in  the  direction  of  increased 
susceptibility.  We  have  reported  that  ex- 
posure to  a hypobaric  (27,000  feet)  nor- 
moxic  (70  per  cent  oxygen)  environment 
leads  to  increased  susceptibility  to  staphylo- 
coccal skin  lesions.3  Others  have  reported 
similar  results  with  Klebsiella  pneumoniae, 
Pasteurella  tularensis,  and  Salmonella  ty- 
phimurium.  With  mengovirus,  we  noted 
that  increased  susceptibility  in  mice  was  as- 
sociated with  changes  in  barometric  pres- 
sure when  there  was  a normoxic  environ- 
ment.4 

It  should  be  emphasized  that  these  re- 
marks are  restricted  more  or  less  to  studies 
in  which  normoxic  atmospheres  were  used, 
since  it  is  not  expected  that  hypoxic  en- 
vironment will  be  utilized  in  our  space  ve- 
hicles. The  results  of  laboratory  studies  of 
hypoxia  are  quite  different  from  those  of 
normoxic  conditions. 

Few  meaningful  studies  have  been  re- 
ported on  diet  modification  effects,  but  one 
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may  speculate  that  the  use  of  essentially 
sterile  food  and  water  will  lead  to  some 
reduction  in  the  number  of  types  of  micro- 
organisms in  the  intestinal  tract.  We  have 
reported  that  no  changes  to  which  we  at- 
tach clinical  significance  occurred  in  the 
fecal  flora  of  men  during  a fifty-six-day 
period  on  an  Apollo-type  diet.5  These  sub- 
jects are,  however,  not  “bacteriologically 
isolated,”  from  the  external  environment. 

Defense  mechanisms  affected 

First  on  the  list  of  defense  mechanisms  is 
body  membrane  function.  One  of  the  more 
important  tissues  of  the  body  in  this  re- 
spect may  be  the  pulmonary  macrophages 
which  are  responsible  for  removal  or  de- 
struction of  microorganisms  gaining  en- 
trance to  the  respiratory  tract.  Kass, 
Green,  and  Goldstein0  have  summarized  a 
good  deal  of  information.  Briefly,  they 
found  that  the  pulmonary  macrophages  are 
susceptible  to  a variety  of  substances  (hy- 
poxia, alcohol,  acidosis,  cortisol,  tobacco 
smoke,  and  others).  Interestingly,  the 
clearance  of  different  microbial  agents  was 
not  always  affected  in  the  same  manner  by 
a given  stimulus.  Even  though  few  of  the 
stimuli  listed  may  be  encountered  in  space 
flight,  it  can  be  expected  that  space  cabin 
environments  will  contain  factors  which  will 
affect  this  system.  We  are  embarking  on 
pertinent  studies  but  as  yet  have  no  specific 
data.  As  mentioned  previously,  the  dry 
breathing  oxygen  may  affect  membrane 
function  particularly  in  the  areas  lined  with 
ciliated  epithelium. 

The  skin  and  the  respiratory  epithelium 
are  in  direct  contact  writh  the  gaseous  en- 
vironment and  may  be  most  affected.  The 
build-up  of  microorganisms  on  the  skin  ob- 
served on  astronauts  and  experimental  sub- 
jects has  already  been  mentioned,  as  has 
our  work  with  staphylococcal  skin  lesions. 
Problems  related  to  the  skin  may  be  more 
annoying  than  incapacitating. 

Several  workers  have  shown  that  anti- 
body synthesis  is  affected  in  animals  ex- 
posed to  hypobaric  conditions.  Using  re- 
duced pressure  but  with  a normoxic  at- 
mosphere we  have  seen  no  qualitative  or 
quantitative  effect  on  antibody  production.7 
In  that  study  we  used  a viral  antigen.  Tra- 
pani8 has  found  that  production  of  antibody 


to  bacteria  is  affected  differently  from  that 
to  viral  agents  in  animals  exposed  to  hypo- 
baric  hypoxic  conditions.  So  it  may  turn 
out  that  the  same  will  be  true  under  nor- 
moxic conditions;  only  viral  antigens  have 
been  used  to  date. 

One  of  the  exciting  recent  developments 
concerns  interferon  and  the  possibility  that 
it  may  be  used  successfully  in  the  control 
of  viral  infections  and  other  diseases  with 
an  intracellular  etiologic  agent.  Interferon 
production  or  release  may  be  stimulated  by 
a number  of  substances,  and  it  acts  non- 
specifically  against  a variety  of  viruses. 

Our  studies  have  shown  that  this  sub- 
stance is  as  effective  in  a simulated  space 
cabin  environment  (18,000  feet,  43  per  cent 
oxygen)  as  at  ground  level.”  Others,  at  the 
Naval  Medical  Research  Institute,  have 
shown  that  extensive  changes  occur  in  inter- 
feron levels  of  mice  exposed  to  hyperbaric 
or  hypobaric  conditions. 

It  would  seem  that  differences  in  produc- 
tion may  occur  but  that  the  reactivity  of 
existing  interferon  is  the  same  under  altered 
environmental  conditions. 

Invading  microorganisms  may  be  com- 
bated by  antibody,  nonspecific  humoral  fac- 
tors, and  by  phagocytes.  A reduction  in 
the  functional  ability  of  either  would  affect 
man’s  resistance  capacity.  We  know  that 
resistance  to  certain  diseases  is  apparently 
not  influenced  measurably  by  the  presence 
or  absence  of  antibody  or  other  humoral  fac- 
tors (tularemia,  tuberculosis,  brucellosis, 
listeriosis,  and  probably  many  viral  dis- 
eases) but  rather  by  sensitized  cellular  ele- 
ments. If  then  these  cells  (phagocytes) 
are  adversely  affected  by  exposure  to  opera- 
tional environments,  a reduction  in  resist- 
ance to  disease  is  expected. 

Unfortunately  not  much  has  been  done 
to  clarify  the  situation.  The  wrork  of  Kass, 
Green,  and  Goldstein6  is  relevant  but  not 
entirely  pertinent.  We  are  in  the  early 
stages  of  studies  designed  to  determine 
whether  macrophages  (pulmonary,  periph- 
eral, and  peritoneal)  from  exposed  animals 
are  different  from  those  of  normal  controls. 
These  studies  may  be  extremely  meaningful 
in  clarifying  the  role  of  fixed  and  circulat- 
ing phagocytes  in  defense  against  infectious 
disease. 

The  Russians  have  reported  that  dogs 
returned  from  space  flights  exhibited  fluc- 
tuations in  the  phygocytic  index.  As  un- 
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certain  as  the  meaning  of  this  may  be,  it 
does  suggest  that  change  may  actually  oc- 
cur in  the  cellular  element  and  invite  further 
study. 

Bernardini10  has  shown  that  the  fragility 
of  red  blood  cells  is  affected  by  changes  in 
pressure  and  oxygen  concentration.  At 
18,000  feet  with  normal  partial  pressure  of 
oxygen,  an  increase  in  osmotic  fragility  was 
observed  in  the  red  blood  cells  of  rats.  This 
effect  may  be  related  to  our  finding  that 
resistance  to  mengovirus  infection  is  af- 
fected by  changes  in  pressure.  Since  vi- 
ruses are  intracellular  parasites  which  must 
pass  through  the  cell  membrane,  it  might  be 
expected  that  whatever  affects  the  mem- 
brane will  also  affect  viral  penetration. 

Summary 

The  environmental  conditions  within 
space  vehicles  include  factors  which  may 
well  affect  man’s  resistance  to  infection  as 
well  as  the  transmission  of  etiologic  agents. 
It  is  clear  from  the  limited  studies  accom- 
plished thus  far  that  adverse  effects  do  oc- 
cur, but  the  mechanisms  affected  have  not 
been  identified.  Resistance  to  specific  dis- 
eases is  not  affected  in  a uniform  manner, 
that  is,  certain  conditions  may  affect  re- 
sistance to  one  agent  but  not  to  another. 
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Bacterial  and  viral  diseases  are  both  af- 
fected. Observations  from  actual  flights  are 
sketchy  but  indicate  that  problems  may  be 
expected,  and  it  should  be  emphasized  that 
infectious  episodes  assume  much  more  im- 
portance when  they  involve  astronauts. 
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natural  resources  of  the  subsoil  and  sea 
bed  of  the  continental  shelf  beneath  the  high 
sea  but  contiguous  to  the  coast  of  the 
United  States  as  appertaining  to  the  United 
States,  subject  to  its  jurisdiction  and  con- 
trol.” About  14  per  cent  of  the  submerged 
lands  of  our  planet  lie  at  depths  not  greater 
than  600  feet,  the  arbitrarily  defined  limit 
of  the  continental  shelves,  which,  with  re- 
spect to  the  seashore  borders  of  this  country 
and  the  Truman  proclamation,  occupy  an 
area  of  about  760,000  square  miles.  Numer- 
ous surveys  and  studies  have  indicated  that 
immeasurable  riches  are  held  on  and  under 
the  ocean  bottoms:  diamonds,  gold,  man- 

ganese and  nonferrous  metals,  minerals, 
and  petroleum.1 


Employment  of  man-in-the  sea 

Over-all  about  70  per  cent  of  the  surface 
of  our  planet  is  covered  with  water.  In  spite 
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TABLE  I.  Synopsis  of  man's  efforts  to  live  and  work  underwater 


Antiquity  to 

Chronology: 

About  1600 

1600  to  1800 

1800  to  1968 

Technology : 

Hreath-hold  diving 

Diving  bell 

Helmet  and  Huit,  sur- 
face-based 

Employment  of 

underwater 

Harvesting:  food. 

Const  ruction  and  re- 

Natural resources: 

worker: 

natural  resources 

pair;  salvage:  re- 

l>etroleum; 

(pearls  and 

covery  of  ord- 

salvage, recovery 

si>onges);  salvage: 
recovery  of 
treasure 

nance,  and  so  on 

of  vessels,  harbor 
clearance 

1940  to  1968 
Self-contained  diving 


Sport  and  recreation; 
science  and  explo- 
ration 


1962  to  1968 
Saturation  diving 
from  surface  and 
sea  floor 

Construction  and  re- 
pair 


Military:  tactical 
underwater  swim- 
ming 

Practical  limit  1 to  2 minutes  50  feet,  5 hours;  100 

to  under-  feet.  10  minutes 

water  ex- 
posure: 


Military:  ship  hus- 
bandry; submarine 
rescue 

50  feet,  5 hours;  100 
feet,  2 hours;  500 
feet,  10  minutes 


Military:  tactical 
underwater  swim- 
ming; mine  clear- 
ance 

50  feet,  1 hour;  1(H) 
feet,  0.5  hour 


Military:  sea -floor- 
based  o|>erations 

Not  yet  established 


of  this  major  geographic  characteristic,  we 
call  this  planet,  “Earth.”  Since  the  sea  is 
nearly  everywhere  and  obviously  so,  en- 
circling the  several  continental  island  land 
masses,  it  has  for  thousands  of  years  been 
a powerful  influence  on  the  affairs  of  men 
and  nations,  particularly  so  since  the  ages 
of  discovery  and  exploration  that  began 
during  the  fifteenth  century.  Broadly 
speaking,  it  is  the  consensus  of  ocean-ori- 
ented professional  thought,  both  scientific 
and  political,  that  our  ignorance  with  re- 
spect to  the  three  quarters  of  the  earth’s 
surface  beneath  the  seas  is  today  only  mar- 
ginally less  than  complete.  Since  the  story 
of  man’s  efforts  into  deep-sea  penetration 
and  sea-surface  utilization  is  as  old  as  re- 
corded history  itself,  one  must  appraise  the 
nature  of  these  efforts  as  a means  to  under- 
standing the  rewards  which  they  have 
reaped.  Vespucci,  Columbus,  and  Magellan 
demonstrated  the  utility  of  the  sea  as  the 
avenue  for  global  transport.  Or,  alterna- 
tively, one  can  cite  the  voyages  of  Eric  the 
Red,  the  great  sea  battles  fought  by  rival 
Mediterranean  fleets,  or  the  comparatively 
recent  evolution  of  the  100-gun  ship-of-the- 
line  and  the  clipper  ship  in  support  of  a 
conclusion  that  the  age  of  the  sea  and  man- 
kind’s understanding  of  the  sea  was  that  of 
full  maturity.  It  is  now  recognized  that 
such  a conclusion  is  open  to  serious  ques- 
tion, because  understanding  and  knowledge 
of  the  sea  imply  three  dimensions:  latitude, 
longitude,  and  depth.  Therefoi'e,  it  is  sub- 
mitted that  the  true  significance  of  the  sea 
for  civilization  is  yet  to  be  estimated. 

Historically,  the  feasibility  of  most 
schemes  for  exploitation  of  subsea  resources 


has  depended  on  the  practicality  of  human 
access  for  the  performance  of  remunerative 
work.  Prior  to  the  current  era,  employ- 
ment of  undersea  workers  was  largely  de- 
pendent on  the  existence  of  an  adequate 
life-support  technology.  Paradoxically,  this 
no  longer  seems  to  be  the  case,  and  open-sea 
utilization  of  contemporary  advances  in  life- 
support  bioengineering  does  not  occur  unless 
it  receives  the  blessing  of  cost-effectiveness 
evaluations. 

In  support  of  the  thesis  that  requirements 
and  economics,  rather  than  capabilities,  have 
set  the  pace  of  progress  in  man’s  exploita- 
tion of  the  sea,  one  can  select  numerous  ex- 
amples from  the  main  stream  of  this  par- 
ticular technologic  history  (Table  I). 

This  history  of  military  applications  of 
diving  is  largely  that  of  shallow-depth  tacti- 
cal underwater  swimming.2  The  Greek  at- 
tack on  the  boom  defenses  in  Syracuse  har- 
bor in  415  B.C.  constitutes  one  of  the 
earliest  records  of  such  encounters. 
Scarcely  1,000  miles  distant,  but  twenty- 
three  centuries  afterward  (December  18, 
1941),  in  a stunning  military  coup,  the 
hulls  of  the  British  battleships  Valiant  and 
Queen  Elizabeth  were  blown  open  when  they 
were  mined  in  Alexandria  hax-bor  by  four 
Italian  naval  swimmers.  By  August,  1943, 
when  the  Italian  armistice  ended  such  op- 
erations in  the  Mediterranean,  Italian  un- 
derwater swimmers  and  torpedo  riders  had 
accounted  for  a total  of  16  British  ships. 
United  States  naval  interest  in  development 
of  deep-depth  diving  was  reawakened  in  the 
late  1920s,  following  the  losses  of  the  sub- 
marines S-A  and  S-51,  and  were  rewarded 
in  1939  by  the  successful  rescue  and  salvage 
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efforts  subsequent  to  the  sinking  of  the 
U.S.S.  Squalus.  In  1965  the  Palomares 
bomb  incident  focused  attention  on  deep- 
depth  salvage  problems.  The  Thresher  trag- 
edy and  the  increased  deployment  intensity 
of  nuclear  submarines  in  deep  tactical  wa- 
ters have  stimulated  support  of  Navy  re- 
search, development,  and  design  efforts  cul- 
minating in  the  catamaran  submarine  rescue 
vessel,  the  new  generation  of  salvage  tug, 
and  Mark  I and  Mark  II  deep-dive  systems. 

In  regard  to  nonmilitary  attentions  to 
diving,  as  long  as  conventional  surface,  sub- 
surface, and  subterranean  sources  of  natural 
wealth  have  provided  their  abundances,  fis- 
cal support  of  deep-diving  developments  was 
not  forthcoming.  Realization  that  economic 
demands  on  our  planetary  reserves  of  nat- 
ural resources  are  progressively  depleting 
the  surface-accessible  stocks  has,  of  neces- 
sity, turned  the  attention  of  responsible 
planners  to  the  study  of  subsea  sites.  This 
interest  extends  to  chemicals,  biologicals, 
and  proteins  as  well.  About  16  per  cent  of 
the  total  daily  world  output  of  petroleum 
(37  million  barrels  a day)  is  now  accounted 
for  by  offshore  oil  production.  It  is  esti- 
mated that  within  ten  and  twenty  years,  re- 
spectively, offshore  oil  production  will  prob- 
ably approximate  one  third  and  then  50  per 
cent  of  the  global  world  petroleum  produc- 
tion. 

Yeager3  described  the  new  age  of  the  sea 
in  terms  of  several  great  quests.  Specula- 
tion as  to  future  employment  possibilities 
for  man,  the  undersea  worker,  can  be  sys- 
tematized on  this  matrix.  Insofar  as  the  sea 
holds  an  answer,  partial  or  complete,  to  the 
search  for  security,  that  is,  a vast  tactical 
volume  for  the  deployment  of  military  sys- 
tems, and  to  a search  for  living  room  for  an 
expanding  population,  that  is,  for  recrea- 
tional uses,  the  place  of  the  professional  and 
the  sports  diver  appears  secure.  Yeager 
also  delineated  the  following  searches:  for 

fresh  water,  resources,  industry,  knowledge, 
and  adventure.  In  the  current  context,  it 
is  turning  to  the  sea  for  resources  and  in- 
dustry in  which  the  greatest  potential  ap- 
plication is  inherent  for  manned  systems. 
Aquaculture;  sedentary  fish  farming;  all  of 
the  installation  and  maintenance  aspects  of 
underwater  sources  of  oil,  natural  gas,  and 
sulfur;  and  the  installation  and  manning 
of  communications  and  navigational  facili- 


ties are  examples  of  potential  areas  for 
manned  systems.  The  opportunity  for 
man’s  participation  in  these  endeavors  is 
favorably  influenced  by  concurrent  engi- 
neering developments  in  underwater  tools 
and  life-support  devices.  Advances  in  re- 
mote manipulation  technology  and  tele- 
chirics  adversely  affect  the  position  of  this 
future  man-in-the  sea.  In  contrast  to  pro- 
posals for  space  operations,  it  is  doubtful 
whether  anyone  questions  the  basis  for 
man’s  participation  in  underseas  operations. 
Yet  to  appear,  however,  is  sufficient  proof, 
such  as  by  systematic  operations,  that  man 
can  live  not  only  within  the  seas  but  also 
can  be  routinely  and  gainfully  employed 
therein  for  several  hours  each  day. 

Sea  water  is  an  environment 
for  man  and  his  machines 

An  environmental  profile  for  the  ocean, 
structured  for  pertinence  to  diving  opera- 
tions, must  scrutinize  surface  and  bottom 
conditions  as  well  as  those  of  the  water 
column.  Sea  state,  surface  currents,  and 
meteorologic  conditions  are  among  the  sig- 
nificant air-sea  interface  conditions.  Bot- 
tom topography,  sediment,  and  geologic  pro- 
file describe  the  natural  water  bottom  inter- 
face. Superimposed,  coincidentally,  are  the 
castoff  contributions  of  our  culture:  sources 
of  chemical  and  biologic  pollution  ; wreckage 
and  rubbish;  and  mines,  torpedoes,  and 
miscellaneous  unexploded  ordnance  from 
past  conflicts.  The  temperature  extremes 
of  ocean  water  are  28F.  in  the  polar  seas  to 
96F.  in  the  Persian  Gulf.  The  density  of 
subsurface  seawater  is  about  800  or  900 
times  that  of  air.  All  ocean  water  is  wet, 
chemically  corrosive,  and  most  of  it  is 
opaque.4  It  is  the  home  of  predatory  ani- 
mals armed  with  tentacles  and  nematocysts 
(Portuguese  man-of-war);  spines  (sea  ur- 
chin) ; cutting  and  abrading  surfaces 
(coral)  ; teeth  (sharks,  especially  tiger  and 
gray  nurse,  barracuda,  and  moray  eels)  ; and 
lethal  toxins  (sea  snakes).5 

Direct,  indirect,  and  interrelated  influ- 
ence-response dynamics  of  ocean  environ- 
mental factors  with  the  diver  and  his  life- 
support  equipment  can  be  distinguished, 
provided  the  artificiality  of  the  classifica- 
tion is  first  acknowledged.  Physiologic 
limitations  can  be  called  primary  because 
they  constitute  real  or  expected  end-points 
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TABLE  II.  Deep-diving  gas  mixture  composition: 
1.  Density 

. Relative  Density* 

0.3 

Atmos. 

* — Ambient  Pressure — * Abs. 


Feet 

Atmos- 

pheres 

Absolute 

Per  Cent 

Oxygen  in  Helium 
2.5  4 

Oxygen 
Pressure 
in  Helium 

100 

4.0 

0.65 

0 71 

0.85 

500 

16.2 

2 i;<; 

2.88 

2.54 

1.000 

31.3 

5.15 

5.67 

4 65 

1,500 

46  4 

7 67 

8.26 

6 72 

* Air,  1 atmosphere  absolute  equals  1.00. 

of  functional  integrity  of  the  organism. 
These  primary  problems  include  decompres- 
sion, the  obtunding  or  narcotic  effects  of 
the  inert  diluent  fraction  of  the  gas  at- 
mosphere, the  toxic  or  disruptive  effects  of 
oxygen  on  the  various  target  tissues,  and 
pulmonary  ventilatory  inadequacy. 

Engineering  problems  also  effectively 
limit  man  in  hydroecology  but  do  so  without 
inherent  threat  to  life  and  health.6*0  Not 
clearly  fitting  into  this  classification  are 
toxicologic  problems,  the  medical  manage- 
ment of  diving  accidents,  and  therapeutic 
provisions  for  acute  concurrent  illnesses  in 
saturated  divers.10 

Problems  related  to 
ventilatory  dynamics 

Problems  of  respiratory  mechanics  and 
the  work  of  breathing  at  increased  ambient 
pressures  are  problems  of  the  magnitude  of 
nonelastic  resistance  of  anatomic  and  ex- 
ternal airways.11  Turbulent  flow-resistive 
pressures  increase  as  direct  functions  of  in- 
creasing gas  density.  Since  increasing  am- 
bient pressure  per  se  does  not  affect  gas  vis- 
cosity, it  follows  that  the  magnitude  of  the 
dimensionless  Reynolds  number,  which  de- 
termines the  transition  from  laminar  to 
turbulent  flow,  increases  directly  with  gas 
density.  One  of  the  characteristics  of  res- 
piration with  dense  gaseous  media,  there- 
fore, is  the  progressive  increase  in  the  pro- 
portion of  airway  flow  which  is  turbulent. 
As  shown  in  Table  II,  at  an  ambient  depth 
of  1,500  feet,  a gas  mixture  of  0.3  atmos- 
pheres absolute  of  oxygen  in  helium  (0.6 
per  cent  oxygen)  is  nearly  seven  times 
denser  than  air  at  sea  level.  Data  reported 
by  Jarrett12  has  been  plotted  in  Figure  1. 
Hypercapnia  and  reduced  alveolar  ventila- 
tion are  not  uncommon  findings  in  experi- 


FIGURE 1.  Ventilatory  insufficiency  at  depth; 
(work  rate  840  Kg.  M.  per  minute).  Ventilatory 
carbon  dioxide  tension  curves  plotted  with  data 
for  1 subject,  an  experienced  diver,  reported  by 
Jarrett.'* 


FIGURE  2.  Pulmonary  ventilation:  working, 

resting,  and  predicted  maximum  (maximum  vol- 
untary ventilation)  density  effects.  Mean  data 
points  (4  to  6 subjects)  are  for  resting  and  exer- 
cise pulmonary  ventilation;  one  standard  devia- 
tion is  indicated  for  exercise  points.  Vertical 
distance  between  paired  lines  indicates  maximal 
voluntary  ventilation,  plus  and  minus  on  stand- 
ard deviation,  computed  using  maximum 
breathing  capacity  determinations  at  serial  pres- 
sures. 

enced  divers,  and  tolerance  for  the  effects  of 
acute  respiratory  acidosis  appears  to  develop 
as  an  alternative  to  acceptance  of  increased 
respiratory  work  necessary  to  avoid  such 
retention  of  carbon  dioxide.  In  Figure  2, 
data  points  for  exercise  pulmonary  ventila- 
tion (600  Kg.  M.  per  minute)  are  seen  to 
encroach  on  the  band  which  describes  a 
standard  deviation  above  and  below  the 
predicted  maximal  voluntai'y  ventilation. 
Diver-subjects  who  breathed  the  densest  of 
these  gas  mixtures  showed  hypercapnia  of 
alarming  magnitude  and  yet,  as  will  be  de- 
scribed, they  did  not  report  respiratory  dis- 
tress. 

Increased  elastic  resistance  to  breathing 
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is  a further  burden  on  the  diver.  Gas  pres- 
sure within  the  diver’s  lungs  is  in  apposi- 
tion to  the  external  hydrostatic  pressure 
which  increases  from  above  downward  with 
respect  to  posture  in  the  water.  In  other 
words,  external  water  pressure  on  the  dia- 
phragm is  1 to  2 feet  greater  than  that  at 
the  pulmonary  apices.  For  this  reason,  the 
concept  of  the  center  of  pressure  is  one  of 
importance  for  rational  bioengineering  de- 
sign of  life-support  breathing  appara- 
tus.13’14 The  diver  who  is  equipped  with  a 
breathing  bag  situated  above  the  center  of 
pressure  will  have  a resting,  end-expiratory 
lung  volume  less  than  40  to  45  per  cent  of 
his  vital  capacity.  Low  placement  of  the 
breathing  bag  causes  analogous  and  oppo- 
site effects:  continuous  positive  pressure 

breathing  and,  in  the  extreme,  an  end-ex- 
piratory position  at  full  lung  inflation.  As 
actually  encountered,  however,  these  mech- 
anisms become  complex.  For  example,  non- 
elastic resistance  increases  because  of  air- 
way narrowing  whenever  apparatus  counter 
lung  position  reduces  lung  volume  to  less 
than  that  of  the  resting  midposition. 

Oxygen  in  diving 

Diving  limitations  and  hazards  arising 
from  exposures  to  increased  partial  pres- 
sures of  oxygen  can  arise  in  relation  to  cer- 
tain aspects  of  depth  ventilation,  as  influ- 
enced by  breathing  apparatus  design. 
There  are  instances  in  which  divers,  work- 
ing at  depth  and  experiencing  ventilatory 
distress  or  “inability  to  get  enough  gas,” 
have  periodically  and  repeatedly  actuated 
their  gas-supply  bypass  valves.  In  semi- 
closed  mixed-gas  diving  apparatus  this  may 
or  may  not  affect  breathlessness,  but  it  is 
sure  to  increase  the  oxygen  fraction  sig- 
nificantly within  the  recirculating  circuit. 
However  it  is  precipitated,  the  appearance 
of  prodromal  or  overt  symptoms  of  acute 
oxygen  intolerance  in  a diver  at  depth  is 
extremely  disconcerting.  Such  cases  are 
likely  to  terminate  in  a complex  tragedy  as 
has  happened  when  oxygen-stricken  divers 
have  been  rapidly  surfaced,  thus  exposing 
them  to  the  pathophysiologic  consequences 
of  generalized  decompression  sickness. 

The  first  closed-circuit  oxygen-breathing 
apparatus  was  exhibited  by  Schwann  dur- 
ing the  last  quarter  of  the  nineteenth  cen- 


TABLE  III.  Deep-diving  gas  mixture  composition: 
2.  Oxygen  fraction 

Per  Cent  Oxygen  Oxygen 

✓ — Ambient  Pressure — Oxygen  Oxygen  Pressure* 

Atmos-  Pres-  Pres-  Per  Cent 
pheres  sure:  sure:  Oxygen 

Feet  Absolute  0.3*  0.5*  4 2.5 


100 

4.0 

7.4 

12.4 

0.16 

0.1 

500 

16.2 

1.9 

3.1 

0.65 

0.4 

1 .OOO 

31  3 

1.0 

1.6 

1.25 

0.8 

1.500 

46  4 

0.6 

1.1 

1.8 

1.2 

* Atmospheres  absolute. 


tury.  During  this  time  Fleuss,  in  England, 
designed  his  first  operational  “oxygen 
lung,”  and  Bert15  and  Lorrain-Smith,16  re- 
spectively, described  neurologic  and  pul- 
monary oxygen  reactions.  In  1912  the 
first  reported  case  of  oxygen  poisoning  in 
man  was  precipitated  by  an  exposure  of 
forty-five  minutes’  duration  at  a depth  of  66 
feet.  Extensive  use  of  100  per  cent  oxygen 
at  greater  than  atmospheric  pressure  in  cur- 
rent diving  is  for  purposes  of  military 
tactical  stealth  for  which  closed-circuit  oxy- 
gen-breathing apparatus  is  employed,  for 
recompression  therapy  of  decompression 
sickness,17  and  as  a decompression  breath- 
ing mixture  in  deep  diving. 

With  refinement  of  concepts  of  oxygen 
tolerance  it  has  become  clear  that  the  possi- 
bility of  cumulative  effects  as  well  as  acute 
responses  must  be  considered,  and  that  sub- 
tle as  well  as  dramatic  target-organ  dis- 
turbances can  be  initiated.  One  can,  there- 
fore, clinically  distinguish  central  nervous 
system  oxygen  tolerance,18  pulmonary  oxy- 
gen tolerance,19  20  renal  oxygen  tolerance,21 
retinal  oxygen  tolerance,2223  and  hemato- 
poietic effects.  Table  III  illustrates  the 
changing  oxygen  fraction  and  oxygen  par- 
tial pressure  of  constant  partial  pressure 
and  constant  fractional  component  mixtures, 
respectively.  From  Table  III  as  well  as 
Table  IV,  some  of  the  problems  related  to 
oxygen  analysis  can  perhaps  be  surmised. 
Instrumentation  for  routine  field  use  must 
possess,  in  addition  to  suitable  accuracy  and 
sensitivity,  properties  of  shock,  vibration, 
corrosion,  and  mishandling  resistance.  Fi- 
nally, and  still  in  the  realm  of  speculation,  is 
the  possibility  that  increasingly  oxygen-rich 
mixtures  will  be  required  for  deep-depth 
diving  to  compensate  for  intra-alveolar  dif- 
fusion barriers  arising  when  the  pulmonary 
air  sacs  are  inflated  with  dense  binary  oxy- 
gen-helium mixtures. 
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TABLE  IV.  Deep-diving  gas  mixture  composition: 
3.  0.3  atmos.  abs.  oxygen  pressure  oxyhelium 
breathing  mixture 


Ambient  1 

Pressure — 

Atmos- 

Com 

posit  ion 

pheres 

Per  Cent 

Relative 

Feet 

Absolute 

Oxygen 

Helium 

Density* 

100 

4 0 

7.4 

92.6 

O 85 

500 

16.2 

1.9 

98  1 

2 54 

1.000 

31.3 

1.0 

99  O 

4 65 

1 . 500 

46  4 

0.6 

99.4 

6 72 

* Air,  1 atmos.  alts,  equals  1.0. 


Narcosis,  performance  decrement,  and 
introduction  of  oxyhelium  in  diving 

All  of  the  scientific  and  technologic  de- 
velopments culminating  in  the  utilization  of 
diverse  breathing  mixtures,  other  than  that 
of  the  one  part  to  four  parts  oxynitrogen 
mixture  of  air,  with  the  single  exception  of 
Ramsay’s  discovery  of  helium  as  a terres- 
trial element  in  1895,  have  occurred  in  this 
century.  Oxygen-air  mixture  diving  was 
developed  about  1912  in  England  and  Ger- 
many. Laboratory  animal  experimentation 
with  hydrogen-oxygen  mixtures  to  825  feet 
was  carried  out  in  1914.21  In  1906  Mc- 
Farland and  Cady  analyzed  the  helium  con- 
tent of  natural  gas  wells  in  north  Texas 
and  Kansas  and  determined  the  nearly  2 
per  cent  helium  content  therein. 

By  1915  the  cost  of  helium  in  this  coun- 
try was  about  $2,500  per  cubic  foot.  C.  J. 
Cooke  applied  for  a patent  on  helium-oxy- 
gen respirable  mixtures  for  men  under  pres- 
sure in  August,  1919.  He  ought,  therefore, 
to  be  at  least  remembered  as  the  most  enter- 
prising man  of  several  to  whom,  it  appears, 
the  idea  of  helium  diving  had  occurred  in- 
dependently and  simultaneously.  By  1925, 
when  the  cost  of  helium  had  fallen  to  three 
cents  per  cubic  foot,  Sayers,  Yant,  and  Hil- 
debrand-5 reported  an  extensive  series  of 
small-animal  exposures  with  helium-oxygen 
mixtures.  This  work,  as  well  as  concurrent 
and  subsequent  Bureau  of  Mines-Navy  co- 
operation, probably  owed  its  origin  to  prior 
Bureau  of  Mines’  studies  on  feasibility  of 
helium  for  lighter-than-aircraft.  The  Navy 
established  its  Experimental  Diving  Unit 
in  Washington,  D.C.,  in  1927,  and  within 
two  years  experimental  helium  dives  to  10- 
atmos.  pressure  has  been  completed.  Sal- 
vage operations,  which  followed  the  loss  of 
the  submarines  S-51  and  S-4,  halted  this 
work  and  demanded  the  full  attention  of 


Navy  diving  personnel.  When  these  tasks 
were  completed,  the  diving  research  staff  ad- 
dressed the  problems  of  individual  subma- 
rine escape. 

Concurrent  with  this  hiatus  in  deep-div- 
ing work,  particularly  with  helium,  in  the 
United  States,  was  the  resumption  of  simi- 
lar efforts  by  the  Royal  Navy.  The  Admi- 
ralty deep-diving  series  of  1930—1931  con- 
sisted of  a program  of  compressed-air  dives 
to  depths  between  200  and  300  feet.  It 
had  long  been  realized  that  certain  individ- 
uals were  liable  to  react  to  high-pressure 
air  exposures  with  behavioral  peculiarities, 
and  during  this  series  the  frequency  and 
intensity  of  these  peculiarities  became  a 
matter  of  urgent  concern.  It  was  postu- 
lated that  these  derangements  of  psycho- 
motor function  and  inappropriate  effect 
represented  c’austrophobic  or  other  emo- 
tional responses  to  the  deep-water  environ- 
ment, and  it  was  widely  concluded  that  a 
practical  diving  limit  had  been  discovered.26 
In  1935  Behnke,  Thomson,  and  Motley27  re- 
ported their  inference  that  atmospheric  ni- 
trogen was  the  etiologic  factor  and  that  it 
acted  on  the  nervous  system  because  of  its 
high  solubility  coefficient  in  lipoidal  tissue 
as  compared  with  water.  They  concluded 
that  for  operations  deeper  than  300  feet 
an  artificial  gas  mixture  would  be  required; 
otherwise  the  maximum  pressure  compati- 
ble with  human  activity  would  be  reached 
between  10  and  15  atmos. 

There  is  no  doubt  that  nitrogen  narcosis 
exists.  The  precise  dynamics  of  its  cellular 
pharmacology  remain  speculative.28;  its  ef- 
fects have  been  well  described  psychometri- 
cally, 29:10  and  when  breathing  air  at  15 
atmos.  (nitrogen  partial  pressure  of  12  at- 
mos.) it  has  been  shown,  as  predicted,  to 
cause  incapacitation.31 

In  comparison  with  performance  measure- 
ments in  the  sea-level  air  environment,  it  is 
frequently  observed  that  divers  are  less  li- 
able to  exhibit  sound  judgment,  dexterity, 
handicraft,  or  response  rapidity.  More- 
over, there  is  seen  to  be  a spectrum  of  per- 
formance decrement  or  depth  narcosis, 
which  is  the  result  of  synergistically  inter- 
acting factors.  These  include  the  follow- 
ing: pharmacologically  active  constituents 

of  the  breathing  mixture;  coincidental  com- 
ponents, including  carbon  dioxide  and  car- 
bon monoxide;  mechanical  influences  of 
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breathing  apparatus  on  respiration;  envi- 
ronmental factors  of  temperature,  severity, 
and  duration  of  work;  and  psychologic 
thi-eats.  Nitrogen-carbon  dioxide  synergy 
can  thus  be  demonstrated  by  means  of 
paired,  appropriately  controlled  exposures. 
Breathing  compressed  air  at  8 atmos.  and 
working  at  a constant  rate  of  800  Kg.M. 
per  minute,  a subject  experienced  no  dis- 
comfort, distress,  nor  dyspnea,  even  though 
his  end-tidal  carbon  dioxide  pressure  ex- 
ceeded 50  mm.  Hg  for  nearly  all  of  a twenty- 
minute  period,  during  which  his  progres- 
sive unresponsiveness  became  frank  stupor. 
During  helium  breathing,  again  at  8 atmos., 
imposition  of  the  same  work  load  was  as- 
sociated with  such  severe  respiratory  dis- 
tress that  the  test  was  terminated  within 
five  minutes.  Thus,  Case  and  Haldane82  ob- 
served that  breathing  a mixture  of  6 per 
cent  carbon  dioxide  in  air  at  sea  level  was 
unpleasant  and  characterized  by  a conscious- 
ness dominated  by  the  desire  to  breathe, 
whereas  at  300  feet  there  was  much  less 
subjective  distress  prior  to  progressive 
lapse  into  unconsciousness. 

Definition  of  the  role  of  helium  in  clinical 
medicine  and  environmental  physiology  re- 
quired the  efforts  of  a large  number  of  in- 
vestigators during  the  1930s.88’34  By  the 
end  of  the  decade,  500-foot  dives  had  been 
accomplished  experimentally  by  the  U.S. 
Navy,  and  Behnke  and  Yarbrough35  con- 
cluded that  the  improved  mental  condition 
of  the  divers  supplanted  any  savings  of  de- 
compression time  as  the  most  important  ad- 
vantage in  the  use  of  helium.  They  pre- 
dicted that  with  helium  mixtures  it  should 
be  possible  to  dive  to  at  least  1,000  feet. 

Decompression  and  saturation  diving: 

“you  only  pay  when  you  leave” 

Decompression,  decompression  sickness, 
and  the  public  health  aspects  of  work  in 
compressed  air  have  received  the  atten- 
tion of  a vast  popular,  technical,  and  scien- 
tific literature.  Evolution  of  theoretic  con- 
cepts and  practical  technics  has  been  sum- 
marized in  historical  and  near-term  re- 
views.3'1’87 For  their  succinct  eloquence  the 
words  of  Pol  and  Watelle  in  185488  are  un- 
surpassed: “It  is  the  decompression  which 

is  to  be  feared  and,  to  emphasize  this  point 
we  will  quote  a phrase  which,  despite  its 


FIGURE  3.  Safe  direct  ascent  (“no  decompres- 
sion”) dives.  “Air”  direct-ascent  exposures  are 
plotted  from  Table  1-5,  “Standard  Air  De- 
compression,” of  the  U.S.  Navy  Diving  Manual 
(NAVSHIPS  250-538).  Sequential-inert  dive 
depths  are  80,  100,  130,  150,  and  170  feet. 

vulgarity  is  quite  true,  ‘you  only  pay  when 
you  leave.’  ” 

Protracted  exposures  to  hyperbaric  pres- 
sures, within  pressure  chambers  and  cais- 
sons, have  been  utilized  for  such  diverse 
purposes  as  therapeutic  quackery,  diving  de- 
compression research,  and  in  the  construc- 
tion of  tunnels,  bridge  piers,  and  so  forth. 
Some  of  the  confinements  were  extended 
through  several  days. 

The  speed  at  which  a diver  returns  to  sea 
level  pressure,  that  is,  the  rate  of  decom- 
pression, is  primarily  determined  by  the 
rate  of  elimination  of  excess  gas  from  solu- 
tion in  tissues,  and  decompression,  there- 
fore, constitutes  one  of  the  primary  or 
physiologic  limitations  of  diving.  Paren- 
thetically, it  is  of  interest  to  note  that  clini- 
cal decompression  sickness  has  even  been 
precipitated,  without  intent,  following  ex- 
posure to  hyperbaric  oxygen.88 

Decompression  of  the  nonsaturated  diver 
can  be  accelerated  safely  by  several  methods. 
The  limited  study  of  these  procedures  is 
correlated  with  circumscribed  operational 
applicability.  Cost  factors  of  equipment, 
gas  mixtures,  personnel  training,  and  so  on, 
together  with  transportation  complexity  and 
deck-space  limits,  have  been  determinative. 
Figures  3 and  4,  drawn  from  hitherto  un- 
published data,  illustrate  decompression  effi- 
ciency derived  with  sequential  breathing  of 
inert  gases.  The  broken  line  in  Figure  3 
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FIGURE  4.  Safe  decompression  for  thirty-minute 
working  dives.  Sequential-inert  dives  conducted 
as  follows:  initial  twenty  minutes.  80:20  helium- 
oxygen  breathing  mixture;  final  ten  minutes,  and 
decompression,  compressed  air  breathing:  dive 
depths  130,  150,  170,  180,  190,  and  200  feet. 


indicates  helium-oxygen  breathing  time 
prior  to  the  breathing  of  air  and,  subse- 
quently, the  direct  ascent  from  each  depth 
to  surface.  With  this  procedure,  for  ex- 
ample, the  minimal-decompression  dive  at 
80  feet  (forty  minutes  for  compressed  air) 
was  extended  to  one  hundred  forty  minutes. 
Thirty-minute  dives,  compared  in  Figure  4, 
were  performed  at  depths  between  100  and 
200  feet.  Characteristic  and,  as  shown  here, 
brief  dives  with  helium-oxygen  mixtures  en- 
tail somewhat  more  lengthy  decompression 
obligations  than  do  dives  with  compressed 
air.  This  relationship  does  not  hold  for 
longer  dives  in  which  the  fourfold  greater 
solubility  of  nitrogen  in  lipids  predeter- 
mines the  decompression  requirements.  As- 
cent times  for  two-hour  dives  at  depths  of 
100  to  200  feet  are  30  per  cent  longer  when 
compressed  air  is  breathed  throughout. 

Operational  saturation  diving  was  first 
suggested  by  Behnke  in  194240  with  the 
words,  “that  from  a point  of  view  of  phys- 
iological response  and  work  output,  the  at- 
tempt to  decompress  men  twice  daily  is  not 
only  potentially  dangerous  but  is  not  eco- 
nomical.” 

Comparisons  of  selected  characteristics  of 
saturation  dives  and  nonsaturation  dives 
serve  to  emphasize  important  theoretic  im- 
plications and  practical  problems  of  each. 
First  of  all,  in  deep  diving,  that  is,  to  1,000 
feet,  brief  bottom-time  dives  are  purpose- 
less spectacles,  whereas  saturation  dives  of- 
fer economic  practicality.  In  December, 
1968,  a research  chamber  saturation  dive 
at  1,000  feet  was  conducted  under  Navy 
auspices.  There  was  a four  hundred  sev- 


enty-five-hour decompression  cost  for  232 
man-hours  at  depth."  Second,  despite  the 
ambitious,  romantic  concepts  of  aquanaut 
colonies  and  sea-floor  domiciles,  surface- 
based  nonsaturation  diving  will  probably 
continue  to  satisfy  most  commercial  ob- 
jectives. The  total  number  of  decompres- 
sion evolutions  and  total  man  decompres- 
sions required  for  the  provision  of  some 
requisite  number  of  diver  hours  in  the 
water  is  vastly  reduced  in  saturation  diving 
as  compared  with  conventional  diving.  The 
expectation  therefrom  is  reduction  of  the 
decompression  sickness  casualty  rate,  inso- 
far as  it  is  a function  of  statistical  factors 
of  probability,  coincidence,  and  chance. 
Moreover,  there  are  theoretic  and  opera- 
tional measures  to  lessen  decompression 
risks.  Submersible  decompression  cham- 
bers-personnel  transfer  capsules  provide  for 
sophisticated  control  of  decompression  sur- 
passing that  of  the  conventional  technics 
of  diving  stages  and  shot  lines  hanging 
over  the  side.  Finally,  saturation  diving 
procedures,  by  definition,  are  devised  with 
respect  to  a particular  tissue-inert  gas  sat- 
uration status,  whereas  nonsaturation  de- 
compressions, in  conventional  diving,  are 
based  on  inherently  imprecise  estimates  of 
tissue  saturation.  Systematized  assump- 
tions, derived  empirically,  are  generally 
employed  as  compensation  for  the  uncer- 
tainties of  computing  decompression  depth- 
time profiles. 

Concepts  of  the  tissue-inert  gas  dynamics 
of  saturation  diving  are  derived  from  the 
Haldanean  model  of  exponential  saturation. 
Thus,  an  exposure  period  long  enough  to 
saturate  the  slowest  hypothetic  half-time 
tissue  is  a satui-ation  dive.  Assignment  of 
a two  hundred  forty-minute  half-time  to 
the  tissue  designated  as  “slowest”  stipu- 
lates 50  per  cent  saturation  in  four  hours’ 
exposure,  98.44  per  cent  in  twenty-four 
hours,  and  99.8  per  cent  after  thirty-six 
hours.  The  linear  decompression  rate  for 
saturation  dives,  assuming  that  gas  elimi- 
nation rate  is  controlled  by  this  tissue, 
will  be  nine  and  one-half  minutes  per  foot 
if  the  gas  mixture  oxygen  partial  pressure 
is  maintained  at  a constant  level  of  0.5 
atmos.  absolute.37  Similarly,  with  the  oxy- 
gen partial  pressure  maintained  at  0.3 
atmos.  absolute,  the  derived  linear  decom- 
pression rate  is  11.95  minutes  per  foot. 
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FIGURE  5.  Decompression  time,  distance  distri- 
bution, and  total  ascent.  Cumulative  fractions 
of  decompression  time  (“cost”)  and  ascent  dis- 
tance ("return”)  compared  using  a 200-foot 
saturation  dive  and  standard  (U.S.  Navy  Diving 
Manual ) air  and  oxyhelium  exposures.  Satura- 
tion dive  decompression  profile  included  linear 
ascent  rate  fifteen  minutes  pe'  foot  and  four- 
hour  stops  at  100  feet  (50  per  cent  of  ascent 
distance)  and  50  feet  (75  per  cent  of  ascent 
distance). 

The  saturation-decompression  depth-time 
profile  plotted  in  Figure  5 includes  two  in- 
terruptions, that  is,  decompression  stops, 
in  an  otherwise  continuous,  linear  ascent. 
If  the  mathematic  model  used  the  two  hun- 
dred forty-minute  half-time  tissue  control, 
these  stops  each  provide  for  50  per  cent 
desaturation  from  the  oversaturation  mag- 
nitude maintained  during  the  prior,  contin- 
uous ascent  phase  (fifteen  minutes  per  foot 
in  this  example)  of  seventeen  and  one-half 
hours’  duration. 

The  following  resume  summarizes  satu- 
ration diving  experiences  from  1962  through 
1968.  The  validity  of  this  information  has 
been  established  with  care,  but  it  is  not 
comprehensive  with  respect  either  to  all 
programs  or  to  several  individual  ones. 

Nine  experimental  and  three  commercial 
saturation  operations  have  been  conducted 
in  the  water.  These  have  ranged  in  depth 
between  33  and  432  feet  and  for  as  long 
as  thirty  days’  continuous  exposure  at  full 
pressure  (Sealab  II).  The  longest  simu- 
lated (chamber)  exposure  period  was  twelve 
days;  the  deepest,  1,000  feet.  Decompres- 
sion sickness  incidence  estimated  for  total 
man  decompressions  from  saturation  pres- 
sure 100  feet  and  deeper  is  about  8 per 
cent.  It  is  not  possible  to  interpret  this 
cumulative  experience  in  terms  of  real  or 


equivalent  diver  working  hours  in  the  water. 
The  following  example  is  one  which  pro- 
vides some  unique  comparisons:  conven- 

tional divers  in  three  months  completed 
about  7 per  cent  of  the  work  at  a particu- 
lar site.  There  were  several  notable  diving 
accidents  and  one  death  during  this  time. 
Six  divei's  finished  the  job  in  three  satura- 
tion periods  for  a total  of  ten  days  under 
pressure.  Maximum  water  depth  was  165 
feet. 

Engineering  problems  of  deep  diving 
and  high-pressure  helium  atmospheres 

Indispensable  as  it  is  to  the  deep-diving 
aquanaut,  his  dependence  on  the  helium- 
charged  atmosphere,  a marriage  of  neces- 
sity, is  the  cause  of  frustration  and  nui- 
sances, large  and  small.  The  unique  mo- 
lecular properties  of  helium,  in  particular 
its  molecular  weight  and  viscosity,  its  spe- 
cific heat  or  ratio  of  specific  heat,  mean 
free  path,  and  mean  molecular  velocity,  de- 
termine the  characteristics  of  diffusivity, 
thermal  conductivity,  and  velocity  of  sound 
transmission. 

Helium  speech  can  be  characterized  as 
generally  high  in  pitch  and  unintelligible. 
Several  generalizations  apply  to  helium 
speech  and  communications  for  diving  op- 
erations: the  mechanics  of  helium  speech 

production  arise  from  complex  interactions 
within  the  human  larynx;  there  is  an  ur- 
gent need  for  diving  system  communica- 
tions which  are  configured  for  the  environ- 
ment and  are  reliable  and  useful,  that  is, 
transmissions  are  intelligible;  the  numer- 
ous efforts  toward  development  of  helium 
.speech  unscramblers  in  both  industrial  and 
governmental  laboratories  are  indicative  of 
problems  not  yet  resolved. 

The  remarkable  ability  of  helium  to  dif- 
fuse through  barriers,  ordinarily  consid- 
ered to  be  impervious,  is  a phenomenon 
which  continues  to  be  meaningful  to  all 
personnel  concerned  with  design,  develop- 
ment, or  deployment  of  diving  systems. 
For  example,  helium  penetrates  insulating 
materials  used  on  bulkheads  and  food  stor- 
age units  within  underwater  habitats. 
Monocellular  wet  suits,  at  first  flattened 
and  crushed  during  pressurization,  will  re- 
expand by  reason  of  helium  penetration. 
The  insulating  value  of  the  suit  is  essen- 
tially destroyed  because  of  the  high  thermal 
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conductivity  of  the  helium.  Vacuum  tubes, 
light  bulbs,  and  television  cameras  are  liable 
to  fail  secondarily  to  helium  penetration, 
which  is  also  the  mechanism  responsible  for 
fractures  of  divers’  watch  crystals  during 
decompression.  The  internal  bubbles  of 
food  products,  such  as  pancakes,  when  he- 
lium-filled, prevent  proper  through-and- 
through  cooking  of  the  menu  entry. 

The  selection,  storage,  and  preparation  of 
food  and  drink  cause  problems  in  under- 
water and  high-pressure  habitats  primarily 
in  the  context  of  atmosphere  contamination. 
The  preparation  and  consumption  of  coffee, 
in  particular,  constitute  a unique  and  seri- 
ous thermal  contactant  hazard,  because  the 
boiling  point  temperature  of  water,  at  an 
ambient  pressure  of  6 atmos.,  is  about  100F. 
higher  than  at  sea  level. 4- 

Human  thermal  balance  is  not  easily 
maintained  in  cold  water  or  hyperbaric 
helium  atmospheres.  Beckman1'  has  de- 
scribed recent  efforts  to  provide  thermal 
protective  equipment  for  underwater  swim- 
mers during  four-hour  work  periods  in 
water  temperatures  to  29F.  Their  gar- 
ments must  provide  supplemental  heating 
as  well  as  insulation.  An  isotopic  thermal 
generator  is  one  of  several  liquid-heating 
system  energy  sources  under  study.  Hot 
water  can  be  supplied  to  tethered  divers  by 
flooding  it  over  body  surfaces  within  an  in- 
sulated suit  or  through  the  tube  system  of  a 
modified  Project  Apollo  undergarment. 

A comprehensive  review  of  physiologic 
mechanisms  for  the  maintenance  of  ther- 
mal balance  in  high-pressure  environments 
and  a definition  of  the  optimal  thermal  en- 
vironment for  deep  submergence  habita- 
tions have  been  provided  by  Raymond.8  He 
has  evaluated  ambient  influences  on  thermal 
balance,  including  gas  atmosphere  thermal 
conductivity  and  density,  dry-bulb  tempera- 
ture, mean  radiant  temperature,  humidity, 
and  atmospheric  movement.  Raymond  rec- 
ommends the  following  as  optimal  charac- 
teristics: ambient  temperature  close  to 

desired  skin  temperature,  about  89  to  91F.; 
minimal  atmospheric  movement;  provision 
of  mean  radiant  temperatui'es  of  85  to  90F. ; 
and  relative  humidity,  40  to  80  per  cent. 

Storage,  mixing,  delivery,  purification, 
and  reprocessing  are  prerequisites  to  es- 
tablishing and  maintaining  desired  gas  en- 
vironmental composition.  Compatibility  of 


FIGURE  6.  Closed-circuit,  mixed-gas  apparatus 
flow  and  control  basic  features. 


concepts,  if  not  of  actual  practice,  with 
submarine  and  aerospace  atmosphere  con- 
trol measures  have  proved  invaluable  in  un- 
dersea life  support  engineering.  Auto- 
mated, proportional  mixing  of  gases,  and 
the  employment  of  cryogenics  in  systems 
for  carbon  dioxide  removal,  dehumidifica- 
tion, helium  repurification,  and  gas  storage 
have,  in  prototype  stages  at  least,  been  op- 
erated with  reliability  and  the  promise  of 
increased  efficiency  in  production  models. 

Closed-circuit  mixed-gas  breathing 
apparatus;  diving  systems 
and  “hardware" 

The  utility  of  deep-depth  diving  will  be 
influenced  by  engineering  developments  in 
closed-circuit  mixed-gas  underwater  breath- 
ing system  technology.  Breathing  system 
economics  can  be  compared  with  reference 
to  gas  utilization  and  the  cost  of  helium. 
For  example,  at  600  feet,  the  gas  cost  ratio 
for  open-circuit,  compared  with  semiclosed- 
circuit,  compared  with  closed-circuit  diving 
rigs  is  in  the  relationship  of  1 to  0.13  to 
0.004.  In  actuality,  of  course,  costs  in- 
curred in  the  transportation  of  large  num- 
bers of  gas  cylinders  to  offshore  sites  must 
also  be  reckoned. 

The  essential  elements  of  the  closed-cir- 
cuit mixed-gas  diving  rig  are  shown  in  Fig- 
ure 6.  Oxygen  is  injected  into  the  system 
in  accordance  with  its  metabolic  removal. 
By  maintaining  a constant  oxygen  partial 
pressure  it  is  possible  to  derive  consider- 
able decompression  advantages.  Regulated 
changes  of  oxygen  partial  pressure,  using 
predetermined  schedules  which  govern  the 
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FIGURE  7.  “Cachalot”  DDC:PTC  saturation  div- 
ing system.  Deck  decompression  chamber  (3 
locks)  over-all  size  is  27  feet  2 inches  by  86 
inches  in  diameter;  PTC  is  10  feet  3 inches  by 
60  inches.  Note  DDC-PTC  mating  flange;  coiled 
umbilical  cables;  awning  to  shield  DDC  from  di- 
rect sunlight;  system  is  barge-mounted;  job  site 
in  Gulf  of  Mexico;  at  working  depths  from  112 
to  214  feet,  the  mean  dive  duration  per  2-man 
team  was  five  hours,  equivalent  to  twenty-nine 
and  one-half  diving  hours  per  day. 


cumulative  exposure,  can  be  used  to  rein- 
force oxygen  tolerance.  Finally,  economic 
justification  is  created  for  the  use  of  com- 
plex or  costly  mixtures  of  gases,  for  ex- 
ample, neon-helium-oxygen  or  nitrogen-he- 
lium-oxygen, to  derive  decompression  effi- 
ciency. 

Several  kinds  of  saturation  diving  sys- 
tems have  now  been  deployed.  The  U.S. 
Navy  Sealab  and  the  German  North  Sea 
Manned  Underwater  Laboratory  are  sea- 
floor habitats.  The  Ocean  Systems,  Inc., 
“Deep  Diver’’  is  an  operational  lock-in : lock- 
out submarine.  A prototype  lock-in : lock- 
out submersible,  the  “Argonaut  Junior”  de- 
signed by  Simon  Lake,  was  demonstrated  in 
1894  and  was  followed  in  1897  by  a larger, 
refined  model.  This  latter  vessel  was  oper- 
ated with  great  technical  success  but,  fi- 
nancially, it  failed  to  attract  support  in  this 
country. 

The  Westinghouse  “Cachalot”  surface- 
based  saturation  diving  system  is  illus- 
trated in  Figure  7.43  Figure  8 is  a draw- 
ing of  the  basic  pressure  vessel  components 
of  a saturation  diving  research  facility. 

Representative  hardware  requirements  in- 
clude underwater  illumination,  diver  navi- 
gation devices,  diver  propulsion  and  buoy- 
ancy control  equipment,  depth  gauges  for 


FIGURE  9.  “Deepstar  4,000”  research  sub- 
marine. 

excursion  dives  from  saturation  depths,  bio- 
medical monitoring  devices,  and  diver-car- 
ried decompression  computers. 

Submersibles 

It  remains  to  be  seen  if  manned  submer- 
sibles, such  as  Deepster  4,000,  will  com- 
pete with,  complement,  or  supplant  the  im- 
mersed, pressurized  aquanaut  (Fig.  9).  In 
his  book,  Terry44  has  provided  an  ambitious 
review  of  the  history,  current  status,  and 
employment  of  both  manned  and  unmanned 
submersibles. 

Science  and  capabilities — 
the  possible  and  practical 

The  analytic  approaches  and  creativity  of 
numerous  disciplines  are  essential  to  an 


FIGURE  8.  Three-lock,  wet-dry  diving  research 
(1,500  ft.  man-rated)  facility  configuration. 
Drawing  indicates  the  relative  size  and  position 
of  entrance  lock,  research  lock,  and  diving  lock. 


enhanced  future  of  man  in  the  sea.  Ther- 
modynamic analysis,45  pharmacology,40  and 
ultrasonics,47  directed  to  one  or  more  as- 
pects of  decompression  theory  and  proce- 
dures are  representative.  Replacement  of 
the  gas  phase  in  the  lungs  with  an  ionically 
balanced,  isotonic,  and  pressure-oxygenated 
fluid,  according  to  Kylstra,48  constitutes  a 
solution  to  the  barriers  of  inert  gas  narco- 
sis, oxygen  poisoning,  and  decompression. 
Substantial  problems  of  physiology  and  of 
engineering  design  would  be  encountered, 
as  would  ethical  and  philosophic  objections, 
in  prosecuting  these  ideas;  their  resolution 
could  be  achieved,  assuming  that  an  insti- 
tutional or  industrial  agency  defined  a need 
and  allocated  sufficient  funds  to  underwrite 
this  transformation  of  the  possible  to  the 
practical. 

Representative  approaches  toward  en- 
hanced safety  and  efficiency  of  man  in  the 
sea  includes  the  use  of  gas  volume  expansion 
as  a source  of  energy;  exoskeletal  devices 
for  magnifying  the  mechanical  advantage 
of  diver  movements;  training  of  porpoises 
or  other  sea  mammals  for  specific  tasks; 
configuration  of  an  underwater  breathing 
apparatus  to  provide  oxygen  and  remove 
carbon  dioxide  by  means  of  a hydrophobic 
membrane  “gill,”  and,  for  example,  octa- 
fluorocyclobutane  to  counter  the  pressure 
differentials  between  internal  gas  and  ex- 
ternal hydrostatic  phases;  the  use  of  hy- 
drogen as  the  diluent  for  oxygen  in  breath- 
ing mixtures;  utilization  of  hydrogen  and 
oxygen  obtained  from  the  water  by  elec- 
trolysis; underwater  breathing  apparatus, 
which  actively  assists  in  moving  gases 
through  its  own  and  the  user’s  airways; 
and  nuclear  power  for  underwater  habita- 
tions and  for  diver  lock-in  :lock-out  sub- 
mersibles.  None  of  these  possibilities 
addresses  the  biologic  barrier  of  high  hy- 
drostatic pressure  per  se.  In  concept,  there- 
fore, it  must  be  designated  as  the  ultimate 
physiologic  limitation  to  human  penetration 
into  the  depths  of  the  ocean. 

Westinghouse  Electric  Corporation 

Box  1488 
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P HE  need  for  routine  but  precise  evaluation 
of  both  myocardial  pump  capacity  and  circu- 
latory congestion  preoperatively  has  been 
accentuated  by  the  advent  of  organ  trans- 
plantation in  debilitated  patients.  A suit- 
ably simplified,  accurate  method  of  catheter- 
ization of  the  right  side  of  the  heart  has  re- 
cently been  described  by  Gibson.1  This  tech- 
nic was  periodically  used  to  chart  the  clini- 
cal course  in  objective  terms  in  18  patients 
with  chronic  renal  failure  awaiting  allo- 
transplantation. The  same  data  were  also 
obtained  from  19  patients  with  apparently 
limited  cardiorespiratory  reserve  as  part  of 
their  evaluation  for  major  cancer  surgery. 

Materials  and  methods 

The  day  prior  to  hemodynamic  evaluation 
all  the  patients  were  visited,  the  purpose 
and  details  of  the  procedure  were  explained, 

* Supported  in  part  by  the  New  York  State  Kidney  In- 
stitute. 


and  the  consent  of  the  patient  was  obtained. 
All  the  patients  with  uremia  were  hemo- 
dialyzed  the  day  before,  and  for  the  hemo- 
dynamic measurements  the  patients  were 
fasted  overnight  and  received  no  premedi- 
cation. 

Under  local  anesthesia  a thin-walled 
number  14  needle  was  placed  percutaneously 
into  either  the  right  or  left  subclavian  vein 
by  the  infraclavicular  route  as  described 
originally  by  Aubaniac2  and  modified  by 
Bach  et  al.3  and  Tofield,4  or,  if  readily  pal- 
pable and  visible,  the  median  cubital  vein 
was  utilized.5  A number  16  polyvinyl  or 
polyethylene  radiopaque  catheter,  internal 
diameter  0.76  mm.  and  external  diameter 
1.68  mm.,  was  threaded  through  this  needle 
under  aseptic  precautions.  After  the  cath- 
eter was  advanced  a few  inches  beyond  the 
bevel  of  the  needle,  it  was  filled  with  7.5 
per  cent  solution  of  sodium  bicarbonate  and 
its  proximal  end  connected  to  the  precordial 
lead  of  an  electrocardiograph  as  well  as  to 
a strain  gauge  pressure  transducer.  Loca- 
tion of  the  tip  of  the  catheter  was  deter- 
mined from  the  electrocardiogram,  and 
pressure  tracings  were  recorded  simultane- 
ously. Some  manipulation  to  prevent  loop- 
ing of  the  catheter  was  invariably  required 
when  the  median  cubital  vein  was  utilized. 
Gentle  manipulation  was  also  needed  to  pre- 
vent looping  of  the  catheter  in  the  right 
atrium  and  to  float  its  tip  into  the  right  ven- 
tricle. Under  continuous  intracardiac  elec- 
trocardiographic and  pressure  monitoring, 
the  soft  catheter  was  easily  advanced 
through  the  outflow  tract  of  the  right  ven- 
tricle and  into  the  pulmonary  artery. 

Appropriate  Statham  Series  23  strain 
gauge  transducers  were  calibrated  directly 
against  a mercury  manometer.  A Sanborn 
direct  writing  recorder  with  six  channels 
was  used  at  a paper  speed  of  2.5  mm.  per 
second.  Figure  1 shows  a typical  record. 

A catheter  wedged  in  the  coronary  sinus 
would  record  a pressure  pulse  like  that  of 
the  right  ventricle  or  pulmonary  artery,  but 
the  catheters  used  are  so  soft  and  flexible 
that  the  Bernouilli  effect  could  be  utilized  to 
float  the  tip  in  the  center  of  the  blood  stream 
and  thus  avoid  the  coronary  sinus.  The 
specimens  of  blood  taken  from  the  pul- 
monary artery,  right  ventricle,  and  right 
atrium  and  analyzed  for  blood  gases  and 
acid-base  parameters  confirmed  that  the 
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coronary  sinus  was  entered  only  once,  since 
an  unexpectedly  low  oxygen  saturation, 
which  probably  indicated  inadvertent  coro- 
nary sinus  catheterization,  wras  encountered 
only  once.6 

The  superficial  wall  of  the  radial  or  bra- 
chial artery  was  punctured,  and  a Teflon 
disposable  B-D  Longdwel  number  18  cath- 
eter was  threaded  at  least  1 inch  into  the 
artery. 

The  blood  volume  was  measured  with 
human  serum  albumin  radioiodinated  with 
radioactive  iodine-125  and  repeated  after 
one  hour.  The  values  were  then  compared 
to  the  predicted  ideal  values  in  normal  hu- 
man adults.7 

Arterial  and  mixed  venous  blood  samples 
were  obtained  anaerobically  for  determina- 
tions of  blood  gases,  pH,  and  oxygen  satu- 
ration with  a radiometer  analysis  system 
model  27.  Base  excess  values  were  calcu- 
lated from  the  nomogram  of  Siggaard- 
Anderson  et  al.s  Duplicate  cardiac  output 
measurements  were  made  with  indocyanine 
green  and  a Lexington  cardiac  output  com- 
puter. 

Total  peripheral  resistance  and  work  of 
the  heart  were  derived  by  the  following  two 
standard  formulas: 

1.  TPR  (dynes  sec.  cm."5)  = 

( MAP-RVEDP)  X 1,332  X 60 
CO  X 1.000 

2.  LVH  (Kg.  M./min.)  = 

0.0135  X CO  X MAP 

where  TPR  = total  peripheral  resist- 
ance 

MAP  = mean  arterial  pressure 
in  mm.  Hg 

RVEDP  = mean  right  ventricular 
end-diastolic  pressure 
in  mm.  Hg 

CO  = mean  cardiac  output  in 

liters  per  minute 

LVH  = left  ventricular  work 

Results 

The  technic  used  for  catheterization  of 
the  right  side  of  the  heart  caused  little  dis- 
comfort or  morbidity  except  occasional  pre- 
mature ventricular  contractions  while  the 
catheter  tip  was  in  the  vicinity  of  the  right 
ventricular  outflow  tract.  These  abnormal 
beats  spontaneously  disappeared  without 
further  manipulation  of  the  catheter. 

Although  in  30  of  these  cases  the  right  or 


left  subclavian  vein  was  percutaneously 
entered,  no  known  pneumothorax  or  bleed- 
ing resulted  in  these  cases.  Complications 
can  be  avoided  by  attention  to  the  following 
two  details:  First,  in  order  to  distend  the 

vein,  a slight  Trendelenburg  position  is 
used  during  the  puncture.  Second,  the 
effective  minimum  needle  length  should  be 
7 cm.,  and  this  minimum  figure  may  be  as 
much  as  10  cm.  in  an  obese  subject  to  en- 
sure that  the  entry  is  oblique  enough  to 
puncture  the  skin  lateral  to  the  mid-clavic- 
ular line  and  enter  the  subclavian  vein  be- 
low the  clavicular  attachment  of  the  sterno- 
cleidomastoid muscle  close  to  and  parallel 
to  the  shaft  of  the  clavicle.3-4  During  this 
year  we  have  used  this  technic  in  another 
35  patients  in  shock  without  encountering 
any  complications. 

Table  I lists  the  pooled  hemodynamic  data 
on  both  patient  groups.  By  subtracting  the 
mean  of  the  predicted  blood  volume,  ac- 
cording to  the  formulas  of  Nadler,  Hidalgo, 
and  Bloch,7  from  the  measured  values,  a 
highly  significant  expansion  of  the  blood 
volume  was  demonstrated  in  the  series  of 
18  patients  with  chronic  renal  failure  (P 
(predicted)  less  than  0.001).  In  contrast, 
the  patients  with  suspected  pulmonary  in- 
sufficiency had  close  to  the  predicted  blood 
volumes.  The  hematocrit  was  only  21.7  in 
the  uremic  group  compared  with  37.7  in 
the  general  surgical  patients  with  proved 
cancer  and  suspected  cardiopulmonary  in- 
sufficiency. 

The  cardiac  index  was  significantly 
greater  in  the  cases  with  renal  failure  (P 
less  than  0.005).  The  mean  arterial  pres- 
sure was  also  significantly  greater  in  renal 
disease  (P  less  than  0.05),  although  there 
was  no  significant  difference  in  total 
peripheral  resistance  in  the  two  groups.  The 
left  ventricular  work  was  impressively  ele- 
vated in  the  renal  failure  group  (P  less  than 
0.005). 

Although  the  patients  with  renal  failure 
had  arterial  hypertension  and  often  showed 
congested  neck  veins  with  basal  rales  and 
orthopnea,  as  well  as  radiologic  evidence  of 
pulmonary  edema  in  a few,  the  mean  pul- 
monary arterial  pressure  was  within  the 
upper  limit  of  normal  in  contrast  to  a 
slightly  elevated  mean  in  the  pulmonary  in- 
sufficiency group.  Only  2 of  this  latter 
group  had  a mean  systolic  pulmonary  ar- 
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TABLE  I.  Pooled  hemodynamic  data  from  18  patients  with  chronic  renal  failure  (A)  and  19  patients  with 

apparent  pulmonary  insufficiency  (B) 


Measured 

Parameter 

Diag- 

nostic 

Cate- 

gory 

N umber 
of 

Obser- 

vations 

Mean 

Stand- 

ard 

Devia- 

tion 

Stand- 

ard 

Error 

95  Per  Cent 
Confidence 
Interval  on  Mean 
Lower  Upper 

Limit  Limit 

Significance 

Indicated 

Blood  volume 

A 

26 

4,842 

1,150 

225 

4,378 

5,307 

No 

(ml.) 

B 

21 

4,511 

1,220 

266 

3,955 

5,066 

No 

Predicted  blood 

A 

26 

4,329 

1,114 

218 

3,879 

4,778 

No 

volume  (ml.) 

B 

21 

4,487 

684 

150 

4,175 

4,798 

No 

Measured  minus 

A* 

26 

+ 514 

637 

125 

+ 256 

+ 771 

P 

< 0.001 

predicted 

values 

B* 

21 

+ 24 

878 

192 

-424 

+ 376 

No 

Hematocrit 

A 

27 

23.15 

7.10 

1.37 

20  34 

25  96 

P 

< 0.001 

Hematocrit 

B 

21 

37.17 

6 . 64 

1.45 

34  14 

40  19 

P 

<0.001 

Cardiac  output 

A 

27 

6 77 

1.57 

0 30 

6.15 

7 39 

P 

< 0.05 

(L.  per  min.) 

B 

22 

5.21 

1.43 

0.31 

4 57 

5 84 

P 

< 0.05 

Cardiac  index 

A 

27 

4.12 

0.75 

0.14 

3 82 

4 42 

P 

< 0 005 

(L.  min.  M.'-’l 

B 

22 

2 99 

0 74 

0.16 

2.66 

3.32 

P 

< 0 . 005 

Mean  arterial 

A 

27 

117  67 

31.14 

5.99 

105  35 

130  00 

P 

<0.05 

pressure 
(mm.  Hg) 

B 

22 

94.23 

16  82 

3.59 

86.77 

101  69 

P 

< 0 05 

Total  peripheral 

A 

27 

1,338 

462 

89 

1,155 

1,521 

No 

resistance 
(dynes  sec. 
cm. -6) 

B 

22 

1,483 

471 

101 

1,273 

1,692 

No 

Left  ventricular 

A 

27 

11.29 

3.48 

0 67 

9.91 

12  66 

P 

<0.001 

work 

(Kg.  M.  min.) 

B 

22 

6.73 

2.29 

0.49 

5.71 

7.74 

P 

<0.001 

Mean  pulmo- 

A 

23 

19  49 

8.03 

1.67 

16  02 

22  91 

No 

nary  artery 
pressure 
(mm.  Hg) 

B 

18 

20  39 

11.12 

2.62 

14  86 

25  92 

No 

Mean  right  atrial 

A 

27 

4.91 

1.85 

0.36 

4.18 

5.65 

No 

pressure 
(mm.  Hg) 

B 

22 

6.47 

4.58 

0.98 

4 44 

8.51 

No 

* Statistical  analysis  by  paired  differences  as  described  by  Dixon  and  Massey. ' 


terial  pressure  over  30  mm.  Hg  at  rest  in- 
dicating cor  pulmonale.  The  mean  right 
atrial  pressure  was  elevated  in  the  pulmo- 
nary failure  group  in  contrast  to  a normal 
mean  level  in  the  cases  with  renal  failure. 

Table  II  shows  that  a marked  acidosis 
existed  in  the  patients  who  were  in  chronic 
renal  failure.  The  patients  with  suspected 
pulmonary  insufficiency  also  exhibited  a 
metabolic  acidosis. 

Table  III  shows  that  one  month  after  bi- 
lateral nephrectomy  the  blood  pressure  was 
significantly  reduced  in  6 patients  with 
chronic  renal  failure.  This  was  associated 
with  a reduction  in  total  peripheral  resist- 
ance as  well  as  a decrease  in  left  ventricular 
work.  Table  IV  shows  that  the  hemody- 
namic findings  in  the  earlier  tables  cannot 
be  attributed  to  the  differences  in  ages  in 
the  two  groups  of  patients  studied,  because 
the  mean  age  in  the  renal  group  is  well  be- 


low that  in  the  group  with  pulmonary  fail- 
ure (P  less  than  0.01). 

Tables  V,  VI,  and  VII  and  Figure  2 show 
the  use  of  the  Valsalva  maneuver  as  a test 
of  circulatory  integrity.  The  first  heading 
of  “initial  rise”  corresponds  to  the  first 
stage  of  brief  hypertension  as  originally 
described  by  Hamilton.10  This  is  followed 
by  the  initial  decline  or  stage  2 of  Hamilton 
corresponding  to  the  greatest  fall  in  pulse 
pressure  obtained  during  the  strain.  The 
secondary  decline,  corresponding  to  Hamil- 
ton’s stage  3,  is  the  abrupt  fall  in  pressure 
immediately  following  the  period  of  strain. 
The  time  to  reach  the  control  value  is  an 
expression  of  the  rate  of  recovery  of  the 
arterial  pressure.  Because  the  control 
systolic  pressure  is  not  always  regained 
promptly,  an  arbitrary  period  of  twenty 
seconds  was  used  with  the  rising  systolic 
values  to  calculate  its  rate  of  rise.  Where 
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TABLE  II.  Pooled  acid-base  and  blood  gas  data  from  18  patients  with  chronic  renal  failure  (A)  and  19 
patients  with  apparent  pulmonary  insufficiency  (B)  prior  to  major  cancer  surgery* 


95  Per  Cent 
Confidence 


Measured  Diagnostic 

Parameter  Category 

Number 
of  Obser- 
vations 

Mean 

Standard 

Deviation 

Standard 

Error 

Interval 

Lower 

Limit 

on  Mean 
Upper 
Limit 

Arterial 

A 

27 

7.348 

0.063 

0.012 

7.323 

7.373 

pH 

B 

22 

7.362 

0.070 

0.015 

7.331 

7.392 

Arterial  oxygen 

A 

27 

85.17 

12.66 

2.44 

80.16 

90.18 

tension 

B 

18f 

76.64 

11.68 

2.75 

70.83 

82.45 

(mm.  Hg) 
Pulmonary  artery 

A 

27 

44.11 

7.81 

1.50 

41.02 

47.20 

oxygen  tension 

B 

17 1 

42.97 

5.85 

1.42 

39.96 

45.98 

(mm.  Hg) 
Arterial  carbon 

A 

27 

34.68 

5.98 

1.15 

32.31 

37.05 

dioxide  tension 

B 

22 

35.15 

7.59 

1.62 

31.78 

38.51 

(mm.  Hg) 
Venous  saturation 

A 

27 

66.97 

14.98 

2.88 

61.04 

72.90 

(per  cent) 

B 

22 

61.78 

14.21 

3.03 

55.48 

68.08 

Arterial  base 

A 

27 

-5.15 

3.68 

0.71 

-6.61 

-3.70 

excess 

B 

22 

-3.13 

2.37 

0.51 

-4.19 

-2.09 

(mEq./L.) 


* No  significance  was  indicated. 

t These  data  are  incomplete  because  of  clinical  and  laboratory  conditions  limiting  completion  of  the  entire  test  protocol. 


TABLE  III.  Hemodynamic  data  of  6 patients  before  (A)  and  one  month  after  bilateral  nephrectomy  (B) 


95  Per  Cent 

Confidence  Significance 


Stage  of 

Number 

Interval 

on  Mean 

Indicated 

Measured 

Surgical 

of 

Standard 

Standard 

Lower 

Upper 

at  5 per  cent 

Parameter 

History 

Cases 

Mean 

Deviation 

Error 

Limit 

Limit 

Level 

Blood  volume 

A 

6 

4,875 

1,062 

433 

3,761 

5,989 

No 

(ml.) 

B 

6 

4,605 

1,057 

432 

3,496 

5,714 

No 

B minus  A* 

-270 

317 

129 

-602 

+ 63 

No 

Predicted  blood  volume 

A 

6 

4,157 

1,251 

511 

2,844 

5,470 

No 

(ml.) 

B 

6 

4,223 

1,047 

427 

3,124 

5,321 

No 

B minus  A* 

+ 65 

387 

158 

-341 

+ 472 

No 

Hematocrit 

A 

6 

20.67 

2.25 

0.92 

18.30 

23.03 

No 

Hematocrit 

B 

6 

20  08 

2.25 

0.92 

17.73 

22.44 

No 

Hematocrit 

B minus  A* 

-0.58 

2.53 

1.04 

-3.25 

+ 2.08 

No 

Cardiac 

A 

6 

6.08 

2.26 

0.92 

3.71 

8.44 

No 

output 

B 

6 

6.22 

2.86 

1.17 

3.21 

9.22 

No 

(L./min.) 

B minus  A* 

+ 0. 14 

4.79 

1.95 

-4.88 

+ 5.16 

No 

Cardiac 

A 

6 

4.34 

0.73 

0.30 

3.58 

5.10 

No 

index 

B 

6 

4.75 

1.02 

0.41 

3.68 

5.81 

No 

(L./min./M.2) 

B minus  A* 

+0.41 

1.22 

0.50 

-0.87 

+ 1.69 

No 

Mean  arterial  pressure 

A 

6 

131.58 

28.56 

11.66 

101.61 

161.56 

No 

(mm.  Hg) 

B 

6 

101.75 

25.63 

10.47 

74.84 

128.66 

No 

B minus  A* 

-29.83 

15.45 

6.31 

-46.05 

-13.62 

Yes  P < 0.01 

Total  peripheral  resistance 

A 

6 

1,439 

459 

187 

957 

1,921 

No 

(dynes  sec.  cm.  ”5) 

B 

6 

1,054 

273 

112 

767 

1,341 

No 

B minus  A* 

-385 

377 

154 

-781 

+ 10 

No 

Left  ventricular  work 

A 

6 

13.57 

3.76 

1.53 

9.63 

17.52 

No 

(Kg.  M./min.) 

B 

6 

11.05 

5.20 

2.12 

5.60 

16.51 

No 

B minus  A* 

-2.52 

4.33 

1.77 

-7.07 

+ 2.03 

No 

* Statistical  analysis  by  paired  differences  as  described  by  Dixon  and  Massey.9 


TABLE  IV.  Age  distribution  of  18  patients  with  chronic  renal  failure  and  19  patients  with  apparent  pulmo- 
nary insufficiency 


95  Per  Cent 
Confidence 
Interval  on  Mean 


Clinical 

Number 

Standard 

Standard 

Lower 

U pper 

Significance 

Category 

of  Cases 

Mean 

Deviation 

Error 

Limit 

Limit 

Indicated 

Chronic  renal  failure 

18 

37.89 

8.62 

2.03 

33 . 60 

42.18 

P < 0 . 005 

Apparent  pulmonary 

19 

61.32 

17 . 10 

3.92 

53.08 

69.56 

P < 0 . 005 

insufficiency 
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TABLE  V.  Valsalva  responses  in  patients  with  renal  failure  (22  observations) 


Control 
Blood 
Pressure 
(mm.  Hg) 

Pulse 
Pressure 
(mm.  Hg) 

Initial 
Rise  in 
Pulse 
Pressure 
(mm.  Hg) 
(phase  1) 

Initial 
Decline 
in  Pulse 
Pressure 
(mm.  Hg) 
(phase  2) 

Secondary 
Decline 
in  Pulse 
Pressure 
(phase  3) 

Phase  4 
Overshoot* 

Before 

After 

Change 

125/63 

60 

60 

15 

20 

80 

78 

-2 

— 

270/112 

158 

163 

46 

42 

100 

86 

-14 

— 

170/82 

88 

82 

33 

25 

62 

60 

-2 

— 

180/90 

90 

85 

42 

27 

63 

60 

-3 

— 

190/110 

80 

90 

20 

20 

82 

78 

-4 

+ 

150/65 

85 

85 

10 

14 

69 

66 

-3 

— 

160/80 

80 

70 

37 

30 

84 

78 

-6 

+ 

73/38 

35 

37 

8 

10 

120 

116 

-4 

+ 

150/65 

85 

103 

15 

17 

90 

81 

-9 

+ 

152/95 

57 

42 

7 

10 

60 

58 

-2 

— 

230/112 

118 

118 

78 

25 

96 

89 

-7 

— 

200/85 

115 

95 

50 

25 

68 

72 

+ 4 

+ 

135/80 

55 

70 

45 

30 

84 

83 

-1 

+ 

145/85 

60 

60 

12 

10 

84 

88 

+ 4 

— 

178/102 

76 

87 

52 

55 

74 

68 

-6 

+ 

170/95 

75 

82 

35 

35 

82 

84 

+ 2 

+ 

166/103 

63 

63 

25 

18 

95 

85 

-10 

+ 

180/97 

83 

82 

53 

50 

96 

100 

+ 4 

+ 

125/75 

50 

40 

10 

20 

75 

58 

-17 

+ 

264/144 

120 

118 

72 

70 

110 

116 

+ 6 

+ 

150/80 

70 

77 

35 

25 

106 

106 

0 

+ 

125/80 

45 

50 

25 

25 

90 

94 

Mean 

+ 4 
-3.0 

+ 

* + = present;  — *=  absent. 


TABLE  VI.  Valsalva  responses  in  15  surgical  patients  with  primary  pulmonary  disease 


Control 
Blood 
Pressure 
(mm.  Hg) 

Pulse 
Pressure 
(mm.  Hg) 

Initial 
Rise  in 
Pulse 
Pressure 
(mm.  Hg) 
(phase  1) 

Initial 
Decline 
in  Pulse 
Pressure 
(mm.  Hg) 
(phase  2) 

Secondary 
Decline 
in  Pulse 
Pressure 
(phase  3) 

Before 

Pulse  Rat 
After 

e Phase  4 

Change  Overshoot* 

140/78 

62 

67 

30 

35 

78 

74 

-4 

+ 

140/75 

65 

65 

30 

10 

96 

92 

-4 

+ 

184/113 

71 

75 

15 

18 

84 

80 

-4 

— 

120/60 

60 

60 

10 

5 

88 

88 

0 

— 

132/84 

48 

36 

10 

6 

80 

68 

-12 

+ 

175/90 

85 

75 

20 

13 

57 

68 

+ 11 

— 

155/70 

85 

85 

30 

30 

80 

81 

+ 1 

— 

125/65 

60 

55 

15 

5 

94 

96 

+ 2 

— 

155/90 

65 

75 

5 

3 

116 

96 

-20 

+ 

125/70 

55 

55 

20 

10 

100 

96 

-4 

— 

145/65 

80 

70 

20 

20 

86 

88 

+ 2 

+ 

125/77 

48 

58 

43 

35 

90 

88 

-2 

+ 

185/95 

90 

85 

85 

85 

108 

104 

-4 

-t 

145/70 

75 

80 

27 

17 

87 

87 

0 

+ 

122/55 

67 

67 

36 

37 

76 

96 

Mean 

+ 20 
-1.2 

* + = present;  — =*  absent, 
t Myocardial  failure  (cor  pulmonale)  present. 


this  did  not  reach  the  control  within  twenty 
seconds,  it  was  listed  as  “less  than”  the 
calculated  rate  of  rise. 

Figures  2 and  3 illustrate  the  dominant 


role  of  the  sympathetic  nervous  system  in 
the  determination  of  the  contour  of  the 
arterial  tracing.  It  can  be  seen  from  Tables 
I and  II  that  our  patients  with  pulmonary 
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TABLE  VII.  Rates  of  rise  to  control  systolic  blood 
pressure  immediately  after  the  Valsalva  maneuver 


Patients  with 
Chronic 
Renal  Failure 
(mm.  Hg/sec.) 

Patients  with  Apparently 
Limited  Pulmonary 
Reserve 
(mm.  Hg/sec.) 

38 

18.8 

37 

35.0 

34 

35.0 

<2.7* 

11.6 

<4.5* 

26.0 

30 

15.0 

20 

8.3 

26 

9.0 

23 

5.2 

14.0 

<5.4* 

27.0 

28.0 

29.0 

16.6 

8.0 

12.4 

14.0 

<4 .6* 

25.0 

8.0 

<5.3* 

* Method  of  measurement  explained  in  text. 


disease  were  not  in  circulatory  failure.  All 
our  cases  of  chronic  uremia,  however,  ex- 
hibited a tendency  toward  a normal  stroke 
volume  as  manifested  by  a sustained  pulse 
pressure  when  filling  pressure  was  reduced 
during  Valsalva’s  maneuver.  Following  the 
period  of  strain  there  was  no  diastolic  hy- 
pertension, no  overshoot  of  systolic  pres- 
sures, and  no  secondary  bradycardia  in  most 
patients  with  chronic  uremia  and  some  pa- 
tients with  clinically  limited  cardiorespira- 
tory reserve. 

Comment 

The  results  of  this  study  show  that  the 
most  important  external  manifestation  of 
the  action  of  the  heart  in  chronic  renal 
failure  is  its  augmented  output  of  blood 
and  the  work  it  performs.  Thus  the  tradi- 
tional concept  that  arterial  pressure  eleva- 
tion in  chronic  renal  disease  be  attributed 
to  increased  total  peripheral  resistance  must 
be  modified."  Boykott1-  suggested  that  the 
increased  cardiac  output  is  a hemodynamic 
adaptation  in  response  to  the  severe  anemia. 
The  observed  hypervolemia  and  increased 
cardiac  output  appear  to  account  for  the 
arterial  hypertension  which  therefore  ap- 
pears to  be  a necessity  in  maintaining  op- 


timal circulation  in  patients  with  chronic 
renal  failure.  This  interpretation  is  sup- 
ported by  our  finding  that  the  total  periph- 
eral resistance  was  lower  in  the  renal  fail- 
ure group,  whereas  the  other  commonly 
derived  hemodynamic  factor,  namely,  the 
work  of  the  heart,  was  nearly  doubled  in 
the  cases  with  renal  failure  as  compared  to 
the  group  with  pulmonary  disease. 

The  inseparable  relationship  between 
pressure  and  flow  can  be  seen  from  Poi- 
seuille’s  equation: 

Pa  — Ps  = QR 

where  Pi  — P-  is  the  pressure  drop  across  a 
length  of  streamline  flow 
Q is  the  volume  of  fluid  flowing  through 
system  per  minute 
R is  the  resistance  of  the  system 

In  the  vascular  bed  total  peripheral  re- 
sistance is  largely  determined  by  the  ar- 
terioles, but  the  resistance  is  not  negligible 
elsewhere  in  this  bed.  Thus  right  ventric- 
ular end-diastolic  pressure  was  subtracted 
from  the  mean  aortic  pressure  in  this  study, 
and  this  figure  was  divided  by  cardiac  out- 
put to  obtain  the  total  peripheral  resistance. 

Hypotensive  drugs  are  commonly  used  in 
chronically  uremic  patients  on  the  premise 
that  a good  cardiac  output  can  be  main- 
tained with  a low  blood  pressure  if  the 
resistance  is  low  enough.  However,  our 
findings  show  that  the  resistance  is  sig- 
nificantly less  in  chronic  renal  failure  than 
in  patients  with  pulmonary  disease  who  are 
not  in  cardiac  failure.  Further,  mean  left 
ventricular  work  averaged  11.29  Kg.M.  per 
minute  in  the  uremic  patients  as  compared 
to  only  6.73  Kg.M.  per  minute  in  the  pul- 
monary group.  This  finding  supports  the  j 
fact  of  a hyperkinetic  circulatory  response 
to  chronic  anemia  and  the  interpretation 
that  it  is  a beneficial  adaptation  in  chron- 
ically uremic  patients.13 

The  finding  of  a marked  acidosis  in 
uremia  was  not  unexpected,  but  the  acidosis 
in  patients  with  lung  disease  without  cardio- 
vascular derangement  must  be  attributed  to 
poor  tissue  oxygenation.  Thus,  although  the 
arterial  oxygen  tension  is  higher  in  the 
renal  failure  series,  the  mean  oxygen  ten- 
sion in  the  pulmonary  artery  was  equally 
low  in  the  two  groups.  The  mean  mixed 
venous  oxygen  saturations  just  over  60  per 
cent  conflict  with  the  recommendation  that 
a fall  to  below  60  per  cent  should  be  con- 
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sidered  an  indication  for  mechanical  assist- 
ance to  the  circulation,  because  more  than 
one  third  of  all  our  cases  fell  into  this  cate- 
gory.14 However,  the  low  oxygen  values  in 
association  with  the  metabolic  acidosis 
found  in  both  groups  of  our  patients  must 
be  regarded  as  evidence  that  the  augmented 
cardiac  output  was  still  failing  to  meet  the 
demands  of  the  tissues. 

Available  data  indicate  that  the  over-all 
lack  of  improvement  seen  in  the  uremic  pa- 
tients one  month  after  bilateral  nephrec- 
tomy is  probably  due  to  insufficient  time 
allowed  for  a complete  hemodynamic  re- 
sponse.15 10  However,  the  significant  fall 
obtained  in  the  mean  arterial  pressure  is 
encouraging  as  a possible  indication  of  im- 
proved circulatory  integrity. 

Arterial  responses  to  Valsalva’s  maneuver 
were  abnormal  in  nearly  all  our  cases.  All 
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our  uremic  cases  tended  to  maintain  a near- 
normal stroke  volume  as  manifested  by  a 
moderately  sustained  pulse  pressure  when 
the  filling  pressure  of  the  heart  was  reduced 
during  Valsalva’s  maneuver.  This  “square 
wave”  response  was  fully  developed,  how- 
ever, only  in  the  one  instance  of  myocardial 
failure  encountered  in  the  group  of  patients 
with  pulmonary  disease.  The  square  wave 
response  is  due  to  the  rise  in  venous,  intra- 
cardiac, pulmonary,  systemic,  as  well  as  in- 
trathoracic  pressure,  while  only  pulse  pres- 
sure remains  unchanged  because  the  left 
ventricle  does  not  deplete  the  congested  cir- 
culatory bed  in  the  lungs  during  this  period 
of  time.101017  Following  the  period  of 
strain  there  was  no  diastolic  hypertension, 
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no  systolic  pressure  overshoot,  and  no  sec- 
ondary bradycardia  because  the  barorecep- 
tors  were  not  stimulated  by  a normal  hypo- 
tensive response.10 

This  study  confirms  that  static  pressure 
measurements  seem  unreliable  in  diagnos- 
ing failure  of  the  heart  in  chronically  uremic 
patients.  Not  only  measurement  of  flow 
but,  in  addition,  the  use  of  some  form  of 
circulatory  stress  such  as  Valsalva’s  ma- 
neuver therefore  appears  to  be  required  in 
differentiating  circulatory  overload  from 
primary  pulmonary  disease.  The  data  of 
this  study  show  that  in  chronic  uremia  one 
cannot  rely  on  measurement  of  central 
venous  pressure  to  anticipate  the  appearance 
of  pulmonary  edema,  since  some  of  our  pa- 
tients had  clinical  and  radiologic  evidence 
of  pulmonary  edema  without  clearly  elevated 
pressures  in  the  right  side  of  the  heart.  The 
dominant  factor  in  the  evolution  of  pulmo- 
nary edema  in  patients  with  chronic  uremia 
is  not  pressure  elevation  but  an  increased 
capillary  permeability.1 

The  invariable  and  impressive  hyper- 
volemia which  accompanied  the  elevated 
cardiac  output  in  our  chronically  uremic  pa- 
tients suggested  an  associated  increased 
beta-receptor  responsiveness,18  especially  in 
view  of  the  high  incidence  of  cardiac  arrest 
which  is  known  to  occur  during  major  sur- 
gery in  patients  on  maintenance  hemo- 
dialysis.19-20 

However,  our  data  on  the  arterial  re- 
sponses to  Valsalya’s  maneuver  indicate  a 
beta-sympathetic  blocking  rather  than  beta- 
overactivity,  and  the  myocardial  irritability 
observed  during  surgery  must  be  attributed 
to  the  unpredictable  rises  in  serum  potas- 
sium levels19  and  the  usually  causally  related 
blood  volume  aberrations  commonly  ob- 
served in  these  circumstances.21 

The  abnormal  arterial  responses  during 
the  Valsalva  maneuver  in  uremic  patients, 
as  described  in  this  report,  will  be  found  in 
patients  with  primary  pulmonary  disease  if 
their  symptoms  are  due  to  pulmonary  con- 
gestion.22 Knowles,  Gorlin,  and  Storey23 
showed  that  failure  of  the  systolic  and 
pulse  pressure  to  fall  with  the  onset  of  the 
Valsalva  maneuver,  and  absence  of  the  nor- 
mal overshoot  with  release  of  the  strain 
can  be  ascertained  accurately  by  use  of  a 
bedside  or  simple  office  procedure  in  a 
bloodless  fashion.  The  patient  is  instructed 
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to  blow  forcibly  into  a mouthpiece  connected 
to  a clinical  blood  pressure  manometer.  The 

II 

resting  systolic  blood  pressure  is  determined 
by  use  of  another  sphygmomanometer,  and 
just  before  starting  the  Valsalva  maneuver 
the  cuff  pressure  is  elevated  to  30  to  40  mm. 

Hg  above  the  resting  systolic  pressure.  The 
acute  rise  in  systemic  arterial  systolic  pres- 
sure during  phase  1 is  determined  by  hear- 
ing the  sounds,  and  the  time  and  rate  of 
fall  in  pressure  from  phase  1 to  phase  2 is 
noted.  As  the  pressure  declines,  the  pres- 
sure in  the  cuff  should  be  simultaneously  re- 
duced so  as  to  maintain  the  systolic  auscul- 
tatory sounds. 

By  then  maintaining  the  cuff  pressure  at 
about  10  to  15  mm.  Hg  above  the  normal 
resting  systolic  pressure,  the  presence  or  ab- 
sence of  an  overshoot  in  phase  4 is  deter- 
mined by  reappearance  of  auscultatory 
sounds. 
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FIGURE  3.  (Left)  Square  wave  Valsalva  re- 
sponse indicating  advanced  circulatory  conges- 
tion in  lungs  of  surgical  patient  with  bronchial 
carcinoma.  (Above)  Panel  on  left  shows  inter- 
mediate Valsalva  response  of  chronic  uremia. 
Three  panels  on  right  show  its  temporary  nor- 
malization by  droperidol,  an  alpha-adrenergic 
blocker  which  relieved  pulmonary  congestion 
presumably  by  permitting  greater  peripheral  vas- 
cular capacity  to  drain  blood  away  from  pul- 
monary vasculature. 
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systolic  pulmonary  or  right  ventricular 
systolic  pressure  is  invaluable  in  evaluating 
pulmonary  disease,  catheterization  of  the 
right  side  of  the  heart  is  not  recommended 
in  patients  with  chronic  renal  failure  in 
whom  measurement  of  central  venous  pres- 
sure, blood  volume,  and  cardiac  output  pro- 
vides all  the  necessary  hemodynamic  in- 
formation. 


It  is  possible  that  the  rate  of  recovery  in 
systolic  pressures  after  release  of  the  forced 
expiration  relates  to  ventricular  myocardial 
function,  but  this  factor  as  an  index  of 
cardiac  contractility  requires  more  investi- 
gation to  ascertain  its  validity  and  ac- 
curacy.23-24 It  is  probable,  judging  from  the 
impressive  range  and  variability  of  our  data, 
that  like  all  pulse-contour  methods  the 
central  arterial  responses  rather  than  the 
peripheral  arterial  responses  to  Valsalva’s 
maneuver  are  required  for  scientific  ac- 
curacy. 

In  the  future,  the  methodology  used  in 
this  study  may  become  feasible  as  the  basis 
of  a routine  procedure  with  which  objective 
physiologic  indices  could  be  obtained  by 
which  to  judge  the  progress  of  the  disease 
and  the  effects  of  therapy.  Although  the 


Summary 

A simplified  but  accurate  method  of  cath- 
eterization of  the  right  side  of  the  heart 
was  used  on  23  occasions  in  18  patients  with 
chronic  renal  failure  and  on  20  occasions  in 
19  patients  with  suspected  cardiopulmonary 
insufficiency  undergoing  general  surgery. 
Cardiac  output  and  blood  volume  were  meas- 
ured in  addition  to  the  blood  gases  in  ar- 
terial as  well  as  mixed  venous  blood. 

The  results  show  that  the  total  peripheral 
resistance  was  within  normal  limits  in 
nearly  half  of  the  patients  with  chronic 
uremia.  In  contrast  to  this,  chronic  renal 
failure  was  always  accompanied  by  striking 
anemia,  an  expanded  plasma  volume,  and  an 
increased  cardiac  output.  Arterial  responses 
to  the  Valsalva  maneuver  established  the 
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diagnosis  of  cardiac  failure  in  one  of  the  19 
surgical  patients  evaluated  for  possible  car- 
diopulmonary insufficiency.  In  the  patients 
with  chronic  uremia,  circulatory  congestion 
of  the  lungs  was  found  in  all  by  the  use  of 
Valsalva’s  maneuver. 

In  differentiating  uremic  pulmonary  cir- 
culatory congestion  from  primary  pulmo- 
nary disease  the  most  sensitive  over-all  he- 
modynamic index  appeared  to  be  the  left 
ventricular  work  of  the  heart. 
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IVIY  POSTPRANDIAL  position  is  similar  to 
that  of  the  hungry  lion  who  in  the  ancient 
Roman  days  was  thrown  into  the  Circus 
Maximus  to  eat  a tired  old  martyr.  As  he 
lunged  toward  the  poor  old  man,  the  man 
stood  straight,  beckoned  to  the  animal,  and 
whispered  something  into  his  ear.  The  poor 
lion  cringed  and  ran  howling  into  the  corner 
with  his  tail  between  his  legs.  The  emperor 
was  amazed.  He  said  to  him  “Slave,  if  you 
can  tell  me  what  you  told  that  fierce  lion  you 
are  free.”  The  little  man  looked  up  and 
said,  “Sire,  I just  said  to  him,  ‘After  lunch 
you  are  expected  to  give  a speech !’  ” 

My  discussion  will  be  limited  to  two 
topics:  The  first  is  to  review  experimental 
efforts  to  produce  animal  models  of  chronic 
inflammatory  diseases  of  the  gastrointesti- 
nal tract ; the  second  is  to  discuss  the  treat- 
ment with  immunosuppressive  drugs  of  two 
diseases:  ulcerative  colitis  and  chronically 

active  hepatitis.  Most  of  this  discussion  of 
experimental  laboratory  work  will  be  de- 
voted to  ulcerative  colitis. 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  General  Sessions,  Feb- 
ruary 11,  1969. 


Experimental  work  in  colitis 

Since  colitis  was  first  described  nearly 
ninety  years  ago,1  theories  concerning  its 
etiology  have  varied  almost  as  much  as  the 
length  of  women’s  skirts  and  men’s  side- 
burns. It  is  somewhat  analogous  to  the 
fable  of  the  10  blind  men  examining  the 
elephant.  Each  theory  examines  the  disease 
from  its  viewpoint  and  none  has  produced  a 
satisfactory  explanation  of  the  total  picture. 
Among  many  hypotheses  advanced  were 
those  of  the  bacteriologists,  which  included 
Bargen’s  streptococcus,  bacillus  necro- 
phillus,  Protozoa,  and  viral  diseases,  par- 
ticularly the  ECHO  type.  Other  hypotheses 
included  psychosomatic  illness,  collagen, 
auto-immunization,  and,  in  keeping  with  up- 
to-date  modern  scientific  theory,  a delayed 
hypersensitivity  reaction. 

Investigators  have  found  the  colon  can 
react  to  nonimmune  stimuli.  The  lesions 
produced  are  transient  and  heal  promptly 
when  the  stimulus  is  withdrawn.  Early  in 
the  1950s  investigators  noted  that  the  colon 
could  participate  in  immunologic  reactions.2 
The  colon  in  various  experimental  animals 
participates  in  the  classic  direct  hypersensi- 
tivity states.  All  the  animals  studied  were 
characterized  by  hemorrhagic  necrosis.  In 
one  instance  dog  colon  mucosa  was  injected 
with  Freund’s  adjuvant  into  a rabbit  and 
the  hyperimmune  rabbit  serum  given  back 
to  the  dog  after  their  colons  were  irritated. 
A gross  colonic  lesion  was  seen  in  the  re- 
cipient dog.  The  mucosa  showed  hemor- 
rhagic necrosis  with  edema  of  the  lamina 
propria.  This  resembles  endotoxin  shock, 
or  nonocclusive  vascular  disease  in  human 
patients,  but  bears  no  relationship  to  ulcera- 
tive colitis. 

It  was  about  this  time  that  the  Swedish 
worker,  Broberger*  showed  that  the  lympho- 
cytes from  patients  with  ulcerative  colitis 
were  cytotoxic  to  fetal  colon  cells.  Watson 
at  Michigan  expanded  this  observation  to 
show  that  the  lymphocytes  from  ulcerative 
patients  were  also  cytotoxic  to  adult  colon 
tissue.  This  generated  interest  in  cell- 
mediated  immune  reactions.  Contact  der- 
matitis fulfills  all  of  the  criteria  of  a specific 
delayed  hypersensitivity  state. 

In  our  experimental  work  at  the  Univer- 
sity of  Tennessee  we  chose  a simple  low 
molecular-weight  pure  chemical,  DNCB  C2-4 
dinitrochlorobenzene),  which  will  produce 
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an  identical  contact  dermatitis  in  man,  the 
guinea  pig,  monkey,  and  miniature  swine. 
When  this  chemical  is  coupled  with  an  inert 
adhesive  paste,  the  combination  will  adhere 
to  moist  mucosal  surfaces,  producing  a 
specific  delayed  hypersensitivity  reaction  of 
the  contact  type. 

The  animals  were  skin-sensitized  before 
being  given  the  chemical  in  paste,  so  that 
the  accentuated  lesion  could  be  seen.  But 
it  is  important  to  note  that  it  is  possible  to 
create  a similar  but  milder  reaction  by  put- 
ting the  contactant  against  the  mucosa  with- 
out prior  skin  sensitization.  Dermatologists 
have  long  held  that  this  type  of  immune 
reaction  is  only  possible  in  the  skin  because 
of  specific  proteins  there.  We  have  proved 
that  the  mucosa  of  the  gastrointestinal  tract 
can  react  in  an  identical  fashion  to  produce 
a specific  delayed  hypersensitivity  state. 

Our  major  interest  has  been  in  the  colon. 
The  colon  of  a skin-sensitized  guinea  pig 
twenty-four  hours  after  one  instillation  of 
DNCB  in  adhesive  paste  had  perivascular 
cuffings  with  lymphocytes,  which  is  the  hall- 
mark of  the  tissue  reaction  in  delayed  hyper- 
sensitivity states.  In  the  guinea  pig,  the 
intensity  of  the  lesion  varied  with  the  fre- 
quency of  the  application  of  the  chemical 
in  the  sensitized  animal,  as  seen  in  the  com- 
plete destruction  of  the  mucosa  after  14 
daily  rectal  instillations.  We  were  able  to 
sensitize  the  animals  primarily  via  the 
rectum  and  confirm  this  by  chamber  migra- 
tion studies.  However,  because  of  the  prob- 
lems in  trauma  we  abandoned  the  guinea 
pig  and  went  to  miniature  swine.  A method 
of  installing  the  sensitizing  chemical  so  as 
to  avoid  the  problems  of  trauma  was  fol- 
lowed. A severe  lesion  could  be  produced 
in  the  colon  of  the  miniature  swine  after 
several  months  of  application  through  the 
colostomy  in  the  sensitized  animal.  The  re- 
sult was  ulceration,  chronic  inflammation 
of  the  lamina  propria,  granulomata  in  the 
submucosa,  and  the  usual  perivascular  cuff- 
ing. We  were  also  able  to  find  in  guinea 
pigs  that  the  effect  of  azathioprine 
(Imuran)  was  unpredictable  in  modifying 
the  lesion,  an  observation  which  will  have 
considerable  relevance  to  my  further  dis- 
cussion. The  effects  of  other  stimuli  such 
as  Freund’s  adjuvant,  endotoxin,  and  neo- 
stigmine were  then  studied  with  long-term 
applications  of  the  DNCB  to  the  colon.  To 


our  surprise,  we  found  no  morphologic  dif- 
ferences on  double-blind  evaluation  of  the 
extent  of  mucosal  damage.  In  a long-term 
colon  disease,  which  happens  to  be  in  the 
endotoxin  group,  we  have,  experimentally, 
produced  crypt  abscesses;  these  were  seen 
only  in  the  neostigmine  group.  This  is  the 
first  experimental  production  of  crypt  ab- 
scesses by  immune  methods.  We  are  not  so 
sure  what  it  all  means,  but  we  are  quite 
proud  of  it! 

In  the  stomach  the  mucosal  lesion  is 
grossly  reddened  and  shows  intestinaliza- 
tion,  ulceration,  and  round-cell  infiltration 
of  the  mucosa,  in  short,  a gastritis.  We 
have  been  able  to  show  that  there  is  a corre- 
lation between  the  intensity  of  this  lesion 
and  circulating  parietal  cell  antibodies. 
However,  the  parietal  cell  antibodies  were 
not  related  to  the  pathogenesis  of  the  le- 
sions, since  this  was  clearly  produced  by  the 
DNCB.  We  believe  that  this  experiment 
might  give  some  insight  into  the  problems 
of  chronic  gastritis  and  particularly  tissue- 
specific  antibodies. 

In  the  small  intestine  lesions  can  be  pro- 
duced by  localizing  the  contactant  reaction 
there.  The  microscopic  specimens  show 
blunting  of  the  villae  with  round-cell  in- 
filtration and  edema.  We  were  able  to  cor- 
relate the  extent  of  this  lesion  with  xylose 
malabsorption.  We  have  recently  completed 
work  on  the  pathologic  lesion.  We  believe 
that  this  lesion  might  represent  an  animal 
model  of  gluten  sensitivity  and  that  an  ex- 
periment in  human  beings  be  made  to  con- 
firm this  hypothesis. 

Several  conclusions  can  be  made  about 
experimental  models.  First  of  all,  there  is 
none  of  chronically  active  liver  disease  or 
regional  enteritis  that  had  been  reported. 
Second,  experiments  have  concentrated 
mainly  on  production  of  morphologic  lesions 
and  rarely  have  been  correlated  with  altered 
physiology;  exceptions  are  the  work  with 
parietal  cell  antibodies,  xylose  absorption, 
and  glucose  transport  in  the  small  intestine. 
None  of  these  experiments  produced  a 
chronic,  self-perpetuating  lesion  which  is 
characteristic  of  human  disease.  This  area 
is  a fertile  ground  for  further  study.  The 
newer  knowledge  of  the  Kinins,  secretory 
piece  of  immunoglobulin,  the  effects  of  vas- 
cular ischemia,  and  many  other  factors  could 
be  combined  with  the  ability  to  localize  these 
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immunologic  reactions  in  the  gastrointesti- 
nal tract.  This  could  lead,  hopefully,  to  the 
production  of  experimental  models  of  human 
disease. 

Drugs 

The  remainder  of  my  talk  will  be  devoted 
to  the  use  of  mercaptopurine  (6-MP)  or 
azathioprine  in  two  specific  human  disease 
states:  chronic  ulcerative  colitis  and 

chronic  active  hepatitis.  In  preparation  for 
this  talk,  a notice  was  placed  in  Gastroen- 
terology soliciting  information  from  read- 
ers about  their  experience  with  immunosup- 
pressive agents.  Interesting  letters  came 
from  all  over  the  world,  as  far  away  as 
Japan  and  Israel,  western  Europe,  and  from 
behind  the  Iron  Curtain.  Most  readers 
had  treated  1 or  2 patients.  Two  patients 
were  being  treated  for  amyotrophic  lateral 
sclerosis,  but  no  mention  was  made  of  re- 
sults. Therefore,  I will  discuss  with  you 
representative  series  plus  our  own  experi- 
ence with  these  drugs. 

The  use  of  immunosuppressive  agents  in 
ulcerative  colitis  was  suggested  by  several 
observations:  (l-)  frequent  association  of 

lupoid  hepatitis  with  ulcerative  colitis;  (2) 
the  systemic  manifestations  of  the  disease 
which  appeared  to  be  immune  in  character; 
and  (3)  anti-inflammatory  effects  of  ster- 
oids. However,  both  mercaptopurine  and 
azathioprine.  the  drugs  used,  have  serious 
toxicity.  These  adverse  reactions  include 
alopecia,  nausea  and  vomiting,  and  lethal 
liver  necrosis,  particularly  leukopenia  and 
thrombocytopenia.  The  toxic  side-effects 
seem  to  be  related  to  the  dose  and  may  also 
depend  on  individual  susceptibility  and, 
hence,  are  in  part  unpredictable. 

The  Australians  have  been  the  most  en- 
thusiastic advocates  of  this  therapy,  feeling 
that  it  is  a specific  particularly  for  pyoderma 
and  for  steroid-resistant  arthralgia.4 

The  only  significant  report  in  the  Ameri- 
can literature  on  immunosuppressive  ther- 
apy of  ulcerative  colitis  came  from  the  Uni- 
versity of  Chicago  in  1966.  Twto  were  fail- 
ures and  7 were  treated  with  concomitant 
steroids,  and  there  were  8 of  10  long-term 
favorable  responses.  It  should  be  noted 
that  9 out  of  10  of  these  patients  were  in 
the  moderate  to  severe  clinical  category,  so 
that  the  eventual  outcome  of  this  series  as 


of  late  1968  was  that  9 of  the  10  had  under- 
gone colectomy  because  of  the  exacerbation 
of  the  underlying  disease.  Burroughs  Well- 
come did  a series  on  ulcerative  colitis  and 
regional  enteritis.  Again,  criteria  of  re- 
sponse is  not  given,  nor  were  these  two 
diseases  separated.  Finally,  our  experience 
included  7 patients  with  ulcerative  colitis, 
all  of  whom  were  steroid  failures.  All  pa- 
tients had  drug  toxicity.  Only  2 of  the  4 
had  improvement  in  cellular  inflammatory 
response  on  biopsy,  and  only  1 of  these  4 
showed  improvement  on  x-ray  films.  Since 
this  has  been  essentially  a pessimistic  re- 
port, let  me  present  to  you  a case  with  a 
favorable  response. 

A nineteen-year-old  female  who  had  ul- 
cerative colitis  since  age  ten,  was  a steroid 
failure  and  a magnificent  respondent  to 
azathioprine.  When  last  seen  in  December, 
1968,  she  wras  on  minimal  therapy  and  func- 
tioning well  as  a student.  X-ray  films  were 
taken  a year  apart  on  this  patient.  In  the 
x-ray  film  of  the  barium  enema  after  the 
use  of  steroids  and  prior  to  the  use  of  aza- 
thioprine a lead-pipe  colon,  loss  of  haus- 
tra,  and  diffuse  speculation  were  seen.  A 
barium  enema  taken  a year  later  approxi- 
mately nine  months  after  cessation  of  aza- 
thioprine, showed  increased  widening  of  the 
colon  lumen  as  well  as  absence  of  ulcerations 
which  indicates  objective  improvement. 

Hepatitis  became  a global  problem  during 
World  War  II : military  epidemics  often 

produced  more  casualties  than  enemy  ac- 
tion. The  clinical  course  of  the  acute  ful- 
minating disease  was  described,  but  it  was 
not  until  1956  that  Kunkel  and  others  de- 
fined a peculiar  syndrome,  chronically  ac- 
tive hepatitis.5  Although  any  age  or  sex  can 
be  involved,  it  is  most  frequent  in  women 
at  the  time  of  endocrine  change,  particularly 
puberty,  post  partum,  and  menopause.  Pos- 
itive lupus  erythematosus  preparations  are 
most  commonly  found  in  young  female  pa- 
tients. This  led  to  the  name  of  lupoid  hepa- 
titis, while  the  English  call  it  juvenile  cir- 
rhosis because  of  the  major  age  distribution. 
Steroids,  while  giving  symptomatic  relief 
and  some  drop  in  the  transaminase,  have  no 
long-term  benefit.  It  is  also  difficult  to 
evaluate  therapy  by  morphologic  criteria 
because  of  the  piecemeal  pathology.  There- 
fore needle  biopsy  is  not  always  reliable. 
Finally,  the  definition  of  chronicity  varies 
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with  the  investigator  reporting,  because 
some  series  represent  three  months,  others 
six  months,  and  some  even  a year. 

Page,  Condie,  and  Good  in  1964°  reported 
the  treatment  of  plasma-cell  hepatitis  with 
mercaptopurine  with  excellent  results.*  No 
mention  is  made  of  toxicity  and  no  criteria 
given  of  patient  selection.  A representative 
of  various  world-wide  reports  is  found  in  a 
series  from  Belgium  by  DeMeuleare  report- 
ing 9 patients.  His  results  are  reported  as 
excellent,  but  most  interestingly  the  best  re- 
sults were  found  in  patients  with  isolated 
high  levels  of  immunoglobulin  G.  This  par- 
ticular observation  needs  confirmation,  and 
Kniffen  at  the  University  of  Florida  wrote 
me  that  he  has  confirmed  this  in  a small 
group  of  4 patients.7 

Mistilis  and  Schiff8  from  Australia  have 
been  the  most  enthusiastic  advocates  of  im- 
munosuppressive therapy  for  chronic  active 
hepatitis.  They  have  reported  treating  14 
patients  with  azathioprine  or  mercaptopu- 
rine. 

Our  personal  experience  with  this  disease 
included  13  patients  treated  with  azathio- 
prine; four  could  not  tolerate  the  drug,  and 
9 were  treated  for  periods  longer  than  one 
month. 

The  results  speak  for  themselves.  Blood 
toxicity  was  the  major  cause  of  withdrawal, 
and  the  results  of  long-term  therapy  to  date 
have  shown  that  only  3 patients  have  been 
helped  out  of  the  original  13. 

Several  problems  need  to  be  defined  in 
the  use  of  immunosuppressive  therapy  in 
chronically  active  hepatitis.  They  include 
the  choice  of  patient,  the  timing  of  the 
drug  in  terms  of  chronicity,  and  the  use 
of  concomitant  steroids.  The  possible  rela- 
tionship of  therapeutic  response  to  immuno- 
globulin G levels  needs  confirmation.  Cur- 
rently at  the  Mayo  Clinic  there  is  double- 
blind evaluation  of  this  immunosuppressive 


* This  drug  was  made  available  to  investigators  through 
the  Burroughs  Wellcome  Research  Laboratory,  Tuckahoe, 
New  York. 


therapy,  but  the  code  has  not  been  broken, 
and  the  results  are  not  available  yet. 


Conclusion 

I cannot  recommend  the  use  of  azathio- 
prine or  mercaptopurine  in  clinical  practice. 
They  are  too  toxic,  and  the  results  are  un- 
predictable in  both  chronic  liver  disease  and 
ulcerative  colitis.  There  is  an  urgent  need 
for  prospective  long-term  double-blind  stud- 
ies with  and  without  the  use  of  steroids  and 
especially  with  matched  controls  of  approxi- 
mately equal  severity  followed  for  many 
years. 

In  chronic  liver  disease  the  level  of  im- 
munoglobulin G may  be  an  important  clue 
to  patient  selection.  In  ulcerative  colitis 
the  drugs  appear  to  be  more  useful  when 
combined  with  steroid  therapy.  On  the  ba- 
sis of  4 cases  they  were  specifics  in  pyo- 
derma and  steroid-resistant  arthritis,  al- 
though obviously  the  experience  is  limited. 
The  results  when  used  alone  appear  to  be 
slow  and,  unlike  steroids,  are  not  associ- 
ated with  a rapid  sense  of  clinical  well- 
being. Patient  selection  and  drug  toxicity 
are  the  main  factors  in  treatment  failure. 
Therefore,  it  remains  for  careful  future 
study  to  determine  the  specific  circum- 
stances for  the  use  of  immunosuppressive 
drugs  in  human  gastrointestinal  disease. 
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Vascular  Notching  of  Ureter 


I he  presence  oF  constant  localized  impres- 
sions  on  t He1, mural  surface  of  the  ureter 
(notching)  is  frequently  indicative  of  renal 
vascular  disease.  There  are  numerous  pos- 
sible etiologies  although  the  roentgen  find- 
ings are  similar  in  all  cases.1  u 

In  renal  artery  stenosis,  the  ureteral 
arteries  may  become  an  important  source  of 
collateral  circulation  to  the  kidney  com- 
municating with  the  'lumbar  arteries 
(mainly  the  third  lumbar),  renal  arteries, 
direct  aortic  branches,  gonadal  artery,  and 
capsular  vessels.  Similar  vascular  channels 
may  be  utilized  following  complete  renal 
artery  occlusion.  In  the  lower  third,  anasto- 
moses are  present  with  the  vesical,  middle 
rectal,  and  iliac  artery  (Fig.  1). 

In  renal  vein  thrombosis,  the  ureteral 


FIGURE  1.  Vascular  notching  secondary  to 
:enal  artery  stenosis.  Ureteral  notching  pro- 
duced by  ureteral  artery  collaterals. 


veins  may  develop  varicosities  assisting  in 
draining  intrarenal  venous  blood  via  the 
same  routes  already  mentioned  (Fig.  2 A 
and  B). 

In  abdominal  venous  systemic  hyperten- 
sion, the  increase  in  venous  pressure  may 
be  transmitted  back  through  the  renal  veins 


FIGURE  2.  (A)  Vascular  notchings  secondary  to 

ureteral  varices.  Patient  had  large  carcinoma  of 
pancreas  which  compressed  inferior  vena  cava 
increasing  renal  vein  pressure  and  producing 
ureteral  varices. 
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(B)  Huge  varices  produced  ureteral  notchings. 


producing  ureteral  varicosities  without 
renal  vein  occlusion. 

Diseases  producing  necrotizing  arteritis, 
such  as  periarteritis  nodosa,  may  also  pro- 
duce an  appearance  suggesting  vascular 
notching,  but  in  these  instances  the  notch 
represents  an  area  of  intramural  necrosis 
associated  with  destruction  of  the  arterial 
wall  (Fig.  3). 

In  assessing  the  significance  of  vascular 
notching,  the  examiner  must  first  exclude 
ureteral  peristalsis  and  multiple  ureteral 
kinks.  In  the  former  instance,  the  pattern 
changes  in  each  film  while  the  latter  would 
be  less  numerous  and  not  as  sharply  defined 
as  vascular  notching. 

There  is  usually  no  difficulty  in  differ- 
entiating ureteritis  or  ureteritis  cystica 
which  are  primarily  mucosal  lesions  appear- 
ing as  circular  intraluminal  marginal  de- 
fects. Periureteritis  usually  involves  one  or 
two  rather  extensive  areas  of  the  ureter 
with  considerable  narrowing  of  the  lumen 
and  proximal  obstruction.  Vascular  notch- 
ing is  not  usually  associated  with  proximal 
obstruction  but  may  be  associated  with  sig- 


FIGURE  3.  Vascular  notchings  secondary  to 
periarteritis  nodosa.  Necrotizing  arteritis  involv- 
ing ureteral  artery  in  wall  of  ureter  producing 
vascular  notching. 

nificant  decrease  in  renal  function  if  the 
primary  vascular  lesion  is  severe. 

Conclusion 

Multiple  extraluminal  notched  defects, 
particularly  in  the  proximal  ureter,  suggest 
enlargement  of  the  ureteral  arteries  or 
veins.  In  most  instances  this  is  a reflection 
of  renal  artery  stenosis  or  renal  vein  ob- 
struction. 
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T HE  survival  of  a burned  patient  fre- 
quently depends  on  the  initial  treatment  re- 
ceived. While  obviously  the  most  dramatic, 
the  burn  wound  itself  is,  in  most  instances, 
the  least  important  factor  in  survival.  The 
cardiovascular,  renal,  and  pulmonary  sys- 
tems are  the  most  significant  even  though 
the  involvement  is  indirect.  Sedation  is 
often  abused  and  overused.  Actually,  deep 
burns  have  surprisingly  little  pain  due  to 
destruction  of  sensory  end  organs.  The 
important  aspect  of  sedation  is  that  it  must 
be  administered  intravenously,  since  absorp- 
tion is  slow  and  erratic  through  other 
routes.  The  pulmonary  problems  of  the  im- 
mediate postburn  period  are  both  primary 
and  secondary.  Immediate  attention  to  the 
airway  as  well  as  the  recognition  of  oro- 
pharyngeal burns  are  both  important  fac- 
tors. Proper  humidification  of  the  airway 
is  often  a neglected  and  vital  part  of  ther- 
apy. Surprisingly,  pulmonary  symptoms 
often  do  not  occur  until  twenty-four  to 
thirty-six  hours  after  burning.  The  prob- 
lems of  bronchospasm  and  viscous  secretions 
may  require  ventilatory  assistance,  bron- 
chodilator  drugs,  and  bronchoscopy.  The 
use  of  tracheostomy  may  be  lifesaving  and 
should  be  accomplished  in  the  operating 

* Developed  by  the  Department  of  Postgraduate  Medicine 
at  Albany  Medical  College  under  contract  with  National 
Library  of  Medicine  (PH-43-66-1151 ).  Project  of  Albany 
Regional  Medical  Program  supported  by  Division  of  Re- 
gional Medical  Programs  and  U.S.  Department  of  Health, 
Education,  and  Welfare  (PL89-239). 


room  with  good  light  and  proper  instru- 
ments. The  importance  of  proper  humidifi- 
cation of  the  tracheostomy  to  prevent  cast 
formation  cannot  be  overemphasized. 

Few  people  realize  that  within  five  to  ten 
minutes  of  burning,  cardiac  output  has 
fallen  to  less  than  50  per  cent  of  normal. 
Unless  corrected  with  adequate  fluid  volume, 
continued  drop  in  cardiac  output  will  occur. 
The  treatment  of  the  cardiovascular  and 
renal  complications  of  the  acute  burn  is  de- 
pendent on  the  rapid  and  accurate  replace- 
ment of  needed  volumes  of  electrolyte  and 
colloid  solution.  The  estimation  of  the  depth 
and  percentage  of  the  burn  is  accomplished 
with  the  chart  shown  in  Figure  1.  More 
than  50  per  cent  is  calculated  as  50  per  cent. 
Urine  flow  should  be  such  that  urine  is 
cleared  of  gross  hemoglobinuria.  The  esti- 
mation of  the  burn  fluid  requirement  during 
the  first  twenty-four  hours  is  calculated  with 
Brooke’s  formula:  The  volume  of  colloid  is 
figured  by  weight  in  kilograms  times  per 
cent  burned  times  0.5  ml.  Electrolyte  vol- 
ume, or  lactated  Ringer’s  solution,  is  deter- 
mined by  weight  in  kilograms  times  per  cent 
burned  times  1.5  ml.  Water,  with  5 per  cent 
dextrose,  is  2,000  ml.  for  adults. 

A large  bore  plastic  needle  or  cutdown  is 
inserted  into  a proper  vein;  blood  count, 
blood  urea  nitrogen,  and  serum  electrolytes 
are  drawn,  and  an  electrolyte  solution  (Dex- 
tran)  or  plasma  is  started.  One  half  of  the 
first  twenty-four-hour  fluid  calculation 
should  be  administered  in  the  first  eight 
hours  after  burning.  A Foley  catheter  is 
inserted,  and  the  hourly  urine  volume  is  re- 
corded. The  adequacy  of  fluid  replacement 
is  monitored  by  serial  hematocrits;  hourly 
urine  output  and  specific  gravity  determina- 
tions; recording  of  the  vital  signs  including 
pulse,  blood  pressure,  respiration,  and  cen- 
tral venous  pressure;  and  recognition  of 
changes  in  the  sensorium  of  the  patient. 
The  hourly  urine  output  should  be  main- 
tained between  50  to  75  cc.  per  hour  unless 
a larger  volume  is  required  to  maintain 
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FIGURE  1.  Estimating  per  cent  of  burn. 


urine  free  of  hemoglobin.  If  the  blood 
pressure  decreases,  the  pulse  rises,  and  the 
urine  output  falls,  then  additional  colloid  is 
needed.  If  the  urine  output  falls  while  the 
blood  pressure  and  pulse  are  stable,  then 
additional  electrolyte  solution  is  needed. 
Adequate  tetanus  immunization  is  under- 
taken depending  on  the  previous  immuniza- 
tion record  of  the  patient.  The  patient  is 
maintained  without  oral  intake  until  it  is 
certain  that  the  initial  shock  of  the  acute 
burn  period  is  relieved  and  adequate  peri- 


stalsis has  returned.  In  some  cases  gastric 
decompression  may  be  necessary. 

Following  the  initial  resuscitation,  atten- 
tion is  now  turned  to  the  burn  wound.  With 
the  use  of  small  doses  of  intravenous  meper- 
idine hydrochloride  (Demerol),  the  wound  is 
cleansed  with  an  antibacterial  sudsing  emul- 
sion (plIisoHex)  and  saline,  and  all  debris, 
shreds,  and  necrotic  material  are  gently  re- 
moved. Care  is  taken  to  examine  the  wound 
and  to  note  its  effect  on  other  body  func- 
tions. A tight,  constricting  chest  eschar. 


1214  New  York  State  Journal  of  Medicine  / May  15,  1970 


particularly  if  circumferential,  will  greatly 
limit  respiratory  exchange  and  can  result 
in  fatal  hypoxia.  Similarly,  a circumfer- 
ential full-thickness  burn  of  an  extremity, 
unyielding  to  the  pressure  of  edema  fluid 
within  it,  may  occlude  the  arterial  supply  to 
distal  tissues.  Both  problems  can  be  solved 
by  escharotomies  through  the  burned  skin 
down  to  the  deep  fascia.  Therapy  with 
either  0.5  per  cent  silver  nitrate  or  mafenide 
hydrochloride  (Sulfamylon)  is  started,  de- 
pending on  the  choice  of  the  physician.  The 
antibacterial  properties  of  both  agents  are 
similar.  It  is  necessary,  however,  to  be 
aware  of  the  complications  of  the  use  of 
these  agents.  A solution  of  0.5  per  cent 
silver  nitrate  is  hypotonic,  and  careful 
monitoring  of  the  electrolytes,  particularly 
sodium,  potassium,  calcium,  and  magnesium 
are  necessary,  and  adequate  replacements 
must  be  given.  The  hazards  of  mafenide 
hydrochloride  include  a tendency  to  acidosis 
and  a sensation  of  stinging  of  the  second 
degree  burn  wounds  which  may  require  ad- 
ditional small  doses  of  medication. 


It  is  not  to  be  implied  from  this  discus- 
sion that  areas  or  systems  are  presented  in 
order  of  importance.  Actually,  all  the  care 
here  is  administered  in  an  almost  simul- 
taneous manner  with  priority  given  to  that 
aspect  with  the  greatest  urgency  in  terms 
of  immediate  survival.  Once  these  steps 
have  been  successfully  completed,  the  pa- 
tient can  be  transferred  for  long-term  de- 
finitive care  confident  that  the  best  has  been 
done  for  him. 

47  New  Scotland  Avenue 
Albany,  New  York  12208 
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Persistent  Epigastric  Pain 
with  Progressive  Deterioration 


Case  history 

Yi-Nan  Chou,  M.D.:  A sixty-two-year- 

old  Chinese  male  was  admitted  with  pro- 
gressively increasing  retrosternal  and  epi- 
gastric pain  for  two  weeks. 

The  patient  had  been  well  most  of  his 
life  except  for  “asthmatic  attacks”  between 
1934  and  1956.  For  many  years  he  had 
noticed  mild  fatty  food  intolerance  with 
gaseous  distention,  relieved  by  antacids  and 
bismuth.  Two  weeks  before  admission  he 
noted  the  onset  of  lower  retrosternal  and 
epigastric  pain  lasting  from  fifteen  minutes 
to  one  hour;  it  was  aggravated  by  arising 
on  his  feet  and  by  walking  and  eased  by 
resting.  He  had.  also  experienced  mild 
shortness  of  breath  and  nausea  but  no 
sweating,  faintness,  or  palpitation.  On  the 
day  of  admission  generalized  abdominal 
cramps  developed  with  radiation  of  pain 
into  the  lumbar  region  and  both  lower  ex- 
tremities. When  seen  in  the  emergency 
department,  the  patient’s  blood  pressure 
was  84/70  mm.  Hg,  the  skin  was  cold  and 
gray,  and  the  electrocardiographic  changes 
suggested  myocardial  ischemia. 

Physical  examination  on  admission  re- 
vealed a blood  pressure  of  70/60  mm.  Hg,  a 
pulse  rate  of  84,  and  respiratory  rate  of 
25  per  minute;  the  temperature  was  98.6  F. 
The  patient  was  well  developed  and  moder- 
ately obese  and  had  a tic  affecting  the  right 
periorbital  muscles.  There  were  small  im- 
mature cataracts  bilaterally;  the  scleras 
were  not  icteric,  but  the  conjunctivas  were 
moderately  injected.  The  lungs  were  clear; 


the  heart  was  not  enlarged  on  percussion, 
the  rhythm  was  regular,  and  no  murmurs 
were  audible.  The  abdomen  was  slightly 
distended  with  slight  tenderness  in  the 
epigastrium;  the  liver,  kidneys,  and  spleen 
were  not  palpable. 

The  urine  specific  gravity  was  1.018;  the 
remainder  of  the  urinalysis  was  within  nor- 
mal limits.  The  hemoglobin  was  14.8  Gm. 
per  100  ml.;  the  hematocrit  was  43;  the 
white  blood  cell  count  was  10,000  with  72 
per  cent  polymorphonuclear  leukocytes. 
The  true  blood  glucose  was  107  mg.,  blood 
urea  nitrogen  15  mg.,  total  cholesterol  183 
mg.,  total  bilirubin  1.5  mg.  (direct  0.8  mg.), 
and  total  protein  6.3  Gm.  (albumin  3.6  Gm., 
globulin  2.7  Gm.)  per  100  ml.  The  carbon 
dioxide  content  was  21  mEq.,  the  serum 
potassium  4.7  mEq.,  the  sodium  136  mEq., 
and  the  chlorides  87  mEq.  per  liter.  The 
prothrombin  time  was  14.4  seconds  (con- 
trol 13.2  seconds)  ; the  SGOT  (serum  glu- 
tamic oxaloacetic  transaminase)  was  63 
units  (normal  1 to  27)  ; the  SGPT  (serum 
glutamic  pyruvic  transaminase)  38  units 
(normal  1 to  40)  ; the  LDH  (lactic  dehydro- 
genase 1,040  units  (normal  200  to  600)  ; 
the  CPK  (creatine  phosphokinase)  6 units 
(normal  0 to  12  per  milliliter) ; and  the  HBD 
(hydroxy  butyric  dehydrogenase)  was  545 
units  (normal  140  to  250).  The  serum 
amylase  was  67  units  (normal  50  to  180), 
Hie  serum  lipase  0.2  units  (normal  0 to  1), 
the  alkaline  phosphatase  6.3  units  (normal 
0 to  4),  and  the  acid  phosphatase  1 unit 
(normal  0 to  3.6  units).  The  thymol  tur- 
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FIGURE  1.  Electrocardiogram  on  admission.  Low  amplitude  of  QRS  complexes  in  limb  leads  and 
poor  R-wave  progression  in  precordial  leads.  No  change  on  subsequent  serial  tracings. 


bidity  was  1.2  units  (normal  0 to  2),  and 
the  cephalin  flocculation  test  was  2 plus 
(normal  0 to  1 plus). 

A urine  culture  showed  a bacterial  count 
of  5,000  per  milliliter;  culture  revealed 
Staphylococcus  albus  and  alpha  hemolytic 
streptococcus. 

The  initial  electrocardiogram  after  ad- 
mission revealed  slightly  depressed  S-T 
segments,  poor  R-wave  progression  in  the 
precordial  leads,  and  small  Q waves  in  leads 
III  and  aVf.  Low  amplitude  of  QRS  com- 
plexes was  noted  in  all  limb  leads  (Fig.  1). 
On  i-epeated  tests  the  SGOT  was  99  units, 
the  SGPT  was  35  units,  and  the  LDH  1,240 
units. 

The  x-ray  film  of  the  chest  revealed  a 
slightly  enlarged  heart,  an  unfolded  dilated 
thoracic  aorta,  and  accentuation  of  pul- 
monary markings,  suggestive  of  early  con- 
gestion. A flat  plate  of  the  abdomen  re- 
vealed mild  scoliosis  of  the  lumbar  spine; 
the  renal  and  psoas  shadows  were  well  out- 
lined. The  gastrointestinal  series  indicated 
slight  widening  of  the  duodenal  loop,  sug- 
gestive of  extrinsic  pressure  possibly  from 
a mass  within  the  pancreas  or  a dilated 
common  bile  duct.  The  retroduodenal  space 


appeared  to  be  increased  (Fig.  2A), 
but  the  right  kidney  also  appeared  more 
prominent  than  usual;  however,  the  intra- 
venous pyelogram  revealed  no  significant 
abnormality.  The  gallbladder  series  showed 
normal  function  without  stones.  Hypo- 
tonic duodenography  showed  a normal  duo- 
denal loop  with  a small  outpocketing  on  its 
medial  aspect  in  the  proximal  portion  of  the 
second  part  of  the  duodenum  (Fig.  2B). 
Slight  rigidity  of  the  lesser  curvature  of 
the  duodenal  wall  was  observed,  suggesting 
a prominent  common  bile  duct.  The  out- 
pocketing  of  the  duodenum  was  thought  to 
represent  a small  ulceration  or  fixation  sec- 
ondary to  infiltration. 

The  patient  remained  afebrile  except  for 
a slight  rise  of  temperature  to  100  F.  on  the 
sixth  and  seventh  hospital  days.  The  blood 
pressure  was  repeatedly  observed  to  be  in 
the  range  of  80/50  mm.  Hg.  At  times  the 
patient  complained  of  mild  epigastric  pain 
relieved  by  antacids  and  antispasmodics ; 
the  discomfort  usually  occurred  after  meals 
together  with  mild  cramps.  Repeated  ab- 
dominal examination  revealed  only  slight 
distention  and  no  local  tenderness.  Serial 
electrocardiograms  revealed  persistent  low 
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FIGURE  2.  (A)  Right  lateral  view  showing  displacement  of  duodenum  anteriorly  (arrows).  (B)  Slight 

widening  of  duodenal  loop  with  outpouching  in  second  portion  (arrow). 


amplitude  of  QRS  complexes  in  limb  leads 
and  in  the  lateral  precordial  leads,  with 
minor  S-T  and  T-wave  changes  suggestive 
of  myocardial  ischemia.  No  progressive 
change  in  the  pattern  of  the  electrocardio- 
gram was  observed.  Serial  transaminase 
studies  revealed  persistently  elevated  levels; 
the  SGOT  rose  to  3,420,  the  LDH  to  over 
2,000  with  increases  in  fractions  IV  and  V, 
and  the  SGPT  to  2,280  units.  The  serum 
amylase  was  153  units  on  repeated  testing; 
the  serum  phosphorus  was  6.8  mg.,  and  the 
serum  calcium  measurement  was  not  satis- 
factory. The  VDRL  finding  was  reported 
as  nonreactive. 

By  the  eighth  hospital  day  the  patient 
was  complaining  more  frequently  of  ab- 
dominal discomfort,  although  examination 
still  revealed  only  slight  distention  and  gen- 
eral muscle  guarding  especially  in  the  epi- 
gastrium. At  times  questionable  rebound 
tenderness  was  observed  in  the  epigastrium 
and  in  the  right  upper  quadrant,  together 
with  mild  tenderness  in  the  right  costover- 
tebral angle.  Repeat  abdominal  roentgeno- 
graphic  examination  revealed  a moderate 
distention  of  small-bowel  loops  and  of  the 
stomach;  in  the  upright  position  it  showed 
multiple  air  fluid  levels,  suggesting  obstruc- 
tion of  the  small-bowel  loop.  No  free  air 
was  seen  within  the  peritoneal  cavity. 


By  the  second  hospital  week  anorexia 
had  become  progressive,  and  the  patient 
complained  of  more  severe  epigastric  pain. 
The  blood  pressure  was  100/70  mm.  Hg, 
and  tachycardia  of  120  per  minute  per- 
sisted. 

By  the  eleventh  hospital  day,  the  patient 
appeared  to  be  deteriorating.  He  was  rest- 
less and  short  of  breath,  with  some  relief 
by  the  administration  of  nasal  oxygen.  Ab- 
dominal findings  were  unchanged.  A rectal 
tube  eased  the  passage  of  considerable 
amounts  of  flatus.  On  the  morning  of  the 
thirteenth  hospital  day,  the  patient  was 
found  dead  in  bed. 

Discussion 

Stuart  Karger,  M.D.:  We  are  pre- 

sented with  a Chinese  man,  sixty-two  years 
old,  who  complained  of  epigastric,  retro- 
sternal, and  upper  abdominal  pain.  He  had 
a history  of  “asthmatic  attacks”  between 
the  ages  of  twenty-seven  and  forty-nine  as 
well  as  a long  history  of  fatty  food  intoler- 
ance. On  admission  he  was  hypotensive, 
but  with  a pulse  rate  of  84  he  was  probably 
not  in  circulatory  failure.  There  was  no 
clinically  evident  jaundice;  the  abdominal 
examination  revealed  only  slight  distention 
and  tenderness  in  the  epigastric  area.  In- 
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itial  laboratory  evaluations  showed  a slight 
elevation  of  serum  bilirubin,  together  with 
elevated  SGOT  and  LDH.  At  that  time, 
the  serum  amylase  and  lipase  levels  were 
normal.  During  the  early  period  of  hos- 
pitalization, the  patient  sustained  slight 
daily  elevations  of  temperature  to  100  F., 
remained  hypotensive,  and  continued  to 
have  epigastric  pain.  The  possibility  of 
an  acute  myocardial  infarction  was  dis- 
counted despite  the  elevated  transaminase 
levels;  the  serial  electrocardiograms  sug- 
gested only  ischemic  changes  and  probably 
old  damage.  Later  in  his  hospitalization, 
we  note  rather  startling  elevations  of  serum 
transaminase  levels  while  the  amylase  re- 
mained normal.  Fractionation  of  the  LDH 
indicated  that  the  rise  involved  fractions 
IV  and  V. 

Stated  briefly,  SGOT  and  SGPT  are  en- 
zymes which  catalyze  the  reversible  trans- 
fer of  an  amino  group  between  glutamic 
acid  and  oxaloacetic  or  pyruvic  acid.  These 
enzymes  are  found  in  cardiac,  hepatic, 
skeletal  muscle,  and  renal  tissues.  The 
highest  serum  levels  generally  are  associ- 
ated with  acute  hepatic  necrosis  and,  at 
times,  the  state  of  shock;  less  striking  ele- 
vations commonly  occur  in  chronic  liver  dis- 
ease as  well  as  in  extrahepatic  conditions. 

Compared  with  the  SGOT,  the  SGPT  is 
in  relatively  lower  concentration  in  myocar- 
dial tissue  and  higher  in  hepatic  tissue; 
consequently,  it  is  thought  to  be  a better 
measui'e  of  liver  disorders.  However,  at 
the  very  high  enzyme  levels  found  in  this 
case,  such  distinctions  have  little  if  any 
diagnostic  value.  The  LDH,  on  the  other 
hand,  is  a rather  insensitive  measure  of 
hepatic  disease.  The  electrophoretic  pat- 
terns of  the  five  lactate  dehydrogenase  iso- 
enzymes may  aid  the  clinician  in  determin- 
ing the  site  of  tissue  destruction.  The  frac- 
tion moving  fastest  toward  the  anode  under 
the  influence  of  an  electric  current  is  the 
isoenzyme  I,  while  isoenzyme  V moves  least 
rapidly.  In  this  case,  fractions  IV  and  V 
are  elevated,  and  these  fractions  relate  most 
closely  to  active  liver  damage.  All  the  en- 
zyme changes  should  lead  us  to  the  notion 
of  rapid  hepatic  necrosis. 

We  should  consider  three  categories  of 
illness  here,  each  associated  with  sudden 
massive  tissue  destruction  in  the  liver.  The 
first  category  would  include  hepatitis,  in 
particular,  the  acute  fulminating  form  of 


so-called  massive  hepatic  necrosis  which  is 
a clinical  variant  of  viral  hepatitis.  This 
was  first  described  by  Rokitansky  in  1842 
and  was  referred  to  by  him  and  others 
thereafter  as  acute  yellow  atrophy,  although 
the  liver  is  seldom  yellow  in  these  cases. 
Another  possibility  within  this  category 
would  be  a toxic  or  drug-induced  hepatitis 
due  to  substances  which  are  directly  hepato- 
toxic,  such  as  chloroform  and  carbon  tetra- 
chloride. Other  agents  can  cause  a hy- 
persensitivity reaction  as  do  arsenicals, 
while  drugs  such  as  chlorpromazine  hydro- 
chloride give  rise  predominantly  to  chole- 
stasis. Eventually  necrosis  is  the  final  com- 
mon denominator  of  all  of  these  hepatitides. 

Often  no  sharp  distinction  can  be  drawn 
between  lesions  of  cholestatic  and  hepato- 
cellular toxic  hepatitis.1  Cholestasis  may 
predominate  in  one  case,  parenchymal  dam- 
age may  predominate  in  another,  but  most 
cases  show  evidence  of  both.  In  fact,  the 
hepatitis  produced  by  one  drug  may  be  of 
the  cholestatic  type  in  some  individuals  and 
a hepatocellular  type  in  others.  Thus,  on 
the  basis  of  morphology  alone,  one  cannot 
always  differentiate  the  massive  hepatic 
necrosis  due  to  acute  viral  hepatitis  from 
that  due  to  anesthetic  agents  or  to  other 
drugs.  Also  there  is  no  direct  correlation 
necessary  between  the  severity  of  symp- 
toms, the  disease  process  itself,  and  the 
transaminase  values.  In  fact,  levels  as  high 
as  3,000  units  have  been  found  in  asympto- 
matic household  contacts  of  patients  with 
infectious  hepatitis.2  The  diagnosis  of  ful- 
minant viral  or  toxic  hepatitis  with  massive 
necrosis  is  a very  distinct  possibility  in  this 
case,  since  it  explains  the  general  clinical 
picture,  upper  abdominal  distress,  small 
liver,  lack  of  jaundice,  low  blood  pressure, 
temperature  elevations,  rapid  course,  and 
high  enzymes  values.  It  does  leave  unan- 
swered, however,  the  pulmonary  and  gas- 
trointestinal symptoms  over  many  years. 
The  patient’s  race  and  probable  geographic 
background,  and  certain  inconclusive  roent- 
genographic  findings  likewise  urge  me,  at 
least  for  the  time  being,  to  put  aside  this 
diagnosis  of  acute  viral  hepatitis. 

The  second  diagnosis  associated  with 
massive  liver  neci’osis  would  be  metastatic 
liver  disease.  The  liver  is  the  most  fre- 
quent site  of  blood-borne  metastases  irre- 
spective of  whether  they  spread  via  the  sys- 
temic or  portal  circulation.  Liver  metas- 
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tases  are  found  in  35  to  50  per  cent  of  all 
neoplasms,  whatever  the  primary  site,  and 
the  relative  proportion  of  primary  to  second- 
ary neoplasms  in  the  liver  is  in  the  ratio 
of  1 : 20.3  The  degree  of  liver  failure  in  this 
category  would  depend  on  such  variables  as 
the  amount  of  tissue  destroyed  or  displaced, 
on  whether  or  not  main  bile  ducts  are 
blocked,  and  on  whether  or  not  the  inferior 
vena  cava  is  involved  with  secondary 
thromboses.  In  the  case  under  discussion, 
there  was  virtually  no  evidence  of  marked 
obstruction  of  the  bile  duct  or  portal  hyper- 
tension, there  was  no  significant  laboratory 
confirmation  of  chronic  or  subacute  hepatic 
disease  as  one  would  expect  in  metastatic 
disease,  and  a primary  tumor  was  not 
clearly  demonstrated.  The  findings  in  the 
gallbladder  series  and  intravenous  pyelo- 
gram  are  reported  as  normal,  but  the  wid- 
ening of  the  duodenal  sweep  suggested  ex- 
trinsic pressure  due  to  pancreatic  disease 
or  to  a dilated  common  bile  duct.  There  is 
also  a widened  retroduodenal  space.  Hy- 
pertonic duodenography  showed  an  out- 
pocketing  of  the  second  portion  of  the  duo- 
denal loop  which,  again,  is  compatible  with 
extrinsic  pressure;  I would  like  to  know  if 
it  demonstrated  the  more  common  “inverted 
three”  sign  of  ampullary  lesions  of  the 
head  of  the  pancreas.  May  we  review  the 
roentgenograms  at  this  point? 

John  Batillas,  M.D.:  The  only  chest 

film  taken  on  admission  revealed  the  car- 
diac silhouette  to  be  somewhat  enlarged 
with  accentuation  of  the  pulmonary  vas- 
culature suggesting  mild  pulmonary  con- 
gestion. There  is  no  evidence  of  infiltra- 
tion nor  any  pneumonic  process.  The  flat 
film  of  the  abdomen  demonstrates  a nonspe- 
cific gas  pattern  in  the  stomach,  small  in- 
testine, and  colon  with  no  evidence  of  an 
obstructive  process.  The  intravenous  py- 
elogram  finding  is  grossly  normal,  although 
because  of  the  intestinal  gas  patterns  it  is 
difficult  to  delineate  all  of  the  calyceal 
structures,  in  particular  the  lower  pole  of 
the  right  kidney. 

The  gallbladder  series  revealed  normal 
findings  with  no  evidence  of  calculi.  The 
gastrointestinal  series  revealed  a normal 
esophagus,  stomach,  and  duodenal  bulb,  but 
in  the  second  portion  of  the  duodenum  there 
is  a minimal  eccentric  pressure  deformity, 
which  suggests  either  inflammation  or  neo- 
plasm involving  the  head  of  the  pancreas 


(Fig.  2B).  There  is  actually  no  destruc- 
tion of  duodenal  mucosa,  so  that  I cannot 
identify  infiltration  by  a carcinoma  of  the 
pancreas.  The  outpocketing  referred  to  in 
the  protocol  may  be  a result  of  the  pressure 
changes  from  adjacent  pancreas  or  may  be 
a penetrating  duodenal  ulcer  with  secondary 
pancreatitis  (Fig.  2B).  The  increase  in 
the  retroduodenal  space  may  be  related  to 
an  enlarged  right  kidney  which  is  never 
clearly  delineated  on  any  films. 

I cannot  accept  an  enlarged  liver  as  caus- 
ing these  changes  because  we  are  dealing 
with  the  medial  aspect  of  the  duodenal 
sweep. 

Dr.  Karger:  We  have  no  evidence  of 

abnormal  kidney  or  pancreatic  function  on 
chemical  testing.  The  very  rapid  rise  in 
serum  transaminase  enzymes  is  not  usual 
with  metastatic  disease.  The  only  evidence 
suggesting  the  possibility  of  an  underlying 
extrahepatic  neoplasm  is  the  long-time  his- 
tory of  stomach  distress  and  fatty  food  in- 
tolerance, but  without  clinical  jaundice  the 
possibility  of  gallbladder,  common  duct,  or 
ampullary  carcinoma  does  not  appear  nKely. 

The  third  category  of  massive  hepatic 
necrosis  involves  primary  liver  tumors. 
The  main  clue  in  the  protocol  which  sug- 
gested this  possibility  is  the  fact  that  the 
patient  was  a Chinese  man  of  sixty-two 
years.  Chinese  patients,  even  those  living 
in  North  America,  have  a higher  incidence 
of  liver  carcinoma  than  comparable  Cauca- 
sian populations.  Speculation  as  to  the 
underlying  cause  of  the  hepatomas  has  usu- 
ally focused  on  cirrhosis,  hepatitis,  acute 
yellow  atrophy,  hemachromatosis,  parasitic 
infestations,  such  as  schistosomiasis  and 
clonorchiasis,  and  on  the  protein  deficiency 
diseases,  such  as  kwashiorkor.  One  incon- 
sistency in  this  speculation  has  been 
brought  out  by  I.  Snapper,  M.D.,  who  rejects 
the  assumption  that  Clonorchis  sinensis  in- 
festation frequently  results  in  hepatoma.4 
This  impression  resulted  from  the  fact  that 
the  majority  of  Chinese  living  in  the  United 
States  come  from  Canton  where  clonorchia- 
sis is  an  endemic  disease.  Cirrhosis  and 
hepatoma  occur  as  often  in  those  patients 
coming  from  areas  north  of  the  Yangtze 
River  where  apparently  no  liver  fluke  in- 
festations occur.  Most  students  of  primary 
hepatic  neoplasms  believe  that  racial  differ- 
ences in  their  incidence  are  probably  not 
genetic  but  somehow  related  to  the  environ- 
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ment.  There  are  many  possible  precipitat- 
ing- causes,  all  of  them  with  a common  un- 
derlying state  characterized  by  hepatic  tis- 
sue injury,  necrosis,  and  eventual  repair. 
Our  patient  gives  no  obvious  evidence  of 
liver  cirrhosis;  it  should  be  made  clear, 
however,  that  the  general  association  of 
cirrhosis  to  hepatoma  is  not  a simple  one. 
Seventy-five  per  cent  of  hepatomas  and  50 
per  cent  of  cholangiomas  appear  in  associa- 
tion with  pre-existing  cirrhosis.  The  gen- 
eral incidence  of  primary  carcinoma  of  the 
liver  was  8.5  per  cent  among  682  cases  of 
cirrhosis,  and,  more  precisely,  hepatoma 
appears  predominantly  as  a complication  of 
posthepatic  and  postnecrotic  cirrhosis.5  On 
the  other  hand,  it  was  exceedingly  uncom- 
mon to  find  nutritional  cirrhosis  occurring 
with  carcinoma  of  the  liver;  in  the  same 
series  this  occurred  in  only  1 per  cent  of 
these  682  cases. 

McDonald’s*5  excellent  clinical  review  of 
primary  liver  carcinoma  in  108  proved  au- 
topsy cases  at  the  Boston  City  Hospital 
supports  the  often-quoted  statement  that 
there  is  no  typical  clinical  picture  with 
hepatoma.  However,  he  lists  a number  of 
clinical  features  which  might  make  one 
strongly  suspect  the  diagnosis,  several  of 
which  fit  the  patient  under  discussion,  as 
follows:  a cirrhotic  male  over  thirty-five 

years  of  age;  abdominal  pain,  usually  in 
the  right  upper  quadrant;  recent  onset  of 
symptoms  very  often  associated  with  blood- 
tinged  ascites  and  edema ; palpable  liver  or 
abdominal  mass,  often  with  diffuse  tender- 
ness; jaundice,  usually  of  mild  degree;  an 
unexplained  low-grade  fever  with  late  af- 
ternoon elevations;  no  demonstrable  site  of 
other  primary  tumor;  radiologic  findings  of 
a large  liver  often  with  a mass  displacing 
the  stomach  or  duodenum;  esophageal  var- 
ices; an  elevated  diaphragm;  tumor  metas- 
tases  in  the  lung  as  a late  finding;  and 
laboratory  evidence  of  gross  liver  dysfunc- 
tion. 

The  hospital  course  of  most  patients  in 
McDonald’s  series  was  less  than  four 
weeks.  In  the  108  cases  the  correct  clini- 
cal diagnosis  was  made  18.5  per  cent  of  the 
time  which  is  higher  than  in  most  other 
series. 

The  most  frequent  site  of  extrahepatic 
spread  is  the  lungs,  but  late  foci  of  tumor 
growth  can  occur  anywhere.  Lung  in- 
volvement could  explain  the  terminal  pul- 


monary symptoms  and  signs  in  our  patient. 

In  the  case  under  discussion,  the  roent- 
genographic  findings  of  an  increase  in  the 
retroduodenal  space,  the  widened  duodenal 
loop,  and  the  outpocketing  of  its  second 
portion  remain  to  be  explained.  We  are 
dealing  with  either  an  enlarged  left  lobe 
of  liver  or  perhaps  enlarged  lymph  nodes 
in  the  peripancreatic  region,  which  are 
particularly  frequent  in  cholangioma. 

In  summary,  I am  going  to  suggest  a 
primary  carcinoma  of  the  liver,  either  a 
hepatoma  or  a cholangioma  or  a mixed- 
cell type  with  metastases  to  lungs  and  peri- 
pancreatic areas.  If  this  diagnosis  is  true, 
I would  expect  also  an  underlying  cirrhosis 
to  be  present,  probably  of  the  postnecrotic 
variety.  An  old  healed  myocardial  infarc- 
tion is  presumably  also  present. 

JOHN  T.  Flynn,  M.D.:  Dr.  Copper- 

smith, what  is  your  interpretation  of  the 
electrocardiograms  ? 

Harold  H.  Coppersmith,  M.D.:  I agree 
with  the  interpretation  in  the  protocol. 
There  was  an  intraventricular  conduction 
defect,  and  the  poor  progression  of  R waves 
on  the  right  side  of  the  precordium  might 
be  in  part  due  to  rotation.  The  S-T  seg- 
ments and  T waves  suggest  myocardial  is- 
chemia. I would  suspect  the  man  had  cor- 
onary artery  disease,  but  the  old  infarct 
is  not  demonstrated  on  the  cardiograms. 
Dr.  Batillas,  would  you  evaluate  the  size 
of  the  liver  on  the  x-ray  films? 

Dr.  Batillas:  The  liver  does  not  ap- 

pear enlarged. 

Dr.  Flynn  : Incidentally,  hepatoma  can 

be  present  without  liver  enlargement.  We 
recently  observed  a patient  with  extensive 
hepatoma  in  a liver  that  was  normal  in 
size.4 

Norman  S.  Blackman,  M.D.:  Dr. 

Batillas,  is  the  duodenal  sweep  actually  en- 
larged? 

Dr.  Batillas:  No. 

Dr.  Blackman:  Is  the  “inverted  3” 

sign  here  compatible  with  carcinoma  of 
head  of  the  pancreas? 

Dr.  Batillas  : Yes,  it  is.  However,  this 
sign  can  also  be  seen  in  pancreatitis  and  re- 
flects only  an  enlarged  head  of  the  pancreas 
without  further  defining  the  actual  patho- 
logic process. 

Dr.  Blackman  : It  seems  to  me  that  if 

this  were  indeed  a carcinoma  of  the  liver, 
we  should  find  an  extremely  elevated  alka- 
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line  phosphatase.  I prefer  to  believe  that 
we  are  dealing  with  an  inflammatory  con- 
dition of  the  pancreas,  although  a pancre- 
atic neoplasm  is  still  a possibility. 

Melvin  Rosenzweig,  M.D.:  I really  can- 
not accept  a diagnosis  of  hepatoma  here, 
because  the  initial  liver  function  appears 
quite  adequate.  I would  expect  that  previ- 
ous liver  disease  must  be  present  in  a pa- 
tient with  hepatoma.  If  vascular  disease 
were  the  underlying  cause  of  the  substernal 
and  epigastric  pain,  it  might  involve  the 
branches  of  the  celiac  artery  and  thus  con- 
tribute to  acute  liver  necrosis. 

Dr.  Batillas:  We  see  no  evidence  of 

calcification  in  the  abdomen  which  might 
suggest  advanced  vascular  disease  or 
aneurysm. 

Dr.  Rosenzweig:  Do  we  know  whether 

this  patient  bled  on  the  thirteenth  hospital 
day?  The  protocol  indicates  a drop  in 
hemoglobin  and  in  blood  pressure. 

Renato  Ticzon,  M.D.:  There  was  no 

external  evidence  of  massive  bleeding  at 
any  time. 

Dr.  Karger:  With  mesenteric  vascular 

occlusion  I would  have  expected  a fulminat- 
ing clinical  picture  with  very  severe  pain 
and  shock  which  this  patient  did  not  dem- 
onstrate. 

Charles  M.  Karpas,  M.D.:  With  loss  of 
effective  circulatory  volume  in  shock,  the 
urine  output  should  have  decreased. 

Dr.  Ticzon  : Terminally  the  patient’s 

twenty-four-hour  urine  output  was  1,550 
cc. 

Dr.  Karpas:  In  trying  to  distinguish  be- 
tween physiologic  hypotension  and  shock, 
the  urine  output  may  be  a deciding  point. 
With  regard  to  Dr.  Rosenzweig’s  comment, 
it  appears  that  the  liver  is  remarkably  re- 
sistant to  compromise  of  its  circulation;  an 
exception  is  the  hemorrhagic  necrosis  which 
results  from  hepatic  vein  thrombosis  in  the 
Budd-Chiari  syndrome. 

Dr.  Ticzon:  Serum  amylase  tested  just 

before  the  patient  died  was  eventually  re- 
ported to  be  elevated  at  650  units. 

Dr.  Karger:  In  view  of  the  previously 

normal  amylase  levels,  I am  not  sure  how  to 
interpret  this  finding;  but  if  serious  dis- 
ease of  the  pancreas  was  present,  I would 
prefer  to  believe  that  carcinoma  was  pres- 
ent rather  than  pancreatitis  alone. 

Dr.  Karpas:  This  is  an  unusually  cata- 

strophic course  for  carcinoma  of  the  head  of 


the  pancreas.  Of  course  it.  is  possible,  but 
it  would  be  most  unusual. 

Dr.  Coppersmith  : If  this  patient  at  any- 
time had  tarry  or  at  least  guaiac  positive 
stools,  there  is  a possibility  that  he  had  a 
very  common  disease,  such  as  a duodenal 
ulcer,  with  penetration  into  the  parenchyma 
of  the  liver  as  a cause  of  the  high  serum 
enzymes. 

Henry  Sampson,  M.D.:  I agree  that 

the  patient  had  underlying  pancreatic  dis- 
ease, such  as  cancer  or  pancreatitis,  but  I 
also  believe  in  spite  of  the  electrocardio- 
graphic findings  that  what  terminated  the 
patient’s  life  was  a myocardial  infarction. 

Clinical  diagnoses 

1.  Probable  carcinoma  of  the  head  of 
the  pancreas 

2.  ? Pseudocyst  of  the  pancreas  with 
rupture 

Dr.  Karger’s  diagnoses 

1.  Primary  carcmoma  of  the  liver 
(hepatoma  or  cholangioma) 

2.  Probable  hepatic  cirrhosis,  postne- 
crotic variety 

3.  Probable  old  healed  myocardial  in- 
farction 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  The  principal 

postmortem  findings  were  located  in  the 
heart,  liver,  and  pancreas.  The  heart  was 
moderately  enlarged,  weighing  470  Gm.; 
severe  coronary  arteriosclerosis  was  dem- 
onstrated, but  we  did  not  find  coronary 
thrombosis.  There  was  evidence  of  recent 
hemorrhage  within  the  atheromatous  > 
plaques  in  the  anterior  descending  coro- 
nary artery,  considerably  reducing  the  di- 
ameter of  the  lumen.  An  old  healed  an- 
teroseptal  infarct  was  present  in  the  wall 
of  the  anterior  part  of  the  left  ventricle,  re- 
sulting in  slight  aneurysmal  dilatation.  A 
very  recent  extensive  posteroseptal  infarct 
involved  the  apex  and  the  posterior  half  of 
the  left  ventricle,  extending  into  the  septum 
and  into  the  right  ventricle  (Fig.  3A). 
Mural  thrombi  were  present  in  both  ven- 
tricles; embolic  phenomena  were  not  dem- 
onstrated. The  age  of  the  fibrotic  areas 
could  not  be  estimated  but  was  most  likely 


1222  New  York  State  Journal  of  Medicine  / May  15,  1970 


FIGURE  3.  (A)  Hemorrhagic  necrosis  of  myocardium  with  adjacent  mural  thrombus  (arrows).  (B)  Ex- 
tensive myocardial  fibrosis  (light  areas)  indicating  old  myocardial  infarction.  (Hematoxylin  and  Eosin 
Stain) 


more  than  two  or  three  months  (Fig.  3B). 
A portion  of  the  posteroseptal  infarct  was 
estimated  to  be  about  two  or  three  weeks 
old,  while  there  were  other  areas  of  acute 
necrosis  and  polymorphonuclear  infiltration 
reflecting  more  recent  insult  to  the  myocar- 
dium. 

The  liver  was  of  usual  size  but  soft  and 
presented  a mottled  hemorrhagic  appear- 
ance, although  not  the  diffuse  yellow  necrotic 
pattern  of  fulminating  hepatitis.  Micro- 
scopically, there  was  severe  centrolobular 
hemorrhagic  necrosis  with  relatively  little 
inflammatory  cell  infiltrate,  compatible  with 
the  structural  changes  in  “shock  liver”  (Fig. 
4). 

The  architecture  of  the  pancreas  was 
markedly  distorted  by  diffuse  hemorrhage 
although  the  organ  appeared  to  be  mini- 
mally enlarged  (Fig.  5).  Microscopically, 
we  found  little  evidence  of  inflammation  or 
fat  necrosis,  and  there  was  no  evidence  of 
tumor.  These  findings  were  interpreted  as 
an  acute  hemorrhagic  pancreatitis  which 
probably  postdated  the  myocardial  infarcts 


FIGURE  4.  Centrolobular  hemorrhagic  necrosis 
in  liver  (dark  areas),  with  confluence  of  involved 
portions  (hematoxylin  and  eosin  stain). 


and  represented  a vascular  insult  resulting 
from  shock. 

Dr.  Batillas  described  the  anterior  dis- 
placement of  the  duodenum  on  x-ray  film. 
We  found  a moderately  enlarged  right  kid- 
ney due  to  unilocular  retention  cysts  measur- 
ing up  to  5 cm.  in  diameter.  The  duodenum 


May  15,  1970  / New  York  State  Journal  of  Medicine  1223 


FIGURE  5.  (A)  One  of  few  remaining  foci  of  in- 

tact pancreatic  acinar  structures  adjacent  to  area 
of  ischemic  necrosis.  (B)  Hemorrhage  into  area 
of  ischemic  necrosis  in  pancreas.  (Hematoxylin 
and  Eosin  Stain) 


itself  presented  a few  small  erosions  which 
appeared  to  be  very  acute  and  again  could 
be  attributed  to  the  compromised  circulation 
as  a result  of  shock. 

The  remainder  of  the  gastrointestinal 
tract  was  otherwise  not  remarkable,  except 
for  some  dilatation  of  the  small  bowel  prob- 
ably due  to  an  ileus. 

The  kidneys,  microscopically,  exhibited 


FIGURE  6.  Diffuse  interstitial  edema  and  tubu- 
lar degeneration  in  kidney,  consistent  with  shock 
state  (hematoxylin  and  eosin  stain). 


diffuse  and  marked  cloudy  swelling  of  the 
tubular  epithelium  with  evidence  of  promi- 
nent interstitial  edema  (Fig.  6).  These 
findings  are  also  consistent  with  structural 
alterations  due  to  shock. 

In  attempting  to  reconstruct  the  sequence 
of  pathologic  events,  we  offer  the  suggestion 
that  the  primary  underlying  disease  was 
myocardial  infarction.  The  hepatic,  pan- 
creatic, and  renal  lesions  were  probably  ter- 
minal events  most  likely  related  to  a shock 
state,  even  though  his  clinical  condition  did 
not  present  all  the  typical  features  of  shock. 
We  interpret  the  pancreatitis  as  fulminating 
and  confined  to  the  terminal  portion  of  his 
hospitalization.  This  interpretation  is  based 
on  the  findings  of  necrosis  and  hemorrhage 
in  the  pancreas,  with  almost  no  evidence  of 
inflammatory  cell  infiltrate,  and  no  evidence 
of  fat  necrosis.  Thus,  the  cause  of  the  pan- 
creatitis could  be  related  to  the  vascular  in- 
sult of  shock,  rather  than  to  occlusion  of  a 
vessel.  The  inflammatory  and  obstructive 
changes  seen  in  pancreatic  vessels  in  pan- 
creatitis are  a secondary  rather  than  a pri- 
mary vasculitis.  In  other  words,  the  vessels 
become  inflamed  as  a result  of  the  primary 
insult  to  the  parenchymal  structure  in  the 
pancreas. 

Dr.  Flynn  : Dr.  Ticzon,  did  you  have  the 
impression  during  the  course  of  this  pa- 
tient’s illness  that  he  was  in  shock? 

Dr.  Ticzon:  No,  the  patient  had  low 

blood  pressure  at  the  time  when  we  saw  him 
initially  in  the  emergency  department.  He 
said  he  had  had  low  blood  pressure  in  the 
past,  and  he  showed  none  of  the  other  usual 
clinical  signs  of  shock. 
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During  the  weeks  in  the  hospital,  he  com- 
plained more  and  more  of  abdominal  pain 
and  frequent  belching.  Perhaps  a persist- 
ent hypotension  can  cause  ischemia  of  ab- 
dominal organs  in  generalized  arteriosclero- 
sis, but  we  did  not  recognize  a true  shock 
state  at  any  time. 

Dr.  Flynn:  Until  the  last  few  hours  of 
the  patient’s  life,  the  urine  output  was  excel- 
lent; this  would  militate  against  a serious 
state  of  prolonged  shock.  Dr.  Karpas,  if 
acute  pancreatitis  was  only  a terminal  event, 
how  would  you  explain  the  much  earlier 
roentgenographic  findings  relating  to  the 
duodenal  loop? 

Dr.  Karpas:  First,  I would  like  to  em- 

phasize that  this  man  had  chronic  heart 
disease  with  a massive  myocardial  infarc- 
tion just  prior  to  admission,  as  well  as  a 
second  one  just  before  his  death.  Second, 
it  is  well  recognized  that  pancreatitis  can 
be  quite  explosive  and  catastrophic  in  its 
clinical  course.  Morphologically,  large  areas 
of  hemorrhage,  fat  necrosis,  and  calcifica- 
tion are  usually  found  at  postmortem  ex- 
amination. Such  was  not  the  exact  picture 
in  this  case.  Rather,  there  was  a diffuse 
low-grade  type  of  necrosis  with  complete 
loss  of  architecture,  focal  areas  of  hemor- 
rhage, and  practically  no  inflammatory  cells 
or  evidence  of  calcification.  Therefore,  we 
assumed  that  the  necrosis  was  probably 
terminal.  However,  the  patient  may  have 
had  a mild,  long-standing,  low-grade 
pancreatitis  characterized  by  edematous 
changes,  which  would  account  for  the  earlier 
widening  of  the  duodenal  sweep.  Here  again 
we  are  suggesting  that  this  low-grade  pan- 
creatitis was  due  to  a persisting  degree  of 
vascular  insufficiency.  The  changes  which 
we  see  in  the  kidney  fulfill  the  classic  pic- 
ture of  a “shock  kidney,”  and  we  have  to 
assume  that  this  man,  even  though  he  was 
not  in  clinical  shock,  was  severely  hypoten- 
sive with  a compromised  blood  supply  to 
these  important  organs. 

Dr.  Coppersmith:  The  definition  of 

shock  is  extremely  difficult,  since  it  is  mostly 
a clinical  diagnosis.  For  example,  in  myo- 
cardial infarction  the  skin  may  be  cold  and 
grey  and  the  blood  pressure  low,  and  yet  it 
is  not  at  all  unusual  to  find  a slow  pulse. 
The  especially  interesting  feature  is  at  no 
time  did  his  electrocardiogram  show  any 
evidence  of  an  acute  myocardial  infarction. 
Perhaps  we  should  have  used  multiple  ex- 


ploratory electrocardiogram  leads  around  to 
the  back. 

Hugo  Paganelli,  M.D.:  The  1965 

Hunterian  lecture  by  Trapnell7  summarizes 
the  course  of  pancreatitis  very  well.  The 
sequence  of  events  can  be  divided  roughly 
into  four  stages,  each  of  about  one  week’s 
duration.  Usually  the  first  change  is  edema 
or  swelling  of  the  pancreas,  shortly  there- 
after hemorrhage,  then  evidences  of  necro- 
sis, and  finally  in  the  third  or  fourth  week 
abscess  formation.  Now  in  the  very  early 
period  the  cause  of  death,  as  far  as  can  be 
defined,  is  not  myocardial  but  related  to  an 
extreme  loss  of  fluid  into  the  retroperitoneal 
and  peritoneal  areas,  sometimes  together 
with  hemorrhage  into  these  regions.  Nat- 
urally, if  the  patient  is  in  the  older-age 
group  and  has  cardiovascular  disease,  these 
fluid  losses  might  precipitate  an  acute 
cardiac  problem.  However,  our  patient  did 
not  die  in  the  first  week  of  his  illness  but 
rather  at  the  end  of  the  second  week,  so  let 
us  look  at  the  late  causes  of  death  in  the 
second,  third,  and  fourth  weeks.  In  this 
later  period,  the  remaining  25  per  cent  of 
deaths  are  commonly  due  to  septicemia, 
toxemia,  and  bacteremia  associated  with 
abscess  formation  and  deterioration  on  the 
basis  of  progressive  tissue  destruction.  Our 
patient,  who  appeared  to  be  fairly  well  into 
the  second  hospital  week,  then  began  to 
have  more  difficulty  with  worsening  epi- 
gastric discomfort,  as  though,  perhaps,  he 
was  beginning  to  pass  into  this  late  phase 
of  abscess  formation  in  which  you  would  ex- 
pect him  to  die  a toxemic  death.  Yet  sud- 
denly and  unexpectedly  he  was  found  dead 
in  bed.  This  fact  alone  would  suggest  that 
something  else  beside  pancreatitis,  such  as 
a myocardial  infarction,  intervened  in  this 
picture. 

Had  we  been  suspicious  of  pancreatitis 
and  knowing  something  of  its  clinical 
course,  we  should  be  surprised  to  find  a pa- 
tient dying  so  abruptly  without  much  pre- 
vious  hint  of  impending  disaster  about  the 
end  of  the  second  week. 

Another  aspect  of  pancreatitis  is  its  po- 
tential for  intensifying  the  likelihood  of  a 
myocardial  infarction.  Some  investigators, 
in  a study  of  clotting  mechanisms  in 
pancreatitis,  have  observed  during  the  pe- 
riod between  the  fourth  to  the  sixth  days 
an  extreme  shortening  of  the  plastic  tube 
clotting  time  and  a slightly  decreased  Lee- 
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White  time  by  glass  tube.8  The  serum 
fibrinogen  was  slightly  elevated,  but  the 
euglobulin  fibrinolysis  index  was  markedly 
decreased.  In  pancreatitis  then  we  can  ex- 
pect a tendency  for  clots  to  form  and  not  to 
be  lysed  again.  This  imbalance  would  tend 
to  promote  the  occurrence  of  coronary 
thrombosis  and  myocardial  infarction.  Our 
pathologists  believe  that  in  this  case  the 
myocardial  infarction  came  first  and  was 
followed  by  pancreatitis;  perhaps  with  equal 
reason,  we  might  say  that  the  pancreatitis 
was  contributing  to  a clotting  problem  and, 
hence,  to  a terminal  myocardial  infarction. 
In  any  event,  in  a series  of  105  autopsied 
cases  of  acute  pancreatitis,  12  patients 
were  found  to  have  so-called  idiopathic 
pancreatitis.9  Of  these  patients,  9 had 
died  with  either  myocardial  infarction, 
pulmonary  embolism,  or  cerebrovascular 
accident,  so  that  in  the  so-called  idiopathic 
cases  a high  percentage  of  cardiovascular 
problems  terminated  the  patients’  lives. 

Dr.  Karpas:  On  the  other  hand,  one  of 

the  problems  in  this  case  is  the  rather 
prominent  liver  damage  which  can  inter- 
fere with  the  degradation  of  fibrinolysins. 
Any  increase  in  circulating  fibrinolysins 
could  contribute  to  hemorrhage  rather  than 
to  clotting. 


Final  diagnoses 

1.  Coronary  artery  disease;  old  healed 
anteroseptal  myocardial  infarction; 
acute  poster os&ptal  myocardial  infarc- 
tion with  mural  thrombi 

2.  Acute  hemorrhagic  pancreatitis 

3.  Hemorrhagic  centrolobular  necrosis  of 
liver  compatible  with  “shock”  liver 

b.  Acute  tubular  necrosis  and  edema,  com- 
patible with  “shock”  kidneys 
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MEMORANDUM 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE.  NEW  YORK.  N Y.  10017  (212)906-5757 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM:  DR,.  FINEBERG  DR.  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 
the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of-the-year  and  fiscal  summat  ms.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particularly . important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  197 1 ^ issue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  14 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 
15  issue. 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESF.  ISSUES  OF 
THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws  be  received  by  members 
a month  before  the  Annual  Convention  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


HJNKY  T.  FINEBERG, 
Executive  Vice-President 


William  Hammond,  M.D„ 
Editor 
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Classified  Advertising  Rates 

Effective  January  1 , 1 965 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0 i each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 

For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Analgesic  antipyretics 

Measurin  (Breon  Laboratories) 1109 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint* 
ments,  patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  fields  for  46  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Servicer 

Mandl  School  854  Tm,a'7O434,0°19 

1 75  Fulton  Are.,  H*mpil««d,  L.l.  ($16)  IV  1-8774 
EST.  1924-  Licensed  by  the  State  of  New  York 


Antacids 

Mylanta  (Stuart  Pharmaceuticals,  Div. 


Atlas  Chemical  Industries) 1111 

Romach  (ROR  Chemical  Company) 1229 


Antibiotics 

Achrostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Company)  1108 
Neosporin  (Burroughs  Wellcome  & Company) 1141 

Antibiotic  analgesics 

Achrocidin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Company)  1232 

Antibiotic  antimonilials 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Company)  1150 

Antiinflammatory 

Indocin  (Merck  Sharp  & Dohme) 11161117,  1118 


Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 1135 

Antitrichomonads 

Flagyl  (G.  D.  Searle  & Company) 1149 

Appetite  suppressants 

Tepanil  (National  Drug  Company). 1115 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 1121 

Laxatives 

Doxidan  (Hoechst  Pharmaceutical  Company 1139 

Senokot  (Purdue  Frederick  Company) 1113 

Mood  elevators 

Aventyl  (Eli  Lilly  & Company) 1124-1125 


Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 1132-1133-1134 


Synthetic  thyroid  hormones 

Synthroid  (Flint  Laboratories) 1122-1123 

Topical  antibiotics 

AVC  (National  Drug  Company) 1136 

Topical  antiinflammatory  antipruitics 

Cordran  (Eli  Lilly  & Company) 1144 

T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 


Valium  (Roche  Laboratories) 2nd  cover-1107 

Tranquilizer  antidepressants 

Sinequan  (Pfizer  Laboratories) 1127-1128-1129-1130 

Vitamin  supplements 

Berocca  Tablets  (Roche  Laboratories) 1143 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.)...3rd  cover 


NEED  (,)UICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 

A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  Bismuth 
subnitrate  "ROMACH”  350  mg.  combined  with 
standard  antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-5 

Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 



Street  
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT'D 


RADIOLOGIST:  BOARD  CERTIFIED  FOR  EXPAND 
ing,  small,  modem  general  hospital  upstate  New  York 
Negotiable  salary  or  percentage  of  gross  arrangements 
with  guaranteed  minimum  to  $40,000.  Pleasant  resi- 
dential community  with  expanding  college.  Send  resume 
and  references  to  Box  922,  % NYSJM. 


TWO  FAMILY  PHYSICIANS  NEEDED  IMMEDI- 
ately  in  Albany,  N.Y.  area  to  associate  with  three  who 
just  lost  fourth  member  due  to  death.  Salary  one  year  or 
less,  then  partnership  offer.  Desperate.  Please  contact 
person  to  person,  Jay  DeCoodt,  Business  Manager,  Tel: 
(518)  785-5881. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


OPENING  FOR  INTERNIST  OR  GENERAL  PRACTI- 
tioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  med- 
ical consultations.  Membership  available  on  medical 
staff  of  progressive,  accredited  general  hospital  which  is 
currently  expanding.  Located  in  small,  attractive  resort 
community,  upstate  New  York,  70  miles  from  capital 
district.  Ideal  family  area.  Good  schools,  all  churches. 
Excellent  recreational  facilities  in  the  immediate  area, 
including  skiing,  golf  and  tennis.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician 
to  take  over  established  practice  of  physician  planning  on 
retirement.  Write  Box  905,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIAN:  $30,000/YIt.  FOR 

42  hour  work  week;  ideal  for  physician  wishing  to  “slow 
down”  to  reasonable  hours.  New  York  license  required. 
Start  September  1,  1970.  Write  Roger  Calkins,  Di- 
rector of  Personnel,  St.  Clare’s  Hospital,  Schenectady,  N.Y. 
12304. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


COLLEGE  PHYSICIAN  WANTED:  STATE  UNIVER- 

sity  College,  New  Paltz,  New  York.  Many  fringe  bene- 
fits: Reasonable  hours.  Inquire:  William  H.  Crull, 

M.D.,  Dir.,  Student  Health,  State  University  College 
New  Paltz,  N.Y.  12561.  An  Equal  Opportunity  Em- 
ployer. 


STAFF  PHYSICIAN  NEEDED  BY  THE  STATE  UNIV. 
College  at  Fredonia,  N.Y.  for  its  Health  Center  on  either  a 
part  time  or  full  time  basis.  Negotiable  salary  plus  full 
college  benefits,  including  health  insurance  anrl  retirement 
program.  Candidates  must  be  licensed  to  practice  in  N.Y. 
State.  An  Equal  Opportunity  Employer.  Send  com- 
plete curriculum  vitae  and  N.Y.  license  number  to 
R.  P.  Plosscowe,  M.D.,  Director,  College  Health  Center, 
State  Univ.  College,  Fredonia,  N.Y.  14063. 


PHYSICIANS  WANTED:  MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-August.  Good  salary; 
free  placement,  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York, 
N.Y.  10036.  Phone  (212)  OX  5-2656. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  IMMEDI- 
ately,  due  to  recent  death  of  town’s  only  doctor.  Com- 
plete office  available.  Located  in  the  heart  of  the  Finger 
Lakes  on  Routes  5 & 20,  and  only  8 miles  to  Canandaigua, 
which  has  a very  modern  and  up  to  date  hospital.  Only 
20  miles  to  Rochester,  and  10  miles  to  Bristol  Mountain 
the  ski  center.  Serving  a growing  population  of  5,000 
with  excellent  central  school  and  churches.  Write  to 
East  Bloomfield-Holcomb  Chamber  of  Commerce,  Hoi 
comb,  N.Y.  14469,  or  call  (315)  657-7351. 


FULL  OR  PART  TIME  PEDIATRICIAN,  BOARD  ELI 
gible  or  Board  certified,  wanted  for  Brooklyn  Medical 
Center.  Call  UL  5-1400,  ext.  719. 


BEAUTIFUL,  ACTIVE,  NORTH  SHORE  LONG  ISLAND 
Huntington  Village,  quality  practice  area  for  physicians 
and  dentists.  Radiologist  and  orthopedist  vacating. 
Office  available  now.  Call  <516)  473-0013. 


HEALTH  COMMISSIONER,  NIAGARA  COUNTY, 
population  250,000,  western  New  York.  Education,  train- 
ing and  experience  for  Health  Officer  required.  New  York 
State  license  or  eligibility  for  New  York  State  licensure. 
Salary  $26,000-$30,000.  Milage  allowance  and  full  fringe 
benefits.  For  details  write,  Peter  S.  Battaglia,  M.D., 
151  Buffalo  Ave.,  Niagara  Falls,  N.Y. 


GENERAL  PRACTITIONER  NEEDED:  ANNUAL 

salary  paid  in  excess  of  doctor’s  private  practice.  Three 
new  hospitals  within  a 30  minute  drive.  New  Central 
High  School.  Summer  and  winter  vacation  area.  Three 
famous  ski  areas,  one  in  our  town,  rest  in  neighboring 
towns.  Advantageous;  present  doctor  retiring.  John  A. 
Orr,  Jr.,  Wells,  New  York  12190.  Call  (518)  924-2093. 


PEDIATRICIAN,  OPHTHALMOLOGIST  NEEDED 
Kinnelin  Medical  Center.  Kinnelin,  New  Jersey.  Call 
(201)  383-0188  mornings. 


EMERGENCY  ROOM  PHYSICIAN:  GROUP  OF 

emergency  room  physicians  in  existence  for  past  three 
years  seeks  additional  physician  for  full  time  emergency 
room  due  to  expansion.  Well  equipped,  modern  facility 
in  318  bed  teaching  hospital  with  full  complement  of 
services.  University  city  of  400,000;  excellent  schools; 
cultural  and  recreational  facilities.  Qualified  candidate 
with  New  York  State  license  offered  equal  partnership  on 
fee-for-service  basis.  No  overhead.  Minimum  annual 
guarantee  of  $35,000.  Apply:  Henry  P.  Patanella, 

M. D.,  St.  Mary’s  Hospital,  89  Genesee  St.,  Rochester, 

N. Y.  14611.  i 7 16)  328-3300. 


NEW  MILFORD,  CONN.,  NORTHWESTERN  CpNN. 
community  hospital  of  79  beds  with  planned  expansion  to 
150  with  ICCU.  On  Candlewood  Lake,  one  hour  from 
Long  Island  Sound  and  one  and  one  half  hours  from  New 
York  City.  Rapid  population  growth,  excellent  schools, 
and  skilled-level  industry.  Office  space  available.  Medi- 
cal staff  and  hospital  Board  desires  having  the  following 
physicians  added  to  those  already  practicing  in  the  area. 
Pediatricians,  internists,  general  practitioners,  ENT, 
obstetricians  and  gynecologists.  Further  details  will  be 
sent  by  writing  to:  D.  Randall  Hays,  M.D.,  Chief  of 

Staff,  New  Milford  Hospital,  New  Milford,  Conn.  06776. 
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PHYSICIANS  WANTED— CONT’D 


INTERNIST-GERIATRICIAN.  FULL  TIME  POSI- 
tion  at  i,000  bed  general  hospital,  major  teaching  division 
of  Mount  Sinai  School  of  Medicine,  with  unique  extended 
care  and  geriatric  unit.  Excellent  opportunity  for  active 
participation  in  patient  care,  teaching  and  research. 
Academic  appointment  and  salary  commensurate  with 
qualifications.  Write  to:  Leslie  S.  Li  bow,  M.I).,  Chief. 

Geriatrics  Division,  Mount  Sinai  Hospital  Service®,  City 
Hospital  Center  at  Elmhurst,  79-01  Broadway.  Elmhurst. 
N.Y.  11373,  or  call  (212)  830-1491. 


PRACTICES  WANTED 


OVERWORKED?  WANT  TO  SLOW  DOWN?  Ex- 
perienced physician  (mid  40’s)  leaving  city,  seeks  as- 
sociation with  overworked  physician  in  small  town  or 
rural  area  (purpose  is  to  share  busy  load  and  mutual  time 
off  for  enjoyment  of  life).  Immediate  partnership  and/ 
or  purchase  desired.  Box  929,  % NYSJM. 


PRACTICES  AVAILABLE 


I AM  RETIRING  FROM  DESIRABLE  OPHTHALMOL- 
ogy  practice  in  Westchester  near  New  York  City.  Avail- 
able, preferably  with  purchase  of  home-office  combination. 
Box  909,  % NYSJM. 


POSITIONS  WANTED 


RADIOLOGIST.  EXPERIENCED,  SEEKS  FULL  OR 
part  time  position  in  routine  X-ray  diagnosis  in  New  York 
City  area  after  June  1,  1970.  Box  925,  % NYSJM. 


FOR  WELL  QUALIFIED  MEDICAL  PERSONNEL- 
professionals,  administrators,  technicians,  secretaries  or 
medical  assts.  screened  to  meet  your  specifications,  call 
Carlin  Resources  Agency,  Inc.,  342  Madison  Ave.,  N.Y.C. 
Tel:  (212)  972-1946. 


CHEST  PHYSICIAN,  BOARD  CERTIFIED.  I.M.-PUL. 
DIS.  Assistant  Director,  Pulmonary  Division,  Univer- 
sity Hospital;  teaching  experience.  Desires  full  time  or 
part  time  position  in  teaching  hospital  in  or  near  New 
York  City.  Interested  in  all  phases  of  pulmonary  medi- 
cine, pulmonary  function  testing,  inhalation  therapy 
service.  Box  927,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  N.Y. 
licensed;  available  week  days,  no  nights;  fee  for  service. 
N.Y.  City  area  wanted.  Box  928,  c/f  NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON  FOR  SALE— 10  TM..  3 BATH  HOME 
attached  6 rm  office  wing;  Choice  corner,  main  st.,  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D.,  444  Deer 
Park  Ave.,  Babylon.  NY  11702,  Tel.  (516)  669-1567. 


PROFESSIONAL  OFFICE  AVAILABLE  IN  INTIMATE 
medical  building  complex.  Spring  Valley,  N.Y.  (Rockland 

County  . TU  ,(i  J EL 6-8610. 


BEAUTIFUL.  NORTH  SHORE  LONG  ISLAND.  PORT 
Jefferson  medical  park,  office  space  available  for  physicians 
and  dentists.  Colonial  building,  ample  parking,  situated 
between  two  major  hospitals.  Inquire  (516)  473-1250. 


FOUR  ROOMS,  STREET  LEVEL.  WIRED  FOR  X-RAY. 
Corner  location  near  Misericordia  Hospital,  750  East 
236th  St.,  Bronx,  N.Y.  Call  FA  4-0979. 


OFFICE  SPACE  IN  MODERN  A/C  BUILDING  ON 
34th  Street  between  Park  & Madison  Aves.  Modest 
rental.  Advantageous  for  specialists.  Contact  J.  Dragan, 
MU  3-1000. 


FOR  RENT:  NEW  DOCTORS  OFFICE,  30  PARK 

AVENUE,  N.Y.C.  (comer  of  36  St.).  Completely 
equipped.  Two  consultation  rooms,  three  examining 
rooms.  Vacant  three  full  days  a week.  For  information 
call  889-6966. 


OPPORTUNITY  FOR  G.P.  COMPLETELY  MODERN, 
equipped  office  and  home  in  Hollis  with  high  quality  medi- 
cal practice.  25  years  of  general  practice.  Area  urgently 
in  need  of  physician.  Call  (212)  HO  5-7726. 


35  ST.,  35  E.— MURRAY  HILL.  LUXURY  DOORMAN 
apt.  bldg.  5 room  doctor’s  office  $475.  Approx.  900  sq.  ft.; 
lobby  entrance.  Apply  premises  or  Charles  H.  Greenthalf 
Co.,  18  East  48th  St.  PL  2-4700. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed,  eight  room  medical 
office.  Separate  consultation  room.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


UNUSUAL  OPPORTUNITY— GREAT  NECK:  PER- 

fect  set-up  for  psychiatrist,  complete  office  with  separate 
entrance  in  unusually  rewarding  community.  Colonial,  4 
family  bedrooms  plus  den.  maid’s  room,  modern  kitchen, 
dining  and  living  rooms.  All  newly  decorated,  in  beautiful 
condition,  plus  tennis  and  pool  privilege.  Special:  Call- 

ing all  M.IJ.’s  or  D.D.S.’s.  Colonial  within  walking  dis- 
tance of  village  & RR.  Separate  4 room  medical  suite; 
complete  home  quarters;  large  plot.  Quiet  residential 
area.  pool,  park  and  tennis  privileges.  Priced  right  in  the 
70’s.  Freedman,  Realtor,  116  Middle  Neck  Road,  (516) 
HU  2-9191. 


FOR  RENT:  LARGE  PROFESSIONAL  SUITE  IN 

Wappingers  Falls,  N.Y.  Rapidly  expanding  I.B.M.  area 
in  Dutchess  County.  Three  examining  rooms,  private 
office,  business  office,  waiting  room,  powder  roam,  lab. 
area.  New  professional  bldg.,  wide  center  hall,  ground 
level  entrance,  central  air  conditioning.  Ample  parking. 
Tel:  (914)  297-9597. 
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Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  scrum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  (iastrointestinal—  anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney—  dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth — 
yellow-brown  staining;  enamel  hypoplasia. 
Blood—  anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDLKLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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NEW  YORK  CITY  AREA 

June  1,  1970  / June  12,  1970 

* Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue 

THE  VOLUNTARY  HEALTH  AGENCY 
IN  THE  COMMUNITY 

FEE:  $125 

Inquiries  should  be  addressed  to:  Program  of  Con- 

tinuation Education  in  Public  Health  Suite  305-21 
Audubon  Avenue,  New  York,  N.  Y.  10032.  Tel  (212) 
568-4334. 

* In  cooperation  with  the  National  Health  Council 

June  1,  1970  / September  4,  1970 
New  York  Polyclinic  Medical  School 

341-353  West  50th  Street 
The  Clinical  Medicine  Curriculum 

IN  PREPARATION  FOR  ECFMG  AND 
STATE  BOARD  EXAMINATIONS 

For  further  information  address:  The  Dean,  French 

and  Polyclinic  Medical  School  and  Health  Center,  345 
West  50th  Street,  New  York,  N.  Y.  1 001  9. 


June  3,  1970  and  June  10,  1970 

8:00-10:00  a.m.,  Wednesdays 

The  Coney  Island  Hospital  affiliated 
with  Maimonides  Medical  Center 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  Program 
Obstetrics  and  Gynecology  for 
Community  Physicians 

June  3 

Management  of  the  Patient  with  an 
Irregular  Menstrual  Cycle 

June  10 

How  to  Conduct  Labor  in  Normal  and 
Abnormal  Pregnancies 

CREDIT:  C-l 


THURSDAY,  JUNE  4 

8 : 30  p.m. 

St.  Luke’s  Hospital  Center 

Amsterdam  Avenue  at  1 14th  Street 
Sunderland  Avenue 

HYPERTENSION  AND  CONGESTIVE 
HEART  FAILURE 

MILES  SCHWARTZ,  M.D. 

CREDIT:  C-1 


June  4,  1970  and  June  1 1,  1970 

11:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

June  4 

Diagnosis  and  Treatment  of 
Cancer  in  Gyn  Conditions 

IRWIN  TERAN,  M.D. 

June  1 1 

Disease  of  Breast 

HARRY  ABRAHAMS,  M.D. 

CREDIT:  C-1 


THURSDAY,  JUNE  4 

9:00  p.m. 

Booth  Memorial  Hospital 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

THE  PILL  AND  CANCER 

ROY  HERTZ,  M.D. 

The  Population  Council  of  the 
Rockefeller  Foundation 

CREDIT:  C-1 


MONDAY,  JUNE  8 

8:00  p.m. 

Long  Island  Jewish  Medical  Center 

270-06  76th  Avenue 
New  Hyde  Park,  Queens 

NEW  ASPECTS  OF  RETINAL 
DETACHMENT  SURGERY 

DAVID  B.  KARLIN,  M.D. 

Mount  Sinai  School  of  Medicine 


June  9,  1970  / June  13,  1970 

The  American  Society  of  Anesthesiologists 
Montefiore  Hospital 

1 1 1 East  21  0th  Street 
Bronx 

BASIC  SCIENCES  RELATED  TO 
ANESTHESIOLOGY 

FEE:  $100 

Write  to:  F.  F.  FOLDES,  M.D.,  at  the  above  address. 


June  15,  1970  / June  18,  1970 

8:30  a.m.-4:30  p.m.,  Monday-Thursday 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

Fifth  Avenue  and  1 00th  Street 

ASBESTOSIS 
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I.  J.  SELIKOFF,  M.D. 

Associates  and  Guest  Lecturers 
Mount  Sinai  School  of  Medicine 

FEE:  $400 


June  15,  1970  / June  19,  1970 

9:00  a.m.-5:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

MICRONEUROSURGERY 

LEONARD  I.  MALIS,  M.D. 
and  Staff 

Mount  Sinai  School  of  Medicine 
FEE:  $150 


June  15,  1970  and  June  16,  1970 

The  New  York  Academy  of  Sciences 

Woldorf  Astoria  Hotel 
Park  Avenue  and  50th  Street 

THIRD  CONFERENCE  ON  CATALYTIC 
HYDROGENATION  AND  ANALOGOUS 
PRESSURE  REACTIONS 

MELVIN  A.  REBENSTORF 
The  Upjohn  Company 

For  information  contact:  L.  R.  NEVILLE, 

New  York  Academy  of  Sciences,  2 East  63rd  Street, 
New  York,  N.  Y.  10021 


BUFFALO  AREA 


June  1,  1 970  and  June  2,  1 970 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

REHABILITATION  OF  STROKES 
AND  SPINAL  CORD  INJURIES 

CREDIT:  C-l 


June  1,  1970  / June  5,  1970 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

REFRESHER  COURSE  IN  PEDIATRICS 
FOR  GENERAL  PRACTITIONERS 

Under  the  Supervision  of: 

JEAN  A.  CORTNER,  M.D. 

FEE:  $5 


June  6,  1970  / June  10,  1970 

The  New  York  State  Department  of  Health 

Hotel  Statler-Hilton 
Buffalo 

65th  ANNUAL  HEALTH  CONFERENCE 

Program — Oriented  meetings  will  begin  of  2:00  p.m. 
on  June  8,  and  at  9 : 00  a.m.  on  June  9. 

Medical  Care  and  Hotpilal  Services 

June  8 

Utilization  Review  of  Provider  Services 
June  9 

Regionalization,  Centralization  and 
Automation  of  the  Clinical  Laboratory 

Health  Research 

June  8 

Kidney  Disease  and  Birth  Defects 
June  9 

Research  in  Medical  Care 

Health  Administration 

June  8 

Employe  Relations  in  Public  Service 
June  9 

Comprehensive  Health  Planning 

Community  Health  Services 

June  8 

Roles  of  Community  Health 
Workers  in  10  Years 

June  9 

Demonstrations  of  Neighborhood 
Medical  Care 

Environmental  Health 

June  8 

Fluoridation — Have  We  Failed? 

June  9 

Environmental  Problems  of  Tomorrow — 
They  Are  With  Us  Today. 

Write  for  complete  program  and  registration  details: 
CLIFFORD  M.  HODGE,  Mgr.,  Annual  Health  Conference 
84  Holland  Avenue,  Albany,  N.  Y.  1 2208. 


TWO-WAY  TELEPHONE 
CONFERENCES 


This  year  the  two-way  telephone  conference  continues 
in  an  expanded  format.  Four  series  of  programs  are 
presented: 

A weekly  series  of  general  interest  considered  useful  to 
any  and  all  physicians.  This  series  is  presented  on  Tuesday 
mornings. 
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The  once-a-month  city-wide  Obstetrics  and  Gynecology 
Conference  meeting  at  9:00  A.M.,  usually  on  the  first 
Wednesday  of  the  month. 

The  once-a-month  Pediatrics  Conference  from  Children's 
Hospital  presented  at  10:00  A.M.,  on  the  second  Friday  of 
each  month. 

The  once-a-month  series  on  trauma  presented  on  the 
fourth  Thursday  at  1 0 : 30  A.M. 

There  are  now  51  hospital-outlets  on  the  network  which 
continues  to  grow. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.,  Tel  (716) 
833-2726. 


NASSAU  COUNTY 


MONDAY,  JUNE  1 

8:00  p.m. 

Nassau  Hospital 

Mineola 

GROUP  PSYCHOTHERAPY  AND 
SENSITIVITY  TRAINING 

I.  EMERY  BREITNER,  M.D. 

NO  FEE  Open  to  all  Physicians 

For  registration  contact  Dr.  Hollis’  office  at  the  Nassau 
Hospital. 


June  1 1 , 1970  / June  13,  1970 

Veterans  Administration  Hospital,  The  State 
University  of  New  York  at  Stony  Brook  and 
the  American  College  of  Chest  Physicians 

Northport,  Long  Island 
Post  Graduate  Course 

CURRENT  CONCEPTS  IN  THE  DIAGNOSIS 

AND  MANAGEMENT  OF  ACUTE  AND 

CHRONIC  PULMONARY  DISEASES 

Thursday 

1.  Basic  Concepts  of  Obstructive  Lung 
Diseases 

2.  Basic  Guidelines  on  Pulmonary 
Impairment  and  Disabilities 

3.  Place  of  Computer  in  the  Pulmonary 
Function  Laboratory 

4.  Basic  Concepts  of  Pulmonary 
Circulation  and  Diffusion 

5.  Current  Concepts  in  Pulmonary 
Scanning  and  Computer  Systems 

6.  Role  of  Sputum  Cytology  in  Detection 
of  Early  Cancer  of  the  Lungs 


Friday 

1.  Problems  and  Approaches  in  the 
Management  of  Acute  and 
Respiratory  Insufficiency 

2.  Panel  on  Problems  of  Respiratory 
Failure 

3.  Frontiers  in  Chest  Radiology 

4.  Current  Concepts  in  the  Treatment  of 
Chronic  Respiratory  Diseases 

5.  Management  and  Problems  in  the 
Pulmonary  Intensive  Care  Unit 

6.  Current  Attitudes  in  the  Management 
of  Pulmonary  Tuberculosis 

Saturday 

1.  Hospital  Visits 

2.  Workshops 

3.  Discussion 

Participating  Hospitals: 

Meadowbrook  Hospital  Division  for  Pulmonary  Diseases 
Plainview;  North  Shore  Hospital,  Manhasset;  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park;  Queens  Hospital 
Center  (Triboro  Hospital). 

This  Course  is  open  to  General  Practitioners,  Internists 

practicing  Pulmonary  Medicine  and  Anesthesiologists. 

FEE:  $100  (AAGP  Members  $75)  CREDIT:  C-l 

For  information  write:  O.  S.  Cunanan,  M.D.,  Program 

Director,  VA  Hospital,  Northport,  N.  Y.  1 1768. 


SUFFOLK  COUNTY 


FRIDAY,  JUNE  12 

9:00  a.m. 

Suffolk  County  Heart  Association 
Good  Samaritan  Hospital 

Auditorium 

West  Islip,  Long  Island 

ARTERIOGRAPHIC  EVALUATION  OF 
CORONARY  ARTERY  DISEASE 

DAVID  FARR,  M.D. 


SYRACUSE  AREA 


THURSDAY,  JUNE  18 

The  Coronary  Heart  Disease  Committee 
of  the  New  York  State  Heart  Assembly 

Randolph  House 
Syracuse 

ELECTROCARDIOGRAPHY  IN 
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CORONARY  CARE  UNITS 

(Two  three-hour  workshops) 

Among  the  specific  subjects  to  be  discussed  are  the  follow- 
ing: 

1.  Normal  Impulse  Formation  and 
Conduction; 

2.  Ectopic  Rhythms; 

3.  Heart  Block  and  Bradycardia; 

4.  Supraventricular  Tachycardia  with 
Aberrant  Conduction; 

5.  Complex  Nodal  Mechanisms; 

6.  Difficult  EKG  Diagnosis  of 
Myocardial  Infarction. 

The  partial  list  of  instructors  include: 

SERGE  BAROLD,  M.D.,  ROBERT  HEINLE,  M.D., 
GEORGE  LITMAN,  M.D.  and  PRAVIN  SHAH,  M.D. 
Rochester 

ROBERT  EICH,  M.D.,  HAROLD  SMULYAN,  M.D. 
and  ANIS  OBEID,  M.D.,  DONALD  WOOLFOLK,  M.D. 
Syracuse 

JOSEPH  A.  ZIZZO,  M.D.,  JULES  CONSTANT,  M.D., 
ROBERT  KOHN,  M.D. 

Buffalo 

JAOK  HAN,  M.D. 

Albany 

CREDIT:  C-l 


EVENTS  RECEIVED  AFTER  DEADLINE 


SATURDAY,  MAY  16 

6:00  p.m. 

New  York  Chapter  of  the  Association 
of  Military  Surgeons  of  the  U.S. 

Officers  Club 
Governors  Island 

MULTIPHASIC  SCREENING 

JOHN  C.  DUFFY 
Medical  Department  of  IBM 

FEE:  $1 0 (includes  dinner) 

All  interested  are  invited  to  send  reservations  and  checks 
to  J.  MORRISON  BRADY,  M.D.,  545  West  Hill  Road, 
Stamford,  Connecticut  06902.  Doctors  are  encouraged 
to  bring  their  wives. 


TUESDAY,  MAY  19 

9:00  a.m. 

St.  Vincent’s  Hospital 

Mother  Loretto  Bernard  Auditorium,  Cronin  Bldg. 
1 53  West  1 1 th  Street 

Pediatric  Conference 

1.  STATUS  ASTHMATICUS 

VINCENT  J.  FONTANA,  M.D. 


2.  Non-Responsive  Status  Asthmaticus- 
Respiratory  Failure 

JOEL  ARCHER,  M.D. 

CREDIT:  C-l 


THURSDAY,  MAY  21 

8:30  p.m. 

New  York  Society  for  Thoracic  Surgery 

Memorial  Hospital 
444  East  68th  Street 

1.  Pseudo  Ball  Variance  of 
Prosthetic  Aortic  Valve 

A.  DELMAN,  M.D. 

L ATTAI,  M.D. 

G.  ROBINSON,  M.D. 

2.  Four  Year  Experience  with  Magovem 
Aortic  Prosthesis 

G.  E.  REED,  M.D. 

R.  H.  CLAUSS,  M.D. 

D.  A.  TICE,  M.D. 

A.  ACINAPURA,  M.D. 

F.  C.  SPENCER,  M.D. 

3.  The  UCT  (University  of  Cape  Town) 
Aortic  Valve  Prosthesis  used  without 
Anticoagulants 

R.  W.  M.  FRATER,  M.D. 

4.  Cancer  Arising  in  Chronic  Lung 
Abscess  Cavities 

P.  A.  KIRSCHNER,  M.D. 

5.  Mediastinoscopy:  Comparison  with 

Scalene  Fat  Pad  Biopsy 

A.  D.  BOYD,  M.D. 

6.  Respiratory  Care  of  Surgical  Patients 

R.  A.  ANDREE,  M.D. 

C.  B.  YEOH,  M.D. 


WEDNESDAY,  MAY  27 

5 : 00  p.m. 

Cornell  University  Medical  College 
New  York  Hospital-Cornell  Medical  Center 

1 300  York  Avenue 

Cornell  Seminars  in  Nephrology 

PROBLEMS  OF  RENAL 
TRANSPLANTATION 

DAVID  HUME,  M.D. 

Medical  College  of  Virginia 


NEW  YORK  CITY  FUTURE  EVENT 


June  20,  1 970  / June  27,  1 970 

9:00  a.m.-6:00  p.m.,  Saturday-Monday 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 
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RHINOPLASTY  AND  OTOPLASTY 

IRVING  B.  GOLDMAN,  M.D. 
and  Staff 

Mount  Sinai  School  of  Medicine 
FEE:  $400 


PHYSICIANS’  PLACEMENT 


ALBION,  N.Y.,  Orleans  County,  needs  3 G.P.’s  and  a 
Pediatrician. 

CONTACT:  EDWARD  A.  BARRETT,  M.D.,  28  Meadow- 

brook  Drive,  Albion,  N.Y.  14411.  Tel.  (716)  589- 
7117. 


BINGHAMTON,  N.Y.,  Broome  County,  needs  a Neurologist. 

CONTACT:  PAUL  M.  DeLUCA,  M.D.,  Medical  Arts  Building, 

609  East  Main  Street,  Endicott,  N.Y.  13760.  Tel. 
(607)  754-0661  or -01  89. 


BROOME  COUNTY  MEDICAL  SOCIETY  needs  Physicians. 

CONTACT:  CHARLES  E.  ROBBINS,  Special  Projects 

Coordinator,  Broome  County  Medical  Society,  4500 
Old  Vestal  Road,  Box  897,  Binghamton,  N.Y.  1 3902. 


ELMIRA,  N.Y.,  Chemung  County,  needs  2 or  3 Dermatologists 
and  a Plastic  Surgeon. 

CONTACT:  C.  B.  OLMSTEAD,  M.D.,  722  W.  Water  Street, 

Elmira,  N.Y.  1 4905.  Tel.  (607)  733-2129. 


LONG  ISLAND  CITY,  N.Y.  (locum  Tenens)  Full  time  physician 
for  about  7 to  8 weeks,  starting  June  1 5,  1 970. 

CONTACT:  I.  SARNER,  M.D.,  10-89  Jackson  Avenue,  Long 

Island  City,  N.Y.  11101.  Tel.  (21  2)  ST  4-2627. 


NEW  YORK  CITY,  N.Y.  (Half  time)  Internist. 

CONTACT:  ARTHUR  A.  FISCHL,  M.D.,  227  West  40th 

Street,  New  York,  N.Y.  10018.  Tel.  (21  2)  564-6572. 


NEW  YORK  CITY,  N.Y.  Internist  wanted  for  large  obesity 
practice. 

CONTACT:  ROBERT  C.  ATKINS,  M.D.,  400  East  56th 

Street,  New  York,  N.Y.  10021.  Tel.  (2 1 2)  PL  8-2 1 1 1 . 


PLATTSBURGH,  N.Y.,  Clinton  County.  College  Health 
Service  Physician  needed. 

CONTACT:  LEONARD  J.  SCHIFF,  M.D.,  Director,  Health 

Service,  State  University  College,  Plattsburgh,  N.Y. 
12901. 


STANFORDVILLE,  N.Y.,  Dutchess  County,  needs  a Physician 
immediately. 

CONTACT:  WALTER  G.  THORPE,  Stanfordville,  N.Y. 

12581.  Tel.  (91 4)  868-9783. 


SULLIVAN  COUNTY  (Towns  of  Neversink  and  Denning), 
need  a Physician  in  the  area. 

CONTACT:  MARTIN  B.  McKNEALLY,  M.  C.,  Post  Office 

Bldg.,  Newburgh,  N.Y.  1 2550. 


TUPPER  LAKE,  N.Y.,  Franklin  County,  need  a G.P. 

CONTACT:  MR.  PATRICK  E.  QUINN,  Supervisor,  Town  of 

Altamount  Offices,  Tupper  Lake,  N.Y.  1 2986. 


WEBSTER,  N.Y.,  Monroe  County.  Associate  needed  for 
busy  family  practice;  affiliation  with  multi-specialty 
group  being  formed. 

CONTACT:  JASON  O.  COOK,  M.D.,  190  South  Avenue, 

Webster,  N.Y.  14580.  Tel.  (716)  872-2936. 


GRAHAMSVILLE,  N.Y.,  Sullivan  County.  Semi-retired 
General  Practitioner  wanted  for  Rural  Community. 

CONTACT:  MR.  LEE  VININGRE,  Secretary,  Tri-Valley 

Christian  Men's  Club,  Grahamsville,  N.Y.  1 2740. 


Recent  Changes 

ELMIRA,  N.Y.,  Chemung  County.  Medical  Specialties  Group 
still  in  need  of  a General  Practitioner,  an  Internist  and  a 
Pediatrician. 

CONTACT:  JAMES  G.  GRAY,  M.D.,  1159  West  Water 
Street,  Elmira,  N.Y.  1 4905.  Tel  (607)  734-0247. 


ONTARIO,  N.Y.,  Wayne  County.  Third  man  wanted  for 
one  year  employment  followed  by  Partnership  in 
Family  Practice. 

CONTACT:  N.  R.  LOOMIS,  M.D.  and  T.  H.  GOFF,  M.D., 

59  Walworth  Road,  Ontario,  N.Y.  14519.  Tel. 
(315)  524-2881. 


Announcement 

The  Office  of  Medical  Manpower  of  the  New  York  State 
Department  of  Health  and  the  Medical  Society  of  the  State 
of  New  York  are  attempting  to  identify  communities  which 
may  be  interested  in  cooperating  with  surrounding  areas  in 
establishing  and  supporting  a group  medical  practice.  They 
also  wish  to  contact  physicians  who  may  be  interested  in 
joining  with  other  physicians  in  a community  in  forming  a 
group. 

Any  community  or  physician  interested  should  contact: 
Bureau  of  Physicians’  Placement 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  N.  Y.  10017 
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Although  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recommended  for  the  treat- 
ment of  tinea  versicolor,  sodium  thio- 
sulphate still  remains  the  standard.”* 
However,  when  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  offensive  odor. 
These  disadvantages  have  been  largely 
eliminated  by  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
in  MICEL  A®  base.t 

TINVER— the  likable  lotion 
for  tinea  versicolor— is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oily 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  therapy  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
therapy. 

Indications : For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions : If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration : Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  applying  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

♦McClarin,  W.  M.,  and  Knox,  J.  M. : 
Cutis  3:619  (June)  1967. 

tTlie  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  unique 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tinver  Lotion 

Sodium  thiosulfate  LSP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
NF  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  ecletate,  colloidal  alumina,  and  purified  water  USP. 

BARNES-HIND  LABORATORIES 

Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 

Sunnyvale,  Calif.  94086 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 

*■ 

BAYER  * 

CHILDREN'S  ISSJ 
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developed  to  provide  Doctors  with  greater 
control  over  their  professional  hours  by  the 
maximum  reduction  of  non-medical  time  . . . 


RDP  has  found  a cure  for  endemic  paperwork  — the 
TIME  MACHINE,  M.D.  — a comprehensive  computer 
capability  for  the  medical  professions  that  can  prepare 
patient  invoices,  schedule  patient  visits,  do  accounting, 
prepare  medical  insurance  forms,  and  can  communi- 
cate with  patients  by  personally  prepared  correspon- 
dence, all  right  from  your  office. 

The  TIME  MACHINE,  M.D.  is  a modified  desk  top  elec- 
tric typewriter  at  your  office  which  connects  to  our 
large  central  computer  through  ordinary  telephone  lines. 
It  requires  no  special  computer  knowledge  or  special 
typing  skills  to  operate.  It  transmits  and  receives  pa- 
tient data  instantly,  in  English. 

Responsive  Data  Processing  and  the  TIME  MACHINE 
help  control  spiraling  medical  administrative  costs  be- 
cause we  place  advanced  computer  technology  at  your 
fingertips.  All  data  are  handled  in  a split  second  — 
communication  is  instant  and  confidential. 


Let  RDP’s  TIME  MACHINE  cure  your  paperwork  dis- 
ease — Today! 


Responsive  Data  Processing  Corp 
Radio  Circle.  Dept,  A1-2 
Mount  Kisco,  N.Y.  10549 
Telephone:  (914)  241-1450 


Tell  me  more  about  how  RDP’s  Time  Machine  can 
help  cure  my  endemic  paperwork  problem. 


□ Please  have  salesman  call. 

□ Please  send  more  information. 


NAME 

AODRESS 

CITY STATE ZIP 

TELEPHONE  NO: 

BEST  TIME  TO  CALI 
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Noses 
run  in  # 
families 


but  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
prompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 

Neo-Synephrine  has  been  so  dependable  for  so  long  — over 
30  years  — it  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
fbr  ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
to  he-man's  cold  or  baby's  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  V4  % is  safe 
even  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
ciliary  activity  and  has  little  rebound  tendency.  Used  promptly, 
Neo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
children  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
and  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  78%  for  infants,  '/4  % 
for  children,  72%  for  adults.  Also  available:  Neo-Synephrine 
Compound  Cold  Tablets. 


Neo-Syneohrlfie 


Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 


has  them  all! 
a strength  for  all  ages 
for  congestion  of  all  stages 


. Y nrt,  M v mm* 
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• Meet  the  Personal  and  Professional 
Challenge  of  the  1970's 

These  scientific  sessions,  special  programs, 
exhibits  and  films  will  help  you  practice  better 
medicine.  Plan  now  to  attend  the  AMA 
Convention. 

• The  Comatose  Patient  and  the  Diagnosis  of 
Death 

• Conception  Control  and  Abortion 

• Delivery  of  Health  Care — The  Role  of  the 
Allied  Health  Personnel 

• The  Role  of  the  Physician  in  Family  Life, 
Education,  etc. 

• Kidney  Disease 

• Hepatitis 


• The  Suicidal  Patient 

• Drug  Interactions  and  Adverse  Reactions 

• Occupational  Diseases  of  Current  Interest 

• Plastic  and  Maxillofacial  Surgery 

• Nuclear  Medicine 

• Daily  Showing  of  newest  Medical  Films 

• 250  Scientific  Exhibits — the  latest  research 

• Multidiscipline  Research  Forum 

Complete  details  of  the  Scientific  Program  are 
in  the  May  4,  1970  issue  of  the  Journal  of  the 
American  Medical  Association. 

Check  it  carefully.  Then  use  the  housing  and 
advance  registration  forms  appearing  in  JAMA 
and  the  American  Medical  News  to  insure  your 
place  at  the  world’s  largest  medical  convention. 
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After  only  one  year: 

Administered 
to  more  people 

than  live  in 

Yo 


*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  population  of  Yonkers  is  205,000. 
(Estimated  1969  figure  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


Injectable 

Garamvan 


gentamicin  I sulfate 

injection 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 

Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections1’2 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections3 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving4  6 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.6 

Wounds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis7 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


/lounting  evidence  in  the  laboratory... 

3 ver  95%  gram-negative 
pathogens  sensitive: 


lo  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

1 a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
eographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
ionth  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
ultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Pathogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

Garamydn 

Kanamycln 

Cephalothln 

Cephalorldlne 

Amplclllln 

Collstimethate 

Chloramphenicol  Tetracycline 

Klebsiella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1.020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

Aerobacter 
aero  genes 

959% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

5 22 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2.883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4.418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4.608 

26.4% 

4,404 

Proteus, 
indole- positive 

91.8% 

1,031 

85.8% 

1.062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mlrabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3.290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coli 
and  all  other 
Escherlchias 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10.623 

94.1% 

13.086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram-pOSitiVe  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagulase-  positive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to  mid-August,  1969).® 
Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  hospitals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error.  The  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 
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ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered  in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteria)f 

Less  Severe 
0.8-1.2  mg.  / kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 

Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/ Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

To  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg. /kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  GARAMYCIN  Injectable  is  clinically  effective  in 
infections  due  to  susceptible  strains  of  gram-negative  bac- 
teria, including  Pseudomonas  aeruginosa,  and  species  of 
indole-positive  and  indole-negative  Proteus,  Escherichia 
coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and 
to  determine  its  sensitivity  to  gentamicin  sulfate.  Sensitivity 
discs  of  the  drug  are  available  for  this  purpose.  If  the  sus- 
ceptibility tests  indicate  that  the  causative  organism  is  re- 
sistant to  gentamicin  sulfate,  other  appropriate  antibiotic 
therapy  should  be  instituted. 

IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT  BACTERIA 

BY  GENTAMICIN  SULFATE  (TUBE  DILUTION  STUDIES) 

No.  of  Strains 

No.  of  {%)  Inhibited  by:  No.  of 

Strains  4mcg./cc.  8 mcg./cc.  In  Vitro 


BACTERIA 

Tested 

or  less 

or 

less* 

Studies 

Staphylococcus  aureus 

1,210 

1,200 

(99%)  1,206 

(99%) 

11 

Pseudomonas  aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and  indole- 
negative Proteus  species 

477 

210 

(44%) 

358 

(75%) 

12 

Klebsiella-Aerobacter 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10  mcg./cc. 
or  less  are  os  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomo- 
nas aeruginosa,  Proteus  and  other  susceptible  organisms, 
with  due  regard  for  relative  antibiotic  toxicity.  Therefore, 
the  drug  should  be  considered  for  use  against  gram-negative: 
1.  Bacteremia;  2.  Infected  surgical  wounds;  3.  Severe  soft 
tissue  infections,  including  burns  complicated  by  sepsis; 
4.  Respiratory  tract  infections;  and  5.  Selected  cases  of  uri- 
nary tract  infection.  Contraindications:  GARAMYCIN  In- 
jectable is  contraindicated  in  individuals  with  a history  of  hy- 
persensitivity or  toxic  reactions  to  gentamicin.  Warnings: 
Patients  receiving  treatment  with  GARAMYCIN  should 
be  under  close  clinical  observation  because  of  the 
toxicity  associated  with  the  use  of  this  drug.  Oto- 
toxicity, vestibular  and  auditory,  can  occur  in  pa- 
tients, primarily  those  with  pre-existing  renal  dam- 
age, treated  with  GARAMYCIN  Injectable,  usually  for 
longer  periods  or  with  higher  doses  than  recom- 


mended. GARAMYCIN  Injectable  is 
potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is 
used  in  patients  with  pre-existing  renal  impair- 
ment. Kidney  function  diminished  by  infection  of  the 
upper  urinary  tract  may,  however,  improve  during  effective 
treatment  with  GARAMYCIN  Injectable.  Concurrent  adminis- 
tration of  potentially  ototoxic  drugs  such  as  streptomycin  and 
kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
myxin, colistin,  and  kanamycin  with  gentamicin  sulfate  has 
not  been  shown  to  afford  any  clinical  advantages  and,  more- 
over may  result  in  additive  toxicity.  Monitoring  of  vestibular, 
cochlear,  and  renal  function  will  provide  guidance  for  ther- 
apy in  such  cases.  Precautions:  In  patients  with  impaired 
renal  function  in  whom  serious  infection  develops,  serum 
concentrations  of  the  drug  may  rise,  with  consequently  in- 
creased risk  of  ototoxicity.  In  these  patients  or  in  those  in 
whom  recommended  dosage  or  duration  of  therapy  must  be 
exceeded  as  a life-saving  measure,  routine  studies  of  kidney 
function  should  be  performed  when  possible.  These  may  be 
supplemented  by  evaluation  of  the  vestibular  and  auditory 
function  and  measurement  of  serum  concentration  of  the 
drug  when  feasible.  Serum  concentrations  of  gentamicin 
should  be  maintained  below  the  range  of  10-12  mcg./ml. 
to  reduce  risk  of  ototoxicity.  Ordinarily,  treatment  should 
not  be  given  for  more  than  7 to  10  days  or  be  repeated 
unless  required  for  serious  infection  not  responsive  to 
other  agents.  As  with  other  antibiotics,  treatment  with 
GARAMYCIN  Injectable  may  occasionally  result  in  overgrowth 
of  nonsensitive  organisms.  If  superinfection  occurs,  appropri- 
ate therapy  is  indicated.  Safety  for  use  in  pregnancy  or  the 
potential  for  fetal  ototoxicity  or  nephrotoxicity  have  not  been 
established.  Studies  in  pregnant  animals  have  not  revealed 
teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in 
women  of  childbearing  age  unless  its  use  is  deemed  advisable 
by  the  physician.  Adverse  Reactions:  The  overall  incidence  of 
ototoxicity  considered  related  to  treatment  with  GARAMYCIN 
Injectable  was  2.8  per  cent  (16  of  565  patients).  Contributory 
factors  (two  or  more  factors  were  relevant  to  most  patients) 
were  as  follows:  10  had  azotemia,  10  received  a total  of 
1 gram  or  more  of  the  drug,  7 had  recently  received  other 
potentially  ototoxic  antibiotics  (streptomycin  or  kanamycin), 
and  5 were  over  60  years  of  age.  Six  also  had  decreased 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal 
in  the  4 patients  retested.  Analysis  of  BUN  data  indicated 
that  4 (2%)  of  172  patients  showed  increases  in  BUN  that 
were  probably  related  to  treatment  with  GARAMYCIN  In- 
jectable. Of  20  increases  probably  or  possibly  related  to 
treatment,  7 were  reversible,  9 occurred  in  terminal  patients, 
and  4 had  no  follow-up.  Other  adverse  reactions  associated 
with  treatment  were  one  instance  each  of  urticaria,  decreased 
hematocrit,  and  reversible  depression  of  granulocytes  with 
normal  bone  marrow.  Other  rarely  reported  and  possibly 
treatment-related  adverse  reactions  were  anemia,  increased 
reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension, 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased 
transaminase  activity  (SGOT  or  SGPT),  increased  serum 
bilirubin,  decreased  serum  calcium,  and  joint  pain.  Pack- 
aging: GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple- 
dose  vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentami- 
cin in  gram-negative  urinary  and  pulmonary  infections,  Arch. 
Int.  Med.  114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Arm- 
strong, D.,  and  Smith,  J.  K.:  Gentamicin  in  the  treatment  of 
pulmonary  infections,  J.  infect.  Dis.  119:483,  1969.  (3)  Cox, 
C.  E.:  Gentamicin,  a new  aminoglycoside  antibiotic:  Clinical 
and  laboratory  studies  in  urinary  tract  infections,  J.  Infect. 
Dis.  119:486,  1969.  (4)  Groll,  E.:  Clinical  experience  with 
gentamicin,  data  from  12  German  clinics,  in  Gentamicin: 
First  International  Symposium,  Paris,  January  1967,  Lu- 
cerne, Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.: 
Laboratory  and  clinical  investigation  of  gentamicin,  ibid., 
pp.  62-74.  (6)  Medeiros,  A.  E.:  Discussion,  J.  Infect.  Dis. 
1 19:533,  1969.  (7)  Polk,  H.:  Discussion,  J.  Infect.  Dis.  1 19:529, 
1969.  (8)  Three-month,  nationwide  hospital  audit  by  R.  A. 
Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to 
mid-August,  1 969). 

♦Dosage  in  this  investigational  study  was  less  than  now 
recommended  in  Package  Insert.  For  more  complete  pre- 
scribing details,  consult  package  insert  or  Physicians' 
Desk  Reference.  Schering  literature  is  also  available 
from  your  Schering  Representative  or  Medical  Ser- 
vices Department,  Schering  Corporation,  Union,  New 
Jersey  07083.  ahfs  category  iu:. 2b  s-029 
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Delegate,  Joseph  J.  Russo,  M.D.,  Albany 

Gastroenterology  and  Proctology 

Chairman,  Richard  M.  Alexander,  M.D.,  Great 
Neck 

Vice-Chairman,  James  F.  Phillips,  M.D.,  Buf- 
falo 

Secretary,  Bertram  A.  Portin,  M.D.,  Buffalo 
Delegate,  Michael  J.  Lepore,  M.D.,  New  York 
City 


General  Practice 

Chairman,  A.  John  Merola,  M.D.,  North  Syra- 
cuse 

Vice-Chairman,  Alan  L.  Goldberg,  M.D.,  The 
Bronx 

Secretary,  JAMES  R.  Nunn,  M.D.,  Amherst 
Delegate,  M.  Theodore  Tanenhaus,  M.D., 
Brooklyn 

Industrial  Medicine  and  Surgery 

Chairman,  Michael  A.  Young,  M.D.,  Rochester 
Vice-Chairman,  James  G.  Wall,  M.D.,  New 
York  City 

Secretary,  Robert  C.  Kessler,  M.D.,  Rochester 
Delegate,  Thomas  J.  Doyle,  M.D.,  New  York 
City 

Internal  Medicine 

Chairman,  Robert  Schwinger,  M.D.,  Forest 
Hills 

Vice-Chairman,  Robert  M.  Kohn,  M.D.,  Buf- 
falo 

Secretary,  David  S.  Gerbarg,  M.D.,  Kingston 
Delegate,  John  R.  Williams,  M.D.,  Rochester 

Medical-Legal  and  Workmen’s 
Compensation  Matters 

Chairman,  Max  N.  Howard,  M.D.,  New  York 
City 

Vice-Chairman,  Elliott  M.  Gross,  M.D.,  New 
York  City 

Secretary,  Mario  E.  Stella,  M.D.,  New  York 
City 

Delegate,  Robert  Katz,  M.D.,  New  York  City 

Neurology  and  Psychiatry 

Chairman,  Milton  Tarlau,  M.D.,  Kew  Gardens 
Vice-Chairman,  "Wilfred  Dorfman,  M.D., 
Brooklyn 

Secretary,  David  Green,  M.D.,  Albany 
Delegate,  Charles  F.  Nicol,  M.D.,  Kenmore 

Obstetrics  and  Gynecology 

Chairman,  Arnold  N.  Fenton,  M.D.,  Great 
Neck 

Vice-Chairman,  Paul  K.  Birtch,  M.D.,  Buf- 
falo 

Secretary,  William  F.  Finn,  M.D.,  Manhasset 
Delegate,  Donald  W.  Hall,  M.D.,  Buffalo 

Ophthalmology 

Chairman,  Richard  C.  Troutman,  M.D.,  New 
York  City 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 

successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

• broad-spectrum  activity 

• relatively  painless  I.M.  injection 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine.  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream. soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis:  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  he  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  he  discontinued. 
Cephaloridine  should  not  he  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfcctions  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 
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Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks,  I 
no  significant  changes  were  observed  in  I 
BUN,  alkaline  phosphatase,  SGOT,  retie-  I 
ulocyte  count,  or  monocyte  count  in  the  I 
blood.  No  disturbances  in  hemoglobin  or  I 
red-blood-cell  count  were  ascribable  to  ad-  I 
ministration  of  Loridine.  However,  all  of  | 
five  nonazotemic  patients  with  chronic  bac-  I 
teriuria  who  had  careful  renal  function  eval-  | 
uation  before  and  after  a ten-day  course  of  i 
cephaloridine  in  dosages  of  2 Gm.  per  day  de-  I 
veloped  impairment  in  free  water  clearance.  I 

Severe,  acute  renal  failure,  in  some  cases  I 
terminating  in  death,  has  occurred  in  a small  I 
number  of  patients.  The  possi-  I 
bility  of  this  complication  seems  I 
to  be  greater  in  seriously  ill  I 
patients  given  more  than  recom-  I 
mended  doses.  Acute  tubular  I 
necrosis  has  been  found  in  affect-  I 
ed  patients  coming  to  autopsy.  Rare  I 
cases  of  nausea  and  vomiting  have  I 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important—  Be- 
fore administering  Loridine,  see  package  I 
insert  for  details  on  dilution. 

Intramuscular  Injection- Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec-  I 
lions  of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections  H 
may  be  treated  with  500  mg.  to  1 Gm.  four  9 
times  a day.  A single  2-Gm.  dose  is  recom- 1 
mended  for  the  treatment  of  acute  gonor-  |j 
rhea.  Early  syphilis  may  be  treated  with  500  | 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days  •. 

Although  some  clinical  experience  with  I 
high  doses  for  life-threatening  conditions  II 
has  been  reported,  it  has  been  shown  thal  I 
excessive  dosages  (above  4 Gm.  daily)  may  I 
cause  serious  nephrotoxic  reactions.  Foi  I 
this  reason,  Keflin®  (sodium  cephalothin  | 
Lilly)  may  be  preferred  when  doses  largei  I 
than  4 Gm.  daily  are  considered  for  life  I 
threatening  situations.  If  more  than  2 Gm  I 
of  cephaloridine  is  injected  daily,  the  patien  I 
should  be  under  close  clinical  observatioi  V 
for  changes  in  renal  function  or  be  hospital  I 
ized.  In  addition,  reduced  dosage  should  bi  I 
employed  in  patients  with  known  or  sus  l 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg  I 
per  Kg.  (15  to  25  mg.  per  pound)  of  bod;  I 
weight,  given  in  divided  doses,  has  beei  I 
found  effective  for  mild  to  moderately  se  I 
vere  infections.  A daily  total  of  100  mg.  pe  I 
Kg.  (50  mg.  per  pound)  of  body  weigh  / 
(not  to  exceed  recommended  adult  doses  1 
may  be  needed  for  very  severe  infections,  J 

Intravenous  Injection— In  the  presence  o ! 
extremely  serious  infections  (such  as  bac 
teremia)  or  when  any  infection  seems  ovei  I 
whelming,  intravenous  administration  ma  , 
be  indicated. 

Total  daily  dosages  are  the  same  as  wit 
intramuscular  injection.  For  very  suscepti 
ble  organisms.  500  mg.  to  1.5  Gm.  per  da  I 
may  suffice;  for  less  susceptible  organism  | 
and  for  serious  infections,  2 to  4 Gm.  pe 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (ceph:  ' 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubbei  I 
stoppered;  1 Gm.,  10-ml.  size,  rubbei 
stoppered.  [08216* 


A dditional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Vice-Chairman,  James  L.  McCraw,  M.D.,  Syra- 
cuse 

Secretary,  William  M.  McCarty,  M.D.,  Troy 
Delegate,  PHILIP  H.  Landers,  M.D.,  Bingham- 
ton 
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Orthopedic  Surgery 

Chairman,  Robert  C.  DICKERSON,  M.D.,  Roch- 
ester 

Secretary,  George  B.  Ambrose,  M.D.,  New 
York  City 

Delegate,  Frederick  Lee  Liebolt,  M.D.,  New 
York  City 

Otolaryngology 

Chairman,  Edwin  I.  Cleveland,  M.D.,  Bronx- 
ville 

Vice-Chairman,  John  M.  Lore,  M.D.,  Buffalo 

Secretary,  John  R.  Williams,  M.D.,  New  Ro- 
chelle 

Delegate,  William  F.  Robbett,  M.D.,  New 
York  City 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman,  MiLTON  J.  Eisen,  M.D.,  Yonkers 

Vice-Chairman,  LOUIS  G.  Jakovic,  M.D.,  Al- 
bany 

Secretary,  George  K.  Higgins,  M.D.,  New  York 
City 

Delegate,  Albert  H.  Harris,  M.D.,  Albany 


. Pediatrics 

Chairman,  Charles  N.  Needham,  M.D.,  Syra- 
cuse 

Vice-Chairman,  Gilbert  L.  Fuld,  M.D.,  New 
York  City 

Secretary,  Martin  C.  Ushkow,  M.D.,  Syracuse 
Delegate,  Thomas  S.  Bumbalo,  M.D.,  Buffalo 

OCT 

Physical  Medicine  and  Rehabilitation 


* 


Chairman,  Samuel  A.  Levine,  M.D.,  The  Bronx 
Vice-Chairman,  Harold  Gellert,  M.D.,  New 
York  City 

Secretary,  Robert  H.  Cress,  M.D.,  Albany 
Delegate,  Henry  Fleck,  M.D.,  The  Bronx 

Plastic  and  Reconstructive  Surgery 

Chairman,  Bertram  E.  Bromberg,  M.D.,  Hemp- 
stead 

Vice-Chairman,  Dicran  Goulian,  Jr.,  M.D., 
New  York  City 

Secretary,  David  B.  Stark,  M.D.,  Syracuse 
Delegate,  Howard  B.  Rasi,  M.D.,  Brooklyn 


Preventive  Medicine  and  Public  Health 


Chairman,  George  E.  Leone,  M.D.,  Riverhead 


Vice-Chairman,  John  J.  A.  Lyons,  M.D.,  Al- 
bany 

Secretary,  James  J.  Quinlivan,  M.D.,  Albany 

Delegate,  Arthur  G.  Baker,  M.D.,  Albany 

Radiology 

Chairman,  Stanley  M.  Rogoff,  M.D.,  Roches- 
ter 

Vice-Chairman,  Edward  A.  Dunlop,  Jr.,  M.D., 
Lewiston 

Secretary,  Norman  E.  Leeds,  M.D.,  The  Bronx 

Delegate,  Samuel  H.  Madell,  M.D.,  New  York 
City 

School  Health 

Chairman , C.  George  Murdock,  M.D.,  Syra- 
cuse 

Space  Medicine 

Chairman,  Constantine  D.  J.  Generales,  Jr., 
M.D.,  New  York  City  , 

Secretary,  Levon  Bedrosian,  M.D.,  Albany 

Surgery 

Chairman,  Frederic  P.  Herter,  M.D.,  New 
York  City 

Vice-Chairman,  Louis  C.  Cloutier,  M.D.,  Buf- 
falo 

Secretary,  David  N.  Kluge,  M.D.,  Rochester 

Delegate,  Wheelock  A.  Southgate,  M.D., 
Rochester 

Urology 

Chairman,  Otto  M.  Lilien,  M.D.,  Syracuse 

Vice-Chairman,  R.  Keith  Waterhouse,  M.D., 
Brooklyn 

Secretary,  Thomas  M.  Flanagan,  M.D.,  Nor- 
wich 

Delegate,  William  J.  Staubitz,  M.D.,  Buffalo 

CHAIRMEN  OF  SESSIONS 


Archives 

Chairman,  Joseph  A.  Tamerin,  M.D.,  New 
York  City 

Data  Processing  in  Medicine 

Chairman,  William  Bauman,  M.D.,  New  York 
City 

History  of  Medicine 

Chairman,  Robert  M.  Joynt,  M.D.,  Rochester 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

Each  Tablet-Active  Ingredients 
Precipitated  Calcium  Carbonate  0 489  Gm. 

Magnesium  Carbonate  0 011  Gm. 

Magnesium  Trisilicate  0 006  Gm. 

j ARCH  LABORATORIES 

A I]  319  South  Fourth  Street.  St.  Louts,  Missouri  63102 


“Sorry  for  the  inconvenience  but  we  seem  to  be  out 
of  counter  weights.” 


Books  Received 


The  following  books  were  received  during  the 
month  of  March,  1970  * 


Radiology  of  the  Small  Intestine.  By  Richard 
H.  Marshak,  M.D.,  and  Arthur  E.  Lindner, 
M.D.  Quarto  of  510  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1970.  Cloth, 
$32. 

General  Pathology.  Edited  by  Lord  Florey. 
Fourth  edition.  Octavo  of  1,259  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1970.  Cloth,  $24. 

A Text-Book  of  X-Ray  Diagnosis.  Volume  IV. 
Alimentary  Tract.  Edited  by  S.  Cochrane 
Shanks,  M.D.,  and  Peter  Kerley,  M.D.  Fourth 
edition.  Quarto  of  584  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1969. 
Cloth,  $22.50. 

Epidemiology:  Man  and  Disease.  By  John  P. 
Fox,  M.D.,  Carrie  E.  Hall,  R.N.,  and  Lila  R. 
Elveback,  Ph.D.  Octavo  of  339  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1970.  Cloth,  $12.95. 

Psychiatry  for  the  Pediatrician.  By  Stuart  M. 
Finch,  M.D.,  and  John  F.  McDermott,  Jr.,  M.D. 
Octavo  of  236  pages,  illustrated.  New  York, 
W.  W.  Norton  & Company,  1970.  Cloth,  $7.50. 

PSI  and  Psychoanalysis.  By  Jule  Eisenbud, 
M.D.  Octavo  of  359  pages,  illustrated.  New 
York,  Grune  & Stratton,  1970.  Cloth,  $12.75. 

Youth:  A Transcultural  Psychiatric  Approach. 
Edited  by  Jules  H.  Masserman,  M.D.  Pro- 
ceedings of  the  Fifth  Transcultural  Conference 
on  Psychiatry,  sponsored  by  The  American  Psyr 
chiatric  Association  and  the  Forest  Hospital 
Foundation  in  collaboration  with  Northwestern 
University.  Octavo  of  189  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$9.75. 

Annals  of  The  New  York  Academy  of  Sciences. 
Volume  166,  Art.  3,  pp.  821-1,059,  December 
31,  1969.  Education  in  the  Health-Related  Pro- 
fessions. Consulting  Editors  Joseph  G.  Ben- 
ton and  Richard  S.  Gubner.  Octavo.  Illus- 
trated. New  York,  The  New  York  Academy  of 
Sciences,  1969.  Paper,  $18. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 
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Twas  a shame  about  Harry  Van  Lear 
His  vacation  was  ruined  by  diarrhea 
Got  tenesmus  and  spasm, 

At  Ausable  Chasm. 

Send  Donnagel  with  him  this  year. 


Traveler's  Diarrhea  with  cramping,  tenesmus  and  nausea 
can  cast  a wet  blanket  on  the  best  laid  vacation  plans. 

So  send  along  Donnagel  to  treat  the  whole  diarrhea 
problem.  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  It  also  provides  the  belladonna 
alkaloids  to  help  control  hypermotility  in  the  GI  tract, 
thereby  relieving  the  discomforts  which  so  often 
accompany  diarrhea.  When  you  prescribe  Donnagel, 
you  can  be  sure  your  patients  arc  getting  the 
antidiarrheal  and  the  antispasmodic  in  the  same  dose. 

Certainly  it’s  less  expensive  and  more  convenient 
than  taking  along  two  medications.  And  the  dosage  is 
low'er  too.  Donnagel  is  available  in  the  handy  4-ounce 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


Each  fluid  ounce  contains: 

Kaolin,  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg 
Atropine  sulfate, 0.0 1 94  mg.;  Hyoscine  hydrobromide, 0.0065  mg.; 
Sodium  benzoate  (preservative), 60  mg.;  Alcohol,  3.8%. 

/1'H'f^O BINS  A.  H.  Robins  Company,  Richmond,  Va.  23220 


Choloxin* 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  pectoris;  his- 
tory of  myocardial  infarction;  cardiac  arrhythmia  or  tachy- 
cardia. either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  [other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED,  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII,  VIII,  IX,  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED,  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
be  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2%  incidence),  arrhythmia  (0.5%),  myocardial 
ischemia  (<0.1%),  cardiomegaly  (<0.1%),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2%).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  _A  few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  1%.  Headache,  changes  in  libido,  hoarse- 
ness, tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  1%  of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  1%  of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3%. 

DOSAGE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemic  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg. /kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg./kg.,  to  be  increased  in  0.05  mg./kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


How  to  succeed 


in  lowering  cholesterol 


Success  is  always  sweet. 

But  it  isn’t  always  that  easy 
to  handle  hypercholesterolemia. 
Start  with  a low-cholesterol, 
low-saturated  fat  diet.  It  may 
not  be  enough.  Here's  where 
cholesterol-lowering  choloxin® 
(sodium  dextrothyroxine)  can 
help  in  euthyroid,  non-cardiac 
patients.  And  it’s  effective. 


choloxin  brings  high  serum 
cholesterol  down  15-35%  in 
most  hypercholesterolemic  pa- 
tients, keeps  it  down  in  over 
90%  of  these  patients  (those 
with  Fredrickson-Levy  Type  II 
or  III  hyperlipidemia),  choloxin 
is  taken  in  convenient  once-a- 
day  doses.  Practical  for  long- 
term therapy.  So  it’s  easier 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether  drug-induced 
lowering  of  serum  cholesterol  or  other  lipid  levels  has  a detrimental,  a bene- 
ficial, or  no  effect  on  the  morbidity  or  mortality  due  to  atherosclerosis  or 
coronary  heart  disease.  Several  years  will  be  required  before  current  investiga- 
tions can  yield  an  answer  to  this  question. 


for  patients  who  forget  to 
remember. 

That's  success! 

Everything  you’ll  want  to 
know  about  choloxin  may  not 
be  covered  here.  For  samples, 
literature  or  additional  informa- 
tion, write  or  call  your  Flint 
man. 


Choloxin* 

(sodium  dextrothyroxine) 
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The  Control  of  Chemotherapy.  A Symposium 
held  in  the  Wright-Fleming  Institute,  St. 
Mary’s  Hospital  Medical  School,  London,  W.2, 
March  1969.  Edited  by  P.  J.  Watt,  M.B.  Oc- 
tavo of  109  pages,  illustrated.  Edinburgh,  E. 
& S.  Livingstone,  Ltd.,  (Baltimore,  The  Wil- 
liams & Wilkins  Company),  1970.  Cloth,  $6.25. 

Thiamin  Diphosphate  and  Its  Catalytic  Func- 
tions. By  L.  O.  Krampitz,  Ph.D.  Duodecimo 
of  65  pages,  illustrated.  New  York,  Marcel 
Dekker,  Inc.,  1970.  Cloth,  $5.75. 

Juvenile  Rheumatoid  Arthritis.  By  Earl  J. 
Brewer,  Jr.,  M.D.  Major  Problems  in  Clinical 
Pediatrics — Volume  VI.  Quarto  of  231  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1970.  Cloth,  $12.50. 

The  Medical  Clinics  of  North  America.  Volume 
54,  Number  2,  March,  1970.  Difficult  Medical 
Problems.  Michael  G.  Wohl,  M.D.,  Guest  Edi- 
tor. Octavo.  Philadelphia,  W.  B.  Saunders 
Company,  1970.  Published  Bi-Monthly  (six 
numbers  a year).  Boards,  $21  per  year. 


Pregnancy  and  cervical  cancer 


Carcinoma  of  the  cervix,  invasive  or  pre- 
invasive,  is  frequent  enough  to  be  encountered 
sooner  or  later  by  any  physician  who  delivers 
babies.  A Papanicolaou  smear  should  be  a 
routine  part  of  the  prenatal  examination,  de- 
spite the  attitude  of  some  who  refuse  to  per- 
form pelvic  examinations  during  pregnancy, 
reports  Tiffany  J.  Williams,  Chicago  Medicine 
72:  895  (Dec.  6)  1969. 

Positive  or  suspicious  smears  must  be  cleared 
or  confirmed  histologically.  Diagnosis  must  es- 
tablish (1)  whether  carcinoma  of  the  cervix  is 
present  and  (2)  if  so,  whether  it  is  invasive  or 
preinvasive,  since  management  will  differ  ac- 
cordingly. There  is  a problem  when  the  smear 
is  suspicious  or  positive  with  no  visible  lesion. 
In  establishing  the  diagnosis,  conization  of  the 
cervix  is  the  method  of  choice. 

If  the  lesion  is  preinvasive,  pregnancy  and 
delivery  may  proceed  according  to  the  usual 
obstetric  indications.  Invasive  carcinoma  de- 
mands prompt  therapy:  either  radical  hys- 

terectomy with  bilateral  lymphadenectomy  or 
radio  therapy  with  radium  or  cobalt.  Vaginal 
delivery  is  contraindicated  on  both  obstetric 
and  gynecologic  grounds.  Prompt  diagnosis 
and  adequate  treatment  give  results  compa- 
rable, stage  by  stage,  with  cervical  carcinoma 
in  the  nonpregnant  woman. 
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ANNOUNCING 

A new  company  with  a new  concept . . . 
specifically  designed  to  serve  the  health  field. 

MED-ASSIST,  INC. 

Temporary  Personnel  for  the  Medical  Profession 


It  you  simply  cannot  find  competent  help  to  do  a job  right . . . 
It  your  assistant  is  ill  or  about  to  take  a vacation . . . 

If  you  suddenly  have  an  increased  work  load . . . 

If  you  have  an  unusual  special  project . . . 

If  you  need  a 


medical  secretary 

J 

receptionist 

typist 

nurse 

laboratory  technician 
dental  assistant 
physician  assistant 
physical  therapist 


nurse’s  aide 
clerk 

science  writer  or  editor 

indexer 

translator 

library  researcher 

transcriber 

medical  convention  worker 


We  can  supply  you  with  highly  qualified  help  for 
one  day  a week  or  five , on  a short  term  or  long  term  basis. 

Call  now:  212-751-1053 

MED-ASSIST,  INC.  909  Third  Avenue,  New  York,  New  York  10022 


So  through  this 
everyday? 

I just  can’t. 

At  best,  convalescence  is  a trying  time.  To  an  anxious 
patient,  a protracted  recovery  period  following  medical  or 
surgical  procedures  can  be  one  of  torment  and  frustration. 
And  symptoms  of  anxiety  — insomnia,  lack  of  cooperation, 
even  hostility  — may  actually  impede  the  healing  process. 

Physicians  for  almost  1 5 years  have  incorporated  Equanil 
(meprobamate)  Wyeth  into  the  after-care  regimen  of  many 
patients.  By  helping  relieve  anxiety  and  tension,  Equanil 
can  improve  the  patient’s  outlook.  And,  by  extension, 

benefit  him  physically. 


T-i  #i® 

Lquaml 

(meprobamate) 


dermatitis  following  intermittent  use  of  meprobamate 
with  prednisolone  has  been  reported  If  allergic  reactioi 
occurs  meprobamate  should  be  stopped  and  not  re- 
instituted  Severe  reactions,  observed  very  rarely,  mclui 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  ( 1 case)  and  hyperthermia  Trea 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone  Aplastic  anemia  ( 1 fatal  case), 
thrombocytopenic  purpura  agranulocytosis  and  hemo 
lytic  anemia  have  occurred  rarely  almost  always  in 
presence  of  known  toxic  agents  A few  cases  of  leukoper 
usually  transient,  have  been  reported  on  continuous 
administration 


Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit 
mal  Extremely  large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern  Impairment  of  accommoc 
tion  and  visual  acuity  has  been  reported  rarely  After 
excessive  dosage  for  weeks  or  months  withdraw  gradu. 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment 
symptoms  (insomnia,  severe  anxiety,  anorexia)  Abrupl 
discontinuance  of  excessive  doses  has  sometimes  resuli 
in  vomiting,  ataxia,  tremors,  muscle  twitching  and 
epileptiform  seizures  Prescribe  very  cautiously  and  in 
small  amounts  for  patients  with  suicidal  tendencies 
Suicidal  attempts  have  resulted  in  coma,  shock,  vaso- 
motor and  respiratory  collapse  and  anuna.  Excessive 
doses  have  resulted  in  prompt  sleep  reduction  of  blooc 
pressure,  pulse  and  respiratory  rates  to  basal  levels;  am 
occasionally  hyperventilation  Treat  with  immediate  gasti 
lavage  and  appropriate  symptomatic  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated  ) Doses 
above  2400  mg  /day  are  not  recommended 


Composition;  Tablets,  200  mg  and  400  mg  mepro- 
bamate Coated  Tablets,  WYSEALS®  EQUANIL  (meprc 
bamate)  400  mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack),  Wyeth.)  Continuous-Release 
Capsules.  EQUANIL  L-A  (meprobamate)  400  mg 


Wyeth  Laboratories  Philadelphia,  Pa. 


Indications:  For  use  in  management  of  anxiety  and  ten 
Sion  occurring  alone  or  as  accompanying  symptom  cc 
plex  to  medical  and  surgical  disorders  and  procedures 
Though  not  a hypnotic  fosters  normal  sleep  through 
antianxiety  and  related  muscle  relaxant  properties 

Contraindications:  History  of  sensitivity  to  meprobama 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed  especially  for  patients  prone  to 
overdose  themselves  Excessive  prolonged  use  has  be 
reported  lo  result  in  dependence  or  habituation  in  sus- 
ceptible persons,  as  alcoholics,  ex-addicts  and  other 
severe  psychoneurotics  After  prolonged  excessive  do 
age.  reduce  dosage  gradually  to  avoid  possibly  severe 
withdrawal  reactions  Abrupl  discontinuance  of  excess 
doses  has  sometimes  resulted  in  epileptiform  seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and  impairment 
of  fudgment  and  coordination 

Reduce  dose  if  drowsiness  ataxia  or  visual  disturbance 
occurs,  it  persistent,  patients  should  not  operate  vehicli 
or  dangerous  machinery 

Side  Effects  include  drowsiness,  usually  transient,  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS  stim 
lants  (amphetamine  mepheniermme  sulfate)  are  de- 
sirable Allergic  or  idiosyncratic  reactions  are  rare,  but 
such  reactions,  sometimes  severe,  can  develop  in  patie 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate  Previous  history  of  allergy 
may  or  may  not  be  related  lo  incidence  of  reactions  Mi 
reactions  are  characterized  by  itchy  urticarial  or  erythei 
tous  maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with  cu- 
taneous petechiae.  ecchymoses,  peripheral  edema  an< 
fever  have  been  reported  One  fatal  case  of  bullous 


Photo  professionally  posed 


Now 

available  for  your 

prescribing 

needs 


Cordran  Tape 

Flurandrenolidelape  ,4  P„  sq  , 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Editorials 


Encouraging  forecast  on  air  pollution 


The  automobile  industry  is  moving  rapidly 
to  lower  the  emission  of  hydrocarbons  from 
its  product. 

General  Motors  is  committed  “to  take  the 
automobile  out  of  the  smog  problem  alto- 
gether.” Hydrocarbon  exhaust  will  be  down 
23  per  cent  in  new  cars  this  year  in  Califor- 
nia and  nationwide  next  year. 

Schedules  promulgated  by  HEW  will  drop 
the  hydrocarbon  emission  from  motor  ve- 
hicles to  5 per  cent  by  1975. 

Emission  of  carbon  monoxide  by  next 
year’s  motors  will  be  one  third  as  much  as 
from  the  uncontrolled.  In  regard  to  nitro- 
gen oxides  the  Federal  standards  propose  to 
drop  this  by  1975  to  15  per  cent  of  present 
levels. 

Antipollutant  devices  for  1971  cars  will 
cost  as  little  as  $48.  per  vehicle. 

While  the  automobile  ranks  first  in  ton- 
nage of  emitted  pollutants  there  are  sig- 


Measles memorandum 

The  five-year  measles  immunization  pro- 
gram just  concluded  shows  its  effectiveness. 

The  number  of  measles  cases  reported 
during  this  period  dropped  from  181,289  to 
30,429.  This  prevention  of  150,000  cases  of 
measles  is  extrapolated  by  statisticians  into 
a saving  of  fifteen  lives,  the  prevention  of 
fifty  cases  of  mental  retardation,  the  saving 
of  8,565  hospital  days,  and  495,000  school 
days.  Savings  in  hospital  bills  and  lost  time 


nificant  dangers  from  sulphur  oxides  emit- 
ted by  the  burning  of  sulphur-containing 
fuel.  An  unusual  weather  pattern  with  per- 
sistent inversion  poses  a serious  problem. 
New  York  City  itself  barely  escaped  another 
Donora  in  November,  1966. 

Changes  in  the  City  code  since  that  time 
have  reduced  the  sulphur  oxide  to  less  than 
half  and  further  tightening  will  reduce  this 
in  1971  to  0.37  per  cent.  This  restriction 
will  have  economic  consequences  in  increased 
cost  of  fuel.  Four  stack  control  processes 
are  now  in  commercial  application. 

It  is  estimated  that  the  use  of  these  de- 
vices on  coal  burning  electric  power  plants 
will  increase  the  cost  of  electricity  6 to  10 
per  cent — a reasonable  price  to  pay  for 
clean  air. 

Government  and  industry  are  now  seri- 
ously involved  in  antipollution  efforts — late, 
but  not  hopelessly  so. 


are  estimated  at  more  than  $7  million  dol- 
lars. 

Legislation  has  made  it  mandatory  in  this 
State  to  add  measles  immunization  to  polio- 
myelitis and  smallpox  immunization  for  all 
children  by  the  time  of  school  entering. 

No  child,  no  matter  what  his  circum- 
stances, must  be  without  this  protection. 

Our  profession  is  dedicated  to  the  ac- 
complishment of  this  goal. 
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MEMORANDUM 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE.  NEW  YORK,  N . Y.  10017  (212)986-5757 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen.,  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 


FROM:  DR„  FINEBERG,  DR„  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 


the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of-the-year  and  fiscal  summat  ins.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particular ly. important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  197 1^  issue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  1 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL,, 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by  members 
a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


15  issue 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 


THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


William  Hammond,  M,D„ 
Editor 


Executive  Vice-President 


1268  New  York  State  Journal  of  Medicine  / June  1,  1970 


WE  AIN’T 
OPT  NO  SUGAR. 


you  can  be  the  first 
tell  your  patients. 

If  your  patients  are  worried  about  calories, 
forget  it.  Our  new  sugar-free  No*Cal  has  even 
fewer  calories  ounce  for  ounce  than  black  coffee. 

So  start  your  patients  off  towards  being  a 
loser.  They’ll  love  it  with  the  new  No-Cal  Savers  in 
our  convenient  twist-off,  half-quart  bottles.  In 
many  of  the  flavors  they  love. 

Diabetics  can  also  enjoy  No-i 
just  tell  them  to  look  for 
that  sugar-free  label. 

NO  • CAL  is  a registered  trademark  of  the  NO  • CAL  Corp..  New  York,  N.Y,  11 206 


3 1 as  always— 


ATTENTION 

PROFESSIONAL 
TAX  ADVISORS 


If  you  are  seeking  special  situations  on 
behalf  of  your  clients  for  the  creation  and 
acquisition  of  tax  oriented  investments  in 
sophisticated  fields  such  as:  sea  farming, 
buffalo,  timber,  mining  etc.  . . 

it  would  be  wise  for  you  to  enlist  the  aid  of 

FIDUCIARY  CAPITAL  CORP. 

(a  public  company  OTC) 

375  Park  Avenue  New  York,  N.  Y.  10022 

■ 212  355-5601 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirf  300 


Effectiveness  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  momlia)  in  the 

intestinal  tract. 

Contraindication  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning.  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 

intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation  I 
of  treatment. 

Side  Effects  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare)  Kidney-rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


I)  I FDFRI  F I ARORATDRIFR  A Division  of  American  Cvanamiri  Comnanv  Pearl  River.  New  York 
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Home  Rehabilitation  for 
Pulmonary  Emphysema 

Device  for  Delivering  Oxygen 
During  Inspiratory  Cycle 

ALVAN  L.  BARACH.  M.D. 

New  York  City 

Consultant  in  Medicine,  The  Presbyterian  Hospital 

/\  home  program  has  been  designed  to  en- 
hance the  capacity  for  physical  exertion  in 
patients  with  chronic  obstructive  lung  dis- 
ease. This  regimen  requires  forty-five 
minutes  to  one  hour  twice  a day  for  the 
cooperative  subject.  It  may  be  learned  in 
the  physician’s  office,  provided  sufficient 
time  is  allotted  for  personal  instruction  in 
breathing  training  and  inhalation  of  oxy- 
gen during  exercise.  Rehabilitation  ther- 
apy is  applicable  to  breathless  subjects 
with  any  variety  of  obstructive  pulmonary 
disease,  more  emphasis  being  accorded  nat- 
urally to  bronchial  drainage  in  those  with 
bronchitic  disease. 

A sensing  device  which  automatically  lim- 
its oxygen  flow  to  inspiration  and  a manu- 
ally operated  valve  have  been  developed  to 
prolong  the  use  of  portable  cylinders  as  well 
as  to  reduce  substantially  the  cost  of  oxygen 
therapy.  In  addition,  brief  case  histories  of 
the  effects  of  rehabilitation  are  included. 

The  use  of  supplemental  oxygen  in  exer- 
cise training  was  described  in  1968  as  being 
“surely  the  most  significant  part  of  any 
physical  rehabilitation  program  for  these 
patients.”1  In  1956  the  writer2  stated  that 
quantitative  tests  of  cardiac  and  pulmonary 
function  were  not  available  to  support  the 


clinical  impression  that  oxygen-supported 
exercise  enhanced  the  capacity  for  physical 
exertion,  except  for  the  observations  that 
the  pulse  rate  was  lower  and  shortness  of 
breath  less  after  two  weeks’  training. 

The  methods  in  use  in  our  clinic  at  that 
time  included:  (1)  a 244-cubic-inch  high- 

pressure  oxygen  cylinder  with  regulator 
and  50  feet  of  rubber  tubing  connected  with 
a nasal  cannula  so  that  the  patient  could 
walk  back  and  forth  from  the  tank  while 
inhaling  oxygen  at  6 to  8 L.  per  minute;  (2) 
the  same  flow  of  oxygen  was  used  with  a 
portable  oxygen  cylinder  containing  180  to 
200  L.  of  oxygen,  these  devices  being  sus- 
pended from  the  shoulder;  and  (3)  a cylin- 
der containing  300  L.  of  oxygen  on  a small 
truck  which  the  patient  pushed  along  the 
hospital  corridor. 

In  1952,  when  oxygen  inhalation  during 
graded  exercise  was  added  to  a diaphrag- 
matic training  regimen,  it  was  soon  evident 
that  increased  exercise  capacity  could  not 
be  measured  by  the  forced  vital  capacity  or 
other  tests  of  obstruction  to  air  flow  in 
expiration.  The  pulse  rate  and  the  minute 
ventilation  were  considered  more  likely  to 
manifest  improvement. 

In  recent  years  more  complex  physiologic 
studies  of  cardiorespiratory  function  have 
revealed  the  benefits  of  physical  training 
and  the  advantages  of  oxygen  inhalation.3-6 

Breathing  exercises  have  little  or  no  value 
unless  diaphragmatic  excursion  is  main- 
tained during  exertion.  Many  patients  who 
learn  to  contract  the  abdominal  muscles  dur- 
ing expiration  at  rest  generally  resort  to 
upper-costal  accessory  muscle  respiration 
under  the  stress  of  exercise.  However, 
when  breathing  training  results  in  a main- 
tained, effortless  diaphragmatic  movement, 
dyspnea  is  apt  to  be  ameliorated,  and,  when 
combined  with  oxygen  inhalation  during  ex- 
ercise, marked  improvement  of  the  capacity 
for  physical  exertion  has  been  noted  in  indi- 
vidual patients.  These  results  from  several 
clinics,  as  well  as  our  own  guide  to  re- 
habilitation, have  recently  been  described.8 
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Inhalation  of  bronchodilator  aerosols 

Since  the  value  of  bronchodilation  is 
largely  limited  to  those  patients  who  have 
an  associated  chronic  bronchitis  or  bronchial 
asthma,  inhalation  of  bronchodilator  aero- 
sols is  generally  employed  in  these  patients 
prior  to  exercise.  In  the  group  of  cases 
characterized  by  widespread  atrophy  of  the 
alveoli  or  panlobular  emphysema,  broncho- 
spasm  is  not  present;  adrenergic  aerosols 
are  not  employed  and  may  indeed  be  harm- 
ful. 

The  hand-bulb  nebulizer  is  used  rather 
than  any  of  the  pressurized  cartridges;  the 
bulb  is  squeezed  vigorously  twice  during  a 
deep  inspiration;  the  patient  holds  his 
breath  until  he  counts  three  and  then  ex- 
hales. With  the  de  Vilbis  and  the  racemic 
epinephrine  (Vaponefrin)  nebulizers, 
whether  plastic  or  glass,  the  cork  that  cov- 
ers the  carburetor  opening  is  not  removed 
to  produce  a fine  particle-size  mist.  If  the 
mist  cannot  be  plainly  observed  under  a 
lighted  lamp,  a power  source  such  as  oxy- 
gen or  a pump  is  employed.  When  the  car- 
buretor cork  is  removed,  the  deposition  of 
large  droplets  may  produce  congestion  and 
edema  of  the  mucous  membrane  of  the 
bronchi.  Six  to  eight  inhalations  are  gen- 
erally prescribed  for  patients  with  bronchi- 
tis or  asthma  before  breakfast,  in  the  late 
afternoon,  and  in  the  evening.  Although 
many  clinicians  use  0.5  per  cent  isoproter- 
enol (Isuprel),  the  writer  prefers  racemic 
epinephrine  or  racemic  epinephrine  with 
atropine  (Dylephrin).  The  latter  solution 
containing  atropine  is  not  used  in  cases  of 
glaucoma. 

Recent  evidence  indicates  that  adrenergic 
aerosols,  including  isoproterenol  especially 
but  also  epinephrine,  may  induce  and  main- 
tain an  intractable  asthmatic  state  of  such 
severity  as  to  require  hospitalization.  Ex- 
cessive use  has  been  associated  with  a wors- 
ening of  the  asthmatic  state,  which  was  re- 
lieved by  discontinuance  of  this  medication, 
but  subsequent  challenge  with  aerosols  of 
isoproterenol  precipitated  severe  protracted 
airway  obstruction.7  Pressurized  car- 
tridges of  isoproterenol  are  dangerous  to 
subjects  who  are  apt  to  use  them  excessively, 
inducing,  in  the  writer’s  experience  as  well, 
such  alarming  dyspnea  and  tachycardia  as  to 
require  emergency  hospitalization. 

Although  no  bronchodilator  may  be  free 


from  risk,  the  writer  believes  that  a fine 
particle-size  mist  is  safer,  since  an  irritant 
effect  on  the  bronchial  mucous  membrane  is 
less  apt  to  take  place.  The  entire  concept  of 
bronchodilator  aerosol  therapy  merits  addi- 
tional study  for  its  possible  irritant  effects, 
including  the  administration  of  large 
amounts  of  adrenergic  medication  by  pumps, 
intermittent  breathing  apparatus,  and  oxy- 
gen cylinders.  Pressurized  cartridges  are 
not  used  in  our  practice. 

Manual  compression  of  the  upper  abdo- 
men is  employed  in  most  patients,  since  it 
may  aid  in  expelling  air  from  overdistended 
lungs  as  well  as  propel  mucus  into  the  larger 
respiratory  passageway.  The  palms  of 
the  hands  are  placed  on  the  upper  anterior 
and  lateral  surfaces  of  the  abdomen  and  are 
pressed  vigorously  inward  and  upward  ten 
times,  as  the  patient  exhales  slowly  with  his 
lips  slightly  pursed.  Beneficial  results  of 
this  maneuver  are  more  apt  to  be  manifest 
in  patients  who  are  short  of  breath  or  who 
have  retained  bronchial  secretions. 

An  abdominal  compressor  is  also  avail- 
able. It  consists  of  steel  bands  lined  with 
sponge  rubber,  with  steel  prongs  in  front 
which  can  be  brought  together  by  the  pa- 
tient himself.  Considerable  pressure  on  the 
abdomen  is  induced ; the  steel  extensions  are 
brought  together  forcibly  and  quickly  to 
increase  the  flow  rate  of  air  during  expira- 
tion.6 

Use  of  posture 

Most  patients  with  chronic  obstructive  1 
lung  disease  discover  that  they  are  more 
comfortable  while  leaning  forward  in  a 
chair  than  when  sitting  upright.  The  lean- 
ing-forward posture  is  naturally  made  use 
of  during  exercise  if  diaphragmatic  func- 
tion cannot  be  maintained  while  walking 
in  the  ordinary  erect  position.  In  the 
erect  standing  posture,  the  weight  of  the 
abdominal  organs  exert  a downward  pull  on 
the  diaphragm  which  impairs  its  ascent 
during  expiration.  The  lungs  of  the  pa- 
tient with  pulmonary  emphysema  have  lost 
their  elasticity  to  a variable  degree;  their 
recoil  is  thus  less  effective.  Leaning  for- 
ward in  the  sitting  and  standing  positions  i 
thus  facilitates  diaphragmatic  breathing. 
The  patient  is  instructed  to  observe  the 
protrusion  of  the  abdomen  during  inspira- 
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tion  as  well  as  the  cessation  of  the  burden- 
some contractions  of  the  neck  and  shoulder 
muscles  that  ordinarily  take  place  when 
he  stands  erect.  In  the  latter  position,  the 
increased  tension  in  the  abdominal  wall 
further  handicaps  inspiratory  descent  of 
the  diaphragm. 

Diaphragmatic  respiration 

The  use  of  the  accessory  muscles  of 
breathing,  including  especially  those  in  the 
neck,  is  characteristic  of  untrained  patients 
with  chronic  obstructive  lung  disease  dur- 
ing exertion.  Patients  have  been  observed 
in  whom  the  clavicle  and  the  shoulder  gir- 
dle are  elevated  2 inches  during  inspira- 
tion. This  kind  of  respiration  is  manifestly 
expensive  in  terms  of  energy  and  increases 
the  ventilation  to  a point  at  which  dyspnea 
is  more  apt  to  take  place. 

All  patients  are  therefore  trained  to  de- 
velop a spontaneous,  effortless  form  of  dia- 
phragmatic breathing.  Pursed-lip  breath- 
ing and  conscious  expiratory  contractions 
of  the  abdominal  muscles  during  expiration 
are  no  longer  used  as  training  procedures. 
The  patient  in  our  program  under  no  cir- 
cumstances employs  a consciously  directed 
effort  to  initiate  diaphragmatic  breathing. 
He  is  instructed  to  carry  out  the  procedures 
that  result  in  diaphragmatic  breathing  but 
without  conscious  attempts  to  move  the 
diaphragm. 

In  our  early  studies  the  head-down  posi- 
tion was  employed  in  which  the  weight  of 
the  viscera  pushed  the  diaphragm  upward; 
the  bellows  function  of  the  diaphragm  was 
then  restored,  since  it  was  able  to  contract 
during  inspiration.  A weight  on  the  ab- 
domen, such  as  15  pounds  in  a pad  that 
more  or  less  follows  the  contour  of  the  soft 
part  of  the  abdomen,  was  adopted  as  a 
simpler  procedure.  This  is  applied  in  the 
supine  position  for  half  an  hour  twice  a 
day  and  precedes  the  walking  exercise.  The 
weight  of  the  abdominal  pad  is  increased 
over  a period  of  a year  from  25  to  30  pounds 
for  women  and  35  to  45  pounds  for  men. 

In  our  patients  with  chronic  obstructive 
lung  disease,  diaphragmatic  breathing,  as 
induced  by  the  head-down  position,  has  con- 
sistently resulted  in  an  average  decrease  in 
the  minute  volume  of  breathing  of  20  to  25 
per  cent,  without  any  change  in  the  arterial 


oxygen  saturation,  the  carbon  dioxide  con- 
tent, or  pH.  This  observation  suggested 
that  a more  efficient  alveolar  aeration  had 
been  achieved,  since  the  diffusion  of  the 
blood  gases  was  maintained  at  a smaller 
unit  ventilation.  Among  the  factors  re- 
sponsible for  the  beneficial  effect  of  dia- 
phragmatic breathing  are;  (1)  the  delivery 
of  air  to  better  functioning  parts  of  the 
lungs,  especially  in  patients  whose  disease 
is  in  the  upper  lobes  of  the  lungs;  and  (2) 
decrease  in  the  functional  residual  capac- 
ity, induced  by  the  application  of  either 
a weight  on  the  abdomen,  the  head-down 
position,  or  an  emphysema  belt  or  similar 
elastic  support.  The  decreased  functional 
residual  capacity  represented  a decrease 
in  functional  or  physiologic  dead  space.6 

In  some  patients  the  diaphragm  has  pre- 
sumably atrophied  to  such  an  extent  as  to 
be  unable  to  contract  against  an  added 
weight  of  15  pounds,  and  10  pounds  may  be 
used  for  the  first  two  or  three  weeks  or 
more  until  diaphragmatic  breathing  takes 
place  readily  with  a larger  weight.  The 
development  of  the  muscle  of  the  diaphragm 
makes  possible  a more  efficient  use  of  ab- 
dominal supports. 

The  Barach-Gordon  emphysema  belt  has 
long  been  employed  to  raise  the  level  of 
the  diaphragm.  It  is  applied  to  the  ab- 
domen below  the  umbilicus  and  strapped 
into  place,  the  tightness  of  this  application 
depending  on  the  ability  of  the  diaphragm 
to  contract  against  it.* 

Instead  of  this  belt,  which  has  a rigid 
pad  in  front,  an  elastic  girdle  may  be  em- 
ployed. Girdles  available  for  women  cover 
the  lower  half  of  the  abdomen ; girdles  avail- 
able for  men  exert  a variable  pressure  over 
the  entire  abdomen.  Stretched  during  in- 
spiration, the  elastic  tissue  exerts  pressure 
during  expiration,  aiding  ascent  of  the  dia- 
phragm. A self-fastening  Velcro  belt  has 
been  employed  over  the  lower  abdomen. 
These  belts  are  elastic  and  5 inches  in  width ; 
the  patient  simply  pulls  one  edge  over  the 
other  to  accomplish  closure.  Because  of 
their  elasticity,  they  facilitate  to  a variable 
extent  diaphragmatic  respiration  during  ex- 
ertion. 

They  tend  to  wrinkle  and  are  not  easy  to 
keep  in  place  but  have  been  found  useful  in 

* Manufacturer,  Spencer/Medical,  New  Haven,  Con- 
necticut. 


June  1, 1970  / New  York  State  Journal  of  Medicine 


1273 


over  50  patients  with  pulmonary  emphy- 
sema.* 

A hyperventilation  syndrome  of  varying 
degree  occurs  in  approximately  15  per  cent 
of  patients  with  chronic  obstructive  lung 
disease.  The  development  of  diaphragmatic 
respiration  is  especially  important  for  these 
cases  since  hyperventilation  does  not  take 
place  with  exclusive  use  of  the  diaphragm 
as  a bellows. 

Oxygen-supported  exercise 

Although  patients  with  chronic  obstruc- 
tive lung  disease  are  encouraged  to  increase 
their  walking  distance  in  an  air  atmosphere, 
provided  they  do  not  pant  for  breath,  in- 
dividuals who  become  breathless  on  slight 
exertion  are  more  apt  to  develop  a useful 
athletic  training  process  by  first  exercising 
while  inhaling  oxygen.  These  patients  are 
manifestly  able  to  walk  during  the  inhala- 
tion of  oxygen  in  a manner  not  possible  in 
an  air  atmosphere.  In  fact,  it  is  because 
of  their  difficult  breathing  during  exer- 
tion that  many  of  them  become  progres- 
sively incapacitated  not  only  because  of  im- 
pairment of  gas  diffusion  within  the  lungs 
but  also  because  of  atrophy  of  the  volun- 
tary muscles  and  the  muscles  of  breathing. 

Although  a few  patients  use  our  Venturi 
mask  at  a flow  of  6 L.  of  oxygen  per  minute, 
the  majority  prefer  a nasal  cannula  at  the 
same  flow7.  The  patient  begins  by  walking 
50  or  100  steps.  He  is  often  encouraged  to 
lean  slightly  forwrard.  Although  the  ex- 
tent of  the  walking  distance  depends  on 
the  individual  case,  the  distance  is  increased 
gradually  day  by  day,  or  every  other  day, 
to  approximately  700  to  1,000  steps  twice 
a day  or  in  some  instances  three  times  a 
day.  When  the  patient  is  able  to  walk  500 
steps  with  only  slight  shortness  of  breath, 
he  is  encouraged  to  walk  up  one  flight  of 
stairs.  Walking  should  be  undertaken  so 
that  the  breathing  is  accelerated  but  never 
to  the  point  at  which  the  patient  is  stimu- 
lated to  use  the  accessory  muscles  of  the 
neck  and  upper  thorax. 

In  subjects  in  whom  considerable  atrophy 
of  the  leg  muscles  is  evident,  the  walking 
exercise  includes,  from  time  to  time,  raising 

* Professional  Disposable  Products,  Inc.,  22-28  South 
Sixth  Avenue,  Mt.  Vemon,  New  York.  A stronger  Velcro 
belt,  5 to  10  inches  in  width,  is  made  by  the  Falk  Surgical 
Co.,  1439  Third  Avenue,  New  York,  New  York. 


the  legs  upward  to  develop  the  muscles  of 
the  thigh. 

Technics  of  oxygen-supported  exercise 

A brief  appraisal  of  the  methods  of  ad- 
ministering oxygen  in  a graded  exercise 
training  program  is  presented.  The  sim- 
plest, effective  technic  is  that  of  providing 
a 240-cubic-foot  cylinder  with  connecting 
rubber  or,  preferably,  plastic  tubing  of  50 
to  100  feetT  The  patient  is  instructed 
merely  to  turn  the  regulator  to  6 L.  per 
minute  at  the  start  of  walking  and  to  turn 
it  off  three  minutes  after  the  exercise  is 
concluded. 

There  is  no  disadvantage  to  this  method, 
except  perhaps  for  the  boredom  of  walking 
to  and  from  the  tank. 

Portable  oxygen  cylinders,  reported  by 
Cotes  and  Gilson3  in  England  and  by  the 
author  in  1956, 2 have  been  in  use  for  the 
past  fourteen  years.  Despite  warnings  of 
the  hazard  of  transfilling  a small  cylinder 
from  a larger  one,  no  accident  of  any  kind 
has  been  reported  in  patients  who  have 
used  these  cylinders  for  exercise  at  home 
or  on  the  street.**  Each  patient  is  in- 
structed by  the  physician  not  to  instill  oil 
into  the  refilling  orifice. 

The  small  cylinders  in  use  in  our  clinic 
contain  75  and  180  L.  of  oxygen.  The  re- 
filling orifice  is  0.003  square  inch,  sufficiently 
small  to  prevent  any  projectile  effect  if  a 
break  in  the  connection  between  the  cylinder 
and  the  large  tank  were  to  take  place.*' 
A more  economical  use  of  oxygen  is  achieved 
when  two  cylinders  are  connected  with  a 
manifold  to  the  refilling  device. 

A still  further  economy  is  achieved  by 
use  of  a manually  operated  on-and-off  valve 
attached  to  the  portable  cylinder  which  is 
turned  on  to  deliver  oxygen  during  inspira- 
tion only.  In  this  way,  a 180-L.  cylinder 
lasts  for  an  hour  and  a half  or  nine  periods 
of  ten-minute  exercise.  When  a patient  is 
away  for  the  weekend,  the  on-and-off  switch 

t The  Argyle  (Ar-525)  universal  oxygen  tubing,  made 
by  the  Aloe  Company,  St.  Louis,  Missouri  63103. 

**  J.  E.  Cotes,  M.D.,  has  written  me  (July,  1969)  that  no 
accident  of  any  kind  has  occurred  in  the  use  or  transfilling 
of  the  portable  oxygen  cylinders  used  for  physical  training 
during  the  same  period.0 

tt  J.  H.  Emerson,  Cambridge,  Massachusetts.  Apparatus 
for  oxygen-supported  exercise  are  also  manufactured  by 
Metro-Hospital  Supply,  Inc.,  Roselle  Park,  New  Jersey. 
The  writer,  in  cooperation  with  the  latter  company,  has 
developed  a room  air-filtering  unit  that  removes  pollen, 
dust,  and  air  pollutants. 
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FIGURE  1.  (Left)  Diaphragm  sensing  device  for  delivery  of  oxygen  during  inspiration.  (Right)  (A) 
Plastic  tube  to  sensing  device.  (B)  Diaphragm  sensing  device.  (C)  Plastic  oxygen  inlet  tube  to  can- 
nula. (D)  On-and-off  automatic  valve.  (E)  Pressure-reducing  regulator.  (F)  Refilling  orifice.  (G) 
75-liter  oxygen  cylinder. 


may  be  used  to  provide  a long  period  of 
employment  without  refilling. 

An  apparatus  for  automatic  delivery  of 
oxygen  during  inspiration  utilizes  the  drop 
in  pressure  in  the  nose  during  inspiration 
to  operate  a diaphragm  which  permits  the 
inlet  of  oxygen  (Fig.  1).  The  orifice  of 
the  nasal  cannula  is  enlarged  to  transmit 
the  inspiratory  drop  in  pressure  to  the  dia- 
phragm. One  cannula  opening  is  used  for 
the  sensing  device  and  the  other  to  deliver 
oxygen  to  the  nares.  Thus  the  inlet  of 
oxygen  into  the  nose  is  comfortable  because 
of  the  large  diameter  of  the  cannula;  the 
decrease  in  pressure  during  inspiration  is 
also  not  obscured  by  incoming  oxygen  on 
the  side  used  as  a sensing  device.  The 
latter  can  be  set  to  respond  to  small  changes 
in  inspiratory  flow.* 

* Metro-Hospital  Supply,  Inc.,  Roselle  Park,  New  Jersey, 
supplies  this  device,  a manual  switch,  and  an  oxygen 


Some  criticism  made  against  the  use  of 
oxygen  at  home  includes  its  expense;  this 
can  now  be  made  minimal.  Our  oxygen 
exercise  period  is  generally  ten  minutes; 
with  the  employment  of  the  large  tank,  100 
ten-minute  periods  would  be  available;  and 
if  a manual  valve  or  a device  for  automatic 
delivery  of  oxygen  during  inspiration  is 
employed,  300  exercise  periods  of  ten  min- 
utes each  would  be  provided  from  a 244- 
cubic-foot  cylinder. 

The  Oxygen  Cane1"  is  also  employed  for 
exercise  out  of  doors.  It  holds  60  L.  of 
oxygen  and  is  refillable  from  the  large  cyl- 
inder. It  operates  by  a push  button,  pro- 

cylinder.  The  Tiny  Switch,  or  Air  Switch,  Model  23NC, 
obtained  from  the  Compressed  Air  Service  Company,  Day- 
ton,  Ohio,  requires  manual  operation  both  in  inspiration 
and  expiration. 

t Inhalational  Equipment  Company,  1871  Second  Ave- 
nue, New  York,  New  York;  or  J.  H.  Emerson,  Cambridge, 
Massachusetts. 
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viding  a flow  of  6 L.  per  minute  of  oxygen 
during  inspiration.  This  device  is  con- 
venient for  intermittent  use  on  expeditions 
that  might  require  oxygen  for  shortness  of 
breath,  for  example,  on  train  trips  or  on 
the  golf  course. 

Pocket  oxygen  apparatus  are  also  avail- 
able, including  the  Oxy-Hale  manufactured 
in  the  United  States,*  or  the  Oxy-Master 
made  in  England.t  These  devices  provide 
one  to  three  minutes  of  40  per  cent  oxygen 
and  are  operated  by  a valve  which  is  opened 
during  inspiration.  The  small  disposable 
oxygen  cartridges  are  relatively  expensive, 
but  many  patients  have  found  their  use 
of  value  on  airplane  trips,  going  to  the 
movies,  and  also  for  reassurance  as  a pro- 
tective remedy  for  unexpected  breathless- 
ness. 

Some  of  the  physiologic  studies  by  which 
the  development  of  an  athletic  training 
process  was  demonstrated  in  patients  with 
pulmonary  emphysema  were  carried  out 
with  a portable  liquid  oxygen  container. 
This  apparatus  was  generally  supplied  to 
the  hospital  without  charge.  However,  the 
expense  of  liquid  oxygen  for  home  rehabili- 
tation is  far  higher  than  that  of  the  port- 
able gas  oxygen  cylinders  described  previ- 
ously. The  liquid  oxygen  container  is  re- 
filled from  a larger  one.  Due  to  the  need 
for  constant  leakage  of  oxygen,  the  port- 
able liquid  oxygen  cylinder  is  more  than  half 
empty  after  four  days,  whether  or  not  it  is 
used. 

Comment 

Adverse  criticism  of  the  use  of  oxygen 
in  recent  years  has  been  stilled  as  a result 
of  its  beneficial  effect  in  the  rehabilitation 
of  individual  subjects  with  pulmonary  em- 
physema, as  well  as  its  therapeutic  effect 
in  cor  pulmonale.  Occasionally  the  query 
is  posed:  Does  graded  exercise  prolong 

life?  Our  presentation  does  not  include 
data  on  this  question.  Restoration  of  dia- 
phragmatic function  and  oxygen-supported 
graded  exercise  has  been  under  continuous 
study  in  chronic  obstructive  lung  disease 
since  it  was  originally  reported  in  1952. 8 
Nevertheless,  a statistical  report  is  not  pos- 

* J.  H.  Emerson,  Cambridge,  Massachusetts. 

t British  Oxygen  Company,  Ltd.,  London,  W.  I.,  Eng- 
land. The  English  pocket  oxygen  device,  very  simple  to 
operate,  may  soon  he  available  in  the  United  States. 


sible.  The  varying  nature  of  the  disease 
process,  the  period  of  onset  of  therapy,  and 
the  use  of  very  simple  tests  of  pulmonary 
function,  as  well  as  an  inadequate  follow-up 
of  the  patients  who  adhered  to  the  program 
do  not  justify  a statistical  evaluation  of  our 
results.  Recent  investigators  who  have 
described  the  alterations  in  gas  exchange 
and  the  functional  improvement  induced  by 
physical  training  and  oxygen  inhalation  are 
now  in  a position  to  carry  out  prospective 
studies  of  this  kind.9-11 

Brief  case  histories  provide  examples  of 
favorable  responses  to  treatment.  In  other 
patients,  however,  no  significant  benefit  was 
observed  because  of  a variety  of  factors,  in- 
cluding far-advanced  disease  and  the  pa- 
tient’s inability  to  carry  out  the  program. 
Our  own  errors  in  guidance  were  responsi- 
ble for  some  failures.  For  example,  we 
did  not  always  make  sure  that  exercise 
was  carried  out  to  the  point  of  slight-to- 
moderate  shortness  of  breath.  Physical 
stress  is  required  to  increase  cardiorespira- 
tory efficiency.  A pastoral  stroll  on  the 
street  or  walking  slowly  at  home  without 
noticeable  increases  in  the  respiratory  and 
cardiac  rates  is  not  apt  to  result  in  enhanced 
capacity  for  physical  exertion.  When  exer- 
cise does  induce  breathlessness,  a full  flow 
of  oxygen  should  be  maintained  (6  L.  per 
minute)  and  continued  for  three  or  four 
minutes  at  rest  or  until  breathlessness  is  no 
longer  present. 

Exercise  in  an  air  atmosphere  may  be  fol- 
lowed in  severe  cases  by  the  sudden  onset  of 
irregular  heart  action,  excessive  dyspnea, 
persistent  tachycardia,  and,  when  continued, 
edema  of  the  extremities.  When  arterial 
oxygen  unsaturation  develops  during  exer- 
cise, patients  are  naturally  apt  to  experience 
the  consequences  of  hypoxia  on  pulmonary 
artery  pressure.  When  the  exercise  train- 
ing period  is  first  carried  out  during  inhala- 
tion of  oxygen,  the  subsequent  period  of 
exercise  in  the  air  is  better  tolerated.  Not 
all  patients  require  oxygen  inhalation  dur- 
ing graded  exercise.  In  some,  even  those 
who  are  more  comfortable  when  breathing 
oxygen  during  stair  walking,  restoration  of 
diaphragmatic  function  is  sufficient  to  in- 
duce a progressive  increase  in  walking  abil- 
ity. 

Thus,  physical  training  may  be  accom- 
plished during  inhalation  of  oxygen  and 
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while  breathing  in  an  air  atmosphere,  the 
selection  of  treatment  generally  being  de- 
pendent on  the  severity  of  the  disease. 

Finally,  the  most  difficult  of  the  challenges 
created  by  innovation  is  that  which  resides 
in  the  attitude  of  the  physician.  Scientific 
skepticism  must  be  weighed  against  the  pa- 
tient’s response  to  encouragement  as  the  in- 
struction program  gets  under  way.  In  my 
own  practice,  the  shortness  of  breath  mani- 
fested by  the  patient  on  walking  stairs  is 
compared  to  that  which  follows  the  same 
exercise  when  he  inhales  oxygen.  My  san- 
guine temperament  has  been  responsible  for 
a therapeutic  optimism,  which  must  also 
take  the  responsibility  for  my  present  in- 
ability to  present  a controlled  series  of  cases 
not  treated  by  this  regimen.  However,  the 
practitioner  of  medicine  need  not  make  a 
research  study  of  each  patient.  Fortu- 
nately, the  investigators  here  referred  to 
have  carried  out  physiologic  studies  that 
have  objectively  confirmed  the  thesis  that 
improvement  in  exercise  capacity  can  be 
secured  in  some  cases  of  chronic  obstructive 
lung  disease. 

The  ultimate  concern  of  rehabilitation  is 
a prescription  for  a state  of  mind  as  well 
as  a condition  of  the  body,  in  my  opinion, 
illuminated  once  and  for  all  by  the  words 
of  Thomas  Carlyle:  “The  tragedy  of  life 

is  not  so  much  what  men  suffer,  but  rather 
what  they  miss.” 

Brief  case  histories  of  patients  in  whom 
rehabilitation  therapy  resulted  in  clinical 
improvement  are  presented  as  follows: 

Case  reports 

Case  1.  The  present  illness  in  a male,  forty- 
six  years  of  age,  began  one  year  before  the 
initial  visit  with  cough,  shortness  of  breath, 
and  a slight  amount  of  mucus,  with  fatigue  and 
increased  dyspnea  after  walking  one  block 
noted  for  one  month.  He  had  smoked  three 
packs  of  cigarets  a day  for  twenty  years  but 
stopped  smoking  one  week  previous  to  the  first 
visit.  On  physical  examination,  the  lungs 
showed  distant  breath  sounds  over  the  upper 
half  of  both  lungs.  No  rales  were  present. 
The  blood  pressure  was  165/105  mm.  Hg. 

The  pulmonary  function  test  revealed  the  fol- 
lowing: FEVi  (one-second  forced  expiratory 

volume),  2.5  L. ; FVC  (forced  vital  capacity), 
4.3  L. ; FEVi:  FVC  (ratio  of  one-second  forced 
expiratory  volume  to  forced  vital  capacity),  58 
per  cent;  FVi  : predicted  FVi  (ratio  of  forced 
expiratory  volume  to  predicted  forced  expira- 
tory volume),  73  per  cent;  and  VC  (vital  ca- 


pacity), 4.5  L.  The  minute  ventilation  was 
15  L.  per  minute.  A roentgenogram  revealed 
bullous  emphysema  of  upper  lung  fields,  more 
marked  on  the  right. 

The  treatment,  first  instituted  at  the  hos- 
pital, included  the  use  of  the  weighted  pad  on 
the  abdomen,  the  Gordon-Barach  emphysema 
belt,  walking  with  oxygen  increased  gradually 
to  0.5  mile  three  times  daily,  and,  after  eight 
days,  walking  three  flights  of  stairs  with  oxy- 
gen. An  antiasthmatic  tablet  (Dainite 
Night),  containing  aminophylline  (0.35  Gm.), 
was  given  on  retiring;  a nebulizer  with  racemic 
epinephrine  was  employed,  with  five  inhala- 
tions three  times  a day. 

This  regimen  was  carried  out  at  home,  and 
in  four  months  the  patient  was  walking  5 miles 
a day,  1 mile  without  oxygen  and  1.5  miles  with 
oxygen  morning  and  afternoon.  Inhalation  of 
oxygen  was  still  found  helpful  three  years  and 
eight  months  later  on  walking  uphill  but  not 
on  a level. 

Under  ordinary  circumstances  the  patient  is 
not  aware  of  shortness  of  breath.  An  exclu- 
sive form  of  diaphragmatic  breathing  has  de- 
veloped. but  he  still  uses  an  abdominal  weight 
of  35  pounds  for  one-half  hour  daily  and  the 
Gordon-Barach  emphysema  belt  most  of  the 
time.  He  takes  no  bronchodilator  medication 
except  when  he  has  a cold. 

The  pulmonary  function  test  results  have 
not  changed  except  for  a reduction  in  the  min- 
ute volume  from  15  to  7.9  L.  per  minute  (May 
8,  1969).  X-ray  films  of  the  lungs  have 
changed  little  from  September,  1966,  to  May, 
1969,  except  there  appears  to  be  some  increased 
compression  of  the  lung  markings  in  the  lower 
lobe  of  the  right  lung  and  a slight  to  moder- 
ate increase  in  size  of  the  bullous  area.  Fig- 
ure 2A  reveals  the  lungs  at  the  start  of  treat- 
ment September,  1966,  and  Figure  2B  at  the 
last  examination  May  8,  1969. 

This  patient  was  remarkable  in  that  he  likes 
walking  so  much  that  on  his  own  account  he 
increased  his  walking  exercise  to  2.5  miles  in 
the  morning  and  2.5  miles  in  the  afternoon. 
He  uses  a manual  switch  to  deliver  oxygen  dur- 
ing inspiration  during  part  of  each  walking 
session.  The  manual  switch  increases  the  du- 
ration of  use  of  the  cylinder  from  three  to  four 
times  that  used  with  continuous  oxygen  flow. 

The  importance  of  diaphragmatic  breathing 
in  his  case  was  readily  understood,  since  the 
disease  was  in  the  upper  lobes  of  the  lung, 
and  his  previous  breathing,  employing  the  up- 
per chest  muscles  of  the  neck  and  shoulder,  re- 
sulted in  an  excessive  ventilation,  burdensome 
in  itself  and  inefficient,  partly  as  a result  of 
some  rebreathing  between  the  upper  and  lower 
lobes. 

Case  2.  A sixty-one-year-old  male  experi- 
enced shortness  of  breath  of  two  years’  dura- 
tion. He  stopped  smoking  when  the  diagnosis 
of  pulmonary  emphysema  was  made.  The  pa- 
tient had  very  little  cough,  mucus,  or  wheeze. 
However,  dyspnea  on  walking  one  block  or  up 
one  flight  of  stairs  became  more  pronounced. 
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FIGURE  2.  Case  1.  (A)  Roentgenogram  before  treatment,  September,  1966.  (B)  Roentgenogram 

in  June,  1969. 


FIGURE  3.  Posteroanterior  roentgenograms.  (A)  Case  2.  Reveals  evidence  of  emphysema  of  upper 
lobes.  (B)  Case  3.  Lung  markings  diminished  but  better  preserved  than  in  Figure  2. 


Physical  examination  revealed  a man  who  was 
5 feet  11  inches  tall,  weighing  185  pounds.  The 
lungs  showed  distant  breath  sounds  over  both 
upper  lobes.  There  were  no  rales,  and  the  elec- 
trocardiogram revealed  nothing  abnormal. 

Results  of  the  pulmonary  function  test  are 
as  follows:  FEV,,  1.5  L.;  FVC,  2.7  L.;  FEV*: 
FVC,  50  per  cent;  and  FV,  : predicted  FVi, 
48  per  cent.  The  minute  ventilation  was  7.2  L. 


per  minute.  An  x-ray  film  revealed  bullous 
disease  in  both  upper  lobes  (Fig.  3A). 

The  patient  was  placed  on  a home  regimen, 
with  weighted  pad,  elastic  girdle  (Spencer), 
and  aminophylline  (0.2)  and  ephedrine  (0.015) 
tablets  on  arising  and  at  4:00  P.M.  Breathing 
training,  which  converted  upper  costal  to 
diaphragmatic  respiration,  resulted  in  marked 
improvement  in  four  months  in  walking  abil- 
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ity,  that  is,  there  was  no  dyspnea  on  walking 
five  blocks  on  the  level  and  much  less  dyspnea 
on  stairs. 

Cask  3.  A male,  aged  sixty-one  years,  ex- 
perienced dyspnea  on  exertion  eight  months 
before  when  emphysema  was  diagnosed.  He 
then  stopped  smoking.  The  patient  had  very 
little  mucus  and  no  wheeze.  A slight  cough 
was  present  but  less  since  he  stopped  smoking. 
Breathlessness  was  noted  especially  on  an  in- 
cline. He  was  overweight  (188  pounds). 
Treatment  at  home  included  breathing  training 
procedures,  as  in  Case  2.  Although  oxygen 
relieved  dyspnea  on  stairs  as  it  did  in  Case  2, 
oxygen  was  not  administered  during  exercise 
training,  but  increased  exercise  was  made 
possible  by  diaphragmatic  respiration.  A Gor- 
don-Barach  emphysema  belt  was  used  in  this 
patient  as  well  as  elastic  Velcro  belt. 

The  pulmonary  function  test  revealed  the 
following:  FEV„  2.6  L.;  FVC,  3.7  L„  FEV,: 
FVC,  70  per  cent;  FV,  : predicted  FV,,  90  per 
cent;  and  minute  ventilation,  7.5  L.  per  min- 
ute. A roentgenogram  revealed  decreased  lung 
markings  over  both  upper  lobes  (Fig.  3B). 
Evidence  pointed  to  slight  bullous  change  in 
upper  parts  of  the  lungs.  Relief  of  dyspnea 
provided  by  inhaling  oxygen  while  walking  up 
stairs  was  marked  on  the  first  visit  but  was 
just  noticeable  four  months  later. 

These  three  patients  appeared  to  benefit 
especially  from  restoration  of  diaphrag- 
matic function  because  the  lower  lobes  of 
the  lungs  were  relatively  intact.  With  up- 
per costal  and  neck  muscle  respiration,  the 
diseased  lungs  were  ventilated  at  the  ex- 
pense of  better-preserved  parenchyma  in  the 
lower  lobes.  No  change  in  the  expiratory 
flow  rates  took  place  as  a result  of  treatment 
in  any  of  the  3 patients.  The  minute  ven- 
tilation measured  in  Case  1 was  much  less 
three  years  later. 

Case  4.  In  1961  a male,  seventy  years  of 
age,  revealed  a history  of  shortness  of  breath 
on  exertion  for  five  years,  increasing  in  severity 
during  the  previous  six  months.  Walking  on  a 
level  for  one  to  two  blocks  provoked  difficulty 
in  breathing.  He  had  no  wheezing  and  almost 
no  cough  or  mucus.  He  had  stopped  smoking 
eighteen  years  before. 

Physical  examination  revealed  distant  breath 
sounds  over  the  lungs  with  no  rales.  The  pul- 
monary function  test  showed  the  following: 
FEV,,  1 L.;  FVC,  2.3  L.;  VC,  3.2  L.;  FV,  : 
FVC,  43  per  cent;  and  FEF  (fast  expiratory 
flow)  110  L.  per  minute.  An  x-ray  film  of  the 
lung  showed  increase  in  chest  diameter  and 
increased  radiability  of  the  lungs  more  marked 
on  the  left. 

The  patient  was  admitted  to  the  hospital, 
where  a program  of  breathing  training  and 
oxygen-supported  exercise  was  carried  out, 
with  the  additional  administration  of  an  amino- 


phylline  and  ephedrine  tablet  on  retiring  and 
aminophylline  (0.2)  on  arising.  The  nebu- 
lizer with  racemic  epinephrine,  five  inhalations 
three  times  daily,  was  used. 

This  patient  manifested  a marked  clinical  im- 
provement following  the  conscientious  use  of 
the  weighted  abdominal  pad,  an  emphysema 
belt,  and  daily  oxygen-supported  exercise. 

In  1967,  when  he  was  readmitted  to  the  hos- 
pital, the  minute  ventilation  was  8.8  L.  per 
minute;  a similar  observation  on  June  3,  1969, 
revealed  a minute  ventilation  of  7 L.  per  min- 
ute. At  this  time,  the  FEV,  increased  from 
1.35  to  1.5  L. ; the  FVC,  from  2.45  to  3.05  L. ; 
and  the  FEF,  from  125  to  225  L.  per  minute 
after  the  combined  use  of  an  inhalation  of 
racemic  epinephrine  and  ten  compressions  by 
the  abdominal  compressor.  The  roentgeno- 
gram of  the  lungs  revealed  a slight  increase 
in  radiability  but  not  a marked  change.  An- 
other test  of  pulmonary  function  revealed  a 
FV,  of  1.6  L.;  FVC,  3.1  L.;  FEV  : FVC,  51  per 
cent;  FEF,  110  L.  per  minute;  and  VC,  3.3 
L.  per  minute. 

During  the  last  admission  to  the  hospital 
in  June,  1969,  the  patient  walked  a half  mile 
twice  a day  without  oxygen  and  one  mile  with 
oxygen  without  shortness  of  breath.  He  is  an 
example  of  a conscientious  individual,  now 
seventy-eight  years  of  age,  who  has  maintained 
for  seven  and  a half  years  the  initial  improve- 
ment, both  clinically  and  in  respect  to  the 
pulmonary  function  tests  that  were  carried 
out. 

In  1967  the  minute  volume  was  measured 
with  the  patient  supine,  with  and  without  an 
abdominal  weighted  pad  of  15  pounds.  With 
the  pad  in  place  the  minute  ventilation  was 
8.8  L.,  and  when  the  pad  was  removed,  it  was 
10.1  L.  per  minute. 

Case  5.  In  1962  a sixty-two-year-old  male 
gave  a history  of  increased  shortness  of  breath, 
more  marked  during  the  previous  year.  He 
had  little  cough,  a small  amount  of  mucus  in 
the  morning,  and  no  wheezing.  He  stopped 
smoking  a year  before. 

Physical  examination  revealed  distant  breath 
sounds.  Blood  pressure  was  200/120,  subse- 
quently decreasing  to  195/100  mm.  Hg.  Pul- 
monary function  test  revealed  a minute  ven- 
tilation of  6.6  L.  per  minute;  FV,,  0.5  L.  per 
minute,  increasing  to  0.7  L.  after  inhalation 
of  a bronchodilator,  racemic  epinephrine.  The 
maximal  breathing  capacity  increased  from 
37  to  43  L.  per  minute  after  inhalation.  His 
height  was  168  cm.  and  he  weighed  135 
pounds.  X-ray  film  of  the  lungs  showed  in- 
creased radiability  consistent  with  chronic  ob- 
structive lung  disease. 

The  racemic  epinephrine  hand-bulb  nebu- 
lizer was  used,  five  inhalations  three  times 
daily;  aminophylline  (0.2  Gm.)  before  break- 
fast; and  an  antiasthmatic  tablet  on  retiring 
(aminophylline  0.35  Gm.).  Severe  coughing 
after  head  colds  almost  every  winter  was 
treated  with  50  mg.  of  meperidine  hydrochlo- 
ride (Demerol)  orally  four  times  daily  and  in- 
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halation  for  fifteen  minutes  of  propylene  gly- 
col three  times  daily.  The  full  rehabilitation 
program  included  the  use  of  the  weighted  ab- 
dominal pad,  one-half  hour  twice  daily,  and 
oxygen  inhalation  during  walking  exercise  ten 
minutes  twice  daily.  The  Gordon-Barach  em- 
physema belt  was  worn  throughout  the  day. 

Tests  made  the  following  year  revealed  an 
FVi  of  0.7  L.  per  minute;  FVi  predicted,  2.5  L. ; 
FEVi  : FEV0.5,  43  per  cent;  and  vital  capacity, 
2.2  L.  or  52  per  cent  of  normal.  Pulmonary 
ventilation  in  the  supine  position  was  8 L.  per 
minute;  with  a 20-pound  abdominal  weight, 
minute  ventilation  was  7.6  L.  per  minute.  The 
patient  maintained  a full  breathing  training 
and  oxygen  exercise  program  at  home  for  the 
next  six  and  one-half  years.  On  his  last  ad- 
mission in  June,  1969,  the  pulmonary  function 
test  revealed  no  change  in  expiratory  flow 
rates. 

This  patient  improved  as  a result  of  the  first 
course  of  treatment  and  appears  to  have  main- 
tained most  of  the  benefit  to  the  present  time. 
He  is  in  relatively  good  general  health;  his 
blood  pressure  is  still  180/100  mm.  Hg.  He 
works  three  hours  daily  and  is  able  to  walk  on 
a level  for  20  blocks  without  dyspnea.  He 
walks  at  a vigorous  pace  during  inhalation  of 
6 L.  of  oxygen  per  minute  for  ten  minutes  twice 
a day.  He  is  an  example  of  an  unusually  con- 
scientious individual  who  manifested  rather 
severe  obstruction  to  expiratory  air  flow,  but 
in  whom  no  deterioration  in  this  measurement 
took  place  over  a period  of  observation  from 
November,  1962,  to  June,  1969.  The  roent- 
genogram of  the  lungs  reveals  a moderate  in- 
crease in  radiability,  which  is  not,  however, 
reflected  in  his  clinical  condition,  except  for  the 
fact  that  he  tires  more  easily  and  works  less 
than  he  did.* 

Case  6.  The  patient,  a male,  aged  fifty- 
eight,  was  first  seen  in  October,  1964.  He  gave 
a history  of  asthma  as  a child  which  stopped  at 
age  eleven  and  then  recurred  occasionally  for 
twenty  years.  The  history  of  shortness  of 
breath  on  exertion  was  of  two  years’  duration ; 
during  the  previous  year  the  patient  was  un- 
able to  walk  one  block  without  shortness  of 
breath.  He  had  stopped  cigarets  fourteen 
years  before.  On  physical  examination  the 
breath  sounds  were  distant;  a few  fine,  sibilant 
rales  were  heard  in  the  lungs;  the  patient  was 
aware  of  an  occasional  wheeze  at  night  a couple 
of  times  a week.  He  had  been  treated  with 
inhalations  from  the  racemic  epinephrine  neb- 
ulizer. 

The  pulmonary  function  test  at  that  time 

* Space  does  not  permit  the  inclusion  of  episodes  of 
acute  respiratory  insufficiency  in  these  case  histories.  The 
management  consisted  in  the  main  of  regulated  oxygen 
therapy,  prednisone  in  a dosage  of  100  mg.  daily  for 
three  or  four  days,  cessation  of  all  aerosol  inhalations  in 
the  past  year,  and  substitution  of  injections  of  epinephrine 
(Adrenalin)  1:1,000  0.3  to  0.5  cc.  at  four-to  six-hour  in- 
tervals. Meperidine  hydrochloride  (50  mg.)  by  mouth  or 
by  hypodermic  injection,  was  administered  with  each  injec- 
tion of  epinephrine  without  other  sedation.  Antibiotic 
therapy  was  frequently  employed.  Intermittent  pressure 
breathing  and  respiratory  stimulants  were  not  used  in  any 
of  these  cases. 


was  as  follows:  FEV,  1.2  L. ; FVC,  2.25  L. ; 

FEVi  : predicted  FEVi,  33  per  cent;  FEVi  : 
FVC,  41  per  cent;  and  FEF,  78  L.  per  minute. 

In  a test  recorded  at  a cardiopulmonary 
laboratory  before  this  visit,  the  arterial  oxygen 
saturation  decreased  from  95  to  91  per  cent  on 
exercise.  This  patient  manifested  the  usual 
upper  costal  respiration  and  exaggerated  con- 
traction of  the  muscles  of  the  neck  on  walking 
up  one  flight  of  stairs  in  my  office. 

Treatment  consisted  mainly  of  training  in 
diaphragmatic  respiration,  which  the  patient 
learned  within  a period  of  several  weeks. 
From  then  on  diaphragmatic  breathing  was 
maintained,  even  after  exertion,  with  no  move- 
ment of  the  neck  or  shoulder  muscles.  The 
racemic  epinephrine  nebulizer  was  continued, 
and  the  aminophylline  day  and  night  tablets 
were  added. 

Although  inhalation  of  oxygen  while  walking 
up  stairs  markedly  decreased  shortness  of 
breath,  improvement  in  walking  ability  was  so 
marked  after  a period  of  four  months  that 
oxygen-supported  exercise  was  not  used.  From 
that  time  on  he  was  able  to  walk  30  blocks  with- 
out shortness  of  breath,  and  his  tolerance  for 
walking  up  stairs  was  markedly  enhanced. 
X-ray  films  showed  increased  radiability  of  the 
lungs,  consistent  with  diffuse  pulmonary  em- 
physema. 

In  May,  1969,  the  test  results  of  expiratory 
air  flow  were  unchanged.  The  volume  per 
minute  was  6.3  L.  This  patient  had  an  episode 
of  acute  failure  of  the  right  side  of  the  heart 
in  April,  1969,  following  airplane  travel,  during 
which  he  was  exposed  to  altitudes  of  35,000  to 
40,000  feet  for  periods  of  five  to  six  hours  on 
five  occasions  during  the  preceding  ten  days. 
The  clinical  examination  revealed  marked  en- 
largement of  the  liver  and  massive  edema  of 
the  legs  ud  to  the  knees.  Within  a period  of 
one  week  the  patient  was  completely  free  of  all 
signs  of  failure  of  the  right  side  of  the  heart. 
The  treatment  consisted  of  bed  rest,  continuous 
regulated  oxygen  inhalation,  and  the  adminis- 
tration of  50  mg.  of  hydrochlorothiazide  (Hy- 
drodiuril)  on  three  occasions.  The  hypoxia 
associated  with  high  altitudes  on  airplane 
travel,  equivalent  to  continuous  exposure  to 
altitudes  of  approximately  7,000  to  10,000  feet, 
for  hours  at  a time  is  considered  to  have  con- 
tributed to  the  onset  of  acute  cor  pulmonale. 
In  contemplated  travel  at  high  altitudes  he  will 
employ  the  Oxy-Hale  and  the  Oxy-Master 
portable  pocket  oxygen  equipment,  the  180-liter 
Oxy-N-Haler,  and  a connecting  device  to  the 
oxygen  cylinder  on  the  airplane,  to  be  used  with 
a nasal  cannula  at  a flow  of  2 L.  per  minute. 

The  restoration  of  diaphragmatic  function 
which  this  patient  developed  appeared  to  be  the 
main  factor  in  his  marked  improvement  in  the 
capacity  for  physical  exertion.  He  has  been 
under  close  observation  for  almost  five  years. 

The  enhancement  of  the  muscle  power  of  the 
diaphragm  was  accomplished  by  a 25-pound 
abdominal  pad  as  well  as  diaphragmatic  res- 
piration itself.  He  soon  became  aware  of  the 
inefficiency  of  upper-costal  and  neck-muscle 
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breathing.  He  walks  at  a vigorous  pace,  plays 
18  holes  of  golf,  and  is  no  longer  handicapped 
in  the  exercise  of  his  business  activities.  At  a 
hospital  where  his  pulmonary  function  was 
originally  studied,  the  treatment  outlined  con- 
sisted of  the  use  of  the  racemic  epinephrine 
nebulizer. 

Case  7.  In  1962  this  female  patient  was 
sixty  years  of  age.  Cough  and  mucopurulent 
mucus  were  present  for  fifteen  years  and  dysp- 
nea for  five  years.  At  that  time  she  was  in- 
capacitated and  unable  to  walk  100  steps  or 
one  flight  of  stairs  without  breathlessness. 
She  suffered  with  recurrent  fever  (101  to 
105  F.)  six  or  eight  times  yearly. 

Physical  examination  revealed  distant  breath 
sounds  and  moist  rales  in  the  right  lower  lobe. 
An  x-ray  film  showed  increased  radiability  with 
fibrotic  changes  in  the  right  lower  lobe.  The 
sedimentation  rate  was  40  mm.  per  hour.  Re- 
sults of  the  test  for  pulmonary  function  are  as 
follows:  FEV,,  1.5  L.:  FVC,‘ 2.6  L.;  ratio,  58 

per  cent;  and  FEF,  70  L.  per  minute.  This  test 
was  the  highest  recorded  of  three  tests  in  1962. 
The  diagnosis  was  pulmonary  emphysema  and 
bronchiectasis. 

The  full  course  of  rehabilitation,  except  for 
the  use  of  an  emphysema  belt,  was  followed  in 
a ten-day  hospital  admission,  the  first  of  five 
in  eight  years.  The  improvement  was  marked, 
with  replacement  of  diaphragmatic  breathing 
for  upper  chest  motion,  and  ability  to  walk  two 
blocks  with  oxygen  and  one-half  block  without. 
In  1969  FEVi  was  1.3  L.  and  FVC  at  three 
seconds  1.8  L. 

The  treatment  included  bronchodilator  medi- 
cation, aminophylline  day  and  night  tablets,  a 
bronchial  antispasmodic,  and  twenty  minutes  of 
inhalation  of  5 per  cent  propylene  glycol  or, 
more  recently,  2 per  cent  sodium  bicarbonate 
and  3 per  cent  propylene  glycol,  in  distilled 
water  containing  I : 7,500  benzalkonium  chlo- 
ride (Zepherin),  the  latter  to  maintain  a sterile 
solution  when  left  in  the  cup.* 

To  prevent  reinfection,  the  mouth  is  kept  1.5 
inches  from  the  mouth-piece.  Benzalkonium 
chloride  is  compatible  with  the  drugs  used  in 
superheated  (120  F.)  aerosol  therapy.  This 
patient  was  treated  with  antibiotics  for  acute 
infection,  but  no  maintenance  preventive  regi- 
men was  used.  The  bronchial  infection  per- 
sisted, but  acute  symptoms  including  fever 
responded  to  treatment. 

Testosterone  propionate  has  been  continu- 
ously employed  (200  mg.  once  or  twice  a 
month)  with  a resultant  increase  in  appetite 
and  feelings  of  well-being. 

There  has  been  a moderate  increase  in  the 
fibrotic  infiltrative  changes  in  the  right  lower 
lobe.  However,  she  improved  markedly  with 
five  courses  of  hospital  treatment  and  con- 
tinued therapy  at  home,  walking  without  oxy- 
gen one  to  six  blocks  on  the  street  three  to 
four  times  a week.  The  regimen  includes 
walking  with  oxygen  twice  daily  for  ten  min- 

* The  mist  is  inhaled  at  a temperature  of  120  F.  (super- 
heated nebulizer). 


utes,  the  weighted  abdominal  pad,  and  the 
aerosol  therapy  mentioned  previously.  This 
patient  is  very  cooperative  in  keeping  on  with 
a regimen  that  takes  one  hour  twice  daily. 
Although  chronic  bronchial  infection  continues, 
she  feels  far  better  than  at  the  onset  of  therapy 
seven  years  ago.  The  effect  of  testosterone 
has  been  conspicuous  in  respect  to  enhanced 
cheerfulness  and  appetite. 

Case  8.  In  January,  1963,  this  male  patient, 
seventy-two  years  of  age,  had  had  increasing 
dyspnea  for  three  years,  with  cough,  sputum, 
and  periodic  wheezing  associated  with  mucus. 
No  asthma  was  present.  Dyspnea  was  induced 
by  walking  up  one  flight  of  stairs  and  one 
block  at  a moderate  pace.  Three  previous  hos- 
pital admissions  included  treatment  with  pred- 
nisone, bronchodilator  medication,  and  racemic 
epinephrine  nebulizer;  there  was  slight  swell- 
ing of  extremities  occasionally.  Physical  ex- 
amination revealed  distant  breath  sounds  and 
gurgling  rales,  more  marked  in  the  left  lower 
lobe.  An  x-ray  film  revealed  increased  radia- 
bility and  diffuse,  heavy  lung  markings  in  the 
left  lower  lobe. 

Pulmonary  function  study  revealed  the  fol- 
lowing: FEVi,  0.995  L. ; FVC,  2.8  L. ; ratio, 

34  per  cent;  predicted  FEVi,  2.63  L.;  VC,  3.1 
L. ; minute  ventilation  supine,  10.7  L.  per  min- 
ute; FEF,  60  L.  per  minute;  with  a 27-pound 
abdominal  pad,  9.4  L. ; and  with  pad  removed, 
11.3  L.  The  diagnosis  was  pulmonary  emphy- 
sema and  pulmonary  fibrosis. 

On  the  first  hospital  admission,  the  patient 
improved  considerably  in  two  weeks  with  the 
use  of  an  abdominal  pad,  Gordon-Barach  em- 
physema belt,  and  oxygen-supported  exercise, 
walking  the  equivalent  of  four  blocks  with 
oxygen  by  nasal  cannula  at  6 L.  per  minute 
and  two  blocks  without  oxygen.  On  returning 
home  the  patient  lost  in  three  months  much  of 
the  benefit  gained  since  exercise  was  termi- 
nated. 

On  each  of  five  subsequent  hospital  admis- 
sions, two  to  eight  weeks  at  a time,  the  patient’s 
capacity  for  walking  markedly  improved,  often 
with  a weight  gain  of  10  to  12  pounds.  How- 
ever, cessation  of  all  exercise  at  home  was  con- 
sistently followed  by  increased  dyspnea,  weak- 
ness, and  loss  of  weight,  especially  marked  at 
the  1969  admission.  A roentgenogram  then 
revealed  considerable  progression  of  emphy- 
sema and  radiability  of  lungs  much  more 
marked.  Five  years  after  onset  of  treatment, 
pulmonary  function  study  revealed  the  follow- 
ing: FEVi,  1 L.;  FVC,  2 L.;  ratio,  50  per 

cent;  VC,  2.4  L.;  minute  ventilation  supine, 
9.1  L.;  head  down,  8.1  L. ; and  FEF,  35  L.  per 
minute. 

The  benefit  obtained  from  the  rehabilitation 
programs  at  the  hospital  was  at  times  striking. 
At  the  end  of  four  to  six  weeks  he  was  able  to 
walk  one-half  mile  without  oxygen,  except  dur- 
ing the  last  hospital  stay. 

The  physical  deterioration  at  home  was  strik- 
ing, accompanied  as  it  was  by  a complete  cessa- 
tion of  physical  exertion.  He  merely  walked 
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from  bed  to  chair  at  home;  he  did  not  leave  his 
apartment.  At  the  end  of  two  months  at  the 
hospital  in  1969,  his  walking  distance  without 
oxygen  increased  to  the  equivalent  of  one-half 
a city  block,  a definite  gain  from  the  state  on 
admission,  when  walking  50  steps  induced 
breathlessness.  However,  he  was  unable  to 
carry  out  the  full  exercise  program  as  he  had 
on  previous  admissions,  partly  because  of  lassi- 
tude and  partly  because  of  progression  of  em- 
physema. 

Summary 

A program  to  enhance  the  capacity  for 
physical  exertion  has  been  described  for  pa- 
tients with  chronic  obstructive  lung  disease. 

The  regimen  includes  measures  which  aid 
the  development  of  diaphragmatic  respira- 
tion. The  importance  of  the  weighted  ab- 
dominal pad  in  initiating  diaphragmatic 
breathing  and  increasing  the  muscle  power 
of  the  diaphragm  is  emphasized. 

Inhalation  of  oxygen  during  graded  ex- 
ercise is  the  most  important  therapeutic 
procedure  in  the  rehabilitation  of  some 
breathless  subjects  with  chronic  obstructive 
lung  disease.  The  simplest  apparatus  for 
home  use  includes  the  244-cubic-foot  oxy- 
gen cylinder  provided  with  a regulator  and 
connecting  tubing  to  a nasal  cannula.  In 
addition,  portable,  refillable  gas  oxygen  cyl- 
inders, developed  for  this  purpose,  are  car- 
ried on  the  patient’s  shoulder  during  phys- 
ical exercise.  No  accident  or  harm  to  any 
patient  has  been  reported  during  the  past 
fourteen  years  when  these  special  cylinders 
have  been  used  for  graded  exercise  either  in 
hospitals  or  at  home. 

A manual  on-and-off  valve  may  be  used  to 
deliver  oxygen  during  inspiration.  A sens- 
ing device  has  been  developed  by  which  the 
drop  in  pressure  in  one  nostril  during  in- 


spiration delivers  oxygen  to  the  other  nostril 
in  this  cycle  of  respiration.  The  duration 
of  use  of  the  portable  cylinder  may  thus  be 
increased  three  times  and  the  cost  of  treat- 
ment markedly  reduced. 

The  Oxygen-Cane  may  be  employed  for 
walking  out  of  doors;  it  is  refillable  and  de- 
livers oxygen  during  inspiration  by  a push- 
button valve. 

Brief  case  histories  which  illustrate  the 
clinical  response  to  treatment  are  presented. 
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I N A GROUP  of  18  patients  with  chronic  renal 
failure  maintained  on  hemodialysis,  several 
patients  were  found  to  have  well-established 
azotemic  osteodystrophy.  This  report  de- 
scribes the  observed  metabolic  and  morpho- 
logic complications  noted  during  treatment 
of  this  state  by  hemodialysis  and  renal  trans- 
plantation. Such  multidisciplinary  clinical 
problems  may  be  more  frequent  than  pre- 
viously anticipated.  Accordingly,  this 
article  provides  information  concerning  cer- 
tain clinical  principles  and  practices  as  il- 
lustrated in  the  cases  described. 

Case  reports 

Case  1.  A thirty-three-year-old  woman  had 
symptoms  of  pyelonephritis  since  1954.  In 

‘Present  address:  Veterans  Administration  Hospital, 

Boston,  Massachusetts. 
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March,  1959,  following  a pregnancy,  she  had  an 
elevated  blood  pressure  that  persisted  at  220/ 
120  mm.  Hg  (right  arm  supine).  A right  ne- 
phrectomy was  performed  on  July  22,  1959,  for 
a contracted  kidney,  which  on  subsequent  micro- 
scopic examination  revealed  intrarenal  hydro- 
nephrosis, chronic  pyelonephritis,  and  moderate 
arteriolar  thickening.  Progressive  azotemia 
(blood  urea  nitrogen  77  mg.  per  100  ml.)  en- 
sued. 

In  February,  1969,  she  was  admitted  to  the 
Regional  Kidney  Center  at  Roswell  Park  Me- 
morial Institute,  complaining  of  general  ma- 
laise, weakness,  and  easy  fatigability,  with 
aching  sensations  in  the  legs  and  left  shoulder. 
The  positive  physical  findings  on  admission  were 
a general  skin  pallor,  blood  pressure  of  186/ 
106  mm.  Hg  (right  arm  supine),  and  a grade 
II  systolic  murmur  best  heard  over  the  third 
left  intercostal  space.  A nodule  in  the  thyroid 
area  on  the  left  side  of  the  neck  was  notably 
palpable. 

Laboratory  data  were  as  follows:  hemo- 

globin 7 Gm.  per  100  ml.;  hematocrit  21;  white 
blood  cell  count  9,000  per  cubic  millimeter,  blood 
urea  nitrogen  117  mg.  and  serum  creatinine  11.1 
mg.  per  100  ml.;  sodium  138  mEq.,  potassium 
5.8  mEq.,  and  chlorides  105  mEq.  per  liter; 
carbon  dioxide  content  13  mM.  per  liter;  cal- 
cium 10.4  mg.  and  phosphorus  7.3  mg.  per  100 
ml.;  and  alkaline  phosphatase  17  Bessey-Lowry 
units.  Urine  culture  grew  2,000  colonies  per 
milliliter  of  enterococci  and  Staphylococcus 
aureus  (coagulase  negative). 

A skeletal  survey  on  February  3,  1969,  re- 
vealed considerable  osteoporosis  of  the  spine, 
pelvis,  humeri,  femora,  and  vertebrae.  Sub- 
periosteal bone  absorption  was  noted,  with  dis- 
tortion of  the  calvarium.  Calcifications  were 
present  in  the  splenic  vessels,  as  well  as  in  the 
aorta  and  its  branches,  and  even  in  the  para- 
thyroid glands  (Fig.  1).  A selective  left  renal 
arteriogram  showed  a markedly  contracted  left 
kidney. 

A left  retrograde  pyelogram  revealed  no  dila- 
tation of  the  collecting  system  and  no  displace- 
ment of  calyces.  An  x-ray  film  of  the  chest 
showed  clear  lung  fields,  with  a slight  blunting 
of  the  left  costophrenic  sulcus.  The  creatinine 
clearance  was  3.3  ml.  per  minute. 

Alkaline  phosphatase  isoenzymes  were 
studied  by  means  of  urea  and  heat  denatura- 
tion  and  L-phenylalanine  inhibition.  Figure  2 
shows  the  percentages  of  denaturation  and  in- 
hibition of  the  enzyme  in  normal  serum  and  in 
liver  and  bone  disease.  In  this  patient  the 
native  alkaline  phosphatase  was  12.2  units,  and 
the  percentage  of  this  enzyme  denatured  by 
L-phenylalanine  was  84  per  cent,  which  is 
higher  that  that  of  any  other  normal  isoen- 
zyme. 

On  February  20,  1969,  an  external  arterio- 
venous shunt  was  introduced  in  the  left  fore- 
arm, using  the  radial  artery  and  the  cephalic 
vein.  The  first  hemodialysis  was  performed  on 
February  21,  1969.  Results  of  this  hemo- 
dialysis and  other  treatments  were  unre- 
markable. The  patient  has  been  dialyzed  since 
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FIGURE  1.  Case  1.  Calcification  in  soft  tissues, 
including  parathyroid  glands  (arrows). 


then  twice  a week,  with  control  of  her  blood 
electrolytes,  urea,  and  creatinine.  A para- 
thyroid scintiscan  was  nondiagnostic. 

On  March  4,  1969,  she  had  a subtotal  para- 
thyroidectomy after  a diagnosis  of  autonomous 
hyperparathyroidism  was  made  on  the  basis 
of  the  bone  radiographic  picture,  elevated  blood 
calcium  and  phosphorus,  and  palpation  of  a 
nodule  in  the  region  of  the  left  thyroid  lobe. 
Surgical  exploration  revealed  enlargement  of 
the  four  parathyroid  glands,  especially  the 
left  lower  gland,  which  measured  about  1 by  2 
cm.;  each  of  the  other  glands  measured  about 
1 cm.  in  diameter.  Three  glands  were  com- 
pletely excised,  and  the  right  lower  gland 
was  half  excised. 

The  plasma  calcium  remained  around  its  pre- 
vious level  (5.7  to  10.5  mg.  per  100  ml.)  until 
March  16,  1969,  when  the  first  drop  to  5.5  mg. 
per  100  ml.  was  noticed.  Calcium  lactate  was 
given  to  maintain  the  plasma  calcium  at  a 
higher  level.  Vitamin  D was  also  adminis- 
tered. 

Tetany  did  not  develop,  and  the  postoperative 
course  was  uneventful.  The  chronic  persistent 
aches  in  the  left  shoulder  and  the  lameness  in 
the  legs  subsided  considerably  in  the  first  few 
weeks  after  surgery.  Bony  changes  showed 
remarkable  resolution  within  three  weeks.  The 
initial  responses  in  calcium  and  phosphorus  are 
shown  in  Figure  3.  Twelve  weeks  later  cal- 
cium was  10  mg.  and  phosphorus  4.9  mg.  per 
100  ml.  and  alkaline  phosphatase  was  16.6  units. 
She  has  since  successfully  undergone  a renal 
transplant  and  has  normal  serum  calcium  and 
alkaline  phosphatase  levels. 
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FIGURE  2.  Alkaline  phosphatase  isoenzymes. 
Three  different  methods  of  denaturation  or  in- 
hibition have  been  used.  For  each  method,  per- 
centage of  mixture  of  isoenzymes  recovered  in 
normal  serum  is  shown  in  first  column,  the  iso- 
enzyme content  in  primarily  liver  disease  is 
shown  in  second  column,  and  that  in  bone  dis- 
ease in  third  column.  In  all  3 cases,  results 
indicate  that  elevated  alkaline  phosphatase  ac- 
tivity is  of  mixed  origin.  Results  of  L-phenyl- 
alanine  inhibition  probably  indicate  that  large 
proportion  of  mixture  was  of  osteoblastic  origin. 
Key  to  patients:  •,  Case  1;  0,  Case  2;  x,  Case  3. 
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FIGURE  3.  Laboratory  findings  in  Case  1.  Note 
fall  in  calcium  and  phosphorus  levels  after  para- 
thyroid removal. 
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FIGURE  4.  Case  2.  Examples  of  metastatic  cal- 
cifications in  kidneys  and  associated  vessels. 


Case  2.  A forty-two-year-old  woman  was 
first  admitted  to  the  Regional  Kidney  Center  at 
Roswell  Park  Memorial  Institute  on  February 
29,  1968,  with  a diagnosis  of  chronic  renal  fail- 
ure due  to  recurrent  pyelonephritis  since  the 
age  of  seventeen.  This  state  was  aggravated 
by  multiple  pregnancies.  Since  1956,  she  had 
been  on  antihypertensive  medication  and  was 
maintained  on  a low-salt  diet. 

In  1962  anemia  (hematocrit)  was  present. 
In  June,  1966,  the  blood  urea  nitrogen  was 
found  to  be  120  mg.  per  100  ml.,  blood  pressure 
160/110  mm.  Hg  (right  arm  supine),  and  hemo- 
globin 7 Gm.  per  100  ml.  In  October,  1966, 
pains  developed  in  both  legs  with  tingling  and 
sensitivity  to  touch  in  her  toes.  This  we 
thought  to  be  caused  by  peripheral  neuritis. 
In  July,  1967,  she  was  rehospitalized  because  of 
severe  anemia  and  general  symptoms  of  weak- 
ness, easy  fatigability,  and  occasional  dizziness. 
Blood  urea  nitrogen  was  87  mg.,  serum  creati- 
nine 4.6  mg.,  and  hemoglobin  7.7  Gm.  per  100 
ml.,  and  hematocrit  29. 

Dieting  and  medical  management  were  con- 
tinued until  January,  1968,  when  the  blood  urea 
nitrogen  was  143  mg.  and  serum  creatinine 
13.8  mg.  per  100  ml.  Creatinine  clearance  was 
4.5  ml.  per  minute.  An  arteriovenous  fistula 
was  inserted  on  January  19,  and  hemodialysis 
was  instituted.  At  that  time,  neurologic  ex- 
amination failed  to  reveal  any  evidence  of  pe- 
ripheral neuritis. 

Laboratory  values  were  hemoglobin  7.6  Gm. 
per  100  ml.,  hematocrit  22,  blood  urea  nitro- 
gen 40  mg.  and  serum  creatinine  5.5  mg.  per 
100  ml.,  serum  potassium  3.4  mEq.  per  liter, 


FIGURE  5.  Case  2.  Extensive  areas  of  renal 
calcification  appear  as  dark  areas  (hematoxylin 
and  eosin  stain). 


carbon  dioxide  content  23  mM.  per  liter,  calcium 
11.6  mg.,  and  phosphorus  5.6  mg.  per  100  ml. 
Urine  culture  gave  fewer  than  10,000  colonies 
of  Escherichia  coli  per  milliliter. 

Skeletal  survey  revealed  small  patchy  areas 
of  radioluceny  throughout  the  skeleton  and  in 
the  skull.  Roentgenograms  also  showed  meta- 
static calcifications  in  the  anterior  mediasti- 
num, thoracic  and  abdominal  aorta,  iliac  and 
femoral  arteries,  both  kidneys,  splenic  artery, 
and  pancreas  (Fig.  4).  A parathyroid  scinti- 
scan was  nondiagnostic.  An  intravenous  drip 
pyelogram  revealed  small,  contracted  kidneys 
and  very  poor  function.  The  creatinine  clear- 
ance was  3.6  ml.  per  minute. 

Open  renal  biopsy  on  February  27,  1968,  re- 
vealed pyelonephritic  changes,  that  is,  areas  of 
fibrosis  distorting  the  normal  architecture  of 
the  kidney,  with  partial  disappearance  of  tubu- 
lar structures,  as  well  as  areas  of  partial  tubu- 
lar atrophy  with  abundant  colloid-like  casts  re- 
sembling thyroid  tissue.  Some  of  the  scarred 
areas  showed  evidence  of  moderate  chronic 
inflammation.  There  was  also  evidence  of 
hyalinization  in  some  areas  and  of  some  calcium 
deposition  in  other  areas  (Fig.  5). 

Bilateral  nephrectomy  was  performed  on 
August  30,  1968,  and  the  patient  was  main- 
tained on  a biweekly  regimen  of  hemodialysis. 
Widespread  renal  calcification  was  found  in 
both  kidneys.  A nodule  was  palpable  in  the 
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FIGURE  6.  Laboratory  findings  in  Case  2.  Note  prompt  fall  in  calcium  level  after  parathyroidec- 
tomy. 


region  of  the  left  lower  pole  of  the  thyroid. 
The  widespread  calcification  and  other  findings 
led  to  a diagnosis  of  autonomous  hyperpara- 
thyroidism. Operative  intervention  was  se- 
lected. All  four  glands  were  enlarged,  par- 
ticularly the  left  interior  one.  Three  and 
one-half  glands  were  removed.  The  weights 
of  the  excised  glands  in  grams  were  as  follows: 
right  upper,  2;  right  lower,  1.5;  left  upper, 
1.5;  and  left  lower,  4.5.  Surgery  was  followed 
by  the  administration  of  vitamin  D to  adjust 
the  plasma  calcium  to  a near-normal  level.  Re- 
markable remission  of  the  patient’s  generalized 
symptoms  ensued.  Metastatic  calcific  sites  re- 
solved. Radiologic  improvement  in  the  bony 
picture  was  apparent  within  four  weeks.  Vas- 
cular calcification,  however,  remained  unal- 
tered. 

A compatible  cadaver  kidney  allograft  was 
completed  on  January  23,  1969.  Postopera- 
tively,  immunosuppression  was  effected  with 
azathioprine,  prednisone,  and  antilymphocyte 
globulin  (Roswell  Park).  No  urine  excretion 
was  noted  despite  good  blood  flow  as  judged  by 
serial  hypogastric  arteriograms.  Accordingly, 
the  transplanted  kidney  was  removed  on  March 
3,  1969.  The  patient  became  febrile  two  days 
later,  and  pneumonia  developed.  An  x-ray  film 
of  the  chest  on  March  6 revealed  a heavy  inter- 
stitial infiltrate  in  the  upper  lobe  of  the  right 
lung.  She  was  treated  with  several  anti- 
biotics but  expired  on  March  8 after  multiple 
cardiac  arrests. 

A study  of  the  os  calcis  by  radiologic  assess- 


ment of  the  calcium  content  of  the  bone  was  , 
done  in  November,  1968,  and  revealed  demin- 
eralization of  the  bone. 

A special  study  of  the  alkaline  phosphatase 
isoenzymes  was  performed  on  February  17, 
1969,  using  three  methods  of  denaturation  or 
inhibition.  Figure  2 shows  the  percentages 
of  the  normal  enzyme,  bone  isoenzyme,  and 
liver  isoenzyme  denatured  or  inhibited  by  each  ( 
method.  The  results  obtained  in  this  patient’s 
case  were  as  follows:  in  the  native  serum, 

23.4  units;  in  the  denatured  serum,  L-phenylala- 
nine  inhibition  88  per  cent,  urea  denaturation 
33  per  cent,  and  heat  denaturation  25  per  cent 
(Feb.  2).  These  results  are  suggestive  of  a 
mixture  of  isoenzymes  in  her  alkaline  phos-  j 
phatase  with  a preponderance  of  the  bone  frac-  1 
tion. 

A calcium  balance  study  was  performed  in 
November,  1968.  Fecal  calcium  never  exceeded 
828  mg.  per  twenty-four  hours  on  a 40-Gm. 
protein  intake  with  800  ml.  of  fluid.  The  bene- 
ficial responses  in  blood  calcium  and  phosphorus 
following  parathyroidectomy  and  renal  trans- 
plantation are  shown  in  Figure  6. 


Case  3.  A sixty-one-year-old  woman  had  a 
history  of  mild  benign  hypertension  persisting 
since  1955.  In  the  summer  of  1964,  an  increas- 
ing sense  of  easy  fatigability,  sleepiness,  and  a 
sore  throat  developed.  Her  blood  urea  nitrogen 
at  that  time  was  found  to  be  elevated  (30  to  40 
mg.  per  100  ml.  on  several  evaluations),  and  her 
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blood  pressure  was  persistently  elevated.  A 
needle  kidney  biopsy  was  reported  as  showing 
chronic  pyelonephritis. 

In  May,  1965,  the  patient  fell,  sustaining  a 
fracture  of  her  left  clavicle.  Roentgenograms 
revealed  a pathologic  fracture.  She  was  later 
referred  to  Roswell  Memorial  Institute  and  was 
admitted  on  July  26,  1965.  Examination  re- 
vealed mild  obesity  and  hirsutism,  blood  pres- 
sure of  240/120  mm.  Hg,  palpable  smooth  right 
lower  lobe  of  the  thyroid  gland,  tender  swelling 
overlying  a fracture  of  the  left  clavicle,  and  a 
grade  I systolic  murmur  over  the  pulmonary 
area. 

An  x-ray  film  of  the  chest  and  a skeletal  sur- 
vey revealed  the  following:  a pathologic  frac- 

ture of  the  clavicle:  mottled  demineralization 
of  the  calvarium;  lytic  lesions  in  the  proximal 
shaft  of  the  left  humerus,  right  humerus  near 
the  neck,  left  ilium  near  the  crest,  subtrochan- 
teric region  of  the  left  femur,  and  distal  shafts 
of  both  femora;  loss  of  the  lamina  dura  of 
practically  all  of  the  visualized  teeth;  typical 
cystic  changes  and  subperiosteal  resorptions  on 
multiple  fingers  and  toes;  a fine  stippled  cal- 
cification throughout  the  soft  tissues  of  the  en- 
tire thorax;  and  soft-tissue  calcification  above 
the  shoulder  girdles  and  breasts  and  around  the 
entire  trunk.  These  findings  are  all  charac- 
teristic of  hyperparathyroidism. 

A laminogram  of  the  neck  revealed  an  in- 
dentation of  the  trachea,  suggestive  of  extrin- 
sic pressure.  An  esophagram  showed  the 
esophagus  to  be  slightly  deviated  to  the  left  side 
because  of  a soft-tissue  mass  in  the  region  of 
the  thyroid  gland. 

Laboratory  findings  were  as  follows:  blood 

urea  nitrogen  56  mg.  per  100  ml.;  sodium  136 
mEq.,  potassium  4.8  mEq.,  and  chlorides  119 
mEq.  per  liter;  carbon  dioxide  18.2  mM.  per 
liter;  calcium  14.9  mg.  and  phosphorus  3.9  mg. 
per  100  ml.;  and  alkaline  phosphatase  19.2 
Bessey-Lowry  units.  L’rine  calcium  excretion 
was  150  mg.  per  twenty-four  hours.  This 
figure  does  not  support  the  diagnosis  of  hyper- 
parathyroidism, probably  as  a result  of  im- 
paired renal  function.  Urine  17-ketosteroids 
were  7.2  mg.  per  twenty-four  hours  (normal 
6 to  15) ; urine  hydroxysteroids  were  12.3  mg. 
per  twenty-four  hours  (normal  3 to  15).  A 
forty-eight-hour  study  of  radioactive  iodine  up- 
take and  excretion  revealed  40  per  cent  reten- 
tion, 29  per  cent  excretion,  and  a 13  per  cent 
iodide  space,  denoting  an  18  per  cent  deficit. 

The  slides  of  the  renal  biopsy  taken  in  1964 
were  reviewed.  Most  of  the  tubules  are  not 
remarkable,  but  some  of  them  show  dilatation, 
calcium  deposition,  and  hyaline  casts  in  their 
lumens. 

A parathyroid  exploration  was  performed  on 
August  18,  1965.  A large  parathyroid  ade- 
noma, 30  mm.  in  diameter,  wras  found  and  w7as 
excised  with  the  right  lobe  of  the  thyroid  gland. 
After  surgery,  plasma  calcium  was  maintained 
near  a normal  level  for  a week  and  then  grad- 
ually fell  to  a hypocalcemic  level  (Fig.  7). 
During  all  of  this  period,  the  blood  urea  nitro- 
gen varied  between  50  and  64  mg.  per  100  ml. 
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FIGURE  7.  Variations  in  calcium  and  phos- 
phorus seen  in  Case  3.  Note  progressive  azo- 
temia. 


The  postoperative  course  was  uneventful,  and 
the  patient  was  discharged  on  August  27,  1965. 

The  patient  was  lost  to  follow-up  but  re- 
turned in  March,  1969,  with  further  renal  fail- 
ure, hypertension,  and  episodes  of  pulmonary 
edema.  An  arteriovenous  shunt  was  intro- 
duced in  the  left  forearm,  and  the  patient  is 
now  being  dialyzed  twice  a week.  A renal 
biopsy  on  March  14,  1969,  revealed  complete 
obliteration  of  all  of  the  nephrons.  All  glomer- 
uli in  the  specimen  are  hyalinized,  and  the  sur- 
rounding tubules  have  undergone  obliteration, 
atrophy,  and  occasional  regeneration.  The  in- 
terstitium  shows  extensive  fibrosis  and  numer- 
ous foci  of  active  cellular  inflammation.  The 
middle-sized  arteries  show  severe  sclerotic 
changes. 

A repeat  of  the  skeletal  survey  in  March, 
1969,  shows  moderate  diffuse  osteoporosis.  The 
fracture  of  the  clavicle  is  completely  healed, 
and  the  lytic  bone  lesions  have  completely  re- 
calcified. Plasma  calcium  was  7.3  mg.  and 
phosphorous  4.3  mg.  per  100  ml.,  alkaline  phos- 
phatase 13.6  Bessey-Lowry  units,  hemoglobin 
7.6  Gm.  per  100  ml.,  and  hematocrit  21. 

A study  of  the  alkaline  phosphatase  isoen- 
zymes revealed  the  following:  native  serum, 
6.1  units;  L-phenylalanine  inhibition,  81  per 
cent;  urea  denaturation,  41  per  cent;  and  heat 
denaturation,  31  per  cent  (Fig.  2).  These  re- 
sults again  indicate  that  a mixture  of  isoen- 
zymes, with  a px-eponderance  of  the  bone  frac- 
tion, w7as  present  in  the  serum. 

Comment 

These  illustrative  cases  show  clearly  that 
autonomous  parathyroid  hyperfunction  can 
exist  in  chronic  renal  failure  and  that  it  is 
not  necessarily  responsive  to  hemodialysis. 
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Osteoporosis  and  metastatic  tissue  calcifica- 
tion are  apparently  reversible  after  subtotal 
parathyroid  removal  in  patients  with  chronic 
uremia  maintained  on  hemodialysis.  The 
pathogenesis  of  this  state,  however,  is  far 
from  being  entirely  resolved.  Various 
factors  must  be  considered. 

Role  of  parathyroid  hormone.  A large 
number  of  patients  with  renal  failure  have 
a low  plasma  calcium  level.  Failure  to  main- 
tain normal  levels  of  plasma  ionic  calcium 
implies  an  inadequacy  of  parathyroid  func- 
tion, that  is,  a state  of  absolute  or  relative 
hypoparathyroidism.  Studies  by  Evanson1 
using  prolonged  intravenous  infusion  of 
parathyroid  extract  revealed  no  calcium  re- 
sponse to  the  hormone,  suggesting  nonsus- 
ceptibility of  bone  to  the  hormone.  This 
nonsusceptibility  of  bone  to  parathyroid 
hormone  has  also  been  noted  in  clinical  and 
experimental  vitamin  D deficiency,  suggest- 
ing that  the  vitamin  plays  a permissive  role 
in  the  calcemic  action  of  the  parathyroid  on 
bone.2’3 

These  studies  suggest  that  failure  to 
maintain  a normal  level  of  calcium  in  the 
plasma  is  not  due  to  a low  level  of  secretion 
of  the  parathyroid  hormone  but  is  probably 
due  to  a nonsusceptibility  of  the  bone  to  the 
calcemic  action  of  the  hormone.  Thus  in 
renal  failure,  there  is  theoretically,  as  a 
result  of  low  absorption  of  calcium  and  phos- 
phorus from  the  intestines,  a state  of  hypo- 
calcemia, which  in  turn  is  intensified  by  the 
nonsusceptibility  of  bone  to  the  action  of 
vitamin  D.  The  bone  is  also  not  susceptible 
to  the  action  of  the  parathyroid  hormone, 
which,  under  the  influence  of  hypocalcemia, 
is  probably  secreted  in  greater  amounts, 
hypocalcemia  being  the  known  stimulant  to 
parathyroid  function.  A complicating 
factor  may  be  the  production  of  osteoid, 
which  acts  as  a trap  for  any  calcium  that  is 
mobilized.  In  any  case,  the  long-continued 
stimulus  to  glandular  hyperactivity  probably 
leads  to  greatly  increased  parathyroid  hor- 
mone secretion  sufficient  to  cause  significant 
bone  mobilization.  The  elevation  of  the 
plasma  calcium  and  phosphate  leads  to  the 
consequent  healing  of  rickets  or  osteoma- 
lacia and  the  development  of  osteitis  fibrosa 
cystica.  In  some  instances  the  hyperactive 
glands  become  autonomous. 

This  hypothetic  interpretation  of  events 
is  supported  by  experimental  evidence  in  the 
rat  and  by  the  fact  that  administration  of 


vitamin  D in  large  or  moderate  doses  to  pa- 
tients with  defective  mineralization  leads 
to  healing  of  rickets  and  to  decreases  in 
fecal  calcium,  plasma  phosphate,  and  ci- 
trate.2'3 These  changes  are  similar  to  those 
in  patients  with  simple  rickets.  The  possible 
role  of  thyrocalcitonin  or  calcitonin  hor- 
mone in  these  events  is  as  yet  uncertain. 

Action  of  vitamin  D.  The  nature  of  the 
relative  vitamin  D deficiency  that  apparently 
underlies  these  conditions  is  not  clear.  The 
plasma  levels  of  vitamin  D are  usually 
normal,  and  hence  a lack  of  absorption  ap- 
pears not  to  be  involved.  Either  the  rate  of 
conversion  of  the  vitamin  to  an  active  form 
is  decreased,  or  a relative  lack  of  end-organ 
responsiveness  exists. 

Autonomous  hyperparathyroidism.  Pa- 
tients with  azotemic  generalized  osteitis  fi- 
brosa, as  a group,  maintain  normal  levels  of 
plasma  calcium  even  when  plasma  phosphate 
is  greatly  elevated.  Their  parathyroid 
glands  are  functionally  effective  in  maintain- 
ing the  plasma  ionic  calcium.4  Although 
their  external  mineral  balances  are  similar 
to  those  in  patients  with  defective  minerali- 
zation, they  probably  also  have  a state  of 
vitamin  D resistance.  This  entails  an  in- 
creased production  of  parathyroid  hormone 
sufficient  to  cause  parathyroid  disease.  In 
animal  experiments,  even  in  rats  with  severe 
vitamin  D deficiency,  unresponsiveness  to 
exogenous  parathyroid  hormone  is  only  rela- 
tive ; that  is,  if  sufficiently  large  amounts  of 
hormone  are  used,  the  plasma  calcium  can 
be  restored  to  normal  3 

Pathologic  studies  appear  to  substantiate 
this  view  that  there  is  some  degree  of  auton- 
omy of  the  parathyroid  glands.  In  26  pa- 
tients with  generalized  osteitis  fibrosa,  the 
weight  of  parathyroid  tissue  varied  from 
0.78  to  12  Gm.  (mean  value  4.76  Gm.,  stand- 
ard deviation  3.51  Gm.).4  Pappenheimer 
and  Wilens5  also  noted  parathyroid  gland  en- 
largement in  many  cases  of  renal  disease. 

The  functional  significance  of  this  massive 
hyperplasia  has  been  established  by  the  ef- 
fects of  subtotal  parathyroidectomy  in  this 
syndrome.  After  surgery,  plasma  levels  of 
calcium  and  often  phosphorus  fall  immedi- 
ately, and  the  plasma  calcium  and  phos- 
phorus product  is  reduced  from  grossly 
supersaturated  values  to  levels  more  charac- 
teristic of  azotemic  osteomalacia.  Para- 
thyroidectomy, however,  does  not  influence 
the  external  mineral  balances,  and  the 
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plasma  calcium  remains  low  until  appro- 
priately large  doses  of  vitamin  D are  given. 

Parathyroidectomy  in  selected  cases  of 
renal  osteodystrophy  has  been  suggested 
and  proved  to  be  practical  in  a patient 
treated  by  Stanbury,  Lumb,  and  Nicholson.” 
It  was  also  suggested  by  Dent,  Harper,  and 
Philpot.7  Anderson  et  al.s  showed  the  ef- 
fects of  parathyroidectomy  in  an  established 
case  of  renal  osteitis  fibrosa.  Wilson  et  al .9 
recently  presented  4 cases  of  renal  osteitis 
fibrosa  treated  by  subtotal  parathyroidec- 
tomy. Two  of  the  patients  had  renal  al- 
lografts. Other  reports  of  similar  cases 
treated  by  parathyroidectomy  have  been 
published.10”13 

Hypercalcemia  in  many  patients  with 
renal  osteitis  fibrosa  cannot  be  explained  on 
the  basis  of  secondary  hyperparathyroidism. 
The  hyperfunction  of  the  parathyroid  glands 
apparently  persists  after  correction  of  the 
hypocalcemia,  which  is  the  ordinary  stim- 
ulus to  the  parathyroids.  This  hypercal- 
cemia reflects  a developing  autonomy  in  the 
parathyroid  glands.  This  opinion  has  been 
further  supported  by  several  reports  in 
which  similar  patients  have  been  treated 
with  renal  allografts  before  treatment  of  the 
autonomous  parathyroids. 

It  has  been  reported  that  with  the  estab- 
lishment of  near-normal  function  in  a trans- 
planted kidney,  the  complete  biochemical 
syndrome  of  primary  hyperparathyroidism, 
with  overt  hypercalcemia,  hypophosphate- 
mia, and  renal  phosphaturia  has  devel- 
oped.910 It  appears  that  restoration  of  renal 
function  permitted  the  usual  complete  ex- 
pression of  autonomy  in  the  hyperplastic 
glands  in  place  of  a partial  expression 
limited  by  the  reduced  renal  capacity  to  ex- 
crete phosphate. 

It  has  been  advocated  by  Wilson  et  al.9  and 
Stanbury11  that  surgical  extirpation  of  the 
parathyroid  glands  should  precede  the  renal 
allografts.  This  is  our  opinion  at  this  cen- 
ter also. 

Metastatic  calcification.  In  renal  hy- 
perthyroidism the  external  calcium  balance 
is  not  negative  to  a significant  degree. 
Little  of  the  calcium  released  by  osteoclastic 
erosions  appears  to  be  lost  from  the  body. 
Increased  parathyroid  function  sustains  a 
greater  than  normal  supersaturation  of  the 
extracellular  fluids  with  calcium  phosphate. 
When  the  plasma  calcium  and  phosphorus 


product  exceeds  a value  of  about  75,  meta- 
static calcification  tends  to  develop  in  the 
soft  tissues.  A net  shift  of  mineral  salts 
from  bone  to  the  peripheral  tissues  occurs  in 
this  syndrome.  Following  subtotal  para- 
thyroidectomy, the  plasma  calcium  and  phos- 
phorus product  is  lowered,  and  the  meta- 
static calcification  is  resorbed.14 

Management  of  renal  osteodystrophy. 
On  the  basis  of  this  understanding  of  renal 
osteodystrophy,  the  management  of  this  con- 
dition should  be  initially  directed  to  the 
proper  measures  for  palliation  of  renal  fail- 
ure and  to  the  administration  of  vitamin  D 
in  a suitable  dosage.  Subtotal  parathy- 
roidectomy will  sometimes  be  required.  The 
vitamin  D dosage  advocated  by  Stanbury, 
Lumb,  and  Nicholson6  is  1.25  mg.  (1  mg. 
equals  40,000  units)  per  day  as  an  initial 
dosage  in  children  and  1.25  to  2.5  mg.  in 
adults.  This  dosage  should  be  increased 
gradually  if  no  response  occurs  within  three 
to  four  weeks.  A dosage  increased  to  12.5 
mg.  per  day  is  the  maximum  recommended. 

Two  precautions  are  necessary.  The  first 
is  to  avoid  rapid  correction  of  acidosis, 
which  may  lower  the  level  of  ionic  calcium 
in  the  plasma  to  an  extent  that  would  pro- 
duce tetany.  The  second  precaution  is  to 
avoid,  if  possible,  the  administration  of  cal- 
cium lactate  with  the  vitamin  D,  since  it 
may  lead  to  dangerous  hypercalcemia. 

During  administration  of  vitamin  D,  a 
follow-up  of  the  level  of  plasma  calcium  is 
necessary.  A plasma  calcium  of  11  mg.  per 
100  ml.  or  above  should  indicate  discontinua- 
tion of  vitamin  D.  The  vitamin  can  be  re- 
sumed later  if  plasma  calcium  reverts  to  a 
lower  level  and  the  bone  disease  still  persists. 

Cases  of  established  renal  hyperparathy- 
roidism are  better  treated  as  primary  cases 
of  hyperparathyroidism.  The  autonomous 
function  of  the  parathyroid  glands  at  this 
stage  simulates  primary  hyperparathy- 
roidism and  should  be  treated  similarly  by 
surgical  extirpation.9”13  The  suggested 
amount  of  parathvroidism  gland  to  be  re- 
moved is  three  and  one-half  glands,  only 
half  a gland  being  left,  with  a total  weight 
of  30  to  50  mg.  (the  weight  of  the  parathy- 
roid glands  in  the  normal  person  is  120  to 
140  mg.).15’16 

There  appears  to  be  a higher  incidence  of 
renal  osteodystrophy  in  patients  treated 
with  maintenance  dialysis.17  Of  19  pa- 
tients treated  at  Seattle,  9 are  reported  to 
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have  developed  osteodystrophy.17  Such  pa- 
tients can  be  treated  on  the  same  lines  with 
surgical  excision  of  the  parathyroid  glands. 
Even  so,  the  prior  existence  of  parathyroid 
adenoma  in  patients  with  renal  failure  does 
not  necessarily  assure  that  autonomy  will 
ensue  if  azotemia  progresses  (Case  3). 

Summary 

Autonomous  parathyroid  function,  char- 
acterized by  hypercalcemia,  osteoporosis, 
metastatic  calcification,  and  fractures,  oc- 
curs in  patients  with  chronic  renal  failure. 
Hemodialysis  does  not  reverse  this  state. 
Subtotal  parathyroid  removal,  prior  to  renal 
allotransplantation,  is  recommended.  Three 
illustrative  cases  are  described.  Various 
factors  important  in  management  and  patho- 
genesis are  discussed. 
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and  improper  educational  procedures  may  be 
used. 

Cases  of  this  kind  usually  fall  into  3 patterns, 
and  may  be  representative  of  hearing  loss  types 
most  likely  to  be  misidentified:  (1)  uncoopera- 

tive children  difficult  to  test;  (2)  children  with 
mild  or  moderate  hearing  loss  who  respond 
enough  to  sound  to  raise  a suspicion  of  diffi- 
culty other  than  hearing  loss;  and  (3)  children 
with  normal  sensitivity  for  low  frequency 
sounds,  but  with  a handicapping  high  fre- 
quency loss.  In  one  example  he  tells  of  a girl 
assumed  to  be  aphasic  from  age  three  to  eleven 
because  the  initial  examiner  noted  an  incon- 
sistent response  to  sound.  When  she  was 
given  a hearing  aid  at  age  eleven,  she  did  well. 
There  was  no  evidence  of  aphasia. 


1290  New  York  State  Journal  of  Medicine  / June  1,  1970 


Disease  of  Small  Bowel* 


Past,  Present,  and  Future 

JAMES  F.  PHILLIPS,  M.D. 
Buffalo,  New  York 

Assistant  Clinical  Professor  of  Medicine,  State  University 
of  New  York  at  Buffalo  School  of  Medicine;  Assistant 
Physician,  Buffalo  General  Hospital 


hen  I was  asked  to  present  this  lecture, 
it  occurred  to  me  that  inasmuch  as  a good 
part  of  my  personal  interest  lies  in  diseases 
of  the  small  bowel,  a historical  review  of 
our  advances  in  gastroenterology  might  be 
undertaken,  honoring  as  we  go  along  Dr. 
Andresen  as  well  as  other  distinguished 
physicians  and  scientists,  many  of  whom 
were  contemporaries  of  his. 

Specifically,  I should  like  to  discuss  granu- 
lomatous diseases  of  the  bowel,  knowing 
that  outstanding  panelists  will  enlighten 
us  on  this  topic,  and  celiac  sprue  encom- 
passing the  topics  of  gluten-free  diet  and 
jejunal  biopsy. 

Granulomatous  disease 

Caelius  Aurelianus,1  who  lived  in  the 
reign  of  Trajan,  in  his  book  on  Chronic 
Diseases — Dysentery,  says,  “there  is  con- 
tinued and  unabating  desire  to  empty  the 
bowel.  There  is  inflammation  either  in  the 
small  intestines,  e.g..  in  the  pylorus,  jejunum 
or  cecum  or  in  the  large  intestines,  e.g.,  in 
the  colon  or  the  rectum.”  Although  he  was 
probably  describing  infectious  diarrhea,  this 
description  might  indeed  be  a quote  from 
H.  O.  Janowitz,  M.D.,  R.  H.  Marshak,  M.D., 

* Annual  Albert  F.  R.  Andresen  Memorial  Lecture. 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Gastroenterology,  February  11,  1969. 


or  B.  C.  Morson,  M.D.,  in  their  recent  eluci- 
dations of  granulomatous  disease  of  the 
bowel.2-6 

In  the  early  twentieth  century  literature 
numerous  references  to  “benign  granu- 
lomas” of  the  gastrointestinal  tract  ap- 
peared. However,  in  their  classical  report 
in  1932  Crohn,  Ginzburg,  and  Oppenheimer6 
first  introduced  the  concept  of  a specific 
granulomatous  entity  which  they  termed  re- 
gional ileitis.  At  first  thought  to  be  re- 
stricted to  the  terminal  ileum,  it  gradually 
became  apparent  that  this  disease  could  af- 
fect any  site  in  the  gastrointestinal  tract. 

In  1934  Colp7  first  described  granuloma- 
tous disease  of  both  the  ileum  and  cecum. 
In  1952  Wells8  and  in  1959  Brooke,9  writing 
in  the  British  literature,  first  used  the  term 
“Crohn’s  disease  of  the  colon”  to  describe 
this  disease  of  the  large  bowel.  However, 
it  was  for  Morson  and  Lockhart-Mummery23 
in  articles  in  1959  and  in  1964  to  popularize 
this  term.  All  of  this  proves  it  is  not  what 
you  say  but  how  you  say  it  that  counts. 
Finally,  in  1962  Wolf  and  Marshak,4  and 
Lindner  et  al.5  introduced  the  term  granu- 
lomatous colitis  to  describe  this  entity. 

Celiac  sprue 

I shall  introduce  my  historical  review  of 
celiac  sprue  by  referring  again  to  Caelius 
Aurelianus.1  In  these  colorful  words,  he 
says : 

In  this  disease,  the  fecal  discharges  show 
great  variation  in  quality  and  color.  The 
feces  have  a heavy  odor,  and  there  is  a 
rumbling  sound  in  the  intestines. 

The  condition  may  be  marked  by  abdom- 
inal distention,  flatulence,  cramps,  pain,  hic- 
coughs, thirst,  and  a burning  sensation  of  the 
stomach  itself. 

Finally,  a puffing  up  of  face  and  feet  oc- 
curs. 

Tropical  sprue  was  first  described  in  1669 
by  V.  Ketelaes,  a Dutchman,  and  then  by 
Hillary  in  Barbados  in  1766.  In  1880  Sir 
Patrick  Manson  in  Amoy,  China,  and  Van 
Der  Burg  in  Java  independently  rediscov- 
ered the  disease.  In  1888  Gee  described  in- 
fantile diarrhea  and  malnutrition  which  he 
called  “celiac  affection.”  In  1932  Thaysen10 
first  described  so-called  “nontropical  sprue.” 
The  year  befoi'e,  however,  this  same 
gentleman  had  rendered  medicine  a great 
disservice  by  publishing  a review  of  the 
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literature  and  his  findings  at  autopsy  in  a 
single  case  of  sprue  in  which  the  abdominal 
cavity  had  been  injected  with  formalin  im- 
mediately after  death.  He  found  no  patho- 
logic lesions  and  concluded  that  the  small 
bowel  was  normal  in  sprue.11 

The  findings  of  Thin12  who  noted  in- 
flammatory changes  in  the  jejunum  in  1890, 
of  Beneke  who  described  loss  of  intestinal 
villi  in  1910,  of  Bahr13  who  found  atrophic 
changes  in  the  small  bowel  in  5 cases,  and 
of  Mackie  and  Fairley14  who  described 
“withering  of  villi”  and  degeneration  of  the 
columnar  epithelium  were  dismissed  as  post- 
mortem artifacts.  This  view  prevailed  un- 
til denied  by  Paulley  in  195415  reporting  on 
4 cases  of  idiopathic  steatorrhea,  3 of  whom 
had  biopsies  of  the  small  bowel  at  operation. 

The  two  greatest  contributions  to  our  ad- 
vances in  disease  of  the  small  bowel  occurred 
in  1956  when  independently  Royer  et  a/.,16 
in  Argentina,  and  Shiner,17  in  London,  first 
introduced  biopsy  instruments  designed  to 
obtain  samples  by  peroral  suction  biopsy, 
and  in  1953  when  Dicke,  Weijers,  and  Van 
de  Kramer18  introduced  the  concept  that 
wheat  and  later  the  gluten  fraction  of  wheat 
was  the  responsible  agent  for  damage  to 
the  small  bowel  in  celiac  disease.  They 
wrote, 

If  wheat  is  banished  from  the  diet,  and 
rice,  flour,  maize  starch,  peeled,  boiled  po- 
tatoes are  given  instead,  the  anorexia,  vomit- 
ing and  abdominal  pain  disappear,  the  acute 
attacks  of  diarrhoea  cease,  the  faeces  become 
darker  in  colour,  the  patient  gains  in  weight, 
and  finally,  the  growth  in  height  becomes 
normal,  or  even  more  than  normal.  If  wheat 
is  given  again,  the  anorexia  returns,  the  at- 
tacks of  diarrhoea  reappear,  the  stools  be- 
come more  liquid  and  lighter  in  colour,  the 
weight  decreases,  and  growth  slows  down  or 
is  arrested. 

Subsequently,  many  investigators,  be- 
ginning with  Mclver,19  have  demonstrated 
the  effectiveness  of  the  gluten-free  diet  in 
adults  with  celiac  disease.  Finally,  Rubin 
et  al.20  elucidated  the  identity  of  celiac  dis- 
ease of  children  and  idiopathic  sprue  of 
adults. 

Observations 

At  the  Buffalo  General  Hospital  from 
1959  to  1968,  47  adult  patients  with  biopsy- 
proved  celiac  sprue  have  been  observed.  Of 


these,  4 have  died  of  their  disease.  Two 
succumbed  to  so-called  intestinal  ulceration 
first  described  by  Bayless  et  al.21  These  2 
patients  are  included  in  their  series.  Both 
were  doing  well  on  a gluten-free  diet  until 
fever,  intestinal  hemorrhage,  multiple  je- 
junal ulcerations,  perforations,  and  death, 
characteristic  of  this  complication  of  celiac 
sprue,  occurred. 

One  patient  under  our  observation,  after 
doing  well  on  a gluten-free  diet  for  many 
years,  slowly  developed  combined  system 
disease  which  was  not  arrested  by  vitamin 
B12  or  folic  acid.  Mysteriously,  he  declined 
neurologically,  until  he  finally  succumbed  to 
pulmonary  complications. 

Another  patient  did  not  respond  to  gluten- 
free  diet  or  steroids,  became  more  and  more 
debilitated,  and  finally  succumbed  to  per- 
foration of  the  gallbladder,  peritonitis,  and 
septicemia. 

Of  the  43  patients  living,  all  but  2 are 
doing  well  on  a gluten-free  diet.  The  first 
of  these  is  the  brother  of  a patient  who  died 
of  a perforated  gallbladder.  The  second, 
despite  strict  gluten-free  diet  and  steroids, 
barely  maintains  his  own.  His  biopsies  re- 
main unchanged  as  do  his  roentgenograms 
and  malabsorptive  studies.  Two  of  our  pa- 
tients had  coexisting  Sjogren’s  syndrome, 
an  observation  previously  reported  by  other 
investigators.22  One  patient  has  coexisting 
ulcerative  colitis,  both  diseases  having  been 
proved  by  biopsy. 

One  patient  has  coexisting  diabetes,  an 
association  previously  termed  diabetic  en- 
teropathy.23 She  is  now  dying  of  reticulum- 
cell sarcoma  with  cervical,  axillary,  and 
inguinal  nodes  involved.  The  coexistence 
of  these  two  diseases  has  also  been  previ- 
ously reported.24  Another  patient  has  celiac 
disease  with  pancreatic  insufficiency. 

Our  own  findings  as  to  the  incidence  of 
various  malabsorptive  test  results  agree 
fairly  well  with  previously  published  re- 
ports. Of  47  patients,  all  but  1 had  char- 
acteristic roentgenographic  findings.  The 
serum  carotene  was  low  in  all  47  patients 
and  in  most  extremely  low,  that  is,  less  than 
10  microns.  We  believe  this  to  be  the  sim- 
plest, cheapest,  and  most  reliable  screening 
test.  The  result  of  the  d-xylose  test  was 
abnormal  in  41  of  the  47  patients,  a lower 
percentage  than  others  have  reported. 
Twelve  of  47  patients  had  low  serum  cal- 
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ciums,  7 had  low  total  proteins,  and  only  3 
had  elevated  prothrombin  times.  Anemia 
was  seen  in  18  of  the  47.  The  serum  iron 
was  low  in  12  patients.  Ten  had  twenty- 
four-hour  determinations  for  stool  fat.  All 
10  determinations  were  elevated. 

In  30  patients  the  test  for  radioactive  Bi2 
up-take  was  performed  (Schilling  test). 
The  results  were  abnormal  in  19.  Subse- 
quently, 17  patients  have  had  serum  Br_>  de- 
terminations. Nine  of  these  were  low.  Our 
last  6 patients  have  had  serum  folate  de- 
terminations performed.  All  6 were  low. 

The  manner  of  presentation  of  each  pa- 
tient was  of  interest.  On  careful  review  of 
the  history,  sometimes  with  hindsight,  most 
patients  indeed  had  several  symptoms  refer- 
able to  their  malabsorption.  However,  I 
would  like  to  summarize  only  the  single 
chief  complaint  of  these  47  patients. 

Nineteen  complained  of  diarrhea  and  8 of 
weight  loss;  7 had  extreme  weakness  and 
debility,  1 of  these  so  severe  he  was  unable 
to  walk;  5 had  symptoms  of  anemia  or  else 
an  unexplained  accidently  discovered  ane- 
mia; 4 had  vague,  nonspecific  gastroin- 
testinal symptoms,  such  as  gas,  indigestion, 
or  bloating;  1 suffered  with  bone  pain;  1 
had  a subarachnoid  hemorrhage,  apparently 
from  an  elevated  prothrombin  time;  1 had 
tetany  and  1,  unexplained  swelling  of  the 
feet. 

It  is  an  interesting  side  observation  that 
the  correct  diagnosis  was  first  advanced  by 
house  physicians  rather  than  attending 
phyicians  in  16  of  our  47  patients. 

Future  outlook 

We  have  come  to  the  end  of  an  era  in  the 
history  of  celiac  sprue.  The  great  clini- 
cians, Crohn,  Adlersberg,  Bargan,  and 
Juarez,  have  had  their  day,  and  sprue  can 
be  controlled. 

Today  and  tomorrow  is  the  day  of  the  cell 
and  its  substructures.  It  is  the  day  of  the 
cellular  anatomist  who  has  and  will  outline 
for  us  the  electron  microscope  alterations  in 
celiac  sprue;  it  is  the  day  of  the  cellular  bio- 
chemist who  has  and  will  outline  the  water 
and  electrolyte  transport  mechanisms;  and 


it  is  the  day  of  the  cellular  physiologist  who 
elucidates  the  cellular  enzyme  abnormalities 
and  cellular  metabolism  of  fats,  proteins, 
and  carbohydrates. 

50  High  Street 
Buffalo,  New  York  14203 
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Although  we  continue  to  unravel 
causes  and  effects  in  many  clinical  en- 
tities, little  is  known  about  the  mechanisms 
of  production  of  biliary  stones.1-3  Accord- 
ingly, close  to  0.5  million  patients  are  ad- 
mitted to  the  hospital  yearly  for  the  treat- 
ment of  the  complications  of  biliary  lithi- 
asis  in  the  United  States.4 

The  purpose  of  this  report  is  to  report  a 
study  of  531  patients  who  underwent  sur- 
gery at  the  Hospital  for  Joint  Diseases  and 
Medical  Center  for  cholelithiasis  and  its 
complications  between  1957  and  1967.  Our 
statistical  data  substantiate  some  of  the 
findings  of  other  authors  and  emphasize  the 
continued  difficulty  associated  with  the  man- 
agement of  biliary  diseases. 

A system  is  described  to  be  used  at  the 
time  of  exploration  by  the  operating  sur- 
geons for  the  purpose  of  grading  pathologic 
changes  observed  in  the  organs  drained  by 
the  biliary  system,  liver  and  pancreas,  sec- 
ondary to  acute  and  chronic  cholelithiasis. 
This  will  facilitate  the  correlation  of  rele- 
vant factors  modifying  the  natural  history 
of  the  disease  with  the  severity  of  the  ana- 


FIGURE  1.  Relative  age  distribution  of  patients 
operated  for  cholelithiasis  and  its  complications. 


tomic  changes  found  in  those  organs  at  the 
time  of  surgery. 

Results  and  discussion 

Of  531  patients  operated  on  for  biliary 
lithiasis  and  its  complications,  119  (22.42 
per  cent)  were  males  and  412  (77.58  per 
cent)  females.  This  is  the  usual  1:3  ratio 
described  by  others,  confirming  the  fact  that 
females  are  statistically  more  prone  to  suffer 
from  cholelithiasis  than  males.5’6 

The  majority  of  our  patients  were  in  the 
sixth  and  seventh  decades  of  their  lives  (Fig. 
1),  which  again  supports  the  findings  of 
other  groups.7'8  The  average  duration  of 
hospitalization  was  twenty-three  days.  The 
average  duration  of  symptoms  before  sur- 
gery in  our  patients  was  4.72  years. 

As  shown  in  Figure  2,  the  majority  of  our 
patients  were  subjected  to  surgery  during 
the  first  seven  years  after  the  onset  of  their 
symptoms.  We  found  no  correlation  be- 
tween the  duration  of  symptoms  prior  to 
surgery  and  the  length  of  hospitalization  in 
days  (Fig.  3). 

Patients  operated  on  during  an  episode 
of  acute  cholecystitis  constituted  12  per 
cent  (68)  of  the  total  number  of  cases  (531) 
(Table  I).  This  closely  approximates  the 
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FIGURE  2.  Correlation  between  duration  of 
symptomatology  in  years  and  per  cent  patients 
admitted  for  surgery  of  biliary  tract. 


FIGURE  3.  Correlation  between  duration  of 
symptoms  in  years  prior  to  surgery  of  biliary 
tree  and  length  of  hospitalization  in  days. 

findings  of  other  authors.5-7  Included  in 
Table  I is  the  sex  distribution,  which  is  also 
typical. 

Right  upper  quadrant  pain  was  the  most 
common  presenting  symptom  of  acute  and 
chronic  cholecystitis  and  occurred  in  every 
patient  in  our  series  (Table  II).  Nausea 
and  vomiting  were  second  in  frequency. 

Serum  bilirubin  levels  above  1.6  mg.  per 
100  cc.  are  considered  to  be  indicative  of 
jaundice:  9.7  per  cent  of  our  patients  pre- 
sented levels  above  1.6  mg.  per  100  cc.  at 
the  time  of  admission  (Table  II).  This  is 
consistent  with  the  statistics  of  others.6 

Radiographic  nonvisualization  of  the  gall- 
bladder, discounting  the  possibility  of  agene- 
sis, indicates  occlusion  of  the  cystic  duct 
and/or  obliteration  of  the  gallbladder  lumen. 
This  occurs  in  17  to  20  per  cent  of  patients 


TABLE  I.  Percentage  of  acute  and 
chronic  patients 


rendition  and  Sex 

Number 

of 

Operations 

Per  Cent 

Acute  cases 

68 

12.8 

F emale 

44 

8.28 

Male 

24 

4.51 

Chronic  cases 

463 

87.19 

Female 

368 

69.30 

Male 

95 

17.89 

Total 

531 

TABLE  II.  Frequency  of  signs  and  symptoms 
prior  to  hospitalization 


Signs  and  Symptoms 

Num- 

ber 

of 

Pa- 

tients 

Per  Cent 

Right  upper  quadrant  pain 

531 

100.00 

Nausea  and  vomiting 

128 

24.10 

Fatty  food  intolerance 

150 

28.20 

Jaundice* 

52 

9.7 

Total 

531 

* Serum  bilirubin  above  1.6  mg. 

per  100  cc.  Values  re- 

corded  on  admission. 


depending  on  the  series,  and  is  usually  pre- 
ceded by  a long  history  of  chronic  cholecys- 
titis.5 In  our  study,  x-ray  studies  were  done 
on  499  patients.  The  gallbladder  could  not 
be  visualized  by  preoperative  oral  or  intra- 
venous contrast  roentgenography  in  95  (19 
per  cent)  of  the  patients.  This  group  had 
symptoms  related  to  their  biliary  tree  last- 
ing an  average  of  3.28  years.  In  compari- 
son, those  patients  in  whom  the  gallbladder 
could  be  visualized  by  x-ray  films,  had  symp- 
toms for  an  average  of  4.72  years.  The  lack 
of  statistical  difference  between  both  groups 
demonstrates  that  the  duration  of  the  symp- 
tomatology could  not  be  correlated  with 
roentgenologic  findings,  often  related  to  se- 
vere long-standing  disease.  In  other  words, 
causes  other  than  time  were  involved  in  the 
damage  produced  by  stones  to  the  cystic 
duct  or  the  gallbladder  lumen. 

Cholecystectomies  were  performed  on  455 
patients  (85.68  per  cent)  and  common  duct 
explorations  on  65  (12.24  per  cent).  This 
distribution  is  similar  to  that  reported  by 
other  authors.6-9  Cholecystostomy  was  per- 
formed in  8 patients  (1.5  per  cent).  Exei- 
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TABLE  III.  Procedures  involving  cholecystectomy 


Procedure 

Number 

of 

Patients 

Secondary  to  cholecystectomy 

Appendectomy 

52 

Ventral  hernia  repair 

10 

Femoral  hernia  repair 

1 

Cholecystectomy  secondary 

Vagotomy  and  gastric  drainage 

9 

Subtotal  gastrectomy 

5 

Hiatal  hernia 

10 

Resection  of  hepatic  hemangioma 

1 

Removal  of  gastric  polyp 

1 

Right  hemicolectomy 

1 

sion  of  cystic  duct  remnant  was  performed 
in  1 (0.18  per  cent)  of  our  patients.  The 
number  of  incidental  procedures  performed 
during  biliary  surgery  is  depicted  in  Table 
III. 

A lowering  of  percentage  rates  of  mor- 
bidity and  mortality  is  representative  of 
advances  made  on  the  treatment  of  disease. 
The  morbidity  rate  found  in  our  series 
(12.99  per  cent)  noted  in  Table  IV  is  com- 
parable to  that  of  other  groups,  with  wound 
infections  the  most  common  complication, 
followed  by  pulmonary  complications.5-7' 
10-12  Our  findings  led  us  to  conclude  that 
the  morbidity  rate  for  such  operations  has 
not  changed  significantly  across  the  country. 
Our  mortality  figures  are  also  comparable 
to  those  reported  by  others  (Table  V). 
9,n,i3  Seven  patients  out  of  108  who  were 
over  sixty-five  years  of  age  died  (6.4  per 
cent)  as  did  5 out  of  423  patients  who  were 
under  sixty-five  years  old  (1.1  per  cent). 
Other  investigators  have  also  described  a 
significant  rise  in  mortality  rates  in  the 
older-age  groups.3*4'14  Our  mortality  rate 
also  increased  whenever  the  common  duct 
was  explored  as  part  of  the  procedure. 

Although  there  is  no  doubt  that  the  ob- 
structive and  inflammatory  effects  of  biliary 
lithiasis  can  produce  varying  degrees  of 
damage  to  the  organs  drained  by  the  biliary 
system,  little  effort  has  been  made  to  grade 
such  damage.  This  would  help  to  correlate 
the  various  aspects  in  the  natural  history 
of  biliary  lithiasis  with  the  degree  of 
damage  produced  in  the  organs  drained  by 
such  a system.  Accordingly,  grading  the 
disease  found  in  the  liver  and  pancreas  at 
the  time  of  surgery  will  facilitate  the  sta- 
tistical analysis  of  the  multiple  components 


TABLE  IV.  Frequency  of  complications 


Complications 

Num- 

ber 

of 

Pa- 

tients 

Per 

Cent 

Wound  infection 

29 

5.46 

Subhepatic  abscess 

3 

0.56 

Sub  phrenic  abscess 

2 

0.37 

Biliary  fistula 

2 

0.37 

Over-all  pulmonary  complications 

, 20 

3.37 

Pneumonitis 

9 

1.69 

Atelectasis 

8 

1.50 

Pulmonary  embolism 

4 

0.75 

Empyema 

1 

0.18 

Pleural  effusion 

1 

0.18 

Lung  abscess 

1 

0.18 

Phlebitis 

8 

1.50 

Total 

69 

12.99 

Over  sixty-five 

11 

10.00* 

Under  sixty-five 

58 

13.7* 

* Ten  per  cent  of  108;  13.7  per  cent  of  423  patients. 


TABLE  V.  Mortality  rates 

Num- 
ber Num- 
of  ber 


Conditions 

Pa- 

tients 

of 

Deaths 

Per 

Cent 

Nonacute 

463 

8 

1.7 

Acute 

68 

4 

5.8 

Under  sixty-five  years  old 

423 

5 

1.1 

Over  sixty-five  years  old 

108 

7 

6.4 

After  cholecystectomy 

455 

7 

1.5 

Common  duct  explored 

65 

5 

7.6 

Total 

531 

12 

2.25 

of  biliary  lithiasis.  The  observed  damage 
could  then  be  correlated  not  only  to  the  mere 
presence  of  stones  but  also  to  their  anatomic 
location  and  to  their  physical  or  chemical 
composition. 

As  an  example  for  the  future  use  of  this 
system,  arguments  supporting  or  rejecting 
the  removal  of  an  asymptomatic  stone-har- 
boring gallbladder  cannot  be  made  on  a sci- 
entific basis  unless  the  disease  observed  in 
the  biliary  tree  during  surgery  is  graded 
in  severity  and  compared  to  that  found  in 
patients  who  have  symptomatic  cholelithia- 
sis. 

The  system  illustrated  in  Table  VI  is 
based  on  grading  increasing  degrees  of  dam- 
age to  the  liver,  pancreas,  and  biliary  tree. 
A patient  with  a chronically  inflammed 
gallbladder  and  otherwise  normal  common 
duct,  liver,  and  pancreas  will  be  a grade  I. 
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TABLE  VI.  Grading  system  for  gross  pathology 


Organ  and  Condition 

Grade* 

Gallbladder 

Normal 

0 

Chronic  cholelithiasis  and 
cholelithiasis 

1 

Acute  cholecystitis  and  cholelithiasis 
Common  duct 

2 

Normal 

0 

Obstructed  secondary  to 
choledocholithiasis 

2 

Acute  cholangitis  secondary  to 
choledocholithiasis 
Liver 

1 

Normal 

0 

Jaundice  due  to  obstruction 

1 

Cirrhotic  (biliary) 
Pancreas 

2 

Normal 

0 

Chronic  pancreatitis  (secondary  to 
biliary  lithiasis) 

1 

Acute  pancreatitis  (secondary  to 
biliary  lithiasis 

2 

* Values  to  be  estimated  by  surgeon  at  time  of  laparotomy 
performed  for  diseases  of  biliary  system. 


In  contrast,  a patient  with  chronic  chole- 
cystitis and  cholelithiasis,  obstructed  com- 
mon duct,  and  biliary  cirrhosis  will  consti- 
tute a grade  V. 

Conclusions 

The  results  of  our  series  of  531  cases  are 
similar  to  those  previously  reported  in  the 
literature.  Such  similarity  suggests  little 
progress  in  the  understanding  and  treat- 
ment of  this  disease. 

A grading  system  is  suggested  to  evaluate 
the  operative  finding.  This  would  facilitate 


the  correlation  between  the  degree  of  dam- 
age observed  in  organs  drained  by  the  biliary 
system  and  the  other  different  variants 
present  in  the  natural  history  of  biliary 
lithiasis. 

Better  comprehension  of  the  mechanisms 
involved  in  the  development  of  cholelithiasis 
will  ultimately  allow  for  prevention,  better 
treatment,  and  a decrease  in  the  incidence 
of  the  disease. 
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P artial  IMMUNOGLOBULIN  M deficiencies  in 
the  relatives  of  2 boys  with  Waterhouse- 
Friderichsen  syndrome  were  noted  recently 
by  Hobbs,  Milner,  and  Watt.1  This 
prompted  us  to  survey  families  of  patients 
with  histories  of  meningococcemia  for  asso- 
ciated immunoglobulin  M defects. 

Methods  and  materials 

Immunoglobulin  M concentrations  were 
measured  in  sera  from  19  families  where  1 
or  more  members  had  had  meningococcemia 
after  the  second  year  of  life.  Families  were 
selected  from  the  State  of  New  York  Depart- 
ment of  Health  laboratory  reports  to  physi- 
cians of  the  isolation  of  Neisseria  meningi- 
tidis from  blood  with  evidence  of  septicemia, 
health  officers’  reports  of  meningococcemias, 
death  certificates  listing  meningococcemia 
as  an  immediate  cause  of  death,2  and  from 
Albany  Medical  Center  Hospital  records  of 
patients  hospitalized  with  meningococ- 
cemia.3 

The  sera  were  mailed  in  by  physicians  or 
health  officers  and  stored  at  5 to  10  C.  for 
up  to  a week.  They  were  assayed  for  im- 
munoglobulin M concentration  by  radial  dif- 
fusion through  Hyland  human  gamma-M 
immunoplates  for  sixteen  hours  at  room 
temperature  (23  to  27  C.)4  and  were  com- 
pared with  normal  mean  values,  ±2  stand- 
ard deviation,  appropriate  for  the  age.r,<1 
Gamma-M  concentrations  in  serum  from  a 
healthy  man  ranged  from  118  to  127  mg. 


TABLE  I.  Concentrations  of  immunoglobulin  M 
in  serum  from  56  individuals  in  19  families  with 
histories  of  meningococcemias 

Immunoglobulin  M 
Concentration 
Milligrams  per  100  ml. 
Outcome,  Normal 

Sex,  Case,  Family  Sample  Mean  Values* 


Recovered,  female 


Case  1 

>130 

36  to  204 

Case  2 

130 

36  to  206 

Case  3 

78 

36  to  208 

Mother 

94 

42  to  261 

Father 

>130 

37  to  304 

Brother 

105 

37  to  220 

Case  4 

30 1 

42  to  261 

Father 

36  f 

37  to  204 

Case  5 

Son 

33f 

36  to  228 

Case  6 

70 

36  to  202 

Mother 

40  f 

42  to  261 

Father 

58 

37  to  204 

Sister 

58 

36  to  204 

Case  7 

90 

36  to  256 

Mother 

110 

42  to  261 

Father 

36  f 

37  to  204 

Brother 

60 

36  to  208 

Brother 

70 

36  to  210 

Brother 

60 

36  to  224 

Recovered,  male 

Case  8 

68 

36  to  228 

Mother 

210 

42  to  261 

Father 

54 

37  to  204 

Brother 

35 1 

37  to  204 

Brother 

105 

36  to  228 

Sister 

115 

42  to  261 

Case  9 

37  f 

36  to  206 

Case  10 

70 

42  to  261 

Fatal,  female 

Case  11 

Mother 

150 

42  to  261 

Father 

170 

37  to  204 

Case  12 

Mother 

69 

42  to  261 

Father 

84 

37  to  204 

Sister 

69 

68  to  290 

Brother 

32 1 

36  to  228 

Case  13 

Sister 

150 

42  to  261 

Case  14 

Mother 

250 

42  to  261 

Case  15 

Mother 

100 

42  to  261 

Father 

65 

37  to  204 

Brother 

127 

36  to  228 

Brother 

56 

36  to  224 

Brother 

110 

30  to  188 

Sister 

200 

70  to  310 

Sister 

96 

70  to  300 

Sister 

127 

36  to  208 

Case  16 

Mother 

450 

42  to  261 

Father 

160 

37  to  204 

Case  17 

Mother 

135 

42  to  261 

Father 

37  f 

37  to  204 

(continued.) 
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TABLE  I.  Concentrations  of  immunoglobulin  M 
in  serum  from  56  individuals  in  19  families  with 
histories  of  meningococcemias 

Immunoglobulin  M 
Concentration 


Milligrams  per  100  ml. 

Outcome, 

Normal 

Sex,  Case,  Family 

Sample 

Mean  Values' 

Fatal,  male 

Case  18 

Sister 

150 

64  to  306 

Brother 
Case  19 

200 

36  to  228 

Daughter 
Case  20 

53 

42  to  261 

Daughter 
Case  21 

100 

42  to  261 

Grandfather 

130 

37  to  204 

Mother 

190 

42  to  261 

Father 

100 

37  to  204 

Brother 

52 

36  to  228 

* Standard  deviation  ± 2 for  age  and  sex.® 
t Low  or  borderline  concentrations. 


per  100  ml.  over  a three-month  period  when 
assayed  on  the  test  plates. 

Results 

We  assayed  a total  of  55  samples,  9 from 
recovered  patients,  18  from  their  relatives, 
and  28  from  relatives  of  11  fatal  cases.  Im- 
munoglobulin M concentrations  were  well 
within  or  above  the  normal  ranges  in  45 
samples,  including  those  from  7 recovered 
patients,  13  of  their  relatives,  and  26  rela- 
tives of  the  fatal  cases.  They  were  border- 
line or  slightly  below  the  normal  mean  val- 
ues (±2  standard  deviation)  in  samples 
from  2 recovered  patients,  5 relatives  of 
recovered  patients,  and  2 relatives  of  fatal 
cases  (Table  I).  One  parent  of  a fatal  case 
and  1 parent  of  each  of  3 recovered  cases 
were  among  the  relatives  with  low  serum 
gamma-M  concentrations. 

In  one  family  only  were  gamma-M  con- 
centrations below  normal  in  both  patient  and 
relative. 

Conversely,  a search  of  315  hospital  lab- 
oratory records  revealed  12  patients  without 
meningococcemia  with  isolated  gamma-M 
concentrations  below  the  normal  range  for 
their  ages. 


Comment 

Our  data,  thus,  do  not  support  an  associa- 
tion between  severe  meningococcemia  and 
familial  gamma-M  deficiency.  They  sug- 
gest, however,  heterogeneity  among  the 
meningococcemias,  most  without,  and  rare 
forms  with,  familial  gamma-M  defects. 
Thus,  our  family  with  a mild  gamma-M  de- 
ficiency, those  of  Hobbs,  Milner,  and  Watt,1 
and  perhaps  the  Heist’s  relatives7  cited  by 
the  Hobbs  group,  may  represent  the  latter 
form.  A recently  reported  “meningococcus 
family”89  and  the  larger  number  of  our 
cases  are  forms  in  which  a familial  immuno- 
globulin M defect  is  not,  apparently,  a sine 
qua  non  of  systemic  spread  and  fulminating 
disease. 

Summary 

Immunologic  radial  diffusion  of  sera  from 
recovered  cases  of  meningococcemia  and 
their  relatives  and  the  relatives  of  fatal 
cases  revealed  one  family  with  subnormal 
levels  of  immunoglobulin  M,  but,  because 
most  of  the  families  had  normal  gamma-M 
levels,  we  were  unable  to  confirm  an  asso- 
ciation between  severe  meningococcemias 
and  familial  gamma-M  defects. 
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Boxing  Program 
for  Youngsters 

MAX  M.  NOVICH,  M.D. 
Perth  Amboy,  New  Jersey 

Orthopedic  Surgeon  and  member 
New  Jersey  Athletic  Commission 


P rofessional  prizefighting  has  been  se- 
verely criticized  by  a cross  section  of  the 
population  generally  identified  as  the  in- 
tellectuals. They  include  educators,  soci- 
ologists, do-gooders,  lawyers,  academicians, 
and,  unfortunately,  a large  number  of  physi- 
cians. As  a result  of  their  frequent  use  of 
emotionally  charged  verbal  blasts  that  it  is 
brutal  and  immoral  for  two  men  to  strike 
at  each  other  with  intent  to  maim  or  murder, 
they  have  managed  to  downgrade  profes- 
sional boxing  but,  fortunately  have  been 
unable  to  eliminate  it.  In  the  wash  of  this 
decline  has  gone  the  popularity  that  the 
sport  of  boxing  once  enjoyed,  and  few  places 
now  teach  this  sport.  The  most  effective 
ban  boxing  group  has  been  educators  and 
particularly  the  physical  education  profes- 
sion. In  spite  of  the  fact  that  two  studies, 
made  in  1943  and  1951  by  a research  study 
curriculum  committee  of  the  College  of 
Physical  Education,  showed  that  boxing 
ranked  eleventh  of  30  activities  considered 
to  contribute  most  to  the  best  all-around  de- 
velopment of  boys,  it  has  been  eliminated 
from  the  curriculum  of  all  physical  educa- 
tion colleges.  This  small,  but  articulate 
minority  has  been  instrumental  in  eliminat- 

Presented  at  the  Second  Annual  Symposium  on  Medical 
Aspects  of  Sports,  February  8,  1969,  sponsored  by  the 
Medical  Society  of  the  State  of  New  York. 


ing  intercollegiate  boxing  except  in  four 
western  schools.  The  National  Education 
Association  in  an  official  edict  has  banned 
it  from  all  public  schools.  Only  the  CYO 
(Catholic  Youth  Organization),  Boys  Clubs, 
settlement  houses,  PAL  (Police  Athletic 
League) , the  service  academies,  armed 
forces,  and  private  classes  like  my  own  are 
still  teaching  boxing. 

Why  should  a physician  be  such  a vocal 
protagonist  and  actually  teach  youngsters  a 
sport  which  has  so  many  critics  against  it? 
I encourage  and  teach  this  sport  because  I 
understand  the  anatomy,  physiology,  and 
kinesiology  involved  in  it,  and  I understand 
the  motivations  that  direct  boys  to  it.  The 
objectors  only  rationalize  their  dislike  for 
boxing  because  they  are  unaware  of  the  way 
in  which  boxing  facilitates  the  development 
of  normal  aggressive  qualities  in  some 
passive  boys,  aggression  which  is  an  essen- 
tial quality  of  the  human  organism,  not  a 
violent  destructive  form  of  aggression. 

While  a member  of  the  New  York  State 
Legislature,  Theodore  Roosevelt  defended 
boxing  against  a faction  who  were  trying 
to  abolish  it.  He  surprised,  and  even 
shocked,  many  mothers  when  he  said, 

The  boy  that  won’t  fight  is  not  worth  his 
salt.  He  is  either  a coward  or  constitu- 
tionally weak.  I do  not  know  for  which  I 
would  punish  my  boys  quicker — for  cruelty  or 
flinching.  Both  are  abominable.  I have 
never  been  able  to  sympathize  with  the  outcry 
against  boxing,  only  when  a fake  or  crooked- 
ness is  proved.  Outside  of  that,  I regard 
both  amateur  and  professional  boxing  a 
vigorous,  healthful  sport  that  develops  cour- 
age and  a spirit  of  combativeness  that  fits 
every  boy  who  engages  in  it  for  the  everyday 
life  that  confronts  him.1 

Statistics 

Is  boxing  really  as  dangerous  as  the  crit- 
ics would  have  you  believe?  In  a survey  of 
104  deaths  from  sports  in  New  York  City 
from  1918  to  1950,  Gonzales2  found  that 
baseball  caused  43  of  them ; football  22 ; box- 
ing 21 ; and  basketball,  handball,  wrestling, 
and  polo  totaled  86.  From  1955  to  1959  foot- 
ball accounted  for  108  deaths  and  boxing  18 
deaths,  of  which  12  were  amateurs. 

In  1948,  the  Security  Life  and  Accident 
Company  of  Denver  in  a survey  of  46,824 
athletes  assigned  a 2.6  per  cent  rate  of  in- 
juries for  wrestling,  boxing,  and  swimming. 


1300  New  York  State  Journal  of  Medicine  / June  1,  1970 


In  a survey  at  Great  Lakes  Naval  Base 
during  World  War  II  boxing  ranked  fourth 
in  the  incidence  of  injuries. 

Quantitatively,  boxing  causes  fewer 
deaths  than  college  football.  In  forty  years 
of  intercollegiate  boxing,  I have  been  able  to 
find  only  4 instances  of  death.  In  1962, 
there  were  32  deaths  in  football  during  the 
season,  4 in  track,  42  in  auto  racing,  6 in 
basketball,  and  8 in  baseball.  In  1962,  there 
were  12  boxing  deaths  over  the  entire  world 
and  in  an  all-year  sport.  World-wide  boxing 
accounts  for  10  to  12  deaths  annually  with 
about  10,000  participating. 

Although  this  is  a low  incidence  of  fa- 
tality, it  can  be  reduced  even  further  with 
stricter  administrative  and  medical  super- 
vision and  improved  equipment.  As  a per- 
sonal witness  to  thousands  of  matches,  very 
few  punches  find  or  land  on  target.  Perhaps 
one  in  ten  finds  its  way  to  the  head  or  face 
or  abdomen.  The  remainder  are  either 
blocked,  slipped,  or  eluded  in  other  ways  or 
land  harmlessly  on  the  shoulders,  arms,  fore- 
arms, and  gloves. 

Experience 

My  boxing  life  started  officially  when  I 
bought  my  first  set  of  gloves  at  age  six. 
There  certainly  was  within  me  a compelling 
drive  to  become  a boxer,  a champion.  Like 
most  city  boys,  I had  plenty  of  street  fights 
progressing  to  amateur,  intercollegiate,  and 
professional  competition.  I could  not  pos- 
sibly estimate  the  number  of  boxing  bouts 
I have  had  with  or  without  gloves,  but  my 
bouts  started  getting  formalized  in  1932 
when  I had  my  first  amateur  bout.  My 
record  was  pretty  good,  losing  5 bouts  in 
four  years  of  college  and  N.C.A.A.  (National 
Collegiate  Athletic  Association)  competi- 
tion, 3 of  these  to  one  boxer  alone  who  no 
doubt  had  my  number.  I took  the  Southern 
Intercollegiate  Conference  two  years  run- 
ning and  a silver  medal  in  N.C.A.A.,  twice 
losing  to  the  same  boxer  I mentioned  before. 
In  1936,  I was  the  175-pound  N.C.A.A.  rep- 
resentative for  the  final  1936  U.S.  Olympic 
Boxing  Team.  I lost  in  the  quarterfinal.  I 
participated  in  2 professional  fights  while  I 
was  in  medical  school  to  clear  up  a few  bills 
and  then  hung  up  my  gloves  at  age  twenty- 
one  to  devote  myself  to  medical  school.  I 
became  the  University  of  North  Carolina 


Freshman  boxing  coach  while  I was  in 
medical  school. 

During  World  War  II,  I promoted  and 
coached  boxing  at  Carlisle  Barracks,  Penn- 
sylvania, in  1943.  I coached,  promoted,  and 
refereed  international  boxing  bouts  among 
the  Armed  Services  in  Carmarthen,  Eng- 
land, in  1944,  and  was  the  head  boxing 
coach  for  the  Twenty-Ninth  Infantry  Di- 
vision in  the  European  Theater  of  Opera- 
tions with  an  undefeated  record  in  team 
competition.  On  return  to  this  country  in 
1946,  I became  a referee  and  judge  for  the 
N.  J.  AAU  (New  Jersey  Amateur  Athletic 
Union)  and  an  official  referee  for  the  East- 
ern Intercollegiate  Boxing  Association.  I 
gave  up  refereeing  and  judging  and  became 
physician  to  the  N.  J.  AAU  State  Boxing 
and  Golden  Glove  championships.  I have 
since  become  physician  for  AAU  boxing 
teams  who  fight  abroad  periodically.  I am 
also  on  the  Medical  Commissions  of  the  New 
Jersey  State  Athletic  Commission  and  Asso- 
ciation Internationale  de  Boxe  Amateur.  I 
have  been  coaching  this  class  now  for  five 
years. 

Why  boxing? 

Fighting  is  a basic  and  natural  human 
physical  activity  requiring  little  or  no  prep- 
aration. Running  is  too.  Boxing  is  an  art 
that  differs  from  fighting  fundamentally  in 
requiring  a long  and  arduous  period  of 
training  if  it  is  to  be  done  well.  Boxing 
leaves  no  room  for  mistake  since  bodily 
injury  will  result  from  errors  of  execution 
and  omission.  It,  therefore,  requires  a 
great  deal  of  discipline,  self-sacrifice,  and 
hard  work. 

Why  do  boys  want  to  train  for  boxing 
which  is  a tough  and  rough  sport?  In  slum- 
reared  boys,  hunger  and  poverty  are  the 
usual  reasons  given  for  boys  going  into 
boxing  as  a career.  This  cannot  be  the 
case  in  my  classes  because  my  students  are 
“overprivileged”  boys. 

There  are  conscious  and  unconscious  rea- 
sons why  boys  go  into  boxing  regardless  of 
their  socio-economic  strata.  In  my  group, 
each  child  has  his  own  reasons  for  being  in 
the  class.  The  “bully”  problem  has  vexed  a 
number  of  my  students.  This  applies  not 
only  to  street  and  playground  acquaintances 
but  to  brothers  also.  One  or  two  of  my  boys 
are  surrounded  by  too  many  sisters  or  an 
over-solicitous  or  deprecating  mother.  Box- 
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ing  gives  a boy  a chance  of  escaping  the  un- 
desirability of  feminine  identification. 
There  is  the  problem  of  a boy  feeling  inade- 
quate for  a variety  of  causes.  Being  physi- 
cally small  or  frail  is  a frequent  reason. 
Boxing  gives  them  an  opportunity  because 
the  great  equalizers  of  the  ring  are  not  al- 
ways heft  and  reach.  Then  we  have  boys 
who  show  lack  of  pride  or  self-esteem  and 
have  dependency  and  approval  needs.  There 
are  as  many  different  conscious  reasons  as 
there  are  boys. 

In  discussions  with  psychiatric  colleagues 
it  appears  that  underlying  these  reasons  are 
disturbances  associated  with  unconscious 
aggressive  and  sexual  drives.  Some  of  the 
children  suffer  from  sibling  rivalry  and 
jealousy  as  well  as  oedipal  situations  which 
account  for  persistence  of  hostile  feeling, 
the  derivatives  of  which  are  predominately 
sadistic  and/or  masochistic  behavioral  char- 
acteristics. Maternal  deprivation  leading 
to  defensive  ego  development  may  be  the 
means  by  which  these  derivative  instincts 
seek  gratification  in  fighting.  The  need  to 
be  looked  on  and  admired  is  an  additional 
factor.  Boxing  leads  to  a well-muscled  torso 
and  gracefulness  of  movement,  both  of 
which  satisfy  this  exhibitionistic  need.  In 
most  cases  boys  have  a need  to  resolve  cer- 
tain personal  conflicts  which  have  been 
building  up  in  them  since  childhood.  It  is 
an  oversimplification  to  say  “underprivi- 
leged boys  seek  an  outlet  in  boxing  that  is 
qualitatively  different  from  the  “overprivi- 
leged” boy  that  I have  in  my  class.  Actually 
the  unconscious  reasons  differ  only  in  de- 
gree but  not  in  kind. 

I am  aware  of  the  child’s  motivation 
through  interviews  and  evaluation.  I have 
to  make  sure  that  the  passive  boys  are  en- 
ergized to  use  all  of  their  aggressive  poten- 
tial. I have  to  cool  down  some  overly  ag- 
gressive child  so  that  he  can  be  more  effec- 
tive with  a minimum  of  punches.  In  all  in- 
stances we  teach  them  sufficient  boxing 
skills  which  help  develop  their  ego  and  con- 
fidence. This  enables  them  to  confront  an 
adversary  their  own  size.  I have  to  be  care- 
ful in  my  matching  so  both  opponents  bene- 
fit from  the  exposure. 

My  associate  and  I teach  boxing  the  safe 
way.  In  classes  on  boxing  we  constantly 
stress  that  this  is  a sport  whose  primary 
purpose  is  self-defense  and  one  which  is 


aimed  directly  at  taking  care  of  the  bully 
who  is  in  the  schoolroom,  playground,  street, 
and  so  on.  The  bully  who  is  used  to  terroriz- 
ing becomes  quite  upset  when  a boy  who  is 
unafraid  stands  up  to  him.  The  boxer  usu- 
ally can  do  very  well  on  a man-to-man  basis. 
We  try  to  promote  in  our  boys  an  attitude 
that  boxing  is  an  art  of  self-defense  and  is 
used  only  for  defensive  reasons.  This  is  not 
like  the  “bully”  who  goes  out  looking  for  a 
fight.  Once  a boy  learns  how  to  handle  his 
“mitts”  and  develops  poise  he  does  not  have 
to  fear  any  bully.  As  a matter  of  fact  this 
prevents  rather  than  precipitates  violence. 
It  is  interesting  to  note  that  the  boy  who 
can  box  usually  never  looks  for  a fight.  He 
does  not  have  to  because  he  carries  within 
himself  a confidence  of  his  ability  to  take 
care  of  himself,  unlike  the  fearful  child  who 
unconsciously  provokes  a bully  to  attack 
him.  However,  my  students  are  instructed 
to  run  if  they  are  outnumbered  or  are  at  a 
physical  disadvantage  or  threatened  by 
knives,  bottles,  sticks,  rocks,  guns,  or  other 
missiles.  Discretion  is  still  the  better  part 
of  valor. 


Student  training 

Because  fighting  is  basic  to  man,  his  first 
offensive  movements  are  usually  of  the  wild- 
house,  roundhouse,  and  overhead  variety. 
The  movements  are  cumbersome,  awkward, 
and  poorly  coordinated.  Although  the  blows 
may  carry  great  strength  if  they  connect, 
they  would  be  even  more  powerful  if  they 
were  straight,  fast,  and  correctly  directed. 
Since  the  effectiveness  of  both  offensive  and 
defensive  moves  depends  on  the  stance  and 
basic  body  position,  our  first  efforts  are  di- 
rected here.  His  feet  are  placed  so  that  he 
assumes  the  “triangular”  position  which 
gives  him  mobility  and  stability.  It  is  his 
footwork  that  allows  him  to  maneuver  his 
body  into  the  most  advantageous  position 
offensively  or  defensively.  The  boxer  is 
taught  to  maintain  his  balance  by  having 
his  feet  directly  under  him  while  he  is  con- 
stantly shifting  his  body  weight.  The  boxer 
is  shown  a position  that  offers  the  best 
anatomic  protection  for  the  head,  face,  chin, 
throat,  precordial  area,  and  abdomen.  To 
take  advantage  of  these  natural  defenses  it 
is  necessary  to  develop  the  neck  muscles, 
deltoid,  and  other  shoulder  girdle  muscles. 
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The  skull  carries  the  brain  and  must  be 
protected.  Hunching  the  shoulder  and  plac- 
ing chin  on  the  sternum  brings  the  head 
and  chin  under  cover  behind  the  protracted 
lead  shoulder. 

Once  this  body  position  is  mastered,  it 
must  be  coordinated  with  the  footwork.  At 
times  it  is  desirable  to  vary  this  position 
during  the  course  of  a bout  as  in  bobbing, 
weaving,  ducking,  and  stepping  forward 
and  backward  or  to  the  side.  Again  the 
boxer  must  be  constantly  reminded  not  to 
expose  his  head  but  always  to  protect  it. 
The  head,  chin,  and  abdomen  never  remain 
more  than  momentarily  in  one  place. 

We  teach  the  jab  almost  at  the  same  time 
we  are  developing  stance  and  basic  posi- 
tion. In  this  way  we  coordinate  and  syn- 
chronize stance;  position;  and  movements 
of  the  body,  hands,  and  feet.  The  jab  is 
still  the  most  effective  punch  in  boxing. 
We  stress  that  it  must  account  for  no  less 
than  75  per  cent  of  our  boxers’  offensive 
punches.  Although  singly  it  is  not  used 
to  really  hurt  anybody,  accumulatively  it 
can  do  a lot  of  damage.  Before  teaching 
any  further  offensive  punches  we  now  teach 
several  defensive  moves  against  the  straight 
jab.  By  following  this  pattern  of  teaching, 
first  offensive  moves,  then  defensive  count- 
ers, and  then  coordinating  and  synchroniz- 
ing them,  we  have  been  able  to  develop  skill- 
ful boxers  who  not  only  are  able  to  defend 
themselves  but  are  also  able  to  win.  This 
is  followed  by  instruction  in  the  right  cross 
and  the  left  hook.  We  do  not  stress  upper 
cut,  bolo  punches,  or  other  spectacular 
punches. 

After  teaching  the  basic  blows,  we  go  into 
combination  punches. 

We  stress  range  boxing  and  discourage 
any  type  of  infighting.  We  teach  our 
boxers  to  remain  within  their  opponent’s 
range,  yet  fully  protected  by  their  own  ana- 
tomic defenses.  As  the  opponent  punches 
and  misses,  they  are  then  in  a position  to 
counter  punch  quickly,  effectively,  and 
safely.  Once  they  have  succeeded  in  getting 
inside  their  opponent’s  defense  by  either 
slipping,  blocking,  or  sidestepping,  they  are 
instructed  to  let  go  a salvo  of  combination 
punches  to  the  head  and  abdomen  before 
withdrawing,  stopping,  or  clinching.  Our 
boxers  are  not  encouraged  to  try  to  smash 
through  a defense  with  sheer  strength  be- 
cause this  puts  them  at  a disadvantage. 


Our  boxers  are  trained  to  tie  up  in  a clinch 
any  mauler  who  tries  such  tactics.  Our 
boxers  are  also  taught  to  punch  at  their  op- 
ponent’s even  while  they  may  be  stepping 
back  to  get  out  of  the  way. 

My  boxing  program  started  about  five 
years  ago  when  the  parents,  both  practicing 
psychiatrists,  of  a twelve-year-old  boy  asked 
me  if  I could  teach  their  son  how  to  box. 
Their  concern  was  that  their  son,  who  was 
very  bright,  was  introversive,  inhibited,  and 
fearful  of  physical  contact.  Starting  with 
this  one  boy  I have  taught  a hundred  boys 
in  these  classes.  At  present  enrollment  is 
limited  to  35  boys.  Many  of  the  parents  are 
physicians,  colleagues  who  want  their  sons 
to  learn  the  manly  art  of  self-defense  and  to 
reinforce  their  competitive  and  aggressive 
drives.  It’s  not  the  intent  here  to  develop  in 
detail  the  technics  used,  but  after  a few  ses- 
sions of  heavy  bag  hitting  with  instruc- 
tions to  hit  the  bag  as  if  it  represented  the 
person  the  child  wishes  most  to  hit,  some- 
thing happens.  At  first  we  show  a child 
how  to  place  his  feet  properly,  position  his 
trunk  and  hands,  and  strike  the  heavy  bag, 
first  with  his  left,  then  with  his  right.  As 
the  boy  gains  confidence,  the  thuds  resound- 
ing off  the  bag  get  louder  and  faster.  Then 
he  does  the  same  with  a gloved  hand  acting 
as  a bag.  As  his  punches  become  grooved 
in,  a feeling  of  exhilaration  can  be  seen  on 
his  face  which  is  expressed  by  harder  and 
faster  punches.  He  is  encouraged  to  hit 
harder  and  faster,  and  he  does.  After  a 
few  weeks  of  this  bag  punching  with  a 
great  deal  of  constructive  criticism  directed 
at  his  stance,  body  position,  and  punching, 
we  let  him  box.  All  the  boys  box  with  head- 
guards  and  fitted  mouthpieces.  The  young- 
est boys  use  12-ounce  gloves.  The  older 
boys  use  16-ounce  gloves.  After  a few  ses- 
sions of  sparring,  their  aggression  becomes 
more  apparent  and  their  passivity  lessened. 
As  their  coordinating  abilities  improve,  so 
does  their  ego  and  confidence.  With  pa- 
tience, criticism,  and  concern,  we  have  been 
able  to  develop  many  nonassertive  boys  into 
excellent  boxers  who  exhibit  appropriate  ag- 
gressive response  as  the  situation  calls  for 
it.  There  are  some  boys  who  show  a hesi- 
tancy to  get  involved.  Those  we  let  watch 
a few  sessions  with  encouragement  rather 
than  prodding;  we  have  even  managed  to 
get  them  into  the  act.  They  seem  to  enjoy 
it. 
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The  benefit  that  accrues  from  this  sport 
can  be  classified  as  follows:  psychological, 

physical,  social,  and  recreational.  This  is 
probably  the  last  sport  that  has  not  been 
invaded  by  the  opposite  sex. 

Results 

Being  able  to  box  well  gives  a boy  a feel- 
ing of  manliness.  In  the  squared  circle  the 
boxer  is  on  his  own  and  can  depend  on  no 
one  but  himself.  Here  he  must  call  on  all 
his  resources  of  strength,  confidence,  cour- 
age, brains,  and  boxing  skills  to  win,  at  a 
minimum  amount  of  damage  to  himself.  If 
a boy  who  feels  inadequate  or  insecure  can 
be  taught  to  handle  his  opponent  well,  this 
will  go  a long  way  in  reducing  such  psy- 
chologic weakness.  In  the  ring  a boxer  is 
able  to  give  expression  to  unconscious 
feelings,  such  as  aggression,  hostility,  and 
sadism  which  could  lead  to  inappropriate  ex- 
pression in  other  situations.  The  program 
offers  a release,  in  a controlled  situation,  of 
qualities  of  personality  that  would  be  con- 
sidered undesirable  in  the  usual  social  set- 
ting. This  is  a healthy  sublimation  of  a 
boy’s  sadistic  and  aggressive  tendencies. 

The  program  also  exposes  a boy  to  a bal- 
anced program  of  physical  fitness  training. 
The  early  part  of  each  session  is  devoted 
to  limbering  and  loosening  up  exercises  to 
keep  a boxer  loose  and  supple.  Shadow  box- 
ing aids  in  the  development  of  creative  sit- 
uations and  appropriate  responses.  Punch- 
ing the  heavy  bag  is  primarily  for  leverage 
and  muscle  control,  but  the  resistance  of- 
fered by  this  bag  helps  in  the  development 
of  muscle  power  of  the  arm  and  shoulder. 
Small  bag  punching  aids  in  speed,  timing, 
and  coordination  of  the  hands  and  feet. 
Calisthenics  designed  to  build  up  the 
strength  of  the  muscles  of  the  neck,  shoul- 
ders, abdomen,  and  legs  conclude  every  ses- 
sion. Some  boys  pull  wall  pully  weights  to 
develop  muscle  strength.  We  use  to  do 
roadwork  before  coming  to  class,  but  there 
was  not  sufficient  time  to  do  this.  The  boys 
are  told  to  jog  IV2  miles  about  three  times 
weekly.  They  are  to  increase  it  to  2 miles. 
Rope  jumping,  another  cardiovascular  en- 
durance exercise,  is  demonstrated  and  the 
boys  are  told  to  do  this  at  home. 

Before  each  child  is  permitted  to  join  the 
class,  he  undergoes  a physical  examination. 
This  also  includes  a dental  examination. 


We  keep  monthly  records  of  his  height, 
weight,  pulse,  blood  pressure,  number  of 
pushups,  and  abdominal  muscle  strength. 
Each  child  must  wear  a headguard  and  his 
own  personal  mouthpiece  while  sparring. 

Comment 

Coaches  are  missing  a golden  opportunity 
for  developing  better  athletes  by  not  en- 
couraging early  training  in  boxing.  Agil- 
ity, reaction  training,  timing,  coordination, 
muscular  strength,  and  cardiovascular  en- 
durance are  stressed  in  boxing  and  easily 
transferred  to  all  sports.  The  boy  who 
learns  to  box  early  in  life  becomes  a much 
better  athlete  in  whatever  sport  he  chooses 
as  he  grows  and  matures.  It  is  an  exciting 
and  skillful  sport  which  produces  many 
excellent  physical  benefits. 

Socially,  the  boy  is  made  to  feel  he  is 
part  of  a group  in  which  no  personal  ani- 
mosity is  tolerated.  I have  never  seen  any 
of  the  boys  in  my  classes  showing  dislike, 
contempt,  or  hatred  for  another  member  of 
a class.  As  a matter  of  fact,  it  is  not  un- 
common for  some  of  the  older  boys  to  spend 
time  with  the  younger  and  less  experienced 
boys  by  going  over  some  of  the  technics  they 
feel  they  have  mastered.  We  do  not  toler- 
ate any  infractions  of  the  rules,  and  few 
are  committed.  We  do  not  teach  brotherly 
love,  but  we  do  teach  respect  for  an  oppo- 
nent and  a teacher.  It  is  an  amazing  thing 
to  see  2 boys  try  to  outpoint  one  another 
when  they  have  been  playing  with  each  other 
before  the  bout  and  then  play  again  to- 
gether after  the  bout.  Boxing  teaches  one 
to  weather  adversity  and  even  how  to  get  off 
the  floor  and  go  on,  which  is  characteristic 
of  life  with  its  ups  and  downs. 

In  addition  to  having  a wholesome  outlet 
for  their  energies,  most  of  the  boys  seem  to- 
A have  fun  in  what  they  are  doing.  Some  of 
the  more  aggressive  ones  enjoy  it  more 
than  others.  No  noise  is  permitted  during 
the  course  of  a bout.  The  parents  are  not 
allowed  to  offer  any  advice,  make  any  sug- 
gestions, or  gesture  during  the  course  of  a 
bout.  However,  all  the  parents,  spectators, 
and  participants  are  encouraged  to  applaud 
both  boys  after  each  round.  And  they  really 
enjoy  it.  For  a young  boy,  it  is  a satisfying 
feeling  to  have  everyone  congratulate  him 
for  his  efforts. 

The  hazards  of  boxing  are  overstated  by 
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people  with  no  real  knowledge  or  under- 
standing of  the  sport  or  its  participants. 
Our  accident  record  is  practically  nil.  We 
have  had  2 boys  with  bloody  noses  in  about 
100  boys  who  have  participated  in  five  years 
of  the  class.  There  has  never  been  a cut 
eye  or  face.  There  has  never  been  a knock- 
out. One  or  two  accidental  knockdowns  have 
occurred,  but  the  boys  got  right  back  to 
their  feet  and  continued  the  bout.  No  boy 
has  been  asked  to  leave  the  program.  About 
3 have  left  during  the  five  years.  Good 
boxers  are  rarely  injured.  Properly  per- 
formed boxing  can  be  valuable  for  physical 
conditioning,  development  of  health  habits, 
and  a relatively  safe  release  of  hostility. 

We  are  very  proud  of  this  boxing  pro- 
gram for  young  boys.  It  is  entirely  sup- 
ported by  me  with  no  fees  asked  or  ac- 


Social gradients  and  serum  uric 
acid  in  males  and  females 


The  traditional  dogma  that  gout  is  a disease 
of  the  rich  has  never  been  seriously  questioned. 
Since  gout  is  commonly  associated  with  high 
serum  uric  acid  levels,  one  would  assume  that 
such  levels  would  be  higher  in  the  higher  social 
classes.  A study  of  over  2,400  subjects  from 
the  general  populations  in  2 towns  in  England 
and  1 in  the  United  States  does  not  indicate 
that  high  serum  uric  acid  levels  are  associated 
with  affluence;  if  anything,  they  tend  to  be 
higher  in  the  poorer  members  of  the  community 
reports  R.  M.  Acheson,  in  Brit.  M.  J.  4:  65  (Oct. 
11)  1969. 

In  the  English  subjects  the  uric  acid  content 
of  the  sera  was  estimated  by  the  enzymatic 
method  of  Liddle  et  al.  and  in  New  Haven  by  a 
modification  of  Folin’s  method.  To  determine 
social  class,  in  England  the  Registrar  General’s 
classification  was  used;  in  New  Haven,  the 
method  of  Hollingshead,  designed  to  reproduce 
as  closely  as  possible  the  Registrar  General’s 
classification.  Statistically,  there  were  5 


cepted.  There  are  no  governmental  subsi- 
dies involved  or  desired.  There  are  hun- 
dreds of  physicians  throughout  our  country 
who  are  experienced  in  boxing  and  who 
could  do  a lot  for  boys  if  they  also  got  in- 
volved. We  need  more  teaching  of  boxing 
as  an  alternative  to  the  increasing  amount 
of  violence  exhibited  by  youngsters  who 
have  turned  to  knives,  sticks,  stones,  and 
bottles  instead.  This  development  began 
when  boxing  was  eliminated  in  the  elemen- 
tary and  high  school  levels.  It  is  high  time 
this  process  was  reversed. 
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classes  ranging  from  I (the  highest)  to  V (the 
lowest). 

The  findings  are  at  variance  with  previous 
studies  by  Cobb  and  associates  (J.A.M.A.  185: 
431  [1963]),  who  found  there  was  a tendency 
toward  higher  uric  acid  levels  in  the  higher 
social  classes.  These  writers  at  first  thought 
that  serum  uric  acid  induced  “intelligence  and 
excellence  of  all-round  performance”  which 
tended  to  raise  their  social  and  economic  status. 
Later,  this  was  modified  to  omit  intelligence 
scores  and  limit  the  superiority  to  “drive, 
achievement,  and  leadership.” 

The  present  report  suggests  the  possibility 
that  a difference  in  sampling  may  account  for 
the  divergent  findings,  and  the  difference  in 
findings  is  consistent  with  the  view  that  both 
serum  uric  acid  levels  and  gout  are  under 
multifactorial  control.  The  author  suggests 
the  possibility  that  while  one  determinant  of 
serum  uric  acid  may  be  dominant  in  certain 
populations,  the  same  factor  may  not  play  an 
important  role  elsewhere,  so  that  a social  class 
association  can  be  absent  in  some  populations 
and  be  present  in  differing  forms  in  others. 
The  data  here  indicate  that  some  social  class 
factors  responsible  for  gout  are  distinct  from 
those  affecting  the  level  of  serum  uric  acid. 
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P ublic  concern  about  the  reputed  adverse 
effects  of  all  synthetic  chemicals  in  the  en- 
vironment has  never  been  more  intense. 
Agricultural  chemicals  are  presently  re- 
ceiving particular  scrutiny.  The  reputed 
effects  of  persistent  chlorinated  hydrocar- 
bon insecticides  on  ecospecies,  forebodings 
from  defoliant  and  herbicide  use  in  Viet- 
nam, and  the  declared  teratogenic  effects  of 
commonly  used  phenoxyacid  herbicides  are 
familiar  to  all.  It  is  thus  timely  to  survey 
the  present  situation  to  learn  its  nature, 
trends,  and  the  prospects  for  its  resolution. 

New  pesticides 

The  synthesis  and  development  of  new 
chemicals  for  agriculture  continues  at  an 
explosive  rate.  These  compounds  possess 
familiar  as  well  as  exotic  structures.  A 
classification  includes  halogenated  organics; 
phosphorus-containing  compounds ; many 
others  with  nitrogen,  sulfur,  or  metals  in- 
corporated in  their  structures;  and  inor- 
ganic compounds.  Important  chemical 
classes  include  chlorinated  hydrocarbons, 
organophosphorus  esters,  carbamates,  sub- 
stituted ureas,  acids  (benzoic,  phenoxy,  and 


picolinic),  nitriles,  nitro  compounds,  phe- 
nols, triazines,  organometallics,  and  several 
others.  On  a use  basis  they  include  insecti- 
cides, fungicides,  herbicides,  algicides,  ro- 
denticides,  and  plant  growth  regulators. 
This  latter  group  is  most  recent  and  excit- 
ing since  they  produce  a host  of  astounding 
and  sought-after  plant  responses.  There 
are  chemicals  which  aid  harvesting  by  thin- 
ning fruit,  delaying  fruit  drop,  promoting 
ripening,  killing  tops  or  vines,  or  retarding 
shoot  growth  to  produce  a more  compact 
plant.  Others  promote  flowering,  increase 
frost  resistance,  boost  protein,  defoliate 
leaves,  prevent  lodging,  and  so  on.  Simi- 
larly wondrous  effects  can  be  ascribed  to 
the  use  of  insecticides  and  other  compounds. 

Environmental  considerations 

There  have  been  many  accounts  of  past 
deleterious  ecologic  results  associated  with 
the  use  of  agricultural  chemicals.  It  is  of 
interest  to  survey  certain  of  the  more  re- 
cent reports  which  suggest  new  findings  and 
observed  effects. 

Surveys  of  pesticide  residues  in  the  na- 
tion’s soils  have  been  prepared.1  An  in- 
teresting account  of  the  general  considera- 
tions concerning  pesticides  as  they  affect 
living  organisms  in  soil  has  been  published.2 
Briefly  the  degree  of  harm  depends  on  the 
application  rate,  toxicity,  and  persistence 
of  the  compound.  The  size,  susceptibility, 
and  movement  of  the  organism  are  impor- 
tant. Chlorinated  hydrocarbon  insecticides 
are  of  most  concern.  Heavy  insecticide  ap- 
plications to  forests  often  kill  serious  num- 
bers of  soil-forming  organisms.  Fumigants 
may  rapidly  and  drastically  reduce  popula- 
tions, but  since  they  usually  volatilize  away 
within  minutes,  the  effects  are  often  tem- 
porary. Organophosphorus  insecticides  kill 
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larger  9oil  animals,  but  a parallel  increase 
in  smaller  groups  more  than  offsets  this  in 
the  over-all  effects  on  soil  fertility.  Herbi- 
cides, with  the  exception  of  the  highly  toxic 
nitro  compounds,  are  generally  quite  in- 
nocuous. 

Some  organisms  succumb  directly  from 
toxicants.  Others  are  lost  indirectly  by 
herbicide  destruction  of  their  plant  food 
supply.  If  predator  species  die,  prey  organ- 
isms may  increase  in  numbers.  Small  or- 
ganisms are  more  poorly  mixed  in  soils  and, 
therefore,  are  less  affected.  Earthworms 
are  generally  less  susceptible  to  chlorinated 
hydrocarbon  insecticides  and  store  high  con- 
centrations which  may  then  be  toxic  to 
birds. 

An  indirect  repercussion  of  the  extensive 
use  of  herbicide  chemicals  is  the  complete 
eradication  of  plant  life,  resultant  soil  ster- 
ilization, and  erosion,  such  as  from  the  use 
of  defoliants  and  related  compounds  in 
southeast  Asia.  Certain  particularly  effec- 
tive defoliants  such  as  tordon  (Picloram), 
4-amino-3,5,6-trichloropicolinic  acid,  can  be 
used  at  levels  down  to  one-fourth  ounce  per 
acre  and  are  very  stable  to  biologic  degra- 
dation. A recently  discovered  herbicide 
transformation  in  soil  is  of  concern.  Stam, 
3',4'-dichloropropionanilide,  widely  used  as 
an  herbicide  on  rice,  has  been  shown  to 
undergo  hydrolysis  and  condensation  to  pro- 
duce 3,3',4,4'-tetrachloroazobenzene  in  soil.3 
The  known  carcinogenic  properties  of  many 
azo  compounds  have  obviously  focused  atten- 
tion on  this  problem.  Fortunately  very  little 
of  this  metabolite  is  absorbed  by  rice 
plants.4  Stable  triazine  herbicides  used  in 
corn  have  persisted  in  soil  and  later  pre- 
vented lawn  establishment  where  agricul- 
tural land  is  converted  for  residential  use. 

The  widespread  occurrence  of  parts  per 
billion  and  parts  per  trillion  levels  of  several 
chlorinated  hydrocarbon  insecticides  in  the 
water  of  lakes,  rivers,  and  streams  through- 
out the  country  has  been  reported.5  Their 
presence  is  due  to  pesticide  runoff  from  ag- 
ricultural land  and  direct  toxicant  applica- 
tion to  water  for  weed  or  algal  control.  Al- 
though no  hazard  is  expected  from  their 
presence  in  drinking  water,  manifold  con- 
centration of  them  by  fish  and  other  aquatic 
organisms  is  a continuing  problem.6  Re- 
sultant death  or  lack  of  reproduction  in  fish 
is  of  serious  concern.7  More  insidious,  how- 


ever, is  the  recent  finding  of  inherited  or 
acquired  resistance  of  certain  fish  to  insecti- 
cides, thereby  permitting  them  to  accumu- 
late exceedingly  high  residue  concentrations 
with  no  apparent  ill  effects.8-13  The  poten- 
tial hazard  to  nonresistant  predator  fish  and 
the  consuming  public  is  obvious.14'15  Loss 
of  domesticated  plants  from  use  of  irriga- 
tion water  not  known  to  contain  phytotoxic 
compounds  is  also  common. 

Birds  are  also  prominent  among  ecologic 
species  reportedly  showing  ill  effects  from 
insecticide  usage.  Diminishing  populations 
of  predators  such  as  the  peregrine  falcon 
have  been  associated  with  their  body  and 
egg  burden  of  chlorinated  hydrocarbon  in- 
secticides.1017 The  loss  of  many  species  of 
birds,  particularly  pheasants,  from  consum- 
ing seeds  pretreated  with  organic  mercurial 
fungicides  and  the  potential  hazard  to  con- 
sumers has  been  reported.18  The  most  re- 
cent effect  reported  for  accumulation  of 
DDT  is  a resultant  decrease  in  eggshell  cal- 
cium and  thickness  and  therefore,  presum- 
ably, a lowered  resistance  to  external  dam- 
age and  viability.19-21  The  causative  agent 
appears  to  be  the  DDT  dehydrohalogenated 
metabolite,  DDE.22  Dieldrin  has  also  been 
reported  to  cause  a similar  effect  in  mallard 
duck  eggshells.23 

Studies  of  the  pesticide  residue  content 
of  human  tissues  have  continued.24-26  Most 
interest  has  been  generated  currently  in  the 
ever  higher  content  of  DDT  found  in  human 
milk27-31  and  the  observation  that  the  DDT 
content  of  human  tissues  is  significantly 
lower  in  individuals  who  use  phenobarbital 
for  various  nervous  disorders.32-33  This 
latter  finding  may  involve  the  well-known 
action  of  phenobarbital  as  a liver  micro- 
somal enzyme  inducer  which  hastens  uri- 
nary excretion  of  DDT  as  soluble  polar  me- 
tabolites (DDA  [l,l-bis(p-chlorophenyl) 
acetic  acid]  for  instance)  following  the  mo- 
bilization of  DDT  stored  in  fat  depots. 
DDT  and  dieldrin  are  also  excreted  more 
rapidly  from  rats  which  receive  hexobarbital 
and  phenobarbital,  respectively,  than  from 
control  rats.34’35 

Microsomal  induction  has  received  most 
attention  in  recent  years  as  a mechanism  to 
explain  certain  actions  of  chlorinated  hy- 
drocarbon insecticides  in  biologic  systems. 
Thus  the  stimulated  metabolism  of  chlo- 
rinated insecticides  on  one  another  in  rats 
has  been  shown.36-37  The  enhanced  or  less 
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than  additive  toxic  effect  of  combinations  of 
insecticides  in  rats  and  mice  has  been 
studied.38*40  The  increased  toxicity  of  DDT 
in  rats  fed  low  protein-containing  diets  has 
been  reported.41  Finally,  one  of  the  most 
dramatic  findings  is  that  of  an  estrogenic  ef- 
fect of  o,p-DDT,  (an  impurity  in  the  formu- 
lated insecticide  of  which  the  active  ingredi- 
ent is  pp'-DDT)  in  rats  and  birds.42-43  Mi- 
crosomal enzyme  induction  may  be  involved 
in  these  instances.  Enzyme  induction  in 
plants  as  a result  of  the  application  of 
growth  regulators  has  been  reported.44  A 
final  mention  of  chemical  effects  in  animals 
is  the  reported  teratogenic  response  in  mice 
from  administration  of  2,4,5-T  (2,4,5-tri- 
chlorophenoxyacetic  acid) , a very  commonly 
used  herbicide  for  brush  control.45  With 
few  exceptions,  an  increased  number  of  ab- 
normal fetuses  resulted  regardless  of  herbi- 
cide dosage,  route  of  administration,  or 
animal  strain. 

The  toxicologic  picture  regarding  pesti- 
cides in  air  is  obscure.  Very  minute  traces 
of  pesticides  and  herbicides  in  various  lo- 
cations have  been  found.40*49  A survey  of 
the  current  status  of  agricultural  toxicants 
in  air  has  been  issued.5  Sources  of  air  con- 
tamination such  as  air-borne  and  pesticide- 
laden soil,  dust  or  pollen  particles,  and  toxi- 
cant spray  vapors  and  droplets  have  been 
considered.  The  aerodynamics  of  various- 
sized droplets  and  particles  is  exceedingly 
complex.  Excluding  the  direct  effects  of 
wind,  factors  such  as  Brownian  movement, 
diffusion,  and  electrostatic  repulsion  be- 
tween plant  surfaces  and  spray  droplets, 
which  prevents  impingement  of  spray  drop- 
lets on  leaf  surfaces,  cause  drift  of  applied 
compounds  to  great  distances.  Readily  rec- 
ognizable phytotoxicity  has  been  observed 
in  cotton  plants  at  a distance  of  5 miles 
from  the  point  of  application  of  2,4-D  (2,4 
dichlorophenoxyacetic  acid)  herbicide.  Cot- 
ton, of  course,  is  exquisitely  sensitive  to  this 
compound,  for  a plant  biologic  assay  based 
on  the  use  of  cotton  will  detect  0.2  parts  per 
billion  of  2,4-D.50  Evidence  obtained  in 
this  area  indicates  that  only  17  per  cent 
of  an  application  of  lindane  (hexachloro- 
cyclohexane,  gamma  isomer)  insecticide  ap- 
plied to  apple  trees  could  be  accounted  for  by 
extensive  analysis  of  hundreds  of  samples  of 
limbs,  twigs,  leaves,  and  soil  (at  great  dis- 
tances) for  lindane  residues  and  subsequent 
individual  sample  area  measurements.51 


Again,  drift  is  the  only  explanation.  Many 
methods  for  collection  and  analysis  of  air 
samples  for  agricultural  chemicals  have  ap- 
peared.52*54 Some  attempts  have  been  made 
to  monitor  these  compounds  in  air  on  a na- 
tionwide scale.55  The  presence  of  these 
chemicals  in  air  probably  does  not  constitute 
a health  hazard  to  living  organisms  or  man 
except  where  high  concentrations  exist  in 
industrial  manufacturing  or  agricultural 
use  areas.5  It  is  of  interest,  however,  that 
various  halogenated  organics  were  detected 
in  the  breath  of  persons  thirty-three  days 
after  exposure  using  sensitive  electron  cap- 
ture gas  chromatographic  analysis.56  An 
excellent  review  of  present  knowledge  of  at- 
mospheric chemistry  and  pollutants  has  been 
prepared.57 

Problems  of  residue  analysis 

Considering  the  large  number  of  com- 
pounds, their  many  and  varied  uses,  and 
the  frequent  complexity  of  their  chemistry 
and  toxicology,  the  potential  magnitude  on 
public  health  of  their  ubiquitous  presence 
as  residues  could  be  tremendous.  Let  us 
begin  to  examine  this  problem  by  consider- 
ing the  nature  of  residues. 

The  term  “residue”  refers  to  small 
amounts  of  toxicant  which  remain  on  or  in 
the  sample  some  time  after  application  of 
the  compound.  Residue  analysis  typically 
begins  with  extraction  of  the  toxicant  from 
the  sample  by  blending  with  an  appropriate 
solvent.  Following  is  the  isolation  of  co- 
extracted and  possibly  interfering  endog- 
enous material  (proteins,  pigments,  fats, 
and  so  on)  by  a variety  of  methods.  This  is 
the  most  crucial,  difficult,  and  time-con- 
suming step  since  the  toxicant  may  comprise 
only  one  millionth  by  weight  of  the  total  of 
the  extracted  interferences.  The  final  de- 
termination of  the  concentration  of  the 
isolated  chemical  by  any  of  a number  of  in- 
strumental technics  completes  the  analysis. 

It  would  be  a comparatively  simple  matter 
if  residue  analysis  consisted  solely  of  finding 
the  remaining  concentration  of  the  parent 
compound  applied.  Owing,  however,  to  the 
effects  of  enzymes,  bacteria,  light,  or  vari- 
ous other  chemical  or  physical  processes, 
substantial  quantities  of  the  original  com- 
pound usually  have  undergone  numerous 
alterations  including  oxidation,  reduction, 
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hydrolysis,  esterification,  complexing,  ad- 
sorption, and  so  on.  The  methodology  re- 
quired to  free  this  array  of  new  and  pos- 
sibly more  toxic  products  from  background 
interferences  complicates  the  analytic  task 
exceedingly. 

The  existence  of  residues  in  many  altered 
forms  greatly  complicates  not  only  analytic 
efforts  but  the  whole  toxicologic  picture. 
Other  factors  must  also  be  accounted  for. 
Thus  when  adverse  ecologic  consequences 
are  reported  to  be  linked  to  toxicant  use, 
several  logical  questions  must  (but  usually 
are  not)  asked.  Was  the  reported  effect  due 
to  the  parent  compound,  a metabolite  of  it, 
or  some  other  entirely  uncontrolled  com- 
pound or  effect?  Is  the  metabolite  a valid 
one  in  diagnosing  causes?  There  are  sev- 
eral reports  of  metabolites  or  decomposition 
products  of  chlorinated  hydrocarbon  in- 
secticides in  the  avian  liver  after  death.58  59 
Other  considerations  such  as  the  size  of  the 
bird,  the  organ  sampled,  and  so  on  are  im- 
portant. In  a study  of  DDT  and  certain 
metabolites  in  birds,  larger  birds  survived 
longest.60  Toxicant  levels  in  the  brain  cor- 
related with  the  degree  of  morbidity,  but 
this  was  not  true  of  total  carcass  residues. 
What  dosage  or  application  rate  was  ad- 
ministered to  the  animal  or  plant  system? 
For  example,  did  a high  level  simply  force 
the  observed  response?  Were  adequate 
numbers  of  samples  taken  to  be  statistically 
significant?  Was  the  sample  frozen  prior 
to  analysis?  Were  untreated  control  sam- 
ples available  or  provided  for  comparative 
purposes?  These  considerations  are  most 
important  and  usually  cannot  be  idealized 
in  studies  with  wildlife,  and  so  on  where 
contamination  by  many  past  unknown  toxi- 
cants may  be  present  in  given  areas.  Ex- 
amples are  the  polychlorinated  biphenyl 
compounds  now  commonly  found  as  con- 
taminants throughout  the  environment.61-62 
Known  as  “arochlors,”  they  are  used  in  the 
manufacture  of  paints,  plastics,  and  resins. 
They  are  stable  and  interfere  drastically 
with  the  determination  of  many  other  chlo- 
rinated organic  insecticides.63  One,  un- 
aware of  this  might  expectedly  report  these 
artifacts  as  chlorinated  insecticides  of  un- 
known identity.  Much  analytic  effort  has 
been  directed  toward  resolution  of  their 
interference  and  analysis  with  only  limited 
success.64 

It  is  not  possible  here  to  include  all  of 


the  factors  which  must  be  considered  in  pre- 
dicting or  assessing  the  effects  of  toxic 
compounds  in  each  biologic  situation.  If 
one  chooses  soil  as  the  system  for  study,  the 
following  factors  all  affect  the  toxicity  and 
longevity  of  residues:  the  nature  of  the 

toxicant,  such  as  solubility,  volatility,  sta- 
bility, ionizability,  and  functional  groups; 
the  nature  of  the  toxicant  formulation;  soil 
pH ; clay  type  and  content  of  soil ; organic 
matter  content;  temperature;  moisture; 
wind;  bacterial  population;  drainage;  soil 
fertility;  and  so  on.  When  plants  are  con- 
sidered, in  addition  to  these  factors,  light; 
the  nature  of  the  plant  surface,  and  the 
mode  of  toxicant  entry  (root  or  shoot  up- 
take) must  be  known.  Chemicals  in  water 
cannot  be  assumed  to  be  simply  in  dissolved 
form.  Considerable  amounts  are  also  pres- 
ent in  the  adsorbed  form  on  clay  particles 
therein,  dissolved  in  lipoid  layers  of  aquatic 
microorganisms,  complexed  with  metal  ions, 
and  so  on.  The  ultimate  effect  of  agricul- 
tural chemicals  in  fish  will  depend  on  age, 
position  in  the  food  chain,  peculiar  feeding 
habits,  metabolic  capabilities,  fat  content, 
and  extent  of  migration.  Many  fishkills 
linked  to  pesticides  often  truly  occur  from 
dissolved  oxygen  depletion  in  water  owing 
to  rapid  decomposition  of  plant  material. 
Indirectly,  herbicides  or  algicides  may  be 
involved  if  they  were  used  for  aquatic  plant 
eradication.  Needless  to  say,  the  declared 
causes  of  toxicity  in  many  environmental 
situations  are  in  doubt. 


Remedial  measures 

Many  steps  have  been  taken  and  discover- 
ies made  in  hope  of  counteracting  or  allevi- 
ating the  adverse  effects  of  chemical  use. 
Michigan  State  University  researchers  have 
reported  effective  results  of  the  administra- 
tion of  phenobarbital  and  a special  grade  of 
charcoal  to  lactating  dairy  cows  to  remove 
excessive  levels  of  dieldrin  from  their  milk 
and  body  fat  within  thirty-nine  days.65 
Microsomal  induction  by  phenobarbital  and 
adsorption  of  the  insecticide  and  metabolites 
by  charcoal  greatly  hastens  their  urinary 
and  fecal  excretion.  This  method  is  more 
than  a scientific  curiosity.  The  method  is 
practical  and  is  being  recommended  by  ex- 
tension specialists  and  used  by  dairymen. 
It  will  probably  work  best  with  polar  and, 
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therefore,  adsorbable  compounds  which  may 
exclude  its  application  to  DDT.  Other  very 
preliminary  approaches  to  causing  degrada- 
tion of  DDT  have  been  publicized.60  These 
include  incorporation  of  metal  DDT-degrad- 
ing  catalysts  with  DDT  either  in  the  formu- 
lation or  as  an  application  to  contaminated 
soil.  Use  of  springtails  to  degrade  DDT 
biologically  in  soil  has  been  studied. 
Copper-saturated  montmorrilonite  clay  is 
also  being  investigated  as  a catalyst  to  de- 
compose organophosphorus  insecticides. 
Other  studies  have  involved  the  possible  de- 
struction of  chlorinated  insecticides  by  heat 
during  milk  sterilization,  or  during  de- 
hydration and  pelleting  of  alfalfa.  The  ad- 
dition of  activated  charcoal  to  soil  to  re- 
move phytotoxic  chemicals  has  been  effec- 
tive. Investigations  of  the  proper  design 
and  use  of  combustion  units  which  will  com- 
pletely oxidize  unused  pesticides  have  been 
made. 

New  compounds  and  methods  of  formula- 
tion are  of  interest  in  reducing  the  hazards 
of  economically  used  poisons.  Combinations 
of  various  herbicides  with  atrazine  have  re- 
sulted in  mixed  formulations,  the  applica- 
tion rate  of  which  can  be  reduced  90  to  95 
per  cent  while  maintaining  effective  weed 
control.67  Mixing  a small  proportion  of 
silver  with  copper  decreases  considerably 
the  quantity  of  the  latter  and  more  toxic 
element  required  and  normally  used  alone 
for  algal  control.  A carbamate  insecticide 
commonly  called  Sevin  or  carbaryl  (N- 
methyl-l-naphthyl  carbamate)  which  is  rap- 
idly hydrolyzed  in  most  biologic  systems  is 
being  substituted  for  DDT.  It  seriously-  re- 
duces bee  populations,  however.68  Although 
not  representing  agricultural  chemicals,  it 
should  be  mentioned  that  the  proposed  re- 
placement of  phosphate  with  sulfate-contain- 
ing or  organic  acid  detergents  would  greatly 
reduce  the  phosphate  levels  of  water  and 
therefore  retard  lush  aquatic  weed  growth.69 
Studies  of  the  drift  of  applied  chemicals 
using  fluorescent  markers  are  also  under 
way  hopefully  to  develop  means  of  reducing 
surrounding  contamination  of  nontarget 
areas. 

Activity  is  virtually  exploding  in  the  area 
of  nonchemical  methods  of  pest  control. 
Studies  of  insect  control  using  radiation- 
induced  and  chemical  sterilization  of  in- 
sects, bacterial  and  viral  disease  agents,  in- 


sect predators,  sex  attractants,  and  com- 
binations of  these  methods  are  under  way. 
The  breeding  of  insect-resistant  plants  is 
an  ideal  approach  being  pursued.  Inte- 
grated insect  control  is  also  being  attempted. 
This  involves  a detailed  study  of  insect  life 
cycles  to  discover  possible  weak  links  at 
which  one  (rather  than  several)  insecticide 
application  would  provide  adequate  control. 
For  aquatic  weed  control  the  use  of  silver- 
side  fish  in  California  to  devour  algae  has 
been  successful.  In  Florida  sea  cows  have 
also  been  used  to  consume  weeds  in  water- 
ways at  the  rate  of  about  100  pounds  per 
day. 

Great  strides  continue  to  be  made  in  the 
effective  analysis  of  these  compounds  as 
residues  and  metabolites.  Electron  affinity 
gas  chromatography  continues  as  the  major 
device  for  residue  analysis  of  halogenated 
or  nitro  compounds.  The  alkali  thermionic 
detector  is  widely  used  for  organophos- 
phorus insecticide  trace  analysis.  The  use 
of  a helium-vacuum  system  has  converted 
the  microwave  emission  detector  into  a 
highly  sensitive,  specific,  and  quantitative 
device  for  analysis  of  halogenated,  sulfur, 
or  phosphorus  compounds.70  Many  other 
organic  compounds  containing  heteroele- 
ments can  also  be  detected.  The  flame  pho- 
tometric detector  has  been  added  as  well  for 
the  sensitive,  selective  determination  of 
phosphorus  and  sulfur  compounds.  For  the 
sensitive  analysis  of  nitrogen  compounds 
following  gas  chromatography,  two  new  de- 
tectors, the  microcoulometer  and  the  con- 
ductometer  have  been  developed.  The  need 
for  usable  detection  systems  has  been  great- 
est with  this  class  of  compounds. 

The  use  of  derivatization  to  convert  in- 
sensitive pesticides  into  derivatives  which 
respond  to  specific  detectors  has  continued. 
A method  for  methyl-substituted  carba- 
mates, a major  class  of  insecticides  and  her- 
bicides, has  been  devised.71  The  compounds 
are  hydrolyzed  to  methylamine  which  is  im- 
mediately reacted  with  2,4-dinitrofluoroben- 
zene  to  yield  a sensitive  electron-capturing 
nitro  derivative  which  readily  responds  to 
electron  affinity  detection.  Another  impor- 
tant contribution  is  the  publication  of  a 
method  for  the  sensitive  detection  of  alkyl 
phosphoric  acid  hydrolytic  metabolites  in 
urine  following  ingestion  of  organophos- 
phorus insecticides.72  It  should  be  valuable 
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for  practical  diagnosis  of  organophosphate 
exposure  in  animals  and  human  beings. 

The  development  of  automated-liquid 
chromatographs  adaptable  to  several  sensi- 
tive detection  systems  should  enable  the 
separation  and  analysis  of  many  polar  me- 
tabolites heretofore  not  determinable  except 
by  isotopic  technics.  Other  methods  which 
will  aid  analysis  and  identification  of  toxi- 
cants and  metabolites  are  completely  auto- 
mated colorimetric  methods  and  mass  spec- 
trometry. 

Many  of  these  methods  are  now  being  ap- 
plied to  the  large  task  of  monitoring  the  en- 
vironment. The  Food  and  Drug  Adminis- 
tration continues  to  police  the  market 
through  sampling  and  analysis  by  its  many 
city  district  laboratories.  More  recently, 
they  have  conducted  analyses  for  many  com- 
mon toxicants  in  market  basket  food  items 
and  all  foods  entering  human  diets  to  ascer- 
tain total  toxicant  intake.73  74  Grants  from 
Federal  agencies  have  permitted  establish- 
ment of  many  stationary  and  mobile  air-  and 
water-monitoring  facilities.  Literally  hun- 
dreds of  analyses  are  made  annually  of  air 
and  particularly  water  for  pesticide  concen- 
trations. Also,  most  states  now  have  gov- 
ernment and  university  laboratories  that 
perform  residue  analyses  to  clear  and  check 
state  recommendation  for  agricultural  chem- 
ical use.  State  and  Federal  efforts  are  also 
being  made  to  develop  computerized  data- 
retrieval  systems  for  toxicologic  informa- 
tion. 

A nationwide  system  of  pesticide  co- 
ordinators comprising  a toxicologist  in  each 
state  has  been  organized.  These  scientists 
keep  informed  of  the  latest  toxicologic  re- 
search needs.  With  their  help  many  pres- 
ently used  compounds  are  being  re-examined 
by  more  modern  analytic  methods  to  check 
their  true  safety.  They  also  conduct  train- 
ing programs  for  count}*  agents  and  others 
dealing  with  farmers  for  proper  dissemina- 
tion of  toxicologic  information. 

Legislation  is  also  being  modified  to  deal 
more  realistically  with  current  problems. 
Steps  are  being  taken  to  eliminate  the  “zero 
tolerance”  for  all  chemicals  in  milk.  The 
zero  tolerance  level  previously  was  largely 
a function  of  the  sensitivity  of  the  assay 
procedure  and,  therefore,  was  very  unwieldy 
to  enforce.  Instead  an  action  (seizure) 
level  of  perhaps  0.05  parts  per  million  of 


DDT  in  milk  may  be  enacted.  Similar  ac- 
tion levels  have  been  temporarily  declared 
to  deal  with  unexpected  hazards  such  as  the 
recently  found  high  levels  of  DDT  residues 
in  coho  salmon.  These  residues  in  milk  and 
fish  presumably  result  from  past  widespread 
use  of  DDT.  This  and  other  chlorinated 
hydrocarbons  are  slowly  being  phased  out. 
The  “no  residue”  clearance  which  rapidly 
permitted  agricultural  use  of  new  com- 
pounds if  no  harvest  residues  were  detect- 
able is  being  phased  out  also.  Again  this 
“no  residue”  level  was  largely  a function  of 
analytic  sensitivity.  Rather,  the  establish- 
ment of  “negligible”  and  “permissible”  resi- 
due levels  has  been  promoted.  The  legal 
picture  is  presently  in  a state  of  flux  and 
even  the  Delaney  amendment  excluding  the 
use  of  all  carcinogenic  compounds  may  be 
recast. 

The  need  for  more  toxicologists  is  urgent. 
The  key  word  here  is  sound  training  with  a 
solid  background  in  many  basic  sciences  and 
particularly  l-esearch  experience  in  biochem- 
istry. Several  universities  have  established 
toxicology  training  and  research  centers 
supported  by  Federal  agencies  concerned 
with  health  and  pollution.  Grant  programs 
for  training  toxicologists  in  these  centers 
are  becoming  more  common  and  appropri- 
ately involve  an  interdepartmental  and  in- 
terdisciplinary approach  in  research  and 
teaching. 

Future 

An  almost  complete  ban  on  the  agricul- 
tural use  of  chlorinated  hydrocarbon  in- 
secticides and  other  “hard”  chemicals  can 
be  expected.  Their  past  use  has  been  popu- 
lar since  their  long  persistence  usually  ne- 
cessitated only  one  application  for  seasonal 
pest  control  and  thus  required  little  knowl- 
edge of  the  complex  nature  of  insect  life 
cycles.  The  use  of  DDT  will  probably  be 
permitted  only  for  critical  problems  such  as 
mosquito  control  in  the  event  of  encephalitis 
attacks. 

The  synthesis,  screening,  and  develop- 
ment of  new  potent  but  biodegradable  com- 
pounds will  continue.  Owing  to  ever  more 
stringent  Federal  safety  requirements,  the 
cost  of  developing  a single  compound  may 
reach  7 million  dollars  and  require  six  to 
eight  years.  In  addition  the  unpredictabil- 
ity of  the  pest  control  spectrum  of  a chemi- 
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cal  and  the  possibility  of  competitive  prod- 
ucts emerging  greatly  increase  financial 
risk.  Therefore,  large  firms  will  undoubt- 
edly produce  the  majority  of  new  chemicals. 

Research  on  pest  control  by  biologic  and 
other  nonchemical  means  will  become  more 
extensive.  The  cost  and  research  experience 
necessary  as  well  as  the  baffling  nature  of 
this  field  will  probably  lead  to  only  modest 
and  isolated  successes.  Patentability  and 
marketability  and  the  possible  health  and 
ecologic  implications  of  the  large-scale  use 
of  biologic  agents  are  still  unknown  factors. 

Many  future  adverse  effects  in  the  en- 
vironment can  be  expected  to  be  rightly  or 
wrongly  linked  to  the  use  of  agricultural 
chemicals,  old  and  new.  In  the  past  cattle 
deaths,  for  instance,  blamed  on  pesticide 
use,  were  later  found  to  be  caused  by  lead  in 
paint,  which  cows  readily  consume,  “hard- 
ware disease,”  electrocution,  and  so  on. 
Little  is  known  about  the  possible  single  or 
combined  toxic  action  of  hundreds  of  other 
environmental  pollutants.  Many  endemic 
diseases  of  wildlife  species  are  little  under- 
stood or  unknown. 

Although  scientific  research  in  many  fields 
will  necessarily  be  scaled  down  for  lack  of 
Federal  support,  pollution  research  will 
clearly  be  pushed.  As  before,  future  re- 
searchers will  continue  to  perform  many  of 
their  experiments  with  individual  toxicants 
in  vitro.  Interpretation  of  results  as  they 
may  affect  human  health  when  the  com- 
pound is  admixed  in  the  heterogeneous 
jungle  of  other  ubiquitous  synthetic  chemi- 
cals will  be  the  challenge. 
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y hrombocytosis  is  frequently  seen  in  pa- 
tients with  myeloproliferative  disorders, 
such  as  chronic  myelogenous  leukemia,  ag- 
nogenic  myeloid  metaplasia,  polycythemia 
vera,  and  essential  thrombocythemia.  We 
have  recently  observed  4 patients  with  ex- 
treme thrombocytosis  in  association  with 

* Supported  by  U.S.  Public  Health  training  grant 
AM05349  from  the  National  Institutes  of  Health,  Bethesda, 
Maryland. 


leukemoid  reactions  secondary  to  nonhema- 
tologic  diseases  (Table  I).  One  patient 
underwent  a surgical  procedure  for  acute 
cholecystitis  and  deomnstrated  a complete 
reversal  of  marked  thrombocyte  elevation 
when  his  illness  subsided.  His  platelet 
count  fell  from  a maximum  of  2,280,000  per 
cubic  millimeter  to  normal  levels.  Another 
patient  had  a platelet  count  greater  than  1 
million  secondary  to  massive  hemorrhage. 
His  platelet  count  also  fell  following  cessa- 
tion of  bleeding.  Two  other  patients  had 
extreme  thrombocytosis  associated  with 
malignant  disease. 

Case  reports 

Case  1.  A fifty-seven-year-old  Filipino 
man  was  admitted  to  the  hospital  because  of 
jaundice,  malaise,  fever,  and  intermittent 
pain  in  both  flanks  and  epigastrium  of  one 
week’s  duration.  These  symptoms  were  ac- 
companied by  dark  urine  and  loss  of  taste 
for  cigarets.  Recent  injections,  exposure 
to  hepatitis,  or  alcoholic  beverage  imbibi- 
tion were  denied.  Physical  examination  re- 
vealed scleral  icterus.  The  liver  was  pal- 
pable 6 cm.  below  the  right  costal  margin. 
The  spleen  was  not  felt.  Rectal  examina- 
tion showed  normal-colored  stool. 

On  admission,  the  hemoglobin  was  12.8 


TABLE  I.  Summary  of  Clinical  data 


Sex 

Race 

Age 
( Y ears) 

Diagnosis 

Maximum 
Platelet 
Count  (per 
cubic  milli- 
meter)* 

Result 

Male 

White 

57 

Cholelithiasis  and  ob- 
structive jaundice 

2,280,000 

Platelet  count  reverted  to 
normal  one  month  after 
surgical  intervention 

Female 

White 

42 

Carcinoma  of  ovary 

1,238,000 

Patient  died 

Female 

Negro 

52 

Metastatic  carcinoma, 
unknown  primary  site 

1,400,000 

Patient  died 

Male 

White 

79 

Massive  bleeding  in  upper 
gastrointestinal  tract. 

1,280,000 

Platelet  count  decreased 
to  near  normal  follow- 
ing cessation  of  bleeding 

* Normal  150,000  to  300,000  per  cubic  millimeter. 
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FIGURE  1.  Microscopic  sections  showing  (A)  Casel,  platelet  clumps  and  megakaryocyte  fragments  in 
peripheral  blood  smear  (x  375);  (B)  Case  2,  platelet  clumps  in  peripheral  blood  smear  (x  250);  and 
(C)  Case  3,  clump  of  carcinoma  cells  in  aspirated  bone  marrow  (x  250)  (Wright-Giemsa  stain). 


Gm.  per  100  ml.,  the  hematocrit  38,  the 
platelet  count  140,000  per  cubic  millimeter 
(normal  values  150,000  to  300,000  per  cubic 
millimeter)  and  leukocyte  count  42,700  per 
cubic  millimeter.  The  differential  white 
blood  cell  count  revealed  68  segmented  and 
8 nonsegmented  neutrophils,  1 metamyelo- 
cyte, 20  lymphocytes,  and  3 monocytes. 
Platelet  and  erythrocyte  structures  were 
normal.  Test  results  for  bleeding  time,  co- 
agulation time,  prothrombin  time,  blood 
urea  nitrogen,  blood  sugar,  and  serum  pro- 
teins were  all  within  normal  limits.  Total 
serum  bilirubin  was  11.3  mg.  per  100  ml. 
with  6.9  mg.  per  100  ml.  direct  reacting. 
Thymol  turbidity  was  10.1  units  in  forty- 
eight  hours.  Serum  alkaline  phosphatase 
was  17.2  Bessey-Lowrv  units,  glutamic  oxa- 
loacetic transaminase  was  300  units,  lactic 
acid  dehydrogenase  820  sigma  units,  and 
amylase  144  Russell  units.  Liver  biopsy 
was  interpreted  as  showing  hepatitis,  prob- 
ably toxic,  and  biliary  obstruction. 

Exploratory  laparotomy  was  performed 
revealing  cholecystitis  and  cholelithiasis.  A 
“T”  tube  was  inserted  into  the  common  bile 
duct.  The  postoperative  course  was  compli- 
cated by  copious  drainage  from  the  “T” 
tube,  up  to  3 L.  daily,  requiring  large 
amounts  of  intravenous  fluid  replacement. 
Four  days  after  the  surgical  procedure,  in- 
creased numbers  of  platelets  were  noted  on 
the  blood  smear,  but  a platelet  count  was 
not  done.  The  leukocyte  count  which  was 
13,700  per  cubic  millimeter  on  the  day  the 
surgical  procedure  was  done  had  risen  to 

22.800  per  cubic  millimeter.  The  number 
of  platelets  and  leukocytes  in  the  peripheral 
blood  continued  to  rise,  reaching  a peak  nine 
days  postoperatively.  On  this  day,  the 
platelet  count  was  2,280,000  per  cubic  milli- 
meter, and  the  white  blood  cell  count  was 

76.800  per  cubic  millimeter  (Fig.  1).  The 


differential  leukocyte  count  revealed  many 
immature  granulocytes,  9 per  cent  meta- 
myelocytes and  2 per  cent  myelocytes.  Bone 
marrow  aspiration  showed  granulocytic  hy- 
perplasia. Chronic  granulocytic  leukemia 
was  ruled  out  by  finding  normal  levels  of 
leukocyte  alkaline  phosphatase  as  well  as  by 
the  subsequent  clinical  course.  Serum  vita- 
min B,o  was  1,400  picograms.  One  week 
later,  sixteen  days  after  the  surgical  pro- 
cedure, the  platelet  count  had  dropped  to 

620.000  per  cubic  millimeter  and  the  leuko- 
cyte count  to  26,700  per  cubic  millimeter. 
One  month  after  surgical  intervention, 
thrombocyte  and  leukocyte  counts  had  re- 
turned to  normal,  and  the  patient  was  dis- 
charged to  return  home  fully  recovered. 

Case  2.  A forty-two-year-old  white  wo- 
man was  admitted  to  the  hospital  for  the 
second  time  on  May  3,  1968.  She  gave  a 
history  of  amenorrhea  since  May,  1967,  with 
intermittent  episodes  of  bloody  vaginal  dis- 
charge and  persistent  pains  in  the  right 
lower  quadrant  of  the  abdomen.  She  under- 
went a trans-abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  in  Novem- 
ber, 1967,  when  clear-cell  carcinoma  of  the 
right  ovary  infiltrating  the  right  fallopian 
tube  was  found  at  laparotomy.  The  patient 
was  readmitted  in  January,  1968,  for  re- 
currence of  the  tumor.  External  radiation, 
4,450  r,  was  delivered  to  the  pelvic  area 
during  the  next  six  weeks.  The  patient  suf- 
fered from  recurrent  pains  in  the  lower 
part  of  the  abdomen.  The  hemoglobin  on 
May  3,  1968,  was  6.4  Gm.  per  100  ml.  and 
the  hematocrit  25.  The  leukocyte  count  was 

34.000  per  cubic  millimeter  with  90  per  cent 
segmented  neutrophils,  4 per  cent  lympho- 
cytes, and  6 per  cent  monocytes.  Red  blood 
cell  and  platelet  structures  were  normal. 
The  platelet  count  was  1,238,000  per  cubic 
millimeter  (Fig.  IB).  Bone  marrow  aspi- 
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ration  revealed  no  abnormal  findings.  Over 
the  next  ten  days,  four  additional  platelet 
counts  were  reported  to  be  greater  than  1 
million  per  cubic  millimeter.  Three  days 
later  the  patient  developed  profuse  vaginal 
bleeding  requiring  exploratory  laparotomy. 
At  the  time  the  surgical  procedure  was  per- 
formed, recurrent  carcinoma  with  rectovag- 
inal and  vesicovaginal  fistulas  with  fecal 
peritonitis  were  found.  The  spleen  was  not 
enlarged.  Large  bleeding  vessels  over  the 
sacrum  and  pelvic  wall  were  sutured.  The 
patient  died  shortly  after  the  surgical  pro- 
cedure was  performed.  Permission  for 
postmortem  examination  was  denied. 

Case  3.  A fifty-two-year-old  Negro 
woman  was  found  to  have  albuminuria  on  a 
routine  pre-employment  examination. 
Physical  examination  revealed  no  abnormal 
findings,  and  the  patient  was  asymptomatic. 
A blood  count  was  performed.  The  hemo- 
globin was  11.5  Gm.  per  100  ml.  and  the 
hematocrit  38.  The  peripheral  blood  leuko- 
cyte count  was  32,000  per  cubic  millimeter 
with  a normal  differential  (65  per  cent  seg- 
mented and  5 per  cent  nonsegmented  neutro- 
phils, 4 per  cent  eosinophils,  18  per  cent 
lymphocytes,  and  8 per  cent  monocytes), 
and  the  red  blood  cell  structure  was  normal. 
The  platelet  count  was  1.4  million  per  cubic 
millimeter,  and  platelet  structure  was  nor- 
mal. A sternal  bone  marrow  aspiration  re- 
vealed clumps  of  carcinoma  cells  but  other- 
wise showed  normal  findings  (Fig.  1 C). 
Work-up,  including  barium  enema,  gastro- 
intestinal radiographs,  chest  x-ray  film,  in- 
travenous pyelogram,  sigmoidoscopic  exam- 
ination, and  blood  tests,  failed  to  reveal  a 
primary  site  for  the  carcinoma.  Two  weeks 
after  the  marrow  aspiration  was  done,  the 
patient  abruptly  developed  severe  pain  in 
the  chest,  pericarditis,  superior  vena  caval 
syndrome,  and  died  suddenly.  Permission 
for  postmortem  examination  was  denied. 

Case  4.  A seventy-nine-year-old  white 
man  was  admitted  to  the  hospital  because  of 
tarry  stools  and  syncope.  Two  additional 
episodes  of  hemorrhage  in  the  upper  gastro- 
intestinal tract  had  occurred  three  years 
earlier.  Radiographs  at  that  time  revealed 
a “deformed  pyloroduodenal  area  with  a 
fundic  lesion  highly  suspicious  of  malig- 
nancy.” The  patient  refused  further  ex- 
amination and  therapy.  On  the  present  ad- 


mission, the  patient  showed  evidence  of 
failure  of  the  right  side  of  the  heart,  such 
as  ankle  edema  and  rales  at  the  lung  bases. 
Lymph  nodes  were  not  enlarged,  and  the 
liver  and  the  spleen  were  not  palpable. 

The  hemoglobin  was  7 Gm.  per  100  ml. 
and  the  hematocrit  25.  Leukocyte  count 
was  10,600  per  cubic  millimeter  with  a 
normal  differential.  Erythrocyte  structure 
was  normal.  The  platelet  count  was  436,000 
per  cubic  millimeter.  Sternal  bone  marrow 
aspiration  revealed  absent  iron  stores  but 
otherwise  showed  normal  findings.  Gastro- 
intestinal x-ray  examination  again  revealed 
a deformed  pyloroduodenal  bulb  and  a con- 
stant filling  defect  on  the  greater  curvature 
of  the  stomach  in  the  antrum.  Gastro- 
scopic  examination  failed  to  visualize  this 
defect,  however.  The  cardia  and  fundus 
were  seen  to  be  free  of  disease,  and  the 
mucosa  was  normal  without  ulceration.  The 
patient  was  treated  conservatively  with  ant- 
acids and  ferrous  sulfate,  9 grains  given 
orally  daily.  Six  subsequent  platelet  counts 
during  thirty-three  days  in  the  hospital 
ranged  between  852,000  and  1,280,000  per 
cubic  millimeter.  Platelet  structure  was 
always  normal.  A scan  of  the  spleen  and 
leukocyte  alkaline  phosphatase  test  showed 
normal  findings. 

The  patient  was  considered  to  have  had  an 
actively  bleeding  duodenal  ulcer  and  an  un- 
defined gastric  lesion,  probably  benign  be- 
cause its  presence  had  been  documented 
three  years  earlier.  The  patient’s  poor  car- 
diac condition  precluded  an  exploratory  sur- 
gical procedure.  A month  after  discharge 
from  the  hospital,  the  patient’s  platelet 
count  was  428,000  per  cubic  millimeter.  His 
hemoglobin  at  this  time  was  13  Gm.  per  100 
ml.,  and  the  leukocyte  count  was  9,200  per 
cubic  millimeter. 

Comment 

Extreme  thrombocytosis  in  conditions 
other  than  the  myeloproliferative  syndromes 
is  distinctly  rare.  Levin  and  Conley,1  in 
reviewing  their  experience  of  thrombocyto- 
sis associated  with  malignant  disease,  de- 
scribed 2 patients  who  had  platelet  counts 
greater  than  1 million  per  cubic  millimeter. 
One  patient  had  carcinoma  of  the  ovary,  the 
other  retinoblastoma.  Olef2  described  a pa- 
tient with  slightly  over  1 million  platelets 
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per  cubic  millimeter  who  had  cancer  of  the 
stomach.  It  is  interesting  to  note  that  2 of 
our  4 patients  had  malignant  diseases,  one 
carcinoma  of  the  ovary  and  the  other  meta- 
static carcinoma  from  an  unknown  primary 
site.  Although  thrombocytosis  associated 
with  malignant  disease  is  well  recognized, 
extreme  elevation  of  platelet  levels  in  the 
range  of  1 million  or  more,  is  rare  indeed. 

Slight  to  moderate  thrombocytosis  in  pa- 
tients beginning  several  days  following 
major  surgical  procedures  has  been  reported 
by  many  observers.3'9  In  one  series  only  a 
0 per  cent  average  rise  of  platelets  over  pre- 
operative levels  was  found  in  52  patients 
undergoing  major  surgical  procedures.4 
These  rises  in  platelet  levels  were  rarely  of 
extreme  degree  unless  the  surgical  procedure 
was  a splenectomy.79  Adams7  studied  41 
randomly  chosen  patients  postoperatively. 
In  patients  not  having  undergone  splenec- 
tomy, only  one  showed  a platelet  rise  from 
normal  to  a peak  level  slightly  over  1 million 
per  cubic  millimeter.  This  patient  had  a 
cecostomy,  followed  by  surgical  interven- 
tion 2 weeks  later  for  volvulus.  One  of  our 
patients  underwent  cholecystectomy  and 
common  bile  duct  exploration.  Postopera- 
tively, his  platelet  count  rose  to  2,280,000 
per  cubic  millimeter  and  then  receded  to 
normal  levels  within  four  weeks.  Interest- 
ingly, the  highest  postoperative  platelet 
count  in  the  series  of  patients  reported  by 
Evans  and  Fowler9  occurred  in  an  individual 
who  underwent  cholecystectomy. 

The  mechanism  for  postoperative  throm- 
bocytosis is  not  known.  One  hypothesis  is 
that  necrotic  debris  absorbed  from  the 
wound  stimulates  thrombocytosis.7  A simi- 
lar reason,  that  is,  absorption  of  necrotic 
endometrium,  might  be  involved  to  explain 
the  periodic  postmenstrual  rise  in  platelets10 
or  the  postpartum  thrombocytosis5  observed 
in  some  normal  women.  Furthermore,  the 
increase  in  platelets  during  convalescence 
from  pneumonia  is  explained  on  the  basis 
of  absorption  of  the  resolving  exudate.5 
Another  hypothesis  is  that  the  thrombocyto- 
sis, many  days  following  surgical  interven- 
tion, is  an  overcompensation  for  the  initial 
thrombocytopenia  seen  in  the  immediate 
postoperative  period.7 

Other  causes  for  thrombocytosis  include 
infection,2  gastrointestinal  hemorrhage,211 
fracture,12  violent  exercise,13  and  as- 


phyxia.13 The  mechanism  of  the  platelet  in- 
crease in  these  situations  is  poorly  under- 
stood, and  the  thrombocytosis  is  rarely,  if 
ever,  extreme.  One  of  our  patients  had  over 
a million  platelets  due  to  massive  gastroin- 
testinal hemorrhage.  A recent  report  de- 
scribes 6 patients  with  ulcerative  or  granu- 
lomatous intestinal  disease  who  had  marked 
thrombocytosis.14  In  5 of  these  patients, 
thrombocyte  counts  were  greater  than  1 mil- 
lion per  cubic  millimeter.  Three  of  the  pa- 
tients were  treated  with  busulfan  with  re- 
turn of  platelets  to  normal  levels. 

Essential  thrombocythemia  or  other  pri- 
mary hematologic  disorder  was  not  found  in 
any  instance. 

A thrombotic  tendency  attributable  to  the 
thrombocytosis  was  not  observed  in  any  of 
our  4 cases.  One  patient  bled  profusely 
from  the  tumor  which  had  invaded  and 
eroded  blood  vessels.  It  is  unlikely  that  the 
massive  hemorrhage,  rather  than  the  carci- 
noma, in  this  patient  was  the  cause  for  the 
thrombocytosis,  since  the  thrombocytosis 
preceded  the  bleeding.  The  thrombotic  tend- 
ency seen  in  some  patients  with  markedly 
elevated  platelet  counts  may  be  due  to  intra- 
vascular platelet  thrombi.15  Several  mech- 
anisms have  been  proposed  to  explain  the 
bleeding  phenomena  observed  in  patients 
with  thrombocytosis.  These  include  de- 
ficiency of  platelet  factor  3,  diminished 
platelet  adhesiveness,  insufficient  thrombo- 
plastin generation  or  other  qualitative 
platelet  defect,  or  an  associated  vascular  ab- 
normality. 

Summary 

Four  patients  with  extreme  thrombocyto- 
sis are  reported.  One  patient  had  meta- 
static carcinoma  from  an  unknown  site,  an- 
other had  metastatic  carcinoma  of  the  ovary 
with  hemorrhage,  a third  had  massive  gas- 
trointestinal hemorrhage,  and  the  fourth 
patient  underwent  cholecystectomy  and  com- 
mon bile  duct  exploration  for  cholecystitis 
and  cholelithiasis.  This  latter  patient  had 
a peak  platelet  count  of  2,280,000  per  cubic 
millimeter  on  the  ninth  postoperative  day, 
which  returned  to  normal  level  over  the  en- 
suing three  weeks. 

4802  Tenth  Avenue 
Brooklyn,  New  York  11219 
(Dr.  Rosner) 
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Spondylolisthesis 


A bony  defect  in  the  pars  interarticularis  of 
a vertebra  (spondylolysis)  may  lead  to  spon- 
dylolisthesis (Greek,  olisthenon,  slip),  which 
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the  vertebra  slips  forward  onto  the  body  of  the 
one  below  (Conant,  R.  II.,  and  Van  Herpe,  L. 
B.,  GP  40:  78  [Oct.]  1969).  This  condition  is 
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consideration  but  common  enough  to  be  en- 
countered by  the  family  doctor.  The  bony  de- 
fect occurs  between  the  superior  and  inferior 
articular  processes  (pars  interarticularis)  on 
one  or  both  sides  of  the  neural  arch.  If  the 
defect  is  bilateral,  the  vertebra  becomes  divided 
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into  2 portions,  and  the  anterior  unit  can  slip 
forward.  The  displacement  usually  involves 
the  last  lumbar  vertebra  but  may  occur  higher. 
Ultimately,  the  diagnosis  depends  on  x-rays  of 
the  lower  spine. 

The  authors  discuss  etiology,  clinical  picture, 
and  treatment.  The  vast  majority  of  patients 
(mostly  between  five  and  fifteen  years  old)  may 
be  expected  to  respond  to  conservative  meas- 
ures: postural  training  and  back  flattening 

to  relieve  soft  tissue  stresses;  exercises  to  in- 
crease the  strength  of  the  abdominal  and  but- 
tock muscles  and  to  stretch  the  hamstrings  and 
hack  muscles;  moist  heat;  a firm  mattress; 
weight  control ; trigger-point  steroid  injection  ; 
and/or  use  of  a lumbosacral  corset  or  brace. 
Severe  episodes  may  require  hospitalization  and 
some  patients  may  need  surgery. 
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QUESTION  65.  Lead  I.  This  electrocardiogram  was  taken  from  a sixty-eight-year-old  man 
with  recent  myocardial  infarction.  What  is  the  rhythm? 


QUESTION  66.  This  electrocardiogram  was  taken  from  a sixty-five-year-old  man  with  a pace- 
maker. Why  are  there  such  variations  in  the  pacer  spike  and  the  ventricular  depolarization  wave? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  65.  In  the  first  two  thirds  of 
the  tracing,  the  patient  has  a tachycardia  at 
a rate  of  150  per  minute.  The  QRS  is  very 
broad,  measuring  approximately  0.18  sec- 
ond. No  P waves  are  visible.  It  is  difficult 
to  determine  whether  or  not  this  is  a ven- 
tricular or  supraventricular  tachycardia. 
The  third  beat  from  the  end  is  preceded  by 
a P wave  and  is  a conducted  sinus  beat. 
The  QRS  configuration  of  this  beat  and  the 
last  beat,  also  preceded  by  a P wave,  is 
similar  to  that  during  the  tachycardia.  The 
absence  of  a Q wave  and  the  slurred  delayed 
upstroke  are  compatible  with  left  bundle 
branch  block.  The  next  to  the  last  beat  is 
premature  and  resembles  the  QRS  during 
the  tachycardia.  No  P wave  is  seen  preced- 
ing or  following  it.  It  is  probably  an  atrio- 
ventricular junctional  beat.  Since  the  QRS 


during  sinus  rhythm  resembles  that  seen 
during  the  tachycardia,  the  tachycardia  is 
supraventricular  in  origin.  When  a tachy- 
cardia occurs  with  aberrant  QRS  configura- 
tion, and  P waves  are  not  visible,  a definite 
diagnosis  of  ventricular  tachycardia  cannot 
be  made. 

Question  66.  The  variations  in  the  spike 
amplitude  are  due  to  the  variations  of  the 
base  line  of  the  tracing.  The  initial  three 
beats  are  taken  at  the  top  of  the  tracing, 
and  the  spike  is  dampened  by  the  machine, 
leading  to  a diminution  in  its  height.  At 
the  terminal  part  of  the  tracing,  the  spike  is 
no  longer  dampened.  Such  variations  in 
spike  amplitude,  if  not  due  to  technical  rea- 
sons, would  be  indicative  of  pacemaker  mal- 
function. Note  similar  changes  in  con- 
figuration of  the  ventricular  depolarization 
wave  occurring  on  the  terminal  part  of  the 
strip.  Here  the  bottom  of  the  ventricular 
depolarization  wave  is  near  the  base  line  and 
is  dampened  by  the  electrocardiograph.  Im- 
proper centering  of  an  electrocardiogram 
may  lead  to  distorting  artifacts  and  incor- 
rect interpretations. 
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Medical  Arts  and  Letters 


Balthasar  (Isaak) 
Orobio  de  Castro,  M.D. 
(1620-1687) 

Marrano  Physician  and 
Theologic  Disputant 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital; 

Clinical  Professor  of  Pathology,  New  York  Medical  College 

T HE  EX-MARRANO  PHYSICIAN,  Orobio  de 
Castro,  merits  wider  recognition  than  has 
been  his  historical  fate.  He  was  the  first 
Tew  to  write  an  overt  attack  on  Christianity 
in  a western  tongue.  Much  of  his  writing 
remains  in  manuscript  form  in  the  ’Es 
Hayyim  library  of  the  Portuguese-Sephardic 
Synagogue  at  Amsterdam,  constituting  a 
acuna  in  scholarship  which,  when  filled,  may 
illuminate  important  aspects  of  philosophic 
ind  theologic  controversy  of  the  seventeenth 
rentury.  Although  born  at  Braganza,  Por- 
;ugal,  in  1620,  Orobio  de  Castro’s  fame  is 
issociated  with  Amsterdam  where  he  fled  in 
L666  or  1667  from  the  Inquisition.  The 
rewish  community  in  Amsterdam  was  by 
:hen  well  established  and  reasonably  pros- 
perous. Both  its  commercial  and  intellectual 
rigor  had  been  steadily  refreshed  for  over  a 
:entury  by  an  influx  of  refugees  from  perse- 
:ution  in  the  Iberian  peninsula.  Then  as 
low,  religious  controversy  was  a prominent 
feature  of  the  intellectual  life  of  both  Jews 
md  Christians  in  Amsterdam ; even  as  the 
:ity  was  a market  place  for  the  exchange 
)f  goods,  it  was  a market  place  for  the  ex- 
change of  ideas.  The  Amsterdam  Jews  who 


excommunicated  Spinoza  in  1656  may  have 
marked  their  limit  for  tolerating  rational- 
ism, an  act  which  had  reverberations  among 
the  intelligentsia  of  Europe,  but  in  general 
Amsterdam  remained  a relatively  safe  and 
stimulating  haven  for  scholars  of  all  faiths 
who  had  unconventional  ideas. 

The  marrano  emigres  added  their  particu- 
lar strain  of  yeast  to  the  ferment,  and  in 
evaluating  their  individual  contributions 
one  should  remember  that  the  term  “mar- 
rano” was  derogatory,  originally  meaning 
“swine,”  a word  applied  only  to  the  crypto- 
Jews  in  Spain  and  Portugal  who  had  chosen 
to  accept  baptism  rather  than  suffer  expul- 
sion or  undergo  martyrdom,  but  who  still 
practiced  Judaism  secretly.  Although  thou- 
sands of  Jews  preferred  death  to  apos- 
tasy, tens  of  thousands  found  safety  in  the 
small  waters  of  baptism. 

Life 

Only  meager  information  has  been  pre- 
served regarding  Orobio  de  Castro’s  early 
years.  Most  of  what  we  know  is  based  on 
the  account  he  gave  of  himself  to  Van  Lim- 
borch,1  who  was  his  friendly  antagonist  in 
a remarkable  theologic  colloquy.  We  learn 
that  his  parents  had  been  among  those  who 
preferred  to  undergo  nominal  conversion  to 
Christianity  and  to  remain  in  Portugal 
rather  than  flee  or  be  publicly  recusant.  We 
are  told  that  they  observed  the  Day  of 
Atonement  privately  but  retained  no  other 
form  of  Judaism  in  their  daily  lives.  Their 
son,  christened  Balthasar,  was  educated  in 
scholastic  philosophy  at  the  Alcala  de  Hen- 
ares.  Later,  while  studying  medicine  at 
Salamanca,  he  served  as  instructor  in 
metaphysics.  We  have  no  information 
about  his  medical  studies,  the  date  of  his 
medical  degree,  or  why  he  chose  to  settle  in 
Seville  in  the  1640s.  But  his  reputation  as 
a clinician  must  have  been  high,  for  his 
opinion  in  consultation  was  widely  sought, 
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and  he  was  a physician-in-ordinary  to  the 
Duke  of  Medina-Celi. 

Orobio  de  Castro’s2  only  medical  publica- 
tion dates  from  this  period,  the  little-known 
treatise  Controvertitur,  utrum  materialibus 
viorbis  . . . sang[uina ] missio  . . . per  dis- 
tantissimas  venas  effici  debeat?  Dedicated 
to  Pedro  Miguel  de  Heredia,  Philip  IV’s 
physician,  who  is  addressed  as  “magistro 
meo  collendissimo,”  the  text  applies  the 
humoral  theories  of  Hippocrates,  Galen,  and 
Arabic  physicians  to  the  question  whether 
bloodletting  by  venesection  actually  removes 
diseased  matter.  In  an  appendix  Orobio  de 
Castro  discusses  optimal  sites  for  venesec- 
tion in  a variety  of  illnesses. 

At  an  unstated  date,  probably  around 
1655,  a Moorish  slave  whom  he  had  punished 
for  theft  denounced  Orobio  de  Castro  to  the 
Inquisition  as  a crypto-Jew.  According  to 
the  account  he  gave  Van  Limborch,  he  was 
imprisoned  in  a narrow  cell,  interrogated 
severely  over  a three-year  period,  and  sub- 
jected to  at  least  four  varieties  of  barbarous 
torture.3  Having  failed  to  elicit  a confes- 
sion, the  Inquisition  treated  him  as  sus- 
pected but  not  convicted  of  Judaism;  he  was 
not  executed  but  was  condemned  to  wear  the 
saffron  penitential  robe  for  two  years  and 
was  then  exiled.  A precise  chronology  can- 
not be  constructed  from  available  facts,  but 
he  had  certainly  been  exiled  or  escaped  to 
Toulouse  by  1660,  for  his  name  is  listed 
among  those  of  32  Jews  burned  in  effigy, 
plus  7 who  were  burned  alive,  in  a gala 
auto-da-fe  at  Seville  in  April  of  that  year. 

Many  marranos  had  taken  refuge  at 
Toulouse  and  had  established  a thriving 
community.  Orobio  de  Castro  was  so  highly 
regarded  there  that  he  was  appointed  pro- 
fessor of  medicine  and  given  the  title  of 
Royal  Counsellor  under  Louis  XIV.  About 
1666  or  1667  he  removed  to  Amsterdam 
where  he  confessed  to  having  committed 
idolatry  (that  is,  practiced  Catholicism), 
publicly  embraced  Judaism,  and  exchanged 
his  Christian  name,  Balthasar,  for  the  Jew- 
ish name  of  Isaak.  He  must  have  been  a 
man  of  parts  and  great  force  of  character, 
for  he  had  been  in  Amsterdam  only  about 
three  years  before  his  name  appeared  on 
the  list  of  parnassim,  the  elected  leaders  of 
the  Jewish  community,  for  1669.  He  was 
active  in  community  affairs  and  may  well 
have  been  influential  in  the  reopening  of 


the  Portuguese  synagogue  in  1675,  since  the 
presiding  rabbi’s  address  was  dedicated  to 
him.  In  1685  he  founded  an  Academia  de 
los  Floridos  for  the  study  of  Spanish  liter- 
ature and  science. 

Writings 

With  the  full  fervor  of  a recent  convert, 
Orobio  de  Castro  became  an  active  exponent 
of  the  orthodox  faith.  Transplantation  to 
the  libertarian  atmosphere  of  the  Dutch 
republic  released  the  dormant  interests  of 
the  former  instructor  of  metaphysics  at 
Salamanca.  Most  of  his  writings  circu- 
lated in  manuscript  form,  and  their  chrono- 
logic sequence  cannot  be  assigned  with  con- 
fidence. Three  of  his  manuscripts  remain 
still  unpublished.4-6  One  of  his  early  works 
was  the  Epistola  invectiva  contra  Prado  in 
which  he  attacked  the  “atheistic”  ideas  of 
Juan  de  Prado  (1614-1672)  V8  The  Epi- 
stola exists  in  several  manuscript  copies;  a 
significant  excerpt  was  published  by  Geb- 
hardt  in  19229  and  the  entire  Spanish  text 
by  Revah  in  1959. 8 Born  a marrano  in 
Andalusia,  De  Prado,  like  Orobio  de  Castro, 
had  attended  Alcala  de  Henares ; he,  too, 
had  chosen  to  become  a physician  and  had 
studied  medicine  at  Toledo,  receiving  his 
degree  in  1639.  Reluctant  to  continue  liv- 
ing under  the  oppression  of  the  Inquisition 
and  fearful  of  being  denounced  as  a crypto- 
Jew,  De  Prado  left  Spain  for  Picardy. 
Some  time  between  1638  and  1656  he  moved 
to  Amsterdam  where  he  publicly  embraced 
Judaism  and  took  the  name  Daniel.  Travel- 
ing a different  spiritual  route  from  Orobio 
de  Castro’s  orthodoxy,  he  developed  a doc- 
trine of  pantheism  which  was  readily  re- 
duced by  dialectics  to  “atheism,”  much  in 
the  same  sense  as  were  Spinoza’s  doctrines, 
The  Jews  of  Amsterdam  excommunicated 
Spinoza  on  July  27,  1656,  and  were  not  long 
in  according  the  same  distinction  to  De 
Prado,  whom  they  anathematized  on  Feb- 
ruary 14,  1657.  Precisely  how  or  why 
Orobio  de  Castro,  who  arrived  at  Amster- 
dam a decade  later,  became  involved  in  this 
dispute  is  not  clear,  but  the  Epistola  did 
confirm  his  orthodox  position. 

A corollary  to  the  attack  on  De  Prado  was 
Orobio  de  Castro’s10  refutation  of  the  teach- 
ings of  Spinoza  in  the  Certamen  philosophi- 
cum  propv gnata  veritatis  divina  ac  naturalis 
adversus  Joh\annem  \ Bredenburg  first  pub- 
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lishecl  at  Amsterdam  in  1684.  Ostensibly 
directed  at  Bredenburg  (died  1691),  a dis- 
ciple of  Spinoza,  its  aim  was  a refutation 
jf  the  pantheistic-atheistic  doctrines  in- 
herent in  seventeenth  century  rationalism. 
Bredenburg’s11  Enervatio  tractatus  theo- 
logico-politici  had  appeared  in  1675.  Al- 
though he  did  not  agree  with  Spinoza  in  all 
matters  metaphysical,  he  too  espoused  the 
cause  of  reason  over  divinely  revealed  law. 
Drobio  de  Castro’s  Certamen  was  repub- 
lished in  1703  and  again  in  1731 ; quite  prop- 
erly, the  1703  edition  is  often  bound  with 
Fenelon’s12  Refutation  des  erreurs  de  Be- 
noit de  Spinosa.  Whether  Orobio  de  Castro 
wrote  the  Certamen  before  or  after  Spi- 
noza’s death  in  1677  is  not  certain,  but  he 
ivas  in  direct  correspondence  with  Spinoza 
who  was  living  at  The  Hague,  and  Spi- 
noza’s13  reply  to  Orobio  de  Castro  defending 
his  Tractatus  Theologico-Politicus  against 
the  charge  of  atheism  is  dated  1671. 

In  1770,  almost  a century  after  Orobio 
de  Castro’s  death,  a book  appeared  in  Lon- 
don and  Paris  titled  Israel  venge,  ou  ex- 
position naturelle  des  Propheties  H ebraiques 
que  les  Chretiens  appliquent  a Jesus  leur 
pretendu  Messie ,14  It  was  stated  to  have 
been  translated  “par  un  Juif  appelle  Hen- 
riquez,”  but  the  original  manuscript  is  not 
extant,  nor  is  Henriquez  known  to  fame. 
Hertzberg15  cites  Naville  as  assigning  its 
authorship  to  the  Baron  d’Holbach  (1723- 
1789),  who  not  only  wrote  376  articles  for 
Diderot’s  Encyclopedic  but  was  also  widely 
known  as  the  most  advanced  and  outspoken 
of  the  French  philosophers,  especially  with 
respect  to  his  sympathy  for  atheism  and 
materialism.  D’Holbach  had  a penchant  for 
publishing  his  own  works  under  someone 
else’s  name.  In  1761  he  had  published  Le 
Christianisme  devoile  under  the  name  of  his 
late  friend,  Nicholas  Boulanger;  it  was 
merely  an  attack  on  Christianity  as  a system 
of  belief  which  ran  contrary  to  reason  and 
nature.  In  1770,  the  year  of  Israel  venge, 
he  published  his  Systeme  de  Nature,  the 
most  celebrated  eighteenth  century  exposi- 
tion of  atheism,  materialism,  and  determin- 
ism, under  the  name  of  J.  B.  Mirabaud,  the 
late  secretary  of  the  Academie  Francaise. 
Leaving  pseudonymity  to  one  side,  Israel 
venge  is  a not  inaccurate  presentation  of 
Orobio  de  Castro’s  views  in  his  colloquy 
with  Van  Limborch,  but  it  is  a unilateral 
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FIGURE  1.  Title  page  of  De  veritate. 


version  of  what  was  conceived  as  a dialogue. 
The  French  text  was  translated  into  English 
as  Israel  defended  by  Grace  Aguilar16  in 
1838  and  the  following  year  as  Israel 
avenged  by  Alexander  McCaul.17  This  is 
the  only  work  by  Ch'obio  de  Castro  to  ap- 
pear in  English  and,  whether  it  bears  his 
name  legitimately  or  not,  it  has  formed  the 
chief  basis  for  our  acquaintance  with  his 
ideas. 

In  1925  Amzalek18  published  a critical 
edition  of  a previously  unexamined  manu- 
script by  Orobio  de  Castro  titled  La  ob- 
servance de  la  divina  ley  de  Mosseh,  an- 
other affirmation  of  his  belief  in  Mosaic  law 
as  divinely  given,  authoritative,  and  bind- 
ing, but  the  substance  of  this  text  is  only 
part  of  his  thought.  Orobio  de  Castro’s 
position  as  a theologic  disputant  is  most 
fully  stated  in  his  published  discussion  with 
Van  Limborch.  Philipp  van  Limborch 
(1633-1712)  was  professor  of  theology  at 
the  Seminary  of  the  Remonstrants  at  Am- 
sterdam, a prominent  exponent  of  Armini- 
anism,  that  movement  among  Dutch  Calvin- 
ists which  favored  a more  liberal  interpre- 
tation of  the  doctrine  of  predestination. 
Presumably  at  Van  Limborch’s  instance,  he 
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and  Orobio  de  Castro  arranged  for  a “dia- 
logue” in  the  form  of  an  exchange  of  sev- 
eral letters  which  Van  Limborch19  published 
as  De  veritate  religionis  christianae:  arnica 
collatio  cum  erudito  Judaeo,  “A  Friendly 
Discussion  with  a Learned  Jew  about  the 
Truth  of  the  Christian  Religion”  (Fig.  1). 
That  such  an  attempt  at  serious  dialogue 
could  be  projected  with  complete  freedom 
of  expression  in  1686  is  a tribute  to  Van 
Limborch’s  open-mindedness  as  well  as  to 
the  respect  with  which  Orobio  de  Castro, 
the  ex-marrano,  ex-swine,  must  have  earned 
in  the  Christian  community.  That  such  a 
book  could  then  be  published  indicates  the 
latitude  of  opinion  afforded  by  the  Dutch 
government  under  William  of  Orange,  an 
intellectual  climate  which  was  to  bear  even 
richer  fruit  after  the  “Glorious  Revolution” 
of  1688  when  the  Dutch  stadholder  was  to 
ascend  the  throne  of  England. 

Although  the  nineteenth  century  learned 
Orobio  de  Castro’s  ideas  from  Israel  venge, 
it  was  Van  Limborch’s  Arnica  collatio  with 
the  erudite  Jew  which  was  brought  to  John 
Locke’s  attention  and  to  which  we  may  trace 
the  filiation  of  his  ideas  in  the  eighteenth 
century.  Locke,  a close  friend  and  corre- 
spondent of  Van  Limborch,  read  De  veritate 
in  manuscript  form  before  it  was  printed; 
he  believed  that  Van  Limborch  had  the 
better  of  the  argument  and  wrote  him  on 
September  11,  1687,  telling  him  that  he  had 
triumphed  over  the  Jew.20  The  Arnica 
collatio  was  published  some  time  that  au- 
tumn at  Gouda  shortly  before  Orobio  de 
Castro’s  death  on  November  7,  1687.  On 
November  30,  Locke20  wrote  again  to  Van 
Limborch : 

I lament  that  Orobio  has  been  taken  from 
us  so  soon,  not  because  in  him  you  lose  the 
emblem  of  victory,  for  I know  you  [and]  how 
truth  conquers.  . . . 

Locke’s  A Letter  Concerning  Toleration, 
coeval  with  his  Essay  Concerning  Human 
Understanding,  was  published  in  1689  and 
dedicated  to  Van  Limborch.  A Dutch  trans- 
lation of  De  veritate  appeared  at  Amster- 
dam in  1723,  but  it  has  never  been  trans- 
lated into  a more  widely  spoken  tongue. 
Although  Orobio  de  Castro’s  arguments  did 
not  shake  Locke’s  faith,  he,  like  Van  Lim- 
borch, was  a man  of  sufficient  good  will  to 
men  of  reason  to  plead  for  tolerance  in  an 
age  when  it  was  a novelty. 


On  the  truth  of  the  Christian  religion 

De  veritate  is  not  a dialogue  in  the  cate- 
chistic  sense  of  question  and  answer,  nor 
did  the  two  friendly  disputants  engage  their 
wits  in  a dialectic  game  of  thrust  and  parry. 
The  argument  is  presented  in  the  form  of  a 
debate,  two  monologues  arranged  in  parallel. 
The  text  is  constructed  in  the  form  of  three 
scripta  by  Orobio  de  Castro,  each  followed 
by  a responsio  by  Van  Limborch.  The  open- 
ing scriptum  and  its  responsio  are  terse,  an 
outline  of  the  issues  to  be  discussed.  The 
second  and  third  are  elaborations,  written 
as  discursive  essays,  not  systematic  pres- 
entation of  doctrine  tending  to  become  pro- 
lix. Indeed,  the  third  scriptum  runs  to  99 
pages  and  its  responsio  to  197  pages;  in 
general  Van  Limborch  uses  twice  as  much 
space  as  Orobio  de  Castro.  The  publication 
is  completed  by  an  appendix  unrelated  to 
the  issues  of  the  debate,  a reprinting  of 
Uriel  da  Costa’s  Exemplar  vitae  humanae* 
with  comments  by  Van  Limborch. 

Both  Orobio  de  Castro  and  Van  Limborch 
entered  the  colloquy  with  the  unstated  as- 
sumption that  they  were  believing  mono- 
theists, each  believing  in  a god  named  Je- 
hovah. Each  was  orthodox  in  his  own  faith 
and  considered  the  other  to  be  so  too.  At 
no  point  is  there  any  suggestion  of  pan- 
theism or  atheism.t  Having  been  brought 
up  as  a Roman  Catholic  and  educated  in 
scholastic  philosophy,  Orobio  de  Castro  had 
no  knowledge  of  the  Talmud.  In  all  prob- 
ability he  could  not  even  read  Hebrew.  He 
based  his  arguments  entirely  on  the  Old 
Testament,  a text  as  acceptable  and  binding 
on  his  Christian  opponent  as  on  himself. 
Whether  so  intended  or  not,  this  device 
freed  Orobio  de  Castro  from  examining 
rabbinical  traditions,  interpretations,  and 
decisions.  Although  he  did  not  question  the 
Talmud’s  authority  and  indeed  had  defended 
it  in  his  Divina  Ley  de  Mosseh,  he  was 
pleased  to  limit  the  argument  in  De  veritate 

‘Uriel  da  Costa  (1585-1640),  a Portuguese  marrano, 
was  converted  to  Judaism  and  fled  to  Amsterdam.  His 
skeptical  writings  led  to  his  excommunication  by  the 
Jewish  community  in  1624.  He  applied  for  readmission  in 
1633  but  was  soon  excommunicated  again.  In  1640  he 
made  public  recantation  of  his  “heresies,”  received  39 
strokes  of  the  lash,  prostrated  himself  to  be  trod  on  by  the 
entire  congregation,  went  home,  wrote  his  Exemplar  vitae 
humanae,  and  shot  himself.  He  became  a symbol  of  per- 
secution and  intolerance  by  the  Jews  prior  to  Spinoza  and 
Juan  de  Prado’s  difficulties. 

t The  largest  step  in  theogony  is  from  zero  to  one;  once 
the  existence  of  one  god  is  acknowledged,  it  is  easier  to 
believe  in  more  than  one. 
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to  the  Old  Testament,  because  it  was  a 
textual  authority  both  he  and  Van  Lim- 
borch  shared  in  common.  It  also  spared 
him  from  having  to  reply  to  the  argument 
that  the  Talmud,  not  being  the  word  of  God, 
being  opinion  rather  than  revelation,  could 
be  rebutted. 

Contrary  to  twentieth  century  fashions, 
Orobio  de  Castro  did  not  treat  the  Old 
Testament  as  a text  from  which  he  could 
derive  insights  into  history,  social  anthro- 
pology, ethnography,  or  mythopoiesis,  nor 
did  he  consider  it  a literary  allegory.  He 
was  a man  of  faith  and  he  considered  the 
Old  Testament  as  a sacred  text,  divinely 
revealed,  authoritative  for  all  time.  It  was 
because  he  held  this  belief  that  debate  with 
Van  Limborch  was  possible.  Had  his  or- 
thodoxy been  diluted,  debate  would  have 
been  unnecessary,  even  irrelevant.  Van 
Limborch  was  likewise  a man  of  unques- 
tionable conviction.  He  had  no  hesitation 
in  concurring  with  a belief  in  the  divine 
origin  of  Moses’s  mission,  miracles,  and 
laws,  but  he  indicated  that  he  would  require 
of  Orobio  de  Castro  the  same  degree  of 
acceptance  in  the  case  of  the  New  Testa- 
ment accounts  of  Jesus.  In  the  foreword, 
Van  Limborch  announced  his  intention  of 
refuting  Orobio  de  Castro’s  arguments 
without  reference  to  ecclesiastic  dogma, 
relying  exclusively  on  arguments  taken 
from  the  teachings  of  Jesus  and  the  Apos- 
tles. 

It  is  useful  to  consider  what  the  argu- 
ment was  not  about.  Orobio  de  Castro  did 
not  challenge  the  validity  of  the  miracles 
of  the  New  Testament,  not  even  the  An- 
nunciation or  the  Virgin  birth.  If  he  was 
willing  to  accept  the  miracles  of  the  Old 
Testament,  those  of  the  Neiv  Testament 
were  no  intellectual  impediment.  Nor  did 
he  concern  himself  with  ecclesiastic  prac- 
tices and  polity  involving  sacraments,  lit- 
urgy, or  church  administration.  At  no 
point,  for  example,  did  he  question  the  va- 
lidity of  the  scaraments,  nor  did  he  allow 
himself  to  be  drawn  into  a discussion  on 
the  question  of  transubstantiation ; prop- 
erly, he  considered  it  an  internal  matter  for 
Christians  to  decide  among  themselves. 
Nor  did  he  question,  as  Luther  and  others 
had,  the  propriety  of  the  sale  of  indul- 
gences ; he  was  not  concerned  with  the 
Church’s  administrative  details.  Not  even 


such  doctrines  as  apostolic  succession  came 
under  Orobio  de  Castro’s  scrutiny;  that, 
too,  could  be  deferred  until  basic  issues  were 
resolved.  Despite  his  training  in  medicine, 
he  did  not  enter  the  theologic  lists  with  a 
scientist’s  approach;  his  case  was  exegetic, 
not  empirical. 

Orobio  de  Castro’s  opening  scriptum 
enunciated  the  four  points  under  debate. 
These  had  been  the  main  elements  in  the 
Christian  argument  against  Judaism  for 
over  fifteen  centuries,  and  they  are  still 
central  to  any  Judaeo-Christian  dialogue  in- 
volving theology.  Orobio  de  Castro  asked 
his  honorable  opponent  to  cite  the  scrip- 
tural authority  in  the  Old  Testament  indi- 
cating (1)  that  belief  in  the  Messiah  is  a 
prerequisite  for  man’s  salvation  and  that 
whoever  does  not  so  believe  is  damned;  (2) 
that  the  only  means  by  which  Israel  can  re- 
cover God’s  grace  is  to  profess  faith  in  a 
Messiah  who  has  already  appeared;  (3) 
that  God  has  punished  the  Jews  by  disper- 
sion for  not  having  accepted  the  Messiah; 
and  (4)  that  the  prescriptions  of  the  Law, 
except  for  purely  ethical  ones,  are  to  be 
interpreted  only  as  types  and  prophecies  for 
the  future  advent  of  a Messiah.  By  re- 
quiring scriptural  proof,  Orobio  de  Castro 
put  Van  Limborch  on  the  defensive,  and  the 
latter  had  to  concede  that  such  scriptural 
authority  as  there  was  could  be  found  only 
in  isolated  passages,  chiefly  from  the 
prophets,  and  that  these  passages  required 
interpretation  in  the  retrospective  light  of 
the  New  Testament  and  the  events  described 
therein. 

Before  framing  his  replies  to  Orobio  de 
Castro’s  four  points,  Van  Limborch  devel- 
oped the  theme  of  representing  Moses  and 
Jesus  in  parallel  to  demonstrate  that 
Christ’s  miracles  surpass  those  performed 
by  Moses,  that  they  are  better  documented, 
that  the  historical  evidences  for  the  truth 
of  Christianity  rest  on  a more  factual  basis 
than  the  traditional  evidences  for  the  truth 
of  Judaism,  and  that  the  documents  on 
which  the  New  Testament  is  based  are  less 
textually  corrupt  than  those  of  the  Old  Tes- 
tament. He  also  affirms  that  the  New  Testa- 
ment is  divinely  revealed  and,  therefore, 
binding.  For  Van  Limborch  the  revelation 
of  the  New  Testament  confirmed  the  prophe- 
cies in  the  Old,  and  his  replies  to  Orobio  de 
Castro’s  four  points  followed:  (1)  Faith 
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in  Jesus  is  essential  for  the  salvation  of  each 
individual,  be  he  Jew  or  Christian.  Jesus  is 
not  only  a lineal  descendant  of  David,  ergo 
a king  in  Israel,  but  also  a king  in  heaven. 
Only  Christ  satisfies  both  conditions  of 
kingship.  (2)  The  texts  of  Isaiah,  chapter 
53,  and  Daniel  chapter  9,  as  well  as  other 
passages  in  the  Old  Testament,  correctly 
prophesy  the  advent  of  Jesus,  even  predict- 
ing his  passion.  (3)  The  Diaspora  is  truly 
the  Jews’  punishment  for  having  denied 
Christ  and  participating  in  his  execution. 
(4)  Moses’s  laws  do  in  fact  point  to  a fu- 
ture beyond  the  Old  Testament  present. 
Therefore,  they  can  be  interpreted  typolog- 
ically,  even  mystically,  because  prophets  who 
came  after  Moses  predicted  a new  form  of 
worship. 

Central  to  most  of  the  points  under  dis- 
cussion is  the  question  of  the  Messiah. 
Orobio  de  Castro  devotes  considerable  space 
to  the  exposition  of  his  ideas  on  this  point, 
but  the  salient  features  are  that  the  Jewish 
expectation  of  the  Messiah,  as  promised  in 
scripture,  is  corporeal,  that  Jesus  could  not 
have  been  the  Messiah  because  he  had  not 
freed  Israel  from  its  enemies  nor  restored 
the  ten  lost  tribes  of  Zion,  nor  Israel  to  its 
days  of  glory,  and  that  God  demanded  of 
the  Jews  faith  in  Him  only,  not  in  the 
Messiah.  The  term  Messiah  (Hebrew, 
mashiah)  means  “the  anointed  one”  in  gen- 
eral and  was  applied  to  such  material  ob- 
jects as  Saul’s  shield  as  well  as  to  conse- 
crated persons  such  as  high  priests  and 
kings.  The  Old  Testament  does  not  speak 
of  an  eschatologic  Messiah,  and  even  the 
“messianic”  passages  in  the  prophetic  books 
do  not  use  this  term  when  they  refer  to  a 
future  golden  age  under  an  ideal  king.  Con- 
tinuing his  line  of  reasoning,  Orobio  de 
Castro  argued  that  the  Christian  belief  in 
the  Messiah  was  different  from  the  Jewish 
belief;  it  had  no  literal  foundation  in  Old 
Testament  exegesis  but  was  founded  on 
hermeneutics.  The  Christian  Messiah  was 
a new  revelation  derived  from  the  evidences 
of  the  New  Testament. 

The  preceding  discussion  may  seem  re- 
mote from  the  concerns  of  twentieth  century 
readers;  such  nuances  of  theologic  disputa- 
tion are  less  fashionable  now  than  in  the 
seventeenth  century.  Rut  the  next  step  in 
Orobio  de  Castro’s  argument  has  been  of 
continuing  concern  to  all  mankind,  irrespec- 


tive of  sectarian  lines  of  division.  He 
claims  that  the  Jews  await  the  coming  of 
the  Messiah  not  so  much  for  the  salvation 
of  individual  souls  but  'propter  Dei  gloriam. 
The  individual  is  saved  or  not  in  accordance 
with  his  merit  and  God’s  will.  The  mission 
of  the  Messiah  is  to  transform  the  condi- 
tions of  this  world,  rectification  of  the  op- 
pression of  the  Jews  being  only  one  small 
part  of  his  task.  Corresponding  to  the  ex- 
ternal transformation  of  the  world  will  be 
an  inner,  spiritual  transformation  of  the 
human  heart.  Intending  no  irony,  Orobio 
de  Castro  points  out  that  he  cannot  find  evi- 
dence that  the  Christian  Messiah  has 
changed  men  so  that  they  now  love  their 
neighbors  more  than  previously.  Nor  does 
he  see  in  the  conduct  of  men’s  lives,  nor  in 
the  disposition  of  their  hearts,  nor  even  in 
the  practice  of  their  religion  that  Christians 
enjoy  a higher  degree  of  spirituality  than 
other  people,  even  though  they  take  pride  in 
so  claiming.  In  the  next  century  Voltaire 
was  to  make  similar  observations  on  human 
conduct,  and  in  the  century  after  Voltaire, 
Nietzsche  was  to  remark  that  “The  Chris- 
tians must  appear  more  redeemed  if  I am 
to  believe  in  their  redemption.”  Orobio  de 
Castro  had  a wider  personal  experience  than 
Voltaire  or  Nietzsche  with  the  discrepancy 
between  Christian  virtue  in  theory  and  in 
practice.  The  real  irony  is  that  the  French  j 
philosophers  and  their  congeners  should 
have  used  Orobio  de  Castro’s  side  of  the 
debate  without  reference  to  Van  Limborch’s  j 
opposite  view  as  part  of  their  argument  in 
defense  of  atheism. 

Orobio  de  Castro  develops  his  theme 
further:  In  place  of  redemption  we  have 

war,  superstition,  idolatry,  and  sectarian- 
ism ruling  the  world  more  than  ever  be- 
fore, a comment  which  unfortunately  ap- 
pears applicable  to  each  succeeding  genera- 
tion. He  points  out  that  this  state  of  af- 
fairs, however,  is  not  the  fault  of  Christian-  ■ 
ity;  indeed,  it  is  contrary  to  the  spirit  of  I 
Christianity.  But  the  present  condition  of  ! 
Christians,  he  argues,  justifies  nothing 
more  than  the  expectation  of  a future 
Messiah,  since  the  Jews,  from  their  point  of 
vantage,  cannot  see  that  a new  holy  spirit  1 
has  been  infused  into  mankind. 

Van  Limborch  was  too  intelligent  an  ob- 
server not  to  concede  Orobio  de  Castro’s 
point  that  man’s  behavior  often  belied 
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Christ’s  teaching,  but  he  reaffirmed  his  faith 
that  true  belief  in  Christ  was  a necessary 
part  of  each  individual’s  redemption.  Em- 
phasis on  Christ  as  Messiah  was  a strong 
feature  of  Arminian  doctrine,  and  Van 
Limborch  devotes  many  pages  to  describing 
the  process  of  salvation  through  belief  in 
the  Messiah.  He  advanced  the  thesis  that 
Orobio  de  Castro  needed  to  admit  only  one 
point:  that  the  New  Testament  is  divinely 
revealed.  Once  this  point  is  granted,  the 
predictions  of  the  Old  Testament  would  be 
found  to  conform  in  all  important  respects 
with  the  events  described  in  the  New  Testa- 
ment. He  claimed  that  the  prophecies  of 
the  Old  Testament  were  fulfilled  in  Jesus 
and  that  Jesus  was  a greater  prophet  than 
Moses  not  only  because  of  the  nature  of  his 
teachings,  his  laws,  and  his  miracles  but 
also  because  he  was  the  promised  Messiah. 
According  to  Van  Limborch,  his  nature  as 
Messiah  was  all  that  was  intended  by  the 
title,  “Son  of  God.’’  Christ  was  not,  he 
said,  himself  God,  as  the  Jews  accused  the 
Christians  of  claiming.  The  appellation  of 
the  promised  Messiah  as  a “Son  of  God” 
does  have  its  roots  in  Old  Testament  vocab- 
ulary, and  in  that  usage  it  does  not  connote 
divinity.  This  view  was  commonly  held 
among  Arminians,  and  Van  Limborch  ad- 
duced support  for  it  from  the  authority  of 
Erasmus  as  well  as  two  distinguished  Ar- 
minians, Episcopius  and  Grotius.  Many 
subsidiary  points  were  developed  in  the 
course  of  the  debate,  but  their  further  ex- 
position, pro  and  con,  would  be  profitless, 
for  they  echo  positions  taken  in  a multi- 
plicity of  theologic  disputations  before  and 
since. 

As  is  so  often  the  case  in  religious  con- 
troversy, the  argument  ended  with  no  de- 
cision. Both  Orobio  de  Castro  and  Van 
Limborch  were  men  of  deep  certain  faith ; 
each  attempted  in  his  own  fashion  to  find 
rational  justification  for  that  faith,  then  to 
reconcile  it  with  contradictory  beliefs. 
Surely,  the  mind  which  can  claim  credo  quia 
absurdum  has  a greater  quantum  of  animal 
faith  than  the  mind  which  asserts  credo 
quod  erat  demonstrandum.  That  theologic 
disputations  rarely  terminate  in  resolution 
is  neither  new  nor  a great  mystery.  As 
Alexander  Pope  once  wrote  in  a different 
context,  “For  as  long  as  one  side  will  make 
no  allowances,  the  other  will  be  brought  to 


no  acknowledgments.”  His  following  sen- 
tence, “I  am  afraid  this  extreme  zeal  on  both 
sides  is  ill-plac’d.  . .”  may  not  be  so  irrever- 
ent as  it  appears. 

Unvoiced  but  implicit  in  the  Van  Lim- 
borch-Orobio  de  Castro  collatio  is  the  in- 
herent distinction  between  Judaism  and 
Christianity:  Judaism  is  founded  on  a cov- 
enant between  God  (Jehovah)  and  a con- 
tinuing nation.  Christianity  is  founded  on 
the  redemptive  act  of  a single  individual, 
Jesus  Christ,  whom  Christians  accept  as  the 
Son  of  God,  the  Messiah,  their  Savior.  No 
one  claiming  to  be  a Jew  can  accept  this; 
no  one  claiming  to  be  a Christian  can  deny 
it.  Dialogue  founders  and  provides  no  so- 
lution when  mutually  exclusive  beliefs, 
neither  capable  of  empirical  validation,  are 
maintained.  At  the  risk  of  sounding  un- 
charitable, it  could  be  suggested  that  one 
reason  for  the  episodic  recurrence  of  anti- 
Semitism  during  the  past  nineteen  centuries 
is  that  the  continued  viability  of  Judaism 
as  a religious  faith  serves  to  remind  Chris- 
tians that,  with  respect  to  their  most  cher- 
ished beliefs,  pace  Cromwell,  in  the  bowels 
of  Christ,  they  may  be  mistaken. 
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The  hazards  of  a 
permanent  ileostomy 


Of  88  patients  undergoing  permanent  ileos- 
tomy over  a twenty-year  period,  34  could  be 
followed  for  nine  years  or  more  (Jacob,  R.  A., 
Pace,  W.  G.,  and  Thomford,  N.  R.,  A.M.A. 
Arch.  Surg.  99:  549  [November]  1969).  Of 
these,  15  required  at  least  1 revision.  Fistula, 
prolapse,  and  stenosis  were  the  most  common 
reasons  for  stoma  revision;  less  common  were 
necrosis  and  retraction  of  the  stoma.  The  re- 
visions resulted  in  no  deaths. 

Traced  for  one  year  or  more  were  71  of  the 
88  patients,  3 of  whom  had  died  after  one, 
seven,  and  ten  years.  Of  the  60  who  could  be 
questioned  by  telephone,  52  were  employed  and 
said  their  ileostomy  did  not  interfere  with  work. 
Fifty  of  the  60  said  their  ileostomy  did  not 
interfere  with  social  activities;  most  said  their 
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1828,  vol.  10,  pp.  12  and  16. 


social  activities  had  increased  due  to  relief  of 
ulcerative  colitis  symptoms.  Three  patients 
suffered  severe  depression  and  one  attempted 
suicide,  although  apparently  their  ileostomies 
were  functioning  normally.  Four  said  social-, 
ization  was  handicapped  because  of  frequent 
bag  changes;  the  other  3 said  social  life  was 
inhibited  although  they  had  no  special  trouble 
with  their  ileostomies.  Five  patients  had  born 
children. 

The  authors  make  an  extensive  analysis  of 
data  which  cannot  be  reviewed  here.  Over-all, 
14  per  cent  of  the  patients  required  revision  of 
their  ileostomy  within  the  first  year  and  50 
per  cent  within  ten  years.  It  is  emphasized, 
however,  that  in  no  instance  did  ileostomy  re- 
vision or  the  complication  that  required  it  re- 
sult in  prolonged  disability  or  death.  On  the 
basis  of  current  available  information,  there- 
fore, it  seems  reasonable  to  suggest  that  a 
permanent  ileostomy  is  safe,  compatible  with 
good  health,  and  allows  normal  activity  in  all 
but  a minority  of  patients. 


1328  New  York  State  Journal  of  Medicine  / June  1,  1970 


Necrology 


John  Casagrande,  M.D.,  of  Baldwin,  died  on 
March  24  at  the  age  of  seventy-eight.  Dr. 
Casagrande  graduated  in  1914  from  Long 
Island  College  Hospital.  He  was  a consulting 
obstetrician  and  gynecologist  at  Brooklyn- 
Cumberland  Medical  Center.  Dr.  Casagrande 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Clement,  M.D.,  of  Tupper  Lake,  formerly 
of  Potsdam,  died  on  April  7 at  the  age  of  fifty. 
Dr.  Clement  graduated  in  1949  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  had 
been  a staff  physician  at  Potsdam  Hospital. 

John  A.  Erman,  M.D.,  of  Glen  Cove,  died  on 
February  25  at  the  age  of  seventy-six.  Dr. 
Erman  received  his  medical  degree  from  the 
University  of  Prague  in  1929.  He  was  a mem- 
ber of  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  Hermann  Graupner,  M.D.,  of  New  York 
City,  died  on  January  5 at  the  age  of  sixty. 
Dr.  Graupner  received  his  medical  degree  from 
the  University  of  Zurich  in  1939.  He  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jesse  J.  Greene,  M.D.,  of  New  York  City,  died 
on  March  28  at  the  age  of  seventy-seven.  Dr. 
Greene  graduated  in  1927  from  Howard  Uni- 
versity College  of  Medicine.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jacob  Herzfeld,  M.D.,  of  Brooklyn,  died  on 
February  16  at  the  age  of  seventy-four.  Dr. 
Herzfeld  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hiliary  Herbert  Holmes,  M.D.,  of  New  York 
City,  died  on  January  3 in  a shooting  accident 
at  the  age  of  fifty-one.  Dr.  Holmes  graduated 
in  1943  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  assistant 
attending  physician  at  Presbyterian  Hospital. 


Dr.  Holmes  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  American  Rheumatism  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

William  V.  Holt,  M.I).,  of  Mineola,  retired,  died 
on  April  5 at  the  age  of  eighty-three.  Dr.  Holt 
received  his  medical  degree  from  the  University 
of  Kiel  in  1913.  He  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Luise-Lotte  Horn,  M.D.,  of  New  York  City,  died 
on  April  16  at  the  age  of  sixty-three.  Dr. 
Horn  received  her  medical  degree  from  the  Uni- 
versity of  Breslau  in  1932.  She  was  acting 
administrator  at  Goldwater  Memorial  Hospital. 
Dr.  Horn  was  a member  of  the  American  Pub- 
lic Health  Association. 

Jacqueline  Mary  Jones,  M.D.,  of  Syracuse,  died 
on  March  29  at  the  age  of  forty-two.  Dr. 
Jones  graduated  in  1955  from  Woman’s  Medi- 
cal College  of  Pennsylvania.  She  was  a mem- 
ber of  the  ophthalmological  staff  at  Veterans 
Administration  Hospital.  Dr.  Jones  was  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  H.  Jordan,  M.D.,  of  New  York  City,  died 
on  April  18  at  the  age  of  seventy-three.  Dr. 
Jordan  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1922.  He  was  a 
consulting  orthopedic  surgeon  at  Lenox  Hill 
Hospital  and  chief  and  consulting  physician  of 
the  Hemophilia  Center  at  Lenox  Hill  Hospital 
Outpatient  Department.  Dr.  Jordan  was  a 
Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Ameri- 
can Rheumatism  Association,  the  Pan-American 
Medical  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  Klein,  M.D.,  of  Brooklyn,  died  on  April 
4 at  the  age  of  sixty-nine.  Dr.  Klein  graduated 
in  1924  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  as  assistant  obste- 
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trician  and  gynecologist  emeritus  at  Maimon- 
ides  Hospital  of  Brooklyn  and  an  associate  at- 
tending physician  at  Adelphi  Hospital.  Dr. 
Klein  was  a member  of  the  American  Academy 
of  General  Practice,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfons  L.  Meyer,  M.D.,  of  Upper  Montclair, 
Newr  Jersey,  formerly  of  Glendale,  died  on  April 
17  at  the  age  of  seventy-one.  Dr.  Meyer  re- 
ceived his  medical  degree  from  the  University 
of  Rostock  in  1922.  He  had  been  an  associate 
attending  physician  in  general  practice  at 
Evangelical  Deaconess  Hospital.  Dr.  Meyer 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  James  Pezzulo,  M.D.,  of  Chateaugay, 
died  on  February  21  at  the  age  of  seventy-one. 
Dr.  Pezzulo  graduated  in  1928  from  the  Uni- 
versity of  Arkansas  School  of  Medicine.  He 
was  a member  of  the  Franklin  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  Irwin  Schmith,  M.D.,  of  The  Bronx, 
died  on  March  20  at  the  age  of  seventy.  Dr. 
Schmith  graduated  in  1925  from  Long  Island 
College  Hospital.  He  was  an  assistant  attend- 
ing pediatrician  (off  service)  at  New  York 
Polyclinic  Hospital.  Dr.  Schmith  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nathan  Edward  Schwartz,  M.D.,  of  East 
Nassau,  died  on  January  31  at  the  age  of 
fifty-eight.  Dr.  Schwartz  graduated  in  1938 
from  the  Royal  College  of  Physicians  and 
Surgeons,  Edinburgh,  Scotland. 

Herbert  Sydney  Simpson,  M.D.,  of  Bedford 
Hills,  died  on  March  29  at  the  age  of  fifty-six. 
Dr.  Simpson  graduated  in  1939  from  New  York 
Medical  College.  He  was  an  associate  attend- 
ing physician  at  Northern  Westchester  Hos- 


pital, Mount  Kisco.  Dr.  Simpson  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  American  School  Health  Association, 
the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lee  Sonenthal,  M.D.,  of  Auburn,  died  on  Feb- 
ruary 12  at  the  age  of  seventy-three.  Dr.  Son- 
enthal graduated  in  1921  from  Long  Island 
College  Hospital. 

Emil  Alfred  Stoller,  M.D.,  of  Poughkeepsie,  died 
on  February  23  at  the  age  of  seventy-five.  Dr. 
Stoller  graduated  in  1920  from  the  University 
of  Michigan  Medical  School.  He  was  a consult- 
ing surgeon  at  Hudson  River  State  Hospital, 
a consulting  orthopedist  at  Wassaic  State 
School,  an  honorary  member  of  the  medical  staff 
at  Vassar  Brothers  Hospital,  and  an  attending 
orthopedist  at  Harlem  Valley  State  Hospital. 
Dr.  Stoller  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Hugo  Tannenbaum,  M.D.,  of  The  Bronx,  died 
on  April  3 at  the  age  of  seventy-two.  Dr.  Tan- 
nenbaum received  his  medical  degree  from  the 
University  of  Wurzburg  in  1921.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  New  York  Cardiological  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Reuben  Turner,  M.D.,  of  New  York  City,  re- 
tired, died  on  April  11  at  the  age  of  sixty-six. 
Dr.  Turner  graduated  in  1928  from  Cornell 
University  Medical  College.  He  was  an  associ- 
ate attending  physician  on  the  Children’s  Medi- 
cal Service  at  Bellevue  Hospital,  an  associate 
attending  pediatrician  at  University  Hospital, 
and  a former  member  of  the  medical  staff  at 
French  Hospital.  Dr.  Turner  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Albert  Einstein  College  of  Medicine 

Dean  appointed.  Labe  C.  Scheinberg,  M.D., 
was  recently  appointed  dean  of  the  College.  He 
succeeds  Harry  H.  Gordon,  M.D.  Dr.  Schein- 
berg had  served  as  the  director  of  the  College’s 
hospital  and  also  as  chief  of  service  for  neu- 
rology. 

Downstate  Medical  Center 

Second  annual  alumni  day  meeting.  The  second 
annual  alumni  day  meeting,  announced  by  the 
Department  of  Surgery,  Division  of  Ophthal- 
mology, was  held  on  Tuesday,  May  19.  The 
morning  session  consisted  of  scientific  papers 
presented  by  the  faculty  of  which  R.  C.  Trout- 
man, M.D.,  is  director.  The  afternoon  session 
presented  interesting  and  diagnostically  difficult 
patients.  A dinner  was  held  that  evening.  For 
further  information  write  to:  Ned  Reinstein, 

M.D.,  chief  resident,  Department  of  Surgery, 
Division  of  Ophthalmology,  State  University  of 
New  York  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  New  York  11203. 

Research  grant.  A research  grant  of  $34,481 
has  been  awarded  by  the  American  Cancer  So- 
ciety to  determine  whether  contraceptive  pills 
make  women  more  susceptible  to  cancer  of  the 
cervix  by  comparing  the  prevalence  of  such 
cancers  in  users  of  the  pill  with  the  whole 
spectrum  of  contraceptive  methods,  and  with 
women  who  use  no  contraceptives.  The  pro- 
gram will  be  conducted  by  James  H.  Nelson,  Jr., 
M.D.,  professor  of  obstetrics  and  gynecology. 

Recent  faculty  appointments  and  promotions. 

Recent  appointments  announced  are:  Marcia 

G.  Gerber,  M.D.,  and  Hideaki  Mizoguchi,  M.D., 
instructors,  and  Stuart  Nightingale,  M.D.,  clini- 
cal instructor,  medicine;  Marvin  Kraushar, 
M.D.,  and  Murray  A.  Meltzer,  M.D.,  clinical 
instructors,  ophthalmology ; Philip  Lanzkowsky, 
M.D.,  professor,  Jane  Pitt,  M.D.,  assistant  pro- 
fessor, Lena  Liu,  M.D.,  and  C.  K.  Sathiapalan, 
M.D.,  clinical  assistant  professors,  pediatrics; 
Horst  Seller,  M.D.,  instructor,  physiology; 
Kinya  Kuriyama,  M.D.,  associate  professor, 
Bernard  D.  Fine,  M.D.,  and  Maurice  D.  Stein- 
berg, M.D.,  clinical  assistant  professors,  psy- 
chiatry; Joseph  F.  Bohorquez,  M.D.,  assistant 
professor,  Calvin  H.  Norman,  M.D.,  clinical  as- 
sistant professor,  B.  Sudhakara  Hegde,  M.D., 
instructor,  and  Anthony  Camera,  M.D.,  clinical 


instructor,  radiology;  Milton  Ginsberg,  M.D., 
assistant  professor,  and  Robert  L.  McGuire, 
M.D.,  clinical  instructor,  surgery. 

Recent  promotions  announced  are:  Benja- 

min A.  Rosenberg,  M.D.,  clinical  associate  pro- 
fessor, medicine;  Betty  E.  Aronson,  M.D.,  clini- 
cal assistant  professor,  pathology;  Yahya  M. 
Berkmen,  M.D.,  associate  professor,  Joshua  R. 
Derow,  M.D.,  and  Sarah  M.  Liberson,  M.D., 
clinical  assistant  professors,  radiology;  Henry 
Rosner,  M.D.,  clinical  associate  professor,  re- 
habilitation medicine;  and  Jesse  I.  Abrahams, 
M.D.,  assistant  professor,  urology. 

Visiting  professors.  During  April  Professor 
Ian  MacGillivray,  Regius  Professor  of  Obstet- 
rics and  Gynaecology,  University  of  Aberdeen, 
Scotland,  and  Dr.  James  Walker,  Professor  of 
Obstetrics  and  Gynaecology,  University  of  Lon- 
don, St.  Mary’s  Hospital  Medical  School,  were 
visiting  professors  in  the  Department  of  Obstet- 
rics and  Gynecology.  The  guests  participated 
in  departmental  conferences,  conducted  exami- 
nations on  obstetric  and  gynecologic  patients, 
and  assisted  with  hospital  functions  such  as  the 
tumor  service  and  other  clinics. 

New  York  University  School 
of  Medicine 

Chairman  of  newly-established  department. 

Clark  T.  Randt,  M.D.,  has  been  appointed  chair- 
man of  the  newly-established  Department  of 
Neurology.  This  had  been  a division  within 
the  combined  departments  of  psychiatry  and 
neurology  under  the  chairmanship  of  S.  Ber- 
nard Wortis,  M.D.,  until  his  death  last  year. 
Since  1962  Dr.  Randt  has  been  professor  of 
neurology  and  director  of  the  Bellevue  neurol- 
ogy service. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Affiliation  of  departments.  St.  Mary’s  Hospital 
and  the  School  of  Medicine  and  Dentistry  have 
announced  the  affiliation  of  their  Departments 
of  Medicine.  This  will  coordinate  medical  edu- 
cation and  research  activities  within  the  two 
departments  and  expand  their  capacities  for  ed- 
ucation of  health  care  personnel  for  research 
and  for  patient  care.  Gerald  Eckert,  M.D.,  as- 
sociate professor  of  medicine,  has  been  ap- 
pointed the  chief  of  medicine  at  the  Hospital. 
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HARLEM  VALLEY  STATE  HOSPITAL 

WINGDALE,  N.  Y.  12594 
Tel:  914-832-3211 

We  need  the  services  of  Psychiatrists  and  General 
Physicians.  Psychiatric  Residencies  also  available. 
Harlem  Valley  State  Hospital  is  a JCAH  accredited 
hospital,  located  in  the  scenic  foothills  of  the  Berk- 
shires.  Salaries  are  competitive;  excellent  New  York 
State  fringe  benefits;  housing  available  on  the 
grounds  at  nominal  cost;  cultural  and  shopping 
opportunities  in  surrounding  communities  of  Pough- 
keepsie, N.  Y.  and  Danbury,  Conn.;  IV2  hr.  drive 
from  New  York  City;  variety  of  recreational  facilities 
in  this  locale;  beautiful  9-hole  golf  course  available  on 
the  grounds  of  the  hospital. 

Send  resumes  to  Lawrence  P.  Roberts,  M.D.,  Director 
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censed, for  children’s  camps,  July-August.  Good  salary; 
free  placement,  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York, 
N.Y.  10036.  Phone  (212)  OX  5-2656. 


RADIOLOGIST:  BOARD  CERTIFIED  FOR  EXPAND 

ing,  small,  modern  general  hospital  upstate  New  York 
Negotiable  salary  or  percentage  of  gross  arrangements 
with  guaranteed  minimum  to  $40,000.  Pleasant  resi- 
dential community  with  expanding  college.  Send  resume 
and  references  to  Box  922,  % NYSJM. 


CHIEF  OF  RADIO  THERAPY 

for  700  bed  voluntary  hospital  with  med- 
ical school  affiliation.  Radiology  staff  of 
7 Physicians.  Radio  Therapy  housed  in 
separate  pavilion  with  rotating  COBALT 
UNIT  and  other  modern  equipment.  Full 
time  Physicist  and  approved  residency 
program.  Salary  open  to  negotiations. 
For  further  information  call  Dr.  Bryk 
Director  of  Radiology  Department 
Tel:  (212)  857-8700  Ext.  265 

JEWISH  HOSPITAL 

& Medical  Center  of  Brooklyn 

555  Prospect  PI.,  Brooklyn,  N.Y. 


PHYSICIANS  WANTED— CONT’D 


TWO  FAMILY  PHYSICIANS  NEEDED  IMMEDI- 
ately  in  Albany,  N.Y.  area  to  associate  with  three  who 
just  lost  fourth  member  due  to  death.  Salary  one  year  or 
less,  then  partnership  offer.  Desperate.  Please  contact 
person  to  person,  Jay  DeCoodt,  Business  Manager,  Tel: 
(518)  785-5881. 


BEAUTIFUL,  ACTIVE,  NORTH  SHORE  LONG  ISLAND 
Huntington  Village,  quality  practice  area  for  physicians 
and  dentists.  Radiologist  and  orthopedist  vacating. 
Office  available  now.  Call  (516)  473-0013. 


PEDIATRICIAN,  OPHTHALMOLOGIST  NEEDED 
Kinnelin  Medical  Center.  Kinnelin,  New  Jersey.  Call 
(201)  383-0188  mornings. 


CHIEF  OF  HOME  CARE  PROGRAM  FOR  l,p00  BED 
Mount  Sinai-City  Hospital  Center,  a major  division  of  the 
Mount  Sinai  School  of  Medicine.  Home  Care  Program, 
one  of  the  largest  in  country — aim  to  develop  more  diversi- 
fied community  services  and  to  utilize  for  teaching  of  stu- 
dents and  house  staff.  Qualifications  must  be  deserving  of 
professorial  rank;  salary  and  fringe  benefits  related  to 
academic  rank.  Address  all  inquiries  to:  Stanley  G. 

Seckler,  M.D.,  Chief,  Department  of  Medicine,  Mount 
Sinai  Hospital  Services,  City  Hospital  Center,  79-01  Broad- 
way, Elmhurst,  N.  Y.  11373 


WANTED:  BOARD  ELIGIBLE  INTERNIST  Tp 

join  well  established  3 man  group  of  which  one  member  is 
board  certified  in  cardiology.  Excellent  hospital  accomo- 
dations available.  Send  curriculum  vitae  in  first  letter  to: 
Geo.  Hamilton,  M.D.,  86  Walnut  St.,  Binghamton,  N.Y., 
or  call  collect  (607)  722-3475. 


FAMILY  PHYSICIAN  NEEDED  IN  URBAN  AREA, 
3,400  population.  Adjacent  to  city,  42,000.  Two  ac- 
credited hospitals,  colleges,  world  famous  Chautauqua 
Lake,  Chautauqua  Institution.  G.P.  retiring  offers  pres- 
tige home,  7 room  office  for  half  its  true  value.  Village 
can  support  3 doctors  if  group  practice  desired.  Income 
from  $40,000-$65,000  solo.  Clair  Culver,  M.D.,  112  W. 
Falconer  St.,  Falconer,  N.Y.  14733. 


PRACTICES  WANTED 


ARE  YOU  PRACTICING  IN  A RURAL  COMMUNITY 
with  no  other  doctor?  Would  you  like  to  retire,  but  have 
no  replacement?  I am  an  experienced  physician  who  loves 
fishing  and  the  outdoors,  and  will  purchase  your  home  office 
combination  now,  providing  you  stay  a while  to  introduce 
me  to  your  patients  so  I can  provide  the  best  service  possible 
on  your  retirement.  Please  write  immediately  to  Box  935, 
% NYSJM. 


MISCELLANEOUS 


FOR  SALE:  PHYSICIAN’S  OPEN  FACE,  PULSE  IN- 
terval,  time  watch;  18  K case,  Vacheron  Constantine. 
Perfect  condition.  $200.  call  (212)  PL  2-4185 
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PRACTICES  AVAILABLE 


PRACTICE  AVAILABLE:  TAKE  OVER  UROLOGIC 

practice,  medium-sized  city  upstate  New  York.  Gross 
over  $75,000.  Must  be  Board  qualified.  No  down  pay- 
ment. Excellent  office  and  hospital  equipment.  Avail- 
able immediately.  Box  934.  % NYSJM. 


SHIRLEY.  MONTAUK  HYWAY,  L.I.  MODERN.  8 
room  office  wing  equipped.  2 story  home,  business  zoned. 
No  doctor,  30.0(H)  population  area.  $32,000.  Tell  it  to 
friends.  F.  Remy.  M.D.,  Greenport.  N.Y.  11944. 


ESTABLISHED  GENERAL  PRACTICE  AVAILABLE 
July  1.  1970.  Central  N.Y.  College  community  of  20,000. 
Modern  office  building  with  8 specialists.  Present  phys- 
ician leaving  to  specialize  after  10  years  of  active  practice. 
Write  G.  Essom.  M.D..  6 Euclid  Ave.,  Cortland.  N.Y 
13045,  or  call  (607)  756-5514. 


POSITIONS  WANTED 


RADIOLOGIST,  EXPERIENCED.  SEEKS  FULL  OR 
part  time  position  in  routine  X-ray  diagnosis  in  New  York 
City  area  after  June  1,  1970.  Box  925,  % NYSJM. 


FOR  WELL  QUALIFIED  MEDICAL  PERSONNEL- 
professionals,  administrators,  technicians,  secretaries  or 
medical  assts.  screened  to  meet  your  specifications,  call 
Carlin  Resources  Agency,  Inc.,  342  Madison  Ave.,  N.Y.C. 
Tel:  (212)972-1946. 


PATHOLOGIST,  CERTIFIED  AP-CP,  N.  Y.  LICENSE, 
age  41,  seeks  position  in  community  hospital  in  New  York 
State.  Available.  Box  930,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


BEAUTIFUL,  NORTH  SHORE  LONG  ISLAND,  PORT 
Jefferson  medical  park,  office  space  available  for  physicians 
and  dentists.  Colonial  building,  ample  parking,  situated 
between  two  major  hospitals.  Inquire  (516)  473-1250. 


FOUR  ROOMS.  STREET  LEVEL,  WIRED  FOR  X RAY. 
Corner  location  near  Misericordia  Hospital,  750  East 
236th  St.,  Bronx.  N.Y.  Call  FA  4-0979. 


35  ST.,  35  E.-MUKRAY  HILL.  LUXURY  DOORMAN 
apt.  bldg.  5 room  doctor's  office  $475.  Approx.  900  sq.  ft.; 
lobby  entrance.  Apply  premises  or  Charles  H.  Greenthal 
& Co..  18  East  48th  St.  PL  2-4700. 


SUB  TENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed,  eight  room  medical 
office.  Separate  consultation  room.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


ROOMY  OFFICE  SUITE  FOR  RENT.  FURNISHED. 
Lovely  Hudson  Valley  community  one  hour  drive  N.Y.C. 
Accommodate  partners  or  small  group  if  desired.  Box 
932,  % NYSJM. 


OFFICE  FOR  RENT,  NEW  CITY,  ROCKLAND 
County.  Spacious,  four  room,  air  conditioned  office  in 
centrally  located  medical  building,  available  immediately; 
furnished  or  unfurnished.  Tel.  (914)  634-7850. 


OPHTHALMOLOGIST.  BOARD  ELIGIBLE.  N.Y 
license,  experienced.  Full  time  position  in  N.Y.  City  or 
vicinity.  Would  consider  partnership.  Box  933,  cyc 
NYSJM. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED.  33,  DE- 
sires  relocation  to  group  practice,  or  direct  dept.;  early 
partnership  required.  New  York  licensed.  Available 
July.  Phone  (516)  283-5796.  or  write  Box  931,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BABYLON:  FOR  SALE-10  TM„  3 BATH  HOME 

attached  5 rm  office  wing;  Choice  comer,  main  st.,  1 block 
to  R.R.  schools,  stores.  Adequate  off-street  parking  for 
conversion  to  prof.  bldg.  W.  G.  Hansen,  M.D..  444  Deer 
Park  Ave..  Babylon.  NY  11702,  Tel.  (516)669-1567. 


PROFESSIONAL  OFFICE  AVAILABLE  IN  INTIMATE 
medical  building  complex.  Spring  Valley,  N.Y.  (Rockland 
County).  Tel:  (914)  EL  6-3610. 


Spectacles  weremt  imtropucep 

UNTIL  1300.  BEFORE” 

THAT  TIME,  MILLIONS 
OF  PEOPLE  LIVE?  OUT 
TH EIR  LIVES  NEVER 

King  able  to  see 

MOUNTAINS,  CL0UPS  

OR  STARS.  BENJAMIN  FRANKLIN 

INVENTEP'BIFOCAL  LENSES  IN  17641 


00 

For  free  Information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

79  MADISON  AVENUE 
NEW  YORK,  N.Y.  10016 
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70-1 

State  Medical  Society  Fee  Negotiations 

Chautauqua 
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70-2 

Accreditation  of  Small  Community  Hospitals 

Chautauqua 

1467 

70-3 

Use  of  Municipal  Hospital  Facilities  for  the  Care 
of  Private  Patients 

Kings 

1468 

70-4 

Assignment  of  Blue  Shield  F ees 

Chautauqua 

1468 

70-5 

Function  of  Medical  Care  Insurance  Committee 

Chautauqua 

1469 

70-6 

Prehospitalization  Diagnostic  Insurance  Benefits 

Kings 

1469 

70-7 

Administration  Costs  of  Government  Insurance 
Programs 

Chautauqua 

1566 

70-8 

Withdrawal  of  State  Society  Approval  of  Medicaid 
Program 

Essex 

1566 

70-9 

Hospitals  be  Requested  to  Discontinue  Sale  of 
Cigarets  on  Their  Premises 

Charles  D.  Sherman,  Jr. 

1502 

70-10 

Use  of  Credit  Cards  in  Medical  Practice 

Erie 

1547 

70-11 

Medical  Student  Recruitment  Programs 

Chautauqua 

1502 

70-12 

Review  and  Evaluation  of  Article  19  of  New  York 
State  Education  Law  Concerning  Routine  An- 
nual Medical  Inspection  of  All  Pupils 

Monroe 

1502 

70-13 

Support  for  Use  of  Computerized  Health  Data 
Systems 

Erie 

1503 

70-14 

Composition  of  Medical  Boards  of  Voluntary  Hos- 
pitals 

Chautauqua 

1547 
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70-15 

Payment  by  Third-Party  Intermediaries  for  Pro- 
fessional Services  Rendered  by  Physicians  in 
Hospitals 

Kings 

1548 

70-16 

Amendment  to  Bylaws  Concerning  Conformity  of 
Election  Date  of  Officers  of  Component  County 
Medical  Societies 

Erie 

1572 

70-17 

Revision  and  Updating  of  Principles  of  Profes- 
sional Conduct  of  Medical  Society  of  the  State  of 
New  York 

Joseph  G.  Zimring 

1573 

70-18 

Necessity  of  Premarital  Serologic  Tests 

Fulton 

1504 

70-19 

Increasing  the  Supply  of  Practicing  Physicians 

Warren 

1504 

70-20 

Increasing  the  Number  of  Physicians  in  New  York 
State 

New  York 

1504 

70-21 

Counteraction  for  Unjustified  Malpractice  Actions 

Warren 

1440 

70-22 

Guidelines  for  the  Evaluation  of  Quality  Medical 
Care 

Ralph  S.  Emerson 

1549 

70-23 

Restriction  of  Visits  to  Medicare  Patients  in  Gen- 
eral Hospitals  Awaiting  Transfer  to  Extended 
Care  Facilities 

Chautauqua 

1566 

70-24 

Proposed  Plan  for  Financing  Medical  Care 

Warren 

1469 

70-25 

Adoption  of  Relative  Value  Fee  Scale  for  Work- 
men’s Compensation  Fees 

Monroe 

1473 

70-26 

Peer  Review  Mechanisms  and  Specialty  Medical 
Societies 

Monroe 

1550 

70-27 

Change  of  Date  of  Annual  Meeting  of  State  Medi- 
cal Society 

Schenectady 

1447 

70-28 

Standards  for  Accreditation  to  Specify  Number  of 
Medical  Board  Meetings 

Queens 

1550 

70-29 

Inclusion  of  Private  Community-Based  Physicians 
on  Hospital  Joint  Conference  Committees  as 
Required  by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals 

Queens 

1551 

70-30 

Peer  Review  Committees  in  Hospitals 

Queens 

1551 

70-31 

Revision  of  Laws  Concerning  Autopsy  and  the 
Dead  Human  Body 

Queens 

1440 

70-32 

Failure  of  State  Medical  Society  to  Implement 
Resolution  68-29,  “Adjudication  of  Legality  of 
the  Practice  of  Medicine  by  Hospital  Corpora- 
tions” 

Queens 

1442 

70-33 

Creation  of  Commission  to  Study  Problems  of  Pa- 
tient Care,  Medical  Practice,  Hospital  Service, 
and  Medical  Education 

Queens 

1441 

70-34 

Family  Practice  Program  Established  by  Conklin- 
Cook  Law 

Queens 

1505 

70-35 

Consent  for  Autopsy 

Queens 

1529 

70-36 

Scientific  Sessions  of  District  Branches 

Second  District  Branch 

1453 

70-37 

Workmen’s  Compensation  Fees 

Suffolk 

1473 

70-38 

Restoration  of  Professional  Fees  under  Medicaid 

Suffolk 

1567 

70-39 

Rescinding  of  State  Hospital  Code  Requirement 
for  Uterine  Cytologic  Smears 

Suffolk 

1505 

70-40 

Facilities  for  Treatment  of  Narcotics  Addicts 

Nassau  and  Suffolk 

1506 

70-41 

Enactment  of  More  Realistic  Laws  on  Narcotics 
and  Drug  Abuse 

Suffolk 

1508 

70-42 

Establishment  of  Environmental  Quality  Com- 
mittee 

Ontario 

1506 

70-43 

Family  Practice  Program  Established  by  Conklin- 
Cook  Law 

Nassau  and  Suffolk 

1505 

70-44 

Legal  Identity  of  Drug  Addiction  as  a Disease 

Nassau  and  Suffolk 

1506 

70-45 

Shortage  of  Doctors  of  Medicine 

Nassau  and  Suffolk 

1508 

70-46 

Establishment  of  Independent  Health  Facilities 
by  Individual  Physicians 

Suffolk 

1567 

70-47 

Immunity  From  Suit  For  Members  of  Peer  Review 
Committees 

Nassau  and  Suffolk 

1552 

70-48 

Legislation  Prohibiting  Subpoena  of  Hospital  and 

Nassau  and  Suffolk 

1552 

Medical  Society  Peer  Review  Committees’  Rec- 
ords 
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70—49 

Health  Manpower  and  the  Physicians’  Assistants 

Fifth  District  Branch 

1507 

70-50 

Training  Programs  for  Former  Military  Paramedi- 
cal Personnel 

Broome 

1507 

70-51 

Authorization  for  Diagnosis  and  Treatment  of 
Minors 

Broome 

1509 

70-52 

Usual  and  Customary  Billing  in  Medicaid 

Fifth  District  Branch 

1568 

70-53 

Resolution  on  Chiropractic  and  Naturopathic- 
Services 

Monroe 

1568 

70-51 

Health  Care  Benefit  Standards,  Quality  Control, 
and  Funding 

Onondaga 

1472 

70-55 

Full-Time  Legislative  Representative  for  the  Med- 
ical Society  of  the  State  of  New  York 

Broome 

1442 

70-56 

Revision  of  Education  Law  and  Health  Manpower 

Fifth  District  Branch 

1529 

70-57 

Peel  Review  Mechanisms  and  Specialty  Medical 
Societies 

Section  on 

Anesthesiology 

1550 

70-58 

Support  for  the  Concept  of  Universal  Health  In- 
surance 

Orange 

1472 

70-59 

Society  Approval  of  Universal  Health  Insurance 

N iagara 

1472 

70-60 

Educational  Standards  and  Legal  Recognition  of 
Physicians’  Assistants 

Monroe 

1507 

70-61 

Change  in  Administration  of  Medicaid  Program 

Orange 

1569 

70-62 

Billing  and  Reporting  Procedure  in  Medicaid 

Stephen  W.  Blatchly 

1569 

70-63 

Treatment  of  Drug  Addiction 

Nassau  and  Suffolk 

1510 

70-64 

Employment  of  Foreign  Graduates  by  Nonteach- 
ing Hospitals 

N iagara 

1510 

70-65 

Denial  of  Benefits  in  Extended  Care  Facilities 
under  the  Medicare  Law  by  Administrative 
Regulation  and  Interpretation 

Monroe 

1570 

70-66 

Response  By  State  Medical  Society  to  Detractors 
of  Individual  Private  Practice  of  Medicine 

Allegany 

1529 

70-67 

Telephone  Prescription  of  Narcotic  Drugs  for  In- 
hospital  Patients 

N iagara 

1511 

70-68 

Program  to  Meet  the  Problem  of  Spreading  Drug 
Addiction 

Queens 

1511 

70-69 

Regulation  of  the  Listing  of  Physicians  in  the 
“Yellow  Pages” 

Dutchess 

1440 

70-70 

Repeal  of  All  Abortion  Laws 

First  District  Branch 

1530 

70-71 

Nursing  Home  Affiliation  in  Medicaid 

Bronx 

1571 

70-72 

On-Site  Audits 

Bronx 

1571 

70-73 

Medicaid  Fee  Schedule 

Bronx 

1567 

70-74 

Repeal  of  Co-insurance  for  Medicaid  Recipients 

Albany 

1571 

70-75 

Opposition  to  Certain  Medical  Insurance  Pro- 
grams 

Bronx 

1474 

70-76 

Reimbursement  for  Radiologic  Services  by  Blue 
Shield  Instead  of  Blue  Cross 

Samuel  H.  Madell 

1474 

70-77 

Utilization  of  Generalists  for  Limited  Specialist 
Procedures 

Queens 

1512 

70-78 

Appointment  of  Ad  Hoc  Committee  for  Direct 
Negotiations  with  Budget  Director  of  State  of 
New  York  Regarding  Medical  Fees 

Washington 

1572 

70-79 

Credit  Toward  Baccalaureate  Degree  for  Hospital 
School  Training 

Queens 

1552 

70-80 

New  Legislation  and  Appointment  of  State  Com- 
mission to  Study  Professional  Liability 

Victor  J.  Tofany 

1439 

70-81 

Ambulatory-out-of-Hospital  Benefits  for  New 
York  State  Civil  Service  Employes 

Samuel  H.  Madell 

1474 

70-82 

Nurse  Anesthetists:  Licensure  and  Direct  Billing 

Victor  J.  Tofany 

1553 

70-83 

Rebate  of  Fees  from  Physicians  to  Public  General 
Hospitals 

Queens 

1553 

70-84 

Polling  of  AM  A Membership 

Jerome  Seides 

1441 

70-85 

Shortage  of  Doctors  of  Medicine 

Nassau  and  Suffolk 

1504 

70-86 

Memorial  Resolution  on  Andrew  A.  Eggston, 
M.D. 

Westchester 

1341 

70-87 

Workmen’s  Compensation  Board  to  Establish 
Specialty  Rating  for  Family  Practice 

Leonard  Weitzman 

1475 
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70-88 

Workmen’s  Compensation  Code  Letters  for  Newly 
Designated  Specialty,  “Family  Practice” 

George  Liberman 

1475 

70-89 

Memorial  Resolution  on  Peter  Marshall  Murray, 
M.D. 

New  York 

1342 

70-90 

Memorial  Resolution  on  Clarence  W.  Hogans, 
M.D. 

New  York 

1342 

70-91 

Memorial  Resolution  on  Chas.  Gordon  Heyd, 
M.D. 

New  York 

1342 

70-92 

Memorial  Resolution  on  William  L.  Wheeler,  Jr., 
M.D. 

New  York 

1342 

70-93 

Memorial  Resolution  on  Kurt  Rosenberg,  M.D. 

Queens 

1343 

70-94 

Memorial  Resolution  on  Thomas  M.  d’ Angelo, 
M.D. 

Queens 

.343 

70-95 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting 

February  8 through  12,  1970 


The  164th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  The  Americana,  Seventh 
Avenue  and  52nd  Street,  New  York  City,  on  Suyiday,  February  S, 
1970,  at  2:15  p.m.;  on  Tuesday,  February  10,  1970,  at  2:00  p.m.;  on 
Wednesday,  February  11,  1970,  at  9:00  a.m.  and  at  2:00  p.m.;  and 
on  Thursday,  February  12,  1970,  at  9:00  a.m.;  George  Himler,  M.D., 
Speaker;  John  H.  Carter,  M.D.,  Vice-Speaker;  Carl  Goldmark,  Jr., 
M.D.,  Secretary;  Joseph  G.  Zimring,  M.D..  Assistant  Secretary. 


Opening  Proceedings 

Invocation  and  National  Anthem 

. . .Speaker  Himler  introduced  the  Reverend 
Howard  M.  LeSourd,  assistant  to  the  executive 
director,  The  Council  of  Churches  of  the  City 
of  New  York,  who  gave  the  invocation.  This 
was  followed  by  the  National  Anthem.  . . 

Report  of  Reference  Committee  on  Credentials 

. . .Joseph  F.  Shanaphy,  M.D.,  chairman  of 
the  Committee  on  Credentials,  reported  that 
261  delegates  were  registered;  Secretary  Gold- 
mark  reported  that  a quorum  was  present. 
Speaker  Himler  then  declared  the  164th  session 
of  the  House  of  Delegates  open  for  the  transac- 
tion of  business.  . . 

Memorial  Tribute 

. . .Speaker  Himler  read  the  names  of  the 
deceased  members  of  the  House  of  Delegates, 
as  follows: 

Erie  County:  Harry  E.  Faver,  delegate  of 

Section  on  Neurology  and  Psychiatry,  1957 
and  1958; 

Genesee  County:  Peter  J.  DiNatale,  county 

delegate  1932,  1933,  1935  to  1942,  and  1944  to 
1950;  vice-president  1934;  councillor  1951  to 
1962; 

Kings  County:  Arthur  P.  Kane,  county 

delegate  1952  to  1954,  1956  and  1957,  and  1960 
and  1961;  and  Harold  L.  Pender,  county  dele- 
gate 1954  and  1955; 

New  York  County:  James  H.  Ewing,  county 
delegate  1953  to  1968;  Samuel  A.  Garlan,  dele- 

* A verbatim  copy  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  at  the  Headquarters  Office  of  the  Medi- 
cal Society  of  the  State  of  New  York,  750  Third  Avenue, 
New  York,  New  York  10017. 


gate  of  Section  on  General  Practice  1954;  Chas. 
Gordon  Heyd,  treasurer  1925  to  1931,  presi- 
dent-elect 1932,  president  1933;  Clarence  W. 
Hogans,  county  delegate,  1968,  1969;  Peter 
Marshall  Murray,  county  delegate  1937,  1939 
to  1961;  William  L.  Wheeler,  Jr.,  county  dele- 
gate 1940,  1956  to  1959,  secretary  1960  to  1962, 
president-elect  1963,  president  1964,  trustee 
1967  to  1969; 

Queens  County:  Thomas  M.  d’Angelo, 

county  delegate  1940  to  1950,  1953,  1954,  1956 
to  1964,  1966  to  1969,  assistant  treasurer  1951 
and  1952;  Kurt  Rosenberg,  county  delegate 
1961  to  1969; 

Westchester  County:  Andrew  A.  Eggston, 

county  delegate  1941  to  1949,  assistant  secre- 
tary i950,  1951,  and  1952,  president-elect  1953, 
president  1954. 

. . .The  House  of  Delegates  rose  and  stood 
for  a moment  of  silence  in  memory  of  their  de- 
parted confreres.  . . 

. . .The  following  memorial  resolutions  were 
unanimously  adopted  by  the  House : 

70-86.  Andrew  A.  Eggston,  M.D. 

Introduced  by  Medical  Society  of  the  County 
of  Westchester 

Whereas,  Andrew  A.  Eggston,  M.D.,  of 
Mount  Vernon,  died  on  Monday,  January  26, 
1970,  after  many  years  of  service,  including 
bacteriologist  and  director  of  laboratories  at 
Mount  Vernon  Hospital;  director  of  labora- 
tories, chief  allergist,  and  consulting  physi- 
cian at  Manhattan  Eye,  Ear  and  Throat  Hos- 
pital; director  of  laboratories  at  Lawrence 
Hospital;  and  as  clinical  professor  of  pa- 
thology at  Bellevue  Medical  College  and  New 
York  Medical  College;  and 

Whereas,  Dr.  Eggston  served  as  president 
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of  the  Medical  Society  of  the  County  of  West- 
chester and  as  a delegate  from  that  county  to 
the  State  Medical  Society;  and 

Whereas,  He  served  the  Medical  Society  of 
the  State  of  New  York  as  assistant  secretary 
and  as  president;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  profound  sorrow  at  the  passing  of 
Andrew  A.  Eggston,  M.D.;  and  be  it  further 
Resolved,  That  this  resolution  be  published 
in  the  minutes  of  this  meeting  and  that  a 
copy  be  sent  to  Mrs.  Eggston  as  an  expression 
of  sympathy  and  condolence  and  of  the  es- 
teem in  which  Dr.  Eggston  was  held  by  his 
colleagues  in  this  House  of  Delegates. 

70-89.  Peter  Marshall  Murray,  M.D. 

Introduced  by  Medical  Society  of  County  of 
New  York 

Whereas,  Peter  Marshall  Murray,  M.D., 
of  New  York  County,  died  on  December  19, 
1969,  at  the  age  of  eighty-one;  and 

Whereas,  He  was  the  first  Negro  physi- 
cian to  be  president  of  his  county  medical 
society,  the  first  to  be  a delegate  to  the  Med- 
ical Society  of  the  State  of  New  York,  and 
the  first  to  be  a delegate  to  the  American 
Medical  Association;  and 

Whereas,  He  was  a past  president  of  the 
National  Medical  Association  and  was  a 
founder  member  of  the  American  Board  of 
Obstetrics  and  Gynecology;  and 

Whereas,  He  devoted  a half  century  of  his 
life  to  the  advancement  of  the  organization 
of  medicine  and  the  improvement  of  the  qual- 
ity of  medical  care;  and 

Whereas,  He  was  a pioneer  and  a leader 
in  reducing  discrimination  in  medicine; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  profound  sorrow  at  the  passing 
of  Peter  Marshall  Murray,  M.D.;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
published  in  the  minutes  of  this  annual  meet- 
ing of  February,  1970,  and  that  a copy  be 
sent  to  Mrs.  Murray  as  an  expression  of 
sympathy  and  of  the  esteem  in  which  Dr. 
Murray  was  held  by  his  colleagues  in  this 
House  of  Delegates. 

70-90.  Clarence  W.  Hogans,  M.D. 

Introduced  by  Medical  Society  of  County  of 
New  York 

Whereas,  Clarence  W.  Hogans,  M.D.,  died 
on  November  19,  1969,  after  many  years  of 
service  on  the  staffs  of  Misericordia  Hospital 
and  the  Harlem  Hospital  Center;  and 

Whereas,  He  served  as  a valued  member 
of  many  committees  of  the  Medical  Society 
of  the  County  of  New  York  from  1960  to 
1969;  and 

Whereas,  He  served  as  an  alternate  dele- 
gate and  delegate  to  the  Medical  Society  of 
the  State  of  New  York;  therefore  be  it 


Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  County  of  New 
York  express  its  sorrow  at  the  passing  of  an 
esteemed  colleague;  and  be  it  further 

Resolved,  That  this  resolution  be  published 
in  the  minutes  of  this  1970  meeting  of  the 
House  of  Delegates  and  that  the  family  of 
Dr.  Hogans  receive  a copy  of  this  official  ac- 
tion. 

70-91.  Charles  Gordon  Heyd,  M.D. 

Introduced  by  Medical  Society  of  County  of 
New  York 

Whereas,  Charles  Gordon  Heyd,  M.D., 
died  on  February  4,  1970,  at  the  age  of 
eighty-five;  and 

Whereas,  He  was  president  of  the  Medi- 
cal Society  of  the  County  of  New  York  in 
1932,  president  of  the  Medical  Society  of  the 
State  of  New  York  in  1933,  and  president  of 
the  American  Medical  Association  1936- 
1937;  and 

Whereas,  For  many  years  he  was  director 
of  surgery  at  New  York  University  Post- 
Graduate  Hospital  and  Medical  School  and 
professor  of  clinical  surgery  at  the  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity Medical  School;  and 

Whereas,  He  was  president  of  Physicians’ 
Home  and  the  United  Medical  Service  1948- 
1951 ; therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  deep  sorrow  at  the  passing  of  a 
distinguished  colleague  and  leader;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
entered  in  the  official  minutes  of  this  1970 
meeting  of  the  House  of  Delegates  and  that 
his  family  receive  a copy  of  this  resolution  as 
an  expression  of  sympathy  and  esteem  for  a 
true  physician. 

70-92.  William  L.  Wheeler,  Jr.,  M.D. 

Introduced  by  Medical  Society  of  County  of 
New  York 

Whereas,  William  L.  Wheeler,  Jr.,  M.D., 
died  on  June  27,  1969,  at  his  home  in  Nairobi,. 
Kenya,  shortly  after  his  retirement  as  medi- 
cal director  of  Grace  Lines,  as  assistant  clin- 
ical professor  of  medicine  at  New  York  Medi- 
cal College,  and  as  medical  director  of  Gen- 
eral Theological  Seminary;  and 

Whereas,  He  served  on  many  committees 
of  the  Medical  Society  of  the  County  of  New 
York  from  1936  to  1969  and  as  elected  secre- 
tary of  the  Society  from  1954  to  1969;  and 

Whereas,  He  was  a past  president,  a past 
secretary,  a trustee  of  the  Medical  Society 
of  the  State  of  New  York,  and  a delegate  to 
the  House  of  Delegates  of  the  American  Med- 
ical Association  for  eight  years  from  1961  to 
1968;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  profound  sorrow  at  the  passing  of 
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a distinguished  and  beloved  colleague;  and  be 
it  further 

Resolved,  That  this  memorial  resolution 
become  a part  of  the  official  minutes  of  this 
1970  session  and  that  a copy  be  transmitted 
to  Mrs.  Wheeler  as  an  expression  of  sympa- 
thy and  of  the  esteem  in  which  Dr.  Wheeler 
was  held  by  his  fellow  physicians. 


70-93.  Kurt  Rosenberg,  M.D. 

Introduced  by  Medical  Society  of  County  of 
Queens 

Whereas,  Kurt  Rosenberg,  M.D.,  of  Forest 
Hills,  died  January  28,  1970,  at  the  age  of 
fifty-six,  after  many  years  of  devoted  service, 
including  president  of  the  medical  staff  of  the 
Boulevard  Hospital,  president  of  the  Queens 
Gynecologic  Society,  and  president  of  the 
Medical  Society  of  County  of  Queens,  and 
also  many  terms  as  delegate  to  the  Medical 
Society  of  the  State  of  New  York,  and  was 
more  recently  the  executive  director  of  the 
Medical  Society  of  Queens  County;  therefore 
be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  profound  regret  at  his  untimely 
passing;  and  be  it  further 

Resolved,  That  this  expression  be  spread 
on  the  minutes  of  this  meeting,  and  that  a 
suitable  expression  of  sympathy  be  trans- 
mitted to  Mrs.  Rosenberg  and  her  three  sons. 


70-94.  Thomas  M.  d’Angelo,  M.D. 

Introduced  by  Medical  Society  of  County  of 
Queens 

Whereas,  Thomas  M.  d’Angelo,  M.D.,  of 
Flushing,  past  vice-president  of  the  Medical 
Society  of  the  State  of  New  York,  died  on 
December  20,  1969,  at  the  age  of  seventy- 
two,  after  many  years  as  delegate  to  the  Med- 
ical Society  of  the  State  of  New  York,  as- 
sistant treasurer,  and  vice-chairman  of  its 
Malpractice  Insurance  and  Defense  Board  at 
the  time  of  his  death ; and 

Whereas,  Dr.  d’Angelo  was  a past  presi- 
dent of  the  Medical  Society  of  County  of 
Queens,  and  past  director  of  Ophthalmology 
at  Queens  General  and  Flushing  Hospitals; 
and 

Whereas,  Dr.  d’Angelo  has  served  faith- 
fully and  well  in  all  these  capacities;  there- 
fore be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  profound  sorrow  at  the  passing 
of  Thomas  M.  d’Angelo,  M.D.;  and  be  it 
further 

Resolved,  That  this  resolution  be  published 
in  the  minutes  of  this  meeting,  and  that  a 
copy  be  furnished  to  his  sons  as  an  expres- 
sion of  sympathy  and  condolence  and  of  the 
esteem  in  which  Dr.  d’Angelo  was  held  by 
his  colleagues  in  this  House  of  Delegates. 


70-95.  Peter  J.  DiNatale,  M.D. 

Introduced  by  Medical  Society  of  the  County 
of  Genesee 

Whereas,  Peter  J.  DiNatale,  M.D.,  of 
Genesee  County,  died  on  September  17,  1969, 
at  the  age  of  sixty-nine;  and 

Whereas,  He  faithfully  served  his  county 
as  delegate  to  the  Medical  Society  of  the  State 
of  New  York  for  seventeen  years;  and 

Whereas,  He  served  as  a member  of  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York  from  1951  to  1962,  and  as  vice- 
president  in  1934;  and 

Whereas,  He  served  as  a delegate  from 
the  Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  for 
many  years;  and 

Whereas,  He  was  the  first  chairman  of  the 
Industrial  Health  Committee  of  the  Medical 
Society  of  the  State  of  New  York;  and 
Whereas,  He  served  for  many  years  as 
chairman  of  the  Planning  Committee  for 
Medical  Policies  of  the  Medical  Society  of  the 
State  of  New  York;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  express  its  profound  sorrow  at  the 
passing  of  Peter  J.  DiNatale,  M.D.;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
published  in  the  minutes  of  this  annual  meet- 
ing of  February,  1970,  and  that  a copy  be 
sent  to  Mrs.  DiNatale  as  an  expression  of 
sympathy  and  of  the  esteem  in  which  Dr.  Di- 
Natale was  held  by  his  colleagues  in  this 
House  of  Delegates. 

Introduction  of  New  Delegates 

. . .Speaker  Hinder  introduced  the  following 
new  delegates  who  were  applauded  by  the 
House : 

County  Delegates 
Isaiah  Gross,  Bronx 
Francis  P.  Keefe,  Cattaraugus 
Myron  B.  Franks,  Chautauqua 
James  K.  Keeley,  Dutchess 
Guy  S.  Alfano,  Erie 
Anthony  J.  Federico,  Erie 
Warren  W.  Daub,  Jefferson 
Dominick  J.  DiMaio,  Kings 
Joseph  R.  Fontanetta,  Kings 
Vincent  A.  Lacovara,  Kings 
Philip  M.  Winslow,  Monroe 
Robert  P.  Jessup,  Nassau 
Albert  S.  Lyons,  New  York 
James  R.  Nealon,  New  York 
Stephen  Nordlicht,  New  York 
Richard  N.  Pierson,  Jr.,  New  York 
Meyer  Texon,  New  York 
William  R.  Lewis,  Niagara 
Bruce  E.  Chamberlain,  Onondaga 
Robert  E.  Westlake,  Onondaga 
William  M.  Hewlett,  Queens 
Fred  F.  Graziano,  Rockland 
Jerome  M.  Seides,  Rockland 
Jacob  S.  Feynman,  Saratoga 
Milton  F.  Gipstein,  Schenectady 
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Stephen  J.  Grey,  Schenectady 
Anthony  F.  Fragola,  Suffolk 
Vernon  E.  McNeilus,  Tioga 
Herbert  F.  Schwartz,  Ulster 
Russell  C.  Johnson,  Westchester 
Allison  B.  Landolt,  Westchester 
Vincent  James  Manzella,  Westchester 
Francis  T.  Rogliano,  Westchester 
Wallace  M.  Sheridan,  Westchester 

District  Delegates 

Leonard  Weitzman,  Second 
David  R.  Harrington,  Eighth 

Section  Delegates 

J.  Edwin  Alford,  Gastroenterology  and  Proc- 
tology 

Robert  Katz,  Medical-Legal  and  Workmen’s 
Compensation  Matters 

S.  Mouchly  Small,  Neurology  and  Psychiatry 
Arthur  D.  Hengerer,  Obstetrics  and  Gynecol- 
ogy 

Mary  C.  McLaughlin,  Preventive  Medicine 
and  Public  Health 
Ludwig  G.  Lederer,  Space  Medicine 
Sidney  M.  Schaer,  Surgery 

Approval  of  Minutes  of  1969  Meeting 

. . .The  minutes  of  the  February,  1969,  ses- 
sion were  approved  as  published  in  the  June  1, 
1969,  issue  of  the  New  York  State  Journal 
of  Medicine  . . . 

Reference  Committees 

. . .Speaker  Himler  announced  that  the  ref- 
erence committees  for  the  1970  House  of  Dele- 
gates were  as  follows: 

Credentials 

Joseph  F.  Shanaphy,  Richmond,  Chairman 
Fritz  Landsberg,  Schuyler 
John  J.  Noonan,  Jr.,  Rensselaer 
Walter  F.  Harrison,  Jr.,  Warren 
Edward  C.  Rozek,  Erie 

Reports  of  Officers 
President 
President-Elect 
Secretary 
Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
Building 

Reid  R.  Heffner,  Westchester,  Chairman 

Harry  S.  Lichtman,  Kings 

Milton  Gordon,  Suffolk 

John  D.  States,  Monroe 

Harold  T.  Golden,  Herkimer 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Medical  Care  Insurance 
Occupational  Health 
Proposed  Universal  Health  Insurance 
Law 


Ad  Hoc,  To  Study  Problems  of 
Residents  Licensed  to  Practice 
Medicine  in  New  York  State  and 
Collection  of  Fees  in  Workmen’s 
Compensation  Cases  and  Under 
Blue  Shield  Plans 
Workmen’s  Compensation 
Ralph  M.  Schwartz,  Kings,  Chairman 
Lester  J.  Candela,  Queens 
Francis  A.  Stephens,  Albany 
Andrew  W.  Lawrence,  Suffolk 
Albert  H.  Douglas,  Queens 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical 
Care 
Ethics 

Hospital  and  Professional  Relations 
Government  Health  Centers 
Hospital-Based  Physicians 
Mediation  and  Insurance  Claims  Re- 
view 

Medical  Review 
Nursing 

Peer  Review  Mechanisms 
Utilization  Review 
Gerald  L.  Glaser,  Monroe,  Chairman 
Clark  T.  Case,  Oneida 
Irving  Weiner,  Orange 
Milton  J.  Greenberg,  Washington 
David  Kershner,  Kings 

Medicare  (Title  18)  and  Medicaid  (Title  19) 
Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans 
Interspecialty  Committee 
Norton  M.  Luger,  Queens,  Chairman 
Stephen  W.  Blatchly,  Tompkins 
Guy  S.  Alfano,  Erie 
John  P.  Glaubitz,  Nassau 
Stanley  H.  Greenwald,  New  York 

Public  Health  and  Education 

Commission  on  Public  Health  and  Edu- 
cation 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Audio-Visual  Aids 
Cancer 

Cardiovascular  Disease 

Chronic  Pulmonary  Diseases 

Comprehensive  Health  Planning 

Continuing  (Postgraduate)  Education 

Data  Processing  in  Medicine 

Disaster  Medical  Care 

Forensic  Medicine 

General  Practice 

Hard  of  Hearing  and  the  Deaf 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Hygiene 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Quackery 
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Rural  Medical  Service 
School  Health 

Mary  Spalding,  New  York,  Chairman 
Alfred  L.  George,  Genesee 
Gerald  B.  Austin,  Albany 
Milton  Rosenberg,  Suffolk 
Albert  B.  Accettola,  Richmond 

Scientific  Activities  and  Publications 
Journal 
What  Goes  On 
Archives 
Prize  Essays 
Convention 

Physician’s  Placement 
District  Branches 

Henry  B.  Marshall,  Chemung,  Chairman 
Jeff  J.  Coletti,  Nassau 
John  A.  Finkbeiner,  New  York 
Francis  J.  Loperfido,  Bronx 
Richard  D.  Eberle,  Onondaga 

Public  and  Professional  Affairs 

Commission  on  Public  and  Professional 
Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 
Revision  of  Education  Law 
Medicine  and  Religion 
Advisory  to  New  York  State  Medical 
Assistants  Association 
A.  W.  Martin  Marino,  Jr.,  Kings,  Chairman 
Bruce  E.  Chamberlain,  Onondaga 
Charles  M.  Kapp,  Bronx 
Thomas  D.  Pemrick,  Rensselaer 
Francis  P.  Keefe,  Cattaraugus 

Organization,  Policies,  and  Legal  Matters 
Malpractice  Insurance  and  Defense 
Legal  Council 
Judicial  Council 
Osteopathy 

Constitution  and  Bylaws 
New  York  Delegation  to  AMA 
Research  and  Planning 
Stanley  Stark,  Kings,  Chairman 
Francis  X.  Dever,  Fourth  District  Branch 
Vaughan  C.  Mason,  New  York 
George  S.  Craft,  New  York 
Thomas  M.  Flanagan,  Chenango 

Sergeants-at-Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 

Leo  J.  Swirksy,  Kings 

John  A.  Kalb,  Broome 

H.  Sherman  Hirst,  Dutchess 

Garret  W.  Vink,  Putnam 

Tellers 

Marvin  Brown,  Fifth  District  Branch,  Chair- 
man 

Joseph  C.  Polifrone,  Bronx 
John  A.  Billows,  Nassau 
Rosewell  D.  Shaw,  Columbia 
Clarence  A.  Straubinger,  Erie 


Referral  of  Reports  and  Supplementary  Reports 

. . .On  motion  of  Secretary  Goldmark,  the  re- 
ports and  supplementary  reports  of  officers, 
trustees,  commissions,  committees,  and  district 
branches,  both  published  and  distributed,  were 
referred  to  the  appropriate  reference  commit- 
tee without  reading.  . . 


Addresses  to  the  House 


President  of  the  American  Medical  Association* 

. . .Speaker  Hinder  introduced  Gerald  D. 
Dorman,  M.D.,  New  York,  President  of  the 
American  Medical  Association  and  a member 
of  this  House  of  Delegates.  Doctor  Dorman 
addressed  the  House  as  follows: 

When  I was  first  asked  to  address  the  House, 
George  said  that  he  would  put  me  on  at  half- 
past four,  and  I would  have  fifteen  minutes.  I 
understand  it  is  now  five  minutes  of  four,  and 
I am  already  ten  minutes  overtime. 

I felt  a little  bit  challenged  when  I heard  a 
comment  made  that  there  is  no  action  on  the 
part  of  the  American  Medical  Association. 

I bring  to  you  the  greetings  of  the  other 
217,000  members  of  the  American  Medical  As- 
sociation. There  are  many  activities  and  many 
problems  before  us  that  keep  our  many  councils 
and  committees  busy  full-time.  So  much  so 
that  the  Board  of  Trustees  has  to  meet  every 
other  month  and  meet  for  three  days  to  get 
through  the  problems  and  items  that  are 
brought  up.  If  any  of  you  have  attended  the 
House  of  Delegates  of  the  AMA  and  reviewed 
the  reports  and  supplementary  reports  of  the 
Board  of  Trustees,  which  run  from  “A”  to  “Z” 
and  we  sometimes  have  to  go  to  “PP,”  you  will 
find  that  there  is  quite  a bit  of  work  involved. 

The  problem  is  always  communications — 
from  us  to  the  practicing  physician  and  from 
the  practicing  physician  to  the  House  of  Dele- 
gates of  the  AMA.  We  have  been  trying  to 
work  on  this  problem  in  many  ways.  We  have 
strengthened  the  Communications  Division. 
Even  today,  I have  two  members  of  the  AMA 
staff  here  with  me,  who  are  trying  to  increase 
the  liaison  with  the  staff  of  county  societies 
and  the  State  Society.  This  is  an  important 
function. 

It  is  a busy  time,  and  there  are  many  things 
that  are  important  to  us.  The  Legislation 
Committee  of  the  State  Society  sends  to  me,  as 
well  as  to  you,  a report  each  week  during  the 
legislative  session.  I pass  this  on  to  the  Leg- 
islative Activities  Council  of  the  AMA.  Inci- 
dently,  they  just  asked  to  have  changes  made 
on  the  Council  on  Legislative  Activities.  I am 
not  quite  sure  why,  but  it  has  been  approved, 
and  this  is  a busy  full-time  job. 

It  is  a busy  year.  The  present  adminis- 
tration has  turned  to  the  AMA  and  asked  what 

* Dr.  Dorman  addressed  the  House  at  the  Sunday  after- 
noon session. 
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should  be  done  in  many  areas,  because  it  is  a 
new  administration  and  does  not  have  all  the 
programs  for  1970  laid  out.  They  are  asking 
for  assistance,  and  this  assistance  we  have  to 
give  them. 

You  have  heard  it  said  that  we  need  a new 
method  of  giving  care  to  people,  that  we  have 
to  have  a system,  and  I maintain  that  there  is 
no  system,  whether  directed  from  Washington 
or  from  AMA  headquarters  in  Chicago,  which 
will  answer  the  medical  and  health  problems  of 
each  of  our  districts  across  this  country.  These 
vary  too  much.  I have  been  in  38  states, 
and  I realize  that  their  medical  and  health 
problems  cannot  be  answered  as  we  would  here 
in  New  York.  They  cannot  be  answered  in  the 
downstate  counties  here  in  New  York,  as  they 
are  in  the  upstate  counties;  they  cannot  be 
answered  the  same  in  the  Watts  area  of  Los 
Angeles  as  in  Montana  and  South  Dakota. 
Things  change  across  the  country.  The  respon- 
sibility lies  heavily  on  the  shoulders  of  our 
physicians  in  each  area,  who  may  not  have  the 
expertise  in  some  of  the  planning,  but  they 
have  a very  definite  expertise  in  understanding 
human  nature. 

It  has  bgen  said  that  all  we  need  is  more  dol- 
lars. Congress  has  poured  more  dollars 
through  Medicare  and  Medicaid,  and  the  prob- 
lems have  not  been  ameliorated.  They  have 
been  made  worse  because  the  money  is  there, 
and  the  resources  have  not  been  expanded  ac- 
cordingly. 

We  have  many  programs  going  on  in  differ- 
ent areas.  I cannot  enumerate  them  all  at  this 
point  or  say  where  they  have  been  successful 
and  where  they  have  been  unsuccessful.  When 
you  look  at  the  programs,  it  is  the  man  or  men 
pushing  them  who  are  putting  them  across  and 
making  them  effective  for  the  people  they  are 
taking  care  of. 

The  cost  of  medical  care  has  been  rising 
rapidly,  and  we  have  been  told  that  this  must 
be  controlled.  It  was  interesting  to  me  that 
when,  on  a visit,  I consulted  with  the  president 
of  the  Maricopa  County  Medical  Society,  I 
learned  that  in  his  daily,  or  monthly,  letter  to 
the  members  of  his  county  society,  he  had  re- 
quested the  members  to  hold  their  fees  for  one 
year  at  the  same  level.  At  dinner  that  evening 
when  I was  going  to  address  them,  the  presi- 
dent, or  rather  the  presiding  officer,  asked, 
“How  many  of  you  men,”  and  there  were  al- 
most 400  there,  “will  agree  to  hold  your  fees 
at  a steady  level?”  Well,  about  50  hands  went 
up,  and  most  of  these  were  the  older  men.  He 
then  said,  “How  many  will  say  you  will  not 
hold  them?”  The  rest  of  them  did  not  commit 
themselves  one  way  or  the  other.  I was  inter- 
ested in  learning  from  one  of  the  younger  men 
why  he  planned  not  to  maintain  the  present 
level  of  his  fees.  He  said,  “It  is  not  that  I am 
trying  to  be  a grabby  doctor,  as  Senator  Long’s 
committee  report  might  have  you  think.  It  is 
because  I have  been  told  that  I am  going  to  get 
an  increase  in  office  rent;  I have  been  told  my 
malpractice  insurance  rates  are  going  to  in- 
crease 85  to  100  per  cent  next  year;  my  recep- 


tionist and  my  nurse  have  told  me  that  they 
have  to  have  higher  wages  to  meet  the  cost  of 
living,  and  if  they  cannot,  they  would  have  to 
look  to  the  hospitals  to  get  employment;  my 
margin  of  profit  to  support  myself,  my  wife, 
and  two  children  is  not  sufficient  that  I can 
absorb  these  increases  in  the  cost  of  living. 
The  cost  of  medical  practice  is  outstripping  the 
cost  of  living,  as  the  costs  go  up  I cannot  meet 
them,  and,  therefore,  I will  have  to  increase  my 
fees  over  the  next  year  if  I am  to  stay  in  prac- 
tice.” 

Medical  malpractice  is  a very  strong  item. 
Perhaps  no  one  but  the  doctor  has  realized  that 
over  the  past  years,  until  now  when  we  have 
gotten  the  Department  of  Health,  Education, 
and  Welfare  to  look  at  it.  We  have  had  the 
senator  from  Connecticut,  Abraham  D.  Ribi- 
coff,  holding  hearings  on  it.  It  is  not  as  bad 
here  in  New  York  as  in  some  areas  of  the 
country.  In  Alaska,  we  have  lost  six  out  of  a 
total  membership  of  183  private  practitioners, 
because  they  could  no  longer  pay  the  cost  of 
malpractice  insurance.  I have  talked  to  some 
of  them  who  have  relocated  in  the  States.  In 
Southern  California,  the  rates  have  gone  up 
100  per  cent  this  year  and  85  per  cent  last  year. 
Two  specialists  in  orthopedics,  who  were  work- 
ing together,  were  paying  $16,000  in  premiums, 
and  if  they  double,  they  say  they  cannot  hold 
their  rates.  There  was  one  anesthesiologist 
in  his  hospital  who  had  a suit  against  him  for 
$1,400,000.  The  insurance  company  refused  to 
reinsure  him  the  following  year,  and  the  head 
of  his  group  of  anesthesiologists  was  told  that 
the  premium  would  be  $14,000  for  next  year. 
He  said,  “I  am  sixty-four  years  of  age.  I had 
planned  to  stop  practicing  soon.  I am  stopping 
as  of  now.”  This  is  not  to  the  benefit  of  the 
public,  gentlemen,  when  our  doctors  are  driven 
out  of  practice  by  the  high  cost  of  malpractice 
insurance,  for  whatever  reason  these  costs  have 
continued  to  soar.  This  is  one  of  the  problems 
that  is  before  us. 

The  quality  of  care  is  the  other  item  that  is 
being  looked  at  very  carefully.  As  of  two 
days  ago,  yesterday,  today,  and  for  the  next 
three  days,  the  AMA  is  holding  its  annual  Edu- 
cational Conference  in  Chicago.  The  question 
of  education  is  a question  not  only  of  under- 
graduate, graduate,  and  continuing  education,' 
it  is  a question  of  training  allied  health  pro- 
fessionals. It  is  how  to  use  them.  It  is  a 
question  of  our  foreign  medical  graduates,  who 
now  compose  almost  50,000  out  of  236,000  prac- 
ticing physicians  in  this  country.  Foreign  medi- 
cal graduates  compose  an  even  greater  percent- 
age of  our  interns  and  our  residents.  We  have 
a group  of  American  sons  and  daughters  study- 
ing medicine  abroad  in  foreign  medical  schools, 
in  Italy,  Mexico,  Belgium,  and  Switzerland.  I 
understand  that  there  may  be  a cut  down  in  the 
school  that  has  been  turning  out  graduates  in 
Switzerland.  These  people  are  taking  four 
years  of  study  and  are  required  to  have  an- 
other year  of  internship  before  they  can  re- 
ceive their  medical  degrees.  Only  after  that 
additional  year  are  they  eligible  for  E.C.F.M.G., 
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and  it  must  be  an  internship  recognized  by 
E.C.F.M.G.  These  students,  over  half  of  those 
studying  medicine  in  Italy  are  sons  of  Ameri- 
can physicians,  are  asking  for  help  in  scholar- 
ships and  in  loans  from  the  AMA-ERF  and 
also  for  consideration  by  the  government  for 
the  right  as  American  medical  students  to  take 
the  National  Board  examinations  at  the  end  of 
two  years,  at  four  years,  and  at  the  end  of  their 
internships.  They  are  asking  for  consideration 
because  they  want  to  come  back  and  practice 
here;  they  say,  “After  all  ethnically  and  cul- 
turally we  belong,  and  as  far  as  language  goes, 
we  can  speak  the  language.” 

So  the  question  comes  up,  are  some  of  the 
programs  that  are  being  set  forth  by  profes- 
sional planners,  by  government,  by  labor,  and 
by  the  various  groups  that  have  become  inter- 
ested in  wanting  to  give  the  best  and  equal 
medical  care  to  all  our  people  going  to  lower 
the  standards  of  medical  practice,  or  how  are 
we  going  to  take  care  of  the  problem?  It  is  a 
big  problem,  and  we  need  the  help,  the  inspira- 
tion, and  the  hard  work  of  every  man  in  the  area 
in  which  he  is  practicing. 

I think  we  have  to  keep  in  mind  the  saying 
that  was  first  enunciated  by  Saint  Augustine, 
“Work  as  though  everything  depends  on  you 
and  pray  as  if  everything  depended  on  God.” 
Thank  you. 


Report  on  Physicians’  Home* 

. . .Speaker  Hinder  introduced  Edgar  P. 
Berry,  M.D.,  president  of  Physicians’  Home, 
who  addressed  the  House  as  follows : 

Man’s  knowledge  is  commensurable  with  the 
place  he  occupies  in  the  world  and  for  the  brief 
span  of  his  life.  His  happiness  is  due,  in  part, 
to  his  ignorance  of  the  future,  since  he  reads 
but  the  present  page  in  the  book  of  fate.  Man- 
kind dare  not  face  the  future  with  complacency 
but  need  not  face  it  with  despair.  The  human 
being  must  rely  for  the  most  part  not  so  much 
on  the  kindness  of  their  contemporaries  as  on 
their  willingness  to  cooperate  to  the  advantage 
of  their  own  interests. 

Those  of  you  who  have  read  the  article  in 
Medical  World  News,  January  2,  1970,  titled 
“New  York  M.D.’s  Care  for  Their  Own,”  may 
remember  the  opening  line,  “For  many  doctors 
down  on  their  luck,  charity  begins  at  home — 
The  Physicians’  Home.”  The  Physicians’  Home 
is  a charitable  organization  incorporated  by  the 
laws  of  New  York  State  for  the  express  pur- 
pose of  giving  aid  to  needy  doctors  and  their 
families  during  their  declining  years.  There  is 
no  “poor  house”  associated  with  this  organiza- 
tion, and  there  are  no  wards,  as  such,  sup- 
ported by  the  program.  The  doctor  or  his  fam- 
ily in  need  of  financial  assistance  becomes  an 
anonymous  guest  who  continues  to  reside  in  his 
own  home,  in  the  city,  town,  or  hamlet  where  he 
practiced  his  profession.  The  privacy  of  the 
guest  receiving  aid  is  so  carefully  protected 

* Dr.  Berry  addressed  the  House  at  the  Sunday  afternoon 
session. 


that  even  his  professional  and  social  contem- 
poraries rarely,  if  at  all,  know  that  he  is  being 
helped  by  the  organization. 

The  Physicians’  Home  is  governed  by  27  di- 
rectors, 12  executive  officers,  and  5 trustees,  all 
elected  by  member  physicians  throughout  the 
State.  Meetings  are  held  throughout  the  year 
on  a regular  schedule,  and  emergency  sessions 
may  be  convened  at  the  discretion  of  the  presi- 
dent. There  are  2 employes — a full-time  execu- 
tive secretary  and  part-time  legal  counsel.  Pro- 
fessional accountant  and  investment  services 
keep  a diligent  and  careful  watch  over  the 
organization’s  vested  interests.  Monies  neces- 
sary for  the  maintenance  of  the  program  come 
from  voluntary  contributions,  bequests  from 
estates,  gifts,  and  interest  from  capital  invest- 
ments. 

The  number  of  beneficiaries  each  year  runs, 
on  the  average,  close  to  the  100  mark.  Last 
year,  fiscal  year  1969,  99  guests  were  supported 
or  partially  supported  by  the  Home.  Of  this 
number  20  were  doctors,  9 were  wives,  47  were 
widows,  and  23  were  dependents.  This  last 
figure  is  unusually  large  because  it  included  one 
widow  with  7 children.  Frequently,  children 
are  permitted  to  continue  their  education  and 
widows  have  found  it  possible  to  return  to  work. 
Last  year,  in  dollars  and  cents,  beneficiary  aid 
amounted  to  $145,498,  of  which  $102,743  was 
collected  by  voluntary  contributions,  and  the 
difference  was  balanced  from  interest  on  in- 
vested capital.  Our  fund  raising  activities  in- 
clude a bid  for  a two-dollar  gift  which  each 
county  includes  in  the  billing  when  yearly  dues 
are  being  paid  and  three  separate  mail  appeals 
to  each  and  every  member  of  the  New  York 
State  Medical  Society.  The  request  for  con- 
tributions is  repeated  to  maintain  a continuing 
program  throughout  the  year,  and  if  the  doctor 
finds  it  possible  to  answer  all  three  appeals,  the 
Home  is  most  grateful. 

The  executive  secretary  of  the  Home  makes 
an  annual  trip  around  the  State  covering  some 
1,500  to  2,000  miles,  to  visit  all  of  our  guests. 
She  interviews  each  and  every  one,  evaluates 
their  needs,  recommends  increases  or  decreases 
in  allowances,  as  indicated,  and  at  the  same 
time  is  able  to  visit  with  those  families  who 
are  making  application  for  help.  Allow  me, 
for  the  moment,  to  quote  from  one  of  her  re- 
ports, “It  is  truly  a rewarding  experience  to 
see  these  people  in  their  own  homes,  being  with 
the  people  they  know,  and  to  be  able  to  walk 
down  the  street  like  the  respected  citizens  they 
have  always  been.” 

In  closing,  allow  me  to  dwell  briefly  on  the 
philosophy  of  this  program  so  dear  to  my  heart. 
It  is  not  necessary  for  me  to  call  your  atten- 
tion to  the  tremendous  investment  in  time,  in 
sacrifices,  and  in  money  that  becomes  part  of 
the  education  and  the  establishment  of  a prac- 
tice of  a doctor  in  these  times.  I need  not  re- 
mind you  that  the  physician’s  productive  years 
are  much  too  short  and  burdened  by  the  high 
cost  of  living  and  never-ending  taxes  his  in- 
come seldom  allows  for  the  accumulation  of 
great  wealth  from  professional  earnings.  It  is 
recognized  that  in  the  face  of  these  many  ad- 
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versities,  most  physicians  manage  to  save  suffi- 
ciently to  become  modestly  equipped  to  main- 
tain the  dignity  of  their  declining  years.  How- 
ever, there  are  those  few,  either  through  unex- 
pected illness  or  financial  reverses,  who  may 
unfortunately  slip  off  the  narrow  road  to 
security  in  the  sunset  years  of  their  lives.  It 
is  often  said  that  it  may  happen  to  the  other 
fellow  but  certainly  not  to  me.  Well,  it  can  hap- 
pen to  me — to  you — and  to  your  loved  ones. 

It  is  at  this  time  the  Physicians’  Home  can 
step  in.  It  can  step  in  to  give  you  financial  sup- 
port for  a short  or  long  period  of  time.  Fel- 
low physicians,  this  is  your  Home,  your  invest- 
ment program,  your  security,  and  your  home 
port.  What  a great  opportunity  to  not  only  help 
yourself  but  to  be  a part  in  supporting  another 
doctor  or  his  family.  It  is  an  investment  pro- 
gram designed  to  protect,  if  not  you  or  your 
family,  certainly  one  of  your  contemporaries 
who  is  not  so  fortunate.  And  remember — it  is 
tax  deductable! 

On  behalf  of  your  Physicians’  Home,  I en- 
courage all  doctors  practicing  in  New  York 
State  to  respond  to  the  appeals  that  are  so 
necessary  for  the  preservation  of  this  com- 
mendable mission.  Support  the  Home,  for  in 
time  it  may  support  you. 

Thank  you. 


President  of  the  Woman’s  Auxiliary* 

. . .Speaker  Himler  introduced  the  president 
of  the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York,  Mrs.  Louis  P. 
Tischler,  who  addressed  the  House  as  follows: 

I thank  you  for  the  opportunity  to  report  on 
the  activities  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York  for 
the  past  year.  Although  we  have  been  active 
in  many  fields  of  endeavor,  our  tremendous  po- 
tential to  be  of  assistance  to  the  doctors  has 
not  been  utilized.  I feel  that  most  Medical 
Society  members  are  not  truly  cognizant  of  our 
organization,  the  work  it  does,  and  the  help  we 
could  be  to  you.  There  should  be  closer  rap- 
port between  the  Medical  Society  and  the  medi- 
cal Auxiliary.  This  would  be  very  beneficial 
to  both  groups.  We  are  a built-in  public  rela- 
tions group  and  could  really  be  helpful  in  a day 
when  doctors  are  being  criticized  incessantly. 

We  have  4,759  members  in  42  counties,  out  of 
a potential  of  27,000  members  in  62  counties. 
Our  small  group  works  for  all  27,000  doctors, 
so  we  hope  more  of  you  will  encourage  your 
wives  to  join  and  support  our  efforts.  We  do 
have  a category  of  members-at-large  for  those 
counties  which  do  not  have  organized  auxil- 
iaries. We  do  not  have  one  project  for  the  en- 
tire State,  because  the  needs  of  the  counties 
vary,  but  we  do  encourage  our  auxiliaries  to 
study  the  health  needs  of  their  own  communi- 
ties and  fill  one  or  two  to  the  best  of  their 
ability.  Doctors’  wives  are  busy  not  only  with 
Auxiliary,  but  in  many  community  agencies, 

* Mrs.  Tischler  addressed  the  House  at  the  Sunday  after- 
noon session. 


and  in  this  way  too,  they  are  excellent  public 
relations  agents  for  you. 

Our  members  contributed  this  year  approxi- 
mately $3,000  to  Physicians’  Home,  $9,000  to 
AMA-ERF,  over  $4,000  for  various  philanthro- 
pies, and  more  than  $19,000  for  paramedical 
scholarships  and  loans.  Speaking  of  Physi- 
cians’ Home,  their  administrative  secretary, 
Miss  Beatrice  Hoyt,  spoke  at  our  Fall  Confer- 
ence. She  told  us  that  only  5,000  doctors  con- 
tribute $2  per  year,  another  5,000  are  much 
more  generous,  and  17,000  doctors  contribute 
nothing  at  all. 

So,  those  are  simple  statistics  that  you  can 
take  back  to  your  counties.  The  contributions, 
of  course,  do  not  meet  the  needs,  and  many 
counties  have  received  aid  for  destitute  physi- 
cians and/or  their  families  far  exceeding  the 
amount  they  have  contributed.  It  needs  your 
real  help. 

Auxiliary  members  are  engaged  in  such  ac- 
tivities as  promoting  health  careers,  training 
GEMS  (baby  sitters),  immunization  clinics, 
amblyopia  and  hearing  testing,  bloodmobiles, 
Head  Start  projects,  home-centered  health  care, 
and  drug  abuse  and  smoking  education  pro- 
grams. 

We  would  like  to  be  more  active  in  legislation, 
but,  with  no  direction  from  your  State  level,  we 
dare  not  tread  in  the  wrong  direction.  This 
year,  for  the  first  time,  we  held  a State  Medi- 
cal Auxiliary  Legislation  Day,  in  Albany,  in 
conjunction  with  the  Women’s  Legislative 
Forum. 

On  Tuesday,  January  13,  1970,  we  heard 
several  speakers,  including  Governor  Rocke- 
feller. The  preceding  evening,  we  had  a very 
good  meeting  with  John  Carter,  M.D.,  your 
State  Legislation  chairman.  In  spite  of  the 
frigid  weather,  31  members  from  various  parts 
of  the  State  attended. 

And  speaking  of  frigid  weather,  we  would 
like  to  express  support  of  the  Schenectady 
County  Medical  Society’s  resolution  to  change 
the  dates  of  the  convention  to  late  March  or 
early  April. 

I am  sure  that  you  are  going  to  hear  more 
about  that. 

We  do  appreciate  your  support,  moral  and 
financial,  through  the  years.  This  coming 
year,  thanks  to  a recently  enacted  dues  raise, 
we  shall  be  self-sufficient  for  ordinary  expenses. 
But,  I am  afraid  we  will  still  need  your  help 
in  the  field  of  secretarial  services,  which  must 
be  increased  to  reduce  the  horrendous  demands 
of  secretarial  minutiae  on  the  time  and  energies 
of  our  top  echelon.  This  dilutes  our  leadership 
qualities  and  militates  against  our  progress  in 
many  ways. 

We  do  want  to  express  our  sincere  thanks  to 
our  adviser,  Henry  I.  Fineberg,  M.D.,  and 
to  the  staff  of  the  State  Medical  Society  for 
their  never  failing  cooperation. 

Again,  we  offer  you  our  help  at  any  time. 
Please  take  advantage  of  it.  After  all,  we  are 
the  group  most  truly  interested  in  the  welfare 
of  our  doctor-husbands. 

Thank  you. 
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President  of  the  New  York  State 
Medical  Assistants  Association* 

...Speaker  Himler  introduced  Miss  Jane 
Adele  Donath,  president  of  the  New  York 
State  Medical  Assistants  Association,  who  ad- 
dressed the  House  as  follows: 

Thank  you,  Dr.  Himler,  and  members  for  in- 
viting me  to  address  your  164th  House  of  Dele- 
gates, as  representative  of  the  New  York  State 
Chapter  of  the  American  Association  of  Medi- 
cal Assistants.  During  the  past  year,  many  of 
our  county  associations  have  organized  study 
courses  for  their  members  who  are  interested  in 
furthering  their  education  in  preparation  for 
the  Certified  Medical  Assistants  examination  to 
be  given  in  July.  The  New  York  State  Chap- 
ter was  proud  of  its  16  members  who  received 
their  C.M.A.,  in  June,  more  than  any  other 
state  chapter. 

Our  main  problem  is  still  lack  of  an  increase 
in  membership,  and  we  call  on  you  to  encourage 
your  medical  assistant  or  medical  aid  to  join 
our  association. 

At  this  time,  I would  like  to  thank,  on  be- 
half of  our  membership,  the  staff  of  the  Medi- 
cal Society  of  the  State  of  New  York  for  their 
continued  support  and  encouragement.  A par- 
ticular thank  you  must  go  to  the  Communica- 
tions Division  and  to  Charles  Struzinksi  and 
the  mailroom  staff. 

In  closing,  I would  like  to  pledge  our  con- 
tinued support  to  the  Medical  Society  of  the 
State  of  New  York  and  look  forward  to  another 
year  of  service  to  the  medical  profession. 

Introduction  of  Past  Presidents 

. . .Speaker  Himler  introduced  the  following 
past  presidents  who  were  in  the  House: 
Arthur  J.  Bedell,  Carlton  E.  Wertz,  Renato  J. 
Azzari,  Henry  I.  Fineberg,  Norman  S.  Moore, 
Waring  Willis,  James  M.  Blake,  Frederick  A. 
Wurzbach,  Jr.,  and  Edward  C.  Hughes. 

The  House  rose  and  applauded. 

. . .Past  President  Bedell  addressed  the  House 
as  follows:  I wish  you  to  know  that  I have 

been  a continuing  member  of  the  House  since 
1912.  I am  very  happy  to  serve  and  to  be  here. 
Today,  I stand  before  you  as  your  oldest  living 
past  president. 

The  House  rose  and  applauded  in  tribute  to 
Dr.  Bedell. 

Introduction  of  Guests  t 

. . .Speaker  Himler  introduced  the  following 
guests  from  neighboring  state  medical  societies, 
who  addressed  the  House  and  were  applauded : 

Stevens  J.  Martin,  M.D.,  president,  Con- 
necticut State  Medical  Society  (Norman  S. 
Moore,  M.D.,  host) ; 

* Miss  Donath  addressed  the  House  at  the  Sunday  after- 
noon session. 

t Dr.  Glassmire  and  Dr.  McCracken  were  presented  at 
the  Sunday  afternoon  session;  Dr.  Martin,  Dr.  Russel],  and 
Dr.  Brown  at  the  Tuesday  afternoon  session;  and  Dr. 
Bertha  and  Dr.  Barrett  at  the  Wednesday  morning  session. 


Charles  R.  Glassmire,  M.D.,  president-elect, 
Maine  Medical  Association  (Thomas  F.  Mc- 
Carthy, M.D.,  host) ; 

Stuart  W.  Russell,  M.D.,  president,  New 
Hampshire  Medical  Society  (Joseph  J.  Kauf- 
man, M.D.,  host) ; 

Nicholas  A.  Bertha,  M.D.,  president,  and 
Josiaii  C.  McCracken,  M.D.,  Medical  Society 
of  New  Jersey  (Henry  I.  Fineberg,  M.D.,  host)  ; 

William  A.  Barrett,  M.D.,  president, 
Pennsylvania  Medical  Society  (Ralph  S. 
Emerson,  M.D.,  host) ; 

Dewees  H.  Brown,  M.D.,  president,  Vermont 
State  Medical  Society  (Renato  J.  Azzari,  M.D., 
host). 


Award  Presentations** 

. . .Speaker  Himler  introduced  President 
Heldmann  who  made  the  following  presenta- 
tions: 

President’s  Citation  for 
Distinguished  Community  Service 

President  Heldmann  : I would  like  to  give 
a word  of  explanation  about  this  award.  As 
you  know,  each  year  your  president  is  given 
the  privilege  of  presenting  awards  for  distin- 
guished community  service  to  those  physicians 
who  have  rendered  prolonged  and  distinguished 
service  to  the  community,  in  addition  and  un- 
related to  their  profession.  We  know,  of 
course,  that  all  physicians  render  a community 
service  just  by  virtue  of  practicing  medicine 
and  taking  care  of  patients.  Many  of  them 
go  beyond  this  and  serve  as  members  of  hospital 
boards  and  in  voluntary  health  organizations, 
and  they  also  work  on  health  committees,  but 
this  is  all  related  to  the  profession  of  medicine 
and  to  their  practice.  When  Norman  S.  Moore, 
M.D.,  first  instituted  this  award  some  time  ago, 
he  did  it  with  the  feeling  that  we  should  try  to 
stimulate  physicians  to  become  more  interested 
in  the  basic  affairs  of  their  communities,  unre- 
lated to  their  practice.  It  was  with  this  thought 
in  mind  that  the  award  was  first  given,  and  that 
is  the  purpose  of  it  at  this  time.  I am  afraid, 
from  having  reviewed  this  year’s  nominations 
from  the  county  societies,  that  this  is  not  under- 
stood. I am  taking  time  now  so  that  in  the 
future  your  county  societies  will  be  sure  that 
when  a nominee  is  selected,  he  has  some  quali- 
fications and  that  his  service  to  the  community 
has  been  unrelated  to  his  practice.  We  received 
several  nominations  of  excellent  men,  one  of 

**  The  President’s  Citations  for  Distinguished  Community 
Service,  the  Vice-President’s  Medal,  the  Redway  Award, 
and  the  Journal  Distinguished  Service  Award  were  pre- 
sented at  the  Sunday  afternoon  session;  the  Fifty-Year  Ci- 
tations were  announced  and  one  presented  at  the  Tuesday 
afternoon  session;  and  the  Scientific  Exhibit  awards  were 
announced  at  the  Wednesday  afternoon  session. 
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them  I am  chagrined  to  say  is  from  my  own 
county  medical  society,  who  do  not  qualify  for 
this  award  because  the  things  they  had  done 
were  related  to  the  practice  of  medicine.  They 
had  worked  in  the  health  field  or  in  teaching, 
and  so  forth,  but  this  was  all  related  to  the 
practice  of  medicine. 

It  is  now  my  pleasure  to  present  one  of  this 
year’s  awards  to  Frank  L.  De  Furio,  M.D.,  of 
Cayuga  County.  This  award  is  given  to  him 
for  many  reasons,  and  I would  like  to  tell  you  a 
few  of  the  things  Dr.  De  Furio  has  been  in- 
volved in. 

First  of  all,  he  has  been  congratulated  by 
senators,  eulogized  by  local  newspapers,  hon- 
ored at  testimonial  dinners,  elected  to  impor- 
tant posts  in  his  community  by  his  neighbors, 
recognized  for  his  service  by  the  Salvation 
Army,  New  York  State  Civil  Defense,  and  Syr- 
acuse University,  but  most  important,  he  has 
earned  the  respect  and  affection  of  his  com- 
munity through  his  service  as  councilman  for 
the  City  of  Auburn  in  1969,  member  of  the  Au- 
burn Board  of  Education  for  sixteen  years,  and 
president  of  the  Board  of  Education  in  1963. 
Member  of  the  Cayuga  County  United  Fund 
Board  of  Directors,  1950,  and  campaign  chair- 
man in  1962-1963,  and  president  of  the  Board 
since  1968.  He  was  a member  of  the  local  draft 
board  for  ten  years  and  was  the  sole  founder 
of  the  Clark  Street  Youth  Center.  He  received 
the  Christopher  Columbus  Man  of  the  Year 
Award  in  1962,  and  he  was  named  Man  of  the 
Year  by  the  local  Lion’s  Club  in  1964.  He 
served  as  a member  of  various  boards  of  the 
School  for  Retarded  Children,  the  St.  Francis 
School,  and  the  Cayuga  County  Chapter  of  the 
American  Red  Cross.  He  has  also  recognized 
his  community  responsibility  by  running  as  a 
candidate  for  mayor  of  Auburn  in  1967. 

The  thing  that  astonished  me  about  this  dis- 
tinguished physician  is  the  fact  that  with  all 
this,  he  was  able  to  carry  on  an  active  practice 
and  fulfill  his  staff  obligations  in  two  hospitals 
during  this  time.  It  gives  me  great  pleasure, 
doctor,  to  present  you  with  this  award. 

. . .The  House  rose  and  applauded. . . 

President  Heldmann  : The  next  citation  is 

presented  to  Robert  E.  Doran,  M.D.,  of  On- 
tario County.  Dr.  Doran  has  exemplified  the 
physician  who  becomes  involved  in  his  com- 
munity activities.  He  has  either  presided  over 
or  been  intimately  involved  in  most  of  the  up- 
lifting, cultural,  worthwhile  activities  in  Ge- 
neva over  the  past  twenty  years  or  so  of  his 
practice.  He  has  served  as  city  alderman  of 
Geneva  for  two  terms;  president  of  Geneva  Ro- 
tary Club  1949-1950;  chairman  of  the  Commu- 
nity Chest  campaign  1951;  president  of  Com- 
munity Chest  1957 ; trustee  of  Hobart  College 
1950;  president  of  Alumni  Council  1949;  chair- 
man of  the  Board  of  Trustees  1969;  senior  ves- 
tryman of  the  Trinity  Episcopal  Church ; past 
president,  member,  board  of  directors  of  the 
Geneva  Historical  Society;  and  served  four 
years  in  the  U.S.  Navy  Medical  Corps  as  a 
commander  in  World  War  II. 

It  gives  me  great  pleasure  to  present  you 


with  this  distinguished  service  award,  Dr.  Do- 
ran. 

. . .The  House  rose  and  applauded.  . . 

President  Heldmann:  The  final  recipient 

of  the  President’s  Citation  is  Byron  E.  Howe, 
Jr.,  M.D.,  of  Warren  County.  The  reason  I 
selected  him  was  that  he  did  one  outstanding 
community  service,  among  others,  which  I think 
was  very  important.  In  the  Fall  of  1966,  while 
serving  as  school  physician,  Dr.  Howe  recog- 
nized the  need  to  rehabilitate  children  living  in 
substandard  homes  in  the  town  of  Queensbury. 
Enlisting  the  aid  of  a small  group  of  volun- 
teers, including  some  of  the  parents  and  chil- 
dren then  living  in  the  substandard  homes,  Dr. 
Howe  proposed  to  construct  two  low-rental, 
prototype  homes.  Tenants  paying  rent  on  the 
new  homes  for  twenty  years  would  then  re- 
ceive title  to  the  house  and  land.  Financial 
contributions  were  received,  building  materials 
were  donated  or  sought  out  and  purchased  at 
low  prices,  and  the  volunteer  group  was  ex- 
panded to  include  individuals  with  special  build- 
ing skills.  He  helped  build  houses  for  these 
underprivileged  people.  This,  eventually,  be- 
came a nonprofit  organization  known  as 
Queensbury  Better  Homes  Volunteers,  Inc., 
with  Dr.  Howe  as  its  president.  Up  to  the 
present  time,  they  have  built  about  20  homes 
for  these  underprivileged  people,  and  plans 
now  call  for  the  erection  of  more  than  20  addi- 
tional low-rental  homes  in  the  community. 

I think  this  is  an  outstanding  type  of  com- 
munity service.  He  has  done  this  along  with 
his  medical  practice  and  has  contributed  much 
of  his  own  time  and  his  own  funds  in  doing  this 
besides  spearheading  this  drive  himself.  He 
also  has  been  involved  in  many  other  things, 
which  I do  not  have  time  to  go  into  at  this  time, 
but  because  of  this  outstanding  achievement,  I 
thought  he  should  be  granted  this  award. 

. . .The  House  rose  and  applauded. . . 

Vice-President’s  Medal 

President  Heldmann  : As  you  know,  it  has 
been  the  custom  to  present  a medal  to  our  vice- 
president,  and  about  a year  ago  we  caught  up 
with  all  the  past  vice-presidents.  It  is  now  my 
pleasure  to  present  this  medal  to  Alfred  A.  An- 
grist,  M.D.,  of  Queens,  at  the  expiration  of  his 
term  of  office  and  to  thank  him  very  much  on 
behalf  of  the  Medical  Society  of  the  State  of 
New  York  for  the  work  he  has  done  during  this 
past  year. 

. . .The  House  rose  and  applauded.  . . 

Redway  Award 

President  Heldmann:  The  ninth  annual 

Redway  Medal  and  Award  for  excellence  in 
medical  writing  is  given  this  year  to  George  D. 
Rook,  M.D.,  for  his  article  in  association  with 
Edward  Wasserman,  M.D.,  on  “Antibiotics  in 
the  Practice  of  Pediatrics,”  published  in  the 
January  15,  1969,  issue  of  the  New  York  State 
Journal  of  Medicine. 

This  comprehensive  review  of  antibiotic 
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therapy  although  directed  toward  the  care  of 
children  was  so  informative  as  to  be  of  value  to 
all  practitioners  of  medicine.  Compressed  into 
eight  pages  of  clearly  written  text,  this  article 
delineated  the  accepted  answers  to  all-impor- 
tant questions  asked  of  an  antibiotic:  which 

one,  by  what  route,  how  much,  and  for  how 
long. 

The  Journal  is  happy  to  recognize  this  im- 
portant contribution  to  medical  writing. 

I am  happy  to  present  the  Redway  Award  to 
you,  doctor,  and  also  the  check  that  goes  with  it. 

. . .The  House  rose  and  applauded  as  Dr. 
Rook  left  the  podium.  . . 

Journal  Distinguished  Service  Award 

President  Heldmann:  The  Journal’s 

award  for  distinguished  service  is  made  this 
year  to  Louis  M.  Heilman,  M.D.,  for  seventeen 
years  of  continuous  loyal  service  on  its  Asso- 
ciate Editorial  Board. 

As  professor  of  obstetrics  and  gynecology  at 
the  State  University  of  New  York  Downstate 
Medical  Center  and  co-editor  of  Williams’  text- 
book of  Obstetrics,  Dr.  Heilmans’  advice  on 
matters  in  his  field  has  been  invaluable. 

Dr.  Heilman  now  holds  an  important  ad- 
visory post  in  the  Department  of  Health,  Edu- 
cation, and  Welfare,  in  Washington,  D.C. 

The  Journal  is  honored  to  present  this 
award  to  you,  Doctor  Heilman,  as  an  outward 
sign  of  its  inward  gratitude  and  indebtedness. 

. . . The  House  rose  and  applauded  as  Dr. 
Heilman  left  the  podium.  . . 

Scientific  Exhibit  Awards 

. . .Speaker  Hinder  introduced  P.  Frederic 
Metildi,  M.D.,  chairman  of  the  Scientific 
Awards  Subcommittee,  who  presented  the  fol- 
lowing report: 

The  Scientific  Exhibit  Awards  are  given  in 
two  categories:  Group  I awards  are  made  for 

exhibits  of  individual  investigation  which  are 
judged  on  the  basis  of  originality  and  excellence 
of  presentation.  Group  II  awards  are  made  for 
exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the 
basis  of  presentation  and  correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research, 
are  as  follows: 

First:  “Hemodynamic  Study  in  Peripheral 

Vascular  Surgery — Using  the  Square  Wave 
Electromagnetic  Flowmeter,”  Bok  Y.  Lee,  M.D., 
John  L.  Madden,  M.D.,  and  Paul  Matlin,  M.D. 
(deceased),  St.  Clare’s  Hospital,  New  York 
City. 

Second:  “Patterns  of  Penetration  into  the 

Intestinal  Epithelium  by  Various  Microor- 
ganisms,” Akio  Takeuchi,  M.D.,  and  Helmuth 
Sprinz,  M.D.,  Walter  Reed  Army  Institute  of 
Research,  Washington,  D.C. 

Honorable  Mention:  “Vascular  Implantation 
of  Solid  Organs,”  Harry  S.  Goldsmith,  M.D., 
and  Jose  Castillo,  M.D.,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  New  York  City. 

The  awards  in  Group  II,  Clinical  Research, 
are  as  follows: 


First  Award:  “Case  Selection  in  Surgical 

Care  of  Ischemic  Lower  Limb,”  Lester  Blum, 
M.D.,  Richard  B.  Nolan,  M.D.,  and  Anthony 
Vasilas,  M.D.,  Beekman-Downtown  Hospital, 
New  York  City. 

Second  Aicard:  “Burn  Wound,”  In  Chul 

Song,  M.D.,  and  Bertram  E.  Bromberg,  M.D., 
State  University  of  New  York  Downstate  Med- 
ical Center,  Brooklyn. 

Honorable  Mention:  “Duodenal  Injuries  Due 
to  Nonpenetrating  Trauma,”  Seth  Resnicoff, 
M.D.,  and  John  H.  Morton,  M.D.,  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
Rochester. 

. . .The  House  applauded. . . 

Fifty-Year  Citations 

President  Heldmann:  Once  a year  we 

honor  physicians  who  have  completed  fifty 
years  in  the  practice  of  medicine,  dating  from 
their  graduation  from  medical  school.  This 
year  we  honor  242  physicians  of  the  class  of 
1920,  who  have  reached  this  milestone  of  a half 
century  of  service. 

The  class  of  1920  began  practice  in  the  decade 
which  began  with  the  “Charleston”  and  closed 
with  a depression.  If  there  is  any  similarity 
with  the  seventies,  it  is  that  we  are  beginning 
with  a mild  depression.  Whether  or  not  we 
end  up  with  the  “Charleston,”  I am  not  pre- 
pared to  say. 

We  did  not  expect  that  all  of  the  recipients 
could  be  with  us  today,  so  we  are  sending  the 
citations  to  the  following  physicians’  homes. 
In  several  instances,  local  county  medical  socie- 
ties are  planning  ceremonies  at  which  these  ci- 
tations will  be  presented. 

Bronx 

Milton  H.  Alexander 
Henry  J.  Barrow 
Jacob  Berkman 
Julius  John  Carucci 
James  Fletcher  Collins 
Costabile  Di  Lorenzo 
Jacob  Fierstein 
Ercole  Fiore 
Benjamin  Fleissig 
Milton  J.  Goodfriend 
Moses  L.  Gottlieb 
Arthur  Koppen 
Frank  La  Gattuta 
Max  Lehman 
Joseph  Levenson 
H.  Peter  Maue 
James  B.  McGrath 
Isidor  Palais 
Abraham  Raab 
William  Reich 
James  Edgar  Ridgway 
Alexander  Rosinak 
Ernest  Steinberger 
Maurice  Joel  Stone 
Martha  Rose  Stutzel 
Abner  Stern 
Broome 

Rufus  Lee  Durfee 
Alfred  Loewenstein 
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Chautauqua 

George  Francis  Caccamise 
Chenango 

George  Leroy  Manley 
Dutchess 

John  Aloysius  Mangieri 
Emil  Alfred  Stoller 
Erie 

Stephen  A.  Graczyk 
Alvah  Leon  Lord 
Bartholomew  A.  Nigro 
Martin  E.  Tyrrell 

Essex 

Bartholomew  Hernad  Ring 
Albert  Leonard  Hayes 
Genesee 

Carl  C.  Koester 
Jefferson 

Lawrence  E.  Henderson 
George  Seipel  Nellis 
Kings 

Gustave  Alderberg 

Mervyn  V.  Armstrong 

Giovanni  Autuori 

Jacob  S.  Beilly 

Oscar  Brenner 

Simon  Brody 

E.  Jefferson  Browder 

Giachino  Chianchiano 

George  P.  Christ 

Alexander  George  Davidson 

Harris  Feinberg 

Elmer  Gergely 

Meyer  Ginsburg 

Morris  Goldberg 

Leo  Gottlieb 

Louis  Grycz 

Irwin  B.  Haiken 

Aaron  Hechtman 

S.  Ingram  Hyrkin 

Benjamin  Kogut 

William  Levine 

Charles  S.  Lilien 

Eugene  Livigi 

Frederick  B.  MacNaughton 

John  Arminio  Monfort 

Siegfried  F.  Neuberger 

Irving  S.  Pearlman 

Arthur  Melvin  Persky 

Anthony  Pirundini 

Boris  Raskin 

Emanuel  Revici 

Marc  Robbins 

Hyman  William  Rosen 

Benjamin  Charles  Rosenthal 

Margaret  Rothenberger 

Aaron  I.  Saper 

Irwin  Schiff 

L.  Martin  Segall 

Bernard  Seligman 

Charles  Shiffman 

Morris  Shlansky 

Salvatore  F.  Sorgi 

Bernard  Sternberg 

David  Robert  Telson 

Joseph  Gerard  Terrence 


Gennaro  L.  Tomasulo 
Charles  R.  Weeth 
Charles  Weiss 
Alexander  E.  Zirpolo 

Monroe 

Harold  J.  Collins 
Isadore  Hurwitz 
Erich  Jacobsen 
Charles  Terrel  Lunsford 
Herbert  Clare  Soule 

Nassau 

George  Philipp  F.  Katz 
Ralph  Edwin  Perry 
Bruce  Bushong  Preas 

New  York 

Eugenie  Anderman 
George  Anopol 
Adolph  A.  Apton 
John  Jacob  Arnold 
Marion  William  Astarita 
Gustave  Aufricht 
Richard  R.  Balbus 
Ralph  Steven  Banay 
Else  Anna  S.  Barthel 
Hans  Joseph  Behrendt 
Benjamin  Nathan  Berg 
Ernest  Walter  Bergmann 
Morton  Irwin  Berson 
Anne  M.  Seligman  Belcher 
Harold  Stewart  Belcher 
Ernst  Bloch 
Jacob  Maurice  Bloom 
Ralph  Gabriel  Bonime 
Edwin  Boros 
Paul  Harold  Breuning 
Salvatore  Brevetti 
Jeanne  Carbonnier 
Franco  Colangelo 
Jose  E.  Crespo 
Hannibal  De  Beilis 
Albert  Decker 
Joseph  De  Pietro 
Matthew  Di  Giorgi 
Emanuel  Donheiser 
Elfride  W.  Ehrenreich 
Harold  Lloyd  Ellis 
Anny  Elston 
Laurence  Farmer 
Abraham  H.  Fineman 
Frank  E.  Fink 
Seymour  Fiske 
Kurt  Franklin 
Erich  W.  F.  Fricke 
Margaret  Evelyn  Fries 
Leon  Ginzburg 
Herman  Gottlieb 
Robert  Louis  Gould 
Henry  Hammer 
Bernard  D.  Hannan 
Heinz  Hartmann 
Charlotte  Heinemann 
Alfred  J.  Hess 
Louis  Hodes 

Rudolph  Franz  Hoffmann 
William  C.  Jacobson 
Siegbert  Kamnitzer 
Henry  M.  Kera 
George  Klein 
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Louis  Kleinfeld 
I.  Saul  Klemes 
Julius  W.  Levi 
Moritz  Lewinski 
H.  George  Liebmann 
Lazarus  Lippert 
Sandor  Lorand 
Recka  Mandelbaum 
Joseph  Mortimer  Marcus 
Meyer  Morton  Melicovv 
Isidor  Moldawsky 
Raphael  Moller 
Hermann  Moses 
Francis  Xavier  Murray 
Samuel  S.  Newman 
William  Nussbaum 
Frank  Hart  Peters 
Jules  Pierre 
Karl  Poliak 
Jakob  Polakow 
A.  Charles  Posner 
Pro  V.  Prewitt 
Sandu  Rab 
Georgia  Reid 
Paul  Reznikoff 
Julian  Leo  Rogatz 
Leopold  Rosanes 
Robert  M.  Rothschild 
Gustav  Salomon 
Paul  Schneider 
Caesar  Schoenlank 
Leo  Schweich 
Norman  Shepard 
David  Soletsky 
George  Spielman 
Karel  Steinbach 
Michael  Steiner 
Samuel  Alcott  Thompson 
Louis  Weinstein 
Irwin  W ellen 
Simon  Weyl 
Sidney  B.  Wilensky 
David  Wolinsky 
Harry  Zuckerman 
Oneida 

Robert  Carr  Hall 
Edwin  Philip  Russell 
Richard  Schulenklopper 
Onondaga 

Bernard  Temple  Brown 
Gerald  Charles  Cooney 
Stanley  T.  Krzywicki 
Orange 

Percival  Henri  Faivre 
Erich  F.  A.  Steinthal 
Homer  L.  Stephens 
Oswego 

John  Foster  Burden 


Queens 

Benjamin  Apfelberg 
Erwin  Beckhard 
Meyeron  Coe 
Thomas  Frazer  Draper 
John  F.  Faigle 
Howard  Foster 
Albert  J.  Griesbach 
Walter  Juelich 
Nicholas  M.  Kiraly 
Charles  M.  Levin 
Domenico  Manetti 
Peter  Adolf  Marcuse 
Ludwig  Hans  Mendelson 
Max  Nauman 
Lewis  I.  Newman 
Nelly  Schick 
Paul  Stone 
Mandel  Weinstein 
Robert  Ralph  Yanover 

Rensselaer 
Walter  Meeler 
Richmond 

George  Johnson 
Rockland 

Simon  L.  Victor 
Suffolk 

Winifred  Woodman  Curtis 
Max  Kimbrig 
Laurence  Weld  Smith 
Ulster 

Paul  H.  LePaige 
Washington 
Leslie  A.  White 
Wayne 

S.  Paul  Funkhouser 
Westchester 
Ralph  C.  Kahle 
Clara  Lotte  Loewy 
Leo  Joseph  Palmer 
Paul  Frederick  Paulen 
John  Ross 
Karl  J.  Simon 
Otto  Sommer 
James  R.  Welding 
Wyoming 

Fritz  David  Dreyfuss 

Now,  I would  like  one  of  the  gentlemen  of 
the  class  of  1920,  Frank  La  Gattuta,  M.D.,  of 
the  Bronx,  to  come  forward.  It  is  my  pleasure 
to  make  this  presentation  to  you,  Dr.  La  Gat- 
tuta, and  symbolically  to  your  241  colleagues 
who  managed  to  survive  fifty  years  since  med- 
ical school. 

. . .The  House  rose  and  applauded  Dr.  La 
Gattuta  as  he  left  the  podium.  . . 
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House  Committee  on  Constitution 
and  Bylaws 

. . . Carl  Goldmark,  Jr.,  M.D.,  chairman,  re- 
ported as  follows: 

The  House  Committee  on  Constitution  and 
Bylaws  consists  of  the  following  members: 
Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

George  L.  Collins,  Jr.,  M.D Erie 

Irving  L.  Ershler,  M.D Onondaga 

Gerald  L.  Glaser,  M.D Monroe 

Milton  J.  Greenberg,  M.D Washington 

Robert  E.  Healy,  M.D Westchester 

Swen  L.  Larson,  M.D Chemung 

Raymond  F.  Smith,  M.D Nassau 

Francis  A.  Stephens,  M.D Albany 

George  Himler,  M.D.,  ex  officio.  ..New  York 
John  H.  Carter,  M.D.,  ex  officio Albany 


William  F.  Martin,  Esq.,  ex  officio 

New  York 

In  February,  1969,  11  resolutions  proposing 
changes  in  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  were 
introduced  in  the  House  of  Delegates. 

On  October  7,  the  members  of  the  House 
Committee  on  Constitution  and  Bylaws  met, 
with  the  exception  of  John  H.  Carter,  M.D., 
George  Himler,  M.D.,  Irving  L.  Ershler,  M.D., 
Robert  E.  Healy,  M.D.,  and  Raymond  F. 
Smith,  M.D.,  who  were  excused.  Also  pres- 
ent at  the  meeting  were  Walter  T.  Heldmann, 
M.D.,  president;  Walter  Scott  Walls,  M.D., 
president-elect;  Joseph  G.  Zimring,  M.D.,  as- 
sistant secretary;  Bernard  Kronenberg,  M.D., 
president  of  New  York  State  Ophthalmological 
Society;  Lester  J.  Candela,  M.D.;  Harry 
Kruse,  M.D.;  Henry  I.  Fineberg,  M.D.,  execu- 
tive vice-president;  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president;  Gretchen 
Wunsch,  executive  assistant;  Mary  Singer, 
administrative  assistant;  and  Sam  Pakula, 
stenotypist. 

Dr.  Goldmark  called  the  meeting  to  order 
and  announced  that  he  had  invited  several 
guests  to  appear  before  the  committee  to  pre- 
sent their  views  on  the  proposed  resolutions. 
The  committee  then  considered  the  resolutions 
in  numerical  order  and  reached  the  following 
conclusions  and  recommendations: 

Resolution  69—2 — Amendments  to  Bylaws  to 
Provide  for  Election  of  District  Branch  Nomi- 
nees as  AMA  Delegates,  introduced  by  the 
Medical  Society  of  the  County  of  Monroe. 

Whereas,  All  delegates  to  the  American 
Medical  Association  are  elected  on  an  “at- 
large”  basis  from  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  The  district  branches  of  the 
State  Medical  Society  should  have  represen- 
tation in  order  to  assure  that  area  interests 
are  given  full  consideration  in  the  councils 
of  our  national  organization;  and 

Whereas,  Both  State  and  Federal  legisla- 
tive bodies  insure  local  representation  as 


part  of  the  democratic  process;  now  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  revise  its  procedure  and 
method  of  electing  delegates  to  the  American 
Medical  Association,  to  provide  for  the  elec- 
tion of  at  least  one  delegate  as  the  selection 
and  choice  of  each  district  branch  in  the 
Medical  Society  of  the  State  of  New  York, 
by  amending  the  Bylaws  as  follows: 

1.  Amend  Chapter  III,  Section  6,  of  the 

Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the 
words  “including  at  least  one  from  each 
district  branch  to  be  nominated  by  the  dis- 
trict branch,”  so  that  the  second  sentence 
will  then  read:  “Nominations,  including  at 

least  one  from  each  district  branch  to  be 
nominated  by  the  district  branch,  shall  be 
made  for  not  less  than  double  the  full  num- 
ber of  delegates  to  be  elected,”;  and  in  the 
next  portion  of  the  sentence,  by  adding  the 
words,  “such  number  to  include  one  from 
each  district  branch  as  nominated  by  the 
branch,”  so  that  portion  of  the  sentence  will 
then  read,  “and  the  delegates  shall  be  de- 
clared elected  in  the  order  of  the  highest 
number  of  votes  cast  until  the  allotted  num- 
ber shall  have  been  chosen,  such  number  to 
include  one  from  each  district  branch  as 
nominated  by  the  branch.” 

2.  Amend  Chapter  XIII,  Section  1,  of  the 

Bylaws  by  adding  the  words,  “and  a nomi- 
nee for  election  as  delegate  to  the  American 
Medical  Association,”  so  that  Section  1 will 
then  read:  “Each  district  branch  shall 

elect  a president  for  two  years  and  a district 
delegate  to  the  House  of  Delegates  for  two 
years,  and  a nominee  for  election  as  dele- 
gate to  the  American  Medical  Association.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  members  in  several  up- 
state areas  expressed  fears  of  a “downstate 
domination”  of  AMA  delegates.  Facts  and 
figures  pertaining  to  representation  on  the 
Council,  Board  of  Trustees,  in  the  House  of 
Delegates,  AMA  Delegation,  and  others  were 
presented  showing  that  these  fears  are  not 
factual  and  that  there  has  always  been  an 
equitable  and  well-balanced  representation  in 
spite  of  the  fact  that  the  largest  proportion  of 
the  membership  population  resides  in  the 
metropolitan  New  York  area.  The  Nominat- 
ing Committee  has  taken  into  account  the 
principle  that  there  should  be  AMA  delegate 
representation  from  each  district  branch  and 
respects  nominations  submitted  each  year  by 
county  societies  and  district  branches.  Dele- 
gates are  chosen  according  to  the  number  of 
votes  received  to  represent  New  York  State 
as  a whole  and  not  just  a certain  area  of  the 
State.  This  resolution  would  compel  the  elec- 
tion of  a man  nominated  by  a district  branch 
even  if  another  man  received  a greater  num- 
ber of  votes.  It  does  not  allow  the  House 
the  opportunity  of  electing  the  best  possible 
candidates. 
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The  committee  recommends  disapproval  of 
this  resolution. 

The  House  voted  not  to  adopt  resolution  69-2. 

Resolution  69-5 — Amendment  to  the  Bylaws 
to  Change  Term  of  Office  of  Trustees,  intro- 
duced by  Nassau  and  Suffolk  County  Medical 
Societies. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  now  pro- 
vide that  “no  person  shall  serve  more  than 
one  term  as  a Trustee”;  and 

Whereas,  The  Bylaws  also  provide  that 
“a  person  to  be  eligible  for  election  as 
Trustee  shall  have  served  at  least  two  years 
as  an  officer,  or  at  least  three  years  as  a 
Councillor,  or  at  least  five  years  as  a mem- 
ber of  the  House  of  Delegates”;  and 

Whereas,  The  Trustees  are  the  financial 
and  investment  guardians  of  the  Society 
and  are  in  charge  of  all  property  including 
trust  funds  and  all  resolutions  or  recom- 
mendations of  the  House  of  Delegates  or 
Council  pertaining  to  expenditures  of  money 
must  be  approved  by  the  Board  of  Trustees 
before  the  same  shall  become  effective ; and 
Whereas,  It  is  essential  that  the  Society 
have  the  benefit  of  the  experience  and  ma- 
ture judgment  of  the  men  who  have  pro- 
gressed over  the  years  through  the  ranks 
of  various  offices  such  as  delegate,  council- 
lor, and  officer;  and 

Whereas,  Sound  long-term  financial  plan- 
ning requires  continuity  of  office;  now  there- 
fore be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be 
amended  as  follows:  Amend  Chapter  III, 

Section  3,  first  sentence  of  the  second  para- 
graph by  changing  the  word  “one”  to  “two” 
so  that  Chapter  III,  Section  3,  will  then  read 
as  follows:  “No  person  shall  serve  more 

than  two  terms  as  a Trustee.” 

The  committee  noted  from  background  in- 
formation presented  on  this  resolution  that  it 
takes  a number  of  years  for  a trustee  to  be- 
come acquainted  with  finances  and  invest- 
ments, and  the  Society  loses  the  advantages  of 
a man’s  experience  when  his  term  is  up  and 
he  cannot  be  re-elected.  It  was  the  opinion 
of  the  committee  that,  at  another  time,  some 
additional  restrictions  should  be  proposed  and 
put  into  the  Bylaws  regarding  attendance  at 
meetings  and  ability  to  serve. 

The  committee  recommends  approval  of  this 
resolution. 

The  House,  after  discussion,  voted  to  amend 
resolution  69-5  by  the  addition  of  the  following 
at  the  end  of  the  Resolved  portion:  “If  a 

trustee  is  absent  from  meetings  of  the  Board 
for  more  than  six  months  without  being  ex- 
cused, the  Council  shall  declare  this  position  va- 
cant and  elect  a successor  in  conformity  with 
the  Bylaws.” 

The  House  then  voted  to  adopt  resolution  69- 
5 as  amended. 


The  following  two  resolutions,  which  have 
identical  “resolved”  portions,  were  considered 
by  the  committee : 

Resolution  69-11 — Rescinding  of  Mandatory 
AMA  Membership,  introduced  by  the  Medical 
Society  of  the  County  of  Monroe. 

Whereas,  The  Medical  Society  of  the 
County  of  Monroe,  Inc.,  is  on  record  in  sup- 
port of  voluntary  membership  in  the  Ameri- 
can Medical  Association;  and 

Whereas,  Mandatory  membership  in  the 
American  Medical  Association  is  a require- 
ment of  Medical  Society  of  the  State  of  New 
York  membership;  and 

Whereas,  The  strength  of  American 
medicine  is  in  the  unity  and  programs  of  the 
physicians  in  the  county  societies ; and 

Whereas,  Diversified  physician  member- 
ship in  medical  organizations  is  leading  to 
concern  over  the  multiplicity  of  associations, 
each  trying  to  speak  for  physicians,  and  each 
draining  the  strength  and  effectiveness  of  a 
unified  profession;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  as  fol- 
lows: 

1.  Chapter  I,  Section  1,  second  sentence, 
delete  the  words  “and  the  American  Medi- 
cal Association,”  so  that  the  sentence  will 
then  read:  “The  active  and  junior  members 
shall  be  all  active  and  junior  members  in 
good  standing  of  the  component  county 
medical  societies”; 

2.  Section  2(c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read : “A 

member  expelled  from  his  component  county 
society  or  suspended  from  its  rights  and 
privileges  shall  likewise  be  expelled  or  sus- 
pended for  the  same  period  from  this  So- 
ciety.” 

Resolution  69-73 — Rescinding  of  Mandatory 
AMA  Membership  by  Constitutional  Amend- 
ment, introduced  by  the  Medical  Society  of  the 
County  of  Queens. 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  as  fol- 
lows: 

1.  Chapter  I,  Section  1,  second  sentence, 
delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members 

shall  be  all  active  and  junior  members  in 
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good  standing  of  the  component  county  med- 
ical societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 

member  expelled  from  his  component  county 
society  or  suspended  from  its  rights  and 
privileges  shall  likewise  be  expelled  or  sus- 
pended for  the  same  period  from  this  So- 
ciety.” 

The  committee  recognizes  the  plight  of  the 
counties  proposing  these  resolutions  and  re- 
spects their  right  to  express  dissatisfaction 
with  compulsory  membership  in  the  Ameri- 
can Medical  Association,  but  calls  attention 
to  the  fact  that  similar  resolutions  are  pro- 
posed and  defeated  year  after  year,  including 
1969,  and  that  the  whole  issue  of  compulsory 
AMA  membership  was  thoroughly  discussed  at 
the  1967  House  of  Delegates  and  that  the 
House  voted  overwhelmingly  to  retain  manda- 
tory membership. 

The  committee  recommends  disapproval  of 
these  resolutions. 

The  House,  after  discussion,  voted  not  to 
adopt  resolutions  69-11  and  69-73. 

Resolution  69-12 — Amendment  to  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  Listing  of 
Physicians  in  Brochures  of  Charitable  or  Non- 
profit Organizations,  introduced  by  Joseph  G. 
Zimring,  M.D.,  chairman,  Committee  on 
Bthics. 

Whereas,  In  answering  certain  questions 
on  advertising,  the  Judicial  Council  of  the 
American  Medical  Association  refers  these 
matters  to  the  component  state  medical 
societies;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  in  turn,  refers  these 
questions  to  its  component  county  medical 
societies;  and 

Whereas,  The  component  county  medical 
societies  repeatedly  ask  the  Committee  on 
Ethics  of  the  State  Medical  Society  for  some 
guidelines,  especially  when  the  question  in- 
volves the  listing  of  physicians  in  brochures 
of  charitable  or  nonprofit  organizations  or 
local  directories  of  limited  circulation ; and 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  on  Sep- 
tember 25,  1968,  approved  the  recommenda- 
tion that  a paragraph  be  added  to  Section  4, 
Chapter  1,  of  the  Principles  of  Professional 
Conduct  which  would  permit  the  listing  of 
physicians  in  directories  of  limited  circula- 
tion issued  by  nonprofit  organizations;  now 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  provide  the  necessary 
guidelines  to  aid  our  component  county 
medical  societies  to  make  proper  decisions  on 
the  question  of  listing  of  physicians  in  direc- 


tories of  limited  circulation  issued  by  chari- 
table or  nonprofit  organizations;  and  be  it 
further 

Resolved,  That  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  as  follows: 
Amend  Chapter  I,  Section  4,  by  adding  a 
third  paragraph  as  follows : 

“The  listing  of  physicians  in  nonpro- 
fessional directories  or  brochures  of  limited 
circulation,  that  is,  church,  temple,  local 
club,  and  others,  which  are  nonprofit  or 
charitable  in  nature  and  according  to  regu- 
lations prescribed  by  the  county  medical 
society  involved,  shall  not  be  considered 
unethical  or  unprofessional.” 

The  committee,  in  discussing  this  resolu- 
tion, pointed  out  that  a member  would  have  to 
obtain  permission  from  his  county  medical 
society  before  going  ahead  on  anything  of  this 
nature  because  guidelines  differ  in  various 
parts  of  the  State  with  some  county  medical 
societies  having  stricter  regulations  than 
others.  Inasmuch  as  this  proposed  amend- 
ment includes  Council  approval,  the  commit- 
tee feels  that  this  amendment  is  desirable. 

The  committee  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  resolution  69-12. 

Resolution  69-13 — Amendment  to  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  Physician 
Ownership  of  Optical  Lens  Dispensing  Shops 
or  Pharmacies,  introduced  by  Joseph  G.  Zim- 
ring, M.D.,  chairman,  Committee  on  Ethics. 

Whereas,  In  recent  months  there  has  been 
an  increase  in  the  number  of  questions  con- 
cerning the  ownership  of  optical  lens  dispens- 
ing shops  by  ophthalmologists;  and 

Whereas,  In  some  instances  the  patient  is 
directed  to  certain  optical  lens  dispensing 
shops  by  the  ophthalmologist-owner  of  the 
shop;  and 

Whereas,  The  belief  that  the  principle  of 
free  choice  of  physician  should  also  apply  to 
the  choice  of  optical  lens  dispensing  shop  or 
a pharmacy;  now  therefore  be  it 

Resolved,  That  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  thfe 
State  of  New  York  be  amended  as  follows: 
Amend  Chapter  I,  Section  6,  by  adding  to 
the  first  paragraph,  after  the  fourth  sen- 
tence, the  following: 

“An  ethical  doctor  of  medicine  shall  not 
have  a financial  interest  in,  or  operate  an 
optical  lens  dispensing  shop  or  a pharmacy 
unless  it  is  established  to  the  satisfaction  of 
the  county  medical  society  in  which  the  op- 
tical lens  dispensing  shop  or  pharmacy  is 
located  or  is  to  be  located,  that  there  is  no 
optical  lens  dispensing  shop  or  pharmacy  to 
serve  the  public  within  a reasonable  distance 
of  the  patients’  homes.” 

It  was  decided  to  amend  the  “resolved”  por- 
tion of  this  resolution  to  differentiate  between 
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the  areas  of  pharmacies  and  optical  dispensing 
facilities  to  read  as  follows: 

Resolved,  That  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  as  follows: 
Amend  Chapter  1,  Section  6,  by  adding  to 
the  first  paragraph,  after  the  fourth  sen- 
tence, the  following: 

1.  An  ethical  doctor  of  medicine  shall  not 
have  any  financial  interest  in  a pharmacy  un- 
less it  is  established  to  the  satisfaction  of  the 
local  county  medical  society  that  the  drug 
needs  of  patients  in  that  area  cannot  be  met 
by  local  ethical  pharmacies. 

2.  An  ethical  doctor  of  medicine  shall  not 
have  any  financial  interest  in  an  optical  dis- 
pensing facility  (that  is  a retail  commercial 
store  which  sells  optical  products  to  the  gen- 
eral public)  unless  it  is  established  to  the 
satisfaction  of  the  local  county  medical  so- 
ciety that  there  exists  a necessity  for  such 
facility  to  meet  the  needs  of  patients. 

It  was  pointed  out  that  the  patient  should  not 
be  exploited  to  the  point  where  the  doctor  is 
making  a profit  from  both  his  service  to  the 
patient  and  the  dispensing  product.  Dr.  Ber- 
nard Kronenberg,  president  of  the  New  York 
State  Ophthalmological  Society,  testified  that 
his  organization  was  in  favor  of  this  resolution. 

The  committee  recommends  approval  of  this 
resolution  as  amended. 

The  House  voted  to  adopt  resolution  69-13  as 
amended. 

Resolution  69-32 — Amendments  to  Bylaws  to 
Change  the  Term  “Malpractice  Insurance”  to 
“Professional  Liability  Insurance,”  introduced 
by  the  Medical  Society  of  the  County  of  Erie. 

Whereas,  The  modern  term  for  malprac- 
tice insurance  is  professional  liability  insur- 
ance; now  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows : 

1.  Amend  Chapter  XI,  Section  2,  line  2, 

by  deleting  the  word  “malpractice”  and  sub- 
stituting the  words  “professional  liability,”  so 
that  Chapter  XI,  Section  2,  first  sentence,  will 
then  read:  “A  special  committee,  to  be 

known  as  the  Professional  Liability  Insur- 
ance and  Defense  Board,  shall  be  appointed 
by  the  president  with  the  approval  of  the 
Council.” 

2.  Amend  Chapter  XI,  Section  2,  seventh 

sentence,  by  deleting  the  word  “malpractice” 
and  substituting  the  words  “professional  lia- 
bility” so  that  Chapter  XI,  Section  2,  seventh 
sentence  will  then  read:  “It  shall  be  the 

duty  of  the  committee  to  study  and  supervise, 
on  behalf  of  the  Society,  all  matters  having 
to  do  with  professional  liability  insurance  and 
defense.” 

This  resolution  required  no  formal  discus- 
sion so  motion  was  duly  made  and  seconded 
that  this  resolution  be  approved  and  when  put 
to  the  vote  the  motion  was  unanimously  carried. 


The  committee  recommends  approval  of  this 
resolution. 

The  House,  after  discussion,  voted  to  amend 
resolution  69-32  by  inserting  the  word  ‘‘medi- 
cal'’ between  the  words  “ professional " and  “li- 
ability" in  each  instance  where  they  occur. 

The  House  then  voted  to  adopt  resolution  69- 
82  as  amended. 

Resolution  69-68 — Substitution  of  Sturgis 
Standard  Code  of  Parliamentary  Procedure  for 
Robert’s  Rules  of  Order,  introduced  by  Carl 
Goldmark,  Jr.,  M.D.,  secretary. 

Whereas,  The  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York 
states  that  Robert’s  Rules  of  Order  is  to  be 
the  official  guide  for  the  proceedings  of  the 
House  of  Delegates ; and 

Whereas,  Robert’s  Rules  of  Order  does  not 
give  guidelines  for  organizations  making  use 
of  reference  committees  and  Sturgis  Standard 
Code  of  Parliamentary  Procedure  devotes  an 
entire  section  to  reference  committees;  now 
therefore  be  it 

Resolved,  That  Chapter  XV,  Section  4,  of 
the  Constitution  and  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  read:  “The  rules  contained  in  Sturgis 

Standard  Code  of  Parliamentary  Procedure 
shall  govern  the  Society  and  the  House  of 
Delegates  in  all  cases  in  which  they  are  not 
inconsistent  or  in  conflict  with  the  Constitu- 
tion and  Bylaws  of  the  Society  or  the  standing 
or  special  rules  of  the  House  of  Delegates.” 

This  resolution  required  no  formal  discussion 
so  motion  was  duly  made  and  seconded  that  this 
resolution  be  approved  and  when  put  to  the 
vote  the  motion  was  unanimously  carried. 

The  committee  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  resolution  69-68. 

Resolution  69-72 — To  Permit  Life  Member- 
ship on  Reaching  Age  Sixty,  introduced  by  Suf- 
folk County  Medical  Society. 

Whereas,  a physician  for  good  and  suffi- 
cient reasons  wishes  to  apply  for  life  member- 
ship before  attaining  the  age  of  seventy ; and 
Whereas,  The  applicant  will  derive  no 
income  from  the  practice  of  medicine;  and 
Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  as  pres- 
ently constituted,  do  not  accommodate  this 
procedure ; now  therefore  be  it 

Resolved,  That  Chapter  I,  Section  6,  third 
line,  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  fol- 
lows: After  the  -word  “disabled,”  add  the 

words  “or  who  has  permanently  retired  from 
active  practice  and  receives  no  income  there- 
from,” may  for  good  and  sufficient  reasons 
apply  for  life  membership ; and  be  it  further 
Resolved,  That  an  additional  sentence  be 
added  immediately  following  the  first  sen- 
tence to  read:  “Actions  taken  by  the  ap- 

propriate committee  of  the  County  Society 
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shall  be  binding  on  the  applicant,  the  Medi- 
cal Society  of  the  State  of  New  York,  and 
the  American  Medical  Association.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  a number  of  resolutions 
of  this  nature  have  been  proposed  in  the  past 
and  that  the  large  counties  are  against  such  a 
resolution  for  various  financial  reasons. 
Further,  it  was  generally  agreed  that  the  word- 
ing of  this  resolution  did  not  conform  with  its 
desired  intent. 

The  committee  recommends  disapproval  of 
this  resolution. 

The  House  voted  not  to  adopt  resolution  69- 
72. 

Resolution  69-94 — Amendment  to  Bylaws  to 
Specify  Procedure  for  Extending  the  Privilege 
of  the  Floor  of  the  House  of  Delegates  to  Non- 
members,  introduced  by  the  Medical  Society  of 
the  County  of  Queens. 

Whereas,  The  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York  do  not  specify 
the  manner  in  which  a nonmember  may  be 
extended  the  privileges  of  the  floor  of  the 
House  of  Delegates;  now  therefore  be  it 
Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
by  the  addition  to  Chapter  VIII  thereof  a 
Section  7 to  read  as  follows : 

“The  privilege  of  the  floor  may  be  extended 
to  a nonmember  who  has  special  informa- 
tion pertinent  to  the  discussion  of  the  House 
of  Delegates.  The  request  must  be  made  by 
a member  of  the  House  of  Delegates  and  the 
speaker  shall  make  a ruling  on  whether  or 
not  the  nonmember  is  to  be  heard.  If  there 
are  no  objections,  the  ruling  shall  stand  as 
the  unanimous  will  of  the  House.  If  there  is 
a single  objection,  the  Speaker  shall  put  the 
matter  to  a vote  and  the  issue  shall  be  de- 
cided by  a majority  of  those  present  and  vot- 
ing.” 

During  the  discussion  of  this  resolution,  it 
was  pointed  out  that  anyone  wanting  to  get  a 
message  to  the  House  can  do  so  by  going  to 
the  reference  committee  concerned  or  by  ask- 
ing the  delegate  from  his  county  to  present  his 
views  to  the  House.  Dr.  Goldmark  reported 
that  he  had  spoken  to  the  Speaker  about  this 
situation  and  that  Dr.  Himler  had  stated  that 
where  he  felt  that  a nondelegate  had  some 
valuable  information  to  bring  before  the  House, 
he  would  grant  him  the  privilege  of  the  floor 
unless  there  was  an  objection  to  this  ruling, 
whereon  the  matter  would  be  put  to  a vote. 

The  committee  recommends  disapproval  of 
this  resolution. 

The  House  voted  not  to  adopt  resolution  69- 
9U. 

Resolution  69-97 — Realignment  of  the  Dis- 
trict Branches,  introduced  by  George  T.  C.  Way, 
M.D.,  chairman,  Committee  to  Explore  All 
Aspects  of  the  District  Branches. 

Whereas,  The  current  district  branches 


have  been  in  existence  more  than  one  hundred 
years;  and 

Whereas,  Their  county  composition  has 
always  coincided  with  the  original  judicial 
districts  whose  primary  arrangement  de- 
pended on  the  lines  of  travel  for  the  circuit 
court  judge,  were  that  by  barge,  by  horse- 
back, or  by  stagecoach ; and 

Whereas,  During  the  past  five  years  the 
Ad  Hoc  Committee  to  Explore  All  Aspects  of 
the  District  Branches  has  reviewed  the  sub- 
ject exhaustively;  and 

Whereas,  It  is  now  known  that  the  most 
effective  unit  of  health  planning  is  a multi- 
county or  regional  unit;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  wholly  and  completely  com- 
mitted to  total  involvement  in  the  health 
planning  process;  and 

Whereas,  The  State  of  New  York  has 
officially  promulgated  regional  areas  of  health 
planning;  and 

Whereas,  This  House  of  Delegates,  in 
regular  session  in  1968,  overwhelmingly  di- 
rected the  ad  hoc  committee  to  submit  for 
its  approval  a reconstituted  plan  for  the  dis- 
trict branches ; and 

Whereas,  The  ad  hoc  committee  has  rec- 
ommended following  the  county  distribution 
for  regional  areas  as  outlined  by  the  State 
of  New  York;  and 

Whereas,  The  ad  hoc  committee  realizes 
that  there  may  well  be  borderline  counties 
that  wish  to  establish  associations  other  than 
those  outlined  below;  and 

Whereas,  The  mechanism  whereby  this 
may  be  accomplished  by  the  House  of  Dele- 
gates is  described  in  Article  XI,  Section  3,  of 
the  Constitution;  and 

Whereas,  In  the  past  this  mechanism  has 
worked  easily  and  successfully;  and 

Whereas,  The  1968  directive  of  this  House 
of  Delegates  to  amend  the  Constitution  and 
Bylaws  should  not  be  sabotaged  because  of 
the  objections  of  two  or  three  counties  which 
have  a mechanism  to  alter  their  district 
branch  associations;  now  therefore  be  it 
Resolved,  That  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of 
New  York  be  amended  to  read  as  follows: 

1.  Amend  Article  XI,  Section  1,  second 

sentence,  of  the  Constitution  entitled  “Dis- 
trict Branches”  by  changing  the  word  “nine” 
to  “seven”  so  that  Article  XI,  Section  1,  will 
then  read:  “The  membership  of  the  Society 

shall  be  divided  into  seven  district  branches 
as  follows.” 

2.  Amend  Article  XI,  Section  1,  first  line 

of  the  second  paragraph  by  changing  the 
word  “First”  to  “Metropolitan”  so  that 
Article  VI,  Section  1,  second  paragraph, 
will  then  read:  “The  Metropolitan  District 

Branch  shall  comprise  the  members  of  the 
Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond.” 

3.  Amend  Article  XI,  Section  1,  third 
paragraph,  by  changing  the  word  “second” 
to  “Long  Island”  so  that  Article  XI,  Section 
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1,  third  paragraph,  will  then  read:  “The 

Long  Island  District  Branch  shall  comprise 
the  members  of  the  Medical  Societies  of  the 
Counties  of  Nassau  and  Suffolk.” 

4.  Amend  Article  XI,  Section  1,  by  delet- 
ing the  fourth,  fifth,  sixth,  seventh,  eighth, 
ninth,  and  tenth  paragraphs  and  in  place 
thereof  substitute  the  following  paragraphs: 

The  Northeastern  District  Branch  shall 
comprise  the  members  of  the  Medical  So- 
cieties of  the  Counties  of  Franklin,  Clinton, 
Essex,  Hamilton,  Warren,  Fulton,  Sara- 
toga, Washington,  Montgomery,  Albany, 
Schenectady,  Rensselaer,  Otsego,  Scho- 
harie, Delaware,  Greene,  and  Columbia. 

The  Central  District  Branch  shall  com- 
prise the  members  of  the  Medical  So- 
cieties of  the  Counties  of  St.  Lawrence, 
Herkimer,  Lewis,  Jefferson,  Oswego, 
Oneida,  Madison,  Cayuga,  Onondaga,  Cort- 
land, Chenango,  Tompkins,  Tioga,  and 
Broome. 

The  Ontario  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Orleans,  Monroe,  Wayne, 
Seneca,  Ontario,  Livingston,  Yates,  Schuy- 
ler, Chemung,  Steuben,  and  Allegany. 

The  Western  District  Branch  shall  com- 
prise the  members  of  the  Medical  Societies 
of  the  Counties  of  Niagara,  Genesee,  Erie, 
Wyoming,  Cattaraugus,  and  Chautauqua. 

The  Mid-Hudson  District  Branch  shall 
comprise  the  members  of  the  Medical  So- 
cieties of  the  Counties  of  Dutchess,  Ulster, 
Sullivan,  Orange,  Putnam,  Rockland,  and 
Westchester. 

5.  Amend  Chapter  XIII,  Section  4,  second 

and  third  lines,  of  the  Bylaws  by  adding  the 
following  words  “on  a regional  basis  the  pur- 
poses and  programs  of  organized  medicine  as 
exemplified  by  the  Medical  Society  of  the 
State  of  New  York;  to  represent  the  medical 
profession  in  those  regional  activities  which 
may  pertain  to  matters  of  health ; to  potenti- 
ate and  coordinate  the  activities  of  the  medi- 
cal societies  of  those  counties  within  its  geo- 
graphic area;  to  promote”  after  the  word 
“promote”;  by  deleting  the  comma  and  the 
words  “and  other”  after  the  word  “cultural,” 
and  adding  a semicolon  and  deleting  the 
words  “within  the  district”  after  the  word 
“profession”  so  that  Chapter  XIII,  Section  4, 
will  then  read:  “The  objects  of  the  district 

branches  shall  be  to  promote  on  a regional 
basis  the  purposes  and  programs  of  organized 
medicine  as  exemplified  by  the  Medical  So- 
ciety of  the  State  of  New  York;  to  represent 
the  medical  profession  in  those  regional  ac- 
tivities which  may  pertain  to  matters  of 
health;  to  potentiate  and  coordinate  the  ac- 
tivities of  the  medical  societies  of  those  coun- 
ties within  its  geographic  area;  to  promote 
the  scientific,  social,  and  cultural  interest 
of  the  medical  profession;  and  to  cooperate 
with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that 
body  may  advise.” 

During  the  discussion  of  this  resolution,  it 


was  pointed  out  that  there  is  much  opposition 
to  this  resolution  regarding  the  proposed 
amendments  for  realignment  of  district 
branches.  It  was  further  noted  that  this  di- 
vision would  eventually  take  place  along  the 
lines  of  health  planning. 

The  committee  recommends  disapproval  of 
this  resolution. 

The  House  voted  unanimously  to  permit  Dr. 
Way  to  withdraw  resolution  6.9-97. 

Proposed  Revision  of  the  Constitution  and 
Bylaws.  Dr.  Heldmann  advised  the  committee 
that  he  had  requested  a revision  of  the  Con- 
stitution and  Bylaws,  by  a special  committee,  in 
his  report  to  the  House  of  Delegates,  not  merely 
to  streamline  the  Constitution  and  Bylaws  but 
to  propose  amendments  to  change  a number 
of  outdated  sections.  The  committee  was  also 
advised,  by  Mr.  Burns,  that  the  Constitution 
and  Bylaws  have  been  amended  piecemeal  over 
the  years  and  are  somewhat  disjointed  although 
the  grammar  and  punctuation  was  corrected 
about  four  or  five  years  ago.  Dr.  Fineberg 
stated  that  the  Division  of  Research  and  Plan- 
ning, under  its  director,  Harry  Kruse,  M.D., 
has  already  prepared  a draft  copy  of  some 
editorial  changes  and  rearrangement  of  the 
Constitution  and  Bylaws,  and  is  also  com- 
piling a record  of  all  amendments  proposed  over 
the  years,  including  those  passed,  those  re- 
jected, those  not  acted  on,  and  the  proposers 
and  reasons. 

Motion  was  duly  made  and  seconded  that  the 
committee  recommend  to  the  House  of  Dele- 
gates that  the  staff  prepare  a draft  of  a re- 
vised Constitution  and  Bylaws  for  presentation 
to  an  ad  hoc  committee,  appointed  by  the  presi- 
dent, to  study  and  resubmit  the  revised  Consti- 
tution and  Bylaws  to  the  House  Committee  on 
Constitution  and  Bylaws  for  consideration  prior 
to  later  submission  to  the  House  of  Delegates 
for  approval.  The  motion  was  put  to  a vote  and 
was  carried. 

The  committee  approved  this  recommenda- 
tion. 

The  House  voted  to  adopt  this  portion  of  the 
report. 


Reports  of  Officers 

President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Each  year  at  this  time,  it  is  usual  and 
customary,  and  to  my  mind,  a bit  unreasonable, 
for  the  President  of  the  Medical  Society  of  the 
State  of  New  York  to  render  an  accounting  of 
his  stewardship.  Usual  and  customary  because 
he  is  so  obligated  by  our  constitution,  and  a 
bit  unreasonable  because  in  order  for  the  re- 
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port  to  be  published  in  time,  it  must  be  written 
before  six  months  of  his  term  of  office  have  ex- 
pired! 

New  programs  or  projects  of  this  year  are 
just  getting  started  or  are  in  full  swing  but  can 
hardly  be  evaluated  and  objectively  reported  to 
the  membership  at  this  time.  This  is  one  of  the 
reasons  for  having  the  complete  study  and  re- 
vision of  our  constitution  which  I recommended 
in  my  inaugural  address.  This  study  is  well  on 
its  way  but  no  definitive  action  can  be  reported 
at  this  time.  The  Division  of  Research  and 
Planning,  directed  by  Harry  D.  Kruse,  M.D., 
has  been  bringing  our  constitution  and  bylaws 
up-to-date  including  the  addition  of  all  new 
amendments  and  the  rearrangement  of  subject 
matter.  It  is  contemplated  that  a special  com- 
mittee will  be  appointed  to  make  changes  and 
amendments  after  the  staff  has  completed  its 
study. 

Two  other  recommended  suggestions  have  re- 
ceived close  attention. 

An  attempt  is  being  made  to  activate  the 
three-tier  concept  of  committee  structure — 
state,  district  branch,  and  county — introduced 
b£  our  Past  President,  Edward  C.  Hughes, 
M.D.,  in  the  key  committees  including  Cancer, 
Continuing  Education,  Economics,  State  Legis- 
lation, Public  Relations,  Hospital  and  Profes- 
sional Relations,  and  Workmen’s  Compensa- 
tion. This  has  met  with  varying  degrees  of 
support  or  apathy  at  the  district  branch  and 
county  society  levels. 

The  comprehensive  health  planning  program 
is  also  proceeding  with  diminishing  degrees  of 
progress  in  most  areas. 

Both  of  these  are  important,  worthwhile  proj- 
ects and  deserve  the  active  support  of  all  of  us. 
Superseding  these,  and  requiring  most  of  our 
attention,  has  been  our  Society’s  effort  to  have 
the  unexpected  cut  in  the  Medicaid  fee  schedule 
rescinded,  and  to  have  the  Governor  veto  the 
coinsurance  bills  pertaining  to  the  Medicaid 
program.  Despite  letters  to  the  Governor,  an 
injunction,  and  our  position  papers  outlining 
our  opposition,  the  reductions  in  fees  remain  in 
effect. 

A resolution  requesting  investigation  of  the 
possibility  of  success  through  legal  action  by 
the  Society  was  passed  at  the  meeting  of  the 
county  society  presidents  in  Syracuse.  The 
Council  authorized  our  obtaining  a legal  opin- 
ion and  advice  as  to  the  feasibility  of  such  ac- 
tion, and  such  an  opinion  was  obtained  from  an 
outside  legal  counsel.  That  opinion  as  well  as 
the  resultant  action  by  our  Council  has  been 
sent  to  all  county  medical  societies. 

While  all  this  has  required  much  time  and  ef- 
fort on  the  part  of  your  officers  and  the  staff, 
we  have  been  able  to  proceed  with  what  is,  in 
my  opinion,  the  most  important  new  program 
to  be  initiated  this  year:  the  establishment  of 
peer  review  committees  at  the  county  level. 

A 1969  House  of  Delegates  resolution  called 
for  the  establishing  of  a peer  review  com- 
mittee in  each  county.  Other  resolutions  called 
for  referral  of  certain  matters  to  county  peer 
review  committees.  It  was  apparent  that  these 


committees  were  needed  in  all  counties,  and 
that  they  did  not  properly  exist  in  most  of 
them. 

The  Council  granted  your  president  the 
authority  to  appoint  an  Ad  Hoc  Committee  on 
Peer  Review  Mechanisms,  which  would  press 
for  the  organization  of  peer  review  committees 
at  the  county  society  level  and  develop  guide- 
lines for  the  assistance  of  these  committees. 
The  guidelines  were  to  outline  the  reasons  for 
peer  review  committee  existence,  their  funda- 
mental purposes  and  functions,  and  to  specify 
the  details  for  their  proper  organization  and 
functioning. 

All  this  was  done,  and  in  addition,  eight 
area  conferences  were  conducted  to  bring  the 
need  for  peer  review  and  the  problem  of  rising 
health  care  costs  to  the  attention  of  our  mem- 
bership. The  Communications  Division  under 
the  direction  of  Guy  D.  Beaumont  did  a 
splendid  job  in  arranging  these  conferences. 

The  Commission  on  Public  Health  and  Edu- 
cation under  the  dynamic  leadership  of  Irving 
L.  Ershler,  M.D.,  the  chairman,  and  with  the 
direction  of  Norman  S.  Moore,  M.D.,  director 
of  the  Division  of  Scientific  Activities,  does 
more  to  enhance  the  image  of  organized  medi- 
cine than  any  other  unit  of  our  Society  because 
that  commission  is  concerned  with  those  sub- 
jects and  functions  regarding  which  the  physi- 
cian, by  his  background  and  education,  is  best 
able  to  cope. 

In  the  field  of  medical  education,  public 
health,  and  scientific  advances,  the  public  still 
looks  to  the  physician  for  guidance.  This  com- 
mission, through  its  many  committees  and  in 
close  liaison  with  the  State  Health  Department, 
does  much  to  fulfill  the  purposes  which  are  the 
primary  reasons  for  the  existence  of  our  So- 
ciety, namely:  “To  extend  medical  knowledge 

and  advance  the  science  and  art  of  medicine, 
and  to  promote  the  betterment  of  public 
health.” 

The  work  done  by  this  commission,  as  pre- 
sented at  the  annual  conference  held  in  Al- 
bany, should  make  all  members  proud  of  their 
State  Society. 

The  Commission  on  Medical  Services,  under 
the  chairmanship  of  G.  Rehmi  Denton,  M.D., 
through  its  Committees  on  Economics  and  Medir 
cal  Care  Insurance,  assisted  by  George  P.  Far- 
rell, director  of  the  Division  of  Medical  Care 
Insurance,  and  the  Committees  on  Occupational 
Health  and  Workmen’s  Compensation  with 
James  F.  Higgins,  M.D.,  as  director  of  the  Di- 
vision of  Occupational  Health  and  Workmen’s 
Compensation,  covers  fields  regarding  which 
the  average  physician  is  not  as  knowledgeable 
as  he  would  like  to  be  either  by  inclination  or 
training.  These  four  committees  have  per- 
formed splendidly  in  their  fields  and,  with  the 
help  of  staff,  have  served  our  Society  well. 

The  Commission  on  Public  and  Professional 
Affairs  has  been  carefully  scrutinized  by  C. 
Stewart  Wallace,  M.D.,  its  chairman,  in  an 
effort  to  increase  its  efficiency.  Some  innova- 
tions are  now  being  introduced  by  our  legisla- 
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tion  committees  in  an  effort  to  obtain  better 
results  in  their  fields. 

The  Public  Relations  Committee  is  busy  with 
several  worthwhile  projects,  and  the  Communi- 
cations Division  has  disseminated  position 
papers  on  Medicaid  and  peer  review  to  the 
membership  and  arranged  the  details  of  the 
eight  area  conferences. 

The  new  Commission  on  Standards  of  Medi- 
cal Care,  has  been  active  under  its  chairman, 
Waring  Willis,  M.D.,  and  the  director  of  the 
Division  of  Standards  of  Medical  Care,  Samuel 
Z.  Freedman,  M.D.  Its  work  has  grown  in- 
creasingly important  with  the  advent  of  Medi- 
care, Medicaid,  and  other  government  pro- 
grams. 

The  Committee  on  Hospital  and  Professional 
Relations  with  the  Subcommittee  on  Govern- 
ment Health  Centers  and  the  Committee  on 
Hospital-Based  Physicians  have  been  very  ac- 
tive and  will  probably  be  even  more  active  in 
the  future.  The  Committees  on  Nursing  and  on 
Ethics  have  been  doing  their  usual  commend- 
able work. 

The  Malpractice  Insurance  and  Defense 
Board  with  the  energetic  and  capable  leader- 
ship of  its  chairman,  Arthur  J.  Mannix,  M.D., 
has  been  rendering  a commendable  service  to 
the  Medical  Society  under  increasingly  difficult 
conditions.  Because  of  the  growing  paucity  of 
underwriters,  the  number  of  applicants  to  be 
reviewed  has  been  increasing  by  leaps  and 
bounds,  requiring  more  and  more  time  of  the 
voluntary  membership  of  this  Board. 

A study  is  now  being  conducted  by  the 
Board  in  an  effort  to  devise  a means  of  reducing 
the  number  of  malpractice  suits.  Possible 
methods  of  education,  legislative  action  to 
change  the  laws,  new  forms  of  insurance,  and 
arbitration  of  claims,  are  all  under  considera- 
tion at  the  present  time.  A special  advisory 
committee  has  been  appointed  to  assist  the 
Malpractice  Insurance  and  Defense  Board  with 
this  study. 

The  Committee  on  Proposed  Universal  Health 
Insurance  Law,  appointed  to  study  health  insur- 
ance legislation,  under  the  chairmanship  of 
Ralph  S.  Emerson,  M.D.,  has  suggested  guide- 
lines and  the  general  broad  principles  essential 
for  acceptance  of  any  health  insurance  legisla- 
tion by  the  Society.  These  guides,  approved  by 
the  State  Legislation  Committee  and  the  Coun- 
cil, should  be  accepted  as  the  policy  of  our  So- 
ciety for  any  universal  health  insurance  pro- 
posal. If  we  do  not  act  now  to  present  our 
views  and  opinions  forcefully  as  to  what  fea- 
tures we  want  in  this  type  of  legislation,  such 
legislation  may  be  enacted  without  including 
any  of  these  desirable  principles. 

Since  taking  office,  I have  had  the  pleasure 
and  privilege  of  representing  the  Society  at 
meetings  of  many  organizations  relating  to 
health.  These  include  our  own  Woman’s  Auxil- 
iary, which  I believe  is  still  an  untapped  source 
of  aid  for  some  of  the  programs  of  the  State 
Society.  This  relationship  requires  closer, 
more  direct  supervision,  and  participation  by 
the  State  Society  official  family  and  staff. 


I have  also  attended  district  branch  meetings, 
and  I am  convinced  that  these  meetings  serve  a 
useful,  worthwhile  purpose,  but  I believe 
greater  uniformity,  with  close  liaison  and  par- 
ticipation by  the  State  Society  official  family 
and  staff,  would  be  of  great  value.  Innovation 
could  demonstrate  the  function  and  work  of 
the  State  Society  and  bring  it  into  more  direct 
contact  with  the  membership  via  the  district 
branch. 

The  first  half  of  my  term  of  office  is  almost 
over.  It  has  been  an  extremely  busy  but  very 
rewarding  experience  for  me.  Some  things 
have  been  accomplished,  but  many  problems  re- 
main which  require  solution. 

I wish  to  thank  all  the  people  who  have  been 
so  kind  and  gracious  to  me  in  my  travels  about 
the  State.  I am  grateful  to  so  many:  my  fel- 
low officers,  the  members  of  the  Council,  the 
Board  of  Trustees,  committee  chairmen,  district 
branch  officers,  and  the  county  society  presi- 
dents who  have  all  been  so  considerate  and  co- 
operative. 

I also  wish  to  express  my  thanks  to  all  of  the 
members  of  the  staff,  to  that  girl  somewhere 
who  types  my  letters  and  reports  and  who  I do 
not  even  see,  and  especially  to  Henry  I.  Fine- 
berg,  M.D.,  our  executive  vice-president,  with- 
out whose  guidance  I might  have  been  com- 
pletely lost. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President 

President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

This,  my  last  accounting  to  you  of  my  stew- 
ardship as  your  president,  is  a supplement  to 
my  annual  report  printed  in  the  January  1 is- 
sue of  the  Journal. 

As  I stated  in  that  report,  many  programs  of 
the  Society  were  just  getting  underway  or  were 
in  the  process  of  being  implemented  and  could 
not  be  fully  reported.  Some  of  these  have  been 
completed  and  reported  in  the  annual  and  sup- 
plementary reports  you  now  have  before  you. 
I shall  not  repeat  them  but  shall  confine  my  re- 
marks to  a few  subjects  I feel  should  be  brought 
to  your  attention  at  this  time. 

Before  proceeding  there  is  one  comment  I 
would  like  to  make.  “At  this  time  on  reviewing 
the  events  of  the  year  one  recalls  his  ambitions 
and  plans  and,  in  retrospect,  wonders  where  the 
time  went,  and  how  much  has  been  accom- 
plished. So  many  unexpected  problems  arise 
that  require  prompt  attention,  with  the  hope 
that  a satisfactory  solution  is  reached,  that 
some  matters  that  were  previously  considered 
as  elective  projects  had  been  bypassed  as  a re- 
sult of  a more  urgent  problem.  My  best  hope 
for  my  successor  would  be  that  he  could  make 
his  plans  and  implement  them  without  the  mul- 
tiple interruptions  that  seem  to  be  part  of  the 
routine  at  present.”  These  words  are  not  mine, 
but  are  a direct  quote  from  the  supplementary 
annual  report  of  Dr.  Joseph  Lane,  read  before 
this  House  several  years  ago.  It  is  so  apropos 
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of  today  and,  in  fact,  of  every  year  since  then 
that  I felt  it  was  worth  repeating. 

We  seem  to  operate  by  crises,  and  this  is  par- 
ticularly true  in  the  socioeconomic  field  of  medi- 
cine. New  and  often  politically  motivated  pro- 
posals are  constantly  being  made  for  the  de- 
livery of  health  care  to  the  people  without  any 
practical  thought  being  given  to  the  ability  to 
provide  or  pay  for  these  services.  The  Medi- 
caid program  in  New  York  State  is  a classic  ex- 
ample. Conceived  in  haste  and  repented  when 
too  late  by  the  politicians,  it  has  satisfied  no 
one  and  brought  chaos  to  the  care  of  the  medi- 
cally indigent.  While  payments  for  physicians’ 
services  have  been  less  than  10  per  cent  of  the 
total  cost  of  the  program,  we  have  received  the 
brunt  of  the  blame  for  its  failure  and  high  costs. 

Practicing  physicians  and  organized  medicine 
must  become  more  involved  in  the  formation  of 
plans  for  delivery  of  health  care  to  the  public 
in  the  future.  This  is  essential  in  order  to 
avoid  the  mistakes  of  the  present  programs.  A 
step  in  this  direction  has  been  taken  by  our  spe- 
cial Committee  on  Proposed  Universal  Health 
Insurance  Law  in  their  proposed  principles,  to 
be'-embodied  in  any  legislation  of  this  type,  in 
order  to  be  acceptable  to  the  Medical  Society  of 
the  State  of  New  York.  Our  Committee  on  Re- 
search and  Planning  is  also  exploring  the  pos- 
sibilities of  new  methods  of  delivery  of  health 
care.  This  is  being  done  with  the  welfare  of 
the  patient  in  mind,  as  well  as  the  preservation 
of  the  traditional  doctor-patient  relationship. 
These  efforts  are  to  be  commended  and  encour- 
aged with  the  understanding  that  the  commit- 
tee’s findings  and  recommendations  are  always 
subject  to  the  approval  of  the  House. 

Peer  Review.  The  Ad  Hoc  Committee  on 
Peer  Review  Mechanisms  worked  faithfully  and 
diligently  to  encourage  the  formation  of  peer 
review  committees  at  the  county  level.  Sug- 
gested guidelines  were  established  and  pro- 
vided for  the  use  of  the  county  committees. 

With  the  able  assistance  of  the  Division  of 
Communications,  eight  area  conferences  were 
held  throughout  the  State,  to  acquaint  the 
membership  with  the  peer  review  concept  and 
to  help  establish  local  committees.  Judging 
from  the  responses  on  the  questionnaires  dis- 
tributed at  these  conferences,  the  increasing 
interest  shown,  and  the  questions  raised  as  the 
conferences  progressed,  it  can  be  assumed  that 
the  need  for  these  committees  has  been  widely 
accepted  by  most  county  societies. 

The  next  task  of  the  State  committee  will  be 
to  broaden  its  scope  to  include  the  establish- 
ment and  supervision  of  standards  of  medical 
care.  The  committee  will  endeavor  to  obtain 
the  cooperation  of  government  and  other  third- 
party  agencies  in  accepting  these  standards  of 
medical  care  and  the  mediation  findings  of  these 
committees  as  final  in  the  administration  of  the 
various  programs.  This  is  indeed  an  ambitious 
program  for  us  to  undertake,  but  we  must  not 
forget — if  we  do  not  do  this  ourselves,  someone 
else  will  do  it  for  us,  and,  once  more,  we  shall 
have  little  or  nothing  to  say  about  it,  until  it  is 
too  late.  An  attempt  must  be  made  to  bridge 


the  chasm  between  government  and  organized 
medicine  not  only  for  the  sake  of  our  profession 
but  for  the  people  we  both  serve. 

Our  Own  Building.  I can  recall  hearing  J. 
Stanley  Kenney,  M.D.,  in  1952  and  Andrew  A. 
Eggston,  M.D.,  in  1953  making  impassionate 
pleas  in  their  annual  reports  to  the  House  for 
the  Medical  Society  to  do  something  about  own- 
ing its  own  home.  Their  advice  and  that  of 
many  others  has  been  finally  heeded.  Last  year 
you  approved  the  Report  of  the  Building  Com- 
mittee and  of  the  Reference  Committee  of  this 
House  which  directed  that  work  on  the  con- 
struction of  our  building  begin  as  soon  as  possi- 
ble. It  had  been  hoped  that  the  ground-break- 
ing or  the  laying  of  the  cornerstone  could  take 
place  at  the  time  of  the  AMA  convention  this 
past  July.  This,  as  you  know,  was  not  to  be, 
and  with  your  indulgence,  I should  like  once 
again  to  quote  from  a presidential  report  of 
the  past: 

“New  Headquarters — This  location  was  se- 
lected after  months  of  careful  investigation 
and  planning  over  the  past  several  years; 
many  locations  have  been  looked  into  but 
none  were  suitable  to  our  needs  until  this  lo- 
cation was  found.  Although  everything 
seemed  in  fine  order  when  we  first  arranged 
for  this,  as  often  is  the  case,  several  compli- 
cations took  place.  I can  now  report  that  all 
these  complications  have  been  resolved  and 
everything  is  now  in  good  order.  I am  cer- 
tain that  you  as  Delegates  to  the  State  So- 
ciety and  all  our  members  will  be  proud  of 
our  new  home.” 

This  is  a quote  from  the  1958  presidential  re- 
port of  Thurman  B.  Givan,  M.D.,  and  referred 
to  the  moving  of  our  headquarters  to  750  Third 
Avenue,  our  present  location. 

Now,  over  ten  years  later,  complications  once 
again  have  delayed  us,  but  just  as  they  were 
then — they  have  all  been  overcome,  and  we  are 
at  last  on  our  way.  I consider  myself  most 
fortunate  to  have  been  president  of  this  So- 
ciety on  the  memorable  occasion  of  the  ground- 
breaking for  our  own  building  on  November  6, 
1969.  I would  like  to  take  this  opportunity,  on 
behalf  of  the  Society,  to  thank  all  those  who 
had  a part  in  bringing  this  to  fruition,  par- 
ticularly Renato  J.  Azzari,  M.D.,  and  his  Build- 
ing Committee;  William  F.  Martin,  Esq.,  our 
legal  counsel;  Henry  I.  Fineberg,  M.D.,  our 
executive  vice-president;  and  the  Board  of 
Trustees  who  must  arrange  for  the  financing 
of  this  project. 

Miscellaneous.  Despite  the  necessity  for  con- 
centrating so  much  of  our  effort  on  legislation 
and  socioeconomic  matters,  your  Society  has 
made  notable  progress  in  other  fields,  such  as: 
— We  maintain  our  eminence  in  the  field  of 
medical  literature  with  our  Journal. 

— Progress  has  been  made  in  the  task  of  re- 
vising our  Constitution  and  Bylaws. 

— The  study  to  determine  the  usual  and  cus- 
tomary fees  in  this  State  is  well  on  its  way  to 
completion. 

While  we  have  been  unable  to  organize,  ef- 
fectively, the  three-tier  committee  structure,  as 
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planned,  I feel  that  further  efforts  to  implement 
its  concept  should  be  continued  but  probably  on 
a more  limited  basis,  with  only  two  or  three 
committees,  such  as  Legislation  and  Public  Re- 
lations. 

Conclusion.  Serving  as  your  president  has 
been  an  honor  and  a privilege,  I shall  never 
forget.  It  has  been  most  rewarding  to  me,  de- 
spite the  time  and  effort  expended,  mostly  be- 
cause it  has  afforded  the  opportunity  to  meet 
and  become  better  acquainted  with  so  many 
splendid  people.  I shall  never  cease  to  marvel 
at  the  kindness  and  courtesy  extended  to  me  on 
my  travels  through  the  State  by  all  members  of 
the  Society. 

I wish  to  take  this  opportunity  to  thank  each 
and  everyone  of  you  for  your  help  and  consid- 
eration. 

You  may  rest  assured  that  the  future  of  this 
Society  is  indeed  bright  with  Walter  Walls  at 
the  helm  in  the  year  that  lies  ahead.  In  his 
capable  hands,  and  with  the  continued  work  and 
dedication  which  so  many  of  you  have  con- 
tributed in  the  past,  our  Society  will  go  on  to 
even  greater  service  to  its  members  and  the 
people  they  serve. 

Words  cannot  fully  express  the  indebtedness 
and  deep  gratitude  I feel  for  the  support  and 
guidance  given  me  by  our  executive  vice-presi- 
dent, Henry  I.  Fineberg,  M.D.,  and  the  untiring 
efforts  of  our  entire  staff  at  headquarters. 

For  the  help  and  cooperation  of  all  the  of- 
ficers, councillors,  trustees,  and  commission  and 
committee  chairmen,  I am  deeply  grateful. 

The  road  has  not  been  as  smooth  as  one  could 
wish  for — there  have  been  barricades  and  de- 
tours as  I have  mentioned  before — but  through 
it  all — and  I am  sure  every  president  has  been 
as  aware  of  this  as  I — the  hope  and  desire  for 
success  on  the  part  of  all  with  whom  I worked 
so  closely  made  my  year  as  your  president  a 
great  challenge  and  one  of  the  most  inspiring 
years  of  my  life. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 

The  annual  and  supplementary  reports  were 
reviewed.  The  president,  by  authority  of  the 
Council,  appointed  an  Ad  Hoc  Committee  on 
Peer  Review  Mechanisms.  Eight  regional  area 
conferences  were  held  to  acquaint  the  medical 
profession,  develop  guidelines,  and  outline  the 
reasons  for  the  existence  of  peer  review  com- 
mittees. 

Dr.  Heldmann  outlined  the  functions  of  the 
Commission  on  Public  Health  and  Education 
and  felt  that  the  members  of  the  Medical  So- 
ciety of  the  State  of  New  York  should  be  proud 
of  their  accomplishments.  Dr.  Heldmann 
called  our  attention  to  the  activities  of  the  Com- 
mission on  Medical  Services,  the  Commission  on 
Public  and  Professional  Affairs,  and  the  new 
Commission  on  Standards  of  Medical  Care,  to 
which  we  pay  tribute. 


The  president  also  called  attention  to  the 
growing  number  of  professional  liability  suits, 
the  increasing  difficulty  in  finding  underwrit- 
ers, and  stated  that  a study  is  under  way  to 
attempt  to  reduce  the  number  of  malpractice 
suits.  The  Committee  on  Proposed  Universal 
Health  Insurance  Law,  under  the  chairmanship 
of  Ralph  S.  Emerson,  M.D.,  has  offered  guide- 
lines and  broad  principles  essential  for  ac- 
ceptance of  any  health  insurance  legislation. 
Dr.  Heldmann  believes  that  these  guidelines 
should  be  accepted  as  the  policy  of  the  Medical 
Society  of  the  State  of  New  York.  The  presi- 
dent also  referred  to  the  importance  of  the  dis- 
trict branch  meetings  and  is  convinced  that 
they  serve  a useful  function  to  the  membership 
of  the  State  Medical  Society.  Dr.  Heldmann 
reported  on  our  new  building,  and  this  will  be 
discussed  in  more  detail  in  this  committee’s  re- 
port on  the  building. 

The  president  is  convinced  that  we  should 
include  our  Woman’s  Auxiliary  in  more  of  our 
state-wdde  projects.  He  recommends  a closer 
relationship,  more  direct  supervision,  and  par- 
ticipation by  the  State  Society  family  and  staff. 

This  committee  wishes  to  express  its  indebt- 
edness and  gratitude  to  Dr.  Heldmann  for  his 
outstanding  service  as  president.  The  commit- 
tee feels  that  he  has  been  a dedicated,  self- 
sacrificing  president  who  has  contributed 
greatly  to  the  Medical  Society. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

President-Elect 

To  the  House  of  Delegates,  Gentlemen: 

It  is  with  considerable  concern  and  a large 
measure  of  humbleness  that  I anticipate  the 
coming  year  as  your  president.  I am  not  un- 
mindful of  the  honor  you  have  bestowed  on  me 
and  for  it  I thank  you  gratefully.  However, 
the  task  of  following  in  the  footsteps  of  my 
illustrious  predecessors  and  being  an  effective 
and  useful  leader  of  our  Society  is  a real 
challenge.  Add  to  this  the  increasing  complex- 
ity of  the  problems  facing  our  profession  and 
the  job  ahead  looks  quite  formidable. 

At  the  beginning  of  a new  decade  it  is  quite 
in  order  to  assess  the  future  as  well  as  our 
present  status  and  a proper  foundation  for  both 
of  these  considerations  is  a bit  of  history. 

I recently  came  into  the  possession  of  an  in- 
teresting volume  which  is  entitled:  Transac- 

tions of  the  Medical  Society  of  the  State  of  New 
York — 1859.  At  that  time  and  from  the  time  of 
its  founding  in  1807,  the  Medical  Society  had 
its  annual  meeting  in  Albany  in  February.  In- 
cidentally the  impetus  for  the  formation  of  our 
Society  came  from  Saratoga  County  in  1805 
when,  with  the  help  of  physicians  from  Wash- 
ington and  Montgomery  counties,  the  Legisla- 
ture was  induced  to  pass  a bill  allowing  incor- 
poration of  county  medical  societies.  Forma- 
tion of  the  Medical  Society  of  the  State  of  New 
York  duly  followed  in  February  of  1807. 

According  to  the  Transactions,  a bylaw  of 
the  New  York  State  Medical  Society  imposed  a 
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fine  of  $25  on  the  president  if  he  failed  to  de- 
liver, “an  address  on  some  appropriate  subject” 
at  the  annual  meeting.  Hence  at  the  annual 
meeting  of  the  Society,  February  2,  1859,  at 
Albany,  the  then  president  of  the  Society, 
Thomas  C.  Brinsmade,  M.D.,  of  Rensselaer 
County,  delivered  his  annual  address.  Al- 
though the  Society  met  in  the  City  Hall  for  its 
session,  the  annual  address  was  delivered  in  the 
chamber  of  the  Assembly  on  the  evening  of  the 
second  day  of  the  meeting  and  the  Governor, 
Lt.  Governor,  and  other  State  officers,  the  mem- 
bers of  the  Legislature,  and  the  public  generally 
were  invited  to  attend.  With  such  a dis- 
tinguished captive  audience  the  president  made 
the  most  of  his  opportunity  and  his  speech  cov- 
ers some  25  pages  of  the  Transactions. 

Although  the  address  is  long-winded  and  far 
from  concise,  it  is  interesting  to  note  the  prob- 
lems of  the  times  that  the  good  doctor  dis- 
cussed. He  made  a plea  for  membership  in 
medical  societies  and  noted  that  only  about  half 
of  the  physicians  in  the  State  belonged  to  medi- 
cal societies  and  only  about  a third  of  them 
availed  themselves  of  the  advantages  of  at- 
J tending  meetings  for  the  advancement  of  med- 
ical knowledge.  He  also  made  a plea  for  keep- 
ing good  records  individually,  as  well  as  on  a 
community  and  state  level  with  adequate  re- 
porting of  diseases,  causes  of  death,  and  so  on. 
He  was  also  greatly  concerned  about  nostrums 
and  quackery  in  all  forms  and  felt  that,  “the 
position  of  the  medical  profession  of  the  State 
ought  to  be  such  as  to  merit  and  receive  the 
confidence  and  support  of  the  public  so  entirely 
as  to  be  deemed  the  sole  advisers  in  all  matters 
affecting  the  health  of  communities  and  of  indi- 
viduals.” 

It  was  also  noted  in  the  address  that  there 
were  about  6,000  physicians  in  the  State,  and 
their  average  duration  of  life  was  fifty-six 
years.  This  necessitated  a replacement  rate  of 
about  200  a year,  and  the  six  medical  schools  in 
the  State  were  producing  that  number  easily. 

We  have  come  a long  way  in  one  hundred 
and  ten  years  but  still  have  some  of  the  old 
troubles.  Physicians  live  longer  on  the  aver- 
age, and  community  disease  records  are  quite 
well  organized  and  kept  up  to  date.  However, 
although  a high  percentage  of  physicians  be- 
long to  medical  societies,  their  attendance  at 
meetings  leaves  something  to  be  desired,  and 
the  need  for  continuing  postgraduate  education 
is  only  being  partially  met.  Despite  improved 
Federal  and  state  controls,  we  still  have  quacks 
and  nostrums  and  a need  to  educate  the  public 
concerning  good  medical  practice. 

As  far  as  our  influence  on  State  legislation 
is  concerned,  we  appear  to  have  lost  consider- 
able ground,  and  the  vast  majority  of  health 
legislation  does  not  come  from  professional  ini- 
tiation or  indeed  with  professional  counsel. 
The  State  Medical  Society  was  apparently  much 
closer  to  the  Governor  and  the  Legislature  both 
spiritually  and  physically  a century  ago.  We 
are  certainly  not,  “the  sole  advisers  in  all  mat- 
ters affecting  the  health  of  communities  and  of 
individuals.”  However,  we  do  have  strong 


voices  in  Albany  that  belong  to  our  profession 
in  the  persons  of  the  Commissioner  of  Health 
and  his  deputies,  and  it  is  to  our  mutual  ad- 
vantage to  work  closely  together.  We  are  in- 
deed fortunate  to  have  such  a fine  physician 
and  gentleman  as  Hollis  S.  Ingraham,  M.D., 
for  our  present  commissioner. 

Today,  the  medical  profession  seems  to  have 
become  the  whipping  hoy  of  both  national  and 
state  governments.  While  the  Medicare  pro- 
gram has  succeeded  fairly  well,  it  has  been  sub- 
ject to  abuses,  and  the  cost  of  the  program  has 
continually  escalated  necessitating  increasing 
rates  for  Part  B to  the  public.  These  abuses, 
mainly  of  utilization  and  overcharge,  however, 
involve  only  a small  fraction  of  our  profession 
and  contribute  only  a small  fraction  of  the  ris- 
ing cost  of  the  program  which  is  mainly  due  to 
increased  hospital  and  drug  costs.  However, 
it  behooves  us  to  effectively  use  our  peer  review 
committees  to  keep  our  house  in  order. 

As  for  Medicaid,  the  situation  is  chaotic. 
While  the  original  intent  of  the  program  was 
good  and  as  such  was  approved  by  our  Society, 
the  unrealistic  eligibility  levels  and  the  inade- 
quate professional  payments  were  bound  to 
produce  the  predicted  difficulties  of  the  pro- 
gram. The  cost  has  exceeded  all  State  official 
predictions  and  along  with  more  realistic  es- 
tablishment of  eligibility  levels,  again  the  med- 
ical profession  is  the  whipping  boy  and  blamed 
for  overutilization  when,  in  fact,  the  figures 
show  that  physician  payments  are  9.1  per  cent 
of  the  total  as  compared  with  42.5  per  cent  for 
hospitalization,  11.8  per  cent  for  nursing  homes, 
and  13.3  per  cent  for  dentistry.  Although  at 
the  beginning  of  this  program  the  Governor 
stated  that  Medicaid  patients  should  be  re- 
garded as  first-class  citizens  and  paid  for  at  a 
fee-level  compatible  with  going  rates,  this  was 
never  carried  out,  and  many  physicians  felt 
they  could  not  serve  Medicaid  patients  at  the 
fees  offered.  With  the  present  cuts  in  fees,  the 
remuneration  approaches  the  ludicrous,  and  it 
is  obvious  that  drastic  changes  will  need  to  be 
made  in  the  program  if  an  adequate  delivery 
system  of  medical  services  to  the  lower  income 
groups  is  to  be  accomplished. 

To  complicate  our  problems,  our  tremendous 
increase  in  scientific  medical  ability  has  caused 
two  gratifying  but  taxing  results.  One  of 
these  is  increased  longevity,  with  a need  for 
more  geriatric  care  and  housing.  The  other  is 
increased  technical  demands  of  hospitals,  with 
a need  for  more  expensive  equipment,  sophisti- 
cated procedures,  and  personnel  of  all  types, 
including  physicians.  These  two  factors  plus 
our  population  explosion  have  caused  a short- 
age of  physicians  and  other  health  personnel  of 
growing  magnitude.  Some  new  medical  schools 
and  the  enlargement  of  others  have  helped  in 
some  degree  but  are  not  sufficient  for  the  need. 
Various  means  of  extending  a physician’s  use- 
fulness are  being  tried,  such  as  group  prac- 
tice, medical  centers  in  rural  communities,  and 
training  and  utilization  of  paramedical  person- 
nel. 

An  interesting  shift  in  emphasis  and  direc- 
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tion  of  medical  training  is,  likewise,  being  man- 
ifested lately.  The  profession  has  always  had 
three  main  tasks:  (1)  care  of  the  sick  and  in- 

jured, (2)  teaching,  and  (3)  research.  If  it 
were  not  for  the  need  of  medical  care,  we  would 
have  no  purpose  whatsoever,  and  this  must  al- 
ways be  our  most  important  function.  The 
need  for  developing  more  physicians,  of  course, 
involves  physician-teachers,  and  the  need  of 
finding  better  and  new  remedies  and  treat- 
ments demands  physician-research.  A genera- 
tion ago,  the  practitioner  also  did  most  of  the 
clinical  teaching  and  even  much  of  the  re- 
search. In  the  last  thirty  years  or  so  the  full- 
time physician-teacher  or  physician-researcher 
has  come  to  the  fore,  and  the  clinician  has  felt 
demoted  to  a certain  degree.  The  pendulum  is 
now  swinging  back  more  toward  center,  and 
the  patient-oriented  physician  has  become  fa- 
vored, be  he  involved  in  teaching  or  research. 

This  shift  in  philosophy  is  being  felt  in  choos- 
ing students  for  medical  schools,  and  more  in- 
terest is  being  shown  in  selecting  those  with 
proper  motivation  and  over-all  potential  than 
those  whose  main  qualification  consists  of  high 
marks.  The  latter  group  may  produce  a higher 
percentage  of  full-time  teachers  or  research- 
ers, but  the  greatest  need  now  is  for  patient 
care. 

It  is  also  necessary  to  encourage  candidates 
from  underprivileged  and  minority  groups  with 
the  hope  that  they  will  eventually  contribute  to 
the  better  medical  care  of  such  groups. 

Our  Medical  Society,  as  well  as  the  American 
Medical  Association,  has  often  been  accused  of 
acting  by  crisis  and  not  by  plan.  While  it  is 
true  that  often  situations  develop  “out  of  the 
blue”  and  can  only  be  reacted  to  after  the  fact, 
dt  is  equally  true  that  we  have  been  forward 
thinking  and  have  tried  to  mold  upcoming  leg- 
islation as  well  as  initiate  some  of  our  own. 
It  is  sometimes  quite  difficult  for  the  average 
busy  physician  to  realize  that  his  paramount 
interests  are  not  always  those  of  the  general 
public.  Our  relatively  small  number  does  not 
make  for  much  effective  lobbying  pressure. 
The  most  effective  means  of  benefiting  our  pro- 
fession is  to  support  or  initiate  policy  that  is 
best  for  the  people  and  not  necessarily  our  own 
narrower  interests.  This  policy  in  the  long 
run  will  always  be  best  for  ourselves. 

During  the  past  few  years,  in  discussions 
with  physicians,  singly  or  in  groups,  I have 
been  amazed  to  learn  how  little  they  know  of 
our  Society’s  functions.  I have  recommended 
and  encouraged  a program  of  education  of  our 
members  in  this  regard  and  am  happy  to  note 
the  publication  of  a new  brochure  called,  You — 
and  Your  State  Medical  Society.  This  small 
booklet  gives  in  capsule  form  a glimpse  of  the 
workings  of  this  Society,  and  I recommend  that 
every  member  read  it.  Besides  our  full-time 
staff  headed  by  our  able  executive  vice-presi- 
dent, Henry  I.  Fineberg,  M.D.,  you  will  note 
that  there  are  nearly  100  committees  with  sev- 
eral hundred  of  our  more  than  27,000  members 
involved  in  the  Society’s  activities.  I believe 
your  Society  is  doing  a good  job,  but  it  will 


continue  to  need  the  help  and  support  of  all  its 
members  to  be  effective. 

What  of  the  future?  What  does  this  decade 
of  the  seventies  have  in  store  for  us?  Some 
things  are  already  under  way,  such  as  our  own 
new  headquarters  building  at  Lake  Success. 
Some  things  can  be  predicted,  such  as  some 
sort  of  universal  health  insurance  and  revision 
of  Medicaid.  However,  the  increasing  pressure 
by  governmental  forces  for  the  regimentation 
of  medicine  is  causing  apprehension  throughout 
the  nation’s  medical  profession.  Change  there 
will  be,  and  to  resist  it  blindly  is  useless  and 
less  than  intelligent.  We  must  help  mold  the 
changes  and  present  innovations  of  our  own 
that  will  be  of  benefit  to  tbe  American  people, 
including  ourselves. 

Methods  of  improving  the  delivery  system  of 
medical  care  as  was  mentioned,  must  be  sought 
out  and  implemented.  Also  we  must  have  bet- 
ter ways  for  financing  the  care  of  the  low-in- 
come class  and  the  indigent  people. 

Our  medical  schools  must  be  increased  in 
number  and  size  to  catch  up  with  the  shortage 
of  trained  physicians.  They  must  also  develop 
more  and  better  postgraduate  and  continuing 
education  programs. 

Research  must  continue  and  not  be  ham- 
strung by  vast  cuts  in  Federal  support  if  our 
progress  in  medicine  is  to  continue.  One  as- 
pect of  research  that  promises  to  be  productive 
is  the  increasing  projection  of  the  use  of  com- 
puters in  clinical  medicine.  It  will  be  possible 
to  record  and  store  for  instant  retrieval  a pa- 
tient’s complete  history,  physical  examination, 
and  laboratory  data  on  a national  basis  with 
vast  multiple  cross-filings  of  data  to  aid  diag- 
nosis and  even  treatment. 

Medical  knowledge  presently  furnished  in 
publications  can  likewise  be  stored  and  re- 
trieved at  will,  and  it  is  interesting  to  note  that 
the  retiring  editor  of  the  Journal  of  the  Amer- 
ican Medical  Association,  John  H.  Talbott, 
M.D.,  freely  predicted  that  there  might  be  no 
need  for  the  Journal  and  other  such  publica- 
tions in  the  not  too  distant  future. 

Medicine’s  province  has  always  included  so- 
cial disorders.  Let  me  read  a startling  quota- 
tion : “.  . .the  nations  who  claim  to  be  the  lead- 
ers of  human  progress  are  fearfully  addicted 
to  narcotic  indulgences,  which.  . .impose  crush- 
ing burdens  upon  them,  wasting  the  products 
of  their  industry  and  increasing  every  element 
of  evil  among  them.”  That  statement  could 
be  from  an  editorial  in  today’s  newspaper,  but 
actually  it  was  published  one  hundred  years 
ago.  Drug  addiction  is  still  one  of  the  most 
distressing  ills  afflicting  our  society.  Today  it 
is  on  a vaster  scale  and  most  tragically  is 
spreading  among  the  youth  of  our  land  -where 
it  has  reached  epidemic  proportions.  Under- 
standably parents  are  alarmed,  if  not  in  a 
panic,  as  they  plead  for  help  in  what  to  do. 

In  retrospect  it  can  be  seen  that  recognition 
of  drug  addiction  as  an  illness  was  a step  for- 
ward, but  this  proper  and  correct  designation 
had  an  unforeseen  reaction.  Both  addicts  and 
the  community  regarded  this  pronouncement  as 
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relieving  them  of  major  responsibility.  Instead 
much  responsibility  was  shifted  to  the  medical 
profession.  After  all,  it  was  reasoned,  contract- 
ing illness  is  a matter  of  chance,  and  physicians 
are  the  guardians  and  custodians  of  health. 
In  this  shift,  there  may  have  been  some  wishful 
thinking,  and  apparently  there  was  expectation 
that  medicine  would  produce  magically  over- 
night a panacea. 

But  such  a line  of  reasoning  has  two  fallacies. 
First,  with  all  the  contributory,  conditioning, 
and  precipitating  factors,  yet  in  the  final  step 
much  illness  is  self-induced.  So  it  is  with  drug 
addiction.  The  individual  has  a responsibility  to 
avoid  this  disaster. 

Second,  drug  addiction  is  an  exceedingly  com- 
plex condition  with  sociologic,  cultural,  eco- 
nomic, and  environmental,  as  well  as  medical 
aspects.  Consequently,  no  one  approach,  indeed 
no  limited  approach,  is  likely  to  succeed  in 
stifling  it.  Medicine  employs  two  lines  of  at- 
tack against  disease,  therapeutic  and  preven- 
tive. In  epidemics  the  stricken  are  treated  to 
restore  them.  But  this  ministration  is  also 
preventive  by  diminishing  the  reservoir  and 
curbing  the  spread.  Additional  preventive 
measures  are  also  necessary. 

At  present  the  therapeutic  approach  to  exist- 
ing drug  addiction  is  limited.  This  restriction 
is  understandable  when  it  is  recalled  that  for 
thirty  years  the  medical  profession  virtually 
withdrew  from  the  study  or  treatment  of  drug 
addiction  because  of  legal  jeopardy.  It  is  most 
fortunate  and  indeed  remarkable  that  since  its 
return  to  work  on  the  therapeutics  of  this  social 
ill,  it  has  already  made  some  progress.  But  re- 
gardless of  therapeutic  advances,  it  is  impor- 
tant to  realize  that  prevention  of  drug  addic- 
tion is  far  more  effective  than  measures  to 
efface  the  already  existing  condition.  What  has 
to  be  remembered  is  the  old  adage  that  an  ounce 
of  prevention  is  worth  a pound  of  cure. 

Preventive  medicine  is  a term  so  glibly  used 
and  so  frequently  heard  these  days.  It  is  a 
fundamentally  sound  and  useful  concept  that 
has  become  a vague  generality,  often  not  un- 
derstood or  misunderstood,  especially  by  the 
public.  At  the  mention  of  preventive  medicine, 
people  tend  to  think  of  vaccines,  sanitation, 
diets,  and  an  annual  checkup.  In  short,  it  is 
thought  to  be  exclusively  the  responsibility  and 
the  action  of  the  physician.  He  is  viewed  as 
the  active  participant  who  confers  protection  on 
a passive  recipient.  But  preventive  medicine 
is  vastly  more  and  different. 

In  the  prevention  of  many  ills,  the  physician 
may  advise  a regimen  conducive  to  the  mainte- 
nance of  health,  and  even  impart  warning  signs 
for  early  detection  of  a disorder.  But  at  this 
point  his  sphere  of  influence  in  prevention  stops. 
The  actual  application  of  this  advice  depends 
entirely  on  the  recipient.  In  the  prevention  of 
drug  addiction  among  youth,  the  major  respon- 
sibility is  on  the  public  through  education, 
training,  and  rearing  in  the  home,  the  school, 
the  church,  and  the  whole  community.  This 
area  is  beyond  the  control  of  the  physician.  He 
can  provide  the  expertise  on  the  illness  to  be 


prevented  and  suggest  the  points  of  attack  and 
defense.  But  in  the  final  outcome,  success  in 
execution  depends  on  an  aroused  public  ready 
for  action. 

In  setting  straight  the  lines  of  responsibility, 
the  medical  profession  is  not  backing  away 
from  the  crisis.  Quite  the  contrary,  it  is  point- 
ing out  the  deployment  and  alignment  of  forces 
and  the  proper  division  of  responsibility  and 
functions  for  a most  effective  fight  against  ad- 
diction. Let  it  be  emphasized  that  the  medical 
profession  will  continue  its  therapeutic  work 
on  existing  addiction  with  such  means  as  are 
now  available.  It  will  continue  to  search  for 
better  therapeutic  measures.  Above  all,  it  will 
perform  its  role  in  the  highly  important  pre- 
ventive campaign.  But  it  should  be  clearly 
recognized  that  the  major  task  in  this  preven- 
tive effort  must  by  its  very  nature  be  assumed 
by  the  public. 

Because  I regard  drug  addiction  to  be  one  of 
the  most  pressing  health  problems  confronting 
our  nation  today,  I am  enlarging  the  Committee 
on  Alcoholism  and  Drug  Abuse  and  asking  it 
to  make  specific  recommendations  at  the  earliest 
possible  moment  on  both  the  therapeutic  and 
preventive  aspects  of  this  menacing  disorder. 
These  proposals  will  then  be  communicated  to 
every  physician  in  our  organization  so  that  each 
may  work  effectively,  whether  therapeutically 
or  preventively,  in  his  community  to  overcome 
this  tragic  plague. 

There  is  a tendency  to  be  dismayed  and  dis- 
heartened with  events  of  our  times,  but  I think 
exciting  new  changes  and  events  in  the  future 
offer  not  only  challenge  but  gratification  for  our 
efforts. 

As  Phillips  Brooks  said  years  ago: 

“0  do  not  pray  for  easy  lives, 

Pray  to  be  stronger  men. 

Do  not  pray  for  tasks  equal  to  your  powers, 

But  pray  for  powers  equal  to  your  tasks.” 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  President-Elect 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 

The  president-elect  hopes  to  continue  the 
many  programs  that  are  now  functioning,  in- 
cluding fee  schedule  review  throughout  the 
State,  three-tier  committee  structure,  peer  re- 
view committee,  the  study  of  the  Commission  on 
Standards  of  Medical  Care,  and  drug  abuse. 
Dr.  Walls  regards  drug  addiction  as  one  of  the 
most  pressing  health  problems  confronting  our 
State  and  nation  today,  and  he  intends  to  en- 
large the  Committee  on  Alcoholism  and  Drug 
Abuse  in  an  effort  to  secure  specific  recom- 
mendations on  preventative  and  therapeutic 
methods. 

This  committee  congratulates  the  president- 
elect and  wishes  him  a fruitful  and  enjoyable 
year. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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Secretary  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  reports  as  follows  for  the  year 
1969-1970. 

House  of  Delegates.  The  verbatim  stenotype 
record  of  the  proceedings  of  the  1969  House  of 
Delegates  is  on  file  in  the  headquarters  office. 
Edited  minutes  of  the  1969  meeting  were  pub- 
lished in  the  June  1,  1969,  issue  of  the  New 
York  State  Journal  of  Medicine.  In  the 
meantime,  before  publication  of  the  minutes, 
the  Secretary  presented  a list  of  actions  of  the 
House  to  the  Council  at  its  March  meeting  with 
a request  for  action  or  referral.  The  Council’s 
actions  or  referrals  were  carried  out  or  trans- 
mitted to  the  officers  and  committee  chairmen 
involved.  Actions  taken  on  these  instructions 
by  the  officers  and  committees  to  whom  they 
were  referred,  excerpted  from  monthly  and 
annual  reports  available  at  the  time  of  this 
writing,  are  included  in  the  “Resume  of  In- 
structions of  the  1969  House  of  Delegates  and 
Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.” 

Council,  Executive  Committee,  Judicial  Coun- 
cil, and  Board  of  Trustees.  The  Secretary  has 
kept  minutes  of  meetings  of  the  Council,  the 
Executive  Committee,  and  the  Board  of  Trus- 
tees. He  has  also  reported  actions  of  the  Exec- 
utive Committee  to  the  Council.  In  accordance 
with  the  requirements  of  the  Bylaws,  the  Sec- 
retary has  sent  out  notices  of  the  meetings  of 
the  Council,  the  Executive  Committee,  and  the 
Board  of  Trustees. 

Membership.  In  response  to  requests  by  the 
county  medical  societies,  presented  by  the  Sec- 
retary, the  Council  has  approved  remission  of 
dues  of  281  members  because  of  illness,  finan- 
cial hardship,  or  military  service.  A supple- 
mentary report  will  contain  additional  member- 
ship information  including  a list  of  life  mem- 
bers elected  by  the  Council  in  January.  A list 
of  persons  elected  to  life  membership  at  the 
Council  meetings  held  in  February,  March, 
May,  June,  September,  and  November  follows. 

Frank  Joseph  Accarino,  The  Bronx 

Rudolf  Aebli,  New  York  City 

Jack  M.  Ain,  Brooklyn 

Albert  Herman  Aldridge,  New  York  City 

Robert  Hyman  Alterman,  Hollywood,  Florida 

Harry  S.  Altman,  The  Bronx 

Salvatore  Amato,  New  York  City 

Jacob  Applebaum.  New  York  City 

Julius  Arnowich,  New  York  City 

Eric  Baender,  Freeport 

Berta  Baer,  Forest  Hills 

Horace  Strow  Baldwin,  Sarasota,  Florida 

Alvan  Leroy  Barach,  New  York  City 

Mario  Parker  Bates,  Massapequa 

Leo  Baum,  East  Syracuse 

Isabel  Beck,  New  York  City 

Oswald  Beer,  Hallandale,  Florida 

Hans  Jacob  Alfred  Behrend,  New  York  City 

Hans  Joseph  Behrendt,  The  Bronx 

Frederick  Herman  Ben,  Rockville  Centre 


Joseph  Berberich,  New  York  City 
Ernst  Walter  Bergmann,  New  York  City 
Milton  Lionel  Berliner,  New  York  City 
Clifton  Harold  Berlinghof,  Binghamton 
Harold  D.  Berlowitz,  Brooklyn 
Harold  Henry  Berman,  Staten  Island 
Harry  Berman,  Brooklyn 
George  David  Berry,  Niagara  Falls 
Paul  P.  Birkenholz,  North  Miami,  Florida 
Oscar  Harry  Bloom,  Great  Neck 
Beatrice  Bolan,  New  York  City 
Murray  Lampel  Brandt,  New  York  City 
John  Joseph  Brennan,  Oswego 
John  Joseph  Brick,  Brackney,  Pennsylvania 
Hans  Fritz  Brinitzer,  New  York  City 
Clara  Adele  Brown,  Oswego 
Howard  Dodge  Huffman  Brown,  New  York 
City 

Roswell  Kingsbury  Brown,  Santa  Barbara, 
California 

Michael  Bruck,  New  York  City 
Ernest  Buffone,  Brooklyn 
Frederick  Carl  Burgheim,  New  York  City 
William  Herbert  Burwig,  Tonawanda 
Fred  Temple  Burling,  Trumansburg 
George  Francis  Caccamise,  Jamestown 
Irving  Caine,  Yonkers 
Franklin  W.  F.  Caird,  Troy 
Royall  Graves  Cannaday,  New  York  City 
Victor  Carabba,  New  York  City 
Francis  Thomas  Carbone,  Buffalo 
Arnold  Cassell,  New  York  City 
Michael  Ardach  Cassidy,  New  Rochelle 
George  Scholl  Cattanach,  New  York  City 
Daniel  Ignac  Chillag,  Astoria 
Louis  Bartholomew  Chmielewski,  Floral  Park 
Gilbert  Arden  Clark,  Troy 
Fritz  Colbert,  New  York  City 
Clair  Hayes  Culver,  Falconer 
Helen  Ollendorff  Curth,  New  York  City 
William  Curth,  New  York  City 
William  Thomas  Dailey,  Brooklyn 
John  Vincent  D’Angelo,  Mamaroneck 
Harold  William  Dargeon,  New  York  City 
Maurice  Davidson,  Rochester 
Joshua  William  Davies,  Bronxville 
John  Andrew  Davis,  New  York  City 
Manuel  DeDiego,  Binghamton 
Joseph  DePietro,  Forest  Hills 
Louis  Joseph  DeRusso,  Albany 
Robert  Henry  Fales  Dineger,  White  Plains 
Edward  Francis  Dodge,  Niagara  Falls 
Bernard  James  Dolan,  Eggertsville 
Maurice  Anthony  Donovan,  Schenectady 
Isaac  Emanuel  Edelman,  Richmond  Hill 
Conrad  Alpheus  Edwards,  New  York  City 
Bernard  Einig,  New  York  City 
William  Camfield  Emerson,  Rome 
Emil  Albert  Falk,  New  York  City 
Joseph  Victor  Farugia,  Lewiston 
Harris  Feinberg,  Brooklyn 
Gertrude  Felshin.  New  York  City 
Robert  Kenneth  Felter,  Ridgewood,  New  Jer- 
sey 

Marian  Ferber,  Brooklyn 
Jacob  Fierstein,  New  York  City 
August  Fincke,  Garden  City 
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Solomon  Fineman,  New  York  City 
Neil  Fitch  Forbes,  Long  Island  City 
Louis  Fox,  New  York  City 
Claude  Montgomery  Francis,  Rochester 
Kurt  Julius  Freundlich,  Brooklyn 
Max  Friedman,  The  Bronx 
Emanuel  Gahan,  New  York  City 
Joseph  Galasso,  Savannah,  Georgia 
Giuseppe  Gareri,  Jamaica 
Michael  Garofalo,  Long  Island  City 
Charles  Hugo  Gelb,  New  York  City 
Louis  Jesse  Geldzahler,  Pittsfield,  Massa- 
chusetts 

Frank  Joseph  Genovese,  Long  Island  City 
H.  Charles  Gerard,  New  York  City 
Charles  B.  F.  Gibbs,  Rochester 
Robert  F.  D.  Gibbs,  Seneca  Falls 
Reuben  Gilbert,  Hallandale,  Florida 
Alfred  Goldberg,  New  York  City 
Harry  Goldberg,  The  Bronx 
Myron  Everett  Goldblatt,  New  York  City 
Leopold  Goldfarb,  Amityville 
William  Goldring,  New  York  City 
Rudolph  Victor  Gorsch,  Manchester,  Connect- 
icut 

George  Herbert  Gonyea,  Plattsburgh 
Michael  Gosis,  Bayside 

Raymond  Ignace  Gosselin,  Norwalk,  Connect- 
icut 

Arnold  Isaac  Gotoff,  The  Bronx 
Leo  Gourvey,  The  Bronx 
Edwin  Joseph  Grace,  Brooklyn 
Frederick  William  Graef,  New  York  City 
Harold  G.  Grayzel,  Brooklyn 
Monroe  Edwin  Greenberger,  New  York  City 
Charles  M.  Greene,  Utica 
Herbert  H.  Gutstein,  New  York  City 
Robert  Carr  Hall,  Clinton 
Armand  Hammer,  Los  Angeles,  California 
Bernard  Daniel  Hannan,  New  York  City 
Israel  Harnick,  Buffalo 
Arthur  C.  Hartnagel,  Berkshire 
Leonard  Wood  Haynes,  Bedford 
Hans  Bernard  Henschel,  Buffalo 
Emil  Herman,  Middletown 
Harold  Herman,  New  York  City 
Leo  Hess,  New  York  City 
Sophie  Hirsch,  Richmond  Hill 
Max  Hofmann,  New  York  City 
Margaret  Herz  Hohenberg,  New  York  City 
Esther  Holdengraeber,  New  York  City 
Ralph  James  Hotchkiss,  Schenectady 
John  Harold  Hunt,  Elmira 
Albert  Salisbury  Hyman,  New  York  City 
Oswald  Andrew  Igel,  The  Bronx 
Thomas  Iovino,  Great  Barrington,  Massa- 
chusetts 

Joseph  J.  Jacobson,  Kingston 

Seth  Ransom  Jagger,  Westhampton  Beach 

Vansel  Stanley  Johnson,  New  York  City 

Milton  E.  Johnston,  Osterville,  Massachusetts 

Henry  H.  Jordan,  New  York  City 

Louis  Vincent  Jurich,  New  York  City 

Irving  Robert  Juster,  Glens  Falls 

Leo  Kaiser,  Lynbrook 

John  Henry  Kalteux,  Schenectady 

Eric  Kaminski,  Jamestown 


Max  Kaplan,  Brooklyn 
Frances  Kardons,  New  York  City 
Anthony  Milosh  Kasich,  New  York  City 
Samuel  Hopkins  Kauffman,  Syracuse 
Charles  Kaufman,  Rochester 
Sol  Norman  Keen,  Forest  Hills 
Ernest  Jasper  Kelley,  Jr.,  Jamestown 
Marion  E.  Kenworthy,  New  York  City 
Joshua  Kern,  Fultonville 
Duncan  Gordon  Kilgour,  New  York  City 
Martin  H.  Kilmann,  New  York  City 
James  Calvert  Kirkbright,  Eastchester 
Olga  K.  Kiss,  Woodhaven 
Alfred  Klein,  Miami  Beach,  Florida 
George  Klein,  New  York  City 
Maurice  R.  Kleinberg,  Brooklyn 
I.  Saul  Klemes,  New  York  City 
Martin  Knisbaum,  Brooklyn 
Caryl  Augustus  Koch,  Orchard  Park 
Joseph  Harold  Kris,  Eastport 
Nathaniel  Kutzman,  Buffalo 
Oswald  Neocle  La  Rotonda,  New  York  City 
Paul  J.  Lepore,  New  York  City 
Herbert  Lewy,  Rochester 
Einar  Lie,  Rochester 
Boris  Bert  Libon,  New  York  City 
Max  Loeb,  New  York  City 
Ruth  Loveland,  New  York  City 
John  Edward  Lowry,  Flushing 
Fayette  Durant  MacDonald,  Woodhull 
John  Josiah  Maisel,  Buffalo 
Recka  Mandelbaum,  New  York  City 
Sylvan  Dallas  Manheim,  New  York  City 
Frieda  David  Mark,  New  York  City 
James  Pratt  Marr,  New  York  City 
Joseph  Dominic  Marraffino,  Larchmont 
Dominick  Francis  Maurillo,  Bal  Harbour, 
Florida 

Anthony  Vincent  Mazzari,  Brooklyn 
Robert  Alexander  McCaig,  Saugerties 
Sherman  William  Mcllmoyl,  Troy 
Donald  Robert  McKay,  Buffalo 
Anna  McGrath  Meehan,  Brooklyn 
Nathaniel  Gilman  Meltzer,  New  York  City 
Harold  Russell  Merwarth,  Brooklyn 
Pasquale  Frederic  Metildi,  Rochester 
Adolph  Max  Metz,  North  Bellmore 
Alfons  Leo  Meyer,  Glendale 
Douw  Schuyler  Meyers,  Kingston 
Jacob  Jonathan  Miller,  The  Bronx 
David  Lawrence  Milliken,  New  York  City 
Manuel  M.  Monserratte,  Binghamton 
Maria  Morgenstern,  New  York  City 
Thomas  Smithson  Morton,  Richmond  Hill 
Edward  August  Muendel,  Queens  Village 
Rosario  Mule,  Ridgewood 
Stephen  Musliner,  New  York  City 
Joseph  Norman  Nathanson,  New  York  City 
Albert  Martin  Nelson,  New  York  City 
Edith  Alice  Neumann,  Kew  Gardens 
Leonard  Emanuel  Nichols,  Syracuse 
Anthony  Nigro,  New  York  City 
John  Clark  O’Brien,  Mechanicville 
William  Liguori  O’Connell,  Brooklyn 
John  O’Flanagan,  Long  Island  City 
Elizabeth  Palmer,  Troy 
Cecil  James  F.  Parsons,  Dobbs  Ferry 
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Gerald  Edwin  Pauley,  Queens  Village 

William  Edward  Pelow,  Syracuse 

Edith  Peritz,  New  York  City 

Frank  Hart  Peters,  New  York  City 

Ray  Wilson  Peterson,  Binghamton 

Marcello  Petraroja,  Brooklyn 

John  Pisk,  Schenectady 

Reuben  Ploss,  Brooklyn 

Kurt  Michael  Pola,  New  York  City 

Houston  Wallace  Pratt,  Glen  Cove 

Libby  Pulsifer,  Rochester 

Anna  Earl  Purdy,  Hartsdale 

Max  S.  Rabinowitz,  Brooklyn 

Leo  S.  Radwin,  New  York  City 

James  Alexander  Ramsay,  Bronxville 

Hyman  Rappaport,  Jackson  Heights 

Maurice  Rashbaum,  New  York  City 

Samuel  Rebach,  Staten  Island 

Algernon  Beverly  Reese,  New  York  City 

William  S.  Reh,  Staten  Island 

Morris  Meier  Reschke,  New  York  City 

Henry  Walden  Retan,  Fayetteville 

Benjamin  Rice,  New  York  City 

Benjamin  Richman,  Brooklyn 

Leo  R.  Richmond,  New  York  City 

Henry  Ringelheim,  Brooklyn 

Michael  Ringer,  New  York  City 

Bessie  Silverman  Rini,  Brooklyn 

Saul  A.  Ritter,  New  York  City 

John  Stover  Roach,  Medina 

Marc  Robbins,  Brooklyn 

James  Gerard  Robilotti,  New  York  City 

Norman  Eugene  Robinson,  Jamaica 

William  George  Rocktaschel,  Rochester 

Mortimer  William  Rodgers,  New  York  City 

Dominick  LaSalle  Romano,  New  York  City 

Leon  Ropschutz,  Yonkers 

Lester  Rosenberg,  Brooklyn 

Joseph  Rosenheck,  Wantagh 

Benjamin  Rubinstein,  Brooklyn 

Hyman  Ruchamkin,  Brooklyn 

Anthony  Ruggiero,  Ellenville 

Lynn  Rumbold,  Rochester 

Ernst  Rumstein,  New  York  City 

Herman  F.  Sachs,  New  York  City 

Harry  Sackdorf,  Gulfport,  Mississippi 

Anthony  C.  Saeli,  Brooklyn 

Gustav  Salomon,  New  York  City 

Louis  Saltzman,  The  Bronx 

Samuel  L.  Saltzman,  New  York  City 

Lester  Samuels,  Kew  Gardens 

Louis  Frederick  Sanman,  New  York  City 

Henry  Sarason,  New  York  City 

John  Edwin  Scarff,  The  Bronx 

Irwin  Schiff,  Brooklyn 

Samuel  Schindelheim,  Brooklyn 

Adolph  Albert  Schmier,  Roslyn 

Frederick  Theodore  Schnatz,  Buffalo 

Arthur  Schoenlank,  Staten  Island 

Joseph  Anthony  Schutz,  Buffalo 

Edward  Ludwig  Schwabe,  Brocton 

Joel  Schweig,  New  York  City 

Silas  Francis  Scinta,  Rochester 

Louis  Martin  Segall,  Brooklyn 

Alexander  Nathaniel  Selman,  Spring  Valley 

Benjamin  Sevin,  North  Miami  Beach,  Florida 

Kurt  Graetzer  Shalsha,  New  York  City 

Sydney  Shapin,  Brooklyn 


Isaac  Shapiro,  Schenectady 

Leonard  Shapiro,  Brooklyn 

Edison  Stanhope  Shaw,  Pleasantville 

Leo  Arthur  Shifrin,  New  York  City 

Max  B.  Sholod,  Brooklyn 

Paul  Baldwin  Shuey,  Long  Island  City 

Chaim  Joseph  Siegman,  Brooklyn 

I.  Spencer  Silverstein,  Brooklyn 

Max  Michael  Simon,  Poughkeepsie 

Alexander  Slanger,  Brooklyn 

Samuel  Garson  Slo-Bodkin,  Brooklyn 

Alan  DeForest  Smith,  New  York  City 

Frank  Raymond  Smith,  New  York  City 

Arthur  Sonnenfeld,  New  York  City 

Louise  Elizabeth  Stauderman,  Mount  Vernon 

Anna  A.  Stein,  Staten  Island 

Louis  Steinbach,  The  Bronx 

Hugo  Nathan  Stern,  Syracuse 

Harry  Melmuth  Sternberg,  Brooklyn 

Jonas  Stiehl,  New  York  City 

Fred  D.  Stone,  Niagara  Falls 

Frederick  Engels  Stone,  New  York  City 

Abraham  Bernard  Tamis,  New  York  City 
Henry  Martin  Taterka,  New  York  City 
Irving  Abraham  Tarasuk,  Brooklyn 
Isaac  Jackson  Tartakow,  Syosset 
Henry  Keller  Taylor,  New  York  City 
Samuel  Alcott  Thompson,  New  York  City 
Warren  Irving  Titus,  Glen  Cove 
James  Bernard  Tormey,  Richmond  Hill 
Frank  Landale  Tucker,  Brooklyn 
Reuben  Turner,  Yonkers 

Walter  Kent  Van  Alstyne,  Binghamton 
Naomi  Y.  Viscardi,  Dayton,  Ohio 
William  Harrison  Von  Lackum,  New  York 
City 

Frederick  Joseph  Wachsner,  New  York  City 
William  Wagman,  Brooklyn 
Philip  Benjamin  Wahrsinger,  The  Bronx 
Bruno  Waldman,  Flushing 
Egon  Waltuch,  New  York  City 
William  Roland  Wasserman,  Hallandale, 
Florida 

Samuel  M.  Weinreb,  Brooklyn 
Louis  Weinstein,  New  York  City 
Philip  Weintraub,  The  Bronx 
Leo  Grover  Weishaar,  Sr.,  Grandview 
Herman  G.  Weiskotten,  Skaneateles 
Herman  Weissman,  Beacon 
Harry  Weisler,  Brooklyn 
Charles  Colman  Weitzman,  Miami  Beach, 
Florida 

Ethan  Lee  Welch,  Hornell 
Elmer  Wessell,  Plattsburgh 
Julius  Westheimer,  Kew  Gardens 
Maurice  C.  Whitehill,  London,  England 
Neville  C.  Whiteman,  Jamaica 
Curt  Julius  Leopold  Wiesenthal,  Lockport 
Edward  Theodore  Wilkes,  Long  Island  City 
Grete  Willner,  New  York  City 
Joseph  George  Wishner,  New  York  City 
Ira  Charles  Wollen,  Buffalo 
Louis  S.  Wondolowski,  Middletown 
Joseph  Franklin  Worthen,  Staten  Island 
Claude  Remell  Young,  Binghamton 
Benjamin  Louis  Zahn,  Forest  Hills 
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Thomas  Sigfried  Zimmer,  Jamaica 
Harold  Edward  Zittel,  Kenmore 

Meetings.  The  Secretary  has  attended  meet- 
ings of  the  Council,  the  Board  of  Trustees,  the 
Executive  Committee,  the  Malpractice  Insur- 
ance and  Defense  Board,  the  House  of  Dele- 
gates of  the  American  Medical  Association,  the 
New  York  delegation  to  the  American  Medical 
Association,  and  a number  of  the  committees. 
He  will  also  attend  the  meeting  of  the  Nominat- 
ing Committee. 

Other  Matters.  The  Secretary  has  kept 
records  other  than  those  relating  to  the  offices 
of  the  treasurer  and  of  legal  counsel;  he  has 
also  had  the  seal  of  the  Society  affixed  to  all 
documents  requiring  it. 

Acknowledgments.  The  Secretary  wishes 
to  express  his  appreciation  for  the  assistance 
and  cooperation  given  by  his  fellow  officers  and 
members  of  the  staff.  Special  acknowledg- 
ment is  due  the  efforts  of  the  speaker  of  the 
House  of  Delegates  in  procuring  the  certificates 
of  election  and  the  credentials  of  delegates  from 
county  medical  societies,  district  branches,  and 
scientific  sections  and  the  cooperation  of  the 
executive  vice-president  in  transmitting  in- 
structions of  the  Executive  Committee,  the 
Council,  and  the  House  of  Delegates  to  the  ap- 
propriate officers  and  committee  chairmen. 
Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Secretary  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary’s  annual  report  contains  a 
list  of  life  members  elected  by  the  Council  in 
February,  March,  May,  June,  September,  and 
November,  1969.  In  addition,  the  following  life 
members  were  elected  at  the  January,  1970, 
Council  meeting: 

Henry  Joseph  Barrow,  The  Bronx 
Isidor  Black,  Queens  Village 
Edward  Paul  Feder,  Mt.  Vernon 
Charles  Williams  Frank,  The  Bronx 
Paul  Arthur  Goetzel,  Forest  Hills 
Jacob  William  Goldenkranz,  The  Bronx 
Harold  Goldstein,  The  Bronx 
Carlos  O.  Gutierrez,  Painted  Post 
Rudolph  J.  Haas,  Chaumont 
Julius  Halpern,  The  Bronx 
Irwin  Isidor  Koslin,  The  Bronx 
Erich  Laury,  Orangeburg 
Samuel  Leo,  The  Bronx 
Raphael  Wolf  Ollenstein,  The  Bronx 
Siegfried  Poliak,  The  Bronx 
Daniel  Rakov,  Maybrook 
Frank  Rosen,  Staten  Island 
Max  William  Rosen,  Bayside 
Walter  Schaefer,  Corning 
Solomon  S.  Schifrin,  New  Rochelle 
Curt  Arthur  Schmeidler,  Kew  Gardens 
Julian  Scholle,  The  Bronx 
Max  Steinhardt,  The  Bronx 


Joseph  J.  Vinski,  Forest  Hills 
Maurice  Weinrib,  The  Bronx 
Nathan  Weinstein,  Long  Island  City 
The  Membership-Directory  Department  has 
supplied  us  with  the  following  year-end  mem- 


bership figures. 

1968  Membership 27,002 

1969  New  members 954 

1969  Reinstated  members....  328  28,284 

1969  Deaths 450 

1969  Resignations 374  824 

27,460 

1969  Delinquent  members....  296  296 

1969  Total  membership 27,164 


Honor  counties,  those  having  no  1969  de- 
linquents, are:  Allegany,  Cattaraugus,  Che- 

mung, Chenango,  Clinton,  Columbia,  Delaware, 
Essex,  Franklin,  Fulton,  Genesee,  Greene, 
Jefferson,  Lewis,  Madison,  Niagara,  Orleans, 
Otsego,  Putnam,  St.  Lawrence,  Saratoga, 
Schuyler,  Tioga,  Tompkins,  Ulster,  Wayne, 
Wyoming,  and  Yates. 

Remission  of  1969  dues  was  voted  for  325  ! 
members  as  follows : 

Illness  and  financial  hardship 157  I 

Temporary  service  in  the  armed  forces  or 
U.S.  Public  Health  Service 168 

325 


A list 

of  membership 

totals  for  each  year 

since  1958  follows: 

. 

1958 

24,370 

1964 

25,630 

1959 

24,689 

1965 

25,915 

1960 

25,250 

1966 

26,127 

1961 

25,351 

1967 

26,468 

1962 

25,401 

1968 

27,002 

1963 

25,528 

1969 

27,164 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Secretary 

Report 

of  Reference 

Committee 

ON  Re- 

ports  of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 


Our  secretary,  Carl  Goldmark,  Jr.,  M.D.,  has 
continued  his  usual  accomplishments  of  the  du- 
ties of  his  office  by  reporting  the  minutes  of 
the  House  of  Delegates  meeting,  the  actions  of 
the  Executive  Committee,  and  the  minutes  of 
the  Council  and  the  Board  of  Trustees.  He  also 
has  other  duties  which  he  has  called  to  our  at- 
tention. We  note  that  there  has  been  a gain  of  n 
162  members  of  the  Society  during  1969. 

The  House  voted  to  adopt  this  portion  of  the  J 
reference  committee  report. 

Treasurer 

To  the  House  of  Delegates,  Gentlemen: 

The  fiscal  operations  of  the  State  Medical  So- 
ciety for  the  nine  months  ended  September  30, 
1969,  shows  an  excess  of  income  over  expendi- 
tures of  $150,713  (Table  I).  The  final  figure 
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TABLE  I.  Revised  estimated  budget  for  1969  after  nine  months  of  operations  ended,  September  30,  1969 


Revised  Estimated 

Received  to 

Income 

Budget 

September  30,  1969 

Dues 

$1,683,000 

$1,250,000 

Journal  advertising 

330,000 

239,639 

Journal  circulation 

6,000 

3,864 

Journal  reprints 

12,000 

10,315 

News  of  New  York  advertising 

44,906 

33,679 

Medical  Directory  sales 

20,000 

18,735 

Annual  convention  exhibit  rentals 

48,614 

48,614 

Interest  on  investments  of  General  F und 

30,000 

27 , 883 

Medical  Review  Project 

36 , 579 

27,963 

Dues  collection  from  AMA 

17,000 

15,916 

Relative  Value  Study 

1,000 

766 

What  Goes  On  subscriptions 

400 

375 

Miscellaneous  income 

50 

11 

Total  Income 

$2,229,549 

$1,677,760 

Expenditures 

Revised  Estimated 
Budget 

Expended  to 
September  30,  1969 

Administration 

$ 192,222 

$ 124,228 

Standards  of  Medical  Care  Division 

69,946 

50,919 

Research  and  Planning  Division 

51,597 

36,115 

Business  Division 

446,308 

318,808 

Communications  Division 

299,065 

207,489 

Occupational  Health  and  Workmen’s 
Compensation  Division 

41,517 

29,599 

Medical  Services  Division 

51,011 

41,263 

Scientific  Activities  Division 

87,271 

60,936 

Scientific  Publications  Division 

382,790 

282,908 

Annual  Convention 

51,537 

51,537 

Legal  Counsel 

60,000 

45,000 

Legislative  Counsel 

22 , 500 

13,125 

Officers,  Board,  AMA  Delegation 

93,100 

56,785 

House  of  Delegates  (special  committees) 

5,200 

3,583 

Council  Committees 

37,699 

19,096 

Non-Divisional 

238,850 

185,656 

Total  Expenditures 

$2,130,613 

$1,527,047 

Excess  of  Income  over  Expenditures 

$ 98,936 

$ 150,713 

should  be  in  excess  of  $200,000,  and,  as  recom- 
mended by  the  House  of  Delegates,  the  surplus 
will  be  transferred  to  the  Building  Fund.  This 
transfer  will  lighten  the  burden  in  borrowing 
for  construction  of  the  State  Medical  Society 
headquarters  at  Lake  Success. 

As  explained  in  the  report  of  the  Committee 
on  Budget  and  Finance,  of  which  your  Treas- 
urer is  a member,  the  budget  estimate  for  1970 
shows  a substantial  increase  in  expenses  for 
various  activities  and  items.  The  1970  budget 
estimate  anticipates  a surplus  of  income  over 
expenses  for  various  activities  and  items.  The 
1970  budget  estimate  anticipates  a surplus  of 
income  over  expenses  of  only  $9,584.  This  is 
getting  perilously  close  to  the  danger  point,  and 
prudence  and  restraint  must  continue  to  he  the 
keywords  for  the  future  as  they  have  in  the 
past.  We  are  all  caught  up  in  the  inflationary 
cycle,  and  the  Society  is  no  exception.  We  are 
compelled  to  pay  higher  prices  for  rent,  elec- 
tricity, maintenance,  supplies,  printing,  post- 
age, and  others.  Also  as  the  cost  of  living 
rises,  we  must  do  something  to  take  care  of  our 


staff  so  that  they  do  not  become  victims  of  our 
inflated  economy. 

At  the  February,  1970,  meeting  of  the  House, 
you  will  receive  a financial  report  covering  the 
full  year  of  operations  for  1969. 

Your  Treasurer  would  like  to  express  his  sin- 
cere thanks  to  Henry  I.  Fineberg,  M.D.,  execu- 
tive vice-president;  J.  Richard  Burns,  Esq.,  as- 
sistant executive  vice-president;  and  Eugene  S. 
Dombrowski,  assistant  director,  Business  Divi- 
sion, and  comptroller  for  their  skill  in  manag- 
ing the  day-to-day  fiscal  affairs  of  the  State 
Medical  Society  and  for  their  cooperation  and 
assistance  in  enabling  the  Treasurer  to  carry 
out  his  duties. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Treasurer 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 

We  have  reviewed  the  report  of  our  Treas- 
urer, Thomas  F.  McCarthy,  M.D.,  and  note 
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with  satisfaction  the  continuing  excellence  of 
his  reports. 

We  regret  that  due  to  the  inflationary  na- 
tional economy  a cut  in  our  projected  surplus  of 
$450,000  is  down  to  approximately  $200,000.  A 
substantial  part  of  this  loss  is  due  to  circum- 
stances beyond  our  control  and  is  related  to  in- 
come rather  than  expenses,  such  as  a drop  in 
the  Journal  advertising,  the  loss  of  CHAM- 
PUS,  the  sale  of  the  Directory,  and  other 
things. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


Executive  Vice-President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

GENERAL.  This  “annual”  report  is  merely 
an  account  of  major  activities  since  the  meeting 
of  the  House  of  Delegates  in  February — it  cov- 
ers a period  of  approximately  eight  months. 

Again,  we  have  been  through  a very  busy 
period — typical  of  the  trend  of  our  times.  Our 
usual  routines  often  were  interrupted  by  sud- 
den, unexpected  turns  of  events  which  de- 
manded immediate  consultations  and  rapid  de- 
terminations. 

As  we  have  pointed  out  on  numerous  occa- 
sions, because  of  the  nature  of  our  business  and 
the  idiosyncrasies  of  the  State  governmental 
“establishment,” — and  much  to  our  dismay — 
we  are  compelled  to  “act  by  crises.”  This  hap- 
pens despite  all  our  planning  and  attempts  to 
arrive  at  equitable  solutions  before  the  storm 
strikes. 

No  matter  how  hard  we  try  to  benefit  by  our 
experiences — and  to  learn  from  the  “experts” — 
we  continue  to  have  difficulties  in  our  contacts 
with  the  Executive  and  Legislative  Branches  of 
New  York.  Without  a doubt,  our  impact  on 
those  who  “pull  the  strings”  is  not  what  it 
should  be.  However,  needless  to  say,  we  can- 
not capitulate  to  the  unrealistic  whims  and 
fancies  of  the  “do-gooders.”  We  must  continue 
to  fight  for  what  we  believe  to  be  right. 

A year  ago,  we  were  concerned,  to  a great 
extent,  with  comprehensive  health  planning; 
regional  medical  programs ; universal  health 
insurance;  and,  of  course,  Medicaid.  The  re- 
sults of  our  deliberations  left  much  to  be  de- 
sired. 

Today,  we  have  been  stressing  these  main 
themes — peer  review,  costs  of  illness,  Medicaid 
fees,  and  the  inequities  of  malpractice  suits. 

Peer  review  mechanisms  will  be  discussed 
thoroughly  in  the  annual  report  of  the  com- 
mittee concerned  with  this  subject.  It  has  oc- 
cupied a place  of  prime  importance  in  the 
agenda  of  the  area  conferences. 

At  these  meetings — held  in  various  parts  of 
the  State — the  matter  of  cost  of  illness  has  also 
received  top  billing.  It  is  our  feeling  that  one 
feature  of  an  educational  program  for  the 
public  has  been  neglected — an  explanation  of 
what  actually  constitutes  the  cost  of  illness. 

Too  often,  the  people — and  even  physicians — 


confuse  the  terms  medical  care  and  health  care 
or  patient  care.  In  my  opinion,  “medical  care” 
should  be  reserved  for  the  care  rendered  by  the 
doctor  of  medicine.  “Patient  care”  or  “health 
care”  should  be  applied  to  our  over-all  effort 
to  combat  illness. 

Many  times  we  are  confronted  by  those  who, 
in  talking  about  their  bills — medical,  hospital, 
and  other  related  activities — blame  the  physi- 
cian for  the  entire  expense.  The  distress  which 
they  experience  in  fulfilling  their  financial  obli- 
gation, too  often,  is  placed  at  the  doorstep  of 
the  physician.  When  the  true  picture  is  ex- 
plained, they  see  the  light  and  understand  the 
actual  circumstances. 

Of  course,  we  have  been  remiss  in  permitting 
this  unfavorable  situation  to  arise  and  become 
ingrained  in  the  minds  of  the  people.  Surely, 
it  is  our  duty  to  keep  our  patients  informed  of 
the  facts — where  the  health  dollar  is  going  and 
what  role  the  doctor  of  medicine  plays  in  its 
distribution. 

What  we  are  trying  to  stress  is  that  physi- 
cians have  been  singled  out  by  critics  whenever 
there  has  been  a rise  in  the  cost  of  illness.  This 
is  unfair — especially  when  a bona  fide  analysis 
reveals  that  the  health-care  dollar  is  comprised 
of  expenditures  for  hospitals,  physicians,  drugs, 
dentists,  health  insurance  premiums,  appli- 
ances, and  other  miscellaneous  items. 

We  find  that  hospital  room  rates  have  been 
one  of  the  fastest  rising  items  in  the  cost  of 
living.  Hospital  bills  represent  a high  per- 
centage of  the  consumers’  total  health  care  ex- 
penditures. 

Therefore,  considerable  attention  has  been 
focused  on  this  rapid  price  rise  and  the  reasons 
for  it.  Increased  construction  costs  have  been 
a contributing  factor,  as  have  rising  prices  for 
goods  and  services  that  hospitals  must  provide. 
Improved  methods  of  treatment  also  are  an  im- 
portant cause  of  the  rise  in  hospital  expenses. 
Patients  are  receiving  more  and  better  an- 
cillary services.  A steady  flow  of  scientific 
breakthroughs  has  added  greatly  to  the  effec- 
tiveness— and  cost — of  patient  care.  New  med- 
ical technics,  such  as  open-heart  surgery,  re- 
quire expensive  equipment. 

The  most  important  factor,  however,  has  been 
the  greatly  increased  labor  costs.  Higher  pay- 
rolls have  been  the  result  of  upward  adjustment 
of  traditionally  low  hospital  pay  rates — to  bring 
them  more  into  line  with  community  wage 
levels.  The  increase  in  personnel  is,  in  great 
part,  caused  by  the  shortening  of  the  work 
week  and  the  need  for  more  staff  to  handle  the 
newer,  specialized  types  of  equipment. 

The  higher  hospital  rates  are  justifiable. 
“Old  timers”  will  remember  that,  in  our  “intern 
days,”  the  “ladies  in  white”  were  exploited  and 
underpaid.  Orderlies  received  $30  a month  and 
miserable  maintenance,  and  so  on,  all  the  way 
down  the  line.  Unquestionably,  costs  of  patient 
care  have  increased  in  the  last  thirty  years. 

We  are  now  living  in  an  era  of  “jet  medi- 
cine,” and  we  are  far  removed  from  the  horse 
and  buggy  days  of  yesteryear.  If  the  people 
are  to  reap  the  benefits  of  modern  scientific  ad- 
vancements and  the  best  medical  and  health 
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care  in  the  world,  they  must  expect  to  bear  the 
increased  financial  load — which  is  a sine  qua 
non  of  today’s  living. 

We  must  bring  to  the  attention  of  our  people 
where  the  doctor  of  medicine  stands  in  the 
“scheme  of  things.”  The  well-trained  physician 
is  worthy  of  what  he  achieves  financially  and 
otherwise,  because  of  his  training,  experience, 
knowledge,  hard  work,  sincerity  of  purpose, 
and  devotion  to  a great  cause — his  patients. 
No  other  profession  contributes  as  much  to 
human  welfare!  Let’s  stop  being  on  the  de- 
fensive ! 

MALPRACTICE  INSURANCE.  The  report 
of  the  Malpractice  Insurance  and  Defense 
Board  will  present  important  enigmas  that  re- 
quire considerable  and  careful  attention. 

May  we  merely  say  here  that  the  medical  pro- 
fession in  New  York — as  in  other  states — is 
faced  with  the  serious  problems  of  malpractice 
costs,  statutes  of  limitations,  and  others.  Evi- 
dently, legislative  adjustments  are  necessary. 

From  the  AMA  office,  we  have  received  the 
following  note : 

“Malpractice  now  gets  special  attention 
from  the  Federal  government.  Eli  P.  Bernz- 
weig,  an  attorney  who  has  been  in  govern- 
ment service  since  1957,  was  named  to  the 
newly  created  position  of  Special  Assistant 
for  Malpractice  Research  and  Prevention. 
John  W.  Cashman,  M.D.,  director  of  Com- 
munity Health  Service,  U.S.  Department  of 
Health,  Education,  and  Welfare,  said  Bernz- 
weig  -will  work  with  medical  and  legal  asso- 
ciations, the  health  insurance  industry,  and 
consumer  groups  to  marshall  ‘a  common  ex- 
ploration of  the  growing  problem  of  malprac- 
tice and  malpractice  claims.  The  root  causes 
of  claims  will  be  investigated  as  will  their 
ultimate  consequences  not  only  to  health  pro- 
fessional and  patient  alike,  but  to  hospitals, 
other  health  facilities,  and  insurance  carriers 
as  well.’ 

The  new  position  is  expected  to  include  re- 
search in  health  care,  health  economics,  medi- 
cal standards,  and  medicine-law  relation- 
ships. A national  clearinghouse  for  malprac- 
tice claims  statistics  is  planned.  Bernzweig 
has  been  employed  by  the  Department  of 
Labor,  Public  Health  Service,  and  HEW’s 
general  counsel.  He  is  expected  to  meet  with 
AMA’s  general  counsel  this  month.” 

MEDICAID.  Naturally,  the  question  of  the 
reduction  in  Medicaid  fees  has  become  a cause 
celebre  throughout  the  State.  This  was  dis- 
cussed thoroughly  at  a meeting  of  County  Medi- 
cal Society  Presidents,  held  in  Syracuse,  on 
June  19. 

Because  we  know  that  all  of  you  are  inter- 
ested keenly  in  this  controversy,  we  “give  to 
you”  the  following  report,  previously  submitted 
to:  (1)  county  medical  society  presidents, 

secretaries,  and  executive  secretaries;  (2) 
MSSNY  officers,  councillors,  and  trustees;  and 


(3)  participants  in  the  County  Medical  Society 
Presidents  Conference. 

On  September  16.  1969,  I transmitted  to  the  mem- 
bers of  the  Council  and  Board  of  Trustees  the  at- 
tached memorandum  (Exhibit  A).  This  is  self- 
explanatory. 

At  its  meeting  on  September  25,  the  Council  voted 
to  adopt  the  recommendation  of  the  Executive 
Committee:  (a)  that  no  legal  action  be  taken  at 

this  time,  and  (b)  that  copies  of  Judge  VanVoorhis’ 
report  be  sent  to  all  county  medical  societies. 

After  the  meeting  of  the  Council,  William  F.  Mar- 
tin, Esq.  submitted  to  me  additional  pertinent  ma- 
terial (Exhibits  B and  C). 


Exhibit  A 

September  16,  1969 

To:  Members  of  the  Council  and  the  Board  of 

Trustees 

From:  Henry  I.  Fineberg,  M.D.,  executive  vice- 

president 

At  a Conference  of  County  Medical  Society  Presi- 
dents. which  was  held  in  Syracuse  on  June  19,  1969, 
the  following  resolution  was  unanimously  adopted: 

“We  the  officers  and  representatives  of  the  con- 
stituent county  medical  societies  of  the  Medical 
Society  of  the  State  of  New  York,  assembled  here 
this  day,  request  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  in  some  form  or 
other,  to  block  the  institution  of  unfair  and  dis- 
criminatory practices  in  the  areas  of  fee  changes 
and  other  regulations  of  the  State  Department  of 
Health  and  the  Department  of  Social  Services. 

“Furthermore,  the  Council  should  decide  to  sup- 
port as  a friend  of  the  court  and  in  the  financial 
area  the  test  case  of  the  patient  of  Anthony  P. 
Santomauro,  M.D.,  of  Tonawanda,  in  the  appeal 
of  his  suit  against  the  Department  of  Social  Serv- 
ices.” 

You  will  remember  that  the  Council,  at  its  meet- 
ing on  June  26,  1969,  voted  to  obtain  legal  counsel 
to  advise  the  Society  as  to  whether  or  not  it  can  take 
legal  action  against  the  State  of  New  York  because 
of  administrative  decisions  of  the  State  Depart- 
ments of  Health  and  of  Social  Services;  and  also 
to  refer  to  this  legal  counsel  the  question  of  the 
desirability  of  entering  the  case  of  Dr.  Santomauro’s 
patient,  as  “a  friend  of  the  court.” 

Following  consultation  with  William  F.  Martin, 
Esq.,  we  were  able  to  obtain  the  services  of  a mem- 
ber of  one  of  the  finest  law  firms  in  the  State, 
Branch.  Jefferson,  Friedman,  VanVoorhis  & Wise. 
John  VanVoorhis,  Esq.,  who  took  over  the  case,  is 
a former  Judge  of  the  New  York  State  Court  of 
Appeals.  A short  time  ago  he  submitted  to  us  a 
report,  which  is  attached  herewith. 

At  the  August  28  meeting  of  the  Executive  Com- 
mittee, this  report  was  discussed  thoroughly.  After 
considerable  deliberation,  it  was  decided  that  the 
Medical  Society  should  follow  the  advice  of  Judge 
VanVoorhis — not  to  take  legal  action  against  the 
State  and  not  to  act  as  amicus  curiae  in  the  Aroune 
case. 

The  Executive  Committee  believes  that  this  mat- 
ter is  of  great  importance.  Therefore,  I was  in- 
structed to  transmit  to  all  of  you  the  Judge’s  report 
and  the  determination  of  the  Executive  Committee — 
with  the  idea  in  mind  that  you  will  review  and  study 
this  entire  problem  and  come  prepared,  at  the  next 
meeting  of  the  Council,  to  talk  about  it  and  to  make 
the  final  decision  as  to  what  we  shall  do. 


June  1,1970  / New  York  State  Journal  of  Medicine  1373 


Dr.  Henry  Fineberg 

Executive  Vice-President 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Dear  Sir: 

This  letter  is  in  answer  to  your  request,  made 
through  William  F.  Martin,  Esq.,  General  Counsel 
to  the  State  Society,  for  my  legal  opinion  in  refer- 
ence to  the  aspects  of  the  cuts  in  Medicaid  which 
were  discussed  at  the  meeting  of  the  Council  held 
June  26,  1969.  As  I understand  the  question  ad- 
dressed to  me,  it  is  whether  or  not  the  Medical  So- 
ciety of  the  State  of  New  York  can  take  legal  ac- 
tion against  the  State  to  block  the  institution  of  the 
fee  changes,  namely,  the  20  per  cent  reduction  in 
Medicaid  fees  ordered  by  the  State  Director  of 
the  Budget  and  the  State  Department  of  Health 
effective  June  1,  1969,  and  the  further  reduction  of 
20  per  cent  adopted  by  the  New  York  State  Legisla- 
ture by  the  so-called  coinsurance  amendment,  known 
as  chapter  1119  of  the  Laws  of  1969,  effective  July 
1.  The  latter,  at  least,  is  drawn  in  language  which 
purports  to  reduce  the  benefits  under  Medicaid  to 
the  patient,  rather  than  the  amount  of  fees  to  be 
charged  by  the  doctor.  The  question  was  also  raised 
at  the  Council  meeting  whether  or  not  the  State  So- 
ciety should  appear  as  a friend  of  the  court  in  case 
of  an  appeal  in  the  case  of  Louis  Aroune  v.  George 
Sipprell,  Erie  County  Commissioner  of  Social  Wel- 
fare, decided  at  Special  Term  by  Justice  Walter  J. 
Mahoney. 

Without  regard  to  the  justification  for  making 
these  cuts  in  the  Medicaid  program,  concerning 
which  I express  no  opinion,  there  are  serious  diffi- 
culties in  getting  them  nullified  by  the  courts.  Few 
legal  principles  are  better  established  than  that  the 
courts  do  not  consider  it  to  be  their  function  to 
second-guess  the  legislative  or  executive  departments 
in  matters  of  this  character  unless  some  constitu- 
tional duty  or  limitation  has  been  violated.  Neither 
the  Federal  nor  State  Constitution  required  Medi- 
caid to  be  enacted  in  the  first  place,  nor  stands  in  the 
way  of  the  reduction  of  the  program  if  it  is  deemed 
to  have  been  too  ambitious  in  its  beginning. 

It  is  not  suggested  that  these  reductions  disqualify 
New  York  State  from  receiving  Federal  grants  in 
aid  under  the  Social  Security  Act  (U.S.C.A.  Tit.  42, 
section  1396  seq.L  but  even  if  it  did  so,  that  W'ould 
not  render  this  State  action  void  as  in  conflict  with 
the  Social  Security  Act,  which  does  not  compel  the 
states  to  take  any  particular  action,  in  this  respect, 
but  merely  disqualifies  them  from  receiving  Federal 
grants-in-aid  if  the  Federal  standards  are  not  met. 

However  unfair  these  reductions  may  appear  to 
the  constituent  county  medical  societies,  or  to  others, 
it  is  my  opinion  that  they  are  not  discriminatory  in 
the  constitutional  legal  sense  which  would  render 
them  void  if  they  denied  the  equal  protection  of  the 
laws  in  violation  of  the  Fourteenth  Amendment  to 
the  Constitution  of  the  United  States.  The  state- 
ment in  the  letter  to  the  members  of  the  Society  by 
President  Walter  T.  Heldmann,  M.D.,  dated  June 
10,  1969,  has  considerable  force  as  a policy  argu- 
ment that: 

“This  amendment  establishes  a truly  indigent 
welfare  class  of  Medicaid  patient  whose  care  is 
fully  paid;  also  a nonwelfare  class  of  Medicaid 
patient  who  is  expected  to  pay  20  per  cent  of  his 
bill  if  he  chooses  to  see  a private  physician.  This 
is  discriminatory  and  destroys  the  purpose  of 
Medicaid  which  was  to  provide  one  level  of  medi- 
cal care  for  all  persons.” 

I do  not  consider,  however,  that  this  distinction 
is  so  baseless  as  to  be  beyond  the  power  of  the  Leg- 
islature to  draw.  The  usual  approach  by  the  courts 


to  these  matters  is  expressed  in  the  unanimous 
opinion  of  the  New  York  Court  of  Appeals  in  People 
v.  Friedman  (302  N.Y.  75,  79,  80,  appeal  dismissed 
341  U.S.  907)  as  follows: 

“While  the  statute  may  not  be  perfectly  symmet- 
rical in  its  pattern  of  exclusions  and  inclusions, 
the  equal  protection  of  the  laws  does  not  require 
a Legislature  to  achieve  ‘abstract  symmetry’ 

( Patsone  v.  Pennsylvania,  232  U.S.  138,  144)  or  to 
classify  with  ‘Mathematical  nicety’  ( Lindsley  v. 
National  Carbonic  Gas  Co.,  220  U.S.  61,  78; 
Borden’s  Farm  Products  Co.  v.  Baldwin,  293  U.S. 
194,  209).” 

And  further: 

“We  are  bound  to  construe  statutes  as  we  find 
them  and  may  not  sit  in  review  of  the  discretion 
of  the  Legislature  or  determine  the  expediency, 
wisdom,  or  propriety  of  its  action  on  matters 
within  its  powers  ( Lawrence  Constr.  Corp.  v. 
State  of  New  York,  293  N.Y.  634,  639;  Matter  of 
Russo  v.  Valentine,  294  N.Y.  338).  A plea  that  a 
statute  imposes  inconvenience  or  hardship  on  a 
litigant  should  be  addressed  to  the  Legislature; 
we  may  not  usurp  its  functions  by  legislating 
judicially  ( United  States  v.  Carolene  Products  Co., 
304  U.S.  144).” 

Many  cases,  state  and  Federal,  could  be  cited  to 
the  same  effect.  One  of  them  is  Matter  of  Bauch  v. 
City  of  New  York  (21  N.Y.  2d  599,  607)  where  it  was 
said  succinctly  in  an  opinion  by  Chief  Judge  Fuld 
speaking  for  a unanimous  Court: 

“Similarly,  the  standards  of  equal  protection 
are  met  if  a classification,  or  a distinction  among 
classes,  has  some  reasonable  basis.  (See,  for  ex- 
ample, Baxstrom  v.  Hernld,  383  U.S.  107,  111; 
Morey  v.  Doud,  354  U.S.  457,  464-465;  Bucho 
Holding  Co.  v.  State  Rent  Commission,  11  N.Y. 

2d  469,  477.)” 

The  mere  fact  that  legislation  does  not  affect  all 
areas  uniformly  does  not  render  it  unconstitutional 
on  the  ground  that  it  denies  equal  protection  ( Four 
Maple  Drive  Realty  Corp.  v.  Abrams,  2 App.  Div. 

2d  753).  If  that  were  not  true,  in  our  complex  so- 
ciety. most  statutes  would  be  invalid  on  that  ground. 

It  is  true  that,  in  recent  years,  the  Supreme  Court 
of  the  United  States  has  been  unusually  sensitive  to 
distinctions  between  the  economic  status  of  people 
(see,  for  example,  Gideon  v.  Wainwright,  372  U.S. 
335).  It  is  also  true  that  it  has  been  an  activist 

court,  frequently  exerting  its  power  to  compel  af- 

firmative action  to  be  taken  by  the  states,  particu- 
larly in  the  field  of  civil  rights.  Seemingly  with  this 
in  mind,  an  order  was  made  July  3,  1969.  by  United 
States  District  Judge  Constance  Baker  Motley  con- 
vening a three-judge  Federal  statutory  court  in 
O’Reilly,  et  al.  v.  Wyman  as  Commissioner  of  the 
New  York  State  Department  of  Social  Services  tp 
consider  whether  or  not  the  coinsurance  amendment 
of  1969,  which  has  been  mentioned,  to  New  York  I 
Social  Services  Law  section  367-a.  4 denies  the  i 
equal  protection  of  the  laws  in  violation  of  the  i 

Fourteenth  Amendment.  Her  opinion  does  not  de-  I 

cide  the  point  but  finds  that  this  constitutional  issue  \ 
is  not  wholly  insubstantial.  That  may  be  true,  but  1 
I think  that  it  is  not  substantial  enough  to  warrant 
the  New  York  State  Medical  Society’s  intervention  i| 
in  the  litigation  or  the  commencement  of  a new 
lawsuit  of  that  nature  on  its  own. 

The  basis  on  which  Judge  Motley  convened  the  ■ 
three-judge  statutory  U.S.  District  Court  is  that 
there  is  a possible  violation  of  equal  protection  in 
the  coinsurance  amendment  (chapter  1119  of  the 
Laws  of  1969)  due  to  the  provision  that  the  80  per 
cent  limitation  on  benefits  shall  not  apply  with  re- 
spect to  a recipient  whose  personal  expenditures 
and  obligations  for  medical  care  and  services  have 


1374  New  York  State  Journal  of  Medicine  / June  1,  1970 


reduced  his  (or  her)  income  and  resources  below  the 
public  assistance  level,  figured  on  an  annual  basis. 
The  possible  inequality  which  Judge  Motley  found 
does  not  apparently  consist  in  establishing  a distinc- 
tion between  an  indigent  welfare  class  of  Medicaid 
patient  whose  care  is  fully  paid  and  a nonwelfare 
class  of  Medicaid  patient  who  is  expected  to  pay  20 
per  cent  of  his  own  bill.  The  possible  constitutional 
inequality  which  Judge  Motley  expressed  is  that 
welfare  payments  are  made  on  a monthly  basis 
whereas  the  eligibility  for  100  per  cent  Medicaid 
benefits  is  determined  on  an  annual  basis. 

It  is  conceivable  that  an  activist  Supreme  Court 
might  seize  on  this  alleged  defect  in  the  1969  New 
York  State  coinsurance  act,  effective  July  1,  1969. 
as  a basis  for  giving  effect  to  its  own  views  of  policy 
(assuming  that  its  views  of  policy  coincided  with 
those  of  the  State  Medical  Society). 

There  is  a strong  presumption,  however,  that  the 
statute  is  constitutional  ( Wiggins  v.  Town  of  Som- 
ers, 4 N.Y.  2d  215,  218;  Matter  of  Van  Berkel  v. 
Power,  16  N.Y.  2d  37,  40;  Matter  of  Ahern  v.  South 
Buffalo  Ry.  Co.  303  N.Y.  545,  555,  affd.  344  U S.  367). 

Judge  Motley  also  found  a possible  violation  of 
the  equal  protection  of  the  laws  in  the  thirty-day 
waiting  period  allowed  while  an  administrative  de- 
termination is  made  on  an  application  to  return  to 
100  per  cent  benefits  if  the  patient  is  entitled 
thereto.  It  is  suggested  that  the  patient  would  be 
paid  for  additional  medical  expenses  within  that 
period  if  they  were  obtained  on  credit  but  not  if 
the  patient  paid  cash.  It  would  appear  that,  in 
either  event,  medical  expenses  incurred  or  paid  for 
after  the  expiration  of  the  annual  accounting  period 
would  apply  to  the  next  year.  This,  like  the  dis- 
tinction between  monthly  and  annual  accounting 
periods,  seems  to  me  at  most  to  form  an  inadequate 
basis  for  a contention  that  this  statute  is  void  on 
the  ground  that  it  denies  the  equal  protection  of 
the  laws  in  violation  of  the  Fourteenth  Amendment 
to  the  United  States  Constitution. 

A somewhat  stronger  argument  might  be  made, 
perhaps,  that  the  original  20  per  cent  reduction 
ordered  by  the  State  Director  of  the  Budget  and 
the  State  Department  of  Health  was  ineffective  for 
the  reason  that  it  was  not  done  by  the  Legislature. 
The  reason  on  account  of  which  that  reduction  was 
made  is  evidently  that  funds  were  not  available  to 
meet  the  fee  schedules  in  full.  This  action  by  the 
Director  of  the  Budget  and  the  State  Department  of 
Health  might  be  characterized  as  legislative  in  na- 
ture, and  it  is  true  that  the  legislative  power  of  the 
State  is  vested  in  the  Legislature  (N.Y.  State  Con- 
stitution, Article  III,  section  1).  Nevertheless  the 
courts  have  gone  far  in  sanctioning  the  delegation 
by  the  Legislature  of  legislative  power  to  adminis- 
trative officers. 

“Although  standards  or  guides  must  be  prescribed 
where  legislative  power  is  delegated,  it  need  be 
done  ...  in  only  so  detailed  a fashion  as  is  reason- 
ably practicable  in  the  light  of  the  complexities  of 
the  particular  area  to  be  regulated.”  ( Chiropractic 
Association  of  New  York  v.  Hilleboe,  12  N.Y.  2d 
109.  120:  Matter  of  City  of  Utica  v.  Water  Pollu- 
tion Control  Board,  5 N.Y.  2d  164,  168,  and  169.) 

In  the  two  recent  decisions  just  cited,  the  New 
\ork  courts  upheld  the  delegation  of  legislative 
power  to  the  Department  of  Health  and  the  Water 
Pollution  Control  Board  in  very  general  terms.  In 
each  case  a broad  discretion  has  been  conferred  on 
them  by  statute. 

In  the  present  instance,  subdivision  1 of  section 
365— a of  the  Social  Welfare  Law  provides  that: 

“The  amount,  nature,  and  manner  of  providing 
medical  assistance  for  needy  persons  shall  be  de- 
termined by  the  public  welfare  official  with  the  ad- 
vice of  a physician  and  in  accordance  with  the 


local  medical  plan,  the  provisions  of  this  title,  the 

rules  of  the  board,  and  the  regulations  of  the  de- 
partment." 

Moreover  subdivision  2 of  the  same  section  defines 
“medical  assistance"  as  meaning  “payment  of  part 
or  all  of  the  cost  of  care,  services,  and  supplies  which 
are  necessary”  of  a medical  nature.  (Italics  sup- 
plied) 

Section  366  of  the  Social  Services  Law  confers 
broad  powers  on  the  Department  for  determining 
eligibility  and  the  “amount  of  such  assistance 

In  my  judgment  these  and  other  provisions  in 
the  Social  Welfare  Law  would  be  held  by  the 
courts  to  constitute  an  adequate  delegation  of  power 
to  sustain  the  original  20  per  cent  cut  in  the  fee 
schedules  effective  June  1,  1969.  Articles  3 and 
4 of  the  State  Finance  Law  provide  for  the  budget 
and  confer  considerable  power  on  the  Director  of 
the  Budget.  Section  41  of  Article  4 provides  that 
no  state  officer,  employe,  board,  department,  or 
commission  shall  contract  indebtedness  on  behalf 
of  the  State,  nor  assume  to  bind  the  State,  “in  an 
amount  in  excess  of  money  appropriated  or  other- 
wise lawfully  available.”  This  is  not  unlike  section 
111  of  the  State  Finance  Law  in  respect  of  the 
powers  conferred  upon  the  State  Comptroller  and 
the  similar  provision  in  Article  5,  section  1 of  the 
State  Constitution. 

The  order  of  the  Department  of  Health  was,  in 
effect,  a determination  that  the  money  was  not 
available,  as  the  Legislature  appears  to  have  rec- 
ognized in  adopting  chapter  1119  of  the  Law's  of 
1969  imposing  the  second  cut  by  saying  that  there 
should  be  paid  “only  eighty  per  cent  of  the  cost 
of  medical  care  and  services  available  under  this 
title ” 

The  case  of  Rosado,  et  al.  v.  Wyman,  decided  July 
16,  1969,  by  the  U.S.  Court  of  Appeals  for  the  Sec- 
ond Circuit,  involved  whether  or  not  New  York 
State  could  be  compelled  by  the  Federal  courts  to 
restore  cuts  that  had  been  made  by  the  Legislature 
in  public  welfare.  The  questions  which  were  pre- 
sented were  not  identical  to  those  here,  but  the  relief 
asked  for  was  denied,  and  the  opinions  indicate 
that  the  court  did  not  look  with  favor  on  ordering 
“the  New  York  Legislature  to  appropriate  more 
funds  for  welfare.” 

Title  11  of  Article  5 of  the  Social  Welfare  Law 
(the  Medicaid  statute)  contains  obscurities  which 
will  probably  not  be  clarified  for  many  years.  Legal 
questions  can  arise  thick  and  fast  under  it.  It  is 
difficult  to  say  with  absolute  certainty  that  litiga- 
tion of  the  nature  mentioned  in  the  resolution  and 
discussions  at  the  meeting  of  the  Council  June  26, 
1969,  could  not  possibly  succeed.  My  opinion  is, 
however,  that  it  would  be  unlikely  to  succeed  for 
the  reasons  that  I have  mentioned.  Moreover,  how- 
ever high-minded  the  medical  profession  is  in  its 
care  and  attention  for  needy  persons — it  has  an 
enviable  record  in  this  regard— its  motives  for 
commencing  or  supporting  lawsuits  of  this  nature 
would  be  likely  to  be  misinterpreted  by  those  who, 
in  Bernard  Shaw’s  words,  regard  all  professions — 
not  excepting  the  law — as  conspiracies  against  so- 
ciety. That  should  not  prevent  professional  groups 
and  societies  from  engaging  in  litigation  where 
there  is  a reasonable  prospect  of  success,  but  not 
where  the  likelihood  of  success  is  so  slim  as  not  to 
justify  taking  such  action. 

The  opinion  of  Justice  Walter  J.  Mahoney  in  the 
Aroune  case  deals  with  a different  subject,  namely, 
whether  a patient  was  entitled  to  recover  Medicaid 
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to  pay  or  apply  on  the  payment  of  his  doctor.  Jus- 
tice Mahoney  ruled  that  the  patient  was  entitled  to 
that  benefit,  and  that  it  should  be  paid  directly  to 
the  doctor  regardless  of  whether  or  not  he  cooper- 
ated in  the  Medicaid  program.  He  did  cooperate  to 
the  extent  of  making  his  own  form  of  affidavit  as 
to  the  professional  services  rendered.  Whatever 
the  position  of  the  State  Society  or  its  members 
may  be  with  respect  to  Medicaid,  it  would  not  ap- 
pear that  an  attending  physician  is  in  a position  to 
insist  that  the  burden  shall  fall  on  his  patient  per- 
sonally instead  of  being  reimbursed  by  the  State 
where  such  reimbursement  is  authorized  by  law.  I 
see  no  occasion  for  the  State  Society  to  intervene  in 
that  lawsuit  if  Justice  Mahoney’s  determination  is 
appealed. 

Very  truly  yours, 
John  VanVoorhis 

Exhibit  B 

September  30,  1969 

Hon.  John  VanVoorhis 
65  Broad  Street 
Rochester,  New  York  14614 
Dear  Judge: 

I enclose  a copy  of  an  opinion  filed  in  the  United 
States  District  Court  for  the  Southern  District  on 
September  22,  1969,  in  which  the  majority  opinion 
by  Judges  Moore  and  Bonsai  refuses  to  declare  in- 
valid the  constitutionality  of  an  amendment  to  the 
New  York  Social  Services  Law,  section  367-a.  4 and 
sets  aside  the  injunction  granted  against  its  enforce- 
ment by  Judge  Motley.  The  dissenting  opinion  by 
Judge  Motley  precedes  the  majority  opinion. 

I think  that  the  wisdom  of  your  advice  to  the 
Medical  Society  to  refrain  from  joining  in  this  ac- 
tion is  clearly  brought  out  by  the  paragraph  starting 
at  the  bottom  of  page  9,  which  reads:  “As  an  in 

terrorem  argument,  plaintiffs  assert  that  the  burdens 
imposed  on  the  medical  profession  because  of  the 
necessity  of  preparing  two  bills,  one  for  80  per  cent 
and  one  for  20  per  cent,  will  cause  doctors  and  other 
providers  to  refuse  to  treat  patients.  Absent  proof, 
the  court  will  not  assume  that  the  doctors  of  this 
State  will  be  so  faithless  to  the  Hippocratic  oath  nor 
that  a doctor  would  not  grant  credit  for  the  20  per 
cent  in  needy  cases.  The  affidavits  of  a dentist  and 
a chiropractor  that  they  could  not  be  expected  to 
treat  a patient  not  paying  the  20  per  cent  in  cash, 
the  affidavits  of  the  director  of  a health  center  and 
of  the  acting  Commissioner  of  New  York  hospitals 
which  predict  that  the  quality  of  their  services  will 
be  lowered  because  of  the  amendment  are  not  to  be 
awarded  the  dignity  of  proof.  Not  a single  affidavit 
or  statement  has  been  produced  from  any  doctor  of 
medicine  that  he  would  refuse  to  treat  an  indigent 
patient  who  was  unable  to  place  a 20  per  cent  pay- 
ment in  cash  in  his  hand  before  he  deigned  to 
diagnose  and  prescribe.” 

I am  forwarding  copies  of  the  opinion  to  Dr. 
Henry  Fineberg  at  the  State  Society. 

As  ever, 

William  F.  Martin 

Exhibit  C 

United  States  District  Court 
Southern  District  of  New  York 

John  O’Reilly,  Mrs.  Ira  Goldstein, 

Mrs.  Rita  Morris,  Mrs.  Lillie 
Silverman,  individually  and  on 
behalf  of  all  other  persons 
similarly  situated, 

Plaintiffs, 


v. 

indigent”  of  New  York.  The  “medically  indigent” 
George  K.  Wyman,  in  his  capacity 
as  Commissioner  of  the  New  York 
State  Department  of  Social  Serv- 
ices, and  the  New  York  State 
Department  of  Social  Services, 

Defendants. 

Motley,  J.,  District  Judge,  dissenting. 

Plaintiffs  in  this  class  action  are  the  “medically 
are  persons  who:  (a)  meet  the  categorical  require- 

ments for  federally  supported  welfare,  being  blind, 
disabled,  sixty-five-years  old,  or  dependent  children; 
(b)  have  income  higher  than  the  public  assistance 
levels  set  under  the  state  plans;  and  (c)  have  in- 
sufficient income  and  resources  to  meet  the  costs  of 
necessary  medical  services.* 

Prior  to  the  recent  coinsurance  amendment,  sched- 
uled to  become  effective  on  July  1,  1969,  New  York 
had  paid  100  per  cent  of  all  the  medical  expenses, 
both  inpatient  and  outpatient,  incurred  by  this 
class.  By  the  terms  of  the  amendment,  however,  the 
“medically  indigent”  must  now  contribute  20  per 
cent  of  the  cost  of  their  outpatient  medical  care, 
the  State  paying  the  remainder. 

Plaintiffs  challenge  neither  the  propriety  nor  the 
wisdom  of  the  requirement  of  contribution,  itself,  as 
a means  of  economizing  on  New  York  State  Medicaid 
expenditures.  Rather,  they  point  to  constitutional 
infirmities,  as  well  as  direct  conflicts  with  Federal 
statutes  and  administrative  regulations,  in  the  pro- 
posed manner  of  implementing  the  amendment  by 
the  defendants  Commissioner  and  Department  of 
Social  Services.  They  claim  that  the  proposed  op- 
eration of  coinsurance  will  deny  them  the  equal  pro- 
tection of  the  laws  of  the  State  of  New  York  in 
violation  of  the  Fourteenth  Amendment;  and  that 
it  is  also  antithetical  to  the  command  and  intent  of 
the  Social  Security  Act  and  regulations  adopted 
thereunder  by  the  Department  of  Health,  Education, 
and  Welfare. 

Jurisdiction.  Federal  court  jurisdiction  is  here 
founded  on  the  substantive  rights  created  by  42 
U.S.C.,  section  1983,  and  the  implementation  of 
those  rights  in  the  Federal  courts  by  28  U.S.C.  1343 .t 
Specifically,  this  suit  is  brought  “[t]o  redress  the 
deprivation,  under  color  of  any  State  law,  statute, 
ordinance,  regulation,  custom  or  usage,  of  any  right, 
privilege,  or  immunity  secured  by  the  Constitution 
of  the  United  States  . . .”  28  U.S.C.  1343  (3). 

Having  been  properly  brought  initially  in  this 
court,  a statutory  three-judge  court  was  properly 
convened  to  decide  this  case  for  two  reasons.  First, 
it  is  now  clear  that  the  “redress”  sought  by  plaintiffs 
is  an  injunction  enjoining  state-wide  regulations  pro- 
mulgated by  Commissioner  Wyman  (Plaintiffs’  Ex- 
hibit 1)  in  enforcement  of  the  coinsurance  amend- 
ment. Hence,  they  are  state  statutes  within  the 
meaning  of  28  U.S.C.  2281.  King  v.  Smith,  392  U.S. 
309  (1968).  Second,  the  constitutional  right  alleg- 
edly withheld  is  the  right  not  to  be  denied  the  equal 
protection  of  the  laws  of  the  State  of  New  York 
Rothstein  v.  Wyman, — F.  Supp. — (S.D.N.Y.  1969) 
(69  Civ.  2763  decided  August  4,  1969).  And  as  this 
judge  initially  ruled,  plaintiffs’  complaint  raises  a 
substantial  constitutional  question  as  to  whether 
plaintiffs  will  be  denied  the  equal  protection  of  the 
laws  by  the  proposed  operation  of  the  amendment 
(Memorandum  Decision  and  Order,  July  3,  1969). 

* Plaintiff’s  memorandum,  p.  9. 

tin  King  v.  Smith,  392  U.S.  309  (1968),  the  Court 
noted  that  the  welfare  beneficiaries  in  that  case  had  predi- 
cated their  class  action  on  42  U.S.C.,  section  1983.  In 
King,  the  Court  held  Alabama's  “substitute  father”  regula- 
tion, which  denied  benefits  to  dependent  children  if  their 
mothers  cohabited  with  a man,  violative  of  the  Social  Se- 
curity Act  of  1935. 
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As  the  majority  correctly  holds,  a three-judge 
statutory  court  not  only  has  the  power  to  decide  the 
constitutional  issue  but  also  the  power,  in  the  juris- 
dictional sense,  to  decide  the  pendent  statutory 
claims  on  plaintiffs  (an  issue  which  will  be  con- 
sidered at  greater  length). 

However,  it  is  the  opinion  of  this  judge  that  the 
majority  erred  in  finding  that  “defendant  New  York 
State  Department  of  Social  Services  is  not  a ‘person’ 
within  the  meaning  of  Section  1983  of  42  U.S.C., 
and  there  is  no  jurisdiction  as  to  this  Department.’ 
This  proposition,  if  sound,  is  one  of  fundamental 
importance  to  all  litigants  contesting  the  constitu- 
tionality of  state  statutes  and  administrative  regu- 
lations in  the  Federal  courts.  For  it  would  pre- 
clude an  effective  “one-shot’’  remedy  of  injunctive 
relief  against  purportedly  unconstitutional  conduct 
on  the  part  of  state  officials  and  subordinates  of 
state  agencies.  If.  for  example,  an  injunction  were 
to  issue  against  defendant  Wyman,  alone,  prohibited 
conduct  on  the  part  of  other  members  of  the  De- 
partment might  have  to  be  separately  enjoined  in 
countless  lawsuits  or  contempt  proceedings.  Par- 
ticularly in  the  area  of  welfare  and  medical  assist- 
ance, such  a spectacle  would  be  as  ironic  as  it  would 
be  devastating.  Thus,  it  is  important  to  treat  the 
contention  of  the  majority  with  great  care. 

Authority  for  the  proposition  that  the  Depart- 
ment is  not  a “person’’  within  the  meaning  of  42 
U.S.C.,  section  1983  is  said  to  be  found  in  Judge 
Hay’s  opinion  in  Rosado  v Wyman*  “and  cases 
cited  therein.”  Judge  Hays,  in  turn,  rested  his 
conclusion  as  to  lack  of  “personality”  on  Monroe  v 
Pape,  365  U.S.  167  (1961),  and  two  Ninth  Circuit 
cases  following:  Clark  v.  Washington,  366  F.  2d  678 
(Ninth  Circuit  1966),  and  Williford  v.  California, 
352  F.  2d  474  (Ninth  Circuit  1965). 

Monroe  dealt  with  the  question  of  whether  or  not, 
under  section  1983,  the  City  of  Chicago  could  be 
held  liable  in  damages  for  the  brutality  of  certain  of 
its  police  officers.  The  Court,  deeply  impressed  by 
the  history  of  Congressional  concern  over  the  spectre 
of  political  subdivisions  of  the  state  having  “to  pay 
full  compensation”t  to  those  injured  by  violations 
of  the  Civil  Rights  Act,  as  well  as  by  the  House  of 
Representatives’  belief  that  “Congress  had  no  con- 
stitutional power  to  impose  any  obligation  on  county 
and  town  organizations,  the  mere  instrumentality 
for  the  administration  of  State  Law,”**  held  that  a 
municipal  corporation  is  not  a “person”  within  the 
meaning  of  section  1983.tt 

Monroe  turned,  then,  on  a strictly  limited  con- 
struction of  “person,”  governed  by  the  particular 
and  heated  Congressional  debate  concerning  munici- 
pal liability  when  the  original  Civil  Rights  Act  was 
being  considered.  The  Court  was  largely  prompted 
to  hold  as  it  did  because  the  question  of  monetary 
damages  was  in  issue.  True,  it  felt  itself  forced  to 
decide  that  municipal  corporations  were  not  “per- 
sons” for  the  purpose  of  granting  equitable  relief 
against  them  as  well,  365  U.S.  191-192,  footnote  50, 
but  it  expressly  did  not  “reach  the  constitutional 
question  whether  Congress  has  the  power  to  make 
municipalities  liable  for  acts  of  its  officers  that  vio- 
late the  civil  rights  of  individuals  (365  U.S.  191).” 
Therefore,  Monroe  should  not  be  read  as  the  latest 
commentary  on  Ex-parte  Young,  209  U.S.  123  (1907), 
and  the  question  of  state  sovereign  immunity.  Mon- 
roe found  that  cities  were  not  subject  to  suit  under 

* — F.2d— , Slip  Op.  2801  (Second  Circuit  July  16, 
1969).  This,  although  it  announced  the  Court’s  decision, 
was  not  its  opinion.  Chief  Judge  Lumbard  concurred,  and 
Judge  Feinberg  dissented. 

1 365  U.S.  188,  citing  Cong.  Globe,  42nd  Cong.,  First 
Session,  p.  663. 

**  365  U.S.  190,  citing  Id.,  p.  804. 

tt  365  U.S.  192. 


section  1983  but  did  not  say  a word  about  their 
suability  because  they  were  part  of  the  “state,  ’ and 
hence  protected  from  suit  by  the  Eleventh  Amend- 
ment. 

In  sum,  Monroe  should  not  be  read  broadly  as  a 
bar  against  suits  involving  "agencies”  or  "arms”  of 
the  state  in  the  Federal  courts.  Unfortunately,  its 
precisely  delineated  rationale  has  been  confused  with 
sovereign  immunity  in  the  Ninth  Circuit  cases  also 
cited  by  Judge  Hays  in  Rosado. 

In  Williford  v.  California,  supra,  the  court  pur- 
ported to  apply  the  rule  in  Monroe  to  hold  that  the 
State  of  California  was  not  amenable  to  suit  under 
the  Civil  Rights  Act.  “A  municipal  corporation  is 
but  a political  subdivision  of  a state,  and  if  a state’s 
political  subdivisions  are  not  "persons”  under  the 
statute,  then  neither  is  the  state  (352  F.  2d  474, 
476).”  But,  of  course,  the  considerations  that  led 
the  Court  in  Monroe  to  go  down  the  scale  of  govern- 
ment and  reach  one  result,  do  not  so  neatly  apply 
going  up.  At  any  event,  Williford  does  not  add  any 
learning  to  the  problem  of  whether  the  Department 
of  Social  Services,  clearly  not  a “political  subdivi- 
sion of  the  State,”  is  a “person”  within  the  meaning 
of  section  1983. 

In  Clark  v.  State  of  Washington,  supra,  Monroe 
was  not  even  discussed  in  the  holding  that  “(a) 
state  is  not  a “person”  within  the  meaning  of  (42 
U.S.C.,  section  1983)... and  this  must  likewise  be 
true  of  the  Bar  Association,  which  is  an  agency  of 
the  State  (366  F.  2d  678,  681).”  Again,  the  com- 
pelling logic  before  the  conclusion  is  not  self- 
evident,  and  there  is  no  discussion  as  to  why  an 
agent  “must”  be  treated  exactly  like  the  principal. 

However,  Clark  is  at  least  more  apposite  to  a de- 
termination of  the  status  of  the  Department,  which 
is  arguably  an  agent  of  the  state.  It,  like  the  Bar 
Association  in  Clark,  is  an  administrative  body  en- 
trusted with  regulating  state  wide  practices.  If 
analogies  are  to  be  drawn,  however,  the  Department 
would  seem  more  akin  to  a state  board  of  education 
than  a bar  association,  because  of  the  latter’s  pecu- 
liar relationship  to  the  law  and  the  judiciary.  On 
the  other  hand,  a board  of  education  is  as  much 
concerned  with  the  general  public  welfare  as  is  the 
Department  of  Social  Services. 

In  an  iron-link  chain  of  precedent  in  the  Fifth 
Circuit,  the  State  Board  of  Education  of  Louisiana 
has  been  held  amenable  to  suit  in  school  segregation 
cases,  even  as  an  “agent”  of  the  state,  under  section 
1983. 

“For  the  second  time  in  this  case  and  for  the 
seventh  time  in  recent  years,  we  hold  that  a 
state  agency  is  not  immune  from  a suit  to  enjoin 
it  from  enforcing  an  unconstitutional  statute,  and 
the  individual  members  of  the  State  Board  need 
not  be  joined  as  party  defendant.  Again  we  re- 
peat that  the  State  cannot  by  statute  or  constitu- 
tion make  the  State  Board  of  Education  a “special 
agency”  free  from  suits  to  enjoin  the  board’s 
actions  in  violation  of  federally  guaranteed  rights. 
McCoy  v.  Louisiana  State  Board  of  Education, 
Fifth  Circuit  1964,  332  F.  2d  915;  Louisiana 
State  Board  of  Education  v.  Baker,  Fifth  Circuit 
1964,  339  F.  2d  911.  McCoy  v.  Louisiana  State 
Board  of  Education,  Fifth  Circuit  1965,  345 
F.  2d  720.  (For  cases  prior  to  Monroe,  whose 
reasoning  is  believed  to  remain  intact,  see  Orleans 
Parish  School  Board  v.  Bush.,  242  F.  2d  156 
(1957);  Dorsey  v.  State  Athletic  Commission,  168 
F.  Supp.  149  (1958).) 

In  all  these  cases,  the  court  was  responding  di- 
rectly to  claims  that  the  issue  at  stake  was  one  of 
sovereign  immunity,  that  the  School  Board  was  in 
fact  the  “State”  and  thus  not  suable  by  virtue  of 
the  operation  of  the  Eleventh  Amendment.  Thus, 
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these  cases  did  not  specifically  decide  that  the  School 
Board  was  a “person”  within  section  1983.  How- 
ever, they  were  all  decided  after  Monroe  (except  for 
Dorsey  and  Orleans  Parish);  and  if  the  issue  was 
neither  raised  nor  discussed,  it  is  a fair  inference 
that  the  court  found  it  to  be  irrelevant.  In  any 
event,  the  McCoy  cases  stand  for  the  proposition 
that  a state  agency  is  not  insulated  from  attack 
under  section  1983,  squarely  contrary  to  Clark, 
supra.* 

Thus,  the  situation  in  the  circuit  courts  appears 
to  be  a confused  one  at  best.  However,  reliance 
need  not  be  placed  on  decisions  elsewhere  to  dispute 
the  claim  that  the  Department  is  not  a “person.”  In 
the  recent  welfare  case  of  Rothstein  v.  Wyman  and 
Department  of  Social  Services  for  the  State  of  New 
York,  supra,  injunctive  relief  was  granted  against 
the  Department  as  defendant  in  its  own  right. 
Judge  Mansfield,  writing  for  a unanimous  panel  of 
three  judges,  repeatedly  referred  to  the  “defendants” 
and  restrained  both  the  Commissioner  and  the  De- 
partment from  enforcement  of  the  statute  there 
called  into  question.  The  Court  never  doubted — 
never,  in  fact,  discussed— the  propriety  of  suit 
against  the  Department,  although  jurisdiction  was 
initially  founded  on  section  1983,  as  it  is  here. 

Judge  Hays  joined  in  the  opinion  of  the  court. 
It  should  be  noted  that  in  Rosado,  itself,  Judge 
Hays  was  the  only  judge  to  expressly  question  the 
Department’s  status  as  a “person.”  Judge  Feinberg, 
dissenting,  presumably  did  not  doubt  the  jurisdic- 
tion over  the  Department.  Chief  Judge  Lumbard, 
concurring,  did  not  consider  the  applicability  of 
section  1983  to  the  Department,  since  he  did  not 
believe  there  was  substantive  reason  to  invoke 
section  1983  against  anyone.  Thus,  the  apparent  in- 
consistency in  Judge  Hays’  two  decisions  would 
seem  best  resolved  in  favor  of  the  finding  that  the 
Department  is  a “person”  within  section  1983.  In 
that  event,  the  Department  was  properly  made  a de- 
fendant in  this  case,  and  if,  as  I believe,  plaintiffs 
are  entitled  to  preliminary  injunctive  relief,  the  De- 
partment may  be  properly  enjoined  from  enforcing 
the  coinsurance  amendment  as  defendants  presently 
propose  to  enforce  it. 

The  Constitutional  Claims.  The  constitutional  and 
statutory  arguments  made  by  plaintiffs  depend  on  an 
incredibly  complex  factual  substratum  and,  un- 
fortunately, a comparatively  meager  record  of  briefs, 
affidavits,  and  testimony  that  leaves  many  crucial 
questions  unanswered.  The  equal  protection  claim, 
for  example,  hinges  on  the  precise  manner  in  which 
technical  calculations  of  income  are  made  and  acted 
on.  With  this  background,  it  would  appear  unwise 
to  pass  conclusively  on  the  merits  of  the  constitu- 
tional issues,  especially  on  this  application  for  pre- 
liminary injunctive  relief.  We  might  even  decline 
to  discuss  the  constitutional  issues  altogether,  even 
though  their  presence  is  responsible  for  the  con- 
vening of  this  court.  As  Chief  Judge  Lumbard 
stated  in  Rosado,  “Pendent  jurisdiction,  in  the  sense 
of  judicial  power,  attaches  at  the  outset  of  a suit. 
See  United  Mine  Workers  v.  Gibbs,  383  U.S.  715, 
727  (1966.)  The  subsequent  dismissal  of  the  con- 
stitutional claim,  Gibbs  makes  clear,  does  not  de- 
prive the  Federal  courts  of  all  power  over  a properly 
joined  pendent  claim,”  Rosado  v.  Wyman,  supra, 
Slip  Op.  2819.  Thus,  we  might  reserve  decision  on 
the  constitutional  claims  and  proceed  to  discuss  the 
statutory  claims  in  exercise  of  pendent  jurisdiction. 

However,  because  the  majority  has  generally  dis- 
paraged but  not  adequately  discussed  the  equal 
protection  arguments  of  plaintiffs,  it  is  necessary  to 

* Presumably  because  the  question  was  taken  to  be  self- 
evident,  there  was  no  explicit  discussion  of  section  1983  as 
the  basis  of  jurisdiction. 


indicate  this  judge’s  opinion  of  plaintiffs’  probable 
success.  First  it  will  be  necessary  to  develop  the 
factual  morass,  such  as  it  is,  left  largely  hidden  by 
the  majority. 

In  my  understanding,  the  coinsurance  amendment 
will  operate  to  create  three  classes  of  persons  dis- 
tinguished, in  part,  by  the  manner  in  which  their 
eligibility  for  Medicaid  benefits  will  be  determined. 
Those  three  classes  are:  (1)  those  who  are  applying 

for  100  per  cent  medical  coverage  initially  because 
their  incomes  are  already  below  the  public  assistance 
levels;  (2)  the  “medically  indigent”  who  are  apply- 
ing for  100  per  cent  as  opposed  to  80  per  cent  medi- 
cal coverage  because  they  have,  by  reason  of  co- 
insurance,  “spent  down”  to  their  particular  public 
assistance  level;  and  (3)  those  who  are  applying  for 
80  per  cent  medical  coverage  initially  because  they 
have  become  “medically  indigent”  by  virtue  of  a 
decrease  in  income  or  because  they  have  “spent 
down”  to  medical  indigence  levels  from  higher  in- 
come levels. 

Commissioner  Wymans’  administrative  letter 
(Plaintiffs  Exhibit  Number  1),  and  the  testimony  of 
Deputy  Commissioner  Moncure  (Hearing  before 
Motley,  J.,  July  1,  1969,  T:101,  102-105,  107), 
make  it  absolutely  clear  that  in  determining  eligi- 
bility for  100  per  cent  outpatient  coverage,  as  op- 
posed to  80  per  cent  coverage,  the  excess  income  of  a 
member  of  class  (2)  which  is  to  be  deemed  available 
for  coinsurance,  at  any  given  point  in  time,  is  the 
excess  income  determined  on  an  annual  basis.! 
Therefore,  members  of  class  (2)  cannot  move  from 
80  to  100  per  cent  medical  coverage  until  their  excess 
income  for  the  entire  year  has  been  exhausted  in  co- 
insurance.  But,  of  course,  where  the  annual  excess 
income  is  very  small  (in  the  case  of  plaintiff  Morris 
it  is  $10),  that  which  is  available  as  excess  income 
each  month  is  even  smaller,  so  that  many  people 
who  are  “medically  indigent”  may  have  monthly  in- 
comes of  only  one  dollar  or  so  more  than  those  re- 
ceiving public  assistance.  And  where  the  yearly 
excess  may  be  required  to  be  used  up  in  one  month 
for  coinsurance  purposes,  the  income  for  that  month 
will  obviously  be  at,  or  even  below,  the  level  of  pub- 
lic assistance. 

As  to  classes  (1)  and  (3),  original  Medicaid  ap- 
plicants, income  determination  is  made  on  a 
monthly  basis.  “[Ojnly  the  excess  income  for  the 
month  or  months  in  which  care  or  services  are  given 
shall  be  considered  as  available  for  payment,”  18 

t Plaintiffs’  Exhibit  1 is  denominated  "Administrative 
Letter,”  is  dated  June  11,  1969,  is  from  the  Department  of 
Social  Services,  and  is  addressed  to  “Commissioners  of  So- 
cial Services.”  It  provides  in  pertinent  part  as  follows: 
“This  amount  (“Maximum  Cost  to  Recipient”)  is  the  dif- 
ference between  the  annual  net  income  of  a family  house- 
hold and  cash  public  assistance  levels  ....  This  is  the 
amount  which  a family  household  ...  is  required  to  ex- 
pend or  become  obligated  to  pay  on  an  annual  basis  for 
medical  care  and  services  . . . before  being  eligible  for 
‘A’  (100  per  cent)  coverage.”  (Plaintiffs’  exhibit  1,  p.  1; 
emphasis  supplied. ) 

“Exhibit  3 is  a suggested  sample  letter  to  be  used  for 
transmitting  identification  cards  to  family  households  with 
‘B’  (80  per  cent)  coverage  ....  It  also  explains  that 
persons  are  subject  to  cost  sharing  until  their  income  is 
reduced  to  a public  assistance  level,  and  when  the  family 
has  expended  or  been  billed  for  the  difference  between  the 
amount  shown  in  the  letter  and  the  annual  net  income,  it 
will  become  eligible  for  all  medical  care  and  services.” 
(Plaintiffs’  Exhibit  1,  p.  2;  emphasis  supplied.) 

Such  language  is  not  “vague  and  inconclusive  on  yearly 
determination,"  as  the  majority  has  thus  characterized 
Plaintiffs’  Exhibit  1.  It  is  precise  and  blunt  on  the  issue. 
And  the  Administrative  Letter  is  a “regulatory”  require- 
ment, which  is  meant  to  “describe  the  various  changes  in 
forms  and  procedures  which  are  required  as  a result  of 
amendments  to  the  Medical  Assistance  Program  effective 
July  1,  1969.”  (Plaintiffs’  Exhibit  1,  p.  1.) 
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N.Y.C.R.R.,  section  85.4  (e)  (iii).  Clearly,  these 
classes  are  treated  differently  from  that  class  seek- 
ing to  shift  from  SO  to  100  per  cent  medical  cover- 
age. 

The  Supreme  Court  has  ruled  that:  . . . Courts 

must  reach  and  determine  the  question  whether  the 
classifications  drawn  in  a statute  are  reasonable  in 
light  of  its  purpose.”  McLaughlin  v.  Florida,  379 
U.S.  184,  191  (1964).  It  has  also  stated  that:  “The 

Equal  Protection  Clause  requires  more  of  a state 
law  than  nondiscriminatory  application  within  the 
class  it  establishes,”  Rinaldi  v.  Yeager,  384  U.S. 
305,  308  (1966). 

Plaintiffs  having  shown  a patent  and  important 
discrimination  in  the  determination  of  eligibility 
for  Medicaid  benefits,  the  State  must  now  offer  a 
reasonable  and  acceptable  explanation  for  its  action 
Moreover,  when  dealing  with  fundamental  personal 
interests  of  great  magnitude,  such  ns  health  and 
physical  well  being,  the  State  must  make  that  ex- 
planation even  stronger  than  usual. 

“We  believe  that  with  the  stakes  so  high  in 
terms  of  human  misery  the  equal  protection 
standard  to  be  applied  should  be  stricter  than 
that  used  on  review  of  commercial  legislation  and 
more  nearly  approximate  that  applied  to  laws  af- 
fecting fundamental  constitutional  rights.”  Roth- 
stein  v.  Wyman,  supra,  — F.  Supp. — See  also, 
Hobson  v.  Hansen.  269  F.  Supp.  401,  496—498, 
(D.D.C.  1967,  Wright,  J.):  aff'd  sub  nom.  Smuek 
v.  Hobson,  408  F.  2d  175  (D  C.  Circuit  1969)  ap- 
peal dismissed,  393  U.S.  801. 

The  State  did  offer  some  justification  for  the  use 
of  the  annual  income  criterion  for  class  2.  Ques- 
tioned as  to  the  feasibility  of  using  the  standard 
monthly  calculation,  the  representative  for  the 
State  replied:  “I  think  it  is  administratively  im- 

possible in  the  State  of  New  York,”  (Hearing  before 
Motley,  J.,  supra,  T:88).  However,  pressed  further 
on  other  administrative  alternatives,  the  witness 
admitted:  “I  think,  at  best,  cost  sharing  in  this 

state  or  coinsurance  in  this  state  is  going  to  be 
utter  confusion,”  (Hearing  before  Motley,  J.,  supra, 
T:91).  Thus,  apparently,  any  form  of  administra- 
tion of  coinsurance  in  New  York  will  be  difficult; 
doubtful  ease  of  application  seems  flimsy  ground  on 
which  to  defend  a grossly  discriminatory  practice. 

Furthermore,  it  is  certain  that  the  defense  of 
“convenience”  or  saving  of  time  or  money  in  admin- 
istration of  a statute,  alone,  will  not  hold  up  under 
the  battery  of  a constitutional  assault.  Rinaldi  v. 
Yeager,  384  U.S.  305,  310  (1966);  Shapiro  v.  Thomp- 
son, 394  U.S.  618  (1969).  Thus,  until  the  State 
can  make  a convincing  argument  as  to  the  rational- 
ity and  necessity  of  its  classification,  it  would  seem 
that  the  claim  of  unconstitutionality  with  regard  to 
the  use  of  the  criterion  of  one  year’s  income  as  to 
class  2 is  a good  one. 

The  other  equal  protection  claim  has  to  do  with 
the  difference  in  treatment  between  those  who  pay 
the  required  20  per  cent  of  their  outpatient  care  in 
cash  and  those  who  receive  credit  for  such  treat- 
ment, while  a claim  for  100  per  cent  medical  cover- 
age is  pending.  The  argument  is  that  the  State  will 
pay  the  “debts”  incurred  by  the  latter  but  will  not 
“reimburse”  the  former  individual  who  is  out  of 
pocket  for  the  doctor’s  bills.  While  the  claim  is  not 
without  merit,  there  are  simply  not  enough  facts 
concerning  New  York’s  policy  of  “reimbursement”  in 
the  record  to  justify  a determination  one  way  or  the 
other  at  this  time.  On  the  final  hearing  of  this 
cause,  evidence  may  well  be  adduced  to  vindicate 
plaintiffs’  assertion.  No  harm  is  done,  however,  in 
reserving  judgment  on  this  point,  especially  in  light 
of  my  assessment  of  probable  success  on  the  other 
constitutional  claim. 


The  Statutory  Claims.  In  its  discussion  of  plain- 
tiffs’ statutory  claims,  the  majority  takes  exception 
to  “several  hypothetical  situations”  which  it  cor- 
rectly says  plaintiffs  assume.  Certainly,  their  brief 
makes  use  of  illustrative  examples  to  demonstrate 
more  darkly  how  the  conjunction  of  an  annual  in- 
come determination  with  a requirement  of  coinsur- 
ance, until  excess  income  is  exhausted,  will  work  to 
compel  plaintiffs  to  utilize  subsistence  income  pend- 
ing a determination  of  eligibility  for  100  per  cent 
medical  coverage.  However,  plaintiffs’  case  does  not 
rest  on  these  illustrations.  The  named  plaintiffs  are 
flesh-and-blood  “examples”  of  the  predicament  sought 
to  be  explained.  There  is  nothing  in  the  least  “hy- 
pothetical” about  the  plight  of  Mrs.  Rita  Morris, 
Mrs.  Lillie  Silverman,  and  Mr.  John  O’Reilly. 

Mrs.  Morris  has  four  children  and  makes  $10 
more  per  year  than  the  public  assistance  income  al- 
lowed for  a family  of  five,  (Plaintiffs’  complaint,  p. 
3;  Order  to  Show  Cause,  Affidavit  of  Mrs.  Rita 
Morris).  Mrs.  Silverman  is  sixty-seven  years  old. 
lives  alone,  and  receives  the  grand  sum  of  $54  per 
year  in  excess  of  the  allowed  public  assistance 
level,  (Plaintiffs’  complaint,  p.  3;  Order  to  Show 
Cause.  Affidavit  of  Mrs.  Lillie  Silverman).  And  Mr. 
O’Reilly,  who  lives  on  Social  Security  payments 
with  his  welfare-recipient  niece,  has  been  “receiving 
treatment  for  diabetes,  Parkinson’s  disease,  and  a 
hemorrhaging  (sic]  duondenal  [sic]  ulcer.”  In  ad- 
dition. he  has  “appointments  at  Roosevelt  Hospital 
as  an  outpatient  . . . for  treatment  of  (his)  Parkin- 
son’s disease,”  (Affidavit  of  John  O’Reilly,  pp.  1 and 
2). 

It  would  strain  the  bounds  of  credulity  to  believe 
that  Mrs.  Morris  and  her  four  children  would  never 
have  medical  bills  of  more  than  $50  in  one  month, 
necessitating  their  payment  of  more  than  $10  in  co- 
insurance  and  thus  dipping  into  subsistence  income 
for  that  month.  Almost  as  hard  to  deny  is  the  like- 
lihood that  Mrs.  Silverman,  who  is  almost  seventy- 
years-old,  might  have  a serious  accident  or  illness 
costing  more  than  $270  in  medical  expenses  in  one 
month.  Most  clearly  of  all,  Mr.  O’Reilly  will  have 
enormous  medical  expenses  because  of  his  serious 
ailments,  and  he  has  definitely  scheduled  appoint- 
ments in  August  and  September  for  treatment  of 
these  conditions. 

Against  the  unhappy  background  of  these  “real” 
situations,  can  it  be  seriously  contended  that  here 
“fact  assumptions  . . . (are)  made  of  large  medical 
bills  and  small  incomes  with  a resultant  mathemati- 
cal deficit?”  Is  an  injunction  really  being  sought 
based  “on  far-fetched  hypothesis?”  It  is  believed, 
instead,  that  the  majority  simply  fails  to  correctly 
understand  the  bitter  truth  as  it  exists  for  Mrs. 
Morris,  Mrs.  Silverman,  and  Mr.  O’Reilly.  It  is 
believed  that  this  is  belied  by  the  majority’s  un- 
intentionally rhetorical  question:  “Who,  for  ex- 

ample, would  meet,  or  be  expected  to  meet,  a $400 
medical  bill,  in  the  week  in  which  it  was  received, 
out  of  an  income  of  $77?” 

The  poor  are  expected  to  do  things  that  the  rest 
of  us  are  not,  not  least  of  which  is  to  continue  to  live 
and  be  healthy  on  insufficient  incomes.  The  poor 
are  required  to  pay  in  advance  for  medical  services; 
they  do  not  receive  “credit”  because  their  bodies  are 
not  worth  “repossessing”  on  default.  However,  dif- 
ferences in  the  majority’s  beliefs  and  mine  are  not 
in  issue.  The  record  and  plaintiffs’  affidavits 
squarely  assert  that  the  members  of  the  class  will 
not  be  able  to  pay  for  medical  services  without 
dipping  into  subsistence  income.  Mr.  O’Reilly  has 
sworn  that  “(i]f  [he]  [is]  required  to  pay  any  part 
of  these  expenses,  [he]  will  be  forced  to  forego  neces- 
sary treatment  and  medication.”  The  defendants 
have  adduced  no  affidavits  or  other  evidence  con- 
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tradicting  this.  Therefore,  at  the  very  least,  any 
doubt  as  to  the  severity  and  magnitude  of  plaintiffs’ 
distress  ought  to  be  resolved  in  their  favor. 

If,  in  fact,  the  calculation  of  available  income,  the 
calculation  of  coinsurance  “excess”  and  the  “thirty- 
day  investigatory  period”  while  a claim  for  100  per 
cent  medical  coverage  is  pending,  together  require 
the  “medically  indigent”  to  “spend  down”  below 
public  assistance  levels,  the  requirements  are  flatly 
in  violation  of  Social  Security  Act,  section  1902  (a) 
(14),  42  U.S.C.A.,  section  1396  (a)  (14)  (Supp. 
1969);  and  of  Regulation  HEW,  34  Federal  Regula- 
tion 1320,  Part  248,  section  248.21  (a)  (1)  (ii). 
These  provisions  are  set  out  in  pertinent  part  in  the 
majority  opinion  but  are  interpreted  to  permit  vio- 
lation of  monthly  subsistence  income.  This  judge 
believes  that,  on  the  contrary,  the  statute  and  regu- 
lations seem  clear  on  their  face  to  prohibit  requiring 
the  expenditure  of  subsistence  income  on  necessary 
medical  care.  See  also,  Social  Security  Act,  section 
1396  (a)  (17)  (Supp.  1969). 

Furthermore,  and,  perhaps,  philosophically  most 
persuasive,  the  allowing  of  invasion  of  monthly 
subsistence  income  would  make  a mockery  of  the 
entire  Medicaid  program  in  its  avowed  effort  to 
help  needy  individuals  retain  the  integrity  and  self- 
uespect  so  hard  to  achieve  on  public  assistance.  To 
that  end,  the  states  are  directed,  in  administering 
Medicaid,  to  make  efforts  “[i]n  the  direction  of 
broadening  the  scope  of  care  and  services  made 
available  under  the  plan  and  in  the  direction  of 
liberalizing  the  eligibility  requirements  for  medical 
assistance,  with  a view  toward  furnishing  by  July  1, 
1975,  comprehensive  care  and  services  to  substan- 
tially all  individuals  who  meet  the  plan’s  eligibility 
standards  with  respect  to  income  and  resources,  in- 
cluding service  to  enable  such  individuals  to  attain 
or  retain  independence  or  self-care.”  Plaintiffs’ 
Memorandum,  p.  8,  citing  Social  Security  Act,  sec- 
tion 1903  (e),  42  U.S.C.A.  1396  (b)  (e)  (Supp. 
1969),  (emphasis  added). 

Thus,  one  of  the  chief  goals  of  Medicaid  is  to 
prevent  people  being  driven  onto  public  assistance 
rolls  because  of  illness  or  poor  health.  The  proposed 
operation  of  the  coinsurance  amendment  will  not 
only  add  to  the  growing  numbers  of  welfare  re- 
cipients but  will  cause  many  of  the  coinsurers  to 
live  on  incomes  below  that  of  other  welfare  re- 
cipients. 

Conclusion.  In  the  words  of  the  majority,  “there 
remains  only  for  consideration  of  the  solution  of 
this  particular  case.”  Believing,  as  I do,  that 
plaintiffs  have  made  a substantial  showing  of 
probable  success  on  at  least  one  of  the  constitutional 
claims  and  on  the  statutory  claims,  and  finding 
that  they  are  threatened  with  irreparable  harm 
and  injury  to  their  health  and  well  being,  I believe 
that  defendants  should  be  preliminarily  enjoined 
from  enforcing  the  coinsurance  amendment  as  it 
is  now  going  to  be  enforced,  pending  a final  de- 
termination of  the  merits.  Even  if  I were  of  the 
opinion  that  the  showing  of  probable  success  was 
less  convincing  than  I have  indicated,  the  com- 
parative harm  to  plaintiffs  and  defendants  result- 
ing from  the  granting  or  withholding  of  relief, 
decisively  work  in  favor  of  the  plaintiffs.  The 
usual  burden  of  convincing  the  court  of  success 
at  final  hearing  is  lessened  “where  the  balance  of 
hardships  tips  decidedly  toward  the  party  request- 
ing the  temporary  relief,”  Dino  De  Laurentiis  Cine- 
matografica,  S.p.A.  v.  D-150,  Inc.,  366  F.  2d  373, 
375  (Second  Circuit  1966)  (emphasis  added).  See 
also  Checker  Motors  Corp.  v.  Chrysler  Corp.,  405 
F.  2d  319  (Second  Circuit  1969). 

Here,  not  only  have  plantiffs  shown  irreparable 
harm  flowing  from  operation  of  the  amendment,  but 


the  State  has  adduced  very  little  harm  to  its  pro- 
gram were  it  to  be  enjoined,  save  some  delay  and 
inconvenience.  Furthermore,  as  was  brought  out 
in  the  testimony  before  the  single  District  Judge 
(Hearing  before  Motley,  J.,  supra.,  T:98— 107),  al- 
ternative means  of  administering  the  amendment 
could  be  adopted  by  the  State  that  would  save  it 
from  both  constitutional  and  statutory  infirmities. 

It  is  not  true,  in  this  case,  that  “the  practical 
effect  of  an  injunction  is  to  order  the  New  York 
Legislature  to  appropriate  more  funds  for  welfare,” 

( Rosado  v.  Wyman,  supra,  Slip  Op.  2801,  p.  2809). 
Rosado  dealt  with  a decrease  in  maximum  monthly 
grants  and  allowances  to  all  welfare  recipients. 
Here,  however,  the  Legislature  has  attempted  to 
economize  by  a scheme  of  insurance;  that  is,  it  is 
taking  a supremely  calculated  risk  that  so  many 
persons  will  require  medical  care,  so  many  will 
qualify  as  coinsurers,  so  many  will  have  such-and- 
such  a level  of  income,  and  so  on.  On  the  basis  of 
calculations  as  to  needs,  a sum  of  money  has  been 
allocated.  However,  if  in  fact  the  Legislature  has 
guessed  wrongly  as  to  the  number  of  medically 
needy,  or  as  to  the  number  who  will  become  eligible 
for  100  per  cent  Medicaid  benefits,  it  may  not 
refuse  aid  on  the  grounds  that  it  will  be  forced  “to 
appropriate  more  funds  for  welfare.” 

An  injunction  against  enforcement  of  the  present 
regulations  would  not  preclude  New  York  from 
administering  coinsurance  in  a constitutionally  and 
statutorily  acceptable  form.  And  that  form  would 
not  require  money  to  be  spent  either  on  persons  not 
contemplated  or  within  monetary  limits  not  en- 
visaged. If,  for  example,  everyone  in  New  York 
should  unfortunately  become  eligible  for  100  per  cent 
Medicaid  coverage,  “more  money”  would  certainly 
have  to  be  provided  by  the  State  in  an  absolute 
sense.  But  that  is  the  fault  of  the  stars,  not  of  the 
judiciary. 

Rosado  is  similarly  inapposite  as  regards  “the  < 
initial  resolution  of  plaintiffs’  statutory  claims.”  ] 
The  Supreme  Court  has  recently  decided  analogous 
claims  not  less  complex  than  the  ones  before  us, 

( King  v.  Smith,  supra;  see  also,  Rothstein  v. 
Wyman,  supra.)  Plaintiffs’  rightly  point  out  the 
inadequacies  of  the  hearing  apparatus  of  the  De- 
partment of  Health,  Education,  and  Welfare  to  give 
effective  redress  to  private  litigants  (Plaintiffs’ 
Reply  Memorandum,  pp.  4 and  5),  and  further  indi- 
cate that  this  Department  has,  in  effect,  already 
“passed”  on  the  conformity  of  New  York’s  Amend- 
ment in  an  informal  manner,  (letter  of  April  18, 
1969,  from  James  Callison,  Department  of  Health, 
Education,  and  Welfare  to  George  K.  Wyman). 

Finally,  this  judge  cannot  agree  more  fully  with 
the  majority’s  affirmation  that  “courts  in  dealing 
with  every  changing  social  problems  should  not  blind 
themselves  to  current  events.”  However,  I cannot 
agree  that  the  President’s  address  of  August  8 
noticeably  has  an  impact  on  the  case  before  us. 
The  President  spoke  primarily  of  family  allowances,  1 
not  of  medical  care.  At  any  event,  the  issue  here 
is  not  a “political”  one — yet — nor  is  it  one  to  be 
especially  resolved  by  resort  to  principles  and  con- 
siderations outside  the  scope  of  law  and  justice.  To 
refuse  to  act  within  a clear  mandate  to  do  so,  in  the 
interest  of  humanity  and  fundamental  human  de- 
cency, is  to  be  indeed  “blind”  to  the  course  of  human 
events. 


Dated:  New  York,  New  York 
September  22,  1969 


Constance  Baker  Motley, 

U.S.D.J. 
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United  States  District  Court 
Southern  District  of  New  York 

John  O’Reilly,  et  al, 

Plaintiffs, 

69-Civ.-2780 

v. 

George  K.  Wyman,  in  his  capacity 
as  Commissioner  of  the  New  York 
State  Department  of  Social  Services, 
and  the  New  York  State  Department 
of  Social  Services, 

Defendants. 

Appearances:  Robert  P.  Borsody  and  Lee  A. 

Albert,  New  York,  (Center  on  Social  Welfare  Policy 
and  Law,  New  York,  Ilarold  Edgar,  New  York,  of 
counsel),  for  Plaintiffs.  Mark  T.  Walsh,  Assistant 
Attorney  General,  New  York,  (Louis  J.  Lefkowitz, 
Attorney  General  of  the  State  of  New  York,  Albany; 
Steven  M.  Hochberg,  Deputy  Assistant  Attorney 
General,  New  York,  of  counsel),  for  Defendants. 

Before:  Leonard  P.  Moore,  United  States  Circuit 
Judge;  Dudley  B.  Bonsai,  United  States  District 
Judge;  and  Constance  Baker  Motley,  United  States 
District  Judge. 

Circuit  Judge  Moore:  The  complaint  attacks  the 
constitutionality  of  an  amendment  to  the  New  York 
Social  Services  Law,  section  367(a)(4),*  effective 
July  1,  1969,  and  seeks  a declaration  of  its  invalidity 
and  an  injunction  against  its  enforcement. 

Prior  to  July  1,  1969,  plaintiffs,  by  order  to  show 
cause  based  on  the  complaint  and  certain  affidavits, 
sought  the  convocation  of  a three-judge  court  “for 
the  purpose  of  hearing  and  determining  an  applica- 
tion for  a preliminary  injunction.” 

On  July  2,  1969,  after  hearing  testimony  and  oral 
argument  and  reading  plaintiffs’  brief  in  support  of 
their  motion  for  a temporary  restraining  order. 
Judge  Motley  granted  the  order  restraining  the 
defendants  from  putting  into  effect  section  367-a.  4 
and  requested  the  convocation  of  a three-judge  court. 
This  court  was  accordingly  designated.  In  view  of 
the  restraining  order  still  in  effect,  no  action  has 
been  taken  under  section  367-a.  4 nor  experience 
gained  as  to  the  factual  consequences  of  its  opera- 
tion. 

The  Amendment,  Section  367-a.  4-  Before  the 
amendment  was  enacted,  all  persons  receiving  out- 
patient care,  who  qualified  as  medically  indigent, 

* Section  367-a.  4 of  the  New  York  Social  Services  Law 
provides  as  follows: 

“To  amend  the  social  services  law,  in  relation  to  the 
amount  payable  by  social  services  districts  for  outpatient 
care  under  the  provisions  of  title  11  of  such  law. 

The  People  of  the  State  of  New  York,  represented  in 
Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Subdivision  four  of  section  367-a  of  the 
Social  Services  Law,  as  added  by  a chapter  of  the  laws 
of  1969,  entitled  “An  act  to  amend  the  Social  Services 
Law,  in  relation  to  establishing  coinsurance  for  outpa- 
tient care  in  medical  assistance,”  is  hereby  amended  to 
read  as  follows: 

4.  (No)  A social  services  district  shall  pay  (more 
than)  only  80  per  cent  of  the  cost  of  medical  care  and 
services  available  under  this  title,  other  than  inpatient 
care  and  services  in  a medical  institution,  with  respect 
to  any  applicant  or  recipient  whose  eligibility  is  derived 
from  subparagraph  four  of  paragraph  (a)  of  subdivision 
one  of  section  366  of  this  title;  provided,  however,  that 
the  above  limitation  shall  not  apply  with  respect  to  any 
such  applicant  or  recipient  whose  expenditures  and  ob- 
ligations for  (such)  medical  care  and  services  have  re- 
duced such  person’s  income  and  resources  to  (the  level 
of  eligibility  for  public  assistance)  an  amount  equal  to 
the  most  liberal  money  payment  standard  used  by  this 
State,  at  any  time  on  and  after  January  1,  1966,  as  a 
measure  of  financial  eligibility  in  any  categorical  money 
payment  program. 

Section  2.  This  action  shall  take  effect  July  1,  1969. 


were  entitled  to  free  medical  care,  service*,  and 
supplies,  namely,  100  per  cent  of  such  charges  were 
paid  for  by  the  State.  By  virtue  of  the  amendment, 
two  income  categories  were  established,  the  amounts 
depending  on  the  number  in  the  family,  (1)  pub- 
lic assistance  level  and  (2)  a level  higher  than 
public  assistance  but  which  qualifies  a person  for 
medical  benefits  as  medically  indigent.  For  those 
persons  (the  medically  indigent  who  are  not  on 
welfare)  the  State  by  the  amendment  provided  for 
100  per  cent  of  hospital  care  but  only  80  per  cent 
of  outpatient  care,  the  patient  being  required  to 
pay  the  remaining  20  per  cent.  The  amendment  is 
referred  to  as  the  coinsurance  amendment. 

To  ascertain  eligibility  in  these  categories  certain 
administrative  procedures  and  factual  investigations 
are  necessary.  It  is  these  administrative  details, 
primarily  the  determination  of  medical  indigency 
on  an  annual  basis  and  the  alleged  thirty-day  period 
for  determining  whether  or  not  a patient  is  entitled 
to  100  per  cent  outpatient  coverage,  which  plaintiffs 
attack  as  potentially  creating  constitutional  and/or 
statutory  defects  in  the  amendment. 

Jurisdiction.  First,  the  fundamental  question  of 
jurisdiction  must  be  resolved.  The  defendant  New 
York  State  Department  of  Social  Services  is  not  a 
“person”  within  the  meaning  of  Section  1983  of  42 
U.S.C.  and  there  is  no  jurisdiction  as  to  this  Depart- 
ment. Rosado,  et  al.  v.  Wyman,  et  al.,  decided  July 
16,  1969,  Slip  Op.  p.  2801  and  cases  cited  therein. 
Although  Judge  Hays  in  Rosado  believed  that  the 
attack  on  a State  statute  was,  or  should  be,  against 
the  State  and  that,  because  the  suit  was  not  based 
on  action  taken  by  the  Commissioner  under  the 
statute,  the  Commissioner  as  an  individual  was  not 
within  the  scope  of  Section  1983,  here  the  plaintiffs 
assert  threatened  action  under  the  statute  by  the 
Commissioner.  Furthermore,  in  Rosado  Chief  Judge 
Lumbard  was  of  the  view  that  the  district  court 
“did  have  pendent  jurisdiction  over  the  statutory 
claim  in  the  sense  of  judicial  power,”  Slip  Op.  p. 
2818,  but  indicated  that  “the  three-judge  court 
might  well  have  dismissed  the  pendent  claim”  and 
that  “from  the  standpoint  of  judicial  convenience 
and  economy”  the  three-judge  court  could  have  dis- 
posed of  the  claims  before  it,  Slip  Op.  p.  2819. 

Accordingly,  we  assume  jurisdiction  over  the  Com- 
missioner for  the  limited  purpose  of  resolving  the 
only  question  currently  before  us,  namely,  the  grant- 
ing or  the  denial  of  a preliminary  injunction.  Do 
these  facts  presently  before  us  disclose  such  a clear 
and  present  danger  of  illegal  action  about  to  be 
taken  as  to  justify  the  granting  of  the  extraordinary 
relief  of  restraining  enforcement  of  a law  enacted 
by  the  State  Legislature  pursuant  to  its  powers  to 
legislate  with  respect  to  the  State’s  welfare  pro- 
gram? Since  the  law  has  not  as  yet  been  applied 
because  of  the  restraining  order,  plaintiffs  are  forced 
to  base  their  fears  of  violation  on  the  way  they  be- 
lieve Section  367-a.  4 “will  be  administered.”  Such 
anticipated  (in  their  opinion)  administration  “vio- 
lates the  requirements  of  Title  19  of  the  Social  Se- 
curity Act,  42  U.S.C.A.,  section  1396a  et  seq. 
(Supp.  1969)”  (Grants  To  States  For  Medical 
Assistance  Programs)  which  requires  the  State  to 
“have  submitted  and  had  approved  by  the  Secretary 
of  Health,  Education,  and  Welfare,  State  plans  for 
medical  assistance.”  Section  1396.  Comprehensive 
details  as  to  what  the  State  plans  must  provide  are 
set  forth  in  sections  1396a  through  1396f . 

“[I]t  is  not  the  wisdom  of  the  law  that  . . . (the 
plaintiffs)  here  challenge.  Rather  (they  claim)  the 
law,  as  construed  by  the  State  administrators,  is  in 
conflict  with  the  Federal  requirement  that  subsist- 
ence income  is  to  be  saved  for  the  necessities  of 
life— food  and  shelter — and  not  to  be  used  for 
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medical  payments.”  Plaintiffs  further  narrow  the 
issue  by  conceding  that  “On  its  face,  the  coin- 
surance amendment  conforms  to  the  Federal  re- 
quirement that  an  individual  may  not  be  required 
to  pay  the  20  per  cent  coinsurance  fee  where  to  do 
so  would  require  him  to  ‘spend  down’  below  the 
public  assistance  level  . . . Their  complaint  is  that 
“the  computation  of  available  excess  income  for 
coinsurance  purposes  . . . will  be  made  on  an 
annual  basis,”  (Plaintiffs’  Memorandum,  p.  17). 
Thus,  they  say,  “The  length  of  time  over  which 
income  is  deemed  available  under  the  New  York 
coinsurance  requirement  clearly  violates  Federal 
law.”  They  cite  a Federal  regulation,  which  re- 
lates to  subsistence-level  income  and  refers  to 
reasonable  evaluation  of  income  and  resources  (34 
Federal  Regulation  1321,  Chapter  II,  45  C.F.R., 
section  248.21  (4)  as  being  “preferably  of  not  more 
than  three  months,  but  not  in  excess  of  six  months, 
ahead  . . .”).  Using  this  provision,  providing  for 
initial  eligibility  for  medical  assistance,  plaintiffs 
argue  that  “As  an  absolute  maximum,  only  six 
months’  income  can  be  deemed  available,  and  it  is 
preferred  that  only  three  months’  income  be  con- 
sidered.” In  addition  plaintiffs  invoke  New  York’s 
requirements  for  determining  income  for  Medicaid 
applicants,  namely,  “only  the  excess  income  for  the 
month  or  months  in  which  care  or  services  are  given 
shall  be  considered  as  available  for  payment,”  (18 
N.Y.C.R.R.  section  85.4(e)  (iii). 

Plaintiffs  cite  no  statute  or  regulation  which  re- 
quires that  “available  income”  for  coinsurance  be 
determined  on  an  annual  basis.  There  is  testimony 
of  Albert  F.  Moncure,  who  is  asserted  to  be  in 
charge  of  implementing  the  new  amendments,  which 
tends  to  support  the  inference  that  an  annual  cal- 
culation may  be  used,  (Tr.  pp.  104  to  106).  But 
his  testimony  is  vague  and  inconclusive  and  does 
not  state  explicitly  that  “available  income”  to  pay 
specific  medical  bills  incurred  in  a particular  month 
is  to  be  calculated  on  a yearly  basis.  He  affirms  only 
that  one  must  coinsure  until  “excess”  income  is  used 
up.  No  reference  is  made  to  borderline  cases  on 
which  the  plaintiffs  so  heavily  rely. 

Also  vague  and  inconclusive  on  yearly  determina- 
tion is  Exhibit  1,  a letter  from  defendant  Wyman 
to  the  Commissioners  of  Social  Services,  which 
states  . . persons  are  subject  to  cost  sharing  until 
their  income  is  reduced  to  a public  assistance  level.” 

In  short,  we  have  been  shown  no  requirement, 
either  statutory  or  regulatory,  that  “available  in- 
come” for  coinsurance  must  be  determined  on  a 
yearly  basis,  as  opposed  to  a shorter  period.  More- 
over, if  the  State  improperly  determines  “available 
income,”  or  threatens  to  do  so,  which  has  not  been 
proved  to  us,  presumably  there  are  adequate  ad- 
ministrative or  State  remedies  which  are  available. 
The  medical  assistance  program  challenged  here  is 
a State  program,  which  is  not  yet  in  its  incipiency, 
and  recourse  should  not  be  made  to  Federal  courts 
when  such  problems  as  may  arise  can  be  more 
easily  and  more  quickly  corrected  in  the  agency 
itself. 

In  aid  of  their  argument  plaintiffs  assume  several 
hypothetical  situations.  Illustrative  are: 

1.  A family  of  four  has  a yearly  income  of  $4,090. 
The  applicable  public  assistance  level  is  $3,790,  leav- 
ing an  excess  of  $300  which  must  be  spent  on  medi- 
cal payments  before  the  20  per  cent  coinsurance  re- 
quirement is  waived.  Plaintiffs  reduce  this  $4,090 
income  to  $340  a month  and  the  welfare  income  to 
some  $316  a month,  a differential  of  $24.  They 
then  assume  a medical  bill  of  $200  in  a month  as  not 
unlikely.  Again  on  the  assumption  that  the  patient 
will  be  forced  to  pay  20  per  cent  of  $200,  namely, 
$40  within  the  one-month  period,  they  reach  a loss 


of  $16  ($40  paid,  less  $24  excess)  which  they 
assert  “represents  disaster  to  him.” 

2.  If  the  welfare  level  is  $3,000  and  a person  has 
an  income  of  $3,005,  then  only  $5.00  is  available  for 
medical  expenses. 

3.  A person  earns  $4,000  a year,  or  $77  a week, 

$333  a month,  $2,000  in  six  months,  and  is  assumed 
to  have  a medical  bill  of  $400.  This  bill  would  ex- 
haust his  $77  and  leave  him  with  a debt  of  $323. 

The  Legislature  has  decided  that  completely  free 
medical  aid  should  not  be  given  to  the  medically 
indigent  as  defined,  but  rather  that  since  they  are 
above  welfare  levels  they  should  contribute  20  per 
cent  to  the  cost  of  outpatient  care.  Such  action  has 
been  specifically  allowed  by  Congress,  Social  Security 
Act,  section  1902  (a)  (14);  42  U.S.C.A.,  section 

1392a(14),  (Supp.  1969).  By  taking  certain  supposi- 
tious cases  plaintiffs  contend  that  the  persons  therein 
involved  would  be  driven  below  the  public  assistance 
level.  This  consequence,  in  turn,  they  say,  offends 
the  Social  Security  principle  that  “No  recipient  of 
medical  assistance  may  be  required,  in  any  circum- 
stances, to  pay  coinsurance  when  his  ‘available’  in- 
come is  at  or  below  the  public  assistance  level,” 
(Plaintiffs’  Memorandum,  p.  11).  Section  1902- 
(a)(14),  among  other  matters,  provides  that 
cost-sharing  (coinsurance)  “shall  be  reasonably  re- 
lated (as  determined  in  accordance  with  standards 
approved  by  the  Secretary  and  included  in  the 
plan)  to  the  recipient’s  income  or  his  income  and 
resources.”  The  problem  of  who  is  to  determine 
what  is  “reasonably  related”  is  resolved  by  the 
section  itself;  it  is  by  the  Secretary  who  is  to 
approve  the  standards  for  determination.  The 
method  of  calculating  the  recipient’s  income  is  not 
specified.  The  only  prohibition  is  against  any  cost 
sharing  which  “would  reduce  the  individual’s  income 
below  the  most  liberal  money  payment  standard  used 
by  the  State,  at  any  time  on  or  after  January  1, 
1969,  as  a measure  of  financial  eligibility  in  any 
categorical  money  payment  program  in  the  State,” 
HEW  Regulation;  45  C.F.R.,  section  248.21(a)(1)- 
(ii). 

Of  course,  fact  assumptions  can  be  made  of  large 
medical  bills  and  small  incomes  with  a resultant 
mathematical  deficit.  But  injunctions  must  be  based 
on  existing  or  actually  threatened  real  situations 
and  not  on  far-fetched  hypotheses.  Who,  for  ex- 
ample, would  meet,  or  be  expected  to  meet,  a $400 
medical  bill,  in  the  week  in  which  it  was  received, 
out  of  an  income  of  $77? 

In  addition  to  complaining  of  the  method  which 
the  State  has  proposed  for  determining  income, 
plaintiffs  object  to  any  investigation  period  to 
enable  the  State  to  check  the  applicants’  right  to 
change  their  status  from  80  to  100  per  cent.  Thus, 
they  contend  that  “There  is  no  reason  whatever  for 
the  State  not  to  grant  100  per  cent  medical  assist-  j I 
ance  immediately  on  the  basis  of  a declaration  of 
a recipient  who  has  already  been  determined  to  be 
eligible  for  some  Medicaid  assistance  that  he  has 
spent  down  to  public  assistance  floor”  (Plaintiffs’ 
Memorandum,  p.  28).  During  this  indicated  thirty- 
day  investigatory  period,  plaintiffs  assert  that  those 
who  pay  their  20  per  cent  in  cash  will  not  be  reim- 
bursed whereas  those  who  receive  credit  from  their 
providers  will  be  paid  if  they  are  entitled  thereto. 

Additionally,  using  many  hypothetical  situations 
all  calculated  to  change  medically  indigent  cases  to 
those  below  a public  assistance  level,  plaintiffs  en- 
deavor to  find  a constitutional  defect  in  the  amend- 
ment because  (they  assert): 

A.  The  one-year  period  of  measuring  income  when 
one  month  is  used  for  other  determinations  (which 
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they  claim  are  comparable)  is  a denial  of  equal 
protection; 

B.  The  difference  in  treatment  of  those  who  pay 
their  20  per  cent  in  cash  as  distinguished  from  those 
who  receive  credit  creates  an  unreasonable  classifica- 
tion which  denies  equal  protection;  and 

C.  Refusal  to  reimburse  is  a deprivation  of  prop- 
erty without  due  process  of  law. 

As  noted  previously,  there  is  inadequate  proof 
that  the  State  will  make  its  determinations  on  a 
yearly  basis.  Furthermore,  whenever  classifications 
are  established  bv  law,  there  are  bound  to  be 
borderline  cases.  The  Legislature,  supposedly  repre- 
senting the  will  of  the  people,  has  decreed  that  cer- 
tain benefits  be  given  to  certain  groups  depending 
on  their  annual  salaries.  Within  the  groups,  the 
law  applies  equally.  Individual  borderline  situa- 
tions may  require  a change  in  category.  But  this 
does  not  create  constitutional  infirmity. 

The  same  is  true  of  the  investigatory  period.  The 
period  might  have  been  five,  fifteen,  or  sixty  days. 
But  this  was  a legislative  decision  and  can  scarcely 
be  characterized  as  unreasonable,  arbitrary,  or  dis- 
criminatory. 

In  final  analysis,  plaintiffs  ask  this  court  to  sub- 
stitute its  judgment  (and  theirs)  for  that  of  the 
Legislature.  This  would  be  tantamount  to  the 
assumption  by  the  judiciary  of  the  legislative 
function. 

As  an  in  terrorem  argument,  plaintiffs  assert  that 
the  burdens  imposed  on  the  medical  profession  be- 
cause of  the  necessity  of  preparing  two  bills,  one 
for  80  per  cent,  one  for  20  per  cent,  will  cause  doc- 
tors and  other  providers  to  refuse  to  treat  patients. 
Absent  proof  the  court  will  not  assume  that  the 
doctors  of  this  State  will  be  so  faithless  to  the 
Hippocratic  oath  nor  that  a doctor  would  not  grant 
credit  for  the  20  per  cent  in  needy  cases.  The 
affidavits  of  a dentist  and  a chiropractor  that  they 
could  not  be  expected  to  treat  a patient  not  paying 
the  20  per  cent  in  cash,  the  affidavits  of  the  director 
of  a health  center,  and  of  the  acting  Commissioner 
of  New  York  hospitals  which  predict  that  the  quality 
of  their  services  will  be  lowered  because  of  the 
amendment  are  not  to  be  awarded  the  dignity  of 
proof.  Not  a single  affidavit  or  statement  has  been 
produced  from  any  doctor  of  medicine  that  he  would 
refuse  to  treat  an  indigent  patient  who  was  unable 
to  place  a 20  per  cent  payment  in  cash  in  his  hand 
before  he  deigned  to  diagnose  and  prescribe. 

There  remains  only  for  consideration  the  solution 
of  this  particular  case.  Two  of  the  fundamental 
guides  are  (1)  the  nature,  extent,  and  quality  of 
proof,  and  (2)  the  ultimate  likelihood  of  success. 
The  recent  decision  by  this  court  in  Rosado  is  not 
without  significance.  In  that  case  Judge  Hays  be- 
lieved that  an  injunction  was  inappropriate  because 
“the  practical  effect  of  an  injunction  is  order  the 
New  York  legislature  to  appropriate  more  funds  for 
welfare,”  (Slip  Op.,  p.  2809).  So  would  it  be  here. 

Chief  Judge  Lumbard  did  “not  feel  that  the  Fed- 
eral courts  are  the  appropriate  forum  for  the  initial 
resolution  of  plaintiffs’  statutory  claim,”  (Slip  Op., 
p.  2822).  He  was  of  the  opinion  that  “the  Federal 
claim  seems  more  apt  for  initial  resolution  by  the 
Department  of  Health,  Education,  and  Welfare, 
than  by  the  courts,”  (p.  2820);  and  that  HEW 
“with  its  expertise  in  the  operation  of  the  Aid  to 
Families  with  Dependent  Children  program  and 
its  experience  in  reviewing  the  very  technical  pro- 
visions of  State  welfare  laws,”  should  have  “an 
initial  opportunity  to  consider  whether  or  not  sec- 
tion 131— a is  in  compliance  with  section  602  (a)  (23) 
(change  in  welfare  payments  statutes)”  (pp.  2820 
to  2821).  Here,  likewise,  there  has  been  no  such 
determination,  and  the  statutory  claim  is  “more 


apt  for  initial  resolution”  by  the  Secretary  of 
Health,  Education,  and  Welfare. 

In  dealing  with  ever-changing  social  problems, 
the  courts  should  not  blind  themselves  to  current 
events.  Changes  of  moment  in  the  welfare  fields 
may  well  be  made  in  the  near  future,  witness  the 
President’s  address  to  the  nation  on  August  8,  1969. 
The  HEW  itself  is  considering  New  York’s  legisla- 
tion. The  State  administrative  officials  have  not 
as  yet  had  an  opportunity  to  act  under  the  amend- 
ment or  to  react  to  specific  cases. 

Under  all  applicable  standards,  it  is  clear  that  a 
preliminary  injunction  should  be  denied  and  the 
temporary  restraining  order  dissolved.  However, 
since  there  are  these  unresolved  factual  matters, 
it  seems  best  to  abstain  at  this  time  from  passing 
on  the  merits  with  finality  but  rather  to  retain 
jurisdiction  so  that  on  a trial  facts  may  be  de- 
veloped on  which  the  court  may  have  a better 
foundation  for  a determination  of  the  issues  than 
are  now  before  it. 

Preliminary  injunction  denied;  temporary  re- 
straining order  dissolved. 

New  York,  New  York 
September  22,  1969. 

Leonard  P.  Moore,  U.S.C.J. 

Dudley  B.  Bonsal,  U.S.D.J. 

POSTCONVENTION  (POSTMORTEM) 
STAFF  CONFERENCE.  The  staff  met  on  the 
afternoon  of  February  27  to  evaluate  the  an- 
nual convention.  It  was  the  consensus  that, 
despite  the  severe  snowstorm  and  the  problems 
that  it  brought,  the  affairs  of  our  Society  were 
handled  very  smoothly.  Our  people  should  be 
commended  for  their  dedicated  service. 

However,  we  do  not  propose  to  stand  still; 
we  keep  striving  for  “utopia.”  The  staff  has 
made  many  worthwhile  suggestions  and  recom- 
mendations which  we  will  institute  next  year. 

The  delegates  took  the  bad  weather  in  stride. 
They  were  very  cooperative — generally  in  good 
humor — and,  with  very  few  delays,  went 
through  the  registration  procedure  in  good 
order. 

The  president’s  dinner-dance  was  a “hit,” 
over  300  persons  attended. 

As  we  have  stated  before,  we  believe  that 
conventions  and  annual  meetings  must  be 
planned  far  ahead;  one  of  our  goals  is  to 
achieve  this  type  of  programming. 

THE  BUILDING.  The  Building  Committee 
and  the  Board  of  Trustees  will  have  a complete 
report  ready  for  the  meeting  of  the  House  of 
Delegates  in  February. 

At  this  time,  may  we  merely  say  that  most  of 
the  “barriers”  against  our  going  ahead  were 
eliminated.  We  have  been  showing  definite 
progress — in  the  right  direction. 

The  plans  were  completed,  and  they  were 
filed  with  the  Village  of  Lake  Success.  The 
building  permit  fee  was  paid. 

Twelve  outstanding  general  contractors  were 
invited  to  submit  bids  for  the  performance  of 
all  work,  “including  plumbing,  heating  and 
ventilating,  electric  work,  and  site  work.” 
Drawings  and  specifications  were  made  avail- 
able to  them.  Sealed  bids  were  in  our  hands  by 
October  1.  Six  firms  submitted  estimates. 

A combined  meeting  of  the  Committee  on 
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Our  Building  and  the  Board  of  Trustees  was 
convened  on  Thursday,  October  9.  Waring 
Willis,  M.D.,  chairman  of  the  Board  of  Trus- 
tees, presided. 

Present  were:  Building  Committee — Renato 

J.  Azzari,  M.D.,  chairman,  John  M.  Galbraith, 
M.D.;  George  Hinder,  M.D.,  and  John  E.  Lowry, 
M.D.;  Trustees — Waring  Willis,  M.D.,  chair- 
man, Edward  C.  Hughes,  M.D.,  and  Frederick 
A.  Wurzbach,  Jr.,  M.D.  Also  present  were: 
Walter  T.  Heldmann,  M.D.,  Thomas  F.  Mc- 
Carthy, M.D.,  Henry  I.  Fineberg,  M.D.,  J. 
Richard  Burns,  Esq.,  William  F.  Martin,  Esq., 
Eugene  S.  Dombrowski  (comptroller),  Anthony 
DePace,  and  Henry  DeMatteo  (architects), 
Miss  Gretchen  Wunsch,  and  George  W.  Forrest, 
Jr. 

The  sealed  bids  were  opened,  reviewed,  and 
discussed.  Various  “angles”  were  analyzed. 

The  Building  Committee  recommended 
unanimously  that  the  lowest  bidder  be  chosen  to 
proceed  with  the  work — after  “ appropriate  in- 
vestigation." 

Now,  the  entire  situation  is  in  the  hands  of 
the  Board  of  Trustees,  which  will  make  its 
decision  soon. 

“THE  KNOWLES  AFFAIR.”  There  has 
been  much  misapprehension  about  John 
Knowles,  M.D.,  and  the  AMA.  In  reply  to 
many  inquiries,  we  believe  that  you  should  be 
made  aware  of  the  clarification  of  AMA’s  posi- 
tion. 

Here  is  a statement,  released  by  Dwight  L. 
Wilbur,  M.D.,  immediate  past  president  of 
AMA: 

“The  following  facts  concerning  the  ap- 
pointment of  an  assistant  secretary  for 
health  and  scientific  affairs  should  be  kept 
in  mind  in  the  whole  matter  of  the  appoint- 
ment .... 

“1.  At  the  request  of  Mr.  Finch,  the  AMA 
submitted  a list  of  candidates  for  all  top  ap- 
pointive officers  in  HEW,  including  that  of 
assistant  secretary  for  health  and  scientific 
affairs.  The  three  AMA  candidates  for  this 
latter  post  were  W.  Clarke  Wescoe,  M.D., 
Richard  S.  Wilbur,  M.D.,  and  John  H.  Hog- 
ness,  M.D. 

“2.  Although  I was  in  contact  with  Mr. 
Finch,  a number  of  times  in  person  and  by 
telephone,  at  no  time  from  the  first  of  Janu- 
ary until  June  27  did  he  indicate  to  me  that 
Dr.  John  Knowles  was  his  candidate  for  this 
position.  He  discussed  the  possibility  of  Dr. 
Knowles’  appointment  on  a number  of  oc- 
casions, but  there  was  never  any  indication 
to  me  that  Doctor  Knowles  was  his  man.  In 
fact,  he  recognized  and  expressed  significant 
problems  in  such  a potential  appointment .... 
“3.  I made  an  agreement  with  Mr.  Finch 
that  we  would  not  conduct  a campaign  in  be- 
half of  three  AMA  candidates.  This  was 
done  at  Mr.  Finch’s  request  and  explains 
why  the  AMA  remained  essentially  silent 
during  this  long  period. 

“4.  Mr.  Finch  indicated  to  me  and  others 
that  he  felt  the  AMA  nominees  were  excellent 
candidates.  After  Dr.  Wescoe  withdrew,  Mr. 


Finch  indicated  to  me  and  others  on  many 
occasions  that  the  appointment  of  one  or  the 
other  of  the  AMA  candidates  might  well  be 
just  a matter  of  “a  few  days.”  Each  of  them 
was  thoroughly  investigated  by  the  Federal 
Bureau  of  Investigation.  It  was  not  until  a 
few  days  before  Dr.  Egeberg’s  appointment 
that  for  the  first  time  Mr.  Finch  indicated 
that  the  AMA  candidates  were  not  accept- 
able. This  was  at  a time  that  the  nomina- 
tion of  Dr.  Knowles  was  withdrawn  or  not 
made. 

“5.  I found  it  exceedingly  difficult  to  com- 
municate with  Mr.  Finch  and  at  one  time 
was  unable  to  contact  him  for  a period  of 
six  weeks,  although  I was  in  touch  with  his 
office  by  telephone  at  least  two  or  three  times 
each  week  during  this  period. 

“I  have  stated  publicly  that  I think  every- 
one lost  in  the  Knowles  affair.  Certainly 
the  Department  of  Health,  Education,  and 
Welfare,  the  AMA,  Doctor  Knowles,  and 
particularly  Mr.  Finch  did.  The  whole  situa- 
tion was  most  regrettable,  but  under  the  cir- 
cumstances as  the  situation  developed  and 
as  a vigorous  campaign  was  mounted  in  be- 
half of  Dr.  Knowles,  and  not  for  the  ex- 
cellent candidates  of  the  AMA,  I believe  the 
public,  the  press,  and  the  profession  did  not 
have  the  facts  on  which  to  make  a fair  and 
reasonable  judgment  concerning  this  situa- 
tion.” 

INCORPORATION.  As  you  undoubtedly 
know,  there  has  been  a great  “battle”  concern- 
ing the  formation  of  professional  corporations. 

We  are  now  in  receipt  of  the  following  com- 
munication from  the  Internal  Revenue  Service, 
Washington,  D.C. : 

“The  Internal  Revenue  Service  announced 
today,  in  response  to  recent  decisions  of  the 
Federal  courts,  that  it  is  conceding  that  or- 
ganizations of  doctors,  lawyers,  and  other 
professional  people  organized  under  state 
professional  association  acts  will,  generally, 
be  treated  as  corporations  for  tax  purposes. 

“This  action  followed  a decision  not  to 
apply  to  the  Supreme  Court  for  certiorari  in 
the  recent  cases  of  United  States  v.  O’Neill, 
F 2d  (Sixth  Circuit,  May  1,  1969),  aff’g  281 
F.  Supp.  359,  (N.D.  Ohio  1968),  and  Kurzner 
v.  United  States,  F.  2d  (Fifth  Circuit,  May 
27,  1969)  aff’g  286  F.  Supp.  839  (S.D.  Fla. 
1968).  This  decision  was  made  by  the  So- 
licitor General  and  concurred  in  by  the  As- 
sistant Attorney  General  (Tax  Division)  and 
the  Commissioner  and  Chief  Counsel,  In- 
ternal Revenue  Services. 

“Both  of  these  decisions  held  that  a group 
of  doctors  organized  under  state  laws  was 
classifiable  as  a corporation  for  Federal  tax 
purposes.  Obviously,  however,  the  govern- 
ment must  reserve  the  right  to  conclude  dif- 
ferently in  any  case  that  reflects  special  cir- 
cumstances not  present  in  O’Neill  or  Kurzner. 

“An  earlier  decision  had  been  made  not  to 
seek  certiorari  in  United  States  v.  Empey, 
holding  a group  of  lawyers  organized  under 
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the  general  corporation  laws  of  Colorado  to 
be  a corporation  for  Federal  tax  purposes. 

“Nor  will  the  government  further  press 
its  appeals  presently  pending  in  the  Fifth 
and  Eighth  Circuits.  These  are  respectively 
Holder  v.  United  States,  289  F.  Supp.  160 
(N.D.  Georgia  1968),  and  Wallace  v.  United 
States,  294  F.  Supp.  1225  (E.D.  Ark.  1968). 
Also,  no  appeal  will  be  prosecuted  in  any 
other  pending  cases  decided  adversely  to  the 
government  on  the  same  issue  involving  simi- 
lar facts.  Finally,  all  similar  cases  now  in 
litigation  or  under  audit  will  be  reviewed  to 
see  if  they  should  be  conceded. 

“Implementing  instructions  will  be  issued 
to  field  personnel — if  necessary  on  a state-by- 
state basis — as  soon  as  possible.  In  addition, 
appropriate  modifications  of  existing  regula- 
tions will  be  required  consistent  with  these 
decisions.” 

We  should  point  out  that,  despite  IRS  sur- 
render on  tax  treatment  of  professional  cor- 
porations, many  attorneys  advise  against  in- 
corporation of  one-  and  two-man  practices  and 
of  practices  not  in  top  income  range  They  cite 
initial  costs  of  incorporating,  need  for  constant 
attention  to  red  tape  inherent  in  a corporation, 
and  problems  arising  for  a corporation  when  a 
physician  member  dies.  These  attorneys  point 
to  the  legal  profession  itself,  noting  that  law- 
yers with  moderate  incomes  are  staying  off  the 
professional  corporation  bandwagon. 

An  article  in  Physician’s  Management 
stresses  the  fact  that  physicians  should  be 
cautioned  “that  the  IRS  action  by  no  means 
constitutes  blanket  approval  of  all  professional 
corporations.  Medical  corporations  who  want 
their  retirement  plans  to  qualify  for  tax-shel- 
tered treatment  must  exercise  all  due  care  in 
the  establishment  and  conduct  of  their  cor- 
porate entity.” 

DIVISIONS.  The  “world”  is  changing 
rapidly — and  not  always  for  the  better — and 
all  of  us  must  be  ever  on  the  alert  if  we  are 
to  keep  pace  with  current  practices. 

Naturally,  our  staff  plays  an  essential  role 
in  our  deliberations  and  decisions,  and  our  offi- 
cers and  committee  chairmen  and  members  are 
always  available  for  consultation — and  so,  we 
reap  the  benefits  of  having  dedicated  and  wise 
people  in  “our  corner.” 

This  year,  we  are  inaugurating  a new  pro- 
cedure as  far  as  the  executive  vice-president’s 
report  to  the  House  of  Delegates  is  concerned. 

The  activities  of  each  division  will  be  trans- 
mitted to  you  on  a “staff”  rather  than  com- 
mittee basis.  (Of  course,  as  in  the  past,  the 
committees  will  submit  their  reports  sepa- 
rately.) It  is  our  feeling  that,  in  this  way, 
all  concerned  will  be  drawn  closer  to  our  divi- 
sion directors  and  will  thus  have  a clear  picture 
of  the  responsibilities  of  our  supervisory  body. 

A.  Executive  Assistant  (Gretchen  Wunsch). 
New’  activities  or  changes  in  procedures  in  this 
section  of  Administration  are : 

— Council  minutes  are  being  mailed  out  as 


soon  as  possible  and  not  held  up  to  go  out  with 
the  agenda,  as  in  the  past. 

— The  summary  of  the  minutes  of  the  House 
of  Delegates  was  prepared  by  this  Department 
for  the  first  time. 

— The  official  minutes  of  the  House  of  Dele- 
gates were  prepared  from  the  verbatim  minutes 
and  edited  for  publication  in  the  June  1 issue 
of  the  New  York  State  Journal  of  Medicine. 

This  section  of  Administration  carried  on  its 
regular  work  during  the  summer — preparing 
programs  and  minutes  of  Council,  Trustees,  and 
Executive  Committee  meetings  (the  August 
meeting  of  the  Executive  Committee  had  76 
items  on  the  agenda)  ; preparing  letters  and 
memoranda  following  up  actions  of  the  Council 
and  the  Executive  Committee;  trying  to  keep 
the  list  of  County  Medical  Society  Officers  on  a 
current  basis;  and  preparing  the  minutes  of 
the  New  York  Delegation  to  the  AMA. 

Other  projects  included  the  following: 

1.  Revision  of  the  Constitution  and  Bylaws  of 
the  Medical  Societies  of  the  Counties  of  Albany, 
Steuben,  Westchester,  and  Orange — so  that 
they  conform  with  those  of  the  MSSNY. 

2.  Preparation  and  mailing  of  letters  to  sec- 
retaries of  county  medical  societies  and  district 
branches  and  to  the  chairmen  of  sections,  ask- 
ing for  the  official  lists  of  delegates,  and  alter- 
nate delegates,  to  the  164th  annual  meeting  and 
for  biographic  material  to  assist  the  Speaker 
of  the  House  in  appointing  reference  com- 
mittees. 

3.  Mailing  of  letters  to  officers,  chairman  of 
Board  of  Trustees,  presidents  of  district 
branches,  chairmen  of  committees  and  com- 
missions, and  directors  of  divisions,  asking  for 
their  annual  reports — to  be  printed  in  the 
January  1 issue  of  the  Journal. 

4.  Preparation  of  letters,  lists,  and  forms  to 
county  societies,  district  branches,  and  sections 
requesting  recommendations  to  be  considered  by 
the  Nominating  Committee,  which  will  meet  on 
December  8. 

B.  Division  of  Scientific  Activities  (Norman 

S.  Moore,  M.D.,  director). 

1.  Staff.  Miss  Mollie  Pesikoff,  who  “covers” 
the  Scientific  Sessions,  has  been  asked  to  take 
over  the  work  for  (a)  Committee  on  Medical 
Aspects  of  Sports,  which  is  a quasi-scientific 
session,  now  that  it  occurs  annually  on  the  day 
before  the  convention  begins;  (b)  the  Com- 
mittee on  Archives,  which  also  is  preoccupied 
with  a session  at  the  next  convention;  and 
(c)  the  Committee  on  Comprehensive  Health 
Planning.  These  committees  are  based  in  the 
Division  of  Scientific  Activities,  but  are  not 
in  the  Commission  on  Public  Health  and  Educa- 
tion. This  rearrangement  for  staffing  of  these 
groups  will  distribute  the  workload  in  the  office 
to  better  advantage. 

2.  What  Goes  On.  This  is  now  published  in 
the  New  York  State  Journal  of  Medicine. 
Detail  work  and  information  for  the  printer  is 
the  same  as  when  it  was  a separate  publication. 

Several  subscriptions  for  reprints  of  What 
Goes  On  have  come  in;  a number  of  subscrip- 
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tions  to  the  Journal  have  been  requested  by 
nonmembers  of  the  State  Medical  Society. 

The  persons  who  manned  the  MSSNY  booth 
at  the  AMA  convention  reported  that  much 
interest  was  shown  in  What  Goes  On.  All  of 
the  material  which  was  displayed  was  taken, 
and  many  order  blanks  for  subscriptions  were 
taken. 

3.  Physician’s  Placement.  Evelyn  Clark  has 
compiled  a new  list  of  Physician  Placement 
Opportunities,  which  she  used  at  the  AMA 
booth.  It  contains  102  areas  which  need  physi- 
cians. About  100  of  these  listings  were  picked 
up  at  the  booth.  Since  the  last  report,  four 
communities — namely,  Plattsburgh,  Hancock, 
Speculator,  and  Highland  Falls — have  notified 
us  they  no  longer  need  our  services. 

4.  With  the  approval  of  the  Council,  the  di- 
rector represented  the  Society  at  the  interna- 
tional meetings  of  the  Congress  on  Traffic 
Medicine,  Drug  Abuse,  and  Poison  Control  on 
May  29  through  June  3.  The  meetings  were 
well  attended,  the  papers  given  were  pertinent, 
aYid  instant  translation  for  the  delegates  in 
English,  French,  German,  and  Spanish  was 
available.  As  usual  and  expected,  tributes  to 
Milton  Helpern,  M.D.,  came  often  and  many 
were  by  different  persons,  including  Mayor 
Lindsay.  Acknowledgment  of  MSSNY’s  con- 
tribution to  the  meetings  was  made  both  in  the 
program  and  by  State  Senator  Edward  J.  Speno. 

5.  The  meeting  of  the  Commission  on  Public 
Health  and  Education  on  July  24  was  well 
attended  by  committee  chairmen.  Probably  the 
greatest  loss  of  the  annual  meeting  of  the 
Commission  is  the  lack  of  joint  press  releases 
about  the  affair.  Here,  a whole  day  is  spent 
discussing  educational  features  for  both  pro- 
fessional and  lay  people  by  27  committee  chair- 
men, involving  150  doctors,  who  give  six  to 
seven  hundred  days  a year  for  the  betterment 
of  people,  through  better  practice  and  educa- 
tional efforts;  and  not  one  word  about  fees  is 
mentioned.  There  could  accrue  a tremendous 
“plus”  for  the  image  of  medicine  with  the  right 
kind  of  press  release,  pictures,  and  so  on. 
Maybe  something  can  be  done  about  it. 

6.  The  Northeast  Hospital  Emergency  Room 
Study,  on  the  Advisory  Board  of  which  the  Di- 
rector sits  for  the  MSSNY,  met  in  Albany  on 
July  25.  A review  of  the  entire  project  was 
given  by  the  person  responsible  for  the  project. 
The  general  tone  is  that  emergency  rooms  and 
their  operation  leave  much  to  be  desired.  As 
was  suspected,  physicians  on  both  first  and  sec- 
ond call  do  not  give  a creditable  performance. 
During  the  Study,  2 of  the  38  hospitals  studied 
changed  over  to  contract  form  of  emergency 
room  operation. 

7.  On  July  31,  a special  meeting  of  the  Hos- 
pital Review  and  Planning  Council  was  held  in 
New  York  City.  This  special  meeting  was 
called  for  the  purpose  of  discussing  cost  con- 
trol legislation  and  what  procedures  the  Coun- 
cil would  recommend  to  the  Commissioner  of 
Health  regarding  the  implementation  of  cost 
control  formulas  for  all  hospitals,  nursing 
homes,  and  health  related  facilities. 

A Cost  Control  Committee  was  appointed  to 


draw  up  the  final  recommendations  of  the  Coun- 
cil. Previous  to  this  meeting,  the  Commis- 
sioner and  the  staff  of  the  Hospital  Review  and 
Planning  Council  had  made  some  temporary 
recommendations  on  the  cost  control  formula. 
These  recommendations  will  be  used  as  a basis 
for  public  hearings. 

8.  On  August  20,  the  subcommittee,  Joint 
Planning  Committee  on  Organization  Coordina- 
tion, of  the  Advisory  Council  of  the  Health 
Planning  Commission,  had  an  all-day  meeting 
in  Albany.  This  committee,  chaired  by  Harold 
C.  Wiggers,  M.D.,  of  the  Albany  Medical 
School,  is  responsible  for  continuing  liaison  and 
coordination  with  public  and  private  health  or- 
ganizations and  agencies.  The  committee  ex- 
amines what  steps  can  be  taken  to  improve  the 
coordination  of  State  health  activities ; how 
public  and  private  efforts  can  be  coordinated; 
and  what  effective  communications  can  be  es- 
tablished to  foster  such  coordination.  It  was 
quite  evident  that  the  director’s  presence  on 
this  committee  is  to  keep  a liaison  going  with 
the  State  Medical  Society.  Much  discussion 
centered  around  the  State  Medical  Society’s  and 
the  State  Department  of  Health’s  relationship 
with  the  Regional  Medical  Programs. 

After  considerable  discussion,  the  committee 
decided  to  recommend  to  the  Advisory  Council 
of  the  Health  Planning  Commission  that  the 
meetings  between  the  State  Medical  Society, 
the  State  Department  of  Health,  and  the  Re- 
gional Program  directors  be  resumed ; and  that 
a proper  agenda  be  drawn  up — after  consulta- 
tion with  the  State  Medical  Society  and  the 
State  Health  Department — so  that  the  Re- 
gional Medical  Program  directors  will  have 
something  to  talk  about  other  than  their  own 
programs.  It  was  felt  that  the  time  had  come 
when  this  organization  should  be  a productive 
one  and  enlist  the  interests  of  the  Regional 
Medical  Programs  for  such  State-wide  activi- 
ties as  the  MSSNY  and  State  Health  Depart- 
ment might  wish  to  see  accomplished. 

9.  Probably,  the  MSSNY  should  have  a com- 
mittee on  voluntary  health  agencies.  Practi- 
cally all  state  medical  societies  have  one  by  it- 
self or  in  connection  with  Public  Health  and 
Education  agencies.  Most  of  the  agencies — on 
a national  level — are  based  in  New  York;  most 
of  their  medical  directors  live  in  the  New  York 
area;  and  most  of  the  agencies  have  a New 
York  Chapter. 

The  AMA  Council  on  Voluntary  Health 
Agencies  has  an  excellent  working  relationship 
with  these  health  agencies.  Perhaps  a subcom- 
mittee of  the  Continuing  Education  Com- 
mittee could  meet  with  them  as  a beginning  of 
a local  relationship.  It  is  important  that  the 
MSSNY  get  to  know  this  group  of  medical  di- 
rectors, if  physicians  of  the  State  are  going  to 
take  leadership  in  Comprehensive  Health  Plan- 
ning and  are  to  come  closer  to  the  Regional 
Medical  Programs.  The  Voluntary  Health 
Agencies  never  “miss  a trick”  in  these  two 
areas. 

C.  Scientific  Publications  (William  Ham- 
mond, M.D.,  director). 
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During  1969  the  New  York  State  Journal 
of  Medicine  was  published  twice  a month,  on 
the  first  and  fifteenth,  for  a total  of  24  issues. 
The  January  1 issue  was  the  Convention  Issue; 
June  1 included  the  Minutes  of  the  1969  House 
of  Delegates;  and  June  15  and  December  15 
included  the  Semiannual  Indexes. 

As  of  the  date  of  this  report,  556  manu- 
scripts have  been  submitted  during  1969,  of 
which  295  were  accepted,  168  rejected,  214  re- 
ferred to  consultants,  29  returned  for  revision, 
and  the  remainder  are  still  under  considera- 
tion. 

Our  production  schedule  was  complicated  by 
a two-month  strike  at  the  printer’s  plant  in 
January  and  February.  Material  was  “farmed 
out”  during  the  strike,  and  after  it  was  over, 
the  process  of  reorganization  and  problems  with 
personnel  and  mechanics  meant  that  it  was  not 
possible  to  be  back  on  schedule  until  October. 
However,  every  issue  of  the  Journal  was  pub- 
lished, even  though  delayed  as  much  as  six 
wreeks  during  that  period. 

This  year  we  have  continued  our  endeavors 
to  make  the  Journal  an  outstanding  scientific 
publication,  as  directed  by  the  House  of  Dele- 
gates. The  papers  presented  at  the  annual 
meeting  are  growing  in  importance,  and  in- 
creased interest  of  those  planning  the  scientific 
sessions  is  of  great  benefit.  We  have  published 
many  outstanding  reports  this  year:  for  ex- 
ample, Kaufman’s  “Eyeball  to  Eyeball  Con- 
frontation with  Abuses  Prevalent  Among  our 
Youth,”  the  “Quarterly  Review  of  Drugs”  by 
De  Haen,  the  new  “Medical  Juke  Box,”  and  a 
continuing  series  of  lectures  on  the  newest  ad- 
vances in  cancer  research  and  cancer  therapeu- 
tics presented  monthly  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry,  re- 
flect diversified  interests  and  have  received  wide 
comment  from  the  press,  university  faculties, 
and  the  profession  generally. 

Redway  Medal.  The  eighth  annual  Lau- 
rance  D.  Redway  Award  for  Medical  Writing, 
established  in  memory  of  the  late  editor  of  the 
Journal,  -was  presented  at  the  1969  House  of 
Delegates  to  John  G.  Gorman,  M.D.,  for  his 
article  “RH  Immunoglobulin  in  Prevention  of 
Hemolytic  Disease  of  Newborn  Child,”  which 
appeared  in  the  May  15,  1968,  issue  of  the 
Journal.  The  ninth  annual  award  will  be  pre- 
sented at  the  1970  House  of  Delegates. 

Distinguished  Service  Awards.  Continuing 
a feature  inaugurated  at  the  1965  House  of 
Delegates,  awards  for  “distinguished  service 
to  the  New  York  State  Journal  of  Medicine” 
were  presented  by  President  Edward  C. 
Hughes,  M.D.,  at  the  1969  House  of  Delegates. 
Certificates  were  given  to  Gertrude  M.  Hyde, 
M.D.,  for  ten  years  of  unfailing  and  competent 
service  and  to  Arthur  M.  Master,  M.D.,  for 
sixteen  years  of  generous  and  superior  service 
on  the  Associate  Editorial  Board  of  the 
Journal. 

A special  word  of  appreciation  is  in  order 
for  our  printer,  the  Mack  Printing  Company; 
in  spite  of  the  exigencies  of  the  strike,  a fine 
spirit  of  cooperation  and  helpfulness  continued 
to  exist  between  our  staff  and  the  printer,  and 


so  it  was  possible  to  resolve  the  multiple  crises 
that  arose  beyond  those  that  are  congenital  fea- 
tures of  publication. 

Editors  Dinner.  In  appreciation  of  their  con- 
tributions to  the  Journal,  the  Associate  Edi- 
torial Board,  department  editors,  and  officers 
of  the  MSSNY  were  feted  at  the  annual  edi- 
tors dinner,  held  on  November  19,  at  the  Ca- 
nadian Club,  Waldorf-Astoria,  New  York  City. 
John  L.  Dusseau,  vice-president  and  editor  of 
W.  B.  Saunders  Company,  was  guest  speaker. 

Members  of  the  Journal  staff  manned  booths 
at  both  the  New  York  State  Academy  of  Gen- 
eral Practice  meeting  (May  20  to  22)  and  the 
AM  A convention  (July  13  to  17).  It  might  be 
well  to  consider  having  other  staff  members  of 
the  Medical  Society  participate  in  such  booths 
in  the  future. 

American  Medical  Writers’  Association. 
Members  of  the  Journal  staff  participate  in 
both  national  and  chapter  activities  of  the 
American  Medical  Writers’  Association.  The 
editor  is  chairman  of  the  annual  meeting  to  be 
held  in  New  York  City  in  1970. 

The  Journal,  again  in  cooperation  with  the 
local  AMWA  chapter,  sponsored  the  ninth  an- 
nual Medical  Communications  Day  program  on 
Friday,  February  14,  following  the  close  of  the 
MSSNY  annual  convention,  at  The  Americana, 
New  York  City. 

D.  Division  of  Occupational  Health  and 
Workman’s  Compensation  (James  F.  Higgins, 
M.D.,  director). 

In  an  effort  to  get  a reasonably  accurate 
opinion  relative  to  the  feasibility  of  equating 
Workmen’s  Compensation  fees  to  the  usual  and 
customary  fees,  the  director  embarked  on  a 
series  of  interviews  with  the  individuals  whose 
activities  were  closely  related  to,  if  not  di- 
rectly in,  the  field  of  occupational  medicine. 

The  director  attended  twenty  medical  arbi- 
tration “calendars”  and  wras  present  at  a meet- 
ing of  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  of  the  Work- 
men’s Compensation  Board. 

He  also  covered  the  medical  needs  of  the 
AMA  convention  at  both  the  Coliseum  and  the 
Americana  from  July  13  to  17. 

Conferences  were  held  with  Carl  L.  Dernehl, 
M.D.,  of  the  Union  Carbide  Company,  and 
Jermyn  F.  McCahan,  M.D.,  of  American  Tele- 
phone and  Telegraph,  regarding  policy-making 
opinions  of  these  well-regarded  men  in  the  field 
of  occupational  medicine. 

At  the  request  of  the  president  of  the  Ameri- 
can Academy  of  Occupational  Medicine,  the  di- 
rector submitted  suggestions  relative  to  ren- 
dering medical  services  to  small  industrial 
plants. 

Several  letters  received  from  physicians  re- 
garding unpaid  Workmen’s  Compensation  medi- 
cal bills  were  adjudicated  after  communication 
with  the  insurance  carriers  concerned. 

On  September  4,  1969,  the  director  attended 
a forum  on  “Where  is  Workmen’s  Compensa- 
tion Heading  After  a Half  Century  of  State 
Control?” — sponsored  by  the  Commerce  and 
Industry  Association  of  New  York  State. 
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E.  Division  of  Standards  of  Medical  Care 

(Samuel  Z.  Freedman,  M.D.,  director). 

The  Division  of  Standards  of  Medical  Care 
was  involved  in  setting  up  the  district  meetings 
to  explain  the  activities  of  Peer  Review 
Mechanisms.  Ralph  W.  Emerson,  M.D.,  chair- 
man of  the  committee,  utilized  the  Division  to 
prepare  the  committee  report  and  to  prepare 
for  the  various  district  meetings. 

Also,  the  Division  is  actively  pursuing  the 
study  of  HEW  in  preparing  the  manual  for 
standards  of  medical  care.  During  the  last 
three  months,  we  have  had  the  services  of  a 
medical  analyst,  Jacob  Fine,  M.D.,  Boston, 
Massachusetts,  who  is  “taking  it  down  to  the 
wire,”  in  cooperation  with  Charles  Brane,  M.D., 
chairman  of  the  Committee  on  Medical  Review. 

The  Division  has  been  cooperating  with  the 
chairmen  of  the  various  committees  of  the  com- 
mission for  meetings  of  their  respective  com- 
mittees. 

F.  Division  of  Research  and  Planning  (Harry 
D .-Kruse,  M.D.,  director). 

The  Division  of  Research  and  Planning  has 
been  engaged  in  two  projects. 

The  first  concerns  a review  of  the  Constitu- 
tion and  Bylaws.  In  its  report  to  the  1968 
House  of  Delegates,  the  Committee  on  Consti- 
tution and  Bylaws  had  noted  that,  although 
these  documents  had  undergone  recent  editing, 
a large  portion  of  them  was  a century  old.  The 
committee  had  become  increasingly  cognizant 
that  similar  resolutions  were  introduced  often. 
Seeking  to  learn  the  reason,  it  concluded  that  a 
close  examination  was  needed.  Accordingly, 
on  the  committee’s  recommendation,  the  House 
of  Delegates  designated  the  Division  of  Re- 
search and  Planning  to  conduct  a detailed 
study  of  the  Constitution. 

In  its  review,  the  Division  has  taken  two 
steps.  First,  it  is  compiling  a record  of  all  the 
amendments,  as  well  as  rejected  or  unacted-on 
proposals  of  amendments,  that  have  occurred 
over  the  years.  Its  compilation  will  include  not 
only  the  substance  of  the  amendments  or  the 
proposals,  but  also  the  proposer,  whether  it  be 
an  individual  or  a county  society,  and  the  rea- 
sons. 

Second,  in  the  interest  of  coherence  and  con- 
formity, the  Division  has  rearranged  the  entire 
Constitution  and  Bylaws.  This  step  is  pre- 
paratory to  any  editing  in  phraseology  and 
style.  Two  diametric  points  of  view  have  been 
expressed  to  the  Division.  One  favors  a 
streamlining  of  the  document.  The  other, 
principally  from  the  county  medical  society 
staffs,  calls  for  more  detail.  To  be  prepared  to 
meet  the  latter  request,  the  Division  will  have 
a list  of  topics  on  which  county  society  staffs 
most  frequently  seek  clarification. 

The  second  project  of  the  Division  has  to  do 
with  the  continuing  exploration  by  the  Com- 
mittee on  Research  and  Planning  of  the  merits 
and  desirability  of  a public  benefit  corporation 
in  personal  health  services.  As  an  outgrowth 
of  a joint  meeting  on  July  21  with  representa- 
tives of  the  New  York  State  Hospital  Associa- 
tion, it  was  decided  that  the  Division  of  Re- 


search and  Planning  prepare  an  expository 
document  on  the  subject  of  a public  benefit 
corporation  for  personal  health  services  that 
could  be  circulated  to  members  of  the  State 
Medical  Society  and  the  New  York  State  Hos- 
pital Association.  It  would  explain  the  nature 
of  such  an  organization  and  its  advantages. 

This  decision  is  in  accord  with  the  mandate 
of  the  1969  House  of  Delegates  that  the  Com- 
mittee on  Research  and  Planning  keep  the  mem- 
bership informed  of  its  progress  in  exploring 
the  subject  of  a public  benefit  corporation  for 
personal  health  services. 

This  document  has  been  prepared  by  the 
Division  of  Research  and  Planning  and  now  is 
being  reviewed  by  the  officers  of  the  Committee 
on  Research  and  Planning. 

G.  Division  of  Medical  Services  (George  P. 
Farrell,  director).  On  April  16,  the  director 
spoke  before  the  Richmond  County  Medical  So- 
ciety on  the  “Keogh”  Plan  and  Relative  Value 
Study. 

On  April  25,  he  met  with  Murray  Klutch, 
director  of  the  Bureau  of  Research  and  Plan- 
ning of  the  California  Medical  Association,  re- 
garding the  new  Relative  Value  Scale  which 
has  a five-digit  code. 

On  May  7,  a joint  meeting  of  the  Economics 
Committee  and  specialty  groups  was  held  in 
Syracuse. 

On  May  15,  the  director  attended  a joint 
meeting  of  the  Medical  Care  Insurance  Com- 
mittee and  the  Associated  Blue  Shield  Plans  of 
New  York  State,  in  Syracuse. 

On  July  9,  he  attended  a joint  meeting  of  the 
Economics  Committee  and  the  specialty  groups 
in  Syracuse. 

On  July  13,  the  director  attended  the  meeting 
of  the  American  Association  of  Medical  So- 
ciety Executives. 

H.  Business  Division  (J.  Richard  Burns, 
director) . 

I.  Advertising  Sales — Journal.  The  Mack 
Printing  Company  strike,  which  took  place 
during  the  months  of  January  and  February, 
caused  a delay  in  publication  of  ten  issues  of 
the  Journal.  Except  for  a few  classified  ad- 
vertisers, there  were  no  cancellations  of  ad- 
vertising. The  lack  of  certainty  as  to  just  when 
an  issue  would  be  published  was  a source  of 
irritation  to  our  advertisers  and  their  advertis- 
ing agencies,  but  they  were  most  cooperative 
and  understanding. 

Gross  billings  for  the  first  eight  months  of 
1969  totalled  $211,232.70.  This  was  a de- 
crease of  $38,809.20,  as  compared  to  the  same 
period  last  year  when  we  had  gross  billings  of 
$250,041.90.  Thus,  the  decrease  represents  a 
15.5  per  cent  cut  in  advertising  revenue.  The 
American  Medical  Association  has  reported  a 
30  per  cent  decrease  in  its  advertising  revenues 
in  1969,  as  compared  with  1968. 

2.  Advertising  Sales — Technical  Exhibits. 
We  received  a total  income  of  $49,304  for 
rental  of  technical  exhibit  space  at  the  Feb- 
ruary, 1969,  annual  meeting.  Attendance  at 
the  exhibits  was,  of  course,  struck  a deadly 
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blow  as  the  result  of  the  infamous  “February 
Blizzard,”  but  the  exhibitors  took  it  in  stride, 
knowing  the  circumstances.  In  fact,  a number 
of  exhibitors  expressed  satisfaction  that  they 
were  in  a position  to  spend  more  time  with  the 
individual  physicians  who  were  able  to  get  to 
the  convention  and  explain  their  products  in 
greater  detail.  It  is  interesting  to  note  that 
physician  attendance  on  opening  day,  Sunday, 
February  9,  was  higher  than  in  previous  years. 

The  prospectus  for  the  1970  annual  meeting 
is  identical  to  that  used  in  1969,  with  the  main 
registration  desk  placed  inside  of  Albert  Hall. 
However,  booth  rates  have  been  increased  from 
$5.00  to  $15  per  booth,  depending  on  the  loca- 
tion of  the  space.  We  will  have  a total  of  118 
exhibit  spaces  (including  table  space). 

The  prospectus  was  mailed  to  approximately 
550  prospective  exhibitors  on  July  24,  1969. 

To  date,  we  have  received  signed  applications 
for  64  booths.  In  addition,  we  have  received 
firm  commitments  for  15  additional  spaces,  giv- 
ing us  a total  of  79  booths  sold. 

We  are  in  receipt  of  responses  from  34  firms 
who  are  unable  to  be  with  us  because  of  “limi- 
tation of  exhibit  facilities”;  “exorbitant  han- 
dling and  set-up  charges  in  New  York  City”; 
“budget  will  not  permit  our  attending” ; and  so 
on.  Each  year  there  are  more  and  more  com- 
panies attending  only  national  conventions. 

Total  revenue,  if  all  space  is  sold,  will  amount 
to  $55,340. 

3.  Advertising  Sales — News  of  New  York. 
Renewal  of  the  contract  for  advertising  by 
Hoffmann-LaRoche  Inc.  in  the  News  of  New 
York  in  1969  was  successfully  negotiated,  en- 
tailing a total  payment  by  Roche  of  $44,906  to 
the  Society. 

4.  Membership-Directory  Department.  The 
major  staff  activity  involving  the  combined 
personnel  of  the  Membership-Directory  Depart- 
ments has  been  the  conversion  of  our  Member- 
ship files  to  the  CAPIS  system  (Central  Auto- 
mated Physician  Information  System)  for  com- 
puterized billing  and  accounting  of  1970  dues. 
This  conversion  was  initiated  early  in  June  and 
has  absorbed  most  of  the  efforts  of  the  staff 
members  to  date. 

Of  the  61  constituent  societies,  a total  of  41 
thus  far  have  indicated  their  intention  of  ac- 
cepting the  CAPIS  program.  Only  ten  counties 
have  gone  on  record  that  they  definitely  are 
not  joining.  Ten  counties  are  still  undecided. 

However,  regardless  of  the  decision  on  the 
part  of  the  individual  counties,  the  system  re- 
quires us  to  make  up  a conversion  record  for 
every  single  member  of  every  county — partici- 
pating and  nonparticipating.  (At  present 
count,  wre  have  a total  of  27,178  members,  in- 
cluding Active,  Junior,  and  Life.)  It  is  nec- 
essary for  us  to  incorporate  each  member  into 
the  system — even  those  of  nonparticipating 
counties — so  that  wre  can  have  uniform  records 
in  our  files  after  the  conversion  is  completed. 

In  view  of  this  it  wTas  decided  that  CAPIS 
dues  bills  and  membership  cards  should  be 
rendered  by  Fisher-Stevens— even  for  those 
counties  that  are  not  participating  in  the  sys- 


tem. Dues  bills  will  be  run  off  by  the  computer, 
and  we  will  forward  them  to  the  counties  for 
mailing.  They  will  be  returned  to  us  for  pro- 
cessing; we,  in  turn,  will  send  them  on  to 
Fisher-Stevens.  In  this  way,  we  will  have  uni- 
form records  for  our  files — but  the  CAPIS  rec- 
ords will  not  be  provided  to  the  nonparticipat- 
ing counties.  They  will  continue  to  keep  rec- 
ords by  the  methods  used  in  the  past. 

This  decision  w-as  also  advisable  in  view  of 
the  unsatisfactory  experience  we  have  had  in 
recent  years  with  printers  producing  our  dues 
bills  and  membership  cards  by  conventional 
printing  technics.  The  job  is  small  but  compli- 
cated and  does  not  allow  for  sufficient  mone- 
tary return  to  attract  any  printer  in  this  area. 
Last  year,  we  were  still  pleading  for  our  bills 
after  they  had  been  in  the  works  for  two  and 
one-half  months;  and,  when  we  finally  received 
copies  of  the  bills — after  they  had  been  mailed 
out — we  discovered  that  the  job  had  been 
“botched.” 

If  we  had  difficulty  trying  to  get  printers  to 
take  on  the  entire  job  for  all  counties,  it  would 
surely  be  impossible  to  find  one  who  would  take 
it  on  for  the  comparatively  few  counties  that 
are  not  going  along  with  the  system.  Also, 
since  the  cost  of  CAPIS  is  computed  on  a 
total  membership  figure  and  we  are — in  prac- 
tical terms — paying  on  a per  capita  basis  of 
$1.75  per  member  per  annum  for  the  participa- 
tion of  every  member  including  those  of  coun- 
ties who  are  not  subscribing,  we  should  be  en- 
titled to  get  as  much  out  of  the  system  for  these 
members  as  we  can. 

Some  counties — Nassau  and  Suffolk,  for  ex- 
ample— have  backed  up  their  rejection  of  the 
CAPIS  system  by  electing  to  print  their  own 
dues  bills.  In  these  cases,  checks  for  dues  pay- 
ments will  be  forwarded  by  the  counties  to  us 
accompanied  by  dues  reports  listing  the  paying 
members  as  in  the  past.  To  maintain  uniform 
records  for  our  files  and  those  of  the  AMA,  we 
will  have  to  transfer  the  data  from  the  county 
dues  reports  to  CAPIS  bills  forms  here  in  our 
office  and  forward  these  to  Fisher-Stevens  who 
will  proceed  to  generate  records  for  us  just  as 
if  these  payments  had  come  directly  from  par- 
ticipating counties. 

CAPIS  requires  a common  billing  date  for 
all  counties,  and  we  have  established  this  as 
the  end  of  the  first  week  in  December — with 
January  1 designated  as  the  “payment  due” 
date.  To  ensure  that  all  bills  could  be  printed 
and  prepared  for  mailing  by  this  date,  Fisher- 
Stevens  declared  that  our  conversion  of  mem- 
bership data  would  have  to  be  completed  by 
October  31;  and  a production  schedule  was  es- 
tablished to  guarantee  this  deadline.  When 
we  dropped  behind  this  schedule,  over  the 
vacation  period,  the  services  of  three  tempo- 
rary workers  were  requested  and  approved. 
With  this  assistance,  it  now  appears  that  the 
conversion  of  the  membership  data  essential 
for  1970  billing  (such  extensive  Directory 
items  as  Workmen’s  Compensation  Board  rat- 
ings and  fellowship  in  American  specialty  col- 
leges which  are  not  included  in  the  taped 
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records  of  the  AMA  also  are  being  converted 
at  the  same  time)  may  be  completed  ahead  of 
the  schedule  established  with  Fisher-Stevens. 

We  have  requested  that  Fisher-Stevens  speed 
up  the  procedures  and  forms  involved  in  con- 
verting the  data  on  nonmember  physicians  into 
the  system  so  that  we  can  be  that  much  further 
ahead  when  it  comes  time  to  make  the  over-all 
Directory  conversion  next  spring.  Since  May, 
we  have  typed  up  Directory  data  forms  for  the 
nonmembers  (these  cannot  be  reached  by  mail- 
ing stencils)  and  have  been  mailing  these  out, 
by  borough,  as  they  are  completed.  We  will 
follow  up  wdth  the  rest  of  the  State.  As  these 
have  been  returned  by  the  physicians,  the  re- 
visions in  their  Directory  listings  have  been 
inserted  into  the  files  so  that  these  are  cur- 
rently up-to-date. 

We  are  continuing  to  sell  copies  of  the  1968- 
1969  Medical  Directory  of  New  York  State, 
with  the  August  sales  bringing  us  to  a total  of 
$68,666.25  for  this  edition. 
j 5.  Maintenance.  In  accordance  with  the 
terms  of  our  lease,  the  entire  office  has  been 
repainted  and  the  Venetian  blinds  cleaned.  The 
drapes  and  the  table  coverings  in  the  Council 
Room  have  been  replaced,  and  the  rug  which 
had  become  very  dirty,  has  been  cleaned.  A 
number  of  chairs  in  the  employes’  lounge  which 
were  broken  were  replaced.  Various  light  de- 
fusers which  were  cracked  because  of  age  were 
replaced  with  new  ones. 

The  leased  number  813  Xerox  copying  ma- 
chine was  replaced  with  a newer  and  more 
efficient  model  660-III. 

6.  Mail-Reproduction  Department.  In  addi- 
tion to  its  usual  activities,  the  Department  has 
assisted  various  county  medical  societies  and 
ancillary  organizations  in  mailings  to  physi- 
cians throughout  the  State. 

I.  Communications  Division  (Guy  Beaumont, 
director) . 

1.  Public  Relations  Department.  At  the  re- 
quest of  the  Public  Relations  Committee,  a 
brochure — “Have  a Question,  Doctor?” — has 
been  drafted.  The  brochure  is  intended  for 
general  distribution  to  the  membership  with  a 
Hot  Line  letter.  The  brochure  calls  attention 
to  the  services  of  the  Information  Department. 
It  can  also  be  added  to  the  “New  Member  Kit.” 

Work  has  progressed  on  the  new  member 
kit.  The  kit  will  consist  of  the  executive  vice- 
president’s  welcome  letter,  seven  brochures,  the 
Constitution  and  Bylaws,  and  Principles  of 
Professional  Conduct. 

The  brochure,  “You  and  Your  State  Medical 
Society,”  has  finally  reached  the  printer  with 
approval  to  print  32,000  copies.  It  will  be 
added  to  the  “New  Member  Kit”  and  be  made 
available  to  county  medical  societies  in  reason- 
able quantities. 

The  Conference  of  County  Medical  Society 
Executive  Secretaries  was  held  on  October  10, 
at  Westchester  County  Medical  Society  head- 
quarters. 

On  directions  from  Ralph  W.  Emerson,  M.D., 
and  Samuel  Z.  Freedman,  M.D.,  we  prepared 


and  produced  the  brochure,  “The  Need  for 
Peer  Review.” 

2.  Legislation  Department.  The  coordinator 
of  legislation  activity  has  observed  that  his 
workload  increased  week  by  week  during  the 
past  session  of  the  Legislature.  He  maintained 
extremely  close  communication  with  our  legisla- 
tive consultant  and  with  the  chairman  of  State 
legislation.  Two  emergency  telephone  confer- 
ences were  held,  one  on  March  12  by  the  Legis- 
lation Committee  and  another  on  April  21  by 
the  Committee  on  Proposed  Universal  Health 
Insurance  Law — to  review  the  critique  which 
Dr.  Emerson  drew  up  prior  to  the  formation 
of  the  committee. 

On  May  7,  the  coordinator  was  the  guest 
speaker  at  the  meeting  of  the  Sullivan  County 
Medical  Society.  He  briefly  reviewed  the  ac- 
tion of  the  State  Legislature — the  outcome  of 
the  State  Society’s  program.  He  emphasized 
the  legislation  that  had  been  prevented,  such 
as  Compulsory  Health  Insurance  and  the  Real 
Estate  Tax  Exemption  Repeal.  Sixty  people 
were  present,  including  wives. 

After  the  Legislature  adjourned,  the  co- 
ordinator expended  much  effort  in  following  the 
progress  of  bills  referred  to  the  Governor,  par- 
ticularly the  Medicaid  coinsurance  bill,  the 
podiatry  bill,  and  several  chiropractic  bills. 
There  was  a great  effort  made  to  explain  the 
fee  reductions  of  June  1 and  July  1. 

Direct  communications  were  sent  to  the 
Governor,  including  telegrams  regarding  the 
podiatry  bill  and  the  chiropractic  bills. 

A mass  mailing  was  sent  to  all  county 
medical  societies  concerning  MSSNY  opposi- 
tion to  Medicaid  fee  reductions. 

The  coordinator  participated  in  the  NYSAP 
(New  York  State  Association  of  Professions) 
Board  of  Trustees  meeting  on  May  12.  He  ob- 
tained the  support  of  the  Board  in  opposing  the 
chiropractic,  podiatry,  and  Medicaid  coinsur- 
ance bills. 

The  sixteenth  and  final  1969  issue  of  Capitol 
News  was  printed  following  the  “thirty-day 
signing  period”  of  the  Governor. 

The  coordinator  participated  in  a meeting 
with  local  state  legislators  conducted  by  West- 
chester County  Medical  Society  Legislation 
Committee  on  June  10. 

The  coordinator  attended  on  August  27  a 
public  hearing  conducted  by  the  New  York 
State  Department  of  Health  on  the  subject  of 
hospital  cost  controls. 

3.  News  Media  Department.  The  coordina- 
tor of  news  media  spent  the  majority  of  his 
time  between  the  first  of  June  and  the  first  of 
September  producing  three  issues  of  the  News 
of  New  York. 

He  discussed  with  Mr.  Weyuker,  assistant 
administrator  of  Grand  Central  Terminal  Post 
Office,  the  problem  of  the  slow  delivery  of  the 
News.  We  are  hoping  that  faster  shipment 
from  the  post  office  will  be  the  result. 

The  coordinator  attended  press  conferences 
in  conjunction  with  the  AMA  meeting. 

4.  Information  Department.  Eighty-five 
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written  inquiries  were  answered,  and  905  tele- 
phone inquiries  were  processed. 

Six  pleas  for  financial  assistance  were  re- 
ceived from  prospective  medical  students. 

The  1965  Quackery  kit  is  still  being  re- 
quested; four  requests  were  received  in  June 
alone. 

Several  complaints  were  received  regarding 
physicians  who  will  not  treat  Medicaid  pa- 
tients. 

The  department  catalogued  and  filed  our  sup- 
ply of  3,000  sample  pieces  of  AMA  printed  ma- 
terial. 

5.  Mobile  Health  Shows.  The  public  rela- 
tions project  known  as  the  “Mobile  Health 
Shows,”  has  been  under  development  since 
about  March  of  this  year,  when  the  funds  be- 
came available  to  the  Communications  Division. 

Originally,  the  project  was  expected  to  be 
“on  the  road”  during  early  summer  of  1969, 
but  our  hopes  did  not  materialize.  It  will  be 
ready  for  use  in  spring  of  1970.  The  reasons 
for  this  unfortunate  delay  are  many.  They  in- 
clude the  following: 

(а)  First  and  foremost,  several  unexpected 
technical  problems  which  our  supplier  of  pro- 
jection equipment  had  not  foreseen. 

(б)  A great  difficulty  in  finding  suppliers 
and  fabricators  of  the  many  components  of  the 
basic  “theater”  and  “display”  equipment  inci- 
dental to  the  exhibit  van.  We  were  amazed  to 
find  that  everybody  has  too  much  business  and 
looked  on  our  job  as  a “nuisance  order,”  to  be 
done  only  at  a premium  price  which  we  were 
not  inclined  to  pay. 

(c)  When  machine  shop  fabricators,  artists, 
and  parts  suppliers  were  finally  secured  for 
each  requirement,  we  were  well  into  the  summer 
months  and  were  plagued  with  one  delay  after 
another  as  a result  of  vacations.  The  vacation 
of  one  supplier  or  fabricator  caused  delays  for 
the  others,  and  this  grew  into  a frustrating 
problem  of  great  proportions. 

(d)  Much  of  the  construction  of  the  interior 
of  the  van  is  being  done  by  the  director  of  the 
Division  of  Communications — simply  due  to 
high  costs  of  craftsmen  and  inaccessibility  of 
help  at  the  time  it  is  needed.  This  work  is 
mostly  accomplished  in  the  evening  and  during 
weekends. 

Nevertheless,  the  slow  pace  and  many  com- 
plications which  have  beset  the  project  have 
had  a favorable  effect  as  well.  For  example, 
the  director’s  attention  has  been  drawn  so 
closely  to  the  details  of  construction  that  many 
opportunities  for  improvement  of  our  sup- 
plier’s plan  have  become  apparent  to  him,  and 
many  modifications  and  innovations  have  been 
made  which  resulted  in  increased  facility, 
greater  simplicity,  and  lower  cost. 

Presently,  we  are  wrestling  with  a problem 
involved  with  the  proper  output  of  light  by  the 
projectors  to  give  us  a sufficiently  brilliant  im- 
age on  the  screen  to  successfully  display  in 
daylight.  We  appear  to  be  conquering  this 
problem  with  a new  type  of  lens.  Eastman 
Kodak  assures  us  we  will  eventually  have  com- 


plete success  when  the  needed  changes  are 
completed. 

Meanwhile,  Johnson  & Johnson  has  provided 
us  with  the  first  “kit”  (on  rescue  breathing) 
which  includes  a film,  posters,  and  literature. 
So  we  are  ready  to  exhibit  as  soon  as  the  van 
is  completed. 

Three  other  pharmaceutical  companies  are 
cooperating  in  our  program:  Smith  Kline 

and  French  Laboratories  is  producing  a kit  on 
Drug  Abuse.  The  Upjohn  Company  will  pro- 
duce a kit  on  diabetes  control,  and  Merck  Sharp 
& Dohme  will  provide  a kit  on  “immunization” 
or  “obesity,”  when  we  ask  for  them.  Other 
pharmaceutical  companies  can  be  counted  on 
to  work  with  us  as  we  approach  them. 

To  sum  up,  it  is  apparent  that,  although 
many  problems  have  caused  a substantial  de- 
lay in  the  completion  date  of  the  Mobile  Health 
Shows,  they  are  being  overcome,  and  the 
project  should  be  ready  in  good  time  for  use  in 
the  spring  of  1970.  And,  although  many 
changes  have  been  made  in  the  equipment  pur- 
chased and  the  original  plans,  we  remain  well 
within  our  budget  and  do  not  expect  to  have 
any  financial  problems  at  all. 

MISCELLANEOUS 

A.  The  Governor  has  reappointed  your  ex- 
ecutive vice-president  to  the  State  Hospital  Re- 
view and  Planning  Council.  He  has  been  asked 
by  the  AMA  Board  of  Trustees  to  again  serve 
on  the  Committee  on  Quackery. 

B.  Norman  Moore,  M.D.,  has  been  appointed 
chairman  of  the  Public  Health  Council  of  the 
State  of  New  York — by  the  Governor.  This  is 
a high  honor. 

C.  At  the  Executive  Committee  meeting  on 
April  24  our  president-elect,  Walter  Scott 
Walls,  M.D.,  presented  AMA-ERF  checks  to 
deans  or  other  officials  of  medical  schools.  The 
following  medical  schools  were  represented: 
Albert  Einstein  College  of  Medicine,  by  Irving 
Starin,  M.D.,  associate  professor  of  community 
health  and  assistant  dean;  New  York  Univer- 
sity School  of  Medicine,  by  Jacobus  L.  Potter, 
M.D.,  assistant  dean;  New  York  Medical  Col- 
lege, by  J.  Frederick  Eagle,  M.D.,  dean;  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons, by  H.  Houston  Merritt,  M.D.,  dean;  and 
Mount  Sinai  School  of  Medicine,  by  Mr.  Louis 
A.  Rems,  comptroller. 

Checks  were  mailed  to  the  following:  Al- 

bany Medical  College,  Cornell  University  Medi- 
cal College,  State  University  of  New  York  at 
Buffalo  School  of  Medicine,  State  University  of 
New  York  Downstate  Medical  Center,  State 
University  of  New  York  Upstate  Medical  Cen- 
ter in  Syracuse,  and  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

D.  In  August,  we  received  the  following  com- 
munication from  F.  J.  L.  Blasingame,  M.D., 
former  executive  vice-president  of  the  AMA: 

“I  want  you  to  be  among  the  first  to  know 

that  I have  formed  Blasingame  Associates,  a 

management  consultant  firm  specializing  in 

services  to  the  health  field.  The  enclosed 
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folder  explains  the  function  of  this  new  or- 
ganization. 

“Blasingame  Associates  also  will  publish 
an  independent  weekly  newsletter,  Medical 
News  Report,  ‘summarizing  the  significant’ 
news  and  comment  in  the  health  field. 

“Jim  Reed  resigned  after  eleven  years  with 
the  AMA  to  join  me.  Jim  will  be  vice-presi- 
dent and  editor  of  the  newsletter. 

“When  we  begin  publication  of  the  news- 
letter, we  shall  send  you  a complimentary 
subscription.  We  hope  you  will  send  us  your 
news  releases,  newsletters,  and  bulletins. 

“Both  Jim  and  I are  deeply  indebted  to 
you  for  the  cooperation  and  support  you  have 
given  us  in  the  past,  and  we  hope  you  will 
let  us  know  whenever  we  can  be  of  assistance 
to  you  or  to  your  association. 

“When  you  are  in  Chicago,  please  drop  by 
to  see  us.” 

E.  The  MSSNY  has  renewed  its  membership 
in  the  Chamber  of  Commerce  of  the  United 
States. 

F.  The  following  article,  which  appeared  in 
the  October  14  issue  of  The  New  York  Times,  is 
interesting : 

“Three  health  organizations,  fighting  the  ‘reac- 
tionary leadership  of  the  American  Medical  Associa- 
tion/ have  formed  a coalition  to  transform  national 
purposes  ‘from  support  of  the  military-industrial 
complex  and  of  commercialized  medicine  to  the  ful- 
fillment of  human  needs.’ 

Physicians  who  head  the  three  groups  announced 
the  coordinated  effort  yesterday  at  the  New  York 
Academy  of  Medicine,  Fifth  Avenue  at  103rd  Street. 
Their  goals  include  the  following: 

. . . Federally  financed  universal  comprehensive 
health  services. 

...  A fundamental  improvement  in  the  organiza- 
tion and  delivery  of  health  care,  including  a shift 
in  emphasis  toward  preventive  aspects. 

...  A decisive  voice  for  the  medical  consumer  in 
planning  and  operating  health  facilities. 

...  A team  approach  to  care,  rather  than  frag- 
mentation and  domination  by  physicians. 

. . . An  end  to  the  war  in  Vietnam  and  the 
international  arms  race,  with  transfer  of  funds  to 
health,  education,  and  social  services. 

...  A halt  to  the  development  of  chemical  and 
biological  weapons. 

. . . An  end  to  the  defilement  of  the  environ- 
ment. 

The  coalition,  which  calls  itself  the  Council  of 
Health  Organizations,  now  consists  of  the  Medical 
Committee  for  Human  Rights,  the  Physicians 
Forum,  and  Physicians  for  Social  Responsibility. 

The  Medical  Committee  for  Human  Rights  was 
formed  in  1964  to  provide  medical  services  for  civil 
rights  workers  in  the  South. 

The  Physicians  Forum,  founded  in  the  late  1930s, 
has,  during  the  last  decade,  supported  social  se- 
curity for  physicians,  health  insurance  programs  (in- 
cluding Medicare),  and  community  control  of  health 
activities.  Its  national  office  is  at  510  Madison 
Avenue. 

Physicians  for  Social  Responsibility  was  organized 
in  1961  by  doctors  concerned  with  their  role  in 
war  and  peace  issues.  It  opposes  American  in- 
volvement in  the  Vietnam  war  and  the  production 
of  chemical  and  biological  weapons.  Its  head- 
quarters are  in  Boston. 

The  new  coalition’s  steering  committee  consists  of 


three  representatives  of  each  of  the  member  or- 
ganizations. They  are: 

Medical  Committee  for  Human  Rights — Paul 
Lowinger,  M.D.,  associate  professor  of  psychiatry, 
Wayne  State  University;  T.  G.  G.  Wilson,  M.D., 
Temple  University  Health  Sciences  Center;  and 
Jane  Kennery,  a registered  nurse  and  professor  of 
medicine  at  Loyola  University. 

Physicians  Form — Lewis  M.  Fraad,  M.D.,  pro- 
fessor of  pediatrics,  Albert  Einstein  College  of 
Medicine:  John  L.  S.  Holloman,  Jr.,  M.D.,  past 

president  of  the  National  Medical  Association; 
and  Eli  Messinger,  M.D.,  a New  York  psychiatrist. 

Physicians  for  Social  Responsibility — Vistor  W. 
Sidel,  M.D.,  chief  of  the  division  of  social  medicine, 
Montefiore  Hospital;  Bennett  Gurion,  M.D.,  a 
Boston  psychiatrist;  and  Sidney  Alexander,  M.D., 
specialist  in  internal  medicine,  Lahey  Clinic, 
Boston.’’ 

At  the  end  of  this  report,  there  is  an  AMA 
membership  list  (Table  I). 

MEETINGS.  Following  are  the  “other-than- 
routine”  meetings  and  events  in  which  your 
executive  vice-president  has  participated  since 
our  last  report  to  the  House  of  Delegates : 

1.  Funeral  services  for  John  McClintock, 
M.D.  in  Albany,  on  February  6. 

2.  A dinner,  honoring  William  L.  Wheeler, 
Jr.,  M.D.,  tendered  by  the  Medical  Society  of 
the  County  of  New  York,  in  New  York  City,  on 
February  6. 

3.  Annual  reunion  of  the  Medical  Board  of 

City  Hospital — again  honoring  William 

Wheeler — in  New  York  City,  on  February  18. 

4.  Meeting  with  Leo  Brown,  assistant  to  the 
executive  vice-president  of  the  AMA,  in  New 
York  City,  on  February  24.  We  discussed  the 
AMA  convention  and  the  facilities  and  arrange- 
ments at  The  Americana. 

5.  Meeting  and  the  annual  Legislative  Cock- 
tail Party  of  the  New  York  State  Association 
of  Professions  (NYSAP),  in  Albany,  on  March 
4. 

6.  A dinner  of  the  Warren  County  Medical 
Society,  in  Glens  Falls,  on  March  6.  Our  presi- 
dent presented  the  presidential  citation  to  a 
member  of  that  Society.  Later,  we  attended 
the  business  meeting.  We  were  received  in 
grand  style. 

7.  The  69th  annual  banquet  of  the  New  York 
State  Legislative  Correspondents’  Association, 
in  Albany,  on  March  8.  We  saw  a presentation, 
with  the  usual  lampooning  of  public  officials. 
The  guest  speakers  were  U.S.  Senator  Goodell, 
State  Senator  Zaretski,  and  Governor  Rocke- 
feller. 

8.  The  National  Medicolegal  Symposium, 
sponsored  by  the  American  Bar  Association 
and  the  AMA,  in  Las  Vegas,  March  13 
through  15.  William  Martin,  Esq.,  spoke  on 
“What  Every  Physician  Should  Know — Key 
Rules  of  Malpractice  Liability.”  Arthur  J. 
Mannix,  Jr.,  M.D.,  chairman  of  our  Malprac- 
tice Insurance  and  Defense  Board,  spoke  on 
“Medical  Accident  Prevention — Some  Danger 
Zones.” 

9.  The  1969  Spring  Conference  on  Tubercu- 
losis and  Other  Respiratory  Diseases — spon- 
sored by  the  Brooklyn  Tuberculosis  and  Re- 
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spiratory  Disease  Association,  New  York  and 
Queensboro  Tuberculosis  and  Health  Associa- 
tions, and  the  New  York  Trudeau  Society — in 
New  York  City,  on  March  25.  Your  executive 
vice-president  was  given  the  pleasant  assign- 
ment of  introducing  the  guest  speaker  at  the 
luncheon — Gerald  D.  Dorman,  M.D.  He  dis- 
cussed “Modern  Medical  Care — Its  Relationship 
to  Government.” 

10.  Memorial  Service  for  the  son  of  “Skip” 
Wallace,  in  Ithaca,  on  March  26.  Due  to  cir- 
cumstances beyond  our  control,  members  of  the 
staff  arrived  too  late  for  the  church  ceremony, 
but  we  did  spend  some  time  with  the  family. 

11.  A conference  on  Health  Services  to 
Medically  Deprived  Areas — called  by  Commis- 
sioner Hollis  Ingraham — in  New  York  City,  on 
April  11.  In  addition  to  members  of  the  State 
Health  Department,  the  following  participated : 
Walter  Heldmann,  M.D. ; Norman  Moore,  M.D., 
in  his  capacity  as  chairman  of  the  Health  Re- 
sources Commission;  deans  or  representatives 
of  medical  schools;  and  others. 

These  subjects  wrere  considered:  Several 

areas  of  health  manpower;  physician  distribu- 
tion in  the  State;  the  reasons  why  physicians 
do  not  go  into  certain  areas;  supply  of  physi- 
cians; development  of  “physicians’  assistants” 
— as  distinguished  from  “physician  substi- 
tutes”; review  and  revision  of  the  Education 
Law  relative  to  medical  practice ; and  so  on. 

The  following  recommendations  were  made : 

(а)  There  be  established  in  the  State 
Health  Department  a Bureau  of  Group  Prac- 
tice Services.  It  was  also  emphasized  that 
the  function  of  this  should  be  advisory  and 
informative,  wdiich  would  include  the  conduct 
of  studies,  but  should  not  include  the  actual 
provision  of  health  services.  It  was  recom- 
mended that  the  Bureau  have  money  avail- 
able for  study  and  demonstration  purposes 
and  possibly  for  loans  to  initiate  development 
of  group  practices  similar  to  loans  presently 
available  for  construction  of  certain  health 
facilities. 

(б)  The  present  Medical  Practice  Act 
should  be  reviewed  and  suggestions  be  made 
for  revision  to  permit  the  performance  by 
others  of  certain  functions  now  restricted  to 
the  physician. 

(c)  Exploration  be  made  of  the  function 
and  education  of  the  “physician’s  assistant” 
to  the  viewpoint  of  developing  a program 
similar  to  that  being  conducted  at  the  Duke 
University  Medical  Center.  It  was  empha- 
sized, again,  that  the  medical  centers  will 
need  financial  and  other  support  if  they  are 
to  assume  this  responsibility,  wdiich  several 
representatives  expressed  willingness  to  do. 

( d ) That  general  support  in  increased 
amounts  should  be  given  to  the  private  medi- 
cal schools  in  the  State  in  order  that  they 
may  be  able  to  adequately  continue  and  ex- 
pand their  medical  education  responsibilities. 
It  was  noted  that  the  present  State  support 
is  currently  reduced  in  the  face  of  increased 
cost  of  education. 

12.  The  Tenth  Annual  Convention  of  the 


New  York  State  Medical  Assistants  Associa- 
tion, in  Tarrytown,  on  April  19.  Your  execu- 
tive vice-president  talked  at  the  luncheon  on 
“The  State  of  the  MSSNY.”  At  the  banquet, 
later  that  evening,  he  read  Dr.  Heldmann’s 
speech.  Our  president  could  not  attend  be- 
cause of  illness. 

13.  We  acted  as  host  to  Joseph  Sabatier,  Jr., 
M.D.,  from  New  Orleans,  chairman  of  the  AMA 
Committee  on  Quackery — in  New  York  City, 
on  April  29.  He  was  the  guest  speaker  at  the 
Medical  Society  of  the  County  of  Queens  on 
the  subject — naturally — “Quackery.” 

14.  Annual  dinner-meeting  of  the  New  York 
Society  of  Internal  Medicine,  in  New  York  City, 
on  April  30.  The  guest  speaker  was  Gerald 
Dorman,  M.D. 

15.  The  72nd  annual  banquet  of  the  New 
York  State  Society  of  Certified  Public  Account- 
ants, in  New  York  City,  on  May  12. 

16.  The  177th  annual  meeting  of  the  Con- 
necticut State  Medical  Society,  in  Hartford,  on 
May  13  through  15.  Your  executive  vice-presi- 
dent addressed  the  House  of  Delegates  and  at- 
tended the  reference  committee  meetings  and 
the  scientific  programs. 

17.  A meeting  of  the  Public  Affairs  Division 
of  the  AMA  and  AMPAC  in  Washington,  D.C., 
on  May  16  and  17. 

18.  The  21st  annual  convention  of  the  New 
York  State  Academy  of  General  Practice,  in 
New  York  City,  May  18  through  22.  We  at- 
tended the  Congress  of  Delegates  and  the 
President’s  Banquet. 

19.  Dinner-Dance  in  honor  of  Arthur  Bushel, 
D.D.S.,  First  Deputy  Commissioner  of  Health, 
in  New  York  City,  on  May  22.  Dr.  Bushel  has 
joined  the  faculty  of  the  Johns  Hopkins  School 
of  Public  Health. 

20.  Dinner  in  honor  of  Thurman  Givan, 
M.D.,  wrho  has  retired  to  live  in  South  Caro- 
lina, in  Brooklyn,  on  May  28.  The  dinner  was 
arranged  by  the  Board  of  Trustees  and  Comitia 
Minora  of  the  Medical  Society  of  the  County  of 
Kings. 

Your  executive  vice-president,  who  has 
known  Dr.  Givan  for  forty  years  (as  intern 
and  resident — and  afterwards),  was  the  guest 
speaker. 

21.  The  annual  President’s  Dinner  of  Bronx 
County  Medical  Society,  in  the  Bronx,  on  June 
4. 

22.  Meeting  with  Kenneth  G.  Bugan,  AMA 
field  representative,  in  New  York  City,  on  June 
9.  AMA  business  was  discussed. 

23.  Meeting  at  The  Americana,  in  New  York 
City,  on  June  11,  to  discuss  security  precau- 
tions for  the  AMA  annual  meeting.  Repre- 
sentatives of  the  AMA,  the  hotel,  and  the  New 
York  City  Police  Department  were  present. 

24.  A reception  and  dinner  to  honor  mem- 
bers of  our  staff  who  have  completed  twenty 
years  of  service,  in  New  York  City,  on  June  16. 
We  have  ten  such  people  at  headquarters.  Serv- 
ice pins  were  distributed. 

25.  An  MSSNY  conference  of  County  Medi- 
cal Society  Presidents,  in  Syracuse,  on  June  19. 
The  agenda  included  Peer  Review  and  Medi- 
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caid.  The  minutes  of  this  meeting  have  been 
distributed  to  all  concerned. 

26.  Your  executive  vice-president  was  the 
honorary  guest  speaker  at  the  graduation  ex- 
ercises of  the  Mandl  School  for  Medical  and 
Dental  Assistants,  in  New  York  City,  on  July 
9. 

27.  The  118th  Annual  Convention  of  the 
AMA,  in  New  York  City,  July  13  through  17. 
What  took  place  has  been  reported  in  the  min- 
utes of  the  meetings  of  the  MSSNY  delegation. 

28.  Meeting  of  the  Commission  on  Public 
Health  and  Education,  in  Albany,  on  July  24. 
The  chairmen  of  the  committees  of  the  Com- 
mission submitted  accounts  of  their  activities. 
As  usual,  this  was  one  of  the  finest  conferences 
of  the  year.  The  deliberations  are  described  in 
the  annual  reports. 

29.  A meeting  with  Kenneth  Bugan,  AMA 
field  representative,  assigned  to  New  York,  and 
David  W.  Powers,  director,  AMA  Field  Service 
Department,  in  New  York  City,  on  July  29. 
The  purposes  of  the  Field  Service  Department 
were  discussed. 

30.  The  annual  outing  of  the  Medical  Staff 
of  the  Arnot-Ogden  Memorial  Hospital  (El- 
mira), at  Keuka  Lake,  on  August  6. 

31.  A meeting  with  George  Foy,  in  New 
York  City,  on  September  3.  We  talked  about 
our  legislative  program. 

32.  The  Eighth  Annual  Joint  Meeting  of  the 
Fifth  and  Sixth  District  Branches,  in  Buck 
Hill  Falls,  Pennsylvania,  on  September  5 
through  7.  Several  business  conferences  were 
held.  The  scientific  program  was  excellent. 
Colonel  Rufus  Hessberg,  of  the  National  Aero- 
nautics Space  Administration,  talked  about 
“Aerospace  Medicine.” 

33.  A Stated  Meeting  of  the  Medical  So- 
ciety of  the  County  of  Queens,  on  September 
30.  We  represented  the  MSSNY.  Gerald 
Dorman,  M.D.,  and  Roger  O.  Egeberg,  M.D., 
were  the  guests  of  honor.  The  latter  discussed 
“Prospectives  for  Federal  Policies  Regarding 
the  Health  of  the  Nation.”  We  met  Dr.  Ege- 
berg at  the  LaGuardia  airport. 

34.  The  area  conference  at  Newburgh,  on 
October  1.  This  meeting  was  well  attended; 


there  was  considerable  discussion  concerning 
peer  review  and  costs  of  illness. 

35.  The  Presidential  Dinner  of  the  Medical 
Society  of  the  County  of  New  York,  at  the  Har- 
vard Club  in  New  York,  on  October  7. 

36.  A meeting  with  representatives  of 
Fisher-Stevens  about  CAPIS — at  our  head- 
quarters— on  October  8. 

37.  The  second  annual  conference  of  county 

medical  society  and  MSSNY  executives  in  Pur- 
chase, on  October  10.  This  was  a county  ex- 
ecutive “party.”  The  agenda  included:  Med- 

icare, Medicaid,  Universal  Health  Insurance, 
the  Role  of  Peer  Review,  Malpractice  Insur- 
ance, CAPIS,  and  Relative  Value  Study. 

38.  The  President’s  Dinner-Dance,  Rich- 
mond County  Medical  Society — on  Staten  Is- 
land, on  October  11. 

39.  A meeting  with  Charles  Gillett,  execu- 
tive vice-president  of  the  New  York  Conven- 
tion and  Visitors  Bureau,  in  New  York,  on 
October  20.  We  talked  about  conventions. 

OBITUARY.  It  is  with  great  sorrow  that 
we  announce  the  death  of  our  esteemed  col- 
league— William  L.  Wheeler,  Jr. — in  Nairobi, 
in  June. 

In  the  many  capacities  in  which  he  served — 
his  county,  his  State,  his  nation — he  always 
exhibited  a congeniality,  a wisdom,  and  an 
ability  to  see  problems  in  their  proper  perspee^ 
tive — unsurpassed  anywhere. 

His  many  friends  will  miss  him.  He  was  a 
fine  physician  and  a great  credit  to  our  profes- 
sion. 

ACKNOWLEDGMENTS.  As  always,  your 
executive  vice-president  is  grateful  to  all  who 
have  advised  and  helped  him  during  these  many 
months. 

Without  the  staff  and  the  many  physicians 
— too  numerous  to  mention — very  little  would 
have  been  accomplished  on  the  administrative 
level. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
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TABLE  I.  Current  AMA  membership  figures 


State  Society 

Duee 

Paying 

Duee 

Exempt 

Active 

Voting 

Special 

Total 

Alabama 

1,901 

228 

2,129 

2,129 

Alaska 

117 

3 

120 

18 

138 

Arizona 

1,383 

109 

1,492 

62 

1,654 

Arkansas 

1,107 

106 

1,213 

1,213 

California 

21 ,986 

1,262 

23,248 

1,701 

24,949 

Canal  Zone 

12 

35 

47 

47 

Colorado 

2,105 

494 

2,599 

104 

2,703 

Connecticut 

2,368 

240 

2,608 

2,608 

Delaware 

403 

50 

463 

50 

503 

Diatrict  of  Columbia 

1,166 

199 

1,365 

182 

1,547 

Florida 

4,339 

295 

4,634 

563 

6,197 

Georg  ia 

2,963 

299 

3,262 

49 

3,311 

Hawaii 

685 

68 

763 

10 

763 

Idaho 

507 

29 

536 

536 

Illinoia 

9,167 

1,277 

10,444 

10,444 

Indiana 

3,729 

515 

4,244 

4,244 

Iowa 

2,065 

229 

2,294 

48 

2,342 

Kansas 

1,656 

223 

1,879 

1,879 

Kentucky 

1,948 

208 

2,156 

17 

2,173 

Louisiana 

2,202 

103 

2,305 

85 

2,390 

Maine 

528 

124 

652 

18 

670 

Maryland 

2,204 

231 

2,435 

216 

2,651 

Massachusetts 

4,021 

611 

4,632 

4,632 

Michigan 

6,383 

697 

7,080 

427 

7,507 

Minnesota 

3,202 

902 

4,104 

4 

4,108 

Mississippi 

1,251 

119 

1,370 

1 

1,371 

Missouri 

3,308 

278 

3,586 

3,586 

Montana 

582 

68 

650 

5 

655 

Nebraska 

1,216 

30 

1,246 

102 

1,348 

Nevada 

371 

4 

375 

375 

New  Hampshire 

410 

40 

450 

6 

456 

New  Jersey 

5,522 

574 

6,096 

520 

6,616 

New  Mexico 

637 

43 

680 

2 

682 

New  York 

23,777 

2,635 

26,412 

189 

26,601 

North  Carolina 

3,156 

261 

3,417 

3,417 

North  Dakota 

451 

39 

490 

490 

Ohio 

7,829 

S44 

8,673 

8,673 

Oklahoma 

1,723 

366 

2,089 

2,089 

Oregon 

1,693 

386 

2,079 

1 

2,080 

Pennsylvania 

10,194 

671 

10,865 

890 

11,755 

Puerto  Rico 

281 

23 

304 

198 

502 

Rhode  Island 

781 

116 

897 

897 

South  Carolina 

1,376 

122 

1,498 

18 

1,516 

South  Dakota 

384 

30 

414 

414 

Tennessee 

2,842 

267 

3,109 

3,109 

Texas 

8,369 

304 

8,673 

536 

9,229 

Utah 

907 

97 

1,004 

1 

1,005 

Vermont 

398 

38 

436 

436 

Virginia 

2,092 

260 

2,352 

8 

2,360 

Virgin  Islands 

41 

41 

41 

Washington 

2,895 

286 

3,181 

3,180 

West  Virginia 

1,186 

127 

1,313 

1,313 

Wisconsin 

3,550 

440 

3,990 

120 

4,110 

Wyoming 

238 

30 

268 

268 

Transfer  (direct) 

64 

64 

64 

Totals 

165,671 

17,035 

182,706 

6,171 

188,877 

U.S.  Services 

Air  Force 

1,987 

1,987 

2,074 

4,061 

Army 

2,296 

2,296 

4,810 

7,106 

Government  Retired 

520 

520 

520 

Navy 

1,841 

1,841 

3,440 

5,281 

Public  Health 

1,119 

1,119 

1,984 

3,103 

Veterans  Administration 

4,524 

4,524 

4,524 

Totals 

12,287 

12,287 

12,308 

24,595 

Special  Affiliate 

Physician* 

652 

662 

Dentists 

376 

376 

Pharmacists 

438 

438 

Scientists  (nonmedical  doctor) 

163 

163 

Teachers  (nonmedical  doctor) 

331 

331 

Totals 

1,960 

1,960 

Special  Honorary 

62 

62 

Total 

165,671 

29,322 

194,993 

20,501 

215,494 
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Executive  Vice-President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

MALPRACTICE  INSURANCE.  In  our  an- 
nual report,  we  mentioned  briefly  the  problems 
concerned  with  malpractice  insurance,  which 
are  plaguing  our  profession.  We  pointed  out 
that  this  subject  is  receiving  special  attention 
from  the  Federal  government. 

Following  is  some  additional  information 
from  the  Washington,  D.C.,  Office  of  the  AMA: 

A Senate  subcommittee  said  that  the  num- 
ber of  medical  malpractice  suits  probably  will 
increase  and  “the  situation  threatens  to  be- 
come a national  crisis.” 

Senator  Abraham  RibicofF  (Democrat,  Con- 
necticut), chairman  of  the  Subcommittee  on 
Executive  Reorganization  which  has  been  re- 
viewing the  Federal  role  in  the  nation’s 
health  care  problems  for  nearly  two  years, 
reported  eight  conclusions  after  an  extensive 
staff  study.  They  are : 

•*  1.  The  number  of  malpractice  suits  and 

claims  is  rising  sharply  in  certain  regions  of 
the  country.  The  size  of  judgments  and  set- 
tlements is  increasing  rapidly. 

2.  Most  malpractice  suits  are  the  direct  re- 
sult of  injuries  suffered  by  patients  during 
medical  treatment  or  surgery.  The  majority 
have  proved  justifiable.  These  suits  are  the 
indirect  result  of  a deterioration  of  the  tradi- 
tional physician-patient  relationship. 

3.  The  publicity  given  to  higher  malprac- 
tice judgments  and  settlements,  based  fre- 
quently on  new  legal  precedents,  is  likely  to 
trigger  increasing  litigation  in  other  states. 
The  situation  threatens  to  become  a national 
crisis. 

4.  Higher  judgments  and  settlements  are 

having  the  following  direct  results:  (a) 

Companies  providing  malpractice  insurance 
are  increasing  the  cost  of  coverage;  ( b ) 
These  costs — in  the  form  of  higher  charges— 
are  being  passed  on  to  patients,  their  health 
care  insurance  companies,  and  Federal  health 
care  programs. 

5.  The  rising  number  of  malpractice  suits 
is  forcing  physicians  to  practice  what  they 
call  defensive  medicine,  viewing  each  patient 
as  a potential  malpractice  claimant.  Physi- 
cians often  order  excessive  diagnostic  proce- 
dures for  patients,  thereby  increasing  the 
cost  of  care.  Moreover,  they  are  declining  to 
perform  other  procedures  which,  in  them- 
selves, may  entail  some  risk  of  patient  injury. 

6.  At  present,  it  appears  that  no  one  af- 
fected by  the  rise  in  malpractice  suits  and 
claims  has  been  able  to  deal  with  this  prob- 
lem in  a manner  that  promises  to  alleviate 
this  situation. 

7.  The  lion’s  share  of  the  total  cost  to  the 
insurance  companies  of  malpractice  suits  and 
claims  goes  to  the  legal  community. 

8.  There  is  a definite  Federal  role  in  the 
malpractice  problem. 

Specialists  listed  as  having  a greater  po- 
tential exposure  to  malpractice  suits  were 


orthopedic  surgeons,  general  surgeons,  neuro- 
surgeons, anesthesiologists,  and  obstetricians 
and  gynecologists. 

The  1,150-page  report  included  responses 
from  staff  inquiries  to  the  American  Medical 
Association,  the  American  Hospital  Associa- 
tion, lawyers,  and  malpractice  insurance  com- 
panies. 

If  the  situation  continues  to  worsen,  the  re- 
port said,  the  Federal  government  may  have 
to  consider  a reinsurance  pool  to  which  it 
would  contribute. 

If  the  Federal  government  moves  into  the 
malpractice  area,  the  report  continued,  it 
should  also  consider: 

— whether  medical  or  surgical  injury  to 
a patient  is  a community  responsibility  and, 
therefore,  compensable  by  the  community ; 

- — whether  it  must  provide  legal  aid  to 
the  poor  to  help  them  seek  redress  from 
personal  medical  or  surgical  injury;  and 
— whether  it  will  insist  on  creation  of 
more  effective  regulatory  devices  over 
health  professionals  and  health  facilities  to 
assure  that  those  who  are  providing  care 
are  competent  to  do  so. 

OSTEOPATHY.  The  Court  of  Appeals,  the 
highest  court  in  the  State  of  New  York,  re- 
cently has  rendered  a decision  which  truly  is  a 
dismal  one.  The  New  York  Law  Journal,  on 
January  20  reported: 

Physicians  who  have  graduated  from  approved 
osteopathic  colleges  and  are  licensed  to  practice 
medicine  and  surgery  in  New  York  are  entitled  to 
have  the  inscription  “D.O.,  M.D.”  on  their  licenses. 

The  entitlement  was  enunciated  last  week  by 
the  New  York  Court  of  Appeals  in  an  opinion 
dated  January  14  ( New  'York  State  Osteopathic 
Society,  respondent,  v.  James  E.  Allen,  Jr.,  et  al. 
appellants,  No.  276).  The  ruling  reversed  the  Ap- 
pellate Division,  Third  Department,  which  had 
affirmed  the  decision  at  Special  Term. 

The  State  Department  of  Education,  which  is- 
sued the  licenses  bearing  the  “D.O.,  M.D.”  in- 
scriptions to  a number  of  physicians  in  the  State, 
were  challenged  by  the  New  York  State  Osteo- 
pathic Society  on  the  ground  of  exceeding  its  au- 
thority. 

The  Court  of  Appeals  noted  in  its  opinion  by 
Chief  Judge  Stanley  H.  Fuld — all  concurring, 
Judge  James  Gibson  taking  no  part — that  whije 
the  Society  “had  acted  in  what  it  considered  th,e 
best  interests  of  the  osteopathic  profession,  the 
entire  thrust  of  its  argument  appears  to  be  that 
persons  trained  in  osteopathic  institutions  are 
somehow  less  qualified  as  physicians  than  those 
trained  in  medical  schools,  This  position  is  not 
only  contrary  to  the  stipulated  facts  but  goes 
against  the  expressed  legislative  policy  of  this 
State,  which  is  to  recognize  such  persons  as  fully 
competent,  in  every  respect,  to  practice  medicine 
and  surgery. 

“The  Department  (of  Education),  by  recogniz- 
ing that  an  osteopathic  college  affords  its  students 
all  of  the  prerequisites  for  an  M.D.  degree,  has 
acted  in  full  accord  with  this  policy  and  its  action 
was  neither  in  excess  of  its  powers  nor  arbitrary.” 
The  opinion  continued: 

“Each  of  the  physicians  whose  license  inscrip- 
tion is  challenged  herein  is  a graduate  of  an  ap- 
proved osteopathic  college — where  he  received  the 
degree  of  Doctor  of  Osteopathy  (DO.) — and  is 
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fully  licensed  to  practice  medicine  and  surgery 
both  in  this  State  and  California. 

“In  1961,  following  a decade  of  growing  mutual 
respect  between  the  two  branches  of  medical 
science,  the  California  Osteopathic  Association  and 
that  State’s  Medical  Association  entered  into  an 
agreement  to  eliminate  osteopathy  as  a separate 
field  of  medicine  and  to  accept  all  osteopaths  as 
fully  qualified  medical  doctors. 

“In  accordance  with  this  agreement,  legislation 
was  enacted  the  following  year  which  permitted 
the  California  College  of  Medicine  (CCM),  for- 
merly an  osteopathic  college,  to  ‘issue  an  M.D.  de- 
gree to  all  D.O.  physicians  and  surgeons  licensed 
to  practice  as  such  by  the  State  of  California.’ 
Approximately  50  New  York  physicians,  qualified 
under  this  provision,  exchanged  their  previous  de- 
grees of  Doctors  of  Osteopathy  for  new  diplomas 
awarding  each  the  degree  of  Doctor  of  Medicine. 
They  then  submitted  their  new  degrees  to  the 
State  Education  Department,  with  the  request 
that  the  M.D.  degree  be  inscribed  on  their  licenses. 

“Although  required  by  statute  to  inscribe  the 
initial  ‘D  O.’  on  the  licenses  of  all  graduates  of 
osteopathic  colleges,  the  Department  complied  with 
this  request  to  the  extent  of  issuing  new  licenses 
containing  the  legend,  ‘D.O.,  M.D.’ 

“Some  two  and  a half  years  after  the  first  of 
these  license  inscriptions  had  been  awarded,  the 
petitioner,  a membership  corporation  organized  to 
promote  and  protect  the  practice  of  osteopathic 
medicine,  demanded  that  the  Department  rescind 
the  licenses  and  remove  the  ‘M.D.’  inscriptions. 
When  that  demand  was  refused,  it  commenced  the 
present  Article  78  proceeding  to  compel  com- 
pliance with  its  demand.” 

Later  in  the  opinion,  the  court  said  that  “the 
real  question  posed  is  not  whether  the  Education 
Law  requires  that  a license  reflect  the  degree  re- 
ceived by  the  licensee  but,  rather,  whether  the 
M.D.  degree  received  by  these  intervenors  may  be 
given  such  recognition.  The  only  specific  require- 
ment of  the  statute  in  this  regard  is  that  li- 
censes issued  to  persons  trained  in  osteopathic 
medicine  must  bear  the  notation  ‘D.O.,’  a require- 
ment which  in  this  case  was  clearly  met.  In  the 
absence  of  an  express  statutory  prohibition,  there 
would  seem  to  be  nothing  wrong  with  granting  an 
additional  ‘M.D.’  inscription  to  holders  of  that  de- 
gree. 

“The  courts  below  were  of  the  opinion  that  the 
‘D.O.,  M.D.’  inscription  would  have  a misleading 
effect  since  it  implies  more  complete  medical  train- 
ing than  these  recipients  had  in  fact  received. 
However,  the  Education  Department,  which  has 
considerable  expertise  in  these  matters,  was  of  a 
different  opinion  and,  in  light  of  the  stipulated 
facts,  we  may  not  conclude  that  its  determination 
was  arbitrary  or  unreasonable.” 

It  is  difficult  to  understand  how  learned  judges 
could  have  arrived  at  such  a conclusion  if  they 
had  properly  evaluated  what  we  were  trying  to 
say. 

It  should  be  pointed  out  that  the  “ball”  was 
carried  by  the  State  Osteopathic  Society;  and 
that  we  acted  as  amicus  curiae  in  this  case. 

It  was  never  claimed  that  the  osteopaths  were 
“less  qualified”  than  the  doctors  of  medicine. 
What  we  stated,  in  no  uncertain  terms,  was 
that  the  men  involved  had  obtained  degrees 
from  the  State  of  California  for  the  sum  of  $65, 
without  having  taken  an  examination  or  even 
having  appeared  in  that  area.  Our  argument 
was  that  their  degrees  were  unearned  because 


they  had  never  even  attended  a school  of  medi- 
cine. 

Judge  Fuld’s  statement  is  especially  ridicu- 
lous because  the  Osteopathic  Society  would 
never  have  argued  that  persons  trained  in  os- 
teopathic institutions  are  “somehow  less  quali- 
fied as  physicians  than  those  trained  in  medical 
schools.” 

Our  Membership  Department  has  just  in- 
formed us  that  “D.O.’s  will  be  listed  in  future 
editions  of  the  AM  A Directory.  They  will  be 
included  in  the  Directory  and  AM  A tapes  for 
the  period  they  are  serving  on  the  staffs  of  rec- 
ognized hospitals  and  will  be  dropped  from  list- 
ing when  they  leave  the  hospitals  unless  they 
are  elected  to  membership  in  a State  Medical 
Society,  in  which  case  they  will  be  listed  indefi- 
nitely. They  will  not  appear  in  an  isolated  sec- 
tion as  they  do  in  the  State  University  of  New 
York  Bulletins,  but  will  be  run  in  with  the  reg- 
ular listing  of  M.D.’s  with  a D.O.  degree  indi- 
cated in  the  listing.” 

We  do  not  believe  that  this  procedure  of  the 
AMA  should  change  our  prerequisite  for  mem- 
bership in  a medical  society. 

CHIROPRACTIC.  As  we  have  predicted 
time  after  time,  the  chiropractors  continue  to 
clamor  for  increased  privileges  and  more  rec- 
ognition, which,  by  the  greatest  stretch  of  the 
imagination,  they  do  not  deserve.  This  time 
their  efforts  are  concentrated  on  a national  ba- 
sis— in  Washington,  D.C.  They  demand  to  be 
included  in  the  Medicare  program. 

As  a State  Society,  we  must  do  everything 
possible  to  thwart  the  attempts  of  quacks  to 
gain  respectability  through  political  machina- 
tions. 

Two  representatives  from  New  York  are  on 
the  House  Ways  and  Means  Committee ; and  we 
have  been  in  contact  with  them. 

We  agree  strongly  with  this  American  Medi- 
cal News  editorial  of  January  12 : 

It  appears  likely  that  a serious  effort  will  be  made 
this  year  to  amend  the  Medicare  program  to  pro- 
vide for  the  payment  of  chiropractic  services  un- 
der Part  B. 

Chiropractic’s  lobbyists  are  conducting  an  all- 
out  campaign.  Organized  letter-writing  drives  are 
flooding  Congressmen  with  mail  supporting  chiro- 
practic. And  about  80  of  these  Congressmen  have 
introduced  legislation  supporting  chiropractic  cov- 
erage under  Medicare. 

Such  legislation  poses  a serious  threat  to  the 
health  care  of  the  United  States.  If  enacted,  it 
would  provide  Federal  subsidies — and,  in  effect, 
Federal  sanctions — to  an  inferior  theory  and 
practice  of  care. 

It  is  interesting  to  note  that  a recent  study 
ordered  by  Congress  and  conducted  by  the  U.S. 
Department  of  Health,  Education,  and  Welfare 
concluded: 

“Chiropractic  theory  and  practice  are  not  based 
on  the  body  of  basic  knowledge  related  to  health, 
disease,  and  health  care  that  has  been  widely  ac- 
cepted by  the  scientific  community.  Moreover, 
irrespective  of  its  theory,  the  scope  and  quality  of 
chiropractic  education  do  not  prepare  the  prac- 
titioner to  make  an  adequate  diagnosis  and  pro- 
vide appropriate  treatment.  Therefore,  it  is  rec- 
ommended that  chiropractic  and  naturopathic 
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services  not  be  covered  in  the  Medicare  program.” 

More  recently,  the  American  Public  Health  As- 
sociation, at  its  annual  meeting,  adopted  a resolu- 
tion stating  that:  “It  appears  that  the  practice 

of  chiropractic  and  naturopathy  constitutes  a haz- 
ard to  the  health  and  safety  of  our  citizens.”  The 
American  Public  Health  Association  urged: 

1.  That  Congress  amend  the  Medicaid  law  to 
specify  that  Federal  funds  not  be  used  to  match 
state  Medicaid  expenditures  for  chiropractic  or 
naturopathic  services. 

2.  That  Congress  not  amend  the  Medicare  law 
to  permit  coverage  of  chiropractic  or  naturopathic 
services. 

3.  That  state  legislatures  and  health  agencies 
not  include  chiropractors  and  naturopaths  under 
state  health  programs. 

4.  That  states  re-evaluate  their  licensure  pro- 
grams for  chiropractors  and  naturopaths  to  de- 
termine whether  such  licenses  should  be  further 
restricted  or  abolished,  and  that  existing  restric- 
tions be  more  rigorously  policed. 

5.  That  professional  and  consumer  groups  un- 
dertake appropriate  consumer  education  on  the 
hazards  of  chiropractic  and  naturopathy. 

In  going  strongly  on  record  against  chiropractic, 
the  American  Public  Health  Association  joined 
ranks  with  the  rest  of  the  nation’s  scientific  com- 
munity. The  AMA,  for  example,  warns  that  chiro- 
practic “constitutes  a hazard  to  rational  health 
care.  . .because  of  the  substandard  and  unscien- 
tific education  of  its  practitioners  and  their  rigid 
adherence  to  an  irrational,  unscientific  approach 
to  disease  causation.” 

Labor  unions,  too,  have  expressed  opposition  to 
chiropractic  coverage,  and  the  influential  National 
Council  of  Senior  Citizens  has  been  forthright  in 
its  statement  on  the  subject. 

But  the  chiropractors  continue  to  struggle  for 
recognition.  One  state  chiropractic  organization 
recently  assessed  its  members  $500  each  to  build  a 
campaign  fund  to  woo  that  state’s  Congressmen 
to  chiropractic’s  side. 

In  the  face  of  overwhelming  scientific  evidence, 
it  will  be  disappointing  if  Congress  allows  itself 
to  be  influenced  by  chiropractic’s  campaign.  In- 
clusion of  chiropractic  under  Medicare  inevitably 
will  lead  to  a serious  deterioration  of  the  nation’s 
health  care. 

Also,  we  have  a statement,  “Limited  Practi- 
tioners,” adopted  by  both  the  Health  Insurance 
Council  and  the  Health  Insurance  Association 
of  America : 

The  health  insurance  industry  has  always  sup- 
ported the  concept  that  the  public  is  entitled  to 
the  highest  possible  quality  of  health  care  that 
can  be  attained.  The  business  has  supported  such 
quality  of  care  by  requiring  in  their  health  in- 
surance programs  that  members  of  the  health  pro- 
fession be  licensed,  registered  or  otherwise  quali- 
fied, and  that  drugs  and  medicines  be  prescribed 
by  physicians. 

From  the  point  of  view  of  the  provider  of  med- 
ical care,  the  health  insurance  industry  has  sup- 
ported the  concept  that  the  physician  because  of 
his  knowledge,  training,  and  skill,  is  in  the  best 
position  to  determine  what  constitutes  quality  of 
care  and  the  quantity  of  care  to  be  delivered. 
Reliance  on  the  physician’s  ability  to  determine 
the  question  of  quality  and  quantity  has  been 
based  on  standards  developed  over  the  years. 
Such  standards  include,  but  are  not  confined  to, 
professional  and  technical  education,  continuing 
education  with  respect  to  new  advances  and  tech- 
nics in  medical  science,  licensing  requirements, 
board  certification,  and  accreditation  programs 


which  promulgate  tissue,  medical  audit,  and  utili- 
zation committees.  Historically,  insurance  com- 
panies had  some  flexibility  as  to  how  they  inter- 
preted such  wording  as  “physicians,”  “physicians 
licensed  to  practice  medicine,”  “doctors,”  “li- 
censed physicians,”  and  “physicians  and  surgeons” 
in  paying  benefits  under  health  insurance  con- 
tracts. With  the  passage  of  time,  use  of  these 
terms  took  on  a broader  interpretation  so  as  to 
include  services  rendered  by  not  only  M.D.’s  and 
D.O.’s,  but  a variety  of  limited  practitioners.  In 
many  instances  this  was  the  result  of  policyholder 
requests  that  limited  practitioners  be  covered  un- 
der health  insurance  contracts.  Greater  use  of 
limited  practitioners  was  also  encouraged  by  the 
passage  of  state  legislation  which  in  some  cases 
makes  it  mandatory  for  insurance  companies  to 
pay  benefits  for  services  rendered  by  such  practi- 
tioners if  they  are  practicing  within  the  limits  of 
their  license. 

Although  there  are  a number  of  considerations 
in  determining  the  role  limited  practitioners 
should  play  in  the  organization  and  delivery  of 
medical  care,  educational  and  practical  training 
requirements  based  on  the  scientific  approach  for 
diagnosing  and  treating  disease  would  seem  to  be 
one  of  the  most  important.  In  assessing  educa- 
tional and  practical  training  requirements,  such 
questions  as  the  following  should  be  considered: 

1.  What  requirements  does  the  student  have  to 
meet  at  the  college  level,  for  example,  course  re- 
quirements and  grades? 

2.  Beyond  the  college  level,  what  additional  spe- 
cial training  is  required,  for  example,  medical 
school  ? 

3.  What  qualifications  should  the  faculty  have 
before  they  are  permitted  to  instruct  the  students? 

4.  Are  the  institutions  above  the  high  school 
level  accredited  by  some  type  of  recognized 
agency? 

5.  As  the  student  progresses  through  the  educa- 
tional system,  is  provision  made  for  practical 
training  so  maximum  proficiency  can  be  devel- 
oped? 

6.  Is  the  particular  limited  practitioner  en- 
couraged to  take  courses  which  will  keep  him  up  to 
date  on  new  scientific  advances  and  technics? 

Although  the  foregoing  is  not  a complete  list, 
it  is  representative  of  the  type  of  question  that 
should  be  asked  if  there  is  to  be  any  reasonable 
assessment  of  the  quality  of  medical  care  pro- 
vided by  a limited  practitioner.  The  member 
insurance  companies  of  the  Health  Insurance 
Council,  mindful  of  their  obligation  to  assure  the 
American  people  that  the  highest  possible  quality 
of  medical  care  is  being  provided,  support  the 
concept  that  the  providers  of  health  care  should 
base  such  care  on  scientifically  established  meth- 
ods of  diagnosis  and  treatment.  These  companies 
also  realize  how  vital  it  is  for  practitioners  who 
hold  themselves  out  as  qualified  individuals  to 
treat  human  illness  and  disease  to  have  adequate 
initial  and  continuing  education  and  training. 
Further,  such  education  and  training,  at  a mini- 
mum, should  be  conducted  in  institutions  that  are 
accredited  by  recognized  educational  accrediting 
agencies. 

Although  the  statement  does  not  mention 
chiropractic  or  any  other  unscientific  cult  by 
name,  we  feel  that  it  has  the  effect  of  ruling  out 
chiropractic  as  a qualified  health  care  provider. 
This  release  is  the  result  of  many  meetings  with 
the  insurance  group  on  the  chiropractic  prob- 
lem. 

DIVISIONS.  These  supplementary  accounts 
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cover  the  activities  since  the  annual  report  was 
compiled  in  November. 

Scientific  Activities  (Norman  S.  Moore,  M.D., 
director).  The  director  was  asked  to  explore 
the  request  made  by  the  president  of  “Titles  in 
Medicine”  that  the  New  York  State  Journal 
of  Medicine  give  permission  for  them  to  re- 
print titles  and  authors  of  articles  appearing  in 
the  Journal,  along  with  200  medical  journals 
in  the  library  of  the  Academy  of  Medicine.  Fol- 
lowing investigation,  this  was  reported  to  the 
Executive  Committee  on  December  18,  and  the 
recommendation  was  approved. 

The  director  was  requested  to  investigate  in 
depth  the  E.C.F.M.G.  examinations  and  intern- 
ships of  Italian  medical  schools.  After  consul- 
tation with  various  medical  educators  and  the 
medical  director  of  E.C.F.M.G.,  a memorandum 
was  written  giving  details  of  the  rules  for  both 
the  examination  and  transfer  of  students  from 
foreign  medical  schools. 

During  this  interval  period  a detailed  analy- 
sis of  the  bylaws,  rules,  and  regulations  of  the 
nine  district  branches  was  undertaken  and  a re- 
port rendered  to  the  executive  vice-president  on 
December  11. 

The  first  week  in  January  the  chairman  of 
the  Commission  on  Public  Health  and  Educa- 
tion was  asked  to  render  a report  on  the  four 
parts  of  the  Lent  Commission  Report,  namely 
Venereal  Disease,  Research  Programs,  Health 
Manpower,  and  Medical  Schools.  Bruce  Cham- 
berlain, M.D.,  chairman  of  the  Committee  on 
Health  Manpower,  prepared  the  section  on  this 
subject.  On  January  8,  comments  regarding 
the  other  subjects  were  submitted. 

There  has  been  unusually  heavy  correspond- 
ence from  individuals  and  institutions,  as  well 
as  from  government  agencies,  regarding  multi- 
ple questions  in  which  this  Division  is  inter- 
ested. All  of  the  correspondence  that  had  been 
referred  to  this  Division  is  currently  up  to  date. 

The  director’s  outside  activities  include  chair- 
ing two  meetings  of  the  Public  Health  Council, 
one  full  meeting  and  one  executive  committee 
meeting  of  the  State  Hospital  Review  and  Plan- 
ning Council,  and  one  meeting  of  the  AMA 
Council  on  Voluntary  Health  Agencies. 

The  director  has  attended  meetings  of  the  ad 
hoc  committee  for  recommendations  regarding 
the  rebuilding  of  the  West  Haverstraw  Reha- 
bilitation Hospital  on  its  present  site  or  another. 
He  has  also  attended  a meeting  of  the  Advisory 
Committee’s  subcommittee  on  organizational 
policy  and  will  attend  a meeting  of  the  Advisory 
Committee  to  the  Health  Planning  Commission 
on  January  22. 

Physicians’  Placement.  The  1970  list  of  Phy- 
sicians’ Placement  Opportunities  is  now  ready 
for  distribution.  A copy  will  be  sent  to  the 
AMA  immediately  to  let  them  know  about  the 
additions  to  our  1969  list.  We  have  added  16 
locations,  and  we  have  closed  6.  Three  county 
societies  have  asked  us  for  help  in  recruiting 
physicians.  Copies  of  brief  resumes  of  physi- 
cians have  been  mailed  to  the  following  areas: 
Syracuse,  Herkimer,  Sodus,  Little  Falls,  Ge- 
neva, Potsdam,  Newark,  Salamanca,  Fulton, 


Dolgeville,  Fort  Covington,  and  others. 

Materials  have  been  ordered  from  the  AMA 
for  the  booth  at  the  convention.  The  Physi- 
cians’ Placement  booth  will  be  used  for  dis- 
pensing information,  and  materials  will  be 
available,  as  will  short  questionnaires  for  per- 
sons seeking  physicians  and  physicians  seeking 
openings.  Other  questions  concerning  group 
practice  and  the  business  side  of  practice  will 
be  answered  through  the  AMA  brochures. 

What  Goes  On.  Cards  and  subscription  order 
blanks  have  been  prepared  for  the  Journal 
booth’s  What  Goes  On  section.  Additional 
copies  of  What  Goes  On  will  be  available  in 
limited  quantities. 

To  date,  144  subscriptions  have  been  sold  for 
What  Goes  On  at  a cost  of  $432.00. 

Scientific  Sessions.  Scientific  sessions  ar- 
rangements have  heen  completed. 

This  office  has  solicited  the  kind  of  equipment 
needed  for  each  scientific  session,  and  the  re- 
turns are  processed  by  the  Medical  Film  Guild. 

Several  scientific  exhibits  have  replaced  those 
that  had  cancelled  out  for  various  reasons. 

New  scientific  exhibits  were  solicited.  Thirty- 
six  booths  have  been  assigned. 

Scientific  Publications.  (William  Hammond, 
M.D.,  director).  Members  of  the  Journal  staff 
have  been  engaged  primarily  in  activities  per- 
taining to  convention  matters:  the  January  1 

and  15  issues  of  the  Journal,  the  Convention 
Program  Book,  and  the  House  of  Delegates 
Handbook. 

It  has  become  increasingly  evident  that  print- 
ing schedules  must  be  adhered  to  if  deadlines 
for  finished  material  are  to  be  met  and  other  is- 
sues of  the  Journal  are  to  be  accomplished. 
With  the  support  of  all  who  are  involved  in 
these  matters,  we  are  sure  the  scheduling  can 
be  done  with  the  least  trauma  to  all.  There- 
fore, next  year,  material  for  the  Convention  is- 
sues received  before  November  15  will  appear 
in  the  January  1 issue,  and  material  received  up 
to  and  including  December  1 will  be  included  in 
the  January  15  issue.  No  material  will  be  ac- 
cepted for  these  issues  of  the  Journal  after 
these  dates. 

Any  material  that  comes  in  later  than  that 
will  be  set  up  and  distributed  to  members  of 
the  House  from  masters.  Any  material  that 
must,  according  to  Bylaws,  be  received  by  the 
members  a month  before  the  convention,  will, 
of  course,  appear  in  the  January  1 issue. 

Medical  Services.  (George  P.  Farrell,  direc- 
tor). The  director  participated  in  the  follow- 
ing: 

A.  An  ad  hoc  committee  meeting  regarding 
resident  physicians — collection  of  fees  in  work- 
men’s compensation  cases  and  under  Blue  Shield 
Plans. 

B.  Medical  Care  Insurance  Committee  meet- 
ing at  Syracuse. 

C.  Meeting  with  Albert  E.  Vaughn,  chairman 
of  the  United  Policyholders  League,  New  York 
City,  to  discuss  support  of  his  plan  by  the  Medi- 
cal Society  of  the  State  of  New  York. 

D.  Area  Conference  number  9 at  Holiday 
Inn,  Newburgh. 

E.  Public  hearing  regarding  prepaid  health 
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and  hospital  insurance  (Blue  Cross  and  Blue 
Shield)  at  270  Broadway,  New  York  City. 

F.  Economics  Committee  meeting  in  Syra- 
cuse. 

G.  Nassau  County  Medical  Society  meeting 
regarding  Relative  Value  Scale. 

H.  Groundbreaking  ceremony  for  new  build- 
ing at  Lake  Success. 

I.  Economics  Committee  meeting  held  at  the 
office  of  Peat,  Marwick,  Mitchell  & Co. 

J.  Health  insurance  program  meeting. 

K.  Conference  with  W.  T.  Rowland,  Jr.,  of 
Bertholon  Rowland  Corporation,  to  discuss  a 
new  program  which  has  been  developed  recently 
— referred  to  as  a “hospital  money  plan”  which 
pays  a specific  amount  of  money,  per  diem, 
while  patient  is  in  hospital. 

Occupational  Health  and  Workmen’s  Com- 
pensation (James  F.  Higgins,  M.D.,  director). 
The  director  attended  ten  medical  arbitration 
hearings,  one  staff  convention  meeting,  two  ad- 
visory committee  meetings  of  the  Workmen’s 
Compensation  Board,  and  one  meeting  with  the 
chairman  of  the  Council  Committee  on  Work- 
men’s Compensation.  Arbitration  hearings 
were  held  in  the  counties  of  Westchester,  Kings, 
New  York,  Nassau,  and  Queens. 

Additional  and  informal  meetings  were  held 
on  an  informational  basis  with  practicing  physi- 
cians to  explore  their  opinions  as  to  the  new  fee 
schedule.  It  is  hoped  that  time  will  permit  per- 
sonal contact  with  some  of  the  county  society 
chairmen  of  the  workmen’s  compensation  com- 
mittees. 

The  next  meeting  of  the  Advisory  Committee 
on  the  Medical  Fee  Schedule  and  Allied  Prob- 
lems of  the  Workmen’s  Compensation  Board  is 
scheduled  for  February  5,  1970,  at  which  time 
a fee  schedule  of  proposed  fees  will  be  sub- 
mitted. This  schedule  is  now  being  prepared  by 
the  Division.  It  is  anticipated  that  a progress 
report  can  be  issued  shortly  after  this  meeting. 

Standards  of  Medical  Care  (Samuel  Z.  Freed- 
man, M.D.,  director).  The  Division  is  in  the 
last  stage  of  “the  project”  which  is  to  produce 
a manual  for  all  the  hospitals  of  this  State. 
The  patterns  of  the  six  diseases  are  being 
checked  out  by  the  electronic  data  process  to 
evaluate  the  methodology  which  has  been  de- 
veloped. 

Through  the  Committee  on  Hospital-Based 
Physicians,  guidelines  are  being  developed  for 
use  by  an  individual  physician  who  may  be  in- 
terested in  signing  a contract  for  employment 
by  a hospital. 

Aid  was  rendered  to  the  Ad  Hoc  Committee 
on  Peer  Review  Mechanisms  in  cooperation  with 
another  division  in  setting  up  and  running  the 
district  branch  meetings  which  explained  the 
purpose  and  objectives  of  peer  review. 

Research  and  Planning  (Harry  D.  Kruse, 
M.D.,  director).  During  the  past  four-month 
period,  the  Council  authorized  the  dissemina- 
tion of  an  expository  document  on  the  public- 
benefit  corporation  in  personal  health  services 
to  members  of  the  Medical  Society  of  the  State 


of  New  York.  This  document  explains  the  na- 
ture of  such  an  organization  and  its  advan- 
tages. 

It  was  decided  that  the  most  appropriate 
means  of  dissemination  was  its  publication  as 
an  article  in  the  New  York  State  Journal  of 
Medicine.  Accordingly,  the  expository  article 
was  submitted  to  the  editor  of  the  Journal 
and  was  accepted.  It  appeared  under  the  title, 
“To  Meet  a Challenge.”  This  carried  out  the 
mandate  of  the  House  of  Delegates  that  the 
members  of  the  Society  be  kept  informed  of 
progress  in  exploring  this  subject. 

The  document  served  a second  purpose.  It 
was  submitted  to  the  Hospital  Association  of 
New  York  State  with  whom  the  Medical  So- 
ciety of  the  State  of  New  York  is  jointly  ex- 
ploring the  subject.  The  Hospital  Association’s 
representative  recommended  to  his  organization 
that  it  appoint  a special  ad  hoc  committee  to 
study  the  document. 

The  Division  of  Research  and  Planning  is 
continuing  to  compile  a record  of  all  the  amend- 
ments of  the  Society’s  Constitution  and  By- 
laws as  well  as  rejected  or  unacted-on  pro- 
posals of  amendments.  This  record  will  in- 
clude not  only  the  content  of  the  amendment 
or  proposal,  but  also  the  proposer  and  the  rea- 
sons. 

The  Division  is  engaged  with  others  in  re- 
viewing the  Staff  Handbook  in  preparation  for 
its  revision  as  the  Third  Edition. 

The  director  has  delivered  two  speeches  to 
medical  groups.  One,  entitled  “Medicine  in  a 
Maelstrom,”  was  on  January  5 to  the  Commit- 
tee on  Public  Health  of  the  New  York  Academy 
of  Medicine.  The  other,  entitled  “What  the 
Future  Holds  for  the  Private  Practice  of  Medi- 
cine,” was  on  January  15  to  the  Staff  Society 
of  the  Long  Island  Jewish  Medical  Center. 

Business  Division  (J.  Richard  Burns,  direc- 
tor). Advertising  Sales — Journal.  Gross  bill- 
ings for  the  year  1969  amounted  to  a total  of 
$321,083.70,  as  compared  with  1968  when  gross 
billings  totalled  $386,776.60,  or  a decrease  of 
$65,692.90.  It  is  apparent  that  the  pharma- 
ceutical manufacturers  and  their  advertising 
agencies  are  now  more  budgetary  conscious 
than  at  any  time  in  recent  memory.  This  has 
been  a national  trend  and  has  affected  the 
Journal  of  the  American  Medical  Association 
as  well  as  the  journals  of  other  state  medical 
societies. 

The  Journal  of  the  American  Medical  Asso- 
ciation has  shown  a percentage  loss  of  25.9  in 
advertising  pages  and  an  18.6  loss  in  revenue. 
On  the  other  hand,  nonmedical  society  publica- 
tions, such  as  Medical  Economics  and  Modern 
Medicine,  have  increased  their  advertising  sales. 

Our  problem  is  compounded  by  the  fact  that 
the  New  York  State  Journal  of  Medicine’s 
page  size  is  not  a standard  one.  This  requires 
that  the  advertising  agencies  placing  advertise- 
ments with  our  Journal  must  pay  the  high  en- 
graving costs  to  supply  the  smaller  advertising 
plates  for  our  Journal.  We  have  been  told 
that  a number  of  pharmaceutical  companies 
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and  advertising  agencies  are  cutting  back  or 
eliminating  our  JOURNAL  from  their  advertis- 
ing schedules  because  they  find  it  difficult  to 
justify  this  additional  expense. 

At  the  present  time,  we  are  exploring  the 
idea  of  a larger  page  trim  size  for  the  JOURNAL, 
similar  to  that  of  the  Journal  of  the  American 
Medical  Association,  the  New  England  Journal 
of  Medicine,  and  the  majority  of  other  state 
medical  journals. 

In  addition,  we  are  considering  a change  in 
our  printing  method.  At  present,  our  Journal 
is  produced  by  the  letterpress  nethod,  but  if  we 
change  to  the  web  offset  process,  it  will  give  our 
advertisers  much  greater  flexibility  and  econ- 
omy in  supplying  us  with  whatever  form  of  ma- 
terial they  have  on  hand,  that  is,  electrotype 
plates,  negatives,  scotch  prints,  and  so  on. 

These  changes  will  involve  an  increase  in 
production  costs,  especially  in  the  cost  of  paper. 
Careful  consideration  will,  of  course,  be  given 
to  this  increased  cost  and  weighed  against  an 
anticipated  increase  in  advertising  revenue  as  a 
result  of  the  change.  In  any  case,  the  change 
in  page  size  cannot  become  effective  until  the 
January  1,  1971,  issue  of  the  JOURNAL. 

Advertising  Sales — Technical  Exhibits.  As 
of  the  date  of  the  preparation  of  this  report, 
we  have  sold  a total  of  100  exhibit  spaces, 
bringing  our  sales  revenue  to  a total  of  $47,000. 

Membership-Directory  Department.  The  ac- 
tivities of  the  Membership-Directory  Depart- 
ment for  the  past  several  months  have  been 
absorbed  primarily  in  the  conversion  to  and 
implementation  of  the  CAPIS  computerized  bill- 
ing and  accounting  program.  The  conversion 
of  our  membership  records  on  to  Fisher-Stevens 
tape  was  done  entirely  by  our  staff.  The  pro- 
cedure was  initiated  in  July  and  completed  by 
our  scheduled  deadline  of  October  31. 

Actual  mailing  of  the  1970  annual  dues  no- 
tices was  done  the  middle  of  December — those 
for  the  46  counties  participating  in  the  pro- 
gram being  sent  by  Fisher-Stevens  either  di- 
rectly to  the  member  doctors  or  to  the  counties 
to  be  mailed  by  them,  according  to  individual 
county  option. 

During  this  period,  a great  deal  of  time  was 
given  over  to  meetings  with  the  county  medical 
society  executives  discussing  the  CAPIS  pro- 
gram, pro  and  con,  and  trying  to  resolve  con- 
flicts interfering  with  participation;  meetings 
with  representatives  of  Fisher-Stevens  to  re- 
solve differences  in  the  billing  schedule;  meet- 
ings with  Fisher-Stevens  representatives  and 
our  field  representatives  and  county  medical 
society  staff  people  to  indoctrinate  them  in  the 
procedures  involved  in  processing  the  returned 
annual  dues  notices,  and  others. 

The  program  is  now  in  operation.  The  dues 
notices  are  being  returned  to  Fisher-Stevens, 
checks  for  State  and  AM  A dues  arriving  in  this 
office,  and  1970  pocket  membership  cards  being 
mailed  out  by  Fisher-Stevens  to  the  members  on 
receipt  of  the  dues  notice. 

In  the  case  of  the  16  nonparticipating  coun- 
ties, the  dues  payments  are  being  processed  as 


in  the  past — that  is,  with  checks  for  State  and 
AM  A dues  coming  to  this  office  accompanied  by 
duplicate  county  dues  reports.  In  these  in- 
stances, our  membership  staff  must  process  the 
printed  annual  dues  reports  in  accordance  with 
the  payments  received  and,  then,  transmit  the 
processed  notices  to  Fisher-Stevens  (duplicat- 
ing the  procedures  followed  by  the  staffs  of  the 
participating  counties)  to  ensure  our  having 
consistent  file  records  for  all  61  counties — par- 
ticipating and  nonparticipating.  Since  the 
State  Medical  Society  has  never  been  involved 
in  any  billing  procedures  in  the  past,  the  CAPIS 
program  has  created  an  additional  burden  for 
us  at  this  level.  It  is  hopefully  presumed,  how- 
ever, that  the  16  nonparticipating  counties  will 
eventually  go  along  with  the  CAPIS  program, 
and  this  chore  will  revert  to  them. 

In  effect,  the  program  appears  to  be  working 
pretty  smoothly.  Inevitably,  there  have  been 
some  bugs  and  innumerable  special  complica- 
tions that  were  not  anticipated;  but  we  are 
working  on  these  with  the  cooperation  of 
Fisher-Stevens  to  get  them  cleared  up  before 
the  1971  billing  is  due. 

We  have  finally  mailed  out  our  questionnaires 
for  the  next  edition  of  the  Medical  Directory  of 
New  York  State  to  our  over  27,000  members. 
The  immediate  return  has  been  overwhelming. 

We  must  now  prepare  for  the  conversion  of 
this  new  data  and  all  prior  Directory  informa- 
tion to  the  Fisher-Stevens  tapes.  Before  this 
can  be  accomplished,  we  will  have  to  have  an 
in-depth  discussion  with  representatives  of 
Fisher-Stevens  to  coordinate  our  conversion 
forms  and  codes  and  gauge  a production  sched- 
ule for  the  next  edition  of  the  Directory. 

In  the  meantime,  all  Directory  records  and 
nonmember  listings  have  been  updated  and  are 
set  for  converison. 

Communications  (Guy  D.  Beaumont,  direc- 
tor) . 

General  Activities  of  the  Director. 

A.  Met  with  Howard  F.  Blasch  of  Peat,  Mar- 
wick, Mitchell  & Co.  regarding  the  promo- 
tion of  the  fees  study. 

B.  Had  a meeting  with  representatives  of 
Fisher-Stevens  to  discuss  the  CAPIS  program. 

C.  Attended  a very  successful  (attendance 
196)  area  conference  which  was  held  in  East 
Meadows,  Long  Island.  This  meeting  was  a 
credit  to  the  great  promotional  effort  of  William 
Baltaks. 

D.  Had  lunch  with  Clyde  Downing,  M.D.,  of 
II  Region,  HEW,  to  discuss  the  opinions  and 
attitudes  of  HEW  on  Peer  Review  in  New  York 
State. 

E.  Participated  in  the  informal  ground- 
breaking ceremony  at  Lake  Success. 

F.  Was  one  of  two  speakers  on  the  subject  of 
Peer  Review  at  the  meeting  of  the  Oneida 
County  Medical  Society  in  Utica. 

G.  Held  a staff  meeting  with  the  field  repre- 
sentatives in  Syracuse.  At  this  meeting,  they 
discussed  the  responsibilities  of  the  Communi- 
cations Division  and  particularly  of  the  field 
service  with  regard  to  future  comprehensive 
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health  planning  and  peer  review  activity. 
There  was  also  a thorough  discussion  on  public 
relations  programs  for  1970. 

H.  Traveled  to  Denver  to  prepare  for  the 
AMA  Delegations’  arrival  on  November  29  for 
the  clinical  session  of  the  AMA,  which  con- 
tinued from  November  30  through  December  4. 

I.  Was  the  guest  speaker  at  the  Dutchess 
County  Medical  Society  meeting  in  Poughkeep- 
sie. The  director  spoke  on  the  subject  of  “What 
Your  State  Medical  Society  Can  Do  for  You.” 
His  remarks  were  generally  favorably  received, 
but  there  were  suggestions  that  the  State  So- 
ciety should  assist  the  membership  to  a greater 
extent  with  the  malpractice  problems  and  the 
subject  of  narcotic  abuse. 

J.  The  director  spent  a good  deal  of  time  with 
the  construction  of  the  Mobile  Health  Shows 
vehicle.  Fortunately,  slow  progress  and  con- 
struction by  the  director  has  resulted  in  no  sac- 
rifice of  quality.  In  fact,  we  are  entirely  satis- 
fied that  the  innovations  and  workmanship  ef- 
fected through  this  procedure  is  resulting  in  a 
more  superior  product  to  that  which  we  could 
expect  from  a less  sympathetic  vendor.  We 
are  sure  that  the  finished  product,  both  in  ap- 
pearance and  function,  will  be  something  in 
which  our  Society  can  take  pride. 

Of  importance,  too,  is  the  fact  that  the  origi- 
nal budget  for  the  completed  vehicle  and  its 
equipment  will  not  be  exceeded. 

It  is  regrettable  that  the  health  show  will  not 
be  completed  in  time  for  it  to  be  exhibited  at  our 
annual  meeting.  However,  we  have  found  that 
the  designing  of  the  van  and  the  final  painting 
is  an  extremely  slow  process  requiring  as  much 
as  three  weeks’  time. 

Departmental  Activities 

1.  Public  Relations.  During  the  last  quarter 
of  1969,  the  coordinator  of  Public  Relations 
completed  the  layout  and  production  require- 
ments for  the  brochure,  “Question,  Doctor?” 
which  received  the  approval  of  the  Council  and 
a budget  for  printing  27,000  copies.  The  piece 
is  intended  to  promote  MSSNY  services  to  the 
members  and  will  be  distributed  in  a 1970  “Hot 
Line”  mailing  to  avoid  postage  costs. 

He  provided  speakers  for  about  12  speaking 
engagements  in  the  last  quarter  of  1969. 

Our  Ad  Rem  bulletin  program  continues  to 
receive  kudos  from  the  field.  During  1969,  we 
reduced  the  number  of  bulletins  going  out  and 
concentrated  on  the  quality  of  the  bulletins. 
Our  field  service  reports  that  the  Ad  Rem 
bulletin  boards  continue  in  uniformly  good  con- 
dition throughout  the  entire  State. 

The  coordinator  has  been  assuming  his  re- 
sponsibility for  pursuing  favorable  news  media 
opportunities.  Good  coverage  was  secured  in 
the  New  York  Times  for  Dr.  Himler’s  and  Dr. 
Emerson’s  testimony  on  Medicaid.  He  pro- 
vided the  Canadian  Medical  Association  with 
information  on  Dr.  Himler’s  testimony  which 
was  carried  in  Canadian  newspapers.  Space 
was  secured  in  New  York  daily  newspapers  re- 
garding MSSNY  opposition  to  the  appointment 
of  Gordon  Chase  as  New  York  City  Health 
Services  Administrator. 


He  prepared  and  released  the  relative  value 
study  report  which  was  sent  to  the  county  med- 
ical societies’  Blue  Shield  bulletins  and  the 
State  Health  Department. 

During  the  last  quarter  of  1969,  the  coordi- 
nator of  Public  Relations  spent  a good  deal  of 
time  on  the  1970  Symposium  on  the  Medical  As- 
pects of  Sports.  He  designed  and  had  printed 
the  promotional  brochure  and  the  news  releases, 
produced  the  news  article  and  the  display  ad- 
vertising on  the  sports  symposium,  and  has  met 
and  worked  extensively  with  representatives  of 
the  Coaches  Association  and  the  Touchdown 
Club  regarding  promotion  of  the  sports  sym- 
posium. 

2.  News  Media.  The  coordinator  is  doing 
well  with  the  News  of  New  York.  One  im- 
portant thing  that  he  has  done  is  to  bring  the 
News  of  New  York  to  a proper  schedule.  Dur-  j 
ing  the  last  quarter  of  1969,  the  News  was  . 
placed  on  a schedule  where  the  membership  is 
receiving  it  more  appropriately  during  approx- 
imately the  third  week  of  each  month. 

Also,  he  has  been  working  with  the  General 
Post  Office  customer  relations  representative  to 
determine  why  some  issues  of  the  News  of  New 
York  have  not  been  received  on  time.  We  are 
happy  to  report  he  is  realizing  some  improve- 
ment in  this  area. 

It  should  be  appreciated  that  a good  deal  of 
the  coordinator’s  time  is  consumed  with  answer- 
ing letters  and  inquiries  of  the  various  printed 
media  for  copies  of  articles,  biographies  of 
physicians,  and  so  forth. 

3.  Legislation.  The  coordinator  initiates  H 
most  of  his  actions,  and  he  keeps  the  director 
of  the  Division  carefully  informed  of  his  activi- 
ties. 

He  arranged  the  meeting  of  the  State  Leg- 
islation Committee  which  was  held  on  Septem- 
ber 18  at  the  Fort  Orange  Club,  in  Albany.  He 
attended  several  public  hearings,  prepared  tes- 
timony which  was  used  at  the  public  hearings, 
and  maintained  close  liaison  with  our  legis- 
lative counsel  in  Albany. 

The  coordinator  met  with  Frank  Appleton 
and  the  MSSNY  Malpractice  Insurance  and 
Defense  Board  to  determine  the  advisability  of 
MSSNY  sponsoring  State  legislation. 

He  met  with  Mr.  Rowan  of  the  law  firm  of 
Sherman  and  Sterling,  representing  the  Bar 
Association  of  New  York  City,  to  discuss  pro- 
posed legislation  for  incorporation  of  profes-  / 
sional  men,  including  physicians.  He  com- 
pleted the  final  version  of  the  four  annual  re- 
ports to  the  1970  House  of  Delegates  for  the 
State  Legislation,  Federal  Legislation,  Univer- 
sal Health  Insurance,  and  Revision  of  the  Ed- 
ucation Law  Committees. 

He  reports  that,  “the  amount  of  work  carried; 
on  by  the  Legislation  Department  has  increased  ■ 
considerably.  A hurried  review  of  the  activi- 
ties of  this  Department  clearly  shows  the  tre- 
mendous amount  of  clerical  and  secretaria 
work  involved.” 

4.  Medical  Information.  The  manager  of  th( 
Department  of  Information  continues  to  do  i 
commendable  job. 
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Of  importance  is  the  innovation  which  is  be- 
ing put  into  operation  in  1970.  It  was  the  ob- 
servation of  the  director  of  communications 
that  the  manager  had  organized  the  work  of 
the  Department  to  the  extent  that  she  could 
assume  additional  responsibilities.  Therefore, 
she  will  assume  the  responsibility  of  the 
MSSNY  Speakers  Bureau,  which  is  in  need  of 
more  constant  attention,  and  the  responsibility 
for  pursuing,  through  the  various  electronic 
media,  opportunities  for  MSSNY  physicians  to 
communicate  with  the  public. 

MISCELLANEOUS.  A.  In  keeping  with 
the  opinions  of  eminent  men  of  medicine,  the 
Medical  Society,  through  its  president,  disap- 
proved Mayor  Lindsay’s  appointment  of  Gor- 
don Chase  as  Health  Services  Administrator  of 
New  York  City.  Here  is  Walter  Heldmann’s 
letter: 

My  dear  Mr.  Mayor: 

The  Medical  Society  of  the  State  of  New 
York  strongly  disapproves  of  your  appoint- 
ment of  Mr.  Gordon  Chase  as  Health  Services 
Administrator  of  the  City  of  New  York. 

The  Health  Services  Administrator  is  the 
chief  executive  over  the  Commissioner  of 
Health,  Commissioner  of  Hospitals,  Com- 
missioner of  Mental  Health  Services,  and  the 
Medical  Examiner.  Thus,  four  departments 
vitally  concerned  with  the  health  of  New 
York  City’s  eight  million  people  are  under 
his  direction.  Indeed,  his  influence  extends 
far  beyond  these  departmental  limits. 

His  responsibilities  include  leadership  and 
direction  in  the  determination  of  health 
needs,  recommendations  of  policy,  planning, 
programming,  and  above  all,  methods  of  de- 
livering health  services.  Health  is  a broad 
and  highly  complex  subject.  To  meet  these 
responsibilities  in  this  intricate  field,  it  is 
the  opinion  of  the  State  Medical  Society  that 
the  administrator  needs  more  than  manage- 
rial experience.  To  perform  his  functions 
effectively,  a medical  background  is  essential. 
He  should  be  knowledgeable  in  the  field  of 
health. 

There  are  physicians  with  administrative 
training  and  managerial  experience.  They 
would  adequately  meet  the  specifications  for 
this  highly  important  office.  But  a lay  ad- 
ministrator without  medical  qualifications  is 
not  fully  equipped  for  the  post.  And  the 
City  cannot  afford  on-job  training  in  such  a 
high  position. 

Mr.  Chase  has  impressive  credentials  of 
training  and  experience  in  the  field  of  ad- 
ministration; his  managerial  competence  is 
unquestioned.  But,  by  his  own  admission, 
he  lacks  a medical  background  and  familiar- 
ity with  the  field  over  which  he  would  pre- 
side. His  managerial  talents  could  and 
should  be  fully  used  in  a subordinate  capacity 
rather  than  in  a position  for  which  he  is  not 
professionally  qualified. 

The  Medical  Society  of  the  State  of  New 
York  shares  your  desire  that  the  health 
services  of  New  York  City  shall  be  unsur- 


passed, indeed  restored  to  their  once  pre- 
eminent position.  But  it  does  not  agree  in 
your  choice  for  leadership  to  achieve  that 
goal  because  of  your  basis  for  selection. 

In  the  interest  of  having  the  supervision 
of  the  health  services  of  the  people  of  New 
York  City  in  the  most  capable  hands,  the 
Medical  Society  of  the  State  of  New  York 
voices  its  opposition  to  the  appointment  of 
Mr.  Chase  as  Health  Services  Administrator. 
As  expected,  the  Mayor’s  reply  defended  his 
choice;  and  was  quite  unsatisfactory.  The  ad- 
ministrative head  of  the  Great  City  continues 
to  appoint  inexperienced  “geniuses”  and  “egg- 
heads” to  high  places  in  municipal  government. 

B.  Latest  figures,  released  by  the  Circula- 
tion and  Records  Department  of  the  AMA,  re- 
veal the  following: 


Total 

Total  Not  in  Total 

Number  of  Private  AMA 
Physicians  Practice  Members 


All  physicians  322,660  49,150  217,232 

New  York  42,191  4,095  26,902 

C.  The  New  York  State  Association  of  the 
Professions  (NYSAP)  held  its  annual  meeting 
in  Albany  on  January  19.  Following  is  a list 
of  officers  and  directors: 


President : 
Vice-President: 
Vice-President: 
Vice-President: 
Vice-President: 
Secretary : 
Treasurer : 
Directors: 


Nicholas  S.  Gesoalde,  R.Ph. 
John  J.  Brennan,  D.V.M. 
Kenneth  R.  Brown,  P.E. 
George  E.  Mullen,  D.D.S. 
Samuel  Scheiner,  A. I. A. 

S.  Charles  Savio,  R.Ph. 
Carl  Goldmark,  Jr.,  M.D. 
John  J.  Brennan,  D.V.M. 
Kenneth  R.  Brown,  P.E. 
Robert  E.  Clark,  D.V.M. 
George  T.  D’Annunzio, 
R.Ph. 

John  F.  Donovan,  D.V.M. 
Herbert  Epstein,  A. I. A. 

F.  A.  Evans,  Jr.,  A.I.A. 
Henry  I.  Fineberg,  M.D. 
Nicholas  S.  Gesoalde,  R.Ph. 
Carl  Goldmark,  Jr.,  M.D. 
Harold  P.  C.  Howe 
William  R.  Ivey 
George  E.  Mullen,  D.D.S. 
Percy  T.  Phillips,  D.D.S. 

S.  Charles  Savio,  R.Ph. 
Samuel  Scheiner,  A.I.A. 
Alfred  A.  Lanza,  D.D.S. 
Chas.  J.  Wurmfeld,  P.E. 
Frederick  A.  Wurzbach, 
Jr.,  M.D. 

David  Zack,  C.P.A. 


We  believe  that  more  doctors  of  medicine 
should  become  interested  in  this  organization. 
If  the  various  segments  work  together  for  the 
good  of  all  concerned,  NYSAP,  which  is  a so- 
ciety of  the  learned  professions,  can  become  a 
thriving  and  worthwhile  undertaking. 

Other  states,  especially  Michigan,  have  shown 
that  this  can  be  true. 
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D.  The  staff  members  have  been  given  “flu” 
vaccine,  on  request. 

E.  Your  executive  vice-president  has  been 

assigned  to:  the  AM  A Committee  on  Quack- 

ery (reappointment)  ; the  Membership  Com- 
mittee of  the  New  York  Society  of  Association 
Executives. 

F.  The  headquarters  office:  a time  clock 

was  installed  on  December  22  and  rules  regard- 
ing its  use  were  promulgated;  a staff  commit- 
tee was  appointed  to  revise  the  Staff  Hand- 
book; the  working  hours  were  changed  to  8:45 
A.M.  to  4:45  P.M.,  with  one-hour  lunch  periods; 
a staff  committee  was  assigned  to  review  and 
study  the  health  insurance  program  of  our  peo- 
ple. 

MEETINGS.  Since  our  annual  report  was 
submitted,  we  have  participated  in  these  out- 
of-the-ordinary  meetings  and  events: 

1.  Peer  Review  Conference  in  East  Meadows, 
oh  October  29. 

2.  Presidents  Dinner  Dance,  Bronx  County 
Medical  Society,  November  1. 

3.  Annual  Dinner  of  the  American  Cancer 
Society,  in  New  York,  November  5. 

4.  Groundbreaking  ceremony  for  the  MSSNY 
building,  Lake  Success,  on  November  6 (see 
report  of  Building  Committee). 

5.  Annual  Meeting  of  the  Third  and  Fourth 
District  Branches,  at  the  Concord  Hotel,  No- 
vember 7 and  8.  Walter  Heldmann,  M.D.,  and 
Gerald  Dorman,  M.D.,  were  the  guest  speakers. 

6.  Breakfast-meeting  of  the  Board  of  Trust- 
ees of  the  Milton  Helpern  Library  of  Legal 
Medicine,  in  New  York,  on  November  11. 

7.  A meeting  of  the  Chautauqua  County 
Medical  Society,  in  Jamestown,  on  November 
12.  Walter  Heldmann,  M.D.,  Walter  Walls, 
M.D.,  and  your  executive  vice-president  dis- 
cussed many  subjects — some  of  them  contro- 
versial. This  experience  was  worthwhile.  We 
are  delighted  that  we  visited  this  area. 

8.  Annual  Dinner  Dance  of  the  Medical  So- 
ciety of  the  County  of  Kings,  at  Kennedy  Air- 
port, on  November  16. 

9.  Annual  Dinner  of  the  Associate  Editorial 
Board  of  the  Journal,  in  New  York,  on  No- 
vember 19. 

10.  Annual  meeting  of  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, in  New  York,  on  November  20. 

11.  Annual  past  president’s  dinner  dance  of 
the  Medical  Society  of  the  County  of  Queens, 
LaGuardia  Inn,  on  November  22. 

12.  The  23rd  clinical  convention  of  the  AMA, 
in  Denver,  November  30  to  December  3. 

13.  The  First  Annual  Max  Cheplove  Award 
Dinner  held  by  the  Erie  Chapter  of  the  New 
York  State  Academy  of  General  Practice,  in 
Buffalo,  on  December  4.  Dr.  Cheplove,  general 
practitioner  extraordinaire,  and  Senator  Wil- 
liam T.  Conklin  were  honored. 

14.  Meeting  of  New  York  State  Hospital  Re- 
view and  Planning  Council,  in  New  York,  on 
December  9. 

15.  Meeting  of  the  Suffolk  County  Medical 
Society  in  Hauppauge,  on  December  10.  Honor- 


ary membership  certificates  were  presented  to 
Gerald  Dorman,  M.D.,  and  your  executive  vice- 
president. 

16.  Meeting  with  the  architects,  in  New  York, 
December  12. 

17.  On  December  16  and  17,  Carl  Goldmark 
Jr.,  M.D.,  and  I were  members  of  an  AMA  com- 
mittee to  survey  the  Westchester  County  Medi- 
cal Society,  in  Harrison.  Your  executive  vice- 
president  was  asked  to  interview  hospital  di- 
rectors, executives  of  voluntary  health  agencies, 
the  executive  director  and  officers.  His  critique 
has  been  submitted. 

18.  The  Staff  Christmas  Party  on  December 
17. 

19.  Meeting  with  Assemblyman  Francis  Mc- 
Closkey,  in  New  York,  on  January  5.  We  dis- 
cussed insurance  and  pension  plans. 

20.  Meeting  with  Mrs.  Louis  Tischler,  presi- 
dent of  the  Woman’s  Auxiliary,  in  New  York, 
on  January  8.  We  talked  about  many  matters 
concerning  the  Woman’s  Auxiliary. 

21.  Conference  with  the  Governor’s  secretary 
and  counsel,  in  Albany,  on  January  8.  Also 
present  were  Walter  Heldmann,  M.D.,  John 
Carter,  M.D.,  and  representatives  of  DeGraff, 
Foy,  Conway  and  Holt-Harris.  We  discussed, 
at  length,  our  legislative  program  and  Univer- 
sal Health  Insurance.  There  was  no  “retreat” 
on  our  side. 

22.  Dinner  in  honor  of  Attorney  General 
Louis  J.  Lefkowitz,  in  New  York,  on  January 
15. 

23.  The  chairman  of  the  Board  of  Trustees 
and  your  executive  vice-president  consulted  an 
official  of  the  Equitable  Life  Assurance  Society, 
in  New  York,  on  January  16,  re  our  building. 
The  interview  was  a very  good  one.  Its  agenda 
will  be  presented  to  the  Board. 

24.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  Atlanta,  on  January  22  and  23. 

25.  Funeral  Services  for  Andrew  A.  Eggston, 
M.D.,  past  president,  in  Bronxville,  on  January 
28. 

26.  Funeral  services  for  Kurt  Rosenberg, 
M.D.,  executive  director  of  the  Medical  Society 
of  the  County  of  Queens,  in  Forest  Hills,  on 
January  29. 

WOMAN’S  AUXILIARY.  In  accordance 
with  the  precedent  etablished  by  her  prede- 
cessors, the  current  president  of  the  Woman’s 
Auxiliai-y,  Mrs.  Louis  P.  Tischler,  of  Schenec- 
tady, has  been  dedicated  to  her  office  and  trust. 

As  adviser  to  the  Auxiliary,  I have  observed 
her  fine  efforts  to  marshal  the  forces  of  the 
wives  of  physicians  to  fight  for  MEDICINE 
and  what  it  represents — at  best,  a very  diffi- 
cult task. 

Mrs.  Tischler  will  tell  “her  story”  to  the 
House  of  Delegates  of  the  MSSNY. 

May  we  just  make  a few  comments.  The 
potential  of  our  women  is  far  from  realization. 
The  Auxiliary  has  only  approximately  4,700 
members  in  42  counties — about  27,000  ladies  are 
eligible  for  membership. 

Despite  the  lack  of  numbers  (only  17  per  cent 
of  the  women  are  enrolled  as  members)  the 
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Woman’s  Auxiliary  has  undertaken  a number 
of  important  projects,  for  which  we  should  be 
very  grateful : Physician’s  Home;  AMA-ERF; 

paramedical  scholarships  and  loans;  health 
career  days;  and  other  affairs  concerned  with 
health.  It  is  our  feeling  that  the  ladies’  help 
should  be  enlisted  in  many  of  our  legislative 
programs. 

Mrs.  Tischler’s  slogan  was  “communicate, 
coordinate,  and  cooperate” — a fine  one!  Time 
after  time,  she  has  “preached”  that  membership 
should  be  more  meaningful. 

It  appears  to  us  that  what  they  are  looking 
for  is  more  and  better  guidance  from  the  men. 

ACKNOWLEDGMENT.  Again,  my  thanks 
to  the  entire  “medical  family”  for  its  fine  co- 
operation and  assistance. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D., 
Executive  Vice-President 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 

The  executive  vice-president  has  rendered  a 
comprehensive  and  exhaustive  account  of  every 
major  activity  of  the  Society.  Among  the 
principle  activities  that  the  executive  vice-presi- 
dent reported  on  in  detail,  were  peer  review, 
Medicaid,  and  professional  medical  liability 
insurance.  Implementation  of  peer  review  by 
each  county  is  progressing  slowly,  but  favorable 
support  of  peer  review  was  expressed  at  the 
hearings  of  this  committee.  It  is  pointed  out 
that  peer  review  is  not  a punitive  measure. 

The  executive  vice-president  gives  a detailed 
account  of  the  request  of  the  county  medical 
society  presidents  that  the  Council  of  the  State 
Medical  Society,  in  some  form  or  other,  block 
the  discriminatory  reduction  in  Medicaid  fees. 
The  Council  obtained  an  opinion  from  John  Van 
Voorhis,  Esq.,  former  Judge  of  the  New  York 
Court  of  Appeals,  as  to  whether  or  not  suit 
could  be  brought  against  the  State  of  New 
York.  Judge  Van  Voorhis  advised  the  Society 
not  to  take  legal  action  against  the  State,  and 
the  Executive  Committee  voted  to  sustain  this 
action.  However,  this  Society  is  still  actively 
engaged  in  trying  to  find  ways  and  means  of 
providing  good  medical  care  for  the  medically 
indigent. 

Physicians  in  New  York,  as  in  other  states, 
are  faced  with  serious  problems  of  malpractice 
costs.  A note  from  the  AM  A states  that  the 
Federal  government  has  appointed  a knowledge- 
able representative  who  will  work  with  medical 
and  legal  associations,  health  insurance  indus- 
try, and  consumer  groups  in  exploring  the 
growing  problem  of  malpractice  and  malprac- 
tice claims.  Further,  a Senate  subcommittee, 
under  the  chairmanship  of  Senator  Abraham 
Ribicoff,  has  been  reviewing  the  Federal  role  in 
the  nation’s  health  care  problems  for  almost 
two  years  and  has  recently  issued  a lengthy  re- 
port on  malpractice  insurance.  One  of  the  con- 
clusions is  that  if  the  problem  of  suits  continues 


to  worsen,  the  Federal  government  may  have 
to  consider  a reinsurance  pool  to  which  it  would 
contribute. 

The  Court  of  Appeals,  the  highest  court  in 
New  York  State,  in  an  opinion  dated  January 
14,  states  that  physicians  who  have  graduated 
from  approved  osteopathic  colleges  and  are 
licensed  to  practice  medicine  and  surgery  in 
Newr  York  are  entitled  to  have  the  inscription 
“D.O.,  M.D.”  on  their  licenses.  The  executive 
vice-president  reviews  the  background  for  this 
decision,  and  your  committee  is  in  full  agree- 
ment with  Dr.  Fineberg’s  statement  that  the 
decision  is  indeed  a dismal  one,  and  “it  is  diffi- 
cult to  understand  how  learned  judges  could 
have  arrived  at  such  a conclusion,  if  they  had 
properly  evaluated  what  we  were  trying  to 
say.” 

The  Internal  Revenue  Service,  Washington, 
D.C.,  announced  that  in  view  of  recent  Federal 
Court  decisions  it  is  conceding  that  organiza- 
tions of  doctors,  lawyers,  and  other  professional 
people  organized  under  state  professional  as- 
sociation acts  will,  generally,  be  treated  as  cor- 
porations for  tax  purposes.  In  spite  of  the 
Internal  Revenue  Service  ruling,  the  executive 
vice-president  cautions  that  many  attorneys 
advise  against  incorporation  of  one-  and  two- 
man  practices  and  of  practices  not  in  top  in- 
come ranges. 

Our  executive  vice-president  continues  to 
fight  quackery  in  all  forms.  An  all-out  effort 
will  be  made  this  year  by  the  chiropractors  to 
amend  the  Medicare  program  to  provide  for 
the  payment  of  chiropractic  services  under 
Part  B.  We  must  remain  vigilant  and  aggres- 
sive in  our  efforts  to  prevent  this  from  coming 
to  pass.  It  is  heartening  to  note  that  the  De- 
partment of  Health,  Education,  and  Welfare 
has  reiterated  our  often  repeated  statement 
that  chiropractic  is  quackery. 

Dr.  Fineberg  has  high  praise  for  the 
Woman’s  Auxiliary,  lists  several  projects  which 
they  have  undertaken,  and  states  that  their 
help  should  be  enlisted  in  many  of  our  legisla- 
tive programs. 

The  committee  commends  Dr.  Fineberg  for 
his  untiring  efforts  in  behalf  of  this  Society, 
his  dedication  to  his  work,  and  the  excellent 
rapport  he  has  with  his  staff. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Board  of  Trustees  (Annual) 

To  the  House  of  Delegates,  Gentlemen  : 

The  Board  of  Trustees  consist  of  the  follow- 
ing members : 

Waring  Willis,  M.D.,  Chairman . Westchester 


John  F.  Kelley,  M.D Oneida 

James  M.  Blake,  M.D Schenectady 

Frederick  A.  Wurzbach,  Jr.,  M.D Bronx 

Edward  C.  Hughes,  M.D Onondaga 

Joseph  J.  Kaufman,  M.D Wayne 


The  Board  of  Trustees  held  its  organizational 
meeting  on  Thursday,  February  13,  1969,  after 
the  adjournment  of  the  House  of  Delegates 
which  met  under  the  most  trying  weather  con- 
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ditions  in  memory  and  elected  by  acclamation 
the  late  William  L.  Wheeler,  Jr.,  M.D.,  as  its 
chairman.  At  the  time  Doctor  Wheeler  pointed 
out  that  he  would  be  able  to  serve  only  a short 
time  as  he  expected  to  retire  to  Nairobi,  Kenya, 
very  soon.  As  you  all  know  our  good  friend 
and  colleague,  Bill  Wheeler  died  shortly  after 
arriving  in  Africa.  We  all  sorely  miss  his  keen 
wit  and  ability  to  get  to  the  core  of  a problem 
with  speed  and  perception. 

At  its  June  25,  1969,  meeting,  Waring  Willis, 
M.D.,  senior  trustee,  was  elected  chairman  to 
take  the  place  of  Doctor  Wheeler.  At  the  same 
time  the  Trustee’s  Special  Committee  on  Salary 
of  the  President  and  President-Elect  reported 
that  it  unanimously  agreed  that  the  president 
and  president-elect  should  not  be  given  a salary, 
but  should  continue  to  receive  a per  diem,  when 
engaged  on  official  business.  The  Trustees  ap- 
proved the  report  and  directed  that  this  sugges- 
tion be  transmitted  to  the  House  of  Delegates. 

On  June  26,  1969,  the  Council  elected  Joseph 
J.  Kaufman,  M.D.,  of  Wayne  County,  as  a 
trustee  to  complete  Doctor  Wheeler’s  unexpired 
term.  Doctor  Kaufman  has  previously  served 
two  terms  as  a Councillor,  and  we  all  welcomed 
his  intimate  knowledge  of  the  workings  of  our 
Society  and  its  component  county  medical 
societies. 

The  Investment  Committee  has  continued  to 
do  an  excellent  job  in  handling  the  investments 
of  the  Society.  A particular  vote  of  thanks  has 
to  be  given  to  our  treasurer,  Thomas  F.  Mc- 
Carthy, M.D.,  who  has  closely  monitored  our 
funds  and  met  with  the  Trustees  at  each  meet- 
ing. After  extended  study  and  discussion,  the 
Board  voted  to  change  our  investment  counselor 
and  has  retained  Bankers  Trust  Company  to 
act  in  this  capacity. 

As  is  noted  elsewhere,  the  return  from  our 
investments  was  more  than  was  projected. 
However,  I must  emphasize  that  the  inflation- 
ary cycle  of  our  American  economy  is  affecting 
our  Society  just  as  it  does  all  of  us  practicing 
physicians. 

As  is  stated  in  the  annual  report  of  the 
Building  Committee,  we  have  finally  started 
construction  of  our  new  headquarters.  In 
carrying  out  the  mandate  of  this  House,  the 
Building  Committee  and  the  Trustees  ran  into  a 
number  of  problems,  but  these  have  all  been 
resolved.  The  Trustees  after  due  considera- 
tion accepted  the  recommendation  of  the  Build- 
ing Committee  and  awarded  the  construction 
contract  to  the  Iorio  Construction  Company,  the 
low  bidder  at  $3,148,000.  This  company  has  an 
excellent  reputation  and  has  erected  a number 
of  schools  and  churches,  among  other  buildings, 
on  Long  Island. 

There  are  presently  in  the  Building  Fund  se- 
curities with  a market  value  of  $1,285,232.  In 
addition  there  is  available  from  other  unre- 
stricted funds  the  sum  of  $200,000.  These 
monies  together  with  the  operating  surplus  for 
1969,  which  is  in  excess  of  $200,000,  will  make 
available  for  construction  costs  the  sum  of 
$1,685,232.  In  our  judgment  it  will  not  be 
necessary  to  borrow  any  money  during  1970. 


We  expect  that  during  the  same  period  we  will 
accumulate  another  operating  surplus,  although 
reduced  in  amount.  We,  therefore,  estimate 
that  it  will  be  necessary  to  borrow  approxi- 
mately $1,500,000.  A number  of  sources  have 
been  approached  in  this  regard,  and  we  antici- 
pate no  difficulty  in  obtaining  both  a construc- 
tion loan  and  permanent  mortgage  financing. 

The  War  Memorial  Fund  as  of  December  31, 
1969,  had  a net  worth  of  $70,977.  During  1969 
a total  of  $2,800  was  paid  to  beneficiaries.  Our 
comptroller  has  projected  that  after  the  last 
beneficiary  has  completed  his  education  in  1973 
there  will  be  a balance  of  approximately  $60,- 
000  in  the  fund.  At  the  appropriate  time  the 
House  will  have  to  determine  the  disposition  of 
these  monies.  To  date  we  have  had  no  requests 
for  funds  for  children  of  victims  of  the  Viet 
Nam  conflict  and,  of  course,  can  make  no  pre- 
dictions about  such  beneficiaries. 

On  behalf  of  the  Trustees,  the  chairman 
would  like  to  express  thanks  to  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
Miss  Gretchen  Wunsch,  executive  assistant; 
Eugene  S.  Dombrowski,  comptroller;  and  Wil- 
liam F.  Martin,  Esq.,  legal  counsel;  for  their 
assistance  and  dedication  to  the  best  interests 
of  the  Society. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 

Board  of  Trustees  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Attached  is  the  Certified  Public  Accountants 
audited  financial  report  for  the  year  ended, 
December  31,  1969,  as  well  as  the  results  of  our 
operations  for  the  year  then  ended. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 

Certified  Public  Accountants 

To  the  Board  of  Trustees,  Medical  Society  of 
the  State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1969,  and  the  related  statements 
of  operating  income  and  expenses  and  general 
and  other  funds  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with  gen- 
erally accepted  auditing  standards,  and  accord- 
ingly included  such  tests  of  the  accounting  rec- 
ords and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical  So- 
ciety of  the  State  of  New  York  as  of  December 
31,  1969,  and  the  results  of  its  operations  for 
the  year  then  ended,  in  conformity  with  gen- 
erally accepted  accounting  principles  applied 
on  a basis  consistent  with  that  of  the  preceding 
year. 

Patterson  & Ridgway 
Certified  Public  Accountants 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1969 


General  Fund 

CURRENT  ASSETS 

Cash  in  banka  and  on  hand 

Certificate  of  deposit 

Accounts  receivable  (net  of  reserves) 

Inventories 

Due  from  other  funds 

TOTAL  CURRENT  ASSETS .... 


ASSETS 


91,171  63 
150,000.00 
103,883.42 
30,147.08 
118,610.15 


493,812.28 


PREPAID  EXPENSES 

Sundry  expenses  and  deposits 18,515.50 

FURNITURE  AND  FIXTURES 

At  nominal  value 2.00 

ADVANCES 

Employes  cash  funds 9 , 662  61 

Total  General  Fund 521,992.39 


Investment  Fund 

Cash  in  banks 24, 056 . 34 

Investments  at  cost  (market  value  $181,955.00) 195,372.73 

Accrued  interest 2,260.64 


Total  Investment  Fund 


221,689.71 


Building  Fund 

Cash  in  banka 43,049.39 

Land  and  building  at  coat 934,456.68 

Investments  at  cost  (market  value  $1,285,232.00) 1,376,018.03 

Tax  claim  receivable 25,378.52 

Accrued  interest 17,461.60 


Total  Building  Fund 


2,396,364.22 


Employes  Beneficiary  Fund 

Cash  in  bank 1 , 425 . 64 

Investments  at  cost  (market  value  $50,050.00) 56,000.00 

Accrued  interest 1 , 506 . 66 


Total  Employes  Beneficiary  Fund 


58,932.30 


Repair  and  Replacement  Fund 

Cash  in  bank 717.51 

Investment  at  cost  (market  value  $28,600.00) 37 , 636 . 57 

Accrued  interest 636 . 21 

Due  from  other  funds 9 , 537 . 23 


Total  Repair  and  Replacement  Fund 


48,527.52 


Endowment  Funds 

Cash  in  banks 23 , 037 . 68 

Less:  Due  to  other  funds 900.00 


Total  Endowment  Funds 


22,137.68 


Pension  Fund 

Cash  in  banks 1,174.77 

Due  from  other  funds 32 , 277 . 07 


Total  Pension  Fund 


33,451.84 


War  Memorial  Fund 

Investments  at  cost  (market  value  $69,708.00) 70,000  00 

Accrued  interest 1 , 307 . 30 


Total  War  Memorial  Fund 71,307.30 


TOTAL  ASSETS 


3,374,402.96 


June  1,  1970  / New  York  State  Journal  of  Medicine  1407 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 

December  31,  1969 


LIABILITIES  AND  FUNDS 


General  Fund 

Current  Liabilities 

Taxes  payable  (including  withholding) 
Accounts  payable  and  accruals 

TOTAL  CURRENT  LIABILITIES  . 
DEFERRED  CREDITS 

Membership  dues  1970 

Annual  meeting  1970 

Sundry 


1,007.07 

134,469.77 


135,476.84 

36,821.23 

29,776.25 

10,965.48 


TOTAL  DEFERRED  CREDITS 77 , 562 . 96 

GENERAL  FUND  BALANCE 308,952.59 


Total  General  Fund 


521,992.39 


Investment  Fund 

Due  to  other  funds 10,879.77 

Balance 210,809.94 


Total  Investment  Fund 221,689.71 

Building  Fund 

Due  to  other  funds 93,287.32 

Balance 2,303,076  90 


Total  Building  Fund 


2,396,364.22 


Employes  Beneficiary  Fund 


Due  to  other  funds 55,122.98 

Balance 3 , 809 . 32 


Total  Employes  Beneficiary  Fund 


58,932.30 


Repair  and  Replacement  Fund 

Balance 48,527.52 

Total  Repair  and  Replacement  Fund 48,527.52 


Endowment  Funds 

Lucien  Howe  Prize  Fund 9,470.02 

Merit  H.  Cash  Fund 2,757.67 

A.  Walter  Suiter  Lectureship  Fund 9,909.99 


Total  Endowment  Funds 22,137.68 


Pension  Fund 

Deferred  credits 405.00 

Balance 33,046.84 

Total  Pension  Fund 33,451.84 


War  Memorial  Fund 

Due  to  other  funds 234.38 

Accounts  payable 95.44 

Balance ...  70,977.48 

Total  War  Memorial  Fund 71,307.30 


TOTAL  LIABILITIES  AND  FUNDS 3,374,402.96 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

December  31,  1969 

Cash  in  Banks  and  on  Hand 


General  Fund 

Investment  Fund 

Building  Fund  

Employes  Beneficiary  Fund 

Pension  Fund . 

Repair  and  Replacement  Fund 

Total . 

* Includes  $7,214.77  due  to  American  Medical  Association. 


Endowment  Funds 

Lucien  Howe  Prize  Fund 

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund 

Total  (Union  Dime  Savings  Bank) 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


COST 


Investment  Fund 

U.S.  Government  securities 30,248.34 

Corporate  bonds 122,320.00 

Common  stocks 42,804.39 


Total 195,372.73 


Building  Fund 

U.S.  Government  securities . . 199,660  40 

Corporate  and  other  bonds 1,073, 187 . 03 

Common  stocks 103,170.60 


Total 1,376,018  03 


Employes  Beneficiary  Fund 
Corporate  bonds 


56,000.00 


Repair  and  Replacement  Fund 

Corporate  bonds . . . 31,906.25 

Common  stock 5,730.32 


Total 37,636.57 


War  Memorial  Fund 

U.S.  Government  bonds 


70,000  00 


91,171.63* 
24,056  34 
43,049.39 
1,425.64 
1,174.77 
717.51 

161 ,595  28 


9,670.02 

3,157.67 

10,209.99 

23,037.68 


MARKET 


30,806. 

108,987. 

42,162. 


181,955.00 


165.923.00 

897.548.00 

221.761.00 


1,285,232.00 


50,050.00 


21,097.00 

7,503.00 


28,600  00 


69,708.00 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31, 1969 


Operating  Income 

Dues  income 

Less:  Allocated  to  Journal  circulation  and  News  of  New  York 


Journal  circulation 

News  of  New  York  allocation  from  duos  income 

Medical  Review  Project 

Advertising  income 

Reprint  income.  Journal 

Directory  circulation 

Annual  Convention,  booth  rentals.  ... 

Subscription  income  ( What  Goes  On) 

Dues  collection  income  from  AMA 

Interest 

Miscellaneous 


1 ,692,025.79 
144,000.00 


1,548,025.79 

125,855.79 
24,000.00 
35,903.00 
366,159  00 
13,761  51 

20.365.50 
49,304  00 

411.00 
15,916  10 

37.121.51 
874.50 


689,671  91 


Total  Operating  Income 


2,237,697.70 


Operating  Expenses 

Administration 145,535  25 

Business  Division 454 , 126 . 28 

Communications  Division 290,471.58 

Legal  Counsel  •'4 , 105  37 

Occupational  Health  & Workmen’s  Compensation  Division 40,588.57 

Medical  Services  Division 50,608.47 

Scientific  Activities  Division 83,124.89 

Scientific  Publications  Division 362 , 588 . 29 

Legislative  Counsel 22 , 500 . 00 

Annual  Convention 48,567.87 

Officers,  Board  of  Trustees,  and  AMA  Delegation 87 ,313  42 

Council  Committees 27,060.68 

Research  and  Planning  Division 50,774.41 

Standards  of  Medical  Care  Division 69,343.79 

House  of  Delegates  (special  committee) 80.50 

Nondi  visional 228 , 820 . 82 


Total  Operating  Expenses 2,025,510.19 

Net  Income 212,187.51 


Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 
presented  by  Reid  R.  Heffner,  M.D.,  chairman. 

Under  the  competent  chairmanship  of  War- 
ing Willis,  M.D.,  the  Board  of  Trustees  con- 
tinues to  keep  a watchful  eye  on  the  financial 
affairs  of  the  Society  and  submits  the  certified 
public  accountant’s  audited  financial  report  for 
the  year  ended  December  31,  1969.  This  com- 
mittee is  pleased  to  note  that  the  Society’s  sur- 
plus for  the  year  1969  was  $212,187.51. 

After  consultation  with  the  chairman  and 
some  members  of  the  Board  of  Trustees  who 
were  present,  this  reference  committee  recom- 
mends that  the  meetings  of  the  Board  of 
Trustees,  which  presently  follow  the  Council 
'meetings,  should  be  held  two  w?eeks  after  the 
Council  meetings  to  allow  the  Society  to  provide 
them  with  full  information  relative  to  their 
agenda,  and  so  that  they  may  be  fully  informed 
of  all  transactions  of  the  Council. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


Our  Building 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on 
Our  Building  are  as  follows: 

Renato  J.  Azzari,  M.D.,  Chairman. . . .Bronx 

Ralph  S.  Emerson,  M.D Nassau 

Irving  L.  Ershler,  M.D Onondaga 

John  M.  Galbraith,  M.D Nassau 

George  Himler,  M.D New  York 

John  E.  Lowry,  M.D Queens 

On  November  6,  1969,  a dream  of  many  years 
standing  became  a reality.  Groundbreaking 
ceremonies  for  our  building  took  place  at  Lake 
Success  presided  over  by  our  president,  Walter 
T.  Heldmann,  M.D.  Short  dedicatory  remarks 
were  made  by  Dr.  Heldmann;  Renato  J.  Azzari, 
M.D.,  chairman  of  the  Building  Committee; 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  trustee; 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent; Thomas  F.  McCarthy,  M.D.,  treasurer; 
and  John  M.  Galbraith,  M.D.,  building  commit- 
tee member.  Guests  included  John  Glaubitz, 
M.D.,  president  of  the  Nassau  County  Medical 
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Society;  Norton  Luger,  M.D.,  president  of  the 
Medical  Society  of  the  County  of  Queens;  and 
A.  W.  Martin  Marino,  Jr.,  M.D.,  president  of 
the  Medical  Society  of  the  County  of  Kings. 

At  the  February,  1969,  meeting  of  the  House 
of  Delegates,  the  Reference  Committee  on  Re- 
ports of  Officers  gave  a detailed  report  on  the 
financial  aspects  of  construction  of  our  build- 
ing, including  a projected  cost  of  building  on 
our  land  of  2.6  million  dollars.  Since  that  time, 
in  our  inflationary  economy,  construction  costs 
have  increased  30  to  35  per  cent.  Eleven  lead- 
ing building  contractors  were  invited  to  bid  on 
construction  of  our  building,  and  six  responded. 
Their  sealed  bids  were  opened  at  a combined 
meeting  of  the  Building  Committee  and  the 
Board  of  Trustees.  The  bids  ranged  from  a 
high  of  $3,857,000  to  a low  of  $3,148,000  and 
included  construction  and  finishing  of  the  head- 
quarters building,  complete  with  all  site  work, 
all  plumbing,  heating,  ventilating,  and  air-con- 
ditioning work,  as  well  as  all  electrical  work. 
The  members  of  the  committee  and  the  Board  of 
Trustees  considered  the  various  bids  and  asked 
our  architect  a number  of  questions  as  to  the 
standing  of  the  bidders  and  the  possible  reasons 
for  the  two  high  bids.  The  architect  stated  that 
all  the  bidders  were  good  companies  and  well 
known  in  the  construction  field.  He  stated  that 
he  believed  that  several  companies  had  not  bid 
because  their  commitments  were  so  heavy  that 
they  could  not  take  on  new  work.  He  suggested 
that  the  two  highest  bidders  may  have 
presented  high  estimates  because  they  were 
really  not  too  interested  in  more  contracts  than 
they  now  have.  The  financing  of  the  building 
was  discussed,  and  it  was  pointed  out  that  the 
over-all  cost  would  be  more  than  $3,200,000  be- 
cause of  furnishings,  equipment,  and  others.  It 
was  noted  that  at  the  end  of  1969  there  would 
be  approximately  $1,750,000  available  for  the 
building,  and  that  at  the  end  of  1970,  another 
$250,000  surplus  should  be  available. 

After  considerable  discussion  the  committee 
voted  to  recommend  to  the  Board  of  Trustees 
that  the  low  bidder  at  $3,148,000,  the  Iorio 
Construction  Company,  Inc.,  be  retained  as  gen- 
eral contractor. 

Subsequently,  the  Board  of  Trustees  held  a 
special  meeting  on  October  23  and  after  con- 
siderable discussion  voted  unanimously  (one 
trustee  was  absent)  to  accept  the  bid  of  the 
Iorio  Construction  Company,  Inc.  During  the 
discussion  it  was  pointed  out  that  at  the  present 
time  the  Society  pays  a total  of  $90,700  for 
rent,  maintenance,  and  electricity  at  750  Third 
Avenue  (rent  $82,000,  maintenance  $4,500,  and 
electricity  $4,200).  The  going  rate  per  square 
foot  for  office  space  in  the  area  of  750  Third 
Avenue  has  increased  from  $6.00  to  $11.00  per 
square  foot.  We  have  been  advised  on  good 
authority  that  the  annual  rent  for  our  present 
quarters  will  increase,  at  the  expiration  of  our 
lease  in  1973,  to  $140,000  per  year  plus  un- 
known amounts  for  maintenance  and  electricity. 
A study  by  the  staff  indicates,  based  on  figures 
provided  by  the  Nassau  Academy  of  Medicine 
which  is  located  in  an  area  comparable  to  Lake 


Success,  that  the  projected  operating  costs  of 
our  new  headquarters  will  amount  to  approxi- 
mately $25,315  per  year,  including  heating, 
lighting,  air-conditioning,  cleaning,  grounds 
maintenance,  and  services  of  a full-time  custo- 
dian. 

The  Building  Committee  has  done  its  utmost 
to  carry  out  the  mandate  of  this  House  and 
feels  sure  that  our  building  when  completed  will 
be  a source  of  continuing  pride  to  our  members. 
The  committee  would  like  to  express  its  sincere 
thanks  to  our  officers  and  trustees  for  their 
continued  support  and  confidence  in  our  activi- 
ties and  to  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  J.  Richard  Burns,  Esq.,  as- 
sistant executive  vice-president;  and  William 
F.  Martin,  Esq.,  legal  counsel,  for  their  con- 
stant advice  and  counsel. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 

Dr.  Azzari  announced  that  groundbreaking 
ceremonies  for  our  building  took  place  at  Lake 
Success,  on  November  6,  1969.  Last  year,  the 
Reference  Committee  on  Reports  of  Officers 
gave  the  projected  cost  of  the  building  to  be 
approximately  2.6  million  dollars.  However, 
due  to  inflation,  Dr.  Azzari  states  that  costs 
have  increased  30  to  35  per  cent. 

Bids  for  construction  of  the  building,  includ- 
ing all  site  work,  plumbing,  heating,  ventilating, 
air-conditioning,  and  electrical  work,  ranged 
from  a high  of  $3,857,000  to  a low  of  $3,148,000. 
After  being  assured  by  the  architect  that  the 
low  bidder  was  a thoroughly  reliable  and  excel- 
lent builder,  the  Board  of  Trustees  sustained 
the  recommendation  of  the  Building  Committee 
that  the  Iorio  Construction  Company,  Inc.,  be 
given  the  contract  to  erect  the  building  at  a cost 
of  $3,148,000,  which  was  the  low  bid. 

In  discussing  financing  of  the  building,  it  is 
stated  that  the  over-all  cost,  which  includes 
furnishings  and  equipment,  will  be  in  the  neigh- 
borhood of  $3,200,000.  It  is  noted,  however, 
that  at  the  end  of  1969  $1,685,232  would  be 
available  for  the  building.  The  Board  of 
Trustees  in  its  report  stated  that  in  its  judg- 
ment it  would  not  be  necessary  to  borrow  any 
money  during  1970. 

Further,  Dr.  Azzari  points  out  that  the  So- 
ciety is  now  paying  the  enormous  yearly  total 
rent  of  approximately  $90,700,  including  main- 
tenance and  electricity,  at  750  Third  Avenue, 
and  at  the  expiration  of  our  lease  in  1973,  rent 
will  be  increased  to  more  than  $150,000  a year 
plus  unknown  amounts  for  maintenance  and 
electricity. 

The  chairman,  Renato  J.  Azzari,  M.D.,  and 
the  members  of  the  Ad  Hoc  Committee,  deserve 
the  sincere  thanks  of  all  of  us  for  the  diligent 
work  and  many  hours  they  have  spent  in  bring- 
ing to  fruition  one  of  the  most  important  mile- 
stones in  the  Society’s  history.  This  commit- 
tee congratulates  them  on  a job  well  done. 
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The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Budget  and  Finance 

To  The  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members : 

John  F.  Kelley,  M.D.,  Chairman Oneida 

John  M.  Galbraith,  M.D Nassau 

John  E.  Lowry,  M.D Queens 

Thomas  F.  McCarthy,  M.D Bronx 

Albert  M.  Schwartz,  M.D New  York 

Waring  Willis,  M.D Westchester 

The  committee  met  on  April  24,  July  31,  and 
October  30  to  review  actual  income  and  ex- 
penses as  contrasted  with  these  items  in  the 
budget  estimate.  The  budget  estimate  was  ex- 
amined line  item  by  line  item  and  adjustments 
made  where  necessary. 

At  the  October  30  meeting,  the  budget  esti- 
mate after  nine  months  of  operation,  ending 
September  30,  1969,  was  revised  where  neces- 
sary. It  had  been  estimated  that  the  excess  of 
income  over  expenditures  would  amount  to 
$98,936,  in  fact  it  amounted  to  $150,713.  As  in 
past  years  the  actual  surplus  over  the  estimated 
one  was  primarily  due  to  saving  in  salary  ex- 
penses because  of  unfilled  jobs  and  savings  in 
the  various  divisional  expenditures  because  of 
elimination  or  reduction  in  various  programs 
and  projects.  A significant  factor  also  was  the 
increase  in  interest  on  general  fund  invest- 
ments. It  had  been  expected  that  this  interest 
income  would  amount  to  approximately  $10,- 
000,  actually  this  income  will  be  in  excess  of 
$35,000. 

The  committee,  at  its  October  30  meeting, 
also  prepared  the  budget  estimate  for  the  cal- 
endar year  1970.  This  estimate  envisions  an 
increase  in  expenditures  made  necessary  by 
our  inflationary  economy.  Among  items  caus- 
ing these  increases  are  rent,  general  insurance, 
health  insurance,  postage,  printing,  annual  con- 
vention expenses,  stationery,  and  maintenance. 

It  was  also  necessary,  because  of  the  con- 
stantly rising  cost  of  living,  to  give  our  non- 
executive employes  an  across  the  board  in- 
crease in  salary  of  5 per  cent. 

The  budget  estimate  for  1970  was  presented 
to  the  Council  and  Board  of  Trustees  on  No- 
vember 20  and  approved  on  that  date  by  those 
bodies  (Table  I). 

On  behalf  of  the  committee,  the  chairman 
would  like  to  thank  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president;  and 
Eugene  S.  Dombrowski,  comptroller,  for  their 
dedicated  work  in  directing  the  daily  financial 
operations  of  the  Society. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Reid  R.  Heffner,  M.D.,  chairman. 
The  report  of  the  Budget  and  Finance  Com- 


TABLE  I.  Estimated  Budget  1970 


Income 


Dues 

1,683, 000 

Journal  Advertising 

315,000 

Journal  Circulation 

6,000 

Journal  Reprints 

12,000 

News  of  New  York,  advertising 

44,906 

Medical  Directory,  sales 
Annual  Convention,  exhibit 

50,000 

rentals 

Interest  on  investments  of 

48,000 

General  Fund 

20,000 

Medical  Review  Project 

Dues  collection  from  AM  A 

17,000 

Relative  Value  Study 

500 

What  Goes  On,  subscriptions 

400 

Miscellaneous  income 

50 

Total  Income 

2,196,856 

Expenditures 

Administration 

200,634 

Standards  of  Medical  Care 

Division 

37,516 

Research  and  Planning  Division 

52,961 

Business  Division 

499,967 

Communications  Division 

318,965 

Occupational  Health  and 

Workmen’s  Compensation 

Division 

41,193 

Medical  Services  Division 

35,141 

Scientific  Activities  Division 

93,434 

Scientific  Publications  Division 

396,511 

Annual  Convention 

59,300 

Legal  Counsel 

60 , 000 

Legislative  Counsel 

22,500 

Officers,  Board,  AM  A Delegation 

83,100 

House  of  Delegates 

(special  committees) 

6,700 

Council  Committees 

40,750 

Nondivisional 

238,600 

Total  Expenditures 

2,187,272 

Excess  of  Income  over 

Expenditures 

9,584 

mittee  was  reviewed  by  this  committee  with  in- 
terest. The  surplus  this  year,  as  in  past  years, 
is  largely  due  to  savings  in  salaries  because  of 
unfilled  jobs,  elimination  or  reduction  in  vari- 
ous programs  and  projects,  and  an  increase  in 
general  fund  investments.  It  was  expected  that 
interest  income  would  be  around  $10,000,  but 
actually  it  is  in  excess  of  $35,000. 

The  1970  budget  estimate  envisions  an  in- 
crease in  expenditures  because  of  an  inflation- 
ary economy.  It  is  estimated  that  the  1970  in- 
come will  be  approximately  $2,196,856  and  total 
expenditures  $2,187,272  with  only  about  $9,500 
excess  of  income  over  expenditures. 

The  committee  wishes  to  express  its  thanks  to 
John  F.  Kelley,  M.D.,  and  his  committee  for 
their  splendid  job. 
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Finally,  we  wish  to  thank  all  of  the  delegates 
who  appeared  before  our  committee  and 
offered  so  many  valuable  and  helpful  sugges- 
tions. We  are  also  indebted  to  our  executive 
vice-president  and  his  staff,  who  gave  us  much 
helpful  information. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 


Organization,  Policies, 
and  Legal  Matters 

Malpractice  Insurance  and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 

Westchester 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman. 


Queens 

A.  L.  Loomis  Bell,  M.D Kings 

John  J.  Della  Porta,  M.D Monroe 

David  Kershner,  M.D Kings 

Peter  LaMotte,  M.D New  York 

Raymond  S.  McKeeby,  M.D Broome 


Carl  Goldmark,  Jr.,  M.D.,  ex  officio 

New  York 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

Bronx 

William  F.  Martin,  Counsel,  ex  officio 

New  York 

Frank  W.  Appleton,  indemnity  representa- 
tive, ex  officio New  York 

The  rate  affecting  all  new  and  renewal  poli- 
cies on  and  after  September  1,  1969,  should 
serve  as  a tangible  reminder  to  us  that  we 
must  take  a greater  interest  in  preventing 
malpractice  suits  and  claims.  Your  Malprac- 
tice Insurance  and  Defense  Board  cannot  pos- 
sibly review  in  minute  detail  each  case  that 
comes  up  during  the  course  of  the  year.  How- 
ever, we  are  exposed  to  a reasonably  represent- 
ative cross  section  of  cases  from  which  we  can 
make  a few  observations. 

Clearly,  malpractice  suits  fall  into  two  cate- 
gories: (1)  those  cases  that  should  be  settled, 

and  (2)  those  cases  which  are  defensible.  In 
the  first  category,  we  have  observed  that  these 
cases  can  be  disposed  of  at  less  expense  if  we 
face  the  facts  early  and  permit  the  insurance 
company  or  the  defense  attorneys  to  take  an 
active  part  in  negotiating  the  settlement. 

We  regret  to  say  that  in  far  too  many  cases 
an  insured  physician  has  misled  the  company 
investigators  in  connection  with  the  availabil- 
ity of  office  records,  x-ray  films,  or  telephone 
reports,  only  to  have  these  items  turn  up  at 
time  of  trial  to  change  the  complexion  of  the 
case. 


In  the  second  category,  we  should  realize  that 
all  doctors  must  be  willing  to  sacrifice  time  in 
court,  if  necessary,  to  defend  a case  when  they 
have  the  support  of  their  colleagues  on  the 
County  Advisory  Committees.  Expert  wit- 
nesses must  be  willing  to  come  to  court  to  tes- 
tify. Malpractice  cases  cannot  be  successfully 
defended  by  sitting  back  and  hoping  that  they 
will  go  away.  We  cannot  be  complacent  in  view 
of  the  rising  costs  of  malpractice  insurance. 

Report  to  Council.  Several  steps  for  the  fu- 
ture were  outlined  in  the  Board’s  report  to  the 
Council  on  May  6.  This  report  has  been  pub- 
lished in  full  in  the  October  15,  1969,  issue  of 
the  New  York  State  Journal  of  Medicine 
(pages  2702-2703),  and  we  hope  that  every 
physician  will  take  the  time  to  study  the  de- 
tails of  the  report. 

Physician  Education.  A supplementary  re- 
port was  submitted  to  the  Council  on  Septem- 
ber 25.  The  following  five  steps  of  an  educa- 
tional program  have  been  approved: 

1.  Require  that  all  new  applicants  to  the 
State  Society  Malpractice  Insurance  Program 
attend  a seminar  on  malpractice  problems 
given  under  the  auspices  of  the  Malpractice 
Insurance  and  Defense  Board,  such  as  the  pro- 
gram on  driver  education  for  automobile  in- 
surance. 

2.  Offer  by  letter  to  all  medical  schools  in  the 
State  a series  of  lectures  or  a panel  program 
as  a required  portion  of  the  curriculum  of  the 
junior-  or  senior-level  student,  under  State  So- 
ciety sponsorship. 

3.  Establish  a speakers  bureau  of  attorneys, 
physicians,  and  insurance  representatives  to  be 
available  to  all  segments  of  the  medical  com- 
munity within  the  State.  These  panelists 
would  attend  community  hospital  programs, 
medical  society  meetings,  and  others.  All  pub- 
licity of  the  availability  of  such  a bureau  would 
be  disseminated  by  State  Society  news  re- 
leases, publications,  and  Journal,  soliciting 
invitations  in  an  effort  to  keep  the  medical 
communities  knowledgeable  of  malpractice 
problems  on  a continuing  basis. 

4.  Allocate  time  each  year  for  a seminar  on 
malpractice  as  a part  of  the  scientific  program 
at  the  annual  meeting  of  the  State  Medical  So- 
ciety. 

5.  Establish  malpractice  workshops  on  an 
annual  basis  in  conjunction  with  the  annual 
meeting.  All  members  of  the  County  Profes- 
sional Liability  Review  Committees  would  be 
invited  to  attend,  to  exchange  information,  and 
to  become  better  informed. 

The  Board  has  now  been  delegated  the  re- 
sponsibility of  implementing  this  program  to 
further  educate  their  fellow  physicians  in  mal- 
practice prophylaxis. 

Proposed  Legislation.  During  the  past 
months  the  Board  has  reviewed  legislation  be- 
ing proposed  in  other  states  to  reduce  the  num- 
ber of  malpractice  suits  brought  against  prac- 
ticing physicians.  In  some  instances  we  feel 
that  similar  steps  can  be  taken  in  the  State  of 
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New  York  and  recommendations  have  been  for- 
warded to  the  Council  Committee  on  State  Leg- 
islation which  will  no  doubt  report  separately 
in  some  detail. 

Regulations  Governing  the  State  Society  Pro- 
gram. The  Society  regulations  were  again  re- 
vised on  June  26,  1969,  and  we  quote  the  fol- 
lowing section  relating  to  physicians  carrying 
their  professional  liability  insurance  in  the 
State  Society  Program : 

By  agreement  between  the  Society  and  its 
insurance  carrier,  suits  against  members 
covered  under  the  State  Society  Program  are 
defended  by  the  office  of  the  Legal  Counsel 
of  the  State  Society. 

Active,  life,  or  junior  members  of  the  State 
Society  are  eligible  to  apply  for  insurance 
under  the  Society’s  program.  Applicants  for 
active  or  junior  membership  or  applicants 
for  reinstatement  are  eligible  to  apply  for  in- 
surance as  soon  as  a satisfactory  application 
for  membership  or  reinstatement  is  filed 
with  one  of  the  Council  Societies.  Applica- 
tions for  insurance  shall  be  made  through  the 
office  of  the  Indemnity  Representative  of  the 
State  Society,  who  shall  be  the  broker  of 
record. 

Insurance  shall  not  become  effective  prior 
to  the  day  following  the  date  a written  ap- 
plication on  the  prescribed  form  is  presented 
to  the  office  of  the  Indemnity  Representative 
or  is  placed  in  the  mail,  as  indicated  by  the 
postmark  on  the  envelope.  The  Indemnity 
Representatives  may,  however,  bind  insur- 
ance as  of  the  day  following  verbal  request 
therefor,  subject  to  prompt  submission  of  a 
written  application  and  compliance  with  all 
other  requirements  and  conditions  for  secur- 
ing this  insurance. 

The  insurance  carrier  for  the  State  So- 
ciety Program  has  assigned  an  underwriter 
to  the  full-time  duty  of  screening  new  ap- 
plications and  watching  for  adverse  loss  ex- 
perience among  those  doctors  already  in- 
sured. The  Indemnity  Representative  shall 
refer  to  the  Company  underwriter  applica- 
tions which  show  a history  of  past  claims  or 
suits.  The  underwriter  may  deny  or  accept 
the  application  or  he  may  offer  coverage  on 
a rated-up  basis.  Except  in  those  cases 
where  an  interview  has  been  held  during 
the  preceding  three  years,  the  applicant  has 
the  right  to  appeal  to  the  Malpractice  Insur- 
ance and  Defense  Board  if  he  does  not  wish 
to  accept  the  decision  of  the  Company  under- 
writer. In  those  cases  where  an  interview 
has  been  held  during  the  preceding  three 
years,  an  appeal  may  be  granted  if  the  appli- 
cant demonstrates  conclusively  that  he  has 
new  facts  and  information  that  may  have  a 
bearing  on  the  Board’s  previous  decision. 

Whenever  the  Malpractice  Insurance  and 
Defense  Board  shall  have  determined  to  its 
satisfaction  that  the  medical  practice,  con- 
duct, attitude,  or  loss  experience  of  an  in- 
sured member  is  such  as  to  constitute  an  un- 
due hazard  to  the  State  Society  Program, 
the  Board  shall  have  the  right  to  recommend 


TABLE  I.  Total  cases  (suits,  claims,  and  events) 
closed  during  calendar  year  1968  showing  the  policy 
year  in  which  the  alleged  malpractice  occurred 


Policy 

Year 

N umber 
of  Cases 

Per  Cent 

1968 

78 

0 . 0749 

1967 

312 

0.2997 

1966 

189 

0.1816 

1965 

91 

0 . 0874 

1964 

85 

0.0817 

1963 

79 

0 . 0759 

1962 

57 

0.0548 

1961 

55 

0.0528 

1960 

43 

0.0413 

1959 

15 

0.0144 

1958 

17 

0.0164 

1957 

5 

0 . 0048 

1956 

4 

0.0038 

1955 

4 

0 . 0038 

1954 

5 

0 . 0048 

1953 

2 

0.0019 

Totals 

1041 

1 . 0000 

that  insurance  be  discontinued,  or  the  Board 
can  recommend  continuation  of  the  insurance 
providing  the  insured  accepts  a rated-up 
policy  with  or  without  a deductible  clause. 
The  amount  of  additional  premium  shall  be 
calculated  by  the  Company  underwriter. 

On  receipt  of  notice  from  the  State  Society 
of  termination  of  membership,  the  Indemnity 
Representative  shall  advise  the  former  mem- 
ber that  his  insurance  through  the  State  So- 
ciety Program  can  be  continued  only  if  his 
membership  is  reinstated  promptly.  If  rein- 
statement has  not  been  effected  within  a 
reasonable  time,  the  Indemnity  Representa- 
tive shall  notify  the  Company  that  the  for- 
mer member  is  no  longer  under  the  State  So- 
ciety Program.  Likewise,  on  receipt  from  a 
County  Society  of  notice  of  rejection  or  with- 
drawal of  an  application  for  active  or  junior 
membership  in  the  State  Society,  the  In- 
demnity Representative  shall  notify  the  Com- 
pany. 

Merit  Rating.  We  have  two  major  difficulties 
in  setting  up  any  merit  rating  system  of  pro- 
fessional insurance.  The  first  is  the  long  time 
lag  between  the  policy  year  involved  and  actual 
closing  of  the  case  when  final  figures  become 
known.  (Calendar  years  differ  from  policy 
years  in  that  an  insurance  policy  can  begin  at 
any  time  during  a calendar  year  and  run  for  a 
full  year.  Thus,  a policy  year  is  the  total  of 
all  policies  beginning  in  one  particular  year  and 
expiring  in  the  next  year.)  The  delay  in  clos- 
ing cases  is  illustrated  in  Tables  I and  II  which 
show  the  number  of  cases  closed  during  1968 
and  the  policy  year  to  which  they  were  charged. 

The  second  problem  in  considering  merit  rat- 
ing is  the  latent  liability  aspect  of  malpractice. 
In  automobile  insurance,  for  example,  the  pol- 
icy holder  knows  when  he  has  had  an  accident 
and,  generally,  promptly  reports  the  occurrence 
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TABLE  II.  Total  suits  (eliminating  claims  and 
events)  closed  during  calendar  year  1968 


Policy 

Year 

Number 
of  Suits 

Per  Cent 

1968 

1 

0 . 0025 

1967 

7 

0.0172 

1966 

22 

0.0541 

1965 

37 

0 . 0909 

1964 

60 

0.1474 

1963 

73 

0.1794 

1962 

55 

0.1351 

1961 

59 

0.1450 

1960 

41 

0.1007 

1959 

15 

0.0368 

1958 

17 

0.0418 

1957 

5 

0.0123 

1956 

4 

0.0098 

1955 

4 

0 . 0098 

1954 

5 

0.0123 

1953 

2 

0 . 0049 

Totals 

407 

1 . 0000 

to  the  insurance  carrier.  In  malpractice  cases, 
the  physician  may  not  even  realize  that  mal- 
practice has  been  committed,  or  will  be  alleged, 
until  many  years  after  the  event.  Tables  III 
and  IV  illustrate  this  and  also  show  the  impor- 
tance of  having  a definite  statute  of  limitations. 
Note  that  the  lag  in  reporting  actual  suits, 
which  presumably  are  more  serious,  is  even 
worse  than  the  total  of  all  cases  reported. 

Rated-up  Policies.  However,  as  previously 
indicated,  procedures  have  been  set  up  where 
penalties  can  be  imposed  on  doctors  who  have 
had  more  than  the  normal  number  of  cases. 
In  our  last  report,  we  commented  at  some  length 
about  rated-up  policies  and  at  this  time  include 
the  following  tabulation  of  the  number  issued 
during  the  past  few  years: 


Additional 
Premium 
Charge  for 
Rated-Up  Calendar 


Date,  As  of 

Policies 

Year 

December  31,  1966 

18 

$15,997.00 

December  31,  1967 

44 

37,551.34 

December  31,  1968 

118 

127,069.72 

It  is  also  interesting  to  note  that  as  of  the 
end  of  the  first  six  months  of  1969  there  were 
114  rated-up  policies  bringing  in  an  additional 
$152,188.32. 

Tonsillectomy  and  Adenoidectomy — Major 
Surgical  Procedures.  We  would  like  to  mention 
two  particular  procedures  that  have  come  un- 
der the  scrutiny  of  the  Malpractice  Insurance 
and  Defense  Board.  For  many  years  now  the 
insurance  company,  with  the  approval  of  the 
Board,  has  considered  tonsillectomy  and  ade- 
noidectomy to  be  major  surgical  procedures. 
In  our  review  of  cases,  we  see  that  these  proce- 


TABLE  III.  Cases  (suits,  claims,  and  events) 
indexed  in  calendar  year  1968 

Policy 

Number 

Year 

of  Cases 

Per  Cent 

1968 

274 

0.2512 

1967 

466 

0.4272 

1966 

179 

0.1641 

1965 

119 

0.1091 

1964 

30 

0.0275 

1963 

4 

0.0037 

1962 

5 

0 . 0046 

1961 

2 

0.0018 

1960 

4 

0.0036 

1958 

1 

0 . 0009 

1957 

1 

0.0009 

1956 

1 

0.0009 

1955 

1 

0.0009 

1954 

2 

0.0018 

1952 

1 

0 . 0009 

1950 

1 

0.0009 

Totals 

1091 

1 . 0000 

TABLE  IV.  Suits  indexed  during  calendar  year 
1968  where  the  Company’s  first  knowledge  of  the 
case  was  the  suit  itself* 

Policy 

Number 

Year 

of  Suits 

Per  Cent 

1968 

14 

0.0427 

1967 

85 

0.2622 

1966 

103 

0.3140 

1965 

90 

0 . 2744 

1964 

23 

0.0701 

1963 

4 

0.0122 

1962 

3 

0.0090 

1957 

1 

0.0031 

1955 

1 

0.0031 

1954 

2 

0.0061 

1950 

1 

0.0031 

Totals 

328 

1 . 0000 

* This  does  not  include  previously  known  cases  which 
developed  into  suit  during  the  year. 


dures,  considered  to  be  simple  by  many,  still 
account  for  a large  number  of  malpractice  suits 
and  claims.  The  Board  continues  to  regard 
them  as  major  surgical  procedures  which 
should  be  performed  only  in  a hospital  where 
adequate  facilities  are  available.  During  the 
past  year  the  Board,  on  occasion,  has  approved 
the  Company  underwriter’s  decision  to  refuse 
to  grant  coverage  to  physicians  who  perform 
these  procedures  in  their  offices. 

Conclusion.  I would  like  to  take  this  oppor- 
tunity as  chairman  to  thank  the  other  members 
of  the  Board  for  giving  so  enthusiastically  of 
their  time  and  efforts  during  the  past  year. 
Particular  thanks  go  to  the  officials  of  Em- 
ployers Mutuals  of  Wausau  who  have  met  with 
us  from  time  to  time  to  discuss  our  mutual 
problems.  The  personnel  in  the  office  of  the 
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Indemnity  Representative  deserve  our  thanks 
in  helping  to  coordinate  the  program.  The  ex- 
cellent trial  work  of  the  men  associated  with 
the  firm  of  Martin,  Clearwater  & Bell  is  well 
known  and  certainly  they  deserve  our  gratitude. 
Last  but  not  least,  we  want  to  thank  the  per- 
sonnel in  the  local  claims  office  of  our  insurance 
carrier.  We  want  them  to  realize  that  we  are 
anxious  to  stand  by  them  in  the  defense  of  all 
nonmeritorious  claims  against  our  members. 
Respectively  submitted, 

Arthur  J.  Mannix,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
c.anization.  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

The  committee  reviewed  the  entire  report  and 
wishes  to  commend  Arthur  J.  Mannix,  Jr.,  M.D., 
and  the  members  of  the  Board,  the  Counsel,  and 
the  Indemnity  Representative  for  their  work  in 
this  most  time  consuming  job.  We  particularly 
refer  you  to  the  section  on  “Physician  Educa- 
tion” and  recommend  its  implementation  as 
soon  as  feasible. 

We  have  been  informed  that  three  bills  have 
been  introduced  into  the  Legislature  to  help 
protect  physicians  against  professional  liability 
suits.  They  concern  the  confidential  nature  of 
utilization  committee  records,  immunity  of  peer 
review  committees,  and  would  extend  the  pres- 
ent law  providing  immunity  from  suit  for  mem- 
bers of  hospital  utilization  review  committees 
to  other  similar  hospital  committees. 

We  have  been  informed  that  our  insurance 
carrier  expects  to  request  an  increase  in  prem- 
iums by  July  1,  1970.  This  will  affect  policies 
expiring  on  or  after  July  1,  if  approved.  This 
increase  seems  justified  to  your  committee.  We 
recommend  close  study  of  this  report,  and  the 
report  of  Legal  Counsel,  in  relation  to  the  field 
of  professional  liability. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-seventh  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York  and  marks  the  forty-first  year  that  I 
have  been  working  for  the  Society,  first  as  an 
associate  of  Lloyd  Paul  Stryker  who  employed 
me  when  I graduated  from  Columbia  University 
School  of  Law  in  the  spring  of  1928,  and  sub- 
sequently with  Lorenz  J.  Brosnan  who  suc- 
ceeded Mr.  Stryker  on  his  resignation  as 
counsel.  It  was  on  the  untimely  death  of  Mr. 
Brosnan  that  I was  appointed  counsel. 

Thomas  Clearwater,  who  was  my  classmate 
at  Columbia  Law  School,  became  attorney  for 
the  Society  to  assist  Mr.  Brosnan.  At  that  time 
I was  engaged  with  a heavy  burden  of  trial 
work,  much  of  which  was  in  upstate  New  York. 
When  I was  appointed  as  counsel  for  the  So- 
ciety, Tom  continued  as  my  associate. 

On  the  death  of  Tom  Clearwater,  Robert  J. 


Bell,  who  had  joined  the  firm  in  1931,  became 
attorney  for  the  Society.  I have  many  times 
commented  on  his  great  ability  as  a trial 
lawyer,  and  I was  never  more  impressed  than 
by  the  result  he  obtained  in  a case  tried  in  Su- 
preme Court,  Kings  County.  The  case  is  de- 
scribed in  the  July  15,  1969,  issue  of  the  Cita- 
tion, published  by  the  American  Medical  As- 
sociation, as  follows: 

A verdict  for  a neurosurgeon  and  an  orthopedic 
surgeon  was  returned  by  a New  York  trial  court 
jury  in  patient’s  suit  for  allegedly  negligent  treat- 
ment of  the  paralysis  from  which  he  was  suffering. 

The  patient  broke  his  neck  in  a driving  accident. 
Paralysis  war  immediate  and  total,  below  the  level 
of  a fifth  and  sixth  cervical  vertebrae  fracture 
with  a ‘/.-inch  posterior  dislocation. 

The  patient  contended  that  the  neurosurgeon 
and  the  orthopedist  should  have  done  a lumbar 
puncture,  manometries,  and  a myelogram  and  that 
those  procedures  should  have  been  followed  by  a 
decompressive  laminectomy  for  relief  of  spinal 
cord  compression  due  to  the  dislocation.  The  pa- 
tient contended  that  the  paralysis  would  have  been 
reversed  in  whole  or  in  part  if  those  steps  had  been 
taken.  He  presented  evidence  that  the  cord  was 
found  intact  when  the  dura  was  opened  during  a 
laminectomy  performed  several  months  later. 

The  neurosurgeon  and  the  orthopedist  contended 
that  the  diagnostic  procedures  were  unnecessary 
because  the  x-ray  films  and  clinical  findings  demon- 
strated an  irreversibly  crushed  cord  due  to  trauma. 
They  contended  that  surgery  was  not  indicated, 
would  not  have  helped,  and  might  have  ruined 
whatever  chance  the  patient  had  or  killed  him. 
They  pointed  out  that  there  was  no  return  of  any 
neurologic  signs  or  function  three  hours  after  they 
performed  a 50  per  cent  reduction  of  the  disloca- 
tion with  the  use  of  Barton  tongs. 

The  patient  presented  expert  testimony  that 
surgery  was  indicated  in  a case  such  as  this.  The 
neurosurgeon  and  the  orthopedist  presented  expert 
testimony  that  conservative  treatment  was  indi- 
cated. The  contention  was  made  that  the  medical 
schools  in  the  area  taught  that  conservative  treat- 
ment was  proper  in  a case  such  as  this. 

The  trial  court  also  dismissed  the  cause  of  ac- 
tion against  the  hospital  for  alleged  negligence  in 
failing  to  turn  the  patient.  The  hospital  had  been 
given  no  orders  to  turn  him. 

The  preparation  of  this  case  took  weeks,  and 
to  defend  the  distinguished  neurosurgeon  who 
was  our  client,  and  knowing  that  a certain  local 
neurosurgeon  was  going  to  testify  against  him, 
we  called  in  experts  in  neuorsurgery  and  ortho- 
pedics from  Washington,  D.C.,  and  the  Univer- 
sity of  Chicago.  Cross  examination  of  the 
plaintiff’s  expert  was  brilliantly  managed,  and 
he  retracted  much  of  what  he  said  on  direct  ex- 
amination, conceding,  in  effect,  that  there  were 
two  schools  of  thought  and  that  the  decision  not 
to  operate  would  have  been  the  decision  of  choice 
by  many  of  his  experienced  colleagues.  The 
case  had  a tremendous  financial  potential,  and 
the  result  was  most  gratifying.  All  concerned 
told  me  that  Bob’s  complete  mastery  of  the 
scientific  factors  of  the  case  provoked  wide  ad- 
miration. 

When  I started  to  work  in  the  Stryker  office, 
Harold  Shapero  was  already  employed  there  as 
a clerk.  Several  years  after  his  admission  and 
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at  a time  when  Mr.  Stryker  resigned  as  counsel 
to  the  Medical  Society,  Harold  went  with  him 
and  was  his  right-hand  bower  during  the  for- 
mer’s brillant  trial  career.  With  Mr.  Stryker’s 
blessing,  he  came  back  to  this  office  a year  be- 
fore Mr.  Stryker’s  death.  He  has  been  a tower 
of  strength  to  this  office,  and  he  is  held  in  the 
highest  regard  by  everybody  who  meets  him. 
Scores  of  doctors  in  this  State  are  deeply  in  his 
debt.  Since  court  opened  this  fall,  he  concluded 
in  his  usual  able  fashion  a long  jury  trial  be- 
fore Judge  Greenfield  in  New  York  County  and 
has  just  finished  another  before  Judge  Deroun- 
ian  in  Nassau  County.  Both  resulted  in  ver- 
dicts for  the  defendants.  In  addition,  he  has 
just  argued  to  a successful  result  a case  before 
the  Court  of  Appeals  which  he  tried  for  several 
weeks  in  the  Supreme  Court.  He  represented 
a young  obstetrician  who  was  charged  with 
negligence  in  the  performance  of  a delivery 
which  resulted  in  damage  to  the  baby’s  brain. 
He  is  a source  of  great  strength  to  the  younger 
lawyers  in  this  office  who  constantly  look  to  him 
for  guidance  with  their  problems. 

John  J.  DeLuca  has  been  with  us  for  twenty- 
eight  years.  He  has  handled  a great  variety  of 
office  matters  and  has  done  a substantial 
amount  of  appeal  work. 

A great  consolation  to  me  is  the  manner  in 
which  Donald  J.  Fager  has  assumed  a con- 
siderable amount  of  upstate  trial  work  and 
manages  our  upstate  cases  through  the  Syra- 
cuse office.  He  has  spoken  to  many  groups  of 
doctors  and  nurses  in  central  and  western  New 
York  and  has  tried  lawsuits  and  argued  appeals 
throughout  the  State.  Mr.  Fager  is  ably  as- 
sisted in  the  Syracuse  office  by  Walter  Alton, 
Jr.,  who  conducts  many  examinations  before 
trial  and  recently  won  his  first  Supreme  Court 
jury  case  in  Albany  County. 

One  of  the  things  that  I am  proud  of  is  the 
manner  in  which  our  younger  lawyers,  namely, 
Anthony  Louis  Schiavetti,  Daniel  Boone,  Fran- 
cis Bensel,  and  George  van  Setter  have  con- 
ducted a great  many  trials  and  appeals  in  the 
city  and  suburban  areas. 

Steven  C.  Mandell,  who  manages  our  trial 
calendar  and  arranges  the  schedules  for  all  the 
lawyers  in  the  office,  has  just  tried  to  a success- 
ful conclusion  his  first  Supreme  Court  case. 

A.  Baisley  Sheridan,  a friend  of  mine  for 
many  years  who  became  associated  with  us 
after  his  retirement  as  attorney  for  the  Inter- 
national Hotel  Division  of  Pan  American  Air- 
ways. has  been  a bulwark  of  strength  to  us  in 
conducting  examinations  before  trial.  These 
examinations  are  important  because  the  sworn 
testimony  of  the  plaintiff  and  defendant  can  be 
read  in  court,  and  a clear  idea  of  what  the 
proof  in  the  case  will  be  is  obtained. 

I have  often  said  there  is  much  work  in  the 
office  apart  from  the  litigation  we  manage,  and 
this  has  never  been  truer  than  this  year.  We 
attend  all  meetings  of  the  Board  of  Trustees, 
the  Council,  the  House  of  Delegates,  the  Mal- 
practice Insurance  and  Defense  Board,  and  the 
some  60  or  70  county  malpractice  meetings  that 
usually  take  place  in  the  evenings.  In  addition 


to  handling  the  more  or  less  routine  legal  prob- 
lems that  arise,  occasionally  the  Society  has 
complex  problems  which  leads  us  to  seek  out- 
side opinions.  As  you  know,  we  are  in  the  habit 
of  advising  doctors  to  seek  more  consultations 
rather  than  less,  and  the  same  holds  true  for 
the  legal  profession.  I never  mind  anybody 
asking  us  to  obtain  another  opinion  provided 
they  do  not  characterize  it  as  wanting  an  “un- 
biased opinion.”  I am  most  grateful  for  the 
skillful  assistance  given  me  this  year  by  the 
Hon.  John  Van  Voorhis,  a former  Judge  of  the 
Court  of  Appeals,  in  a review  of  the  doctors’ 
position  on  Medicare  and  Medicaid.  I am  also 
most  grateful  to  James  Milligan,  Esq.,  of  the 
Sprague,  Dwyer,  Aspland  & Tobin  firm  in  Mine- 
ola,  for  his  assistance  in  closing  the  title  on  the 
Lake  Success  property  and  to  John  Lewis,  Esq., 
of  the  Weil,  Gotshal  & Manges  firm  who  is  as- 
sisting with  zoning  problems. 

I want  the  doctors  of  this  State  to  know  that 
I have  found  the  work  of  this  office  stimulating 
and  satisfying.  I cherish  the  friendship  I have 
made  of  a host  of  physicians,  lawyers,  and 
judges  throughout  this  State.  In  our  trial  work, 
we,  of  a necessity,  must  put  forth  our  best 
effort  on  behalf  of  the  physicians  we  represent, 
and  we  take  pride  in  having  done  that. 

Members  of  the  staff,  including  myself,  have 
addressed  groups  of  doctors,  dentists,  nurses, 
technicians,  hospital  staffs,  and  others  during 
the  year. 

One  of  my  experiences  this  year  I think  was 
particularly  interesting.  I presided  at  one  of 
the  sessions  of  the  Medico-Legal  Symposium 
conducted  by  a joint  committee  of  the  American 
Medical  Association  and  the  American  Bar  As- 
sociation in  Las  Vegas  last  March.  I had  been 
appointed  by  William  Gossett,  president  of  the 
American  Bar  Association,  to  be  a member  of 
this  committee.  I moderated  the  panel  discus- 
sion on  “How  to  Avoid  Malpractice  Liability.” 
Arthur  J.  Mannix,  Jr.,  M.D.,  who  is  chairman 
of  the  Malpractice  Insurance  and  Defense 
Board  of  our  State  Society,  spoke  on  the  topic 
of  “Medical  Accident  Prevention — Some  Danger 
Zones.”  Philip  H.  Magner,  Esq.,  of  Buffalo,  an 
attorney  who  has  tried  a number  of  malprac- 
tice cases  for  plaintiffs  spoke  on  the  subject  of 
“Why  Some  Physicians  Lose  Malpractice 
Cases.”  John  B.  Dillon,  M.D.,  professor  and 
chief  of  the  division  of  anesthesia,  Department 
of  Surgery,  University  of  California,  Los  An- 
geles, School  of  Medicine,  spoke  on  “Legislative 
Remedies  for  Alleged  Malpractice.”  This  was 
followed  by  a question  and  answer  period.  It 
was  said  that  we  had  the  largest  audience  ever 
present  at  one  of  these  jointly  sponsored  ses- 
sions. I know  the  question  and  answer  period 
which  I conducted  had  to  be  streamlined,  and 
there  were  scores  of  questions  we  never  had 
time  to  get  to,  but  it  was  everyone’s  feeling  that 
we  put  on  a most  objective  presentation.  We 
were  then  followed  by  another  panel  which  ad- 
dressed itself  to  “Pre-trial  Screening  of  Mal- 
practice Claims,”  as  conducted  in  the  New 
Mexico  Plan  and  the  Portland,  Oregon,  Plan. 
The  moderator  of  this  panel  was  James  Z.  Ap- 
pell,  M.D.,  from  Pennsylvania,  the  distin- 
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guished  former  president  of  the  American 
Medical  Association. 

One  morning  several  weeks  ago,  I went  to 
Presbyterian  Hospital  to  participate  in  an  ex- 
cellent program  dealing  with  the  management 
of  the  emergency  patient  from  the  standpoint 
of  policemen,  firemen,  and  lifeguards  as  well  as 
by  the  staff  of  hospital  emergency  rooms.  This 
was  a two  and  one-half-day  session  wherein 
specialists  in  most  branches  of  medicine  gave 
precise  demonstrations  as  to  the  best  methods 
of  handling  particular  situations.  In  addition 
to  the  physicians,  there  were  members  of  rescue 
squad  teams  and  officers  from  power  companies 
who  spoke  of  the  problems  presented  by  electri- 
cal accidents.  This  program  was  managed  by 
David  L.  Andrews,  M.D.,  an  orthopedist,  on  the 
staff  of  Presbyterian  Hospital.  I know  from 
the  cases  that  come  in  to  this  office  that  more 
programs  of  this  type  would  not  only  reduce 
the  severity  of  injuries  from  accidents  and  even 
save  many  lives  but  would  also  reduce  the  type 
of  malpractice  suit  that  arises  out  of  initial 
management  of  trauma,  and  others.  See  my 
report  of  last  year  wherein  I discussed  emer- 
gency room  problems. 

On  this  general  subject,  there  was  recently 
published  an  excellent  book  entitled  Legal 
Implications  of  Emergency  Care  by  Neil  L. 
Chayet  which  includes  such  topics  as  “Securing 
Consent  in  an  Emergency,”  “The  Hazards  of 
Abandonment,”  and  “Psychiatric  Emergen- 
cies.” 

We  were  recently  involved  in  a case  where  a 
young  mother  of  three  children,  who  appeared 
to  be  suicidal,  was  admitted  to  the  psychiatric 
division  of  one  of  our  local  hospitals.  On  ad- 
mission, her  pocketbook  was  searched,  and  she 
was  then  escorted  to  her  room  wearing  the 
clothes  she  entered  with.  Shortly  thereafter 
she  was  a human  torch,  and  it  was  surmised 
that  she  lit  a cigaret  and  either  carelessly  or 
deliberately  allowed  it  to  result  in  her  death. 
The  question  was:  Should  she  have  been  com- 

pletely searched  and  deprived  of  all  objects 
that  might  possibly  lead  to  disaster?  The  case 
was  settled. 

When  I mentioned  the  symposium  conducted 
by  the  American  Bar  Association  and  the  Amer- 
ican Medical  Association,  I should  have  called 
attention  to  the  many  meetings  that  are  going 
on  around  the  country  where  either  plaintiffs’ 
organizations  or  the  Practicing  Law  Institute 
of  New  York  organize  elaborate  programs  on 
medical  and  dental  malpractice.  There  is,  for 
instance,  a meeting  in  which  the  same  doctors 
and  lawyers  will  participate  in  four  separate 
sessions  to  be  held  in  New  York,  St.  Louis,  Las 
Vegas,  and  Miami.  The  Practicing  Law  Insti- 
tute is  a nonprofit  organization  without  endow- 
ment, and  a substantial  fee  is  charged  for  the 
courses.  The  stated  purpose  of  the  course  is 
“that  lawyers  who  attend  will  be  in  a better 
position  to  make  equitable  disposition  of  such 
cases — dispositions  that  are  fair  to  both  plain- 
tiffs and  defendants.”  The  brochure  states 
that  over  10,000  malpractice  suits  have  been 
filed  in  the  United  States  each  year  during  the 


1900’s  and  that  one  out  of  seven  doctors  in  the 
United  States  has  been  sued  for  malpractice  at 
some  time  during  his  career.  I have  the  feeling 
that  these  courses,  in  the  main,  afford  great 
profit  to  the  plaintiffs’  bar. 

It  seems  ironic  that  the  field  of  professional 
malpractice,  which  has  been  plowed  so  faith- 
fully by  my  own  profession,  has  come  home  to 
haunt  it.  This  is  illustrated  in  an  article 
which  appeared  in  the  Wall  Street  Journal  en- 
titled, “Suing  the  Lawyer,”  which  reads  in  part 
as  follows : 

“The  number  of  malpractice  suits  keeps 
rising,  and  one  reason  for  the  increase  is  that 
lawyers  themselves  are  not  as  reluctant  as 
they  once  were  about  taking  a suit  against  a 
fellow  lawyer.  This  change  could  be  at- 
tributed either  to  ‘sophistication  or  lack  of 
bashfulness’  one  lawyer  told  the  annual 
meeting  of  the  American  Bar  Association 
in  August.” 

A few  years  ago  more  than  twenty  companies 
wrote  legal  malpractice  insurance;  now  there 
are  only  a half-dozen.  One  of  the  companies 
requires  a lawyer  to  pay  the  first  $5,000  of  any 
liability  arising  from  a professional  action,  a 
practice  which  other  companies  will  probably 
adopt.  The  article  further  states  the  following: 
“Rate  hikes  of  100  per  cent  already  have 
been  granted  this  year  in  California,  Minne- 
sota, New  Jersey,  Oregon,  and  Alaska,  and 
the  rates  are  up  75  per  cent  in  New  York  and 
two  other  states.  In  New  York  one  full- 
coverage  policy  that  pays  up  to  $100,000  on 
each  claim  now  costs  $202  a year,  up  from 
the  $115.36  charged  before  a July  rate  in- 
crease.” 

It  is  to  be  remembered  that  a law  office  pays 
this  amount  of  money  for  each  named  insured 
and  an  additional  sum  for  all  other  lawyers  and 
law  clerks,  and  others. 

Without  much  more  ado,  I would  like  to  dis- 
cuss a few  recent  significant  developments  in 
the  field  of  medical  malpractice. 

It  is  not  much  consolation  to  tell  New  York 
doctors  of  the  plight  of  their  fellows  in  other 
states,  but  I would  like  to  quote  one  brief  note 
from  my  speech  in  Las  Vegas: 

“On  my  flight  to  Las  Vegas  there  was  a 
stopover  in  Albuquerque,  and  while  I was  in 
the  airport,  I read  in  one  of  the  local  papers 
that  doctors  in  Utah  are  very  concerned  about 
the  malpractice  problem  in  their  state.  The 
article  concerned  itself  with  a group  of  Salt 
Lake  City  doctors  who  have  notified  two 
Mormon-owned  hospitals  that  they  will  not 
handle  church  welfare  cases  unless  the  hos- 
pital can  provide  them  with  protection 
against  malpractice  suits.  One  company  had 
just  canceled  a policy  with  135  doctors  in 
Utah  and  is  withdrawing  from  business  in 
that  state.  The  crisis  was  touched  off  by  a 
$75,000  judgment  returned  against  an  unin- 
sured doctor.” 

The  present  situation  in  New  York  is  dis- 
cussed in  the  report  of  the  Malpractice  Insur- 
ance and  Defense  Board  contained  in  the  Oc- 
tober 15,  1969,  issue  of  the  New  York  State 
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Journal  of  Medicine,  wherein  it  is  pointed  out 
that  the  average  cost  of  closing  out  a case  has 
increased  from  $5,759  in  1964  to  $9,409  in  1968. 
One  interesting  illustration  of  the  factors  other 
than  verdicts  which  account  for  the  rising  cost 
of  insurance  is  contained  in  correspondence  be- 
tween an  upstate  doctor  and  the  insurance 
representative.  The  doctor  was  concerned 
about  the  raise  in  his  rate  as  he  said  he  never 
lost  a suit.  It  was  pointed  out  to  him  that  he 
had  been  involved  in  various  suits  over  the 
years,  and  the  cost  of  disposing  of  these  suits 
was  more  than  the  total  amount  he  had  paid  in 
premiums. 

As  an  example  of  the  rising  costs  of  litiga- 
tion, we  just  received  a $1,900  bill  for  the 
minutes  of  a trial,  the  result  of  which  we  are 
about  to  appeal.  Most  of  the  minutes  must 
now  be  printed  as  part  of  the  record  on  appeal 
and  that  will  involve  a further  major  expense. 
It  just  so  happens  that  there  are  codefendants 
in  the  case  who  must  share  this  expense,  but 
at  the  level  of  expense  involved  that  is  only 
partial  comfort. 

Sometimes  we  are  asked  why  a doctor  should 
carry  malpractice  insurance  since  it  is  said 
that  the  very  existence  of  this  insurance  en- 
courages litigation.  Let  us  examine  the  plight 
of  an  upstate  doctor.  Recently  Mr.  Fager  con- 
ducted settlement  negotiations  where  it  was 
charged  that  a young  college  student  lost  both 
legs  because  when  he  was  admitted  to  a rural 
hospital  with  both  femurs  fractured  following 
an  automobile  accident,  the  extent  of  circulatory 
damage  was  not  correctly  observed  and  treated. 
Three  general  practitioners  had  seen  the  boy, 
and  one  of  the  three  had  managed  his  care.  No 
specialists  were  called  in  to  see  the  patient  dur- 
ing the  initial  stages  of  his  treatment.  He  was 
subsequently  taken  by  ambulance  to  an  upstate 
city  hospital  where  every  effort  was  made  to  re- 
verse the  situation,  but  he  was  eventually  flown 
down  to  New  York  where  both  legs  were  ampu- 
tated at  midthigh.  A settlement  of  $100,000 
was  worked  out,  $50,000  of  which  was  paid  by 
the  hospital’s  carrier,  and  a total  of  $20,000  was 
paid  by  the  insurance  carriers  on  behalf  of  the 
doctors.  The  doctor  who  had  the  most  to  do 
with  the  case  had  only  a $5,000  policy,  and  it 
was  necessary  for  him  to  agree  to  pay  the  re- 
maining $30,000  in  installments  of  $5,000  a year 
for  six  years. 

It  may  be  stated  categorically  that  plaintiff’s 
lawyers  who  find  that  a doctor  has  little  or  no 
insurance  will  conduct  an  exhaustive  investiga- 
tion of  his  assets  before  they  decide  that  it  is 
not  worth  bringing  an  action  against  him. 

There  are  a number  of  suggestions  as  to  how 
the  handling  of  these  cases  could  be  improved. 
The  California  legislature  has  passed  some  re- 
medial measures.  On  the  other  hand,  several 
states  have  recently  accorded  plaintiffs  new 
ways  of  making  it  easier  for  them  to  recover. 
I quote  from  the  October,  1969,  issue  of  the 
Defense  Research  Institute  Bulletin: 

“Useful  Innovations:  To  offset  the 

plaintiff’s  handicap  in  finding  experts,  several 


courts  (and  some  state  legislatures)  have 
adopted  corrective  measures  or  developed  sub- 
stitutes for  expert  medical  testimony  in  mal- 
practice cases.  The  most  important  innova- 
tions are:  Expanding  the  pool  of  medical  ex- 
perts through  panels;  statutory  provisions 
permitting-out-of-state  medical  experts  to 
testify  when  the  plaintiff  is  unable  to  obtain  a 
local  doctor;  use  of  medical  books  and  medi- 
cal treatises  as  direct  evidence  of  a standard 
of  care;  utilizing  the  defendant-doctor’s  own 
testimony  or  deposition  to  establish  the  stand- 
ard of  care;  and  safeguarding  the  expert 
witness  from  external  pressure. 

Abolition  of  the  Locality  Rule:  Argue 
for  the  abolition  of  the  locality  rule  in  light  of 
Massachusetts  developments.  The  old  Massa- 
chusetts precedent  was  incorrectly  construed 
to  mean  that  the  applicable  standard  is  that 
of  the  same  locality;  the  rule  really  meant  a 
similar  locality;  and  applied  only  to  doctors 
who  had  no  opportunity  for  further  enlighten- 
ment. The  rule,  as  generally  understood,  was 
changed  by  a recent  Massachusetts  case,  and 
the  locality  standard  virtually  abolished.” 

Size  of  Settlements  and  Verdicts.  There  was 
affirmed  in  the  highest  court  in  Florida  a ver- 
dict of  $1,500,000  returned  against  two  physi- 
cians and  a hospital  in  a suit  by  a patient  who 
sustained  extensive  brain  damage.  The  case 
was  described  in  the  October  1 issue  of  the 
Citation,  and  I quote  in  part  from  that: 

“The  patient  was  thirty-five-years-old  when  she 
received  her  injuries.  She  was  married  and  had 
three  children.  She  had  a life  expectancy  some- 
what in  excess  of  thirty-five  years.  She  is  now  a 
quadraplegic  and  permanently  bedridden.  She  is 
disoriented  in  time,  and  her  thinking  processes  are 
disturbed.  She  will  require  medical  and  nursing 
care  for  as  long  as  she  lives. 

‘Other  than  the  size  of  the  verdict,  there  was 
nothing  in  the  record  indicating  that  the  jury,  in 
arriving  at  the  verdict,  was  influenced  by  passion 
or  prejudice,’  said  the  reviewing  Court.  Further 
it  said:  ‘In  view  of  the  evidence  as  to  the  injuries 
and  damages,  and  taking  into  account  the  trial 
court’s  approval  of  the  verdict  when  asked  to  re- 
ject it  or  reduce  it  on  motion  for  new  trial,  it  did 
not  find  that  the  verdict  was  such  as  to  shock  the 
judicial  conscience  or  that  it  should  be  set  aside 
because  of  its  size.’  ( Talcott  v.  Holl).” 

It  is  my  impression  that  one  of  the  things  that 
led  to  this  case  going  through  a long,  agonizing 
series  of  trials  and  appeals  was  that  the  doc- 
tors, who  were  faced  with  the  trial  a genera- 
tion or  more  after  the  treatment  was  rendered, 
had  minimal  insurance  policies. 

The  September,  1969,  News  Letter  of  the 
American  Trial  Lawyers  Association  mentions 
a case  which  involved  the  death  of  a member  of 
the  Tijuana  Brass  Band  during  an  ear  opera- 
tion. The  decedent  suffered  cardiac  arrest  dur- 
ing surgery  because  of  oxygen  failure  in  an- 
esthesiology equipment  operated  by  a Formosan 
anesthesiologist  who  allegedly  was  not  licensed 
to  practice  in  California.  The  decedent’s  forty- 
six-year-old  widow  accepted  $887,500  in  settle- 
ment. 

There  are  many  more  large  verdicts  and  set- 
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tlements  that  we  could  discuss  in  detail,  but 
since  I have  just  mentioned  a California  settle- 
ment, let  me  close  this  subject  by  telling:  you  of 
a recent  settlement  in  suburban  New  York.  A 
young  woman  was  admitted  to  the  hospital  to 
have  a varicose  vein  stripping  procedure,  and 
the  surgeon  accidentally  severed  the  femoral 
artery  resulting  in  amputation  of  her  leg.  The 
patient  was  divorced  and  had  been  employed 
supporting  herself  and  her  children.  Before  a 
lawsuit  was  commenced,  settlement  in  the  sum 
of  $150,000  was  effected. 

Statute  of  Limitations  and  Foreign  Bodg 
Cases.  For  years  legislation  has  been  proposed 
in  the  State  of  New  York  to  change  the  statute 
of  limitations  in  situations  where  foreign  bodies 
are  discovered  long  after  the  surgical  procedure 
was  done  so  that  suit  could  be  brought  three 
years  after  the  date  of  discovery  rather  than 
three  years  after  the  claimed  act  of  malpractice 
with  a further  proviso  that  in  no  event  could  a 
suit  be  brought  more  than  six  years  after  the 
claimed  act  of  malpractice.  This  proposed 
legislation  did  not  pass.  Recently  the  Court  of 
Appeals  in  the  case  of  Flanagan  v.  Mount  Eden 
Hospital  by  a 4 to  3 vote  changed  the  prior 
decisional  law. 

This  foreign  body  case  brings  to  mind  a 
paragraph  from  my  twenty-sixth  annual  report 
which  reads  as  follows:  “The  Mayo  Clinic  has 
recently  instituted  a rule  and  implemented  it 
with  a practical  technic  that  all  patients  must 
be  x-rayed  postoperatively  before  being  taken 
to  the  recovery  room.”  This  is  long  overdue. 
We  have  received  a dreary  succession  of  cases 
involving  hemostats,  in  one  instance  three  in 
number,  and  others  based  on  gauze  packs  which 
might  have  been  discovered  and  removed  if  the 
patient  had  been  x-rayed  promptly. 

Since  the  Flanagan  case,  I have  been  told  that 
a considerable  number  of  new  actions  have  been 
brought  involving  the  discovery  of  foreign 
bodies  years  after  the  initial  surgery.  Not  so 
long  ago,  we  had  a case  where  an  internist  was 
included  as  a defendant;  he  had  been  a specta- 
tor at  an  operation  which  was  performed  while 
he  was  in  the  amphitheatre.  A clamp  was  left 
in  the  patient  which  was  not  discovered  until 
much  later  during  an  operation  at  another 
hospital  to  relieve  an  intestinal  obstruction. 
Ironically,  a number  of  chest  x-ray  films  of  the 
patient  had  been  taken  at  the  hospital  where 
the  first  operation  wTas  done,  and  had  the  plate 
included  an  area  2 inches  below  the  level 
covered,  the  presence  of  the  clamp  would  have 
been  discovered. 

The  plaintiffs’  lawyers  in  these  malpractice 
cases  do  a great  deal  of  research  and  have 
clinics  where  they  correlate  the  experiences  of 
one  another,  and  this  is  done  on  a state-wide 
and  even  national  basis.  They  are  thoroughly 
aware  of  the  numerous  warnings  that  have  been 
issued  to  doctors  about  the  misuse  of  drugs. 
They  quote  with  approval  from  books  which  dis- 
cuss the  drug  problem.  As  an  instance  there  is 
a chapter  on  “The  Uses  and  Abuses  of  Drugs” 
in  the  book  The  Troubled  Calling : Crisis  in  the 


Medical  Establishment  by  Selig  Greenberg, 
which  reads  in  part  as  follows : 

“The  profusion  of  new  and  allegedly  new  drugs 
and  the  rapid  rate  of  their  turnover  have  made  it 
extremely  difficult  for  physicians  to  keep  track  of 
these  products  and  to  evaluate  critically  the  claims 
made  for  them.  Whatever  knowledge  of  pharma- 
cology they  have  acquired  in  medical  school  is  often 
obsolete.  Doctors  have  therefore  increasingly 
come  to  depend  on  information  supplied  by  phar- 
maceutical salesmen  and  by  the  huge  volume  of 
drug  advertising.  The  confusion  generated  by 
flamboyant  drug  promotion  has  become  so  great, 
Dr.  Harry  F.  Dowling  of  the  University  of  Illinois, 
Department  of  Medicine,  has  said,  that  ‘the  be- 
wildered physician  prescribes  by  suggestion  and 
not  from  information.’  . . . 

Many  thoughtful  physiciuns  have  expressed 
grave  concern  over  the  misuse  and  overuse  of  the 
tranquilizers  without  regard  to  their  indication  or 
an  understanding  of  what  they  can  and  cannot  do 
and  what  their  harmful  side  effects  might  be.  Two 
major  considerations  must  be  borne  in  mind  here. 
One  of  them  is  the  propriety  of  using  tranquilizers 
as  a sort  of  panacea  for  the  multitude  of  minor 
anxieties  that  we  encounter  in  our  daily  lives.  The 
other  consideration  is  the  chemical  properties  and 
long-range  physiological  effects  of  drugs  that  in- 
vestigators have  discovered  are  sometimes  not  so 
harmless  as  they  have  been  represented  to  be.  On 
both  counts,  the  extent  of  their  consumption  on 
prescription  by  inadequately  informed  practition- 
ers has  been  reckless.” 

There  is  a lesson  to  be  learned  from  these 
cases  of  drug  misuse,  and  that  is  any  doctor  who 
undertakes  to  use  a drug  should,  to  protect  him- 
self and  his  patients,  keep  up  with  the  litera- 
ture concerning  the  drug.  Compulsory  staff 
conferences  at  hospitals  where  current  knowl- 
edge of  drug  reactions  is  commented  on  is  use- 
ful, and  there  is  no  doubt  that  there  is  need  for 
some  warning  system  that  would  more  ade- 
quately reach  the  mass  of  the  medical  profes- 
sion. As  Selig  Greenberg  says  in  his  book: 

“Clearly  needed  is  some  adequately  fi- 
nanced and  disinterested  agency  that  would 
assume  the  responsibility  for  keeping  doctors 
up  to  date  on  the  advantages  and  drawbacks 
of  newly  marketed  drugs.  But  even  more 
important  is  the  need  for  greater  assurance 
of  the  efficacy  and  safety  of  the  medications 
before  they  are  approved  for  sale.” 

It  is  a source  of  embarrassment  at  times  to 
have  doctors  whom  we  defend  say  that  they  de- 
cide how  much  of  and/or  how  long  to  give  a 
patient  a medication  and  that  they  do  not  rou- 
tinely follow  the  directions  of  the  manufacturer 
in  the  package  inserts.  I have  referred  in  past 
reports  to  a New  Jersey  case  that  holds  the 
package  inserts  may  be  put  into  evidence  as 
proof  of  the  correct  method  of  administering  a 
drug,  and  it  is  most  difficult  for  a doctor  to 
justify  his  own  routine  should  it  vary  substan- 
tially from  that  outlined  in  the  insert.  It  is 
also  difficult  to  defend  a doctor  who  has  given 
drugs  with  ototoxic  properties,  if  he  does  not 
know  of  these  side  effects  and  does  not  pre- 
cisely and  periodically  test  the  patient’s  hear- 
ing. The  point  I am  trying  to  make  is  that  one 
of  the  best  ways  for  a doctor  to  avoid  a mal- 
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practice  suit  is  to  listen  to  his  patients  care- 
fully, observe  their  condition  while  under  medi- 
cation, and  be  as  thoroughly  informed  as  possi- 
ble about  the  medication  being  prescribed.  He 
should  also  ask  the  patient  to  promptly  report 
any  side  effects  and  mention  specifically  what 
he  should  watch  for. 

In  several  of  my  recent  annual  reports,  I 
have  called  attention  to  court  decisions  rendered 
in  various  jurisdictions  throughout  the  country, 
advancing  the  principle  that  before  a patient  is 
submitted  to  treatment  or  operations  which  may 
have  serious  side  effects  he  must  have  been 
given  an  adequate  explanation  of  what  is  to  be 
done  and  what  the  risks  are  so  that  he  may  give 
an  informed  consent  prior  to  treatment. 

Recently  in  several  cases,  plaintiffs  have 
sought  to  avoid  waiting  for  trials  by  moving 
for  summary  judgment.  The  moving  papers 
aim  to  demonstrate  that  no  valid  defense  is 
possible  to  the  charges  made,  and  hence,  the 
judge  should  order  the  answer  stricken  and 
further  that  an  assessment  of  damages  is  called 
for. 

I have  commented  in  the  past  on  cases  in- 
volving serum  hepatitis  from  transfusions  and 
pointed  out  that  the  furnishing  of  blood  to  a 
patient  in  a hospital  does  not  create  a situation 
of  implied  warranty  of  fitness  for  use.  The 
courts,  realizing  that  there  is  no  sure  way  of 
finding  out  whether  or  not  a donor  may  have  at 
sometime  in  the  past  had  jaundice,  have  re- 
fused to  put  the  burden  of  indemnifying  the 
patient  on  the  hospital  for  injuries  sustained 
because  of  the  blood-induced  hepatitis.  How- 
ever, a word  of  caution  should  be  issued.  A 
Florida  case  found  that  the  chief  of  pathology 
at  a hospital  owned  part  of  a commercial  lab- 
oratory from  which  blood  was  obtained,  and 
there  was  proof  that  the  questioning  of  the 
donors  was  handled  in  a haphazard  manner, 
and,  hence,  liability  was  imposed.  Recently,  a 
case  involving  serum  hepatitis  was  tried  in 
New  Jersey,  and  the  Court  of  Appeals  was  dis- 
satisfied with  the  narration  of  the  manner  and 
respect  in  which  the  blood  was  obtained  and 
then  processed  by  the  hospital,  so  it  sent  the 
case  back  for  further  study.  The  scientists  are 
working  on  the  problem  of  trying  to  get  a fool- 
proof method  of  checking  the  blood  which  has 
been  obtained  from  donors  so  that  the  threat  of 
hepatitis  may  be  eliminated,  and,  certainly,  if 
such  a test  comes  about,  it  cannot  be  adopted 
fast  enough.  Several  of  these  cases  involving 
blood-induced  hepatitis  have  been  brought  be- 
cause the  hospitals  where  the  transfusions  took 
place  were  extremely  aggressive  about  collect- 
ing their  bills  for  the  treatment  of  the  hepa- 
titis. I would  say  that  this  is  a situation  which 
calls  for  great  consideration  of  the  patient  and 
his  financial  problems. 

We  have  had  several  disappointing  reversals 
of  defendants’  verdicts  by  Appellate  Courts, 
and  some  of  these  opinions  of  recent  date  have 
been  harsh.  In  a case  I recently  tried,  the 
judge,  to  my  chagrin,  kept  repeating  over  and 
over  again  that  the  slightest  suggestion  of  neg- 
ligence on  the  part  of  the  defendant  would  be 


enough  to  send  the  case  to  the  jury.  Fortu- 
nately for  the  doctor  and  the  codefendant  hos- 
pital, both  won. 

I think  that  any  doctor  who  has  been  through 
a long  malpractice  case  is  a better  doctor  for  it, 
but  it  is  not  a form  of  therapy  that  I would 
recommend.  We  must  always  try  to  overcome 
the  natural  sympathy  one  has  for  a person  who 
has  been  injured  and  put  to  great  expense,  and 
the  feeling  of  some  jurors  that  there  should  be 
recompense  from  the  nearest  involved  solvent 
person  for  every  disaster. 

The  following  is  a warning  to  doctors,  par- 
ticularly to  those  in  rural  and  suburban  areas : 
Great  discretion  should  be  exercised  in  discuss- 
ing the  actions  of  fellow  professionals  at  social 
gatherings  or  in  conversations  with  lawyer 
friends.  Recently,  I sat  in  on  a conference  in  a 
rural  area  with  lawyers  from  a large  nearby 
city  where  it  was  perfectly  evident  that  a local 
lawyer  had  first  learned  of  the  matter  through 
professional  friends,  but  not  wanting  to  appear 
willing  to  take  a suit  against  a local  physician, 
he  sent  the  case  to  a lawyer  some  distance  away. 

Office  and  Hospital  Records.  Chapters  could 
be  written  about  accurate  and  timely  notes  both 
in  office  and  hospital  records.  These  notes 
should  exhibit  neither  pique  nor  humor  but 
should  indicate  a regard  for  the  patient’s  best 
interests.  Certainly,  a doctor  should  read  the 
nurses’  notes  when  he  comes  to  see  the  patient. 
We  were  embarrassed  by  a doctor  who  said  that 
“I  don’t  read  the  nurses’  notes  but  talk  to  the 
nurse  in  charge,”  when  it  was  subsequently  dis- 
covered that  the  chief  nurse  was  usually  not  on 
duty  when  he  saw  the  patient. 

To  show  the  nationwide  importance  of  this 
whole  malpractice  situation,  you  may  remember 
that  in  my  report  last  year  I called  attention  to 
a booklet  prepared  by  Eli  P.  Bernzweig  for 
doctors  in  the  U.S.  Public  Health  Service.  I 
just  received  a notice  from  the  Assistant  Sur- 
geon General,  Director  of  the  Community 
Health  Service,  Department  of  Health,  Educa- 
tion, and  Welfare,  that  Mr.  Bernzweig  will 
serve  “in  the  newly-created  position  of  Special 
Assistant  for  Malpractice  Research  and  Pre- 
vention.” The  director  states  the  following: 

“.  . . The  root  causes  of  claims  will  be  in- 
vestigated as  will  their  ultimate  consequences 
not  only  to  health  professional  and  patient 
alike,  but  to  hospitals,  other  health  facilities, 
and  insurance  carriers  as  well.  ...  It  is  an- 
ticipated that  this  joint  effort  of  the  public 
and  private  sectors  in  both  basic  research  and 
the  appliance  of  research  findings  will  con- 
tribute greatly  to  the  ultimate  reduction  of 
the  incidence  of  malpractice  and  the  number 
of  malpractice  claims.” 

Particularly  bearing  in  mind  the  recent  deci- 
sion extending  the  statute  of  limitations  in  for- 
eign body  cases,  Frank  Appleton,  of  H.  F. 
Wanvig,  Inc.,  has  asked  me  to  comment  on  the 
length  of  time  that  a doctor  should  keep  his  rec- 
ords. Much  of  the  records  is  of  no  great  im- 
portance and  could,  with  some  discretion  of  I 
choice,  be  discarded  after  a reasonably  short 
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interval  of  time  has  passed  following  treatment. 
I would  not  like  to  see  the  doctors  in  New  York 
State  bothered  by  a statute  which  apparently 
exists  in  Massachusetts  that  requires  emer- 
gency room  records,  and  perhaps  other  records, 
be  kept  for  fifty-five  years.  In  the  past  we 
have  usually  suggested  that  doctors  keep  their 
records  for  six  years  after  the  last  date  of 
treatment,  but  I am  inclined  to  think  that  ten 
years  would  be  a safer  length  of  time.  A re- 
cent publication  of  the  American  Medical  Asso- 
ciation, Judicial  Council:  Opinions  and  Re- 

ports, discusses  the  following  subjects  on  pages 
56  and  57:  “Retention  of  Records  After  Re- 

tirement,” “Disposal  of  Records  After  Retire- 
ment,” and  “Sale  or  Purchase  of  Physician’s 
Records.”  The  great  part  of  a surgeon’s  rec- 
ords that  might  be  of  importance  to  a subse- 
quently treating  physician  could  probably  be 
found  in  the  hospital  records.  Chayet  points 
out  that  some  states  have  statutes  of  limitations 
which  do  not  begin  to  run  until  the  last  treat- 
ment of  the  individual  by  the  physician,  regard- 
less of  when  the  injury  was  inflicted  or  when 
the  patient  discovered  he  had  been  injured.  It 
is  important  to  keep  in  mind  that  in  the  case  of 
children  the  statute  does  not  begin  to  run  until 
the  twenty-first  birthday.  Also,  any  fraudu- 
lent act  prevents  the  statute  from  running. 

Acknowledgments.  In  closing,  I express  my 
deep  gratitude  to  the  officers,  Board  of  Trustees, 
and  the  Council  of  the  State  Medical  Society 
who  have  been  so  patient  with  me;  to  Henry  I. 
Fineberg,  M.D.,  and  J.  Richard  Burns,  Esq., 
who  as  the  executive  officers  of  the  Society,  have 
put  a great  deal  of  their  time  and  advice  at  my 
disposal;  and  to  Arthur  Mannix,  M.D.,  and  the 
other  members  of  the  Malpractice  Insurance 
and  Defense  Board  who  aid  in  the  solution  of 
the  many  problems  that  are  presented.  I only 
hope  that  the  Employers  Insurance  of  Wausau 
will  continue  to  provide  the  coverage  for  our 
malpractice  cases.  They  are  most  anxious  to 
assist  us  in  every  way,  and  I am  most  grateful 
to  John  E.  Linster,  vice-president  of  the  Claims 
Department,  as  well  as  Messrs.  Marx,  Hanner, 
Bourbeau,  Gordon,  Andreotta,  Tonn,  Ressa,  and 
McIntyre  of  the  New  York  office  who  provide 
us  with  everything  one  could  reasonably  expect 
and  more.  In  our  upstate  work  Messrs.  Boll- 
man,  Duggan,  Ungar,  and  Byrne,  in  the  Syra- 
cuse office,  and  Mr.  Lester,  in  the  Buffalo  office, 
are  a tower  of  strength  to  us.  Frank  Appleton, 
who  succeeded  James  Arnold  as  president  of 
H.  F.  Wanvig,  Inc.,  is  probably  one  of  the  coun- 
try’s authorities  on  the  subject  of  malpractice 
insurance,  and  he  manages  the  program  in  an 
exceedingly  able  fashion.  To  Frank  and  his  as- 
sociates, George  Wright  and  Tom  Baldwin,  and 
all  the  folks  in  their  office,  we  extend  the  So- 
ciety’s thanks. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 


The  committee  was  impressed  with  the  ex- 
tent of  the  report  of  Legal  Counsel.  In  addi- 
tion, we  were  impressed  with  the  many  hours 
of  work  involving  the  Legal  Counsel  in  the 
every  day  operations  of  the  Society.  We, 
again,  wish  to  express  the  thanks  of  the  So- 
ciety to  our  Counsel  and  his  colleagues  for 
maintaining  their  high  standards. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows : 

William  P.  Reed,  M.D.,  Chairman 

Westchester 


Theodore  J.  Prowda,  M.D Oneida 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  M.  D’Angelo,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 


The  Judicial  Council  is  pleased  to  report  that 
no  appeals  were  presented  during  the  year  and, 
therefore,  no  meetings  were  held. 

Respectfully  submitted, 

William  P.  Reed,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

The  committee  is  again  appreciative  of  the 
fact  that  the  Judicial  Council  was  not  required 
to  meet  during  the  past  year. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Constitution  and 
Bylaws  consists  of  the  following  members : 


John  E.  Lowry,  M.D.,  Chairman Queens 

Marvin  Brown,  M.D Oswego 

Leo  S.  Drexler,  M.D Kings 


William  F.  Martin,  Esq.,  ex  officio 

New  York 

The  committee  has  reviewed  and  reported  to 
the  Council  on  proposed  revisions  or  amend- 
ments to  the  constitutions  and/or  bylaws  sub- 
mitted by  the  medical  societies  of  the  counties 
of  Dutchess,  Jefferson,  Livingston,  Orange,  and 
Suffolk  since  the  last  meeting  of  the  House  of 
Delegates.  Several  changes  were  recommended 
by  members  of  the  committee,  legal  counsel,  and 
the  State  Medical  Society  staff. 

The  Council,  at  its  January  meeting,  adopted 
the  committee’s  recommendations  that  the  re- 
vised bylaws  of  Dutchess  County  Medical  So- 
ciety and  the  revised  constitution  and  bylaws  of 
the  Medical  Society  of  the  County  of  Living- 
ston be  approved,  and  the  recommended 
changes  be  transmitted  to  these  county  medi- 
cal societies. 

On  recommendation  of  the  committee,  the 
Council,  at  its  May  meeting,  approved  proposed 
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amendments  to  the  constitution  and  bylaws  of 
the  Medical  Society  of  Jefferson  County. 

The  Council,  at  its  September  meeting, 
adopted  the  committee’s  recommendations  that 
(1)  proposed  amendments  to  the  constitution 
and  bylaws  of  the  Medical  Society  of  the  County 
of  Orange  be  approved  with  the  recommended 
changes,  and  (2)  proposed  amendments  to  the 
constitution  and  bylaws  of  the  Suffolk  County 
Medical  Society  be  approved  with  the  following 
two  exceptions:  (a)  Bylaws,  Chapter  1,  Mem- 
bership, Article  6,  was  disapproved  because  it 
conflicts  with  the  constitution  and  bylaws  of  the 
Suffolk  County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York,  and  (6) 
Bylaws,  Chapter  1,  Life  Membership,  Article  7, 
was  disapproved  pending  action  on  resolution 
69-72  by  the  House  of  Delegates  at  its  1970 
meeting. 

Proposed  amendments  to  the  constitutions 
and  bylaws  of  the  following  county  medical 
societies  are  being  considered:  Albany,  Sche- 
nectady, Steuben,  and  Westchester  Counties. 
Any  action  taken  by  the  Council  at  its  No- 
vember or  January  meetings  on  these  proposals 
will  be  given  in  a supplementary  report. 

The  chairman  extends  his  sincere  thanks  to 
his  committee  members,  J.  Richard  Burns,  Esq., 
legal  counsel,  and  Miss  Mary  Singer  of  the 
State  Medical  Society  staff  for  their  help. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee  has  reviewed  the 
report  of  the  Committee  on  Constitution  and 
Bylaws.  The  committee  notes  the  increased 
amount  of  work  being  performed  by  this  com- 
mittee and  approves  of  its  work  and  commends 
it  for  its  diligence. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

New  York  Delegation  to  the  AMA  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  New  York  Delegation  to  the  118th  an- 
nual convention  of  the  American  Medical  As- 
sociation, held  in  New  York  City  July  13  to  17, 
1969, included : 

Delegates:  Renato  J.  Azzari,  M.D.,  James 

M.  Blake,  M.D.,  Charles  M.  Brane,  M.D.,  John 
Lee  Clowe,  M.D.,  Albert  H.  Douglas,  M.D., 
Ralph  S.  Emerson,  M.D.,  Irving  L.  Ershler, 
M.D.,  Henry  I.  Fineberg,  M.D.,  John  M.  Gal- 
braith, M.D.,  Carl  Goldmark,  Jr.,  M.D.,  Walter 
T.  Heldmann,  M.D.,  Milton  Helpern,  M.D., 
George  Himler,  M.D.,  R.  Scott  Howland,  M.D., 
Edward  C.  Hughes,  M.D.,  Joseph  J.  Kaufman, 
M.D.,  John  F.  Kelley,  M.D.,  Norman  S.  Moore, 
M.D.,  Bernard  J.  Pisani,  M.D.,  William  B. 
Rawls,  M.D.,  Lester  R.  Tuchman,  M.D.,  Samuel 
Wagreich,  M.D.,  C.  Stewart  Wallace,  M.D., 
Carlton  E.  Wertz,  M.D.,  Waring  Willis,  M.D., 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  and  James 


A.  Moore,  M.D.,  (Alternate  delegate  serving 
for  Walter  Scott  Walls,  M.D.). 

Alternate  Delegates:  George  J.  Lawrence, 

Jr.,  M.D.,  and  Irving  M.  Pallin,  M.D. 

Section  Delegates:  George  F.  Reed,  M.D., 

Section  on  Otorhinolaryngology,  and  Maus  W. 
Steams,  Jr.,  M.D.,  Section  on  Colon  and  Rectal 
Surgery. 

AMA  incoming  president:  Gerald  D.  Dor- 

man, M.D. 

State  Medical  Society  Staff:  J.  Richard 

Burns,  Esq.,  assistant  executive  vice-president; 
Guy  Beaumont,  director,  Division  of  Com- 
munications; Gretchen  Wunsch,  executive  as- 
sistant; William  Hammond,  M.D.,  editor,  New 
York  State  Journal  of  Medicine;  Samuel  Z. 
Freedman,  M.D.,  director,  Division  of  Stand- 
ards of  Medical  Care;  Harry  D.  Kruse,  M.D., 
director,  Division  of  Planning  and  Research; 
George  P.  Farrell,  director,  Division  of  Medi- 
cal Services;  George  W.  Forrest,  Jr.,  assistant 
to  the  executive  vice-president;  Mary  T.  Pol- 
itano,  coordinator,  MSSNY  House  of  Dele- 
gates; Richard  Klemfuss,  coordinator,  Public 
and  Professional  Relations;  George  Bohot,  ed- 
itor of  News  of  New  York ; and  Coleman  Fine- 
berg, Gerald  Sullivan,  William  Baltaks,  and 
Harry  Dexter,  field  representatives. 

County  Medical  Society  Executives:  Don- 

ald M.  Irish,  Monroe;  Kurt  Rosenberg,  M.D., 
Queens;  Richard  Treccase,  Erie;  and  Stephen 
K.  Leech,  Onondaga. 

In  Memoriam:  William  L.  Wheeler,  Jr., 

M.D.,  a member  of  the  delegation  for  many 
years,  died  on  June  27,  1969,  in  Nairobi,  Kenya. 
The  delegation  honored  the  memory  of  Dr. 
Wheeler  with  a moment  of  silence  at  its  first 
meeting. 

The  delegation  held  several  meetings,  one  on 
Saturday,  July  12,  at  5:00  P.M.,  followed  by  a 
reception  and  dinner  at  7:30  P.M.,  and  break- 
fast conferences  on  Monday,  Tuesday,  Wednes- 
day, and  Thursday  mornings.  Informal  lunch- 
eons were  available  to  the  delegation  on  Mon- 
day, Tuesday,  Wednesday,  and  Thursday. 

Candidates  for  various  offices  in  the  AMA 
appeared  at  the  breakfast  meetings  of  the  New 
York  delegation.  Dr.  Himler  and  Dr.  Fine- 
berg appeared  before  many  of  the  other  dele- 
gations in  support  of  Dr.  Fineberg’s  candidacy 
for  trustee. 

Matters  coming  before  the  House  were  dis- 
cussed; actions  were  taken  on  specific  issues; 
and  assignments  were  made. 

Resolutions.  Ten  resolutions  were  intro- 
duced by  the  New  York  delegation.  Actions 
taken  by  the  AMA  House  of  Delegates  were  as 
follows: 

1.  Resolution  A — “Preservation  and  Expan- 
sion of  Hospital  Schools  of  Nursing,”  referred 
to  Reference  Committee  G (Clarence  S.  Livin- 
good,  M.D.,  chairman).  The  text  of  the  resolu- 
tion follows : 

Whereas,  The  shortage  of  adequately 
trained  registered  nurses  is  becoming  in- 
creasingly acute;  and 

Whereas,  A sufficient  number  of  well- 
trained  registered  nurses  is  essential  to  good 
medical  care;  and 
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Whereas,  At  present,  most  registered 
nurses  are  graduates  of  the  rapidly  disap- 
pearing hospital  schools  of  nursing;  and 

Whereas,  There  is  no  demonstrable  evi- 
dence that  schools  of  nursing  other  than  hos- 
pital schools  can  supply  an  adequate  number 
of  qualified  bedside  nurses;  and 

Whereas,  The  American  Medical  Associa- 
tion has  been  unsuccessful  in  promoting  the 
preservation  and  expansion  of  hospital 
schools  of  nursing;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation take  appropriate  positive  action  de- 
signed to: 

1.  Preserve  existing  hospital  schools  of 
nursing. 

2.  Improve  existing  hospital  schools. 

3.  Encourage  the  establishment  of  new 
hospital  schools. 

4.  Establish  liaison  with  the  American 
Nurses  Association,  National  League 
for  Nursing,  and  other  associations 
necessary  for  effective  action  to  achieve 
these  objectives. 

The  following  substitute  resolution  for  reso- 
lution 4,  “Preservation  and  Expansion  of  Hos- 
pital Schools  of  Nursing  and  the  following 
resolutions  submitted  by  other  delegations,” 
resolution  35,  “Licensed  Practical  Nurses  and 
Diploma  Nursing  Programs,”  resolution  49, 
“Patient  Care  in  Hospitals,”  and  resolution  75, 
“Recruitment  for  Nurses  and  Paramedical  Per- 
sonnel,” was  recommended  by  the  reference 
committee : 

Resolved,  That  the  American  Medical  As- 
sociation reaffirm  its  support  of  all  forms  of 
nursing  education  including  baccalaureate, 
diploma,  associate,  and  practical  nurse  edu- 
cation programs;  and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation encourage  the  continuation  of  Fed- 
eral, state,  and  local  subsidies  to  schools  of 
nursing  education,  and  be  it  further 

Resolved,  That  the  American  Medical  As- 
sociation take  appropriate  action  in  consul- 
tation with  the  professional  and  vocational 
nurses’  associations,  American  Hospital  As- 
sociation, and  other  concerned  groups  to  in- 
crease the  enrollment  in  diploma  schools  and 
practical  nurse  education  programs,  and  be  it 
further 

Resolved,  That  appropriate  steps  be  taken 
by  the  American  Medical  Association  to  en- 
courage recruitment  into  the  health  profes- 
sions of  health-oriented  personnel  released 
from  the  Armed  Services,  that  the  coopera- 
tion of  allied  health  professions  and  voca- 
tions be  sought  in  this  effort,  and  that  such 
action  be  referred  to  the  Board  of  Trustees 
and  its  Council  on  Health  Manpower  for  im- 
plementation. 

Action:  The  House  voted  to  adopt  this  reso- 
lution as  amended. 

2.  Resolution  5 — “Participation  of  Volun- 
tary Staff  Physicians  in  the  Determination  of 
Professional  Policies  in  Accredited  Hospitals,” 
referred  to  Reference  Committee  D (Milton 


Helpem,  M.D.,  chairman).  The  text  of  the 
resolution  follows : 

Whereas,  voluntary  hospitals  are  held  in 
trust  for  their  community  by  their  Boards  of 
Trustees;  and 

Whereas,  Some  voluntary  hospitals  have 
excluded  their  voluntary  staff  physicians 
from  meaningful  participation  and  responsi- 
bility in  advising  their  trustees  and  estab- 
lishing policy  in  professional  matters  within 
the  hospital ; and 

Whereas,  Voluntary  staff  physicians  usu- 
ally provide  the  majority  of  direct  care  to 
patients  in  hospitals ; therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation request  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  make  the  fol- 
lowing composition  of  medical  boards  a pre- 
requisite for  its  approval  of  hospitals: 

All  accredited  hospitals  shall  be  required 
to  have  medical  boards  which,  in  addition 
to  the  membership  required  by  the  Joint 
Commission  on  Accreditation  of  Hospitals 
and  the  local  State  Hospital  Code,  shall  be 
composed  of  physicians,  hospital-based  and 
voluntary,  to  be  elected  in  a democratic 
manner  by  the  entire  attending  staff  of  the 
hospital.  These  medical  boards  shall  ad- 
vise the  governing  board  of  the  hospital 
on  policy  requiring  medical  judgment  and 
skill,  and  on  matters  relating  to  the  by- 
laws, rules,  and  regulations  of  the  profes- 
sional staff. 

Reference  Committee  D recommended  that 
resolution  5 be  adopted  with  the  following 
substitute  Resolved: 

Resolved,  That  the  AMA  Commissioners  to 
the  Joint  Commission  on  Accreditation  of 
Hospitals  urge  the  Joint  Commission  to  in- 
sure that  that  body  which  carries  out  the 
governing  function  of  the  medical  staff  shall 
be  representative  of  the  medical  staff,  both 
hospital-based  and  voluntary,  and  that  this 
body  shall  advise  the  governing  board  of  the 
hospital  on  policy  regarding  medical  judg- 
ment and  skill  and  on  matters  relating  to  the 
bylaws,  rules,  and  regulations  of  the  medical 
staff. 

Action:  The  House  voted  to  adopt  this  reso- 
lution as  amended. 

3.  Resolution  6 — “Judicial  Council  of  Amer- 
ican Medical  Association  to  Receive  all  Com- 
plaints on  Discrimination,”  referred  to  Refer- 
ence Committee  on  Amendments  to  Constitu- 
tion and  Bylaws  (Robert  A.  Murray,  M.D., 
chairman).  The  text  of  the  resolution  follows: 
Whereas,  Discrimination  in  a component 
society  of  the  American  Medical  Association 
because  of  color,  creed,  race,  religion,  or 
ethnic  origin  is  prohibited  by  the  Associa- 
tion’s Bylaws;  and 

Whereas,  Any  discrimination  which  inter- 
feres with  a physician’s  ability  to  pursue  his 
profession  to  the  best  of  his  ability  is  both 
illegal  and  immoral ; and 

Whereas,  The  power  of  informed  public 
opinion  remains  a strong  corrective ; and 
Whereas,  The  Judicial  Council  of  the 
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American  Medical  Association  is  already  em- 
powered to  receive  all  complaints  of  alleged 
discrimination;  therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation ask  the  Judicial  Council,  when  it 
receives  complaints  of  alleged  discrimination, 
to  enumerate  the  number  and  location  of 
those  complaints  where,  in  the  judgment  of 
the  Judicial  Council,  a reasonable  supposi- 
tion exists  that  discrimination  because  of 
color,  creed,  race,  religion,  or  ethnic  origin 
may  be  present. 

Action:  The  House  voted  to  not  adopt  this 

resolution. 

4.  Resolution  7 — “Budget  and  Finance  Com- 
mittee for  the  American  Medical  Association,” 
referred  to  Reference  Committee  F (Robert  B. 
Hunter,  M.D.,  chairman).  The  text  of  the 
resolution  follows: 

Whereas,  The  Constitution  and  Bylaws  of 
the  American  Medical  Association  do  not 
specifically  designate  a budget,  finance,  or 
audit  committee ; and 

Whereas,  Chapter  III,  Section  2,  of  the 
Bylaws  vests  authority  for  the  appropria- 
tion of  funds  in  the  Board  of  Trustees;  and 
Whereas,  The  functions  of  a budget  com- 
mittee have  hitherto  been  performed  by  a 
subcommittee  of  the  Board  of  Trustees;  and 
Whereas,  The  preparation  of  an  annual 
budget  and  the  supervision  of  the  finances 
of  so  large  an  organization  are  demanding 
and  time  consuming  functions  which,  in  most 
associations  of  this  nature,  are  vested  in  a 
committee  specifically  designated  for  those 
purposes ; therefore  be  it 

Resolved,  That  the  Constitution  and  By- 
laws of  the  American  Medical  Association  be 
amended  to  create  a Budget  and  Finance 
Committee  of  the  House  of  Delegates,  to  be 
elected  by  the  House,  for  the  purpose  of  over- 
seeing the  preparation  of  the  annual  budget, 
submitting  it  for  final  approval  by  the  Board 
of  Trustees,  and  of  advising  the  Board  on  the 
expenditure  of  the  Association’s  funds;  and 
be  it  further 

Resolved,  That  the  Secretary-Treasurer  of 
the  American  Medical  Association  be  an  ex 
officio  member  of  the  Budget  and  Finance 
Committee  so  created. 

Action:  The  House  voted  to  adopt  the  fol- 

lowing substitute  resolution : 

Resolved,  That  the  Finance  Committee  of 
the  Board  of  Trustees  meet  in  advance  of 
each  annual  convention  with  the  reference 
committee  to  which  the  annual  financial 
statement  will  be  referred  for  presentation 
and  discussion  of  more  detailed  budget  and 
financial  data  of  the  Association,  so  that  the 
reference  committee  will  be  able  to  make  a 
more  meaningful  evaluation  for  the  House 
of  Delegates  of  the  annual  financial  state- 
ment. 

5.  Resolution  8 — “Hospital  Inspections  for 
Accreditation,”  referred  to  Reference  Commit- 
tee D (Milton  Helpern,  M.D.,  chairman).  The 
text  of  the  resolution  follows : 

Whereas,  At  the  present  time  in  the  State 


of  New  York  all  hospitals  are  undergoing 
dual  inspections  for  accreditation,  that  is 
one  by  the  New  York  State  Department  of 
Health  and  one  by  the  Joint  Commission  on 
Accreditation  of  Hospitals;  and 

Whereas,  The  evaluators,  as  experienced 
by  the  hospitals  in  New  York  State,  have 
repeatedly  contradicted  each  other  so  that 
changes  that  have  been  made  by  hospitals  to 
conform  with  the  criticisms  of  one  accredita- 
tion evaluator  have  had  to  be  undone  to  con- 
form with  the  criticisms  of  the  other;  there- 
fore be  it 

Resolved,  That  the  American  Medical  As- 
sociation take  appropriate  steps  to  improve 
the  timing,  coordination,  and  efficiency  of  in- 
spection procedures  by  the  JCAH  and  state 
inspection  agencies. 

The  reference  committee  recommended  the 
adoption  of  resolution  8 with  the  following 
amended  Resolved: 

Resolved,  That  the  AMA  Commissioners  to 
the  Joint  Commission  on  Accreditation  of 
Hospitals  urge  the  Joint  Commission  to  in- 
vestigate the  possibility  of  appropriate 
liaison  with  state  inspection  agencies  so  as 
to  improve  the  timing,  coordination,  and  effi- 
ciency of  survey  procedures. 

Action:  The  House  voted  to  adopt  this  reso- 
lution as  amended. 

6.  Resolution  9 — “Participation  of  Doctors 
on  Hospital  Staffs  in  Building  Programs,”  re- 
ferred to  Reference  Committee  D (Milton  Hel- 
pern, M.D.,  chairman).  The  text  of  the  resolu- 
tion follows: 

Whereas,  Some  physicians  have  been  de- 
nied hospital  privileges  because  they  did  not 
pledge  certain  monies  to  hospital  building 
funds;  and 

Whereas,  The  Judicial  Council  of  the 
American  Medical  Association  deplores  the 
practice  of  coercing  physicians  to  contribute 
to  hospital  building  funds  and  other  pro- 
grams; therefore  be  it 

Resolved,  That  the  American  Medical  As- 
sociation ask  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  to  urge  hospitals 
throughout  the  country  to  encourage  physi- 
cians to  participate  in  building  programs  on 
a voluntary  basis  and  to  refrain  from  coerc- 
ing them  by  the  threat  of  loss  of  privileges; 
and  be  it  further 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
make  proof  of  such  coercion  cause  for  the 
suspension  or  withdrawal  of  its  accredita- 
tion. 

Action:  The  House  voted  not  to  adopt  this 

resolution. 

7.  Resolution  10 — “Incentive  for  Medical 
Students,  After  Graduation,  to  Practice  as 
Generalists,  Pediatricians,  and  Internists,”  re- 
ferred to  Reference  Committee  C (E.  M.  Smith, 
M.D.,  chairman).  The  text  of  the  resolution 
follows: 

Whereas,  A crisis  exists  in  medicine  in 
that  an  insufficient  number  of  physicians  are 
available  for  family  practice;  therefore  be  it 
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Resolved,  That  the  American  Medical  As- 
sociation recommend  to  all  medical  schools 
within  the  country  that  programs  be  initi- 
ated to  encourage  medical  students  to  enter 
family  practice  in  the  status  of  internists, 
pediatricians,  and  general  practitioners. 

The  reference  committee  recommended  the 
adoption  of  the  following  substitute  resolution : 
“Incentive  for  Medical  Students,  After  Grad- 
uation, to  Practice  as  Family  Practitioners,  Pe- 
diatricians, and  Internists,”  (deleted  material 
lined  through;  added  material  underlined). 

Whereas,  A crisis  exists  in  medicine  in 
that  an  insufficient  number  of  physicians  is 
available  for  family  practice;  and 

Whereas,  The  American  Board  of  Family 
Practice  has  been  approved  by  the  Liaison 
Committee  for  Specialty  Boards  of  the  Coun- 
cil on  Medical  Education  and  the  Advisory 
Board  for  Medical  Specialties;  now  there- 
fore be  it 

Resolved,  That  the  American  Medical  As- 
sociation recommend  to  all  American  medical 
schools  that  programs  be  initiated  to  encour- 
age students  to  enter  family  practice;  and  be 
it  further 

Resolved,  That  medical  schools  be  urged  to 
establish  appropriate  professional  units, 
such  as  departments  of  family  practice,  for 
the  development  of  programs  in  family  prac- 
tice. 

Action:  The  House  voted  to  adopt  the  sub- 
stitute resolution. 

8.  Resolution  11 — “Approval  of  Unofficial 
AMA  Hospitality  Suite  Committee,”  referred 
to  Reference  Committee  H (0.  K.  Niess,  M.D., 
chairman).  The  text  of  the  resolution  follows: 

Whereas,  An  informal,  unofficial  commit- 
tee composed  of  medical  society  delegates,  of- 
ficers, and  executives  has  been  meeting  an- 
nually to  consider  the  maintenance  and  con- 
duct of  medical  society  hospitality  suites  at 
AMA  conventions;  and 

Whereas,  This  self-perpetuating  commit- 
tee has  over  the  years  been  developing  cri- 
teria and  guidelines  relative  to  the  mainte- 
nance of  such  suites;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  go 
on  record  as  expressing  its  appreciation  to 
the  committee  for  its  efforts  over  the  years; 
and  be  it  further 

Resolved,  That  the  House  of  Delegates  ex- 
press its  approval  of  such  a committee  and 
request  that  it  continue  its  existence  on  a 
voluntary  basis ; and  be  it  further 

Resolved,  That  its  recommendations  and 
guidelines  be  published  from  time  to  time  in 
the  Delegates  Handbook  for  the  information 
of  medical  societies  concerned. 

Action:  The  House  voted  to  adopt  this  reso- 
lution. 

9.  Resolution  11U — “Credit  Card  Payments 
to  Physicians,”  referred  to  Reference  Commit- 
tee H (0.  K.  Niess,  M.D.,  chairman).  The  text 
of  the  resolution  follows : 

Whereas,  Various  banks  and  commercial 
credit  card  corporations  have  waged  a sud- 
den and  aggressive  campaign  to  persuade 


physicians  to  accept  the  credit  card  mecha- 
nism for  payment  of  medical  fees;  and 

Whereas,  By  accepting  this  method  of 
payment,  physicians  may  ultimately  be 
judged  on  the  basis  of  the  number  of  differ- 
ent credit  cards  they  will  accept,  rather  than 
on  their  skills;  and 

Whereas,  By  adopting  the  use  of  such 
credit  cards  in  their  practices,  physicians  be- 
come the  agents  of  commercial  enterprises 
and  indirectly  engage  in  advertising;  and 
Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
1966,  declared  it  unethical  for  any  New  York 
State  physician  to  accept  credit  card  pay- 
ment of  medical  fees  and  reaffirmed  this 
stand  at  its  1967  and  1968  annual  meetings; 
and 

Whereas,  Many  other  state  medical  socie- 
ties have  taken  similar  action;  therefore  be  it 
Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  declare 
that  acceptance  by  its  physician  members  of 
credit  card  payment  for  their  medical  serv- 
ices is  unethical. 

Action:  The  House  voted  to  refer  this  reso- 
lution to  the  AMA’s  Judicial  Council. 

10.  Resolution  115 — “Auditing  of  Physi- 
cians’ Records  in  Government  Programs,”  re- 
ferred to  Reference  Committee  A (H.  Close 
Hesseltine,  M.D.,  chairman).  The  text  of  the 
resolution  follows : 

Whereas,  Government  financed  health 
care  programs  usually  place  the  responsibil- 
ity for  the  quality  and  availability  of  health 
services  on  state  and  local  government  offi- 
cials or  other  program  administrators;  and 
Whereas,  In  many  instances,  those  admin- 
istrators or  officials  have  considered  this  to 
require  that  audits  of  the  quality  of  medical 
services  be  conducted;  and 

"Whereas,  The  responsibility  for  the  audit 
of  inhospital  services  has  generally  been  del- 
egated to  hospital  audit  committees  which 
conduct  such  audits  on  a peer  review  basis; 
and 

Whereas,  Peer  review  audit  systems  ap- 
plicable to  ambulatory  services  rendered  in 
physicians’  offices  have  not  been  developed; 
and 

Whereas,  This  lack  of  an  established  sys- 
tem has  encouraged  some  local  program 
administrators  to  institute  on-site  audits  in 
physicians’  offices ; and 

Whereas,  Such  audits  do  not  necessarily 
include  peer  review ; and 

Whereas,  Such  audits  raise  the  question 
of  the  physician’s  responsibility  for  the  con- 
fidentiality of  his  patients’  records;  and 
Whereas,  The  medical  profession,  through 
the  AMA  and  the  constituent  and  component 
medical  associations,  has  assumed  responsi- 
bility for  maintaining  the  quality  of  patient 
care  in  general,  including  that  rendered  un- 
der government  supported  or  sponsored  pro- 
grams; and 

Whereas,  Physicians  have  demonstrated 
their  impartiality,  objectivity,  and  reliabil- 


June  1,  1970  / New  York  State  Journal  of  Medicine  1427 


ity  in  auditing  and  self -policing  in  their  con- 
duct of  inhospital  audit  committees  and  can 
be  expected  to  perform  equally  well  in  the 
field  of  office  audits,  once  appropriate  proce- 
dures have  been  established;  therefore  be  it 
Resolved,  That  the  American  Medical  As- 
sociation request  its  Counsel  to  study  the  le- 
gality of  on-site  audits  in  physicians’  offices, 
their  permissible  extent  and  nature,  and  how 
they  affect  the  confidentiality  of  physicians’ 
records  on  their  patients;  and  be  it  further 
Resolved,  That  the  American  Medical  As- 
sociation express  its  firm  opposition  to  on- 
site auditing  in  physicians’  offices  of  tax-sup- 
ported programs  by  representatives  of  gov- 
ernmental agencies;  and  be  it  further 

Resolved,  That  auditing  procedures  be  de- 
veloped as  a peer  review  program  where  re- 
quired by  tax-supported  plans;  and  be  it  fur- 
ther 

Resolved,  That  the  American  Medical  As- 
sociation urge  that  any  problems  which  may 
arise  between  physicians  and  intermediaries 
or  between  physicians  and  local,  county, 
state,  or  Federal  governmental  agencies  be 
referred  to  the  local  peer  review  committee. 
Action:  The  House  voted  to  adopt  this  reso- 
lution. 

Reference  Committees.  The  following  mem- 
bers of  the  New  York  Delegation  served  on 
reference  committees : 

Committee  A,  Dr.  Wallace;  Committee  B,  Dr. 
Blake;  Committee  C,  Dr.  Emerson;  Committee 
D,  Dr.  Helpern;  and  Committee  F,  Dr.  Willis. 

Observers  at  reference  committee  hearings, 
designated  by  the  chairman  of  the  New  York 
delegation,  were : Amendments  to  Constitution 
and  Bylaws,  Dr.  Douglas;  Committee  A (In- 
surance and  Medical  Services),  Dr.  Kelley; 
Committee  B (Legislation),  Dr.  Tuchman  and 
Dr.  Heldmann;  Committee  C (Health  Man- 
power and  Medical  Education),  Dr.  Wurz- 
bach;  Committee  D (Hospitals),  Dr.  Pallin; 
Committee  E (Public  Health  and  Scientific 
Activities),  Dr.  Moore;  Committee  F (Trustees 
Reports),  Dr.  Kaufman;  Committee  G (Mis- 
cellaneous), Dr.  Goldmark;  and  Committee  H 
(Miscellaneous),  Dr.  Howland. 

Hospitality.  Under  the  chairmanship  of  Dr. 
Clowe,  the  New  York  Hospitality  Suite  (Amer- 
icana Suite,  Americana  Hotel)  was  open  ac- 
cording to  the  following  schedule:  Sunday, 

5:00  P.M.;  Monday,  NOON  to  2:00  P.M.  and  af- 
ter the  Illinois  Reception;  Tuesday,  noon  to 
1:00  p.m.  and  5:00  P.M.;  Wednesday,  NOON  to 
2:00  p.m.  and  after  the  inauguration  ceremony. 

AMA  Report.  Following  is  a summary  of 
the  actions  of  the  House  of  Delegates,  as  com- 
piled by  the  executive  vice-president  of  the 
AMA: 

New  York,  New  York,  July  17 — Delegates  to  an 
AMA  convention  have  never  been  busier  than  they 
were  at  the  118th  Annual  Convention  held  on  July 
13  through  17. 

During  fifteen  hours  and  forty  minutes  the 
House  was  in  session,  not  including  the  inaugural 
ceremony,  delegates  heard  a twenty-minute  speech 


by  the  vice-president  of  the  United  States;  heard  a 
twenty-five-minute  informal  address  by  the  newly 
appointed  Secretary  for  Health  and  Scientific 
Affairs,  U.S.  Department  of  Health,  Education,  and 
Welfare;  heard  the  final  report  of  President  Dwight 
L.  Wilbur,  M.D.;  presented  a special  award  to  the 
medical  staff  of  NASA’s  Manned  Spacecraft  Center 
in  Houston;  listened  to  reports  from  AMP  AC,  AMA- 
ERF  and  SAMA;  roundly  applauded  President 
Gerald  D.  Dorman  on  Thursday  morning  for  not 
delivering  his  first  report  to  the  House,  but  in- 
stead distributing  it  for  delegates  to  read;  and  still 
found  time  to  act  on  an  all-time  record  of  196  items 
of  business — an  average,  even  with  everything  else 
going  on,  of  one  vote  every  four  minutes  and  forty- 
seven  seconds. 

Business  presented  to  the  House  included  59  re- 
ports from  the  Board  of  Trustees,  the  executive 
vice-president,  and  standing  and  special  committees; 
and  137  resolutions,  four  of  which  were  memorials 
and  one  a commendation  of  President  Wilbur. 

Of  the  59  reports,  the  House  adopted  30;  adopted 
and  referred  1;  amended  and  adopted  5;  approved 
17;  and  accepted  2 for  information.  Four  required 
no  House  action. 

Of  the  137  resolutions,  17  were  adopted;  28  were 
adopted  as  amended  or  a substitute  was  adopted;  30 
were  referred,  with  or  without  amendment;  44  were 
combined  with  one  or  more  other  resolutions  before 
action  was  taken;  1 was  partially  adopted  and 
partially  referred;  15  were  rejected;  and  2 were 
withdrawn. 

Elections.  After  a nominating  speech  and  seconds 
by  18  delegates,  Walter  C.  Bornemeier,  M.D.,  Illi- 
nois, was  elected  president-elect  by  acclamation.  He 
will  become  the  AMA’s  125th  president  at  the  an- 
nual convention  of  1970  in  Chicago. 

The  House  unanimously  elected  M.  Louise  Gloeck- 
ner,  M.D.,  Pennsylvania,  as  vice-president;  and 
Russell  B.  Roth,  M.D.,  Pennsylvania,  as  speaker  of 
the  House. 

J.  Frank  Walker,  M.D.,  Georgia,  was  elected  vice- 
speaker of  the  House. 

In  the  election  of  Trustees,  Burt  L.  Davis,  M.D., 
California;  Burtis  E.  Montgomery,  M.D.,  Illinois; 
and  Max  H.  Parrott,  M.D.,  Oregon,  were  unani- 
mously re-elected.  Charles  A.  Hoffman,  M.D., 
West  Virginia,  was  elected  to  the  Trustee  position 
vacated  by  Edward  R.  Annis,  M.D  . Florida. 

Election  to  the  following  councils  was  as  follows: 
Constitution  and  Bylaws,  Robert  M.  Tenery,  M.D., 
Texas;  Medical  Education,  Joseph  M.  White,  M.D., 
Texas;  and  William  A.  Sodeman,  M.D.,  Pennsyl- 
vania; Medical  Service,  John  M.  Rumsey,  M.D., 
California;  Richard  E.  Palmer,  M.D.,  Virginia,  and 
Donald  R.  Hayes,  M.D.,  Massachusetts;  and  Judi- 
cial Council,  Charles  C.  Smeltzer,  M.D.,  Tennessee. 

Vice-President  Agnew’s  Address.  Vice-President 
Spiro  T.  Agnew  began  his  remarks  with  some  very 
nice  words  about  the  medical  profession. 

“I  can  sympathize  with  those  of  you  who, 
after  struggling  for  years  to  improve  the  health 
of  this  nation,  now  find  few  kind  words  written 
and  few  voices  raised  in  your  defense. 

“I  believe  that  your  record  speaks  for  itself. 
I think  that  millions  of  Americans  who  appre- 
ciate their  family  doctors  and  value  the  doctor- 
patient  relationship  know  your  work. 

“So  many  opinion  leaders  nit-pick  against  the 
profession  which,  in  this  century,  added  more  than 
twenty  years  to  life  expectancy;  a profession 
which  has  virtually  eliminated  so  many  fatal, 
crippling,  and  debilitating  diseases  in  this  country 
and  around  the  world. 

“Our  medical  profession  has  achieved  this,”  he 
said,  “not  our  politicians  and  not  our  press.  And 
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we  betray  every  doctor,  in  and  out  of  the  AMA, 
when  we  deprecate  your  dedication." 

The  theme  of  Mr.  Agnew's  speech  was  pollution. 

While  enlightened  man,  refuses  to  accept  dis- 
ease, he  tolerates  the  erosion  of  his  environment. 
Intelligent  Americans  who  will  not  live  in  un- 
pleasant surroundings  among  hostile  people,  en- 
dure with  bland  indifference  mildly  poisoned  air, 
polluted  waters,  and  noise  just  below  the  pitch  of 
madness.  A nation  capable  of  catapulting  men 
to  the  moon  is  in  mortal  danger  of  devouring  its 
irreplaceable,  life-sustaining  elements." 

He  described  a number  of  antipollution  programs 
being  undertaken  or  planned  by  the  Federal  gov- 
ernment, in  cooperation  with  the  states  and  the 
private  sector,  and  emphasized  that  "Private  pro- 
fessional organizations  like  the  AMA  will  have  a 
role  to  play  in  encouraging  environmental  im- 
provement. Your  increasing  voluntary  participa- 
tion at  the  state  and  local  level  can  result  in 
greater  public  support  to  enlarge  programs.” 

He  ended  by  saying,  “We  feel  we  act  on  a mandate 
as  fundamental  as  the  problem  itself.  It’s  the  first 
mandate  of  humanity:  the  right  to  survive.” 

Dr.  Egeberg’s  Remarks.  Roger  O.  Egeberg,  M.D., 
assistant  secretary  for  Health  and  Scientific  Affairs, 
HEW,  talked  about  the  rising  cost  of  health  care, 
advances  in  medical  science,  and  the  fact  that 
physicians  are  working  long,  hard  hours.  “How- 
ever,” he  said,  “I  don’t  want  to  sound  soft  on 
doctors.  I don’t  want  to  sound  soft  on  organized 
medicine.  I do  feel  that  there  has  been  a prin- 
ciple that  has  been  ignored  perhaps  more  by  or- 
ganized medicine  than  it  should  be.  And  it  comes,  I 
think,  from  the  ethics  of  Hippocrates,  who  preached 
that  you  should  take  care  of  those  who  came  to  you, 
those  within  your  purview. 

“I  w-ould  think  that  is  probably  a very  good 
ethic  to  follow.  But  we  have  to  add  something 
to  it.  And  that  is  the  ethic  that  as  a group  we 
must  look  around.  We  must  see  that  there  are 
people  not  in  front  of  us  who  need  help. 

“The  poor  live  utterly  differently  from  us. 
But  we  have  created  a distribution  of  medical 
care  in  a way  that  suits  us  and  suits  the  middle 
class. 

“Now,  in  order  to  reach  (the  poor),  we’ve  got 
to  find  new  ways  of  distributing  medical  care.” 

After  some  elaboration  on  those  points,  he 
closed  by  saying,  “I  would  hope  that  the  govern- 
ment will  be  able  to  cooperate  with  the  people 
who  are  delivering  the  medical  care;  will  take 
them  into  confidence;  and  will  discuss  the  solu- 
tion of  the  problems.  Because  we  have  come  to  a 
crisis.  We  have  to  solve  it.  The  more  heads 
we  can  get  at  it,  the  more  feeling  of  ‘this  is  our 
problem’  will  exist.  And  if  we  can  feel  that  it  is 
our  problem,  rather  than  ‘theirs,’  I think  we 
can  solve  it.” 

President’s  Final  Report.  In  his  report  to  the 
opening  session  of  the  House,  President  Wilbur  said 
that  physicians  must  have  clinical  sense,  social  sense, 
and  common  sense. 

Under  clinical  sense,  he  predicted  that  the  greatest 
scientific  advances  will  be  in  three  areas:  “Under- 

standing and  perhaps  partial  control  of  degenerative 
diseases;  a substantial  gain  in  knowledge  and  con- 
trol of  psychiatric  disorders;  and  the  control  of  re- 
production, with  better  human  and  medical  under- 
standing of  contraception,  abortion,  population  con- 
trol, and  control  of  those  genetic  characteristics  to 
be  most  valued  by  humanity.” 

Under  social  sense,  he  asked,  “Will  we  ever  see  a 
lessening  of  public  interest  in  medicine  and  health? 
Will  voluntary  health  agencies  social  and  welfare 
groups,  planning  bodies  in  the  health  field,  and 


public  health  groups  lessen  their  great  and  grow- 
ing interest  in  the  development  and  application  of 
knowledge  in  health  or  in  medicine?  Today,  and 
even  more  in  the  future,  health  and  medicine  are 
not  matters  just  for  physicians  and  patients. 
They  are  matters  of  total  public  concern.” 

In  this  part  of  his  talk,  he  discussed  the  re- 
moval of  barriers  to  medical  care  and  the  need  for 
more  ambulatory  care  of  patients,  emphasizing  the 
potential  value  of  community  health  centers. 

In  the  final  section,  he  pointed  out  that  “temper- 
ing our  clinical  sense  with  a social  sense  is  good 
common  sense.  It  will  be  so  recognized  by  the 
public. 

“Changes  in  medicine  and  medical  care,”  he  said, 
“will  best  be  made  by  evolutionary  rather  than 
revolutionary  and  disruptive  change,  aside  from 
the  rare,  great  discovery  or  invention  in  medical 
science." 

He  concluded  with  these  words: 

“We  can  meet  the  health  needs  of  the  American 
people  but  we  cannot  meet  them  alone.  While 
our  knowledge  of  health  may  be  unique  and  in- 
dispensable, our  desire  to  serve  all  of  society  is 
matched  by  many  of  its  other  elements.  We  must 
lead,  but  our  leadership  must  continually  be 
earned.  It  cannot  be  assumed. 

“As  we  look  to  the  future,  we  must  con- 
stantly ask  ourselves  the  right  questions  and  try 
to  find  the  right  answers — answers  based,  as  often 
as  possible,  on  fact  and  experience  and  tempered 
to  the  needs  of  people  in  a rapidly  changing 
society.” 

Inaugural  Address.  After  taking  the  oath  of 
office  as  the  124th  president  of  the  AMA,  Gerald  D. 
Dorman  listed  three  goals  “which  our  House  of 
Delegates  has  accepted  on  the  road  to  our  main  ob- 
jective, the  best  possible  health  care  to  all  our 
patients  who  need  it:  (1)  a constantly  advancing 

health  care  system  in  America;  (2)  a widespread 
respect  for  the  leadership,  and  a widespread  recog- 
nition of  the  contributions  of  the  medical  pro- 
fession, and  (3)  enhanced  functioning  of  the  medical 
profession.” 

The  first  goal,  he  said,  must  be  “based  on  in- 
centives and  freedom  of  opportunity.  Incentives 
are  needed  for  people  to  stay  healthy,  for  physicians, 
hospitals,  and  allied  professional  workers  to  in- 
crease care  and  hold  down  costs.” 

As  to  the  second,  he  said,  “We  know  that  it  is 
in  the  best  interests  of  the  nation’s  people  that 
physicians  maintain  and  strengthen  their  leadership 
in  all  matters  pertaining  to  health  care.  To  do  so, 
however,  we  must  perform  at  a height  beyond  any 
level  achieved  before. 

“We  must,  besides  earning  the  position  of  leader- 
ship, be  worthy  of  the  respect  that  goes  with  it. 
The  profession  must  be  above  all  suspicion.  This 
means  that  we  must  maintain  a visible  sincerity  and 
dedication  in  our  profession.” 

About  the  third,  “I  would  mention  enhance- 
ment of  the  functioning  of  the  medical  profession 
by  more  effective  communication  within  the  pro- 
fession, with  the  allied  health  professions,  with 
influential  groups  of  our  citizenry,  educators,  clergy, 
business  men,  labor,  lawyers,  civic  leaders,  and 
leaders  of  government  on  all  levels.” 

He  concluded  by  stating  that  “The  problems  that 
exist  in  medical  and  health  care  for  the  people  of 
our  nation  will  not  be  solved  overnight.  Nor  will 
they  be  solved  in  a month  or  a year.  But  solutions 
— at  least,  proposals  and  experiments  to  find  solu- 
tions— will  be  forthcoming.” 

Report  to  the  House.  Because  of  the  volume  of 
business  and  the  shortage  of  time  on  the  final  day 
of  the  convention,  President  Dorman  announced  to 
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the  House  that  he  would  not  deliver  his  first  report. 
Instead,  copies  were  made  available  to  the  dele- 
gates to  read  at  their  leisure. 

In  the  report,  Dr.  Dorman  pointed  out  that  the 
physician  has  distinct  advantages  in  the  satisfac- 
tion he  gets  from  his  profession  and  the  honor  in 
which  he  is  held  by  other  people.  He  also  pointed 
out  that  as  the  penalty  of  professionalism,  “we  must 
willingly  accept  not  only  the  respect  it  brings  us 
but  also  the  obligation  to  be  deeply  and  actively 
concerned  with  every  facet  of  health  and  health  care. 
There  is  no  aspect  of  health,  direct  or  remote,  that 
is  not  our  responsibility,  in  whole  or  in  part.” 

He  then  listed  problems  and  showed  what  the 
AMA  is  doing  about  them  now  and  suggested  other 
things  that  might  be  done.  Included  were  quality 
of  medical  care,  physicians  who  cheat  on  govern- 
ment financing  programs,  providing  care  for  the 
poor,  sex  education,  maternal  and  child  care,  and 
metliods  of  delivering  medical  and  health  care. 

All  of  those  problems,  “as  health  matters,  require 
action.  All  of  them,  as  health  problems,  demand 
solutions.  I am  confident  the  solutions  will  come — 
and  that  they  will  come  principally  through  the 
deliberations  and  the  programs  of  the  American 
Medical  Association  and  all  of  the  medical  pro- 
fession and  its  allies.  We  cannot  delay.  We  must 
meet  the  demanding  obligations  which  are  the 
penalty  of  our  leadership  in  medical  and  health 
care.” 

Actions  of  the  House  of  Delegates.  As  a matter 
of  convenience,  actions  taken  by  the  House  will  be 
listed  in  the  order  in  which  they  were  presented 
to  the  House  by  the  various  reference  committees. 

Constitution  and  Bylaws.  AMA  Membership  for 
Osteopathic  Physicians.  In  response  to  a House  di- 
rective at  the  Clinical  Convention,  1968,  that  quali- 
fied osteopathic  physicians  be  admitted  to  full  active 
membership  in  the  AMA,  the  House  amended  the 
first  paragraph  of  Chapter  I,  Section  1,  of  the 
Bylaws  as  follows: 

(A)  Regular  Members — Regular  membership  shall 
be  limited  to  those  members  of  a state  medical 
association  who  hold  the  degree  of  Doctor  of 
Medicine  or  Bachelor  of  Medicine,  or  who  hold 
an  unrestricted  license  to  practice  medicine  and 
surgery,  and  are  entitled  to  exercise  the  rights  of 
membership  in  their  state  medical  associations, 
including  the  right  to  vote  and  hold  office,  as 
determined  by  their  state  medical  associations. 
Scientific  Sections.  The  Ad  Hoc  Committee  to 
Study  the  Modus  Operandi  of  the  Scientific  Sections 
reported  its  belief,  which  the  House  adopted,  that 
the  AMA  can  achieve  greater  unity  within  the  medi- 
cal profession  and  further  strengthen  its  scientific 
program  by  inviting  the  national  medical  specialty 
societies  to  play  a more  active  and  responsible  role 
and  giving  those  societies  a privilege  of  participating 
in  the  selection  of  section  delegates  in  the  AMA 
House  and  other  section  officers. 

The  scientific  assembly  will  be  divided  into  these 
specialty  sections: 

Allergy 

Anesthesiology 

Clinical  Pharmacology  and  Therapeutics  (formerly 
Experimental  Medicine  and  Therapeutics) 

Colon  and  Rectal  Surgery 

Dermatology 

Diseases  of  the  Chest 

Family  and  General  Practice  (formerly  General 
Practice) 

G astroenterol  ogy 
General  Surgery 
Internal  Medicine 
Military  Medicine 
Obstetrics  and  Gynecology 


Ophthalmology 
Orthopedic  Surgery 
Otorhinolaryngology 

Pathology  (formerly  Pathology  and  Physiology) 
Pediatrics 

Physical  Medicine  and  Rehabilitation  (formerly 
Physical  Medicine) 

Preventive  Medicine 

Psychiatry  and  Neurology  (formerly  Nervous  and 
Mental  Diseases) 

Radiology 
Special  Topics 
Urology 

AMA  Bylaws,  Chapter  VII,  Sections  3 to  9,  are  to 
be  rewritten  to  effect  these  and  other  changes:  as 

follows 

Each  section  will  establish  a section  council.  Af- 
ter the  1970  Clinical  Convention,  medical  specialty 
societies  will  be  invited  to  help  form  section  coun- 
cils. 

Membership  of  the  section  councils  “shall  be  se- 
lected by  the  national  specialty  societies  listed  in 
the  American  Medical  Association  Directory  ap- 
portioned on  the  basis  of  the  number  of  AMA  mem- 
bers belonging  to  each  specialty  society  and  one 
member  to  be  elected  by  the  scientific  section  from 
the  section  membership.” 

At  the  1971  Annual  Convention,  establishment  of 
AMA  section  councils  will  be  reported  to  each  spe- 
cialty section.  The  councils  become  effective  Janu- 
ary 1,  1972. 

All  section  councils  will  be  under  the  direction  of 
the  Board  of  Trustees  and  will  be  governed  by  rules 
established  by  the  Board  and  approved  by  the 
House. 

Reference  Committee  A.  Cost  of  Care.  The 
House  stated  that  “The  physician’s  influence  on  the 
costs  of  health  care  will  be  in  proportion  to  his 
conscious  efforts  to  adhere  to  practices  which  con- 
serve the  resources  of  his  patient.  As  the  provider 
of  medical  service,  the  doctor  has  a significant  and 
responsible  role  in  any  organized  effort  to  control 
health  care  expenditures.  In  this  role,  the  physician 
has  a challenge  to  maintain  and  improve  a system 
that  best  serves  the  public  and  is  most  acceptable 
to  him  and  to  the  profession  of  which  he  is  a part.” 
Medicare  and  Medicaid.  In  connection  with  re- 
ducing Medicaid  costs,  the  House  adopted  a report 
listing  four  action  programs  of  the  profession:  ex- 

panded peer  review  programs  by  county  medical  so- 
cieties to  reduce  hospital  and  nursing  home  care 
and  to  expand  ambulatory  care;  eradication  by  the 
profession  of  isolated  abuses  by  physicians;  promo- 
tion of  innovative  health  service  delivery  systems 
for  low-income  communities,  with  emphasis  on 
ambulatory  care;  and  programs  by  local  medical  so- 
cieties to  preserve  quality  of  care  in  the  face  of 
cost  containment  measures. 

With  respect  to  physician  payment  in  teaching 
situations,  the  House  resolved  that  the  Board  of 
Trustees  “take  action  to  evaluate  and  effect  im- 
provement of  the  regulations  in  keeping  with  the 
intent  of  Medicare  and  Medicaid  in  relation  to 
teaching  situations.” 

On  the  subject  of  Medicare  fees  and  fee  schedules, 
the  House  said,  “While  the  AMA  has  not  taken  a 
specific  position  on  the  procedures  relating  to  the 
development  and  application  of  physicians’  fees  pro- 
files and  prevailing  charge  screens,  the  actions  which 
have  been  taken  by  the  House  would  indicate  that 
these  concepts  as  defined  through  directives  of  the 
Social  Security  Administration,  are  not  consistent 
with  policies  of  the  American  Medical  Association.” 
The  House  also  said  that  since  “Actions  taken  by 
HEW  to  set  rigid  limits  on  levels  of  payments  to 
physicians  who  provide  services  under  Medicaid  ap- 
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pear  in  contradiction  to  Congressional  intent  that 
Medicaid  patients  receive  care  on  the  same  basis  as 
private  patients,”  it  resolved  that  the  AMA  “urge 
a reassessment  by  Congress  of  its  intent  and  priori- 
ties in  relation  to  Title  19." 

Regarding  the  isolated  abuses  of  government  pro- 
grams, the  House  resolved  that  the  Board’s  “efforts 
to  obtain  access  to  information  referable  to  alleged 
misuse  of  any  programs  of  health  care  be  com- 
mended” but  added  that  “In  the  publicizing  of 
charges  without  the  availability  of  reasonable  and 
specific  facts  concerning  individuals,  the  result  is 
detrimental  to  the  best  interests  of  American  medi- 
cine.” 

Voluntary  Health  Insurance.  The  House  adopted 
a report  urging  that  state  medical  association, 
county  medical  societies,  and  physicians  individually 
direct  “unstinting  effort”  to  promote  the  proposed 
program  of  income  tax  credits  for  financing  health 
care  and  "publicize  the  advantages  inherent  in  this 
approach  to  preserve  and  strengthen  the  voluntary 
system.” 

Delegates  also  resolved  that  the  AMA  “encourages 
the  development  of  prepayment  medical  insurance 
programs  in  which  the  payment  to  the  physician  is 
based  on  the  usual,  customary,  or  reasonable  fee 
concept”  and  that  “any  reference  to  ‘paid-in-full’ 
coverage  clearly  identify  those  services  which  are 
indeed  covered  on  a ‘paid-in-full’  basis  and  also 
identify  the  circumstances  under  which  those  serv- 
ices must  be  rendered.” 

Billing  Procedures.  “To  ensure  the  continuance  of 
the  one-to-one  physician-patient  relationship,”  the 
House  stated,  “the  profession  considers  direct  billing 
preferable — identifying  Medicare  primarily  as  a 
financial  aid  to  the  patient.  As  long  as  Medicare 
holds  to  a realistic  assessment  of  ‘reasonable 
charges,’  there  will  be  comparatively  few  instances 
when  direct  billing  entails  greater  out-of-pocket  pay- 
ment by  the  patient  than  does  assignment.” 

Peer  Reinew.  This  statement  was  adopted  by  the 
House:  “The  Council  on  Medical  Service  knows  of 

no  greater  challenge  facing  the  profession  today 
than  to  secure  universal  acceptance  and  application 
of  the  (peer)  review  concept  as  the  most  meaningful 
method  for  creating  a public  awareness  of  medi- 
cine’s efforts  to  assure  high  quality  of  health  services 
at  a reasonable  cost.” 

Comprehensive  Health  Planning.  The  House  said, 
about  comprehensive  health  planning,  that  “Cer- 
tainly, physicians  and  their  professional  organiza- 
tions must  accept  the  responsibility  of  working  in 
the  planning  group  throughout  all  stages  of  planning 
to  provide  guidance  in  choosing  goals  and  programs 
that  will  realistically  meet  the  community’s  needs:” 
and  further  resolved  that  “financial  reimbursement 
for  health  care  be  based  on  the  adequacy,  compe- 
tency, and  efficiency  of  patient  care  and  not  on  the 
basis  of  approval  by  any  regional  planning  agency.” 

Reference  Committee  B.  Medical  Care  as  a 
Right.  To  make  its  position  clear  in  the  long-stand- 
ing discussions  of  medical  care  as  a right,  the  House 
resolved  that  it  “reaffirm  its  position  (1)  that  it  is  a 
basic  right  of  every  citizen  to  have  available  to  him 
adequate  health  care;  (2)  that  it  is  a basic  right  of 
every  citizen  to  have  a free  choice  of  physician  and 
institution  in  the  obtaining  of  medical  care;  and 
(3)  that  the  medical  profession,  using  all  means  at 
its  disposal,  should  endeavor  to  make  good  medical 
care  available  to  each  person.” 

Government  Reports.  The  House  resolved  that 
“the  American  Medical  Association  make  every  ef- 
fort to  secure  appropriate  payment  to  physicians  for 
complex  and  detailed  reports  prepared  for  use  by 
governmental  agencies.”  This  resolution  does  not 
affect  the  1965  Judicial  Council  opinion  that  simpli- 


fied insurance  forms  be  completed  without  charge. 

Extended  Care.  Because  of  the  higher  cost  of 
hospitalization,  the  House  resolved  that  the  AMA 
“be  urged  to  seek  changes  in  the  Medicare  lnw  to 
allow  direct  admission  to  extended  care  facilities 
when  eligible  patients’  conditions  require  less  than 
acute  hospital  care.” 

Reducing  Paper  I Vork.  Recognizing  the  avalanche 
of  paper  that  threatens  to  inundate  physicians,  the 
House  resolved  that  the  AMA  and  state  medical  as- 
sociations “undertake  new  discussions  with  govern- 
mental agencies,  insurance  companies,  and  hospitals 
with  the  objective  of  achieving  substantial  reduc- 
tions in  the  amount  of  paper  work — hopefully 
amounting  to  at  least  a one-half  decrease — and  thus 
reducing  the  cost  of  health  care  and  enabling  physi- 
cians to  devote  the  maximum  time  and  effort  pos- 
sible to  the  care  of  the  patients.” 

Reference  Committee  C.  Private  Practice.  A 
resolution  that  the  AMA  “establish  a Council  on 
Private  Practice,  with  the  primary  objective  being 
to  espouse  the  aspirations  and  goals  of  private  prac- 
tice” was  adopted  by  the  House  and  referred  to  an 
ad  hoc  committee  to  be  appointed  by  the  speaker  of 
the  House. 

Federal  Support  of  Medical  Schools.  In  a change 
of  House  policy  regarding  Federal  loans  to  medical 
students,  a joint  report  of  the  Board  of  Trustees 
and  the  Council  on  Medical  Education  was  approved 
which  calls  for  an  increase  in  financial  support  of 
medical  schools  by  the  Federal  government  to  per- 
mit a major  increase  in  the  enrollment  of  medical 
students  and  the  production  of  physicians.  The 
change  was  considered  justified  because  of  current 
fiscal  conditions  which  make  it  increasingly  difficult 
for  students  to  obtain  loans  from  the  private  sector 
as  a result  of  high  interest  rates  and  a restricted 
supply  of  money  for  personal  loans. 

Relicensure.  The  House  approved  a report  recom- 
mending that  “the  physician’s  continued  competency 
to  provide  quality  health  services  be  maintained  by 
every  practical  means  available;  that  a relicensure 
program  not  be  considered  at  this  time;  that  peer 
group  evaluation  be  continually  utilized  and  im- 
proved; that  methods  of  improving  the  availability 
and  the  content  of  continuing  education  programs  be 
continually  investigated  and  refined;  and  that  ad- 
ditional incentives  be  positive  in  nature  and  come 
from  within  the  profession.” 

Educational  “Essentials.”  The  House  approved 
essentials  of  an  accredited  educational  program  in 
nuclear  medical  technology;  revision  of  essentials  of 
approved  residencies  in  thoracic  surgery,  neurology, 
anesthesiology,  and  general  requirements;  revision 
of  essentials  of  approved  internship  to  provide  for 
participation  of  osteopathic  physicians;  revision  of 
essentials  of  approved  residencies  pertaining  to 
osteopaths;  and  essentials  of  an  accredited  educa- 
tional program  for  medical  assistants. 

Reference  Committee  D.  Health  Care  of  the 
Poor.  The  House  adopted  the  report  of  the  Board 
of  Trustees’  Committee  on  Health  Care  of  the  Poor, 
which  reiterated  “our  strong  commitment  toward 
expanding  nationwide  programs  to  improve  the 
health  of  the  poor”  and  stated  that  “the  same  qual- 
ity of  medical  care  should  be  accessible  to  all  peo- 
ple.” 

The  committee  listed  “certain  concepts  that  we 
believe  must  be  included  in  the  Association’s  pro- 
gram, as  follows:” 

1.  Providing  comprehensive  health  care  to  the 
poor  is  a desirable  goal. 

2.  It  must  be  a continuing  program,  identifying 
both  short-range  and  long-range  activities. 

3.  The  committee’s  purpose  must  be  to  implement 
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the  research  that  has  been  done  on  nnmet  needs  for 
health  services. 

4.  Program  must  provide  for  participation  of  the 
poor  in  planning  projects  for  their  communities. 

5.  Physicians  should  work  with  numerous  other 
organizations,  both  in  and  out  of  the  health  field, 
that  have  expressed  concern  about  improving  health 
care  of  the  poor. 

The  committee  concluded  by  stating  that  it  “recog- 
nizes that  the  problems  for  which  it  hopes  to  find 
solutions  are  too  critical  and  too  complex  for  super- 
ficial, cursory  answers.  Tt  believes  that  dynamic  ac- 
tion in  this  field  must  have  a top  priority  in  the 
American  Medical  Association’s  activities.” 

Physicians  and  Hospitals.  Most  items  considered 
by  this  reference  committee  had  to  do  with  physi- 
cians, hospitals,  and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  For  example,  the  House 
resolved  that  “the  AMA  commissioners  to  the 
J.C.A.H.  urge  the  Joint  Commission  to  insure  that 
that  body  which  carries  out  the  governing  function 
of  the  medical  staff  shall  be  representative  of  the 
medical  staff,  both  hospital-based  and  voluntary,  and 
that  this  body  shall  advise  the  governing  board  of 
the  hospital  on  policy  regarding  medical  judgment 
and  skill  and  on  matters  relating  to  the  bylaws, 
rules,  and  regulations  of  the  medical  staff.” 

The  House  also  resolved  that  the  AMA  urge  the 
JCAH  “to  give  approval  to  effective  staff  and  sec- 
tion meeting  structures  which  combine  two  or  more 
hospitals  with  overlapping  medical  staffs  within  a 
logical  geographical  area.” 

Reference  Committee  E.  Full  Disclosure  of  Lab- 
oratory Billing.  The  House  adopted  a Judicial 
Council  report,  “Review  of  Ethical  Considerations 
Relating  to  Clinical  Laboratories,”  which  ended  with 
this  paragraph:  “Where  it  is  necessary  for  the  at- 

tending physician  to  bill  his  patient  for  services  per- 
formed by  a clinical  laboratory,  the  bill  submitted 
by  the  attending  physician  to  his  patient  should 
state  the  name  of  the  clinical  laboratory  perform- 
ing the  services  for  his  patient  and  state  the  exact 
amount  of  the  laboratory  charge  paid  or  to  be  paid 
by  the  physician  to  the  clinical  laboratory.” 

Also  adopted  was  the  resolution  that  the  “attend- 
ing physician  is  entitled  to  fair  compensation  for 
the  professional  services  he  renders.  He  is  not  en- 
gaged in  a commercial  enterprise,  however,  and  any 
markup,  commission  or  profit  on  the  services  ren- 
dered by  a laboratory  is  exploitation  of  the  patient.” 

Blood  Donors.  The  House  encouraged  “state  medi- 
cal associations  to  actively  promote  state  legislation 
to  provide  that  persons  age  eighteen  or  over  may 
donate  blood  without  the  necessity  of  parental  per- 
mission or  authorization  and  without  restriction  to 
voluntary  or  noncompensatory  blood  donation  pro- 
grams.” 

Prescription  Labeling.  Two  resolutions  concern- 
ing the  labeling  of  prescriptions  were  referred  to 
the  Board  of  Trustees  and  the  Council  on  Legislative 
Activities,  after  being  adopted  by  the  House.  One 
recommends  legislation  requiring  labeling;  the  other 
encourages  labeling. 

Reference  Committee  F.  Financial  Report.  The 
AMA’s  financial  statement  for  the  year  ending  June 
30,  1069,  was  approved,  and  the  House  then  resolved 
that  “the  Finance  Committee  of  the  Board  of  Trus- 
tees meet  in  advance  of  each  Annual  Convention  with 
the  Reference  Committee  to  which  the  annual  Finan- 
cial Statement  will  be  referred  for  presentation  and 
discussion  of  more  detailed  budget  and  financial  data 
of  the  Association,  so  that  the  Reference  Committee 
will  be  able  to  make  a more  meaningful  evaluation 
for  the  House  of  Delegates.” 

AMA  Management  Survey.  The  House  adopted 


the  management  survey  report  of  Cresap,  McCormick 
and  Paget  and  approved  the  analysis  of  communica- 
tions made  by  the  Philip  Lesly  Company. 

In  connection  with  the  former,  the  House  ap- 
proved the  reference  committee’s  list  of  eight  sub- 
jects to  which  “the  highest  priorities  in  activities 
and  programs  should  be  assigned:” 

1 . The  rising  cost  of  health  care. 

2.  The  expansion  of  out-of-liospital  health  services. 

3.  The  development  of  community  health  centers. 

4.  Experimentation  and  innovation  on  new  meth- 
ods of  delivery  of  health  services. 

5.  Medical  audit,  utilization,  and  review  commit- 
tees. 

6.  Medical  manpower  needs. 

7.  Preventive  medicine. 

8.  Family  planning. 

The  House  also  requested  that  the  Board  of  Trus- 
tees (1)  develop  program  priorities:  (2)  outline  spe- 
cific technics  of  resolving  the  problems  caused  by 
those  priority  programs:  and  (3)  report  to  the 
House  at  each  semiannual  session  on  progress  being 
made. 

State  Projects  of  AMA.  The  House  resolved  that 
“financial  support  by  the  AMA  for  local  or  area 
health  service  projects  should  be  preceded  by  con- 
sultation with  the  constituent  association  of  the 
state  or  states  in  which  the  projects  are  to  be  con- 
ducted.” 

Professional  Liability.  In  connection  with  pro- 
fessional liability,  the  House  adopted  the  following 
statements  as  recommendations  of  the  AMA: 

1.  That  constituent  associations  “seek  the  enact- 
ment of  appropriate  state  legislation  designed  to 
provide  a more  efficient  and  equitable  determination 
of  malpractice  claims  and  litigation.” 

2.  That  state  associations,  with  the  help  of  AMA, 
“seek  the  cooperation  of  hospital  associations  and 
third  party  payers  in  exploring  and  developing,  if 
feasible,  pilot  programs  which  will  provide  sched- 
uled benefits  for  persons  injured  as  a consequence 
of  medical  accidents  occurring  in  the  delivery  of 
health  care,  irrespective  of  fault.” 

3.  “That  workshops  on  malpractice  insurance  prob- 
lems be  conducted,  as  requested  by  the  Board  of 
Trustees,  in  which  participation  will  be  invited  from 

(a)  physicians  confronted  by  insurance  problems, 

( b ) representatives  of  the  insurance  carriers,  (c) 
staff  attorneys  of  AMA  and  other  appropriate  staff 
personnel,  (d)  representatives  of  and  attorneys  for 
the  hospital  service  field,  (e)  nurses,  and  (/)  legis- 
lators.” 

In  addition,  the  House  resolved  that  the  AMA 
“should  not  attempt  to  establish  a nationwide  pro- 
fessional liability  insurance  program  either  by  spon- 
sorship of  a program  underwritten  by  an  existing 
insurance  carrier  or  by  seeking  to  establish  a new 
insurance  carrier.” 

Reference  Committee  G.  Sex  Education.  While 
recognizing  “that  the  primary  responsibility  for 
family  life  education  is  in  the  home,”  the  House 
supported  “in  principle  the  inauguration  by  State 
Boards  of  Education  or  school  districts,  whichever 
is  applicable,  of  a voluntary  family  life  and  sex  edu- 
cation program  at  appropriate  grade  levels:  (1)  as 

part  of  an  over-all  health  education  program;  (2) 
presented  in  a manner  commensurate  with  the 
maturation  level  of  the  students;  (3)  following  a 
professionally  developed  curriculum  foreviewed  by 
representative  parents:  (4)  including  ample  and 

continuing  involvement  of  parents  and  other  con- 
cerned members  of  the  community;  (5)  developed 
around  a system  of  values  defined  and  delineated  by 
representatives  comprising  physicians,  educators, 
clergymen,  and  other  appropriate  groups;  and  (6) 
utilizing  classroom  teachers  and  other  professionals 
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who  have  an  aptitude  for  working  with  young  people 
and  who  have  received  special  training.” 

Nursing.  The  House  reaffirmed  “its  support  of  all 
forms  of  nursing  education  including  baccalaureate, 
diploma,  associate,  and  practical  nurse  education 
programs”  and  encouraged  “the  continuation  of 
Federal,  state,  and  local  subsidies  to  schools  of 
nursing  education.” 

Smoking  and  Health.  The  House  resolved  that 
the  AMA  “again  urge  its  members  to  play  a major 
role  against  cigaret  smoking  by  personal  example 
and  by  advice  regarding  the  health  hazards  of  smok- 
ing” and  “discourage  smoking  by  means  of  public 
pronouncements  and  educational  programs.”  It  also 
resolved  to  “indicate  to  the  Congress  of  the  United 
States  the  incongruity  of  the  expenditure  of  tax 
dollars  to  promote  the  production  and  sale  of  to- 
bacco while  at  the  same  time  spending  other  tax 
dollars  to  discourage  cigaret  smoking  because  of  its 
hazard  to  health.” 

Food  Mixes.  The  House  requested  the  U.S.  Food 
and  Drug  Administration  to  “favorably  consider 
the  proposal  of  the  Council  on  Foods  and  Nutrition 
regarding  labeling  of  fatty-acid  composition”  of  food 
mixes  and  that  the  Council  on  Foods  and  Nutrition 
“undertake  the  development  of  a rational  proposal 
for  identifying  and  labeling  other  nutritionally  sig- 
nificant components  of  convenience  foods.” 

Protective  Headgear.  The  Committee  on  the  Med- 
ical Aspects  of  Sports  was  asked  by  the  House  “to 
continue  its  efforts  to  utilize  and  publicize  existing 
research  and  recommendations  on  football  helmets 
to  assure  optimum  protection  for  players  against 
impacts  which  cause  head  and  neck  injuries”  and  “to 
do  everything  possible  to  discourage  the  practice  of 
‘spearing.’  ” 

Reference  Committee  H.  Highway  Signs.  A 
Board  of  Trustees  report  and  a resolution  were 
adopted  recommending  a uniform  system  of  highway 
directional  signs  designating  emergency  medical  fa- 
cilities. However,  the  House  pointed  out  clearly 
that  “this  action  does  not  encourage  or  approve  the 
use  of  the  copyrighted  AMA  symbol  for  other  un- 
authorized and  unidentified  programs.” 

Credit  Cards.  Two  resolutions  concerning  the  use 
of  credit  cards  to  pay  for  medical  care  were  referred 
to  the  Judicial  Council  for  information,  “with  the 
expectation  that  additional  opinions  will  he  rendered 
as  experience  accumulates.”  In  certain  states,  the 
reference  committee  pointed  out,  a charge  card  sys- 
tem is  under  experimentation  by  the  state  medical 
society  and  is  deserving  of  a chance  to  prove  its 
merits.  Also,  the  Judicial  Council  has  ruled  that 
the  use  of  a charge  card  system  should  be  flexible 
and  at  the  discretion  of  the  individual  state  medical 
societies. 

Medical  Instruments  and  Devices.  Pointing  out 
that  legislation  related  to  Federal  standards  to  reg- 
ulate the  use  of  medical  instruments  and  devices 
was  introduced  in  the  ninetieth  and  ninety-first 
congresses,  the  House  resolved  that  the  AMA  “be 
commended  for  its  position  supporting  the  concept 
of  a thorough  study  of  the  field  of  medical  instru- 
ments and  devices  prior  to  passage  of  specific  regu- 
latory legislation.” 

Unification  Through  AMA.  The  House  resolved 
that  the  Board  of  Trustees  be  asked  to  begin  a study 
“of  physicians  who  are  not  members  of  the  AMA  and 
then  make  recommendations  to  the  House  of  Dele- 
gates and  to  the  state  and  county  societies  as  to 
how  the  medical  profession  may  more  wisely  unify 
itself  under  the  AMA  banner  and  encourage  non- 
participating physicians  to  join.” 

Presentations,  Awards,  and  Announcements.  Rob- 
ert E.  Gross,  M.D.,  was  presented  the  Dr.  Rodman 
E.  Sheen  and  Thomas  G.  Sheen  Award.  Dr.  Gross 


is  Ladd  professor  of  children’s  surgery,  Harvard 
Medical  School,  and  director  of  cardiovascular  sur- 
gery at  Children’s  Hospital  Medical  Center,  Boston, 
Massachusetts. 

Charles  A.  Berry,  M.D.,  medical  director  of  the 
NASA  Manned  Spacecraft  Center  in  Houston,  was 
presented  a plaque:  “The  American  Medical  Asso- 

ciation presents  this  citation  for  distinguished  serv- 
ice to  medicine  to  Charles  A.  Berry,  M.D.,  nnd  the 
medical  staff  of  the  Manned  Spacecraft  Center, 
NASA,  at  Houston,  Texas,  in  recognition  of  their 
efforts  in  solving  the  difficult  and  complex  problems 
of  assuring  the  health  and  contributing  substantially 
to  the  safety  and  survival  of  the  astronauts  partici- 
pating in  the  United  States  space  exploration  pro- 
gram.” 

Stephan  R.  Chernay,  M.D.,  New  York,  received 
the  first  AMA  recognition  award  for  continuing  edu- 
cation. 

Executive  vice-president,  E.  B.  Howard,  M.D., 
announced  to  the  House  the  appointment  of  Richard 
Wilbur,  M.D.,  California,  as  assistant  executive 
vice-president  of  the  AMA.  An  assistant  executive 
vice-president  for  scientific  affairs  also  is  to  be 
named. 

The  medical  winners  in  the  twentieth  Interna- 
tional Science  Fair  for  high  school  students  were 
introduced  to  the  House,  and  their  exhibits  were  in- 
cluded among  the  scientific  exhibits  at  the  conven- 
tion. They  were  Cathy  Jennemann,  age  sixteen,  a 
junior  at  Monte  Cassino  High  School,  Tulsa,  Okla- 
homa, whose  exhibit  was  “Possible  Deafness  From 
Everyday  Noise”;  and  Greg  Kauffman,  age  sixteen, 
a junior  at  Albuquerque,  New  Mexico,  High  School, 
on  “Pyelonephritic  Recurrence.” 

Interruption.  The  House  suffered  a twenty -one- 
minute  interruption  during  its  opening  session  on 
Sunday  when  30  to  40  dissident  medical  students  and 
their  friends,  many  with  beards,  some  wearing  white 
smocks,  seized  the  podium  and  demanded  the  right 
to  address  the  House. 

The  news  release  they  distributed  identified  them 
as  representatives  of  the  Student  Health  Organiza- 
tion, the  Medical  Committee  for  Human  Rights,  the 
Movement  for  a Democratic  Society,  the  Health 
Policy  Advisory  Center,  the  Rockefeller  University 
Committee  for  a Democratic  Society,  “and  many 
others.” 

The  group’s  spokesman  began  by  declaring  the 
meeting  “illegal  and  illegitimate”  and  ended  by 
burning  what  he  called  his  AMA  membership  card 
but  which  television  news  described  as  a Blue  Shield 
card. 

He  came  back  Wednesday  with  a “non-negotiable 
demand”  for  ten  minutes  to  speak  during  the 
inaugural  ceremony  but  was  flatly  refused  by  the 
Reference  Committee  on  Rules  and  Order  of  Busi- 
ness. 

Conclusion.  We  wish  to  express  our  grati- 
tude to  our  delegates  who  have  served  so  well 
at  the  meetings,  and  we  thank  the  wives  for  all 
they  did  for  us.  We  are  also  grateful  to  the 
staff  and  others  who  participated  in  our  ac- 
tivities. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 
Irving  L.  Ershler,  M.D.,  Vice-Chairman 

New  York  Delegation  to  the  AMA  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  annual  report  was  submitted  for 
publication,  our  delegates  to  the  American 
Medical  Association  attended  the  23rd  clinical 
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convention  held  at  the  Denver  Hilton,  in  Den- 
ver, on  November  30  through  December  3,  1969. 
The  delegation  included  the  following: 
Delegates : Renato  J.  Azzari,  James  M. 

Blake,  Charles  M.  Brane,  Lynn  R.  Callin,  John 
L.  Clowe,  Albert  H.  Douglas,  Ralph  S.  Emer- 
son, Irwin  Felsen,  Henry  I.  Fineberg,  John  M. 
Galbraith,  Carl  Goldmark,  Jr.,  Milton  Helpern, 
George  Himler,  R.  Scott  Howland,  Joseph  J. 
Kaufman,  Warren  A.  Lapp,  George  J.  Law- 
rence, Jr.,  Irving  M.  Pallin,  Bernard  J.  Pisani, 
William  B.  Rawls,  Lester  R.  Tuchman,  Samuel 
Wagreich,  C.  Stewart  Wallace,  Walter  Scott 
Walls,  Carlton  E.  Wertz,  Waring  Willis,  and 
Frederick  A.  Wurzbach,  Jr. 

Alternate  Delegates : John  J.  Noonan  and 

Frederic  W.  Holcomb,  Jr. 

Section  Delegate:  George  F.  Reed  (Section 

on  Otorhinolaryngology). 

Also  -present  were : Gerald  D.  Dorman,  pres- 
ident of  the  AMA;  Thurman  B.  Givan;  and 
Lester  J.  Candela. 

MSSNY  Staff:  J.  Richard  Burns,  Guy  D. 

Beaumont,  and  Gretchen  Wunsch 

County  Medical  Society  Executives:  Robert 

Potter,  New  York;  Donald  M.  Irish,  Monroe; 
Stephen  K.  Leech,  Onondaga;  and  Richard 
Treccase,  Erie. 

Meetings:  The  delegation  held  three  meet- 
ings: Saturday,  November  29,  at  5 p.m.,  fol- 

lowed by  a reception  and  dinner;  and  breakfast 
conferences  on  Monday  and  Tuesday.  Matters 
coming  before  the  House  were  discussed;  ac- 
tions were  decided  on  specific  issues;  and  as- 
signments to  reference  committees  were  made. 

Resolutions : The  following  memorial  reso- 

lutions were  introduced  in  the  House  by  the 
New  York  Delegation.  After  the  reading  of 
the  resolutions,  a moment  of  silence  was  ob- 
served. 

William  L.  Wheeler,  Jr.,  M.D. 
Whereas,  William  L.  Wheeler,  Jr.,  M.D.,  of 
Nairobi,  Kenya,  formerly  of  New  York  City, 
died  on  June  27,  1969,  after  many  years  of 
service  which  included  posts  as  assistant 
clinical  professor  of  medicine  at  New  York 
Medical  College,  as  medical  director  of  Grace 
Line,  and  as  medical  director  at  the  General 
Theological  Seminary;  and 

Whereas,  He  served  as  secretary  of  the 
Medical  Society  of  the  County  of  New  York 
for  a long  period;  and 

Whereas,  He  was  a past  president,  a past 
secretary,  and  a trustee  of  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  He  represented  the  Medical  So- 
ciety of  the  State  of  New  York  in  the  Ameri- 
can Medical  Association’s  House  of  Delegates 
for  eight  years,  1961  to  1968  inclusive;  there- 
fore be  it 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  express  its 
profound  sorrow  at  the  passing  of  William 
L.  Wheeler,  Jr.,  M.D.;  and  be  it  further 
Resolved,  That  this  resolution  be  published 
in  the  minutes  of  this  meeting  and  that  a 
copy  be  sent  to  Mrs.  Wheeler  as  an  expression 


of  sympathy  and  condolence  and  of  the  es- 
teem in  which  Dr.  Wheeler  was  held  by  his 
colleagues  in  this  House  of  Delegates. 

John  C.  McClintock,  M.D. 

Whereas,  John  C.  McClintock,  M.D.,  of  Al- 
bany, passed  away  on  February  3,  1969,  hav- 
ing served  his  colleagues  and  patients  faith- 
fully for  many  years;  and 

Whereas,  He  was  a past  president  of  the 
American  Thyroid  Association;  and 

Whereas,  He  served  as  a councillor  of  the 
Medical  Society  of  the  State  of  New  York  for 
the  period  of  September,  1955,  to  February, 
1965;  and 

Whereas,  He  represented  the  Medical  So- 
ciety of  the  State  of  New  York  in  the  Ameri- 
can Medical  Association’s  House  of  Delegates 
for  ten  years,  1959  to  1968  inclusive;  and 
Whereas,  He  was  chairman  of  the  New 
York  Delegation’s  Hospitality  Committee; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  exnress  its 
sorrow  at  the  death  of  John  C.  McClintock, 
M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  on 
the  minutes  of  this  meeting  and  that  a copy 
be  sent  to  Mrs.  McClintock,  expressing  the 
sympathy  and  condolence  of  his  colleagues  in 
this  House  of  Delegates. 

Delegation  Chairman.  On  motion  duly  made 
and  seconded,  the  Delegation  approved  a vote 
of  confidence  in  Dr.  Himler  and  congratulated 
him  on  his  Report  of  the  Committee  on  Plan- 
ning and  Development  of  the  AMA. 

Reference  Committee  Assignments  (ap- 
pointed by  the  Speaker)  : Rules  and  Order  of 
Business,  Dr.  Wertz;  Committee  C,  Dr.  Pisani; 
Committee  D,  Dr.  Lapp;  Committee  E,  Dr. 
Fineberg;  Committee  F,  Dr.  Lawrence;  Com- 
mittee H,  Dr.  Douglas;  and  Committee  I,  Dr. 
Goldmark. 

Observers  at  reference  committee  hearings, 
designated  by  the  New  York  Delegation  chair- 
man, were:  Constitution  and  Bylaws,  Dr. 

Clowe;  Committee  A (Medical  Services,  Medi- 
care, Medicaid,  and  Regional  Medical  Pro- 
grams), Dr.  Galbraith  and  Dr.  Wagreich;  Com- 
mittee B (Legislation),  Dr.  Tuchman;  Com- 
mittee C (Medical  Education  and  Health  Man- 
power), Dr.  Willis;  Committee  D (Hospitals 
and  Nursing  Homes),  Dr.  Pallin  and  Dr.  Kauf- 
man; Committee  E (Public  Health  and  Scien- 
tific Activities),  Dr.  Helpern;  Committee  F 
(Malpractice,  Universal  Health  Insurance,  Pub- 
lic Affairs  Division,  and  AMPAC),  Dr.  Wal- 
lace; Committee  J (Miscellaneous),  Dr.  Wurz- 
bach; Committee  H (Miscellaneous),  Dr.  How- 
land; Committee  I (Planning  and  Develop- 
ment), Dr.  Himler  and  Dr.  Walls. 

Hospitality : Under  the  chairmanship  of  Dr. 
Clowe,  the  New  York  hospitality  suite  in  the 
Denver  Hilton  was  open  for  delegates  and 
guests  according  to  the  following  schedule: 
Monday  and  Tuesday,  12  Noon  to  2 p.m.  and 
5 p.m.  to  8 p.m. 
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Summary  of  Actions  of  AM  A House  of  Dele- 
gates. Following  is  a summary  of  actions  of 
the  AM  A House  of  Delegates,  prepared  in  the 
AM  A office  of  the  executive  vice-president: 
December  3,  1969:  In  what  doubtless  will  become 
a historically  significant  meeting,  the  AMA  House  of 
Delegates  at  its  23rd  Clinicnl  Convention  adopted  a 
series  of  recommendations  to  provide  care  for  the 
nation’s  poor;  set  in  motion  a process  to  make  long- 
range  planning  and  development  a permanent  pro- 
gram of  the  Association:  issued  a clear-cut  state- 
ment on  marihuana;  and  voted  to  discontinue  the 
AMA-ERF’s  Institute  for  Biomedical  Research  as 
soon  as  its  Board  of  Directors  deems  feasible. 

Those  actions,  among  many  others,  resulted  from 
the  House’s  consideration  of  99  items  of  business: 
22  reports  from  the  Board  of  Trustees;  3 special  re- 
ports; 1 from  the  Council  on  Constitution  and  By- 
laws; 5 from  the  Council  on  Medical  Education;  2 
from  the  Council  on  Medical  Service;  and  66  resolu- 
tions (5  of  which  were  memorials). 

During  its  nine  hours  and  thirty-three  minutes  of 
formal  sessions,  the  House  also: 

Heard  an  address  by  President  Gerald  D.  Dor- 
man, M.D.; 

Voted  the  AMA  Distinguished  Service  Award 
for  1970  to  Henry  L.  Bockus,  M.D.,  professor  of 
medicine  emeritus  at  the  University  of  Pennsyl- 
vania School  of  Medicine: 

Chose  John  S.  Millis,  Ph.D.,  president  of  West- 
ern Reserve  University,  to  receive  the  1970  Cita- 
tion of  a Layman  for  Distinguished  Service; 

Paid  tribute  to  John  H.  Talbott,  M.D.,  who  has 
been  editor  of  the  Journal  of  the  American  Medi- 
cal Association  since  1959  and  who  becomes  editor 
emeritus  on  January  1,  1970; 

Elected  Carroll  Witten.  M.D.,  Louisville,  Ken- 
tucky, to  the  Council  on  Constitution  and  Bylaws 
to  fill  the  vacancy  created  by  the  death  of  James 
M.  Kolb,  Sr.,  M.D.; 

Saw  Ward  Darley,  M.D.,  Denver,  Colorado,  re- 
ceive the  first  Distinguished  Service  Award  of  the 
American  Board  of  Family  Practice; 

Heard  reports  by  the  presidents  of  the  Ameri- 
can Hospital  Association,  AMPAC,  and  the  Wom- 
an’s Auxiliary;  and 

Gave  a standing  ovation  to  the  remarks  of 
Captain  James  Lovell,  command  pilot  for  Apollo 
13  and  chairman  of  the  President’s  Commission  on 
Physical  Fitness  and  Sports. 

President’s  Address.  At  the  opening  session  of  the 
House,  President  Dorman  challenged  the  AMA  to 
establish  or  see  to  the  establishment  of  a workable 
system  of  patient  care  for  all  the  people  of  the  na- 
tion and  to  strengthen  the  Association  itself  by  mak- 
ing it  relevant  to  all  physicians. 

Regarding  the  first  of  those,  the  president  said, 
“the  AMA  can  serve  the  best  interest  of  physicians 
only  when  we  serve  those  of  the  patient  first.  We 
are  banded  together  to  make  ourselves  more  ef- 
fective physicians  so  that  we  can  serve  our  patients 
better.” 

He  emphasized  that  “in  the  decade  ahead  (a 
decade  he  titled  The  Significant  Seventies)  the  AMA 
must  become — and  prove  to  the  public  through  visi- 
ble action  that  it  has  become — more  patient  ori- 
ented.” 

In  so  doing,  he  said,  medicine  must  take  on  the 
challenges  of  problems,  such  as  the  alcoholic  patient, 
the  drug  user,  the  fat  man,  the  cigaret  smoker,  and 
the  drunken  driver. 

Dr.  Dorman  added  that  meeting  all  of  the  prob- 
lems calls  for  a “separate,  cabinet-rank  department 
of  health,  drawing  together  all  health  activities  of 
the  government  under  one  roof.” 


Regarding  the  AMA  itself,  the  president  said  the 
Association  has  concentrated  on  being  an  organiza- 
tion for  the  physician  in  private  practice.  Now,  he 
added,  it  must  strive  to  attract  physicians  who  are 
educators,  researchers,  administrators,  and  in  the 
F ederal  service. 

Another  segment  of  the  medical  profession  that 
must  be  attracted  is  the  future  physician.  Dr.  Dor- 
man said.  The  AMA  must  find  ways  “to  attract 
medical  students,  interns,  residents,  and  other  young 
physicians.”  Anticipating  objections,  he  said,  “We 
need  to  face  up  realistically  to  the  fact  that  although 
we  don’t  like  the  criticism  of  some  of  the  younger 
members  and  would-be  members  of  our  profession — 
perhaps  we  don’t  approve  of  the  leftward  lean  of 
some  of  their  politics — these  young  professionals  are 
nonetheless  as  much,  or  more,  patient  oriented  than 
some  of  us.” 

To  accomplish  the  AMA’s  goals,  Dr.  Dorman 
warned,  “We  may  have  to  alter  certain  of  our  cher- 
ished traditions.  We  must  be  prepared  to  accept 
and  support  totally  new  ideas,  whether  we  devise 
them  or  they  are  devised  by  somebody  else,  provid- 
ing they  work  well  after  adequate  trial.” 

Health  Care  of  the  Poor.  The  House  adopted 
these  statements  of  policy,  many  parts  of  which  are 
reaffirmation  of  existing  policy: 

It  is  a basic  right  of  every  citizen  to  have  avail- 
able to  him  adequate  health  care;  it  is  a basic 
right  of  every  citizen  to  have  a free  choice  of 
physician  and  institution.  . .and  the  medical  pro- 
fession, using  all  means  at  its  disposal,  should  en- 
deavor to  make  good  medical  care  available  to 
each  person. 

The  medical  profession  must  take  the  leadership 
and  actively  support  constructive  community  ef- 
forts to  eliminate  those  conditions  that  adversely 
affect  health. 

The  health  problems  of  the  poor  are  basically 
community  health  problems,  and.  . .programs  must 
be  adapted  to  local  needs. 

Health  care  for  the  poor  should  not  be  disasso- 
ciated from  but  rather  should  be  a vital  part  of, 
the  over-all  health  care  system. 

The  adopted  report  contained  the  following  rec- 
ommendations: 

1.  Increased  funding  of  effective  government  pro- 
grams for  the  health  care  of  the  poor  and  medically 
indigent;  multiple-year  funding  in  selected  pro- 
grams, such  as  neighborhood  health  centers;  govern- 
mental and  private  programs  to  eliminate  unfavor- 
able environmental  conditions,  particularly  in  disad- 
vantaged areas;  AMA  support  of  and  participation 
in  a number  of  experimental  projects  to  develop  and 
evaluate  innovative  methods  of  health  care  delivery 
with  a variety  of  provider  reimbursement  mecha- 
nisms. 

2.  Increase  of  physician  services  in  urban  slum 
areas  by  joint  AMA-governmental  action  for  a vol- 
unteer physician  recruitment  program  for  service  in 
areas  of  need  (a  Project  USA  counterpart  of  the 
Volunteer  Physicians  for  Vietnam) ; by  support  of 
medical  school  scholarships  provided  by  state  and 
county  medical  societies  for  students  from  disad- 
vantaged families,  in  the  hope  they  will  return  to 
practice  in  areas  of  need;  and  by  permitting  part- 
time  practice  elsewhere  by  “full-time”  physicians 
employed  by  government  funded  programs  for  the 
poor,  provided  such  practice  does  not  interfere  with 
effective  service  to  the  poor  community. 

3.  Expansion  of  health  careers  by  increasing  re- 
cruitment from  disadvantaged  areas;  increased  at- 
tention by  medical  schools  to  all  aspects  of  com- 
munity medicine;  development  of  education  mate- 
rials for  disadvantaged  people  in  language  that  re- 
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fleets  their  cultural  backgrounds  and  living  condi- 
tions; emphasis  on  prenatal  and  postnatal  care  and 
preventive  care  for  infants;  and  wider  dissemination 
of  family  planning  counseling  and  supplies  for  those 
who  want  them:  and  cooperation  with  medical  and 
allied  health  organizations  and  student  medical  as- 
sociations to  improve  delivery  of  health  services  to 
the  poor. 

4.  Improved  transportation  for  poor  patients;  ade- 
quate foods  and  diets  of  good  nutritional  quality  for 
low-income  families;  enforcement  of  existing  Fed- 
eral and  local  authority  to  halt  quackery,  especially 
that  which  exploits  the  poor;  programs  to  raise  the 
level  of  mental  health  services  for  the  poor;  and  in- 
creased participation  of  minority  group  physicians 
in  AMA  activities. 

Planning  and  Development.  The  House  accepted 
a report  of  the  Board  of  Trustees  which  announced 
its  formation  of  a Committee  on  Program  Priorities 
to  work  closely  with  its  Finance  Committee  to  eval- 
uate present  and  future  utilization  of  the  resources 
of  the  AMA. 

After  considerable  reference  committee  and  House 
floor  debate  on  the  report  of  the  Committee  on 
Planning  and  Development  (both  the  majority  and 
minority  reports),  the  House  voted: 

1.  To  establish  an  ad  hoc  Committee  on  Long- 

Range  Planning  and  Development.  Its  membership 
is  nine,  appointed  as  follows:  one  from  the  Board 

of  Trustees,  five  from  the  House,  one  from  the  Stu- 
dent American  Medical  Association,  and  two  from 
the  AMA  membership  at  large. 

The  ad  hoc  committee  will  receive  the  majority 
and  minority  reports,  all  reviews  and  correspondence 
on  the  subject,  and  the  transcript  of  the  proceed- 
ings of  the  reference  committee  that  considered 
both  reports.  It  will  study  and  make  recommenda- 
tions concerning  the  structuring  of  and  the  charge 
to  a permanent  Committee  on  Long-Range  Planning 
and  Development  and  report  those  recommendations 
to  the  House  at  the  1970  Annual  Convention. 

2.  To  send  the  majority  and  minority  reports  “to 
the  component  state  societies  for  such  specific  action 
by  their  governing  bodies  as  they  deem  warranted, 
it  being  understood  that  the  resolutions  so  gener- 
ated and  all  recommendations  made  in  the  reports 
(majority  and  minority)  will  be  considered  by  the 
appropriate  reference  committee  at  the  Annual  Con- 
vention in  1970. 

Statement  on  Marihuana.  The  House  adopted  a 
policy  statement  on  marihuana  which  includes  the 
following  points: 

Cannabis  (marihuana)  is  a dangerous  drug  and 
as  such  is  a public  health  concern.  It  is  a psy- 
choactive substance  which  can  have  a marked 
deleterious  effect  on  individual  performance  and 
social  productivity.  A significant  number  of  ex- 
posed persons  become  chronic  users  with  con- 
comitant medical  and  interpersonal  problems. 

The  sale  and  possession  of  marihuana  should 
not  be  legalized.  ...  If  all  controls  on  marihuana 
were  eliminated  potent  preparations  would  domi- 
nate the  market,  and  if  the  potency  were  legally 
controlled,  predictably  there  would  be  an  illicit 
market  for  the  more  powerful  forms— leading  to 
more  serious  medical  and  social  consequences. 

The  handling  of  offenders  should  be  individ- 
ualized. . . . Where  penalties  are  required  the 
courts  should  have  sufficient  discretion  to  deal 
flexibly  with  violators.  . . . 

Additional  research  on  marihuana  should  be  en- 
couraged. . . . 

The  AMA  should  continue  its  educational  pro- 
grams to  all  segments  of  the  population  with  re- 
spect to  the  use  of  marihuana.  . . . Physicians, 


frequently  and  forcefully,  should  call  attention  to 
the  problems  of  all  forms  of  drug  abuse  and  drug 
dependence,  including  those  which  arise  from  the 
use  of  marihuana. 

AMA-ERF  Institute  for  Biomedical  Research. 
On  the  reluctant  recommendation  of  the  AMA-ERF 
Liasion  Committee  of  the  House  of  Delegates,  and 
after  hearing  much  praise  of  the  work  of  the  Insti- 
tute for  Riomedical  Research,  the  House  adopted 
the  following: 

Whereas,  Your  committee  recognizes  the  vast 
sums  of  monies  that  would  be  involved  in  the 
transfer  of  the  present  site  of  the  Institute  for 
Biomedical  Research  to  an  area  adjacent  to  the 
University  of  Chicago;  and.  . .acknowledges  the 
multimillion  dollar  cost  to  AMA  for  maintenance 
and  operation  if  such  a move  were  made;  and.  . . 
the  possibility  of  obtaining  outside  funds.  . .is  un- 
predictable; and.  . .the  current  cost  of  maintain- 
ing the  Institute  at  its  present  location  is  con- 
stantly rising,  with  no  predictable  sources  of  out- 
side funds  being  available,  and  without  an  in- 
crease in  dues;  therefore  be  it 

Resolved,  That  the  Institute  for  Biomedical  Re- 
search be  discontinued  as  soon  as  the  Board  of 
Directors  of  AMA-ERF  deems  feasible;  and  be  it 
further 

Resolved,  That  the  Liaison  Committee  to  AMA- 
ERF  commends  and  recommends  that  this  House 
of  Delegates  commends  George  Beadle,  M.D.,  cur- 
rent director  of  the  Institute,  and  the  following 
members:  George  R.  Collins;  Clyde  R.  Good- 

heart,  M.D.;  Oscar  M.  Hechter,  Ph.D.;  Rodolfo 
Llinas,  M.D.,  Ph.D.;  Howard  A.  Schneider,  Ph.D.; 
Dan  W.  Urry,  Ph  D.;  and  all  other  personnel  con- 
nected with  the  Institute.  These  people  have  con- 
tributed to  medicine  in  their  specific  fields  of  re-  ) 
search  under  the  auspices  of  the  AMA. 

Private  Practice  of  Medicine.  In  response  to  a 
special  report  and  two  resolutions,  the  House  took 
the  following  action  to  support  private  practice: 

Whereas,  The  private  practice  of  medicine  is 
still  believed  to  be  the  best  method  of  serving 
mankind’s  medical  needs;  and.  . .there  is  no  spe- 
cifically designated  method  in  organized  medicine 
for  the  promotion  of  private  practice;  therefore  i 
be  it 

Resolved,  That  the  House  of  Delegates  establish 
a Committee  on  Private  Practice,  which  shall  con- 
sist of  nine  active  members  of  the  Association  and  < 
be  constituted  as  a standing  committee  of  the 
Council  on  Medical  Service,  a council  of  this 
House  of  Delegates. 

Functions  of  the  committee  are  to  encourage  and 
promote  the  private  practice  of  medicine;  to  de- 
velop new  methods  that  will  promote  private  prac-  . 
tice  throughout  medical  school,  graduate,  and  post- 
graduate training;  help  the  private  practitioner  im- 
prove his  method  of  providing  medical  care  (includ- 
ing business  practices  and  utilization  of  allies) ; 
publicize  the  merits  of  private  practice;  encourage 
and  help  the  development  of  similar  committees  by 
state  medical  associations;  and  maintain  constant 
liaison  with  other  committees  and  councils  of  the 
AMA  to  achieve  those  objectives. 

Medicine  and  Government.  The  House  adopted  a 
report  explaining  the  Comprehensive  Health  Plan- 
ning and  Regional  Medical  Programs  and  their  in- 
terrelations. It  also: 

Affirmed  its  support  of  the  concept  of  Regional 
Medical  Programs  as  enacted  in  PL  89-239  and 
urged  members  to  help  guide  Regional  Medical 
Programs  in  line  with  the  highest  tradition  of  the 
private  practice  of  medicine. 
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Expressed  its  “firm  opposition  to  on-site  audit- 
ing in  physicians’  offices  of  tax-supported  programs 
by  representatives  of  governmental  agencies”  and 
urged  that  problems  between  physicians  and  in- 
termediaries or  between  physicians  and  govern- 
mental agencies  be  referred  to  local  peer  review 
committees. 

Reaffirmed  the  AMA's  official  position  that  it 
will  help  Federal  agencies  in  “their  quest  for  phy- 
sicians who  are  errant  in  their  participation  in 
providing  medical  services  to  Medicare  and  Medi- 
caid patients.” 

Opposed  Federal  physician  licensing  and  en- 
couraged “state  medical  associations  to  work  with 
their  state  legislatures  to  strengthen  state  laws,  if 
necessary,  to  better  control  the  few  physicians 
who  would  tarnish  the  image  of  the  whole  pro- 
fession.” 

Accepted  a role  of  leadership  in  devising  inno- 
vative programs  for  improving  the  operation  of 
the  Medicaid  program  by  utilizing  existing  mech- 
anisms for  the  financing  and  delivery  of  health 
services  within  the  private  sector  of  the  economy. 
In  connection  with  pilot  programs  under  Title  19, 
the  House  resolved  that  “the  Department  of 
Health,  Education,  and  Welfare  spell  out  the 
basic  insurance  requirements,  setting  forth  the 
minimum  benefits  specified  by  law,  which  the 
states  might  place  to  bid.” 

Urged  that  the  AMA  confer  with  Federal  agen- 
cies concerning  feasibility  of  the  government’s 
annual  publication  of  a compendium  of  Federal 
laws  applicable  to  health  and  medicine,  with  the 
rules  and  regulations  of  administrative  bodies  per- 
taining to  them. 

Resolved  to  continue  activities  aimed  at  insur- 
ing that  “in  all  matters  relating  to  the  health  of 
the  public  and  the  practice  of  medicine,  liaison 
between  the  appropriate  Federal  officers,  depart- 
ments, and  agencies  is  conducted  directly  with  the 
American  Medical  Association.” 

Opposed  legislation  requiring  the  filing  of  infor- 
mation reports  by  insurance  carriers  or  other 
third-party  payers  of  payments  made  to  patients, 
since  the  reports  would  not  necessarily  indicate 
what,  if  any,  payment  was  made  to  physicians. 

Opposed  “in  conjunction  with  other  professional 
organizations.  . .the  Senate  Finance  Committee 
amendment  which  militates  against  professional 
corporations.” 

Adopted  a legislative  proposal  that  would  re- 
quire (unless  the  physician  designates  otherwise) 
that  the  labels  of  drug  containers  dispensed  to  pa- 
tients carry  the  established  or  trade  name,  quan- 
tity, and  strength  of  the  drug  dispensed.  How- 
ever, the  House  opposed  the  use  of  compulsory 
government  prescription  forms. 

Adopted  a report  opposing  establishment  of  a 
School  of  Health  Sciences  under  the  auspices  of 
the  Department  of  Defense,  stating  that  “the 
granting  of  professional  and  academic  degrees 
should  remain  within  the  purview  of  educational 
institutions  and  not  become  a prerogative  of  the 
Federal  government. 

Cost  of  Care.  Expressing  deep  concern  about  the 
ever-increasing  costs  of  hospital  care  services,  the 
House  resolved  that  the  “AMA  Board  of  Trustees 
request  the  Board  of  Trustees  of  the  American  Hos- 
pital Association  to  join  with  it  in  urging  hospital 
boards  and  hospital  medical  staffs  to  develop  and 
institute  cost  control  measures  for  hospital  care 
services.” 

The  House  also  resolved  that  it  “reaffirms  its  en- 
dorsement of  the  tax  credit  plan  and  urges  the 
Board  of  Trustees  to  give  this  plan  the  strongest 


support  and  the  widest  publicity  among  members  of 
the  Association  and  the  public.”  In  addition,  it 
urged  AMA  councils  and  committees  to  intensify 
efforts  “to  develop  other  realistic  and  effective  plans 
of  medical  care  coverage  available  for  all  persons  in 
the  United  States,  utilizing  multiple  methods  of 
financing  and  free  choice  of  mechanism  based  on 
adequate  standards  of  coverage.” 

At  the  same  time,  the  House  urged  all  state  medi- 
cal associations  to  “submit  promptly  any  other 
realistic  proposals  which  they  believe  should  be 
developed  as  AMA  proposals  for  effective,  widely 
available  medical  care  insurance  or  prepayment 
plans.” 

Also  in  connection  with  cost,  the  House  recognized 
that  “various  news  media  and  agencies  of  the  Fed- 
eral government  routinely  blame  the  medical  pro- 
fession for  the  rising  costs  of  health  care;  and.  . . 
some  physicians  and  even  the  publications  of  the 
American  Medical  Association.  . use  the  erroneous 
expression  ‘health  care’  when  they  should  use  the 
correct  term  ‘medical  care.’  The  House  resolved  that 
the  Board  of  Trustees.  . .initiate,  promptly,  remedial 
measures  to  clarify  the  meaning  of  the  expressions 
‘medical  care’  and  ‘health  care’  and  to  assure  their 
correct  usage  in  all  official  publications  of  the  Amer- 
ican Medical  Association”  and  that  the  executive 
vice-president  design  activities  “to  correct  the  termi- 
nology of  the  lay  press  and  enlighten  the  understand- 
ing of  the  public.” 

Strengthening  the  AMA.  In  his  address,  Dr.  Dor- 
man made  the  following  recommendation  which  the 
House  referred  to  the  Council  on  Constitution  and 
Bylaws  for  study  and  possible  action: 

I would  like  to  suggest.  . .another  category  of 
membership.  . .to  include  those  members  of  the 
State  Department,  for  instance,  who  are  around 
the  world  taking  care  of  our  consular  people;  of 
our  people  in  various  countries  and  capitals  of  the 
world;  who  are  not  now  eligible  through  member- 
ship in  county  societies  to  belong  to  the  AMA.  I 
would  like  to  see  a membership  that  is  much  like 
the  membership  of  our  armed  forces,  of  our  Vet- 
erans Administration,  or  of  our  Public  Health 
Service.  These  men  look  to  us  for  advice  and  for 
leadership,  and  I would  like  to  see  us  give  them  a 
home.” 

The  House  also  urged  state  and  county  medical 
societies  “to  take  action  to  make  available  to  in- 
terns and  residents  active  membership  or  its  equiva- 
lent” and  resolved  that  “the  Council  on  Medical  Edu- 
cation and  other  bodies  within  the  American  Medi- 
cal Association  intensify  their  efforts  to  initiate  ad- 
ditional meetings  and  encourage  continuing  dialogue 
with  medical  students,  preferably  in  conjunction 
with  local  chapters  of  SAMA;  interns  and  residents 
in  their  respective  states.” 

Recommending  a continuing  study  of  trends  of 
membership  in  the  AMA,  the  House  resolved  that 
the  Board  of  Trustees  “direct  a task  force  to  develop 
a realistic  program  to  correct  any  cause  which  may 
result  in  a loss  of  potential  physician  members,  and 
carry  forward  an  active  recruitment  effort.” 

The  House  directed  that  the  AMA  “aggressively 
pursue  close  working  relationships  with  the  medical 
specialty  societies”  and  adopted  a Board  report  de- 
scribing its  recently  created  Commission  on  Foreign 
Medical  Graduates,  consisting  of  representatives 
from  the  AMA,  American  Hospital  Association, 
Association  of  American  Medical  Colleges,  Federa- 
tion of  State  Medical  Boards,  Association  for  Hos- 
pital Medical  Education,  National  Medical  Associa- 
tion, Advisory  Board  for  Medical  Specialties,  and 
the  Education  Council  for  Foreign  Medical  Gradu- 
ates. 

A resolution  was  adopted  strongly  urging  the 
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Council  on  Medical  Education  and  the  specialty 
boards  “to  move  forward  with  the  acceptance  of 
qualified  osteopathic  physicians  into  their  training 
program  and  specialty  board  examinations.”  The 
House  noted  that  the  American  Board  of  Internal 
Medicine  is  the  sixth  specialty  board  to  declare 
that  it  will  accept  for  examination  graduates  of  os- 
teopathic schools  who  have  satisfactorily  completed 
the  requirements  of  the  board  in  regard  to  approved 
internship,  residency,  and  fellowship  training. 

Additional  Actions.  At  the  Denver  meeting,  the 
House  also: 

— Approved  essentials  of  an  accredited  educa- 
tional program  for  orthopedic  assistants. 

— Approved  essentials  of  an  accredited  educa- 
tional program  for  radiologic  technologists. 

—Adopted  a report  on  socioeconomics  in  the  edu- 
cation of  the  young  physicians. 

— Accepted  for  information  a progress  report  on 
the  establishment  of  a specialty  board  in  allergy. 

— Adopted  a resolution  suggesting  that  educa- 
tional opportunity  for  students,  interns,  and  resi- 
dents not  be  limited  to  university  hospitals,  but  “ex- 
pose these  trainees  to  the  merits  of  practice  under  a 
variety  of  environmental  circumstances.” 

— Endorsed  Standards  8 and  9 of  the  Governing 
Body  and  Management  Section  of  the  Revised  Stand- 
ards for  Hospital  Accreditation. 

—Adopted  guidelines  for  development  of  new 
health  occupations. 

— Resolved  that  the  AMA,  state,  and  local  medical 
societies  “intensify  their  support  of  the  private  and 
public  agencies  in  the  fulfilling  of  their  responsibili- 
tes  in  promoting  environmental  health.” 

— Approved  a report  on  professional  liability  that 
said  “the  feasibility  of  an  AMA-sponsored  profes- 
sional liability  insurance  program  is  now  being  con- 
sidered by  the  Board  of  Trustees.” 

— Reaffirmed  present  policy  on  therapeutic  abor- 
tion while  rejecting  a resolution  that  urged  revision 
of  state  laws  to  permit  abortion  on  demand. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following-  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

These  reports  were  reviewed  by  your  ref- 
erence committee.  The  reports  covered  many 
important  areas  of  medical  practice,  and  your 
committee  strongly  urges  careful  reading  of  all 
resolutions  and  reports  of  officers  and  com- 
mittees. This  committee  wishes  to  thank  the 
New  York  Delegation  for  its  diligence  and  hard 
work  in  representing  the  State  Medical  Society. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Research  and  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Research 
and  Planning  are  as  follows: 

John  M.  Galbraith,  M.D.,  Chairman.  .Nassau 

Waring  Willis,  M.D.,  Vice-Chairman 


Westchester 

James  M.  Blake,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Robert  E.  Good,  M.D Chemung 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Clyde  L.  Randall,  M.D Erie 

Robert  E.  Westlake,  M.D Onondaga 


During  the  past  year,  the  Committee  on  Re- 
search and  Planning  suffered  a loss  in  the 
death  of  one  of  its  members,  William  L. 
Wheeler,  Jr.,  M.D. 

Included  in  this  report  is  an  account  of  the 
activities  of  the  Division  of  Research  and 
Planning  in  carrying  out  directions  from  the 
1969  House  of  Delegates  and  the  Council  to 
conduct  an  in-depth  study  of  the  Society’s  Con- 
stitution and  Bylaws.  The  committee  has  con- 
tinued its  exploration  of  a nonprofit  public- 
benefit  corporation  for  the  delivery  of  personal 
health  services. 

Study  of  the  Constitution  and  Bylaws.  In  its 
report  to  the  1969  House  of  Delegates,  the 
Committee  on  Constitution  and  Bylaws  noted 
that  although  these  documents  had  undergone 
recent  editing,  a large  portion  of  them  was  a 
century  old.  The  committee  had  become  in- 
creasingly cognizant  that  similar  resolutions 
were  so  often  introduced.  Seeking  to  learn 
the  reason,  it  concluded  that  a close  examina- 
tion was  needed.  Accordingly  on  the  commit- 
tee’s recommendation,  the  House  of  Delegates 
designated  the  Division  of  Research  and  Plan- 
ning to  conduct  a detailed  study  of  the  Con- 
stitution and  Bylaws  “with  the  advice  and  as- 
sistance of  the  executive  vice-president  and 
legal  counsel.”  At  its  meeting  in  March,  1968, 
the  Council  affirmed  this  action. 

In  its  review,  the  Division  has  taken  two 
steps.  First,  it  is  compiling  a record  of  all  the 
amendments  proposed  over  the  years  and  their 
disposition  whether  adopted,  rejected,  with- 
drawn, or  without  action.  Its  compilation  will 
include  not  only  the  substance  of  the  proposals, 
but  also  the  proposer,  whether  it  be  an  indi- 
vidual or  a county  society,  and  the  reasons. 

Second,  since  an  examination  of  the  Consti- 
tution and  Bylaw's  would  cover  their  phraseol- 
ogy, arrangement,  and  content,  the  Division 
has  prepared  a draft  rearrangement  of  both  of 
the  existing  documents  as  a starting  point. 
This  draft  was  prepared  to  facilitate  the  work 
of  the  newly  appointed  Ad  Hoc  House  Com- 
mittee on  Constitution  and  Bylaws  by  giving  it 
a basis  of  comparison.  Whatever  form  was 
adopted  could  then  be  edited  in  phraseology  and 
style. 

Nonprofit  Public-Benefit  Corporation  for  the 
Delivery  of  Personal  Health  Services.  In  re- 
porting its  activities  to  the  House  of  Delegates 
of  the  Medical  Society  in  February,  1969,  the 
committee  stated  that  it  was  exploring  the 
possibility  of  a public  corporation  to  help  meet 
present-day  medical  needs.  In  turn,  the  House 
Reference  Committee  on  Organization,  Policies, 
and  Legal  Matters,  after  a hearing  on  the  sub- 
ject, declared  that  it  was  in  favor  of  a forma- 
tion of  the  proposed  public  corporation  at  a 
State-wide  level.  It  recommended  that  the 
Committee  on  Research  and  Planning  continue 
to  study  and  explore  the  subject  and  keep  the 
membership  informed  of  its  progress.  The  ref- 
erence committee’s  report  was  unanimously 
adopted  by  the  House  of  Delegates. 
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The  Committee  on  Research  and  Planning 
had  not  proceeded  beyond  the  initial  stages  of 
its  deliberations  before  it  realized  that  the 
Hospital  Association  of  New  York  State  should 
be  invited  to  join  in  the  exploration  of  ways  to 
solve  the  current  pressing  problems  and  the 
potentialities  of  the  nonprofit  public-benefit 
corporation  as  one  particular  means.  Repre- 
sentatives of  the  Hospital  Association  of  New 
York  State  and  the  Committee  on  Research  and 
Planning  have  held  two  meetings  together.  It 
is  manifest  that  the  hospitals  and  the  medical 
profession  are  the  major  parties  in  the  delivery 
of  medical  care.  If  any  initiative  is  to  be 
taken  to  respond  to  the  challenge  directed  to 
the  private  sector  by  government,  these  two 
groups  bear  that  responsibility. 

The  Division  of  Research  and  Planning  pre- 
pared a document  entitled,  “To  Meet  A Chal- 
lenge: A Nonprofit  Public-Benefit  Corporation 
for  Delivery  of  Personal  Health  Services. ’’  It 
explains  the  nature  of  such  a corporate  struc- 
ture, its  potentialities,  and  its  advantages.  It 
was  designed  to  serve  as  background  informa- 
tion for  discussions  of  the  subject.  In  addition, 
its  dissemination  to  the  members  of  the  State 
Medical  Society  would  carry  out  the  mandate 
of  the  1969  House  of  Delegates  that  the  Com- 
mittee on  Research  and  Planning  keep  the 
membership  informed  of  its  progress  in  ex- 
ploring the  subject  of  a nonprofit  public-benefit 
corporation  for  personal  health  services. 

On  recommendation  of  the  committee,  the 
Council,  at  its  meeting  of  November  20,  au- 
thorized dissemination  of  the  document  to  the 
membership  of  the  Society. 

The  joint  exploration  of  such  a corporate 
body  by  the  committee  with  the  representatives 
of  the  Hospital  Association  of  New  York  State 
is  continuing. 

Respectfully  submitted, 

Johx  M.  Galbraith,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark.  M.D.,  chairman. 

This  committee  reviewed  the  report  of  the 
Committee  on  Research  and  Planning  and,  in 
addition,  the  report  of  the  Executive  Vice-Presi- 
dent and  the  supplementary  report  of  the 
Executive  Vice-President  (pages  1372,  1396  of 
these  minutes)  pertaining  to  the  Division  of 
Research  and  Planning.  We  wish  to  commend 
the  committee  and  the  director  of  the  Division 
of  Research  and  Planning,  Harry  D.  Kruse, 
M.D.,  for  their  efforts.  The  reference  commit- 
tee is  in  full  accord  with  the  direction  in  which 
they  are  moving. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-80.  New  Legislation  and  Appointment  of 
State  Commission  to  Study  Professional  Liability 

Introduced  by  Victor  J.  Tofany,  M.D.,  Sec- 
tion Delegate  on  Anesthesiology,  as  an  indi- 
vidual 


Whereas,  The  number  of  malpractice  suits 
and  the  magnitude  of  awards  granted  to 
plaintiffs  have  increased  markedly  in  spite  of 
the  fact  the  quality  of  medical  care  has  im- 
proved steadily;  and 

Whereas,  Premiums  for  professional  lia- 
bility insurance  are  rising  at  an  astronomical 
rate;  and 

Whereas,  The  cost  of  medical  care  is  in- 
creased by  the  incorporation  of  higher  lia- 
bility premiums  into  professional  fees;  and 

Whereas,  The  cost  of  medical  care  is  being 
increased  further  by  the  subjecting  of  pa- 
tients to  laboratory  tests,  diagnostic  proce- 
dures, and  professional  consultations  w’hich 
are  medically  unnecessary  but  are  intended 
to  satisfy  legalities  and  avoid  litigation;  and 

Whereas,  Patient  care  can  be  compromised 
when  medical  judgment  is  influenced  by  medi- 
cal-legal considerations;  and 

Whereas,  It  is  in  the  interest  of  the  pa- 
tient, physician,  and  insurance  carrier  to  cur- 
tail indiscriminate,  unwarranted  litigation; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  Y'ork  seek  the  most  expert, 
legal,  and  legislative  assistance  available,  as 
soon  as  possible,  without  regard  to  cost  to 
bring  about  the  enactment  of  legislation  de- 
signed to  establish  the  following: 

1.  Requiring  that  a plaintiff  post  a bond  at 
the  initiation  of  a suit; 

2.  Limiting  the  concept  of  contingency 
fees; 

3.  Setting  a maximum  on  awards;  and 

4.  Abolishing  the  concept  of  res  ipsa  lo- 
quitor;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New’  York  petition  Governor  Rocke- 
feller to  appoint  a commission  to  study  the 
malpractice  problem  in  New  Y'ork  State  to 
consider,  among  others,  the  following  factors : 

1.  The  influence  of  malpractice  suits  on 
the  cost  of  hospital  and  professional  care ; 

2.  The  adverse  influence  of  malpractice 
suits  in  medical  judgment  and  consequently 
on  quality  of  medical  care ; 

3.  Whether  or  not  our  present  malpractice 
system  is  beneficial  to  those  patients  who 
truly  deserve  compensation  for  adverse  medi- 
cal results;  and 

4.  Whether  or  not  the  medical  profession 
and  hospitals  can  expand  the  use  of  para- 
medical personnel  to  meet  the  rapidly  grow- 
ing demands  for  medical  care  by  unions,  poli- 
ticians, and  the  public,  while  inhibited  by  the 
present  medical-legal  climate. 

Report  of  Reference  Committee  on  Organi- 
zation, Policies,  and  Legal  Matters:  The 

following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

In  consideration  of  this  resolution,  your  ref- 
erence committee  proposes  that  the  title  be 
changed  to  “Appointment  of  Interprofessional 
Committee  of  the  New  York  State  Bar  Associa- 
tion and  the  Medical  Society  of  the  State  of 
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New  York  for  Review  of  Professional  Lia- 
bility Legislation.” 

Your  committee  recommends  that  both 
Resolveds  be  deleted  and  in  their  place  the  fol- 
lowing Resolved  be  inserted: 

Resolved,  That  the  President  of  the  Medi- 
cal Society  of  the  State  of  New  York  meet 
with  his  fellow  officers  of  the  New  York  State 
Bar  Association  and  the  Hospital  Associa- 
tion of  New  York  State  and  request  them  to 
appoint  a committee  containing  members  of 
the  three  organizations  to  study  the  pro- 
fessional liability  problem  in  New  York  State. 
The  purpose  of  this  interprofessional  com- 
mittee would  be  to  present  acceptable  legis- 
lative ideas  to  combat  the  rapid  rise  in  pro- 
fessional liability  cases. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  adopting 
resolution  70-80  as  amended. 

70-21.  Counteraction  for  Unjustified  Mal- 
practice Actions 

Introduced  by  Medical  Society  of  the  County  of 
Warren 

Whereas,  The  members  of  the  Medical 
Society  of  the  County  of  Warren  have  be- 
come increasingly  concerned  over  the  dimin- 
ished esteem  and  regard  traditionally  held  by 
the  public  for  its  doctors;  and 

Whereas,  There  is  also  concern  over  what 
appears  to  be  an  increasing  number  of  un- 
just malpractice  actions  brought  against 
members  of  the  medical  profession  na- 
tionally; and 

Whereas,  There  appears  to  be  at  present 
no  deterrent  to  the  institution  of  the  un- 
founded malpractice  suit;  and 

Whereas,  A successful  countersuit  against 
an  unfounded  liability  action  would  establish 
a precedent  for  future  actions  against  unjust 
liability  cases;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  direct  its  legal  counsel  to 
review  all  malpractice  actions  brought 
against  its  members  over  the  past  seven 
years  with  a view  to  bringing  legal  action 
against  these  plaintiffs  and  their  attorneys 
for  barratry*  where  it  appears  that  such 
malpractice  actions  were  unwarranted  and 
unjust. 

Report  op  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee  feels  that  in  view 
of  the  extreme  legal  difficulties  involved  in 
such  a countersuit,  this  resolution  should  be 
disapproved.  Your  reference  committee  wishes 
to  note  that  in  any  instance  of  a totally  un- 
founded and  unwarranted  liability  action,  a 
complaint  to  the  Bar  Association  would  most 
probably  bring  more  dependable  response. 

* The  offence  of  frequently  inciting  and  stirring  up  suits 
and  quarrels. 


The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  thereby  disapprov- 
ing resolution  70-21. 

70-31.  Revision  of  Laws  Concerning  Autopsy  and 
the  Dead  Human  Body 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  There  exist  many  diversities, 
ambiguities,  conflicts,  contradictions,  and  in- 
adequacies in  the  numerous  scattered  stat- 
utes dealing  with  the  dead  human  body,  as 
these  have  been  adopted  at  many  different 
times  to  meet  specific  problems ; and 

Whereas,  This  often  leads  to  confusion  for 
those  concerned  with  the  dead  human  body, 
including  physicians,  pathologists,  hospital 
administrators,  medical  examiners,  and  coro- 
ners; and 

Whereas,  The  Governor  has  seen  fit  to  im- 
plement the  action  of  the  Legislature,  stimu- 
lated by  the  Medical  Society  of  the  State  of 
New  York,  and  did  create  a Temporary  State 
Commission  for  the  Study  of  the  Problems 
Relating  to  Transplantation  of  Organs  and 
Tissues ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
extend  the  life  of  the  present  Temporary 
State  Commission  for  the  Study  of  the  Prob- 
lems Relating  to  Transplantation  of  Organs 
and  Tissues;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
extend  the  charge  of  that  Commission  to  in- 
clude a survey  and  clarification  of  existing 
laws  that  pertain  to  the  dead  human  body 
and,  after  appropriate  review  and  compila- 
tion, to  recommend  a revised,  properly  col- 
lated, mutually  compatible,  and  consistent 
set  of  such  statutes;  and  be  it  further 

Resolved,  That  the  Commission’s  study,  re- 
view, and  recommendations  include  such  ad- 
ditional and  related  statutes  as  the  Uniform 
Anatomical  Gift  Act,  as  recommended  by  the 
National  Conference  of  Commissioners  on 
Unified  State  Laws. 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.  chairman. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-69.  Regulation  of  the  Listing  of  Physicians  in 
the  “Yellow  Pages” 

Introduced  by  Dutchess  County  Medical  Society 

Whereas,  The  public  frequently  uses  the 
listing  of  physicians  in  the  “Yellow  Pages” 
of  the  telephone  directory  as  a reasonable 
means  of  finding  a physician;  and 

Whereas,  The  public  must  assume  that  if 
an  individual  is  listed  as  a physician  and 
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surgeon  in  the  “Yellow  Page3,”  he  is  a li- 
censed physician;  and 

Whereas,  The  public  must  also  assume 
that  if  an  individual  is  listed  as  a specialist 
in  the  “Yellow  Pages”  that  he  must  be  quali- 
fied for  that  listing  by  any  of  several  accept- 
able medical  criteria ; and 

Whereas,  It  is  now  known  to  us  that  the 
New  York  Telephone  Company  and/or  its 
solicitor  for  advertising  in  the  “Yellow 
Pages”  makes  no  effort  to  ascertain  whether 
or  not  an  individual  requesting  a listing  as  a 
physician  or  as  a medical  specialist  is  either 
licensed  or  qualified;  and 

Whereas,  This  is  evident  by  the  repeated 
listing  of  chiropractors,  deceased  physicians, 
and  other  individuals  as  physicians  and  sur- 
geons; and 

Whereas,  The  Dutchess  County  Medical 
Society  has  repeatedly  attempted  to  negoti- 
ate with  the  New  York  Telephone  Company 
to  provide  some  regulation  to  this  listing  so 
that  the  public  may  be  assured  of  accuracy 
and  reliability  in  such  a listing;  and 

Whereas,  All  attempts  on  a local  level  to 
effect  this  control  have  failed ; therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  in  an  effort  to  provide 
some  assurance  of  accuracy  in  the  listing  of 
physicians  and  surgeons  in  the  “Yellow 
Pages”  of  the  telephone  directories  through- 
out the  State  of  New  York,  negotiate  with 
the  New  York  Telephone  Company  and/or 
its  subsidiary  agency  for  the  “Yellow  Pages,” 
to  the  end  that  each  year  prior  to  the  pub- 
lishing of  the  list  of  physicians  and  surgeons 
in  the  “Yellow  Pages,”  such  list  be  submit- 
ted to  the  local  county  medical  society  to  in- 
sure that  all  individuals  thereon  are  licensed 
physicians;  and  be  it  further 

Resolved,  That  in  such  cases  where  the 
“Yellow  Pages”  elect  to  list  physicians  on  a 
specialty  basis,  the  listing  be  evaluated  and 
approved  by  the  local  county  medical  society 
using  the  criteria  established  by  the  Ameri- 
can Medical  Association. 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution  with  this  additional 
sentence  added  to  the  last  Resolved:  “The 
local  county  medical  societies  would  retain 
option  as  to  whether  or  not  they  will  allow 
listing  on  a specialty  basis.” 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-84.  Polling  of  AMA  Membership 

Introduced  by  Jerome  Seides,  M.D.,  as  an  indi- 
vidual 

Whereas,  Communication  between  the  in- 
dividual physician  and  the  American  Medical 
Association  is  indirect;  and 

Whereas,  Opinions  of  the  individual  physi- 


cian are  not  directly  expressed  to  the  na- 
tional organization ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  Ameri- 
can Medical  Association  that  on  all  matters 
of  national  importance,  the  entire  medical 
profession  be  polled  as  follows: 

1.  Properly  prepared  cards  be  included  in 
the  Journal  of  the  American  Medical  Associa- 
tion; 

2.  These  cards  be  returnable  to  the  Ameri- 
can Medical  Association; 

3.  The  opinion  of  the  member  physicians 
be  tallied; 

4.  The  opinions  be  published;  and 

5.  These  opinions  need  not  be  binding  on 
the  American  Medical  Association  but  serve  as 
guidelines  for  democratic  and  constructive  ac- 
tion. 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee  feels  that  this 
resolution  is  not  workable,  and,  therefore,  rec- 
ommends that  it  not  be  adopted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disap- 
proving resolution  70-84. 

70-33.  Creation  of  Commission  to  Study  Prob- 
lems of  Patient  Care,  Hospital  Service,  and 
Medical  Education 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Medicine  is  currently  confronted 
with  many  interrelated  problems  having  to 
do  with  the  form  of  medical  practice;  hos- 
pital services;  undergraduate,  graduate,  and 
postgraduate  education;  manpower  short- 
ages ; and  a host  of  other  questions ; and 

Whereas,  The  resolution  of  these  problems 
requires  that  they  be  evaluated  objectively, 
in  proper  perspective,  and  that  goals  be  es- 
tablished in  order  of  priority ; and 

Whereas,  Such  planning  requires  a uni- 
fied, concerted  approach  by  a single  planning 
body  having  representatives  from  all  asso- 
ciations, groups,  and  agencies  concerned  with 
health  care;  and 

Whereas,  Problem  analysis  and  planning 
are  currently  being  conducted  by  large  num- 
bers of  organizations  and  agencies  which 
often  duplicate  effort,  work  at  cross  purposes 
unwittingly,  and  make  inadequate  recom- 
mendations because  of  their  inability  to  view 
the  problems  of  health  care  as  a whole;  and 

Whereas,  The  numerous  Councils  and 
committees  of  the  American  Medical  Asso- 
ciation suffer  from  these  deficiencies  and 
have  been  unable  to  develop  broad,  long- 
range  programs  consistent  with  one  another 
and  adequate  to  meet  the  needs  of  the  public 
and  the  profession ; and 

Wthereas,  The  expenses  of  a planning  body 
operating  under  the  auspices  of  the  Ameri- 
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can  Medical  Association  would  probably  be 
underwritten  by  one  or  more  foundations  in- 
terested in  public  health  and  medical  care; 
therefore  be  it 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  be  in- 
structed to  introduce  a resolution  at  the  next 
meeting  of  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  June,  1970,  call- 
ing for  the  creation  of  a Commission  of  the 
Association,  the  functions  of  which  shall  be 
to  study  the  many  problems  the  public  and 
the  profession  face  in  health  care,  to  identify 
-1  goals  and  objectives  in  order  of  priority,  and 
to  make  recommendations  on  how  they  may 
best  be  obtained ; and  be  it  further 

Resolved,  That  the  Commission  undertake 
continued  planning  and  program  develop- 
ment as  an  advisory  body  to  the  Board  of 
Trustees  and  the  House  of  Delegates  of  the 
American  Medical  Association. 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee,  after  careful 
examination  of  this  resolution,  felt  that  it 
would  merely  be  a duplication  of  the  basic 
concepts  for  the  existence  of  the  American 
Medical  Association.  We,  therefore,  recom- 
mend that  this  resolution  not  be  adopted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disap- 
proving resolution  70-33. 

70-55.  Full-Time  Legislative  Representative  for 
the  Medical  Society  of  the  State  of  New  York 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  represents  all  its  physician 
members  in  all  legislative  matters  and  is, 
therefore,  best  qualified  to  speak  for  the  pro- 
fession regarding  legislation;  and 

Whereas,  Government  control  and  regula- 
tion of  health  services  are  increasing,  and 
health  related  bills  are  proliferating  in  the 
legislature;  and 

Whereas,  A legislative  representative  in 
the  full-time  employ  of  the  Medical  Society 
of  the  State  of  New  York  would,  over  a pe- 
riod of  time,  become  well  versed  in  the  prob- 
lems of  medical  practice,  related  health  serv- 
ices, and  in  the  present  and  future  needs  of 
our  profession;  and 

Whereas,  Such  a full-time  legislative  rep- 
resentative would  assure  the  Medical  Society 
of  the  State  of  New  York  and  its  member 
physicians  of  effective,  continuing  represen- 
tation in  all  legislative  matters  through  con- 
stant contact  with  the  legislators  and  the 
Governor;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  explore  the  feasibility 
and  practicality  of  securing  the  services  of  a 


full-time,  professional  legislative  representa- 
tive; and  be  it  further 

Resolved,  That  if  such  a representative  is 
employed,  he  be  a lawyer  who  would  repre- 
sent only  the  Medical  Society  of  the  State  of 
New  York  and  its  members,  thereby  avoiding 
possible  conflicts  of  interest  and  insuring  the 
full  expression  of  our  policies  and  the  most 
effective  implementation  of  our  objectives. 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee  is  sympathetic  to 
the  need  for  the  best  possible  means  of  com- 
munication with  our  Legislature.  We  feel, 
however,  that  this  resolution  would  not  be  an 
improvement  on  our  present  means  of  legisla- 
tive representation.  We,  therefore,  recommend 
that  this  resolution  not  be  adopted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disap- 
proving resolution  70-55. 

70-32.  Failure  of  State  Medical  Society  to  Im- 
plement Resolution  68-29,  “Adjudication  of  Le- 
gality of  the  Practice  of  Medicine  by  Hospital 
Corporations” 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Hospitals,  with  increasing  fre- 
quency, are  forcing  physicians  to  rebate  or 
transfer  fees  to  them  by  the  use  of  direct  and 
indirect  coercion;  and 

Whereas,  Such  practices  are  contrary  to 
the  provisions  of  Section  6514  of  the  New 
York  State  Education  Law  and  to  the  Princi- 
ples of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York;  and 
Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
February,  1968,  adopted  resolution  68-29, 
which  required  that  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  ap- 
propriate the  necessary  funds,  forthwith,  and 
retain  special  legal  counsel  to  provide  a final 
and  authoritative  opinion  on  the  legality  of 
the  practice  of  medicine  by  hospital  corpora- 
tions; and 

Whereas,  In  the  two  years  between  the 
adoption  of  resolution  68-29  and  the  present 
meeting  of  the  House  of  Delegates,  the  Coun- 
cil has  done  nothing  to  satisfy  the  mandate 
of  the  delegates;  and 

Whereas,  Resolutions  requesting  the  im- 
plementation of  resolution  68-29  have  been 
presented  and  adopted;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
deplores  the  failure  of  the  Council  to  expedite 
and  implement  resolution  68-29  and,  again, 
requests  action  on  this  resolution  without 
further  delay. 

Report  of  Reference  Committee  on  Organi- 
zation, Policies,  and  Legal  Matters:  The 
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following  report  was  presented  by  Stanley 
Stark,  M.D.,  chairman. 

Your  reference  committee  spent  a consider^ 
able  amount  of  time  investigating  the  problems 
involved  in  this  resolution  and  considered  the 
following  memorandum  submitted  to  the  com- 
mittee. The  House,  after  discussion,  voted  to 
table  this  portion  of  the  report  so  that  this 
memorandum  could  be  read  by  all. 

The  House  then  voted  to  reconsider  the  action 
to  postpone  and  voted  to  consider  resolution 
70-32. 

Memorandum  concerning  Resolution  70S 2,  "Failure 
of  State  Medical  Society  to  Implement  Resolution 
68—29,  "Adjudication  of  Legality  of  the  Practice  of 
Medicine  by  Hospital  Corporations." 

The  subject  matter  of  this  resolution  has  been  un- 
der discussion  for  a number  of  years,  and  resolution 
68-29  was  but  the  last  of  a series  of  resolutions  of  a 
similar  nature.  The  general  thrust  of  the  resolution 
is  that  hospitals,  by  employing  doctors  and  insisting 
that  they  rebate  or  transfer  fees  to  the  institutions, 
are  exerting  a form  of  direct  and/or  indirect 
coercion  and  that  such  practices  are  contrary  to  the 
provisions  of  Section  6514  of  the  New  York  State 
Education  Law  and  to  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York.  Such  part  of  Section  6514  of  the  State  Edu- 
cation Law  as  is  involved  here  probably  refers  to 
Subdivision  (f),  which,  as  a grounds  for  discipline 
states:  “That  a physician.  . .has  directly  or  indi- 

rectly requested,  received,  or  participated  in  the 
division,  transference,  assignment,  rebate,  splitting, 
or  refunding  of  a fee  for,  or  has  directly  or  indi- 
rectly requested,  received  or  profited  by  means  of  a 
credit  or  other  valuable  consideration  as  a com- 
mission, discount,  or  gratuity  in  connection  with  the 
furnishing  of  medical  or  surgical  services.  . . .” 

“Nothing  contained  in  this  chapter  shall  prohibit 
physicians  from  practicing  medicine  as  partners  nor 
in  groups  nor  from  pooling  fees  and  monies  re- 
ceived, either  by  the  partnerships  or  groups  or  by 
the  individual  members  therof,”  and  so  on.  Nothing 
in  Subdivision  (f)  in  any  way  refers  to  the  financial 
arrangements  entered  into  between  a hospital  and  a 
physician  who  is  on  the  staff  and/or  an  employe  of 
the  hospital.  This  Section  was  put  into  the  Educa- 
tion Law  to  prohibit  physicians  from  indulging  in  a 
number  of  abuses  which  were  brought  out  in  the 
Moreland  and  similar  hearings.  It  was  to  prevent 
laymen  and/or  clinics  and/or  lay  corporations  from 
deriving  a percentage  of  the  professional  fees  paid 
to  doctors  and  other  personnel  licensed  to  treat  pa- 
tients in  the  State  of  New  York.  One  of  the  great- 
est instances  of  what  Subdivision  (f)  was  designed 
to  prevent  was  the  commercial  x-ray  laboratories 
splitting  fees  with  the  physicians  who  sent  them  all 
of  their  patients  who  needed  x-ray  study.  There  is 
no  documentation  that  would  indicate  that  this  Sec- 
tion was  ever  intended  to  relate  to  contractual  rela- 
tionships between  a physician  and  a hospital  by 
whom  he  was  emploved.  More  than  a decade  ago 
the  general  understanding  of  the  relationship  be- 
tween even  a voluntary  hospital  and  a physician  on 
its  staff  was  that  the  hospital  was  merely  charged 
with  looking  into  the  qualifications  of  the  people  it 
appointed  and  those  doctors  who  were  appointed  to 
the  staff  were  individual  contractors  for  whose  pro- 
fessional acts  the  hospital  was  not  responsible,  and 
indeed,  for  the  consequence  of  whose  acts,  the  de- 
cisional law  of  the  State  had  provided  immunity 
from  suit.  Then,  the  number  of  physicians  em- 
ployed by  hospitals  started  to  grow  first  with  the 


engagement  of  full-time  pathologists,  radiologists, 
anesthesiologists,  and  physiotherapists,  in  addition, 
of  course,  to  a number  of  physicians  who  were  em- 
ployed in  an  administrative  capacity. 

More  recently,  hospitals  have  employed  substan- 
tial numbers  of  full  and  part-time  physicians.  It  is 
quite  common  now  for  a voluntary  hospital  to  have 
at  least  a salaried  chief  of  surgery  and  a salaried 
chief  of  medicine,  and  many  hospitals  have  salaried 
groups  of  physicians  staffing  the  emergency  rooms. 

It  is  well  known  that  this  tendency  is  growing 
rather  than  lessening,  and,  indeed,  in  some  hospitals 
many  of  the  doctors  are  full  time.  There  are  many 
economic  reasons  for  this,  but  one,  among  others,  is 
that  the  Court  of  Appeals  has  removed  the  immunity 
of  hospitals  from  suit  for  the  acts  of  its  professional 
staff.  The  Court  of  Appeals  in  1957  spelled  out  the 
relationship  between  a hospital  and  a physician  in 
the  case  of  Bing  v.  Thunig,  which  decision  reads  in 
part  as  follows: 

Present-day  hospitals,  as  their  manner  of  opera- 
tion plainly  demonstrates  do  far  more  than  furnish 
facilities  for  treatment.  They  regularly  employ 
on  a salary  basis  a large  staff  of  physicians, 
nurses,  and  interns,  as  well  as  administrative  and 
manual  workers  and  they  charge  patients  for  med- 
ical care  and  treatment,  collecting  for  such  serv- 
ices, if  necessary,  by  legal  action.  Certainly, 
the  person  who  avails  himself  of  “hospital  facili- 
ties’’ expects  that  the  hospital  will  attempt  to 
cure  him,  not  that  its  nurses  or  other  employes 
will  act  on  their  own  responsibility. 

Hospitals  should,  in  short,  shoulder  the  respon- 
sibilities borne  by  everyone  else.  There  is  no 
reason  to  continue  their  exemption  from  the  uni- 
versal rule  of  respondeat  superior.  The  test 
should  be,  for  these  institutions,  whether  chari- 
table or  profit-making,  as  it  is  for  every  other  em- 
ployer, was  the  person  who  committed  the  negli- 
gent injury-producing  act  one  of  its  employes  and, 
if  he  was,  was  he  acting  within  the  scope  of  his 
employment. 

Even  before  the  Bing  v.  Thunig  case,  the  Legisla- 
ture of  the  State  of  New  York,  to  encourage  doctors 
who  were  more  often  than  not,  paid  nothing  for 
their  services,  enacted  Rule  50-D  of  the  Municipal 
Law,  which  provided  that  the  municipality  must 
assume  all  responsibility  for  claimed  acts  of  mal- 
practice on  behalf  of  the  doctors  who  were  treating 
patients  at  such  institutions. 

To  oversimplify  the  matter,  the  concept  grew  up 
that  the  voluntary  hospitals  assumed  a large  meas- 
ure of  control  of  the  care  of  the  patients,  and  as 
Judge  Fuld  said:  “A  person  who  avails  himself  of 

‘hospital  facilities’  expects  that  the  hospital  will  at- 
tempt to  cure  him.” 

In  the  early  days  when  there  were  nowhere  near 
as  many  patients  covered  by  various  forms  of  pre- 
paid medical  plans  or  by  Medicare  and  Medicaid, 
the  problem  did  not  assume  the  proportions  it  now 
seems  to  have.  If  the  chief  surgeon  at  a hospital 
saw  a great  number  of  people  and  operated  on  a 
number  of  them,  what  his  arrangement  with  his  hos- 
pital so  far  as  compensation  was  concerned,  would 
not  arouse  anything  like  the  emotional  reaction  that 
it  now  seems  to  do. 

So,  there  came  a time  several  years  ago  when, 
formally  and  informally,  a great  controversy  was 
raised  in  the  State  Society  about  the  “corporate 
practice  of  medicine,”  by  hospitals,  whatever  that 
means,  and  a committee  of  a number  of  the  officers 
of  the  Society  accompanied  by  the  Counsel  for  the 
Society,  made  an  appointment  with  the  Attorney 
General's  office.  We  had  a long,  quite  thorough,  ses- 
sion with  Mr.  Hirschhorn,  chief  assistant;  also 
present  was  August  J.  Bardo,  Jr.,  in  charge  of 


June  1,  1970  / New  York  State  Journal  of  Medicine  1443 


the  disciplinary  proceedings  before  the  Education 
Department.  Mr.  Hirschhorn  said  that  they  had 
every  intention  of  protecting  the  doctors’  economic 
interests  so  that  they  would  earn  a fair  recompense 
for  their  services  and  not  be  victimized  by  any 
organization.  He  said  that  if  we  could  establish 
that  hospitals  were  putting  undue  pressure  on  phy- 
sicians to  enter  into  contractual  arrangements  which 
were  unfair  to  the  physician,  the  Attorney  General 
would  be  most  interested  in  looking  into  the  situa- 
tion. There  were  some  vague  statements  that  many 
doctors  were  losing  their  privileges  at  hospitals  be- 
cause they  would  not  enter  into  unfair  contractual 
arrangements  with  their  hospitals.  Mr.  Hirschhorn 
said  he  would  like  documentation  of  this.  The  pro- 
ponents of  the  resolution  aimed  at  preventing  the 
so-called  “corporate  practice  of  medicine”  were  fully 
informed  of  the  conference  with  the  Attorney  Gen- 
eral, and.  indeed,  one  of  the  principal  proponents  of 
the  resolution  was  present  at  that  meeting.  There 
were  some  vague  offers  to  produce  evidence  of  the 
abuses,  but  no  doctor  came  forward  and  claimed 
that  any  unjust  demands  were  being  put  on  him  by 
the  hospital  with  which  he  was  associated. 

In  an  attempt  to  see  how  general  the  feeling  is  of 
that  segment  of  the  medical  profession  which  is  now 
employed  by  hospitals,  a questionnaire  was  prepared 
and  mailed  out  to  a large  number  of  these  doctors. 
The  response  was  quite  large  and  presented  some 
very  interesting  answers.  This  is  published  in  the 
Annual  Report  of  the  Committee  on  Standards  of 
Medical  Care.  Some  doctors  said  they  thought  it 
would  be  a good  thing  if  the  State  Medical  Society 
would  come  forward  with  some  guidelines  that  would 
assist  a doctor  who  contemplated  entering  into  a 
contractual  relationship  with  a hospital  so  that  he 
might  see  what  he  should  look  for  before  he  signed 
it.  Of  course  it  is  self  evident  that  the  first  such 
thing  a doctor  needs  is  a competent  lawyer  of  his 
own  selection  to  review  the  contract.  Dr.  Freedman 
has  a contract  now  in  use  by  one  of  the  large 
teaching  institutions  which  he  was  informed  has 
met  with  little  or  no  objection  from  the  hundreds 
of  doctors  who  have  signed  it,  and  with  the  name 
of  the  institution  stricken  out,  it  is  available  as  a 
model  for  any  physician  or  his  attorney  to  study. 
A committee  has  been  appointed  to  draw  up  guide- 
lines using  this  contract,  among  others,  as  models 
It  should  be  called  to  the  attention  of  the  member- 
ship of  the  Society  that  these  contracts  usually  run 
for  one,  two,  or  three  years  and,  hence,  do  not  com- 
mit a man  to  serf-like  existence.  It  is  a known 
fact  that  these  contracts  are  being  amended  from 
time  to  time,  and  it  is  also  a known  fact  that  there 
is  now  a favorable  climate  for  doctors  seeking  such 
employment. 

We  now  come  to  a discussion  of  the  substance  of 
resolution  70-32  which  states  in  part:  “The  House 

of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York,  in  February,  1968.  adopted  resolution 
68-29  which  required  that  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  appropriate 
the  necessary  funds,  forthwith,  and  retain  special 
legal  counsel  to  provide  a final  and  authoritative 
opinion  on  the  legality  of  the  practice  of  medicine 
by  hospital  corporations.”  Action  has  been  taken  by 
the  Council  on  resolution  68-29.  There  have  been 
many  reports  from  the  Committee  on  Hospital- 
Rased  Physicians,  and  at  its  last  meeting  they  con- 
cluded that  any  chance  of  litigation  succeeding  as 
suggested  by  resolution  68-29  and  reiterated  in 
resolution  70—32  is  minimal  at  (he  best.  To  secure 
another  legal  opinion  would  cost  a minimum  of 
$2,500  and  could  run  much  higher. 

According  to  the  survey,  the  great  majority  of  the 
doctors  did  not  express  any  discontent  with  the 


contracts,  and  the  Council  felt  that  even  if  some 
few  were  not  too  happy  with  their  contracts,  that 
action  on  behalf  of  the  Society  was  not  justified,  if, 
in  fact,  action  could  be  brought.  They,  therefore, 
resolved  that: 

“The  institution  of  such  a suit  is  already  known 
not  to  be  feasible  since  no  aggrieved  individual  has 
come  forward  on  whose  behalf  a suit  might  be  insti- 
tuted.” 

In  addition  to  the  stated  ruling,  the  following 
case  is  extremely  cogent  in  relationship  to  the  ca- 
pacity of  a medical  society  to  bring  such  a lawsuit. 
Nassau  N europsychiatric  Society,  Inc.  v.  Adelphi 
University,  et  al.  The  decision  of  the  Court  of  Ap- 
peals of  the  State  of  New  York  reads  in  part  as 
follows:  “The  suit  is  brought  by  a society  of  physi- 

cians practicing  in  Nassau  County  and  specializing 
in  neurology  and  psychiatry.  The  complaint  alleges 
that  the  defendant,  Adelphi  University,  which  is  not 
and  does  not  include  a recognized  medical  school, 
and  defendant  Goldman,  who  is  not  licensed  to 
practice  medicine  in  New  York,  have  announced 
their  intention  to  give  what  the  plaintiff  insists  is 
medical  treatment  to  patients  by  persons  not  li- 
censed to  practice  medicine  and  that  the  defendants 
purport  to  train  unlicensed  persons  to  practice  medi- 
cine in  this  state.”  Chief  Judge  Desmond,  in  up- 
holding the  lower  courts’  decision,  said:  “The  basis 

for  this  conclusion  is  that  the  Education  Law  con- 
tains a complete  scheme  for  licensing  and  registering 
physicians  and  for  the  prosecution  of  persons 
charged  with  unlawfully  practicing  medicine.  Sec- 
tion 6513  not  only  makes  such  unlawful  practice  a 
misdemeanor,  but  mandates  that  such  misdemeanors 
be  prosecuted  by  the  Attorney  General.  . . . Al- 
though the  statute  does  not  mention  the  bringing 
of  injunction  suits  against  such  violations,  it  is  clear 
that  the  Attorney  General  has  the  power  to  sue  for 
an  injunction.”  The  Court  further  held  that:  “A 

medical  society  cannot  identify  itself  with  the  State 
and  is  not  a delegate  or  agency  of  the  State  for  such 
purposes. ...  It  should  be  remarked,  too,  that  what- 
ever may  be  the  interests  of  its  members,  this  plain- 
tiff association  as  such  has  not  sustained  any  spe- 
cial damage.  ...  At  the  least,  plaintiff  must  first 
exhaust  its  other  remedies  by  demanding  that  the 
Attorney  General  commence  criminal  or  civil  action. 
From  all  this,  we  conclude  that  the  Special  Term 
and  the  Appellate  Division  were  correct  in  holding 
that  the  plaintiff  society  lacks  capacity  to  bring  this 
suit.” 

The  suggestions  outlined  in  resolutions  68-29  and 
70-32  would  put  the  Medical  Society  of  the  State  of 
New  York  in  the  same  position  as  the  Nassau 
Neurospychiatric  Society,  Inc.,  if  it  sought  to  en- 
join one  or  more  hospitals  from  practicing  medicine 
because  they  rebated  and/or  split  fees,  and  so  on 
with  physicians.  Only  the  Attorney  General  has  the 
right  to  bring  such  an  action.  If  a strong  case 
could  be  made  out  that  the  Attorney  General  was 
not  doing  his  duty,  then  perhaps,  in  the  most  ex- 
treme situation,  a type  of  legal  proceeding  could  be 
brought  to  compel  him  to  do  so,  but  that  is  prac- 
tically impossible. 

Should  one  or  more  physicians  present  a factual 
picture  which  the  physicians  feel  points  to  hardship, 
tlie  State  Society  would  give  the  situation  careful 
consideration.  Of  course,  it  could  not  be  assumed 
in  advance  that  the  Society  would  agree  with  them. 
It  would  be  a matter  that  would  require  careful  and 
thorough  study. 

In  closing,  not  one  single  doctor  has  ever  asked  the 
State  Society,  its  officers,  and/or  any  of  its  employes 
to  bring  on  his  behalf  any  type  of  action  which  in 
words  or  substance  is  based  on  his  mistreatment  by 
a hospital. 
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At  the  request  of  the  House,  the  Speaker  read 
resolution  68-29,  as  follows:  “Adjudication  of 

Legality  of  the  Practice  of  Medicine  by  Hos- 
pital Corporations,”  introduced  by  the  Medical 
Society  of  the  County  of  Kings, 

Whereas,  The  practice  of  medicine  by  hos- 
pital corporations  has  been  accepted  by  the 
courts  of  the  State  of  New  York  without  a 
determination  of  the  legality  of  such 
practice;  and 

Whereas,  The  Medicare,  Medicaid,  and  the 
affiliation-hospital  programs  adopted  by  the 
City  of  New  York  for  municipal  hospitals 
have  resulted  in  a marked  and  rapid  increase 
in  the  number  of  hospital-employed  physi- 
cians; and 

Whereas,  The  practice  by  hospital  cor- 
porations of  employing  and  controlling  li- 
censed physicians  and  charging  paying  agen- 
cies for  medical  services  rendered  by  such 
physicians  is,  de  facto,  the  corporate  practice 
of  medicine  which  is  prohibited  by  the  State 
Education  Law;  and 

Whereas,  The  legality  of  this  practice  has 
not  been  formally  challenged;  now  therefore 
be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  forthwith 
appropriate  the  necessary  funds  and  retain 
special  legal  counsel  to  seek  a final  and  au- 
thoritative adjudication  of  the  legality  of  the 
practice  of  medicine  by  hospital  corporations. 
The  House,  after  considerable  discussion, 
voted  to  amend  resolution  70-32  by  deleting  the 
fourth  “whereas”  and  the  words  “deplores  the 
failure  of  the  Council  to  expedite  and  imple- 
ment resolution  68-29  and,  again”  from  the 
Resolved  portion. 

The  House,  after  further  discussion,  voted  to 
adopt  the  reference  committee  report,  thereby 
disapproving  resolution  70-32  as  amended. 

The  House  then  voted  to  adopt  the  report  of 
the  reference  committee  as  a whole  as  amended. 


Scientific  Activities  and  Publications 

Journal 

The  annual  report  on  the  Journal  can  be 
found  under  the  Report  of  the  Executive  Vice- 
President,  pages  1386,  1399. 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mai’- 
shall,  M.D.,  chairman. 

The  New  York  State  Journal  of  Medicine, 
under  the  able  leadership  of  William  Hammond, 
M.D.,  editor,  has  continued  to  serve  as  an  ex- 
cellent example  of  one  of  the  finest  scientific 
publications  in  this  country.  Your  committee 
wishes  to  commend  Dr.  Hammond  and  his  edi- 
torial board,  which  comprises  a group  of  knowl- 
edgeable physicians  throughout  the  State,  for 
the  continued  excellence  of  this  publication. 

Your  committee  acknowledges  the  excellent 


work  of  Elizabeth  C.  Smith,  managing  editor, 
and  her  staff. 

Your  committee  commends  J.  Richard  Burns, 
Esq.,  business  manager  of  the  JOURNAL,  for  his 
efforts  to  put  the  Journal  on  a sound  financial 
basis.  It  is  hoped  that  the  change  in  format  of 
the  Journal  will  attract  increased  advertising 
and  result  in  a reversal  of  the  financial  loss 
which  has  been  sustained  by  the  Journal. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

What  Goes  On 

The  annual  report  on  What  Goes  On  can  be 
found  under  the  Report  of  the  Executive  Vice- 
President,  pages  1385,  1399. 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

Your  committee  endorses  the  expansion  of 
this  publication  for  the  purpose  of  improving 
the  educational  opportunities  for  the  member- 
ship of  this  Society. 

Your  committee  recommends  that  What  Goes 
On  be  continued  as  a portion  of  the  Journal. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Archives 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president,  reported  for  Archives. 

The  committee  reaffirms  the  report  of  Noi-- 
man  S.  Moore,  M.D.,  to  the  House  last  year, 
“that  every  effort  be  made  to  motivate  officers 
of  county  medical  societies  to  search  for,  make 
inventory  of,  and  preserve  archival  material 
pertaining  to  their  societies.”  May  I also  add 
that  the  State  Society  will  be  happy  to  accept 
these  in  their  archives. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Convention 

To  the  House  of  Delegates,  Gentlemen: 

1969  Convention.  The  Convention  Committee 
consisted  of  the  following  members : 

Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

Frank  LaGattuta,  M.D Bronx 

Joseph  G.  Zimring,  M.D Nassau 

George  Himler,  M.D.,  ex  officio.  . . .New  York 


Norman  S.  Moore,  M.D.,  ex  officio.  .Tompkins 

William  Hammond,  M.D.,  ex  officio 

Westchester 

The  163rd  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  on 
Sunday,  February  9 through  Thursday,  Febru- 
ary 13,  1969,  at  The  Americana  in  New  York 
City. 
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Registration  figures  follow: 

Physicians 

1,805 

Allied  professions 

298 

Guests 

498 

Technical  exhibitors 

814 

Total 

3,415 

The  attendance  fell  from  the  previous  year’s 
registration  total  of  5,072.  This  drop  in  at- 
tendance was  caused  by  an  unprecedented  storm 
that  raged  throughout  convention  week.  Traf- 
fic was  at  a complete  standstill.  Trains,  tele- 
phones, and  local  transportation  were  nonex- 
istent. 

The  House  of  Delegates  did  not  fare  too 
badly  because  of  the  storm  since  most  delegates 
arrived  on  Saturday  and  were  already  there 
when  the  House  opened.  The  Scientific  Pro- 
gram and  Scientific  Exhibits  of  the  convention 
suffered  most  from  the  effects  of  the  snow 
storm.  Many  exhibitors  and  speakers  were 
not  able  to  attend  because  they  were  snowbound 
in  airports  around  the  country.  Those  speakers 
who  did  manage  to  come  to  the  meeting  were 
imposed  on  for  double  duty.  In  many  instances 
they  broadened  their  own  presentations  and 
wherever  feasible  included  some  topics  of  the 
absent  speakers. 

Scientific  Program,  Bernard  J . Pisani,  M.D., 
Chairman.  Following  is  the  attendance  at  sci- 
entific meetings: 

Sections — Allergy  60,  Anesthesiology  54, 
Chest  Diseases  46,  Data  Processing  15,  Derma- 
tology and  Syphilology  38,  Gastroenterology  40, 
General  Practice  120,  History  of  Medicine  15, 
Industrial  Medicine  (combined  with  Medical- 
Legal  and  Workmen’s  Compensation)  24,  In- 
ternal Medicine  200,  Neurology  and  Psychiatry 
42,  Obstetrics  and  Gynecology  (combined  with 
Urology)  28,  Ophthalmology  70,  Orthopedic 
Surgery  30,  Otolaryngology  40,  Pathology  and 
Blood  Banking  30,  Pediatrics  25,  Physical  Medi- 
cine and  Rehabilitation  35,  Plastic  and  Recon- 
structive Surgery  55,  Preventive  Medicine  and 
Public  Health  35,  Radiology  44,  School  Health 
38,  Space  Medicine  50,  and  Surgery  40. 

General  Sessions — Sunday  200,  Monday  60, 
Tuesday  40,  and  Wednesday  50. 

Scientific  Exhibits,  Albert  H.  Douglas,  M.D., 
Chairman.  The  committee  selected  50  scientific 
exhibits  for  presentation,  which  were  ready  for 
view  Sunday  morning.  Attendance  was  good 
on  that  day  despite  the  fact  that  exhibits  closed 
early.  One  of  the  exhibits  on  multiphasic 
screening  tests  was  especially  well  attended. 
Another  on  railroad  medicine  was  also  popular. 
Gratitude  is  extended  to  this  committee  and  to 
Miss  Mollie  Pesikoff  for  their  help  and  support. 

Scientific  Exhibits  Awards,  C.  Joseph  De- 
laney, M.D.,  Acting  Chairman.  The  committee 
selected  award  winners  for  first  and  second 
awards,  and  honorable  mention  in  two  separate 
categories — clinical  research  and  scientific  re- 
search. The  awards  were  presented  to  the 
winners  at  their  scientific  exhibit  locations  area, 
and  photographs  of  the  event  were  recorded. 
Permanent  certificates  were  sent  to  these  phy^ 
sician  exhibitors  after  the  meeting. 


Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. Again  this  year,  the  program  was  ar- 
ranged by  the  State  Department  of  Health  and 
manned  throughout  the  convention  by  one  of 
their  staff  members.  The  Convention  Commit- 
tee is  grateful  to  the  New  York  State  Depart- 
ment of  Health  for  their  valuable  assistance  in 
this  area  of  our  convention  activities. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  The  technical  and  the  scientific  ex- 
hibits were  displayed  on  the  same  floor.  This 
resulted  in  many  advantages  for  almost  all  the 
exhibitors.  They  were  all  very  well  displayed 
and  well  received. 

Dinner  Dance,  Arthur  H.  Diedrick,  M.D., 
Chairman.  The  reception  and  dinner  dance  in 
honor  of  President  Edward  C.  Hughes,  M.D.,  of 
Syracuse,  was  held  on  Wednesday  evening,  Feb- 
ruary 12.  The  Versailles  Ballroom  was  the  site 
of  the  reception,  and  the  Royal  Ballroom  was 
the  location  of  the  dinner  dance.  Three  hun- 
dred people  were  in  attendance.  Henry  I.  Fine- 
berg,  M.D.,  presided  as  toastmaster,  and  Ben 
Cutler  and  his  orchestra  provided  music  and 
entertainment. 

The  1970  Convention  will  again  be  held  at 
The  Americana,  from  February  8 through  12. 
The  scientific  program,  the  technical  and  scien- 
tific exhibits,  as  well  as  the  motion  picture  pro- 
gram will  open  on  Sunday  at  10:00  A.M.  and 
will  continue  until  6.00  P.M.  On  Monday,  Tues- 
day, and  Wednesday  these  areas  all  open  from 
9:00  A.M.  until  5:00  P.M.  The  House  of  Dele- 
gates will  elect  its  new  officers  on  Thursday, 
February  12. 

A third  annual  Medical  Aspects  of  Sports 
Symposium  will  be  held  on  Saturday,  February 
7.  Following  1969’s  successful  meeting  the  pro- 
gram for  1970  was  enlarged  to  include  a session 
demonstrating  live  taping  and  others. 

The  chairman  would  like  to  acknowledge  offi- 
cially all  who  labored  so  hard  during  the  1969 
convention  and  responded  so  well  in  the  face  of 
the  many  extra  hardships  caused  by  the 
weather  and  the  elements.  As  convention 
chairman  one  is  permitted  to  report  that  with- 
out an  efficient  and  dedicated  Society  head- 
quarters staff  the  success  of  an  annual  con- 
vention would  well  be  almost  impossible. 
Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 
lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

Your  committee  wishes  to  commend  Bernard 
,T.  Pisani,  M.D.,  and  his  committee  members, 
Joseph  G.  Zimring,  M.D.,  Frank  LaGattuta, 
M.D.,  George  Himler,  M.D.,  Norman  S.  Moore, 
M.D.,  Albert  H.  Douglas,  M.D.,  William  B. 
Rawls,  M.D.,  and  William  Hammond,  M.D.,  for 
the  ovei'-all  direction  of  the  convention  and  for 
the  excellent  technical  and  scientific  programs. 

Again,  this  year,  the  scientific  exhibits  and 
technical  exhibits  were  held  in  adjacent  areas. 
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Your  committee  wishes  to  commend  Ralph  S. 
Emerson,  M.D.,  on  his  splendid  program,  the 
third  annual  “Medical  Aspects  on  Sports”  held 
on  Saturday,  February  7,  prior  to  the  opening 
of  the  Convention,  and  because  of  the  quality 
of  this  program,  the  committee  feels  it  merits 
further  and  wider  publicity. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-27.  Change  of  Date  of  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of 
Schenectady 

Whereas,  The  weather  during  the  annual 
meeting  in  February  has  been  repeatedly  in- 
clement for  the  past  four  years  causing  great 
difficulty  for  physicians  of  upper  New  York 
State;  and 

Whereas,  Attendance  at  the  scientific  sec- 
tion meetings  and  exhibits  has  been  markedly 
affected  by  the  severe  winter  storms  in  Feb- 
ruary; and 

Whereas,  It  is  recognized  that  arrange- 
ments must  be  made  three  to  five  years  in 
advance  with  exhibitors  and  the  hotel,  there- 
fore be  it 

Resolved,  That  the  Convention  Committee 
and  the  executive  vice-president  be  instructed 
to  change  the  date  of  the  annual  meeting  as 
soon  as  possible  to  a date  in  late  March  or  in 
April. 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

Resolution  70-27  was  considered,  and  the 
committee  recommends  its  adoption  with  the 
following  substitute  Resolved: 

Resolved,  That  an  ad  hoc  committee  be  ap- 
pointed to  study  the  feasibility  of  changing 
the  date  of  the  Annual  Meeting  and  to  report 
its  findings  to  the  1971  House  of  Delegates. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Physician's  Placement  Bureau 

The  report  of  the  Physicians’  Placement 
Bureau  can  be  found  in  the  Report  of  the  Ex- 
ecutive Vice-President,  pages  1386, 1399. 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

Your  committee  commends  the  Physicians’ 
Placement  Bureau  for  its  activities  and  sug- 
gests that  a new  look  at  the  whole  problem, 
particularly  in  the  field  of  general  practice,  is 
justified.  The  committee  feels  that  this  is 
largely  a county  or  district  problem  and  would 
urge  the  State  Medical  Society  to  help  with 
whatever  requests  come  from  the  local  areas. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


District  Branches 

First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

At  the  annual  meeting  of  the  First  District 
Branch  held  at  The  Americana  on  February  9, 
a letter  of  resignation  from  the  president, 
Frank  Farrell,  M.D.,  was  received.  Leo  Drex- 
ler,  M.D.,  Kings  County,  vice-president,  as- 
sumed the  position  of  president,  and  Edgar 
Berry,  M.D.,  New  York  County,  was  elected 
vice-president. 

Coordinating  Council.  During  the  year  the 
Coordinating  Council  met  on  January  14,  Feb- 
ruary 9,  March  18,  May  13,  June  10,  Septem- 
ber 9,  and  November  11. 

Due  to  the  increasing  complexity  of  problems 
facing  organized  medicine  in  New  York  City, 
the  committee  structure  of  the  Coordinating 
Council  lu.s  I cen  changed,  and  the  activities  of 
the  Coordinating  Council  are  now  assigned  to 
the  following  committees  for  evaluation : 

Mental  Health 

Harvey  Bluestone,  M.D.,  Bronx 

Public  Health 

Harry  J.  Greene,  M.D.,  Kings 

Regional  Medical  Program 

Robert  A.  Moore,  M.D.,  Kings 

Public  Relations 

William  D.  Franklin,  M.D.,  Queens 

Disaster  Medical  Care 

Irving  G.  Frohman,  M.D.,  Queens 

Legislation  

Oscar  K.  Diamond,  M.D.,  New  York 

Constitution 

Albert  M.  Schwartz,  M.D.,  New  York 

Comprehensive  Health  Care  and  Medicaid. . . 

George  Himler,  M.D.,  New  York 

Economics 

Gerald  J.  Lustig,  M.D.,  Richmond 

Peer  Review 

William  A.  Schwarz,  M.D.,  Richmond 

The  Coordinating  Council  supported  the  es- 
tablishment of  the  Health  and  Hospital  Cor- 
poration to  take  over  the  operation  of  the 
municipal  hospital  system  with  specific  condi- 
tions attached  to  our  supporting  statement. 
As  the  corporation  was  finally  structured  some 
of  our  conditions  were  met  and  some  were  not. 
The  Coordinating  Council  is  endeavoring  to 
have  organized  medicine  adequately  repre- 
sented on  the  Board  of  Directors  of  this  new 
corporation. 

The  Federal  government  has  approved  the 
application  of  the  City  of  New  York,  through 
its  Health  Services  Administration,  to  establish 
a Comprehensive  Health  Care  Organizational 
Task  Force.  There  are  6 physicians  represent- 
ing organized  medicine  on  this  task  force;  the 
Coordinating  Council  appoints  5 of  these  mem- 
bers. 

The  Coordinating  Council  also  is  a member 
of  the  Health  and  Hospital  Planning  Council 
of  Southern  New  York,  and  our  members  are 
represented  on  their  committees. 

The  New  York  Metropolitan  Regional  Medi- 
cal Program  underwent  a significant  reor- 
ganization during  this  year.  The  Coordinating 
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Council  strongly  objected  to  certain  aspects  of 
its  reorganization.  A satisfactory  compromise 
was  reached,  and  the  Coordinating  Council  now 
appoints  6 physicians  to  the  Regional  Advisory 
Program  and  4 physicians  to  the  Committee  on 
Planning  Priorities  and  Evaluations.  In  addi- 
tion to  this,  the  6 representatives  to  the  Ad- 
visory Committee  plus  the  representatives  from 
four  of  the  five  counties  of  New  York  City  and 
a representative  of  the  Osteopathic  Society 
comprise  the  Medical  Reference  Committee. 

In  addition  to  these  long-range  and  highly 
.important  activities,  we  have  been  engaged  in 
many  discussions  and  conferences  with  the 
Medicaid  officials  in  New  York  City  concerning, 
in  particular,  their  proposed  and  present  audit- 
ing system.  We  have  been  especially  adamant 
in  insisting  that  any  evaluations  of  the  quality 
of  medical  care  is  purely  a medical  society 
function  through  the  peer  review  mechanism. 

The  congestion  in  the  City  has  created  prob- 
lems for  the  physician  in  his  ability  to  safely 
travel  to  his  patient,  and  these  problems  have 
received  careful  attention. 

The  Coordinating  Council  and  the  First  Dis- 
trict Branch  were  extremely  unfortunate  dur- 
ing this  past  year  in  the  loss  of  its  long-time 
secretary,  William  L.  Wheeler,  Jr.,  M.D. 

Respectfully  submitted, 

Joseph  F.  Shanaphy,  M.D.,  Chairman 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Eighty-one  physicians,  their  wives,  husbands, 
and  guests,  totaling  157,  attended  the  scientific 
sessions  of  the  Second  District  Branch  held  in 
Acapulco,  Mexico,  during  the  first  week  in 
November. 

During  the  business  session,  at  which  Irving 
G.  Manning,  M.D.,  president,  presided,  together 
with  James  A.  Caddy,  M.D.,  first  vice-president; 
Phillip  I.  Levitan,  M.D.,  second  vice-president; 
and  Don  Cairns,  executive  director;  a resolution 
asking  that  each  district  branch  be  permitted 
to  schedule  annual  meetings  in  the  area  of  its 
choice  without  penalty  will  be  presented  to  the 
House  of  Delegates  at  the  February,  1970,  ses- 
sion. 

The  locale  of  the  1970  Second  District  Branch 
meeting  was  discussed,  and  a decision  was  post- 
poned pending  outcome  of  the  results  of  the 
resolution. 

In  the  absence  of  the  treasurer,  Leonard 
Weitzman,  M.D.,  the  executive  director  reported 
a balance  on  hand  of  $2,862.55  against  which 
honorariums,  sports  prizes,  and  other  minor 
expense  items  totaling  perhaps  $1,000  would  be 
charged. 

The  scientific  sessions,  held  on  November  5 
through  7,  were  well  attended.  Milton  Gordon, 
M.D.,  spoke  on  the  subject  of  “Acute  Idiopathic 
Polyneuritis.”  Phillip  I.  Levitan,  M.D.,  pre- 
sided at  the  first  two  sessions,  and  the  Friday 
session  was  moderated  by  David  Faegenburg, 
M.D.,  Nassau  Hospital,  Mineola.  The  program 
featured  the  following  topics  and  guest 
speakers:  “Differential  Diagnosis  of  Fever  of 


Undertermined  Origin,”  Herbert  I.  Silverberg, 
M.D.,  Smithtown;  “Mechanical  Ventilation-In- 
tensive Inhalation  Therapy,”  Robert  S.  Don- 
nenfeld,  M.D.,  Smithtown  and  Plainview;  “Clin- 
ical Differentiation  of  Ulcerative,  Granulo- 
matous, and  Ischemic  Colitis,”  Bertram  Fuchs, 
M.D.,  Hempstead  and  Northport;  “Ulcerative, 
Granulomatous,  and  Ischemic  Colitis:  Clinical 

and  Roentgen  Differentiation,”  David  Faegen- 
burg, M.D.,  Mineola;  “Experience  with  a Cor- 
onary Intensive  Care  Unit  in  a 200-Bed  Com- 
munity Hospital,”  Kurt  Esser,  M.D.,  Smith- 
town;  “Habitual  Abortion,”  Effrain  Vazauez, 
M.D.,  University  of  Mexico  School  of  Medicine; 
“The  Induction  of  Ovulation  in  the  Human 
Being,”  Carlos  Gual,  M.D.,  University  of 
Mexico  School  of  Medicine ; and  “Complications 
of  Tuberculous  Meningitis  Treated  Surgically,” 
Armando  Ramirez  Cervantes,  M.D.,  University 
of  Mexico  School  of  Medicine. 

Of  interest  to  members  of  the  New  York 
State  Academy  of  General  Practice  Leonard 
Weitzman,  M.D.,  chairman  of  graduate  educa- 
tion, Suffolk  Chapter  of  the  American  Academy 
of  General  Practice,  applied  for  and  received 
six  hours  of  elective  credit  for  those  members  in 
attendance. 

Following  the  scientific  sessions,  guided  tours 
of  Old  Acapulco  and  an  enjoyable  boat  ride 
were  provided  for  the  members.  Some  mem- 
bers took  advantage  of  the  day  tour  as  well  as 
the  overnight  trip  to  Mexico  City. 

The  eight-day  program  concluded  with  a 
lavish  banquet  at  which  Seymour  Wasserman, 
M.D.,  awarded  the  golf  prizes,  and  David  M. 
Raskin,  M.D.,  rewarded  the  contestants  in  the 
tennis  competition. 

Since  the  reports  from  the  fishermen  were 
strictly  hearsay,  as  well  as  totally  exaggerated, 
no  prizes  were  awarded  in  this  category. 

Respectfully  submitted, 

Irving  G.  Manning,  M.D.,  President 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

During  the  year  1968  and  1969,  this  district 
branch  has  been  more  active  than  in  the  past 
four  to  five  years,  although  not  as  much  as  we 
had  anticipated.  Two  meetings  of  the  execu- 
tive committee  were  held  in  Albany  to  dis- 
cuss the  future  of  the  Third  District  Branch 
and  to  plan  for  the  coming  annual  meeting. 

On  November  7 through  9,  a combined  meet- 
ing of  the  Third  and  Fourth  District  Branches 
was  held  at  the  Concord  Hotel  on  Kiamesha 
Lake.  It  was  well  attended,  and  our  main 
speakers  were  Gerald  D.  Dorman,  M.D.,  presi- 
dent of  the  AMA,  Walter  T.  Heldmann,  M.D., 
president  of  the  State  Medical  Society,  and 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  State  Medical  Society. 
William  Putnam,  M.D.,  assistant  surgeon  gen- 
eral and  director  of  Region  II,  Department  of 
Health,  Education,  and  Welfare,  was  to  have 
addressed  us  on  the  report  of  the  Federal 
Task  Forces  study  of  health  costs.  At  the 
last  moment,  however,  he  was  forced  to  de- 
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cline  the  invitation  because  his  subject  matter 
had  not  been  released  by  Washington. 

The  business  meeting,  convened  on  Novem- 
ber 8 at  4:00  P.M.,  was  held  in  conjunction 
with  the  Fourth  District  Branch,  so  that  com- 
mon matters  could  be  discussed.  Daniel 
O’Keeffe,  M.D.,  Warren  County,  presented  a 
health  insurance  plan  for  all  citizens  of  New 
York  State.  His  plan  would  agree  in  prin- 
ciple with  the  proposed  Federal  plan  and  was 
approved  by  the  Third  District  Branch.  Mr. 
Charles  Seiler,  Buffalo,  presented  a plan  for 
an  “umbrella”  policy  for  group  liability  insur- 
ance which  is  over  and  above  the  usual 
liability  carried  by  most  physicians.  His  pro- 
posal was  not  binding  on  any  member  or  on 
the  Society  itself,  but  the  district  branch  did 
give  him  the  right  to  approach  any  member 
to  offer  him  this  policy. 

The  election  of  officers  for  the  next  two 
years,  to  take  effect  after  the  annual  meeting 
of  the  State  Medical  Society  is  held  in  Febru- 
ary, 1970,  are  as  follows:  president,  John  J. 
Noonan,  M.D. ; first  vice-president,  Robert 
Greenwald,  M.D. ; second  vice-president,  Fred 
Holcomb,  Jr.,  M.D.;  secretary-treasurer,  Fran- 
ces Vosburgh,  M.D.;  and  MSSNY  Delegate,  Lee 
Tompkins,  M.D. 

The  treasurer’s  report  showed  that  we  were 
in  fairly  good  financial  position,  being  well  in 
the  black  for  the  first  time  in  many  years. 

Our  next  president  is  planning  to  have  a 
scientific  meeting  at  Rensselaer  Polytechnic 
Institute  in  Troy,  later  in  1970.  The  main 
theme  will  be  “an  understanding  of  the 
methodology  of  future  cooperation  between 
medicine  and  engineering  as  illustrated  by 
biophysics,  biochemistry,  and  bioengineering.” 

An  ad  hoc  committee  was  appointed  to 
formulate  plans  and  ideas  for  the  1970  annual 
meeting  which  will  be  hosted  by  the  Fourth 
District  Branch. 

Respectfully  submitted, 

James  A.  Moore,  M.D.,  President 
Fourth  District  Branch 
To  the  House  of  Delegates,  Gentlemen : 

In  line  with  the  recent  attempts  to  enlarge 
the  purpose  and  to  strengthen  the  meaning  of 
district  branches,  the  Fourth  District  Branch 
reappraised  itself  in  several  meetings  of  the 
executive  committee. 

It  was  decided  that  the  district  branches 
should  try  to  fill  a need  rather  than  to  duplicate 
existing  programs.  It  was  felt  that  the  need 
was  greatest  in  the  areas  that  affected  all  phy- 
sicians regardless  of  specialty  interest.  These 
areas  included : office  management,  estate 

planning,  and  hospital  and  professional  prob- 
lems that  wrere  common  to  all  medical  societies. 

One  of  the  first  communal  problems  that  was 
circulated  and  discussed  throughout  the  Fourth 
District  Branch  was  the  Warren  County  Health 
Plan.  This  plan  originated  in  the  Warren 
County  Medical  Society  which  realized  that  any 
comprehensive  health  plan  must  satisfy  all  of 
the  groups  involved — patients,  insurance  com- 
panies, labor,  management,  hospitals,  tax- 


payers, doctors,  and  legislators.  It  was  deemed 
essential  at  the  outset  that  none  of  these 
groups  should  feel  exploited  by  the  others. 
Meetings  were  held  with  representatives  of  all 
of  these  categories  and  each  group,  realizing 
that  it  was  a serious  attempt  at  collaboration, 
contributed  its  best  efforts.  The  plan  was  modi- 
fied many  times  according  to  the  candid  and 
serious  opinions  of  the  participants.  It  was 
then  presented  at  a Senate  hearing  in  Albany 
by  Daniel  F.  O’Keeffe,  M.D.,  president,  Warren 
County  Medical  Society.  Dr.  O’Keeffe  has  been 
keenly  interested  in  the  effort  and  has  been  in- 
defatigable in  shaping  and  promoting  it. 

The  combined  meeting  of  the  Third  and 
Fourth  District  Branches  was  held  from  No- 
vember 7 to  9,  at  the  Concord  Hotel,  Lake 
Kiamesha.  We  were  fortunate  to  have  present 
Gerald  Dorman,  M.D.,  president,  American 
Medical  Association;  Walter  T.  Heldmann, 
M.D.,  president,  Medical  Society  of  the  State  of 
New  York;  and  Henry  I.  Fineberg,  M.D.,  ex- 
ecutive vice-president,  Medical  Society  of  the 
State  of  New  York.  The  Warren  County 
Health  Plan  was  discussed  at  length  and  much 
favorable  comment  was  evoked  from  the  as- 
sembly. At  the  several  dinners  that  followed, 
Dr.  Dorman,  Dr.  Heldmann,  and  Dr.  Fineberg 
addressed  the  members  and  their  wives. 

Charles  J.  Sellers,  of  Buffalo,  presented  an 
umbrella-type  insurance  policy  and  was  given 
permission  to  approach  members  of  the  Fourth 
District  about  this  form  of  coverage. 

Plans  were  initiated  to  attend  a demonstra- 
tion of  computerized  medicine  in  the  coming 
year  at  the  Rensselaer  Polytechnic  Institute,  in 
Troy. 

Respectfully  submitted, 

Francis  X.  Dever,  M.D.,  President 

Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Fifth  and  Sixth  District 
Branches  enjoyed  gracious  living,  genuine 
friendliness,  and  an  outstanding  scientific  pro- 
gram at  the  eighth  annual  joint  meeting  which 
was  held  on  September  5 to  7,  at  Buck  Hill  Inn, 
Buck  Hill  Falls,  Pennsylvania.  The  Fifth  Dis- 
trict Branch  served  as  host,  and  although  the 
social  functions  at  the  meeting  were  combined, 
each  district  branch  conducted  its  own  business 
meeting. 

The  Fifth  District  Branch  held  its  business 
meeting  on  September  6,  at  which  time  the 
treasurer  reported  that  all  component  county 
medical  societies  had  paid  their  annual  assess- 
ments to  help  defray  district  expenses  and  Stu- 
dent American  Medical  Association  obligations. 

A letter  was  read  from  Walter  T.  Heldmann, 
M.D.,  president  of  the  State  Medical  Society, 
dated  July  24,  1969,  on  organization  of  district 
branch  committees.  A letter  had  been  written 
by  Theodore  J.  Prowda,  M.D.,  president,  to  all 
component  county  medical  societies  asking  for 
names  of  delegates  to  the  committees.  The  fol- 
lowing chairmen  were  appointed : 

Cancer Daniel  Burdick,  M.D.,  Syracuse 
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Continuing  Postgraduate  Education 

Theodore  J.  Prowda,  M.D.,  Sherrill 

Economics 

Robert  E.  Westlake,  M.D.,  Syracuse 

Hospital  and  Professional  Relations 

Edward  W.  Mullin,  M.D.,  Syracuse 

Public  Relations 

John  A.  Root,  M.D.,  Syracuse 

State  Legislation 

William  J.  Ryan,  M.D.,  Syracuse 

Workmen’s  Compensation 

Robert  B.  Bryant,  M.D.,  Syracuse 

Charles  J.  Sellers  & Company,  insurance 
agents,  had  requested  permission  to  sell  group 
insurance  to  physicians  in  the  Fifth  District 
Branch. 

Permission  was  given  to  Charles  J.  Sellers 
& Company,  insurance  agents,  to  sell  group  in- 
surance to  physicians  in  the  Fifth  District,  with 
the  exception  of  Oneida,  Herkimer,  and  Madi- 
son Counties.  The  company  was  instructed  to 
contact  the  president  of  each  component  county 
medical  society  to  obtain  his  permission  before 
soliciting  the  physicians.  Bernard  J.  Hartnett, 
M.D.,  Auburn,  and  Harold  T.  Golden,  M.D., 
Herkimer,  were  appointed  chairman  and  vice- 
chairman,  respectively,  of  the  Fifth  District  In- 
surance Committee. 

William  R.  Carson,  M.D.,  Potsdam,  resigned 
as  secretary  of  the  Fifth  District  Branch  be- 
cause of  illness,  and  Dr.  Prowda  appointed 
Maurice  J.  Elder,  M.D.,  Massena,  to  fill  Dr. 
Carson’s  unexpired  term. 

The  1970  meeting  will  be  held  at  the  Hotel 
Sagamore,  Bolton  Landing,  Lake  George,  and 
the  Fifth  District  will  be  host  at  the  1971  joint 
meeting  to  be  held  at  the  Hotel  Hershey,  Her- 
shey, Pennsylvania.  The  Executive  Committee 
of  the  Fifth  District  Branch  will  meet  at  the 
Central  New  York  Academy  of  Medicine  Build- 
ing, New  Hartford,  on  January  29,  1970,  just 
before  the  Fifth  and  Sixth  District  Caucus 
meeting  is  held. 

Peer  review  committees  were  discussed,  and 
Dr.  Heldmann  and  Dr.  Fineberg  stressed  the 
importance  of  such  committees  to  the  future  of 
medicine.  To  help  each  component  county  medi- 
cal society  or  group  of  county  medical  societies 
to  set  up  such  a committee,  the  State  Medical 
Society  sponsored  symposia  on  peer  review 
committees  in  various  regions  of  the  State.  The 
symposium  in  the  Fifth  District  was  held  in  the 
auditorium  of  the  Central  New  York  Academy 
of  Medicine  on  October  15. 

The  scientific  program  featured  the  following 
topics  and  speakers:  On  September  6,  “Aero- 

space Medicine,”  Col.  Rufus  R.  Hessberg, 
USAF,  MC,  National  Aeronautics  Space  Ad- 
ministration, Office  of  Manned  Space  Flight: 
and  on  September  7,  “The  Need  For  Autopsy,” 
Elliot  Gross,  M.D.,  assistant  chief  medical  ex- 
aminer, City  of  New  York. 

Guests  at  the  official  banquet  included  the 
following:  Walter  T.  Heldmann,  M.D.,  presi- 
dent, and  Henry  I.  Fineberg,  M.D.,  executive 
vice-president,  of  the  State  Medical  Society; 
and  the  Hon.  Harold  C.  Kessinger,  ambassador 


of  wit  and  humor,  who  spoke  on  “The  World’s 
Greatest  Adventure.” 

Felix  Ottaviano,  M.D.,  chairman  of  the  golf 
tournament,  awarded  the  golf  prizes  with  re- 
marks of  wit  and  wisdom. 

I wish  to  express  my  sincere  thanks  and  con- 
gratulations to  Bernard  J.  Hartnett,  M.D.,  for 
taking  over  the  duties  of  host  at  the  last  min- 
ute. I understand  he  performed  his  duties  ex- 
ceptionally well.  I also  wish  to  thank  Russell 
H.  Feltus,  executive  director,  for  his  work  on 
the  program  and  handling  the  “behind-the- 
scenes”  details.  I am  also  indebted  to  the  pres- 
idents and  members  of  our  component  counties 
for  their  assistance  and  cooperation  during  a 
busy  year. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  eighth  annual  joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  was  held  on  Sep- 
tember 5 to  7 at  Buck  Hill  Inn,  Buck  Hill  Fails, 
Pennsylvania.  The  Fifth  District  Branch 
served  as  host  at  this  interesting  and  enjoyable 
meeting. 

The  joint  meeting  in  1970  will  be  held  at  the 
Saeamore  Hotel,  Bolton  Landing,  Lake  George, 
with  the  Sixth  District  Branch  as  host.  It  is 
tentatively  planned  to  hold  the  1971  meeting, 
with  the  Fifth  District  Branch  as  host,  in 
Hershey,  Pennsylvania. 

The  business  meeting  of  the  Sixth  District 
Branch  was  held  on  Saturday,  September  6. 
The  treasurer’s  annual  financial  statement  was 
accepted.  Among  the  subjects  discussed  were 
the  Keogh  and  PRO  Services  Retirement  Plans. 
At  the  request  of  the  president  of  the  State 
Medical  Society,  Walter  T.  Heldmann,  M.D., 
plans  are  being  made  to  set  up  District  Com- 
mittees on  Economics,  Public  Relations,  State 
Legislation,  Cancer,  Continuing  Education, 
Hospital  and  Professional  Affairs,  and  Work- 
men’s Compensation. 

The  following  officers  were  elected  to  serve 
from  February,  1970,  to  February,  1972: 

Jason  K.  Moyer,  M.D.,  president;  Paul  M. 
DeLuca,  M.D.,  first  vice-president;  Cornelius 
F.  Ryan,  M.D.,  second  vice-president;  Robert 
E.  Good,  M.D.,  secretary;  Stephen  W. 
Blatchly,  M.D.,  treasurer;  Jason  K.  Moyer, 
M.D.,  delegate;  Paul  M.  DeLuca,  M.D.,  first 
alternate  delegate;  and  Cornelius  F.  Ryan, 
M.D.,  second  alternate  delegate. 

The  scientific  program  was  as  follows:  Sep- 

tember 6,  Col.  Rufus  R.  Hessberg,  USAF,  MC, 
National  Aeronautics  Space  Administration, 
Office  of  Manned  Space  Flight,  spoke  on  “Aero- 
space Medicine,”  and  on  September  7,  Elliot 
Cross,  M.D.,  assistant  chief  medical  examiner 
of  the  City  of  New  York,  discussed  “The  Need 
for  Autopsy.” 

Guests  at  the  banquet  included:  Walter  T. 

Heldmann,  M.D.,  president;  and  Henry  I.  Fine>- 
berg,  M.D.,  executive  vice-president  of  the  State 
Medical  Society;  and  the  Hon.  Harold  C.  Kes- 
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singer,  ambassador  of  wit  and  humor,  who 
spoke  on  “The  World’s  Greatest  Adventure.” 
Respectfully  submitted, 

Henry  B.  Marshall,  M.D.,  President 
Seventh  District  Branch 
To  the  House  of  Delegates,  Gentlemen: 

The  District  Advisory  Council  has  met  four 
times  during  this  year.  It  was  evident  that 
there  was  need  to  widen  the  scope  and  to  in- 
crease the  efficiency  of  operation  of  district 
branches,  even  though  it  had  become  apparent 
at  the  time  of  the  State  Medical  Society’s  an- 
nual meeting  in  February,  1969,  that  there 
would  be  no  immediate  change  in  geographical 
boundaries  of  the  district  branches.  After  con- 
siderable discussion,  a proposal  was  submitted 
to  the  constituent  county  societies  requesting 
that  a definite  time-wage  commitment  to  dis- 
trict branch  affairs  be  made  by  Donald  M.  Irish, 
our  executive  secretary,  that  an  administra- 
tive assistant  and  secretary  be  employed  on 
a part-  or  full-time  basis,  and  that  office  space 
and  equipment  be  located  in  the  offices  of  the 
Medical  Society  of  the  County  of  Monroe.  The 
purpose  of  the  staff  and  their  duties  would  in- 
clude the  following: 

1.  Represent,  manage,  and  coordinate  the 
work  of  the  district  branch  with  the  State  Med- 
ical Society  and  the  Medical  Society  of  the 
County  of  Monroe. 

2.  Maintain  accounting  procedures  and  ar- 
range district  branch  meetings. 

3.  Maintain  and  distribute  information  on 
matters  of  interest  to  the  District. 

4.  Maintain  membership  records  for  the  in- 
dividual constituent  county  societies  if  they  so 
desire. 

5.  Mail  dues  bills  for  individual  county  so- 
cieties if  they  so  desire. 

6.  Appear  before  executive  committees  or 
membership  meetings  of  component  societies 
when  requested  for  information  or  briefing 
purposes. 

7.  Consult  with  component  medical  society 
officers. 

8.  Assist  county  medical  societies  to  organize 
meetings  and  programs. 

This  proposal  was  presented  by  Mr.  Irish  and 
myself  before  four  county  society  meetings  in 
Wayne,  Seneca,  Livingston,  and  Ontario,  as 
well  as  to  the  executive  committee  of  Monroe 
County  Medical  Society.  We  realize  that  this 
proposal  will  entail  additional  expense  to  the 
individual  members  of  the  Seventh  District 
Branch,  and  a tentative  budget  was  submitted 
with  an  increase  in  dues  of  $25.00  per  member. 
This  proposal  has  been  accepted  by  five  of  the 
six  counties  involved,  and,  hooefuliy,  this  plan 
will  be  put  into  operation  within  the  next  few 
months. 

At  the  request  of  Walter  T.  Heldmann,  M.D., 
president  of  the  State  Medical  Society,  that  key 
State  Medical  Society  committees  be  organized 
on  a three-tier  level,  the  Seventh  District 
Branch  recently  established  the  following  com- 
mittees at  the  district  level  with  the  district’s 
representatives  on  the  State  Medical  Society’s 


corresponding  committees  as  chairmen:  Can- 

cer, Continuing  Education,  Economics,  Hospital 
and  Professional  Relations,  Public  Relations, 
State  Legislation,  and  Workmen’s  Compensa- 
tion. One  difficulty  which  needs  to  be  explored 
is  that  at  present  6 of  the  7 committee  repre- 
sentatives are  from  Monroe  County. 

Studies  on  physician  manpower  and  support- 
ing health  services  are  being  made  by  the  Re- 
gional Medical  Program  and  the  Genesee  Re- 
gion Health  Planning  Association.  Ralph  C. 
Parker  Jr.,  M.D.,  of  the  Genesee  Region  Health 
Planning  Association,  is  surveying  the  physi- 
cian population  loss  in  the  counties  outside 
Monroe  during  the  past  ten  years  in  an  attempt 
to  establish  positive  factors  which  would  help 
in  attracting  new  physicians  to  these  counties. 
He  is  also  studying  the  ancillary  needs  of  phy- 
sicians to  improve  medical  service  in  both  office 
and  home.  The  district  branch  is  working  with 
him  through  an  advisory  committee. 

The  Comprehensive  Health  Planning  group 
is  investigating  the  supporting  health  services 
presently  available  in  all  counties  to  determine 
the  adequacy  or  inadequacy  of  these  services 
and  how  to  improve  them.  They  are  also  con- 
ducting a study  of  health  needs  at  all  levels, 
including  home  and  hospital  care  for  acute  and 
chronic  illnesses.  These  are  important  factors 
in  health  care,  since  the  present  efficiency  of 
hospital  operation  is  not  going  to  change  sig- 
nificantly until  means  and  facilities  for  medical 
care  are  available  at  other  levels. 

With  an  increasing  portion  of  the  health 
dollar  being  borne  by  public  agencies  which,  in 
turn,  means  increasing  scrutiny  of  health  op- 
erations by  these  agencies,  the  State  Medical 
Society  has  intensified  its  efforts  to  establish 
peer  review  of  these  functions.  A Peer  Review 
Mechanisms  Committee  was  established  at  the 
State  level,  and  on  September  11  the  first  of  a 
series  of  regional  conferences  was  held  at  the 
district  level  to  establish  guidelines  for  these 
committees.  This  area  is  far  in  the  lead  in  re- 
view functions,  and  according  to  questionnaires 
distributed  at  the  meeting,  the  overwhelming 
consensus  was  that  these  committees  were  nec- 
essary and  would  be  effective,  and  that  the  need 
of  keeping  these  review  functions  in  our  own 
hands  was  paramount. 

A committee  of  representatives  of  industry, 
medicine,  and  health  agencies  was  established  in 
Rochester  to  study  the  problem  of  increasing 
health  costs.  Together  with  proposals  for  in- 
creased efficiency  of  operation  of  hospitals  and 
lesser  health  facilities,  the  committee  recom- 
mended the  establishment  of  diversified  group 
practice  and  the  formation  of  prepaid  insur- 
ance coverage  for  out-of -hospital  services.  The 
mechanics  of  these  interesting  proposals  are 
being  worked  on. 

The  Dean  of  the  University  of  Rochester 
Medical  Center,  James  Lowell  Orbison,  M.D., 
has  directed  an  inquiry  on  the  place  and  func- 
tion of  the  medical  center  in  our  changing 
health  world.  Also  a liaison  group,  consisting 
of  faculty  members  of  the  medical  center,  the 
Monroe  County  Medical  Society,  and  district 
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representatives  have  been  exploring  the  prob- 
lem of  continuing  medical  education  and  the 
methods  by  which  it  can  be  solved. 

Our  representation  on  Blue  Cross  was  im- 
proved with  the  appointment  of  Joseph  J.  Kauf- 
man, M.D.,  to  the  Advisory  Board.  Physician 
representation  on  the  Blue  Shield  Board  will 
also  be  improved  with  the  election  of  four  more 
members  to  this  Board. 

Concern  with  government  and  government 
supported  health  programs  was  evident  at  a 
Presidents  Conference  held  in  Syracuse,  in 
June,  which  provided  an  excellent  forum  for 
discussion  among  county  society  presidents  and 
others  from  all  areas  in  the  State.  Members 
of  several  counties  have  condemned  the  recent 
changes  in  the  Medicaid  Program,  and  several 
counties  have  advised  noncooperation,  but  most 
have  left  this  matter  to  the  discretion  of  the 
individual  physician.  A proposal  was  also 
made  that  the  State  Medical  Society  take  an 
active  part  in  a law  suit  involving  the  Erie 
County  Welfare  Department  and  a patient. 
This  was  referred  to  the  Council  of  the  State 
Medical  Society  for  study.  It  was  referred  to 
outside  legal  counsel,  a former  judge  of  the 
State  Court  of  Appeals,  who  advised  that  he 
saw  no  occasion  for  the  State  Medical  Society  to 
intervene,  that  is,  not  to  take  legal  action 
against  the  State  and  not  to  act  as  amicus 
curiae  in  the  case  in  question. 

The  presidents  conferences  are  valuable, 
well  attended,  but  not  held  frequently  enough. 
They  provide  an  effective  means  of  communica- 
tion between  the  AM  A,  the  State  Medical  So- 
ciety, the  district  branches,  and  county  medical 
societies. 

The  Council  of  the  Medical  Society  of  the 
State  of  New  York  elected  Joseph  J.  Kaufman, 
M.D.,  Wayne  County,  to  the  State  Medical  So- 
ciety’s Board  of  Trustees  to  fill  the  vacancy 
created  by  the  death  of  William  L.  Wheeler,  Jr., 
M.D. 

Charles  J.  Sellers,  Agency,  insurance  agents, 
reported  a premium  reduction  in  the  Medical 
Society’s  low-cost  life  insurance  program  and 
the  availability  of  improved  health  and  ac- 
cident coverage.  Also  I have  been  informed  of 
the  high  performance  of  the  Pro  Investment 
Fund  during  the  past  year.  So  far  as  I know, 
physicians  who  have  taken  advantage  of  this 
fund  to  establish  Keogh  Plans  have  been  satis- 
fied. 

The  Joint  Annual  Meeting  of  the  Seventh 
and  Eighth  District  Branches  was  held  at  the 
Concord,  on  October  2 through  5.  More  than 
400  physicians  and  their  wives  attended,  and 
our  guest  of  honor  was  Walter  T.  Heldmann, 
M.D.,  president,  State  Medical  Society.  Two 
scientific  sessions  were  held,  one  on  Sex  Edu- 
cation and  Marital  Counseling  by  S.  Mouchly 
Small,  M.D.,  moderator,  and  Ethel  M.  Nash, 
M.A.,  clinical  associate  professor  of  obstetrics 
and  gynecology.  University  of  North  Carolina; 
David  M.  Reed,  Ph.D.,  M.P.H.,  Family  Study 
Division,  University  of  Pennsylvania  School  of 
Medicine;  and  Leon  Salzman,  M.D.,  professor 
of  psychiatry,  Tulane  University  School  of 


Medicine.  This  session  was  well  attended. 
The  other  topic  was  the  Future  Delivery  of 
Health  Care  by  Wayne  C.  Templer,  M.D.,  mod- 
erator, and  James  M.  Ensign,  vice-president, 
Blue  Cross  Association;  Berwyn  F.  Mattison, 
M.D.,  executive  director,  American  Public 
Health  Association;  and  Charles  Tanner,  M.D., 
division  of  program  planning  and  Development, 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

At  the  business  meeting  of  the  Seventh  Dis- 
trict Branch,  Roger  J.  Boulay,  M.D.,  discussed 
the  expansion  of  the  Rochester  Home  Care  Pro- 
gram as  a selective-patient  method  of  provid- 
ing low-cost  medical  care  thus  enabling  the 
physician  to  treat  the  patient  outside  of  the 
institution. 

A brief  report  was  made  on  proposed  changes 
in  the  Constitution  and  Bylaws  of  the  State 
Medical  Society  calling  for  the  nomination  of 
representatives  from  District  Branches  for 
AM  A Delegates  and  for  reorganization  of  the 
District  Branches  which  would  enlarge  this  Dis- 
trict to  an  11  county  region. 

As  President  of  the  Seventh  District  Branch, 
I would  like  to  note  our  attempts  to  improve 
the  organization  and  communications  of  the 
district  branch.  This  should  be  beneficial  to  the 
State  Medical  Society,  the  district  branch,  and 
the  county  medical  societies.  I would  like  to 
extend  my  personal  thanks  to  all  who  have 
worked  with  me  during  the  last  two-year  period 
to  make  the  program  and  work  of  this  organi- 
zation successful.  These  include  the  many 
members  of  the  District  Branch  Council,  com- 
mittee chairmen,  members  in  related  medical 
programs,  the  staff  members,  and  Donald  M. 
Irish,  director  of  the  district  branch  organiza- 
tion. 

Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  1969  annual  meeting  of  the  Eighth  Dis- 
trict Branch  was  held  at  the  Concord  Hotel, 
Kiamesha  Lake,  together  with  the  Seventh 
District  Branch,  on  October  2 through  5. 

On  October  3,  the  scientific  program,  mod- 
erated by  S.  Mouchly  Small,  M.D.,  professor 
and  chairman,  Department  of  Psychiatry,  State 
University  of  New  York  at  Buffalo,  featured 
the  following  speakers  who  discussed  “Sex  Edu- 
cation and  Marital  Counseling  for  Physicians,” 
Ethel  M.  Nash,  M.A.,  clinical  associate  pro- 
fessor of  obstetrics  & gynecology,  University  of 
North  Carolina;  David  M.  Reed,  Ph.D.,  M.P.H., 
director  of  training,  family  study  division,  Uni- 
versity of  Pennsylvania  School  of  Medicine; 
and  Leon  Salzman,  M.D.,  professor  of  psy- 
chiatry and  director  of  psychoanalytic  medicine, 
Tulane  University  Medical  School. 

On  October  4,  Wayne  C.  Templer,  M.D.,  presi- 
dent-elect of  the  Seventh  District  Branch,  in- 
troduced the  following  speakers  who  discussed 
“The  Future  Delivery  of  Health  Care”:  James 
M.  Ensign,  vice-president,  Blue  Cross  Associa- 
tion, Chicago,  Illinois;  Berwyn  F.  Mattison, 
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M.D.,  executive  director,  American  Public 
Health  Association,  New  York  City;  and 
Charles  J.  Tanner,  M.D.,  medical  consultant, 
division  of  program  planning  and  development, 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

The  business  session  of  the  Eighth  District 
Branch  was  held  on  October  3 at  which  time 
the  following  reports  were  approved:  treas- 

urer, James  F.  Durkin,  M.D.;  president,  as  pub- 
lished in  the  November,  1968,  issue  of  the 
Bulletin;  Delegates,  as  published  in  the  March, 
1969,  issue  of  the  Bulletin;  Advisory  Council, 
as  published  in  the  September,  1969,  issue  of 
the  Bulletin;  Officers  of  the  Seventh  and  Eighth 
District  Branches,  as  published  in  the  Sep- 
tember, 1969,  issue  of  the  Bulletin;  and  Ad- 
visory Council  and  Delegates,  dated  August  6, 
1969,  as  distributed  to  the  presidents  and 
secretaries  of  the  county  medical  societies  of 
the  Eighth  District  Branch. 

The  following  report  of  the  Nominating  Com- 
mittee was  presented  by  Angelo  Leone,  M.D., 
chairman : 

President — Thomas  S.  Bumbalo,  M.D.,  Erie 

President-Elect — David  R.  Harrington,  M.D., 
Genesee 

Secretary — James  F.  Durkin,  M.D.,  Cat- 
taraugus 

Treasurer — Alan  R.  Johnson,  M.D.,  Orleans 

Delegate  (MSSNY) — John  T.  Donovan,  Jr., 
M.D.,  Niagara 

No  other  nominations  were  received,  and  the 
candidates  were  declared  elected. 

Approval  was  received  from  the  Council  of 
the  State  Medical  Society  to  elect  a president 
for  a one-year  term.  It  was  voted  to  again 
request  this  permission  for  the  following  year. 

A Symposium  on  Immunization,  sponsored 
by  the  Seventh  and  Eighth  District  Branches, 
was  held  on  June  19  in  Buffalo.  This  sym- 
posium gave  physicians  in  western  New  York 
an  opportunity  to  learn  about  recent  advances 
in  immunization  for  rubella,  mumps,  measles, 
smallpox,  and  viruses  that  affect  the  respira- 
tory tract.  Other  topics  discussed  were  de- 
velopments in  venereal  disease  research  and 
the  use  and  abuse  of  gamma  globulin.  Thomas 
S.  Bumbalo,  M.D.,  chairman,  Subcommittee  on 
Infectious  Diseases,  Preventive  Medicine  Com- 
mittee of  the  State  Medical  Society,  was  chair- 
man of  the  symposium. 

It  was  voted  to  establish  separate  registra- 
tion for  the  scientific  session  of  the  annual 
joint  meetings  of  the  Seventh  and  Eighth  Dis- 
trict Branches. 

Three-tier  committees  are  being  organized, 
and  it  is  expected  that  the  following  committees 
will  be  functioning  by  the  year’s  end:  Con- 

tinuing Education,  Economics,  Hospital  and 
Professional  Relations,  Public  Relations,  State 
Legislation,  and  Workmen’s  Compensation. 

The  three-day  meeting  closed  with  the  annual 
dinner  on  October  4,  at  which  Walter  T.  Held- 
mann,  M.D.,  president  of  the  State  Medical 
Society,  was  the  honored  guest  and  the  prin- 
ciple speaker. 


The  registration  totalled  410. 

I wish  to  thank  the  members  of  the  program 
committee  for  the  excellent  programs.  The 
committee  consisted  of  the  following:  Wayne 

C.  Templer,  M.D.,  and  Thomas  S.  Bumbalo, 
M.D.,  cochairmen;  and  Lynn  R.  Callin,  M.D., 
Vincent  I.  Bonafede,  M.D.,  David  L.  Koch, 
M.D.,  Paul  A.  Burgeson,  M.D.,  Herbert  A. 
Laughlin,  M.D.,  David  R.  Harrington,  M.D., 
and  James  R.  Nunn,  M.D. 

I should  also  like  to  acknowledge  with  grati- 
tude the  assistance  received  from  our  executive 
secretaries,  Richard  F.  Treccase,  Eighth  Dis- 
trict Branch,  and  Donald  M.  Irish,  Seventh 
District  Branch;  Joseph  J.  Guariglia,  Esq., 
legal  counsel,  Eighth  District  Branch ; Harry 
J.  Dexter,  regional  representative  of  the  State 
Medical  Society,  and  the  staff  members  in  the 
offices  of  the  Medical  Society  of  the  County  of 
Erie. 

I wish  to  also  acknowledge  the  fine  work  and 
cooperation  of  Edward  C.  Rozek,  M.D.,  who 
substituted  for  Victor  Breen,  M.D.,  as  chairman 
of  the  annual  golf  tournament  of  Seventh  and 
Eighth  District  Branches. 

The  work  of  the  Eighth  District  Branch  was 
reflected  in  the  reports  of  the  Advisory  Council 
meetings,  and  I wish  to  thank  the  members  of 
the  Council — the  presidents  and  secretaries  of 
the  county  medical  societies  in  the  Eighth  Dis- 
trict Branch — for  their  cooperative  efforts  on 
behalf  of  the  medical  profession  in  western 
New  York. 

Respectfully  submitted, 

Herbert  A.  Laughlin,  M.D.,  President 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

Reports  of  the  district  branches  were  read 
with  interest,  and  the  committee  noted  that 
there  are  varied  needs,  activities,  and  func- 
tions of  the  district  branches.  We  feel  that 
district  branches  are  not  being  utilized  to  their 
fullest  extent  in  all  of  the  areas  in  which  they 
have  an  interest. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-36.  Scientific  Sessions  of  District 
Branches  Introduced  by  Second  District  Branch 

Whereas,  One  of  the  objectives  of  the  dis- 
trict branches  is  to  attract  as  many  members 
as  possible  to  their  annual  meetings;  and 
Whereas,  Eighty-one  physicians,  their 
wives,  husbands,  and  guests,  totaling  157,  at- 
tended the  scientific  sessions  of  the  Second 
District  Branch  held  in  Acapulco,  Mexico,  the 
first  week  in  November,  1969;  and 

Whereas,  The  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  recently 
passed  a resolution  that  imposes  a restraint 
with  respect  to  the  locale  of  district  branchs’ 
future  meetings;  and 

Whereas,  Failure  by  a district  branch  to 
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meet  within  the  defined  area  will  result  in 
loss  of  the  State  Society’s  participation;  and 
Whereas,  Compliance  with  the  mandate  of 
the  State  of  New  York  will  seriously  threaten 
the  excellent  attendance  at  district  branch 
meetings;  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  seriously 
reconsider  its  recent  action  in  regard  to  the 
locale  of  district  meetings;  and  be  it  further 
Resolved,  That  the  district  branches  be  per- 
mitted to  schedule  annual  meetings  in  the 
- area  of  their  choice,  without  penalty. 

Report  of  Reference  Committee  on  Scien- 
tific Activities  and  Publications:  The  fol- 

lowing report  was  presented  by  Henry  B.  Mar- 
shall, M.D.,  chairman. 

Your  committee  after  careful  study  of  the 
resolution  brings  to  the  attention  of  the  House 
the  following  considerations: 

1.  Financial  support  to  the  district  branches 
by  the  State  Medical  Society  is  necessary  for 
the  healthy  growth  of  the  district  branches  and 
can  be  used  for  underwriting  the  normal  op- 
erating expenses  throughout  the  year. 

2.  The  committee  reaffirms  the  recommenda- 
tion of  the  Council  that  a district  branch  meet- 
ing at  which  election  of  officers  occurs  should  be 
held  within  that  district’s  geographic  area. 

3.  Other  meetings  of  the  district  branch  may 
be  held  in  an  area  of  its  choice. 

The  committee,  therefore,  recommends  dis- 
approval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapprov- 
ing resolution  70-36  and  adopting  the  three 
recommendations. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole. 


Medical  Services 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  considered  the  8 
reports  and  17  resolutions  referred  to  it.  Full 
opportunity  was  afforded  to  those  who  partici- 
pated in  the  open  hearings  to  present  their 
views.  Following  the  open  hearings,  your  ref- 
erence committee  reviewed  each  matter  care- 
fully in  executive  session. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Economics  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

Robert  E.  Westlake,  M.D.,  Chairman 

Onondaga 


John  L.  Clowe,  M.D Schenectady 

Jeff  J.  Coletti,  M.D Nassau 

William  C.  Felch,  M.D Westchester 

Alfred  L.  George,  M.D Genesee 

Robert  George  Hicks,  M.D New  York 

Harry  C.  Miller,  M.D Monroe 

James  L.  Palmer,  M.D Broome 

Francis  A.  Stephens,  M.D Albany 


The  committee  held  three  meetings  during 
the  year  on  May  7,  July  9,  and  October  8. 

At  the  May  meeting  the  committee  considered 
the  recommendation  of  the  House  of  Delegates 
that  the  Committee  on  Labor  Health  Facilities 
be  discontinued,  but  that  efforts  to  work  with 
organized  labor  be  continued  and  that  this  ac- 
tivity be  assigned  by  the  Council  to  a suitable 
Council  committee,  possibly  the  Committee  on 
Economics.  It  was  the  opinion  of  the  commit- 
tee that  medicine  and  labor  both  stand  for  the 
welfare  of  the  patient  and  that  the  relation- 
ship between  the  two  is  too  important  for  a 
technical  committee.  The  committee,  there- 
fore, recommends  that  this  matter  be  referred 
to  a “higher”  committee. 

The  committee  was  requested  to  make  a 
recommendation  to  the  Council  regarding  group 
insurance  and  retirement  plans.  The  commit- 
tee reiterates  its  position  that  group  insurance 
and  retirement  plans  should  be  considered  on  a 
district  branch  or  county  society  level. 

Relative  Value  Scale.  The  committee  met 
with  representatives  of  the  specialty  groups 
at  each  of  the  meetings.  At  the  first  meeting, 
William  F.  McGahan,  Esq.,  of  Peat,  Marwick, 
Mitchell  & Co.,  explained  in  great  detail  the 
methodology  of  conducting  the  relative  value 
study  being  carried  out  by  that  company.  He 
pointed  out  that  the  first  stage  will  be  a pilot 
study  of  approximately  300  doctors,  including 
specialists,  in  various  regions  in  the  State,  to 
ascertain  what  their  usual  charges  are  for  a 
specific  procedure.  The  geographic  areas  will 
be  broken  down  into  23  individual  sections. 
After  these  questionnaires  have  been  returned, 
the  second  stage  will  be  the  mailing  of  approxi- 
mately 7,000  questionnaires  to  physicians,  in- 
cluding physicians  in  the  specialty  practices, 
in  different  areas  throughout  the  State.  From 
this  will  be  developed  the  “usual,  customary, 
and  reasonable”  fee  description  to  be  used  as 
the  basis  of  a new  Relative  Value  Scale. 

The  following  major  changes  will  be  made 
by  the  California  Medical  Association  in  the 
revised  relative  value  coding  and  nomencla- 
ture: (1)  an  increase  in  code  numbers  from 

4 to  5 digits  to  allow  more  procedures  to  be 
included  in  the  study,  (2)  the  use  of  modifying 
decimals,  and  (3)  the  separation  of  anesthesia 
procedures  to  form  a fifth  section.  A draft  of 
the  California  1969  Relative  Value  Study  was 
obtained,  and  a copy  was  sent  to  each  of  the  25 
specialty  practice  groups  with  a request  for 
suggestions  regarding  nomenclature — addi- 
tions, deletions,  or  changes — to  be  submitted  by 
each  group  no  later  than  July  1,  1969. 

On  July  9,  the  committee  met  with  the  spe- 
cialty practice  groups  to  consider  their  recom- 
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mendations  for  the  nomenclature  to  be  used  in 
our  Relative  Value  Scale.  Major  changes  were 
suggested  by  those  attending  the  meeting,  and 
letters  were  received  from  several  of  the  spe- 
cialty groups  requesting  changes.  In  execu- 
tive session,  the  committee  considered  the  sug- 
gestions and  incorporated  most  of  them  in  the 
nomenclature  to  be  used  in  the  study. 

At  the  October  8 meeting,  the  committee  de- 
cided to  use  the  nomenclature  listed  in  the  1969 
California  Relative  Value  Study  for  the  two 
specialty  groups  which  did  not  respond. 

It  was  also  decided  that  the  charges  for  a 
surgical  first-assistant  should  be  obtained  by 
direct  survey  according  to  procedure. 

The  coding  used  in  the  California  Relative 
Value  Schedule  was  discussed.  It  was  reported 
that  the  Board  of  Directors  of  the  National  As- 
sociation of  Blue  Shield  Plans  voted  not  to  adopt 
the  California  Relative  Value  Schedule  and  so 
notified  the  American  Medical  Association — 
primarily  because  of  the  conversion  from  a 
four-digit  code  to  one  of  five  digits. 

The  committee  approved  the  suggestion  of 
our  statistical  consultant  that  both  the  new 
and  the  old  codes  be  shown,  where  applicable, 
thus  satisfying  the  Blue  Shield  needs. 

The  spectrum  of  services  offered  by  general 
practitioners  was  considered,  and  in  an  effort 
to  define  their  present  activities,  it  was  de- 
cided to  obtain  information  on  what  type  of 
surgical  procedures  they  do  and  in  which  of 
the  following  areas:  general  surgery,  nonop- 

erative obstetrics,  medicine,  pediatrics,  and  of- 
fice gynecologic  procedures. 

The  format  of  the  final  report  was  discussed. 
At  first,  there  will  be  one  or  more  Relative 
Value  Scales  for  the  State,  each  divided  into 
five  sections  with  a possible  separate  section  on 
surgical  assistance.  Hopefully,  these  will 
evolve  into  one  Relative  Value  Scale  which  will 
suffice  for  all  of  the  State.  Conversion  factors 
will  be  given  for  the  23  areas  throughout  the 
State,  thus  indicating  the  usual  fees  at  the  time 
the  survey  was  done. 

It  is  planned  to  have  the  Pilot  Study  com- 
pleted so  the  questionnaires  can  be  mailed  out 
by  the  end  of  October,  and  six  wreeks  will  be 
allowed  for  the  responses.  If  the  responses  are 
received  within  this  period  of  time,  it  is  hoped 
a final  report  will  be  submitted  in  time  for  the 
annual  meeting  of  the  House  of  Delegates. 

Proposed  Universal  Health  Insurance  Law. 
The  committee  considered  the  problem  of  com- 
pulsory health  insurance  and  suggested  that 
the  State  Medical  Society  support  a form  of 
comprehensive  medical  care  featuring  mini- 
mum standards  for  benefits,  fees,  and  peer  re- 
view. It  recommended  to  the  Council  that  the 
State  Medical  Society,  in  its  deliberations  about 
comprehensive  health  insurance,  concentrate 
on  these  minimum  standards  and  de-emphasize 
the  method  of  financing  as  a less  appropriate 
area  of  our  concentration,  as  physicians. 

Matters  Referred.  Resolution  69-70,  Devel- 
opment and  Application  of  the  Planned  State- 


Wide  Relative  Value  Study,  was  referred  to  us 
by  the  House  of  Delegates. 

This  resolution  was  discussed,  and  the  fol- 
lowing comments  and  recommendations  were 
made: 

1.  Conversion  factor  determinations — the 
committee  feels  it  is  the  duty  of  local  medical 
societies  to  review  periodically,  local  charges  to 
determine  current  conversion  factors  which  de- 
scribe usual  fees. 

2.  County  Societies  being  apprised  of  devel- 
opments— county  societies  have  been  invited 
to  all  meetings  regarding  this  study  during  the 
past  two  years. 

3.  Meaningful  and  realistic  conversion  fac- 
tors be  applied  on  a geographic  basis — the 
definition  of  medical  trade  areas  to  determine 
how  many  relative  value  schedules  are  needed 
is  a central  research  goal  of  the  Study. 

Acknowledgments.  Your  chairman  washes 
to  express  his  appreciation  to  the  members  of 
the  committee  and  to  the  representatives  from 
the  specialty  groups  for  attendance  at  meet- 
ings and  for  the  splendid  cooperation  achieved 
in  dealing  with  rather  complicated  and  de- 
tailed matters.  The  chairman  also  wishes  to 
thank  George  P.  Farrell,  director,  Division  of 
Medical  Services,  and  his  secretary,  Mrs.  Clem- 
entine Thompson,  for  their  fine  cooperation  in 
preparing  and  sending  notices  of  meetings  to 
county  medical  societies  and  specialty  groups. 
Mr.  Farrell’s  advice  and  guidance  was  of  great 
help  to  the  committee. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 

Economics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  WTiting  the  annual  report,  the  com- 
mittee met  on  November  19  and  wishes  to  sub- 
mit the  following  supplementary  report. 

At  the  chairman’s  request,  a report  w^as 
given  by  William  F.  McGahan,  of  Peat,  Mar- 
wick, Mitchell  & Company,  on  the  progress  of 
the  Relative  Value  Study.  He  stated  that  he 
had  met  with  the  county  executive  secretaries, 
and  a brief  statement  of  the  background  of  the 
Study  was  sent  to  the  county  medical  societies, 
Blue  Shield  Plans,  and  specialty  societies 
throughout  the  State  so  that  they  wrould  have 
the  opportunity  to  publicize  the  information  in 
their  December  publications.  The  State  Medi- 
cal Society  will  publicize  the  progress  being 
made  on  the  Study  through  the  media  of  the 
“Hot  Line,”  the  Newsletter,  and  the  Ad  Rem 
bulletins  as  a follow-up.  Blue  Shield  will  pub- 
licize it  through  its  Physicians’  Bulletin. 

Mr.  McGahan  again  stated  that  the  data  re- 
ceived on  the  questionnaires  w'ould  be  held  as 
confidential  information  and  expressed  concern 
about  the  size  of  the  questionnaire  sent  to  some 
of  the  specialty  groups  (between  175  and  200 
pages).  The  committee  did  not  share  in  this 
concern  and  decided  it  should  not  be  reduced, 
and  all  procedures  indicated  that  it  should  be 
sent  to  every  physician  sampled.  Mr.  McGahan 
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explained  that  the  reason  for  the  lengthy  ques- 
tionnaire was  due  to  the  overlap  in  the  pro- 
cedures listed;  for  example,  the  category  on 
general  surgery  will  include  some  urologic, 
plastic  surgical,  and  orthopedic  procedures 
(which  includes  the  musculoskeletal  section  and 
others).  The  only  items  left  out  of  the  cate- 
gory on  surgery  are  major  plastic  repair  pro- 
cedures and  procedures  involving  bone  grafts. 
The  determination  of  procedure-use  was  dis- 
cussed, and  a six-month  interval,  as  planned, 
was  approved. 

-*  It  was  suggested  that  a separate  report  on 
“frequency  of  performance”  be  sent  from  the 
Economics  Committee  to  the  general  practition- 
ers to  offset  the  criticism  regarding  the  prog- 
ress of  the  Study. 

Both  old  and  new  code  numbers  will  be  pub- 
lished in  the  Relative  Value  Scale,  and  an  in- 
dex will  also  be  included  indicating  the  pro- 
cedure numbers. 

It  was  also  pointed  out  that  some  doctors 
contract  with  laboratories  to  do  pathologic  pro- 
cedures on  a monthly-fee  basis,  particularly  in 
New  York  State.  The  chairman  stated,  “This 
is  what  we  want  to  know — if  this  work  is  being 
done  in  their  own  laboratories  or  elsewhere.” 
Therefore,  the  questionnaire  will  ask  w'hether 
or  not  the  fees  are  for  an  office  laboratory  pro- 
cedure. 

Mr.  McGahan  stated  that  between  7,000  and 
7,500  questionnaires  will  presently  be  mailed, 
and  the  audit  will  begin  at  the  end  of  January. 
The  original  plan  had  been  to  conduct  a “pilot” 
study,  but  it  soon  became  apparent  that  we 
would  prejudice  the  returns  we  receive  from  the 
physicians  who  would  be  aware  that  it  was  a 
“pilot”  study.  Therefore,  only  a test  of  the 
questionnaires  will  be  carried  out  first. 

The  rising  cost  of  malpractice  insurance  was 
discussed.  The  chairman  stated  that  this  com- 
mittee has  taken  note  of  the  serious  impact  this 
has  made  on  the  cost  of  medical  care  and  re- 
ported that  there  was  pressure  to  change  to 
casualty  insurance.  It  was  suggested  that  the 
cost  to  providers  and,  therefore,  to  patients 
would  be  less. 

Dr.  Denton  agreed  that  this  was  a major 
problem  and  stated  that  the  Malpractice  In- 
surance Committee  met  to  decide  what  legisla- 
tion might  be  introduced  to  correct  the  situa- 
tion. An  attempt  is  being  made  to  set  the 
statutes  of  limitation  on  suits  to  five  years  in- 
stead of  an  indefinite  period  and  make  it  neces- 
sary for  the  plaintiff  to  post  bond  at  the  time 
he  files  suit. 

The  chairman  reported  that  the  State  of  Cali- 
fornia has  insurance  to  cover  medical  accidents 
as  “casualties.”  It  was  felt  that  the  establish- 
ment of  an  active  committee  working  with  the 
legal  and  peer  review  committees  would,  per- 
haps, be  the  answer  to  the  problem. 

Universal  Health  Insurance  was  also  dis- 
cussed. The  chairman  reported  on  a plan  which 
has  been  developed  by  the  Warren  County  Medi- 
cal Society  whereby  everyone  would  be  insured 
and  would  provide  free  choice  of  physician  and 
complete  coverage,  including  outpatient  diag- 


nostic procedures.  As  a family’s  income  in- 
creased, they  would  pay  an  increased  percent- 
age of  the  insurance  cost,  and  those  who  could 
afford  it  would  eventually  pay  the  full  cost. 
He  stated  that  the  medical  economic  aspect  is 
not  how  to  collect  the  money,  but  the  range 
of  benefits,  the  fees,  and  the  effectiveness  of  the 
quality  of  control. 

Respectfully  submitted, 

Robert  E.  Westlake,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

The  Economics  Committee  is  bringing  to  a 
conclusion  a revision  of  the  Relative  Value 
Scale  for  the  State  as  a whole.  In  the  near 
future  the  results  of  the  questionnaire  sub- 
mitted to  9,000  physicians  will  be  audited.  The 
final  report  from  this  audit  is  not  available 
at  the  present  time.  The  Economics  Committee 
further  apprised  the  members  of  the  rising  cost 
of  malpractice  insurance. 

The  work  of  this  committee,  under  the  chair- 
manship of  Robert  E.  Westlake,  M.D.,  and 
George  P.  Farrell,  director,  is  commended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Liaison  with  Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  the  Vet- 
erans Administration  of  the  Economics  Com- 
mittee, consists  of  the  following  member : 

Herbert  H.  Bauckus,  M.D.,  Chairman. . Erie 

During  the  past  year,  S.  A.  Frankenthaler, 
M.D.,  has  retired  as  clinic  director,  Veterans 
Administration  Regional  Office,  252  Seventh 
Avenue,  New  York  City.  F.  J.  Rummel,  M.D., 
is  now  chief  of  outpatient  service,  Veterans  Ad- 
ministration Hospital,  New  York  City. 

Dr.  Rummel  has  notified  us  of  the  following 
change  in  the  Veterans  Administration  Fee 
Schedule:  The  conversion  factor  for  surgical 

procedures  was  increased  from  3.8  to  5,  effec- 
tive July  1,  1969. 

The  letter  of  agreement  now  in  effect  was 
discussed  with  Dr.  Rummel,  and  your  chairman 
recommends  it  continue  in  effect  for  the  period 
ending  June  30,  1970. 

We  are  indebted  to  G.  Rehmi  Denton,  M.D., 
chairman,  Commission  on  Medical  Services,  and 
Robert  E.  Westlake,  M.D.,  chairman,  Econom- 
ics Committee,  for  their  support.  The  subcom- 
mittee also  expresses  its  appreciation  to  George 
P.  Farrell,  director,  Division  of  Medical  Serv- 
ices for  his  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

This  subcommittee  reports  that  F.  J.  Rum- 
mell,  M.D.,  is  now  Chief  of  Outpatient  Services, 
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Veterans  Administration  Hospital,  New  York 
City. 

The  report  cites  the  following:  change  in  the 
Veterans  Administration  Fee  Schedule:  The 

conversion  factor  for  surgical  procedures  was 
increased  from  3.8  to  5,  effective  July  1,  1969. 
The  letter  of  agreement  now  in  effect  was  dis- 
cussed with  Dr.  Rummell.  The  chairman  of  the 
Liaison  Subcommittee  with  the  Veterans  Ad- 
ministration recommends  that  the  agreement 
be  continued  in  effect  for  the  period  ending 
June  30,  1970. 

Your  reference  committee  concurs  and  com- 
mends Herbert  H.  Bauckus,  M.D.,  for  his  ef- 
forts. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Medical  Care  Insurance  is 
composed  of  the  following : 

Robert  D.  Fairchild,  M.D.,  Chairman 


Onondaga 

Harold  W.  Bales,  M.D Monroe 

Lucius  H.  Bugbee,  Jr.,  M.D Chautauqua 

Irving  Cramer,  M.D Oneida 

Francis  J.  Loperfido,  M.D Bronx 

H.  John  Mellen,  M.D Albany 

John  D.  Naples,  M.D Erie 

William  C.  Porter,  Jr.,  M.D Suffolk 


The  committee  held  two  meetings  during  the 
year,  on  May  15  and  September  20.  On  May 
15,  a joint  meeting  of  the  committee  with  rep- 
resentatives of  the  Associated  Blue  Shield  Plans 
of  New  York  State  considered  the  following 
recommendation,  forwarded  to  the  committee  by 
the  Council: 

“That  the  Committee  on  Medical  Care  In- 
surance act  jointly  with  the  New  York  State 
Association  of  Blue  Shield  Plans  to  study 
the  problems  of  comprehensive  medical  cov- 
erage and  the  payment  of  ‘usual,  customary, 
and  reasonable’  fees.” 

The  representative  from  each  plan  was  asked 
what  coverage  is  available,  either  in  a stand- 
ard contract  or  by  rider.  All  plans  repre- 
sented at  the  meeting  reported  that  they  have 
comprehensive  coverage  as  outlined  by  the  Na- 
tional Association  of  Blue  Shield  Plans,  except 
for  vision  care,  care  of  the  physically  handi- 
capped, and  in  some  plans,  psychiatric  care.  It 
was  noted  that  the  average  community  group 
could  not  pay  the  premium  required  to  provide 
complete  comprehensive  care,  but  that  every 
plan  should  have  a comprehensive  plan  avail- 
able for  groups  wishing  to  purchase  it. 

The  concept  of  “usual,  customary,  and  rea- 
sonable” fees  as  it  applies  to  Blue  Shield  Plans 
was  considered  by  those  attending  the  meeting. 
J.  Vanderbilt  Straub,  Esq.,  counsel  to  the  New 
York  State  Conference  of  Blue  Shield  Plans, 
called  attention  to  the  reluctant  attitude  of  the 
New  York  State  Insurance  Department  in 
giving  permission  to  apply  the  “usual,  cus- 
tomary, and  reasonable”  fee  concept  to  Blue 


Shield  contracts.  It  was  noted  that  the  only 
exception  to  this  has  been  when  the  employer 
pays  a substantial  part  of  the  premium  for  a 
group  on  an  “experience-rated”  basis.  G. 
Rehmi  Denton,  M.D.,  chairman,  Commission  on 
Medical  Services,  expressed  the  opinion  that 
until  the  Superintendent  of  Insurance  permits 
the  Blue  Shield  Plans  to  pay  for  physicians’ 
services  under  this  concept,  no  progress  will  be 
made. 

Peer  review  control  in  relation  to  utilization, 
primarily  regarding  “usual,  customary,  and 
reasonable”  fees,  was  also  discussed  at  this 
meeting.  Charles  M.  Brane,  M.D.,  chairman, 
Board  of  Directors,  United  Medical  Service, 
Inc.,  spoke  of  peer  review  control  and  stated 
that  if  there  is  no  control  over  utilization  and 
fees  the  concept  of  “usual,  customary,  and  rea- 
sonable” fees  will  get  out  of  control.  He  also 
pointed  out  that  all  physicians  must  support  the 
“usual,  customary,  and  reasonable”  fee  concept, 
and  that  where  support  is  given  to  any  other 
concept  used  by  underwriters  or  carriers,  it  is 
diluting  the  concept  approved  by  the  Medical 
Society  of  the  State  of  New  York  and  the 
ability  to  provide  coverage  under  such  a con- 
cept. Physicians  must  support  the  concept  of 
“full  payment”  based  on  “usual,  customary,  and 
reasonable”  charges  and  not  the  concept  of 
“no-income  level,  fixed-fee”  schedules. 

A report  regarding  payment  of  interns  and 
residents  by  Blue  Shield  Plans  for  services  pro- 
vided their  members  was  discussed  and  from 
the  diversification  of  replies  it  was  decided  to 
send  a questionnaire  to  each  Plan  for  specific 
information. 

Resolutions.  Resolution  69-60,  “Submission 
of  Up-dated  Fee  Profiles  to  Medicare  Inter- 
mediaries,” was  discussed  at  considerable 
length,  particularly  in  regard  to  the  statute  and 
regulations  governing  Part  B of  Medicare  car- 
riers. 

Harold  J.  Safian,  M.D.,  vice-president  of 
medical  affairs,  United  Medical  Service,  Inc., 
explained  the  methodology  used  in  up-dating 
physicians’  profiles  which  has  to  conform  to 
the  regulations  established  by  the  Department 
of  Health,  Education,  and  Welfare.  When  the 
physician  gives  adequate  evidence  that  his  cus- 
tomary charge  for  a service  to  the  public  in 
general  has  changed,  then  the  revised  charge 
should  be  recognized  by  the  insurance  carrier 
according  to  regulations. 

Dr.  Brane  reported  to  the  committee  that 
United  Medical  Service  is  using  all  flexibility 
possible.  He  also  suggested  that  the  Peer  Re- 
view Committee  could  offer  recommendations  if 
a carrier  and  a physician  could  not  arrive  at  a 
satisfactory  agreement  on  fees. 

At  the  September  20  meeting,  the  committee 
considered  and  answered  the  following  ques- 
tions proposed  by  Senator  Norman  F.  Lent, 
chairman  of  the  Joint  Legislative  Committee 
on  The  Problems  of  Public  Health,  Medicare, 
Medicaid,  and  Compulsory  Health  and  Hospital 
Insurance,  regarding  a hearing  to  be  held  Oc- 
tober 2 at  the  New  York  State  Insurance  De- 
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partment,  270  Broadway,  New  York  City: 

1.  Should  New  York  State  outlaw  the  in- 
demnity form  of  health  and  hospital  insurance 
contracts  and  direct  that  all  such  contracts  be 
on  a service  or  capitation  basis  with  minimum 
standards  of  coverage? 

Answer:  Should  conform  to  the  Blue  Shield 
Plans. 

2.  Should  we  enact  a voluntary  form  of  Uni- 
versal Health  Insurance  effective  on  the  elec- 
tion of  the  employer? 

Answer:  The  committee  agrees  with  the  po- 
sition of  the  State  Medical  Society. 

3.  Should  clinics  and  county  health  centers 
which  receive  State  aid  for  construction  or  op- 
eration be  obliged  to  provide  service  on  a capi- 
tation basis  to  those  who  elect  that  coverage? 

Answer:  Should  not  be  obliged  to  provide 

service,  but  the  committee  suggests  the  State 
Medical  Society  should  be  willing  to  consider  a 
study  for  delivery  of  medical  services  on  a 
capitation  basis. 

4.  Should  the  separate  Blue  Cross  Regional 
Corporations  be  merged?  Should  they  be  di- 
rected to  provide  uniform  State- wide  coverage? 

Answer:  The  Blue  Cross  Plans  should  have 
uniform  coverage  available  on  a State-wide 
basis. 

5.  Should  experience  rating  be  eliminated? 

Answer:  Experience  rating  is  necessary  be- 
cause of  the  demand  of  large  group  coverage; 
however,  the  committee  strongly  favors  com- 
munity rating  of  health  care  costs  because  it 
permits  those,  who  are  less  able  to  share  the 
costs,  the  opportunity  to  provide  for  health  care 
through  a voluntary  plan  where  coverage  is 
unavailable  on  a group  basis. 

6.  Should  a public  benefits  corporation  be 
created  for  the  purpose  of  underwriting  health 
and  hospital  insurance?  Should  this  power  be 
given  to  the  State  Insurance  Fund? 

Answer:  We  are  not  in  favor  of  a public 

benefits  corporation  because  the  present  non- 
profit agencies  are  providing  benefits  econom- 
ically and  efficiently. 

7.  Are  there  more  desirable  approaches  to 
providing  prepaid  health  care  than  are  now 
available  through  Article  9-C  Corporations  and 
Commercial  Carriers?  Should  the  tax  benefits 
afforded  the  Article  9-C  corporations  be  with- 
drawn? 

Answer:  There  are  no  more  desirable  ap- 

proaches in  providing  prepaid  health  care  for 
the  public  interest. 

8.  Should  the  now  separate  Blue  Cross-Blue 
Shield  corporations  be  merged? 

Answer:  No,  not  on  a local  or  State-wide 

basis  because  health  costs  must  be  identified 
separately,  that  is  hospital  and  medical  costs. 

9.  Should  the  Blue  Cross-Blue  Shield  cor- 
porations be  directed  to  provide  coverage  for 
both  medical  and  hospital  services  in  a single 
contract? 

Answer:  No,  because  the  purchaser  should 

be  able  to  identify  his  coverage  separately. 

Approval  of  Blue  Shield  Plans.  The  commit- 
tee recommended  the  approval  of  all  Blue 


Shield  Plans  in  the  State  of  New  York  for  the 
year  1970.  The  Council  approved  this  recom- 
mendation. 

Acknowledgments.  Your  chairman  wishes 
to  express  his  appreciation  to  the  members  of 
the  committee  for  their  cooperation,  to  George 
P.  Farrell,  director  of  the  Division  on  Medical 
Services,  for  his  assistance  and  guidance,  and 
to  Mrs.  Clementine  Thompson  for  her  secre- 
tarial assistance. 

Respectfully  submitted, 

Robert  D.  Fairchild,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

The  committee,  under  the  able  leadership  of 
Robert  D.  Fairchild,  M.D.,  met  with  the  New 
York  State  Association  of  Blue  Shield  Plans  to 
study  the  problems  of  comprehensive  medical 
coverage  and  the  payment  of  usual,  customary, 
and  reasonable  fees.  In  this  discussion,  G. 
Rehmi  Denton,  M.D.,  chairman  of  the  Com- 
mission on  Medical  Services,  stated  that  until 
the  Superintendent  of  Insurance  permits  the 
Blue  Shield  Plans  to  pay  for  physicians’  serv- 
ices under  this  concept,  no  progress  will  be 
made.  A great  deal  of  material  considered  by 
this  committee  will  be  discussed  under  the  Re- 
port of  the  Committee  on  the  Proposed  Univer- 
sal Health  Insurance  Law. 

Your  reference  committee  commends  Dr. 
Fairchild  and  his  committee  for  their  efforts. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Division  of  Medical  Services 

To  The  House  of  Delegates,  Gentlemen: 

The  Division  of  Medical  Services  operates 
under  the  direction  of  the  Economics  and  Med- 
ical Care  Insurance  Committees,  components 
of  the  Commission  on  Medical  Services.  George 
P.  Farrell,  director  of  the  Division  of  Medical 
Services,  serves  as  adviser  to  these  committees 
and  also  the  subcommittee  on  Liaison  with  the 
Veterans  Administration. 

Meetings.  Your  director  has  attended  all 
meetings  of  the  committees  and  also  the  follow- 
ing: 

April  16 — Spoke  before  the  Richmond  County 
Medical  Society  on  the  Keogh  Retirement  Plan 
and  Relative  Value  Study; 

April  25 — Met  with  Murray  Klutch,  director 
of  the  Bureau  of  Research  and  Planning  of  the 
California  Medical  Association,  regarding  the 
new  Relative  Value  Scale; 

July  12 — Attended  the  meeting  of  the  Amer- 
ican Association  of  Medical  Society  Executives; 

July  13  to  17 — Attended  the  AM  A Conven- 
tion; 

September  10 — Attended  ad  hoc  committee 
meeting  regarding  resident  physicians  and  col- 
lection of  fees  in  Workmen’s  Compensation 
cases  and  under  Blue  Shield  Plans; 

September  22 — Met  with  Albert  E.  Vaughn, 
chairman  of  United  Policy-Holders  League,  to 
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TABLE  I.  Operation  of  Blue  Shield  and  Blue  Cross  Plans 


Location 

Earned 

Premium  Income 

Claims 

Expense 

Operating 

Expense 

Participating 

Physicians 

New  York* 

$113,450,000 

$ 98,200,000 

$17,100,000 

20,493 

Buffalo 

32,322,436 

28,130,663 

3,018,739 

2,151 

Rochester* 

16,175,000 

16,282,000 

1,425,000 

1,557 

Albany* 

11,254,996 

10,282,998 

1,454,219 

1,125 

Syracuse* 

9,500,000 

9,363,209 

1,112,965 

1,455 

Utica 

6,359,535 

6,088,638 

678 , 530 

797 

Jamestown* 

1,223,060 

1,030,000 

142,614 

107 

Total 

$190,285,027 

$169,376,508 

$24,932,067 

27,685 

* Estimated. 


TABLE  II.  Membership  in  Blue  Shield  and  Blue  Cross  Plans 

Per  Cent 

Membership — — ■ — . of  . — ■ — Increases- 


Location 

Blue  Shield 

Blue  Cross 

Members 

Blue  Shield 

Blue  Cross 

New  York 

5,888,200 

8,178,300 

72.00 

274,389 

231,920 

Buffalo 

931,574 

956,674 

97.37 

35,175 

35,809 

Rochester 

805,113 

817,019 

98.54 

44,132 

39,157 

Albany 

452,527 

483,425 

93 . 60 

33,205 

29,394 

Syracuse 

373,214 

482,232 

77.39 

42,033 

39,463 

Utica* 

303 , 633 

289,016 

93.37 

19,026 

21,310 

Jamestown 

Watertown 

58,847 

63,030 

36,171 

93.36 

5,093 

1,975 

3,592 

Total 

8,813,108 

11,305,867 

77.95 

453,053 

403 , 620 

* Utica  Plan  serves 

Watertown  area  for 

Blue  Shield  members. 

Watertown  Blue 

Cross  members  added  to  Utica  Blue 

Cross  Members  in  calculating  percentage. 


discuss  support  of  his  plan  by  the  Medical  So- 
ciety of  the  State  of  New  York; 

October  1 — Attended  Area  Conference  at 
Holiday  Inn,  Newburgh,  with  William  Ham- 
mond, M.D. ; 

October  2 — Attended  public  hearing  on  pre- 
paid health  and  hospital  insurance  (Blue  Cross 
and  Blue  Shield),  in  New  York  City; 

October  27 — Attended  Nassau  County  Medi- 
cal Society  meeting  regarding  Relative  Value 
Scale,  with  James  F.  Higgins,  M.D.; 

November  6 — Attended  ground-breaking  cer- 
emony for  our  new  building  at  Lake  Success ; 

January  14 — Met  with  Mr.  Rowland  of  Ber- 
tholon-Rowland  Corporation  to  discuss  a new 
program  developed  recently,  referred  to  as  a 
“Hospital  Money  Plan”  which  pays  a specific 
amount  of  money,  per  diem,  while  the  patient 
is  hospitalized; 

January  29 — Met  with  Harry  Becker,  Man- 
ager of  the  Metropolitan  Life  Insurance  Com- 
pany, at  Utica,  which  administers  the  Medicare 
program,  Part  B,  regarding  a misunderstand- 
ing of  payments  to  a physician  for  nursing 
home  visits;  and 

January  30 — Met  with  Donald  Robertson,  ex- 
ecutive director,  Genesee  Valley  Medical  Care 
Plan,  in  Rochester,  regarding  the  request  of  an 
Idaho  physician  to  investigate  the  discontinu- 
ance of  a Blue  Shield  contract  by  the  Genesee 
Valley  Medical  Care  Plan,  for  one  of  his  pa- 
tients. 

Blue  Shield.  Only  a progress  report  can  be 


presented  due  to  the  time  element  in  accumu- 
lating data  following  the  period  ending  Decem- 
ber 31,  1909  (Tables  I and  II). 

Acknowledgment.  I wish  to  express  my  ap- 
preciation to  Mrs.  Clementine  Thompson,  my 
secretary,  for  her  efficient  and  conscientious 
services  during  the  past  year. 

Respectfully  submitted, 
George  P.  Farrell,  Director 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  wras  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  attention  is  directed  to  the  annual  re- 
port of  this  Division  as  submitted  to  the  House. 
Many  thanks  are  offered  to  George  P.  Farrell, 
director  of  this  Division,  for  his  efficient  and 
conscientious  work. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Occupational  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Occupational  Health  and  of  the 
Division  of  Occupational  Health.  The  commit- 
tee consists  of  the  following  members : 

Dallas  E.  Billman,  M.D.,  Chairman.  .Steuben 


Robert  H.  Baysinger,  M.D Monroe 

James  J.  Brandi,  M.D Erie 

Walter  J.  Gerstle,  M.D Albany 
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Robert  P.  Jessup,  M.D Nassau 

Herbert  F.  Wendelken,  M.D Richmond 

During  the  twelve-month  period  since  its  last 
report  to  the  House  of  Delegates,  the  commit- 
tee met  on  two  occasions. 

The  pilot  study  to  determine  interest  and  po- 
tential strength  in  the  field  of  occupational 
health  within  one  of  our  county  medical  so- 
cieties was  negated  when  the  county  medical 
society  begged  off  because  of  lack  of  time  and 
the  cost  involved. 

In  view  of  this  default  an  effort  was 
made  at  the  State  level  to  find  some  mean- 
ingful answers  to  a questionnaire  distributed 
via  the  News  of  New  York.  The  response  to 
this  questionnaire  was,  at  its  best,  disappoint- 
ing, and  a second  request  is  in  the  making. 
The  current  questionnaire  brought  in  only  69 
replies.  The  second  printing  of  the  question- 
naire is  scheduled  for  publication  in  the  Novem- 
ber issue  of  News  of  New  York. 

The  committee  recommended  and  referred  to 
the  Workmen’s  Compensation  Committee  that 
the  code  letter  rating  “M-10”  be  designated  to 
mean  only  “Occupational  Health”  and  that 
“Public  Health”  be  assigned  the  code  letter 
“M-18.” 

The  committee  also  suggested  that  guidelines 
relative  to  the  overweight  job  applicant  be 
established  along  the  lines  of  a “rule  of  thumb.” 
Subsequently,  at  the  July  meeting  a three-for- 
one  rule  of  thumb  was  recommended,  namely, 
the  upper  limit  of  weight  acceptable  for  employ- 
ment would  be  the  product  in  pounds  of  the 
applicant’s  height  in  inches  multiplied  by  3 
pounds,  for  example,  70  inches  tall  times  3 
equals  210  pounds.  An  applicant  whose  weight 
exceeded  210  pounds  would  not  be  recommended 
for  employment.  A suggestion  was  also  made 
that  an  article  on  “Obesity  in  Industry”  might 
be  written  for  publication  in  the  New  York 
State  Journal  of  Medicine.  First-hand  in- 
formation on  obesity  in  industry  is  lacking, 
and  in  view  of  this,  it  is  recommended  that  a 
realistic  study  be  made  by  one  of  our  commit- 
tee members  who,  coincidentally,  is  a medical 
director  on  a full-time  basis  in  one  of  New 
York’s  industries. 

The  committee  feels  that  the  discrepancy  is 
pronounced  in  fees  displayed  in  a comparison 
of  Workmen’s  Compensation  fees  and  the  so- 
called  usual  and  customary  fees  and  that  our 
efforts  should  be  continued  in  equating  Work- 
men’s Compensation  fees  to  usual  and  cus- 
tomary fees. 

A discussion  was  held  on  the  Walsh-Healey 
Safety  and  Health  Standards  Act  with  partic- 
ular emphasis  on  noise  pollution.  The  follow- 
ing is  a portion  of  the  Act  which  became  effec- 
tive on  May  20  and  pertains  to  exposure  to 
occupational  noise: 

“(b)  When  employes  are  subjected  to 
sound  exceeding  those  listed  in  Table  I of 
this  section,  feasible  administrative  or  engi- 
neering controls  shall  be  utilized.  If  such 
controls  fail  to  reduce  sound  levels  within 
the  levels  of  the  table,  personal  protective 
equipment  shall  be  provided  and  used  to  re- 


TABLE  I.  Permissible  Noise  Exposures 


Duration  per 
Day  (Hours) 

Sound 

Level 

dBA 

Eight 

90 

Six 

92 

Four 

95 

Three 

97 

Two 

100 

One  and  one-half 

102 

One 

105 

One-half 

110 

One-quarter  or  less 

115 

duce  sound  levels  within  the  levels  of  the 
table. 

“(d)  In  all  cases  where  the  sound  levels 
exceed  the  values  shown  herein,  a continuing 
effective  hearing  conservation  program  shall 
be  administered.” 

This  subject  matter  was  submitted  to  the 
secretary  of  the  Council  on  Occupational  Health 
of  the  American  Medical  Association  for  dis- 
cussion at  the  29th  Congress  on  Occupational 
Health  at  its  meeting  in  St.  Louis,  Missouri,  in 
September. 

At  the  present  moment  the  Occupational 
Safety  and  Health  Act  of  1969  is  being  con- 
sidered and  studied  by  the  committee.  It  should 
be  brought  to  mind  that  the  current  bill,  H.R. 
13373,  is  in  our  hands  and  will  be  further 
studied  by  the  committee. 

Efforts  to  have  legislation  introduced  to  per- 
mit registered  nurses  in  industrial  medical  de- 
partments to  take  x-ray  films  only  of  the  chest 
and  extremities  have  been,  thus  far,  to  no 
avail.  This  modality  should  be  further  con- 
sidered for  use  in  the  industrial  plant. 

The  director  and  chairman  of  the  committee 
attended  the  6th  Annual  Congress  on  Environ- 
mental Health  of  the  American  Medical  As- 
sociation held  in  Chicago  on  April  27  and  28; 
the  topic  was  “Noise  Pollution.”  The  meeting 
was  slow  in  starting  probably  due  to  extremely 
technical  aspects  during  the  first  day’s  session. 
On  the  second  day,  the  session  seemed  to  come 
to  life,  and  the  reports  showed  a realistic  ap- 
proach to  hearing  conservation.  Control  of 
noise  at  its  source,  modification  of  noise,  and 
physical  protection  of  the  employe’s  hearing  ap- 
paratus were  discussed.  All  in  all  the  meeting 
terminated  on  a favorable  note,  and  it  was  felt 
that  attention  was  directed  at  a problem  that 
well  deserves  the  counsel  and  advice  of  the 
medical  profession. 

The  following  article  on  “The  M.D.’s  Role  in 
Industrial  Safety”  was  written  by  James  F. 
Higgins,  M.D.,  director,  Division  on  Occupa- 
tional Health  and  Workmen’s  Compensation: 

The  prospective  employe  gets  his  initial  indoc- 
trination into  the  field  of  Occupational  Health  when 
he  presents  himself  for  his  preplacement  examina- 
tion prior  to  the  commencement  of  his  employment. 
He  embarks  at  that  time  on  a series  of  tests  and  ex- 
aminations which  in  reality  are  beneficial  to  both 
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employer  and  employe  and  which  are  steeped  in 
safety  procedures,  for  example,  audiometric  evalua- 
tion, visual  screening,  work  classification  and  eval- 
uation, chest  x-ray  films,  x-ray  films  of  the  spine  of 
workers  in  heavy  industry,  vital  capacity  studies, 
electrocardiogram  in  patients  over  age  forty,  safety 
shoes,  and  safety  glasses  and  ear  defenders  are  best 
dispensed  by  the  medical  department.  The  scope 
of  the  preplacement  examination  should  be  deter- 
mined by  the  medical  director  at  his  discretion. 
There  are  varying  factors  which  play  an  important 
part  in  determining  the  extent  to  which  the  exam- 
ination will  be  carried.  Some  of  the  more  obvious 
influencing  factors  are:  environment,  type  of  work, 

hazard  exposure,  and  so  on. 

It  is  fitting  to  speak  here  of  the  part  that  a 
physician  should  play  in  a safety  program.  In  view 
of  his  contact  with  the  injured  employe,  it  is  felt 
that  any  lesser  status  than  that  of  director  of  safety 
would  represent  a wanton  waste  of  his  talents.  He 
would  be  benefited  immeasurably  with  a “safety- 
minded”  engineer  as  a staff  adviser  to  his  committee. 
The  physician  may  well  find  his  work  in  safety  not 
only  rewarding  as  demonstrated  by  the  improvement 
trend  observed  in  the  frequency  and  severity  rates 
but  may  find  himself  aw’akening  a sideline  interest 
of  which  he  was  not  previously  aware. 

So,  it  would  seem,  the  marriage  of  health  and 
safety  is  a natural  union,  and  it  is  most  fitting  and 
most  effective  that  the  director  of  both  be  one  and 
the  same  individual. 

The  director  had  informal  conferences  with 
a representative  of  the  Liberty  Mutual  Insur- 
ance Company;  the  Commissioner  of  Labor  of 
Nassau  County;  and  Robert  P.  Jessup,  M.D. 
In  addition  he  also  attended  the  annual  meeting 
of  the  New  York  State  Society  of  Industrial 
Medicine,  Inc.,  on  December  4,  1968;  a Joint 
Meeting  of  the  Section  on  Occupational  Medi- 
cine of  the  New  York  Academy  of  Medicine  with 
the  New  York  State  Society  of  Industrial  Medi- 
cine, Inc.,  on  January  22,  1969;  a meeting  of  the 
Nassau  Physicians  Guild  on  February  19,  1969; 
and  the  29th  Congress  on  Occupational  Health 
of  the  American  Medical  Association  held  in  St. 
Louis,  Missouri,  September  14  through  16,  1969. 
The  chairman  of  the  committee  also  attended. 

The  following  reports  on  the  Congress  were 
written  by  James  F.  Higgins,  M.D.,  director, 
division  of  occupational  health : 

AMA  Council  on  Occupational  Health  Advisory 
Conference.  This  meeting  was  held  on  September 
14.  The  State  Medical  Society  was  represented  by 
the  chairman  of  the  Council  on  Occupational  Health, 
Dallas  E.  Billman.  M.D.,  and  the  director  of  the 
Division  of  Occupational  Health  and  Workmen’s 
Compensation,  James  F.  Higgins,  M.D. 

This  precongress  meeting,  which  was  free-wheeling 
and  not  recorded,  was  predominantly  concerned 
with  workmen’s  compensation  matters — past,  pres- 
ent, and  future.  In  fact,  this  subject  occupied  about 
95  per  cent  of  this  informal  discussion.  It  seems 
that  some  of  the  same  problems  that  plague  New 
York  have  plagued  our  fellow  countrymen  to  the 
west  of  us.  Forrest  E.  Rieke,  M.D.,  Portland,  Ore- 
gon, spoke  quite  emphatically  on  the  inequities  found 
in  workmen’s  compensation  in  his  home  state  of 
Oregon.  Comparable  remarks  were  made  both  by 
our  chairman  and  division  director  of  Occupational 
Health,  supporting  the  opinions  of  our  friends  and 
neighbors  to  the  w-est  of  us. 

The  meeting  terminated  about  1:30  p.m.  and  was 
followed  by  a most  pleasant  luncheon. 


The  29th  Congress  on  Occupational  Health.  The 
congress  was  convened  at  9:00  a.m.  on  Monday, 
September  15,  1969,  with  George  F.  Wilkins,  M.D., 
chairman,  American  Medical  Association,  Council 
on  Occupational  Health,  presiding. 

Greetings,  introductions,  and  welcomes  were  ex- 
tended to  those  registrants  present  by  Hubert  Rit- 
ter, M.D.,  president  of  the  St.  Louis  Medical  So- 
ciety; Charles  Miller,  M.D.,  president,  St.  Louis 
County  Medical  Society;  and  by  Doyle  C.  McCraw, 
M.D.,  president  of  the  Missouri  State  Medical  As- 
sociation. 

Gerald  D.  Dorman,  M.D.,  president,  American 
Medical  Association,  gave  the  opening  address  which 
emphasized  the  need  for  medicine  to  put  forth  more 
effort  to  meet  the  ever-burgeoning  needs  of  our 
American  people.  His  remarks  were  general  and 
were  well  taken  by  a receptive  audience.  (It  may 
be  stated  here  that  there  appears  to  be  a need 
within  the  confines  of  our  Division  or  Society  for  a 
recording  machine.  So  many  of  the  speeches  of  the 
present  day  resort  to  the  media  of  slides  of  pictures 
and  graphs  that  it  becomes  impossible  to  take  notes 
in  the  almost  complete  darkness.  The  availability  of 
such  a machine  is  urged  for  future  efficiency.) 

At  9:35  a.m .,  the  Symposium  on  Aviation  Medi- 
cine was  opened  by  Francis  C.  Jackson,  M.D.,  of 
Pittsburgh,  Pennsylvania.  The  majority  of  his  talk 
was  concerning  disaster  care  in  the  Pennsylvania 
area  and  was  vividly  depicted  by  the  aid  of  slides. 
One  of  the  biggest  problems,  according  to  Dr.  Jack- 
son,  was  getting  necessary  equipment  to  the  site  of 
the  crash,  which  all  too  often  is  in  a remote  and  al- 
most inaccessible  spot. 

Nicholas  A.  Pace,  M.D.,  discussed  overseas  prep- 
aration of  the  traveler  from  a preventive  medical 
standpoint.  It  would  appear  that  the  area  of 
recommendations  is  quite  broad  and  that  the  trend 
is  to  decrease  rather  than  increase  the  mandatory 
innoculations. 

Stanley  R.  Mohler,  M.D.,  discussed  general  avia- 
tion safety,  and  it  would  appear  that  our  relatively 
high  accident  rate  and  mortality  rate  in  the  private 
plane  category  are  due  to  the  following  three  fac- 
tors: (1)  alcohol  intake  excessive  in  preflight  period 
resulting  in  intoxication  with  malperformance  of 
flying  maneuvers,  (2)  unauthorized  low  flying,  and 
(3)  deliberate  penetration  into  the  areas  of  adverse 
weather  conditions. 

The  factor  of  ROH  has  long  haunted  the  pro- 
ponents of  aviation  medicine,  and  it  is  felt  that  the 
rules  covering  this  area  should  be  more  stringent 
and  even  more  important— their  enforcement  be 
more  strict.  This  concluded  the  Symposium  on 
Aviation  Medicine,  and  I might  say  it  was  well 
taken  by  a receptive  audience. 

Dr.  Kieffer  Davis,  of  Phillips  Petroleum  Com- 
pany, noted  that  the  petroleum  industry  has  taken 
its  place  among  the  leaders  in  “controlling  wastes 
and  preventing  pollution  of  the  environment.” 

The  afternoon  session  was  highlighted  with  a talk 
by  Charles  J.  Frankel,  M.D.,  on  “Whiplash.”  Most 
of  Dr.  Frankel’s  discussion  involved  whiplash  of  the 
cervical  group  of  vertebrae,  and  he  stressed  the  im- 
portance of  “pillar”  shots  (x-ray)  to  better  rule  in 
or  out  the  presence  of  cervical  vertebral  fracture. 

Richard  A.  Sutter,  M.D.,  presided  over  the  meet- 
ing on  Tuesday,  September  16. 

Due  to  the  inability  of  Charles  A.  Berry,  M.D.,  to 
be  present  at  the  Physician’s  Award  Luncheon  (he 
was  the  recipient)  the  affair  was  a “lackluster”  oc- 
casion, and  with  adverse  weather  conditions  prevail- 
ing, a number  of  the  members  were  taking  advantage 
of  earlier  departures  made  available. 

The  second  day,  despite  the  absence  of  Charles  A. 
Berry,  M.D.,  provided  several  interesting  sessions — 
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notably  a discussion  by  David  Joe  Smith,  M.D.,  rela- 
tive to  “Absenteeism  and  ‘Presenteeism’”  (absentee- 
ism on  the  job)  which  concluded  in  the  tone  that 
“nobody  gains  anything  from  absence.” 

The  afternoon  session  on  September  16  was  pre- 
sided over  by  Forrest  E.  Rieke,  M.D.,  Portland, 
Oregon,  and  interest  was  evidenced  in  the  subject  of 
impairment  rating. 

The  committee  wishes  to  express  its  apprecia- 
tion to  James  F.  Higgins,  M.D.,  director,  Divi- 
sion of  Occupational  Health,  and  to  Miss  Alice 
E.  Wheeler,  administrative  assistant,  for  their 
efficient  handling  of  the  activities  of  the  Divi- 
sion. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

The  committee  attempted  to  study  the  value 
of  occupational  health  interests  within  one  of 
the  county  medical  societies  by  the  utilization 
of  a pilot  study.  This  study  was  ineffectual  be- 
cause of  default.  The  report  of  the  committee 
is  recommended  to  the  members  of  this  Society 
for  study  and  review. 

The  reference  committee  wishes  to  express 
its  thanks  to  Dallas  E.  Billman,  M.D.,  chair- 
man, for  his  excellent  services. 

The  House  voted  to  adopt  this  portion  of  the 
refereyice  committee  report. 

Workmen's  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and  of 
the  Division  of  Workmen’s  Compensation. 

The  committee  members  are  as  follows : 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman.  . 


Ulster 

Robert  B.  Bryant,  M.D Onondaga 

Peter  A.  Casagrande,  M.D Erie 

Wyllys  A.  Dunham,  M.D Schenectady 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

Walter  W.  Miner,  M.D Nassau 

John  H.  Morton,  M.D Monroe 


During  the  twelve-month  period  since  its 
last  report  to  the  House  of  Delegates,  the 
committee  met  on  two  occasions. 

Medical  Society  representatives,  including 
the  director  of  the  Division  of  Workmen’s  Com- 
pensation, attended  nine  meetings  of  the  Work- 
men’s Compensation  Board’s  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied 
Problems  during  the  past  year.  Under  dis- 
cussion at  these  meetings  were  fees  for  emer- 
gency room  treatment,  the  concept  of  usual  and 
customary  fees,  the  problems  of  handling  the 
rating  of  physicians  who  are  specialists  in 
Family  Practice,  Codes  5860,  5861,  and  5862 
(ophthalmologists),  revised  A-l  form,  reim- 
bursement to  Blue  Cross  for  payment  of  hos- 
pital bills  in  compensation  cases  involving  third 
party  actions,  fee  for  multiple  treatment,  in- 


creased fees  for  testifying  before  the  Board, 
compensation  ratings  for  interns  and  residents, 
fee  for  electromyography,  claimants  not  wish- 
ing to  prosecute  claims  for  compensation  al- 
though a history  is  given  of  an  apparent  com- 
pensation injury,  fee  for  arthrogram,  and  fee 
for  regional  anesthesia  block  given  for  trigger- 
point  injection. 

Qualification  of  Intern  or  Resident.  A county 
medical  society  requested  the  committee  for 
advice  on  whether  or  not  an  intern  or  resident 
involved  in  a training  program,  who  is  licensed 
to  practice  in  the  State  of  New  York,  can  ob- 
tain a Workmen’s  Compensation  Board  rating. 

The  committee  considered  this  request  at  its 
meeting  on  March  19  and  recommended  that 
interns  and  residents  not  be  granted  Work- 
men’s Compensation  Board  ratings  while  they 
are  in  traditional  training  programs  in  hos- 
pitals. The  Council  of  the  State  Medical  So- 
ciety, at  its  meeting  on  November  21,  referred 
this  recommendation  back  to  the  committee  for 
“clarification  and  further  consideration.”  The 
Council  at  its  meeting  on  January  23  approved 
a request  from  Edward  C.  Hughes,  M.D.,  for 
the  appointment  of  an  Ad  Hoc  Committee  to 
Study  the  Problem  of  Residents  Licensed  to 
Practice  Medicine  in  New  York  State  and  the 
Collection  of  Fees  in  Workmen’s  Compensation 
Cases  and  Under  the  Blue  Shield  Plans.  Ber- 
nard J.  Pisani,  M.D.,  was  appointed  chairman 
of  this  ad  hoc  committee.  The  ad  hoc  commit- 
tee met  on  September  10,  discussed  the  matter, 
and  stated  that  “they  were  in  agreement  with 
the  recommendation  of  the  Council  Committee 
on  Workmen’s  Compensation  that  ratings 
not  be  recommended  for  interns  or  residents 
while  in  training  programs  in  hospitals.”  The 
Council  Committee  on  Workmen’s  Compensation 
was  so  informed. 

The  committee,  at  its  meeting  on  October  22, 
reaffirmed  its  previous  stand  “that  licensed 
interns  and  residents  not  be  granted  Work- 
men’s Compensation  Board  ratings  while  they 
are  in  traditional  training  programs  in  hos- 
pitals.” 

Code  letter  “M-10.”  The  committee  on 
October  22,  considered  a recommendation,  re- 
ferred to  it  by  the  Committee  on  Occupational 
Health,  that  the  code  letter  “M-10”  be  rede- 
fined. It  was  the  opinion  of  the  committee 
that  the  specialty  practice  of  occupational 
health  has  advanced  rapidly  and  extensively  in 
the  last  fifteen  years  with  Board  certification 
in  Occupational  Medicine  now  an  actuality  and 
the  Industrial  Medical  Association  membership 
numbering  almost  4,000.  Furthermore,  there 
are  few  physicians  in  the  public  health  field 
who  are  also  involved  in  the  practice  of  occupa- 
tional medicine.  It  was  the  recommendation  of 
the  committee  that  code  letter  “M-10”  be  as- 
signed to  occupational  health  or  to  public  health 
and  that  a new  code  letter  “M-18”  be  assigned 
to  the  other  of  the  two  types  of  practice.  The 
committee  will  make  this  recommendation  to 
the  chairman  of  the  Workmen’s  Compensation 
Board. 
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Fee  Schedule.  It  is  the  aim  of  the  committee 
to  initiate  a new  fee  schedule  for  promulgation 
by  the  chairman  of  the  Workmen’s  Compensa- 
tion Board.  The  Council,  at  its  meeting  on 
September  25,  authorized  the  committee  “to 
pursue  negotiations  with  the  Workmen’s  Com- 
pensation Board  (a)  to  effect  an  increase  in 
workmen’s  compensation  fees  commencing  with 
an  initial  request  for  25  per  cent,  and  (6)  to 
establish  a relative  value  scale  for  workmen’s 
compensation. 

“This  action  was  taken  as  a temporary  meas- 
ure pending  implementation  of  resolutions 
69-20  and  69-37,  calling  for  ‘appropriate  steps 
to  establish  usual,  customary,  and  reasonable 
fees  for  services  rendered  under  the  Work- 
men’s Compensation  Law.’  ” 

The  committee  has  forwarded  this  recom- 
mendation to  the  chairman  of  the  Workmen’s 
Compensation  Board. 

The  director  of  the  Division  received  a letter 
from  the  chairman  of  a county  medical  society 
workmen’s  compensation  committee  enclosing 
a letter  he  had  received  from  the  director  of 
the  Department  of  General  Practice  in  a 
hospital  in  that  area  in  which  letter  the  latter 
director  advised  all  Board  eligible  physicians 
of  the  American  Academy  of  General  Practice 
to  submit  bills  to  compensation  carriers  as 
specialists.  The  chairman  of  the  Workmen’s 
Compensation  Committee  asked  for  an  opinion, 
clarification,  and  guidance  from  the  committee. 
The  committee  informed  the  county  society’s 
workmen’s  compensation  committee  that  “gen- 
eral practitioners  should  bill  compensation  in- 
surance carriers  in  accordance  with  the  fee 
schedule  until  more  study  is  given  to  the 
parameters  of  ‘family  practice  of  medicine,’ 
and  the  requirements  for  Board  certification 
clearly  defined.” 

Legislation.  The  committee  once  again 
recommended  to  the  Committee  on  State  Legis- 
lation the  introduction  and  support  of  various 
legislative  amendments  designed  to  improve 
patient  care  and  to  eliminate  some  objectionable 
features  currently  contained  in  the  Workmen’s 
Compensation  Law.  To  reiterate,  these  items 
covered  the  extension  of  the  definition  of  “com- 
pensation” to  cover  medical  care,  the  elimina- 
tion of  the  requirement  for  authorization  under 
the  Workmen’s  Compensation  Law  to  certify 
claimants  for  benefits  under  the  Disability 
Benefits  Law,  the  reimbursement  of  payments 
to  physicians  by  compensation  claimants,  and 
the  addition  of  interest  at  the  legal  rate  for 
payments  withheld  for  an  unnecessary  long 
time  interval.  The  committee  at  its  meeting  on 
October  22  recommended  aeain  that  this  legis- 
lation be  referred  to  the  Committee  on  State 
Legislation  for  implementation. 

The  committee  also  registered  strong  op- 
position to  two  bills  introduced  in  the  Legisla- 
ture, one  dealing  with  the  definition  of  podia- 
trist (S.  4928)  and  the  other  with  the  provision 
of  care  and  treatment  by  chiropractors  of  in- 
jured employes  entitled  to  workmen’s  com- 
pensation (A.  4273).  The  bill  pertaining  to 


podiatrists  was  signed  into  law,  but  the  bill 
on  chiropractic  was  vetoed. 

Resolutions  69-20;  69-37.  Discussion  of  res- 
olution 69-20,  “Fees  and  Billing  for  Medical 
Services  under  Workmen’s  Compensation,”  and 
resolution  69-37,  “Establishment  of  Usual,  Cus- 
tomary, and  Reasonable  Fees  and  Direct  Bill- 
ing Procedures  Under  Workmen’s  Compensa- 
tion,” took  place  at  the  two  committee  meetings. 
The  committee,  at  its  meeting  on  October  22, 
recommended  that  these  two  resolutions  be  re- 
ferred to  the  Committee  on  State  Legislation 
for  implementation.  The  committee  was  in 
agreement  with  the  purpose  of  the  resolutions 
but  felt  that  the  final  Resolved  in  each  reso- 
lution was  contrary  to  the  entire  concept  of  the 
Workmen’s  Compensation  Law. 

Education.  As  in  previous  years  the  News 
of  New  York  was  utilized  to  publish  two  arti- 
cles written  by  the  director  of  the  Division 
on  “Fee  Logistics”  and  “The  M.D.’s  Role  in 
Industrial  Safety.” 

The  director  participated  in  an  indoctrination 
program  of  the  four  counties  in  the  Oneida 
area  on  April  9.  He  spoke  on  the  medical,  as 
well  as  the  administrative  aspects,  of  work- 
men’s compensation. 

Meetings  and  Liaison.  The  director  attended 
a combined  meeting  of  the  New  York  State  So- 
ciety of  Industrial  Medicine,  Inc.,  and  the  Sec- 
tion on  Occupational  Medicine  of  the  New  Yoi'k 
Academy  of  Medicine. 

The  director  also  attended  a forum  held  at 
the  Plaza  Hotel  on  “Where  is  Workmen’s  Com- 
pensation Heading  After  a Half-Century  of 
State  Control?”  which  was  sponsored  by  the 
Commerce  and  Industry  Association  of  New 
York  State,  Inc. 

In  addition,  the  director  covered  the  first-aid 
station  at  both  The  Americana  and  the  Coli- 
seum during  the  American  Medical  Associa- 
tion’s annual  meeting  in  New  York  City;  at- 
tended the  inauguration  of  the  twenty-year 
club  for  staff  members  of  the  Medical  Society 
of  the  State  of  New  York;  a conference  called 
by  Walter  T.  Heldmann,  M.D.,  president,  for 
Council  committee  chairmen;  two  division  head 
meetings,  and  a meeting  of  the  American 
Academy  of  Compensation  Medicine. 

It  seems  that  some  brief  mention  should  be 
made  concerning  the  statement  delivered  by 
Albert  D’Antoni,  Esq.,  general  counsel  for  the 
Workmen’s  Compensation  Board,  on  behalf  of 
General  S.  E.  Senior,  chairman  of  the  Work- 
men’s Compensation  Board,  before  the  Joint 
Legislative  Committee  on  Industrial  and 
Labor  Conditions  on  December  17,  1968,  which 
was  attended  by  the  director.  As  requoted  by 
Counsel,  General  Senior  redefined  the  func- 
tions for  which  the  Workmen’s  Compensation 
Law  was  enacted  and  the  social  legislation  that 
it  was  intended  to  provide  our  workers.  He 
emphasized  that  the  cost  of  such  benefits  in  its 
entirety  vms  to  be  borne  by  an  enlightened  in- 
dustry as  part  of  the  cost  of  production.  The 
italicized  portion  restates  that  which  this 
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committee  has  been  striving  for  over  the  past 
year.  Mr.  D ’Antoni  then  listed  the  following 
“methods  necessary  to  achieve  the  objectives  of 
the  Workmen’s  Compensation  Board’s  program 
more  efficiently  and  effectively: 

“1.  Carrier  performance — -‘The  successful 
performance  of  the  carrier  depends  on  the 
skill,  efficiency,  and  imagination  it  employs  in 
its  claim  objectives.’ 

“2.  Speedier  adjudication  achieved  through 
a Special  Trial  Procedure  in  controverted 
cases.  The  results  have  been  barely  short  of 
dramatic. 

“3.  Continuous  in-service  training  programs 
with  an  ever  escalating  concern  for  the  ‘man  as 
a whole  man.’ 

“4.  The  creation  of  a nine-man  Advisory 
Committee  for  Workmen’s  Compensation  Ad- 
ministrative Procedures  should  be  a boon  to 
the  needs  of  the  Board  by  advising  it  on  a con- 
tinuing basis  relative  to  administrative  pro- 
cedures. 

“5.  Informational  service  to  the  public,  a 
revised  medical  fee  schedule,  increased  disabil- 
ity benefits,  and  many  changes  that  are  war- 
ranted for  the  improvement  of  our  coverage. 
The  increase  in  the  maximum  allowance  for 
funeral  expenses  should  be  earnestly  legislated. 

“In  closing  the  General  reiterated  that  the 
efforts  of  this  administration  will  be  directed 
toward  the  meticulous  protection  of  the  in- 
terests of  the  injured  worker.” 

Arbitrations.  During  the  preceding  twelve 
months,  74  arbitration  sessions  were  held 
throughout  the  State.  A total  of  52  were  held 
in  the  New  York  City  area.  A total  of  1,544 
cases  were  submitted  for  arbitration.  Disputed 
medical  bills  amounted  to  $320,937.73.  Post- 
ponements deferred  the  settlement  of  227  cases, 
and  953  cases  were  settled  by  arbitration.  A 
total  of  364  cases  were  settled  without  arbitra- 
tion. 

Acknowledgments.  The  committee  wishes  to 
express  its  appreciation  to  the  director  of  the 
Division  of  Workmen’s  Compensation,  James  F. 
Higgins,  M.D.,  and  its  administrative  assistant, 
Miss  Alice  E.  Wheeler,  for  their  conscientious 
handling  of  the  activities  of  the  Division. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

The  Workmen’s  Compensation  Committee 
met  several  times  during  the  year.  Your  ref- 
erence committee  agrees  with  the  recommenda- 
tion of  this  committee  in  regard  to  the  Code 
Letter  M-10  (Occupational  Health)  and  to 
Code  Letter  M-18  (Public  Health).  With  re- 
gard to  the  fee  schedule  for  Workmen’s  Com- 
pensation, the  committee  emphasized  the  fact 
that  the  entire  cost  of  such  benefits  should  be 
borne  by  an  enlightened  industry  as  part  of  the 
cost  of  production. 

Frederic  W.  Holcomb,  Jr.,  M.D.,  chairman, 


and  his  committee  have  performed  efficiently 
and  deserve  commendation. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Ad  Hoc  Committee  to  Study  Problems  of  Resi- 
dents licensed  to  Practice  Medicine  in  New  York 
State  and  Collection  of  Fees  in  Workmen’s  Com- 
pensation and  Under  Blue  Shield  Plans 

This  report  is  contained  in  the  Report  of  the 
Committee  on  Workmen’s  Compensation  (see 
page  1462) . 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

The  reference  committee  approves  the  rec- 
ommendation of  the  Ad  Hoc  Committee  that 
licensed  interns  and  residents  not  be  recom- 
mended for  Workmen’s  Compensation  ratings 
while  in  traditional  training  programs  in  hos- 
pitals. 

The  members  of  the  Ad  Hoc  Committee  un- 
der the  chairmanship  of  Bernard  A.  Pisani, 
M.D.,  deserve  many  thanks  for  their  efforts. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Proposed  Universal  Health  Insurance  Law 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Proposed 
Universal  Health  Insurance  Law  are: 

Ralph  S.  Emerson,  M.D.,  Chairman. . Nassau 


Eli  A.  Leven,  M.D Monroe 

Robert  E.  Westlake,  M.D Onondaga 


The  committee  was  reappointed  following  the 
Governor’s  resubmission  of  his  so-called  Uni- 
versal Health  Insurance  Bill  (S.  4998  and  A. 
6687). 

The  bill  was  essentially  a rerun  of  the  1968 
version.  On  receipt  of  a copy  of  S.  4998,  a 
critique  was  prepared  within  forty-eight  hours 
to  permit  the  Council  to  formulate  its  opinion. 
The  Council  accepted  the  report  pending  re- 
ceipt of  amendments  from  other  committee 
members.  Our  legislative  counsel  was  thereby 
able  to  voice  strenuous  objections  to  the  bill  at 
the  earliest  moment.  You  may  be  interested 
to  know  that  the  hospital  association,  associ- 
ated industries,  and  labor  also  voiced  strong 
opposition.  Despite  a last  ditch  effort  on  the 
part  of  the  Governor  to  marshal  support,  the 
bill  died  in  committee.  We  are  including  the 
following  “Critique  of  the  Universal  Health  In- 
surance Bill.”  Since  we  anticipate  that  a 
similar  version  will  be  presented  at  the  1970 
legislative  session,  we  suggest  you  read  the  re- 
port and  become  familiar  with  the  weaknesses 
of  the  bill.” 

Critique  of  the  Governor's  Universal  Health 
Insurance  Bill  for  1969  (S.  U998).  This  bill  is 
similar  to  the  Health  Security  Act  of  1968  (S. 
5417).  It  was  not  supported  by  labor,  manage- 
ment, or  the  medical  profession  and  was  de- 
feated. 

The  Governor’s  bill  for  1969  (S.  4998)  pro- 
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vides  for  hospital  cost  control  mechanisms  and 
basic  “hospital  services.” 

Many  of  the  cost  control  provisions,  such  as 
uniform  State-wide  system  of  reports  and 
audits,  accounting  and  cost-finding  procedures, 
incentives  for  efficiency,  and  others,  are  com- 
mendable. Many  of  these  recommendations 
were  included  in  the  Folsom  Report  and  in  the 
Health  Manpower  Commission  Report.  Effi- 
ciency of  operation  is  highly  desirable  pro- 
vided it  is  not  accomplished  by  sacrificing 
quality  medical  care.  This  issue  is  of  great 
concern  to  the  medical  profession. 

The  “hospital  services”  section  of  this  bill  is 
merely  a rerun  of  S.  5417  and  is  unacceptable 
to  the  medical  profession  for  the  following  rea- 
sons: 

1.  It  channels  the  consumer  into  the  hospital 
which  is  the  most  expensive  type  of  health 
care.  The  consumer  will  not  derive  any  bene- 
fit if  he  goes  to  a private  radiologist,  labora- 
tory, or  has  a diagnostic  examination  in  the 
physician’s  office.  He  must  go  to  the  hospital. 

2.  It  violates  the  bill  of  rights  of  the  physi- 
cian as  clearly  stated  in  Medicare  and  endorsed 
by  the  American  Medical  Association  and  the 
Medical  Society  of  the  State  of  New  York.  The 
hospital-based  radiologist,  anesthesiologist, 
pathologist,  and  physiatrist  are  denied  the 
right  to  bill  for  their  services.  All  these  hos- 
pital-based physicians  would  be  included,  since 
they  are  required  to  have  a fiscal  arrangement 
with  the  hospital  to  treat  Medicare  patients. 

3.  The  bill  is  not  just  hospital  insurance, 
such  as  Blue  Cross,  but  is  an  “insurance  against 
the  costs  of  basic  health  services.”  It  provides 
for  physicians’  services  in  the  emergency  room 
and  outpatient  departments  of  hospitals. 
There  is  no  provision  for  the  payment  of  the 
physician’s  services  unless  he  is  an  employe  of 
the  hospital.  It  discriminates  against  the  pri- 
vate practicing  physician.  By  social  legisla- 
tion and  economic  pressure  it  is  attempting  to 
restructure  the  practice  of  medicine  away  from 
the  physician’s  office  and  into  the  hospital.  The 
physician  loses  his  freedom  and  is  subject  to 
the  dictates  of  the  hospital  administrator. 

Let  us  analyze  for  a moment  how  the  physi- 
cian in  the  outpatient  department  (emergency 
room)  would  be  compensated.  Since  the  bill 
guarantees  the  physician’s  services  as  a hos- 
pital service,  the  physician  must  be  a hospital 
employe  either  on  a per  session  or  salary  basis. 
The  hospital  enters  these  charges  as  part  of 
their  operating  overhead.  The  hospital  may 
recover  these  costs  when  their  per  diem  allow- 
ance is  readjusted  the  following  year.  There 
is  no  assurance  that  the  hospital  will  recover 
this  additional  cost  since  they  would  be  sub- 
ject to  the  ruling  of  the  Commission,  which 
will  determine  whether  or  not  the  hospital  is 
entitled  to  an  increase  in  the  per  diem  rate. 
The  hospital  and  physician  are  both  caught  in 
the  squeeze.  Obviously,  the  physician  is  the 
loser  since  he  is  now  an  employe. 

This  is  a government  controlled,  hospital 
oriented  program.  It  is  government  controlled 
because  the  Commission  controls  the  purse 


strings.  It  is  hospital  oriented  because  the 
hospital  dictates  the  terms  of  employment. 

Most  hospitals  outside  of  the  urban  area  must 
depend  on  the  local  private  practicing  physi- 
cians for  outpatient  department  (emergency 
room)  coverage  because  of  a skeletal  house 
staff.  These  physicians  provide  twenty-four- 
hour  coverage  of  the  outpatient  department 
(emergency  room),  assume  care  of  high-risk 
accident  cases,  and  risk  malpractice  suits  with 
rapidly  escalating  malpractice  premiums. 
Does  the  State  Legislature  expect  the  physi- 
cians to  work  under  the  conditions  provided  in 
this  bill?  The  result  would  be  a “brain  drain” 
from  New  York  State,  thereby  compounding 
the  shortage  of  physicians  in  our  State. 

4.  The  proposed  Commission  does  not  pro- 
vide for  any  representation  of  practicing  physi- 
cians, even  though  physicians’  services  are  vital 
to  the  success  of  the  program.  The  Commission 
has  broad  powers  and  may  “make  all  rules  and 
regulations  as  may  be  appropriate  to  carry  out 
the  provisions  of  the  article.” 

5.  The  estimated  cost  of  this  package  ex- 
ceeds the  combined  Blue  Cross-Blue  Shield  pre- 
miums in  many  areas  of  the  State. 

6.  The  bill  has  no  provision  for  a tax  incen- 
tive program  to  aid  the  consumer  in  meeting 
the  premiums  of  this  health  package. 

Tax  incentive  legislation  is  being  considered 
in  Congress  at  the  present  time  to  aid  the  con- 
sumer in  meeting  the  premiums  of  health  care. 
The  problem  we  face  is  one  of  economics.  The 
tax  incentive  approach  is  a more  direct  and 
practical  solution  rather  than  to  institute  a 
foreign  concept  into  American  medicine  and 
thereby  disrupt  and  fragment  physician’s  serv- 
ices. 

7.  The  bill  attempts  to  solve  the  Medicaid 
financial  disaster  and  the  Medicaid  rollback 
problem  by  introducing  an  untried  and  un- 
realistic program  covering  about  14  million 
people  which  will  only  compound  the  dilemma. 

8.  The  Medical  Society  of  the  State  of  New 
York  again  recommends  that  the  Legislature 
address  its  attention  to  the  area  of  need  which 
is  the  low  income  people  who  have  been  affected 
by  the  rollback  in  Medicaid  standards. 

We  recommend  the  following: 

1.  That  a health  legislation  program  be  estab- 
lished for  that  segment  of  the  population 
affected  by  the  Medicaid  rollback,  on  a cost 
sharing  basis,  identical  with  Title  18  A and  B 
of  the  Medicare  Act. 

This  program  has  been  successful  and  has 
preserved  quality  medical  care.  This  concept 
could  be  expanded  to  include  Medicaid  patients. 
It  would  have  a much  better  chance  of  success, 
would  not  aggravate  the  critical  shortage  of 
physicians,  and  would  have  the  support  of 
physicians. 

2.  That  a tax  incentive  program  be  estab- 
lished in  New  York  State  which  would  en- 
courage and  enable  our  citizens  to  purchase  the 
necessary  insurance  coverage. 

Our  conclusions  are  as  follows: 

1.  The  Medical  Society  of  the  State  of  New 
York  must  vigorously  oppose  the  Governor’s 
Bill. 
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2.  While  some  of  the  cost  control  provisions 
are  commendable  and  needed,  the  other  pro- 
visions negate  the  over-all  merits  of  the  bill. 

3.  We  again  recommend  that  the  Legislature 
consider  legislation  which  is  limited  to  that 
segment  of  the  population  affected  by  the  roll- 
back of  Medicaid  and  that  this  program  be 
identical  with  Title  18  A and  B of  the  Medicare 
Act.  We  further  recommend  that  tax  incentive 
legislation  be  considered  to  encourage  the  con- 
sumer to  purchase  private  health  insurance 
coverage. 

4.  The  Medical  Society  of  the  State  of  New 
York  is  willing  and  ready,  at  any  time,  to  meet 
with  members  of  the  Legislature  to  help  de- 
velop constructive  legislation  which  will  meet 
the  needs  of  the  people  and  will  preserve 
quality  medical  care. 

Your  committee  recognizes  that  a compre- 
hensive health  insurance  program  is  necessary. 
Suggestions  were  submitted  by  the  committee 
members,  and  a report  was  prepared  for  the 
State  Medical  Society’s  State  Legislation  Com- 
mittee meeting,  held  on  September  18,  at  the 
Fort  Orange  Club,  in  Albany.  The  State  Legis- 
lation Committee  accepted  the  report,  and  the 
suggested  amendments  were  incorporated  in  a 
report  to  the  Council  at  its  September  25  meet- 
ing. The  Council  amended  and  approved  the 
guidelines,  as  follows,  and  directed  that  they 
be  forwarded  to  the  State  Legislation  Com- 
mittee to  guide  them  in  their  deliberations. 

Guidelines  for  a Comprehensive  Health  In- 
surance Program.  The  “galloping  inflation” 
in  recent  years  is  producing  an  escalation  of 
health  insurance  costs  and  subsequent  health 
insurance  premiums. 

Hospital  costs  are  rising  at  an  annual  incre- 
ment of  15  per  cent.  Since  hospital  costs  are 
70  per  cent  labor  costs,  the  outlook  is  not 
bright  for  this  segment  of  the  health-care  dol- 
lar. Recent  Blue  Cross  premium  rate  increases 
reflect  this  trend.  Other  components  of  health 
care  costs,  such  as  physicians’  services,  dental 
care,  construction,  supplies,  and  nursing  home 
care,  reflect  the  cruel  realities  of  inflation. 

The  net  result  is  that  few  people  can  afford 
to  be  sick  in  a hospital  for  an  extended  period 
unless  they  have  adequate  health  insurance 
coverage.  Without  adequate  insurance  protec- 
tion an  extended  illness  in  a hospital  could  be 
devastating  to  their  financial  resources. 

With  continued  inflation,  a realistic  assess- 
ment would  indicate  that  in  the  foreseeable 
future  not  only  will  the  cost  of  health  care  but 
also  the  cost  of  health  insurance  premiums  be 
beyond  the  financial  capability  of  the  majority 
of  our  citizens. 

New  approaches  must  be  utilized  to  spread 
the  cost.  The  cost  is  too  great  for  any  one  seg- 
ment of  our  economy  to  absorb.  Irrespective 
of  the  type  of  program,  health  care  costs  will 
continue  to  soar  varying  with  the  degree  of 
inflation. 

Both  the  Rockefeller  plan  and  the  American 
Medical  Association  plan  utilize  the  cost  shar- 
ing principle  of  employer-employe  contribution, 


with  the  government  subsidizing  the  premium 
payment  for  insurance  for  the  low  income 
group.  The  AMA  proposal  also  provides  for  a 
tax  credit  or  deduction  incentive  to  purchase 
health  insurance  for  those  not  on  government 
subsidies.  This  is  essential  to  aid  the  low  and 
middle  income  population  to  purchase  insur- 
ance. Without  tax  incentives  inflation  will 
price  even  the  middle  income  population  out  of 
the  health  insurance  market. 

The  Reuther  proposal  of  funding  out  of  gen- 
eral revenue  is  no  solution.  It  merely  increases 
the  cost  by  moving  the  funds  through  Washing- 
ton. England  and  Sweden  have  used  funding 
through  general  revenue.  Their  health  costs 
are  equal  to  or  higher  than  ours.  These  coun- 
tries pay  for  it  through  higher  sales  taxes 
which  hurt  the  poor  people  the  most. 

Our  committee  believes  a comprehensive 
health  insurance  program  is  essential  to  offer 
all  the  people  of  New  York  State  adequate 
health  care.  It  should  embody  the  following 
basic  principles: 

1.  It  should  be  patterned  after  Title  18  A 
and  B (PL  89-97),  utilizing  coinsurance  but 
not  deductibles. 

2.  Private  insurance  carriers  should  be  uti- 
lized. 

3.  The  State  and  Federal  governments  should 
utilize  Medicaid  funds  to  pay  health  insurance 
premiums. 

4.  The  State  should  assist  in  the  payment  of 
health  insurance  premiums  for  the  near  indi- 
gent segment  of  the  population. 

5.  There  should  be  cost  sharing  by  the  em- 
ployer and  employe  to  pay  insurance  premiums. 

6.  There  should  be  tax  incentives  for  the  re- 
mainder of  the  population  to  purchase  insur- 
ance. 

7.  The  insurance  program  should  not  disrupt 
the  existing  pattern  of  practice  by  altering  the 
principles  of  freedom  of  choice,  fee  for  service, 
and  usual  and  customary  fee  concepts.  Flexi- 
bility in  the  delivery  and  financing  of  health 
care  in  deprived  areas  to  promote  efficiency  and 
to  effect  economy  is  acceptable,  provided  quality 
medical  care  is  maintained.  In  deprived  areas, 
fixed  fee  schedules  negotiated  with  the  ap- 
propriate county  medical  societies  would  be 
acceptable. 

8.  Basic  minimum  health  benefits  should  be 
specified  and  should  include  parallel  coverage 
for  medical  and  diagnostic  services  in  the  hos- 
pital and  in  the  doctor’s  office  to  keep  institu- 
tional use  and  costs  at  a minimum. 

9.  Catastrophic  health  insurance  coverage 
should  be  an  integral  part  of  the  program. 

10.  Peer  review  mechanism  through  county 
medical  society  committees  should  be  an  inte- 
gral part  of  the  program. 

The  Committee  on  Proposed  Universal 
Health  Insurance  Law  recommends  that  these 
principles  be  the  guidelines  in  evaluating  fu- 
ture health  insurance  legislation.  We  further 
suggest  that  the  Fulton  Bill,  which  is  before 
Congress  and  embodies  the  concepts  of  the 
AMA  proposal,  be  studied  in  detail  before  mak- 
ing specific  recommendations  to  our  legislators. 
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The  guidelines  were  reviewed  by  the  State 
Medical  Society’s  Economics  Committee  and 
were  approved  in  principle.  Your  chairman 
would  like  to  point  out  that  there  were  differ- 
ences of  opinion  within  the  Economics  Commit- 
tee and  in  the  Committee  on  Proposed  Universal 
Health  Insurance  Law  concerning  the  propriety 
of  suggesting  the  “tax  credit”  method  of  financ- 
ing. The  principal  objection  is  that  we  should 
be  concerned  with  the  broad  spectrum  of  medi- 
cal care  and  the  quality  of  care,  and  the  method 
of  financing  should  be  left  to  the  economists. 
Your  chairman  included  the  suggested  financing 
mechanisms  in  the  guidelines  for  the  following 
reasons : 

1.  The  House  of  Delegates,  in  1961,  approved 
and  recommended  the  principle  of  “tax  credits” 
to  purchase  hospital  insurance  and  instructed 
our  delegates  to  present  the  resolution  at  the 
American  Medical  Association’s  annual  meet- 
ing. 

2.  The  State  Medical  Society  has  repeatedly 
approved  resolutions  requesting  the  State  of 
New  York  to  purchase  insurance  for  the  low 
income  segment  of  the  population  utilizing  the 
“Blue”  Plans  and  the  private  insurance  car- 
riers. 

3.  The  American  Medical  Association  House 
of  Delegates  approved  the  principle  of  “tax 
credits”  to  purchase  insurance  at  its  meeting  in 
1968. 

4.  The  American  Medical  Association  is  pre- 
senting a program  of  comprehensive  health  in- 
surance utilizing  the  “tax  credit”  principle  this 
year,  and  similar  legislation  supported  by  the 
American  Medical  Association  has  been  intro- 
duced into  the  Senate  and  House  of  Representa- 
tives in  the  form  of  the  Fannin  and  Fulton 
Bills. 

Your  chairman  hopes  you  wall  read  the  re- 
port and  guidelines  with  these  comments  in 
mind,  since  these  recommendations  represent 
an  extension  of  our  recommendations  made  at 
the  1969  meeting  of  our  House  of  Delegates. 

We  all  agree  that  the  recommendation  of  a 
comprehensive  health  insurance  program  is  a 
positive  recommendation  and  is  germane  in  the 
light  of  the  social,  economic,  and  political  cli- 
1 mate  of  our  time. 

Acknowledgments.  For  their  loyal  services 
! in  our  perennial  activities,  your  chairman  is 
, grateful  to  his  committee  members:  John  H. 

Carter,  M.D.,  and  the  State  Legislation  Com- 
mittee; our  legislative  counsel,  George  W.  Foy, 
Esq.,  and  his  staff,  John  C.  Rice,  Esq.,  and 
i Gerard  L.  Conway,  Esq.;  our  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.;  assistant 
\ executive  vice-president,  J.  Richard  Burns, 
Esq.;  and  director,  Communications  Division, 
Guy  D.  Beaumont. 

Your  chairman  would  like  to  pay  special 
l tribute  to  Martin  J.  Tracey,  Esq.,  coordinator 
of  Legislation  Activities,  who  has  been  the  mo- 
tivating force  in  coordinating  the  activities  of 
the  many  interested  committees. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Ralph  S.  Emerson,  M.D.,  chairman,  and  his 
committee  have  done  a yeoman’s  job  in  prepar- 
ing guidelines  for  a comprehensive  health  in- 
surance program.  It  is  the  urgent  request  of 
this  reference  committee  that  everyone  read 
this  in  its  entirety.  Again,  your  reference  com- 
mittee wishes  to  thank  Dr.  Emerson  and  the 
members  of  his  committee  for  their  loyal  serv- 
ices. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-1.  State  Medical  Society  Fee  Negotiations 

Introduced  by  Medical  Society  of  the  County 
of  Chautauqua 

Whereas,  The  delegates  to  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  have  repeatedly  instructed  the 
officers  of  the  Society  to  pursue  the  principle 
of  usual,  customary,  and  reasonable  fees  in 
dealing  with  third-party  intermediaries;  and 
Whereas,  This  rigid  stand  has  made  mean- 
ingful negotiations  with  third-party  interme- 
diaries impossible  and  has  even  precluded  the 
participation  of  the  Medical  Society  of  the 
State  of  New  York  in  discussions  and  plan- 
ning for  future  government  supported  health 
programs;  therefore  be  it 

Resolved,  That  the  officers  and  the  negotia- 
tors of  the  Medical  Society  of  the  State  of 
New  York  be  released  by  the  House  of  Dele- 
gates from  commitment  to  the  usual,  custom- 
ary, and  reasonable  fee  principle  in  those 
instances  where  negotiations  can  only  be  car- 
ried out  by  using  a fixed-fee  schedule. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  with  the  following 
changes:  In  the  second  Whereas,  delete  the 

word  “rigid”  and  amend  the  Resolved  portion 
to  read  as  follows: 

Resolved,  That  the  officers  and  negotiators 
of  the  Medical  Society  of  the  State  of  New 
York  be  authorized  to  use  such  methods  as 
will  lead  to  the  most  equitable  results  in  the 
interest  of  the  patient  and  physician. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-2.  Accreditation  of  Small  Community  Hos- 
pitals 

Introduced  by  Medical  Society  of  the  County 
of  Chautauqua 

Whereas,  Hospitals  are  required  to  have 
the  certification  of  various  examining  boards 
and  the  New  York  State  Department  of 
Health  to  be  eligible  for  payment  under  Blue 
Cross,  Medicare,  and  Medicaid;  and 

Whereas,  These  requirements  are  rigidly 
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adhered  to  without  allowance  for  the  exi- 
gencies of  medical  practice  and  the  shortages 
of  medical  personnel  which  often  limit  medi- 
cal services  at  smaller  hospitals;  and 

Whereas,  The  New  York  State  Depart- 
ment of  Health  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  apply  their  re- 
quirements inflexibly  with  more  consideration 
for  the  fulfillment  of  codes  than  for  the  pa- 
tient and  community  needs  within  the  frame- 
work of  the  community’s  resources ; therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urgently  request  of  the 
New  York  State  Department  of  Health  and 
the  Joint  Commission  on  Accreditation  of 
Hospitals  that  their  criteria  for  accreditation 
be  modified  where  community  requirements 
or  limitation  of  community  resources  prevent 
small  community  hospitals  from  meeting  the 
standards  generally  applied  to  larger  hos- 
pitals and  medical  centers. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  with  the  following 
substitute  Resolved: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urgently  request  of  the 
New  York  State  Department  of  Health  and 
the  Joint  Commission  on  Accreditation  of 
Hospitals  that  their  criteria  for  accreditation 
be  modified  to  consider  local  needs  and  local 
factors. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-3.  Use  of  Municipal  Hospital  Facilities  for 
the  Care  of  Private  Patients 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  municipal  hospital  system 
is  supported  financially  by  the  people  of  the 
City  of  New  York;  and 

Whereas,  Private  patients  and  their  phy- 
sicians are  now  effectively  prevented  from 
utilizing  community  municipal  hospitals  be- 
cause of  restrictions  on  the  professional  at- 
tending staff  members  and  by  the  specific 
prohibition  of  the  private  practice  of  medi- 
cine in  these  institutions  under  the  present 
Municipal  Corporate  Code;  and 

Whereas,  An  ambitious  and  extensive 
renovation  and  construction  program  of  mu- 
nicipal hospitals  has  been  undertaken  to  pro- 
vide dignified  and  private  accommodations 
for  patients;  and 

Whereas,  There  are  currently  considerable 
shortages  of  hospital  facilities  for  private 
patients  and  hospital  staff  appointments  for 
private  physicians  in  the  City  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  the  Mayor 
and  the  City  Council  of  the  City  of  New  York 


to  take  immediate  steps  to  amend  the  regula- 
tions restricting  the  professional  attending  , 
staffs  at  municipal  hospitals  and  to  remove 
the  prohibition  on  private  practice  at  such 
hospitals,  thereby  permitting  all  duly  licensed 
physicians  who  agree  to  conform  with  the 
rules  and  regulations  of  the  municipal  hospi- 
tal that  serves  their  community  the  right  to  ; 
staff  association,  educational  opportunity,  and 
hospital  privileges  for  the  care  of  their  \ 
private  patients. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre-  I 

sented  by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  the  following  substitute  resolution : 

Whereas,  The  municipal  hospital  system  is 
supported  financially  by  the  people  of  the 
City  of  New  York;  and 

Whereas,  There  are  currently  considerable 
shortages  of  hospital  facilities  for  private 
patients  and  of  hospital  staff  appointments 
for  private  physicians  in  the  City  of  New 
York;  and 

Whereas,  Private  patients  and  their  physi- 
cians are  now  effectively  prevented  from 1 
utilizing  community  municipal  hospitals  t 
(with  one  exception)  because  of  the  restric-| 
tions  on  the  professional  attending  staff 
members  and  by  the  specific  prohibition  of  the 
private  practice  of  medicine  in  these  in- 1 
stitutions;  and 

Whereas,  An  ambitious  and  extensive  ren- 
ovation and  construction  program  of  munici- 
pal hospitals  has  been  undertaken;  there-; 
fore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  the  Mayor  l 
and  the  City  Council  of  the  City  of  New 
York  to  take  immediate  steps  to  amend  the 
regulations  which  restrict  the  professional 
attending  staffs  at  municipal  hospitals  anc 
which  prohibit  private  practice  at  such  hospi- 
tals. 

The  House  voted  to  adopt  this  portion  of  tht 
reference  committee  report,  thereby  adopting 
the  substitute  resolution. 

70-4.  Assignment  of  Blue  Shield  Fees 

Introduced  by  Medical  Society  of  the  County  ol 
Chautauqua 

Whereas,  It  is  a standard  practice  for  in 
surance  carriers,  other  than  Blue  Shield,  t< 
honor  patient  assignment  of  fees  to  physi 
cians;  and 

Whereas,  There  are  instances  in  whicl 
the  physician  sees  a patient  only  once,  as  in 
the  emergency  department,  and  may  no 
find  it  possible  to  bill  the  patient  directly  oi 
to  secure  reimbursement  for  his  services 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  th< 
State  of  New  York  urge  the  Blue  Shieh 
Plans  of  New  York  State  to  resume  honorinj 
the  assignment  of  fees  by  their  subscriber: 
to  nonparticipating  physicians. 
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Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  voted,  four-to-one, 
to  disapprove  this  resolution  and,  therefore, 
recommends  disapproval  of  resolution  70-4. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapprov- 
ing resolution  70-i. 

70—5.  Function  of  Medical  Care  Insurance 
Committee 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 

Whereas,  The  Medical  Care  Insurance 
Committee  of  the  Medical  Society  of  the  State 
of  New  York  considers  only  matters  that  re- 
late to  Blue  Shield;  and 

Whereas,  The  Medical  Care  Insurance 
Committee  presently  requires  all  its  members 
to  be  participating  physicians  of  Blue  Shield; 
and 

Whereas,  The  other  private  insurance  car- 
riers of  the  State  have  no  similar  representa- 
tion with  the  Society,  in  spite  of  the  fact  that 
they  provide  a significant  amount  of  in- 
surance coverage  for  the  people  of  the  State 
of  New  York;  therefore  be  it 

Resolved,  That  the  present  function  of  the 
Medical  Care  Insurance  Committee  be  ex- 
panded to  encompass  the  other  private  in- 
surance carriers  in  the  State  and  that  partici- 
pation in  a Blue  Shield  Plan  be  dropped  as  a 
prerequisite  for  membership  on  this  commit- 
tee. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  that 
no  action  be  taken  on  this  resolution  since  this 
matter  is  being  handled  by  the  Economics  Com- 
mittee. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  taking  no 
action  on  resolution  70-5. 

70-6.  Prehospitalization  Diagnostic  Insur- 
ance Benefits 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  Prehospitalization  diagnostic 
evaluation  of  ambulatory  patients  will  result 
in  much  needed  savings  in  hospital-patient 
days;  and 

Whereas,  Prehospitalization  diagnostic 
evaluation  of  patients  is  not  a hospital  service 
but  a professional  function  of  duly  licensed 
physicians  and,  therefore,  should  be  reim- 
bursed for  only  by  Blue  Shield  and  other 
third-party  insurers  of  physicians’  profes- 
sional services ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  Blue  Shield  and 
other  insurance  carriers  that  normally  re- 


imburse for  physicians’  services  to  recognize 
prehospitalization  diagnostic  services  for  am- 
bulatory patients  as  professional,  rather 
than  hospital,  services  and  to  provide  cover- 
age for  them  accordingly  when  they  are  per- 
formed by  treating  physicians  or  consultants; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  car- 
riers that  before  such  benefit  provisions  are 
generally  offered  they  be  instituted  on  a trial 
basis  to  determine  their  feasibility  and  the 
effects  that  preadmission  evaluations  would 
have  on  the  utilization  of  hospital  beds  and 
costs. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  approves  this  reso- 
lution in  principle  and  recommends  that  it  be 
referred  to  the  Council  Committee  on  Medical 
Care  Insurance  for  implementation. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-24.  Proposed  Plan  for  Financing  Medical 
Care 

Introduced  by  Warren  County  Medical  Society 

Whereas,  The  costs  of  medical  care  have 
been  rising  continually;  and 

Whereas,  These  costs  now  are  beyond  the 
financial  reach  of  the  indigent  person  and 
those  of  limited  means;  and 

Whereas,  The  cost  of  catastrophic  illness 
is  beyond  the  reach  of  most  people ; and 

Whereas,  An  equitable  insurance  plan 
utilizing  private  insurance  carriers  would  be 
desirable;  and 

Whereas,  To  succeed  such  a plan  must  be 
equitable  to  all  of  the  parties  involved;  to 
wit:  patients,  labor,  management,  taxpay- 

ers, insurance  companies,  agencies  of  govern- 
ment, hospitals,  and  doctors;  and 

Whereas,  Previous  health  plans  in  opera- 
tion, such  as  Medicaid,  and  new  plans  now 
being  considered  are  unfair  to  one  or  more  of 
these  parties ; and 

Whereas,  The  universal  basic  insurance 
plan  proposed  by  the  Warren  County  Medical 
Society  has  been  submitted  to  representatives 
of  all  these  groups  and  has  been  found  to  be 
acceptable  in  principle  to  all  such  representa- 
tives ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  in  the  strong- 
est terms  to  the  Legislature  and  the  Governor 
that  the  Warren  County  Health  Plan  be  put 
into  the  form  of  a bill  for  legislative  action. 
The  Warren  County  Medical  Society’s  pro- 
posed plan  for  financial  medical  care  follows : 

Tentative  Proposal  for  Financing  Medical 
Care — December,  1969 

General.  As  physicians,  we  are  concerned  with 
providing  quality  medical  care  for  all  in  the  com- 
munities in  which  we  serve  and  believe  firmly  that 
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TABLE  I.  Estimated  Per  Capita  Personal  Health  Care  Expenditures,  Fiscal  Years  1966-1968.* 


■ 

Type  of  Expenditure 

Total 

Private 

Public 

Total 

Private 

Public 

Total 

Private 

Public 

Hospital  care 

72.29 

45.95 

26.34 

84.48 

44.09 

40  39 

97.24 

50.11 

47.13 

Physicians’  services 

45.26 

42.23 

3.03 

49.15 

42.23 

6.93 

54.48 

43.36 

11.12 

Other  professional  services** 

20.46 

20.04 

.42 

22.32 

21.56 

.76 

23.93 

22.58 

1.34 

Drugs  and  drug  sundries 

25.70 

24.85 

.85 

27.22 

26.16 

1.06 

28.28 

26.87 

1.42 

Nursing  home  care 

7.29 

4.20 

3.08 

8.54 

3.90 

4.64 

9.79 

2.35 

7.44 

Other  health  services! 

14.75 

8.28 

6.47 

17.63 

9.20 

8.42 

19.44 

9.71 

9.73 

Total  (all  ages) 

$185 . 75 

$145.56 

$ 40.19 

$209.34 

$147.14 

$ 62.20 

$233.16 

$154.98 

$ 78.18 

61.15 

41.07 

20.06 

70.30 

46.84 

23.46 

77.49 

52.42 

25.07 

Physicians’  services 

43.64 

39.84 

2.80 

45.35 

41.80 

3.56 

49.93 

45.29 

4.63 

Other  professional  services** 

20.37 

20.02 

.36 

22.02 

21.46 

.56 

23.57 

22.54 

1.03 

Drugs  and  drug  sundries 

21.88 

21.44 

.44 

23.12 

22.59 

.52 

24.10 

23.34 

.76 

Nursing  home  care 

.81 

.40 

.41 

.94 

.40 

.55 

1.08 

.39 

.69 

Other  health  services! 

13.89 

7.45 

6.44 

17.03 

8.28 

8.74 

18.83 

8.76 

10.08 

Total  (under  age  sixty-five) 

$160.74 

$130.22 

$ 30.51 

$178.76 

$141.37 

$ 37.39 

$195.00 

$152.74 

$ 42.26 

Hospital  care 
Physicians’  services 

178,31 

92.39 

85.94 

218.50 

18.14 

200.36 

282.11 

28.46 

253.65 

70.21 

65.00 

5.21 

85.05 

46.20 

38.75 

97.12 

25.25 

71.87 

Other  professional  services** 

21.31 

20.29 

1.02 

25 . 15 

22.51 

2.64 

27.22 

23.03 

4.19 

Drugs  and  drug  sundries 

62 . OO 

57.27 

4.72 

66.01 

59.00 

6.12 

67.42 

59.87 

7.56 

68.92 

40.36 

28.55 

80.30 

37.01 

43.28 

91.28 

20.70 

70.58 

Other  health  services! 

22.87 

16.16 

6.71 

23.20 

18.82 

5.38 

25.25 

18.67 

6.57 

Total  (age  sixty-five  and 
over) 

$423 . 62 

$291.47 

$132. 15 

$498.21 

$201 . 68 

$296.53 

$590.40 

$175.98 

$414.42 

* Social  Security  Bulletin,  Vol.  32,  September,  1969. 

**  Includes  expenditures  for  dentists’  services  and  other  professional  services, 
t Includes  expenditures  for  eyeglasses,  appliances,  and  other  health  services. 


there  should  be  no  “second  class  citizens”  under  any 
circumstances,  much  less  with  respect  to  the  medical 
care  received.  We  believe,  therefore,  that  to  effec- 
tively attain  such  goals,  the  economics  of  providing 
medical  care  should  be  established  on  a more  organ- 
ized and  equitable  basis  than  may  now  be  found  in 
certain  areas. 

We  believe  that  such  an  approach  would  tend  to 
minimize,  and  could  even  control,  the  publicized  in- 
crease in  the  cost  of  medical  care. 

We  would  like  to  re-enforce,  where  necessary, 
existing  mechanisms  for  financing  the  cost  of  medi- 
cal care  programs  which  effectively  meet  the  mini- 
mum standards  that  we  propose  to  be  established  by 
law.  By  the  same  token,  we  propose  enlargements  of 
existing  proposals  which  are  aimed  at  the  goal  of 
adequate  health  care,  but  where  deficiencies  appear 
to  exist. 

We  do  not  propose  an  unlimited  program  of  medi- 
cal services.  Instead,  we  suggest  a basic  pattern  of 
medical  services,  with  adequate  room  for  individual 
enterprise  and  collective  bargaining  to  provide  for 
arrangements  which  are  as  elaborate  as  the  individ- 
ual prefers  or  the  group  may  negotiate. 

Because  of  the  Federal  Medicare  program,  we  have 
concentrated  our  attention  in  this  proposal  to  per- 
sons under  age  sixty-five.  For  clarity,  the  remainder 
of  the  population  is  considered  under  the  following 
captions:  employed  persons,  the  self-employed,  and 

the  needy. 

Employed  Persons.  Today,  most  persons  in  the 
State  are  provided  with  hospital,  surgical,  and  medi- 
cal benefits  through  their  employment.  Most  such 
employer-sponsored  plans  also  provide  for  coverage 
of  the  employe’s  dependents.  However,  such  cover- 
age is  not  available  to  all  employes,  a fact  which 
Governor  Rockefeller’s  Universal  Health  Insurance 
proposal  would,  in  part,  remedy. 

Very  briefly,  the  Governor’s  UHI  proposal*  would 
require  all  public  and  private  employers  of  3 or 
more  persons  to  provide  their  employes  and  their  de- 

*  Introduced  in  the  1969  legislative  session  by  the  Senate 

Rides  Committee  as  Senate  4998. 


pendents  with  ninety  days  of  inpatient  hospital  care 
and  one  hundred  days  of  home-care  benefits  similar 
to  Medicare.  A $44  initial  deductible  would  be  ap- 
plicable to  the  hospital  care  and  an  $11  per  day 
coinsurance  factor  applicable  after  the  sixtieth  day 
of  confinement. 

According  to  the  Social  Security  Administration’s 
figures,  the  per  capita  health  care  expenditure  from 
private  funds  by  persons  under  age  sixty-five  in 
fiscal  year  1968  was  $152.74.  Of  this,  $52.42  was 
for  hospital  care  and  $45.29  was  for  physician’s  serv- 
ices (Table  I).  The  UHI  proposal  thus  seems  to 
overlook  an  element  of  cost  of  almost  the  same  sig- 
nificance as  the  element  it  recognizes.  We,  there- 
fore, propose  that  the  UHI  proposal  also  require  a 
minimum  level  of  ambulatory  and  inhospital  physi- 
cians’ services.  These  services  could  include,  with 
controlled  frequencies,  such  items  as:  annual  physi- 

cal examinations  with  necessary  laboratory  and  x- 
ray  diagnostic  services:  dental  care  for  children; 
home,  hospital,  and  office  services  of  physicians; 
therapeutic  surgery;  and  home  health  care  services 
by  other  professional  providers  of  medical  and  para- 
medical services.  The  actual  scope  of  basic  services 
would  be  set  by  law,  as  in  the  UHI  proposal. 

The  phrase  “controlled  frequencies”  is  intended  to 
mean  the  number  of  units  of  service  that  would  be 
rendered  in  a given  period  of  time.  As  an  example, 
we  considered  the  number  of  home  visits  that  are 
specified  under  Parts  A and  B of  Medicare.  We  do 
not  recommend  this  number  of  units  in  our  basic 
minimum  program;  rather  we  use  this  as  an  illus- 
tration of  what  we  are  looking  for. 

The  funding  of  employers’  qualifying  plans  would 
be  as  provided  in  the  Governor’s  UHI  proposal. 
The  Governor’s  proposal  contemplates  programs  pro- 
vided through  employment  and  permits  the  employer 
either  to  purchase  insurance  to  guarantee  the  plan’s 
benefits,  or,  on  his  posting  adequate  security,  to  pro- 
vide the  benefits  himself  on  a noninsured  basis.  The 
Governor’s  approach  to  financing  employer-provided 
benefits  is  received  somewhat  less  than  enthusiasti- 
cally in  some  quarters,  but  we  tend  to  feel  that  in 
the  interests  of  all,  the  Governor’s  approach  is  the 
sounder  one. 
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Where  existing  employer  programs  of  medical 
care,  both  inpatient  and  ambulatory,  are  at  least 
equivalent  to  the  minimum  standard  plan,  they 
should  be  permitted  to  continue.  This  differs  from 
the  Governor’s  UHI  proposal,  in  that  we  suggest 
that  there  be  no  expiry  date  for  plans  equivalent  to, 
or  more  liberal  than,  the  statutory  minimum  plan. 
The  State’s  Disability  Benefits  Law,  in  effect  since 
1950,  provides  that  plans  may  qualify  as  complying 
with  that  law  if  they  meet  certain  equivalency  stand- 
ards; there  was  then,  and  still  is,  no  expiry  date 
for  such  equivalency,  and  we  see  no  reason  why  a 
medical  care  program  should  not  be  given  compara- 
ble equivalency  treatment  without  a time  limit. 

There  exists  also  in  the  present  tax  arrangements 
with  respect  to  third-party  payors,  a discrimination 
between  Article  IX-c  corporations  and  other  types 
of  third-party  payors  subject  to  the  Insurance  Law. 
It  seems  inequitable  to  us  that  there  should  be  any 
difference  in  tax  treatment  of  the  premium  or  sub- 
scription charges  or  other  basic  income  source  of 
organizations  subject  to  State’s  Insurance  Law.  We 
recommend  that  such  discrimination  be  eliminated 
so  that  this  element  in  setting  the  charges  for  par- 
ticipation will  not  be  unfairly  detrimental  to  one 
group  of  medical  care  insurance  purchasers  over 
another. 

The  Self-Employed.  With  respect  to  himself  and 
his  family,  the  self-employed  person  would  be  ex- 
pected to  secure  insurance  or  to  pay  for  his  medical 
services  out  of  pocket,  or  both. 

Some  individuals  are  what  is  called  “uninsurable” 
and  would,  therefore,  be  unable  to  acquire  health  in- 
surance for  himself  and  his  family.  The  health  in- 
surance industry  is  known  to  be  developing  a pro- 
gram which  would  include  a method  of  providing  in- 
surance coverage  for  such  persons.  When  this  pro- 
gram is  published,  we  will  examine  it  to  see  the  ex- 
tent to  which  it  contains  a satisfactory  solution  for 
such  individuals’  problems. 

As  for  persons  employed  by  a self-employed  per- 
son, the  Governor’s  UIII  proposal  would  require  that 
they,  too.  be  given  at  least  the  minimum  statutory 
coverage.  We  endorse  this  with  respect  to  the 
broadened  minimum  program  we  recommend  for  em- 
ployed persons.  This  would  provide  coverage  for 
employes  (as  defined  in  the  UHI  proposal)  of  pro- 
fessional personnel  and  of  persons  operating  busi- 
nesses as  a sole  proprietor  or  as  a partnership. 

The  Needy.  Title  19  of  the  Social  Security  Act 
has,  in  effect,  established  two  broad  classifications  of 
indigency.  In  the  first  are  the  so-called  categorically 
indigent,  who  have  little  or  no  resources  and  who, 
for  the  most  part,  are  receiving  the  bulk  of  their 
support  (including  medical  services)  from  public 
money.  The  second  includes  those  individuals  who 
are  normally  able  to  support  themselves,  but  to 
whom  significant  medical  expenses  would  be  a sort 
of  economic  catastrophe,  the  so-called  “medically 
indigent.” 

We  understand  that  the  Insurance  industry  is 
considering  a means  of  effectively  meeting  the  costs 
of  providing  quality  medical  care  for  what  they  term 
the  “poor”  and  the  “near  poor.”  as  well  as  for  the 
uninsurables.  As  we  understand  it.  the  mechanism 
would  involve  a program  of  pooled  risks  in  which 
all  insurers  would  participate.  When  we  have  ac- 
cess to  the  fully  developed  program,  we  will  review 
it  in  detail  to  decide  whether  or  not  to  endorse  it. 

In  the  absence  of  such  an  insurance  industry  pro- 
gram, we  recommend  that  the  present  system  of 
paying  for  medical  care  services  for  the  medically 
indigent  be  changed,  so  as  to  follow  the  Medicare 
route.  We  recommend  the  establishment  of  a pro- 
gram of  basic  health  care  services  which  would  pro- 
vide necessary  attention  for  the  maintenance  and  res- 


toration of  good  health  and  for  the  institutional  or 
home  care  of  those  patients  who  are  ill  or  injured. 
The  breadth  and  frequency  of  services  might,  in  the 
final  analysis,  not  be  as  broad  as  under  the  present 
Medicaid  program  for  the  medically  indigent,  but 
initially  should  at  least  provide  the  minimum  bene- 
fits we  recommend  for  employers. 

The  State’s  present  medical  assistance  program 
provides  for  medical  services,  regardless  of  income, 
in  catastrophic  situations.  We  believe  this  should 
be  reviewed  for  its  effectiveness. 

The  categorically  indigent  should  continue  to  re- 
ceive their  needed  medical  services  but  with  pay- 
ments for  service  made  by  intermediaries  and  car- 
riers, as  currently  done  under  Medicare,  but  with- 
out deductibles  and  coinsurance,  with  the  cost  shared 
among  State,  Federal,  and  local  governments. 

The  use  of  insurance  payment  system  for  all — the 
employed,  the  self-employed,  and  the  needy — would 
be  a visible  step  toward  eliminating  the  concept  of 
the  “second-class  medical  citizen.” 

Controls 

A.  Fees 

1.  Institutional  fees.  The  State  has  already 
assumed  a rate-setting  role  with  respect  to  cer- 
tain classes  of  patients.  We  recommend  that 
the  State-set  rates  be  applicable  to  all  patients. 

2.  Professional  fees.  Payment  for  profes- 
sional services  would  be  made  on  the  usual  and 
prevailing  fee  basis,  similar  to  that  in  effect 
under  Medicare.  Questions  with  respect  to  in- 
dividual charges  considered  “unusual”  would  be 
referred  to  a professional  review  committee. 

B.  Professional  Review  Committee.  In  addi- 
tion to  the  adjudication  of  disputes  over  fees,  this 
committee  would  also  serve  to  control  utilization 
of  all  medical  care  services.  The  State  law  should 
require  the  existence  of  such  committees  in  rea- 
sonable geographical  areas  and  should  establish 
its  duties  and  authorities.  As  we  envision  this 
committee,  it  need  not  be  comprised  solely  of 
physicians.  There  arc  lay  people  who  arc  knowl- 
edgeable in  the  fields  of  medical  care  and  its  an- 
cillary services;  as  examples,  but  without  limita- 
tation.  hospital  administrators.  Social  Service  ad- 
ministrators. dentists,  pharmacists,  insurance 
company  claim  administrators,  and  other  such 
persons  dealing  in  health  care  matters,  have  ex- 
perience which  could  contribute  to  effectively  de- 
termining that  quality  care  is  given  in  appropriate 
quantities  at  reasonable  costs,  but  without  vio- 
lating the  patient-doctor  relationship. 

Obviously,  not  all  members  would  have  to  meet 
simultaneously;  the  composition  of  the  reviewT 
group  in  a particular  instance  would  be  deter- 
mined by  the  nature  of  the  service  under  examina- 
tion. Care  needs  to  be  taken,  also,  that  too  di- 
versified a panel  not  become  a debating  forum 
with  no  results  forthcoming.  The  State  budget 
should  allow  for  per  diem  and  travel  compensation 
for  members  when  they  are  serving,  and  for  ade- 
quate staffing. 

C.  Coinsurance  and  Deductibles.  We  are  aware 
of  the  existing  polarization  of  thinking  with  re- 
spect to  these  items.  Some  believe  that  an  indi- 
vidual should  pay  nothing  for  his  own  medical 
care  and  that  benefits  should  start  with  the  first 
dollar  of  medical  care  expenditure;  others  say 
that  the  coinsurance  and  deductible  features  in- 
troduce expensive  administrative  encumberances. 
On  the  other  hand,  those  who  favor  these  controls 
say  that  they  eliminate  the  expense  of  paying 
claims  for  inexpensive  items  of  service  which  can 
routinely  be  budgeted  hv  the  usual  family,  with 
the  resultant  saving  in  administrative  expenses; 
they  also  feel  that  a deductible  tends  to  deter  the 
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patient  thinking  about  incurring  an  expense  which 
could,  by  “stretching,”  be  developed  into  a “medi- 
cal necessity,”  but  which  would  not  be  an  impair- 
ment if  left  alone. 

We,  as  does  the  Governors  proposal,  favor  co- 
insurance  and  deductibles.  We  believe  that  their 
effectiveness  has  been  proved  in  insurance  fields, 
where  the  size  of  the  deductible  has  an  effect  on 
the  premium  charged. 

We  recognize  the  problem  that  deductibles 
would  mean  to  a large  family  and  recommend  that 
a maximum  family  deductible  be  incorporated. 
A “family  maximum  deductible”  exists  in  many 
employe  benefit  plans,  and  we  think  it  should  be 
applicable  to  the  benefits  provided  to  the  medi- 
cally indigent  under  any  program,  insured  or 
otherwise,  which  is  made  available  to  them.  The 
size  of  the  family  deductible  would  have  to  be 
established  for  such  persons,  probably  by  legisla- 
tion. For  private  plans  this  would  be  the  subject 
of  collective  bargaining  or  individual  decision. 

D.  Enforcement.  To  assure  that  all  employers 
are  providing  the  minimum  medical  care  pro- 
grams, we  recommend  that  the  existing  adminis- 
trative mechanisms  of  the  Disability  Benefits  Law 
be  enlarged,  rather  than  create  a new  commission. 
Here,  we  differ  from  the  Governor’s  UHI  Pro- 
gram. We  believe  that  would  be  less  expensive 
for  the  taxpayer  if  the  Disability  Benefits  Law 
enforcement  procedures  of  the  Workmen’s  Com- 
pensation Board  were  enlarged. 

70-54.  Health  Care — Benefit  Standards, 
Quality  Control,  and  Funding 

Introduced  by  Onondaga  County  Medical  So- 
ciety 

Whereas,  The  cost  of  health  care  depends 
primarily  on  physicians,  since  they  control 
the  utilization  of  health  services ; and 

Whereas,  Only  physicians  are  qualified  to 
establish  minimum  standards  for  health  care 
benefits  and  professional  fees  in  insurance 
programs;  and 

Whereas,  Only  physicians  are  qualified  to 
establish  criteria,  guidelines,  and  methodol- 
ogy for  the  control  of  quality  in  health  care; 
and 

Whereas,  Adequate  health  care  coverage 
through  prepayment  can  be  guaranteed  to  the 
citizens  of  New  York  State  only  if  it  is  pur- 
chased universally;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  develop  minimum  stand- 
ards for  health  insurance  benefits  and  for 
professional  fees  under  insurance  programs; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  develop  stand- 
ards, guidelines,  and  methodologies  for  the 
control  of  the  quality  of  health  services;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  policy  and  make 
recommendations  to  insurers  and  government 
for  the  application  of  deductibles  and  coin- 
surance in  health  insurance  programs;  and 
be  it  further 

Resolved,  That  the  determination  of  how 
payments  shall  be  made,  that  is,  by  employes 
through  payroll  deductions,  by  employer  con- 


tributions, or  from  tax  funds,  be  left  to  ex- 
perts in  finance,  business,  and  politics. 

70-58.  Support  for  the  Concept  of  Universal 
Health  Insurance 

Introduced  by  Medical  Society  of  the  County  of 
Orange 

Whereas,  Orange  County,  in  1968,  alerted 
the  House  of  Delegates  to  the  need  for  certain 
safeguards  in  any  proposed  State  universal 
health  insurance  programs  and  at  two  pre- 
vious sessions  of  the  House  of  Delegates  in- 
troduced resolutions  supporting  the  general 
concept  of  universal  health  insurance;  and 
Whereas,  the  New  York  State  Medical  So- 
ciety’s committee,  under  the  capable  direction 
of  Ralph  Emerson,  M.D.,  has  been  working 
with  State  legislators  on  this  very  problem 
in  an  effort  to  bring  the  proposed  legislation 
into  close  alignment  with  the  Federal  Medi- 
care Law;  and 

Whereas,  Orange  County  Medical  Society 
feels  that  a positive  attitude  is  important  in 
these  matters;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  concept  of  a 
Universal  Health  Insurance  Program  to  aid 
the  underinsured  and  uninsured,  lower  mid- 
dle-class working  man. 

70-59.  Society  Approval  of  Universal  Health 
Insurance 

Introduced  by  Medical  Society  of  the  County  of 
Niagara 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  made  its  support  of  a uni- 
versal health  insurance  program  conditional 
on  its  meeting  certain  criteria,  which  are  at- 
tached hereto;  and 

Whereas,  Legislation  for  the  establish- 
ment of  such  a program  will  be  introduced  at 
the  1970  session  of  the  State  Legislature; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
support  a program  of  Universal  Health  In- 
surance, which  meets  the  criteria  developed 
by  the  Ad  Hoc  Committee  on  Universal 
Health  Insurance  and  adopted  by  the  Council 
of  the  Medical  Society  of  the  State  of  New 
York. 

The  Medical  Society  of  the  County  of  Ni- 
agara submitted  the  following  suggestions: 

1.  It  should  be  patterned  after  Title  18,  A 
and  B (PL  89-97),  utilizing  coinsurance  but 
not  deductibles. 

2.  Private  insurance  carriers  should  be  uti- 
lized. 

3.  The  State  and  Federal  government  should 
utilize  Medicaid  funds  to  pay  health  insurance 
premiums. 

4.  The  State  should  assist  in  the  payment  of 
health  insurance  premiums  for  the  near  in- 
digent segment  of  the  population. 

5.  There  should  be  cost  sharing  of  the  em- 
ployer and  employe  to  pay  insurance  premiums. 
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0.  There  should  be  tax  incentives  for  the  re- 
mainder of  the  population  to  purchase  insur- 
ance. 

7.  The  insurance  program  should  not  disrupt 
the  existing  pattern  of  practice  by  altering  the 
principles  of  freedom  of  choice,  fee  for  service, 
and  usual  and  customary  fee  concepts.  Flexi- 
bility in  the  delivery  and  financing  of  health 
care  in  deprived  areas  to  promote  efficiency  and 
to  effect  economy  is  acceptable,  provided  qual- 
ity medical  care  is  maintained.  Fixed  fee 
schedules  negotiated  with  the  county  medical 
societies  would  be  acceptable  in  deprived  areas 
under  certain  circumstances. 

8.  Basic  minimum  health  benefits  should  be 
specified  and  should  include  parallel  coverage 
for  medical  and  diagnostic  services  in  the  hos- 
pital setting  and  in  the  doctor's  office  to  keep 
institutional  use  and  costs  at  a minimum. 

9.  Catastrophic  health  insurance  should  be 
an  integral  part  of  the  program. 

10.  Peer  review  mechanism  through  county 
medical  society  committees  should  be  an  inte- 
gral part  of  the  program. 

Report  of  Referencf.  Committee  on  Medi- 
cal Services:  The  following  report  was  sub- 

mitted by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  considered  these 
related  resolutions  and  recommends  the  adop- 
tion of  the  following  substitute  resolution: 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  made  its  support  of  a uni- 
versal health  insurance  program  conditional 
on  its  meeting  certain  criteria;  and 

Whereas,  Legislation  for  the  establish- 
ment of  such  program  probably  will  be  intro- 
duced at  the  1970  session  of  the  State  Legis- 
lature; therefore,  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
support  a program  of  comprehensive  health 
insurance  which  meets  the  criteria  developed 
by  the  Ad  Hoc  Committee  on  Proposed  Uni- 
versal Health  Insurance  Law  and  adopted  by 
the  Council  of  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  energetically  work  to 
achieve  legislation  to  accomplish  this;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  utilize  the  WTarren  County 
Medical  Society  study  and  the  Niagara 
County  Medical  Society  suggestions  as 
source  material  to  this  end. 

The  committee  suggests  that  everyone  read 
the  Warren  County  Medical  Society’s  proposal 
(pages  1469).  It  represents  a great  deal  of 
work  and  expresses  a lot  of  ideas  that  should 
be  incorporated  in  a comprehensive  medical 
care  insurance  program.  The  Niagara  County 
report  (page  1472)  is  also  an  excellent  sum- 
The  committee  recommends  the  adoption  of  this 
substitute  resolution. 

The  House,  after  discussion,  voted  to  adopt 


this  portion  of  the  reference  committee  report, 
thereby  approving  the  substitute  resolution. 

70—25.  Adoption  of  Relative  Value  Fee  Scale 
for  Workmen's  Compensation  Fees 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  Workmen’s  Compensation 
fee  schedule  is  not  in  general  related  to  fees 
ordinarily  charged  by  physicians  for  the 
services  rendered;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  adopted  a Relative  Value 
Fee  Scale;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  the  Division  of 
Workmen’s  Compensation  and  Occupational 
Health  and  the  Advisory  Committee  to  the 
Chairman  of  the  Workmen’s  Compensation 
Board  on  Fee  Schedules,  seek  to  secure  the 
adoption,  for  Workmen’s  Compensation  fees, 
of  the  Relative  Value  Scale  of  the  Medical 
Society  of  the  State  of  New  York  with  appro- 
priate conversion  factors. 

70-37.  Workmen’s  Compensation  Fees 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  New  York  State  Workmen’s 
Compensation  minimum  fee  schedule  was 
originally  established  to  insure  that  employ- 
ers would  assume  the  costs  of  providing  good 
quality  medical  care  for  injured  employes; 
and 

Whereas,  There  should  be  only  one  class 
of  care  for  all  patients,  both  compensation 
and  noncompensation;  and 

Whereas,  It  should  not  be  the  duty  of 
physicians  to  subsidize  industry  by  provid- 
ing first-class  medical  care  at  substandard 
rates;  and 

Whereas,  The  present  Workmen’s  Com- 
pensation fee  schedule  is  supposed  to  be  a 
floor  and  not  a ceiling  on  fees;  and 

Whereas,  Usual  and  customary  fees  are 
well  documented  and  are  in  daily  use  in  the 
private  practice  of  medicine  of  which  Com- 
pensation Medicine  is  a part;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  physi- 
cians of  New  York  State  that  they  charge 
their  usual  and  customary  fees  in  Workmen’s 
Compensation  cases. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  considers  these 
resolutions  as  relating  to  the  same  subject  and, 
therefore,  recommends  that  they  be  combined 
into  one  resolution  to  read  as  follows: 

Whereas,  The  New  York  Workmen’s  Com- 
pensation minimum  medical  fee  schedule  was 
originally  established  to  insure  that  employ- 
ers would  assume  the  costs  of  providing  good 
quality  medical  care  for  injured  employes; 
and 

Whereas,  It  should  not  be  the  duty  of 
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physicians  to  subsidize  industry  by  providing- 
medical  care  at  substandard  fees;  and 

Whereas,  The  present  Workmen’s  Com- 
pensation Fee  Schedule  is  supposed  to  be  a 
floor  and  not  a ceiling  on  fees;  and 

Whereas,  Usual  and  customary  fees  are 
in  daily  use  in  the  private  practice  of  medi- 
cine, of  which  compensation  medicine  is  a 
part;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  the  Division  of 
Workmen’s  Compensation  and  Occupational 
Health  and  the  Advisory  Committee  to  the 
Chairman  of  the  Workmen’s  Compensation 
Board  on  fee  schedules,  seek  to  secure  the 
adoption,  for  Workmen’s  Compensation 
cases,  of  a usual,  customary,  and  reasonable 
fee  by  utilizing  the  anticipated  Relative 
Value  Scale  of  the  Medical  Society  of  the 
State  of  New  York  with  appropriate  conver- 
sion factors. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  the  substitute  resolution. 

70-75.  Opposition  to  Certain  Medical  Insur- 
ance Programs 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
at  its  Annual  Convention  in  February,  1969, 
approved  a resolution  supporting  the  con- 
cept of  the  payment  of  the  usual,  customary, 
and  reasonable  fees  to  physicians;  and 
Whereas,  This  resolution  also  stated  that 
“the  no-income”  level  service  benefit  con- 
tracts with  a fixed-fee  schedule  based  on  hos- 
pital accommodations  such  as  those  of  Group 
Health  Insurance,  Inc.,  are  contrary  to  the 
usual,  customary,  and  reasonable  fee  concept 
embodied  in  Medicare  and  endorsed  by  the 
American  Medical  Association  and  the  Medi- 
cal Society  of  the  State  of  New  York;  and 
Whereas,  The  sense  of  this  resolution  ap- 
pears not  to  have  reached  the  membership  of 
the  Medical  Society  of  the  State  of  New  York 
as  a whole;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  each  of  its  members 
to  re-evaluate  his  participation  in  insurance 
programs,  Federal,  State,  or  municipal, 
which  reimburse  for  medical  services  on  the 
basis  of  a fixed-fee  schedule  regardless  of  the 
subscriber’s  income. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-76.  Reimbursement  for  Radiologic  Serv- 
ices by  Blue  Shield  instead  of  Blue  Cross 


Introduced  by  Samuel  H.  Madell,  M.D.,  Section 
Delegate  on  Radiology,  as  an  individual 

Whereas,  Payment  for  professional  serv- 
ices of  radiologists  throughout  most  of  the 
State  of  New  York  is  insured  as  a hospital 
cost  by  Blue  Cross  plans;  and 

Whereas,  The  practical  result  of  this  is 
that  radiologists  practicing  in  hospitals  are 
forced  to  receive  payments  for  their  services 
from  or  through  hospitals;  and 

Whereas,  This  has  permitted  hospital  ad- 
ministrators to  control  the  practice  of  ra- 
diology in  hospitals;  and 

Whereas,  Another  result  of  this  practice 
has  been  that  legislators  and  government 
health  planners  have  come  to  consider  ra- 
diology a hospital  service  rather  than  a medi- 
cal specialty;  and 

Whereas,  This  has  created  a situation 
which  adversely  affects  patient  service,  teach- 
ing, recruitment,  and  research  in  radiology; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  again  request  that  gov- 
ernment lend  its  prestige  and  weight  to  the 
elimination  of  coverage  of  professional  serv- 
ices of  physicians  from  Blue  Cross  plans  in 
the  State;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  State  of  New 
York  to  take  the  lead  in  reapportioning  cov- 
erage between  Blue  Cross  and  Blue  Shield, 
to  the  end  that  benefits  for  radiologic  serv- 
ices be  provided  by  Blue  Shield,  whether 
they  are  rendered  in  or  out  of  hospitals;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Superin- 
tendent of  Insurance  of  New  York  State  to 
arrange  a meeting  of  the  interested  parties 
for  the  purpose  of  exploring  the  mechanisms 
by  which  this  transfer  of  coverage  can  be 
effected. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-81.  Ambulatory-out-of-Hospital  Benefits 
for  New  York  State  Civil  Service  Employes 

Introduced  by  Samuel  H.  Madell,  M.D.,  Section 
Delegate  on  Radiology,  as  an  individual 

Whereas,  The  purpose  of  the  insurance 
program  which  pays  for  medical  services  and 
hospital  care  needed  by  civil  service  employes 
of  the  State  of  New  York  is  to  relieve  these 
individuals  of  some  or  all  of  the  costs  of  these 
services;  and 

Whereas,  It  is  universally  agreed  that 
such  a program  should  be  designed  to  pro- 
mote early  diagnosis  and  less  expensive  al- 
ternatives to  hospital  care;  and 
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Whereas,  The  New  York  State  Health  In- 
surance Program  provides  ambulatory  diag- 
nostic benefits  in  its  basic  plan,  but  only 
when  these  services  arc  received  by  insured 
individuals  in  hospitals  as  outpatients;  and 
Whereas,  The  economics  of  this  limitation 
force  those  insured  to  obtain  medical  services 
from  a particular  group  of  physicians  at 
specified  locations;  and 

Whereas,  This  restricts  patients  in  their 
selection  of  physicians  and  restricts  physi- 
cians in  referring  patients  to  consultants  of 
their  choice;  and 

Whereas,  It  is  inappropriate  for  a tax 
supported  program  to  discriminate  economi- 
cally against  physicians,  not  on  the  basis  of 
their  medical  qualifications,  but  on  the  basis 
of  where  they  perform  medical  services;  and 
Whereas,  This  limitation  adds  to  the  bur- 
den of  already  overtaxed  facilities  in  hos- 
pitals and  fails  to  permit  the  utilization  of 
existing  radiologic  facilties  outside  of  hos- 
pitals; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  that 
the  State  of  New  York  modify  and  improve 
the  program  providing  medical  care  and  hos- 
pitalization insurance  benefits  to  State  civil 
service  employes  and  their  dependents  by  pro- 
viding payments  for  the  service  of  radi- 
ologists without  regard  to  whether  those  serv- 
ices are  obtained  in  a hospital  department 
of  radiology,  private  office,  clinic,  group  prac- 
tice facility,  or  neighborhood  health  center. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  with  the  following 
changes  so  that  it  will  encompass  all  facets  of 
medicine:  In  the  last  line  of  the  seventh 

Whereas  substitute  the  word  “medical”  for 
“radiologic”  and  amend  the  Resolved  portion  to 
read  as  follows : 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  that 
the  Chairman  of  the  State  Civil  Service  Com- 
mission of  the  State  of  New  York  modify 
and  improve  the  program  providing  medical 
care  and  hospitalization  insurance  benefits  to 
State  Civil  Service  employes  and  their  de- 
pendents by  providing  equal  payments  for 
medical  services  without  regard  to  whether 
those  services  are  obtained  in  a hospital  de- 
partment, private  office,  clinic,  group  prac- 
tice facility,  or  neighborhood  health  center. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-87.  Workmen's  Compensation  Board  to 
Establish  Specialty  Rating  for  Family  Practice 

Introduced  by  Leonard  Weitzman,  M.D.,  Dele- 
gate, Second  District  Branch,  as  an  individual 

Whereas,  The  American  Medical  Associa- 
tion, after  deliberation  and  careful  study,  has 


awarded  specialty  status  to  the  specialty  of 
Family  Practice;  therefore  be  it 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  direct  the 
Committee  on  Workmen’s  Compensation  to 
establish  the  appropriate  specialty  rating  for 
family  practice  using  the  Standards  of  the 
American  Board  of  Family  Practice. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  with  the  Resolved  por- 
tion amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  the  Committee 
on  Workmen’s  Compensation,  recommend  to 
the  Workmen’s  Compensation  Board  the  es- 
tablishment of  an  appropriate  specialty  rat- 
ing for  family  practice  using  the  Standards 
of  the  American  Board  of  Family  Practice. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-88.  Workmen’s  Compensation  Code  Let- 
ters for  Newly  Designated  Specialty,  “Family 
Practice" 

Introduced  by  George  Liberman,  M.D.,  Delegate 
from  the  Section  on  General  Practice,  as  an  in- 
dividual 

Whereas,  The  American  Medical  Associa- 
tion has  officially  designated  “Family  Prac- 
tice” as  a specialty ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Workmen’s 
Compensation  Board  to  specifically  designate 
new  special  code  letters  to  insure  proper 
identification  of  this  new  specialty. 

Report  of  Reference  Committee  on  Medi- 
cal Services:  The  following  report  was  pre- 

sented by  Ralph  M.  Schwartz,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole,  as  amended. 

70-99.  Reduction  of  Physician  Membership 
on  Blue  Shield  Boards 

Introduced  by  Francis  H.  Stephens,  M.D.,  Al- 
bany, as  an  individual 

Whereas,  Blue  Shield  Plans  have  provided 
complete  service  benefits  to  certain  lower  in- 
come groups;  and 

Whereas,  This  has  been  possible  only 
through  the  willingness  of  participating 
physicians  to  accept  less  than  their  usual, 
customary,  and  reasonable  fees;  and 

Whereas,  The  danger  of  exploitation  of 
physicians  has  been  minimized  by  physician 
majorities  on  Blue  Shield  boards;  and 

Whereas,  Legislation  to  reduce  to  25  per 
cent  the  maximum  number  of  physicians  on 
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Blue  Shield  boards  would  probably  result  in 
mass  resignations  of  participating  physicians 
from  Blue  Shield  plans,  thereby  negating 
their  service  benefit  features ; therefore  be  it 
Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  opposing  this  legislation  as 
being  inimical  to  the  welfare  of  both  patients 
and  physicians;  and  be  it  further 

Resolved,  That  the  Legislation  Committee 
of  the  Medical  Society  of  the  State  of  New 
York  work  actively  to  defeat  this  legislation. 

The  House  voted  unanimously  to  accept  this 
resolution  without  referral  to  a reference  com- 
mittee. 

The  House  then  voted  to  adopt  resolution 
70-99. 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 
(Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Commission  on  Public  Health 
and  Education  are: 

Irving  L.  Ershler,  M.D.,  Chairman . Onondaga 


William  Antopol,  M.D New  York 

Peter  S.  Battaglia,  M.D.. . Niagara 

William  A.  Bauman,  M.D New  York 

Charles  A.  Bertrand,  M.D Westchester 

Marvin  L.  Bloom,  M.D Erie 

George  M.  Brown,  M.D Suffolk 

Bruce  E.  Chamberlain,  M.D Onondaga 

Leo  Dobrin,  M.D Queens 

Arthur  H.  Dube,  M.D Onondaga 

Ralph  S.  Emerson,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

Merton  C.  Hatch,  M.D Onondaga 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

George  Liberman,  M.D Kings 

Harry  S.  Lichtman,  M.D Kings 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

James  A.  Moore,  M.D New  York 

C.  George  Murdock,  M.D Onondaga 

Kenneth  B.  Olson,  M.D Albany 

John  D.  States,  M.D Monroe 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Reginald  R.  Steen,  M.D Nassau 

Waring  Willis,  M.D Westchester 


The  Commission,  composed  of  the  chairmen 
of  the  twenty-four  committees,  held  its  annual 
meeting  with  State  Health  Department  officials 
in  Albany,  on  July  24.  As  usual,  the  dialogue 
during  discussion  of  each  committee  report  wTas 
informative  and  gave  evidence  of  the  excellent 
scientific  rapport  which  has  developed  between 
the  physicians  of  the  private  and  public  sectors 
in  public  health  and  continuing  medical  educa- 
tion in  this  State. 

Neither  the  Commission  nor  the  Division  of 
Scientific  Activities  is  involved  in  the  political 
or  economic  phases  of  medicine,  but  the  Com- 


mission and  the  Division  are  interested  in  as- 
sisting physicians  with  scientifically  oriented 
problems.  Thus  it  is  worthy  to  note  that  the 
150  physicians  who  serve  on  the  various  com- 
mittees of  the  Commission  give  three  to  four 
days  each  year  to  the  work  of  their  respective 
committees.  This  means  that  physicians  of  the 
Commission  annually  contribute  a total  of  sev- 
eral hundred  days  in  the  interest  of  bringing 
better  medical  care  to  the  people  of  the  State 
through  their  work  on  these  committees. 

The  committees  have  had  a busy  year;  their 
discussions  have  been  in  tune  with  this  era  of 
fast-moving  breakthrough  in  the  discovery  of 
better  methods  of  medical  diagnosis  and  treat- 
ment. Obviously,  continuing  education  becomes 
more  important  each  year  as  the  rapidity  of 
medical  discoveries  increases. 

The  detailed  report  of  the  Commission  is 
available  to  all  who  wish  to  read  it.  However, 
the  following  annual  reports  include  most  of  the 
information  contained  in  the  Commission’s  re- 
port. Thus,  perusal  of  these  reports  is  recom- 
mended to  all  physicians,  delegates,  and  non- 
delegates. 

Your  chairman  takes  this  opportunity  to  ac- 
knowledge with  gratitude  the  efforts  of  all  the 
chairmen  and  committee  members  whose  dedi- 
cation and  hard  work  have  made  the  year  a 
success.  As  usual,  Norman  S.  Moore,  M.D.,  di- 
rector, Division  of  Scientific  Activities,  and  his 
administrative  assistant,  Miss  Dorothy  Smith, 
provide  the  expertise  and  wisdom  to  provide  a 
comprehensive,  aggressive,  and  meaningful  pro- 
gram. The  field  representatives  of  the  Division 
of  Communications  have  given  us  great  assist- 
ance, and  their  efforts  are  acknowledged  with 
gratitude.  Your  chairman  is  especially  grate- 
ful to  Samuel  Pakula,  stenotypist,  for  his  ca- 
pable recording  of  our  meetings. 

Respectfuly  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 

Commission  on  Public  Health  and  Education 
(Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

On  March  20  the  Council  referred  to  the 
Commission  resolution  69-9  as  follows: 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  appoint  an 
ad  hoc  committee  composed  of  physicians 
knowledgeable  in  the  field  of  nursing  homes, 
health-related  facilities,  and  independent  out- 
of-hospital  health  facilities,  which  committee 
will  have  a majority  membership  of  physi- 
cians who  are  engaged  in  the  private  prac- 
tice of  medicine ; and  be  it  further 

Resolved,  That  the  ad  hoc  committee  will  be 
charged  with  (1)  studying  Article  28  of  the 
New  York  State  Public  Health  Law  and  its 
implementation,  and  (2)  dealing  with  the 
New  York  State  Department  of  Health  to 
bring  out  such  changes  in  the  law  as  their 
study  may  show  to  be  advantageous. 

The  Commission  took  this  assignment  under 
advisement  and  came  to  the  conclusion  that  Ar- 
ticle 28  of  the  Public  Health  Law  was  so  well 
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established  by  the  Legislature,  together  with 
its  amendments  of  1968-1969,  that  an  ad  hoc 
committee  to  study  the  law  for  possible  changes 
was  not  feasible  at  this  time.  This  conclusion 
was  reached  because  of  the  conviction  that 
physicians  were  concerned  not  so  much  with 
Article  28  of  the  Public  Health  Law  but  with 
Title  10,  Chapter  V,  of  the  State  Hospital  Code 
which  concerns  itself  with  hospitals,  nursing 
homes,  and  State  health-related  facilities,  as 
authorized  by  Section  2803  of  Article  28  of  the 
Public  Health  Law. 

The  Commission  felt  that  many  committees 
of  the  Commission  were  addressing  themselves 
to  the  weaknesses  of  the  various  codes,  for  ex- 
ample the  Committee  on  Aging  and  Nursing 
Homes  made  a recommendation  for  a change  in 
the  Nursing  Home  Code.  The  committee 
sought  and  obtained  the  Council’s  approval  to 
approach  the  Nursing  Home  Committee  of  the 
State  Hospital  Review  and  Planning  Council. 
The  Committee  on  Continuing  Education  is  now 
considering  a recommendation  for  a change  in 
the  Hospital  Code. 

The  Council,  after  a discussion  of  what  might 
be  considered  inappropriate  action  because  it 
did  not  follow  the  dictates  of  the  House  of  Dele- 
gates, voted  to  accept  the  recommendation  of 
the  Commission  with  the  stipulation  that  a 
statement  be  prepared  to  explain  to  the  House 
of  Delegates  how  the  work  is  being  done  by 
the  various  committees  of  the  Commission. 

Following  the  assumption  that  it  is  Title  10, 
Chapter  V,  of  the  State  Hospital  Code  to  which 
some  physicians  object  and  which  Code  has 
jurisdiction  over  hospitals,  nursing  homes,  and 
State  health-related  facilities,  the  Commission 
wishes  to  inform  the  Council  and  the  House  of 
Delegates  how  changes  in  Chapter  V,  Subchap- 
ters A,  B,  C,  D,  and  E can  be  made.  It  is  usual 
procedure  when  one  of  the  committees  of  the 
Commission  on  Public  Health  and  Education, 
or  any  other  committee  of  the  State  Medical 
Society,  raises  an  objection  to  a provision  in 
any  of  the  codes  mentioned  for  the  director  of 
the  Division  of  Scientific  Activities  to  take  the 
objection  to  the  chairman  of  the  Hospital  Code 
Committee,  Ray  Trussell,  M.D.,  if  it  concerns 
the  Hospital  Code;  to  the  chairman  of  the  Nurs- 
ing Home  Committee,  Morris  Hinenburg,  M.D., 
if  it  concerns  the  Nursing  Home  Code;  and  to 
the  chairman  of  the  Health-Related  Facilities 
Code  Committee,  Monsignor  James  Fitzpatrick, 
if  it  concerns  the  Health-Related  Facilities 
Code.  The  objections  from  the  various  com- 
mittees may  or  may  not  have  been  approved  by 
the  Council  before  they  -were  taken  to  these 
committee  chairmen. 

Experience  has  shown  that  over  the  past  four 
years  a suggestion  for  a change  in  any  of  these 
codes  has  been  thoroughly  investigated.  These 
suggestions  may  have  come  from  physicians, 
administrators,  respective  associations,  or  gov- 
ernment agencies,  that  is  hospital,  nursing 
home,  or  health-related  facilities,  associations, 
and  departments  of  State  government. 

The  committee  chairman  customarily  at- 
tempts to  secure  the  Council’s  approval  before 


any  request  for  a change  in  any  of  the  codes  is 
brought  to  the  State  Hospital  Review  and  Plan- 
ning Council.  There  have  been  a few  excep- 
tions. One  was  the  uterine  cytologic  smear 
test  to  be  done  on  all  women  between  the  ages 
of  twenty-five  and  fifty-four  who  were  admitted 
to  hospitals;  the  Hospital  Code  Committee  acted 
in  conjunction  with  the  Cancer  Committee  of 
the  State  Medical  Society.  The  change  in  the 
Code  was  conditionally  approved  by  the  Coun- 
cil of  the  State  Medical  Society  after  the  Code 
had  been  adopted  by  the  State  Hospital  Review 
and  Planning  Council. 

The  Commission  believes  that  the  State  Medi- 
cal Society,  the  Hospital  Association,  the  Nurs- 
ing Home  Association,  and  the  State  govern- 
ment can  best  be  served  by  the  committees  al- 
ready established  by  the  respective  organiza- 
tions. The  key  feature  is  that  any  of  the  codes 
in  Chapter  V can  be  changed  at  any  regular 
meeting  of  the  New  York  State  Hospital  Re- 
view and  Planning  Council  on  recommendation 
of  the  respective  code  committee. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  reports  of  the  Commission  were  read 
with  great  interest. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Accident  and  Injury  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Accident 
and  Injury  Prevention  are  as  follows: 

John  D.  States,  M.D.,  Chairman Monroe 

Harold  Brandaleone,  M.D New  York 

James  E.  Holmblad,  M.D Schenectady 

The  committee  communicated  in  June  by  cor- 
respondence and  telephone.  The  following  con- 
clusions and  recommendations  were  made: 
Automobile  Restraint  Systems.  A campaign 
of  public  education  on  the  use  of  automobile  re- 
straint systems  and  head  rests  should  be  con- 
ducted. The  number  of  users  of  restraint  sys- 
tems is  low.  Studies  reveal  that  the  usage  rate 
for  lapbelts  is  25  to  30  per  cent.  There  are  no 
data  available  on  the  use  of  shoulder  harnesses, 
but  rates  are  estimated  to  be  between  3 to  5 
per  cent. 

There  is  widespread  misinformation  concern- 
ing use  of  shoulder  harnesses  which  are  now 
standard  equipment  in  all  cars  manufactured 
since  January,  1968.  Studies  show  that 
shoulder  harnesses  eliminate  the  hazard  of  the 
driver  jackknifing  over  a lapbelt  and  sustaining 
facial  injuries,  as  well  as  injury  to  the  chest. 
Shoulder  harnesses  are  safe  and  do  not  cause 
significant  neck  or  shoulder  injury  when  used 
with  a lapbelt. 

The  public  must  be  informed  that  shoulder 
harnesses  are  safe,  that  they  must  be  used  with 
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a lapbelt,  and  that  they  must  be  used  over  the 
left  shoulder.  Many  dealers  are  either  unin- 
formed or  are  unwilling  to  instruct  customers 
in  the  proper  use  of  the  restraint  systems.  It 
is  known  that  dealers  have  given  out  misin- 
formation. While  vehicle  manuals  contain  in- 
structions for  the  use  of  restraint  systems,  it 
seems  these  instructions  are  ignored  by  the 
public. 

Headrests  are  not  being  properly  adjusted 
for  occupants  of  varying  heights.  Headrests  in 
the  lowest  position  protect  occupants  who  are 
approximately  5 feet  6 inches  tall.  Occupants 
who  are  taller  will  sustain  neck  injuries  unless 
the  headrest  is  raised  to  the  proper  level  to 
fit  the  taller  person.  Headrests  must  not  be 
removed  from  the  back  of  the  seat. 

Public  Education  Program.  Since  the  State 
Medical  Society  cannot  financially  support  tele- 
vision and  newspaper  programs  which  will  be 
necessary  to  accomplish  the  educational  goals, 
the  committee  recommended  that  large  com- 
panies, such  as  Standard  Oil  Company  of  New 
Jersey  (Mobil),  be  requested  to  sponsor  these 
advertising  programs.  Mobil  began  an  ex- 
cellent safety  advertising  campaign  eighteen 
months  ago  which  is  ongoing  and  makes  use 
of  full-page  ads  in  newspapers.  Insurance 
companies  might  also  be  induced  to  give  finan- 
cial support  and  to  conduct  such  campaigns. 

Publications  of  the  State  Medical  Society  and 
of  the  New  York  State  Department  of  Health 
should  also  include  articles  and  advertisements 
on  this  subject. 

School  buses  should  be  equipped  with  seat 
belts.  School  children  respond  readily  to  edu- 
cational efforts  and  can  be  taught  the  use  of 
restraint  systems  in  their  daily  travel.  Al- 
though technical  objections  to  the  installation 
of  seat  belts  in  school  buses  still  remain,  there 
are  no  overriding  obstacles  and  the  “trade  off” 
is  in  favor  of  installing  seat  belts.  Shoulder 
harnesses  also  would  be  beneficial  but  would  be 
an  additional  expense.  An  effort  to  install  seat 
belts  and,  at  a later  time,  shoulder  harnesses  is 
recommended. 

The  committee  urged  the  State  Medical  So- 
ciety to  recommend  to  Senator  Edward  Speno’s 
Joint  Legislative  Committee  on  Transportation 
that  legislation  be  enacted  to  require  the  instal- 
lation of  seat  belts  in  all  school  buses. 

Also  seat  belts  should  be  installed  in  all  taxi- 
cabs for  use  by  customers.  Most  taxicabs  do 
have  seat  belts;  however,  the  belts  are  usually 
under  the  seats  or  are  removed  by  the  owners 
and/or  operators  and  are  not  available  for 
customers’  use. 

The  committee  recommended  that  the  State 
Medical  Society  seek  the  introduction  of  and 
support  legislation  in  the  New  York  State  Leg- 
islature (Senator  Edward  Speno’s  Joint  Legis- 
lative Committee  on  Transportation)  requiring 
taxicab  owners  and/or  drivers  to  have  lapbelts 
available  for  customers’  use. 

Automobile  liability  insurance.  The  commit- 
tee feels  there  is  a need  for  revision  of  auto- 
mobile liability  insurance  coverage.  It  is  noted 
that  there  are  no  organizations  which  represent 
the  consumers’  interests,  whereas,  organiza- 


tions that  oppose  changes  in  this  field  are  well 
organized  and  have  financial  support  to  effec- 
tively block  any  legislation  that  would  result 
in  changes.  It  is  noteworthy  that  the  $100,000 
requested  for  a special  blue-ribbon  committee, 
appointed  by  Governor  Rockefeller  in  January, 
1968,  to  investigate  automobile  liability  insur- 
ance was  denied  by  the  State  Legislature.  As 
a result  the  committee  has  been  unable  to  func- 
tion. 

The  following  deficiencies  are  noted  in  the 
present  system : 

1.  A seriously  injured  patient  is  often  un- 
justly compensated  while  patients  with  minor 
injuries  are  given  excessive  awards.  A seri- 
ously injured  patient  is  often  forced  to  make  a 
premature  and  inadequate  settlement  because 
of  a prolonged  period  of  total  disability.  Often 
rehabilitation  therapy  is  not  undertaken  or  is 
inadequate  because  funds  are  not  available. 

2.  The  medical  management  of  patients  with 
minor  injuries  is  complicated  by  the  desire  of 
some  patients  and  their  attorneys  to  build  up 
excessive  medical  expenses.  Such  efforts  jeop- 
ardize the  physician-patient  and  physician- 
lawyer  relationships. 

3.  Professional  talent  is  wasted  in  handling 
automobile  liability  cases.  Medical  examina- 
tions necessitated  by  the  preparation  of  the  de- 
fendent’s  case  involve  duplication  of  effort. 
Occasionally,  unnecessary  x-ray  films  and  other 
diagnostic  tests  are  undertaken  for  preparation 
of  a legal  case. 

4.  The  present  system  is  costly.  Compensa- 
tion must  be  made  to  members  of  the  profes- 
sions involved  in  preparing  and  defending  these 
cases.  These  fees  range  from  25  to  50  per  cent 
of  the  settlements  made.  In  1967,  $10.6  million 
were  paid  by  insurance  companies  for  the  set- 
tlement of  cases,  and  $4.2  million  of  this  total 
were  paid  to  attorneys  for  legal  fees. 

5.  Most  civil  courts,  particularly  in  the 
larger  cities,  are  overwhelmed  by  the  number 
of  cases  awaiting  trial  and  80  per  cent  of  these 
are  automobile  liability  cases;  waiting  periods 
range  from  twenty-four  to  sixty  months. 

It  is  not  appropriate  for  the  State  Medical 
Society  to  make  recommendations  to  change 
insurance  liability  coverage.  However,  the 
State  Medical  Society  should  support  the  fund- 
ing of  the  Governor’s  committee  to  investigate 
this  problem. 

Improvement  of  Public  Transportation.  Pub- 
lic transportation,  particularly  the  railroads, 
must  be  improved  to  reduce  airport  and  high- 
way congestion.  Airport  congestion  has 
reached  the  point  where  major  disruptions  and 
catastrophic  accidents  can  occur  easily.  Pres- 
ently, the  most  neglected  and  least  used  alter- 
nate transport  system  is  the  railroads.  The 
Federal  government  has  demonstrated,  through 
the  development  of  the  Metroliner  railroad 
service  to  Washington,  New  York,  and  Boston, 
that  the  public  will  willingly  use  an  efficient, 
modern,  and  comfortable  railroad  system.  Up- 
state New  York,  as  well  as  metropolitan  New 
York,  will  benefit  from  improved  railroad 
passenger  facilities.  Airport  congestion  could 


1478  New  York  State  Journal  of  Medicine  / June  1,  1970 


thus  be  reduced  by  elimination  of  sbort-run  air 
travel. 

State  Motor  Vehicle  Law.  Resolution  69-28, 
“Proposed  Improvements  in  the  State  Motor 
Vehicle  Law,”  was  referred  to  the  committee 
for  review.  We  have  been  informed  that  the 
New  York  State  Department’s  Driver  Licensing 
Consulting  Panel  is  studying  this  resolution 
and  will  make  recommendations  on  the  visual 
field  tests  and  color  vision  defects.  The  com- 
mittee, therefore,  recommends  that  no  further 
action  be  taken  on  the  first,  fourth,  and  fifth 
Resolvcds  until  the  Department’s  recommenda- 
tions are  received. 

The  committee  also  recommended  that  no 
action  be  taken  on  the  second  and  third  Re- 
solveds  concerning  licensing  requirements  be- 
cause it  would  be  costly  to  implement.  Many 
objections  were  received,  and  no  scientific  data 
are  available  to  establish  the  values  of  these 
proposals. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

Retort  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  of  this  committee  was  reviewed 
and  accepted,  with  the  following  recommenda- 
tions: 

The  third  paragraph  under  “Automobile  Re- 
straint Systems”  should  read  as  follows:  “The 
public  must  be  informed  that  shoulder  har- 
nesses are  safe,  that  they  must  be  used  with 
a lapbelt,  and  that  they  must  be  used  over  the 
outboard  shoulder.” 

The  third  and  fourth  paragraphs  under  the 
heading  “Public  Education  Program,”  regard- 
ing the  recommendation  that  school  buses 
should  be  equipped  with  seat  belts,  should  be 
deleted.  Dr.  States  advised  our  comimttee  that 
this  should  be  done  since  present  school  bus 
design  includes  a rigid  bar  over  the  top  of  the 
back  of  the  seats  and  that  the  wearing  of  seat 
belts  wmuld  enhance  the  possibility  of  head  in- 
jury. He  pointed  out,  however,  that  the  driver 
of  the  bus  should  be  required  to  wear  a seat- 
belt. 

The  chairman,  Dr.  States,  and  his  committee 
should  be  commended  for  their  excellent  report 
on  automotive  safety. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Aging  and 
Nursing  Homes  are  as  follows: 

Peter  S.  Battaglia,  M.D.,  Chairman. Niagara 


Marcelle  T.  Bernard,  M.D Bronx 

Anthony  LaRusso,  M.D Broome 

Leon  M.  Rothman,  M.D Kings 


The  committee  has  been  active  throughout 
the  year.  It  considered  the  problem  of  non- 
psycbotic  senile  patients  being  excluded  from 
State  mental  institutions  because  of  a directive 


issued  by  the  New  York  State  Department  of 
Mental  Hygiene.  Conferences  were  held  be- 
tween officials  of  the  State  Medical  Society  and 
the  New  York  State  Departments  of  Health 
and  Mental  Hygiene,  and  new  guidelines  were 
set  up.  An  agreement  was  proposed  between 
the  nursing  homes  and  the  State  hospitals  to 
provide  a system  whereby  patients  could  be 
easily  transferred  to  and  from  these  facilities 
as  the  need  arose. 

The  committee  was  also  concerned  with  the 
frequency  of  physicians’  visits  to  nursing 
homes.  The  section  on  nursing  homes  of  the 
New  York  State  Hospital  Code  requires  the  at- 
tending physician  to  visit  his  patient  in  the 
nursing  home  at  least  once  a month,  and  the 
committee  agreed  that  this  was  in  the  best  in- 
terest of  patients.  Dr.  Battaglia  noted  that 
there  wrere  differences  between  the  extended 
care  facility,  the  nursing  home,  and  the  health 
related  facility  and  observed  that  patients 
should  be  placed  in  the  facility  w'here  they 
would  receive  proper  treatment.  The  com- 
mittee agreed  with  the  State  requirement  that 
a patient  in  a health  related  facility  be  ex- 
amined at  least  once  a year,  although  the  Fed- 
eral government  requires  quarterly  visits. 

One  of  the  committee’s  main  projects  has 
been  to  meet  and  hold  dialogues  with  members 
of  other  health  professions,  such  as  Podiatry, 
Dentistry,  Optometry,  and  Physical  Therapy, 
to  establish  guidelines  for  interprofessional  re- 
lationships and  to  control  abuses  in  the  nursing 
homes.  After  discussion,  the  various  groups 
agreed  to  the  incorporation  of  the  following 
amendment  in  the  State  Hospital  Code: 

The  various  professional  disciplines  shall, 
in  consultation  with  and  approval  of  the  pa- 
tient’s personal,  alternate,  or  staff  physician 
provide  all  patients  with  an  evaluation  of 
health  status  and  health  care  which  is  con- 
sistent with  the  physical  and  mental  condi- 
tion of  the  patient.  The  health  evaluation 
and  health  care  will  be  consistent  with  the 
admission  screening  and  evaluation  policies 
established  for  the  nursing  home  by  its  pro- 
fessional board  or  advisory  committee. 

The  committee  felt  that  it  wms  not  necessary 
to  meet  jointly  with  these  professional  groups 
but  that  each  group  should  meet  separately  to 
establish  further  guidelines  for  the  utilization 
of  the  professions  in  nursing  homes.  The  com- 
mittee is  also  interested  in  working  with  the 
hospital  association  to  broaden  the  scope  of  the 
nursing  home  advisory  boards. 

Respectfully  submitted, 

Peter  S.  Battaglia,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
w*as  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  report  of  this  committee  was  read  with 
interest.  The  reference  committee  notes  the 
need  for  more  health  related  facilities,  such  as 
domiciliary  care  homes. 
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The  House  voted  to  adopt,  this  portion  of  the 
reference  committee  report. 

Alcoholism  and  Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism 


and  Drug  Abuse  are  as  follows : 

William  Antopol,  M.D.,  Chairman.  New  York 

Stanley  E.  Gitlow,  M.D New  York 

William  L.  Holt,  Jr.,  M.D Albany 

Benjamin  Kissin,  M.D Kings 

James  W.  Robinson,  M.D New  York 

Reginald  R.  Steen,  M.D.,  Adviser.  . . .Nassau 


I wish,  first,  to  express  appreciation  to  Mar- 
vin A.  Block,  M.D.,  my  predecessor,  and  to  his 
committee  for  their  excellent  direction  and 
planning,  and  to  Norman  S.  Moore,  M.D.,  di- 
rector, Division  of  Scientific  Activities,  for  his 
help  and  guidance  in  my  new  position  of  chair- 
man of  this  committee.  We  are  happy  that  Dr. 
Kissin,  Kings  County,  a well-known  authority 
on  alcoholism,  and  Dr.  Robinson,  who  is  very 
active  in  the  field  of  drug  addiction,  are  mem- 
bers of  this  committee. 

Since  the  committee  has  had  only  one  meet- 
ing, I should  like  to  exercise  the  prerogative  of 
a new  chairman  and  modify  the  usual  format 
of  this  report  by  presenting  a brief  history  of 
the  subject  and  its  significance  as  well  as  the 
current  work  of  this  committee — its  scope,  its 
aim,  its  objectives,  and  the  philosophy  on  which 
the  plans  for  future  activities  of  this  committee 
are  to  be  formulated. 

As  an  introduction,  I would  like  to  quote  the 
following  excerpt  from  a book  on  the  Arts  of 
Intoxication  by  J.  T.  Crane: 

“The  great  problem  of  the  times  is,  ‘What 
shall  be  done  to  stay  the  ravages  of  intoxica- 
tion?’ The  evil  pervades  every  grade  of 
civilization  . . . the  degree  of  its  prevalence 
in  any  locality  being  determined  apparently 
more  by  the  facilities  for  indulgence  than  by 
climate,  race  or  religion.  ...  In  Europe 
and  America  the  nations  who  claim  to  be  the 
leaders  of  human  progress  are  fearfully  ad- 
dicted to  narcotic  indulgences,  which  . . . im- 
pose crushing  burdens  upon  them,  wasting 
the  products  of  their  industry  and  increasing 
every  element  of  evil  among  them  . . . 
Italy,  France,  Germany,  England,  and  the 
United  States  are  laboring  beneath  a moun- 
tain weight  of  crime,  poverty,  suffering,  and 
wrong  of  every  description,  and  no  nation  is 
fully  awake  to  the  perils  of  the  hour.  Ques- 
tions of  infinitely  less  moment  create  politi- 
cal crises,  make  wars,  and  overthrow  dynas- 
ties.” 

This  quotation  could  be  used  as  the  basis 
for  a superb  editorial  in  tomorrow’s  newspaper, 
but,  and  I hope  that  it  will  not  be  overly  shock- 
ing to  you,  it  was  published  in  1870,  almost 
one  hundred  years  ago.  This  serves  as  a tacit 
admission  that  the  problem  certainly  is  not 
new;  it  has  been  with  us  for  a long  time,  hav- 
ing been  inherited  from  before  the  gaslight 
era,  and  we  have  accomplished  very  little  in 
solving  it.  In  fact  we  have  failed  miserably 


in  coping  with  it.  It  could  be  asked  parenthe- 
tically, “How  many  more  centuries  should  we 
allow  ourselves  to  find  some  panacea,  short  of 
eliminating  the  large  scale  international  trade 
in  narcotics?”  The  lack  of  progress  and  the 
disastrous  results  of  this  form  of  population 
contamination  casts  a long  shadow  over  our 
lives  and  that  of  the  whole  country.  Even  the 
role  of  the  physician  in  the  treatment  of  nar- 
cotics addiction  is  not  well  defined.  The  areas 
of  responsibility  are  confusing  and  in  apparent 
conflict  with  those  of  governmental  agencies. 
There  is  not  even  a simple  answer  to  an  ele- 
mentary question  from  a parent,  such  as  “What 
is  to  be  done?  I have  just  discovered  that  my 
eighteen-year-old  son  is  a heroin  addict.” 

So  far  as  the  immediate  problem  of  addic- 
tion is  concerned,  we  must  continue  to  exert 
our  efforts  to  develop  new  methods  of  therapy, 
particularly  those  of  a biochemical  and  psy- 
chopharmacologic  nature. 

As  for  detoxification,  while  a pressing  mat- 
ter at  the  moment,  it  has  only  transient  value 
because  of  the  high  incidence  of  recidivism. 
Nonetheless,  methods  for  more  rapid  detoxifi- 
cation, even  though  only  a temporary  and  in- 
termittent stopgap,  will  increase  considerably 
the  absolute  number  of  patients  receiving  the 
benefits  of  inhospital  treatment  of  narcotic  ad- 
diction, without  appreciably  increasing  hospi- 
tal costs.  Besides,  it  will  reduce,  at  least  for  a 
short  time,  the  mounting  dose  of  narcotics  re- 
quired by  the  addict.  Thus  the  patient,  at  least 
temporarily,  will  not  be  subject  to  as  intense  a 
drive  for  obtaining  financial  means  to  purchase 
his  costly  narcotic  requirement.  In  addition,  it 
may  serve  as  a stopgap  until  he  can  be  ac- 
cepted as  a candidate  for  a more  effective  thera- 
peutic program. 

More  important  is  an  overriding  need  to  es- 
tablish methods  for  administering  narcotics  to 
patients  on  an  ambulatory  basis  and  possibly 
detoxifying  them  under  these  conditions.  The 
method  of  administration  must  be  so  “fool- 
proof” that  the  needs  and  comfort  of  the  pa- 
tient are  properly  cared  for,  and  yet  there  must 
be  sufficient  controls  to  eliminate  the  possible 
use  of  or  desire  for  additional  narcotics  ob- 
tained surreptitiously. 

Very  pressing,  however,  is  the  need  for  de- 
veloping methods  for  eliminating  the  addictive 
properties  of  narcotic  drugs  and  yet  retaining 
the  sedative  and  analgesic  actions.  The  ad- 
dictive and  dependency  producing  properties 
of  the  drug  are  the  critical  factors  which  must 
be  controlled.  It  is  reported  in  the  literature 
that  drugs  which  are  neither  narcotic  or  ad- 
dictive, such  as  sulfanilamides  and  salicylates, 
potentiate  narcotic  effects  of  addictive  drugs 
as  well  as  non-narcotic  and  nonaddictive  drugs, 
such  as  papaverine.  On  the  basis  of  these  find- 
ings alone,  investigations  should  be  pursued  to 
determine  (a)  whether  or  not,  in  combination 
with  these  compounds,  smaller  doses  of  nar- 
cotics could  be  employed;  (6)  whether  or  not 
withdrawal  could  be  accomplished  more  rap- 
idly; (c)  whether  certain  dose  relationships 
would  quantitatively  limit  the  narcotic  dose  so 
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that  the  drug  could  be  administered  on  a con- 
trolled ambulatory  basis  with  the  safeguard 
that  additional  drugs  obtained  illicitly  would 
produce  unpleasant  effects  (bearing  in  mind, 
however,  that  some  of  the  deaths  of  narcotic 
addicts  which  are  now  confronting  the  Chief 
Medical  Examiner  of  New  York  City,  Milton 
Helpem,  M.D.,  could  be  due  to  potentiation  of 
narcotic  and  toxic  effects  of  morphine  or  her- 
oin) ; and  ( d ) whether  or  not  the  addictive 
effects  of  narcotics  could  be  minimized  or  elim- 
inated, particularly  if  basically  nonaddictive 
narcotic  drugs  could  be  substituted  for  ad- 
dictive ones. 

The  implementation  of  our  efforts  must  be 
coupled  with  an  integrated  cooperation  and  co- 
ordination of  hospital  medical  care,  medical 
and  other  staff  creativity,  and  a variety  of 
mental,  social,  and  community  services,  includ- 
ing the  Legislature  and  the  judiciary. 

Only  recently  we  witnessed  one  of  the  great- 
est examples  of  man’s  capabilities — the  epic 
landing  on  the  moon.  This  was  accomplished 
only  by  costly,  but  precisely  coordinated  team- 
work, focusing  on  a specific  goal.  Efforts  such 
as  these  are  also  required  in  the  approach  to 
narcotic  addiction.  A conglomerate  of  meet- 
ings on  drug  addiction  are  constantly  being 
conducted  without  appreciable  progress  being 
made.  We  must  answer  an  important  ques- 
tion, “What  part  should  medicine  play  in  com- 
bating the  problem  of  alcoholism  and  drug 
abuse?” 

If  we  take  no  interest  in  these  maladies,  we 
will  be  guilty  of  great  disservice,  not  only  to 
our  local  community  but  to  the  country  as  a 
whole. 

There  are  those  who  say  we  cannot  afford 
the  expense  of  such  an  ambitious  and  compre- 
hensive plan,  but  on  the  other  hand,  we  cannot 
afford  not  to  meet  this  cost.  If  we  do  not  sup- 
port this  project  now,  while  it  is  still  malleable 
and  fluid,  even  though  overwhelming,  the  cost 
which  is  now  staggering  will  become  prohibi- 
tive. Viewed  from  the  tradition  of  medicine, 
the  gap  between  sincere  desire  for  accomplish- 
ment and  the  courage  to  make  a financially  un- 
popular decision  may  not  be  so  wide  and  could 
be  bridged  by  cooperation  and  goodwill  between 
the  government  and  the  various  medical  and 
civic  groups  in  meeting  our  common  obligations 
to  the  community. 

As  a start,  Dr.  Moore  has  already  sent  a 
questionnaire  to  the  presidents  of  the  county 
medical  societies  to  obtain  information  on  the 
scope  of  the  problem  of  alcoholism  and  drug 
abuse  in  each  country  and  the  possible  role  of 
medicine  in  the  solution  of  the  dilemma.  Anal- 
ysis of  the  results  of  the  questionnaires  re- 
ceived from  the  medical  societies  and  the  vari- 
ous facilities  treating  drug  addicts  could  pro- 
vide a clearer  picture  of  the  problem  and  serve 
as  an  overview  of  the  present  status  of  ther- 
apy. It  is  necessary  to  take  inventory  of  the 
problems  which  confront  us  in  this  field,  what 
is  now  being  done  about  them,  and,  most  of  all, 
what  we  propose  to  do — even  against  great 
odds  and  dire  predictions.  Let  us  remember, 


this  is  not  only  a problem  for  the  addicts;  it  is 
a problem  for  all  of  us. 

A joint  meeting  of  the  committees  was  held 
on  November  6,  and  the  following  recommenda- 
tions were  unanimously  approved  for  presenta- 
tion to  the  House  of  Delegates: 

1.  That  the  State  Medical  Society  go  on 
record  as  approving  the  Dole  methadone 
maintenance  as  a method  of  treatment  of 
opiate  addiction; 

2.  That  the  State  Medical  Society  encourage 
support  for  the  expansion  of  facilities  for 
the  methadone  treatment  of  opiate  addic- 
tion; and 

3.  That  the  State  Medical  Society  make 
every  effort,  through  proper  channels,  to 
remove  the  legal  restrictions  which  pre- 
vent the  use  of  methadone  maintenance 
treatment  (mentioned  in  paragraph  1)  by 
qualified  physicians  in  offices,  clinics,  and 
hospitals. 

Respectfully  submitted, 

William  Antopol,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  of  this  committee  is  noted  with 
great  interest  and  discussed  in  detail.  The 
reference  committee  agrees  that  a survey  and 
analyses  of  all  current  modalities  of  treatment 
of  drug  addiction  should  be  investigated.  The 
committee  urges  that  the  various  interested 
groups  not  work  at  cross  purposes. 

It  notes  that  the  Committee  on  Alcoholism 
and  Drug  Abuse  in  conjunction  with  the  Com- 
mittee on  Mental  Hygiene  submitted  the  fol- 
lowing recommendations : 

1.  That  the  State  Medical  Society  go  on  rec- 
ord as  approving  the  Dole  methadone  main- 
tenance as  a method  of  treatment  of  opiate 
addiction  at  this  time; 

2.  That  the  State  Medical  Society  encourage 
support  for  the  expansion  of  facilities  for  the 
methadone  treatment  of  opiate  addiction;  and 

3.  That  the  State  Medical  Society  make  every 
effort,  through  proper  channels,  to  remove  the 
legal  restrictions  which  prevent  the  use  of 
methadone  maintenance  treatment  (mentioned 
in  paragraph  1)  by  qualified  physicians  in  of- 
fices, clinics,  and  hospitals. 

The  committee  urges  the  adoption  of  these 
recommendations. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  the  three  recommendations. 

Audio-Visual  Aids 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Audio- 
Visual  Aids  are  as  follows : 

Kenneth  B.  Olson,  M.D.,  Chairman ..  Albany 


Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


During  the  year  1969,  the  committee  has 
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TABLE  I.  Comparison  of  film  activities  of  medical  and  nursing  films. 


1 Q£Q* 

1 Qfi7 

Category 

Individual 

Shipments 

Films  Used 

Individual 

Shipments  Films  Used 

Private  Physicians 

86 

117 

92 

172 

Medical  Staffs  of  Hospitals 

3,395 

4,530 

696 

1,197 

Medical  Schools 

385 

513 

153 

294 

Pharmacy  Schools 

10 

14 

0 

0 

Nursing  Schools 

4,391 

6,444 

4,540 

7,493 

Public  Health  Staffs 

1,074 

1,493 

508 

922 

Voluntary  Health  Agencies 

507 

687 

116 

235 

Colleges — Biosciences 

1,945 

2,635 

999 

1,663 

Totals 

11,793 

16,433 

7,104 

11,976 

* The  above  table  is  from  the  period  July,  1968,  through  June,  1969. 


been  active.  A meeting  of  the  committee  was 
held  on  May  23  with  James  J.  Quinlivan,  M.D., 
Wilbur  M.  Dixon,  M.D.,  and  Kenneth  B.  Olson, 
M.D.,  chairman,  present.  The  problems  of 
the  library  were  reviewed,  and,  indeed,  three 
films  were  also  reviewed. 

New  developments  indicate  that  film  cart- 
ridges will  probably  be  used  in  the  future,  and 
the  library  now  stocks  a few  Fairchild  Mark 
IV  cartridges.  The  lack  of  standardized  film 
cartridges  prevents  the  library  from  stocking 
too  many  films,  but  it  is  anticipated  that  in 
the  future  cartridges  will  be  standardized  and 
this  function  of  the  film  library  enlarged. 

A report  of  the  committee  was  presented  by 
Dr.  Quinlivan  at  the  annual  meeting  of  the 
Commission  on  Public  Health  and  Education 
held  on  July  23. 

The  growth  of  the  combined  libraries  is 
shown  in  the  following  totals  for  the  past  four 
years : 


Number  of 

Films 

Times  Films 

Year 

Shipped 

Shown 

Attendance 

1966 

26,229 

47,665 

2,946,239 

1967 

25,898 

48,115 

2,874,206 

1968 

28,322 

49,257 

2,537,206 

1969 

27,743 

46,819 

1,589,602 

There 

has  been  an  increase  in 

the  number 

of  films  reviewed  but  little  change  in  the  num- 
ber shipped.  The  record  number  of  film  ship- 
ments for  any  one  month  was  made  in  October, 
1968,  when  3,085  films  were  shipped. 

Thirty-one  new  films  have  been  added  to  the 
library  during  the  past  year,  and  a number  of 
titles  have  been  deleted.  The  catalog  of  films 
is  being  revised  by  Dr.  Quinlivan  with  the  as- 
sistance of  the  committee  and  Joseph  Avono- 
vitch.  Outdated  films  will  be  deleted  from  the 
library. 

Table  I illustrates  a two-year  comparison  of 
the  film  activities  of  the  medical  and  nursing 
films  listed  in  the  Professional  Film  Catalog 
and  Supplement. 

New  medical  films  added  to  the  film  library 
during  the  past  year  were  the  following: 

Muscles  of  Mastication  and  the  Infratem- 
poral Fossa 

Inguinal  Region 


Male  Perineum 

Oral  Lesions  in  Children  and  Adults 
Nonoperative  Treatment  of  Scoliosis  and 
Round  Back  with  the  Milwaukee  Brace 
Medical  Genetics,  Part  I 
Medical  Genetics,  Part  II 
Medical  Genetics,  Part  III 
Computer  I 

Maternity  Care— Labor  and  Delivery 
Diagnosis  and  Management  of  Cystic  Fibro- 
sis 

Voice  Production:  The  Vibrating  Larynx 
In  A Medical  Laboratory 
Uterine  Cancer:  Diagnosis  and  Manage- 

ment, Part  I — Cancer  of  the  Cervix 
Uterine  Cancer:  Diagnosis  and  Manage- 

ment, Part  II — Cancer  of  the  Endome- 
trium 

The  Embattled  Cell 
The  Woman  in  Question 
Apgar  on  Apgar 
Horizons  Unlimited 

Robin,  Peter,  and  Darryl:  Three  to  the 

Hospital  (2  parts) 

Smoking:  Past  and  Present 
How  Life  Begins  (2  parts) 

The  Inner  World  of  Aphasia 
Planned  Families 
How  Babies  Learn 
Drugs  and  the  Nervous  System 
A Short  Way  Home 
The  Social  Worker 
Exercise  Training  for  Childbirth 
Sperm  Maturation  in  the  Male  Reproductive 
Tract : Development  of  Motility 
Palmer  Hand,  Part  I 

The  film  library  is  a valuable  adjunct  to  any 
health  education  program,  and  it  is  again 
urged  that  all  physicians  engaged  in  health 
education  utilize  the  film  library  facilities  and 
also  suggest  new  titles  which  will  be  used  and 
added  to  the  New  York  State  Film  Library. 
Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  notes  with  interest  the  report 
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of  the  chairman  regarding  the  available  films. 
It  wishes  to  call  to  the  attention  of  the  House 
of  Delegates  that  the  films  may  be  obtained, 
without  charge,  from  the  New  York  State  De 
partment  of  Health,  in  Albany.  It  urges  that 
all  physicians,  particularly  those  in  health  edu- 
cation, utilize  the  film  library  facilities.  A 
catalog  of  all  the  available  films  has  been  sent 
to  each  of  the  county  societies,  as  well  as  hos- 
pitals. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Cancer 

To  The  House  of  Delegates,  Gentlemen: 

The  members  of  the  Cancer  Committee  are 
as  follows: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman. . . 


Monroe 

Richard  D.  Brasfield,  M.D New  York 

Daniel  Burdick,  M.D Onondaga 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Walter  H.  Murphy,  M.D Erie 

Charles  E.  Rogers,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Westchester 

Peter  Greenwald,  M.D.,  Adviser Albany 


Your  committee  has  had  a vigorous  and 
fruitful  year.  We  have  stimulated  other 
groups  to  action,  played  an  advisory  role  in 
many  circumstances,  and  carried  out  several 
projects  ourselves. 

The  Neiv  York  State  Cancer  Programs  As- 
sociation. This  program  is  probably  the  most 
important  result  of  our  actions.  Primarily 
through  the  stimulus  of  various  members  of 
this  committee,  the  association  was  started  in 
November,  1967,  and  had  its  second  annual 
meeting  in  November,  1968.  Composed  of 
physicians  directing  cancer  programs  in  local 
hospitals  in  all  parts  of  the  State,  this  associa- 
tion has  been  your  committee’s  solution  to  the 
problem  of  getting  high-level  State  policy  im- 
plemented at  the  local  level.  The  Cancer  Pro- 
grams Association  has  had  a vigorous  begin- 
ning and  is  continuing  a program  of  stimula- 
tion, coordination,  aid,  and  cross  fertilization  of 
ideas  and  projects  among  the  various  physi- 
cians who  are  directing  local  cancer  programs 
throughout  the  State. 

Newsletter  on  Cancer.  This  newsletter 
originally  sponsored  by  this  committee  together 
with  the  Rochester  Regional  Medical  Program 
and  the  New  York  State  Cancer  Programs  As- 
sociation is  an  additional  device  for  more  effec- 
tive communication  among  all  people  and 
groups  interested  in  cancer.  Although  it  is  in 
its  infancy,  it  is  steadily  growing  in  quality 
and  influence,  not  only  in  New'  York  State  but 
around  the  country. 

District  Cancer  Committees.  Although  wye 
heartily  support  the  concept  of  developing  dis- 
trict committees  to  coordinate  with  our  State 
Medical  Society’s  committees,  we  have  had 
difficulty  in  carrying  this  out.  Our  latest  ap- 


proach has  been  an  attempt  to  have  the  cancer 
committees  of  each  Regional  Medical  Program 
serve  as  the  focal  point  for  district  cancer  com- 
mittees, and  we  hope  that  this  approach  will  be 
more  fruitful  than  ones  we  have  used  in  the 
past.  We  do  feel,  however,  that  the  Cancer 
Programs  Association  and  the  N ewsletter  will 
l>e  most  effective  in  accomplishing  the  purposes 
of  district  cancer  committees. 

Antismoking  Activities.  The  chairman  of 
this  committee  has  participated  in  the  State- 
wide Interagency  Council  Against  Smoking 
headed  by  Senator  Speno.  He  also  presented  a 
statement  on  smoking  cigarets  before  the  Com- 
mittee on  Foreign  and  Interstate  Commerce  of 
the  U.S.  House  of  Representatives.  The  com- 
mittee is  considering  sponsoring  a resolution 
urging  all  hospitals  in  New  York  State  to  ban 
cigaret  vending  machines  and  the  sale  of 
cigarets  in  their  institutions. 

Shortage  of  Radiotherapists.  A position 
paper  on  the  shortage  of  radiotherapists  and 
methods  to  improve  the  numbers  and  quality 
of  trained  personnel  has  stimulated  statewide 
and  national  interest  and  has  resulted  in  ac- 
tion being  taken  by  several  national  cancer 
societies  and  other  groups.  The  committee 
chairman  has  served  as  a member  of  the  Radio- 
therapy Review  Committee  of  the  Health  and 
Hospital  Council  of  Southern  New  York. 

Annual  Meeting  Program.  The  committee 
continues  to  participate  actively  in  the  annual 
meetings  of  the  State  Medical  Society.  This 
year  and  for  the  third  time  in  the  past  six 
years,  we  are  organizing  a major  program  on 
cancer.  Our  general  session  on  “General  As- 
pects of  Cancer  of  Clinical  Significance”  will 
include  discussions  by  nationally  prominent 
physicians  in  the  field. 

Quackery.  We  are  continuing  our  efforts  to 
work  out  more  satisfactory  methods  of  dealing 
with  physicians  who  practice  substandard 
medicine  in  the  field  of  cancer  as  well  as  to 
identify  and  take  action  against  nonphysicians 
who  attempt  to  treat  patients  with  cancer. 
Persons  practicing  medicine  without  a license 
may  be  reported  to  the  Division  of  Professional 
Conduct  of  the  State  Education  Department 
and  investigated  by  that  office.  There  is  no 
risk  of  practicing  physicians  becoming  in- 
volved in  these  activities  nor  in  court  appear- 
ances. The  problem  of  substandard  practice 
by  licensed  physicians,  w'hich  often  borders  on 
quackery,  is  a more  difficult  one  to  handle.  We 
still  have  not  evolved  a completely  satisfactory 
method  of  handling  this  problem. 

AM  A Cancer  Committee.  There  are  many 
problems  in  cancer  that  should  be  considered  at 
the  AMA  level,  yet  we  have  no  cancer  commit- 
tee at  the  national  level  to  carry  out  such  activi- 
ties. Your  committee  has  contacted  all  the 
state  medical  societies  to  determine  how  they 
feel  about  an  unofficial  meeting  of  state  com- 
mittee chairmen  to  further  discuss  forming  a 
national  or  AMA  committee. 

Liaison  With  Other  Agencies.  We  continue 
to  have  good  working  relationships  with  other 
agencies  and  have  had  excellent  attendance 
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at  our  committee  meetings  by  liaison  members, 
such  as  the  state  and  national  units  of  the 
American  Cancer  Society,  the  American  Col- 
lege of  Surgeons,  the  Bureau  of  Cancer  Con- 
trol, the  State  Interagency  Council  Against 
Smoking,  and  others. 

Sigmoidoscopic  Teaching  Project.  This  proj- 
ect originally  evolved  by  this  committee  and 
funded  through  the  State  Medical  Society’s 
Educational  Foundation  continues  to  have  an 
effect  in  upstate  New  York.  There  is  increas- 
ing demand  for  the  county  medical  societies  of 
Upstate  New  York  to  participate  in  this  teach- 
ing program. 

Bureau  of  Cancer  Control.  Cooperation  with 
the  Bureau  of  Cancer  Control  has  continued  to 
be  satisfactory.  A project  on  smoking  cigarets 
which  involves  the  Women’s  Auxiliary  of  the 
State  Medical  Society  has  been  well  received. 
Our  cervical  cancer  programs  are  continuing 
to  receive  strong  support  throughout  the  State. 
We  are  also  attempting  to  evaluate  the  inclu- 
sion of  mandatory  Pap  smears  for  women  in 
certain  age  categories  in  the  revisions  of  the 
Hospital  Code.  The  director  of  the  Bureau 
and  the  chairman  of  this  committee  have  jointly 
written  an  article  on  registries  and  their  sig- 
nificance in  New  York  State  to  be  presented  at 
the  International  Union  Against  Cancer  meet- 
ing to  be  held  in  Houston,  in  May,  1970. 

The  chairman  of  this  committee  has  repre- 
sented the  State  Cancer  Committee  in  meetings 
of  some  local  cancer  committees  of  the  Regional 
Medical  Program  and  continues  to  play  a role 
in  a wide  variety  of  cancer  activities  through 
out  New  York  State,  as  well  as  at  the  national 
and  international  levels. 

We  feel  your  committee  has  been  active  and 
successful  in  carrying  out  a wide  variety  of 
programs,  as  well  as  being  a stimulus  to  many 
other  groups  in  New  York  State.  Coordina- 
tion and  liaison  have  been  effective  with  other 
cancer  groups,  and  cross-fertilization  of  ideas 
and  programs  is  steadily  increasing. 

Acknowledgments.  The  chairman  would 
like  to  take  this  opportunity  to  officially  com- 
mend the  members  of  his  committee  and  to 
thank  them  for  their  vigorous  efforts  during 
this  past  year.  Also  we  would  like  to  thank 
Norman  S.  Moore,  M.D.,  and  Irving  L.  Ershler, 
M.D.,  for  their  help  in  our  activities  and  to 
Miss  Dorothy  Smith  we  extend  our  sincere 
appreciation  for  her  secretarial  services.  I 
would  also  like  to  mention  my  own  secretary, 
Mrs.  Patricia  Pope,  who  has  contributed  in 
many,  many  ways  to  my  ability  to  function 
effectively  as  chairman  of  this  committee. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  committee  notes  with  interest  the  report 
of  the  Cancer  Committee  and  the  programs  it 
has  inaugurated.  Cooperation  with  the  Bureau 
of  Cancer  Control  of  the  New  York  State  De- 


partment of  Health  has  continued  during  this 
year.  Dr.  Sherman  is  to  be  commended  for  a 
comprehensive  report  regarding  the  activities 
of  those  interested  in  cancer  throughout  the 
State. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Cardiovascular  Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Cardio- 
vascular Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman 

Westchester 

Joseph  T.  Doyle,  M.D Albany 

Francis  L.  Giknis,  M.D Schenectady 

David  G.  Greene,  M.D Erie 

Abraham  Jezer,  M.D Bronx 

For  the  past  two  years  this  committee  has 
communicated  by  telephone  conferences  rather 
than  meet  in  person.  There  are  many  advan- 
tages to  this  type  of  conference:  (1)  the  New 

York  Telephone  Company  arranges  to  synchro- 
nize telephones  at  the  appointed  time,  (2)  the 
format  of  the  meeting  is  simple,  (3)  it  is  con- 
venient for  the  members  since  it  does  not  in- 
volve travel  (each  member  can  be  at  his  office, 
home,  or  anywhere  else  he  wishes,  and  (4)  the 
cost  is  low.  The  conference  is  recorded,  and 
with  editing  concise  minutes  are  kept.  One 
meeting  held  by  the  committee  cost  approxi- 
mately $50  for  twenty-eight  minutes  of  tele- 
phone time.  However,  the  number  of  com- 
mittee members  should  be  small,  preferably  a 
maximum  of  six  or  seven.  The  agenda  must 
be  carefully  prepared  in  advance  and  pertinent 
material  mailed  to  each  member  prior  to  the 
meeting.  In  addition,  since  the  recording  de- 
vice cannot  distinguish  voices,  it  is  important 
for  each  speaker  to  identify  himself  by  name 
each  time  he  speaks. 

The  committee  has  been  interested  in  pro- 
grams to  train  nurses  for  coronary  care  units 
and  to  establish  guidelines  for  initial  training 
and  training  at  a later  date  to  maintain  high- 
level  efficiency.  Approximately  one  third  of 
these  nurses  are  lost  each  year  because  of 
transfer  to  other  areas,  loss  of  interest,  mar- 
riage, and  other  reasons. 

The  licensing  of  patients  with  heart  disease 
to  drive  automobiles  was  discussed  at  several 
committee  meetings.  The  chairman,  a con- 
sultant to  the  division  of  medical  services  of  the 
New  York  State  Health  Department,  reported 
that  the  division  was  preparing  recommenda- 
tions on  this  matter  for  implementation  by  the 
Commissioner  of  Motor  Vehicles. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

Your  reference  committee  reviewed  the  re- 
port of  this  committee  and  particularly  noted 
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the  program  to  train  nurses  for  coronary  care 
units  and  to  establish  guidelines  for  initial 
training  and  training  at  a later  date  to  main- 
tain high  level  efficiency. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Chronic  Pulmonary  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Chronic 
Pulmonary  Diseases  are  as  follows: 

Frank  G.  Maxon,  Jr.,  M.D.  Chairman . Albany 


Joseph  Fusco,  M.D Columbia 

Edward  H.  Robitzek,  M.D Richmond 

Marshall  H.  Williams,  Jr.,  M.D Bronx 


The  committee  met  in  May,  and  it  was  agreed 
that  the  term  chronic  pulmonary  disease  should 
include  tuberculosis  as  well  as  chronic  obstruc- 
tive pulmonary  emphysema,  chronic  bronchitis, 
asthma,  chronic  interstitial  pulmonary  fibrotic 
diseases,  and  their  acute  complications,  certain 
pulmonary  malignant  conditions,  and  others. 

The  problem  of  tuberculosis  treatment  was 
discussed,  and  it  was  recommended  unani- 
mously that  tuberculosis  treatment  be  given 
in  general  hospitals,  as  outlined  by  the  Na- 
tional Tuberculosis  and  Respiratory  Disease 
Committee.  It  was  recognized  that  problems 
in  financial  responsibility  might  develop  from 
Title  18,  Title  19,  and  the  existing  laws  of  New 
York  State  regarding  reimbursement  for  tu- 
berculosis care  and  would  require  administra- 
tive consideration.  It  was  further  recognized 
that  the  continued  magnitude  of  the  tuberculo- 
sis problem  in  the  New  York  Metropolitan  area, 
together  with  the  current  overcrowded  facili- 
ties in  general  hospitals  in  this  area,  would 
delay  the  recommendation  that  a similar  policy 
be  endorsed  for  New  York  City  as  a whole. 

The  committee  estimates  that  at  least  10  to 
15  beds  per  100,000  population  would  be  re- 
quired in  upstate  New  York  and  that  this  fig- 
ure should  be  higher  for  New  York  City. 

It  was  also  apparent  that  a significant  per- 
centage of  patients  with  acute  tuberculosis  will 
not  be  candidates  for  ambulatory  therapy,  and 
that  facilities  for  more  prolonged  custodial 
care  will  have  to  be  maintained. 

Because  of  the  peculiar  clinical  features  of 
tuberculosis,  and  the  social,  psychological,  and 
public  health  aspects,  it  is  recommended  that 
courses  in  treatment  of  tuberculosis  be  for- 
mally scheduled  in  medical  college  and  house- 
staff  training  programs.  This  could  be  given 
concurrently  with  courses  in  chest  diseases  at 
the  various  levels  of  training. 

The  committee  urges  every  university  hospi- 
tal in  the  State  to  have  a division  of  pulmo- 
nary diseases  under  the  direction  of  a medical 
specialist  in  chest  diseases  on  full-time  basis. 
There  should  be  specific  objectives  in  the  edu- 
cation program  on  diseases  of  the  chest,  in- 
cluding tuberculosis,  for  medical  students,  house 
staff,  fellows,  physicians  in  practice,  nurse 
specialists,  inhalation  therapists,  sociologists, 
technicians,  and  others.  Programs  in  all  phases 
of  pulmonary  disease,  from  the  diagnostic  and 


therapeutic  standpoint,  should  be  provided  for 
outpatient,  inpatient,  and  intensive  care  per- 
sonnel. In  the  university  setting  there  should 
be  complete  laboratory  facilities  (bacterio- 
logic,  radiologic,  and  pulmonary  physiologic). 
Complete  consultative  services,  particularly  in 
cardiology  and  thoracic  surgery,  should  be  im- 
mediately available.  Social  services  and  reha- 
bilitative support  are  essential. 

Such  an  organization  at  the  university  level 
would  provide  a focal  point  from  which  train- 
ing programs  for  regional  community  hospitals 
could  emanate  and  would  be  a training  base 
not  only  for  physicians  but  for  the  essential 
paramedical  groups.  Furthermore,  represent- 
atives from  such  centers  could  be  available  to 
community  hospitals  in  planning  for  expansion 
or  development  of  pulmonary  disease  facilities. 
The  community  problem  could  be  analyzed  and 
appropriate  advice  for  this  type  of  hospital 
could  be  offered  and  expedited.  It  might  be 
well  to  consider  an  outline  of  standards  or 
various  classifications  of  community  hospitals 
which  would  provide  helpful  guidelines. 

Any  program  or  sophisticated  planning  of 
diagnostic  and  therapeutic  expansion  in  a com- 
munity hospital  would  be  most  effective  if  two 
or  more  members  of  the  attending  staff  were,  or 
would  become,  well  informed  on  chest  diseases. 
This  is  essential  for  supervising  technical  and 
other  paramedical  personnel,  interpreting 
physiologic  and  other  studies,  and  in  directing 
intensive  respiratory  care  on  a consultation  ba- 
sis. This  can  best  be  carried  out  in  the  smaller 
community  hospital  on  a rotation  basis  using 
the  “unit  physician”  plan.  In  this  plan  the 
physician  supervising  and  interpreting  the  pul- 
monary function  studies  acts  as  the  consultant 
in  intensive  respiratory  care  during  his  tour  on 
service.  Furthermore,  any  community  hospital 
developing  an  intensive  respiratory  care  facil- 
ity must  have  an  adequate  basic  corps  of  lab- 
oratory, technical,  and  ancillary  personnel,  in 
addition  to  reliable  and  effective  equipment.  It 
is  urged  that  effective  programs  for  training  of 
such  specialized  personnel  be  expanded  in  a 
practical  manner.  Current  experience  suggests 
that  this  may  effectively  be  accomplished  by  on- 
the-job  training  programs  and  that  a specific 
academic  knowledge  need  not  be  a necessity. 

A program  for  subsidizing  practicing  physi- 
cians to  gain  experience  at  the  university-hos- 
pital level  to  apply  to  their  work  in  community 
hospitals  should  be  developed.  Professional 
nursing  and  technical  personnel  from  an  es- 
tablished center  should  be  made  available  to 
the  community  hospital  to  provide  advice  in 
strengthening  programs.  This  leads  to  other 
recommendations,  such  as  visits  extending  over 
several  days  by  a consultant  physician  who 
specializes  in  chest  diseases  to  the  staff  of  a 
community  hospital.  The  development  of  a 
locum  tenens  system  for  the  community  physi- 
cian who  elects  to  spend  time  at  a university 
center  is  worth  considering. 

This  committee  is  concerned  with  the  increas- 
ing tendency  of  departments  of  radiology  to  im- 
pose restrictions  on  chest  physicians  in  per- 
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forming  chest  fluoroscopy,  personally  reviewing 
chest  x-ray  films,  and  ordering  specific  radio- 
logic  examination  procedures  in  certain  hospi- 
tals. The  committee  feels  that  since  the  physi- 
cian who  specializes  in  chest  diseases  has  a de- 
tailed evaluation  of  the  patient,  he  is  in  the  best 
position  to  decide  on  and  evaluate  the  appropri- 
ate radiologic  procedures.  This  trend  should 
be  brought  to  the  attention  of  the  component 
county  medical  societies  and  through  them  to 
the  chairmen  of  staffs  of  the  hospitals  in  which 
this  situation  exists.  It  is  further  suggested 
that  these  views  would  apply  to  other  subspe- 
cialty practices,  such  as  gastroenterology,  car- 
diology, biology,  neurology,  and  others. 

It  is  recommended  that  the  State  Medical  So- 
ciety obtain  information  from  the  chairmen  of 
the  departments  of  medicine  in  each  medical 
college  in  New  York  State  regarding  teaching 
programs  on  diseases  of  the  chest  for  medical 
students,  house  officers,  and  fellows.  These  pro- 
grams already  may  be  available  through  the 
New  York  State  Tuberculosis  and  Respiratory 
Disease  Association. 

It  is  further  recommended  that  the  New  York 
State  Tuberculosis  and  Respiratory  Disease  As- 
sociation, through  its  affiliates,  obtain  a survey 
of  the  current  diagnostic  facilities  available  in 
the  general  hospitals  in  New  York  State,  in- 
cluding New  York  City. 

It  became  obvious  to  the  committee  that  their 
interests,  aims,  and  recommendations  do  paral- 
lel those  of  the  New  York  Trudeau  Society 
(medical  section  of  the  New  York  State  Tuber- 
culosis and  Respiratory  Disease  Association), 
of  the  New  York  Chapter  of  the  American  Col- 
lege of  Chest  Physicians,  and,  particularly,  of 
the  Regional  Medical  Programs  and  their  con- 
sulting committees  in  pulmonary  disease.  It  is 
recommended  that  representatives  of  all  these 
groups  be  brought  together  to  avoid  fragmen- 
tation of  effort  in  developing  the  many  facets  of 
a successful  program  on  pulmonary  disease. 
This  committee  feels  that  the  State  Medical  So- 
ciety, hopefully  with  the  endorsement  of  the 
Commissioner  of  Health  of  the  State  of  New 
York,  could  effectively  coordinate  such  a con- 
ference. 

Respectfully  submitted, 

Frank  C.  Maxon,  Jr.  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  reference  committee  commends  the  Com- 
mittee on  Chronic  Pulmonary  Diseases  for  its 
alertness  regarding  the  care  of  diseases  of  the 
chest  including  tuberculosis.  It  is  noted  that 
the  committee  urges  every  university  hospital 
in  the  State  to  have  a division  of  pulmonary 
diseases  under  the  direction  of  a medical  spe- 
cialist in  chest  diseases  on  a full-time  basis. 
Such  an  organization  at  the  university  level 
would  provide  a focal  point  from  which  training 
programs  for  regional  community  hospitals 
could  emanate  and  would  be  a training  base 


not  only  for  physicians,  but  for  the  essential 
paramedical  groups. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Comprehensive  Health  Planning 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Compre- 
hensive Health  Planning  are: 

Waring  Willis,  M.D.,  Chairman. Westchester 


Dallas  E.  Billman,  M.D Steuben 

Bruce  E.  Chamberlain,  M.D Onondaga 

G.  Rehmi  Denton,  M.D Albany 

Kenneth  H.  Eckhert,  M.D Erie 

Ralph  S.  Emerson,  M.D Nassau 

Gerald  L.  Glaser,  M.D Monroe 

George  Himler,  M.D New  York 

T.  D.  Pemrick,  M.D Rensselaer 

Joseph  F.  Shanaphy,  M.D Richmond 

Edward  Siegel,  M.D Clinton 

Richard  E.  Sullivan,  M.D Broome 

Lester  R.  Tuchman,  M.D New  York 

George  T.  C.  Way,  M.D Dutchess 


Through  the  medium  of  this  committee,  the 
State  Medical  Society  has  attempted  over  the 
last  eighteen  months  to  educate  the  physicians 
of  the  State  concerning  the  extent  and  im- 
portance of  the  provisions  of  PL  89-749.  The 
committee  also  has  attempted  to  supervise  the 
involvement  of  physicians  by  providing  infor- 
mation, support,  and  direction  to  the  county 
medical  societies.  Since  most  of  the  county 
medical  societies  of  the  State  are  now  involved 
to  some  degree  in  this  planning,  the  committee 
feels  that  its  efforts  have  been  reasonably  suc- 
cessful. 

At  the  present  time,  most  of  the  regional 
plans  have  already  received  the  endorsement  of 
the  State  Comprehensive  Health  Planning  Com- 
mission, some  have  been  funded  by  the  Federal 
government  for  organizational  activities,  and 
a few  have  not  as  yet  been  approved.  Few,  if 
any,  have  received  operational  grants. 

This  period  of  organization  is  an  important 
time  for  all  groups  interested  in  taking  part  in 
comprehensive  health  planning.  Unless  the 
component  groups  are  present  and  active  and 
unless  organizational  relationships,  structures, 
and  benefits  are  carefully  designed  during  this 
period,  many  groups  will  find  that  they  have 
little  influence  during  the  period  of  operational 
activities.  It  is  during  this  formative  time, 
then,  that  physicians  should  give  maximum  co- 
operation to  establish  close  relationships. 

The  following  5 agencies  have  been  recog- 
nized as  regional  representatives  by  the  State 
Health  Planning  Commission  and  have  been 
funded  by  Federal  organizational  grants: 

1.  Western  New  York  (6  counties) : Erie, 

Niagara,  Genesee,  Wyoming,  Chautauqua,  and 
Cattaraugus ; 

2.  Ontario,  or  Genesee,  region  (11  counties)  : 
Orleans,  Monroe,  Wayne,  Livingston,  Ontario, 
Seneca,  Yates,  Allegany,  Steuben,  Schuyler, 
and  Chemung; 

3.  Central  New  York,  or  so-called  Chips 


I486  New  York  State  Journal  of  Medicine  / June  1,  1970 


(Community  Health  Information  and  Planning 
Council),  (5  counties):  Cayuga,  Onondaga, 

Cortland,  Madison,  and  Oswego; 

4.  Nassau-Suffolk  area;  and 

5.  New  York-Pennsylvania  region,  Tioga  and 
Broome  in  New  York  and  Bradford  and  Sus- 
quehanna in  Pennsylvania. 

In  addition,  the  following  regions  have  been 
approved  but  are  waiting  for  Federal  review 
and  grants: 

1.  The  Coordinating  Council  (five  counties 
of  the  City  of  New  York),  through  the  city- 
government  sponsored  plan,  has  been  approved 
by  the  Commission  in  the  hope  that  they  will 
be  able  to  draw  essential  support  from  the  five 
counties  comprising  the  First  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
and  the  Hospital  Review  and  Planning  Council. 

2.  The  Tompkins  and  Chenango  area  is  in 
the  process  of  making  a decision  on  whether  or 
not  to  join  New  York  10  or  Chips. 

3.  The  northern  region,  which  includes  the 
Counties  of  Franklin,  Clinton,  St.  Lawrence, 
and  Hamilton  are  still  preparing  applications 
for  organizational  grants. 

4.  The  Herkimer  and  Oneida  area  received 
approval  by  the  Commission  but  is  awaiting 
Federal  review. 

5.  In  the  Albany  area,  which  includes  Scho- 
harie, Albany,  Rensselaer,  Columbia,  Otsego, 
Delaware,  Green,  Schenectady,  Montgomery, 
and  Fulton,  the  application  of  the  Hospital  Re- 
view and  Planning  Council  has  been  disap- 
proved. Several  counties  are  meeting  at  the 
present  time,  and  it  seems  that  this  area  will 
break  up  into  smaller  regional  areas  of  three 
or  four  counties.  As  a matter  of  fact,  Sara- 
toga, Warren,  and  Washington  Counties  are 
now  meeting  to  form  a smaller  regional  group. 

6.  Each  county  of  the  Mid-Hudson  Region, 
consisting  of  Sullivan,  Ulster,  Dutchess,  Or- 
ange, Putnam,  Rockland,  and  Westchester,  has 
plans  under  way,  but  there  is  a reluctance  to 
cooperate  because  of  fear  that  well-organized 
and  more  populated  Westchester  County  may 
dominate  the  region.  At  present  consideration 
is  being  given  to  Rockland  and  Westchester 
forming  a regional  group  in  the  lower  part  of 
the  area  and  the  northern  counties  cooperating 
together. 

From  this  list,  one  can  see  that  there  are 
still  several  hurdles  to  clear  before  all  areas  in 
the  State  are  embarked  on  an  organizational 
effort.  However,  progress  is  being  made  with 
increasing  speed. 

This  committee  will  continue  its  communica- 
tions and  efforts  through  the  organizational 
phase  into  the  operational  phase  so  that  the 
voice  of  the  physician  will  be  recorded  on  all 
matters  affecting  health  care. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 


While  the  committee  had  no  meeting  this 
year,  the  impetus  resulting  from  regional  meet- 
ings on  comprehensive  health  planning  last 
year  carried  over  to  the  extent  that  most  county 
medical  societies  have  become  involved,  whether 
or  not  they  are  a part  of  a designated  agency. 
The  committee  continues  to  give  guidance  to 
any  county  society  requesting  assistance. 

Two  regional  hospital  review  and  planning 
councils,  that  is  the  Western  New  York  and  the 
Rochester  Councils,  have  merged  with  the  des- 
ignated Comprehensive  Health  Planning  agency 
of  the  area. 

The  committee  now  awaits  the  outcome  of  the 
possible  merger  of  Public  Law  239  and  Public 
Law  747  which,  if  it  happens,  will  change  the 
role  this  committee  will  play  in  the  future. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Data  Processing  in  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Data 
Processing  in  Medicine  are  as  follows: 

William  A.  Bauman,  M.D.,  Chairman 

New  York 

William  J.  Burke,  M.D Westchester 

Samuel  R.  Burnett,  M.D Schenectady 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Terence  W.  Murphy,  M.D New  York 

Leon  Pordy,  M.D New  York 

Charles  Weller,  M.D Westchester 

Robert  K.  Ausman,  M.D.,  Adviser Erie 

William  J.  Mueller,  Adviser Onondaga 

During  the  year  the  committee  has  been  ac- 
tive in  several  areas.  A Session  on  Data  Proc- 
essing was  presented  at  the  annual  meeting 
of  the  State  Medical  Society  held  in  February, 
1969.  Despite  inclement  weather,  approxi- 
mately 50  people  attended  the  session. 

During  the  year  we  participated  in  medical 
society  meetings  in  upstate  New  York  and  Long 
Island.  We  have  been  invited  to  conferences 
on  the  relationship  of  computers  to  medicine 
and  have  reviewed  articles  for  publication. 

The  committee  held  its  business  meeting  on 
May  27  at  New  York  University  Medical 
School.  The  committee  will  participate  in  the 
1970  annual  meeting  of  the  State  Medical  So- 
ciety as  sponsors  of  the  session  on  Computers 
in  Medicine.  In  addition,  the  committee  is  co- 
ordinating exhibits  for  medical  data  processing 
at  this  meeting. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  reference  committee  read  this  report 
with  interest  and  recommends  that  physicians 
become  involved  in  the  design  and  utilization  of 
data  processing  in  medicine.  Your  reference 
committee  noted  the  increase  in  the  number  of 
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medical  computer  systems  in  the  scientific  ex- 
hibits at  this  convention. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Disaster  Medical  Care  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Disaster 
Medical  Care  are  as  follows : 

Irving  G.  Frohman,  M.D.,  Chairman.  Queens 


William  G.  Abel,  M.D Suffolk 

Robert  C.  Kessler,  M.D Monroe 

Patrick  E.  O’Hara,  M.D Broome 

Russell  W.  Greenhalgh,  M.D Onondaga 


The  committee  met  in  June,  and  the  recent 
history  of  this  committee  was  reviewed.  The 
re-establishment  of  the  committee  by  action  of 
the  1969  House  of  Delegates  supports  the  AMA 
position  that  state  societies  should  maintain 
liaison  between  national  and  county  medical 
societies  and  the  practicing  physicians.  A sup- 
plementary report  to  the  1968  House  of  Dele- 
gates regarding  a survey  of  county  medical 
societies  stated  that  out  of  32  county  medical 
societies  24  had  civil  defense  or  disaster  medi- 
cal care  committees.  It  should  be  noted,  how- 
ever, that  several  of  the  61  counties  involved 
have  combined  facilities.  Ten  counties  reported 
that  they  cooperate  with  local  civil  defense  offi- 
cials in  coordinated  activities.  This  would  indi- 
cate that  those  officials  regard  hospital  and 
ambulance  services  as  the  major  health  re- 
sources in  disasters  rather  than  the  34,000 
practicing  physicians. 

Recent  activities  of  the  committee  are  as 
follows : 

1.  On  April  12,  your  chairman  participated 
in  a meeting  of  the  Emergency  Medical  Care 
Institute  for  Associate  Degree  Colleges  at  the 
Upstate  Medical  Center,  Syracuse. 

2.  Your  chairman  revised  the  “Tear  Gas 
Advisory”  which  was  published  in  the  1969 
issue  of  Current  Therapy  by  adding  “CS,”  a 
more  active  tear  gas  and  less  toxic  lachrymator 
than  chloracetphenone  and  Chemical  Mace. 
This  added  information  appeared  in  the  1969 
reprints  and  will  also  appear  in  the  1970  issue 
of  Current  Therapy. 

3.  On  May  12  Rochester  had  a city-wide 
disaster  drill  in  which  the  Medical  Society  of 
the  County  of  Monroe  participated.  Dr.  Kessler 
supplied  the  1968-1969  Bulletin  and  Annual 
Directory  of  the  Seventh  District  Branch, 
which  contains  such  items  as  Physicians  Pro- 
cedure During  Disaster,  Medical  Stockpiles, 
Blood  Collection,  and  Depots  Civil  Defense  In- 
formation. The  radio  nets  and  alerting  sys- 
tems are  outstanding. 

4.  On  May  17  Genessee  County  Medical  So- 
ciety, under  the  direction  of  Joseph  Diasio, 
M.D.,  chairman,  Disaster  Committee,  staged 
a mock  airplane  crash  at  Genesee  County  Air- 
port in  which  149  victims  were  to  be  treated. 

5.  May  28  a program  on  “Disaster  Medical 
Care  Planning  for  the  City  of  New  York”  was 
presented  at  New  York  University.  Certain 
facts  were  pointed  out,  namely,  that  the  18,600 


physicians  in  New  York  City  represented  a 
health  resource  that  should  be  included,  in  addi- 
tion to  hospitals,  in  medical  disaster  planning 
programs,  that  Health  Department  personnel 
might  find  it  difficult  to  reach  their  assigned 
posts  of  duty  at  aid  stations  and  neighborhood 
care  centers,  and  that  more  than  200  body  bags 
should  be  available  for  use  by  the  New  York 
City  Police  Department. 

On  July  16,  in  conjunction  with  the  AMA 
meeting  a program  was  presented  on  “Aircraft 
Disaster”  and  involved  six  related  topics.  At 
the  meeting  the  U.S.  Atomic  Energy  Commis- 
sion distributed  the  1969  issue  of  Emergency 
Handling  of  Radiation  Accident  Cases  for 
Physicians,  Nurses,  Hospital  Administrators, 
and  Ambulance  Rescue  Squads.  Copies  of 
these  booklets  can  be  obtained  from  Atomic 
Energy  Commission,  New  York  Operations 
Office,  376  Hudson  Street,  New  York,  New 
York  10014. 

On  July  23  a city-wide  disaster  exercise  was 
held  in  Syracuse. 

An  incidental  matter  of  interest  came  to 
light  at  our  June  25  meeting;  the  three-county 
medical  societies  of  Monroe,  Onondaga,  and 
Queens  had  independently  concluded  that  over- 
all the  best  utilization  of  physicians  in  disasters 
would  be  for  them  to  serve  in  their  communities 
until  summoned  elsewhere. 

The  following  recommendations  were  made: 

1.  The  editorial,  “Role  of  the  Physician  in 
Disaster  Medicine,”  which  appeared  in  the 
August  15,  1966  issue  of  the  New  York  State 
Journal  of  Medicine,  should  be  reprinted  an- 
nually. 

2.  The  Bureau  of  Emergency  Medical  Serv- 
ices of  the  New  York  State  Department  of 
Health  be  requested  to  advise  county  officials 
concerned  with  disaster  programs  that  coordi- 
nation with  county  medical  societies  on  medical 
aspects  might  be  fruitful. 

3.  Disaster  medical  care  is  an  ongoing  ac- 
tivity of  the  AMA,  requiring  liaison  between 
state  and  county  medical  societies  and  the  prac- 
ticing physicians.  To  effect  such  liaison, 
county  medical  societies  or  groups  of  medical 
societies  should  establish  appropriate  commit- 
tees. 

4.  The  potential  of  disaster  inherent  when 
large  numbers  of  people  gather  at  camp-out 
sites  is  worthy  of  note.  Certainly  state  and  local 
health  authorities  should  be  made  aware  of  any 
planned  gathering. 

The  local  county  health  officer  and  medical 
society  were  not  officially  notified  about  a 
Queens  County  three-day  Scout-O-Ree  for 
30,000  boys,  and  the  casualty  rate  was  about 
0.8  per  cent.  Also  on  one  day  75,000  to  80,000 
persons  were  in  Central  Park  in  August;  a 
three-day  music  festival  brought  a field  army 
of  460,000,  mostly  campers,  to  the  small  Sulli- 
van County  community  of  Bethel.  The 
casualty  rate  was  over  1 per  cent  with  two, 
and  possibly,  four  deaths. 

It  would  appear  that  if  current  regulations 
are  not  applicable,  the  State  Medical  Society 
should  recommend  the  introduction  of  ap- 
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propriate  legislation  to  insure  larger  camp- 
sites. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

Disaster  Medical  Care  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

When  editorial  action  deletes  a comma  sepa- 
rating distinct  entities,  this  can  be  forgiven. 
When  editorial  omission  of  wording  changes  the 
context,  anguish  results.  But  when,  without 
consultation  with  the  signer  of  a report,  rec- 
ommendations are  changed  to  a diametrically 
opposite  and  ridiculous  position,  a corrective 
supplementary  report  is  necessitated. 

The  fourth  recommendation,  page  154,  New 
York  State  Journal  of  Medicine,  January  1, 
is  disclaimed  with  gusto,  and  the  following  is 
submitted : 

“4.  The  potential  for  disaster  inherent  in  the 
gathering  of  unusually  large  numbers  of  people 
at  camp-out  sites,  is  worthy  of  note.  Certainly, 
state  and  local  health  officers,  and  involved 
medical  facilities  should  be  parties  to  the  plan- 
ning for  camp-outs  of  large  scope.” 

The  local  county  health  officer  and  medical 
profession  were  not  officially  made  aware  in 
June  of  a three-day  Queens  County  Scout-O- 
Ree  for  30,000  boy  scouts.  There  was  about  an 
0.8  per  cent  casualty  rate.  In  August,  the 
three-day  Woodstock  Music  Festival  brought 
some  460,000  people,  the  equivalent  of  a field 
army,  to  the  small  Sullivan  County  Community 
of  Bethel.  The  casualty  rate  was  over  1 per 
cent,  with  two,  and  possibly  four  deaths  due  to 
drugs. 

If  current  regulations  are  not  adequate,  the 
Medical  Society  of  the  State  of  New  York, 
through  the  Committee  on  Preventive  Medicine, 
should  sponsor  the  introduction  of  appropriate 
legislation  leading  to  adequate  control  and  su- 
pervision of  large  camp  areas  and  unusually 
large  numbers  of  campers. 

Subsequent  to  submission  of  these  matters, 
R.  W.  Greenhalgh,  M.D.,  Syracuse  member  of 
this  committee,  submitted  a collection  of  valu- 
able critiques  by  hospitals  engaged  in  the  city- 
wide Syracuse  disaster  drill  held  on  June  23, 
1969.  The  subject  matter  could  well  apply  to 
any  hospital  confronted  with  a disaster  situa- 
tion. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  chairman  of  the  Disaster  Medical  Care 
Committee  has  properly  requested  the  deletion 
of  the  fourth  recommendation  of  his  annual 
committee  report  submitted  to  the  House  of 
Delegates  and  published  in  the  New  York 
State  Journal  of  Medicine,  January  1,  1970, 
issue.  The  report,  as  amended,  should  read  as 
follows : 


“4.  The  potential  for  disaster  inherent  in  the 
gathering  of  unusually  large  numbers  of  people 
at  camp-out  sites  is  worthy  of  note.  Certainly, 
state  and  local  health  officers,  and  involved 
medical  facilities  should  be  parties  to  the  plan- 
ning for  camp-outs  of  large  scope. 

‘‘The  local  county  health  officer  and  medical 
profession  were  not  officially  made  aware  in 
June  of  a three-day  Queens  County  Scout-O- 
Ree  for  30,000  boy  scouts.  There  was  about  an 
0.8  per  cent  casualty  rate.  In  August,  the 
three-day  Woodstock  Music  Festival  brought 
some  460,000  people,  the  equivalent  of  a field 
army,  to  the  small  Sullivan  County  community 
of  Bethel.  The  casualty  rate  was  over  1 per 
cent,  with  two,  and  possibly  four,  deaths  due  to 
drugs. 

“If  current  regulations  are  not  adequate,  the 
Medical  Society  of  the  State  of  New  York, 
through  the  Committee  on  Preventive  Medicine, 
should  sponsor  the  introduction  of  appropriate 
legislation  leading  to  adequate  control  and  su- 
pervision of  large  camp  areas  and  unusually 
large  numbers  of  campers. 

“Subsequent  to  submission  of  the  above  mat- 
ters, R.  W.  Greenhalgh,  M.D.,  Syracuse  member 
of  this  committee,  submitted  a collection  of 
valuable  critiques  by  hospitals  engaged  in  the 
city-wide  Syracuse  disaster  drill  held  on  June 
23,  1969.  The  subject  matter  could  well  apply 
to  any  hospital  confronted  with  a disaster  situ- 
ation.” 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 


Forensic  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Forensic 
Medicine  are  as  follows: 

Milton  Helpern,  M.D.,  Chairman.  .New  York 


Victoria  A.  Bradess,  M.D Westchester 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Herbert  Lansky,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Valentino  D.  B.  Mazzia,  M.D New  York 

John  C.  Sherman,  M.D Schenectady 

Arthur  A.  Stein,  M.D Albany 


A meeting  of  the  committee  was  held  on  July 
18. 

In  1967,  the  committee  had  voted  to  start  a 
pilot  study  in  the  Rochester  area  of  the  feasi- 
bility of  setting  up  a medical  examiner  system 
on  a district  basis  to  provide  an  effective  of- 
ficial service  for  a group  of  contiguous  coun- 
ties. The  committee  member  who  was  assigned 
to  do  this  relinquished  his  official  post  as  medi- 
cal examiner  before  this  study  could  be  com- 
pleted. It  wTas  the  consensus  of  the  committee 
that  a State  medical  examiner  system  was  not 
feasible,  but  that  a State-wide  system  on  a 
district  basis  with  the  districts  corresponding 
to  the  district  branches  of  the  State  Medical 
Society  or  the  judicial  districts,  might  be  and, 
therefore,  should  be  investigated.  Everyone 
was  of  the  opinion  that  eventually  the  coroner 
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system  should  be  replaced  throughout  the  State, 
but  that  the  major  difficulty  in  this  regard  is 
the  scarcity  of  interested  and  qualified  trained 
physicians,  pathologists,  and  other  scientific 
personnel  willing  to  take  on  the  responsibility 
of  this  important  work. 

The  committee  again  discussed  the  urgent 
need  for  trained  medical  examiners.  Physi- 
cians do  not  appear  to  be  interested  in  becom- 
ing anatomical  pathologists  as  evidenced  by 
the  large  number  of  unfilled  residencies  in  this 
specialty  throughout  the  country.  Because  of 
this  there  exists  a serious  shortage  of  pathol- 
ogists available  for  the  subspecialty  of  foren- 
sic pathology,  and  few  physicians  are  seriously 
interested  in  the  investigative  aspects  of  sud- 
den, suspicious,  and  violent  deaths.  The  sub- 
jects of  Forensic  Medicine  and  Pathology  are 
neglected  in  most  medical  schools  where  inter- 
est in  these  important  specialties  should  origi- 
nate and  be  fostered,  in  line  with  the  growing 
emphasis  now  being  placed  on  community  med- 
icine. Medical  examiners  have  been  practicing 
community  medicine  and  public  health  for 
years;  for  example,  in  their  responsibility  for 
the  detection  of  the  increasing  number  of 
deaths  arising  out  of  narcotic  addiction  and 
deaths  from  ingestion  of  labeled  and  unlabeled 
poisons  and  other  hazards  in  the  home  and  in 
industry. 

Medical  investigators  are  also  in  short  sup- 
ply, and  the  need  for  such  physicians  is  great 
and  urgent.  Although  trained  physicians  are 
desirable  because  of  the  medical  aspects  of  sud- 
den, suspicious,  and  violent  deaths,  the  present 
inability  to  recruit  such  persons  may  compel 
the  training  and  employment  of  lay  persons 
for  this  work.  This  is  actually  a regressive 
step,  but  if  it  must  be  taken,  adequate  career 
training  will  have  to  be  provided  for  them  in 
accredited  training  centers.  Perhaps  the  com- 
munity colleges  could  be  utilized  for  such 
courses,  and  the  recruitment  might  come  from 
the  ranks  of  former  hospital  corpsmen,  police 
officers,  and  others  with  a genuine  interest  in 
this  type  of  work. 

There  was  considerable  discussion  on  causes 
of  operating  room  deaths  and  the  need  for  of- 
ficial investigation  of  these  deaths  as  well  as 
those  occurring  during  diagnostic  and  thera- 
peutic procedures.  The  operating  room  deaths 
should  be  investigated  at  the  hospital  immedi- 
ately after  the  occurrence  by  a disinterested 
anesthesiologist  working  out  of  a medical  ex- 
aminers office  to  provide  the  basis  for  a valid 
correlative  study  of  circumstances  and  autopsy 
findings  as  the  latter  alone  are  usually  nonre- 
vealing. 

The  committee  agreed  that  reports  from 
medical  examiners’  and  coroners’  reports,  with 
the  exception  of  those  concerned  with  deaths 
from  criminal  violence,  should  be  made  avail- 
able to  interested  parties.  The  criminal  case 
records  are  only  to  be  released  with  the  per- 
mission of  the  appropriate  district  attorney  to 
whom  they  are  initially  reported. 

In  trying  to  provide  some  solution  to  the 
over-all  problem,  the  committee  is  sending  out 


a questionnaire  similar  to  the  one  circulated 
nationally  by  the  National  Association  of  Med- 
ical Examiners  to  all  the  counties  in  the  State 
to  determine  the  number  of  deaths  being  re- 
ported for  official  investigation  out  of  the  total 
number  of  deaths,  the  facilities  and  type  of 
investigation  being  carried  out,  and  the  budget- 
ary provisions.  A report  of  this  survey  will 
be  prepared.  Preliminary  data  indicate  that 
deaths  resulting  from  narcotic  addiction  and 
from  alcoholism,  of  importance  to  the  public 
health,  are  being  reported  unevenly  and  incom- 
pletely not  only  in  the  State  of  New  York  but 
nationally.  There  is  considerable  lack  of  uni- 
formity in  the  reporting  of  the  causes  of  such 
deaths,  and  it  is  difficult  to  obtain  reliable  sta- 
tistics of  their  incidence. 

Official  medicolegal  autopsies  are  being  per- 
formed improperly  or  not  at  all  even  when 
clearly  indicated,  and  in  cases  of  violent  and 
nonviolent  death  the  causes  are  often  obscured 
or  incorrectly  stated.  The  difficulty  even  in 
the  cases  of  obvious  criminally  violent  deaths 
arises  mainly  because  of  the  shortage  of  quali- 
fied physicians  and  pathologists  to  perform 
these  postmortem  investigations  and  autopsies, 
many  of  which  are  being  done  poorly.  Profes- 
sional work  in  this  area  must  be  thorough  and 
carried  out  with  understanding  of  the  problems 
involved.  In  addition  to  the  types  of  death 
mentioned,  deaths  caused  by  motor  vehicle  ac- 
cidents, “crib  deaths,”  and  those  with  obscure 
causes  should  be  routinely  investigated  and  au-  \ 
topsies  performed. 

The  committee  recognized  that  the  increas- 
ing difficulty  in  recruitment  of  pathologists  for 
official  work  also  resulted  from  the  competition 
of  hospitals  and  private  laboratories  for  these 
specialists’  services.  The  government  at  pres- 
ent cannot  offer  the  attractive  salaries  or  in- 
comes which  pathologists  receive  from  nonof- 
ficial employment  and  practice. 

Although  it  may  become  necessary  to  train 
paramedical  personnel  for  initial  investigation 
work,  it  was  re-emphasized  that  ideally  the  best 
investigative  work,  at  the  scene  of  sudden, 
suspicious,  or  violent  death,  is  done  by  a physi- 
cian trained  and  qualified  to  make  a medical 
evaluation  and  judgment  of  the  circumstances, 
the  signs  of  death,  and  the  need  for  an  autopsy, 
and  that  medicolegal  autopsies  should  be  per- 
formed by  qualified  forensic  pathologists  em- 
ployed in  an  official  capacity  with  a thorough 
knowledge  of  the  circumstances  of  the  case. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  of  this  committee  was  read  by  the 
reference  committee  with  great  interest.  Dr. 
Helpern  attended  the  meeting  of  the  reference 
committee  and  reiterated  his  statement  regard- 
ing the  serious  shortage  of  qualified  forensic 
pathologists  and  physicians  interested  in  the 
investigative  aspects  of  sudden,  suspicious,  and 
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violent  deaths.  Every  effort  should  be  made  to 
encourage  medical  students  to  enter  this  field. 

The  committee  wishes  to  thank  Dr.  Helpern 
for  attending  this  session. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

General  Practice 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  General 
Practice  are  as  follows : 

George  Liberman,  M.D.,  Chairman . . . .Kings 

G.  Alex  Galvin,  M.D Tompkins 

Joseph  F.  Palmieri,  M.D Suffolk 

Joseph  B.  Robinson,  M.D Albany 

Samuel  Wagreich,  M.D Bronx 

Intra-Commission  Relationships.  The  gen- 
eral practitioner  continues  to  manifest  his  deep 
and  continued  interest  in  all  aspects  of  public 
health  and  his  willingness  to  actively  cooperate 
with  the  appropriate  committees  of  this  Com- 
mission in  such  areas  as  drug  abuse,  narcotic 
addiction,  pollution,  industrial  and  occupational 
health,  auto  safety,  cancer  prevention,  mental 
health,  and  others.  If  desired,  we  would  be 
pleased  to  recommend  interested  and  knowl- 
edgeable general  practitioners  for  appointment 
to  the  various  committees. 

Sex  Education  in  Schools.  We  support  the 
concept  of  health  education,  including  sex  edu- 
cation, being  a required  course  of  study  in  our 
schools  as  it  is  in  the  interest  of  better  public 
health. 

Medicaid  Program.  The  Medicaid  Program, 
as  a major  public  health  program,  can  best 
serve  the  public  by  providing  quality  medical 
care  and  insuring  the  participation  of  physi- 
cians by  setting  reasonable  and  realistic  fee 
schedules.  It  cannot  be  served  by  government 
agencies  taking  unilateral  action  to  create  fee 
schedules  which  make  it  impossible  for  par- 
ticipating physicians  to  continue  to  render  qual- 
ity medical  care.  We  support  the  efforts  of  the 
State  Medical  Society  to  resolve  the  problems 
inherent  in  the  implementation  of  this  program. 
We  applaud  the  intent  of  the  State  Medical 
Society  to  explore  actively  the  legality  of  the 
Medicaid  Law  in  New  York  State. 

Peer  Review.  We  believe  that  the  public  can 
be  served  by  Federal  and  State  legislation  that 
will  provide  immunity  from  suits  for  libel  and 
defamation  of  character  to  physicians  and  med- 
ical societies  participating  in  utilization  or  peer 
review  committees  in  third  party  medical  pro- 
grams. 

Medical  Manpower.  The  availability  of  medi- 
cal manpower  for  underprivileged  areas  con- 
tinues to  be  a matter  of  serious  concern.  The 
greatest  demand  seems  to  be  for  more  general 
practitioners.  The  active  and  meaningful  par- 
ticipation of  all  our  medical  schools  in  a pro- 
gram that  ■would  concentrate  specifically  on  ed- 
ucating more  general  practitioners  could  help 
fill  this  need.  Accordingly,  and  as  a corollary 
to  the  Conklin  Law  which  mandates  the  estab- 
lishment of  clinical  departments  of  general 


practice  or  family  practice  in  our  State  sup- 
ported medical  schools,  we  should  petition  the 
New  York  State  Legislature  to  extend  the  law 
to  include  all  medical  schools  and  to  mandate 
the  establishment  of  departments  of  general 
practice  or  family  practice  in  community  hos- 
pitals and  medical  centers.  These  departments 
should  be  organized  by  general  practitioners 
who  would  be  responsible  for  administration  of 
the  program  as  well  as  patient  care.  We  must 
impress  our  medical  schools  with  the  fact  that 
a significant  part  of  their  function  is  to  pro- 
duce practicing  physicians. 

The  New  York  State  Academy  of  General 
Practice  is  presently  preparing  a list  of  sug- 
gested changes  in  medical  school  curriculum  to 
help  implement  the  establishment  of  clinical 
departments  of  family  practice  in  our  State- 
supported  medical  schools.  The  first  approved 
family  practice  resident-training  program  in 
New  York  City  has  been  established  at  the 
Lutheran  Medical  Center  in  Brooklyn.  There 
are,  of  course,  many  such  approved  programs 
throughout  New  York  State. 

Other  programs  that  merit  consideration  in 
our  efforts  to  resolve  the  medical  manpower 
problem  are  as  follows: 

1.  To  make  available  a tax  credit  ($20,000), 
similar  to  Federal  loans  to  medical  schools,  to 
physicians  who  choose  to  practice  in  an  area 
deemed  to  be  medically  underprivileged. 

2.  To  amend  selective  service  legislation  so 
that,  after  the  military  has  fulfilled  its  require- 
ments for  manpower,  interested  physicians  can 
substitute  two  years  of  professional  service  in 
a medically  underpriviledged  area  to  satisfy  the 
required  military  service. 

The  following  statement  in  a report  by  Leo 
Swirsky,  M.D.,  chairman,  Ad  Hoc  Committee 
on  Medical  Manpower — Urban,  of  the  New 
York  State  Academy  of  General  Practice,  shows 
that  the  New  York  City  health  authorities  are 
totally  resistant  to  the  introduction  of  new 
methods  of  providing  medical  care  to  people  in 
underprivileged  areas: 

My  personal  efforts  in  Brooklyn  may  serve 
to  illustrate  the  problem  and  some  of  the  var- 
ious difficulties.  In  response  to  a mailing  to 
our  Brooklyn  membership  asking  if  they 
would  work  part  time  in  any  area  designated 
as  medically  deprived,  I received  by  return 
mail  150  affirmative  answers  with  no  strings 
attached.  All  they  wanted  to  know  was  when 
and  where.  I then  set  about  to  try  to  find  out 
who  needed  150  doctors  and  to  my  amazement 
found  no  takers.  All  the  medical  groups  that 
•were  approached  had  no  suggestions.  Fi- 
nally, an  appointment  was  arranged  with  the 
New  York  City  Health  Services  Department. 
A letter  was  sent  to  me  giving  certain  cri- 
teria, including  one  stating  that  the  doctors 
■would  have  to  be  on  a full-time  basis.  Of 
course,  we  could  not  provide  150  doctors  for 
full-time  service  and  so  could  not  meet  any 
of  the  New  York  City  Health  Department’s 
criteria  for  assistance  or  help  in  setting  up 
medical  clinics  in  deprived  areas.  The  final 
result  of  all  of  this  effort  seems  so  incon- 
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gruous  and  so  unexpected  a result  of  such  an 
offer  on  the  part  of  so  many  individual  physi- 
cians that  it  seems  incomprehensible  to  me 
that  I could  make  such  suggestions  and  find 
no  opportunity  to  use  these  men  to  provide 
the  service  that  we  all  know  is  so  badly 
needed,  but  because  of  personal,  organiza- 
tional, and  underlying  attitudes  even  such  an 
offer  was  not  accepted. 

Educational  Programs  and  Accreditation.  A 
standard  procedure  has  been  established  by 
American  Academy  of  General  Practice  for  ac- 
creditation of  graduate  education  courses  for 
general  practitioners.  For  further  information 
on  this  program  contact  Maurice  Maltinsky, 
M.D.,  chairman,  Commission  on  Education,  New 
York  State  Academy  of  General  Practice,  84 
Main  Street,  Binghamton,  New  York. 

Respectfully  submitted, 

George  Liberman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  reference  committee  notes  with  interest 
the  annual  report  of  this  committee. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Health  Manpower 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Health 
Manpower  are  as  follows: 

Bruce  E.  Chamberlain,  M.D.,  Chairman 


Onondaga 

Myron  E.  Carmer,  M.D Wayne 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Robert  V.  Schatken,  M.D Delaware 

Robert  B.  Wallace,  M.D Oneida 

Franklyn  B.  Amos,  M.D.,  Adviser.  . . .Albany 
The  committee  met  on  June  26,  1969;  Dr. 


Chamberlain,  chairman;  Dr.  Amos,  adviser;  Dr. 
Carmer,  Dr.  Schatken;  and  Dr.  Wallace  were 
present. 

Report  to  1969  House  of  Delegates.  The 
committee  reconsidered  its  report  to  the  1969 
House  of  Delegates,  which  was  referred  back 
to  the  committee  by  the  Council.  In  review- 
ing items  1,  2,  3,  6,  9,  10,  11,  12,  and  16,  (see 
excerpts  from  1969  report,  page  1493)  the  com- 
mittee reports  the  following  additional  com- 
ments and  actions. 

Item  1.  The  committee  recommends  that  a 
letter  be  drafted  for  circulation  to  presidents 
and  deans  of  all  medical  colleges  of  New  York 
State  emphasizing  the  points  made  in  para- 
graph 3 of  the  1969  report.  The  president  of 
the  State  Medical  Society  should  sign  this 
letter.  The  committee  further  recommends  that 
this  letter  accompany  appropriate  publicity  ma- 
terial for  public  information  in  the  news  media. 

Further  the  committee  recommends  that  staff 


personnel  of  the  State  Medical  Society  develop 
information  from  Regional  Medical  Programs, 
American  Association  of  Medical  Colleges, 
Health  Resources  Commission,  and  New  York 
State  Medical  Colleges  in  regard  to:  (a)  in- 

creased student  enrollment  of  medical  colleges 
from  respective  adjacent  local  areas,  (6)  pro- 
grams of  recruitment  encouraging  enrollment, 
and  (c)  what  part  in  these  programs  can  be 
facilitated  by  county  medical  societies? 

Item  2.  The  discussion  and  recommendations 
in  item  1 should  apply  also  to  all  schools  for 
auxiliary  health  personnel  as  well  as  physi- 
cians. 

Item  3.  The  committee  recommends  that  this 
subject  be  referred  to  the  Legislation  Commit- 
tee, that  it  draft  an  appropriate  bill  for  the 
New  York  State  Legislature  proposing  the 
creation  of  an  “incentive  pool  of  funds”  for  the 
medical  colleges  of  New  York  State,  the  basis 
of  awards  relating  to  attainment  of  exemplary 
educational  objectives,  and  that  this  fund  be 
administered  by  the  New  York  State  Health 
Resources  Commission.  The  amount  appropri- 
ated is  to  be  determined. 

Item  6.  Paragraph  2 relates  to  item  3. 

Item  8.  The  committee  feels  that  under  the 
present  system  of  admission  procedures  of 
medical  colleges,  a national  computerized 
matching  program  may  facilitate  the  process 
for  the  colleges  but  also  reiterates  the  previous 
recommendation  that  greater  emphasis  be 
placed  on  developing  continuum  and/or  com- 
bination courses  between  undergraduate  liberal 
arts  colleges  and  medical  colleges. 

Item  9.  The  committee  relates  this  matter 
to  the  proposal  expressed  in  item  3.  Incentive 
for  sound  experimentation  in  medical  education 
should  encourage  New  York  State  medical  col- 
leges to  improve  quality. 

Item  10.  The  committee  re-emphasizes  the 
statements  made  in  all  three  paragraphs. 

Item  11.  The  committee  requests  MSSNY 
staff  to  seek  out  reflections  of  attitude  of  the 
American  Association  of  Medical  Colleges  to- 
ward curriculum  change,  experimentation,  and 
evaluation  systems  for  major  changes,  citing 
specific  examples.  Is  there  a trend  toward  em- 
phasis on  comprehensive  medical  care  in  medi- 
cal colleges  in  the  United  States  and  in  New 
York  State? 

If  the  above  information  is  not  available,  the 
committee  would  then  propose  that  a question- 
naire, if  approved  in  concepts,  be  distributed  to 
medical  colleges  in  New  York  State. 

Item  12.  The  committee  discussed  in  con- 
siderable detail  the  concepts  and  programs  of 
training  and  utilization  of  types  of  professional 
assistants,  such  as  physician  assistant,  ortho- 
pedic assistant,  pediatric  assistant,  and  others. 
The  committee  proposes  that  the  name  “Medi- 
cal Service  Technician”  is  more  appropriate  for 
this  class  of  personnel. 

The  following  questions  were  asked : 

(a)  How  will  New  York  State  physicians 

accept  these  health  workers? 

( b ) How  will  the  public  accept  them  as 

substitutes  for  physicians? 
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(c)  Who  will  utilize  their  services? 

(d)  Should  they  be  licensed  or  registered? 

The  following  report  summarizes  briefly  the 

salient  features  of  several  of  the  training  pro- 
grams of  assistant  personnel. 

Physician’s  Assistants  Program 

While  the  Health  Manpower  Report  (Report  of 
the  National  Advisory  Commission  on  Health  Man- 
power) of  1967  states  that  the  greatest  trends  indi- 
cate that  the  growth  and  the  output  of  personal 
health  services  will  exceed  the  growth  in  population, 
nearly  all  physicians  are  acutely  aware  of  a shortage 
in  health  manpower  from  physicians  to,  and  includ- 
ing, medical  technicians  of  all  sorts.  The  increased 
demand  for  such  services  has  been  in  large  part 
precipitated  by  the  Medicare  and  Medicaid  Pro- 
grams. Universities  and  colleges  have  attempted  to 
meet  this  challenge  by  increasing  the  number  of 
medical  schools  and  increasing  the  enrollment  of 
students  in  existing  facilities.  The  shortage  will 
continue  and  will  become  worse.  The  increase  in 
medical  specialization  and  the  reluctance  of  physi- 
cians to  leave  the  area  of  large  medical  teaching  in- 
stitutions has  further  reduced  effective  physician 
manpower,  especially  in  the  rural  areas.  As  a re- 
sult of  this,  several  programs  are  being  established 
to  create  “physician's  assistants”  or  medical  service 
technicians. 

One  of  the  original  programs,  started  at  Duke 
University,  has  already  graduated  several  physician’s 
assistants.  A similar  program  exists  at  Alderson- 
Broaddus  College,  Philippi,  West  Virginia.  The 
University  of  Colorado  has  begun  a more  ambitious 
program  for  “pediatric  associates,”  taking  five  years 
to  complete  (two  years  of  premedical,  two  years  of 
medical,  and  one  year  of  internship)  receiving  a 
Bachelor  of  Arts  degree  in  biology  at  the  end  of 
the  period.  The  City  College  of  San  Francisco  and 
Pacific  Medical  Center  have  begun  a program  for 
orthopedic  assistants. 

With  the  exception  of  the  Colorado  plan  which  is 
limited  to  pediatric  associates,  physician’s  assistants, 
could,  after  their  schooling,  be  readily  trained  in  a 
more  specialized  way  depending  on  how  they  might 
be  utilized. 

The  Duke  Plan  recommends  that  the  matriculat- 
ing student  in  a physician’s  assistants  program  be 
a former  medical  service  corpsman,  since  he  has  al- 
ready had  considerable  medical  training  and  ex- 
perience. A high  school  education  is  a necessity. 
Twenty-four  months  are  spent  at  Duke  University. 
The  program  is  divided  into  preclinical  and  clinical 
periods.  The  nine-months  preclinical  period  in- 
cludes courses  in  history,  philosophy,  and  ethics  of 
medicine,  laboratory  procedures,  animal  surgery,  in- 
troduction to  chemistry,  anatomy  and  physiology, 
pharmacology,  and  others.  The  clinical  curriculum 
covers  eight  weeks  of  training  in  each  of  the  major 
specialities  and  subspecialities,  including  administra- 
tive medicine,  but  not  obstetrics  and  gynecology. 
The  student  is  certified  as  a physician’s  assistant  on 
completion  of  these  courses  and  successfully  passing 
written  and  oral  examinations. 

Now.  how  can  he  be  utilized?  In  the  hospital 
some  of  his  functions  could  include  making  daily 
hospital  rounds  with  the  physician  and  making  prog- 
ress notes,  taking  ease  histories,  giving  intravenous 
injections,  changing  routine  dressings,  making  sep- 
arate hospital  rounds  and  reporting  his  findings  to 
the  physician,  doing  a variety  of  tests  for  which  he 
has  been  especially  trained  and  has  become  pro- 
ficient, that  is  gastric  analysis,  glucose  tolerance 
tests,  and  others,  assisting  in  the  operating  room, 
changing  casts  and  adjusting  traction  apparatus, 


screening  patients  in  the  emergency  room,  counseling 
and  instructing  patients. 

In  a physician’s  office  he  might  greet  the  patient 
and  evaluate  the  over-all  problem,  take  the  case 
history  and  order  obviously  needed  laboratory  and 
x-ray  tests,  perform  several  of  the  physical  tests, 
such  as  visual  tests,  electrocardiograms,  blood  pres- 
sure, and  others.  He  might  make  notes  for  the 
physician  during  the  examination.  Other  duties 
could  include  answering  the  telephone,  making  ap- 
pointments and  scheduling  patients  for  further 
studies,  and  general  office  management.  He  could 
perform  simple  laboratory  tests,  give  first  aid  and 
make  routine  calls  to  nursing  homes  or  extended 
care  facilities.  A very  important  function  might  be 
to  assist  the  physician  with  some  research  project. 

This  list  is  far  from  complete  but  does  indicate 
the  extensive  usefulness  of  a physician’s  assistant. 

At  the  present  time  a major  problem  is  licensure 
or  registration  of  these  assistants.  In  Colorado  a 
bill  is  before  the  State  Legislature  to  license  the 
pediatric  associate.  Licensing  of  physician’s  assist- 
ants. however,  has  not  occurred  in  other  states,  and 
because  of  this  their  legal  status  is  not  known  at 
the  present  time. 

The  committee  recommends  that  a question- 
naire be  prepared  by  MSSNY  staff  for  distribu- 
tion to  component  county  medical  societies  re- 
lating to  the  questions  concerning  medical  serv- 
ice technicians. 

Further,  the  committee  recommends  that  leg- 
islation be  implemented  by  the  Legislative  Com- 
mittee for  registration  of  all  types  of  medical 
service  technicians  by  the  Department  of 
Health. 

Item  16.  Recognizing  the  importance  for 
study  of  present  licensure  laws  and  regulations 
for  all  health  service  personnel  in  all  states, 
especially  in  New  York  State,  for  the  develop- 
ment of  new  guidelines,  and  recognizing  the 
magnitude  of  the  Health  Manpower  Commit- 
tee’s task  in  other  matters  of  health  manpower, 
the  committee  recommends  that  the  matter  of 
licensure  be  referred  to  another  committee  of 
the  State  Medical  Society  or  to  a special  ad  hoc 
committee. 

The  following  are  excerpts  from  1969  an- 
nual report  to  the  House  of  Delegates  on  “Fu- 
ture Health  Manpower  and  Services.” 

1.  The  United  States  should  produce  a sufficient 
number  of  physicians  to  meet  its  needs  and,  further, 
should  assist  other  countries,  particularly  develop- 
ing nations,  to  improve  their  systems  of  medical 
education  and  their  levels  of  medical  practice  and 
public  health. 

Comment.  The  committee  feels  that  the  health 
manpower  crisis  is  not  simply  one  of  numbers  that 
can  be  met  by  increasing  the  numbers  of  physicians, 
dentists,  or  other  health  personnel.  It  feels  that 
there  is  need  for  improvement  in  the  organization 
and  the  systems  for  delivery  of  medical  care.  The 
committee  recognizes  the  increased  enrollment  in 
the  ten  medical  schools  in  New  York  State  and  the 
development  of  two  additional  medical  schools  in 
the  State.  It  believes  that  with  the  full  develop- 
ment of  these  12  medical  schools  an  adequate  num- 
ber of  physicians  for  New  York  State’s  needs  will 
be  provided.  The  committee  recognizes  that  a large 
number  of  physicians  do  not  enter  clinical  practice 
and  questions  whether  or  not  those  who  enter  the 
research  or  administrative  fields  of  medicine  should 
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not  have  a different  type  of  training  from  that  of 
the  physician  who  plans  to  enter  clinical  practice. 

The  committee  believes  there  is  a maldistribution 
of  physicians  in  the  State  and  notes  with  dismay  the 
policy,  particularly  in  State  University  medical 
schools,  of  admitting  candidates  from  throughout 
the  State  rather  than  from  the  immediate  local 
areas. 

The  committee  recommends  that  all  medical 
schools  in  the  State  be  urged  to  give  priority  to 
students  from  New  York  State  and  that  the  State 
medical  schools  be  urged  to  give  priority  to  those 
from  the  areas  adjacent  to  the  medical  school  con- 
cerned. 

2.  The  production  of  physicians  should  be  in- 
creased beyond  presently  planned  levels  by  a sub- 
stantial expansion  in  the  capacity  of  existing  medical 
schools  and  by  continued  development  of  new  schools. 

Comment.  As  noted  in  number  1,  the  committee 
does  not  agree  that  there  is  a need  for  expansion  of 
medical  education  facilities  in  New  York  State,  be- 
yond that  presently  contemplated.  However,  it  be- 
lieves that  the  situation  should  be  reviewed  from 
time  to  time,  particularly  in  light  of  the  revised 
functions  of  health  personnel  and  the  recommended 
increased  use  of  auxiliary  health  personnel. 

3.  Federal  funds  in  support  of  capital  of  operating 
costs  of  education  should  be  provided  to  a medical 
school  in  such  a way  that  they  create  economic  in- 
centives for  the  school  to  expand  enrollment  while 
improving  its  quality.  Such  incentives  should  be 
based  on  increases  in  the  absolute  number  of  medical 
students. 

Comment.  The  committee  endorses  the  concept 
that  both  Federal  and  state  funds  for  expanded  en- 
rollment in  the  medical  schools  should  be  used.  It 
does  not  believe  that  the  sole  incentive  should  be  for 
increases  in  absolute  numbers,  but  careful  attention 
should  also  be  given  to  attainment  of  adequate  edu- 
cational objectives.  Some  of  these  are  considered  in 
later  recommendations. 

6.  The  Federal  government  should  carefully  ex- 
plore ways  to  provide  direct  support  for  the  edu- 
cational function  of  medical  schools. 

Comment.  The  committee  strongly  supports  this 
recommendation,  believing  that  the  educational  func- 
tion has  been  subordinated  to  the  research  function 
in  many  medical  schools  because  of  the  large  amount 
of  support  for  research  and  the  inadequate  support 
for  the  educational  function  of  the  school. 

The  committee  believes,  too,  that  state  funds 
should  be  made  available  to  medical  schools  on  a 
project-grant  basis  to  improve  the  educational  func- 
tion of  the  medical  schools. 

9.  The  Federal  government  should  markedly  ex- 
pand support  specifically  designated  for  research  in 
the  educational  process  for  physicians  and  other 
health  personnel. 

Comment.  The  committee  believes  there  is  need 
for  increased  research  in  the  educational  process  in 
medical  education  and  supports  this  recommendation. 
It  further  recommends  that  the  State  University 
develop  and  support  such  research  activities. 

10.  Formal  education  for  all  health  professionals 
should  be  conducted  under  the  supervision  of  uni- 
versities. This  would  include  graduate  training, 
such  as  internships,  residencies,  and  their  equiva- 
lents. 

Comments.  The  committee  feels  that  this  recom- 
mendation is  too  all-embracing;  it  agrees  that 
formal  education  leading  to  a degree,  whether  asso- 
ciate, baccalaureate,  or  graduate  should  be  under 
the  supervision  of  a university.  It  further  believes 
that  the  internship  should  be  associated  with  medical 
education  recognizing  that  the  internship  of  today 
repeats  much  of  the  work  in  the  clinical  clerkship 


period  of  the  senior  medical  student.  It  feels, 
therefore,  that  the  internship  should  be  related  to 
the  degree  in  medicine  and  should  be  under  the 
supervision  of  the  medical  school  to  the  end  that 
the  clinical  clerkship  and  internship  might  be  com- 
bined, thus  saving  one  year  of  medical  education. 

The  committee  does  not  believe  that  technical 
training  which  is  all  that  is  required  of  many  health 
professions  in  the  allied  health  field  needs  to  be 
under  university  supervision.  It  also  does  not  be- 
lieve that  residencies  should  be  under  such  super- 
vision because,  in  general,  they  are  under  careful 
supervision  of  the  specialty  concerned.  This  is  more 
desirable  than  the  university  affiliation  since  the 
residency  is  oriented  toward  the  practical  aspects. 

11.  Health  professional  schools  should  study  their 
positions  in  the  continuum  of  education  and  develop 
and  implement  curriculum  revisions  aimed  at  in- 
creasing intellectual  stimulation  and  flexibility. 
Concurrently,  health  professional  schools  should  ini- 
tiate a continuing  functional  analysis  of  health  care 
against  which  the  substance  of  current  curriculums 
should  be  continuously  revised. 

Comment.  The  committee  agrees  with  this  recom- 
mendation and  stresses  that  with  the  rapid  change 
in  provision  of  health  services  and  the  increased 
knowledge  relative  to  health  care  there  is  a need  for 
constant  review  of  the  curriculum. 

12.  The  Federal  government  should  give  priority 
to  the  support,  under  university  direction,  of  ex- 
perimental programs  which  train  and  utilize  new 
categories  of  health  professionals. 

Comment.  The  committee  recommends  that  both 
Federal  and  state  governments  give  priority  to  ex- 
perimental programs  concerned  with  the  training  and 
utilization  of  all  categories  of  health  professionals, 
new  as  well  as  existing  ones.  It  recommends  that 
state  as  well  as  Federal  support  be  given  for  demon- 
strations and  studies  and  urges  the  Health  Resources 
Commission  to  obtain  funds  for  such  purposes. 

16.  Professional  societies,  universities,  and  state 
governments  should  undertake,  with  Federal  support, 
studies  on  the  development  of  guidelines  for  state 
licensure  codes  for  health  personnel. 

Comment.  The  committee  believes  that  such  study 
is  needed  on  a state  level  as  well  as  the  recom- 
mended Federal  level.  This  study  should  incorpo- 
rate the  following: 

1.  Present  licensure  laws  and  regulations. 

2.  Agencies,  whether  they  be  government  or  pro- 
fessional, charged  with  such  licensure. 

3.  Endorsement  of  licensure,  issued  by  other  states 
or  by  professional  organizations. 

4.  Categories  of  health  personnel  who  should  be 
licensed. 

Any  study  undertaken  by  a state  should  be  inte- 
grated with  a national  study,  if  one  is  conducted, 
but  should  not  await  such  national  study. 

Resolution  69-90.  The  1969  House  of  Dele- 
gates approved  this  resolution  and  referred  it 
back  to  this  committee  for  implementation. 
The  committee  feels  that  prior  to  any  specific 
recommendations  being  made,  the  following  in- 
formation must  be  obtained:  (a)  number  of 

schools  and  institutions  providing  training  of 
laboratory  technicians,  ( b ) present  enrollment, 
present  needs,  and  projected  needs  (five  years, 
ten  years),  (c)  what  programs  are  effectively 
increasing  the  number  of  personnel,  (d)  plans 
for  new  schools  and  training  facilities  and 
sources  of  funds  to  institutions,  and  (c)  what 
is  the  yield  of  potential  teachers. 
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Future  Projects.  The  following  topics  will 
he  discussed : 

1.  Guidelines  to  county  medical  societies  for 
an  effective  role  in  local  health  manpower  re- 
cruitment. 

2.  Liaison  with  the  Department  of  Education 
at  State  and  local  levels  concerning  curriculums 
in  high  schools  leading  to  health  career  inter- 
ests. 

3.  College  curriculum  of  guidance  counselors. 

Finally,  the  chairman  recommends,  subject 

to  approval  by  the  Council,  that  the  comments 
and  recommendations  pertinent  to  the  National 
Advisory  Commission’s  report  be  sent  to  the 
AMA  Department  of  Health  Manpower. 
Respectfully  submitted, 

Bruce  E.  Chamberlain,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  reference  committee  read  the  report  sub- 
mitted by  the  Committee  on  Health  Manpower 
with  great  interest.  Dr.  Chamberlain  is  to  be 
commended  for  a very  comprehensive  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Maternal 
and  Child  Welfare  are  as  follows: 

Merton  C.  Hatch,  M.D.,  Chairman.  Onondaga 


Robert  M.  George,  M.D Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Curtis  J.  Lund,  M.D Monroe 

Ralph  M.  Schwartz,  M.D Kings 

Clyde  L.  Randall,  M.D.,  Adviser Erie 


Early  in  1969,  as  a result  of  a request  from  a 
group  of  physicians  in  Utica,  we  were  asked 
by  the  Council  to  study  and  report  on  the  use 
of  midwives  in  obstetrics.  We  found  that  there 
are  few  licensed  midwives  in  this  State  and 
only  one  school  for  training  midwives,  lo- 
cated in  New  York  City.  Since  admission  to 
the  school  requires  that  the  applicant  be  a 
registered  professional  nurse,  since  there  are 
few  nurses,  and  since  even  fewer  nurses  are 
interested  in  midwifery,  there  are  practically 
no  applicants  to  the  school  for  midwives.  The 
present  State  law  requires  that  a midwife  must 
work  under  the  direction  of  a physician.  The 
committee  strongly  objected  to  any  change  in 
this  law  and  does  not  approve  of  the  use  of 
midwives  in  obstetrics  in  this  State.  This  was 
reported  to  the  Council. 

Prior  to  the  annual  meeting  of  the  State 
Medical  Society,  we  also  discussed  the  proposed 
changes  in  the  Abortion  Law.  The  committee 
strongly  supports  these  changes.  We  also  dis- 
cussed the  question  of  sex  education  in  the  pub- 
lic schools.  It  is  unfortunate  that  this  mis- 
nomer has  caused  such  a controversy.  We 
strongly  urge  that  some  type  of  program  on 
“Education  for  Family  Living”  be  given  in  the 
public  schools.  We  have  repeatedly  publicized 


our  belief  that  the  lack  of  good  prenatal  care  is 
the  cause  for  the  high  maternal  and  perinatal 
mortality  rates  in  this  State.  A large  part  of 
this  is  due  to  lack  of  public  understanding  and 
not  failure  on  the  part  of  the  medical  profes- 
sion. We  must  strongly  support  the  concept  of 
“Education  for  Family  Living”  for  each  new 
generation  of  parents  if  we  are  to  improve  our 
results  in  obstetrics  and  to  reduce  both  the 
number  of  teenage  out-of-wedlock  pregnancies 
and  the  incidence  of  venereal  disease. 

Since  the  chairman  of  this  committee  was 
unable  to  attend  the  meeting  of  the  Commis- 
sion held  at  the  State  Health  Department  in 
Albany,  in  August,  a written  report  of  our  ac- 
tivities was  submitted. 

Currently  your  chairman  is  planning  to  per- 
sonally contact  and  visit  each  regional  consult- 
ant in  obstetrics  and  pediatrics  of  the  State 
Medical  Society  to  acquaint  them  with  their 
duties  and  to  exhort  them  to  use  moral  per- 
suasion and  leadership  among  their  fellow  phy- 
sicians so  that  patients  in  all  areas  of  this  State 
will  receive  the  best  obstetric  and  pediatric  care 
possible. 

We  have  again  discussed  the  proposed  revi- 
sions on  certificates  of  birth,  death,  and  fetal 
death  with  members  of  the  State  Health  De- 
partment. Generally,  the  proposed  new  cer- 
tificate through  section  15C  is  satisfactory. 
However,  there  is  controversy  on  sections  16  to 
44,  “Confidential  Information  for  Medical  and 
Health  Use  Only.”  Certainly  no  member  of 
our  Society  has  any  valid  objection  to  basic  re- 
search, but  many  physicians  do  object  to  this 
part  of  the  birth  certificate.  We  believe  that 
certificates  of  birth,  death,  or  stillbirth  should 
simply  record  these  essential  facts  and  should 
not  be  used  as  a source  of  data  for  research  ac- 
tivities. For  this  section  to  be  of  value,  it 
would  have  to  be  filled  out  by  the  attending 
physician  or  by  personnel  trained  to  do  this. 
The  attending  physician  simply  does  not  have 
the  time  nor  the  motivation  to  do  this  with  any 
degree  of  accuracy.  Hospital  administrators 
also  objected  to  this  portion  of  the  certificate 
because  of  increased  cost  to  the  hospital,  and 
because  it  would  never  be  accurate  enough  to 
be  of  value  for  purposes  of  scientific  study.  In 
fact,  it  may  cause  harm  because  conclusions  and 
recommendations  will  be  made  from  data  that 
are  not  accurate. 

Recently,  Virginia  Apgar,  M.D.,  National 
Foundation,  contacted  Norman  S.  Moore,  M.D., 
director,  Division  of  Scientific  Activities,  to 
request  a meeting  with  members  of  the  Society 
tive  committee  has  directed  the  chairman  and 
proper  use  of  the  rubella  vaccine.  The  execu- 
tive commitee  has  directed  the  chairman  and 
one  other  member  of  our  committee  to  arrange 
a meeting  with  Dr.  Apgar  and  her  associates. 
This  is  now  in  process. 

This  committee  continues  to  supervise  the 
work  of  The  Central  New  York  Maternal  and 
Perinatal  Mortality  Study.  An  article  entitled 
“Maternal  Mortality  Associated  with  Induction 
of  Labor,”  based  on  data  collected  by  the  Study 
was  published  in  the  New  York  State  Journal 
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of  Medicine.  We  received  many  requests  for 
reprints,  especially  from  countries  behind  the 
Iron  Curtain.  The  Journal  does  get  around. 

I wish  to  thank  the  members  of  this  com- 
mittee for  their  support  and  cooperation.  I 
also  wish  to  express  my  appreciation  to  Miss 
Dorothy  Smith  and  Miss  Nancy  Cochrane  for 
their  faithful  guidance  and  help. 

Respectfully  submitted, 

Merton  C.  Hatch,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  of  the  committee  was  noted  with 
interest.  Dr.  Hatch  is  to  be  commended  for  its 
excellence. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Medical  Aspects  of  Sports 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Medical 
Aspects  of  Sports  are  as  follows : 

Ralph  S.  Emerson,  M.D.,  Chairman. . Nassau 


Albert  B.  Accettola,  M.D Richmond 

Frederick  H.  Grabo,  M.D Oneida 

Joseph  J.  Kaufman,  M.D Wayne 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


The  committee  held  a critique  following  the 
annual  Symposium  on  the  Medical  Aspects  of 
Sports,  held  at  The  Americana  on  February 
10.  Each  presentation  was  reviewed,  and  sug- 
gestions were  made  to  improve  future  pro- 
grams. Several  subjects  and  speakers  were 
considered  for  the  February  7,  1970,  sym- 
posium. 

A meeting  of  the  committee  and  Advisory 
Committee  was  held  on  April  23  at  the  State 
Medical  Society  headquarters  to  formalize  the 
1970  program. 

A telephone  conference  of  the  committee  was 
held  on  June  25.  The  program  for  the  third 
annual  Medical  Aspects  of  Sports  Symposium, 
to  be  held  at  The  Americana,  on  February  7, 
1970,  is  as  follows: 

Morning  Session — 9:00  A.M. 

Alexius  Rachun,  M.D.,  Moderator,  Cornell 
University 

1.  Dermatology  in  Sports 

Richard  Baughman,  M.D.,  Dartmouth 
College 

2.  Pathology  of  Athletic  Injuries 

Richard  Patton,  M.D.,  Ohio  State  Uni- 
versity 

3.  Girls’  Sports 

Mae  Timer,  New  York  State  Education 
Department 

4.  Baseball  Injuries  in  Little  League 

Creighton  Hale,  Ph.D.,  Williamsport, 
Pennsylvania,  Vice-President,  Lit- 
tle League 


Luncheon — 12:30  P.M. 

Coach  Weeb  Ewbank,  New  York  Jets  Foot- 
ball Team 

Afternoon  Session — 2:00  P.M. 

Team  Approach  to  High  School  and  College 

Football 

John  Ripp,  M.D.,  Moderator,  New  York 
Chairman,  Committee  on  Medical  As- 
pects of  Sports,  Nassau  County  Medical 
Society 

Panelists:  Keller  Van  Slyke,  M.D.,  Wil- 

liam B.  Kintzing,  M.D.,  and  Bruce  Gehrke 

1.  Preseason  Preparation 

2.  Care  of  Minor  Injuries 

3.  Conditioning 

4.  Field  Diagnoses  and  Treatment  of 

Head,  Neck,  and  Spine  Injuries 

We  have  received  firm  commitments  from  all 
the  speakers  except  the  luncheon  speaker. 

The  sports  cinema  program  will  be  expanded 
and  will  be  held  in  a larger  room. 

Many  members  of  our  committee  have  par- 
ticipated in  sports  programs  throughout  the 
State.  It  is  encouraging  to  note  that  many 
county  medical  societies  have  established  Med- 
ical Aspects  of  Sports  Committees  and  are  ar- 
ranging local  programs. 

The  New  York  State  Public  High  School 
Athletic  Association  has  published  the  papers 
presented  at  the  1969  symposium  without  ex- 
pense to  our  Society.  They  also  have  done  ex- 
tensive mailings,  distributed  publications,  pub- 
licity, and  so  forth,  which  has  saved  us  several 
thousand  dollars.  Because  of  these  savings, 
we  were  able  to  keep  the  expenses  for  the  1969 
symposium  just  under  $4,000.  We  estimate 
our  budget  for  1970  to  be  about  $5,000. 

We  are  looking  forward  to  another  outstand- 
ing symposium  on  February  7,  1970,  and  we 
hope  you  will  join  us. 

Acknowledgments.  The  chairman  wishes  to 
express  his  thanks  to  all  members  of  his  com- 
mittee and  Advisory  Committee,  to  Henry  I. 
Fineberg,  M.D.,  Norman  S.  Moore,  M.D.,  Miss 
Dorothy  Smith,  and  Miss  Mollie  Pesikoff. 
Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  annual  report  of  this  committee  to  the 
House  of  Delegates  is  noted  with  interest. 
Many  favorable  comments  have  been  received 
by  members  of  this  committee  regarding  the 
success  of  the  third  Annual  Symposium  on  the 
Medical  Aspects  of  Sports.  Dr.  Emerson  is 
again  to  be  commended  for  his  extracurricular 
activities  in  making  this  symposium,  for  the 
third  time,  a sensational  success. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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Mental  Hygiene 

To  the  House  of  Delegates,  Gentlemen : 

The  members  of  the  Committee  on  Mental  Hy- 
giene are  as  follows : 

Reginald  R.  Steen,  M.D.,  Chairman.  .Nassau 


Guston  David  Goldin,  M.D New  York 

John  P.  Lambert,  M.D Westchester 

Allison  B.  Landolt,  M.D New  York 


Your  committee  continues  to  cooperate  with 
other  organizations  interested  in  mental  health. 
The  committee  met  on  June  24  in  the  offices  of 
the  State  Medical  Society  at  which  time  Ed- 
ward Gordon,  M.D.,  Rockefeller  University, 
gave  a detailed  and  interesting  report  on  the 
use  of  methadone  in  the  treatment  of  drug 
addiction.  He  reported  that  the  treatment  is 
safe  and  can  be  administered  in  a physician’s 
office  and  that  90  per  cent  of  the  1,200  hard- 
core criminal  addicts  who  have  been  treated 
in  their  clinic  during  the  past  four  years  are 
productively  employed  and  have  demonstrated 
no  further  criminal  behavior. 

This  committee  held  a joint  meeting  with  the 
Committee  on  Alcoholism  and  Drug  Abuse  on 
November  6,  and  the  following  recommenda- 
tions were  unanimously  approved  for  presenta- 
tion to  the  House  of  Delegates : 

1.  That  the  State  Medical  Society  approve 
the  Dole  methadone  maintenance  treatment  for 
opiate  addiction. 

2.  That  the  State  Medical  Society  encourage 
and  support  the  expansion  of  facilities  for  the 
treatment  of  opiate  addicts  by  methadone. 

3.  That  the  State  Medical  Society  make 
every  effort  to  remove  the  legal  restrictions 
which  prevent  the  use  of  methadone  in  main- 
tenance treatment  of  their  patients  by  physi- 
cians in  offices,  clinics,  and  hospitals. 

Your  committee  obtained  permission  of 
the  Council  to  collaborate  with  the  New  York 
State  District  Branches  of  the  American 
Psychiatric  Association  in  a two-day  meeting, 
held  at  the  Sheraton-Atlantic  Hotel  (formerly 
McAlpin  Hotel),  New  York  City,  on  November 
21  and  22.  All  members  of  the  State  Medical 
Society  were  invited  to  attend. 

At  last  year’s  meeting  your  committee  re- 
ported that  a “position  statement”  on  psycho- 
therapy being  performed  by  nonmedical  person- 
nel was  being  prepared.  A Position  Statement 
on  Mental  Health  Care  by  Nonmedical  Person- 
nel was  approved  by  the  Council  at  its  meet- 
ing on  March  20. 

Your  committee  is  still  working  on  the  prob- 
lem of  trying  to  have  incorporated  into  the 
Revised  Education  Lawr,  a clause  which  would 
limit  the  practice  of  psychotherapy  by  non- 
medical personnel.  The  Committee  On  Revi- 
sion of  the  Education  Law  is  also  working  on 
this  recommendation  being  written  into  the 
law.  It  is,  however,  meeting  with  difficul- 
ties, and  we  strongly  urge  the  State  Medical 
Society  to  continue  its  efforts  to  secure  the 
adoption  of  these  changes. 

At  the  committee  meeting  on  June  24  the 
Recodification  of  the  Mental  Hygiene  Law  (S- 
5227)  was  discussed  with  two  representatives 


of  the  State  Department  of  Mental  Hygiene 
who  were  present.  Suggestions  and  recom- 
mendations for  changes  will  be  presented  by  the 
committee  at  the  meeting  of  the  Joint  Legisla- 
tive Committee  for  Mental  and  Physical  Handi- 
cap in  October,  1969. 

Your  chairman  wishes  to  thank  the  commit- 
tee members,  Norman  S.  Moore,  M.D.,  director, 
Division  of  Scientific  Activities,  for  his  coun- 
sel and  support,  and  Miss  Dorothy  Smith  for 
her  secretarial  assistance. 

Respectfully  submitted: 

Recinald  R.  Steen,  M.D.,  Chairman 

Report  op  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  Committee  on  Mental  Hygiene  and  the 
Committee  on  Alcoholism  and  Drug  Abuse  are 
to  be  commended  for  their  cooperation  and  in- 
terest in  mutual  problems.  The  recommenda- 
tions approved  at  a joint  meeting  of  these  com- 
mittees have  been  presented  to  the  House  of 
Delegates  in  the  report  of  the  Committee  on 
Alcoholism  and  Drug  Abuse. 

The  reference  committee  noted  that  the  “po- 
sition statement”  on  psychotherapy  and  non- 
medical personnel  was  approved  by  the  Council 
on  March  20. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Metabolic  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Metabolic 
Diseases  are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman.  .Onondaga 


Marshall  Clinton,  M.D Erie 

Ann  B.  Wright,  M.D Dutchess 


The  committee  met  at  the  Country  House, 
Syracuse,  on  June  10.  The  articles  on  diabetes, 
gout,  and  thyroid  diseases  which  appeared  in 
Health  News  were  discussed.  The  committee 
decided  not  to  reprint  these  articles  for  distri- 
bution in  physicians’  offices  because  the  cost 
was  too  great. 

The  committee  approved  of  teaching  pro- 
grams on  metabolic  diseases  for  medical  per- 
sonnel, such  as  those  sponsored  by  various  re- 
gional medical  programs.  An  article  on 
“Teaching  the  Teachers,”  published  by  the  New 
York  Diabetes  Association,  was  reviewed.  The 
committee  recommends  its  distribution  to  the 
schools  throughout  the  State. 

The  annual  school  children’s  physical  exami- 
nation program  was  reviewed,  and  the  com- 
mittee recommended  that  a test  for  tuberculosis 
and  urine  examination  for  sugar  and  albumen 
be  included.  The  committee  voted  to  continue 
to  sponsor  the  multiple  screening  laboratory 
tests  exhibits  at  the  annual  meeting  of  the 
State  Medical  Society. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 
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Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  reviewed  this  report  and  com- 
mends Dr.  Dube  and  his  committee  for  their 
work  during  the  year. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Preventive  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Preven- 
tive Medicine  are  as  follows : 

Harry  S.  Lichtman,  M.D.,  Chairman.. Kings 
Subcommittee  on  Infectious  Diseases 

Thomas  S.  Bumbalo,  M.D Erie 

Subcommittee  on  Community  Health 

Leonard  L.  Heimoff,  M.D Bronx 

Subcommittee  on  Hospital  Epidemiology 

Max  B.  Milberg,  M.D Kings 

Subcommittee  on  Tropical  Diseases 

Howard  B.  Shookhoff,  M.D Bronx 

Subcommittee  on  Venereal  Diseases 

Bruce  P.  Webster,  M.D New  York 

Harry  Feldman,  M.D.,  Adviser. . . .Onondaga 

The  committee  consists  of  five  subcommittees 
and  has  held  two  meetings  this  past  year. 

Hospital  Epidemiology.  The  feasibility  of  a 
hospital  epidemiologist  designated  by  each  hos- 
pital was  explored.  The  hospital  epidemiolo- 
gist does  not  necessarily  have  to  be  a physician 
and  in  a small  hospital  can  be  a nurse  or  sani- 
tarian trained  in  this  discipline  and  super- 
vised by  a physician.  The  National  Communi- 
cable Disease  Center  in  Atlanta,  Georgia,  can 
train  personnel  in  this  field.  The  program  is 
in  effect  in  a number  of  New  York  City  hos- 
pitals under  sponsorship  of  the  New  York  City 
Health  Department. 

Infectious  Diseases.  The  National  Communi- 
cable Disease  Center  in  cooperation  with  the 
Seventh  and  Eighth  District  Branches,  the 
Academy  of  General  Practice,  and  a pharma- 
ceutical company  conducted  a symposium  for 
family  doctors,  pediatricians,  and  health  of- 
ficers on  immunization.  The  one-day  meeting 
proved  to  be  a successful  venture,  and  it  was 
contemplated  that  this  would  be  done  in  other 
areas  of  the  State.  Dr.  Bumbalo  presented  a 
pamphlet  on  a sex  education  program  in  the 
Buffalo  area,  and  he  feels  that  more  should  be 
done  to  educate  young  people  about  venereal 
diseases. 

Venereal  Diseases.  There  are  75,000  cases 
of  infectious  syphilis  in  the  United  States  with 
only  1 in  10  cases  being  reported.  There  is  a 
great  need  to  educate  the  physicians  because  75 
per  cent  of  the  cases  are  being  treated  by  pri- 
vate physicians.  If  reports  are  not  made,  in- 
vestigations and  treatment  cannot  be  carried 
out.  One  of  the  reasons  for  physicians  failing 
to  report  these  cases  is  caused  by  a lack  of 


ability  among  the  younger  physicians  to  recog- 
nize the  disease.  Also  the  medical  schools  have 
dropped  this  topic  from  their  curriculum. 

Tropical  Disease.  There  is  little  study  being 
done  today  in  tropical  diseases,  but  these  dis- 
eases are  becoming  more  prominent  because 
our  soldiers  are  coming  home  from  Vietnam 
with  some  of  the  newer  types  of  tropical  dis- 
eases. Here  again,  this  subject  is  not  being 
taught  in  the  medical  schools. 

At  the  suggestion  of  Dr.  Feldman,  adviser  to 
the  committee,  the  chairmen  of  the  Depart- 
ments of  Preventive  Medicine  of  all  medical 
schools  in  New  York  State  were  invited  to  meet 
with  the  committee  to  discuss  what  is  being 
taught  in  preventive  medicine  in  the  medical 
schools  and  to  talk  about  mutual  problems.  It 
was  an  interesting  meeting,  and  it  seems  that 
these  department  chairmen  do  not  agree  on 
what  is  being  taught  and  in  which  direction  to 
travel.  The  current  trend  seems  to  be  toward 
the  social  aspects  of  delivering  health  care  to 
the  community.  The  committee  now  has  a bet- 
ter picture  of  the  diversity  of  interests  and  re- 
sponsibilities that  the  medical  schools  have  as- 
sumed. With  the  current  changes  in  their 
curriculums,  we  will  not  be  able  to  reach  out  to 
each  student  for  each  problem  with  which  the 
committee  concerns  itself,  and  the  main  ap- 
proach will  have  to  be  through  new  methods  of 
continuing  postgraduate  education. 
Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  of  this  committee  was  read  with 
interest.  After  discussion,  it  became  apparent 
that  the  subjects  of  venereal  disease  and  tropi- 
cal disease  are  included  in  the  curricula  of  the 
medical  schools  under  the  various  specialty  de- 
partments. Again,  we  would  like  to  urge 
physicians  to  report  venereal  diseases. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Quackery 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Quackery 
are  as  follows: 

George  M.  Brown,  M.D.,  Chairman.  .Suffolk 


William  P.  Clark,  M.D Westchester 

Robert  J.  Collins,  M.D Onondaga 

Glenn  E.  Jones,  M.D Niagara 

Norton  M.  Luger,  M.D Queens 

Vincent  M.  Maddi,  M.D Broome 

E.  Addis  Munyan,  Jr.,  M.D Essex 


A quack  is  “one  who  fraudulently  misrepre- 
sents his  ability  and  experience  in  the  diagnosis 
and  treatment  of  disease  or  the  affects  to  be 
achieved  by  the  treatment  he  offers.”  The 
cost  of  quackery  in  the  United  States  was  esti- 
mated to  be  2 billion  dollars  per  year.  Edu- 
cation, particularly  of  the  public  who  provide 
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the  economic  basis  for  the  survival  of  quacks, 
has  not  helped,  because  the  system  of  quackery 
is  built  on  delusions  that  reason  and  education 
cannot  overcome. 

The  various  types  of  quackery  are  as  fol- 
lows : 

1.  Use  of  Drugs  and  Devices.  Fortunately, 
this  type  comes  under  the  control  of  the  Fed- 
eral Drug:  Administration. 

2.  Nutritional  Quackery  ( Fake  diets). 

There  have  been  few  complaints  in  this  area. 

3.  Medical  Imposters.  This  type  is  the  con- 
cern of  the  State  Education  and  Licensing  De- 
partments. 

4.  Psychosurgery.  For  governmental  con- 
trol. 

5.  Medical  Health  Quackery.  An  example 
of  this  type  is  Scientology  and  is  difficult  to 
root  out.  The  following  are  methods  of  control 
of  quackery: 

A.  Legislation.  An  administrative  branch 
of  government  is  delegated  the  right  to  control 
certain  matters. 

B.  Civil  Law.  A victim  of  a fraud  can  sue 
to  recover  monies  lost  through  fraud,  but  few 
people  avail  themselves  of  this  method. 

C.  Criminal  Law.  The  perpetrator  of  a 
fraud  is  subject  to  criminal  prosecution.  Cal- 
ifornia is  the  most  advanced  state  in  this  field 
because  they  passed  a law  making  it  a felony 
if  a quack  causes  bodily  harm  to  a patient. 

In  New  York  State  the  biggest  single  prob- 
lem, and  one  in  which  the  most  complaints  are 
received,  is  chiropractic.  A chiropractic  li- 
censing law  was  passed  in  1963  which  was  a 
strict  law  and  was  an  attempt  to  control  a bad 
situation  that  existed  at  that  time.  There  are 
fallacies  in  this  law  which  must  be  rectified. 
For  example,  the  law  does  not  permit  chiro- 
practors to  take  x-ray  films  of  anyone  under 
age  eighteen,  but  it  does  allow  them  to  treat 
these  patients.  On  the  national  level,  23  bills 
were  introduced  in  Congress.  One  in  the  Sen- 
ate is  an  attempt  to  include  chiropractors  un- 
der Medicare.  Reports  prepared  by  U.S.  De- 
partment of  Health,  Education,  and  Welfare 
and  the  Senior  Citizens  Council  were  opposed 
to  their  inclusion.  On  the  State  level,  many 
bills  were  introduced  in  the  Legislature  in  an 
effort  to  liberalize  the  laws,  and  the  two  bills 
that  were  passed  were  vetoed  by  the  Governor. 
The  basic  problem  in  the  State  is  that  the  law 
is  not  being  enforced. 

The  chiropractors  have  obtained  an  injunc- 
tion from  the  Supreme  Court  enjoining  the  Ed- 
ucation Department  from  enforcing  the  law 
until  they  are  allowed  to  retake  examinations 
they  had  failed. 

The  committee  will  direct  its  efforts  toward 
stricter  enforcement  of  the  chiropractic  licens- 
ing law;  toward  fighting  the  attempts  to  mod- 
ify the  law  to  make  it  worthless;  toward  in- 
forming the  county  medical  societies  of  what 
is  and  is  not  acceptable  chiropractic  practice; 
and  toward  educating  the  members  of  the  Leg- 
islature and  the  public  to  the  fact  that  chiro- 
practic is  an  unscientific  cult.  Ultimately,  we 


must  make  it  so  difficult  for  them  to  practice 
in  this  State  that  they  must  go  elsewhere. 
Respectfully  submitted, 

George  M.  Brown,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  discussed  that  portion  of  the 
report  of  the  executive  vice-president  dealing 
with  chiropractic.  This  was  an  excellent  sum- 
mary of  the  present  chiropractic  situation.  He 
alerted  us  to  the  continued  concerted  effort  on 
the  part  of  chiropractors  to  become  recognized 
under  Medicare.  The  medical  profession 
should  be  aware  of  this  situation  and  be  pre- 
pared to  do  everything  to  combat  the  chiro- 
practors’ powerful  lobby  to  gain  Federal  recog- 
nition. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Rural 
Medical  Service  are  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Alfred  A.  Hartmann,  M.D Franklin 

Erich  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Stuart  A.  Winning,  M.D St.  Lawrence 


Hugh  M.  McChesney,  M.D.,  Adviser . .Oswego 

James  J.  Quinlivan,  M.D.,  Adviser ...  Albany 

During  the  past  year  and  a half,  the  Com- 
munity Medical  Services,  the  research  organi- 
zation of  this  committee,  has  been  gathering 
data  on  physician  shortage  and  medical  care 
in  rural  New  York  State. 

Our  approach  to  the  problem  is  a cultural- 
medical  one,  comprehensive  in  scope,  and 
specific  in  depth.  This  study  enables  us  to 
enumerate  and  evaluate  the  interrelated  fac- 
tors contributing  to  the  problem  of  diminish- 
ing medical  care  in  rural  areas  and  is  specific 
enough  to  clearly  ascertain  the  extent  of  the 
problem  in  these  areas.  This  research  respects 
the  known  fact  that  problems  vary  not  only 
from  state  to  state,  region  to  region,  but  often 
from  township  to  township.  We  have  been 
developing  a research  model  which  should 
greatly  reduce  this  variable  hazard  and  simul- 
taneously permit  us  to  evaluate  medical  serv- 
ices in  specific  areas.  Through  this  ap- 
proach, recommendations  for  improving  medi- 
cal care  will  be  based  on  relevant  factual  data 
for  the  areas  studied.  The  uniqueness  of  our 
research  model  is  that  it  can  be  readily  general- 
ized to  fit  areas  wdth  similar  cultural-medical 
problems  or  quickly  expanded  or  modified  to 
study  specific  areas  which  might  appear  to  be 
quite  different  from  the  previously  studied 
areas. 

Four  parts  of  the  mail  and  interview  types 
of  questionnaires  were  designed  to  collect  data 
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at  the  various  stages  of  the  project.  They 
were  constructed,  tested  in  the  field,  and  vali- 
dated during  the  pilot  phase  of  the  study. 
Three  questionnaires  were  used  to  conduct  the 
community  surveys;  the  fourth  was  used  to  sur- 
vey physicians  in  rural  areas  of  New  York 
State  (cities  under  50,000  population). 

Our  research  model  has  indicated  that  the 
procedures  followed  are  sound  data  producing 
methods  to  evaluate  the  medical  needs  of  a 
state.  The  project’s  triadic  approach,  collect- 
ing facts  and  opinions  from  three  distinct  levels 
of  community  organization  (the  physicians,  the 
citizens’  committee,  and  lay  public),  permits 
simultaneous  comparison  of  the  professional 
view  of  the  present  problem  with  the  layman’s 
concern  for  better  and  more  medical  care.  A 
medical  problem  which  was  formerly  perceived 
as  a local  problem  is  approached  as  an  areawide 
problem.  Areas  of  adequate  or  inadequate 
medical  care  can  be  delineated.  Specific  infor- 
mation regarding  geographic  limits,  classifica- 
tion of  population  by  size,  age  distribution, 
socioeconomic  status,  and  resident  orientation 
toward  medical  care  can  be  provided.  Residents 
of  the  local  areas  can  maintain  local  autonomy, 
an  often  discussed  problem,  through  local  in- 
volvement and  initiative. 

It  has  been  concluded  that  if  medical  cover- 
age is  to  be  accurately  planned,  a systematic 
analysis  of  the  people’s  expectations  and  need 
for  medical  care,  as  well  as  the  views  and  atti- 
tudes of  the  physicians,  must  take  place.  It  is 
also  necessary  that  local  facilities  and  man- 
power be  estimated  to  plan  for  the  future. 

The  surveys  in  three  areas  used  for  the  pilot 
study  have  been  completed  and  furnish  a vast 
amount  of  data  which  have  aided  in  planning 
future  medical  care.  The  complete  report  is 
now  being  compiled.  The  study  indicated  that 
the  attitudes  of  the  people  toward  medical  care 
are  changing.  A total  of  44  per  cent  of  the 
families  stating  that  they  have  a family  doctor 
have  more  than  one  physician  considered  as  a 
family  doctor.  The  tradition  of  having  one 
physician  as  a family  doctor  is  disappearing  as 
the  horse  and  buggy  did.  In  the  event  of  ill- 
ness, 30  per  cent  of  the  families  utilized  the 
services  of  a specialist.  It  was  apparent  that 
they  want  to  obtain  medical  care  in  their  own 
area,  and  that  they  do  not  want  such  service 
limited  only  to  emergency  care. 

The  study  of  physicians  in  the  State  has  been 
finished.  Although  all  data  have  not  been  re- 
ceived from  the  computer  center,  it  has  given 
us  important  information  concerning  physi- 
cians practicing  in  rural  New  York  State. 

The  age  distribution  of  physicians  in  rural 
New  York  State  has  become  an  important  fac- 
tor for  future  medical  coverage.  A total  of 
59.4  per  cent  of  the  physicians  are  over  fifty 
years  of  age,  while  only  12.6  per  cent  are  below 
forty  years  of  age.  General  practitioners  are 
older  than  specialists. 

There  is  little  evidence  today  that  physicians 
in  most  communities  cannot  obtain  hospital 
privileges  commensurate  with  their  training 
and  ability.  Eighty-three  per  cent  of  the  physi- 
cians in  the  survey  have  hospital  appointments, 


while  only  8 per  cent  of  the  physicians  with  a 
hospital  in  their  area  have  no  hospital  staff 
appointment.  Only  2.6  per  cent  of  the  physi- 
cians do  not  have  a hospital  within  a 20-mile 
radius  of  their  offices. 

The  survey  revealed  that  the  average  gen- 
eral practitioner  sees  25.5  patients  in  his  office 
per  day  and  the  specialist  16  patients  per  day. 
The  majority  of  physicians  stated  that  this  is 
not  an  excessive  number.  Physicians  between 
the  ages  of  forty  and  forty-four  have  a larger 
practice  than  any  other  age  group.  Eighty- 
three  per  cent  of  the  physicians  are  accepting 
new  patients,  and  only  11  per  cent  definitely 
say  they  are  not  accepting  new  patients.  A 
total  of  66.2  per  cent  of  the  physicians  make 
day  house  calls  and  58.8  per  cent  make  night 
house  calls,  but  the  average  is  only  1 to  2 
house  calls  per  day  and  1 at  night.  As  can  be 
noted,  office  practice  has  become  the  active  por- 
tion of  medical  service. 

It  has  been  our  observation  that  a modern 
health  center  would  be  best  established  in  an 
area  serving  4 to  5 townships.  This  arrange- 
ment would  centralize  the  service  to  accom- 
modate more  people. 

As  an  example  of  what  can  be  accomplished, 
an  area  15  miles  south  of  Syracuse,  consisting 
of  5 townships  with  a population  of  15,000,  has 
already  selected  a site  for  such  a “crossroad 
medical  center.”  Our  survey  indicated  that  at 
the  present  time  at  least  2 internists  or  general 
practitioners  are  needed  on  a full-time  basis 
and  a pediatrician,  obstetrician  and  gynecol- 
ogist, and  surgeon  on  a part-time  basis.  The 
part-time  personnel  will  be  obtained  from  the 
city. 

As  the  practice  grows,  it  is  almost  certain 
that  full-time  specialists  will  be  needed.  This 
center  will  be  affiliated  with  the  medical  center 
and  community  hospital  which  are  only  12  miles 
away. 

We  speak  of  these  centers  as  “crossroad 
medical  centers”  because  they  should  be  lo- 
cated in  an  area  commonly  traveled  by  resi- 
dents of  all  the  towns  participating  in  the  proj- 
ect. This  area  would  be  defined  by  plotting 
the  travel  patterns  of  the  people  of  the  sur- 
rounding communities.  An  important  aspect 
of  such  a center  is  that  it  be  as  intimately 
connected  to  a community  hospital  as  the  com- 
munity hospitals  are  envisioned  to  be  linked 
with  metropolitan  centers. 

The  center  would  be  equipped  so  that  com- 
plete diagnostic  examinations  could  be  per- 
formed. The  patient  with  a difficult  medical  j 
problem  involving  special  technics  and  pro- 
cedures, of  course,  would  be  transferred  to  the 
hospital.  Arrangements  should  be  made  for 
twenty-four-hour  emergency  service.  The  cen- 
ter should  be  the  nucleus  of  a health  education  i 
program  in  the  area.  In  this  direction  a com- 
mittee of  citizens,  guided  by  the  physicians, 
should  plan  periodic  health  programs  and  lec- 
tures to  discuss  modern  health  concepts.  The 
center  and  its  doctors  should  provide  adequate! 
screening  tests  for  all  school  children,  such  as 
hearing,  sight,  and  other  examinations.  The 
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center  could,  in  the  future,  be  an  integral  part 
of  the  training  of  interns  and  residents. 

The  pilot  study  was  funded  through  the  Em- 
pire State  Medical,  Scientific  and  Educational 
Foundation  by  a grant  from  the  Avalon  Foun- 
dation. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  of  this  committee  has  been  re- 
viewed and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

School  Health 

To  the  House  of  Delegates,  Gentlemen  : 

The  members  of  the  Committee  on  School 
Health  are  as  follows: 

C.  George  Murdock,  M.D.,  Chairman 

Onondaga 


Robert  H.  Broad,  M.D Tompkins 

Daniel  C.  Fisher,  M.D Erie 

Hugh  F.  Leahy,  M.D Albany 

Norman  B.  Schell,  M.D Nassau 


This  committee  has  been  active  this  year, 
having  held  three  meetings  and  a telephone 
conference,  and  having  answered  a large  vol- 
ume of  correspondence  referred  by  the  State 
Medical  Society. 

The  first  session  conducted  by  this  committee 
at  the  annual  meeting  in  1969  was  well  at- 
tended despite  the  inclement  weather.  An  ex- 
cellent panel  discussion  on  “Drug  Abuse”  was 
presented,  and  educational  kits  on  this  subject, 
prepared  by  the  AMA,  were  distributed. 

The  committee’s  recommendation  to  hold  a 
symposium  on  School  Health  Services  for 
School  Administrators,  approved  by  the  Coun- 
cil two  years  ago,  was  finally  carried  out.  We 
were  invited  to  present  a program  at  the  an- 
nual meeting  of  the  New  York  State  Council 
of  School  Administrators  held  at  the  Concord 
Hotel  on  September  29.  Dr.  Murdock,  Dr. 
Leahy,  and  Dr.  Schell  participated  in  a panel 
discussion  on  School  Health  Services  with  Mrs. 
Mabel  Kepler,  president,  New  York  State 
School  Nurse-Teachers  Association.  An  active 
discussion  followed  the  presentation. 

Other  resolutions  submitted  by  the  committee 
and  approved  by  the  Council  last  year  have 
produced  the  following  results: 

1.  Formation  of  a joint  committee  with  the 
State  Department  of  Health  and  the  State  De- 
partment of  Education  failed  to  materialize 
because  of  the  reluctance  of  the  Department  of 
Education  to  participate.  However,  on  Octo- 
ber 8 a hearing  was  held  in  Albany  by  Leo 
Feichtner,  M.D.,  director  of  health  services, 
State  Department  of  Education.  Dr.  Leahy 
represented  the  MSSNY,  since  the  chairman 
was  attending  a meeting  in  Chicago.  Many 


other  organizations  and  disciplines  also  sent 
representatives. 

As  a result  of  this  meeting,  Dr.  Feichtner 
promised  that  the  State  Department  of  Educa- 
tion would  introduce  a bill  in  next  year’s  State 
Legislature  to  change  the  present  Education 
Law  mandating  an  annual  examination  of  each 
pupil  to  a periodic  system.  This  is  gratifying 
to  our  committee  since  we  have  been  advocat- 
ing such  a change  for  more  than  ten  years. 

2.  Development  of  a screening  program  for 
preschool  children  with  vision  and  hearing  de- 
fects on  a pilot  basis  in  Nassau  County  was 
initiated  in  January,  1969,  and  is  progressing 
satisfactorily.  The  delay  was  caused  by  the 
necessity  of  training  personnel,  obtaining 
equipment,  and  other  unavoidable  factors.  It 
is  planned  to  present  a preliminary  report  on 
this  project  at  next  year’s  annual  meeting. 

3.  Organization,  with  the  permission  of  the 
Council,  for  session  meetings  in  1969  and  1970 
with  the  anticipation  of  qualifying  as  a perma- 
nent Section  in  1971  are  currently  being  made. 

The  committee  has  also  been  deeply  involved 
during  this  past  year  in  reviewing  the  State 
Education  Laws  and  the  Rules  and  Regulations 
of  the  State  Commissioner  of  Education  re- 
garding school  health  services.  It  is  hoped  to 
present  some  formal  resolutions  in  this  area 
to  the  Legislative  Committee  by  this  fall. 
Much  of  our  correspondence  this  year,  both 
from  individuals  and  groups,  has  been  regard- 
ing a revision  of  this  antiquated  legislation. 

The  chairman  attended  the  Twelfth  National 
Conference  of  the  AMA  on  Physicians  and 
Schools  held  in  Chicago,  on  October  8 through 
11,  as  the  official  representative  of  MSSNY.  A 
report  of  this  meeting  has  been  submitted  to 
the  Executive  Council. 

Because  of  budgetary  restrictions  in  educa- 
tion at  the  present  time,  it  has  come  to  the 
attention  of  the  committee  that  several  school 
districts  are  proposing  a sharp  curtailment  in 
school  health  services  for  next  year.  This 
would  be  a most  unfortunate  and  deplorable 
backward  step  for  both  health  services  and 
health  education.  The  committee  strongly  rec- 
ommends to  each  county  society  and  to  every 
member  of  the  State  Medical  Society  that  they 
prevent  these  reductions  in  their  local  school 
districts. 

Respectfully  submitted, 

C.  George  Murdock,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  report  was  reviewed  and  accepted.  The 
reference  committee  notes  with  interest  that 
this  committee  is  holding  its  second  session 
meeting  on  School  Health  in  anticipation  of 
establishing  a permanent  Section  on  School 
Health  at  the  annual  meeting  in  1971. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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70-9.  Hospitals  be  Requested  to  Discontinue 
Sales  of  Cigarets  on  Their  Premises 

Introduced  by  Charles  D.  Sherman,  Jr.,  M.D., 
chairman,  Committee  on  Cancer,  as  an  indi- 
vidual 

Whereas,  Cigaret  smoking  is  a major  con- 
tributor to  death  and  disease  in  the  United 
States;  and 

Whereas,  The  medical  profession  has  a 
long  tradition  of  not  endorsing  products  that 
are  potentially  harmful  when  they  provide 
no  concomitant  benefit;  and 

Whereas,  The  sale  of  cigarets  by  hospitals 
may  be  interpreted  by  the  public  as  a dis- 
claimer of  their  health  hazard  and  an  im- 
plicit promotion  of  cigarets  to  the  public; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  hospital 
medical  executive  boards  that  they  discon- 
tinue cigaret  sales  within  their  respective 
hospitals. 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-11.  Medical  Student  Recruitment  Programs 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 

Whereas,  One  of  the  major  problems  fac- 
ing medicine  and  the  public  today  is  the 
shortage  of  physicians;  and 

Whereas,  The  New  York  State  Legisla- 
ture has  passed  an  enabling  act  (Education 
Law,  Section  610-a)  to  encourage  recruit- 
ment of  medical  students ; therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  develop  a plan  to  assist 
the  component  societies  to  implement  medical 
student  recruitment  programs  through  their 
county  boards  of  supervisors  or  representa- 
tives. 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

Your  committee  is  in  complete  sympathy  with 
the  intent  of  this  resolution  and  calls  the  at- 
tention of  the  House  to  resolution  70-56,  re- 
ferred to  the  Reference  Committee  on  Public 
and  Professional  Affairs,  as  a companion  reso- 
lution (see  page  1529). 

The  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-12.  Review  and  Evaluation  of  Article  19  of 


New  York  State  Education  Law  Concerning  Rou- 
tine Annual  Medical  Inspections  of  All  Pupils 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  sole  purpose  for  the  initial 
enactment  of  legislation  for  compulsory  med- 
ical inspection  of  school  children  was  for  the 
control  of  contagious  diseases;  and 

Whereas,  The  classic  contagious  diseases 
of  childhood  no  longer  present  significant 
problems  in  school  health  ; and 

Whereas,  The  earlier  purpose  of  the  com- 
pulsory medical  inspection  of  school  children 
has  been  properly  displaced  by  a modern  pur- 
pose and  objective  which  is  to  insure  early 
recognition  of  defects  which  might  affect  the 
child’s  school  performance  and,  thereby  pre- 
clude the  child  from  achieving  his  maximum 
learning  potential;  and 

Whereas,  This  modern  purpose  and  objec- 
tive can  be  achieved  by  a comprehensive  ex- 
amination performed  at  the  time  that  the 
child  first  enters  into  the  school  system, 
coupled  with  more  effective  utilization  of 
periodic  screening  tests  in  the  school,  as  per- 
formed by  paramedical  personnel;  and 

Whereas,  Recent  authoritative  studies  in- 
dicate that  routine  scheduled  examinations 
(after  the  first  recorded  examination)  are  a 
waste  of  medical  manhours,  because  annual 
physical  appraisals  of  school-age  children  do 
not  detect  with  significant  frequency,  unsus- 
pected illness  and  prove  grossly  ineffective 
as  a case-finding  mechanism;  and1"5 

Whereas,  The  cursory  nature  of  annual 
physical  appraisals,  as  done  in  the  school  en- 
vironment, precludes  any  focus  on  the  pos- 
sible presence  of  emotional  or  intellectual 
problems,  which  often  contribute  heavily  to  a 
child’s  lack  of  adjustment  both  in  and  out  of 
school,  thereby  rendering  such  examinations 
less  productive  and  relatively  ineffective  as  a 
method  of  health  promotion  and  actually 
negates  the  intents  and  purposes  contem- 
plated by  Article  19  of  the  New  York  State 
Education  Law;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  the  amendment  of 
Article  19  of  the  New  York  State  Education 
Law  to  eliminate  the  necessity  for  annual  in- 
school physical  appraisals  or  medical  inspec- 
tions of  all  pupils  concurrent  with  the  open- 
ing of  schools  at  the  beginning  of  each  school 
year;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  the  introduction  of 
and  support  the  enactment  of  legislation  to 
establish  the  following: 

1.  Effective  periodic  screening  programs 
(in  lieu  of  the  annual  in-school  physical  ap- 
praisals or  medical  inspections)  during  the 
course  of  the  child’s  school  life,  for  example 
at  the  time  of  entrance  into  kindergarten, 
fourth  grade,  eighth  grade,  and  twelfth 
grade. 

2.  Procedures  for  the  effective  utilization 
of  school  physicians  in  examining  children  at 
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the  request  of  nurses,  teachers,  or  other  per- 
sonnel or  on  referral  for  problems  detected 
by  screening  tests,  as  presently  performed 
by  paramedical  personnel  ;*  and  be  it  further 
Resolved,  That  emphasis  be  placed  on  the 
derivation  of  maximum  benefits  from  pro- 
fessional services  and  that  specifically  the 
physicians’  skills  be  directed  toward  working 
with  school  personnel  in  the  capacity  of  ad- 
viser and  counselor  in  such  areas  as  the  de- 
velopment of  health  curricula  and  in-service 
health  programs  for  teachers  and  other 
school  personnel.7  8 
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Report  ok  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  has  been  informed  that  legis- 
lation such  as  is  called  for  in  this  resolution 
will  be  introduced  in  the  current  session  of  the 
Legislature.  Since  the  committee  is  in  full 
agreement  with  the  intent  of  this  resolution,  it 
recommends  its  approval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-13.  Support  for  Use  of  Computerized  Health 
Data  Systems 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  use  of  computerized  data 
banking,  besides  increasing  the  efficiency  and 
reducing  the  cost  of  data  recording,  can  as- 
sist physicians  in  the  clinical  practice  of 
medicine;  and 

Whereas,  For  physicians  to  entrust  their 
records  to  such  a system  they  must  have  (1) 
assurance  that  the  system  has  adequate  legal, 
administrative,  and  technical  controls  to  as- 
sure that  the  confidentiality  of  data  will  be 
maintained,  and  (2)  legal  authorization  to 
store  their  records  in  this  manner  without 
patient  consent;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  its  component  county 
medical  societies  support  the  use  of  com- 
puterized health  data  systems  which  in  their 


judgment  have  adequate  legal,  administra- 
tive, and  mechanical  controls  to  assure  the 
maintenance  of  the  confidentiality  of  data; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  legislation  which 
will  be  introduced  in  the  current  session  of 
the  State  Legislature  which  will  confer  ab- 
solute privilege  on  data  stored  in  computer 
systems;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  legislation  to  be 
introduced  in  the  current  session  of  the  State 
Legislature  amending  Article  II,  Section  30, 
subdivision  4c,  of  the  Education  Law  to  per- 
mit physicians  to  reveal  to  a data  system 
facts,  data,  or  information  obtained  in  a pro- 
fessional capacity  relating  to  a patient  or  his 
records  without  first  obtaining  consent  of  the 
patient  provided  that  the  facts,  data,  or  in- 
formation shall  be  used  only  for  research, 
study,  medical  education,  and  to  assist  physi- 
cians in  the  clinical  practice  of  medicine  and 
that  otherwise  their  confidential  nature  will 
be  maintained;  and  be  it  further 

Resolved,  That  the  component  county  medi- 
cal societies  of  the  Medical  Society  of  the 
State  of  New  York  should  make  it  known  to 
all  local  authorities,  agencies,  educational  in- 
stitutions, health  departments,  and  all  other 
groups  handling  health-related  data,  that 
planning  of  a data  system  must  involve  the 
county  medical  societies  and  the  Medical  So- 
ciety of  the  State  of  New  York  which  will  de- 
termine and  approve  the  methods  by  which 
medical  information  is  kept  confidential ; and 
be  it  further 

Resolved,  That  medical  computing  and  data 
programs  now  operating  in  the  State  of  New 
York  shall  be  reviewed  by  the  local  county 
medical  societies  to  determine  whether  their 
methodologies  are  developed  and  their  pro- 
grams operated  in  consultation  with  the  med- 
ical societies’  representatives ; and  be  it 
further 

Resolved,  That  the  component  medical  so- 
cieties of  the  Medical  Society  of  the  State  of 
New  York  shall  function  as  coordinating  and 
educational  centers  for  medical  computing; 
and  be  it  further 

Resolved,  That  the  delegates  from  the  Med- 
ical Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a similar  resolution  at  the  next 
meeting  of  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  June,  1970. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  approves  this  resolution  in 
principle  and  recommends  that  it  be  referred 
by  the  Council  to  the  Committee  on  Data  Proc- 
essing for  implementation. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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70-18.  Necessity  of  Premarital  Serologic  Tests 

Introduced  by  Fulton  County  Medical  Society 

Whereas,  There  are  increasing  demands 
being  made  on  the  physician’s  time  and  ef- 
forts in  the  treatment  of  diseases;  and 

Whereas,  Many  physicians  order  routine 
serologic  tests  as  part  of  their  usual  blood 
work  up ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary  steps 
to  seek  to  introduce  and  to  support  the  pas- 
sage of  legislation  which  would  eliminate  the 
necessity  of  premarital  serologic  tests. 

Report  op  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

In  view  of  the  marked  increase  in  the  inci- 
dence of  syphilis,  the  reference  committee  be- 
lieves premarital  serologic  testing  should  con- 
tinue. Your  committee,  therefore,  recommends 
disapproval  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapprov- 
ing resolution  70-18. 

70-19.  Increasing  the  Supply  of  Practicing 
Physicians 

Introduced  by  Warren  County  Medical  Society 

Whereas,  There  is  a current  shortage  of 
practicing  physicians  in  the  United  States; 
and 

Whereas,  During  World  War  II  the 
physician  shortage  was  partially  alleviated 
by  changing  the  medical  school  year  from 
a twelve-month  to  a nine-month  basis;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  concept  of 
increasing  the  supply  of  practicing  physi- 
cians by  shortening  the  medical  school  year 
from  twelve  months  to  nine  months,  thereby 
reducing  the  total  duration  of  medical  school 
training  from  four  to  three  years. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  committee  approves  the  concept  of  ac- 
celerating the  medical  school  training  program 
by  eliminating  the  long  vacation  periods  and 
recommends  adoption  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-20.  Increasing  the  Number  of  Physicians  in 
New  York  State. 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  supply  of  physicians  is  in- 
creasing at  a rate  that  is  disproportionately 
slow  when  compared  with  the  explosion  of 
population  in  New  York  State;  and 

Whereas,  There  is  presently  an  attrition 


rate  of  8 per  cent  in  U.S.  medical  schools; 
and 

Whereas,  The  number  of  foreign  medical 
graduates  admitted  to  practice  in  New  York 
State  each  year  is  inadequate  to  compensate 
for  this  attrition;  and 

Whereas,  There  is  a large  pool  of  Ameri- 
can citizens  studying  medicine  abroad  who 
many  qualify  in  the  basic  sciences  for  trans- 
fer to  New  York  State  schools;  and 

Whereas,  The  clinical  and  scientific 
attainments  of  these  medical  students  study- 
ing abroad  could  be  greatly  improved  if  they 
were  given  clinical  years  of  training  prior 
to  obtaining  their  M.D.  degree;  and 

Whereas,  Under  the  present  system  it 
takes  twice  as  long  for  an  American  citizen 
studying  medicine  abroad  to  enter  the  main- 
stream of  American  medicine,  and  only  half 
their  numbers  do  so  successfully;  and 

Whereas,  The  number  of  graduating 
physicians  and  the  quality  of  medical  care 
in  New  York  State  is  a matter  of  crucial 
importance  and  continuing  concern  for  the 
Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  with  the  New  York  State 
Department  of  Education  evolve  a plan 
designed  to  compensate  for  the  approxi- 
mately 800  students  per  year  who  enter 
medical  schools  in  the  United  States  and  do 
not  become  physicians  by  assimilating  Ameri- 
can citizens  studying  medicine  abroad  into 
American  medicine  at  an  earlier  stage  in 
their  education;  and  be  it  further 

Resolved,  That  such  Americans  studying 
medicine  abroad  be  chosen  at  least  partly 
on  the  basis  of  their  ability  to  pass  examina- 
tions in  basic  sciences  after  one,  two,  or 
three  years  of  such  study. 

70-85.  Shortage  of  Doctors  of  Medicine 

Introduced  by  Nassau  and  Suffolk  County 

Medical  Societies 

Whereas,  The  shortage  of  doctors  of  medi- 
cine has  recently  received  much  publicity  and 
has  given  rise  to  many  attempts  to  increase 
medical  manpower;  and 

Whereas,  The  immediate  past  president 
of  the  American  Medical  Association,  Dwight 
L.  Wilbur,  M.D.,  recently  described  the 
shortage  as  disgraceful  and  intolerable;  and 
Whereas,  At  the  present  time,  approxi- 
mately 3,000  Americans  are  studying  medi- 
cine abroad  because  they  were  denied  en- 
trance by  our  own  medical  schools;  and 

Whereas,  These  students  receive  a reason- 
ably adequate  basic  science  education,  but  a 
generally  inadequate  clinical  education;  and 
Whereas,  The  American  students  studying 
abroad  could  be  certified  as  competent  in 
basic  science  by  Part  I of  the  National  Board 
of  Medical  Examiners;  and 

Whereas,  Teaching  hospitals  are  com- 
petent to  provide  the  clinical  education  of 
third  and  fourth  year  medical  students, 
leading  to  an  M.D.  degree;  therefore  be  it 
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Resolved,  That  the  universities  of  the  State 
of  New  York  (public  and  private)  be  en- 
couraged to  establish  third  and  fourth  year 
medical  school  programs  leading  to  the 
M.D.  degree  utilizing  cooperating  teaching 
hospitals  (public  and  private). 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman: 

The  committee  considered  resolutions  70-20 
and  70-85  together  and  offers  the  following 
substitute  resolution: 

Whereas,  The  supply  of  physicians  is  in- 
creasing at  a rate  that  is  disproportionately 
slow,  when  compared  with  the  explosion  of 
population  in  New  York  State;  and 

Whereas,  There  is  presently  an  attrition 
rate  of  8 per  cent  in  U.S.  medical  schools; 
and 

Whereas,  The  immediate  past  president 
of  the  American  Medical  Association, 
Dwight  L.  Wilbur,  M.D.,  recently  described 
the  doctor  shortage  as  disgraceful  and  in- 
tolerable; and 

Whereas,  At  the  present  time,  approxi- 
mately 3,000  Americans  are  studying  medi- 
cine abroad  because  they  were  denied  en- 
trance by  our  own  medical  schools;  and 

Whereas,  These  students  receive  a reason- 
ably adequate  basic  science  education,  but  a 
generally  inadequate  clinical  education;  and 

Whereas,  The  competence  in  basic  sciences 
of  American  students  studying  abroad  could 
be  established  by  their  passing  Part  1 of 
the  National  Board  of  Medical  Examiners; 
and 

Whereas,  The  number  of  graduating 
physicians  and  the  quality  of  medical  care 
in  New  York  State  is  a matter  of  crucial 
importance  and  continuing  concern  for  the 
Medical  Society  of  the  State  of  New  York; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  in  cooperation  with  the 
New  York  State  Department  of  Education 
evolve  a plan  designed  to  utilize  American 
students  studying  medicine  abroad. 

The  House,  after  discussion,  voted  to  amend 
the  substitute  resolution  by  the  deletion  of 
“but  a generally  inadequate  clinical  education” 
from  the  fifth  Whereas  so  that  it  would  read 
as  follows:  “Whereas,  These  students  receive 
a reasonably  adequate  basic  scientific  educa- 
tion; and.” 

The  House  theyi  voted  to  adopt  this  portion 
of  the  reference  committee  report,  thereby  ap- 
proving the  substitute  resolution  as  amended. 

70-34  and  70-43.  Family  Practice  Program 
Established  by  Conklin-Cook  Law 

70-34,  Introduced  by  Medical  Society  of  the 
County  of  Queens 

70-43,  Introduced  by  Nassau  and  Suffolk 
County  Medical  Societies 

Whereas,  The  Conklin-Cook  bill,  passed 


by  the  New  York  State  Legislature  in  I960, 
mandated  that  every  medical  school  in  New 
York  State  which  is  partially  or  wholly  sup- 
ported by  State  funds,  institute  a family 
practice  program  by  October,  1969;  and 

Whereas,  The  Conklin-Cook  bill  further 
requires  that  the  Department  of  General 
Practice  so  established  be  directed  and  staffed 
by  qualified  general  practitioners;  and 

Whereas,  The  State-supported  medical 
schools  at  Syracuse  and  Buffalo  have  in- 
itiated such  programs;  and 

Whereas,  Other  medical  schools  in  the 
State  of  New  York  so  mandated  have  failed 
to  initiate  such  programs,  therefore  be  it 
Resolved,  That  those  medical  schools  in 
the  State  of  New  York  which  have  failed  to 
initiate  such  programs  be  urged  to  comply  at 
once  with  the  clear  directive  of  the  Conklin- 
Cook  Law. 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

Resolutions  70-34  and  70-43  are  identical 
and  were  considered  together. 

The  committee  has  received  evidence  that 
the  schools  that  have  not  complied  with  the 
Conklin-Cook  Law  have  not  done  so  because 
of  the  failure  of  State  funding.  Therefore, 
the  committee  is  offering  the  following  two 
substitute  Resolveds : 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
administration  to  provide  medical  schools 
with  adequate  funds  to  implement  the  Conk- 
lin-Cook Law;  and  be  it  further 

Resolved,  That  when  the  funds  are  avail- 
able, those  schools  that  have  not  already  done 
so  be  urged  to  comply  at  once  with  the 
law’s  directive. 

Your  committee  recommends  approval  of 
these  resolutions  with  the  two  substitute 
Resolveds. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving 
identical  resolutions  70-34  and  70-43,  as 
amended. 

70-39.  Rescinding  of  State  Hospital  Code  Re- 
quirement for  Uterine  Cytologic  Smears 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  present  New  York  State 
Hospital  Code  requires  that  “within  twenty- 
four  hours  after  admittance  or  immediately 
before,  every  patient  shall  have  a complete 
history  and  physical  examination  performed 
by  a physician  and  that  such  examination 
shall  include  a screening,  uterine  cytologic 
smear  on  women  aged  twenty-five  to  fifty- 
four  inclusive,  unless  such  a test  is  medically 
contraindicated  or  has  been  performed  within 
the  previous  three  years”;  and 

Whereas,  The  reliability  and  accuracy  of 
such  a test  is  questionable  unless  done  under 
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appropriate  conditions  by  practitioners  pro- 
ficient in  doing  them;  and 

Whereas,  These  appropriate  conditions  do 
not  always  exist  in  physician’s  offices,  and 
bedside  examination  in  the  hospital  is  not 
always  conducive  to  accurate  examination; 
and 

Whereas,  An  improperly  performed 
uterine  screening  examination  is  worse  than 
none  at  all ; and 

Whereas,  The  medical-legal  implications 
of  such  a regulation  impose  an  unfair  re- 
sponsibility on  certain  groups  of  physicians; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  rescinding  of 
the  portion  of  the  New  York  State  Hospital 
Code  that  requires  uterine  cytologic  smears 
on  women  aged  twenty-five  to  fifty-four  in- 
clusive on  admission  to  a hospital;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  re-emphasize  the  value  of 
vaginal  cytologic  screening  examinations  as 
a preventive  or  case-finding  procedure  and 
urge  its  more  widespread  use,  when  per- 
formed under  appropriate  conditions  by 
those  expert  in  such  testing  procedures. 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  feels  that  the  best  modern 
gynecologic  practice  dictates  that  Pap  smears 
be  performed  at  a minimum  of  once  a year, 
and  that  age  limits  are  dictated  by  individual 
conditions.  The  committee  recommends  dis- 
approval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disap- 
proving resolution  70-39. 

70-40.  Facilities  for  Treatment  of  Narcotics 
Addicts 

Introduced  by  Nassau  and  Suffolk  County  Medi- 
cal Societies 

Whereas,  The  only  three  facilities  avail- 
able in  Suffolk  County  for  the  inpatient 
treatment  of  narcotics  addicts,  which  were 
operated  by  the  Department  of  Mental  Hy- 
giene, were  discontinued  in  the  past  year; 
and 

Whereas,  Except  for  a walk-in  clinic  in 
Bay  Shore,  there  are  now  no  narcotic  addict 
treatment  facilities  or  programs  in  Suffolk 
County;  and 

Whereas,  Inpatient  detoxification  units 
are  essential  to  effective  narcotic  treatment 
programs;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Narcotics  Con- 
trol Commission  to  proceed  immediately  to 
establish  adequate  facilities,  including  in- 
patient detoxification  units,  for  the  treatment 
of  narcotics  addicts  in  Suffolk  County. 

Report  of  Reference  Committee  on  Public 


Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  feels  that  a similar  situation 
undoubtedly  exists  in  other  areas  of  the  State 
and  recommends  adoption  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-42.  Establishment  of  Environmental  Quality 
Committee 

Introduced  by  Ontario  County  Medical  Society 

Whereas,  The  general  quality  of  our  en- 
vironment is  universally  acknowledged  to 
be  deteriorating  at  a rapid  rate ; and 

Whereas,  The  medical  profession,  by 
definition  and  training,  is  vitally  concerned 
with  the  effects  of  air  and  water  pollution 
on  human  health  ; and 

Whereas,  Several  county  medical  societies 
are  already  actively  working  with  local 
government  agencies  in  abatement  of  en- 
vironmental pollution ; therefore  be  it 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  establish  an  En- 
vironmental Quality  Committee  with  au- 
thority to  cooperate  with  and  advise  State 
government  agencies  and  the  Governor’s 
office  in  matters  broadly  pertaining  to  en- 
vironmental quality  and  control. 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

We  would  like  to  offer  for  approval  the 
following  substitute  for  the  Resolved  portion. 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reactivate  the  Committee 
on  Environmental  Health  and  the  Committee 
on  the  Health  Aspects  of  Ionizing  Radia- 
tion and  combine  them  under  the  name  of 
Environmental  Quality  Committee;  and  be 
it  further 

Resolved,  That  the  newly  formed  com- 
mittee be  given  authority  to  cooperate  with 
and  advise  State  government  agencies  and 
the  Governor’s  Committee  in  matters  broadly 
pertaining  to  environmental  quality  and 
control. 

The  House  voted  to  adopt  this  portion  of 
the  reference  committee  report. 

70—44.  Legal  Identity  of  Drug  Addiction  as  a 
Disease 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  There  are  presently  fewer  treat- 
ment facilities  for  drug  addicts  than  there 
were  five  years  ago ; and 

Whereas,  The  only  facilities  now  avail- 
able for  the  treatment  of  drug  addiction  on 
an  inpatient  basis  are  public  facilities;  and 
Whereas,  These  facilities  are  acutely 
overburdened  and  are  totally  inadequate; 
and 
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Whereas,  These  patients  feel  that  hos- 
pitalization in  a public  narcotics  institu- 
tion constitutes  evidence  of  criminality  which 
may  be  prejudicial  in  their  future  social 
contacts;  and 

Whereas,  Therapy  for  drug  addicts  on 
an  ambulatory  basis  is  presently  not  pos- 
sible due  to  lack  of  facilities;  and 

Whereas,  Drug  addiction  has  always  been 
considered  a disease  much  the  same  as  is 
alcoholism;  therefore  be  it 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  seek  to  introduce 
and  to  support  the  passage  of  legislation 
which  would  legally  identify  drug  addiction 
as  a disease;  and  be  it  further 

Resolved,  That  the  proposed  legislation 
recognize  drug  addiction  as  a medical  con- 
dition and  make  it  legal  for  physicians  to 
treat  drug  addicts  in  their  offices. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  sponsors  of  this  resolution  have  re- 
quested that  this  resolution  be  withdrawn. 

The  House  voted  to  grant  permission  for 
the  withdrawal  of  resolution  70-44. 

70-49.  Health  Manpower  and  the  Physicians' 
Assistants 

Introduced  by  Fifth  District  Branch 

Whereas,  The  utilization  of  certain  para- 
medical personnel,  namely  physicians’  assist- 
ants, can  ameliorate  health  manpower  short- 
ages and  increase  the  delivery  of  health 
services  in  New  York  State;  and 

Whereas,  Several  centers  in  New  York 
State  are  considering  the  institution  of 
training  programs  for  these  personnel ; and 
Whereas,  Physicians  who  employ 
physicians’  assistants  assume  responsibility 
for  their  performance  and  should,  there- 
fore, establish  standards  of  practice  designed 
to  maintain  a high  level  of  competence 
thereby  eliminating  the  need  for  licensure  of 
physicians’  assistants ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  to  introduce  and  to 
support  the  adoption  of  legislation  by  the 
New  York  State  Legislature  designed  to: 

1.  Implement  the  establishment  of  training 
programs  leading  to  qualification  as  phy- 
sicians’ assistants;  and 

2.  Amend  the  Medical  Practice  Act  of 
New  York  State  to  facilitate  the  utilization 
of  physicians’  assistants  by  licensed  phy- 
sicians. 

70-50.  Training  Programs  for  Former  Military 
Paramedical  Personnel 

Introduced  by  Broome  County  Medical  Society 

Whereas,  It  is  generally  recognized  that 
many  individuals  are  trained  as  paramedical 
personnel  by  the  armed  services  and  that 


few  of  these  well-trained  and  experienced 
persons  choose  a career  in  the  health  fields 
on  their  return  to  civilian  life;  and 

Whereas,  Several  centers  in  states  other 
than  New  York  have  established  programs 
to  complete  the  training  of  such  personnel 
and  qualify  them  as  physicians’  assistants; 
and 

Whereas,  Several  centers  in  New  York 
State  have  shown  interest  in  developing 
training  programs  for  physicians’  assistants; 
and 

Whereas,  The  senior  U.S.  Senator  from 
New  York  State  has  introduced  a bill  before 
the  U.S.  Senate  to  fund  such  paramedical 
training  programs;  and 

Whereas,  A New  York  State  Senator 
has  proposed  licensing  such  personnel  with- 
out further  examination;  and 

Whereas,  The  Board  of  Medical  Ex- 
aminers of  the  State  Education  Department 
has  not  taken  a definite  position  on  this 
proposal  to  license  without  further  ex- 
amination; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  appoint  a study  group 
for  the  purpose  of  developing  recommenda- 
tions and  guidelines  for  programs  in  New 
York  State  to  qualify  former  military  para- 
medical personnel  as  physicians’  assistants. 

70-60.  Educational  Standards  and  Legal  Recog- 
nition of  Physicians’  Assistants 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Practicing  physicians  are 
seriously  overburdened  in  their  task  of  de- 
livering health  care;  and 

Whereas,  The  number  of  medical  school 
graduates  is  not  increasing  as  rapidly  as  the 
general  population  nor  as  rapidly  as  the 
public’s  need  for  medical  care;  and 

Whereas,  Physicians’  assistants  will  en- 
able practicing  physicians  to  significantly 
extend  their  ability  to  provide  medical  care; 
and 

Whereas,  Many  of  the  30,000  military 
corpsmen  discharged  each  year  are  trained, 
experienced,  and  are  desirous  of  becoming 
physicians’  assistants;  and 

Whereas,  Several  community  colleges  have 
established  courses  in  basic  sciences  for 
health  care  personnel  and  are  interested  in 
developing  educational  programs  for  phy- 
sicians’ assistants;  and 

Whereas,  Hospitals  are  reluctant  to  per- 
mit physicians’  assistants  to  work  until  edu- 
cational standards  for  the  training  are  estab- 
lished and  until  physicians’  assistants  have 
some  legal  recognition ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  New  York 
State  Legislature  and  the  Department  of 
Education  to  establish  educational  standards 
for,  and  legal  recognition  of,  physicians’ 
assistants. 

Report  of  Reference  Committee  on  Pub- 
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Lie  Health  and  Education  : The  following 

report  was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  combined  these  three  resolu- 
tions into  the  following  substitute  resolution: 

Whereas,  The  utilization  of  certain  allied 
health  personnel,  namely  physicians’  assist- 
ants, can  ameliorate  health  manpower  short- 
ages and  increase  the  delivery  of  health 
services  in  New  York  State  by  increasing 
the  productivity  of  the  practicing  physician; 
and 

Whereas,  At  least  one  educational  center 
in  New  York  State  has  an  active  training 
program  for  physicians’  assistants  and  other 
institutions  are  considering  establishing 
such  a program ; and 

Whereas,  There  is  political  activity  to 
legislate  definition  and  control  of  physicians’ 
assistants  as  well  as  to  fund  educational 
programs;  and 

Whereas,  The  American  Medical  Associa- 
tion is  actively  seeking  acceptable  standard- 
ization of  the  education  and  utilization  of 
physicians’  assistants;  therefore  be  it 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  support  the  principle 
of  the  training  of  physicians’  assistants  and 
that  it  cooperate  with  the  American  Medical 
Association  and  the  appropriate  State  agency 
in  establishing  standards  of  education  for 
these  assistants  and  in  defining  their  profes- 
sional standing  and  utilization,  especially  in 
regard  to  their  relationship  with  the  physi- 
cian. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving 
the  substitute  resolution. 

70-41.  Enactment  of  More  Realistic  Laws  on 
Narcotics  and  Drug  Abuse 

Introduced  by  Suffolk  County  Medical  So- 
ciety 

Whereas,  The  term  “narcotic  addict”  is 
generally  applied  to  all  those  who  misuse 
drugs;  and 

Whereas,  There  is  a marked  difference 
in  the  immediate  and  ultimate  significance 
of  the  use  of  marihuana  by  a college  boy 
and  the  use  of  heroin  by  a hard-core  addict; 
and 

Whereas,  Federal  and  State  laws  are 
unrealistic  in  requiring  the  same  felony 
convictions  for  the  possession  and  sale  of 
both  these  types  of  drugs;  and 

Whereas,  The  use  and  abuse  of  drugs, 
whether  habituating  or  not,  is  generally  a 
manifestation  of  emotional  and  character 
disturbances  which  call  for  medical  and 
psychiatric  treatment  rather  than  punish- 
ment; and 

Whereas,  A clear  distinction  should  be 
made  between  drug  users  who  occasionally 
sell  drugs  to  sustain  their  own  habits  and 
nonaddicts  who  sell  drugs  as  a criminal 
activity;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
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State  of  New  York  urge  State  and  Federal 
Legislatures  to  enact  more  realistic  drug 
laws  that  provide  for  the  treatment  and 
rehabilitation  of  drug  users  and  abusers, 
rather  than  for  their  punishment  and  that 
punitive  measures  be  reserved  for  criminal, 
nonaddict  “pushers.” 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  re- 

port was  presented  by  Mary  Spalding,  M.D., 
chairman. 

The  committee  would  like  to  offer  for  ap- 
proval the  following  substitute  resolution : 

Whereas,  The  term  “narcotic  addict”  is 
generally  applied  to  all  those  who  misuse 
drugs;  and 

Whereas,  There  is  a marked  difference  in 
the  immediate  and  ultimate  significance  of 
the  use  of  marihuana  by  a college  boy  and 
the  use  of  heroin  by  a hard-core  addict;  and 
Whereas,  Federal  and  State  laws  are  un- 
realistic in  requiring  the  same  felony  con- 
victions for  the  possession  and  sale  of  both 
these  types  of  drugs ; and 

Whereas,  The  use  and  abuse  of  drugs, 
whether  habituating  or  not,  is  generally  a 
manifestation  of  emotional  and  character 
disturbances  which  call  for  medical  and 
psychiatric  treatment  rather  than  punish- 
ment; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  State  and  Federal 
Legislatures  to  enact  more  realistic  drug 
laws  which  reflect  the  difference  between  a 
hard-core  user  of  narcotics  as  opposed  to 
the  “soft-drug”  user. 

The  House,  after  discussion,  voted  to  amend 
the  second  Whereas  by  deleting  the  words  “a 
college  boy”  and  inserting  the  words  “an 
adolescent”  and  by  deleting  the  words  “by  a 
hard-core  addict.”  The  Whereas  would  then 
read  as  follows:  “Whereas,  There  is  a marked 
difference  in  the  ultimate  significance  of  the 
use  of  marihuana  by  an  adolescent  and  the 
use  of  heroin;  and.” 

The  House  then  voted  to  adopt  this  portion 
of  the  reference  committee  report  as  amended, 
thereby  approving  the  substitute  resolution  as 
amended. 

70-45.  Shortage  of  Doctors  of  Medicine 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  shortage  of  doctors  of 
medicine  has  recently  received  much  pub- 
licity and  has  given  rise  to  many  attempts 
to  increase  medical  manpower;  and 

Whereas,  The  immediate  past  president 
of  the  American  Medical  Association,  Dwight 
L.  Wilbur,  M.D.,  recently  described  the 
shortage  as  disgraceful  and  intolerable;  and 
Whereas,  The  statement  has  been  made 
by  the  president  of  the  American  Association 
of  Medical  Colleges  that  for  every  ten 
qualified  students  accepted  by  our  medical 

1970 


schools,  ten  qualified  students  are  rejected 
because  of  lack  of  facilities;  and 

Whereas,  At  the  present  time,  approxi- 
mately 3,000  Americans  are  studying  medi- 
cine abroad  because  they  were  denied  en- 
trance by  our  own  medical  schools;  and 
Whereas,  On  graduating  from  a foreign 
medical  school,  American  students  must  suc- 
cessfully complete  an  E.C.F.M.G.  (Educa- 
tional Council  for  Foreign  Medical  Gradu- 
ates) examination,  which  does  not  qualify 
them  for  licensure  but  merely  to  fill  what 
remaining  internships  are  available;  and 
Whereas,  An  American  student  who  com- 
pletes an  E.C.F.M.G.  examination  on  gradu- 
ating abroad  is  not  included  in  the  National 
Internship  Matching  Program;  and 

Whereas,  Of  the  13,000  internships  avail- 
able annually,  over  2,500  are  filled  by  foreign 
nationals  and  a large  number  remain  vacant; 
and 

Whereas,  A large  number  of  American 
students  studying  abroad  are  sons  and 
daughters  of  American  physicians  who  are 
denied  the  privilege  of  externships;  and 
Whereas,  The  AM  A Education  and  Re- 
search Student  Loan  Guarantee  Program  is 
not  available  to  these,  our  sons  and  daughters 
of  United  States  taxpayers,  because  they  are 
not  enrolled  in  United  States  medical  schools; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  medical  schools, 
through  the  American  Association  of  Medical 
Colleges,  to  accept  qualified  students  who  are 
studying  abroad,  especially  for  the  last  two 
clinical  years;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  licensing  boards  to 
accept  successful  completion  of  E.C.F.M.G. 
examinations  for  State  licensure;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  tax  supported, 
university  affiliated  hospitals,  the  Veterans 
Administration  hospitals,  and  the  U.S.  Public 
Health  Service  hospitals  to  accept  American 
students  studying  abroad  for  clinical  train- 
ing in  preference  to  foreign  nationals  who 
often  cannot  communicate  with  our  American 
patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  AMA  and  the 
appropriate  governmental  authorities  to  pro- 
vide loans  for  American  students  studying 
abroad  in  preference  to  subsidizing  the  for- 
eign nationals  who  now  occupy  5 per  cent  of 
all  openings  in  United  States  medical 
schools ; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  where  indicated,  intro- 
duce and  support  legislation  designed  to 
simplify  and  expedite  the  medical  licensure 
of  American  students  who  study  medicine 
abroad. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 


was  presented  by  Mary  Spalding,  M.U.,  chair- 
man. 

The  sponsors  of  resolution  70-45  have  asked 
that  this  resolution  be  withdrawn. 

The  House  voted  permission  for  resolution 
70-^5  to  be  withdrawn. 

70—51.  Authorization  for  Diagnosis  and 
Treatment  of  Minors 

Introduced  by  Broome  County  Medical  Society 

Whereas,  There  is  an  alarming  increase 
in  new  cases  of  gonorrhea,  stated  by  some  to 
be  as  many  as  4,000  per  day;  and 

Whereas,  A large  number  of  cases  occur 
in  teenagers  who  may  not  be  legally  ex- 
amined by  a physician  without  parental  con- 
sent; and 

Whereas,  Such  young  people  might  pre- 
sent themselves  for  examination  and  treat- 
ment sooner  if  their  parents  were  not  in- 
formed; and 

Whereas,  Physicians  are  often  faced  with 
the  dilemma  of  examination  and  treatment  of 
minors  for  all  purposes  without  prior  pa- 
rental consent;  and 

Whereas,  The  General  Assembly  of  the 
State  of  Illinois  has  recently  passed  suitable 
legislation  to  permit  the  treatment  of  minors 
without  parental  consent;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Legislature  to  amend  the  law  governing  the 
consent  necessary  for  the  performance  of 
medical  and  surgical  procedures  on  minors 
to  provide : 

1.  That,  notwithstanding  any  other  provi- 
sion of  the  law.  a minor,  twelve  years  old  or 
over,  who  has  been  exposed  to  any  venereal 
disease,  may  give  consent  for  examination 
and  treatment  of  such  disease,  without  the 
consent  of  his  parents  or  guardians. 

2.  That  under  these  conditions  the  consent 
of  the  minor  shall  be  valid  and  binding  and 
not  subject  to  being  voided  because  of  his 
minority. 

3.  That  any  physician  who  diagnoses  and 
treats  a minor  exposed  to  venereal  disease 
may  notify  the  parents  or  guardians,  without 
being  obligated  to  do  so,  but  shall  be  required 
to  report  each  occurrence  of  such  disease  to 
the  local  health  authorities  in  accordance 
with  existing  statutes. 

4.  That  all  persons  eighteen  years  of  age 
or  older  may  give  legal,  binding  consent  for 
medical  or  surgical  procedures  to  be  per- 
formed on  them  by  physicians  licensed  to 
practice  medicine  and  surgery. 

5.  That  when  a hospital  service  or  depart- 
ment, or  a physician  licensed  to  practice  med- 
icine and  surgery,  renders  emergency  treat- 
ment or  first  aid  to  a minor  in  good  faith,  the 
consent  of  the  minor’s  parents  or  guardians 
need  not  be  obtained  if,  in  the  opinion  of  the 
physician  or  hospital  service,  the  delay  in  ob- 
taining such  consent  might  adversely  affect 
the  state  of  the  minor’s  health. 
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Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
w-as  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

This  resolution  was  studied,  and  the  refer- 
ence committee  approved  a recommendation 
that  it  be  referred  to  the  Council  to  coordinate 
it  with  the  official  critique  of  the  Lent  Commit- 
tee Report. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-63.  Treatment  of  Drug  Addiction 

Introduced  by  Nassau  and  Suffolk  County  Medi- 
cal Societies 

Whereas,  Treatment  facilities  for  drug 
addiction  today  are  woefully  inadequate;  and 
Whereas,  The  major  facilities  available 
for  the  treatment  of  drug  addiction  are  on 
an  inpatient  basis;  and 

Whereas,  These  facilities  are  acutely  over- 
taxed; and 

Whereas,  The  treatment  of  persons  al- 
ready addicted  is  a medical  responsibility  be- 
cause addiction  is  a recognized  medical  and 
psychosocial  syndrome  based  on  underlying- 
emotional  disorders;  and 

Whereas,  Many  physicians  erroneously  be- 
lieve that  there  are  legal  sanctions  proscrib- 
ing essentially  all  use  of  narcotics  in  the 
medical  management  of  such  persons;  and 
Whereas,  Many  physicians  fail  to  under- 
stand that  prescribing  narcotics  for  addicts 
may  be  considered  to  be  legal  in  the  course  of 
professional  treatment;  and 

Whereas,  It  is  legally  permissible  for  the 
physician  to  provide  the  narcotic  addict  a 
sufficient  quantity  of  drugs  to  keep  him  com- 
fortable by  maintaining  him  until  institu- 
tional care  is  available;  and 

Whereas,  It  is  also  legal  to  prescribe  nar- 
cotics to  relieve  signs  and  symptoms  of  the 
acute  withdrawal  syndrome;  and 

Whereas,  Laws  and  regulations  control- 
ling narcotic  drugs  are  not  intended  to  inter- 
fere with  their  administration  in  legitimate 
medical  practice  since  such  administration  is 
medically  sound;  and 

Whereas,  There  has  never  been  any  legal 
or  medical  question  of  the  right  or  duty  of 
physicians  to  administer  narcotic  drugs  to 
relieve  acute  withdrawal  symptoms;  and 
Whereas,  Treatment  of  narcotic  addiction 
in  a clinic  on  an  ambulatory  basis  is  an  ac- 
ceptable practice;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  all  necessary  steps 
to  educate  physicians  regarding  the  indica- 
tions and  permissibility  of  this  form  of 
therapy;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  those  steps  necessary 
to  inform  legislative  and  law  enforcement 
bodies  to  recognize  that  physicians  have  a 
professional  responsibility  to  treat  addicts  in 
their  offices,  if  they  choose,  on  a temporary 


basis  until  adequate  definitive  facilities  and 
care  are  available. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  reference  committee  recommends  adop- 
tion of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-64.  Employment  of  Foreign  Graduates  by 
Nonteaching  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Niagara 

Whereas,  There  is  increasing  need  for 
physicians  in  rural  areas;  and 

Whereas,  Foreign  graduates  would  have 
an  excellent  opportunity  to  view  the  private 
practice  of  medicine  in  small,  nonteaching 
hospitals  by  working  in  their  emergency 
rooms;  and 

Whereas,  This  would  also  improve  the 
quality  of  service  in  the  small  community 
hospitals;  and 

Whereas,  Foreign  medical  graduates, 
holding  E.C.F.M.G.  certification  are  re- 
stricted to  employment  in  hospitals  offering 
approved  training  programs;  and 

Whereas,  Hospitals  not  offering  approved 
training  programs  are  prohibited  from  em- 
ploying such  graduates  who  are  enrolled  in 
an  approved  training  program,  as  part-time 
employes  in  their  emergency  rooms;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  such  steps  as  may  be 
necessary  to  make  it  possible  for  nonteach- 
ing hospitals  to  utilize  foreign  graduates 
holding  E.C.F.M.G.  certification,  on  a part- 
time  basis,  during  their  free  time,  provided 
they  work  under  the  supervision  of  an  at- 
tending physician,  duly  licensed  in  the  State 
of  New  York. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  committee  offers  the  follow-ing  substitute 
resolution: 

Whereas,  There  is  increasing  need  for 
physicians  in  rural  areas;  and 

Whereas,  Foreign  graduates  would  have 
an  excellent  opportunity  to  view  the  private 
practice  of  medicine  in  small,  nonteaching 
hospitals  by  working  in  their  emergency 
rooms;  and 

Whereas,  This  would  also  improve  the 
quality  of  service  in  the  small  community  hos- 
pitals; and 

Whereas,  Foreign  medical  graduates, 
holding  E.C.F.M.G.  certification,  are  re- 
stricted to  employment  in  hospitals  offering- 
approved  training  programs;  and 
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Whereas,  Hospitals  not  offering  approved 
training  programs  are  prohibited  from  em- 
ploying such  graduates  who  are  enrolled  in 
an  approved  training  program,  as  part-time 
employes  in  their  emergency  rooms;  and 

Whereas,  721.8  from  Title  10  of  the  Hos- 
pital Code  reads,  Modifications  to  qualifica- 
tions of  medical  staff:  “Notwithstanding 

any  other  provision  of  this  Part,  the  com- 
missioner may  in  harmony  with  the  general 
purposes  and  intent  of  this  Subchapter, 
modify  the  applicability  of  any  provisions 
concerning  the  qualifications  of  members  of 
the  medical  staff  where  hospitals  encounter 
practical  difficulties  or  unnecessary  hardships 
in  complying  therewith,  where  such  modifica- 
tion is  in  the  community  interest  and  does 
not  adversely  affect  the  protection  of  the 
health  of  the  inhabitants  of  the  State”; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Commissioner  of 
Health  to  take  such  steps  as  may  be  nec- 
essary to  make  it  possible  for  nonteaching 
hospitals  to  utilize  foreign  graduates  holding 
E.C.F.M.G.  certification,  provided  they  work 
under  the  supervision  of  an  attending  physi- 
cian duly  licensed  in  the  State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  adopting 
the  substitute  resolution. 

70-67.  Telephone  Prescription  of  Narcotic 
Drugs  for  Inhospital  Patients 

Introduced  by  Medical  Society  of  the  County  of 
Niagara 

Whereas,  It  is  a regulation  of  the  State 
Narcotic  Bureau  that  a nurse  cannot  ad- 
minister narcotics  to  a hospital  inpatient, 
except  pursuant  to  a signed,  written  order 
of  a physician  holding  a narcotic  registra- 
tion; and 

Whereas,  This  requirement  frequently 
causes  considerable  harm  to  patients  and  un- 
necessary travel  and  waste  of  a physician’s 
time  particularly  in  rural  areas;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  attempt  to  secure  liberal- 
ization of  State  Narcotic  Bureau  policy  to 
authorize  a nurse  to  administer  narcotics  to 
a hospital  inpatient,  on  the  telephone  orders 
of  the  attending  physician,  followed  by  a 
written  order  within  twelve  hours. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  committee  heard  testimony  to  the  effect 
that  this  requirement  imposed  serious  hard- 
ships on  physicians  often  necessitating  un- 
necessary night  travel,  without  conferring  cor- 
responding safeguards  for  the  patient.  Under 
the  circumstances,  the  reference  committee 
recommends  adoption  of  this  resolution. 


The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-68.  Program  to  Meet  the  Problem  of  Spread- 
ing Drug  Addiction 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  facilities  currently  avail- 
able for  the  treatment  of  narcotics  addiction 
in  the  City  of  New  York  are  totally  inade- 
quate to  meet  the  urgent  need;  and 

Whereas,  The  problem  has  now  grown  to 
epidemic  proportions  involving  progressively 
younger  people;  and 

Whereas,  There  is  ample  evidence  to  indi- 
cate that  narcotics  addiction  has  now  spread 
to  children  in  the  age  group  of  nine  to  six- 
teen; and 

Whereas,  There  is  no  indication  that 
emergency  measures  are  being  formulated  to 
meet  an  emergency  situation ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  Newr  York  go  on  record  to  declare 
that  the  rapid  spread  of  narcotics  addiction 
constitutes  a health  emergency;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  New  York 
State  Legislature  to  meet  this  emergency  sit- 
uation by  providing  funds  for  treatment  on  a 
crash  program  basis. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

The  committee  offers  the  following  substitute 
resolution : 

Whereas,  The  facilities  currently  avail- 
able for  the  treatment  of  narcotic  addiction 
in  the  City  of  New  York  are  totally  inade- 
quate to  meet  the  urgent  need ; and 

Whereas,  The  problem  has  now  grown  to 
epidemic  proportions  involving  progressively 
younger  people ; and 

Whereas,  There  is  ample  evidence  to  in- 
dicate that  narcotics  addiction  has  nowT 
spread  to  children  in  the  age  group  of  nine 
to  sixteen ; and 

"Whereas,  There  is  no  indication  that  emer- 
gency measures  are  being  formulated  to  meet 
an  emergency  situation;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  to  declare 
that  the  rapid  spread  of  narcotics  addiction 
constitutes  a health  emergency;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  New  York 
State  Legislature  to  meet  this  emergency 
situation  by  encouraging  the  development  of 
sound  treatment  programs  and  providing 
funds  for  such  programs  on  a crash  basis. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving 
the  substitute  resolution. 


June  1,  1970  / New  York  State  Journal  of  Medicine  1511 


70-77.  Utilization  of  Generalists  for  Limited 
Specialist  Procedures 

Introduced  by  Queens  County  Medical  Society 

Whereas,  There  is  general  recognition  of 
the  lack  of  sufficient  medical  manpower,  as 
reflected  by  several  resolutions  suggesting 
methods  of  increasing  the  number  of  physi- 
cians; and 

Whereas,  Efforts  are  being  made  to  meet 
the  deficiency  by  developing  physicians’  as- 
sistants which  might  lead  to  a sub-class  of 
poorly  trained  medical  personnel ; and 

Whereas,  There  are  many  general  practi- 
tioners who  would  be  willing  to  practice  pedi- 
atrics and  obstetrics,  within  the  limits  of 
their  training,  and  even  act  as  assistants  in 
surgery,  if  given  appropriate  privileges,  and 
who  would  be  superior  in  education,  training, 
and  background  than  six-weeks  paramedical 
help ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  develop  and  present  to 
the  American  Medical  Association  appropri- 
ate resolutions  and  actions  requesting  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals and  specialty  groups  to  urge  and  moti- 
vate hospital  staffs  to  utilize  fully  all  the 
general  practice  assistance  they  can  obtain 
by  granting  general  practitioners  appropri- 
ate privileges  under  proper  specialty  staff 
supervision. 

Report  of  Reference  Committee  on  Public 
Health  and  Education  : The  following  report 
was  presented  by  Mary  Spalding,  M.D.,  chair- 
man. 

Since  general  practitioners  are  already  in 
short  demand,  this  resolution  may  be  partly 
solving  one  problem  and  creating  another. 
Your  reference  committee,  therefore,  recom- 
mends disapproval  of  this  resolution. 

The  House,  after  discussion,  voted  not  to 
adopt  this  portion  of  the  reference  committee 
report,  thereby  approving  resolution  70-77. 

70—98.  Physician  Participation  in  Programs  De- 
signed to  Reduce  Drug  Abuse 

Introduced  by  Irving  Weiner,  M.D.,  Orange 
County,  as  an  individual 

Whereas,  All  physicians  are  aware  of  the 
startling  increase  in  the  use  and  abuse  of  all 
types  of  drugs,  soft  and  hard;  and 

Whereas,  It  is  recognized  that  greatest 
strides  can  be  made  at  the  local  level  in  com- 
bating this  problem ; and 

Whereas,  The  Governor  has  mandated,  in 
a municipal  law  passed  in  1968,  the  estab- 
lishment of  Narcotic  Guidance  Councils  ap- 
pointed by  local  community  governing  boards 
as  city  councils;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  physicians  to 
cooperate  with  and  serve  on  all  agencies  on 
a local  level  designed  to  deal  with  this  prob- 
lem. 

The  House  voted  to  adopt,  resolution  70-98. 


The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

C.  Stewart  Wallace,  M.D.,  Chairman 

Tompkins 


John  H.  Carter,  M.D Albany 

Charles  N.  Aswad,  M.D Broome 


The  Commission  continued  to  support  legis- 
lation to  improve  medical  care  and  enhance  the 
effectiveness  of  private  practice  and  to  oppose 
measures  which  place  power  in  the  hands  of 
government  without  meaningful  communication 
with  medical  societies.  Regrettably,  we  note 
that  harm  was  done  to  the  medically  indigent 
of  our  State  in  1969,  and  to  hospitals  and  prac- 
ticing physicians,  by  the  Medicaid  coinsurance 
law  and  the  arbitrary  reduction  of  compensa- 
tion for  services.  During  1969,  however,  we 
further  expanded  our  legislator  contact  pro- 
gram, and  we  hope  during  the  coming  year  that 
this  will  have  an  effect  on  health  legislation  at 
the  State  level. 

In  1969  the  Society  exerted  leadership  in  de- 
veloping professional  peer  review  mechanisms 
to  meet  modern-day  requirements  for  measur- 
ing medical  standards  and  costs.  This  recog- 
nized the  de  facto  universality  of  health  insur- 
ance and  anticipates  de  jure  universal  health 
insurance — and  the  full  flowering  of  compu- 
terized record  keeping.  Eight  area  conferences 
on  “The  Need  for  Peer  Review”  were  arranged 
by  our  Committee  on  Public  Relations  to  publi- 
cize guidelines  prepared  by  the  Ad  Hoc  Com- 
mittee on  Peer  Review  Mechanisms,  as  ap- 
proved by  the  Council.  Valuable  information 
was  gathered  from  these  conferences  which  will 
aid  future  planning.  They  also  served  to  stim- 
ulate new  thinking  at  the  local  level  concerning 
modern  norms  for  self-regulation. 

The  Commission  notes  with  satisfaction  that 
Comprehensive  Health  Planning,  our  major 
public  relations  program  for  1968,  took  root  in 
several  areas  of  the  State.  Economies  in  gov- 
ernment budgets,  however,  may  eventually  en- 
danger the  existence  of  this  important  activity 
which  the  Commission  hopes  will  continue  to 
grow. 

We  give  special  thanks  to  John  H.  Carter, 
M.D.,  chairman  of  the  State  Legislation  Com- 
mittee; Charles  N.  Aswad,  M.D.,  chairman  of 
the  Federal  Legislation  Committee;  and  Paul 
M.  DeLuca,  M.D.,  chairman  of  the  Committee 
on  Public  Relations,  for  their  dedication  and 
hard  work  in  fields  where  there  are  many  gen- 
tlemen farmers.  We  also  commend  the  Divi- 
sion of  Communications  under  Guy  D.  Beau- 
mont, director,  and  the  division  departments 
which  ably  carried  out  the  activities  entrusted 
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to  them.  The  committee  reports  appear  sep- 
arately. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Plblic 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

The  report  of  the  Commission  under  the 
chairmanship  of  C.  Stewart  Wallace,  M.D.,  was 
reviewed.  The  Commission  pursued  its  duties 
with  diligence  and  devotion.  Efforts  were  con- 
tinued to  support  legislation  to  improve  medical 
care.  The  Commission’s  legislator  contact  pro- 
gram was  expanded.  Eight  area  conferences 
on  “The  Need  for  Peer  Review”  were  arranged 
to  publicize  guidelines,  to  gather  information, 
and  to  stimulate  the  local  societies  to  create 
mechanisms  for  professional  peer  review  to 
meet  modern  day  requirements. 

Your  reference  committee  commends  the 
Commission  for  executing  its  prime  responsibil- 
ity of  coordinating  intercommittee  reports  and 
efforts  as  these  pertain  to  legislation  and  public 
relations.  We  can  think  of  no  better  words 
with  which  to  express  gratitude  to  the  members 
of  the  Commission  than  those  of  Dr.  W'allace 
when  he  thanked  the  members  of  the  Commis- 
sion “for  their  dedication  and  hard  work  in 
fields  where  there  are  many  gentlemen  farm- 
ers.” 

The  House  voted,  to  adopt  this  portion  of  the 
reference  committee  report. 

Federal  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Federal  Legislation  consists 
of  the  following  members : 

Charles  N.  Aswad,  M.D.,  Chairman.  .Broome 


Burton  Allyn,  M.D Rockland 

John  L.  Clowe,  M.D Schenectady 

John  T.  Donovan,  Jr.,  M.D Niagara 

Irwin  Felsen,  M.D Allegany 

Francis  J.  Loperfido,  M.D Bronx 

James  A.  Moore,  M.D Albany 


Your  committee’s  focus  of  attention  during 
the  past  year,  since  your  new  chairman  as- 
sumed office,  has  been  on  the  purpose  and  func- 
tions of  the  committee  in  an  attempt  to  improve 
its  operations  and  build  on  its  past  productive 
activities.  With  this  objective  in  mind,  your 
chairman  convened  his  committee  on  July  23 
and  September  16,  at  the  Country  House,  Syra- 
cuse. 

At  the  initial  meeting  in  July,  the  committee 
acted  on  several  important  items.  A key  topic 
of  discussion  was  the  relationship  between  the 
Medical  Society  of  the  State  of  New  York  and 
EMPAC  (Empire  State  Medical  Political  Ac- 
tion Committee)  and  the  American  Medical  As- 
sociation and  AMPAC  (American  Medical  Po- 
litical Action  Committee).  A difficulty  con- 
fronting this  committee  is  that  the  field  staff 
of  AMA  and  AMPAC  have  been  combined. 
Since  the  State  Medical  Society  and  EMPAC 
are  separate  and  distinct  entities  in  New  York, 


and  the  AMA  now  channels  its  information 
through  AMPAC,  transmission  of  news  regard- 
ing congressional  action  from  the  national  to 
the  state  level  might  be  impeded. 

The  chairman  reported  that  he  had  investi- 
gated this  matter  and  had  been  advised  that 
information  would  be  transmitted  directly  from 
the  AMA  to  our  Federal  Legislation  Commit- 
tee. Information  concerning  congressional 
proposals  would  not  be  transmitted  through 
AMPAC  to  state  organizations  but  by  the 
AMA.  The  chairman  also  explained  that  the 
AMA  regional  representatives  would  be  on  the 
AMA  payroll,  except  when  their  activities  were 
politically  oriented,  at  which  time  they  would 
be  paid  by  AMPAC  funds. 

During  the  discussion  on  the  State  Medical 
Society  and  EMPAC,  the  fact  was  emphasized 
that  according  to  legal  opinion  furnished  by 
State  Medical  Society’s  counsel  and  outside 
counsel  to  EMPAC,  the  Medical  Society  and 
EMPAC  must  be  totally  disassociated  from 
each  other  and  operated  as  separate  legal  en- 
tities. 

The  following  motion  was  submitted  to  the 
Council  on  September  25,  and  was  approved: 

In  view  of  the  recent  AMA-AMPAC  reor- 
ganization, the  Federal  Legislation  Commit- 
tee feels  that  it  is  imperative  that  the  legal 
restrictions  on  political  activities  by  MSSNY 
be  clarified  and  urges  the  appointment  of  an 
ad  hoc  committee  to  clarify  the  status  rela- 
tionship between  the  State  Medical  Society 
and  EMPAC  and  that  this  ad  hoc  committee 
should  report  back  to  the  Council  at  the  meet- 
ing following  its  appointment. 

Another  priority  item  of  discussion  at  the 
July  meeting  was  the  improvement  of  relation- 
ships between  physicians  and  congressmen. 
Two  important  phases  of  this  subject  were 
discussed.  Joseph  J.  Kaufman,  M.D.,  immedi- 
ate past  chairman  of  this  committee,  at  our  in- 
vitation, reported  on  last  year’s  activities. 
One  of  the  major  projects  sponsored  by  the 
committee  during  Dr.  Kaufman’s  term  was  im- 
provement of  relationships  with  congressmen. 
As  a result  of  the  participation  of  Dr.  Kaufman 
and  Martin  Tracey,  Esq.,  coordinator,  Legisla- 
tion Activities,  in  the  Legislation  Conference 
sponsored  by  the  U.S.  Chamber  of  Commerce 
held  in  Washington,  D.C.,  last  February,  Dr. 
Kaufman  strongly  urged  that  visits  be  made 
by  the  committee  members  to  congressmen’s  of- 
fices in  Washington.  Dr.  Kaufman  stressed  the 
fact  that  congressmen  want  to  be  treated  as 
businessmen,  and  they  prefer  to  discuss  busi- 
ness in  their  WTashington  offices,  not  when  they 
are  in  their  home  districts. 

In  connection  with  Dr.  Kaufman’s  recom- 
mendation, your  committee  also  considered  an 
excerpt  from  a reference  committee  report, 
1969  House  of  Delegates,  which  authorized 
the  establishment  of  more  direct  contact  be- 
tween the  members  of  the  Federal  Legislation 
Committee  and  the  New  York  State  congres- 
sional representatives,  while  congress  is  in 
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session.  The  committee  voted  to  delay  action 
on  this  authorization. 

The  second  phase  of  the  problem  involving 
physicians’  relations  with  congressmen  was  the 
approval  by  the  committee  of  a new  approach 
to  an  old  method  of  operation.  In  the  past,  our 
State  Medical  Society  has  used  physicians  in 
various  parts  of  the  State  as  contact  people 
with  our  congressmen.  These  men  were  se- 
lected on  the  basis  of  recommendations  re- 
ceived from  every  county  medical  society.  The 
new  approach  will  be  based  on  the  fact  that  a 
physician  contact  should  be  someone  who  in- 
timately knows  a congressman  and  lives  in  the 
congressman’s  home  town.  Since  there  are  41 
congressmen,  this  would  mean  a working  force 
of  41  rather  than  61  physicians,  representing 
each  county  medical  society  as  was  the  custom 
in  the  past.  To  implement  this  recommenda- 
tion, the  committee  further  recommended  that 
the  regional  representatives  be  utilized  to  find 
out  which  physicians  would  not  only  be  will- 
ing but  able  to  work  as  contact  committeemen 
with  the  congressmen. 

Action  was  taken  to  expedite  and  improve 
committee  operations.  At  the  request  of  your 
chairman,  Mr.  Tracey  presented  a program  for 
handling  legislation  by  the  committee.  Since 
the  AMA  Council  on  Legislative  Activities 
screens  the  numerous  proposals  that  come  be- 
fore Congress,  it  seems  logical  that  the  State 
Medical  Society’s  Committee  on  Federal  Legis- 
lation should  look  to  the  AMA  for  guidance. 
Copies  of  reports  on  actions  taken  by  the  AMA 
Committee  on  Legislative  Activities  will  be  sent 
directly  to  Mr.  Tracey.  He,  in  turn,  will  send 
copies  to  your  chairman  and  to  C.  Stewart 
Wallace,  M.D.,  chairman,  Commission  on  Pub- 
lic and  Professional  Affairs.  All  three  mem- 
bers will  evaluate  the  proposals  of  the  AMA 
group.  Their  suggestions  will  be  capsuled  and 
sent  to  the  committee  members  for  their 
opinions.  The  recommendations  of  the  com- 
mittee will  then  be  submitted  to  the  Council  for 
implementation  and  action.  The  committee 
approved  this  plan  of  operation. 

Your  committee  also  reviewed  the  following 
actions  of  the  1969  House  of  Delegates.  The 
first  item  was  resolution  69-52,  “Legislation 
Providing  Legal  Immunity  for  Members  of  Uti- 
lization Committees  and  County  Medical  Socie- 
ties.” The  committee  decided  to  delay  on  this 
resolution  until  additional  information  was  ob- 
tained from  California,  where  similar  legisla- 
tion had  been  enacted.  The  second  matter  in- 
volved an  excerpt  from  a reference  committee 
report  on  the  continuation,  strengthening,  and 
expansion  of  diploma  schools  of  nursing.  The 
committee  decided  that  while  this  recommenda- 
tion should  be  carried  out  the  wording  should 
be  revised  to  conform  with  the  resolution  pre- 
viously adopted  by  the  committee  on  this  mat- 
ter. 

In  general,  the  committee  agreed  that  the 
following  programs  should  receive  priority  at- 
tention during  the  future  months:  a compul- 

sory health  insurance  program  on  a national 
scale;  bills  relating  to  drug  abuse;  and  pro- 


posals concerning  nurses,  particularly  in  regard 
to  nursing  education  and  diploma  schools. 

On  September  20,  your  chairman,  together 
with  Dr.  Wallace,  attended,  by  invitation,  the 
meeting  of  the  AMA  Council  on  Legislative 
Activities  which  was  held  in  Boston.  This 
meeting  was  held  in  accordance  with  the  AMA 
Council’s  practice  to  hold  meetings  in  various 
areas  of  the  country  to  permit  member  state 
societies  to  observe  their  deliberations. 

The  Council  had  a lengthy  agenda  which  they 
considered  in  great  detail.  The  AMA  staff 
briefed  the  members  of  the  Council  on  key 
legislation  pending  before  Congress,  and  vari- 
ous Council  members  gave  special  reports  on 
such  topics  as  Medicare,  paramedical  person- 
nel, and  activities  in  Washington. 

In  addition  to  reviewing  current  bills  before 
Congress  on  drug  abuse,  occupational  health 
and  safety,  alcoholism,  mental  health,  and  cre- 
ation of  a cabinet  level  department  of  health, 
the  council  spent  considerable  time  debating 
the  AMA’s  proposed  bill  on  universal  health 
insurance.  Your  chairman,  Dr.  Wallace,  and 
other  representatives  of  state  medical  societies 
from  the  northeast  region  of  the  United  States 
participated  in  this  discussion. 

The  coming  years  will  be  active  ones  in  the 
field  of  Federal  legislation,  and  it  is  reassuring 
to  know  that  the  high  caliber  of  men  we  met 
at  the  Boston  meeting  are  representing  medi- 
cine on  the  AMA  Council  on  Legislative  Activi- 
ties. 

Since  there  is  sufficient  time  for  the  State 
Medical  Society  to  make  its  views  known  to  the 
AMA  in  formulating  its  policy  in  the  area  of 
Federal  health  insurance,  this  subject  will  re- 
ceive priority  attention  by  the  committee  dur- 
ing the  remainder  of  this  year. 

Acknowledgments.  Your  chairman  takes 
this  opportunity  to  thank  the  members  of  his 
committee  for  their  cooperation.  In  addition, 
he  is  grateful  for  the  assistance  rendered  by 
C.  Stewart  Wallace,  M.D.,  chairman,  Commis- 
sion on  Public  and  Professional  Affairs;  Henry 
I.  Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  Guy  D.  Beaumont,  director,  Com- 
munications Division;  and  Martin  J.  Tracey, 
Esq.,  coordinator,  Legislation  Activities. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 

Federal  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

On  behalf  of  the  committee,  your  chairman 
submits  the  following  supplementary  report. 

Your  committee  met  at  the  Country  House, 
Syracuse,  on  November  12.  The  following  sub- 
jects were  discussed  and  acted  on  as  indicated. 

1.  Report  on  meeting  of  AMA  Council  on 
Legislative  Activities,  Boston,  Massachusetts, 
on  September  20:  The  chairman  gave  a brief 

report  on  the  activities  of  this  meeting  stress- 
ing the  fact  that  the  AMA’s  proposed  law  on 
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health  insurance  was  the  key  topic  of  discus- 
sion. 

2.  National  Health  Insurance:  Copies  of  the 
AMA’s  “Medicredit”  bill  along  with  supporting 
memoranda  and  a brief  analysis  of  it  were  dis- 
tributed to  the  members  of  the  committee  for 
their  study.  The  members  will  review  the  ma- 
terials and  report  back  to  the  chairman  with 
their  suggestions  and  recommendations. 

William  Colley,  Esq.,  AMA  Washington  Leg- 
islative representative,  attended  the  meeting 
and  discussed  this  “Medicredit”  bill,  as  well  as 
other  important  developments  in  Washington. 

3.  Professional  Services  Corporation:  Mr. 

Colley  was  helpful  in  bringing  the  committee 
up  to  date  concerning  developments  in  Wash- 
ington in  regard  to  professional  services  cor- 
porations. He  advised  that  the  AMA  was 
working  with  the  American  Bar  Association, 
the  American  Dental  Association,  and  other 
groups  in  an  effort  to  prevent  enactment  of  an 
amendment  to  the  tax  law  which  would  limit 
pension  plans  under  professional  services  cor- 
porations to  the  Keogh  Law  limitations.  He 
informed  the  committee  that  the  target  was  the 
Conference  Committee  that  would  consider  the 
bill  after  it  had  been  acted  on  by  the  House. 
He  advised  that  no  action  should  be  taken  by 
our  State  Medical  Society  at  that  time  but 
would  keep  us  informed  as  to  what  action 
should  be  taken  at  a later  date,  pending  the 
outcome  of  AMA  efforts  in  Washington. 

Your  chairman  is  pleased  to  report  that  the 
opposition  to  this  amendment  was  so  effective 
that  it  was  defeated  by  a vote  on  the  floor  of 
Congress. 

4.  Medical  School  Assistance  Bill : There 

was  a great  deal  of  discussion  about  a bill  be- 
ing sponsored  by  Senator  Jacob  Javits  which 
would  provide  relief  financially  to  medical 
schools  in  New  York  State,  namely,  Mt.  Sinai, 
Yeshiva,  and  New  York  Medical  Colleges.  Mr. 
Colley  advised  that  the  AMA  was  going  to  take 
up  this  entire  problem  of  medical  assistance  to 
medical  schools  at  the  1969  AMA  meeting  in 
Denver.  The  problem  had  been  brought  about 
in  part  by  the  fact  that  research  funds  to  medi- 
cal schools  had  been  cut,  and  changes  had  been 
made  in  Medicaid  reimbursement  formulas. 

Since  this  matter  was  going  to  be  discussed 
at  the  Denver  AMA  meeting,  your  chairman 
recommended  that  MSSNY  delegates  should  be 
instructed  to  take  some  action  in  regard  to  the 
problem.  The  committee,  therefore,  voted  that 
MSSNY  should  endorse  the  principle  that  dis- 
aster relief  should  be  provided  to  medical 
schools,  without  endorsing  any  specific  bill, 
particularly  the  Javits  Bill.  The  committee 
also  recommended  that  this  motion  should  be 
referred  to  the  Council  so  that  our  delegates  to 
the  AMA  might  be  instructed  to  carry  out  this 
recommendation. 

This  motion  was  submitted  to  the  Council  at 
its  November  20  meeting,  and  the  Council 
voted  to  approve  the  request  of  the  committee 
that  our  delegation  to  the  AMA  House  of  Dele- 
gates approve  the  principle  of  Federal  support 
of  medical  schools. 

At  the  Denver  meeting,  the  House  of  Dele- 


gates adopted  a resolution  that  the  AMA  (1) 
use  its  influence  to  produce  legislation  which 
will  provide  educational  money  for  new  medi- 
cal schools  and  to  assist  those  now  in  exist- 
ence; (2)  urge  that  there  be  additional  finan- 
cial support  from  all  public  and  private  sectors 
for  medical  education;  and  (3)  favor  the  main- 
tenance of  financial  support  for  research  ac- 
tivity, but  recommend  increased  emphasis  on 
the  allocation  of  research  money  by  institu- 
tional rather  than  by  project  grants. 

On  November  13,  at  the  Country  House, 
Syracuse,  the  committee  participated  in  the 
Annual  Conference  of  County  Medical  Society 
Legislation  Chairman.  About  90  persons  at- 
tended. C.  Stewart  Wallace,  M.D.,  Commission 
chairman,  presided.  Federal  legislation  was 
the  subject  of  the  afternoon  discussion  over 
which  your  chairman  presided.  William  Colley, 
Esq.,  AMA  Washington  legislative  representa- 
tive, also  took  part.  The  meeting  was  a suc- 
cess not  only  in  attendance  but  in  the  spirit  of 
enthusiasm  shown  by  the  county  society  repre- 
sentatives. 

Although  the  chairman  of  the  committee  and 
the  coordinator,  legislation  activities,  have  at- 
tended the  Annual  Conference  on  Legislation 
for  association  members,  held  in  Washington, 
D.C.,  conducted  by  the  United  States  Chamber 
of  Commerce,  in  past  years,  your  chairman  de- 
cided not  to  attend  the  1970  conference.  The 
major  reason  for  the  decision  not  to  participate 
was  that  the  reception  for  congressmen,  during 
which,  in  the  past,  we  have  had  the  opportunity 
to  meet  many  Representatives  and  the  two 
Senators  from  New  York,  was  not  held  this 
year.  Your  chairman,  however,  recommends 
that  the  chairman  and  coordinator  be  author- 
ized to  continue  to  participate  in  future  leg- 
islation conferences  of  the  U.S.  Chamber  of 
Commerce,  when  in  the  opinion  of  the  chair- 
man, such  participation  would  be  advantageous 
to  our  State  Medical  Society’s  Federal  legisla- 
tion activities. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Your  reference  committee  commends  the 
Committee  on  Federal  Legislation,  which,  under 
the  chairmanship  of  Charles  N.  Aswad,  M.D., 
has  attempted  to  improve  committee  operations 
and  increase  productivity.  A key  topic  of  dis- 
cussion was  the  relationship  between  the  Medi- 
cal Society  of  the  State  of  New  York  and  the 
Empire  Medical  Political  Action  Committee. 

1.  Your  reference  committee  notes  that  there 
has  been  a reorganization  and  combining  of  the 
field  staff  of  the  American  Medical  Association 
and  the  American  Medical  Political  Action 
Committee.  Testimony  was  heard  on  the  rela- 
tionship of  the  State  Medical  Society  and 
EMPAC.  Your  committee  recommends  that 
last  year’s  ad  hoc  committee  be  reappointed  to 
clarify  the  relationship  between  the  State 
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Medical  Society  and  EMPAC,  and  that  the 
latter  be  represented  on  this  ad  hoc  committee. 

2.  Your  reference  committee  heard  consider- 
able discussion  on  ways  and  means  of  improv- 
ing relationships  between  physicians  and  con- 
gressmen. It  was  suggested  that  congressmen 
prefer  to  be  treated  as  businessmen  and  to  dis- 
cuss business  in  their  Washington  offices,  rather 
than  in  their  home  districts.  Another  sug- 
gested approach  to  the  problem  is  based  on  the 
fact  that  a physician  chosen  as  a contact  should 
be  one  who  knows  the  congressman  intimately 
and  lives  in  the  congressman’s  home  town,  and 
should  be  able  and  willing  to  work  as  a contact 
committeeman. 

3.  Your  reference  committee  agrees  with  the 

Committee  on  Federal  Legislation  that  the  fol- 
lowing should  receive  priority  attention  during 
the  future:  a compulsory  health  insurance 

program  on  a national  scale;  bills  relating  to 
drug  abuse;  and  proposals  concerning  nurses, 
particularly  in  regard  to  nursing  education  and 
diploma  schools. 

4.  Your  reference  committee  endorses  con- 
tinuation of  the  joint  meeting  of  members  of 
the  New  York  State  Medical  Society’s  Federal 
Legislation  Committee  with  the  American  Med- 
ical Association’s  Council  on  Legislative  Ac- 
tivities, particularly  in  respect  to  the  matters 
of  national  health  insurance  and  professional 
services  corporations. 

5.  Dr.  Aswad,  in  his  report,  stated  that  the 
“medicredit”  bill,  introduced  by  the  American 
Medical  Association,  in  Congress,  has  been 
criticized  as  being  designed  principally  for  pay- 
ing for  health  services.  It  was  pointed  out  that 
there  is  some  conflict  in  the  establishment  of 
fees  at  the  national  level,  because  of  differ- 
ences in  state  regulations  as  to  the  use  of  usual 
and  customary  fees.  Your  reference  committee 
feels  that  should  a fee  schedule  of  any  type 
prove  to  be  inevitable,  then  it  is  essential  that 
there  be  adequate  provision  for  periodic  review 
and  adjustment. 

6.  Your  reference  committee  approves  the 
statement  of  the  Federal  Legislation  Commit- 
tee that  the  Medical  Society  of  the  State  of 
New  York  should  endorse  the  principle  that 
financial  relief,  which  has  been  classified  by 
some  as  being  disaster  relief,  should  he  pro- 
vided to  medical  schools  without  endorsing  any 
specific  bill. 

7.  Your  reference  committee,  in  order  to 
facilitate  the  activities  of  the  Federal  Legisla- 
tion Committee,  concurs  that  its  chairman  and 
coordinator  be  authorized  to  continue  to  par- 
ticipate in  future  legislation  conferences  of  the 
U.S.  Chamber  of  Commerce,  when  in  the  opin- 
ion of  the  chairman  of  the  Federal  Legislation 
Committee,  such  participation  would  be  ad- 
vantageous to  that  committee. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  the  seven  recommendations 
made  by  the  reference  committee. 


State  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  is  made 


up  of  the  following  members : 

John  H.  Carter,  M.D.,  Chairman ....  Albany 

E.  Yale  Clarke,  M.D Warren 

Oscar  K.  Diamond,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Andrew  W.  Lawrence,  M.D Suffolk 

George  G.  McCauley,  M.D Tompkins 

William  J.  Ryan,  M.D Onondaga 


Almost  13,000  bills  were  introduced  during 
the  four-month  session  of  the  1969  New  York 
State  Legislature  which  ended  on  May  2 and 
was  followed  by  a thirty-day  period  allowed  to 
the  Governor  to  act  on  bills.  As  a result,  the 
1969  session  was  one  of  the  busiest  and  most 
hectic  periods  of  activity  which  your  chair- 
man and  his  associates  have  experienced  in 
many  years.  Many  of  the  bills  directly  or  in- 
directly affected  the  medical  profession  and  the 
health  of  the  public.  The  Council  was  kept 
abreast  of  developments  through  progress  re- 
ports submitted  by  your  committee. 

Although  preliminary  plans  for  the  State 
Medical  Society’s  1970  State  Legislation  Pro- 
gram have  been  approved  by  the  Council,  final 
plans  will  not  be  made  until  after  the  Annual 
Conference  of  County  Medical  Society  Legisla- 
tion Chairmen  is  held  on  November  13,  in  Syra- 
cuse. Consequently,  a supplementary  report 
will  be  submitted  to  the  House  in  February, 
1970. 

The  following  is  a capsule  review  of  the 
highlights  of  your  committee’s  activities: 

State  Legislature  Session.  We  are  pleased 
to  report  that  several  bills  of  major  concern  to 
our  State  Medical  Society,  to  which  we  have 
strenuously  voiced  our  opposition,  died  in  com- 
mittee in  one  or  both  houses  of  the  State  Legis- 
lature. 

Health  Insurance.  The  Universal  Health  In- 
surance Bill  (S.  4998  and  A.  6687)  sponsored 
by  the  administration  had  been  considered  a 
dead  issue  but  suddenly  was  activated  toward 
the  end  of  the  session.  A strongly  worded 
plea  to  the  lawmakers  by  the  Governor  failed 
to  bring  the  proposal  to  a vote.  At  the  end 
of  the  session,  the  bill  was  still  lodged  in  com- 
mittee in  both  the  Senate  and  Assembly,  expir- 
ing for  the  third  straight  year. 

Revision  of  Education  Law.  Although  we 
had  anticipated  that  a bill  embodying  proposed 
extensive  revision  of  the  Education  Law,  deal- 
ing with  the  regulation  of  the  practice  of  cer- 
tain professions,  including  medicine,  would  be 
introduced  in  the  State  Legislature,  the  bill 
(S.  4654 — Dominick — Garcia)  was  submitted 
so  late  in  the  session  that  there  was  not  ade- 
quate time  to  review  it.  Printed  copies  were 
not  available  until  after  a vote  had  been  taken 
in  the  Senate,  and  it  was  passed.  The  bill  died 
in  the  Assembly  after  we  had  voiced  our  ob- 
jections to  the  omission  of  an  adequate  defini- 
tion of  the  practice  of  medicine,  the  combining 
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of  the  Board  of  Medical  Examiners  and  the 
Grievance  Committee  into  one  board,  the  sub- 
stitution of  a four-fifths  rule  for  a unanimous 
rule  in  finding  physicians  guilty  of  misconduct, 
and  the  fact  that  sufficient  time  was  not  al- 
lowed to  review  the  final  printed  version  of  the 
bill. 

Tax  Exemption  Repeal.  The  third  major 
proposal  which  failed  to  gain  approval  was  a 
bill  (A.  7063 — Becker)  that  would  have  re- 
pealed the  real  property  tax  exemption  now 
granted  to  many  specified  nonprofit  organiza- 
tions, including  medical  societies.  It  also 
would  have  subjected  the  exemption  to  local 
option,  providing  for  its  restoration  if  the  ap- 
propriate local  legislative  body  adopted  a law, 
ordinance,  or  resolution  approving  it  after  a 
public  hearing.  In  spite  of  the  fact  that  the 
bill  was  approved  by  a one-sided  vote  in  the 
Assembly,  the  bill  failed  to  come  out  of  com- 
mittee in  the  Senate  because  of,  we  hope,  the 
efforts  of  our  State  Medical  Society.  A simi- 
lar bill  (S.  2292-B — Marchi  and  A.  3572 — 
Passannante)  died  in  the  Taxation  Committee 
of  both  houses. 

Human  Research.  Another  bill  (S.  4653 — 
Thaler)  to  which  our  State  Medical  Society  had 
objected  did  not  obtain  the  approval  of  the 
Legislature.  This  bill  would  have  created  a 
12-member  State  board  on  human  research. 
This  board  would  have  been  empowered  to  for- 
mulate, by  rule  and  regulation,  guidelines,  and 
procedures  for  effectuating  State  policy  in  re- 
spect to  investigation  of  human  beings.  Some 
provisions  also  specified  when  research  would 
be  permitted  or  prohibited.  This  bill  was  re- 
committed to  the  Senate  Education  Committee. 

Physiotherapy.  The  Governor  also  vetoed  a 
bill,  to  which  our  State  Medical  Society  had  ob- 
jected, that  this  bill  would  have  allowed  physio- 
therapists to  treat  Workmen’s  Compensation 
claimants  and  volunteer  firemen  benefits  claim- 
ants on  a direct  basis,  without  medical  referral 
or  supervision  (A.  1247 — Ginsberg). 

Other  Objectionable  Bills  Defeated.  Legis- 
lation that  would  have  prohibited  a purveyor 
of  clinical  laboratory  services  from  billing  or 
receiving  payments  from  any  person  other 
than  the  recipient  of  the  service,  with  certain 
exceptions,  died  in  the  Senate  General  Laws 
Committee  after  passing  the  Assembly.  The 
bill  (A.  2860 — Amann)  was  strongly  opposed 
by  the  State  Medical  Society. 

Another  proposal  (A.  4343 — Jerabek)  to 
which  our  Medical  Society  objected  failed  to 
reach  a vote  in  the  Senate  after  the  Assembly 
approved  it.  Held  in  the  Senate  Rules  Com- 
mittee, it  would  have  repealed  Section  505  of 
the  Public  Health  Law  which  allows  the  State 
Health  Commissioner  to  requisition  unlicensed, 
unwanted,  or  unclaimed  animals,  which  have 
been  seized  and  placed  in  animal  pounds,  for 
the  purpose  of  scientific  tests. 

State  Society  Program  Bills.  Before  detail- 
ing the  final  status  of  our  State  Medical  So- 
ciety Five-Program  Bills,  your  chairman 
wishes  to  make  several  pertinent  observations. 


In  evaluating  the  progress  made,  we  must  bear 
in  mind  the  attitude  of  the  legislators  during 
the  1969  session  of  the  State  Legislature.  As 
we  all  know,  the  basic  philosophy  concerning 
financial  matters  was  one  of  extreme  conserva- 
tism. Another  factor  was  a certain  amount 
of  unfriendliness  toward  the  medical  profes- 
sion, in  large  part  due  to  news  stories  con- 
cerning Medicaid  and  certain  individual  physi- 
cians. Another  important  point  to  bear  in 
mind  is  that  the  Legislature,  in  any  year,  is 
reluctant  to  enact  legislation  in  an  area  where 
a major  investigation  is  being  conducted.  In 
the  present  instance,  the  existence  and  pro- 
posed continuance  of  the  commission  studying 
matters  relating  to  transplantation  of  human 
organs  had  a vital  influence  on  the  proposal 
made  by  our  State  Medical  Society  concerning 
anatomical  gifts. 

Medical  Service  Corporation  Bill  (A.  2889 — 
C.  Cook;  S.  1785 — Laveme).  This  bill  would 
have  permitted  two  or  more  licensed  physicians 
to  organize  and  operate  a medical  service  cor- 
poration for  the  sole  purpose  of  engaging  in 
the  practice  of  medicine.  It  made  progress  but 
was  not  enacted.  Both  bills  were  reported  out 
of  committee  in  their  respective  houses  and 
were  on  third  reading  at  the  time  of  adjourn- 
ment. This  meant  that  they  were  ready  for  a 
vote.  In  fact,  one  of  them  had  been  starred  to 
delay  action  to  permit  us  to  gather  enough 
votes  for  its  passage,  which  we  were  not  able 
to  obtain. 

The  principal  factors  in  the  defeat  of  this 
bill  have  already  been  mentioned.  One  of  the 
main  arguments  heard  in  the  defeat  of  the 
Gioffre  bill  (S.  486-C),  which  would  have  au- 
thorized the  organization  of  service  corpora- 
tions within  several  professions,  including 
medicine,  was  that  the  upper-income  wage 
earners,  especially  professional  men,  should 
not  be  given  tax  advantages  in  these  critical 
times.  This  attitude,  plus  the  unfriendly  dis- 
position of  the  legislators,  made  it  inadvisable 
to  press  for  passage  of  a medical  service  cor- 
poration act  following  defeat  of  the  Gioffre 
bill. 

Anatomical  Gift  Act  (A.  3101-A — McClos- 
key;  S.  2501-A — Lombardi).  This  proposed 

law  would  have  allow-ed  any  person  competent 
to  execute  a will  under  New  York  State  LawTs 
to  donate  all  or  part  of  his  body,  by  will  or 
otherwise,  to  a hospital,  a surgeon,  or  physi- 
cian, as  well  as  for  transplantation  purposes. 
It  passed  the  Senate.  In  the  Assembly  the  bill 
wTas  reported  out  of  committee  and  was  spon- 
sored by  Assemblyman  Francis  J.  McCloskey 
as  a substitute  for  his  own  bill.  However, 
since  a pre-vote  check  revealed  that  the  bill 
would  not  pass,  Assemblyman  McCloskey  re- 
quested that  it  be  recommitted  to  the  Rules 
Committee  wiiere  it  died.  As  mentioned,  the 
existence  of  a commission  was  a prime  reason 
for  the  defeat  of  this  bill,  as  well  as  the  oppo- 
sition of  certain  groups,  including  religious  or- 
ganizations. 

The  following  three  bills  wThich  completed 
our  five-bill  program  died  in  committee:  (a) 
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Autopsy  Authorization  (A.  3047 — Greco) 

would  have  provided  that  where  there  was 
more  than  one  next  of  kin  of  the  deceased,  au- 
thorization for  dissection  of  the  decedents  body 
by  any  one  of  such  kin  would  be  sufficient,  un- 
less there  was  opposition  or  protest  from  any 
member  of  the  immediate  surviving  family; 
(b)  Nondisclosure  of  Hospital  Review  Commit- 
tee Records  (A.  3056— Jonas;  S.  3415 — Staf- 
ford) would  have  provided  that  all  records  and 
data  of  all  hospital  review  committees  would 
be  held  immune  from  disclosure  in  any  man- 
ner; and  (c)  Direct  Payment  to  Medicaid  Re- 
cipients (A.  5947 — Skuse)  would  have  pro- 
vided that  payments  for  Medicaid  services  fur- 
nished by  a qualified  physician  be  made  either 
to  the  physician  or  to  the  person  receiving  as- 
sistance. 

Hospital  Construction  Bill.  A New  York 
City  health  and  hospitals  corporation  was  cre- 
ated for  the  operation  and  maintenance  of  the 
city’s  municipal  hospitals  and  other  public 
health  facilities  when  the  Governor  signed  S. 
5301-A,  which  became  Chapter  1016,  Laws  of 
1969.  The  new  law  provides  for  administra- 
tion of  the  corporation  by  a 16-member  board, 
consisting  of  5 executive  officials  of  the  city 
concerned  with  health,  services,  and  adminis- 
tration, serving  ex  officio;  5 mayoral  appoint- 
ees; 5 appointees  of  the  city  council,  and  a 
sixteenth  member  chosen  by  the  board  who 
shall  also  serve  as  a chief  executive  officer. 

Chiropractic  Bills.  Four  chiropractic  bills 
were  passed  by  the  Legislature,  in  spite  of 
strenuous  opposition  by  our  State  Medical  So- 
ciety, and  were  sent  to  the  Governor.  He  ve- 
toed the  following  measures: 

1.  (A.  4374 — Kremer,  et  al.)  which  would 
have  extended  to  practicing  chiropractors,  who 
have  failed  five  consecutive  licensing  examina- 
tions, the  privilege  of  taking  three  more  ex- 
aminations to  qualify  under  the  so-called 
“grandfather”  clause  authorizing  special  test- 
ing requirements  for  practicing  chiropractors. 

2.  (A.  4273 — Ginsberg)  which  would  have 
authorized  chiropractors  to  treat  claimants 
with  Workmen’s  Compensation  and  Volunteer 
Firemen  Benefits  on  a direct  basis,  without  re- 
ferral from  a physician. 

The  Governor,  however,  signed  into  law  the 
following  two  bills : 

1.  (S.  3493 — Bernstein),  Chapter  737,  Laws 
of  1969,  omits  from  the  Education  Law  refer- 
ence to  hygiene  and  bacteriology  as  basic  sub- 
jects which  shall  be  included  in  written  exami- 
nation of  applicants  for  chiropractic  licensure, 
includes  microbiology  as  a basic  subject,  and 
requires  the  Education  Department  to  prepare 
questions  for  examination,  instead  of  using 
questions  prepared  for  medical  practice  exami- 
nations. 

2.  (A.  4481 — A.  Margiotta,  et  al.)  Chapter 
856,  Laws  of  1969,  exempts  applicants  for  ex- 
amination for  licensing  as  chiropractors  from 
the  requirements  of  a completed  two  academic 
years  of  college  level  study  in  liberal  arts  or 
science,  or  its  equivalent,  if  they  have  gradu- 
ated from  chiropractic  school  or  college  and 


possess  qualification  meeting  requirements  prior 
to  January  1,  1968. 

Medicaid.  On  March  30,  the  Governor  signed 
into  law  Chapter  184,  Laws  of  1969,  which 
amended  the  basic  law  concerning  Medicaid. 
This  law,  A.  6620  (Rules),  reduced  eligibility 
income  levels  generally,  for  example,  from 
$5,300  to  $5,000  for  a family  of  four  and  added 
restrictions  to  nursing  home  care.  This  law 
was  subsequently  amended  by  the  Legislature 
and  the  amendments  were  signed  by  the  Gover- 
nor. 

In  addition  the  Governor  signed  two  bills 
(S.  5545,  amending  A.  6935)  which  restricted 
Medicaid  payments  by  Social  Services  Districts 
to  80  per  cent  of  the  cost  of  medical  care  and 
services  for  other  than  inpatient  care  and 
services  in  a medical  institution,  effective  July 
1,  1969.  These  so-called  “20  per  cent  Medicaid 
coinsurance  laws”  were  enacted  shortly  after 
the  promulgation  of  a State  Health  Depart- 
ment directive  which  reduced  physicians’  fees 
for  Medicaid  patients  by  20  per  cent,  effective 
June  1,  1969. 

The  following  summary  by  Walter  T.  Held- 
mann,  M.D.,  president,  of  the  new  directives 
and  laws  appeared  in  the  June  10,  1969,  issue 
of  Hot  Line: 

Despite  vigorous  and  repeated  protests  by 
your  State  Medical  Society,  the  administra- 
tion of  Governor  Rockefeller  has  taken  two 
distinct  economically  motivated  actions 
which  may  affect  the  quality  of  care  avail- 
able under  Medicaid: 

1.  Through  a directive  issued  May  1 by 
the  New  York  State  Department  of  Health, 
social  services  and  health  officials  through- 
out the  State  were  ordered  to  reduce  all 
State  fee  schedules  applicable  to  medical  and 
dental  practitioners  and  other  health  service 
vendors.  The  directive  specifically  states: 
Fees  for  all  services  included  in  the  State 
Medical  Fee  Schedule,  Medicine  Section,  are 
reduced  by  20  per  cent  for  all  care  and  serv- 
ices provided  on  and  after  June  1,  1969.  . . . 

2.  In  addition,  the  Governor  has  signed 
into  law  a bill  which  directs  the  Social  Serv- 
ices Districts  to  pay,  as  of  July  1,  1969,  only 
80  per  cent  of  the  cost  of  medical  care  and 
services  for  other  than  inpatient  care  and 
services  in  a medical  institution.  Patients 
will  be  responsible  for  payment  of  the  re- 
maining 20  per  cent,  unless  such  payments 
will  place  them  in  a welfare  category. 

In  brief,  the  Health  Department  directive 
cuts  fees  20  per  cent,  effective  June  1.  In 
addition,  the  new  law  mandates  that,  effec- 
tive July  1,  the  State  pay  only  80  per  cent  of 
the  reduced  Medicaid  schedule  fee.  The 
physician  must  look  to  the  patient  for  the 
remaining  20  per  cent.  Thus,  if  after  July 
1 a physician  elects  not  to  bill  a Medicaid 
patient  for  20  per  cent  of  the  reduced  fee,  he 
will  sustain  a total  reduction  of  36  per  cent 
of  the  Medicaid  fee  he  charged  prior  to  June 
1 (20  per  cent  by  directive  on  June  1,  plus 
20  per  cent  of  80  per  cent  equals  16  per  cent 
on  July  1 ) . 
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In  early  July,  the  so-called  “Coinsurance 
Law”  requiring  certain  Medicaid  patients  to 
pay  20  per  cent  of  Medicaid  fees,  as  mentioned, 
was  halted  temporarily.  A Federal  judge 
signed  a court  order  delaying  enforcement  of 
the  law  until  a three-judge  panel  could  hear  ar- 
guments and  determine  its  constitutionality. 
In  late  September,  the  Federal  court  set  aside 
this  order,  and  the  law  was  once  more  in  force. 

Abortion.  The  proposed  law  (A.  3473 — Blu- 
menthal)  to  liberalize  New  York  State’s  eighty- 
six-year-old  abortion  law  was  rejected,  for  the 
third  straight  year,  by  an  Assembly  vote  of  78 
to  69  in  mid-April.  Last  year  the  bill’s  spon- 
sor, Assemblyman  Blumenthal,  requested  that 
the  bill  be  resubmitted  to  its  committee  before  a 
vote  was  taken.  This  year’s  vote  was  taken  af- 
ter an  eleventh-hour  plea  for  approval  was 
made  by  the  Governor  and  after  a lengthy, 
highly  emotional  debate. 

Podiatry.  An  expanded  definition  of  the 
practice  of  podiatry  was  written  into  law  when 
the  Governor  approved  bill  A.  5014 — Cook. 
This  bill,  which  was  opposed  by  the  State  Medi- 
cal Society,  amended  the  State  Education  Law 
as  follows : 

Chapter  789,  Laws  of  1969  describes  a per- 
son licensed  to  practice  podiatry  as  one  who 
is  entitled  to  perform  all  acts  prescribed,  in- 
cluding diagnosis,  treatment,  operating,  and 
prescribing  for  disease,  injury,  deformity,  or 
other  condition  of  the  foot,  including  surgery 
on  bones,  muscles,  or  tendons  of  feet  or  cor- 
rection of  minor  deficiencies  and  deformities 
of  a mechanical  and  functional  nature.  The 
new  definition  limits  treatment  of  fractures 
and  use  of  anesthesia  and  prohibits  treatment 
of  any  other  part  of  the  human  body. 

Legislation  Information  Center.  For  the 
fifth  consecutive  year,  the  Legislation  Informa- 
tion Center  continued  to  be  an  extremely  im- 
portant mechanism  in  furthering  the  aims  of 
our  committee.  Under  the  supervision  of  the 
coordinator  of  legislation  activities,  the  center 
showed  that  it  is  not  only  helpful  in  supplying 
answers  to  questions  on  State  and  Federal  leg- 
islation, but  that  it  is  an  especially  useful  tool 
for  disseminating  news  about  legislation.  To 
supply  current  information  the  center  main- 
tains an  up-to-date  filing  system  which  features 
copies  of  important  bills  being  considered  in  Al- 
bany and  in  Congress. 

While  the  center  normally  is  most  active  dur- 
ing the  time  the  State  Legislature  is  in  session, 
its  activities  are  now  available  on  a year-round 
basis.  The  center  not  only  supplies  answers 
to  questions  received  over  the  telephone  and 
through  the  mail  but  also  keeps  a watchful  eye 
on  all  activities  pertaining  to  legislation,  nota- 
bly, public  hearings.  As  soon  as  notices  of  pub- 
lic hearings  are  received  they  are  sent  to  key 
officials  of  the  State  Medical  Society  so  that  the 
Society  may  not  only  take  a position  on  the  leg- 
islation before  the  hearings  but  may  also  assign 
qualified  physicians  to  testify. 

While  the  services  of  the  center  are  designed 


primarily  for  the  use  of  physicians  and  county 
medical  societies,  assistance  also  was  given  to 
allied  health  groups,  hospitals,  and  others. 
There  has  been  an  increasing  number  of  re- 
quests from  other  state  medical  societies  not 
only  for  bills  and  laws  but  for  extensive  re- 
lated information  necessitating  a considerable 
amount  of  research,  which  the  center  has  been 
able  to  supply. 

Capitol  News.  One  of  the  principal  and 
growing  activities  of  the  Legislation  Informa- 
tion Center  is  our  State  Medical  Society’s  leg- 
islation bulletin,  Capitol  News.  During  the 
1969  session  of  the  State  Legislature,  and 
shortly  after  its  adjournment,  16  issues  of  the 
legislative  newsletter  were  published.  A ba- 
rometer of  the  usefulness  and  effectiveness  of 
this  publication  was  the  large  number  of  re- 
quests to  be  added  to  the  mailing  list  which 
were  received  from  individuals  and  organiza- 
tions. For  the  second  successive  year,  William 
L.  Tyler,  former  Associated  Press  correspond- 
ent in  Albany,  continued  to  edit  and  write  copy 
for  the  newsletter  under  the  direction  of  our 
coordinator  of  legislation  activities. 

Committees.  In  an  effort  to  have  a well- 
rounded  State  legislation  program,  your  chair- 
man, on  behalf  of  our  committee,  invited  the 
chairmen  of  the  various  committees  of  the  State 
Medical  Society  to  submit  their  suggestions  on 
the  introduction  of  bills  and  their  views  on  bills 
which  might  come  before  the  State  Legislature. 
Although  a few  replies  were  received,  there 
could  be  more  improvement  on  this  project.  We 
are  hopeful  that  in  the  future  the  chairmen  of 
the  various  committees  will  cooperate  with  your 
State  Legislation  Committee  by  giving  us  the 
benefit  of  their  counsel  and  advice. 

Legislator  Contact  Program.  To  obtain  as 
much  help  as  possible  from  our  physicians  at 
the  local  level,  your  committee  sponsored  a 
State  Legislator  Contact  Program.  In  this 
project,  we  sought  the  names  of  physicians  who 
would  be  willing  and  able  to  contact  their  own 
State  senator  or  assemblyman  at  their  homes  or 
offices  in  their  respective  areas.  While  we  were 
successful  in  obtaining  the  cooperation  of  nu- 
merous physicians  throughout  the  State,  more 
can  be  done  on  this  important  project,  and  your 
committee  will  continue  to  work  on  it.  The 
regional  representatives  of  our  State  Medical 
Society  were  most  active  and  helpful  in  this 
program.  They  played  important  roles  in  pro- 
moting participation  in  our  State  Legislator 
Contact  Program  as  well  as  in  explaining  our 
five-point  legislation  program  to  the  members 
of  the  contact  organization.  In  addition,  they 
assisted  in  promoting  the  medical  service  cor- 
poration bill  by  lining  up  support  for  it  through 
the  county  medical  societies. 

Committee  Meetings.  The  committee  adopted 
a new  procedure  whereby  the  coordinator  of 
legislation  activities  sent  copies  of  bills  and 
memoranda  concerning  these  bills  to  each  mem- 
ber of  the  committee  for  his  evaluation  and 
comment.  The  committee  held  two  telephone 
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conferences  and  met  in  Syracuse  on  September 

18.  The  first  telephone  conference  concerned 
the  promotion  of  our  medical  service  corpora- 
tion bill,  and  the  second  concerned  a discussion 
on  the  revival  of  the  universal  health  insurance 
bill. 

Preliminary  1970  Legislation  Program.  At 
a meeting  held  at  the  Fort  Orange  Club,  Al- 
bany, on  September  18,  your  committee 
thoroughly  discussed  our  1970  State  Legisla- 
tion Program.  The  following  items  were  con- 
> sidered,  but  were  temporarily  tabled:  a pro- 

posal concerning  the  introduction  of  legislation 
which  would  enable  physicians  to  treat  minors, 
twelve  years  old  and  over,  for  social  diseases 
and  drug  problems  without  requesting  permis- 
sion from  their  parents,  and  also  the  possibility 
of  the  State  Medical  Society  sponsoring  legis- 
lation to  set  up  a fund  to  be  used  by  medical 
schools  in  the  State  to  explore  ways  of  stimu- 
lating and  improving  education  for  “doctors 
assistants”  and  paramedical  personnel. 

The  committee  agreed  that  the  following 
items  should  be  included  in  our  1970  State 
Legislation  Program.  They  were  approved  in 
principle  by  the  Council.  They  are  subject  to 
suggestions  that  will  be  considered  at  the  An- 
nual Conference  of  County  Medical  Society 
Legislation  Chairmen,  to  be  held  on  November 
13,  in  Syracuse.  A further  report  on  the  de- 
tails and  finalization  of  the  program  will  be 
submitted  to  the  House  in  February. 

Corporate  practice  of  medicine.  Other  pro- 
fessions are  now  interested  in  the  corporate 
form  of  practice,  and  Senator  Gioffre  has  asked 
us  to  support  his  bill.  The  committee  has  not 
definitely  decided  whether  to  sponsor  our  own 
medical  services  corporation  bill,  or  to  give  our 
support  to  the  Gioffre  bill  which  encompasses 
all  the  licensed  professions. 

Anatomical  Gifts  and  Autopsy  Legislation. 
Bills  similar  to  those  sponsored  during  the 
1969  session  will  again  be  supported  by  our 
committee. 

Utilization  Review  Committee.  This  com- 
mittee is  now  reviewing  the  bill  sponsored  in 
1969  with  a view  to  expanding  its  scope  to  in- 
clude favorable  provisions  set  forth  in  a simi- 
lar bill  in  California  and  to  comply  with  the 
resolution  passed  by  the  House  of  Delegates  at 
its  last  session. 

Statute  of  Limitations  in  Malpractice  Ac- 
tions. The  Court  of  Appeals  rendered  a deci- 
sion extending  the  statute  of  limitations  in 
“foreign  body”  cases  from  the  time  of  the  oc- 
currence of  the  act  to  the  time  of  the  discovery 
of  the  “foreign  body.”  The  committee  is  con- 
sidering sponsorship  of  a bill  that  would  limit 
the  scope  of  this  decision.  Your  committee  is 
working  closely  with  the  Malpractice  Insurance 
and  Defense  Board  on  a bill  which  would  set  a 
limit  of  three  years  from  time  of  discovery  in 
“foreign  body”  cases  but  in  no  event  to  exceed 
five  years  from  the  time  the  act  occurred. 

Revision  of  Education  Law.  Working  in 
close  cooperation  with  our  State  Medical  So- 
ciety’s committee  on  revisions  of  the  Educa- 
tion Law,  present  opinion  is  that  if  a bill  is 


introduced  in  1970,  similar  to  the  1969  bill,  the 
State  Medical  Society  should  not  oppose  the  bill 
except  for  the  four-fifth  voting  rule  concerning 
the  guilt  of  a physician. 

Universal  Health  Insurance.  The  committee 
has  endorsed,  in  principle,  a report  prepared 
by  Ralph  S.  Emerson,  M.D.,  chairman,  Com- 
mittee on  Proposed  Universal  Health  Insurance 
Law,  which  will  be  submitted  by  that  committee 
to  the  1970  House  of  Delegates. 

Revision  of  Mental  Hygiene  Law.  Your  com- 
mittee also  has  been  working  closely  with  the 
State  Medical  Society’s  committee  on  this  proj- 
ect and  will  be  guided  by  its  suggestions. 

Public  Hearings.  In  recent  years,  the  State 
Legislature  has  shown  a strong  tendency  to 
expand  the  length  of  its  sessions.  In  addi- 
tion, this  year  the  State  Legislature  prolonged 
its  work  throughout  the  entire  year  through 
the  mechanism  of  public  hearings.  Through 
the  facilities  of  our  Legislation  Information 
Center,  our  coordinator  of  legislation  activi- 
ties has  been  in  a position  to  know  when  these 
hearings  are  to  be  held  and  has  notified  the  of- 
ficials of  our  State  Medical  Society.  As  a re-  / 
suit,  the  Society  has  been  in  a position  to  make 
statements  at  these  hearings  and  to  send  quali- 
fied physicians  to  testify.  Among  the  com- 
mittees of  the  State  Legislature  which  have 
held  public  hearings  were  the  Joint  Legislative 
Committee  on  Public  Health,  Joint  Legislative 
Committee  on  Mental  and  Physical  Handicap, 
Joint  Legislative  Committee  on  Real  Property 
Tax  Exemptions,  Assembly  Health  Committee, 
and  a Senate  subcommittee  studying  eye  care. 

Through  the  combined  cooperative  efforts  of 
our  legislative  counsel  in  Albany,  our  coordi- 
nator of  legislation  activities,  and  key  physi- 
cians in  our  Society,  our  organization  has  been 
able  to  prepare  statements  and  to  have  our 
views  ably  expressed  by  physicians  who  have 
personally  appeared  at  these  numerous  hear- 
ings. These  hearings  have  been  monitored  by 
our  coordinator  of  legislation  activities,  so  that 
our  Society  may  be  in  a position  to  keep  abreast 
of  developments  and  to  take  whatever  action 
may  be  deemed  feasible  and  necessary. 

County  Medical  Societies.  Our  committee 
continued  to  cooperate  with  the  county  medical  . 
societies  in  carrying  out  the  objectives  of  our 
State  Legislation  Program.  In  addition  to 
furnishing  them  with  data  on  pending  legisla- 
tion, our  coordinator  of  legislation  activities, 
to  further  implement  our  efforts  and  to  repre- 
sent our  committee,  participated  in  several 
meetings  held  by  the  county  medical  societies 
on  State  legislative  matters.  These  included 
speaking  at  meetings  of  the  county  medical  so- 
cieties, such  as  Sullivan  and  Putnam,  as  well  as 
participating  in  a conference  with  the  Legisla- 
tion Committee  of  the  Nassau  County  Medical 
Society. 

General.  In  Albany,  our  legislative  counsel 
and  staff,  in  addition  to  preparing  numerous 
memoranda  to  be  submitted  to  the  committees 
of  the  State  Legislature,  were  active  in  contact- 
ing assemblymen  and  senators  on  behalf  of  our 
State  Medical  Society. 
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At  State  Medical  Society  headquarters,  the 
coordinator  of  legislation  activities,  worked 
closely  with  your  chairman  and  the  legislative 
counsel  and  staff  in  Albany,  particularly  by 
means  of  telephone  conferences.  Continuous 
contact  was  maintained  via  telephone,  espe- 
cially during  the  hectic  days  of  the  session 
when  several  telephone  contacts  were  made 
each  day. 

Summary.  In  assessing  the  work  done  dur- 
ing 1969,  your  committee  agrees  that  there  is 
no  single,  simple  solution  to  the  problem  of  how 
to  field  a winning  team  in  the  game  of  State 
legislation.  Emphasis  must  be  placed  not  only 
on  activities  in  Albany,  but,  just  as  important, 
pressure  must  be  brought  to  bear  at  the  local 
level.  We  must  have  a two-pronged  attack  on 
our  legislators — at  their  desks  at  the  Capitol 
and  in  their  offices  back  home.  So  far  as  local 
contact  is  concerned,  we  again  most  strongly 
urge  that  members  of  the  House  of  Delegates 
stimulate  action  at  the  county  level.  Find  out 
to  what  extent,  if  any,  your  county  medical  so- 
ciety is  participating  in  your  State  Society 
Legislation  Program.  Your  help  will  not  only 
be  appreciated  but  will  contribute  greatly  to 
the  success  of  our  efforts  in  the  1970  session  of 
the  New  York  State  Legislature. 

Acknowledgments.  Because  of  the  tremen- 
dous amount  of  work  involved  and  because  of 
the  numerous  people  engaged  in  our  activities, 
your  committee  would  be  remiss  if  it  did  not  ex- 
press its  thanks  to  all  who  cooperated  with  the 
members  during  the  1969  session.  We  are  es- 
pecially grateful  to  George  W.  Foy,  Esq.,  leg- 
islative counsel,  and  to  his  associates,  John  C. 
Rice,  Esq.,  Gerard  L.  Conway,  Esq.,  and  Frank 
J.  Lasch,  Esq.,  for  the  long  and  arduous  hours 
they  gave  to  our  program.  Similarly,  we  wish 
to  express  our  gratitude  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
and  C.  Stewart  Wallace,  M.D.,  chairman,  Com- 
mission on  Public  and  Professional  Affairs; 
Guy  D.  Beaumont,  director,  Division  of  Com- 
munications; our  regional  representatives,  Wil- 
liam Baltaks,  Harry  Dexter,  Coleman  Fine- 
berg, and  Gerald  Sullivan;  and  Martin  J. 
Tracey,  Esq.,  coordinator  of  legislation  activi- 
ties. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

State  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

To  Update  the  committee’s  annual  report, 
your  chairman  submits  the  following  supple- 
mentary report. 

Your  committee  met  at  the  Country  House, 
Syracuse,  November  12.  The  following  topics 
were  discussed  and  acted  on  as  indicated. 

Professional  Service  Corporation  Bill.  John 
C.  Rice,  Esq.,  and  Gerard  L.  Conway,  Esq.,  as- 
sistants to  our  legislative  counsel,  George  W. 
Foy,  Esq.,  reported  on  developments  and  con- 
versations with  Senator  Gioffre  regarding  his 


professional  service  corporation  bill  and  con- 
cerning negotiations  with  the  Bar  Association 
of  the  City  of  New  York  which  favored  such  a 
bill. 

William  Colley,  Esq.,  reported  on  develop- 
ments concerning  a proposal  by  the  U.S.  Sen- 
ate Finance  Committee  that  pension  plans 
under  professional  services  corporations  be 
limited  to  the  provisions  of  the  Keogh  Law. 
He  told  the  committee  that  the  AMA  had  joined 
with  other  groups,  such  as  the  American  Bar 
Association  and  the  American  Dental  Associa- 
tion in  a “coalition”  move  to  prevent  the  in- 
clusion of  such  limitation  in  the  final  tax  law. 
Mr.  Colley  pointed  out  that  even  if  the  restric- 
tion became  law  it  would  be  limited  to  pension 
plans.  Other  corporate  advantages  would  still 
remain,  such  as  profit  sharing,  group  insurance, 
and  medical  and  hospital  plans.  Subsequently, 
the  amendment  was  deleted  from  the  Federal 
bill  by  a vote  on  the  floor  of  Congress. 

Your  committee  decided  to  drop  our  medical 
service  corporate  practice  act  of  1969  and  to 
support  the  Gioffre  Professional  Service  Cor- 
poration Bill.  In  brief,  the  Gioffre  bill  would 
authorize  two  or  more  individuals  duly  licensed, 
registered,  or  otherwise  legally  authorized  to 
render  the  same  professional  service  within 
New  York  State  to  organize  and  become  share- 
holders of  a professional  service  corporation 
for  pecuniary  profit  under  the  Business  Cor- 
poration Law  for  the  sole  purpose  of  render- 
ing the  same  professional  service.  “Profession” 
includes  practice  as  an  attorney,  as  well  as 
practice  of  professions  designated  in  the  Edu- 
cation Law,  such  as,  medicine,  dentistry,  engi- 
neering, and  architecture.  Each  shareholder, 
employe,  or  agent  would  be  personally  liable 
for  negligent  acts  or  misconduct  committed  by 
him  or  by  persons  under  his  control. 

Utilization  Committees.  Your  committee 
voted  to  sponsor  three  separate  bills  concerning 
utilization  committees. 

1.  Immunity  from  liability:  In  1968,  our 

State  Medical  Society  was  successful  in  having 
the  Education  Law  amended  to  provide  legal 
immunity  to  physicians  for  actions  taken  by 
them  as  members  of  utilization  committees  in 
hospitals  which  have  been  established  as  the 
result  of  the  Medicare  Law.  Our  new  bill 
would  extend  the  definition  of  utilization  com- 
mittee to  include  a committee  of  a medical  staff 
in  a hospital  having  the  responsibility  of  evalu- 
ation and  improvement  of  the  quality  of  care 
rendered  in  the  hospital. 

2.  Immunity  from  liability — county  medical 

society  committees:  In  compliance  with  reso- 

lution 69-91,  1969  House  of  Delegates,  calling 
for  legislation  to  grant  physicians  in  county 
medical  societies  immunities  from  suits  for 
libel  or  defamation  of  character,  a second  bill 
will  be  introduced  to  cover  county  medical  so- 
ciety utilization  committees  and  other  commit- 
tees not  covered  by  the  bills  mentioned.  In  ad- 
dition to  covering  members  of  county  medical 
society  committees,  this  bill  will  also  include 
members  of  all  committees  in  hospitals  that 
should  be  covered  with  an  immunity. 
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3.  Freedom  from  disclosure:  The  third  bill 

in  regard  to  utilization  committees  would  pro- 
hibit the  disclosure  of  the  proceedings  and  the 
records  of  utilization  committees. 

The  committee  voted  that  all  three  bills 
should  be  introduced. 

Uniform  Anatomical  Gift  Act.  Reintroduc- 
tion of  the  Anatomical  Gift  Act  sponsored  by 
the  Medical  Society  of  the  State  of  New  York 
in  1969  was  voted  by  our  committee. 

Autopsy  Authorization  Bill.  A bill  similar 
to  the  bill  sponsored  by  our  State  Medical  So- 
ciety during  the  1969  session  of  the  State  Leg- 
islature should  again  be  sponsored  in  1970. 

Statute  of  Limitations  in  Malpractice  Action. 
As  a result  of  the  recent  Court  of  Appeals’  de- 
cision holding  that  the  statute  of  limitations  in 
malpractice  suits  in  “foreign  body  cases”  shall 
run  from  the  “time  of  discovery,”  there  has 
been  a great  deal  of  discussion  about  amending 
the  present  law.  At  our  committee’s  meeting 
in  September,  we  agreed  that  no  action  would 
be  taken  since  such  action  might  open  up  a 
Pandora’s  Box.  We  have  been  advised,  how- 
ever, that  our  Malpractice  Insurance  and  De- 
fense Board  recommends  that  a bill  be  intro- 
duced regarding  “foreign  body  cases,”  permit- 
ting the  three-year  statute  to  start  running 
as  of  the  date  of  discovery,  but  with  a maxi- 
mum limitation  of  five  years  from  the  date  of 
the  act  of  malpractice.  Your  committee  again 
discussed  this  matter  and  came  to  the  conclu- 
sion for  the  second  time  that  no  action  should 
be  taken  during  the  1970  session  of  the  New 
York  State  Legislature. 

At  the  November  20  meeting  of  the  Council, 
your  chairman  reported  on  these  actions,  and 
they  were  approved.  The  bills  approved  will 
constitute  our  MSSNY  1970  State  Legislation 
Program. 

In  addition  to  the  items  mentioned,  your  com- 
mittee discussed  four  other  matters  at  its  No- 
vember 12  meeting. 

Education  Law  Revision.  The  latest  pro- 
posed amendments  to  the  State  Education  Law 
in  regard  to  the  professions  was  submitted  to 
the  committee.  On  the  basis  of  information 
then  before  them,  the  committee  reiterated  its 
previously  expressed  opinion  that  the  State 
Medical  Society  should  not  oppose  the  1970  bill, 
if  it  included  provisions  similar  to  the  1969  bill. 

At  the  time  this  report  is  being  written,  in 
late  January,  the  1970  bill  had  not  yet  been  in- 
troduced but  was  expected  to  be  dropped  into 
the  hopper  momentarily. 

Universal  Health  Insurance.  At  its  meeting 
on  September  29  the  Council  had  voted  to  adopt 
as  policy  a revised  report  of  the  Committee  on 
the  Proposed  Health  Insurance  Law,  submitted 
by  Ralph  S.  Emerson,  M.D.,  chairman,  and 
had  referred  these  guidelines  to  our  committee. 
The  committee  reviewed  these  guidelines,  which 
had  been  submitted  to  it  in  preliminary  form  at 
its  last  meeting,  and  will  use  them  in  evaluat- 
ing any  1970  proposals  in  regard  to  universal 
health  insurance. 

The  committee  also  discussed  the  plan  drawn 
up  by  the  Warren  County  Medical  Society  in 


regard  to  this  subject.  The  plan,  as  it  was 
drawn  up  at  the  time  of  the  meeting,  appeared 
to  be  in  compliance  with  the  guidelines  set  forth 
by  the  Council,  and  the  county  medical  society 
is  to  be  complimented  on  its  initiative  in  this 
area.  The  committee  stressed,  however,  that 
in  the  area  of  health  insurance,  our  State  Medi- 
cal Society  will  not  submit  its  own  bill  but  will 
evaluate  bills  submitted  based  on  the  guidelines 
approved  by  the  Council. 

Some  time  after  our  committee  meeting,  but 
shortly  after  the  1970  session  of  the  State  Leg- 
islature had  convened  in  January,  your  chair- 
man; our  president,  Walter  T.  Heldmann, 
M.D. ; our  executive  vice-president,  Henry  I. 
Fineberg,  M.D.;  and  our  legislative  counsel  met 
with  representatives  of  the  State  administra- 
tion in  Albany  to  discuss  the  1970  version  of 
Governor  Rockefeller’s  Universal  Health  In- 
surance Bill.  We  are  pleased  to  report  that  the 
guidelines,  approved  by  the  Council,  were  fa- 
vorably considered  by  the  administration’s  rep- 
resentatives. At  report  time,  the  bill  had  not 
been  filed,  but  your  committee  will  keep  a 
watchful  eye  for  its  introduction. 

Real  Estate  Tax  Exemption  for  Medical  So- 
cieties. At  a public  hearing  conducted  by  the 
Joint  Legislative  Committee  on  Real  Property 
Tax  Exemption,  in  Albany,  on  November  10  the 
Medical  Society  of  the  State  of  New  York  had 
presented  a memorandum  strongly  opposing  the 
proposed  removal  of  tax  exemptions  for  real 
property  owned  by  educational,  charitable,  and 
religious  institutions.  To  implement  this  mem- 
orandum and  to  continue  our  opposition  to  any 
proposed  laws  in  this  direction,  the  committee 
approved  a three-point  program  recommended 
by  your  chairman. 

The  plan  has  been  carried  out  as  follows: 

1.  C.  Stewart  Wallace,  M.D.,  chairman,  Com- 
mission on  Public  and  Professional  Affairs, 
personally  called  members  of  our  State  Legis- 
lator Contact  Program  to  ask  them  to  contact 
members  of  the  Joint  Legislative  Committee  on 
Real  Property  Tax  Exemptions.  For  the  pur- 
pose of  orienting  these  physicians  to  the  prob- 
lems involved  and  to  prepare  them  for  present- 
ing MSSNY’s  case  to  members  of  the  Joint 
Legislative  Committee,  a meeting  was  held  on 
December  19,  at  Fort  Orange  Club,  Albany. 
Unfortunately  only  a few  physicians  could  at- 
tend but  our  coordinator,  legislation  activities, 
followed  up  the  meeting  with  contacts  over  the 
telephone  with  the  physicians  who  could  not 
be  present.  At  the  time  this  report  is  being 
prepared,  several  physicians  have  been  able  to 
contact  the  legislators  assigned  to  them,  and 
the  general  reaction  has  been  that  the  legisla- 
tors were  noncommittal  as  to  their  positions, 
although  some  seem  to  favor  a change  in  the 
law.  Work  is  continuing  on  this  project. 

2.  A mass  mailing  was  sent  to  all  county 
medical  society  presidents,  legislation  chairmen, 
secretaries,  and  executive  secretaries,  as  well 
as  to  members  of  our  State  Legislator  Contact 
Program  in  early  December.  In  this  mailing, 
your  chairman  urged  all  to  whom  it  was  sent  to 
do  everything  possible  to  present  the  State 
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Medical  Society’s  opposition  to  this  proposed 
legislation  to  the  legislators.  In  addition  to  a 
plan  of  action  set  forth  in  the  letter,  two  im- 
portant items  were  included  so  that  the  physi- 
cians might  be  completely  informed  of  the  facts 
involved.  These  included:  (a)  public  services 

activities,  MSSNY — specific  examples  of  public 
benefits  entitling  MSSNY  to  real  estate  tax 
exemption,  which  had  been  drawn  up  by  our 
legislation  department ; and  ( b ) MSSNY  state- 
ment opposing  repeal — presented  at  the  public 
hearing  mentioned  previously,  which  had  been 
drawn  up  by  our  legislative  counsel. 

3.  County  Medical  Societies,  which  own  real 
property,  or  are  interested  in  purchasing  their 
own  property,  were  particularly  alerted  to  this 
proposed  legislation  so  that  they  might  not  only 
join  in  our  State  Medical  Society’s  opposition, 
but  take  steps  on  their  own  individual  behalf. 

Annual  Conference.  Your  chairman  led  the 
program  devoted  to  State  legislation  during  the 
morning  session  of  the  Annual  Conference  of 
County  Medical  Societv  Legislation  Chairmen 
on  November  13.  This  conference  also  was 
held  at  the  Country  House,  and  C.  Stewart 
Wallace,  M.D.,  our  Commission  chairman,  pre- 
sided. 

We  had  an  excellent  discussion  of  all  the 
previously  mentioned  topics  and,  over-all,  the 
consensus  was  that  it  was  the  best  conference 
yet  held.  About  90  individuals  participated. 

Our  legislative  counsel,  his  staff,  and  our 
legislation  coordinator,  joined  your  chairman 
in  a panel  discussion  of  our  1970  State  Legisla- 
tion Program  and  other  bills  expected  to  be 
key  issues  next  year.  Andrew  C.  Fleck,  M.D., 
First  Deputy  Commissioner,  New  York  State 
Health  Department,  discussed  “What’s  Ahead 
— Legislative  Problems  in  1970.”  The  partici- 
pants were  guests  at  a luncheon  which  was 
followed  by  an  afternoon  session  on  Federal 
Legislation. 

Public  Hearings.  In  addition  to  the  state- 
ment mentioned  in  regard  to  real  property  tax 
exemptions  presented  on  behalf  of  the  State 
Medical  Society  at  the  public  hearing  conducted 
by  the  Joint  Legislative  Committee  on  Real 
Property  Tax  Exemptions,  your  State  Medical 
Society  testified  at  two  additional  hearings.  On 
October  22,  Oscar  K.  Diamond,  M.D.,  presented 
a statement  on  behalf  of  the  State  Medical  So- 
ciety at  the  public  hearing  conducted  by  New 
York  State  Joint  Legislative  Committee  on 
Mental  and  Physical  Handicap  and  the  As- 
sembly Committee  on  Health.  The  statement 
included  several  specific  recommendations  in 
regard  to  the  proposed  recodification  of  the 
Mental  Hygiene  Law.  On  January  16,  a state- 
ment was  filed  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York  before  another  public 
hearing  conducted  by  the  same  Joint  Legisla- 
tive Committee  urging  that  action  on  the  pro- 
posed recodification  of  the  Mental  Hygiene  Law 
be  postponed  for  one  year  and  not  acted  on 
until  the  1971  session  of  the  State  Legislature. 

Present  Session  of  the  State  Legislature. 
Although  the  1970  session  of  the  State  Legisla- 
ture got  off  to  a fine  start  with  a new  structure 


in  regard  to  committee  organization,  at  the 
time  this  report  is  being  written  in  late  Janu- 
ary, there  have  been  no  outstanding  actions 
taken  by  the  Legislature  in  regard  to  the 
passage  of  bills  in  which  the  medical  profes- 
sion is  concerned.  Following  our  usual  pro- 
cedure, bills  of  interest  to  the  medical  profes- 
sion that  have  been  introduced  have  been  re- 
ported in  our  weekly  legislative  bulletin,  Capitol 
News.  Your  committee  is  watching  all  devel- 
opments and  will  take  appropriate  action  when- 
ever necessary. 

As  already  reported,  the  administration  is 
keenly  interested  in  the  passage  of  a universal 
health  insurance  law  at  the  1970  session.  In 
addition,  the  Joint  Legislation  Committee  on 
Public  Health,  headed  by  Senator  Norman  F. 
Lent  (Republican,  Nassau),  has  issued  an  in- 
terim report  containing  its  recommendations, 
as  well  as  an  indictment  of  the  medical  pro- 
fession in  regard  to  Medicaid  and  its  cost. 
Our  State  Medical  Society  is  now  in  the  process 
of  submitting  a reply  in  the  form  of  a com- 
p’entary  on  the  interim  report  to  Senator  Lent 
and  the  members  of  his  committee.  A report  on 
this  project  will  be  submitted  to  the  House  by 
the  committee  handling  this  project. 

On  February  8,  your  chairman  wall  preside 
at  a meeting  of  our  State  Legislation  Commit- 
tee, which  wall  be  held  at  The  Americana.  The 
purpose  of  this  meeting  will  be  to  discuss 
current  developments  in  the  Legislature,  to 
make  whatever  decisions  are  necessary  con- 
cerning bills,  and  to  discuss  future  plans.  A 
report  will  be  made  on  this  meeting  to  the  ref- 
erence committee  of  the  House. 

Your  chairman  once  again  washes  to  express 
his  gratitude  to  all  the  members  of  his  commit- 
tee for  their  participation  in  the  various  ac- 
tivities sponsored  by  the  committee  during  the 
past  year.  He  likewise  desires  to  express  his 
gratitude  once  more  to  the  officials  and  mem- 
bers of  the  staff  of  our  State  Medical  Society, 
as  well  as  to  our  legislative  counsel  for  their 
assistance. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

For  purposes  of  expediency,  your  reference 
committee  will  make  one  report  combining  the 
information  given  in  the  annual  and  supple- 
mentary reports  of  the  State  Legislation  Com- 
mittee. 

It  wTas  pointed  out  that  the  State  Legislature 
recently  has  prolonged  its  activities  by  holding 
public  hearings  throughout  the  entire  year. 
These  hearings  have  been  monitored  by  the 
coordinator  of  legislation  activities  of  our  State 
Medical  Society  to  keep  us  abreast  of  develop- 
ments. Your  reference  committee  is  aware  of 
the  great  amount  of  time  and  effort  required 
of  Dr.  Carter,  his  committee,  and  the  legisla- 
tive counsel  and  associates  and  commends  them 
for  their  diligence  and  devotion  to  duty. 
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A review  of  the  highlights  of  the  committee’s 
activities  would  include  several  bills  of  major 
concern  to  the  State  Medical  Society  which  have 
died  in  committee  in  one  or  both  houses  of  the 
State  Legislature. 

Universal  Health  Insurance  Bill  (S.  4998; 
A.  6687),  sponsored  by  the  administration  was 
activated  toward  the  end  of  the  session  but  re- 
mained in  committee,  thus  expiring  for  the 
third  straight  year. 

Revision  of  the  Education  Law.  With  re- 
gard to  the  Proposed  Revision  of  the  State  Edu- 
cation Law,  the  State  Legislation  Committee  de- 
cided they  would  not  oppose  the  1970  bill  if  it 
included  provisions  similar  to  the  1969  bill.  It 
was  felt  that  a compromise  position  in  this 
matter  was  necessary  at  this  time. 

Real  Estate  Tax  Exemption  for  Medical  So- 
cieties. The  State  Legislation  committee 
strongly  opposed  the  proposed  removal  of  tax 
exemptions  for  real  property  owned  by  educa- 
tional, charitable,  and  religious  institutions.  In 
an  effort  to  implement  this  opposition,  C. 
Stewart  Wallace,  M.D.,  chairman,  Commission 
on  Public  and  Professional  Affairs,  personally 
called  members  of  our  Legislator  Contact  Pro- 
gram to  ask  them  to  contact  members  of  the 
Joint  Legislative  Committee  on  Real  Property 
Tax  Exemptions.  The  results  of  contacting  the 
legislators  have  not  been  encouraging,  but  work 
is  continuing  on  this  project.  Also  a mass 
mailing  on  this  problem  was  sent  to  all  county 
medical  society  presidents,  legislation  chair- 
men, secretaries,  and  executive  secretaries,  as 
well  as  to  members  of  our  Legislator  Contact 
Program.  County  medical  societies  which  own 
real  property  or  are  interested  in  purchasing 
their  own  property  were  particularly  alerted 
to  this  proposed  legislation  so  that  they  might 
not  only  join  in  our  State  Medical  Society’s  op- 
position, but  take  steps  in  their  own  individual 
behalf. 

Professional  Service  Corporation  Bill.  The 
State  Legislation  Committee  met  in  Syracuse 
on  November  12  and  decided  to  drop  the  pre- 
viously sponsored  Medical  Services  Corporate 
Act  of  1969  and  to  support  the  Gioffre  Profes- 
sional Service  Corporation  Bill  (S.  486-C).  In 
brief,  the  Gioffre  bill  would  authorize  two  or 
more  individuals  duly  licensed,  registered,  or 
otherwise  legally  authorized  to  render  the  same 
professional  service  within  New  York  State  to 
organize  and  become  shareholders  of  a pro- 
fessional service  corporation  for  pecuniary 
profit  under  the  Business  Corporation  Law  for 
the  sole  purpose  of  rendering  the  same  profes- 
sional service.  The  definition  of  profession 
would  include  practice  as  an  attorney,  as  well 
as  practice  of  professions  designated  in  the 
Education  Law,  such  as  medicine,  dentistry, 
engineering,  and  architecture. 

Utilization  and  Peer  Review  Committees. 
Other  bills  that  are  part  of  the  State  Society 
Program  were  acted  on  as  follows: 

1.  The  State  Legislation  Committee  voted  to 
sponsor  three  separate  bills  concerning  utiliza- 
tion and  peer  review  committees. 


The  first  is  an  extension  of  the  1968  amend- 
ment of  the  Education  Law  which  provides  im- 
munity to  physicians  for  actions  taken  by  them 
as  members  of  utilization  committees  in  hos- 
pitals. The  new  bill  would  extend  the  defini- 
tion of  utilization  committee  to  include  a com- 
mittee of  a medical  staff  in  a hospital  having 
the  responsibility  of  evaluation  and  improve- 
ment of  quality  of  care  rendered  in  the  hospi- 
tal. The  reference  committee  feels  that  this 
bill  should  include  peer  review  committees. 

The  second  was  introduced  to  cover  county 
medical  society  utilization  committees  and  other 
committees,  including  peer  review,  not  covered 
by  the  bills  mentioned.  In  addition  to  covering 
members  of  county  medical  society  committees, 
this  bill  would  also  include  members  of  all  com- 
mittees in  hospitals  that  should  be  covered  with 
an  immunity. 

The  third  bill  would  prohibit  the  disclosure 
of  the  procedures  and  the  records  of  utilization 
committees.  It  was  felt  that  this  also  should 
include  peer  review. 

Additional  action  taken  by  the  State  Legisla- 
tion Committee  would  include  reintroduction  of 
the  Uniform  Anatomical  Gift  Act,  and  an 
Autopsy  Authorization  bill  similar  to  the  one 
sponsored  by  our  State  Medical  Society  in  1969. 

Medicaid.  Your  reference  committee  notes 
the  alterations  in  the  Medicaid  laws  promul- 
gated in  1969,  despite  vigorous  protests  by  the 
Medical  Society  of  the  State  of  New  York. 
Your  reference  committee  commends  the  rapid 
response  of  Walter  T.  Heldmann,  M.D.,  presi- 
dent, to  the  new  directives  and  laws  as  pub- 
lished in  the  June  10,  1969,  issue  of  “Hot  Line.” 

Your  reference  committee  notes  the  allega- 
tions made  against  the  medical  profession  in 
regard  to  Medicaid  and  its  cost  in  the  interim 
report  of  the  Joint  Legislative  Committee  on 
Public  Health,  headed  by  Senator  Norman  F. 
Lent.  A critique  in  response  to  these  charges 
was  sent  to  Senator  Lent  on  February  9,  1970, 
by  President  Walter  T.  Heldmann,  M.D. 

Additional  legislation  information  that  is 
noted  by  your  reference  committee  would  in- 
clude the  rejection  by  the  State  Assembly  of 
the  proposed  law  (A.  3473 — Blumenthal)  to 
liberalize  the  New  York  State  Abortion  Law 
and  an  expanded  definition  of  the  practice  of 
podiatry  which  became  law  when  the  Governor 
approved  bill  A.  5014 — Cook. 

Legislation  Information  Center.  Your  com- 
mittee notes  that  for  the  fifth  consecutive  year 
the  Legislation  Information  Center  continues 
to  be  an  extremely  important  mechanism  in 
supplying  answers  to  questions  on  State  and 
Federal  legislation  and  for  disseminating  news 
about  legislation. 

Capitol  News.  Sixteen  issues  of  the  legisla- 
tive newsletter  have  been  published  during 
1969.  Your  reference  committee  notes  the 
large  number  of  requests  from  individuals  and 
organizations  to  be  added  to  the  mailing  list. 
This  is  indeed  a tribute  to  the  usefulness  and 
effectiveness  of  this  publication. 

Committees.  Your  committee  notes  that  the 
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response  of  the  various  committee  chairmen  of 
the  State  Medical  Society  to  submit  their  sug- 
gestions on  the  introduction  of  bills  and  their 
views  on  bills  which  might  come  before  the 
State  Legislature  leaves  something  to  be  de- 
sired. It  is  hoped  that  there  will  be  better  co- 
operation in  the  future  on  this  project. 

Legislator  Contact  Program.  Your  commit- 
tee notes  that  while  there  was  some  success  in 
obtaining  the  cooperation  of  physicians 
throughout  the  State  to  contact  their  legislators 
at  their  homes  or  offices  in  their  respective 
areas,  it  is  hoped  that  more  can  be  accomplished 
in  this  area  in  the  future. 

Annual  Conference.  Your  reference  com- 
mittee commends  the  Commission  and  the  State 
Legislation  Committee  for  the  highly  success- 
ful Annual  Conference  of  County  Medical  So- 
ciety Legislation  Chairmen  held  on  November 
13,  1969. 

Public  Hearings.  Your  reference  committee 
notes  that  the  State  Medical  Society  had  repre- 
sentation and  in  addition  testified  at  public 
hearings  that  encompassed  the  question  of  real 
property  tax  exemption  legislation  and,  on  two 
occasions,  recodification  of  the  Mental  Hygiene 
Law. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  adopting 
specific  recommendations  of  the  reference  com- 
mittee regarding  utilization  and  peer  revieiv 
committees,  committees,  and  the  Legislator 
Contact  Program. 

Public  Relations 

To  the  House  of  Delegates,  Gentlemen : 


The  members  of  the  Committee  on  Public 
Relations  are  as  follows : 

Paul  M.  DeLuca,  M.D.,  Chairman. . . Broome 

Clement  J.  Boccalini,  M.D '.Nassau 

George  L.  Collins,  Jr.,  M.D Erie 

Robert  E.  Davis,  M.D Clinton 

Eli  A.  Leven,  M.D Monroe 

John  A.  Root,  M.D Onondaga 

Stanley  Stark,  M.D Kings 


The  Council’s  decision  to  offer  peer  review 
guidelines  to  county  medical  societies  that 
would  encourage  creation  of  local  mechanisms 
to  maintain  and  strengthen  physician  self- 
governance  of  the  standards  of  medical  care, 
utilization,  and,  particularly,  costs,  coincided 
with  the  interests  of  the  Public  Relations  Com- 
mittee. During  the  Fall  of  1969,  in  coopera- 
tion with  the  Ad  Hoc  Committee  on  Peer  Re- 
view Mechanisms,  eight  area  conferences  were 
scheduled  on  “The  Need  for  Peer  Review,”  and 
these  were  held  in  Victor,  Ithaca,  Lake  George, 
Newburgh,  Buffalo,  Utica,  Albany,  and  East 
Meadow. 

Questionnaires  completed  at  the  area  con- 
ferences confirmed  that  peer  review  of  some 
kind  has  been  in  effect  throughout  the  State 
but  that  it  is  not  uniform.  There  was  agree- 
ment that  peer  review  should  be  broadened  and 
made  known  to  the  public,  government,  and 
private  carriers. 


Hot  Line.  Communication  letters  in  1969, 
which  are  mailed  directly  to  all  members,  pub- 
licized the  authoritative  report  of  HEW  on 
Chiropractic  and  informed  members  of  the 
Medicaid  cutback  and  coinsurance  feature. 
“Hot  Line”  also  publicized  continuing  educa- 
tion requirements  under  Medicaid.  The  com- 
mittee believes  this  direct  letter  has  been  ef- 
fective as  the  State  Medical  Society’s  “first 
line”  of  communication. 

Healthmobile.  The  motorized  educational  ex- 
hibit which  will  tour  New  York  State,  was 
tested  at  the  close  of  1969  and  will  be  on  the 
road  in  the  Spring  traveling  to  parks,  shopping 
centers,  and  schools.  Custom-made  features  of 
the  Ford  van,  including  a daylight  film  screen 
and  tubular  arms  for  display  of  posters  occa- 
sioned some  construction  delays.  Nevertheless 
financial  support  and  creative  assistance  were 
readily  available  from  pharmaceutical  com- 
panies to  complete  this  project.  The  vehicle, 
which  will  have  bilingual  audio-visual  capabil- 
ities, will  also  be  used  extensively  in  the  inner 
city  areas. 

Conferences.  The  second  annual  conference 
of  medical  society  executive  secretaries  and  di- 
rectors, sponsored  by  MSSNY,  was  held  at  the 
Westchester  County  Medical  Society  on  Octo- 
ber 10.  The  meeting  was  again  rewarding  in 
terms  of  providing  an  opportunity  for  county 
medical  society  executives  to  exchange  opinions 
with  state  executives.  Significant  decisions 
came  forth  on  CAPIS,  the  automated  informa- 
tion system,  and  acceptance  of  the  relative 
value  study.  These  annual  conferences  im- 
prove communications  with  the  key  people  who 
staff  and  administrate  our  county  societies  and 
will  be  continued. 

MSSNY  Handbook.  “You  and  Your  State 
Medical  Society,”  the  MSSNY  handbook  was 
completed  and  distributed  to  our  entire  mem- 
bership. The  40-page  illustrated  brochure  will 
also  go  to  new  members  as  part  of  a ‘welcome’ 
kit  of  essential  documents  and  materials.  The 
Division  of  Communications  also  prepared  a 
pamphlet  “Question,  Doctor?”  publicizing  the 
State  Society’s  Information  Bureau.  A bro- 
chure on  the  care  of  physicians’  records  is 
planned  for  1970.  It  will  serve  the  patient  and 
the  doctor  in  matters  which  have  a bearing  on 
liability,  sale  of  practice,  and  estates. 

Awards.  The  awards  in  1970  will  center  on 
the  President’s  Citations  as  a fitting  way  to 
honor  members  of  the  Society  who  have  given 
outstanding  service  to  the  community,  unre- 
lated to  their  practice.  The  Empire  State 
Journalism  Awards  will  be  suspended  for  at 
least  two  years  because  of  noticeable  repetition 
in  the  prize  winners  among  a few  outstanding 
journalists  and  the  need  to  reappraise  the  di- 
rection of  media  awards.  The  committee  noted 
that  one  of  the  1969  winners  returned  his  prize 
on  the  grounds  that  it  might  interfere  with  his 
objectivity.  The  fifty-year  service  citations 
will  again  be  publicized  during  the  annual  con- 
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vention  with  the  option  of  allowing  county 
medical  societies  to  present  the  awards  locally 
at  a later  date.  This  will  allow  them  to  achieve 
local  publicity  in  the  community  where  the  phy- 
sician lives. 

Department  of  Information.  This  depart- 
ment accumulated  and  catalogued  a comprehen- 
sive file  of  American  Medical  Association  refer- 
ence materials  and  master  copies  of  all  educa- 
tional materials,  thus  increasing  its  capability 
of  giving  service.  Since  the  establishment  of 
the  department  two  years  ago,  it  is  being  more 
widely  utilized  and  appreciated  by  the  member- 
ship. An  outstanding  campaign  was  a coopera- 
tive information  program  on  health  careers 
publicized  by  a health  insurance  carrier. 
Through  announcements  to  the  public,  MSSNY 
processed  several  hundred  inquiries  concerning 
education  and  job  opportunities  in  the  para- 
medical field. 

Relationships  with  Medical  Students.  Rela- 
tionships with  medical  students  received  in- 
creased attention  in  1969  in  accordance  with 
the  wishes  expressed  by  the  reference  commit- 
tee at  the  1969  annual  meeting.  Progress  was 
gradual,  however,  due  to  the  changing  student 
body  from  one  year  to  the  next  and  momentum 
loss  during  the  summer  months.  In  coopera- 
tion with  the  director  of  Scientific  Activities,  a 
letter  was  sent  to  the  deans  of  New  York  State 
medical  schools  informing  them  of  our  willing- 
ness to  schedule  a medical  students  roundtable 
discussion  on  medical  education  during  the  an- 
nual meeting.  The  discussion  was  to  be  based 
on  student  appraisal  of  our  scientific  sections 
and  sessions  during  the  convention.  Only  one 
affirmative  reply  was  received,  and  this  was  not 
pursued  further.  The  committee  believes  stu- 
dents might  have  responded  to  a more  urgent 
topic. 

Our  regional  repx-esentatives  were  also  asked 
to  inform  deans  of  students  that  MSSNY  was 
prepared  to  cooperate  in  publicizing  summer 
placement  opportunities  as  a means  of  further- 
ing their  education  and  stimulating  student  in- 
volvement in  areas  where  health  manpower  is 
needed.  Surprisingly,  there  was  little  encour- 
agement from  the  deans.  The  subject  is  of 
continuing  interest  to  the  committee. 

Ad  Rem  Bulletin  Boards.  Ad  Rem  bulletin 
boards  were  posted  in  medical  schools  to  in- 
form medical  students  of  the  aspirations  and 
viewpoints  of  the  State  Medical  Society.  An 
experiment  was  conducted  by  offering  a bro- 
chure on  selective  service  requirements  which 
resulted  in  32  inquiries  from  individual  stu- 
dents and  five  requests  for  bulk  copies,  assur- 
ing us  we  have  a functioning  media  outlet 
reaching  New  York  State  medical  students. 

As  of  October  15,  Ad  Rem  bulletins  on  45 
topics  were  distributed  for  posting  on  the  375 
bulletin  boards  located  in  hospitals  throughout 
the  State.  Ad  Rem  is  used  principally  for 
quick  dissemination  of  news  and  also  for  pro- 
motion posters  publicizing  various  conferences. 
Ad  Rem  was  also  adapted  in  1969  to  display 


newspaper  clipping  montages  and  to  offer  edu- 
cational materials  to  physicians.  It  was  fre- 
quently quoted  in  county  medical  society  bulle- 
tins throughout  the  year. 

News  of  New  York.  The  newsletter  scored 
an  exclusive  in  its  November  edition  with  pub- 
lication of  legislation  forecasts  submitted  by 
New  York  State  Senators  Jacob  Javits  and 
Charles  Goodell,  and  by  State  senators  and  as- 
semblymen. The  edition  was  designed  to  in- 
crease member  interest  and  action  related  to 
health  legislation.  The  News  also  publicized 
the  area  conference  program  and  highlights  of 
county  medical  society  activities.  This  monthly 
publication  continues  to  be  the  State  Medical 
Society’s  principal  periodical  for  full  news  cov- 
erage of  the  Society’s  actions. 

Publicity.  Publicity  efforts  in  1969  were 
successful  when  publicizing  testimony  given  by 
our  spokesmen  before  State  committees.  Dis- 
tributing news  releases  on  the  testimony  in  ad- 
vance of  these  situations  resulted  in  good  com- 
petitive coverage,  even  when  our  spokesmen 
were  among  many  giving  testimony.  However, 
the  committee  feels  that  more  can  be  done  to 
develop  position  papers  to  allow  the  Communi- 
cations Division  to  take  the  initiative  in  “break- 
ing” news. 

Field  Representatives.  Our  field  representa- 
tives provided  valuable  intelligence  informa- 
tion to  MSSNY  headquarters  and  performed 
the  many  necessary  services  to  implement  State 
Medical  Society  policy  at  the  local  level  during 
1969.  The  four  representatives  file  daily  re- 
ports to  the  director  of  Communications  Divi- 
sion which  provide  the  basis  for  action.  These 
services  are  an  essential  facet  of  headquarters 
operations. 

Speakers  Bureau.  The  Speakers  Bureau  in 
1969  completed  38  speaking  engagements  ar- 
ranged by  personal  contact  with  physicians  in 
various  specialty  practices,  committee  members 
of  MSSNY,  and  by  local  arrangements  through 
the  regional  representatives. 

Acknowledgments.  The  committee  wishes 
to  commend  the  staff  of  the  Division  of  Com- 
munications under  Guy  D.  Beaumont,  director, 
and  to  express  its  satisfaction  in  working  with 
the  Ad  Hoc  Committee  on  Peer  Review  Mech- 
anisms, under  its  chairman,  Ralph  S.  Emerson, 
M.D.  We  also  wish  to  thank  Walter  T.  Held- 
mann,  M.D.,  president,  and  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  for  their  fre- 
quent attendance  and  participation  at  our 
meetings.  Cooperation  received  from  these 
valuable  sources  helped  to  make  this  a year  of 
considerable  progress. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

This  committee,  chaired  by  Paul  M.  DeLuca, 
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M.D.,  is  commended  for  its  cooperative  pro- 
motion of  the  eight  area  conferences  on  peer 
review.  Questionnaires  completed  at  these 
conferences  indicated  that  some  form  of  peer 
review  has  been  in  effect  throughout  the  State, 
but  there  is  a lack  of  uniformity. 

The  Public  Relations  Committee  has  re- 
quested the  Communications  Division  of  the 
Medical  Society  of  the  State  of  New  York  to 
develop  a brochure,  “Have  a Question?  Doctor,” 
which  is  to  be  prepared  and  distributed  to  the 
membership  with  a “Hot  Line”  letter.  This 
brochure,  with  the  handbook,  “You  and  Your 
State  Medical  Society,”  will  be  included  also 
in  the  “new  member  kits.”  The  brochure, 
“Need  for  Peer  Review,”  was  produced. 

The  Healthmobile,  a motorized  educational 
exhibit,  which  has  been  under  construction,  was 
tested  at  the  close  of  1969.  This  interesting 
innovation  which  incorporates  a daylight  film 
screen,  display  posters,  and  bilingual  audio- 
visual capabilities,  should  be  ready  for  the 
road  early  in  1970. 

The  second  Annual  Conference  of  Medical 
Society  Executive  Secretaries  held  in  October 
was  a worthwhile  meeting. 

Efforts  have  been  increased  respective  to 
involvement  of  medical  students  in  discussions 
about  medical  education,  scientific  section  of 
the  convention,  and  placement  of  health  man- 
power. This  reference  committee  noted  and 
endorses  the  expressed  interest  of  the  Public 
Relations  Committee  for  closer  liaison  with 
representatives  of  the  Student  AMA  Chapters 
of  the  New  York  State  Medical  Colleges. 

Your  committee  recommends  that  the  Public 
Relations  Committee  obtain  information  about 
the  Student  AMA  Chapters  in  New  York  State 
Medical  Colleges,  develop  a closer  liaison  with 
them,  and  invite  representatives  to  attend  the 
annual  convention  of  the  Medical  Society  of 
the  State  of  New  York. 

Your  reference  committee  notes  with  satis- 
faction the  smooth  functioning  of  the  Ad  Rem 
bulletin  board  program. 

News  of  Neiv  York  continues  to  be  the  Medi- 
cal Society  of  the  State  of  New  York’s  principal 
periodical  for  full  news  coverage  of  the  State 
Medical  Society’s  actions.  It  scored  an  exclu- 
sive in  its  November  edition. 

Your  reference  committee  is  in  accord  with 
the  Public  Relations  Committee  and  its  chair- 
man, who  feel  that  more  can  be  done  to  develop 
position  papers  to  allow  the  Communications 
Division  to  take  the  initiative  in  “breaking” 
news. 

At  the  request  of  the  Speaker  of  the  House, 
your  reference  committee  carefully  reviewed 
the  report  of  the  Division  of  Communications 
contained  in  the  annual  and  supplementary  re- 
ports of  the  executive  vice-president. 

Director  Guy  D.  Beaumont  and  his  staff,  in- 
cluding the  regional  representatives,  have  func- 
tioned effectively  on  several  fronts.  Their  ef- 
forts in  behalf  of  the  Public  Relations  Depart- 
ment and  the  Legislation  Department  have  been 
outlined  earlier  in  this  report  and  are  to  be 
commended. 


Your  reference  committee  is  greatly  excited 
by  the  concept  of  mobile  health  shows  and  the 
Healthmobile.  Innovation  effort  and  persever- 
ance in  the  face  of  construction  difficulties  have 
been  necessary  to  ready  the  project.  Your 
committee  acknowledges  this  effort  and  perse- 
verance, as  well  as  the  fact  that  the  budget 
for  this  project  has  not  been  exceeded. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Education  Law  Revision 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Education  Law  Revision 
consists  of  the  following  members : 

Walter  Scott  Walls,  M.D.,  Chairman. . . Erie 


Robert  B.  King,  M.D Onondaga 

Francis  A.  Stephens,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 

Donald  C.  Walker,  M.D Albany 


Carrying  on  the  practice  of  the  past  several 
years,  your  committee  worked  closely  with  the 
State  Legislature’s  Joint  Legislative  Commit- 
tee on  Revision  of  the  Education  Law.  A con- 
tinuing dialogue  was  maintained  with  the  Joint 
Legislative  Committee’s  counsel,  Brainard 
Prescott,  Esq.,  through  the  efforts  of  your 
chairman,  legislative  counsel,  executive  vice- 
president,  assistant  executive  vice-president, 
and  coordinator  of  legislation  activities.  While 
an  excellent  rapport  has  existed  between  both 
groups  and  some  concessions  have  been  made 
to  us  over  the  years,  several  major  objections 
have  not  been  met.  These  include  our  conten- 
tion that  the  proposed  law  should  include  the 
word  “mental”  in  the  definition  of  the  practice 
of  medicine;  should  not  include  a provision 
combining  the  board  of  medical  examiners  and 
the  grievance  committee  into  a single  group, 
but  should  retain  the  present  two-board  sepa- 
ration mechanism ; and  should  not  include  a 
rule  that  a four-fifths  vote  shall  be  sufficient  to 
find  a physician  guilty  but  should  retain  the 
present  unanimous  vote  rule. 

Since  we  had  been  negotiating  for  a great 
length  of  time,  we  expected  that  a bill  would 
be  introduced  sometime  early  in  the  1969  ses- 
sion of  the  Legislature.  A voluminous  bill 
(S.  4654 — Dominic;  Garcia)  was  submitted  but 
was  introduced  so  late  in  the  session  that  there 
was  not  adequate  time  to  review  it.  As  a mat- 
ter of  fact,  printed  copies  were  not  available 
until  after  a vote  had  been  taken  in  the  Senate, 
and  it  was  passed.  The  bill  ultimately  died  in 
the  Assembly  after  we  had  voiced  the  objec- 
tions already  mentioned. 

Following  the  defeat  of  the  bill,  negotiations 
continued  between  our  legislative  counsel  and 
the  Joint  Legislation  Committee’s  counsel.  At 
the  time  this  report  is  being  written,  in  late 
September,  a bill  for  consideration  at  the  1970 
session  of  the  State  Legislature,  is  expected  to 
be  prefiled.  Your  committee  will  watch  for  this 
bill,  analyze  it,  take  whatever  action  is  neces- 
sary, and  submit  a supplementary  report,  if 
feasible  and  practicable,  to  this  house  at  its 
February  meeting. 
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Acknowledgments.  As  an  expression  of  his 
appreciation  for  a job  well  done,  your  chairman 
wishes  to  acknowledge  services  rendered  by  his 
committee  members;  the  past  chairman,  Walter 
T.  Heldmann,  M.D.;  our  legislative  counsel, 
George  W.  Foy,  Esq.,  and  his  staff,  John  C. 
Rice,  Esq.,  and  Gerard  L.  Conway,  Esq.;  Henry 

I.  Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  Guy  D.  Beaumont,  director,  Com- 
munications Division;  and  Martin  J.  Tracey, 
Esq.,  coordinator  of  legislation  activities. 
Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  re- 
port of  President-Elect  Walls  and  his  commit- 
tee on  Education  Law  Revision.  Deliberations 
on  possible  revision  of  the  Education  Law  have 
been  carried  on  for  a great  length  of  time. 
While  some  concessions  have  been  made  to  us 
over  the  years,  several  problems  remain.  The 
committee  feels  that  the  word,  “mental”  should 
be  included  in  the  definition  of  the  practice  of 
medicine  and  that  a unanimous  vote  rather 
than  a four-fifths  vote  should  be  necessary  for 
action  of  the  grievance  mechanism. 

Your  reference  committee  concurs  with  the 
foregoing  and  recognizes  the  fact  that  it  may 
be  impossible  to  have  all  our  objections  satis- 
fied. 

As  a new  bill  is  being  prepared  for  1970, 
your  reference  committee  commends  the  stand 
of  Dr.  Walls  and  his  committee,  who  will  watch 
for  the  bill,  analyze  it,  and  take  whatever  ac- 
tion is  necessary. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Advisory  Committee  to  the  New  York  State  Medi- 
cal Assistants  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  Advisory  Committee  to  the  New  York 
State  Medical  Assistants  Association  consists 


of  the  following  members: 

Irving  M.  Pallin,  M.D.,  Chairman Kings 

Walter  F.  Harrison,  Jr.,  M.D Warren 

Edward  C.  Rozek,  M.D Erie 


Since  the  State  Medical  Society’s  meeting  in 
February,  1969,  the  New  York  State  Medical 
Assistants  Association  conducted  a seminar  on 
certification  in  New  York  City.  This  was  held 
in  March,  1969,  and  was  well  attended. 

In  April,  the  annual  convention  was  held  in 
Tarrytown,  and  the  topics  discussed  included 
drug  addiction  and  comprehensive  health  care. 
The  national  president,  Mrs.  Mildred  Crawford, 
discussed  the  approval  program.  Henry  I. 
Fineberg,  M.D.,  was  extended  an  honorary 
membership  at  this  meeting.  He  was  guest 
sneaker,  and  it  was  also  his  privilege  to  present 
the  address  of  Walter  T.  Heldmann,  M.D.,  pres- 


ident of  the  State  Medical  Society,  who  was  un- 
able to  attend  because  of  illness. 

Several  educational  programs  have  been  held 
throughout  the  State  by  the  various  county 
groups  under  the  guidance  of  the  New  York 
State  Medical  Assistants  Association  admin- 
istration. These  included  seminars  on  insur- 
ance and  Medicaid  programs  in  the  Capitol 
district  and  Westchester  County  in  March, 
1969.  Paramedical  education  was  presented  in 
Onondaga  County  in  May,  1969.  The  Onon- 
daga County  group  shared  a booth  with  the 
Woman’s  Auxiliary  of  the  Medical  Society  of 
the  State  of  New  York  at  the  New  York  State 
Fair  held  in  August,  1969.  This  project  was 
directed  toward  introducing  high  school  stu- 
dents to  the  various  vocations  available  in 
medical  fields.  In  September,  1969,  Suffolk 
County  sponsored  a program  on  continuing  ed- 
ucation and  where  to  find  it.  In  Maria  College, 
in  Albany,  a twenty-weeks  course  in  subjects 
for  medical  certification  was  started  in  Sep- 
tember, 1969. 

In  October,  1969,  the  Suffolk  County  group 
presented  an  insurance  seminar.  The  Suffolk 
Community  College  started  a program  on  hu- 
man anatomy  and  physiology.  In  October,  the 
Medical  Assistants  and  county  medical  society 
sponsored  a course  at  Syracuse  University  for 
medical  assistants’  growth  and  education. 

The  national  convention  of  the  AAMA  was 
held  at  Ilikai  Hotel,  on  Oahu  Island,  Honolulu, 
in  October.  Twenty-seven  members  of  the  New 
York  State  component  societies,  including  the 
delegates,  attended.  The  New  York  State 
group  sponsored  a resolution  that  AAMA  re- 
vise its  constitution  and  bylaws  to  include 
student  membership  status  to  those  in  ac- 
credited colleges.  This  was  passed  at  this  con- 
vention. It  is  also  interesting  to  note  that 
Erie  County  won  third  place  in  the  membership 
increase  award.  Christiaan  Barnard,  M.D., 
was  one  of  the  speakers  at  this  convention.  A 
surprise  visit  from  ex-vice-president,  Hubert 
H.  Humphrey,  occurred. 

The  New  York  State  Medical  Assistants  As- 
sociation is  now  preparing  for  its  annual  meet- 
ing to  be  held  in  Buffalo,  in  April. 

The  Medical  Assistants  Association  is  well 
established,  is  growing  slowly,  and  is  continu- 
ing to  serve  the  physicians.  It  has  the  same 
problems  as  any  other  organization.  The  group 
still  needs  our  help.  The  advisers  make  the 
following  recommendations: 

1.  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  urge  its  members  to  ad- 
vise their  medical  assistants  to  join  and  par- 
ticipate in  the  activities  of  the  New  York  State 
Medical  Assistants; 

2.  That  the  Medical  Society  of  the  State  of 
New  York  urge  its  members  to  pay  all  or  part 
of  the  medical  assistants’  dues  in  this  organi- 
zation ; and 

3.  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  provide  communication 
facilities  as  heretofore. 

Respectfully  submitted, 

Irving  M.  Pallin,  M.D.,  Chairman 
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Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Irving  M.  Pallin,  M.D.,  chairman  of  the  com- 
mittee, summarized  the  activities  and  reported 
on  programs  both  informative  and  educational 
which  were  sponsored  by  the  organization  this 
past  year.  The  Advisory  Committee  recom- 
mends : 

1.  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  urge  its  members  to  ad- 
vise their  medical  assistants  to  join  and  par- 
ticipate in  the  activities  of  the  New  York  State 
Medical  Assistants  Association; 

2.  That  the  Medical  Society  of  the  State  of 
New  York  urge  its  members  to  pay  all  or  part 
of  the  medical  assistants’  present  dues  of  $20 
per  year  in  this  organization;  and 

3.  That  the  Medical  Society  of  the  State  of 
New  York  continue  to  provide  communication 
facilities  as  heretofore. 

Your  reference  committee  commends  the 
work  of  this  Advisory  Committee  and  moves 
adoption  of  these  recommendations. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-35.  Consent  for  Autopsy 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  present  New  York  State 
law  governing  consent  for  autopsy  is  ambig- 
uous and  does  not  clearly  state  who  has  the 
authority  to  give  such  consent;  and 

Whereas,  The  law  on  consent  for  autopsy 
in  the  State  of  Wisconsin  eliminates  the  re- 
quirement that  all  kin  of  equal  rank  must 
consent  before  an  autopsy  can  be  performed, 
thereby  clarifying  the  ambiguity  and  simpli- 
fying procedures;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  the  amendment  of 
the  present  New  York  State  statute  on  au- 
topsies to  provide  that  any  one  individual  of 
kin  of  equal  rank  may  give  consent  for  au- 
topsy and  that  that  consent  be  legal  and 
binding  provided  that  no  other  kin  of  equal 
rank  registers  an  objection. 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs  : The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Your  reference  committee  notes  that  this  is 
a reaffirmation  of  existing  policy  of  the  Medical 
Society  of  the  State  of  New  York  and  should 
be  approved. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-56.  Revision  of  Education  Law  and  Health 
Manpower 

Introduced  by  Fifth  District  Branch 

Whereas,  There  is  a shortage  of  health 
professional  manpower  for  the  delivery  of 


medical  services,  particularly  in  rural  areas; 
and 

Whereas,  Section  610(a),  of  Article  13,  of 
the  New  York  State  Education  Law  provides 
that  county  boards  of  supervisors  may  fi- 
nance the  costs  of  medical  education  only  if 
the  grantee  attends  a medical  school  in  New 
York  State;  and 

Whereas,  This  requirement  restricts  the 
number  of  candidates  who  might  potentially 
return  to  practice  in  their  respective  coun- 
ties; therefore  be  it 

Resolved,  That  the  Committee  on  State 
Legislation  and  the  Committee  on  Revision 
of  the  State  Education  Law  urge  the  amend- 
ment of  the  State  Education  Law  to  permit 
county  boards  of  supervisors  to  finance  the 
costs  of  medical  education,  without  restrict- 
ing the  grantee  to  attendance  at  professional 
colleges  in  New  York  State. 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Your  committee  agrees  with  the  principle 
expressed  in  this  resolution  and  recommends  its 
adoption.  In  view  of  the  fact  that  a bill  (A.  97 
— Finley)  embodying  this  principle  has  passed 
both  Houses  of  the  State  Legislature  and  is 
currently  awaiting  Governor  Rockefeller’s  sig- 
nature, your  committee  further  recommends 
that  the  Governor  be  immediately  notified  of 
the  action  of  this  House  on  this  matter. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-66.  Response  by  State  Medical  Society  to 
Detractors  of  Individual  Private  Practice  of  Medi- 
cine 

Introduced  by  Medical  Society  of  the  County  of 
Allegany 

Whereas,  The  practice  of  medicine  by  in- 
dividuals has  been  subjected  to  calumny,  vili- 
fication, invective,  and  biased  attack;  and 

Whereas,  These  attacks  on  private  prac- 
tice are  becoming  more  and  more  frequent 
and  emanate  from  representatives  of  both 
government  and  nongovernment  groups;  and 

Whereas,  These  criticisms  of  private  prac- 
tice are  often  made  to  protect  vested  inter- 
ests and  are  usually  based  on  fallacious  as- 
sumptions and  distorted  statistics;  and 

Whereas,  Responses  to  charges  levied 
against  the  private  practice  of  medicine  are 
rarely  accorded  the  publicity  that  is  given 
the  charges  themselves  and,  in  any  case, 
such  responses  are  difficult  for  individuals  to 
make;  and 

Whereas,  Failure  to  counteract  unfounded 
attacks,  charges,  and  criticisms  of  private 
practice  will  leave  a distorted  picture  in  the 
public’s  mind  and  may  lead  to  actions  prej- 
udicial to  both  the  public  and  the  private 
practitioners  as  a group ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  mount  a continuing  cam- 
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paign  to  apprise  the  public  of  the  dangers 
inherent  in  accepting,  uncritically,  the  dis- 
tortions and  misrepresentations  of  attacks 
on  currect  forms  of  medical  practice;  and  be 
it  further 

Resolved,  That  the  response  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
critics  of  medicine,  as  it  is  now  practiced,  be 
given  wide  publicity  and  include  the  enumer- 
ation of  the  positive  values  of  private  prac- 
tice, such  as  direct  physician  responsibility, 
the  personal  relationship  between  physician 
and  patient,  and  the  enhancement  of  the 
quality  of  care  that  results  from  a physician’s 
personal  and  detailed  knowledge  of  his  pa- 
tients. 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Your  reference  committee  agrees  in  principle 
with  the  substance  of  this  resolution.  However, 
because  methods  of  implementation  are  not 
delineated  in  the  resolution  and  were  not  for- 
mulated during  the  testimony,  your  committee 
does  not  recommend  adoption  of  this  resolution 
at  this  time. 

The  House,  after  discussion,  voted  to  refer 
resolution  70-66  to  the  Council  for  implementa- 
tion, thereby  amending  the  reference  committee 
report  by  deleting  the  words  “does  not  recom- 
mend adoption  of  this  resolution  at  this  time” 
and  substituting  the  phrase  “recommends  that 
this  resolution  be  referred  to  the  Council  for 
implementation.” 

The  House  then  voted  to  adopt  this  portion  of 
the  reference  committee  report  as  amended, 
thereby  referring  resolution  70-66  to  the  Coun- 
cil for  implementation. 

70-70.  Repeal  of  All  Abortion  Laws 

Introduced  by  First  District  Branch 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
expressed  itself  in  1968  and  again  in  1969  as 
being  in  favor  of  the  liberalization  of  the 
archaic  and  restrictive  abortion  laws  of  New 
York  State;  and 

Whereas,  The  Supreme  Court  of  Califor- 
nia and  the  Federal  District  Court  of  the 
District  of  Columbia  have  held  that  laws 
which  prohibit  abortion  performed  by  quali- 
fied physicians,  except  when  such  abortion  is 
necessary  to  save  the  life  of  the  mother,  are 
unconstitutional  in  that  they  violate  the 
rights  of  both  patients  and  their  physicians; 
and 

Whereas,  A bill  has  been  introduced  be- 
fore the  New  York  State  Legislature  which 
would  repeal  all  statutes  on  abortion;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being  in 
favor  of  the  bill  repealing  all  State  abortion 
statutes,  providing  that  it  stipulates  that  any 


abortion  must  be  performed  by  a licensed 

doctor  of  medicine. 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following  re- 
port was  presented  by  A.  W.  Martin  Marino, 
Jr.,  M.D.,  chairman. 

Your  reference  committee  devoted  a con- 
siderable segment  of  time  to  discussion  of  this 
most  important  topic.  At  the  completion  of  all 
of  the  discussion  and  after  all  who  had  indi- 
cated to  us  a desire  to  be  heard  on  this  topic 
had  been  heard,  your  committtee  concluded  that 
the  vast  majority  of  evidence  and  testimony 
was  not  in  favor  of  repeal  of  all  abortion  laws 
as  outlined  in  resolution  70-70.  In  addition, 
there  was  considerable  testimony  that  would,  in 
essence,  reaffirm  the  resolution  on  this  subject 
passed  by  the  House  of  Delegates,  in  February, 
1969.  At  that  time,  in  discussing  criteria  for 
revision  of  abortion  laws,  the  following  was 
adopted : 

1.  A licensed  physician  can  terminate  a 
pregnancy  if  he  can  reasonably  establish  that: 

A.  There  is  substantial  risk  that  continu- 
ance of  the  pregnancy  would  gravely  impair 
the  physical  or  mental  health  of  the  mother,  or 

B.  There  is  substantial  risk  that  the  child 
will  be  born  with  grave  physical  or  mental  de- 
fect, or 

C.  The  pregnancy  resulted  from  statutory  or 
forcible  rape,  or  incest,  or 

D.  Abortion  may  be  performed  on  a female 
who  has  a permanent  and  incapacitating  physi- 
cal or  mental  condition  which  would  render  her 
incapable  of  caring  for  the  child,  if  born. 

E.  Abortion  may  be  performed  on  a female 
in  whom  the  pregnancy  commenced  while  the 
female  was  unmarried  and  under  the  age  of 
sixteen  and  is  still  unmarried. 

2.  Therapeutic  abortions  shall  be  performed 
only  in  accredited  hospitals. 

3.  Therapeutic  abortions  shall  not  be  per- 
formed unless  previously  approved  by  an  ap- 
propriate committee  designated  as  a special 
committee  on  therapeutic  abortion  and  steriliza- 
tion, consisting  of  3 to  5 accredited  physicians, 
in  accordance  with  carefully  promulgated  local 
hospital  regulations. 

Your  reference  committee  concludes  that  the 
safeguards  and  standards  adopted  by  this 
House  in  1969  are  in  the  best  interest  of  the 
people  of  the  State  of  New  York.  In  light  of 
this  and  on  the  basis  of  the  considerable  testi- 
mony at  its  disposal,  your  reference  committee 
recommends  disapproval  of  resolution  70-70. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  disapproving  resolution  70-70  and  re- 
affirming the  criteria  for  revision,  of  abortion 
lams  as  adopted  by  the  House  in  February, 
1969. 

The  House  then  voted  to  adopt  the  reference 
committee  report  as  a whole  as  amended. 
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Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical 
Care  consists  of  the  following  members : 

Waring  Willis,  M.D.,  Chairman.. Westchester 


Alfred  A.  Angrist,  M.D Bronx 

Charles  M.  Brane,  M.D Westchester 

Douglas  S.  Damrosch,  M.D New  York 

John  A.  Finkbeiner,  M.D New  York 

Carl  Goldmark,  Jr.,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Joseph  G.  Zimring,  M.D Nassau 


At  a meeting  of  the  Commission  held  on  May 
1,  1969,  it  was  decided  to  recommend  to  the 
Council  that  the  Committee  on  Mediation  and 
Insurance  Claims  Review  and  the  Committee 
on  Utilization  Review  be  abolished  since  their 
activities  would  be  incorporated  in  the  activi- 
ties of  the  Committee  on  Peer  Review  Mecha- 
nisms. The  Council  approved  this  recommenda- 
tion, and  final  action  will  be  taken  when  the 
peer  review  committee  is  actively  engaged  in 
its  functions.  The  other  committees  under  the 
jurisdiction  of  the  Commission  are  continuing 
at  a pace  geared  to  their  individual  require- 
ments. 

Thus,  the  Committee  on  Medical  Review 
should  have  the  manual  it  is  preparing  placed 
in  the  hospitals  throughout  the  State  by  the 
end  of  the  year.  The  Committee  on  Hospital- 
Based  Physicians  has  completed  its  study  of 
the  questionnaire  and  made  its  recommenda- 
tions to  the  Council.  The  Committee  on  Ethics 
has  reviewed  the  Principals  of  Professional 
Conduct  of  the  State  Medical  Society  and  sub- 
mitted its  recommendations  for  changes. 
Osteopathy  and  medicine  was  studied  by  the 
Committee  on  Hospital  and  Professional  Rela- 
tions, and  a detailed  renort  was  made  to  the 
Council.  As  of  this  writing,  the  Committee  on 
Nursing  is  presently  involved  in  a study  relat- 
ing to  the  training  of  paramedical  personnel. 

The  Commission  notes  the  continuing  smooth 
operation  of  the  Division  of  Standards  of  Medi- 
cal Care,  and  our  appreciation  is  expressed  to 
its  director.  Samuel  Z.  Freedman,  M.D.;  his 
secretary,  Miss  Catherine  H.  Renze;  and  the 
entire  headquarters  staff  under  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care  : The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Your  reference  committee  reviewed  the  re- 
port of  the  Commission  summing  up  the  various 
activities  of  the  committees  under  its  jurisdic- 
tion. We  note  that  the  Commission  recom- 
mended to  the  Council,  and  the  Council  ap- 
proved, the  abolition  of  the  Committee  on  Medi- 
ation and  Insurance  Claims  Review  and  of  the 
Committee  on  Utilization  Review,  since  their 


activities  would  be  encompassed  by  the  Ad  Hoc 
Committee  on  Peer  Review  Mechanisms.  The 
committee  commends  Waring  Willis,  M.D.,  for 
his  stalwart  leadership  as  chairman  of  the 
Commission. 

The  committee  reviewed  a portion  of  the  Re- 
port of  the  Executive  Vice-President  which 
sums  up  the  activities  of  the  division  through 
its  committees. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Ethics  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  fol- 
lowing members: 

Joseph  G.  Zimring,  M.D.,  Chairman . .Nassau 


Lester  J.  Candela,  M.D Queens 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

Kurt  Rosenberg,  M.D Queens 


Last  year  this  committee  submitted  two  reso- 
lutions to  the  House  of  Delegates  which  would 
amend  the  Principles  of  Professional  Conduct. 
One  resolution  concerns  physicians  holding  a 
financial  interest  in  a pharmacy  or  optical  dis- 
pensing facility  and  the  other  concerns  the 
listing  of  physicians  in  brochures  of  nonprofit 
and/or  charitable  organizations.  These  were 
referred  to  the  House  Committee  on  Constitu- 
tion and  Bylaws. 

This  committee  later  discussed  the  resolution 
on  optical  dispensing  facilities  with  the  officers 
of  the  New  York  State  Society  of  Ophthalmolo- 
gists, and  an  amended  resolution  was  presented 
to  the  House  Committee  on  Constitution  and 
Bylaws. 

These  resolutions  will  be  presented  to  the 
House  of  Delegates  at  the  February,  1970, 
meeting. 

In  June,  the  committee  conducted  a survey  of 
all  state  medical  societies,  component  members 
of  the  American  Medical  Association,  on  the 
question  of  accepting  credit  cards  for  payment 
of  medical  fees.  The  following  were  the  re- 
sults : 

1.  Eight  state  medical  societies  approved  the 
use  of  credit  cards  for  payment  of  medical  fees. 

2.  Six  state  medical  societies  opposed  the  use 
of  credit  cards  for  payment  of  medical  fees. 

3.  Eighteen  state  medical  societies  supported 
the  stand  taken  by  the  AMA  Judicial  Council  on 
this  question. 

4.  Twenty-two  state  medical  societies  took  no 
position  on  this  question. 

The  Nassau  County  Medical  Society  was  ad- 
vised that  guidelines  on  notices  concerning 
opening  and  removal  of  offices  should  be  estab- 
lished by  the  county  medical  societies. 

Staff  members  of  an  Upstate  hospital  were 
informed  that  it  was  unethical  for  a physician 
to  add  a collection  charge  to  a medical  bill  for 
his  services.  Section  7,  paragraph  16,  of  the 
AMA  Judicial  Council  Opinions  and  Reports 
states  as  follows:  “nor  is  it  proper  to  charge  a 
patient  a flat  collection  fee  if  it  becomes  neces- 
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sary  to  refer  the  account  to  an  agency  for  col- 
lection.” 

Many  inquiries  were  received  on  the  use  of 
credit  cards  for  payment  of  medical  fees.  The 
inquirers  were  informed  that  the  State  Medical 
Society  is  opposed  to  the  use  of  credit  cards  for 
payment  of  medical  fees.  On  April  18,  your 
chairman  together  with  Samuel  Z.  Freedman, 
M.D.,  and  J.  Richard  Burns,  Esq.,  met  with 
representatives  of  the  Bankers  Trust  Company 
to  discuss  the  use  of  Bank  Americard  for  the 
payment  of  medical  fees.  After  discussion,  the 
Bank  representatives  agreed  not  to  promote  the 
use  of  these  cards  among  the  medical  profession 
or  for  payment  of  medical  fees. 

The  Medical  and  Chirurgical  Faculty  of  the 
State  of  Maryland  requested  information  on 
Stat  Kit  Inc.  They  were  informed  that  this 
organization  distributed  Stat  Kits,  consisting 
of  brand-name  drugs  and  equipment,  to  new 
physicians.  The  committee  felt  this  was  an 
advertising  “gimmick.” 

A New  York  City  attorney  asked  whether  or 
not  a licensed  physician  may  be  employed  by 
an  organization  selling  toupees  on  either  a 
salary  or  per-diem  basis  for  the  purpose  of 
performing  hair  transplants.  The  attorney 
was  advised  that  it  would  be  unethical  for  a 
physician  to  dispose  of  his  professional  services 
to  any  public  organization  under  conditions  or 
terms  which  permit  exploitation  of  his  services 
for  the  financial  profit  of  the  organization  con- 
cerned. 

In  June,  the  committee  asked  the  New  York 
Delegation  to  the  American  Medical  Associa- 
tion to  introduce  a resolution  in  the  AMA 
House  of  Delegates  stating  that  the  use  of 
credit  cards  for  payment  of  medical  fees  was 
unethical.  The  House  of  Delegates  referred 
this  resolution  to  the  Judicial  Council  of  the 
AMA. 

Edwin  J.  Holman,  Esq.,  director,  AMA  De- 
partment of  Medical  Ethics,  asked  what  the 
State  Medical  Society’s  position  was  on  the 
propriety  or  impropriety  of  a physician  billing 
an  insurance  company  for  services  rendered  to 
a member  of  his  immediate  family  (child, 
spouse,  or  parent).  The  Council  at  its  meeting 
on  November  20  voted  to  go  on  record  and  to 
render  its  opinion  to  the  American  Medical  As- 
sociation that  this  Society  holds  it  is  unethical 
for  a physician  to  charge  third-party  interme- 
diaries for  treatment  he  renders  to  members 
of  his  immediate  family  (spouse,  children,  or 
parent) . 

The  House  of  Delegates  in  February,  1969, 
mandated  the  committee  to  correct  and  update 
the  Principles  of  Professional  Conduct.  The 
committee  met  on  October  3 for  this  purpose, 
and  a resolution  listing  corrections  and  revi- 
sions of  the  Principles  of  Professional  Conduct 
will  be  submitted  to  the  House  of  Delegates  in 
February,  1970. 

The  committee  wishes  to  express  its  sincere 
appreciation  to  Samuel  Z.  Freedman,  M.D.,  di- 
rector, Division  of  Standards  of  Medical  Care; 
J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president;  and  Miss  Catherine  H.  Renze, 


secretary,  for  their  patience  and  assistance. 
Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Ethics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  chairman  met  on  December  19  with  the 
president  and  the  director  of  communications  of 
the  Medicredit  System,  Inc.,  of  Pennsylvania,  at 
their  request,  to  discuss  the  Medicredit  System, 
which  is  another  form  of  bank  credit  cards,  and 
the  policy  of  the  Medical  Society  of  the  State 
of  New  York  concerning  credit  cards.  The  fol- 
lowing letter,  after  it  was  approved  by  the 
Council,  was  sent  to  the  president  of  Medicredit 
System,  Inc.: 

The  Medical  Society  of  the  State  of  New 
York  has  the  following  resolution  on  record: 
“The  Medical  Society  of  the  State  of  New 
York  disapproves  of  the  use  of  credit  cards 
in  payment  of  medical  fees.” 

It  is  the  opinion  of  the  Committee  on  Eth- 
ics, after  careful  consideration,  that  the  in- 
tent of  this  resolution  is  such  that  it  includes 
the  Medicredit  System,  as  outlined  by  you  at 
our  meeting  on  December  19,  1969. 

In  January,  1970,  we  received  inquiries  from 
the  Medical  Society  of  the  County  of  New  York 
regarding  placement  of  advertisements  by  the 
Strang  Clinic  in  New  York  City  buses  and  also 
sending  unsolicited  medical  newsletters  to 
former  patients  of  the  clinic.  There  was  also  a 
complaint  about  an  advertisement  by  the  Fer- 
tility Institute. 

These  inquiries  were  answered  by  citing  ap- 
propriate sections  of  the  Opinions  arid  Reports 
of  the  Judicial  Council  of  the  American  Medi- 
cal Association  and  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the 
State  of  New  York. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  report  notes  that  the  Ethics  Committee, 
under  the  able  and  experienced  leadership  of 
Joseph  G.  Zimring,  M.D.,  again  put  in  an  active 
and  productive  year.  The  committee  was  pre- 
sented with  problems  involving  advertising,  in- 
terest charges  on  a medical  bill,  employment  of 
a licensed  physician  by  an  organization  selling 
toupees,  the  propriety  of  a physician  billing  an 
insurance  company  for  services  to  his  imme- 
diate family,  and  continued  discussion  concern- 
ing the  ethical  use  of  credit  cards  in  medical 
practice. 

At  the  instigation  of  the  Committee  on  Eth- 
ics, two  amendments  to  the  Principles  of  Pro- 
fessional Conduct  were  presented  to,  and  passed 
by,  the  House  of  Delegates — one  pertaining  to  a 
physician  holding  a financial  interest  in  a phar- 
macy or  optical  dispensing  facility,  and  the 
other  concerning  the  listing  of  physicians  in 
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brochures  of  nonprofit  and/or  charitable  or- 
ganizations. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Hospital  and  Professional 
Relations  consists  of  the  following  members: 
Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

John  A.  Billows,  M.D Nassau 

Rudolph  R.  Del  Giacco,  M.D Albany 

Benjamin  G.  Dinin,  M.D Westchester 

Joseph  J.  Kaufman,  M.D Wayne 

Jason  K.  Moyer,  M.D Broome 

Edward  W.  Mullin,  M.D Onondaga 

Edward  C.  Rozek,  M.D Erie 

Herbert  J.  Wright,  Jr.,  M.D. ...  Schenectady 


Resolution  69-76,  “Municipal  and  State  Hos- 
pital and  Private  Patient  Care,”  and  resolu- 
tion 69-88,  “Amendment  of  Section  130  of  the 
General  Municipal  Law  of  the  State  of  New 
York  to  Permit  Duly  Licensed,  Salaried  Physi- 
cians, Other  than  Interns  and  Residents,  to 
Collect  Fees  for  Medical  Services  Rendered  to 
Their  Private  Patients,”  were  referred  by  the 
Council  to  the  Hospital  and  Professional  Rela- 
tions Committee  which  was  recommended  that 
they  be  referred  to  the  Committee  on  State  Leg- 
islation for  implementation  by  initiating  and 
supporting  such  legislation.  The  Council 
agreed. 

At  two  meetings  the  committee  discussed  the 
question  of  whether  or  not  an  osteopathic  phy- 
sician should  be  allowed  to  participate  in  an 
internship  and/or  residency  program  in  an  al- 
lopathic hospital.  The  committee  agreed  that 
this  idea  has  merit  and  should  be  recommended 
for  implementation.  The  following  resolution 
was  sent  to  the  Council  and  was  approved  at 
its  September  meeting. 

Whereas,  Graduates  of  schools  of  osteopa- 
thy are  licensed  in  this  State  after  pass- 
ing the  same  examinations  as  those  taken  by 
Doctors  of  Medicine  which  license  permits 
them  to  practice  medicine  and  surgery;  and 
Whereas,  Many  recent  graduates  of 
schools  of  osteopathy  have  indicated  a desire 
to  improve  their  training  by  applying  for  in- 
tern positions  in  allopathic  hospitals;  and 
Whereas,  Many  would  like  to  become  eli- 
gible for  residency  training  to  further  their 
training  and  to  be  eligible  for  acceptance  by 
Boards  in  the  relevant  specialties;  and 
Whereas,  The  American  Medical  Associa- 
tion’s policy  is  that  “as  of  January  1,  1969, 
any  graduate  of  a school  of  osteopathy  is 
eligible  for  appointment  to  a hospital  intern- 
ship approved  by  the  American  Medical  As- 
sociation”; now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  such  hospitals 
in  this  State  to  encourage  such  applicants  by 
making  available  positions  on  their  intern 
staffs ; and  be  it  further 


Resolved,  That  university  centers  be  en- 
couraged and  urged  to  participate  in  a pro- 
gram that  would  provide  training  for  these 
applicants  to  help  them  meet  the  require- 
ments of  specialty  boards  and  upgrade  the 
care  rendered  to  patients. 

The  Subcommittee  on  Emergency  Room 
Services  is  still  studying  the  subject  and  has 
recommended  that  a meeting  be  held  devoted 
entirely  to  this  subject. 

We  are  appreciative  of  the  cooperation  of 
Samuel  Z.  Freedman,  M.D.,  director,  Division 
of  Standards  of  Medical  Care,  and  his  secre- 
tary, Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  report  notes  that  the  committee  dis- 
cussed the  question  of  participation  in  intern- 
ship and  residency  programs  by  osteopathic 
physicians.  A resolution  favoring  such  train- 
ing for  licensed  osteopathic  physicians  was  sent 
to  the  Council  which  approved  it  at  its  Septem- 
ber meeting.  The  Subcommittee  on  Emergency 
Room  Services  is  remaining  abreast  of  this  in- 
creasingly complex  field. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Government  Health  Centers 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Government  Health 
Centers  consists  of  the  following  members: 
Leonard  L.  Heimoff,  M.D.,  Chairman.  Bronx 


Carl  Goldmark,  Jr.,  M.D New  York 

John  E.  Lowry,  M.D Queens 

Thomas  W.  Mou,  M.D Onondaga 


No  items  of  business  were  referred  to  the 
subcommittee  this  year,  therefore,  no  meetings 
were  held. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  Subcommittee  on  Government  Health 
Centers  has  not  met.  They  report  a unilateral 
failure  by  OEO  (Office  of  Economic  Opportu- 
nity) to  communicate. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Hospital-Based  Physicians  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Hospital- 
Based  Physicians  are  the  following: 

Alfred  A.  Angrist,  M.D.,  Chairman.  ..Bronx 


Norman  S.  Blackman,  M.D Brooklyn 

James  M.  Blake,  M.D Schenectady 

Robert  P.  Boudreau,  M.D Onondaga 
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Richard  W.  Egan,  M.D Erie 

Murray  Elkins,  M.D Queens 

Francis  B.  Haber,  M.D Chemung 

Edgar  P.  Mannix,  Jr.,  M.D Nassau 

Irving  M.  Pallin,  M.D Brooklyn 

Ian  H.  Porter,  M.D Albany 

Victor  J.  Tofany,  M.D Monroe 


The  committee  has  studied  answers  to  a 
questionnaire  on  contractual  arrangements  re- 
ceived from  approximately  1,600  hospital-sal- 
aried physicians.  As  a result,  it  recommended 
to  the  Council  that  guidelines  and/or  a sample 
contract  be  developed  to  help  physicians  who 
enter  into  a contractual  relationship  with  an 
institution.  The  Council  approved  this  recom- 
mendation. William  F.  Martin,  counsel,  ad- 
vised every  physician  to  have  his  contract 
studied  by  his  own  lawyer. 

The  committee  notes  the  need  for  a study  “to 
separate  professional  fees  for  actual  patient 
care  from  other  hospital  costs,  including  teach- 
ing, administration,  and  research.”  Further 
progress  in  dealing  with  many  professional, 
ethical,  and  economic  problems  now  confronting 
the  medical  profession  in  these  changing  times 
depends  on  the  acquisition  of  this  information. 
The  Council  noted  that  it  was  desirable  to  have 
the  data  and  that  such  information  will  soon 
be  available  as  a result  of  demands  on  all  hos- 
pitals by  government  and  others.  When  such 
data  are  available,  the  Council  felt  that  it 
could  be  utilized  by  us,  thus  avoiding  a costly 
investigation. 

The  committee  considered  resolution  69-79, 
“Fee  for  Service  Payment  for  Care  Rendered  by 
Hospital-Based  Physicians,”  and  suggested  that 
the  Council  reaffirm  the  policy  of  the  State 
Medical  Society,  county  medical  societies,  and 
the  American  Medical  Association  that  when 
professional  fees  are  rendered  for  medical 
services  such  income  should  be  kept  separate 
from  remuneration  received  for  teaching,  train- 
ing, administration,  and  research  and  that  all 
professional  charges  which  involve  the  patient 
or  third-party  intermediaries,  including  Medi- 
care and  Medicaid,  should  be  made  on  the  basis 
of  usual  and  customary  fee  for  the  service  ren- 
dered, and  should  accrue  to  the  physicians  who 
render  the  service  and  not  be  diverted.  It 
was  recommended  that  resolution  69-79  be 
changed  to  include  this  intent,  and  this  was  ap- 
proved by  the  Council. 

The  committee  considered  resolution  69-76 
which  urged  the  State  Medical  Society  to  re- 
tain counsel  to  determine  the  legality  of  hos- 
pitals practicing  medicine.  The  committee 
recommended  to  the  Council  that  special  counsel 
be  appointed,  not  for  initiation  of  action  against 
any  particular  hospital  at  this  time,  but  to  ob- 
tain an  opinion  on  the  legal  aspects,  the  feasi- 
bility, and  the  potentiality  of  success  of  such  a 
suit.  The  Council  voted  to  postpone  action  on 
this  recommendation,  pending  the  outcome  of 
the  analysis  of  the  survey.  Sunplementary  re- 
port with  analysis  of  survey  will  appear  in  Jan- 
uary 15  issue  of  the  Journal.  At  its  meeting 
on  October  2,  the  committee  decided  to  recom- 
mend to  the  Council  that  it  now  appoint  special 


legal  counsel  to  advise  on  the  institution  of  a 
lawsuit. 

The  committee  appreciates  the  help  received 
from  Samuel  Z.  Freedman,  M.D.,  director,  Di- 
vision of  Standards  of  Medical  Care,  and  from 
his  secretary,  Miss  Catherine  H.  Renze. 
Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Hospital-Based  Physicians  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  House  of  Delegates,  at  its  meeting  in 
1968,  approved  the  recommendation  of  the  Ref- 
erence Committee  on  Standards  of  Medical 
Care  that  a poll  of  “hospitakbased  physicians” 
in  New  York  State  be  taken  to  obtain  informa- 
tion; to  seek  comments  on  their  contractual  ar- 
rangements with  hospitals;  to  inquire  whether 
or  not  they  are  satisfied  with  these  arrange- 
ments; and  to  ask  for  suggestions  regarding 
the  improvement  of  their  contracts.  The  re- 
sults of  such  a poll,  it  was  thought,  would  be 
helpful  in  the  formulation  of  guidelines  for 
young  physicians  entering  the  practice  of  medi- 
cine and  would  help  to  safeguard  them  in  their 
contractual  arrangements  if  they  decide  to  be- 
come full-time  salaried  physicians. 

The  committee  is  aware  of  the  inherent 
weaknesses  involved  in  collection  of  data  by  a 
questionnaire  type  of  survey.  Nevertheless, 
the  committee  feels  that  the  experiences  and 
opinions  presented  by  the  800  hospital-based 
physicians  who  responded  are  highly  relevant 
and  significant. 

The  following  is  an  analysis,  prepared  by  the 
Subcommittee  on  Analysis  of  Survey,  Norman 
S.  Blackman,  M.D.,  chairman,  of  the  survey 
and  questionnaire  conducted  by  the  Commission 
on  Standards  of  Medical  Care,  Waring  Willis, 
M.D.,  chairman,  and  Samuel  Z.  Freedman, 
M.D.,  director. 

Introduction.  The  Reference  Committee  on 
Standards  of  Medical  Care  recommended  to  the 
1968  House  of  Delegates  and  the  Council  ap- 
proved a survey  of  “hospital-based  physicians.” 
The  purpose  was  to  obtain  information  about 
such  contractual  arrangements  with  their  hos- 
pitals and  their  personal  reactions.  The  ques- 
tionnaire sought  to  determine  whether  or  not 
their  full-time  arrangements  were  satisfactory 
and  to  obtain  their  personal  suggestions.  Many 
have  stressed  the  need  for  “guidelines”  for 
physicians  who  enter  into  full-time  contracts, 
and  it  was  hoped  that  the  survey  might  lead  to 
the  formulation  of  general  principles  that  could 
be  helpful  to  all. 

Methods  and  Materials.  The  names  of  full- 
time and  part-time  hospital  salaried  physicians 
were  obtained  by  Samuel  Z.  Freedman,  M.D., 
from  various  hospitals  throughout  the  State 
that  had  salaried  physicians  on  their  profes- 
sional staffs. 

A standard  questionnaire  containing  20 
questions  was  prepared  by  the  committee.  This 
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was  sent  to  each  of  the  1,636  hospital-based 
physicians  chosen  at  random,  and  a reply  was 
received  from  800.  Anonymous  answers  were 
received,  unless  the  physician  wished  to  iden- 
tify himself  voluntarily.  Doctor  Freedman  and 
his  staff  collected  and  tabulated  returns  (Table 

I). 

The  answers  to  each  of  the  questions  are  ar- 
ranged on  a yes  or  no  basis  only.  The  per- 
centage of  each  response  is  also  indicated  on 
the  basis  of  100  per  cent  of  those  who  responded 
to  the  individual  question. 

Comments.  The  committee  is  aware  of  the 
inherent  weaknesses  in  the  collection  of  data 
by  a questionnaire  type  of  survey.  Neverthe- 
less, the  committee  feels  that  the  experiences 
and  opinions  presented  by  the  800  hospital- 
based  physician  respondents  are  highly  relevant 
and  significant. 

Approximately  75  per  cent  of  the  respond- 
ents are  full-time  salaried  physicians  and  the 
remainder  part-time;  about  80  per  cent  of  them 
receive  a salary  for  patient  care  responsibili- 
ties, at  least  in  part. 

Fully  80  per  cent  of  the  respondents  are 


satisfied  with  their  professional  arrangements 
with  their  hospitals  (number  6) ; roughly  40 
per  cent  are  dissatisfied  with  their  financial 
arrangements  (number  5). 

Although  437  or  55  per  cent  do  not  have  a 
written  contract  or  agreement  with  their  hos- 
pitals setting  forth  the  conditions  of  their  em- 
ployment (number  2),  it  is  most  significant  on 
this  score  that  more  than  93  per  cent  believe 
that  salaried  hospital  physicians  should  have  a 
written  contract  or  agreement  with  the  hos- 
pital which  should  specify  fringe  benefits,  ob- 
ligations, duration  of  contract,  tenure,  salary, 
salary  increases,  vacations,  and  so  on  (number 
7).  Furthermore,  75  per  cent  indicate  that 
guidelines  approved  by  the  MSSNY  would  be 
of  value  to  them  (number  11). 

Approximately  one  half  of  the  respondents 
believe  that  they  are  earning  more  for  direct 
patient  care  services  than  the  hospital  is  pay- 
ing them  (number  9),  and  35  per  cent  note  that 
turning  over  this  money  to  the  hospital  was 
made  a condition  of  their  employment.  The 
committee  has  no  way  of  knowing  whether  or 
not  the  “salary”  referred  to  includes  a con- 


TABLE  I.  Questionnaire  to  Obtain  Information  from  Hospital-Based  Physicians 

All  questions  should  be  answered  YES  or  NO  except  for  questions  numbers  4 and  20.  If  you 
have  no  opinion  or  knowledge,  do  not  check  either  YES  or  NO.  Your  COMMENTS  at  the  end 
are  of  great  interest  to  your  Society. 


1.  Do  you  receive  income  of  any  kind  from 
your  hospital? 

a.  On  a full-time  basis 

b.  On  a part-time  basis. 

2.  Do  you  have  a written  contract  or  agree- 
ment setting  forth  the  conditions  of  your  em- 
ployment? 

3.  Is  your  salary  in  whole  or  in  part  for 
direct  patient  care? 

(Direct  patient  care  is  understood  to  include 
all  physicians’  services  involved  in  diagnosis  and 
treatment  of  patients  in  which  the  physician  is 
responsible  for  his  contribution  and  direct  par- 
ticipation, including  a written  professional  note, 
opinion,  or  report  on  the  patient’s  hospital 
chart  signed  by  the  physician). 

4.  Of  the  time  for  which  you  are  paid  a 
salary,  approximately  what  per  cent  is  for: 

a.  Treatment  of  patients 

b.  Administration 

c.  Teaching 

d.  Research 

5.  Do  you  consider  your  present  financial 
arrangement  with  the  hospital  equitable? 

6.  Do  you  consider  your  present  professional 
arrangement  with  the  hospital  satisfactory? 

7.  Do  you  think  that  salaried  hospital  phy- 
sicians (whether  full-  or  part-time)  should  have 
a written  contract  or  agreement  with  the  hos- 
pital specifying  conditions  of  employment,  that 
is  fringe  benefits,  obligations,  duration  of  con- 
tract, tenure,  salary,  salary  increases,  vacations, 
and  others 


Yes 

Respondents 

Yes  No 

No 

(Number) 

(PerCent)  (Number) 

(Per  Cent) 

749 

28 

532 

72  87 

212 

28 

350 

45 

437 

55 

605 

79 

170 

21 

465 

61 

293 

39 

624 

80 

155 

20 

732 

93 

43 

7 
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TABLE  I.  continued 


8.  Do  you  think  all  hospital-based  phy- 
sicians, regardless  of  the  type  of  arrangement, 

Yes 

(Number) 

Yes 

(Per  Cent) 

No 

(Number) 

No 

(Per  Cent) 

should  have  a written  agreement  or  contract? 

9.  Is  the  amount  of  money  paid  to  the  hos- 
pital for  direct  patient  care  services  rendered  by 
you  in  excess  of  the  salary  you  receive  for  pa- 

667 

87 

99 

13 

tient  care  services? 

10.  If  YES,  was  this  arrangement  made  a 

274 

46 

322 

54 

condition  of  your  employment? 

11.  Would  guidelines  for  such  agreements, 
approved  by  the  Medical  Society  of  the  State 

128 

35 

235 

65 

of  New  York,  be  of  value  to  you? 

12.  Have  hospital  regulations  interfered 
with  or  modified  your  professional  judgment  in 

508 

75 

166 

25 

the  treatment  of  patients? 

13.  Do  you  know  of  any  instance  where  a 
hospital  employing  a physician  to  provide  med- 
ical care  is  taking  financial  advantage  of  the 

89 

12 

582 

88 

physicians? 

14.  If  YES,  please  give  any  information  you 
can  below. 

15.  (a)  Are  you  at  present  involved  in  pa- 
tient care  in  a municipal,  county,  or  State  hos- 
pital as  a result  of  a previous  staff  appointment 
in  a voluntary  hospital  “affiliated”  with  such  an 

147 

21 

539 

79 

institution? 

(6)  Have  you  ever  been  requested  to  accept 
patient  care  duties  in  the  hospital? 

218 

31 

483 

69 

1.  On  a salaried  basis 

224 

42 

303 

58 

2.  On  a nonsalaried  basis 
(c)  Was  any  pressure  ever  placed  on  you  to 
accept  patient  care  obligations  on  a nonsalaried 

130 

30 

313 

70 

basis? 

16.  At  any  time,  have  you  ever  been  re- 
quested directly  or  indirectly  to  assign  all  or 
part  of  Medicare,  Medicaid,  or  other  profes- 
sional fees-for-services  for  patient  care 

71 

11 

550 

89 

a.  to  a hospital? 

347 

52 

318 

48 

b.  to  a Medical  Board? 

64 

13 

412 

87 

c.  to  a departmental  fund? 

230 

42 

313 

58 

d.  to  any  other  fund? 

17.  Should  nonsalaried  physicians  rendering 
direct  patient  care  in  municipal,  county,  or 
State  hospitals  be  permitted  to  retain  Medicare, 
Medicaid,  or  other  third-party  payments  made 

111 

23 

376 

67 

for  professional  services  for  patient  care? 

18.  Should  physicians  on  salary  from  a hos- 
pital be  allowed  to  retain  such  payments  (in 

569 

86 

117 

14 

excess  of  salary)  for  such  services? 

19.  As  a result  of  a request,  have  you  felt 
obligated  to  make  a donation 

376 

55 

303 

45 

a.  to  the  hospital? 

196 

27 

512 

73 

b.  to  a medical  board? 

58 

9 

564 

92 

c.  to  a departmental  fund? 

92 

15 

528 

85 

d.  to  any  other  fund? 

141 

22 

497 

78 

20.  Comments  or  suggestions  for  improvements 
based  physicians.  (Use  reverse  side  if  necessary). 

in  the  contractual  arrangements 

for  hospital- 

sideration  of  the  value  of  ancillary  costs 
usually  considered  a part  of  the  private  prac- 
tice of  medicine,  that  is,  secretary,  office  space, 
supplies,  and  others.  However,  since  this  was 


made  a condition  of  employment  in  not  a few 
instances  (128),  the  committee  wonders  if  a 
sufficient  balance  exists  at  present  between  hos- 
pital authority  and  administration  on  the  one 
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hand  and  the  individual  hospital-based  physi- 
cian on  the  other,  in  the  setting  of  conditions  of 
employment. 

The  committee  notes  with  some  interest  that 
12  per  cent  of  the  respondents  indicate  that 
hospital  regulations  interfere  with  or  modify 
their  professional  judgment  in  the  treatment 
of  patients  (number  12). 

Although  20  per  cent  state  that  they  know  of 
instances  where  a hospital  is  taking  financial 
advantage  of  a physician,  only  28,  or  about  20 
per  cent,  of  these  were  willing  to  supply  addi- 
tional details  or  information  concerning  specific 
cases.  This  is  in  keeping  with  past  general  ex- 
perience in  such  matters.  Physicians  seem 
most  reluctant  to  report  such  abuses. 

In  answer  to  question  16,  it  is  obvious  that 
the  total  responses  to  a,  b,  c,  and  d equal 
more  than  100  per  cent.  The  committee  has 
concluded  that  hospital-based  physicians  are 
frequently  required  to  assign  all  or  part  of 
their  Medicare,  Medicaid,  and  other  profes- 
sional fees-for-services  for  patient  care  ren- 
dered by  them  to  hospitals  or  hospital-connected 
funds.  Furthermore,  beyond  this,  a consider- 
able number  are  asked  to  make  an  additional 
monetary  donation  to  the  hospital  or  various 
hospital  funds  (number  19).  It  is  of  interest 
and  it  indicates  unselfishness  on  the  part  of 
salaried  physicians  to  note  that  86  per  cent  felt 
that  nonsalaried  physicians  should  retain  these 
fees  in  municipal,  county,  or  State  hospitals 
(number  17).  However,  55  per  cent  of  the 
salaried  physicians  felt  they  should  also  retain 
these  fees  in  excess  of  their  salaries.  The  ques- 
tion as  to  whether  an  adjustment  in  salary  or 
in  cost  to  the  patient  is  or  was  not  indicated, 
if  such  personal  collections,  in  excess  of  their 
salaries,  are  in  fact  quite  considerable  or  even 
very  large;  this  aspect  was  not  pursued  in  the 
questionnaire.  The  committee  feels  that  any 
restriction  on  the  physician  in  compelling  him 
to  assign  collected  fees  for  service  to  the  hos- 
pital may  definitely  represent  an  ultimate 
hazard  to  the  maintenance  of  the  high  quality 
and  the  personal  nature  of  medical  care  for  the 
hospital  patient. 

There  were  a total  of  136  physicians  who 
made  approximately  145  comments  in  answer 
to  question  20  which  were  applicable  to  the 
following  seven  categories : 

A.  Contracts : (50  comments).  Forty-eight 
indicated  a positive  need  for  guidelines  and 
contract  arrangements;  two  noted  that  ar- 
rangements should  be  made  on  a “highly  indi- 
vidual basis,”  but  only  one  had  a definitely 
negative  view  of  the  idea. 

B.  Fee  -for -Service:  (31  comments).  Twenty- 
nine  indicated  a desire  for  fee-for-service  ar- 
rangement; two  said  there  was  no  need  for  this 
provision,  but  only  one  was  specifically  against 
it. 

C.  Exploitation  and  Salaries:  (3U  com- 

ments). Twenty-six  stated  that  hospital-based 
physicians  were  being  “exploited”;  eight 
merely  said  that  salaries  should  be  higher. 

D.  Administrative  Influence:  (8  comments). 


All  eight  decried  the  increasing  power  and  in- 
fluence of  hospital  administrators. 

E.  Physicians  Satisfied  with  Status  Quo: 
(5  comments).  Only  five  physicians  stated 
they  personally  were  satisfied  with  their  own 
arrangements  and  with  the  status  quo. 

F.  Quality  of  Medical  Care:  (U  comments). 
Four  physicians  made  a plea  for  greater  ef- 
forts in  improving  the  quality  of  medical  care 
in  hospitals. 

G.  Miscellaneous:  (IS  comments).  Thir- 

teen physicians  made  miscellaneous  comments 
which  did  not  pertain  to  any  of  these  categories. 

Summary  and  Conclusions.  In  the  opinion 
of  the  committee,  it  is  clear  that  most  salaried 
hospital  physicians  feel  the  need  for  guidance 
in  their  contractual  arrangements  with  their 
hospitals,  and  that  these  should  be  detailed, 
specific,  and  written.  If  guidelines  approved 
by  the  MSSNY  were  available,  these  would  be 
of  value  to  all  physicians  in  their  individual 
negotiation  with  their  hospital  administration. 

Most  hospital  salaried  physicians  are  pro- 
fessionally satisfied,  but  a considerable  num- 
ber are  dissatisfied  with  their  financial  ar- 
rangements. 

Based  on  the  results  of  this  survey,  the  com- 
mittee has  concluded  that  hospital-based  physi- 
cians are  not  overwhelmingly  content  with 
their  economic  arrangements.  Not  infrequently 
they  are  earning  more  in  fees  than  they  are 
paid  in  salary  by  hospital  administrations.  In 
fact,  about  one  half  of  the  respondents  indi- 
cated that  they  believe  money  paid  to  the  hos- 
pital for  direct  professional  patient  care  ren- 
dered by  them  is  in  excess  of  the  salary  they 
receive.  This  would  seem  to  indicate  a sharing 
of  the  professional  component  of  the  physicians’ 
fees  by  the  hospital.  In  the  view  of  the  com- 
mittee, this  is  equivalent  to  the  practice  of 
medicine  by  hospital  corporations,  and  some 
have  vehemently  questioned  the  propriety  and 
the  legality  of  such  practice  of  medicine  by  a 
corporate  body  like  a hospital. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Hospital-Based  Physicians 
(Second  Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  committee  was  held  on  Jan- 
uary 9. 

The  “Lent  Committee  Report”  concerning 
group  practice  was  discussed.  It  is  stated  that: 
“The  Committee  (Lent)  is  considering  a bill 
which  would  authorize  the  corporate  practice 
of  medicine  and  encourage  the  development  of 
prepaid  hospital-based  group  practice.” 

The  committee  approves  group  practice  pro- 
vided that : 

1.  There  be  a separation  of  technical  serv- 
ices and  professional  medical  care  services  and 
that  payment  be  separate  so  that  those  monies 
collected  for  professional  medical  care  services 
go  to  benefit  the  patient  through  the  physician 
rendering  those  services ; 
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2.  The  law  would  require  a group  to  consist 
of  three  or  more  physicians;  which  group  part- 
nerships, or  corporations,  or  other  arrange- 
ments shall  be  without  lay  control  or  lay  in- 
volvement except  in  an  advisory  capacity ; and 

3.  If  funds  are  to  be  made  available  to  hos- 
pitals for  group  practice  for  the  promotion  of 
such  group  practice  units,  then  funds  should 
also  be  made  available  to  physicians  forming 
groups. 

The  committee  reviewed  a sample  contract 
and  decided  that  it  is  essential  that  a set  of 
guidelines  be  produced  to  aid  a physician  in 
contract  arrangements.  Therefore,  a subcom- 
mittee of  three  was  appointed  to  revise  and  im- 
prove the  already  existing  draft  of  guidelines. 
Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Under  the  vigorous  leadership  of  Alfred  A. 
Angrist,  M.D.,  the  committee  studied  the  800 
replies  received  to  a detailed  questionnaire 
which  was  sent  to  1,636  hospital  physicians  in 
New  York  State  chosen  at  random.  The  refer- 
ence committee  has  studied  the  comprehensive 
annual  and  supplementary  reports.  We  agree 
that  the  problems  of  hospital-based  physicians 
play  an  increasingly  important  role  in  the 
health  care  concept. 

The  reference  committee,  therefore,  strongly 
supports  the  suggestion  of  the  committee  that 
guidelines  approved  by  the  Medical  Society  of 
the  State  of  New  York  be  made  available  to 
physicians  contemplating  entering  into  a con- 
tractual relationship  with  a hospital.  We  ad- 
vise our  members  to  study  the  challenging  and 
informative  data  obtained  from  the  question- 
naire. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Medical  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Review  consists  of 
the  following  members: 

Charles  M.  Brane,  M.D.,  Chairman 

Westchester 


Joel  J.  Brenner,  M.D Nassau 

Michael  Brusilow,  M.D Albany 

James  N.  Capps,  M.D Onondaga 

Armand  J.  D’Errico,  M.D Fulton 

George  G.  McCauley,  M.D Tompkins 

John  H.  Morton,  M.D Monroe 

Mortimer  W.  Rodgers,  M.D New  York 

Walter  T.  Zimdahl,  M.D Erie 


This  year  has  been  devoted  to  the  completion 
of  both  the  Medical  Review  Manual  and  the 
project  for  analyzing  the  Category-Item  meth- 
odology through  the  review  of  approximately 
900  hospital  records  covering  6 diagnoses  and 
procedures  that  have  been  obtained  from  6 
hospitals  throughout  New  York  State.  Test 


surveys  have  been,  and  are  being,  carried  out 
by  physicians  under  the  direction  of  Jacob  Fine, 
M.D.,  as  project  analyst. 

The  committee  at  its  meeting  on  June  9 
recommended  that  the  Medical  Review  Manual, 
on  its  completion,  be  presented  to  the  Council 
for  approval  and  that  it  be  printed  and  dis- 
tributed to  hospitals  and  the  county  medical 
societies.  It  was  also  recommended  that  review 
patterns  be  developed  by  appropriate  subcom- 
mittees for  the  following:  diarrhea  in  infants, 
primary  cesarean  section,  and  cholecystectomy. 

At  the  time  of  publication  of  this  report,  the 
Medical  Review  Manual  will  have  been  com- 
pleted and  been  presented  to  the  Council.  The 
expected  date  of  completion  of  the  survey  of 
the  hospital  records  is  December  1.  The  anal- 
ysis of  the  results  will  then  be  reviewed  by 
Dr.  Fine. 

The  chairman  thanks  all  the  members  of  the 
committee  and  the  advisers  for  their  help.  He 
also  wishes  to  thank  Shirley  Sanderson,  R.N., 
and  Jacob  Fine,  M.D.,  for  their  suggestions  and 
excellent  work  on  the  project  for  testing  the 
methodology.  Sincere  thanks  are  also  ex- 
pressed to  the  physician-surveyors  who  are  ap- 
plying the  methodology  to  the  review  of  the 
records. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  reference  committee  applauds  a pioneer- 
ing accomplishment  by  the  Medical  Review 
Committee  under  the  dynamic  and  able  direc- 
tion of  Charles  M.  Brane,  M.D.  The  Medical 
Review  Manual,  an  aid  to  physicians  who  are 
planning  an  analysis  of  the  quality  of  care 
rendered  within  their  hospitals,  is  in  its  near 
complete  form.  Concentrating  on  quality 
studies  rather  than  utilization,  the  Manual  out- 
lines the  role  and  responsibility  of  various  hos- 
pital committees,  physicians,  and  allied  health 
personnel  in  medical  review.  Detailed  review 
patterns  have  been  developed  by  allied  sub- 
committees for  6 common  diseases  and  pro- 
cedures. These  include  myocardial  infarction, 
appendectomy,  prostatectomy,  diabetes  melli- 
tus,  hysterectomy  or  myomectomy,  and  recent 
stroke.  The  Medical  Review  Committee 
stressed  the  flexibility  inherent  in  its  approach. 
Currently,  a survey  involving  900  charts  in  6 
hospitals  is  nearing  completion.  This  com- 
mittee recommends  that  the  House  support  this 
continued  effort,  and  that  this  Manual,  when 
completed,  be  distributed  to  the  appropriate 
committees.  Your  reference  committee  com- 
mends this  major  effort  to  improve  the  quality 
of  medical  care  and  expresses  its  appreciation 
to  Samuel  Z.  Freedman,  M.I).,  through  whose 
good  offices  the  grant  of  $69,000  for  this  proj- 
ect was  obtained. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 
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Nursing 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Nursing  consists  of  the 
following  members: 

Douglas  S.  Damrosch,  M.D.,  Chairman 

New  York 


Frank  A.  Baumann,  M.D Broome 

Lester  J.  Candela,  M.D Queens 

Clarke  T.  Case,  M.D Oneida 

Fred  E.  Dexter,  M.D Albany 

Ramsdell  Gurney,  M.D Erie 

Ralph  F.  Jacox,  M.D Monroe 

Joel  E.  Mandel,  M.D Rockland 

Frank  C.  Nichols,  M.D Nassau 

Vincent  J.  Tesoriero,  M.D Kings 


As  in  the  past,  the  committee  has  met  with 
representatives  of  the  New  York  State  Nurses 
Association  and  the  Hospital  Association  of 
New  York  State  to  discuss  matters  of  mutual 
concern.  Currently,  the  topic  of  mutual  inter- 
est is  the  interaction  of  the  allied  medical  pro- 
fessions on  the  practice  of  medicine.  It  is  be- 
lieved by  all  three  groups  that  there  has  been 
insufficient  planning  for  the  role  of  the  allied 
health  professions  in  future  health  systems. 
In  order  to  broaden  the  thinking  in  this  area, 
it  has  been  suggested  that  in  the  near  future  a 
group  be  brought  together  to  address  itself  to 
these  matters. 

The  chairman  attended  a conference,  spon- 
sored by  the  Nursing  Committee  of  the  Ameri- 
can Medical  Association,  held  in  Chicago,  in 
May,  which  brought  together  representatives 
of  the  nursing  committees  of  most  of  the  states 
and  representatives  of  the  nursing  profession. 

The  chairman  wishes  to  express  his  apprecia- 
tion to  Samuel  Z.  Freedman,  M.D.,  director, 
Division  of  Standards  of  Medical  Care,  for  his 
assistance  and  cooperation,  and  to  his  secre- 
tary, Miss  Catherine  H.  Renze. 

Respectfully  submitted, 

Douglas  S.  Damrosch,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  committee  continues  its  close  liaison 
with  appropriate  nursing  and  hospital  groups. 
In  keeping  with  the  times,  it  will  now  be  known 
as  the  Committee  on  Nursing  and  Allied  Pro- 
fessions. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Mediation  and  Insurance  Claims  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Media- 
tion and  Insurance  Claims  Review  consists  of 
the  following : 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 


New  York 

Robert  P.  Coolidge,  M.D Schenectady 

Franz  L.  Ebstein,  M.D Queens 

James  M.  Flanagan,  M.D Wayne 


Milton  Gordon,  M.D Suffolk 

Elvin  E.  Gottdiener,  M.D Dutchess 

Henry  B.  Marshall,  M.D Chemung 

John  J.  Phelan,  Jr.,  M.D Albany 

Morris  Unher,  M.D Erie 


The  committee  did  not  have  any  meetings 
during  the  year.  Therefore,  the  Commission  at 
its  meeting  on  May  1,  1969,  recommended  abol- 
ishing this  committee  because  its  activities  will 
probably  be  incorporated  in  the  Committee  on 
Peer  Review  Mechanisms. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 

Peer  Review  Mechanisms 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  on  Peer  Review 
Mechanisms  consists  of  the  following  members: 
Ralph  S.  Emerson,  M.D.,  Chairman.  .Nassau 


Charles  M.  Brane,  M.D Westchester 

Paul  A.  Bunn,  M.D Onondaga 

Lynn  R.  Callin,  M.D Monroe 

Richard  D.  Eberle,  M.D Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Edward  Siegel,  M.D Clinton 

Lester  R.  Tuchman,  M.D New  York 


The  activities  and  scope  of  this  committee 
have  progressed  from  a nebulous  concept  of 
generalities  at  the  beginning  to  a broad  ap- 
proach of  peer  review  at  the  end  of  the  year. 
To  document  our  activities  and  present  the  se- 
quence of  events  as  they  have  unfolded  we  will 
include:  (1)  The  minutes  of  the  May  21,  1969, 

meeting  which  outlined  the  general  guidelines; 
(2)  A report  presented  by  your  chairman  at  the 
Medical  Services  Conference  at  the  Clinical 
Meeting  of  the  American  Medical  Association, 
in  Denver,  Colorado,  on  “The  Role  of  the  State 
Association,”  which  summarized  our  commit- 
tee’s work;  (3)  The  minutes  of  the  November 
19,  1969,  committee  meeting  wffiich  detailed  the 
broadened  concept  of  peer  review  as  envisioned 
by  the  Federal  government  and  the  New  York 
State  Department  of  Health  with  recommenda- 
tions regarding  the  composition  and  functions 
of  hospital  and  county  peer  review  committees; 
and  (4)  A response  to  the  resolutions  referred 
from  the  MSSNY  1969  House  of  Delegates 
meeting. 

Minutes  of  May  21  Meeting.  A meeting  of  the  Ad 
Hoc  Committee  on  Peer  Review  Mechanisms  was 
held  on  May  21,  in  the  offices  of  the  State  Society, 
Ralph  S.  Emerson,  M.D.,  chairman,  presided. 

The  chairman  presented  the  following  explanation 
and  outline  of  peer  review  to  the  members  of  the 
committee  and  to  those  present.  It  was  agreed  by 
the  committee  and  those  present  that  the  following 
should  serve  as  a guideline  for  peer  review. 

The  Purpose.  This  committee  was  appointed  by 
President.  Walter  T.  Heldmann,  M.D.,  in  response  to 
the  actions  of  the  1969  House  of  Delegates  regarding 
resolutions  69-71,  “Guiding  Principles  Regarding 
Deliver}'  of  Medical  Care  Services,”  as  amended  and 
adopted  by  the  House  of  Delegates,  and  substitute 
resolution  for  resolutions  69-43,  69-55,  and  69-59. 
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This  committee  is  also  responding  to  an  appeal  from 
the  American  Medical  Association  to  stimulate  and 
strengthen  local  peer  review  mechanisms. 

The  Charge.  This  committee  has  been  asked  to: 
(a)  compile  guidelines  for  setting  up  peer  review 
committees  at  county  or  regional  levels,  and  (6)  as- 
sume the  responsibility  of  supervising  the  organiza- 
tion of  such  groups  in  the  various  areas. 

The  Need  for  Peer  Review.  The  escalation  of 
health  care  costs  in  recent  years  is  of  great  concern 
to  the  public,  insurance  carriers,  the  government, 
and  the  medical  profession.  In  an  inflationary  econ- 
omy all  costs  will  escalate.  Hospital  costs  have  in- 
creased out  of  all  proportion  to  the  economy.  Since 
hospital  charges  are  70  per  cent  labor  costs,  there  is 
very  little  physicians  can  do  to  contain  this  segment 
of  the  health  costs.  Physicians’  charges  have  in- 
creased since  the  passage  of  Medicare  and  Medicaid. 
They  have  levelled  off  to  about  6 per  cent  during  the 
past  year  which  is  in  the  main  stream  of  the  inflation 
of  consumer  goods  and  less  than  this  year’s  demand 
from  the  labor  unions. 

Government  created  the  demand  for  more  health 
services  with  the  passage  of  recent  social  health  leg- 
islation. The  public  has  been  promised  these  serv- 
ices and  are  demanding  them  from  the  physicians. 
Since  we  recommend  hospitalization,  order  diagnos- 
tic tests  and  drugs,  and  have  some  control  of  the 
length  of  stay  of  patients  in  the  hospital  and  their 
out-of-hospital  treatment,  we  have  some  influence  on 
the  utilization  of  services. 

The  Report  of  the  National  Advisory  Commission 
on  Health  Manpower  recommended  that  organized 
medicine  institute  peer  review  for:  (1)  impartial 

arbitration  of  fee  disputes  (resolution  48,  C— 68, 
AMA  Definition  of  Fees — Usual,  Customary,  Rea- 
sonable); (2)  utilization  evaluation;  and  (3)  main- 
tenance of  quality  care  standards. 

This  is  not  a new  concept  in  that  many  hospitals 
and  medical  societies  have  been  doing  it  for  several 
years.  However,  to  show  our  great  concern  and 
good  faith  we  are  extending  our  efforts  to  maintain 
a close  scrutiny  over  all  speetrums  of  medical  care 
costs,  be  it  in  the  hospital,  office,  home,  or  in  ex- 
tended care  facilities.  If  the  hospitals,  labor  unions, 
and  other  suppliers  of  health  services  will  do  the 
same,  we  may  be  able  to  contain  the  escalating  costs 
of  health  care. 

General  Guidelines  for  Establishing  Medical  So- 
ciety Review  Committees  of  AMA,  as  amended.  The 
American  Medical  Association  is  in  the  process  of 
developing  guidelines  for  peer  review  committees. 
The  guidelines  for  Establishing  Medical  Society  Re- 
view Committees  (1965  and  updated  in  November, 
1966)  are  general  principles  which  may  be  valuable 
to  medical  societies  in  forming  peer  review  commit- 
tees. 

Since  most  hospitals  have  criteria  and  review 
committees  which  are  functioning  well,  this  section 
may  not  be  appropriate  in  most  hospitals  but  may 
serve  as  a general  review  of  the  basic  principles. 

The  Scope  of  Peer  Review.  Each  county  society 
or  district  should  establish  peer  review  committees 
according  to  their  individual  needs.  They  may  co- 
ordinate activities  of  the  utilization  committee, 
grievance  committee,  Board  of  Censors,  and  others, 
or  they  may  want  to  ’stablish  subcommittees  as  in 
large  counties. 

Whatever  format  is  decided  peer  review  should 
encompass  the  following:  (1)  to  protect  the  public 

from  the  few  physicians  who  may  be  incompetent, 
corrupt,  dishonest,  or  unethical  in  their  conduct; 
(2)  to  defend  the  physician  against  ill-founded  and 
unjust  accusations  of  patients  and/or  such  agencies 
who  may  be  interested  in  securing,  procuring,  or 


financing  health  services;  (3)  to  review  such  records 
and  other  pertinent  information  which  may  be  pre- 
sented to  it  for  the  purpose  of  recommending  ap- 
propriate action;  (4)  to  accept  complaints  from  all 
responsible  sources;  (5)  to  inform  the  public  re- 
garding the  existence  and  functions  of  peer  review 
committees;  and  (6)  to  adopt  formal  written  proce- 
dures and  policies,  with  appropriate  records  to  proc- 
ess complaints  and  to  notify  complainants  about 
disposition  of  their  cases. 

Modus  Operandi.  Each  hospital  should  be  en- 
couraged to  establish  a peer  review  committee  that 
would  review  all  the  work  done  in  the  hospital  and 
would  coordinate  the  utilization,  tissue,  medical,  and 
surgical  audit  committees.  Each  hospital  must  have 
close  liaison  with  the  peer  review  committee  of  the 
local  county  medical  society  to  coordinate  their  ac- 
tivities. Each  department  of  the  hospital  may  audit 
their  own  work  if  it  is  more  practical. 

Each  county  medical  society,  or  combination  of  so- 
cieties, would  establish  a peer  review  committee  of 
representatives  of  the  various  disciplines  in  medi- 
cine. The  mechanics  of  operation  of  the  local  county 
society  might  function  as  follows:  (1)  All  ques- 

tionable cases  whether  from  insurance  carriers, 
other  fiscal  intermediaries,  government  agencies,  or 
individual  citizens,  would  be  referred  to  the  local 
county  medical  society  peer  review  committee. 
These  cases  might  be  for  alleged  abuse  of  hospital 
utilization  and  facilities,  excessive  office  treatments, 
or  questions  of  physicians’  fees  whether  for  in-hos- 
pital or  out-of-hospital  services.  The  peer  review 
committee  would  interview  the  physician  and  the 
complainant,  contact  the  respective  hospital  peer  re- 
view committee  if  hospital  services  were  utilized. 
The  peer  review  committee  would  make  an  appraisal 
regarding  the  respective  alleged  abuse.  The  decision 
of  the  peer  review  committee  would  be  sent  to  the 
parties  involved.  (2)  If  the  physician  did  not  ac- 
cept the  decision,  the  peer  review  committee  would 
notify  the  respective  insurance  carrier  or  agency 
and/or  Board  of  Censors  and  they  would  take  appro- 
priate action.  (3)  If  the  physician  were  not  a mem- 
ber of  the  medical  society  and/or  did  not  wish  to 
join  the  medical  society  to  take  advantage  of  an 
intermediate  peer  review  mechanism  of  arbitration 
to  avoid  court  action,  the  respective  insurance  car- 
rier or  agency  would  then  proceed  to  take  appro- 
priate action  depending  on  the  circumstances.  (4) 
Members  of  all  peer  committees  whether  in  the  hos- 
pital setting  or  at  the  county  society  level  should 
rotate.  Tenure  might  be  limited  from  one  to  two 
years  to  insure  a broad  base  of  physician  participa- 
tion and  thereby  minimize  personal  animosities  and 
represent  a consensus  of  opinion  of  the  medical  com- 
munity. (5)  Members  of  the  county  society  peer  re- 
view would  be  representative  of  the  various  medical 
disciplines.  (6)  It  is  suggested  that  peer  review 
committee  members  should  review  the  complaints 
concerning  the  members  of  their  own  particular  spe- 
cialty. 

Coordination  of  Activities.  It  is  recommended 
that  there  be  close  coordination  of  the  peer  review 
committee  and  the  public  relations  committee  of  the 
State  Medical  Society  for  the  purpose  of  dissemina- 
tion of  information  regarding  peer  review  mech- 
anisms through  area-wide  conferences. 

It  is  suggested  that  a preliminary  report  on  the 
cost  of  health  care  be  presented  as  an  introduction 
to  peer  review.  The  slides  from  Hewitt  Associates 
which  were  presented  at  the  recent  Congress  on  So- 
cial Economics  of  the  American  Medical  Association 
might  be  most  useful  for  this  purpose.  Visual  aids 
would  be  helpful  to  delineate  the  table  of  organiza- 
tion and  the  liaison  with  the  State  Society,  hospitals, 
government  agencies,  the  public,  and  the  physician 
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and  to  emphasize  the  purposes  and  functions  of  the 
peer  review  mechanism. 

Cooperation  with  Other  Agencies.  It  is  most  im- 
portant that  there  be  complete  cooperation  and 
agreement  with  various  health  agencies  such  as  the 
Glues,  hospitals,  insurance  carriers  (Health  Insur- 
ance Council),  city,  county.  State,  and  Federal  agen- 
cies. 

Publicity.  After  the  establishment  of  peer  review 
committees  throughout  the  State,  we  recommend  a 
publicity  program  utilizing  all  of  the  communication 
media  to  inform  the  public  and  government  what  the 
physicians  are  doing  to  maintain  quality  medical 
care  and  to  contain  rising  health  costs  in  an  infla- 
tionary economy. 

Summary.  Peer  review  represents  an  expansion 
of  the  activities  of  the  grievance  committees,  utiliza- 
tion committees,  tissue,  and  audit  committees  in  the 
hospital,  and  a policing  of  the  quality  and  cost  of 
medical  services  in  and  out  of  the  hospital. 

A specific  proposal  has  been  presented  which  will 
require  a close  liaison  between  the  county  medical 
society,  hospitals,  insurance  carriers  and  fiscal  inter- 
mediaries, government  agencies,  physicians,  and  con- 
sumers. 

The  peer  review  committee  of  the  county  medical 
societies  will  act  as  an  intermediary  between  the 
physician  and  the  complainant  in  an  attempt  to  re- 
solve any  disputes  or  misunderstandings. 

Peer  review  represents  organized  medicine’s  desire 
to  control  the  cost  of  medical  care  for  that  segment 
of  health  care  over  which  the  physicians  have  some 
jurisdiction.  It  is  an  attempt  to  maintain  physi- 
cians’ charges  within  the  framework  of  the  “usual, 
customary,  and  reasonable”  fees  for  a particular 
service  in  the  respective  geographic  area ; to  main- 
tain quality  medical  care;  and  to  keep  utilization 
of  services  and  facilities  consistent  with  accepted 
standards  of  practice  at  an  acceptable  cost  in  an 
inflationary  economy. 

The  following  conferences  on  “The  Need  For  Peer 
Review”  were  held  during  1969: 


Date 

District 

Place 

September  11 

VII 

Trenholm  East, 
Victor 

September  17 

VI 

Sheraton  Motel, 
Ithaca 

September  18 

IV 

Holiday  Inn,  Lake 
George 

October  1 

IX 

Holiday  Inn, 
Newburgh 

October  9 

VIII 

Charterhouse  Motel, 
Buffalo 

October  15 

V 

Central  New  York 
Academy  of 
Medicine,  Utica 

October  16 

III 

Holiday  Inn, 
Albany 

October  29 

I and  II 

Salisbury  Inn,  East 
Meadow 

Role  of  the  State  Association.  The  basis  and  need 
for  peer  review  have  been  well  established  by  law 
and  administrative  regulations.  The  mechanism  is 
mandated  in  the  administration  of  Medicare  and 
Medicaid.  The  Health  Manpower  Report,  Assistant 
Secretary  Egeberg,  and  Secretary  Finch  have  called 
on  organized  medicine  to  establish  effective  review 
mechanisms  in  an  effort  to  contain  the  escalating 
health  care  costs.  The  “Blues”  have  stated  repeat- 
edly that  the  usual  and  customary  fee  concept  can- 
not survive  unless  there  is  an  effective  peer  review 
mechanism.  The  question  is  not  whether  it  should 
be  done  but  who  will  do  it — the  government  or  or- 
ganized medicine? 


If  you  believe  as  we  do  in  the  premises  that  (1) 
the  establishment  of  effective  cost  and  quality  con- 
trols of  that  segment  of  health  care  costs  the  physi- 
cians can  influence  is  one  of  the  greatest  immediate 
challenges  facing  medicine  today,  and  (2)  the  preser- 
vation of  the  quality  of  medical  care  is  the  rightful 
jurisdiction  of  organized  medicine,  the  logical  con- 
clusion is  that  the  American  Medical  Association 
and  its  component  state  and  county  societies  must 
assign  high  priority  to  peer  review  and  take  the  lead- 
ership in  directing  and  implementing  its  execution 
in  their  respective  jurisdictions. 

My  assignment  is  the  “Role  of  the  State  Associa- 
tion” in  developing  an  effective  peer  review  mech- 
anism. We  are  aware  that  in  many  scattered  areas 
effective  review  mechanisms  already  exist.  Califor- 
nia has  been  in  the  vanguard  for  many  years  and 
has  developed  sophisticated  computer  review  mech- 
anisms. We  applaud  their  efforts  and  are  grateful 
for  their  contributions.  We  will  address  our  re- 
marks to  the  role  of  organization  on  a state  level 
with  the  hope  that  our  experience  will  be  of  help 
to  the  many  state  medical  societies  who  are  in  the 
process  of  developing  peer  review  mechanisms. 

How  it  is  done  will  vary  in  technics  from  state  to 
state,  depending  on  many  variables,  such  as  size, 
population  density,  social  and  economic  status,  and 
the  strength  of  the  component  district  and  county 
medical  societies.  Whatever  technic  is  used  it  must 
be  done  with  enthusiasm  as  “nothing  of  great  value 
was  ever  accomplished  without  enthusiasm.” 

We  will  devote  the  remainder  of  our  allotted  time 
to  the  program  developed  by  the  Medical  Society 
of  the  State  of  New  York.  We  would  like  to  re- 
emphasize that  it  is  only  one  of  many  ways  to  do  it. 
It  may  not  be  the  best  way,  but  it  has  been  success- 
ful in  our  area.  We  offer  the  following  program 
for  your  consideration. 

The  president  of  The  Medical  Society  of  the  State 
of  New  York,  Walter  T.  Heldmann,  M.D.,  declared 
peer  review  to  be  the  major  program  of  the  Society 
for  the  year  1969-1970.  He  appointed  an  Ad  Hoc 
Committee  on  Peer  Review  with  the  specific  charge 
(1)  to  establish  guidelines  for  establishing  peer  re- 
view committees  at  the  county  or  regional  levels, 
and  (2)  to  assume  the  responsibility  of  the  organiza- 
tion of  such  groups.  Committee  members  were  se- 
lected to  provide  geographic  representation  and  to 
include  a broad  spectrum  of  type  of  medical  prac- 
tices. 

The  committee’s  first  task  was  education  of  the 
need  for  peer  review.  Source  material  was  referred 
to  all  committee  members,  and  a paper  was  prepared 
summarizing  the  material.  The  brochure  on  “The 
Need  for  Peer  Review”  was  approved  for  state-wide 
distribution  which  outlined  in  general  terms  the 
purpose,  the  charge,  the  need,  the  AMA  guidelines, 
the  scope,  the  modus  operandi,  the  cooperation  with 
other  agencies,  and  others. 

Eight  area-wide  conferences  were  scheduled  dur- 
ing the  months  of  September  and  October,  1969. 
Special  invitations  were  sent  to  the  officers,  com- 
mittee chairmen,  and  key  physicians  in  the  respec- 
tive areas. 

The  key  to  the  success  of  the  program  rests  with 
the  public  relations  staff  and  field  men.  They  main- 
tained a constant  barrage  of  news  clippings  on 
peer  review,  quotations  of  our  president,  executive 
vice-president,  and  others  in  the  MSSNY  publica- 
tions, News  of  New  York,  Capitol  News,  Ad  Rem 
reports  for  hospital  bulletin  boards.  The  thrust  of 
the  material  was  for  hospitals  and  county  societies 
to  establish  peer  review  committees,  to  develop 
close  liaison,  and  to  send  representatives  to  the  area- 
wide conferences. 

The  area-wide  conferences  are  the  nuts  and  bolts 
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of  the  program.  This  is  where  the  selling  job  is 
done,  and  this  is  where  the  battle  is  won  or  lost. 
Needless  to  mention  the  program  must  be  carefully 
prepared.  Thorough  preparation  is  essential.  The 
supporting  staff  of  public  relation  field  men  are  in- 
valuable in  arranging  details  of  the  meeting.  The 
programs  were  moderated  by  an  officer  of  the  State 
Society,  and  the  principal  speakers  were  members  of 
the  peer  review  committee.  Suggested  speeches 
were  sent  to  each  of  the  speakers  to  aid  them  in 
their  delivery. 

The  material  to  be  presented  consisted  of  the  fol- 
lowing: 

1.  General  discussion  of  health  care  cost.  It 
seemed  logical  to  us  that  if  you  discuss  cost  controls, 
you  must  talk  about  the  economics  of  health  care. 
The  slides  on  the  costs  of  Health  Care  by  Peter 
Friedes  of  Hewitt  Associates  were  ideal  to  introduce 
the  subject.  These  slides  demonstrate  beautifully 
the  trends  and  delineate  the  areas  where  peer  review 
may  be  effective  in  moderating  the  escalating  health 
care  costs.  Audience  reaction  has  been  unusually 
good.  The  slides  give  balance  to  the  program  and 
pave  the  way  for  the  next  phase. 

2.  Presentation  of  peer  review — why  we  need  it, 
what  we  have  to  do,  and  how  we  do  it.  General 
guidelines  are  defined  and  more  specific  suggestions 
are  presented,  such  as  the  following: 

A.  The  county  medical  society  peer  review  com- 
mittees should  (1)  act  as  a “clearing  house”  for 
the  county;  (2)  not  interfere  with  established 
hospital  peer  review  committees  but  should 
work  in  close  harmony;  and  (3)  offer  assist- 
ance in  establishing  hospital  peer  review  com- 
mittees, if  not  already  established  and  func- 
tioning. 

B.  Composition  of  the  committees  (11  twelve  to 
fifteen  members  representative  of  the  various 
specialities;  (2)  terms  of  service  should  be 
staggered;  and  (3)  small  counties  might  band 
together  to  form  a geographic  peer  review  com- 
mittee and  centralize  administrative  functions 
of  correspondence,  questionnaires,  committee 
reports,  and  so  on. 

3.  Availability — the  committee  should  accept  com- 
plaints from  all  sources  whether  from  the  patient, 
physician,  insurance  carriers,  or  government  agen- 
cies. 

4.  Visibility — the  committee  should  develop 

methods  of  regularly  informing  the  public  there  are 
peer  review  committees  to  resolve  complaints  on  fees, 
utilization  of  facilities  and  services,  and  to  review 
the  quality  of  medical  care  provided  by  the  physi- 
cian. 

5.  Priorities 

A.  Fee-review  of  unusual  high  fees  and  fee  in- 
creases. 

B.  Over  utilization  of  services  and  fraudulent 
claims. 

C.  Utilization  of  facilities  as  to  (1)  admissions  to 
hospitals,  (2)  length  of  stay  in  hospitals,  and 
(3)  length  of  stay  in  extended  care  facilities. 
The  hospital  peer  review  committees  would 
normally  maintain  surveillance  over  (1)  and 
(2).  The  county  peer  review  committee  would 
work  through  the  hospital  committee  when 
these  items  are  the  issues  in  referred  cases. 

1).  Quality  of  hospital  care — this  is  also  a hospital 
function  and  the  county  committee  would  nor- 
mally look  to  the  hospital  for  guidance. 

E.  Quality  of  outpatient  care — this  area  is  diffi- 
cult to  evaluate.  However,  a sincere  attempt 
should  be  made  if  the  quality  of  care  is  ques- 
tioned by  outside  agencies.  It  is  better  to  have 


a peer  mechanism  investigating  than  a govern- 
ment agency  visiting  the  doctors’  offices.  If 
deficiencies  exist,  they  must  be  corrected. 

6.  Liaison  with  other  agencies — It  is  important  to 
invite  representatives  of  the  agency  referring  the 
complaint  to  meet  with  the  committee.  This  might 
be  an  individual,  insurance  carrier  representative, 
welfare  or  health  department,  or  other  government 
agency  representatives.  The  committee  activity 
must  be  a sincere  effort  to  bring  about  a just  de- 
cision, otherwise,  we  will  be  accused  of  a “white- 
wash.” As  soon  as  the  peer  review  committee  is 
functioning  properly,  the  insurance  carriers,  Medi- 
care fiscal  intermediaries,  government  agencies,  and 
others  should  be  requested  to  refer  all  questionable 
cases  to  the  county  society  peer  review  committee. 

7.  Right  of  Appeal  Mechanism — It  must  be  clearly 
stated  that  the  peer  review  committee  is  a fact-find- 
ing mechanism,  and  recommendations  are  made  on 
the  basis  of  the  facts.  In  the  event  of  disagreement, 
the  appeal  mechanisms  of  the  county  medical  society, 
such  as  Board  of  Censors,  executive  committee,  and 
others  should  be  utilized.  The  peer  review  commit- 
tee makes  recommendations  but  does  not  act  as  judge 
and  jury.  It  does  not  supersede  the  functions  of  the 
executive  committee  or  comitia  minora  of  the 
county  society.  It  may  be  necessary  in  the  future  to 
have  a superstructure  appeal  mechanism  on  district, 
and  other  levels  to  act  in  difficult  cases. 

8.  Records — The  Committee  should  adopt  formal 
written  procedures  and  policies  with  special  forms  to 
record  and  process  complaints  and  to  notify  the  com- 
plainants about  the  disposition  of  their  cases. 

9.  Liaison  with  hospitals — Close  cooperation  with 
the  chairmen  of  all  the  hospital  peer  review  commit- 
tees is  essential  for  smooth  function  and  mutual  as- 
sistance in  handling  referred  cases. 

10.  Financing — Financial  assistance  may  be  neces- 
sary for  the  smaller  counties.  The  grouping  of  sev- 
eral smaller  counties  utilizing  a centralized  hospital 
as  a base  would  help  reduce  costs.  Additional  study 
is  necessary  to  establish  cost  estimates  and  to  seek 
outside  sources  of  funds  to  help  defray  the  adminis- 
trative expenses. 

11.  Audience  participation — By  prior  arrangement 
the  presidents  of  the  county  medical  societies,  dis- 
trict branches,  or  their  designates  serve  as  a panel 
in  presenting  their  progress  report.  The  moderator 
accepts  questions  from  the  floor,  and  general  prob- 
lems are  aired.  The  moderator  or  speaker  has  a list 
of  questions  and  answers  from  previous  area-wide 
conferences,  so  that  he  may  maintain  a constant 
dialogue  and  relate  the  experience  in  other  areas  to 
maintain  the  momentum.  Typical  questions  asked 
are  the  following: 

A.  How  does  peer  review  differ  from  the  griev- 
ance, mediation,  tissue,  and  utilization  commit- 
tees? 

B.  How  do  we  organize  for  peer  review? 

C.  In  a small  county,  how  many  doctors  should  be 
on  a peer  review  committee? 

D.  What  is  the  liability  of  peer  review  committee 
members? 

E.  Are  there  any  teeth  in  peer  review?  What 
about  the  physicians  who  refuse  to  accept  peer 
review  recommendations? 

F.  Why  publicize  peer  review? 

G.  How  can  we  publicize  peer  review? 

H.  How  can  we  handle  all  the  complaints? 

I.  Discuss  the  need  and  cooperation  of  hospitals, 
government,  insurance  carriers,  patients,  and 
news  media. 

J.  Dismiss  the  experience  of  committees  in  exist- 
ence. 

The  moderator  emphasizes  that  the  role  of  the 
State  Society  is  to  assist  in  every  way  possible  and 
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TABLE  I.  Questionnaire 


Answers 


Name  of  your  county  medical  society: 

1.  Do  you  believe  peer  review  is  desirable? 

2.  Do  you  believe  it  is  necessary? 

3.  Does  your  county  have  a grievance  committee 
(52) ; mediation  committee  (38) ; ethics 
committee  (30) ; utilization  committee  (34) ; 
other? 

4.  Is  the  scope  of  any  one  of  the  above  committees 
sufficiently  broad  to  oover  complaints  concern- 
ing fees,  utilization,  quality  of  care,  ethics, 
policy,  liaison? 

5.  After  committee  action  in  your  county,  what 
body,  if  any,  hears  appeals  at  the  county 
level? 

6.  Do  you  believe  a single  comprehensive  peer 
review  committee  with  subcommittees  would 
be  more  efficient  than  several  independent 
committees? 

7.  Do  you  believe  that  peer  review  should  be 
consistently  made  known  to  the  public,  govern- 
ment, and  private  carriers? 

8.  Do  you  believe  some  form  of  government 
review  mechanism  will  be  set  up  if  strong  peer 
review  is  not  first  established? 

9.  Peer  review  is  a fact-finding  concept  and  not  a 
judge  and  jury.  Do  you  believe  that 
private  and  governmental  insurance  carriers 
will  effectively  apply  sanctions,  if  asked  to  do 
so? 

10.  Do  you  think  this  is  where  sanction  power 
should  he? 


Varied 

Yes  101;  No  6;  No  Answer  1. 

Yes  100;  No  6;  No  Answer  1. 

Y es  (3) ; Board  of  Censors  (3) ; and  Comitia  Minora 
(3). 

Yes  59;  No  35;  No  Answer  1;  Do  not  Know  1. 

Varied 

Yes  70;  No  22;  8(7);  No  Answer  2. 

Yes  77;  Noll;  1 (?) ; No  Answer  3;  Not  Public  1. 
Yes  79;  No  6;  2(?);  No  Answer  2. 

Yes  07;  No  15;  6(7);  No  Answer  2. 

Yes  44;  No  40;  4(7);  No  Answer  6. 


not  dictate  how  to  do  it.  We  are  interested  in  the 
job  being  done  effectively  and  in  documenting  our 
activities. 

The  role  of  cooperating  organizations  is  frequently 
discussed  in  the  conferences.  If  organized  medicine 
conducted  peer  review  entirely  within  the  profession, 
we  could  be  accused  by  some  segments  of  society  of 
a “white  wash.”  Peer  review  must  be  done  with  the 
full  cooperation  of  the  local  and  6tate  health  depart- 
ments, welfare  agencies,  insurance  carriers,  and  fis- 
cal intermediaries.  The  complainant  must  be  in- 
volved in  the  review  mechanisms.  Other  organiza- 
tions which  have  a stake  in  the  success  of  this  pro- 
gram are  the  state  hospital  associations,  regional 
health  and  hospital  planning  councils,  medical 
schools,  and  others.  The  State  Medical  Society 
should  take  the  lead  in  developing  a close  liaison 
with  these  interested  organizations. 

Our  president.  Gerald  D.  Dorman,  M.D.,  is  striving 
to  bring  the  specialty  organizations  into  a closer 
working  relationship  with  the  American  Medical  As- 
sociation and  its  component  societies.  Peer  review 
is  an  ideal  media  for  cementing  this  cooperation  as 
quality  control  is  our  common  goal.  This  can  be 
done  at  both  the  state  and  local  level.  The  Nassau 
County  Medical  Society  has  developed  a program 
utilizing  this  theme.  Peer  review  is  being  discussed 
within  the  specialty  organizations,  and  it  is  timely 
for  the  State  Medical  Society  to  exert  leadership  and 
bring  the  specialty  societies  into  closer  liaison  in  de- 
veloping the  broad  spectrum  of  peer  review. 

It  is  always  difficult  to  evaluate  the  effectiveness 
of  such  a program  and  to  derive  the  true  sense  of  re- 
action of  the  audience.  In  an  attempt  to  arrive  at  a 
reasonable  consensus,  the  following  questionnaire 
was  submitted  on  a sampling  basis  to  members  at- 
tending the  area-wide  conferences.  The  following 
sampling  includes  only  the  first  half  of  the  confer- 
ences but  does  indicate  the  audience  reaction  (Table 

I). 


The  response  indicated  overwhelming  support  of 
the  principles  that  peer  review  is  desirable  and  nec- 
essary. It  revealed  great  variation  as  to  the  scope 
of  current  review  mechanisms  within  the  county 
medical  society  organizations.  About  60  per  cent  be- 
lieved the  scope  of  their  review  mechanisms  were 
broad  enough  to  cope  with  what  they  understood 
peer  review  would  encompass.  However,  70  per  cent 
did  believe  a single  comprehensive  peer  review  com- 
mittee with  subcommittees  would  be  more  efficient. 
Some  80  per  cent  believed  peer  review  should  be  pub- 
licized and  government  review  mechanisms  would  be 
mandated  if  a strong  peer  review  mechanism  were 
not  established.  Some  70  per  cent  responded  they 
believed  private  and  government  insurance  carriers 
would  apply  sanctions  if  asked  to  do  so.  It  was 
equally  divided  that  this  was  the  proper  area  for 
sanction  power. 

Some  of  the  questions  may  not  appear  germane  to 
the  spectrum  of  peer  review.  They  were  asked  to 
stimulate  questions  and  promote  dialogue  with  the 
audience  to  the  extent  that  the  discussions  would 
emphasize  the  seriousness  and  urgency  of  the  sub- 
ject. While  a few  reacted  in  an  anaphylactic  man- 
ner to  any  suggestion  of  a tightened  review  mecha- 
nism, the  vast  majority  were  sympathetic  to  the  ap- 
proach and  wanted  to  have  a part  of  the  action. 

To  gain  additional  insight  into  the  reactions  at  the 
local  level,  our  field  men  were  asked  to  submit  cri- 
tiques of  the  conferences  and  the  reactions  in  their 
respective  areas.  Referring  to  the  criticisms,  they 
are  summarized  as  follows:  (1)  While  the  concept 

of  peer  review  is  accepted,  the  scope  is  not  under- 
stood; (2)  There  is  confusion  as  to  direction  and  im- 
plementation; (3)  The  scope  of  peer  review  must  be 
specific;  (4)  A follow-up  program  is  necessary  re- 
garding the  specifics;  and  (5)  A strong  peer  review 
program  is  necessary  to  remove  the  inertia  that  ex- 
ists in  many  review  mechanisms  and  to  oversee  their 
activities  on  a continuing  basis. 
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It  was  our  hope  the  area-wide  conferences  would 
convince  the  county  medical  societies  of  the  need  and 
desirability  of  peer  review  mechanisms.  We  believe 
we  accomplished  this  purpose.  We  presented  general 
guidelines  for  establishing  peer  review  mechanisms 
which  have  been  helpful  to  many  of  our  societies. 
We  must  now  provide  a “blueprint”  for  peer  review, 
spelling  out  the  details. 

The  earlier  conferences  were  conducted  in  the  up- 
state rural  area.  Many  of  these  county  societies  hav- 
ing membership  ranging  from  25  to  100  physicians 
do  not  have  a formalized  administration  in  terms  of 
full-time  executives.  They  believe  their  grievance 
meet  anisms  are  adequate.  A peer  review  committee 
on  a district  or  multicounty  level  may  be  the  answer 
to  supplement  their  present  grievance  mechanism. 
Peer  review  committees  at  the  hospitals  may  be  one 
solution  in  the  rural  areas.  More  homework  and  as- 
sistance will  be  necessary  if  we  are  to  accomplish  our 
goals  in  these  areas. 

In  the  more  urban  southern  New  York  area,  the 
response  and  acceptance  of  peer  review  was  enthusi- 
astic. At  the  last  conference  on  October  29,  1969,  on 
Long  Island,  the  185  physicians  present  unanimously 
supported  strong  peer  review  activity.  We  gained 
momentum  as  the  conferences  evolved,  and  the  sup- 
port was  most  gratifying  as  the  broad  concept  of  peer 
review  was  recognized.  We  must  emphasize  that  a 
State  Society  “crash  program”  is  only  the  beginning 
and  that  continued  surveillance  and  dialogue  with 
the  component  district  and  county  societies  are  es- 
sential if  we  hope  to  develop  an  effective  program. 

As  one  gazes  into  the  crystal  ball  pondering  the 
eventual  scope  of  peer  review,  it  becomes  apparent 
our  peer  review  mechanisms  must  mesh  with  those 
envisioned  by  the  government.  If  the  Federal  and 
State  governments  program  the  computer  to  evaluate 
utilization,  services  rendered,  fees,  duplication  of 
services,  and  so  on  with  “kick-outs”  from  the  norms 
to  be  professionally  reviewed  by  peer  review  com- 
mittees, this  will  broaden  the  scope  of  our  review. 
Our  committees  would  have  to  establish  norms  of 
patterns  of  care,  utilization,  fees,  and  so  on  to  estab- 
lish criteria  for  evaluation.  If  this  is  the  trend  of 
the  future,  and  the  medical  society  peer  review  com- 
mittees are  to  assume  this  responsibility,  we  will 
have  to  do  considerable  tooling  up  to  meet  this  chal- 
lenge. We  hope  the  scope  of  peer  review  will  be 
clearly  defined  at  this  Medical  Services  Conference 
of  the  American  Medical  Association. 

Following  completion  of  the  area-wide  conferences 
the  Committee  on  Peer  Review  Mechanisms  and  rep- 
resentatives of  the  Public  Relations  Committee  met 
with  staff  on  November  19,  at  MSSNY  headquarters, 
to  critique  the  conferences.  Stephen  Mahady,  M.D., 
assistant  commissioner  of  medical  services,  State 
Health  Department,  joined  in  our  deliberations. 

Summarizing  the  final  reports  of  the  eight  confer- 
ences. there  is  overwhelming  support  regarding  the 
need  and  desirability  of  peer  review.  There  is  great 
variation  as  to  the  extent  of  review  being  done  at 
the  present  time.  There  is  a feeling  in  some  areas 
that  peer  review  is  merely  another  name  for  griev- 
ance or  utilization  committees,  and  broadening  the 
scope  of  activity  is  unnecessary. 

To  project  the  program  in  its  proper  prospectus, 
let  us  consider  for  a moment  the  Federal  goals  re- 
garding peer  review.  It  is  a total  medical  review 
of  quality,  cost,  and  utilization  of  services  and  facili- 
ties. Computers  will  analyze  such  items  as  follows: 

1.  Admissions 

2.  Duration  of  stay 

3.  Number  of  visits 

4.  Number  and  type  of  medication 

5.  Patient  response 

6.  Physician  profile 


7.  Patient  profile 

8.  Diagnosis 

9.  Charges 

10.  Number  of  physicians  involved  in  care 

11.  Other  personnel  involved  in  care 

12.  Comparison  with  other  areas 

The  use  of  computers  allows  statistical  compari- 
sons of  various  areas  of  the  country.  Systems  such 
as  Physicians  Study  Activity  would  save  unnecessary 
hours  of  chart  review  by  triage  of  abnormal  patterns 
of  care.  One  can  readily  see  the  scope  of  utilization 
review  is  greatly  expanded  by  the  use  of  computers. 
Professional  judgment  is  a human  equation  and  must 
be  done  by  physicians  through  peer  review.  Should 
we  fail  to  do  our  share,  medical  care  could  become 
stereotyped  with  the  government  determining  rigid 
patterns  of  care  from  the  print-out  of  the  computers. 

The  New  York  State  Health  Department  is  re- 
sponsible for  the  quality  of  medical  care  in  this 
State.  This  authority  is  defined  in  Article  28  of  the 
Public  Health  Law.  The  State  Health  Department 
is  very  interested  in  our  peer  review  program,  and 
we  are  working  jointly  to  develop  a long-range  pro- 
gram which  will  embody  a cost  and  quality  control 
program  and  preserve  the  role  of  professional  review 
by  their  respective  peers. 

Obviously,  this  will  not  be  accomplished  overnight, 
but  it  appears  to  be  the  program  in  the  near  future. 
We,  as  physicians,  are  primarily  concerned  with  the 
quality  of  care.  We  should  determine  what  is  the 
appropriate  care.  We  should  establish  the  standards 
of  care.  To  do  this  we  should  have  a structured  peer 
review  for  disease  entities.  This  is  not  a small  as- 
signment, and  one  might  legitimately  ask — where  do 
we  begin?  The  hospitals  have  top  priority  for  rea- 
sons of  costs,  controls,  availability  of  statistics,  exist- 
ing review  mechanisms,  and  others. 

The  Medical  Review  Committee  of  MSSNY, 
chaired  by  Charles  M.  Brane,  M.D.,  has  developed  a 
structured  review  mechanism  for  several  disease  en- 
tities which  would  serve  as  a very  useful  tool  for 
hospital  and  county  society  peer  review  committees. 
Dr.  Brane’s  report  will  be  presented  to  the  MSSNY 
House  of  Delegates  in  February,  1970.  We  hope 
this  excellent  and  timely  report  will  be  accepted. 

We  have  presented  the  “Role  of  the  State  Associa- 
tion” utilizing  as  a text  the  experience  of  the  Medi- 
cal Society  of  the  State  of  New  York.  We  hope  our 
study  will  be  helpful  to  the  other  states  in  establish- 
ing strong  peer  review  mechanisms.  We  hope  our 
combined  efforts  will  demonstrate  to  the  public  and 
the  government  our  great  concern  and  our  public 
responsibility  in  doing  our  share  to  control  the  esca- 
lating health  care  costs  in  an  inflationary  economy. 

How  to  accomplish  this  on  a nationwide  basis  is 
probably  best  illustrated  by  the  advice  Vince  Lom- 
bardi, the  former  Green  Bay  Packer  coach,  gave  to 
his  coaches:  “Coaches  who  can  outline  plays  on  a 

blackboard  are  a dime  a dozen.  The  ones  who  suc- 
ceed are  those  who  get  inside  their  players  and  moti- 
vate them.”  If  we  are  to  develop  a strong  and  effec- 
tive peer  review  mechanism,  we  must  not  only  con- 
vince our  county  societies  and  their  membership  of 
the  need  and  how  to  do  it,  but  we  must  also  “get  in- 
side our  players  and  motivate  them.” 

This  is  the  Role  of  the  State  Association  in  Peer 
Review. 

Minutes  of  November  19  Meeting.  A meeting  of 
the  Ad  Hoc  Committee  on  Peer  Review  Mechanisms 
of  the  Medical  Society  of  the  State  of  New  York 
was  convened  on  November  19,  in  the  offices  of  the 
State  Society.  The  chairman  opened  the  meeting 
with  the  introduction  of  Stephen  Mahady,  M.D., 
assistant  commissioner  for  medical  services,  New 
York  State  Department  of  Health. 

Doctor  Mahady  explained  there  is  a growing  in- 
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terest  in  peer  review  in  many  other  regions,  as  well 
as  in  New  York  State. 

He  mentioned,  for  example,  that  he  attended  a 
meeting  last  May  in  Washington,  D.C.  The  purpose 
of  his  attending  the  meeting  was  to  get  an  over-all 
picture  of  what  is  going  on  in  the  various  states  and 
how  they  are  handling  utilization  and  review.  He 
derived  from  this  meeting  the  concept  of  a joint  rele- 
gation of  the  peer  review  movement. 

The  State  Society  and  the  State  Health  Depart- 
ment should  be  chartering  a mutual  course  to  help 
the  people  receive  the  ultimate  in  quality  medical 
care.  He  stressed  the  point  that  it  is  up  to  the 
State  Society  to  supply  the  direction  and  leadership 
in  this  area. 

He  defined  two  important  factors  that  enter  into 
peer  review,  namely,  statistics  and  data.  Statistics 
would  be  useful  to  the  State  in  planning  a program 
on  how  many  types  of  special  care  were  provided,  for 
example,  eight  diseases  or  so.  Data  would  be  help- 
ful to  the  local  medical  director  in  evaluating  the 
appropriateness  of  the  care  that  was  provided.  The 
second  item  is  not  concerned  with  fees  but  with  the 
type  of  care  rendered,  length  of  stay,  and  so  on. 
Having  this  type  of  information  available  and  ob- 
taining it  through  the  workings  of  a local  peer  re- 
view committee  and  not  a government  agency  would 
be  a tremendous  accomplishment  on  the  part  of  or- 
ganized medicine. 

Doctor  Mahady  pointed  out  that  if  we  are  going 
to  do  peer  review  it  is  necessary  to  have  agreed-on 
standards.  Acceptable  standards  must  be  developed 
primarily  by  those  who  provide  the  service.  This 
would  be  instrumental  in  evaluation  of  the  quality 
of  medical  care.  At  the  Washington  meeting  it  was 
decided  this  responsibility  should  not  be  delegated  to 
a single  outside  agency  but  to  the  State  Medical  So- 
ciety in  cooperation  with  the  State  Department  of 
Health.  The  matter  of  setting  criteria  lies  in  the 
hands  of  the  State  Society. 

Doctor  Mahady  explained  the  workings  of  a local 
peer  review  committee,  such  as  reviewing  cases  re- 
ferred to  them  for  review  and  adjudicating  whether 
or  not  they  are  acceptable  standards  of  practice. 
For  example,  if  a local  peer  review  committee  clearly 
recognizes  the  practice  performed  was  not  satisfac- 
tory, the  committee  will  refuse  to  put  its  “imprima- 
tur” on  it.  Doctor  Mahady  repeated  his  earlier  re- 
quest by  asking  the  State  Society  to  definitely  estab- 
lish criteria  of  medical  care.  Doctor  Emerson 
pointed  out  that  the  State  Society’s  Medical  Review 
Committee  is  in  the  final  stages  of  completing  a re- 
view manual  for  six  diagnoses  and  will  be  presented 
at  the  House  of  Delegates  meeting  in  February, 
1970. 

Doctor  Mahady  was  asked  various  questions  re- 
garding this  broadened  concept  of  peer  review.  He 
explained  that  the  peer  review  mechanism  would 
work  with  this  type  of  system.  The  direction  would 
come  from  the  State  Medical  Society  working  in 
conjunction  with  the  State  Health  Department. 
These  two  organizations  alone  would  be  solely  in- 
volved with  the  peer  review  program. 

Doctor  Mahady  defined  the  terms  of  unstructured 
and  structured  review.  Unstructured  review  would 
involve  a loosely  set-up  program.  Structured  review 
would  include  three  basic  points:  (1)  eligibility 

(recipient  and  participant),  (2)  vendor  profile,  and 
(3)  recipient  profile.  This  could  be  accomplished 
by  using  a data  file  or  a uniform  billing  form.  It 
was  explained  that  this  system  could  be  used  for 
hospitals,  nursing  homes,  doctor’s  office  visits,  and 
others.  A clerk  or  paramedical  person  could  be  em- 
ployed to  do  this  type  of  work.  Physicians  would  be 
using  their  talents  then  for  peer  review  committees 
where  they  can  influence  better  quality  care.  It  was 


brought  out  that  only  exceptional  cases  would  be 
presented  before  the  peer  review  committee.  Those 
not  warranting  special  review  would  be  handled  by 
the  paramedical  person.  Doctor  Emerson  stated 
that  the  correlation  of  data  would  be  beneficial  and 
in  the  end  would  result  in  a good  review  mechanism. 

The  committee  asked  Doctor  Mahady  various  ques- 
tions concerning  the  implementation  of  his  proposals. 
They  stated  from  the  reactions  at  the  various  up- 
stute  regional  conferences  that  there  is  an  essential 
need  to  educate  the  physician  on  this  broadened  con- 
cept of  peer  review.  Doctor  Mahady  stressed  that 
further  education  of  the  doctors  in  peer  review  will 
enable  them  to  appreciate  the  rewards  of  this 
mechanism.  The  committee  agreed  and  voted  to  use 
some  method  to  clarify  peer  review  to  the  practicing 
physician. 

The  committee  referred  to  the  confidentiality  of 
the  hospital  records.  They  expressed  the  hope  that 
legislation  will  be  passed  enabling  the  physician  to 
be  "held  harmless.”  Peer  review  records  must  be 
confidential,  thus  eliminating  the  possibility  of  sub- 
poenaing the  records  for  a possible  malpractice  suit. 
The  committee  expressed  the  desire  for  a “hold 
harmless”  clause  to  be  incorporated  into  the  peer  re- 
view rules  or  regulations. 

During  the  discussions  at  the  area-wide  confer- 
ences, we  were  asked  to  submit  recommendations  re- 
garding the  composition  and  functions  of  hospital 
peer  review  committees  and  county  society  peer  re- 
view committees. 

We  suggest  you  re-evaluate  your  present  review 
mechanisms  and  since  county  society  peer  review 
committees  will  be  asked  to  review  cases,  the  county 
society  committees  must  be  knowledgeable  regarding 
the  expanding  role  of  peer  review. 

The  following  are  suggestions  for  a hospital  peer 
review  committee: 

1.  Composition — It  is  suggested  that  the  chairman 
or  the  designate  of  the  admissions  committee,  utili- 
zation, medical  records,  medical  and  surgical  audit 
committees,  and  others  serve  along  with  the  chiefs 
of  services  of  the  major  divisions  in  the  hospital. 

2.  Cost  control — It  is  suggested  that  there  be  a 
continuous  “looking  at”  process,  and  we  offer  the  fol- 
lowing suggestions  for  consideration: 

A.  Is  the  admission  necessary? 

B.  Is  the  length  of  stay  reasonable  and  within 
the  pattern  of  care  for  the  specific  illness? 

C.  Are  the  utilization  of  services  excessive,  of 
the  normal  pattern,  or  is  there  evidence  of 
underutilization?  The  services  referred  to 
are  diagnostic  x-ray  and  laboratory  services. 

D.  Are  there  delays  in  scheduling  x-ray  proce- 
dures and  operations? 

E.  Are  the  use  of  drugs,  blood,  and  intravenous 
medications  reasonable  for  the  specific  ill- 
ness? 

F.  Are  there  delays  in  recording  laboratory  and 
x-ray  reports? 

G.  Were  arrangements  made  for  the  early  trans- 
fer of  patients  to  less  costly  accommodations? 

H.  Was  the  delay  in  discharge  caused  by  a lack 
of  less  costly  facilities  or  were  social  reasons, 
such  as  inability  of  the  family  to  care  for  the 
patient,  responsible  for  the  delay?  Did  the 
patient  feel  he  was  entitled  to  excessive  hos- 
pitalization? 

I.  Is  the  hospital  cost  of  illness  reasonable  in 
terms  of  the  sum  of  the  length  of  stay,  plus 
the  laboratory,  x-ray  evaluation,  and  treat- 
ment? In  other  words,  is  the  cost  of  the 
hospital  stay  within  the  normal  pattern  for 
the  specific  illness? 

J.  Was  there  a delay  from  the  time  of  admis- 
sion of  the  patient  to  the  hospital  to  the 
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scheduling  of  elective  surgery?  Was  delay 
caused  by  work-up  of  the  patient  regarding 
x-ray  and  laboratory  procedures?  Was  the 
delay  caused  by  a delay  in  scheduling  the 
patient  for  surgery? 

3.  Quality  Control. 

A.  Does  the  history  and  physical  examination 
document  the  admission  diagnosis,  that  is,  a 
complete  history  and  physical? 

B.  Is  the  work-up  consistent  with  good  medical 
practices? 

C.  Are  live  audits  routine  procedures? 

D.  Was  the  operation  necessary  and  was  good 
judgment  exercised  in  determining  the  need 
and  documentation  for  surgery? 

E.  Was  there  a correlation  between  the  opera- 
tive findings  and  tissues  examined? 

F.  Was  the  incidence  of  infections  reasonable? 

G.  Was  the  mortality  incidence  acceptable? 

H.  Was  the  incidence  of  complications  reason- 
able? 

I.  Are  there  reviews  of  all  complications,  in- 
fections, and  deaths? 

J.  By  live  audits  are  the  charts  shown  to  be  up 
to  date? 

K.  Are  the  charts  legible? 

L.  Were  the  operations  adequately  described 
and  dictated  within  a reasonable  period  of 
time? 

M.  Does  the  discharge  summaries  provide  a con- 
cise review  of  the  patient’s  course  in  the  hos- 
pital, including  provisions  for  disposition  of 
the  case? 

N.  Was  the  pattern  of  care  of  the  illness  con- 
sistent with  good  medical  practices? 

O.  Was  documentation  of  visits  and  treatment 
adequate  to  the  extent  another  physician 
could  determine  the  status  of  the  patient’s 
care  by  reading  the  chart? 

P.  Were  there  consultations  on  acutely  ill  pa- 
tients or  complicated  cases  consistent  with 
good  medical  practices? 

Q.  Were  daily  visits  made  and  documented  on 
acutely  ill  patients? 

R.  Were  vital  signs,  electrocardiograms,  urinary 
output  monitored  on  acutely  ill  patients  when 
indicated? 

S.  Were  electrolytes  closely  followed  in  appro- 
priate cases? 

T.  Were  isolations  technics  followed  in  appro- 
priate cases? 

U.  Are  there  continuing  educational  programs 
in  the  hospitals? 

V.  Are  there  regular  meetings  between  the 
chiefs  of  services  and  the  nursing  depart- 
ment? 

The  following  are  suggestions  for  county  society 
peer  review  committees: 

1.  Composition — The  number  would  vary  from  ap- 
proximately 5 to  15  depending  on  the  population  and 
number  of  physicians.  In  general  it  would  be  well  to 
have  representatives  from  previous  insurance  com- 
mittees, grievance  committees,  relative  value  com- 
mittees, geriatrics  committees,  advisory  committees 
to  health  and  social  welfare  departments,  along  with 
additional  members  to  represent  the  specialties. 

2.  Functions 

A.  To  accept  complaints  from  patients,  insur- 
ance carriers,  fiscal  intermediaries,  and  gov- 
ernment agencies  regarding  (1)  overutiliza- 
tion of  services:  (2)  underutilization  of  serv- 
ices: (3)  quality  of  care;  (4)  fees;  and  (5) 
availability  of  care. 

B.  To  develop  patterns  of  care  as  to  (1)  fees 
charged  within  the  framework  of  usual  and 


customary  fees,  and  (2)  services  rendered 
with  the  frequency  of  visits. 

C.  To  stimulate  and  assist  hospitals  and  ex- 
tended care  facilities  to  establish  effective 
peer  review  committees. 

D.  To  conduct  regular  meetings  to  review  cases 
similar  to  previous  grievance  committees,  in- 
cluding holding  hearings,  recording  findings, 
and  making  recommendations.  It  is  recom- 
mended that  the  agency  or  parties  submitting 
the  request  be  invited  to  attend  the  hearings. 

E.  To  cooperate  with  the  hospital  peer  review 
committee  in  investigating  (1)  abnormal  pat- 
terns of  medical  practice;  (2)  excessive  costs 
and  alleged  abuse  of  utilization;  and  (3) 
quality  controls. 

F.  To  inform  hospitals,  and  others,  of  patterns 
of  care  as  developed  by  Physicians  Activity 
Studies,  Blue  Plans,  and  government  agencies. 

G.  To  cooperate  with  insurance  carriers,  fiscal 
intermediaries,  and  government  agencies  in 
sampling  studies  of  all  spectrums  of  physician 
services. 

IT.  To  publicize  results  of  this  continual  “look- 
ing at”  process,  so  the  public  will  be  aware 
of  the  physician’s  interest  and  role  in  main- 
taining quality  medical  care  and  in  protect- 
ing the  health  care  dollar. 

I.  While  most  cost  and  quality  controls  in  hos- 
pitals will  be  done  by  the  hospital  peer  re- 
view committee,  the  county  society  peer  re- 
view committee  must  cooperate  closely  with 
the  area  hospitals  and  extend  the  county  so- 
ciety activities  to  include  office  and  extended 
care  facility  services. 

Resolutions.  The  following  resolutions  were 
referred  to  our  committee:  (1)  Substitute  res- 

olution for  69-43,  69-55,  and  69-65;  (2)  substi- 
tute resolution  for  69-14  and  69-62;  (3)  reso- 
lution 69-56,  as  amended;  and  (4)  resolution 
69-58,  as  amended.  These  resolutions  relate  to 
the  establishing  of  peer  review  committees  and 
the  referral  of  alleged  overutilization  and  in- 
appropriate billings  by  fiscal  intermediaries  and 
government  agencies  to  county  society  griev- 
ance or  peer  review  mechanisms.  We  believe 
we  have  carried  out  the  intent  of  the  resolu- 
tions. 

Resolution  69-58,  however,  relates  to  on-site 
auditing.  The  New  York  State  Health  Depart- 
ment assures  us  that  they  oppose  this  tactic. 
The  New  York  City  Department  of  Health  per- 
sists in  on-site  auditing,  in  spite  of  repeated 
requests  to  refer  alleged  cases  of  abuse  to  the 
respective  county  society  peer  review  commit- 
tee. We  will  continue  our  efforts  in  the  hope 
that  the  New  York  City  Department  of  Health 
will  follow  the  leadership  of  the  New  York 
State  Department  of  Health. 

The  Ad  Hoc  Committee  on  Peer  Review  has 
attempted  to  fulfill  the  mandate  of  the  House 
of  Delegates  at  the  February,  1969,  meeting. 
The  designation  of  peer  review,  by  our  presi- 
dent, Dr.  Walter  Heldmann,  as  the  main  project 
of  the  year  sparked  the  drive  to  carry  the  mes- 
sage throughout  the  State.  The  tremendous 
support  of  the  Public  Relations  Committee  and 
staff  and  the  field  men  was  greatly  appreciated 
by  the  members  of  the  committee. 


1546  New  York  State  Journal  of  Medicine  / June  1,  1970 


Acknowledgments.  Our  committee  wishes  to 
thank  Samuel  Z.  Freedman,  M.D.,  director  of 
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Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  Ad  Hoc  Committee  on  Peer  Review 
Mechanisms,  led  with  considerable  expertise  by 
Ralph  S.  Emerson,  M.D.,  has  actively  shared 
in  the  main  thrust  of  our  Society’s  activities 
during  the  past  year.  Its  detailed  and  lucid  re- 
port summarizes  the  material  covered  in  the  8 
regional  conferences.  This  committee  has  been 
instrumental  in  stimulating  peer  review  activi- 
ties at  all  levels  of  our  Society  and  has  aided  us 
in  setting  up  detailed  guidelines  for  this  pur- 
pose. It  embarked  on  a major  educational  cam- 
paign. 

Your  reference  committee  notes  that  the  sig- 
nificance of  the  committee’s  work  was  such  as  to 
involve  Dr.  Emerson  in  the  capacity  of  an  ex- 
pert at  the  national  level.  Peer  review  ac- 
tivities are  becoming  increasingly  essential. 
We  urge  all  members  to  become  acquainted 
with  the  Peer  Review  Committee’s  report  and 
its  purposes  and  urge  continued  support  of  its 
activities. 

Your  reference  committee  notes  that  each 
committee  thanked  Samuel  Z.  Freedman,  M.D., 
and  Miss  Catherine  H.  Renze  for  their  valued 
assistance  throughout  the  year.  We  heartily 
join  in  their  commendation  and  thank  Dr. 
Freedman  for  his  help  and  guidance  in  our  de- 
liberations. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Utilization  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Utilization  Review  con- 
sists of  the  following  members : 

John  A.  Finkbeiner,  M.D.,  Chairman 


New  York 

Leonard  Berman,  M.D Erie 

Daniel  Friedman,  M.D Suffolk 

James  Q.  Haralambie,  M.D Westchester 

Phillip  M.  Ikins,  M.D Onondaga 

Charles  H.  Kinley,  M.D Chemung 

Max  E.  Moravec,  M.D Schenectady 

Charles  D.  Sherman,  Jr.,  M.D Monroe 


Francis  A.  Stephens,  M.D Albany 

Mark  A.  Freedman,  M.D.,  Adviser 

New  York 

At  the  meeting  of  the  Commission  on  Stand- 
ards of  Medical  Care  held  on  May  1,  it  was 
recommended  that  this  committee  be  disbanded 
and  its  functions  be  assumed  by  the  Ad  Hoc 
Committee  on  Peer  Review  Mechanisms. 
Therefore,  no  meetings  were  held  during  the 
year. 

Respectfully  submitted, 

John  A.  Finkbeiner,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  committee  notes  that  these  two  commit- 
tees are  being  abolished  because  the  Ad  Hoc 
Committee  on  Peer  Review  Mechanisms  is  ab- 
sorbing their  functions. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-10.  Use  of  Credit  Cards  in  Medical  Prac- 
tice 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  American  Medical  Associa- 
tion policy  on  the  use  of  credit  cards  in  the 
payment  of  medical  fees  is  (1)  that  the  medi- 
cal profession  cannot  dictate  to  patients  how 
they  shall  finance  their  medical  bills;  and  (2) 
that  it  is  ethical  for  physicians  to  honor  credit 
cards  provided  they  do  not  result  in  advertis- 
ing or  solicitation  of  patients  by  physicians, 
in  profit  to  the  physician  for  other  than  pro- 
fessional services,  and  in  exploitation  of  the 
patient  or  unnecessary  increase  in  the  cost 
of  medical  care;  and 

Whereas,  There  are  bank  credit  card  pro- 
grams in  use  in  this  State  which  meet  the 
criteria  established  by  the  American  Medical 
Association;  therefore  be  it 

Resolved,  That  a physician  may  ethically 
honor  credit  cards  for  the  payment  of  his 
medical  fees  if  the  credit  card  program  meets 
the  criteria  established  by  the  American 
Medical  Association  and  is  approved  by  his 
own  county  medical  society. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  Chair- 
man. 

The  sponsor  requested  permission  to  with- 
draw this  resolution. 

The  House  voted  permission  for  the  with- 
drawal of  resolution  70-10. 

70-14.  Composition  of  Medical  Boards  of 
Voluntary  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 
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Whereas,  To  insure  medical  care  of  high 
quality,  the  governing  boards  of  hospitals  re- 
quire certain  characteristics  and  qualifica- 
tions of  medical  staff  members,  such  as  ade- 
quate training,  professional  competence,  and 
high  ethical  standards;  and 

Whereas,  These  governing  boards  have 
ultimate  authority  in  their  hospitals  and, 
directly  and  through  their  administrators, 
determine  the  quality  of  medical  practice  in 
their  communities;  and 

Whereas,  Hospital  governing  boards  leave 
the  responsibility  of  providing  services  of 
high  quality  and  of  developing  and  maintain- 
ing modern  and  advanced  hospital  facilities; 
and 

Whereas,  Physicians  are  uniquely  and  in- 
timately acquainted  with  the  elements  that 
make  up  medical  care  of  high  quality  and 
adequate  hospital  facilities;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that 
prospective  members  of  hospital  boards,  lay 
and  professional,  should  have  specific  quali- 
fications in  terms  of  experience  and/or  edu- 
cation to  be  eligible  for  membership  and  that 
all  medical  boards  should  include  one  or  more 
physicians  among  their  members;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  develop  guidelines  for  de- 
termining the  qualifications  of  hospital  board 
members;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  State  and  local  hos- 
pital associations,  as  well  as  individual  hos- 
pitals, to  adopt  both  the  policy  and  the  guide- 
lines. 

Report  op  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  the 
following  substitute  resolution,  “Responsibili- 
ties of  Administrative  Boards  of  Voluntary 
Hospitals” : 

Whereas,  To  insure  medical  care  of  high 
quality,  the  governing  boards  of  hospitals  re- 
quire certain  characteristics  and  qualifica- 
tions of  medical  staff  members,  such  as  ade- 
quate training,  professional  competence,  and 
high  ethical  standards;  and 

Whereas,  These  governing  boards  have 
ultimate  authority  in  their  hospitals  and 
directly  and  through  their  administrators  de- 
termine the  quality  of  medical  practice  and 
have  the  responsibility  of  providing  services 
of  high  quality  and  of  developing  and  main- 
taining modern  and  advanced  hospital  facili- 
ties; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  recogniz- 
ing the  vital  part  played  by  members  of  hos- 
pital boards  in  the  health  care  field;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  encourage  members  of 
hospital  boards  to  familiarize  themselves 
with  their  duties  and  responsibilities  to  pro- 
mote and  maintain  quality  care. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-15.  Payment  by  Third-Party  Intermediaries 
for  Professional  Services  Rendered  by  Physicians 
in  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  administrators  of  govern- 
ment health  service  programs  and  other 
third-party  payors  for  health  services  have 
failed  to  distinguish,  for  purposes  of  reim- 
bursement, among  the  various  kinds  of  serv- 
ices physicians  render  to  hospitals  and  to 
hospitalized  patients;  and 

Whereas,  This  has  led  to  confusion,  mis- 
understanding, and  disagreement  between 
practicing  physicians  and  such  third-party 
payors;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  steps  to  secure  the 
adoption  of  the  following  classification  of 
physicians’  professional  services  in  hospitals, 
by  all  government,  voluntary,  and  commer- 
cial agencies  and  organizations  that  reim- 
burse for  medical  services. 

1.  Personal  Physicians.  Personal  physi- 
cians render  direct  personal  care  and  profes- 
sional treatments  to  individual  patients  who 
are  primarily  responsible  for  payment  of  the 
fees  for  such  professional  services.  Pay- 
ments by  third-party  payors  (Blue  Shield, 
Part  B Medicare,  and  others)  may  be  ac- 
cepted by  personal  physicians  only  when 
specifically  intended  as  payment  for  direct 
personal  professional  patient  care. 

2.  Hospital  Appointed  Consultants.  Hos- 
pital appointed  consultants  are  appointed  by 
the  hospital.  They  render  specialized  pa- 
tient care  at  the  request  of  the  personal 
physicians.  These  would  include  radiolo- 
gists, pathologists,  physiatrists,  anesthesi- 
ologists, electrocardiographers,  and  others. 
These  physicians  render  a direct  personal 
service  in  the  treatment  of  the  individual 
patients  which  includes  their  written  opinion 
on  the  patient’s  hospital  chart.  They  are 
directly  and  personally  responsible  for  such 
services.  The  patient  should  pay  their  pro- 
fessional fees.  Third-party  payments  may 
be  accepted  by  hospital  appointed  consultants 
only  when  specifically  intended  as  payment 
for  direct  personal  professional  patient  care 
(Blue  Shield,  Part  B Medicare,  and  others). 

3.  Physician  Educators,  Administrators, 
and  Researchers.  Physician  educators,  ad- 
ministrators, and  researchers  are  engaged  in 
the  special  disciplines  mentioned.  The  pro- 
fessional services  they  provide  contribute  to 
the  general  quality  of  hospital  and  patient 
care  rendered  to  all  hospital  patients. 
Sources  of  payment  should  be  those  specifi- 
cally intended  for  general  hospital  expense 
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(Blue  Cross,  Part  A Medicare,  and  others). 

A physician  may  function  in  a hospital  in 
any  one  or  combination  of  these  categories. 
For  compelling  legal  and  ethical  reasons,  the 
sources  of  remuneration  for  each  category  of 
service  the  physician  renders  should  be  kept 
clearly  separate  and  distinct. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Since  this  is  a new  concept,  the  committee 
recommends  certain  minor  changes  in  termi- 
nology for  purposes  of  clarification.  In  the 
second  Whereas,  delete  the  phrase  “between 
practicing  physicians  and  such  third-party 
payors”;  in  the  first  Resolved,  delete  the  words 
“that  reimburse  for  medical  services”  and  in- 
sert, with  rearrangement  of  words,  “be  they  . . . 
and  others”;  Resolved  1.  delete  the  phrase 
“(Blue  Shield,  Part  B Medicare,  and  others)”; 
2.  delete  “Hospital  appointed  consultants  are 
appointed  by  the  hospital.  They”  and  substi- 
tute “Consultants”  and  also  delete  “(Blue 
Shield,  Part  B Medicare,  and  others)”;  and  3. 
first  paragraph,  delete  the  word  “general”  be- 
tween the  words  “the”  and  “quality”  and  in  the 
second  paragraph,  delete  the  words  “for  com- 
pelling legal  and  ethical  reasons.” 

The  resolution  would  then  read  as  follows : 

Whereas,  The  administrators  of  govern- 
ment health  service  programs  and  other 
third-party  payors  for  health  services  have 
failed  to  distinguish,  for  purposes  of  reim- 
bursement, among  the  various  kinds  of  serv- 
ices physicians  render  to  hospitals  and  to 
patients  in  hospitals;  and 

Whereas,  This  had  led  to  confusion,  mis- 
understanding, and  disagreement;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  steps  to  secure  the 
adoption  of  the  following  classification  of 
physicians’  professional  services  in  hospitals, 
by  all  organizations  and  agencies  be  they 
government,  voluntary,  commercial,  and 
others ; 

1.  Personal  Physicians.  Personal  physi- 
cians render  direct  personal  care  and  profes- 
sional treatments  to  individual  patients  who 
are  primarily  responsible  for  payment  of  the 
fees  for  such  professional  services.  Pay- 
ments by  third-party  payors  may  be  accepted 
by  personal  physicians  only  when  specifically 
intended  as  payment  for  direct  personal  pro- 
fessional patient  care. 

2.  Hospital  Appointed  Consultants.  Con- 
sultants render  specialized  patient  care  at  the 
request  of  the  personal  physicians.  These 
would  include  radiologists,  pathologists, 
physiatrists,  anesthesiologists,  electrocardiog- 
raphers,  and  others.  These  physicians 
render  a direct  personal  service  in  the  treat- 
ment of  the  individual  patients  which  in- 
cludes their  written  opinion  on  the  patient’s 
hospital  chart.  They  are  directly  and  per- 


sonally responsible  for  such  services.  Pa- 
tients should  pay  their  professional  fees. 
Third-party  payments  may  be  accepted  by 
hospital  appointed  consultants  only  when 
specifically  intended  as  payment  for  direct 
personal  professional  patient  care. 

3.  Physician-Educators,  Administrators, 
and  Researchers.  Physician-educators,  ad- 
ministrators, and  researchers  are  engaged  in 
special  disciplines.  The  professional  services 
they  provide  contribute  to  the  quality  of  hos- 
pital and  patient  care  rendered  to  all  hos- 
pital patients.  Sources  of  payment  should  be 
those  specifically  intended  for  general  hos- 
pital expense  (Blue  Cross,  Part  A Medicare, 
and  others). 

A physician  may  function  in  a hospital  in 
any  one  or  combination  of  these  categories. 
The  sources  of  remuneration  for  each  cate- 
gory of  service  the  physician  renders  should 
be  kept  clearly  separate  and  distinct. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving 
resolution  70—15  as  amended. 

70-22.  Guidelines  for  the  Evaluation  of 
Quality  Medical  Care 

Introduced  by  Ralph  S.  Emerson,  M.D.,  chair- 
man, Ad  Hoc  Committee  on  Peer  Review  Mech- 
anisms, as  an  individual 

Whereas,  Utilization  review  is  recom- 
mended in  the  Health  Manpower  Report  of 
1968  and  mandated  under  PL  89-97;  and 

Whereas,  The  New  York  State  Health 
Department  is  responsible  for  the  quality  of 
medical  care  in  this  State  by  authority 
vested  in  it  under  Section  206J  and  Article 
28  of  the  Public  Health  Law;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  desirous  of  maintaining  med- 
ical care  of  high  quality  and  is  cognizant  of 
the  rising  costs  of  medical  care;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  authorize  the  Medical  Re- 
view Committee  and  the  Ad  Hoc  Commit- 
tee on  Peer  Review  Mechanisms  to  develop 
guidelines  for  the  evaluation  of  the  quality 
of  medical  care  under  a structured  peer  re- 
view mechanism  as  a joint  project  with  the 
New  York  State  Department  of  Health;  and 
be  it  further 

Resolved,  That  this  information  developed 
by  the  Medical  Review  Committee  and  the 
Ad  Hoc  Committee  on  Peer  Review  Mecha- 
nisms be  disseminated  to  the  component 
county  medical  societies  and  district 
branches. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care  : The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  that 
this  resolution  be  amended  by  changing  the 
first  Resolved  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
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State  of  New  York  commends  the  continuing: 
efforts  of  the  Medical  Review  Committee  and 
the  Ad  Hoc  Committee  on  Peer  Review  Mech- 
anisms in  developing  guidelines  for  the  eval- 
uation of  the  quality  of  medical  care  under  a 
structured  peer  review  mechanism  in  co- 
operation with  the  New  York  State  Depart- 
ment of  Health. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-26  and  70-57.  Peer  Review  Mechanisms 
and  Specialty  Medical  Societies 

70-26,  Introduced  by  the  Medical  Society  of  the 
County  of  Monroe 

70-57,  Introduced  by  Section  on  Anesthesiology 

Whereas,  It  is  important  to  the  future  of 
the  practice  of  medicine  that  an  adequate  sys- 
tem of  peer  review  be  established ; and 

Whereas,  Peer  review  should  be  done  by 
one’s  individual  peers;  and 

Whereas,  Peer  review  should  be  a func- 
tion of  the  county  medical  society;  and 

Whereas,  The  State  specialty  societies  are 
better  able  to  establish  standards  for  their 
individual  specialties  for  the  use  of  local  peer 
review  groups;  therefore  be  it 

Resolved,  That  peer  review  at  the  local 
level  be  done  by  groups  of  physicians  who  are 
the  peers  of  those  being  reviewed;  and  be  it 
further 

Resolved,  That  peer  review  groups,  in 
judging  the  quality  of  medical  care,  be 
guided  by  the  following  definition:  “Medical 
care  of  high  quality  entails  accurate  and  sci- 
entific diagnosis,  therapy,  and  management 
which  effectively  meet  the  over-all  require- 
ments of  the  patient.  A further  standard  of 
quality  is  that  the  care  be  readily  available, 
efficiently  rendered,  and  properly  docu- 
mented”; and  be  it  further 

Resolved,  That  the  county  medical  societies 
of  New  York  State,  in  setting  procedures  and 
standards  for  peer  review  in  the  various 
specialty  practices,  seek  the  advice  of  the 
corresponding  specialty  medical  societies. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

The  reference  committee  notes  that  these  two 
resolutions  are  identical,  and  they  were  con- 
sidered jointly.  Therefore,  we  recommend  the 
following  changes  in  resolution  70-26: 

The  third  Whereas  to  read  as  follows: 
Whereas,  Peer  Review  could  be  a function 
of  the  county  medical  society  and  of  hospital 
peer  review  committees,  and 

The  Resolved  portion  to  read  as  follows : 
Resolved,  That  peer  review  at  the  local 
level  be  done  where  possible  by  groups  of 
physicians  who  are  the  peers  of  those  being 
reviewed;  and  be  it  further 


Resolved,  That  peer  review  groups,  in 
judging  the  quality  of  medical  care,  be 
guided  by  the  following  definition:  “Medical 

care  of  high  quality  entails  accurate  and 
scientific  diagnosis,  therapy,  and  manage- 
ment which  effectively  meet  the  over-all  re- 
quirements of  the  patient.  A further  stand- 
ard of  quality  is  that  the  care  be  readily 
available,  efficiently  rendered,  and  properly 
documented” ; and  be  it  further 

Resolved,  That  peer  review  committees,  in 
setting  procedures  and  standards  for  peer 
review  in  the  various  specialty  practices, 
seek  the  advice  of  the  corresponding  specialty 
medical  society. 

The  House,  after  discussion,  voted  to  delete 
the  words  “when  possible”  in  the  first  Resolved. 

The  House  then  voted  to  adopt  this  portion  of 
the  reference  committee  report  as  amended, 
thereby  approving  resolution  70-26  as  amended 
by  the  reference  committee  and  by  the  House. 

70-28.  Standards  for  Accreditation  to  Specify 
Number  of  Medical  Board  Meetings 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Joint  Commission  on  Ac- 
creditation of  Hospitals  has  set  forth,  as  a 
basic  principle  for  accreditation,  that  “the 
medical  staff  is  responsible  for  the  quality  of 
medical  care  rendered  to  patients  in  the  hos- 
pital”; and 

Whereas,  Most  large  hospitals  have  dele- 
gated this  most  important  responsibility  to  a 
medical  board;  and 

Whereas,  There  has  been  an  increasing 
trend  toward  the  further  delegation  of  this 
responsibility  to  an  executive  committee;  and 
Whereas,  Many  medical  boards  meet  so  in- 
frequently that  they  cannot  act  effectively 
on  behalf  of  the  medical  staff  in  the  manner 
defined  by  the  Joint  Commission  on  Accredi- 
tation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  to 
specify  in  its  Standards  for  Hospital  Accredi- 
tation that  all  medical  boards  meet  a mini- 
mum of  eight  times  a year ; and  be  it  further 
Resolved,  That  the  delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a similar  resolution  at  the  next 
meeting  of  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  June,  1970. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  hy  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

After  much  discussion,  your  reference  com- 
mittee recommends  that  this  resolution  be  re- 
ferred to  the  Committee  on  Hospital  and  Pro- 
fessional Relations  for  further  consideration. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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70-29.  Inclusion  of  Private  Practitioners  on 
Joint  Conference  Committee  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Joint  Commission  on  Ac- 
creditation of  Hospitals  defines  a Joint  Con- 
ference Committee  as  a medico-administra- 
tive advisory  committee  and  the  official  means 
of  liaison  among  the  medical  staff,  the  gov- 
erning body,  and  the  administrator;  and 
Whereas,  In  many  hospitals  the  medical 
staff  is  not  represented  on  the  Joint  Con- 
ference Committee  by  one  or  more  physicians 
in  the  private  practice  of  medicine;  and 

Whereas,  The  majority  of  patients  are 
treated  by  physicians  in  the  private  prac- 
tice of  medicine,  who  serve  the  hospital  on  a 
part-time  basis;  and 

Whereas,  The  prime  responsibility  of  hos- 
pitals is  the  best  possible  care  of  patients; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  to 
specify  that  a Joint  Conference  Committee 
include  adequate  representation  from  private 
practitioners  of  medicine,  elected  by  the  medi- 
cal staff ; and  be  it  further 

Resolved,  That  the  delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a similar  resolution  at  the  next 
meeting  of  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  June,  1970. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

For  purposes  of  clarification,  your  reference 
committee  suggests  the  following  changes  in 
wording: 

1.  The  subject  will  read  as  follows:  “In- 

clusion of  Community-Based  Physicians  on 
Hospital  Joint  Conference  Committees  as  Re- 
quired by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals.” 

2.  The  first  Whereas  remains  unchanged. 

3.  The  second  and  third  Whereases  will  read 
as  follows : 

Whereas,  In  many  hospitals  the  medical 
staff  is  not  represented  on  the  Joint  Confer- 
ence Committee  by  one  or  more  community- 
based  hospital  staff  members ; and 

Whereas,  The  majority  of  patients  are 
treated  by  community -based  physicians;  and, 

4.  The  fourth  Whereas  remains  unchanged. 

5.  The  first  Resolved  will  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the 

State  of  New  York  request  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  to 
specify  that  a Hospital  Joint  Conference 
Committee  include  adequate  representation 
from  community-based  practitioners  of  medi- 
cine. 

6.  The  second  Resolved  to  remain  unchanged. 


The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  resolution  70-29  as  amended. 

70-30.  Peer  Review  Committees  in  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  an  Ad  Hoc  Committee  on 
Peer  Review,  created  in  1969;  and 

Whereas,  Hospitals  in  New  York  State 
will  look  to  the  Medical  Society  of  the  State 
of  New  York  for  guidance  in  avoiding  pit- 
falls  in  peer  review  and  achieving  smooth 
operation  of  their  review  programs;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that  in 
hospital  peer  review  the  responsibility  of  the 
hospital  committees,  such  as  tissue,  audit, 
utilization,  and  records,  are  not  affected  or 
altered;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that 
peer  review  can  be  done  only  by  doctors  of 
medicine;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that  hos- 
pital staff  members  practicing  in  the  com- 
munity shall  comprise  or  be  included  on  peer 
review  committees,  as  well  as  on  committees 
such  as  tissue,  audit,  and  utilization;  and  be 
it  further 

Resolved,  That  in  the  review  of  individual 
cases,  representatives  of  the  field  of  medicine 
at  interest  be  included  on  the  committee, 
when  possible;  and  be  it  further 

Resolved,  That  peer  review  recommenda- 
tions be  made  to  the  hospital  medical  board 
since  that  body  is  responsible  for  the  regula- 
tion of  the  medical  staff. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

For  purpose  of  clarity,  resolution  70-30  has 
been  amended.  The  first  Resolved  is  omitted 
and  the  amended  resolution  will  read  as  fol- 
lows : 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  an  Ad  Hoc  Committee  on 
Peer  Review,  created  in  1969 ; and 

Whereas,  Hospitals  in  New  York  State 
will  look  to  the  Medical  Society  of  the  State 
of  New  York  for  guidance  in  avoiding  pit- 
falls  in  peer  review  and  to  achieve  smooth 
operation  of  their  review  programs;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that  peer 
review  decisions  can  be  accomplished  only 
by  doctors  of  medicine ; and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that 
community-based  hospital  staff  members  be 
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included  on  medical  and  hospital  peer  review 
committees ; and  be  it  further 

Resolved,  That  in  the  review  of  individual 
cases,  physicians  from  the  field  of  medicine 
involved  be  included  on  the  committee,  when 
possible ; and  be  it  further 

Resolved,  That  peer  review  recommenda- 
tions be  made  to  the  appropriate  medical  com- 
mittee. 

The  House,  after  discussion,  voted  to  delete 
the  words  “when  possible”  from  the  third  Re- 
solved. 

The  House,  after  further  discussion,  then 
voted  to  adopt  this  portion  of  the  reference  com- 
mitee  report  as  amended,  thereby  approving 
resolution  70-30  as  amended  by  the  reference 
committee  and  the  House. 

The  House  later  voted  to  reconsider  this  ac- 
tion, and,  after  discussion,  voted  to  refer  this 
resloution  to  the  Council  for  rewording,  with- 
out changing  the  intent,  in  consultation  with 
the  Ad  Hoc  Committee  on  Peer  Review  Mecha- 
nisms. 

70-47.  Immunity  From  Suit  for  Members  of 
Peer  Review  Committees 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  Government  authorities  and  in- 
surance carriers,  in  demanding  quality  and 
cost  controls,  have  created  an  impetus  for 
the  establishment  of  peer  review  committees; 
and 

Whereas,  Peer  review  committees  are 
made  up  of  physicians  who  have  the  re- 
sponsibility of  evaluating  and  passing  judg- 
ment on  the  quality,  necessity,  and  propriety 
of  their  colleagues’  work;  and 

Whereas,  There  is  a possibility  that  physi- 
cians serving  in  such  capacity  may  be  liable 
for  the  judgments  they  make  while  serving 
on  peer  review  committees;  and 

Whereas,  Physicians  serving  on  peer  re- 
view committees  are  often  also  officers  of  ex- 
ecutive committees  and  other  important  com- 
mittees of  medical  societies;  and 

Whereas,  The  threat  of  litigation  could 
seriously  intimidate  physicians  who  are  peer 
review  committee  members  and  interfere 
with  the  critical  work  of  these  committees; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  all  necessary  and 
proper  steps  to  secure  the  enactment  of  legis- 
lation which  would  enable  all  physicians  serv- 
ing as  members  of  peer  review  committees 
and  officers  and  members  of  executive  com- 
mittees of  county  medical  societies  to  be  held 
harmless  and  protected  from  all  suits  arising 
from  the  discharge  of  their  duties. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  that 
the  Resolved  read  as  follows,  and  I might  add, 


parenthetically,  this  is  being  done  on  advice  of 
legal  counsel.  I will  read  the  entire  Resolved, 
but  the  change  comes  in  the  last  couple  of 
lines: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  all  necessary  and 
proper  steps  to  secure  the  enactment  of  legis- 
lation which  would  enable  all  physicians 
serving  as  members  of  peer  review  commit- 
tees and  officers  and  members  of  executive 
committees  of  county  medical  societies  to  be 
given  immunity  from  all  suits  which  might 
arise  from  the  discharge  of  their  duties. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  adopting 
resolution  70-U7  as  amended. 

70-48.  Legislation  Prohibiting  Subpoena  of 
Hospital  and  Medical  Society  Peer  Review  Com- 
mittees’ Records 

Introduced  by  Nassau  and  Suffolk  County  Med- 
ical Society 

Whereas,  It  is  the  purpose  of  peer  review 
committees  to  upgrade  the  quality  of  medical 
care  constantly ; and 

Whereas,  Active  conduct  of  a meaningful 
program  often  results  in  criticism  of  the 
quality  of  a colleague’s  work;  and 

Whereas,  Exposure  of  records  by  sub- 
poena or  other  means  would  only  discourage 
peer  criticism  and  consequently  downgrade 
medical  care;  and 

Whereas,  Attempts  have  been  made  to  se- 
cure committee  records  for  the  purpose  of  es- 
tablishing liability ; and 

Whereas,  Some  records  contain  adverse 
criticism  which  may  or  may  not  imply  mal- 
practice; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  the  Committee 
on  State  Legislation  seek  enactment  of  a law 
prohibiting  the  use  of  peer  review  committee 
records  for  the  purpose  of  establishing  mal- 
practice actions  against  physicians  who  serve 
on  such  committees,  based  on  the  opinions 
and  criticisms  they  may  render  in  the  course 
of  their  duties  as  committee  members. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  adop- 
tion of  resolution  70-48. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-79.  Credit  Toward  Baccalaureate  Degree 
for  Hospital  School  Training 

Introduced  by  Queens  County  Medical  Society 

Whereas,  Nursing  care  in  most  hospitals 
is  deteriorating  because  of  lack  of  trained 
nursing  personnel  (registered  nurses)  ; and 

Whereas,  Between  1961  and  1971,  32  hos- 
pital schools  with  a total  enrollment  of  over 
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3,000  will  be  closed  with  only  a minority  go- 
ing into  degree  programs;  and 

Whereas,  Resolutions  have  repeatedly 
been  passed  recommending  methods  of  solv- 
ing this  nursing  loss  problem  without  im- 
plementation; therefore  be  it 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  urge  the  Legislature 
through  proper  channels  to : 

1.  Pass  appropriate  legislation  to  give 
two-years’  credit  toward  a Bachelor  de- 
gree to  registered  nurses  from  accredited 
hospital  nursing  schools; 

2.  Set  up  nursing  scholarships  not  only 
for  “degree  programs”  but  for  students  en- 
tering accredited  hospital  schools  to  en- 
able girls  who  cannot  go  to  distant  colleges 
in  their  younger  years  to  train  in  local 
schools  and  later  continue  toward  a degree 
if  they  desire;  and 

3.  Give  such  aid  to  deficient  hospital 
schools  as  might  be  required  to  raise  their 
standards  to  acceptable  levels  for  accredi- 
tation; and  be  it  further 

Resolved,  That  appropriate  resolutions  and 
recommendations  be  made  to  the  American 
Medical  Association  seeking  their  support  in 
implementing  these  proposals. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

A similar  resolution,  69-1,  was  passed  by  the 
House  last  year,  and  the  committee  recommends 
approval  of  resolution  70-79  and  reaffirmation 
of  resolution  69-1. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-82.  Nurse  Anesthetists:  Licensure  and 

Direct  Billing 

Introduced  by  Victor  J.  Tofany,  M.D.,  Section 
Delegate  on  Anesthesiology,  as  an  individual 

Whereas,  During  the  1969  session  of  the 
New  York  State  Legislature,  Assemblyman 
Beckman  introduced  two  bills  concerning 
nurse  anesthetists,  one  establishing  a sep- 
arate licensing  board  for  nurse  anesthetists, 
and  the  second  allowing  nurse  anesthetists  to 
bill  directly  for  Medicaid  services ; and 

Whereas,  The  nurse  anesthetist  is  at  pres- 
ent in  the  category  of  paramedical  personnel 
employed  by  the  hospital  and  acting  directly 
under  professional  supervision;  and 

Whereas,  The  New  York  State  Health 
Code  establishes  that  such  supervision  of 
nurse  anesthetists  is  necessary;  and 

Whereas,  The  New  York  State  Society  of 
Anesthesiologists  supports  the  concept  of 
professional  supervision  for  nurse  anesthe- 
tists; and 

Whereas,  These  two  bills  could  lead  to 
nurses  practicing  anesthesia  in  an  independ- 
ent fashion,  which  is  in  essence  practicing 
medicine;  therefore  be  it 

Resolved,  That  if  legislation  is  introduced 


in  future  sessions  of  the  New  York  State 
Legislature  to  establish  a separate  licensing 
board  for  nurse  anesthetists  and/or  to  allow 
nurse  anesthetists  to  bill  directly  for  their 
services,  the  Medical  Society  of  the  State  of 
New  York,  after  consultation  with  the  New 
York  State  Society  of  Anesthesiologists,  Inc., 
oppose  such  legislation. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  chang- 
ing the  Resolved  to  read  as  follows: 

Resolved,  That  if  legislation  is  introduced 
in  the  New  York  State  Legislature  to  estab- 
lish a separate  licensing  board  for  nurse 
anesthetists  and/or  to  allow  nurse  anesthe- 
tists to  bill  directly  for  their  services,  the 
Medical  Society  of  the  State  of  New  York 
oppose  such  legislation. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-83.  Rebate  of  Fees  from  Physicians  to 
Public  General  Hospitals 

Introduced  by  Queens  County  Medical  Society 

Whereas,  Senate  Int.  5304  now  before  the 
New  York  State  Legislature  would  allow 
physicians  employed  by  public  general  hos- 
pitals to  rebate  fees  paid  to  them  by  medical 
expense  indemnity  corporations  to  their  hos- 
pital employers;  and 

Whereas,  Such  payments  are  in  violation 
of  the  Principles  of  Professional  Conduct  of 
the  Medical  Society  of  the  State  of  New  York 
and  Section  6514  of  the  New  York  State  Ed- 
ucation Law;  and 

Whereas,  Such  changes  would  not  be  in 
the  public  interest  or  in  the  interest  of  the 
medical  profession ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  representations  to 
the  Legislature  of  the  reasons  why  Senate 
Int.  5304  should  not  be  enacted. 

Report  of  Reference  Committee  on  Stand- 
ards of  Medical  Care:  The  following  report 

was  presented  by  Gerald  L.  Glaser,  M.D.,  chair- 
man. 

After  considerable  and  detailed  discussion, 
your  reference  committee  recommends  approval 
of  the  following  substitute  resolution,  “Physi- 
cians’ Fees  in  Relation  to  Public  General  Hos- 
pitals.” 

Whereas,  The  House  passed  and  referred 
to  the  Council  resolutions  69-2  and  69-88 
favoring  amendment  of  Section  130  of  the 
General  Municipal  Law,  thereby  permitting 
attending  physicians  to  use  the  public  gen- 
eral hospitals  for  their  private  patients  and 
to  collect  fees  from  their  patients ; and 

"Whereas,  Senate  Int.  5304  now  before  the 
New  York  State  Legislature  would  imple- 
ment such  amendment  of  Section  130  of  the 
General  Municipal  Law;  and 
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Whereas,  Senate  Int.  5304  might  allow 
physicians  employed  by  public  general  hos- 
pitals to  rebate  fees  paid  to  them  by  medical 
expense  indemnity  corporations  to  their  hos- 
pital employers ; and 

Whereas,  Such  payment  could  be  in  viola- 
tion of  the  Principles  of  Professional  Con- 
duct of  the  Medical  Society  of  the  State  of 
New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  intent  of 
Senate  Int.  5304;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  alert  its  members  to  the 
dangers  potentially  inherent  in  this  law  of 
violation  of  Article  6,  Section  3 and  Section 
6,  of  the  Principles  of  Professional  Conduct 
of  the  Medical  Society  of  the  State  of  New 
York  and  of  Section  6514  of  the  New  York 
State  Education  Law. 

The  House  voted  to  amend  the  first  Resolved 
of  the  substitute  resolution  by  inserting  after 
the  words  “Senate  Int.  5304”  the  following 
phrase:  “as  it  relates  to  permitting  staff  phy- 

sicians to  treat  and  bill  private  patients  at  pub- 
lic general  hospitals.”  The  first  Resolved 
would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  intent  of 
Senate  Int.  5304  as  it  relates  to  permitting 
staff  physicians  to  treat  and  bill  private  pa- 
tients at  public  general  hospitals;  and  be  it 
further. 

The  House  then  voted  to  adopt  this  portion  of 
the  reference  committee  report,  thereby  approv- 
ing the  substitute  resolutioyi  as  amended. 


70-100.  Hospital  Practice  of  Medicine 

Introduced  by  M.  Theodore  Tanenhaus,  M.D., 
Section  Delegate  on  General  Practice,  as  an  in- 
dividual. 

Whereas,  The  professional  practice  of 
medicine  by  hospital  corporations  occurs 
when  hospitals  share  the  professional  fees  of 
its  physicians;  and 

Whereas,  This  results  in  exploitation  of 
the  medical  profession  and  is  not  in  the  pub- 
lic interest;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  position  op- 
posing the  professional  practice  of  medicine 
by  hospital  corporations. 

The  introduction  of  this  resolution  was  unan- 
imously voted  by  the  House. 

The  House  then  voted  to  adopt  this  resolu- 
tion. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 


Medicare  and  Medicaid 


Policy  and  Negotiating  Committee  on 
Government  Supported  Health  Plans  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Policy  and  Negotiating  Com- 
mittee on  Government  Supported  Health  Plans 
are: 

George  Himler,  M.D.,  Chairman.  .New  York 


G.  Rehmi  Denton,  M.D Albany 

Robert  Schwinger,  M.D Queens 

Stanley  Stark,  M.D Kings 


The  committee  has  had  two  scheduled  meet- 
ings since  the  last  session  of  the  House  of 
Delegates.  In  addition,  since  the  number  of 
committee  members  is  small,  the  chairman  and 
the  members  were  in  frequent  communication 
by  telephone. 

As  the  delegates  are  aware,  it  was  rumored 
in  late  February  and  early  March  that  the 
Governor  was  contemplating  a cutback  of  20 
per  cent  in  physicians’  fees  under  the  Medi- 
caid program.  Your  chairman  prepared  a 
memorandum  on  the  proposed  reduction  of 
fees  by  administrative  decree  and,  in  addition 
to  pointing  out  the  inequity  of  the  ruling,  pre- 
dicted that  it  would  cause  large  numbers  of 
physicians  to  discontinue  their  support  of 
Medicaid.  The  memorandum  also  pointed  out 
that  the  contemplated  freeze  on  hospital  reim- 
bursement at  the  1968-1969  level  would  cause 
serious  financial  difficulties,  particularly  among 
the  voluntary  hospitals.  The  memorandum  was 
submitted  to  the  Governor  on  or  about  March 
27,  1969,  and  was  distributed  to  the  county 
medical  societies  shortly  thereafter  for  their 
information. 

Characteristically,  both  the  cutback  and  the 
freeze  on  hospital  reimbursements  were  put 
into  effect  on  June  1,  1969,  in  spite  of  that 
memorandum.  At  about  the  same  time,  the 
State  Legislature  enacted  a 20  per  cent  coin- 
surance requirement  for  those  individuals  who 
were  eligible  because  of  income  for  Medicaid 
but  who  were  not  on  categorical  money  as- 
sistance. This  went  into  effect  on  July  1,  1969. 

The  effects  of  the  cutback,  the  freeze,  and  the  j 
copayment  requirement  were  exactly  as  pre- 
dicted. The  State  Medical  Society  received 
hundreds  of  letters  or  copies  of  letters  sent  to 
the  Governor,  mostly  from  up-state  physicians, 
indicating  their  intent  to  discontinue  treating 
Medicaid  beneficiaries  as  private  patients.  At 
the  same  time,  since  it  was  estimated  that 
hospital  costs  would  rise  by  16  per  cent  in  the 
year  1969-1970  and  were  meeting  expectations, 
many  voluntary  hospitals  began  to  feel  the 
pinch  of  receiving  reimbursement  at  rates  be- 
low their  costs  for  the  care  rendered  to  Medi- 
caid patients.  The  hospitals  were  forced  to  cur- 
tail their  services  and  naturally  did  so  in  those 
areas  offering  the  least  return. 

As  a result  of  these  actions  on  the  part  of 
the  Governor  and  the  Legislature,  the  indigent 
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sick  people  now  have  fewer  physicians  to  treat 
them  as  private  patients,  and,  simultaneously, 
fewer  institutional  facilities  to  render  them 
ambulatory  care.  In  addition,  State  costs  did 
not  diminish  appreciably  because  the  concen- 
tration of  patients  in  hospital  outpatient  de- 
partments meant  that  the  State  had  to  pay  for 
the  most  expensive  single  care  unit,  which  is  a 
patient’s  visit  to  a hospital  outpatient  clinic. 

As  the  delegates  are  aware,  the  political,  so- 
cial, and  fiscal  climate  of  the  past  year  has  not 
been  propitious  for  the  negotiation  of  improved 
professional  fees,  let  alone  a usual,  customary, 
and  reasonable  fee  payment  basis.  The  com- 
mittee, therefore,  turned  its  attention  to  mat- 
ters that  were  more  immediately  promising. 

Your  chairman  testified  before  the  New  York 
State  Insurance  Department  on  the  applica- 
tion of  Associated  Hospital  Service’s  (New 
York  City  Blue  Cross)  application  for  a 49 
per  cent  increase  in  the  premium  rate.  Most 
of  the  testimony  did  not  bear  on  the  purposes 
of  this  committee,  but  one  item  did.  Blue 
Cross  proposed  to  provide  coverage  for  am- 
bulatory diagnostic  services  in  hospital  out- 
patient departments  in  addition  to  ambulatory 
preadmission  diagnostic  work-up.  There  was 
naturally  no  equivalent  coverage  offered  in 
either  category  for  the  same  services  in  physi- 
cians’ offices.  The  statement  made  in  the  name 
of  the  committee  and  the  Medical  Society  of 
the  State  of  New  York  emphatically  opposed 
such  underwriting,  especially  for  diagnostic 
services  rendered  on  an  ambulatory  basis. 
Copies  of  this  statement  are  available  for  those 
who  wish  to  read  it. 

Your  chairman  also  presented  a statement 
before  Senator  Norman  Lent’s  Joint  Legisla- 
tive Committee  on  October  3 on  the  subject  of 
Medicaid.  There  is  no  need  to  recapitulate  it 
in  this  report  but,  in  general,  it  spoke  against 
the  manner  in  which  Medicaid  is  being  admin- 
istered and  the  levels  of  professional  fees.  The 
report  went  on  to  make  seven  recommendations 
for  improving  the  program. 

An  interesting  fact  emerged  from  this  last 
hearing.  The  legislators  present,  from  both 
parties,  were  unanimous  in  agreeing  that  re- 
ductions in  physicians’  fees  and  the  20  per  cent 
coinsurance  legislation  had  been  injudicious, 
to  say  the  least,  and  had  badly  hurt  the  pro- 
gram and  the  recipients  of  medical  assistance. 
Your  chairman  could  elicit  no  promises,  but 
it  appears  that  a number  of  legislators  are  be- 
coming convinced  that  payment  for  services 
must  be  realistic,  if  beneficiaries  of  this  pro- 
gram are  to  have  proper  health  care.  Your 
committee  intends  to  follow  up  this  change  in 
legislative  sentiment  and  hopes  to  have  more 
progress  to  report  shortly. 

The  chairman,  as  always,  is  indebted  to  G. 
Rehmi  Denton,  M.D.,  and  Robert  Schwinger, 
M.D.,  for  their  support  and  wise  counsel.  He 
also  wishes  to  welcome  a new  member,  Stanley 
Stark,  M.D.,  Kings  County,  who  will  be  a most 
valuable  addition. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


Policy  and  Negotiating  Committee  on  Govern- 
ment Supported  Health  Plans  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen : 

The  annual  report  of  this  committee  ended 
on  the  rather  optimistic  note  that  a thaw  had 
been  observed  in  the  attitude  of  the  members  of 
Senator  Norman  Lent’s  Joint  Legislative  Com- 
mittee in  the  matter  of  professional  fees.  Sub- 
sequent events  indicate  that  the  optimism  was 
premature. 

The  interim  report  of  the  Lent  Committee  be- 
came available  to  the  Society  in  mid-December. 
Its  contents  provoked  a meeting  of  the  Execu- 
tive Committee  of  the  Council  at  which  time 
the  report  was  reviewed  carefully.  The  Execu- 
tive Committee  recommended,  and  the  Council 
directed,  that  it  be  referred,  in  sections,  to  ap- 
propriate individuals  and  committees  of  the  So- 
ciety for  analysis  and  comment,  since  it  seemed 
necessary  to  rebut  some  of  its  more  glaring 
errors  and  misrepresentations. 

Your  chairman  was  charged  with  the  prepa- 
ration of  the  Society’s  comments  on  the  portions 
of  the  report  that  dealt  with  Medicaid  and 
with  the  Joint  Legislative  Committee’s  opinions 
on  capitation  reimbursed,  hospital-based  group 
practice. 

When  the  individual  analyses  and  comments 
have  been  completed  and  assembled  into  a 
single  statement,  the  latter  will  be  reviewed  by 
an  ad  hoc  committee  of  the  Council.  When  it 
is  in  final  form,  it  will  be  distributed  to  the 
Legislature,  the  executive  branch  of  the  State 
government,  and  to  all  other  interested  parties. 
Copies  of  the  statement  will  be  provided  for 
the  House  of  Delegates,  and  it  will  be  publicized 
in  appropriate  fashion. 

Since  the  contents  of  the  interim  report  and 
the  Society’s  response  will  be  generally  known 
by  the  time  of  the  annual  meeting  in  February, 
they  need  not  be  discussed  in  detail  in  this  re- 
port. Your  chairman  will  limit  himself  to  a 
few  general  observations  to  update  the  annual 
report. 

In  spite  of  the  Joint  Legislative  Committee’s 
publicly  expressed  opinion  that  the  20  per  cent 
cutback  in  providers’  fees  had  been  extremely 
ill  advised,  the  interim  report  contained  the 
recommendation  that  the  reductions  be  restored 
onhj  for  pharmacists  and  prosthetists.  The  re- 
port failed  to  mention  the  20  per  cent  co-insur- 
ance required  of  Medicaid  recipients  who  are 
not  on  categorical  assistance,  although  the 
committee  admitted  that  this,  too,  had  been  a 
mistake. 

The  interim  report  went  on  to  highlight  the 
familiar,  unsubstantiated  allegations  of  wide- 
spread fraud  on  the  part  of  providers,  appar- 
ently with  the  dual  objective  of  explaining  the 
high  costs  of  Medicaid  and  of  promoting  the 
committee’s  beliefs  in  group  practice.  The 
main  thrust  of  this  portion  of  the  document  was 
to  find  fault  with  present  delivery  systems  and 
the  fee-for-service  payment  mechanism,  and  to 
advocate  government  support  for  hospital- 
based  group  practice  reimbursed  on  a capita- 
tion, prepayment  basis.  It,  therefore,  seems 
to  your  committee  that  the  State  government  is 


June  1,  1970  / New  York  State  Journal  of  Medicine  1555 


still  intent  on  pursuing  its  discredited  Medicaid 
policies,  and  that  it  will  again  seek  the  enact- 
ment of  a State  compulsory  or  universal  health 
insurance  program  as  a means  of  concealing 
some  of  Medicaid’s  costs  and  diminishing  the 
State’s  contribution. 

Although  we  have  not  seen  the  final  bill  on 
compulsory  health  insurance,  we  are  given  to 
understand  that  it  will  not  differ  materially 
from  those  of  previous  years.  It  seems  likely 
that  proposed  benefits  will  again  be  limited  to 
services  rendered  in  hospitals  and  hospital  out- 
patient departments,  without  collateral  bene- 
fits for  those  services  that  are  rendered  in 
physicians’  offices.  If  this  is  the  case,  the  Medi- 
cal Society  of  the  State  of  New  York  will  again 
be  compelled  to  oppose  enactment  of  the  bill. 
Although  your  committee  hesitates  to  make  po- 
litical prognostications,  it  considers  it  unlikely 
that  a compulsory  health  insurance  law  will  be 
passed  at  this  legislative  session. 

Whether  or  not  a compulsory  health  insur- 
ance law  is  passed,  the  Society  must  continue 
to  press  for  its  previously  recommended  modi- 
fications of  Medicaid  and  continue  its  campaign 
to  bring  medical  fees  into  line  with  prevailing 
rates.  The  increasing  disarray  of  the  program 
should  shortly  begin  to  add  public  pressure  to 
our  own  efforts. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid  : The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

The  annual  and  supplementary  reports  of  the 
Policy  and  Negotiating  Committee  on  Govern- 
ment Supported  Health  Plans  were  read  by  the 
reference  committee.  We  urge  all  members  of 
the  House  to  read  these  reports  in  their  en- 
tirety. 

The  chairman,  George  Himler,  M.D.,  pre- 
pared a memorandum  on  the  proposed  reduc- 
tion of  fees  by  administrative  decree,  opposing 
this  reduction  and  pointing  out  that,  as  a re- 
sult of  these  actions  on  the  part  of  the  Governor 
and  the  Legislature,  the  indigent  sick  people 
would  have  fewer  physicians  to  treat  them  as 
private  patients.  Characteristically,  the  cut- 
back and  the  freeze  on  hospital  reimbursements 
were  put  into  effect  June  1,  1969.  The  increas- 
ing disarray  of  the  program  should  shortly  be- 
gin to  add  public  pressure  to  the  clamor  for 
change. 

Your  reference  committee  concurs  with  the 
opinions  of  this  committee  and  urges  it  to  con- 
tinue to  pursue  its  excellent  and  conscientious 
efforts. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Commentary  by  the  Medical  Society  of 
the  State  of  New  York  on  the  Interim  Re- 
fort  of  the  New  York  State  Joint  Legisla- 
tive Committee  on  the  Problems  of  Public 
Health,  Medicare,  Medicaid,  and  Compul- 
sory Health  and  Hospital  Insurance,  dated 
December  15, 1969 


The  governing  body  of  the  Medical  Society  of 
the  State  of  New  York  (MSSNY),  the  Council, 
has  received  and  reviewed  the  interim  report  of 
the  New  York  State  Joint  Legislative  Commit- 
tee on  the  Problems  of  Public  Health,  Medicare, 
Medicaid,  and  Compulsory  Health  and  Hospital 
Insurance  (JLC).  The  Council  is  in  substan- 
tial agreement  with  a few  of  the  conclusions 
and  recommendations  presented  in  the  report. 
Unfortunately,  there  are  many  with  which  it 
cannot  agree. 

The  first  three  subjects  of  the  interim  report 
deal  with  Medicaid;  its  abuse  or  misuse,  the 
problems  inherent  in  its  dual  administration, 
and  reimbursement  under  the  program.  The 
fourth  is  devoted  to  conclusions  the  committee 
has  reached  on  the  virtues  of  hospital-based, 
group  practice,  capitation  prepayment  plans. 

Under  these  four  headings,  the  many  factors 
which  the  administration  and  the  Legislature 
must  consider  in  depth  to  make  sound  decisions 
in  vital  health  matters,  are  given  only  the  most 
superficial  treatment.  The  conclusions  are 
biased  and  based  largely  on  insufficient  evidence 
and  surmise. 

Representatives  of  the  MSSNY  gave  testi- 
mony on  these  subjects  before  the  Joint  Legisla- 
tive Committee  on  October  2 and  October  3, 
1969.  The  Council  notes  that  literally  none  of 
the  arguments  they  advanced  are  given  con- 
sideration in  the  interim  report,  in  spite  of 
their  direct  bearing  on  the  subjects  in  question. 

The  MSSNY  emphatically  does  not  wish  to 
assume  an  adversary  position  in  these  matters. 
Nevertheless,  its  officers  feel  that  if  some  of  the 
opinions  and  recommendations  go  unchallenged, 
and  are  taken  at  face  value,  they  will  lead  to 
even  further  deterioration  of  the  health  services 
available  to  the  indigent  and  medically  indigent 
in  this  State. 

Accordingly,  the  Council  referred  the  various 
sections  of  the  interim  report  to  the  individuals 
and  committees  of  the  State  Medical  Society, 
expert  in  the  subjects  under  the  different  head- 
ings, for  their  appraisal  and  comment.  Under 
the  circumstances,  their  discussions  are  not, 
and  cannot  be,  comprehensive  or  complete  but 
they  do  amplify  the  interim  report  and  give  it  a 
truer  perspective.  These  discussions  are  pre- 
sented herewith,  and  the  Council  of  the  MSSNY 
hopes  that  they  will  be  helpful  in  the  modifica- 
tion and  improvement  of  the  medical  assistance 
program  and  in  the  drafting  of  future  health 
legislation. 

Medicaid  Abuse,  Misuse,  and  Overuse.  The 
Joint  Legislative  Committee,  in  listing  unac- 
ceptable practices  on  the  part  of  providers  of 
services,  allegedly  reported  hy  the  local  social 
service  commissioners,  fails  completely  to  dis- 
tinguish between  those  that  are  fraudulent  and 
those  that  relate  to  the  propriety  and  quality  of 
services.  The  MSSNY  agrees  wholeheartedly 
that  government,  at  all  levels,  has  not  only  the 
right  but  the  responsibility  to  protect  public 
funds  against  fraudulent  claims  by  any  suitable 
mechanism.  The  use  of  “watchdog  systems”  or 
any  other  type  of  detection  system  that  is  rea- 
sonable and  economically  feasible  is  therefore 


1556  New  York  State  Journal  ot  Medicine  / June  1,  1970 


perfectly  warranted,  provided  it  in  directed 
toward  the  detection  and  correction  of  fraud  in 
the  program. 

We  note  parenthetically  that  the  estimate  of 
a recoverable  $50  to  $00  million  annually  is 
pure  hypothesis  since  it  is  merely  an  extrapola- 
tion of  the  5 to  6 per  cent  fraud  rate  alleged  by 
the  New  York  City  Department  of  Health,  as 
applied  to  an  over-all  annual  expenditure  of  $1 
billion  for  the  Medicaid  Program.  The  State 
Medical  Society  further  questions  whether  these 
illegal  practices  are  equally  prevalent  among 
all  classes  of  providers  and  whether  figures, 
broken  down,  might  not  better  indicate  the 
areas  on  which  watchdog  activities  might  ef- 
fectively be  concentrated.  Furthermore,  unless 
fraud  is  substantially  equal  among  all  classes 
of  providers,  it  seems  misleading  and  unjust  to 
impute  it  to  them  all,  across-the-board. 

The  Joint  Legislative  Committee  comments 
that  “the  organized  professions  oppose  and  re- 
sent efforts  by  government  to  set  standards  for 
the  delivery  of  health  care  and  for  peer  review 
of  their  services."  This  statement,  of  course, 
merely  demonstrates  the  superficiality  of  the 
study.  The  organized  professions,  particularly 
the  medical  profession,  have  accepted  standards 
for  the  delivery  of  health  care,  as  they  have 
been  promulgated  by  the  State  Health  Depart- 
ment. Furthermore,  medicine  has  neither  re- 
sented nor  resisted  peer  review,  if  the  term  is 
used  in  its  proper  connotation.  Peer  review  of 
services  is  not  review  by  government  agencies 
or  agents;  it  is  review  of  the  services  or  prac- 
tices of  a professional  by  properly  constituted 
committees  or  groups,  conducted  under  the 
aegis  of  his  own  professional  society. 

What  physicians  and  health  professionals 
have  properly  resented  and  resisted  has  been 
the  unwarranted  extension  of  the  “watchdog 
system”  into  peer  review  and  the  intrusion  of 
government  into  professional  practice  for  qual- 
ity audit  purposes  under  the  guise  of  protecting 
public  funds  against  fraud.  Licensed  physi- 
cians have  further  resented  and  opposed  the  at- 
tempt of  the  State  Health  Department  authori- 
ties to  impose  special  qualifications  and  require- 
ments on  those  who  would  participate  in  the 
medical  assistance  program.  These  efforts  have 
done  little  or  nothing  to  improve  quality,  but 
have  drastically  reduced  the  availability  of  serv- 
ices by  alienating  physicians  from  the  pro- 
gram. 

The  State  Medical  Society,  in  its  testimony 
before  the  Joint  Legislative  Committee,  offered 
an  explanation  of  the  peer  review  system  and  a 
practical  alternative  to  government  overcontrol. 

The  State  Medical  Society  believes  that  any 
system  is  subject  to  fraud,  misuse,  or  overuse. 
The  organization  agrees  that  it  is  the  respon- 
sibility of  government  to  protect  the  public 
against  the  waste  of  its  funds  by  assuring  it- 
self that  services  and  supplies  billed  for  have 
actually  been  delivered  and  are  of  acceptable 
quality.  Most  of  the  municipal  and  local  gov- 
ernments that  administer  Medicaid  programs 
have  established  a system  of  checks  of  one  kind 
or  another. 


To  supplement  government  efforts,  the  medi- 
cal profession  has  accepted  the  responsibility  of 
monitoring  program  costs,  helping  to  contain 
them,  and  auditing  quality— all  through  a sys- 
tem of  peer  review.  Peer  review  is  basically  an 
expression  of  the  intent  of  the  medical  profes- 
sion to  oversee  the  performance  of  individual 
physicians  in  all  aspects  of  the  delivery  of 
health  care,  through  their  own  local,  state,  and 
national  organizations,  as  an  alternative  to 
government  policing  and  control. 

There  is  ample  precedent  for  self-regulatory 
action.  In  the  early  nineteen  hundreds,  a self 
study  conducted  by  the  medical  profession  re- 
sulted in  sweeping  reforms  in  medical  educa- 
tion. It  was  the  medical  profession  that  volun- 
tarily established  minimum  standards  of  train- 
ing and  postgraduate  study  for  generalists  and 
specialists.  It  was  the  medical  profession  that 
created  the  tissue  committees,  forerunners  of 
the  modern  audit  committees.  It  was  the  medi- 
cal profession  that  undertook  utilization  control 
years  before  it  became  mandatory  under  Medi- 
care (PL  89-97).  Organizations  of  physicians 
comprise  the  Joint  Commission  on  Accreditation 
of  Hospitals  that  sets  standards  for  hospital 
performance.  Many  medical  societies  have 
voluntarily  established  grievance  committees  to 
hear  and  adjudicate  fee  disputes  between  physi- 
cians and  individual  patients  or  third-party 
payers.  The  Medical  Committee  on  Grievances 
of  the  State  Education  Department,  which 
serves  to  protect  the  public  against  unscrupu- 
lous and  illegal  practices,  is  composed  entirely 
of  physicians.  Finally,  the  medical  societies 
nominate  and  provide  the  impartial  specialists 
who  adjudicate  disputes  between  physicians  and 
carriers  on  medical  necessity,  propriety  of 
treatment,  and  fees  in  the  Workmen’s  Com- 
pensation program.  These  supervisory  activi- 
ties of  organized  medicine  have  been  in  effect 
for  some  time  and  have  proved  their  efficacy. 
There  is  a plethora  of  evidence,  therefore,  to 
prove  that  the  medical  societies  have  both  the 
will  and  the  ability  to  police  their  few  “bad 
actors.” 

Peer  review  actually  encompasses  all  the  in- 
dividual functions  outlined.  It  includes  medical 
audit,  utilization  review,  grievance  procedures, 
the  monitoring  of  fees,  and  the  enforcement  of 
medical  ethics.  There  is  literally  no  aspect  of 
physician  activity  that  is  not,  or  cannot  be, 
subject  to  peer  review.  In  most  instances,  hos- 
pital medical  boards  and  the  medical  societies, 
in  addition  to  passing  judgment,  have  the  power 
to  apply  corrective  measures  where  those  are 
indicated.  Perhaps  the  only  exception  is  in 
cases  of  fraud  which  must,  by  law,  be  referred 
to  the  State  Education  Department. 

It  is  worth  noting  that  experience  with  these 
review  functions  has  shown  that  2 to  3 per  cent 
of  physicians  are  responsible  for  over  90  per 
cent  of  abuse  and  complaint  and  that  the  mere 
existence  of  policing  agencies  and  committees 
has  a salutary  preventive  effect.  In  view  of 
these  observations,  it  would  be  ill-advised  to 
establish  more  than  a spot  check  system  of 
supervision.  Hospitals  have  already  set  up 
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their  control  mechanisms.  Modern  computer- 
ization can  readily  be  applied  to  ambulatory 
services  to  screen  cases  for  peer  review. 

The  control  system  to  detect  and  prevent 
abuse  is,  therefore,  already  at  hand.  The  major 
thrust  of  the  activities  of  the  MSSNY  is  to  en- 
courage and  assist  local  medical  societies  to 
further  develop  and  refine  their  peer  review 
functions.  Proper  utilization  of  spot  checks 
and  reviewing  can  and  will  cut  down  abuse  to 
an  irreducible  minimum. 

Three  Committee  Proposals.  On  the  basis  of 
the  foregoing  arguments,  the  State  Medical  So- 
ciety strongly  urges  the  following  actions  in 
regard  to  the  three  proposals  which  “the  com- 
mittee further  recommends.” 

1.  The  State  Medical  Society  recommends 
against  the  adoption  of  the  “watchdog  system” 
as  it  is  currently  in  use  in  New  York  City.  It 
further  recommends  that  program  administra- 
tors establish  their  watchdog  systems  only  for 
the  purpose  of  detecting  fraud  and  that  the 
peer  review  concept  administered  and  controlled 
by  professional  organizations  be  adopted  on  a 
state-wide  basis  as  the  most  acceptable  and 
practical  means  of  cost  and  quality  control. 

2.  The  State  Medical  Society  recommends 
that  this  proposal  be  amended  to  read  as  fol- 
lows : 

The  State  and  local  Social  Services  Depart- 
ments should  make  data  available  readily  to 
the  State  and  local  health  departments  and  to 
professional  society  peer  review  groups  so 
that  case  profiles  may  be  prepared  to  indicate 
the  pattern  of  service  provided  and  the  pat- 
tern of  abuse  which  such  profiles  may  expose. 

3.  The  State  Medical  Society  is  completely  in 
accord  with  this  recommendation  calling  for 
legislation  imposing  penalties  for  those  pro- 
viders intentionally  falsifying  their  claims  or 
overusing  the  program  and  for  those  recipients 
who  intentionally  set  forth  false  information. 

Administrative  Problems  Arising  from  the 
Dual  and  Sometimes  Overlapping  Functions  of 
the  Department  of  Health  and  the  Department 
of  Social  Services  in  the  Administration  of 
Medicaid.  The  MSSNY  is  in  accord  that  the 
joint  administration  of  the  Medicaid  program 
by  two  departments,  operating  on  a contract 
agreement,  has  been  a complete  failure.  On 
repeated  occasions,  the  State  Medical  Society 
has  recommended  that  the  program  be  placed 
under  the  control  of  a single  agency  or  turned 
over  to  the  voluntary,  nonprofit  carriers  to  op- 
erate. The  recommendations  made  by  Andrew 
C.  Fleck,  M.D.,  first  deputy  commissioner,  New 
York  State  Health  Department,  as  reported  in 
the  interim  report  would  overcome  some  of  the 
inadequacies  of  the  present  contract  arrange- 
ment and  give  the  State  Health  Department 
more  authority,  which  it  needs.  Their  adop- 
tion would  create  a system  preferable  to  the 
present  one,  although  it  would  not  correct  all 
the  inefficiencies  inherent  in  the  dual  operation 
of  the  program. 

The  MSSNY  would  strenuously  oppose  vest- 
ing the  administration  of  Medicaid  in  the  State 


Social  Services  Department  which  has  con- 
sistently refused  to  impose  uniform  rules,  regu- 
lations, and  operations  in  the  local  agencies. 
As  a result,  there  are  currently  as  many  pro- 
grams as  there  are  local  offices,  which  has  con- 
tributed greatly  to  program  inefficiency.  These 
conditions  would  merely  be  perpetuated  if  the 
State  Social  Services  Department  were  solely 
responsible  for  the  operation  of  Medicaid. 

Medicaid  should  be  operated  by  a single  body 
of  established  competence  that  is  responsible 
and  publicly  accountable  for  the  entire  pro-  i 
gram. 

Once  policy  is  established,  the  voluntary  | 
health  and  hospital  insurance  carriers  could 
do  the  actual  administration  efficiently  and 
cheaply.  Legislation  to  permit  such  an  ar- 
rangement already  exists.  The  placing  of  i 
Medicaid  under  a single  agency  should  be  ac- 
complished without  further  delay. 

Administrative  Costs.  The  MSSNY  is  deeply  | 
disappointed  that  the  Joint  Legislative  Com- 
mittee, in  presenting  what  is  supposedly  a I 
competent  and  balanced  report  on  Medicaid,  | 
has  not  seen  fit  to  inquire  into  the  matter  of 
administrative  costs  and  their  over-all  effect  on  i 
the  cost  of  the  Medicaid  Program. 

The  State  Medical  Society,  acting  on  the  i 
complaints  of  physicians,  has,  on  many  occa-  i 
sions,  objected  to  the  red  tape  and  delays  that  i 
have  characterized  the  Medicaid  program  from  ! 
its  inception.  In  spite  of  these  objections, 
there  has  been  little  or  no  sign  of  improvement. 

A major  complaint  has  been  in  regard  to  the 
procedures  required  of  participating  physicians. 

In  spite  of  repeated  urging,  the  State  Social 
Services  Department  has  stubbornly  declined  !i 
to  impose  a uniform  set  of  rules,  regulations, 
and  procedures  on  the  local  offices.  As  a result,  ■ 
each  such  office  administers  its  program  in  its 
own  fashion.  Physicians  who  deal  with  several 
county  agencies,  therefore,  have  multiple  sets 
of  regulations  to  abide  by  and  must  use  a 
variety  of  report  and  bill  forms. 

In  many  areas,  the  invoice  forms  are  un- 
necessarily involved  and  require  too  much 
clerical  work  to  complete.  Billing  for  services 
rendered  to  patients  who  have  both  Medicare 
and  Medicaid  coverage  is  excessively  cumber- 
some and  involves  delays  in  payment. 

The  second  major  objection  has  been  the  in- 
efficiency of  the  local  offices  in  handling  claims, 
raying  for  services  rendered,  and  informing 
physicians  of  the  status  of  the  accounts  they 
are  carrying.  Claims  for  services  rendered 
are  often  lost  and  must  be  resubmitted  at  the 
cost  of  extra  clerical  work  and  additional  wait-  I 
ing  time  for  payment.  Even  when  payments 
are  made  on  the  initial  invoice,  they  are  often  I 
delayed  for  several  months. 

In  New  York  City,  the  Social  Services  De- 
partment assured  the  State  Medical  Society 
that  sophisticated  data  processing  equipment 
had  been  installed  and  that  payment  was  made 
within  two  weeks  of  the  receipt  of  a bill.  Since 
this  was  contrary  to  experience,  it  was  no  sur- 
prise to  read  in  the  New  York  City  newspapers 
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that  the  Medicaid  Bureau  was  forced  to  older 
its  employes  to  work  overtime  to  “reduce  the 
almost  incredible  backlog  of  Medicaid  bills.” 
It  was  also  reported  that  the  City,  as  a result 
of  this  backlog,  had  lost  millions  of  dollars  in 
State  and  Federal  matching  funds  because  the 
processing  of  bills  had  not  been  completed 
within  one  year  of  the  rendering  of  the  service. 

The  manner  in  which  Medicaid  has  been 
managed  has  naturally  aroused  interest  in  how 
much  of  its  high  cost  can  be  ascribed  to  ineffi- 
cient management.  The  State  Medical  Society 
has  consistently  been  refused  information  on 
the  cost  of  administration.  Voluntary  and 
commercial  carriers  keep  careful  records  on 
the  ratio  of  administrative  expense  to  total 
premiums  or  total  expenditures,  and  they  con- 
sider this  a fundamental  standard  in  judging 
their  performance.  The  voluntary  carriers  are 
required  by  law  to  keep  their  administrative 
expense  below  certain  set  percentages.  The 
MSSNY  asks  the  Joint  Legislative  Committee, 
Why  is  this  not  done  in  Medicaid? 

Physicians  are  constantly  and  publicly  casti- 
gated for  the  failures  of  the  Medicaid  program 
and  accused  of  escalating  its  cost.  Since  physi- 
cians and  the  public  have  the  right  to  know 
how  many  millions  of  dollars  are  wasted,  the 
State  Medical  Society  maintains  that  there 
should  be  an  investigation  of  the  cost  of  the 
administration  of  the  Medicaid  program.  Since 
the  providers  of  services  are  legitimately  sub- 
ject to  investigation,  audit,  and  review,  the 
administrators  should  be  subject  to  similar  in- 
vestigation, especially  when  evidence  of  ineffi- 
ciency is  available.  Since  there  are  standards 
of  performance  for  providers,  there  should  also 
he  standards  of  performance  for  government 
agencies. 

Reimbursement.  The  Joint  Legislative  Com- 
mittee’s treatment  of  reimbursement  is  again 
disappointingly  superficial.  The  committee 
prooerly  notes  that  it  was  besieged  with  com- 
plaints from  the  providers  of  services,'  but  it 
refrains  from  indicating  the  nature  of  those 
complaints  and  makes  no  judgment  on  whether 
or  not  they  were  justified.  Although  at  the  time 
of  the  interim  report  the  committee  was  divided 
on  repeal  of  the  20  per  cent  copayment  provi- 
sion, the  State  Medical  Society  is  pleased  to 
note  that  the  committee  subsequently  spon- 
sored a bill  repealing  the  20  per  cent  copay- 
ment provision,  which  has  been  advocated  by 
the  MSSNY. 

Physicians’  Fees.  When  Governor  Rocke- 
feller was  first  considering  the  administrative 
reduction  of  physicians’  fees  under  Medicaid, 
the  State  Medical  Society  in  late  March,  1969, 
prepared  a memorandum  opposing  a reduction, 
giving  reasons  for  its  objections,  and  predicting 
the  outcome  if  fees  and  payments  were  cut 
back.  The  memorandum  pointed  out  that  the 
New  York  State  maximum  fee  schedule  of 
1966  was  adopted  unilaterally,  over  the  pro- 
tests of  the  medical  profession.  The  schedule 
was  then  estimated  to  be  an  average  of  35  per 
cent  below  the  usual  or  “going”  rates,  with 


specific  percentages  varying  from  community 
to  community.  More  than  three  years  elapsed 
without  an  upward  revision  during  which  time 
the  cost  of  living,  and  practicing  medicine,  in- 
creased by  5 to  6 per  cent  per  year.  The 
originally  substandard  schedule  was,  therefore, 
reduced  by  15  to  18  per  cent  by  attrition  alone. 
When  added  to  this  ongoing  erosion  of  fees, 
the  20  per  cent  rollback  imposed  by  the  Gov- 
ernor reduced  physician’s  reimbursement  to  a 
level  considerably  below  that  of  the  old  “Book 
V’,  Welfare  Schedule.” 

It  was  pointed  out  that  physicians  were  un- 
happy with  the  administration  of  Medicaid  and 
the  State  Medical  Society  predicted  that  a re- 
duction in  fees  would  trigger  a mass  with- 
drawal from  the  program.  This  had  indeed 
happened.  Hundreds  of  letters,  many  of  them 
copies  of  original  letters  sent  to  the  Governor, 
have  been  received  by  the  State  Medical  So- 
ciety announcing  the  decisions  of  individual 
physicians  to  discontinue  accepting  Medicaid 
patients.  Almost  all  of  these  were  from  up- 
state, since  physician  participation  in  the  pro- 
gram in  New  York  City  was  negligible  from 
the  beginning. 

Upstate  county  medical  societies  have  held 
meetings  devoted  entirely  to  the  problems  of 
Medicaid.  Without  exception,  the  physicians 
who  spoke  expressed  frustration  and  bitter- 
ness. They  discussed  ways  and  means  of  trans- 
ferring their  Medicaid  patients  to  free  facilities 
because  they  could  no  longer  afford  to  carry 
them  as  private  patients  in  their  own  offices. 
Many  expressed  a willingness  to  man  clinics  at 
minimal  fees  or  free  of  charge  if  the  com- 
munities would  set  up  facilities  and  provide 
ancillary  personnel  for  the  care  of  Medicaid 
patients.  Finally,  and  most  significantly,  they 
were  emphatic  in  stating  that,  in  the  future, 
they  would  not  support  government  programs 
that  did  not  make  formal  provision  for  them 
to  negotiate  the  terms  and  conditions  of  their 
service. 

In  agreement  with  this  philosophy,  the  State 
Medical  Society  created  a Policy  and  Negoti- 
ating Committee  for  the  purpose  of  negotiating 
terms  and  conditions  of  physicians’  services 
under  governmental  programs.  On  two  occa- 
sions, the  Governor  has  denied  the  State  Medi- 
cal Society’s  request  that  he  appoint  a group, 
with  power  to  act,  to  meet  with  its  representa- 
tives on  a regular  basis.  The  State  Medical 
Society’s  only  contacts  have  been  with  the 
State  Commissioners  of  Health  and  Social- 
Services,  who  literally  have  no  authority. 
Since  the  State  Medical  Society  has  had  only 
two  short  and  nonproductive  meetings  with 
the  Governor,  it  was  forced  to  channel  its  at- 
tempts to  modify  this  program  through  meet- 
ings with  legislators,  recourse  to  the  informa- 
tion media,  and  public  hearings.  These  ac- 
tivities have  involved  much  effort  with  little  or 
no  results.  Government  must  come  to  the 
realization  that  physicians  no  longer  will  render 
their  services  under  programs  that  deliberately 
and  systematically  deprive  them  of  a voice. 

Hospital  Reimbursements.  The  MSSNY  also 
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has  been  concerned  with  hospital  reimburse- 
ments as  they  affect  the  delivery  of  health 
services.  In  the  memorandum  mentioned,  the 
State  Medical  Society  warned  the  Governor  of 
the  crisis  that  would  ensue  if  the  payments  to 
hospitals  for  services  rendered  to  Medicaid  pa- 
tients were  frozen.  They  were  frozen,  never- 
theless, and  that  crisis,  at  last  in  New  York 
Citv,  followed. 

The  principal  interest  of  the  MSSNY  in  med- 
ical fees  is  not  the  result  of  an  interest  in  the 
incomes  of  its  member  physicians.  The  physi- 
cian shortage  in  this  State  has  been  well  enough 
publicized  for  all  to  be  aware  that  physicians’ 
incomes  do  not  depend  on  the  Medicaid  pa- 
tients. The  only  effect  of  the  inadequate  State 
Maximum  Fee  Schedule,  as  amended,  is  to  de- 
prive the  indigent  person  of  desperately  needed 
services  and  to  increase,  rather  than  to  de- 
crease, the  cost  of  the  State,  by  channeling 
Medicaid  beneficiaries  into  more  expensive  hos- 
pital facilities. 

Government  should  realize  that  it  cannot 
legislate  or  decree  bargains  in  health  care,  be- 
cause they  do  not  exist.  Hospitals  cannot  in- 
cur heavy  deficits  in  providing  services  for 
public  charges  such  as  Medicaid  patients  and 
long  survive.  Physicians  cannot  render  per- 
sonal, private  care  at  reimbursement  rates  that 
do  not  even  cover  their  overhead  costs. 

In  1966,  the  State  proudly  announced  to  the 
medically  indigent  patients  that  they  had  been 
granted  the  dignity  of  being  treated  like  all 
other  patients.  The  welfare  discount  principle 
was  supposedly  abandoned  and,  with  it,  the 
demeaning  conditions  under  which  welfare  pa- 
tients formerly  received  health  services.  They 
thenceforth  were  to  have  the  status  of  private 
patients  and  have  physicians  of  their  own  choice 
if  they  so  desired.  They  had  been  brought  into 
the  mainstream  of  medicine. 

Today,  more  than  three  years  later,  the  med- 
ically indigent  patients  are  faced  with  cruel 
disillusionment.  Eligibility  levels  for  medical 
assistance  are  lower  than  those  of  the  old  Kerr- 
Mills  formula,  so  that  fewer  of  the  poor  can 
qualify  for  aid.  The  providers  of  services  have 
been  so  antagonized  and  alienated  that  they  are 
leaving  the  program  in  droves,  causing  the 
medically  indigent  patients  to  fall  back,  as  be- 
fore, on  the  clinics,  emergency  rooms,  and 
teaching  wards  of  voluntary  and  municipal  hos- 
pitals. At  the  same  time,  these  hospitals, 
owing  to  persistent  underfinancing  by  the 
State,  are  cutting  back  on  services  and  will 
naturally  retrench  in  areas  where  reimburse- 
ment is  least.  The  means  test  has  not  been 
eliminated,  and  the  welfare  aura  has  not  been 
dissipated.  In  summary,  more  than  three  years 
of  Medicaid  and  the  expenditure  of  huge  sums 
of  money  have  done  no  more  than  bring  about  a 
disastrous  deterioration  in  the  health  care  of 
the  poor. 

Since  Medicaid  has  been  a failure,  it  must 
now  be  either  rebuilt  or  replaced.  The  State 
Medical  Society  cautions  the  committee  against 
making  the  easy  assumption  that  a universal 
health  insurance  program  will  eliminate  the 


problems  of  the  poor  people  in  obtaining  health 
care  or  diminish  the  financial  burden  on  the 
State.  The  government  will  still  have  to  buy 
health  and  hospital  insurance  for  the  indigent 
people  who,  by  and  large,  are  unemployed.  The 
State  will  still  have  to  purchase  services  for 
them  when  their  slim  insurance  benefits  are 
exhausted  and  when  they  require  services  that 
are  not  covered  by  their  contracts.  Whether  or 
not  a universal  health  insurance  law  is  en- 
acted, a medical  assistance  program  will  still 
be  necessary,  but  it  must  be  a drastic  im- 
provement over  the  current  program. 

In  concluding  the  discussion  of  Medicaid  re- 
imbursement, the  MSSNY  would  be  interested 
in  knowing  the  reasons  by  which  the  Joint 
Legislative  Committee  found  it  expedient  to 
recommend  and  implement  a restoration  of  the 
fee  reductions  only  to  pharmacists  and  vendors 
of  prostheses.  The  members  of  the  committee, 
at  the  public  hearing,  were  almost  unanimous 
in  their  opinion  that  the  reduction  in  medical 
fees  had  been  a grave  error  in  judgment  and 
had  had  drastic  consequences  on  Medicaid 
beneficiaries.  Why,  then,  did  the  committee 
fail  to  recommend  the  restoration  of  the  roll- 
back in  the  medical  fee  schedule? 

The  preceding  three  sections  have  had  to  do 
with  Medicaid.  At  the  public  hearings,  the 
MSSNY  presented  the  Joint  Legislative  Com- 
mittee with  seven  recommendations  for  the  im- 
provement of  the  program.  The  Society’s 
officers  believe  they  have  merit,  and  they  are, 
therefore,  incorporated  in  this  study  to  com- 
plete its  Medicaid  portion. 

Seven  Medicaid  Recommendations.  The  fol- 
lowing are  our  recommendations: 

1.  Centralize  the  operation  of  Medicaid  in 
one  independent  department  or  turn  over  its 
operation  to  the  voluntary  health  and  hospital 
insurance  carriers. 

2.  Establish  and  enforce  standards  of  effi- 
ciency in  administration  for  whatever  agency 
has  the  responsibility  for  the  program. 

3.  Simplify  the  rules,  regulations,  and  billing 
procedures  and  standardize  them  throughout 
the  State. 

4.  Abandon  punitive  and  irresponsible  fiscal 
policies  and  provide  adequate  reimbursement 
for  the  providers  of  services.  Adoption  of  the 
usual,  customary,  and  reasonable  concept  of 
payment  would  not  increase  the  State’s  cost 
excessively.  If  that  principle  for  payment 
cannot  now  be  accepted,  at  least  bring  jointly 
negotiated  fee  schedules  into  reasonable  cor- 
respondence with  current  rates. 

5.  Provide  necessary  incentives  for  econom- 
ical and  efficient  operation  of  hospitals  and  then 
pay  them  on  the  basis  of  their  costs  plus  allow- 
ance for  plan  depreciation. 

6.  Establish  a single  agency  to  meet  regu- 
larly with  the  representatives  of  the  health 
professional  associations  for  the  purpose  of  ne- 
gotiating the  terms  and  conditions  under  which 
services  are  to  be  rendered. 

7.  Control  abuse  of  the  program  by  utilizing 
the  peer  review  mechanisms  offered  by  the  State 
and  county  medical  societies  and  call  for  the 
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development  of  such  programs  by  the  other 
health  professions,  if  they  do  not  already  exist. 

The  Development  of  a New  Health  Delivery 
System  Based  on  the  Concept  of  Hospital- 
Based,  Group  Practice  Prepayment  Plans. 
Again,  the  Joint  Legislative  Committee  ap- 
pears to  have  been  unduly  affected  by  repre- 
sentatives of  special  interests.  Even  if  all  the 
claims  made  for  this  type  of  practice  and  pay- 
ment mechanism  could  be  proved,  and  they  can- 
not, it  should  be  obvious  to  everyone  that  the 
statistics  on  costs  and  utilization  derived  from 
the  Kaiser-Permanente  and  Health  Insurance 
Plan  programs  apply  to  selected  groups  and 
not  the  public  at  large.  Certainly  the  patient 
universe  in  each  of  these  plans  is  vastly  differ- 
ent from  the  indigent  to  which  any  government 
program  patterned  after  these  organizations 
would  apply.  This  fact  alone  invalidates  the 
application  of  their  experience  to  Medicaid. 

The  interim  report  quotes  James  Brindle,  of 
Health  Insurance  Plan,  who  presents  figures 
from  the  Federal  Employees  Health  Benefits 
Program  of  1966,  implying  that  the  number  of 
utilizers  per  1,000  persons  and  the  days  of  hos- 
pitalization between  the  Blue  Cross  Blue  Shield 
plans  and  the  Group  Practice  was  due  to  the 
fact  that  the  former  operated  on  a fee-for-serv- 
ice  basis.  What  Mr.  Brindle  did  not  mention 
was  a comparison  in  the  same  program  of  the 
individual  practice  programs,  which  is  on  a 
fee-for-service  basis  and  which  also  stresses 
outpatient  services,  the  same  as  the  group  prac- 
tice programs.  In  these  instances  the  figures 
were  comparable.  The  MSSNY  could  quote  in- 
numerable statistics  to  show  the  individual 
practice  plans  on  a fee-for-service  basis  and 
the  group  practice  plans  on  a per  capitation 
basis,  closed  panel  program  will  vary  only 
slightly. 

It  is  perfectly  obvious  that  it  is  not  the  fee 
for  service  which  is  the  important  factor  in 
hospitalization  but  whether  the  insurance  pro- 
gram offers  outpatient  or  out  of  hospital  serv- 
ices. This  could  be  done  either  in  the  physi- 
cian’s office  as  under  individual  practice  plans 
or  in  group  practice  centers. 

After  approximately  twenty  years  of  opera- 
tion, prepaid  group  practice,  based  on  the 
capitation  system,  accounts  for  only  1 per  cent 
of  the  health  services  rendered  in  this  nation. 
This  speaks  poorly  for  its  acceptance  by  either 
the  public  or  the  medical  profession.  In  those 
situations  where  groups  of  employes  have  the 
choice  between  prepaid  group  plans  and  those 
providing  either  service  or  cash  indemnity,  or 
both,  the  subscriber’s  choice  is  invariably  heav- 
ily in  favor  of  the  latter  plans  which  permit 
them  to  choose  their  own  physicians. 

The  MSSNY  is  aware  that  some  groups, 
which  are  reimbursed  for  medical  services  on  a 
prepayment  basis,  have  conducted  and  pub- 
lished elaborate  self-studies  which,  not  sur- 
prisingly, indicate  that  they  render  more  effi- 
cient care  at  a lower  rate  than  systems  based 
on  fee  for  service.  The  State  Medical  Society, 
however,  has  not  seen  one  objective,  independ- 
ent study  that  proves  these  claims.  Indeed,  all 


present  evidence  indicates  that  care  rendered 
in  clinics  manned  by  salaried  physicians,  and 
this  would  include  those  paid  on  a capitation 
basis,  tends  to  be  more  expensive  than  private, 
fee-for-service  care,  unless  the  former  system 
includes  some  restriction  on  services.  As  far 
as  quality  of  care  is  concerned,  either  system 
permits  the  delivery  of  services  of  high  quality 
and  neither  lacks  incentives  or  safeguards  to 
insure  that  quality. 

The  State  Medical  Society  is  not  discussing 
the  relative  advantages  or  disadvantages  of 
these  two  methods  of  delivering  and  paying  for 
health  care.  It  wishes  to  point  out,  however, 
that  the  entire  health  care  structure  in  this 
State  has  already  suffered  greatly  as  the  result 
of  hasty  and  ill-considered  action,  based  on  in- 
sufficient evidence  and  analysis,  on  the  part  of 
both  the  executive  and  legislative  branches  of 
government.  It  would  seem  prudent  to  permit 
these  two  varieties  of  medical  care  and  financ- 
ing to  prove  their  worth  in  competition  before 
rewriting  the  Insurance  Law  to  give  preferen- 
tial treatment  to  closed  panel  group  practice 
based  on  prepayment  by  capitation. 

The  committee’s  attention  is  further  drawn 
to  the  fact  that  practicing  physicians  who, 
either  individually  or  in  groups,  treat  patients 
on  a fee-for-service  basis  are  presently  deliver- 
ing the  bulk  of  medical  services.  Their  skills 
constitute  a major  health  asset  for  the  State 
of  New  York.  An  attempt  to  coerce  them  into 
capitation  group  practice  for  Medicaid  pur- 
poses would  undoubtedly  have  the  effect  of 
causing  them  to  further  withdraw  their  sup- 
port from  the  program.  To  attempt  to  do  this 
by  fiat  for  all  practice  might  well  cause  them 
to  leave  the  State  in  large  numbers,  thereby 
creating  an  even  greater  crisis  in  health  man- 
power than  the  administration’s  Medicaid  poli- 
cies have  already  done. 

Venereal  Disease.  The  points  made  by  the 
Joint  Legislative  committee  in  this  regard  are 
wrell  taken.  It  is  recognized  that  venereal  dis- 
ease is  epidemic  throughout  the  world  in  spite 
of  the  fact  that  it  responds  readily  to  treat- 
ment. The  MSSNY,  therefore,  supports  the 
position  of  the  American  Social  Health  Associ- 
ation that  the  laws  of  all  states  that  pertain  to 
the  treatment  and  reporting  of  venereal  disease 
should  be  uniform. 

Lead  Poisoning.  The  MSSNY  is  in  complete 
accord  that  lead  poisoning  is  a public  health 
problem  and  that,  both  from  the  humanitarian 
and  economic  points  of  view,  aggressive  action 
is  indicated  for  its  prophylaxis  and  treatment. 

The  MSSNY  cannot  comment  on  the  pro- 
posals being  prepared  by  the  committee,  since 
they  are  not  set  forth.  It  merely  can  hope 
that  the  recommendations  reflect  the  true  ex- 
tent of  the  problem. 

Health  Manpower.  In  the  question  of  health 
manpower,  the  Joint  Legislative  Committee  ap- 
parently jumps  to  a conclusion  without  first 
considering  the  related  problems.  The  MSSNY 
agrees  that  the  utilization  of  “physicians’  as- 
sistants” has  the  potential  of  increasing  the 
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efficiency  of  the  delivery  of  health  care.  How- 
ever, the  legal  status  of  physicians’  assistants 
must  be  determined  and  decisions  must  be 
made  regarding  their  most  appropriate  rela- 
tionships with  physicians,  hospitals,  nurses 
and  other  ancillary  personnel,  and  with  pa- 
tients. 

In  addition,  a few  of  the  other  problems 
which  must  be  considered  fall  under  two  major 
headings: 

1.  Educational  programs : 

A.  Provided  at  medical  centers  and/or 
community  colleges? 

B.  What  shall  be  the  standards  for  the 
curricula? 

C.  Shall  physicians’  assistants  be  regis- 
tered after  certification? 

D.  Shall  courses  be  open-ended  and  pro- 
vide credits  for  students  who  wish  to  con- 
tinue their  studies  for  a baccalaureate  de- 
gree? 

2.  Practical  questions  relating  to  the  use  of 
physicians’  assistants: 

A.  What  will  be  the  legal  status  of  such 
personnel? 

B.  What  changes  will  be  required  in  the 
Medical  and  Nursing  Practice  Acts? 

C.  What  effect  is  their  utilization  likely 
to  have  on  professional  malpractice  insur- 
ance in  New  York  State? 

D.  Has  the  effect  on  malpractice  cover- 
age been  discussed  by  the  committee  with 
the  major  carriers  of  such  insurance? 

E.  What  effect  can  their  utilization  ulti- 
mately have  on  the  costs  of  medical  care? 

The  MSSNY  does  not  disagree  with  the  con- 
cept of  physicians’  assistants.  It  does  not,  how- 
ever, see  in  the  interim  report  any  awareness 
of  the  questions  that  must  be  answered  and  the 
problems  that  must  be  solved  before  that  con- 
cept can  be  adopted  and  implemented.  The 
mere  mandating  of  sub-departments  for  train- 
ing such  personnel  within  Departments  of  Gen- 
eral Practice  is  much  too  simplistic  an  approach 
and  is  likely  to  have  major  repercussions  in  the 
future  unless  legislation  in  this  area  is  more 
carefully  thought  out. 

Research  Programs.  The  interim  report  is 
factual  in  reporting  the  cutback  in  Federal 
funds  for  research  purposes.  It  is  also  true 
that  New  York  State  has  programs  in  the  spe- 
cial areas  of  cancer,  kidney  disease,  and  arterio- 
vascular  ailments.  Many  medical  schools  in  the 
State  have  had  partially  completed  projects  in- 
terrupted, modified,  or  terminated  by  the  loss 
of  Federal  funds.  The  MSSNY  is  of  the  opin- 
ion that  if  the  State  wishes  to  support  research 
programs,  it  should  support  those  that  have 
been  in  existence,  rather  than  use  the  loss  of 
Federal  funds  as  a reason  for  establishing  new 
research  centers  to  deal  with  various  categories 
of  disease. 

Institute  for  Burns.  The  reasoning  set  forth 
in  the  preceding  section  applies  to  the  creation 
of  an  Institute  for  Burns.  There  is  an  abun- 
dance of  research  on  the  treatment  of  burns  be- 
ing conducted  in  various  sections  of  the  coun- 


try, and  the  findings  of  those  projects  are 
readily  available  to  the  clinicians  who  treat 
burns.  The  creation  of  a special  institute  in 
New  York  State  for  this  purpose  is,  therefore, 
superfluous.  The  committee  is  correct  in  identi- 
fying the  need  for  prompt  and  effective  care  of 
victims  of  burns  and  their  proper  rehabilitation 
after  treatment.  A more  practical  approach 
to  the  problem  would  be  to  provide  State  sup- 
port for  the  establishment  of  strategically  lo- 
cated burn  treatment  centers,  in  existing  hos- 
pital facilities  throughout  the  State,  that  could 
render  the  specialized  care  that  severely  burned 
individuals  require.  A singe  institute  devoted 
to  the  treatment  of  burns  and  burn  research 
would  not  appreciably  increase  total  treatment 
capacity  and  is  therefore  considered  to  be  in- 
advisable. 

Rubella  Vaccination.  The  State  Medical  So- 
ceity  has  taken  no  formal  position  on  the  ques- 
tion of  injection  of  rubella  vaccine.  However, 
the  majority  of  physicians,  and  especially  obste- 
tricians, are  in  favor  of  having  all  children  re- 
ceive antirubella  vaccine,  providing  that  no 
rubella  vaccine  is  given  to  any  female  over  the 
age  of  puberty  where  there  might  be  a risk  of 
the  girl  being  or  becoming  pregnant  shortly 
after  the  innoculation  and  thus  running  the 
risk  of  producing  a defective  offspring. 

With  this  proviso,  the  State  Medical  Society 
would  have  no  objection  to  having  compulsory 
rubella  vaccinations. 

Abortion.  MSSNY  is  in  favor  of  reforming 
the  present  penal  law  governing  abortion.  Such 
legislation  must  include  the  following  provi- 
sions : 

1.  A licensed  physician  can  terminate  a preg- 

nancy if  he  can  reasonably  establish  that  there 
is  substantial  risk  that:  (a)  continuance  of 

the  pregnancy  would  gravely  impair  the  physi- 
cal or  mental  health  of  the  mother,  or  ( b ) the 
child  will  be  born  with  grave  physical  or  mental 
defect,  or  (c)  the  pregnancy  resulted  from 
statutory  or  forcible  rape  or  incest. 

2.  Abortion  may  be  performed  on  a female 
(a)  who  has  a permanent  and  incapacitating 
physical  or  mental  condition  which  would 
render  her  incapable  of  caring  for  the  child,  if 
born,  or  (b)  in  whom  the  pregnancy  com- 
menced while  the  female  was  unmarried  and 
under  the  age  of  sixteen  and  is  still  unmarried. 

3.  Abortions  shall  be  performed  only  in  ac- 
credited hospitals. 

4.  Abortions  shall  not  be  performed  unless 
previously  approved  by  an  appropriate  com- 
mittee designated  as  a special  committee  on 
therapeutic  abortion  and  sterilization,  consist- 
ing of  3 to  5 accredited  physicians,  in  accord- 
ance with  carefully  promulgated  local  hospital 
regulations. 

At  the  present  time,  MSSNY  is  opposed  to 
the  repeal  of  all  laws  governing  therapeutic 
abortion. 

Universal  Health  Insurance.  The  MSSNY 
believes  a comprehensive  health  insurance  pro- 
gram is  essential  to  offer  all  the  people  of  New 
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York  State  adequate  health  care.  It  should 
embody  the  following  basic  principles: 

1.  It  should  be  patterned  after  Title  18,  A 
and  B (PL  89-97),  utilizing  coinsurance  but  not 
deductibles. 

2.  Private  insurance  carriers  should  be  uti- 
lized. 

3.  The  State  and  Federal  government  should 
utilize  Medicaid  funds  to  pay  health  insurance 
premiums. 

4.  The  State  should  assist  in  the  payment  of 
health  insurance  premiums  for  the  near  in- 
digent segment  of  the  population. 

5.  There  should  be  cost  sharing  of  the  em- 
ployer and  emplove  to  pay  insurance  premiums. 

6.  There  should  be  tax  incentives  for  the  re- 
mainder of  the  population  to  purchase  insur- 
ance. 

7.  The  insurance  program  should  not  disrunt 
the  existing  pattern  of  practice  by  altering  the 
principles  of  freedom  of  choice,  fee  for  service, 
and  usual  and  customary  fee  concepts.  Flexi- 
bility in  the  delivery  and  financing  of  health 
care  in  deprived  areas  to  promote  efficiency  and 
to  effect  economy  is  acceptable,  provided  quality 
medical  care  is  maintained.  Fixed-fee  sched- 
ules negotiated  with  the  countv  medical  so- 
cieties would  be  acceptable  in  deprived  areas 
under  certain  circumstances. 

8.  pasic  minimum  health  benefits  should  be 
specified  and  should  include  parallel  coverage 
for  medical  and  diagnostic  services  in  the  hos- 
pital setting  and  in  the  doctor’s  office  to  keep 
institutional  use  and  costs  at  a minimum. 

9.  Catastrophic  health  insurance  should  be 
an  integral  part  of  the  program. 

10.  Peer  review  mechanism  through  county 
medical  society  committees  should  be  an  inte- 
gral part  of  the  program. 

The  MSSNY  did  not  support  the  “health  se- 
curity act”  of  1968  (S.  5417)  or  the  Governor’s 
Universal  Health  Insurance  Bill  for  1969  (S. 
4998),  nor  was  it  supported  by  labor  or  man- 
agement. The  cost  control  provisions  of  S. 
4998  were  commendable.  However,  the  MS- 
SNY objected  strenuously  to  the  attempt  of 
New  York  State  to  impose  a delivery  care  sys- 
tem which  would  reouire  patients  to  go  to  a 
hospital  facility  to  utilize  their  insurance.  This 
is  the  most  expensive  area  of  health  care  costs 
and  has  been  docun’ented  time  and  time  again 
in  studies  not  only  in  this  country  but  in  Wales, 
England,  and  Sweden.  We  know  from  govern- 
ment programs  that  it  is  much  more  expensive 
to  treat  a patient  in  a clinic  than  it  is  in  a 
physician’s  office.  One  need  only  review  the 
spiralling  cost  of  outpatient  and  emergency 
room  charges  in  the  last  few  years  to  appre- 
ciate this  point. 

All  the  Universal  Health  Insurance  proposals 
that  have  been  advanced  in  this  State  have 
limited  benefits  to  those  obtained  in  a hospital 
or  hospital  outpatient  department.  This  is  not 
the  answer  to  health  care  costs.  Health  insur- 
ance programs  should  encourage  decentraliza- 
tion from  the  hospital  rather  than  centraliza- 
tion of  health  care  service  within  the  hospital 
framework.  Anyone  who  is  familiar  writh  the 


economics  of  health  care  costs  would  readily 
appreciate  the  increased  annual  increment  of 
hospital  costs  from  7.5  to  15  to  16  per  cent 
within  the  past  few  years.  The  catch-up  wage 
contracts,  fringe  benefits,  increasing  number 
of  employes  per  patient,  increased  sophistica- 
tion of  medical  and  technical  procedures,  sup- 
plies, increased  use  of  allied  health  profes- 
sionals, and  a host  of  other  factors  are  the 
main  reasons.  Governor  Rockefeller’s  pro- 
posed increased  minimum  wage  will  also  ac- 
celerate the  rising  hospital  costs  in  this  infla- 
tionary economy.  It  does  not  make  sense  to 
tailor  health  insurance  programs  into  a hospital 
setting.  It  is  much  more  economical  to  di- 
versify into  physicians’  offices  and  neighbor- 
hood health  centers  where  appropriate. 

The  recommendations  in  this  section  of  the 
interim  report  appear  to  be  merely  another  at- 
tempt on  the  part  of  the  committee  to  impose 
a capitation  payment,  hospital-based  group 
practice  type  of  delivery  care  system  on  the 
people  of  New  York  State. 

We  believe  a national  health  insurance  pro- 
gram will  be  forthcoming  within  a few  years. 
If  New  York  State  develops  its  own  program 
patterned  after  the  Governor’s  bill  of  1969,  the 
expense  may  drive  industry  out  of  New  York 
State  and  may  result  in  a drain  of  some  of  the 
health  professions  from  New  York  State. 

DDT  and  Other  Persistent  Pesticides.  The 
State  Medical  Society  is  very  much  in  accord 
with  this  portion  of  the  interim  report.  In  fact, 
at  a meeting  held  in  Buffalo  by  Assemblyman 
Chester  R.  Hardt,  in  July,  1969,  Walter  S. 
Walls,  M.D.,  president-elect,  MSSNY,  pre- 
sented a statement  along  the  lines  of  the  in- 
terim report. 

The  State  Medical  Society  agrees  with  the 
intention  expressed  by  the  Federal  government 
on  November  12,  1969,  that  it  intended  to  bar 
all  but  essential  uses  of  DDT  during  the  next 
two  years.  In  the  event,  however,  that  this 
restriction  does  not  go  into  effect,  the  State 
Medical  Society  has  no  objections  to  any  of  the 
eight  recommendations  made  in  the  interim  re- 
port in  regard  to  the  use  of  DDT  and  other 
persistent  pesticides. 

Medical  Schools.  In  1967  and  1968  New 
York  State  was  a debtor  to  other  states  in  medi- 
cal education  by  240  students.  1,398  residents 
of  New  York  State  were  admitted  to  United 
States  medical  schools  which  accounted  for  14.7 
per  cent  of  the  9,479  students  admitted  to  the 
94  United  States  medical  schools  that  year.  Of 
these  1.398  students,  830  were  admitted  to  New 
York  State  schools  and  568  to  schools  in  other 
states.  Against  the  568  educated  out  of  state, 
New  York  State  medical  schools  admitted  328 
nonresidents  so  we  were  a debtor  State  to 
other  states  by  240.  The  data  for  1968  and 
1969  are  similar.  Of  1,453  residents  of  New 
York  State  admitted  to  United  States  medical 
schools,  849  entered  medical  schools  in  this 
State  and  604  were  admitted  to  schools  in  other 
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states.  When  Mt.  Sinai  medical  school  entered 
into  the  picture,  there  were  eight  private 
schools  which  admitted  304  nonresidents  and 
three  State-supported  schools  which  admitted 
42.  Thus,  New  York  State  increased  its  debt 
to  other  states  for  the  medical  education  of  its 
residents  from  240  in  1967-1968  to  258  in  1968- 
1969. 

The  contract  arrangements  between  the  pri- 
vate schools  and  the  State  universities  for  the 
expansion  enrollment  for  first-year  students 
will  end  with  the  entering  class  of  1971  when 
they  graduate  in  1974.  In  1967—1968  the  pri- 
vate medical  schools  expended  $179,434,067  of 
which  the  State,  under  its  contracts,  provided 
about  $450,000.  For  1968-1969  the  private 
schools  spent  $210  million,  and  the  State  pro- 
vided approximately  $1  million  of  that.  It  is 
estimated  that  by  1970  the  private  schools  will 
have  expanded  their  enrollment  of  first-year 
students  to  802  or  nearly  100  more  than  they 
enrolled  in  1967. 

These  figures  were  presented  to  the  chair- 
man of  the  Joint  Legislative  Committee  by  the 
Associated  Medical  Schools  of  Greater  New 
York  in  December,  1969.  The  Joint  Legisla- 
tive Committee  had  this  information  on  hand 
when  it  prepared  its  discussion  on  medical 
schools  that  appears  in  the  interim  report.  The 
committee,  for  demonstration,  apparently 
picked  out  the  one  school  that  had  admitted  311 
out-of-state  students  of  a total  of  511,  and  then 
made  the  assumption  that  all  these  311  would 
return  to  their  home  states  after  graduation 
and  internship.  This  may  or  may  not  be  true, 
but  it  is  true  that  New  York  State  is  a debtor 
to  other  states  for  the  medical  education  of 
its  residents.  The  committee’s  discussion  of 
amending  the  laws  “to  compute  aid  on  some 
modified  formula  of  assistance  on  the  basis  of 
state  resident  only”  is  far-fetched  when  the 
total  facts  of  resident  versus  nonresident  ad- 
mission to  New  York  State  medical  schools  are 
considered. 

Geographic  location  as  a basis  for  acceptance 
of  applicants  and/or  a restrictive  agreement 
that  they  shall  return  to  their  place  of  origin 
following  their  medical  education  has  been 
thoroughly  tested  and  discarded  by  literally 
dozens  of  well-intentioned  communities  in  the 
nursing  field,  and  the  principle  applied  to  physi- 
cians as  well.  It  is  now  accepted  practice  that 
a community,  which  loans  funds  for  nursing 
education,  will  cancel  the  loan  if  the  nurse  re- 
turns to  the  community  for  a certain  length  of 
time,  but  there  is  nothing  compulsory  about  it. 
Legislators  stress  the  idea  of  compulsory  re- 
turn, but  it  will  not  work. 

If  New  York  State  helps  educate  medical 
students,  whether  they  come  from  the  city  or 
the  rural  areas,  it  is  contributing  to  national 
medical  education  and  the  chances  are  better 
than  fifty-fifty  that  the  residents  educated  out 
of  State  plus  the  graduates  of  other  states  that 
drift  into  New  York  State  will  exceed  the  flow 
the  other  way. 

The  problems  of  physician  supply  and  de- 
mand cannot  be  studied  on  a restricted  geo- 


graphic basis.  Newly  licensed  physicians  in 
New  York  State  have  received  their  medical 
education  in  many  different  areas.  Our  major 
aim  should  be  to  achieve  consistency  of  licens- 
ing and  educational  standards  and  continuing 
to  be  receptive  to  new  and  changing  concepts. 

Implementing  Legislation.  The  MSSNY  is 
cognizant  of  the  fact  that  several  bills,  spon- 
sored by  the  Joint  Legislative  Committe,  im- 
plementing the  interim  report  have  been  intro- 
duced in  the  State  Legislature.  These  pro- 
posals are  now  being  carefully  studied  by  the 
MSSNY  State  Legislation  Committee,  and  the 
State  Medical  Society’s  position  on  them  will 
be  forwarded  shortly  to  the  Joint  Legislative 
Committee  and  the  standing  committees  of  the 
Assembly  and  Senate  to  which  they  have  been 
referred. 

Conclusion.  The  officers  and  Council  of  the 
Medical  Society  of  the  State  of  New  York  wish 
to  re-emphasize  their  purpose  in  responding  to 
the  interim  report  of  the  Joint  Legislative  Com- 
mittee in  such  detail.  The  solution  of  the  ur- 
gent and  massive  problems  that  beset  health 
care  delivery,  particularly  to  the  poor  people, 
will  result  only  from  a coordinated,  multidis- 
ciplinary approach.  The  MSSNY,  through  its 
officers  and  many  committees,  has  devoted  much  ; 
time  and  energy  to  the  consideration  of  these 
problems  and  is,  therefore,  in  the  position  to 
contribute  sound  recommendations  and  counsel 
in  the  drafting  of  health  legislation,  and  it  feels 
obligated  to  do  so.  This  study  of  the  interim 
report  is  a response  to  that  sense  of  obligation. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chair- 
man. 

The  committee  reviewed  those  portions  of 
the  commentary  of  the  Medical  Society  of  the 
State  of  New  York  on  the  interim  report  of 
the  New  York  State  Joint  Legislative  Commit- 
tee (Lent  Committee)  which  refer  to  Medicare  [ 
and  Medicaid. 

This  report  refuted  in  admirable  fashion  the 
various  allegations  of  the  Lent  Committee;  we 
recommend  strongly  that  this  “Commentary” 
be  widely  disseminated  within  the  profession 
and  to  public  officials  and  organizations  who 
are  concerned  with  health  matters. 

We  believe  that  this  document  is  an  excel- 
lent position  paper  on  Medicaid  and  should  be 
used  as  such  by  the  various  speakers  bureaus 
of  the  county  medical  societies. 

The  House  voted  to  adopt  this  portion  of  the  ;| 
reference  committee  report. 

Interspecialty 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Interspecialty  Commit- 
tee are  as  follows: 

Kenneth  A.  Kelly,  Jr.,  M.D.,  ( Anesthesiol- 
ogy) Chairman Erie 

Frank  J.  Fragala,  M.D.,  ( Surgery ) 

Westchester 
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Bernard  Kronenberg,  M.D.,  ( Ophthalmology ) 

New  York 

John  P.  Lambert,  M.D.,  ( Psychiatry ) 

Westchester 

Herbert  Lansky,  M.D., (Pathology) Erie 

George  Liberman,  M.D.,  ( General  Practice) . 

Kings 

Samuel  Madell,  M.D.,  (Radiology)  .New  York 

Perrin  B.  Snyder,  M.D.,  (Urology) 

New  York 

John  R.  Williams,  M.D.,  (Internal  Medicine) 
Monroe 

This  committee  had  its  first  meeting  on  July 
16,  at  which  time  the  chairman  was  elected. 

At  the  present  time  representatives  from  the 
following  specialty  groups  have  been  invited  to 
participate  in  the  activities  of  this  committee: 
surgery,  pathology,  general  practice,  anesthesi- 
ology, radiology,  urology,  and  internal  medi- 
cine. The  committee  recommends  that  broader 
representation  should  be  established  as  soon  as 
possible,  and  that  the  following  specialty  so- 
cieties, as  listed  in  recommendation  number  1 of 
the  Quinn  Report  (Ad  Hoc  Committee  to  Study 
the  Modus  Operandi  of  the  Scientific  Sections 
of  the  AMA),  be  invited  to  send  representa- 
tives : 

Allergy 

Anesthesiology 

Colon  and  Rectal  Surgery 

Dermatology 

Diseases  of  the  Chest 

Family  Practice 

Gastroenterology 

General  Surgery 

Internal  Medicine 

Military  Medicine 

Obstetrics  and  Gynecology 

Ophthalmology 

Orthopedic  Surgery 

Otorhinolaryngology 

Pathology 

Pediatrics 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Psychiatry  and  Neurology 

Radiology 

Urology 

Today  physicians  identify  themselves  first 
with  their  specialty  society  and  second  with 
their  county  medical  society.  It  is  then  es- 
sential that  the  specialty  societies  play  a much 
more  influential  roll  in  the  State  Medical  So- 
ciety. Conversely,  if  the  State  Medical  Society 
is  to  be  totally  responsive  to  the  needs  of  its 
members,  all  of  whom  are  specialists,  it  follows 
that  the  State  Medical  Society  must  cooperate 
more  closely  with  the  specialty  societies.  It  will 
also  be  necessary  for  the  specialty  societies  to 
have  an  effective  means  of  communication 
among  one  another.  The  Interspecialty  Com- 
mittee can  serve  this  function,  if  and  when  it  is 
expanded  to  include  all  specialty  groups. 

Prior  to  the  formation  of  the  Interspecialty 
Committee  it  was  necessary  for  the  specialty 
societies  of  New  York  State  to  organize  out- 
side the  structure  of  the  State  Medical  Society. 


The  recently  formed  Association  of  Medical 
Specialty  Societies  of  New  York  State,  has 
filled  this  need  well. 

I might  add  that  it  has  been  a most  interest- 
ing and  fruitful  venture  to  be  able  to  work 
with  representatives  of  the  specialty  groups. 
We  have  many  common  problems  which  can  be 
resolved  by  cooperative  effort.  The  enthusiasm 
and  spirit  of  cooperation  that  has  evolved  from 
this  association  is  remarkable  and  can  only  be 
beneficial  to  organized  medicine.  It  has  been  a 
pleasure  to  serve  as  the  first  president  of  this 
association.  I feel  I can  give  some  assurance 
that  this  outside  organization  will  no  longer  be 
necessary  when  a similar  mechanism  is  built 
into  the  structure  of  the  State  Medical  Society. 

Similar  growing  pains  have  been  experienced 
by  the  AMA.  Here,  too,  the  specialist  and  his 
society  feel  the  need  for  increased  influence  in 
the  AMA.  Although  the  adoption  of  the  Quinn 
Report  has  somewhat  alleviated  this  problem  on 
the  national  level,  a specialty  organization,  the 
Council  of  Medical  Specialties,  has  been  formed 
outside  of  the  AMA.  The  presence  of  this  out- 
side organization  can  only  weaken  the  impact 
of  organized  medicine.  Consequently,  the 
sooner  the  needs  of  these  specialty  organiza- 
tions are  fully  recognized  by  organized  medi- 
cine, the  better. 

The  Interspecialty  Committee  recommends 
that  one  representative  from  this  committee  be 
permitted  to  attend  all  meetings  of  the  Council. 
This  will  add  a most  important  link  in  a 
much  needed  chain  of  communication. 

The  most  urgent  problem  to  come  before  this 
committee  thus  far  was  the  plan  of  the  Associ- 
ated Hospital  Service  of  New  York  to  offer 
preadmission  diagnostic  tests  to  its  subscrib- 
ers. This  committee  endorses  the  concept  of 
preadmission  diagnostic  testing,  but  opposes  re- 
stricting this  service  only  to  hospital  outpatient 
departments.  The  committee  strongly  feels 
that  private  radiology  offices  and  private  lab- 
oratories should  be  able  to  participate  in  this 
program. 

The  New  York  State  Society  of  Radiology 
was  most  impressed  with  the  presentation  given 
by  George  Hinder  M.D.,  at  the  State  Insurance 
Superintendent’s  hearing  on  preadmission  diag- 
nostic testing.  The  Radiology  Society  has  ex- 
pressed its  gratitude  to  the  State  Medical  So- 
ciety for  its  cooperation  on  this  matter.  Even 
though  the  request  for  preadmission  diagnostic 
testing  was  denied  to  Associated  Hospital  Serv- 
ice by  the  State  Insurance  Superintendent,  the 
committee  feels  that  this  plan  will  again  be  in- 
troduced in  the  coming  year  and  solicits  the 
continued  support  of  the  State  Medical  Society. 

Respectfully  Submitted, 

Kenneth  A.  Kelly,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid  : The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

In  considering  the  recommendation  that  a 
representative  fi-om  the  Interspecialty  Com- 
mittee be  permitted  to  attend  Council  meet- 
ings, your  reference  committee  noted  that  the 
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Council  is  composed  of  members  elected  by 
the  House  of  Delegates  and  represents  the 
membership  at  large,  which  includes  specialists. 

Since  the  Council’s  responsibilities  extend 
beyond  those  areas  of  special  concern  to  the 
Interspecialty  Committee,  we  believe  that  no 
useful  purpose  would  be  served  by  this  special 
representation.  However,  the  Interspecialty 
Committee  could  be  represented  when  such 
representation  would  be  desirable. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-7.  Administration  Costs  of  Government 
Insurance  Programs 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua 

Whereas,  The  administrative  costs  to  New 
York  State  of  the  Medicaid  and  Medicare 
Programs  have  not  been  made  readily  avail- 
able to  the  funders  of  these  programs, 
namely,  the  taxpayers  of  this  State ; and 
Whereas,  There  is  reason  to  believe  that 
these  administrative  costs  may  constitute  a 
significant  and  excessive  part  of  the  total 
cost  of  medical  care  in  this  State;  and 

Whereas,  The  bulk  of  the  cost  of  State  and 
Federal  medical  care  is  being  attributed  to 
physician-related  activities,  creating  a false 
impression  among  taxpayers;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  be  charged  with  ascer- 
taining the  administrative  cost  of  the  State 
Medicaid  Program  and  the  New  York  State 
portion  of  the  Federal  Medicare  Programs 
and  that  they  disseminate  this  information 
in  an  appropriate  manner. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 

presented  by  Norton  M.  Luger,  M.D.,  chair- 
man. 

Your  reference  committee  wishes  to  present 
the  following  substitute  resolution: 

Whereas,  The  administrative  costs  of  New 
York  State  of  the  Medicaid  and  Medicare 
Programs  have  not  been  made  readily  avail- 
able to  the  funders  of  these  programs, 
namely,  the  taxpayers  of  this  State;  and 
Whereas,  There  is  reason  to  believe  that 
these  administrative  costs  may  constitute  a 
significant  part  of  the  total  and  increasing 
cost  of  medical  care  in  this  State;  and 

Whereas,  The  reason  for  the  rise  in  medi- 
cal care  costs  has  been  publicly  attributed  to 
physicians’  fees;  therefore  be  it 

Resolved , That,  the  Medical  Socieety  of  the 
State  of  New  York  study  the  administrative 
costs  of  the  State  Medicaid  Program  to  de- 
termine what  role,  if  any,  it  has  had  in  con- 
tributing to  the  increasing  costs  of  the  pro- 
gram ; and  be  it  further 

Resolved,  That  a similar  study  of  adminis- 
trative costs  of  the  New  York  State  portion 
of  the  Federal  Medicare  Program  be  insti- 
tuted, with  a view  toward  identifying  areas 
in  the  program  where  costs  may  be  reduced. 


The  committee  notes  that  the  Council’s  re- 
sponse to  the  Lent  Report  takes  cognizance  of 
this  problem.  The  State  Society  has  endeav- 
ored to  obtain  this  information,  but  has  met 
with  repeated  rebuff  (see  Commentary  by  the 
State  Medical  Society  on  the  Interim  Report  of 
the  New  York  State  Joint  Legislative  Commit- 
tee. pages  1556) . 

The  committee  felt  that  the  rewording  of  this 
resolution  was  desirable  because  this  informa- 
tion would  be  helpful  not  just  for  informa- 
tional use,  but  rather  as  a basis  for  possible 
recommendations  to  reduce  costs. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  the  substitute  resolution. 

70-8.  Withdrawal  of  State  Society  Approval 
of  Medicaid  Program 

Introduced  by  Medical  Society  of  the  County  of 
Essex 

Whereas,  The  Medicaid  Program  (Title 
19,  PL  89-97)  is  a plan  which  in  effect  will 
help  to  promote  the  socialization  of  the  medi- 
cal profession;  and 

Whereas,  The  practice  of  medicine  under 
bureaucratic  control  has  resulted  in  deterio- 
ration of  the  quality  of  medicine  in  every 
other  country  in  which  it  has  been  tried ; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  withdraw  its  approval  of 
the  Medicaid  Program  and  that  it  recom- 
mend similar  action  to  the  component  medi- 
cal societies;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  its  mem- 
ber phvsicians  that  they  withdraw  from  par- 
ticipation in  the  Medicaid  Program;  and  be  it 
further 

Resolved,  That  the  Governor  of  the  State 
of  New  York,  the  State  Commissioners  of 
Health  and  Social  Services,  and  other  in- 
terested bodies  and  officials  be  informed  of 
these  actions. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  renort  was 
presented  by  Norton  M.  Lu^er,  M.D.,  chairman. 

Inasmuch  as  the  State  Medical  Society  has 
always  had  a concern  for  the  treatment  of  the 
medica'lv  indigent  patient,  your  committee  be- 
lieves that  all  efforts  should  he  made  to  revise 
and  improve  the  Medicaid  Program,  to  make  it 
a functional  program  rather  than  the  sham- 
bles in  which  we  find  it  today. 

Therefore,  we  recommend  disapproval  of  this 
resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapprov- 
ing resolution  70-8. 

70-23.  Restriction  of  Visits  to  Medicare  Pa- 
tients in  General  Hospitals  Awaiting  Transfer  to 
Extended  Care  Facilities 

Introduced  by  Medical  Society  of  the  County  of 
Chautauqua. 
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Whereas,  It  is  the  responsibility  and  the 
prerogative  of  the  physician  to  determine 
the  frequency  with  which  he  renders  medical 
care  to  a patient;  and 

Whereas,  A Medicare  carrier  has  recently 
challenged  the  necessity  for  making  certain 
visits  to  long-term  patients  in  general  hos- 
pitals, while  they  await  admission  to  an  ex- 
tended care  facility;  and 

Whereas,  The  carriers’  judgments  may  he 
contrary  to  the  best  medical  judgments  of 
the  physicians  involved;  and 

Whereas,  Limiting  visits  could  possibly 
subject  physicians  to  a charge  of  abandon- 
ment and/or  negligence;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  undertake  whatever  steps 
are  necessary  to  clarify  the  legal  implica- 
tions of  the  pressures  exerted  by  Medicare 
intermediaries  to  limit  hospital  visits  to 
patients  detained  in  hospitals  while  awaiting 
admission  to  nursing  homes. 

Report  ok  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chair- 
man. 

Inasmuch  as  there  is  frequently  a conflict 
between  the  requirements  of  a hospital  and 
the  policies  of  a Medicare  carrier  regarding 
medical  care  during  the  period  a patient  may 
be  waitine  to  be  transferred  to  an  extended 
care  facility,  the  committee  recommends  that 
this  resolution  be  approved,  so  that  this  mat- 
ter may  be  studied  by  our  legal  counsel  and 
recommendations  made  to  the  membership  of 
this  Society. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70—38.  Restoration  of  Professional  Fees  un- 
der Medicaid 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  decision  to  reduce  profes- 
sional fees  in  the  Medical  Assistance  Pro- 
gram (Medicaid)  was  made  by  the  Governor, 
the  Legislature,  and  the  Budget  Division; 
and 

Whereas,  Such  action  was  taken  despite 
strong  protests  by  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  Medicaid  beneficiaries  are  hav- 
ing difficulty  in  finding  physicians  willing  to 
accept  Medicaid  patients  at  such  reduced 
fees;  and 

Whereas,  There  is  a lack  of  both  physi- 
cians and  health  facilities  in  poverty  areas; 
and 

Whereas,  The  greatest  needs  and  demands 
are  in  the  area  of  primary  health  care ; and 

Whereas,  The  reduction  of  professional 
fees  has  resulted  in  many  poor  people  being 
deprived  of  adequate  health  care;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  officers,  Coun- 
cil, and  Policy  and  Negotiating  Committee 


on  Government  Supported  Health  Plans, 
make  every  effort  to  bring  about  the  restora- 
tion of  professional  fees  under  the  Medicaid 
program  to  the  levels  provided  in  the  New 
York  State  maximum  fee  schedule  prior  to 
June  1,  1969. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

The  fee  schedule  referred  to  in  this  resolu- 
tion has  not  been  in  the  past,  and  is  not  at 
present,  acceptable  to  the  State  Society.  We, 
therefore,  recommend  disapproval  of  resolu- 
tion 70-38. 

The  House  voted  to  adopt  this  portio7i  of  the 
reference  committee  report,  thereby  disapprov- 
ing resolution  70-38. 

70-73.  Medicaid  Fee  Schedule 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  In  1966  the  New  York  State  De- 
partment of  Social  Services  established  a 
temporary  maximum  fee  schedule  based  on 
the  1965  Relative  Value  Scale  of  the  Medi- 
cal Society  of  the  State  of  New  York;  and 

Whereas,  The  Interdepartmental  Task 
Force  agreed  to  this  fee  schedule  as  a tem- 
porary measure;  and 

Whereas,  The  intention  was  to  upgrade 
this  substandard  fee  schedule;  and 

Whereas,  The  inflationary  spiral  has  made 
this  temporary  fee  schedule  even  more  un- 
realistic than  it  was  in  1966;  and 

Whereas,  In  June,  1969,  rather  than  up- 
gradin'? the  fee  schedule  the  New  York  State 
Department  of  Social  Services  reduced  it  by 
20  per  cent;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  reaffirms  its  determination  to 
deliver  high  quality  medical  care;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Department  of  Social  Services  to  designate 
representatives  to  meet  with  representatives 
of  organized  medicine  in  New  York  State  for 
the  purpose  of  upgrading  the  Medicaid  fee 
schedule  with  the  goal  of  establishing  the 
usual,  customary,  and  reasonable  fee  concept. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid  : The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

We  recommend  approval  of  resolution  70-73, 
reminding  the  House  that  this  is  but  a reaffir- 
mation of  the  stand  it  has  taken  over  the  last 
three  years. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-46  Establishment  of  Independent  Health 
Facilities  by  Individual  Physicians 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  Federal,  State,  and  local 
governments  and  minority  groups  are  de- 


June  1,  1970  / New  York  State  Journal  of  Medicine  1567 


manding  high-quality  medical  care  at  re- 
duced cost ; and 

Whereas,  The  medical  profession  wishes 
to  meet  this  demand  to  the  best  of  its  abil- 
ity; and 

Whereas,  The  shortage  of  physicians  in 
some  needy  areas  is  recognized ; and 

Whereas,  The  clinic  approach  should  be  a 
temporary  expedient  rather  than  an  estab- 
lished method  of  delivering  medical  care;  and 
Whereas,  Paragraph  750.1,  subchapter  F, 
of  the  New  York  State  Health  Code  estab- 
lished the  requirements  for  independent  out- 
of -hospital  facilities;  and 

Whereas,  It  is  common  knowledge  that  the 
cost  per  patient  visit,  not  including  provi- 
sion for  emergency  care,  reaches  $20  in  some 
area  clinics;  and 

Whereas,  The  same  requirements  outlined 
in  Paragraph  750.1  applied  to  individual  phy- 
sicians or  group  practice  would  dramatically 
reduce  the  cost  of  patient  care;  and 

Whereas,  The  patients  using  an  independ- 
ent health  facility  would  receive  better  im- 
mediate cai’e,  as  well  as  follow-up  care; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  revision  of  the  New 
York  State  Health  Code  to  permit  individual 
physicians  and/or  medical  groups  to  create 
independent  out-of-hospital  facilities  for 
treatment  of  the  indigent  at  the  professional 
fees  provided  in  the  pre-June  1,  1969,  Medi- 
caid fee  schedule,  with  appropriate  allow- 
ances for  overhead  costs;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  to 
State  and  local  Health  Departments  that  in 
areas  without  private  physician  coverage, 
medical  services  be  furnished  to  the  indigent 
by  clinics  established  and  operated  by  local 
Health  Departments. 

Report  ok  Reference  Committee  on  Medi- 
care and  Medicaid  : The  following  report  was 

presented  by  Norton  M.  Huger,  M.D.,  chairman. 

Your  committee  understands  that  the  goal  of 
this  resolution  is  twofold:  (1)  In  those  areas 

where  private  physicians  are  available,  it  would 
attempt  to  set  up  a reimbursement  pattern  sim- 
ilar to  those  of  public  clinics;  and  (2)  in  those 
areas  where  private  practices  are  not  in  ex- 
istence, it  would  recommend  that  the  State  and 
local  health  departments  establish  public  clin- 
ics. 

In  the  first  case,  we  believe  that  this  would 
create  a setup  which  would  bring  the  govern- 
ment directly  into  the  private  physician’s  office, 
giving  it  a role  in  establishing  cost  control  of 
a private  practice,  which  we  believe  is  unde- 
sirable. The  second  case  speaks  for  a uniform 
state-wide  solution,  when  each  particular  prob- 
lem should  be  solved  according  to  the  individ- 
ual needs  of  each  locality. 

We,  therefore,  recommend  disapproval  of 
the  resolution  as  a whole. 

The  House  voted  to  adopt  this  portion  of  the 


reference  committee  report,  thereby  disapprov- 
ing resohition  70-U6. 

70-52.  Usual  and  Customary  Billing  in  Medi- 
caid 

Introduced  by  Fifth  District  Branch 

Whereas,  The  provision  of  services  to 
those  patients  who  qualify  for  Medicaid  pay- 
ment has  been  continued  by  many  physicians 
in  New  York  State  despite  their  difficulties 
with  reimbursement;  and 

Whereas,  Their  acceptance  of  unreason- 
able fees  does  not  imply  their  approval  of 
the  level  of  reimbursement  but  only  indi- 
cates their  dedication  to  the  public;  and 

Whereas,  Their  continued  acceptance  of 
fees  will  be  interpreted  by  State  and  Fed- 
eral authorities  as  indicating  their  approval 
of  the  program’s  fees;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  its  members  to  bill 
only  their  usual  and  customary  fees  on  Medi- 
caid claim  forms. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report 

was  presented  by  Norton  M.  Luger,  M.D.,  chair- 
man. 

While  the  committee  recommends  approval 
of  this  resolution,  it  should  be  pointed  out  that 
the  motivation  for  it  is  that  if  billing  is  done 
at  other  than  usual  and  customary  fees,  this 
may  contribute  to  a reduction  in  the  doctor’s 
profile.  However,  the  committee  also  advises 
that  profiles  may  be  based  not  on  what  fees 
are  billed,  but  rather  on  what  fees  are  accepted 
for  full  payment  for  services  rendered.  We 
recommend  that  the  doctor  should  be  able  to 
substantiate  what  he  is  accepting  as  his  usual 
fee,  in  order  to  maintain  his  profile. 

The  House,,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

70-53.  Resolution  on  Chiropractic  and  Na- 
turopathic Services 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  recent  Report  of  The  Task 
Force  on  Medicaid  and  Related  Programs 
(November  12,  1969)  conducted  by  the  U.S. 
Department  of  Health,  Education,  and  Wel- 
fare, at  the  request  of  the  Congress,  con- 
cluded that:  “Chiropractic  theory  and  prac- 

tice are  not  based  on  the  body  of  basic  knowl- 
edge related  to  health,  disease,  and  health 
care  that  has  been  widely  accepted  by  the 
scientific  community.  Moreover,  irrespective 
of  its  theory,  the  scope  and  quality  of  chiro- 
practic education  do  not  prepare  the  practi- 
tioner to  make  an  adequate  diagnosis  and 
provide  appropriate  treatment.  Therefore, 
it  is  recommended  that  chiropractic  and  na- 
turopathic services  not  be  covered  in  the 
Medicare  Program”;  and 

Whereas,  The  American  Public  Health 
Association  at  its  annual  meeting  adopted  a 
resolution  stating  that:  “It  appears  that 
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the  practice  of  chiropractic  and  naturopathy 
constitutes  a hazard  to  the  health  and  safety 
of  our  citizens”;  and 

Whereas,  The  National  Council  of  Senior 
Citizens  has  warned  the  public  against  the 
dancers  of  chiropractic;  and 

Whereas,  The  discrepancy  between  the 
Medicare  Law  and  the  Medicaid  Law  with 
respect  to  payment  for  chiropractic  services 
is  now  recognized,  in  that  Medicare  Pro- 
grams do  not  provide  for  chiropractic  bene- 
fits, but  under  Title  19,  New  York  State  has 
the  option  of  including  chiropractic;  there- 
fore be  it 

Resolved,  That,  during  the  current  New 
York  State  legislative  session,  the  Medical 
Society  of  the  State  of  New  York  seek  the 
introduction  and  support  the  enactment  of 
legislation  that  would  specifically  exclude 
coverage  of  chiropractic  services  under  the 
Medicaid  Law,  thereby  making  the  imple- 
mentation of  Medicaid  in  New  York  State 
consistent  with  Federal  policy;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  provide  each  and  every 
member  of  the  Assembly  and  of  the  Senate 
of  the  State  of  New  York  with  a copy  of  the 
“Recommendations  of  the  Task  Force  on 
Medicaid  and  Related  Problems,”  published 
by  the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  further  provide  major 
consumer  groups  in  the  State  of  New  York 
with  copies  of  this  same  study. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

The  committee  concurs  wholeheartedly  with 
this  resolution  as  presented  and  recommends 
its  approval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

71-61.  Change  in  Administration  of  Medi- 
caid Program 

Introduced  by  Medical  Society  of  the  County  of 
Orange 

Whereas,  The  medical  profession  is  aware 
of  the  multiple  problems  and  confusion  that 
have  developed  when  one  Department,  So- 
cial Services,  is  responsible  for  determining 
matters  of  eligibility  and  payment  of  bills, 
and  another  Department,  Health,  is  respon- 
sible for  establishing  standards  of  medical 
care  and  health  sei'vices  under  the  same  So- 
cial Service  Law ; and 

Whereas,  This  subject  has  been  discussed 
at  some  length  in  the  Interim  Report  of  the 
State  Joint  Legislative  Committee  on  Prob- 
lems of  Public  Health,  Medicare,  Medicaid, 
and  Compulsory  Health  and  Hospital  Insur- 
ance, dated  December  15,  1969,  and  sent  to 
the  State  Legislature  in  Albany,  a copy  of 
which  was  circularized  to  component  medical 


societies  by  Henry  I.  Fineberg,  M.D.,  execu- 
tive vice-president;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  that  portion  of 
the  Interim  Report  of  the  Joint  Legislative 
Committee  on  Problems  of  Public  Health, 
Medicare,  Medicaid,  and  Compulsory  Health 
and  Hospital  Insurance,  which  supports 
either  a merger  of  these  State  Depart- 
ments of  Health  and  Social  Welfare  or 
would  place  the  entire  responsibility  of  Medi- 
caid administration  on  the  Department  of 
Health. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Your  committee  understands  that  the  State 
Department  of  Health  is  in  favor  of  transfer- 
ring  the  administration  of  the  Medicaid  pro- 
gram to  the  Department  of  Social  Services. 
We  do  not  support  this  endeavor  and,  there- 
fore, recommend  approval  of  resolution  70-61. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-62.  Billing  and  Reporting  Procedure  in 
Medicaid 

Introduced  by  Stephen  W.  Blatchly,  M.D.,  as 
an  individual 

Whereas,  The  “paper  work”  for  Medicaid 
has  increased  since  its  inception  in  1966;  and 
Whereas,  The  physician’s  time  should  be 
devoted  to  the  care  of  the  ill ; and 

Whereas,  The  frequent  unilateral  rule 
changes  for  billing,  drug  charges,  and  others 
have  been  promulgated  without  notification 
of  the  vendor ; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  demand  that  the  State 
administrative  agencies  establish  a uniform 
state-wide  system  of  billing  and  reporting 
for  the  Medicaid  program;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  demand  that  no  changes 
in  billing  and  reporting  procedure  be  made 
without  prior  agreement  between  State  au- 
thorities and  the  State  Medical  Society’s 
Policy  and  Negotiating  Committee  on  Gov- 
ernment Supported  Health  Plans. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Your  reference  committee  wishes  to  reaffirm 
the  position  taken  by  the  House  of  Delegates 
in  1968  which  expressed  its  “disapproval  of  the 
manner  in  which  the  Medical  Assistance  to  the 
Needy  Persons  Program  is  being  administered 
in  New  York  State”  and  urged  “the  Governor 
and  the  Commissioner  of  Social  Services  to  de- 
velop and  institute,  with  all  possible  speed,  uni- 
form billing  and  report  forms  and  centralized 
data  processing  procedures.” 

We,  therefore,  recommend  approval  of  this 
resolution. 
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The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-65.  Denial  of  Benefits  in  Extended  Care 
Facilities  under  the  Medicare  Law  by  Administra- 
tive Regulation  and  Interpretation 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  Medicare  Law,  PL  89-97, 
section  1814,  Paragraph  2D,  sets  forth  the 
requirements,  conditions,  and  limitations  for 
services  rendered  in  the  extended  care  facil- 
ity, providing,  in  essence,  that  the  Medicare 
insurance  will  help  pay  for  up  to  one  hun- 
dred days’  care  in  an  extended  care  facility 
for  further  treatment  of  a condition  for 
which  he  received  inpatient  hospital  service; 
and 

Whereas,  A number  of  events  have  taken 
place  that  may  be  interpreted  as  an  attempt 
on  the  part  of  the  Social  Security  Adminis- 
tration to  revoke  certain  benefits  by  regu- 
lation, although  they  are  provided  in  the 
Law;  and 

Whereas,  In  April,  1969,  the  Social  Se- 
curity Administration  changed  the  definition 
of  extended  care  by  sending  out  an  inter- 
mediary letter  number  371  to  the  fiscal  in- 
termediaries and  to  other  health-related  or- 
ganizations, but  not  to  the  general  public, 
which  stated  in  part: 

The  term  “extended”  refers  not  to  pro- 
vision of  care  over  an  extended  period, 
but  to  provision  of  active  treatment  as  an 
extension  of  inpatient  hospital  care.  The 
over-all  goal  is  to  provide  an  alternative 
to  hospital  care  for  patients  who  still  re- 
quire general  medical  management  and 
skilled  nursing  care  on  a continuing  basis, 
but  who  do  not  require  the  constant  avail- 
ability of  physician  services  ordinarily 
found  only  in  the  hospital  setting;  and 
Whereas,  These  interpretations  deprive 
Medicare  beneficiaries  of  benefits  originally 
intended  by  Congress  and  by  the  Medicare 
Law;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  the  AM  A urge  the 
Social  Security  Administration  to  rescind  its 
latest  interpretation  of  “covered  care”  as  set 
forth  in  intermediary  letter  number  371 ; and 
be  it  further 

Resolved,  That  if  the  Social  Security  Ad- 
ministration does  not  accede  to  this  request, 
the  public  generally  be  advised  of  the  new 
limitations  of  benefits  so  as  to  avoid  con- 
fusion in  the  minds  of  all  those  concerned, 
including  physicians,  extended  care  facility 
administrators,  and  fiscal  intermediaries. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Your  committee  has  studied  this  resolution  in 
great  detail  and  has  reviewed  the  original  law 
and  the  intermediary  letter.  We  concur  that 
the  intermediary  letter  does  indeed  change  the 
previous  practices  of  the  intermediaries  in  re- 
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gard  to  eligibility  for  payment.  This  new  in- 
terpretation would  result  in  economy  to  the 
Federal  program,  but  add  untold  suffering  and 
hardship  to  the  patient.  We  believe  that  this  is 
being  done  without  adequate  notification  to  the 
public. 

For  this  reason  we  recommend  that  the  reso- 
lution be  amended  as  follows: 

1.  Second  Whereas,  delete  the  remainder 
of  the  sentence  after  the  word  “regulation” 
and  substitute  the  words  “which  were  pre- 
viously accorded”; 

2.  Fourth  Whereas,  delete; 

3.  Second  Resolved,  insert  the  words  “by 
the  Social  Security  Administration”  follow- 
ing the  word  “advised”  and  before  the  word 
“of”; 

4.  Add  a third  Resolved  to  read  as  follows: 
“Resolved,  That  each  Congressman  and 
United  States  Senator  representing  the  State 
of  New  York  be  advised  of  this  change  in 
interpretation.” 

Resolution  70-65  would  then  read  as  follows: 

Whereas,  The  Medicare  Law,  PL  89-97, 
section  1814,  Paragraph  2D,  sets  forth  the 
requirements,  conditions,  and  limitations  for 
services  rendered  in  the  extended  care  fa- 
cility, providing,  in  essence,  that  the  Medi- 
care insurance  will  help  pay  for  up  to  one 
hundred  days’  care  in  an  extended  care  fa- 
cility for  further  treatment  of  a condition 
for  which  he  received  inpatient  hospital  serv- 
ice; and 

Whereas,  A number  of  events  have  taken 
place  that  may  be  interpreted  as  an  attempt 
on  the  part  of  the  Social  Security  Adminis- 
tration to  revoke  certain  benefits  by  regula- 
tion, which  were  previously  accorded;  and 
Whereas,  In  April,  1969,  the  Social  Se- 
curity Administration  changed  the  definition 
of  extended  care  by  sending  out  an  interme- 
diary letter  number  371  to  the  fiscal  inter- 
mediaries and  to  other  health-related  or- 
ganizations, but  not  to  the  general  public, 
which  stated  in  part: 

The  term  “extended”  refers  not  to  pro- 
vision of  care  over  an  extended  period,  but 
to  provision  of  active  treatment  as  an  ex- 
tension of  inpatient  hospital  care.  The 
over-all  goal  is  to  provide  an  alternative 
to  hospital  care  for  patients  who  still  re- 
quire general  medical  management  and 
skilled  nursing  care  on  a continuing  basis, 
but  who  do  not  require  the  constant  avail- 
ability of  physicians’  services  ordinarily 
found  only  in  the  hospital  setting;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  the  AMA  urge  the 
Social  Security  Administration  to  rescind  its 
latest  interpretation  of  “covered  care”  as  set 
forth  in  intermediary  letter  number  371 ; and 
be  it  further 

Resolved,  That  if  the  Social  Security  Ad- 
ministration does  not  accede  to  this  request, 
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the  public  generally  be  advised  by  the  Social 
Security  Administration  of  the  new  limita- 
tions of  benefits  so  as  to  avoid  confusion  in 
the  minds  of  all  those  concerned,  including 
physicians,  extended  care  facility  adminis- 
trators, and  fiscal  intermediaries;  and  be  it 
further 

Resolved,  That  each  Congressman  and 
United  States  Senator  representing  the  State 
of  New  York  be  advised  of  this  change  in 
interpretation. 

We  recommend  adoption  of  resolution  70-65 
as  amended. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report, 
thereby  approving  resolution  70-65  as  amended. 

70-71.  Nursing  Home  Affiliation  in  Medicaid 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Section  6 of  Chapters  256  and 
257  of  the  Laws  of  1966  guarantees  “a  choice 
of  medical  care  delivery  systems”  and  will 
allow  eligible  recipients  the  choice  of  a family 
physician;  and 

Whereas,  The  former  Commissioner  of 
Welfare,  Mitchell  I.  Ginsberg,  wrote  to  the 
Bronx  County  Medical  Society  on  January 
25,  1967,  affirming  the  obligation  of  the  City 
of  New  York  to  grant  such  freedom  of 
choice;  and 

Whereas,  The  affiliation  of  nursing  homes 
with  voluntary  hospitals  by  the  Medicaid  ad- 
ministration in  New  York  City,  as  currently 
practiced,  violates  the  free  choice  concept  as 
previously  mentioned;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  deplore  the  restriction  of 
free  choice  of  physician  by  Medicaid  recipi- 
ents in  nursing  homes. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid  : The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Your  reference  committee  wishes  to  amend 
the  last  Whereas,  the  Resolved,  and  add  a sec- 
ond Resolved,  as  follows: 

Whereas,  The  affiliation  of  nursing  homes 
with  voluntary  hospitals  by  the  Medicaid  ad- 
ministration in  New  York  City,  as  currently 
practiced,  violates  the  right  of  the  patient  to 
have  free  choice  of  physician  and  facility; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  condemns  the  restriction 
of  the  patient’s  right  to  free  choice  of  physi- 
cian and  facility;  and  be  it  further 

Resolved,  That  the  Commissioner  of  Health 
of  the  State  of  New  York  and  the  appro- 
priate health  and  welfare  officials  of  the  City 
of  New  York  be  apprised  of  this  deprivation 
of  a patient’s  right  of  free  choice. 

We  recommend  approval  of  the  resolution  as 
amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  approving 
resolution  70-71  as  amended. 


70-72.  On-Site  Audits 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Acad- 
emy of  General  Practice  have  gone  on  record 
as  opposing  on-site  audits;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  expressed  strong  support 
for  the  peer  review  concept  with  proper  legal 
safeguards  as  part  of  such  a program;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  opposition  to 
on-site  auditing  for  the  purpose  of  reminding 
its  membership  to  support  the  concept  of  peer 
review;  and  be  it  further 

Resolved,  That  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
demonstrate  its  opposition  to  the  type  of  on- 
site audit  now  being  practiced  by  the  Medi- 
caid administration  in  New  York  City  by  re- 
fusing to  cooperate  with  the  Medicaid  ad- 
ministration when  such  audits  are  made  in 
doctors’  offices. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Your  reference  committee  reaffirms  the  posi- 
tion taken  by  the  House  of  Delegates  in  1969, 
opposing  on-site  auditing  of  tax-supported  pro- 
grams in  physicians’  offices  by  representatives 
of  governmental  agencies  and  supports  the  con- 
cept of  peer  review. 

We  wish  to  amend  the  second  Resolved  of  the 
resolution  by  substituting  the  word  “reaffirm” 
for  the  word  “demonstrate.” 

The  second  Resolved  would  then  read  as  fol- 
lows : 

Resolved,  That  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
reaffirm  its  opposition  to  the  type  of  on-site 
audit  now  being  practiced  by  the  Medicaid 
administration  in  New  York  City  by  refusing 
to  cooperate  with  the  Medicaid  administra- 
tion when  such  audits  are  made  in  doctors’ 
offices. 

We  recommend  approval  of  resolution  70-72 
as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-74.  Repeal  of  Co-insurance  for  Medicaid 
Recipients 

Introduced  by  Medical  Society  of  the  County  of 
Albany 

Whereas,  Subdivision  4,  Section  367-a,  of 
the  Social  Services  Law  mandates  that  social 
services  districts  pay  only  80  per  cent  of  the 
cost  of  outpatient  services  provided  to  the 
medically  indigent;  and 

Whereas,  The  provisions  of  this  legisla- 
tion will  be  difficult  to  implement,  probably 
resulting  in  increased  administrative  costs 
which  will  more  than  offset  any  prospective 
decrease  in  provider  payments;  and 
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Whereas,  The  requirement  of  copayment 
will  cause  financial  hardship  to  a segment  of 
the  population  least  able  to  afford  it;  and 
Whereas,  The  prospect  of  copayment  may 
discourage  needy  patients  from  seeking  medi- 
cal aid  at  the  onset  of  what  may  be  po- 
tentially serious  disease;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  legislative  Acts 
S.  6344  and  A.  1591,  which  are  designed  to 
repeal  subdivision  4 of  Section  367-a  of  the 
Social  Services  Law;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
transmitted  to  Senator  Norman  F.  Lent, 
Chairman  of  the  Joint  Legislative  Committee 
on  Public  Health,  Medicare,  Medicaid,  and 
Compulsory  Health  and  Hospital  Insurance; 
Assemblyman  Lawrence  E.  Corbett,  Jr.;  Earl 
H.  Brydges,  Majority  Leader  of  the  Senate; 
and  Perry  B.  Duryea,  Speaker  of  the  As- 
sembly. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 

presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

70-78.  Appointment  of  Ad  Hoc  Committee 
for  Direct  Negotiations  with  Budget  Director  of 
State  of  New  York  Regarding  Medical  Fees 

Introduced  by  Medical  Society  of  the  County  of 
Washington 

Whereas,  There  is  marked  dissatisfaction 
throughout  the  State  with  the  present  Medi- 
caid schedule;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  accomplished  nothing  to  aid 
the  plight  of  the  practicing  physicians  by  up- 
grading fees;  and 

Whereas,  It  has  been  stated  repeatedly 
that  the  leadership  of  the  State  Medical  So- 
ciety cannot  take  positive  action  because  of 
illegal  implications;  and 

Whereas,  Ancillary  medical  professions 
have  negotiated  directly  with  the  Budget  Di- 
rector and  have  come  to  satisfactory  terms 
for  their  membership;  therefore  be  it 

Resolved,  That  an  ad  hoc  committee  with 
membership  from  each  of  the  district 
branches  be  established  and  empowered  to 
enter  into  direct  negotiations  with  the  office 
of  Budget  Director  and  the  Departments  of 
Health  and  Social  Services  of  the  State  of 
New  York:  and  be  it  further 

Resolved,  That  this  committee  begin  ne- 
gotiations immediately  to  bring  about  real- 
istic and  satisfactory  fees  to  continue  one 
class  of  medical  care  for  all. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Norton  M.  Luger,  M.D.,  chairman. 

Since  we  already  have  a Policy  and  Negotiat- 
ing Committee,  we  see  no  reason  to  duplicate 
the  work  presently  being  done  by  that  commit- 


tee. Therefore,  we  recommend  disapproval  of 
resolution  70-78. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report,  thereby  disapprov- 
ing resolution  70—78. 

The  House  voted  to  adopt  the  report  as  a 
whole  as  amended. 


Proposed  Amendments  to 
Constitution  and  Bylaws 

Proposed  amendments  to  the  Constitution 
and  Bylaws  and  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of 
New  York  were  referred  to  the  House  Commit- 
tee on  Constitution  and  Bylaws  and  will  be 
acted  on  at  the  1971  annual  meeting  of  the 
House  of  Delegates. 

The  proposed  amendments  are  as  follows: 

70-16.  Amendment  to  Bylaws  Concerning 
Conformity  of  Election  Date  of  Officers  of  Com- 
ponent County  Medical  Societies 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  All  successful  membership  cor- 
porations have  conformity  in  their  compo- 
nents; and 

Whereas,  Conformity  provides  for  more 
efficient  and  economical  administration;  and 

Whereas,  The  61  component  county  medi- 
cal societies  of  the  Medical  Society  of  the 
State  of  New  York  hold  their  annual  meet- 
ings, and  their  officers  assume  office,  in 
several  different  months;  and 

Whereas,  This  causes  confusion  and  ineffi- 
cient communications  with  incumbent  officers 
of  a county  medical  society;  and 

Whereas,  This  further  causes  unnecessary 
waste  of  funds  and  staff  time  for  the  prepara- 
tion and  maintenance  of  numerous  officer  and 
committee  rosters,  which  promptly  become 
obsolete;  and 

Whereas,  The  more  or  less  simultaneous 
assumption  of  office  by  the  officers  of  the  com- 
ponent county  medical  societies  would  result 
in  savings  of  effort  and  funds  and  improve 
communications  between  the  county  medical 
societies  and  the  State  Medical  Society; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Delete  Chapter  XIV,  Section  3. 

2.  Substitute  a new  Section  3,  which  shall 

then  read  as  follows:  “Each  component 

county  medical  society  shall  hold  an  annual 
meeting  for  the  purpose  of  electing  officers 
and  a delegate  or  delegates  to  represent  it  in 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  in  accordance  with 
the  Constitution  and  Bylaws. 

“The  annual  meeting  of  each  component 
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county  medical  society  shall  be  held  be- 
tween January  and  June  at  a time  which 
it  shall  determine. 

“All  officers  of  the  component  county 
medical  society  shall  enter  upon  their  offi- 
cial duties  between  May  1 and  July  1 at  a 
date  determined  by  the  county  medical  so- 
ciety and  shall  serve  for  a term  of  one  (1) 
year,  or  until  their  successors  are  duly 
elected  and  qualified.” 

70-17.  Revision  and  Updating  of  Principles  of 
Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Joseph  G.  Zimring,  M.D.,  Chair- 
man, Committee  on  Ethics,  as  an  individual 
Whereas,  The  Committee  on  Ethics  was 
mandated  by  the  Council  in  September,  1908, 
and  by  the  House  of  Delegates  in  February, 
1969,  to  update,  correct,  revise,  and  provide 
new  interpretations  of  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of 
the  State  of  New  York;  therefore  be  it 

Resolved,  That  Chapter  I,  Section  I,  be 
amended  as  follows: 

Delete  the  third  and  fourth  sentences  so 
that  Section  1 shall  then  read  as  follows: 
“The  prime  object  of  the  medical  profession 
is  to  render  service  to  humanity;  reward 
or  financial  gain  is  a subordinate  con- 
sideration. Whoever  chooses  this  profes- 
sion assumes  the  obligation  to  conduct  him- 
self in  accord  with  its  ideals.  As  was  said 
by  Hippocrates,  ‘He  should  also  be  modest, 
sober,  patient,  prompt  to  do  his  whole  duty 
without  anxiety,  pious  without  going  so 
far  as  superstition,  conducting  himself  with 
propriety  in  his  profession  in  all  the  ac- 
tions of  his  life.’”;  and  be  it  further 
Resolved,  That  the  title  of  Section  2,  Chap- 
ter I,  be  deleted;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  2,  be 
amended  as  follows: 

Omit  the  word  “enmities”  and  add  the 
word  “ethnic”  in  the  first  sentence  so  that 
the  first  sentence  shall  then  read  as  fol- 
lows: “The  profession  of  medicine,  having 
for  its  end  the  common  good  of  mankind, 
knows  nothing  of  national,  ethnic,  or  sec- 
tarian dissentions”;  and  be  it  further 
Resolved,  That  Chapter  I,  Section  2,  be 
further  amended  by  deleting  the  entire 
second  sentence  and  substituting  therefor  the 
sentence  “Health  care  is  the  sole  condition  of 
its  ministry  without  stint  or  scruple”;  and  be 
it  further 

Resolved,  To  further  amend  Chapter  I, 
Section  2,  by  omitting  the  asterisk  and  the 
words  “Sir  Thomas  Watson”;  and  be  it 
further 

Resolved,  That  Chapter  I,  Section  3,  be 
amended  by  adding  the  word  “Partnerships” 
after  the  word  “companies”  so  that  Section  3 
shall  then  read  as  follows:  “These  Princi- 

ples of  Professional  Conduct  shall  apply  to 
doctors  of  medicine  as  individuals  or  as 
members  of  staffs  of  hospitals,  clinics,  col- 


leges, schools,  foundations,  companies,  part- 
nerships, or  groups,  by  whatever  name  they 
may  be  known”;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  4,  para- 
graph 2,  be  amended  by  adding  the  words 
“or  participants”  after  the  word  “sub- 
scribers” and  again  after  the  phrase  “and 
directs  such  subscribers”  so  that  paragraph 
2 shall  then  read  as  follows:  “It  should  be 

understood  that  any  medical  care  plan,  com- 
pany, or  organization  which  advertises  for 
subscribers  or  participants  and  directs  such 
subscribers  or  participants  to  a restricted 
panel  of  doctors  of  medicine  for  medical  care 
is  advertising  for  the  benefit  of  the  doctors  of 
medicine  involved”;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  4,  be 
further  amended  by  adding  a third  para- 
graph which  shall  then  read  as  follows: 
“Listing  in  nonprofessional  directories  or 
brochures  of  limited  circulation  put  forth  by 
organizations  which  are  charitable  or  non- 
profit in  nature,  such  as  churches,  temples, 
local  clubs,  and  others,  shall  not  be  considered 
unethical  or  unprofessional  conduct  provided 
that  such  listings  do  not  conflict  with  the 
principles  of  ethics  or  the  regulations  of  the 
county  medical  society  involved”;  and  be  it 
further 

Resolved,  That  Chapter  I,  Section  6,  para- 
graph 3,  be  amended  by  adding  the  word 
“therefore”  after  the  word  “medicine”  in  the 
first  sentence  so  that  the  first  sentence  shall 
then  read  as  follows:  “An  ethical  doctor  of 

medicine,  therefore,  may  provide  appropriate 
information  regarding  important  medical 
and  public  health  matters  which  have  been 
discussed  during  open  medical  meetings  or  in 
technical  papers  which  have  been  published, 
and  he  may  reveal  information  regarding  a 
patient’s  physical  condition  if  the  patient 
gives  his  permission,  but  he  should  seek  the 
guidance  of  appropriate  officials  and  desig- 
nated spokesmen  of  component  or  constituent 
medical  societies”;  and  be  it  further 

Resolved,  That  Chapter  I,  Section  6,  para- 
graph 1,  be  simplified  in  its  construction  and 
interpretation  by  dividing  it  into  three  para- 
graphs, without  alteration  of  the  text,  as  fol- 
lows: Paragraph  1 shall  consist  of  sentences 

one  and  two;  paragraph  2 shall  consist  of 
sentences  three  and  four;  and  paragraph  3 
shall  consist  of  sentence  five;  and  be  it  fur- 
ther 

Resolved,  That  Chapter  I,  Section  6,  be 
amended  by  adding  the  following  two  para- 
graphs immediately  after  paragraph  2:  “An 
ethical  doctor  of  medicine  shall  not  have  any 
financial  interest  in  or  own  an  optical  dis- 
pensing facility  such  as  retail  commercial 
store  which  sells  optical  products  to  the  gen- 
eral public,  unless  it  is  established  to  the  sat- 
isfaction of  the  local  county  medical  society 
that  such  participation  or  ownership  is  nec- 
essary to  meet  the  needs  of  the  community. 

“An  ethical  doctor  of  medicine  shall  not 
have  any  financial  interest  in  or  own  a 
pharmacy  unless  it  is  established  to  the 
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satisfaction  of  the  local  county  medical  so- 
ciety that  such  ownership  or  participation  is 
recessary  to  meet  the  needs  of  the  patients  of 
the  community”;  and  be  it  further 

Resolved,  That  Chapter  II,  Section  1,  be 
amended  by  substituting  for  the  word  “as- 
sumed” the  words  “wrongfully  implied”  in 
the  fourth  sentence,  so  that  the  sentence  shall 
then  read  as  follows:  “A  consultation  with 

a cultist  is  a futile  gesture  if  the  cultist  is 
wrongfully  implied  to  have  the  same  high 
grade  of  knowledge,  training,  and  experience 
as  is  possessed  by  the  doctor  of  medicine”; 
and  be  it  further 

Resolved,  That  Chapter  II,  Section  3,  be 
amended  by  deleting  that  portion  of  the 
sentence  beyond  the  word  “family”  and  sub- 
stituting therefor  the  phrase  “the  patient 
and  the  authorized  or  legal  agent  of  the  pa- 
tient, when  in  the  doctor’s  considered  opinion, 
the  circumstances  demand  it”  so  that  Section 
3 shall  then  read  as  follows:  “The  doctor  of 

medicine  should  be  a minister  of  hope  and 
comfort  to  the  sick ; however,  he  should  not 
fail  to  give  timely  notice  of  dangerous  man- 
ifestations to  the  family,  authorized  or  legal 
agent  of  the  patient,  and  also  to  the  patient, 
when  in  the  doctor’s  considered  opinion  the 
circumstances  demand  it”;  and  be  it  further 

Resolved,  That  Chapter  III,  Article  II, 
Section  1,  be  amended  by  adding  the  words 
“except  otherwise  herein  provided”  at  the 
end  of  the  section  so  that  Section  1 shall  then 
read  as  follows:  “As  a general  rule,  a 

doctor  of  medicine  should  not  attempt  to 
treat  members  of  his  family  or  himself.  Con- 
sequently, a doctor  of  medicine  should  cheer- 
fully and  without  recompense  give  his  pro- 
fessional services  to  doctors  of  medicine  or 
their  dependents  if  they  are  in  the  vicinity 
except  otherwise  herein  provided”;  and  be  it 
further 

Resolved,  That  Chapter  III,  Article  III, 
Section  8,  be  amended  by  adding  the  words 
“unless  the  patient  insists  on  the  change” 
after  the  word  “consultation”  so  that  Section 
8 shall  then  read  as  follows:  “When  a 

doctor  of  medicine  has  acted  as  consultant  in 
an  illness,  he  should  not  become  the  doctor 
of  medicine  in  charge  in  the  course  of  that 
illness,  except  with  the  consent  of  the  doctor 
of  medicine  who  was  in  charge  at  the  time  of 
the  consultation  unless  the  patient  insists  on 
the  change”;  and  be  it  further 

Resolved,  That  Chapter  III,  Article  VI, 
Section  6,  be  amended  by  adding  the  words 
“permit  himself  to  be  coerced  directly  or  in- 
directly” after  the  words  “should  not”  in  the 
first  sentence  so  that  the  sentence  shall  then 
read  as  follows:  “Except  where  permitted 

by  law  and  only  in  the  manner  permitted  and 
to  the  extent  permitted  by  law  a doctor  of 
medicine  should  not  permit  himself  to  be 
coerced  directly  or  indirectly  to  dispose  of 
his  professional  attainments  or  services  to 
any  hospital,  lay  body,  organization,  group, 
or  individual,  by  whatever  name  called,  or 


however  organized,  under  terms  or  conditions 
which  permit  exploitation  of  the  services  of 
the  doctor  of  medicine  for  the  financial 
profit  of  the  agency  concerned”;  and  be  it 
further 

Resolved,  That  Chapter  III,  Article  VI, 
Section  7,  be  amended  by  deleting  the  first 
sentence  and  substituting  therefor  the  follow- 
ing two  sentences:  “It  is  not  unethical  for  a 

fee  to  be  prorated  among  two  or  more  doctors 
of  medicine  when  such  doctors  have  actively 
particioated  in  the  medical  and/or  surgical 
care  of  a patient  and  each  physician’s  fee  is 
commensurate  with  the  services  he  has  ren- 
dered. The  patient  who  has  received  such 
joint  services  shall  be  advised  of  the  partici- 
pation of  each  physician  and  shall  receive  a 
separate,  itemized  statement  from  each”;  and 
be  it  further 

Resolved,  That  the  following  be  made  a 
new  Section  8,  of  Chapter  III,  Article  VI,  en- 
titled, “Use  of  Credit  Cards  for  Payment  of 
Fees”: 

“The  use  of  credit  cards  is  not  approved  in 
the  payment  of  medical  fees.” 

70-96.  Amendments  to  the  Bylaws 

Introduced  by  Thomas  F.  McCarthy,  M.D., 
Treasurer,  as  an  individual 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Page  9:  Insert  new  final  sentences  to 

Section  6,  Chapter  I,  which  shall  read: 

“Any  life  member  who  holds  office  in  the 
Medical  Society  of  the  State  of  New  York  or 
its  district  branches  and  removes  his  office 
and  legal  residence  from  the  State  of  New 
York  shall  retain  his  life  membership  in  his 
local  county  medical  society  and  the  Medical 
Society  of  the  State  of  New  York  but  shall  be 
automatically  resigned  from  office.  The 
Council  may  declare  this  office  to  be  vacant 
and  may  select  a successor  in  conformity  with 
the  Bylaws.” 

2.  Page  14:  Insert  new  concluding  para- 

graph to  Section  1,  Chapter  III,  which  shall 
read : 

“When  any  elected  officer,  councillor,  or 
trustee  of  the  Medical  Society  of  the  State  of 
New  York  has  been  unable  to  fulfill  his  duties 
due  to  physical  or  mental  illness  of  a perma- 
nent nature,  the  Council  shall  be  notified  of 
this  fact  by  the  President,  and  the  Council 
may  be  authorized  to  declare  such  office  to  be 
vacant  and  may  select  a successor  in  con- 
formity with  the  Bylaws.” 

70-97.  Re-Election  to  Membership 

Introduced  by  Thomas  F.  McCarthy,  M.D., 
Treasurer,  as  an  individual 

Whereas,  The  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York 
provides  for  “reinstatement  to  membership” 
but  does  not  provide  for  “re-election  to  mem- 
bership”; and 
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Whereas,  There  are  definite  differences  in 
these  two  membership  procedures,  namely 
(a)  “reinstatement  to  membership”  applies 
only  to  former  members  who  were  not  in  good 
standing  at  the  time  their  membership  was 
terminated,  whose  reinstatement  involves 
payment  of  dues  and  assessments  for  the 
year  of  delinquency  in  addition  to  dues  and 
assessments  for  the  year  of  reinstatement; 
and  (b)  “re-election  to  membership”  applies 
only  to  former  members  who  resigned  or  were 
automatically  resigned  in  good  standing  and 
now  wish  to  reactivate  their  membership, 
which  involves  payment  only  of  current  year’s 
dues  and  assessments;  therefore  be  it 

Resolved,  That  Chapter  XIV,  Section  2,  be 
amended  to  include  a new  paragraph,  re- 
garding re-election  to  membership,  following 
the  present  paragraph  3,  ending  with  the 
words  “December  31st,”  to  read  as  follows: 
“Any  former  member  who  resigned  or  was 
resigned  from  membership  in  good  standing, 
wishing  to  reactivate  his  membership,  may  do 
so  by  applying  for  re-election  to  membership 
through  the  component  county  medical  so- 
ciety in  which  he  practices  or  maintains  legal 
residence.” 


Elections 

Tellers 

Tellers  were  the  following: 

Marvin  Brown,  Fifth  District  Branch, 
Chairman 

Joseph  C.  Polifrone,  The  Bronx 
John  A.  Billows,  Nassau 
Rosewell  D.  Shaw,  Columbia 
Clarence  A.  Straubinger,  Erie 
. . . Speaker  Himler  announced  that,  under 
the  supervision  of  the  tellers,  members  of  the 
staff  would  count  the  ballots.  . . 

Nominations 

. . . Speaker  Himler  called  on  the  Secretary, 
Carl  Goldmark,  Jr.,  M.D.,  who  presented  the 
report  of  the  Nominating  Committee.  One 
nominee  for  delegate  to  the  American  Medical 
Association,  Frederick  A.  Wurzbach,  Jr.,  M.D., 
The  Bronx,  withdrew  his  name;  one  nomination 
was  made  from  the  floor  to  fill  the  vacancy 
thus  left. 

The  final  list  of  nominees  was  as  follows : 
President 

Walter  Scott  Walls,  Erie 
President-Elect 

George  Himler,  New  York 
Vice-President 

G.  Rehmi  Denton,  Albany 
Secretary 

Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary 

Joseph  G.  Zimring,  Nassau 
Treasurer 

Thomas  F.  McCarthy,  The  Bronx 


Assistant  Treasurer 

Albert  M.  Schwartz,  New  York 
S pea  her 

Irving  L.  Ershler,  Onondaga 
Vice-Speaker 

George  T.  C.  Way,  Dutchess 
Councillors  ( four  for  three  years) 

John  H.  Carter,  Albany 
George  L.  Collins,  Jr.,  Erie 
Ralph  S.  Emerson,  Nassau 
Paul  M.  DeLuca,  Broome 
T rasters 

Walter  T.  Heldmann,  Richmond  (for  five 
years) 

Milton  Helpern  (for  three  years  to  fill  un- 
expired term) 

Delegates  to  the  AMA 

Edgar  P.  Berry,  New  York 
Thomas  S.  Bumbalo,  Erie 
Lynn  R.  Callin,  Monroe 
John  Lee  Clowe,  Schenectady 
Thomas  S.  Cotton,  Steuben 
Irving  L.  Ershler,  Onondaga 
Irwin  Felsen,  Allegany 
Henry  I.  Fineberg,  Queens 
Abraham  W.  Freireich,  Nassau* 

John  M.  Galbraith,  Nassau 
Carl  Goldmark,  Jr.,  New  York 
Milton  Gordon,  Suffolk 
Walter  F.  Harrison,  Jr.,  Warren 
Milton  Helpern,  New  York 
Frederic  W.  Holcomb.  Jr.,  Ulster 
Joseph  J.  Kaufman,  Wayne 
David  Kershner,  Kings 
George  E.  Leone,  Suffolk 
John  E.  Lowry,  Queens 
James  A.  Moore,  Albany 
Irving  M.  Pallin,  Kings 
Charles  M.  Smith,  Seneca 
Lester  R.  Tuchman,  Queens 
Samuel  Wagreich.  The  Bronx 
Walter  Scott  Walls,  Erie 
Waring  Willis,  Westchester 


Balloting 

. . . The  nominees  for  president-elect,  vice- 
president.  secretary,  assistant  secretary,  treas- 
urer. assistant  treasurer,  speaker,  vice- 
speaker, councillors  (four  for  three  years),  and 
trustees  (one  for  five  years  and  one  for  three 
years  to  fill  unexpired  term)  were  unopposed 
and  were  elected  by  a single  ballot  cast  by  the 
secretary.  . . 

. . . Assistant  Secretary  Zimring  called  the 
official  roll  for  the  following  members  of  the 
House  to  cast  their  ballots: 


Officers,  Councillors,  Trustees 


Walter  T.  Heldmann 
Walter  Scott  Walls 
Alfred  A.  Angrist 
Carl  Goldmark,  Jr. 
Joseph  G.  Zimring 
Thomas  F.  McCarthy 
Albert  M.  Schwartz 
George  Himler 
John  H.  Carter 
George  L.  Collins,  Jr. 

* Nominated  from  the  floor. 


G.  Rehmi  Denton 
Ralph  S.  Emerson 
Swen  L.  Larson 
Arthur  H.  Diedrick 
John  Edward  Lowry 
Edward  Siegel 
C.  Stewart  Wallace 
Lynn  R.  Callin 
Irving  L.  Ershler 
Warren  A.  Lapp 
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Bernard  J.  Pisani 
Waring  Willis 
John  F.  Kelley 
Joseph  J.  Kaufman 

Past  Presidents 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Carlton  E.  Wertz 
Edward  T.  Wentworth 
Renato  J.  Azzari 


Section  Delegates 
J.  Edwin  Alford 
David  W.  Brewer 
Thomas  S.  Bumbalo 
John  J.  Clemmer 
Henry  Fleck 
Arthur  D.  Hengerer 
Robert  Katz 
Philip  H.  Landers 
Ludwig  G.  Lederer 
Frederick  Lee  Liebolt 
Samuel  H.  Madell 
Mary  C.  McLaughlin 


James  M.  Blake 
Frederick  A. 

Wurzbach,  Jr. 
Edward  C.  Hughes 


Thurman  B.  Givan 
Henry  I.  Fineberg 
Norman  S.  Moore 
John  G.  Galbraith 
George  A.  Burgin 


Charles  F.  Nicol* 
Arthur  Q.  Penta 
Howard  B.  Rasi 
Joseph  J.  Russo 
Sidney  M.  Scliaer 
Bernard  B.  Siegel 
William  J.  Staubitz 
Morris  Theodore 
Tanenhaus 
Victor  J.  Tofany 
James  G.  Wallt 
John  R.  Williams,  Jr. 


Kenneth  H.  Eckhert 
Anthony  J.  Federico 
Herbert  E.  Joyce 
Edward  C.  Rozek 
Clarence  A. 
Straubinger 
Essex  (1) 

Earl  Addis  Munvan, 
Jr. 

Franklin  (1) 

Alfred  A.  Hartmann 
Fulton  (1) 

Armand  J.  D'Errico 
Genesee  (1) 

Alfred  L.  George 
Herkimer  (1) 

Harold  T.  Golden 
Jefferson  (2) 

Warren  W.  Daub 
Thomas  P.  Hamilton, 
Jr. 

Kings  (23) 

Lawrence  Ames 
Norman  S.  Blackman 
Matthew  Brody 
Philip  J.  Cantor 
Dominick  J.  DiMaio 
Leo  S.  Drexler 
Joseph  R.  Fontanetta 
Vincent  J.  Geraci*** 
David  Kershner 
Vincent  A.  Lacovara 
Adrian  C.  Lamos 
Harry  S.  Lichtman 
A.  W.  Martin  Marino. 
Jr. 

Martin  Markowitz 
Bentley  D.  Merrim 
Max  B.  Milberg 
Robert  A.  Moore 
Irving  M.  Pallin 
Ralph  M.  Schwartz 
Milton  B.  Spiegel 
Stanley  Stark 
Leo  J.  Swirsk.v 
Vincent  J.  Tesoriero 
Lewis  (1) 

Louis  A.  Avallone 
Livingston  (1) 

James  M.  Judd 
M adison  ( 1 ) 

Felix  Ottaviano 
Monroe.  (6) 

Gerald  L.  Glaser 
Eli  A.  Leven 
John  H.  Morton 
Charles  D.  Sherman, 
Jr. 

John  D.  States 
Philip  M.  Winslow 
Montgomery  (1) 

Philip  T.  Cortese 
Nassau  (12) 

John  A.  Billows 
Clement  J.  Boccalini 
Jeff  •! . Coletti 
Leo  Fishelttt 


Abraham  W. 

Freireich 

Marjorie  H.  Greene 
Robert  P.  Jessup 
Joseph  H.  Kinnaman 
Leslie  I.  Lukaslittt 
Reginald  R.  Steen 
Paul  H.  Sullivan 
Harold  Lawrence 
Sutton 

New  York  (25) 

Edgar  P.  Berry 
Edward  A.  Burkhardt 
George  S.  Craft 
C.  Joseph  Delaney 
Gerald  D.  Dorman 
Lawrence  Essenson 
John  A.  Finkbeiner 
William  H.  Foege 
Samuel  Z.  Freedman 
Stanley  H.  Greenwald 
Keith  O.  Guthrie,  Jr. 
Milton  Helpern 
W.  Graham  Knox 
John  A.  Lawler 
Barbara  F.  Lipton 
Albert  S.  Lyons 
Vaughan  C.  Mason 
James  R.  Nealon 
Stephen  Nordlicht 
Richard  N.  Pierson, 
Jr. 

William  B.  Rawls 
George  M.  Saypol 
Mary  H.  Spalding 
Meyer  Texon 
Aaron  0.  Wells 

Niagara  (3) 

Glenn  E.  Jones 
William  R.  Lewis 
William  C.  Stein,  Jr. 

Oneida  (3) 

Clarke  T.  Case 
Joseph  G. 

Chanatry**** 
Robert  B.  Wallace 

Onondaga  (5) 

Bruce  E.  Chamberlain 
Robert  B.  Bryanttttt 
Richard  D.  Eberle 
Charles  A.  Gwynn 
John  A.  Roottttt 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (3) 

William  S. 

Montgomery 
Orin  A.  Wahl 
Irving  Weiner 

Orleans  (1) 

Edward  A.  Barrett 

Oswego  (1) 

Marcus  A. 
Wuerschmidt 

Otsego  (1) 

John  W.  Latcher 


onent  County  Societies 
Cayuga  ( 1 ) 

Bernard  J.  Hartnett 
Chautauqua  (2) 

Myron  B.  Franks 
Herbert  A.  Laughlin 
Chemung  (2) 

R.  Scott  Howland 
Henry  B.  Marshall 
Chenango  ( 1 ) 

Thomas  M.  Flanagan 
Clinton  ( 1 ) 

Leonard  J.  Sehiff 
Columbia  ( 1 ) 

Rosewell  1).  Shaw 
Cortland  (1) 

William  J.  McAuliffe 
Delaware  ( 1 ) 

Thomas  E.  Lavell,  Jr. 
Dutchess  (3) 

H.  Sherman  Hirst 
James  K.  Keeley 
George  T.  C.  Way 
Erie  (9) 

Guy  S.  Alfano 
John  C.  Brady 
Max  Cheplove 
James  II.  Cosgriff,  Jr. 

* Alternate  delegate,  voted  for  S.  Monthly  Small,  dele- 
gate. 

t Alternate  delegate,  voted  for  Thomas  J.  Doyle,  delegate. 
**  Alternate  delegate,  voted  for  John  J.  Phelan,  Jr., 
delegate. 

ft  Alternate  delegates,  voted  for  Carl  R.  Ackerman  and 
Samuel  Lieberman,  delegates. 


Delegates  from  Comp 

Albany  (4) 

Gerald  B.  Austin 
Charles  M. 

Landmesser** 

James  A.  Moore 
Francis  A.  Stephens 

Allegany  (1) 

Irwin  Felsen 

Bronx  (12) 

Marcelle  T.  Bernard 
Alan  L.  Goldberg 
Isaiah  Gross 
Charles  M.  Kapp 
Frank  LaGattuta 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Daniel  M.  Shapirott 
Frances  Siegeltt 
Samuel  Wagreich 
Alvin  D.  Yasuna 
Saul  Zucker 

Broome  (3) 

Sterling  W.  Boyd 
Paul  M.  DeLuca 
John  A.  Kalb 

Cattaraugus  ( 1 ) 

Francis  P.  Keefe 


Commissioner,  New  York  State  Department  of 
Health 

Hollis  S.  Ingraham 
District  Branch  Delegates 
Vincent  I.  Bonafede 
Marvin  Brown 
Francis  X.  Dever 
David  R.  Harrington 


Leonard  Weitzman 


Leonard  L.  Heimoff 
Sidney  N.  Miller 
Jason  K.  Moyer 
Lee  R.  Tompkins 


***  Alternate  delegate,  voted  for  George  Liberman, 
ttt  Alternate  delegates  voted  for  John  P.  Glaubitz  and 
Rudolf  H.  Steinharter,  delegates. 

«»««  Alternate  delegate,  voted  for  Robert  H.  Cross,  dele- 
gate. 

tttt  Alternate  delegates,  voted  for  Robert  J.  Collins  and 
Robert  E.  Westlake,  delegates. 
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Pii lunm  (1) 

Garrett  W.  Vink 
Queens  (16) 

Sol  Axel  rad 
Angelo  R.  Bologna 
Lester  J.  Candela 
Albert  H.  Douglas 
Franz  L.  Ebstein 
Murray  Elkins 
Harry  H.  Epstein 
John  L.  Finnegan 
Irving  G.  Frohman 
Arthur  Gordon 
William  M Hewlett 
George  J.  Lawrence, 
Jr. 

Norton  M.  Luger 
Ralph  E.  Sehlossman 
Lester  R.  Tuehman 
William  E.  F.  Werner 
Rensselaer  (2) 

John  J.  Noonan 
Thomas  D.  Pemrick 
1{  ichmond  (3) 

Albert  B.  Aeeettola 
William  A.  Schwarz 
Joseph  F.  Shanaphy 
Rockland  (3) 

Fred  F.  Graziano 
Ralph  J.  Greenberg 
Jerome  M.  Seides 
St.  Lawrence  ( 1 ) 
Maurice  J.  Elder 
Saratoga  (1) 

Jacob  S.  Feynman 
Schenectady  (3) 

John  L.  Clowe 
Milton  F.  Gipstein 
Stephen  J.  Grey 
Schoharie  (1) 

Gerald  P.  Sierchio 
Schuyler  (1) 

Fritz  Landsberg 
Seneca  ( 1 ) 

David  L.  Koch 


Report  of  Tellers 

. . . Speaker  Himler  called  on  Marvin  Brown, 
chairman,  who  gave  the  report  of  the  tellers,  as 


follows : 

Delegates  to  the  AMA 

Walter  Scott  W’alls  234 

Henry  I.  Fineberg 231 

Joseph  F.  Kaufman 231 

John  E.  Lowry 222 

Milton  Helpern 179 

Waring  Willis 172 

Irving  L.  Ershler 143 

Carl  Goldmark,  Jr 143 

Edgar  P.  Berry 142 

John  Lee  Clowe 142 

John  M.  Galbraith  139 

Abraham  W.  Freireich  132 

James  A.  Moore 132 


. . . These  thirteen  were  declared  elected 
delegates  to  the  AMA,  their  two-year  terms  of 
office  to  start  on  January  1,  1971  . . . 

* Alternate  delegate,  voted  for  George  E.  Leone,  dele- 
gate. 


Thomas  S.  Bumbalo 105 

David  Kershner  103 

Samuel  Wagreich  98 

Irwin  Felsen  53 

Irving  M.  Pallin 52 

Lester  R.  Tuehman 51 

Lynn  R.  Callin  41 

Thomas  S.  Cotton 36 

Charles  M.  Smith 36 

Milton  Gordon 5 

George  E.  Leone 4 

Walter  F.  Harrison,  Jr 3 

Frederic  W.  Holcomb,  Jr 2 


. . . These  thirteen  were  declared  elected  al- 
ternate delegates  to  the  AMA,  their  two-year 
terms  of  office  to  start  on  January  1,  1971  . . . 

Introduction  of  President-Elect 

. . . Speaker  Himler  introduced  the  new  pres- 
ident, Walter  Scott  Walls,  who  in  turn  intro- 
duced the  new  president-elect,  George  Himler, 
who  addressed  the  house  as  follows: 

Thank  you  very  much.  This  is  certainly 
no  time  for  long  speeches.  I am  keenly 
aware  that  the  position  of  president-elect  and 
subsequently  the  presidency  are  the  highest 
honors  and  the  greatest  responsibilities  that 
this  Medical  Society  can  bestow.  I accept  the 
post  of  president-elect  with  some  pride  and 
considerable  humility,  and  I will  try  to  serve 
competently. 

Before  closing,  I would  like  to  share  with 
the  House  of  Delegates  the  fact  that  I have  a 
tinge  of  regret  at  moving  upward.  For  the 
past  four  years,  I have  had  the  privilege  of 
working  with  the  delegates  in  this  House. 
Most  often,  I found  it  stimulating,  at  times 
amusing,  and  occasionally  exasperating. 
But,  all  in  all,  it  was  a memorable  experience. 
I am  sure  that  I will  look  back  on  the  role  of 
speakership  with  considerable  nostalgia  in 
the  years  to  come. 


Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Himler  thanked  the  convention 
committees  and  the  members  of  the  staff  who 
had  worked  so  hard  at  the  convention,  as  fol- 
lows : 

Henry  I.  Fineberg,  M.D.,  executive  vice-pres- 
ident; J.  Richard  Burns,  Esq.,  assistant  execu- 
tive vice-president  and  convention  coordinator; 
Eugene  S.  Dombrowski,  comptroller  and  as- 
sistant convention  coordinator;  and  George  W. 
Forrest,  Jr.,  assistant  to  the  executive  vice- 
president  and  dinner-dance  coordinator. 

House  of  Delegates : Gretchen  WTunsch,  ex- 

ecutive assistant;  Mary  Politano,  coordinator; 
Samuel  Pakula,  stenotypist;  secretaries  and 
workroom  staff:  Judy  Epstein,  Alice  Wheeler, 

Catherine  H.  Renze,  Roslyn  Schmetterling, 
Dorothy  Smith,  Elizabeth  Hirsch,  Marion  Lee, 
Sally  Haas,  Lillian  Stekas,  Olga  Mielke, 
Dorothy  Hart,  Pamela  Roth;  Charles  Struzin- 
ski,  production  coordinator,  and  Theodore 


Steuben  (2) 

Thomas  S.  Cotton 
Wayne  ('.  Templer 

Suffolk  (7) 

Anthony  F.  Fragola 
Daniel  Friedman 
Milton  Gordon 
John  Gregory 
Hansen* 

Andrew  W.  Lawrence 
Milton  Rosenberg 
Stuart  L.  Scheiner 

Sullivan  (1) 

Sirkkn  E.  Vuornos 

Tioga  ( 1 ) 

Vernon  E McXeilus 

Tompkins  (2) 

Stephen  W.  Blatehly 
George  G.  McCauley 

l' Liter  (2) 

Milton  M.  Grover 
Herbert  F.  Schwartz 

H’orrcn  (1) 

Walter  F.  Harrison. 
Jr. 

Washington  (1) 

Milton  J.  Greenberg 

lFaj/ne  (1) 

James  M.  Flanagan 

Westchester  (8) 

Charles  M.  Brane 
John  N.  Dill 
Reid  R.  Heffner 
Russell  C.  Johnson 
Allison  B.  Landolt 
Vincent  James 
Manzella 

Francis  T.  Rogliano 
Wallace  M.  Sheridan 

Wyoming  (1) 

Paul  A.  Burgeson 

Yates  (1) 

Vincas  Sirmenis 
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White,  James  Hunter,  and  Eric  Courtenay; 
Mary  Singer,  registration  coordinator,  and 
Beatrice  Duckfield,  Florence  Kaczmarick,  Mar- 
garet Kelly,  Margaret  Ryan,  and  Imogene  Sim- 
mons; Deanna  Bugan,  information  and  mes- 
sages, and  Susan  Roberts,  Raquel  Vargas,  and 
Marsha  Rebach. 

Press  Room:  Guy  D.  Beaumont,  director, 

Division  of  Communications,  and  Richard 
Klemfuss,  Martin  J.  Tracey,  George  Bohot, 
Coleman  Fineberg,  Harry  Dexter,  Gerald  Sulli- 
van, William  Baltaks,  Helen  Hickey,  Thomas 
Walsh,  Bess  Kurzner,  and  Carole  Weisenberg. 

Convention:  Camille  M.  Cunningham,  tech- 

nical exhibits  manager,  and  Cathleen  Thayer, 
Florence  Rania,  and  Catherine  Farrell;  Mollie 
Pesikoff,  scientific  program  coordinator,  and 
Florence  Friedman  and  Eileen  Cronnelly;  Rob- 
ert Miller  and  Jack  O’Brien,  general  registra- 
tion coordinators,  with  Evelyn  De  Marco. 

Exhibit  Booths:  Elizabeth  C.  Smith,  Jour- 

nal and  Directory  Booths,  and  Frances  Casey, 
Florence  Tracy,  and  Vicky  Trussel;  Evelyn 
Clark,  Physicians  Placement  Bureau;  and 


Clementine  Thompson,  Medical  Care  Insurance. 

Convention  Committee  Chairmen : Bernard 

J.  Pisani,  general  convention  and  scientific  pro- 
gram; Arthur  H.  Diedrick,  dinner-dance;  Al- 
bert H.  Douglas,  scientific  exhibits;  and  Wil- 
liam B.  Rawls,  technical  exhibits. 

The  Americana:  Robert  Keilt,  James  Heim- 
baugh,  Roy  A.  Young,  Frank  Marino,  and  the 
group  of  housemen  and  staff  who  helped  us. 

Our  thanks  are  also  extended  to  the  New 
York  State  Medical  Assistants  Association  for 
their  assistance  in  the  press  room  and  in  the 
scientific  program  and  exhibits  areas. 

Thanks  to  the  Speaker  and  Vice-Speaker 

. . . The  House  gave  a rising  vote  of  thanks  to 
Speaker  Himler  and  Vice-Speaker  Carter  for 
their  just  and  excellent  handling  of  the  meet- 
ing ..  . 

Adjournment 

. . . Speaker  Himler  adjourned  the  House  at 
11:55  a.m.,  on  Thursday,  February  12,  1970, 
s.'ne  die  . . . 
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New  Legislation  and  Appointment  of  State 
Commission  to  Study  (70-80),  page  1439 
Statute  of  Limitations,  pages  1520,  1522 
see  Constitution  and  Bylaws,  Malpractice, 
Legal  Counsel,  Public  and  Professional  Af- 
fairs 

Professional  Services  Corporation,  page  1515 
Proposed  Universal  Health  Insurance  Law: 
Report,  page  1464 

See  also:  Universal  Health  Insurance 
Principles  of  Professional  Conduct 
Amendments  Approved 

Chapter  I,  Section  4,  Listing  of  physicians 
in  nonprofessional  directories  or  bro- 
chures of  limited  circulation,  nonprofit 
or  charitable  in  nature  (69-12),  page 
1356 

Chapter  I,  Section  6,  Physician  Ownership  of 
Optical  Lens  Dispensing  Shops  or  Phar- 
macies (69-13),  page  1356 
Amendments  Proposed 

Revision  and  Updating  (70-71),  page  1573 
Chapter  I,  Sections  1,  2,  3,  4,  5,  and  6 
Chapter  II,  Sections  1 and  3 
Chapter  III,  Article  II,  Section  1 
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Chapter  III,  Article  III,  Section  8 
Chapter  III,  Article  VI,  Sections  6,  7, 
and  8 

Public  and  Professional  Affairs:  Report,  page 

1512 

Public  Benefit  Corporation:  Nonprofit,  page 

1438 

Public  Health  and  Education:  Reports,  page 

1476 

Public  Relations:  Report,  page  1525 

Quackery:  Report,  page  1498 

Radiologic  Services:  see  Blue  Shield 
Recruitment:  see  Health  Manpower 

Redway  Medal : see  Awards 
Reference  Committees,  page  1450 
Relative  Value  Study 

Development  and  Application  of  Planned 
State-Wide  Study  (69-70),  page  1455 
Fee  Scale,  Workmen’s  Compensation  (70- 
25) , page  1473 

See  also:  Peat,  Marwick,  Mitchell  & Com- 

pany Economics 

Representatives  of  Other  State  Medical  Associ- 
ations 

Connecticut — Stevens  J.  Martin,  M.D. 

Maine — Charles  R.  Glassmire,  M.D. 

New  Hampshire — Stuart  W.  Russell,  M.D. 
New  Jersey — Nicholas  A.  Bertha,  M.D.,  pres- 
ident, and  Josiah  C.  McCracken,  M.D. 
Pennsylvania — William  A.  Barrett,  M.D. 
Vermont — Dewees  H.  Brown,  M.D.,  page 
1349 

Research  and  Planning:  Report,  page  1438 
Rosenberg,  Kurt,  M.D.,  (70-93),  page  1343 
Rural  Medical  Service:  Report,  page  1499 

Russell,  Stuart  W.,  M.D.:  see  representatives 

of  Other  State  Medical  Associations 
Rubella:  Vaccination  approved,  page  1562 

School  Health 

Annual  Medical  Inspection  of  all  Pupils,  Re- 
view of  Article  19  of  State  Education  Law 
(70-12) , page  1502 
Committee:  Report,  page  1501 

Scientific  Activities  and  Publications:  see  Ex- 

ecutive Vice-President’s  Report 
Scientific  Exhibit  Awards:  see  Awards 
Secretary:  Reports,  pages  1367,  1370 

Smoking,  Cigaret:  Hospitals  to  Discontinue 

Sale  on  Premises  (70-9),  page  1502 
Specialty  Groups:  see  Peer  Review 

Standards  of  Medical  Care:  see  Executive 

Vice-President 

Sports:  see  Medical  Aspects  on  Sports 
State  Legislation:  see  Legislation,  State 


Tax  Exemption 

Real  Property  Bill,  pages  1522,  1524 
see  Legislation,  State 

Telephone  Directories:  “Yellow  Pages”  Regu- 

lation of  Listing  of  Physicians  (70-69),  page 
1440 

Tischler,  Mrs.  Louis  P. : see  Addresses  to  the 

House 

Title  18:  see  Medicare 

Title  19:  see  Medicaid 

Treasurer:  Report,  page  1370 

Tributes:  see  Memorial  Tributes 

Tropical  Diseases:  see  Preventive  Medicine 

Trustees:  Reports,  pages  1405,  1406 

Universal  Health  Insurance 

Approval  of  (70-59),  page  1472 
Critique  of  1969  Bill,  page  1464 
Niagara  County  Medical  Society  Suggestions, 
page  1472 

Warren  County  Plan,  page  1469 
Support  for  (70-58),  page  1472 
See  also:  Proposed  Universal  Health  Insur- 

ance Law 

Uterine  Cytologic  Smears:  Rescinding  of  Hos- 

pital Code  Requirement  (70-39),  page  1505 
Utilization  Review  Committee:  Report,  page 

1547 

see  Legislation,  State 

Van  Voorhis,  John:  Opinion,  page  1374 

Venereal  Diseases:  see  Preventive  Medicine 
Veterans  Administration,  Liaison  with:  Re- 

port, page  1456 

Vice-President’s  Medal:  see  Awards 

Woman’s  Auxiliary 

Report  of  President,  page  1348 
See  also:  Executive  Vice-President 
What  Goes  On:  see  Executive  Vice-President 
Wheeler,  William  L.,  Jr.,  M.D. 

Memorial  AMA,  page  1434 
Memorial  (70-92),  page  1342 
Walls,  Walter  Scott,  M.D.:  see  President-Elect 
Workmen’s  Compensation  Committee:  Report, 

page  1462 

Code  M-10,  Code  M-18  Occupational  Health 
or  Public  Health,  page  1462 
Fees  and  Billing  (69-20,  69-37),  page  1463 
Fees  (70-37),  page  1473 

Ratings  for  Interns  and  Residents,  page  1462 
Residents  Licensed  to  Practice  Medicine  in 
New  York  State,  Fees,  page  1464 
See  also:  Executive  Vice-President,  Relative 
Value  Study,  Family  Practice 
“You  and  Your  State  Medical  Society”:  see 
MSSNY 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 

Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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165th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

— FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 
SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 

SCIENTIFIC  MOTION  PICTURES 

TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 

WEDNESDAY  EVENING 
PRESIDENT’S  DINNER 
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WHAT 


ON 


in  medicine 


NEW  YORK  STATE 


June  15-30,  1970 


CONTENTS 


New  York  City  Area 2 

Early  June  Events 3 


New  York  State 


Orange  County 4 

Syracuse 4 


DEADLINE  DATES  F 

DEADLINE  DATES 
FOR 

What  Goes  On 
June  1 0,  1 970 
WGO  August  1-31 
July  10,  1970 
WGO  September  1-15 
July  25,  1970 
WGO  September  1 6-30 
August  1 0,  1 970 
WGO  October  1-15 
August  25,  1 970 
WGO  October  16-31 
September  1 0,  1 970 
WGO  November  1-15 
September  25,  1970 
WGO  November  15-30 
October  1 0,  1 970 
WGO  December  1-15 
October  25,  1 970 
WGO  December  16-31 
November  1 0,  1 970 
WGO  January  1-15,  1971 


)R  WHAT  GOES  ON 

PUBLICATION  DATES 
FOR 

New  York  State  Journal 
of  Medicine 

July  1 5,  1 970 

August  1 5,  1 970 

September  1,  1970 

September  15,  1970 

October  1 , 1 970 

October  1 5,  1 970 

November  1 , 1 970 

November  1 5,  1 970 

December  1 , 1 970 

December  1 5,  1 970 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 

Mrs.  Evelyn  G.  Clark,  Editor 

J.  Richard  Burnt,  Business  Manager 

Please  send  information  to  the  Editor, 
WHAT  GOES  ON,  750  Third  Avenue,  New 
York,  N.  Y.  10017.  Telephone  YUkon  6-5757. 


SPECIALTY  INDEX 


Cancer 3 

Cardiology 3,  4 

Chest  Disease 2 

Medicine 2,  3 

Nephrology 3 

Obstetrics/Gynecology 2 

Otology 3 

Psychiatry 2,  3 

Radiology 2 

Surgery 2,  3 


C-l  Credits 2,3,4 


SUSCRIPTION 

Reprints  of  "WHAT  GOES  ON"  are  available 
by  subscription  of  $3.00  per  year  (22  issues). 
Write  or  call  the  Editor  for  an  order  blank. 


WGO-1 
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TUESDAY,  JUNE  16 


NEW  YORK  CITY  AREA 


June  15,  1970  / June  18,  1970 

8 : 30  a.m.-4 : 30  p.m.(  Monday-Thursday 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

Fifth  Avenue  and  1 00th  Street 

ASBESTOSIS 

I.  J.  SELIKOFF,  M.D. 

Associates  and  Guest  Lecturers 
Mount  Sinai  School  of  Medicine 

FEE:  $400 


June  15,  1970  / June  19,  1970 

9:00  a.m.-5:00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

MICRONEUROSURGERY 

LEONARD  I.  MALIS,  M.D. 
and  Staff 

Mount  Sinai  School  of  Medicine 
FEE:  $150 


June  15,  1970  and  June  16,  1970 
The  New  York  Academy  of  Sciences 

Waldorf  Astoria  Hotel 
Pork  Avenue  and  50th  Street 

THIRD  CONFERENCE  ON  CATALYTIC 
HYDROGENATION  AND  ANALOGOUS 
PRESSURE  REACTIONS 

MELVIN  A.  REBENSTORF 
The  Up|ohn  Company 

For  information  contact:  L.  R.  NEVILLE, 

New  York  Academy  of  Sciences,  2 East  63rd  Street, 
New  York,  N.  Y.  10021 


MONDAY,  JUNE  15 

8:15  p.m. 

Psychoanalytic  Association  of  New  York 

2 East  103  rd  Street 

TRAUMA.  INCLUDING  OVERT  SEXUAL 
TRAUMA  IN  RELATION  TO  IDENTITY 
DISTURBANCE  AND  NEUROTIC 
SYMPTOM  FORMATION,  WITH 
SPECIAL  EMPHASIS  ON  AGROPHOBIA 

JULIAN  STAMM,  M.D. 

Downstate  Medical  Center 


9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesant  Square  East  and  15th  Street 

CRYOGLOBULINEMIC  PURPURA 

MARTIN  MELTZER,  M.D. 

N.Y.U.  School  of  Medicine 


WEDNESDAY,  JUNE  17 

8 : 00-1 0 : 00  a.m. 

The  Coney  Island  Hospital  affiliated  with 
Maimonides  Medical  Center 

Ocean  and  Shore  Parkways 
Brooklyn 

Continuing  Education  Program 
Obstetrics  & Gynecology 

PRACTICAL  GUIDES  IN  THE  DIAGNOSIS 
OF  GENITAL  CARCINOMA 

ALOIS  VASICKA,  M.D. 

YONG  J.  KIM,  M.D. 

Contact:  CLARENCE  G.  ROBINSON,  M.D.  at  Coney 

Island  Hospital. 

CREDIT:  C-l 


9:00  a.m. 

The  Long  Island  Jewish  Hospital 
Queens  Hospital  Center 

82-68  1 64th  Street 
Nursing  School  Auditorium 
Jamaica 

LEPROSY 

ORLANDO  CANIZARES,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


June  1 8,  1 970  and  June  25,  1 970 

11:00  a.m.,  Thursdays 

The  Williamsburgh  General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

June  18 

X-Ray  Aid  to  Diagnosis  and  Therapy 

MELVIN  MOORE,  M.D. 

June  25 

Psychiatry  as  an  Aid  in  Patient  Care 

STEPHEN  GILBERT,  M.D. 

Moderator: 

WILLIAM  LE  STRANGE,  M.D. 

CREDIT:  C-l 
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June  20,  1970  / June  27,  1970 

9:00  a.m.-6:00  p.m.,  Saturday-Monday 

The  Page  and  William  Black  Post-Graduate 

School  of  Medicine 

The  Mount  Sinai  Hospital 

RHINOPLASTY  AND  OTOPLASTY 

IRVING  B.  GOLDMAN,  M.D. 
and  Staff 

Mount  Sinai  School  of  Medicine 
FEE:  $400 


WEDNESDAY,  JUNE  24 

5 : 00  p.m. 

Cornell  University  Medical  College 

1300  York  Avenue — Room  A-250 

Seminar  in  Nephrology 

GLOMERULONEPHRITIS  IN  THE  ADULT 
POPULATION 

DAVID  P.  EARLE,  M.D. 

Northwestern  University  Medical  School 


THURSDAY,  JUNE  25 

9:30  p.m. 

Interboro  General  Hospital 

2748-2771  Linden  Boulevard 
Brooklyn 

EXPERIENCE  WITH  TRAUMA  AT 
CONEY  ISLAND  HOSPITAL 

MARCIAL  CERRUTI,  M.D. 

CREDIT:  C-l 


TUESDAY,  JUNE  30 

9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Room 

IATROGENIC  MALABSORPTION 

ARTHUR  LINDNER,  M.D. 

N.Y.U.  School  of  Medicine 


EVENTS  RECEIVED  AFTER 
LAST  DEADLINE 


MONDAY,  JUNE  1 

4:00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

First  Floor  Lecture  Hall 
Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 


THE  ROLE  OF  AMMONIA  PRODUCTION 
AND  EXCRETION  IN  THE  REGULATION 
OF  ACID  BASE  BALANCE 

ROBERT  F.  PinS,  M.D. 

Cornell  University  Medical  College 


TUESDAY,  JUNE  2 

3:15  p.m. 

Mount  Sinai  School  of  Medicine 

Blumenthal  Auditorium 
1 00th  Street  and  Fifth  Avenue 

DRUGS  OF  VALUE  IN  THE 
TREATMENT  OF  CARDIAC 
ARRHYTHMIAS 

SIMON  DACK,  M.D. 


TUESDAY,  JUNE  9 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

ISOLATION,  PRESERVATION  OF 
OBJECT  RELATIONS,  AND  ACTING 
OUT 

BURNESS  E.  MOORE,  M.D. 


TUESDAY,  JUNE  9 

9:00  p.m. 

Queens  County  Psychiatric  Society 
Hillside  Hospital 

75-59  263rd  Street 
Glen  Oaks 

HYPNOSIS  IN  PSYCHIATRIC 
TREATMENT 

HERBERT  SPIEGEL,  M.D. 

Columbia  University 


THURSDAY,  JUNE  11 

3:45  p.m. 

American  Cancer  Society 

Mount  Sinai  School  of  Nursing  Auditorium 
5 East  98th  Street 

PHYSICIANS  CONFERENCE  ON 
BREAST  AND  UTERINE  CANCER 

S.  B.  GUSBERG,  M.D.,  Chairman 
The  program  is  a sequence  of  one-hour  panels: 

1.  Basic  Screening  for  Breast  Cancer 

GUY  F.  ROBBINS,  M.D.,  Moderator 
Memorial  Hospital 

Panelists: 

PHILIP  STRAX,  M.D. 

Guttman  Institute 


June  1,  1970  / New  York  State  Journal  of  Medicine  1589 

WGO-3 


LOUIS  VENET,  M.D. 

Beth  Israel  Medical  Center 

2.  The  Pill  and  the  Breast 

FREDERIC  HERTER,  M.D.,  Moderator 
Columbia  University  P & S 

Panelists: 

HENRY  LEIS,  JR.(  M.D. 

New  York  Medical  College 
GERSON  J.  LESNICK,  M.D. 

Mount  Sinai  School  of  Medicine 

3.  Basic  Screening  for  Uterine  Cancer 

HUGH  R.  K.  BARBER,  M.D.,  Moderator 
Panelists: 

VINCENT  TRICOMI,  M.D. 

Brooklyn-Cumberland  Medical  Center 
CARMEL  J.  COHEN,  M.D. 

Mount  Sinai  Medical  Center 

4.  The  Pill  and  the  Uterus 

S.  B.  GUSBERG,  M.D.,  Moderator 

Panelists: 

ERNEST  L.  WYNDER,  M.D. 

American  Health  Foundation 
JOSEPH  J.  ROVINSKY,  M.D. 

City  Hospital  Center  at  Elmhurst 
MYRON  R.  MELAMED,  M.D. 

Memorial  Hospital 

For  reservations,  call  the  American  Cancer  Society, 
New  York  City  Division,  44  East  53rd  Street,  New 
York,  N.Y.  10022.  PLaza  9-3500. 


ORANGE  COUNTY 


THURSDAY,  JUNE  4 

8 : 30  a.m.  Registration 

New  York  Heart  Association 

Sterling  Forest  Conference  Center 
Sterling  Forest,  Tuxedo 

CONFERENCE  FOR  CHIEFS  OF 
CARDIOVASCULAR  CLINICS 

Coronary  Artery  Disease 

1.  Preventive  Implications  in 
Coronary  Epidemiology 

WILLIAM  B.  KANNEL,  M.D. 

National  Heart  and  Lung  Institute 
Framingham,  Massachusetts 

2.  Blood  Lipids  in  Coronary  Artery 
Disease 

JOSEPH  T.  DOYLE,  M.D. 

Albany  Medical  College 

3.  Medical-Surgical  Management 
of  Coronary  Artery  Disease 

HARVEY  G.  KEMP,  JR.,  M.D. 

St.  Luke's  Hospital  Center 


1 : 30  p.m.-2 : 45  p.m. 

Discussion  Groups 

Participants  will  be  assigned  according  to  their  choice: 

1.  Echocardiography 

2.  Management  of  Chronic  Uremia 

3.  "Clinic"  on  Cardiovascular  Clinics 

4.  Cardiac  Surgery  in  Infancy 

Contact:  New  York  Heart  Association,  Inc.,  2 East  64th 

Street,  New  York,  N.Y.  10021.  Tel.  (21 2)  838-8800. 


SYRACUSE  AREA 


THURSDAY,  JUNE  18 

The  Coronary  Heart  Disease  Committee 
of  the  New  York  State  Heart  Assembly 

Randolph  House 
Syracuse 

ELECTROCARDIOGRAPHY  IN 
CORONARY  CARE  UNITS 

(Two  three-hour  workshops) 

Among  the  specific  subjects  to  be  discussed  are  the  follow- 
ing: 

1.  Normal  Impulse  Formation  and 
Conduction; 

2.  Ectopic  Rhythms; 

3.  Heart  Block  and  Bradycardia; 

4.  Supraventricular  Tachycardia  with 
Aberrant  Conduction; 

5.  Complex  Nodal  Mechanisms; 

6.  Difficult  EKG  Diagnosis  of 
Myocardial  Infarction. 

The  partial  list  of  instructors  include: 

SERGE  BAROLD,  M.D.,  ROBERT  HEINLE,  M.D., 
GEORGE  LITMAN,  M.D.  and  PRAVIN  SHAH,  M.D. 
Rochester 

ROBERT  EICH,  M.D.,  HAROLD  SMULYAN,  M.D. 
and  ANIS  OBEID,  M.D.,  DONALD  WOOLFOLK,  M.D. 
Syracuse 

JOSEPH  A.  ZIZZO,  M.D.,  JULES  CONSTANT,  M.D., 
ROBERT  KOHN,  M.D. 

Buffalo 

JAOK  HAN,  M.D. 

Albany 

CREDIT:  C-l 


1590  New  York  State  Journal  of  Medicine  / June  1,  1970 

WGO-4 


The  chronically  anxious 
<liac  patent  who  becomes  overly 
occupied  with  his  condition  may 
(1  to  become  even  more 
irehensive  during  the  nighttime 
irs.  With  senses  sharpened  by 
te  anxiety,  he  may  interpret  as 
unions”  changes  in  his  heart’s 
ion.  And  with  intensified  anxiety, 
p may  often  be  disturbingly 
»ive. 


e of  Librium®  (chlordiazepoxide 
1)  can  be  particularly  effective. 
*ough  its  prompt,  dependable 
ianxiety  action.  Librium 
juently  calms  tbe  patient  and 
ourages  relaxation  and  sleep. 
i.d.  daytime  regimen  often  helps 
uce  excessive  “cardiac  anxiety” 

!,  in  conjunction  with  the 
sician’s  reassurance  and  counsel, 
/ enable  the  patient  to  adopt  a 
ner,  more  realistic  attitude 
ard  his  disorder  and  toward 
!y  stress.  Also  of  therapeutic 
oHance:  on  proper  maintenance 
age.  Librium  seldom  impairs 
lity  to  function.  In  general  use, 
most  contmon  side  effects 
orted  have  been  drowsiness, 
ua  and  confusion,  particularly 
he  elderly  and  debilitated. 

; full  prescribing  information.) 

or  anxiety-induced 
insoriinia 

the  cardiac  patient 
adjunctive 

LiBriunr 

dordjazepoxide  HC1) 
ti.d.  plus  h.s. 

ng,  10- mg  and  25-ing  capsules 


Division  of  Hoffmann- La  Roche  Inc 
Nutley.  New  Jersey  07110 


To  help  alleviate  anxiety- 
u ced  insomnia,  an  added  n.s , 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when 
anxiety,  tension  and  apprehension  are  signifi- 
cant components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
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Vice-Chairman,  Wilfred  Dorfman,  M.D., 
Brooklyn 

Secretary,  David  Green,  M.D.,  Albany 
Delegate,  Charles  F.  Nicol,  M.D.,  Kenmore 

Obstetrics  and  Gynecology 

Chairman,  Arnold  N.  Fenton,  M.D.,  Great 
Neck 

Vice-Chairman,  Paul  K.  Birtch,  M.D.,  Buf- 
falo 

Secretary,  William  F.  Finn,  M.D.,  Manhasset 
Delegate,  Donald  W.  Hall,  M.D.,  Buffalo 

Ophthalmology 

Chairman,  Richard  C.  Troutman,  M.D.,  New 
York  City 
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Vice-Chairman,  James  L.  McGraw,  M.D.,  Syra- 
cuse 

Secretary,  William  M.  McCarty,  M.D.,  Troy 
Delegate,  Philip  H.  Landers,  M.D.,  Bingham- 
ton 

Orthopedic  Surgery 

Chairman,  Robert  C.  Dickerson,  M.D.,  Roch- 
ester 

Secretary,  George  B.  Ambrose,  M.D.,  New 
York  City 

Delegate,  Frederick  Lee  Liebolt,  M.D.,  New 
York  City 

Otolaryngology 

Chairman,  Edwin  I.  Cleveland,  M.D.,  Bronx- 
ville 

Vice-Chairman,  John  M.  Lore,  M.D.,  Buffalo 
Secretary,  John  R.  Williams,  M.D.,  New  Ro- 
chelle 

Delegate,  William  F.  Robbett,  M.D.,  New 
York  City 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman,  Milton  J.  Eisen,  M.D.,  Yonkers 
Vice-Chairman,  Louis  G.  Jakovic,  M.D.,  Al- 
bany 

Secretary,  George  K.  Higgins,  M.D.,  New  York 
City 

Delegate,  Albert  H.  Harris,  M.D.,  Albany 

Pediatrics 

Chairman,  Charles  N.  Needham,  M.D.,  Syra- 
cuse 

Vice-Chairman,  Gilbert  L.  Fuld,  M.D.,  New 
York  City 

Secretary,  Martin  C.  Ushkow,  M.D.,  Syracuse 
Delegate,  Thomas  S.  Bumbalo,  M.D.,  Buffalo 

Physical  Medicine  and  Rehabilitation 

Chairman,  Samuel  A.  Levine,  M.D.,  The  Bronx 
Vice-Chairman,  Harold  Gellert,  M.D.,  New 
York  City 

Secretary,  Robert  H.  Cress,  M.D.,  Albany 
Delegate,  Henry  Fleck,  M.D.,  The  Bronx 

Plastic  and  Reconstructive  Surgery 

Chairman,  Bertram  E.  Bromberg,  M.D.,  Hemp- 
stead 

Vice-Chairman,  Dicran  Goulian,  Jr.,  M.D., 
New  York  City 

Secretary,  David  B.  Stark,  M.D.,  Syracuse 
Delegate,  Howard  B.  Rasi,  M.D.,  Brooklyn 

Preventive  Medicine  and  Public  Health 

Chairman,  George  E.  Leone,  M.D.,  Riverhead 


Vice-Chairman,  John  J.  A.  Lyons,  M.D.,  Al- 
bany 

Secretary,  James  J.  Quinlivan,  M.D.,  Albany 

Delegate,  Arthur  G.  Baker,  M.D.,  Albany 

Radiology 

Chairman,  Stanley  M.  Rogoff,  M.D.,  Roches- 
ter 

Vice-Chairman,  Edward  A.  Dunlop,  Jr.,  M.D., 
Lewiston 

Secretary,  Norman  E.  Leeds,  M.D.,  The  Bronx 

Delegate,  Samuel  H.  Madell,  M.D.,  New  York 
City 

School  Health 

Chairman,  C.  George  Murdock,  M.D.,  Syra- 
cuse 

Space  Medicine 

Chairman,  Constantine  D.  J.  Generales,  Jr., 
M.D.,  New  York  City 

Secretary,  Levon  Bedrosian,  M.D.,  Albany 

Surgery 

Chairman,  Frederic  P.  Herter,  M.D.,  New 
York  City 

Vice-Chairman,  Louis  C.  Cloutier,  M.D.,  Buf- 
falo 

Secretary,  David  N.  Kluge,  M.D.,  Rochester 

Delegate,  Wheelock  A.  Southgate,  M.D., 
Rochester 

Urology 

Chairman,  Otto  M.  Lilien,  M.D.,  Syracuse 

Vice-Chairman,  R.  Keith  Waterhouse,  M.D., 
Brooklyn 

Secretary,  Thomas  M.  Flanagan,  M.D.,  Nor- 
wich 

Delegate,  William  J.  Staubitz,  M.D.,  Buffalo 

CHAIRMEN  OF  SESSIONS 


Archives 

Chairman,  Joseph  A.  Tamerin,  M.D.,  New 
York  City 

Data  Processing  in  Medicine 

Chairman,  William  Bauman,  M.D.,  New  York 
City 

History  of  Medicine 

Chairman,  Robert  M.  Joynt,  M.D.,  Rochester 
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Month  in  Washington 


The  House  Ways  and  Means  Committee  ap- 
proved legislation  that  would  change  the  Medi- 
care program  to  permit  prepaid  closed-panel 
group  practice  medical  care  and  would  set 
ceilings  on  physicians’  fees  under  Medicare  and 
Medicaid. 

The  committee  did  not  consider  national 
health  insurance  proposals  for  legislative  action 
this  year. 

A proposal  for  inclusion  of  chiropractic 
under  Medicare  was  rejected.  However,  a com- 
promise provision  would  direct  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare  to 
conduct  a “very  limited”  study  of  chiropractic 
under  Medicare,  utilizing  the  experiences  under 
Medicaid.  Chiropractic  now  is  a Medicaid  serv- 
ice in  15  states,  being  authorized  for  Federal 
funds  to  the  extent  that  it  is  legal  in  the  state. 
Representatives  of  chiropractors  lobbied  inten- 
sively with  committee  members  for  the  same 
treatment  under  Medicare. 

The  committee  also  decided  against  inclusion 
of  disabled  beneficiaries  of  Social  Security 
under  Medicare.  Instead,  the  proposal  was  re- 
ferred to  the  Health  Insurance  Benefits  Ad- 
visory Council  for  further  study. 

The  House  was  expected  to  approve  the  com- 
mittee’s bill,  which  included  a 5 per  cent  in- 
crease in  cash  Social  Security  benefits,  without 
change.  However,  changes  were  expected  in 
the  Senate. 

Provisions  of  the  committee  bill  which  are 
of  major  importance  to  physicians  included  the 
following : 

Health  Maintenance  Organization  Option. 
Individuals  eligible  for  both  Part  A and  Part 
B Medicare  coverage  would  be  able  to  choose 
to  have  their  care  provided  by  a health  main- 
tenance organization  (a  prepaid  group  health 
or  other  capitation  plan).  The  government 
would  pay  for  such  coverage  on  a capitation 
basis  not  to  exceed  95  per  cent  of  the  cost  of 
Medicare  benefits  provided  to  beneficiaries  in 
the  area  not  covered  under  the  health  mainte- 
nance organization. 

Experiments  and  Projects  in  Prospective  Re- 
imbursement and  Incentives  for  Economy.  The 
secretary  of  HEW  would  be  required  to  develop 
experiments  and  demonstration  projects  de- 
signed to  test  various  methods  of  making  pay- 
ment to  providers  of  services  on  a prospective 
basis  under  Medicare,  Medicaid,  and  maternal 
and  child  health  programs.  In  addition,  the 
secretary  would  be  authorized  to  conduct  ex- 
periments with  methods  of  payment  or  reim- 
bursement designed  to  increase  efficiency  and 
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economy,  and  with  community-wide  utilization 
review  mechanisms. 

Limitation  on  Recognition  of  Physician  Fee 
Increases.  Charges  determined  to  be  reason- 
able under  the  present  criteria  in  Medicare, 
Medicaid,  and  maternal  and  child  health  law 
would  be  limited  by  providing  that:  (a)  for 

fiscal  year  1971  medical  charge  levels  recog- 
nized as  prevailing  may  not  be  increased  be- 
yond the  75th  percentile  of  actual  charges  in  a 
locality  during  calendar  year  1969;  ( b ) for 
fiscal  year  1972  and  thereafter  the  prevailing 
charge  levels  recognized  for  a locality  may  be 
increased,  on  the  average,  only  to  the  extent 
justified  by  increases  in  the  cost  of  production 
of  medical  services,  levels  of  living,  and  the 
earnings  of  other  professional,  managerial, 
and  technical  personnel;  and  (c)  for  medical 
supplies,  equipment,  and  services  that,  in  the 
judgment  of  the  Secretary,  generally  do  not 
vary  significantly  in  quality  from  one  supplier 
to  another,  charges  allowed  as  reasonable  may 
not  exceed  the  lowest  levels  at  which  such  sup- 
plies, equipment,  and  services  are  widely  avail- 
able in  a locality. 

Payments  for  Services  of  Teaching  Physi- 
cians. Medicare  and  Medicaid  would  not  pay 
for  the  services  of  teaching  physicians  unless 
other  patients  who  have  insurance  or  are  able 
to  pay  are  also  charged  for  such  services  and 
the  Medicare  deductible  and  coinsurance 
amounts  are  regularly  collected.  Payment 
under  Medicare  would  be  authorized  for  serv- 
ices to  hospital  patients  by  staff  members  of 
certain  medical  schools  who  now  furnish  these 
services  without  charge  to  the  hospital. 

Termination  of  Payments  to  Providers  Who 
Abuse  the  Medicare  Program.  The  secretary 
of  HEW  would  be  given  authority  to  terminate 
or  suspend  payment  for  services  rendered  by  a 
supplier  of  health  and  medical  services  found 
to  be  guilty  of  program  abuses.  Program  re- 
view teams  would  be  established  to  furnish  the 
secretary  with  professional  advice  in  carrying 
out  this  authority. 

Repeal  of  Medicaid  Provision  Requiring  Ex- 
panded Programs.  The  requirement  in  the 
present  law  that  States  have  comprehensive 
Medicaid  programs  by  1977  would  be  repealed. 

Prohibition  of  Reassignments.  Medicare  and 
Medicaid  payments  to  anyone  other  than  a 
patient  or  his  physician  would  be  prohibited, 
unless  the  physician  is  required  as  a condition 
of  his  employment  to  turn  over  his  fees  to  his 
employer  or  unless  there  is  a contractual  ar- 
rangement between  the  physician  and  the  fa- 
cility in  which  the  services  were  provided  under 

continued  on  page  1606 
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zens have  enabled  CARE  to  send  vitally  needed 
aid  to  every  province  of  South  Vietnam.  The 
money  they  gave  has  been  spent  for  food  for 
those  who  have  no  food.  Homes  for  the  dis- 
placed. Educational  supplies  for  children 
whose  schools  have  been  destroyed.  Agricul- 
tural tools  to  enable  villages  to  grow  more  food. 
The  need  for  such  assistance  increases  daily. 

In  South  Vietnam,  the  children  cry  out. 
Can  you  close  your  ears  and  pass  by  on  the 
other  side? 
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which  the  facility  bills  for  all  such  services. 

Utilization  Review  in  Medicaid.  Hospitals 
and  skilled  nursing  homes  participating  in  the 
Medicaid  and  maternal  and  child  health  pro- 
grams would  be  required  to  have  the  same 
utilization  review  committee  with  the  same 
functions  as  in  the  Medicare  program. 

Role  of  State  Health  Agencies  in  Medicaid. 
State  health  agencies  would  be  required  to  per- 
form certain  functions  under  the  Medicaid  and 
maternal  and  child  health  programs  relating  to 
the  quality  of  the  health  care  furnished  to  re- 
cipients. 

Physical  Therapy  Services  Under  Medicare. 
Under  Medicare’s  supplementary  medical  in- 
surance program,  beneficiaries  would  be  covered 
for  up  to  $100  per  calendar  year  of  physical 
therapy  services  furnished  by  a licensed  physi- 
cal therapist  in  his  office  or  the  patient’s  home 
under  a physician’s  prescription.  Hospitals 
and  extended  care  facilities  could  continue  to 
provide  covered  physical  therapy  services  to 
patients  who  have  exhausted  their  days  of 
hospital  insurance  coverage. 

Chiropractors’  Services.  HEW  would  con- 
duct a study  on  covering  chiropractors’  fees  (on 
a limited  basis)  under  Medicare,  utilizing  the 
experimental  authority  under  the  Medicaid  pro- 
gram. A report  on  the  study,  including  the 
experience  of  other  programs  paying  for  chiro- 
practors’ services  would  be  submitted  to  the 
Congress  within  two  years. 

* * * 

The  American  Medical  Association  expressed 
opposition  to  a proposed  oral  contraceptive 
package  insert  addressed  to  users. 

The  Food  and  Drug  Administration  first 
proposed  a package  insert  of  about  700  words 
dealing  with  possible  side-effects  and  potential 
dangers  of  taking  birth  control  pills.  When 
this  raised  widespread  opposition,  the  FDA 
drastically  revised  the  original  draft,  cutting 
it  down  to  about  100  words.  Main  objections 
to  the  first  draft  were  that  it  was  too  long  and 
detailed  to  be  addressed  to  a patient  and  that 
it  raised  a serious  question  about  the  relation- 
ship between  doctor  and  patient. 

After  the  FDA  invited  comments  on  the  re- 
vised draft  from  interested  parties,  Ernest  B. 
Howard,  M.D.,  executive  vice-president  of  the 
AMA,  responded  that  the  AMA  opposes  any 
oral  contraceptive  package  insert.  He  said 
that,  “in  the  best  interests  of  the  patient  and 
the  practice  of  quality  medicine,”  there  should 
be  no  package  insert  addressed  to  users. 

“.  . . The  requirement  that  information  on 
the  side-effects  of  a prescription  drug  be  sup- 
plied directly  to  the  patient  is  a dangerous  de- 
parture from  present  practice,”  he  said  in  a 
letter  to  the  Health,  Education,  and  Welfare 
Department,  of  which  FDA  is  a part.  “It  in- 
trudes on  the  patient-physician  relationship  and 
compromises  individual  medical  evaluation. 
The  proposed  statement  would  lead  to  confusion 
and  alarm  among  many  patients  and  could  re- 
sult in  harm  to  some. 


“For  these  reasons,  the  American  Medical 
Association  is  opposed  to  a package  insert  di- 
rected to  patients  for  any  prescription  drug. 

“The  oral  contraceptive  is  a prescription 
drug.  It  is  the  responsibility  of  the  physician 
to  inform  his  patients  of  the  potential  hazards 
of  drugs  he  prescribes.  In  counseling  on  family 
planning,  the  physician  has  a further  respon- 
sibility. He  should  provide  information  that 
will  enable  the  patient  to  make  an  intelligent 
decision  regarding  the  use  of  oral  and  other 
contraceptive  methods.” 

“The  proposed  statement,  in  its  simplistic 
approach  to  a complex  situation,  would  confuse 
the  patient  who  has  already  been  informed  of 
possible  side-effects  by  her  physician  and  who 
has  received  her  physician’s  recommendation 
as  to  a desirable  method  of  contraception  for 
her.  . . . 

“A  stated  purpose  of  the  insert  is  to  “rein- 
force the  efforts  of  the  physician  to  inform  the 
patient  in  a balanced  fashion  of  the  risks.  The 
physician  has  a duty  to  weigh  the  benefits 
against  the  possible  risk  in  prescribing  any 
drug  for  a patient,  and  the  physician’s  advice 
to  the  patient  in  connection  with  the  drug  pre- 
scribed must  be  individualized  for  each  patient. 
The  balanced  fashion  theory  cannot  be  a part 
of  good  therapeutic  practice,  which  requires  an 
individual  judgment  for  each  patient.  Stand- 
ardized information  could  harm  some  pa- 
tients by  limiting  the  value  of  the  specific  in- 
formation given  to  them  by  their  physicians. 

“A  package  insert  is  an  inappropriate  and 
ineffective  means  of  providing  a patient  with 
information  regarding  any  prescription  drug. 
The  best  way  to  inform  patients  effectively  is 
through  the  physician.  The  best  way  to  rein- 
force the  physician’s  efforts  to  inform  the  pa- 
tient is  to  provide  him  with  unbiased,  authori- 
tative, and  up-to-date  information.  Our  Coun- 
cil on  Drugs  has  used  the  Journal  of  the  Ameri- 
can Medical  Association  for  this  purpose. 
Further,  in  a forthcoming  book  titled,  AMA 
Drug  Evaluations,  we  will  supply  the  physician 
with  comprehensive  information  on  oral  con- 
traceptives as  well  as  on  other  drugs.  We 
would  be  pleased  to  join  with  the  Food  and 
Drug  Administration  and  other  concerned  med- 
ical and  scientific  organizations  in  the  prepara- 
tion of  any  additional  information,  and  to  pro- 
vide a means  of  placing  it  in  the  hands  of  all 
physicians.  . . .” 

The  American  Medical  Association  supported 
two  Senate  bills,  S.  3297  and  S.  3652,  that 
would  require  labeling  of  prescription  drug 
containers  except  where  the  prescribing  physi- 
cian indicated  otherwise. 

“We  would  emphasize  very  strongly,  how- 
ever,” John  J.  Curry,  M.D.,  a member  of  the 
AMA  Council  on  Drugs,  testified  at  a Senate 
Health  Subcommittee  hearing,  “.  . . that  both 
bills  fall  short  of  the  recommendation  of  the 
American  Medical  Association.  In  urging  your 
support  of  labeling  legislation,  we  strongly 
recommend  that  the  legislative  requirement  pro- 
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vide  that  the  label  contain  the  established  name 
or  trade  name  of  the  drug  as  written  by  the 
physician,  or  in  the  case  of  a combination  drug, 
the  established  name  of  the  active  ingredients 
of  the  drug  or  its  trade  name  as  written  by  the 
physician,  and  the  quantity  and  strength  of  the 
drug.  Provision  should  of  course  be  made  that 
the  label  would  not  contain  any  or  all  of  the 
foregoing  information  where  the  physician  so 
indicates.” 

The  AM  A also  supported  S.  3096  and  another 


provision  of  S.  3297  that  would  require  a cod- 
ing identification  on  each  tablet,  capsule,  or 
other  final  form  of  a medication. 

The  AM  A did  not  take  a position  on  a fourth 
bill,  S.  3651,  that  would  require  inspection  of 
drug  manufacturing  firms  every  six  months, 
instead  of  the  present  two  years.  Dr.  Curry 
said  that  he  was  concerned  that  medications 
he  prescribed  “are  of  maximum  purity  and 
manufactured  under  proper  controls,”  but  that 
he  was  not  qualified  to  speak  on  the  length  of 
time  between  inspections. 


Medical  News 


One-month  fellowships  for  practitioners 

The  Department  of  Pediatrics  of  the  State 
University  of  New  York  at  Buffalo  is  planning 
a new  type  of  training  program  for  pediatri- 
cians and  general  practitioners — a one-month 
fellowship  in  pediatrics.  The  purpose  of  this 
program  is  to  familiarize  the  participant  with 
new  knowledge  in  a pediatric  subspecialty. 
Fellowships  are  available  in  cardiology,  endo- 
crinology, hematology,  metabolic  diseases, 
nephrology,  and  radiology.  The  participant’s 
activities  will  be  planned  to  suit  his  particular 
needs.  Most  of  his  time  will  be  spent  in  the 
study  of  patients. 

For  additional  information  contact  Thomas 
Aceta,  Jr.,  M.D.,  Children’s  Hospital,  219 
Bryant  Street,  Buffalo,  New  York  14222.  The 
telephone  number  is  878-7518,  area  code  716. 

Intensive  care  unit  expanded  at  Strong 
Memorial  Hospital 

A 15-bed  coronary,  pulmonary,  and  general 
intensive  care  unit,  which  is  expected  to  reduce 
the  mortality  rate  of  critically  ill  patients 
treated  there  by  an  estimated  30  to  40  per  cent, 
was  opened  at  the  University  of  Rochester’s 
Strong  Memorial  Hospital.  The  pulmonary 
section  is  the  first  of  its  kind  in  the  10-county 
area  served  by  the  hospital. 

Constructed  at  a cost  of  $182,000,  the  new 
unit  is  equipped  with  electronic  monitoring  and 
diagnostic  equipment  enabling  nurses  to  main- 
tain continuous  observation  of  each  patient’s 
pulse,  respiration,  blood  pressure,  and  electro- 
cardiogram. The  unit  also  includes  special 
therapeutic  equipment.  Physicians,  nurses, 
and  allied  health  professionals  who  have  re- 
ceived specialized  training  in  coronary  and 
pulmonary  care  will  serve  the  unit  around-the- 
clock  in  three  times  the  number  usually  as- 
signed to  a general  medical  unit. 

According  to  James  W.  Bartlett,  M.D.,  medi- 
cal director  of  the  Hospital,  the  new  unit  illus- 
trates the  lifesaving  potential  of  modern  medi- 
cal technology  and  at  the  same  time  represents 

Material  for  inclusion  in  the  medical  news  section  must 
he  received  six  weeks  prior  to  publication  date. 


a major  reason  for  today’s  spiraling  health 
costs.  He  pointed  out  that  the  high  mortality 
rate  in  critically  ill  patients  with  coronary  and 
pulmonary  diseases  is  caused,  in  part,  by  the 
unpredictable  and  rapid  changes  that  can  occur 
in  vital  life  signs — respiration,  pulse,  blood 
pressure,  or  electrocardiogram — during  the  first 
few  days  after  the  onset  of  illness.  The  moni- 
toring and  diagnostic  equipment  in  the  new 
unit  is  designed  to  insure  instant  detection  of 
these  changes,  to  enable  physicians  and  nurses 
to  treat  complications  promptly  and  thereby 
lower  the  mortality  rate.  Patients  are  also 
kept  more  comfortable  during  their  illness  by 
this  immediate  attention  to  their  complications. 

“It  will  cost  $350  a day  to  provide  care  in  the 
new  unit  because  of  the  specialized  equipment 
and  the  concentration  of  highly  trained  health 
professionals  per  patient,”  Dr.  Bartlett  said. 
“When  this  cost  is  added  to  Strong’s  over-all 
operating  expenses,  7 per  cent  is  added  to  the 
cost  of  each  day  of  patient  care  in  the  hospital.” 
Care  of  critically  ill  patients  with  coronary  and 
pulmonary  diseases  in  a general  medical  unit 
at  the  Hospital,  with  special  duty  nurses 
around  the  clock,  would  cost  about  $250  a day, 
and  the  hospital  could  not  give  the  quality  of 
care  available  in  the  intensive  care  unit. 

Nursing  stations  are  located  so  that  all  pa- 
tients are  visible  to  the  nursing  staff.  Any 
critical  change  in  a patient’s  condition  can  be 
detected  instantly  on  monitors  either  at  bedside 
or  at  the  nursing  station,  and  a physician  can 
be  at  the  bedside  promptly. 

Service  panels  will  deliver  oxygen,  com- 
pressed air,  vacuum,  and  other  utilities  to  each 
bedside.  Of  the  15  beds  in  the  unit,  6 are  for 
coronary  care,  5 for  pulmonary  care,  and  4 for 
general  medical  intensive  care  needs. 

Personalities 

Named.  Norbert  J.  Roberts,  M.D.,  New  York 
City,  as  president-elect;  Thomas  S.  Ely,  M.D., 
Rochester,  second  vice-president;  C.  Craig 
Wright,  M.D.,  Rochester,  secretary;  and  John 
S.  Tobin,  M.D.,  Middleport,  Board  of  Directors, 
of  the  Industrial  Medical  Association. 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylllne  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  clnchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Specific  therapy  for  night  leg  cramps 


o 


Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1'4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.1 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
trovaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  I J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  $.:  Arch. 
Dermot.  93:402,  1966.  3.  Walsh,  H.,  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


1.2%,  sulfanilamide 


rnc  A AA  (aminacrine  hydrochloride  0.' 

15.0%,  allantoin  2.0%) 

c | IDD^QITV^DIEQ  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUrrVJOl  I LjrciCO  I 05  Gm.,  allantoin  0.014  Gm.) 


MEMORANDUM 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N Y.  10017  (212)986-5757 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM:  DR.  FINEBERG.  DR„  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 
the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of-the-year  and  fiscal  summat  ms.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particularly  important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  197 1^  issue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  1, 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 

15  issue. 

NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 
THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by  members 
a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


HENRY  Y.  FINEBERG,  M-Uf  1 
Executive  Vice-President 


William  Hammond,  M.D„ 
Editor 
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Some  days  she  can't  seem 


other  clays  she  doesn't  even  try 

n the  treatment  of  depression,  Aventyl  HCI  as  part  of 
'our  total  therapy  often  brings  early  symptomatic 
mprovement.  Aventyl  HCI  aids  in  renewing  motor  function 
ind  increasing  interest  in  life.  Patients  may  report  that 
hey  eat  more,  enjoy  undisturbed  sleep  . . . generally 
)egin  to  function  better.  Relief  from  their  most  distressing 
iymptoms  helps  them  “open  up"  and  ventilate  their  problems. 


n depression 

AVENTYL  HCI 

NORTRIPTYLINE  HYDROCHLORIDE 


inscription  Aventyl  HCI  is  a sale  and  effective  agent  loi  treatment  of  menial 
lepression,  anxiety  tension  slates,  and  psychophysiological  gastro  intestinal 
lisorders  It  is  not  a monoamineoxidase  (MAO)  inhibitor. 

In  laboratory  animals,  anticholinergic  effects  of  Aventyl  HCI  are  milder 
han  those  of  related  antidepressants. 

ndications:  Depressive  reactions  (alone  or  accompanied  by  anxiety)  associ- 
ited  with  such  presenting  symptoms  as  depression,  anxiety  tension,  insomnia 
estlessness.  disinterest,  and  irritability. 

Psychophysiological  gastro  intestinal  disorders  and  symptomatic  reactions 
n childhood  (e  g . enuresis). 

Contraindications:  Hypersensitivity  to  the  drug,  concurrent  use  with  a MAO 
nhibitor  or  use  within  two  weeks  after  the  MAO  inhibitor  is  discontinued. 

Warnings:  Use  in  convulsive  or  hypotensive  states  should  be  closely  followed 
ly  the  physician. 

At  present,  data  are  insufficient  to  recommend  the  drug  during  pregnancy 
The  possibility  of  a suicidal  attempt  m a depressed  patient  should  always  be 
ronsidered. 

There  have  been  rare  reports  of  agranulocytosis,  laundice,  hypotension, 
tremor,  urinary  retention,  thrombocytopenic  purpura,  and  paralytic  ileus. 
Periodic  laboratory  studies  are  recommended 

Cardiovascular  complications,  including  myocardial  infarction  and  arrhyth- 
mias, have  been  reported  occasionally  with  related  drugs  Patients  with 
cardiovascular  disease  should  be  given  Aventyl  HCI  under  close  observation 
and  m low  dosage.  This  drug,  like  members  of  its  group,  tends  to  produce 
sinus  tachycardia  and  to  prolong  the  conduction  time,  as  manifested  by  first- 
degree  AV  block. 

Precautions:  Because  of  its  anticholinergic  activity,  Aventyl  HCI  should  be 
administered  cautiously  in  patients  with  glaucoma  or  a propensity  for  urinary 
retention  Use  Aventyl  HCI  with  care  in  conjunction  with  sympathomimetic 
or  anticholinergic  drugs.  Epileptiform  seizures  or  troublesome  patient  hostility 
may  occur.  Aventyl  HCI  used  alone  in  schizophrenic  patients  may  result  in 
an  exacerbation  of  the  psychosis. 

Concomitant  use  of  Aventyl  HCI  and  ECT  (with  or  without  atropine,  short- 
acting barbiturate,  and  muscle  relaxant)  has  not  been  thoroughly  studied  If 
these  treatments  are  used  together,  the  physician  should  be  aware  of  possible 
added  adverse  effects. 

Patients  should  be  warned  about  the  possibility  of  drowsiness  if  they  operate 
dangerous  machinery  or  drive  a vehicle.  Concurrent  ingestion  of  other  C N.S. 
drugs  or  alcohol  may  potentiate  the  adverse  effects  of  Aventyl  HCI 

Patients  receiving  a tricyclic  antidepressant  (e  g . nortriptyline)  may  respond 
poorly  to  hypotensive  agents  such  as  guanethidine. 

Adverse  Reactions:  The  following  have  been  observed  or  reported  following 
the  use  of  Aventyl  HCI : dryness  of  mouth,  drowsiness,  constipation,  dizziness, 
tremulousness,  confusional  state,  ataxia,  disorientation  and  hallucinations, 
restlessness,  weakness,  precipitation  of  hypomamc  or  manic  state,  tachycardia, 
blurred  vision,  epigastric  distress,  sweating,  peculiar  taste,  blacktongue.  fa- 


tigue excess  weight  gain  or  weight  loss,  insomnia,  headache,  paresthesia, 
nausea  and  vomiting,  adynamic  ileus,  rash,  itching,  delayed  micturition, 
hunger  sensation,  flushing  diarrhea,  nocturia,  inner  nervousness,  anxiety 
and  panic,  ankle  and  orbital  edema,  hypotension,  hypertension,  impotence, 
nightmares,  palpitation,  numbness  peripheral  neuropathy,  photosensitization, 
extrapyramidal  symptoms,  and  increased  or  decreased  libido. 

Habituation  or  withdrawal  symptoms  have  not  been  reported. 

Administration  and  Dosage  Aventyl  HCI  is  administered  orally  as  Pulvules'5 
or  liquid.  Dosage  should  be  individualized.  The  following  general  principles 
are  applicable. 

Aventyl  HCI  is  preferably  given  in  gradually  increasing  doses:  1 Pulvule 
(10  mg  ) twice  the  first  day.  1 Pulvule  three  times  the  second  day,  and  1 Pulvule 
four  times  daily  thereafter. 

If  neither  beneficial  nor  adverse  effects  are  seen  after  five  to  seven  days 
with  10  mg  four  times  a day,  the  patient  can  be  given  25  mg  twice  the  first 
day.  25  mg.  three  times  the  second  day,  and  25  mg.  four  times  daily  thereafter. 

If  minor  side  effects  develop,  reduce  the  dosage  If  side-effects  of  a more 
serious  nature  or  allergic  manifestations  develop,  discontinue  the  drug. 

For  mild  symptoms  of  a depressive  nature,  give  10  mg  three  or  four  times 
a day;  for  severe  depressions.  100  mg  daily. 

Dosages  above  100  mg.  daily  seem  to  induce  no  greater  degree  of  clinical 
response,  but  side-effects  may  increase. 

Usual  Recommended  Dosage 

ADULTS— 20  to  100  mg.  daily 
Pulvules  25  mg  —1  Pulvule  one  to 
four  times  daily 
10  mg  — 1 or  2 Pulvules  one  to 
four  times  daily 

Liquid:  1 to  2 teaspoonfuls  (5  to  10  cc.) 
one  to  four  times  daily 

CHILDREN  — 1 to  2 mg.  per  Kg.  or  10  to  75  mg  daily 
Pulvules  25  mg  —Ages  seven  to  twelve.  1 Pulvule  one  to  three  times 
daily 

10  mg  — Ages  three  to  six,  1 Pulvule  one  to  three  times  daily 
Ages  seven  to  twelve,  1 or  2 Pulvules  one  to  three 
times  daily 

Liquid  Ages  three  to  six,  1 teaspoonful  (5  cc.)  one  to  three  times  daily 
Ages  seven  to  twelve,  1 to  2 teaspoonfuls  (5  to  10  cc.)  one  to 
three  times  daily 

Maintenance  medication  is  necessary  until  it  is  evident  that  the  depression 
cycle  has  run  its  spontaneous  course.  This  assumption  may  be  based  upon 
the  history  of  previous  depressions,  the  removal  of  the  precipitating  factors 
in  the  environment,  or  a recognition  that  the  patient  is  able  to  manage  his 
affairs.  It  is  advisable  to  continue  maintenance  therapy  for  several  months 
after  improvement. 

How  Supplied:  Liquid  Aventyl'5  HCI  (nortriptyline  hydrochloride.  Lilly), 
10  mg.  (equivalent  to  base)  per  5 cc.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of 
100  and  500.  (uicm<) 

Additional  information  available  upon  request. 


Sfkey 
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2 years  and  100  million 
injections1  after  the  breakthrough 


In  July,  1967, 

injectable  Talwin,  brand  of  pentazocine  (as 
lactate),  was  introduced  with  this  unique 
claim:  “a  breakthrough  in  the  control  of  pain” 

based  on  extensive  clinical 
investigation 

□ in  over  12,000  patients  by  more  than  150 
investigators 


And  Today 

Overwhelming  acceptance  of  Talwin  has  been 
expressed  by  the  medical  profession  through 
the  administration  of  100  million  injections  to 
date  since  its  introduction.' 

In  1970,  Talwin  continues  to  provide  effective 
control  of  moderate  to  severe  pain  in  a wide 
range  of  clinical  disorders.* 


based  on  analgesic  potency 

I*  □ Talwin  relieves  moderate  to  severe  pain 
in  acute  and  chronic  disorders* 

□ Talwin  is  comparable  in  analgesic 

efficacy  to  morphine  and  meperidine,  but 
is  not  subject  to  narcotic  controls 
based  on  analgesic  efficacy 
□ Talwin  gives  good  to  excellent  relief  of 
pain  in  86%  of  medical  and  of  surgical 
patients  with  a 30  mg.  dose 
□ rapid  onset  of  relief: 

I.M.  — usually  within  15  to  20  minutes 
I.V.  — usually  within  2 to  3 minutes 
□ long  duration  of  relief: 
usually  3 hours  or  longer 
based  on  a comparison  of  adverse 

Sreactionst  to  those  of  morphine  and 
meperidine 

□ Talwin  — relatively  free  from  the  severe 
respiratory  depression,  constipation,  or 
urinary  retention  associated  with 
morphine 

□ Talwin  — less  nausea,  vomiting  or  dia- 
phoresis than  with  meperidine 
□ Talwin  — well  tolerated  by  most  patientst 

based  on  a wide  range  of  indications 

□ surgical.,  .obstetrical  (labor) ...  medical 
. . . urologic 

based  on  extensive  clinical  and 
laboratory  findings  Talwin  is  not 
subject  to  narcotic  controls 


injectable  Talwin,  brand  of  pentazocine 
( as  lactate ) , voted  “. . . the  biggest 
contribution  to  easing  the  course  of 
illness,  from  the  patient's 
standpoint...”3 


In  January,  1968, 

Jin  January,  1968,  an  unbiased  annual 
poll  of  physicians  named  Talwin  “...the 
biggest  contribution  [for  the  year  1967]  to  easing 
the  course  of  illness,  from  the  patient’s 
standpoint,  even  though  not  prescribed  as 
primary  therapy.”3 

Though  Talwin  had  been  available  for  only  six 
months,  it  was  favored  in  this  category  over  all 
Jrugs  introduced  during  1967.  Of  850 
Dhysicians,  401  selected  Talwin.  The  runner- 
jp  received  less  than  a third  as  many  votes 
as  Talwin. 


Injectable 

Talwin 

pentazocine 

bulwark  against  pain 
(moderate  to  severe) 

□ may  be  used  in  place  of  morphine  and 
other  narcotic  analgesics 

□ not  subject  to  narcotic  controls 

References: 

1.  Based  on  total  number  of  parenteral  Talwin  ampuls 
and  vials  distributed,  divided  by  30  mg.  doses;  data  in 
the  files  of  Winthrop  Laboratories. 

2.  "The  Gray  Sheet,"  M.  Res.  Digest,  vol.  11,  no.  2, 

Feb.  1968. 

*Talwin  should  not  be  administered  to  patients  with 
increased  intracranial  pressure,  head  injury  or 
pathologic  brain  conditions  in  which  clouding  of  the 
sensorium  is  undesirable. 
tFor  details  on  adverse  reactions,  see  prescribing 
information  on  the  last  page  of  this  advertisement. 


Far  brief  summarv  of  orescrlbina  information,  see  followina  Daae. 
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Injectable  Talwin^ 

brand  of  pentazocine  (as  lactate) 

Analgesic  for  parenteral  use 

Contraindications:  Increased  Intracranial 

Pressure,  Head  Injury,  or  Pathologic  Brain 
Conditions  in  which  clouding  of  sensorium 
is  undesirable . Talwin  should  not  be  admin- 
istered in  these  cases,  since  drug-induced 
sedation,  dizziness,  nausea,  or  respiratory 
depression  could  be  misleading. 

Warnings:  Usage  in  Pregnancy.  Safe  use  of 
Talwin  during  pregnancy  (other  than  labor) 
has  not  been  established.  Animal  reproduc- 
tion studies  have  not  demonstrated  tera- 
togenic or  embryotoxic  effects.  However, 
Talwin  should  be  administered  to  pregnant 
patients  (other  than  labor)  only  when,  in  the 
judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards.  Pa- 
tients receiving  Talwin  during  labor  have 
experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  anal- 
gesics. Talwin  should  be  used  with  caution 
in  women  delivering  premature  infants. 

Drug  Dependence.  Patients  with  a history  of 
drug  abuse  should  be  under  close  super- 
vision. There  have  been  instances  of  psy- 
chological and  physical  dependence  on 
Talwin  in  patients  with  such  a history  and, 
rarely,  in  patients  without  such  a history. 
Abrupt  discontinuance  following  the  ex- 
tended use  of  parenteral  Talwin  has  resulted 
in  symptoms  such  as  abdominal  cramps, 
elevated  temperature,  rhinorrhea,  restless- 
ness, anxiety  and  lacrimation.  Even  when 
these  occurred,  discontinuance  has  been 
accomplished  with  minimal  difficulty.  In  the 
rare  patient  in  whom  more  than  minor  diffi- 
culty has  been  encountered,  reinstitution  of 
parenteral  Talwin  with  gradual  withdrawal 
has  ameliorated  the  patient’s  symptoms. 
Substituting  methadone  or  other  narcotics 
for  Talwin  in  the  treatment  of  the  Talwin 
abstinence  syndrome  should  be  avoided. 

In  prescribing  parenteral  Talwin  for  chronic 
use,  particularly  if  the  drug  is  to  be  self- 
administered,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  and 
frequency  of  injection  by  the  patient  and  to 
prevent  the  use  of  the  drug  in  anticipation 
of  pain  rather  than  for  the  relief  of  pain. 

Just  as  with  all  medication,  the  oral  form  of 
Talwin  is  preferable  for  chronic  administra- 
tion. 

Acute  CNS  Manifestations.  Patients  receiv- 
ing therapeutic  doses  of  Talwin  have  expe- 
rienced, in  rare  instances,  hallucinations 
(usually  visual),  disorientation,  and  confu- 
sion which  have  cleared  spontaneously  with- 
in a period  of  hours.  The  mechanism  of  this 
reaction  is  not  known.  Such  patients  should 
be  very  closely  observed  and  vital  signs 
checked.  If  the  drug  is  reinstituted  it  should 
be  done  with  caution  since  the  acute  CNS 
manifestations  may  recur. 

Usage  in  Childrer  Because  clinical  experi- 
ence in  children  under  twelve  years  of  age 
is  limited,  the  use  of  Talwin  in  this  age 
group  is  not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizzi- 
ness, and  occasional  euphoria  have  been 
noted,  ambulatory  patients  should  be 
warned  not  to  operate  machinery, 
drive  cars,  or  unnecessarily  expose 
themselves  to  hazards. 


Precautions:  Certain  Respiratory  Conditions. 
The  possibility  that  Talwin  may  cause  respi- 
ratory depression  should  be  considered  in 
treatment  of  patients  with  bronchial  asthma. 
Talwin  should  be  administered  only  with 
caution  and  in  low  dosage  to  patients  with 
respiratory  depression  (e.g.,  from  other 
medication,  uremia,  or  severe  infection),  ob- 
structive respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Al- 
though laboratory  tests  have  not  indicated 
that  Talwin  causes  or  increases  renal  or 
hepatic  impairment,  the  drug  should  be  ad- 
ministered with  caution  to  patients  with  such 
impairment.  Extensive  liver  disease  appears 
to  predispose  to  greater  side  effects  (e.g., 
marked  apprehension,  anxiety,  dizziness, 
sleepiness)  from  the  usual  clinical  dose, 
and  may  be  the  result  of  decreased  metabo- 
lism of  the  drug  by  the  liver. 

Myocardial  infarction.  As  with  all  drugs, 
Talwin  should  be  used  with  caution  in  pa- 
tients with  myocardial  infarction  who  have 
nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is 
gained  with  the  effects  of  Talwin  on  the 
sphincter  of  Oddi,  the  drug  should  be  used 
with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Patients  Receiving  Narcotics.  Talwin  is  a 
mild  narcotic  antagonist.  Some  patients 
previously  receiving  narcotics  have  experi- 
enced mild  withdrawal  symptoms  after  re- 
ceiving Talwin. 

CNS  Ettect.  Caution  should  be  used  when 
Talwin  is  administered  to  patients  prone  to 
seizures:  seizures  have  occurred  in  a few 
such  patients  in  association  with  the  use  of 
Talwin  although  no  cause  and  effect  rela- 
tionship has  been  established. 

Adverse  Reactions:  The  most  commonly  oc- 
curring reactions  are:  nausea,  dizziness  or 
lightheadedness,  vomiting,  euphoria. 
Infrequently  occurring  reactions  are  — res- 
piratory: respiratory  depression,  dyspnea, 
transient  apnea  in  a small  number  of  new- 
born infants  whose  mothers  received  Talwin 
during  labor:  cardiovascular:  circulatory 

depression,  shock,  hypertension:  CNS  ef- 
fects: sedation,  alteration  of  mood  (ner- 
vousness, apprehension,  depression,  floating 
feeling),  dreams:  gastrointestinal:  constipa- 
tion, dry  mouth;  dermatologic  including 
local:  diaphoresis,  sting  on  injection,  flushed 
skin  including  plethora,  dermatitis  including 
pruritus;  other : urinary  retention,  headache, 
paresthesia,  alterations  in  rate  or  strength 
of  uterine  contractions  during  labor. 

Rarely  reported  reactions  include  — neuro- 
muscular and  psychiatric:  muscle  tremor, 
insomnia,  disorientation,  hallucinations;  gas- 
trointestinal: taste  alteration,  diarrhea  and 
cramps;  ophthalmic:  blurred  vision,  nystag- 
mus, diplopia,  miosis;  other:  tachycardia, 


nodules  and  ulceration  at  injectior 
weakness  or  faintness,  chills,  moi 
transient  eosinophilia,  allergic  reactir 
eluding  edema  of  the  face. 

See  Acute  CNS  Manifestations  and 
Dependence  under  WARNINGS. 
Dosage  and  Administration:  Adults.  £ 
ing  Patients  in  Labor.  The  recomrr 
single  parenteral  dose  is  30  mg.  by 
muscular,  subcutaneous,  or  int  ra\ 
route.  This  may  be  repeated  every  I 
hours.  Doses  in  excess  of  30  mg. 
venously  or  60  mg.  intramuscularly  o| 
cutaneously  are  not  recommended, 
daily  dosage  should  not  exceed  360  r 
with  most  parenteral  drugs,  when  fre 
daily  injections  are  needed  over  i 
longed  period,  intramuscular  adminis 
is  preferable  to  subcutaneous.  In  ad 
constant  rotation  of  injection  sites  (e 
upper  outer  quadrants  of  the  buttocks 
lateral  aspects  of  the  thighs,  and  the  c 
areas)  is  recommended. 

Patients  in  Labor.  A single,  intramu 
30  mg.  dose  has  been  most  common 
ministered.  An  intravenous  20  mg.  do' 
given  adequate  pain  relief  to  some  p; 
in  labor  when  contractions  become  re 
and  this  dose  may  be  given  two  or 
times  at  two-  to  three-hour  interva 
needed. 

Children  Under  12  Years  of  Age. 
clinical  experience  in  children  under 
years  of  age  is  limited,  the  use  of 
in  this  age  group  is  not  recommended 
CAUTION.  Talwin  should  not  be  mi> 
the  same  syringe  with  soluble  barbiti 
because  precipitation  will  occur. 
Treatment  of  Overdosage  or  Respi 
Depression.  Means  of  maintaining  i 
oxygenation  should  be  available  in  c;  I 
overdosage  or  respiratory  depressior 
methylphenidate  (Ritalin®)  should  b 
ministered  parenterally.  The  usual  na 
antagonists,  such  as  nalorphine,  ar 
effective  respiratory  stimulants  for  & 
sion  due  to  Talwin. 

Talwin  is  not  subject  to  narcotic  contr 
How  Supplied:  Ampuls  of  1 ml.  (30 
V/2  ml.  (45  mg.),  and  2 ml.  (60  mg.), 

1 ml.  containing  Talwin  (brand  of  pe 
cine)  as  lactate  equivalent  to  30  mg. 
and  2.8  mg.  sodium  chloride,  in  wat 
injection.  Boxes  of  10,  25,  and  100. 
Multiple  dose  vials  of  10  ml.,  each 
containing  Talwin  (brand  of  pentazocii 
lactate  equivalent  to  30  mg.  base, 
acetone  sodium  bisulfite,  1.5  mg.  s 
chloride,  and  1 mg.  methylparaben  a 
servative,  in  water  for  injection.  Boxer 
The  pH  of  Talwin  solutions  is  adjusts 
tween  4 and  5 with  lactic  acid  and  s< 
hydroxide. 
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Winthrop  Laboratories, New  York,  N.Y. 
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Books  Received 


The  following  boohs  were  received  during  the  month  of  April,  1!>70.* 


Progress  in  Clinical  Cancer.  Volume  IV. 
Edited  by  Irving  M.  Ariel,  M.D.  Quarto  of  405 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1970.  Cloth,  $29.75. 

Therapeutic  Advances  in  the  Practice  of  Cardi- 
ology. The  Second  Cardiovascular  Symposium 
Sponsored  by  St.  Barnabas  Hospital,  New  York 
City.  Edited  by  Charles  P.  Bailey,  M.D.,  A. 
Gerald  Shapiro,  M.D.,  and  Seymour  Gollub, 
M.D.  Quarto  of  470  pages,  illustrated.  New 
York,  Grune  & Stratton,  1970.  Cloth,  $22.50. 

Textbook  of  Surgery.  By  Warren  H.  Cole, 

M. D.,  and  Robert  M.  Zollinger,  M.D.  Ninth 
edition.  Quarto  of  1,294  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1970. 
Paper,  $14.75. 

Physical  Foundations  of  Radiology.  By  Paul 

N.  Goodwin,  Ph.D.,  Edith  H.  Quimby,  Sc.D., 
and  Russell  H.  Morgan,  M.D.  Fourth  edition. 
Duodecimo  of  397  pages,  illustrated.  New 
York,  Harper  & Row,  Publishers,  1970.  Cloth, 
$15. 

The  Androgens  of  the  Testis.  Edited  by 
Kristen  B.  Eik-Nes,  M.D.  Octavo  of  249  pages, 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


illustrated.  New  York,  Marcel  Dekker,  Inc., 
1970.  Cloth,  $14.75. 

Modern  Treatment.  Volume  7,  Number  1,  Jan- 
uary 1970.  Treatment  of  Cardiac  Arrhythmias. 

Guest  Editor  Noble  O.  Fowler,  M.D.  Octavo. 
Illustrated.  New  York,  Harper  & Row,  1970. 
Published  Bi-Monthly  (six  numbers  a year). 
Cloth,  $20.  per  year. 

Principles  of  Industrial  Therapy  for  the  Men- 
tally III.  By  Bertram  J.  Black,  M.S.W.  Octavo 
of  190  pages.  New  York,  Grune  & Stratton, 
1970.  Cloth,  $9.75. 

Emphysema:  A doctor’s  advice  for  patients 

and  their  families.  By  Fred  A.  Obley,  M.D. 
Octavo  of  116  pages,  illustrated.  Boston, 
Beacon  Press,  1970.  Cloth,  $7.50. 

Clinical  Obstetrics  and  Gynecology.  Volume  12 
Number  4.  December  1969.  Cumulative  Index 
1967-1969.  Special  Article:  Evaluation  and 

M anagement  of  Infertility.  By  Roscoe  L.  Wall, 
Jr.,  M.D.  Ovarian  Tumors.  Edited  by  Hugh 
R.  K.  Barber,  M.D.  Quarto.  Illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1969.  Published  quarterly  (four 
numbers  a year).  Cloth,  $22.  per  year. 

Indexing  Methods  and  Theory.  By  Anne  G. 
Cutler.  Octavo  of  51  pages.  Baltimore,  The 
Williams  & Wilkins  Company,  1970.  Paper. 
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Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  contrib- 
uted solely  to  the  New  York  State  Journal 
of  Medicine.  Address  manuscripts  to  Editor, 
New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on 
8 Vyby-  11-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 1/2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
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Editorials 


What  goes  up  must  come  down  or  dirty  air 


Air  pollution  must  be  a major  health  fac- 
tor because  everyone  is  so  mad  about  it. 
The  politicians,  the  women’s  clubs,  the  “con- 
servation” groups,  and  college  students  have 
elevated  the  status  of  environmental  pollu- 
tion to  the  dizzy  heights  of  the  hula-hoop 
craze.  Unfortunately,  the  seriousness  of  air 
pollution  deserves  not  just  verbal  flux  and 
slogans  at  the  spinal  reflex  level,  but  con- 
structive thought  and  action  based  on  fac- 
tual information.  It  is  disheartening  to  at- 
tend an  antipollution  meeting  and  find  that 
some  of  the  most  vociferous  crusaders  are 
chain  smokers  who  would  probably  be  be- 
wildered if  accused  of  being  a major  source 
of  air  pollution.  Yet,  few  gaseous  industrial 
effluents  can  match  these  “romantic”  con- 
ditions under  which  as  much  as  50  milli- 
grams of  solid  wastes  can  be  inhaled  in  a 
ten-minute  period  and  the  level  of  carbon 
monoxide  in  the  smoke  is  400  parts  per  mil- 
lion or  about  20  times  higher  than  an  aver- 
age industrial  condition. 

In  debates  and  preventive  planning  it  is 
well  to  separate  the  evils  of  air  pollution 
into  groups,  since  a bad  odor  may  not  nec- 
essarily cause  disease.  Thus,  one  might  con- 
sider different  levels  of  antisocial  conse- 
quences: (1)  Esthetic  effects  such  as  haze 

and  smog,  and  odors,  (2)  personal  annoy- 
ance and  nuisance  such  as  dirt  and  eye  irri- 
tation, and  (3)  aggravation  of  existing 
pathology  and  the  cause  of  neodiseases. 

The  economic  losses  from  air  pollution 
such  as  damaged  clothes,  rubber  products, 
and  painted  surfaces  and  injury  to  plants 
and  trees  are  not  the  primary  target  of 
public  health  actions,  but  cannot  be  sep- 
arated from  them.  This  is  fortunate  since 
tangible  damage  of  material  things  can  be 
estimated  by  a recognizable  value  scale 
(seven  billion  dollars  a year),  but  it  is  diffi- 
cult to  “price”  the  inability  to  see  the  distant 
scenery  or  even  the  neighbor’s  picture 
window. 

The  adverse  effect  of  air  pollution  on  the 


general  health  has  been  based  on  several 
severe  episodes  of  community-wide  pollu- 
tion and  specific  exposures  under  industrial 
conditions,  but  practically  no  valid  epi- 
demiologic studies  and  little  experimental 
data  are  available.  Man  is  such  a resilient 
animal  that  he  can  survive  prolonged  ex- 
posure to  huge  amounts  of  coal  dust  and  in- 
dustrial vapors,  and  in  many  instances  a 
combination  of  factors  are  required  before 
discernible  pathology  develops.  We  need 
more  exact  studies  of  people  exposed  to  high 
levels  of  pollution  in  order  to  learn  how  to 
detect  minimal  alterations  of  tissues  that 
may  reflect  the  adverse  effects  of  ordinary 
pollution  levels.  For  example,  more  studies 
are  needed  of  traffic  directors  in  tunnels, 
automechanics,  roofers,  millers,  wood  work- 
ers, coke  plant  operators,  and  such  other 
occupations  that  reflect  major  kinds  of  air 
pollution.  Noxious  odors  are  socially  unde- 
sirable but  it  is  difficult  to  prove,  or  even 
indirectly  implicate  them  as  health  hazards. 
Downwind  living  by  a rendering  plant,  a 
glue  factory,  or  even  a dairy  may  cause 
psychic  trauma  and  adverse  social  reactions 
but  still  we  have  little  data  on  the  health  of 
the  “inside  man  at  the  skunk  works.”  Is 
olfactory  sensitivity  permanently  and  se- 
lectively damaged  as  is  the  ear  by  noise 
pollution? 

Valid  epidemiologic  studies  are  difficult 
to  plan  and  complete  because  workers  ex- 
posed to  noxious  odors  have  high  turnover 
rates.  Similarly,  most  people  living  in  areas 
of  high  air  pollution  do  not  stay  long  and 
thus  the  detection  and  meaningful  pathology 
is  difficult.  Further,  the  inhabitants  of 
such  areas  are  also  apt  to  have  many  social 
and  health  problems  that  make  evaluation  of 
the  contributory  effects  of  air  pollution  very 
complex.  Some  so-called  epidemiologic  re- 
ports of  the  effects  of  air  pollution  on  health 
in  urban  areas  are  unqualified  nonsense. 

Air  pollution  studies  have  never  formed 
a popular  area  of  medical  research  since 


June  15,  1970  / New  York  State  Journal  of  Medicine  1621 


they  require  long-term  experiments  and  are 
obtained  with  the  appellation  of  practical  re- 
search. 

Hopefully,  health  departments  will  as- 
sume a major  responsibility  for  such  re- 
search activities.  Until  valid  data  become 
available,  the  rule  of  “reasonableness” — 
clean  air  is  better  than  dirty  air — must 
guide  our  responses  to  this  threat  to  our 
environment. 

The  following  reasonable  suggestions  may 
be  helpful : 

1.  Develop  practical  legislative  restric- 
tions on  all  kinds  of  air  pollution.  Selective 
regulations  cannot  be  avoided,  but  every 
year  the  rules  should  be  restudied  and  the 
limitations  tightened  as  new  technology  is 
developed.  Legislation,  surveillance,  and  en- 
forcement must  not  be  limited  by  city  and 
county  lines. 

2.  Continue  to  document  all  kinds  of  air 
pollution  which  cause  minor  complaints  be- 
cause of  their  effect  on  the  exposed  skin, 
the  eyes,  and  the  upper  respiratory  tract. 
Perhaps  such  instances  should  be  reportable. 

3.  Record  specific  adjuvant  effects  of 
pollution  on  existing  diseases. 

4.  Collect  as  much  information  as  pos- 
sible about  lethal  doses  of  single  and  mul- 
tiple products,  exposures  of  gaseous  prod- 
ucts which  are  known  to  cause  pathologic 
changes  after  (a)  acute  exposure  and  ( b ) 
chronic  exposure. 

5.  Establish  model  animal  experiments 
for  acute  and  chronic  exposures. 

6.  Establish  the  feasibility  of  using  a 
screen  of  several  microorganisms,  plants, 
and  perhaps  human  cell  cultures  for  the  de- 
tection of  (a)  unspecified  toxicity,  (6)  spe- 


cific kinds  of  toxicity,  (c)  mutagenic  ac- 
tivity, and  ( d ) carcinogenesis. 

7.  Search  for  practical  alternatives  to 
major  sources  of  pollution  (and  then  the 
fun  begins)  such  as  fossil  fuels  and  gases 
versus  nuclear  generators,  the  control  of 
hydrocarbons  versus  carbon  monoxide,  and 
levels  of  particle  pollution  versus  gaseous 
pollution  versus  thermal  pollution. 

8.  Eliminate  completely  those  kinds  of 
pollution  that  are  unnecessary.  For  ex- 
ample, the  use  of  nonlead  gasoline  would 
free  our  city  streets  of  5 to  10  micrograms 
per  cubic  meter  of  lead. 

Reasonableness  has  aided  legislators  in 
formulating  legislative  restrictions  on  air 
pollution,  but  often  the  value  scale  of  the 
cost  of  remedial  action  has  been  more  tan- 
gible than  the  suspicion  that  it  is  unwise  to 
pollute  our  constricting  world.  Eventually 
one  would  hope  the  air  entering  and  leav- 
ing a factory,  home,  or  car  would  have  the 
same  quality  but  this  theoretic  goal  can  only 
be  approached,  not  achieved  in  most  in- 
stances. Last,  while  industry  is  a con- 
venient and  fashionable  target  for  anti- 
pollution groups,  it  would  be  well  to  re- 
member individual  responsibility.  Cars 
with  25  to  50  horse-power  engines  would 
suffice  for  most  activities;  burning  steaks 
outdoors  is  not  a critical  activity,  and  cig- 
aret  smoking  is  deadly.  As  you  enjoy  a 
blazing  fire  in  your  fireplace,  other  forms  of 
domestic  air  pollution  may  occur  to  you. 

Facts,  not  polemics,  should  guide  the  de- 
velopment of  reasonable  limitations  on  the 
expelling  of  dirty  gases  into  the  environ- 
ment. Physicians  have  a personal  respon- 
sibility in  this  matter.  G.  E.  M. 
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You  Can’t 
Blame 
a Girl 


(when  her  husband’s  at  fault) 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in  Both  Women  and  Men 


About  half  of  all  husbands  of  infected  women 
harbor  Trichomonas  vaginalis  * 

Few  of  these  men  have  symptoms.  Even  so,  all 
are  capable  of  perpetuating  the  infection  and 
rendering  treatment  of  a woman  alone  futile. 

Only  a systemically  active  medication  like 
Flagyl  is  capable  of  reaching  the  hidden  reser- 


voirs of  infection  in  the  genitourinary  tracts  of 
both  men  and  women. 

Only  Flagyl  has  been  able  to  achieve  rates  of 
cure  consistently  above  90  per  cent  and  often  up 
to  100  per  cent  in  trichomonal  infections  in  both 
men  and  women. 


Indications:  For  the  treatment  of  trichomoniasis  in  both 
male  and  female  patients  and  the  sexual  partners  of  patients 
with  a recurrence  of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or  culture. 
Contraindications:  Evidence  of  or  a history  of  blood  dyscra- 
sia,  active  organic  disease  of  the  central  nervous  system  and 
the  first  trimester  of  pregnancy. 

Warnings:  Use  with  discretion  during  the  second  and  third 
trimesters  of  pregnancy  and  restrict  to  patients  not  cured  by 
topical  measures.  Flagyl  (metronidazole)  is  secreted  in  the 
breast  milk  of  nursing  mothers.  It  is  not  known  whether  this 
can  be  injurious  to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  reported  during  Flagyl 
use;  total  and  differential  leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug,  especially  if  a sec- 
ond course  is  necessary.  Avoid  alcoholic  beverages  during 
Flagyl  therapy  because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnor- 
mal neurologic  signs  occur.  There  is  no  accepted  proof  that 
Flagyl  is  effective  against  other  organisms  and  it  should  not 
be  used  in  the  treatment  of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache,  anorexia,  vomiting, 
diarrhea,  epigastric  distress,  abdominal  cramping,  constipa- 
tion, a metallic,  sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacerbation  of  vaginal  mon- 
iliasis, an  occasional  reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and  ataxia,  numbness 
or  paresthesia  of  an  extremity,  fleeting  joint  pains,  confusion, 
irritability,  depression,  insomnia,  mild  erythematous  erup- 
tions, "weakness,”  urticaria,  flushing,  dryness  of  the  mouth. 


vagina  or  vulva,  vaginal  burning,  pruritus,  dysuria,  cystitis,  a 
sense  of  pelvic  pressure,  dyspareunia,  fever,  polyuria,  incon- 
tinence, decrease  of  libido,  nasal  congestion,  proctitis,  pyuria 
and  darkened  urine  have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  experience  abdominal 
distress,  nausea,  vomiting  or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female.  One  250-mg. 
tablet  orally  three  times  daily  for  ten  days.  Courses  may  be 
repeated  if  required  in  especially  stubborn  cases;  in  such  pa- 
tients an  interval  of  four  to  six  weeks  between  courses  and 
total  and  different  leukocyte  counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts  of  500  mg.  are 
available  for  use,  particularly  in  stubborn  cases.  When  the 
vaginal  inserts  are  used  one  500-mg.  insert  is  placed  high  in 
the  vaginal  vault  each  day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily  during  the  ten-day 
course  of  treatment.  Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male.  Prescribe  Flagyl  only  when 
trichomonads  are  demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days.  Flagyl  should 
be  taken  by  both  partners  over  the  same  ten-day  period 
when  it  is  prescribed  for  the  male  in  conjunction  with  the 
treatment  of  his  female  partner. 


Dosage  Forms:  Oral  tablets 250  mg. 

Vaginal  inserts  500  mg. 


^References  available  on  request. 
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successful 
antibiotic  therapy 
last  week. 


monilial  infection 
this  week. 


f 

How  avoid  it?  For  certain  patients,  you 
can  anticipate  moniiial  overgrowth:  diabetic 
or  debilitated  women,  the  aged. 

By  prescribing  DECLOSTATIN  300  for 
their  antibiotic  needs,  you  can  generally  avoid 
the  problem  of  monilial  overgrowth.  It  combines 
the  broad-spectrum  potency  of  demethyl- 
chlortetracycline  with  the  antifungal  effective- 
ness of  nystatin.  Experience  has  shown 
DECLOSTATIN  to  be  highly  useful  for  many 
women  patients;  individual  culture  studies  will 
show  exactly  where  this  usefulness  may  be 
applied. 


it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin'  300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN 
should  be  equally  or  more  effective  therapeutically  than  other 
tetracyclines  in  infections  caused  by  tetracycline-sensitive 
organisms.  The  antifungal  component,  nystatin,  protects  against 
superinfection  by  antibiotic-resistant  fungal  overgrowth  (particu- 
larly monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  conditions, 
lower  than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  pro- 
duce an  exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  proportion, 
photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort  Necessary  subsequent  courses 
of  treatment  with  tetracyclines  should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms 
may  occur  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has  been 


observed.  All  signs  and  symptoms  have  disappeared  rapidly 
upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani. 
Skin-maculopapular  and  erythematous  rashes;  a rare  case  of 
exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney  — rise  in 
BUN,  apparently  dose-related.  Transient,  reversible,  nephrogenic 
diabetes  insipidus  with  excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth  — dental  staining  (yellow-brown)  in  children 
of  mothers  given  this  drug  during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
in  a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex 
in  any  bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage  One  tablet  b.i  d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  im- 
paired by  the  concomitant  administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days,  even 
though  symptoms  have  subsided. 
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Introduction 

MICHAEL  L.  LEWIN,  M.D. 

The  Bronx,  New  York 

5ince  man  first  discovered  fire  he  has 
been  exposed  to  the  hazard  of  burns.  With 
advances  in  technology,  fire  and  heat  have 
become  basic  factors  in  our  homes,  factories, 
transportation,  our  work,  and  leisure  activi- 
ties. During  peacetime,  burns  are  a serious 
social,  economic,  and  medical  problem.  In 
modern  warfare  burns  rank  high  among  the 
severe  injuries. 

Because  of  the  crowded  conditions  in  our 
urban  slums,  fires  are  an  ever-present  haz- 
ard, as  the  number  of  burn  patients  in  any 
city  hospital  will  attest.  Children  are  the 
all-too-frequent  victims  of  such  disasters. 

The  National  Fire  Protection  Association 
reported  that  in  1962  1.8  million  persons  in 
this  country  sustained  burns.  Eleven  thou- 
sand hospital  beds  were  occupied  by  burn  pa- 
tients throughout  the  year,  and  12,000  per- 
sons died  as  a result  of  burns. 

The  cost  of  this  trauma  to  the  individual 
and  to  the  community  is  incalculable.  A 
patient  with  extensive  burns  requires  a 
great  deal  of  nursing  and  surgical  care.  It 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Plastic  and  Reconstructive  Surgery-,  February  9,  1969. 


is  only  by  concentrating  specialized  person- 
nel, equipment,  and  facilities  that  burn  care 
can  be  delivered  effectively  at  a relatively 
reasonable  cost.  However,  burn  centers  in 
our  communities  are  rare,  and  burns  are 
treated  on  the  surgical  wards  of  every  gen- 
eral hospital. 

Progress  in  the  care  of  burns  has  been 
made  in  the  area  of  fluid  resuscitation,  treat- 
ment of  infection,  and  care  of  the  burn 
wound.  Until  recently  this  progress  has  not 
been  reflected  in  any  substantial  improve- 
ment in  the  survival  rates  of  extensively 
burned  patients. 

In  organizing  a symposium  on  “What’s 
New  in  the  Treatment  of  Burns?”  for  the 
meeting  of  the  Medical  Society  of  the  State 
of  New  York,  the  Section  on  Plastic  and 
Reconstructive  Surgery  drew  on  the  knowl- 
edge and  experience  of  its  members  and  our 
colleagues  in  general  surgery. 

To  present  the  subject  comprehensively  in 
one  afternoon  was  an  impossible  task. 
Therefore,  we  limited  our  discussion  to  the 
acute  phase  of  burn  treatment,  selecting 
those  areas  which  merited  emphasis. 

In  the  initial  phase  of  burn  treatment,  re- 
suscitation of  the  patient  in  shock  or  pre- 
vention of  burn  shock  takes  high  priority. 
Many  of  the  tegumental  burns  are  associated 
with  injury  to  the  respiratory  system.  This 
contributes  greatly  to  the  morbidity  and 
mortality  rates  among  burn  patients  and  re- 
quires judicious  management. 
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Infection,  particularly  gram-negative  sep- 
ticemia, is  still  the  main  cause  of  death  from 
major  burns.  The  two  drugs  used  exten- 
sively in  the  treatment  of  burns  are  mafe- 
nide  hydrochloride  (Sulfamylon  acetate) 
and  silver  nitrate.  A critical  evaluation  of 
their  effectiveness  appeared  very  much  in 
oi’der. 

In  the  treatment  of  burn  wounds  the 
principle  of  early  grafting  with  autogenous 
skin  has  been  firmly  established,  but  newer 
technics  are  worthy  of  emphasis.  The  bio- 
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W hen  A burn  patient  with  greater  than 
15  per  cent  body  surface  burn  is  admitted 
to  the  hospital,  0.2  mg.  of  pentazocine 
(Talwin)  per  kilogram  of  body  weight  is 
administered  intravenously,  a large  intra- 
venous catheter  is  inserted  into  an  appro- 
priate vein,  and  a Foley  catheter  into  the 
bladder.  Ringer’s  lactate  solution  is  ad- 
ministered rapidly  until  a urine  output  is 
established.  The  flow  of  Ringer’s  lactate 
solution  is  then  regulated  to  maintain  a 
urinary  output  that  is  satisfactory  for  the 
patient,  that  is,  25  to  50  cc.  per  hour  for  an 
adult  and  an  appropriately  decreased  urine 
output  for  a child. 

Initial  wound  care 

After  the  intravenous  and  Foley  catheters 
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logic  dressing  with  homografts,  amnion, 
pigskin,  and  so  on,  now  being  used  in  ex- 
tensive cases,  needs  to  be  more  widely  ac- 
cepted. 

Finally,  since  burns  are  frequently  by- 
products of  a major  disaster,  such  as  an  air- 
plane crash,  explosion,  or  fire  in  a public 
place,  every  hospital  must  have  a plan  for 
the  management  of  mass  casualties.  In 
formulating  such  a plan,  we  must  make  use 
of  the  experience  of  those  institutions  which 
have  already  been  put  to  such  a test. 


have  been  inserted  and  Ringer’s  lactate  solu- 
tion infusion  begun,  the  physician  now  has 
time  to  evaluate  the  patient  and  administer 
wound  care.  The  patient  is  placed  on  an 
operating  table  designed  by  us  to  care  for 
the  extensively  burned  patient  (Fig.  1A). 
An  aerated  water  nozzle  and  hose  extend 
from  each  side  of  the  table,  which  allows 
copious  quantities  of  water  to  be  utilized  for 
removing  the  dressings  as  painlessly  as 
possible  and  facilitate  washing  burn  wounds 
thoroughly  (Fig.  IB).  The  wash  water 
passes  through  a drain  in  the  bottom  of  the 
table  and  through  a drain  in  the  floor. 
After  the  patient  has  been  quickly  washed 
with  a mild  detergent,  such  as  Cream  Suds 
or  Dreft  soap,  and  copious  amounts  of 
water,  an  estimate  is  made  of  the  extent  of 
the  burn  injury.  This  can  be  quickly  eval- 
uated from  the  “rule  of  nines”  which  has 
been  modified  for  children.  Note  4 per  cent 
is  added  to  the  head  each  time  and  a total  of 
4 per  cent  subtracted  from  the  legs  (Fig.  2) . 

The  depth  of  the  burn  as  well  as  the  extent 
is  charted  to  enable  the  staff  to  predict 
chances  of  survival  and  plan  surgical  pro- 
cedures. The  depth  of  the  burn  can  be  esti- 
mated fairly  well  by  visual  observation. 
The  second  degree  burns  are  red,  wet,  soft, 
and  pliable,  and  sensation  is  usually  present. 
Third  degree  burns  are  brown  or  gray  in 
color,  have  considerable  resilience,  are  dry, 
and  anesthetic. 

Fluid  therapy 

Fluid  resuscitative  therapy  is  the  most 
important  factor  in  the  initial  care  of  the 
burned  patient  to  counteract  the  severe  hy- 
povolemia associated  with  the  injury.  This 
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FIGURE  1.  (A)  Burn  operating  table.  (B)  Pa- 

tient washed  with  copious  amounts  of  water  on 
burn  operating  table. 


hypovolemia  is  secondary  to  fluid  loss  into 
the  wound  as  obligatory  edema  and  to 
evaporative  fluid  loss  from  the  bui*n  wound. 
The  majority  of  the  edema  occurs  within  the 
first  eight  hours  of  burning  and  continues 
slowly  for  twenty-four  to  thirty-six  hours. 
This  can  amount  to  a considerable  loss  of 
fluid,  for  example,  2.5  L.  of  fluid  can  be  lost 
in  an  adult  with  circumferential  burns  of  a 
lower  extremity.1  Evaporative  fluid  loss 
from  the  burn  surface  has  been  measured 
by  numerous  investigators  and  reported  to 
be  2 to  7 L.  of  fluid  per  square  meter  burn 
per  twenty-four  hours.2-3  Our  measui’e- 
ments  reveal  an  average  evaporative  fluid 
loss  of  4,000  cc.  per  square  meter  burn  per 
day.  The  latter  fluid  loss  continues  as  long 
as  open  wounds  are  present.  The  evapora- 
tive fluid  loss  is  also  important  to  consider 
because  of  the  caloric  expenditure,  for  a 


15  yrs. 


10 


* 18  Anterior,  18  Posterior 

FIGURE  2.  Modification  of  the  “rule  of  nines” 
for  children. 

loss  of  57G  kcal.  of  heat  is  associated  with 
every  liter  of  fluid  evaporated.  Thus  a 5-L. 
evaporative  loss  from  the  wound  would  be 
associated  with  approximately  3,000  kcal.  of 
heat. 

The  literature  leads  to  confusion  in  fluid 
therapy  for  the  acutely  burned  patient,  be- 
cause numerous,  grossly  different  fluid 
formulas  have  been  proposed.  For  instance, 
the  Evans  and  Bigger4  formula  consists  of 
an  electrolyte-to-colloid  ratio  of  1:1,  the 
Brooke1  formula  3:1,  the  Harvard  formula 
1:9,5  and  the  Dallas0  formula  1:0;  that  is 
only  Ringer’s  lactate  solution  is  given  over 
the  first  forty-eight  hours.  Our  present 
fluid  regimen  consists  of  administering 
Ringer’s  lactate  solution  in  sufficient 
amounts  to  maintain  urinary  output  be- 
tween 25  to  50  cc.  per  hour  for  adults  and  a 
lesser  amount  for  children.  Albumin  in  the 
amount  of  1 Gm.  per  kilogram  of  body 
weight  per  twenty-four  hours  is  given  by  a 
“piggy-back”  infusion  into  the  polyethylene 
tubing.  The  albumin  can  be  given  as  al- 
bumin solution,  plasminate,  or  plasma.  The 
continuous  flow  of  albumin  will  maintain 
serum  albumin  level  over  2 Gm.  per  100  ml. 
which  we  believe  is  the  critical  level.  Once 
the  nurse  establishes  the  “piggy-back”  flow 
to  give  the  appropriate  amount  of  albumin, 
she  needs  to  concern  herself  only  with  the 
flow  of  Ringer’s  lactate  solution.  This  fluid 
therapy  is  given  for  the  first  forty-eight 
hours;  thereafter,  the  fluids  administered 
depend  on  the  serum  electrolytes.  No  whole 
blood  is  given  during  the  first  forty-eight 
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hours  unless  anemia  or  blood  loss  is  present, 
because  functional  extracellular  fluid  loss  is 
threefold  greater  than  red  cell  loss.6 

If  the  patient  has  an  extensive  burn  in 
which  the  physician  may  have  difficulty  in 
fluid  resuscitation,  a central  venous  pres- 
sure catheter  may  be  inserted  either  through 
the  external  jugular  vein  or  through  a 
peripheral  vein  passing  into  either  the 
superior  or  inferior  vena  cava.  A water 
manometer  is  then  placed  at  the  bedside  at 
the  level  of  the  heart  for  pressure  readings 
to  be  obtained.  Fluids  can  be  administered 
rapidly  to  the  patient  as  long  as  the  central 
venous  pressure  remains  below  15  cm.  of 
water.  There  are  few  reports  stating  an 
occasional  case  in  which  the  central  venous 
pressure  was  within  normal  ranges;  how- 
ever, the  pulmonary  artery  pressures  were 
elevated.7  Therefore,  the  central  venous 
pressure  may  not  be  completely  accurate; 
however,  this  measurement  may  be  a help- 
ful adjunct  to  fluid  therapy.  In  our  experi- 
ence the  measurement  of  central  venous 
pressure  has  been  found  to  be  unnecessary 
except  in  very  difficult  cases. 

The  patient  on  admission  is  very  often 
restless,  hyperactive,  and  difficult  to  manage, 
therefore  requiring  some  type  of  sedation. 
It  has  been  our  policy  to  administer  the 
analgesic  intravenously  rather  than  intra- 
muscularly because  of  the  sporadic,  unre- 
liable absorption  of  the  intramuscular  prep- 
aration in  the  immediate  postburn  period. 
The  hyperactivity  observed  in  the  patient 
may  be  secondary  to  hypoxia,  and  occasion- 
ally these  patients  will  rest  more  quietly 
following  the  administration  of  oxygen. 

Escharotomy  and  tracheostomy 

In  all  circumferential  third  degree  burns 
of  the  extremity,  an  escharotomy  should  be 
done  (Fig.  3).  If  it  is  not  done,  the  physi- 
cian must  follow  the  patient  closely  to  de- 
termine if  any  circulatory  problems  occur. 
The  tight  unyielding  inelastic  eschar,  with 
the  obligatory  edema  occurring  underneath, 
often  results  in  eschemia  of  the  peripheral 
portions  of  the  extremities.  A simple  me- 
dial and  lateral  incision  through  the  eschar 
can  prevent  this  catastrophe.  If  an  electri- 
cal burn  is  present,  a fasciotomy  may  also  be 
necessary. 

Tracheostomies  are  performed  when  abso- 
lutely necessary,  because  the  complications 


FIGURE  3.  Escharotomy  performed  without  an- 
algesia or  anesthesia. 

associated  with  this  procedure  are  frequent. 
If  a patient  has  airway  problems,  an  endo- 
tracheal tube  is  utilized  rather  than  a tra- 
cheostomy to  minimize  contamination  of  the 
respiratory  tract,  which  is  commonly  as- 
sociated with  tracheostomies.  The  endotra- 
cheal tube  can  easily  be  removed  following 
the  edema  phase  of  the  acute  burn,  that  is, 
approximately  seventy-two  hours.  The 
head  of  the  bed  should  always  be  elevated 
to  decrease  edema  formation  and  allow  for 
better  respiration. 

Washing  products 

The  majority  of  surgeons  wash  burn 
wounds  with  3 per  cent  hexachlorophene 
detergents.  Because  of  the  increased  in- 
cidence of  convulsion  in  our  burn  patients 
treated  routinely  with  3 per  cent  hexachloro- 
phene baths,  the  laboratory  animal  demon- 
stration of  transtegumentary  (intact  or  in- 
jured) absorption  of  hexachlorophene  with 
increasing  serum  concentrations,  and  the 
demonstration  of  hexachlorophene  storage 
in  tissues,  we  have  avoided  the  use  of  hexa- 
chlorophene in  the  care  of  chronic  wounds 
requiring  repeated  exposure  or  involving 
significant  body  surface  areas.  I may  add, 
however,  that  this  absorption  of  hexa- 
chlorophene through  burn  tissue  has 
brought  up  the  question  of  whether  or  not 
there  is  absorption  of  hexachlorophene 
through  intact  skin.  We  have  examined 
serum  levels  of  surgeons  and  nurses  coming 
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in  continuous  contact  with  3 per  cent  hexa- 
chlorophene  detergents,  as  well  as  children 
in  the  nursery,  and  have  seen  no  significant 
levels  of  hexachlorophene  in  the  serum  if 
the  areas  are  rinsed  with  water.  If  3 per 
cent  hexachlorophene  is  utilized  to  wash  the 
burn  wound,  the  surgeon  should  be  aware 
of  the  possibility  of  toxicity  secondary  to 
absorption  and,  consequently,  should  take 
great  care  in  diluting  the  detergent  and 
making  certain  that  as  much  as  possible  is 
removed  from  the  surface. 

Antibacterial  compounds 

After  washing  the  burn  wound,  the  ques- 
tion then  arises  as  to  what  type  of  local 
antibacterial  compound  should  be  applied 
to  the  burn  surface.  Popular  local  care  of 
the  burn  wound  consists  of:  (1)  0.5  per 
cent  silver  nitrate  soaks,*  (2)  gentamicin 
(Garamycin)  ointment  and  cream,9  (3)  10 
per  cent  mafenide  (Sulfamylon)  cream,10 
and  (4)  silver  sulfadiazine  cream.11  One 
year  ago,  at  the  University  of  Michigan, 
3,000  reported  cases  from  around  the  coun- 
try were  reviewed  to  evaluate  efficacy  of  the 
different  local  therapies.  It  was  the  deci- 
sion of  this  group  that  after  reviewing 
3,000  cases,  another  2,000  or  3,000  cases 
would  be  needed  before  any  definite  con- 
clusion could  be  reached  regarding  the  dif- 
ferent modes  of  local  therapy,  because  about 
one  half  of  the  reported  cases  were  small 
burns  with  less  than  30  per  cent  of  body  sur- 
face involved.  The  number  of  patients  with 
40  to  60  per  cent  body  surface  burns  were 
too  small  to  draw  any  definite  conclusions. 
The  frequently  reported  series  of  100  and 
200  patients  would  therefore  seem  to  be 
insufficient  data  to  judge  accurately  any 
mode  of  therapy  other  than  determining 
trends. 

From  our  experience  with  150  cases  in 
the  use  of  0.5  per  cent  silver  nitrate  soaks, 
23  cases  with  gentamicin  ointment,  35  cases 
with  gentamicin  cream,  and  400  cases  with 
mafenide  cream,  these  advantages  and  dis- 
advantages appeared  to  be  present.  Ad- 
vantages of  0.5  per  cent  silver  nitrate  soaks 
consisted  of  a decrease  in  fluid  loss  from  the 
burn  wounds,  a decreased  bacterial  coloni- 
zation of  the  burn  wounds,  and  a comfort- 
able dressing.  Disadvantages  of  0.5  per 
cent  silver  nitrate  soaks  consisted  of  (1) 
the  black  discoloration  of  anything  contact- 


ing the  silver  nitrate;  (2)  the  hypotonicity 
of  the  wet  dressings  favoring  electrolyte 
derangements,  that  is,  low  serum  so- 
dium, potassium,  end  chlorides;  (3)  once 
infection  was  established  in  the  burn  wound, 
the  silver  nitrate  was  ineffective  as  it  pene- 
trated only  1 to  2 mm.;  and  (4)  some  re- 
ports of  methemoglobinemia  associated  with 
the  conversion  of  nitrate  to  nitrite  by  bac- 
teria.1- One-tenth  per  cent  gentamicin 
ointment  was  used  on  23  children  with 
burns  with  poor  results,  as  3 died  of  Pseudo- 
monas sepsis,  and  most  of  the  burn  wounds 
were  covered  with  a heavy  inoculum  of 
Pseudomonas  organisms.  Gentamicin 
cream  has  been  placed  on  a small  number  of 
cases  and  found  to  be  much  more  effective 
than  the  gentamicin  ointment.  This  has 
also  been  the  experience  of  others.  Ten  per 
cent  mafenide  acetate  cream  has  been  uti- 
lized in  400  patients,  and  the  advantages 
found  were:  it  was  easily  applied  and  con- 

trolled not  only  the  surface  bacteria  but  was 
also  effective  in  established  burn  wound  in- 
fection, since  it  penetrated  the  burn  wound 
readily.  The  disadvantages  were : sensitiv- 
ity reactions  developed  in  10  to  15  per  cent 
of  the  patients,  that  is,  maculopapular  rash ; 
it  was  quite  painful  for  about  five  minutes 
after  application;  and  metabolic  acidosis 
was  quite  common  secondary  to  the  carbonic 
anhydrase  inhibitory  effect  of  the  mafenide, 
which  resulted  in  decreased  available  base. 1:1 

Silver  sulfadiazine  cream  has  been  utilized 
on  40  patients  and  found  to  be  quite  effec- 
tive. The  consensus  of  those  physicians 
using  the  silver  sulfadiazine  was  that  it  was 
a nonpainful,  nonstaining  preparation  which 
did  not  cause  acidosis  or  electrolyte  de- 
rangements of  the  serum,  and  in  a relatively 
small  number  of  cases  it  had  proved  to  be 
effective  in  controlling  bacteria  on  the  burn 
wound.  Further  experience  with  this  com- 
pound, however,  will  be  necessary  before  an 
accurate  judgment  as  to  its  efficacy  in  the 
local  treatment  of  the  burn  wound  can  be 
determined.  Our  own  experience  with  the 
latter  compound  has  been  good  up  to  the 
present. 

Our  therapy,  at  the  present  time,  consists 
of  washing  the  patient  from  head  to  foot 
thoroughly  with  copious  amounts  of  water 
and  Cream  Suds.  The  bullae  are  left  intact 
for  at  least  two  days  and  then  are  debrided 
only  if  they  appear  to  become  purulent. 
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FIGURE  4.  (A)  Fine  mesh  medicated  gauze  with  elasticized  tubular  netting.  (B)  Knee  extensor 

splints  with  Dennis-Brown  foot  splint. 


The  intact  bullae  decrease  the  fluid  loss 
in  the  burn  wound,  decrease  pain,  and 
improve  epithelial  healing  beneath.  The 
patient,  following  a rapid  wash,  is  dried 
thoroughly  and  placed  on  a scale  to  ob- 
tain the  weight.  The  antibacterial  cream, 
removed  from  the  shelf  and  applied  to  the 
mesh  gauze,  rolled,  and  placed  in  a jar,  is 
removed  from  the  shelf  and  applied  to  the 
wound.  This  one  layer  of  medicated  gauze 
is  kept  in  place  by  an  elasticized  nylon 
tubular  netting  (Surgifix).*  It  comes  in 
different  sizes  so  that  it  can  be  applied  to 
the  extremities,  trunk,  or  head.  Holes  may 
be  cut  for  the  eye,  nose,  and  mouth,  thereby 
enabling  the  fine  mesh  gauze  to  be  held  in 
place  on  the  face  as  well  as  on  the  remainder 
of  the  body  (Fig.  4A). 

Splinting 

Immediately  after  applying  the  dressings 
in  the  treatment  room,  splints  are  applied  to 
the  burned  hands,  which  maintain  the  meta- 
carpal phalangeal  joints  in  45  per  cent 
flexion  and  the  proximal  interphalangeal 
joints  and  distal  interphalangeal  joints  in 
extension.  The  hand  splints  tend  to  prevent 
exposure  of  joints  and  decrease  the  incidence 
of  boutonniere  deformities.  If  the  upper  or 
lower  extremities  are  burned,  three-point 
extensor  splints  are  applied  to  maintain  ex- 
tension of  the  elbows  and  knees  (Fig.  4B). 

Jet-Tyer  Fra  Corporation,  Carnegie,  Pennsylvania. 


These  splints  are  inexpensive,  since  the 
material  for  hand  splints  costs  $1.50,  where- 
as the  material  for  the  extensor  splints  for 
the  elbows  and  knees  costs  $2.00  each. 
These  splints  are  made  from  12  by  20  inch 
sheets  of  isoprene,1-  which  can  be  simply 
patterned  and  cut  with  scissors.  Following 
this,  they  are  placed  under  hot  water  and 
molded  on  the  patient  without  causing  the 
patient  discomfort.  Splints  are  kept  in 
place  by  Velcro  straps  which  have  been 
riveted  to  the  splint.14 

Care  after  splinting 

When  the  initial  emergency  care  has  been 
completed,  the  patient  is  moved  from  the 
treatment  room  to  a room  on  the  ward.  If 
the  patient  has  circumferential  burns,  a 
turn  schedule  is  arranged  to  avoid  any  area 
being  dependent  for  prolonged  periods. 
Physical  therapy  is  begun  as  soon  as  the 
patient  is  stable,  that  is,  by  the  third  post- 
burn day,  and  is  continued  throughout  the 
hospital  course. 

Antibiotic  administration  initially  con- 
sists of  penicillin  for  seven  days  as  a prophy- 
lactic measure  against  the  beta-hemolytic 
streptococcus.  No  further  antibiotics  are 
given  except  during  the  skin  grafting  and 
when  sepsis  develops.  Oxacillin  (Prostaph- 
lin)  is  often  begun  twenty-four  hours  be- 
fore grafting,  if  the  wound  has  considerable 

t Product  of  Johnson  & Johnson,  New  Brunswick,  New 

Jersey. 
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purulent  drainage  secondary  to  the  pres- 
ence of  straphyloeocci.  If  the  patient  shows 
early  signs  of  sepsis,  gentamicin  is  begun 
immediately,  since  it  is  effective  against 
many  gram-positive  organisms  as  well  as 
the  gram-negative  ones.  Endotoxic  shock 
therapy  consists  of  the  intravenous  admin- 
istration over  a fifteen-minute  period  of  2 
Gm.  of  methylprednisolone  (Solu-Medrol) 
mixed  with  100  cc.  of  saline.  Later,  if  the 
patient  again  develops  shock,  the  therapy  is 
repeated.  By  the  use  of  intermittent  mas- 
sive doses  of  this  drug,  serious  adrenal  sup- 
pression has  not  been  a problem. 

Blood  is  drawn  daily  for  the  first  seven 
days  for  complete  blood  count,  serum  electro- 
lytes, protein  electrophoresis,  and  blood  urea 
nitrogen.  Thereafter,  blood  is  drawn  two 
or  three  times  per  week,  depending  on  the 
need. 

Three  hours  after  burning,  the  patient  is 
started  on  milk  by  mouth  or  via  tube  feed- 
ings. Following  each  tube  feeding,  the  tube 
is  clamped  for  five  minutes  and  then  al- 
lowed to  drain  continuously  into  a kidney 
basin  placed  above  the  level  of  the  stomach. 
The  cold  milk  is  given  in  amounts  approxi- 
mately 30  cc.  per  hour.  If  the  patient  tol- 
erates this  over  a period  of  six  to  eight 
hours,  the  quantity  of  milk  is  gradually  in- 
creased, until  approximately  100  to  150  cc. 
per  hour  is  given  either  by  mouth  or  through 
the  tube.  Numerous  feeding  formulas  were 
evaluated  by  the  pediatric  and  surgical  staff 
over  a two-year  period,  followed  by  the  con- 
clusion that  patients  tolerate  cow’s  milk  as 
well,  if  not  better,  than  any  of  the  other 
formulas.  One  L.  of  cow’s  milk  contains 
650  calories,  33  Gm.  of  protein.  48  Gm.  of 
carbohydrate,  35  Gm.  of  fat,  25  mEq.  of 
sodium,  35  mEq.  of  potassium,  29  mEq.  of 
chloride,  62  mEq.  of  calcium,  and  53  mEq. 
of  phosphorus.  The  osmolarity  of  milk  is 
283  mOsm..  which  is  similar  to  serum;  con- 
sequently, the  incidence  of  gastric  disten- 
tion and  diarrhea  has  been  at  a minimum 
with  the  use  of  this  regimen.  Adult  Negro 
males  frequently  have  a decrease  in  lactase 
enzymes,  consequently  milk  may  cause  gas- 
trointestinal unset.  The  hourly  milk  feed- 
ings have  markedly  decreased  the  incidence 
of  Curling’s  ulcers  in  our  experience  over  a 
three-year  period. 

The  burn  patient  is  daily  tubbed,  de- 
brided,  and  dressed.  The  bath  water  con- 
sists of  hypochlorite  f Clorox)  1:60,  for  no 


bacteria  can  be  cultured  from  this  water 
following  the  bath,  therefore,  a cross  con- 
tamination is  minimized  as  is  the  number 
of  bacteria  on  the  burn  wound.  If  the  pa- 
tient complains  of  severe  burning,  the  hypo- 
chlorite can  be  diluted  to  1 :90  or  1 :120.  how- 
ever, we  prefer  1 :60. 

Immersing  these  patients  daily  for  fifteen 
minutes  in  this  water  resulted  in  no  serious 
serum  electrolyte  derangement.  The  nurs- 
ing staff  tub  the  patients  daily  and  debride 
that  eschar  which  is  loose.  By  this  means, 
the  wounds  are  kept  clean,  debridement  is 
conservative  and  progressive,  with  the  chil- 
dren tolerating  it  well.  Following  bathing 
in  the  tub,  the  patient  is  dried  thoroughly, 
and  radiant  heat  lamps  are  utilized  to  keep 
the  patient  warm  while  one  layer  of  fine 
mesh  gauze  with  antibacterial  cream  is  ap- 
plied to  the  wounds,  held  in  place  with 
nylon  netting,  and  the  patient  returned  to 
his  room.  This  therapy  is  continued  daily 
until  all  eschar  has  been  removed.  When 
the  wound  has  obtained  a satisfactory  cover 
of  granulations  for  skin  grafting,  the  pa- 
tient is  brought  to  the  operating  room  for 
the  first  time. 

Skin  grafting 

If  the  burn  wound  covers  less  than  40  per 
cent  of  the  body  surface  and  the  patient  has 
tolerated  the  burn  well,  autografting  is  ac- 
complished. However,  if  the  burn  wound  is 
over  40  per  cent  third  degree  or  the  patient 
has  had  a difficult  postburn  course,  pig  skin 
is  applied  to  the  granulating  wound  and  left 
in  place  for  five  days.  During  this  period, 
the  patient  may  be  brought  to  optimum  con- 
dition, for  the  xenograft  decreases  fluid  loss 
and  bacterial  colonization  on  the  burn 
wound.  Five  days  after  applying  the  pig 
skin,  the  patient  is  brought  to  the  operating 
room  where  he  is  anesthetized  with  a neuro- 
dissociative  anesthetic  called  cyclohexanone 
hydrochloride  (Ketamine*  or  Ketalar  if  he 
is  a child).35  This  anesthetic  can  be  ad- 
ministered intramuscularly  or  intrave- 
nously. The  seriously  burned  child  tolerates 
this  anesthetic  well  and  can  eat  before  and 
after  surgery  because  of  intact  reflexes  dur- 
ing the  anesthetic  period.  He  will  receive 
only  minor  pain  from  the  insertion  of  the 
needle  into  the  muscle  or  into  the  vein  and 
will  then  drift  into  a pleasant  sleep.  The 
children  state  they  have  beautiful  techni- 

* Parke-Davis,  Detroit,  Michigan. 
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FIGURE  5.  Skeletal  traction  of  extremities.  Pin 
sites  should  be  left  open  for  daily  cleansing. 


color  dreams  under  the  influence  of  this 
anesthetic.  A nasotracheal  tube  is  unneces- 
sary; therefore,  the  child  can  easily  be 
turned  to  wash  or  obtain  skin  grafts. 

After  obtaining  the  autograft,  donor  sites 
are  covered  with  moist  dressings,  and  the 
grafts  are  placed  on  a backing  of  moistened 
gauze  to  facilitate  handling.  If  the  upper 
extremities  are  to  be  grafted,  a threaded 
pin  is  placed  through  the  radius  approxi- 
mately 2 inches  proximal  to  the  wrist  joint; 
and  if  the  lower  extremities  are  to  be 
grafted,  threaded  pins  are  placed  in  the  cal- 
caneus and  in  the  proximal  tibias.lf>  The 
extremities  are  held  in  balanced  skeletal 
traction,  and  grafts  are  laid  on  the  granu- 
lating wounds  without  suturing  or  dressings 
(Fig.  5).  By  the  use  of  such  balanced  skel- 
etal traction,  an  assistant  is  not  required  to 
hold  the  extremity  while  the  surgeon  places 
the  skin  on  the  wounds.  The  skin  can  be 
rapidly  applied,  and  graft  take  is  superior 
to  that  when  dressings  are  applied,  because 
graft  slippage,  which  is  not  uncommonly  as- 
sociated with  dressings,  is  prevented.  At 
the  end  of  the  procedure,  the  dressings  cov- 
ering the  donor  sites  are  moistened  and  re- 
moved, fine  powdered  Gelfoam  applied,  and 
a dry  dressing  placed  on  the  wound  while 
the  patient  is  being  transported  to  the  ward. 
As  soon  as  the  patient  reaches  his  room,  the 
dry  dressings  are  removed  from  the  donor 
sites  and  the  donor  sites  exposed  without  a 
dressing.  We  find  donor  sites  heal  readily 
in  this  fashion  and  appear  to  be  available 
sooner  for  additional  removal  of  grafts  than 
if  the  dressing  technic  was  utilized. 

For  the  past  year,  ultrathin  skin  grafts  at 


4-  to  6/1,000  of  an  inch  thickness  have  been 
utilized  for  children  and  8/1,000  of  an  inch 
for  adults.  These  thin  grafts  take  readily 
and  thicken  rapidly  within  three  to  four 
weeks.  Conversion  of  donor  sites  to  third 
degree  does  not  occur,  and  residents  who 
are  unfamiliar  with  the  dermatome  will  be 
less  likely  inadvertently  to  obtain  full-thick- 
ness grafts.  This  is  not  an  uncommon  prob- 
lem in  children,  since  their  skin  tends  to  be 
considerably  thinner  than  that  of  the  adult. 
With  the  grafts  being  exposed,  the  nurses 
can  debride  any  bleb  formation  or  can  roll 
any  drainage  from  under  the  graft;  thus, 
graft  take  is  improved. 

At  approximately  the  tenth  postgrafting 
day,  the  skeletal  traction  is  released,  the 
ends  of  the  pins  are  covered  by  corks,  and 
the  patient  is  tubbed  daily.  Immediately 
after  tubbing,  skeletal  traction  is  reapplied 
until  the  grafts  are  sufficiently  mature  to 
withstand  mild  trauma,  which  is  approxi- 
mately two  weeks  following  the  application 
of  the  grafts.  When  the  skeletal  traction  is 
removed,  the  extremities  and  hands  are  im- 
mediately placed  in  splints  which  the  patient 
wears  continuously  except  for  physical 
therapy  and  exercising.  The  patient  is  sent 
home  with  these  splints  and  directed  to  wear 
these  during  nap  time  and  during  the  night 
for  six  months. 

Summary 

Care  of  the  seriously  burned  patient  is  in- 
deed one  of  the  greater  challenges  in  medi- 
cine. Although  the  complexity  of  the  prob- 
lem, as  well  as  the  multiple  organ  involve- 
ment, is  sometimes  overwhelming,  a satis- 
factory outcome  may  often  be  obtained  with 
a conscientious  enthusiastic  approach.  The 
routine  care  of  the  burned  patient  in  the 
Shriners  Burns  Institute  and  The  Univer- 
sity of  Texas  Medical  Branch  Hospitals  has 
been  described. 

610  Texas  Avenue 
Galveston,  Texas  77550 
( Dr.  Larson) 
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Respiratory  tract  injuries  present  a huge 
threat  to  the  patient’s  life  and  severe  chal- 
lenges to  the  physicians  and  nurses  caring 
for  the  patient,  whether  or  not  there  is  an 
associated  serious  cutaneous  thermal  in- 
jury.1-4 Impaired  gas  exchange  may  arise 
from  direct  injury  to  the  upper  respiratory 
airway  (oropharynx,  epiglottis,  larynx,  and 
upper  trachea)  or  the  lower  respiratory 
tract  (lower  trachea,  bronchi,  bronchioli, 
and  alveoli).  This  impairment  of  respira- 
tory function  may,  at  times,  be  accentuated 
by  perirespiratory  tract  injury,  namely, 
burns  of  the  face  and  neck,  producing  very 
extensive  edema  and  eventually  some  tra- 
cheal compression. 

Cause  of  respiratory  tract  injury 
associated  with  thermal  burns 

Most  respiratory  tract  injuries  associated 
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with  thermal  burns  involve  the  upper  airway 
and  are  the  results  of  the  inhalation  of  ex- 
tremely hot  air  and  possibly  flame.  The 
circumstances  surrounding  the  injury  vary 
but  are  often  associated  with  the  flash  type 
of  burn  (flammable  liquid  or  gas)  and  burn- 
ing clothes.  These  patients  are  usually  alert 
at  the  time  of  injury,  do  not  lose  conscious- 
ness, and  are  rarely  in  contact  with  the  heat 
for  more  than  a short  time. 

Injury  to  the  lower  respiratory  tract  is 
not  due  to  direct  injury  by  hot  air  but  rather 
to  hot  particles  and  noxious  fumes/*  Pa- 
tients in  this  group  have  generally  lost  con- 
sciousness and  have  prolonged  contact  with 
the  flaming  environment.  As  clearly  docu- 
mented by  Finland,  Davidson,  and  Leven- 
son,1  the  unconscious  patient  generally  suf- 
fers the  most  severe  injury  to  the  lower 
respiratory  tract  which  is  associated  with 
the  highest  mortality  rate. 

Pathophysiology 

The  injury  to  the  upper  respiratory  tract 
(oropharyngeal-laryngo-upper  tracheal)  is 
similar  to  that  seen  in  cutaneous  burns  ex- 
cept that  immediate  deep  destruction  is  not 
common.  There  is,  however,  the  usual  in- 
flammatory response  with  formation  of 
edema.  It  is  the  gradually  developing  and 
progressive  edema  which  causes  the  early 
symptoms  of  upper-airway  obstruction.  The 
edema  progresses  in  a typical  rate-related 
fashion,  and  as  Webster,  McCabe,  and  Karp2 
point  out  “of  particular  importance  is  recog- 
nition of  the  6 to  48  hour  latent  period  which 
may  ensue  before  complications  . . . develop.” 
Thus  the  acute  symptoms  are  due  to  water- 
logged tissues  acting  in  a mechanical  way  to 
prevent  gas  movement  or  exchange. 

When  injury  to  the  lower  respiratory  tract 


June  15,  1970  / New  York  State  Journal  of  Medicine  1633 


(lower  trachea,  bronchi,  bronchioles,  and 
alveoli)  occurs,  an  inflammatory  reaction 
with  edema  also  takes  place.  With  time,  de- 
pending on  the  extent  and  severity  of  the 
injury,  the  mucosal  lining  may  become  ne- 
crotic, and  a pseudodiphtheritic  membrane 
may  develop.  Many  of  the  bronchiolar  pas- 
sage ways  may  become  occluded  by  the 
pseudomembrane  and  a viscous,  sanguine- 
ous, mucosal  exudate.  There  are  generally 
scattered  areas  of  congestion,  atelectasis, 
obstructive  emphysema,  and  hemorrhages. 
The  pseudomembrane  may  slough  off  leav- 
ing the  underlying  tissues  exposed  to  the 
environment,  similar  to  the  way  sloughing 
burned  skin  eschar  does.  Sloughed  material 
in  the  respiratory  tract  presents  several 
major  problems,  since  frequently  the  slough 
becomes  trapped  producing  airway  obstruc- 
tion at  varying  levels.  Thus  slough  trapped 
in  the  main  bronchi  may  cause  acute  ob- 
structive hypoxic  death,  whereas  slough  in 
the  periphery  may  produce  hypoxemia,  ate- 
lectasis, and  emphysema.  Thus  the  necrotiz- 
ing tracheolaryngobronchitis  is  no  more 
than  a typical  response  to  injury  but  in  a 
vital  organ  and  in  a difficult  place  to  treat. 
In  time,  secondary  pulmonary  infection  may 
develop. 

Clinical  evaluation 

For  the  purposes  of  this  presentation, 
evaluation  and  care  of  associated  cutaneous 
burns  and  other  injuries  will  not  be  con- 
sidered. However,  it  should  be  kept  in  mind 
that  for  any  degree  of  severity  of  respira- 
tory tract  injury,  the  mortality  rate  in- 
creases with  increasing  amounts  of  associ- 
ated cutaneous  burns,  other  injuries,  or 
other  concomitant  diseases. 

Perhaps  the  single  most  important  piece 
of  information  regarding  the  potential  for 
respiratory  tract  injury  and  its  projected 
severity  is  the  time  and  circumstances  under 
which  the  injury  occurred.  Certainly  the 
patient  whose  clothes  catch  on  fire  at  an 
open  barbeque  presents  a lesser  risk  of  seri- 
ous injury  to  his  lower  respiratory  tract 
than  the  individual  who  is  trapped  in  a 
burning  room,  becomes  unconscious,  and  is 
exposed  for  a long  period  of  time  to  the 
flame,  hot  particles  (smoke),  and  gaseous 
products  of  combustion.  Pre-existing  car- 
diopulmonary disease  with  decreased  pul- 
monary function  makes  the  potential  of 


lesser  injury  to  the  respiratory  tract  much 
greater.  This  sort  of  history  should  alert 
the  physician  to  an  even  finer  sensitivity  for 
early  signs  of  pulmonary  dysfunction. 

Physical  examination  should  be  directed 
to  determining  evidence  of  injury  to  the 
upper  and/or  lower  respiratory  tract. 
Facial  burns,  singeing  of  nasal  hair,  oro- 
pharyngeal edema,  or,  rarely,  charring  are 
all  evidences  that  injury  of  the  respiratory 
tract  may  have  occurred/  Serious  respira- 
tory tract  injury  at  times  occurs  in  patients 
with  no  external  burns;  presumably  in  these 
instances,  noxious  fumes  are  the  principal 
irritants. 

Stridor,  hoarseness,  or  dysphonia  are  evi- 
dences of  injury  already  present  at  the 
tracheal  level.  Tachypnea  and  dyspnea  may 
indicate  respiratory  difficulties,  and  restless- 
ness may  reflect  hypoxia.  Auscultation  may 
reveal  areas  of  decreased  breath  sounds, 
fine  rales,  and  wheezes,  chiefly  expiratory; 
percussion  may  outline  areas  of  dullness  or 
increased  resonance.  The  location  of  these 
findings  can  change  abruptly,  as  the  under- 
lying pathophysiologic  changes  may  vary 
from  hour  to  hour  in  various  parts  of  the 
lungs. 

Repeated  laryngoscopy,  either  direct  or 
preferably  indirect,  will  give  a great  deal  of 
information  and  is  a most  important  ex- 
amination. Pharyngeal,  epiglottic,  and 
tracheal  visualization  will  readily  tell  if  red- 
dening, edema,  or  charring  (rarely)  are 
present  and  to  what  degree.  In  addition, 
saliva  in  the  glottic  chinks,  which  cannot  be 
cleared  readily  by  the  patient,  indicates  de- 
veloping edema  of  the  pharyngeal  area  with 
some  fixation  of  the  pharyngeal  muscles. 

It  should  be  recalled  that  because  of  the 
anatomy  of  the  area  the  opening  into  the 
larynx  and  trachea  may  close  down  gradu- 
ally without  the  patient  becoming  dyspneic 
until  just  before  almost  complete  closure,  if 
the  patient  is  in  bed  and  resting.  For  this 
reason,  it  is  important  to  have  the  patient 
breathe  deeply  and  rapidly  for  a short  time 
each  time  he  is  examined  by  the  physician, 
since  beginning  obstruction  will  much  more 
readily  reveal  itself  under  this  circumstance. 
Also,  if  feasible,  serial-timed  vital  capacities 
and  peak  expiratory  flow  measurements 
should  be  made.  Clearly,  a high  degree  of 
patient  cooperation  is  needed  for  this. 

It  is  critical  that  these  physical  and  func- 
tional examinations  and  laryngoscopies  be 
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repeated  many  times  during  the  first  forty- 
eight  hours,  since  laryngoscopy  and  the  abil- 
ity of  the  patient  to  move  air  rapidly  may 
prove  the  most  efficacious  technic  for  pre- 
dicting impending  upper-airway  obstruction 
and  the  need  for  its  immediate  relief. 

Examination  of  the  sputum  may  be  re- 
vealing in  several  ways.  Black  soot  indi- 
cates that  smoke  and  carbon  were  inhaled. 
However,  the  presence  of  black  material 
does  not  mean  ipso  facto  that  injury  to  the 
respiratory  tract  has  occurred.  In  addi- 
tion. the  type  of  sputum  may  help  in  sug- 
gesting previous  disease,  such  as  chronic 
bronchitis,  asthma,  and  so  on. 

Laboratory  tests 

Radiologic  examinations  of  the  chest  can 
be  helpful  in  determining  lower  respiratory 
tract  injury.  When  injury  is  present,  the 
radiologic  appearance  may  show  mottling, 
emphysema,  atelectasis,  consolidation,  or  in- 
creased hilar  shadows.  These  findings  may 
be  localized  or  diffuse.  The  radiologic 
changes  seen  on  x-ray  film  are  a result  pri- 
marily of  airway  obstruction  on  either  a 
small  or  large  scale.  The  location  and  ap- 
pearance of  the  radiologic  and  clinical  find- 
ings vary  from  time  to  time  in  the  same 
patient,  as  some  bronchioles  obstruct  and 
some  previously  obstructed  open  up. 

The  typical  picture  of  pulmonary  edema 
was  described  by  Shatzki4  in  2 patients 
but  was  not  seen  in  those  patients  reported 
by  Finland  et  al.5  Whether  the  picture  in- 
terpreted as  pulmonary  edema  is  alveolar 
edema  secondary  to  injury  is  not  settled. 
At  any  rate,  pulmonary  edema  is  a rare  oc- 
currence, unless  the  patient  has  serious  pre- 
existing cardiorespiratory  tract  disease. 

The  clinical  symptoms  and  physical  signs 
are  frequently  more  severe  and  extensive 
than  the  changes  visible  in  the  roentgeno- 
grams. 

Measurement  of  arterial  oxygen  and  car- 
bon dioxide  pressures,  pH,  oxygen  satura- 
tion, and  other  pulmonary  function  tests 
are  valuable  not  for  establishing  the  pres- 
ence or  absence  of  injury  but  for  evaluating 
the  course  of  respiratory  function  and  the 
direction  of  therapy. 

The  absence  of  any  of  the  previously  dis- 
cussed findings  on  both  initial  examination 
and  history  does  not  mean  that  a respira- 
tory tract  injury  has  not  occurred.  Atten- 


tion must  be  paid  to  restlessness,  since  it 
may  be  a sign  of  hypoxia.  Only  the  test  of 
time  (forty-eight  hours,  at  least)  and  the 
failure  to  develop  respiratory  symptoms  and 
signs,  and  the  laryngoscopic,  radiologic,  and 
laboratory  changes  described  previously 
prove  that  the  patient  has  not  suffered  such 
an  injury  or  indicate  the  extent  of  the  in- 
jury. 

Management  and  therapy 

The  backbone  of  management  is  frequent, 
systematic,  repeated  observations  of  the 
patient’s  status,  namely,  his  respiratory  and 
pulse  rates,  color,  the  presence  and  progres- 
sion of  cough,  appearance  of  his  sputum, 
hoarseness,  dypsphonia,  dyspnea,  stridor, 
restlessness,  the  findings  on  auscultation, 
laryngoscopy,  radiologic  examinations,  and 
conduct  of  certain  tests,  for  example,  the 
patient’s  performance  under  forced  respira- 
tion and  other  assessments  of  pulmonary 
function  such  as  blood  gases  and  pH. 

All  personnel  coming  in  contact  with  the 
patient  should  be  masked,  gowned,  and 
gloved  to  minimize  cross  contamination.  A 
bronchoscopy  set  and  endotracheal  tube 
should  be  kept  at  the  bedside. 

Very  high  humidity  air  or  oxygen  depend- 
ing on  the  oxygen  needs  of  the  patient 
should  be  used  by  whatever  technic  is  nec- 
essary to  provide  the  minimal  level  of  oxy- 
gen pressure  in  the  air  needed  to  maintain 
arterial  oxygen  pressure  at  about  70  mm. 
Hg  and  oxygen  saturation  at  about  85  to 
90  per  cent.6  Only  that  amount  of  oxygen 
in  the  inspired  air  necessary  to  maintain 
these  levels  should  be  used ; higher  concen- 
trations than  needed  for  this  should  not  be 
used  to  avoid  oxygen  toxicity. 

If  the  nasopharynx  is  burned,  the  nose 
should  be  swabbed  with  bland  oil.  It  some- 
times is  helpful  to  have  the  patient  drink  or 
gargle  with  a warm  soothing  solution  such 
as  sugar  in  water. 

Encouraging  the  patient  to  take  deep 
breaths  and  cough  will  help  in  aeration  and 
raising  of  sputum.  If  necessary,  a rebreath- 
ing tube  or  5 per  cent  carbon  dioxide  should 
be  used  intermittently.  The  patient  should 
be  turned  frequently. 

The  use  of  systemic  antibiotics  prophy- 
lactically  is  controversial.  There  are  no 
controlled  clinical  studies  about  this  in  re- 
lation to  respiratory  tract  injury  associated 
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with  burns.  Most  patients  are  given  mod- 
est doses  of  penicillin  (300,000  to  600,000 
units  per  day)  starting  almost  immediately 
on  entry  if  respiratory  tract  injury  is  sus- 
pected. If  associated  cutaneous  burns  are 
present,  this  amount  of  penicillin  would  be 
given  almost  routinely  for  four  to  five  days 
or  longer  as  prophylaxis  against  hemolytic 
streptococcal  wound  infection.  If  respira- 
tory tract  infection  supervenes,  antibiotics 
specific  for  infecting  organisms  cultured 
from  the  sputum  or  tracheal  aspirate  should 
be  used. 

The  use  of  corticosteroids  either  topically 
or  parenterally  to  minimize  the  inflamma- 
tory response  cannot  be  recommended  or 
condemned  until  further  information  is 
available;  we  do  not  use  them. 

If  the  patient  with  injury  to  the  lower 
respiratory  tract  has  extensive  cutaneous 
burns,  appropriate  fluid  (colloid  and  elec- 
trolyte) should  be  given  without  hesitation, 
but  cautiously,  to  prevent  or  treat  shock. 
The  patient’s  central  venous  pressure  should 
be  monitored,  and  he  should  be  watched 
closely  for  circulatory  overload,  particularly 
if  cardiac  disease  or  dysfunction  are  present. 

Tracheostomy,  endotracheal  tubes, 
and  bronchoscopy2'7-8 

A controversial  aspect  of  care  of  the  pa- 
tient with  respiratory  tract  injury  is  what 
the  indications  are  for  endotracheal  intuba- 
tion and  tracheostomy.  Since  tracheostomy 
is  not  a benign  procedure  and  is  often  asso- 
ciated with  acute  complications  (bleeding, 
aspiration,  pneumothorax,  infection,  and 
loss  of  cough  ability)  and  long-term  compli- 
cations (infection,  tracheal  stenosis,  de- 
pendency), it  is  essential  that  there  be  a 
need  for  tracheostomy  when  it  is  done. 
However,  when  the  need  exists,  tracheos- 
tomy should  be  carried  out  without  hesita- 
tion.9 

The  one  absolute  indication  for  the  place- 
ment of  either  an  endotracheal  tube  or 
tracheostomy  is  upper-airway  obstruction. 
The  patient  should  be  followed  closely 
enough  as  described  previously  so  that  tra- 
cheal intubation  can  be  performed  before 
serious  hypoxic  problems  have  developed. 
If  on  initial  or  early  examination  there  are 
extensive,  deep  burns  of  the  face,  especially 
involving  the  nose  and  mouth,  and  evidence 
of  damage  to  the  oropharynx,  so  that  it  ap- 


pears almost  certain  upper  respiratory  tract 
obstruction  will  develop,  and  if  the  types  of 
clinical  and  laboratory  examinations  re- 
quired, namely,  laryngoscopies,  forced  venti- 
lation, blood  gases,  and  so  forth,  cannot  be 
carried  out,  prompt  insertion  of  an  endo- 
tracheal tube  or  tracheostomy  should  be 
carried  out.  Emergency  tracheostomy, 
when  the  patient  is  already  hypoxic  and 
neck  tissues  edematous,  is  extremely  diffi- 
cult. 

The  relative  merits  of  endotracheal  intu- 
bation and  tracheostomy  for  the  patient 
with  only  upper-airway  injury  associated 
with  burns  is  controversial.  It  would  ap- 
pear that  since  the  peak  edema  is  probably 
reached  in  forty-eight  hours  and  then  be- 
gins to  recede,  the  obstructive  problem 
ought  not  to  exist  for  more  than  three  to 
four  days,  and  that  if  this  were  so,  an  endo- 
tracheal tube  would  appear  to  offer  some 
real  advantage  over  tracheostomy  because 
of  the  lesser  complications  of  secondary  in- 
fection. A possible  drawback  to  the  use  of 
an  endotracheal  tube  is  the  possibility  that 
a tube  in  an  inflamed  and  injured  upper  air- 
way may  potentiate  the  injury  and  prolong 
the  inflammatory  response  and  edema. 
There  are  no  controlled  studies  of  this  mat- 
ter. Our  own  inclination  would  be  to  insert 
an  endotracheal  tube  if  we  assess  the  upper 
respiratory  tract  thermal  injury  to  be  mod- 
erate but  obstructive  enough  to  warrant 
establishment  of  an  airway  by  mechanical 
means.  However,  if  the  upper-airway  dam- 
age is  severe,  or  lower  respiratory  tract  in- 
jury is  also  present,  we  could  do  a tra- 
cheostomy over  an  endotracheal  tube. 

The  role  of  tracheostomy  in  patients  with 
only  lower  respiratory  tract  injury  is  also 
controversial.  Basically,  the  problem  is 
that  of  removing  secretions  and  necrotic 
sloughing  pseudomembranous  material. 
Tracheostomy  should  not  be  done  until  a 
thorough  program  of  postural  drainage,  in- 
termittent positive  pressure  breathing,  na- 
sotracheal suctioning,  humidification,  bron- 
chodilators,  antibiotics,  when  indicated,  and 
necessary  gas  therapy  have  been  given  an 
adequate  try.  If  these  are  not  adequate, 
tracheostomy  is  carried  out. 

At  times,  bronchoscopy  may  be  required 
to  remove  sloughing  pseudomembranous  ma- 
terial. This  may  be  a life-saving  measure, 
and  a bronchoscopy  set  should  be  kept  at 
the  patient’s  bedside. 
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Case  reports 

Case  1.  A tvventy-six-year-old  man,  riding 
with  his  wife  in  a small  truck  along  one  of  the 
New  York  highways,  was  hit  from  behind,  and 
the  truck  caught  on  fire.  His  wife  was  knocked 
out  of  the  truck.  She  received  very  severe 
burns  of  her  legs  but  did  not  lose  consciousness. 
She  had  no  burns  of  her  face  and  no  respiratory 
tract  injury.  In  contrast,  the  man  was  trapped 
behind  the  steering  wheel  inside  the  cab,  lost 
consciousness,  and,  in  addition  to  extensive 
burns  to  his  trunk  and  extremities,  received 
severe  burns  of  the  face. 

Two  days  after  injury  he  had  a tracheostomy. 
This  was  done  shortly  after  admission  because 
he  showed  signs  of  serious  upper-airway  ob- 
struction to  his  respiratory  tract.  His  lung 
fields  were  always  clear.  About  the  tenth  day, 
after  a fairly  stormy  course,  he  suddenly  be- 
came very  restless  at  about  2:00  A.M.,  got  out 
of  bed  despite  his  very  extensive  burns,  and 
began  to  walk  around.  In  a few  moments 
respiratory  and  cardiac  arrest  developed,  and 
he  could  not  be  resuscitated.  At  autopsy,  a 
cast  of  his  trachea  and  major  bronchi  was 
found  curled  up  in  his  trachea.  What  almost 
certainly  happened  was  that  the  slough  sepa- 
rated, he  coughed,  and  the  slough  curled  up 
blocking  the  trachea.  It  was  so  large  he  could 
not  cough  it  up,  and  he  suffocated. 

Case  2.  The  patient  was  knocked  down, 
trampled  on,  and  lost  consciousness  before  she 
could  attempt  to  escape  a fire.  She  suffered  no 
external  burns.  On  admission  she  was  hoarse 
and  coughing,  and  rales  were  heard  over  the 
right  side  of  the  chest.  The  lungs  cleared 
somewhat  for  a while,  but  then  the  patient 
began  to  have  dyspnea,  wheezing,  a feeling  of 
constriction  in  the  chest,  and  stridor.  A tra- 
cheotomy was  contemplated  but  not  done  when 
laryngoscopy  revealed  singed  vocal  cords.  At 
the  time  of  the  earlier  roentgenogram  the  pa- 
tient was  very  hoarse,  and  there  were  showers 
of  crepitant  rales  at  the  lung  bases  and  scat- 
tered high-pitched  musical  rales,  especially  in 
the  left  lung.  The  coughing  and  hoarseness 
had  improved  considerably,  the  crepitant  rales 
had  cleared,  but  the  high-pitched  squeaks  per- 
sisted, and  the  patient  still  had  difficulty  in 
taking  a deer)  breath  at  the  time  when  the  later 
roentgenogram  was  taken.  She  continued  to 
have  some  cough  and  some  dypsnea  on  exertion 
for  the  first  three  months  after  discharge,  but 
after  eight  months  there  was  only  occasional 
cough,  and  her  general  condition  has  been  good. 
Physical  examination  and  a roentgenogram  of 
the  chest  after  eight  months  revealed  nothing 
abnormal.5 

Case  3.  The  patient  inhaled  a good  deal  of 
smoke  and  lost  consciousness  just  before  reach- 
ing an  exit,  but  she  sustained  no  surface  burns. 
On  admission  she  had  regained  consciousness 
and  was  having  some  resoiratory  distress,  and 
numerous  rhonchi  and  high-pitched  musical 
rales  were  heard  throughout  both  lungs.  Dur- 


ing the  next  few  hours  her  dypsnea  increased 
markedly,  and  finally  air  hunger  developed 
which  necessitated  a tracheotomy  for  relief. 
On  the  following  day  the  patient  was  still  hav- 
ing considerable  respiratory  difficulty,  and 
there  were  numerous  rales  and  rhonchi  in  both 
lungs  at  that  time.  She  began  to  improve  two 
days  later  and  at  the  time  of  a later  roentgeno- 
gram was  breathing  much  more  comfortably, 
but  there  were  still  many  crepitant  scattered 
musical  rales.  Except  for  a few  choking  spells 
due  to  plugging  of  the  tracheal  tube  she  im- 
proved steadily,  and  the  tube  was  removed  on 
the  sixteenth  day.  Hoarseness,  cough,  and  a 
few  rhonchi  were  still  present  when  the  patient 
was  discharged  one  week  later.  When  last 
heard  from  two  years  later  she  was  entirely 
well  except  for  a slight  residual  cough  produc- 
tive of  very  small  amounts  of  mucoid  sputum.5 


Conclusion 

Respiratory  tract  injury  associated  with 
burns,  whether  upper  tract,  lower  tract,  or 
in  a combination,  remains  a serious  and 
complex  problem.  Unlike  many  other  trau- 
matized areas,  the  lung  cannot  be  put  at 
rest  until  healing  occurs.  Care  for  patients 
with  this  injury  requires  astute,  frequent 
examination,  repeated  laboratory  investiga- 
tion, superb  nursing  and  respiratory  tech- 
nician care,  mature  clinical  judgment  in 
regard  to  therapy,  and  repeated  dialogue 
with  individuals  with  specialized  knowledge 
and  talents.  The  search  for  simple  answers 
and  rote  decisions  is  foolhardy  and  doomed 
to  fail. 
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y HE  MAJOR  MORBIDITY  and  mortality  rates 
over  the  centuries  in  patients  who  survived 
the  initial  burn  trauma  for  more  than 
twenty-four  hours  have  been  associated 
with  infection.  The  serious  burn  which 
destroys  all  layers  of  the  skin  removes  the 
greatest  single  barrier  to  bacterial  invasion 
of  the  host. 

The  infection  of  the  burn  wound  is  an 
acquired  infection.  Usually  it  is  hospital 
acquired.  Studies  to  date  would  tend  to 
indicate  that  the  organisms  which  infect 
the  burn  come  from  the  hospital  environ- 
ment in  most  instances,  except  when  the 
burn  traverses  a body  orifice.  However,  it 
is  not  really  clear  whether  this  applies  as 
much  to  the  Pseudomonas  group  as  to  the 
gram-positive  cocci.  This  is  an  important 
consideration  and  needs  further  elaboration. 
If  the  Pseudomonas  group  are  exogenous- 
infecting  organisms,  the  approach  to  treat- 
ment and  prevention  would  be  markedly 
different  from  what  it  would  be  for  an  en- 
dogenous infection. 

Organisms  involved 

The  microorganisms  which  are  most  fre- 
quently associated  with  infection  in  burns 
are  the  group  A beta  hemolytic  strepto- 
cocci, Staphylococcus  aureus,  and  the  en- 
teric group  of  organisms.  Of  the  latter  by 
far  the  most  commonly  encountered  is  the 
Pseudomonas  aeruginosa  (pyocyanea). 

Presented  at  the  1 63rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Plastic  and  Reconstructive  Surgery,  February  9,  i960. 


Early  experience  with  burn  infection  was 
replete  with  encounters  with  the  beta  hemo- 
lytic streptococcus.  This  organism,  as  a 
prime  pathogen,  could  cause  an  overwhelm- 
ing classic  sepsis  in  a relatively  short  time. 
The  patients  exhibited  serious  toxicity. 

The  advent  of  antimicrobials  relegated 
the  beta  hemolytic  streptococcus  to  a back 
seat  in  burn  sepsis.  This  was  true  in  other 
infections  in  medicine  and  surgery  as  well. 
However,  in  the  past  few  years  with  the  ad- 
vent of  a strong  “antiprophylaxis  party,” 
the  use  of  antimicrobial  agents  has  de- 
creased, and  more  infections  with  beta 
hemolytic  streptococcus  are  seen. 

The  Staph,  aureus  also  is  a prime  patho- 
gen and  for  the  period  of  the  fifteen  postwar 
years  was  probably  the  single  most  impor- 
tant pyogenic  organism.  Burn  sepsis  was 
commonly  caused  by  this  organism.  The 
development  of  penicillinase-resistant  peni- 
cillins and  the  cyclic  regression  which  is 
part  of  the  natural  history  of  this  organism 
have  decreased  the  importance  of  Staph, 
aureus  in  burn  sepsis.  Nevertheless  the 
appearance  of  methicillin-  and  oxacillin-re- 
sistant strains  should  make  us  very  wary 
that  Staph,  aureus  may  again  be  a serious 
threat. 

However,  at  the  moment  Ps.  pyocyanea  is 
the  organism  most  to  be  feared.  This  is 
true  because  it  has  no  good  specific  non- 
toxic agent  in  the  field  against  it. 

The  course  of  events  after  a burn  has 
been  well  described  by  Moncrief  and  his 
group.*  Basically  the  stages  of  infection 
are:  (1)  a supraeschar  and  intrafollicular 

(local)  infection  with  Pseudomonas  imme- 
diately after  the  burn;  (2)  a diffuse  intra- 
eschar infection  within  a few  days;  (3)  in- 
vasion of  the  junction  of  the  burned  and 
viable  tissue;  (4)  invasion  of  the  viable 
granulation  tissue;  and  (5)  invasion  of 
deeper  subjacent  tissue,  bacteremia,  and 
death. 

The  New  York  Hospital 
525  East  68th  Street 
New  York,  New  York  10021 

* Moncrief,  J.  A.,  Lindberg,  R.  B.,  Switzer,  W.  E.,  and 
Pruitt,  B.  A.,  Jr.:  The  use  of  a topical  sulfonamide  in  the 

control  of  bum  wound  sepsis,  J.  Trauma  6:  407  (1966). 
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I OPICAL  ANTIBACTERIAL  TREATMENT  has  be- 
come an  integral  part  of  the  management 
of  the  burned  patient.  Mafenide  (Sulfa- 
mvlon),  according  to  Jelenko  et  al.,'  was 
first  used  in  1943  by  the  German  army  for 
topical  wound  application  after  human  ex- 
periments proved  its  ability  to  decrease  the 
incidence  of  gas  gangrene.  More  recent 
laboratory  experiments  have  shown  that 
early  application  of  topical  mafenide  cream 
reduced  the  mortality  rate  in  burned  rats.2-3 

In  1965  Lindberg  et  al.4  reported  on  the 
clinical  use  of  10  per  cent  mafenide  in  the 
treatment  of  burn  wounds  and  showed  that 
suppression  of  bacterial  growth  frequently 
reduced  the  size  of  the  burn  area  that  ulti- 
mately required  grafting.  Pruitt  et  al.5 
confirmed  their  reports  of  a reduced  mor- 
tality rate  and  the  epithelialization  of 
wounds  previously  thought  to  be  incapable 
of  healing  by  regeneration. 

Materials 

During  the  twenty-one-month  period, 
January  1,  1966,  to  September,  1968,  224 
patients  (139  male  and  85  female)  were  ad- 
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TABLE  1. 

Causes  and  mortality  rates  of  burns 

Causes 

Total 

Number 

Per  Cent 
of  Total 

Mortality 

Rate 

1 ’i  i ( Vnt 

Flame 

62 

49 

18 

Scald 

50 

40 

11.7 

Contact 

6 

5 

0 

Chemical 

7 

6 

0 

TABLE  II. 

Age  distribution 

Age 
l Years) 

Number 

of 

Pal  ients 

Number 

of 

Deaths 

Mortality 

Rate 

1 Per  Cent) 

0 to  14 

33 

3 

9 

15  to  29 

22 

1 

4 

30  to  44 

36 

2 

5 

45  to  59 

20 

7 

35 

60  + 

14 

4 

28 

Totals 

125 

17 

TABLE  III.  Distribution  of  extent  of  burns 


Per  Cent 

Number 

Number 

Mortality 

of  Body 

of 

of 

Rate 

Surface  Area 

Patients 

Deaths 

( Per  Cent) 

0 to  14 

76 

3 

3 9 

15  to  29 

25 

1 

4.7 

30  to  44 

11 

2 

18 

45  to  59 

9 

7 

77 

60  + 

4 

4 

100 

Tot  a us 

125 

17 

mitted  to  the  plastic  surgery  burn  unit  at 
Harlem  Hospital.  One  hundred  twenty-five 
were  treated  with  topical  mafenide  and 
form  the  basis  of  this  report. 

The  causes  of  burns  are  listed  in  Table  I. 
Flame  and  scald  burns  comprise  89  per  cent 
of  the  burn  admissions  and  account  for  100 
per  cent  of  the  deaths  from  burns.  The 
chemical  burns  were  all  caused  by  lye  and 
were  intentionally  inflicted.  Contact  burns 
were  commonly  caused  by  hot  metal  radi- 
ators and  steam  pipes. 

Age  distribution  is  rather  uniform  with 
an  age  range  from  less  than  one  year  to 
over  eighty-five  years  (Table  II).  Increas- 
ing mortality  rate  with  advancing  age  is 
consistent  with  previously  reported  sta- 
tistics.6-7 

A large  number  of  patients  were  ad- 
mitted with  less  than  15  per  cent  body  sur- 
face area  burned  (Table  III).  Although 
not  considered  severe  in  terms  of  mortality 
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TABLE  IV.  Pre-existing  disease 


Disease 

Number 

of 

Patients 

Number 

of 

Deaths 

Mortality 

Rate 

(Per  Cent) 

Alcoholism 

15 

6 

40 

Pulmonary 

9 

0 

0 

Cardiac 

8 

2 

25 

Epilepsy 

5 

0 

0 

Psychiatric 

4 

0 

0 

Drug  addiction 

4 

0 

0 

Renal 

3 

0 

0 

Gastrointestinal 

2 

0 

0 

Totals 

50 

8 

rate,  involvement  of  critical  areas  such  as 
the  face,  hands,  and  soles  of  feet  mandated 
hospital  care.  Patients  with  15  to  45  per 
cent  surface  area  burned  made  up  the  most 
significant  group  in  terms  of  ultimate  re- 
habilitation. There  were  no  survivors  with 
burns  greater  than  60  per  cent,  and  only  1 
individual  survived  with  a 55  per  cent  burn. 

As  seen  in  Table  IV,  a total  of  50  patients 
had  concomitant  disease  serious  enough  to 
affect  the  outcome  of  the  burn  injury.  Eight 
patients  had  severe  heart  disease,  and  1 
patient  with  less  than  3 per  cent  body  sur- 
face area  burned  died  from  cardiac  failure. 
Respiratory  disease  in  9 other  patients  in- 
cluded pneumonia,  emphysema,  and  active 
tuberculosis.  Five  patients  were  epileptic 
with  grand-mal  seizures.  Chronic  alcohol- 
ism with  delirium  tremens  was  present  in 
15  patients. 

Results 

There  were  17  deaths.  The  burn  per  se 
was  the  causative  agent  in  8 of  these  deaths, 

5 patients  from  irreversible  shock  and  3 
from  pulmonary  tract  burns.  Septicemia 
was  the  cause  of  death  in  3 patients,  while 

6 others  died  of  cardiovascular,  hepatic,  and 
late  pulmonary  disease. 

The  composite  picture  of  245  wound  cul- 
tures taken  on  patients  treated  with  mafen- 
ide  is  shown  in  Table  V.  Klebsiella  was 
most  often  found  and  was  present  in  79 
cultures.  This  was  traced  to  many  of  the 
sources  of  the  local  water  supply.  Staph, 
aureus  was  present  in  79  cultures  while 
Pseudomonas  aeruginosa  was  seen  in  51 
cultures. 

The  number  of  days  following  the  burn 
injury  before  skin  grafting  was  carried  out 


TABLE  V.  245  wound  cultures 


Cultures 


Type  of  Culture 

Number 

Per  Cent 

Klebsiella 

88 

36 

Staphylococcus  aureus 

79 

32 

Coagulase  positive 

60 

Coagulase  negative 

19 

Pseudomonas 

51 

21 

Staphylococcus  albus 

16 

6 

Proteus 

30 

12 

Escherichia  coli 

30 

12 

Streptococcus 

27 

11 

Alpha 

15 

Beta 

5 

Gamma 

7 

Others 

27 

11 

Negative 

28 

11 

is  shown  in  Figure  1.  Most  of  these  pa- 
tients were  autografted  in  the  twenty-five 
to  forty-day  postburn  period. 

Complications  from  topical  mafenide  ther- 
apy are  noted  in  Table  VI.  Burning  on  ap- 
plication was  the  most  frequent  complaint 
and  usually  disappeared  within  thirty  min- 
utes. A rash  developed  in  5 patients  after 
being  treated  for  varying  lengths  of  time, 
which  subsided  after  cessation  of  the  drug. 
Topical  therapy  was  cancelled  in  6 patients 
because  of  skin  rash  and/or  pain. 

The  total  amount  of  mafenide  used  per 
patient  is  shown  in  Table  VII.  The  require- 
ment varied  with  the  extent  of  the  burn, 
but  1 to  2 pounds  of  drug  per  day  was  not 
unusual  in  patients  with  burns  exceeding 
40  per  cent  of  the  body  surface  area.  In 
general,  the  wounds  were  treated  by  open 
technic,  and  mafenide  was  applied  twice 


FIGURE  1.  Number  of  days  from  time  of  burn 
to  first  skin  grafting. 
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TABLE  VI.  Drug  complications* 


Complications 

Number  of 
Patients 

Burning 

44 

Itching 

4 

Cold 

1 

Rash 

5 

* Drug  was  discontinued  in  6 patients,  and  2 patients  re- 
fused  the  drug. 


daily  leaving  a layer  of  white  cream  thick 
enough  to  cover  the  wound.  The  residue 
was  removed  each  day  by  washing  with  soap 
and  water. 

Comment 

Flame  and  scald  burns  made  up  the  larg- 
est group  of  patients  admitted  for  treat- 
ment. Because  these  burns  are  usually 
more  extensive  than  contact  or  chemical 
burns,  they  account  for  all  the  deaths  in  this 
series. 

Rittenbury  et  at .8  reported  a direct  rela- 
tionship between  burn  mortality  rate  and 
pre-existing  disease,  including  alcoholism, 
with  a high  mortality  rate  in  this  group  re- 
gardless of  extent  of  burn.  This  was  borne 
out  in  our  series  in  which  there  was  a mor- 
tality rate  of  40  per  cent  in  chronic  alcoholic 
patients  and  a 25  per  cent  mortality  rate  in 
patients  with  cardiac  disease. 

Lindberg  et  al.2  observed  that  Pseudo- 
monas septicemia  was  the  prime  cause  of 
death  in  burn  patients  surviving  more  than 
five  days  and  advocated  the  start  of  topical 
antibiotic  therapy  as  early  as  possible. 
They  also  noted  a reduction  in  the  total 
number  of  wound  cultures  positive  for  Ps. 
aeruginosa  in  patients  treated  with  topical 
mafenide.  Probably  more  significant  is 
their  observation  that  the  total  quantity  of 
organisms  was  reduced  from  an  average  of 
6 by  10'  organisms  per  gram  of  tissue  in 
untreated  patients  to  8.4  by  104  organisms 
per  gram  of  tissue  in  treated  cases.  This 
reduction  in  bacterial  number  within  the 
burn  wound  is  believed  to  allow  the  body  to 
cope  successfully  with  the  invading  organ- 
ism. 

In  rat  experiments  it  was  shown  that  a 
delay  of  more  than  seventy-two  hours  in 
smarting  topical  antibiotic  therapy  resulted 
in  a marked  increase  in  mortality  rate.  This 
was  later  confirmed  by  Dressier  and  Skor- 
nik7  in  similar  experiments. 


TABLE  VII.  Total  amount  of  mafenide 
used  per  patient 


Amount 

Pounds) 

Number  of 
Patients 

3 to  10 

59 

11  to  20 

59 

21  to  30 

5 

31  to  40 

1 

Not  recorded 

1 

Total 

125 

Moncrief  et  at.  in  1966, 9 reported  a sig- 
nificantly reduced  mortality  rate  in  patients 
treated  with  topical  mafenide  particularly 
in  those  individuals  with  burns  involving 
less  than  50  per  cent  of  the  body  surface 
area.  They  believed  that  mafenide  was  re- 
sponsible for  a reduction  of  burn  wound 
sepsis  from  35.3  to  4.8  per  cent. 

In  our  own  series  only  3 deaths  have  been 
attributed  to  sepsis.  Two  of  these  patients 
died  of  Pseudomonas  septicemia,  and  1 died 
of  a mixed  infection  of  gram-positive  and 
gram  negative  organisms.  The  over-all 
mortality  rate  in  this  series  of  burn  pa- 
tients is  13.6  per  cent  representing  17  deaths 
in  125  patients.  The  major  causes  of  death 
were  due  to  the  original  injury  and/or  from 
pre-existing  disease. 

It  is  of  interest  to  note  that  only  49  of 
the  108  surviving  patients  on  mafenide 
therapy  actually  required  skin  grafting.  In 
the  others  the  area  ultimately  grafted  was 
frequently  smaller  than  originally  estimated 
on  admission. 

Since  most  of  these  burn  patients  were 
treated  by  open  technic,  much  of  the  labor 
of  dressing  changes  was  obviated.  Frequent 
wound  inspection  was  easily  carried  out, 
and  the  total  number  of  personnel  required 
was  reduced.  A pleasant  side-effect  was 
the  absence  of  the  foul  odor  usually  associ- 
ated with  purulent  burn  wounds  during  the 
process  of  eschar  liquefaction  and  separa- 
tion. Ambulation  and  physical  therapy  can 
be  started  earlier  and  more  easily  when  the 
patient  is  not  encumbered  with  extensive 
dressings.  Patients  can  even  be  taught  ef- 
fective self  help  including  debridement  and 
topical  drug  application.  At  times  they  can 
be  taught  to  carry  out  some  of  the  care  for 
other  patients. 

A supervised  amount  of  self  care  and 
interpatient  care  appears  to  aid  in  keeping 
up  morale  during  the  long  burn  convales- 
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cence.  Such  an  attitude  naturally  eliminates 
patient  isolation  except  in  the  first  days  for 
the  critically  burned  individual.  Kornfeld, 
Zimberg,  and  Malm10  discussed  psychiatric 
complications  of  open  heart  surgery  and 
pointed  out  that  sensory  deprivation  is  a 
major  factor  in  psychiatric  sequelae  in  this 
patient  group.  It  has  been  our  observation 
that  the  long-term  isolated  burn  patient 
shares  in  this  sensory  deprivation. 

Summary 

An  inpatient  experience  using  topical  10 
per  cent  mafenide  cream  in  the  treatment 
of  125  burned  patients  is  reported. 

The  causes,  age  distribution,  extent  of 
burns,  and  concomitant  diseases  and  their 
respective  effects  on  burn  mortality  rate 
are  reported.  The  mortality  rate  for  the 
entire  series  was  13.6  per  cent. 

Bacteriologic  analysis  of  burn  wounds 
revealed  the  predominant  recoverable  or- 
ganism to  be  Klebsiella  in  36  per  cent, 
Staphylococcus  aureus  in  24  per  cent,  and 
Pseudomonas  aeruginosa  in  21  per  cent  of 
the  cultures.  Of  3 deaths  classified  as  pri- 
marily caused  by  burn  wound  sepsis,  2 were 
related  to  Pseudomonas  septicemia. 
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| T has  BEEN  said  that  the  improved  treat- 
ment of  burn  victims  has  simply  put  off  the 
day  of  death  from  the  shock  phase  to  a 
later  date.  Fine1  studied  and  then  con- 
cluded that  the  bacterial  factors  of  shock 
were  the  most  significant  in  producing  an 
irreversible  state.  Death  in  hemorrhagic 
shock  as  the  result  of  Escherichia  coli  endo- 
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Of  49  patients  who  required  skin  grafting, 
27  received  the  initial  graft  at  twenty-five 
to  forty  days  after  the  burn. 

Burning  pain  on  drug  application  in  35 
per  cent  of  the  patients  and  occasional  rash 
comprised  the  main  complications  of  mafen- 
ide therapy. 
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toxin  is  well  known.  As  Ollstein,  Symonds, 
and  Criekelair2  state,  the  absolute  impor- 
tance of  bacterial  factors  in  the  over-all  burn 
syndrome  is  unquestioned. 

In  an  effort  to  diminish  the  number  of 
late  deaths  in  the  burn  population,  increas- 
ing stress  has  been  put  on  improving  the 
local  management  of  the  burn  wound.  While 
the  dangers  of  burn  wound  sepsis  are  well 
known,  prevention  remains  elusive.  Our 
program  at  the  Upstate  Medical  Center  at 
Syracuse,  utilizing  0.5  per  cent  silver  ni- 
trate, has  been  used  in  a large  series  of  pa- 
tients with  generally  satisfactory  results. 

The  patients  can  be  separated  into  two 
major  groups  with  reference  to  bacteriologic 
control  of  the  wound.  Generally  speaking, 
the  new  patient  treated  solely  in  our  center 
with  our  dressing  technic  shows  wound  cul- 
tures or  “moderate  numbers”  persistently 
negative  for  coagulase  positive  staphylo- 
cocci, Klebsiella,  and/or  E.  coli.  The  pa- 
tient transferred  to  our  service  later  than 
four  days  after  injury  almost  invariably 
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shows  heavy  growth  of  pseudomonas,  coagu- 
lase  positive  and  negative  staphylococci,  and 
combinations  of  Proteus,  E.  coli,  and  occa- 
sionally beta  hemolytic  streptococci.  It  is 
extremely  difficult  to  bring  wounds  of  this 
kind  into  complete  control.  Cultures  show- 
ing no  growth  are  almost  never  obtained  in 
cases  in  this  group. 

Burn  wound  sepsis  has  been  discussed  by 
Moncrief3  in  a number  of  publications.  1 he 
importance  of  this  problem  is  well  recog- 
nized, yet  we  have  little  experience  with  it. 
Death  due  to  Pseudomonas  sepsis  has  oc- 
curred on  our  service  but  is  rare  in  patients 
treated  with  silver  nitrate  from  the  first 
day.  One  patient  was  lost  with  gram-nega- 
tive sepsis  who  had  a localized  second-de- 
gree burn  of  the  back.  Although  this  hot 
water  burn  was  treated  aggressively  with 
frequent  dressing  changes  employing  silver 
nitrate,  the  four  days  of  prior  neglect  ap- 
parently permitted  invasive  infection  to 
occur  with  a fatal  result. 

There  was  no  consistent  relationship  be- 
tween the  use  of  antibiotics  and  the  results 
of  bacterial  cultures.  Bacterial  counts  were 
not  done.  The  greater  the  delay  between 
burn  injury  and  treatment,  the  more  likely 
the  patient  was  to  benefit  from  the  use  of 
antimicrobial  drugs.  Most  patients  treated 
by  us  receive  antibiotics  for  specific  indi- 
cations only.  Except  for  beta  hemolytic 
streptococci,  the  wound  cultures  are  not  the 
basis  on  which  antibiotic  therapy  is  pre- 
scribed. 

Ollstein,  Symonds,  and  Crickelair2  point 
out  a very  important  and  appropriate  con- 
cept in  reference  to  the  use  of  topical  anti- 
septic agents  in  the  burn  patient : “Regard- 
less of  the  agent  chosen,  proper  technique, 
meticulous  and  intensive  wound  care,  and 
systemic  support  must  be  provided.  Ap- 
preciation of  the  topical  antiseptic  agent  is 
fine  so  long  as  it  is  restricted  to  the  fact 
that  it  comprises  one  of  the  many  aspects 
of  burn  wound  and  burn  patient  care.” 

Advantages  of  silver  nitrate 

The  advantages  and  disadvantages  of 
silver  nitrate  therapy  have  been  listed  by 
many  authors  on  many  occasions.  On  the 
advantage  side  of  the  column  one  can  list 
the  fact  that  the  material  is  readily  avail- 
able, that  it  has  a broad  spectrum  of  bac- 
teriostatic activity,  that  there  is  apparently 


no  deleterious  affect  from  absorption  of 
silver,  sensitivity  to  the  agent  has  not  been 
demonstrated,  no  antagonists  are  known, 
and,  finally  and  perhaps  more  important, 
there  is  great  reduction  in  pain  associated 
with  dressings  and  bedside  debridement  and 
control  of  odors  associated  with  putrefac- 
tion. 

Disadvantages  of  silver  nitrate 

The  major  drawbacks  to  silver  nitrate 
perhaps  deserve  more  discussion  than  the 
advantages.  These  are  primarily  four  in 
number. 

Electrolyte  imbalance  is  due  to  leeching 
of  sodium  and  chloride  by  the  hypotonic 
silver  nitrate  dressing.  This  problem  ap- 
pears to  be  readily  controlled  even  in  chil- 
dren by  an  appropriate  formula  of  replace- 
ment. The  amount  and  nature  of  the  re- 
placement can  be  predicted  by  calculation  of 
the  surface  area  of  the  burn.  We  no  longer 
require  electrolyte  studies  at  frequent  in- 
tervals. 

Separation  of  the  eschar  is  delayed.  Al- 
though it  has  been  stated  frequently  that 
the  silver  nitrate  does  not  penetrate  the 
burn  wound  to  as  great  a depth  as  other 
agents,  it  would  appear  that  the  delay  in 
separation  of  the  eschar  is  related  to  a de- 
pression in  the  rate  of  autolysis.  The  autol- 
ysis which  we  see  looks  autogenous  rather 
than  bacterial  in  origin.  We  assume,  there- 
fore, that  there  is  at  least  some  effect  in 
the  depth  of  the  burn  wound  from  the  re- 
sult of  topical  silver  nitrate.  This  decreased 
rate  of  autolysis  results  in  a delay  in  ap- 
plication of  the  first  skin  graft  to  an  aver- 
age of  twenty-one  days.  It  has  been  our 
experience  that  despite  this  delay  the  hos- 
pital stay  has  not  been  lengthened. 

Silver  nitrate  staining  is  a serious  prob- 
lem from  the  clinical  point  of  view  because 
of  the  difficulty  in  obtaining  satisfactory 
skin  grafts.  Accumulated  crusts  and  scales 
jam  the  electric  dermatomes,  prevent  the 
Reese  dematome  tape  from  adhering  satis- 
factorily to  the  skin,  and  are  generally  a 
nuisance.  This  build-up  of  scale  can  be  re- 
moved, but  it  cannot  be  done  with  uni- 
formity. Protection  of  unburned  skin  is 
difficult  and  requires  a good  bit  of  nursing 
care. 

Linen  problems  constitute  a major  diffi- 
culty for  the  hospital  administrator.  The 
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increase  in  cost  of  burn  linen  which  has  been 
stained  with  silver  nitrate  arises  because 
of  bleaching.  When  the  linen  is  passed 
through  bleaching,  the  fabric  is  weakened 
severely,  and  the  life  of  the  linen  is  cut  by 
two-thirds.  Blackened  nonbleached  linen 
life  is  about  one-third  less  than  normal. 
The  cost  of  protecting  floors,  walls,  and 
equipment  suggests  that  silver  nitrate  be 
used  only  in  a limited  hospital  setting. 
Perhaps  the  greatest  drawback  to  the  use 
of  silver  nitrate  is  the  staining  of  clothing 
and  shoes  of  the  nursing  personnel.  Other 
silver-containing  compounds  which  have  no 
staining  properties  might  solve  this  very 
significant  problem. 

Dressing  technics 

Our  dressing  technic  differs  very  little 
from  that  which  has  been  published  fre- 
quently. Bulky  dressings  are  generally  em- 
ployed for  comfort,  maximally  advantageous 
position  of  joints,  and  retention  of  the  topi- 
cal silver  nitrate.  The  burn  wound  is  cov- 
ered with  a fine  mesh  cotton  gauze,  and 
many  layers  of  nonabsorbent  gauze  are  then 
applied.  This  is  held  in  place  with  a cir- 
cumferential compression  bandage  of  Kling. 
Nursing  personnel  keep  the  dressings  moist 
every  two  hours,  and  the  bandages  are 
changed  once  or  twice  daily. 

Our  staff  continues  to  be  amazed  at  the 
minimal  discomfort  with  this  program 
which  also  includes  bedside  debridement. 
The  need  for  formal  operative  debridement 
under  general  anesthesia  has  been  reduced 
dramatically.  Whirlpool  is  a useful  adjunct 
and  is  used  whenever  feasible.  Locke’s  so- 
lution baths  have  been  discontinued  since 
the  discovery  that  it  is  an  excellent  culture 
medium  and  actually  reinoculates  the 
wounds. 

There  is  a very  definite  delay  in  the 
maturation  of  the  granulating  wounds,  and 
one  must  “re-learn”  open  wound  care  in 
terms  of  evaluating  the  wound  for  grafting. 
The  granulation  bed  frequently  has  a tan  to 
almost  yellow  color  which  is  apparently 
quite  unsuitable  for  grafting.  In  the  early 
cases  in  the  series,  there  was  great  prolon- 
gation of  the  period  of  dressing  care  wait- 
ing for  the  usual  beefy  red  granulation 
tissue.  Our  emphasis  currently  is  to  graft 
earlier  despite  the  apparent  unsatisfactory 
appearance  of  the  granulating  wound. 


The  use  of  silver  nitrate  following  graft- 
ing is  variable  with  the  individual  members 
of  the  staff.  It  is  continued  for  all  patients 
in  whom  mesh  grafting  is  employed  and  is 
frequently  used  if  there  is  a significant 
amount  of  ungrafted  open  wound  remaining. 
As  the  wound  approaches  the  final  stages 
of  closure,  silver  nitrate  is  generally  not 
used  because  of  the  greater  vaporizational 
heat  loss  in  patients  who  have  wet  dressings. 

Statistical  analysis  of  our  patients  is 
thought  to  be  irrelevant  in  terms  of  mor- 
tality rates  and  comparative  studies.  Our 
experiences  with  death  parallel  those  of 
other  centers,  with  early  deaths  occurring 
primarily  among  the  elderly,  massively 
burned  patient  with  cardiac,  renal,  and  pul- 
monary complications.  The  difficulty  in 
comparing  series  of  patients  is  well  known, 
and  the  significance  of  the  statistics  rarely 
permits  radical  or  dogmatic  statements. 

If  one  is  to  judge  topical  therapy  on  its 
clinical  merits,  I would  suggest  that  despite 
the  disadvantages,  the  patient  is  far  better 
off  than  previously.  The  surgeon  and  his 
staff  are  less  burdened,  and  the  nursing  staff 
responds  most  admirably  to  direct  involve- 
ment with  patient  care.  Nursing  and  ad- 
ministrative personnel  as  well  as  the  infec- 
tion committee  are  slow  to  accept  the  obvi- 
ous changes  in  the  bacteriologic  status  of 
our  burn  patients.  We  continue  to  use  re- 
verse isolation  precautions,  and  yet  the  staff 
believes  them  to  be  completely  unnecessary. 

Summary 

The  method  of  treatment  of  burns  de- 
scribed is  one  which  can  be  employed  in  any 
health  care  facility  from  the  medical  center 
to  the  small  rural  hospital.  The  improve- 
ment in  the  day-to-day  care  is  great  enough 
so  that  this  method  can  be  recommended  for 
widespread  use.  Silver  nitrate  is  not  ideal 
burn  wound  therapy,  but  it  is  a very  useful 
agent. 

713  East  Genesee  Street 
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y he  use  of  BIOLOGIC  materials  is  by  no 
means  a new  or  unique  approach  in  wound 
management,  yet  it  is  only  in  recent  years 
that  the  technics  in  temporary  wound  cover- 
age have  achieved  their  justified  promi- 
nence. Obviously  they  have  proved  of  great- 
est value  in  the  treatment  of  the  burn 
wound,  and  yet  it  is  well  over  twenty  years 
since  James  Barrett  Brown*  pointed  out 
their  potential  contribution  in  the  burn 
victim.  Certainly  topical  chemotherapeutic 
agents  such  as  silver  nitrate,  mafenide  (Sul- 
famylon),  and  gentamicin  have  provided 
notable  advances  in  local  drug  therapy,  and 
it  can  be  anticipated  that  additional  drug 
advances  will  be  forthcoming.  Unfortu- 
nately, the  popularity  of  these  agents  has,  to 
some  degree,  inadvertently  de-emphasized 
the  true  place  of  biologic  dressings  in  burn 
wound  management. 

Purpose  of  dressings 

Temporary  biologic  dressings  were  em- 
ployed, in  the  original  concept,  as  lifesaving 
maneuvers  in  the  victim  of  severe  burns  to 
gain  a brief  respite  during  which  time  the 
patient’s  general  condition  could  be  im- 
proved, or  donor  sites  became  available.  In 
addition,  they  were  to  provide  as  complete 
coverage  as  possible  until  surfaces  became 
available  after  eschar  separation.  The  goal 
envisioned  in  these  situations  was  not  per- 
manency nor  even  prolonged  survival  of  the 
covering  material. 
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In  recent  years  biologic  covering  agents 
have  found  expanding  areas  of  usefulness 
in  burn  wound  management.  They  have 
been  especially  effective  when  applied  early 
in  partial  thickness  burns,  in  preparing 
wounds  for  grafting,  after  immediate  or 
early  conservative  excision  prior  to  defini- 
tive autografting,  and  as  a test  for  success- 
ful subsequent  autograft  take.  As  a result, 
there  is  a growing  need  for  adequate  sup- 
lilies  of  these  biologic  dressings.  Unfor- 
tunately, sufficient  amounts  of  materials  are 
not  forthcoming,  and  despite  living  donors, 
cadavers,  and  tissue  banks,  the  sources  re- 
main negligible.  Such  short  supply  has 
fostered  a keen  interest  in  developing  ade- 
quate skin  substitutes. 

The  ideal  temporary  biologic  dressing 
should  develop  firm  adherence  to  the  wound 
surface.  It  would  thus  prevent  protein  and 
electrolyte  losses,  decrease  vaporizational 
heat  loss,  decrease  pain,  and  inhibit  the 
fibroblastic  response.  In  addition,  it  would 
reduce  surface  bacterial  colonization,  permit 
less  painful  dressing  change,  and  improve 
the  patient’s  well-being.  The  application 
over  joint  surfaces  may  even  permit  pain- 
less motion  and  conceivably  minimize  con- 
tractures. 

Sources  of  biologic  material 

A host  of  biologic  materials  in  a variety 
of  fresh  or  preserved  states  have  been  em- 
ployed for  temporary  coverage.  There  can 
be  no  doubt  that  the  judicious  use  of  homo- 
grafts in  severe  burns,  regardless  of  their 
source,  method  of  preservation,  or  state  of 
viability  has  proved  their  effectiveness,  de- 
spite some  obvious  disadvantages.  By  re- 
moving the  homograft  from  the  wound  sur- 
face prior  to  rejection,  one  of  the  major 
obstacles  to  its  use  has  been  alleviated  to 
some  degree.  In  addition,  if  removal  is 
performed  prior  to  rejection,  adherence  is 
less  firm,  and  less  bleeding  is  encountered. 
The  process  is  continued  until  successful 
autografting  can  be  anticipated.  Pig  skin, 
on  the  other  hand,  is  generally  devoid  of  any 
local  reaction  and  ordinarily  does  not  mani- 
fest any  adverse  systemic  response.  Both 
homo-  and  xenografts  are  effective  in  the 
freeze-dried  state,  and  it  is  indeed  unfor- 
tunate that  at  least  pig  xenografts  are  not 
available  commercially  in  such  lvophilized 
form. 
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Canine  xenografts  have  been  employed 
successfully,  and  bovine  embryo  skin  either 
fresh,  preserved,  or  freeze-dried,  despite  the 
difficulty  in  securing  the  material,  has  had 
some  infrequent  clinical  application. 

Fetal  membranes;  embryonic,  fetal,  or 
neonatal  skin;  and  bovine  collagen  can  be 
included  in  the  group  of  biologic  dressings, 
although  all  of  these  covering  agents  are 
ineffective  and  serve  no  practical  purpose. 

Although  many  synthetic  products  have 
been  developed,  some  of  which  demonstrate 
excellent  adherence,  their  lack  of  antibac- 
terial qualities  makes  their  clinical  use  at 
the  present  time  highly  dangerous. 

Application  of  dressings 

The  application  of  temporary  biologic 
dressings,  essentially  either  homografts  or 
pig  xenografts,  in  the  dermal  and  deep 
dermal  burn  has  introduced  a technic  with 
intriguing  prospects.  It  is  advisable  to 
employ  local  drug  therapy  simultaneously, 
with  the  grafts  and  change  the  dressings 
daily.  Desiccated  grafts  indicate  epithelial 
regeneration.  Serous  or  purulent  accumu- 
lations require  evacuation  or  removal  of  the 
temporary  biologic  dressing  and  reapplica- 
tion. The  use  of  homografts  or  xenografts 
over  full-thickness  burn  eschar  is  not  indi- 
cated and  may  even  be  dangerous.  The 
healing  skin  of  deep  dermal  burns  pro- 
tected by  local  drug  therapy  and  temporary 
dressing  grafts  appears  to  be  superior  to 
that  resulting  from  drug  therapy  alone. 
The  treatment  of  deep  dermal  burns,  in  less 
than  life-threatening  situations,  by  drug 
therapy  alone  has  produced  in  many  in- 
stances less  than  the  desired  results  and 


only  pointed  up  again  the  value  of  skin 
grafting  in  such  cases.  Perhaps  the  com- 
bination of  temporary  biologic  dressings 
and  local  drug  therapy  will  prove  a more 
effective  method  and  even  obviate  the  need 
for  autografting. 

With  the  advent  of  temporary  biologic 
dressings,  it  was  hoped  that  early  massive 
excision  might  become  a justifiable  risk; 
however,  such  did  not  prove  to  be  the  case. 
The  interval  application  of  biologic  cover- 
ing agents  between  conservative  excision 
and  autografting  is  highly  successful  and 
prevents  autograft  loss  due  to  uncontrol- 
lable oozing  of  blood. 

Where  deep  burning  has  resulted  in  bare 
bone  devoid  of  periosteum,  temporary  bio- 
logic dressings  are  protective  and  should  be 
continued  after  decortication  prior  to  auto- 
grafting. In  infants  and  young  children, 
granulations  will  often  develop  under  bio- 
logic covering  grafts  without  resorting  to 
bone  drilling  or  decortication. 

Summary 

There  can  be  no  doubt  that  temporary 
biologic  dressings  have  become  an  integral 
part  of  burn  wound  management.  It  would 
appear  at  the  present  time  that  homografts 
and  pig  xenografts  are  the  most  efficient  and 
practical  of  the  available  covering  agents. 
Research  continues  in  the  hope  that  perma- 
nent homograft  survival  will  some  day  ma- 
terialize, although  present  studies  centering 
about  the  immunosuppressive  drugs  and 
antilymphocytic  serum  offer  little  additional 
encouragement  in  the  burn  patient. 
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Qvery  hospital  needs  a disaster  plan,  and 
this  plan  should  provide  for  the  probability 
that  a significant  number  of  the  victims  in 
any  disaster  will  suffer  from  burns.  Be- 
cause the  management  of  even  one  major 
burn  requires  a major  commitment  of  sup- 
plies and  personnel,  a satisfactory  disaster 
plan  must  involve  an  effort  to  make  optimal 
use  of  the  facilities  and  man  power  avail- 
able. 

General  hospital  plan 

Certain  steps  are  of  major  importance  in 
preparing  a hospital  and  its  staff  to  cope 
with  a disaster.  First,  the  disaster  plan 
must  be  specific  and  detailed.  The  thinking 
required  in  preparing  such  a plan  is  vital  if 
the  hospital  is  to  cope  with  a sudden,  un- 
expected, and  large  influx  of  patients.  Since 
each  hospital  serves  a definite  geographic 
region,  it  is  desirable  that  the  hospital’s 
plans  be  tied  in  with  a regional  program 
rather  than  existing  in  a vacuum.  When  an 
airplane  crash  occurred  at  Rochester  in 
1963,  all  victims  were  transported  from  the 
local  airport  to  one  hospital,  although  a sec- 
ond hospital  lies  about  the  same  distance 
from  the  airport.1  In  the  much  larger 
Worcester  tornado  disaster  certain  hospitals 
were  inundated,  and  others,  equally  ac- 
cessible, were  relatively  unused.2  Similar 
situations  have  been  noted  in  many  of  the 
other  disasters  occurring  in  this  country. 

This  type  of  inefficient  patient  distribu- 
tion can  be  obviated  to  some  extent  by  a 
proper  communication  system,  the  second 
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major  item  in  a disaster  plan.  Proper  re- 
gional communication  can  direct  the  How  of 
patients  to  emergency  departments.  Proper 
communication  within  the  hospital  is  neces- 
sary for  alerting  personnel,  preparing  the 
facilities  to  manage  patients,  clearing  from 
the  hospital  those  patients  who  can  reason- 
ably be  discharged,  and  handling  the  many 
incoming  calls  for  information  about  the 
disaster. 

The  third  important  point  is  a triage 
officer  whose  function  is  to  decide  which  pa- 
tients to  treat  as  walking  wounded  with 
relatively  minor  care,  which  to  treat  vigor- 
ously to  ensure  survival  and  to  alleviate 
suffering,  and  which  to  treat  expectantly  be- 
cause recovery  is  unlikely.  In  the  usual 
medical  situation  the  patient  whose  problem 
is  most  critical  is  treated  first  no  matter  how 
poor  the  prognosis;  in  a disaster  this  is  not 
practical,  and  priority  must  be  given  to  the 
needs  of  the  many  at  the  expense  of  the  few. 
The  decision  to  relegate  a patient  to  a hold- 
ing area  on  the  expectation  that  he  will  not 
survive  is  never  easy.  Therefore,  it  is  im- 
portant that  the  triage  officer  be  an  experi- 
enced senior  surgeon  and  that  he  have  an 
accurate  estimate  both  of  the  number  of  in- 
dividuals injured  and  of  the  number  of 
physicians  and  other  medical  personnel 
available  to  treat  them.  The  rules  of  triage 
will  obviously  change  depending  on  whether 
10,  100,  or  1,000  patients  are  involved  and 
whether  5,  50,  or  500  medical  people  are 
available  to  treat  them.  A triage  officer  can- 
not function  effectively  unless  he  is  able  to 
screen  all  the  patients  involved.  Therefore, 
there  must  be  one  entrance  to  the  hospital 
for  the  victims,  and  triage  must  occur  at 
this  entrance. 

Fourth,  in  disaster  planning  the  hospital 
must  have  a stockpile  of  equipment. 
Thought  should  be  given  ahead  of  time  to 
such  items  as  stretchers,  dressings,  splints, 
parenteral  fluids,  analgesics,  antibiotics,  and 
tetanus  toxoid.  These  supplies  should  be 
kept  current  and  readily  accessible.  A de- 
cision should  be  reached  concerning  the  use 
of  plasma  expanders  and  how  whole  blood,  a 
precious  commodity  in  any  disaster,  will  be 
used. 

Fifth,  a proper  record  system  must  be 
prepared  in  advance.  Each  record  should 
include  a tag  with  a preprinted  serial  num- 
ber to  be  attached  to  the  patient.  The  same 
preprinted  number  should  appear  on  the 
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record  itself  and  on  the  tags  to  identify 
laboratory  specimens  from  the  patient. 
Provision  for  identification  of  roentgeno- 
grams with  this  same  number  is  important. 
In  this  way  accurate  separation  of  one  pa- 
tient from  another  is  possible  even  before 
the  clerical  recording  of  name,  sex,  age,  and 
address  is  completed.  The  record  itself 
should  be  simple  but  detailed  and  precise. 
Needless  to  say,  it  should  list  each  diagnosis 
and  procedure.  Thus,  the  record  prevents 
the  duplication  of  effort  which  results  when 
it  is  impossible  to  be  certain  whether  or  not 
some  important  procedure  has  been  done.  A 
printed  list  on  which  items  such  as  tetanus 
prophylaxis,  antibiotics,  and  analgesics  can 
be  checked  off  is  desirable.  Also,  the  record 
facilitates  the  transfer  of  the  patient  from 
one  physician  to  another  during  the  emer- 
gency; precise  information  concerning  diag- 
nosis and  management  is  vital  if  the  trans- 
fer is  to  be  safe.  The  military  physician 
learned  this  lesson  years  ago;  the  civilian 
physician  has  been  slow  to  appreciate  it. 

Burn  triage 

Triage  for  burned  patients  is  carried  out 
under  the  same  rules  which  apply  to  other 
injured  individuals.  However,  the  nature 
of  a burn  injury  and  the  complications  in- 
volved in  caring  for  patients  with  burns  in- 
fluence the  sorting  in  a major  way. 

Victims  of  burns  should  be  divided  into 
three  groups:  (1)  those  with  minor  burns 

in  whom  survival  can  be  anticipated  with 
minimal  treatment,  (2)  those  with  major 
burns  in  whom  survival  is  a reasonable  ex- 
pectation with  extensive  treatment,  and  (3) 
those  with  major  burns  who  should  be 
treated  expectantly  because  survival  pros- 
pects are  very  slight.  Phillips3  estimates 
that  about  60  per  cent  of  those  burned  in  a 
disaster  will  fall  into  the  first  category,  30 
per  cent  in  the  second,  and  10  per  cent  in  the 
third. 

To  be  placed  in  the  minor  burn  category  a 
patient  should  satisfy  certain  criteria:  (1) 

less  than  25  per  cent  of  body  surface  burned, 
(2)  patient  age  between  ten  and  thirty 
years,  (3)  burn  produced  by  hot  liquid,  (4) 
no  evidence  of  pulmonary  involvement,  (5) 
no  significant  pre-existing  disease,  and  (6) 
no  other  major  injuries. 

Significant  variation  from  any  of  these 
standards  places  an  individual  outside  the 


minor  burn  group.  Once  a burn  involves 
more  than  25  per  cent  of  body  surface  at  any 
age,  death  begins  to  be  significant  and  the 
morbid  condition  prolonged.  Patients  below 
ten  years  of  age  have  a somewhat  poorer 
outlook  for  recovery  from  a burn  than  the 
teen-ager  or  young  adult;  to  survive  they 
are  likely  to  require  closer  surveillance  and 
more  vigorous  treatment.  At  the  older  end 
of  the  spectrum  mortality  rates  for  a burn 
of  any  size  rise  rapidly;  a 15  per  cent  burn 
is  a significant  and  frequently  lethal  injury 
in  a patient  over  sixty-five.  A burn  pro- 
duced by  hot  liquid  does  not  involve  the  pos- 
sibility of  smoke  inhalation  associated  with 
a flame  burn.  Therefore  any  burn  from  hot 
liquid  is  less  serious  than  a similar  flame 
burn.  Since  a burn  produces  a major  al- 
teration in  physiologic  functions,  a patient 
who  has  some  serious  pre-existing  condition 
or  who  suffers  other  major  injuries  auto- 
matically has  a smaller  chance  for  survival 
and  will  require  closer  observation. 

Conversely,  a series  of  criteria  in  these 
same  categories  should  be  used  to  place  a 
burned  patient  in  the  expectant  treatment 
group:  (1)  more  than  50  per  cent  of  body 

surface  burned,  (2)  patient  age  over  fifty- 
five  years,  (3)  burn  produced  by  flame,  (4) 
pulmonary  involvement  present,  (5)  signifi- 
cant pre-existing  disease,  and  (6)  other 
major  injuries  sustained. 

When  over  50  per  cent  of  body  surface  is 
burned,  the  chance  of  survival  is  very  small 
even  in  nondisaster  circumstances,  especially 
if  the  patient  is  an  older  adult.  A flame 
burn  is  always  dangerous  because  smoke  in- 
halation with  resulting  chemical  pneumoni- 
tis is  an  ominous  event.  Thus,  a flame  burn 
sustained  indoors  is  particularly  serious. 
The  reason  for  concern  over  serious  pre- 
existing problems  and  the  major  injuries 
sustained  during  the  disaster  has  been  pre- 
viously discussed.  The  “disaster  rule  of 
ninety,”  suggested  by  Phillips,3  provides  a 
reasonable  framework  for  use  in  triage. 
She  suggests  that  the  patient  be  treated  ex- 
pectantly when  the  sum  of  the  victim’s  age 
and  the  area  of  body  burned  exceeds  90. 
This  implies  that  between  2 patients  with 
identical  burns  preference  for  active  treat- 
ment will  be  given  to  a child  over  an  adult. 
This  is  reasonable  both  in  terms  of  longer 
life  expectancy  for  the  child  and  of  the 
smaller  drain  on  available  supplies  in  treat- 
ing a youngster. 
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Between  these  two  extremes  lies  that 
group  of  individuals  who  should  be  treated 
vigorously  because  therapy  offers  them  a 
reasonable  expectation  of  survival.  Since 
the  management  of  even  one  patient  with 
major  burns  is  a major  undertaking,  the 
triage  officer  will  have  to  modify  the  criteria 
for  entry  into  the  treatment  group  in  ac- 
cordance with  several  factors:  (1)  the 

number  of  patients  injured  (this  factor  em- 
phasizes the  importance  of  early  and  ac- 
curate communication  between  the  disaster 
area  and  the  hospital)  ; (2)  the  number  of 
skilled  personnel  (physicians,  nurses,  and 
trained  technicians)  available  to  manage 
patients;  (3)  the  quantity  of  supplies 
(dressing,  splints,  and  antibiotics)  avail- 
able; (4)  the  supply  of  parenteral  fluids  (be- 
cause fluid  management  is  so  critical  in  the 
early  phase  of  a major  burn,  this  item 
warrants  special  consideration;  a glance  at 
Table  I outlining  the  needs  of  a single  pa- 
tient clarifies  the  point)  ; and  (5)  the 
amount  of  space  in  the  hospital  which  can  be 
devoted  to  the  disaster  victims  including 
those  with  burns.  A willingness  and  ability 
to  make  a cold  analysis  of  these  variables 
while  sorting  disaster  victims  is  essential 
for  a triage  officer.  Consideration  of  the 
many  problems  involved  emphasizes  the  ra- 
tionale for  assigning  an  experienced  senior 
surgeon  to  triage  rather  than  using  his 
talents  elsewhere  in  definitive  patient 
therapy. 

Management  of  minor  burns 

Patients  with  minor  burns  should  be 
treated  accordingly.  Protection  against 
tetanus  should  be  given  either  as  a booster 
dose  of  tetanus  toxoid  or  by  the  administra- 
tion of  human  hyperimmune  globulin.  The 
administration  of  tetanus  antitoxin  from 
another  species  is  no  longer  justified;  should 
supplies  of  globulin  run  short,  tetanus  pro- 
tection can  be  postponed  without  danger  for 
several  days  until  a fresh  supply  is  available. 
Analgesics  should  be  administered  as 
needed,  and  the  oral  route  is  usually  feasible. 
The  burns  should  be  appropriately  dressed 
and  splinted  after  proper  cleansing  of  the 
burned  surface.  Since  these  dressings  may 
not  be  changed  for  several  days  in  a disaster 
situation,  they  should  be  applied  with  care. 
Haste  makes  waste,  especially  during  a 
crisis.  Facial  burns,  in  general,  should  not 


TABLE  I.  Fluid  requirement  for  one  70-kg.  adult 
with  50  per  cent  burn 


Fluids 

First 

Twenty-Four 
Hours  (cc.) 

Second 
Twenty-Four 
Hours  (cc.) 

Colloid 

1,750 

875 

Electrolyte 

5,250 

2,625 

Water 

2,000 

2,000 

Total 

14,500 

be  dressed,  but  other  burns  which  blister  or 
involve  the  full  thickness  of  the  skin  warrant 
the  use  of  dressings.  Exposure  treatment 
is  not  well  suited  to  the  management  of  mass 
casualties. 

In  general,  these  patients  may  be  treated 
with  oral  rather  than  parenteral  fluids.  Sa- 
line and  sodium  bicarbonate  solutions  are 
physiologically  preferable  to  water  without 
added  electrolyte,  and  they  are  usually  tol- 
erated satisfactorily  in  moderate  quantities. 
The  patient  with  a small  burn  may  be  dis- 
charged for  ambulatory  care.  The  patient 
with  a more  serious  injury  approaching  the 
criteria  described  previously  warrants  ad- 
mission for  observation.  It  may  be  neces- 
sary to  administer  parenteral  fluids  to  indi- 
viduals with  minor  burns  for  two  reasons: 
First,  a few  patients,  particularly  children, 
develop  signs  of  shock  if  parenteral  fluids 
are  withheld.  Second,  a moderate  number 
of  patients  with  burns  develop  ileus  and 
begin  to  vomit,  making  oral  fluid  replace- 
ment impossible.  In  a disaster,  patients 
from  the  minor  burn  group  who  require  ad- 
mission should  be  discharged  or  transferred 
outside  the  disaster  area  as  soon  as  this  is 
practical. 

Expectant  treatment 

The  unfortunate  patient  who  must  be 
treated  expectantly  should  be  made  as  com- 
fortable as  possible,  and  analgesics  should 
be  used  liberally.  Psychologically,  to  pa- 
tient, family,  and  physician,  it  is  important 
that  the  patient  not  be  abandoned.  The 
fact  that  extensive  treatment  with  the  hope 
of  survival  cannot  be  rendered  does  not 
mean  that  the  patient’s  basic  need  for  help 
cannot  be  met.  No  patient  should  feel  left 
without  support  in  a hospital.  Although  it 
is  difficult  to  be  cheerful  and  friendly  before 
a dying  patient,  the  importance  of  a kind 
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word  and  a helping  hand  from  a physician 
and  nurse  cannot  be  overemphasized. 

Active  treatment  of  major  burn 

It  is  important  to  have  a full  understand- 
ing of  what  is  involved  in  handling  major 
burns,  and  this  effort  can  be  divided  con- 
veniently into  an  early  and  a late  phase. 

Initially,  it  is  imperative,  if  any  large 
number  of  burns  must  be  treated,  to  set 
aside  a burn  ward.  This  area  can  then  be 
staffed  with  physicians  and  nurses  whose 
sole  or  major  responsibility  during  this 
phase  of  the  disaster  will  be  the  manage- 
ment of  burned  patients.  The  area  can  be 
stocked  with  the  necessary  parenteral  fluids 
and  other  supplies.  A special  burn  dressing 
area  can  be  set  aside  so  that  dressing 
changes  can  be  done  under  proper  condi- 
tions. These  conditions  can  be  met  most 
effectively  if  the  patients  with  burns  are 
grouped  in  one  area.  The  conservation  of 
effort  for  experienced  personnel  is  of  basic 
importance  if  the  initial  phase  is  to  be  man- 
aged most  effectively. 

When  disasters  are  considered  and  re- 
ported, the  long-term  commitment  necessary 
for  restoring  the  patient  to  health  is  fre- 
quently forgotten,  but  this  aspect  of  disaster 
care  should  not  be  overlooked.4  The  prob- 
lems involved  are  readily  apparent  when  the 
patient  suffering  from  burns  is  considered. 
This  individual  needs  prolonged  care;  an 
initial  hospital  stay  of  twelve  weeks  is  not 
unusual  before  a patient  with  a 50  per  cent 
burn  can  be  discharged.  During  the  larger 
part  of  this  time  skilled  personnel  will  have 
to  spend  many  hours  in  direct  supervision 
of  his  care.  The  need  for  well-trained 
nurses  who  carry  a major  part  of  this  effort 
is  clear.  A commitment  of  operating  room 
space  for  debridement  and  grafting  is  also 
required.  These  procedures  must  be  care- 
fully timed,  and  frequently  they  interfere 
with  a busy  operating  room  schedule. 

The  unfortunate  effects  of  burn  scarring 
and  contracture  must  be  considered  as  a 
part  of  the  long-term  problem.  With  careful 
dressing  and  splinting  these  problems  can 


be  minimized.  However,  the  best  of  care 
will  not  prevent  problems.  A deep  partial- 
thickness burn  on  the  dorsum  of  the  hand 
will  heal  without  grafting,  but  limitation  of 
motion  at  the  metacarpophalangeal  and  in- 
terphalangeal  joints  is  almost  inevitable. 
Secondary  admissions  for  revision  of  scars 
and  contractures  must  be  accepted  as  an  im- 
portant part  of  disaster  burn  management. 
Indeed  any  hospital  staff  embarking  seri- 
ously in  burn  care  must  be  committed  to  the 
control  of  multiple  social,  psychologic,  and 
rehabilitation  problems  which  arise  in  the 
burned  patient.  Attention  to  the  purely 
physical  needs  for  survival  is  not  enough  in 
and  of  itself. 

Summary 

A plan  for  dealing  with  large  numbers  of 
patients  from  a disaster  is  essential  for 
every  hospital.  The  plan  should  provide  for 
a considerable  number  of  burns  among  the 
victims.  Because  many  patients  cannot  be 
handled  simultaneously  by  the  usual  burn 
methods,  traditional  therapy  must  be  re- 
assessed in  the  mass-casualty  situation. 

Efficient  management  of  burns  in  a dis- 
aster requires  good  communications,  a 
simple  but  complete  record  system,  a stock- 
pile of  supplies,  and  effective  triage.  A 
separate  area  should  be  set  aside  for  the 
casualties  with  burns  as  a major  problem, 
and  a major  commitment  of  skilled  personnel 
to  these  patients  will  be  required  long  after 
the  acute  catastrophe  has  passed.  Efforts  to 
rehabilitate  the  patient  socially  and  psycho- 
logically as  well  as  physically  are  important 
aspects  of  the  long-term  plan. 
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A VOLUMINOUS  LITERATURE  attests  to  the 
widespread  use  of  adrenocorticosteroids 
since  their  introduction  approximately  fif- 
teen years  ago.  Noncritical  enthusiasm, 
based  on  clinical  impressions,  has  resulted 
in  confusion  as  to  the  rightful  place  of  these 
potent  drugs  in  clinical  practice.  These  re- 
ports have  proposed  the  intermittent  or 
long-term  use  of  steroids  in  children  who 
do  not  respond  or  improve  under  accepted 
methods  of  allergic  management.1-3  In  the 
field  of  allergy,  as  in  other  medical  disci- 
plines, there  is  a considerable  difference  of 
professional  opinion  with  respect  to  steroid 
therapy  in  the  treatment  of  childhood 
asthma.4-6 

In  1955,  in  the  United  States,  there  were 
almost  6,000  reported  cases  of  asthmatic 
deaths.  Of  these,  136  were  children  under 
five  years  of  age.  In  1957,  211  under  the 
age  of  fifteen  years  were  reported  to  have 
died  from  asthma.  We  should  keep  in  mind 
that  the  total  figures  are  probably  higher  in 
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that  all  deaths  that  are  or  could  be  attributed 
to  asthma  are  not  reported  as  such.  The 
vital  statistics  of  the  United  States  Health 
Service,  1959  to  1962,  indicate  an  increased 
mortality  rate  due  to  asthma  in  the  pediatric 
age  group. 

The  Journal  of  the  American  Medical  As- 
sociation  commented  editorially:  “Whether 

asthma  itself  is  becoming  more  severe  in 
childhood  or  whether  an  iatrogenic  factor 
or  factors  are  responsible  for  the  increase 
of  mortality  is  unknown.”  It  is  a fact  that 
deaths  due  to  asthma  have  not  decreased 
since  the  steroids  and  the  other  “miracle” 
drugs  have  been  made  available. 

The  newly  introduced  therapeutic  pro- 
cedures, especially  steroids,  have  produced 
changing  patterns  of  many  diseases.  These 
diseases  have  been  made  more  difficult  to 
diagnose  and  more  difficult  to  treat.  In  re- 
cent years,  we  have  noted  a change  in  the 
natural  course  of  childhood  asthma,  with  an 
associated  increase  in  morbidity  and  mor- 
tality rates,  which  should  concern  all  physi- 
cians. More  asthmatic  children  are  not  re- 
sponding and  are  entering  into  the  phase  of 
respiratory  failure  than  did  in  the  prester- 
oid era.  Greater  emphasis  is  now  being 
placed  on  the  role  of  the  anesthetist  and  me- 
chanical respiration  in  managing  the  asth- 
matic child  with  respiratory  failure. 

The  steroids  have  been  a major  contribu- 
tion in  therapeutic  medicine  and  have  saved 
countless  numbers  of  lives  since  their  in- 
troduction. On  the  other  hand,  we  must  also 
accept  the  fact  that  these  drugs  have  been 
shown  to  have  an  equal  potential  for  harm. 

There  are  definite  indications  for  the  use 
of  cortisone  and  derivatives ; however,  a 
review  of  the  complications  produced  by  the 
administration  of  corticosteroids  over  the 
period  of  years  questions  the  easy  steroid 
approach  to  the  problems  of  asthma.  There 
is  still  a lack  of  understanding  of  the  effects 
and  side-effects  of  steroids  on  children  with 
asthma.7 

Study  group 

To  assess  the  effects  of  steroid  depend- 
ency, 53  asthmatic  children  who  had  prior 
therapy  in  the  hands  of  other  physicians 
were  studied.  All  of  these  children  had  prior 
continuous  or  intermittent  steroid  therapy 
for  their  asthma.  Thirty  of  these  asthmatic 
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children  had  been  treated  with  steroid,  in- 
termittently or  continuously,  for  a period  of 
two  months  to  seven  years.  Of  these  30 
children,  10  were  on  continuous  therapy  for 
two  months  to  seven  years,  and  20  had  inter- 
mittent therapy  for  six  months  to  nine 
years.  The  remaining  children,  referred  to 
us,  had  been  on  intermittent  steroid  therapy 
for  “short-term”  courses,  1 or  2,  several 
times  per  year.  The  23  children  who  had 
been  on  short,  infrequent  courses,  1 to  4 
per  year,  did  not  pose  any  problem  once 
allergic  management  was  started.  These 
children  were  well  controlled  with  accepted 
allergy  management  procedures  and  anti- 
asthmatic medication  and  were  instructed 
not  to  use  steroids. 

Ten  children  had  continuous  therapy  for 
two  months  to  seven  years ; of  these,  7 were 
slowly  weaned  off  steroids,  substituting  anti- 
asthmatic medications  and  accepted  allergic 
management  procedures.  One  child  who 
has  been  on  steroids  for  seven  years  could 
not  be  weaned  off  and  is  still  on  steroid 
therapy  to  keep  asthmatic  symptoms  under 
control.  In  this  group  of  10  children,  2 ex- 
pired during  episodes  of  status  asthmaticus 
in  spite  of  large  doses  of  steroids,  mechani- 
cal respiration,  and  other  supportive  meas- 
ures indicated  in  the  treatment  of  respira- 
tory failure.  Of  the  20  children  who  were 
on  intermittent  steroid  therapy  from  six 
months  to  nine  years,  steroids  were  discon- 
tinued, and  all  responded  well  to  antiasth- 
matic drugs  and  allergic  management  after 
a period  of  several  months. 

A group  of  asthmatic  children  falling 
within  the  same  age  bracket,  two  to  twelve 
years,  and  having  a history  of  persistent 
asthma  prior  to  the  initial  office  visit  were 
chosen  at  random  from  the  files  of  our 
private  patients  for  purposes  of  comparison. 
All  of  these  children  were  asthmatic  patients 
with  a long  history  of  slight  or  serious 
dyspnea  usually  going  back  to  early  child- 
hood. These  53  children  were  seen  in  our 
office  for  the  first  time  without  prior  allergy 
treatment;  a diagnosis  was  made  after  in- 
vestigation and  management  of  the  allergy 
undertaken.  All  these  children  responded; 
the  asthma  in  all  children  was  easily  con- 
trolled by  antiasthmatic  medications  with 
subsequent  alleviation  or  minimal  infre- 
quent episodes  of  slight  wheezing.  No  ster- 
oids were  ever  given  to  this  group  who  have 


been  followed  over  a period  of  eleven  years. 
The  author  recognizes  that  these  children 
may  not  constitute  a valid  control  group. 
However,  none  of  the  complications  noted 
in  the  steroid  group  were  present  in  the 
control  group  during  the  period  of  clinical 
observation.  Large  clinic  populations  of 
asthmatic  children  at  Bellevue  Hospital 
Center  and  St.  Vincent’s  Hospital  and  Medi- 
cal Center,  managed  by  accepted  allergic 
procedures,  did  not  necessitate  the  use  of 
steroid  therapy.  Follow-up  of  these  patients 
revealed  control  of  the  asthmatic  symptoms 
without  the  complications  noted  in  the 
steroid-treated  children. 

In  the  53  asthmatic  children  who  had  been 
treated  with  intermittent  or  continuous 
steroid  therapy,  a review  of  “allergic  man- 
agement” prior  to  referral  indicated  that  44 
children  had  been  under  the  care  of  an  aller- 
gist from  one  to  eleven  years.  Forty-six  of 
the  children  received  hyposensitization  ther- 
apy before  and  during  steroid  therapy.  It 
was  noted  that  41  of  the  53  children  were 
not  given  the  benefit  of  environmental  con- 
trol measures  for  inhalant  allergens  or  ir- 
ritants in  their  immediate  environment. 
Twenty-three  of  the  53  children  had  animals 
at  home  during  this  period  of  allergic  man- 
agement and  steroid  therapy,  and  18  of  these 
children  had  significant  positive  skin  re- 
actions to  animal  danders.  Only  11  of  the 
children  were  on  any  type  of  restricted  diet; 
the  remaining  42  were  allowed  to  eat  all 
foods.  In  addition  to  the  steroid  medica- 
tion, 19  of  the  children  were  using  nebuliz- 
ers on  an  intermittent  basis  to  control 
wheezing  episodes;  5 of  the  children  had 
oxygen  tanks  and  intermittent  positive  pres- 
sure machines  at  home.  Four  children  had 
periodic  injections  of  epinephrine  adminis- 
tered by  the  parents,  and  9 patients  had  re- 
ceived gamma  globulin  injections.  In  39  out 
of  53  of  these  children,  there  was  no  history 
or  clinical  record  of  a chest  x-ray  film 
throughout  the  steroid  management  period. 

In  the  10  asthmatic  children,  who  had 
been  on  continuous  therapy  with  steroids 
ranging  from  two  months  to  seven  years, 
there  was  evidence  of  emphysema  indicated 
by  pulmonary  function  studies,  x-ray  ex- 
amination, and  physical  examination;  de- 
formities of  the  chest  were  noted  in  8 of 
the  children;  6 children  had  evidence  of 
sinusitis,  both  clinical  and  by  x-ray  film; 
5 developed  “moon  facies”  and  a typical 
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cushionoid  appearance;  evidence  of  demin- 
eralization of  bone  and  fracture  occurred  in 

1 child,  and  growth  retardation  to  a marked 
degree  was  noted  in  9 of  the  subjects;  4 
developed  respiratory  failure;  2 children 
necessitated  tracheotomy;  1 child  developed 
pneumothorax;  and  2 of  the  children  died 
during  an  asthmatic  attack. 

Comment 

It  would  appear  that  these  53  children, 
who  had  received  steroid  therapy  and  some 
of  whom  had  suffered  a period  of  months 
or  years  with  so-called  “steriod-dependent 
asthma,”  did  not  receive  the  full  benefits  of 
complete  allergic  management  before  the 
steroids  were  started.  This  mode  of  ther- 
apy has  changed  the  natural  pattern  and 
course  of  asthma  making  it  a more  difficult 
disease  for  the  physician  to  manage. 

It  was  found  difficult  to  decrease  dosage 
in  these  children  without  the  subsequent 
reappearance  of  symptomatology.  With 
time,  these  asthmatic  children  who  had  been 
on  continuous  or  intermittent  steroid  ther- 
apy for  long  periods  of  time,  needed  pro- 
gressive increase  in  dosages  to  keep  the 
asthma  under  control.  This  excess  of  medi- 
cation eventually  resulted  in  status  asth- 
maticus  and  hospitalization.  These  children 
responded  only  to  larger  doses  of  steroids, 
and  often,  in  spite  of  larger  doses  of  ster- 
oids, the  asthma  was  unmanageable,  the  pa- 
tient going  into  respiratory  failure,  and  in 

2 cases  death  ensued. 

A review  of  our  steroid-dependent  chil- 
dren seems  to  indicate  that  allergic  manage- 
ment was  incomplete  and  symptoms  were 
treated  as  a substitute  for  searching  for  the 
causes  of  the  asthma.  It  is  disturbing  that 
a group  of  patients  have  been  given  steroids 
without  adequate  allergic  management  and 
with  inadequate  supervision  and  have  been 
permitted  to  take  steroids  with  the  onset  of 
asthmatic  symptoms  without  consulting  a 
physician.  Asthma  is  a disease  which  has 
known  causes.  These  causes  should  be 
searched  for  and  managed,  rather  than 
settling  for  the  temporary  alleviation  of 
symptoms. 

The  great  majority  of  children  with  al- 
lergy problems  can  be  treated  by  the  ac- 
cepted methods  of  allergic  management, 
namely,  the  avoidance  and  elimination  of 


allergens  and  irritants,  trial  and  error  pro- 
cedures, hyposensitization,  and  rehabilita- 
tion. The  generally  accepted  allergy  man- 
agement procedures  have  been  found  most 
effective  in  treating  our  asthmatic  children, 
thereby,  eliminating  the  need  for  any  ster- 
oid therapy.89  The  environmental  search 
for  allergens  and  irritants  and  infectious 
or  food  factors,  an  awareness  of  the  pres- 
ence of  emotional  complicating  factors,  and 
subsequent  treatment  have  proved  effectual 
in  alleviating  the  asthmatic  suffering  of  a 
child  without  the  necessity  of  steroid  ther- 
apy. To  accomplish  successful  allergic  man- 
agement without  steroids  demands  willing- 
ness and  patience  on  the  part  of  the  physi- 
cian to  spend  the  time  necessary  for  ade- 
quate diagnosis  and  management. 

When  faced  with  a complex  group  of 
symptoms,  the  physician  sometimes  gives 
cortisone  in  the  hope  that  it  may  help  and 
is  not  likely  to  harm.  Unfortunately,  the 
drug  rarely  “cures”  and  more  frequently 
makes  management  and  future  diagnosis 
difficult  and,  at  times,  impossible.  Unless 
the  underlying  allergic  problem  is  alleviated, 
the  disease  process  continues. 

It  is  recommended  that  the  physician  in 
practice  avoid  unnecessary  and  continuous 
steroid  therapy  in  treating  the  asthmatic 
child. 

Conclusion 

In  view  of  the  increase  in  asthmatic 
deaths  in  children,10-11  the  impressions 
gained  from  our  recent  experience  with 
steroid-treated  children,  and  our  meager 
knowledge  of  steroids,12  the  use  of  steroid 
therapy  should  be  reserved  for  diseases  of  a 
life-threatening  nature.  The  presently  ex- 
isting promiscuous  use  of  steroids  by  the 
physician  in  treating  the  acute  asthmatic 
episodes  of  childhood  should  be  questioned. 
It  is  our  impression  that  the  practice  of 
pediatric  allergy,  specifically  the  treatment 
of  the  asthmatic  child  in  the  past  ten  years, 
has  been  made  more  difficult  with  the  use 
of  steroid  therapy.  The  use  of  corticoster- 
oids, continuous  or  intermittent,  in  chil- 
dren with  asthma  has  induced  a changing 
pattern  of  the  asthmatic  syndrome  and  has 
made  it  more  progressive,  more  difficult  to 
manage,  and  potentially  a more  fatal  dis- 
ease than  it  was  in  the  presteroid  era.  “Ster- 
oid-dependent asthma”  is  a newly  created 
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disease  entity  induced  by  steroid  and  was 
nonexistent  before  the  introduction  of  these 
drugs.  This  is  a most  critical  situation  in 
pediatrics  that  demands  urgent  considera- 
tion. The  dangers  of  steroid  therapy  in 
asthmatic  children  will  only  be  determined 
by  a careful  evaluation  by  long-term  follow- 
up of  the  children  so  treated. 

153  West  11th  Street 

New  York  City  10011 
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[)  uring  the  past  decade  great  strides  have 
been  made  in  the  field  of  electronic  data 
processing.  The  medical  profession,  aware 
of  the  opportunities  that  this  new  technic 
offers,  has  begun  to  use  it  extensively.  The 
best  example  of  this  is  the  increasing  num- 
ber of  computer  centers  established  in  dif- 
ferent medical  centers  around  the  world. 
Since  a computer  center  is  available  at  the 
State  University  of  New  York  Downstate 
Medical  Center,  it  was  decided  to  utilize  it 
to  develop  a data  retrieval  system  for  pedi- 
atric cardiology.  The  system  was  devel- 
oped to  aid  in  gathering  data  for  clinical 
cardiology  research,  patient  care,  and  teach- 
ing of  medical  students.  The  description  of 
the  development  of  this  system  is  the  main 
purpose  of  this  report. 

System 

A large  store  of  retrievable  data  was 
available  from  the  records  of  the  pediatric 
cardiology  department.  Even  though  these 
records  were  stored  on  specially  prepared 
forms,  it  became  progressively  more  diffi- 
cult to  deal  with  the  information  because  of 
the  great  number  of  cases  accumulated.  It 
was,  therefore,  felt  that  these  data  were 
ideally  suited  for  storage  in  a digital  com- 
puter system  on  magnetic  tape. 


FIGURE  1.  Pediatric  cardiology  information  sys- 
tem. 


Creation  of  system.  To  create  a system 
several  things  have  to  be  accomplished : (1) 
the  establishment  of  goals  and  objectives; 
(2)  system  analysis  and  design;  and  (3) 
implementation  of  the  project  and  fulfill- 
ment of  the  goals. 

The  establishment  of  short-  and  long-term 
goals  is  essential  in  the  creation  of  a data 
retrieval  system.  Our  goal  in  this  regard 
was  to  establish  a system  by  which  accurate 
information  concerning  the  diagnosis  and 
treatment  of  the  patient  could  be  obtained. 

A systematic  listing  of  all  patients,  in- 
patients and  outpatients,  seen  by  our  de- 
partment was  produced.  The  listing  was 
arranged  by  anatomic  diagnosis  using  the 
Info-Dex  Heart  Registry1  as  our  standard 
classification  scheme.  The  New  York  Heart 
Association  diagnostic  criteria,  functional 
and  therapeutic  classification,2  procedures, 
postmortem  if  performed,  and  therapeutic 
regimen  were  included.  The  system  was 
kept  as  simple  as  possible  to  minimize  time 
consumed  by  the  physician  and  cost  of  the 
program. 

The  second  phase  was  the  systems  analy- 
sis and  design.  A simple  picture  of  the 
system  can  be  seen  in  Figure  1.  The  first 
step  was  to  transform  the  records  onto  code 
sheets  which  were  designed  to  contain  all 
the  information  required.  These  code 
sheets  were  prepared  so  that  the  keypunch 
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Card  1 


1-6  KCH  PA#_ 

7-16  SU  # 

17-23  X-ray# : 

24-32  Last  name 

34-41  First  name 

42-54  Address 

55-60  Birth  date / — / 

61-64  Age  

yrs.  months 

65  Sex  M F 

66  Race  W=white  N=Negro  O^other 

67  Eco  W=welfare  B = Blue  Cross 

N=none  0=other 

68  Inpatient/outpatient  I^inpatient 

0=outpatient 

69  Etiology  1)  congenital  2)  rheumatic 

3)  other 

70-74  Anatomic  Diagnosis 

75  Physiologic  Arrhythmia 

l=yes  2=no 

76  Physiologic  Heart  Failure 

l=yes  2=no 

77  Functional  12  3 4 

78  Therapeutic  A B C D 

80  Code  = 1 


Card  2 

1-6  KCH  PA# 

7-16  SUH# 

17  Basis  of  Diagnosis  Clinical  l=yes 

2=no 

18  Basis  of  Diagnosis  Surgery  lr=yes 

2=no 

19-24  Date  of  surgery / / 

25  Basis  of  diagnosis  Catheterization 

l=yes  2=no 

26-31  Date  of  catheterization / / 

32  Basis  of  diagnosis  Angiography  1 = 

yes  2=no 

33-38  Date  of  angiography / / 

39  Post  Mortem  l=yes  2=no 

40-43  Post  Mortem  date mo yr 

44  Basis  of  diagnosis  Phonocardiogram 

lrzyes  2r=no 

45  Basis  of  diagnosis  Vectorcardiogram 

l=yes  2=no 

46-50  Prophylaxis  l)Pen  IM  2) Pen  PO 
3)  Sulfa  4)  Other 

51  Treatment  Digitalis  l=yes  2=no 

52  Treatment  Diet  restrictions  l=yes 

2=no 

53  Treatment  Diuretics  l=yes  2=no 

54  Treatment  Antibiotics  lrryes  2=no 

55  Treatment  Antihypersensitives  1 = 

yes  2=no 

56  Treatment  Steroids  l=yes  2=no 

57  Treatment  Salicylates  l=yes  2=no 

61-64  Discharge  date  if  inpatient— mo. —yr. — 

65  Physician  12345678 

66  Report  filled  in  by  1 2 3 

80  Code  = 2 

FIGURE  2.  Typical  code  sheet. 


operators  could  read  them  easily  and  punch 
out  2 cards  for  each  patient  record  (Fig.  2) . 
The  hospital  number  was  unique  to  each 
patient  and  was  the  same  used  for  subse- 
quent visits  to  the  hospital.  The  cards  were 
arranged  so  that  the  first  contained  all 
pertinent  identification  and  social  and  diag- 
nostic data.  The  second  card  contained  data 
showing  the  methods  used  to  make  the  diag- 
nosis, kind  of  treatment  given,  date  of  post- 
mortem if  performed,  date  of  discharge, 
name  of  the  responsible  physician,  and 
name  of  the  person  filling  out  the  form.  The 
standard  80-column  IBM  cards  were 
punched  and  verified. 

Computer  programs  were  then  written 
that  eventually  produced  the  listing.  The 
first  program  transferred  the  information 
on  the  2 data  cards  for  each  patient  to  as- 
signed locations  on  a magnetic  tape.  Thus 
one  record  of  131  characters  was  stored  on 
a master  tape  for  each  patient.  There  was  a 
provision  for  reporting  errors  on  a page  en- 
titled “Records  That  Have  Errors.”  The 
master  tape  was  then  sorted  by  anatomic 
diagnosis. 

A third  program  contained  instructions 
governing  the  format  of  the  printed  report. 
The  data  for  the  report  were  taken  from  the 
previously  sorted  data. 

A final  program  was  written  to  update 
the  original  master.  This  was  done  so  that 
we  could  either  add  new  records  or  change 
or  delete  entirely  the  existing  records.  This 
program  transferred  all  data  from  the  old 
history  tape  to  a new  history  tape  (new 
master) . This  new  master  also  had  on  it 
all  new  records  and  all  appropriately 
changed  data.  This  program  also  printed 
out  any  records  that  were  not  added  or 
changed  as  they  were  supposed  to  be.  From 
this  new  master  an  updated  listing  was 
printed  out. 

Pediatric  cardiology  index.  A typical 
page  of  the  listing  is  represented  in  Figure 
3.  The  classification  code  number  of  the 
anatomic  diagnosis  is  in  the  top  left  corner 
with  the  English  language  equivalent  along- 
side. The  left-most  side  of  the  page  shows 
whether  or  not  the  patient  had  surgery  and 
its  date  if  performed.  Proceeding  to  the 
right,  the  patient  identification  information 
included  is : hospital  number,  name,  sex, 

address,  x-ray  number,  birth  date,  age,  eco- 
nomic status,  race,  and  patient  status,  in- 


1656  New  York  State  Journal  of  Medicine  / June  15,  1970 


PEDIATRIC  CARDIOLOGY  DISEASE  INDEX 


DIAGNOSIS  75*. 10 


INIIRAMR  ICUL  AR  SEPTAL  OEFECT  OR  ATRIAL  SCPTAl  DEFECT 


SM  I AST  NAMF  ADORFSS 
» I IRS!  NANf  JlRAY  ■ 


AHA  DIAGNOSIS  BASIS  OF  DIAGNOSIS 


BIRTH  OA  ECO  ETIOI  PHYSIO  CATM 
AGE  P T RACE  FUN- TMER  ANG I 


PHONO  Cl  I N 
VICT  POST 


TREATMENT 

ROPM  OIG  DIOR  ANHYP  STM  PHY 
<<AIL  . Al  HU  I ANrt  |M  0|  SO  A »P  I 


-000  Al V IN 


<001  10 
O 000-00 


1*0  IM'I 
15*101 


«•  BROWN 
-ooo  BABY  ROY 


000  iPNlCHf 


PHONO  Cl  IN 


5/21/6?  PHONO  CL  IN 
5/21/62 


FAILU 

RSR 


C A f H 
ANG  I 


PHONO  Cl  IN 


PHONO  CL  IN 


S.RhoN  .ARM  .FAIL  I.CATH  2 • AM.  I 2 . PHI  INI)  5.VECI  .POST  .OIG  I . SAL  .DIOR  .UIEI  , ANII  . ANB  .SI  ,1 

, ? A » ,?  fl>  ,?C-  . 2D*  . ) A ■ ,)!■  .1C*  .10*  . * A*  » 5 B*  , 5C  * .50- 


TOTAL  6."  5.F  ? .CONG  6, RHUM  i AM n .FAIL  I.CATH  2 1 ANG I 2 . PHUNO  5, VECT  .POST  .OIG  l.SAL  .OlUR  .DIET  , ANM  .ANB  ,ST  .1 

|A*  5,IH*  ,IC*  .10*  ,?A*  ,2 B-  ,2 C*  ,20*  ,1A*  , IB*  .1C*  .10*  .5A-  ,58*  ,*C*  ,50* 


FIGURE  3.  Typical  page  in  listing. 


DIAGNOSIS 

TOTAL 


291.90 
I • M 


ANEMIA  -IALL  IVPtSI 
F . SUMG  . POST 


RHUM  , ARM 


CATH  , ANG I . PHONO  , VtCT 


Cl AGNOSIS 
TOTAL 


MHEliMAIIC  FEVER  WITHOUT  MENTION  OF  HEART  INVOLVEMENT 
F 5 . SORG  • POST  . CONG  » RHUM  8.  ARR  , FAIL 


CATM  , ANG I , PHONO  5 , VE C T 


Cl  AGNOSIS 
TOTAL 


501.00 
75  , M 


NORMAL  HEART  (INCLUDES  FUNCTIONAL  MURMUR S . VE NOUS  HUM  I 
F 31  . SURG  . POST  , CONG  75.  RHUM  . ARR  . FAIL 


CATM  I , ANG!  1 , PHONO  5 , VECT 


DIAGNOSIS 

TOTAL 


501.01 
19  , m 22 


POSSIBLE  OR  PROBABLE  HEART  DISEASE 
F 15  . SORG  . POST  , CONG  37.  RHUM 


ARR  1 , FAIL 


CATH  5 , ANG I 2 , PHONO  15  , VECT 


DIAGNOSIS 

TOTAL 


OISEASE  OF  MITRAL  VALVE,  INACTIVE  RHEUMATIC  OR  UNOUAl f F I E 3 
F 5 , SURG  , POST  ( CONG  • RHUM  8.  ARR  , FAIL 


CATM  , ANG I , PHONO  7 , VECT 


DIAGNOSIS 

TOTAL 


ACUTE  MYOCARDITIS  NOT  SPECIFIED  AS  RHEUMATIC 


CATH  1 , ANG I 1 , PHONO  1 . VECT  1 


DIAGNOSIS 

total 


TETRALOGY  OF  FALLOT 
F 1 . SURG  • POST 


CONG  2,  RHUM 


CATH  1 , ANG I 1 . PHONO  2 , VECT 


Cl AGNOSIS 
TOTAL 


755.10 
16  . M 


PATENT  OUCTUS  I UNCOMPL 1 C ATEO 1 
F 11  • SURG  8.  POST  2 , CONG  16,  RHUM 


CATH  10  , ANG I 8 , PHONO  12  , VECT  1 


DIAGNOSIS 

TOTAL 


755.20 

19  , M 


VENTRICULAR  SEPTAL  DEFECT 
F 12  . SURG  . POST  , CONG  19.  RHUM 


CATH  2 » ANG I 1 , PHONO  8 , VECT 


DIAGNOSIS 

TOTAL 


VSO  ♦ PDA 
E 1 . SURG 


POST  1 , CONG  1,  RHUM 


CATH  1 , ANG!  1 , PHONO  1 , VECT 


DIAGNOSIS 

TOTAL 


INTERAUR ICULAR  SEPTAL  DEFECT  OR  ATRIAL  SEPTAL  OEFECT 
■ 2 • SURG  . POST  v CONG  6,  RHUM  , ARR 


FAIL  1 . CATH  2 , ANG I 2 , PHONO  5 , VECT 


Cl AGNOSIS 
TOTAL 


ASO-  Type  UNSPECIFIEDO  ASP  WITH  SOME  MILO  P. S.  ASO  ♦ VSO 
E 1 . SURG  . POST  , CONG  1,  RHUM  , ARR  , FAIL 

FIGURE  4.  Totals  for  each  diagnosis. 


CATH  1 , ANGI  1 , PHONO  1 , VECT 


patient  or  outpatient.  Next  is  the  New 
York  Heart  Association  classification:  the 

etiologic,  physiologic,  functional,  therapeu- 
tic, and  anatomic  diagnosis,  listed  on  the 
top  of  the  page.  Diagnostic  procedures  are 


listed:  catheterizations,  angiocardiograms, 

phonocardiograms,  and/or  vectorcardio- 
grams, and  their  dates.  If  a postmortem 
study  was  done  it  is  listed  along  with  the 
date.  The  therapeutic  regimen  that  the  pa- 
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tient  received  is  next  listed.  This  can  be 
any  combination  of  prophylaxis  with  either 
penicillin,  intramuscular  or  oral,  or  sulfisox- 
azole;  digitalis;  diet  restriction;  diuretics; 
steroids;  antihypertensives;  antibiotics;  or 
salicylates.  At  the  far  right  there  is  a code 
number  denoting  the  responsible  physician 
and  the  person  who  filled  out  the  code  sheet. 

After  each  group  of  patients  there  is  a 
listing  of  the  totals  for  that  group.  This  is 
also  done  for  each  diagnosis.  At  the  end 
of  an  entire  listing  the  totals  for  each  diag- 
nosis as  well  as  the  subheadings  for  each 
diagnosis  are  listed  (Fig.  4).  There  is  also 
a listing  of  the  totals  for  each  category  for 
the  entire  listing  so  that  administrative  sta- 
tistics can  be  derived. 

The  system  was  run  on  the  IBM  360/40 
at  the  computer  center  of  this  institution. 
However,  the  system  could  easily  be  run  on 
a smaller  machine.  The  programs  were 
written  in  a report  program  generator. 

The  pediatric  cardiology  clinic  meets 
twice  each  week.  Approximately  3,000  pa- 
tients are  seen  each  year,  including  600  new 
cases  each  year.  At  each  clinic  session  the 
secretary  codes  the  information  from  the 
charts  of  all  the  new  patients  and  the 
changes.  The  listing  is  updated  quarterly 
since  this  allows  us  to  keep  a fairly  close  con- 
trol of  the  data  and  also  to  minimize  the 
cost  by  enabling  maximal  utilization  of  com- 
puter time. 

Comment 

An  adequate  data  retrieval  system  is  of 
assistance  in:  research,  patient  care,  and 

teaching.  The  primary  purpose  of  such  an 
index  is  to  make  available  groups  of  medical 
records  that  have  the  same  or  related  diag- 
noses and/or  treatments.  The  index  can  be 
used  for  both  prospective  and  retrospective 
studies  in  this  way.  The  present  system 
offers  us  a great  deal  of  information  in 
that  it  can  retrieve  data  concerned  with 
diagnostic  procedures  and  methods  of  treat- 
ment. 

In  the  study  of  a particular  disease  one 
frequently  wants  to  know  what  the  chart 
numbers  are  of  the  patients  with  disease  X. 
Unfortunately  the  answer  is  not  easily  avail- 
able in  our  manual  record  system;  however, 


with  the  data  on  a particular  patient  stored 
on  a magnetic  tape  the  information  is  easily 
retrievable.  In  addition  we  can  become  even 
more  sophisticated  and  now  ask  what  pa- 
tients with  disease  X have  had  procedure  Y 
and  were  subsequently  treated  with  Z.  We 
are  convinced  that  this  system  allows  us  to 
use  the  data  available  to  make  comparisons 
that  were  heretofore  impractical  to  make. 

Use  of  this  system  is  also  of  value  in 
patient  care.  In  fact,  by  providing  the  at- 
tending physician  with  large  amounts  of  in- 
formation about  the  disease  in  question  the 
patient  can  benefit. 

Another  use  of  a computerized  disease 
and  therapeutic  index  such  as  this  is  its 
value  as  a teaching  device.  The  ready 
availability  of  this  information  shows  the 
student  at  any  level  what  types  of  cases  are 
seen,  their  relative  frequencies  in  his  pres- 
ent population,  the  type  of  treatment  fre- 
quently employed  and  the  relative  efficacy  of 
different  forms  of  treatment. 

One  must  always  be  aware  of  the  limita- 
tions of  a system  and  try  to  eliminate  them. 
The  most  significant  limitations  are  errors 
in  input  and  future  changes  in  the  system 
that  may  be  deemed  necessary. 

The  development  of  this  data  retrieval 
system  is  just  one  step  forward  by  a sub- 
specialty in  a large  institution.  A listing 
similar  to  this  one  can  be  created  for  any 
subspecialty  or  department  in  any  medical 
center. 

Summary 

A computer-assisted  pediatric  cardiology 
information  retrieval  system  is  offered. 
The  creation  and  implementation  of  the  sys- 
tem is  described.  The  system  includes  in- 
formation concerned  with  the  New  York 
Heart  Association  diagnosis,  diagnostic  pro- 
cedures, and  therapeutic  regimen.  The  re- 
sult is  a listing  of  all  patients  seen  by  this 
department.  The  uses,  benefits,  and  limita- 
tions of  the  system  are  discussed. 
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TABLE  I.  Types  of  procedures 


Intravenous  Lidocaine 

Adjunct  to  General 
Anesthesia  for  Endoscopy 
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From  the  Department  of  Anesthesiology, 
St.  Luke’s  Hospital  Center 


Satisfactory  anesthesia  for  bronchos- 
copy and  laryngoscopy  has  been  one  of  the 
most  difficult  problems  confronting  the  en- 
doscopist and  the  anesthesiologist.  We  are 
presenting  a method  of  anesthesia  for  endos- 
copy that  may  offer  more  desirable  results. 
This  is  the  use  of  intravenous  and  topical 
lidocaine  as  a supplement  to  general  anes- 
thesia. We  have  used  this  technic  in  214 
procedures  on  210  patients  since  March, 
1966  (Table  I).  We  also  reviewed  156  cases 
of  endoscopy  performed  under  conventional 
methods  of  anesthesia,  for  example  apneic 
technic  or  the  use  of  recovery  phase  of  deep 
anesthesia. 

Method  and  materials 

Two  hundred  fourteen  endoscopic  pro- 
cedures were  performed  on  210  patients, 
whose  ages  ranged  from  three  to  eighty-five 
years  and  whose  weight  ranged  from  27  to 
198  pounds.  There  were  136  males  and  74 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  The  E. 
Dean  Babbage,  M.D.,  Memorial  Lecture,  February  9,  1969. 


Procedure 

Conven- 

tional 

Technics 

Lidocaine 

with 

General 

Anesthesia 

Laryngoscopy 

69 

83 

Examination  only 

20 

30 

Vocal  cord  polyp 
Biopsy  of  vocal  cord 

32 

35 

tumor 

12 

13 

Vocal  cord  cyst 

5 

5 

Bronchoscopy 

87 

131 

Examination  only 

44 

82 

With  biopsy 

30 

31 

Suction  of  secretion 

13 

3 

With  bronchography 

15 

Totals 

156 

214 

TABLE  II.  Blood  gas  analysis  of  5 patients  during 
endoscopic  examination* 

Pressure 


(mm.  Hg) — . 

Carbon  Oxy- 


Case 

pH 

Dioxide 

gen 

1 

7.36 

48 

90 

2 

7.34 

49 

110 

3 

7.40 

38 

140 

4 

7.35 

46 

102 

5 

7.38 

45 

112 

Mean 

7.37 

45.20 

110.80 

Standard  deviation 

±0.30 

±3.86 

±16.52 

Standard  error 

±0.13 

±1.73 

±7.40 

* Instrumentation  laboratory  blood  gas  an- 
alyzer. 


females.  The  physical  status  was  in  the  1, 
2,  and  3 range  of  the  American  Society  of 
Anesthesiologists’  classification.  The  pre- 
medication consisted  of  atropine  and  me- 
peridine hydrochloride  (Demerol)  given  one 
hour  prior  to  anesthesia.  Blood  gas  analy- 
ses were  performed  in  5 selected  cases  (Ta- 
ble II).  Either  thiopental  or  halothane  was 
used  for  induction.  Anesthesia  was  main- 
tained with  1 to  2 per  cent  halothane  with 
oxygen  in  a semiclosed  system.  Five  min- 
utes following  induction,  4 to  4.6  mg.  per 
kilogram  of  lidocaine  were  injected  intra- 
venously in  a period  of  three  minutes.  Fol- 
lowing this  the  patient  was  able  to  tolerate 
the  insertion  of  a Macintosh  laryngoscope 
and  the  epiglottis,  larynx,  vocal  cords,  and 
tracheal  mucosa  were  sprayed  with  2 per 
cent  lidocaine  in  an  amount  less  than  2 ml. 
Anesthesia  was  continued  another  two  min- 
utes with  1 to  2 per  cent  halothane;  the 
endoscopist  was  then  able  to  insert  the 
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TABLE  III.  Results  of  anesthesia 


-Good . Fair— — — ■.  . Poor 


Technic 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Total 

Conventional 

45 

28.8 

53 

34  0 

58 

37.2 

156 

Apneic 

Use  of  recovery 

15 

24  9 

10 

16  1 

37 

59  7 

62 

phase  of  deep 
anesthesia 

30 

31.9 

43 

45.8 

21 

22.3 

94 

Lidocaine  (supple- 

ment  to  general 
anesthesia) 

171 

79.9 

34 

15.9 

9 

4.2 

214 

TABLE  IV.  Complications  during  recovery  period; 
observed  in  recovery  room 

Lidocaine 

Conventional  with  General 


-Technic* — > - — Anesthesia! — - 


Complication 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Laryngospasm 

42 

26.92 

17 

7.9 

Bronchospasm 

7 

4.5 

2 

0.9 

Cyanosis 

11 

7.0 

4 

1.8 

Total 

60 

38.4 

23 

10.6 

* Of  156  cases, 
f Of  214  cases. 


bronchoscope.  Halothane-oxygen  mixture 
was  insufflated  via  the  side  arm  of  Reicker’s 
bronchoscope.  The  eye  piece  was  in  place 
except  for  suctioning  or  biopsy.  For  laryn- 
goscopy using  the  Jackson  laryngoscope, 
halothane-oxygen  was  insufflated  via  a nasal 
catheter.  Increments  of  25  per  cent  of  the 
initial  dose  of  lidocaine  were  given  at  inter- 
vals of  five  to  ten  minutes  as  needed.  Respi- 
ration was  spontaneous  throughout  the  pro- 
cedure. The  maximum  dose  of  lidocaine 
was  less  than  600  mg.  Duration  of  anes- 
thesia ranged  from  twenty  to  fifty-seven 
minutes,  and  the  duration  of  endoscopy  was 
from  two  to  thirty  minutes. 

Results 

We  classified  our  anesthetic  results  as 
good,  fair,  or  poor  as  shown  on  Table  III. 


Of  our  patients  171  (79.9  per  cent)  were 
good;  34  (15.9  per  cent)  were  fair;  and  only 
9 (4.2  per  cent)  were  poor.  In  the  conven- 
tional technics  there  were  45  cases  (28.8 
per  cent)  classified  as  good;  53  (34  per 
cent)  classified  as  fair;  and  58  (37.2  per 
cent)  were  classified  as  poor. 

With  the  lidocaine  technic,  hypotension 
and  momentary  apnea  developed  in  less  than 
20  per  cent  of  the  older-age  group.  Two 
cases  developed  laryngospasm. 

Recovery  from  anesthesia  in  the  lidocaine 
group  was  remarkably  uneventful.  The 
straining,  bucking,  and  paroxysmal  bouts 
of  coughing  with  cyanosis  usually  associated 
with  endoscopies  were  not  observed  (Table 
IV). 

Conclusion 

Lidocaine  as  an  adjunct  to  general  anes- 
thesia was  used  in  214  endoscopies  on  210 
patients.  Good  anesthesia  was  obtained  in 
79.9  per  cent  of  the  cases  and  fair  anesthe- 
sia in  15.9  per  cent.  No  serious  morbidity 
was  encountered,  and  there  were  no  deaths 
in  this  series.  The  advantages  of  this  tech- 
nic are  the  following:  the  patient  is  breath- 
ing spontaneously  throughout  the  proce- 
dure; the  surgeon  is  not  hurried;  the  vital 
signs  are  stable;  and  the  recovery  period  is 
quiet. 

421  West  113th  Street 
New  York  City  10025 


1660  New  York  State  Journal  of  Medicine  / June  15,  1970 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


St.  Luke’s  Hospital  Center 
New  York  City 

Editors 

NATHANIEL  FINBY,  M.D. 
Director  of  Radiology 
CHARLES  F.  BEGG,  M.D. 
Director  of  Laboratories 


Glomus  Jugulare  Tumor 


Case  history 

Stanley  Whitfield,  M.D.:  A seventy- 

two-year-old  man  was  admitted  to  St.  Luke’s 
Hospital  Center  because  of  a bloody  dis- 
charge from  his  left  ear  which  had  con- 
tinued intermittently  for  six  months.  About 
two  months  prior  to  admission  a persistent 
tinnitus  developed  in  his  left  ear  associated 
with  a progressive  hearing  loss.  Four 
weeks  prior  to  admission  a left  facial  paraly- 
sis had  developed  which  had  rapidly  become 
complete.  He  denied  any  otalgia  or  vertigo. 

Physical  examination  showed  a complete 
left  facial  paralysis  of  the  peripheral  type. 
A complete  ear,  nose,  and  throat  examina- 
tion revealed  no  abnormality  except  for  the 
findings  on  examination  of  the  left  ear.  The 
left  external  auditory  canal  was  completely 
filled  with  a polypoid  mass  which  was  firm 
in  consistency.  It  completely  occluded  the 
canal  and  prevented  visualization  of  the 
tympanic  membrane.  The  audiogram 
showed  a complete  neurosensory  hearing  loss 
in  the  left  ear. 


Radiographic  discussion 

Kuo  York  CHYNN,  M.D.:  Conventional 

radiography  of  the  mastoids  reveals  cloudi- 
ness and  sclerosis  of  the  left  mastoid  air 
cells  (Fig.  1).  The  right  mastoid  is  normal. 
Petrous  ridges  and  the  internal  auditory 
canals  are  intact  (Fig.  2A).  Basal  view  of 
the  skull  discloses  sclerotic  changes  of  the 
left  mastoid  without  definite  erosion  around 
the  region  of  the  foramen  jugulare.  An- 
teroposterior tomogram  of  both  petrous 


LEFT 


FIGURE  1.  Law’s  view  reveals  cloudiness  and 
sclerosis  of  left  mastoid. 


bones  and  the  mastoids,  on  the  other  hand, 
clearly  demonstrates  the  lateral  aspect  of 
the  left  foramen  jugulare  to  be  destroyed, 
with  extension  lateralward  to  the  external 
auditory  canal  and  upward  to  the  middle  ear 
(Fig.  2B) . 

Left  carotid  arteriogram  exhibits  no  in- 
tracranial disturbance.  Serialogram  in 
Caldwell’s  view  shows  a network  of  tortuous 
abnormal  arteries  from  the  external  carotid 
artery  leading  to  the  area  of  bony  destruc- 
tion seen  on  tomograms.  Pooling  of  con- 
trast medium  within  the  tumor  is  noted  on 
one-second  film.  On  the  2.5-second  film 
there  is  shunt  of  contrast  medium  into  the 
internal  jugular  vein.  The  radiologic  im- 
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FIGURE  2.  (A)  Frontal  view  of  petrous  bones 

discloses  intact  internal  auditory  canals  and 
petrous  ridges.  (B)  Anteroposterior  tomogram 
demonstrates  marked  enlargement  of  left  jugular 
foramen.  Note  bony  destruction  extending  up- 
ward and  lateralward  (arrows)  in  comparison  with 
normal  right  jugular  foramen  (arrowheads). 


pression  was  that  of  glomus  jugulare  tumor 
(Fig.  3). 

Surgical  discussion 

Dr.  Whitfield:  When  the  patient  was 

first  seen,  a provisional  diagnosis  of  left 
aural  polyp  secondary  to  chronic  tympano- 
mastoid infection  was  made,  and  polypec- 
tomy was  attempted.  It  was  not  possible  to 
get  a snare  adequately  around  the  polyp, 
since  it  arose  from  the  posterior  wall  of  the 
external  auditory  canal  rather  than  extend- 
ing from  the  tympanic  cavity  region.  In 
addition,  the  polyp  was  found  to  be  quite 
tough  and  fibrous,  and  it  was  not  possible 
to  close  the  snare.  Heavy  bleeding  necessi- 
tated packing  of  the  canal.  These  features 
indicated  that  the  lesion  might  be  more  in 
the  nature  of  a vascular  tumor.  A biopsy 
was  reported  as  a nonchromaffin  paragan- 
glioma of  the  middle  ear. 

A course  of  preliminary  radiation  therapy 
was  given  to  try  to  diminish  the  vascularity 
of  the  tumor.  A total  tissue  dose  of  2,000 
rads  was  delivered. 

A left  radical  mastoidectomy  was  then 
performed.  At  surgery  a bluish,  highly 


vascular,  pulsatile  tumor  was  encountered. 
This  occupied  the  whole  of  the  mastoid 
process,  antrum,  and  tympanic  cavity.  The 
bony  posterior  external  auditory  canal  wall 
was  largely  eroded  by  the  tumor,  which  had 
also  partially  eroded  the  bony  anterior  ex- 
ternal auditory  canal  wall  to  expose  the 
posterior  surface  of  the  capsule  of  the 
temporomandibular  joint.  The  contents  of 
the  middle  ear  were  destroyed,  and  the  bony 
horizontal  portion  of  the  facial  canal  had 
been  eroded  with  the  complete  destruction 
of  the  corresponding  portion  of  the  facial 
nerve  itself.  Medial  erosion  caused  partial 
destruction  of  all  semicircular  canals.  The 
tegman  tympani  was  eroded,  but  the  dura 
mater  was  intact.  The  tumor  extended 
posteriorly  as  far  as  but  not  through  the 
lateral  sinus  plate. 

Attempts  to  remove  the  final  portion  of 
the  tumor  in  the  region  of  the  hypotym- 
panum  produced  extremely  brisk  bleeding. 
The  operation  was  therefore  discontinued 
with  residual  tumor  left  in  the  hypotym- 
panic  region.  The  patient’s  immediate 
postoperative  course  was  uneventful.  He 
then  received  an  additional  4,000  rad  tissue 
dose  of  cobalt-60  radiation  therapy  to  the 
tumor  area.  After  completion  of  radiation 
therapy,  tumor  tissue  was  no  longer  visible 
in  the  hypotympanic  region. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  first  speci- 
men was  a biopsy  (Fig.  4).  Tumor  is  seen 
beneath  the  epidermis  of  the  external  audi- 
tory canal.  The  definitive  specimen  is  rep- 
resented in  Figure  5.  It  consisted  of  mul- 
tiple fragments  of  tissue  including  some 
bone,  with  tumor  present  in  all. 

Figure  5A  is  the  photomicrograph  made 
with  the  hematoxylin-eosin  preparation. 
While  the  pattern  of  the  tumor  is  demon- 
strable here,  it  is  not  as  clearly  shown  as  in 
Figure  5B  made  with  a silver  impregnation 
preparation.  Here  the  masses  of  polygonal 
cells  are  sharply  outlined,  and  one  can  see 
their  relationship  to  the  thin-walled  capil- 
laries which  comprise  the  bulk  of  the  sup- 
porting tissue  of  the  neoplasm. 

Comment 

Dr.  Chynn  : Late  diagnosis  of  glomus 

jugulare  tumor  is  commonplace  in  medical 
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FIGURE  3.  (A)  Early  arterial  phase.  Increase  in  number  and  size  of  branches  of  external  carotid 

artery  passing  into  area  of  bony  destruction.  (B)  Subtraction  film.  Network  of  dilated  and  tortu- 
ous vessels  seen  to  better  advantage  (arrowheads).  (C)  One-second  film.  Pooling  of  contrast  me- 
dium in  numerous  tiny  “lakes”  within  tumor.  (D)  Two  and  one-half-second  film.  Rapid  shunting 
of  contrast  medium  from  tumor  into  internal  jugular  vein  (arrowheads).  Reticular  pattern  of  this 
hypervascular  tumor  (arrows)  still  visible  above  jugular  vein. 


practice,  although  over  400  cases1-2  and  a 
quarter  of  a century  have  elapsed  since 
Rosenwasser3  published  his  first  case  in 
1945.  Generally  speaking,  symptoms  may 
be  present  for  as  long  as  six  years  before 
diagnosis  is  made.  Frequently,  one  finds  by 
then  that  this  invasive  tumor  is  so  far  ad- 
vanced that  complete  surgical  excision  be- 
comes impossible. 

Radiologic  features.  Conventional  ra- 
diography. Unfortunately,  conventional 
roentgenographic  study  of  the  skull  and 


mastoids  often  reveals  only  a cloudiness  and 
sclerosis  of  the  mastoid  cells,  which  are 
indistinguishable  from  chronic  mastoid- 
itis.4-5 This  case  report  like  others  in  the 
literature  illustrates  that  the  striking  os- 
seous destruction,  which  can  be  seen  only 
on  tomograms,  may  not  be  detectable  at  all 
on  routine  mastoid  and  petrous  views.4-6 
This  is  caused  by  the  unique  anatomic  loca- 
tion of  the  jugular  foramen.  There  are 
numerous  structures  in  its  vicinity,  namely, 
occipital  condyle,  hypoglossal  canal,  sigmoid 
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FIGURE  4.  In  lower  left  corner  thinned-out 
epithelium  of  external  auditory  canal  seen.  Be- 
neath this  are  nests  of  neoplastic  cells  with 
sinusoids  between  them  (reticulum  stain). 

groove,  petrous  bones,  and  condyloid  fossa. 
They  tend  to  superimpose  on  the  jugular 
foramen  on  conventional  study. 

Even  a special  view,  designed  to  show 
foramen  jugulare,  is  useful  only  when  bony 
destruction  is  extensive.7  In  my  opinion, 
tomography  should  be  a routine  procedure 
with  patients  who  are  suspected  of  glomus 
jugulare  tumor  with  a long  history  of  uni- 
lateral deafness,  hemorrhagic  otorrhea,  or 
vascular  polyp  in  the  ear. 

Carotid  arteriography.  A carotid  arterio- 
gram may  reveal  this  highly  vascular  tumor 
with  tortuous  vessels  and  pooling  of  the 
contrast  medium  in  the  vascular  lakes  within 
the  tumor.5  Since  the  tumor  derives  its 
blood  supply  from  the  tympanic  branch  of 
the  ascending  pharyngeal  branch,  the  com- 
mon carotid  or  preferably  the  external  ca- 
rotid artery  should  be  punctured.  Occasion- 
ally, there  is  rapid  shunt  of  the  contrast 
medium  from  the  tumor  into  the  internal 
jugular  vein. 


Vertebral  arteriography.  In  some  cases, 
the  vertebral  arteriogram  demonstrates  the 
intracranial  extension  of  the  tumor  while  the 
carotid  arteriogram  is  normal.5 

Retrograde  jugularography.  Retrograde 
venography  may  show  the  actual  tumor  ex- 
tending into  the  jugular  vein  lumen  or  com- 
pression of  the  jugular  vein.8  This  informa- 
tion is  important  for  successful  surgery. 

Subtraction  and  direct  magnification  tech- 
nic. The  technic  of  subtraction  and  direct 
magnification  can  be  used  to  enhance  the 
angiographic  detail. 

Differential  diagnosis.  Differential  di- 
agnosis includes  acoustic  neuroma,  primary 
tumor  of  the  nasopharynx,  chordoma,  car- 
cinoma of  the  sphenoid  sinus,  and  metastatic 
carcinoma.4  An  accurate  diagnosis  of 
glomus  jugulare  is  made  possible  in  most 
cases  by  its  vascularity  and  the  specific  loca- 
tion of  the  osseous  destruction,  namely,  on 
the  inferior  medial  aspect  of  the  petrous 
bone  and  around  the  jugular  foramen. 

Dr.  Begg  : A variety  of  names  have  been 
used  for  this  lesion.  We  prefer  the  term 
chemodectoma  since  the  tumor  arises  from 
structures  which  are  generally  considered  to 
be  chemoreceptors.  An  alternative  term, 
nonchromaffin  paraganglioma,  seems  awk- 
ward. 

These  tumors  may  arise  in  any  part 
of  the  body  since  glomera  are  known  to 
exist  in  many  locations.  The  most  common 
sites,  however,  are  the  glomus  jugulare,  the 
carotid  body,  and  the  aorta  body.  There 
have  been  cases  reported  in  which  at  least 
two  of  these  structures  have  simultaneously 
given  rise  to  tumors.  Slow  infiltrating 
growth  is  a characteristic  of  chemodec- 
tomas.  When  these  occur  in  the  region  of 


FIGURE  5.  (A)  Hematoxylin-eosin  preparation  shows  nests  of  elliptical  cells  in  vascular  stroma.  (B) 

Silver  reticulum  stain  demonstrates  more  clearly  characteristic  features  of  tumor. 
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the  middle  ear,  they  most  commonly  arise 
from  the  glomus  of  the  jugular  bulb  and 
extend  into  the  middle  ear  and  other  adja- 
cent structures,  including  the  semicircular 
canal  area,  the  mastoid  process,  and  the 
bone  surrounding  the  external  ear  canal. 
Symptoms  are  clearly  related  to  the  route 
of  extension  of  tumor.  When  the  middle 
ear  is  involved,  tinnitus  and  conduction 
deafness  are  prominent  symptoms.  The 
drum  eventually  may  rupture;  and  when 
the  bone  surrounding  the  external  ear  canal 
is  invaded,  the  tumor  may  appear  as  an 
excrescence  in  the  external  auditory  canal. 

The  facial  nerve  and  the  acoustic  nerve 
pass  through  the  temporal  bone  in  close  re- 
lation to  the  glomera  from  which  the  tumor 
arises.  Early  in  the  course  of  the  disease 
these  nerves  may  be  destroyed,  and  facial 
paralysis  and  deafness  occur.  The  signs 
and  symptoms  listed  previously  are  those 
most  commonly  associated  with  chemodec- 
tomas  arising  from  the  glomus  jugulare  and 
the  other  glomera  which  exist  in  the  tempo- 
ral bone.  More  rarely  the  tumor  can  extend 
medially  and  invade  the  middle  fossa.  When 
this  occurs,  symptoms  related  to  the  ninth, 
tenth,  and  eleventh  cranial  nerves  may  also 
occur.  In  the  great  majority  of  cases 
chemodectomas  of  this  region  are  local 
tumors,  but  distant  metastases  have  been 
reported  on  rare  occasions. 

The  usual  difficulties  encountered  in  sur- 
gery are  that  the  tumor  cannot  be  com- 
pletely removed  and  that  it  bleeds  exces- 
sively because  of  the  vascular  character  of 
its  stroma.  At  the  present  time  this  patient 
has  no  evidence  of  recurrence,  but  he  con- 
tinues to  have  facial  nerve  paralysis  and 
deafness. 

Dr.  Chynn  : In  many  ways,  our  case  is 


reminiscent  of  the  historic  case  reported  by 
Rosenwasser,3  for  example  the  unilateral 
deafness,  the  mass  in  the  external  ear  canal 
in  the  advanced  stage,  and  the  profuse  bleed- 
ing encountered  in  the  first  surgical  attempt. 
It  u-as  a surprise  to  Rosenwasser  when  the 
general  picture  of  the  tumor  was  that  of  a 
carotid  body  tumor.  The  same  surprise  held 
true  for  us  to  some  degree.  Indeed,  Rosen- 
wasser at  first  was  reluctant  to  report  such 
a case,  since  a carotid-body-like  tumor  in 
the  middle  ear  and  mastoid  bone  without  any 
clinically  demonstrable  tumor  in  the  neck 
had  never  been  described.  It  was  only  when 
Rosenwasser  found  Guild’s9  short  communi- 
cation in  the  Anatomical  Record,  describing 
occurrence  of  glomus  jugulare  bodies  (struc- 
tures similar  to  carotid  bodies)  in  the  nor- 
mal human  temporal  bones,  did  he  postulate 
that  the  tumor  he  had  removed  could  have 
developed  from  the  same  glomus  jugulare 
structure. 
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3uicide  or  self-murder  is  among  the  ten 
most  common  causes  of  death.  For  each 
suicide  there  are  at  least  ten  attempts  at 
self-destruction  stopping  short  of  death.  In 
this  larger  group  are  many  of  those  who  will 
eventually  kill  themselves;  but  apart  from 
this  consideration,  to  have  made  such  an 
attempt,  no  matter  how  trivial  in  appear- 
ance, is  to  demonstrate  dramatically  the 
real  need  for  emotional  help  in  dealing  with 
life’s  progression.  The  evaluation  and  man- 
agement of  the  suicide  attempt,  then,  al- 
ways represents  a major  and  serious  medi- 
cal problem. 

The  most  gross  mismanagement  is  no 
management  at  all.  This  error,  unfortu- 
nately, is  as  common  as  it  is  obvious.  A 
suicide  attempt  is  very  often  minimized  by 
the  patient  and  especially  by  the  patient’s 
family.  The  communication  implicit  in  self- 
murder  or  self-injury  is  so  exceedingly 
painful  that  it  is  often  handled  with  the 
primitive  mechanism  of  denial  by  all  con- 
cerned. After  seeing  the  patient  out  of 
physical  danger  or  setting  in  motion  life- 
saving procedures,  it  is  frequently  the  physi- 
cian’s more  difficult  task  to  ascertain  and 

* Developed  by  the  Department  of  Postgraduate  Medi- 
cine at  Albany  Medical  College  under  contract  with  Na- 
tional Library  of  Medicine  (PH-43-66-1151).  Project  of 
Albany  Regional  Medical  Program  supported  by  Division 
of  Regional  Medical  Programs  and  U.S.  Department  of 
Health,  Education,  and  Welfare  (PL89-239). 


clarify  the  meaning  of  the  suicide  attempt 
for  both  the  patient  and  the  important  other 
persons,  if  any,  in  his  life.  If  the  cry  of 
rage  or  despair,  communicated  as  a suicide 
attempt,  is  allowed  to  be  minimized  or 
brushed  aside,  it  will  almost  certainly  be 
repeated  with  ever-increasing  chance  of 
fatal  outcome.  Fresh  from  the  cathartic 
experience  of  a suicide  attempt  or  basking 
in  the  satisfaction  of  the  attempt’s  effect  on 
hitherto  unresponsive  other  people,  the  pa- 
tient often  has  a strong  wish  to  say  that  all 
is  well,  the  lesson  learned,  thank  you  for 
your  help,  and  goodbye.  This  cannot  be 
allowed. 

Contrary  to  common  belief,  almost  all 
suicide  attempts  are  previously  threatened 
or  intimated.  Both  these  intimations  as 
well  as  the  attempts  themselves  must  be  ap- 
preciated for  what  they  are:  namely,  at- 

tempting to  bargain  with  life  itself  for  a 
variety  of  ends  of  greatly  varying  import, 
all  the  way  from  making  a parent  listen  to 
giving  rest  to  a depression-eroded  spirit. 
The  physician  cannot  turn  away  from  this 
communication  but  instead  must  spell  out 
the  message  as  truly  as  he  can  understand 
it  to  both  patient  and  family.  He  can  make 
it  clear  that  any  communication  which  ne- 
gotiates with  life  itself  is  communication  of 
a variety  of  deep  troubles,  most  of  which 
are  eminently  treatable. 

How  to  read  message 

We  seldom  misread  the  intent  of  either 
the  young  wife  angrily  swallowing  five 
aspirins  or  the  depressed  farmer,  elderly 
and  alone,  heading  for  the  barn  with  his 
shotgun.  But  between  these  extremes  on 
the  spectrum  of  death  intent  there  exist 
many  positions  which  are  both  unclear  and 
shifting.  Having  squarely  faced  each  in- 
stance of  suicidal  communication,  most  of 
these  then  must  be  carefully  and  individu- 
ally appraised  because  the  message  is  never 
exactly  the  same. 
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Even  the  generalizations  are  full  of  para- 
dox. While  both  accomplished  and  at- 
tempted suicide  increases  with  age,  only 
accidents  now  account  for  more  deaths 
among  adolescents  than  suicide.  For  many 
young  people,  often  on  the  continuum  from 
alienation  to  frank  psychosis,  sometimes  po- 
tentiated by  psychoactive  drugs,  suicide  can 
come  to  be  regarded,  often  unconsciously, 
not  only  as  relief  from  nonbeing  but  a 
chance  for  rebirth — the  magical,  desperate 
hope  of  another,  better  chance. 

The  use  of  central  nervous  system  de- 
pressant drugs  or  alcohol  at  any  age  in- 
creases the  gravity  of  the  appraisal,  not 
only  because  of  the  fear  and  despair  against 
which  these  substances  serve  as  anesthesia 
but  also  because  of  the  increasing  use  of 
combinations  of  these  agents  with  the 
dangers  of  respiratory  depression,  aspira- 
tion, and  automatism,  the  phenomenon  in 
which  fatal  dosages  gradually  are  taken  in 
a state  of  deepening  chemical  amnesia. 

Of  course,  depression,  the  prime  setting 
for  suicide,  must  never  be  missed  but  often 
will  be  if  not  carefully  inquired  after  from 
both  patient  and  family.  “Has  he  changed 
his  habits  or  manner  in  any  way?”  “How 
has  she  been  sleeping  and  eating?”  “How 
have  your  spirits  been?”  “What  do  you  see 
in  the  future?”  “Who  cares  whether  you 
live  or  die?”  “Do  you  think  you  will  get 
well  ?” 

These  are  simple  questions  but  sometimes 
so  painful  to  both  physician  and  patient  that 


they  are  not  asked,  sometimes  to  the  tragic 
loss  of  both. 


Conclusion 

There  probably  is  no  such  thing  as  “ra- 
tional” suicide,  death-attempting,  or  death- 
desiring.  At  the  instant  of  this  desiring  the 
individual  spirit  is  somehow  beset  by  a 
distortion  of  reality  as  gross  as  any  in 
psychosis.  The  undistorted  reality  is  the 
infinite  worth  of  each  human  consciousness, 
a reality  which  sometimes  only  the  physician 
can  accurately  perceive  through  the  fog  of 
the  patient’s  tortures,  whether  of  short  or 
long  standing.  This  reality  the  physician 
must  not  only  see  and  call  by  name  for  all 
concerned,  but  he  must  also  set  in  motion 
those  steps  which  will  one  day  make  that 
life-affirming  reality  abidingly  felt  by  the 
patient  who  now  negotiates  with  death. 
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^ rac H feld  AND  Gorlin  in  I960,1  described 
the  hyperkinetic  heart  syndrome  as  a clini- 
cal and  physiologic  entity.  The  8 patients 
in  this  series  had,  in  common,  a systolic 
murmur,  cardiac  hypertrophy,  a raised  car- 
diac output,  and  a low  peripheral  resistance. 
The  cause  of  the  high  output  state  was  not 
defined. 

Sixteen  additional  cases  of  the  hyperki- 
netic heart  syndrome  were  described  by 
Gorlin  in  1962.2  It  was  concluded  that  the 
common  denominator  in  the  syndrome  was 
an  increased  ejection  rate  by  the  heart  and 
not  an  increased  cardiac  output.  In  fact, 
the  presence  of  a normal  cardiac  output  was 
not  inconsistent  with  the  diagnosis.  En- 
hanced cardiac  contractility  was  assumed  to 
be  the  main  etiologic  factor,  while  a primary 
peripheral  dilator  or  shunt  pathogenesis  of 
the  syndrome  was  considered  unlikely. 

The  opportunity  to  study  a patient  with 
this  uncommon  entity  was  presented  re- 
cently. It  is  the  purpose  of  this  report  to 
describe  the  findings,  and  to  present  addi- 
tional information  as  to  the  possible  patho- 
genesis of  this  syndrome. 

Case  report 

A twenty-six-year-old  Negro  male  was  re- 
ferred to  the  Bronx  Veterans  Administra- 


tion Hospital  for  the  evaluation  of  a cardiac 
murmur.  The  patient  gave  a ten-year  his- 
tory of  vague  chest  pain  with  no  character- 
istic distribution  and  no  relationship  to 
exertion.  He  also  complained  of  episodes  of 
dizziness  occurring  at  varying  intervals  dur- 
ing this  period,  but  denied  loss  of  conscious- 
ness. He  did  not  give  a history  of  shortness 
of  breath,  paroxysmal  nocturnal  dyspnea,  or 
of  having  had  rheumatic  or  scarlet  fever  as 
a child. 

Pertinent  physical  examination  revealed 
a healthy  looking  young  male  in  no  acute 
distress.  The  blood  pressure  on  admission 
was  130/85  mm.  Hg  with  a regular  pulse  of 
80.  The  skin  color  and  warmth  were  nor- 
mal. The  thyroid  gland  was  not  enlarged. 
Auscultation  of  the  heart  revealed  a Grade 
II  to  VI  ejection  systolic  murmur,  best 
heard  at  the  fourth  intercostal  space  to  the 
left  of  the  sternal  border.  There  was  no 
evidence  of  any  peripheral  arteriovenous 
shunts.  The  rest  of  the  physical  examina- 
tion was  unremarkable. 

The  laboratory  data  revealed  a hemoglo- 
bin of  15  Gm.  per  100  ml.;  a white  blood 
cell  count  of  5,000  mm.3  with  a normal  dif- 
ferential. The  urinalysis,  blood  urea  nitro- 
gen, glucose,  serology,  liver  function  tests, 
protein  bound  iodine,  and  vanilmandelic 
acid  determinations  were  all  within  normal 
limits.  The  electrocardiogram  and  vector- 
cardiogram also  presented  normal  findings. 
Fluoroscopy  revealed  a hyperactive  left  ven- 
tricle; however,  there  was  no  cardiac  en- 
largement. A chest  roentgenogram  and 
bone  survey  gave  normal  findings.  A phono- 
cardiogram  demonstrated  the  ejection  sys- 
tolic murmur;  a carotid  pulse  recording  re- 
vealed no  abnormalities.  With  isoproterenol 
administration,  the  intensity  of  the  murmur 
increased  as  did  the  upstroke  time,  but  there 
was  no  other  change  in  the  contour  of  the 
carotid  pulse. 

The  patient  subsequently  underwent  a 
cardiac  catheterization  of  the  right  and  left 
sides  of  the  heart  with  a presumptive  diag- 
nosis of  idiopathic,  hypertrophic,  subaortic 
stenosis.  The  results  of  the  catheterization 
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TABLE  I.  Hemodynamic  findings 


Location  Meaultn 


Might  atriaJ  pressure  (mean)  (mm.  Hg) 

Might  ventricular  pressure  (mm.  Hg)  27/2 

Pulmonary  artery  pressure  (mm.  Hg)  27/8 

Wedge  pressure  (mean)  (mm.  Hg)  8 

I>eft  ventricular  pressure  (mm.  Hg)  120/7 

l>eft  ventricular  diastolic  pressure  per  duration  of 

tetany  (mm.  Hg  per  second)  1,510 

Aortic  pressure  (mm.  Hg)  120/80 

Brachial  artery  pressure  (mm.  Hg)  137/82 

Brachial  artery  diastolic  pressure  per  duration  of 

tetany  (mm.  Hg  per  second)  760 

Mean  systolic  ejection  rate  (cc.  per  heat  per 

square  meter  per  systolic  second)  186 

Peripheral  vascular  resistance  (dynes  |*»r  second 

cm.  “*)  902 

Cardiac  index  (L.  per  minute  per  square  meter)  4 72 

Stroke  index  (ml.  per  beat  per  square  meter)  63 

Oxygen  consumption  (cc.  per  minute  per  square 

meter)  133 

Arteriovenous  oxygen  difference  (volume  per  100 

ml.)  2 8 


are  summarized  in  Table  I.  Of  particular 
note  was  the  cardiac  index  of  4.72  L.  per 
minute  per  square  meter,  determined  by  the 
Fick  technic,  with  a stroke  index  of  63  ml. 
per  beat  per  square  meter.  The  oxygen  con- 
sumption was  within  normal  limits,  with  a 
narrow  arteriovenous  oxygen  difference  of 
2.8  volumes  per  100  ml.  There  was  no  gra- 
dient in  the  right  or  left  ventricular  cavities 
either  at  rest  or  with  the  administration  of 
isoproterenol.  A simultaneous  left  ventric- 
ular and  brachial  artery  tracing  also  did  not 
reveal  any  gradient.  Toward  the  end  of  the 
procedure  selective  coronary  arteriography 
was  performed  which  failed  to  demonstrate 
any  abnormalities  in  the  coronary  circula- 
tion. A left  ventricular  angiogram  did  not 
reveal  any  mitral  insufficiency. 

Comment 

The  cardiac  signs  of  hyperactivity — sys- 
tolic murmur,  thrusting  ventricles  or  ar- 
teries, and  ejection  click — that  Gorlin12  de- 
scribed as  characteristic  of  the  hyperkinetic 
heart  syndrome,  can  be  seen  in  idiopathic 
hypertrophic  subaortic  stenosis.  In  addi- 
tion, an  increased  cardiac  output  can  occur 
in  idiopathic  hypertrophic  subaortic  steno- 
sis.3 We  have  recently  catheterized  3 pa- 
tients with  idiopathic,  hypertrophic,  sub- 
aortic stenosis  who  showed  a high  cardiac 
output,  narrowr  arteriovenous  oxygen  dif- 
ference, and  normal  oxygen  consumption. 
These  hemodynamic  findings  are  also  char- 
acteristic of  Gorlin’s  high  cardiac  output 
group.  Thus,  one  questions  whether  there 


is  a hyperkinetic  heart  syndrome  or  are  the 
patients  that  Gorlin  describes  actual  ex- 
amples of  subaortic  stenosis.  Provocative 
tests,  such  as  an  isoproterenol  infusion, 
were  not  administered  to  these  patients, 
probably  because  these  procedures  were  not 
fully  delineated  when  Gorlin  described  the 
hyperkinetic  heart  syndrome. 

Our  patient  was  felt  clinically  to  have 
idiopathic,  hypertrophic,  subaortic  stenosis. 
The  history  of  chest  pain  and  dizzy  episodes 
in  a twenty-six-year-old  male  and  the  pres- 
ence of  a systolic  ejection  murmur  were  con- 
sistent with  that  diagnosis.  However,  the 
Valsalva  maneuver  did  not  accentuate  the 
murmur,  and  an  isoproterenol  infusion  did 
not  produce  the  characteristic  alterations  of 
the  carotid  artery  pulse.  The  inability  to 
demonstrate  a systolic  gradient  in  the  left 
or  right  ventricle  during  an  infusion  of  iso- 
proterenol effectively  ruled  out  this  diag- 
nosis. 

The  narrow'  arteriovenous  oxygen  differ- 
ence, normal  oxygen  consumption,  and  in- 
creased cardiac  index  in  our  patient  sug- 
gested other  diagnostic  possibilities.  A left 
to  right  shunt  w'as  considered  likely.  How- 
ever, in  view  of  the  negative  results  of  the 
hydrogen  test,  with  the  platinum  electrode 
in  the  pulmonary  artery,  this  diagnosis  was 
untenable.  There  was  no  clinical  or  lab- 
oratory evidence  of  anemia,  renal  disease, 
pulmonary  disease,  Paget’s  disease,  thyro- 
toxicosis, beriberi,  or  arteriovenous  fistula. 
An  elevated  blood  pressure  was  never  dem- 
onstrated in  our  patient.  He,  therefore,  did 
not  fall  into  the  group  of  patients  with  labile 
hypertension  and  increased  cardiac  output 
described  by  Eich  and  his  coworkers.4  Nor- 
mal coronary  arteriograms  eliminated  the 
possibility  of  aberrant  coronary  arteries  or 
arteriosclerotic  heart  disease.  Thus,  the 
hyperkinetic  heart  syndrome  is  indeed  a 
distinct  clinical  and  physiologic  entity. 

Gorlin2  observed  that  an  increase  in  the 
mean  systolic  ejection  rate,  in  his  series  of 
patients  with  generally  normal-sized  hearts, 
implied  that  the  contraction  velocity  of  the 
myocardial  fibers  was  increased.  This  in 
turn  supported  the  concept  of  enhanced 
cardiac  contractility.  However,  4 of  the 
patients  in  his  series  had  a normal  mean 
systolic  ejection  rate  based  on  his  normal 
value  of  159  ± 39  cc.  per  systolic  second  per 
square  meter.  Our  patient’s  mean  systolic 
ejection  rate  was  186  and  also  fell  into  the 
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normal  range.  If  an  increase  in  cardiac 
contractility  is  the  primary  abnormality, 
then  the  left  ventricular  diastolic  pressure 
per  duration  of  tetany,  which  is  a measure 
of  contractility,  should  be  increased.  In  our 
patient  the  left  ventricular  diastolic  pres- 
sure per  duration  of  tetany  was  1,510  mm. 
Hg  per  second.  This  is  a normal  value  for 
our  laboratory,  where  the  average  left  ven- 
tricular diastolic  pressure  per  duration  of 
tetany  in  5 normal  patients  was  1,756  mm. 
Hg  per  second,  with  a range  of  1,562  to 
2,146.  The  left  ventricular  diastolic  pres- 
sure per  duration  of  tetany  can  be  increased 
by  an  acute  increase  in  the  heart  rate,  left 
ventricular  end  diastolic  pressure,  mean 
aortic  pressure,  aortic  diastolic  pressure  as 
well  as  left  ventricular  contractility.5'6  That 
the  left  ventricular  diastolic  pressure  per 
duration  of  tetany  was  not  elevated  in  our 
patient  speaks  strongly  against  the  concept 
of  enhanced  cardiac  contractility  as  the 
initiating  event  of  the  hyperkinetic  heart 
syndrome.  A primary  peripheral  dilator  or 
shunt  pathogenesis  of  the  syndrome  would 
seem  more  likely,  particularly  in  the  group 
with  the  elevated  cardiac  output  and  di- 
minished peripheral  vascular  resistance. 

The  systolic  murmur  heard  in  this  con- 
dition is  probably  due  to  increased  blood 
flow.  Comparable  flow  murmurs  have  been 
described  in  other  high-output  states.  Fur- 
thermore, our  patient,  in  conjunction  with 


Antibiotic  therapy  and  hospital- 
acquired  wound  infections 


A review  of  hospital-acquired  infections  in 
surgical  patients  over  a six-month  period  sup- 
ports the  observation  of  other  investigators 
that  enteric  bacilli  and  staphylococci  are  the 
major  bacterial  types  in  these  complications, 
report  M.  K.  Oh,  J.  M.  Matsen,  A.  A.  Leonard, 
and  P.  G.  Quie,  in  Minnesota  Med.  52:  1067 
(July)  1969. 


Gorlin’s  series,  demonstrates  that  the  hyper- 
kinetic heart  syndrome  can  occur  with  a 
normal  electrocardiogram  and  with  no  car- 
diac enlargement. 


Summary 

A twenty-six-year-old  male  with  an  ejec- 
tion systolic  murmur  demonstrated  an  in- 
creased cardiac  output,  narrow  arterio- 
venous oxygen  difference,  and  normal  oxy- 
gen consumption.  The  results  of  the  hemo- 
dynamic studies  establish  that  the  hyper- 
kinetic heart  syndrome  is  a clinical  and 
physiologic  entity.  Evidence  is  presented 
to  support  a primary  peripheral  dilator  or 
shunt  pathogenesis  of  the  syndrome. 
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Most  of  these  patients  were  getting  anti- 
biotics when  the  presence  of  infection  was  es- 
tablished. While  a definite  conclusion  that 
antibiotic  therapy  predisposes  to  hospital-ac- 
quired infections  may  not  be  warranted  on  the 
basis  of  this  evidence,  the  fact  that  antibiotic 
administration  permits  serious  infections  by 
certain  organisms  in  susceptible  patients  ap- 
pears obvious.  The  reckless  use  of  antimi- 
crobials, along  with  the  increasing  number  of 
major  procedures  in  poor  risk  patients  and  the 
use  of  immunosuppressive  therapy,  may  be  at 
least  partially  responsible  for  this  continuing 
problem. 
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Phenothiazine  Toxicity  in 
Pool  Shark 


JOHN  A.  TALBOTT,  M.D.* 
New  York  City 

From  the  New  York  State  Psychiatric  Institute 
and  the  Department  of  Psychiatry, 
College  of  Physicians  and  Surgeons 


T HIS  REPORT  PRESENTS  the  findings  in  a 
patient  whose  life  was  focused  around  his 
skill  at  billiards  and  who  became  depressed 
when  this  skill  was  compromised  by  the 
neurologic  side-effects  of  phenothiazine  med- 
ication. The  resolution  of  the  depression 
depended  not  only  on  the  adjustment  of 
medication  and  treatment  of  the  side-effects, 
but  also  on  the  re-establishment  of  his  ego- 
enhancing skill.  All  too  frequently  persons 
who  have  seen  psychiatrists  are  regarded  as 
“psychiatric  patients”  even  though  their 
presenting  complaints  may  be  based  on  or- 
ganic or  iatrogenic  factors.  This  contribu- 
tion emphasizes  that  psychopharmacologic 
agents  can  cause  symptoms  resembling 
neurologic  or  psychiatric  illnesses  in  psychi- 
atric or  nonpsychiatric  patients,  that  inter- 
ference of  highly  valued  skills  or  talents  in 
borderline  patients  can  result  in  acute  emo- 
tional disturbances,  and  that  consideration 
should  always  be  given  to  restoring  a per- 
son’s normal  life  balance  to  resolve  this 
crisis. 

Case  report 

A sixty-year-old  Greek-born  retired 
waiter  was  admitted  to  the  New  York  State 
Psychiatric  Institute  with  a three-day  his- 

* At  present:  Director  of  Community  Psychiatry,  St. 

Luke’s  Hospital  Center. 


tory  of  increasing  depression,  restlessness, 
agitation,  dizziness,  pressure  in  his  head, 
weakness,  and  burning  all  over.  He  com- 
plained that  he  could  not  eat,  sleep,  stand, 
or  sit  still;  was  constipated;  and  felt  he 
could  not  go  on.  The  most  distressing  com- 
plaint, and  the  one  which  motivated  him  to 
come  to  the  emergency  room,  was  his  in- 
ability to  hold  his  cue  properly  while  play- 
ing billiards. 

He  was  first  seen  four  years  prior  to  ad- 
mission with  complaints  of  burning  sensa- 
tions in  his  feet  and  legs.  No  medical  or 
neurologic  basis  could  be  found,  and  he  was 
referred  to  the  psychiatric  clinic  where  he 
was  found  to  be  anxious  and  depressed.  A 
diagnosis  of  conversion  reaction  in  a schiz- 
oid personality  was  made,  he  was  given 
chlorpromazine  (Thorazine),  up  to  450  mg. 
a day,  and  was  followed.  Because  his  symp- 
toms persisted,  he  left  his  job  and  spent  his 
time  walking  in  the  community,  visiting  a 
friend  in  a television  repair  shop,  and  play- 
ing billiards.  For  the  next  four  years  he 
continued  to  attend  the  clinic,  to  take  the 
drugs  prescribed,  and  to  complain  that  the 
burning  sensation  in  his  feet  and  legs  per- 
sisted. 

Four  months  prior  to  admission  his  clinic 
physician  rotated  to  another  service,  and 
the  succeeding  resident  responded  to  the 
patient’s  unchanging  and  irritating  com- 
plaints by  substituting  trifluoperazine  hy- 
drochloride (Stelazine),  5 mg.  a day.  This 
was  increased  to  8 mg.  a day,  and  three 
days  prior  to  admission,  to  15  mg.  a day. 
It  was  soon  after  this  second  increase  that 
the  patient  noted  an  increase  in  his  symp- 
toms (restlessness,  dizziness,  burning,  in- 
somnia, and  anorexia),  and  once  his  billiard 
game  became  affected,  he  felt  there  was  no 
use  going  on  with  life  and  came  to  the 
emergency  room. 

The  past  history  revealed  that  the  patient, 
the  only  son  of  his  parents’  marriage,  was 
born  in  Greece  in  1905  and  came  to  this 
country  in  1913  at  the  age  of  eight.  He 
left  school  at  age  fourteen  and  worked  as  a 
waiter  for  the  next  forty  years.  After  his 
father’s  death,  when  the  patient  was  twenty- 
two,  he  felt  obligated  to  care  for  his  mother 
and  did  so  until  her  death,  when  he  was 
forty-two.  He  stated  that  his  sexual  rela- 
tions were  satisfactory  and  pleasurable,  but 
he  had  never  formed  a close  female  relation- 
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ship  because  of  his  interest  in  gambling, 
horse  racing,  and  billiards.  He  spent  his 
leisure  time  in  these  activities  and  formed 
his  only  friendships  through  them.  He  en- 
joyed playing  billiards,  was  proficient 
enough  to  win  a tournament  in  1931,  and 
following  his  retirement,  due  to  his  physi- 
cal symptoms  at  age  fifty-six,  spent  most 
of  his  time  at  the  game. 

On  admission  he  appeared  as  a tall,  thin, 
emaciated  man  who  was  depressed  and  anx- 
ious. He  expressed  numerous  somatic  com- 
plaints and  said  that  life  was  no  longer 
worth  living.  The  differential  diagnoses 
included  deterioration  of  his  schizophrenic 
illness,  schizoid  personality,  and/or  pheno- 
thiazine  toxicity.  At  the  admission  confer- 
ence, it  was  felt  that  much  of  his  sympto- 
matology might  be  secondary  to  the  recent 
change  in  medication.  To  rule  out  the  pos- 
sibility of  improvement  on  the  basis  of 
hospitalization  alone,  it  was  elected  to  con- 
tinue him  on  the  same  dose  of  trifluopera- 
zine hydrochloride,  15  mg.  a day,  for  several 
days,  then  reduce  and  replace  it  with  chlor- 
promazine. 

Trifluoperazine  hydrochloride,  15  mg.  a 
day,  was  continued  for  four  days  and  then 
replaced  by  chlorpromazine,  200  mg.  a day, 
and  trihexyphendyl  hydrochloride,  4 mg.  a 
day.  With  the  initial  reduction  in  trifluo- 
perazine hydrochloride  to  8 mg.  a day  he 
felt  much  improved,  and  with  its  omission 
he  stated  he  felt  entirely  well  and  was  less 
depressed. 

Since  his  depression  and  hopelessness  re- 
flected his  feeling  that  he  would  never  again 
play  billiards,  and  to  judge  his  precrisis 
state,  he  was  given  a weekend  pass  with 
specific  instructions  to  try  out  his  cue.  On 
Monday  morning  he  reported  that  he  had 
regained  his  poolroom  skills  and  was  no 
longer  depressed.  We  concluded  that  the  de- 
pression was  secondary  to  the  neurologic 
side-effects  of  his  medication  which  had  im- 
paired the  performance  of  a highly  valued 
skill.  He  was  discharged  to  the  follow-up 
clinic. 

Comment 

The  neurologic  side-effects  of  the  pheno- 


thiazine  family  of  tranquilizers  have  be- 
come more  noticeable  with  the  increasing 
use  of  such  agents  as  chlorpromazine,  tri- 
fluoperazine hydrochloride,  prochlorpera- 
zine, (Compazine),  and  perphenazine  (Tri- 
lafon).  Psychiatric  patients  who  develop 
secondary  neurologic  symptoms  often  pre- 
sent a confusing  picture  owing  to  the  diffi- 
culty of  differentiating  iatrogenic  side-ef- 
fects from  purely  psychiatric  symptoms. 
Side-effects  such  as  akathisia,  dystonia,  and 
hyperkinesia  often  produce  bizarre  episodes 
during  which  the  patient  may  writhe  and 
grimace,  be  unable  to  talk  or  articulate,  ap- 
pear to  have  oculogyric  crisis,  and  may 
complain  of  unusual  and  distressing  sensory 
experiences.1  This  may  lead  the  physician 
to  consider  the  possibility  of  catatonia,  agi- 
tated depression,  conversion  reaction  (hys- 
teria) , or  psychosomatic  disease.  Often  ad- 
ditional medication  is  prescribed  in  an  effort 
to  treat  the  presumably  psychogenic  symp- 
toms, but  this  further  complicates  the  pic- 
ture. Only  the  prompt  reduction  or  discon- 
tinuance of  the  medication  or  the  use  of 
antihistamines,  barbiturates,  or  antiparkin- 
sonian drugs  will  abolish  the  side-effects 
and  permit  an  undistorted  view  of  the  under- 
lying psychiatric  state.2  Even  after  the  re- 
duction of  iatrogenic  symptoms,  there  is 
often  a question  of  determining  when  the 
patient  has  returned  to  his  previous  state. 

Crisis  therapy,  even  when  the  crisis  is 
iatrogenic,  requires  a knowledge  of  the  pa- 
tient’s precrisis  personality.  Without  first- 
hand information  about  a patient’s  work, 
pastimes,  and  symptomatology,  it  is  difficult 
to  judge  when  he  is  ready  for  discharge. 
This  report  emphasizes  this  feature  by  pre- 
senting an  example  of  the  importance  of 
evaluating  precrisis  functions  and  skills. 
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Special  Articles 


Malpractice  Insurance 

The  Handwriting  on  the  Wall 

DUNBAR  R.  UHTHOFF 
Wausau,  Wisconsin 

Vice  President  and  Actuary,  Employers  Insurance  of  Wausau 

A 

ilLTHOUGH  I would  like  you  to  know  many 
things  about  our  insurance  company  and 
the  financial  and  rating  aspects  of  malprac- 
tice insurance,  these  are  not  the  true  paths 
to  solutions.  Rates  are  only  the  results,  like 
symptoms,  of  what  is  going  on.  I do  not 
minimize  the  significance  of  the  premiums 
physicians  pay,  premiums  that  always  seem 
to  be  going  higher,  nor  the  extra  funds  the 
company  has  to  keep  adding  to  loss  inade- 
quacies from  some  place  other  than  premi- 
ums. We  are  all  hurting,  but  the  way  to  a 
cure  is  in  physician  and  medical  talks  about 
what  is  wrong,  not  actuary  or  underwriter 
talk  about  rates  and  finances. 

A few  months  ago  Employers  of  Wausau, 
as  one  of  the  few  prominent  malpractice 
underwriters,  had  to  respond  to  a question- 
naire from  a subcommittee  on  Executive 
Reorganization,  headed  by  Sen.  Abraham 
Ribicoff.  A 2-inch  thick  study  already  has 
been  issued,  as  a first  step,  and  there  has 
been  created  in  the  Department  of  Health, 
Education,  and  Welfare  an  office  of  Mal- 
practice Research  and  Prevention,  with  an 
acting  director,  Mr.  Eli  P.  Bernzweig.  The 
Senate  committee  study  states,  “There  is  a 
definite  Federal  role  in  the  malpractice 
problem.” 

In  a section  of  that  report  having  to  do 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Special 
Meeting  on  Malpractice,  February  8,  1970. 


with  possible  Federal  litigation,  the  study 
reads : 

If  the  government  begins  to  move  into  this 
area  to  provide  relief,  it  should  also  consider 
some  other  factors:  It  should  consider 

whether  medical  or  surgical  injury  to  a pa- 
tient is  a community  responsibility  and  there- 
fore compensable  by  the  community. 

Concerning  the  malpractice  compensation 
type  of  plan  very  recently  being  discussed 
by  the  A.M.A. : 

It  [the  Federal  Government]  should  con- 
sider whether  it  must  provide  legal  aid  to 
the  poor  to  help  them  seek  redress  from  per- 
sonal medical  or  surgical  injury.  Finally,  it 
should  consider  whether  it  will  insist  upon 
creation  of  more  effective  regulatory  devices 
over  health  professionals  and  health  facili- 
ties to  assure  that  those  who  are  providing 
care  are  competent  to  do  so. 

Furthermore,  the  report  states, 

There  is,  without  question,  a Federal  role 
in  the  problems  arising  out  of  malpractice 
claims  and  litigation.  As  the  government 
continues  to  provide  payment  for  care  to 
millions  of  Americans,  it  is  absorbing  their 
share  of  the  increasing  cost  of  malpractice 
insurance  premiums.  Furthermore,  the  gov- 
ernment has  a duty  to  review  the  quality  of 
care  for  which  it  is  paying. 

That  kind  of  language  is  scary,  and  I 
think  of  the  story  of  a little  boy  wandering 
down  the  stairs  early  one  morning.  On  the 
landing  he  dawdled  in  front  of  the  old  grand- 
father clock,  which  for  some  reason  caught 
his  attention  that  morning.  He  pondered  a 
minute  and  then  suddenly  realized  some- 
thing terribly  important  had  happened. 
“Wake  up,  wake  up,  everybody.  It’s  later 
than  it’s  ever  been!” 

The  Employers  Mutual  Liability  Insur- 
ance Company  became  the  underwriter  for 
a program  of  the  Medical  Society  of  the 
State  of  New  York  as  of  July  1,  1949.  In 
1951,  I became  associated  with  that  com- 
pany, and  shortly  thereafter  I learned  that 
trying  to  make  rates  for  malpractice  liabil- 
ity was  something  special.  I never  learned 
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that  it  really  could  not  be  done,  so  I have 
been  trying  to  do  it  since. 

I do  get  some  meager  satisfaction  that  the 
methods  we  developed  in  Wausau  over  sev- 
eral years’  experimentation  were  adopted  by 
the  national  ratemaking  bureau  for  use  in 
other  states,  and  these  methods  substan- 
tially have  been  followed  to  this  day.  But 
perhaps  the  methods  have  not  been  very 
good ; other  companies,  too,  have  had  dismal 
results.  That  is,  the  company  has  done  very 
badly,  but  compared  with  other  companies 
attempting  to  write  this  line  of  insurance, 
we  should  not  be  looked  on  as  a company  not 
capable  of  handling  this  very  complicated 
line. 

On  the  contrary,  if  intelligence  can  be  de- 
fined as  a capacity  to  learn  from  bitter  ex- 
perience, ours  is  probably  the  most  intelli- 
gent company  possible  to  find  as  an  under- 
writer for  the  Society’s  program.  In  addi- 
tion, this  is  a stubborn  company,  and  as 
long  as  the  cooperation  and  effort  of  the  So- 
ciety, the  county  committees,  the  legal  and 
defense  board,  the  indemnity  representa- 
tives (the  H.  F.  Wanvig  Company),  and  in- 
dividuals continues  to  increase,  we  hope  we 
can  see  this  thing  through.  But  time  is  run- 
ning, and  medical  malpractice  is  causing  a 
lot  of  shop  talk  about  how  much  longer  the 
company  should  stay  on.  These  efforts  are 
very  important. 

I would  like  to  tell  you  something  about 
the  company  before  getting  into  a few  of 
the  malpractice  figures  that  are  necessary 
to  an  understanding  of  the  problem  from  a 
company  financial  viewpoint. 

This  company  is  in  the  big  company  fam- 
ily, identified  by  names  such  as  the  Travel- 
ers, the  Liberty,  the  Aetna,  the  Hartford, 
and  so  on.  It  is  a strong  company,  not  only 
by  virtue  of  big  company  financial  stability 
but  also  from  an  adequate  relation  of  surplus 
to  premium  writings.  The  rating  given  by 
Best’s  Directory  is  the  highest  obtainable. 

Our  malpractice  writings  are  a relatively 
small  per  cent,  5 per  cent,  of  the  whole.  As 
some  demonstration  of  our  confidence  for  the 
long  pull,  the  Medical  Society  of  the  State 
of  New  York  is  not  our  only  malpractice 
writing,  although  it  is  by  far  the  major  por- 
tion. Although  fully  adequate  company-by- 
company statistics  on  medical  malpractice 
writings  are  not  available,  in  all  probability 
the  Employers  of  Wausau  writes  more  of 


this  kind  of  coverage  than  any  other  com- 
pany anywhere  in  the  world.  If  we  were  to 
withdraw,  we  would  worsen  an  already  poor 
market  condition. 

Cost  increase 

Although  many  numbers  can  point  to  our 
need  for  concern,  possibly  this  one  state- 
ment of  fact  wraps  it  up  in  an  unmistakable 
way:  Over  the  past  five  years,  our  closing 

cost  averages,  the  final  settlement  amounts 
of  all  cases  that  cost  any  indemnity  at  all, 
have  increased  an  average  of  18  per  cent  per 
year. 

In  round  dollars,  these  figures  are  by 
years  of  closure,  $9,100  for  1965,  $12,100  for 
1966,  $12,300  for  1967,  $14,800  for  1968, 
and  $15,600  for  the  first  nine  months  of 
1969.  That  is  $15,600  in  1969  compared 
with  $9,100  in  1965.  In  calculating  these 
averages,  we  have  taken  only  those  cases  for 
which  payments  have  been  made,  eliminat- 
ing the  no-payment  cases. 

On  the  average  it  takes  about  five  years  to 
settle  suits  and  claims;  some  settle  very 
quickly;  some  take  fifteen  years  or  more. 
Of  about  4Vo  million  case-closure  dollars 
paid  last  year,  only  14  per  cent  went  to  set- 
tle 1968  reportings,  11  per  cent  for  1967  re- 
portings, 15  per  cent  for  1966,  60  per  cent 
for  1965,  and  older  indexings  going  back  for 
quite  a few  years.  Here  is  some  of  the  de- 
lay factor  which  makes  it  so  difficult  for  in- 
surers to  comprehend  their  underwriting  po- 
sition and  to  calculate  proper  rates. 

Another  large  element  of  delay  is  in  the 
reporting ; so  very  many  cases  are  so  old  be- 
fore they  are  even  heard  about.  This  de- 
lay in  reporting  not  only  makes  it  difficult  to 
defend  as  facts  become  tarnished,  but  it  also 
requires  substantial  statistical  treatment  so 
that  the  potential,  but  unknown,  incurred  li- 
ability may  be  included  in  a rate-making 
base. 

This  18  per  cent  increase  per  year  in  clo- 
sure costs  comes  from  many  years’  prior 
coverage  and  from  old-fashioned  premium 
dollars  of  years  ago,  which  makes  ratemak- 
ing difficult.  Try  to  visualize  the  future 
probable  years  of  closure  of  the  malpractice 
costs  at  this  moment  being  incurred,  what 
their  costs  will  be  at  various  future  dates  of 
closure. 

Sometimes  our  confidence  becomes  badly 
shaken  when  we  sit  back  and  look  at  what 
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we  are  trying  to  do:  We  defend  the  physi- 
cian in  legal  processes  which  try  to  define 
malpractice  in  a steadily  worsening  social 
climate;  at  the  same  time  we  stand  ready 
with  what  amounts  to  blank  checks  for  those 
suits  we  must  lose  and  for  which  we  must 
pay  with  cheapening  dollars  at  five-  or  ten- 
year-later  inflationary  levels.  Is  it  any 
wonder  that  in  these  difficult  times  so  many 
insurance  carriers  have  elected  to  remove 
themselves  from  the  malpractice  insurance 
market?  I would  like  to  tell  you  a few  more 
facts  about  our  company  in  Wausau,  facts 
about  casualty  insurance  relative  to  the  in- 
flationary problem  and  as  a frame  of  refer- 
ence for  malpractice  in  particular. 

During  1969  the  company  wrote  almost 
$400  million  of  premiums,  all  kinds  of  insur- 
ances. The  financial  statements  are  not  yet 
completed,  but  it  appears  almost  certain  that 
the  poor  results  of  the  last  few  inflationary 
years  will  repeat  and  possibly  be  even  worse. 

We  are  not  alone  among  casualty  insur- 
ers in  expecting  the  worst.  Despite  rising 
rate  levels,  economic  and  social  conditions 
are  deteriorating  even  faster.  The  past  ex- 
periences are  no  longer  the  comfortable  ac- 
tuarial guides  to  the  future.  We  actuaries 
are  learning  the  hard  way:  “You  can’t  steer 
a ship  by  its  wake.”  Of  the  $400  million 
written  premiums,  about  $20  million,  5 per 
cent,  was  malpractice,  a big  part  of  that  the 
Society’s  program.  The  probable  total  com- 
pany result,  even  with  investment  earnings 
included,  will  be  to  break  even  for  1969,  with 
no  addition  to  surplus  funds  to  permit  more 
writing  capacity  and  company  growth. 

But  what  did  malpractice  do?  It  appears 
that  losses  have  been  more  than  the  pre- 
miums and  will  exceed  them  considerably, 
with  a minus  for  expenses  and  a serious 
drain  on  surplus,  rather  than  an  addition 
for  growth. 

One  actuary  prominent  in  the  general  li- 
ability ratemaking  field  one  day  shook  me 
out  of  any  complacency  I might  have  had. 
He  said,  “ You  can’t  ever  get  the  rates  for 
this  line  where  they  ought  to  be.”  I thought 
about  his  statement.  He  was  talking  actu- 
ary talk,  thinking  in  terms  of  the  usual  ac- 
tuarial technics  which  depend  so  much  on 
past  experience.  There  is  an  actuarial  in- 
ertia to  be  overcome  here.  We  must  insist 
that  unheard  of  things  like  X per  cent  a 
year  cost  increases  are  projected  into  the 


future  and  into  our  rates.  We  must  recog- 
nize how  different  this  way  of  life  has  be- 
come. 

Obviously,  my  actuary  friend  has  to  be 
wrong;  if  we  cannot  make  proper  rates,  we 
have  to  quit,  and  we  cannot  quit.  The  in- 
surance must  be  provided. 

Frankly,  I will  admit  to  a difficulty  we  did 
not  sufficiently  recognize  in  the  past,  an  in- 
hibiting effect  of  insurance  department  re- 
sistance to  rapid  rate  increases.  The  So- 
ciety leadership  too,  as  is  perfectly  natural 
and  proper  to  their  function,  were  wont  to 
take  a negative  attitude  toward  increasing 
rates.  Actually,  of  course,  none  of  us  want 
rates  any  higher  than  is  necessary.  We  in 
our  company,  and  other  companies,  just 
could  not  conceive  how  things  could  get  so 
bad  so  fast. 

If  casualty  rates  moved  10  per  cent  or  15 
per  cent  in  one  year,  this  was  thought  to  be 
a pretty  big  move.  In  malpractice  rates  the 
last  few  years  we  have  heard  things  like  100 
per  cent,  200  per  cent,  and  higher  increases, 
especially  in  hot  spots  like  California. 

Associated  with  the  ratemaking  difficul- 
ties, the  company  has  seen  a steady  drain 
of  surplus  as  previous  loss  estimates,  on 
which  rates  may  have  been  based,  later  turn 
upward.  For  example,  a case  may  have 
been  estimated  to  settle  out  at  $10,000.  By 
the  time  the  claim  or  suit  finally  is  settled 
this  may  be  a $20,000  case.  Some  cases  may 
have  been  overestimated,  true,  but  the  trend 
is  steadily  upward.  Each  year  we  see  these 
malpractice  loss  inadequacies  become  serious 
drains  on  operating  results  of  the  total  com- 
pany. 

At  the  end  of  1969,  our  annual  statement 
date,  the  company’s  total  liability  for  all 
kinds  of  losses  for  all  accidents  and  events 
that  already  have  happened  and  will  be 
paid  for  gradually  in  the  future,  was  about 
$350  million. 

Our  methods  for  establishing  these  re- 
serves have  been  exposed  to  the  tests  of 
time,  even  inflationary  time.  We  are  fairly 
confident  that  these  dollars,  with  some  as- 
sistance from  the  investment  earnings  on 
them,  will  see  us  through  over  the  years 
during  which  these  incurred  losses  will  have 
to  be  paid.  In  insurance  terms,  the  “devel- 
opment” of  these  reserves  will  show  them  to 
have  been  set  fairly  accurately. 

But  we  can  never  be  confident  of  our  mal- 
practice reserves.  Included  in  that  total 
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were  $40  million  for  malpractice,  over  10 
per  cent  of  liabilities  contrasted  with  5 per 
cent  of  premiums.  Although  we  have 
learned  from  experience,  our  past  develop- 
ments point  to  a probability  we  have  not 
corrected  enough.  Reserves  of  only  a year 
ago  have  developed  upward  20  per  cent,  al- 
most $6  million.  This  means  that  they  were 
inadequate  according  to  valuations  only  one 
year  later.  If  we  have  another  20  per  cent 
upward  development  this  year,  on  our  cur- 
rent $40  million,  $8  million  will  be  out  of 
1970  operating  results. 

In  most  lines  of  insurance,  there  is  a 5- 
point  margin  included  in  ratemaking  called 
a profit  or  contingency  factor.  There  are 
the  three  parts:  losses,  expenses,  and  the 

contingency  margin.  In  the  Medical  So- 
ciety program,  we  traditionally  have  avoided 
use  of  a contingency  margin.  We  have  been 
shooting  only  for  losses  and  expenses,  and 
the  expense  margin  is  notably  low,  about  18 
per  cent,  to  provide  for  many  things:  pre- 

mium taxes,  the  many  services  of  the  indem- 
nity representative’s  office,  the  writing  of 
policies,  the  overhead  expenses  involved  in 
claim  handling,  and  so  on. 

The  usual  expense  load  for  a line  of  this 
kind,  comparable  to  the  18  per  cent,  is  ap- 
proximately 45  per  cent.  There  is  a lever- 
age benefit  here,  that  the  difference  in  over- 
all rates  is  much  more  than  the  simple  dif- 
ference in  the  expense  loading.  For  exam- 
ple, taxes  are  charged  on  dollar  premiums, 
and  if  these  dollars  are  higher  for  certain 


loadings,  tax  dollars  too  are  higher,  a load- 
ing on  loading  idea. 

The  Society,  therefore,  has  a low  expense 
program;  loss  adjustment  expenses  and  le- 
gal costs  are  in  together  with  indemnity 
losses,  so  that  the  premium  varies  directly 
with  them.  The  additional  expense  loading 
is  at  the  minimum,  with  no  contingency 
loading.  The  theory  behind  not  having  a 
contingency  loading  is  that  the  program 
should  rate  itself  from  year  to  year  if  the 
company  (some  unpleasant  people  these  days 
point  to  the  actuary)  is  doing  a good  rating 
job. 

Conclusion 

Although  the  figures  and  the  ratemaking 
have  been  monsters,  these  are  not  the  real 
problems.  From  what  I have  been  able  to 
observe  in  our  shop  this  year,  although  we 
do  not  have  it  all  put  together,  and  the  So- 
ciety consulting  actuary,  indemnity  repre- 
sentative, and  board  have  not  yet  played 
their  usual  parts,  we  are  almost  surely  going 
to  express  a need  for  another  substantial 
increase.  I hope  you  will  have  confidence 
that  we  will  be  doing  the  right  thing,  that 
we  are  not  getting  panicky  and  going  over- 
board in  the  way  of  rates,  and  that  we  are 
not  trying  to  recoup  past  losses.  And  I 
hope  what  the  Society  will  continue  to  want 
and  work  for  is  a medical  society  insurance 
program  which  has  been  the  ideal  and  envy 
of  many  other  state  societies. 
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Qonfusion  and  misunderstanding  have 
been  considerable  on  the  part  of  the  general 
public  and  members  of  the  medical  profes- 
sion concerning  the  prescribing  and  dispens- 
ing of  narcotics  for  nonaddict  and  addict 
patients.  The  conditions  under  which  physi- 
cians may  make  narcotics  available  to  both 
nonaddict  and  addict  patients  are  outlined 
in  Pamphlet  56  issued  by  the  Bureau  of 
Narcotics  and  Dangerous  Drugs  of  the 
United  States  Department  of  Justice  and  in 
the  New  York  State  Public  Health  Law. 

Provisions 

The  following  is  a review  of  the  provi- 
sions outlined  in  the  New  York  State  Public 
Health  Law  and  Pamphlet  56. 

Section  80.26.  Rules  and  regulations  of 
the  New  York  State  Public  Health  Law  de- 
fine the  purpose  of  issue  of  narcotic  pre- 
scriptions. 

Purpose  of  issue.  A prescription,  to  be 
effective  in  legalizing  the  possession  of  un- 
stamped narcotic  drugs,  must  be  issued  for 
legitimate  medical  purposes  only.  The  re- 
sponsibility for  the  proper  prescribing  and 
dispensing  of  narcotic  drugs  is  on  the  physi- 
cian, dentist,  veterinarian,  or  other  author- 
ized practitioner,  but  a corresponding  liabil- 
ity rests  with  the  pharmacist  who  fills  the 


prescription.  An  order  purporting  to  be  a 
prescription  issued  to  an  addict  or  habitual 
user  of  narcotics,  not  in  the  course  of  pro- 
fessional treatment  but  for  the  purpose  of 
providing  the  user  with  narcotics  sufficient 
to  keep  him  comfortable  by  maintaining  his 
customary  use,  is  not  a prescription  within 
the  meaning  of  subdivision  32  of  section 
3301  and  the  person  filling  such  an  order, 
as  well  as  the  person  issuing  it,  shall  be 
subject  to  the  penalties  provided  for  viola- 
tion of  the  provisions  of  law  relating  to  nar- 
cotic drugs. 

A similar  section  appears  in  the  Federal 
regulations,  Section  151.392. 

Pamphlet  56.  The  pamphlet  provides  a 
similar  definition. 

General.  It  is  impossible  to  state  an  in- 
flexible rule  which  will  cover  all  cases,  and 
this  outline  must,  therefore,  be  general  in 
nature  and  subject  to  modification  through 
further  interpretation  of  the  law  by  the 
courts.  The  Bureau  is  not  charged  with  the 
duty  of  laying  down  any  fixed  rule  as  to  the 
furnishing  of  drugs  or  the  frequency  of  the 
prescriptions  in  any  particular  case.  The 
responsibility  for  the  proper  prescribing  and 
dispensing  of  narcotic  drugs,  under  the  Har- 
rison narcotic  law,  rests  on  the  physician 
in  charge  of  any  given  case.  While  the  pri- 
mary responsibility  for  the  proper  prescrib- 
ing and  dispensing  of  narcotic  drugs  rests 
on  the  physician  in  each  case,  a correspond- 
ing responsibility  rests  on  the  druggist  who 
fills  a prescription  to  determine,  in  good 
faith,  that  the  prescription  was  issued  in 
the  course  of  professional  practice,  and  not 
for  the  purpose  of  gratifying  addiction. 
Caution  should  be  exercised  to  avoid  being 
imposed  on  by  unscrupulous  persons.  Pre- 
scriptions for  narcotics  should  be  scruti- 
nized carefully  in  an  effort  to  detect  possible 
alterations  for  forgery. 

The  good  faith  of  the  physician  and  the 
bona  fides  of  his  treatment  in  a given  case 
will  be  established  by  the  facts  and  circum- 
stances of  the  case  and  the  medical  con- 
sensus with  regard  thereto,  based  on  the 
experience  of  the  medical  profession  in  cases 
of  similar  nature.  Physicians  will  be  ex- 
pected to  exercise  such  care  in  every  case 
where  narcotic  dosage  is  indicated,  that  the 
patient  under  treatment  shall  receive  no 
quantity  of  narcotic  drug  greater  than  that 
sufficient  for  bona  fide  medical  needs,  in 
order  that  there  may  be  no  surplus  available 
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for  possible  diversion  by  the  patient  to  illicit 
use. 

Use  of  narcotics  in  treatment  of  disease 
without  reference  to  question  of  addiction. 
Without  reference  to  the  question  of  addic- 
tion, a physician  acting  in  accordance  with 
proper  medical  practice  may  prescribe  or 
dispense  narcotics  for  the  relief  of  acute 
pain  or  for  any  acute  condition,  such  as  in- 
fluenza, pneumonia,  renal  calculi,  broken 
limbs,  and  so  on. 

Use  of  narcotics  in  treatment  of  incurable 
disease.  A physician  directly  in  charge  of 
bona  fide  patients  suffering  from  diseases 
known  to  be  incurable,  such  as  cancer,  ad- 
vanced tuberculosis,  and  other  diseases  well 
recognized  as  coming  within  this  class,  may 
in  the  course  of  his  professional  practice, 
and  strictly  for  legitimate  medical  purposes, 
dispense  or  prescribe  narcotic  drugs  for 
such  diseases,  provided  the  patients  are  per- 
sonally attended  by  the  physician  who  regu- 
lates the  dosage  and  the  physician  prescribes 
no  quantity  greater  than  that  ordinarily 
recognized  by  members  of  his  profession  to 
be  sufficient  for  the  proper  treatment  of  the 
given  case. 

As  previously  indicated,  physicians  should 
recognize  the  danger  of  supplying  persons 
suffering  from  incurable  diseases  with  ex- 
cessive quantities  of  narcotics  because  such 
persons  may  use  the  narcotics  wrongfully, 
either  by  taking  excessive  quantities  or  by 
disposing  of  a portion  of  the  drugs  in  their 
possession  to  other  addicts  or  persons  not 
lawfully  entitled  thereto. 

Use  of  narcotics  in  treatment  of  addiction 
only.  Mere  addiction  alone  is  not  recognized 
as  an  incurable  disease.  It  is  well  estab- 
lished that  the  ordinary  case  of  addiction 
yields  to  proper  treatment  and  that  addicts 
can  remain  permanently  cured  when  drug 
taking  is  stopped  and  they  are  otherwise 
physically  restored  to  health  and  strength- 
ened in  will  power. 

An  exception  may  be  noted  in  the  case  of 
an  aged  and  infirm  person,  with  drug  ad- 
diction of  long  standing,  whose  collapse  and 
death  might  result  from  withdrawal  of  the 
drug.  Here,  again,  there  is  the  necessity  of 
controlling  dosage  to  prevent  the  patient 
from  obtaining  excessive  quantities  of  the 
drug. 

Medical  authorities  agree  that  the  treat- 
ment of  addiction,  with  a view  to  effecting 


a cure,  which  makes  no  provision  for  con- 
finement while  the  drug  is  being  withdrawn, 
is  a failure,  except  in  a relatively  small  num- 
ber of  cases  where  the  addict  is  possessed  of 
a much  greater  degree  of  will  power  than 
that  of  the  ordinary  addict. 

Recognizing  the  importance  of  general 
medical  opinion  on  the  individual  practice  of 
medicine  and  the  ethical  problems  involved 
in  treating  narcotic  addicts,  the  American 
Medical  Association’s  Council  on  Mental 
Health  and  the  National  Academy  of  Sci- 
ences’ National  Research  Council  asked  their 
respective  committees  dealing  with  prob- 
lems of  addiction  to  prepare  “a  review  of 
current  medical  opinion  to  the  end  of  de- 
veloping a tentative  ‘code’  defining  proper 
ethical  medical  practice  with  respect  to  nar- 
cotics and  narcotic  addicts. . . 

Administration  of  narcotics  to  addicts 

The  following  is  a review  of  circum- 
stances and  conditions  under  which  narcot- 
ics may  be  made  available  to  addicts. 

Conditions.  In  addicts  who  are  aged  and 
infirm  or  severely  ill  and  in  which  case  it  is 
found  that  withdrawal  of  narcotics  may  be 
dangerous  to  life:  opinion  must  be  con- 

firmed by  adequate  consultation,  proper  rec- 
ords must  be  kept,  adequate  safeguards 
against  diversion  must  be  taken,  and  the 
patient  must  be  carefully  supervised. 

To  relieve  acute  withdrawal  symptoms 
only  a limited  quantity  of  narcotics  are 
given  for  a few  days,  and  administration 
must  be  in  a hospital  or  other  secure  setting 
reasonably  certain  to  be  drug  free. 

Requirements  for  withdrawal.  Insti- 
tutional. Withdrawal  is  most  easily  carried 
out  in  a drug-free  environment  in  specialized 
wards.  Withdrawal  may  be  carried  out  in 
other  settings  such  as  psychiatric  wards  of 
general  hospitals  or  properly  selected  wards 
of  mental  hospitals  and  certain  general  hos- 
pital wards  provided  the  withdrawal  is  car- 
ried out  under  the  following  conditions: 
few  cases  are  involved,  the  patient  is  well 
evaluated,  good  control  is  maintained,  and 
the  physician  has  acquired  special  skill  and 
experience  in  this  work. 

Ambulatory.  1.  Withdrawal  on  an  am- 
bulatory basis  is  generally  medically  unsound 
and  is  not  recommended  on  the  basis  of  past 
knowledge. 

2.  Only  under  exceptional  circumstances  is 
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it  proper  to  attempt  withdrawal  on  an  am- 
bulatory basis,  and  this  must  be  done  by  a 
physician  with  special  skill  and  experience 
in  the  management  of  addicts. 

3.  In  such  cases  there  should  be  consulta- 
tion with  a psychiatrist  or  with  another  ex- 
perienced physician  who  will  substantiate  the 
fact  that  ambulatory  withdrawal  is  indi- 
cated. 

4.  Methadone  is  usually  the  drug  of  choice. 

5.  In  no  case  should  the  patient  be  given 
medication  that  would  provide  more  than 
one  day’s  supply  nor  more  than  the  quantity 
necessary  to  reduce  abstinence  distress  to  a 
minor  level. 

6.  The  patient  should  be  seen  daily  by  the 
physician  and  only  oral  medication,  prefer- 
ably liquid,  should  be  dispersed. 

7.  Ambulatory  treatment  should  be 
promptly  terminated  if  the  patient  is  felt  to 
be  securing  additional  drugs  elsewhere  or  if 
he  fails  to  maintain  a prearranged  schedule 
for  withdrawal. 

8.  Withdrawal  should  be  completed  within 
a three-week  period. 

9.  If  there  is  a complicating  physical  ill- 
ness which  makes  this  a danger  to  life 
through  withdrawal,  hospitalization  may  be 
required. 

10.  The  patient  should  agree  in  writing  to 
follow  the  advice  of  physician  and  not  obtain 
drugs  from  other  sources. 

11.  Adequate  records  are  required  and 
should  include  the  result  of  a physical  ex- 
amination, history,  result  of  consultation, 
copies  of  agreements  with  patient,  and  rec- 
ords of  visits  and  actual  medication  admin- 
istered. 

12.  In  case  of  pregnancy,  withdrawal 
should  be  carried  out  prior  to  delivery;  other- 
wise, the  child  should  also  be  carried  through 
a withdrawal  schedule. 

Interim  treatment  of  addict  on  waiting 
list  for  admission  to  narcotic  facility.  1. 
The  diagnosis  of  addiction  must  first  be  es- 
tablished. 

2.  The  patient  is  waiting  admission  to  a 
treatment  facility. 

3.  The  fact  of  acceptance  and  date  of  ad- 
mission must  be  confirmed. 

4.  Oral  doses  in  liquid  form  may  be  given 
on  daily  visits  by  the  physician  for  not  more 
than  ten  days  to  two  weeks. 

5.  The  required  dosage  is  to  be  estab- 
lished by  observation  of  response  to  medica- 
tion. 

6.  Not  more  than  one  day’s  medication 
should  be  dispensed  to  the  addict  at  one  time. 

Methadone  maintenance  program.  The 
methadone  maintenance  program  consists  of 
a treatment  procedure  whereby  heroin  users 
are  admitted  to  a hospital  unit  for  six 
weeks  and  during  which  time  they  are  given 
methadone,  a synthetic  (Class  A)  narcotic 
as  a substitute  for  heroin.  On  release  from 


the  hospital  the  substitution  of  heroin  con- 
tinues on  an  ambulatory  basis.  The  indi- 
vidual, so  treated,  remains  addicted,  but  the 
approximately  100  mg.  of  methadone,  given 
orally,  prevents  the  addict  from  getting  the 
“euphoric”  feeling  usually  experienced  by 
taking  heroin.  The  methadone  is  continued 
on  an  ambulatory  basis  by  administration 
of  the  drug  only  once  a day. 

Methadone  maintenance  programs  are  re- 
stricted to  physicians  or  groups  of  physi- 
cians authorized  by  State  and  Federal  au- 
thorities to  administer  methadone  to  such 
addicts  as  part  of  a research  program.  All 
methadone  maintenance  programs  require 
the  following  authorization : 

1.  A Class  VI  narcotic  registration  issued 
by  the  Internal  Revenue  Service,  Special  Tax 
Section,  with  approval  of  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs,  U.S.  Depart- 
ment of  Justice  to  “persons  not  registered  in 
Class  I but  lawfully  entitled  to  obtain  and 
use  in  a laboratory,  narcotics  for  the  purpose 
of  research,  instruction,  or  analysis.” 

2.  Certification  by  the  New  York  State 
Department  of  Health  as  a “laboratory  for 
the  purpose  of  using  narcotics  in  research, 
instruction  and  analysis.”  Certification  by 
the  New  York  State  Department  of  Health 
is  a prerequisite  to  registration  in  Federal 
Class  VI. 

3.  IND  (Investigational  New  Drug)  drug 
license  from  the  Food  and  Drug  Administra- 
tion of  the  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare.  This  is  required  for  all 
new  drugs  and  other  drugs  for  which  the  use 
has  been  established  by  prior  approval  of  the 
Food  and  Drug  Administration.  Although 
methadone  has  been  an  established  drug  for 
several  years  as  an  analgesic  narcotic,  it  re- 
quires an  IND  authorization  because  it  is 
being  used  for  a new  treatment. 

The  Federal  Bureau  of  Narcotics  and 
Dangerous  Drugs  is  currently  revising  the 
guidelines  for  the  methadone  maintenance 
program  and  will  release  them  when  they 
have  been  finalized.  It  is  a requirement  that 
anyone  desiring  to  engage  in  the  methadone 
research  program  contact  the  Bureau  of 
Narcotics  and  Dangerous  Drugs  of  the  U.S. 
Department  of  Justice. 

Report  of  habitual  users  of  narcotics  re- 
quired by  public  health  law 

Section  3344  of  the  public  health  law 
states  that ; 

It  shall  be  the  duty  of  every  attending 
physician  and  every  consulting  physician  to 
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report  promptly  to  the  commissioner,  or  his 
duly  designated  agent,  the  name  and,  if 
possible,  the  address  of,  and  such  other  data 
as  may  be  required  by  the  commissioner  with 
respect  to,  any  person  under  treatment  if  it 
appears  that  such  person  is  a habitual  user 
of  any  narcotic  drug.  Such  reports  shall  be 
kept  confidential  and  may  be  utilized  only  for 
statistical,  epidemiological,  or  research  pur- 
poses, except  that  those  reports  which  origi- 
nate in  the  course  of  a criminal  proceeding 
other  than  under  section  210  of  the  mental 
hygiene  law  shall  be  open  for  inspection  to 
Federal,  State,  and  municipal  officers  whose 
duty  is  to  enforce  the  laws  of  this  State  or  of 
the  United  States  relating  to  narcotic  drugs. 
No  such  officer  having  knowledge  by  virtue 
of  his  office  of  any  such  report  shall  divulge 
such  knowledge  except  in  connection  with  his 
duties. 

To  insure  greater  confidentiality  the  De- 
partment of  Health  now  provides  a single 
copy  form  which  replaces  the  prior  multi- 
copy report.  The  completed  form  should  be 
forwarded  to  the  County,  City,  or  District 
Health  Officer  in  the  area.  In  the  City  of 
New  York  the  report  should  be  sent  to  the 
Office  of  Narcotic  Coordinator,  New  York 
City  Department  of  Health,  325  Broadway, 
New  York  City. 

It  is  not  intended  that  physicians  report 
persons  who  require  the  continued  admin- 
istration of  narcotic  drugs  for  the  relief  of 
pain  in  the  advanced  stages  of  a fatal  dis- 
ease. With  this  exception,  failure  to  report 
persons  who  habitually  use  narcotic  drugs 
may  result  in  embarrassment  or  prosecution. 

Copies  of  the  Reporting  Form  fNC-9) 
may  be  obtained  from  a health  officer  or 
from  the  Bureau  of  Narcotic  Control,  New 
York  State  Department  of  Health,  855  Cen- 
tral Avenue,  Albany,  New  York  12206. 

Summary 

Narcotic  prescriptions  are  issued  to  pro- 
vide legal  possession  of  narcotics  for  legiti- 
mate medical  reasons  only.  In  general,  an 
order  providing  addicts  with  narcotics  to 
satisfy  their  addiction  is  not  within  the 
bounds  of  legitimate  medical  reason  and 
such  orders  are  not  considered  narcotic  pre- 
scriptions in  the  sense  of  the  law.  Physi- 
cians may  provide  narcotics  to  any  patient 
for  the  relief  of  acute  pain  or  related  condi- 


tions but  not  related  to  addiction.  Narcotics 
may  be  provided  for  patients  suffering  from 
incurable  disease  whether  or  not  they  be- 
come addicted.  The  use  of  narcotics  in  the 
treatment  of  narcotic  addiction  only  is  per- 
mitted in  the  following  cases:  (1)  for  ad- 

dicts who  are  aged  and  infirm  or  severely  ill 
and  in  which  case  it  is  felt  withdrawal  of 
narcotics  would  be  hazardous  to  life;  (2) 
to  relieve  acute  withdrawal  symptoms  pro- 
vided narcotics  are  administered  in  secure 
institutional-type  settings;  (3)  in  the  in- 
terim treatment  of  addicts  on  waiting  list 
for  admission  to  a narcotic  facility;  and  (4) 
through  authorized  methadone  maintenance 
programs. 

Authorized  methadone  maintenance  pro- 
grams are  considered  research  programs 
and  must  be  certified  for  such  by  the  New 
York  State  Department  of  Health  and  by 
the  Internal  Revenue  Service  and  the  Fed- 
eral Bureau  of  Narcotics  and  Dangerous 
Drugs  as  a Class  VI  registration  and  by 
possession  of  an  IND  license  obtained  from 
the  Food  and  Drug  Administration  of  the 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

Physicians  are  required  by  Section  3344 
of  the  Public  Health  Law  to  report  promptly 
to  the  New  York  State  Department  of 
Health  the  names  and  addresses  of  all  per- 
sons who  are  habitual  users  of  narcotic 
drugs. 

Responsibility  for  proper  prescribing  of 
narcotic  drugs  is  on  the  physician  or  other 
practitioner.  The  pharmacist  shares  in  the 
responsibility  of  dispensing  of  narcotics  and 
should  not  dispense  any  drugs  unless  issued 
on  a bonafide  narcotic  prescription. 

The  cooperation  of  all  physicians  and 
other  practitioners  and  pharmacists  is  urged 
in  relation  to  the  administration,  prescrib- 
ing, and  dispensing  of  narcotic  drugs.  Any 
questions  related  to  the  practice  of  provid- 
ing narcotics  to  patients  should  be  directed 
to  any  of  the  regional  offices  of  the  Bureau 
of  Narcotic  Control  of  the  New  York  State 
Department  of  Health  or  of  the  U.S.  Bureau 
of  Narcotics  and  Dangerous  Drugs. 

855  Central  Avenue 
Albany,  New  York  12206 
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Socioeconomic  Progress 
in  Surgery 

FRANK  J.  FRAGALA,  M.D. 
White  Plains,  New  York 

President,  New  York  State  Society  of  Surgeons 


y HE  medical  profession  has  pointed  out 
repeatedly  to  the  Federal  government  that 
socialization  of  medicine  has  done  two 
things  for  the  British  government.  It  has 
brought  that  government  to  the  verge  of 
bankruptcy,  and  it  has  lowered  the  quality 
of  medical  care.  In  spite  of  our  warnings, 
politicians  in  Washington,  D.C.,  are  plan- 
ning more  and  more  legislation,  and  even- 
tually complete  socialization  of  medicine  will 
be  accomplished.  In  formulating  the  Medi- 
care Act,  politicians  offered  free  medical 
care  for  our  elderly  population.  To  this  law 
however,  they  added  a “sleeper”  in  Title  19, 
so  that  free  medical  care  would  also  become 
available  to  so-called  “needy  persons.”  This 
was  only  the  beginning.  In  his  State  of  the 
Union  message  to  Congress  in  1968,  Presi- 
dent Johnson  recommended  free  medical 
care  to  infants  from  birth  to  the  end  of  the 
first  year  of  life.  In  1969,  President  John- 
son recommended  free  medical  care  not  only 
to  infants  but  to  mothers  as  well. 

Although  all  of  these  plans  and  ideas  are 
a grand  concept,  it  is  obvious,  from  what  is 
happening  in  the  administration  of  the 
Medicaid  Program  in  our  State,  that  these 
programs  will  doom  our  country  to  bank- 
ruptcy, and  to  a downgrading  in  the  quality 
of  medical  care. 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Surgery,  February  12,  1969. 


Organization 

While  anticipating  this  legislation,  physi- 
cians of  the  various  medical  specialities 
organized  on  a local  basis  and  later  into 
state  and  national  organizations.  As  soon 
as  the  Medicare  and  Medicaid  laws  came 
into  effect,  some  of  these  groups  contacted 
the  various  commissioners  in  the  State  gov- 
ernment who  administer  the  program,  and 
negotiated  with  these  agencies  an  upgrad- 
ing of  their  Medicaid  fee  schedules. 

The  surgeons  of  our  State  did  not  believe 
that  any  socialization  of  medicine  would  ever 
be  accomplished,  especially  since  the  Medi- 
care Program  promised  usual  and  customary 
fees  for  the  care  of  patients  over  sixty-five 
years  of  age.  They  also  felt  that  Governor 
Rockefeller  was  a trustworthy  person,  and 
they  accepted  his  statement  which  appeared 
in  a release  from  his  Executive  Chamber  on 
July  5,  1966.  This  stated  that  it  is  the 
policy  of  his  administration  to  use  a fee 
schedule  which  would  approximate  as  closely 
as  possible  the  usual,  customary,  and  pre- 
vailing fees. 

In  spite  of  his  statement  it  was  obvious 
from  the  beginning  that  the  fee  schedule 
adopted  by  his  administration  did  not  re- 
flect “usual,  customary,  and  prevailing  fees.” 
The  surgeons  in  W'estchester  County  organ- 
ized their  group  and  attempted  to  contact 
the  Commissioner  for  Health  Economics 
soon  after  the  Medicaid  fee  schedule  ap- 
peared in  our  offices.  They  were  told  in  no 
uncertain  terms  that  he  would  not  negotiate 
separately  with  each  local  group  within  the 
State.  It  became  necessary,  therefore,  to 
organize  a surgical  society  on  a statewide 
basis  to  be  heard. 

A tremendous  number  of  stumbling 
blocks  have  had  to  be  hurdled  in  order  to 
accomplish  this.  However,  after  a great 
deal  of  work  the  “impossible  dream”  of 
organizing  the  surgeons  of  the  State  of 
New  York  into  a cohesive  group  has  become 
a reality.  The  New  York  State  Society  of 
Surgeons  is  now  fully  incorporated  and  its 
bylaws  have  been  drawn.  This  organiza- 
tion has  made  contact  with  our  committee 
on  socioeconomic  planning  for  surgery,  and 
a joint  meeting  resulted  in  a coordinated 
effort  to  elevate  the  present  Medicaid  fee 
schedule  for  surgeons. 

We  have  been  in  touch  with  George  Him- 
ler,  M.D.,  and  through  his  policy  and  nego- 
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tiating  committee  on  government-supported 
health,  we  have  contacted  I.  J.  Brightman, 
M.D.,  Deputy  Commissioner  of  Health  of 
the  State  of  New  York  to  discuss  and  ne- 
gotiate an  upgrading  of  Medicaid  fees  for 
surgeons.  I am  happy  to  report  that  Dr. 
Brightman  has  consented  to  meet  with  us, 
and  this  confrontation  with  the  agencies 
which  administer  the  Medicaid  Program  for 
the  State  of  New  York  will  be  scheduled  by 
Dr.  Himler  as  soon  as  he  feels  that  it  is 
feasible  to  do  so. 

We  have  come  a long  way  in  a short 
period  of  time,  but  our  greatest  fight  is  yet 
to  come.  Governor  Rockefeller  recently  sent 
to  the  Legislature  a so-called  austerity 
budget  for  1969  to  1970,  which  is  really  not 
an  austerity  budget  when  it  is  obvious  to 
everyone  that  this  is  the  highest  budget  ever 
submitted  by  Governor  Rockefeller  or  by 
any  other  governor  of  the  State  of  New 
York. 

This  austerity  budget  includes  (1) 
$1,439,000  appropriation  for  a new  18-hole 
golf  course,  (2)  $235,000  for  installation  of 
a snow-making  machine,  plus  $350,000  for 
installation  of  a second  snow-making  ma- 
chine, and  (3)  $350,000  for  installation  of  a 
refrigeration  unit  for  a bobsled  run.  These 
nonessential  items  total  $3.4  million. 

In  direct  contrast  to  this  nonessential 
spending  spree,  we  notice  that  Governor 
Rockefeller  proposes  a reduction  in  the  allot- 
ment for  the  Medicaid  Program  and,  spe- 
cifically, a 20  per  cent  slash  in  the  Medicaid 
fees  for  physicians.  He  asks  for  a 20  per 
cent  cut  in  the  physicians’  Medicaid  fees, 
while  he  is  asking  for  only  a 5 per  cent 
across-the-board  decrease  in  the  total  ex- 
penses of  the  State  budget.  When  we  con- 
sider the  fact  that  the  cost  for  physician 
services  total  approximately  9.1  per  cent  of 
the  Medicaid  Program,  it  is  obvious  that  the 
Governor  of  our  State  is  either  picking  on 
the  physicians  and  making  them  the  scape- 
goat of  his  folly,  or  he  has  no  concept  of 
where  to  cut  costs.  If  he  really  wishes  to 
cut  the  cost  of  the  Medicaid  Program,  it  is 
obvious  that  the  administrative  cost  of 
running  this  program  should  be  studied 
more  thoroughly. 


It  must  be  obvious  at  this  point  that  ne- 
gotiations with  Albany  will  probably  be 
difficult,  but  you  can  rest  assured  that  we 
have  only  just  begun  to  fight! 

Conclusion 

Let  it  be  crystal  clear  that  as  we  project 
in  the  practice  of  surgery  in  the  future,  we 
will  be  dealing  with  government  and  insur- 
ance carriers  with  increasing  frequency. 
The  necessity  for  unity  in  our  ranks  is  of 
prime  importance.  If  we  are  to  maintain 
our  rightful  place  as  private  practitioners, 
a strong  surgical  organization  must  exist  if 
we  are  to  hold  our  own  in  negotiations  with 
government,  insurance  carriers,  or  labor  or- 
ganizations. 

Furthermore,  if  we  are  to  be  effective,  we 
must  unite  with  other  specialty  organiza- 
tions, including  representatives  from  the 
American  Academy  of  General  Practice,  so 
that  proper  representation  and  recognition 
of  the  specialty  organizations  be  given  in 
the  various  socioeconomic  committees  of  the 
Medical  Society  of  the  State  of  New  York. 
We  feel  that  the  specialty  groups  should 
nominate  representatives  to  an  interspe- 
cialty committee,  which  is  duly  appointed 
by  the  President  of  the  Medical  Society  of 
the  State  of  New  York.  These  representa- 
tives should  appear  in  the  policy  and  ne- 
gotiating committee  on  government  sup- 
ported health,  and  on  all  committees  having 
to  do  with  socioeconomic  matters.  This  will 
make  our  State  Medical  Society  stronger, 
more  united,  and  more  effective. 

Finally,  I must  state  that  we  have  only 
scratched  the  surface,  thus  far.  If  there  is 
to  be  any  further  socioeconomic  progress  in 
surgery,  we  must  continue  to  have  a com- 
mittee on  socioeconomic  planning  in  our 
surgical  section,  and  we  must  continue  to 
act  in  unison  with  the  New  York  State  So- 
ciety of  Surgeons.  This  will  bring  the  sur- 
geons of  our  State  into  a stronger  and  more 
united  front  and  will  enhance  the  work  of 
our  State  Medical  Society. 

56  Dover  Avenue 
White  Plains,  New  York  10605 
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Necrology 


Iiichard  Duane  Brasfield,  M.D.,  of  New  York 
City,  died  on  May  3 at  the  age  of  fifty.  Dr. 
Brasfield  graduated  in  1944  from  Vanderbilt 
University  School  of  Medicine.  He  was  an  as- 
sociate attending  surgeon  on  the  Gastric  and 
Tumor  Service  at  Memorial  Hospital  for  Cancer 
and  Allied  Diseases  and  the  James  Ewing  Pa- 
vilion, an  attending  surgeon  at  Doctors  Hos- 
pital, an  associate  attending  surgeon  on  the 
Tumor  Service  at  Manhattan  Eye,  Ear  and 
Throat  Hospital,  and  a consulting  surgeon  at 
Good  Samaritan  Hospital  (Suffern).  Dr.  Bras- 
field was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Geriatrics  Society,  the  American  Radium  So- 
ciety, the  James  Ewing  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hugh  Maynard  Brewster,  M.D.,  of  Port  Jervis, 
died  on  January  19  at  the  age  of  seventy-nine. 
Dr.  Brewster  graduated  in  1921  from  Bowdoin 
Medical  School.  He  was  an  honorary  physician 
at  St.  Francis  Hospital.  Dr.  Brewster  was  a 
member  of  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Caturani,  M.D.,  of  New  York  City,  died 
on  October  5,  1969,  at  the  age  of  eighty-six. 
Dr.  Caturani  graduated  in  1910  from  the  Uni- 
versity of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons. 

Frank  Milton  Carpenter,  M.D.,  of  Rochester, 
died  on  December  9,  1969,  at  the  age  of  eighty- 
seven.  Dr.  Carpenter  graduated  in  1907  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Monroe  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  Xavier  Connolly,  M.D.,  of  The  Bronx, 
died  on  April  6 at  the  age  of  sixty-one.  Dr. 
Connolly  graduated  in  1934  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  an  attending  physician  at  Fordham  Hos- 
pital. Dr.  Connolly  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 


Kenneth  L.  Crounse,  M.D.,  of  Staten  Island,  died 
on  May  1 at  the  age  of  forty-five.  Dr.  Crounse 
graduated  in  1952  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
clinical  assistant  psychiatrist  at  St.  Vincent’s 
Medical  Center  of  Richmond.  Dr.  Crounse  was 
a member  of  the  American  Psychiatric  Associa- 
tion, the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Remick  Carpenter  Eckardt,  M.D.,  of  Brooklyn, 
died  on  November  16,  1969,  at  the  age  of  ninety. 
Dr.  Eckardt  graduated  in  1907  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  an  honorary  member  of  the 
medical  staff  at  Carson  C.  Peck  Memorial  Hos- 
pital. Dr.  Eckardt  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a Fel- 
low of  the  American  College  of  Surgeons. 

William  Joseph  Fusaro,  M.D.,  of  Massapequa, 
died  on  March  19  at  the  age  of  sixty-six.  Dr. 
Fusaro  graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Nassau  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Goldhush,  M.D.,  of  Brooklyn,  died  on 
April  21  at  the  age  of  seventy-five.  Dr.  Gold- 
hush  graduated  in  1916  from  Albany  Medical 
College. 

Anthony  Joseph  Graffeo,  M.D.,  of  Rochester, 
died  on  April  9 at  the  age  of  sixty-two.  Dr. 
Graffeo  graduated  in  1939  from  Marquette  Uni- 
versity School  of  Medicine.  He  was  an  attend- 
ing psychiatrist  at  Rochester  State  Hospital. 
Dr.  Graffeo  was  a member  of  the  American 
Psychiatric  Association,  the  Rochester  Academy 
of  Medicine,  the  Monroe  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Hammer,  M.D.,  of  New  York  City,  died 
on  May  7 at  the  age  of  seventy-five.  Dr.  Ham- 
mer received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1920.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Wallace  Bates  Harter,  2nd,  M.D.,  of  Utica,  died 
on  April  27  at  the  age  of  forty-eight.  Dr.  Har- 
ter graduated  in  1947  from  Syracuse  University 
College  of  Medicine.  He  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
American  Academy  of  Occupational  Medicine, 
the  Syracuse  Academy  of  Medicine,  the  New 
York  State  Society  of  Anesthesiologists,  the 
Oneida  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

David  Wade  Hilton,  M.D.,  of  New  York  City, 
died  on  April  27  at  the  age  of  sixty-five.  Dr. 
Hilton  graduated  in  1933  from  the  University 
of  Edinburgh  Faculty  of  Medicine.  He  was  an 
assistant  attending  physician  at  Metropolitan 
Hospital.  Dr.  Hilton  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Herbert  Hoff,  M.D.,  of  New  York  City,  died  on 
May  5 at  the  age  of  sixty-two.  Dr.  Hoff  re- 
ceived his  medical  degree  from  the  University 
of  Vienna  in  1932.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  James  Israel,  M.D.,  of  New  York  City, 
died  on  April  27,  1969,  at  the  age  of  eighty-six. 
Dr.  Israel  received  his  medical  degree  from  the 
University  of  Strassburg  in  1907.  Retired,  he 
was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Charles  Wadsworth  Johnson,  M.D.,  of  Mount 
Vernon,  died  on  April  21  at  the  age  of  eighty- 
seven.  Dr.  Johnson  graduated  in  1907  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Victor  Clarence  Jacobsen,  M.D.,  of  Troy,  died 
on  December  19,  1969,  at  the  age  of  seventy- 
eight.  Dr.  Jacobsen  graduated  in  1917  from 
Harvard  University  Medical  School.  He  was  a 
consulting  physician  in  internal  medicine  at 
Samaritan  Hospital.  Dr.  Jacobsen  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medi- 
cine and  a member  of  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

William  John  Jameson,  M.D.,  of  Schenectady, 
died  on  April  5 at  the  age  of  seventy-three.  Dr. 
Jameson  graduated  in  1921  from  Albany  Medi- 
cal College.  He  was  a consulting  obstetrician 


and  gynecologist  at  Ellis  Hospital,  Eastern  New 
York  Orthopedic  Hospital-School  (Sunnyview) , 
and  St.  Clare’s  Hospital.  Dr.  Jameson  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a member  of  the  Schenec- 
tady County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Thomas  James  Martin,  M.D.,  of  North  Boston, 
died  on  July  26,  1969,  at  the  age  of  fifty-two. 
Dr.  Martin  graduated  in  1943  from  St.  Louis 
University  School  of  Medicine.  He  was  a 
member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Stella  Partyka,  M.D.,  of  Amsterdam,  died  on 
February  15  at  the  age  of  sixty.  Dr.  Partyka 
received  her  medical  degree  from  the  University 
of  Cracow  in  1938.  She  was  an  honorary  mem- 
ber of  the  medical  staff  of  Amsterdam  Me- 
morial Hospital.  Dr.  Partyka  was  a member  of 
the  American  Women’s  Medical  Association,  the 
Montgomery  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Michael  Russell  Privitera,  M.D.,  of  Buffalo,  died 
on  April  14  at  the  age  of  sixty-three.  Dr.  Privi- 
tera graduated  in  1934  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  attend- 
ing surgeon  at  Buffalo  Columbus  Hospital.  Dr. 
Privitera  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Buf- 
falo Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Hugo  Nathan  Stern,  M.D.,  of  Syracuse,  died  on 
April  17  at  the  age  of  sixty-three.  Dr.  Stern  re- 
ceived his  medical  degree  from  the  University 
of  Heidelberg  in  1931.  He  was  an  assistant  at- 
tending general  practitioner  at  Community- 
General  Hospital  of  Greater  Syracuse  and  a 
volunteer  assistant  general  practitioner  at  St. 
Mary’s  Hospital.  Dr.  Stern  was  a member  of 
the  Onondaga  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Tirsch,  M.D.,  of  Bal  Harbour,  Florida, 
formerly  of  New  York  City,  died  on  April  20  at 
the  age  of  seventy-one.  Dr.  Tirsch  graduated 
in  1921  from  Long  Island  College  Hospital.  He 
had  been  an  attending  physician  at  Jewish  Hos- 
pital of  Brooklyn.  Dr.  Tirsch  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  Clinical  Society,  New  York 
Diabetes  Association,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Aaron  Hardy  Ulm,  M.D.,  of  New  York  City, 
died  on  April  25  at  the  age  of  fifty-seven.  Dr. 
Ulm  graduated  in  1939  from  Harvard  Univer- 
sity Medical  School.  He  was  a consulting  urolo- 
gist at  Veterans  Administration  Hospital,  an 
attending  urologist  at  Fordham  Hospital,  an  as- 
sociate attending  urologist  at  Misericordia  Hos- 
pital, and  an  assistant  attending  urologist  at 
University  Hospital.  Dr.  Ulm  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Diplomate 
of  the  American  Board  of  Urology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Urological  Association. 


James  Lancelot  Wilson.  M.D.,  of  New  York 
City,  died  on  October  18,  1969,  at  the  age  of 
seventy-nine.  Dr.  Wilson  graduated  in  1916 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  surgeon 


Medical  Society  of  the  State  of 


Annual  Convention 


(affiliate)  at  Harlem  Hospital  Center.  Dr.  Wil- 
son was  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Mclver  Woody,  M.D.,  of  Elizabeth,  New  Jersey, 
formerly  of  New  York  City,  died  on  May  3 at 
the  age  of  eighty-four.  Dr.  Woody  graduated 
in  1912  from  Harvard  University  Medical 
School.  He  was  a Diplomate  of  the  American 
Board  of  Preventive  Medicine  (Occupational 
Medicine),  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Industrial 
Medical  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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CHIEF  OF  RADIO  THERAPY 

for  700  bed  voluntary  hospital  with  med- 
ical school  affiliation.  Radiology  staff  of 
7 Physicians.  Radio  Therapy  housed  in 
separate  pavilion  with  rotating  COBALT 
UNIT  and  other  modern  equipment.  Full 
time  Physicist  and  approved  residency 
program.  Salary  open  to  negotiations. 
For  further  information  call  Dr.  Bryk 
Director  of  Radiology  Department 
Tel:  (212)  857-8700  Ext.  265 

JEWISH  HOSPITAL 

& Medical  Center  of  Brooklyn 

555  Prospect  PI.,  Brooklyn,  N.Y. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % N YSJM. 

r ; 

Assistant  Director 

MEDICAL 

RESEARCH 

Young  MD,  with  residency  and  mili- 
tary obligations  completed,  inter- 
ested in  long  term  career  with  first 
line  US  pharmaceutical  house  in  de- 
sign and  coordination  of  clinical  re- 
search activities.  Opportunity  for 
limited  overseas  travel.  Fluency  in 
German  and  eventual  New  Jersey 
licensure  required.  No  industry  ex- 
perience or  specialty  necessary.  Lo- 
cation— New  Jersey.  Base — low 

20’s  plus  fringe.  Send  curriculum 
vitae  to: 

PACKARD 

ASSOCIATES 

3 Water  Lane, 

Manhasset,  N . Y.  11030 
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PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN,  OPHTHALMOLOGIST  NEEDED 
Kinnelin  Medical  Center.  Kinnelin,  New  Jersey.  Call 
(201)  383-0188  mornings. 


RADIOLOGIST:  BOARD  CERTIFIED  FOR  EXPAND 

ing,  small,  modem  general  hospital  upstate  New  York 
Negotiable  salary  or  percentage  of  gross  arrangements 
with  guaranteed  minimum  to  $40,000.  Pleasant  resi- 
dential community  with  expanding  college.  Send  resume 
and  references  to  Box  922,  % NYSJM. 


TWO  FAMILY  PHYSICIANS  NEEDED  IMMEDI- 
ately  in  Albany,  N.Y.  area  to  associate  with  three  who 
just  lost  fourth  member  due  to  death.  Salary  one  year  or 
less,  then  partnership  offer.  Desperate.  Please  contact 
person  to  person.  Jay  DeCoodt,  Business  Manager,  Tel: 
(518)  785-5881. 


PEDIATRICIAN:  EXCELLENT  OPPORTUNITY  FOR 

pediatrician  to  practice  in  the  lovely  Village  of  Hamilton, 
New  York,  home  of  Colgate  University  and  American 
Management  Association.  Winter  and  Summer  sports 
available  for  one  and  all.  No  pediatrician  in  area  at 
resent.  Community  has  a JCAH,  50  bed,  acute,  general 
ospital  with  construction  underway  for  additional  50 
beds.  Next  nearest  hospital  twenty  miles.  Easy  drive  to 
Upstate  Medical  Center  in  Syracuse,  N.Y.  Please  submit 
all  inquiries  along  with  curriculum  vitae,  to  Alfred  M. 
Helbach,  Administrator,  Community  Memorial  Hospital, 
Hamilton,  N.Y.  13346. 


ATTENTION  ALL  M.D.’S.  COME  ABOARD  TO  Es- 
tablish your  own  private  medical  office  practice  in  our 
Medical  Center  compound.  Try  Sussex  County,  New 
Jersey  first.  Five  board  members  already  in  operation. 
Contact  John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta 
Rd.,  Newton,  New  Jersey.  (201)  383-4421. 


OTOLARYNGOLOGIST  URGENTLY  NEEDED,  WEST- 
em  New  York  city  45,000,  drawing  area  150,000.  Two 
accredited  hospitals.  Broad  specialty  representation. 
Excellent  schools  and  recreational  facilities;  Chautauqua 
Lake,  Chautauqua  Institution,  Community  College. 
Outstanding  private  practice  opportunity.  Write  to 
Jamestown  Medical  Society,  % R.  F.  Wettingfeld,  M.D., 
519  Washington  St.,  Jamestown,  N.Y.  14701. 


PART-TIME  ANESTHESIOLOGIST:  SEVERAL  DAYS 

a week.  70  bed,  fully  accredited  general  hospital,  mid 
Hudson  Valley.  Ideal  for  semi-retired  anesthesiologist  to 
live  in  lovely  area.  Other  medical  work  available  if 
desired.  Fee  for  service.  No  OB.  Call  or  write  Frede- 
rick S.  Zipser,  M.D.,  Red  Hook,  N.Y.  12571.  (914)  758- 

2011. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


FIRST  YEAR  RESIDENT,  DEPARTMENT  OF  SUR- 
gery,  in  4 year  approved  program,  beginning  July  1,  1970. 
Must  hold  E.C.F.M.G.  certificate,  or  State  license,  or  be  a 
graduate  of  an  American  medical  School.  Extensive 
educational  program  stipened  $9,500,  plus  $1,500  cost  of 
living  allowance.  Write  to:  Gabriel  F.  Cucolo,  M.D., 

Director  of  Medical  Education,  Lutheran  Medical  Center, 
4520  Fourth  Ave.,  Brooklyn,  N.Y.  11220. 


HOUSE  PHYSICIAN,  IMMEDIATE  OPENING.  JCAH 
approved,  370  bed,  modem,  general  hospital  in  Virginia’s 
booming  Tidewater  area.  Attractive  salary  and  benefits; 
good  duty  schedules;  no  E.R.  coverage  required.  If 
foreign  trained,  must  be  ECFMG  certified.  Please  send 
resume  to  Administrator,  P.O.  Drawer  640,  Hampton, 
Virginia  23369. 
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PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  WANTED:  GENERAL  PRACTITipN- 

era,  internists  and  pediatricians  to  establish  practice  in  a 
progressive,  prosperous  and  peaceful  semi-rural  commun- 
ity of  35,000;  with  three  adjoining  villages,  and  a modem 
fully  air  conditioned,  90-bed  general  hospital,  with  con- 
struction of  an  adjoining  120-bed  nursing  home  under  way. 
Office  space  available.  Ideal  location  to  escape  the  pres- 
sures of  city  practice.  Call  or  write:  Donald  R.  Davidson, 
M.D.,  (315)  895-7454  or  Howard  E.  Collins,  Admin., 
Mohawk  Valley  General  Hospital,  Ilion,  New  York  13357. 
(315)  895-7454. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


PRACTICES  AVAILABLE 


PRACTICE  AVAILABLE:  TAKE  OVER  UROLOGIC 
practice,  medium-sized  city  upstate  New  York.  Gross 
over  $76,000.  Must  be  Board  qualified.  No  down  pay- 
ment. Excellent  office  and  hospital  equipment.  Avail- 
able immediately.  Box  934,  % NYSJM. 


SHIRLEY,  MONTAUK  HYWAY,  L.I.  MODERN,  8 
room  office  wing  equipped,  2 story  home,  business  zoned. 
No  doctor,  30,000  population  area.  $32,000.  Tell  it  to 
friends.  F.  Remy,  M.D.,  Greenport,  N.Y.  11944. 


ESTABLISHED  GENERAL  PRACTICE  AVAILABLE 
July  1,  1970.  Central  N.Y.  College  community  of  20,000. 
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age  41,  seeks  position  in  community  hospital  in  New  York 
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PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
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earnings  upwards  of  35M.  Box  937,  % NYSJM. 


LARGE  GROUND  FLOOR  PROFESSIONAL  APART- 
ment  for  doctor’s  group  or  clinic.  Five  rooms  plus;  floor 
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several  entrances;  potential  lab.  Two  doors  off  Park  Ave. 
on  elegant  tree-lined  street  in  upper  thirties.  For  further 
info,  write  Box  939,  % NYSJM. 
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street  level.  Very  reasonable.  Good  for  any  professional 
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EXCELLENT  QUEENS  VILLAGE  LOCATION.  5 
room  physician’s  suite  adjoining  ENT  office.  Rent  or  buy 
2 family  house  on  75  X 127  plot.  Also,  2 adjoining  houses, 
110  X 110  plot.  Can  arrange  several  medical-dental 
suites.  Commercial  zoning  permits  professional  building, 
nursing  home,  etc.,  construction.  Busy  area.  (212)  261- 
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building.  Medical  ophthalmologist,  etc.  needed.  Heavy 
traffic  area,  parking;  air  conditioning.  Call  (914)  357- 
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When 
moving  air 
is  too  much 
work- 

Bronkotahs 


Asthmatic  patients  often  work  too  hard  to 
move  too  little  air.  Maintenance  therapy  with 
Bronkotabs  can  improve  the  caliber  of 
small  airways  to  reduce  ventilatory  effort. 
Bronkotabs  dilates  the  bronchioles 
and  reduces  congestion,  thereby  helping 
to  combat  bronchospasm.  Bronkotabs 
thins  viscid  mucus  and  encourages 
the  expulsion  of  tenacious  plugs— 
increases  vital  capacity  and 
decreases  severity  of  symptoms. 

And,  sympathomimetic  side  effects 
with  Bronkotabs  are  minimal. 


To  lighten  the  workload  of  breathing 

Bronkotabs 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbltal  8 mg  (warning:  may  be  habit-forming); 
thenyldiamine  HCL  10  mg. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Recommended  Dosage:  One  tablet  every  3 or  4 hours  nc 
exceed  five  times  daily.  Children  over  6:  one  half  adult  c 
Precautions:  Sympathomimetic  side  effects  are  minimal, 
there  are  none  of  the  dangers  or  side  effects  associated 
steroid  therapy.  However,  frequent  or  prolonged  use 
cause  nervousness,  restlessness  or  sleeplessness.  Bronkc 
should  be  used  with  caution  in  the  presence  of  hyperten 
heart  disease  or  hyperthyroidism.  Drowsiness  may  occur 
tients  should  be  cautioned  not  to  drive  or  operate  machi 
when  taking  Bronkotabs. 

Supplied:  Bottles  of  100  and  1,000  scored  tablets. 


These  children  need  CARE 


Children  cry.  They  cry  when  they  need  to  be 
burped,  or  want  comfort  and  reassurance.  And 
around  the  world  there  are  warm  arms  that 
cuddle  little  people. 

But  not  in  South  Vietnam.  Children  cry 
here  from  the  rat-tat-tat  of  machine  guns  hid- 
den in  steaming  jungles.  They  cry  as  flames 
consume  homes,  and  parents  are  no  more.  They 
weep  for  the  world  and  cry  out  for  the  com- 
passion of  mankind. 

If  you  love  children,  help  CARE  to  aid 
these  small  members  of  the  human  family.  You 
have  it  in  your  power  to  cradle,  love  and  restore. 

Generous  American  and  Canadian  citi- 


zens have  enabled  CARE  to  send  vitally  needed 
aid  to  every  province  of  South  Vietnam.  The 
money  they  gave  has  been  spent  for  food  for 
those  who  have  no  food.  Homes  for  the  dis- 
placed. Educational  supplies  for  children 
whose  schools  have  been  destroyed.  Agricul- 
tural tools  to  enable  villages  to  grow  more  food. 
The  need  for  such  assistance  increases  daily. 

In  South  Vietnam,  the  children  cry  out. 
Can  you  close  your  ears  and  pass  by  on  the 
other  side? 

Won't  you  please  make  out  a check  or 
money  order  to  Publishers’  Children’s  Fund 
and  send  it  today  to: 


Publishers’  Children’s  Fund— Vietnam 
CARE,  Inc.,  660  First  Avenue,  New  York,  N.  Y.  10016 

(Contributions  are  tax  deductible) 


This  advertisement  appears  as  a public  service  as  part  of  a cooperative  program  sponsored  by  American  magazine  and  book  publishers. 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimctane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1, 15  mg.;  phenylpropanolamine  HCI,  15  mg. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications;  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sipusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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My  heart  beats  louder  at  night..." 


US 


IfMOW  ail  your 

.S.  Savings  Bonds  pay 
higher  interest. 


Now  it’s  official. 

Now  one  of  the  safest  investments 
in  the  world  brings  you  new  and 
higher  returns. 

Now  your  U.S.  Savings  Bonds 
pay  the  highest  interest  in  history: 
a full  5 per  cent  when  held  to 
maturity  of  5 years  and  10  months. 
(4%  the  first  year;  5.20%  thereafter 
to  maturity).  Previously,  these  bonds 
earned  you  only  4!4%  if  you  held 
them  for  seven  years. 

The  new  interest  began  June  1, 
1969.  So  all  of  the  bonds  you  own, 
no  matter  when  you  bought  them, 
have  been  collecting  higher  interest 
since  that  time. 

Th  ose  bonds  are  still  replaced  if 
lost,  stolen  or  burned. 

You  can  still  buy  them  through 
the  payroll  savings  or  a bond-a- 


month  plan. 

Regardless  of  your  other  invest- 
ments, can  you  think  of  any  easier, 
better,  or  safer  way  to  build  a nest 
egg  for  yourself? 

It’s  nice  to  know  that  you  are 
doing  a little  something  for  Uncle 
Sam,  too.  The  $52  billion  in  U.S. 
Savings  Bonds  now  outstanding  in 
the  hands  of  millions  of  Americans 
go  a long  way  toward  keeping  your 
country  financially  strong. 

There  never  was  a better  time 
to  take  stock 
America. 

There’samanat 
the  place  where 
you  work  who 
can  start  you  on 
the  Payroll  Sav- 
ings Plan  right  no\ 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed,  we  replace  them. 

When  needed,  they  can  be  cashed  at  your  bank.  Tax  may  be  deferred  until 
redemption.  And  always  remember,  Bonds  are  a proud  way  to  save. 

Take  stock  in  America. 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut 
but  they  are  often  a clear  indication  for 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 


effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full 
product  information.  The  following  is  a brief  precautionary 
statement. 

Contraindications:  Severe  central  nervous  system  depression, 
comatose  states  from  any  cause,  hypertensive  or  hypotensive 
heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously 
exhibited  a hypersensitivity  reaction  (e.g.,  blood  dyscrasias, 
jaundice)  to  phenothiazines.  Phenothiazines  are  capable  of 
potentiating  central  nervous  system  depressants  (e.g., 
anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy,  administer  only 
when  necessary. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia 
and/or  agranulocytosis  and  convulsive  seizures.  In  epileptic 
patients,  anticonvulsant  medication  should  also  be  maintained. 
Pigmentary  retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously  to  patients 
participating  in  activities  requiring  complete  mental  alertness 
(e.g.,  driving).  Orthostatic  hypotension  is  more  common  in 
females  than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 
Adverse  Reactions:  Central  Nervous  System— Drowsiness, 
especially  with  large  doses,  early  in  treatment;  infrequently, 
pseudoparkinsonism  and  other  extrapyramidal  symptoms; 
nocturnal  confusion,  hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous  System— Dryness 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting, 
diarrhea,  nasal  stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea,  inhibition  of 
ejaculation,  and  peripheral  edema.  — Dermatitis  and  skin 

eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovascular 
System— ECG  changes  (see  Cardiovascular  Effects  below). 

Other- A single  case  described  as  parotid  swelling. 


should  be  considered:  Autonomic  Reactions— Miosis,  obstipation 
anorexia,  paralytic  ileus.  Cutaneous  Reactions— Erythema, 
exfoliative  dermatitis,  contact  dermatitis.  Blood  Dyscrasias— 
Agranulocytosis,  leukopenia,  eosinophilia,  thrombocytopenia, 
anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions— 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma. 
Hepatotoxicity— Jaundice,  biliary  stasis.  Cardiovascular  Effects — 
Changes  in  terminal  portion  of  electrocardiogram,  including 
prolongation  of  Q-T  interval,  lowering  and  inversion  of 
T-wave,  and  appearance  of  a wave  tentatively  identified  as  a 
bifid  T or  a U wave  have  been  observed  with  phenothiazines, 
including  Mellaril  (thioridazine);  these  appear  to  be  reversible 
and  due  to  altered  repolarization,  not  myocardial  damage.  While 
there  is  no  evidence  of  a causal  relationship  between  these 
changes  and  significant  disturbance  of  cardiac  rhythm,  several 
sudden  and  unexpected  deaths  apparently  due  to  cardiac 
arrest  have  occurred  in  patients  showing  characteristic 
electrocardiographic  changes  while  taking  the  drug.  While 
proposed,  periodic  electrocardiograms  are  not  regarded  as 
predictive.  Hypotension,  rarely  resulting  in  cardiac  arrest. 
Extrapyramidal  Symptoms— Akathisia,  agitation,  motor  restlessne 
dystonic  reactions,  trismus,  torticollis,  opisthotonus,  oculogyric 
crises,  tremor,  muscular  rigidity,  and  akinesia,  occasionally 
persisting  for  several  months  or  years  especially  in  elderly 
patients  with  brain  damage.  Endocrine  Disturbances-Met\sUua\ 
irregularities,  altered  libido,  gynecomastia,  weight  gain,  false 
positive  pregnancy  tests.  Urinary  Disturbances—  Retention, 
incontinence.  0r/ws-Hyperpyrexia;  behavioral  effects 
suggestive  of  a paradoxical  reaction,  including  excitement, 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional 
states;  following  long-term  treatment,  a peculiar  skin-eye 
syndrome  marked  by  progressive  pigmentation  of  skin  or 
conjunctiva  and/or  accompanied  by  discoloration  of 
exposed  sclera  and  cornea;  stellate  or  irregular 
opacities  of  anterior  lens  and  cornea. 
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Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine  combining  the  accuracy  anc  wealth  of  expe- 
rience only  a reference  laboratory  can  provide  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you_have  the  Bio- 
chemical Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients . Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


j nave 

blOCHEMICAL 

PROCEDURES 

I^FILIATE  OF  MEAD  JOHNSOH 


screening;  "Select  Your  Own  Profile"— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


Eastern  Division 

1350  Liberty  Avenue 
Hillside.  Nevr  Jersey  07207 
From  Area  Code  201  Call  923-5301 

Outside  Area  Code  201  Call  Toll  Free  (800)  631-4223  SI270S 
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The  automatic 


( 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  w-ay  with  no  metabolic 
“bumps.” 

The  gradual,  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTH ROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It's  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50U  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK.  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS  TO  START 
YOUR  PATIENTS  ON  SYNTHROID. 

Ask  your  Flint  man. 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  sigrrs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hypcradrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
w ithout  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the-optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 
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Noses 
run  in  # 
families 


but  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
prompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 

Neo-Synephrine  has  been  so  dependable  for  so  long  — over 
30  years  — if  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
for  ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
to  he-man's  cold  or  baby’s  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  y4  % is  safe 
even  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
ciliary  activity  and  has  little  rebound  tendency.  Used  promptly, 
Neo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
children  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
and  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  ’/s  % for  infants,  '/4  % 
for  children,  V2  % for  adults.  Also  available:  Neo-Synephrine 
Compound  Cold  Tablets. 


Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 

has  them  all! 


a strength  for  all  ages 
for  congestion  of  all  stages 


WZ/ny/irop  Winthrop  laboratories.  New  York,  N Y.  10016 
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After  only  one  year: 

Administered 
to  more  people 
than  live  in 
\bnkers.* 


^ Injectable 

Garamycin 

gentamicin  I sulfate 

injection 


*An  estimated  208,000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  population  of  Yonkers  is  205,000. 
(Estimated  1969  figure  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 

See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 

Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections1,2 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections3 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving46 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.6 


Wounds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis7 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


Mounting  evidence  in  the  laboratory... 


Over  95%  gram-negative 
pathogens  sensitive: 


No  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

In  a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
geographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
month  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
cultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Pathogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

Garamycln 

Kanamycln 

Cephalothln 

Cephaloridlne 

Ampicillin 

Colistimethate 

Chloramphenicol  Tetracycline 

Klebsiella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1.026 

Aerobacter 

aerogenes 

959% 

2,739 

86.1% 

2,818 

53.5% 

2.985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2.883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4.608 

26.4% 

4,404 

Proteus, 

Indole-positive 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1.042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mlrablll s, 
indole-negative 

94.9% 

3,272 

90.1% 

3.378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coli 
and  all  other 
Escherichias 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13.086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30.830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Grani'POSitiVe  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagula  se-  positive 

97.4% 

1,548 

88.8% 

1.458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1.966 

Staph— S.  aureus , 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co..  Inc.,  Dedham.  Massachusetts  (mid-May  to  mid-August, 19691.6 
Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  hospitals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error.  The  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are,  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 
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gentamicin  I sulfate 
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gentamicin 


injection 


See  Clinical  Considerations  section  on  last  page. 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose 

(administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteria)+ 

Less  Severe 
0.8-1. 2 mg./ kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious  / Life- 
Threatenirig 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

Io  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg. /kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  GARAMYCIN  Injectable  is  clinically  effective  in 
infections  due  to  susceptible  strains  of  gram-negative  bac- 
teria, including  Pseudomonas  aeruginosa,  and  species  of 
indole-positive  and  indole-negative  Proteus,  Escherichia 
coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and 
to  determine  its  sensitivity  to  gentamicin  sulfate.  Sensitivity 
discs  of  the  drug  are  available  for  this  purpose.  If  the  sus- 
ceptibility tests  indicate  that  the  causative  organism  is  re- 
sistant to  gentamicin  sulfate,  other  appropriate  antibiotic 
therapy  should  be  instituted. 

IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT  BACTERIA 

BY  GENTAMICIN  SULFATE  (TUBE  DILUTION  STUDIES) 

No.  of  Strains 


No.  of  (%)  Inhibited  by:  No.  of 

Strains  4mcg./cc.  8mcg./cc.  In  Vitro 


BACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 

1,210 

1,200 

(99%)  1,206 

(99%) 

11 

Pseudomonas  aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and  indole- 
negative Proteus  species 

477 

210 

(«%) 

358 

(75%) 

12 

Klebsiella-Aerobacter 

species 

292 

205 

(70%) 

231 

(79%) 

10 

^Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10  mcg./cc. 
or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomo- 
nas aeruginosa,  Proteus  and  other  susceptible  organisms, 
with  due  regard  for  relative  antibiotic  toxicity.  Therefore, 
the  drug  should  be  considered  for  use  against  gram-negative: 
1.  Bacteremia;  2.  Infected  surgical  wounds;  3.  Severe  soft 
tissue  infections,  including  burns  complicated  by  sepsis; 
4.  Respiratory  tract  infections;  and  5.  Selected  cases  of  uri- 
nary tract  infection.  Contraindications:  GARAMYCIN  In- 
jectable is  contraindicated  in  individuals  with  a history  of  hy- 
persensitivity or  toxic  reactions  to  gentamicin.  Warnings: 
Patients  receiving  treatment  with  GARAMYCIN  should 
be  under  close  clinical  observation  because  of  the 
toxicity  associated  with  the  use  of  this  drug.  Oto- 
toxicity, vestibular  and  auditory,  can  occur  in  pa- 
tients, primarily  those  with  pre-existing  renal  dam- 
age, treated  with  GARAMYCIN  Injectable,  usually  for 


mended.  GARAMYCIN  Injectable  is 
potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is 
used  in  patients  with  pre-existing  renal  impair- 
ment. Kidney  function  diminished  by  infection  of  the 
upper  urinary  tract  may,  however,  improve  during  effective 
treatment  with  GARAMYCIN  Injectable.  Concurrent  adminis- 
tration of  potentially  ototoxic  drugs  such  as  streptomycin  and 
kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
myxin, colistin,  and  kanamycin  with  gentamicin  sulfate  has 
not  been  shown  to  afford  any  clinical  advantages  and,  more- 
over may  result  in  additive  toxicity.  Monitoring  of  vestibular, 
cochlear,  and  renal  function  will  provide  guidance  for  ther- 
apy in  such  cases.  Precautions:  In  patients  with  impaired 
renal  function  in  whom  serious  infection  develops,  serum 
concentrations  of  the  drug  may  rise,  with  consequently  in- 
creased risk  of  ototoxicity.  In  these  patients  or  in  those  in 
whom  recommended  dosage  or  duration  of  therapy  must  be 
exceeded  as  a life-saving  measure,  routine  studies  of  kidney 
function  should  be  performed  when  possible.  These  may  be 
supplemented  by  evaluation  of  the  vestibular  and  auditory 
function  and  measurement  of  serum  concentration  of  the 
drug  when  feasible.  Serum  concentrations  of  gentamicin 
should  be  maintained  below  the  range  of  10-12  meg./ ml. 
to  reduce  risk  of  ototoxicity.  Ordinarily,  treatment  should 
not  be  given  for  more  than  7 to  10  days  or  be  repeated 
unless  required  for  serious  infection  not  responsive  to 
other  agents.  As  with  other  antibiotics,  treatment  with 
GARAMYCIN  Injectable  may  occasionally  result  in  overgrowth 
of  nonsensitive  organisms.  If  superinfection  occurs,  appropri- 
ate therapy  is  indicated.  Safety  for  use  in  pregnancy  or  the 
potential  for  fetal  ototoxicity  or  nephrotoxicity  have  not  been 
established.  Studies  in  pregnant  animals  have  not  revealed 
teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in 
women  of  childbearing  age  unless  its  use  is  deemed  advisable 
by  the  physician.  Adverse  Reactions: The  overall  incidence  of 
ototoxicity  considered  related  to  treatment  with  GARAMYCIN 
Injectable  was  2.8  per  cent  (16  of  565  patients).  Contributory 
factors  (two  or  more  factors  were  relevant  to  most  patients) 
were  as  follows:  10  had  azotemia,  10  received  a total  of 
1 gram  or  more  of  the  drug,  7 had  recently  received  other 
potentially  ototoxic  antibiotics  (streptomycin  or  kanamycin), 
and  5 were  over  60  years  of  age.  Six  also  had  decreased 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal 
in  the  4 patients  retested.  Analysis  of  BUN  data  indicated 
that  4 (2%)  of  172  patients  showed  increases  in  BUN  that 
were  probably  related  to  treatment  with  GARAMYCIN  In- 
jectable. Of  20  increases  probably  or  possibly  related  to 
treatment,  7 were  reversible,  9 occurred  in  terminal  patients, 
and  4 had  no  follow-up.  Other  adverse  reactions  associated 
with  treatment  were  one  instance  each  of  urticaria,  decreased 
hematocrit,  and  reversible  depression  of  granulocytes  with 
normal  bone  marrow.  Other  rarely  reported  and  possibly 
treatment-related  adverse  reactions  were  anemia,  increased 
reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension, 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased 
transaminase  activity  (SGOT  or  SGPT),  increased  serum 
bilirubin,  decreased  serum  calcium,  and  joint  pain.  Pack- 
aging: GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple- 
dose  vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.:  Gentami- 
cin in  gram-negative  urinary  and  pulmonary  infections.  Arch. 
Int.  Med.  114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Arm- 
strong, D.,  and  Smith,  J.  K.:  Gentamicin  in  the  treatment  of 
pulmonary  infections,  J.  Infect.  Dis.  119:483,  1969.  (3)  Cox, 
C.  E.:  Gentamicin,  a new  aminoglycoside  antibiotic:  Clinical 
and  laboratory  studies  in  urinary  tract  infections,  J.  Infect. 
Dis.  119:486,  1969.  (4)  Groll,  E.:  Clinical  experience  with 
gentamicin,  data  from  12  German  clinics,  in  Gentamicin: 
First  International  Symposium,  Paris,  January  1967,  Lu- 
cerne, Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.: 
Laboratory  and  clinical  investigation  of  gentamicin,  ibid., 
pp.  62-74.  (6)  Medeiros,  A.  E.:  Discussion,  J.  Infect.  Dis. 
719:533,  1969.  (7)  Polk,  H.:  Discussion,  J.  Infect.  Dis.  119:529, 
1969.  (8)  Three-month,  nationwide  hospital  audit  by  R.  A. 
Gosselin  and  Co.,  Inc.,  Dedham,  Massachusetts  (mid-May  to 
mid-August,  1969). 

*Dosage  in  this  investigational  study  was  less  than  now 
recommended  in  Package  Insert.  For  more  complete  pre- 
scribing details,  consult  package  insert  or  Physicians' 
Desk  Reference.  Schering  literature  is  also  available 
from  your  Schering  Representative  or  Medical  Ser- 
vices Department,  Schering  Corporation,  Union,  New 


In  Cerebrovascular  Insufficiency,  help  clear  the 


with 


MENIC 


u.i.i 

»*  ft  r 


pentylenetetrazole  100  mg. 
nicotinic  acid  50  mg. 


□ Increases  blood  flow  and 
oxygen  supply  to  the  brain 

Helps  alleviate  the  senility 
syndrome  as  it  reduces  mental 
confusion  . . . improves  memory, 
outlook,  and  social  behavior 


Dosage:  2 tablets  t.i.d.,  p.c. 

Side  effect:  In  rare  cases  a nicotinic  acid 
pruritus,  which  abates  promptly  upon 
withdrawal  of  medication. 

Precaution:  Use  with  caution  in  patients  with 
known  low  convulsive  thresholds. 

Write  for  samples  and  literature. 

GERIATRIC  Pharmaceutical  Corp. 

397  Jericho  Turnpike,  Floral  Park,  N.  Y.  11002 
Pioneers  in  Geriatric  Research 


24th  Consecutive  Offering 
Apache  Oil  & Gas  Program  1970 

A Limited  Partnership  Accorded  Tax  Benefits 
of  Oil  Exploration  Investments  NEW  ISSUE  $27,000,000 


Offered  where  state  laws  permit  at 
$15,000  per  unit  or  in  any  multiple  of 
$5,000.  This  announcement  is  neither  an 
offer  to  sell  nor  a solicitation  of  an  offer 
to  buy  any  of  these  shares  The  offer  is 
made  only  by  the  prospectus. 


APACHE  CORPORATION 
Boston  • Chicago  • Detroit 
Minneapolis  • New  York  • 
Louis  • Washington,  D.C. 

Oil  Exploration 
Management 


MY  TAX  BRACKET  IS  50%  OR  HIGHER -SEND  PROSPECTUS 

Including  information  about  tax  incentive  provisions. 

NAME 


ADDRESS. 
CITY 


.STATE. 


.ZIP. 


TELEPHONE 

Send  coupon  to:  APACHE  OIL  & GAS  PROGRAMS.  INC. 

A Subsidiary  of  Apache  Corporation 
1925  Foshay  Tower,  Minneapolis,  Minn. 


55402 


Officers 


Medical  Society  of 
the  State  of  Nciu  York 


Walter  Scott  Walls,  M.D.,  Erie 
Walter  T.  Heldmann,  M.D.,  Richmond 
George  Himler,  M.D.,  New  York 
G.  Rehmi  Denton,  M.D.,  Albany 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 
Irving  L.  Ershler,  M.D.,  Onondaga 
George  T.  C.  Way,  M.D.,  Dutchess 


President 
Past  President 
Pres  ident- Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1971 

Arthur  H.  Diedrick,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1972 
Lynn  R.  Callin,  M.D.,  Monroe 
Richard  D.  Eberle,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 

Term  Expires  1973 
John  H.  Carter,  M.D.,  Albany 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Paul  M.  De  Luca,  M.D.,  Broome 
Ralph  S.  Emerson,  M.D.,  Nassau 

Trustees 

Waring  Willis,  M.D.,  Westchester, 

Chairman 

James  M.  Blake,  M.D.,  Schenectady 
Milton  Helpern,  M.D.,  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  New  York 
Walter  T.  Heldmann,  M.D.,  Richmond 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  J.D., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Gretchen  Wunsch,  Executive  Assistant 

William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
James  F.  Higgins,  M.D.,  Director, 

Division  of  Occupational  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Services 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 
Harry  D.  Kruse,  M.D.,  Director, 

Division  of  Research  and  Planning 

Legal  Counsel 

William  F.  Martin,  J.D.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

Frank  W.  Appleton,  2 Park  Avenue,  New 
York,  New  York  10016 

Tel:  212  MUrray  Hill  4-3211 


1718 


SCIENTIFIC  PROGRAM  COMMITTEES  1970-1971 


SCIENTIFIC  PROGRAM  COMMITTEE 
Chairman,  Bernard  J.  Pisani,  M.D. 

750  Third  Avenue 

New  York,  New  York  10017 

Associate  Chairmen 
Vaughan  C.  Mason,  M.D.,  New  York  City 
P.  Frederic  Metildi,  M.D.,  Rochester 
WILLIAM  B.  Rawls,  M.D.,  New  York  City 
Maxwell  Spring,  M.D.,  The  Bronx 
Joseph  R.  Wilder,  M.D.,  New  York  City 
Director,  Norman  S.  Moore,  M.D. 

Division  of  Scientific  Activities 

750  Third  Avenue 

New  York,  New  York  10017 

CHAIRMEN  OF  SECTIONS 

Allergy 

Chairman,  Robert  B.  Beede,  M.D.,  Utica 
Vice-Chairman,  Earl  B.  Brown,  M.D.,  New 
York  City 

Secretary,  Samuel  Bloom,  M.D.,  Brooklyn 
Delegate,  Robert  E.  Reisman,  M.D.,  Buffalo 

Anesthesiology 

Chairman,  Kenneth  A.  Kelly,  M.D.,  Buffalo 
Vice-Chairman,  Louis  S.  Blancato,  M.D.,  New 
York  City 

Secretary,  Gertie  F.  Marx,  M.D.,  The  Bronx 
Delegate,  Victor  J.  Tofany,  M.D.,  Rochester 

Chest  Diseases 

Chairman,  Pasquale  Ciaglia,  M.D.,  Utica 
Vice-Chairman,  Nathaniel  E.  Reich,  M.D., 
Brooklyn 

Secretary,  Harry  Golembe,  M.D.,  Liberty 
Delegate,  Arthur  Q.  Penta,  M.D.,  Schenec- 
tady 

Dermatology  and  Syphilology 

Chairman,  Charles  P.  DeFeo,  M.D.,  New  York 
City 

Vice-Chairman,  Edward  F.  Gudgel,  M.D.,  Ton- 
awanda 

Secretary,  Saul  Blau,  M.D.,  New  York  City 
Delegate,  Joseph  J.  Russo,  M.D.,  Albany 

Gastroenterology  and  Proctology 

Chairman,  Richard  M.  Alexander,  M.D.,  Great 
Neck 

Vice-Chairman,  James  F.  Phillips,  M.D.,  Buf- 
falo 

Secretary,  Bertram  A.  Portin,  M.D.,  Buffalo 
Delegate,  Michael  J.  Lepore,  M.D.,  New  York 
City 


General  Practice 

Chairman,  A.  John  Merola,  M.D.,  North  Syra- 
cuse 

Vice-Chairman,  Alan  L.  Goldberg,  M.D.,  The 
Bronx 

Secretary,  James  R.  Nunn,  M.D.,  Amherst 
Delegate,  M.  Theodore  Tanenhaus,  M.D., 
Brooklyn 

Industrial  Medicine  and  Surgery 

Chairman,  Michael  A.  YOUNG,  M.D.,  Rochester 
Vice-Chairman,  James  G.  Wall,  M.D.,  New 
York  City 

Secretary,  Robert  C.  Kessler,  M.D.,  Rochester 
Delegate,  Thomas  J.  Doyle,  M.D.,  New  York 
City 

Internal  Medicine 

Chairman,  Robert  Schwinger,  M.D.,  Forest 
Hills 

Vice-Chairman,  Robert  M.  Kohn,  M.D.,  Buf- 
falo 

Secretary,  David  S.  Gerbarg,  M.D.,  Kingston 
Delegate,  John  R.  Williams,  M.D.,  Rochester 

Medical-Legal  and  Workmen’s 
Compensation  Matters 

Chairman,  Max  N.  Howard,  M.D.,  New  York 
City 

Vice-Chairman,  Elliott  M.  Gross,  M.D.,  New 
York  City 

Secretary,  Mario  E.  Stella,  M.D.,  New  York 
City 

Delegate,  Robert  Katz,  M.D.,  New  York  City 

Neurology  and  Psychiatry 

Chairman,  Milton  Tarlau,  M.D.,  Kew  Gardens 
Vice-Chairman,  Wilfred  Dorfman,  M.D., 
Brooklyn 

Secretary,  David  Green,  M.D.,  Albany 
Delegate,  Charles  F.  Nicol,  M.D.,  Kenmore 

Obstetrics  and  Gynecology 

Chairman,  Arnold  N.  Fenton,  M.D.,  Great 
Neck 

Vice-Chairman,  Paul  K.  Birtch,  M.D.,  Buf- 
falo 

Secretary,  William  F.  Finn,  M.D.,  Manhasset 
Delegate,  Donald  W.  Hall,  M.D.,  Buffalo 

Ophthalmology 

Chairman,  Richard  C.  Troutman,  M.D.,  New 
York  City 
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Loridine  I.M. 

Cephaloridine 


1.5to3Gm.daily 
successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 

wound  infections 

infections  following  compound  fractures 
urinary  tract  infections 

• broad-spectrum  activity 
•relatively  painless  I.M.  injection 

• logical  I.M.  follow-up  to  I.  V. 
cephalosporin  therapy 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment,  discontinue  therapy  with  Loridine. 


000904 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestina!  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g„  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renai  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  he  discontinued. 
Cephaloridine  should  not  he  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light, 
extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfeclions  may  develop  with  organ- 
isms not  in  (lie  spectrum  of  Loridine,  par- 
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Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  he  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
tei  iuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  /n/ec/ion- Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  Heated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac- 
teremia) or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti- 
ble organisms,  500  mg.  to  1.5  Gm.  per  day 
may  suffice;  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Secretary,  William  M.  McCarty,  M.D.,  Troy 
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York  City 

Otolaryngology 
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Secretary,  David  B.  Stark,  M.D.,  Syracuse 
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Secretary,  Norman  E.  Leeds,  M.D.,  The  Bronx 
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Thomas  Henry  Argue,  M.D.,  of  Corning,  died 
on  April  13  at  the  age  of  seventy.  Dr.  Argue 
graduated  in  1924  from  Harvard  University 
Medical  School.  He  was  an  honorary  surgeon 
at  Corning  Hospital.  Dr.  Argue  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  Steuben  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ralph  Steven  Banay,  M.D.,  of  Ossining  and  New 
York  City,  died  on  May  15  at  the  age  of  sev- 
enty-three. Dr.  Banay  received  his  medical  de- 
gree from  the  University  of  Budapest  in  1920. 
A former  director  of  Sing  Sing  Prison’s  Psy- 
chiatric Clinic  he  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psy- 
chiatric Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Herman  Ben,  M.D.,  of  Rockville  Cen- 
tre, died  on  May  18  at  the  age  of  seventy-one. 
Dr.  Ben  received  his  medical  degree  from  the 
University  of  Cologne  in  1923.  He  was  a gen- 
eral practitioner  on  the  medical  staff  at  South 
Nassau  Communities  Hospital  (Oceanside). 
Dr.  Ben  was  a member  of  the  American 
Academy  of  General  Practice,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Cooper,  M.D.,  of  New  York  City,  died 
on  May  19  at  the  age  of  sixty-one.  Dr.  Cooper 
graduated  in  1933  from  Long  Island  College 
of  Medicine.  He  was  a consulting  orthopedic 
surgeon  at  Long  Island  Jewish  and  Beth  Israel 
Hospitals  and  an  attending  orthopedic  surgeon 
at  the  Hospital  for  Special  Surgery  and  The 
New  York  Hospital.  Dr.  Cooper  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic  Sur- 
gery, a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons,  the  American  Ortho- 
paedic Association,  the  American  Academy  of 
Neurology,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Vaughn  Webster  Dutton,  M.D.,  of  Utica,  died 
on  May  15  at  the  age  of  seventy-five.  Dr.  Dut- 
ton graduated  in  1917  from  Syracuse  Univer- 
sity College  of  Medicine.  He  was  a member  of 
the  Utica  Academy  of  Medicine,  the  Oneida 


County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Camfield  Emerson,  M.D.,  of  Rome,  died 
on  May  18  at  the  age  of  seventy-six.  Dr. 
Emerson  graduated  in  1925  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  Rome  Hos- 
pital and  Murphy  Memorial  Hospital.  Dr. 
Emerson  was  a member  of  the  American 
Academy  of  General  Practice,  the  Rome 
Academy  of  Medicine,  the  Oneida  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Irving  Epstein,  M.D.,  of  New  York  City,  died 
on  February  16  at  the  age  of  seventy-four.  Dr. 
Epstein  graduated  in  1919  from  University  and 
Bellevue  Hospital  Medical  College. 

Heinz  Hartmann,  M.D.,  of  New  York  City,  died 
on  May  17  at  the  age  of  seventy-five.  Dr.  Hart- 
mann received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1920.  He  was  a member 
of  the  American  Psychiatric  Association,  the 
American  Psychoanalytic  Association,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Henry  Hirsch,  M.D.,  of  New  York  City,  died  on 
February  11  at  the  age  of  eighty-nine.  Dr. 
Hirsch  graduated  in  1903  from  Long  Island 
College  Hospital.  He  was  an  honorary  roent- 
genologist at  St.  Elizabeth’s  Hospital.  Dr. 
Hirsch  was  a Diplomate  of  the  American  Board 
of  Radiology  (Roentgenology)  and  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gladstone  Hodge,  M.D.,  of  Brooklyn,  died  on 
May  9 at  the  age  of  fifty-five.  Dr.  Hodge 
graduated  in  1948  from  Meharry  Medical  Col- 
lege. He  was  an  assistant  attending  surgeon 
at  Harlem  Hospital  Outpatient  Department,  an 
associate  attending  surgeon  at  Unity  Hospital, 
and  an  attending  surgeon  at  Greenpoint  Hos- 
pital. Dr.  Hodge  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Adna  Sawyer  Jones,  M.D.,  of  Dundee,  died  on 
April  6 at  the  age  of  eighty-seven.  Dr.  Jones 
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Twas  a shame  about  Harry  Van  Lear 
His  vacation  was  ruined  by  diarrhea. 
Got  tenesmus  and  spasm, 

At  Ausable  Chasm. 

Send  Donnagel  with  himthisyear. 


I raveler  s Diarrhea  with  cramping,  tenesmus  and  nausea 
can  cast  a wet  blanket  on  the  best  laid  vacation  plans. 

So  send  along  Donnagel  to  treat  the  whole  diarrhea 
problem.  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  It  also  provides  the  belladonna 
alkaloids  to  help  control  hypermotility  in  the  GI  tract, 
thereby  relieving  the  discomforts  which  so  often 
accompany  diarrhea.  When  you  prescribe  Donnagel, 
you  can  be  sure  your  patients  are  getting  the 
antidiarrheal  and  the  antispasmodic  in  the  same  dose. 

Certainly  it’s  less  expensive  and  more  convenient 
than  taking  along  two  medications.  And  the  dosage  is 
lower  too.  Donnagel  is  available  in  the  handy  4-ounce 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


Each  fluid  ounce  contains: 

Kaolin,  6 Cm.:  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg 
Atropine  sulfate, 0.0 194  mg.;  Hyoscine  hydrobromide, 0.0065  mg. 
Sodium  benzoate  (preservative), 60  mg.;  Alcohol,  3.8%. 

/4'H  f^OBINS  A.  H.  Robins  Company,  Richmond,  Va.  23220 


\ 


Go  through  this 


•4 


every  day? 


I just  can’t. 


\ 


At  best,  convalescence  is  a trying  time.  To  an  anxious 
patient,  a protracted  recovery  period  following  medical  or 
surgical  procedures  can  be  one  of  torment  and  frustration. 
And  symptoms  of  anxiety-insomnia,  lack  of  cooperation, 
even  hostility  — may  actually  impede  the  healing  process. 

Physicians  for  almost  1 5 years  have  incorporated  Equanil 
(meprobamate)  Wyeth  into  the  after-care  regimen  of  many 
patients.  By  helping  relieve  anxiety  and  tension,  Equanil 
can  improve  the  patient's  outlook.  And,  by  extension, 

benefit  him  physically. 


#1® 

hlquanil 

(meprobamate) 


dermatitis  following  intermittent  use  of  meprobamate 
with  prednisolone  nas  been  reported  If  allergic  reactio 
occurs,  meprobamate  should  be  stopped  and  not  re- 
instituted  Severe  reactions,  observed  very  rarely,  mclu 
angioneurotic  edema,  bronchial  spasms,  fever,  faintinc 
spells,  hypotensive  crises  Cl  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  C 1 case)  and  hyperthermia  Tree 
symptomatically  as  with  epinephrine  antihistamine  anc 
possibly  hydrocortisone  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  heme 
lytic  anemia  have  occurred  rarely  almost  always  in 
presence  of  known  toxic  agents  A few  cases  of  leukope 
usually  transient,  have  been  reported  on  continuous 
administration 

Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit 
mal  Extremely  large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern  Impairment  of  accommo 
tion  and  visual  acuity  has  been  reported  rarely  After 
excessivedosagefor  weeks  or  months  withdraw  gradu 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment 
symptoms  (insomnia,  severe  anxiety,  anorexia)  Abrup 
discontinuanceofexcessivedoses  has  sometimes  resu 
in  vomiting,  ataxia,  tremors,  muscle  twitching  and 
epileptiform  seizures  Prescribe  very  cautiously  and  in 
small  amounts  for  patients  with  suicidal  tendencies 
Suicidal  attempts  have  resulted  in  coma,  shock,  vaso- 
motor and  respiratory  collapse  and  anuria  Excessive 
doses  have  resulted  in  prompt  sleep,  reduction  of  blooi 
pressure,  pulse  and  respiratory  rates  to  basal  levels;  an 
occasionally  hyperventilation  Treat  with  immediate  gast 
lavage  and  appropriate  symptomatic  therapy.  (CNS 
stimulants  and  pressor  amines  as  indicated  ) Doses 
above  2400  mg  /day  are  not  recommended 

Composition;  Tablets.  200  mg  and  400  mg  mepro- 
bamate Coated  Tablets  WYSEALS®  EOUANIL  (mepr< 
bamate)  400  mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth  ) Continuous-Release 
Capsules,  EOUANIL  L-A  (meprobamate)  400  mg 

Wyeth  Laboratories  Philadelphia,  Pa. 


Indications:  For  use  in  management  of  anxiety  and  ter 
sion  occurring  alone  or  as  accompanying  symptom  cc 
plex  to  medical  and  surgical  disorders  and  procedure; 
Though  not  a hypnotic  fosters  normal  sleep  through 
antianxiety  and  related  muscle  relaxant  properties 

Contraindications:  History  of  sensitivity  to  meprobamj 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed  especially  for  patients  prone  to 
overdose  themselves  Excessive  prolonged  use  has  b< 
reported  to  result  in  dependence  or  habituation  in  sus- 
ceptible persons,  as  alcoholics,  ex  addicts  and  other 
severe  psychoneurotics  After  prolonged  excessive  do 
age  reduce  dosage  gradually  to  avoid  possibly  severe 
withdrawal  reactions  Abrupt  discontinuance  of  excess 
doses  has  sometimes  resulted  in  epileptiform  seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and  impairment 
of  judgment  and  coordination 

Reduce  dose  if  drowsiness  ataxia  or  visual  disturbanci 
occurs,  it  persistent  patients  should  not  operate  vehick 
or  dangerous  machinery 

Side  Effects  include  drowsiness,  usually  transient  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS  stim 
lants  (amphetamine  mephentermme  sulfate)  are  de- 
sirable Allergic  or  idiosyncratic  reactions  are  rare,  but 
such  reactions,  sometimes  severe,  can  develop  in  pati« 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate  Previous  history  of  allergy 
may  or  may  not  be  related  to  incidence  of  reactions  M 
reactions  are  characterized  by  itchy  urticarial  or  erythe 
tous  maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with  cu- 
taneous petechiae,  ecchymoses  peripheral  edema  an 
fever  have  been  reported  One  fatal  case  of  bullous 
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graduated  in  1908  from  Jefferson  Medical  Col- 
lege of  Philadelphia.  He  was  an  honorary 
physician  at  the  Soldiers  and  Sailors  Memorial 
Hospital  (Penn  Yan).  Dr.  Jones  was  a mem- 
ber of  the  Yates  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Max  Bernard  Kampf,  M.D.,  of  The  Bronx,  died 
on  May  9 at  the  age  of  seventy-two.  Dr.  Kampf 
graduated  in  1921  from  Fordham  University 
School  of  Medicine.  He  was  a consulting  der- 
matologist at  Fordham  Hospital  and  Union 
Hospital  of  The  Bronx.  Dr.  Kampf  was  a 
member  of  the  American  Academy  of  Derma- 
tology, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Theodore  Kassel,  M.D.,  of  Brooklyn,  died 
on  April  26,  1969,  at  the  age  of  sixty-five.  Dr. 
Kassel  graduated  in  1930  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. 

William  Levine,  M.D.,  of  Brooklyn,  died  on  May 
20  at  the  age  of  seventy-five.  Dr.  Levine  grad- 
uated in  1920  from  Long  Island  College  Hos- 
pital. He  was  director  emeritus  in  obstetrics 
and  gynecology  at  Brookdale  Hospital  Center, 
a consulting  gynecologist  at  Metropolitan  Jew- 
ish Hospital,  and  a consulting  obstetrician  and 
gynecologist  at  Coney  Island  Hospital.  Dr. 
Levine  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecol- 
ogists, and  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lester  Lipson,  M.D.,  of  Monticello,  died  on 
April  1 at  the  age  of  sixty-three.  Dr.  Lipson 
graduated  in  1933  from  Louisville  Medical  Col- 
lege. He  was  an  attending  physician  at  Monti- 
cello Hospital  and  a consulting  physician  at  El- 
lenville  Community,  Liberty-Loomis,  and  Lib- 
erty Maimonides  Hospitals.  Dr.  Lipson  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  Academy  of 
Medicine,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Society  of 
Internal  Medicine,  the  Sullivan  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Milton  J.  Marmer,  M.I).,  of  Flushing,  died  on 
May  5.  Dr.  Marmer  graduated  in  1937  from 
the  University  of  Michigan  Medical  School.  He 
had  been  an  associate  attending  anesthesiologist 
at  City  Hospital  Center  at  Elmhurst  and  Metro- 
politan Hospital  and  physician-in-charge  of 
Pain  Clinic  at  Welfare  Island  Dispensary.  Dr. 


Marmer  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  Amer- 
ican College  of  Anesthesiologists,  and  a member 
of  the  American  Society  of  Anesthesiologists, 
Inc.,  and  the  New  York  State  Society  of  Anes- 
thesiologists. 

Frank  Raymond  Mazzola,  M.D.,  of  Jamaica  Es- 
tates, died  on  May  11  at  the  age  of  seventy- 
three.  Dr.  Mazzola  graduated  in  1922  from 
Long  Island  College  Hospital.  He  was  a con- 
sulting physician  in  internal  medicine  at  Mary 
Immaculate  Hospital  and  Queens  Hospital  Cen- 
ter. Dr.  Mazzola  was  a Diplomate  of  the  Amer- 
ican Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Cardiology,  and  a 
member  of  the  International  Society  of  Internal 
Medicine,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herman  Nunberg,  M.D.,  of  New  York  City,  died 
on  May  21  at  the  age  of  eighty-six.  Dr.  Nun- 
berg received  his  medical  degree  from  the  Uni- 
versity of  Zurich  in  1910.  He  was  a member 
of  the  American  Psychiatric  Association,  the 
American  Psychoanalytic  Association,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Seymour  Harold  Rinzler,  M.D.,  of  New  York 
City,  died  on  May  19  at  the  age  of  fifty-six. 
Dr.  Rinzler  graduated  in  1938  from  New  York 
University  School  of  Medicine.  He  was  an  at- 
tending physician  and  physician-in-charge  of 
the  Adult  Cardiac  Service  at  Beth  Israel  Hos- 
pital, an  assistant  attending  physician  at  Belle- 
vue and  The  New  York  Hospital,  and  director 
of  the  Department  of  Health’s  Bureau  of  Nu- 
trition. Dr.  Rinzler  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Cardio- 
vascular Diseases),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
American  Rheumatism  Association,  the  Society 
for  Experimental  Biology  and  Medicine,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Clifford  William  Sorgues,  M.D.,  of  Syracuse, 
died  on  May  13  at  the  age  of  seventy-six.  Dr. 
Sorgues  graduated  in  1921  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a senior 
surgeon  at  Community-General  Hospital  of 
Greater  Syracuse.  Dr.  Sorgues  was  a member 
of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bergliot  Stromsoe,  M.I).,  of  New  York  City, 
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died  on  December  4,  1969,  at  the  age  of  seventy- 
two.  Dr.  Stromsoe  graduated  in  1930  from  the 
University  of  Virginia  School  of  Medicine. 

John  Hamilton  Telfair,  M.D.,  retired,  of  New 
York  City  and  Yonkers,  died  on  May  7 at  the 
age  of  ninety-one.  Dr.  Telfair  graduated  in 
1901  from  Long  Island  College  Hospital.  He 
was  an  honorary  obstetrician  at  Fordham  and 
Yonkers  General  Hospitals.  Dr.  Telfair  was  a 
member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  Obstetrical  Society,  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Fred  H.  Voss,  M.D.,  of  Phoenicia,  died  on  April 
j 24  at  the  age  of  eighty.  Dr.  Voss  graduated  in 
1918  from  Long  Island  College  Hospital.  He 
j was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  Col- 
lege of  Physicians,  a Fellow  of  the  American 
College  of  Gastroenterology,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  Ulster 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Louis  Miles  Wiener,  M.D.,  of  Jackson  Heights, 
died  on  May  11  at  the  age  of  sixty-six.  Dr. 
Wiener  graduated  in  1930  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  an 
attending  physician  at  Physicians  Hospital. 
Dr.  Wiener  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Herman  B.  Zurrow,  M.D.,  of  New  York  City, 
died  on  May  6 at  the  age  of  sixty-two.  Dr. 
Zurrow  graduated  in  1933  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  an  attending  physician  and  di- 
rector of  medicine  at  Hebrew  Hospital  for  the 
Chronic  Sick.  Dr.  Zurrow  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Geriatrics  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Choloxin 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  pectoris;  his- 
tory of  myocardial  infarction;  cardiac  arrhythmia  or  tachy- 
cardia. either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED,  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII.  VIII.  IX,  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED,  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childhearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
be  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed,  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop, 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2°/o  incidence),  arrhythmia  (0.5°  o),  myocardial 
ischemia  (<0.1%>),  cardiomegaly  (<0.1°  o),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2°  o).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  A few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  l°/o.  Headache,  changes  in  libido,  hoarse- 
ness, tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  I"  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  l°/o  of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3°/o. 

DOSAGE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  tif  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemia  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg./kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg. /kg.,  to  be  increased  in  0.05  mg./kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 
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Success  is  always  sweet. 

But  it  isn’t  always  that  easy 
to  handle  hypercholesterolemia. 
Start  with  a low-cholesterol, 
low-saturated  fat  diet.  It  may 
not  be  enough.  Here’s  where 
cholesterol-lowering  choloxin® 
(sodium  dextrothyroxine)  can 
help  in  euthyroid,  non-cardiac 
patients.  And  it’s  effective. 


choloxin  brings  high  serum 
cholesterol  down  15-35%  in 
most  hypercholesterolemic  pa- 
tients, keeps  it  down  in  over 
90%  of  these  patients  (those 
with  Fredrickson-Levy  Type  II 
or  III  hyperlipidemia),  choloxin 
is  taken  in  convenient  once-a- 
day  doses.  Practical  for  long- 
term therapy.  So  it’s  easier 


for  patients  who  forget  to 
remember. 

That’s  success! 

Everything  you’ll  want  to 
know  about  choloxin  may  not 
be  covered  here.  For  samples, 
literature  or  additional  informa- 
tion, write  or  call  your  Flint 
man. 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether  drug-induced 
lowering  of  serum  cholesterol  or  other  lipid  levels  has  a detrimental,  a bene- 
ficial, or  no  effect  on  the  morbidity  or  mortality  due  to  atherosclerosis  or 
coronary  heart  disease.  Several  years  will  be  required  before  current  investiga- 
tions can  yield  an  answer  to  this  question. 


Choloxin* 

(sodium  dextrothyroxine) 


Books  Reuieiued 


Liver  Biopsy  Interpretation.  By  Peter  J. 
Scheuer,  M.D.  Quarto  of  138  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins 
Company.  1968.  Cloth,  $15.50. 

The  liver  is  the  largest  solid  organ  in  the 
body  but  all  its  functions  are  not  completely 
known.  The  knowledge  of  its  pathology  and 
physiology  has  been  greatly  enhanced  by  the 
modern  method  of  needle  biopsy.  Dr.  Peter  J. 
Scheuer  has  made  a comprehensive  study  of 
needle  biopsy  and  its  interpretation.  He  has 
achieved  an  international  reputation  in  taking 
and  interpreting  needle  biopsies. 

At  times  it  becomes  important  to  determine 
the  pathology  especially  before  surgery.  It 
takes  an  expert  pathologist  to  determine  the 
changes  in  the  cells  and  their  structure.  When 
taking  the  needle  biopsy,  one  must  be  certain  to 
go  in  the  right  area,  (if  too  high  the  lungs  may 
be  punctured,  often  with  fatal  results).  There 
is  also  danger  of  bleeding  in  the  liver  if  a good 
sized  blood  vessel  is  punctured. 

This  book  contains  good  instructions  for  tak- 
ing the  biopsy,  preserving  and  mounting  the 
material,  and  how  to  read  the  microscopic  ma- 
terial. It  is  fully  illustrated  with  excellent  pic- 
tures. Dr.  Scheuer  included  studies  with  the 
electric  microscope.  This  book  is  necessary  for 
any  active  practitioner  of  medicine,  the  special- 
ist, and  the  surgeon.  Reuben  Finkelstein, 
M.D. 

A Guide  to  Dermatohistopathology.  By  Her- 
mann Pinkus,  M.D.,  and  Amir  H.  Mehregan, 
M.D.  Quarto  of  546  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1969.  Cloth, 
$20. 

This  book  is  highly  recommended.  It  fulfills, 
admirably,  the  implication  of  its  title.  There 
are  already  several  texts  on  skin  pathology, 
most  of  them  much  more  voluminous  in  nature. 
This  book,  however,  despite  its  relative  com- 
pactness, has  an  entirely  new  orientation  and 
is  thereby  a unique  contribution.  It  provides  a 
dynamic  approach  which  is  so  necessary  today. 
Dermatology  needs  this  vital  impulse  to  break 
loose  finally  with  the  old  morphologic  era  where 
a fine  descriptive  labelling  with  implicit  treat- 
ment of  the  labels  themselves  can  finally  be 
discarded. 

The  use  of  three  dimensional  drawings  as 
well  as  the  constant  admonition  that  an  exami- 
nation of  a slide  is  just  one  artificial  interrup- 
tion in  a living  process  going  on  in  four  dimen- 
sions, orients  the  reader  towards  an  integra- 
tion of  his  clinical  evaluation  with  the  findings 
on  the  slide. 

The  senior  author  has  made  many  significant 
contributions  in  this  field  and  these  have  been 


embodied  in  this  work  giving  it  added  value. 
There  is  little  tendency  to  duplicate  classifica- 
tion or  descriptions  in  other  textbooks.  Where 
possible  the  authors  have  introduced  their  own 
organization  of  material  thereby  often  improv- 
ing considerably  on  previous  classifications. 

This  book,  while  originally  designed  for  train- 
ees in  dermatology,  will  serve  a useful  function 
for  students  as  well  as  practitioners  of  both 
dermatology  and  pathology.  It  has  been  a pleas- 
ure for  your  reviewer  to  read  this  book  and  to 
recommend  it  most  highly.  Irving  N.  Holtz- 
man,  M.D. 


Involuntary  Movement  Disorders.  By  Irving 
Spencer  Cooper,  M.D.  Quarto  of  410  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row  Publishers,  1969.  Cloth, 
$29.50. 

The  author  who  is  a well-known,  qualified 
surgeon,  has  written  a book  that  describes  the 
special  approach  he  has  employed  over  many 
years  in  the  treatment  of  movement  disorders. 
His  elegantly  printed  volume  is  a suitable  treas- 
ure chest  for  his  surgical  gems. 

He  presents  a series  of  patients  with  Parkin- 
sonism, chorea,  hemiballism,  and  dystonia  mus- 
culorum deformans.  He  explains  his  methods 
of  evaluation  as  to  indication  for  intervention 
and  of  the  results.  He  casts  considerable  light 
on  the  procedures  that  are  employed.  Neces- 
sarily remaining  in  blurry  outline  is  the  eternal 
problem  which  he  himself  has  so  clearly  stated, 
namely  “surgery  for  Parkinsonism  because  of 
the  variability  of  the  individual  brain  owing  to 
development,  age,  disease  and  lifetime  condi- 
tioning is  an  extremely  complex  problem  and 
transcends  the  relief  of  tremor  and  rigidity 
alone.  The  over-all  functional  result  produced 
is  inevitably  related  to  the  pre-operative  condi- 
tion of  the  patient.”  He  thus  states  in  un- 
equivocal terms  that  results  are  dependent  on  a 
variety  of  factors  that  cannot  always  be  eval- 
uated precisely,  and  that  the  mere  control  of 
tremor  or  rigidity  is  not  the  goal  but  rather  the 
functional  capacity  of  an  individual,  which  is 
also  influenced  by  other  important  considera- 
tions. 

Whatever  the  philosophical  considerations 
may  be,  Dr.  Cooper  has  presented  a wealth  of 
clinical  material  that  is  useful  for  anyone  who 
has  need  to  be  doubtful  of  his  ability  to  evaluate 
a suitable  candidate  and  what  constitutes  a sat- 
isfactory result.  In  addition,  he  has  described 
his  technic  of  cryogenic  surgery  in  great  detail 
so  that  others  may  be  able  to  employ  it,  since  it 
is  such  a convenient  method.  Morton  H.  Hand, 
M.D. 
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The  Medicolegal  Report:  Theory  and  Practice. 
By  Robert  M.  Fox.  Quarto  of  260  pages,  il- 
lustrated. Boston,  Little,  Brown  and  Company, 
1069.  Cloth,  $11.50. 

More  than  half  of  this  slim  volume  is  taken 
up  by  examples  (rated  “good”  or  “bad”)  of 
medicolegal  reports  from  different  specialists, 
facsimile  of  several  legal  forms,  and  samples  of 
insurance  and  compensation  claims.  Conspicu- 
ously absent  are  the  familiar  New  York  State 
Workmen’s  Compensation  Board  and  Disability 
forms.  In  the  remainder  of  the  book,  the  au- 
thor guides  the  doctor  through  a catechism  of 
what,  why,  and  how  to  prepare  a medicolegal 
report. 

Succinctly,  he  admonishes  the  physician  to 
record  a relevant  past  history,  a simple  concise 
account  of  the  accident;  a complete  list  of  com- 
plaints; a comprehensive  physical  examination 
including  a battery  of  tests;  a detailed  diag- 
nosis; a guarded  prognosis;  and  a commentary, 
clarifying  the  medical  terminology  into  under- 
standable lay  terms.  It  appears  that  the  formi- 
dable medicolegal  report  is  nothing  more  than 
an  ordinary  patient’s  case  record.  Any  physi- 
cian can  prepare  such  an  adequate  report  with- 
out guidance,  if  he  can  spare  the  time,  but  if  it 
is  delegated  to  a secretary,  this  book  will  be 
helpful.  The  physician  experienced  in  litiga- 
tion will  find  it  elementary  and  superfluous. 
Milton  B.  Spiegel,  M.D. 
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Allergy  in  Children.  By  Louis  Tuft,  M.D., 
and  Harry  Louis  Mueller,  M.D.  Octavo  of  561 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1970.  Cloth,  $19.50. 

Pediatric  allergy  is  one  of  the  most  rapidly 
growing  fields  in  medicine  today.  With  an  in- 
creasing awareness  that  most  allergic,  problems 
manifest  themselves  in  childhood  years — and 
that  dealt  with  at  an  early  age  and  at  the  onset 
of  symptoms  results  are  far  more  rewarding — 
it  is  not  surprising  that  we  have  another  new 
book  on  the  subject. 

This  book  is  a worthwhile  contribution.  It 
offers  a very  practical  approach  to  diagnosis 
and  treatment.  Although  theoretical  matters 
are  covered  briefly,  the  book  devotes  itself  to 
those  matters  which  are  the  concern  of  the 
practicing  physician,  pediatrician,  and  allergist. 
The  pros  and  cons  of  various  approaches  to 
treatment  are  thoughtfully  analyzed. 

Particularly  commendable  is  the  handling  of 
drugs  commonly  used;  the  suggestion  of  aller- 
genic substances  to  be  used  in  cutaneous  testing 
of  children;  and  the  brief  listing  of  pertinent 
recent  communications  at  the  end  of  each  chap- 
ter. 

This  reviewer  appreciates  the  discussion  on 
steroids,  perhaps  because  the  opinions  of  the 
authors  agree  so  closely  with  those  of  his  own. 

The  book  performs  a service  as  an  excellent 
introduction  to  this  specialized  field.  Joseph 
H.  Fries,  M.D. 
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Editorial 


The  joys  and  perils  of  academic  warfare 


When  one  graduates  or  retrogresses  from 
a position  as  a junior  scientist  to  a level  re- 
quiring administrative  decisions,  the  pat- 
tern of  decisions  in  the  latter  role  is  often 
set  by  one’s  successes  and  failures  in  the 
former  posture.  As  a working  scientist, 
every  square  foot  of  one’s  “property”  is  an 
inalienable  right  in  perpetuity,  despite  its 
distant  or  recent  reassignment  from  some 
other  scientist  who  faltered,  moved,  or  died. 
I recall  my  aggressiveness  in  claiming  space 
in  the  attic  of  the  dentistry  building  of  an 
unnamed  university.  My  research  group 
moved  into  those  lovely  rooms  with  the  aid 
of  boards  and  plywood  because  the  concrete 
floor  had  not  hardened.  Our  presence  was 
forcefully  brought  to  the  attention  of  our 
downstairs  neighbors  when  monkey  urine 
began  to  drip  down  the  operating  light  in 
the  dental  clinic.  Naturally  we  were  forced 
to  yield  some  space  to  the  dentists  in  ex- 
change for  peace.  But  peace  in  a university, 
like  the  world,  is  a fragile  and  fleeting  state 
which  can  only  be  maintained  by  scientific 
power,  that  is,  publications,  public  recogni- 
tion, research  grants,  sheer  numbers  of 
colleagues,  academic  rank,  and  the  like. 

The  advent  of  a new  contender  for  space 
in  the  same  room  always  resulted  in  skillful 
preliminary  maneuvers  which  can  be  listed 
as  follows:  (1)  If  you  can’t  fight  them, 

join  ('swallow')  them.  (2)  Clearly  indicate 
that  their  technicians  are  not  qualified  (and 
ain’t  ever  going  to  be)  to  use  your  special 
equipment.  (3)  Usurp  all  electrical  and 
plumbing  fixtures  by  attachment  of  perma- 
nent appendages.  (4)  Move  heavy  and  deli- 
cate instruments  slightly  past  the  middle  of 
the  room  in  order  to  level  them  properly. 

5)  Maintain  control  of  the  telephone  but 
have  it  placed  so  that  they  have  to  answer  it 
first.  (This  is  good  ploy  since  callers  will 
get  the  impression  that  your  competitor 
works  for  you.)  (6)  Be  sure  that  the  door 


is  labeled  before  the  competitor  moves  in. 
And  (7),  consult  the  list  of  technics  your 
mentor  has  used  to  keep  his  rightful  place 
for  the  last  fifty  years. 

If  the  competition  is  very  strong,  com- 
promise is  necessary  unless  an  adverse  de- 
partmental decision  decreases  your  property 
and  damages  your  peer  rank.  We  were  in 
such  a position  once  but  recognized  it  in 
time  to  skillfully  effect  a compromise  by  bi- 
secting the  laboratory  one  night  with  a 
chicken  wire  barrier — electrified,  of  course. 
Strangely  enough,  these  intense  rivalries 
were  often  accompanied  by  periods  of  cre- 
ative research  by  the  competitive  groups. 
Indeed,  it  may  not  be  wise  for  a scientist  to 
have  all  the  space  he  wants  (needs). 

But,  alas,  inevitably  one  is  forced  to  as- 
sume (grasp)  some  lofty  administrative 
post  and  view  the  battlefield  from  some  re- 
mote desk.  Now  the  same  maneuvers  are 
petty  and  unworthy,  but  your  personal  ex- 
perience is  very  helpful  since  (1)  you  have 
heard  (or  participated)  in  all  of  the  tactics 
which  the  fresh  young  scientists  think  are 
highly  original,  (2)  you  are  not  personally 
involved  unless  one  of  the  combatants  is 
working  on  one  of  your  discoveries — which 
is  a patently  unfair  situation,  (3)  you  have 
avoided  any  written  assignments  of  space 
and,  even  better,  have  orally  promised  the 
space  to  a minimum  of  four  individuals,  and 
(4  you  are  making  a secret  investigation  of 
the  relationship  of  testicular  function  to 
scientific  creativity. 

In  short,  you  cannot  lose  as  long  as  you 
don’t  make  a decision.  Regretfully,  the 
skills  of  the  game,  the  experience,  the  first- 
hand knowledge  of  scientist-scientist  inter- 
action, the  creativeness — all  may  be  lost  if 
medical  science  were  to  be  supported  as  it 
should  be. 

We  won’t  have  to  worry  about  it  for  the 
next  few  years.  G.  E.  M. 
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MEMORANDUM 


MEDICAL.  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N . Y.  10  017  (212)986-5757 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM:  DR„  FINE BERG,  DR*  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 
the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of-the-year  and  fiscal  summat  ms.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particularly. important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  1971^  issue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  1, 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL,, 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 
15  issue. 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 
THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 
For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by  members 
a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


HENRY  IE  FINEBERG,  M-Di  1 
Executive  Vice-President 


William  Hammond,  M.D„ 
Editor 
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ANNOUNCING 

A new  company  with  a new  concept . . . 
specifically  designed  to  serve  the  health  field . 

MED-ASSIST,  INC. 

Temporary  Personnel  for  the  Medical  Profession 
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Scientific  Articles 


Automated  Multiphasic 
Health  Screening 

Usefulness  to 
Practicing  Physician 

LEO  GITMAN,  M.D. 
Brooklyn.  New  York 

Director,  Department  of  Community  Health,  Multiphasic 
Health  Screening  Center,  The  Brookdale  Hospital  Center 


(Generations  of  physicians  have  been 
taught  the  value  of  preventive  medicine 
with  the  periodic  health  examination  as  the 
procedure  of  choice.  The  concept  probably 
can  be  traced  back  into  antiquity.  A more 
recent  reference,  currently  being  cited  with 
increasing  frequency,  is  dated  1861. 1 More 
than  forty  years  ago  the  American  Medical 
Association  published  a manual  for  the  con- 
duct of  periodic  examinations  of  apparently 
healthy  persons.2 

There  is  still  no  unanimity  of  opinion  re- 
garding the  validity  of  periodic  examina- 
tions.3'4 A cursory  review  of  the  literature 
reveals  a wide  divergence  of  results  and  no 
uniformity  of  examination  procedures.  Al- 
most all  the  reports  are  based  on  procedures 
consisting  of  medical  history,  physical  ex- 
amination, and  a varying  number  of  lab- 
oratory tests.  It  is  evident  that  the  lack  of 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Preventive  Medicine  and  Public  Health,  February  10. 
1969. 

* Partially  supported  by  contract  with  the  National  Center 
for  Health  Services  Research  and  Development.  U.S.  Public 
Health  Service. 


uniform  standards  does  not  permit  meaning- 
ful comparisons. 

The  “state  of  the  art”  until  only  recently 
raises  the  question  whether  or  not  the  tech- 
nics available  to  the  physician  in  the  past 
were  adequate  for  detecting  a broad  range 
of  diseases  in  the  asymptomatic  stages. 

During  the  past  twenty-five  years  disease 
screening  developed  from  single  disease  de- 
tection programs  (syphilis,  tuberculosis, 
diabetes,  glaucoma,  and  combinations  there- 
of) to  what  is  currently  designated  auto- 
matic multiphasic  health  screening. 

The  application  of  multiphasic  screening 
technics  utilizing  automated  testing  and  lab- 
oratory equipment  and  computers  to  periodic 
health  examination  was  instituted  at  the 
Ivaiser-Permanente  Medical  Centers  in  Cali- 
fornia, in  1951.5  The  Brookdale  Multiphasic 
Health  Screening  Center  used  this  program 
as  the  prototype  for  developing  an  organiza- 
tion to  service  a population  of  varying  socio- 
economic status  with  no  prepaid  health  in- 
surance resources. 

Simply  stated,  the  usefulness  of  the  auto- 
mated multiphasic  health  screening  to  the 
practicing  physician  lies  in  its  enhancing 
the  effectiveness  of  the  periodic  health  ex- 
amination as  a preventive  health  measure. 
Parenthetically,  with  the  incorporation  of 
automated  multiphasic  health  screening  the 
periodic  health  examination  can  now  be 
more  appropriately  evaluated  with  regard  to 
its  validity. 

The  screening  concept  is  based  on  the 
assumption  that  the  closer  we  get  to  that 
point  in  time  when  host  is  initially  reacting 
to  etiologic  agent  the  more  likely  are  we  to 
be  able  to  favorably  affect  the  subsequent 
course  of  the  disease.  The  Brookdale  pro- 
gram provides  a data  base,  generated  by  a 
screening  process  utilizing  modern  technol- 
ogy, to  be  evaluated  by  the  physician  in  the 
context  of  the  specific  individual  he  is  ex- 
amining. Hopefully  this  will  increase  the 
efficiency  and  effectiveness  of  the  periodic 
health  examinations  he  performs. 
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Screening  process 

The  components  of  the  screening  process 
are : 

Anthropometry 

Audiometry 

Cardiovascular  measurements 
Blood  pressure 
Electrocardiogram 
Vectorcardiogram 
Chest  x-ray 

Clinical  laboratory  procedures 
Blood  chemistry 
Bilirubin 
Calcium 
Cholesterol 
Electrolytes 
Carbon  dioxide 
Chloride 
Potassium 
Sodium 
Enzymes 

Lactic  dehydrogenase 
Phosphatase,  alkaline 
Transaminase  (serum  glutamic  oxalo- 
acetic) 

Phosphorus,  inorganic 
Protein 
Total 
Albumin 

Protein  bound  iodine 
Urea  nitrogen 
Uric  acid 
Blood  group 
Glucose  tolerance 
Hematology 
Hematocrit 
Hemoglobin 
Red  blood  cells 
Count 

Mean  corpuscular  volume 
Mean  corpuscular  hemoglobin 
Mean  corpuscular  hemoglobin  concen- 
tration 

White  blood  cells 
Count 
Differential 
Sickling  (Negro) 

Syphilis  serology 
Urine  tests 
pH 

Specific  gravity 

Glucose 

Protein 

Blood 

Ketones 

Microscopic  examination  of  sediment 
Culture 
Dental  survey 
Clinical  examination 
Exfoliative  cytology 
Survey  x-ray 
History  questionnaire 
Past  medical  history 
Interval  medical  history 


Smoking  questionnaire 
Social  data 

Ophthalmology 

Intraocular  pressure  (tonometry) 

Retinal  photography 
Visual  acuity 

Spirometry 

Forced  vital  capacity 

Forced  expiratory  volume  per  1 second 

Maximum  voluntary  ventilation 

Uterine  cervical  cytology 

The  screening  process  is  accomplished  in 
a period  of  approximately  two  and  a half 
hours  as  follows. 

Audiometry.  Four  individuals  are  auto- 
matically and  simultaneously  tested  at  6 
frequencies  ranging  from  500  to  6,000  cycles 
per  second  for  each  ear. 

Electrocardiogram,  vectorcardiogram 
AND  BLOOD  PRESSURE.  A standard  12-lead 
electrocardiogram  recording  is  generated, 
and  the  vectorcardiogram  (modified  Frank 
system)  is  entered  on  tape.  While  the  pa- 
tient is  still  supine,  the  blood  pressure  is 
measured  by  semiautomatic  equipment. 
The  vectorcardiogram  is  currently  not  be- 
ing reported  pending  completion  of  a pro- 
gram for  computer  processing.  The  elec- 
trocardiogram is  interpreted  by  a cardiolo- 
gist. A program  for  computer  analysis  is 
being  developed. 

Chest  x-ray.  A 70  mm.  x-ray  film  is 
taken.  The  radiologist  reviews  the  film 
and  records  his  findings  on  the  basis  of  a 
standardized  classification. 

Ophthalmology  unit.  The  ophthalmol- 
ogy examinations  consist  of  visual  acuity, 
tonometry,  and  retinal  photography.  Visual 
acuity  of  each  eye  and  both  eyes  for  near 
and  distant  vision  is  measured  by  machine. 
Tonometry  is  measured  using  the  Schiotz’ 
tonometer  with  7.5-Gm.  weight.  The  upper 
limit  of  normal  has  been  tentatively  set  at 
22.5  mm.  Hg.  A retinal  photograph  is  taken 
of  the  left  eye  utilizing  color  Polaroid  film. 
The  staff  ophthalmologist  interprets  each 
photograph  and  records  his  findings  accord- 
ing to  a standard  diagnostic  classification. 

Dental  unit.  A survey  x-ray  (Panorex) 
of  the  mouth  is  taken.  A dentist  then  ex- 
amines the  oral  cavity,  and  a specimen  for 
cytologic  examination  is  obtained  from  each 
mucosal  abnormality  seen.  This  specimen 
is  taken  regardless  of  the  clinical  appearance 
of  the  lesion. 

Glucose  tolerence.  Glucose,  75  Gm„  is 
administered  orally,  and  time  of  ingestion 
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and  number  of  hours  since  last  food  ingested 
are  recorded.  Known  diabetic  patients  and 
patients  who  have  undergone  partial  gas- 
trectomy are  excluded.  Blood  and  urine 
specimens  are  obtained  one  hour  later. 

Medical  history.  Two  self-administered 
medical  history  questionnaires  are  given. 
The  past  medical  history,  relating  to  events 
prior  to  one  year  before  the  date  of  the  ap- 
pointment, is  completed  at  home.  The  in- 
terval history  pertains  to  the  past  year. 

Laboratory.  One  hour  after  glucose  in- 
gestion, a mid-stream  urine  specimen  is  ob- 
tained after  cleansing  of  the  urethral 
meatus.  A specimen  of  blood  is  then  ob- 
tained by  venipuncture. 

Results 

The  computer-printed  summary  of  screen- 
ing findings  is  mailed  to  the  screenee’s 
physician  and  dentist.  This  summary  con- 
sists of  all  test  results,  with  clinical  lab- 
oratory values  reported  on  a separate  sheet, 
a print-out  of  all  positive  responses  in  the 
self-administered  medical  history  question- 
naires by  systems,  and  a 12-lead  scalar 
electrocardiogram. 

For  screenees  requiring  referral,  the  Med- 
ical Society  of  the  County  of  Kings  and  the 
Second  District  Dental  Society  assist  in 
meeting  this  need. 

For  follow-up  purposes,  the  screenees  are 
classified  into  urgent,  nonurgent,  and  no 
significant  abnormality  categories.  In  those 
cases  in  which  medical  evaluation  is  ur- 
gently required,  the  physician  and  screenee 
are  immediately  contacted.  The  individuals 
in  the  remaining  categories  are  followed 
according  to  a standard  schedule. 

The  physician  is  requested  to  return  a 
brief  form,  after  seeing  the  patient,  docu- 
menting the  usefulness  of  the  summary  of 
screening  data  which  had  been  sent  to  him. 
Although  approximately  75  per  cent  of  the 
screenees  saw  a physician,  50  per  cent  of 
the  physicians  returned  the  follow-up  form. 
This  level  of  response  is  probably  due  to  a 
number  of  factors,  many  not  yet  clearly  de- 
fined. 

The  reporting  of  the  serum  glucose  one 
hour  after  administration  of  75  Gm.  of  glu- 
cose has  presented  problems.  The  practic- 
ing physician  is  unaccustomed  to  evaluating 
these  results  taking  into  account  age-re- 
lated increments.  His  immediate  reaction 
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FIGURE  1.  Comparison  of  age-dependent  and 
customary  criteria  for  one-hour  point  in  oral 
glucose  tolerance  test;  100  Gm.  glucose  given 
within  four  hours  of  last  meal.  Adapted  from 
Hayner  et  a/." 

is  that  the  reported  serum  glucose  values 
are  too  high.  The  limits  reported  by  Hay- 
ner et  al .6  are  suggested  as  guides  to  the 
physician  (Fig.  1).  Although  this  author 
used  100  Gm.  as  the  loading  dose,  the  results 
with  75  Gm.  are  not  significantly  different. 

The  circadian  changes  we  have  observed 
in  this  test  present  another  difficulty.  A 
number  of  individuals  with  elevated  serum 
sugar  values  with  the  screening  test  per- 
formed in  the  afternoon  were  found  to  be 
normal  by  a standard  glucose  tolerance  test. 
A repeat  screening  test,  done  in  the  morn- 
ing, yielded  normal  results.  Only  further 
experience  will  provide  adequate  guide  lines 
for  evaluation.  It  has  been  suggested  that 
this  “afternoon  hyperglycemia”  might  prove 
to  be  a sensitive  test  for  early  diabetes.7-8 

The  length  of  the  summary  report  and  its 
format  are  probably  additional  factors  af- 
fecting physician  acceptance.  Our  current 
report  consists  of  5 to  7 pages  depending  on 
content.  A busy  physician  may  find  this  too 
cumbersome.  He  may  also  be  unfamiliar 
with  the  form  of  reporting  the  results  of 
some  of  the  tests,  for  example  audiometry 
and  spirometry. 

A study  is  being  designed  to  explore  the 
attitudes  of  physicians  toward  multiphasic 
health  screening.  On  the  basis  of  informa- 
tion obtained,  appropriate  strategies  for  im- 
proving the  usefulness  of  automated  health 
screening  to  the  practicing  physician  will  be 
developed  and  evaluated. 

Approximately  50  per  cent  of  the  indi- 
viduals screened  reside  in  the  poverty- 
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striken  areas  in  the  hospital’s  community. 
Their  reaction  to  the  screening  process  has 
been  positive.  For  many  it  has  probably 
proved  a point  of  entry  to  medical  care. 

In  December,  1968,  206  members  of  the 
Medical  Society  of  the  County  of  Kings  were 
screened  as  part  of  the  biennial  medical  ex- 
amination of  the  Subcommittee  on  Adult 
Health  under  the  direction  of  its  chairman, 
Marcus  Wiener,  M.D.  The  physician  ac- 
ceptance was  gratifying. 

Research  activities  are  under  way  to  re- 
fine and  evaluate  operational  and  technical 
aspects  of  automated  multiphasic  health 
screening.  Some  are  indeed  formidable  but 
they  are  worth  the  effort.  Perhaps  we  will 
be  brought  closer  to  a solution  of  the  enor- 
mous problems  in  medical  care  arising  from 
disabling  chronic  disease  facing  society  to- 
day. 


Risks  of  cardiac  catheterization 


The  over-all  risk  of  complications  associated 
with  cardiac  catheterization  is  not  insignificant, 
and  when  the  physician  refers  a patient  to  the 
cardiovascular  laboratory  for  one  of  these  pro- 
cedures, he  should  be  aware  of  the  risk  and 
inform  his  patient.  This  suggestion  emerges 
from  a digest  of  a report  on  a two-year  study 
involving  12,367  procedures  (Conti,  C.  R.,  and 
Ross,  R.  S.,  Am.  Heart  ./.  78:  289  [Sept.]  1969). 
The  study  was  carried  out  under  the  auspices 
of  the  National  Heart  Institute. 

The  incidence  of  major  complications  was 
3.6  per  cent.  The  complications  encountered 
were  put  into  these  major  groups:  death; 

serious  arrhythmias;  profound  hypotension; 
complications  involving  the  arterial  system; 
accidental  perforation  of  the  heart;  catheter 
problems;  serious  infections;  serious  allergic 
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reactions;  embolism;  cardiac  complications; 
and  serious  bleeding. 

Of  1,112  studies  on  patients  without  organic 
heart  disease,  there  were  23  complications,  for 
a rate  of  2.1  per  cent.  The  complication  rate 
proved  highest  in  patients  in  the  first  year  of 
life.  Although  these  accounted  for  only  9.4  per 
cent  of  the  total  cases,  23.6  per  cent  of  the 
complications  occurred  in  this  age  group.  The 
risk  proved  lowest  in  the  two  to  fourteen  age 
group.  Through  the  upper  end  of  the  age  scale 
the  rate  stays  relatively  constant,  between  2 to 
3 per  cent.  There  were  55  deaths  (0.44  per 
cent)  over  all,  but  38  occurred  in  infants  under 
seven  months  of  age.  There  were  29  deaths  in 
480  procedures  in  patients  under  two  months 
of  age,  for  a mortality  rate  of  6 per  cent. 
Many  in  this  group  had  congenital  malforma- 
tions which  would  not  be  amenable  to  surgical 
correction.  In  the  patients  aged  two  to  fifty- 
nine  years,  there  were  only  14  deaths  in  10,004 
procedures,  for  a mortality  rate  of  0.14  per 
cent. 
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|n  1969,  56,400  people  were  killed  in  the 
United  States  as  a result  of  automobile  ac- 
cidents. This  figure  is  a 49  per  cent  increase 
over  that  of  1959  and  a 2 per  cent  increase 
over  that  of  1968.1  The  large  number  of 
deaths  and  injuries  each  year  resulting  from 
motor  vehicle  accidents  constitutes  this 
country’s  largest  unsolved  health  problem. 
Any  effort  to  reduce  this  large  accident  rate 
will  require  the  cooperation  of  many  agen- 
cies. Progress  in  the  following  areas  must 
be  accomplished : establishment  of  physical 
and  mental  standards  for  safe  driving,  peri- 
odic medical  and  psychologic  evaluation, 
study  of  the  drinking  and  chronic  alcoholic 
driver,  uniformity  of  licensing  procedures, 
driver  education  and  retraining  of  problem 
drivers,  law  enforcement  procedures,  road 
and  highway  design,  vehicle  design,  and  ed- 
ucation of  the  public. 

The  role  of  the  physician  is  becoming 
more  and  more  important  in  the  treatment 
of  the  unrest  that  exists  throughout  the 

Presented  at  the  28th  Congress  on  Occupational  Health, 
New  York  City,  September  30,  1968. 


world  today.  This  unrest  and  emotional  in- 
security affects  the  driving  of  the  young 
motor  vehicle  operator.  Many  young  people 
are  involved  in  a period  of  emotional  inse- 
curity. They  are  in  revolt  against  the  es- 
tablishment, law  and  order,  and  discipline. 
A large  number  of  young  people  have  be- 
come drug  addicts.  All  these  emotional 
problems  are  factors  in  the  production  of 
motor  vehicle  accidents.  For  instance,  in 
1968  one  third  of  the  drivers  involved  in 
fatal  accidents  were  under  twenty-five  years 
of  age,  in  spite  of  the  fact  that  drivers  in 
this  age  range  amount  to  only  one  fifth  the 
driver  total.1 

The  alcoholic  driver,  who  is  the  cause  of 
a large  percentage  of  accidents,  is  an  emo- 
tionally disturbed  individual.  It  is,  there- 
fore, the  duty  of  the  physician  to  deter- 
mine and  treat  people  with  these  problems. 
He  must  develop  a new  patient-doctor  re- 
lationship to  assist  the  young  people  in  ad- 
justing to  today’s  social  and  economic  prob- 
lems. 

The  physician  must  play  his  important 
role  in  the  prevention  of  motor  vehicle  ac- 
cidents by : developing  medical  and  psycho- 
logic criteria  for  safe  driving;  performing 
research  to  study  the  causes  of  accidents; 
assisting  in  removing  hazardous  drivers, 
particularly  alcoholic  drivers;  acting  as  ad- 
visors to  highway  safety  groups  and  licens- 
ing agencies:  advising  patients  not  qualified 
to  drive  to  give  up  their  licenses  voluntarily; 
developing  and  maintaining  procedures  for 
the  care  of  accident  victims;  arranging  fa- 
cilities to  transport  injured  persons  to  hos- 
pitals; and  setting  an  example,  by  good 
driving  and  by  the  use  of  such  safety  meas- 
ures as  safety  belts. 

Industrial  physicians  have  been  inter- 
ested in  the  problems  of  motor  vehicle  ac- 
cidents for  many  years.  In  1954  the  In- 
dustrial Medical  Association  was  one  of  the 
first  national  medical  groups  to  recognize 
the  importance  of  motor  vehicle  accidents, 
and  they  created  the  Committee  on  Medical 
Standards  for  Motor  Vehicle  Drivers  which 
is  now  named  the  Committee  on  Medical 
Aspects  of  Driver  Safety.  Industry  has  an 
unusual  opportunity  to  study  the  problems 
of  motor  vehicle  accidents  because  the  in- 
dustrial physician  is  able  to  compare  the 
driver’s  physical  and  mental  health  to  the 
number,  frequency,  and  type  of  accidents 
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that  occur  over  a period  of  years.  As  a re- 
sult of  this  opportunity,  studies  have  been 
published  reporting  the  substantial  reduc- 
tion in  the  accident  rate  as  a result  of  a 
comprehensive  medical  program  which  in- 
cluded preplacement  and  periodic  examina- 
tions.2'3 

Since  the  most  important  factor  in  the 
development  of  the  motor  vehicle  accident 
is  the  driver,  the  importance  of  the  role  of 
the  physician  is  obvious.  He  is  the  only 
person  able  to  determine  the  physical, 
mental,  and  emotional  health  of  the  patient. 
Several  manuscripts  have  been  prepared  to 
assist  the  physician  in  determining  the  fit- 
ness of  his  patient  to  drive  with  safety.4-7 

West  et  al8  reported  that  15  per  cent  of 
1,026  drivers  dying  within  fifteen  minutes 
in  single-vehicle  accidents  in  California  died 
of  natural  causes.  Ninety-six  per  cent  were 
men  with  a mean  age  of  sixty  years,  and 
94  per  cent  died  of  heart  disease,  primarily 
coronary  artery  disease.  The  authors  state 
that,  “because  recognized  natural  deaths  of 
drivers  in  accidents  have  not  been  included 
in  traffic  statistics  the  extent  of  natural 
death  at  the  wheel  has  been  unknown.” 

The  National  Highway  Safety  Agency  has 
prepared  specific  standards  for  state  high- 
way safety  programs.9  These  recommenda- 
tions state: 

Apart  from  linking  driver  performance  to 
licensing,  licensing  agencies  also  have  the 
very  difficult  problem  of  medical  crietria  for 
licensing.  Physicians  have  the  related  prob- 
lem of  deciding  when  to  recommend  that  a 
patient  no  longer  drive.  The  objectives  of 
driver  licensing  and  performance  activities 
will  be  to  stimulate  improved  driver  licensing 
with  proper  safeguards  against  licensing  po- 
tentially dangerous  drivers  on  the  one  hand, 
and  needlessly  removing  the  opportunity  of 
the  citizen  to  drive  on  the  other. 

Standards  for  a driver  licensing  program 
are  recommended  to  consist  of  certain  basic 
examinations  but  are  not  necessarily  limited 
to  those  examinations.  The  details  of  such 
examinations  are  a matter  of  record  in  Sec- 
tion 4.4.5  of  the  standards  act.  Of  specific 
interest  are  the  medical  qualifications  which 
include  requirements  for  visual  acuity  and 
the  ability  of  the  operator  to  drive  the  type 
of  vehicle  for  which  he  is  to  be  licensed. 
Section  4.4.5  recommends  that  a medical 
advisory  board  or  administrative  unit  com- 
posed of  qualified  persons  be  appointed  after 


consultation  with  the  state  health  agency 
and  the  state  medical  society.  This  medical 
advisory  board  is  given  specific  responsibili- 
ties. 

Since  there  are  more  than  100  million 
licensed  drivers  in  the  United  States,  the 
task  of  initial  and  periodic  medical  exami- 
nations is  almost  impossible.  It,  therefore, 
becomes  important  to  select  for  examination 
those  drivers  who  are  most  likely  to  become 
involved  in  accidents.  It  has  been  sug- 
gested that  applicants  for  motor  vehicle 
licenses  with  the  following  medical  condi- 
tions submit  to  a medical  evaluation: 

1.  Severe  uncorrectible  visual  disturbance 
or  reduction  in  visual  fields  or  peripheral 
vision;  those  recipients  who  are  considered 
legally  blind. 

2.  Cardiovascular  disease  that  could  lead 
to  sudden  unconsciousness  or  disability. 

3.  Applicants  with  neurologic  defects,  neu- 
romuscular illness  or  convulsive  disorders  in- 
cluding those  individuals  with  severe  neuro- 
ses or  psychoses. 

4.  Those  applicants  who  use  drugs  such  as 
narcotics,  central  nervous  system  stimulants, 
and  depressants;  chronic  alcoholic  and  dia- 
betic people  receiving  insulin  who  are  un- 
stable. 

5.  Those  patients  who  have  been  mentally 
ill. 

6.  Those  applicants  who  have  severe  physi- 
cal deformities,  uncompensated  arthritic 
skeletal  disease,  or  amputations  that  make  it 
impossible  for  the  applicant  to  properly 
maneuver  the  levers  to  drive. 

7.  Medical  evaluation  should  also  be  con- 
sidered for  those  applicants  who  are  mentally 
retarded;  who  have  multiple  impairments, 
serious  short-term  impairments,  or  chronic 
conditions  that  might  impair  their  ability  to 
drive  with  safety. 

8.  Those  individuals  with  advanced  age 
who  might  be  unable  to  drive  with  safety  at 
night  or  in  inclement  weather.10 

Rejection  of  the  applicant  should  occur 
only  when  the  disease  causes  the  applicant 
to  be  dangerous  to  himself  and  to  the  public. 
Rejection  of  the  applicant  should  be  per- 
formed by  the  motor  vehicle  department  and 
not  by  the  examining  physician.  The  family 
physician  should  not  be  called  on  to  certify 
an  individual  for  driving  because  devotion 
of  doctor-patient  relationship  interferes 
with  the  physician’s  objectivity  in  evaluat- 
ing the  criteria  for  driver  disqualification. 

In  1967  Waller11  prepared  a guide  for  the 
evaluation  of  medically  handicapped  drivers. 
Waller  reports, 

A recent  study  showed  that  drivers  known 
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by  the  California  Department  of  Motor  Ve- 
hicles to  have  epilepsy,  diabetes,  cardiovas- 
cular disease  (including  heart  disease,  stroke 
and  high  blood  pressure),  alcoholism  and 
mental  illness  had  approximately  a twofold 
increase  in  accident  risk  over  a comparison 
group  of  drivers  not  known  to  have  medical 
conditions.  Drivers  convicted  for  illegal  use 
of  drugs  had  greater  than  average  violation 
rates  but  did  not  have  an  excessive  number 
of  accidents  when  age  and  mileage  were 
taken  into  consideration. 

The  expected  and  observed  accident  and 
violation  rates  show  that, 

The  accident  rates  were  somewhat  greater 
for  persons  with  more  severe  illness  as  de- 
fined by  recentness  and  frequency  of  episodes 
of  loss  of  consciousness  or  relapses  of  the 
condition,  for  persons  age  sixty  or  older,  and 
for  persons  who  drove  despite  a revocation 
or  suspension  of  their  license  or  who  did  not 
follow  their  physicians’  directions. 

It  must  be  emphasized  that  this  study  in- 
cluded only  drivers  with  these  conditions 
who  were  known  to  the  Department  of 
Motor  Vehicles  and  that  the  accident  risk 
of  drivers  with  these  conditions  who  have 
not  been  reported  currently  is  almost  com- 
pletely unknown. 

Waller  estimated  that  about  15  per  cent 
of  the  driving  population  may  have  a po- 
tential medical  handicap  other  than  alcohol- 
ism and  that  another  6 to  7 per  cent  are 
alcoholic  drivers.  It  is,  therefore,  possible 

To  estimate  that  probably  15  to  20  per 
cent  of  all  accidents  are  attributable  at  least 
in  part  to  medical  conditions  other  than  al- 
coholism, and  that  approximately  a third  of 
all  severe  to  fatal  accidents  are  attributable 
to  medically  definable  alcoholism  whether  it 
has  been  previously  identified  or  not. 

Waller  further  suggests  that 

Specific  screening  programs  aimed  at  iden- 
tifying and  removing  very  high-risk  drivers 
of  private  vehicles — with  accident  rates 
greater  than  twice  that  of  the  general  driv- 
ing population — are  feasible  and  warranted. 

A combination  of  predominantly  non-med- 
ical screening  and  medical  evaluation  should 
give  the  greatest  yield  of  high-risk  drivers 
at  the  least  administrative  cost.  He  be- 
lieved routine  medical  examination  of  com- 
mercial vehicle  drivers  is  indicated. 

Criteria  for  rejection  should  be  estab- 
lished, based  on  the  available  medical  opin- 
ion. Different  criteria  should  be  estab- 
lished for  various  categories  of  drivers. 
Some  disabled  drivers  may  be  permitted 


temporary  licenses  requiring  frequent  re- 
examination to  determine  their  ability  to 
drive  with  safety.  Drivers  with  conditions 
which  may  suddenly  incapacitate  them 
should  be  carefully  examined  and  rejected 
either  temporarily  or  permanently  if  found 
unsuitable  for  safe  driving.  Each  appli- 
cant must  be  individually  evaluated. 

The  details  of  recommended  medical  cri- 
teria have  been  presented.4-7  The  medical 
screening  examination  for  civilian  drivers 
licensing  should  detect  any  medical  condi- 
tion that  might  suddenly  incapacitate  a 
driver.’-  The  examination  should  be  effi- 
cient. A nonmedical  staff  should  perform 
many  of  the  tests  and  examinations.  Fig- 
ure 1 demonstrates  the  recommended  phys- 
ical examination  for  motor  vehicle  license 
candidates.  Histories  should  also  be  taken. 
The  physical  examination  must  be  per- 
formed by  a physician. 

Unfit  Drivers 

Manifestations  of  certain  conditions  may 
cause  a candidate  to  be  unfit  to  drive. 

Functional  incapacity,  physical  de- 
fects. It  is  reasonable  that  every  driver 
should  have  the  physical  functional  capacity 
to  move  the  levers  and  steering  wheel,  abil- 
ity to  apply  the  brakes,  and  ability  to  re- 
spond quickly  to  any  emergency.  Physical 
structural  defects  due  to  disease  such  as 
arthritis  or  amputation  that  will  not  permit 
a driver  to  manipulate  a steering  wheel, 
gear  shift,  or  brakes  should  disqualify  him 
from  driving.  Paralysis  or  muscle  weak- 
ness must  also  be  evaluated  individually. 

Mental  retardation.  The  driver  must 
have  a certain  level  of  education.  He  must 
be  able  to  read  and  write,  to  interpret  signs, 
and  to  think.  It  has  also  been  found  that 
individuals  with  low  intelligence  are  prone 
to  increased  accidents.  The  level  of  in- 
telligence should  be  at  least  that  of  a grade 
school  graduate. 

Psychiatric  conditions.  Emotional  and 
psychiatric  conditions  are  difficult  to  evalu- 
ate. It  has  been  found  that  persons  ex- 
hibiting youthfulness  and  egocentricity,  ag- 
gressiveness, antisocial  trends,  and  social 
irresponsibility  contribute  to  increased  ac- 
cident experience.  Normal  people  may  tem- 
porarily become  emotionally  upset  as  the 
result  of  stress  situations,  and  temporary 
emotional  instability  may  impair  safe  driv- 
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Application  # 

PHYSICAL 

EXAMINATION  SHEET  FOR  DRIVER'S  LICENSE 
(To  be  performed  by  physician) 

Date 

1 hereby  authorize 
Vehicle  Bureau. 

Dr. 

to  submit  the  report  of  this  examination  to  the  Motor 
Signature  of  Applicant 

Name 

Address 

Age 

Race 

Sex  Height  Weight 

HEAD: 

Eyes 

Ears 

Vision 

Fundi 

Nose 

Throat 

NECK: 

Any  carotid  bruit  restriction  of  motion 

Thyroid. 

CHEST: 

Lungs Thorax 

Heart PMI ICS MCI .BP 

Rhythm Rate Murmurs 

Sounds 

ABDOMEN: 

Enlargement  of  liver Palpable  spleen 

Hernia  (wears  truss) 

BACK-PELVIS-SPINE 

Restriction  of  motion 

Extremities  (weakness,  paralysis,  edema,  deformities,  restriction  of  motion,  absence) 

UPPER  LOWER 

Right-Left  Right-Left 

REFLEXES — Nervous  System 

Ataxia Nystagmus Incoordination 

SCARS- DEFORMITIES- DISABILITIES 

LABORATORY: 

Urine CBC Serology .Chest  X-Ray 

Emotional  and  psychiatric  evaluation: 

Does  the  applicant  have  tremors? 

Intelligence:  Quick Average Dull 

Temperament:  Aggressive Quiet Cooperative Noncooperative 

REMARKS: 

This  is  to  certify  that  I have  examined on 

and  find  that  he  has: 

No  physical  (or  mental)  impairment. 

The  following  physical  or  mental  abnormalities. 


Date 

ing  ability.  Any  driver  who  becomes  an- 
tagonistic, impulsive,  or  openly  aggressive 
with  loss  of  judgment  and  sense  of  caution 
would  also  be  a poor  driver.  Drivers  with 
psychoneuroses  or  psychoses  represent  an 


Examining  Physician 

unknown  factor  as  far  as  highway  safety  is 
concerned,  and  each  must  be  evaluated  on 
an  individual  basis  regardless  of  obvious 
good  physical  health. 

Neurologic  defects.  It  is  obvious  that 
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neurologic  defects  that  involve  convulsive 
disorders  should  deny  anyone  the  right  to 
drive  a vehicle.  Epileptic  patients,  even 
though  they  have  been  free  of  seizures  for 
a long  period  of  time  and  under  care  and 
medication,  are  too  great  a risk  to  allow 
them  to  drive.  Any  neurologic  disease  that 
may  affect  muscular  control  and  coordina- 
tion, such  as  paralysis,  agitans,  poliomyelitis 
of  a severe  nature,  progressive  chorea,  and 
multiple  sclerosis,  are  conditions  that  should 
warrant  rejection  for  driving. 

Cardiovascular  defects.  Drivers  with 
cardiovascular  defects  require  a great  deal 
of  study,  and  it  is  not  our  intent  here  to 
discuss  this  problem  in  detail.  The  detailed 
discussion  of  this  problem  has  been  pub- 
lished.13 Driver  candidates  with  such  car- 
diac problems  as  aortic  stenosis,  congestive 
heart  failure,  carotid  sinus  syndrome, 
Adams-Stokes  syndrome,  postural  hypoten- 
sion, severe  hypertension,  abnormal  cardiac 
rhythm,  implanted  cardiac  pacemaker,  or 
any  condition  that  might  suddenly  incapaci- 
tate the  individual  should  be  disqualified 
from  driving  without  question. 

Sensory  defects.  Poor  vision  is  the 
most  important  sensory  defect  to  impair  a 
driver.  There  has  been  a great  deal  of  work 
done  and  many  opinions  expressed  concern- 
ing adequate  vision  for  safe  driving.  It  is 
now  considered  that  vision  for  safe  driving 
must  be  20/40  or  better.  Those  with  vision 
less  than  20/40  should  be  referred  to  an 
ophthalmologist  to  ascertain  if  vision  in  the 
better  eye  can  be  improved.  Drivers  with 
less  than  20/70  corrected  vision  in  the  bet- 
ter eye  should  be  advised  not  to  drive.  In 
addition  to  vision,  visual  fields  or  lateral  vi- 
sion must  be  adequate.  The  driver  must  be 
able  to  see  at  an  angle  of  140  degrees  or 
more.  It  must  be  emphasized  that  people 
with  perfectly  normal  vision  who  are  inat- 
tentive may  not  register  in  their  minds  what 
their  eyes  see  and,  therefore,  may  be  poor 
risks  as  drivers.  Hearing  should  be  tested 
without  a hearing  aid.  Loss  of  hearing  per 
se  has  not  been  known  to  be  an  important 
factor  in  causing  accidents,  but  if  a person 
uses  a hearing  aid  to  drive  and  it  suddenly 
fails  to  -work  properly,  the  driver  may  not 
be  able  to  compensate  for  this  sudden  loss 
of  hearing. 

Alcohol.  Under  no  circumstances  should 
the  driver  be  permitted  to  drink  alcohol 


while  driving.  Numerous  reports  have  been 
presented  concerning  the  effects  of  alcohol 
on  driving  and  the  safe  blood  levels.  It  has 
been  shown  that  a blood-alcohol  level  of 
0.05  per  cent  interferes  with  driving  per- 
formance. A driver  must  not  drink  during 
or  just  prior  to  driving. 

Drugs  and  drug  addiction.  It  is  well 
known  that  numerous  drugs,  whether  self- 
administered  or  taken  at  the  direction  of  a 
physician,  may  produce  reactions  in  some 
persons  that  would  impair  their  ability  to 
drive  a motor  vehicle  with  safety.14  The 
degree  of  impairment  varies  tremendously. 
Therefore,  physicians  should  instruct  their 
patients  not  to  drive  until  they  have  fully 
ascertained  that  their  patients  suffer  no 
adverse  reaction  to  the  new  medication. 
Drugs  that  may  affect  a person’s  ability  to 
drive  with  safety  are:  central  nervous  sys- 
tem stimulants  and  depressants,  sedatives, 
narcotics,  antihistamines,  drugs  that  pre- 
vent motion  sickness,  and  drugs  for  the 
treatment  of  hypertension. 

Syncopes  and  fainting.  Any  type  of 
syncope  and  fainting  would  make  a driver 
unsuitable  for  driving.  Norman15  has  listed 
a number  of  conditions  which  might  cause 
sudden  loss  of  consciousness. 

Metabolic  disease.  Diabetes  is  the  most 
important  metabolic  disease  in  evaluating 
a driver.  If  the  driver  requires  insulin  he 
may  drive  unless  he  is  not  well-regulated, 
or  unless  he  has  frequent  insulin  reaction. 
If  the  diabetes  is  controlled  by  diet  alone 
and  there  are  no  complications  such  as 
retinal  hemorrhages,  the  candidate  may 
drive  provided  he  is  under  regular  periodic 
observation  by  his  physician  and  is  ade- 
quately controlled.  Occasionally  patients  on 
oral  medication  develop  hypoglycemic  re- 
actions. Susceptible  individuals  should  be 
carefully  evaluated  to  determine  their  abil- 
ity to  drive. 

Summary 

The  role  of  the  physician  in  preventing 
motor  vehicle  accidents  is  important.  He 
must  advise  his  patient  with  emotional  and 
physical  disabilities:  he  must  perform  re- 

search, develop  medical  standards  for  safe 
driving,  and  act  as  an  advisor  for  medical 
licensing  agencies.  He  must  develop  meth- 
ods of  treating  and  transporting  the  in- 
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jured.  He  must  set  a good  example  by  good 
driving  habits  and  use  all  available  safety 
measures. 

His  role  in  the  prevention  of  motor  ve- 
hicle accidents  is  just  as  important  as  his 
role  in  the  prevention  of  poliomyelitis,  heart 
disease,  tuberculosis,  or  any  other  prevent- 
able disease. 

116  East  63rd  Street 
New  York  City  10021 
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Testicular  torsion  in  children 


Experience  with  27  patients,  ages  two  days 
to  nineteen  years,  over  a ten-year  period  dem- 
onstrates that  there  are  3 basic  principles  in 
the  management  of  testicular  torsion  in  boys: 
(1)  early  diagnosis;  (2)  immediate  surgical 
exploration;  and  (3)  exploration  of  the  op- 
posite testicle,  even  though  it  is  asymptomatic, 
after  the  involved  side  is  treated.  In  regard  to 
the  latter,  A.  A.  Bilbisi,  W.  W.  Koontz,  Jr.,  and 
G.  W.  Prout,  Jr.,  in  Virginia  M.  Month.  96:  514 
(Sept.)  1969,  note  that  the  potential  for  torsion 
in  the  opposite  side  runs  up  to  90  per  cent.  The 
authors’  discussion  of  testicular  torsion  is  one 
section  of  a paper  on  3 conditions  of  which 
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acute  scrotal  swelling  is  a manifestation.  The 
other  2 are  hydatid  of  Morgagni  (torsion  of 
the  appendix  testicle  or  appendix  epididymis) 
and  acute  epididymitis.  Although  these  3 rep- 
resent the  lesions  most  confusing  to  diagnose, 
differential  diagnosis  in  scrotal  swelling  should 
also  include  acute  hernia  or  hydrocele,  trauma, 
tumor,  orchitis,  and  insect  bite.  A history  of 
trauma  associated  with  pain  and  swelling 
should  be  thoroughly  investigated  on  the  chance 
that  by  focusing  attention  on  the  scrotum  one 
may  overlook  an  intrascrotal  condition  such  as 
neoplasm.  Although  the  latter  is  rare,  it  does 
occur.  Viral  orchitis  is  unlikely  in  the  pre- 
pubertal period.  Swelling  due  to  insect  bite 
usually  can  be  identified  by  close  inspection  of 
the  scrotum  and  discovery  of  the  puncture 
wound. 
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T HE  STUDY  OF  ALLERGIC  RHINITIS  has  proved 
to  be  a formidable  task  because  of  three 
major  obstacles:  (1)  inability  to  assess 

accurately  the  degree  of  physical  disease, 
(2)  difficulty  in  identifying  specific  etiologic 
antigens  in  the  environment,  and  (3)  prob- 
lems in  quantifying  the  amount  of  antigen 
inhaled. 

Symptoms  of  the  disease,  such  as  nasal 
stuffiness,  itching,  and  rhinorrhea,  are 
readily  apparent  even  to  the  untutored,  but 
to  measure  them  accurately  in  clinical  ex- 
periments is  nearly  impossible.  A variety 
of  subjective  reporting  methods  have  been 
devised  to  score  the  severity  of  disease,  but 
at  best  these  methods  provide  only  a crude 
evaluation. 

Two  variables  make  identification  of  etio- 
logic antigens  difficult.  First,  patients  with 
allergic  rhinitis  are  usually  sensitive  to 
numerous  antigens  rather  than  a single  one. 
This  coupled  with  the  fact  that  the  environ- 
ment usually  contains  many  different  aller- 
gens simultaneously  can  lead  to  confusion 
in  ascribing  symptoms  to  any  one  agent. 
Second,  it  is  impossible  to  identify  all  anti- 
gens in  the  atmosphere  at  the  time  a pa- 

* This  research  was  supported  by  Training  Grant  A 
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National  Institute  of  Allergy  and  Infectious  Diseases. 


tient  has  a specific  episode  of  rhinitis,  be- 
cause the  airborne  particles,  such  as  pollen, 
dander  of  animals,  and  so  on,  are  micro- 
scopic in  size  and  odorless.  Therefore,  in 
clinical  investigations  of  rhinitis  the  usual 
technic  is  a compromise.  Patients  to  be 
studied  are  selected  on  the  basis  of  sensi- 
tivity to  a common  allergen,  such  as  rag- 
weed pollen,  prevalent  in  the  environment 
during  a well-defined  period.  Consequently, 
there  still  may  be  a degree  of  uncertainty 
regarding  the  cause  of  rhinitis  in  occasional 
patients  because  of  their  multiple  sensitivi- 
ties. In  addition,  the  severity  of  rhinitis 
may  be  altered  in  some  patients  by  combina- 
tions of  environmental  antigens. 

Even  when  the  specific  antigen  is  known 
to  be  in  the  environment,  the  quantity  in- 
haled by  a particular  patient  is  unknown. 
This  is  unfortunate,  for,  as  I will  later  show, 
a specific  amount  of  antigen  will  produce 
severe  symptoms  in  one  sensitive  patient, 
and  yet  the  same  quantity  will  have  no 
effect  on  a second  subject.  Or  one  amount 
may  produce  symptoms  in  a patient  at  one 
time  but  not  at  another. 

Because  of  these  difficulties  I proposed 
studying  allergic  rhinitis  by  using  the  al- 
lergic human  subject  as  the  experimental 
model  and  producing  acute  episodes  of  dis- 
ease in  this  model  in  the  laboratory  just  as 
they  occur  in  nature.  To  do  this  I planned 
to  control  the  purity  and  quantity  of  anti- 
gen inhaled  by  the  subject  and  to  measure 
objectively  the  degree  of  disease  produced. 
A major  problem  in  such  a system  is  de- 
livery of  the  desired  quantity  of  micro- 
scopic particles  of  antigen  to  the  patient’s 
nasal  mucosa.  An  idea  of  the  enormity  of 
this  obstacle  is  conveyed  by  the  fact  that 
one  ragweed  pollen  grain,  the  antigen  used 
in  most  of  the  challenges,  is  only  three  times 
the  size  of  a red  blood  cell,  and  I planned  to 
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administer  the  pollen  grains  by  inhalation 
at  a rate  of  3 pollen  grains  per  minute  for 
one  hour  to  the  nasal  mucosa. 

The  second  major  problem  was  to  devise 
a method  of  quantitating  the  illness,  the 
physical  response  of  the  patient  during  an 
acute  allergic  episode.  I found  that  the  de- 
gree of  nasal  obstruction  during  acute  epi- 
sodes of  allergic  rhinitis  varied  with  the 
severity  of  symptoms,  thereby  providing  one 
measure  of  disease.  Since  nasal  obstruction 
changes  rapidly  over  the  course  of  an  attack, 
the  method  of  quantitating  nasal  conges- 
tion had  to  be  sophisticated  enough  to  en- 
able accurate,  frequent,  and  rapid  measure- 
ments. 

Technics 

Instrumentation  did  not  exist  for  ac- 
curately quantitating  physical  changes  in 
the  nose  or  for  administering  precise 
amounts  of  antigen  for  nasal  challenges.  I 
developed  an  instrument  and  method  for 
instantaneously  assaying  nasal  patency,  a 
measurement  which  provides  one  indicator 
of  allergic  disease.1  A second  technic  and 
instrument  were  devised  for  administering 
individual  pollen  grains  to  the  nares.2  Us- 
ing these  two  instruments  and  technics,  I 
could  produce  an  acute  episode  of  allergic 
rhinitis  in  a susceptible  patient  in  the  lab- 
oratory with  a known  amount  of  a specific 
antigen  and  constantly  monitor  the  severity 
of  the  attack. 

In  practice,  I administered  ragweed  pollen 
to  the  allergic  subject  intranasally  for  a 
period  of  fifteen  to  seventy-five  minutes  in 
doses  comparable  to  environmental  exposure. 
During  this  time  nasal  airway  patency  was 
measured  every  two  minutes  to  determine 
the  effect  of  the  pollen  on  the  nasal  tissues. 

Once  technics  had  been  developed  to  the 
point  at  which  all  phases  of  the  procedure 
could  be  controlled,  it  was  a simple  matter 
to  manipulate  some  of  the  experimental 
variables,  such  as  total  pollen  dose  inhaled 
and  rate  of  inhalation.  Because  certain 
plants  pollinate  over  a period  of  weeks, 
thereby  causing  rhinitis  in  susceptible  pa- 
tients for  prolonged  periods  of  time,  it  was 
important  to  investigate  the  effect  of  pollen 
inhalation  administered  daily  for  weeks. 
By  limiting  the  administration  of  pollen  to 
one  nostril,  acute  symptoms  of  hay  fever 
could  be  limited  to  this  nostril.  The  contra- 


lateral nostril  could  be  used  as  a control  or 
for  other  purposes  which  will  be  described 
later.  I believed  it  important  to  study  the 
effect  of  challenge  with  one  antigen  fol- 
lowed by  challenge  with  a second,  since  the 
environment  always  contains  many  different 
types  of  allergens.  Psychodynamics  of  the 
allergic  reaction  were  evaluated  by  the  use 
of  placebo  challenges.  On  occasion,  the 
nasal  membrane  was  biopsied  to  ascertain 
histologic  changes  which  occur  subsequent 
to  exposure  to  antigens.  Thus,  many  as- 
pects of  allergic  rhinitis  were  studied  in  the 
laboratory  under  controlled  conditions,  using 
the  allergic  patient  as  the  experimental 
subject. 

Fortunately,  episodes  of  allergic  rhinitis 
provoked  by  me  in  the  laboratory  did  not 
endanger  the  patient’s  health,  because  the 
amount  of  antigen  inhaled  could  be  ac- 
curately controlled  and  was  no  more  than 
his  usual  environmental  exposure. 

Characterization  of  episodes  of  aller- 
gic rhinitis.  The  attacks  of  rhinitis  pro- 
duced in  the  laboratory  resembled  in  every 
way  those  which  occur  following  environ- 
mental exposure.  The  onset  of  symptoms, 
their  progression,  and  their  severity  are 
related  to  a number  of  variables  to  be  de- 
scribed. In  general,  after  administration  of 
antigen  is  begun,  the  first  symptom  to  ap- 
pear is  slight  itching  of  the  nose,  soon  fol- 
lowed by  postnasal  drip.  Nasal  airway 
patency  decreases  slightly,  indicating  physi- 
cal events  associated  with  allergic  inflam- 
mation. Symptoms  increase  in  intensity, 
and  airway  patency  decreases  more  with  ad- 
ditional antigenic  exposure. 

Minutes  after  inhalation  of  antigen  is 
stopped,  nasal  symptoms  begin  to  subside. 
Decongestion  often  starts  within  five  min- 
utes after  the  last  inhalation  of  antigen. 
The  complete  disappearance  of  symptoms 
usually  takes  about  thirty  to  sixty  minutes, 
with  postnasal  drip  the  last  to  disappear. 

Environmental  pollen  exposure 
compared  with  laboratory  exposure 

Since  one  of  the  primary  purposes  of  the 
experiments  was  to  study  allergic  rhinitis 
in  the  laboratory  as  it  occurs  in  nature,  it 
seemed  logical  to  challenge  the  subject  with 
amounts  of  pollen  administered  at  rates 
equivalent  to  those  encountered  environ- 
mentally. I did  quantitative  ragweed  pollen 
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counts  in  the  New  York  City  area  during 
two  ragweed  pollinating  seasons  to  de- 
termine the  highest  concentration  of  rag- 
weed pollen  our  subjects  were  exposed  to  in 
their  environment.  The  highest  concentra- 
tion found  was  7 ragweed  pollen  grains  per 
10  L.  of  air.  Theoretically,  at  this  concen- 
tration an  individual  at  rest  would  inhale 
approximately  6 pollen  grains  per  minute 
through  both  nostrils  or  3 grains  per  minute 
through  a single  nostril.  Therefore,  in  my 
experiments  administration  of  pollen  to  one 
nostril  at  the  rate  of  3 pollen  grains  per 
minute  was  considered  equivalent  to  the 
highest  environmental  exposure  rate  in  the 
New  York  City  area.  Thus,  a major  ad- 
vantage of  the  technic  was  that  episodes  of 
allergic  rhinitis  produced  in  the  laboratory 
were  comparable  to  those  which  occurred 
environmentally. 

From  early  experiments  I recognized  that 
rapid  inhalation  of  abnormally  large 
amounts  of  pollen  by  an  allergic  individual 
often  caused  severe  rhinitis  in  a few  min- 
utes. These  unphysiologic  doses  could  be 
not  only  dangerous,  but  information  derived 
from  them  was  also  of  little  value  since  they 
were  not  comparable  to  the  usual  environ- 
mental exposure. 

Priming  effect1*-4 

Early  attempts  with  ragweed  pollen  to 
produce  acute  episodes  of  allergic  rhinitis 
in  patients  who  had  ragweed  hay  fever  were 
almost  uniformly  unsuccessful,  even  though 
pollen  was  sometimes  administered  to  sub- 
jects for  one  hour  at  two  or  three  times  the 
highest  environmental  rate  recorded.  This 
finding  was  quite  confusing  at  the  time  but 
is  easily  explained  by  evidence  derived  from 
later  experiments.  In  these  later  experi- 
ments I discovered  that  the  patient’s  reac- 
tion to  inhalation  of  pollen  varied  from 
time  to  time  and  that  it  was  greatly  influ- 
enced by  the  length  and  degree  of  exposure 
to  antigen  on  the  preceding  days.  Thus,  the 
greater  the  exposure  to  an  antigen  and  the 
more  often  it  occurred,  the  more  susceptible 
was  the  subject  to  a subsequent  challenge. 
These  findings  explained  why  the  early  trials 
were  unsuccessful,  since  initially  patients 
were  never  challenged  on  successive  days, 
but  several  days  might  elapse  between  chal- 
lenges. 


Results  of  challenging  the  same  patient 
on  successive  days  disclosed  a highly  sig- 
nificant concept  which  contributes  to  a 
better  understanding  of  hay  fever.  Amaz- 
ingly enough,  a relatively  large  pollen  chal- 
lenge caused  no  symptoms  if  the  patient  had 
not  been  exposed  to  antigen  for  days  prior 
to  the  challenge.  However,  if  a similar  dose 
was  administered  again  the  next  day,  mild 
symptoms  and  a slight  decrease  in  nasal  air- 
way patency  occurred.  On  the  third  suc- 
cessive day  of  challenge  severe  symptoms 
and  marked  congestion  occurred  from  only 
one-half  the  dose  of  pollen  administered  on 
the  first  day.  If  challenges  were  continued 
daily  in  the  same  manner,  the  amount  of 
pollen  required  to  produce  significant  hay 
fever  was  less  on  each  succeeding  day.  By 
the  tenth  successive  day,  one  fiftieth  of  the 
dose  which  originally  caused  no  symptoms 
now  caused  severe  hay  fever.  I called  this 
phenomenon  of  increasing  hyperreactivity  of 
nasal  tissues  following  daily  challenges  “the 
priming  effect.” 

Reversibility  of  priming  effect'*-4 

I had  been  confused  by  the  failure  of 
pollen  to  produce  hay  fever  on  the  first  day 
of  challenge  in  an  individual  allergic  to  that 
pollen.  I was  equally  puzzled  by  the  fact 
that  if  I made  a patient’s  nasal  mucosa 
hyperreactive  by  challenging  it  daily,  the 
hyperreactivity  of  the  nasal  tissues  de- 
creased if  I omitted  challenges  for  varying 
periods  of  time.  It  became  apparent  that 
just  as  repeated  daily  challenges  primed 
the  subject’s  nostril,  elimination  of  chal- 
lenges reversed  the  priming  effect.  The 
time  required  for  reversal  depended  on  the 
degree  of  priming  produced  by  challenge. 
For  instance,  the  degree  of  priming  caused 
by  one  hour  of  challenge  for  five  successive 
days  was  reversed  by  two  days  without 
challenge.  If  marked  priming  was  produced 
by  five  successive  weeks  of  challenge  and 
then  challenges  stopped,  reversal  of  the  hy- 
perreactive state  occurred  gradually  over 
the  next  four  weeks.  Thus,  the  time  without 
exposure  to  antigen  required  to  reverse 
priming  is  related  to  the  length  of  exposure 
which  caused  the  priming. 

These  findings  suggest  that  something 
about  a patient  repeatedly  exposed  to  an 
antigen  to  which  he  is  allergic  is  altered  in 
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some  manner  so  that  his  nasal  tissues  react 
severely  to  small  amounts  of  the  antigen, 
and  that  this  change  is  reversed,  in  time, 
when  exposure  to  antigen  ceases. 

Clinical  application  of  priming  effect 

The  concept  of  priming  and  the  reversibil- 
ity of  priming  demonstrated  in  the  labora- 
tory can  be  directly  applied  to  hay  fever  as 
it  occurs  naturally.  The  ragweed  pollinat- 
ing season  may  be  used  as  an  example.  In 
the  New  York  area  ragweed  plants  begin 
to  pollinate  about  August  15.  At  this  time 
small  amounts  of  ragweed  pollen  can  be 
found  in  the  atmosphere.  As  more  plants 
mature,  atmospheric  pollen  concentration 
increases,  with  highest  concentrations  usu- 
ally recorded  during  the  last  few  days  of 
August  and  in  the  first  two  weeks  of  Sep- 
tember. Thereafter,  the  pollinating  cycle 
of  the  plant  ebbs,  and  the  atmospheric  pollen 
concentration  begins  to  decrease  so  that  in 
the  last  two  weeks  of  September  the  con- 
centration is  usually  as  low  as  that  found 
during  the  early  part  of  the  pollinating 
season.  In  summary,  the  pattern  is  one  of 
low  pollen  concentration  early  in  the  season, 
highest  concentration  during  midseason, 
and  small  amounts  once  again  at  the  end  of 
the  season. 

If  symptoms  were  directly  related  to 
pollen  counts,  their  severity  would  follow 
the  pattern  of  the  environmental  concen- 
tration. In  actuality,  symptoms  do  not 
parallel  environmental  concentrations.  For 
about  the  first  seven  pollinating  days  of  the 
season  symptoms  in  most  patients  are  usu- 
ally absent,  beginning  to  appear  only  during 
the  second  week.  Priming  is  probably  oc- 
curring during  the  first  week  of  exposure, 
and  the  onset  of  symptoms  in  the  second 
week  is  due  to  the  previous  exposures  and 
the  increasing  environmental  pollen  con- 
centration. Symptoms  become  more  severe 
at  the  height  of  the  season.  As  the  pollen 
count  tapers  off  at  the  end  of  the  season, 
symptoms  usually  decrease  slightly  in  some 
patients  but  in  a significant  number  of 
others  may  remain  troublesome  or  even  be- 
come worse,  despite  the  fact  that  the  amount 
of  pollen  in  the  atmosphere  is  infinitesimal 
or  even  absent.  Physicians  and  patients 
have  long  recognized  this  “postseasonal” 
exacerbation  but  have  had  no  satisfactory 
explanation  for  it.  I attribute  the  severe 


late  symptoms  to  the  fact  that  the  nasal 
membranes,  primed  by  weeks  of  environ- 
mental exposure,  react  severely  to  minute 
pollen  challenges  thereafter  or  even  to 
minute  quantities  of  other  allergens  which 
may  be  present. 

To  demonstrate  that  exposure  to  pollen  in 
the  environment  does  prime  the  nasal  tis- 
sues, I challenged  ragweed-sensitive  pa- 
tients with  ragweed  pollen  in  the  laboratory 
once  a week  to  determine  their  threshold 
for  symptoms.  I began  in  July,  before  rag- 
weed pollination  began,  and  continued  the 
challenges  through  November.  In  these  ex- 
periments I hoped  to  show  that  large  pol- 
len doses  administered  in  the  laboratory  dur- 
ing July  and  November  did  not  cause  symp- 
toms, but  that  during  the  pollinating  sea- 
son, the  latter  part  of  August  and  Septem- 
ber, small  doses  of  pollen  caused  severe 
symptoms  because  of  priming.  The  experi- 
mental findings  agreed  with  this  hypothe- 
sis. A large  pollen  dose  administered  on  a 
day  in  July  produced  no  symptoms  of  hay 
fever.  The  same  dose  administered  on  a day 
during  the  second  week  of  the  pollinating 
season  produced  moderate  symptoms.  By 
the  beginning  of  the  third  week  of  the  sea- 
son, a small  fraction  of  this  dose  produced 
severe  hay  fever.  The  dose  causing  symp- 
toms remained  low  through  the  end  of  the 
season  and  into  early  October  even  though 
pollen  was  no  longer  in  the  environment. 
Thereafter,  with  each  succeeding  week,  the 
dose  of  pollen  administered  during  a chal- 
lenge had  to  be  increased  to  produce  a se- 
vere attack  of  hay  fever.  It  was  not  until 
late  in  November,  however,  that  the  sub- 
jects could  tolerate  large  doses  equal  to  those 
given  prior  to  the  season  and  not  have 
symptoms.  Thus,  environmental  exposure 
primed  the  subjects;  the  priming  effect  was 
gradually  reversed  in  six  to  eight  weeks  af- 
ter environmental  pollen  exposure  ceased. 

Placebo  challenges  and  controls3 

Perhaps  at  this  time  it  would  be  well  to  de- 
scribe placebo  challenges  to  verify  that  the 
pollen  I administered  to  the  subjects  during 
challenges  was  the  only  cause  of  the  acute 
episodes  of  hay  fever.  I re-emphasize  that 
the  criterion  used  for  diagnosing  an  episode 
of  allergic  rhinitis  was  a decrease  in  nasal 
airway  patency  as  measured  objectively  with 
an  instrument.  This  measurement  is  an  ex- 
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tremely  accurate  representation  of  nasal 
congestion  and  cannot  be  influenced  by  the 
subject  or  physician. 

Placebo  challenges  were  carried  out  in  ex- 
actly the  same  manner  as  pollen  challenges, 
except  that  the  apparatus  used  for  adminis- 
tering pollen  was  altered  so  that  it  delivered 
only  room  air  to  the  patient.  This  altera- 
tion was  unknown  to  the  subjects.  Thus, 
subjects  who  had  hay  fever  day  after  day 
when  challenged  with  pollen  were  on  one 
day  challenged  with  room  air.  In  no  in- 
stance did  a placebo  challenge  cause  hay 
fever  symptoms.  Even  more  important, 
nasal  patency  measured  objectively  never  de- 
creased during  administration  of  room  air, 
thereby  objectively  verifying  that  nasal  con- 
gestion did  not  occur.  These  findings  are 
even  more  significant  because,  in  effect,  the 
daily  pollen  challenges  administered  prior 
to  challenges  with  placebo  were  analogous 
to  “psychologic  conditioning.”  Therefore, 
in  addition  to  failure  of  placebo  to  cause  hay 
fever,  it  may  be  concluded  that  the  subjects 
tested  could  not  be  “conditioned”  to  have  an 
allergic  reaction.  These  findings  constitute 
strong  evidence  refuting  any  claim  that  emo- 
tional factors  are  etiologically  important  as 
primary  causes  of  allergic  rhinitis. 

Of  great  importance  is  the  effect  of  pollen 
challenges  on  nonallergic  subjects,  since  if 
symptoms  developed  in  these  subjects  it 
could  be  argued  that  pollen  acted  as  a non- 
specific irritant  rather  than  as  an  allergen. 
None  of  the  nonallergic  subjects  tested  had 
hay  fever  or  nasal  congestion  after  inhaling 
more  than  5,000  times  the  pollen  dose  ad- 
ministered to  allergic  patients. 

Local  nature  of  priming  effect4 

In  the  challenging  procedure  pollen  was 
administered  to  only  one  nostril.  The  de- 
gree of  nasal  congestion  of  both  nostrils  wras 
measured.  The  acute  episode  of  hay  fever 
caused  by  challenge  occurred  only  in  the  nos- 
tril challenged.  Neither  symptoms  nor  con- 
gestion occurred  in  the  unchallenged  nostril. 
These  findings  illustrate  that  acute  allergic 
inflammation  is  limited  to  the  tissue  which 
came  in  contact  with  the  antigen. 

Of  great  importance  is  the  question 
whether  or  not  the  unchallenged  nostril  is  af- 
fected or  primed  when  the  contralateral  side 
is  primed  by  repeated  daily  challenges.  If 


the  unchallenged  nostril  did  become  primed, 
priming  could  then  be  attributed  to  some 
systemic  effect  of  challenge.  The  finding 
that  the  unchallenged  nostril  was  not  af- 
fected would  suggest  that  priming  was  due 
to  a local  change. 

To  test  this  issue  I challenged  one  nostril 
daily  for  two  weeks,  so  that  after  this  time 
it  reacted  severely  to  one-fortieth  the  dose 
which  originally  caused  no  reaction.  At  this 
point  I challenged  the  contralateral  nostril 
for  the  first  time.  Symptoms  did  not  occur 
even  though  the  challenging  dose  was  50 
times  the  amount  which  caused  severe  hay 
fever  only  a few  hours  before  in  the  primed 
nostril.  On  this  day  the  patient  presented 
the  rather  incongruous  state  of  having  a 
marked  allergic  reaction  in  the  primed  nos- 
tril during  exposure  to  minute  doses  of  rag- 
weed pollen,  whereas  the  unprimed  nostril 
was  quite  resistant  and  did  not  react  when 
exposed  to  a fiftyfold  greater  dose.  The 
significance  of  this  finding  is  that  the  prim- 
ing effect  is  a local  change  in  tissues. 

Nonspecificity  of  priming4 

Perhaps  one  of  the  most  perplexing  and 
important  clinical  problems  is  whether,  in  a 
patient  with  multiple  sensitivities,  an  aller- 
gic reaction  caused  by  one  antigen  can  influ- 
ence the  response  to  a second  antigen. 
There  is  no  scientific  evidence  for  or  against 
this,  although  most  allergists  recognize  oc- 
casional clinical  allergic  episodes  which 
could  best  be  explained  by  the  combined  ex- 
posure to  two  dissimilar  antigens  rather 
than  to  one  alone. 

This  hypothesis  could  be  tested  by  using 
the  human  subject  as  the  experimental 
model.  A patient  allergic  by  skin  test  to 
pollen  “A”  and  “B”  has  hay  fever  when  en- 
vironmentally exposed  to  “A”  but  never  fol- 
lowing exposure  to  “B.”  If  one  nostril  of 
this  subject  is  primed  with  “A”  so  that  it 
becomes  exceedingly  reactive  to  “A,”  the 
question  is  whether  its  reactivity  to  “B” 
will  or  will  not  be  changed. 

I tested  this  question  in  the  laboratory  in 
2 individuals  who  had  multiple  pollen  sensi- 
tivities. One  of  these  subjects  is  moder- 
ately sensitive  to  ragweed  by  skin  test,  has 
typical  ragweed  hay  fever  during  the  rag- 
weed pollinating  season  (late  August  and 
September),  and  has  acute  attacks  of  hay 
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fever  when  challenged  with  ragweed  pol- 
len in  the  laboratory.  This  subject  also  has 
a skin  test  reaction  weakly  positive  to  sor- 
rel. She  does  not  have  hay  fever  when  sor- 
rel pollinates  (late  spring)  and  did  not  have 
hay  fever  when  challenged  with  sorrel  pol- 
len in  the  laboratory.  The  experiment  con- 
sisted of  first  challenging  one  of  her  nostrils 
daily  for  two  weeks  with  ragweed  pollen  so 
that  it  became  primed  by  ragweed.  On  the 
next  day  an  acute  episode  of  hay  fever  was 
then  produced  in  this  nostril  with  a small 
amount  of  ragweed  pollen.  Administration 
of  ragweed  pollen  was  stopped,  and  in 
twenty  minutes  all  symptoms  and  most  of 
the  nasal  congestion  subsided.  Administra- 
tion of  sorrel  pollen  was  then  begun.  In  a 
matter  of  minutes  acute  hay  fever,  accom- 
panied by  marked  nasal  congestion  occurred, 
even  though  only  a minimal  dose  of  sorrel 
pollen  had  been  inhaled.  Thirty  minutes 
later  this  subject’s  contralateral  nostril, 
which  had  not  been  primed  with  ragweed, 
was  challenged  with  30  times  as  much  sor- 
rel pollen.  Neither  symptoms  nor  conges- 
tion developed.  Thus,  a nostril  in  the  un- 
primed state  did  not  react  to  a large  dose  of 
sorrel  pollen,  but  after  priming  with  rag- 
weed pollen  severe  hay  fever  occurred  in 
this  nostril  after  minimal  challenge  with 
sorrel. 

That  this  reaction  to  sorrel  was  truly  al- 
lergic and  not  an  irritative  phenomenon  was 
shown  by  permitting  the  patient  to  inhale  a 
large  number  of  inert  carbon  particles  of 
size  similar  to  sorrel  pollen  grains  during  an 
attack  of  acute  hay  fever  produced  with 
ragweed  pollen.  Symptoms  of  hay  fever  ac- 
tually regressed  during  challenge  with  car- 
bon particles;  the  observation  illustrates 
that  irritative  or  mechanical  factors  alone 
did  not  cause  hay  fever. 

The  other  subject  tested  with  more  than 
one  antigen  is  clinically  allergic  to  ragweed, 
grass,  and  tree  pollens.  If  she  had  not  had 
recent  exposure  to  these  antigens,  she  was 
resistant  to  the  first  challenge  with  any  one 
but  did  become  primed  with  repeated  daily 
challenges. 

When  she  was  primed  with  any  one  of 
these  antigens,  minute  doses  of  either  of  the 
others  caused  severe  hay  fever. 

These  experiments  show  that  the  priming 
effect  is  nonspecific  and  suggest  that  a nos- 
tril primed  by  one  antigen  is  primed  to  all 


other  antigens  to  which  the  patient  is  aller- 
gic. 

Clinical  significance  of 
nonspecificity  of  priming 

The  fact  that  priming  is  nonspecific  mag- 
nifies enormously  the  diagnostic  problem 
confronting  the  physician.  For  example,  in 
a patient  who  has  significant  ragweed  hay 
fever,  other  antigens  in  the  patient’s  envi- 
ronment to  which  he  is  sensitive  could  be 
clinically  important  during  the  ragweed  pol- 
linating season.  Thus,  the  dander  of  the 
patient’s  dog,  to  which  he  is  slightly  sensi- 
tive, may  cause  no  trouble  throughout  the 
year  but  may  aggravate  hay  fever  during 
the  ragweed  season.  Innumerable  other  an- 
tigens acting  singly  or  in  combinations 
could  have  the  same  effect.  Furthermore,  it 
may  not  be  necessary  to  inhale  the  second 
antigen;  it  could  be  ingested.  In  this  re- 
spect, we  are  all  aware  of  some  patients  with 
ragweed  hay  fever  who  can  eat  tomato  or 
another  food  throughout  the  year  with  no 
difficulty,  but  during  the  ragweed  season  in- 
gestion of  these  foods  causes  severe  rhinor- 
rhea. 

Then,  too,  there  is  the  patient  with  per- 
ennial allergic  rhinitis  who  has  been  skin 
tested  and  found  to  be  minimally  allergic 
to  multiple  antigens.  Perhaps  the  patient 
with  perennial  allergic  rhinitis  becomes 
primed  by  one  antigen  and  is  then  continu- 
ally exposed  to  so  many  others  in  his  envi- 
ronment to  which  he  is  allergic  that  priming 
is  never  reversed.  Therefore,  symptoms 
may  occur  throughout  the  year  despite  the 
fact  that  he  is  only  mildly  allergic  to  the 
antigens  causing  his  symptoms. 

I again  repeat  that  the  finding  of  nonspec- 
ificity of  priming  has  vast  clinical  implica- 
tions. Even  though  the  maneuvers  I de- 
vised to  induce  the  acute  episodes  of  hay 
fever  in  the  laboratory  with  two  different 
antigens  were  technically  quite  complicated 
and  difficult,  multiple  antigen  exposure  is 
the  rule  rather  than  the  exception  in  our 
hostile  environment. 

One  by-product  of  the  previously  de- 
scribed work  is  an  insight  into  the  meaning 
of  a positive  skin  test  finding.  When  a 
skin  test  with  an  antigen  reveals  positive  re- 
sults and  clinical  symptoms  follow  environ- 
mental exposure  to  the  antigen,  we  are  all 
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in  agreement  that  the  individual  is  allergic 
to  that  antigen.  On  the  other  hand,  there  is 
the  individual  who  has  a skin  test  with  an 
antigen  with  positive  reactions  but  does  not 
have  clinical  symptoms  when  exposed  to  the 
usual  environmental  concentrations  of  the 
antigen.  It  is  hard  to  say  whether  the  pa- 
tient is  truly  allergic  to  this  antigen  or 
whether  the  skin  test  result  is  “false  posi- 
tive.” From  the  evidence  I have  presented, 
in  the  patient  who  had  only  a weakly  posi- 
tive reaction  to  sorrel  when  given  a skin 
test  but  never  had  clinical  symptoms,  it 
would  seem  that  a skin  test  with  positive  re- 
sults does  represent  true  allergy,  since  al- 
lergic symptoms  were  induced  with  sorrel 
after  prior  challenge  and  priming  with 
another  antigen.  Therefore,  it  seems  rea- 
sonable to  assume  that  every  skin  test  with 
positive  findings,  if  done  properly  and  with 
extraneous  reactions  such  as  dermatograph- 
ism  ruled  out,  indicates  true  allergic  sensi- 
tivity, even  though  symptoms  do  not  occur 
during  routine  clinical  exposures. 

Mechanism  of  priming 

I have  described  four  characteristics  of 
priming:  (1)  it  begins  to  occur  within 

twenty-four  hours  after  the  first  challenge; 

(2)  its  reversal  begins  in  as  short  a time  as 
forty-eight  hours  after  the  last  challenge; 

(3)  it  is  a local  phenomenon;  and  (4)  it  is 
nonspecific.  These  characteristics  may  be 
helpful  in  suggesting  the  mechanism  (s) 
which  cause  priming. 

Since  priming  occurs  rapidly,  is  reversed 
rapidly,  and  is  local,  a systemic  change  in 
allergic  antibody  (skin-sensitizing  anti- 
body) titer  does  not  appear  to  be  a likely 
cause.  Local  antibody  production  as  a 
mechanism  is  unlikely  because  priming  is 
nonspecific.  Three  types  of  tissue  responses 
could  account  for  priming.  First,  antigen, 
antigen-antibody  complexes,  or  the  allergic 
reaction  itself  may  in  some  way  be  chemo- 
tactic  and  attract  cells  containing  chemical 
mediators  into  the  tissues.  Subsequent  chal- 
lenge and  formation  of  allergic  complexes, 
while  these  cells  were  still  present  locally, 
could  account  for  an  accelerated  allergic  re- 
action. We  do  not  know  which  cells  are  car- 
riers of  chemical  mediators  specific  for  al- 
lergic rhinitis,  but  possible  suspects  are 
mast  cells,  polymorphonuclear  leukocytes. 


and  eosinophils.  Second,  the  antigen  may 
stimulate  local  antibody  production,  al- 
though this  possibility  is  unlikely  since 
priming  is  nonspecific.  Third,  the  allergic 
reaction  which  caused  priming  might  in 
some  way  alter  the  nasal  tissues  so  that  they 
are  more  susceptible  to  subsequent  chal- 
lenges. With  these  hypotheses  in  mind,  I 
believed  that  histologic  examination  of  nasal 
tissues  before  and  after  priming  might  be 
fruitful  and,  therefore,  examined  these  tis- 
sues. 

Histologic  examination  of  nasal  tissues"’ 

To  study  the  histopathology  of  priming  I 
first  biopsied  both  nostrils  of  an  allergic  sub- 
ject. One  nostril  was  then  primed  by  daily 
pollen  challenges  for  three  weeks.  On  the 
day  after  the  last  challenge,  nasal  biopsies 
were  repeated.  The  reason  for  allowing  one 
day  to  elapse  after  the  last  challenge  was  so 
that  biopsy  of  the  primed  nostril  would  show 
the  chronic  effect  of  priming  and  not 
changes  due  to  the  acute  allergic  reaction 
which  followed  the  last  challenge. 

The  histologic  features  of  both  nostrils 
were  normal  before  any  challenges.  The 
biopsy  of  the  unchallenged  nostril  three 
weeks  later  was  also  normal. 

Biopsy  of  the  nostril  which  had  been  chal- 
lenged with  ragweed  pollen  for  three  weeks 
showed  marked  changes.  These  changes 
consisted  of  alterations  both  in  the  types 
and  numbers  of  cells  present  as  well  as  in 
noncellular  tissues.  Alterations  in  cellular 
composition  consisted  of  a moderate  infil- 
trate of  eosinophils.  A marked  infiltrate 
of  irregularly  shaped  masses  resembling 
nuclei  of  granulocytes  was  found  in  the 
tunica  propria.  This  material  might  be  de- 
generating nuclei  of  cells  (polymorphonu- 
clear leukocytes?  eosinophils?)  which  infil- 
trated the  membrane  during  the  allergic  re- 
action. 

Since  mast  cells  contain  histamine  and  re- 
lease the  histamine  during  some  types  of  al- 
lergic reaction  in  animals,  I believed  that 
the  role  of  the  mast  cell  in  allergic  rhinitis 
might  be  defined  by  these  experiments.  The 
number  of  mast  cells  found  in  nasal  biop- 
sies of  allergic  individuals  was  the  same  as 
that  in  normal  subjects.  The  mast  cell 
count  was  the  same  in  pre-  and  postchal- 
lenge biopsies.  These  preliminary  studies 
fail,  on  histologic  evidence  only,  to  implicate 
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the  mast  cell  as  a source  of  mediators  in 
hay  fever  in  man. 

Several  changes  in  noncellular  tissues 
were  striking.  One  of  these  was  what  mi- 
croscopically appeared  to  be  destruction  of 
the  basement  membrane.  The  basement 
membrane  is  normally  a noncellular  homo- 
geneous layer  of  material  under  the  epithe- 
lial surface.  Any  particle  or  chemical 
which  is  to  enter  the  submucosa  must  first 
penetrate  the  basement  membrane.  Thus, 
the  membrane  may  be  one  line  of  defense 
acting  as  a “tissue  barrier”  to  invasion  by 
foreign  substances.  In  the  nostril  which 
had  been  primed  with  ragweed  pollen  the 
basement  membrane  was  fragmented  and 
only  about  one-tenth  the  thickness  of  the 
normal  membrane.  The  basement  mem- 
brane of  the  unprimed  nostril  appeared 
perfectly  normal. 

Other  changes  in  challenged  tissues  did 
occur,  as  inferred  from  results  obtained 
when  histochemical  stains  were  used.  The 
nature  and  meaning  of  these  changes  are 
not  known.  We  are  now  carrying  out  fur- 
ther work  on  them. 

The  histologic  changes  described  were 
also  found  in  the  second  patient  challenged 
in  the  laboratory  and  in  a number  of  other 
patients  biopsied  during  the  ragweed  pol- 
linating season. 

Possible  meaning  of  basement 
membrane  destruction 

The  physical  presence  and  undoubtedly 
the  chemistry  of  the  membrane  makes  it  one 
barrier  to  the  entry  of  foreign  materials 
into  the  submucosa,  as  suggested  by  Rappa- 
port  et  al.e  In  this  sense  it  is  a “tissue 
barrier”  just  as  the  skin  is.  The  first  nasal 
challenge,  even  with  high  doses  of  pollen, 
usually  does  not  cause  much  in  the  way  of 
subjective  or  objective  signs  of  allergic 
rhinitis.  It  could  be  postulated  that  the 
intact  basement  membrane  prevented  the 
major  portion  of  antigen  from  entering  the 
subepithelial  tissue.  However,  the  small 
amount  of  antigen  that  does  enter  causes  a 
minor  allergic  reaction.  The  allergic  reac- 
tion, although  insignificant  clinically,  might 
produce  minor  changes  in  the  tissues,  such 
as  increasing  the  permeability  of  the  mem- 
brane. As  additional  challenges  are  ad- 
ministered over  the  succeeding  days,  the 


membrane  is  further  damaged  with  each 
succeeding  challenge  and  becomes  more  per- 
meable to  the  antigen.  Thus,  a greater  por- 
tion of  the  antigen  which  lands  on  the  nasal 
mucosa  will  be  absorbed  through  the  dam- 
aged membrane.  In  considering  the  patho- 
physiology of  allergic  rhinitis,  the  amount 
of  antigen  inhaled  may  not  be  as  significant 
as  the  amount  which  actually  enters  the 
susceptible  tissues.  This  hypothesis  would 
explain  the  clinical  observation  that  with 
each  succeeding  day  of  challenge  a smaller 
amount  of  inhaled  antigen  produces  more 
symptoms  and  objective  signs  of  disease. 
Basement  membrane  damage  would  explain 
reversibility  of  the  priming  effect  and  the 
time  factor  involved.  When  challenges  are 
administered  over  only  a few  days,  mem- 
brane damage  will  be  slight,  and  healing  will 
occur  rapidly.  When  challenges  are  ad- 
ministered for  weeks,  membrane  damage 
will  be  severe,  and  a longer  time  will  be  re- 
quired for  healing.  Basement  membrane 
destruction  explains  the  local  nature  of 
priming,  since  only  those  tissues  exposed  to 
antigen  will  be  affected.  Nonspecificity  of 
priming  is  easily  explained  by  membrane 
damage,  since  a membrane  made  more  per- 
meable by  challenge  with  one  antigen  might 
be  just  as  permeable  to  others  and  possibly 
even  to  nonallergenic  chemicals. 

In  addition  to  basement  membrane  dam- 
age other  histologic  and  chemical  changes 
which  occur  in  the  nasal  tissues  may  also 
play  a role  in  priming.  Further  study  is 
required  to  evaluate  what  these  other 
changes  might  be  and  how  they  affect  the 
reaction. 


Conclusion 

The  experiments  I described  illustrate  a 
number  of  points.  An  allergic  reaction 
could  be  produced  in  the  laboratory  and  the 
reaction  controlled  by  manipulating  various 
factors.  The  findings  suggest  that  the  cause 
of  allergic  rhinitis  may  often  be  simple  and 
may  consist  of  one  antigen  only.  On  the 
other  hand,  the  cause  may  be  extremely 
complicated  in  that  not  only  are  multiple 
antigens  involved,  but  the  time,  sequence, 
and  amount  of  exposure  to  each  antigen  may 
be  significant  variables.  After  exposure  to 
antigen,  which  results  in  an  immunologic 
reaction,  complex  changes  in  cells  and  tis- 
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sues  occur.  On  the  basis  of  the  positive 
findings  and  the  fact  that  placebo  challenges 
did  not  produce  disease,  emotions,  to  which 
symptoms  are  so  often  attributed,  should  be 
relegated  to  their  proper  place  as  secondary 
factors  influencing  awareness  of  symptoms 
rather  than  as  a primary  etiologic  mecha- 
nism. 

Question  and  answer  period 

Walter  Kessler,  M.D.:  This  work  of 

Dr.  Connell  is  very  exciting,  and  William 
Sherman,  M.D.,  has  kindly  agreed  to  discuss 
it  further. 

William  B.  Sherman,  M.D.:  I have  fol- 
lowed with  great  interest  the  progress  of 
Dr.  Connell’s  work  which  has  taken  a tre- 
mendous amount  of  time  and  really  has  been 
very  difficult.  As  he  mentioned,  we  can  try 
it  on  only  a few  people  because  so  much 
time  is  involved.  There  are  a number  of 
things  about  this  piece  of  work  that  make  it 
interesting.  First,  you  do  not  have  to  be  a 
chemist  or  an  immunologist  to  know  what  it 
is  all  about.  Second,  you  do  not  use  a lab- 
oratory animal  as  a model  and  wonder  if 
what  you  find  in  one  species  will  apply  to 
another.  You  are  dealing  with  relatively 
normal  patients  and  observing  the  results 
directly  on  them. 

Fortunately,  hay  fever  is  a mild,  rather 
quickly  reversible  disease,  and  there  is  no 
hesitation  about  deliberately  provoking  it  in 
the  patient. 

These  studies  provided  laboratory  con- 
firmation of  some  things  that  had  been  sus- 
pected clinically  but  not  absolutely  proved. 
The  priming  effect  is  seen  in  patients  who 
are  affected  at  first  only  by  a large  dose  of 
pollen,  and  then,  as  the  season  wears  on, 
they  tend  to  collapse  and  are  bothered  by 
relatively  small  amounts.  Also,  these  ex- 
periments show  the  added  effect  of  two  un- 
related antigens  when  the  patient  is  some- 
what sensitive  to  both.  I think  this  has 
long  been  suspected  clinically  but  never  con- 
clusively proved  before.  It  is  very  gratify- 
ing to  have  a quantitative  carefully  con- 
trolled method,  which  this  certainly  is,  to 
confirm  and  clarify  problems  that  have  long 
been  troublesome.  One  thing  here  which 
has  no  immediate  clinical  application  is  the 
finding  that  the  two  sides  of  the  nose  react 
independently,  so  that  you  can  work  on  one 


nostril  separately  and  not  affect  the  other 
nostril  at  all. 

The  second  portion  of  the  report  illus- 
trates how  this  artificial  exposure  in  the 
laboratory  can  be  used  to  investigate  hay 
fever  by  biopsy.  Of  course,  you  can  take 
patients  who  are  having  spontaneous  hay 
fever  and  perform  biopsies,  but  it  is  better 
to  know  exactly  how  much  exposure  they 
have  had.  I think  that  this  general  method 
might  also  have  other  applications.  One  is 
judging  the  efficacy  of  different  forms  of 
treatment  of  hay  fever.  It  is  exceedingly 
difficult,  as  you  know,  to  judge  this.  It  re- 
quires large  numbers  of  controls,  double- 
blind experiments,  and  so  on.  Here  you 
have  a method  with  which  you  can  arti- 
ficially control  the  amount  of  exposure,  so 
that  you  have  a better  way  of  judging  how 
resistant  the  patient  is.  Another  advantage 
is  that  ordinarily  we  have  to  wait  until 
August  to  tell  whether  the  treatment  works 
or  not,  but  now  you  can  tell  in  the  middle  of 
winter  whether  your  treatment  for  ragweed 
in  a patient  is  effective.  I think  that  a great 
many  other  applications  will  come  over  a 
period  of  time,  but  that  Dr.  Connell  has  done 
a very  good  job  in  dealing  with  ordinary 
problems  with  which  we  are  all  familiar  in 
making  the  method  quantitative  and  safe. 

Dr.  Kessler:  Have  you  any  evidence 

that  dosages  which  are  not  sufficient  to 
cause  clinical  symptoms  or  congestion  of  the 
nose  are  sufficient  to  cause  priming? 

Dr.  Connell:  The  ragweed  season  itself 
may  indicate  that  this  is  so,  because  usually 
our  patients,  at  least  in  this  area,  do  not 
have  moderate  or  severe  symptoms  until 
August  22.  They  go  through  a relatively 
asymptomatic  period  from  August  12  to 
about  August  22  while  they  apparently  are 
being  primed. 

Physician  : In  view  of  the  priming  ef- 

fect, what  would  you  think  of  the  value  of 
using  this  procedure  for  testing? 

Dr.  Connell:  Provocative  testing  is 

very  difficult.  I have  taken  within  a period 
of  ten  or  fifteen  minutes  50,000  ragweed 
pollen  grains  with  no  trouble.  I am  not 
allergic  to  ragweed  pollen.  Today  I hap- 
pened to  take  four  inhalations  from  the 
machine,  possibly  a total  of  50  pollen  grains, 
and  within  three  minutes  my  nose  began  to 
run  and  I sneezed.  This  was  not  ragweed 
hay  fever.  I do  not  know  what  caused  it, 
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possibly  the  air  I inhaled.  In  provocative 
testing  one  has  to  think  in  this  way. 

Physician  : Do  you  think  it  would  be 

possible  to  neutralize  or  minimize  the  effects 
of  nasal  challenge  by  simultaneous  adminis- 
tration of  appropriate  dosage  of  ragweed  by 
injection  ? 

Dr.  Connell:  No.  A patient  who  has 

been  treated  has  antiragweed  antibodies 
galore.  He  has  not  only  a tremendous 
quantity  of  reaginic  antibodies  but  also  an 
ability  to  neutralize  ragweed  with  his  block- 
ing antibodies.  You  can  never  give  this  pa- 
tient, in  my  estimation,  enough  ragweed  to 
neutralize  these  antibodies. 

Physician  : I wonder  about  the  possible 

correlation  between  so-called  tissue  barriers 
and  secretory  immunoglobulin-A  which 
might  be  overwhelmed  with  sufficient  anti- 
gen stimulation. 

Dr.  Connell:  I suspect  that  secretory 

immunoglobulin-A  may  well  neutralize  rag- 
weed. I also  suspect  that  it  might  do  this 
external  to  the  membrane,  attacking  the 
pollen  grain  on  the  mucosal  surface.  This 
may  protect  the  patient  for  a while,  but 
eventually  the  continued  inhalation  of  pollen 
is  going  to  overwhelm  this  neutralizing  sys- 
tem. 

Physician  : On  what  is  the  protection 

based?  Is  it  related  to  the  breakdown  in 
the  tissue  or  to  the  antibody  system  being 
overwhelmed? 

Dr.  CONNELL:  I think  they  are  probably 

independent  reactions.  The  first  defense 


may  be  secretory  immunoglobulin-A,  if  this 
does  protect  one.  When  that  is  over- 
whelmed, the  basement  membrane  is  the 
barrier;  and  when  that  is  overwhelmed,  you 
finally  get  allergic  disease.  It  would  be  a 
good  project  for  future  study. 

Physician:  What  about  biopsies  in  con- 
trols ? Are  they  normal ? 

Dr.  Connell:  We  have  challenged  a 

number  of  normal  people  with  ragweed 
pollen  and  then  performed  biopsies  on  them 
and  also  on  normal  people  during  the  hay 
fever  season,  but  we  do  not  see  these 
changes. 

Dr.  Kessler:  I would  like  to  state  the 

appreciation  of  the  assembled  group  for 
such  an  excellent  talk.  Dr.  Connell  will 
probably  be  busy  for  the  next  ten  years  fol- 
lowing up  some  of  the  excellent  technics  he 
has  developed. 
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Microsurgery  of  Cataract 
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T he  eye  is  an  organ  that  is  especially  well 
observed  under  the  microscope.  The  use  of 
the  slit-lamp  microscope  for  examination  is 
common  procedure.  I doubt  that  any  oph- 
thalmologist would  question  the  efficacy  of 
the  slit  lamp  as  an  aid  during  the  delicate 
maneuvers  involved  in  removing  a corneal 
foreign  body.  Why,  then,  is  the  use  of  the 
microscope  for  surgery  only  now  beginning 
to  gain  acceptance  as  a new  technic  in 
cataract  extraction?  Are  the  maneuvers  in- 
volved in  cataract  surgery  to  be  considered 
any  less  delicate  than  those  involved  in  re- 
moving a corneal  foreign  body? 

The  technics  of  cataract  surgery  have 
changed  as  instrumentation,  suture  mate- 
rial, and  anesthesia  have  been  improved.  At 
one  time  speed  was  an  important  factor  in 
the  operation  because  of  difficulty  with  an- 
esthesia and  the  danger  of  infection.  Since 
these  are  not  as  critical  as  they  once  were, 
it  is  no  longer  valid  to  allow  the  desire  for 
speed  to  influence  the  accuracy  of  an  opera- 
tion. 

Yet  cataract  surgery  is  still  considered 
something  of  an  art.  The  experienced  cata- 
ract surgeon  can  “feel”  the  depth  at  which 
he  is  inserting  the  suture  needle  or  can 
“feel”  the  freeing  of  the  lens  zonules.  When 
fundamental  principles  of  the  surgery  are 
observed,  good  results  will  be  obtained  most 
of  the  time  even  without  the  use  of  magnifi- 
cation. However,  can  anyone  question  the 
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advantage  of  actually  seeing  under  magni- 
fication the  exact  depth  of  the  needle  during 
closure  of  the  wound,  for  example,  or  of 
actually  seeing  where  the  vitreous  face  is  at 
all  times  during  the  procedure? 

Let  us  consider  some  of  the  pros  and  cons 
of  microsurgery  in  cataract  extraction. 

Advantages 

Greater  precision  is  the  primary  purpose 
of  microsurgery.  After  becoming  experi- 
enced in  the  use  of  the  microscope,  the  sur- 
geon will  find  himself  capable  of  a more 
delicate  and  more  accurate  surgical  technic. 

Less  traumatic  instrumentation  and  su- 
ture material  have  been  developed  for  use 
with  the  operating  microscope. 

Certain  problems  arising  during  surgery 
can  be  anticipated  and  circumvented. 
Greater  power  of  observation  enables  one  to 
see  small  difficulties  during  the  operation, 
such  as  adhesion  of  the  iris  in  cryoextrac- 
tion,  and  to  remedy  them  before  a problem 
develops. 

The  position  of  vitreous  face  can  be 
monitored.  The  use  of  the  slit  beam  during 
and  after  lens  extraction  permits  the  sur- 
geon to  be  constantly  aware  of  the  position 
and  state  of  the  vitreous  face.  There  should 
be  no  need  for  him  to  wait  until  the  first 
postoperative  slit-lamp  examination  to  be 
sure  of  the  location  of  the  vitreous  face  and 
to  be  certain  that  the  wound  is  free  of 
vitreous  adhesions. 

Disadvantages 

The  surgical  field  visible  through  the  mi- 
croscope is  restricted.  A 10-times  magnifi- 
cation restricts  the  field  to  the  lid  margins 
and  anterior  segment,  while  a 25-times  mag- 
nification permits  only  that  view  of  the 
cornea  within  the  limbus. 

The  surgeon’s  mobility  is  restricted.  He 
will  be  especially  aware  of  this  if  he  had 
previously  been  accustomed  to  operating  in 
a standing  position.  However,  the  newer 
microsurgical  units  do  permit  the  surgeon 
and  the  entire  microscope  to  pivot  180  de- 
grees around  the  surgical  field. 

Instrumentation 

The  use  of  higher  magnification  has  ne- 
cessitated the  modification  and  development 
of  new  instruments  and  suture  material. 
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Microsurgical  instruments.  The  basic 
requirement  for  instruments  for  microsur- 
gery is  that  they  be  fine  enough  for  use  un- 
der high  magnification.  Generally  speaking, 
spring-operated  handles  are  easier  to  use, 
and  instruments  that  are  curved  or  need 
not  be  applied  in  a vertical  manner  are 
preferable  so  that  the  surgeon’s  hand  does 
not  block  his  view.  Also,  instruments  hav- 
ing a dull  matte  finish  are  preferred  to  avoid 
glare.* 

Operating  microscopes.  The  early  oph- 
thalmic operating  microscopes  were  basi- 
cally modified  ear,  nose,  and  throat  micro- 
scopes and  left  much  to  be  desired.  Some  of 
the  basic  qualities  of  an  ophthalmic  micro- 
scope are  as  follows : It  must  be  binocular, 

parfocal,  and  capable  of  a smooth  range  of 
magnification  from  6 to  25  times,  either 
through  multiple  objectives  or  preferably  by 
means  of  a zoom  system.  Illumination 
should  be  incident  and  originating  from  two 
or  more  sources,  preferably  a slit  lamp  and 
homogeneous  light.  The  entire  unit  com- 
prising the  patient,  the  microscope,  and  the 
surgeon  must  be  stable,  with  the  surgeon  in 
a comfortable  position  resting  his  forearms 
on  armrests.  Controls  for  focusing  and 
magnification  preferably  should  be  remote, 
operated  by  foot,  leaving  the  surgeon’s 
hands  free.  There  now  are  several  units 

* Microsurgical  instrument  kits  complying  with  these 
principles  have  been  prepared  and  are  available  in  this 
country  from  three  companies:  Week,  St.  Louis,  Missouri, 

Storz,  St.  Louis,  Missouri,  and  V.  Mueller,  Evanston, 
Illinois. 


available  which  meet  most  of  the  aforemen- 
tioned specifications.  These  include  the 
Zeiss  Zoom  II,  Barraquer  microscope,  Keeler 
microscope  and,  more  recently,  the  Trout- 
man operating  microscope  made  by  Week. 

Surgical  technic 

It  is  to  be  emphasized  that  up  to  the  pres- 
ent time,  with  the  exception  of  the  new  tech- 
nic of  phakoemulsification  developed  by 
Charles  Kelman,  M.D.,  the  use  of  the  operat- 
ing microscope  has  not  led  to  the  develop- 
ment of  new  procedures.  Therefore,  micro- 
surgery cannot  be  considered  a new  type  of 
surgery;  rather,  it  enables  the  performance 
of  proved  procedures  under  the  most  favor- 
able conditions. 

At  the  present  time  the  author  is  using 
the  basic  procedure  of  cataract  extraction 
employed  before  the  advent  of  microsurgery. 
However,  fine  microsutures  of  10-0  nylon 
can  be  confidently  placed  using  the  micro- 
scope ; and  when  cryoextraction  is  per- 
formed, one  can  more  easily  avoid  damage  to 
the  cornea  or  iris  adhesion. 

Once  one  becomes  accustomed  to  micro- 
surgery and  is  aware  of  details  in  the  sur- 
gical field  that  cannot  be  seen  unless  the 
microscope  is  employed,  it  is  difficult  to  be 
satisfied  to  operate  again  using  only  a loupe. 
By  using  the  microscope  in  cataract  surgery 
the  surgeon  may  achieve  greater  precision 
through  more  accurate  observation. 

210  East  64th  Street 
New  York,  New  York  10021 
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Determining  the  cause  of  pleural  effu- 
sion is  frequently  difficult.  Diagnostic 
studies,  such  as  cultures  for  tubercle  bacilli, 
may  be  unavoidably  time  consuming  result- 
ing in  delay  of  treatment.  Cytologic  and 
bacteriologic  studies  of  the  pleural  fluid  are 
not  diagnostic  in  the  majority  of  cases. 

Open  pleural  biopsy,  although  a valuable 
technic,  is  a surgical  procedure.  Thoracos- 
copy with  pleural  biopsy  requires  air  re- 
placement of  the  fluid  and  is  a specialized 
procedure  rarely  employed  at  present.  Per- 
cutaneous or  closed  pleural  biopsy  is  a sim- 
ple, safe  technic  which  can  be  carried  out 
at  the  bedside. 

In  June,  1955,  DeFrancis,  Kiosk,  and  Al- 
bano1  first  described  the  use  of  a percutane- 
ous technic.  With  the  Vim-Silverman 
needle,  they  established  the  diagnosis  of 
tuberculous  pleurisy  in  2 patients.  However, 
the  Vim-Silverman  needle  did  not  always 
yield  adequate  specimens. 

In  1958  Cope2  described  a curetting  needle 
with  which  adequate  pieces  of  parietal 
pleura  could  be  obtained  in  almost  all  cases ; 
this  needle  could  be  safely  used  even  when 
little  or  no  fluid  was  present.3  In  the  same 
year  Abrams4  in  England  devised  a similar 
needle. 

Details  of  the  use  of  these  needles  are 


TABLE  1. 

Age  distribution 

Age  (Years) 

Number  of 
Patients 

10  to  19 

1 

20  to  29 

2 

30  to  39 

2 

40  to  49 

3 

50  to  59 

4 

60  to  69 

10 

70  to  79 

17 

80  to  89 

2 

Total 

41 

described  in  the  original  reports.24  The 
technic  is  safe,  easily  learned,  and  requires 
only  local  anesthesia  as  in  a thoracentesis. 
After  fluid  is  removed,  the  biopsy  needle  is 
inserted,  and  parietal  pleura  is  snared  and 
removed.  Several  pieces  of  pleura  can  be 
removed  at  one  time.  In  addition  to  patho- 
logic study,  culture  of  a portion  of  pleura 
has  been  valuable  in  the  diagnosis  of  tuber- 
culosis.5 

Pleural  biopsy  has  led  to  a change  in  the 
concept  of  tuberculous  pleurisy  with  effu- 
sion. The  pleura  is  more  diffusely  and  ex- 
tensively involved  than  had  hitherto  been 
believed.6-9  Multiple  tubercles  are  present, 
and  sensitivity  phenomena  appear  to  play  a 
small  role. 

Although  closed  pleural  biopsy  has  been 
used  with  increasing  frequency,  it  is  still 
not  employed  in  many  cases  of  pleural  ef- 
fusion.1011 A review  of  our  experience 
might  be  helpful  in  an  evaluation  of  the 
procedure.  A comparison  of  fluid  and  bi- 
opsy findings  was  carried  out  at  the  same 
time.  During  the  period  July,  1960,  through 
December,  1968,  closed  pleural  biopsy  yield- 
ing adequate  specimens  was  done  in  41  pa- 
tients. 

Clinical  material  and  findings 

The  clinical  material  was  derived  from 
both  ward  and  private  patients  admitted  to 
a general  hospital.  There  were  11  females 
and  30  males.  The  age  distribution  is  shown 
in  Table  I.  The  biopsies  were  done  by  sev- 
eral physicians;  there  were  no  complica- 
tions. The  Vim-Silverman  needle  was  em- 
ployed in  a few  patients  in  the  earlier  years ; 
the  Cope  and  Abrams  needles  were  used  in 
the  majority  of  cases.  Pleural  tissue  was 
not  cultured  in  this  series. 
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TABLE  II.  Closed  pleural  biopsies 


Method  of  Diagnosis 

Number  of 
Diagnoses 

Fluid  and  biopsy 

4 

Fluid  alone 

4 

Biopsy  alone 
Fluid  and  biopsy  not 

10 

diagnostic 

23 

Total 

41 

In  18  patients,  diagnosis  was  established 
by  examination  of  fluid  and/or  the  biopsy 
specimen  (Table  II).  In  10  patients,  25  per 
cent  of  the  series,  biopsy  established  the 
diagnosis  when  fluid  revealed  negative  re- 
sults. In  4 the  pleura  was  involved  by 
tuberculosis;  cultures  of  the  fluids  were 
negative  for  tubercle  bacilli. 

There  were  14  malignant  effusions.  In  8 
the  primary  tumor  was  not  uncovered.  In 
the  remainder  the  primary  tumors  were  as 
follows:  bronchogenic  carcinoma,  3;  intes- 
tinal neoplasm,  2;  and  carcinoma  of  the 
breast,  1. 

Case  reports 

Case  1.  This  seventy-seven-year-old  male, 
admitted  January,  1968,  complained  of  pain  in 
the  left  side  of  the  chest  of  three  months’  dura- 
tion. His  past  history  included  myocardial  in- 
farction and  resection  of  abdominal  aneurysm, 
both  in  1963.  Basal-cell  epithelioma  of  the  nose 
was  excised  in  1960. 

Physical  examination  revealed  dullness  and 
diminished  breath  sounds  on  the  left.  A roent- 
genogram of  the  chest  disclosed  loculated  fluid 
on  the  left.  Thoracentesis  on  two  occasions 
yielded  hemorrhagic  fluid  which  was  free  of 
microorganisms  and  negative  for  malignant 
cells.  Pleural  biopsy,  in  association  with  the 
second  thoracentesis,  revealed  foci  of  malignant 
cells  (Fig.  1,  right).  The  primary  tumor  was 
not  found. 

Case  2.  This  was  a sixty-seven-year-old  male 
who  entered  the  hospital  in  November,  1965, 
complaining  of  chest  pain  and  dyspnea  of  six 
weeks’  duration.  In  1961  a routine  x-ray  film 
of  the  chest  had  revealed  fibrotic  densities  at 
the  right  apex  compatible  with  an  old  inactive 
process. 

The  left  side  of  the  chest  was  dull  at  the 
base.  A roentgenogram  of  the  chest  disclosed 
a left  pleural  effusion.  Thoracentesis  and 
pleural  biopsy  on  December  13,  1965,  revealed 
clear  yellow  fluid  and  no  pleural  disease.  The 
fluid  was  free  of  microorganisms. 

One  week  later  a repeat  thoracentesis  and 
biopsy  were  done.  Fluid  was  aseptic.  Both 


fluids  were  subsequently  reported  negative  for 
tubercle  bacilli  on  culture. 

Pleural  biopsy  this  time  revealed  caseating 
granuloma;  acid-fast  organisms  were  found  in 
the  tissue  (Fig.  1,  left). 


Comment 

Pleural  effusion  presents  a diagnostic 
problem  which  often  can  be  solved  only  by 
examination  of  the  fluid,  or  pleura,  or  both. 
In  both  tuberculous  and  malignant  effusions, 
the  parietal  pleura  is  extensively  infil- 
trated. 8-12  In  malignant  conditions  a posi- 
tive pleural  biopsy  implies  the  presence  of 
malignant  cells  in  the  fluid;  however,  it 
may  require  repeated  examinations  to  find 
these  cells. 

In  this  series,  pleural  biopsy  was  superior 
to  fluid  study  in  both  tuberculosis  and  car- 
cinoma. Similar  conclusions  have  been 
reached  in  other  studies.11  However,  it  is 
well  known  that  there  are  patients  with  posi- 
tive findings  in  fluid  and  negative  results  at 
biopsy. 

It  is  clear  that  fluid  study  and  pleural 
biopsy  are  complementary  and,  wherever 
possible,  both  procedures  should  be  carried 
out.  In  virtually  all  cases,  removal  of  fluid 
and  biopsy  of  the  parietal  pleura  can  be 
done  at  the  time  of  the  first  thoracentesis. 


Summary 

Our  experience  with  closed  pleural  biopsy 
in  41  patients  is  reviewed.  Fluid  was  re- 
moved at  the  time  of  biopsy,  and  a compara- 
tive evaluation  of  fluid  study  and  pleural 
biopsy  was  carried  out. 

Closed  pleural  biopsy  is  a safe,  simple, 
and  valuable  procedure  which  should  be  done 
at  the  time  of  the  first  thoracentesis. 

10  Nathan  D.  Perlman  Place 
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£ven  at  this  late  date  there  is  consider- 
able difference  of  opinion  among  cardiolo- 
gists concerning  many  aspects  of  the  pre- 
vention and  treatment  of  coronary  disease, 
but  the  dilemma  of  anticoagulant  therapy 
in  coronary  disease  is  the  most  dramatic.1"1 
After  two  decades  of  the  most  intensive 
study  the  value  of  anticoagulant  therapy  is 
being  questioned  more  than  ever  before, 
nevertheless  during  the  first  decade  there 
was  almost  universal  acceptance  of  anti- 
coagulants as  the  answer  to  the  problem  of 
coronary  disease.  When  it  was  suggested 
to  the  writer  some  time  ago  that  he  sum- 
marize the  status  of  anticoagulant  therapy 
in  coronary  disease,  he  undertook  a review 
of  the  recent  literature  and  of  the  opinions 
of  the  authors  of  various  textbooks  of  car- 
diology.8-11 

It  became  apparent  that  the  doubts  and 
differences  of  opinion  expressed  by  differ- 
ent workers,  often  concerning  the  same 
clinical  data,  were  too  great  to  reconcile  or 
to  permit  of  any  valid  conclusions.  In  fact, 
a number  of  authors  who  utilize  anticoagu- 
lant therapy  do  so  with  considerable  reser- 
vation, particularly  in  regard  to  long-term 
therapy. 


Evaluation  of  published  data 

The  perplexity  of  the  present  writer  was 
recently  confirmed  by  Gifford  and  Fein- 
stein12  who  pointed  out  significant  shortcom- 
ings in  design  in  practically  all  published 
studies.  Of  32  reports  analyzed,  more  than 
half  were  surveys  and  less  than  half  experi- 
mental trials.  Of  these  only  one-quarter  es- 
tablished precise  diagnostic  criteria,  more 
than  one-fourth  were  not  concurrently  con- 
trolled, and  in  most  “cooperative  studies” 
other  therapeutic  measures  were  not  stand- 
ardized. A double-bind  technic  was  em- 
ployed only  once,  random  allocation  only  four 
times,  and  objective  assessment  of  clinical 
findings  with  prognostic  stratification  in  lit- 
tle more  than  half  the  studies.  It  seems  ob- 
vious that  final  evaluation  of  anticoagulant 
therapy  on  the  basis  of  a review  of  the  lit- 
erature and  of  the  number  of  authors  for 
and  against  it  is  untenable.  Impending  in- 
farction offers  a good  example.  Although 
the  number  of  reports  is  small,  almost  all 
are  in  favor  of  anticoagulation  in  this  stage 
of  the  disease,  but,  as  Master13  has  pointed 
out  in  his  study,  they  are  not  acceptable  for 
various  reasons.  It  seems  fair  to  conclude 
that  there  is  no  irrefutable  evidence  for  or 
against  anticoagulation  in  coronary  disease. 
It  is  interesting  that  this  therapy  has  fallen 
into  some  disrepute  in  some  countries,  for 
example,  England  and  Denmark,  while  it  is 
quite  popular  in  others,  such  as  Sweden. 

It  may  well  be  that  absolute  control 
matching  in  coronary  sclerosis  and  myocar- 
dial infarction  is  not  possible,  since  the 
course  of  the  disease  is  entirely  unpredict- 
able, and  the  underlying  degree  and  distri- 
bution of  disease  in  each  case  are  unknown. 
The  individual  outcome  is  influenced  by  a 
great  number  of  factors,  not  only  such  obvi- 
ous ones  as  age,  sex,  history  of  previous  an- 
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gina  or  infarction,  interval  between  occur- 
rence of  the  attack  and  admission  to  the 
hospital,  presence  of  transmural  versus  sub- 
endocardial infarction,  occurrence  of  shock, 
congestive  failure,  and  arrhythmias,  but  also 
by  previous  occupation,  time  or  occurrence 
of  the  attack  (day  or  night),  and  history  of 
cigaret  smoking. 

In  reviewing  the  literature  on  acute  myo- 
cardial infarction,  it  soon  became  obvious 
that  up  to  1960,  with  a few  exceptions, 
the  numerous  studies  indicated  a significant 
decrease  (10  to  15  per  cent)  in  mortality 
rates  in  patients  given  anticoagulants, 
whereas  in  the  past  decade  there  have  been 
fewer  studies,  and  those  favoring  anticoagu- 
lants 2-14-10  have  exceeded  only  slightly  those 
which  found  them  ineffective.4  20-24  While 
this  reversal  may  be  attributed  in  part  to 
better  planning  and  execution  of  study,  the 
major  factor  is  probably  the  progressive 
shortening  of  the  period  of  bed  rest,  chair 
rest,  and  hospital  stay.  The  patient  is  al- 
lowed to  use  a commode  from  the  first  day 
and  often  is  sitting  in  a chair  after  five  to 
seven  days  or  earlier  in  subendocardial  in- 
farction. In  any  case,  the  incidence  of  pul- 
monary infarction  and  embolism  following 
infarction  appears  to  have  diminished  in  re- 
cent years,  even  without  the  use  of  anticoag- 
ulants.24-25 In  a recent  series  of  169  pa- 
tients, pulmonary  or  systemic  embolism  oc- 
curred in  5 clinically  and  was  found  post 
mortem  in  l.°  Two  of  the  6 patients  were 
receiving  heparin.  This  is  in  contrast  to 
earlier  reports  in  which  pulmonary  infarc- 
tion and  systemic  embolism  were  encoun- 
tered more  frequently  post  mortem  in  pa- 
tients who  had  not  received  anticoagulant 
drugs.4-24  Even  when  this  was  true,  the 
mortality  rate  was  usually  not  increased. 
Therefore,  some  authors  saw  no  indication 
for  using  this  therapy,  whereas  others  used 
the  same  finding  as  an  argument  for  its  use. 
If,  as  appears  true,  the  incidence  of  throm- 
boembolic episodes  in  acute  infarction  is  di- 
minishing, and  since  they  are  the  major  or 
sole  reason  for  anticoagulant  therapy,  the 
case  for  the  drugs  in  acute  infarction  has 
lost  considerable  strength.  It  should  be 
emphasized  that  mural  thrombosis  and  sys- 
temic embolization  do  not  occur  in  subendo- 
cardial infarction,  another  reason  for  not 
employing  anticoagulant  therapy  in  this 
type  of  case. 


Arguments  for  and  against  anticoagulants 

Another  basic  consideration  underlying 
the  use  of  anticoagulants  is  open  to  chal- 
lenge. The  original  assumption  that  anti- 
coagulant drugs  would  prevent  thrombosis 
in  a coronary  artery  and,  therefore,  infarc- 
tion is  largely  undermined  by  the  fact  that 
myocardial  infarction  often  occurs  in  the  ab- 
sence of  acute  thrombosis.  This  is  true  in 
most  cases  of  subendocardial  infarction ; in 
transmural  infarction  the  incidence  of  acute 
thrombosis  remains  a moot  question.  Re- 
ports range  from  a low  of  50  to  a high  of 
95  per  cent.  In  any  case,  it  may  be  antici- 
pated that  anticoagulant  therapy  will  not 
prevent  infarction  in  a significant  number  of 
persons. 

Another  theoretic  argument  against  anti- 
coagulant therapy  in  coronary  disease  stems 
from  the  fact  that  thrombosis  is  initiated 
by  platelet  agglutination,  the  “white  throm- 
bus,” to  which  fibrin  and  cellular  elements 
adhere  later,  forming  the  tail  or  “red  throm- 
bus.” Since  the  anticoagulant  drugs  do  not 
affect  platelet  adhesiveness,  they  will  not 
prevent  the  onset  of  thrombosis.26  Accord- 
ingly, attention  is  being  focused  on  platelet 
adhesiveness,  which  has  been  found  in- 
creased in  persons  with  coronary  sclerosis, 
and  on  the  administration  of  substances 
which  reduce  this  tendency,  such  as  phen- 
formin,  clofibrate,  dipyridamole  (Persan- 
tin) , and  the  rice  diet.26 

The  incidence  of  hemorrhage  secondary 
to  anticoagulant  drugs,  particularly  in  long- 
term treatment,  is  significant  even  when  the 
prothrombin  time  is  within  a satisfactory 
range,  and  there  are  no  contraindications 
to  the  therapy.27-28  Bleeding  may  occur  in 
any  organ.  It  has  brought  to  light  many  si- 
lent lesions  in  the  gastrointestinal  tract  and 
has  caused  such  bizarre  syndromes  as  in- 
testinal obstruction,  sacroiliac  disease,  he- 
matoma of  rectus  abdominus  muscle,  alo- 
pecia, “purple  toes,”  pancreatitis,  adrenal 
hemorrhage,  and  subdural  hematoma.  Asa 
result,  there  is  a constant  search  for  new 
anticoagulant  drugs  and  improved  methods 
for  determining  the  effect  on  blood  coagula- 
tion. It  is  not  surprising  that  many  pa- 
tients are  promptly  excluded  from  antico- 
agulant therapy,  since  they  present  such 
common  conditions  as  peptic  ulcer,  colitis, 
diverticulitis,  chronic  nephritis,  blood  dys- 
crasias,  and  marked  hypertension. 
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It  is  important  to  remember  that  many 
drugs  affect  the  prothrombin  time,  for  ex- 
ample, aspirin  and  clofibrate.  When  such 
therapy  is  used,  the  dose  of  anticoagulant 
drug  required  is  usually  reduced  by  one- 
third.29 

Need  for  additional  research 

In  spite  of  these  theoretic  objections,  one 
must  acknowledge  the  fact  that  anticoagu- 
lant therapy  is  and  will  probably  continue 
to  be  widely  employed.  Therefore,  it  would 
seem  imperative  that  a definitive  study  be 
set  up,  perhaps  on  an  international  basis. 
It  may  be  that  only  certain  types  of  patients 
are  benefited  by  anti  coagulation.  For  ex- 
ample, recent  studies  suggest  that  patients 
in  whom  intraventricular  block  developed 
during  the  acute  infarction  are  most  apt  to 
have  a recurrence  which  might  be  prevented 
by  anticoagulation,  whereas  those  with  an 
arrhythmia  during  acute  infarction  are 
more  prone  to  sudden  death,  presumably 
arrhythmic,  and  thus  do  not  require  anti- 
coagulation.7 The  advent  of  coronary  in- 
tensive care  units  throughout  the  world 
would  seem  to  provide  the  most  suitable  area 
for  adequate  size  of  trial,  statistically  valid 
analysis,  and  avoidance  of  bias  during  the 
acute  infarction.6  In  the  rigid  setup  of  the 
well-organized  coronary  intensive  care  unit, 
it  should  be  possible  to  achieve  a better  con- 
trolled and  designed  study  than  possible 
heretofore,  with  patients  subdivided  into 
mild  versus  serious  attacks,  subendocardial 
versus  transmural  infarction,  and  various 
other  subgroups,  and  all  concurrently  re- 
ceiving standardized  treatment.  The  deci- 
sion to  withhold  anticoagulant  drugs  from 
some  patients  randomly  allocated  would  not 
appear  to  present  an  ethical  problem  in  view 
of  the  uncertain  state  of  our  present  knowl- 
edge. The  fact  that  the  mortality  rate  re- 
ported from  most  coronary  intensive  care 
units  hovers  around  20  per  cent,  in  spite  of 
the  fewer  deaths  from  arrhythmias,  brings 
into  question  the  results  obtained  in  many 
old  reports  favoring  anticoagulation  in 
which  the  usual  mortality  rate  was  about  16 
per  cent  in  patients  receiving  this  treat- 
ment. 

Apart  from  the  uncertainty  about  the  ef- 
fect of  anticoagulant  therapy  on  the  mortal- 
ity rate  and  reinfarction  in  coronary  dis- 
ease, there  are  many  specific  points  which 


remain  controversial.  For  example,  some 
authors30  favor  heparin  over  the  oral  drugs 
during  the  acute  infarction,  and  its  admin- 
istration by  continuous  intravenous  drip  has 
been  advised.6  Most  physicians  who  use 
anticoagulants  give  heparin  subcutaneously 
for  several  days  until  the  oral  drug  has 
taken  effect.  In  long-term  anticoagulation, 
benefit  has  been  claimed  variously  for  one 
year,  two  years,  rarely  longer,  but  one  re- 
peatedly encounters  patients  who  have  un- 
dergone this  therapy  for  five,  ten,  and  even 
seventeen  years.  The  degree  of  anticoagu- 
lation providing  adequate  or  optimum  pro- 
tection also  remains  a moot  question. 


Conclusion 

It  would  seem  fair  to  conclude  at  this  time 
that  anticoagulation  in  coronary  disease  has 
not  lived  up  to  the  expectations  of  most 
physicians  a decade  ago.  As  other  methods 
of  therapy  assume  importance,  it  may  be 
that  anticoagulation  will  play  a lesser  role. 

1185  Park  Avenue 
New  York,  New  York 
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fluid  loss  in  the  first  twenty-four  to  thirty-six 
hours  will  result  in  hypovolemic  shock  unless 
the  fluid  is  replaced.  This  need  begins  at  the 
time  of  the  burn,  not  after  the  patient  reaches 
the  emergency  room. 

Mandatory  measures  include:  (1)  take  a 

brief  history  and  perform  a rapid  and  com- 
plete physical  examination;  (2)  stabilize  respi- 
ration; (3)  secure  an  adequate,  safe,  intrave- 
nous infusion;  (4)  initiate  fluid  replacement; 
(5)  place  a Foley  catheter  in  the  bladder;  (6) 
maintain  satisfactory  urine  output;  (7)  insti- 
tute nasogastric  drainage ; (8)  dress  burns  with 
sterile  dry  bulky  dressings  or  cover  the  patient 
with  clean  sheets  and  blankets;  (9)  give  ap- 
propriate dose  of  morphine  intravenously;  and 
(10)  record  all  therapy,  including  medication. 
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Abdominal  Masses  in  Neonate 


/\bdominal  MASSES  in  the  neonate  are 
usually  renal  or  vesical  in  origin.  Melicow 
and  Uson1  in  reviewing  653  abdominal 
masses  in  infants  and  children  noted  43  per 
cent  to  be  surgical  lesions  and  57  per  cent  to 
be  medical  lesions. 

Roughly  half  of  the  surgical  lesions  in- 


volved the  urinary  tract.  Of  the  latter 
group,  40  per  cent  represented  congenital 
hydronephrosis,  30  per  cent  Wilms’s  tumor, 
22  per  cent  renal  cystic  disease,  and  8 per 
cent  of  miscellaneous  origin.  The  medical 
lesions  were  primarily  blood  dyscrasias  and 
lymphomas. 


FIGURE  1.  Adrenal  hemorrhage.  (A)  Newborn  with  abdominal  mass  on  right  side.  Urogram 
revealed  inferior  displacement  of  right  kidney.  At  surgery  adrenal  measured  3 cm.  (B)  Secondary 
to  large  intra-adrenal  hemorrhage. 
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FIGURE  2.  Two-year-old  boy  admitted  with  large  palpable  mass  in  left  upper  quadrant.  (A)  Infe- 
I rior  displacement  of  left  kidney  with  separation  of  middle  and  lower  calyceal  system  from  upper 
! system  which  remains  at  relatively  normal  level  indicating  mass  lesion  in  upper  pole  kidney.  (B) 
Similar  findings  seen  in  lateral  projection  with  marked  distortion  of  calyceal  structures.  At  surgery 
I this  represented  Wilms's  tumor. 


Diagnosis 

Statistically,  the  differential  diagnosis  of 
abdominal  masses  in  the  neonate  varies  from 
those  quoted  by  Melicow  and  Uson1  in  older 
children.  They  may  be  classified  by  the  or- 
gan involved. 

Adrenal  and  nonrenal  retroperitoneal 
masses  include:  massive  adrenal  hemor- 

rhage (.Fig.  1),  neuroblastoma,  and  presa- 
cral  teratoma.  Renal  masses  include: 
multicystic  kidney,  hydronephrosis,  Wilms’s 
tumor,  polycystic  kidney,  and  renal  displace- 
ment (Figs.  2,  3,  4).  Liver  lesions  include: 
solitary  cysts,  gallbladder  cysts,  and  hepa- 
toma. Gastrointestinal  masses  include: 
duplication  of  bowel,  malrotation,  meconium 
ileus,  omental  cysts,  and  atresia  and  stenosis 
of  the  bowel.  Genital  lesions  include: 
ovarian  cysts  (Fig.  5)  and  hydrocolpos  or 
hydrometra. 

In  the  relatively  large  series  reported  by 
Gross,2  Griscom,3  and  Miller  and  Bergman,4 
most  of  the  masses  were  noted  to  be  benign, 
and  more  than  half  were  renal  in  origin. 
Multicystic  renal  disease  was  the  most  com- 
mon, followed  by  hydronephrosis. 

Multicystic  renal  disease  has  been  re- 
ported as  the  most  common  cause  of  neonatal 


FIGURE  3.  Two-and-a-half-year-old  child  admit- 
ted with  right  flank  mass.  Plain  films  of  ab- 
domen revealed  stippled  calcification  in  right 
upper  quadrant.  Urogram  reveals  marked  infe- 
rior displacement  of  kidney  without  significant 
calyceal  distortion  (arrow).  Neuroblastoma  with 
typical  calcification  seen  in  this  lesion. 

renal  mass.  The  kidneys  are  usually  en- 
larged and  are  composed  almost  entirely  of 
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FIGURE  4.  Three-week-old  infant  with  bulging  of  left  flank.  (A)  Urogram  shows  rotated  and  later- 
ally displaced  right  kidney  without  visualization  of  left  kidney.  Attempts  at  retrograde  study  unsat- 
isfactory, but  position  of  retrograde  catheter  reveals  left  kidney  displaced  over  to  right  side.  (B) 
Needle  injection  of  renal  pelvis  demonstrates  huge  hydronephrosis  which  was  secondary  to  congeni- 
tal band  at  ureteropelvic  junction. 


FIGURE  5.  Large  mass  lesion  arising  in  pelvis 
and  extending  up  into  right  mid  portion  of  ab- 
domen displacing  small  bowel  and  stomach. 
This  is  nonspecific  mass  in  newborn  which  at 
surgery  represented  large  ovarian  cyst. 


cysts  which  range  from  microscopic  size  up 
to  as  large  as  6 cm.  The  ureters  are  often 
atretic,  and  the  kidneys  do  not  function. 
Multicystic  disease  as  distinguished  from 
polycystic  disease  is  usually  unilateral  and 
not  inherited.  Since  the  opposite  kidney  is 
usually  normal,  the  treatment  is  nephrec- 
tomy. 

Congenital  hydronephrosis  may  be  uni- 
lateral or  bilateral  and  is  usually  secondary 
to  an  obstruction  at  the  ureteropelvic  junc- 
tion. Obstructions  at  the  ureterovesical 
junction  or  in  the  bladder  neck  may  also 
produce  neonatal  hydronephrosis.  The 
symptoms  depend  on  the  size  of  the  mass, 
the  function  of  the  remaining  renal  tissue, 
and  the  associated  infection.  The  treatment 
depends  on  the  degree  of  involvement  and 
whether  or  not  the  lesion  is  unilateral  or  bi- 
lateral. 

Polycystic  disease  is  usually  bilateral  and 
is  hereditary.  It  may  be  associated  with 
cystic  disease  in  other  organs.  There  is  no 
specific  treatment,  and  since  the  lesion,  when 
it  occurs  in  infancy,  is  usually  severe,  the 
prognosis  is  poor. 
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FIGURE  1.  Retroperitoneal  fibrosis.  (A)  Elongated  area  of  narrowing  of  distal  third  of  ureter  over 
first  sacral  segments.  Considerable  proximal  obstruction  with  pyelonephrosis.  No  medical  devia- 
tion. Process  suggests  elongated  stricturing  lesion  of  ureter.  (B)  Venogram  showing  consider- 
able disruption  of  left  internal  and  external  iliac  veins  from  pannus  of  granulation  tissue  which  has 
overgrown  area  of  sacrum. 


Wilms’s  tumor  is  a relatively  uncommon 
lesion  in  neonates.  Although  it  may  be  bi- 
lateral, it  usually  occurs  as  a unilateral  ab- 
dominal mass.  Pain,  hematuria,  gastroin- 
testinal symptoms,  and  hypertension  have 
been  reported.  The  treatment  is  contro- 
versial, consisting  of  either  surgery  alone, 
preoperative,  or  pre-  and  postoperative  ra- 
diation. If  metastases  are  present,  chemo- 
therapeutic agents,  such  as  actinomycin  D 
or  actinomycin  F,  may  help  in  controlling 
the  growth. 

In  contradistinction  to  older  children, 
neuroblastoma  in  the  neonate  arises  with 
equal  frequency  in  the  sympathetic  chain 
and  in  the  adrenal  gland.  The  radiograph 
frequently  reveals  calcifications  in  the  re- 
gion of  the  adrenal,  and  while  kidney  dis- 
placement may  be  present,  the  collecting 
structures  are  usually  well  maintained. 
Urinary  excretion  studies  for  catechol- 
amines are  of  value  in  the  diagnosis  and  in 
determining  recurrence  of  the  tumor  follow- 
ing surgery.  The  primary  treatment  is  sur- 


gical, either  preceded  by  or  followed  by 
radiation  therapy.  With  large  lesions,  ra- 
diation therapy  may  make  the  lesion  more 
resectable,  while  in  the  nonresectable  lesion, 
Murphy5  states  that  curative  doses  of  x-ray 
and/or  chemotherapy  (nitrogen  mustard  or 
actinomycin  D)  should  be  given.  Recur- 
rences may  be  treated  with  radiation  ther- 
apy and/or  chemotherapy  including  oral 
cyclophosphamides,  intravenous  vincristine, 
or  actinomycin  D.  Remissions  up  to  several 
years  have  been  reported.  Metastases  in 
neuroblastoma  are  usually  to  the  liver, 
whereas,  in  Wilms’s  tumor  they  are  usually 
to  the  lung.  In  older  children,  neuroblas- 
toma frequently  involves  the  skeletal  struc- 
tures. The  prognosis  with  Wilms’s  tumor 
and  neuroblastoma  is  more  favorable  in  the 
neonate  than  in  older  children. 

Massive  adrenal  hemorrhage  in  the  new- 
born is  a rare  and  usually  fatal  lesion.6 
Etiologically,  it  occurs  more  frequently  in 
the  premature  or  the  very  large  infant. 
Trauma  during  labor  or  birth  is  considered 
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FIGURE  2.  Retroperitoneal  fibrosis.  Typical 
medial  deviation  of  ureter  in  the  region  of  fifth 
lumbar  to  first  sacral.  Proved  by  surgery.  Usu- 
ally bilateral. 


to  be  the  prime  etiologic  factor.  Early  sur- 
gical intervention  is  the  treatment  of  choice. 

Ectopic  kidneys  may  simulate  an  abdomi- 
nal mass  but  are  easily  recognized  by  urog- 
raphy. Hepatomas  and  other  hepatobiliary 
masses  may  produce  renal  displacement 
without  invasion.  Intestinal  duplications 


may  appear  as  solid  or  cystic  masses;  pelvic 
masses  (hydrocolpos  or  hydrometra)  may 
occur  subsequent  to  abnormalities  of  the 
hymen,  cervix,  or  vagina.  Ovarian  cysts  are 
not  uncommon  in  the  neonate.  Presacral 
teratomas  may  occur  with  bizarre  calcifica- 
tions in  the  retroperitoneal  region. 

Conclusion 

Abdominal  masses  in  the  newborn  offer  a 
distinct  challenge  to  the  diagnostician  and 
therapist.  Approximately  15  per  cent  are 
malignant  and  the  great  majority  benign. 
However,  all  such  masses  should  be  regarded 
as  potentially  malignant  until  the  diagnosis 
is  confirmed.  Manipulation  of  the  mass 
should  be  kept  to  a minimum.  In  the  neo- 
nate, even  malignant  lesions  offer  a rela- 
tively hopeful  prognosis  with  a greater  per- 
centage surviving  than  in  older  children. 
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Addendum 

Figures  on  pages  1773  and  1774  are  to  be 
included  with  “Idiopathic  Retroperitoneal 
Fibrosis,”  Urologic — Radiologic  Reviews, 
Harry  Bergman,  M.D.,  F.A.C.S.,  and  Rich- 
ard M.  Friedenberg,  M.D.,  Editors,  New 
York  State  Journal  of  Medicine  70:  972 
(Apr.  15)  1970. 
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QUESTION  67.  What  is  the  rhythm?  These  two  tracings  (lead  II)  were  obtained  within  several 
minutes  of  each  other.  The  patient  has  rheumatic  heart  disease  and  had  been  receiving  digoxin. 


QUESTION  68.  These  two  electrocardiograms  were  obtained  from  a fifty-seven-year-old  woman 
before  and  three  weeks  after  a left  pneumonectomy.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  67.  The  top  tracing  has  regu- 
lar QRS  complexes  at  a rate  of  approxi- 
mately 100.  The  QRS  is  prolonged  at  0.16 
second.  There  are  no  visible  P waves,  but 
there  are  undulations  which  could  repre- 
sent atrial  activity.  The  first  five  beats  of 
the  next  strip  have  a narrow  QRS  and  are 
grossly  irregular.  They  are  followed  by 
two  beats  resembling  those  seen  in  the  top 
lead  and  at  the  same  rate.  The  next  QRS 
complex  (beat  number  8)  is  intermediate  in 
configuration  between  the  two  previously 
occurring  and  is,  therefore,  a fusion  beat. 
Following  this,  as  the  rate  slows,  definite 
flutter  waves  are  seen  between  the  last  four 
QRS  complexes.  The  rhythm  is  atrial 
flutter  with  varying  block,  and  the  aber- 
rantly conducted  beats  are  ventricular  tachy- 


cardia. The  diagnosis  of  ventricular  tachy- 
cardia is  based  on  the  presence  of  regularly 
recurring  wide  QRS  complexes  unrelated  to 
atrial  activity.  The  fusion  beat  is  further 
confirmatory  evidence  of  a parasystolic  ven- 
tricular focus. 

Question  68.  The  electrocardiogram  to 
the  left  shows  regular  sinus  rhythm  and  is 
essentially  within  normal  limits  but  for  non- 
specific S-T  depressions  in  leads  V4  to  V6. 
In  the  second  tracing  at  the  right  the  P 
wave  is  inverted,  and  the  S wave  is  deep  in 
lead  I with  a tall  R wave  in  leads  II  and  III. 
There  is  poor  R-wave  progression  across  the 
left  side  of  the  chest  until  V6  is  reached. 
These  most  unusual  changes  are  consistent 
with  marked  cardiac  rotation  following 
pneumonectomy;  they  resemble  dextro- 
cardia. There  was  no  significant  cardiac 
disease  or  evidence  of  myocardial  damage. 
Although  these  marked  changes  occurred  in 
this  patient,  there  are  some  patients  who 
have  no  change  in  electrical  axis  and  elec- 
trocardiographic contour  following  pneu- 
monectomy. 
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A series  of  reviews  dealing 
with  research  background  and 
clinical  experience  with  drugs 


Quarterly  Review  of  Drugs 


Drugs  on  the  Horizon 


PAUL  DE  HAEN 
New  York  City 

President,  Paul  de  Haen,  Inc. 


y HE  reduction  in  the  marketing  of  new 
single  drugs  in  recent  years  does  not  mean 
that  clinical  studies  with  new  drugs  are 
diminishing.  It  is  true  that  pharmaceutical 
manufacturers  are  making  fewer  new  drugs 
available  for  clinical  trial  today  than  ten  or 
fifteen  years  ago.  But  the  basic  scientist 
continues  to  suggest  new  pathways  of  drug 
therapy,  and  the  medicinal  chemist  has  made 
available  to  the  clinical  pharmacologist  new 
agents  with  promising  therapeutic  possibili- 
ties. It,  therefore,  seems  worth  while  to  re- 
view briefly  those  therapeutic  agents  which 
are,  so  to  speak,  on  the  horizon  and  which 
the  physician  may  be  looking  for  as  ad- 
vances in  future  therapy. 

Some  of  these  drugs  have  been  under 
study  for  many  years;  others  have  been 
marketed  in  foreign  countries  by  their 
American  or  European  originators  and  are 
awaiting  FDA  (Food  and  Drug  Adminis- 
tration) approval  in  this  country.  In  the 
United  States  it  takes  about  six  years  from 
the  synthesis  of  a new  agent  until  date  of 
marketing.  This  may  seem  a long  time,  but 
chronic  toxicity  studies  in  animals  and 
large-scale  clinical  trials  requii’e  many 
months  for  their  execution.  To  this  must 
be  added  the  time  needed  by  the  FDA  for  a 
review  of  data  which,  in  some  instances,  re- 
quire augmentation  if  they  prove  to  be  in- 
adequate. Let  us  take  a look  first  at  those 
new  drugs  which  appear  to  be  in  the  final 
stages  of  study  and  then  consider  those  for 
which  clinical  application  is  more  remote. 


The  major  effort  in  new  drug  development 
appears  to  have  been  directed  toward  im- 
provements in  the  treatment  of  cardio- 
vascular diseases,  diabetes,  diseases  of  the 
nervous  system,  infectious  diseases,  and 
respiratory  diseases. 

New  drugs  for  cardiovascular  diseases 

Ever  since  Imperial  Chemical  Industries 
of  England  published  their  first  report  on 
the  adrenergic  blocking  agent  propranolol  in 
The  Lancet,  May  16,  1964,  other  pharma- 
ceutical manufacturers  have  carried  out  re- 
search with  this  type  of  drug.  Propranolol 
(Inderal),  a cardiac  depressant,  was  mar- 
keted by  Ayerst  Laboratories  in  the  United 
States  in  January,  1968.  The  two  major 
adrenergic  blocking  agents  currently  under 
investigation  are  alprenolol  (Aptine),  de- 
veloped by  Hassle  of  Sweden,  a subsidiary  of 
Astra  which  is  supporting  research  in  the 
United  States;  and  sotalol  (MJ  1999),  syn- 
thesized by  the  Mead  Johnson  Research 
Laboratories.  Although  reports  published 
on  these  drugs  are  primarily  concerned  with 
what  one  might  call  clinical  pharmacology, 
they  do  indicate  definite  usefulness  in  the 
treatment  of  cardiac  arrhythmias.  The 
drugs  will  offer  the  physician  an  alternative 
medication  for  the  treatment  of  this  dis- 
order. 

Two  coronary  vasodilators  developed  in 
Germany  have  been  the  subject  of  clinical 
investigation  in  this  country.  Both  have 
been  marketed  in  various  foreign  countries 
for  a number  of  years.  These  are  chro- 
monar  (Intensain),  developed  by  Cassella- 
Riedel  and  studied  in  the  United  States  by 
Abbott  ; and  verapamil  (Isoptin),  developed 
by  Knoll  and  studied  by  the  same  company 
in  the  United  States.  Both  drugs  are  pro- 
posed for  the  treatment  of  angina  pectoris 
and  postmyocardial  infarction.  Clinical 
evaluation  of  the  effectiveness  of  drugs  in 
these  conditions  is  difficult.  It  requires  not 
only  careful  diagnosis  but  also  controlled 
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studies  in  a large  group  of  patients.  Among 
the  29  clinical  reports  I have  recorded  for 
verapamil,  published  in  nine  countries,  are 
those  which  indicate  a significant  reduction 
in  the  number  of  nitroglycerin  tablets  re- 
quired by  anginal  patients.1  On  the  other 
hand,  the  mode  of  action  of  this  drug  is  not 
as  yet  clear,  because  a Canadian  coronary 
cineangiographic  study  did  not  record  any 
vasodilation  of  the  main  coronary  vessels.2 

A double-blind,  crossover  study  with  chro- 
monar  carried  out  by  Bell,  Azarnoff,  and 
Dunn,3  of  the  University  of  Kansas  Medical 
Center,  reports  the  following  results  in  50 
patients  with  arteriosclerotic  heart  disease 
with  angina : 


Improvement  (41) 

Chromonar  30 

Placebo  0 

Neither  5 

Dropouts  (9) 

Two  anginal  attacks  per  day  3 

Death,  myocardial  infarction  1 

Adverse  effects  3 

Not  stated,  placebo  2 


The  cardiotonic  glucoside  proscillaridin 
(Talusin),  first  made  by  Knoll  in  Germany, 
is  now  offered  by  a number  of  other  manu- 
facturers in  various  countries.  Proscil- 
laridin can  be  given  orally  or  parenterally 
and  appears  to  be  a fast  and  short-acting 
drug  useful  in  the  various  forms  of  cardiac 
insufficiency.  Its  action  seems  similar  to 
that  of  strophanthin  but  with  less  tendency 
toward  toxic  effects. 

It  is  rather  surprising  that  since  the  in- 
troduction of  pargyline  (Eutonyl,  Abbott) 
and  methyldopa  (Aldomet,  Merck  Sharp  & 
Dohme)  in  1963,  no  new  hypotensive  drugs 
represented  by  a single  ingredient  have  been 
introduced  in  the  United  States.  At  present 
there  seems  to  be  only  one  major  promising 
antihypertensive  drug  studied  in  this  coun- 
try. This  is  clonidine,  developed  in  Ger- 
many by  Boehringer-Ingelheim.  Research 
with  this  drug,  to  be  known  as  Catapres,  is 
supported  by  Geigy  Pharmaceuticals.  To 
produce  a reduction  in  blood  pressure  low 
doses  of  clonidine  may  be  given  orally  or  in- 
travenously, either  alone  or  in  conjunction 
with  diuretic  agents.  The  combination  most 
frequently  studied  was  that  with  chlor- 
thalidone (Hygroton,  Geigy).  The  major 
side-effect  of  clonidine  is  drowsiness,  but  it 
does  not  seem  to  interfere  with  therapy. 
Clonidine  might  offer  an  alternative  form  of 


therapy  of  hypertension  in  those  patients 
who  do  not  respond  to  other  drugs  or  when 
side-effects  make  a change  of  medication  ad- 
visable. Many  of  the  49  clinical  reports  pub- 
lished on  clonidine  are  based  on  controlled 
studies. 

One  of  the  drawbacks  of  the  thiazide  di- 
uretics has  been  the  excessive  excretion  of 
potassium.  There  has  therefore  been  a need 
for  a “potassium-sparing”  diuretic.  Accord- 
ing to  more  than  40  clinical  reports  this 
need  can  be  filled  by  amiloride  hydrochloride, 
first  reported  by  Merck  Sharp  & Dohme  in 
1966.  Investigators  agree  that  there  is  sig- 
nificant potassium-retaining  effect  with 
amiloride  in  edematous  states.  This  effect 
is  even  maintained  when  chlorothiazide  is 
given  simultaneously  with  amiloride;  so- 
dium excretion  is  greatly  enhanced  while  a 
potassium-sparing  effect  is  maintained. 

Tranexamic  acid  is  an  antifibrinolytic 
agent  developed  by  the  Japanese  firm, 
Daiichi  Seiyaku,  which,  like  aminocaproic 
acid,  is  intended  for  the  treatment  of  fi- 
brinolytic hemorrhages.  Research  in  this 
country  with  tranexamic  acid  is  supported 
by  Lederle  Laboratories.  Some  studies  in- 
dicate that  tranexamic  acid  produces  a 
longer  action  than  aminocaproic  acid  with 
fewer  side-effects. 

It  is  interesting  to  note  that  original  re- 
search with  six  of  the  eight  new  drugs  sug- 
gested for  the  treatment  of  cardiovascular 
diseases  was  carried  out  outside  the  United 
States. 

New  drugs  for  diseases  of  nervous  system 

In  spite  of  the  tremendous  advances  in 
the  management  of  mental  disorders  during 
the  last  ten  years,  therapy  remains  es- 
sentially palliative.  Many  patients  are  re- 
lieved and  brought  home  from  hospitals,  but 
few  are  cured.  This  situation  will  probably 
not  change  in  the  near  future  unless  new 
approaches  to  therapy  are  discovered. 
Nevertheless  variations  in  medication  may 
be  welcomed  by  the  patient  and  the  physi- 
cian, just  as  a change  in  diet  is  welcomed  by 
the  patient  with  peptic  ulcer.  The  minor 
tranquilizers  being  studied  today  can  only 
offer  such  change  of  pace.  Among  these  are 
prazepam,  a benzodiazepine  derivative  de- 
veloped by  the  Warner-Lambert  Research 
Institute.  Like  other  drugs  of  this  class, 
prazepam  will  find  its  largest  application  in 
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the  relief  of  tension  and  anxiety  occurring 
in  psychoneurotic  patients. 

Benzquinamide  (Quantril,  Pfizer)  was 
first  reported  in  1964  for  treatment  of  pa- 
tients with  schizophrenia.  The  drug  has 
been  used  primarily  in  combination  with 
other  tranquilizers.  More  recent  studies  are 
concerned  with  its  employment  as  an  anti- 
nauseant. 

For  the  treatment  of  schizophrenia  twc 
other  drugs  of  promise  are  being  studied, 
although  permanent  results  are  still  escap- 
ing us.  Mesoridazine  (Serentil,  Sandoz),  a 
phenothiazine  derivative,  has  been  under 
clinical  investigation  for  five  years,  and  re- 
sults obtained  in  some  patients  with  schizo- 
phrenia are  encouraging.  Adverse  effects 
are  mild  and  not  frequent.  Excellent  to 
good  results  were  obtained  in  42  of  54  in- 
stitutionalized patients  suffering  from 
chronic  alcoholism.  In  another  study  in  25 
patients,  ages  fifty-five  to  eighty-eight, 
mesoridazine  proved  to  be  an  active  psy- 
chotropic agent  in  chronic  brain  syndrome 
with  psychoses.  Sixteen  of  24  children  with 
behavior  problems  improved  within  three 
months  of  therapy.  Functional  disorders 
may  be  another  indication  for  this  drug. 

The  reports  on  molindone  hydrochloride, 
an  indole  compound  developed  by  Endo  Lab- 
oratories, are  concerned  primarily  with  the 
use  of  this  drug  in  the  treatment  of  schizo- 
phrenia. As  with  other  drugs  used  in  this 
condition,  results  may  be  variable,  but  those 
who  respond  receive  definite  benefit. 

Lithium  salts  have  been  studied  for  the 
treatment  of  manic  depressive  psychosis  for 
many  years,  but  it  is  only  in  recent  years 
that  pharmaceutical  manufacturers  have 
taken  an  interest  in  this  drug,  supporting 
research  with  the  view  of  eventual  market- 
ing. Lithium  acetate  became  available  in 
Germany  in  1968,  and  the  French  firm.  De- 
lalande,  offered  lithium  carbonate  to  the 
British  physician  in  1969.  This  salt  has 
now  been  released  in  the  United  States  by 
three  manufacturers : Pfizer  (Lithane) , 

Rowell  (Lithonate),  and  Smith  Kline  & 
French  (Eskalite).  Lithium  carbonate  is 
not  a true  antidepressant  and  will  find  its 
primary  application  in  manic  psychosis  in 
especially  selected  patients. 

The  last  important  new  nonbarbiturate 
hypnotic  introduced  was  methaqualone,  de- 
veloped in  India  and  introduced  into  the 


United  States  by  Rorer  as  Quaalude  in  1965. 
Since  then  several  other  pharmaceutical 
manufacturers  have  offered  this  drug  for 
sale.  The  Warner-Lambert  Research  Insti- 
tute has  synthesized  a derivative  of  metha- 
qualone to  be  known  as  mecloqualone.  A 
promising  hypnotic  currently  under  investi- 
gation is  Hurazepam,  a derivative  of  the 
benzodiazepine  series  of  tranquilizers,  de- 
veloped by  Iloffmann-La  Roche.  Prelimi- 
nary clinical  reports  suggest  excellent  com- 
parison with  hypnotics  now  available. 

The  results  obtained  with  levodopa  in  the 
treatment  of  parkinsonism  are  so  encourag- 
ing that  patients  afflicted  with  this  disease 
are  content  with  side-effects  observed  in 
some  patients.  In  the  majority  of  patients 
many  of  the  symptoms  are  improved  includ- 
ing control  of  movement  in  walking.  Safe 
therapy  requires  careful  supervision  of  each 
patient  with  adjustment  of  dose.  This 
metabolic  approach  in  the  treatment  of 
parkinsonism  was  discovered  by  Cotzias, 
Van  Woert,  and  Schiffer,4  of  the  Medical  Re- 
search Center  of  Brookhaven  National  Lab- 
oratory. 

Levodopa  is  not  easily  made.  The  drug 
will  have  to  be  manufactured  in  large  quan- 
tities because  the  average  dose  is  5 Gm.  per 
day.  The  need  for  large-scale  manufacture 
will,  one  must  hope,  bring  down  the  cost  to 
a reasonable  level  for  the  patient.  One  of 
the  manufacturers  supporting  research  with 
levodopa,  Eaton  Laboratories,  is  offering 
physicians,  who  have  obtained  an  investiga- 
tional new  drug  exemption  from  the  FDA, 
levodopa  capsules  of  500  mg.  at  a price 
which  averages  about  $81  per  month.  Con- 
tinued therapy  at  this  cost  would  be  pro- 
hibitive for  many  patients.  Hoffmann-La 
Roche,  Inc.,  the  other  manufacturer  support- 
ing research  with  this  drug,  is  following  its 
traditional  practice  and  is  making  levodopa 
available  without  cost. 

In  recent  years  the  amphetamines  have 
had  a rather  bad  press,  and  any  drug  that 
offers  less  danger  in  the  treatment  of  obesity 
is  welcome.  In  1964  the  research  depart- 
ment of  A.  H.  Robins  reported  pharma- 
cologic studies  with  fenfluramine,  an  ano- 
rexic agent  synthesized  by  Laboratoires 
Servier  in  France.5  Fenfluramine  is  today 
available  for  the  treatment  of  obesity  in  22 
countries.  A.  H.  Robins  filed  a new  drug 
application  in  March,  1967.  Compared  with 
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the  amphetamines  fenfluramine  may  offer 
safety  in  therapy,  since  it  is  nonstimulant 
and  consequently  less  liable  to  cause  addic- 
tion. 

New  drugs  for  infectious  diseases 

Physicians  must  expect  that  pharmaceuti- 
cal manufacturers  will  continue  to  prepare 
semisynthetic  penicillins  from  penicillic  acid 
with  the  view  to  developing  agents  effective 
against  specific  bacterial  organisms.  One  of 
these  drugs  is  carbenicillin,  developed  by 
Beecham  in  England  and  also  studied  by 
Pfizer.  This  compound  proved  specifically 
effective  against  Pseudomonas  aeruginosa 
and  indole-positive  species  of  Proteus.  Car- 
benicillin offei’s  the  same  safety  in  therapy 
as  penicillin.  It  has  so  far  been  marketed 
in  England,  Germany,  Australia,  and  other 
areas.  Reports  on  its  usefulness  have  been 
published  in  many  countries. 

Hetacillin  is  one  of  the  drugs  developed  in 
the  United  States  (Bristol  Laboratories) 
which  is  already  available  in  several  foreign 
countries,  namely,  England,  Germany,  Ja- 
pan, and  Mexico.  Hetacillin  has  a spectrum 
similar  to  ampicillin  but  offers  a longer 
duration  of  action. 

Cephalexin  of  Lilly  belongs  to  the  cephalo- 
sporin family  of  antibiotics.  In  contrast  to 
cephalothin  sodium  and  cephaloridine,  ce- 
phalexin is  effective  on  oral  administration 
in  the  treatment  of  respiratory  and  urinary 
tract  infections  as  well  as  in  infections  of 
the  skin  and  soft  tissue. 

One  tetracycline  derivative  is  currently 
under  clinical  investigation,  minocycline 
(Minocyn,  Lederle)  effective  orally  against 
gram-positive  organisms.  Another  antibi- 
otic is  clindamycin  (Dalacin  C,  Upjohn), 
which  is  effective  orally  in  the  small  dose  of 
150  mg.  four  times  a day.  Most  strains  of 
staphylococcus,  streptococcus,  and  pneumo- 
coccus will  respond  to  its  action.  The  drug 
should  not  be  given  to  patients  sensitive  to 
lincomycin.  Phosphonomycin  of  Merck 
Sharp  & Dohme  can  be  considered  a broad 
spectrum  antibiotic  against  gram-positive 
and  gram-negative  microorganisms. 

Fusidate  sodium,  developed  by  Leo  Lab- 
oratories in  Sweden,  was  made  available  to 
European  physicians  as  early  as  seven  years 
ago.  It  is  administered  orally  and  is  spe- 
cifically effective  in  staphylococcic  infec- 


tions. Research  in  this  country  is  supported 
by  Squibb. 

Urinary  tract  infections  are  still  one  of 
the  most  resistant  forms  of  infection,  and 
new  therapy,  is  always  desirable.  Oxolinic 
acid,  a synthetic  chemical,  was  devised  by 
Warner-Lambert  Research  Institute  and 
holds  promise  of  being  a useful  agent.  With 
oxolinic  acid  there  appears  to  be  less  tend- 
ency to  evoke  resistant  mutants  than  with 
anti-infective  agents. 

Rifampin,  originating  with  Lepetit  in 
Italy,  has  had  a very  good  press  as  an  anti- 
tuberculous agent  in  European  scientific 
journals;  it  may  also  prove  useful  in  the 
treatment  of  meningococcal  infections.  Ad- 
verse effects  appear  to  be  minor.  In  com- 
bination with  other  antituberculous  drugs 
rifampin  may  prove  especially  valuable  in 
resistant  cases.  Research  in  this  country  is 
supported  by  the  Dow  Chemical  Company. 


New  drugs  in  respiratory  diseases 

The  patient  with  bronchial  asthma  is  al- 
ways looking  for  prompt  relief.  According 
to  a study  by  Pelz,6  of  the  Wyckoff  Heights 
Hospital,  this  relief  may  be  offered  by  meta- 
proterenol  which  “has  distinct  advantages 
over  isoproterenol  and  affords  prompt  and 
more  prolonged  relief  of  acute  broncho-  i 
spasm.”  Metaproterenol  was  developed  by 
Boehringer-Ingelheim  and  made  available  in  1 
Germany  in  1961.  Since  1964  I have  re-  j 
corded  42  clinical  reports  published  in  many 
countries.  Extensive  research  with  meta- 
proterenol in  this  country  is  supported  by 
Geigy  Pharmaceuticals. 

An  entirely  new  approach  to  the  treat- 
ment of  allergic  asthma  has  been  developed 
by  the  British  firm,  Fisons,  in  the  form  of 
cromolyn  sodium.  This  drug,  administered 
by  inhalation,  may  be  given  together  with 
corticosteroids  and  bronchodilators.  As 
therapy  continues,  the  dosage  of  the  latter 
drugs  may  be  reduced,  affording  the  patient 
relief  particularly  in  the  seasonal  pollinotic 
type  of  diseases  and  in  severe  chronic 
asthma.  Chest  tightness  is  reduced,  and  the 
incidence  of  acute  asthmatic  attacks  is  de- 
creased. Syntex  is  supporting  research  in 
the  United  States. 

The  antitussive  brombenzonium  has  also 
been  available  in  Europe  for  some  six  years, 
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having  been  developed  by  a subsidiary  of 
Boehringer-Ingelheim.  The  clinical  litera- 
ture makes  frequent  reference  to  the  reduc- 
tion in  the  viscosity  of  sputum.  Adverse  ef- 
fects are  minor,  and  chronic  bronchitis 
responds  well.  The  availability  of  brom- 
benzonium  should  assist  the  physician  in  the 
management  of  bronchitis  and  other  con- 
ditions associated  with  cough.  The  drug 
will  be  marketed  by  Geigy  under  the  name 
of  Alupent. 

New  drugs  in  diabetes 

Oral  hypoglycemic  agents  have  been  avail- 
able in  the  United  States  since  1957,  when 
tolbutamide,  developed  by  the  Farbwerke 
Hoechst  in  Germany,  was  introduced  by  Up- 
john as  Orinase.  The  same  German  phar- 
maceutical manufacturer,  in  cooperation 
with  Boehringer-Mannheim,  has  been  suc- 
cessful in  the  development  of  a low-dosage 
oral  hypoglycemic  agent,  glyburide.  Re- 
search on  this  drug  is  conducted  in  this 
country  by  both  Hoechst  Pharmaceuticals 
and  The  Upjohn  Company.  A dose  of  2.5  to 
3 mg.  of  glyburide  corresponds  to  a dose  of 
500  mg.  of  tolbutamide.  It  seems  that  single 
doses  of  5 to  10  mg.  of  glyburide  are  effec- 
tive in  the  majority  of  patients,  but,  as  it 
applies  to  all  hypoglycemic  agents,  the  dose 
must  be  titrated  to  the  patient’s  needs  based 
on  blood  sugar  tests. 

This  review  of  34  promising  drugs  sug- 
gests that  the  physician  can  look  forward  to 
advances  in  drug  therapy  which  will  be  of 
aid  to  him  in  the  management  of  his  pa- 
tients. Chemical  and  clinical  drug  research 
continues  even  though  it  has  become  much 
more  difficult  to  devise  an  innovation  in 
therapy.  The  one  unusual  factor  in  this  re- 
view is  that  of  the  34  drugs  discussed,  16  or 
47  per  cent  were  developed  by  laboratories 
located  in  foreign  countries,  which  proves 
that  there  are  variations  in  research  creativ- 
ity as  found  in  every  other  area  of  life. 

Long-range  projects 

The  discovery  that  urokinase,  obtained 
from  urine,  is  an  active  plasminogen  (pro- 
fibrinolysis) activator  and  may  be  suitable 
as  a rapidly  acting  fibrinolytic  agent  has 
prompted  extensive  research  with  this 
agent.  Urokinase  differs  from  streptoki- 
nase, a streptococcal  plasminogen  activator, 


by  being  nonantigenic  in  man  and  less  likely 
to  be  toxic.  Basic  research  with  this  prod- 
uct has  been  carried  out  by  investigators  in 
many  countries.  In  October,  1968,  the  Na- 
tional Heart  and  Lung  Institute  in  Bethesda, 
Maryland,  arranged  for  a comprehensive 
clinical  evaluation  of  urokinase  in  pulmo- 
nary embolism  with  13  participating  institu- 
tions. The  trial  based  on  one  of  the  most 
comprehensively  planned  experimental  de- 
signs is  expected  to  be  completed  in  the 
summer  of  1970.  If  the  results  are  suffi- 
ciently encouraging,  investigation  will  be 
extended  to  other  thrombotic  conditions, 
most  notably  myocardial  infarction  and 
possibly  stroke.  The  urokinase  for  this 
study  is  supplied  by  Winthrop  Laboratories 
and  is  extracted  from  human  urine. 

The  drug  therapy  of  viral  diseases  is  still 
in  its  infancy.  One  of  the  natural  agents 
that  combats  virus  disease  in  the  human 
subject  is  interferon.  Since  interferon  is 
very  difficult  to  obtain,  attempts  have  been 
made  to  administer  agents  which  will  in- 
duce the  human  organism  to  produce  more 
interferon  and  thereby  inhibit  the  spread  of 
the  viral  infection.  Extensive  and  encour- 
aging animal  experiments  have  been  carried 
out  with  polycytidylic-polyinosinic  acid 
(Poly  C-Poly  I)  manufactured  primarily  by 
Merck  & Company.  Other  manufacturers 
participating  in  this  research  are  Dow, 
Pfizer,  and  DuPont.  It  has  now  been  defi- 
nitely established  that  polycytidylic-poly- 
sinosonic  acid  will  induce  interferon  pro- 
duction in  the  animal  organism,  and  anti- 
viral effectiveness  has  been  observed  in  a 
variety  of  viral  infections.  No  human  stud- 
ies have  been  conducted  as  yet  but  may 
eventually  be  tried  in  this  long-range  proj- 
ect. 

Prostaglandin  was  isolated  in  pure  form 
by  Bergstrom  of  the  Karolinska  Institute, 
Stockholm,  Sweden,  in  1957.  Since  that 
time  a great  deal  of  research  has  been 
carried  out,  and  it  was  found  that  there  are 
several  natural  prostaglandins  producing  a 
variety  of  biologic  activities,  each  usually 
limited  to  one  specific  effect.  Some  of  these 
actions  are  antagonistie  to  each  other. 
There  are  four  major  categories  which  are 
currently  under  primary  investigation: 
smooth-muscle  stimulation  and/or  relaxa- 
tion, pressor  and/or  depressor  action,  in- 
hibition of  enzymes  and/or  hormones,  and 
potentiation  of  enzymes  and/or  hormones. 
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Research  with  the  prostaglandins  is  aided 
by  the  fact  that  about  a year  ago  The  Up- 
john Company  succeeded  in  synthesizing 
several  of  these  chemical  regulators.  Ample 
supplies  are  therefore  available  for  research, 
but  it  will  take  several  years  before  a prosta- 
glandin can  be  made  available  to  the  physi- 
cian for  specific  therapy. 

11  West  42nd  Street 
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distributed.  Malathion  is  probably  the  least 
dangerous  of  the  3 to  human  beings.  Exposure 
to  these  materials  is,  as  may  be  expected,  sea- 
sonal and  occurs  most  frequently  in  agricul- 
tural areas.  Children  may  handle  the  empty 
containers  or  teenagers  may  be  employed  part 
time  in  spraying  operations.  In  both  these  cir- 
cumstances the  poisoning  occurs  by  contact. 

Symptoms  appear  within  twenty  to  thirty 
minutes  and  last  twenty-four  to  forty-eight 
hours.  There  are  increased  secretions,  gastro- 
intestinal disturbances,  visual  phenomena,  and 
respiratory  difficulties. 

While  generally  treatment  will  depend  on 
severity  of  the  symptoms,  in  all  cases  the  insec- 
ticide should  be  washed  off  the  skin  or  mucous 
membranes  or  extracted  from  the  stomach. 
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P OST-MORTEM  studies  show  that  the  inci- 
dence of  acute  pericarditis  is  from  2 to  7 
per  cent,  but  the  actual  clinical  incidence 
cannot  be  determined  because  pericarditis  is 
frequently  overlooked  in  the  over-all  clinical 
picture.1 

Acute  nonspecific  pericarditis  can  lead  to 
cardiac  tamponade.  Chronic  constrictive 
pericarditis  can  result  from  various  forms 
of  pericarditis.2-1  Therapy  must  be  di- 
rected toward  relieving  pain,  preventing  ac- 
cumulation of  fluid,  and  long-range  sequelae. 
Treatment  of  bacterial  pericarditis  should 
be  directed  toward  eliminating  the  organ- 
ism. Pericardiocentesis  is  frequently  nec- 
essary in  traumatic  or  hemorrhagic  cases. 
Therapy  should  result  in  symptomatic  re- 
lief of  patients  with  pericarditis  resulting 
from  infarction,  viral  infection,  collagen 
diseases,  or  metabolic  disorders.  Corticos- 
teroid therapy  has  produced  dramatic  re- 
sults in  many  patients  who  have  not  re- 
sponded to  aspirin  and  narcotics.  If  pa- 
tients with  pericarditis  associated  with 
acute  myocardial  infarction  are  treated  with 
agents  more  potent  than  analgesics,  there  is 


risk  of  complicating  the  existing  critical 
situation. 

Indomethacin  is  a nonsteroidal  indole 
compound  with  antipyretic  and  analgesic 
properties.  It  has  been  used  extensively  in 
treating  rheumatoid  arthritis,  osteoarthri- 
tis, gout,  and  ankylosing  spondylitis,  and 
also  successfully  in  the  treatment  of  lym- 
phoma,5 lupus  erythematosus,6  and  febrile 
states.7-8  It  has  been  tried  in  treating  acute 
thrombophlebitis  with  apparent  success.*' 

Indomethacin  does  not  appear  to  interfere 
with  defense  mechanisms  against  bacteria,10 
and  does  not  cause  adrenal  suppression  and 
subsequent  rebound.6  It  seems  to  have  no 
clinical  effect  on  carbohydrate  metabolism, 
even  in  diabetic  patients.11  14  It  is  con- 
traindicated in  peptic  ulcer  disease  and 
should  be  used  very  cautiously  in  patients 
with  ulcerative  colitis,  regional  ileitis,  or 
hepatic  or  renal  decompensation.  Reported 
side-effects  include  headache,  nausea,  heart- 
burn. and  vertigo.  A few  cases  of  agranu- 
locytosis and  aplastic  anemia  have  occurred 
in  association  with  its  use. 

It  was  decided  to  test  the  effectiveness  of 
indomethacin  in  treating  patients  with  clini- 
cal signs  of  pericarditis. 

Materials  and  methods 

Patients  who  met  the  following  criteria 
were  considered  for  treatment  with  indo- 
methacin: There  were  signs  and  symp- 

toms of  pericarditis,  a precordial  friction 
rub  with  or  without  electrocardiographic 
signs;  there  were  no  contraindications  to 
indomethacin  therapy,  ulcer  diathesis,  or 
such ; the  pericarditis  wras  not  thought  to 
he  of  bacterial  or  tuberculous  origin,  there- 
fore immediate  antibacterial  treatment  w^as 
not  required;  and  pericardiocentesis  was  not 
indicated. 

Eight  patients  met  these  conditions  and 
were  given  an  initial  dosage  of  25  to  50  mg. 
of  indomethacin  wrhich  wras  followed  by  25 
mg.  every  four  hours.  Five  of  the  8 patients 


July  1,1970  / New  York  State  Journal  of  Medicine  1783 


had  a diagnosis  of  viral  pericarditis,  2 had 
pericarditis  associated  with  myocardial  in- 
farction, and  1 as  the  result  of  pericardial 
trauma. 

Case  reports 

Case  1.  A forty-four-year-old  male  truck 
driver’s  helper  was  admitted  to  the  hospital 
with  a pressing  substernal  pain  which  had 
been  present  for  three  weeks.  It  was  radiat- 
ing down  both  arms  and  into  the  neck  and 
was  accompanied  by  a cold  sweat  and  breath- 
lessness. The  patient  had  experienced  simi- 
lar but  milder  episodes  during  the  month 
preceding  admission. 

A physical  examination  revealed  a blood 
pressure  of  180/120,  pulse  rate  of  100,  and 
respirations  20.  The  eye  grounds  showed 
Grade  I hypertensive  changes  and  the  re- 
mainder of  the  head  and  neck  was  normal. 
The  heart  was  slightly  enlarged  to  the  left, 
with  the  point  of  maximum  impulse  1 cm. 
left  of  the  midclavicular  line.  There  were 
no  thrills.  There  was  a fairly  rough  Grade 
II  to  VI  systolic  murmur  at  the  apex.  The 
lungs  were  clear  to  auscultation  and  per- 
cussion. The  abdomen  was  normal.  Neuro- 
logic examination  gave  negative  results. 
An  admission  electrocardiogram  showed  an 
acute  transmural  anterolateral  myocardial 
infarction. 

Parenteral  meperidine  hydrochloride  was 
given  on  admission  with  relief  of  substernal 
pain  within  four  hours.  Thirty-six  hours 
after  admission  the  patient  again  developed 
chest  pain,  which  was  worse  when  he  was 
lying  on  his  back,  and  was  aggravated  by 
deep  inspiration.  On  physical  examination 
he  now  had  a harsh  precordial  (Grade  V to 
VI)  friction  rub,  best  heard  at  the  apex 
and  the  left  sternal  border.  The  electro- 
cardiogram showed  the  expected  evolution- 
ary changes  of  the  transmural  infarction. 
The  remainder  of  the  physical  examination 
was  within  normal  limits. 

Because  the  pain  was  not  severe  and  ap- 
peared to  be  due  to  pericarditis  rather  than 
to  myocardial  anoxia,  he  was  given  a 50-mg. 
dose  of  indomethacin.  Complete  relief  of 
chest  pain  occurred  within  six  hours.  Indo- 
methacin therapy  was  continued  with  a 
dosage  of  25  mg.  every  six  hours.  The 
following  morning  the  friction  rub  was  no 
longer  audible  and  indomethacin  was  discon- 
tinued. Ten  hours  after  the  last  dose, 


symptoms  of  pericarditis  recurred.  The  ob- 
servers had  different  opinions  whether  or 
not  the  precordial  friction  rub  was  audible, 
but  the  chest  pain  returned,  and  was  worse 
on  deep  inspiration  and  in  the  prone  posi- 
tion. The  patient’s  temperature  was  100  F. 
Indomethacin  was  started  again,  and  the 
precordial  pain  subsided  completely  within 
six  hours.  After  three  days  the  medication 
was  discontinued  without  recurrence  of  the 
signs  of  pericarditis. 

Case  2.  A forty-four-year-old  male  gar- 
bage collector  had  been  in  good  health  and 
working  until  admission  to  the  hospital  be- 
cause of  precordial  pain.  The  pain  was 
located  under  and  to  the  left  of  the  sternum 
in  the  second  and  the  sixth  intercostal 
spaces,  was  somewhat  worse  on  deep  in- 
spiration and  cough,  but  did  not  radiate  to 
the  shoulder  and  back,  and  was  somewhat 
relieved  by  lying  on  the  left  side.  Two 
weeks  before  admission,  he  had  had  an 
upper  respiratory  infection  with  coryza  and 
a productive  cough  but  no  subjective  symp- 
toms of  fever.  His  past  history  was  non- 
contributory except  for  smoking  one  package 
of  cigarets  a day  and  drinking  several  pints 
of  whiskey  on  weekends  over  a long  period 
of  time. 

The  patient  was  well  nourished  and  alert 
but  agitated  and  unable  to  lie  comfortably 
on  the  stretcher.  Physical  examination  re- 
vealed a blood  pressure  of  140/80,  pulse  rate 
90  and  regular,  no  neck  vein  distention,  and 
no  peripheral  edema.  The  lungs  were  clear 
to  auscultation  and  percussion.  The  point 
of  maximum  cardiac  impulse  was  in  the  fifth 
intercostal  space  in  the  midclavicular  line. 
The  apex  impulse  was  both  visible  and  pal- 
pable, and  rhythm  was  regular  on  ausculta- 
tion. A loud,  harsh,  pericardial  friction  rub 
was  heard  at  the  left  border  in  the  fourth 
intercostal  space  on  both  systole  and  dias- 
tole. This  rub  did  not  vary  on  respiration 
or  on  changing  positions.  A roentgenogram 
of  the  chest  showed  normal  cardiac  silhou- 
ette and  lung  fields.  An  electrocardiogram 
showed  elevated  S-T  segments  in  leads  I,  II, 
aVl,  and  V,  to  Vo,  with  minimal  reciprocal 
changes  posteriorly.  A hemogram  was  nor- 
mal with  5,200  white  blood  corpuscles,  nor- 
mal differential  white  count,  and  hemoglo- 
bin 15.8  Gm.  per  100  ml. 

The  serum  lactic  acid  dehydrogenase  on 
admission  was  688  units  and  later  dropped 
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to  400  units.  The  serum  glutamic  oxalo- 
pyruvic  transaminase  and  serum  glutamic 
pyruvic  transaminase  remained  normal 
throughout  the  hospital  course.  The  patient 
was  given  50  mg.  of  indomethacin  on  ad- 
mission, and  this  was  followed  by  another 
dose  of  25  mg.  in  four  hours.  By  this  time 
the  pain  had  subsided  completely,  but  the 
friction  rub  was  still  audible.  Indometha- 
cin was  continued  with  a dosage  of  25  mg. 
every  four  hours  for  12  doses.  The  electro- 
cardiogram returned  to  normal  within  eight 
days.  A repeat  chest  x-ray  film  showed 
normal  findings  and  was  unchanged.  The 
patient  experienced  no  recurrence  of  the 
pain  on  cessation  of  medication. 

Case  3.  A fifty-five  year-old  corporation 
president  was  admitted  to  the  hospital  be- 
cause of  precordial  chest  pain.  He  had  an 
acute  upper  respiratory  infection  two  weeks 
earlier,  but  otherwise  had  been  in  excellent 
health.  Despite  a productive  cough  and 
nasal  congestion,  he  had  continued  strenu- 
ous activity.  The  pain  was  substernal  and 
constant,  radiated  toward  both  shoulders 
and  the  throat,  and  was  a little  worse  on 
deep  inspiration.  There  was  some  dyspnea. 
On  admission  the  patient  was  thought  to 
have  an  acute  myocardial  infarction,  but  an 
electrocardiogram  showed  a pattern  con- 
sistent with  acute  pericarditis.  The  enzyme 
pattern  and  hemogram  were  within  normal 
limits.  A chest  x-ray  film  showed  no  ap- 
parent pericardial  fluid.  Physical  examina- 
tion revealed  a blood  pressure  of  140/180; 
the  pulse  rate  was  100;  his  temperature  was 
101  F. ; the  cervical  veins  were  flat;  there 
were  no  signs  of  cardiac  failure;  and  the 
abdomen  was  normal.  A friction  rub  was 
heard.  The  patient  was  treated  with  anal- 
gesics including  morphine  and  a broad 
spectrum  antibiotic,  and  was  discharged 
asymptomatic  in  ten  days.  An  electrocar- 
diogram and  chest  x-ray  film  on  discharge 
gave  normal  findings. 

Against  the  advice  of  his  physician,  the 
patient  went  to  work  after  five  days  of  con- 
valescence. That  night  the  precordial  pain 
and  fever  recurred  and  was  similar  to  the 
original  pain.  No  friction  rub  was  heard  on 
physical  examination.  He  was  given  50  mg. 
of  indomethacin  and  reexamined  four  hours 
later.  By  then  the  precordial  pain  had 
largely  subsided,  but  a precordial  rub  was 
audible.  The  electrocardiogram  showed 


classic  signs  of  pericarditis  with  S-T-seg- 
ment  elevation  and  T-wave  inversion  in 
leads  I,  II,  aVl,  and  V/  through  V„.  The 
patient  was  given  another  50-mg.  dose  of 
indomethacin  and  advised  to  continue  taking 
25  mg.  every  four  hours.  Within  twelve 
hours  he  was  asymptomatic  and  afebrile,  and 
the  precordial  rub  had  disappeared.  He  was 
told  to  continue  indomethacin,  25  mg.  four 
times  a day  for  three  days,  but  he  discon- 
tinued the  medication  again  and  went  to  the 
office. 

The  precordial  chest  pain  developed  again, 
and  he  became  febrile.  Physical  examina- 
tion showed  normal  findings  except  for  a 
temperature  of  101  F.  and  a precordial 
friction  rub.  Indomethacin  was  given  in  an 
initial  dosage  of  50  mg.  followed  by  50  mg. 
every  four  hours.  The  elevated  temperature 
and  friction  rub  subsided  within  eight 
hours.  The  patient  was  advised  to  continue 
taking  25  mg.  indomethacin  four  times  a 
day.  After  five  days  the  indomethacin  was 
discontinued,  and  there  were  no  recurrences 
of  the  precordial  pain,  fever,  or  the  friction 
rub.  Follow-up  electrocardiogram,  chest 
x-ray  film,  and  enzyme  study  results  were  all 
within  normal  limits.  Viral  studies  initi- 
ated during  hospitalization  were  inconclu- 
sive. 

Case  4.  A twenty-eight-year-old  city  po- 
liceman was  admitted  to  the  hospital  with 
precordial  pain,  which  had  started  two 
weeks  before  following  an  episode  of  bron- 
chitis. The  pain  was  constant,  radiated  to 
the  left  shoulder,  and  was  worse  on  deep  in- 
spiration or  cough.  His  past  history  gave 
negative  findings.  He  smoked  one  package 
of  cigarets  a day  and  drank  moderately. 

Physical  examination  revealed  a blood 
pressure  of  124/80,  pulse  rate  80,  and  tem- 
perature 100  F.  The  patient  was  restless 
and  complained  of  vague  dyspnea.  There 
was  no  neck  vein  distention  or  other  evi- 
dence of  heart  failure  on  the  right  side. 
The  lungs  were  clear;  there  were  no  palpable 
abdominal  organs  or  masses,  and  the  ex- 
tremities were  normal.  The  heart  sounds 
were  normal,  and  there  was  no  cardio- 
megaly;  the  point  of  maximum  impulse  was 
in  the  fifth  intercostal  space  about  2 cm.  to 
the  left  of  the  midclavicular  line.  No  mur- 
murs or  friction  rub  were  heard  until  about 
twelve  hours  after  admission,  when  a harsh 
precordial  friction  rub  was  heard,  particu- 
larly when  he  was  in  the  left  lateral  re- 


July  1,  1970  / New  York  State  Journal  of  Medicine  1785 


cumbent  position.  His  temperature  rose  to 
101  F.  An  admission  chest  x-ray  film 
showed  some  bulging  of  the  pericordial  sac 
and  acute  phrenopericardial  angles  bilater- 
ally. An  electrocardiogram  showed  elevated 
S-T  segments  in  leads  I,  II,  aVl,  and  V2 
through  Vc.  A hemogram  and  blood  chem- 
istry remained  within  normal  limits  during 
the  patient’s  hospital  stay.  Approximately 
twelve  hours  after  admission  a 50-mg.  dose 
of  indomethacin  was  given.  This  dosage 
was  repeated  four  hours  later,  then  reduced 
to  25  mg.  every  four  hours.  Within  eight 
hours  of  the  initial  dose  his  temperature 
dropped  to  normal  and  the  precordial  pain 
disappeared.  The  friction  rub  became  in- 
audible within  forty-eight  hours.  Daily 
electrocardiograms  showed  a gradual  sub- 
sidence of  the  S-T  elevation,  which  returned 
to  normal  within  ten  days. 

Case  5.  A thirty-eight-year-old  female 
was  admitted  with  a three-day  history  of 
bilateral  shoulder  and  anterior  chest  pain, 
associated  with  nausea  and  anorexia.  Past 
history  was  insignificant  with  the  exception 
of  a background  of  allergy. 

Physical  examination  revealed  premature 
atrial  contraction  with  a sinus  tachycardia. 
A loud  pericardial  friction  rub  was  heard 
along  the  left  sternal  border.  Chest  x-ray 
film  showed  considerable  enlargement  of  the 
heart  with  a cardiothoracic  ratio  measuring 
17 :27.  There  was  minimal  pleural  thicken- 
ing above  the  left  diaphragm.  Initially  the 
patient  had  a low-grade  fever.  Laboratory 
tests  including  C-reactive  protein,  anti- 
streptolysin titer,  L.E.  cell  preparation, 
albumin-globulin  ratio  were  all  within  nor- 
mal limits.  The  sedimentation  rate  was  ele- 
vated to  32.  Latex-fixation  and  heterophil 
tests  gave  negative  findings.  Treatment 
was  aimed  at  relief  of  symptoms  with  anal- 
gesic medication.  The  friction  rub  disap- 
peared spontaneously,  and  an  x-ray  film 
showed  that  the  heart  size  had  decreased. 
The  sedimentation  rate  returned  to  normal. 

The  patient  had  been  discharged  for  one 
week  when  she  was  readmitted  for  severe 
substernal  pain.  Again  there  was  leuko- 
cytosis and  elevation  of  sedimentation  rate. 
The  C-reactive  protein  test  result  was  posi- 
tive. There  was  a loud  pericardial  friction 
rub  and  a generalized  enlargement  of  the 
cardiac  silhouette  on  x-ray  examination. 
Steroids  and  tetracycline  were  instituted, 


and  the  signs  and  symptoms  disappeared. 
The  patient  was  discharged  to  be  continued 
on  steroids. 

For  the  next  seventeen  months  episodes 
of  pericarditis  recurred  on  each  attempt  to 
withdraw  steroids.  The  patient  was  given 
triamcinolone  in  gradually  decreasing  doses, 
but  again  had  recurrence  of  signs  and  symp- 
toms when  the  drug  was  withdrawn.  She 
had  severe  chest  pain  and  a loud  pericardial 
friction  rub.  Therapy  with  indomethacin 
was  started  with  a dosage  of  25  mg.  every 
six  hours.  Within  twenty-four  hours  the 
pain  disappeared  and  the  friction  rub  was 
no  longer  audible.  Indomethacin  was  con- 
tinued for  three  months.  There  was  no  re- 
currence of  pericarditis  during  a fourteen- 
month  follow-up. 

Case  6.  A thirty-two-year-old  male  was 
admitted  to  the  hospital  following  detection 
of  a pericardial  friction  rub.  He  had  be- 
come ill  five  days  earlier  when  he  developed 
myalgia,  weakness  in  the  legs,  and  discom- 
fort across  the  anterior  chest  which  radi- 
ated into  the  neck,  shoulders,  and  back. 
His  temperature  rose  to  104  F.  His  private 
physician  felt  that  he  had  a viral  illness  and 
treated  him  with  demethylchlortetracycline. 
There  was  no  evidence  of  friction  rub  at 
that  time.  During  the  next  few  days  the 
patient  improved  somewhat  but  continued 
to  have  a grating  sensation  in  his  chest.  On 
the  day  of  admission  a definite  pericardial 
friction  rub  was  noted.  His  past  history 
was  not  significant. 

On  physical  examination  he  appeared 
comfortable  with  no  respiratory  distress. 
The  blood  pressure  was  128/70;  there  was 
no  distention  of  the  neck  veins  and  no  skin 
rash;  the  lungs  were  clear  to  auscultation 
and  percussion ; the  heart  rate  was  80  per 
minute  with  normal  sinus  rhythm;  a loud 
pericardial  friction  rub  with  three  compo- 
nents was  audible  along  the  left  sternal 
border ; the  abdomen  was  normal ; and  there 
was  no  peripheral  edema.  A C-reactive  pro- 
tein test  had  slightly  positive  findings.  The 
serum  glutamic  oxaloacetic  transaminase 
and  serum  lactic  acid  dehydrogenase  were 
normal.  Serial  electrocardiograms  showed 
a pattern  compatible  with  that  of  pericardi- 
tis. The  patient  was  started  on  indo- 
methacin 50  mg.,  three  times  a day,  and 
within  twenty-four  hours  he  had  improved 
markedly  with  decrease  in  chest  pain  and  in 
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intensity  of  the  rub.  The  rub  persisted, 
however,  and  he  continued  to  have  some 
chest  discomfort.  Corticosteroid  therapy 
was  started.  Three  days  later  the  friction 
rub  was  almost  inaudible,  and  he  was  dis- 
charged on  a decreasing  dosage  schedule  of 
methylprednisolone  Pericarditis  did  not 
recur. 

Case  7.  The  patient  was  admitted  to  the 
hospital  with  a twenty-four-hour  history  of 
severe  precordial  chest  pain,  which  radiated 
to  the  left  shoulder.  She  had  been  in  reason- 
ably good  health  immediately  prior  to  the 
onset  of  the  pain,  but  gave  a history  of 
myocardial  infarction  six  years  before. 
Since  that  time  she  had  been  taking  digoxin 
and  unspecified  antihypertensive  agents. 
She  was  mildly  diabetic,  fairly  well  con- 
trolled on  diet  alone. 

Physical  examination  revealed  a blood 
pressure  of  130  90,  pulse  rate  120,  and  tem- 
perature 98.G  F.  The  eye  grounds  showed 
Grade  I hypertensive  changes.  The  lungs 
were  clear  to  auscultation  and  percussion ; 
the  heart  was  enlarged  slightly  to  the  left; 
and  there  were  no  audible  murmurs.  Heart 
sounds  were  normal  in  intensity  except  for 
the  aortic  second  sound  which  was  loud  and 
snapping.  No  abdominal  organs  or  masses 
were  palpable.  Neurologic  examination  of 
the  extremities  gave  negative  findings. 
There  was  no  peripheral  edema.  An  elec- 
trocardiogram showed  a complete  left  bundle 
branch  block  and  a supraventricular  tachy- 
cardia. 

The  supraventricular  tachycardia  re- 
verted to  normal  rhythm  on  the  first  hospital 
day.  The  patient  became  free  of  pain 
within  twenty-four  hours  on  bed  rest,  seda- 
tion, and  analgesics.  The  electi-ocardiogram 
continued  to  show  a left  bundle  branch  block 
pattern.  On  the  fifth  hospital  day  she  de- 
veloped severe  substernal  pain  radiating  to 
the  midback  at  the  left  of  the  fourth  or  fifth 
thoracic  vertebrae,  and  it  was  worse  on  deep 
inspiration.  A loud  pericardial  friction  rub 
was  heard  at  the  left  sternal  border.  The 
temperature  was  100.8  F.  Indomethaein, 
25  mg.,  was  given  every  six  hours.  The 
following  morning  the  precordial  friction 
rub  was  not  as  loud,  the  chest  pain  had  de- 
creased, and  the  temperature  was  normal. 
On  the  morning  of  the  seventh  hospital  day 
the  patient  was  asymptomatic ; the  pre- 


cordial rub  was  not  heard  and  the  tempera- 
ture was  normal. 

Case  8.  A thirty-two-year-old  male  truck 
driver  was  admitted  to  the  hospital  because 
of  stab  wounds  involving  the  liver,  dia- 
phragm, and  pericardium.  The  knife  had 
entered  anteriorly,  had  penetrated  dorsad 
to  the  left,  and  was  slightly  cephalad.  There 
were  signs  of  severe  blood  loss,  and  so  the 
patient  was  taken  immediately  to  the  op- 
erating room.  Through  an  abdominal  and 
thoracic  incision  a liver  laceration  was  su- 
tured, a tear  in  the  diaphragm  was  repaired, 
and  a small  amount  of  blood  was  drained 
from  the  pericardium  which  was  also  su- 
tured. 

Postoperatively  the  patient  did  well.  The 
temperature,  blood  pressure,  and  pulse  were 
normal.  Chest  x-ray  films  showed  clear  lung 
fields  and  normal  cardiac  silhouette.  Elec- 
trocardiograms were  normal.  On  the 
twelfth  postoperative  day  his  temperature 
rose  to  104  F.  A teleroentgenogram  of  the 
chest  showed  an  increase  in  the  size  of  the 
heart.  There  was  no  precordial  pain  or 
friction  rub.  He  was  believed  to  have  post- 
traumatic  pericarditis  and  was  started  on 
indomethaein,  50  mg.  every  eight  hours. 
The  temperature  returned  to  normal  within 
a few  hours,  and  the  next  day  he  remained 
afebrile  and  felt  well. 

On  the  twelfth  hospital  day  the  sedimen- 
tation rate  and  white  blood  count  were  ele- 
vated. Four  days  later,  which  still  on  indo- 
methaein 150  mg.  daily,  he  developed  a harsh 
loud  precordial  friction  rub.  Although  the 
rub  became  as  loud  as  Grade  VI  to  VI,  he 
had  no  pain  and  was  afebrile.  On  the  nine- 
teenth hospital  day  a 6-foot  chest  film 
showed  a decrease  in  the  cardiac  silhouette. 

Indomethaein  was  replaced  by  prednisone, 
50  mg.  a day  orally,  but  the  rub  persisted 
until  the  twenty-seventh  hospital  day.  By 
the  thirty-sixth  hospital  day  the  cardiac- 
silhouette  appeared  completely  normal. 

Comment 

Indomethaein  appears  to  be  effective  in 
controlling  fever,  chest  pain,  and  friction 
rub  from  pericarditis  due  to  viral  infection 
or  myocardial  infarction.  Until  further  ex- 
perience is  accumulated,  indomethaein 
should  not  be  relied  on  to  dry  up  pericardial 
effusion  if  tamponade  appears  imminent. 
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Treatment  ranged  from  three  days  to 
three  months  in  the  8 patients  in  this  series. 
Several  attempts  to  reduce  therapy  were 
usually  required  before  the  patient  remained 
asymptomatic.  The  patient  who  required 
three  months  of  therapy  is  suspected  of 
harboring  a collagen  disorder,  although  this 
has  not  appeared  during  three  years  of  ob- 
servation. 

None  of  the  patients  developed  late  se- 
quelae of  pericarditis  such  as  constrictive 
pericarditis. 

Further  trial  of  indomethacin  in  the 
treatment  of  acute  pericarditis  appears 
warranted,  and  its  role  in  treating  effusion 
needs  clarification.  There  is  a report  in 
the  European  literature  on  the  successful 
use  of  indomethacin  in  pericarditis,  arthri- 
tis, and  dermatosis  associated  with  dissem- 
inated lupus  erythematosus.15 

Summary 

Eight  patients  with  clinical  signs  of  peri- 
carditis were  treated  with  indomethacin. 
The  initial  dosage  was  either  25  mg.  or  50 
mg.,  with  follow-up  dosages  of  100  mg.  to 
200  mg.  daily.  Duration  of  therapy  ranged 
from  three  days  to  three  months. 

Two  patients  had  recurring  symptoms  of 
pericarditis  when  indomethacin  was  discon- 
tinued, followed  by  complete  relief  when 
treatment  was  reinstituted.  A third  patient 
required  treatment  with  methylprednisolone 
in  addition  to  indomethacin  before  complete 
control  of  the  pericarditis  was  achieved.  In 
another  patient  prednisone  was  substituted 
for  indomethacin,  but  a friction  rub  per- 
sisted with  both  medications.  The  remain- 
ing 4 patients  had  complete  relief  of  symp- 


toms with  indomethacin  with  no  recurrence 
when  therapy  was  discontinued. 

There  were  no  side-effects  in  any  of  these 
patients. 
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| he  purpose  of  this  report  is  to  review 
the  incidence  and  clinical  features  of  pri- 
mary carcinoma  of  the  liver  and  to  present 
a case  treated  with  a new  seemingly  effec- 
tive chemotherapeutic  agent,  hexamethyl- 
melamine.* 

Case  report 

A seventeen-year-old  white  female  entered 
St.  Vincent’s  Hospital  and  Medical  Center 
for  the  first  time  in  March,  1967,  for  the 
purpose  of  determining  the  cause  of  her 
jaundice  and  a recent  episode  of  gastroin- 
testinal bleeding. 

The  patient  was  first  admitted  to  a hos- 
pital elsewhere  in  February,  1966,  when  she 
developed  upper-abdominal  pain.  Work-up 
at  that  time  gave  negative  findings,  except 
for  a gallbladder  series  which  revealed  poor 
function.  When  symptoms  recurred  in  late 
March,  a cholecystectomy  and  incidental 

* Drug  made  available  through  the  Central  Clinical  Drug 
Evaluation  Program,  Madison,  Wisconsin,  under  grant  CA 
06071. 


appendectomy  were  performed.  No  intra- 
abdominal pathologic  condition  other  than 
adhesions  around  the  gallbladder  was  noted. 
Epigastric  pain  and  pain  in  the  right  upper 
quadrant  recurred  in  May,  June,  and  July 
of  the  same  year. 

On  August  19,  1966,  the  patient  was  once 
again  admitted  to  a hospital.  At  that  time 
she  was  jaundiced,  with  severe  pain  localized 
to  the  epigastrium.  At  no  time  did  she 
describe  contact  with  jaundiced  individuals, 
blood  transfusions,  or  hepatotoxic  agents, 
except  for  previous  treatment  with  pheno- 
thiazines  for  a suspected  psychiatric  illness. 
On  physical  examination  an  enlarged  liver, 
4 to  6 cm.  below  the  right  costal  margin, 
was  noted.  Her  blood  studies  revealed 
anemia,  elevated  direct  and  indirect  bili- 
rubin, and  increased  alkaline  phosphatase. 
A liver  biopsy  was  performed  on  August  26, 
1966,  and  was  interpreted  as  showing  bile 
stasis  with  cholestasis  and  minimal  hepatic 
polymorphonuclear  leukocytic  infiltration. 

Episodes  of  pain,  fatigue,  weakness,  and 
anorexia  recurred  throughout  1967,  but  the 
diagnosis  remained  indeterminate.  On 
March  12,  1967,  she  had  an  episode  of  hema- 
temesis  and  was  admitted  to  St.  Vincent’s 
Hospital  and  Medical  Center  for  investiga- 
tion of  her  jaundice  and  gastrointestinal 
bleeding.  The  laboratory  studies  on  ad- 
mission revealed  an  alkaline  phosphatase  of 
33.8  King-Armstrong  units;  serum  gluta- 
mic oxaloacetic  transaminase  177 ; serum 
glutamic  pyruvic  transaminase  156;  and 
bilirubin  2.1  total,  1.5  direct.  Serum 
proteins  were  normal  as  was  the  pro- 
thrombin time.  The  hemoglobin  was  9.5 
Gm.  per  100  ml.,  hematocrit  29,  and  sedi- 
mentation rate  53  mm.;  the  iron-binding 
capacity  revealed  a marked  unsaturation 
with  34  micrograms  content  of  363  micro- 
grams capacity.  Serum  porphyrin  and  stool 
guaiac  test  results  were  negative.  An  in- 
travenous cholangiogram,  sigmoidoscopy, 
and  upper  and  lower  gastrointestinal  series 
performed  after  admission  gave  normal  find- 
ings. Following  a severe  bout  of  pain  in  the 
right  upper  quadrant  during  this  hospitali- 
zation, the  bilirubin  was  3.7  total,  3.3  direct, 
with  positive  bile  in  the  urine.  An  hepatic 
scintiscan  using  Au198  (radioactive  gold) 
revealed  a 6-cm.  defect  in  the  left  lobe  of 
the  liver.  On  March  31,  1967,  an  explora- 
tory laparotomy  was  performed  revealing  a 
large,  grossly  malignant  tumor  of  the  left 


July  1,  1970  / New  York  State  Journal  of  Medicine  1789 


lobe  of  the  liver  extending  across  into  the 
medial  portion  of  the  right  lobe  and  measur- 
ing approximately  12  cm.  in  diameter. 
There  were  two  additional  similar  masses 
measuring  1.5  by  2 cm.  and  2 by  2 cm.  in 
the  periphery  of  the  right  lobe.  Microscopic 
diagnosis  of  hepatocellular  carcinoma  was 
made  on  the  basis  of  biopsy  material  taken 
at  that  time.  Since  the  lesions  were  unre- 
sectable,  a course  of  chemotherapy  was  be- 
gun on  the  twelfth  postoperative  day.  The 
patient  was  started  on  350  mg.  of  hexa- 
methylmelamine  daily  for  ninety  days  and 
was  then  continued  on  maintenance  therapy. 

Course 

The  patient  has  shown  both  objective  and 
subjective  improvement  while  continuing 
treatment.  The  size  of  the  palpable  lesion 
has  gone  from  13  by  9 cm.  to  no  palpable 
lesion.  There  is  no  evidence  of  metastasis ; 
the  patient’s  weight  has  increased  from  98 
to  128  pounds.  She  has  returned  to  school 
and  presently  is  able  to  function  as  a nor- 
mal adolescent. 

Comment 

Hexamethylmelamine  is  currently  being 
studied  by  the  Central  Clinical  Drug  Evalu- 
ation Program  (NSC  13875)  (SK1905) . Its 
structural  formula  is: 

(CH:i)2N— N(CH3)2 

NyN 

n(cha 

The  suggested  mode  of  action  is  to  oxidize 
this  drug  to  the  methylolamino  or  methyl- 
methylolamino  side  chain.  This  seems 
probable  in  view  of  the  antitumor  activity 
of  trimethylolamine.  As  indicated  by 
changes  in  surface  tension,  hexamethyl- 
melamine is  found  to  react  almost  instantly 
with  the  phosphate  groups  on  nucleic  acids. 
Similar  changes  in  surface  tension  are 
caused  by  other  radiomimetic  compounds, 
but  rarely  by  inactive  compounds.  Results 
of  animal  screening  data  showed  that  hexa- 
methylmelamine inhibited  the  growth  of 
Walker-256  carcinoma,  sulfur-180  in  rats, 
and  calcium-755  in  mice  (by  75  per  cent). 
Chronic  toxicity  studies  in  dogs  indicated 


that  the  toxic  effects  of  the  drug  on  the  in- 
testinal mucosa  resemble  those  of  weaker 
alkylating  agents.  The  intestinal  symptoms 
observed  were  hemorrhagic  lesions  of  the 
duodenal  mucosa,  the  chief  hematologic 
symptom  was  reticulocytopenia.  Although 
the  drug  has  already  been  administered  to 
115  patients  in  the  phase  I study  by  the 
Clinical  Drug  Evaluation  Program,  full 
clinical  evaluation  has  not  yet  been  com- 
pleted. 

Incidence 

Primary  carcinoma  of  the  liver  is  rela- 
tively rare.  In  1931  Stewart1  reported  that 
it  is  found  in  only  0.1  to  0.3  per  cent  of 
autopsies  for  cancer  in  white  people.  In  a 
survey  of  1,400  autopsies  for  cancer  which 
he  performed  from  1928  to  1944,  Willis2 
found  15  cases  of  primary  carcinoma  of  the 
liver.  The  subjects  were  14  white  and  1 
Chinese,  10  men  and  5 women,  with  ages 
ranging  from  twenty-seven  to  seventy-three 
years.  Six  of  these  had  hepatocellular  car- 
cinoma, the  type  present  in  the  case  being 
dealt  with  here.  In  1964  Patton  and  Horn3 
reported  60  cases  of  primary  carcinoma  of 
the  liver  in  a series  of  12,980  autopsies  per- 
formed at  Henry  Ford  Hospital  from  Jan- 
uary, 1916,  through  June,  1963.  This  rep- 
resents an  incidence  of  0.46  per  cent  in  the 
autopsy  material.  Forty-seven  of  the  60 
tumors  were  hepatocellular  carcinomas. 

Although  primary  cancer  of  the  liver  is 
rare  in  Caucasians,  it  is  much  more  common 
in  the  Bantu,  Javanese,  Chinese,  and  Jap- 
anese. For  Europeans,  the  disease  is  most 
common  in  people  who  are  in  their  fifties 
and  sixties,  it  occurs  more  frequently  in 
males  than  in  females,  and  most  commonly 
in  a liver  chronically  damaged  by  alcohol, 
nutritional  deficiency,  hepatitis,  or  parasite 
infestation.  The  disease  is  also  found  in 
young  children,  but  in  this  instance,  is  con- 
sidered to  be  congenital  and  possibly  re- 
lated to  hamartoma.4 

Clinical  features 

Most  carcinomas  of  the  liver  have  an  on- 
set characterized  by  indefinite  abdominal 
symptoms  usually  attributed  to  gastric  dis- 
turbances. Nausea  and  vomiting  may  be 
present,  with  a sense  of  fullness  and  pres- 
sure in  the  epigastrium.  Constipation  oc- 
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curs  frequently.  Pain  is  the  most  frequent 
symptom  and  occurs  as  a (lull  ache  often 
localized  to  the  right  hypochondrium  or 
epigastrium.  It  becomes  more  severe  as 
the  disease  progresses  and  frequently  radi- 
ates to  the  back  or  the  shoulder;  there  is 
no  relation  to  meals  or  specific  food  inges- 
tion. The  increase  of  pain  seems  to  be  re- 
lated to  progressive  distention  of  Glisson  s 
capsule,  neural  invasion,  or  invasion  of  the 
diaphragm.  When  jaundice  is  present  it  is 
usually  minimal.  Anemia  and  asthenia  are 
constant  and  progressive.  Weight  loss  is 
observed  in  most  cases  but  may  be  obscured 
by  ascites  or  edema.  Hematemesis  due  to 
esophageal  varices  or  invasion  of  the  stom- 
ach may  be  observed  in  advanced  cases.  The 
liver  is  invariably  enlarged,  particularly  the 
right  lobe.  There  may  be  dilatation  of  the 
superficial  veins  of  the  chest  and  abdomen 
preceded  by  edema  of  the  lower  extremities. 

Diagnosis  of  the  disease  is  generally  diffi- 
cult because  of  its  rarity  in  this  hemisphere 
and  since  most  of  the  examinations  avail- 
able are  nonspecific.  Laboratory  examina- 
tions of  liver  function  do  not  show  signifi- 
cant evidence  of  impairment  until  an  ex- 
tensive replacement  of  liver  parenchyma  has 
occurred.  The  most  useful  liver  function 
tests  are  the  alkaline  phosphatase  and  the 
lactic  dehydrogenase.  The  levels  of  both 
tests  seem  to  rise  rapidly  early  in  the  dis- 
ease. Other  studies,  such  as  the  serum  glu- 
tamic oxaloacetic  transaminase,  bilirubin, 
sulfobromophthalein,  and  the  albumin  and 
globulin  fractions  are  often  abnormal;  how- 
ever, no  diagnostic  correlation  is  possible. 

X-ray  studies  are  useful  in  revealing 
hepatic  enlargement  or  replacement,  dia- 
phragmatic invasion,  or  displacement  of 
adjacent  organs.5  Hepatic  scintigram  using 
I131  (radioactive  iodine)  rose  bengal,  Au138, 
or  selenium-75  methionine  may  demonstrate 
space-occupying  lesions.  Portography  or  se- 
lective hepatic  arteriography  may  be  useful 
if  abnormal  tumor  staining  is  identified. 

Treatment  and  prognosis 

According  to  Ackerman  and  Del  Regato,fi 
“Cancer  of  the  liver  can  be  cured  only  by 
surgical  excision,  and  this  is,  of  course, 
only  possible  when  the  lesion  is  so  localized 
that  it  can  be  removed.”  In  a report  at  the 
Ninth  International  Cancer  Congress,  Lin7 
reported  that  of  42  patients  subjected  to 


hepatic  lobectomy,  5 died  within  thirty  days 
of  surgery  and  25  of  the  remaining  37  died 
within  one  year  of  surgery.  Of  the  remain- 
ing 12,  6 had  one  to  three  years  of  pallia- 
tion, and  3 lived  for  five  years,  so  that  the 
five-year  survival  rate  was  21.4  per  cent. 
The  operative  mortality  rate  of  this  series 
was  11.1  per  cent. 

Improved  understanding  of  hepatic  physi- 
ology and  anatomy  has  permitted  larger  re- 
sections with  lessened  mortality  and  mor- 
bidity rates  and  improved  survival.  Adson8 
has  recently  operated  on  11  patients  with 
hepatoma  surviving  from  three  months  to 
seven  years  following  resection;  4 patients 
for  over  three  years  were  without  evidence 
of  disease;  there  was  no  operative  death  in 
this  series. 

Unfortunately,  most  patients  with  pri- 
mary hepatic  cancer  are  incurable  when  the 
tumor  is  first  discovered,  and  therefore,  the 
therapy  must  be  palliative.  Phillips*’  re- 
ported on  26  cases  of  primary  cancer  of  the 
liver  treated  by  radiotherapy  at  the  Me- 
morial Hospital  of  New  York.  There  were 
some  cases  of  marked  tumor  regression  and 
of  excellent  symptomatic  improvement,  with 
an  average  survival  of  twelve  months. 

In  a report  on  inoperable  cancer,  Ariel 
and  Pack10  relate  that  heretofore  patients 
harboring  an  inoperable  cancer  of  the  liver 
have  had  a survival  period  varying  from  two 
to  six  months  after  diagnosis.  There  study 
presents  gains  in  prolongation  of  life  and 
palliation  of  disease  which  have  been  ob- 
tained by  intrahepatic  administration  of 
one  or  more  of  the  various  chemotherapeutic 
agents:  methotrexate,  phenylalanine  mus- 

tard, 5-fluorouracil  (5-FU),  and  vinblastine 
sulfate  (Velban)  and  concomitant  intra- 
hepatic administration  of  radioactive  iso- 
topes.11 Nonetheless,  the  over-all  percent- 
age of  patients  responding  to  chemotherapy 
has  been  low. 

When  antimetabolites  are  used  they  must, 
to  be  effective,  reach  the  cell  when  it  is 
synthesizing  deoxyribonucleic  acid.  Cells 
divide  at  random  and  sequentially.  Theo- 
retically every  cell  in  a tumor  population 
would  be  exposed  if  each  cell  reproduced 
itself  once  in  the  presence  of  the  anti- 
metabolite. Thus  the  antimetabolite  should 
be  given  in  the  “doubling  time”  of  the  tu- 
mor. Studies  of  human  cancer  of  the  liver 
suggest  that  this  time  ranges  between  nine- 
teen and  one  hundred  ten  days.  It  has  been 
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shown  that  it  is  not  possible  to  kill  animal 
cancel’s  with  an  antimetabolite  such  as  meth- 
otrexate over  a short  period  of  time.  Ani- 
mal studies  with  rapidly  growing  trans- 
planted tumors  have  shown  that  seven  days 
are  required  for  the  labeling  of  90  to  100  T 
of  cancer  cell  by  tritium.3  Sullivan  et  al.12 
have  reported  a clinical  study  in  which  a 
portable,  miniature  chronometric  pump  is 
used  to  permit  prolonged  ambulatory  in- 
fusion. The  drugs  used  were  methotrexate, 
5-fluorouracil,  and  5-fluorodeoxyuridine  (5- 
FUDR)  on  8 patients  with  hepatoma  given 
this  treatment;  3 patients  showed  objective 
improvement  for  at  least  three  months. 

Summary 

The  incidence  and  clinical  features  of 
primary  heptatocellular  carcinoma  are  pre- 
sented. Treatment  of  a case  with  a new 
drug,  hexamethylmelamine,  is  reported. 


Effects  of  malnutrition 
on  learning 

Observations  of  the  effects  of  severe  protein- 
calorie  malnutrition  on  infants  and  preschool 
children  are  discussed  in  Public  Health  Cur- 
rents 10:  1 (Mar. -Apr.)  1970.  In  one  study 
psychological  tests  by  the  Gesell  method  were 
administered  to  20  infants  and  preschool  chil- 
dren during  their  recovery.  All  cases  showed 
lower  scores  than  in  similar  tests  administered 
to  children  of  the  same  chronologic  age  and 
ethnic  group  not  affected  by  malnutrition. 

As  the  children  recovered  from  malnutrition, 
the  difference  between  the  chronologic  age  and 
the  developmental  age  in  fields  of  adaptive, 
motor,  language,  and  personal-social  behavior 
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was  found  to  decrease.  Therefore,  the  investi- 
gators believe  that  if  the  adaptive  behavior  of 
the  infant  can  be  considered  analogous  to  the 
later  intelligence  of  the  adult,  there  is  a high 
possibility  that  at  least  the  children  severely 
malnourished  during  the  first  six  months  of 
their  lives  might  retain  a permanent  mental 
deficit. 

More  recent  observations  indicate  that  meas- 
urement of  visual,  haptic,  and  kinesthetic  inte- 
gration has  shown  that  children  subjected  to 
chronic  but  moderate  degrees  of  malnutrition, 
as  reflected  by  their  height,  exhibit  major  func- 
tional lags  in  development  of  this  capacity. 
Ability  to  integrate  visual  with  haptic,  haptic 
with  kinesthetic,  and  visual  with  kinesthetic 
stimuli  is  involved  in  most  learning  experiences 
that  depend  on  the  ability  to  integrate  pat- 
terned information. 
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Special  Articles 


Marihuana 

The  Watched  Pot 


PHILIP  K.  KAUFMAN,  M.D. 
Astoria,  Long  Island,  New  York 

Chairman,  Drug  Abuse  Committee, 
Queens  County  Medical  Society 


5°ciety  looks  to  the  medical  profession  to 
lead  the  fight  against  drug  abuse.  Who  else 
can  it  seek?  As  physicians  we  do  not  want 
to  turn  away  awkwardly  when  we  are  asked 
about  drugs,  particularly  marihuana,  the 
one  most  frequently  abused  today.  As  pro- 
fessional people,  we  must  not  be  remote  and 
uncertain  about  addiction. 

The  course  of  this  counseling  case  study 
may  help  us  understand  the  different  points 
of  view  of  those  involved  in  the  drug  prob- 
lem. Perhaps  then  we  will  be  more  com- 
fortable when  confronted  with  questions  and 
better  able  to  correct  many  misconceptions. 

This  clinical  dilemma  is  presented  in  the 
form  of  a letter  by  a college  student,  Caro- 
line, to  her  classmate,  Alice. 

Dear  Alice, 

I want  to  know  how  you  are  and  what  you 
are  doing  this  summer.  A lot  has  been  hap- 
pening to  me  in  the  month  since  college  va- 
cation. I’m  staying  at  home  and  we’ve  had 
some  swinging  times,  mostly  with  neighbor- 
hood students  from  different  colleges.  I’ll 
start  from  the  beginning  so  it  will  make 
better  sense. 

We  gradually  formed  a group  of  8 and  did 
many  things  in  common — swimming,  cook- 
outs,  dances,  and  parties.  Beverly,  the  girl 
who  lives  next  door,  is  bright  and  a natural 

Presented  at  the  Queens  County  Chapter,  American 
Academy  of  General  Practice,  April,  1970. 


leader  who  suggests  new  and  interesting 
things  to  do. 

Well,  Beverly  brought  in  some  pot  last 
Saturday  when  it  was  my  turn  to  have  the 
group.  My  family  was  out  for  the  evening. 
I felt  guilty  about  it,  yes.  I had  never 
smoked  grass.  Beverly  insisted  we  all  try  it 
for  a communal  good  mood. 

You  remember  the  subject  for  my  English 
term  paper  was  marihuana,  and  I wanted 
the  law  repealed,  defended  the  right  of  the 
individual  to  make  his  own  choice  as  a mat- 
ter of  principle,  although  I personally  wasn’t 
interested  in  trying  it  for  myself.  I rebelled 
against  the  establishment  making  it  illegal 
and  me  a criminal  if  I attempted  to  smoke 
it.  You  know  how  it  is:  when  the  law  says 
you  must  not  many  of  us  feel  we  must.  It 
must  have  been  a good  thesis  since  the  pro- 
fessor not  only  gave  me  an  A but  pencilled  a 
red  “Excellent”  on  the  face  sheet.  I felt 
proud  of  my  stand  and  elated  that  my  views 
had  been  stamped  with  official  approval. 

I admit  I was  dared  and  challenged  by  Bev- 
erly who  said,  “Have  I got  a chicken  for  a 
neighbor?  Don’t  you  want  to  be  more 
grown  up?”  I guess  my  pride  was  sensi- 
tive, so  I rationalized  that  I would  become 
the  curious  experimenter.  Beverly  had  four 
reefers  for  the  8 of  us,  so  we  passed  them 
back  and  forth.  They  looked  pretty  much 
like  ordinary  cigarets  but  cruder,  self-rolled, 
and  amateurish. 

As  I inhaled  the  first  puff  or  two  I admit  I 
was  a little  fearful  of  the  unknown  effect  it 
would  have  on  me,  although  I tried  to  con- 
ceal my  concern.  Beverly  instructed  me  to 
hold  the  smoke  in  my  lungs  as  long  as  pos- 
sible to  absorb  more. 

At  first  the  taste  was  bitter,  not  pleasant, 
and  the  smell  like  burning  rope.  After  five 
or  six  deep  puffs  I got  a little  dizzy.  My 
heartbeat  became  rapid.  I was  excited. 
About  twenty  minutes  later  I felt  a little 
sick  to  my  stomach  and  a little  dull  in  the 
head.  Then  one  of  the  group  started  to 
laugh  at  my  attitude  and  I found  myself 
giggling  uncontrollably  too.  So  this  is  what 
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was  meant  by  a giggle  party!  More  grown 
up?  More  mature?  It  was  a sudden  flash- 
back to  the  silly-putty  parties  of  childhood. 
After  about  an  hour  I began  to  have  a head- 
ache and  felt  sluggish  and  a little  uncoordi- 
nated. I didn’t  feel  like  doing  anything, 
either  talking  or  being  active,  just  slumping 
in  a chair.  I couldn’t  understand  why  Bev- 
erly was  so  talkative  and  was  dancing 
around  like  a marionette,  although  she 
didn’t  look  too  steady  to  me;  I don’t  know 
whether  she  was  out  of  focus  or  I was.  She 
roamed  around  the  room  saying  the  colors 
were  stronger  and  more  vivid  and  the  music 
was  sharper.  She  said,  “I  feel  very  beauti- 
ful and  happy;  I want  to  kiss  everybody.” 
She  looked  as  though  she  were  floating  in  a 
dream  of  eternal  elegance.  I’ve  grown  up 
with  her  and  can  say  her  beauty  is  not  that 
eternal  or  elegant!  But  I wished  the  bubble 
would  never  burst ! 

It’s  the  female  flower  of  the  marihuana 
plant  that  has  the  active  drug  which  is  a 
sticky  resin.  Thinking  about  that  I was 
curious  to  know  how  sexy  it  would  make  any 
of  us.  I just  felt  tired.  One  couple  was 
acting  out  romantically,  but  they  always  do. 
It  is  probably  like  alcohol:  it  can  block  inhi- 
bitions so  you  act  out  your  own  basic  nature, 
only  more  freely. 

I became  ravenously  hungry  and  served 
some  cakes.  Beverly  laughed  and  asked  me 
if  they  were  hash  brownies.  I didn’t  know 
what  she  was  talking  about  until  she  ex- 
plained that  marihuana  can  be  chopped  up 
and  made  into  odd-shaped  brownie  cookies. 
When  eaten  these  are  stronger  than  smoking 
and  are  becoming  the  rage. 

As  the  evening  wore  on  I sensed  that  time 
seemed  to  stand  still.  When  they  all  went 
home  I felt  we  had  been  there  for  many 
hours  instead  of  a few.  I went  to  bed 
groggy.  My  family  came  home  some  time 
later  and  smelled  a pungent  odor  of  burning 
rope,  frantically  looked  for  a smouldering 
fire,  and  awakened  me  in  the  search. 

Maybe  I made  my  big  mistake  when  I told 
them  what  it  was,  never  dreaming  how  up- 
set they  would  become.  The  action  grew 
tense  and  argumentative.  I think  I quoted 
everything  from  Nathan  Hale  to  Susan  B. 
Anthony.  It  did  absolutely  no  good.  They 
were  simply  two  frightened  people  who 
thought  I had  hit  the  very  bottom,  that  I 
was  an  incurable  addict,  and  so  on.  I 


wanted  them  to  read  my  article  on  mari- 
huana to  show  how  innocent  it  all  was,  but 
I couldn’t  reach  them.  I felt  I had  two  ig- 
norant parents,  incurable  members  of  the 
establishment. 

Finally,  in  the  wee  hours  of  the  morning, 
Mother  suggested  a compromise  plan  to 
which  I agreed.  We  would  go  to  our  family 
physician,  Dr.  Blank,  for  arbitration  and 
bind  ourselves  to  his  decision  whether  or  not 
marihuana  was  o.k.  I can’t  tell  you  how 
boiled  over  and  upset  I was,  but  I love  my 
parents  and  I believed  that  when  they  knew 
all  the  facts  they  would  understand  my  feel- 
ings and  support  my  beliefs.  What  else 
could  I do  at  this  point  without  spoiling 
everything? 

Our  visit 

We  saw  the  physician  the  following  evening. 

I was  armed  with  my  term  thesis  on  mari- 
huana, “Tetrahydrocannabinol.”  I thought 
that  would  floor  him  with  my  technical 
knowledge  right  from  the  start.  I had  also 
clippings  about  Timothy  Leary  who,  after 
all,  used  to  be  a professor  of  psychology  at 
Harvard. 

Dr.  Blank  delivered  me  twenty  years  ago. 
He  may  have  slapped  my  behind  then,  but 
he  was  not  going  to  do  it  now.  Other  than 
treatment  of  my  childhood  illnesses,  I’ve 
been  pretty  healthy,  except  for  last  year 
when  I got  mononucleosis;  although  I know 
I didn’t  get  it  from  kissing,  I was  embar- 
rassingly relieved  when  he  believed  me.  He 
had  always  seemed  a pretty  solid  character 
with  a warm  heart  and  gentle  hands ; after 
all  he  took  care  of  my  parents  as  well.  I had 
prepared  my  defense  in  my  mind  all  day, 
and  hoped  the  fact  that  our  generation  is 
rebelling  against  the  intolerance  and  de- 
ception of  their  generation  would  filter 
through  my  parents’  minds  and  his.  We 
have  a right  to  turn  on  to  find  deeper  feel- 
ings and  sincere  communication,  and  turn 
off  the  evils  they  have  created,  although  I 
did  not  mean  my  parents  or  Dr.  Blank,  spe- 
cifically. 

Dad,  Mother,  and  I came  at  the  appointed 
time  after  regular  hours,  and  so  it  was  quiet 
and  peaceful  at  his  office.  Nevertheless,  I 
was  ready  both  to  attack  and  defend  my- 
self. I wanted  to  cut  down  my  parent’s  fears 
and  threats  and  was  alerting  myself  to  cope 
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as  well  with  any  buried  hostility  in  Dr. 
Blank. 

As  we  started,  Mom  was  charged  but  eager 
to  learn  more  facts.  Dad  was  uptight  too 
and  immediately  took  the  initiative.  He 
was  fed  up  with  all  this  permissiveness: 
reminisced  about  his  old  friend  Jack  Arm- 
strong, the  all-American  boy,  who  was  now 
becoming  feminized,  not  only  with  dress, 
hair,  and  homosexuality,  but  also  took  to 
drugs  and  shirked  responsibility,  dropped 
out,  and  the  biggest  drive  he  now  had  was  in 
the  seat  of  a car.  Dad  expressed  the  back- 
lash: “We’ve  got  to  take  a stand  and  stop 

this  now — no  legalizing  of  drugs  for  me!’’ 
Hopefully,  I felt  it  was  now  my  turn  to  be 
heard.  Methodically  1 presented  my  de- 
fense— Leary’s  articles,  my  thesis  with  all 
the  research,  nourished  by  all  the  remem- 
bered bull  sessions  at  school.  I felt  I was 
explaining  a whole  protective  system  I had 
built  up,  and  was  ready  and  alert  to  bom- 
bard Dr.  Blank  with  sharp  retorts  anytime 
he  attacked  my  views. 

I brought  out  many  reasons  for  legalizing 
marihuana,  but  my  attitude  went  beyond 
just  that;  it  became  a defense  of  our  gen- 
eration against  theirs,  a crusade  for  justice 
for  the  young : I didn’t  want  to  lose  out  for 
them. 

To  my  parents  marihuana  is  risky,  threat- 
ening, and  antisocial.  To  the  young  it  is 
harmless,  relaxing,  and  increases  communi- 
cation and  sociability.  But  the  physician 
feels  marihuana  is  a large  foot  in  the  door 
of  a drug  culture,  and  a sudden  psychic  need 
can  push  a simple  abuser  over  the.  point  of 
no  return  into  the  world  of  harder  drugs. 

We  expect  the  medical  profession  to  be  more 
knowledgeable,  experienced,  and  skillful 
with  drugs;  the  rest  of  us  may  be  caught  up 
by  the  temptation  to  use  drugs  to  melt 
anxieties.  Yet  the  medical  profession  con- 
centrates on  scientific  experiments  and  end- 
less conferences  and  does  not  take  an  official 
stand.  Youth  does.  I was  not  asking  for 
legality  to  use — but  for  freedom  to  choose. 
I presented  my  program. 

Let  the  government  control  the  manufacture 
of  marihuana  as  it  does  ordinary  cigarets. 
The  packet  should  be  easily  identifiable  in 
vivid  red.  The  average  reefer  has  20  mg. 
of  THC  (tetrahydrocannabinol),  which  is 
the  active  ingredient.  Keep  it  at  this  thera- 
peutic level.  Restrict  purchase  to  eighteen 


or  over,  to  be  sold  only  in  drug  stores,  with 
no  premium  coupons  and  no  advertising,  and 
without  music  and  “marihuana  country. 
On  the  front  of  the  packet  print  large  skull 
and  bones  and  add  “may  be  addictive  or 
cause  hallucinations.”  Include  a warning 
“do  not  drive  after  smoking — one  for  the 
road  may  be  the  road  to  the  morgue.” 
Last  a bold  asterisk:  “If  you  continue  to 

need  this,  you  need  other  help.” 

Human  behavior  being  what  it  is  I know 
total  prohibition  can’t  work  in  America. 
These  regulations  should  make  marihuana 
openly  available,  inexpensive,  out  of  the 
hands  of  the  Mafia.  Restrict  foreign  hash 
which  is  too  potent,  although  this  is  difficult 
with  all  the  ships  and  planes  pouncing  on 
New  York,  and  let’s  cut  out  diplomatic  bag- 
gage immunity. 

I got  on  top  of  the  scene  with  another  telling 
point.  Youths  with  problems  who  are 
abusers  won’t  seek  help  because  the  law  de- 
fines them  as  criminals.  I’d  like  to  see  those 
who  traffic  in  drugs  really  get  clobbered  and 
taken  out  of  circulation,  but  a user  should 
not  be  treated  like  a criminal  and  jailed  with 
criminals.  You  can’t  put  an  entire  genera- 
tion in  jail. 

As  I unwound  I found  myself  less  turbulent. 
The  palpitation  in  my  chest  which  began 
with  my  opening  defense  slowed  down.  I 
became  calmer  and  very  much  relieved  that 
Dr.  Blank  seemed  willing  to  hear  my  time 
feelings  and  opinions. 

He  didn’t  show  any  hostility!  He  just  sat 
there  and  listened  to  me.  Can  you  imagine 
that?  Remember  how  we  called  them  the 
generation  of  the  deaf  ear!  Yet  he  ap- 
peared to  be  as  concerned  with  the  problem 
as  my  parents;  but  here  he  was  attentive, 
relaxed,  and  controlled.  Something  unex- 
pected was  taking  place  right  before  my 
eyes.  I sensed  myself  moving  into  closer 
communication  as  I became  aware  his  eyes 
were  listening  and  his  ears  reached  for 
meaning.  He  didn’t  make  me  feel  small.  I 
sensed  the  age  difference  melting.  I began 
to  respect  him  more  because  he  respected 
me,  and  all  the  stuffy  criticisms  I was  pre- 
pared to  hear  from  his  generation  he  didn’t 
say  to  me. 

Of  course  I threw  plenty  of  probing  ques- 
tions at  him.  Still,  he  projected  the  as- 
surance of  someone  who  has  been  asked 
these  a thousand  times.  Nor  did  he  im- 
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mediately  take  sides  with  me  or  my  parents 
as  he  appeared  to  sense  each  of  us  had  emo- 
tional needs.  I realized  he  was  actually 
trying  to  understand. 

I have  to  laugh  now  when  I think  how  ab- 
sorbed I was  in  my  own  logic,  how  cocky  and 
arrogant,  with  talk  of  the  Magna  Carta, 
freedom  of  choice,  and  civil  rights. 

When  I stated  brusquely  that  marihuana  is 
not  physically  addicting  nor  has  a toxic  ef- 
fect on  any  organ  of  the  body,  Dr.  Blank 
agreed  with  me!  Mother  was  startled  and 
bewildered  since  this  crashed  her  basic  fear. 
Father’s  brow  froze  into  puzzled  wrinkles 
of  disbelief,  but  he  still  had  a glint  in  his 
eye. 

Description 

Of  course  I was  taken  aback  when  Dr. 
Blank  agreed  with  me  so  readily.  Here  was 
an  oldster  trying  to  be  completely  honest  and 
factual,  willing  to  step  down  from  his  ivory 
tower  to  be  in  touch  with  reality. 

He  then  very  carefully  explained  the  mis- 
conception that  marihuana  is  a narcotic. 
It  is  not,  although  confused  by  the  law  as 
such.  It  does  not  create  a tolerance  that  re- 
quires ever-increasing  doses.  Also  when 
you  stop  marihuana  there  is  no  drug  hunger. 
He  said  these  are  the  two  characteristic 
signs  of  a narcotic.  Actually  medicine  clas- 
sifies marihuana  as  a mild  hypnotic  and  in- 
toxicant. 

We  talked  about  the  source  of  marihuana, 
from  a wild  weed  grown  throughout  the 
world  throughout  history.  Caesar’s  Ro- 
mans carried  cannabis  to  battle,  English 
crusaders  brought  hemp  with  the  cross. 
Turkish  sultans  inhaled  their  hashish 
through  pipes.  Our  hippies  puff  on  grass 
reefers.  Only  the  name  has  changed;  it 
looks  pretty  much  the  same  everywhere. 
The  content  of  the  active  ingredient,  THC, 
varies  with  the  soil  and  climate.  We  said 
the  common  reefer  contains  20  mg.  or  2 per 
cent.  The  United  States  produces  a low- 
grade  quality.  The  cold  New  England 
states  have  mostly  weed  with  0.5  per  cent 
THC.  As  the  soil  warms  up,  the  concentra- 
tion in  Carolina  hits  1 per  cent.  In  the 
heat  of  Florida  it  rises  to  1.5  per  cent. 
Over  the  border  in  Mexico  it  attains  the  de- 
sired 2 per  cent  level.  If  someone  whispers 
in  your  ear  he  has  “Acapulco  gold”  he’s 


telling  you  it’s  3 per  cent.  If  he  mumbles 
“Panama  red”  he’s  boasting  a super  4 per 
cent.  When  it  is  smuggled  from  Asia  as  a 
brick  of  concentrated  resin  it  is  an  ethereal 
20  to  30  per  cent.  Of  course,  you  can  be 
conned  all  along  the  line. 

If  it  is  irritating,  you  may  have  to  smoke  it 
through  water.  If  you  are  allergic  to  water, 
sucking  it  through  brandy  tones  the  flavor. 
When  you  can’t  wait,  you  drink  it  in  hot  tea 
on  an  empty  stomach  where  it  is  rapidly  ab- 
sorbed ; or  you  might  like  to  slow  it  down 
with  food. 

Usually  the  leaf  is  rolled  into  cigarets  with 
inert  grass  or  tobacco  as  filler.  What  the 
pusher  whispers  in  your  ear  and  what  you 
put  in  your  mouth  are  often  unrelated.  So 
when  a dud  is  smoked  for  the  first  time  you 
might  wonder  what  all  the  fuss  is  about. 
But  puffing  on  the  highly  concentrated  im- 
ported hash  can  get  you  stoned. 

Effects 

Dr.  Blank  then  told  us  of  some  of  our  boys 
in  Vietnam,  first-time  users,  who  became 
completely  disoriented  and  homicidal  with 
the  native  weed  which  is  really  potent. 
There  were  even  a few  who  mainlined  mari- 
huana, went  into  prolonged  coma,  and  be- 
came critically  ill. 

In  the  hash  areas  of  the  world  marihuana 
is  a potent  drug,  and  continued  use  does 
cause  physical  addiction  with  prolonged  per- 
sonality changes.  There  it  is  a narcotic. 
But  here  in  the  United  States  marihuana  in 
its  natural  state  is  weaker  and  usually  is 
called  grass.  However,  when  the  active  tips 
are  compressed  and  the  resin  concentrated 
it  is  called  hash,  as  is  the  imported  variety. 
The  names  are  used  loosely  and  impressively 
and  often  interchanged.  When  we  talk 
about  marihuana,  we  should  make  certain 
we  are  talking  about  the  same  product  as 
well  as  the  same  dose. 

Dr.  Blank  continued  by  describing  some  ex- 
periences with  controlled  amounts  of  the 
newly  synthesized  THC.  The  basic  effective 
dose  which  produces  a definite  response  in 
most  people  is  20  mg.,  although  curiously,  as 
in  most  psychic  drugs,  the  reaction  is  in- 
fluenced by  expectation  and  surroundings. 
Marihuana  is  mainly  smoked  but  is  also 
eaten,  snorted,  and  occasionally  injected. 
In  the  study  it  was  dissolved  in  a brew  of 
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tea  to  determine  standard  reactions.  After 
this  20-mg.  dose,  a peak  effect  occurred  in 
about  one  hour  and  persisted  for  four  hours 
before  tapering  off.  The  pulse  rate  in- 
creased. and  the  mind  became  fuzzy.  The 
legs  were  unsteady  and  numb.  Some  people 
had  a very  mild  response  with  20  mg.,  and  so 
for  them  another  20  mg.  were  added  to  ob- 
tain pharmacologic  action.  When  the  “high 
was  reached  it  was  described  as  dizzy,  weird, 
floating,  dreamy,  sexy,  with  altered  time 
sense,  and  eyesight  blurred  as  in  seeing 
images  through  closed  eyes.  Adding  an- 
other dose  created  an  intoxicating  stupor 
and  withdrawal  from  activity. 

Yet  with  a few  it  had  the  opposite  effect: 
a toxic  arousal  occurred  with  hallucinations, 
violence,  and  psychotic  episodes.  Thus  with 
high  doses  of  THC,  the  central  nervous  sys- 
tem is  anesthetized,  but  on  occasion  it  be- 
comes irritated  and  goes  berserk. 

Regarding  the  influence  of  marihuana  on 
sex,  he  said  the  drug  can  remove  inhibitions 
that  are  barriers  to  feelings,  but  it  cannot 
make  an  iceberg  passionate.  He  stated 
there  is  a delusion  about  the  power  mari- 
huana has  over  the  intensity  and  duration  of 
sexual  response.  Although  some  users  are 
aroused  to  act  out  their  basic  emotions,  most 
go  into  sleepy  withdrawal.  Actually  it 
doesn’t  affect  the  act  as  much  as  the  thought. 

Dr.  Blank  then  turned  to  me,  “Caroline,  do 
you  really  know  what  you  smoked,  how 
strong,  where  it  came  from,  what  contami- 
nants there  were,  or  what  the  next  one  will 
contain?  You  must  know  that  when  there 
is  no  regulation,  no  standard  of  purity,  no 
knowledge  what  the  unknown  will  have,  you 
are  taking  risks.  Are  you  aware  of  the 
marked  variation  in  potency  from  negligible 
amounts  to  stiff  concentrations?  Narcotics 
are  also  deliberately  added  to  addict  young 
people  who  still  insist  unwittingly  that  what 
they  are  smoking  is  harmless.” 

That  shook  me,  although  outwardly  I tried 
to  maintain  my  poise.  Dad  rescued  me  by 
countering  with,  “Just  so  it  makes  sense  to 
me  will  you  compare  marihuana  with  alco- 
hol?” 


Marihuana  and  alcohol 

Dr.  Blank  responded,  “As  writh  all  mind 
drugs  you’ve  got  to  know  the  inner  person 


even  more  than  the  drug.  Both  alcohol  and 
marihuana  can  trigger  off  reactions  from 
overmad  to  overglad  to  oversad.  Although 
both  melt  inhibitions,  alcohol  releases  ag- 
gressions more  and,  rather  than  a love-in, 
can  lead  to  a brawl-in. 

“There  are  different  kinds  of  marihuana 
users,  just  as  there  are  different  kinds  of 
alcohol  drinkers.  To  begin  with  there  is 
the  simple  marihuana  experimenter  like  you, 
Caroline,  who  loves  fun,  is  curious  about 
what  the  ‘high’  sensation  may  be  like,  and 
gives  in  impulsively  because  friends  push. 
It  is  the  child’s  game  of  follow  the  leader, 
being  ridiculed  if  you  don’t  keep  in  step. 
You  have  been  carried  into  the  marihuana 
experience.  Now  that  you’ve  proved  you’re 
game  you  may  stop  at  this  point,  satisfied, 
with  no  particular  need  for  repeating. 

“But,  from  an  occasional  reefer  you  could 
go  on  to  the  pot  parties  which  are  like  cock- 
tail parties  but  more  ritualistic,  with  more 
acting-out  of  a group  behavior.  Curiously 
with  marihuana  you  can  become  euphoric 
just  by  expectation  and  the  awareness  of 
others’  smoking,  plus  the  thrill  of  being  il- 
licit. At  a cocktail  party  you  can  spot  the 
compulsive  drinker;  in  a marihuana  group 
you  can  detect  the  potheads  who  are  over- 
indulging and  over-reacting. 

“The  confirmed  drinker  may  down  half  a 
dozen  without  batting  an  eye,  then  he  takes 
more  alcohol  to  reach  euphoria.  The  com- 
pulsive pothead  usually  does  not  confine  him- 
self to  marihuana  but  adds  other  drugs  to 
thrust  himself  into  orbit.  If  he  would  stick 
to  marihuana,  it  might  not  be  so  bad.  There 
are  certainly  more  dangerous  drugs.  The 
alcoholic  person  is  apt  to  be  helped  home 
with  eyeballs  wildly  dilated ; the  pothead 
who  gets  stoned  often  sleeps  it  off  on  the 
floor  until  morning.  But  the  chronic  pot- 
head who  becomes  a dropout  depends  in- 
creasingly on  drugs  just  as  the  alcoholic 
person  needs  more  alcohol. 

“To  compare  one  reefer  with  one  cocktail  in 
a susceptible  person,  marihuana  generally 
is  more  sedating,  more  euphoric,  impairs 
judgment  and  coordination  more,  and  can 
trigger  hallucinations  and  psychosis,  creat- 
ing a fantasy  world.  Its  effect  often  lasts 
four  to  five  hours  which  is  longer  than  one 
cocktail.  Very  much  like  alcohol,  mari- 
huana is  dose  related:  the  more  you  take, 

the  deeper  you  go.” 
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Youngsters 

We  discussed  my  thirteen-year-old  brother, 
a nice  kid  at  times,  a brat  at  others,  but 
really  immature  about  these  problems.  His 
age  group  manages  to  get  into  everything, 
and  Dr.  Blank  asked  me  to  picture  him  and 
his  friends  nodding  and  reeling  to  school.  I 
realized  that  if  these  kids  got  the  idea  mari- 
huana wasn’t  doing  enough  for  them,  they’d 
try  something  stronger  to  be  big  shots,  and 
thus  start  the  whole  drug  cycle  going. 

Even  at  twenty  I am  near  enough  their  age 
to  know  how  clannish  they  are,  feeling  they 
must  do  whatever  their  friends  are  doing,  no 
matter  what.  I know  it  is  right  to  protect 
the  younger  ones,  especially  those  in  the 
formative  years.  Society  has  to  set  up  con- 
trols for  youngsters  as  they  come  along. 
Then  we  talked  about  how  extensive  pot 
smoking  is,  even  in  grammar  schools,  and 
the  5 million  marihuana  users  with  a fallout 
of  about  5 per  cent  into  hard  drugs:  an  es- 

timate of  100,000  heroin  addicts  with  1,000 
deaths  during  the  past  twelve  months,  all 
these  constantly  on  the  increase. 


Findings 

Believe  me,  I was  shocked  and  upset.  I 
didn’t  want  to  plead  for  a guillotine  to  chop 
off  a thousand  heads ! I felt  all  my  logic 
slipping  away  as  I listed  to  the  physician 
speculate  on  free  drugs  as  he  added,  “Even 
in  England  the  trail  to  free  drugs  is  paved 
with  good  intentions  but  increasingly 
jammed  with  addicts.  Can  society  survive 
if  it  is  overwhelmed  piecemeal  by  one  more 
intoxicant  now,  another  next  year,  then  an- 
other and  another?  Our  culture  is  already 
hung  up  with  alcohol  and  tobacco,  but  that’s 
no  logic  to  give  the  green  light  to  more. 
Legalizing  it  would  too  often  be  interpreted 
as  approval.” 

Dr.  Blank  stressed  that  the  short-term 
effects  of  marihuana  appear  harmless,  but 
it  may  take  years  to  evaluate  fully  what  the 
cumulative  effects  might  be.  Then  it  will  be 
too  late.  With  alcohol,  cirrhosis  of  the  liver, 
and  with  tobacco,  cancer  of  the  lung  are  too 
late.  There  could  be  a long-delayed  genetic 
effect  like  the  creeping  thalidomide  catas- 
trophe of  a few  years  ago. 

Dad  finally  turned  to  me  and  questioned, 
“Caroline,  as  a thinking  and  concerned  hu- 


man being,  do  you  really  want  marihuana 
legalized?”  as  though  the  final  choice  might 
be  up  to  me. 

The  thousand  adjusting  young  heads  and  the 
thousand  coffins,  all  the  questions  and 
answers,  all  the  feelings  and  emotions  pro- 
grammed through  my  brain  made  me  blurt 
out  “No!”  I had  been  insisting  on  a drug- 
permissive  society  to  let  us  do  what  we 
want,  no  matter  how  self-destructive  our 
demands.  How  can  any  of  us  remain  mute, 
standing  apart  and  observing  this  self- 
destruction.  And  what  about  the  rest  of 
the  abusers?  Eventually  they  have  to  grow 
up,  face  problems,  and  deal  with  them. 
You  can’t  tune  out  reality  and  escape  into 
a dream  world  forever. 

Comment 

A lot  of  technical  names  are  given  to  this 
kind  of  human  scene — in  essence  a dia- 
logue guided  by  a professional  who  faced 
our  doubts,  our  concerns,  our  conflicts,  with 
three  important  qualities:  big  patience,  big 
ear,  and  big  empathy.  Some  of  our  own 
teachers  at  school  have  these  qualities  also, 
but  too  many  walk  away  from  our  crises 
and  abandon  us.  And  there  are  the  so-called 
authorities  who  make  their  pitch  that  mari- 
huana is  harmless,  without  presenting  the 
total  picture.  They  may  be  well  meaning, 
but  how  much  experience  have  they  had  out 
in  the  drug  scene  where  the  action  is?  How 
much  are  they  overwhelmed  with  a brief 
glimpse  at  the  mirage  that  makes  their 
concepts  half  distorted,  half  informed,  half 
explored,  and  half  baked?  And  with  their 
misplaced  status  and  fragmented  knowl- 
edge they  enthusiastically  defend  drug  free- 
dom, while  many  of  us  cling  to  the  slightest 
endorsement  and  misinterpret  and  misapply 
this  ill-advised  approval. 

After  our  discussion  I was  no  longer  proud 
of  the  A I had  received.  Now  I know 
mine  was  a one-sided  thesis  which  received 
no  constructive  criticism  or  guidance.  That 
A was  sterile  and  a symbol  of  the  faculty’s 
permissive  attitude  toward  the  students. 
Eventually  we  reached  home  late  that  night 
and  noticed  there  were  lights  on  and  com- 
motion next  door.  When  we  went  in  they 
told  us  Beverly  had  been  involved  with  her 
friends  in  a serious  auto  accident  while 
coming  home  from  a pot  party.  She  had 
been  driving  and  had  misjudged  the  distance 
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to  the  red  light.  I am  attached  to  Beverly 
and  was  shaken  with  hurt  and  remorse  as 
I suddenly  realized  our  whole  protective  de- 
fense has  not  allowed  us  to  assume  responsi- 
bilities for  our  acts,  all  because  of  our  sel- 
fish belief  in  a fun  morality. 

Alice,  you  may  be  sufficiently  well  adjusted 
to  join  the  ranks  of  those  who  handle  mari- 
huana with  purpose  and  stability.  But  I am 
convinced  now  that  although  marihuana  is 
forever,  it  is  an  unwholesome  part  of  our 
drug-glorification  culture.  We’ll  hear  about 
it  many  times  more,  until  our  own  genera- 
tion becomes  involved  with  something  con- 
structive. It  is  critical  now  to  take  a stand. 


Survey  of  medical  and 
dental  students 


The  University  of  Connecticut  Health  Center 
surveyed  its  first  class  of  students,  30  in  the 
school  of  medicine  and  17  in  the  school  of  dental 
medicine,  to  find  out  what  they  were  like.  The 
survey  and  subsequent  ones  of  following  classes 
will  be  useful  in  (1)  designing  the  curricula  of 
the  two  new  schools,  (2)  providing  baseline 
data  on  students  to  see  if  they  change  during 
their  four  years  of  training,  and  (3)  enabling 
comparison  with  students  at  other  medical  and 
dental  schools. 

The  survey  showed  that  a large  majority  (70 
to  80  per  cent)  w’ent  to  public  high  schools,  en- 
joyed natural  science  subjects  more  than  any 
others,  and  ranked  in  the  top  10  per  cent  of 
their  graduating  classes.  Most  medical  stu- 
dents felt  their  family  physicians  had  influenced 
them  most;  dental  students  named  their  fa- 
thers. In  college,  these  students  continued  to 
prefer  natural  sciences  and,  to  some  extent,  so- 
cial sciences.  A third  changed  their  majors. 


I wonder  if  the  crack  in  the  human  rear 
originally  developed  through  the  evolution 
of  forever  sitting  on  a fence.  It  doesn’t 
seem  logical  to  me  that  to  lead  a full  life  I 
must  taste  it  all  from  homosexuality  to 
drugs. 

Goodbye  for  now.  I’ll  see  you  when  school 
opens.  I’m  off  to  the  hospital  to  see  my 
friends.  I pray  they’ll  make  it.  I pray  we’ll 
all  make  it. 

Affectionately, 

Caroline 

30-64  37th  Street 
Astoria,  Long  Island 
New  York  11103 


About  10  per  cent  worked  in  service  programs 
such  as  the  Peace  Corps  and  Vista. 

Medical  students  began  thinking  about  their 
careers  earlier  (before  or  during  high  school) 
than  did  dental  students  (in  college).  Both, 
however,  made  the  actual  decision  in  college. 

These  students  came  from  families  with  an 
annual  income  of  about  $13,000.  Some  40  per 
cent  have  college-graduate  fathers.  Nearly  90 
per  cent  expect  to  have  a higher  standard  of 
living  than  their  parents. 

Students  felt  an  ideal  job  should  provide  op- 
portunities to  use  their  special  aptitudes,  to 
work  with  people  rather  than  things,  and  to  be 
helpful  to  others.  They  gave  no  weight  at  all 
to  a large  amount  of  money,  social  status,  pres- 
tige, and  a chance  to  exercise  leadership.  The 
best  description  of  their  role  in  society  in  order 
of  importance  was  a technically  skilled  profes- 
sional, a humanitarian,  and  a provider  of  a 
necessary  community  service. 

Asked  which  characteristics  makes  a person 
most  effective  in  his  chosen  field,  medical  stu- 
dents gave  most  weight  to  “a  strong  dedication 
to  his  work.”  Dental  students  chose  “good 
manual  dexterity.”  Both  gave  least  value  to  “a 
good  business  sense.” 
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Maternal  and 
Perinatal  Mortality — 
Prenatal  Care*1 

MERTON  C.  HATCH,  M.D. 

Syracuse,  New  York 

Professor  (Clinical)  Emeritus,  Department  of 
Obstetrics  and  Gynecology,  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse 

The  central  New  York  Maternal  and  Peri- 
natal Mortality  Study  has  studied  the  ma- 
ternal and  perinatal  deaths  in  New  York 
State,  exclusive  of  New  York  City,  for  some 
time.  Study  of  this  material  has  shown 
that  in  most  of  these  maternal  deaths  there 
was  either  inadequate  or  no  prenatal  care. 
One  hundred  records  were  studied  to  deter- 
mine the  number  of  prenatal  visits  and  ade- 
quacy of  prenatal  care.  Many  of  the  records 
do  not  give  this  information.  However,  it 
was  found  that  in  this  group  of  100  mater- 
nal (obstetric)  deaths  19  had  no  prenatal 
care  and  33  had  8 or  more  prenatal  visits. 
The  information  on  the  records  does  not 
justify  any  conclusions  as  to  the  quality  of 
the  prenatal  care.  Of  these  deaths  51  were 
considered  to  be  preventable  and  49  non- 
preventable. 

To  make  some  comparison,  100  records  of 
private  patients  were  chosen  at  random. 
These  patients  were  from  all  socioeconomic 
levels.  Several  were  Medicaid  patients,  and 
several  were  problem  patients  who  had  been 
infertile  before  study  and  treatment  or  who 
had  a history  of  previous  pregnancy  fail- 
ures. The  smallest  number  of  prenatal 
visits  was  1 and  the  greatest  number  was  23. 
This  averaged  to  just  over  15  per  patient. 
There  were  no  maternal  deaths  in  this 
group,  and  there  was  1 neonatal  death.  This 
was  the  smallest  baby  in  the  series  (weight 
4 pounds  3 ounces).  This  baby  had  multiple 
congenital  defects  incompatible  with  life. 
There  were  51  females,  49  males.  The  larg- 
est baby  weighed  10  pounds  10  ounces  and 
the  smallest  4 pounds  3 ounces.  There  were 
2 repeat  sections  and  1 primary  section. 

* Central  New  York  Maternal  and  Perinatal  Mortality 
Study. 

t Supported  by  the  State  of  New  York  Department  of 
Health  through  a grant  from  the  Empire  State  Medical, 
Scientific,  and  Educational  Foundation,  Inc.,  Albany,  New 
York. 


In  Syracuse  and  Onondaga  County  for 
many  years,  the  prenatal  clinics  have  been  a 
cooperative  effort  of  the  department  of 
health  and  the  faculty  of  the  department  of 
obstetrics  of  the  Syracuse  University  Col- 
lege of  Medicine  in  the  early  years  and, 
more  recently,  the  faculty  of  the  department 
of  obstetrics  and  gynecology  of  the  Upstate 
Medical  Center.  These  clinics  were  con- 
ducted by  residents  in  training  supervised 
by  voluntary  faculty  members.  The  results 
through  the  years  have  been  as  good  or 
better  than  almost  any  other  part  of  the 
country.  A personal  experience  in  these 
clinics  of  more  than  thirty  years  has  shown 
that  good  results  can  be  obtained  regardless 
of  the  socioeconomic  level  of  the  patients. 
It  requires  that  the  patients  be  seen  more 
often,  talked  with  longer  and  more  carefully. 
They  must  also  be  educated  to  report  to  the 
clinic  very  early  in  their  pregnancy.  Pa- 
tients who  have  had  previous  problems  or 
pregnancy  failure  must  be  studied  and 
treated  (husbands  also)  before  the  next  con- 
ception, whenever  possible. 

Many  years  ago,  the  late  Willis  Brown, 
M.D.,  presented  the  results  of  a study  in  the 
state  of  Arkansas.  Most  of  his  clinics  were 
in  remote  rural  areas  and  were  supervised 
by  nurses.  A physician  usually  managed 
about  one  call  per  year  to  each  clinic.  There 
were  no  maternal  deaths  in  the  group  of 
patients  who  had  made  1 clinic  visit  or  more, 
and  there  were  no  cases  of  eclampsia  if  the 
patients  had  made  2 or  more  clinic  visits. 

Our  studies  have  also  demonstrated  that 
the  most  serious  failure  is  to  have  no  pre- 
natal care  at  all.  Other  common  failures 
are:  not  finding  the  diabetic  or  prediabetic 
mother,  failure  to  control  the  weight  of  the 
patient,  and  failure  to  diagnose  and  to  treat 
anemia. 

Aims  and  purposes — prenatal  care 

We  hope  that  this  discussion  has  con- 
vinced the  reader  that  prenatal  care  is  of 
value.  We  shall  attempt  to  make  some  defi- 
nition of  prenatal  care,  discuss  its  aims  and 
purposes,  and  at  least  outline  its  method- 
ology. The  complications  of  pregnancy 
which  may  require  hospitalization  may  be 
mentioned  from  time  to  time,  but  they  are 
not  the  main  subject  for  this  discussion. 
Good  prenatal  care  can  often  prevent  many 
of  these  complications.  This  also  applies  to 
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the  “at-risk”  or  “high-risk”  patient.  The 
diagnosis  of  the  complications  of  pregnancy 
and  the  identification  of  the  high-risk  pa- 
tient is  of  course  a part  of  prenatal  care. 
Management  is  not  to  be  covered  in  this  dis- 
cussion. 

Prenatal  care  consists  of  all  the  proced- 
ures in  the  care  of  the  pregnant  patient 
from  and  including  the  diagnosis  of  preg- 
nancy until  the  onset  of  labor.  It  is  essen- 
tially preventive  medicine  as  applied  to  the 
pregnant  patient.  Thus,  the  physician  who 
desires  to  provide  this  type  of  care  must  of 
course  have  the  necessary  competence  in 
obstetrics,  should  also  be  a good  diagnosti- 
cian, and  have  a reasonable  understanding 
of  female  psychology.  He  should  have  sin- 
cere compassion  for  women,  not  be  a woman 
hater. 

Philosophically  prenatal  care  should  start 
early  in  the  teen  years  and  not  wait  until 
the  patient  is  pregnant.  Public  school  edu- 
cation must  assume  this  role.  At  the  pres- 
ent time  we  must  be  satisfied  to  start  pre- 
natal care  as  early  in  pregnancy  as  possible. 
With  the  present  ease,  accuracy,  and  avail- 
ability of  our  present-day  pregnancy  tests 
there  is  no  excuse  to  put  off  seeing  these 
patients  until  after  their  second  missed  pe- 
riod, which  has  been  such  common  practice. 
For  patients  who  have  had  previous  preg- 
nancy failures,  and  for  the  so-called  high- 
risk  patient,  study,  diagnosis,  and  precon- 
ceptional  treatment  for  both  husband  and 
wife  are  obligatory. 

For  many  years  in  the  past,  it  was  con- 
sidered a satisfactory  outcome  if  we  ended  a 
pregnancy  with  a living  mother  and  baby. 
Our  present  day  concept  has  become  much 
broader.  We  must  aim  to  bring  the  mother 
through  the  entire  pregnancy,  labor,  de- 
livery, and  subsequent  family  rearing  with- 
out damage  to  mother  or  baby,  with  as  little 
interference  to  her  life  pattern  as  possible, 
and  with  happiness  and  satisfaction  with 
her  role  as  a wife  and  mother.  This  we 
must  do  in  as  short  a period  of  disability  as 
possible.  We  must  neither  do,  nor  fail  to  do, 
anything  throughout  the  entire  pregnancy 
which  might  cause  this  fertilized  egg  to  in 
any  way  be  a less  perfect  individual  than  it 
was  genetically  destined  to  be.  Merely  de- 
livering a live  infant  which  survives  to  leave 
the  hospital  is  no  longer  a satisfactory  end 
point. 

Historically,  the  purpose  of  prenatal  care 


was  to  prevent  eclampsia  (toxemia)  and  to 
discover  the  abnormal  pelvis  (dispropor- 
tion) before  labor,  so  that  safe,  even  ab- 
dominal delivery  could  be  planned.  The 
discovery  of  maternal  syphilis  so  that  it 
could  be  treated  to  prevent  fetal  death  and 
congenital  syphilis  was  another  of  the  early 
aims  of  prenatal  care.  Later  we  gradually 
came  to  consider  the  entire  physical  health 
of  the  mother,  including  maternal  conditions 
which  might  be  made  worse  by  the  preg- 
nancy (cardiac  and  so  on)  or  which  might 
adversely  affect  the  pregnancy  (syphilis, 
diabetes,  and  Rh  sensitization). 

Our  present  concept  is  that  it  is  our  re- 
sponsibility to  prepare  the  pregnant  patient 
physically  and  emotionally  for  a safe  suc- 
cessful outcome  of  her  pregnancy,  a healthy 
undamaged  baby,  a prompt  return  to  her 
normal  family  life,  and  a happy  healthy  at- 
titude toward  family  rearing  and  toward  her 
role  as  wife. 

Technic 

Methodology.  If  the  physician  has  the 
proper  motivation  for  this  field  of  endeavor, 
and  constantly  keeps  in  mind  the  aims  and 
purposes  of  prenatal  care,  the  exact  method- 
ology is  not  of  great  importance.  Each 
physician  will  develop  his  own  technical  ap- 
proach. This  is  to  be  preferred  to  just 
carrying  out  some  standardized  routine 
without  regard  for  aims  and  purposes.  This 
seems  to  me  to  make  the  difference  between 
practicing  a learned  profession  and  carry- 
ing on  a skilled  trade.  However,  we  shall 
present  a brief  discussion  of  the  technic  of 
prenatal  care. 

First  prenatal  visit.  The  first  visit 
should  be  made  as  soon  as  the  patient  sus- 
pects that  she  is  pregnant  and  not  after  the 
second  missed  period  as  is  too  commonly 
practiced.  Early  diagnosis  can  allow  us  to 
find  and  manage  many  conditions  in  an  early 
stage.  Extrautei'ine  pregnancy  is  still  often 
not  suspected  until  after  rupture  when  it 
may  present  itself  as  an  acute  surgical  emer- 
gency. This  is  still  a leading  cause  of  ma- 
ternal death  in  this  state.  The  physician 
should  learn  as  much  about  each  new  pa- 
tient as  possible  even  before  the  first  inter- 
view. This  is  pai't  of  the  art  of  the  practice 
of  medicine.  However,  one  can  learn  quite 
a bit  about  each  new  patient  from  her  ad- 
dress, from  the  physician  or  other  patients 
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who  may  have  referred  her,  and  from  her 
family  connections.  Other  relatives  may 
have  been  patients,  or  as  so  often  happens  in 
recent  years  in  my  practice  the  new  patient 
is  one  of  my  babies  now  grown  up.  A skilled 
nurse  or  secretary  can  often  get  a good  pic- 
ture of  the  patient  simply  by  her  voice  (sec- 
tional dialects)  and  by  her  use  or  abuse  of 
grammar  over  the  telephone.  The  more  you 
can  learn  about  the  socioeconomic  level  of  the 
patient,  her  education,  her  husband's  age 
and  occupation,  the  better  you  will  be  able 
to  understand  and  manage  her  problems. 

At  the  first  prenatal  visit  a complete  his- 
tory is  taken.  This  should  consist  of  her 
menstrual  and  present  pregnancy  history, 
dates,  and  other  evidence  to  establish  a 
diagnosis.  A review  of  systems  from  head 
to  foot  as  related  to  the  present  stage  of  the 
pregnancy  is  obtained.  Always  try  to  em- 
phasize the  pleasant  aspects  when  question- 
ing the  patient,  she  will  bring  out  the  un- 
pleasant ones.  A family  history  is  then  ob- 
tained, placing  emphasis  on  the  obstetric 
histories  of  the  patient’s  mother  and  sisters. 
We  are  looking  for  evidence  of  vascular 
disease,  diabetes,  and  so  on.  The  patient’s 
past  history  is  carefully  obtained  for  any 
medical  or  surgical  conditions  in  the  past. 
We  are  trying  to  discover  any  condition  of 
the  mother  which  might  be  made  worse  by 
the  pregnancy  or  which  might  affect  the 
outcome  of  the  pregnancy  unfavorably.  We 
obtain  her  obstetric  and  gynecologic  history: 
age  of  onset  of  menses;  present  menstrual 
history;  age  at  marriage;  and  any  history  of 
pelvic  infection,  tumors,  and  pelvic  surgery 
of  any  type.  The  history  of  each  previous 
pregnancy  (if  any)  is  obtained  with  infor- 
mation as  to  complications  and  sequelae; 
date  and  nature  of  the  termination,  whether 
abortion,  premature,  or  term;  whether  spon- 
taneous or  induced  labor,  with  indication  if 
induced;  nature  and  duration  of  labor;  com- 
plications of  labor  and  delivery;  weight  of 
the  baby;  any  congenital  malformation  or 
birth  injuries;  nursed  or  not,  and  the  pres- 
ent health  of  the  baby. 

It  is  also  important  to  determine  what  if 
any  drugs  or  medications  the  patient  is  re- 
ceiving, so  that  careful  consideration  can  be 
given  to  stopping  most  medications  but  con- 
tinuing any  that  are  essential.  A few  pa- 
tients have  been  on  adrenal  corticosteroids 
prescribed  by  previous  physicians.  It  is 
essential  that  we  are  aware  of  this  situa- 


tion so  that  the  patient  can  receive  the  nec- 
essary supportive  medication  during  labor 
and  after  delivery.  We  have  studied  1 ma- 
ternal death  which  resulted  from  failure  to 
do  this. 

Complete  physical  examination.  It  is 
well  to  start  our  physical  examination  or 
evaluation  from  the  very  moment  that  we 
first  see  the  patient.  This  does  not  imply 
that  the  patient  has  removed  her  clothing 
and  is  gowned  ready  for  the  usual  physical 
examination.  I refer  to  the  general  impres- 
sion of  the  patient  that  the  skilled  physician 
will  be  obtaining  from  the  moment  he  first 
sees  the  patient.  This  will  be  on  the  basis 
of  her  general  appearance  as  to  height, 
weight  (obesity),  gait,  posture,  presence  of 
android  characteristics,  and  the  general 
emotional  state  of  the  patient.  Even  the 
grooming  of  the  patient  can  tell  us  quite  a 
bit.  For  many  years  I have  observed  that 
the  patient  who  either  folds  her  gown  or 
places  it  in  the  proper  soiled  linen  hamper 
at  the  completion  of  her  physical  examina- 
tion will  be  a cooperative  patient.  She  will 
be  a pleasure  to  take  care  of  and  her  fee  for 
service  will  be  paid  promptly.  On  the  other 
hand  the  patient  who  throws  her  gown  on 
the  floor  and  is  generally  untidy  in  the  dress- 
ing room  will  be  more  of  a problem.  Her 
actions  show  that  she  has  less  consideration 
for  order  and  less  consideration  for  the 
rights  of  other  people.  Perhaps  these  re- 
marks seem  trival  but  they  help  reveal  the 
nature  of  the  patient  to  us,  and  as  I have 
mentioned  before,  the  more  we  know  about 
the  patient  the  better  we  can  understand 
her  and  take  care  of  her. 

The  patient  is  then  prepared  for  physical 
examination  by  proper  removal  of  clothing 
and  then  gowning  and  draping.  Weight, 
height,  temperature,  pulse  rate,  and  blood 
pressure  are  obtained.  We  then  do  a com- 
plete head  to  foot  examination.  Details 
will  not  be  presented  here.  The  detailed  ex- 
amination of  the  abdomen  is  then  carried 
out:  general  appearance  as  to  whether  a 

pregnancy  exists  or  not  (depending  on  the 
stage  of  pregnancy),  condition  of  the  ab- 
dominal musculature,  and  presence  of  scars 
from  previous  operations.  If  the  uterus  is 
palpable,  the  height  of  the  fundus  is  meas- 
ured and  recorded.  Depending  on  the  stage 
of  the  pregnancy  the  outlines  of  the  fetus 
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may  be  palpated  and  the  fetal  heart  rate  re- 
corded. The  clinical  mensuration  of  the  pel- 
vis is  then  carried  out:  spines,  crests,  ex- 

ternal conjugate,  transverse  of  the  outlet, 
and  the  nature  of  the  subpubic  arch.  The 
internal  pelvic  measurements  follow  as  a 
part  of  the  pelvic  examination.  The  patient 
is  then  placed  in  the  lithotomy  position  and 
properly  draped.  We  then  do  a careful  in- 
spection of  the  external  genitalia  looking 
for:  discharge  and  irritation,  varicosities, 

scars  from  previous  repairs,  abnormalities 
of  Bartholin’s  glands,  and  a general  impres- 
sion of  the  support  of  the  pelvic  floor.  A 
careful  specular  examination  of  the  cervix 
and  the  vagina  is  then  carried  out.  We  ob- 
serve the  cervix  for  the  changes  which  go 
along  with  pregnancy  and  of  course  for  the 
changes  which  suggest  any  of  the  diseases 
which  may  occur  in  the  cervix.  We  take 
Papanicolaou  smears,  get  cultures  if  a yeast 
infection  is  suspected,  and  do  a hanging- 
drop  culture  test  to  look  for  Trichomonas  if 
suspected.  We  must  keep  in  mind  that  gon- 
orrhea is  still  in  existence  and  take  appro- 
priate cultures  and  smears  if  indicated.  We 
then  do  a careful  bimanual  examination  to 
determine:  the  degree  of  enlargement  of 

the  uterus;  its  position,  mobility,  and  con- 
sistency: and  a careful  palpation  of  the  ad- 
nexa. We  also  palpate  the  position  and  mo- 
bility of  the  coccyx,  the  nature  of  the  ischia- 
tic  spines,  and  measure  the  diagonal  conju- 
gate if  it  can  be  reached.  All  of  this  infor- 
mation must  be  carefully  recorded  on  the 
patient’s  chart,  so  that  when  the  case  is 
completed  the  physician  will  be  able  to 
evaluate  his  care.  For  example  if  a patient 
is  found  to  have  a badly  lacerated  ceiwix  and 
perhaps  a relaxed  pelvic  floor  on  the  first 
visit,  the  physician  will  not  need  to  condemn 
his  own  work  when  these  conditions  are 
found  at  the  completion  of  the  pregnancy. 
To  develop  and  improve  his  own  ability  to 
make  a prognosis,  the  physician  should 
evaluate  the  findings,  probably  while  the 
patient  is  getting  dressed,  and  make  a prog- 
nosis as  to  probable  nonnal  delivery  through 
the  pelvis  or  borderline  disproportion  which 
will  need  careful  watching  and  might  re- 
quire abdominal  delivery.  Disproportion  of 
such  a marked  degree  as  to  certainly  require 
abdominal  delivery  is  so  rare  today  that  we 
do  not  need  to  consider  it  except  in  the  very 
rare  case. 

Laboratory  procedures.  There  are  sev- 


eral ways  of  managing  the  collection  of 
specimens  and  the  performance  of  the  tests. 
The  physician  may  refer  his  patient  to  a lab- 
oratory. If  a diagnosis  of  pregnancy  cannot 
be  established  from  the  history  and  the  pel- 
vic examination,  the  Gravindex  slide  test  can 
be  done  on  one  drop  of  the  patient’s  urine. 
It  takes  less  than  five  minutes  to  do  this.  I 
have  done  several  hundred  of  these  with  al- 
most total  accuracy.  Every  patient  should 
have  a serologic  test  for  syphilis,  hemato- 
crit, and  hemoglobin  determination;  Rh  and 
blood  type;  and  antibodies  if  the  patient 
could  have  become  sensitized  in  a previous 
pregnancy  (or  rarely  by  blood  transfusion). 
A complete  urinalysis  must  be  carried  out. 
Often  catheterized  urine  must  be  obtained 
for  microscopic  examination  and  for  culture 
and  sensitivity  tests.  The  association  of 
premature  labor  with  urinary  tract  infec- 
tions is  well  substantiated.  We  should  also 
do  Tuberculin  Tine  test  on  each  new  patient 
to  be  followed  by  a chest  x-ray  film  if  the 
test  result  is  positive.  It  is  well  to  wait 
until  the  second  trimester  for  the  x-ray  film. 
Some  type  of  thyroid  function  test  may  also 
be  done.  Currently  the  T4  or  thyroxin  by 
column  test  is  most  frequently  done.  I have 
come  to  believe  that  a patient  who  can  con- 
ceive and  carry  through  *he  first  trimester 
is  probably  euthyroid.  This  has  raised  some 
controversy  as  to  the  need  of  thyroid 
studies  once  the  patient  is  definitely  preg- 
nant. However,  I am  quite  convinced  that 
there  are  many  patients  with  subclinical  hy- 
pothyroidism who  are  pregnant.  These  pa- 
tients have  more  fluid  retention  and  tox- 
emia, more  premature  labors,  and  generally 
more  difficulty.  Many  of  these  can  be  bene- 
fited by  judicious  use  of  thyroid  medication, 
controlled  by  the  clinical  picture  and  the  lab- 
oratory evaluation.  There  can  be  no  ai’gu- 
ment  as  to  the  value  of  thyroid  studies,  as  a 
part  of  preconceptional  study  and  treatment 
for  the  so-called  high-risk  group  of  patients. 
Infertility  is  very  often  the  result  of  hypo- 
thyroidism. 

Management  of  patient 

The  history  and  examinations  having  been 
completed,  it  is  now  the  proper  time  to  make 
a report  to  the  patient  and  to  give  her  the 
necessary  instructions  for  her  care  during 
the  pregnancy.  We  would  usually  first  con- 
firm the  diagnosis  if  the  patient  is  preg- 
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nant  and  inform  her  as  to  her  expected  date 
of  confinement.  Usually  the  physician  is 
able  to  assure  the  patient  as  to  her  general 
good  health  and  also  that  she  has  a pelvis 
that  will  be  adequate  for  safe  vaginal  de- 
livery. If  a condition  does  exist  about  which 
the  patient  had  no  knowledge,  we  must  care- 
fully explain  the  situation  to  her.  Be  care- 
ful not  to  alarm  the  patient  but  yet  to  con- 
vey the  necessary  facts. 

If  the  required  laboratory  procedures  were 
not  carried  out  in  the  physician’s  office,  she 
must  now  be  instructed  to  make  appoint- 
ments at  the  laboratories  involved.  If  the 
patient  has  complications  which  require 
consultations  with  other  specialties  (car- 
diac, diabetic,  and  so  on),  these  should  be 
arranged.  It  is  well  to  advise  the  patient  to 
see  her  dentist  if  she  has  not  done  so  re- 
cently. 

The  patient  is  advised  that  she  may  carry 
on  her  usual  activity  and  work  if  this  is 
within  reason.  It  is  good  for  her  to  be  busy, 
but  not  to  the  point  of  undue  fatigue.  She 
will  need  to  reduce  this  activity  the  last  few 
weeks  of  pregnancy,  depending  on  the  type 
of  employment,  regulations  of  the  employer, 
and  the  amount  of  home  and  family  respon- 
sibility that  she  must  assume.  Travel  is 
permitted  the  normal  patient,  but  I do  feel 
that  driving  a long  distance  is  too  fatiguing. 
Exercise  in  the  form  of  walking  is  advised, 
many  short  walks  to  total  about  two  miles 
per  day.  Individual  judgment  and  advice 
must  be  given  in  regard  to  vigorous  com- 
petitive sports  (tennis,  golf,  bowling,  and 
so  on) . 

The  patient  is  advised  to  have  an  ordinary 
well-balanced  diet,  eating  small  portions  of 
most  ordinary  foods.  This  is  a matter  of 
education  for  each  individual  patient  and 
often  requires  a great  deal  of  time  with  the 
lower  socioeconomic  type  of  patient.  I have 
found  that  advice  about  as  follows  is  help- 
ful: Eat  small  portions  of  most  of  the  or- 

dinary foods,  but  do  not  overeat.  Drink 
plenty  of  water;  have  one  portion  of  citrus 
fruit  or  juice  each  day  and  one  other  por- 
tion of  fresh,  cooked,  or  canned  fruit.  Avoid 
those  that  are  put  up  in  heavy  syrup.  One 
pint  of  whole  milk  per  day  is  enough.  If 
more  milk  is  desired,  it  should  be  skimmed 
or  the  powdered  nonfat  milk  preparations. 
Two  portions  of  vegetables  should  be  eaten 
daily.  If  the  patient  is  having  a problem 
with  excessive  weight  gain,  she  should  avoid 


peas,  lima  beans,  and  sweet  corn.  She  should 
also  be  advised  to  avoid  adding  much  butter, 
margarine,  salad  oil,  or  salt  to  her  vege- 
tables. Her  protein  needs  are  supplied  by 
two  portions  daily  of : meat,  eggs,  fish, 

cheese,  or  poultry.  These  foods  that  have 
been  mentioned  constitute  the  basic  diet. 
She  is  advised  that  she  may  add  small  por- 
tions of  the  filler  foods  such  as  bread,  po- 
tatoes, cereals,  pasta,  and  pastry  type  of  des- 
serts. This  type  of  instruction  to  the  pa- 
tient is  the  start  of  a continuing  educational 
program  about  diet  which  must  be  contin- 
ued throughout  pregnancy.  Control  of 
weight  gain  by  careful  dietary  control  is 
rewarded  by  less  toxemia,  shorter  labors,  and 
less  postpartum  hemorrhage. 

We  also  advise  the  patient  about  the  fre- 
quency of  repeat  visits.  These  should  be 
just  as  often  as  required  so  that  the  physi- 
cian always  knows  what  is  going  on  with 
the  patient  and  so  that  he  can  carry  out  the 
purposes  of  this  type  of  care.  Early  in 
pregnancy  if  the  patient  is  vomiting  he  may 
need  to  see  her  very  often.  Late  in  preg- 
nancy if  toxemia  threatens,  the  visits  again 
may  need  to  be  more  frequent. 

It  is  suggested  that  the  patient  should  be 
seen  at  least  every  two  week  until  the  last 
month  of  pregnancy,  and  then  she  should 
be  seen  at  weekly  intervals. 

If  the  patient  has  not  had  a complete 
course  of  Salk  vaccine,  it  is  often  wise  to 
give  the  required  doses  to  the  patient.  Now 
that  immunization  for  Rubella  is  available, 
we  must  seriously  consider  our  part  in  this 
program.  We  of  course  emphasize  that  a 
pregnant  patient  or  any  female  who  may 
become  pregnant  within  two  months  must 
not  be  given  the  vaccine.  There  are  many 
teenagers  who  will  not  have  been  immunized 
under  the  present  programs,  who  will  be 
pregnant  patients  in  the  next  few  years. 
We  must  reach  and  immunize  as  many  of 
these  as  possible  before  or  between  preg- 
nancies. We  must  issue  a warning  that  this 
can  probably  be  done  safely  only  on  a pri- 
vate patient  basis  in  which  case  the  physi- 
cian knows  his  patient,  can  be  sure  that  she 
is  not  pregnant,  and  knows  that  she  has  the 
motivation  and  the  know-how  to  be  sure  that 
she  will  not  become  pregnant  for  at  least 
two  months. 

Very  few  drugs  or  medications  are  re- 
quired for  the  management  of  normal  preg- 
nancy. It  is  well  known  that  some  can 


1804  New  York  State  Journal  of  Medicine  / July  1,  1970 


damage  the  fetus.  It  is  too  common  a prac- 
tice for  the  physician  to  be  constantly  pre- 
scribing this  and  that  for  symptomatic  re- 
lief. It  is  much  better  care  to  take  more 
time  to  talk  with  the  patient,  to  really  learn 
what  is  giving  her  trouble.  Advice  as  to 
changes  in  diet,  exercise,  and  social  and  rec- 
reational activity  are  usually  more  effective 
and  safer  than  drugs.  During  the  early 
weeks  of  pregnancy  severe  nausea  and  vom- 
iting may  indicate  some  preparation  (Ben- 
dectin  or  Bonadoxin)  in  addition  to  the  die- 
tary management.  If  the  laboratory  find- 
ings suggest,  (and  many  times  do),  that 
the  patient  has  an  iron-deficiency  anemia, 
simple  iron  preparations  can  be  prescribed. 
There  are  many  patients  who  have  been  on 
established  doses  of  thyroid  before  the  on- 
set of  pregnancy.  This  must  be  continued; 
often  the  dosage  needs  to  be  reduced  later  in 
pregnancy.  Drugs  which  are  specifically  in- 
dicated for  some  previously  diagnosed  condi- 
tion must  be  continued  unless  they  are 
known  to  be  unsafe  for  the  fetus.  Urinary 
tract  infections  and  other  acute  infections 
may  require  specific  antibiotic  therapy.  We 
are  concerned  about  the  tetracyclines.  Min- 
eral and  vitamin  preparations  are  commonly 
used,  probably  safe,  and  probably  unnec- 
essary in  the  patient  who  has  an  adequate 
diet.  Some  have  fluoride  and  some  do  not. 
This  should  be  correlated  with  the  local 
water  supply.  Ordinary  aspirin  is  indicated 
for  the  usual  muscle  aches  and  pains  and 
other  minor  discomforts  of  pregnancy. 
Heartburn  is  a common  complaint  and  is 
best  managed  by  proper  dietary  control  plus 
the  use  of  nonsodium-containing  antacids, 
aluminum  or  hydroxide  preparations. 
Simple  mild  sedatives  may  be  used  judi- 
ciously for  sleep  in  the  later  weeks  of  preg- 
nancy. Diuretics  have  been  extensively  used 
to  control  fluid  retention  and  perhaps  help 
to  prevent  toxemia.  They  should  be  used  as 
an  adjunct  to  dietary  control,  sodium  re- 
striction, and  exercise.  All  too  often  these 
are  being  freely  used  as  a crutch  for  exces- 
sive weight  gain  without  proper  attention  to 
dietary  control  and  sodium  restriction. 

At  the  first  prenatal  visit  hospital  choices 
and  arrangements  must  be  discussed  with 
the  patient.  Group  classes  for  expectant 
parents  are  also  available  in  many  places 
and  can  be  offered  to  the  patient  and  her 
husband.  Telephone  arrangements  by 
which  the  physician  can  be  reached,  answer- 


ing services,  and  coverage  by  other  phy- 
sicians or  partners  when  the  attending  phy- 
sician is  not  available  must  be  explained  to 
the  patient.  Many  of  these  can  be  covered 
by  the  nurse  or  secretary.  Financial  ar- 
rangements can  also  be  discussed  with  the 
patient  at  this  time.  Each  visit  can  be  ter- 
minated by  allowing  the  patient  to  ask  ques- 
tions which  of  course  must  be  answered  in 
language  that  the  patient  understands. 
The  physician  at  the  end  of  this  first  visit 
should  then  record  his  diagnosis  and  classify 
the  patient  as  normal,  high  risk,  and  so  on, 
and  should  make  some  estimate  of  pelvic 
capacity.  At  the  completion  of  the  preg- 
nancy he  can  reexamine  his  original  findings 
and  his  prognosis  and  compare  them  with 
the  outcome.  This  is  valuable  self-educa- 
tion. 

It  is  not  the  purpose  of  this  report  to  dis- 
cuss, enumerate,  or  present  the  diagnosis 
and  treatment  of  all  of  the  complications  of 
pregnancy.  All  of  these  complications  are 
well  covered  in  the  textbooks  and  in  the  lit- 
erature. It  is  sufficient  for  our  purposes  to 
remind  the  physician  to  be  ever  alert  and 
mindful  to  all  of  these  possibilities  so  that 
adequate  diagnostic  and  management  pro- 
cedures can  be  carried  out. 

The  frequency  of  repeated  prenatal  visits 
has  been  discussed.  At  each  repeat  visit  a 
short  interval  history  is  taken  in  accordance 
with  the  period  of  the  pregnancy  and  to 
cover  any  previous  points  of  concern.  The 
patient  is  questioned  about  her  general  state 
of  well-being,  or  lack  of  it;  her  appetite; 
diet;  bowel  function;  urinary  output;  exer- 
cise; sleep;  headache  or  dizziness;  blurring 
of  vision;  swelling  of  feet,  hands,  and  face; 
and  the  presence  or  absence  of  fetal  activity, 
at  the  time  of  pregnancy  that  activity  is  ex- 
pected. She  is  weighed,  her  pulse  and  blood 
pressure  determined,  and  a complete  ex- 
amination of  her  urine  is  carried  out.  Re- 
peat pelvic  examinations  are  done  when  in- 
dicated. Early  in  pregnancy  if  there  is 
some  question  as  to  the  cervix,  adnexa,  or 
position  of  the  uterus,  or  the  diagnosis  it- 
self, pelvic  examination  is  carried  out.  An 
abdominal  examination  is  made  every  four 
weeks  to  record  the  rate  of  growth  of  the 
uterus;  to  obtain  the  fetal  heart  when  it 
is  expected  to  be  present ; and  to  detect  any 
abnormalities  such  as  fetal  death,  hydram- 
nios,  multiple  pregnancy,  and  so  on. 

At  the  beginning  of  the  last  month  of 


July  1,1970  / New  York  State  Journal  of  Medicine  1805 


pregnancy  the  so-called  eight  month’s  ex- 
amination is  carried  out.  The  height  of  the 
fundus  is  measured,  the  fetal  heart  rate  is 
determined,  and  the  presentation  and  posi- 
tion are  determined  by  the  usual  abdominal 
palpation.  The  possibility  of  multiple  preg- 
nancy, hydramnios,  and  abnormal  lie  must 
be  kept  in  mind.  A careful  rectal  examina- 
tion is  carried  out  to  correlate  with  the  ab- 
dominal findings  as  to  presentation  and 
position.  The  presenting  part  is  identi- 
fied, and  its  station  determined.  If  the  pre- 
senting part  is  at  station  zero,  or  if  it  can  be 
brought  to  station  zero  by  fundal  or  supra- 
pubic pressure,  one  may  usually  feel  that 
vaginal  delivei'y  can  be  carried  out.  If  the 
findings  are  not  favorable  in  patients  with 
a history  of  previous  difficult  delivery  or  in 
those  in  whom  the  measurements  are  smaller 
than  normal,  repeat  examinations  can  be 
done  every  week  or  two  weeks.  By  the  time 
that  labor  is  imminent  many  of  these  will 
have  become  more  favorable.  Formerly  the 
few  patients  who  did  not  present  favorable 
findings  were  often  examined  by  x-ray  pel- 
vimetry. We  now  usually  wait  until  the  pa- 
tient has  been  in  labor  for  a reasonable  pe- 
riod of  time  before  we  secure  x-ray  studies. 
As  a part  of  this  same  rectal  examination  we 
determine  the  condition  of  the  lower  uterine 
segment  and  cervix  to  judge  whether  labor 
is  imminent  or  not.  This  is  correlated  with 
the  expected  date  of  confinement.  This  is 
also  a good  point  for  the  physician  to  again 
make  prognosis,  to  be  checked  after  delivery, 
to  train  and  educate  himself.  If  these  find- 
ings suggest  that  the  patient  is  not  as  ready 
as  her  dates  might  indicate,  it  is  of  great 
value  to  be  able  to  explain  this  to  the  pa- 
tient. First  the  physician  must  learn  to  be 
as  accurate  as  possible,  so  that  he  will  not  be 
hurried  by  his  own  uncertainty  nor  by  the 
patient  or  her  family  into  injudicious  med- 
dling. 

At  this  visit  the  patient  must  again  be 
instructed  as  to  the  nature  and  symptoms 
of  the  onset  of  labor.  She  must  be  informed 
when  to  call  her  physician  and  how  to  reach 
him.  Be  sure  that  the  patient  is  certain 
what  hospital  she  is  to  go  to  and  how  to  get 
to  that  hospital. 

In  passing  it  might  be  well  to  mention  a 
few  of  the  conditions  which  might  require 


hospitalization  during  pregnancy.  There 
is  no  suggestion  that  this  is  a complete  list. 
These  are:  severe  vomiting  usually  in  early 
pregnancy  and  very  rare  in  today’s  prac- 
tice; vaginal  bleeding;  evaluation  of  medi- 
cal complications  such  as  in  cardiac  or  dia- 
betic patients;  toxemia;  evaluation  of  Rh- 
sensitized  mothers  for  amniocentesis  and 
possible  intrauterine  fetal  transfusion;  any 
medical  or  surgical  condition  of  the  mother 
which  might  require  hospitalization  if  she 
were  not  pregnant ; and  evaluation  and  treat- 
ment of  the  “high-risk”  patient. 


Conclusion 

The  background  associating  maternal  and 
perinatal  mortality  with  inadequate  prenatal 
care  has  been  presented.  The  historic  de- 
velopment of  prenatal  care  has  been  pre- 
sented briefly.  The  aims  and  purposes  of 
prenatal  care  have  been  discussed.  The 
methodology  for  prenatal  care  has  been  pre- 
sented. Postpartum  care  is  just  as  impor- 
tant a responsibility  of  the  physician  as  pre- 
natal care.  It  should  be  the  subject  for  a 
future  presentation. 

There  needs  to  be  more  and  better  pre- 
natal care  in  New  York  State.  The  failure 
of  each  new  generation  of  prospective  par- 
ents to  understand  the  need  for,  and  their 
failure  to  seek  and  accept,  good  prenatal 
care  is  a very  important  part  of  the  problem. 
This  part  is  not  a failure  of  the  medical  pro- 
fession. Some  type  of  “education  for  family 
living”  to  be  given  in  the  public  schools  is 
mandatory  if  we  are  to  improve  this  part  of 
the  problem.  Effective  delivery  of  good 
prenatal  care  can  reduce  the  incidence  of 
maternal  and  perinatal  mortality  in  this 
State  and  reduce  the  numbers  of  spastic  and 
or  mentally  retarded  children.  It  can  also 
make  the  work  of  the  physician  easier  and 
more  pleasant  because  the  physician  who 
provides  his  patients  with  good  prenatal 
care  will  have  fewer  complications  of  preg- 
nancy which  require  hospitalization.  His 
care  of  patients  at  the  time  of  labor  and  de- 
livery will  be  easier  and  more  pleasant  and 
rewarding  because  his  patients  will  have 
easier  and  shorter  labors  with  fewer  com- 
plications. 
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Letters  to  the  Editor 


Clonorchis  infestation 

To  the  Editor:  Isidore  Snapper,  M.D.,  in  the 
March  1,  1970,  issue  of  the  New  York  State 
Journal  of  Medicine  discussed  the  case  of  a 
Chinese  woman  who  was  found  to  be  infested 
with  Clonorchis  sinensis.  Dr.  Snapper  ampli- 
fied his  ideas  about  Clonorchis  infestation,  and 
this  caused  me  to  write  to  him. 

It  is  on  his  advice  that  I write  this  letter  to 
you. 

I am  one  of  the  Jewish  refugees  who  fled  in 
1939  from  Germany  to  Shanghai.  There  in 
1944  I became  chief  physician  of  the  Outpatient 
Department  of  the  Hospital  of  the  Joint  Dis- 
tribution Committee  of  American  Funds  for 
the  Relief  of  Jewish  War  Sufferers. 

We  learned  to  treat  the  manifold  infectious 
diseases  which  we  had  never  seen  in  Europe. 
Suddenly  we  were  faced  with  an  unknown 
combination  of  symptoms  for  which  we  had  no 
explanation.  Our  refugees  became  ill  in  great 
numbers  with  high  fever,  diarrhea,  and  severe 
malaise.  These  patients  showed  up  to  70  per 
cent  eosinophilia  which  made  us  suspect  a para- 
sitic infection,  but  it  took  quite  some  time  until 
our  laboratories  discovered  the  tiny  ovula  of 
Clonorchis  in  the  stools.  Our  patients  had,  un- 
like the  Chinese,  a severe  allergic  reaction  to 
this  parasite. 

But  immediately  another  question  arose. 
Europeans  do  not  eat  raw  fish,  and  this  is  the 
only  way  Clonorchis  can  be  transmitted  to 
human  beings.  That  we  knew.  Or  perhaps 
they  did  eat  raw  fish. 

A delicacy  in  northern  Germany  is  the  so- 
called  “rollmops,”  a herring  halved  lengthwise 
that  is  filled  with  slices  of  cucumber,  onions, 
and  spices.  It  is  then  rolled  and  closed  with  a 
toothpick  and  marinated.  The  German  Jews 


would  have  loved  to  have  this  delicacy  in 
Shanghai.  But  there  was  no  herring  on  the 
market.  One  food  dealer  had  an  ingenious  idea. 
He  took  a long  flat,  silvery  fish  that  seemed  to 
be  an  ideal  surrogate  for  the  herring.  It  could 
be  sliced  lengthwise,  cut  into  appropriate  pieces, 
and  then  treated  to  taste  and  look  like  the 
“rollmops.”  There  was  only  one  drawback: 
this  fish  was  the  main  carrier  of  Clonorchis. 
As  soon  as  we  had  recognized  this  fact,  we  ap- 
proached the  food  dealer  and,  of  course,  he 
stopped  the  production  of  this  merchandise  im- 
mediately. As  fast  as  this  epidemic  had 
started,  it  stopped.  Only  the  unfortunate  pa- 
tients who  were  infested  could  not  be  helped. 

Dr.  Snapper  drew  my  attention  to  the  fact 
that  the  real  circumstances  of  the  infestation 
of  refugees  in  Shanghai  are  not  known  here. 

Theodor  Friedrichs,  M.D. 

21-36  21st  Street 
Astoria,  New  York  11105 


Donation 

To  the  Editor:  Enclosed  please  is  a dollar  in 

cash.  It  is  a donation  to  your  organization. 

We  already  have  a male  doctor  in  the  family. 
I am  contemplating  going  to  medical  school  in 
the  near  future. 

Enclosed  also  is  a self-addressed,  stamped 
envelope  for  a reply,  if  necessary. 

Helen  Slosser 

P.O.  Box  359 
Highbridge  Station 
Bronx,  New  York  10452 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % N YSJM. 


PEDIATRICIAN,  OPHTHALMOLOGIST  NEEDED 
Kinnelin  Medical  Center.  Kinnelin,  New  Jersey.  Call 
(201)  383-0188  mornings. 


PEDIATRICIAN:  EXCELLENT  OPPORTUNITY  FOR 

pediatrician  to  practice  in  the  lovely  Village  of  Hamilton, 
New  York,  home  of  Colgate  University  and  American 
Management  Association.  Winter  and  Summer  sports 
available  for  one  and  all.  No  pediatrician  in  area  at 
resent.  Community  has  a JCAH,  50  bed,  acute,  general 
ospital  with  construction  underway  for  additional  50 
beds.  Next  nearest  hospital  twenty  miles.  Easy  drive  to 
Upstate  Medical  Center  in  Syracuse,  N.Y.  Please  submit 
all  inquiries  along  with  curriculum  vitae,  to  Alfred  M. 
Helbach,  Administrator,  Community  Memorial  Hospital, 
Hamilton,  N.Y.  13346. 


ATTENTION  ALL  M.D.’S.  COME  ABOARD  TO  Es- 
tablish your  own  private  medical  office  practice  in  our 
Medical  Center  compound.  Try  Sussex  County,  New 
Jersey  first.  Five  board  members  already  in  operation. 
Contact  John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta 
Rd.,  Newton,  New  Jersey.  (201)  383-4421. 


OTOLARYNGOLOGIST  URGENTLY  NEEDED,  WEST- 
ern  New  York  city  45,000,  drawing  area  150,000.  Two 
accredited  hospitals.  Broad  specialty  representation. 
Excellent  schools  and  recreational  facilities;  Chautauqua 
Lake,  Chautauqua  Institution,  Community  College. 
Outstanding  private  practice  opportunity.  Write  to 
Jamestown  Medical  Society,  % R.  F.  Wettingfeld,  M.D., 
519  Washington  St.,  Jamestown,  N.Y.  14701. 


PART-TIME  ANESTHESIOLOGIST:  SEVERAL  DAYS 

a week.  70  bed,  fully  accredited  general  hospital,  mid 
Hudson  Valley.  Ideal  for  semi-retired  anesthesiologist  to 
live  in  lovely  area.  Other  medical  work  available  if 
desired.  Fee  for  service.  No  OB.  Call  or  write  Frede- 
rick S.  Zipser,  M.D.,  Red  Hook,  N.Y.  12571.  (914)  758- 

2011. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


FIRST  YEAR  RESIDENT,  DEPARTMENT  OF  SUR- 
gery,  in  4 year  approved  program,  beginning  July  1,  1970. 
Must  hold  E.C.F.M.G.  certificate,  or  State  license,  or  be  a 
graduate  of  an  American  medical  School.  Extensive 
educational  program  stipened  $9,500,  plus  $1,500  cost  of 
living  allowance.  Write  to:  Gabriel  F.  Cucolo,  M.D., 

Director  of  Medical  Education,  Lutheran  Medical  Center, 
4520  Fourth  Ave.,  Brooklyn,  N.Y.  11220. 


PHYSICIANS  WANTED:  GENERAL  PRACTITION- 

ers,  internists  and  pediatricians  to  establish  practice  in  a 
progressive,  prosperous  and  peaceful  semi-rural  commun- 
ity of  35,000;  with  three  adjoining  villages,  and  a modern 
fully  air  conditioned,  90-bed  general  hospital,  with  con- 
struction of  an  adjoining  120-bed  nursing  home  under  way. 
Office  space  available.  Ideal  location  to  escape  the  pres- 
sures of  city  practice.  Call  or  write:  Donald  R.  Daviason, 
M.D.,  (315)  895-7454  or  Howard  E.  Collins,  Admin., 
Mohawk  Valley  General  Hospital,  Ilion,  New  York  13357. 
(315)  895-7454. 


PHYSICIANS  WANTED— CONT’D 


ARE  YOU  TIRED  OF  CITY  LIVING?  WE  NEED  A 
good  internist  and  a good  general  practitioner  in  a smaller 
community  45  minutes  from  St.  Paul  and  Minneapolis, 
Minnesota.  Here  you  can  have  country  living  and  still  be 
close  enough  to  the  big  city  to  have  all  its  advantages. 
We  expect  to  move  into  a new  $200,000  clinic  building  in  a 
few  months.  This  is  connected  to  the  hospital.  Write: 
L.  O.  Simenstad,  M.D.,  Osceola,  Wisconsin,  or  phone 
collect  (715)  294-2116. 


INTERNIST-GERIATRICIAN.  FULL  TIME  Posi- 
tion at  1,000  bed  general  hospital,  major  teaching  division 
of  Mount  Sinai  School  of  Medicine,  with  unique  extended 
care  and  geriatric  unit.  Excellent  opportunity  for  active 
participation  in  patient  care,  teaching  and  research. 
Academic  appointment  and  salary  commensurate  with 
qualifications.  Write  to:  Leslie  S.  Libow,  M.D.,  Chief, 
Geriatrics  Division,  Mount  Sinai  Hospital  Services,  City 
Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elmhurst, 
N.Y.  11373,  or  call  (212)  830-1491. 


NEW  MILFORD,  CONN.,  NORTHWESTERN  CONN, 
community  hospital  of  79  beds  with  planned  expansion  to 
150  with  ICCU.  On  Candlewood  Lake,  one  hour  from 
Long  Island  Sound  and  one  and  one  half  hours  from  New 
York  City.  Rapid  population  growth,  excellent  schools, 
and  skilled-level  industry.  Office  space  available.  Medi- 
cal staff  and  hospital  Board  desires  having  the  following 
physicians  added  to  those  already  practicing  in  the  area. 
Pediatricians,  internists,  general  practitioners,  ENT, 
obstetricians  and  gynecologists.  Further  details  will  be 
sent  by  writing  to:  D.  Randall  Hays,  M.D.,  Chief  of 
Staff,  New  Milford  Hospital,  New  Milford,  Conn.  06776. 


FOR  RENT:  LARGE  PROFESSIONAL  SUITE  IN 

Wappingers  Falls,  N.Y.  Rapidly  expanding  I.B.M.  area 
in  Dutchess  County.  Three  examining  rooms,  private 
office,  business  office,  waiting  room,  powder  roam,  lab. 
area.  New  professional  bldg.,  wide  center  hall,  ground 
level  entrance,  central  air  conditioning.  Ample  parking. 
Tel:  (914)  297-9597. 


PHYSICIANS  WANTED:  MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-August.  Good  salary; 
free  placement,  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York, 
N.Y.  10036.  Phone  (212)  OX  5-2656. 


FAMILY  PHYSICIAN  NEEDED  IN  URBAN  AREA, 
3,400  population.  Adjacent  to  city,  42,000.  Two  ac- 
credited hospitals,  colleges,  world  famous  Chautauqua 
Lake,  Chautauqua  Institution.  G.P.  retiring  offers  pres- 
tige home,  7 room  office  for  half  its  true  value.  Village 
can  support  3 doctors  if  group  practice  desired.  Income 
from  $40,000-$65,000  solo.  Clair  Culver,  M.D.,  112  W. 
Falconer  St.,  Falconer,  N.Y.  14733. 


CHIEF  OF  HOME  CARE  PROGRAM  FOR  1,000  BED 
Mount  Sinai-City  Hospital  Center,  a major  division  of  the 
Mount  Sinai  School  of  Medicine.  Home  Care  Program, 
one  of  the  largest  in  country — aim  to  develop  more  diversi- 
fied community  services  and  to  utilize  for  teaching  of  stu- 
dents and  house  staff.  Qualifications  must  be  deserving  of 
professorial  rank;  salary  and  fringe  benefits  related  to 
academic  rank.  Address  all  inquiries  to:  Stanley  G. 

Seckler,  M.D.,  Chief,  Department  of  Medicine,  Mount 
Sinai  Hospital  Services,  City  Hospital  Center,  79-01  Broad- 
way, Elmhurst,  N.  Y.  11373 
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PHYSICIANS  WANTED— CONT’D 


PATHOLOGIST:  MEDICAL  SERVICES  FIRM  Lo- 

cated in  Philadelphia  area  interested  in  an  energetic, 
imaginative  pathologist  who  will  lead  its  division  of 
cellular  pathology,  and  who  intends  to  advance  this  area 
of  laboratory  medicine  by  the  development  of  new  me- 
thods and  concepts.  Send  resume  to  Box  943,  c/c 
NYSJM. 


PHYSICIANS  WANTED  CP  S.  INTERNISTS,  PEDIA- 
trician,  in  attractive  northern  Virginia  recreational  com- 
munity. Coif,  fishing,  hunting,  swimming.  Offices  avail- 
able in  medical  center  building.  124 -lied  hospital,  serving 
about  20,000  population  area.  Overloaded  12-man  staff 
includes  two  surgeons,  OB  GYN,  anesthesiologist  and 
radiologists.  Excellent  opportunity  for  3 or  4 good  men  in 
single  or  group  practice.  Reply  Box  1387,  Front  Royal. 
Virginia  22630. 


ANESTHETIST  FOR  MORNINGS  ONLY.  NEEDED  IN 
small  hospital  in  Brooklyn.  No  nights  or  weekends. 
Box  940,  % NYSJM. 


ALLEGANY  COUNTY  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  mental  health  center.  Will 
assist  in  developing  services  program  in  planning  stage. 
Fine  opportunity  to  practice  in  a rural  setting.  Salary  to 
$33,000.  Extensive  private  practice  could  be  developed  in 
addition  to  director  duties.  Opportunity  for  part  time 
teaching,  graduate  level,  nearby  university.  Staff  of 
center  includes  clinical  psychologist,  psychiatric  social 
worker,  and  secretary.  Write:  William  L.  Pulos,  Chair- 
man. Allegany  County  Community  Mental  Health  Board. 
Box  1166,  Alfred.  New  York  14802,  or  call  collect  (person- 
to-person)  (607)  587-8364. 


POSITIONS  WANTED 


FOR  WELL  QUALIFIED  MEDICAL  PERSONNEL- 
professionals,  administrators,  technicians,  secretaries  or 
medical  assts.  screened  to  meet  your  specifications,  call 
Carlin  Resources  Agency,  Inc.,  342  Madison  Ave.,  N.Y.C. 
Tel:  (212)  972-1946. 


ANESTHESIOLOGIST.  BOARD  CERTIFIED,  33,  DE- 
siree  relocation  to  group  practice,  or  direct  dept.;  early 
partnership  required.  New  York  licensed.  Available 
July.  Phone  (516)  283-5796.  or  write  Box  931,  % NYSJM. 


PRACTICES  AVAILABLE 


PRACTICE  AVAILABLE:  TAKE  OVER  UROLOGIC 

practice,  medium-sized  city  upstate  New  York.  Gross 
over  $75,000.  Must  be  Board  qualified.  No  down  pay- 
ment. Excellent  office  and  hospital  equipment.  Avail- 
able immediately.  Box  934,  % NYSJM. 


ESTABLISHED  GENERAL  PRACTICE  AVAILABLE 
July  1,  1970.  Centred  N.Y.  College  community  of  20,000. 
Modem  office  building  with  8 specialists.  Present  phys- 
ician leaving  to  specialize  after  10  years  of  active  practice. 
Write  G.  Essom,  M.D.,  6 Euclid  Ave.,  Cortland,  N.Y 
13045,  or  call  (607)  756-5514. 


SHIRLEY,  MONTAUK  HYWAY,  L.I.  MODERN,  8 
room  office  wing  equipped,  2 story  home,  business  zoned. 
No  doctor,  30,000  population  area.  $32,000.  Tell  it  to 
friends.  F.  Remy,  M.D.,  Greenport,  N.Y.  11944. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.I).  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  % NYSJM. 


NORTH  EAST  BRONX:  FOR  RENT,  1150  SQ.  FT. 

street  level.  Very  reasonable.  Good  for  any  professional 
offices.  Immediate  occupancy:  easy  parking.  Call 

(212)  231-2689,  or  (212)  798-0472. 


HASTINGS  HUDSON:  JUST  WHAT  THE  DOCTOR 

ordered:  Lavish  ranch,  custom  built  for  doctor.  Separate 

entry  to  wing  of  4 spacious  rooms  and  powder  room,  de- 
signed for  reception,  examination.  X-ray  and  doctor’s  pri- 
vate office.  Lovely  corner  setting,  22-tree  front,  beautiful 
shrubs,  4 picture  windows,  charming  living  room  with  bay, 
brick  fireplace,  wall-to-wall  cariiet;  sunny  dining  room; 
huge  eat-in  GE  kitchen  with  disnwasher  and  disposal;  till 
recently  decorated.  Master  bedroom  17'  x 17'  with  walk-in 
closet  and  stall  shower  plus  2 bedrooms  and  additional 
bath;  automatic  quiet  attic  fan;  double  insulation;  4-zone 
gas  heat;  enormous  24'  x 27'  above-ground  air  conditioned 
recreation  room  leads  to  tree-lined  private  patio.  Dark- 
room: 2 vast  storages  with  built-in  shelves.  2-car  garage 

with  electric  door.  Exterior  floodlites.  Ample  parking. 
Taxes  $2,700;  plot  160  x 100.  Available  August  15.  Color 
TV  antenna.  FM  rotor,  wired  stereo,  custom  draperies, 
washer  and  dryer  all  included.  Near  St.  John’s  Hospital. 
Unduplica table  at  $135,000.  Owner  asks  $95,000.  Please 
call  Mr.  H.  K.  Simon,  98  Old  Broadway,  Hastings-on- 
Hudson,  N.  Y.  May  consider  rental  with  option  to  buy). 
(914)  478-2446. 


BUFFALO.  N.  Y.:  MEDICAL  OFFICE  FOR  RENT  OR 

salt,  with  X-ray  equipment,  in  a physician’s  home,  located 
on  the  East  side.  X-ray  equipment  is  available  for  sale. 
Contact  Mrs.  Mesco  J.  Helminiak,  929  Fillmore  Ave., 
Buffalo,  N.  Y.  14211,  or  call  (716)  893-0621. 


FOR  RENT:  DECEASED,  BUSY  GENERAL  PRAC- 

titioner’s  fully  equipped  office,  5 rms.  & porch,  L.I.,  34  miles 
from  N.Y.C.  Large,  accredited  hospital  center,  experi- 
enced med.  secretary -aide  available.  Home-office  combina- 
tion possibility.  Write  Box  942,  % NYSJM,  or  phone 
(516)  264-2026. 


LAKE  OSCAWANA,  PUTNAM  COUNTY:  LOVELY 

home,  8 rms.  with  3 bathrms.  Choice  location.  300'  lake 
front  plus  1 acre.  Own  beach  & dock.  Beautifully  fur- 
nished in  Early  American,  60  mi.  from  N.Y.C.  Must  be 
seen  to  be  appreciated.  Call  (212)  263-2601,  or  (914)  LA 
6-2520. 


July  1,  1970  / New  York  State  Journal  of  Medicine  1811 


i\  ',  •''$!r,±$\t &-.\  r'~?/~‘  •‘•>'v  ^''?r'<^‘‘rfi 7 ‘-?’^' ;/~  ** "' . - ■£>" $*&£*&?■  w* **K>  y^'. ^ '^*>f^' .^>'' ■ /v/'  Vv^'-j 


Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 
unique  for  two  compelling  reasons: 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”... and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action”  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 


How  to  close  the  critical  gap  between 
possible  and  actual  survivals? 


IS8I 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 
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Rx 

Valium3"  (diazepam)  t.i.d.  and  h.s. 


M.  A . (Fine  Arts) . . . PTA  (President-elect) . . . representations 
of  a life  currently  centered  around  home  and  children,  with 
too  little  time  to  pursue  a vocation  for  which  she  has  spent 
many  years  in  training ...  a situation  that  may  bespeak  contin- 
uous frustration  and  stress:  a perfect  framework  for  her  to 
translate  the  functional  symptoms  of  psychic  tension  into 
major  problems.  For  this  kind  of  patient  — with  no 
demonstrable  pathology  yet  with  repeated  complaints  — 
consider  the  distinctive  properties  of  Valium®  (diazepam). 
Valium  possesses  a pronounced  calming  action  that  usually 
relieves  psychic  tension  promptly,  helping  to  attenuate  the 
related  somatic  signs  and  symptoms.  Valium  is  generally  well 
tolerated.  On  proper  maintenance  dosage,  Valium  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  an  h.s.  dose  is  added  to  the  t.i.d.  schedule,  Valium  helps 
counter  sleeplessness  due  to  psychic  tension. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy) . 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  sever- 
ity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium*  (diazepam) 

2-m g,  5-mg,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


You  see  her  from  45  to  55  with 

hot  flushes 

night  sweats 

fatigue 

headache 

palpitations 

emotional  distress 


TREAT  HER  WITH  PREMARIN  (conjugated  estro- 
gens—equine).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a “sense 
of  well-being"... helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (conjugated  estrogens 
— equine).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 
estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
stage— whether  she  is  45  and  suffering  symptoms 
of  the  menopause... a grandmother  of  60  with 
atrophic  vaginal  tissue... or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 
BRIEF  SUMMARY 

PREMARIN®  (conjugated  estrogens— -equine). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple);  No.  866—1 .25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 ,000. 

AYERST  LABORATORIES 
7024  New  York,  N.Y.  1 001 7 


Ayerst 


therapy  for  all  stages 
of  estrogen  deficiency 

NATURAL  ESTROGEN  THERAPY 

PREMARIN* 

BRAND  OF 

CONJUGATED 
ESTROGENS  (equine) 
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Fast.Jong-lasting 
relief  of  aches 
and  pains  4 

of  colds  and  flu  4 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  NJ.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue.  New  York,  N Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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A 

REMINDER 

Today 

(or  any  other  day) 
you  probably 
have  use  for 


PolymyxinB I Bacitracin /Neomycin 


each  gram  contains 

Aerosporin ® brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 
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Pharmacodynamics 
of  a unique 

neuroperistaltic  stimulant 


Senokot tablets 

(standardized  senna  concentrate) 

For  a physiologic  approach 
to  bowel  evacuation 


The  ultimate  link  in  the  process  of  normal  colonic  peristalsis 
is  the  stimulation  and  action  of  the  intrinsic  myenteric  plexus 
of  Auerbach.  The  laxative  effect  of  SENOKOT  preparations 
is  achieved  through  direct  stimulation  of  this  motor  plexus: 


1 • Ingested  glycosides  (active  principles  of  stan- 
dardized senna  concentrate)  exert  NO  perceptible 
action  in  the  stomach  and  small  intestine.  NO  gas- 
tric irritation  has  been  reported  and  therefore 
NO  enteric  coating  is  needed. 

o 

In  the  colon,  glycosides  are  converted 
to  aglycones  by  the  enzymatic  action  of  the  in- 
testinal flora.  The  laxative  action  is  virtually 
COLON-SPECIFIC. 

Q 

• Aglycones  stimulate  the  motor  plexus 
of  Auerbach  in  the  colon  to  induce  GENTLE 
PERISTALSIS.  Action  is  usually  completed 
within  8 to  10  hours  after  ingestion.  Adminis- 
tered at  bedtime,  SENOKOT  Tablets  gen- 
erally induce  comfortable  evacuation  next 
morning. 


Effectiveness  of  SENOKOT  preparations  has  been 
clinically  demonstrated  in  31  studies,*  reporting  satis- 
factory evacuation  in  95.9%  of  7,571  patients.  When  used  in  properly 
individualized  dosage,  SENOKOT  preparations  are  virtually  free  of  side 
effects  and  aid  in  rehabilitation  of  the  constipated  patient  by  facilitating 
regular  elimination. 


DOSAGE  (preferably  at  bedtime):  Adults:  2 tablets  (max.  4 tablets  b.i.d.). 
Children  (over  60  lb.):  1 tablet  (max.  2 tablets  b.i.d.). 

SUPPLIED:  Bottles  of  50  and  100  tablets. 


•Bibliography  available  on  request. 


Purdue  Frederick 
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experience.  By  Clifford  J.  Sager,  M.D., 
Thomas  L.  Brayboy,  M.D.,  and  Barbara  R. 
Waxenberg.  Octavo  of  245  pages.  New  York, 
Grove  Press,  Inc.,  1970.  Cloth,  $6.50. 

Spectroscopic  Approaches  to  Biomolecular  Con- 
formation. Edited  by  D.  W.  Urry,  Ph.D.  Oc- 
tavo of  314  pages,  illustrated.  Chicago,  Ameri- 
can Medical  Association,  1970.  Cloth,  $15. 

Gas  Chromatography  in  Biology  and  Medicine. 
A Ciba  Foundation  Symposium.  Edited  by 
Ruth  Porter.  Octavo  of  213  pages,  illustrated. 
London,  J.  & A.  Churchill  Ltd.,  1969.  Boards. 

Foetal  Autonomy.  A Ciba  Foundation  Sym- 
posium. Edited  by  G.  E.  W.  Wolstenholme  and 
Maeve  O’Connor.  Octavo  of  326  pages,  illus- 

* Books  received  for  review  are  acknowledged  promptly 
In  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


trated.  London,  J.  & A.  Churchill  Ltd.,  1969. 
Boards. 

Homeostatic  Regulators.  A Ciba  Foundation 
Symposium  held  jointly  with  the  Wellcome 
Trust.  Edited  by  G.  E.  W.  Wolstenholme  and 
Julie  Knight.  Octavo  of  327  pages,  illustrated. 
London,  J.  & A.  Churchill  Ltd.,  1969.  Boards. 

Mutation  as  Cellular  Process.  A Ciba  Founda- 
tion Symposium.  Edited  by  G.  E.  W.  Wolsten- 
holme and  Maeve  O’Connor.  Octavo  of  244 
pages,  illustrated.  London,  J.  & A.  Churchill 
Ltd.,  1969.  Boards. 

Alcohol  and  Alcoholism:  Drinking  and  De- 

pendence. By  Marvin  A.  Block,  M.D.  Octavo 
of  63  pages.  Belmont,  Calif.,  Wadsworth  Pub- 
lishing Company,  1970.  Paper. 

Biological  Theory  on  the  Effects  Produced  on 
the  Human  Body  by  Cosmic  Radiations  and 
Van  Allen’s  Rings;  Results  and  Their  Control. 

By  Dr.  Gabriel  Sanchez  Cordero.  Quarto  of 
424  pages,  illustrated.  Mexico,  The  Author, 
1967.  Paper. 

Annual  Review  of  Medicine — Volume  21.  Ed- 
ited by  Arthur  C.  DeGraff  and  William  P. 
Creger.  Palo  Alto,  Calif.,  Annual  Reviews, 
Inc.,  1970.  Cloth,  $10. 

The  Medical  Clinics  of  North  America.  Vol- 
ume 54,  Number  3,  May,  1970.  New  Develop- 
ments in  Medicine.  Howard  M.  Rawnsley, 
M.D.,  and  Baruch  S.  Blumberg,  M.D.,  Guest 
Editors.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1970.  Published  Bi-Monthly 
(six  numbers  a year) . Cloth,  $21.  per  year. 

UICC  Technical  Report  Series — Volume  5.  The 
Registry  in  Cancer  Control.  Edited  by  J. 
Knowelden,  T.  Mork,  and  A.  J.  Phillips.  Oc- 
tavo of  42  pages.  Geneva,  International  Union 
Against  Cancer,  1970.  Paper. 

Occasioal  Papers  in  Gerontology — No.  6.  The 
Dependencies  of  Old  People.  Edited  by  Rich- 
ard A.  Kalish.  Octavo  of  106  pages.  Ann  Ar- 
bor, Institute  of  Gerontology,  1969.  Paper. 

Coronary  Heart  Disease  in  Seven  Countries. 
Edited  by  Ancel  Keys,  Ph.D.  Quarto  of  211 
pages,  illustrated.  New  York,  The  American 
Heart  Association,  Inc.,  1970.  Paper,  $4.00. 
(American  Heart  Association  Monograph 
Number  29) 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one  prepared  by  the 
Suffolk  County  District  Attorney’s  Office 


Drug  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears.  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes.  Loss  of 
appetite.  Blood  stain 
on  shirt  sleeve. 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination. 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(“Pot",  "Grass") 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination. 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 

Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens : 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
("Pep  Pills", 
"Ups") 

Aggressive  behavior, 
Giggling,  Silliness, 
Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
("Goof  Balls", 
"Downs") 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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Twas  a shame  about  Harry  Van  Lear 
His  vacation  was  ruined  by  diarrhea 
Got  tenesmus  and  spasm, 

^ At  Ausable  Chasm. 

Send  Donnagel  with  himthisyear. 


Traveler’s  Diarrhea  with  cramping,  tenesmus  and  nausea 
can  cast  a wet  blanket  on  the  best  laid  vacation  plans. 

So  send  along  Donnagcl  to  treat  the  whole  diarrhea 
problem.  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  It  also  provides  the  belladonna 
alkaloids  to  help  control  hypermotility  in  the  G1  tract, 
thereby  relieving  the  discomforts  which  so  often 
accompany  diarrhea.  When  you  prescribe  Donnagel. 
you  can  be  sure  your  patients  are  getting  the 
antidiarrheal  and  the  antispasmodic  in  the  same  dose. 

Certainly  it’s  less  expensive  and  more  convenient 
than  taking  along  two  medications.  And  the  dosage  is 
lower  too.  Donnagel  is  available  in  the  handy  4-ounce 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


for  traveler’s  diarrhea 
and  its  discomforts 


Each  fluid  ounce  contains: 

Kaolin.  6 Gm.:  Pectin.  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg 
Atropine  sulfate, 0.0 1 94  mg.;  Hyoscine  hydrobromide, 0.0063  mg. 
Sodium  benzoate  (preservative), 60  mg.;  Alcohol,  3.8%. 

/MT^OBINS  A.  H.  Robins  Company,  Richmond,  Va.  23220 


Necrology 


Gagik  Serge  Agadjanian,  M.D.,  of  New  York 
City,  died  on  May  29  at  the  age  of  seventy- 
seven.  Dr.  Agadjanian  received  his  medical 
degree  from  the  University  of  Odessa  in  1917. 

John  MacEvoy  Baker,  M.D.,  of  Buffalo,  died  on 
April  9 at  the  age  of  thirty-six.  Dr.  Baker 
graduated  in  1959  from  New  York  University 
School  of  Medicine.  He  was  an  associate  at- 
tending anesthesiologist  at  Edward  J.  Meyer 
Memorial  Hospital  and  a clinical  assistant 
anesthesiologist  at  Children’s  Hospital.  Dr. 
Baker  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American 
College  of  Anesthesiologists,  and  a member  of 
the  American  Society  of  Anesthesiologists,  Inc., 
the  New  York  State  Society  of  Anesthesiolo- 
gists, the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Eugene  Balk,  M.D.,  of  New  York  City, 
died  on  January  2 at  the  age  of  sixty-four.  Dr. 
Balk  received  his  medical  degree  from  the  Uni- 
versity of  Lwow  in  1931.  He  was  an  assistant 
attending  physician  at  Harlem  Hospital  Center. 
Dr.  Balk  was  a member  of  the  American 
Geriatrics  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  Axtell  Bunn,  M.D.,  of  Syracuse,  died  on 
May  26  at  the  age  of  fifty-five.  Dr.  Bunn 
graduated  in  1941  from  the  University  of  Cin- 
cinnati College  of  Medicine.  He  was  an  at- 
tending physician  at  State  University  Hospital 
of  the  Upstate  Medical  Center,  an  attending 
physician  in  internal  medicine  at  Syracuse  City 
Hospital,  and  a consulting  physician  at  Veter- 
ans Administration,  St.  Joseph’s,  and  Chenango 
Memorial  (Norwich)  Hospitals.  Recently  ap- 
pointed medical  director  at  General  Electric 
Company,  Syracuse,  he  was  also  an  associate 
editor  of  the  New  York  State  Journal  of 
Medicine.  Dr.  Bunn  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Physicians,  and 
a member  of  the  American  Clinical  and  Clima- 
tological Association,  the  American  Society  for 
Clinical  Investigation,  the  American  Thoracic 
Society,  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Barnet  David  Gaster,  M.D.,  of  Central  Islip, 
died  on  May  27  at  the  age  of  sixty-one.  Dr. 
Gaster  received  his  medical  degree  from  the 


University  of  Berlin  in  1936.  He  was  a super- 
vising psychiatrist  at  Central  Islip  State  Hos- 
pital. Dr.  Gaster  was  a member  of  the  Ameri- 
can Psychiatric  Association. 

Ernest  Gladstone,  M.D.,  of  Miami  Beach, 
Florida,  formerly  of  New  York  City,  died  on 
May  31  at  the  age  of  eighty-four.  Dr.  Glad- 
stone received  his  medical  degree  from  the 
University  of  Budapest  in  1909.  He  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Francis  Daniel  Huber,  M.D.,  retired,  of  Larch- 
mont,  died  on  May  15  at  the  age  of  sixty-six. 
Dr.  Huber  graduated  in  1928  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine. 

Benjamin  J.  Hyman,  M.D.,  of  New  York  City, 
died  on  June  1 at  the  age  of  sixty-five.  Dr.  Hy- 
man graduated  in  1929  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  an 
attending  surgeon  at  New  York  Polyclinic  Hos- 
pital and  an  associate  attending  surgeon  at 
Beth  Israel  Hospital.  Dr.  Hyman  was  a Diplo- 
mate of  the  American  Board  of  Surgery,  a Fel- 
low of  the  American  College  of  Surgeons,  and 
a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Klein,  M.D.,  of  Hollis,  died  in  May  in  his 
seventy-first  year.  Dr.  Klein  graduated  in  1928 
from  University  and  Bellevue  Hospital  Medi- 
cal College.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Klein,  M.D.,  of  The  Bronx,  died  on  May 
24  at  the  age  of  eighty-nine.  Dr.  Klein  gradu- 
ated in  1909  from  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a consulting 
surgeon  at  Morrisania  City  Hospital.  Dr. 
Klein  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  American  Geri- 
atrics Society,  the  New  York  Academy  of  Medi- 
cine, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Arnold  Laveson,  M.D.,  of  Yonkers,  died 

continued  on  page  1828 
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NEW... 

SUSTAINED 
RELEASE 
VITAMIN  C 


BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


CEVI 


Developers  and  suppliers  of  QER-O-FOAM  • GAYSAL  • TESTAND-B 
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on  May  23  at  the  age  of  seventy-one.  Dr. 
Laveson  graduated  in  1929  from  Tufts  Uni- 
versity School  of  Medicine.  He  was  an  honor- 
ary staff  physician  at  St.  John’s  Riverside  Hos- 
pital. Dr.  Laveson  was  a member  of  the  Yon- 
kers Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Henry  E.  Marks,  M.D.,  of  New  York  City,  died 
on  May  31  at  the  age  of  seventy-nine.  Dr. 
Marks  graduated  in  1915  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  an 
assistant  attending  physician  (inactive)  at  The 
Presbyterian  Hospital.  A founder  of  Camp 
NYDA,  Dr.  Marks  was  a member  of  the  Clini- 
cal Society,  New  York  Diabetes  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Siegmund  Henry  May,  M.D.,  of  New  York  City 
and  Great  Neck,  died  on  May  22  at  the  age  of 
seventy-three.  Dr.  May  received  his  medical 
degree  from  the  University  of  Munich  in  1922. 
He  was  a staff  physician  at  Long  Island  Jewish 
Hospital  and  an  honorary  physician  at  North 
Shore  (Manhasset)  Hospital.  Dr.  May  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Cardiology,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

George  W.  McSweeney,  M.D.,  of  The  Bronx, 
died  on  May  14  at  the  age  of  fifty-two.  Dr. 
McSweeney  graduated  in  1943  from  Long 
Island  College  of  Medicine.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Tunney  Michaels,  M.D.,  of  New  York 
City  and  Forest  Hills,  died  on  February  21  at 
the  age  of  fifty-nine.  Dr.  Michaels  graduated 
in  1937  from  New  York  University  School  of 
Medicine.  He  was  an  associate  attending  ob- 
stetrician and  gynecologist  at  Bellevue  Hos- 
pital, an  assistant  attending  obstetrician  and 
gynecologist  at  University  Hospital,  and  a staff 
obstetrician  and  gynecologist  at  Booth  Memo- 
rial Hospital.  Dr.  Michaels  was  a Fellow  of 
the  American  Board  of  Obstetricians  and 
Gynecologists  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Lawrence  Nuccio,  M.I).,  of  New  York  City, 
died  on  September  13,  1969,  at  the  age  of  sev- 
enty-three. Dr.  Nuccio  graduated  in  1927  from 


Eclectic  Medical  College,  Cincinnati.  He  was 
an  attending  physician  at  Columbus  Hospital. 
Dr.  Nuccio  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Walter  Rubin,  M.D.,  of  Brooklyn,  died  on  March 
20  at  the  age  of  seventy-four.  Dr.  Rubin  grad- 
uated in  1922  from  Long  Island  College  Hos- 
pital. He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Jacob  Norman  Satozky,  M.D.,  of  The  Bronx, 
died  on  June  1 at  the  age  of  fifty-six.  Dr. 
Satozky  received  his  medical  degree  from  the 
University  of  Lausanne  in  1943.  He  was  an 
associate  attending  urologist  at  the  Home  and 
Hospital  of  the  Daughters  of  Jacob,  a staff 
urologist  at  Mount  Eden  General  Hospital,  and 
an  adjunct  urologist  at  Bronx-Lebanon  Hos- 
pital Center.  Dr.  Satozky  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Urological  Association, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ethel  Torten  Sokal,  M.D.,  of  Brooklyn,  died  on 
June  3 at  the  age  of  eighty-one.  Dr.  Sokal  re- 
ceived her  medical  degree  from  the  University 
of  Lwow  in  1918.  She  was  a staff  general  prac- 
titioner at  Boulevard  Hospital. 

Joseph  Waxelbaum,  M.D.,  of  New  York  City, 
died  on  June  7 at  the  age  of  sixty-six.  Dr. 
Waxelbaum  graduated  in  1928  from  Cornell 
University  Medical  College.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Julius  Bernard  Wager,  M.D.,  of  Hartsdale,  died 
on  May  18  at  the  age  of  fifty-four.  Dr.  Wager 
received  his  medical  degree  from  the  University 
of  Lausanne  in  1943.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Sol  Maxwell  Welt,  M.D.,  of  Brooklyn,  died  on 
April  20  at  the  age  of  sixty-four.  Dr.  Welt 
graduated  in  1931  from  Tufts  University 
School  of  Medicine.  He  was  an  assistant  at- 
tending general  practitioner  at  Victory  Me- 
morial Hospital.  Dr.  Welt  was  a member  of 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Then,  there  were 
antidepressants  for 
depression 


First,  there  were 
tranquilizers  for 
anxiety 


NOW,  Pfizer  Laboratories  introduces 


Sineq 

DOXEPIN  HCll 


uan 


The  tranquilizer  that  is 
an  antidepressant. 

The  antidepressant  that  is 
a tranquilizer. 


The  first  single  agent  with  potent 

dual  action... active  throughout  the  spectrum 

of  psychoneurotic  anxiety/depression 


New  Sinequan  (doxepin  HC1)... 
in  coexisting  anxiety/ depression 

142  patients  with  symptoms  of  both  anxiety  and  depres- 
sion were  treated  with  Sinequan—  83%  of  the  patients 
showed  marked,  moderate,  or  slight  improvement. 


%OF 

PATIENTS 

IMPROVED 

83% 


In  three  double-blind  studies  comparing  Sinequan  and 
a fixed  combination  (perphenazine-amitriptyline), 
Sinequan  was  found  to  be  at  least  as  effective  as— and 
in  some  cases  more  effective  than— the  combination. 


TARGET 

SYMPTOMS  TOTAL 

NO.  OF 
PATIENTS 
IMPROVED 

IMPROVEMENT 

MARKED  MODERATE  SLIGHT 

anxiety/  i a? j 

depression 

118 

39  46  33 

New  Sinequan... 
in  prominent  anxiety 

238  psychoneurotic  patients  in  whom  anxiety  was  the 
most  prominent  symptom  were  treated  with  Sinequan 
— 84%  of  the  patients  showed  marked,  moderate,  or 
slight  improvement. 


% OF 
PATIENTS 
IMPROVED 

84% 


In  eight  double-blind  studies  of  Sinequan  and  either 
chlordiazepoxide  or  diazepam,  Sinequan  was  always 
found  to  be  at  least  as  effective  as— and  in  some  cases 
more  effective  than— the  tranquilizers  in  relieving 
symptoms  of  anxiety. 


DIAGNOSIS  TOTAL 

NO.  OF  IMPROVEMENT 

IMPROVED  MARKED  MODERATE  SLIGHT 

psychoneurotic  ooo 
anxiety  Zoo 

201  92  59  50 

New  Sinequan... 
in  prominent  depression 

259  psychoneurotic  patients  in  whom  depression  was 
the  most  prominent  symptom  were  treated  with 
Sinequan— 81%  of  the  patients  showed  marked,  mod- 
erate, or  slight  improvement. 


DIAGNOSIS  TOTAL 

NO.  OF 
PATIENTS 
IMPROVED 

IMPROVEMENT 

MARKED  MODERATE  SLIGHT 

psychoneurotic  ocq 
depression  ZOy 

210 

106  72  32 

In  five  double-blind  studies  of  Sinequan  and  amitrip- 
tyline, Sinequan  was  always  found  to  be  at  least  as 
effective  as— and  in  some  cases  more  effective  than— the 
antidepressant  in  relieving  symptoms  of  depression. 


Data  on  File,  Medical  Research  Laboratories,  Pfizer  Pharmaceuticals,  Chas.  Pfizer  & Co., 
Groton,  Conn. 

Summary  of  clinical  experience  with  Sinequan  (doxepin  HCI)  in.  Pitts,  N.:  The  Clinical 
Evaluation  of  Doxepin— A New  Psychotherapeutic  Agent:  Psychosomatics  10:164,  May- 
June,  1969. 


Adverse  reactions: 

Sinequan  (doxepin  HCI)  is  usually 
well  tolerated,  even  in  the  elderly. 
Those  side  effects  which  do  occur  are 
generally  mild. 

Most  frequently  observed  side  effects 
Drowsiness  has  been  observed,  usu- 
ally early  in  the  course  of  therapy.  It 
tends  to  disappear  as  therapy  con- 
tinues. 

Anticholinergic  effects  (including  dry 
mouth,  blurred  vision,  constipation) 
have  been  reported.  They  are  usually 
mild  and  often  subside  with  contin- 
ued therapy  or  reduction  of  dose. 
Infrequently  observed  side  effects 
Extrapyramidal  symptoms  have  been 
infrequent  and  have  usually  occurred 
at  high  dose  levels.  They  tend  to  be 
mild  and  easily  controlled. 
Cardiovascular  effects,  such  as  hypo- 
tension and  tachycardia,  have  been 
reported  infrequently. 

Other  infrequently  reported  side 
effects  include  dizziness,  nausea,  in- 
creased sweating,  edema,  nasal  con- 
gestion and  weight  gain. 

Sinequan  is  noneuphoriant,  and  no 
dependence  has  been  reported  to 
date. 

Safety: 

Liver  disorders,  blood  dyscrasias,  lens 
opacities  or  pigment  deposits  in  eyes 
or  skin  have  not  been  reported  to  date 
with  Sinequan. 

Contraindications: 

Sinequan  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensi- 
tivity to  the  drug,  and  in  patients  with 
glaucoma  or  a tendency  to  urinary  re- 
tention. 

Warnings: 

Sinequan  should  not  be  used  concom- 
itantly or  within  two  weeks  of  ther- 
apy with  MAO  inhibitors. 

Sinequan  should  not  be  used  in 
pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  it  is  essential 
for  the  welfare  of  the  patient.  Its  use 
in  children  under  12  years  of  age  is 
not  recommended  because  safe  con- 
ditions for  its  use  have  not  been  estab- 
lished. 

(See  last  page  for  full  adverse  reac- 
tions, contraindications,  warnings 
and  precautions.) 
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Recommended  dosage: 


Starting  dosage- 
25  mg.,  t.i.d. 
Maximum  dosage- 
300  mg.  per  day. 


Expected  activity: 


Antianxiety  activity  is  rapidly 
apparent,  comparable  to  that  of  the 
benzodiazepine  tranquilizers. 
Antidepressant  activity  is  com- 
parable to  the  tricyclic  antidepres- 
sants. 


How  supplied: 

Bottles  of  100 
capsules  of  10  mg., 
25  mg.,  and  50  mg.; 
bottles  of  1000 
capsules  of  25  mg. 
and  50  mg. 


(ACTUAL  SIZE) 


The  first  single  agent 
that  can  be  prescribed 
as  a tranquilizer,  an 
antidepressant...or  both 


SINEQUAN  (Doxepin -HC1)  Capsules 

Description.  SINEQUAN  (doxepin -HC1)  is  a new  dibenzoxepin  psycho- 
therapeutic agent  with  marked  antianxiety  and  significant  antidepressant 
activity. 

Chemistry.  SINEQUAN  (doxepin  • HC1)  is  a dibenzoxepin  derivative  and 
is  the  first  of  a new  family  of  psychotherapeutic  agents.  Specifically,  it  is 
an  isomeric  mixture  of  N.N-Dimcthyl-dibenztb.eJoxepin-A1  ,<6H)-  v propyl- 
amine hydrochloride. 


Indications.  In  a carefully  designed  series  of  controlled  studies,  SINEQUAN 
(doxepin  • HC1)  has  been  shown  to  have  marked  antianxiety  and  signifi- 
cant antidepressant  activity.  SINEQUAN  (doxepin  • HC1)  is  recommended 
for  the  treatment  of: 

1.  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions. 

2.  Mixed  symptoms  of  anxiety  and  depression. 

3.  Alcoholic  patients  with  anxiety  and/or  depression. 

4.  Anxiety  associated  with  organic  disease. 

5.  Psychotic  depressive  disorders  including  involutional  depression  and 
manic  depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well 
to  SINEQUAN  (doxepin -HC1)  include  anxiety,  tension,  depression,  so- 
matic symptoms  and  concerns,  insomnia,  guilt,  lack  of  energy,  fear,  ap- 
prehension and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  SINEQUAN 
(doxepin -HC1)  is  of  particular  value  since  it  exerts  a potent  antidepres- 
sant effect  as  well  as  antianxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepres- 
sant drugs  may  benefit  from  treatment  with  SINEQUAN  (doxepin  • HC1). 

Clinical  experience  has  shown  that  SINEQUAN  (doxepin  • HC1)  is  safe 
and  well  tolerated  even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal 
symptoms,  none  were  reported.  This  is  consistent  with  the  virtual  ab- 
sence of  euphoria  as  a side  effect  and  the  lack  of  addiction  potential 
characteristic  of  this  type  of  chemical  compound. 

Contraindications.  SINEQUAN  (doxepin  • HC1)  is  contraindicated  in  indi- 
viduals who  have  shown  hypersensitivity  to  the  drug. 

SINEQUAN  (doxepin  • HC1)  is  contraindicated  in  patients  with  glau- 
coma, or  a tendency  to  urinary  retention. 

Warnings.  Usage  in  Pregnancy : SINEQUAN  (doxepin  • HC1)  has  not  been 
studied  in  the  pregnant  patient.  It  should  not  be  used  in  pregnant  women 
unless,  in  the  judgment  of  the  physician,  it  is  essential  for 
the  welfare  of  the  patient,  although  animal  reproductive 
studies  hove  not  resulted  in  any  teratogenic  effects. 

U sago  in  Children:  The  use  of  SINEQUAN  (doxepin • MCI) 
in  children  under  12  years  of  age  is  not  recommended,  be- 
cause safe  conditions  for  its  use  have  not  been  estab- 
lished. 

MAO  Inhibitors:  Serious  side  effects  and  even  death 
have  boon  reported  following  the  concomitant  use  of  cer- 
tain drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibitors 


should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initia- 
tion of  therapy  with  SINEQUAN  (doxepin  • HC1).  The  exact  length  of 
time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor 
being  used,  the  length  of  time  it  has  been  administered,  and  the  dosage 
involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  pa- 
tients should  be  warned  of  the  possibility  and  cautioned  against  driving 
a car  or  operating  dangerous  machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may 
be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may 
remain  so  until  significant  improvement  has  occurred,  patients  should  be 
closely  supervised  during  the  early  course  of  therapy. 

Although  SINEQUAN  (doxepin  • HC1)  has  significant  tranquilizing  ac- 
tivity, the  possibility  of  activation  of  psychotic  symptoms  should  be  kept 
in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.  iminodiben- 
zyls  and  dibenzocycloheptenes)  are  capable  of  blocking  the  effects  of 
guanethidine  and  similarly  acting  compounds  in  both  the  animal  and 
man.  SINEQUAN  (doxepin • HC1),  however,  does  not  show  this  effect  in 
animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  per  day,  SINEQUAN 
(doxepin -HC1)  can  be  given  concomitantly  with  guanethidine  and  related 
compounds  without  blocking  the  antihypertensive  effect.  At  doses  of 
300  mg.  per  day  or  above,  SINEQUAN  (doxepin  • HC1)  does  exert  a signifi- 
cant blocking  effect.  In  addition,  SINEQUAN  (doxepin  • HC1)  was  similar 
to  the  other  structurally  related  psychotherapeutic  agents  as  regards  its 
ability  to  potentiate  norepinephrine  response  in  the  animal.  However,  in 
the  human  this  effect  was  not  seen.  This  is  in  agreement  with  the  low 
incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  dry  mouth,  blurred  vision, 
and  constipation  have  been  reported.  They  are  usually  mild,  and  often 
subside  with  continued  therapy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  drowsiness  has  been  observed.  This 
usually  occurs  early  in  the  course  of  treatment,  and  tends  to  disappear 
as  therapy  is  continued. 

Cardiovascular  Effects:  tachycardia  and  hypotension  have  been  re- 
ported infrequently. 

Other  infrequently  reported  side  effects  include  extrapyramidal  symp- 
toms, gastrointestinal  reactions,  secretory  effects  such  as  increased  sweat- 
ing, weakness,  dizziness,  fatigue,  weight  gain,  edema,  paresthesias,  flush- 
ing, chills,  tinnitus,  photophobia,  decreased  libido,  rash,  and  pruritus. 
Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  dose  of  25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently 
be  increased  or  decreased  at  appropriate  intervals  and  according  to  in- 
dividual response.  The  usual  optimum  dose  range  is  75  mg. /day  to  150 
mg. /day. 

In  more  severely  ill  patients,  an  initial  dose  of  50  mg.  t.i.d.  may  be  re- 
quired with  subsequent  gradual  increase  to  300  mg. /day  if  necessary. 
Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology,  or  emotional  symptoms 
accompanying  organic  disease,  lower  doses  may  suffice. 
Some  of  these  patients  have  been  controlled  on  doses  as 
low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be 
evident  for  two  to  three  weeks,  antianxiety  activity  is 
rapidly  apparent. 

Supply.  SINEQUAN  (doxepin  • HC1)  is  available  as  capsules 
containing  doxepin  HC1  equivalent  to  10  mg.,  25  mg.,  and 
50  mg.  of  doxepin  base  in  bottles  of  100;  and  25  mg.  and 
50  mg.  in  bottlos  of  1000.  Issued  September  1069 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 

New  ophthalmology  chairman.  Paul  Henkind, 
M.D.,  has  been  appointed  professor  and  chair- 
man, Department  of  Ophthalmology.  He  was 
formerly  associate  professor  of  ophthalmology 
and  director  of  ophthalmic  pathology  at  the 
New  York  University  School  of  Medicine. 

Columbia  University  College  of 
Physicians  and  Surgeons 

New  appointment.  Paul  A.  Marks,  M.D.. 
hematologist  and  an  authority  on  human  ge- 
netics. became  the  seventeenth  head  of  the  Uni- 
versity on  July  1 when  he  assumed  his  post  as 
dean  of  the  Faculty  of  Medicine  and  vice-presi- 
dent for  medical  affairs.  As  head  of  the  fac- 
ulty there  are  1,967  members  who  teach  in  ten 
hospitals,  the  medical  school,  the  School  of 
Dentistry,  School  of  Nursing,  and  a number  of 
paramedical  areas. 

Retired.  H.  Houston  Merritt,  M.D.,  retired 
June  30  as  dean  of  the  faculty  of  medicine  and 
vice-president  for  medical  affairs  and  became 
the  Henry  and  Lucy  Moses  Professor  Emeritus 
of  Neurology. 

Cornell  University  Medical  College 

New  professorship  established.  A new  en- 
dowed chair,  the  James  J.  Colt  Professorship 
of  Urology  in  Surgery,  has  been  established. 
Victor  F.  Marshall,  M.D.,  professor  of  surgery 
(urology)  and  surgeon-in-charge  of  the  James 
Ruchanan  Brady  Urological  Foundation  at  The 
New  York  Hospital-Cornell  Medical  Center,  be- 
came the  first  holder  on  July  1.  The  professor- 
ship was  established  by  the  University  Board 
of  Trustees  by  means  of  a SI  million  gift  from 
the  James  J.  Colt  Foundation. 

New  appointment.  Lawrence  Scherr.  M.D., 
has  been  appointed  acting  associate  dean  at  the 
College  and  acting  director  of  academic  affairs 
at  North  Shore  Hospital. 

Alumni  award.  William  D.  Holden,  M.D., 
noted  for  his  outstanding  work  in  the  training 
of  surgeons  and  the  revitalization  of  medical 
education,  received  the  1970  Award  of  Distinc- 
tion presented  by  the  Medical  College’s  Alumni 
Association. 

Downstate  Medical  Center 

Grants.  A total  of  $1,459,578.  was  received 
during  February  and  March.  1970,  for  40  re- 


search and  training  grants.  These  provide  for 
18  new  projects,  14  renewals,  and  eight  supple- 
ments. 

Appointments.  Joshua  Becker,  M.D.,  as  pro- 
fessor and  chairman,  Department  of  Radiology 
at  Downstate  and  chief  of  radiology  at  the  Cen- 
ter’s 350-bed  hospital. 

Promoted.  Walter  E.  Tolies,  M.D.,  to  associate 
profesor  of  obstetrics  and  gynecology. 

Annual  lecture.  The  annual  Jean  Redman  Oli- 
ver Lecture  was  held  on  May  1.  Robert  F. 
Pitts,  professor  and  chairman,  Department  of 
Physiology,  Cornell  University  Medical  College, 
spoke  on  “The  Role  of  Ammonia  Production  and 
Excretion  in  the  Regulation  of  Acid  Base  Bal- 
ance.” 

New  York  University  School 
of  Medicine 

Endowment  of  a professorship.  A professor- 
ship to  be  known  as  the  Howard  A.  Rusk  Chair 
in  Rehabilitation  Research,  has  been  announced. 

Promoted.  George  E.  Reed,  M.D.,  has  been 
promoted  to  professor  of  surgery.  He  is  a 
visiting  surgeon  at  Bellevue  Hospital  Center 
where,  in  1959,  he  established  the  cardiac  sur- 
gery program;  since  1958  he  has  been  surgeon 
at  the  John  Wyckoff  Cardiac  Clinic  at  Belle- 
vue, and  also  an  attending  surgeon  at  Univer- 
sity Hospital. 

Appointed.  Ivan  L.  Bennett,  Jr.,  M.D.,  vice- 
president  for  health  affairs  and  director  of  the 
Medical  Center  since  January,  1969,  has  been 
appointed  dean  of  the  School  of  Medicine  and 
of  the  Post-Graduate  Medical  School. 

State  University  of  New  York  at 
Buffalo  School  of  Medicine 

Trial  program.  A total  of  21  American  stu- 
dents who  have  been  studying  medicine  abroad 
are  to  be  admitted  to  the  junior  class  as  “trans- 
fer students”  in  September.  This  will  be  a 
trial  program  for  students  who  were  unable  to 
get  into  American  medical  schools  as  freshmen. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

New  chairman.  Stanley  F.  Patten,  Jr.,  M.D., 
has  been  named  chairman  of  the  Department 
of  Pathology.  He  has  been  serving  as  acting 
chairman  since  May,  1969. 
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Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  w-ay  with  no  metabolic 
‘'bumps." 

The  gradual,  physiologic  action  of  T, 
SYNTH  RO I D provides  virtually 
an  “automatic"  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTH ROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It's  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  prov  ides  your  patients  with  a 
natural  hormone  combination  of  T3— TA. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50°;  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS  TO  START 
YOUR  PATIENTS  ON  SYNTHROID 
Ask  your  Flint  man. 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  spccifi 
replacement  therapy  for  diminished  or  absent  thyroid  functioi 
resulting  from  primary  or  secondary  atrophy  of  the  gland 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroii 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine 
Tablets  include  myxedema,  hypothyroidism  without  myx 
edema,  hypothyroidism  in  pregnancy,  pediatric  and  geriatri 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non 
toxic)  goiter,  and  reproductive  disorders  associated  wit 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec 
lion  is  indicated  in  myxedematous  coma  and  other  thyrof 
dysfunctions  where  rapid  replacement  of  the  hormone  i 
required.  When  a patient  does  not  respond  to  oral  therap> 
SYNTHROID  (sodium  levothyroxine)  injection  may  b 
administered  intravenously  to  avoid  any  question  of  poo 
absorption  by  cither  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors 
tachycardia,  vomiting  and  continued  weight  loss.  These  effect 
may  begin  after  four  or  five  days  or  may  not  become  apparen 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  b 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  o 
overdosage  appear,  discontinue  medication  for  2-6  days,  thei 
resume  at  a lower  dosage  level.  In  patients  with  diabete 
mellitus,  careful  observations  should  be  made  for  changes  ii 
insulin  or  other  antidiabetic  drug  dosage  requirements.  I 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  a 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrom, 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prio 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis 
tration.  The  drug  should  be  administered  with  caution  t< 
patients  with  cardiovascular  disease;  development  of  ches 
pains  or  other  aggravations  of  cardiovascular  disease  require 
a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy 
roxine)  therapy  are  slow  in  being  manifested.  Side  effects 
when  they  do  occur,  are  secondary  to  increased  rates  of  bod; 
metabolism;  sweating,  heart  palpitations  with  or  without  pain 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous 
ness  have  also  been  observed.  Myxedematous  patients  wit! 
heart  disease  have  died  from  abrupt  increases  in  dosage  o 
thyroid  drugs.  Careful  observation  of  the  patient  during  th< 
beginning  of  any  thyroid  therapy  will  alert  the  physician  tc 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol 
lowed  by  a more  gradual  adjustment  upward  will  result  in  t 
more  accurate  indication  of  the  patient’s  dosage  requirement1 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalen 
to  approximately  one  grain  thyroid,  U.S.P.  Administei 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  aftei 
breakfast.  In  hypothyroidism  without  myxedema,  the  usua 
initial  adult  dose  is  0. 1 mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  wil 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the-optimum 
maintenance  dose  is  reached  (0.1- 1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  ol 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 
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Some  days  she  can't  seem 


other  days  she  doesn't  even  try 

In  the  treatment  of  depression,  Aventyl  HCI  as  part  of  your  total  therapy  often  brings 
early  symptomatic  improvement.  Aventyl  HCI  aids  in  renewing  motor  function  and 
increasing  interest  in  life.  Patients  may  report  that  they  eat  more,  enjoy  undisturbed 
sleep  . . . generally  begin  to  function  better.  Relief  from  their  most  distressing 
symptoms  helps  them  "open  up"  and  ventilate  their  problems. 

In  depression 

AVENTYL' HCI 

NORTRIPTYLINE  HYDROCHLORIDE 


Indications:  Aventyl  HCI  is  indicated  for  the  relief  of  symptoms  of  depression. 
Endogenous  depressions  are  more  likely  to  be  alleviated  than  are  other  depressive 
states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants 
concurrently  with  a monoammeoxidase  (MAO)  inhibitor  is  contraindicated. 
Hyperpyretic  crises,  severe  convulsions,  and  fatalities  have  occurred  when 
similar  tricyclic  antidepressants  were  used  in  such  combinations.  Discontinue 
the  MAO  inhibitor  for  at  least  two  weeks  before  treatment  with  Aventyl  HCI. 
Patients  hypersensitive  to  Aventyl  HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocar- 
dial infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the 
tendency  of  Avenfyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  con- 
duction time.  Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The 
antihypertensive  action  of  guanethidme  and  similar  agents  may  be  blocked. 
Because  of  its  anticholinergic  activity,  Aventyl  HCI  should  be  used  with  great 
caution  in  patients  with  glaucoma  or  a history  of  urinary  retention.  Patients  with 
a history  of  seizures  should  be  followed  closely,  since  this  drug  is  known  to  lower 
the  convulsive  threshold.  Great  care  is  required  if  Aventyl  HCI  is  administered  to 
hyperthyroid  patients  or  to  those  receiving  thyroid  medication,  since  cardiac 
arrhythmias  may  develop. 

Usage  in  Pregnancy— Safe  use  of  Aventyl  HCI  during  pregnancy  and 
lactation  has  not  been  established:  therefore,  the  potential  benefits  of  adminis- 
tration to  pregnant  patients,  nursing  mothers,  or  women  of  childbearing  potential 
must  be  weighed  against  the  possible  hazards. 

Usage  in  Children— This  drug  is  not  recommended  for- use  in  children, 
since  safety  and  effectiveness  in  the  pediatric  age  group  have  not  been  estab 
lished. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car; 
therefore,  the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerba- 
tion of  the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  over- 
active  or  agitated  patients,  increased  anxiety  and  agitation  may  occur.  In  manic- 
depressive  patients,  Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to 
emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI. 
Epileptiform  seizures  may  accompany  its  administration,  as  is  true  of  other 
drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when 
Aventyl  HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic 

drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exagger- 
ated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days, 
if  possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  depressed  patients  remains 
after  the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at 
*r , given  time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse 
reactions  which  have  not  been  reported  with  this  specific  drug.  However,  the 
pharmacologic  similarities  among  the  tricyclic  antidepressant  drugs  require  that 
each  of  the  reactions  be  considered  when  nortriptyline  is  administered. 

Cardiovascular—  Hypotension,  hypertension,  tachycardia,  palpitation,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric— Confusional  states  (especially  in  the  elderly)  with  hallucina- 
tions. disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic, 


Neurological—  Numbness,  tingling,  paresthesias  of  extremities;  in-co-or- 
dination,  ataxia,  tremors:  peripheral  neuropathy;  extrapyramidal  symptoms; 
seizures,  alteration  in  EEG  patterns;  tinnitus. 

Anticholinergic—  Dry  mouth  and,  rarely,  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralyse 
ileus;  urinary  retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic  — Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid 
excessive  exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug 
fever,  cross-sensitivity  with  other  tricyclic  drugs. 

Hematologic—  Bone-marrow  depression,  including  agranulocytosis ; eosmo- 
philia;  purpura;  thombocytopenia. 

Gastro  intestinal—  Nausea  and  vomiting,  anorexia,  epigastric  distress, 
diarrhea,  peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocrine— Gynecomastia  in  the  male,  breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling; 
elevation  or  depression  of  blood  sugar  levels. 

Other—  Jaundice  (simulating  obstructive),  altered  liver  function,  weight 
gain  or  loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness, 
dizziness,  weakness,  and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy  may  produce  nausea, 
headache,  and  malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower 
dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients  not 
under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually, 
noting  carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following 
remission,  maintenance  medication  may  be  required  for  a prolonged  period  at 
the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the 
drug  promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting  at  a low  level 
and  increasing  as  required.  Doses  above  100  mg.  per  day  are  not  recommended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided 
doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation, 
vomiting,  hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  ECG 
evidence  of  impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma, 
and  C.N.S.  stimulation  with  convulsions  followed  by  respiratory  depression. 
Deaths  have  occurred  following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure 
when  indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  de- 
pression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant 
activity  with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular 
abnormalities  or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl5-  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of  100 
and  500.  [o4o67o] 
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Book  Notes 


A Handbook  for  Research  in  General  Practice. 
Edited  by  T.  S.  Eimerl,  M.D.,  and  A.  J.  Laid- 
law,  L.R.C.S.Ed.  Second  edition.  Octavo  of 
155  pages,  illustrated.  Edinburgh,  E.  & S. 
Livingstone  Ltd.  (Baltimore,  The  Williams  & 
Wilkins  Company).  1969.  Cloth.  $7.75. 

The  material  presented  in  this  work  is  intended 
primarily  for  the  general  practitioner  who  has 
the  desire  to  undertake  research  with  little  or 
no  experience.  In  this  second  edition,  new 
methods  of  recording  are  described  with  appro- 
priate demonstration  of  results  obtainable. 
Also,  there  is  a glossary  of  terms,  definitions, 
and  procedures  used  in  this  field  of  activity. 

Herms’s  Medical  Entomology.  By  Maurice  T. 
James,  Ph.D.,  and  Robert  F.  Harwood,  Ph.D. 
Sixth  edition.  New  York,  The  Macmillan  Com- 
pany, 1969.  Cloth,  $15. 

In  this  new  edition,  the  authors  have  changed 
the  emphasis  on  control  from  one  of  specific 
measures  to  one  of  generalities.  Thus,  there  is 
a more  thorough  account  of  principles  and  less 
information  concerning  the  control  of  particular 
pests.  The  amount  of  veterinary  material  has 
been  increased  slightly,  and  some  chapters  have 
been  combined,  rearranged,  and  even  added. 

The  Acute  Abdomen.  By  Thomas  W.  Botsford, 
M.D.,  and  Richard  E.  Wilson,  M.D.  Major 
Problems  in  Clinical  Surgery — Volume  X.  Oc- 
tavo of  179  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1969.  Cloth,  $8.00. 

This  hook  has  been  written  to  present  an  organ- 
ized clinical  approach  to  the  patient  with  the 
acute  abdomen.  Rather  than  lists  of  organs 
that  may  be  involved  in  acute  abdominal  dis- 
ease, the  basic  pathologic  process  is  empha- 
sized. The  lesions  that  may  be  the  cause  of 
the  pathologic  condition  are  then  developed  in 
relation  to  it.  A standard  diagram  of  the  ab- 
domen, with  modification  to  show  the  particular 
lesion  or  lesions,  is  used  throughout  the  book. 
Also,  a selected  list  of  references  is  appended. 

Mental  Retardation:  Approaches  to  Institu- 

tional Change.  By  Charles  Carr  Cleland, 
Ph.D.,  and  Jon  David  Swartz,  Ph.D.  Octavo 
of  270  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $12.50. 

This  collection  of  brief  readings,  exercises,  and 
case  materials  related  to  institutional  residents, 
personnel,  and  operations,  reflects  the  authors’ 
conviction  that  “blitz-training”  technics  are 
necessary  to  pace  the  rapid  growth  occurring 
in  the  field  of  mental  retardation.  The  refer- 


ences following  the  brief  readings  and  the  ex- 
tensive bibliography  included  focus  largely  on 
institutional  operations,  principles,  or  theoretic 
approaches. 

Duncan’s  Diseases  of  Metabolism.  Volume  I: 
Genetics  and  Metabolism.  Volume  II:  Endo- 

crinology and  Nutrition.  Edited  by  Philip  K. 
Bondy,  M.D.  In  Association  with  Leon  E. 
Rosenberg,  M.D.  Quarto  of  1,334  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth.  $39  the  set. 

This  work  is  organized  into  four  sections: 
genetics,  intermediary  metabolism,  metabolic 
regulators,  and  nutrition.  In  each  section  an 
attempt  is  made  to  provide  a biochemical  back- 
ground for  a modern  discussion  of  the  subject. 
The  writers  hope  to  provide  an  entry  into  the 
study  of  the  biochemistry  of  disease  by  show- 
ing how  the  particular  biochemical  topics  which 
pertain  to  the  diseases  under  discussion  are  re- 
lated to  the  general  discipline  of  biochemistry. 

Principles  of  Surgery.  Volume  I and  II.  Edi- 
tor-in-Chief,  Seymour  I.  Schwartz,  M.D.  As- 
sociate Editors,  David  M.  Hume,  M.D.,  Richard 
C.  Lillehei,  M.D.,  G.  Thomas  Shires,  M.D., 
Frank  C.  Spencer,  M.D.,  and  Edward  H.  Storer, 
M.D.  Quarto  of  1,805  pages,  illustrated.  New 
York,  The  Blakiston  Division.  McGraw-Hill 
Book  Company,  1969.  Cloth,  Volume  I — $24.50. 
Volume  II— $29.50. 

In  this  work  appropriate  emphasis  has  been 
placed  on  diseases  of  modern  surgical  interest 
such  as  trauma,  transplantation,  and  the  re- 
cently appreciated  importance  of  rehabilita- 
tion. There  are  two  major  subdivisions  to  the 
text.  In  the  first  12  chapters,  subjects  that 
transcend  several  organ  systems  are  presented. 
The  second  portion  of  the  book  represents  a 
consideration  of  specific  organ  systems  and 
surgical  specialties. 

Medical  Neurology.  By  John  Gilroy.  M.D.,  and 
John  Stirling  Meyer,  M.D.  Quarto  of  720 
pages,  illustrated.  New  York,  The  Macmillan 
Company,  1969.  Cloth,  $16. 

Throughout  this  book  the  authors  have  at- 
tempted to  present  a fresh  and  original  ap- 
proach to  medical  neurology  with  emphasis  on 
pathogenesis,  clinical  diagnosis,  and  treatment 
of  neurologic  disorders.  Some  160  illustra- 
tions, both  basic  and  clinical,  have  been  in- 
cluded at  appropriate  points  in  the  text.  These 
have  been  collected  over  a twenty-year  period 
and  serve  to  clarify  the  text  discussions  and 
add  to  the  usefulness  of  the  volume. 
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in  trauma 

new 

Orenzyme 

Bitabs  One  tablet  q i d 

Trypsin  100.000  N F Units.  Chymotrypsin:  8.000  N F Units , equivalent  in  tryptic  activity  to  40  mg  of  N F trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


AFUU  OAT'S  DOSASE 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  on  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edemo.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  ond  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  os  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  hove  been 
obtained  in; 

O Accidental  Trauma 
□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  as 
indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  os  hemophilia. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rosh,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


I Ih^I  the  national  drug  company 
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Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia.. .Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  a 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1-4  broad-spectrum  antibiotics5-9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9-11 

Comprehensive  — Effective 

The  published  record  and  more  than  two 
establish  the  therapeutic  value  of  AVC  in 

Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginolly  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L:  J.  Miss.  M.A.  8:529, 

1967.  2.  Porter,  P.  $.,  and  Lyle,  J.  S.:  Arch. 

Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 

R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


decades  of  clinical  experience  clearly 
vaginitis/cervicitis  and  vaginal  surgery 
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Editorials 


Paul  Axtell  Bunn,  M.D. 

Paul  Axtell  Bunn,  M.D.,  honored  member 
of  the  Associate  Editorial  Board  of  the 
Journal  for  the  past  thirteen  years,  died 
suddenly  on  May  26,  1970. 

Dr.  Bunn  graduated  from  the  University 
of  Cincinnati  College  of  Medicine  in  1941 
and  was  a professor  of  medicine  at  the 
State  University  of  New  York  Upstate 
Medical  Center,  College  of  Medicine,  at 
Syracuse.  He  had  represented  the  school  on 
the  Editorial  Council  of  the  Journal  since 


Index  of  drug  abuse 

The  abuse  of  critical  stimulative  and 
sedative  drugs  by  the  laity  poses  a prob- 
lem of  almost  crisis  proportions  for  the 
medical  profession.  We  who  are  respon- 
sible for  the  rational  use  of  these  drugs  are 
faced  with  the  fact  that  the  uninitiated 
have  access  to  them  and  abuse  them  to  their 
detriment.  This  is  a growing  social,  legal, 
and  public  health  problem. 

It  is  estimated  that  in  this  country  60,000 
of  our  citizens  are  known  narcotic  addicts 
and  up  to  400,000  are  habituated  to  non- 
narcotic drugs.  Much  of  the  abuse  stems 
from  the  psychologic  maladjustment  of  those 
seeking  new  horizons  and  those  fleeing  from 
stern  reality.  The  disturbing  part  of  it  is 
that  many  of  these  individuals  are  our 
hostages  to  the  future — the  young. 


its  inception  in  1964. 

Dr.  Bunn  was  an  authority  on  antibiotics 
and  much  in  demand  as  a consultant  in  this 
field.  He  received  the  Journal’s  Dis- 
tinguished Service  Award  at  the  Medical 
Society’s  Annual  Convention  in  1967. 

His  generous  guidance  played  a large 
part  in  attaining  and  maintaining  the  high 
standards  of  the  Journal. 

We  have  lost  a valued  colleague  and  a 
warm  friend. 


In  the  interest  of  the  public  health  and 
safety  of  our  people,  we  reproduce  in  this 
issue  a run-down  of  the  symptoms  and  signs 
of  the  common  drug  abuses.  Prepared  by 
the  Suffolk  County  Medical  Society  in  co- 
operation with  the  District  Attorney’s  of- 
fice of  Suffolk  County,  this  index  gives  at  a 
glance  the  fingerprint  of  drug  abuse.  It 
would  be  well  to  remove  page  1823  from 
the  Journal  and  keep  it  handy  for  refer- 
ence. 

Drug  abuse  is  a social  cancer,  and  we 
know  how  rewarding  a high  index  of  sus- 
picion has  been  in  that  cellular  disorder. 
We  urge  you  to  be  alert  to  drug  abuse  par- 
ticularly among  the  adolescent.  Much 
tragedy  may  be  averted  if  you  are. 
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Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 


1348  New  York  State  Journal  of  Medicine  / July  15,  1970 


The  effectiveness  of  Flagyl  in  Trichomonas  vaginalis  vaginitis  has  been  so  constant 
that  use  of  less  effective  agents  would  seem  to  invite  unnecessary  failures.  ■ The 
simplicity,  completeness  and  persistence  of  cures  with  Flagyl  qualify  it  as  the  logical 
first  therapeutic  choice  in  trichomonal  infections. 

Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
untidy  douches,  powders,  creams  and  jellies. 

Flagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
crypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
as  reservoirs  of  reinfection  in  male  trichomonas  carriers. 

Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent 
and  often  as  high  as  100  per  cent  in  large  series  of  patients.  When 
the  diagnosis  is  positive,  Flagyl  is  positive. 

Indications:  For  the  treatment  of  trichomoniasis  in  both  male  and  female  patients  and  the  sexual  partners  of  patients 
with  a recurrence  of  the  infection  provided  trichomonads  have  been  demonstrated  by  wet  smear  or  culture.  ■ Con- 
traindications: Evidence  of  or  a history  of  blood  dyscrasia.  in  patients  with  active  organic  disease  of  the  central 
nervous  system,  and  the  first  trimester  of  pregnancy.  ■ Warnings:  Use  with  discretion  during  the  second  and  third 
trimesters  of  pregnancy  and  restrict  to  patients  not  cured  by  topical  measures.  Flagyl  is  secreted  in  the  breast  milk 
of  nursing  mothers;  it  is  not  known  whether  this  can  be  injurious  to  the  newborn.  ■ Precautions:  Mild  leukopenia 
has  been  reported  during  Flagyl  use:  total  and  differential  leukocyte  counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is  necessary.  Avoid  alcoholic  beverages  during  Flagyl  therapy 
because  abdominal  cramps,  vomiting  and  flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnormal  neurologic 
signs  occur.  There  is  no  accepted  proof  that  Flagyl  is  effective  against  other  organisms  and  it  should  not  be  used 
in  the  treatment  of  other  conditions.  Exacerbation  of  moniliasis  may  occur.  ■ Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric  distress,  abdominal  cramping,  constipation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and  stomatitis  possibly  associated  with  a sudden  overgrowth  of  Monilia.  exacerba- 
tion of  vaginal  moniliasis,  an  occasional  reversible  moderate  leukopenia,  dizziness,  vertigo,  drowsiness,  incoordina- 
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"["he  association  of  bleeding  tendency  with 
uremia  has  been  recognized  for  over  a cen- 
tury; epistaxis,  hemoptysis,  menorrhagia, 
and  purpura  often  occur  in  patients  with 
renal  failure  and  are  usually  associated  with 
an  abnormally  high  blood-urea  level.1 

With  the  advent  of  new  developments  in 
the  management  of  azotemia  including  addi- 
tional knowledge  of  electrolyte  and  meta- 
bolic behavior  following  hemodialysis  and 
renal  transplantation,  it  is  possible  for 
many  patients  with  acute  uremia  to  recover 
and  for  patients  with  chronic  uremia  to  live 
longer.  The  control  of  the  hemorrhagic  di- 
athesis then  becomes  of  primary  interest  in 
these  situations. 

The  cause  of  the  bleeding  disorder  is  not 
clear;  implicated  have  been  clotting  factor 


abnormalities,2  thrombocytopenia,3  capillary 
fragility,4  and  especially  disorders  in  plate- 
let function,2-5  9 even  when  platelet  numbers 
were  normal.10  12  The  platelet  dysfunction 
seems  to  be  reversible  by  dialysis,13  and  ap- 
pears to  be  involved  with  defective  platelet 
factor  III  activation,  due  to  either  high  con- 
centration of  urea  in  the  blood  or  its  meta- 
bolic intermediates.14  19 

At  the  Regional  Kidney  Center  of  the 
New  York  State  Department  of  Health,  Ros- 
well Park  Memorial  Institute,  Buffalo,  we 
had  the  opportunity  to  study  patients  who 
were  in  chronic  renal  failure  or  were 
anephric  and  who  were  being  maintained  by 
long-term  intermittent  hemodialysis.  Some 
eventually  received  kidney  transplants. 
Bleeding  episodes  were  infrequent.  We 
evaluated  the  effects  of  acute  and  long-term 
intermittent  hemodialysis,  under  either  gen- 
eral or  regional  heparinization,  on  coagula- 
tion factors  and  platelet  function  and  the 
relevance  of  blood-urea  (and  creatinine) 
levels  to  these  parameters.  An  attempt  was 
made  to  characterize  defective  hemostatic 
function  by  the  use  of  multiple  screening 
procedures  and  specific  assays  and  to  de- 
velop a logical  series  of  laboratory  proce- 
dures which  would  aid  in  avoiding  or  pre- 
dicting possible  hemorrhagic  and  thrombo- 
embolic complications. 

Materials  and  methods 

Twenty-one  patients,  7 men  and  14 
women,  ranging  in  age  from  twenty-one  to 
sixty-two  years,  were  studied  over  a seven- 
month  period.  Their  diagnoses  of  renal 
disease  had  been  confirmed  by  open  or  per- 
cutaneous needle  biopsy  of  the  kidney.  The 
group  included  10  patients  with  chronic 
pyelonephritis,  5 with  nephrosclerosis,  3 
with  chronic  glomerulonephritis,  2 with 
familial  nephritis,  and  1 with  polycystic 
kidney  disease.  They  were  accepted  for 
chronic  hemodialysis  in  the  face  of  acute, 
life-threatening  metabolic  derangements,  as 
well  as  end-stage  renal  disease,  both  for 
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TABLE  I.  Normal  ranges  and  values  considered  indicative  of  abnormal  platelet  function 
or  decreased  coagulation  factor  levels* 


Parameter 

Normal  Range 

Abnormal  Value 

Lee-White  clotting  time  (min.) 

Glass  tubes 

8 to  10 

10.5  or  more 

Plastic  tubes 

25  to  30 

35  or  more 

Clot  retraction  (mm.) 

20  to  30 

18  or  less 

Red  cell  fallout  (per  cent  in  4 hrs.) 

0 to  25 

30  or  more 

Platelets  (per  cubic  millimeter) 

200,000  to  400,000 

150,000  or  less 

Platelet  adhesiveness  (per  cent) 

20  to  50 

15  or  less 

Recalcified  plasma  clotting  time,  platelet-poor 

minus  platelet-rich  (sec.) 

30  to  35 

25  or  less 

Recalcified  plasma  clotting  time  (platelet-rich) 

minus  partial  thromboplastin  time  (sec.) 

10  to  20 

25  or  more 

Prothrombin  consumption  (per  cent) 

90  to  100 

85  or  less 

Thrombelastogram 

r plus  k (min.) 

12  to  21 

25  or  more 

ma  (mm.) 

60  to  75 

55  or  less 

Platelet  aggregation 

Lag  (min.) 

0 

1 or  more 

Amplitude  (units) 

3 to  5 

2 or  less 

Time  (min.) 

2 to  4 

5 or  more 

One-stage  prothrombin  time  (per  cent) 

60  to  100 

55  or  less 

Recalcified  plasma  clotting  time  (sec.) 

Platelet  poor 

60  to  90 

95  or  more 

Platelet  rich 

40  to  60 

65  or  more 

Real  prothrombin  (per  cent) 

60  to  100 

55  or  less 

Fibrinogen  (mg.  per  100  ml.) 

200  to  400 

180  or  less 

Partial  thromboplastin  time  (sec.) 

30  to  40 

45  or  more 

Fibrin  stabilizing  factor  (per  cent 

Men 

29 . 5 to  36 . 5 

25  or  less 

Women 

44.6  to  56.6 

40  or  less 

* Roswell  Park  Memorial  Institute  Laboratories. 


chronic  maintenance  and  in  preparation  for 
renal  allografting. 

Hemodialysis  was  performed  with  the 
single  pass  recirculating  cellophane  or 
cuprophan  coil,  using  the  UF  145  and  UF 
100  coils,*  according  to  individual  need,  via 
either  percutaneous  catheterization  of  the 
femoral  vein  or  artery,  or  internal  or  ex- 
ternal arteriovenous  shunts.  Most  patients 
were  dialyzed  twice  weekly,  an  average  of 
twelve  hours  per  week,  under  either  general 
or  regional  heparinization.  Necessity  for. 
and  effectiveness  of,  hemodialysis  were 
gauged  by  frequent  determinations  of  serum 
urea,  creatinine,  blood  gases,  potassium,  so- 
dium, calcium,  blood  hemoglobin,  and  red 
cell  hematocrit.  Bone-marrow  examinations 
were  performed  monthly.  Patients  were  in- 
structed to  adhere  to  daily  diets  low  in  pro- 
tein, sodium,  and  potassium  and  to  adjust  to 
minimal  fluid  intake.20 

Blood  samples  for  the  analysis  of  coagula- 
tion factors  and  evaluation  of  platelet  func- 
tion were  drawn  before  and  eighteen-to- 


forty-eight  hours  after  hemodialysis,  before 
and  after  renal  transplantation,  and  at  other 
times  during  the  patient’s  course  of  hospital 
association.  The  standard  two-syringe 
technic  was  used  with  plastic  syringes, 
hemorepellant  needles,  and  siliconized  col- 
lection tubes  (3.8  per  cent  sodium  citrate 
anticoagulant  when  indicated) . 

A battery  of  tests,  both  qualitative  and 
quantitative,  were  used  to  characterize 
platelet  function.  These  included  a com- 
parison of  the  Lee-White  clotting  time  at 
37  C.  in  glass  and  plastic  tubes21 ; quantita- 
tive measurements  of  clot  retraction  and  red 
cell  fallout22  (the  latter  an  indication  of  the 
ability  of  platelets  to  assist  in  maintaining 
the  integrity  of  a clot,  as  well  as  an  indica- 
tor of  fibrinolysis)  ; platelet  count  by  phase 
microscopy23 ; platelet  adhesiveness24 ; plate- 
let aggregation  with  adenosine  diphosphate 
using  the  platelet  Aggregometert25;  recalci- 
fied plasma  clotting  time20  (comparison  be- 
tween platelet-poor  and  platelet-rich  plasmas 
and  if  platelet-rich  plasma  had  a signifi- 


* Travenol  Laboratories  Inc.,  Division  of  Baxter  Labora- 
tories, Inc.,  Morton  Grove,  Illinois. 
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FIGURE  1.  Platlelet-function  tests  and  coagula- 
tion parameters  showing  abnormal  results  at  (A) 
various  blood-urea  nitrogen  levels,  and  (B)  vari- 
ous serum  creatinine  levels. 


cantly  shorter  clotting  time  than  platelet- 
poor,  adequate  platelet  factor  3 availabil- 
ity was  indicated)  ; prothrombin  consump- 
tion27; and  thrombelastography*  utilizing 
platelet-rich  plasma.28  In  addition,  blood 
urea  nitrogen  and  creatinine  levels  were  de- 
termined, and  the  following  coagulation 
studies  were  performed : Quick26  one-stage 
prothrombin  time,  using  brain  thrombo- 
plastin7; real  prothrombin  (Factor  II)27; 
partial  thromboplastin  time,  using  a phos- 
pholipid platelet  substitute  (Thrombofax)  ,29 
these  values  were  compared  with  those  ob- 
tained for  the  platelet-rich  recalcified 
plasma  clotting  time,  to  estimate  the  rela- 
tive efficiency  of  the  patient’s  own  platelets 
in  the  clotting  process;  and  fibrinogen 
level  (Factor  I)30  and  in  some  cases  meas- 

* Haemoscope  Corporation,  Albertson,  New  York, 
t Ortho  Diagnosis,  Raritan,  New  Jersey. 


urement  of  fibrin  stabilizing  factor  (Factor 
XIII).31 

All  of  the  information  obtained  was  sub- 
jected to  statistical  analysis  in  an  attempt 
to  demonstrate  a correlation  with  blood  urea 
nitrogen  and/or  creatinine  levels  and  to 
elucidate  the  effects  of  hemodialysis. 

Results 

BLOOD  UREA  NITROGEN  AND  ABNORMALI- 
TIES. Table  I lists  normal  ranges  of  values 
in  our  laboratory  for  the  various  parameters 
investigated  and  at  which  point  values 
found  would  be  considered  to  be  indicative 
of  abnormal  platelet  function  or  decreased 
coagulation  factor  levels.  When  all  such  ab- 
normal results  were  plotted  against  blood 
urea  nitrogen  levels,  it  became  apparent 
that  in  spite  of  the  absence  of  frank  hemor- 
rhagic episodes,  abnormalities,  nevertheless, 
existed  in  many  of  the  coagulation  parame- 
ters measured,  throughout  the  blood  urea 
nitrogen  range  but  without  a specific  corre- 
lation with  blood  urea  nitrogen  levels  (Fig. 
1A).  A correlation  did  exist,  however,  be- 
tween low  platelet  numbers  and  abnormal 
platelet  function  test  results.  A similar 
graphing  of  abnormal  results  against  cre- 
atinine levels  also  showed  the  same  relation- 
ships (Fig.  IB) . 

Effects  of  hemodialysis.  Table  II  lists 
the  means  and  ranges  of  all  values  obtained 
before  and  eighteen  to  forty-eight  hours 
after  dialysis.  Blood  urea  nitrogen  values 
averaged  86.4  mg.  per  100  ml.  (range  from 
18  to  190  mg.  per  100  ml.)  predialysis  and 
were  reduced  to  a mean  of  53.5  mg.  per  100 
ml.  (range  11  to  100  mg.  per  100  ml.)  post- 
dialysis. None  of  the  other  parameters 
exhibited  statistically  significant  changes. 

The  data  were  further  broken  down  to 
compare  differences  in  groups:  patients 

with  poor  kidney  function  versus  the 
anephric  state;  patients  with  kidney  trans- 
plants versus  no  transplant;  patients  with 
partially  functional  original  kidney  versus 
patients  with  transplanted  kidneys;  patients 
with  multiple  transfusions  during  hemo- 
dialysis versus  those  who  received  no  trans- 
fusions; patients  dialyzed  with  regional 
heparinization  versus  those  dialyzed  under 
general  heparinization;  and  comparisons 
were  also  made  between  various  individual 
primary  disease  processes.  In  none  of  these 
cases  were  there  statistically  significant  dif- 
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TABLE  II.  Effect  of  hemodialysis  on  platelet-function  tests  and  coagulation  factor  levels 

(means  and  ranges) 


Parameter 

Predialysis 

Postdialysis, 
18  to  48  Hours 

Blood  urea  nitrogen  (mg.  per  100  ml.) 

(normal  range:  0 to  20) 

86.4  (18  to  190) 

53.5  (11  to  100)* 

Creatinine  (mg.  per  100  ml.)  (normal  range:  0.7  to  1.2) 
Lee-White  clotting  time  (min.) 

10.6  (4.7  to  21) 

9.7  (2.8  to  21) 

Glass  tubes 

9.7  (7  to  13.5) 

10  (7.5  to  12.5) 

Plastic  tubes 

33.6  (14  to  59) 

36 . 4 (16  to  63) 

Clot  retraction  (mm.) 

29 . 2 (15  to  39) 

28.3  (16  to  38) 

Red  cell  fallout  (per  cent  in  4 hrs.) 

5.2  (1  to  17) 

7.6  (3  to  15) 

Platelets  (per  cubic  millimeter) 

208,600  (40,000 

169,000  (35,000 

to  560,000) 

to  400,200) 

Platelet  adhesiveness  (per  cent) 

32.8  (5  to  76) 

30.3  (4  to  69) 

Prothrombin  consumption  (per  cent) 
Thrombelastogram 

90.1  (72  to  98) 

88.9  (75  to  98) 

r plus  k (min.) 

13.7  (6.5  to  22.7) 

16.1  (8  to  28) 

ma  (mm.) 

70 . 7 (54  to  83) 

68 . 2 (46  to  80) 

One-stage  prothrombin  time  (per  cent) 
Recalcified  plasma  clotting  time,  (sec.) 

87  (46  to  145) 

85  (55  to  115) 

Platelet  poor 

84  (54  to  176) 

53  (20  to  88) 

Platelet  rich 

87  (48  to  118) 

61  (30  to  115) 

Real  prothrombin  (per  cent) 

103  (38  to  300) 

98  (42  to  200) 

Fibrinogen  (mg.  per  100  ml.) 

408  (233  to  714) 

385  (194  to  670) 

Partial  thromboplastin  time  (sec.) 

35  (23  to  50) 

36  (25  to  50) 

Fibrin  stabilizing  factor  (per  cent) 

37.3  (24.9  to  55) 

35  (25 . 5 to  53) 

* Difference  statistically  significant  at  the  99  per  cent  level  (P  = <0.01). 


TABLE  III.  Differences  in  platelet-function  tests  and  coagulation  factor  levels,  pre-  and 
eighteen-to-twenty-four-hours  post-hemodialysis  (decrease  (— ) and  increase  (+)) 

Differences  Statistical 


Parameter 

(Means  and  Ranges) 

Significance 

Blood  urea  nitrogen  (mg.  per  100  ml.) 

-33  (-67  to  -16) 

P = <0.001 

Creatinine  (mg.  per  100  ml.) 
Lee-White  clotting  time  (min.) 

-2.06  (-7.3  to  +2.3) 

P = <0.05 

Glass  tubes 

+ 0.2  (-4.5  to  +3.5) 

None 

Plastic  tubes 

+ 1.4  (-11  to  +13) 

None 

Clot  retraction  (mm.) 

+ 0.3  (-4  to  +7) 

None 

Red  cell  fallout  (per  cent  in  4 hrs.) 

+ 1 (-3  to  +12) 

None 

Platelets  (per  cubic  millimeter) 

-15,000  (-105,000  to 
+ 70,000) 

None 

Platelet  adhesiveness  (per  cent) 

-6  (-51  to  +25) 

None 

Prothrombin  consumption  (per  cent) 
Thrombelastogram 

-3  (-14  to  +3) 

P = <0  01 

r plus  k (min.) 

+ 2.8  (-7  to  +15) 

Borderline 

ma  (mm.) 

-2.2  (-16  to  +7) 

None 

One-stage  prothrombin  time  (per  cent) 
Recalcified  plasma  clotting  time  (sec.) 

-4  (-25  to  +20) 

None 

Platelet  poor 

+ 4 (-20  to  +37) 

None 

Platelet  rich 

+ 3 (-20  to  +27) 

None 

Real  prothrombin  (per  cent) 

+ 8 (-42  to  +100) 

None 

Fibrinogen  (mg.  per  100  ml.) 

+ 20  (-77  to  +69) 

P = <0.05 

Partial  thromboplastin  time  (sec.) 

+ 2.4  (-8  to  +13) 

Borderline 

Fibrin  stabilizing  factor  (per  cent) 

Recalcified  plasma  clotting  time  (platelet-poor  minus 

-0.3  (-4.2  to  +4.8) 

None 

platelet-rich  (sec.) 

Recalcified  plasma  clotting  time  (platelet-rich)  minus 

+ 2.5  (-32  to  +32) 

None 

partial  thromboplastin  time  (sec.) 

-1  (-23  to  +21) 

None 

ferences  obtained.  The  serial  bone-marrow  abnormal  findings.  Differences  were  calcu- 

aspirations  did  not  exhibit  progressively  lated  between  values  obtained  before  and 
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eighteen  to  twenty-four  hours  after  dialysis 
(.Table  III).  Here,  statistically  significant 
changes  were  apparent  in  creatinine  levels, 
blood  urea  nitrogen,  prothrombin  consump- 
tion, and  fibrinogen  levels.  Thrombelasto- 
gram  (r  plus  k values)  and  fibrin  stabiliz- 
ing factors  levels  showed  close  to  significant 
alterations. 

Comment 

Our  initial  studies  indicated  the  existence 
of  platelet  function  abnormalities  in  many 
of  the  uremic  patients  examined,  although 
hemorrhage  was  rare.  Through  regular  and 
frequent  hemodialysis,  blood  urea  nitrogen 
levels  were  maintained  usually  under  100 
mg.  per  100  ml.  The  high  levels  of  azote- 
mia, 200  to  300  mg.  per  100  ml.,  which  have 
been  implicated  in  hemorrhagic  episodes, 
did  not  occur  in  this  group  of  patients.  If 
there  were  urea  metabolites  present  which 
could  inhibit  platelet  function,  they  never 
reached  concentrations  high  enough  to  cause 
clinically  apparent  problems. 

Indeed,  it  seemed  that  many  of  the  plate- 
let-function  abnormalities  could  be  corre- 
lated with  low  platelet  numbers  (Fig.  1A). 
There  were  36  observations  of  platelet 
counts  under  150,000  per  cubic  millimeter. 
If  the  abnormal  function  test  results  which 
could  be  associated  with  actual  platelet  num- 
bers were  eliminated,  then  we  were  left  with 
probable  azotemia-related  defects  in  two 
parameters  not  dependent  on  platelet  num- 
bers: platelet  adhesiveness  (29  pf  83  ob- 

servations) and  adenosine  diphosphate-in- 
duced platelet  aggregation  (17  of  39  ob- 
servations) . 

At  blood  urea  nitrogen  levels  above  105 
mg.  and  below  20  mg.  per  100  ml.,  when 
platelet  numbers  were  normal,  a few  pa- 
tients demonstrated  abnormal  results  in  the 
other  platelet  function  tests. 

Coagulation  tests  not  related  to  platelet 
function  showed  abnormal  results  in  few 
instances  except  for  fibrin  stabilizing  factor 
levels  which  were  low  in  12  of  35  observa- 
tions. Hemodialysis  seemed  to  reduce  blood 
urea  nitrogen  and  creatinine  blood  levels 
effectively  while  producing  no  serious  un- 
toward effects  on  either  platelets  or  coagula- 
tion factors.  There  were  some  indications 
that  platelet  function  had  been  slightly  com- 
promised postdialysis  (Table  III  shows  de- 


creased thrombelastographic  r plus  k times) 
and  that  there  were  some  coagulation 
changes  (prolonged  partial  thromboplastin 
time  and  increased  fibrinogen  levels).  How- 
ever, none  of  these  changes  were  clinically 
important. 

Our  hemodialysis  service  has  been  able 
successfully  to  maintain  uremic  patients 
free  from  hemorrhagic  and  thrombotic 
complications.  Through  a combination  of 
careful  attention  to  diet,  regular  and  fre- 
quent hemodialysis  procedures  utilizing 
either  regional  or  general  heparinization, 
and  constant  monitoring  of  laboratory  pa- 
rameters, blood  urea  nitrogen  levels  were 
sustained  at  levels  which  did  not  affect  the 
clotting  mechanism  sufficiently  to  induce 
aberrant  hemostasis.  Hemodialysis,  as  per- 
formed in  our  unit,  had  no  significant  dele- 
terious effects  on  platelets  or  plasma  coagu- 
lation factors. 

Summary 

Twenty-one  patients  with  severe  renal 
disease  were  treated  with  intermittent 
hemodialysis  over  a seven-month  period. 
Measurements  were  made  of  the  effects  of 
acute  and  chronic  hemodialysis  on  platelet 
function  and  coagulation  factors  and  the 
relevance  of  blood-urea  and  creatinine  levels 
to  these  parameters.  Some  changes  in  he- 
mostatic parameters  were  induced  by  hemo- 
dialysis, but  none  of  these  were  clinically 
important.  The  patients  remained  free  of 
hemorrhage  and  thrombosis  during  their 
hospital  course. 
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There  were  very  few  reports  of  surgery  being 
delayed  for  lack  of  blood;  such  reports  were 
numerous  last  year. 

Most  important  many  blood  banks  reported 
an  increase  in  donors  in  January,  1970,  over 
January,  1969,  some  as  high  as  25  per  cent.  A 
large  number  of  people  gave  for  the  first  time, 
and  when  a person  gives  once  he  discovers  his 
fears  to  be  groundless,  and  he  is  happy  to  be- 
come a regular  donor. 
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y HE  NUMBER  OF  DRUGS  whose  primary  site 
of  action  is  on  the  nervous  system  is  ex- 
tremely large.  Furthermore,  there  has  been 
a great  increase  in  their  number  and  their 
use  during  recent  years.  They  are  pre- 
scribed mainly  for  the  relief  of  symptoms 
that  are  either  neurologic  or  psychiatric  in 
nature,  but  all  or  most  of  them  are  in  the 
pharmacologic  armamentarium  of  the  prac- 
ticing physician,  who  should  be  aware  of 
their  dangers  and  side-effects  as  well  as  of 
their  therapeutic  implications. 

The  present  discussion  will  be  limited  to 
the  following : hypnotics  and  sedatives, 

major  tranquilizers  or  antipsychotic  drugs, 
minor  tranquilizers  or  so-called  antianxiety 
drugs,  antidepressants  and  cerebral  stimu- 
lants, and  anticonvulsants.  Furthermore, 
because  of  the  large  number  of  drugs  in  each 
of  these  categories,  consideration  will  be 
limited  to  those  which  are  best  known  and 
most  widely  used  or  advertised. 

Almost  every  drug  may  produce  toxic  re- 
actions if  administered  in  an  excessive  dose.1 
In  addition  to  the  toxicity,  which  is  often  an 
exaggeration  of  the  pharmacologic  effect  de- 
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sired  as  part  of  the  therapeutic  action  of  the 
drug,  there  are  side-effects,  which  are  un- 
desired actions.2  Toxic  reactions  are  usually 
dose-related  and  may  occur  in  any  individual 
if  the  amount  of  the  drug  is  large  enough. 
Side-effects  are  not  necessarily  dose-related. 
Some  toxic  and  side-effects  become  manifest 
only  after  prolonged  administration.  Idio- 
syncrasy, or  hypersensitivity,  refers  to  un- 
anticipated toxic  or  side  reactions  which  oc- 
cur unpredictably  in  some  patients  following 
administration  of  ordinary  therapeutic 
doses  of  the  drug.  There  is  no  way  of  pre- 
dicting such  a reaction,  and  it  often  requires 
prior  sensitization  or  exposure.  Occa- 
sionally the  patient  responds  in  an  entirely 
aberrant  manner  to  a drug,  for  example  by 
excitement  to  a barbiturate.  Furthermore, 
drugs  given  together  may  induce  reactions 
that  neither  will  exhibit  when  given  sepa- 
rately. It  must  be  borne  in  mind  that  all 
drugs  which  act  on  the  nervous  system  have 
an  exaggerated  effect  on  elderly  or  senile 
patients,  in  whom  a very  small  dose  may 
bring  about  side-effects  or  toxic  reactions. 
Administration  in  these  patients  should 
start  with  significantly  less  than  the  usual 
therapeutic  dose,  followed  by  a very  gradual 
increase  in  the  amounts  given.  In  addition, 
and  this  is  especially  true  for  drugs  that  act 
on  the  nervous  system,  there  may  be  with- 
drawal effects  which  follow  the  abrupt 
cessation  of  the  use  of  the  drug  which  has 
been  ingested  over  some  period  of  time. 

Hypnotics  and  sedatives 

The  hypnotic  and  sedative  drugs  make  up 
a very  large  and  important  group  of  those 
that  act  on  the  central  nervous  system : bro- 
mides; barbiturates:  phenobarbital  (Lumi- 
nal), amobarbital  (Amytal),  butabarbital 
(Butisol),  pentobarbital  (Nembutal),  and 
secobarbital  (Seconal)  ; chloral  hydrate; 
paraldehyde ; carbromal ; sulfonmethane 
(Sulfonal)  ; ethchlorvynol  (Placidyl) 3-5 ; 
ethinamate  (Valmid)6;  glutethimide  (Do- 
riden)7-11;  and  methyprylon  (Noludar)  .12'13 
They  are  used  to  bring  on  sleep,  aid  in 
relaxation,  decrease  tension  and  anxiety, 
control  convulsive  seizures,  and  induce 
anesthesia,  among  many  uses.1415 

In  discussing  sedatives  from  a historic 
point  of  view,  the  bromides  should  be  men- 
tioned first,  although  they  are  rarely  em- 
ployed at  the  present  time.  It  must  be 
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stated,  however,  that  there  still  are  propri- 
etary and  other  preparations  that  do  con- 
tain significant  amounts  of  bromides,  and 
as  a consequence  we  cannot  completely  dis- 
regard the  manifestations  of  bromide  intoxi- 
cation. Acute  bromide  intoxication  is  rare 
because  the  amount  of  the  drug  sufficiently 
large  to  elevate  the  serum  bromides  to  a 
toxic  level  can  hardly  be  ingested  and  re- 
tained without  vomiting,  but  chronic  bro- 
mide intoxication  has  been  common  in  the 
past.  With  the  continued  use  of  therapeutic 
doses  there  is  a gradual  elevation  of  the 
blood  bromide  content  to  toxic  levels.  The 
symptoms  may  start  with  a rash,  excessive 
lacrimation,  conjunctivitis,  anorexia,  and 
constipation,  accompanied  or  followed  by  the 
development  of  neurologic  and  psychic  com- 
plications. First  there  are  impairments  of 
thought  and  memory,  personality  change, 
restlessness,  and  irritability,  along  with 
tremors,  ataxia,  and  slurred  speech.  Later 
there  is  lowering  of  consciousness  with  the 
development  of  delirium  with  delusions, 
mania,  auditory  and  visual  hallucinations, 
stupor,  and  coma. 

The  most  extensively  used  hypnotics  and 
sedatives  are  the  barbiturates.  Barbital 
was  introduced  in  1903,  and  phenobarbital 
several  years  later.  The  latter  is  the  most 
widely  used  one,  but  many  others,  some 
more  rapidly  acting,  are  preferred  by  many 
patients  and  physicians.  Barbiturates  are 
the  most  common  agents  used  for  attempted 
suicide  and  account  for  approximately  one 
fourth  of  all  poisoning  deaths.  Although 
the  majority  of  cases  of  acute  intoxication 
are  intentional,  accidental  overdosage  may 
occur  in  patients  already  under  the  influence 
of  the  drugs.  The  symptoms  consist  of 
lethargy,  deep  sleep,  and  then  coma.  Respi- 
rations and  blood  pressure  decline;  the  re- 
flexes conform  to  the  depth  of  the  cerebral 
depression;  and  death  may  result  if  treat- 
ment is  not  carried  out  promptly.  A period 
of  excitement  with  delirium  and  hallucina- 
tions may  precede  the  depression  of  the 
nervous  system. 

Chronic  poisoning  may  occur  from  con- 
tinued use  of  barbiturates  in  doses  which 
allow  for  cumulative  toxic  effects.  There 
are  mental  dullness,  slowness,  and  difficulty 
with  thought,  emotional  instability,  poor 
judgment,  personality  change,  confusion, 
and  drowsiness.  Neurologic  signs  consist  of 


tremors  and  other  abnormal  movements, 
nystagmus,  dysarthria,  ataxia,  and  paresis 
of  the  limbs.  The  symptoms  may  simulate 
those  of  either  a progressive  intellectual 
deterioration  or  chronic  alcoholism.  Some- 
times there  is  an  associated  organic  psy- 
chosis. 

It  has  been  demonstrated  unequivocally 
that  barbiturates,  as  well  as  other  drugs  of 
the  sedative  and  hypnotic  group,  may  pro- 
duce physical  dependence,  habituation,  and 
addiction.10  They  qualify  as  truly  addicting 
drugs,  and  the  number  of  persons  so  ad- 
dicted is  large.  It  was  not  until  1940  that 
the  clinical  symptomatology  of  barbiturate 
withdrawal  was  clearly  delineated,  and  it 
was  shown  that  when  barbiturates  were 
abruptly  withdrawn  from  persons  who  had 
been  ingesting  large  amounts  regularly  (and 
this  is  especially  true  of  those  addicted  to 
the  drugs)  they  would  develop  tremors, 
anxiety,  insomnia,  restlessness,  and  weak- 
ness.17-24 Of  these,  75  per  cent  have  one  or 
more  convulsions  and  60  per  cent  develop  a 
syndrome  resembling  delirium  tremens. 
These  drugs  should  be  withdrawn  very 
slowly  if  psychic  and  physical  dependence 
has  developed.  The  sudden  onset  of  con- 
vulsions in  a patient  who  has  not  had  them 
previously,  coming  on  during  hospitalization 
for  some  illness  other  than  one  associated 
with  the  use  of  barbiturates,  may  be  the 
result  of  such  withdrawal  in  an  addicted 
person. 

“Hangover”  from  residual  sedation  is  un- 
predictable, but  occurs  in  some  patients  even 
with  the  use  of  the  short-acting  barbitu- 
rates. Paradoxical  excitement  may  occur  in 
certain  individuals,  most  frequently  in  the 
overactive,  “brain-damaged”  child.  Bar- 
biturates given  in  large  amounts  may  sup- 
press respirations  and  cause  cerebral  edema 
and  even  death.  They  have  often  been  ad- 
ministered parenterally  in  such  doses  in 
the  treatment  of  status  epilepticus.  In  such 
cases,  deepening  of  coma  and  persisting  or 
return  of  convulsions  may  indicate  the  de- 
velopment of  such  cerebral  edema. 

Other  sedative  drugs  that  have  a long 
history  of  use  include  chloral  hydrate,  paral- 
dehyde, carbromal,  sulfonmethane,  and  re- 
lated drugs.  These  have  actions  quite  simi- 
lar to  those  of  the  barbiturates,  although  in 
general  they  have  not  been  used  as  exten- 
sively. Both  acute  and  chronic  poisoning 
may  occur,  however,  with  any  of  these,  and 
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the  symptoms  are  in  general  similar  to  those 
of  acute  or  chronic  barbiturate  poisoning. 
Because  of  its  unpleasant  taste  and  odor, 
paraldehyde  is  usually  not  used  in  excessive 
amounts,  although  there  are  paraldehyde 
addicts.  There  also  are  individuals  ad- 
dicted to  the  use  of  chloral  hydrate.  This 
latter  drug  is  the  usual  constituent  of  the 
so-called  “knock-out  drops”  or  “Mickey 
Finn”  administered  in  alcoholic  beverages. 
It,  or  it  combined  with  alcohol,  may  cause 
deep  stupor,  respiratory  difficulties,  drop  in 
blood  pressure  and  body  temperature,  or 
even  death. 

Many  newer  nonbarbiturate  hypnotics  and 
sedatives  have  seen  wide  use  in  recent  years. 
The  most  common  of  these  are  ethchlor- 
vynol,8-5  ethiamate,6  glutethimide,7-11  and 
methyprylon. 12,13  These  are  all  said  to  be 
effective  and  well  tolerated,  to  have  a short 
period  of  action,  and  to  lack  the  contraindi- 
cations or  side-effects  of  the  barbiturates. 
Because  these  drugs  are  somewhat  less 
potent  as  central  nervous  system  depressants 
than  the  barbiturates,  larger  amounts  are 
required  to  produce  deep  sedation  and  de- 
pression. If,  however,  administered  in  suf- 
ficiently large  doses  or  if  used  over  long 
periods  of  time,  they  do  have  side-effects  and 
toxic  reactions  almost  identical  to  those  of 
the  barbiturates.  Death  following  stupor 
and  respiratory  failure  have  been  reported 
with  the  ingestion  of  large  amounts  of  each 
of  them,  usually  for  suicidal  purposes.  They 
may  also,  with  prolonged  use,  have  cumula- 
tive effects  and  cause  a neurologic  and 
psychic  syndrome  similar  to  that  of  chronic 
barbiturate  intoxication.  Each  of  them  has, 
in  susceptible  individuals  (and  these  are  the 
persons  most  apt  to  use  drugs  of  this  type) , 
produced  psychogenic  dependence,  habitua- 
tion, and  addiction.  Insomnia,  agitation, 
tremors,  ataxia,  disorientation,  delirium, 
psychotic  behavior,  and  even  convulsions 
and  death  have  been  reported  following 
abrupt  withdrawal  of  them  after  prolonged 
use. 

Major  tranquilizers 
(antipsychotic  drugs) 

The  concept  of  bringing  about  a calm  or 
more  tranquil  mental  state  without  a con- 
siderable degree  of  sedation  is  of  fairly  re- 
cent origin,  although  it  has  been  known 


from  early  times  that  alcohol  in  its  various 
forms  of  administration,  the  opiate  deriva- 
tives, cannabis  and  related  preparations, 
and  many  other  substances  can  do  this,  and 
such  a state  may  even  be  brought  about  by 
hypnotics  and  sedatives  when  given  in  less 
than  a hypnotic  dose.14  The  major  tranquil- 
izers are: 

Reserpine 

Phenothiazines 

Chlorpromazine  (Thorazine) 

Carphenazine  maleate  (Proketazine) 
Fluphenazine  (Permitil,  Prolixin) 
Perphenazine  (Trilafon) 

Prochlorperazine  (Compazine) 

Promazine  hydrochloride  (Sparine) 
Promethazine  hydrochloride  (Phenergan) 
Thiopropazate  dihydrochloride  (Dartal) 
Thioridazine  hydrochloride  (Mellaril) 
Trifluoperazine  dihydrochloride  (Stelazine) 
Triflupromazine  (Vesprin) 

Haloperidol  (Haldol) 

Probably  the  first  drug  to  which  the  term 
“tranquilizer”  was  given  was  Rauwolfia  ser- 
pentina, a drug  which  has  been  used  as  a 
tranquilizer  for  centuries  in  India.  The 
derivatives  of  this  drug  have  been  used 
pharmacologically  for  some  thirty  years,  the 
most  common  one  being  reserpine.  It  has 
two  major  actions,  the  first  is  that  of  allay- 
ing anxiety  and  exerting  a calming  effect 
without  excessive  hypnotic  or  sedative  ac- 
tion and  the  second  is  its  effect  in  lowering 
the  blood  pressure.  It  may,  however,  in 
large  doses  and  in  susceptible  individuals, 
cause  marked  sedation  similar  to  that  seen 
with  the  use  of  hypnotics  and  sedatives,  and 
in  addition  it  has  frequently  caused  emo- 
tional depression,  even  to  the  degree  at 
wThich  a patient  may  attempt  to  commit 
suicide.  Also  this  is  the  first  drug  with  the 
use  of  which  parkinsonian  manifestations 
have  been  reported.  The  onset  of  these 
varies  with  individuals  and  with  the  amount 
of  drug  ingested,  but  the  typical  tremor, 
bradykinesia,  l'igidity,  facies,  gait,  and  so 
on  of  Parkinson’s  disease  may  develop  fol- 
lowing use  of  the  drug.  As  newer  synthetic 
drugs  have  appeared,  reserpine  has  been 
used  less  and  less  frequently  as  a tranquil- 
izer. Its  major  use  today  apparently  is  in 
the  treatment  of  hypertension,  but  even  for 
that  use  other  more  effective  drugs  have 
largely  replaced  it. 

The  next  group  of  tranquilizers  to  re- 
ceive clinical  use  were  the  phenothiazines, 
and  now  there  is  a large  number  of  these 
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which  have  had  extensive  use  both  as  tran- 
quilizers in  anxiety  states  and  in  the  treat- 
ment of  various  psychotic  manifestations, 
including  the  symptoms  of  schizophrenia. 
The  first  of  these  to  be  brought  out  and  to 
be  widely  used  clinically  was  chlorpromazine, 
and  now  there  are  many  others.  The  phar- 
macologic action  of  the  various  drugs  in 
this  group  varies  from  mild  to  highly  potent. 
They  are  all  derivatives  of  phenothiazine 
and  most  have  similar  actions.  They  all 
cause  sedation  in  varying  degrees.  These 
drugs  also,  as  is  true  with  all  drugs  having 
sedative  action,  have  cumulative  effects  and 
cause  lethargy,  confusion,  and  lowered  con- 
sciousness with  prolonged  use  and  in  toxic 
doses  may  cause  respiratory  depression, 
stupor,  coma,  and  death.  Most  of  them 
have  some  toxic  action  on  the  autonomic 
nervous  system.  They  occasionally  cause 
hypertensive  crises,  tachycardia,  bowel  and 
bladder  paralysis,  and  inhibition  of  ejacula- 
tion. A few  instances  of  unexpected  death, 
even  following  the  administration  of  a 
single  dose,  have  been  reported.  Although 
it  has  never  been  proved  pathologically  that 
the  drug  in  itself  was  the  cause  of  death,  it 
has  been  suggested  that  the  death  resulted 
from  syncope  and  cardiac  standstill  possibly 
associated  with  the  drug’s  toxic  effects  on 
the  autonomic  nervous  system.25  Behavioral 
changes  from  oversedation  include  impaired 
psychomotor  function,  confusion,  disorien- 
tation, restlessness,  and  excitement. 

In  addition  to  these  occasional  adverse 
effects  on  the  psyche  and  obtundation  from 
either  overdose  or  idiosyncratic  susceptibil- 
ity, certain  specific  patterns  of  neurotoxicity 
have  emerged  in  recent  years  the  chief  of 
these  being  in  the  form  of  abnormal  move- 
ments not  unlike  those  seen  in  the  diseases 
of  the  extrapyramidal  system.26-31  These 
may  be  divided  into  three  major  categories. 
(1)  As  in  the  case  of  reserpine,  a majority 
of  patients  given  therapeutic  doses  of  the 
phenothiazines  may  exhibit  some  part  of 
the  parkinsonian  syndrome.  This  may  vary 
from  mild  bradykinesia,  slight  tremor,  and 
loss  of  associated  movements  to  pronounced 
tremor,  rigidity,  and  akinesia,  with  facial 
masking,  shuffling  gait,  and  festination. 
The  older  patient  is  more  vulnerable,  and 
organic  brain  damage  of  diverse  etiology 
may  be  a predisposing  factor.  (2)  Dyski- 
nesia and  dystonia  include  various  move- 


ments of  the  tongue,  face,  neck,  trunk,  and 
extremities.  There  may  be  facial  grimac- 
ing, bizarre  mouth  and  tongue  movements, 
torticollis,  retrocollis,  and  posturing  syn- 
dromes characterized  by  prolonged  abnormal 
clonic  contractions  of  muscles  of  the  ex- 
tremities or  trunk,  producing  a variety  of 
bizarre  clinical  pictures.  (3)  Akathisia 
consists  of  restless  or  continued  activity  of 
the  extremities  and  body  with  constant 
movement  of  the  hands  and  feet,  inability 
to  sit  still,  and  an  urge  to  move  about  con- 
stantly. In  addition  there  may  be  other 
more  bizarre  motor  manifestations,  such  as 
oculogyric  crises,  trismus,  carpopedal 
spasms,  and  tetanus-like  muscular  contrac- 
tions associated  with  the  use  of  these  drugs. 
The  abnormalities  are  often  misinterpreted 
in  the  beginning  as  being  manifestations  of 
the  underlying  psychic  disease  and  as  such 
are  at  first  overlooked. 

These  extrapyramidal  manifestations  are 
often  dose-related  or  to  some  degree  corre- 
lated to  the  duration  of  therapy,  but  this  is 
not  always  the  case.  There  was  a period  of 
time  during  which  psychiatrists  felt  that 
the  appearance  of  these  symptoms  indicated 
that  the  dose  was  reaching  a therapeutic 
level  for  the  relief  of  psychic  symptoms. 
The  more  potent  drugs  are  particularly 
prone  to  cause  them  with  the  administra- 
tion of  smaller  amounts,  and  the  piperazine 
compounds  (perphenazine,  prochlorperazine, 
thioridazine,  and  trifluoperazine)  are  the 
worst  offenders.  None  the  less  there  ap- 
pears to  be  a considerable  variation  in  indi- 
vidual susceptibility,  and  some  patients  de- 
velop severe  dyskinesia  following  either  low 
doses  or  short  doses  of  them  and  sometimes 
following  a single  dose.  It  has  been  stated 
in  the  past  that  these  manifestations  were 
completely  reversible  and  disappeared  after 
discontinuation  of  the  drug.  They  also 
have  been  found  to  respond  to  some  extent, 
and  sometimes  considerably,  to  anti-Parkin- 
son  and  antihistamine  medication.  Acute 
manifestations  may  sometimes  be  controlled 
by  the  intravenous  or  intramuscular  admin- 
istration of  drugs  such  as  diphenhydramine 
(Benadryl) . It  has  recently  become  evident 
that  permanent  dyskinesias  may  develop 
following  prolonged  use  of  these  drugs.32 
This  is  especially  true  in  older  patients.  No 
neuropathologic  basis  for  them  has  as  yet 
been  firmly  established,  and  in  a recent 
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study  on  persisting  dyskinesias  following 
the  use  of  phenothiazines,  no  neuropatho- 
logic  alterations  were  found.33 

Haloperidol  is  a highly  active  psycho- 
therapeutic agent  that  differs  from  other 
major  tranquilizers  now  available.  It  has 
been  used  in  the  treatment  of  acute  and 
chronic  psychoses,  and  is  the  only  drug 
that  has  been  reported  to  be  of  value  in  the 
Gilles  de  la  Tourette’s  disease.  It  is  said  to 
control  psychomotor  agitation,  mania,  ag- 
gressiveness, and  assaultiveness.  It  does, 
however,  have  the  same  side-effects  and  toxic 
reactions  as  the  tranquilizers  and  perhaps 
to  a greater  degree  and  with  smaller  doses. 
Parkinsonian  and  other  extrapyramidal  re- 
actions have  been  reported  frequently,  and 
these  vary  from  mild  to  very  severe.34 
Other  side-effects  include  insomnia,  restless- 
ness, anxiety,  agitation  and  some  endocrine 
abnormalities.  I saw  one  young  boy  to 
whom  more  than  the  recommended  thera- 
peutic dose  had  been  given  for  the  treatment 
of  hyperkinetic  behavior  who  developed  a 
syndrome  suggestive  of  that  described  by 
Gilles  de  la  Tourette  with  coprolalia  and 
multiple  tics  following  withdrawal  of  the 
drug. 

Minor  tranquilizers 
(antianxiety  drugs) 

There  is  a large  group  of  drugs  which 
have  been  known  as  the  minor  tranquilizers. 
These  have  come  into  very  extensive  use 
during  recent  years.  They  are  useful 
mainly  for  the  symptomatic  treatment  of 
the  common  psychoneuroses  and  as  adjuncts 
in  somatic  disorders  accompanied  by  anxiety 
and  tension.  They  are  less  potent  than  the 
phenothiazines,  but  nevertheless  they  do 
allay  anxiety  and  nervousness,  and  this  ac- 
tion is  much  less  marked  than  their  hyp- 
notic and  sedative  effects.  They  are  not 
effective  in  controlling  severely  disturbed 
psychotic  patients.  The  major  drugs  in 
this  group  are  meprobamate  (Equanil  or 
Miltown),  chlordiazepoxide  hydrochloride 
(Librium)  and  more  recently  diazepam 
(Valium).14  There  are  many  others,  the 
most  common  of  which  are : 

Azacyclonol  (Frenquel) 

Benactyzine  (Suavitil) 

Buclizine  hydrochloride  (Softran) 
Chlormezanone  (Trancopal) 

Ectylurea  (Levanil) 


Emylcamate  (Striatran) 

Hydroxyphenamate  (Listica) 

Hydroxyzine  (Atarax,  Vistaril) 
Mephenoxalone  (Trepidone) 

Oxazepam  (Serax) 

Phenaglycodol  (Ultran) 

Thioxanthene  (Taractan) 

Tybamate  (Solacen) 

The  minor  tranquilizers  closely  resemble 
the  barbiturate  and  nonbarbiturate  seda- 
tives in  many  respects,  and  they  may  cause 
drowsiness  and  hypnosis,  although  there  is 
a lower  incidence  of  these  when  equally 
effective  calming  doses  are  given.  It  must 
be  said,  in  passing,  that  many  experienced 
physicians  feel  that  the  mode  of  action  of 
these  drugs  is  identical  with  that  of  hypnot- 
ics and  sedatives  and  that  they  cause  less 
sedation  only  because  they  are  less  potent. 
It  is  important  to  bear  in  mind  that  they 
also  may  produce  psychogenic  and  even 
physical  dependence  and  habituation  in  in- 
dividuals who  take  them  in  excessive 
amounts  for  long  periods  of  time,  and  there 
may  be  serious  withdrawal  symptoms  when 
their  administration  is  stopped  abruptly. 
With  chronic  or  prolonged  use  in  excessive 
doses,  there  may  be  a syndrome  almost 
identical  with  chronic  barbiturate  intoxica- 
tion, with  difficulty  in  thinking,  confusion, 
disorientation,  drowsiness,  ataxia,  tremors, 
and  so  on.  This  is  especially  true  as  the 
potency  of  the  drug  is  increased,  and  the 
first  three  are  listed  in  the  probable  order 
of  potency. 

They  also,  as  is  true  with  the  barbiturate 
and  nonbarbiturate  sedatives,  have  a syner- 
gistic action  with  alcohol,  and  the  use  of 
these  with  the  ingestion  of  alcohol  may  cause 
marked  confusion,  lowering  of  the  con- 
sciousness, and  severe  ataxia,  especially  in 
susceptible  individuals. 

These  drugs,  too,  in  large  doses  may  pro- 
duce coma,  respiratory  depression,  drop  in 
blood  pressure,  and  even  death.  They  have 
all  been  used,  and  successfully,  with  suicidal 
purposes.  Habituation  and  addiction  have 
followed  their  use,  with  tremors,  ataxia, 
hallucinations,  psychotic  manifestations, 
and  convulsions  on  abrupt  withdrawal.35-42 
Substantially  fewer  deaths,  however,  have 
been  reported  from  overdoses  of  these  drugs 
than  from  overdoses  of  the  barbiturates. 
As  with  all  drugs,  serious  toxic  effects  have 
been  reported  more  frequently  in  infants 
and  elderly  patients. 
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Antidepressants  and  cerebral  stimulants 

Some  cerebral  stimulants  have  been 
known  for  many  years.  These  include  sub- 
stances such  as  strychnine,  picrotoxin,  pen- 
tylenetrazol  (Metrazol,  Cardiazol),  and 
nikethamide  (Coramine)  .43  These  have 
been  used  principally  as  respiratory  stimu- 
lants and  in  the  treatment  of  conditions 
such  as  barbiturate  and  other  intoxications. 
These  drugs  are  also  analeptic,  and  excessive 
use  of  them  does  cause  convulsions.  They 
have,  in  general,  not  been  prescribed  for 
any  long-term  administration,  although  at 
one  time  there  was  some  enthusiasm  for  the 
administration  of  pentylenetrazol  as  a cer- 
ebral stimulant  in  patients  with  memory 
loss  and  organic  mental  deterioration.  This 
drug  has  also  been  used  for  the  production 
of  convulsions  in  shock  therapy  and  in 
psychiatry.  Its  effectiveness  in  the  organic 
mental  syndromes  has  never  been  estab- 
lished, and  to  the  best  of  my  knowledge  it  is 
rarely  prescribed  for  this  purpose  at  the 
present  time. 

There  has  been  an  active  search  for  psy- 
choactive drugs  for  use  in  the  treatment  of 
emotional  depression,  and  several  are  avail- 
able at  the  present  time.  They  may  be  ad- 
ministered alone  or  with  tranquilizers  in  the 
treatment  of  combined  depression  and  anx- 
iety and  have  even  been  used  in  certain 
psychotic  states.  Other  measures  such  as 
supportive  psychotherapy,  reduction  of  en- 
vironmental stresses,  and  improvement  of 
the  social  milieu  should  be  used  along  with 
antidepressants.  Most  published  studies  on 
the  effectiveness  of  these  drugs  have  been 
poorly  controlled,  but  there  have  been  quite 
definite  signs  of  favorable  response  in  pa- 
tients with  depression. 

The  first  group  of  drugs  in  this  category 
are  the  sympathomimetic  amines.  These  in- 
clude amphetamine  (Benzedrine) , dextro- 
amphetamine (Dexedrine),  methamphet- 
amine  (Desoxyn,  Methedrine),  and  mephen- 
termine  (Wyamine).  These  are  all  related 
to  ephedrine,  which  is  historically  important 
for  its  central-stimulating  properties  but  is 
rarely  used  now  solely  for  these  effects.  The 
four  derivatives  possess  the  desirable  cere- 
bral-stimulating properties  of  ephedrine 
with  much  less  tendency  to  produce  unde- 
sirable peripheral  stimulant  effects.  They 
do  give  a sense  of  euphoria  and  may  be  of 


some  fairly  prompt,  but  temporary,  benefit 
in  depressed  states  by  restoring  optimism 
and  mental  alertness  and  inducing  a feeling 
of  energy  and  well-being.  They  are  also 
helpful  in  the  treatment  of  narcolepsy  and 
do  appear  to  have  anorexiant  action  in  the 
treatment  of  obesity. 

Among  the  more  common  side-effects  of 
these  drugs  are  insomnia,  excitability,  ir- 
ritability, and  increased  motor  activity. 
They  may  increase  the  tendency  toward  con- 
vulsions in  patients  with  an  underlying  con- 
vulsive disorder  and  may  even  bring  on  con- 
vulsions in  those  who  have  not  had  them 
previously.  With  prolonged  use,  there  may 
be  restlessness,  insomnia,  tenseness,  irrita- 
bility, and  even  collapse.  Dyskinesias  have 
also  been  reported  in  association  with  their 
use.  These  drugs  also  have  addicting  prop- 
erties, and  when  used  in  large  doses  and 
over  long  periods  of  time  bring  about 
changes  in  character  and  personality  and 
even  psychotic  manifestations.44^6 

Following  the  first  report  of  the  antide- 
pressive  action  of  iproniazid  (Marsilid) , 
similar  action  has  been  observed  with  other 
related  monoamine  oxidase  inhibitors. 
These  include  isocarboxazid  (Marplan), 
nialamide  (Niamid),  phenelzine  (Nardil), 
and  tranylcypromine  (Parnate) . Most  of 
the  untoward  effects  reported  with  these 
drugs  are  related  to  incorrect  dosage  and 
result  from  failure  to  recognize  their  cumu- 
lative action.  These  include  postural  hypo- 
tension, dizziness,  anorexia,  restlessness,  in- 
somnia, urinary  retention,  and  inhibition  of 
ejaculation.  They  may  also  cause  paradoxic 
hypertension,  which  is  usually  precipitated 
through  synergistic  action  with  other  drugs 
and  certain  foods,  coming  on  especially  after 
the  associated  ingestion  of  cheese  or  alco- 
holic beverages  or  proprietary  drugs  that 
contain  pressor  agents  (certain  cold  reme- 
dies, hay  fever  preparations,  or  anorexi- 
ants).  This  is  especially  true  of  tranyl- 
cypromine, which  may  cause  restlessness, 
insomnia,  dizziness,  severe  headache,  and 
even  intracranial  bleeding  (sometimes  fa- 
tal).47 These  drugs  should  be  discontinued 
immediately  when  any  of  these  symptoms 
appear.  They  should  never  be  given  with 
any  of  the  other  antidepressants,  and  after 
they  have  been  discontinued  the  physician 
should  wait  for  a period  of  time  before  pre- 
scribing other  antidepressants. 
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Another  group  of  antidepressants  are  the 
so-called  tricyclic  compounds  including  ami- 
triptyline hydrochloride  (Elavil),  desipra- 
mine  (Norpramin,  Pertofrane),  imipramine 
(Tofranil),  and  nortriptyline  hydrochloride 
(Aventyl) . These  vary  in  the  incidence  of 
minor  untoward  effects  associated  with  their 
use,  some  of  which  are  associated  with  their 
atropine-like  reaction.  Neurologic  compli- 
cations include  a parkinsonian-like  syn- 
drome, myoclonia,  hyperreflexia,  muscular 
fasciculations,  and  even  convulsions.  They 
should  not  be  given  with  or  for  at  least  two 
weeks  after  discontinuing  monoamine  oxi- 
dase inhibitors,  since  this  combination  may 
produce  severe  atropine-like  reactions,  trem- 
ors, hyperpyrexia,  generalized  clonic  con- 
vulsions, delirium,  and  even  death.  Great 
caution  should  be  used  in  administering 
sedatives,  hypnotics,  narcotics,  alcohol, 
anesthetics,  and  other  stimulating  prepara- 
tions with  these  drugs.  Coma  and  rigidity 
have  been  reported  with  the  combined  use 
of  these  or  the  monoamine  oxidase  inhibitors 
with  meperidine  hydrochloride  (Demerol).48 

Two  piperidine  derivatives  have  become 
popular  as  mental  and  physical  stimulants. 
These  are  pipradol  (Meratran)  and  methyl- 
phenidate  hydrochloride  (Ritalin).  They 
have  been  used  as  stimulants  in  certain  de- 
pressive states  and  are  said  to  be  of  some 
value  in  the  relief  of  emotional  and  mental 
depression.  Their  major  use,  however,  and 
especially  of  the  latter,  has  been  in  the  treat- 
ment of  narcolepsy.  Methylphenidate  has 
also  been  advocated  for  “cerebral  stimula- 
tion” in  patients  with  memory  difficulties 
and  organic  mental  deterioration,  but  this 
use  has  never  been  confirmed  by  controlled 
studies.  Paradoxically,  it  seems  to  act  as 
a sedative  in  children  with  functional  be- 
havior disorders  and  hyperactivity.  Over- 
dosage with  these  drugs  may  cause  marked 
anxiety,  tension,  agitation,  nervousness,  in- 
somnia, anorexia,  nausea,  dizziness,  palpi- 
tations, headache,  and  occasionally  overt 
psychotic  behavior,  although  it  has  been 
stated  that  the  latter  has  occurred  mainly 
in  emotionally  unstable  persons.  They  are 
contraindicated  in  patients  who  are  hyper- 
irritable  and  agitated  and  should  be  used 
cautiously  in  those  who  have  epilepsy  or 
hypertension. 

Lithium  salts,  mainly  lithium  carbonate, 
has  recently  found  widespread  use  in  the 
treatment  of  both  the  depressive  and  manic 


phases  of  cyclothymia.  Patients  maintained 
on  the  drug  for  long  periods  of  time  tend 
to  have  fewer  swings  to  either  the  manic  or 
the  depressive  side.  Side-effects,  however, 
include  sluggishness,  drowsiness,  tremors, 
muscular  twitchings,  dysarthria,  and  in- 
crease in  muscle  tone,  and  instances  of  se- 
vere lithium  poisoning  with  lowered  con- 
sciousness and  even  coma  have  been  re- 
ported.40 

Anticonvulsant  drugs 

Under  the  general  heading  of  “anticon- 
vulsant drugs”  will  be  included  drugs  used 
for  the  treatment  of  the  various  types  of 
epilepsy,  including  major  seizures,  petit 
mal  seizures,  psychomotor  attacks,  and  the 
other  less  common  varieties  of  epilepsy.50  51 

The  drugs  used  in  the  treatment  of  major 
seizures  consist  in  the  main  of  two  major 
categories:  the  barbiturates  and  the  hy- 

dantoinates.  Of  the  barbiturates,  the  drug 
most  frequently  used  is  phenobarbital, 
which  has  been  discussed  with  the  seda- 
tive and  hypnotic  drugs.  Other  barbitu- 
rates that  have  been  used,  although  some- 
what less  frequently  than  phenobarbital, 
are  mephobarbital  (Mebaral)  and  methar- 
bital  (Gemonil).  These  drugs  are  less  po- 
tent, both  as  sedatives  and  anticonvulsants, 
than  phenobarbital,  but  when  used  in  suffi- 
ciently large  doses,  their  side-effects  are  the 
same.  That  is,  drowsiness,  dullness,  ataxia, 
and  so  on,  and  withdrawal  seizures  may  fol- 
low the  cessation  of  their  use. 

Of  the  hydantoinates,  diphenylhvdantoin 
(Dilantin)  is  by  far  the  most  widely  used. 
Two  others  which  have  some  current  use  are 
mephenytoin  (Mesantoin)  and  ethotoin 
(Peganone).  Many  other  drugs  in  this 

group  have  seen  some  use  but  have  been 
withdrawn  because  of  their  effect  on  the 
erythropoietic  system.  The  side-effects  on 
the  nervous  system  may  be  drowsiness,  dull- 
ness, and  irritability,  and  in  this  way  these 
drugs  are  similar  to  the  other  sedative  and 
hypnotic  drugs.52-54  There  is  a very  im- 
portant syndrome  of  diphenylhydantoin  in- 
toxication, however,  that  is  not  recognized 
by  all  physicians  who  use  it.  This  develops 
usually  with  overdosage  but  occasionally 
may  develop  in  a patient  who  has  been  well 
maintained  on  a constant  dose  for  a long 
period  of  time.  The  manifestations  include 
nystagmus,  blurring  of  vision,  diplopia, 
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tremors,  marked  ataxia  and  incoordination, 
slurred  speech,  drowsiness,  and  confusion. 
The  symptoms  suggest  the  presence  of  an 
acute  cerebellar  lesion  or  diffuse  encephalop- 
athy. These  manifestations  are  generally 
reversible  and  disappear  promptly  when  the 
drug  is  withdrawn  or  reduced  in  dose. 
There  have  been,  however,  a few  instances 
in  which  a permanent  defect  occurred  after 
this  drug  had  been  given  for  some  period  of 
time,  and  in  recent  years  it  has  been  shown 
that  there  may  be  destruction  of  the  Pur- 
kinje’s  cells  in  the  cerebellum  following  the 
administration  of  large  amounts  of  di- 
phenylhydantoin.55  This  complication  has 
not  been  reported  with  the  other  two  drugs 
listed,  but  possibly  they  have  never  been 
used  in  sufficiently  large  amounts  because 
of  other  side-effects  not  necessarily  involv- 
ing the  nervous  system. 

Another  important  drug  used  in  the  treat- 
ment of  major  seizures  is  primidone  (Myso- 
line).  It  sometimes  causes  marked  drowsi- 
ness, even  when  administered  in  a single 
dose.  For  that  reason  medication  should 
be  instituted  with  a small  initial  dose  and 
increased  in  gradual  increments.  It,  too, 
may  cause  dullness  and  hyperirritability 
and  even  more  serious  symptoms  in  the 
same  way  that  other  sedative  and  hypnotic 
drugs  do. 

Phenacemide  (Phenurone)  has  been  used 
for  seizures  of  all  varieties.  Although  an 
excellent  anticonvulsant,  it  is  highly  toxic 
and,  therefore,  has  had  limited  use.  Minor 
symptoms  include  headache,  vertigo,  and 
either  drowsiness  or  insomnia.  Serious 
complications  include  hepatic  damage  and 
bone-marrow  depression,  and  it  may  cause 
severe  mental  disturbances.52  Preexisting 
personality  abnormalities  may  be  exagger- 
ated, and  patients  may  become  aggressive, 
irritable,  or  belligerent,  and  depression  may 
be  aggravated.  Acute  psychoses  with  para- 
noia have  been  reported. 

The  drugs  used  in  the  treatment  of  petit 
mal  seizures  consist  mainly  of  the  oxazo- 
lidinediones  and  the  succinimides.  The  oxa- 
zolidinediones  are  trimethadione  (Tridione) 
and  paramethadione  (Paradione!  ; the  suc- 
cinimides are  ethosuximide  (ZarontinJ, 
methsuximide  (Celontin),  and  phensuxim- 
ide  (Milontin).  All  may  cause  lethargy, 
drowsiness,  anorexia,  nausea,  and  irritabil- 
ity. There  have  been,  however,  no  serious 
or  irreversible  effects  on  the  nervous  sys- 
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tern  reported  with  their  use  although  the 
oxazolidinediones  may  cause  bone-marrow 
depression.  Trimethadione  may  also  cause 
photophobia  with  blurring  of  vision  and 
sensitivity  to  light.  This  disappears  when 
the  drug  is  discontinued,  and  no  direct  ef- 
fect on  the  optic  nerve,  retina,  or  central 
nervous  system  has  been  reported.  It  may 
also  aggravate  grand  mal  epilepsy,  and 
major  seizures  have  been  reported  for  the 
first  time  in  patients  receiving  this  drug  for 
the  treatment  of  petit  mal.  Therefore,  it 
is  best  administered  in  combination  with  a 
barbiturate  or  a hydantoinate.  Children 
receiving  large  doses  of  ethosuximide  have 
been  reported  to  show  profound  psychic 
disturbances  in  both  the  intellectual  and 
emotional  spheres,  and  behavior  disorders 
have  also  been  reported.56  Fortunately, 
these  complications  are  rare,  and  I would 
consider  this  the  most  effective  and  safest 
drug  to  use  in  the  average  case  of  petit  mal 
epilepsy. 

Acetazolimide  (Diamox),  a carbonic  an- 
hydrase  inhibitor,  does  appear  to  have  anti- 
convulsant activity  in  certain  individuals 
and  is  probably  most  effective  in  the  treat- 
ment of  petit  mal  seizures.  Side  reactions 
include  drowsiness,  apathy,  and  anorexia; 
the  drug  may  also  cause  bone-marrow  de- 
pression. 

Conclusion 

Thei-e  are  other  drugs  acting  on  the  nerv- 
ous system  and  used  in  neurology  that 
should  also  be  discussed.  These  include  the 
drugs  used  in  the  treatment  of  Parkinson’s 
disease,  migraine,  myasthenia  gravis,  and 
other  conditions.  They  are  not  herein  con- 
sidered. We  know  that  every  drug  in  the 
pharmacopeia  may  have  some  potential  side- 
effects  and  toxic  reactions.  I have  tried  to 
stress  the  neurologic  manifestations  of  some 
of  the  most  important  and  most  widely 
used  drugs  which  have  their  primary  action 
on  the  central  nervous  system. 

The  University  of  Michigan 
Medical  Center 
Ann  Arbor,  Michigan  48104 
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TABLE  I.  Over-all  results  in  47  patients 


Hamstring  Transfers  in 
Cerebral  Palsy 

ROBERT  E.  PORTER,  M.D. 
Syracuse,  New  York 

Assistant  Professor,  Department  of  Orthopedic 
Surgery,  State  University  of  New  York  Upstate 
Medical  Center 


Hamstring  transfers  in  cerebral  palsy 
done  at  the  University  of  Iowa  from  1955 
to  1963  were  reviewed.  Forty-seven  pa- 
tients were  followed  up,  and  82  knees  were 
operated  on.  Thirty-five  patients  had  bi- 
lateral transfers;  17  had  total  transfers. 
Fifteen  patients  had  heel-cord  lengthening 
as  well  as  hamstring  transfer.  The  average 
length  of  follow-up  was  four  and  three- 
tenths  years,  and  the  average  age  at  the 
time  of  surgery  was  ten  and  three-tenths 
years. 

Five  (55  per  cent)  of  9 knees  had  total 
transfers  and  4 (45  per  cent)  had  subtotal 
transfers.  One  of  the  latter  had  all  but  the 
gracilis  muscle  transferred  followed  in  one 
year  by  tendoachilles  lengthening.  Two 
knees  had  the  following  subtotal  transfers: 
semitendinosus,  semimembranosus,  and  gra- 
cilis muscle  to  the  femur  three  years  after 
tendoachilles  lengthening.  One  knee  under- 
went semitendinosus  and  semimembranosus 
transfers  to  the  femur  three  years  after 
tendoachilles  lengthening  and  followed  in 
three  years  by  a second  tendoachilles 
lengthening.  Recurvatum  developed  in  all  4 
knees  on  which  subtotal  transfers  were  per- 
formed. 

Recurvatum  developed  in  4 (22  per  cent) 
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Results 

Number 

of 

Patients 

Per 

Cent 

Genu  recurvatum  developed 

6 

13 

No  apparent  improvement 
Objective  and  subjective 
improvement;  still  need 

5 

11 

bracing 

Objective  knee  and  gait 
improvement;  no  braces 

13 

28 

needed 

23 

48 

Totals 

47 

100 

of  18  feet  that  had  tendoachilles  lengthen- 
ing with  semimembranosus  transfer.  Re- 
curvatum did  not  develop  in  8 feet  that 
underwent  heel-cord  lengthening  without 
semimembranosus  transfer. 

Seventy-two  knees  had  semimembranosus 
transfers.  Genu  recurvatum  developed  in  9 
(13  per  cent)  but  not  in  63  (87  per  cent). 
In  10  knees  that  did  not  have  semimembran- 
osus transfers  genu  recurvatum  did  not  de- 
velop. 

Results 

It  has  been  reported  in  the  literature  that 
as  a result  of  hamstring  transfers  there  is 
a decrease  in  the  hip  flexion  contracture, 
knee  flexion  contracture,  and  equinus.1-3 
We  found  in  our  study  that  the  hip  flexion 
contracture  was  difficult  to  assess,  since  we 
did  not  take  x-ray  films  to  determine  the 
exact  pelvifemoral  angle  pre-  and  postopera- 
tively.  I am  sure  that  many  of  our  reported 
improvements  were  at  the  expense  of  an 
increase  in  the  lumbar  lordosis.4  With  this 
in  mind  we  found  that  with  subtotal  trans- 
fers there  was  approximately  an  11-degree 
improvement  in  hip  flexion  contracture  and 
with  total  transfers  a 10-degree  improve- 
ment. Knee  flexion  contracture  improve- 
ment was  15  degrees  with  subtotal  transfer 
and  20  degrees  with  total  transfer.  In 
those  patients  with  equinus  deformities 
having  subtotal  transfer  and  not  having 
heel-cord  lengthening,  there  was  a 4-degree 
improvement.  In  those  having  total  trans- 
fer without  heel-cord  lengthening,  there  was 
an  8-degree  improvement.  In  those  having 
subtotal  transfer  with  heel-cord  lengthen- 
ing there  was  a 12-degree  improvement 
(Tables  I and  II) . 
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TABLE  II.  Total  hamstring  transfers 


Results 

Number 

of 

Knees 

Per 

Cent 

Genu  recurvatum  developed 

5 

15 

No  improvement 

4 

12 

Improved;  still  need  bracing 

14 

45 

Improved;  without  bracing 

9 

28 

Totals 

32 

100 

Comment 

As  a result  of  our  follow-up,  I believe  the 
following  statements  can  be  made  about  the 
hamstring  transfers:  Recession  of  the 

hamstrings  from  the  tibia  to  the  femur 
does  not  increase  their  role  as  a pelvic  ex- 
tensor. With  hamstring  transfers,  an  in- 
crease in  lumbar  lordosis  developed  in  a 
significant  number  of  patients.  With  total 
hamstring  transfers,  genu  recurvatum  de- 
veloped in  15  per  cent  of  the  patients.  The 
persistent  equinus  deformity  at  the  ankle 
often  leads  to  a break  in  the  midtarsal 
joint,  resulting  in  a rocker-bottom  deform- 
ity. 

The  increase  in  lumbar  lordosis  is  second- 
ary to  the  hamstring  transfer  in  that  the 
transfer  weakens  the  extensor  role  of  the 
hamstrings  on  the  pelvis.  The  shortened 
functional  unit  and  the  change  in  moment 
arm  lead  to  less  effective  pelvic  stabilization 
by  hamstring  contraction.  The  resultant 
imbalance  of  the  hip  flexors,  extensors,  and 
pelvifemoral  muscles  results  in  fixed  flexion 
at  the  hip.  This  leads  to  the  compensatory 
increase  in  the  lordosis  in  an  attempt  to 
maintain  an  upright  position  with  the 
weight  line  falling  within  the  base  of  sup- 
port. 

The  evaluation  of  the  child  with  cerebral 
palsy  is  extremely  difficult.5  It  becomes  a 
problem  of  evaluating  abnormal  gait  pat- 
terns and  changing  spastic  muscle  groups. 


One  must  be  careful  in  considering  surgery 
in  the  child  with  cerebral  palsy  not  to  make 
the  child  worse  by  overoperating.  As  Burke 
Evans,  M.D.,6  has  stated,  “In  dealing  with 
cerebral  palsy,  there  is  no  surgical  formula 
which  can  consistently  be  applied.  Some 
decisions  are  made  with  less  reason  and  in- 
tuition, and  experience  remains  the  best 
teacher.” 

As  a result  of  our  study,  we  believe  that 
each  patient  should  be  examined  carefully 
and  that  changes  in  gait  pattern  and  func- 
tion should  be  observed  over  a period  of 
months  prior  to  surgery.3  We  believe  that 
serial  gait  movies  should  be  taken  and  re- 
viewed prior  to  each  contemplated  proce- 
dure. We  further  believe  that  surgery 
should  be  staged  and  that  there  should  be 
adequate  time  between  procedures  to  assess 
results  before  planning  further  surgery.  In 
this  way  a more  objective  approach  to  tested 
procedures  may  result. 

Summary 

This  report  is  a follow-up  study  of  47  pa- 
tients with  cerebral  palsy  who  had  ham- 
string transfers  for  knee  flexion  contrac- 
tures. An  explanation  for  lack  of  improve- 
ment and  subsequent  problems  is  offered. 
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^ HE  annual  death  rate  from  all  forms  of 
glomerulonephritis  in  the  United  States  is 
approximately  34, 000. 1 Tremendous  efforts 
are  being  made  to  extend  the  life  of  these  pa- 
tients once  they  have  reached  the  end  stage, 
but  too  little  attention  is  given  to  prevention, 
early  diagnosis,  and  arrest  of  this  disease. 
The  financial  support  on  research  into  this 
phase  is  minimal  compared  with  the  support 
of  the  unfortunately  necessary  end-stage 
therapeutic  attempts.  Only  by  a decisive 
effort  in  the  direction  of  prevention,  early 
diagnosis,  and  therapy  can  we  hope  to  solve 
the  impossible  dilemma  of  the  end  stage. 

Preventive  measures 

The  prevention  of  acute  glomerulonephri- 
tis and  thus  of  many  of  its  sequelae  has  now 
possibly  come  into  our  reach.  Studies  by 
our  group  have  shown  that  the  antigen  in 
acute  poststreptococcal  glomerulonephritis  is 
the  plasma  membrane  or,  more  specifically,  a 
constituent  of  the  plasma  membrane,  the 
innermost  layer  of  the  streptococcus.2-4  The 
vast  majority  of  people  form  powerful  anti- 
bodies against  this  antigen  during  silent  im- 
munization against  this  substance  when  mild 
infections  occur  in  early  life.  An  infant  is 
protected  for  the  first  few  months  of  its  life 
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by  transplacental  transmission  of  this  anti- 
body from  its  mother,  which  explains  the 
absence  of  glomerulonephritis  in  early  life. 
When  a streptococcal  infection  hits  an  un- 
protected or  insufficiently  protected  young  or 
occasionally  an  adult  individual,  the  strep- 
tococcal breakdown  product,  the  plasma 
membrane  protein,  localizes  on  the  glomeruli 
of  the  kidney.  This  can  be  demonstrated  by 
the  fact  that  in  kidney  biopsies  the  gamma 
globulin  fraction  of  patients  with  acute 
glomerulonephritis  labeled  with  fluorescein 
localizes  in  the  glomeruli  of  their  own  kid- 
ney and  in  kidneys  of  all  other  patients  with 
early  stages  of  acute  glomerulonephritis  but 
not  in  biopsies  of  any  other  kidney  disease. 
Similarly,  antibodies  against  streptococcal 
plasma  membrane  produced  in  a rabbit 
localize  in  an  identical  location  in  the  kid- 
neys of  patients  with  acute  glomerulone- 
phritis. One  thus  can  speculate  that  active 
immunization  with  minimal  amounts  of 
streptococcal  plasma  membrane  during  an 
early  period  of  life  may  lead  to  long-lasting 
protection  as  it  does  in  most  individuals  by 
silent  immunization  during  minimal  infec- 
tions. When  an  antibody  against  the  new 
intruder  is  formed  after  five  to  fifteen  days, 
an  antigen-antibody  union  occurs  in  the 
glomeruli  of  the  kidney  which  binds  large 
amounts  of  complement. 

Diagnosis 

The  binding  of  complement  in  this  reac- 
tion which  is  fixed  in  amounts  in  excess  of 
what  is  produced  in  the  body  leads  to  a 
marked  fall  of  serum  complement  levels. 
The  determination  of  serum  complement  lev- 
els thus  becomes  an  important  diagnostic 
tool  for  the  diagnosis  of  acute  glomerulo- 
nephritis. In  446  cases  of  acute  glomerulo- 
nephritis only  1 had  a normal  complement 
activity.5  This  differentiates  this  disorder 
against  other  diseases  with  hematuria  ex- 
cept against  systemic  lupus  erythematosus 
in  which  complement  activity  is  also  mark- 
edly reduced  in  most  instances. 

The  disease  can  heal,  but  morphologic  evi- 
dence obtained  by  kidney  biopsies  indicates 
that  many  cases  heal  only  after  years  or  go 
into  a silent  phase  for  years  or  decades  and 
that  the  presently  prevalent  opinion  of  the 
harmlessness  of  this  disease  is  not  tenable* 
Whether  or  not  all  cases  of  chronic  glomeru- 
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lonephritis  finally  ending  in  uremia  are  the 
result  of  a discovered  or  undiscovered  acute 
glomerulonephritis  is  still  unclear. 

Those  in  whom  the  disease  progresses 
show  further  continuation  of  the  immune  re- 
action, as  documented  by  the  deposition  of 
gamma  globulin  and  complement  on  parts  of 
the  glomeruli  for  years  or  decades.  In  the 
subacute  form  the  immunologic  process  pro- 
ceeds relentlessly  with  constant  urinary  ab- 
normalities, persistent  lowering  of  comple- 
ment, and  rapid  dwindling  of  kidney  func- 
tion. A typical  immunohistologic  and  mor- 
phologic picture  accompanies  this  form  of 
progression.5-7  It  appears  now  that  intensive 
long-lasting  immunosuppressive  therapy 
with  steroids  and/or  other  immunosuppres- 
sive agents  can  arrest  this  process. 

In  the  chronic  disease  the  process  seems  to 
be  kept  active  by  an  autoantibody  against 
kidney  tissue  possibly  elicited  by  the  break- 
down of  kidney  tissue  during  the  original  at- 
tack. This  can  be  demonstrated  by  the  fact 
that  kidneys  transplanted  from  an  identical 
twin  to  his  brother  suffering  from  chronic 
glomerulonephritis  frequently  show  again 
chronic  glomerulonephritis  in  the  trans- 
planted kidney.8  Small  amounts  of  anti- 
bodies against  normal  human  kidney  tissue 
can  be  demonstrated  in  almost  all  patients 
with  chronic  glomerulonephritis.  They  be- 
come very  demonstrable  when  prior  to  trans- 
plantation the  patient’s  diseased  kidneys  are 
removed,  thus  removing  the  sponge  of  ad- 
sorption for  the  autoantibody  which  is 
formed  constantly.8  Finally,  it  can  be.  shown 
in  biopsies  of  transplanted  kidneys  that  anti- 
body and  complement  are  deposited  in  them 
within  a few-  hours  after  transplantation. 


Therapy 

Immunosuppressive  therapy  in  chronic 
glomerulonephritis  has  not  proved  its  value 
as  yet,  and  intensive  studies  in  large  series 
of  cases  with  long-lasting  therapy  must  be 
carried  out  by  many  groups  before  the  mer- 
its of  such  therapy  can  be  evaluated. 

The  possibility  of  preventing  the  occur- 
rence of  acute  glomerulonephritis  by  sub- 
threshold immunization  and  of  arresting 
later  stages  with  intensive  long-lasting  im- 
munosuppressive therapy  represents  an  im- 
portant challenge,  so  that  the  necessity  of 
treating  end-stage  kidney  disease  by  dialysis 
or  transplantation  can  be  obviated. 
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T HE  ideal  operation  for  congenital  cata- 
ract should  provide  for  complete  removal 
of  the  lens  material  with  preservation  of  the 
integrity  of  the  posterior  lens  capsule  so  that 
the  vitreous  remains  undisturbed.  Difficul- 
ties incident  to  surgery  of  congenital  cata- 
racts are  appreciated  by  all  ophthalmolo- 
gists. Often  encountered  before  surgery  are 
a diminished  corneal  diameter,  a shallow  an- 
terior chamber,  and  a rigid  iris  that  resists 
strenuous  efforts  to  achieve  dilation.  Dur- 
ing surgery,  one  is  faced  with  the  problem 
of  removing  enough  lens  material  without 
injuring  the  face  of  a dynamic  rising  vitre- 
ous. Finally,  the  surgeon  must  attain  per- 
fect wound  closure  to  ensure  success. 

These  problems  have  been  eased  by  the 
routine  use  of  the  operating  microscope  in 
the  surgery  of  all  cases  of  congenital  cata- 
racts. It  permits  and,  what  is  best,  often 
demands  that  the  surgeon  quantitate  his 
movements  within  the  anterior  chamber  to 
insure  the  integrity  of  the  posterior  lens 
capsule  and  thereby  prevent  vitreous  loss. 
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Dissatisfaction  with  single  or  multiple 
needlings  that  often  lead  to  such  complica- 
tions as  retinal  separation,  secondary  glau- 
coma, and  complicating  vitreous  hemorrhage 
with  or  without  vitreous  loss  and  retinal  sep- 
aration, often  attributed  to  the  linear  ex- 
traction technic,  has  rekindled  an  interest  in 
the  aspiration  method  described  by  the  Per- 
sians some  1,300  years  ago. 

Aspiration  method 

Fuchs,  in  1952, 1 reported  the  development 
of  a sealed  2-cc.  syringe  with  a piston  in  the 
center  and  a two-way  cannula.  The  instru- 
ment, while  maintaining  an  adequate  an- 
terior chamber,  permitted  simultaneous  irri- 
gation and  aspiration  of  lens  material  in  an 
essentially  pressureless  system.  Use  of  this 
apparatus  revealed  that  12  to  18  cc.  rather 
than  2 cc.  of  fluid  were  required  for  satisfac- 
tory aspiration  of  lens  material.  The  sur- 
geon was  therefore  obliged  to  insert  the  can- 
nula into  and  withdraw  it  from  the  anterior 
chamber  six  to  nine  times  during  an  opera- 
tion. The  anterior  hyaloid  was  often  rup- 
tured with  these  maneuvers.  In  addition, 
pressure  of  the  piston  might  inadvertently 
be  transmitted  to  the  cannula  and  threaten 
to  puncture  the  posterior  lens  capsule. 

I believed  Fuchs’  excellent  principle  might 
be  better  utilized  by  separating  the  syringe 
and  cannula  into  two  instruments:  a 30-cc. 

sealed  syringe*  operated  by  the  assistant 
and  connected  by  disposable  vinyl  tubing  to 
a light,  easily  maneuverable  cannula  manip- 
ulated by  the  surgeon.  Such  a system  was 
thus  devised  and  has  been  employed  in  all 
cases  of  congenital  cataract  surgery  since 
January,  1963,  with  excellent  results.2  4 
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Company,  973  Lexington  Avenue,  New  York,  New  York 
10021. 
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/\  SIGNIFICANT  proportion  of  pathogenic 
bacteria,  members  of  many  different  genera 
and  species,  have  over  the  years  developed 
resistance  to  some  of  the  currently  avail- 
able antimicrobial  agents.  The  extent  of 
clinical  usage  of  each  has  undoubtedly  in- 
fluenced the  degree  of  such  development. 
Because  of  this  situation,  it  becomes  neces- 
sary periodically  to  reassess  the  actual  ef- 
fectiveness of  each  individual  antibacterial 
compound  against  a broad  spectrum  of  bac- 
terial species.  The  present  report  is  a sur- 
vey of  the  current  status  of  various  anti- 
microbial agents  in  this  regard  based  on 
the  relative  proportion  of  each  bacterial 
species  that  is  now  susceptible  to  the  action 
of  each  antibiotic.  The  data  herein  con- 
tained were  derived  from  laboratory  anti- 
biotic susceptibility  determinations  per- 
formed on  microorganisms  isolated  from 
clinical  specimens  in  the  diagnostic  bac- 
teriology laboratory  of  The  Mount  Sinai 
Hospital  during  the  year  1969.  Similar 
studies  covering  isolates  of  1959,  1963,  and 
1966  have  been  reported  previously.1-3 


Antibiotic  susceptibility  test  technic 

All  isolates  excepting  those  recovered 
from  the  urinary  tract  were  tested  for  their 
susceptibility  to  a wide  spectrum  of  anti- 
biotics by  means  of  a modified  two  tubes 
per  antibiotic  dilution  method.4  In  this 
procedure  two  concentrations  are  employed 
for  each  antimicrobial  agent.  The  first 
tube  contains  the  concentration  equivalent 
to  that  produced  in  the  blood  of  a patient 
with  the  antibiotic  under  consideration  fol- 
lowing the  administration  of  average  thera- 
peutic doses;  the  second  contains  the  con- 
centration after  massive  doses.  These  cri- 
teria were  adopted  to  achieve  optimal  cor- 
relation between  the  in  vitro  laboratory 
findings  and  potential  therapeutic  results. 
Organisms  inhibited  by  both  low-  and  high- 
test  concentrations  were  classified  as  “sen- 
sitive,” by  the  high-test  concentration  alone 
as  “moderately  sensitive,”  and  those  not 
inhibited  by  either  concentration  as  “re- 
sistant.” Test  concentrations  contained  in 
tubes  1 and  2,  respectively,  employed  for 
each  antibiotic  as  expressed  in  micrograms 
per  milliliter  were:  penicillin,  2 and  4 
(units)  ; erythromycin,  1 and  2;  tetracy- 
cline, 2 and  4 ; polymyxin  B and  colistin  sul- 
fate, 2 and  5;  lincomycin,  2 and  10;  ampi- 
cillin,  oxacillin,  and  gentamicin,  5 and  10; 
novobiocin  and  vancomycin,  5 and  15;  chlor- 
amphenicol and  cephalothin,  7.5  and  15; 
neomycin  and  streptomycin,  10  and  20;  and 
sulfonamide,  100  and  250. 

The  strains  were  not  tested  against  kana- 
mycin,  oleandomycin,  or  methicillin.  How- 
ever, observations  with  respect  to  neomycin, 
erythromycin,  and  oxacillin  may  be  applied 
to  the  former  antimicrobial  agents,  since  a 
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TABLE  I.  Current  antibiotic  sensitivity  of  gram-positive  pathogenic  microorganisms  as  evidenced  by 
relative  percentage  of  susceptible  strains  of  each  species  from  clinical  isolates  in  1969 

. — Organism 

Str.  C.  per- 


Antibiotic 

Staph. 

aureus 

faecalis 

(Entero- 

coccus) 

Beta- 

hemolytic 

streptococcus 

Str. 

viridans 

D.  pneumoniae 
(Pneumo- 
coccus) 

fringens 

(B. 

welchii) 

Ampicillin 

50  0 

87.5 

* 

* 

* 

* 

Cephalothin 

95.3 

51.0 

100.0 

100.0 

100.0 

88.8 

C hloram  phenicol 

88.0 

95.1 

96  5 

100.0 

100.0 

100.0 

Erythromycin  and 

88.0 

75.5 

94.8 

96  6 

100.0 

* 

tOleandomycin 

Lincomycin 

94  5 

9.7 

100.0 

100.0 

100  0 

* 

Neomycin  and 

96  6 

7.5 

* 

* 

* 

8.3 

(Kanamycin 

Novobiocin 

94  8 

46  2 

85.7 

100.0 

100.0 

* 

Oxacillin  and 

92.2 

4.5 

* 

* 

* 

* 

(Methicillin 

Penicillin 

64.3 

92.5 

98.2 

100.0 

100.0 

86.1 

Sulfonamide 

53.8 

* 

* 

* 

* 

* 

Tetracycline 

75.2 

30.3 

62.0 

88.0 

88.0 

55.5 

Vancomycin 

100.0 

95.0 

100.0 

100.0 

100.0 

* 

**  Nalidixic  acid 

* 

2.6 

* 

* 

* 

* 

**  Nitrofurantoin 

* 

96.6 

* 

* 

* 

* 

* Insufficient  number  of  strains  tested, 
t Not  tested.  Activity  equivalent  to  matched  antibiotic. 
**  Urinary  isolates  tested  by  disk  agar  diffusion  method. 


high  degree  of  cross  reactivity  exists  be- 
tween kanamycin  and  neomycin,  between 
oleandomycin  and  erythromycin,  and  be- 
tween methicillin  and  oxacillin. 

Organisms  derived  from  the  urinary 
tract  were  tested  against  a variety  of  anti- 
microbial compounds  including  nalidixic  acid 
and  nitrofurantoin  by  means  of  the  stand- 
ard one-disk  agar  diffusion  method. 
Thirty-  and  100-microgram  disks,  respec- 
tively, were  employed  with  the  latter 
agents.  Those  strains  that  were  inhibited 
by  the  test  disk  as  evidenced  by  a distinct 
zone  of  growth  inhibition  around  the  disk, 
were  classified  as  “sensitive,”  and  as  “re- 
sistant” where  no  such  growth  inhibitory 
zone  was  elicited.  Results  obtained  with 
urinary  isolates  tested  against  antimicro- 
bial agents  other  than  nalidixic  and  ni- 
trofurantoin by  means  of  the  disk  agar 
diffusion  method  have  not  been  included  in 
the  present  report. 

Susceptibility  test  findings  were  recorded 
on  special  IBM  cards  which  were  then  sub- 
jected to  computer  analysis  at  the  end  of  the 
year.5  The  data  thus  obtained  form  the 
basis  for  the  present  report  which  is  di- 
rected toward  the  enumeration  of  the  per- 
centage of  strains  belonging  to  each  clini- 
cally significant  bacterial  genus  or  species 


that  is  currently  susceptible  to  each  anti- 
biotic agent. 

Results 

Antibiotic  susceptibility  findings  of  the 
gram-positive  pathogenic  isolates  are  sum- 
marized in  Table  I.  Strains  that  were 
found  to  be  either  “sensitive”  or  “mod- 
erately sensitive”  in  the  laboratory  tests 
were  considered  to  be  “susceptible”  and 
hence  were  included  among  the  susceptible 
percentage  in  the  table.  The  most  active 
agents  against  Staphylococcus  aureus  in 
descending  order  proved  to  be  vancomycin, 
neomycin,  cephalothin,  novobiocin,  linco- 
mycin,  and  oxacillin  (all  over  90  per  cent 
susceptible).  Eighty-eight  per  cent  of  the 
staphylococcal  isolates  were  inhibited  by 
both  chloramphenicol  and  erythromycin. 
Tetracycline,  penicillin,  sulfonamides,  and 
ampicillin  ranged  from  75.2  to  50  per  cent 
in  their  effectiveness. 

Streptococcus  fecalis  strains  were  highly 
susceptible  to  the  action  of  nitrofurantoin, 
chloramphenicol,  vancomycin,  penicillin,  and 
ampicillin  (96.6  to  87.5  per  cent)  ; moder- 
ately susceptible  to  erythromycin  (75.5  per 
cent)  ; relatively  resistant  to  cephalothin, 
novobiocin,  and  tetracycline  (51  to  30.3  per 
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TABLE  II.  Current  antibiotic  sensitivity  of  gram-negative  pathogenic  microorganisms  as  evidenced  by 
relative  percentage  of  susceptible  strains  recovered  from  clinical  isolates  in  1969 


Organ  ism 


Antibiotic 

E. 

coli 

Entero- 

bacter 

aerogenes 

Kleb. 

species 

Indole- 

positive 

Proteus 

P. 

mira- 

bilis 

Ps. 

aeru- 

ginosa 

Sal- 

monella 

S. 

marces- 

cens 

Shigella 

H. 

influ- 

enzae 

Mima 

herellea 

group 

Ampicillin 

41.0 

19.2 

17.1 

39.7 

83.9 

4 9 

75.8 

5.0 

66  0 

77.7 

45.1 

Cephalothin 

54.7 

32.1 

64.2 

39.7 

91.0 

4.8 

83  0 

5.1 

90.9 

90.9 

37.0 

Chloramphenicol 

90.8 

46.6 

51.8 

81.8 

73.1 

23.5 

93  1 

15.4 

100  0 

100.0 

42.8 

Colistin  sulfate 

92.0 

75.0 

84.6 

4.8 

3.8 

80  0 

100  O 

27. 1 

100  0 

* 

85.  1 

Erythromycin 

* 

* 

* 

* 

« 

* 

* 

* 

* 

100  0 

• 

Gentamicin 

100  0 

96  1 

95.8 

97.3 

99  1 

98  6 

100.0 

94.8 

88.8 

* 

100.0 

Neomycin  and 

85.4 

79.0 

70.3 

89.7 

92.2 

91.8 

93.  1 

55.9 

72.7 

88.8 

85.7 

fKanamycin 

Novobiocin 

* 

* 

« 

* 

* 

* 

* 

* 

* 

100.0 

* 

Penicillin 

* 

• 

* 

* 

* 

* 

* 

* 

* 

73.6 

* 

Polymyxin 

89.9 

80.7 

90.7 

6.3 

4.1 

84  5 

100  0 

34.4 

100.0 

* 

100.0 

Streptomycin 

3 

67.8 

55.5 

78.2 

88.  1 

58.9 

51.7 

16  9 

63  6 

94.7 

57. 1 

Sulfonamide 

49.9 

34.8 

48.2 

57.3 

77.1 

62  7 

« 

15.5 

* 

88  2 

66  6 

Tetracycline 

35.3 

16.7 

31.4 

25.6 

20  0 

5.0 

58  2 

11.8 

63  6 

94.7 

42.8 

♦♦Nalidixic  acid 

94  3 

91.7 

88.7 

94.5 

95.8 

25.2 

100  0 

27.5 

100  0 

* 

92.5 

♦ *N  itrofurantoin 

97.2 

93.1 

94.7 

87.9 

89  0 

3.3 

100  0 

62.2 

100.0 

* 

29.1 

* Insufficient  number  of  strains  tested, 
t Not  tested.  Activity  equivalent  to  counterpart. 

♦♦  Urinary  isolates  tested  by  disk  agar  diffusion  method. 


cent) ; and  highly  resistant  to  lincomycin, 
neomycin,  oxacillin,  and  nalidixic  acid  (all 
under  10  per  cent). 

Practically  all  beta-hemolytic  strepto- 
coccus, Streptococcus  viridans,  and  Diplo- 
coccus  pneumoniae  strains  were  inhibited  by 
every  antibiotic  tested  except  tetracycline. 
Only  62  per  cent  of  the  beta-hemolytic  strep- 
tococcal strains  and  88  per  cent  of  the  Diplo- 
coccus  pneumoniae  and  Streptococcus  viri- 
dans isolates  proved  susceptible  to  this  com- 
pound as  contrasted  with  the  past  when 
almost  100  per  cent  of  the  strains  in  these 
categories  were  susceptible  to  tetracycline. 

Chloramphenicol  was  100  per  cent  active 
against  the  recovered  Clostridium  perfrin- 
gens  strains.  Ampicillin  and  penicillin  were 
also  highly  effective  against  this  anaerobic 
microorganism  (approximately  87  per  cent) . 
However,  only  about  half  the  Bacillus  wel- 
chii  strains  were  susceptible  to  tetracycline, 
and  only  8.3  per  cent  were  inhibited  by 
neomycin. 

Table  II  analyzes  the  susceptibility  status 
of  the  gram-negative  pathogenic  isolates 
in  1969.  The  most  effective  agents  against 
Escherichia  coli  were  gentamicin  (100  per 
cent),  nitrofurantoin,  nalidixic  acid,  colistin 
sulfate,  chloramphenicol,  polymyxin,  and 
neomycin  (97.2  to  85.4  per  cent).  Strepto- 
mycin, cephalothin,  sulfonamide,  ampicillin, 
and  tetracycline,  on  the  other  hand,  were 
effective  only  against  approximately  half  of 
the  strains  in  this  bacterial  species  (66.3 
to  35.3  per  cent). 


The  most  active  antibiotics  against  En- 
terobacter  aerogenes  were  gentamicin,  nitro- 
furantoin, and  nalidixic  acid  (100  to  9.7  per 
cent) . Approximately  80  per  cent  were 
susceptible  to  polymyxin,  neomycin,  and 
colistin  sulfate,  and  67.8  per  cent  were 
sensitive  to  streptomycin.  However,  about 
one  third  or  fewer  of  these  Enterobacter 
aerogenes  strains  were  inhibited  by  chlor- 
amphenicol, sulfonamide,  cephalothin,  ampi- 
cillin, and  tetracycline. 

Members  of  the  Klebsiella  species  were 
most  susceptible  to  gentamicin,  nitrofuran- 
toin, nalidixic  acid,  polymyxin,  and  colistin 
sulfate  (95.8  to  84.6  per  cent),  and  their 
susceptibility  to  neomycin,  cephalothin, 
streptomycin,  chloramphenicol,  and  sulfon- 
amide ranged  from  70.3  to  48.2  per  cent. 
Tetracycline  and  ampicillin  proved  to  be  ef- 
fective against  only  31.4  and  17.1  per  cent, 
respectively,  of  microorganisms  in  this  cate- 
gory. 

The  indole-positive  B.  proteus  isolates 
were  generally  susceptible  to  gentamicin, 
nalidixic  acid,  neomycin  nitrofurantoin, 
chloramphenicol,  and  streptomycin  (97.3  to 
78.2  per  cent).  Of  these  isolates  57.3  per 
cent  were  inhibited  by  streptomycin,  about 
one-third  by  both  cephalothin  and  ampicillin, 
and  25.6  per  cent  by  tetracycline.  A very 
high  degree  of  resistance  to  both  polymyxin 
and  colistin  sulfate  was  evident.  The  indole- 
negative B.  proteus  mirabilis  pattern  was 
essentially  similar  to  the  indole-positive  B. 
proteus  pattern  with  the  following  excep- 
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tion:  91  and  83.9  per  cent,  respectively,  of 
the  indole-negative  strains  were  inhibited 
by  cephalothin  and  ampicillin,  whereas  only 
about  one  third  of  the  indole-positive  strains 
were  susceptible  to  the  same  antibiotics. 

As  could  be  anticipated,  most  antibiotics 
exhibited  a low  order  of  activity  against 
Pseudomonas  aeruginosa  strains  with  the 
exception  of  gentamicin,  neomycin,  colistin 
sulfate,  and  polymyxin  (98.6  to  84.5  per 
cent) . Approximately  60  per  cent  were 
susceptible  to  streptomycin  and  to  sulfon- 
amide, but  only  about  one-fourth  were  in- 
hibited by  nalidixic  acid  and  by  chloram- 
phenicol. Five  per  cent  or  fewer  were  sus- 
ceptible to  tetracycline,  ampicillin,  cephalo- 
thin, and  nitrofurantoin. 

Every  Salmonella  isolate  was  susceptible 
to  colistin  sulfate,  gentamicin,  polymyxin, 
nalidixic  acid,  and  nitrofurantoin.  Of  these 
isolates  93.1  per  cent  were  inhibited  by  both 
chloramphenicol  and  neomycin  and  approxi- 
mately 80  per  cent  by  ampicillin  and  by 
cephalothin.  Tetracycline  proved  active, 
however,  against  only  58.2  per  cent  and 
streptomycin  against  51.7  per  cent  of  the 
microorganisms  belonging  to  this  genus. 

Serratia  marcescens  isolates  were  gener- 
ally resistant  to  most  of  the  antibiotics  ex- 
cept gentamicin  (94.8  per  cent).  Nitro- 
furantoin inhibited  62.2  per  cent  and  neo- 
mycin 55.9  per  cent  of  these  isolates,  but 
only  one-third  were  susceptible  to  poly- 
myxin, one-quarter  to  colistin  sulfate  and 
nalidixic  acid,  and  only  about  15  per  cent  or 
fewer  to  the  remaining  antibiotic  agents. 

The  Shigella  isolates  all  proved  to  be  sen- 
sitive to  chloramphenicol,  colistin  sulfate, 
polymyxin  nalidixic  acid,  and  nitrofurantoin. 
Of  these  isolates  90.9  per  cent  were  sus- 
ceptible to  cephalothin  and  88.8  per  cent  to 


gentamicin.  Approximately  two  thirds  of 
all  of  the  Shigella  strains  tested  were  in- 
hibited by  neomycin,  ampicillin,  strepto- 
mycin, and  tetracycline. 

One  hundred  per  cent  of  the  Hemophilus 
influenzae  strains  were  susceptible  to  chlor- 
amphenicol, novobiocin,  and  erythromycin 
as  were  a very  high  proportion  to  tetra- 
cycline, streptomycin,  cephalothin,  and  neo- 
mycin (94.7  to  88.8  per  cent).  Approxi- 
mately three  of  every  four  strains  belonging 
to  this  species  were  also  susceptible  to  am- 
picillin and  to  penicillin. 

Clinical  isolates  identified  as  belonging 
to  the  Mima  herellea  group  were  universally 
susceptible  to  gentamicin  and  polymyxin. 
A high  percentage  were  also  sensitive  to 
nalidixic  acid,  neomycin,  and  colistin  sulfate 
(92.5  to  85.1  per  cent).  About  half  were 
susceptible  to  streptomycin  as  were  between 
45.1  to  29  per  cent  to  ampicillin,  chloram- 
phenicol, tetracycline,  cephalothin,  and  ni- 
trofurantoin, respectively. 

100th  Street  and  Fifth  Avenue 
New  York,  New  York  10029 

Acknowledgment.  I am  greatly  indepted  to  Mrs.  Zoia 
Brandman,  Mrs.  Brunilda  Torres,  and  Mrs.  Victoria  Gar- 
cia, who  performed  the  antibiotic  susceptibilitiy  tests,  for 
their  very  careful  and  capable  technical  assistance. 

References 

1.  Schneierson,  S.  S.:  Antibiotic  susceptibility  of  path- 

ogenic microorganisms  isolated  at  a large  New  York  City 
hospital  in  1959,  New  York  State  J.  Med.  60:  3426 
( 1960) . 

2.  Idem:  Antibiotic  susceptibility  of  pathogenic  micro- 

organisms isolated  in  1963,  ibid.  65  : 542  (1965). 

3.  Idem:  Antibiotic  susceptibility  of  pathogenic  mi- 

croorganisms isolated  in  1966,  ibid.  67:  2027  (1967). 

4.  Schneierson,  S.  S.,  and  Amsterdam,  D.:  A simpli- 

fied tube  procedure  for  the  routine  determination  of  bac- 
terial sensitivity  to  antibiotics.  Am.  J.  Clin.  Path.  31:  81 
(1959). 

5.  Idem:  A manual  punch  card  system  for  recording, 

filing  and  analyzing  antibiotic  sensitivity  test  results,  ibid. 
47:  818  (1967). 


1874  New  York  State  Journal  of  Medicine  / July  15,  1970 


Correlation 
Conferences  in 
Radiology 
and  Pathology 

Skull 


State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  New  York 

Editors 

E.  ROBERT  HEITZMAN,  M.D. 

Professor,  Department  of  Radiology 
BEDROS  MARKARIAN,  M.D. 

Assistant  Professor,  Department  of  Pathology 


Lesion 


Case  history 

Eugene  F.  Binet,  M.D.*:  A forty-six- 

year-old  woman  was  first  seen  in  neurosurgi- 
cal consultation  for  evaluation  of  a pro- 
gressively enlarging  prominence  of  her 
right  forehead.  The  swelling  had  tripled 
its  size  in  the  last  six  years.  The  patient 
was  otherwise  totally  asymptomatic. 

On  physical  examination  a 6 by  6-cm. 
nontender,  nonpulsatile,  bony  mass  was  ob- 
served at  the  hairline  over  the  right  fore- 
head. No  bruit  was  evident,  nor  were  local 
skin  or  hair  changes  observed.  The  neuro- 
logic examination  was  within  normal  limits. 

Findings  at  laboratory  examinations  in- 
cluding electroencephalogram,  complete 
blood  count,  urinalysis,  fasting  blood  sugar, 
blood  urea  nitrogen,  creatinine,  serum  elec- 
trolytes, and  x-ray  film  of  the  chest  were 
interpreted  as  normal.  A brain-imaging 
study,  plain  skull  roentgenograms,  and  cer- 
ebral arteriography  were  then  obtained. 

Alfred  S.  Berne,  M.D/:  A cerebral 

imaging  study  utilizing  technetium-99m 
pertechnetate  demonstrates  an  area  of  in- 
creased accumulation  of  the  isotope  in  the 
right  frontal  area.  The  intense  uptake  of 
the  isotope  in  such  a peripheral  location 
suggests  a vascular  lesion  confined  prima- 
rily to  the  frontal  bone  (Fig.  1.). 

Examination  of  the  plain  skull  films  shows 
a large,  sharply  defined  radiolucency  in  the 
right  frontal  bone  (Fig.  2A  and  B).  The 
margins  of  the  radiolucency  are  finely  scal- 

* Guest  Editor;  Assistant  Professor,  Department  of  Ra- 
diology, Upstate  Medical  Center. 

t Professor  of  Radiology,  Upstate  Medical  Center. 


B 


FIGURE  1.  (A  and  B)  Frontal  and  right  lateral 
views  of  cerebral  imaging  study  utilizing  10  mil- 
licuries  of  technetium-99"'  pertechnetate.  Note 
intense  accumulation  of  isotope  in  right  frontal 
bone. 
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loped ; on  the  tangential  view  the  lesion  ap- 
pears to  originate  within  the  diploe  expand- 
ing both  the  inner  and  outer  skull  tables 
(Fig.  2C).  Situated  within  the  lesion  are 
multiple  radially  oriented  bony  spicules. 
The  remainder  of  the  findings  of  the  skull 
examination  are  within  normal  limits. 

A right  brachial  angiogram  was  then 
performed.  Anteroposterior,  lateral,  and 
tangential  films  demonstrate  a highly  vas- 
cular bony  lesion  (Fig.  3).  The  arterial 
supply  to  the  lesion  is  chiefly  via  two 
markedly  enlarged,  tortuous  branches  of 
the  middle  meningeal  artery.  The  anterior 
cerebral  artery  is  midline  and  does  not  sup- 
ply the  lesion.  The  ascending  frontoparie- 
tal branches  of  the  right  middle  cerebral 
artery  are  displaced  minimally  by  the  bony 
mass  but  do  not  contribute  to  its  vascular- 
ity. There  is  a faint  blush  seen  within  the 
lesion  during  the  capillary  phase.  Several 
of  the  superficial  cortical  veins  are  displaced 
downward  by  the  mass  but  are  not  invaded, 
suggesting  that  the  lesion  does  not  involve 
the  frontal  lobe. 

From  the  plain  films  alone,  it  would  ap- 
pear that  by  far  the  most  likely  diagnosis  is 
a calvarial  hemangioma.  The  expanding 


FIGURE  2.  (A  and  B)  Posteroanterior  and  right 
lateral  roentgenograms  of  skull.  Large,  sharply 
marginated,  lytic  lesion  of  front  bone  with  radi- 
ally oriented  bony  spiculation  is  shown.  (C) 
Oblique  plain  x-ray  film  of  skull.  Ballooning  of 
both  inner  and  outer  tables  of  skull  is  apparent. 


character  of  the  lesion,  radial  orientation 
of  the  trabeculae,  and  origin  of  the  lesion 
in  the  diploic  space  all  point  to  this  diagno- 
sis. The  cerebral  arteriogram  confirms  the 
vascular  nature  of  the  lesion  and  defines  its 
blood  supply  from  the  external  carotid  ar- 
tery. In  addition,  the  angiogram  shows  that 
the  lesion  has  not  invaded  the  brain.  I can 
think  of  no  other  lesion  that  would  produce 
all  of  these  findings. 

Dr.  Berne’s  diagnosis 

Calvarial  hemangioma 

Pathologic  discussion 

Bedros  Markarian,  M.D.:  The  surgical 
specimen  consists  of  a piece  of  bone  meas- 
uring 7 cm.  in  diameter  and  approximately 
3 cm.  in  thickness  at  its  widest  point  (Fig. 
4).  The  surface  is  variegated  but  of  red- 
dish over-all  color.  The  cut  surface  shows 
a linear  alignment  of  the  bony  and  vascular 
markings  perpendicular  to  the  inner  and 
outer  tables. 

The  microscopic  appearance  is  one  of 
many  thin-walled,  dilated  vascular  channels 
in  the  fatty  spaces  between  the  spicules  of 
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bone  (Fig.  5).  The  number  of  cement  lines 
in  these  spicules  is  increased,  and  their  pat- 
tern suggests  active  remodeling  in  the  area 
of  the  tumor.  This  is  not  an  unexpected 
finding  since  increased  vascularity  has  a 
known  osteolytic  effect  on  adjacent  bone. 
The  diagnosis  is  cavernous  hemangioma  of 
bone. 

Dr.  Binet:  Calvarial  hemangioma  is  a 

rare,  histologically  benign  tumor  of  the 
diploic  layer  of  the  skull,  representing  only 
0.2  per  cent  of  all  bone  tumors.  It  is  a 
tumor  of  all  age  groups  but  is  most  preva- 
lent in  the  fourth  decade  of  life,  with  fe- 
males predominating  in  a ratio  of  3 to  1. 
Multiple  lesions  are  present  in  15  per  cent; 
and  wrhile  the  parietal  bone  is  the  most  fre- 
quent site  of  origin,  it  is  not  unusual  to 
find  a second  lesion  in  the  petrous  bone  or 
sphenoid  wing. 


FIGURE  3.  Cerebral  arteriograms.  (A)  Antero- 
posterior view,  arterial  phase.  Right  anterior 
cerebral  artery  is  midline  and  does  not  send 
branches  to  skull  lesion.  (B  Lateral  view,  ar- 
terial phase.  Anterior  ascending  frontoparietal 
branches  of  right  middle  cerebral  artery  are 
mildly  depressed.  Two  large  tortuous  branches 
of  middle  meningeal  artery  supply  lesion.  (C) 
Oblique  view,  venous  phase.  Note  downward 
displacement  of  several  superficial  cortical  veins 
by  bony  lesion. 


FIGURE  4.  Cross  section  of  surgical  specimen. 
Orientation  of  bone  spicules  in  plane  perpendic- 
ular to  inner  and  outer  tables  of  calvarium  is 
shown.  Note  good  correlation  with  radiographic 
appearance  demonstrated  in  Figure  2 C. 

The  cause  of  this  lesion  is  unknown,  but 
in  many  instances  the  history  dates  from 
local  trauma.  In  the  vast  majority  of 
cases,  the  patient  is  asymptomatic  and 
seeks  help  for  cosmetic  reasons  only.  If  the 
lesion  grows  inward,  a somewhat  unusual 
feature  of  calvarial  hemangioma,  the  patient 
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FIGURE  5.  Low-power  photomicrograph.  Thin- 
walled,  blood-filled  vessels  are  disposed  around 
bony  spicule  which  has  numerous  cement  lines 
(hematoxylin  and  eosin  stain). 

may  suffer  headaches  or  limb  weakness  due 
to  localized  increased  intracranial  pressure. 

While  the  cerebral  imaging  study  cor- 
rectly identifies  the  calvarial  hemangioma  as 
a vascular  lesion,  the  plain  skull  roentgeno- 
grams are  virtually  diagnostic  of  this  entity. 
Radiographically,  the  lesion  appears  as  a 
honeycombed,  oval,  or  l’ound  mass  lesion 
which  on  tangential  views  demonstrates  a 
pathognomonic  “sunburst”  appearance. 
This  feature  is  caused  by  the  radially  ar- 
ranged bone  trabeculae  which  arise  from  a 
common  center. 

The  lesion  arises  in  the  diploic  space, 
balloons  both  the  inner  and  outer  tables  of 
the  skull,  but  does  not  erode  through  the 
bony  cortex.  There  is  very  little  if  any  re- 
active sclerosis  or  hyperostosis  around  a 
calvarial  hemangioma. 


Cerebral  angiography  is  performed  to 
evaluate  the  vascular  supply  to  the  heman- 
gioma and  to  rule  out  intracerebral  exten- 
sion of  the  lesion,  an  exceedingly  unusual 
event.  It  is  probably  not  indicated  in  all 
cases.  The  vascular  supply  to  these  lesions 
is  solely  from  the  external  carotid  artery. 

No  other  lesion  truly  mimics  calvarial  he- 
mangioma, although  occasionally  an  en 
plaque  meningioma  of  the  skull  will  cause 
confusion.  The  calvarial  meningioma  is  a 
more  irregular  lesion  in  which  bony  tra- 
beculae, if  identifiable,  are  disposed  in  par- 
allel rather  than  in  a radial  pattern.  In  ad- 
dition, calvarial  meningiomas  erode  bone 
and  display  both  circumferential  sclerosis 
and  hyperostosis.  Paget’s  disease  and  fi- 
brous dysplasia  are  much  less  well-circum- 
scribed lesions,  and  neither  show  a honey- 
combed pattern  with  radially  disposed  bone 
trabeculae.  Osteogenic  sarcoma,  epidermoid 
cyst,  histiocytosis  X,  osteomyelitis,  skull 
metastasis,  and  Cooley’s  anemia  are  other 
unlikely  differential  diagnoses,  none  of 
which  show  the  characteristic  roentgen  pic- 
ture described  previously. 

The  treatment  of  choice  for  calvarial  he- 
mangioma is  complete  surgical  extirpation. 


Final  diagnosis 


Calvarial  hemangioma 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Beekman-Downtown  Hospital 
New  York  City 
January  27,  1970 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
CHARLES  M.  KARPAS,  M.D. 

Discussed  by  CARMEN  H.  GRANGE.  M.D. 


Rapidly  Progressive  Uremia 


Case  history 

Nagindas  V.  Mavani,  M.D.:  A seventy- 
three-year-old  white  female  was  admitted  to 
the  hospital  with  complaints  of  abdominal 
pain,  nausea,  and  vomiting  for  four  to  six 
weeks. 

The  patient  denied  ill  health  until  two 
months  prior  to  admission,  when  she  experi- 
enced vague  epigastric  pain  and  fullness, 
especially  after  eating,  with  relief  obtained 
by  vomiting.  Gradually  the  patient  became 
aware  of  persistent  nausea  and  epigastric 
distress,  even  before  breakfast.  One  week 
before  admission  she  noticed  generalized 
weakness  and  consulted  a physician  who  re- 
ferred her  to  the  hospital  for  admission. 
She  denied  any  change  in  bowel  habits  or 
melena. 

The  patient  had  smoked  2 packs  of  ciga- 
rets  a day  for  many  years  and  had  had  a 
mild  persistent  nonproductive  cough. 

Physical  examination  on  admission  re- 
vealed a blood  pressure  of  140/90,  a pulse 
rate  of  70,  and  a respiratory  rate  of  18  per 
minute;  the  temperature  was  99.4  F.  The 
patient  appeared  to  be  weak  and  chronically 
ill  and  obviously  had  lost  considerable 
weight;  however,  she  was  alert  and  coher- 
ent. Moderate  kyphosis  of  the  dorsal  spine 
was  present  with  increase  in  the  antero- 
posterior diameter  of  the  chest.  The  lungs 
revealed  scattered  rhonchi  over  the  upper 
anterior  and  posterior  areas  of  the  right 
lung.  The  cardiac  examination  was  not  re- 
markable. The  abdomen  showed  a sense  of 
resistance  in  the  epigastrium,  but  no  masses 
were  palpable.  A systolic  bruit  was  audible 
over  the  umbilical  and  both  inguinal  regions. 
Pelvic  and  rectal  examinations  were  refused. 


There  was  moderate  pitting  edema  of  both 
legs;  the  deep  tendon  reflexes  were  brisk 
throughout. 

The  hemoglobin  was  9.6  Gm.  per  100  ml.; 
the  hematocrit  was  30;  and  the  white 
blood  cell  count  was  9,100  with  81  per  cent 
polymorphonuclear  cells.  The  urinalysis 
showed  a specific  gravity  of  1.019  and  a 
trace  of  acetone;  the  microscopic  examina- 
tion showed  5 to  8 white  blood  cells,  3 to  5 
red  blood  cells,  and  many  epithelial  cells. 
The  stool  guaiac  test  showed  a slight  posi- 
tive trace.  The  fasting  glucose  was  88  mg., 
the  blood  urea  nitrogen  88  mg.,  the  creati- 
nine 9.3  mg.,  the  total  bilirubin  0.6  mg. 
(direct  0.1  mg.),  the  alkaline  phosphatase 
3.8  mg.  per  100  ml.,  and  the  total  protein 
6.5  Gm.  (albumin  3.8  Gm.,  globulin  2.7  Gm.) 
per  100  ml.  The  thymol  turbidity  was  1.2 
units  (normal  1 to  4),  the  cephalin  floccula- 
tion test  result  was  2 plus;  the  serum  glu- 
tamic oxaloacetic  transaminase  22  units 
(normal  1 to  40),  the  serum  glutamic  pyru- 
vic transaminase  25  units  (normal  1 to  40), 
and  the  lactic  acid  dehydrogenase  410  units 
(normal  200  to  600) . 

The  serum  potassium  was  6.4  mEq.,  the 
sodium  136  mEq.,  the  chlorides  105  mEq., 
and  the  carbon  dioxide  content  12  mEq.  per 
liter. 

The  chest  x-ray  film  on  admission  revealed 
the  heart  to  be  at  the  upper  limits  of  nor- 
mal and  the  aorta  tortuous  and  calcified. 
There  were  signs  of  previous  disease  in  the 
upper  lobe  of  the  right  lung  but  no  evidence 
of  active  disease.  X-ray  examination  of  the 
abdomen  revealed  calcification  of  the  ab- 
dominal aorta  and  iliac  vessels;  the  kidneys 
and  psoas  shadows  were  partly  obscured  by 
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overlying  bowel  contents,  and  the  liver  and 
spleen  were  not  enlarged. 

The  electrocardiogram  revealed  normal 
findings. 

During  the  first  two  weeks  in  the  hospital, 
the  patient’s  temperature  fluctuated  irreg- 
ularly between  100  and  101  F. ; during  the 
final  (third)  week  in  the  hospital,  her  tem- 
perature remained  normal.  The  patient  was 
treated  with  ampicillin  and  calcium  glu- 
conate, and  sodium  bicarbonate  was  given 
intravenously.  Her  blood  pressure  on  nu- 
merous occasions  was  observed  to  fluctuate 
within  the  range  of  135/70  to  150/80.  By 
the  third  day  in  the  hospital  she  had  de- 
veloped difficulty  with  speech,  generalized 
weakness,  muscle  twitching,  and  shortness 
of  breath;  at  no  time  were  convulsions  ob- 
served. Rhonchi  were  audible  throughout 
the  chest.  Repeat  urinalysis  revealed  a spe- 
cific gravity  of  1.007,  and  a test  for  albumin 
showed  a positive  trace;  the  urine  contained 
1 to  2 white  blood  cells  and  10  to  15  red 
blood  cells  per  high-power  field. 

The  patient  was  treated  conservatively 
with  fluids  given  orally  and  intravenously; 
on  the  fourth  day  in  the  hospital  with  a 
total  fluid  intake  of  1,450  cc.,  she  excreted 
550  cc.  of  urine,  with  a specific  gravity  of 
1.020,  a trace  of  sugar,  1 to  3 white  blood 
cells,  and  8 to  10  red  blood  cells  per  high- 
power  field. 

In  spite  of  therapy,  the  patient’s  blood 
urea  nitrogen  rose  by  the  fifth  day  to  155 
mg.,  the  creatinine  to  10.4  mg.  per  100  ml., 
and  the  potassium  to  6.1  mEq.,  while  the 
carbon  dioxide  content  remained  at  12  mEq. 
per  liter.  The  serum  calcium  was  7.2  mg. 
and  the  phosphorus  7.9  mg.  per  100  ml. 
The  sputum  smear  showed  a negative  result 
for  acid-fast  bacilli,  as  did  the  aspirated 
gastric  contents.  Gastrointestinal  and  gall- 
bladder x-ray  examinations  were  attempted, 
but  the  patient  was  unable  to  retain  the  con- 
trast materials,  and  the  procedures  had  to 
be  abandoned.  The  heart  rhythm  remained 
regular  at  88  to  90  per  minute;  no  friction 
rubs  were  audible.  Anorexia  gradually  in- 
creased, and  the  patient  became  unable  to 
swallow  even  small  amounts  of  fluids.  On 
the  seventh  day  in  the  hospital,  the  serum 
calcium  was  5 mg.  and  the  phosphorus  7.9 
mg.  per  100  ml.;  the  carbon  dioxide  content 
was  18  mEq.  and  the  potassium  6.1  mEq.  per 
liter.  The  stool  guaiac  test  result  was  nega- 
tive. 


During  the  second  week  in  the  hospital 
on  a fluid  intake  of  2,000  to  2,500  cc.  per 
day,  the  patient  excreted  900  to  1,500  cc.  of 
urine  a day,  with  specific  gravities  ranging 
from  1.005  to  1.021.  These  specimens 
showed  at  most  a trace  of  sugar  and  on  mi- 
croscopic examination  only  2 to  4 white 
blood  cells  and  5 to  8 red  blood  cells  per  high- 
power  field.  The  hemoglobin  remained  in 
the  range  of  8 to  9 Gm.  per  100  ml.,  the 
blood  urea  nitrogen  continued  to  be  elevated 
at  140  to  160  mg.,  although  the  creatinine 
decreased  to  5 to  6 mg.  per  100  ml.  The 
serum  calcium  and  phosphorous  values  re- 
mained unchanged.  Tetracycline  was  sub- 
stituted for  ampicillin  and  prochlorperazine 
(Compazine)  was  used  to  control  nausea. 
The  patient  was  alternately  alert  and  som- 
nolent and  complained  at  times  of  distress- 
ing pain  in  the  anterior  part  of  the  chest. 
The  central  venous  pressure  was  12  to  13 
cm.,  so  that  moderate  fluid  restriction  was 
necessary. 

On  the  twelfth  day  in  the  hospital  the 
patient’s  condition  appeared  to  be  improv- 
ing with  an  increase  in  appetite,  although 
bronchial  secretions  were  also  increased. 
However,  by  the  beginning  of  the  third 
week  in  the  hospital,  her  appetite  began  to 
deteriorate;  slurring  of  speech,  numerous 
tracheal  rhonchi,  and  basilar  rales  were 
noted.  Her  blood  pressure  dropped  to  the 
level  of  100/70,  she  began  to  vomit  inter- 
mittently and  have  occasional  loose  bowel 
movements.  Examination  of  the  abdomen 
revealed  no  local  tenderness,  although  there 
was  moderate  distention.  The  carbon  diox- 
ide content  remained  in  the  vicinity  of  17 
to  20  mEq.  and  the  potassium  in  the  range 
of  3 to  4 mEq.  per  liter. 

By  the  twentieth  day  in  the  hospital,  the 
patient  had  lapsed  into  coma;  her  blood 
pressure  became  unobtainable  and  was  not 
restored  by  levarterenol  (Levophed).  The 
prothrombin  time  was  25.9  seconds  (control 
13.9  seconds)  ; the  serum  calcium  was  6.2 
mg.  and  the  phosphorus  10.3  mg.  per  100 
ml.  The  blood  urea  nitrogen  was  146  mg. 
per  100  ml.  Efforts  at  resuscitation  were 
unsuccessful,  and  she  was  pronounced  dead 
on  the  afternoon  of  the  twenty-first  day. 

Discussion 

Carmen  H.  Grange,  M.D.*:  This  sev- 

* Assistant  Attending  Physician,  Beckman-Downtown 
Hospital. 
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enty-three-year-old  woman  apparently  en- 
joyed good  health  until  approximately  eight 
weeks  prior  to  admission  to  the  hospital. 
Her  subsequent  symptoms  were  referable 
to  the  upper  gastrointestinal  tract:  nausea, 
vomiting,  epigastric  fullness,  and  pain.  As 
a result,  weight  loss  and  generalized  weak- 
ness occurred.  Her  vital  signs  on  admission 
included  a low-grade  fever  which  lasted 
throughout  the  first  two  weeks  in  the  hos- 
pital. She  appeared  chronically  ill  and  ca- 
chectic. The  findings  in  the  chest  could  be 
attributed  in  part  to  emphysema  or  chronic 
bronchitis  brought  on  by  smoking  an  ex- 
cessive number  of  cigarets.  There  were  no 
evident  abnormal  cardiac  conditions.  The 
x-ray  film  of  the  abdomen  revealed  severe 
atherosclerosis  of  the  aorta  and  its  branches, 
with  the  possibility  of  aneurysmal  dilata- 
tion. The  edema  in  the  legs  could  have 
been  due  to  pressure  of  an  aneurysm  or  a 
mass  in  the  pelvis  on  the  venous  or  lym- 
phatic return  system.  Unfortunately,  the 
patient  refused  to  allow  examination  of  the 
pelvic  and  rectal  areas. 

The  x-ray  films  in  addition  demonstrated 
calcification  of  the  thoracic  aorta.  Were 
the  kidneys  hydronephrotic,  polycystic,  or 
small  and  contracted?  Was  there  calcifica- 
tion on  the  renal  arteries?  Were  calculi 
present?  I would  like  to  review  the  x-ray 
films  at  this  point. 

JOHN  Batillas,  M.D.:  The  chest  film 

taken  on  admission  demonstrates  the  heart 
to  be  at  the  upper  limits  of  normal;  the 
aorta  is  tortuous  and  unfolded  wfith  athero- 
sclerotic changes  in  the  transverse  portion. 
There  is  a diffuse  prominence  of  the  bron- 
chovascular  markings,  and  the  lung  fields 
appear  hyperaerated ; the  changes  are  those 
of  fibrosis  and  emphysema. 

As  far  as  the  abdomen  is  concerned,  there 
is  no  evidence  of  a mass  or  of  abnormal  ac- 
cumulations of  gas.  There  is  heavy  calci- 
fication within  the  abdominal  aorta  extend- 
ing dowm  into  the  iliac  vessels ; the  calcifi- 
cations visible  in  the  pelvis  represent  phleb- 
oliths.  There  is  no  evidence  of  either  bil- 
iary or  urinary  calculi.  The  overlying  gas 
patterns  shown  on  the  film  of  the  abdomen 
prevented  a clear  view  of  the  kidney  and 
psoas  shadows. 

Dr.  Grange:  Is  there  any  indication  of 

an  aneurysm  of  the  abdominal  aorta? 

Dr.  Batillas:  The  thoracic  aorta  may 

be  diffusely  dilated  but  not  in  the  sense  of  a 


discrete  aneurysm.  In  the  right  hemipelvis 
there  is  a curvilinear  calcification  which 
could  be  located  in  the  wall  of  an  aneurysm 
of  the  right  iliac  artery. 

Dr.  Grange:  Was  there  any  suggestion 

of  calcification  of  the  aortic  valve? 

Dr.  Batillas:  No. 

Dr.  Grange:  Do  these  films  show  any- 

thing to  indicate  uremic  disease  in  the  lung? 

Dr.  Batillas:  The  changes  seen  in  the 

lung  fields  do  not  suggest  uremia;  at  least 
we  are  not  seeing  the  so-called  “bat-wing” 
shadows  often  found  in  uremia.  As  far  as 
the  bony  structures  are  concerned,  there  is 
diffuse  demineralization  appropriate  to  the 
patient’s  age  but  no  evidence  of  a destruc- 
tive lesion. 

Dr.  Grange:  Can  we  review  the  electro- 
cardiograms? 

Harold  H.  Coppersmith,  M.D.:  In  the 

admission  electrocardiogram,  lead  II  shows 
R wave  equivalent  to  S wave,  meaning  that 
this  patient  had  a deep  left-axis  deviation 
of  minus  30  degrees,  often  seen  with  fibrosis 
of  the  myocardium.  There  is  an  inverted  T 
wave  in  a VI  and  no  Q waves  in  the  standard 
leads.  The  chest  leads  are  normal.  The 
electrocardiogram  taken  five  days  later 
showed  a marked  change  in  the  configura- 
tion of  lead  II ; the  deep  S wave  has  become 
small.  The  inverted  T wave  in  lead  aVl  has 
disappeared.  There  are  small  Q waves  in 
leads  V4  to  Vr„  none  of  which  are  either 
broad  or  deep. 

I believe  that  the  most  definite  diagnosis 
that  can  be  interpreted  from  these  tracings 
is  the  presence  of  coronary  artery  disease. 
I do  not  think  that  there  is  anything  diag- 
nostic of  an  acute  myocardial  infarction  in 
these  electrocardiograms;  there  is  nothing 
to  suggest  pericarditis,  nor  are  there  the 
prominent  T waves  that  one  wrould  expect 
to  see  in  the  uremic  patient  with  an  elevated 
serum  potassium  level. 

Dr.  Grange:  Let  us  turn  our  attention 

to  the  laboratory  findings.  Here  we  have  a 
picture  of  azotemia,  metabolic  acidosis,  and 
anemia,  all  characteristic  of  the  uremic 
state.  The  hemogram  does  not  at  any  time 
reflect  any  overt  bleeding,  and  only  on  two 
occasions  were  the  stool  guaiac  test  results 
slightly  positive.  The  one  prothrombin  time 
reported  is  markedly  elevated ; I assume  that 
the  patient  was  not  on  anticoagulant  ther- 
apy. Was  a platelet  count  or  a prothrombin 
consumption  time  test  done? 
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Hak  Jo  Kim,  M.D.:  Neither  test  was 

done. 

Dr.  Grange:  The  group  at  Cornell  Medi- 
cal College  has  shown  that  uremia  can  be  a 
cause  of  abnormal  coagulation.1 

The  striking  feature  about  the  urinalysis 
in  this  case  is  the  variation  in  the  specific 
gravity,  1.020  to  1.005.  There  are  no  casts 
in  the  urine,  and  only  one  sample  showed  a 
trace  of  albumin.  The  heavy  bacterial  count 
in  later  specimens  could  be  attributed  to  the 
use  of  the  Foley  catheter,  as  could  the  other 
formed  elements,  the  white  and  red  blood 
cells.  The  trace  of  glucose  evident  on  three 
occasions  could  be  due  to  the  glucose  solu- 
tions administered  intravenously.  The  neu- 
romuscular signs,  the  neurologic  manifesta- 
tions, and  the  gastrointestinal  symptoms 
could  all  be  explained  by  the  uremic  syn- 
drome. At  times  the  patient’s  condition  ap- 
peared to  be  improving,  but  by  the  begin- 
ning of  the  third  week  she  began  a rapid 
downhill  course,  went  into  irreversible 
shock  and  coma,  and  expired  on  the  twenty- 
first  hospital  day. 

Was  this  renal  failure  an  acute,  subacute, 
or  chronic  condition?  We  have  no  way  of 
knowing  since  there  is  no  past  history  of  any 
pertinent  disease,  such  as  hypertension,  col- 
lagen disease,  diabetes  mellitus,  gout,  or 
heart  disease.  What  could  have  contributed 
to  this  rapid  terminal  course,  in  spite  of 
clinical  improvement  with  conventional 
therapy?  There  was  no  evidence  of  a bleed- 
ing diathesis  or  of  a ruptured  aneurysm. 
The  pain  in  the  anterior  part  of  the  chest 
could  have  been  due  to  a uremic  fibrinous 
pericarditis,  but  together  with  shortness  of 
breath,  shock,  and  rales  in  the  lungs,  it 
could  be  due  to  terminal  myocardial  infarc- 
tion or  to  pulmonary  embolism. 

Spontaneous  atheromatous  embolization 
from  ruptured  intimal  plaques  can  involve 
the  brain,  the  heart,  and  the  gastrointestinal 
tract,  as  well  as  peripheral  arteries.  In  pa- 
tients in  the  older-age  group  in  whom  ath- 
erosclerosis or  aneurysm  of  the  abdominal 
aorta  are  seen  and  in  whom  renal  failure 
has  developed,  whether  acutely  or  chroni- 
cally, the  possibility  of  atheromatous  em- 
bolization should  be  considered  in  the  dif- 
ferential diagnosis.  Characteristic  features 
in  patients  with  atheromatous  renal  em- 
bolization are  the  nonspecific  findings  on 
urinalysis  and  the  variability  of  both  the 
urinary  sediment  and  the  specific  gravity,  as 


this  patient  demonstrated.  Such  emboliza- 
tion can  occur  following  surgery  for  aortic 
aneurysm  or  for  severe  occlusive  athero- 
sclerosis and  has  also  been  described  follow- 
ing renal  arteriography.  Whether  the  em- 
bolization is  spontaneous  or  traumatic,  the 
end  result  is  the  same,  renal  failure  and 
uremia. 

Calcification  of  the  thoracic  aorta  was 
present  in  this  patient,  and  I am  going  to 
assume  that  the  aortic  valve  was  involved  as 
well,  resulting  in  calcific  aortic  stenosis.  In 
the  older-age  groups,  calcific  aortic  stenosis 
may  be  present  without  any  sign  of  cardiac 
disease,  such  as  murmurs,  cardiomegaly,  or 
heart  failure.  This  is  in  marked  contrast 
to  the  same  disease  seen  in  the  younger-age 
group,  when  it  usually  occurs  on  a rheumatic 
or  a congenital  basis.  Calcareous  aortic 
valves  can  also  be  the  sites  of  vegetations 
leading  to  subacute  bacterial  endocarditis 
which  is  what  I feel  was  responsible  for  this 
patient’s  illness  and  death.  Perhaps  the 
antibiotics  given  at  the  beginning  of  the 
hospital  admission  helped  to  change  the 
clinical  picture  of  this  bacterial  endocarditis 
to  an  atypical  form. 

My  final  diagnosis  is  calcific  aortic  steno- 
sis, complicated  by  subacute  bacterial  endo- 
carditis, with  emboli  to  the  kidneys,  possibly 
also  to  the  brain,  and  to  the  coronary  arter- 
ies. 

Dr.  Coppersmith  : I would  like  to  know 
how  the  pitting  edema  of  the  legs  can  be 
explained. 

John  T.  Flynn,  M.D.:  W’ould  it  be  so 

extraordinary  to  see  edema  with  uremia? 

Dr.  Coppersmith:  Edema  with  uremia, 

if  one  explains  it  on  the  basis  of  capillary 
damage,  would  not  be  localized  to  the  legs 
but  would  involve  the  face  and  hands  as  well. 
In  the  absence  of  hypoalbuminemia,  heart 
failure,  and  enlargement  of  the  heart,  one 
would  almost  be  forced,  in  this  case,  to  as- 
sume that  there  was  pressure  in  the  pelvis 
obstructing  venous  return. 

The  patient  refused  to  have  pelvic  and 
rectal  examinations,  so  that  we  are  in  the 
dark  regarding  any  space-occupying  lesion 
in  that  area. 

Dr.  Flynn  : Would  you  implicate  ob- 

struction to  organs  other  than  the  veins  and 
lymphatic  glands  of  the  legs? 

Dr.  Coppersmith:  One  would  be  hard 

pressed  to  explain  the  kidney  disease  on  that 
basis.  Bilateral  obstruction  of  the  ureters 
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FIGURE  1.  Microscopic  sections  showing  squamous-cell  carcinoma  of  cervix  (A)  low  and  (B)  high- 
power  views  (hematoxylin  and  eosin  stain). 


is  conceivable  if  she  had  a large  tumor  in  the 
pelvis. 

Dr.  Mavani:  The  daily  urine  output  at 

the  beginning  of  the  hospital  period  was  ap- 
proximately 1,000  ml.  per  day  and  thereafter 
fluctuated  from  550  to  1,400  ml.  per  day. 
On  the  last  two  days  of  life,  her  total  urine 
output  was  between  300  and  400  ml.,  and  her 
blood  pressure  had  fallen. 

Norman  S.  Blackman,  M.D.:  I want  to 
emphasize  the  fact  that  the  patient’s  condi- 
tion was  improving  up  to  the  last  few  days 
of  her  life.  Her  sensorium  partially  cleared, 
her  appetite  improved,  and  the  serum  elec- 
trolyte disturbances  seemed  to  be  slowly 
improving  with  therapy.  I was  surprised 
when  she  suddenly  took  a turn  for  the 
worse.  I had  asked  for  a consultation  con- 
cerning the  possibility  of  a peritoneal  dialy- 
sis which  might  further  have  improved  her 
condition  sufficiently  to  permit  us  to  investi- 
gate her  physical  problems  more  thoroughly. 

Dr.  Coppersmith  : Since  her  hydration 

improved  on  therapy  in  the  hospital,  I can 
assume  that  she  did  not  have  prerenal  azote- 
mia. 

Henry  A.  Sampson,  M.D.:  Dr.  Grange 

mentioned  several  causes  besides  renal  dis- 
ease, such  as  primary  vascular  problems, 
myocardial  infarctions,  and  subacute  bac- 
terial endocarditis.  I would  like  to  empha- 
size the  gastrointestinal  aspect  of  the  case. 
This  woman  came  into  the  hospital  without 
evidence  of  long-standing  kidney  disease, 
which  so  often  presents  symptoms  of  con- 
gestive heart  failure,  hypertension,  and  al- 
buminuria. She  did,  however,  have  a high 
blood  ui'ea  nitrogen  level  and  an  elevated 


creatinine,  reflecting  renal  disease,  but  I 
think  that  the  gastrointestinal  history  here 
should  be  emphasized.  This  woman  had  been 
sick  for  about  two  months  with  pain  in  the 
epigastric  and  upper  abdominal  areas,  vomit- 
ing, loss  of  appetite,  and  at  times  difficulty  in 
swallowing  food.  The  liver  function  test  re- 
sults were  normal.  Thus  the  elevated  pro- 
thrombin time  by  itself  might  suggest  a 
malabsorption  syndrome  or  simply  an  inade- 
quate nutritional  intake  of  vitamin  K.  My 
feeling  is  that  the  patient  had  a lesion  in 
the  upper  gastrointestinal  tract,  probably 
a malignant  growth  in  the  lower  esophagus 
or  in  the  cardia  of  the  stomach. 

Marsh  McCall,  M.D.:  I would  like  also 
to  add  the  possibility  of  pancreatic  disease 
to  explain  the  nutritional  problem  and  the 
gastrointestinal  symptoms. 

Yat  Ting  Moy,  M.D.:  I wonder  if  pri- 

mary disease  of  the  parathyroid  glands 
might  have  altered  her  calcium  metabolism 
sufficiently  to  cause  serious  renal  disease 
and  eventually  renal  failure. 

Dr.  Grange:  If  this  patient’s  serum  cal- 

cium levels  were  8 to  10  mg.,  together  with 
the  high  serum  phosphorus,  in  the  presence 
of  renal  failure,  I might  be  more  tempted  to 
consider  primary  parathyroid  disease.  But 
this  was  not  the  case. 

Dr.  Blackman:  The  one  clinical  obser- 

vation that  puzzled  me  most  was  the  varia- 
tion in  the  specific  gravity  of  the  urine.  I 
have  rarely  seen  a patient  with  severe  ure- 
mia who  could  both  dilute  and  concentrate 
the  urine  as  readily  as  she  did. 

Dr.  Coppersmith  : In  many  hospitals 

variation  of  the  specific  gravity  of  the  urine 
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FIGURE  2.  Microscopic  sections  showing  (A) 
wedge-shaped  area  of  fibrosis  and  lymphocyte 
infiltration  in  renal  cortex,  indicating  severe 
nephrosclerosis;  (B)  interstitial  edema  of  renal 
medulla  reflecting  obstructive  uropathy,  low- 
power  view;  and  (C)  high-power  view  (hematoxy- 
lin and  eosin  stain). 


Clinical  diagnoses 

1.  Nephrosclerosis,  severe  with  renal  fail- 
ure and  uremia 

2.  Generalized  arteriosclerosis 

3.  Possible  neoplasm  in  gastrointestinal 
tract 


in  patients  with  kidney  disease  can  often  be 
traced  to  hydrometers  which  are  seldom 
calibrated  and  often  give  misleading  read- 
ings. 

Hugo  Paganelli,  M.D.:  Dr.  Grange’s 

hypothesis  that  the  renal  failure  possibly 
was  due  to  emboli,  either  from  a bacterial 
endocarditis  or  from  atheromatous  plaques 
in  the  aorta,  is  most  attractive.  However, 
I would  suggest  that  when  you  have  embolic 
phenomena  to  the  kidney,  one  should  see 
many  more  red  blood  cells  in  the  urine  sedi- 
ment than  are  present  here.  Thus  the  ab- 
sence of  red  blood  cells  would  militate 
against,  but  not  completely  negate,  the  pos- 
sibility of  embolic  phenomena. 

In  reply  to  Dr.  Coppersmith’s  comment, 
even  though  our  hydrometers  are  not  as  sen- 
sitive as  those  used  in  the  aerospace  pro- 
gram, I do  not  think  that  they  would  be  so 
inaccurate  as  to  give  readings  varying  from 
1.005  to  1.020,  if  the  true  specific  gravity 
of  the  urine  was  relatively  fixed.  From  the 
microscopic  findings,  from  the  specific  grav- 
ity variations,  and  in  the  absence  of  albu- 
min, one  could  not  diagnose  glomerulone- 
phritis. 


Dr.  Grange’s  diagnoses 

1.  Calcific  aortic  stenosis  with  superim- 
posed subacute  bacterial  endocarditis 

2.  Secondary  embolic  renal  disease,  renal 
failure,  and  uremia 

3.  Possible  emboli  to  coronary  and  cere- 
bral arteries 

Pathologic  report 

Basil  Moumgis,  M.D.:  The  failure  to  ob- 
tain permission  for  a pelvic  examination 
proved  to  be  quite  important.  At  autopsy 
we  found  a large  mass  in  the  pelvis  which 
microscopically  proved  to  be  a primary 
squamous-cell  carcinoma  of  the  cervix  (Fig. 
1).  The  tumor  had  extended  into  the  lower 
uterine  segment  and  enveloped  the  wall  of 
the  urinary  bladder  creating  a so-called 
“frozen  pelvis.”  This  neoplastic  obstruction 
of  the  lower  urinary  tract  probably  had  been 
present  for  some  time  as  evidenced  by  the 
dilatation  of  the  ureters  and  of  the  renal 
pelves.  We  were  able  to  pass  a probe 
through  the  ureters  into  the  bladder  indi- 
cating that  there  was  only  partial  obstruc- 
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tion.  The  right  kidney  weighed  120  Gm. 
and  the  left  85  Gm.,  but  these  figures  are 
deceptive  since  both  kidneys  were  the  seats 
of  multiple  cysts.  On  removal  of  fluid  from 
the  cysts,  the  right  kidney  then  weighed  65 
Gm.  and  the  left  58  Gm.  Microscopic  sec- 
tions revealed  a severe  and  diffuse  nephro- 
sclerotic  process  characterized  by  multiple 
wedge-shaped  areas  of  fibrosis  and  lympho- 
cytic infiltrate  within  the  periphery  of  the 
cortex  (Fig.  2A).  The  cortex  was  markedly 
thinned;  and  the  medulla  showed  conspicu- 
ous interstitial  edema,  reflecting  the  ob- 
structive process  (Fig.  2B  and  C).  We  also 
found  prominent  areas  of  chronic  pyelone- 
phritis hallmarked  by  irregular  interstitial 
fibrosis,  lymphocytic  infiltrate,  and  dilated 
tubules  (Fig.  3).  In  addition,  each  kidney 
was  the  site  of  a small  adenoma  composed  of 
uniform  well-differentiated  cells.  It  is  of 
interest  to  note  that  we  were  unable  to  find 
any  evidence  of  an  acute  suppurative  py- 
elonephritis, infarction,  or  a primary  glo- 
merular disease.  Both  the  renal  arteries 
and  veins  were  intact;  we  could  not  demon- 
strate the  presence  of  emboli  or  thrombi. 

The  heart  weighed  390  Gm.  and  must  be 
considered  moderately  enlarged  for  this 
small  woman  who  weighed  less  than  100 
pounds.  There  was  hypertrophy  of  both 
right  and  left  ventricular  walls  suggesting 
that  this  patient  could  well  have  been  hy- 
pertensive in  spite  of  the  observed  normal 
blood  pressures  during  her  hospitalization. 
Coronary  arteriosclerosis  was  evident  but 
without  significant  narrowing  or  occlusion 
of  the  lumina : there  was  no  sign  of  an  old 
or  recent  myocardial  infarction.  We  found 
some  calcification  of  the  mitral  annulus,  as 
well  as  sclerosis  of  the  aortic  valve  but  with- 
out appreciable  evidence  of  stenosis.  Mi- 
croscopic examination  of  the  mitral  valve 
did  show  some  nonspecific  endocardial 
thickening  and  minimal  inflammation  sug- 
gesting the  beginning  of  a so-called  uremic 
endocarditis;  however,  we  were  unable  to 
find  evidence  of  a frank  thrombus  or  vege- 
tation on  the  mitral  valve.  A fibrinous  peri- 
carditis was  demonstrated,  consistent  with 
uremia.  Incidentally,  there  were  numerous 
atheromatous  plaques  along  the  entire  aorta 
and  major  branches,  but  again  there  were 
no  demonstrable  thrombi  or  emboli. 

Each  pleural  cavity  contained  1.000  ml.  of 
serous  fluid  and  together  with  the  congested 


FIGURE  3.  Microscopic  section  showing  dilated 
renal  tubules,  lymphocyte  infiltration,  and  in- 
terstitial fibrosis  compatible  with  chronic  py- 
elonephritis (hematoxylin  and  eosin  stain). 


lungs  reflected  the  presence  of  congestive 
failure.  The  diffuse  thickening  of  the  al- 
veolar walls  accompanied  by  morphologic 
evidence  of  pulmonary  hypertension  sug- 
gests that  the  patient  may  have  had  hyper- 
tensive heart  failure  for  a considerable  pe- 
riod of  time. 

The  esophagus  was  hallmarked  by  focal 
areas  of  erosive  inflammation,  particularly 
at  the  cardiac  portion.  In  the  first  portion 
of  the  duodenum,  there  was  a 3-cm.  punched- 
out  ulcerated  area  with  a fibrotic  base  which 
penetrated  into  the  head  of  the  pancreas. 
Microscopically  this  proved  to  be  a benign 
chronic  ulcer  and  was  possibly  the  source  of 
the  gastrointestinal  bleeding.  Except  for  a 
minimal  chronic  fibrosing  pancreatitis  in 
the  area  of  the  base  of  the  duodenal  ulcer, 
the  pancreas  was  essentially  normal. 

Dr.  Flynn  : Dr.  Blackman’s  estimate 

that  the  kidneys  should  have  been  able  to 
function  adequately  if  they  had  not  been 
faced  with  the  strain  of  some  additional 
compromising  influence  appears  to  be  cor- 
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rect.  The  fact  that  there  is  obstruction  to 
the  ureters  seemed  not  to  militate  against 
the  output  of  a fairly  good  quantity  of  urine. 

Charles  M.  Karpas,  M.D.:  If  the  py- 

elonephritis was  secondary  only  to  the  ob- 
struction, then  we  should  have  found  a 
greater  degree  of  active  pyelonephritis  than 
was  found.  Dr.  Moumgis,  do  you  think  that 
the  pyelonephritis  could  have  been  of  hema- 
togenous origin  and  antedated  the  cervical 
carcinoma? 

Dr.  Moumgis:  Yes,  I do.  The  pyelone- 

phritis here  was  chronic  and  of  long  dura- 
tion. Progressive  obstruction  with  back 
pressure  leading  to  an  ascending  pyelone- 
phritis would  ordinarily  produce  more  acute 
inflammation,  possibly  with  abscesses  of  the 
kidneys  rather  than  the  long-standing  py- 
elonephritis which  we  found  here. 

Dr.  Coppersmith:  Chronic  pyelone- 

phritis, as  it  reaches  the  end  stages,  often 
does  not  show  evidence  of  infection  in  the 
urine.  It  is  not  unusual  for  a woman  of  this 
age  with  such  kidney  disease  to  have  had 
pyelonephritis  in  pregnancy  and  to  have  had 
repeated  episodes  of  such  infection  subse- 
quently throughout  life. 

I am  still  puzzled  about  the  specific  gravity 
variations,  because  if  a patient  had  diffuse 
disease  affecting  both  kidneys  with  uremia, 
then  the  specific  gravity  should  not  be  as 
variable  as  shown  in  the  protocol. 

Dr.  Karpas  : The  problem  in  chronic  py- 
elonephritis of  correlating  clinical  with 
morphologic  findings  has  been  the  subject  of 
numerous  studies.2  There  are  many  docu- 
mented cases  in  which  the  patient  will  pro- 
gress to  an  end-stage  pyelonephritis  over  a 
long  period  of  time  with  no  evidence  of  bac- 
teriuria.  On  the  other  hand,  many  people 
present  an  entirely  asymptomatic  bacte- 
riuria.  I agree  with  Dr.  Coppersmith  that 
this  patient  had  uremia  with  an  end-stage 
kidney  disease,  and  it  appears  paradoxical 
that  she  should  still  be  capable  of  such  fluc- 
tuations in  the  urine  specific  gravity.  I 
would  assume  that  the  patient  was  exfoliat- 
ing more  renal  epithelial  cells  than  were  re- 
ported; such  epithelial  cells  in  considerable 
numbers  could  contribute  to  the  increased 
specific  gravity.  Unfortunately,  however, 
there  is  no  entirely  satisfactory  explanation 
for  these  changes  in  the  specific  gravity. 

A recent  study  on  fluorescent  bacterial 
antibodies  showed  that  even  in  the  absence 
of  bacteria  in  the  urine  and  kidneys,  there 


may  be  evidence  of  at  least  by-products  of 
bacteria  in  the  kidneys.3 

Dr.  Flynn  : I would  like  to  point  out  cer- 
tain clinical  observations  on  carcinoma  of  the 
cervix  and  its  relationship  to  the  lower  uri- 
nary tract.  The  over-all  five-year  survival 
rate  in  invasive  carcinoma  of  the  cervix  af- 
ter radiation  can  be  as  high  as  45  to  50  per 
cent.  However,  a patient  with  a carcinoma 
of  the  cervix  should  undergo  a urologic 
study,  because  if  the  pyelogram  shows  nor- 
mal findings  prior  to  radiation  therapy,  the 
five-year  survival  rate  is  as  high  as  70  to  75 
per  cent.  On  the  other  hand,  if  before  treat- 
ment the  patient  has  hydronephrosis  indi- 
cating some  degree  of  blockage  by  the  in- 
vasive carcinoma,  then  the  five-year  sur- 
vival rate  is  as  low  as  22  per  cent.  Also,  if  a 
patient  has  hydronephrosis  before  treat- 
ment, and  as  a result  of  radiation  of  the 
cervix  the  hydronephrosis  diminishes,  the 
survival  rate  is  far  better  than  if  the  hy- 
dronephrosis persists.4 

Dr.  Blackman  : We  had  every  intention 
of  doing  a routine  pelvic  examination  when 
the  patient’s  condition  was  sufficiently  im- 
proved, but  we  were  forced  to  postpone  a 
great  deal  of  our  investigative  work  because 
of  her  precarious  condition.  We  might  not 
have  been  able  to  help  her,  but  we  would 
have  at  least  arrived  at  an  accurate  diagno- 
sis and  a better  coordinated  therapeutic  ef- 
fort. As  it  was,  we  were  involved  with  a 
symptomatic  approach  on  a probability 
basis.  We  presumed  that  she  had  chronic 
renal  disease,  either  end-stage  glomerulone- 
phritis or  pyelonephritis,  and  we  were  treat- 
ing her  on  that  basis.  If  we  had  been  able 
to  reduce  the  postrenal  obstruction,  she 
might  have  recovered,  at  least  partially.  I 
would  like  to  ask  whether  or  not  the  renal 
cysts  in  this  case  indicate  the  presence  of 
congenital  polycystic  disease. 

Dr.  Moumgis:  No.  In  most  cases  of 

pyelonephritis,  cysts  are  frequently  present 
and  do  not  indicate  a congenital  origin. 

Dr.  Flynn  : We  all  agree  that  at  some 

time  in  the  future  our  technics  of  the  physi- 
cal examination  will  be  replaced  by  chemical 
and  physical  tests  which  will  have  a much 
higher  degree  of  accuracy  in  determining 
the  presence  of  disease.  Until  that  time 
though,  a case  like  this  one  reminds  us  of 
our  present  need  to  be  as  thorough  as  possi- 
ble with  the  relatively  simple  tools  that  we 
have.  The  patient’s  refusal  to  allow  a pelvic 
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examination  in  this  instance  was  most  un- 
fortunate for  her. 

Final  diagnoses 

1.  Infiltrating  squamous-cell  carcinoma  of 
the  cervix  with  partial  obstruction  of  lower 
urinary  tract 

2.  Chronic  pyelonephritis  with  severe  ar- 
terionephrosclerosis,  benign  renal  adeno- 
mas 

3.  Uremia  ( clinical ) with  fibrinous  peri- 
carditis, ascites,  and  pleural  effusion 


L-Dopa  in  parkinsonism 

Experience  with  60  patients  suggests  that 
L-Dopa  is  both  efficacious  and  safe  for  the  re- 
lief of  parkinsonism,  although  immediate  side- 
effects  such  as  postural  hypotension,  anorexia 
and  vomiting,  nocturnal  confusion  and  night- 
mares, and,  at  high  dosage  levels,  dyskinesia 
can  be  troublesome,  reports  G.  W.  Paulson  in 
Ohio  M.  J.  65:  995  (Oct.)  1969.  Aiming  at  an 
eventual  total  of  5 to  6 Gm.  daily,  dosage  may 
be  reasonably  started  on  not  more  than  1 Gm. 
per  day,  with  monitoring  of  blood  pressure, 
blood  count,  and  general  clinical  state.  Some 
investigators  use  an  initial  dosage  much  lower 
than  1 Gm.  Intractable  nausea  suggests  that 
the  dose  should  not  be  increased,  and  the  ap- 
pearance of  dyskinesia  suggests  lowering  of  the 
dose  or  a different  timing  of  medication.  The 


4.  Ventricular  hypertrophy 

5.  Penetrating  duodenal  ulcer,  acute  ero- 
si re  esophagitis 
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medication  shoud  be  given  in  divided  doses  with 
meals  and  should  be  approached  very  slowly 
over  a period  of  weeks  or  even  months. 

The  response  in  this  series  ranged  from  no 
improvement  to  almost  complete  recovery.  As 
tabulated,  improvement  of  symptoms  by  per- 
centage of  total  patients  was:  dramatic,  17 

per  cent;  marked,  10  per  cent;  moderate,  36 
per  cent;  slight,  29  per  cent;  and  no  improve- 
ment, 7 per  cent  (the  1 per  cent  discrepancy  is 
probably  accumulated  fractions).  The  au- 
thors’ impression  is  that  if  a patient  has  sig- 
nificant dementia,  he  is  not  a suitable  candidate 
for  this  type  of  therapy,  chiefly  because  of  the 
initial  increase  in  confusion  when  treatment  is 
started.  In  contrast  to  many  other  valuable 
drugs,  L-Dopa  has  a rational  therapeutic  basis 
in  parkinsonism : the  discovery  of  low  levels  of 
dopamine  in  the  basal  ganglia  of  patients  with 
this  syndrome. 
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Extensive  research  has  been  done  on 
atherosclerosis,  but  the  possibility  of  the 
protective  influence  of  muscular  work  still 
requires  further  clarification.  A steadily  in- 
creasing lack  of  physical  activity  has  been 
an  outstanding  feature  of  the  process  of 
civilization.  One  of  the  most  striking  “first- 
glance”  differences  between  highly  civilized 
and  underdeveloped  countries  is  the  number 
of  people  doing  manual  work  and  the  number 
of  pedestrians  on  the  sidewalks. 

This  sudden  decrease  of  muscular  activity 
results,  no  doubt,  in  a concomitant  decrease 
of  metabolically  important  muscular  body 
mass.  Man  has  preserved,  and  perhaps  even 
made  more  sensitive,  all  the  psychohumoral 
regulations  he  had  in  the  past,  but  he  is 
quickly  losing  the  important  target  tissue 
for  these  “fight  and  flight”  situations.  Pre- 
ventive measures  recommended  recently 
(lowering  of  calorie  and  total  fat  intake, 
diets  high  in  polyunsaturated  fatty  acids, 
and  reduction  of  sugar  intake)  may  be  a 
compensation  for  the  loss  of  muscular  activ- 
ity. 

It  seems  that  the  recent  high  interest  in 
insulin  metabolism  may  bring  more  infor- 
mation on  the  role  of  muscular  activity  in 


the  regulation  of  carbohydrate  and  lipid 
metabolism.  The  importance  of  exercise 
for  the  treatment  of  diabetes  mellitus  is 
very  well  known,  and  it  constituted  one  of 
the  main  forms  of  diabetes  therapy  in  the 
preinsulin  era.  Working  muscle  produces  a 
thermolabile  product,  which  has  a hypo- 
glycemic effect  and  appears  to  be  distinct 
from  insulin.1  Physical  exercise  promotes 
the  utilization  of  glucose  and  some  of  the 
fatty  acids,  thus  lowering  the  need  for  in- 
sulin secretion.2^6  Low  levels  of  serum  in- 
sulin have  been  observed  after  muscular  ac- 
tivity, whereas  high  insulinemia  is  found  in 
subjects  with  an  elevated  sugar  intake, 
obesity,  heavy  cigaret  smokers,  in  maturity 
onset  diabetes,  and  in  patients  with  IHD 
(ischemic  heart  disease).7^10  In  subjects 
with  a high  risk  of  IHD,  normal  utilization 
of  glucose  seems  to  be  maintained  exclusively 
by  raising  the  insulin  secretion  and  its  con- 
centration in  blood.10  Patients  with  IHD 
react  differently  to  muscular  exercise,  with 
a marked  increase  in  their  insulin  secre- 
tion.4 A relative  or  absolute  lack  of  insulin 
results  in  deficient  glucose  utilization  with 
a corresponding  disturbance  in  fat  metabo- 
lism. High  blood  insulin  levels  support  the 
synthesis  and  deposition  of  fat. 

Regular  muscular  activity  brings  about 
distinct  changes  in  the  balance  of  energy 
and  in  the  quality  of  metabolites  utilized 
and  catabolites  excreted.  Exercise  redis- 
tributes the  blood  flow  with  a higher  sup- 
ply to  the  muscles,  thus  providing  better 
conditions  for  fatty-acid  and  glucose  uptake 
in  this  tissue.  Hepatic  blood  flow  is  re- 
duced during  exercise  and  these  changes 
may  result  in  a different  uptake,  redistribu- 
tion, and  final  utilization  of  lipids.  In  mod- 
erate exercise  the  muscles  of  man  use  more 
than  80  per  cent  oxygen  for  fatty-acid  utili- 
zation and  less  than  20  per  cent  for  the  oxi- 
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dation  of  glucose.  Preferential  mobilization 
or  utilization  of  a certain  fatty-acid  fraction 
may  produce  a different  metabolic  situation 
in  the  exercising  organism. 

The  actively  metabolizing  smooth  muscle 
cells  are  an  important  component  of  arterial 
wall.11  These  cells,  especially  in  deeper 
parts  of  arterial  wall,  exist  on  the  brink  of 
hypoxia  and  are  very  susceptible  to  a variety 
of  noxious  stimuli.  It  is  within  these  cells 
that  very  low  density  lipoproteins  first  accu- 
mulate, presumably  because  of  the  inability 
of  these  cells  to  metabolize  some  of  the  lipid 
material.  Physical  exercise  may  influence 
metabolism  of  these  multifunctional  cells  of 
arterial  wall  by  altering  the  supply  and  dis- 
tribution of  some  metabolic  products  and  by 
increasing  the  oxygen  tension  of  arterial 
blood  and  the  diffusion  of  oxygen  through 
the  arterial  wall.  Cardiac  output  and  oxy- 
gen consumption  in  strenuous  exercise  may 
be  10  times  greater  than  the  resting  values. 
In  accord  with  the  original  experiments  of 
Altschul  and  Herman12  it  was  found  that 
rabbits  fed  an  atherogenic  diet  displayed 
significantly  less  aortic  atheromatosis  if  they 
lived  in  an  atmosphere  with  a higher  oxygen 
saturation.13  If  we  accept  the  theory  of 
local  platelet  aggregation  in  initiating  a 
localized  vascular  injury,  we  may  suggest 
that  hemodynamic  changes  associated  with 
muscular  work  may  act  against  such  plate- 
let aggregation. 


Muscular  activity  and  fat  metabolism 

All  the  theories  concerning  the  effect  of 
muscular  work  mentioned  scarcely  represent 
more  than  a part  of  a working  hypothesis, 
which  must  be  confirmed  by  further  re- 
seai-ch.  Let  us  consider  now  some  of  the  re- 
ports elucidating  the  role  of  muscular  activ- 
ity in  the  regulation  of  fat  metabolism.  Up 
to  now  much  controversial  evidence  has  been 
presented  on  the  effect  of  physical  exercise 
on  blood  lipid  values.  This  field  of  research 
is  particularly  important  if  we  consider  the 
sterol  hypothesis  in  atherogenesis14  and  if 
we  believe  in  predictability  of  IHD  on  the 
basis  of  blood  cholesterol  levels.  Consider- 
ing the  reported  results,  it  has  to  be  taken 
into  account  that  some  experiments  were 
performed  using  such  strenuous  exercise  as 
would  never  occur  in  normal  life  situations. 


This  may  partly  explain  the  differences  in 
the  results  obtained. 

Extensive  studies  of  population  groups, 
like  the  report  on  IHD  incidence  in  London 
busmen  and  in  post  office  employes  reported 
lower  incidence  of  atherosclerosis  in  physi- 
cally active  groups.1510  Similar  conclusions 
were  drawn  by  Taylor  et  oZ.17  who  examined 
U.S.  railway  employes  whose  occupational 
muscular  activity  differed  widely.  Con- 
siderably lower  serum  cholesterol  in  Swiss 
mountain  villagers  was  ascribed  to  a high 
degree  of  physical  activity  when  compared 
with  the  higher  cholesterol  values  in  the  in- 
habitants of  the  city  of  Basel.10  Both  groups 
live  on  a similar  dietary  intake  of  calories, 
animal  fat,  and  unsaturated  fatty  acids. 
The  authors  of  this  report  suggested  that 
the  proportion  of  unsaturated  to  saturated 
dietary  fat  manifests  its  importance  only  in 
a physically  inactive  population. 

Keys  et  al.19  did  not  find  any  relationship 
between  physical  activity  and  blood  serum 
cholesterol  in  various  population  groups. 
The  reports  of  several  other  authors  on  the 
influence  of  exercise  on  blood  lipids  are  con- 
troversial. Physical  training  did  not  sig- 
nificantly alter  the  fasting  lipids  and  serum 
cholesterol  in  a study  of  human  subjects.20 
Finnish  lumberjacks  had  fewer  electrocar- 
diographic changes  but  no  difference  in 
blood  cholesterol  when  compared  to  less  ac- 
tive population  groups.21  No  differences  in 
serum  cholesterol  were  observed  in  elderly 
Finnish  sportsmen.22  In  our  study  we  did 
not  find  any  changes  of  serum  cholesterol  in 
32  graduate  students  exposed  to  strenuous 
exercise  consisting  of  field  running.23 

Campbell24  described  a significant  serum 
cholesterol  reduction  due  to  exercise  in  59 
subjects,  with  the  greatest  changes  occur- 
ring in  obese  active  individuals.  After  six 
months  of  physical  conditioning  a fall  of 
serum  triglycerides  but  no  changes  in  blood 
cholesterol  were  imported  in  middle-aged 
men.25  Physical  exercise  following  a fat 
meal  caused  a decrease  in  the  turbidity  of 
plasma  and  in  serum  triglycerides,  but  no 
changes  in  serum  cholesterol.26  27  Prolonged 
exercise  had  a lowering  effect  on  plasma 
triglycerides,  cholesterol,  and  phospholipids 
in  aging  rats.28  In  healthy  individuals  exer- 
cising strenuously  for  several  hours  (85 
kilometers  ski  racing)  a reduction  in  serum 
triglycerides  and  very  low  density  lipopro- 
teins were  observed.29  The  drop  in  phospho- 
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lipids  was  smaller  and  no  changes  in  plasma 
cholesterol  were  observed.  It  seems  that 
exercise  affects  only  a part  and  not  the  en- 
tire lipoprotein  molecule.  Some  of  these 
findings  could  not  be  confirmed  in  a more 
recent  study  on  the  removal  rate  of  intra- 
venously infused  fat  emulsion  in  exercising 
male  volunteers.30 

The  controversial  reports  on  the  effect  of 
muscular  activity  on  blood  lipids  may  be  due 
also  to  the  simultaneous  influence  of  other 
important  factors  like  the  diet,  body  weight, 
or  emotional  stress.  No  correlation  between 
professional  muscular  activity  and  blood 
lipids  was  found  in  our  study  of  more  than 
200  blood  donors.31  Our  conclusion  from 
this  experiment  was  that  owing  to  mechani- 
zation, in  a civilized  society  the  energy 
balance  and  blood  lipid  values  depend  much 
more  on  eating  habits  and  energy  expedi- 
ture  during  leisure-time  activities.  Closely 
controlled  clinical  experiments  and  animal 
studies  are  required  to  gather  additional 
information  on  the  effect  of  exercise  on  lipid 
metabolism. 

Exercise  experiments 

Most  of  our  experimental  work  was  de- 
voted to  following  the  effect  of  exercise  in 
rats.  Exercise  was  performed  either  by 
group  swimming  for  one  hour  daily  in  28  C. 
water,  or  by  running  in  a rotating  drum  for 
two  hours  (1,300  M.).  After  swimming 
over  a period  of  eighty-two  days  as  de- 
scribed, the  rats  showed  no  significant  differ- 
ences in  blood  cholesterol.32  No  significant 
differences  in  blood  cholesterol  response  to 
one  hour  of  swimming  and  during  the  five 
hours  following  this  exercise  was  observed 
between  rats  trained  for  eighty-two  days  and 
the  inactive  group  of  animals. 

Our  next  study  to  evaluate  the  effect  of 
swimming  one  hour  daily  for  eighty-six  days 
on  food  consumption  and  fecal  fat  excre- 
tion revealed  a lower  food  intake  in  the  rats 
involved  in  this  type  of  exercise.33  Inactive 
rats  excreted  a proportionately  greater 
amount  of  feces.  In  this  and  the  following 
studies  using  this  type  of  exercise,  the  ex- 
ercising animals  showed  no  significant  dif- 
ferences in  body  weight  when  compared  to 
inactive  rats.  It  seems  that  in  rats  a mod- 
erate amount  of  exercise  acts  as  an  appetite 
depressant.  Similar  data  on  the  effect  of 
exercise  on  rat  appetite  were  reported  by 


Gollnick  and  Taylor.34  No  significant  differ- 
ences in  fecal  fat  excretion  between  swim- 
ming and  inactive  rats  were  noted  in  our 
study.33 

In  our  next  experiment  the  rats  had  to 
swim  daily  over  a period  of  ninety  days,  be- 
ing fed  either  a normal  fat  diet  or  a high 
saturated  fat-high  cholesterol  diet.35  Again, 
no  significant  changes  in  blood  cholesterol 
due  to  exercise  could  be  observed.  Interest- 
ingly enough,  the  effect  of  exercise  on  tissue 
lipids  depended  on  the  fat  composition  of  the 
diet.  The  response  of  liver  cholesterol  to  ex- 
ercise was  similar  in  both  the  groups  on  nor- 
mal fat  or  a high-fat  diet.  Exercising  rats 
had  significantly  lower  liver  cholesterol  and 
no  significant  changes  in  liver  weight. 
Serum  iodine  numbers  were  higher  in  exer- 
cising rats  on  both  types  of  diet.  The  re- 
sponse of  total  esterified  fatty  acids  to  ex- 
ercise depended  on  the  fat  content  of  the 
diet.  In  animals  fed  a natural  diet,  exercise 
resulted  in  a lowering  of  the  esterified  fatty 
acids  in  the  liver.  A similar  lowering  effect 
of  exercise  on  liver  triglycerides  in  rats  fed 
a regular  chow  was  reported  by  Carlson  and 
Froberg28  and  Carlson.36  When  our  rats 
were  fed  a high  fat  diet  exercise  had  an  op- 
posite effect  on  esterified  fatty  acids:  this 

lipid  fraction  was  higher  in  the  serum,  liver, 
and  lungs  of  exercising  rats.35 

In  this  connection  the  article  of  McAllister 
et  al.37  should  be  introduced.  These  authors 
described  a higher  incidence  of  atheroscler- 
osis in  dogs  subjected  to  an  atherogenic 
dietary  regimen  if  the  animals  were  simul- 
taneously subjected  to  regular  strenuous 
exercise.  Similar  results  with  a higher  in- 
cidence of  myocardial  infarctions  in  rabbits 
fed  an  atherogenic  diet  and  exercised  to 
severe  dyspneic  state  were  described  by 
Myasnikov,  Kipschidze,  and  Tchazov.38 
Greater  caloric  requirements  induced  by 
exercise  might  have  resulted  in  higher  fat 
and  cholesterol  absorption  in  animals  fed  a 
diet  with  unnatural  fat  composition. 
Thiouracil  employed  in  some  experiments 
may  block  thyroxin  release.  Thyroxin  action 
can  be  counted  among  the  physiologic  re- 
sponses to  muscular  work.  Nevertheless  the 
possibility  that  in  arteries  already  hampered 
by  sclerosis,  strenuous  exercise  might  act  as 
a pathogenetic  stress  should  be  borne  in 
mind.  In  individuals  who  are  already 
sclerotic  the  intensity  of  physical  exercise 
obviously  plays  a very  important  role.  On 
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TABLE  I.  Effect  of  exercise  and  diet  on  liver  cholesterol  in  rats;  animals  used  in  experiments  were  of 
different  breed  and  age,  mean  ±1  standard  error 


Liver  cholesterol 

Diet  and  Duration  of  (milligrams  per  100  Gm.  liver) 


Exercise 

Exercise  (days) 

Nonexercising 

Exercising 

Significance 

Regular  food* 

Swimming  (one  hour 

90 

399  ± 12 

323  ± 11 

F < 0.001 

daily) 

168 

240  ± 6 

212  ± 9 

P < 0 05 

105 

349  ± 9 

270  ± 13 

F < 0.001 

Running 

2 hours 

337  ± 14 

279  ± 14 

F < 0.01 

High  fat,  high  cholesterol f 

90 

10,288  db  581 

4,643  ± 481 

F < 0.001 

Swimming  (one  hour 
daily) 


* Natural  pelleted  diet  of  a constant  compoaition:  50  per  cent  carbohydrates  (starch),  30  per  cent  protein,  9 per  cent  fat,  and 
about  45  mg.  naturally  occurring  cholesterol  per  100  Gm.  of  food. 

t Synthetic  diet  of  a constant  composition:  20  per  cent  carbohydrates  (sucrose),  15  i>er  cent  protein.  40  per  cent  hydrogenated 
fat,  10  per  cent  sodium  chloride,  4 per  cent  cholesterol,  and  0.5  per  cent  cholic  acid. 


the  other  hand,  Kobernick  and  Niwayama39 
reported  a lower  incidence  of  atherosclerosis 
in  cholesterol-fed  rabbits  subjected  to 
moderate  exercise  as  compared  to  inactive 
animals. 

An  explanation  of  the  difference  in  the  ef- 
fect of  muscular  activity  in  animals  fed  dif- 
ferent dietary  fat  can  be  based  on  assump- 
tions only.  The  total  fatty  acids  in  serum 
and  other  tissues  of  our  exercising  rats  fed 
a high  fat  diet  were  higher  in  spite  of  the 
reported  blocking  effect  of  a high-fat  diet 
on  the  norepinephrine-stimulated  free  fatty- 
acid  release  from  the  adipose  tissue.40  Ac- 
tive muscles  also  tend  to  decrease  the  accu- 
mulation of  fatty  acids  in  blood.  It  may  well 
be  that  a high-fat  diet  blocks  the  release  of 
an  essential  metabolic  factor,  possibly  the 
unsaturated  fatty  acids  from  the  adipose  tis- 
sue. This  may  lead  to  changes  in  lipid  trans- 
port, lipid  utilization  in  muscles,  and  subse- 
quent increased  formation  of  triglycerides  in 
the  liver.  Saturated  fatty  acids  originating 
from  the  diet  could  contribute  to  these 
changes.  Further  evidence  to  support  the 
suggested  regulatory  effect  of  unsaturated 
fatty  acids  released  from  the  adipose  tissue 
during  exercise  is  described  in  our  experi- 
ment with  the  influence  of  exercise  on  tissue 
fatty  acids.33 

Changes  in  cholesterol  metabolism  due  to 
muscular  work  seem  to  be  to  some  extent  in- 
dependent of  mechanisms  regulating  triglyc- 
erides. Physical  exercise  lowered  liver  cho- 
lesterol even  in  rats  fed  a high-fat  and  high- 
cholesterol  diet.35 

Lower  levels  of  liver  cholesterol  in  exer- 
cising animals  are  very  remarkable.  They 


were  described  by  other  authors  in  rabbits 
and  exercising  rats,41-43  and  we  could  repro- 
duce this  phenomenon  in  several  of  our  ex- 
periments with  exercising  rats  even  when 
the  type  and  duration  of  exercise  and  type 
of  diet  widely  differed  (Table  I).  Lewis, 
Page,  and  Brown44  observed  that  eight  hours 
of  daily  exercise  were  effective  in  reducing 
serum  total  lipid  and  cholesterol  concentra- 
tion only  in  rats  in  which  the  levels  of  lipids 
were  elevated  by  higher  fat  intake.  They 
observed  a tendency  to  lower  total  liver  cho- 
lesterol in  some  groups  of  exercising  ani- 
mals, but  this  was  considered  insignificant. 
In  the  study  of  Jones  et  al .45  rats  swimming 
at  intervals  over  a period  of  fifteen  weeks 
with  a weight  attached  to  tail  also  had  a 
tendency  to  lower  liver  cholesterol,  which 
was  attributed  by  the  authors  to  smaller 
liver  size  in  exercising  rats. 

It  seems  that  lowering  of  liver  cholesterol 
in  exercising  animals  is  not  mediated 
through  changes  in  synthesis  of  cholesterol. 
In  our  study  liver  cholesterol  was  lower  in 
exercising  rats  even  when  these  were  fed  a 
high  cholesterol  diet,  which  inhibits  choles- 
terol biosynthesis.35  Additional  evidence 
was  obtained  in  rats  swimming  intermit- 
tently for  one  hundred  sixty-eight  days  and 
fed  a natural  diet.46  Labeled  acetate  in- 
jected intraperitoneally  into  these  animals 
was  incorporated  in  the  exercising  group  at 
a higher  rate  into  liver  cholesterol ; its  incor- 
poration into  liver  fatty  acids  was  lower. 
This  higher  acetate  incorporation  into  liver 
cholesterol  may  be  considered  a compensa- 
tion for  the  lowering  of  liver  cholesterol  by 
exercise. 
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We  tried  to  explain  the  lowering  of  liver 
cholesterol  in  exercise  in  two  experiments 
where  the  total  bile  production  in  rats  was 
collected  for  twenty-four  hours.  In  the  first 
study  half  the  untrained  rats  were  subjected 
to  a short-term  exercise  in  a rotating  drum, 
the  other  half  served  as  controls.47  In  the 
second  study  rats  trained  to  swim  at  inter- 
vals over  a period  of  one  hundred  five  days 
had  cannulated  bile  and  the  bile  excretion 
was  compared  with  “sedentary”  controls.33 
In  both  these  experiments  the  twenty-four- 
hour  bile  shunting  produced  a significant 
drop  in  liver  cholesterol  only  in  the  previ- 
ously exercising  animals.  In  the  study  with 
long-term  swimming  the  exercising  rats 
seemed  to  excrete  a higher  proportion  of 
cholates  (products  of  cholesterol  catabolism 
in  the  liver)  than  of  cholesterol  in  the  bile.33 
These  experiments  added  weight  to  our  sug- 
gestion that  in  exercising  rats  cholesterol  is 
more  rapidly  mobilized  and  is  prone  to  more 
rapid  degradation. 

It  is  a well-established  fact  that  muscular 
activity  results  in  higher  lipolysis  with  a 
higher  release  of  free  fatty  acids  from  the 
adipose  tissue.36  This  action  is  mediated 
through  the  sympathetic  nervous  system, 
possibly  by  liberation  of  norepinephrine  at 
sympathetic  nerve  endings  in  adipose  tis- 
sue.48 Light  physical  exercise  may  raise  the 
turnover  rate  of  free  fatty  acids  while  their 
plasma  level  may  remain  essentially  the 
same  as  it  was  at  rest.49  If  during  work  the 
plasma  free  fatty-acid  level  decreases  from 
a high  resting  value,  it  may  still  indicate  an 
increase  in  free  fatty-acid  turnover.  An 
elevated  flux  of  free  fatty  acids  in  the  pres- 
ence of  increased  metabolic  demands  during 
exercise  would  not  result  in  greater  liver 
synthesis  of  triglyceride-rich,  very  low-den- 
sity lipoproteins.  This  synthesis  would  ob- 
viously happen  in  the  case  of  free  fatty-acid 
mobilization  without  their  adequate  utiliza- 
tion. 

In  the  experiment  on  the  effect  of  exercise 
on  free  fatty  acids,  the  fasting  and  resting 
free  fatty  acids  were  lower,  although  insig- 
nificantly, in  the  trained  rats.50  Carlson  and 
Froberg28  described  a similar  observation. 
When  we  compared  the  rise  of  plasmatic  free 
fatty  acids  immediately  after  exercise  to 
which  both  trained  and  untrained  rats  were 
subjected,  this  rise  was  significantly  higher 
in  untrained  animals,  and  the  plasma  eleva- 
tion of  free  fatty  acids  persisted  in  un- 


trained animals  for  a longer  time.50  In  the 
response  of  plasma  free  fatty  acids  to  exer- 
cise, the  untrained  animals  behaved  simi- 
larly to  diabetic  patients  subjected  to  exer- 
cise.51 Several  facts  seem  to  corroborate  the 
protective  effect  of  muscular  work  against 
abnormalities  of  lipid  metabolism:  the 

metabolic  response  of  inactive  organism 
seems  to  approach  the  response  of  a diabetic 
organism;  muscular  work  has  a beneficial 
effect  on  the  course  of  diabetes  mellitus;  and 
the  glucose  tolerance  in  atherosclerotic  pa- 
tients is  decreased. 

Another  study  followed  the  quantitative 
and  qualitative  changes  in  fatty  acid  spectra 
of  various  tissues  in  rats  swimming  at  regu- 
lar intervals  over  a period  of  one  hundred 
eighteen  days.33  Since  the  active  muscle 
preferentially  extracts  certain  types  of  fatty 
acids  from  circulation,  muscular  activity 
may  lead  to  a change  in  the  proportion  of 
fatty  acids,  stressing  the  metabolic  role  of  a 
certain  type  of  fatty  acid.52  To  elucidate 
this  assumption,  the  lipids  of  epididymal  fat 
pads  and  livers  of  both  exercising  and  con- 
trol groups  were  subjected  to  thin-layer  and 
gas-liquid  chromatography.  Although  no 
significant  changes  in  the  total  weight  and 
total  esterified  fatty  acids  of  these  organs 
could  be  found,  exercise  had  a pronounced 
effect  on  the  distribution  of  fatty  acids  (Ta- 
ble II).  Epididymal  fat  triglycerides  in  ex- 
ercising rats  displayed  a higher  proportion 
of  saturated  fatty  acids,  mainly  because  of 
a higher  amount  of  palmitic  acid.  The  pro- 
portions of  monoenes  and  of  linoleic  acid 
were  significantly  lower  in  the  depot  fat  tri- 
glycerides of  exercising  animals. 

A reverse  picture  could  be  observed  in  the 
liver  triglycerides  fatty  acids.  In  exercis- 
ing rats  the  proportion  of  total  saturated 
fatty  acids  is  lower  (Table  II) ; monoenic 
and  polyenic  fatty  acids  are  higher.  In  ex- 
ercising rats  liver  cholesterol  fatty  acids 
showed  a rise  in  polyunsaturated  fatty  acids 
and  palmitic  acid  with  lower  levels  of  oleic 
acid. 

These  results  seem  to  indicate  that  regu- 
lar muscular  activity  promotes  redistribu- 
tion of  tissue  fatty  acids,  possibly  with  a 
preferential  release  of  unsaturated  fatty 
acids  from  the  depot  fat.  These  fatty  acids 
may  promote  the  transport  of  other  lipid 
material,  increase  its  utilization  in  the  pe- 
ripheral tissues,  and  the  degradation  of  cho- 
lesterol in  the  liver.  This  would  explain  the 
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TABLE  II.  Effect  of  swimming  one  hour  daily  for  one  hundred  eighteen  days  on  fatty  acid  composition 
of  epididymal  fat  and  liver  triglycerides  in  rats:  no  differences  in  total  weight  of  liver  and  epididymal  fat 

between  swimming  and  resting  animals  at  end  of  experiment 

Fatty  Acids  Nonexercising  Exercising  Significance 

Esterified  (milliequivalents 


per  100  Gm.) 


Epididymal  fat 

185.5  ± 3.5 

173.8  ±90 

P >0.05 

Liver 

18  68  ± 0.81 

17.83  ± 1.01 

P >0  05 

Epididymal  fat  triglycerides 

(per  cent) 

Saturated 

26.5  ± 0.3 

29.6  ± 0.2 

P < 0.001 

Monoenic 

52.6  ±0.3 

51.3  ± 0.3 

P < 0.01 

Polyenic 

21.1  ± 0.2 

19.2  ±0.3 

P < 0.001 

Liver  triglycerides  (per  cent) 

Saturated 

34.5  ±06 

24.9  ± 0.3 

P < 0.001 

Monoenic 

43.7  ±0.5 

51.7  ± 0.4 

P < 0.001 

Polyenic 

22.2  ± 0.6 

23.5  ±0.3 

P < 0 . 05 

lowering  effect  of  exercise  on  plasma  and 
tissue  lipids  and  on  liver  cholesterol.  The 
results  of  Gollnick  and  Taylor,34  describing 
the  most  pronounced  lowering  effect  of  exer- 
cise on  liver  cholesterol  in  rats  fed  corn  oil 
diet,  strengthen  this  suggestion.  If  unsatu- 
rated fatty  acids  released  from  adipose  tis- 
sue are  similar  to  the  dietary  polyunsatu- 
rates in  their  metabolic  effect,  lack  of  mus- 
cular activity  would  explain  the  higher  de- 
mands for  polyunsaturated  fatty  acids  in 
the  diet  of  people  living  in  civilized  coun- 
tries. 

Further  experiments  have  to  be  performed 
to  prove  some  of  these  hypothetic  relation- 
ships. However,  there  is  growing  evidence 
indicating  higher  cholesterol  metabolism 
and  greater  excretion  of  its  degradation 
products  in  muscular  activity.  Gollnick  and 
Simmons43  described  a significantly  higher 
excretion  of  fecal  sterols  in  trained  rats. 
Physical  exercise  in  mice  stimulated  the 
degradation  of  4-C14  (radioactive  carbon) 
cholesterol  and  its  conversion  to  fecal  bile 
acids.53  Muscular  activity  promoted  the 
catabolism  of  cholesterol  in  rats54  and  hu- 
man volunteers55  with  an  increase  in  the  ra- 
dioactivity in  the  expired  air  after  intra- 
venous injection  of  26-C14  cholesterol. 

Summary 

Increasing  mechanization  and  the  lack  of 
physical  activity  during  leisure  time  in  civi- 
lized societies  decrease  the  participation  of 
muscular  mass  in  metabolic  processes.  Even 
when  population  studies  and  the  study  of 
blood  lipids  in  exercising  subjects  did  not 


produce  convincing  results,  some  evidence  is 
accumulating  concerning  the  favorable  ef- 
fect of  regular  exercise  on  carbohydrate  and 
lipid  metabolism.  Studies  reporting  higher 
cholesterol  catabolism,  greater  output  of 
cholesterol  catabolites,  and  lower  liver  cho- 
lesterol in  exercising  animals  will  have  to 
be  compared  with  the  results  of  strictly  con- 
trolled clinical  experiments. 
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Qystitis  or  symptoms  mimicking  cystitis 
are  some  of  the  most  common  female  com- 
plaints. Frequency,  urgency,  and  burning 
on  urination  may  be  caused  by  an  actual 
infection,  neurogenic  bladder,  vaginocer- 
vicitis,  mild  anxiety,  or  psychogenic  causes. 
It  is  obvious  that  the  etiology  must  be  de- 
termined for  proper  and  adequate  therapy. 

History  is  very  important  as  it  is  in  any 
illness.  The  patient  with  cystitis  secondary 
to  infection  has  frequency  of  urination  dur- 
ing the  day  as  well  as  during  the  night,  and 
the  strong  urge  to  void  often  awakens  the 
patient,  whereas  the  patient  who  voids  every 
one-half  hour  during  the  day  but  sleeps 
peacefully  for  eight  to  ten  hours  , is  sus- 
pected of  an  anxiety  problem.  It  is  impor- 
tant to  ask  whether  straining  when  voiding 
is  present,  leading  one  to  suspect  a urethral 
obstruction.  In  married  and  single  girls 
alike  the  relation  of  episodes  of  infection  to 
intercourse  must  be  determined  by  appropri- 
ate questioning.  Such  “honeymoon  cystitis” 
is  related  to  residual  hymenourethral  tags 
which  cause  the  urethra  to  remain  open  and 
be  contaminated  during  intercourse.  This 
is  an  easily  correctable  situation.  The  rela- 
tion to  sexual  activity  is  very  important. 

An  examination  of  the  urine  will  quickly 
determine  the  presence  or  absence  of  pyuria 
or  bacteriuria.  Cystitis  which  causes  day- 

* Developed  by  the  Department  of  Postgraduate  Medi- 
cine at  Albany  Medical  College  under  contract  with  Na- 
tional Library  of  Medicine  (PH-43-66-1151).  Project  of 
Albany  Regional  Medical  Program  supported  by  Division 
of  Regional  Medical  Programs  and  U.S.  Department  of 
Health,  Education,  and  Welfare  (PL89-239). 


time  frequency  but  none  at  night  associated 
with  no  pyuria  is  obviously  psychogenic. 
The  presence  of  a neurogenic  bladder  may 
also  cause  frequency  and  urgency  because  of 
a small,  100-  to  180-cc.,  capacity  bladder.  A 
cystometrogram  in  these  patients  will  dem- 
onstrate high  pressure  contractions  with 
relatively  small  amounts  of  bladder  capacity. 
A vaginal  examination,  of  course,  must  be 
performed  because  vaginocervicitis  may  be 
the  underlying  silent  factor  of  recurrent 
cystitis.  If  infection  recurs  after  adequate 
treatment  or  hematuria  occurs,  an  intrave- 
nous pyelogram,  cystogram,  and  cystoscopy 
must  be  obtained  to  rule  out  a more  serious 
pathologic  condition:  for  example,  urinary 

tract  tumors,  upper  urinary  tract  obstruc- 
tion, and  vesicoureteral  reflux. 

When  the  symptoms  have  been  determined 
to  be  psychogenic,  a barbiturate  combined 
with  belladonna  (Donnatal  or  Butibel)  or 
amitriptyline  hydrochloride  (Elavil)  often 
suffice  to  alleviate  the  problem.  If  one  medi- 
cation does  not  work,  often  the  other  will. 
If  a mildly  spastic  bladder  is  the  problem, 
belladonna,  12  to  18  drops  three  times  a day, 
or  a similar  medication  may  control  con- 
tractions sufficiently  for  the  patient  to  com- 
pensate. If  not,  further  investigation  and 
more  major  treatment  may  be  necessary. 
Even  when  the  bladder  is  badly  infected, 
there  is  usually  no  fever  unless  the  kidneys 
are  involved.  Because  symptoms  are  fre- 
quently severe  a barbiturate  with  bella- 
donna or  chlordiazepoxide  with  a spasmo- 
lytic (Librax)  may  be  given  for  sympto- 
matic relief  along  with  sulfisoxazole  (Gan- 
trisin)  or  appropriate  medication  for  the  in- 
fection. Prior  to  beginning  medication,  a 
culture  should  be  obtained  for  sensitivity 
studies.  However,  the  organism  is  usually  a 
coliform  sensitive  to  sulfisoxazole  or  nitro- 
furantoin (Furadantin) . I now  use  sulfa- 
methoxazole (Gantanol)  similar  to  sulfisoxa- 
zole because  it  has  the  advantage  of  being 
long  acting.  A dose  of  1 1/2  to  3 Gm.  morn- 
ing and  night  are  sufficient. 
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When  and  if  the  infection  recurs,  cystos- 
copy and  urethral  calibration  are  performed. 
Under  anesthesia,  if  the  urethra  is  less  than 
a 34-F.  size,  we  perform  a urethrotomy, 
transurethral  incision  of  the  urethra.  This 
procedure  opens  the  urethra  to  a 38-F.  size 
and  allows  easier  bladder  emptying.  The 
procedure  is  preferred  to  dilatation  because 
it  rarely  has  to  be  repeated.  If  the  cystitis 
is  related  to  intercourse  and  hymenourethral 
adhesions  are  found,  these  are  incised  and 
a wedge  removed  at  the  urethral  margin. 
After  incision,  the  urethra  is  freed  and  not 
open.  Also  it  is  helpful  for  the  patient  with 
this  problem  to  empty  the  bladder  prior  to 
and  after  intercourse. 

With  the  combined  treatment  of  antibac- 
terials, urethrotomy,  and  hymenoplasty,  if 
indicated,  cure  and  alleviation  of  symptoms 
results  in  a very  significant  number  of  pa- 
tients. 

Summary 

Psychogenic  cystitis  is  characterized  by 


Whiplash-type  neck  injury 

ACIR  (Cornell  Aeronautical  Laboratory’s 
Automotive  Crash  Injury  Research)  conducted 
a new  study  of  whiplash-type  injuries  sustained 
in  rear-end  accidents.  ACIR  pointed  out  that 
the  frequency  of  these  injuries  is  high  enough 
to  warrant  investigation  of  the  relation  of  neck 
injury  to  interior  automobile  design.  The  study 
did  not  encompass  cars  equipped  with  head  re- 
straints. The  National  Highway  Safety  Bu- 
reau of  the  U.S.  Department  of  Transpor  tation 
mandated  front-seat  head  restraints  on  all  cars 
built  since  January  1,  1969,  in  an  effort  to  re- 
duce the  incidence  of  neck  injuries  in  rear-end 
collisions. 


frequency  in  the  day,  but  no  nocturia,  and  a 
clear  urine.  Treatment  is  with  parasym- 
patholytic drugs  (Donnatal,  Butibel,  and 
Librax).  Cystitis,  if  it  occurs,  and  hemor- 
rhagic cystitis  must  be  evaluated  with  intra- 
venous pyelogram,  cystogram,  and  cystos- 
copy. For  treatment  the  best  combination 
seems  to  be  antibacterials,  urethrotomy,  and 
hymenoplasty. 

371  Pearl  Street, 
Burlington,  Vermont  05401 


Series  bibliography 

Community  hospital  learning  center,  editorial,  New 
York  State  J.  Med.  69:  2101  (Dec.  15)  1969. 

Fay,  R.:  Salicylate  poisoning  in  children,  ibid.  69:  2155 

(Dec.  15)  1969. 

Schilp,  A.  O.:  Management  of  spinal  cord  tumors,  ibid. 

70:  291  (Jan.  15)  1970. 

Rosen,  C.:  Treatment  of  status  asthmaticus,  ibid.  70: 

556  (Feb.  15)  1970. 

Megirian,  R.:  New  diuretic  agents,  ibid.  70:  790  (Mar. 

15)  1970. 

Bellet,  S.:  Digitalis  toxicity;  how  to  deal  with  it,  ibid. 

70:  984  (Apr.  15)  1970. 

Lempert,  N.:  Initial  care  of  burned  patients,  ibid.  70: 

1213  (May  15)  1970. 

Denner,  I.  L.:  Management  of  suicide  attempt,  ibid. 

70:  1668  (June  15)  1970. 


ACIR  found  that  the  lower  incidence  of  whip-  i 
lash  neck  injuries  sustained  by  rear-seat  pas- 
sengers may  result  from  the  protection  offered 
by  the  rear-window  deck  behind  rear  passen- 
gers, which  limits  the  rearward  bending  of  the 
head.  Drivers  experience  whiplash  neck  inju- 
ries less  frequently  than  their  front-seat  pas- 
sengers, possibly  because  their  posture  is  more 
uniform;  they  are  holding  the  steering  wheel;  ' 
and  they  are  more  aware  of  an  impending  im- 
pact. Taller  people  are  more  likely  to  suffer 
whiplash  neck  injuries  than  shorter  ones. 
Women  are  twice  as  likely  to  suffer  whiplash- 
type  neck  injuries  as  men,  regardless  of  where 
they  are  sitting  in  the  car  and  whether  they  are 
tall  or  short  in  stature.  This  disadvantage  to 
women  is  not  readily  explained,  but  may  be  due 
to  their  weaker  neck-muscle  structure. 
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| HE  EVER-INCREASING  NUMBER  of  patients 
with  multiple  injuries  demands  a closer  ob- 
servation of  all  accident  victims.  Super- 
highways and  thruways  on  the  periphery  of 
small  communities,  the  movement  of  large 
industries  from  cities  to  the  rural  and  sub- 
urban areas,  and  the  increasing  accidents  in 
and  around  the  home  are  the  sources  of  the 
greater  number  of  patients  being  brought 
to  small  community  hospitals  for  treatment. 
Team  effort,  with  the  main  responsibility 
assumed  by  the  general  surgeon,  is  manda- 
tory in  the  care  of  these  patients. 

We  must  stimulate  a constant  increasing 
awareness  on  the  part  of  every  physician 
caring  for  these  patients  to  prevent  all  in- 
juries, especially  blunt  abdominal  trauma, 
from  becoming  lethal.  Salient  points  in  ex- 
amination and  diagnosis  are  presented  with 
illustrative  cases  demonstrating  traumatic 
rupture  of  the  liver,  duodenum,  jejunum, 
pancreas,  spleen,  and  portal  vein.  Recent 
observations  of  several  cases  of  intra-ab- 
dominal injuries  occurring  after  blunt 
trauma  will  be  presented. 

It  has  been  stated  that  50  per  cent  of  the 
cases  of  nonpenetrating  abdominal  injuries 
are  caused  by  motor  vehicles,  while  acci- 
dents in  the  home,  industry,  sports,  ath- 
letics, and  freak  accidents  account  for  the 
remaining  50  per  cent.1  In  1960  the  num- 
ber of  vehicular,  home,  and  industrial  in- 
juries were  1,450,000,  5,150,000,  and  1,950,- 
000  respectively.  In  1964  these  figures  rose 


to  1,750,000,  4,250,000,  and  2,150,000.- 

In  1958  Heaton'*  stated  that  1 hospital  ad- 
mission in  20,000  was  for  abdominal  trauma. 
In  1964  of  9,150  admissions  in  our  local 
community  hospital,  11  were  for  nonpene- 
trating abdominal  trauma.  Because  of  in- 
accurate recording  the  true  number  of 
closed  abdominal  injury  in  patients  is  diffi- 
cult to  assess.  Griswold  and  Collier*  report 
the  percentage  incidence  of  abdominal  in- 
juries recorded  by  multiple  authors  as 
spleen  26.2,  kidney  24.2,  intestine  16.2,  liver 
15.6,  abdominal  wall  3.6,  retroperitoneal 
hematoma  2.5,  mesentery  2.5,  pancreas  1.4, 
and  diaphragm  1.1. 4 

The  surgeon  must  remain  alert  constantly 
for: 

Nonoperative  treatment.  Nonoperative 
treatment  of  injured  intra-abdominal  vis- 
cerae  may  yield  a 100  per  cent  mortality 
rate.  Unattended  abdominal  bleeding  or 
perforation  inevitably  leads  to  irreversible 
shock  or  lethal  peritonitis.  Whatever  cor- 
rective measures  are  indicative  for  extra- 
abdominal injuries,  all  patients  will  likely 
succumb  unless  celiotomy,  control  of  bleed- 
ing, repair  of  damaged  viscerae,  drainage, 
and  appropriate  antibiotics  are  included. 

Trauma.  The  slightest  trauma,  without 
visible  evidence  of  soft-tissue  damage,  can 
cause  severe  intra-abdominal  injury.  Pa- 
tients who  present  evidence  of  abrasions, 
contusions,  ecchymoses,  edema,  or  lacera- 
tions of  the  abdominal  wall  will  immediately 
draw  attention  to  the  possibility  of  deep- 
seated  injury  and  arouse  the  suspicion  of 
the  surgeon.  After  careful  observation,  a 
number  of  these  patients  of  course  will  be 
found  to  have  no  external  evidence  of  injury, 
and  it  is  these  who  must  be  examined  com- 
pletely and  repeatedly  until  the  exact  nature 
of  the  underlying  injury  is  uncovered. 

Abdominal  trauma.  Abdominal  wall 
trauma  alone,  with  or  without  underlying 
intra-abdominal  damage  produces  varying 
degrees  of  shock.  Direct  blows  to  the  ab- 
domen, as  in  prize  fighting,  may  result  in 
syncope,  while  rupture  of  the  epigastric 
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vessels  may  produce  bleeding  and  shock. 
Brisk  hemorrhage  from  the  spleen,  liver, 
kidney,  aorta,  and  mesenteric  vessels  may 
bring  on  immediate  or  delayed  hypotension. 
Spreading  peritonitis  from  a perforated 
viscus  inevitably  induces  shock. 

Pre-existing  disease.  Pre-existing  dis- 
ease may  contribute  to  damage  of  intra-ab- 
dominal contents.  Muscular  athletic  pa- 
tients may  afford  themselves  extra  protec- 
tion from  abdominal  blows  while  sedentary 
and  overweight  individuals  with  muscular 
atony  are  more  prone  to  injury.  Arterio- 
sclerotic vessels  rupture  more  quickly  than 
firm  elastic  arteries,  veins  distended  by  in- 
creased portal  pressure  are  subject  to  tear- 
ing more  easily  than  normal  veins.  Pre- 
vious abdominal  injury  or  intra-abdominal 
inflammation  with  resultant  adhesions  about 
the  bowel,  spleen,  and  perhaps  the  liver,  in- 
crease the  danger  of  damage,  since  bursting 
trauma  is  more  likely  to  tear  these  areas 
than  the  normal  points  of  fixation  of  the 
bowel.  Thin-walled  hernias  of  the  abdomi- 
nal wall  are  no  protection  to  underlying  vis- 
cera. Ileitis,  colitis,  thin-walled  bowel 
proximal  to  a malignant  condition,  or  ob- 
structive diverticulitis,  diabetes,  malnutri- 
tion, anemia,  and  hypoproteinemia  destroy 
the  normal  elasticity  and  tone  of  the  tissue 
subjecting  them  to  greater  damage.  Pre- 
vious diaphragmatic  operations  may  have 
thinned  the  normal  tendinous  structures 
making  them  more  prone  to  rupture.  The 
spleen  enlarged  by  malaria,  infectious  mono- 
nucleosis, leukemia,  pregnancy,  typhoid, 
erythroblastosis  fetalis ; the  liver  enlarged 
by  cirrhosis,  malignant  conditions  or  cysts; 
and  the  kidney  diseased  by  pyelonephritis, 
cysts,  or  the  obstructed  thin-walled  urinary 
bladder  are  more  subject  to  injury.  Epi- 
leptic patients,  patients  under  the  influence 
of  drugs,  alcoholic  patients,  and  confirmed 
inebriated  patients  are  more  subject  to  falls 
and  resultant  injury.  Comatose  patients 
also  may  be  subject  to  abdominal  trauma. 

Response  to  antishock  measures.  Ini- 
tial satisfactory  response  to  anti-shock  meas- 
ures may  occur  while  serious  intra-ab- 
dominal damage  continues.  Children  and 
the  aged  react  quickly  to  trauma  and  im- 
mediate shock,  but  while  children  respond 
as  quickly  to  anti-shock  measures,  the  aged 
respond  slowly.  Constant  vigilance  is  a pre- 
requisite. The  surgeon  must  be  on  guard 
for  these  responses  and  keep  alert  for  sec- 


ondary shock  in  children.  The  older  pa- 
tients must  have  sufficient  cerebral,  coro- 
nary, and  renal  blood  flow.  Patients  with 
subcapsular  hematomas  of  the  spleen,  liver, 
or  kidney  often  respond  to  initial  treatment, 
then  may  suddenly  go  into  shock.  Per- 
forated intestine  and  traumatic  pancreatitis 
may  not  be  immediately  manifest. 

Physical  examination  and  laboratory 
findings.  The  initial  physical  examination 
and  laboratory  findings  may  reveal  no  clini- 
cal evidence  of  intra-abdominal  injury.  Ab- 
dominal paracentesis  and  x-ray  examination 
may  also  show  negative  results  initially. 
Evidence  of  intraperitoneal  as  well  as  extra- 
peritoneal  injuries  may  be  delayed  but  are 
equally  dangerous. 

Absent  or  minimal  abdominal  pain,  ten- 
derness, or  muscle  spasm  may  be  present. 
The  blood  count  may  not  reflect  blood  loss 
immediately.  Perforations  of  the  intestine 
often  seal  off  temporarily,  and  several  hours 
may  elapse  before  signs  of  shock  occur. 
Subcapsular  bleeding  or  retroperitoneal 
hemorrhage  may  not  present  any  abnormal 
x-ray  findings,  nor  will  an  abdominal  para- 
centesis at  this  time  be  revealing. 

Extra-abdominal  injuries.  The  care  of 
extra-abdominal  injuries  may  preoccupy  the 
patient  and/or  the  surgeon.  The  patient 
with  isolated  abdominal  trauma  may  present 
many  difficult  problems  in  diagnosis  and 
proper  treatment,  but  the  surgeon  should 
direct  his  attention  to  the  abdomen;  up  to 
83.5  per  cent  of  the  cases,  however,  also 
occur  concurrently  with  extra-abdominal  in- 
juries; superimpose  these  injuries  and  the 
problem  is  greatly  magnified.5  Unless  ab- 
dominal signs  or  symptoms  are  prominent, 
the  patient  or  surgeon  may  be  preoccupied 
by  the  extra-abdominal  injuries,  especially 
since  obvious  cranial  or  thoracic  damage, 
fractures,  shock,  or  coma  may  be  sufficient 
cause  for  the  physical  findings. 

Injured  infants,  battered  children,  others 
fearful  of  pain  or  reprimand,  language 
problems,  the  unintelligent,  the  braggadocio, 
inebriated  patients,  the  patients  taking 
medications  or  drugs  may  not  indicate  their 
abdominal  injuries.  Some  may  be  wholly 
uncooperative,  or  their  attention  may  be 
drawn  to  the  pain  or  discomfort  of  extra- 
abdominal injuries.  Obvious  cranial  or 
thoracic  damage,  fractures,  shock,  or  coma 
may  be  sufficient  cause  for  the  physical  find- 
ings. 
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Morbidity  and  mortality  rates.  The 
morbidity  and  mortality  rates  in  blunt  intra- 
abdominal injuries  are  considerably  higher 
than  in  those  obviously  penetrating.  In 
open  intra-abdominal  injuries,  because  of 
early  diagnosis,  prompt  effective  control  of 
bleeding,  prevention  of  spreading  peritoni- 
tis, and  the  reduction  of  the  likelihood  of 
surgical  as  well  as  renal  and  cardiovascular 
complications,  the  morbidity  and  mortality 
rates  have  been  reduced  markedly.  The 
mortality  rate  following  blunt  abdominal 
trauma  is  20  to  30  per  cent  higher  than  for 
penetrating  abdominal  injuries.  The  mor- 
bidity and  mortality  rates  increase  sharply 
with  the  number  of  organs  damaged.  Thus 
the  same  awareness  in  treatment  in  non- 
penetrating abdominal  injuries  can  effect 
the  same  result. 

Case  reports 

Case  1.  A ten-year-old  girl  fell  from  a 
stone  wall  the  evening  before  admission  to 
the  hospital,  striking  the  left  upper  part  of 
the  abdomen.  She  refrained  from  telling 
her  parents  because  of  fear  until  the  parents 
noted  hematemesis  several  hours  later. 
During  the  physical  examination  the  child 
lay  on  her  left  side  with  knees  and  hips 
flexed,  resisting  the  examination  because  of 
pain.  Her  pulse  was  140,  blood  pressure 
140/90,  and  respirations  28.  No  bruises  or 
ecchymoses  were  apparent,  but  marked 
muscular  rigidity  with  tenderness  was  noted 
in  both  upper  quadrants.  Bowel  sounds 
were  diminished.  Liver  dullness  was  pres- 
ent without  shifting  dullness.  The  hemo- 
globin was  9 Gm.  per  100  ml.,  red  blood  cell 
count  3,450,000,  white  blood  cell  count 
11,000,  and  urinalysis  findings  were  normal. 
A Levin  tube  was  inserted  into  the  stomach, 
and  the  aspirate  was  clear.  X-ray  films  of 
the  chest  and  abdomen  gave  normal  findings. 
No  abnormalities  were  noted  in  the  left  up- 
per quadrant,  the  stomach  and  colon  re- 
vealed no  irregularities,  and  kidney  out- 
lines and  psoas  shadows  were  normal.  One 
hour  later  her  blood  pressure  and  pulse  re- 
mained the  same,  but  a palpable  mass  was 
noted  in  the  left  upper  quadrant  with  shift- 
ing dullness.  The  diagnosis  of  a ruptured 
spleen  was  made  and  the  spleen  was  re- 
moved without  event. 

All  other  intra-abdominal  organs  were 
normal.  After  an  uneventful  recovery,  the 


patient  was  discharged  on  the  seventh  post- 
operative day. 

Case  2.  A sixteen-year-old  male,  baseball 
player  (catcher)  who  weighed  200  pounds 
and  had  worn  a chest  protector,  ran  full 
force  into  a low  stone  wall  and  struck  his 
lower  right  chest  while  attempting  to  catch 
a pop  fly.  He  was  momentarily  unconscious. 
Examination  by  his  physician  revealed  no 
remarkable  findings,  and  the  patient  insisted 
on  going  home.  Six  hours  later  he  noted 
abdominal  pain.  The  physical  examination 
disclosed  tenderness  over  the  eighth  through 
the  twelfth  ribs  on  the  right  side,  anterior 
axillary  line,  as  well  as  tenderness  over  the 
right  upper  quadrant,  without  visible  signs 
of  trauma.  Hepatic  injury  was  suspected. 
All  chest  and  abdominal  signs  were  other- 
wise negative  as  well  as  the  x-ray  film  re- 
sults. He  was  placed  under  constant  sur- 
veillance since  a subcapsular  hematoma  was 
believed  present.  A complete  blood  count 
and  urinalysis  gave  normal  findings.  Six 
hours  later  the  pulse  began  to  rise  and  his 
blood  pressure  started  to  fall  from  the  pre- 
vious 130/80.  Tenderness  was  present  in 
the  right  gutter. 

Intraperitoneal  hemorrhage  was  believed 
present  and  an  operation  revealed  a stellate 
rupture  of  the  liver  superiorly  and  pos- 
teriorly with  contused  liver  tissue.  All 
other  organs  were  normal.  The  liver  was 
repaired  and  drainage  was  established. 
Subsequently,  a subphrenic  abscess  and  em- 
pyema developed,  but  after  proper  treatment 
recovery  was  complete.  The  patient  was 
discharged  well  on  the  seventy-first  post- 
operative day. 

Case  3.  A fifty-year-old  white  male  was 
brought  to  the  emergency  room  in  coma. 
The  physical  examination  revealed  dilated 
pupils,  and  the  eyes  deviated  up  and  to  the 
right.  Other  pertinent  findings  noted  were 
that  the  right  side  of  the  face  was  flat  and 
the  left  upper  and  lower  extremities  were 
flaccid.  A witness  stated  that  the  patient 
was  alone  in  his  car  and  was  traveling  about 
15  miles  per  hour.  He  suddenly  fell  forward 
over  the  steering  wheel  and  struck  a parked 
car.  We  learned  from  his  wife  that  he  was 
diabetic  and  hypertensive.  No  abrasive 
marks  or  contusions  were  noted  over  any 
part  of  the  body.  Respirations  were  30  and 
his  blood  pressure  was  80  '60.  A Levin  tube 
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was  inserted  in  the  stomach,  and  the  aspi- 
rate was  clear.  A catheter  was  placed  in 
the  bladder,  and  the  urine  was  clear.  Shock 
measures  were  instituted.  Multiple  abdomi- 
nal paracenteses  gave  negative  findings  as 
did  x-ray  films  of  the  chest  and  abdomen. 
The  hemoglobin  was  11  Gm.  per  100  ml.; 
hematocrit,  31 ; white  blood  cell  count, 
10,400;  blood  urea  nitrogen,  8.1  mm.  per 
100  ml.;  and  the  fasting  blood  sugar  was 
558.  Six  hours  after  admission  the  patient’s 
cerebral  status  remained  unchanged.  The 
blood  pressure  was  160/100,  the  pulse  104, 
and  the  urine  output  was  250  cc.  The  ab- 
domen revealed  distention  and  rigidity  in 
the  right  lower  quadrant.  The  white  blood 
cell  count  rose  to  18,600,  hemoglobin  was 
10.8  Gm.  per  100  ml.,  and  the  hematocrit 
was  31.  The  diagnosis  of  a ruptured  viscus 
with  intraperitoneal  bleeding  was  made  in 
spite  of  the  elevated  blood  pressure. 

Realizing  full  well  the  serious  problem  of 
an  associated  cerebral  hemorrhage,  the  ab- 
domen was  opened  under  local  anesthesia, 
and  as  soon  as  blood  was  noted  below  the 
peritoneum  it  was  supplemented  with  a 
general  anesthetic.  Active  bleeding  oc- 
curred from  a large  rent  in  the  portal  vein, 
with  a laceration  of  the  head  of  the  pancreas 
and  almost  complete  transection  of  the  pan- 
creas through  the  body  of  this  organ.  In 
addition,  a large  intramural  hematoma  of 
the  second  portion  of  the  duodenum  was 
noted.  Bleeding  was  controlled,  the  pan- 
creas was  repaired,  drainage  was  established 
just  above  the  wounds,  and  the  cholecystos- 
tomy  and  jejunostomy  were  completed.  The 
serum  amylase  at  the  time  was  972  Somogyi 
units  per  100  ml.  In  twenty-four  hours,  the 
amylase  fell  to  472  Somogyi  units  per  100 
ml.,  and  then  returned  to  normal.  The  amy- 
lase level  of  the  abdominal  drainage,  how- 
ever, rose  to  2,660  units  per  100  ml.  The 
abdominal  signs  cleared,  and  feedings  were 
given  through  the  jejunostomy  tube.  A 
tracheostomy  was  performed  and  a Bennett 
respirator  utilized.  No  changes  in  the  cere- 
bral status  were  noted.  A spinal  tap  re- 
vealed xanthochromic  fluid.  The  electro- 
lytes were  normal. 

The  patient  expired  five  days  postopera- 
tively.  An  autopsy  revealed  an  area  of 
encephalomalacia  that  was  6 cm.  in  diameter 
and  involved  the  posterior  portion  of  the 
frontal  and  part  of  the  parietal  lobes.  Small 


areas  of  necrotic  tissue  were  noted  in  the 
greater  and  lesser  omentum  about  the  pan- 
creas. A markedly  necrotic  area,  3 cm.  in 
diameter,  was  found  in  the  central  portion 
of  the  pancreas,  with  small  sites  of  focal 
fat  necrosis  in  the  rest  of  the  pancreas 
which  diminished  laterally.  The  remaining 
intra-abdominal  content  was  normal. 

Case  4.  A sixteen-year-old  male  passen- 
ger in  the  rear  seat  of  a fast-moving  vehicle 
which  struck  an  abutment  was  admitted  to 
the  emergency  room  in  shock.  Examination 
revealed  a tender,  rigid  abdomen.  The 
hemoglobin  was  17  Gm.  per  100  ml.;  hema- 
tocrit, 50 ; and  the  white  blood  cell  count  was 
15,100.  Many  red  blood  cells  were  noted  in 
the  urine.  A 4-quadrant  abdominal  para- 
centesis gave  negative  findings.  Abdominal 
x-ray  films  revealed  free  air  under  the  dia- 
phragm which  was  intact.  Appropriate  sup- 
portive measures  were  instituted  imme- 
diately. A celiotomy  showed  that  the  peri- 
toneal cavity  was  filled  with  bile,  blood,  and 
intestinal  content.  The  liver  was  lacerated 
irregularly,  posteriorly,  from  the  dome  to 
the  hilar  area.  The  duodenum  was  com- 
pletely transected  at  the  pylorus.  The  en- 
tire right  lateral  gutter  was  diffusely  ec- 
chymotic.  The  pancreas  was  markedly 
contused  with  areas  of  hemorrhage.  The 
incision  was  extended  laterally  to  examine 
the  spleen  which  revealed  multiple  lacera- 
tions over  its  surface  both  anteriorly  and 
posteriorly,  and  a splenectomy  was  per- 
formed. The  gallbladder  had  to  be  removed 
to  secure  the  liver  wounds  which  were  care- 
fully repaired.  The  edges  of  the  proximal 
duodenum  and  distal  part  of  the  stomach 
were  debrided,  then  reanastomosed.  After 
careful  peritoneal  toilet  and  irrigation  with 
kanamycin  sulfate  (Kantrex),  multiple 
drains  were  inserted  and  the  abdomen  was 
closed  in  layers.  The  patient  received  4 
units  of  blood  during  the  operative  proce- 
dure. 

Antibiotics  and  intravenous  fluids  were 
continued  during  the  postoperative  period 
and  the  patient  gradually  resumed  a normal 
diet.  Serum  amylase  levels  remained  nor- 
mal. The  total  bilirubin  rose  to  3.20  mg. 
per  100  ml.,  and  the  direct  to  1.87  mg.  per 
100  ml.  The  alkaline  phosphatase  was  9.6 
units;  lactic  dehydrogenase  serum,  720 
units  per  milliliter;  and  serum  glutamic 
oxalopyruvic  transaminase,  163  units  per 
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milliliter.  Cephalin  flocculation  and  thymol 
turbidity  rates  were  normal.  All  laboratory 
test  results  returned  to  normal  standards 
promptly.  An  intravenous  pyelogram  re- 
vealed delayed  excretion  and  concentration 
of  the  dye  in  the  right  kidney.  The  patient 
was  discharged  well  on  the  twentieth  post- 
operative day. 

Case  5.  An  eleven-year-old  female  was 
admitted  to  the  hospital  in  shock  after  hav- 
ing been  pinned  beneath  an  upright  player 
piano  which  had  fallen  over  her  abdomen. 
The  physical  examination  revealed  dyspnea, 
circumoral  pallor,  shock,  and  a rigid  abdo- 
men with  marked  rebound  tenderness.  Ab- 
dominal paracentesis  revealed  blood.  X-ray 
films  of  the  chest  and  abdomen  were  normal. 
Hemoglobin  was  12  Gm.  per  100  ml.;  hema- 
tocrit, 50;  and  the  white  blood  cell  count 
was  40,000.  Prompt  therapy  for  shock  with 
blood  and  fluid  replacement  was  carried  out. 
A Levin  tube  was  inserted  and  laparotomy 
was  performed.  The  peritoneal  cavity  con- 
tained blood.  The  third  portion  of  the  duo- 
denum was  severely  traumatized  and  pre- 
sented a ragged  perforation  on  its  anterior 
surface.  The  area  about  the  ligament  of 
Trietz  was  markedly  ecchymotic  with  early 
gangrenous  changes  over  the  first  portion  of 
the  jejunum.  The  retroperitoneal  area  was 
markedly  hemorrhagic.  The  pancreas  was 
completely  transected  just  distal  to  the 
mesenteric  vessels,  which  were  intact.  The 
third  portion  of  the  duodenum  was  resected 
with  the  damaged  jejunum.  The  trauma- 
tized pancreas  was  debrided,  the  distal  end 
of  the  duct  of  the  proximal  segment  was 
tied,  and  this  segment  of  the  pancreas  was 
repaired.  The  main  duct  of  the  distal  pan- 
creatic segment  was  dilated,  and  a poly- 
ethylene catheter  was  inserted  into  the  duct. 
The  pancreas  was  repaired  and  the  proximal 
open  jejunum  anastomosed  to  the  side  of  the 
distal  segment  of  the  pancreas.  The  poly- 
ethylene catheter  was  allowed  to  remain  in 
situ  and  was  threaded  into  the  jejunum. 
An  end-to-side  anastomosis  was  completed 
between  the  transected  duodenum  and  a 
loop  of  jejunum.  Below  the  anastomosis  a 
side-to-side  jejunojejunostomy  was  com- 
pleted, and  the  abdomen  was  closed  in  layers 
with  multiple  drains  inserted.  Postopera- 
tively  nasal  gastric  suction  was  continued 
together  with  antibiotics.  The  second  post- 
operative day  the  serum  amylase  was  333 


Somogyi  units  per  100  ml.;  serum  lactic  de- 
hydrogenase, 935  units  per  millilitei  , and 
the  serum  glutamic  oxalopyruvic  transami- 
nase, 132  units  per  milliliter.  The  patient 
passed  flatus  freely  the  third  postoperative 
day,  the  Levin  tube  was  removed,  and  oral 
feedings  were  begun.  On  the  fifth  postop- 
erative day  the  hemoglobin  was  13  Gm.  per 
100  ml.;  hematocrit,  40;  serum  amylase,  108 
units  per  milliliter;  fasting  blood  sugar,  98 
mg.  per  100  ml.;  serum  lactic  dehydrogen- 
ase. 540  units  per  milliliter;  serum  glutamic 
oxalopyruvic  transaminase,  16  units  per 
milliliter;  and  calcium,  11  mEq.  per  liter. 

On  the  fifteenth  postoperative  day  x-ray 
films  of  the  dorsal-lumbar  spine  and  gastro- 
intestinal tract  showed  normal  findings. 
The  patient  was  discharged  well  on  the 
twenty-third  postoperative  day. 

Conclusion 

Immediately  after  the  first  appraisal  of 
the  patient’s  condition,  emergency  measures, 
such  as  the  maintenance  of  an  adequate  air- 
way, control  of  bleeding,  initiation  of  fluids, 
blood  volume  expanders  or  whole  blood 
transfusions,  nasogastric  suction,  immobi- 
lization of  suspected  fractures,  and  cathe- 
terization of  the  urinary  bladder  should  be 
utilized  where  necessary.  The  patient 
should  be  examined  carefully,  completely, 
methodically,  and  repeatedly  by  the  same 
surgeon  and  the  findings  recorded  for  future 
reference.  Prophylactic  tetanus  and  anti- 
biotic injections  should  be  withheld  until  a 
history  of  allergies  can  be  obtained.  The 
treatment  of  associated  trauma  to  the  head, 
neck,  thorax,  vertebral  column,  and  ex- 
tremities is  mandatory.  Always  examine 
the  abdomen  repeatedly  in  a patient  with  a 
head  injury.  Concurrent  injuries  occur  fre- 
quently. Shock  is  rare  in  head  injury  un- 
less the  brain  stem  is  involved.6 

Review'  the  patient’s  history  and,  when 
possible,  obtain  help  from  witnesses, 
friends,  or  relatives  to  reconstruct  the  pa- 
tient’s accident,  w'hich  may  be  helpful  in 
determining  any  possible  injuries.  Direct 
or  indirect  injuries,  the  site,  the  striking 
object,  its  force,  direction,  and  speed  yield 
information  regarding  possible  injuries. 
The  state  of  filling  or  emptying  of  the  in- 
testinal and  urinary  tract,  the  age,  protec- 
tive clothing  worn,  and  the  physical  condi- 
tion of  the  patient  prior  to  the  accident  are 
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important.  Children,  sedentary  workers, 
and  patients  under  the  influence  of  drugs, 
alcohol,  or  in  coma  have  no  protective  mus- 
cular shield,  while  alert  muscular  individu- 
als may  fend  off  an  abdominal  injury  by 
moving  or  turning  away  and  tensing  the 
abdominal  muscles,  thus  transmitting  less 
destructive  force  to  the  abdominal  contents. 
Intercurrent  metabolic  diseases  must  be 
kept  in  mind.  Having  compiled  all  this  in- 
formation, it  should  be  interpreted  in  the 
light  of  changing  physical  signs  and  symp- 
toms, laboratory  and  x-ray  findings,  and  ex- 
ercising proper  judgment  to  determine  the 
most  satisfactory  treatment. 

When  an  operation  is  performed  obtain 
adequate  exposure,  explore  fully,  and  com- 
plete definitive  technical  repair  with  delib- 
erate speed.  Attentive  care  to  postoperative 


Hemodialysis  and  white  blood  count 

The  problem  of  damage  to  corpuscular  ele- 
ments of  the  blood  is  a basic  consideration  in  the 
design  and  use  of  perfusion  systems  such  as 
heart-lung  machines,  artificial  hearts,  and  arti- 
ficial kidneys,  reports  M.  Papadimitriou,  in 
Brit.  M.  J.  4:  67  (Oct.  11)  1969.  The  material 
is  from  a retrospective  study  of  the  white  blood 
count  in  patients  with  chronic  renal  failure  (1) 
on  conservative  treatment  (low  protein  diet)  ; 
(2)  on  regular  hemodialysis;  (3)  during  the 
early  stage  after  renal  allotransplantation;  and 
(4)  immediately  after  starting  hemodialysis 
(the  acute  effect  of  hemodialysis  on  the  white 
blood  count).  The  following  data  will  be  re- 
stricted to  the  latter  (4). 


details  including  fluid  balance  will  salvage 
many  patients  who  have  been  unfortunate 
to  have  been  the  victims  of  abdominal 
trauma. 
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Total  and  differential  white  counts  were  made 
immediately  before  and  after  completion  of  di- 
alysis on  a total  of  23  occasions  in  17  patients. 
During  all  23  hemodialyses  the  total  white 
blood  count  fell.  However,  the  packed  cell  vol- 
ume was  steady  or  increased.  Serial  measure- 
ments on  11  occasions  showed  a rapid  fall  in 
total  white  cell,  and  neutrophil  count  remained 
steady.  The  lymphocyte  count  remained  steady 
throughout  the  dialysis. 

In  the  over-all  study,  the  lowest  total  white 
cell  and  neutrophil  counts  and  the  highest  lym- 
phocyte counts  were  found  in  patients  on  regu- 
lar hemodialysis.  A rapid  fall  of  neutrophils 
during  the  first  half  hour  of  dialysis,  and  a 
more  gradual  fall  between  the  first  and  sixth 
hours  were  observed.  Also  noted  was  the  ad- 
herence of  neutrophils  and  mononuclear  cells  to 
the  dialysis  membrane. 
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I HE  CHANGING  CLINICAL  pattern  and  un- 
usual modes  of  presentation  of  bacterial 
endocarditis  have  been  stressed  in  the  re- 
cent literature.  Others  have  emphasized 
such  changes  as  the  older  average  age  of 
patients,  the  frequent  accompanying  mental 
aberration,  the  coincidental  severe  diseases 
in  older-age  groups,  and  the  increasing 
prominence  of  Staphlococcus  aureus  as  the 
infecting  organism.1-3 

Because  of  atypical  modes  of  presenta- 
tion, several  authors  have  noted  that  the 
diagnosis  has  been  missed  and  that  a high 
index  of  suspicion  is  needed.  The  improved 
prognosis  which  accrues  to  early  diagnosis 
makes  it  imperative  that  early  diagnostic 
and  therapeutic  measures  be  instituted. 

Our  own  experience  indicates  that  severe 
backache  of  musculoskeletal  origin  is  a more 
common  mode  of  presentation  than  has  been 
emphasized.  This  complaint  may  cause  con- 
fusion and  delay  unless  the  association  is 
recognized.  It  is  our  intention  to  alert  phy- 
sicians to  this  early  symptom. 

The  Highland  Hospital  records  were  re- 
viewed for  the  past  five  years.  During  the 
period  reviewed,  16  cases  of  bacterial  endo- 
carditis diagnosed  during  life  or  at  post- 
mortem examination  were  encountered,  and 
in  an  additional  4 patients  the  diagnosis  was 


suspected  but  not  proved  by  positive  blood 
cultures  or  postmortem  examination. 
Seven  of  the  patients  with  a proved  diag- 
nosis of  bacterial  endocarditis  had  backache 
as  the  initial  or  major  symptom. 

Summaries  of  the  patients  in  whom  back 
pain  was  the  original  or  chief  complaint  are 
presented. 

Case  reports 

Case  1.  A thirty-five-year-old  man  had 
been  ill  for  five  weeks  with  fever  and  two 
weeks  with  bilateral  lumbar  backache  with 
radiation  to  the  right  thigh.  Because  his 
back  pain  became  so  severe  that  he  was  un- 
able to  stand  and  had  to  crawl  to  the  bath- 
room, he  was  referred  for  admission  to  the 
hospital.  Following  admission  a pansystolic 
apical  murmur  was  heard.  There  was 
marked  rigidity  and  tenderness  in  the  mus- 
cles of  the  lumbar  paravertebral  area.  The 
diagnosis  of  bacterial  endocarditis  was  not 
suspected  until  petechiae  developed.  Blood 
cultures  grew  hemolytic  Staphylococcus 
aureus,  and  the  patient  was  treated  with 
penicillin.  The  back  pain  disappeared  after 
one  week  of  penicillin  therapy  and  did  not 
recur. 

Case  2.  A sixty-two-year-old  man  devel- 
oped back  pain  which  was  diagnosed  as 
sciatica  three  days  before  admission  to  the 
hospital.  Because  of  a shaking  chill,  he  was 
referred  to  the  hospital  where  the  presence 
of  fever  and  an  aortic  systolic  murmur  were 
noted.  The  diagnosis  of  bacterial  endocar- 
ditis was  not  suspected.  The  patient  was 
treated  with  ampicillin  but  expired  on  the 
fourth  hospital  day.  The  postmortem  ex- 
amination revealed  acute  bacterial  endocar- 
ditis due  to  Staphylococcus  aureus  on  a 
perforated  mitral  leaflet. 

Case  3.  A fifty-three-year-old  woman  de- 
veloped pain  in  the  right  flank  with  radia- 
tion to  the  sciatic  area  of  the  right  leg  and 
thigh  one  month  prior  to  hospital  admis- 
sion. The  pain  became  so  severe  that  she 
had  to  be  wheeled  to  the  bathroom.  She  was 
referred  to  the  hospital  where  positive  find- 
ings included  fever,  petechiae,  and  a mur- 
mur consistent  with  mitral  stenosis.  The 
patient  had  tenderness  over  the  right  hip. 
but  there  were  no  other  musculoskeletal 
findings.  Blood  cultures  grew  beta  hemo- 
lytic streptococcus.  Spinal  fluid  contained 
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12  lymphocytes  and  30  mg.  per  100  ml.  of 
protein.  The  patient  expired  on  the  twenty- 
fourth  hospital  day  despite  massive  doses  of 
penicillin.  The  postmortem  examination  re- 
vealed bacterial  endocarditis  on  a stenotic 
mitral  valve. 

Case  4.  A seventy-two-year-old  female 
developed  pain  in  the  lower  part  of  the  back 
with  radiation  to  the  buttocks,  right  thigh, 
and  right  inguinal  area  five  weeks  prior  to 
hospitalization.  Because  the  pain  became 
so  severe  that  it  was  impossible  for  her  to 
bear  weight,  she  was  referred  to  the  hos- 
pital. The  positive  physical  findings  in- 
cluded a murmur  consistent  with  aortic 
stenosis,  pain  in  the  back  with  radiation  to 
the  buttocks  on  straight  leg  raising,  dimin- 
ished knee  and  ankle  jerks  on  the  right  side, 
and  fever.  The  initial  diagnosis  was  rup- 
tured intervertebral  disk  but  because  of 
fever  a blood  culture  was  made  which  grew 
Staphylococcus  aureus.  Massive  doses  of 
penicillin  were  given,  but  the  pain  in  the 
buttocks  persisted.  The  patient  developed 
hemolysis,  thought  to  be  related  to  penicillin 
therapy,  and  expired.  Postmortem  exami- 
nation revealed  acute  bacterial  endocarditis 
of  the  mitral  valve. 

Case  5.  A seventy-five-year-old  woman 
developed  fever,  chills,  sweats,  and  severe 
bilateral  backache  a few  weeks  prior  to  ad- 
mission to  the  hospital  and  was  referred  to 
the  hospital  with  a diagnosis  of  kidney  in- 
fection. On  admission  she  had  fever,  pete- 
chiae,  and  a murmur  consistent  with  mitral 
insufficiency  and  aortic  stenosis.  Several 
blood  cultures  were  positive  for  nonhemo- 
lytic streptococcus.  She  recovered  after 
treatment  with  penicillin. 

Case  6.  A sixty-seven-year-old  man  had 
disabling  lumbosacral  backache  for  six 
weeks  prior  to  hospitalization.  Bacterial 
endocarditis  was  suspected  when  he  devel- 
oped fever.  At  the  hospital  he  was  noted 
to  have  petechiae  and  murmurs  consistent 
with  aortic  stenosis  and  insufficiency.  Blood 
cultures  revealed  microaerophilic  strepto- 
cocci. The  back  pain  subsided  after  forty- 
eight  hours  of  penicillin  therapy,  and  the 
patient  recovered  uneventfully. 

Case  7.  A thirty-year-old  man  developed 
severe  low,  midsacral  back  pain  five  days 


prior  to  hospitalization.  On  admission  he 
had  fever,  petechiae,  and  a diastolic  murmur 
along  the  left  lower  sternal  border.  Pain 
was  produced  by  flexion  of  the  back.  Blood 
cultures  grew  Staphylococcus  aureus,  and 
the  patient  recovered  after  penicillin  ther- 
apy. 

Comment 

Severe  musculoskeletal  backache  as  a 
prominent  symptom  of  bacterial  endocardi- 
tis has  not  been  emphasized  in  the  litera- 
ture. Some  authors  discussing  the  nervous 
system  in  endocarditis  mentioned  sciatica, 
polyneuritis,  and  myalgia  as  symptoms  as- 
sociated with  endocarditis.4-5  In  the  series 
described  by  Lerner  and  Weinstein,6  a case 
is  described  in  which  the  patient  had  severe 
pain  in  both  thighs  as  his  first  symptom. 
The  similarity  to  the  cases  described  in  this 
series  is  apparent.  Kerr’s7  monograph  on 
endocarditis  does  not  mention  back  pain  pre- 
dominantly and  neither  do  the  standard 
textbooks  on  medicine8-9  or  on  cardiology, 
although  the  occurrence  of  pain  in  the  mus- 
cles and  joints  is  mentioned  often  as  a com- 
mon accompaniment  of  this  disease.10 

The  pathogenesis  of  the  disabling  back 
pain  occurring  in  each  of  these  patients  is 
not  clear.  The  resemblance  to  the  pain  oc- 
curring in  ruptured  intervertebral  disk, 
sciatica,  and  acute  lumbosacral  strain  is  ap- 
parent, and  led  to  these  diagnoses  in  several 
of  the  patients  presented.  In  each  case 
pertinent  x-ray  examinations  failed  to  re- 
veal an  osseous  pathologic  condition.  The 
presence  of  increased  protein  and  mononu- 
clear cells  in  the  spinal  fluid  of  the  patient 
described  by  Lerner  and  Weinstein6  led 
them  to  feel  that  the  pain  was  due  to 
sterile  meningitis. 

The  single  lumbar  puncture  done  in  our 
series  revealed  slight  pleocytosis  and  normal 
protein.  Postmortem  examinations  did  not 
reveal  any  explanation  for  the  symptoms 
described,  but  very  detailed  examinations  of 
vertebrae  and  spinal  cord  were  not  made. 

Summary 

Seven  patients  with  bacterial  endocarditis 
in  whom  severe,  disabling,  musculoskeletal 
backache  was  the  initial  complaint  are  de- 
scribed. The  occurrence  of  musculoskeletal 
backache  in  a patient  with  a murmur  should 
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arouse  suspicion  of  the  presence  of  bacterial 
endocarditis,  especially  if  fever  is  present. 
The  rapid  and  complete  disappearance  of  the 
back  pain  with  penicillin  therapy  can  be  an- 
ticipated in  those  who  recover  from  the  dis- 
ease. 
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Urban  poverty:  effects  on 
prenatal  nutrition 
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those  of  nonpoor  mothers,  and,  in  the  group  de- 
fined as  poor,  there  were  multiple  anatomic  evi- 
dences of  prenatal  undernutrition,  report  R.  L. 
Naeye,  M.  M.  Diener,  and  W.  S.  Dellinger,  in 
Science  166:  1026  (Nov.  21)  1969.  The  authors 
note  that  perinatal  mortality  rates  are  higher 
in  the  United  States  than  in  many  other  na- 
tions. An  excess  of  infants  of  low  weight  at 
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birth  accounts  for  much  of  this  perinatal  mor- 
tality, and  both  low-birth  weight  and  perinatal 
death  are  much  more  common  in  the  poorer 
families.  Results  of  this  study  appear  to  iden- 
tify undernutrition  as  the  cause  of  low-birth 
weight  in  a group  of  infants  born  of  poor  urban 
mothers. 

Of  the  445  consecutive  autopsies,  193  were  ex- 
cluded from  the  analysis  because  of  fetal  or 
other  factors  that  might  have  affected  fetal 
growth.  All  of  the  babies  died  within  forty- 
eight  hours  of  birth;  distribution  of  the  still- 
born was  37  per  cent  of  the  poor  and  27  per  cent 
of  the  nonpoor.  The  252  cases  were  classified 
as  poor  or  nonpoor  on  the  basis  of  family  in- 
come and  family  size  according  to  the  U.S.  So- 
cial Security  Administration’s  poverty  index 
tables. 
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Special  Articles 


Adjustment  with  Malpractice 
Insurance  Premiums 

ARTHUR  J.  MANNIX,  JR.,  M.D. 
New  Rochelle,  New  York 


Chairman,  Professional  Medical 
Liability  and  Defense  Board 

At  our  last  House  of  Delegates  meeting, 
we  were  warned  by  the  company  (Employers 
Insurance  of  Wausau)  that  a substantial 
rate  increase  would  be  needed  to  maintain 

Report  of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board,  presented  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York,  May  21,  1970. 


the  program.*  Calculations  have  been  com- 
pleted and,  since  the  increase  is  sizable,  we 
are  submitting  this  report,  incorporating 
certain  information  supplied  to  us  by  the 
company. 

The  malpractice  claims  tide  continues  to 
rise,  not  just  in  New  York  but  across  the 
country.  In  the  past  we  have  called  your 
attention  to  insurance  rates  being  doubled 
in  Michigan  and  Vermont,  rising  by  75  per 
cent  in  Ohio,  and  250  per  cent  in  Philadel- 
phia. The  Nettleship  program  in  California 
increased  about  95  per  cent  on  October  1, 
1968,  and  110  per  cent  on  October  1,  1969. 
The  steadily  worsening  experience  is  only 
partly  a matter  of  proliferation  of  claims. 
Far  more  serious  is  the  boost  in  value  at- 
tached to  the  average  case.  Awards  ap- 

° Uhthoff,  D.R.:  Malpractice  insurance;  the  handwrit- 

ing on  the  wall,  N.Y.  State  J.  Med.  70:  1673  (June  15) 
1970. 


YEAR  END 


FIGURE  1.  Rate  progression  since  1958. 
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proaching  or  exceeding  the  million-dollar 
level  are  no  longer  rare,  and  each  well-pub- 
licized recovery  proportionately  enhances  the 
settlement  value  of  thousands  of  outstand- 
ing cases. 

The  company  has  furnished  us  with  sev- 
eral graphs.  Figure  1 shows  the  rate  pro- 
gression since  1958.  For  a number  of  years, 
there  was  little  change  in  premium  rates, 
but  Figure  2 gives  loss  developments  by 


policy  year,  and  we  must  conclude,  helped 
by  hindsight,  that  the  rates  should  have 
been  advanced  much  more  rapidly  in  the 
early  stages  of  the  program. 

Table  I recapitulates  the  underwriting  re- 
sults from  the  initiation  of  the  program 
through  December  31,  1969. 

Following  the  same  methods  used  in  past 
years,  the  preliminary  calculations  made  by 
the  company  actuaries  gave  an  indication 


TABLE  I.  Recapitulation  of  underwriting  results,  policy  years  1949-1968  inclusive,  as  of  December  31,  1969 


Policy 

Year 

Premiums 

Perm.  L.  R. 
(Per  cent) 

Available 
for  Losses 

Total 

Losses 

Underwriting 
Profit  (Loss) 

Accumulated 
Profit  (Loss) 

1949-1958 

18,283,185 

76.9 

14,064,244 

16,579,139 

(2,514,895) 

(2,514,895) 

1959 

2,442,205 

78.1 

1,906,878 

2,656,627 

(749,749) 

(3,264,644) 

1960 

2,895,274 

77.5 

2,243,837 

3,862,018 

(1,618,181) 

(4,882,825) 

1961 

3,269,021 

77.9 

2,547,968 

4,796,415 

(2,248,447) 

(7,131,272) 

1962 

3,790,189 

79.0 

2,994,249 

4,472,871 

(1,478,622) 

(8,609,894) 

1963 

4,121,291 

79.0 

3,255,820 

5,315,247 

(2,059,427) 

(10,669,321) 

1964 

4,324,575 

79.0 

3,416,414 

6,518,870 

(3,102,456) 

(13,771,777) 

1965 

4,428,084 

79.0 

3,498,186 

7,618,224 

(4,120,038) 

(17,891,815) 

1966 

5,003,960 

79.0 

3,953,128 

8,578,839 

(4,625,711) 

(22,517,526) 

1967 

5,906,181 

79.3 

4,683,602 

11,007,909 

(6,324,307) 

(28,841,833) 

1968 

8,947,734 

80.2 

7,176,083 

14,720,091 

(7,544,008) 

(36,385,841) 

Totals 

63,411,699 

49,740,409 

86,126,250 

(36,385,841) 
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for  a rate  increase  of  over  100  per  cent. 
One  of  the  major  factors  contributing  to 
this  result  was  a sizable  increase  in  the  re- 
serves being  carried  on  pending  cases — the 
increase  being  made  in  anticipation  of  fu- 
ture inflation.  Continued  study  by  the  com- 
pany actuaries,  in  conjunction  with  the  So- 
ciety’s consultants,  provided  the  net  result 
of  a 65  per  cent  increase  as  of  September 
1,  1970.  Your  Board  regrets  the  necessity 
for  an  increase  of  this  dimension  but  recom- 
mends its  acceptance. 

An  important  factor  in  the  stability  of 
our  program  is  the  fact  that  Employers  In- 
surance of  Wausau  has  been  our  insurance 
carrier  since  July  1,  1949.  Nevertheless,  in 
view  of  the  two  recent  substantial  rate  in- 
creases, it  is  only  proper  that  we  give  con- 
sideration to  possible  alternatives  and  this 
is  being  done.  We  are  fully  aware,  how- 
ever, that  the  market  for  this  specialized 
form  of  insurance  is  extremely  tight.  A 
recent  article  in  Forbes  magazine  pointed 
out  that  in  the  past  few  years  the  number 
of  insurance  companies  willing  to  write  mal- 
practice insurance  has  dropped  from  100  to 
10.  We  are  also  aware  that  few  companies 
would  permit  us  to  specify  our  own  defense 
attorneys  and  have  the  final  word  on  under- 
writing. In  fact,  our  program  is  still  being 
looked  on  as  a model  for  others  in  the  coun- 
try. 

Recent  findings 

With  this  increase  in  rate,  the  expense 
ratio  has  again  been  reduced — to  a new  low 
of  17  per  cent,  freeing  more  premium  dol- 
lars to  pay  losses.  This  17  per  cent  figure 
compares  with  expense  ratios  in  the  vicinity 
of  25  to  30  per  cent  for  most  automobile 
policies.  In  fact,  of  all  casualty  policies  car- 
ried by  a physician  insured  in  our  program, 
his  professional  liability  policy  probably  has 
the  lowest  expense  ratio  of  any. 

The  matter  of  investment  income,  from 
premiums  retained  by  the  company  until  dis- 
bursement, has  again  been  discussed  with 
the  company  officials.  They  assure  us  that 
even  including  this  income,  they  have  con- 
tinued to  lose  money  on  this  line  of  insur- 
ance and  require  this  rate  increase  in  an  ef- 
fort to  avoid  dipping  further  into  the  com- 
pany’s surplus  funds. 

Tabulations  have  again  been  computed  by 
territory  and  also  by  specialty  or  type  of 


practice.  The  relationship  between  our  ter- 
ritorial divisions  continues  approximately 
the  same  and  no  changes  are  being  made  at 
this  time,  although  some  trouble  spots  in 
Upstate  New  York  and  Long  Island  will  be 
watched  carefully  in  the  future. 

The  relationship  between  specialties  war- 
rants no  further  change  at  this  time  with 
two  exceptions: 

First,  the  loss  experience  now  developing 
for  pediatricians  is  greater  than  for  other 
specialties  in  the  same  premium  class.  The 
fact  that  the  statute  of  limitations  does  not 
start  running  until  an  infant  reaches  the 
age  of  twenty-one  definitely  increases  the 
exposure  for  this  specialty.  Owing  to  the 
experience  developed,  it  is  necessary  to  move 
pediatricians  from  premium  class  5 to  pre- 
mium class  4. 

Second,  premium  class  1A  (orthopedic 
surgery  and  neurosurgery)  in  our  Subur- 
ban II  area  (Suffolk,  Sullivan,  Rockland, 
and  Ulster)  was  arbitrarily  held  to  a maxi- 
mum increase  of  40  per  cent  two  years  ago. 
This  can  no  longer  be  justified,  and  the  pre- 
mium is  being  increased  to  coincide  with 
the  premium  being  charged  in  the  metro- 
politan area. 

The  added  surcharge  for  deep  and  super- 
ficial x-ray  therapy  has  proved  to  be  inade- 
quate. The  experience  tabulation  shows  that 
it  will  be  necessary  to  increase  this  sur- 
charge more  than  the  over-all  average. 

A further  change  to  become  effective  with 
policies  starting  on  and  after  September  1, 
1970,  concerns  combinations  of  limits  at 
higher  levels.  Our  present  rate  schedule 
shows  a second  limit  (total  limit  of  liability 
on  account  of  all  acts  or  omissions  occurring 
in  any  policy  period)  which  is  three  times 
that  of  the  more  important  first  limit  (limit 
of  liability  for  loss  resulting  from  any  one 
claim  or  suit,  or  all  claims  or  suits  because 
of  injury  to  or  death  of  any  one  person), 
with  the  exception  of  limits  of  $1,000,000/ 
$1,500,000  and  $2,000,000/$2,000,000.  To 
date  the  company  has  not  approved  writing 
limits  in  triplicate  at  this  level  of  coverage. 
However,  as  of  September  1,  1970,  they 
have  agreed  to  write  limits  of  $1,000,000/ 
$3,000,000  and  $2,000,000/$6,000,000,  with 
higher  limits  quoted  on  request. 

Over  the  past  few  years  we  have  been 
endeavoring  to  obtain  a more  equitable  clas- 
sification method  for  our  neurologists  and 
psychiatrists.  The  actuaries  have  run  sev- 
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eral  tests,  and  on  all  policies  commencing  on 
and  after  September  1,  1970,  the  classifica- 
tions will  be  defined  as  follows: 

Premium  Class  4:  Neurology  and/or  Psy- 

chiatry (including  the 
erdering,  supervision, 
direction,  and/or  per- 
formance of  myelog- 
raphy, angiography, 
and/or  pneumoencepha- 
lography) 

Premium  Class  6:  Psychiatry’  and/or  Neu- 

rology, excluding  the 
ordering,  supervision, 
direction,  or  perfor- 
mance of  myelogra- 
phy, angiography,  and/- 
or pneumoencephalog- 
raphy 


The  future 

One  element  in  the  progressive  deteriora- 
tion demonstrated  in  Table  I is,  as  we  have 
mentioned  earlier,  the  inflation  occurring 
between  the  time  of  the  alleged  malpractice 
and  the  time  the  case  reaches  its  eventual 
disposition.  The  company  tells  us  they  will 
do  their  utmost  to  process  claims  and  suits 
more  rapidly,  without  settling  claims  which 


Mercury  contamination 


Mercury  contamination  of  fish  from  Lake 
Erie  is  generally  below  Federal  and  interna- 
tional tolerance  limits,  a New  York  State  De- 
partment of  Health  official  announced  recently. 
Tests  of  fish  from  the  lake  indicated  mercury 
concentrations  ranging  from  0.1  to  1.2  parts  per 
million.  The  Federal  standard  is  0.5  parts  per 
million,  and  the  international  standard  is  1.0 
parts  per  million.  Hundreds  of  fish  are  being 
tested  by  the  department  at  its  division  of  lab- 
oratories and  research  in  Albany.  Walleyed 
pike  generally  have  the  highest  readings. 
Readings  are  also  high  in  old  fish  and  big  fish. 


do  not  merit  payment.  However,  this  will 
not  be  easy.  It  is  in  the  nature  of  malprac- 
tice cases  to  evolve  slowly  and  to  present 
complex  problems  of  investigation.  The 
process  cannot  be  speeded  up  without  full 
cooperation,  by  every  county  society,  in  the 
investigation  and  defense  of  such  cases. 
We  desperately  need  more  physicians  wrho 
are  willing  to  devote  some  of  their  time  to 
come  to  the  assistance  of  their  colleagues, 
including  appearance  in  court. 

In  the  last  analysis,  the  effective  remedy 
to  the  malpractice  threat  lies  not  with  the 
company,  our  Board,  or  the  State  or  local 
county  societies,  but  with  the  individual 
physician.  There  are  known  precautions 
which,  if  exercised  by  every  New  York 
physician  in  the  conduct  of  his  practice, 
would  reduce  the  statistical  probability  of 
successful  lawsuits  on  which  premium  rates 
are  based.  We  hope  to  move  forward  with 
our  educational  program,  not  only  with 
county  and  State  activities,  but  also  with 
teaching  in  our  medical  schools.  We  will 
continue  to  promulgate  and  disseminate  the 
precautions  that  should  be  taken  to  avoid 
claims  of  malpractice.  But  it  is  up  to  the 
physicians  themselves  to  learn  and  observe 
them. 


The  announcement  echoed  a state  conserva- 
tion department  statement  cautioning  against 
eating  fish  taken  from  Lake  Erie.  Evidence  in- 
dicates that  even  among  people  who  eat  a great 
deal  of  fish,  this  level  of  mercury  is  unlikely  to 
produce  any  recognizable  toxic  symptoms. 

Earlier,  the  department  tested  water  from 
Lake  Erie  and  found  the  water  fully  safe  for 
human  consumption.  In  another  precautionary 
action,  the  New  York  State  Department  of  Ag- 
riculture and  Markets,  on  April  30,  began  seiz- 
ing fish  caught  commercially  in  Lake  Erie. 

Water  tests  taken  elsew'here  throughout  the 
State  show  no  evidence  of  significant  mercury 
contamination.  No  reports  of  human  illness 
that  might  be  attributed  to  mercury  poisoning 
have  been  received  by  the  Health  Department. 
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Heart  transplantation  has  many  facets. 
It  may  be  approached  from  the  point  of  view 
of  several  scholarly  disciplines.  The  law 
is  the  frame  of  reference  for  the  present 
discussion,  but  considerable  attention  is  paid 
to  nonlegal  aspects  which  have  a bearing  on 
the  legal  aspects.  The  law  does  not  exist  in 
a vacuum,  and  finding  the  proper  legal  ap- 
proach to  a problem  requires  that  the  prob- 
lem be  seen  in  its  over-all  perspective. 

Drain  on  medical  resources 

The  radical  surgical  procedure  known  as 
heart  transplantation  requires,  of  course,  a 
substantial  and  expensive  mobilization  of 
personnel  to  perform  the  operation  and  to 
take  care  of  the  attendant  logistic  and  ad- 
ministrative problems  of  obtaining  a suit- 
able donor,  arranging  the  delicate  schedul- 
ing involved,  and  the  like. 

An  extensive  mobilization  of  personnel 
and  other  resources  is  made  necessary  not 
only  by  the  surgical  procedure  but  also  by 
the  complicated  preoperative  and  postopera- 
tive management  of  the  patient.  Only 
seriously  ill  patients  with  heart  disease  for 
whom  the  prognosis  is  early  death  are,  in 
the  present  state  of  the  science,  prospective 
candidates  for  heart  implantation,  and  such 
patients  need  extensive  care.  Moreover, 
careful  testing  is  necessary  to  rule  out  the 
presence  of  noncardiac  conditions  which 


would  increase  the  risks  of  surgical  inter- 
vention. Any  evidence  of  pyschologic  con- 
ditions also  requires  exploration.  A severe 
emotional  trauma  is  experienced  by  the  pa- 
tient as  the  result  of  the  transplant  and  the 
postoperative  therapy,  and  only  patients  in 
reasonably  good  mental  health  are  fit  candi- 
dates.*1 

Added  to  this  is  the  problem  of  graft  re- 
jection. Nature  has  endowed  man  with  a 
mechanism  to  protect  his  body  against  inva- 
sion by  alien  organisms.  Marvelous  as  this 
mechanism  is,  it  cannot  distinguish  between 
benign  invaders  and  malignant  ones.  The 
heart  transplant  team  must  wage  a hard  and 
continuing  battle  against  this  well-meaning, 
but,  in  this  instance,  deadly  defense  mecha- 
nism. Moreover,  this  fight  must  be  a care- 
fully limited  action.  “All-out”  war  will  pro- 
tect the  transplanted  heart  but  leave  the  pa- 
tient helpless  to  resist  common  varieties  of 
infections  which  can  readily  kill  him. 

These  grave  problems  of  patient  manage- 
ment escalate  the  heavy  drain  on  medical 
resources  produced  by  preoperative  and  sur- 
gical aspects  of  the  heart  transplant.  The 
services  of  skilled  medical  and  paramedical 
personnel  must  be  employed  in  watching 
over  the  patient  in  the  postoperative  period. 
He  must  be  under  close  surveillance  and  be 
frequently  examined  and  tested  to  see  if  the 
rejection  process  is  under  control.  In  the 
present  state  of  the  science,  the  patient  does 
not  “recover”  in  the  sense  of  being  rela- 
tively free  of  the  need  for  treatment.  In- 
deed, to  date  transplants  have  produced  at 
best  relatively  small  prolongations  of  life. 
Moreover,  as  greater  success  is  achieved  in 
transplants,  the  services  of  rehabilitation 
personnel  and  social  workers  are  going  to  be 
increasingly  required. 

Serious  questions  of  the  best  use  of  med- 
ical resources  are  raised  by  the  huge  invest- 
ment of  effort  and  funds  required  for  a 
heart  transplant.  While  every  human  life  is 
priceless,  there  is  necessarily  a question  of 
priorities  in  the  saving  and  prolongation  of 
lives. 

Hundreds  of  thousands  of  deaths  in  the 
United  States  each  year  are  caused  by  dis- 
eases of  the  heart.  “Heart  attacks”  alone, 
that  is,  coronary  occlusions,  exceed  more 
than  a million  a year  in  this  country,  and 
many  of  that  number  are  fatal.2'3  A great 

# Out  of  13  patients  with  transplants  clone  at  a leading 
medical  center,  there  was  postoperative  psychosis  in  5. 
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and  increasing  percentage  of  these  attacks 
involve  men  in  the  prime  years,  from  ages 
forty  to  sixty,  or  even  younger.  The  loss  to 
their  families  and  to  society  from  the  pre- 
mature deaths  of  hundreds  of  thousands  of 
these  men  is  incalculable. 

Accordingly,  the  question  is  being  asked 
whether  or  not  it  is  appropriate  to  expend 
large  sums  and  tie  up  the  efforts  of  skilled 
and  scarce  personnel  to  prolong  the  lives  of  a 
few  people  when,  by  the  diversion  of  this 
money  and  effort  to  the  prevention  of  heart 
disease,  medicine  can  ultimately  save  many 
more.4  A study  of  several  dozen  cardiac 
transplant  cases  shows  that  the  total  average 
charges  were  close  to  $19,000,  not  including 
professional  fees  and  research  costs  not  di- 
rectly related  to  patient  care.5  It  has  been 
estimated  that,  if  the  immunologic  problems 
are  solved,  the  cost  of  transplantation  will 
probably  be  about  that  of  other  open-heart 
surgical  procedures  (between  $5,000  and 
$10, 000). 5 

The  answer  is  not  obvious  one  way  or  the 
other.  The  argument  to  save  the  many 
rather  than  the  few  may,  at  first  statement, 
seem  overwhelming,  but  there  are  counter- 
vailing considerations.  To  begin  with,  re- 
sources of  men  and  money  are  not  as  readily 
transferable  as  one  might  assume.  Because 
a well-known  surgeon  can  raise  money  for 
transplant  research  does  not  mean  that,  had 
he  not  done  so,  an  equivalent  sum  would 
have  been  available  for  research  into  the 
causes  of  coronary  artery  disease.  Nor  are 
heart  surgeons  and  their  back-up  teams 
readily  convertible  into  researchers  into  the 
causes  of  heart  disease.  In  a relatively  free 
economy  such  as  ours,  there  is  no  automatic 
or  easy  transfer  of  resources,  and  the  loss 
of  funds  in  one  research  field  may  simply  be 
a net  loss,  not  balanced  by  a gain  elsewhere. 

Also,  it  is  not  necessarily  true  that  heart 
transplants  only  save  the  few.  It  may  be 
that,  in  future  years,  a workable,  self-con- 
tained artificial  heart  will  be  widely  avail- 
able. Then  too,  transplantation  of  animal 
hearts  may  become  feasible.  The  experi- 
ence in  transplanting  natural  hearts  and 
controlling  their  rejection  will  certainly  be 
of  benefit  with  artificial  and  animal  heart 
transplants.  Furthermore,  the  information 
gained  about  the  rejection  process  may 
prove  of  great  value  in  other  areas  of  medi- 
cine. 

In  its  recent  report  the  Ad  Hoc  Task 


Force  on  Cardiac  Replacement  of  the  Na- 
tional Heart  and  Lung  Institute  took  cog- 
nizance of  this  question  of  priorities.5  Some 
of  the  major  recommendations  contained  in 
its  study  are: 

1.  The  Federal  government  should  con- 
tinue a major  emphasis  on  research  into  the 
prevention,  early  detection,  and  early  treat- 
ment of  cardiovascular  disease. 

2.  Support  by  the  National  Heart  Insti- 
tute for  cardiac  replacement  should  be  in 
keeping  with  the  potential  impact  of  work 
in  this  field  on  the  cardiovascular  disease 
problem. 

3.  If  the  funds  available  for  support  of 
research  concerned  with  cardiac  replacement 
are  limited,  the  highest  priority  should  be 
given  to  transplantation  and  to  the  develop- 
ment of  temporary  assist  devices. 

4.  The  National  Heart  Institute  should 
encourage  research  in  the  cardiac  replace- 
ment field  which  considers  attendant  non- 
medical problems,  such  as  psychologic,  so- 
cial, ethical,  legal,  religious,  and  economic. 

These  recommendations  are  the  product 
of  thorough  and  careful  study  and  merit  the 
respect  they  will  doutbless  receive.  There 
remains,  however,  the  problem  of  translat- 
ing general  recommendations  into  specific 
actions.  Legislators  and  government  execu- 
tives, the  medical  community,  and  other  in- 
dividuals and  organizations  who  determine 
or  influence  the  allocation  of  research  funds 
have  a heavy  and  continuing  responsibility 
to  make  the  proper  decisions  as  to  where 
and  how  the  always  limited  supply  of  re- 
sources will  be  directed. 

Moral  and  ethical  issues 

The  law  must  take  account  of  the  moral 
and  ethical  issues  involved  in  cardiac  trans- 
plants in  formulating  its  approaches  to  the 
problem. 

The  most  critical  question  is  the  extent  to 
which  medicine  is  justified  in  “updating,” 
as  it  were,  the  human  donor’s  death  to  facili- 
tate the  removal  of  his  heart  before  the 
heart  has  completely  stopped  functioning. 
A resolution  of  this  question  involves  an- 
swering the  subsidiary  queries  of  what  is 
death,  and  when  does  it  occur?  While  these 
matters  are  hereafter  dealt  with  in  greater 
detail,  they  are  mentioned  because  of  their 
enormous  moral  dimensions.  The  past 
thirty  years  of  history — Hitler’s  murder  of 
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6 million  Jews,  his  “medical”  experiments, 
“all-out”  bombing  of  civilians  in  World  War 
II,  Hiroshima,  Nagasaki,  atrocities  in  Viet- 
nam— remind  us  that  it  is  easy  for  men  to 
lose  a reverence  for  life  and  dreadfully  hard 
to  control  the  consequences  of  that  loss. 

At  the  present  time,  with  the  unavailabil- 
ity of  an  artificial  heart,  a difficult  moral 
question  is  presented  by  the  fact  that  the 
number  of  potential  donees  exceeds  the  num- 
ber of  donors.  No  one  has  yet  proposed  sat- 
isfactory criteria  for  selecting  one  recipient 
over  another  where  each  has  a similar  prog- 
nosis by  medical  standards. 

Another  ethical  problem  is  the  physician- 
patient  relationship.  Can,  for  example,  the 
same  person  ethically  act  as  physician  for 
the  donor  of  the  heart  and  physician  for  the 
donee?  It  would  seem  that  an  inherent  con- 
flict of  interest  is  presented.  The  donor’s 
physician  is  concerned  primarily  with  the 
donor’s  continued  life  and  possible  recovery. 
The  donee’s  physician  is  concerned  prima- 
rily with  the  need  for  obtaining  the  donor’s 
heart  as  quickly  after  “death”  as  possible, 
and  the  time  of  the  occurrence  of  death  is  a 
matter  which  is  subject  to  dispute.  It  may 
be  argued  that  the  decision  as  to  when  death 
occurs  should  not  be  left  to  either  of  these 
physicians  for  each  has,  as  it  were,  a special 
interest  which  may  militate  against  an  un- 
biased determination.* 

Other  ethical  problems  confront  the  do- 
nee’s physician.6  Heart  transplantation  is 
a procedure  which  presently  offers  only  a 
limited  chance  of  success,  and  even  when 
“success”  occurs,  it  is  minimal.  Of  the 
first  134  recipients  of  transplanted  hearts, 
only  2 survived  more  than  a year.5  The 
procedure  is  not  a standard  treatment  and 
remains  largely  experimental.7  As  with  all 
surgical  procedures,  consent  of  the  patient 
to  the  operation  is  a basic  requisite,  but  the 
newness  of  the  technic,  the  dangers  attend- 
ing it,  and  the  character  of  the  prognosis 
fairly  to  be  anticipated  place  heavier  bur- 
dens on  the  donee’s  physician  in  obtaining 
consent.  The  physician  must  consider  and 
advise  the  donee  whether  there  is  any  rea- 
sonable alternative  to  the  transplant  pro- 
cedure. So  far  as  practicable  he  must  help 
the  donee  to  make  an  informed  choice  as  to 

* The  Uniform  Anatomical  Gift  Act,  enacted  recently  in 
many  states,  provides  in  paragraph  4 that  the  donor’s 
death  shall  be  determined  hy  the  attending  physician  who 
shall  not  participate  in  the  "procedures”  for  transplanta- 
tion. 


whether  or  not  to  undergo  the  operation. 
In  short,  he  must  be  careful  that  he  fulfills 
his  fundamental  obligation  to  treat  the  pa- 
tient, and  that  he  does  not  instead  make  the 
patient  simply  the  object  of  an  experiment 
on  the  theory,  perhaps,  that  a man  so  criti- 
cally ill  has  nothing  to  lose  anyway.  This 
problem  is  not  unique  to  transplants.  A 
physician  faces  a like  situation  whenever  his 
patient  has  an  apparently  terminal  illness 
which  may  possibly  be  alleviated  but,  in  all 
probability,  will  not  be  cured  permanently 
by  dangerous  and  emotionally  traumatic 
surgery.' 

The  donee  patient  also  has  a moral  issue 
to  deal  with  although  it  may  be  questioned 
whether,  in  his  weakened  state  and  ravaged, 
as  he  is,  by  a presumably  fatal  disease,  he 
can  be  held  to  strict  moral  accountability. 
In  view  of  the  limited  success  which  has  at- 
tended the  transplant  procedure,  it  may  be 
argued  that  the  donee,  by  agreeing  to  un- 
dergo the  procedure,  is  taking  a positive  step 
to  accelerate  his  death — something  most 
moralists  probably  would  say  he  has  no  right 
to  do.  This  problem  seems,  however,  to  be  a 
relatively  minor  one.  The  morality  of  an 
act  by  the  donee  affecting  the  continuance 
of  his  life  must,  it  would  seem,  be  judged  by 
the  donee’s  intent  and  not  by  statistical 
probabilities.  Any  donee  who  consents  to 
a heart  implantation  does  so  with  the  inten- 
tion of  prolonging  his  life,  not  shortening  it, 
or.  at  least,  of  giving  himself  some  reason- 
able period  of  time  free  from  invalidism, 
and  that  intent  would  seem,  as  to  him,  to 
make  his  act  a moral  one. 

It  would  be  helpful  if  those  concerned 
with  the  formulation  and  definition  of  moral 
and  ethical  precepts  were  to  devote  further 
attention  to  the  area  of  transplantation. 
Generalized  moral  and  ethical  statements  or 
formulas  which  were  developed  years  ago  to 
deal  with  other  situations  cannot  readily  be 
applied  to  this  new  science.  There  is,  for 
example,  a long-standing  distinction  by  some 
moralists  between  the  use  of  “ordinary” 
means  which,  they  say,  are  required  to  be 
used  to  preserve  life  in  a “hopeless”  case  as 
opposed  to  “extraordinary”  means  which 
need  not  be  used.  Such  a distinction  and 

t Efforts  have  been  made  in  recent  years  to  develop 
codes  of  conduct  to  govern  experimentation  on  human  be- 
ings. The  Nuremberg  Code,  the  Declaration  of  Helsinki, 
the  ethical  guideline  statements  of  the  American  Medical 
Association,  and  the  procedure  and  policy  orders  of  the 
U.S.  Public  Health  Service  are  steps  in  that  direction. 
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the  implications  which  How  from  it,  like 
other  rules  formulated  in  different  times 
and  for  different  purposes,  need  rethinking 
and  reapplication  in  the  transplant  era. 
Members  of  ethics  committees  of  medical 
associations,  church  leaders,  theologians, 
philosophers,  and  others  may  have  helpful 
insights  to  contribute. 

This  need  for  re-evaluation  and  re-exami- 
nation of  ethical  and  moral  precepts  becomes 
more  apparent  when  it  is  realized  that  trans- 
plantation is  becoming  “big  business.”  The 
focus  in  this  article  is  on  heart  transplanta- 
tion, and  heart  transplantation  has  had  the 
most  notice  in  the  news  media.  But  there 
are  now  17  organs  of  the  body,  including  the 
skin  and  blood  vessels,  that  are  being  used 
for  transplants.8  The  National  Kidney 
Foundation  has  just  begun  a coordinated  na- 
tional campaign  to  encourage  anyone  over 
the  age  of  eighteen  and  of  sound  mind  to 
bequeath  any  or  all  of  his  organs  for  trans- 
plantation.* Transplants  of  organs  other 
than  the  heart  do  not  generally  involve  such 
a dramatic  confrontation  of  life  and  death, 
but  many  of  them  do  involve  issues  similar 
to  those  of  heart  transplants  or  other  related 
issues. 

Legal  issues 

Until  the  recent  passage  of  the  Uniform 
Anatomical  Gift  Act,  no  body  of  law  has 
dealt  with  transplantation  of  organs  as 
such.9  Attempts  have  been  made  to  derive 
applicable  principles  from  other  legal  fields, 
such  as  the  common  law  and  statutory  prin- 
ciples applicable  to  burials  and  autop- 
sies,10-13 but  in  general  these  approaches 
have  been  unsatisfactory. 

In  July,  1968,  the  Uniform  Anatomical 
Gift  Act  was  adopted  by  the  National  Con- 
ference of  Commissioners  on  Uniform  State 
Laws.  Under  this  Act  any  individual  of 
sound  mind  and  eighteen  years  of  age  or 
more  may  give  all  or  any  part  of  his  body, 
the  gift  to  take  effect  on  death,  for  such 
purposes  as  medical  or  dental  education,  re- 

* The  campaign  revolves  around  a uniform  donor  card 
that  a consenting  person  signs  and  carries  with  him,  giving 
permission  to  physicians  to  use  his  organs  for  transplanta- 
tion or  other  medical  purposes.  The  card,  a legal  docu- 
ment that  must  be  signed  by  2 witnesses,  becomes  valid  on 
the  donor’s  death.  If  the  donor  changes  his  mind  after 
he  fills  out  the  card,  he  simply  tears  it  up  and  throws  it 
away.  The  card  system  takes  the  burden  off  the  physician 
to  locate  the  next  of  kin  to  obtain  permission  to  use  the 
organs  of  a dead  person.  Use  of  the  card  is  based  on  the 
Uniform  Anatomical  Gift  Act. 


search,  therapy,  or  transplantation.  Such  a 
gift  may  also  be  made  by  specified  family 
members  and  certain  others,  in  specified  or- 
ders of  priority,  in  the  absence  of  actual 
notice  of  wishes  to  the  contrary  by  the  de- 
cedent or  opposition  by  family  members  or 
others  in  the  same  or  a prior  class.  For  ex- 
ample, in  the  absence  of  contrary  indications 
by  the  decedent,  his  widow  could  make  a gift 
of  his  heart.  If  the  widow  were  not  avail- 
able at  the  time  of  death,  a son  could  make 
the  gift  unless  the  daughter,  a member  of 
the  same  class,  objected. 

The  statute  authorizes  the  gift  to  be  made 
“after  or  immediately  before  death.”  The 
comments  by  the  authors  of  the  statute  indi- 
cate that  the  purpose  of  this  language  was  to 
authorize  “the  survivors  to  execute  the 
necessary  documents  even  prior  to  death.” 
There  is,  therefore,  no  implication  intended 
that  the  organ  can  be  removed  prior  to 
death. 

The  Uniform  Gift  Act  simplifies  the  man- 
ner in  which  such  a gift  may  be  made.  A 
donor  may  make  such  a gift  by  will,  but, 
even  if  so  made,  it  becomes  effective  on  death 
without  waiting  for  probate  of  the  will.  If 
the  will  is  not  probated,  the  gift,  to  the  ex- 
tent it  has  been  acted  on,  remains  valid. 
The  gift  may  also  be  made  by  the  donor  by 
a document  other  than  a will.  Such  a docu- 
ment, which  may  be  a card  designed  to  be 
carried  on  the  person,  must  be  signed  by  the 
donor  in  the  presence  of  two  witnesses  who 
must  sign  the  document  in  his  presence.1 
When  the  gift  is  made  by  a family  member 
on  the  death  of  the  decedent,  it  may  be  made 
by  a document  signed  by  him,  a telegram,  or 
a recorded  telephone  or  other  recorded  mes- 
sage. 

Under  the  Uniform  Gift  Act  “The  time  of 
death  shall  be  determined  by  a physician 
who  tends  the  donor  at  his  death  or,  if  none, 
the  physician  who  certifies  the  death.  The 
physician  shall  not  participate  in  the  pro- 
cedures for  removing  or  transplanting  a 
part.”  The  statute  further  provides  that, 
“A  person  who  acts  in  good  faith  in  accord 
with  the  terms  of  this  Act  or  with  the 
anatomical  gift  laws  of  another  state  (or  a 
foreign  country)  is  not  liable  for  damages 
in  any  civil  action  or  subject  to  prosecution 
in  any  criminal  proceeding  for  his  act.” 

t This  is  the  procedure  being  used  in  the  campaign  by 
the  National  Kidney  Foundation. 
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The  Uniform  Gift  Act,  which  has  been 
adopted  by  the  vast  majority  of  states,*  is 
an  important  advance  over  earlier  state 
statutes.  Some  of  these  statutes  had  re- 
quired that  donation  of  organs  be  by  will, 
subject  to  the  ordinary  rules  of  estate  ad- 
ministration, a method  which  clearly  was  of 
no  use  in  the  case  of  transplantation  where 
time  is  of  the  essence,  and  there  can  be  no 
delay  for  purposes  of  probate  or  other  legal 
machinery.  Some  provided  for  disposition 
of  organs  by  more  simplified  written  instru- 
ments, but  even  these  were  not  tailored  to 
the  needs  of  the  transplant.  Some  of  the 
statutes  expressly  protected  physicians  and 
hospitals  against  liability  for  actions  taken 
to  carry  out  the  instructions  of  the  donor 
while  others  did  not.  The  Uniform  Gift  Act 
has  vastly  improved  the  situation. 

Definition  of  death 

The  Uniform  Gift  Act  made  “No  attempt 
. . .to  define  the  uncertain  point  in  time  when 
life  terminates.”  The  superficially  simple 
term  “death”  is  in  reality  a complex  one. 
Thus,  while  the  “moment  of  death”  is  a con- 
cept fixed  in  the  popular  imagination,  it  has 
been  said  that  “biologically  there  is  no  one 
moment  of  time  when  death  occurs.”14 

“The  traditional  test  of  death  is  when  the 
heart  stops  beating  and  circulation  stops.”14 
From  the  viewpoint  of  a surgeon  doing  a 
heart  transplant,  however,  it  has  been  said 
that  “it  would  be  desirable  for  the  criterion 
of  death  to  be  cessation  of  brain  function  as 
indicated  by  the  absence  of  waves  in  the 
electroencephalogram,  rather  than  cessation 
of  heart  beat.”14  When  the  chances  of  re- 
covery of  consciousness  have  been  totally 
eliminated,  it  may  be  said  that  “brain 
death”  has  occurred,10  and  this,  from  the 
viewpoint  of  the  surgeon  doing  the  trans- 
plant, is  enough.  While  the  Uniform  Gift 
Act  does  not  cover  the  matter,  its  authors 
commented  that,  “The  real  question  is  when 
irreversible  changes  have  taken  place  that 
preclude  return  to  normal  brain  activity  and 
self-sustaining  bodily  functions.” 

* The  act  is  in  force  in  Alabama,  Arkansas,  California, 
Colorado,  Connecticut,  Florida,  Georgia,  Hawaii,  Idaho, 
Illinois,  Indiana,  Iowa,  Kansas,  Louisiana,  Maine,  Mary- 
land, Michigan,  Minnesota,  Missouri,  Montana,  Nevada, 
New  Jersey,  New  Mexico,  New  York,  North  Carolina,  North 
Dakota,  Ohio,  Oklahoma,  Oregon,  South  Carolina,  South 
Dakota,  Tennessee,  Texas,  Utah,  Vermont,  Washington, 
Wisconsin,  and  Wyoming.  The  act  is  being  adopted 
quickly,  and  this  listing  is  doubtless  already  out  of  date. 


On  the  other  hand  it  has  been  asserted 
that,  “it  is  not  justified  at  present  to  deviate 
from  the  traditional  medical  and  legal  defi- 
nition of  time  of  death,  which  is  that  point 
in  time  when  first  it  can  be  declared  that 
heart,  lung,  and  brain  have  all  irrevocably 
ceased  to  function.”15  It  is  not  difficult  to 
identify  this  point  in  time  accurately,  and 
certainly  death  has  occurred  by  that  point. 
The  issue  is  whether  or  not  it  is  appropriate 
to  say,  for  purposes  of  authorizing  trans- 
plants, that  it  has  occurred  at  some  earlier 
point. 

Rev.  Charles  Carroll,  the  Protestant  chap- 
lain at  the  University  of  California  San 
Francisco  Medical  Center,  argues  forcefully 
that  no  departure  from  the  traditional  defi- 
nition of  death  should  be  made  without  in- 
quiry into  the  views  of  the  total  community 
as  opposed  to  the  medical  community  alone.10 
He  attacks  the  adequacy  of  the  “irreversi- 
ble coma”  definition  proposed  by  the  Ad  Hoc 
Committee  of  the  Harvard  Medical  School17 
to  examine  the  definition  of  brain  death. 
He  notes  that  that  definition,  which  places 
great  stress  on  the  flat  line  shown  on  the 
electroencephalogram, t is  dependent  for  its 
application  on  the  assumptions  that  the 
electroencephalograph  apparatus  is  func- 
tioning normally  and  that  the  personnel  in 
charge  is  competent,  and  asks,  “Who  would 
want  his  life  or  the  life  of  a loved  one  to  be 
dependent  upon  any  one  of  these  assump- 
tions?” Reverend  Carroll  points  also  to  the 
fallibility  of  medical  judgment  and,  in  this 
connection,  refers  to  the  death  of  Pope  John 
XXIII.  He  states  that,  according  to  John’s 
personal  physician,  the  Pope  was  “clinically 
dead”  forty-five  minutes  before  he  breathed 
his  last,  and  yet  during  that  time  he  ges- 
tured to  one  of  his  brothers,  asked  for  his 
crucifix,  and  smiled. 

Conclusion 

Heart  transplants  are  probably  here  to 
stay.  While  serious  moral  issues  have  been 
raised  and  questions  have  arisen  as  to 
whether  or  not  the  expenditure  of  money 
and  effort  on  transplants  is  justifiable  in 
view  of  the  urgent  need  for  research  into  the 
causes  and  prevention  of  heart  disease,  it 
appears  likely  that  research  into  transplan- 
tation will  continue  and  that  heart  trans- 

t Other  requirements  are  unreceptivity  and  unresponsiv- 
ity,  no  movements  or  breathing,  and  no  reflexes. 
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plants  will  also.  Indeed,  if  rejection  is  satis- 
factorily controlled  and  methods  are  found 
which  make  feasible  the  implantation  of  ani- 
mal hearts  or  artificial  hearts,  it  may  be 
that  heart  transplants  will  become  more  or 
less  routine  operations  rather  than  medical 
curiosities. 

It  is  apparent,  therefore,  that  the  law  has 
no  option  but  to  develop  procedures  which 
can  deal  appropriately  with  the  phenome- 
non.18 If  medicine  reaches  the  stage  where 
animal  or  artificial  hearts  are  involved 
rather  than  human  hearts,  the  moral  and 
legal  problems  will  be  simplified  in  that  con- 
sideration will  not  have  to  be  given  to  the 
rights  of  a human  donor.  For  the  present, 
however,  every  effort  must  be  made  to  in- 
sure that  the  rights  of  the  human  donor  and 
his  family  are  properly  taken  into  account. 
The  Uniform  Anatomical  Gift  Act  has  made 
great  strides  in  simplifying  the  procedures 
involved  in  making  donations  of  organs  and 
in  updating  them  to  keep  pace  with  medical 
advances.  Nonetheless  problems  remain, 
and  the  combined  resources  of  medicine, 
religion,  law,  and  other  appropriate  disci- 
plines will  need  to  make  cooperative  efforts 
to  solve  them. 

96  SCHERMERHORN  STREET 
Brooklyn,  New  York  11201 
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upon  amount  of  time  to  teach  or  pursue  some  research 
project  in  these  institutions.  Please  respond  with  a cur- 
riculum vitae  to  Box  947,  % NYSJM. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 


2-BED- 
beach.  Write: 


PUERTO  RICO:  VACATION  IN  LUQUILLO. 
room  apartments  fully  furnished,  facing 
A.  Lopez,  Urb.  Garcia  A-16,  Rio  Piedras,  P.R. 
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PRACTICES  AVAILABLE 


ESTABLISHED  GENERAL  PRACTICE  AVAILABLE 
July  1,  1970.  Central  N.Y.  College  community  of  20,000. 
Modem  office  building  with  8 specialist!).  Present  phys- 
ician leaving  to  specialize  after  10  years  of  active  practice. 
Write  G.  Essom.  M.D..  6 Euclid  Ave.,  Cortland,  N.Y 
13045,  or  call  (607)  756-5514. 


TRAINED  MEDICAL  ASSISTANTS 

to  isv«  youi  valuable  lima,  mum  roponilblllty  lot  appoint- 
manti,  patient),  record),  anlit  you  with  lab.  X-Ray,  E.K.G. 

B M R.  etc.  The  Mendl  School  lor  Medical  * Dental  A»l>t- 
ant>  he)  been  training  In  the>c  Reid)  lor  46  year).  Our  grad- 
uate) have  round  profe»lonal  >k III).  Free  Placement  Servicer 

M a nd I School  854  Ts,V)Sa  t^10019 

175  Fulton  Ave.,  Hemprleed,  L.l.  (516)  IV  1-2774 
EST.  1924-  Liccnaed  by  the  State  ol  New  York 


SHIRLEY,  MONTAUK  HYWAY,  L.L  MODERN,  8 
room  office  wing  equipped,  2 story  home,  business  zoned. 
No  doctor,  30,000  population  area.  $32,000.  Tell  it  to 
friends.  F.  Remy,  M.D.,  Greenport,  N.Y.  11944. 


MANHATTAN — SPANISH  AREA:  OB/GYN  AND  G.P. 

practice  and  office  equipment  available.  Includes  X -ray. 
Reasonable  rent.  Large  office;  good  for  OB  Gyn,  G.P., 
internist,  or  combination.  Call  (212),  666-4024,  3-6 
p.m.,  or  write  Box  944.  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  % NYSJM. 


LAKE  OSCAWANA,  PUTNAM  COUNTY;  LOVELY 
home,  8 rms.  with  3 bathrms.  Choice  location,  300'  lake 
front  plus  1 acre.  Own  beach  & dock.  Beautifully  fur- 
nished in  Early  American,  60  mi.  from  N.Y.C.  Must  be 
seen  to  be  appreciated.  Call  (212)  263-2601,  or  (914)  LA 
6-2520. 


POSITIONS  WANTED 


FOR  WELL  QUALIFIED  MEDICAL  PEIISONNEL- 
professionals,  administrators,  technicians,  secretaries  or 
medical  assts. -screened  to  meet  your  specifications,  call 
Carlin  Resources  Agency,  Inc.,  342  Madison  Ave.,  N.Y.C. 
Tel:  (212)  972-1946. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED,  33,  DE- 
sires  relocation  to  group  practice,  or  direct  dept.;  early 
partnership  required.  New  York  licensed.  Available 
July.  Phone  (616)  283-5796.  or  write  Box  931,  % NYSJM. 


GENERAL  PRACTITIONER  ( A AGP)  AVAILABLE 
part  time  for  office  work.  Days  or  evenings  only.  Eastern 
Nassau  County  or  western  Suffolk  County  preferred. 
Box  945,  % NYSJM. 


GEN.  SURGEON,  BD.  QUALIFIED,  SEEKS  ASSOCIA- 
tion  with  surgeon  or  group,  in  N.Y.C.  or  vicinity.  Write 
Box  946,  % NYSJM. 


ANESTHESIA  COVERAGE  AVAILABLE  FOR  GYN- 
ecological,  dental  or  psychiatric  procedures  in  clinic  or 
physician’s  office.  Write  to  Physician  Associates,  P.O. 
Box  65-H,  Scarsdale,  N.Y.  10583. 


OPHTHALMOLOGIST’S  OFFICE  TO  SHARE.  30  Park 
Avenue,  New  York  City.  Independent  consultation 
rooms.  Tel:  LE  2-5441. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed,  eight  room  medical 
office.  Separate  consultation  room.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


mwwmmsQ 

Spectacles  wereht  imtropucep 
timu.1300.  vetozz 

TWATTIME,  MILLIONS 
OF  PEOPLE  L4VEP  OUT 
THEIR  UVES  NEVER 
BEING  ABIE  TO  SEE 
MOUNTAINS,  CL0UPS 
OR  STARS.  BENJAMIN  FRANKLIN 
INVENTED  BIFOCAL  LENSES  IN  1764! 


OP 

For  free  Information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

70  MADISON  AVENUE 
NEW  YORK,  N.Y.  10010 
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Although  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recommended  for  the  treat- 
ment of  tinea  versicolor,  sodium  thio- 
sulphate still  remains  the  standard.”* 
However,  when  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  offensive  odor. 
These  disadvantages  have  been  largely 
eliminated  by  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
in  MICEL  A®  base.t 

TINVER— the  likable  lotion 
for  tinea  versicolor  — is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oily 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  therapy  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
therapy. 

Indications : For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions:  If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration : Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  apply ing  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

♦McClarin,  W.  M.,  and  Knox,  J.  M. : 
Cutis  3:619  (June)  1967. 

tThe  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  unique 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tinver  Lotion 

Sodium  thiosulfate  USP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
NF  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  edetate,  colloidal  alumina,  and  purified  water  USP. 

BARNES-HIND  LABORATORIES 

Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 

Sunnyvale,  Calif.  94086 


• | MB  - 

epanil  Ten-tab 

(continuous  release  torm) 

liethylpropion  hydrochloride) 


/orks  on  the  appetite 
3t  on  the 'nerves' 

en  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
port  for  the  weight  control  program  you  recommend. 
ANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
. Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ly  low  incidence  of  CNS  stimulation. 

raindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
rug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 
nng:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
nt$  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
rst  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
frse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
sant  symptoms  with  diefhylpropion  hydrochloride  hove  been  reported  to  occur 
latively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
sionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  controsf,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  polpifction,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride.-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  ar.d  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  a m.};  TEPANIL-  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger  Use  in  children  under  12  years  of  age  is  not 
recommended  t-oo6*  / 1/70  / u.s  patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gra tefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 

Quinamm 


Prescribing  Information  — Composition:  Each  white,  beveled,  com 
pressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  19.' 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  ant 
recumbency  leg  muscle  cramps,  Including  those  associated  with  ar 
thrills,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ant 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contralndl 
coted  In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad 
verse  Reactions:  Amlnophylline  may  produce  Intestinal  cramps  li 
some  instances,  and  quinine  may  produce  symptoms  of  clnchonlsm 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dlscon 
tlnue  use  If  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  dlstur 
bances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary 
dosage  may  be  Increased  to  one  tablet  following  the  evening  mec 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablet! 

THE  NATIONAL  DRUG  COMPAN’ 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  1914 

Vn^rifir  th^rnnv  fnr  ninht  Un  rrnmn1 


WHAT 

GOES 

ON  h — h!c 


NEW  YORK  STATE 


August  1-31,  1970 


CONTENTS 


New  York  City  Area 2,  6 

Buffalo  Area 4 

Nassau  County 5 

Saranac  Lake 5 

Telephone  Conferences 5 

Physicians’  Placement 6 


DEADLINE  DATES  FOR  WHAT  GOES  ON 


DEADLINE  DATES 
FOR 

What  Goes  On 
July  1 0,  1 970 
WGO  September  1—15 
July  25,  1 970 
WGO  September  16—30 
August  1 0,  1 970 
WGO  October  1-15 
August  25,  1 970 
WGO  October  16-31 
September  1 0,  1 970 
WGO  November  1-15 
September  25,  1 970 
WGO  November  15—30 
October  1 0,  1 970 
WGO  December  1—15 
October  25,  1 970 
WGO  December  16—31 
November  10,  1970 
WGO  January  1-15,  1971 


PUBLICATION  DATE 
FOR 

New  York  State  Journal 
of  Medicine 

August  1 5,  1 970 

September  1,  1970 

September  1 5,  1 970 

October  1,1970 

October  1 5,  1 970 

November  1 , 1 970 

November  1 5,  1 970 

December  1 , 1 970 

December  15,  1970 


Compiled  by  the 

Division  of  Scientific  Activities 

Norman  S.  Moore,  M.D.,  Director 

Donald  C.  Walker,  M.D.,  Advisor 

Mrs.  Evelyn  G.  Clark,  Editor 

J.  Richard  Burns,  Business  Manager 

Please  send  information  to  the  Editor, 
WHAT  GOES  ON  750  Third  Avenue,  New 
York,  N.  Y.  10017.  Telephone  YUkon  6-5757. 


SPECIALTY  INDEX 


Basic  Science 5 

Cancer 2 

Cardiology 2 

Forensic  Medicine 4 

Internal  Medicine 6 

Medicine 2,  3,  6 

Nephrology 2 

Neurology 3,  6 

Obstetrics/Gynecology 2,  3 

Orthopedics 3,  4 

Otology 6 

Otolaryngology 6 

Pathology 2 

Psychiatry 2,  3,  5,  6 

Public  Health 2 

Radiology 2,  3 

Respiratory  Disease 2,  6 

Surgery 4,  6 


C-l  Credits 2,  3,  4,  5,  6 


WGO-1 


July  15,  1970  / New  York  State  Journal  of  Medicine  1923 


As  is  customary,  WHAT  GOES  ON  will  publish  as  many  Fall 
courses  as  have  been  received  at  press  time  in  the  August 
issue. 


NEW  YORK  CITY  AREA 


September  3,  1 970  / for  eight  weeks 

1 : 00-3: 00  p.m.,  Thursdays 

State  University  of  New  York 
Downstate  Medical  Center  and 
Long  Island  Jewish  Medical  Center 

New  Hyde  Park 

Annual  Postgraduate  Course 

APPLIED  GYNECOLOGIC  PATHOLOGY 

FEE:  $100  CREDIT:  C-l 

Apply  to  the  Committee  on  Medical  Education,  Long 
Island  Jewish  Medical  Center,  New  Hyde  Park,  N.Y. 
11040;  (212)  FI  3-6700  / (516)  GE  7-6700,  Ext. 

2421;  Mrs.  Evelyn  Bennett. 


FRIDAY,  SEPTEMBER  11 

8 : 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

HOMOSEXUALITY 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

NO  FEE  Open  to  all  Physicians 

For  Registration,  contact  Sid  Herling,  M.S.W.,  Executive 
Director,  Staten  Island  Family  Service. 


September  1970  / January  1971 
New  York  Polyclinic  Medical  School 

341-353  West  50th  Street 

NURSING  HOME  ADMINISTRATION 
PROGRAM 

Fall  Session 


September  14,  1970  / September  19,  1970 

9:00  a.m.-4  : 00  p.m.,  5 day  session 

New  York  Polyclinic  Medical  School 

CANCER  AND  OTHER  NEOPLASTIC 
DISEASES— DIAGNOSIS  AND 
MANAGEMENT 

(lectures  and  clinics) 

For  further  information  on  the  above  mentioned  courses 
address:  THE  DEAN,  French  and  Polyclinic  Medical 

School  and  Health  Center,  345  West  50th  Street,  New 
York,  N.Y.  10019. 


September  14,  1970  / September  18,  1970 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

Columbia-Presbyterian  Medical  Center  Complex 

SECOND  WEEK  OF  A THREE  WEEK 
COURSE  IN  PUBLIC  HEALTH 

For  further  information,  please  contact:  Program  of 

Continuation  Education,  Columbia  University  School  of 
Public  Health  and  Administrative  Medicine,  21  Audubon 
Avenue,  Suite  305,  New  York,  N.Y.  10032.  Tel.  (212) 
568-4334. 


September  15,  1970  / June  8,  1971 

9:00  a.m.-5:00  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  1 68th  Street 

ADULT  AND  CHILD  PSYCHIATRY 

A.  BALLARD,  J.  CEDARQUIST,  H.  DAVIDSON,  W.  HUNT, 
R.  MACKINNON,  L.  MOSS,  J.  O'CONNOR,  and 
A.  POLATIN,  M.D.’s 

FEE:  $1,200 


September  16,  1970  / December  9,  1970 

8:00-9:00  a.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOBIOLOGY 

E.  J.  HALL,  M.D. 

FEE:  $75 


September  16,  1970  / June  9,  1971 

4:30-5:30  p.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

SEMINARS  IN  CARDIORESPIRATORY 
PHYSIOLOGY 

J.  O.  BURRIS,  M.D.,  Chairman 

P.  CANNON,  H.  THOMAS,  M.D.'s;  C-P  Staff  Members 
and  Invited  Guests 

NO  FEE 


WEDNESDAY,  SEPTEMBER  16 

5 : 00  p.m. 

Cornell  University  Medical  College 

Room  A-250 
1300  York  Avenue 

Seminar  in  Nephrology 

PROTEIN  TRANSPORT 
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DONALD  E.  OKEN,  M.D. 
Harvard  Medical  College 

CREDIT:  C-l 


September  17,  1970  / December  10,  1970 

7: 00-8:30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGY  OF  BONES  AND  JOINTS 

M.  ALPERT,  M.D.,  Associates  and  Guest  Lecturers 
FEE:  $75 


September  22,  1970  / January  28,  1971 

5:00-6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGIC  PHYSICS 

P.  GOODWIN,  M.D. 

FEE:  $50 


September  24,  1970  / June  10,  1971 

Schedule  arranged  individually — 4 hours  per  week 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

PSYCHIATRY  IN  MEDICAL  PRACTICE 

L C.  KOLB,  R.  MacKINNON,  A.  LEVAY,  J.  KATIS,  M.D.’s. 
and  Staff 

NO  FEE  CREDIT:  C-1 


September  26,  1970  / November  21,  1970 

10:00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

MEDICAL  HYPNOSIS  (Basic) 

H.  SPIEGEL,  M.D. 

FEE:  $175  CREDIT:  C-l 

NOTE:  This  Course  is  followed  by  HYPNOSIS  AND 

PSYCHIATRY  and  is  open  only  to  psychiatrists  who  have 
taken  the  basic  hypnosis  course  or  equivalent.  Fee: 
$100. 

For  information  and  applications,  write  to:  MELVIN  D. 

YAHR,  M.D.,  Associate  Dean,  College  of  Physicians  and 
Surgeons,  630  West  168th  Street,  New  York,  N.Y. 
10032. 


September  28,  1 970  / December  5,  1 970 

9:00  a.m.— 5: 00  p.m.,  Monday— Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 


SYMPOSIUM  ON  NEUROLOGY  AND 
PSYCHIATRY 

L.  C.  KOLB,  J.  H.  RYAN,  M.D.'s  and  the  Staff,  of  the  New 
York  State  Psychiatric  Institute  and  the  Neurological 
Institute 

1.  Basic  Neurology 

A.  GOLD,  M.  KAUFMAN,  L V.  LYONS,  and 

L.  ROZIN,  M.D.’s 

2.  Clinical  Neurology 

M.  YAHR,  M.D.  and  staff 

3.  Basic  Psychiatry 

A.  CARR,  H.  HUNT,  J.  RAINER,  M.  RAPPORT, 
and  W.  THETFORD,  M.D.'s 

4.  Clinical  Psychiatry 

S.  ARIETI,  H.  BRILL,  R.  CAMPBELL,  O.  DIAMOND, 
A.  FOLEY,  S.  J.  FRAZIER,  G.  A.  JERVIS, 

L.  KALINOWSKY,  L.  C.  KOLB,  W.  S.  LANGFORD, 
S.  MALITZ,  L.  MOSES,  P.  POLATIN,  J.  RYAN,  and 
C.  SOCARIDES,  M.D.'s 

FEE:  $400 


September  29,  1970  / April  27,  1971 

4:00-5:30  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbio-Presbyterian  Medicol  Center 

COMBINED  STAFF  CLINICS 

S.  E.  BRADLEY,  G.  M.  TURINO,  M.D.'s  and  Staff,  and 
invited  guests  from  other  medical  centers 

NO  FEE  CREDIT:  C-l 


September  25,  1970  / September  27,  1970 

The  American  Society  of  Psychosomatic 
Dentistry  and  Medicine 

Biltmore  Hotel 

21st  ANNUAL  MEETING 


October  23,  1970  and  October  24,  1970 

The  Obstetrical  and  Gynecological  Society 
of  New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals 
1 249  Fifth  Avenue 

7th  Annual  Postgraduate  Seminar 

SYMPOSIUM  ON  FETOLOGY  IN  HIGH 
RISK  PREGNANCY 

In  addition  to  the  Members  of  the  Faculty  of  New  York 
Medical  College,  the  visiting  faculty  includes: 

RICHARD  AUBRY,  M.D. 

State  University  Upstate  Medical  Center 
CHARLES  HUNTER,  M.D. 

University  Indiana  School  of  Medicine 
JOSEPH  F.  KENNEDY,  M.D. 

Johns  Hopkins  School  of  Medicine 
LUIGI  MASTROIANNI,  M.D. 

University  of  Pennsylvania  School  of  Medicine 
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CLYDE  RANDALL,  M.D. 

State  University  College  of  Medicine  at  Buffalo 
FREDERICK  ZUSPAN,  M.D. 

University  of  Chicago,  Pritzker  School  of  Medicine 

NO  FEE  CREDIT:  C-l 

Please  contact:  ALLAN  B.  WEINGOLD,  M.D.  at  the 

above  address. 


November  6,  1 970  / November  8,  1 970 

Friday,  Saturday  and  Sunday 

Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  The  Institute  of  Forensic 
Medicine  of  N.Y.U.  and  the  City  of  New 
York,  The  Medical  Society  of  the  State  of 
New  York,  and  The  New  York  State  Depart- 
ment of  Health 
520  First  Avenue 

8th  SYMPOSIUM  ON  FORENSIC 
MEDICINE 

for 

Physician  coroners,  medical  examiners  and  forensic  patholo- 
gists throughout  the  State  of  New  York  and  medical  exam- 
iners and  investigators  in  the  City  of  New  York 

NO  FEE  CREDIT:  C-1 


BUFFALO  AREA 


September  21,  1970  / September  23,  1970 

American  Academy  of  Orthopaedic 
Surgeons  Committee  on  Sports  Medicine 

Statler  Hilton  Hotel 

POSTGRADUATE  COURSE  ON  SPORTS 
MEDICINE 

JOSEPH  D.  GODFREY,  M.D.,  Chairman 
Monday — 7:30  a.m.  Registration 

HEAD  AND  NECK  INJURIES 

Special  Forum 

PHYSICIANS  AND  ATHLETES 

Tuesday 

THE  KNEE 

Wednesday 

THE  ADOLESCENT  ATHLETE 

FEES:  $150  (Physicians) 

$50  (Allied  Health  Professions) 

$50  (Residents) 

CREDIT:  C-1 

Make  applications  to:  JOSEPH  D.  GODFREY,  M.D.,  77 
Bryant  Street,  Buffalo,  N.Y.  14209 


September  27,  1 970  / September  29,  1 970 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 

HAND  SEMINAR 

Registration  Sunday  at  10:00  a.m. 

Sunday  Afternoon 

1.  History  of  the  Development  of  Hand 
Surgery 

DANIEL  C.  RIORDAN,  M.D. 

Tulane  University  School  of  Medicine 

2.  The  Hand  as  a Mirror  of  Systemic 
Disease 

RAYMOND  E.  H.  PARTRIDGE,  M.D. 

3.  Anesthesia  in  Hand  Surgery 

RICHARD  N.  TERRY,  M.D. 

4.  Surgical  Anatomy  of  the  Hand — 
Management  of  Minor  Hand  Injuries 

JOSEPH  M.  DZIOB,  M.D. 

5.  Congenital  Anomalies — Embryology 
and  Surgical  Reconstruction 

MARTIN  E.  ENTIN,  M.D. 

McGill  University  Faculty  of  Medicine 

6.  Soft  Tissue  Affections  of  the  Hand — 
DeQuervain’s,  Trigger  Finger,  Nerve 
Entrapments,  Heberden’s  Nodes, 
Arthritis  M-C  Joint  of  Thumb, 
Dupuytren’s  Contracture 

GEORGE  S.  PHALEN,  M.D. 

Cleveland  Clinic  Foundation 

Monday  Morning — 9.00  a.m. 

1.  Surgery  of  the  Rheumatoid  Hand 

PETER  A.  CASAGRANDE,  M.D. 

2.  Correction  of  Finger  Deformities  in 
Rheumatoid  Arthritis 

ALFRED  B.  SWANSON,  M.D. 

Blodgett  Memorial  Hospital,  Grand  Rapids,  Mich. 

3.  Implants  in  Hand  Surgery 

ALFRED  B.  SWANSON,  M.D. 

4.  Peripheral  Nerve  Injuries 

GEORGE  E.  OMER,  JR.,  M.D. 

Brooke  Army  Medical  Center,  Texas 

5.  Vasomotor  and  Trophic  Conditions  of 
the  Upper  Extremities 

GEORGE  S.  PHALEN,  M.D. 

Monday  Afternoon 

1.  Acute  Injuries  and  Burns  of  the  Hand 

ROBERT  M.  McCORMACK,  M.D. 

University  of  Rochester  School  of  Medicine 

2.  Skin  Coverage  of  the  Hand 

CLEMENT  A.  DeFELICE,  M.D. 
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3.  Reconstruction  of  the  Severely 
Mutilated  Hand 

R.  GUY.  PULVERTAFT,  M.D. 

Derby,  England 

4.  Surgical  Reconstruction  of  the  Hand 
in  Cerebral  Palsy  and  Stroke  Patients 

J.  LEONARD  GOLDNER,  M.D. 

Duke  University  Medical  Center 

Tuesday  Morning 

1.  Flexor  Tendon  Repair — Acute, 

Elective 

R.  GUY  PULVERTAFT,  M.D. 

JAMES  H.  DOBYNS,  M.D. 

Mayo  Graduate  School  of  Medicine 

2.  Extensor  Tendon  Repair — Simple, 
Complicated 

JAMES  M.  HUNTER,  M.D. 

Jefferson  Medical  College  Hospital 

3.  Staged  Tendon  Reconstruction  Using 
Artificial  Tendons 

JAMES  M.  HUNTER,  M.D. 

4.  Tendon  Transfers  of  Wrist  and  Hand 
(Surgery  of  the  Paralytic  Hand) 

DANIEL  C.  RIORDAN,  M.D. 

Tuesday  Afternoon 

1.  Infections  of  the  Hand 

JAMES  H.  DOBYNS,  M.D. 

2.  Fractures  of  the  Wrist  and  Hand 

ADRIAN  E.  FLATT,  M.D. 

University  of  Iowa  College  of  Medicine 

3.  Amputations  of  the  Hand  and  Fingers 

GEORGE  E.  OMER,  M.D. 

4.  The  Stiff  Hand 

MARTIN  E.  ENTIN,  M.D. 

5.  Finger  Reconstitution  (Transfers; 
pollicization) 

6.  Consultation  Conference 
Faculty — Audience  Participation 
Registrants  have  opportunity  to 
question  Faculty  individually  or 
severally  on  any  aspect  of  Hand 
Disease  and/or  Trauma. 

CREDIT:  C-l 

Register  early  by  contacting  the  Continuing  Medical 
Education,  Main  Street  Division,  SUNY,  221  1 Main  Street, 
Buffalo,  N.Y.  14214. 


SUSCRIPTION 

Reprints  of  "WHAT  GOES  ON"  are  available 
by  suscription  of  $3.00  per  year  (22  issues). 
Write  or  call  the  Editor  for  an  order  blank. 


TWO-WAY  TELEPHONE 
CONFERENCES 


This  year  the  two-way  telephone  conference  continues  in 
an  expanded  format.  Four  series  of  programs  are  pre- 
sented: 

A weekly  series  of  general  interest  considered  useful  to 
any  and  all  physicians.  This  series  is  presented  on  Tuesday 
mornings. 

The  once-a-month  city-wide  Obstetrics  and  Gynecology 
Conference  meeting  at  9:00  a.m.,  usually  on  the  first  Wed- 
nesday of  the  month. 

The  once-a-month  Pediatrics  Conference  from  Children's 
Hospital  presented  at  10.00  A.M.,  on  the  second  Friday  of 
each  month. 

The  once-a-month  series  on  trauma  presented  on  the 
fourth  Thursday  at  10:30  A.M. 

There  are  now  51  hospital-outlets  on  the  network  which 
continues  to  grow. 

For  further  information,  please  contact  Continuing  Medical 
Education,  221  1 Main  Street,  Buffalo,  N.Y.,  Tel  (716)  833- 
2726. 


NASSAU  COUNTY 


SATURDAY,  SEPTEMBER  19 

9:00  a.m. 

New  York  Institute  of  Technology 

Old  Westbury 

UNDERSTANDING  INTERPERSONAL 
SENSITIVITY 

I.  EMERY  BREITNER,  M.D. 

For  registration,  contact  Professor  Allan  Stuart,  Dean  of 
Continuing  Education,  at  the  Institute 


SARANAC  LAKE 


August  5,  1 970  / August  26,  1 970 

1 :00  p.m.,  Wednesdays 

Will  Rogers  Teaching  and  Training  Institute 
Will  Rogers  Hospital 
Montague  Memorial  Library 

Saranac  Lake 

SEMINARS 
August  5 

Replication  and  Repair  of  DNA 

CHARLES  C.  RICHARDSON,  M.D. 

Harvard  Medical  School 

August  12 

Antigen  Recognition:  Studies  of  the 
Antibody  Binding  Site  and  Cellular 
Receptor  for  Antigen 

STUART  F.  SCHLOSSMAN,  M.D. 

Harvard  Medical  School 
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August  19 

Steroid  Regulation  of  Porphyrin 
Synthesis  in  the  Liver 

August  24 

Pathogenesis  and  Therapy  of 
Hyperlipedemia 

NORTON  SPRITZ,  M.D. 

N.Y.U.  Medical  Center 

August  26 

Intestinal  Transport  of  Calcium  and  the 
Role  of  Vitamin  D 

DAVID  SCHACTER,  M.D. 

Columbia  University  P & S 


PHYSICIANS’  PLACEMENT 


BROADALBIN,  N.Y.,  Fulton  County,  needs  a General  Prac- 
titioner 

CONTACT:  MR.  ROBERT  H.  LESLIE,  Chairman,  Citizens  Com- 
mittee to  Obtain  a Doctor,  R.D.  $1,  Broadalbin,  N.Y. 
12025.  Tel.  (518)  883-5120. 


ELIZABETHTOWN,  N.Y.,  Essex  County,  needs  a G.P.  and/or 
Internist. 

CONTACT:  MR.  ROBERT  LATHAM,  Adm.,  Community  Hos- 

pital, Elizabethtown,  N.Y.  1 2932.  Tel.  (518)  873-6377. 


ELMIRA,  N.Y.,  Chemung  County,  needs  one  Dermatologist. 

CONTACT:  C.  B.  OLMSTEAD,  M.D.,  722  W.  Water  Street, 
Elmira,  N.Y.  14905.  Tel.  (607)  733-2129. 


ENDICOTT,  N.Y.,  Broome  County,  needs  a Pediatrician  to 
assume  already  established  practice. 

CONTACT:  CLEMENT  R.  BOLAND,  M.D.,  3001  Watson 
Blvd.,  Endwell,  N.Y.  13760. 


HIGHLAND,  N.Y.,  Ulster  County,  needs  2 General  Practi- 
tioners. 

CONTACT:  MR.  PETER  ROUMELIS,  Highland  Hardware, 

Vineyard  Avenue,  Highland,  N.Y.  12528.  Tel.  (914) 
691-2900,  or  JOHN  C.  MILLER,  2 Tillson  Avenue,  High- 
land, N.Y.  1 2528.  Tel.  (914)  691-71  92. 


NEW  YORK  CITY,  N.Y.  Part-time  Surgeon  wanted  for  ambu- 
latory care  clinic. 

CONTACT:  JOHANNA  C.  FISHER,  M.D.,  Beth  Israel  Medical 
Center,  Gouverneur  Health  Services  Program,  9 Gouver- 
neur  Slip,  New  York,  N.Y.  10002.  Tel.  (212)  UN 
1-9000,  ext.  754,  755. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Emergency  Room 
physician  wanted. 

CONTACT:  HOWARD  K.  READ,  Ex.  Dir.,  Champlain  Valley 
Physicians  Hospital,  Medical  Center,  Plattsburgh,  N.Y. 
12901.  Tel.  (518)  561-2000,  Ext.  307. 


EVENTS  RECEIVED  AFTER  DEADLINE 


September  2,  1970/September  25,  1970 

1 : 00-4: 00  p.m.,  Wednesdays  & Fridays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

INTEGRATION  OF  CONTEMPORARY 
INTERNAL  MEDICINE  AT  THE  BEDSIDE 

STANLEY  G.  SECKLER,  IRVING  CHAPMAN, 
and  GERTRUDE  OXENBERG,  M.D.'s 
Mount  Sinai  School  of  Medicine 

FEE:  $25 


September  2,  1 970/December  15,  1970 

4:00-6:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  City  Hospital  at  Elmhurst 

OTOLARYNGOLOGY  FOR  THE 
NON-OTOLARYNGOLOGIST 

KARL  M.  MORGENSTEIN,  JOSEPH  GOLDMAN, 
STANLEY  M.  BLAUGRUND,  SAMUEL  M.  BLOOM, 
KENNETH  BROOKLER,  ARTHUR  J.  CRACOVANER, 
SIDNEY  S.  FEUERSTEIN,  SIDNEY  RAND, 

CHARLES  ROSENBERG,  HARRY  ROSENWASSER, 
and  HARRY  TALBOT,  M.D.'s 
Mount  Sinai  School  of  Medicine 

FEE:  $75 


September  8,  1970 /September  18,  1970 

9:00  a.m.-6:00  p.m.,  1st  week  Tuesday-Saturday 
2nd  week,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

TRANS-METAL  (ENDAURAL)  SURGERY 

HARRY  ROSENWASSER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $500 


September  24,  1970  / September  26,  1970 

9:00  a.m.-5:00  p.m.,  Thursday,  Friday  & Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

CLINICAL  NEURO-OTOLOGY 

KENNETH  H.  BROOKLER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 
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Incorporating, 
is  it  for  you? 

The  benefits  can  be  tremendous 
IF  you  and  your  advisors 
know  what  it’s  all  about 


We've  incorporated 
over  8,000  physicians 
across  the  country... 
We  know  how  to: 


'N 


• Evaluate  your  practice  through  an  exclusive  corporate  evaluation  study. 

• Help  you  to  select  other  qualified  professional  advisors. 

• Set  up  the  proper  employee  benefit  program  and  help  you  utilize  the 
exclusive  APPA  GRIP  group-pension  and  profit  sharing  plan  which 
can  save  you  many  additional  dollars. 

• Create  an  orderly  transfer  of  your  solo  or  group  practice  to 

an  incorporated  one. 

...and  more 


You  wouldn’t  go  to  a gynecologist 
if  you  had  a toothache...  would  you? 


We’re  America's  largest  specialists  in  total  economic  planning  for  physicians. 


PHYSICIANS 

PLANNING 

SERVICE 

CORPORATION 

292  Madison  Ave.,  New  York  10017 
(212)  689-7202 
George  Arden  • President 
Joseph  L.  Monte  • Exec.  V.P. 

Currently  serving  the  economic  needs  ol  over  65.000  phy- 
sicians Group  Insurance  • Tax  Planning  • Tax  Shelters 
’ Pensions  • Money  Management  • Investments 


/ X 

I \ 

Mr.  George  Arden.  President 
PHYSICIANS  PLANNING  SERVICE  CORP. 
292  Madison  Ave  . New  York,  N Y.  10017 

Yes,  I’m  interested  in  the  benefits  of  In- 
corporating. Please  have  your  represen- 
tative call  me. 


Dr. 


Preferred  Address 

City State  — 

Phone 


Zip. 


1929 


Circadian  Rhythm  and  Insomnia 

in  the  menopause 


•• 


Symptomatic  disturbances  of  the  menopause 
may  also  include  change  in  circadian  rhythm, 
a disruption  of  prior  adherence  to  a 24-hour  sleep- 
wakefulness  pattern.  Such  change  in  response  to 
the  rhythmic  timing  of  night  and  day  can  lead  to  an 
insomnia  that  may  complicate  her  condition. 

Added  to  other  persistent  difficulties  in  the 
menopause,  this  insomnia  may  intensify 
existing  symptoms  and  possibly 
induce  new  ones.  “Menopausal 
insomnia”  may  even  retard 
usual  benefits  of  replace- 
ment therapy  and  delay 
improvement. 


When  insomnia  further  upsets  the  woman  in 
“change,”  Noludar  300  (methyprylon)  lets 
her  have  necessary  restful  sleep  that  can  last 
5 to  8 hours.  Unlike  shorter-acting  drugs, 
it  helps  overcome  intermittent  sleeplessness 
or  undesirable  early  awakening. 

Noludar  300  is  a proven  nonbarbiturate 
sedative-hypnotic  that  usually  provides  sleep 
within  45  minutes.  Paradoxical  excitation 
is  rare.  Morning-after  grogginess  is  usually 
avoided. 

Noludar  300:  for  the  relief  of  insomnia  at 
home,  in  the  hospital,  or  in  the  nursing  home. 
One  capsule  at  bedtime — for  refreshing 
sleep  and  a refreshed  awakening. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a 
motor  vehicle  shortly  after  ingesting  the  drug. 


Physical  and  Psychological  Dependence:  Physical  and 
psychological  dependence  rarely  reported.  If  withdrawal 
symptoms  do  occur  they  may  resemble  those  associated 
with  w ithdrawal  of  barbiturates  and  should  be  treated  in 
the  same  fashion.  Use  caution  in  administering  to 
individuals  known  to  be  addiction-prone  or  those  whose 
history  suggests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be  under 
adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  childbearing 
age  against  possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an 
analgesic  should  also  be  prescribed.  Perform  periodic 
blood  counts  if  used  repeatedly  or  over  prolonged 
periods.  Total  daily  intake  should  not  exceed  400  mg,  as 
greater  amounts  do  not  significantly  increase  hypnotic 
benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages, 
there  have  been  rare  occurrences  of  morning  drowsiness, 
dizziness,  mild  to  moderate  gastric  upset  (including 
diarrhea,  esophagitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There  have  been  a 
very  few  isolated  reports  of  neutropenia  and 
thrombocytopenia;  however,  the  evidence  does  not 
establish  that  these  reactions  are  related  to  the  drug. 


Noludar  300 

(methyprylon) 

for  the  rest  of  the  night 


CAPSULES 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Donnagel 


For  treatment  of  Diarrhea 
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Vacationing  Atkinson  Marks, 

Had  planned  a week's  fun  at  state  parks. 
But  diarrhea  and  cramping, 

Put  a crimp  in  his  camping. 

Write  Donnagel  when  he  embarks. 


Vacationer's  Diarrhea  with  G.  I.  spasm, 
tenesmus,  and  nausea  can  throw  a wet  blanket 
on  the  best  laid  vacation  plans. 

So  send  along  Donnagel  to  treat  the  total 
diarrhea  problem. 

Donnagel  is  much  more  than  a simple 
kaolin-pectin  combination. 

It  also  provides  the  belladonna  alkaloids  to 
relieve  the  discomforts  which  so  often 
accompany  diarrhea. 

When  you  prescribe  Donnagel,  you  can  be 
sure  your  patients  are  getting  the  antidiarrheal 
and  the  antispasmodic  in  the  same  dose. 

Certainly  it's  less  expensive  and  more 
convenient  than  taking  along  two  medications. 

And  the  dosage  is  lower  too. 

Available  in  the  handy  4-ounce  plastic  bottle 
at  pharmacies  everywhere  on  your  prescription 
or  recommendation. 


a (and  its  discomforts)  < 


Dz 


Each  fluid  ounce  contains:  Kaolin,  6 g .;  Pectin,  142.8 
mg.;  Hyoscyamine  sulfate,  0.1037  mg..  Atropine  sulfate, 
0.0194  mg.,  Hyoscine  hydrobromide.  0.0065  mg.;  Sodium 
benzoate  (preservative),  60  mg.;  Alcohol,  3 8‘£. 


0BINS 


A.  H.  Robins  Company,  Richmond,  Va 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one  prepared  by  the 
Suffolk  County  District  Attorney’s  Office 


Drug  l sod 

Physical  Symptoms 

l.ook  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain  Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body. 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
(''Pot",  "Grass") 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 

Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment. 
Incoherent  speech.  Cold 
hands  & feet.  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
("Pep  Pills", 
"Ups") 

Aggressive  behavior, 
Giggling,  Silliness, 
Rapid  Speech,  Confused 
thinking.  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
("Goof  Balls", 
"Downs") 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 

successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

• broad-spectrum  activity 

• relatively  painless  I.M.  injection 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment,  discontinue  therapy  with  Loridine. 


Sfefy 
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Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis. 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  befote  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfeclions  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 
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/ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 

ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly) . 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi 
bility  of  this  complication  seem- 
to  be  greater  in  seriously  il 
patients  given  more  than  recom 
mended  doses.  Acute  tubula 
necrosis  has  been  found  in  affect 
ed  patients  coming  to  autopsy.  Ran 
cases  of  nausea  and  vomiting  havi 
occurred.  Pain  in  association  with  in 
tramuscular  injection  was  noted  in  less  thai 
3 percent  of  patients.  In  only  one  patient  ii 
a series  of  623  was  the  route  changed  oi 
this  account.  Phlebitis  at  the  site  of  intra 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important—  Be 
fore  administering  Loridine,  see  packag 
insert  for  details  on  dilution. 


Intramuscular  Injection- Loridine  is  usi 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec 
lions  of  moderate  severity  is  500  mg.  to  1 Gn 
three  times  a day  at  equally  spaced  interval 
Milder  and  more  susceptible  infections  ha\ 
been  treated  with  250  to  500  mg.  given  tw 
or  three  times  a day.  More  severe  mfectioi 
may  be  treated  with  500  mg.  to  1 Gm.  foi 
times  a day.  A single  2-Gm.  dose  is  recon 
mended  for  the  treatment  of  acute  gono 
rhea.  Early  syphilis  may  be  treated  with  5( 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  day  I 

Although  some  clinical  experience  wi 
high  doses  for  life-threatening  condition 
has  been  reported,  it  has  been  shown  th 
excessive  dosages  (above  4 Gm.  daily)  m;  i 
cause  serious  nephrotoxic  reactions.  F 
this  reason,  Keflin®  (sodium  cephalothi 
Lilly)  may  be  preferred  when  doses  larg 
than  4 Gm.  daily  are  considered  for  lit  I 
threatening  situations.  If  more  than  2 G 
of  cephaloridine  is  injected  daily,  the  patie 
should  be  under  close  clinical  observati 
for  changes  in  renal  function  or  be  hospit 
ized.  In  addition,  reduced  dosage  should 
employed  in  patients  with  known  or  si 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  n 
per  Kg.  (15  to  25  mg.  per  pound)  of  bo 
weight,  given  in  divided  doses,  has  be 
found  effective  for  mild  to  moderately 
vere  infections.  A daily  total  of  100  mg.  | 
Kg.  (50  mg.  per  pound)  of  body  wei| 
(not  to  exceed  recommended  adult  dose 
may  be  needed  for  very  severe  infection. 

Intravenous  Injection— In  the  presence 
extremely  serious  infections  (such  as  b ■ 
teremia)  or  when  any  infection  seems  ov  • 
whelming,  intravenous  administration  n't 
be  indicated. 

Total  daily  dosages  are  the  same  as  w i 
intramuscular  injection.  For  very  susce  - 
ble  organisms,  500  mg.  to  1.5  Gm.  per  < f 
may  suffice;  for  less  susceptible  organi:  s 
and  for  serious  infections,  2 to  4 Gm.  r 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cep  - 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubl  - 
stoppered;  1 Gm.,  10-ml.  size,  rubl  - 
stoppered.  [082 ') 


A dditional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Medical  News 


Affiliation  announced  between  Metropolitan 
Jewish  Geriatric  Center  and 
Maimonides  Medical  Center 

A medical  affiliation  between  Metropolitan 
Jewish  Geriatric  Center  and  Maimonides  Medi- 
cal Center  to  provide  comprehensive  health 
services  for  the  elderly  population  in  Brooklyn 
was  recently  announced  by  the  presidents  of 
the  two  institutions. 

Plans  to  erect  a $20  million,  520-bed  facility 
for  long-term  care  on  property  adjacent  to  the 
medical  center  were  also  announced.  The  new 
nine-story  building  is  scheduled  for  completion 
late  in  1972. 

Under  the  terms  of  the  unique  agreement 
between  Metropolitan  and  Maimonides  Centers, 
each  institution  will  retain  its  corporate  inde- 
pendence even  though  there  will  be  the  closest 
possible  cooperation  in  day-to-day  functioning. 
The  new  facility  to  be  erected  by  the  Geriatric 
Center  will  include  an  extended  care  unit  con- 
taining approximately  100  beds  to  serve  elderly 
patients  of  Maimonides  Hospital.  The  Medical 
Center  will  give  priority  to  the  admission  of 
patients  of  the  Geriatric  Center  who  require 
surgical  intervention,  extensive  medical  care,  or 
complex  diagnostic  procedures. 

World  Health  Organization  offers 
Fellowships 

The  World  Health  Organization  will  make 
available  in  1971  to  United  States  citizens  en- 
gaged in  operational  or  educational  aspects  of 
public  health,  a limited  number  of  short-term 
fellowships  for  travel  abroad  related  to  the 
“improvement  and  expansion  of  health  serv- 
ices” in  the  United  States. 

In  selecting  applications  a special  committee 
will  consider  the  professional  background  of 
the  individual,  the  field  and  locale  of  the  study 
proposed,  and  the  utilization  of  the  experience 
by  the  applicant  on  his  return.  Employes  of 
the  Federal  government  are  not  eligible.  Ap- 
plications will  not  be  considered  for  the  prosecu- 
tion of  pure  research  projects,  for  attendance 
at  international  meetings,  nor  from  students 
in  the  midst  of  training  at  either  the  under- 
graduate or  graduate  level. 

A fellowship  award  will  cover  per  diem  and 
transportation.  Except  in  unusual  circum- 
stances, it  will  be  limited  to  short-term  travel 
programs,  that  is,  two  to  four  months.  Em- 
ployers of  successful  applicants  will  be  ex- 

Materia]  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


pected  to  endorse  applications  and  to  continue 
salary  during  the  fellowship. 

Priorities  of  award  will  be  established  up  to 
the  total  of  the  funds  available.  The  deadline 
for  the  receipt  of  applications  is  September  30, 
1970. 

Further  information  and  application  forms 
may  be  obtained  from  Robert  W.  Jones,  M.D., 
chief,  Foreign  Students  Education  Branch, 
Bureau  of  Health  Professions  Education  and 
Manpower  Training,  National  Institutes  of 
Health,  Public  Health  Service,  Room  1014, 
HEW-S,  Washington,  D.C.  20201. 

Affiliation  of  Red  Cross  blood  program 
and  University  of  Rochester  announced 

The  Rochester  Monroe  County  Chapter  of 
the  American  Red  Cross  and  the  University  of 
Rochester  Medical  Center  have  announced  the 
affiliation  of  the  Red  Cross  Blood  Program  and 
the  School  of  Medicine  and  Dentistry  and  the 
appointment  of  Jacob  Nusbacher,  M.D.,  as 
medical  director  of  the  blood  program  and 
assistant  professor  of  medicine  at  the  medical 
school. 

Objectives  of  the  affiliation  are  the  follow- 
ing: 

1.  To  make  the  advice  and  assistance  of  the 
medical  school  staff  available  to  the  Red  Cross 
blood  program ; 

2.  To  make  the  facilities  of  the  Red  Cross 
blood  program  available  to  the  Medical  Center 
for  education  and  research  purposes;  and 

3.  To  make  the  most  up-to-date  medical  in- 
formation available  to  the  12-county,  39-hos- 
pital blood  program  region. 

Norman  Jolliffe  fellowship  for 
1971-1972  offered 

The  Norman  Jolliffe  Fellowship  for  Ad- 
vanced Training  in  Clinical  Nutrition  and 
Metabolic  Diseases  in  Man  will  be  granted  for 
a one-year  period  beginning  July  1,  1971,  by 
Research  Corporation,  a foundation  for  the 
advancement  of  science. 

Requirements  for  eligibility  are  an  M.D.  de- 
gree and  an  interest  in  following  an  academic 
career  in  human  nutrition  and  metabolic  dis- 
eases. The  stipend  will  be  comparable  to  that 
of  a senior  residency.  Preference  will  be  given 
to  a U.S.  citizen  and  to  use  of  the  fellowship  at 
the  Institute  of  Human  Nutrition  at  Columbia 
University  and  St.  Luke’s  Hospital,  New  York 
City. 

continued  on  page  1944 
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Choloxin 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  pectoris:  his- 
tory of  myocardial  infarction:  cardiac  arrhythmia  or  tachy- 
cardia. either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias:  rheumatic  heart  disease:  history  of 
congestive  heart  failure:  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED,  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII,  VIII,  IX.  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED,  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
be  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2"  o incidence),  arrhythmia  (0.5°  i>),  myocardial 
ischemia  ( < 0.1°  o),  cardiomegaly  (<0.1°i>),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2°  o).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  A few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  l°/o.  Headache,  changes  in  libido,  hoarse- 
ness, tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  1°  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  1"  o of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3°/o. 

DOSAGE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levothyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemic  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg./kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg. /kg.,  to  be  increased  in  0.05  mg./kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


Success  is 


passing  your  cholesterol  test 


Ordinarily,  a patient  wouldn't 
wear  a mortarboard  to  prove 
he’d  passed  his  cholesterol  test. 

High  serum  cholesterol  usu- 
ally has  no  outward  signs.  The 
only  way  you  can  tell  for  sure  is 
to  make  a serum  cholesterol  de- 
termination. This  test,  used  as 
part  of  the  patient's  physical, 
makes  it  possible  for  you  to 
succeed  routinely  in  grading  his 


cholesterol  level. 

If  a patient  flunks,  dieting 
and  cholesterol-lowering 
choloxin®  (sodium  dextrothy- 
roxine)  often  can  help. 

choloxin  effectively  reduces 
cholesterol  15-35%  in  most 
euthyroid,  non-cardiac  patients 
with  Fredrickson-Levv  Types  II 
or  III  lipid  disorders.  And  keeps 
it  down  in  over  90%  of  such 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether  drug-induced 
lowering  of  serum  cholesterol  or  other  lipid  levels  has  a detrimental,  a bene- 
ficial, or  no  effect  on  the  morbidity  or  mortality  due  to  atherosclerosis  or 
coronary  heart  disease.  Several  years  will  be  required  before  current  investiga- 
tions can  yield  an  answer  to  this  question. 


hypercholesterolemics. 

With  economical,  convenient 
once-a-day  doses. 

To  help  patients  make  the 
grade,  we  offer  a course  in 

CHOLOXIN. 

Enroll  now.  Write  or  call 
your  Flint  man  for  samples, 
literature,  and  additional 
information. 


Choloxin9 

(sodium  dextrothyroxine) 
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Inquiries  on  the  Norman  Jolliffe  Fellowship 
should  he  directed  to  Sam  C.  Smith,  M.D., 
chairman  of  the  Williams- Waterman  Program, 
Research  Corporation,  405  Lexington  Avenue, 
New  York,  New  York  10017.  Applications 
must  be  received  no  later  than  September  15, 
and  selection  will  be  made  by  November  1, 
1970. 


$2  Million  dollars  distributed 
by  Regional  Medical  Program 

The  $2  million  dollar  mark  in  funds  distrib- 
uted by  the  New  York  Metropolitan  Regional 
Medical  Program  has  been  passed  with  the 
recent  awards  to  three  programs  in  the  re- 
gion; a training  program  for  home  and  hos- 
pital-based dialysis  treatment  for  patients  with 
end-stage  renal  disease,  to  be  conducted  at  New 
York  Hospital-Cornell  Medical  Center,  $181,- 
300,  and  two  continuing  education  programs 
for  physicians  without  hospital  appointments, 
one  at  St.  Luke’s  Hospital  and  Medical  Center 
of  New  York,  $73,810,  and  another  at  Brooklyn- 
Cumberland  Medical  Center,  $70,636.  This 
brings  to  nine,  the  number  of  RMP  grants  in 
this  region,  according  to  I.  Jay  Brightman, 
M.D.,  director  of  the  New  York  Metropolitan 
Regional  Medical  Program. 

Programs  supported  by  grants  from  the 
New  York  Metropolitan  Regional  Medical  Pro- 
gram are:  a Mobile  Coronary  Care  Ambulance 
at  St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York;  a Pediatric  Pulmonary  Center 
at  Babies  Hospital,  Columbia-Presbyterian 
Medical  Center  with  an  Asthma  Detection  pro- 
gram at  St.  Vincent’s  in  collaboration  with  one 
at  St.  Mary’s  Hospital,  Brooklyn;  a Regional 
Cancer  Education  program  at  Memorial  Hos- 
pital; a Hemiplegia  (stroke)  program  at  Grass- 
lands Hospital  in  Westchester;  a training  pro- 
gram for  Allied  Health  Personnel  at  Burke 
Foundation,  White  Plains,  and  a survey  of 
respiratory  disease  facilities  and  services  un- 
der the  aegis  of  the  Council  of  Tuberculosis  and 
Health  Associations  of  New  York  State. 


Personalities 

Elected.  As  officers  of  the  New  York  Rheu- 
matism Association:  Edward  C.  Franklin, 

M.D.,  president;  Israeli  A.  Jaffe,  M.D.,  presi- 
dent-elect; Carl  A.  Berntsen,  M.D.,  vice-presi- 
dent; and  Peter  Barland,  M.D.,  secretary- 
treasurer.  . .officers  of  the  New  York  State 
Chapter  of  the  American  College  of  Radiology, 
Inc.:  Albert  A.  Dunn,  M.D.,  New  York  City, 

president;  John  W.  Colgan,  M.D.,  Rochester, 
president-elect;  Jay  P.  Sackler,  M.D.,  Queens, 
vice-president;  and  John  J.  Magovern,  M.D., 
Garden  City,  secretary-treasurer. 

Appointed.  Monte  Malach,  M.D.,  clinical  as- 
sociate professor  of  medicine,  Downstate  Medi- 
cal Center,  to  the  Community  Medicine  Com- 
mittee of  the  American  Society  of  Internal 
Medicine.  . .Charles  J.  Rabiner,  M.D.,  clinical 
assistant  professor  of  psychiatry,  Downstate 
Medical  Center,  to  the  Committee  on  Psychiatry 
and  Social  Work  of  the  American  Psychiatric 
Association.  . .Julius  E.  Stofli,  M.D.,  clinical 
professor  of  medicine,  Downstate  Medical  Cen- 
ter, to  the  Committee  on  Hospitals  of  the 
American  College  of  Physicians.  . .Joshua 
Becker,  M.D.,  formerly  associate  professor  of 
radiology,  Columbia  University  College  of  Phy- 
sicians and  Surgeons,  as  professor  and  chair- 
man of  the  Department  of  Radiology  and  Di- 
rector of  Radiology,  State  University  Hospital, 
Downstate  Medical  Center. 

Installed.  As  president  of  the  New  York 
County  Medical  Society,  Vaughan  C.  Mason, 
M.D.,  director  of  obstetrics  and  gynecology, 
Sydenham  Hospital.  . .president  of  the  New 
York  State  Heart  Assembly,  George  J.  Riley, 
M.D.,  Troy. 

Honored.  Alfred  J.  Spiro,  M.D.,  Albert  Ein- 
stein College  of  Medicine,  by  the  Gotham  Chap- 
ter of  the  National  Foundation  for  Genetics 
and  Neuromuscular  Diseases  for  his  outstand- 
ing service  to  patients  with  muscular  dystrophy 
and  other  neuromuscular  diseases. 

Awarded.  To  WOR-FM  radio  station  the  1969 
AMA  Medical  Journalism  Award  for  the  pro- 
gram, “Perspective-Infantile  Autism.” 
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Two  brief 
words  about 
Tuinal 

one-half  sodium  amobarbital  and 
one-half  sodium  secobarbital 


ruinal  helps  patients  fall  asleep  fast, 
stay  asleep  all  night. 


n nearly  a quarter  century  of  use,  Tuinal  has  proved 
o be  the  trusted  sedative  for  patients  who  “just  can't 
sleep.”  The  sodium  secobarbital  in  each  Pulvule® 
gives  prompt  hypnotic  relief.  The  longer-lasting  effect 
)f  sodium  amobarbital  helps  them  stay  asleep  all  night. 
Three  strengths  of  this  formulation  are  available  for 
,'our  prescription. 


50  mg.  (3/4  grain)  100  mg.  (1  1/2  grains)  200  mg.  (3  grains) 

Indications:  Tuinal,  comprised  of  equal  parts  of 
Seconal®  Sodium  (sodium  secobarbital,  Lilly)  and 
\mytal®  Sodium  (sodium  amobarbital,  Lilly),  is  indi- 
:ated  for  prompt  and  moderately  long-acting  hyp- 
lotic  effect.  It  is  not  suitable  for  continuous  daytime 
sedation. 

Contraindications:  Barbiturates  should  not  be  ad- 
ninistered  to  anyone  with  a history  of  porphyria,  nor 
should  they  be  given  in  the  presence  of  uncontrolled 
lain,  because  excitement  may  result. 

/Varning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
ients  with  decreased  liver  function,  since  prolonga- 
ion  of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
langover,  or  pain,  may  appear.  Hypersensitivity  reac- 
ions  occur  in  some  patients,  especially  in  those  with 


Dosage:  50  to  200  mg.  (3/4  to  3 grains)  at  bedtime. 

Overdosage:  C.N.S.  depression.  Symptoms — Depres 
sion  of  respiration  and  of  superficial  and  deep  reflexes 
slight  constriction  of  the  pupils  (in  severe  poisoning 
dilation),  decreased  urine  formation,  lowered  bod; 
temperature,  coma.  Treatment — Symptomatic  and  sup 
portive  (gastric  lavage;  intravenous  fluids;  mainte 
nance  of  blood  pressure,  body  temperature,  anc 
adequate  respiration).  Dialysis  may  speed  removal  o 
barbiturates  from  body  fluids. 

How  Supplied:  In  50-mg.  (3/4-grain),  100-mg.  (1  1/2 
grain),  and  200-mg.  (3-grain)  Pulvules®.  [052461 


Under  your  supervision,  barbiturates  are  valuable 
therapeutic  agents.  In  the  hands  of  the  reckless  and 
the  uninformed,  they  can  be  abused.  Lilly  enforces  a 
comprehensive  security  program  to  help  prevent  pil- 
ferage, theft,  and  diversion  of  its  products.  Full  co- 
operation is  afforded  law  enforcement  agencies  and 
other  groups  who  offer  education  on  drug  abuse  and 
prevention  programs. 


Additional  information  available  upon  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Medical  Meetings 


Course  offered  on  electromyography 
and  electrodiagnosis 

The  Department  of  Rehabilitation  Medicine 
of  New  York  Medical  College  is  offering  a one- 
week  course  in  Electromyography  and  Electro- 
diagnosis on  October  19  through  23. 

This  course  for  physicians  is  planned  to  pro- 
vide detailed  instruction  in  the  principles,  tech- 
nics, and  instrumentation  involved  in  electro- 
myography and  electrodiagnosis.  It  will  con- 
sist of  lectures,  seminars,  clinical  demonstra- 
tions, and  laboratory  sessions.  The  teaching 
staff  includes  members  of  the  faculty  of  the 
medical  college  and  guest  lecturers. 

Tuition  is  $150.  Enrollment  is  limited,  and 
application  forms  should  be  submitted  by  Sep- 
tember 25.  For  further  information  or  enroll- 
ment forms  write  to  Mrs.  A.  J.  Washington, 
Jr.,  Department  of  Rehabilitation  Medicine, 
New  York  Medical  College,  Bird  S.  Coler  Hos- 
pital, Welfare  Island,  New  York,  New  York 
10017. 

Course  in  cancer  chemotherapy 
to  be  held 

The  Memorial  Hospital  and  Sloan-Kettering 
Institute  for  Cancer  Research  will  sponsor  a 
one-week  course  in  Cancer  Chemotherapy  from 
October  19  through  24. 

This  course  will  include  lectures  and  panel 
discussions  on  screening  methods,  pharma- 
cologic technics,  methods  for  the  clinical  eval- 
uation of  potential  chemotherapeutic  agents, 
and  a review  of  the  chemistry,  pharmacologic 
effects,  and  clinical  applications  of  the  poly- 
functional alkylating  agents,  the  antimetabo- 
lites, steroid  hormones,  and  miscellaneous 
agents  in  the  treatment  of  cancer.  Discussions 
of  specific  problems  in  cancer  will  also  be  in- 
cluded. The  course  is  principally  designed  for 
physicians  interested  in  cancer  chemotherapy. 

Enrollment  is  limited,  and  application  should 
be  submitted  as  soon  as  possible.  The  fee  for 
the  course  is  $150,  payable  at  the  time  of  ap- 
plication. For  application  forms  write  to 
Irwin  II.  Krakoff,  M.D.,  Memorial  Hospital, 
444  East  68th  Street,  New  York,  New  York 
10021. 

Symposium  on  fetology 

The  7th  annual  Postgraduate  Seminar  on 
Fetology  in  High-Risk  Pregnant  Patients  spon- 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


sored  by  the  Obstetrical  and  Gynecological 
Society  of  the  New  York  Medical  College,  the 
Department  of  Obstetrics  and  Gynecology,  and 
the  American  College  of  Obstetricians  and 
Gynecologists  will  be  held  on  October  23  and 
24. 

The  purpose  of  the  two  day  program  is  to 
provide  a learning  session  for  the  residents, 
fellows,  general  practitioners,  and  specialists 
who  will  be  attending.  Outstanding  contribu- 
tors to  the  field  of  perinatology  will  discuss 
fetal  development,  the  effects  of  maternal  com- 
plications on  the  fetus,  the  selection  of  high- 
risk  obstetrical  patients,  and  the  monitoring 
and  management  of  their  antepartum  and  in- 
trapartum courses. 

The  faculty  includes  Richard  Aubry,  M.D., 
State  University  Upstate  Medical  Center; 
Charles  Hunter,  M.D.,  professor  and  chairman. 
University  Indiana  School  of  Medicine;  Joseph 
F.  Kennedy,  M.D.,  Johns  Hopkins  School  of 
Medicine;  Luigi  Mastroianni,  M.D.,  professor 
and  chairman,  University  of  Pennsylvania 
School  of  Medicine;  Clyde  Randall,  M.D.,  pro- 
fessor and  chairman,  State  University  College 
of  Medicine  at  Buffalo;  and  Frederick  Zuspan, 
M.D.,  professor  and  chairman,  University  of 
Chicago,  Pritzker  School  of  Medicine.  Mem- 
bers of  the  New  York  Medical  College  faculty 
will  also  participate. 

Membership  will  be  limited  to  300  partici- 
pants. There  will  be  no  registration  fee.  For 
information  write  to  Allan  B.  Weingold,  M.D., 
director  of  maternal  and  child  health,  New 
York  Medical  College,  Flower  and  Fifth  Ave- 
nue Hospitals,  1249  Fifth  Avenue,  New  York, 
New  York  10029. 


Course  in  postgraduate  gastroenterology 

The  American  College  of  Gastroenterology 
announces  that  its  annual  course  in  Postgradu- 
ate Gastroenterology  will  be  given  at  the 
Statler  Hilton,  New  York  City,  on  October  29 
to  31. 

The  faculty  for  the  course  will  be  drawn 
from  the  medical  schools  in  and  around  New 
York  City.  The  subject  matter  to  be  covered, 
from  a medical  as  well  as  surgical  viewpoint, 
will  be,  essentially,  the  advances  in  diagnosis 
and  treatment  of  gastrointestinal  diseases  and 
a comprehensive  discussion  of  diseases  of  the 
esophagus,  stomach,  pancreas,  liver  and  gall- 
bladder, and  colon  and  rectum. 

For  further  information  and  enrollment, 
write  to  the  American  College  of  Gastroenter- 
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.A,  Sandoz  announces... 


v. 


a new  agent  for 
the  alcohol-dependent  patient 
who  wants  to  quit 
and 

a program  for  the  New  York  physician 
who  wants  to  help 


When  alcohol 
becomes  a 
way  of  life 


a major  tranquilizer  with  specific  advantages  for  the  alcohol -dependent  patient: 


1 . Alleviates  tension,  anxiety,  and  de- 
pression; may  also  ease  prevalent 
neurotic  symptoms  in  personality 
disorders. 

2.  No  reported  habituation  or  addic- 
tion. 

3.  Antiemetic  properties  to  control 
nausea  and  vomiting. 


4.  Has  not  caused  hepatic  dysfunc- 
tion or  interfered  with  functional 
recovery  of  impaired  liver. 

5.  Four  tablet  strengths  to  allow  flexi- 
bility of  dosage  (usual  starting 
dose:  for  the  problem  drinker,  10 
mg.  t.i.d.;  for  the  frank  alcoholic, 
25  mg.  b.i.d.). 

6.  Injectable  form  available  for  acute 
episodes. 


program  for  early  recognition  and  successful  treatment: 


Alcoholism  in  New  York* 
State  Rank 


atal  no.  alcoholics 

2nd 

o.  per  capita 

5th 

er  capita  consumption'*' 

9th 

New  York  Physicians' 

Report 

(compared  with  U.S.  av« 

;roge) 

%N.Y. 

%u.s. 

ee  5 or  more  problem 

rinkers  in  2-month  period 

25.5 

37.1 

alf  or  more  seen 

re  women 

40.8 

37.4 

•eat,  rather  than  refer 

68.5 

72.6 

lore  community  services 

eeded 

62.3 

63.0 

The  Ins-and-Outs  of  Alcoholism:  A series  of  recordings  and 
other  mailings,  each  concerned  with  a particular  aspect  of  the 
alcohol  problem.  Recognized  authorities  in  the  field  discuss  the 
scope,  recognition  and  treatment  of  alcohol-dependent  patients. 
Also  included  will  be  The  Alcoholic  Directory,  a nationwide  sur- 
vey of  treatment  centers. 


Interested? Complete  and  mail  this  coupon  to: 

Dept.  SERENTIL/Sandoz  Pharmaceuticals 
Route  10/Hanover,  New  Jersey  07936 


(PLEASE  PRINT) 

City 

State 

Zip 

See  next  page  for  prescribing  information. 


based  on  preliminary  data  supplied  by  Center 
of  Alcohol  Studies,  Rutgers  University 
absolute  alcohol 


INDICATIONS:  In  clinical  studies,  Serentil 
(mesoridazine)  has  been  found  useful  in  the 
following  disease  states: 

Alcoholism  — Acute  and  Chronic-.  Serentil 
ameliorates  anxiety,  tension,  depression, 
nausea  and  vomiting  in  both  acute  and 
chronic  alcoholics  without  producing  hepa- 
tic dysfunction  or  hindering  the  functional 
recovery  of  the  impaired  liver. 

Schizophrenia:  Serentil  is  effective  In  the 
treatment  of  schizophrenia.  It  substantially 
reduces  the  severity  of  Emotional  Withdraw- 
al, Conceptual  Disorganization,  Anxiety, 

Tension,  Hallucinatory  Behavior,  Suspicious- 
ness and  Blunted  Affect  in  schizophrenic 
patients.  As  with  other  phenothiazines,  patients  refractory  to  pre- 
vious medication  may  respond  to  Serentil. 

Behavioral  Problems  in  Mental  Deficiency  and  Chronic  Brain 
Syndrome:  The  effect  of  Serentil  was  found  to  be  excellent  or 
good  in  the  management  of  hyperactivity  and  uncooperativeness 
associated  with  Mental  Deficiency  and  Chronic  Brain  Syndrome. 
Psychoneurotic  Manifestations-.  Serentil  reduces  the  symptoms  of 
anxiety  and  tension,  prevalent  symptoms  often  associated  with 
neurotic  components  of  many  disorders,  and  benefits  personality 
disorders  in  general. 

CONTRAINDICATIONS:  As  with  other  phenothiazines,  Serentil 
(mesoridazine)  is  contraindicated  in  severe  central  nervous  sys- 
tem depression  or  comatose  states  from  any  cause.  Serentil  Is 
contraindicated  in  individuals  who  have  previously  shown  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Where  patients  are  participating  in  activities  requir- 
ing complete  mental  alertness  (e.g.,  driving),  it  is  advisable  to 
administer  the  phenothiazines  cautiously  and  to  increase  the 
dosage  gradually. 

Usage  in  pregnancy:  The  safety  of  this  drug  in  pregnancy  has 
not  been  established;  hence,  it  should  be  given  only  when  the 
anticipated  benefits  to  be  derived  from  treatment  exceed  the 
possible  risks  to  mother  and  fetus. 

Usage  in  children:  The  use  of  Serentil  in  children  under  12  years 
of  age  is  not  recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

Attention  should  be  paid  to  the  fact  that  phenothiazines  are 
capable  of  potentiating  central  nervous  system  depressants  (e.g., 
anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and  phos- 
phorus insecticides. 

PRECAUTIONS:  While  ocular  changes  have  not  to  date  been 
related  to  Serentil,  one  should  be  aware  that  such  changes  have 
been  seen  with  other  drugs  of  this  class. 

Because  of  possible  hypotensive  effects,  reserve  parenteral 
administration  for  bedfast  patients  or  for  acute  ambulatory  cases, 
and  keep  patient  lying  down  for  at  least  V2  hour  after  injection. 

Leukopenia  and/or  agranulocytosis  have  been  attributed  to 
phenothiazine  therapy.  A single  case  of  transient  granulocyto- 
penia has  been  associated  with  Serentil  (mesoridazine). 

ADVERSE  REACTIONS:  Drowsiness  and  hypotension  were  the 
most  prevalent  side  effects  encountered.  Side  effects  tended  to 
reach  their  maximum  level  of  severity  early  with  the  exception  of  a 
few  (rigidity  and  motoric  effects)  which  occurred  later  in  therapy. 

With  the  exceptions  of  tremor  and  rigidity,  adverse  reactions 
were  generally  found  among  those  patients  who  received  rela- 
tively high  doses  early  in  treatment.  Clinical  data  showed  no 
tendency  for  the  investigators  to  terminate  treatment  because  of 
side  effects. 

Serentil  has  demonstrated  a remarkably  low  incidence  of  ad- 
verse reactions  when  compared  with  other  phenothiazine  com- 
pounds. 

Central  Nervous  System-.  Drowsiness,  Parkinson’s  syndrome,  dizzi- 
ness, weakness,  tremor,  restlessness,  ataxia,  dystonia,  rigidity, 
slurring,  akathlsia,  motoric  reactions  (opisthotonos)  have  been 
reported. 

Autonomic  Nervous  System  Dry  mouth,  nausea  and  vomiting,  faint- 
ing, stuffy  nose,  photophobia,  constipation  and  blurred  vision 
have  occurred  In  some  instances. 

Endocrine  System-.  Inhibition  of  ejaculation  and  lactation  have 
been  noted  rarely. 

Skin  Itching,  rash,  hypertrophic  papillae  of  the  tongue  and  angio- 
neurotic edema  have  been  reported. 

Cardiovascular  System-.  Hypotension  and  tachycardia  have  been 
reported.  EKG  changes  have  occurred  In  some  instances  (see 
Phenothiazine  Derivatives.-  Cardiovascular  Effects). 


Phenothiazine  Derivatives:  It  should  be 
noted  that  efficacy,  indications  and  un- 
toward effects  have  varied  with  the  differ- 
ent phenothiazines.  The  physician  should 
be  aware  that  the  following  have  occurred 
with  one  or  more  phenothiazines  and  should 
be  considered  whenever  one  of  these 
drugs  is  used: 

Autonomic  Reactions:  Miosis,  obstipation, 
anorexia,  paralytic  ileus. 

Cutaneous  Reactions:  Erythema,  exfoliative 
dermatitis,  contact  dermatitis. 

Blood  Dyscrasias:  Agranulocytosis,  leuko- 
penia, eosinophilia,  thrombocytopenia, 
anemia,  aplastic  anemia,  pancytopenia. 
Allergic  Reactions:  Fever,  laryngeal  edema,  angioneurotic  edema, 
asthma. 

Hepatotoxicity-.  Jaundice,  biliary  stasis. 

Cardiovascular  Effects:  Changes  in  the  terminal  portion  of  the 
electrocardiogram,  including  prolongation  of  the  Q-T  interval,  low- 
ering and  inversion  of  the  T-wave  and  appearance  of  a wave 
tentatively  identified  as  a bifid  T or  a U wave  have  been  observed 
in  some  patients  receiving  the  phenothiazine  tranquilizers,  includ- 
ing Serentil  (mesoridazine).  To  date,  these  appear  to  be  due  to 
altered  repolarization  and  not  related  to  myocardial  damage. 
They  appear  to  be  reversible.  There  is  no  evidence  at  present 
that  these  changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm. 

Hypotension,  rarely  resulting  in  cardiac  arrest,  has  been  noted. 
Extrapyramidal  Symptoms:  Akathisia,  agitation,  motor  restlessness, 
dystonic  reactions,  trismus,  torticollis,  opisthotonos,  oculogyric 
crises,  tremor,  muscular  rigidity,  akinesia — some  of  which  on  rare 
occasions  have  persisted  for  several  months  or  years  especially 
in  patients  of  advanced  age  with  brain  damage. 

Endocrine  Disturbances.-  Menstrual  irregularities,  altered  libido, 
gynecomastia,  weight  gain.  False  positive  pregnancy  tests  have 
been  reported. 

Urinary  Disturbances:  Retention,  incontinence. 

Others:  Hyperpyrexia.  Behavioral  effects  suggestive  of  a para- 
doxical reaction  have  been  reported.  These  include  excitement, 
bizarre  dreams,  aggravation  of  psychoses  and  toxic  confusional 
states.  More  recently,  a peculiar  skin-eye  syndrome  has  been 
recognized  as  a side  effect  following  long-term  treatment  with 
phenothiazines.  This  reaction  Is  marked  by  progressive  pigmenta- 
tion of  areas  of  the  skin  or  conjunctiva  and/or  accompanied  by 
discoloration  of  the  exposed  sclera  and  cornea.  Opacities  of  the 
anterior  lens  and  cornea  described  as  irregular  or  stellate  in 
shape  have  also  been  reported. 

DOSAGE  AND  ADMINISTRATION:  Oral:  The  dosage  of  Serentil 
(mesoridazine),  as  in  most  medications,  should  be  adjusted  to  the 
needs  of  the  individual.  The  lowest  effective  dosage  should  always 
be  used.  When  maximum  response  is  achieved,  dosage  may  be 
reduced  gradually  to  a maintenance  level. 

Alcoholism:  For  most  patients  the  usual  starting  dose  is  25  mg. 
b.i.d.  The  usual  optimum  total  daily  dose  range  is  50-200  mg. 
per  day. 

Schizophrenia:  For  most  patients,  regardless  of  severity,  a start- 
ing dose  of  50  mg.  t.i.d.  is  recommended.  The  usual  optimum 
total  daily  dose  range  is  100-400  mg.  per  day. 

Behavioral  Problems  in  Mental  Deficiency  and  Chronic  Brain 
Syndrome:  For  most  patients  a starting  dose  of  25  mg.  t.i.d.  Is 
recommended.  The  usual  optimum  total  daily  dose  range  Is  75- 
300  mg.  per  day. 

Psychoneurotic  Manifestations:  For  most  patients  the  usual  starting 
dose  is  10  mg.  t.i.d.  The  usual  optimum  total  daily  dose  range  is 
30-150  mg.  per  day. 

Injectable  Form:  In  those  situations  In  which  an  Intramuscular 
form  of  medication  is  indicated,  Serentil  (mesoridazine)  Inject- 
able is  available.  For  most  patients  a starting  dose  of  25  mg.  is 
recommended.  The  dose  may  be  repeated  In  30  to  60  minutes,  if 
necessary.  The  usual  optimum  total  daily  dose  range  is  25-200  mg. 
per  day. 

HOW  SUPPLIED: Tablets:  10  mg.,  25  mg.,  50  mg.,  and  100  mg. 
mesoridazine  (as  the  besylate).  Bottles  of  100. 

Ampuls:  1 cc.  [25  mg.  mesoridazine  (as  the  besylate)].  Inactive 
ingredients — Dlsodlum  Edetate,  U.S.P.,  0.5  mg.;  Sodium  Chloride, 
U.S.P.,  7.2  mg.;  Carbon  Dioxide  Gas  (Bone  Dry),  q.s.;  Water  for 
Injection,  U.S.P.,  q.s.  to  1 cc.  Boxes  of  20  and  100.  ser7o-ioi 

Sandoz  Pharmaceuticals,  Hanover,  N J. 


SEREIMTIC 

(mesoridazine) 

new  weapon 
in  the  fight  against 
alcoholism 
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ology,  299  Broadway,  New  York,  New  York 
10007. 

Congress  of  County  Medical  Societies 
to  meet 

A Seminar  on  Private  Practice  and  the  an- 
nual meeting  of  the  Congress  of  County  Medi- 
cal Societies  will  be  held  on  November  6 through 
8,  at  the  Netherland  Hilton  Hotel,  Cincinnati, 
Ohio. 

Guest  speaker  at  the  annual  banquet  will  be 
Robert  J.  Meyers,  chief  actuary,  Social  Se- 
curity Administration,  Washington,  D.C.  Key- 
note speaker  will  be  Richard  Fulton,  M.D., 
president-elect,  Ohio  State  Medical  Associa- 
tion, and  the  Academy  of  Medicine  of  Greater 
Cincinnati  will  act  as  host  for  this  meeting. 

Postgraduate  course  on 
medical  hypnosis  offered 

The  annual  postgraduate  course  in  Medical 
Hypnosis  (Basic)  is  to  be  held  on  Saturdays, 
from  September  26  through  November  21, 
10:00  a.m.  to  5:00  P.M. 

The  course  will  include  lectures,  case  demon- 
strations, practice  sessions,  movies,  slides,  and 
seminars  designed  to  present  technics  and 


theories  of  hypnosis  and  to  demonstrate  the 
practical  adjunctive  uses  of  hypnosis  in  clinical 
medicine  from  the  perspectives  of  diagnosis, 
therapy,  and  research.  The  course  is  open  to 
general  practitioners  as  well  as  all  specialists. 
A personal  interview  may  be  required. 

Tuition  is  $175.  For  further  information 
and  application  forms,  write  to  Melvin  D.  Yahr, 
M.D.,  associate  dean,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  630  West 
168th  Street,  New  York,  New  York  10032. 


Forensic  medicine  topic  of  symposium 

The  Eighth  Symposium  on  Forensic  Medicine 
for  physician-coroners,  medical  examiners,  and 
forensic  pathologists  throughout  the  State  of 
New  York  and  medical  examiners  and  investi- 
gators in  the  City  of  New  York  is  to  be  held 
on  November  6 through  8,  in  the  Office  of  the 
Chief  Medical  Examiner  of  the  City  of  New 
York,  520  First  Avenue,  New  York  City. 

This  symposium  is  sponsored  by  The  Office 
of  the  Chief  Medical  Examiner  of  the  City  of 
New  York,  The  Institute  of  Forensic  Medicine 
of  New  York  University  and  The  City  of  New 
York,  The  Medical  Society  of  the  State  of  New 
York,  and  the  New  York  State  Department  of 
Health. 


Apology  to  Dr.  James  Walker  and  the  Glasgow  University  Club  of  America 

It  was  incorrectly  stated  in  the  June  1,  1970,  JOURNAL,  page  1331,  that  Dr.  James 
Walker  was  a visiting  professor  from  the  University  of  London,  St.  Mary’s  Hospital 
Medical  School.  Dr.  Walker  is  professor  of  obstetrics  and  gynaecology,  but  was  visit- 
ing professor  from  the  University  of  Dundee,  Scotland. 
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Book  Notes 


Experience  in  Hepatic  Transplantation.  By 
Thomas  E.  Starzl,  M.D.,  with  the  assistance 
of  Charles  W.  Putnam,  M.D.  Quarto  of  553 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders, 1969.  Cloth,  $37.50. 

This  book  about  transplantation  of  the  liver 
recounts  and  details  experience  with  the  first 
attempts  at  this  kind  of  operation  in  humans. 
The  number  of  cases  with  which  to  do  this  is 
still  small,  and  individual  patients  are  alluded 
to  repeatedly  in  different  parts  of  the  book. 
In  order  to  facilitate  their  identification,  they 
have  been  designated  with  sequential  code 
numbers.  A summary  table  of  the  salient  fea- 
tures of  each  case  is  in  the  up-to-date  appendix 
to  which  the  reader  can  refer  for  purposes  of 
continuity. 

Orthopaedics  for  the  Undergraduate.  By  W.  A. 
Crabbe,  M.D.  Octavo  of  314  pages,  illustrated. 
Philadelphia,  Lea  and  Febiger,  1969.  Cloth, 
$7.50. 

The  author  of  this  book  is  an  orthopedic  sur- 
geon at  Guy’s  Hospital  in  London.  As  indi- 
cated in  the  title,  this  work  is  intended  prima- 
rily for  the  undergraduate  student.  The  author 
hopes  that  it  will  prove  of  value  to  the  candi- 
date for  the  fellowship  examination. 

Down’s  Syndrome:  Mongolism  and  its  Man- 

agement. By  Clemens  E.  Benda,  M.D.  Re- 
vised edition.  Octavo  of  279  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$13.75. 

In  Down’s  syndrome,  the  addition  of  one  of  the 
smallest  chromosomes  through  a freak  accident 
of  nature  changes  the  whole  metabolism  of  the 
organism  and  causes  a deceleration  of  physical 
and  mental  development.  In  this  revised  edi- 
tion, the  chapters  concerned  with  chromosomes, 
etiology,  and  prevention  are  entirely  new.  The 
chapter  on  therapy  has  also  been  revised  and 
brought  up  to  date.  As  to  the  clinical  and 
pathologic  studies,  very  little  had  to  be 
changed. 

Techniques  in  Clinical  Physiology:  A Survey 

of  Measurements  in  Anesthesiology.  Edited  by 
J.  Weldon  Bellville,  M.D.,  and  Charles  S. 
Weaver,  Ph.D.  Quarto  of  532  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1969.  Cloth,  $20. 

This  volume  is  intended  to  serve  as  a reference 
book  for  clinical  physiologists,  anesthesiolo- 
gists, and  biomedical  engineers.  In  it  are  de- 
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scribed  methods,  technics,  and  instrumentation 
for  many  physiologic  and  pharmacologic  stud- 
ies, particularly  those  of  the  cardiovascular  and 
respiratory  systems.  The  editors  and  con- 
tributors are  all  associated  with  the  Stanford 
University  School  of  Medicine  and  the  book 
really  represents  a report  of  ongoing  research 
at  the  Stanford  Anesthesia  Laboratories. 

A Systems  Approach  to  Biomedicine.  By  Wil- 
liam B.  Blesser.  Octavo  of  615  pages,  illus- 
trated. New  York,  McGraw-Hill  Book  Com- 
pany, 1969.  Cloth,  $19.50. 

Although  this  book  was  written  primarily  to 
introduce  systems  concepts  to  biomedical  per- 
sonnel, it  can  also  be  used  to  introduce  systems 
concepts  to  other  groups.  Thus,  engineering 
and  nonengineering  students  may  find  this  ma- 
terial useful  as  initial  preparation  for  more 
ambitious  studies  in  both  biomedicine  and  en- 
gineering. Relatively  little  background  is  re- 
quired of  the  reader.  Physiologic  examples  are 
realistic  yet  simple,  and  the  mathematics  re- 
quired for  analysis  is,  in  most  cases,  developed 
in  the  text. 

A Text-Book  of  X-Ray  Diagnosis.  Volume  I: 
The  Head  and  Neck.  Edited  by  S.  Cochrane 
Shanks,  M.D.,  and  Peter  Kerley,  M.D.  Fourth 
edition.  Quarto  of  688  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $21. 

During  the  eleven  years  since  the  last  edition 
of  this  work  was  published,  further  advances 
in  diagnostic  radiology  have  been  made  and 
fresh  fields  of  investigation  have  been  opened 
up  by  new  technics  and  improved  equipment. 
It  has  been  the  object  of  the  editors  to  incor- 
porate these  advances  in  the  fourth  edition  as 
far  as  is  in  keeping  with  the  original  concep- 
tion of  a textbook  of  radiology.  These  ad- 
vances in  the  subject  have  made  it  necessary  to 
publish  the  work  in  six  volumes,  of  which  this 
is  the  first. 

Hormonal  Contraception.  By  Prof.  Dr.  med. 
Jurgen  Haller.  Translated  from  the  2nd  Ger- 
man edition  by  Herbert  Gottfried,  Ph.D.  Oc- 
tavo of  288  pages,  illustrated.  Los  Altos,  Calif., 
Geron-X,  1969.  Cloth,  $12. 

In  this  second  edition,  the  author  presents  some 
new  findings  which  have  appeared  recently. 
New  sections  include  a modification  in  the 
method  of  administration  which  is  still  partly 
in  a stage  of  being  tested,  treatment  with  small 
doses  of  progestogens,  the  monthly  injections, 
injections  given  several  times  a month,  the  im- 
plantation of  plastic  silastic  capsules,  and  also 
the  one  pill  a month.  In  addition,  the  chapter 
on  diabetes  and  carbohydrate  metabolism  has 
been  completely  rewritten  and  expanded. 

Essentials  of  Pharmacology.  Edited  by  John 


A.  Bevan.  Quarto  of  708  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1969.  Cloth,  $16.50. 

This  textbook  is  based  on  the  course  in  phar- 
macology for  medical  and  dental  students  given 
by  the  staff  of  the  Department  of  Pharmacol- 
ogy, Center  for  Health  Sciences,  University  of 
California  at  Los  Angeles.  The  aim  is  to  pre- 
sent an  essential  core  of  pharmacologic  knowl- 
edge, sufficient  for  those  proceeding  to  clinical 
clerkships,  specific  enough  to  guide  others  dur- 
ing internship,  and  yet  provide  a grounding  in 
basic  principles  for  both  that  will  be  valuable 
during  the  balance  of  professional  life. 

Stroke:  The  Condition  and  the  Patient.  By 

John  E.  Sarno,  M.D.,  and  Martha  Taylor 
Sarno,  M.A.  Octavo  of  213  pages,  illustrated. 
New  York,  McGraw-Hill  Book  Company,  1969. 
Cloth,  $6.95. 

The  purpose  of  this  book  is  to  allay  some  of  the 
fear,  confusion,  and  anxiety  which  attend  a 
stroke,  and  it  is  primarily  intended  for  the 
families  and  close  friends  of  people  who  have 
had  strokes.  The  authors  realize  that  no  mere 
book  can  do  what  needs  to  be  done  in  such  a 
serious  situation,  but  they  hope  that  it  will 
provide  a framework  of  information  on  which 
can  be  built  understanding  and  confidence. 

Textbook  of  Immunopathology.  Volume  I and 
II.  Edited  by  Peter  A.  Miescher,  M.D.,  and 
Hans  J.  Muller-Eberhard,  M.D.  Quarto  of  805 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1968.  Cloth,  Volume  I,  $19.75;  Volume  II. 
$24.75. 

The  aim  of  the  editors  is  to  present  immuno- 
pathology in  a topical  manner  and  to  focus  on 
information  which  is  pertinent  to  the  presently 
emerging  concept  of  immunopathology.  No  at- 
tempt is  made  to  cover  the  field  in  a systematic 
encyclopedic  fashion.  The  first  section  of  the 
book,  General  Immunopathology,  presents  the 
principles  which  constitute  the  basis  of  im- 
munopathology as  a discipline  of  the  biomedi- 
cal sciences.  The  second  section,  Clinical  Im- 
munopathology, is  devoted  to  the  discussion  of 
immune  reactions  in  human  disease  with  em- 
phasis being  placed  on  pathogenic  reactions. 

Adler’s  Textbook  of  Ophthalmology.  By  Har- 
old G.  Scheie,  M.D.,  and  Daniel  M.  Albert,  M.D. 
Eighth  edition.  Quarto  of  509  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1969.  Cloth,  $17.50. 

This  book  aims  to  provide  the  medical  student 
and  the  practicing  physician  with  a concise  and 
profusely  illustrated  current  text  on  the  eye 
and  its  disorders.  In  this  new  edition,  the  text 
has  been  completely  reorganized,  and  the  sub- 
ject is  approached  from  the  standpoint  of  basic 
science  and  medical  disciplines.  Also,  it  has 
been  almost  entirely  rewritten  and  reillus- 
trated, with  new  topics  added  and  others  short- 
ened or  modified. 
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Editorials 


Topical  emergencies 

Our  political,  social,  and  economic  waters 
have  seldom  been  placid. 

At  the  present  time  they  are  turbulent  in- 
deed. 

Demonstrations,  confrontations,  alterca- 
tions can,  as  we  have  seen  all  too  frequently, 
lead  to  physical  violence  and  counter  vio- 
lence. 

Calculated  and  spontaneous  mass  meet- 
ings create  problems  of  sanitation  and 
health  emergencies. 

Our  profession  is  faced  with  all  these 
eventualities  and  is  expected  by  society  to 
deal  with  them. 

Every  community,  large  or  small,  should 
be  organized  to  deal  with  public  disaster. 

The  chief  responsibility  rests  with  the 
civic  government.  Medical  protection  is  an 
important  arm  of  that  responsibility. 

The  prompt  establishment  of  a system  of 
triage  is  indicated.  Disaster  medicine  is 


integrated  within  the  framework  of  re- 
sponsible governmental  agencies  and  the 
practicing  physician  offers  his  assistance  to 
this  authority. 

The  role  of  the  individual  physician  will 
depend  on  the  magnitude  and  medical  needs 
of  a disaster  varying  from  basic  services  to 
directional  medical  activities.  Whenever 
medical  direction  is  required  the  physician 
should  offer  to  assist  the  appropriate  au- 
thority. Professional  leadership  should  be 
exerted.  The  physician  should  provide  life- 
saving medical  care  to  include  resuscita- 
tion and  first  aid  where  indicated.  He 
should  be  aware  of  his  role  in  hospital  and 
community  disaster  plans  and  the  nature  of 
state  and  national  emergency  medical  set- 
ups. 

He  will  work  closely  with  local  Red  Cross 
organizations  and  other  volunteer  groups 
assigned  to  help  him. 


State  appropriations  to  teaching  hospitals* 


Thirty-four  short-term  general  teaching 
hospitals  operated  in  conjunction  with  pub- 
licly supported  medical  schools  have  been 
awarded  approximately  $169  million  of  state 
funds  for  the  fiscal  year  1969-70.  Thirty  of 
the  institutions  are  owned  by  the  state;  of 
the  remaining  four,  one  is  county  owned 
and  three  are  voluntary  nonprofit.  Data  for 
five  other  teaching  hospitals  which  are 
awarded  a state  appropriation  are  unavail- 
able. 

The  $169  million  represents  thirty  per 
cent  of  the  approximately  $560  million  bud- 
geted for  these  34  teaching  hospitals.  The 
data  reflect  the  total  operating  budget  in- 

*  datagrams,  vol.  11,  no.  10,  Apr.,  1970. 


eluding  equipment  and  routine  operational 
expenditures,  with  capital  appropriations 
being  specifically  excluded. 

Chart  I presents  the  total  operating 
budgets  of  the  34  institutions,  with  the  state 
appropriations  dollars  represented  by  the 
darkened  portion  of  each  bar. 

It  is  clear  on  review  of  the  chart  that  there 
is  no  relationship  between  the  size  of  the 
operating  budget  and  the  percentage  of  that 
budget  which  is  supported  by  state  appro- 
priations. No  attempt  has  been  made  to 
relate  statistics  in  this  report  to  institu- 
tional size,  patient  load,  or  any  other 
variable.  Ratio  relationships  of  this  type 
might  lead  to  specious  comparisons  or  other 
misuse  of  the  data. 
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TABLE  I.  State  appropriations  as  a percentage  of 
total  operating  expenditures 

(Percentages) 

0 15  16-30  31-45  46-60  61-75 
Institutions  8 10  8 6 2 

Total  34 


As  a percentage  of  total  operating 
expenditures,  the  percentages  were  dis- 
tributed as  presented  in  Table  I.  It  is  ap- 
parent that  a small  appropriation  is  awarded 
with  a different  legislative  intent  than  a 
very  large  appropriation.  The  smaller  per- 
centage appropriations  are  frequently 
specifically  earmarked  for  educational  pur- 
poses ; in  some  cases  these  funds  are 
awarded  through  the  medical  school  rather 
than  directly  to  the  hospital.  The  larger 
appropriations  obviously  include  direct  pa- 
tient care  costs  as  well  as  support  for  medi- 
cal education. 

The  variety  of  situations  reported  suggest 
that  the  phrase  “state  appropriations  to 
cover  operating  expenses”  is  not  precisely 
accurate.  The  following  example  of  an  in- 
stitution which  is  awarded  more  than  four 


million  dollars  by  the  state  is  an  illustra- 
tion. In  this  hospital,  medically  indigent 
patients  with  specified  clinical  conditions  are 
selected  for  teaching  purposes.  Cost  re- 
covery rates  are  charged  to  these  patients; 
financial  resources,  including  third  party 
payments.  That  portion  of  the  bill  which 
cannot  be  paid  is  charged  to  the  state  ap- 
propriation, which  is  often  referred  to  as 
the  Clinical  Teaching  Fund. 

A variety  of  financial  arrangements  simi- 
lar to  the  preceding  example  are  utilized  to 
account  for  the  use  of  state  funds.  In  short, 
these  funds  are  “free  and  part  pay”  funds, 
and  not  “state  appropriations  to  cover  op- 
erating expenses”  as  many  would  define 
them.  Additionally,  the  cost  of  providing 
care  to  these  patients  includes  an  appro- 
priate share  of  the  cost  of  the  hospitals’ 
teaching  programs.  These  teaching  costs 
are  then  charged  against  the  state  appro- 
priation. 

This  survey  is  one  of  several  initiated 
under  the  auspices  of  the  COTH  Information 
Center  which  is  supported  by  contract  PH 
110-68-41  with  the  National  Center  for 
Health  Services  Research  and  Development. 
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After  only  one  year: 

Administered 
to  more  people 
than  live  in 
\bnkers.H 


Injectable 


Garamvcin 

gentamicin  I sulfate 


injection 


*An  estimated  208.000  patients  have  received  GARAMVCIN  Injectable  to  date.  The  population  of  Yonkers  is  205,000. 
(Estimated  1969  figure  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 

See  Clinical  Considerations  section  on  last  page. 


Injectable 

Garamvcin 

gentamicin  I sulfate 


injection 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered  in  two,  three,  or  four  divided  doses) 


Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteria)+ 


Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 


Less  Severe 
0.8- 1.2  mg. /kg. 
for  7-10  days 


Resistant/ 
Moderately  Severe 

Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  the 
renal  parenchyma 
or  anatomic 
anomaly. 


3 mg./kg.  for  7-10  days 


Serious/  Life- 
Threatening 


up  to  5 mg./kg. 


fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

To  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 


In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 


Clinical  Considerations 

Indications:  GARAMYCIN  Injectable  is  clinically  effective  in 
infections  due  to  susceptible  strains  of  gram-negative  bac- 
teria, including  Pseudomonas  aeruginosa,  and  species  of 
indole-positive  and  indole-negative  Proteus,  Escherichia 
coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and 
to  determine  its  sensitivity  to  gentamicin  sulfate.  Sensitivity 
discs  of  the  drug  are  available  for  this  purpose.  If  the  sus- 
ceptibility tests  indicate  that  the  causative  organism  is  re- 
sistant to  gentamicin  sulfate,  other  appropriate  antibiotic 
therapy  should  be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT  BACTERIA 
BY  GENTAMICIN  SULFATE  (TUBE  DILUTION  STUDIES) 


No.  of 


No.  of  Strains 
(%)  Inhibited  by: 


No.  of 


BACTERIA 

Strains 

Tested 

4 meg./ cc. 
or  less 

8 mcg./cc.  In  Vitro 
or  less*  Studies 

Staphylococcus  aureus 

1,210 

1,200 

(99%)  1,206 

(99%) 

11 

Pseudomonas  aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 

836 

736 

(88%) 

779 

(93%) 

11 

Indole-positive  and  indole- 
negative Proteus  species 

477 

210 

(44%) 

358 

(75%) 

12 

Klebsiella-Aerobacter 

species 

292 

205 

(70%) 

231 

(79%) 

10 

*Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10  mcg./cc. 
or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 


Warnings:  Patients  receiving  treatment  with 
GARAMYCIN  should  be  under  close  clinical  ob- 
servation because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestibular 
and  auditory,  can  occur  in  patients,  primarily 
those  with  pre-existing  renal  damage,  treated 
with  GARAMYCIN  Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recommended. 
GARAMYCIN  Injectable  is  potentially  nephro- 
toxic, and  this  should  be  kept  in  mind  when  it 
is  used  in  patients  with  pre-existing  renal  im- 
pairment. Kidney  function  diminished  by  infec- 
tion of  the  upper  urinary  tract  may,  however, 
improve  during  effective  treatment  with 
GARAMYCIN  Injectable.  Concurrent  administra- 
tion of  potentially  ototoxic  drugs  such  as  strep- 
tomycin and  kanamycin  or  of  potentially 
nephrotoxic  drugs  such  as  polymyxin,  colistin, 
and  kanamycin  with  gentamicin  sulfate  has  not 
been  shown  to  afford  any  clinical  advantages 
and,  moreover  may  result  in  additive  toxicity. 
Monitoring  of  vestibular,  cochlear,  and  renal 
function  will  provide  guidance  for  therapy  in 
such  cases. 


This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomo- 
nas aeruginosa,  Proteus  and  other  susceptible  organisms, 
with  due  regard  for  relative  antibiotic  toxicity.  Therefore, 
the  drug  should  be  considered  for  use  against  gram-negative: 

1.  Bacteremia;  2.  Infected  surgical  wounds;  3.  Severe  soft 
tissue  infections,  including  burns  complicated  by  sepsis; 

4.  Respiratory  tract  infections;  and  5.  Selected  cases  of  uri- 
nary tract  infection.  Contraindications:  GARAMYCIN  In- 
jectable is  contraindicated  in  individuals  with  a history  of  hy- 
persensitivity or  toxic  reactions  to  gentamicin. 

For  more  complete  prescribing  details,  consult  pack- 
age insert  or  Physicians'  Desk  Reference.  Schering 
literature  is  also  available  from  your  Schering  Rep- 
resentative or  Medical  Services  Department, 
Schering  Corporation,  Union,  New  Jersey  07083. 


Precautions:  In  patients  with  impaired  renal  function  in 
whom  serious  infection  develops,  serum  concentrations  of  the 
drug  may  rise,  with  consequently  increased  risk  of  ototoxicity. 
In  these  patients  or  in  those  in  whom  recommended  dosage 
or  duration  of  therapy  must  be  exceeded  as  a life-saving 
measure,  routine  studies  of  kidney  function  should  be  per- 
formed when  possible.  These  may  be  supplemented  by  eval- 
uation of  the  vestibular  and  auditory  function  and 
measurement  of  serum  concentration  of  the  drug  when  feasi- 
ble. Serum  concentrations  of  gentamicin  should  be  main- 
tained below  the  range  of  10-12  meg./ ml.  to  reduce  risk  of 
ototoxicity.  Ordinarily,  treatment  should  not  be  given  for 
more  than  7 to  10  days  or  be  repeated  unless  required  for 
serious  infection  not  responsive  to  other  agents.  As  with  other 
antibiotics,  treatment  with  GARAMYCIN  Injectable  may  oc- 
casionally result  in  overgrowth  of  nonsensitive  organisms.  If 
superinfection  occurs,  appropriate  therapy  is  indicated. 
Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototox- 
icity or  nephrotoxicity  have  not  been  established.  Studies 
in  pregnant  animals  have  not  revealed  teratogenic  or  ototoxic 
effects  in  the  fetus.  GARAMYCIN  Injectable  should  not  be 
used  in  pregnant  patients  or  in  women  of  childbearing  age 
unless  its  use  is  deemed  advisable  by  the  physician.  Adverse 
Reactions:  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  GARAMYCIN  Injectable  was  2.8 
per  cent  (16  of  565  patients).  Contributory  factors  (two  or 
more  factors  were  relevant  to  most  patients)  were  as  follows: 
10  had  azotemia,  10  received  a total  of  1 gram  or  more  of 
the  drug,  7 had  recently  received  other  potentially  ototoxic 
antibiotics  (streptomycin  or  kanamycin),  and  5 were  over 
60  years  of  age.  Six  also  had  decreased  high-tone  hearing 
acuity,  which  returned  to  or  toward  normal  in  the  4 patients 
retested.  Analysis  of  BUN  data  indicated  that  4 (2%)  of  172 
patients  showed  increases  in  BUN  that  were  probably  related 
to  treatment  with  GARAMYCIN  Injectable.  Of  20  increases 
probably  or  possibly  related  to  treatment,  7 were  reversible, 

9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 
Other  adverse  reactions  associated  with  treatment  were  one 
instance  each  of  urticaria,  decreased  hematocrit,  and  revers- 
ible depression  of  granulocytes  with  normal  bone  marrow. 
Other  rarely  reported  and  possibly  treatment-related  adverse 
reactions  were  anemia,  increased  reticulocyte  count,  rash, 
purpura,  drug  fever,  hypotension,  convulsions,  twitching,  i 
salivation,  nausea,  vomiting,  increased  transaminase  activity 
(SGOT  or  SGPT),  increased  serum  bilirubin,  decreased  serum 
calcium,  and  joint  pain.  Packaging:  GARAMYCIN  Injec- 
table, 40  mg./cc.,  2-cc.  multiple-dose  vials,  for  intramuscu- 
lar administration. 


ATTENTION 

PROFESSIONAL 
TAX  ADVISORS 


If  you  are  seeking  special  situations  on 
behalf  of  your  clients  for  the  creation  and 
acquisition  of  tax  oriented  investments  in 
sophisticated  fields  such  as:  sea  farming, 
buffalo,  timber,  mining,  livestock  & real 
estate. 

it  would  be  wise  for  you  to  enlist  the  aid  of 

FIDUCIARY  CAPITAL  CORP. 

(a  public  company  OTC) 

375  Park  Avenue  New  York,  N.  Y.  10022 

■ 212  355-5601 


THE  NEW  YORK  ORTHOPAEDIC  HOSPITAL 
OF 

THE  COLUMBIA-PRESBYTERIAN  MEDICAL  CENTER 


presents  the  Second  Annual 

“Post-Graduate  Course  on  the  Management  and  Care 
of  the  Scoliosis  Patient” 


November  5~7,  1970 
FACULTY 


William  P.  Blount,  M.D. 

Milwaukee , Wisconsin 


Stanley  Hoppenfeld,  M.D. 

New  York , New  York 


Alice  L.  Garrett,  M.D. 
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Louis  A.  Goldstein,  M.D. 

Rochester,  New  York 


John  H.  Moe,  M.D. 
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Jacob  C.  Graham,  M.D. 
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Edward  J.  Riseborough,  M.D. 

Boston,  Massachusetts 


John  H.  Hall.  M.D. 

Toronto,  Ontario,  Canada 


Theodore  R.  Waugh,  M.D. 

Irvine,  California 


James  H.  Hardy,  M.D. 

Hartford,  Connecticut 


Robert  B.  Winter,  M.D. 

St.  Paul , M innesota 


Tuition:  $150.00  Residents,  Physiotherapists,  Nurses:  $75.00 

For  Further  Information  Contact: 

Hugo  A.  Keim,  M.D. 

The  New  York  Orthopaedic  Hospital 

161  Fort  Washington  Avenue,  New  York,  New  York  10032 
Telephone:  (212)  579-5559 


1961 


Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine  . combining  the  accuracy  and  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you_have  the  Bio 
chemical  Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients.  Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


j nave 

Biochemical 
Procedures 


screening;  "Select  Your  Own  Profile”— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests  — with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


ATE  OF  M F AD  JOHNSON 


Eastern  Division 

1350  Liberty  Avenue 
Hillside,  New  Jersey  07207 
From  Area  Code  201  Call  923-5301 

Outside  Area  Code  201  Call  Toll  Free  (800)  631-4223  S1270G 
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Scientific  Articles 


Scientific  Sessions  held  at 
the  University  Club  and 
Memorial  Hospital 
New  York  City 
November  20  and  21,  1969 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 

New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Introduction 

The  fifty-fourth  annual  meeting  of  the 
New  York  Society  for  Thoracic  Surgery  was 
held  on  November  20  and  21,  1969.  At  the 
dinner  meeting  for  members  and  guests  at 
the  University  Club,  November  20,  Dr. 
Jacques  Piccard  gave  a fascinating  and 

Prolonged  Near-Total  Bypass 
with  Membrane  Pump-Oxygenator 

ARNOLD  J.  LANDE,  M.D. 

LOWELL  EDWARDS,  M.D. 

ROBERT  G.  CARLSON,  M.D. 

JACK  H.  BLOCH,  M.D. 

J.  RICHARD  REES,  M.D. 

STEVEN  S.  SCHEIDT,  M.D. 

SYDNEY  FILLMORE,  M.D. 

THOMAS  KILLIP,  M.D. 

C.  WALTON  LILLEHEI,  M.D. 

New  York  City 

From  the  Departments  of  Surgery  and  Medicine,  The 
New  York  Hospital-Cornell  Medical  Center 

Recent  studies  of  cardiogenic  shock  in 
our  coronary  care  unit  indicated  an  over-all 
mortality  rate  of  86  per  cent,  and  when 


illuminating  discussion  of  his  “Explora- 
tions of  the  Gulf  Stream,  the  Drift  Mission 
of  the  Ben  Franklin.” 

The  morning  scientific  session  on  Novem- 
ber 21  was  held  at  Memorial  Hospital.  Ab- 
stracts and  reports  are  presented. 

anuria  or  coma  occurred,  100  per  cent.  This 
warrants  an  aggressive  approach. 

Recently  11  patients  with  cardiogenic 
shock  or  unresuscitable  cardiac  arrest  were 
placed  on  near-total  venoarterial  cardiopul- 
monary bypass  with  a membrane  oxygena- 
tor for  two  to  seventy-five  hours. 

Case  report 

A ventricular  septal  defect  secondary  to  myo- 
cardial infarction  in  a sixty-eight-year-old  fe- 
male was  confirmed  by  bedside  cardiac  cath- 
eterization. Cardiogenic  shock  suddenly  oc- 
curred and  was  not  correctable  by  drugs.  Veno- 
arterial bypass  with  two  3M2  Lande-Edwards 
membrane  oxygenators  restored  sensorium, 
blood  pressure,  blood  gases,  electrolytes,  and 
urine  output  to  normal.  Shock  recurred  when- 
over  the  2,000  ml.  per  minute  bypass  was  re- 
duced. 

After  forty-four  hours  of  bypass  with  the  pa- 
tient in  good  condition,  the  ventricular  septal 
defect  and  a ventricular  aneurysm  were  re- 
paired using  the  same  membrane  oxygenators 
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(4,000  ml.  per  minute).  Postoperatively  myo- 
cardial infarction  extension  limited  cardiac  out- 
put. Bypass  was  continued  for  a total  of  sev- 
enty-five hours  while  awaiting  homotransplan- 
tation. Plasma  hemoglobin  remained  below 
125  mg.  per  100  ml.  preoperatively. 

Cardiac  Support  by  Periaortic 
Diastolic  Augmentation 

SEYMOUR  FURMAN,  M.D. 
The  Bronx,  New  York 
LARI  ATTAI,  M.D. 
The  Bronx,  New  York 
BRYAN  PARKER 
The  Bronx,  New  York 

From  the  Surgical  Division,  Cardiothoracic  Service, 
Montefiore  Hospital  and  Medical  Center,  and  the 
Albert  Einstein  College  of  Medicine 


Diastolic  augmentation  increases  coronary 
blood  flow  and  cardiac  output,  decreases  left 
ventricular  end  diastolic  pressure,  and  in- 
creases diastolic  aortic  pressure.  With  prox- 
imity to  the  competent  aortic  valve,  hemody- 
namic effectiveness  increases  and  decreases 
with  distance  from  the  heart.  The  periaortic 
assist  takes  advantage  of  the  volume  and  prox- 
imity to  the  aortic  valve  of  the  ascending  aor- 
tic segment,  the  displaced  volume  of  which  can 
approximate  half  the  left  ventricular  stroke 
volume.  The  device  is  a circumferential,  in- 
elastic volume-displacing  chamber  placed 
around  the  dissected  ascending  aorta  and  en- 
closed in  an  inflexible  shell  so  that  all  forces  are 
projected  inward  to  the  aorta.  This  chamber 
is  connected  to  an  extracorporeal  helium-op- 
erated compressor  and  timing  source  via  rigid 
tubing  and  synchronized  to  the  left  ventricle 
by  myocardial  wire  leads.  Canine  aortas  have 
been  compressed  during  ventricular  diastole  for 
sixteen  hours  continuously  without  evidence  of 
aortic  degeneration.  Coronary  artery  and 
renal  artery  blood  flow  were  increased,  and 
typically  elevated  diastolic  pressures  were  ob- 
tained from  the  ascending  aorta  and  the  fem- 
oral artery.  The  avoidance  of  contact  with 
the  blood  stream,  immediate  proximity  to  the 
coronary  arteries,  increased  effectiveness  of 
augmentation,  and  the  ready  possibility  of 
total  intracorporeal  implantation  are  the  vir- 
tues inherent  in  the  technic. 

Qardiac  support  and  increase  in  blood  flow 
during  diastole,  especially  to  the  coronary 
arteries,  have  been  accomplished  by  the 
technic  variously  referred  to  as  counter- 
pulsation,1 diastolic  augmentation,2  phase 


Based  on  experience  with  11  patients,  a 
definitive  plan  has  evolved  for  prolonged 
support,  during  which  time  diagnostic 
studies  and  corrective  surgery  are  per- 
formed, as  indicated. 


shift  balloon  pumping,3  and  intra-aortic 
balloon  pumping.4  All  of  these  technics  re- 
quire proper  synchronization  of  a mech- 
anism which  places  forces  into  the  aorta 
during  the  diastolic  phase  of  the  cardiac 
cycle  and  the  increase  of  diastolic  perfusion 
pressure  of  the  coronary  arteries. 

Previous  and  presently  used  technics  of 
counterpulsation  have  removed  and  returned 
blood  to  the  arterial  system,'1  removed  blood 
from  the  venous  circulation  to  return  it 
synchronously  to  the  aorta,0  and  syn- 
chronously displaced  blood  within  the 
aorta.7  n All  of  these  technics  involve  can- 
nulation  of  at  least  one  major  artery  and, 
in  at  least  one  technic,  an  artery  and  a vein. 

Aortic  compression  as  a device  to  increase 
coronary  blood  flow  has  been  used  on  sev- 
eral occasions  previously.  Circumferential 
diaphragmatic  muscle  strips  stimulated  via 
the  phrenic  nerve  were  placed  just  above 
the  diaphragm  in  1958. 7 Prosthetic  com- 
pression of  the  aorta  superior  to  the  dia- 
phragm was  performed  in  1963,  and  coro- 
nary blood  flow  increased  by  12  per  cent.8 
These  two  technics  were  thus  substantially 
ineffective  in  increasing  coronary  blood  flow, 
although  they  did  raise  the  diastolic  pres- 
sure and  lower  the  end  diastolic  pressure  in 
the  aorta  and  required  division  of  multiple 
intercostal  vessels  for  placement. 

In  1968  a compressive  cuff  about  the 
ascending  aorta  was  notable  for  producing 
increases  in  coronary  blood  flow  which 
amounted  to  as  much  as  50  per  cent.0  This 
increase  was  accomplished  by  a displace- 
ment of  no  more  than  8 to  10  ml.  of  blood 
per  assist  stroke  compared  to  the  15  to  30-cc. 
displacement  for  descending  aortic  intra- 
aortic balloons  for  animals  of  similar  size. 
The  lack  of  effectiveness  of  the  1958  pro- 
cedure existed  because  of  inadequate  tim- 
ing and  improper  assist  location  and  be- 
cause of  improper  location  for  the  1963  pro- 
cedure. The  descending  aorta  is,  as  well, 
an  area  of  relatively  small  volume  compared 
with  the  larger  volume  of  the  ascending 
aorta. 
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With  these  considerations  in  mind,  an 
effort  was  made  to  determine  two  factors: 
First,  whether  the  locus  of  the  assisting 
force  plays,  as  it  seems,  a role  in  the  degree 
of  augmentation  which  is  achieved,  and 
second,  whether  placement  of  an  assist  de- 
vice about  the  ascending  aorta  will  provide 
a greater  resolution  of  some  of  the  prob- 
lems of  blood  contact  than  does  an  intra- 
aortic device.  The  question  of  assist  locus 
does  not  enter  into  artificial  heart  replace- 
ment or  transplantation  in  the  orthotopic 
position  but  assumes  a great  role  during 
use  of  assist  devices. 

Materials 

The  periaortic  assist  device  consists  of 
an  11-em.  long  sheet  of  Dacron  reinforced 
silicone  rubber  about  2.5  cm.  wide.*  A 
polyurethane  balloon  of  15  ml.  volume1  is 
attached  to  this  sheet  and  held  in  place  by 
several  bands  of  Dacron  tape  so  that  the 
balloon  cannot  slip  from  its  position  be- 
tween the  aorta  and  the  inelastic  sheath. 
The  balloon  is  connected  to  the  drive  unit 
by  a segment  of  polyurethane  tubing  25  to 
30  cm.  long  and  inflated  with  helium  at 
5 to  6 pounds  per  square  inch.  The  syn- 
chronizer is  activated  180  to  200  milli- 
seconds after  the  beginning  of  the  R wave. 
The  next  R wave  causes  immediate  defla- 
tion of  the  unit.  Suction  exhaust  of  the 
unit  is  always  performed."' 

Methods 

The  thorax  of  15  to  25-Kg.  mongrel  dogs, 
anesthetized  with  intravenous  sodium  pento- 
barbital, was  entered  either  via  median 
sternotomy  or  left  thoracotomy.  The  aorta 
and  main  pulmonary  artery  were  approached 
through  the  transverse  sinus  of  the  peri- 
cardium and  were  separated  from  each  other 
throughout  their  length.  The  ascending 
aorta  was  freed  of  periaortic  fat  from  the 
sinus  of  Valsalva  to  the  innominate  artery. 

The  periaortic  assist  was  placed  around 
the  dissected  aorta  and  connected  via  tub- 
ing to  the  drive  unit.  When  an  intra- 
aortic assist  was  used,  the  balloon  was 
placed  in  the  ascending  aorta  entering  via 
the  femoral  artery,  remaining  either  at 

* Silastic  Sheeting,  Dow  Corning  Corp.,  Midland,  Michi- 
gan. 

t Estane,  B.  F.  Goodrich. 


the  same  level  as  the  periaortic  assist  or  in 
the  descending  aorta  just  distal  to  the  left 
subclavian  artery.  The  left  coronary  artery 
was  dissected  and  placed  within  a 2-  or 
2. 5-mn.  probe  of  an  electromagnetic  flow 
meter.  The  chest  was  then  closed  about 
an  underwater  seal. 

Ascending  aortic  pressures  were  obtained 
by  a pressure  cannula  placed  just  above  the 
aortic  valve  via  the  right  common  carotid 
artery.  Iliac  artery  pressures  were 
measured  by  a cannula  placed  via  a 
femoral  artery  to  the  trifurcation  of  the 
aorta. 

Position  of  assist 

As  noted  earlier,  the  position  of  the  assist 
device  is  of  critical  importance  for  its 
effectiveness.  Several  considerations  are  of 
importance. 

Timing  of  systole.  All  technics  of 
diastolic  augmentation  begin  pump  systole 
with  the  closure  of  the  competent  aortic 
valve  with  a pressure  transducer  or  electro- 
cardiograph with  a variable  delay  as  the 
trigger.  This  event  is  critical,  as  too  early 
introduction  of  force  into  the  aorta  opposes 
ventricular  systole,  causes  premature  clo- 
sure of  the  aortic  valve  during  ventricular 
systole,  and  raises  aortic  pressure  well  above 
that  developed  by  the  ventricle.  The  pres- 
sure transducer  has  the  problem  common 
to  blood-actuated  devices  of  a tendency  to 
be  occluded  by  clots,  and  so  on.  Electro- 
cardiographic triggering  requires  an  aortic 
pressure  monitor  for  phonocardiogram  i 
against  which  the  electrocardiograph  infla- 
tion delay  can  be  set  and  is  troubled  by 
electrical  interference  mimicking  an  electro- 
cardiograph. The  sensing  device  must 
then  be  selective  so  that  triggering  is  from 
the  QRS  complex  only  and  not  the  P or  T 
wave  or  a noncardiac  interfering  signal. 
The  beginning  of  the  dichrotic  notch  sig- 
nals closure  of  the  valve. 

During  timing  as  well  as  selection  of  the 
mode  of  assist,  it  is  important  to  bear  in 
mind  that  systole  and  diastole  are  not 
simultaneous  throughout  the  aorta  and  that 
transmission  of  a pressure  wave  retrograde 
from  the  point  of  pressure  introduction 
toward  the  coronary  arteries  serves  only 
to  magnify  the  asynchrony  produced  by  the 
one-way  (antegrade)  distance  from  the 
coronary  arteries. 
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FIGURE  1.  Pressure  measurements  taken  at 
aortic  valve,  level  of  diaphragmatic  hiatus,  and 
femoral  artery  illustrate  rate  of  pulse  propagation 
in  aorta  (200  mm.  per  second  paper  speed). 


The  position  of  the  pressure-sensing  de- 
vice is  of  importance  whether  it  activates 
the  timing  mechanism  or  whether  it  is  used 
as  the  measure  against  which  a delay  is  set 
from  the  electrocardiograph  into  the  assist 
actuating  circuit.  In  the  dogs  used  experi- 
mentally the  delay  in  transmission  of  the 
aortic  pulse  over  a 40-cm.  length  of  aorta 
from  a transducer  cannula  placed  just  above 
the  aortic  valve  to  one  placed  at  the  aortic 
trifurcation  is  130  milliseconds,  agreeing 
well  with  other  established  rates  of  propaga- 
tion of  the  aortic  pulse  (Fig.  I).11  Any 
timing  based  on  the  pressure  wave  at  the 
iliac  artery  is  out  of  phase  by  double  that 
interval.  Similarly,  any  pressure  wave  in- 
troduced into  the  femoral  artery  requires 
that  period  for  travel  retrograde  to  the 
coronary  ostia,  arriving  130  milliseconds 
after  entering  the  arterial  tree.  Introduced 
during  terminal  aortic  diastole  the  pressure 
wave  arrives  at  the  coronary  ostia  near  the 
end  of  ascending  aortic  diastole  and  can  de- 
lay the  opening  of  the  aortic  valve  and  in- 
crease the  aortic  end-diastolic  pressure.  In- 
jected during  ventricular  systole  the  intro- 
duced force  arrives  at  the  aortic  valve  after 
dissipation  against  the  left  ventricular  pres- 
sure wave  being  distributed  to  the  periphery. 

Timing  of  the  counterpulsation  effect  is 


therefore  based  on  closure  of  the  aortic 
valve  and  the  distance  of  the  placement  of 
the  propulsive  force  from  the  coronary  ar- 
teries. Three  principles  of  operation  are 
important:  (1)  the  greater  the  distance, 
the  greater  the  loss  of  appropriate  timing; 
(2)  the  greater  the  distance,  the  greater 
the  conflict  between  the  ventricular  wave 
front  progressing  distally  from  the  aortic 
valve  and  the  assist  wave  front  progressing 
proximally  from  the  assist;  and  (3)  the 
greater  the  distance,  the  greater  the  de- 
gree of  asynchrony  of  assist  and  ventricular 
systole. 

Distribution  of  blood  flow.  In  any  in- 
tra-aortic  or  periaortic  balloon  or  other  com- 
pressive assist  device,  the  wave  front  and 
flow  radiate  outward  from  the  center  of  the 
propulsive  force.  The  vectors  of  flow  can  be 
divided  into  two  major  directions,  those 
moving  distally  and  those  moving  proxi- 
mally from  the  center  of  the  volume  displac- 
ing force.  The  forces  and  flow  are  then  dis- 
tributed, as  would  any  flow,  into  the  vessels 
of  lowest  resistance.  Approximately  half 
the  flow  will  be  projected  proximally  and 
half  distally.  A device  radiating  pressure 
acts  as  a barrier  to  flow  past  itself,  so  that 
flow  directed  at  the  coronaries  will  not  be 
projected  retrograde.  A device  in  the  fem- 
oral area  distributes  its  blood  flow  to  all 
branches  of  the  aorta  between  the  femoral 
artery  and  the  aortic  valve;  an  intra-aortic 
assist  device  at  the  level  of  the  proximal  de- 
scending aorta  distributes  its  forces  distally 
toward  the  abdomen  and  proximally  to  be 
distributed  in  the  low-resistance  and  high- 
flow  vessels  to  che  head  and  upper  extremi- 
ties and  the  high-resistance  and  relatively 
low-flow  coronary  arteries. 

The  ascending  aortic  assist  again  distrib- 
utes its  forces  in  a similar  manner.  Ap- 
proximately half  go  distally,  that  is,  to  the 
upper  extremity  and  head  vessels  and  be- 
yond, and  half  go  proximally  to  the  coronar- 
ies. This  situation  holds  true  both  for  an 
intra-aortic  assist  and  an  extra-aortic  assist 
at  this  point  ( Fig.  2) . 

Single,  double,  and  triple  balloons. 
The  behavior  of  the  different  balloon  de- 
vices is  such  that  the  direction  of  flow  and 
the  fate  of  the  forces  generated  by  such  as- 
sists can  be  predicted. 

The  experimental  double  balloon,  with  one 
balloon  in  the  ascending  aorta  and  another 
simultaneously  inflated  in  the  descending 
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FIGURE  2.  Distribution  of  flow  either  from 
intra-  or  extra-ascending  aortic  volume  displacing 
assist.  Part  of  flow  is  directly  into  coronary 
ostia;  remainder  distally. 


aorta,  is  one  such  device.12  Its  forces  are 
projected  from  two  centers  of  displacement, 
one  in  the  descending  aorta,  the  other  in  the 
ascending  aorta.  The  retrograde  flowing  de- 
scending aortic  forces  are,  of  course,  lost  to 
coronary  artery  assist,  and  the  antegrade 
forces  from  the  descending  aortic  balloon  are 
lost  in  turbulence  as  they  meet  the  wave 
front  traveling  retrograde  from  the  ascend- 
ing aortic  balloon.  Only  the  remnants  of  the 
ascending  aortic  balloon  pressures  remain  to 
be  projected  against  the  coronary  ostia. 

The  triple  balloon,  similar  to  the  double 
balloon  except  for  the  addition  of  an  occlu- 
sive balloon  placed  at  the  level  of  the  aortic 
diaphragmatic  hiatus,  was  designed  to  re- 
tain all  the  intra-aortic  forces  developed 
above  the  diaphragm.  The  occlusive  balloon 
develops  its  own  wave  fronts,  one  of  which 
projects  forces  distally  into  the  abdominal 
aorta  and  the  other  proximally  to  conflict 
with  the  distally  progressing  forces  to  pro- 
duce turbulence  in  the  entire  proximal  aorta 
but  especially  in  that  segment  between  the 
descending  aortic  balloon  and  the  diaphrag- 
matic level  occlusive  balloon. 

Thus  all  positions  within  the  aorta  can  be 
analyzed  for  the  effectiveness  of  the  assist 
and  flow  patterns.  Because  of  the  reasons 
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FIGURE  3.  Left  coronary  flow  increases  by  al- 
most 50  per  cent,  area  beneath  curve,  following 
onset  of  periaortic  assist. 


described  previously,  the  ascending  aortic 
segment  is  the  desirable  locus  for  any  dia- 
stolic augmenting  assist  device. 

Hemodynamic  effects 

The  placement  of  an  appropriately  timed 
assist  has  two  clearly  apparent  effects  in  the 
aorta:  (1)  elevation  of  the  diastolic  aortic 

pressure  immediately  after  the  closure  of 
the  aortic  valve  and  increase  in  coronary 
blood  flow  as  much  as  50  per  cent,  and  (2) 
decrease  of  end  diastolic  pressure  following 
collapse  of  the  intra-aortic  balloon  or  reces- 
sion of  the  periaortic  compressor  (Figs.  3 
and  4A) . 

The  reduction  of  end-diastolic  pressure  of- 
ten by  20  to  30  mm.  Hg  reduces  the  opening 
pressure  in  the  aorta  against  which  the 
aortic  valve  opens.  The  degree  of  drop  in 
end-diastolic  pressure  seems  to  be  related,  in 
our  procedures,  with  the  degree  of  emptying 
of  the  ascending  aortic  segment,  although 
this  is  not  yet  fully  demonstrated. 

Comparison  of  the  hemodynamic  effects  of 
a 10-ml.  displacement  periaortic  assist  and 
a 30-cc.  displacement  descending  intra-aortic 
balloon  functioning  in  the  same  animal  at 
different  but  consecutive  times  indicates  the 
greater  degree  of  both  elevation  of  diastolic 
pressure  and  fall  of  end-diastolic  pressure  to 
be  obtained  from  the  smaller  displacement 
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FIGURE  4.  (A)  At  rapid  recording  speeds  (200  mm.  per  second)  effect  of  assist  systole  readily  ap- 
parent, as  is  drop  in  end-diastolic  pressure  in  ascending  aortic  segment.  (B)  Onset  of  periaortic 
assist  produces  typical  physiologic  effect  in  ascending  aorta,  elevated  diastolic  pressure,  and  drop 
in  end  diastole.  With  onset  of  descending  aortic  intraluminal  assist,  elevated  diastolic  pressure  in 
ascending  aorta  persists  but  fall  in  end  diastole  less  pronounced,  result  of  lessened  emptying  of  as- 
cending aortic  segment. 


ascending  aortic  periaortic  assist  (Fig.  4B). 
This  phenomenon  is  not  exclusively  a func- 
tion of  the  periaortic  assist  but  is  visible  as 
well  when  a single  intra-aortic  balloon  is 
placed  in  the  ascending  aortic  segment. 


Comment 

Diastolic  augmentation  which  has  been 
performed  via  technics  involving  withdrawal 
of  blood  to  an  extracorporeal  chamber  has 
great  difficulty  with  prolonged  function  be- 
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FIGURE  5.  Aorta  compressed  for  eight  hours 
continuously;  aortic  segment  still  normal. 


cause  of  blood  trauma  and  the  need  for  dis- 
tal femoral  artery  occlusion.  Aortic  com- 
pressive and  intra-aortic  displacement  de- 
vices have  been  less  than  satisfactorily  effi- 
cient because  of  placement  at  excessive  dis- 
tances from  the  coronary  ostia.  None  of  the 
previously  available  cardiac  assist  or  re- 
placement devices  has  been  successful  in 
either  long-term  sustenance  of  life  or  of  per- 
manent implantation.  The  periaortic  assist 
meets  some  of  the  criteria  required  of  an 
efficient  assist.  It  is  placed  appropriately  in 
the  ascending  aorta  for  maximum  perfusion 
of  the  coronary  arteries  and  maximum  emp- 
tying of  the  ascending  aortic  segment.  It 
is  placed  around  the  aorta  rather  than 
within  the  blood  stream  avoiding  direct 
trauma  to  the  blood  and  can  be  readily  de- 
signed into  a device  for  total  replacement  of 
the  ascending  aorta  if  the  natural  aorta  is 
unsuitable  for  prolonged  compressive  assist. 
Studies  of  compressive  assist  in  normal  dogs 
as  long  as  ten  hours  have  shown  only  mild 
round-cell  infiltration  in  the  aorta  and  well- 
maintained  elastic  tissue  (Fig.  5).  It  is 
thus  likely  that  the  device  will  function 
chronically  or  intermittently  to  support  the 
heart. 


Summary 

Periaortic  assist  and  the  physiologic  rea- 
sons for  application  of  diastolic  augmenta- 
tion in  the  ascending  aorta  have  been  de- 
scribed. Volume  displacement  assist  is  most 
efficient  in  the  ascending  aorta  because  of 
the  proximity  to  the  coronary  ostia  and  al- 
lowing the  maximum  movement  of  blood 
away  from  the  aortic  valve,  reducing  central 
aortic  end-diastolic  pressure  against  which 
the  aortic  valve  opens.  Prolonged  assist  has 
left  the  normal  canine  ascending  aortic  seg- 
ment essentially  unchanged.  The  implica- 
tions of  the  study  include  the  desirability  of 
ascending  aortic  compressive  assist  as  well 
as  the  indication  of  the  proper  placement  for 
any  intra-aortic  displacement  diastolic  aug- 
mentation. 
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Myocardial  aneurysms  are  generally  con- 
sidered complications  of  severe  coronary  ar- 
tery disease  and  transmural  infarction.  Left 
ventricular  aneurysms  can  be  associated  with  a 
coronary  arteriogram  interpreted  as  “normal” 
or  with  an  isolated  stenotic  vessel. 

Case  1.  A male,  fifty-nine  years  of  age,  sus- 
tained an  acute  anterior  myocardial  infarc- 
tion three  months  earlier.  Selective  coronary 
arteriograms  were  interpreted  as  “normal.” 
Left  ventriculogram  outlined  a dyskinetic  an- 
terolateral myocardial  aneurysm  4 cm.  in  di- 
ameter. Resection  during  cardiopulmonary 
bypass  was  uneventful.  The  major  coronary 
arteries  were  patent.  One  branch  (anterior 
diagonal)  of  the  left  anterior  descending  cor- 
onary artery  was  occluded,  causing  the  aneu- 
rysm. 


Case  2.  A fifty-five-year-old  patient  had  a 
large  left  ventricular  aneurysm  shown  on 
chest  roentgenogram  nine  months  after  an 
acute  myocardial  infarction.  Selective  arterio- 
grams demonstrated  diffuse  stenosis  of  an  in- 
dividual coronary  artery  (left  anterior  de- 
scending). Because  of  impending  heart  fail- 
ure (left  ventricular  end  diastolic  29  mm.  Hg), 
resection  of  the  aneurysm  10  cm.  in  diameter 
was  advised  and  completed  successfully. 

Myocardial  aneurysms  can  be  associated  with 
coronary  arteriograms  read  as  “normal”  or 
demonstrating  a single  stenotic  vessel. 


Isolated  cases  have  been  reported  of  pa- 
tients with  a normal  coronary  arteriogram 
after  a well-documented  myocardial  infarc- 
tion.1 This  case  report  describes  a post- 
infarction left  ventricular  aneurysm  associ- 
ated with  an  apparently  “normal”  coronary 
arteriogram.  Actually  the  first  major 
branch  of  the  left  anterior  descending  coro- 
nary artery,  named  the  left  diagonal  by 
Baroldi  and  Scomazzoni,2  was  occluded  and 
not  apparent  on  initial  inspection  of  the 
angiogram. 

Case  report 

A fifty-nine-year-old  male  was  in  good  health 
until  he  sustained  a myocardial  infarction 
three  months  prior  to  admission  to  The  New 
York  Hospital-Cornell  Medical  Center.  Three 
weeks  after  infarction  the  chest  roentgeno- 
gram outlined  a protruding  mass  on  the  left 


FIGURE  1.  Chest  roentgenograms.  (A)  Preoperative  film.  Bulge  along  border  of  left  side  of  heart 
suggests  ventricular  aneurysm.  (B)  Postoperative  film.  Bulge  less  evident. 


1970  New  York  State  Journal  of  Medicine  / August  1,  1970 


FIGURE  2.  Preoperative  electrocardiogram  demonstrating  S T changes  in  anterolateral  myocardium. 


ventricular  border  suggesting  left  ventricular 
aneurysm  (Fig.  1A).  S-T  changes  on  the 
electrocardiogram  were  compatible  with  an 
anterolateral  myocardial  infarction,  ischemia, 
or  digitalis  effect  (Fig.  2).  Symptoms  of  con- 
gestive heart  failure,  including  dyspnea  and 
fatigability,  occurred  one  month  postinfarction 
and  subsided  with  digitalis  and  diuretic  treat- 
ment. The  fifty-nine-year-old  male  was  ad- 
mitted for  cineangiography  three  months  after 
infarction. 

A 4-cm. -diameter  dyskinetic  aneurysm  was 
demonstrated  in  the  anterobasal  portion  of 
the  left  ventricle  (Fig.  3).  The  left  ventric- 
ular end-diastolic  pressure  was  normal  (8 
mm.  Hg).  Selective  coronary  arteriography 
outlined  the  normal  left  main,  circumflex,  and 
anterior  descending  artery  (Fig.  .4).  After 
careful  scrutiny  it  was  decided  that  possibly 
an  unvisualized  major  diagonal  branch  was 
responsible  for  the  aneurysm.  The  dominant 
right  and  the  posterior  descending  coronary 
arteries  were  normal. 

The  patient  was  linked  to  a total  cardio- 
pulmonary bypass  apparatus.  A dyskinetic 
4-cm. -diameter  aneurysm  was  seen  on  the 
anterobasilar  nortion  of  the  left  ventricle 
(Fig.  5A).  This  aneurysm  was  quite  close 
to  the  atrioventricular  groove  but  fortunately 
did  not  include  the  anterior  papillary  muscle 
of  the  mitral  valve.  The  occluded  left  diagonal 
branch  of  the  left  anterior  descending  coronary 
artery  entered  the  ventricular  aneurysm.  Ad- 
herent mural  thrombus  and  all  but  the  margin 
of  the  scarred  aneurysm  wall  were  excised. 
The  gross  pathologic  specimen  consisted  of 
organized  mural  thrombus  and  fibrous  myo- 
cardial tissue  (Fig.  5B). 

After  resection  of  the  ventricular  aneurysm, 
the  customary  repair  was  completed.  Heavy 
horizontal  mattress  sutures  were  passed 


FIGURE  3.  Frame  from  cineangiogram  depict- 
ing dyskinetic  left  ventricular  aneurysm  4 cm.  in 
diameter.  Left  ventricular  end-diastolic  pressure 
8 mm.  Hg. 


through  polyvinyl  sponge  and  the  aneurysm 
edge.  A second  row  of  over-and-over  whip 
sutures  were  placed  to  assure  hemostasis. 

Postoperatively  the  patient  returned  to  work 
and  is  asymptomatic.  The  postoperative  x-ray 
film  of  the  chest  was  unremarkable  (Fig.  IB). 
The  electrocardiogram  was  unchanged. 

Comment 

A ventricular  aneurysm  occurring  after 
coronary  artery  occlusion  is  not  a rare 
pathologic  entity.  John  Hunter  first  de- 
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FIGURE  4.  Selective  left  coronary  arteriogram  outlines  normal  diameter  of  left  main,  circumflex,  and 
anterior  descending  coronary  arteries.  Branches  of  latter  vessel  visualized  but  close  inspection  sug- 
gests absence  of  left  diagonal  branch  drawn  by  artist.  This  vessel  present  in  33  per  cent  of  hearts 
dissected  by  Baroldi  and  Scomazzoni.-  When  present  it  was  2 mm.  or  larger  in  diameter  in  three 
fourths  of  those  hearts. 


scribed  this  more  than  two  hundred  years 
ago  in  1757.  The  first  resection  of  a ven- 
tricular aneurysm  was  performed  by  Sauer- 
bruch  in  1931.* 

The  advent  of  ventriculography  and  coro- 
nary arteriography  has  increased  the  ease 
of  diagnosing  these  lesions.  In  one  study, 


FIGURE  5.  Left  ventricular  aneurysm.  (A)  Op 
erative  photograph  of  4-cm.  diameter  aneurysm 
in  anterobasilar  portion  of  left  ventricle.  (B) 
Resected  specimen  of  left  ventricular  aneurysm 
consisting  of  mural  thrombus  and  scarred  myo- 
cardium. 


nearly  all  (47  of  48)  ventricular  aneurysms 
were  associated  with  severe  narrowing  or 
occlusion  of  the  left  anterior  descending  cor- 
onary artery.4 

A large  left  diagonal  branch  can  originate 
at  the  bifurcation  of  the  left  main  coronary 
artery  or  slightly  beyond  from  the  left  an- 


1972  New  York  State  Journal  of  Medicine  / August  1,  1970 


terior  descending  artery.  Baroldi  and  Sco- 
mazzoni-  noted  this  left  diagonal  branch  in 
.‘13  per  cent  of  hearts  studied  at  the  Armed 
Forces  Institute.  The  diameter  of  the  lat- 
ter vessel  was  2 mm.  or  larger  in  three 
fourths  of  those  human  hearts.  James5  ob- 
served that  4 of  10l5  hearts  had  two  parallel 
anterior  descending  coronary  arteries  of 
equal  size.  This  latter  anomaly  was  consid- 
ered preoperatively  by  us  but  was  not  sub- 
stantiated at  surgery. 

From  a group  of  176  patients  with  docu- 
mented myocardial  infarction,  Proudfit, 
Shirey,  and  Sones'1  reported  that  2 cases  had 
normal  or  less  than  30  per  cent  narrowing  of 
their  arteries  as  outlined  by  selective  coro- 
nary arteriography. 

Various  theories  including  diffuse  occlu- 
sion of  microscopic-sized  coronary  arteries 
have  been  considered  to  explain  the  paradox 
of  normal  coronary  arteries  in  myocardial 
infarction.  This  case  illustrates  that  occlu- 
sion of  a left  diagonal  branch  of  the  anterior 
descending  coronary  artery  can  produce 
myocardial  infarction  and  a ventricular  an- 
eurysm. In  such  a case  the  coronary  arte- 
riogram easily  could  be  interpreted  as  nor- 
mal. 

Summary 

A case  of  a postmyocardial  infarction  ven- 
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Pulmonary  atresia  is  the  second  most 
common  cause  of  cyanotic  congenital  heart 


tricular  aneurysm  with  a “normal”  coronary 
arteriogram  is  presented. 

Occlusion  of  the  left  diagonal  branch  orig- 
inating from  the  left  anterior  descending  ar- 
tery caused  this  aneurysm. 

Perhaps  occlusion  of  an  undetected  major 
branch  of  the  coronary  artery  can  explain 
the  myocardial  infarction  in  some  patients 
with  apparently  normal  coronary  angio- 
grams. 
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disease  for  which  palliative  surgery  is  per- 
formed in  early  infancy.  This  lesion  is  of- 
ten associated  with  anomalies  of  the  coro- 
nary vessels,  that  is,  right  ventricular-coro- 
nary artery  communication  by  way  of  intra- 
myocardial  sinusoids.  A single  coronary  ar- 
tery with  a fistula  communicating  with  the 
right  ventricle  is  extremely  rare.  A single 
coronary  artery  alone  is  a rare  anomaly,  and 
its  coexistence  with  another  congenital  heart 
defect  is  extremely  unusual. 

The  demonstration  of  intramvocardial  si- 
nusoids in  pulmonary  valve  atresia  with  in- 
tact ventricular  septum  is  not  unusual  and 
is  usually  seen  with  associated  hypoplastic 
right  ventricles. 

Our  patient  had  a hypoplastic  right  ven- 
tricle, pulmonary  valve  atresia,  and  a single 
left  coronary  artery  without  demonstrable 
sinusoids;  instead,  this  patient  had  a coro- 
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nary  artery  fistula  as  part  of  a single  left 
coronary  artery. 

Summary.  An  unusual  case  of  a newborn 
infant  with  pulmonary  atresia  plus  such  a 
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Primary  tumors  of  the  sternum  are  not 
frequently  encountered,  and  the  majority 
are  malignant. 

The  clinical  diagnosis  by  history  and 
physical  examination  as  well  as  the  radio- 
logic  diagnosis  are,  in  the  majority  of  cases, 
not  pathognomonic,  and  even  the  biopsy  may 
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Twenty-seven  thoracoscopies  with  pleural  bi- 
opsies have  been  performed  in  the  past  three 
years.  Eighteen  biopsies  revealed  malignant 
involvement  of  the  pleura;  one  revealed  tuber- 
culosis. The  high  percentage  of  malignant 
conditions  is  a reflection  of  the  changing  causes 
of  pleural  effusion.  A comparison  with  pub- 
lished figures  for  pleural  biopsies  is  made. 
Four  cases  of  malignant  diseases  failed  to 
yield  positive  diagnoses.  Four  patients  were 
considered  to  have  benign  disease.  The  use  of 
an  emulsion  of  talc  is  recorded  in  the  prevention 
of  recurrence  of  pleural  effusions.  Colored 
photographs  of  the  pleura  were  shown. 

| HE  EFFICACY  OF  THORACOSCOPY  ill  the  diag- 


left  coronary  artery-right  ventricular  con- 
nection was  presented.  The  anatomic,  phys- 
iologic, and  embryologic  problems  were  dis- 
cussed. 


be  misleading.  Biopsies  are  important, 
however,  to  determine  whether  surgery  or 
radiotherapy  is  the  treatment  of  choice. 
Radical  excision  of  the  lesion  is  the  treat- 
ment of  choice  for  the  great  majority  of 
sternal  tumors.  This  poses  the  problem  of 
reconstruction  of  the  chest  wall  and  post- 
operative management. 

A case  was  presented  in  which  a fifty-one- 
year-old  male  was  treated  for  a primary  tu- 
mor of  the  sternum,  and  after  biopsy  nearly 
the  entire  sternum  was  resected  and  the 
chest  wall  reconstructed  with  the  use  of 
Marlex  mesh. 

Diagnosis,  pathologic  features,  and  surgi- 
cal aspect  were  discussed,  and  the  presenta- 
tion, illustrated  with  35-mm.  Kodachrome 
slides  and  motion  picture,  demonstrated  the 
functional  results. 


nosis  of  pleural  effusion  must  be  measured 
against  the  results  of  pleural  biopsy  by  the 
needle  technic. 

Howell  in  19651  analyzed  a collected  series 
of  338  cases  of  needle  biopsy  of  the  pleura. 
He  reported  a diagnosis  of  tuberculosis  in 
30  per  cent  and  a malignant  conditions  in  15 
per  cent.  This  left  44  per  cent  with  a non- 
specific diagnosis  and  11  per  cent  in  which 
the  tissue  obtained  was  inadequate  for  diag- 
nosis. He  achieved  a positive  diagnosis  in 
45  per  cent.  Payne2  in  the  same  year  re- 
viewed 34  needle  biopsies  using  the  Hare- 
field  needle  and  reached  a firm  diagnosis  in 
12  (30  per  cent  positive  diagnosis).  Rao 
et  al. 3 collated  16  series  of  cases,  some  1,294 
patients.  Carcinoma  was  found  on  pleural 
biopsy  in  231  and  tuberculosis  in  319,  a total 
of  41  per  cent  positive  diagnosis.  He  added 
124  of  his  own  patients  with  154  biopsies, 
achieving  a 64  per  cent  positive  histologic 
diagnosis.  Tuberculosis  was  found  in  26 
per  cent  and  malignant  conditions  in  11  per 
cent. 

Tuberculosis  of  the  pleura  is  a diffuse 
disease.  The  three  authors  just  mentioned 
apparently  had  their  greatest  success  in  the 
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diagnosis  of  tuberculosis.  They  were  re- 
warded. however,  with  only  a 15,  29,  18,  and 
1 1 per  cent  success  in  the  diagnosis  of  malig- 
nant disease. 

Lloyd4  reported  in  1953  that  Fabri  and 
Parmiggiani  in  1942  first  recorded  the  use 
of  thoracoscopy  as  a diagnostic  tool.  Lloyd 
summarized  his  findings  in  23  cases,  17  of 
whom  had  malignant  disease,  a yield  of  74 
per  cent. 

European  surgeons  have  used  thoracos- 
copy to  a greater  extent  than  we  have. 
Bergqvist  and  Nordenstein'  initiated  their 
studies  in  1955.  In  1966  they  reported  on 
130  patients.  Although  their  figures  do  not 
check  out  completely,  they  believed  that  the 
diagnosis  of  tuberculosis  could  be  made  on 
inspection  and  biopsy  in  98  per  cent  of  cases 
and  91  per  cent  of  malignant  cases. 

Hatch  and  De  Camp  in  1966,;  reviewed 
their  experience  with  50  consecutive  patients 
with  pleural  effusions  of  unknown  origin.  A 
diagnosis  of  malignant  pleural  disease  was 
made  in  28  patients  (56  per  cent),  inflam- 
matory disease  in  17  patients  (34  per  cent), 
and  miscellaneous  in  5 patients  (10  per 
cent).  They  state  that  a correct  diagnosis 
was  established  in  all  50  cases.  While  I am 
not  sure  that  I can  accept  pneumonia  (3 
cases),  cause  unknown  (7  cases),  congestive 
heart  failure  (2  cases)  as  “established”  di- 
agnoses on  the  basis  of  pleural  biopsy  or 
thoracoscopic  inspection,  I do  have  sympathy 
for  their  reaction  in  that  when  no  diagnosis 
was  made  on  thoracoscopy,  other  measures 
also  failed  to  make  the  diagnosis. 

We  have  performed  27  thoracoscopies  for 
pleural  effusion  in  the  past  three  years. 
These  were  not  consecutive  cases  of  primary 
undiagnosed  pleural  effusions  as  were  those 
of  Hatch  and  De  Camp.  These  27  patients 
had  had  more  than  50  thoracenteses,  with 
cytologic  examination  of  fluid  which  re- 
vealed negative  findings  and  some  20  pleural 
biopsies  which  showed  normal  results.  This 
difference  in  thoracenteses  as  compared  with 
pleural  biopsies  demonstrates  how  an  inter- 
est in  thoracoscopy  can  educate  the  medical 
man  not  to  do  pleural  biopsies. 

We  achieved  a positive  result  on  pleural 
biopsy  in  20  of  our  27  patients  (74  per  cent). 
Only  1 of  these  was  tuberculous.  This,  of 
course,  is  a reflection  of  our  patient  popula- 
tion today  and  a reflection  of  the  type  of  ef- 
fusion we  were  asked  to  diagnose.  Of  the 
19  patients  with  a diagnosis  of  malignant 


disease,  9 had  bloody  fluid,  and  10  had  fluid 
described  as  clear  yellow.  The  patient  with 
tuberculosis  had  clear  yellow  fluid. 

Diagnoses  on  pleural  biopsy 

The  positive  results  in  our  20  patients  are 
as  follows : 

1.  Metastatic  adenocarcinoma,  sugges- 
tively from  the  stomach.  This  patient  had 
no  symptoms  referable  to  her  gastrointesti- 
nal tract. 

2.  Metastatic  adenocarcinoma,  poorly  dif- 
ferentiated. Bronchoscopy  later  yielded  a 
positive  diagnosis  from  the  right  upper  lobe. 

3.  Mesothelioma  or  papillary  adenocarci- 
noma from  thyroid.  Later  events  proved  it 
to  be  metastatic  from  the  thyroid. 

4.  Adenocarcinoma,  suggestively  from 
lung.  We  were  able  to  find  x-ray  films  of  the 
chest  taken  five  years  prior  to  operation 
which  showed  a nodule  in  the  lung.  The 
pleural  reaction  obscured  the  lung  field  at 
the  time  of  hospitalization. 

5.  Necrotic  tumor,  suggestively  from  pan- 
creas. 

6.  Adenocarcinoma,  probably  originating 
in  pancreas.  An  abdominal  mass  was  pal- 
pated later. 

7.  Poorly  differentiated  carcinoma;  au- 
topsy later  revealed  a primary  site  in  the 
pancreas. 

8.  Metastatic  oat-cell  carcinoma,  probably 
originating  in  the  lungs. 

9.  Clusters  of  malignant  cells;  primary 
site  not  diagnosed. 

10.  Metastatic  carcinoma,  compatible  with 
thyroid  origin. 

11.  Tuberculosis. 

12.  Metastatic  cancer,  probably  breast. 
This  patient  had  had  a hysterectomy  for  can- 
cer and  a radical  mastectomy  for  cancer  of 
the  breast. 

13.  Adenocarcinoma;  patient  had  healed 
tuberculosis  with  suggestion  of  a new  infil- 
trate in  the  lung. 

14.  Mesothelioma;  patient  still  alive  with- 
out progression  of  the  disease. 

15.  Adenocarcinoma;  primary  site  unde- 
termined. 

16.  Mucus-producing  adenocarcinoma 
from  lung  or  pancreas. 

17.  Lymphosarcoma. 

18.  Papillary  adenocarcinoma ; thyroid. 

19.  Adenocarcinoma  from  breast,  five 
years  postradical  mastectomy. 
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20.  This  patient’s  diagnosis  is  not  settled. 
The  pathology  department  is  divided.  Some 
say  the  biopsy  reveals  malignant  disease  rep- 
resenting mesothelioma;  others  say  it  is  not 
malignant. 

Of  interest  are  4 patients,  3 with  proved 
carcinoma  of  the  lung  and  1 with  metastatic 
disease  from  the  breast.  Only  1 of  the  pul- 
monary carcinomas  had  a clear  yellow  effu- 
sion. Thoracoscopy  was  done  on  this  pa- 
tient and  the  pleura  contained  no  nodules, 
and  the  biopsies  gave  negative  results.  One 
month  later  an  obvious  cancer  of  the  right 
middle  lobe  developed,  and  the  patient  died. 
Two  patients  with  bloody  pleural  effusions 
had  numerous  adhesions  which  made  total 
inspection  of  all  surfaces  impossible,  but  no 
nodules  were  seen,  and  random  pleural  biop- 
sies revealed  negative  findings  although  an 
attempt  was  made  to  perform  the  biopsy  as 
close  to  the  adhesions  as  possible.  One  pa- 
tient with  a bloody  pleural  effusion,  initiated 
supposedly  by  metastatic  cancer  of  the 
breast  to  the  pleura,  was  given  a thoraco- 
scopic examination  and  found  to  have  a thick 
layer  of  fibrin  over  the  pleural  surfaces  en- 
closing a small  loculated  effusion.  Perhaps 
if  I had  scraped  off  enough  fibrin,  a positive 
pleural  biopsy  result  could  have  been  ob- 
tained. 

This  leaves  3 patients  with  undiagnosed 
disease.  One  patient  was  seen  with  a 
chronic  pleural  effusion,  clear  yellow  in  char- 
acter. Thoracoscopy  revealed  multiple  small 
nodules  in  varying  sizes  and  colors,  fading 
into  an  angry  looking  inflamed  pleura. 
These  nodules  contained  collagen  and  leuko- 
cytes but  no  tumor.  Following  pleural 
drainage  with  suction,  the  lung  expanded, 
and  the  fluid  did  not  recur.  This  patient  has 
been  followed  for  three  years,  and  finally 
some  emphysematous  blebs  have  developed 
on  the  contralateral  side. 

It  may  be  that  a spontaneous  pneumo- 
thorax with  effusion  had  occurred  on  the 
ipsolateral  side  and  that  thoracoscopy  was 
only  an  incident  in  the  natural  course  of  his 
disease. 

One  patient  for  whom  thoracoscopy  gave 
negative  findings  was  later  subjected  to  tho- 
racotomy which  also  revealed  negative  find- 
ings. 

One  elderly  lady  with  recurrent  pleural  ef- 
fusion showed  negative  results  on  thora- 
coscopy. Because  fluid  recurred  rapidly,  talc 
emulsion  was  instilled  which  prevented  the 


recurrence  of  fluid  for  a month  at  which 
time  she  died.  No  autopsy  was  obtained. 

I have  not  been  able  to  make  a positive  di- 
agnosis by  visual  inspection  alone  except  in 
1 case.  But  in  that  case,  the  very  first  one  I 
did,  only  one  nodule  was  present,  high  on  the 
posterior  chest  wall  fronting  the  scapula, 
about  2 cm.  in  size  with  a bleeding  necrotic 
center.  This  is  the  only  patient  in  whom 
the  cause  of  a bloody  effusion  was  obvious. 
For  the  remainder  the  nodules  as  seen  vary 
in  size.  They  may  project  into  the  lumen, 
seemingly  as  raw  tumor  projections,  overly- 
ing the  pleura.  In  other  instances  the  nod- 
ules appear  to  be  beneath  the  pleura  and 
pushing  the  intact  pleural  surface  upward. 
In  some  the  tumor  tissue  is  evidenced  by 
sheets  of  neoplastic  tissue  with  no  grossly 
normal  pleura  present  at  all.  The  scattering 
of  nodules  over  the  pleura  surface,  fre- 
quently with  very  large  amounts  of  normal 
pleura  between  nodules,  accounts  for  the  low 
incidence  of  positive  malignant  needle  bi- 
opsy findings. 

The  lysing  of  adhesions  as  performed  for 
tuberculosis  was  almost  always  done  under 
local  anesthesia.  The  patients  tolerated  the 
procedure  well  because  the  patients  had  be- 
come accustomed  to  the  changes  in  pleural 
pressure.  In  addition,  the  tuberculous  pa- 
tients were  young.  Our  patients  did  not 
tolerate  the  pressure  changes  as  well.  Fur- 
thermore, under  general  anesthesia  it  was 
possible  to  see  whether  the  lung  would  ex- 
pand completely  when  positive  pressure  was 
exerted  by  the  anesthetist. 

I had  transferred  the  use  of  talc  to  the 
pleura  following  my  experience  with  talc 
cardiopericardiopexy  without  being  aware 
that  Pearson  and  MacGregor  in  19667  had 
reported  on  the  use  of  talc  poudrage  in  the 
control  of  19  malignant  pleural  effusions. 
U.S.P.  talc  (approximately  1 Gm.)  is  made 
into  suspension  with  50  to  75  cc.  of  saline 
solution.  When  instilled  into  the  patient 
with  no  pleural  fluid,  it  can  cause  severe 
pain.  This  was  another  reason  for  convert- 
ing to  general  anesthesia.  When  the  lung 
did  not  expand,  I refrained  from  instilling 
talc  at  the  time  of  operation.  However, 
when  underwater  suction  had  exerted  its  ef- 
fect, allowing  for  slow  re-expansion  of  the 
lung  or  a shift  of  mediastinum,  I was  able 
to  instill  the  talc  suspension  through  the 
pleural  tube  three  to  four  days  later  with 
salutory  effect. 
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FIGURE  1.  (A)  Massive  pleural  effusion  on  right;  early  effusion  on  left.  Patient  had  carcinoma  of 
pancreas.  (B)  Right  pleural  cavity  free  of  fluid  two  months  following  thoracoscopy  and  instillation  of 
talc  suspension.  Left  pleural  effusion  increasing  in  spite  of  numerous  thoracenteses. 


The  latest  design  of  the  thoracoscopic  in- 
struments that  I used*  were  influenced  and 
improved  by  I.  Sarot,  M.D.  The  instrument 
is  dependable,  gives  adequate  light,  and  has 
the  advantage  that  it  is  self  contained.  This 
means  that  the  procedure  can  be  performed 
in  any  hospital.  Indeed,  my  own  operations 
were  done  in  several  different  hospitals  with- 
out difficulty. 

Fiber  optic  thoracoscopes  which  give  con- 
siderably better  illumination  are  also  avail- 
able.* I was  able  to  take  photographs  of  the 
pleural  surfaces  with  these  instruments.  An 
additional  advantage  is  that  the  light  is  so 
intense  that  the  operating  room  need  not  be 
darkened  at  any  time. 

The  colored  slides  which  were  obtained  on 
photography  through  the  thoracoscope  are 
of  good  definition  and  excellent  for  projec- 
tion. However,  since  visual  inspection  is 
not  diagnostic  it  did  not  seem,  in  view  of  the 
expense  involved,  worthwhile  to  publish  col- 
ored photographs. 

The  accompanying  figures  reveal  the  ef- 
fect of  talc  in  the  right  pleural  cavity  (Fig. 
1).  It  prevented  the  reaccumulation  of  fluid 
following  its  instillation,  while  fluid  reac- 
cumulated on  the  left  side  after  being  sub- 
jected to  several  thoracenteses. 

An  incidental  finding  during  the  course  of 
the  photography  was  that  the  camera  with 
contained  film,  color  or  black  and  white, 
could  be  sterilized  using  gas  technics  with- 
out changing  the  resulting  picture. 

Talc  suspended  in  saline  was  used  in  12 

* American  Cytoscope  Makers,  Inc.,  Pelham,  New  York. 


patients,  either  at  operation  or  within  three 
to  four  days  thereafter.  In  no  case  did  these 
patients  require  further  thoracenteses. 

The  advantages  of  thoracoscopy  are  as 
follows:  It  is  a simple  procedure.  There 

is  minimal  operative  stress.  It  permits  in- 
spection of  large  pleural  areas.  Numerous 
and  adequate  biopsies  may  be  obtained,  of 
sufficient  size,  I may  add,  to  permit  of  fro- 
zen section  diagnosis.  All  the  fluid  is  re- 
moved. The  degree  of  re-expansion  of  the 
lung  is  readily  ascertained. 


Summary 

The  advantages  of  thoracoscopy  in  the 
diagnosis  of  pleural  effusions  of  unknown 
cause  are  discussed.  The  technic  is  simple. 
There  have  been  no  morbid  inactions  and  no 
deaths  from  the  procedure.  The  use  of  talc 
emulsion  to  create  a symphysis  between  the 
visceral  and  parietal  surfaces  of  the  lung 
is  described. 
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The  afternoon  scientific  session  presented 
a symposium  entitled  “The  Present  Status 
of  Myocardial  Revascularization.’’ 

The  speakers  will  discuss  various  aspects 
of  myocardial  revascularization,  and  for  this 
program  authorities  were  assembled  from 
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Qoronary  arteriography  has  matured  into 
an  accepted  diagnostic  procedure  over 
the  past  ten  to  eleven  years.  Coronary  ar- 
tery surgery  also  has  matured  to  the  point 
where  our  surgeons  are  becoming  bolder  and 
apply  their  art  more  extensively,  so  that 
many  things  can  now  be  done  with  the  cor- 
onary circulation  that  could  not  even  be  con- 
sidered five  to  ten  years  ago. 

I wish  to  present  a concept  that  is  really 
based  on  pathologic  studies  done  many 
years  ago  to  clarify  what  happens  when 
coronary  arteries  obstruct  and  occlude  and 
how  patients  survive,  do  not  survive,  do 
well,  or  do  poorly.  From  that  concept,  I 
will  give  my  own  ideas  as  to  which  indi- 
viduals might  be  better  candidates  for  sur- 
gery than  others. 

The  significance  of  obstructive  coronary 
artery  disease  lies  in  myocardial  perfusion. 
The  name  of  the  game  in  coronary  artery 
disease  is  really  “myocardium.” 

If  someone  could  figure  some  magic  way 
to  block  all  the  coronary  arteries  and  yet 
preserve  the  integrity  of  the  left  ventricle, 


across  the  country  to  bring  the  most  up-to- 
date  information  on  this  subject  of  vital  im- 
portance. 

I wished  to  structure  this  presentation  so 
as  to  give  a fair,  impartial,  and,  hopefully, 
controversial  presentation  of  the  subject.  It 
would  have  been  relatively  easy  to  structure 
this  presentation  prosurgical  or  antisurgi- 
cal,  but  I think  relatively  less  would  be  de- 
rived from  the  session.  We  have  great  au- 
thorities present  who  will  have  various 
things  to  say  about  what  has  been  done  and 
what  is  being  done  in  the  way  of  myocardial 
revascularization. 

we  would  not  need  to  discuss  coronary 
arteries  now. 

Perfusion  deficits 

I have  attempted  to  break  lack  of  perfu- 
sion into  three  major  categories,  minor,  ma- 
jor, and  massive  perfusion  deficits.  Minor 
perfusion  deficits  involve  side  branches  or 
distal  main  trunks,  predominantly  areas  of 
myocardium  that  are  not  huge  in  size  and 
that  do  not  involve  important  conduction 
tissue  within  them.  This  would  usually  in- 
dicate the  right  coronary  artery  distal  to 
the  atrioventricular  node  artery  origin,  if 
it  is  the  dominant  vessel;  the  left  anterior 
descending  distal  to  the  first  perforator  to 
the  interventricular  septum  and  preferably 
distal  to  the  second  diagonal  branch ; and 
the  left  circumflex  distal  to  its  major  bifur- 
cation into  its  lateral  marginal  and  posterior 
left  ventricular  branches. 

Major  perfusion  deficits  involve  any  proxi- 
mal main  trunk  or  multiple  minor  side 
branches,  whereas  with  massive  perfusion 
deficits  two  or  more  proximal  main  trunks 
or  diffuse  minor  deficits  may  occur,  as  in 
diabetes  mellitus,  or  main  stem  of  the  left 
coronary  artery,  which  would  involve  the 
left  anterior  descending  and  circumflex  sys- 
tems combined.  Lesions  in  these  categories, 
if  not  compensated,  may  lead  to  a large  loss 
of  myocardial  tissue,  conduction  defects, 
very  often  congestive  failure,  and  shock  syn- 
drome. These  are  the  really  poor  prognos- 
tic cases. 

The  larger  the  area  of  perfusion  deficit, 
the  worse  the  prognosis. 

When  stenosis  occurs  in  a vessel  and  there 
are  no  intercoronary  collaterals  to  make  up 
for  it,  I call  this  circumstance  a noncom- 
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pensateil  perfusion  deficit  because  blockage 
will  lead  to  myocardial  infarction. 

Decompensation  is  the  term  I use  for  a 
blocked  vessel  that  leaves  within  its  wake  an 
area  of  myocardium  which  becomes  ne- 
crotic. In  other  words,  decompensation  and 
myocardial  infarction  in  this  type  of  struc- 
ture are  synonymous,  and  myocardial  in- 
farctions are  grossly  broken  down,  not  in 
terms  of  area  involved  but  in  terms  of  thick- 
ness of  myocardium  damaged. 

Partial  decompensation  indicates  a non- 
transmural myocardial  infarction,  whereas 
complete  decompensation  indicates  a trans- 
mural myocardium  infarction.  Transmural 
myocardial  necrosis  occurs  in  an  obstruc- 
tion or  occlusion  in  which  there  is  no  com- 
pensation, and  a full-thickness  myocardial 
infarction  results. 

Nontransmural  necrosis  is  caused  by  a 
perfusion  deficit  due  either  to  severe  non- 
occluded  stenosis  with  diminished  flow  or 
to  an  occluded  vessel  without  adequate  col- 
laterals, so  that  full-thickness  tissue  death 
is  not  experienced  but  only  partial  thick- 
ness. 

If,  as  a vessel  is  occluding,  compensatory 
channels  begin  to  occur,  we  can  recognize 
this  on  coronary  arteriography.  I classify 
this  as  an  inadequately  compensated  perfu- 
sion deficit.  If  a vessel  has  occluded  and  has 
full  cross  collaterals,  I call  this  an  ade- 
quately compensated  perfusion  deficit. 
Compensation  can  be  divided  into  two  major 
categories,  dependent  on  the  status  of  the 
vessels  supplying  collateral  flow.  First,  the 
feeder  for  the  collaterals  is  widely  patent 
and  nonjeopardized  or  unjeopardized. 
Second,  the  feeder  is  a jeopardized  vessel. 
Obviously,  different  types  of  perfusion  def- 
icits may  coexist  in  the  same  patient. 

Adequate  or  inadequate  compensation 
which  is  jeopardized  often  produces  a mas- 
sive perfusion  deficit  and  all  its  attendant 
dangers. 

The  timing  of  collateral  formation  is  as 
important  as  its  adequacy  in  terms  of  pro- 
tective function.  Compensation  occurring 
too  late  will  not  be  able  to  revitalize  scar 
tissue. 

Figure  1 demonstrates  the  concept.  When 
unjeopardized  collaterals  exist,  occlusions 
usually  do  well.  This  concept  has  been 
borne  out  and  actually  was  initiated  almost 
three  years  ago  in  a single  case  during  a 
time  when  our  operative  abilities  were  some- 


what more  limited  than  at  present.  At  that 
time  I hail  a patient  who  needed  surgery. 

The  surgical  procedure  was  unsuccessful, 
the  patient  survived,  but  follow-up  examina- 
tions demonstrated  what  I think  can  reason- 
ably be  determined  as  a natural  course  of 
the  disease.  We  will  review  the  angiograms 
in  this  case. 

Normal  coronary  arteriograms  are  found 
in  10  to  40  per  cent  of  people  diagnosed 
clinically  as  having  coronary  insufficiency. 
You  get  closer  to  40  per  cent  the  more 
liberal  you  are  in  interpreting  symptoms 
and  really  closer  to  90  per  cent  the  stricter 
you  are  in  interpreting  symptoms.  Of 
course,  the  stricter  you  become  in  interpret- 
ing symptoms,  the  more  people  you  mis- 
interpret as  not  having  coronary  insuf- 
ficiency, whereas  in  those  people  liberally 
diagnosed,  you  have  too  many  misdiagnosed 
as  having  coronary  disease. 

By  viewing  the  left  coronary  artery  in 
the  right  oblique  projection,  the  origin  of 
septal  perforators  is  appreciated.  Lesions 
proximal  to  the  first  major  perforator  are 
very  often  fatal  when  they  occlude;  lesions 
distal  to  that  first  major  perforator  can 
very  often  be  reasonably  well  tolerated. 
That  is  why  the  differentiation  between 
minor  and  major  perfusion  deficits  becomes 
important. 

A ventriculogram  should  be  part  of  every 
coronary  arteriogram.  The  ventriculogram 
allows  you  to  recognize  scar  tissue  and  an- 
eurysm formation.  You  will  not  bring 
blood  to  a scar  surgically.  You  bring  blood 
surgically  to  good  contractile  myocardium. 
Individuals  who  had  been  diagnosed  clini- 
cally as  having  significant  coronary  insuf- 
ficiency have  been  found  to  have  normal 
coronary  arteries  by  angiography.  This 
type  of  individual  usually  has  T-wave 
changes  on  his  electrocardiograms;  QRS 
changes  are  unusual. 

Case  report 

The  patient  whose  history  I have  already 
presented  had  acute  nontransmural,  posterior 
myocardial  infarction.  Coronary  arteriograms 
were  performed  several  months  after  recovery. 
He  was  still  symptomatic  with  angina.  There 
was  a lesion  on  the  diagonal  branch  which  was 
narrowed  somewhere  in  the  vicinity  of  50  per 
cent  with  the  remainder  of  the  left  coronary 
vessels  reasonably  patent  with  no  collaterals 
to  the  right  coronary  artery. 

Atherosclerotic  material  was  seen  in  the 
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CLASSIFICATION  of  PERFUSION  DEFICITS  of 
MAJOR  and  MASSIVE  MAGNITUDE 


MAJOR  MAJOR 

Non-Compensated  Compensated 


Inadequate 

Unjeopardized 


PARTIAL  DECOMPENSATION 


COMPLETE  DECOMPENSATION 


Adequate  Jeopardized 


(Non -transmural  myocardial  infarction) 


(Transmural ) 


FIGURE  1.  Diagrammatic  classification  of  coronary  artery  perfusion  deficits. 


right  coronary  artery  and  a severe  stenosis 
near  the  midportion  of  the  right  coronary 
artery,  which  is  a dominant  vessel  distributing 
a large  number  of  its  branches  to  the  left 
ventricle.  There  was  severe  stenosis,  narrowed 
nearly  90  per  cent  for  a brief  segment,  arterio- 
sclerotic changes  proximal  to  it,  and  a very 
large,  dominant  right  coronary  artery  with  the 
atrioventricular  node  vessel  distally.  This  man 
was  also  having  significant  bradycardic  epi- 
sodes and  angina.  He  once  had  an  infarction. 
This  was  a noncompensated  perfusion  deficit. 

I believed  this  patient  was  a candidate  for 
surgery.  Unfortunately,  at  that  time  the  only 
operation  we  had  was  a right  coronary  artery 
patch  graft.  As  we  have  found  subsequent  to 
this  case,  and  this  has  been  the  experience  of 
many  people,  when  a patch  graft  is  attempted 
over  a long  arterial  segment,  it  will  very  often 
fail.  To  remain  patent  a patch  graft  must  be 
confined  to  a very  short  segment  of  coronary 
artery. 

His  left  ventriculogram  showed  an  area  of 
diminished  contractility;  it  represented  the 
posterolateral  extension  of  his  myocardial  in- 
farction and  was,  indeed,  an  angiographic  con- 
firmation of  the  electrocardiographic  changes. 
Interestingly  enough,  at  the  time  of  this  study 
his  electrocardiogram  was  read  by  most  people 


as  normal ; the  only  residual  was  a very  small 
Q wave  in  lead  III  with  normal  T waves 
throughout. 

There  was  perfectly  normal  contractility  in 
every  other  area  of  the  ventricle.  Following 
this  examination  he  was  sent  to  surgery  for  a 
right  coronary  artery  patch  graft. 

No  one  could  have  asked  for  a better  post- 
operative result  in  a patient.  He  became  totally 
asymptomatic,  returned  to  work,  and  was 
doing  quite  well.  However,  he  suddenly  became 
extremely  symptomatic  again,  was  checked  out 
clinically,  was  found  not  to  have  a myocardial 
infarction,  and  was  restudied  practically  im- 
mediately. 

The  postoperative  arteriogram  of  his  right 
coronary  artery  while  he  was  symptomatic 
showed  the  operative  site.  It  was  very  narrow 
in  this  area  and  the  distal  segments  of  the 
right  coronary  artery  did  not  fill  antegrade 
before  nitroglycerin  was  used.  After  nitro- 
glycerin the  whole  right  coronary  artery  was 
seen  in  continuity.  The  very  narrowed  segment, 
which  was  obviously  not  a normal  vessel,  was 
dilated  enough  to  allow  better  flow,  certainly 
far  from  normal  but  better  across  that  area, 
while  the  distal  right  coronary  artery  remained 
intact.  In  this  day  and  age  he  would  have 
had  a right  coronary  artery  bypass  with  a 
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saphenous  vein.  We  did  not  have  that  opeia- 
tion  then. 

His  left  coronary  artery  at  that  time  also 
showed  collaterals  to  small  bits  and  pieces  of 
the  right  coronary  artery  without  the  whole 
vessel  being  appreciated.  The  only  left  coro- 
nary lesion  was  in  the  diagonal  branch  lesion 
which  had  not  changed  significantly  over  the 
ensuing  months. 

Because  we  had  no  other  operation  to  offer 
realistically  at  that  time  and  because  he 
seemed  to  be  having  collaterals  developing 
from  unjeopardized  sources,  we  started  this 
man  on  a very  potent  vasodilator  program,  plus 
progressive  activities  as  soon  as  he  could  begin 
to  tolerate  them.  He  was  perfectly  miserable 
for  several  months.  However,  one  morning 
after  he  awakened  his  wife  called  me.  I 
thought  she  was  calling  to  tell  me  that  he  had 
died.  She  said  his  color  was  better  ; he  looked 
and  felt  better,  and  we  brought  him  in  a few 
months  later  and  restudied  him. 

W'e  now  found  a totally  occluded  right  coro- 
nary artery.  His  condition  had  changed  from 
stenosis  to  coronary  occlusion,  and  he  improved 
symptomatically.  How  could  this  be?  All  of 
us  dread  coronary  occlusions.  Actually,  our 
prior  angiogram  was  the  clue,  and  this  angio- 
gram was  the  confirmation.  He  did,  indeed, 
have  coronary  occlusion,  but  he  had  fully  and 
adequately  compensated  for  it  from  the  left 
coronary  artery.  The  right  coronary  artery 
was  now  clearly  visualized  by  virtue  of  col- 
laterals from  the  left  coronary  artery. 

Therefore,  we  see  that  there  are  some  people 
with  coronary  artery  disease  who  do  well 
despite  the  fact  they  may  have  severe  stenotic 
lesions.  W'e  have  known  this  for  years.  I 
now  think  we  have  a way  to  recognize  it.  This 
man  has  had  minimal  angina  at  a normal  ac- 
tivity level  to  the  present  time.  I believed  his 
bradycardia,  which  persisted  at  this  time,  was 
out  of  proportion  to  his  perfusion  adequacy. 
I re-examined  him  and  found  he  had  a carotid 
sinus  syndrome. 

When  I pressed  on  his  carotid  sinus,  his 
heart  stopped;  so  we  prescribed  an  atropine 
preparation.  When  he  later  became  resistant 
to  atropine,  we  stai'ted  him  on  ephedrine  de- 
spite the  fact  we  knew  he  had  coronary  artery 
disease,  but  we  knew  also  that  he  had  a com- 
pensated perfusion  deficit  that  was  unjeop- 
ardized. He  tolerated  the  ephedrine  until  we 
had  to  increase  the  dosage  to  a faii'ly  high  level, 
at  which  time  some  anginal  complaint  began  to 
redevelop,  not  severe,  but  definite.  We  de- 
creased our  dosage,  and  his  bradycardia  is 
now  controlled  without  angina,  and  he  con- 
tinues on  vasodilators.  We  decreased  his  vaso- 
dilator therapy  after  the  last  examination 
with  no  change  in  symptomatic  status.  It 
is  my  present  suspicion  that  we  may  even  be 
able  to  stop  those  medications,  and  he  might 
do  just  as  well.  I do  not  have  the  fortitude 
to  do  so  at  the  present  time,  however.  Now 
let  us  review  the  sequence  of  events. 

The  first  time  we  saw  this  patient  he  had  a 
noncompensated  perfusion  deficit.  Partial 


decompensation  developed  with  a nontrans- 
mural posterior  myocardial  infarction  which 
showed  on  his  electrocardiogram,  and  he  did 
have  enzyme  changes. 

He  did  not  have  a transmural  infarction;  it 
was  a partial  decompensation,  nontransmural. 
The  second  examination  was  done  when  he  was 
extremely  symptomatic  and  demonstrated  in- 
adequate compensation  but  from  un jeopardized 
sources. 

The  final  examination  demonstrated  adequate 
compensation  from  an  un  jeopardized  source. 
The  belief  at  this  point  was  that  should  he 
progress  to  a jeopardized  circumstance,  an 
operative  procedure  might  be  done  very  pos- 
sibly on  the  initially  obstructed  vessel  to  re- 
constitute flow,  turn  collaterals  around  in  the 
other  direction,  and  protect  him  from  what 
might  be  an  imminent  occlusion.  One  may 
take  care  of  both  circumstances,  or  both  vessels 
could  be  bypassed. 

Comment 

If  something  is  not  done  for  these  people 
when  they  have  a jeopardized  circumstance, 
a large  myocardial  infarction  occurs,  and 
the  sick  cardiac  patient  results. 

From  this  concept  I have  drawn  Figure  2. 
As  seen  in  the  left  hand  column,  the  indi- 
vidual who  has  adequate  compensation 
from  an  un  jeopardized  source  will  usually 
have  no  symptoms  or  stable  angina  pectoris. 
The  only  time  that  exacerbation  of  angina 
will  develop  in  the  absence  of  disease  pro- 
gression will  be  if  the  patient  overextends 
himself  physically  or  emotionally  or  is  given, 
as  we  gave  our  patient,  the  equivalent  of  an 
epinephrine-type  substance. 

If  he  has  a noncompensated  circumstance, 
however,  he  can  still  have  no  symptoms  or 
stable  angina,  but  he  can  have  unstable 
angina  as  well.  If  he  is  inadequately  com- 
pensated, he  can  also  have  no  symptoms  or 
stable  angina,  but  he  can  also  be  unstable. 
If  jeopardized  collaterals  develop,  whether 
those  collaterals  be  adequate  or  inadequate, 
he  is  in  a very  tight  spot. 

If  infarction  occurs,  he  falls  into  the  de- 
compensated zone,  but  one  must  remember 
that  this  area  is  a locum  tenens.  The  pa- 
tient has  a nontransmural  or  a transmural 
myocardial  infarction  only  transiently  in 
the  course  of  his  disease.  Myocardial  dam- 
age results;  and  when  he  recovers,  his  con- 
dition is  converted  into  a category  of  per- 
fusion deficit.  The  length  of  his  life,  his 
comfort,  and  his  long-term  outlook  are  no 
longer  dependent  on  the  vessel  that  occluded, 
or  was  stenotic,  and  caused  his  myocardial 
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FIGURE  2.  Correlation  of  coronary  perfusion  deficits  with  clinical  findings  and  management. 


infarction.  His  long-term  prognosis  is  inti- 
mately dependent  on  his  remaining  coronary 
arteries  and  their  contribution  to  perfusion 
of  the  uninfarcted  and  infarcted  areas  where 
viable  myocardial  tissue  remains. 

Unfortunately,  we  cannot  place  these 
people  clinically  by  virtue  of  their  symp- 
toms except  on  a statistical  basis.  Unstable 
angina,  however,  will  usually  be  inadequately 
compensated,  noncompensated,  or  jeopar- 
dized compensated. 

As  far  as  therapy  is  concerned,  we  have 
well  over  50  patients  in  this  adequately,  un- 
jeopardized compensated  group.  They  have 
all  been  treated  medically,  and  only  1,  from  a 
pure  symptomatic  basis  without  electrocar- 
diographic change,  has  required  surgery. 

Within  six  months  all  the  others  have  re- 
verted to  functional  Class  I-II,  that  is,  able 
to  tolerate  normal  activity  fairly  well,  and 
have  not  required  an  operation  regardless 
of  what  their  anginal  status  might  have 
been  at  the  time  they  were  initially  seen. 

The  inadequate  collateral  circumstance 
can  usually  be  treated  in  the  hope  that  it 
will  rise  to  an  adequate  circumstance,  as 
we  saw  in  the  case  presented,  and  this  has 
indeed  been  true  in  several  cases  to  date. 

Of  the  noncompensated  and  the  jeopar- 
dized circumstances,  to  be  quite  frank,  I 
do  not  know  which  of  these  requires  opera- 


tion. We  have  been  “sitting”  on  several  of 
the  noncompensated  cases  arbitrarily.  Let 
me  say  at  this  point,  we  have  had  3 deaths 
in  the  jeopardized  group  over  the  past  year 
while  waiting  for  their  operation  to  be  done. 

Two  of  these  people  never  had  a myocar- 
dial infarction  prior  to  their  coronary  ar- 
teriography. Most  of  them  had  very  severe 
angina.  We  are  following  several  people 
in  the  noncompensated  group.  We  have  al- 
ready had  to  send  at  least  one  third  of  them 
to  surgery  because  of  recurrent  symptoms 
and  recurrent  nontransmural  myocardial  in- 
farction. 

At  this  point  we  know  the  unjeopardized 
group  has  a good  prognosis  with  medical 
treatment,  very  possibly  with  no  treatment 
at  all. 

The  noncompensated  may  become  com- 
pensated, so  that  the  fact  an  individual  is 
noncompensated  does  not  necessarily  mean 
he  needs  an  operation.  We  will  have  to  find 
this  out  in  time. 

The  patient  with  a jeopardized  collateral 
circumstance  is  the  one  suffering  from  a 
massive  perfusion  deficit  and  is  the  most 
endangered  patient  in  the  group,  at  least 
in  our  present  experience. 

We  have  been  working  with  this  concept 
for  the  past  three  years.  As  time  has  pro- 
gressed, this  type  of  evaluation  and  think- 
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ing  has  led  me  to  the  production  of  the  dia- 
gram (Fig.  2).  This  has  “held  water”  for 
us  now  for  more  than  twelve  months.  We 
are  very  excited  about  it.  We  think  it  will 
be  very  helpful,  at  least  in  judging  that  in- 
dividual who  might  have  severe  localized  ob- 
struction and  a good  long-term  prognosis, 
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Approximately  four  million  persons  in 
the  United  States  suffer  with  coronary  heart 
disease.  Each  year  800,000  have  a myo- 
cardial infarction,  and  half  of  them  suc- 
cumb. Approximately  250,000  die  before 
they  can  be  treated.  The  remaining  150,000 
do  not  survive  even  though  they  have  had 
the  benefit  of  competent  care.  In  brief,  cor- 
onary heart  disease  is  a remarkably  com- 
mon and  serious  health  problem. 

Handling  of  coronary  attack 

The  basic  pathophysiology  of  coronary 
heart  disease  evolves  from  a mechanical 
event,  obstruction  to  the  flow  of  blood  within 
the  coronary  arterial  system.  Various  sur- 
gical measures  have  been  proposed  to  cir- 
cumvent, modify,  or  correct  the  structural 
fault  and  to  lessen  its  consequences.  They 
may  be  classified  according  to  their  defined 
purpose:  (1)  interrupt  pain,  (2)  reduce 

cardiac  work,  (3)  revascularize  myocardium, 
(4)  reconstruct  coronary  artery,  (51  bypass 
vascular  obstruction,  and  (6)  repair  struc- 
tural defect. 

Examples  in  the  first  category  are  tho- 
racic sympathetic  ganglionectomy  and  tho- 
racic posterior  rhizotomy  for  intractable  an- 
gina pectoris.  Total  thyroidectomy  belongs 
in  the  second  group.  The  third  includes 


saving  him  for  an  operative  procedure  some 
time  later  after  his  disease  may  have  fur- 
ther progressed  and  when  he  may  be  able 
to  get  more  help,  and  also  to  send  the  man 
who  has  a severely  jeopardizing  circum- 
stance to  surgery,  possibly  saving  him  from 
chronic  disability  or  death. 


pericardial-epicardial  abrasion  (Beck  I), 
tissue  grafts,  aortocoronary  sinus  anasto- 
mosis (Beck  II),  internal  mammary  im- 
plant (Vineberg  procedure),  and  various 
modifications  and  combinations  of  these 
measures.  The  fourth  classification  con- 
sists of  direct  or  gas  endarterectomy  and  ar- 
teriotomy  with  patch  or  segmental  vein 
graft.  Bypass  graft  procedures  are  listed 
in  the  fifth  category.  Finally,  technics  for 
resection  of  akinetic  and  dyskinetic  lesions, 
repair  of  septal  perforation  and  chordal 
rupture,  and  replacement  of  a dysfunction- 
ing  mitral  valve  with  an  appropriate  pros- 
thesis belong  in  the  group  which  repair 
structural  defects  arising  from  coronary 
heart  disease. 

Sufficient  experience  has  been  gathered 
over  the  long  years  to  permit  critical  evalua- 
tion of  many  of  these  procedures.  A num- 
ber, such  as  thoracic  sympathetic  ganglio- 
nectomy, total  thyroidectomy,  pericardial- 
epicardial  abrasion,  and  tissue  grafts,  have 
fallen  into  disuse.  Indeed  it  is  surprising 
how  often  a procedure  quickly  rose  to  a posi- 
tion of  great  prominence  only  to  fall  into 
frank  disrepute. 

One  wonders  about  the  reasons  for  these 
errors  in  initial  judgment  and  whether  at 
this  very  moment  they  are  responsible  for 
faulty  opinions  regarding  procedures  cur- 
rently practiced  for  coronary  heart  disease. 
Some  insight  into  the  question  may  be  ob- 
tained by  reviewing  the  steps  in  the  evolu- 
tion and  critical  appraisal  of  surgical  meas- 
ures. 

Hypotheses  regarding  treatment 

The  first  step,  as  for  every  advance  in  the 
medical  sciences,  is  the  development  of  a 
working  hypothesis  which  has  as  its  essen- 
tial components  the  goal  sought  and  the 
means  by  which  it  is  to  be  accomplished. 
The  hypothesis  may  be  conceived  from  re- 
alignment of  established  theory  or  fact,  an 
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extension  of  conventional  thinking,  or  fresh 
reasoning.  At  best  it  remains  a logical 
premise  until  confirmed  experimentally. 

The  cupboards  of  imaginative  surgeons 
have  overflowed  with  working  hypotheses 
regarding  the  treatment  of  coronary  heart 
disease.  The  concept  that  the  pain  of  an- 
gina pectoris  could  be  eliminated  by  severing 
appropriate  neural  connections  was  so  logi- 
cal as  to  be  disarming.  The  view  that  car- 
diac work  could  be  reduced  and  the  clinical 
manifestations  of  coronary  heart  disease 
could  be  lessened  by  total  thyroidectomy 
was  equally  reasonable.  The  suggestion  that 
tissue  grafts  could  supply  a new  arterial 
network  was  quite  believable.  Even  the 
more  complex  hypothesis  which  initiated 
the  aortocoronary  sinus  anastomosis  opera- 
tion has  a firm  ring  of  plausibility.  The  fate 
of  each,  however,  resided  with  controlled  in- 
vestigation. 

Unlike  medical  hypotheses,  which  occa- 
sionally can  be  checked  out  through  bench 
laboratory  procedures,  surgical  concepts  re- 
quire animal  and  human  testing  to  prove 
technical  feasibility  and  to  determine 
whether  the  operation  accomplishes  its 
physiologic  goal.  The  first  of  these  obliga- 
tions is  relatively  easy  to  honor.  Surgeons 
usually  are  prepared  to  reach  a conclusion 
regarding  technical  practicability  early  in 
the  investigation.  Operations  which  have 
been  judged  technically  satisfactory  are  sel- 
dom abandoned  later  because  the  appraisal 
was  wrong. 

The  inquiry  regarding  the  accomplishment 
of  surgery  is  more  time  consuming  and  more 
difficult  to  complete;  it  requires  random  se- 
lection of  tested  subjects,  objective  ap- 
praisal of  clinical  findings,  and  a statisti- 
cally valid  analysis  of  the  results  obtained. 
Failure  to  satisfy  these  criteria  leads  to 
premature  and  inaccurate  evaluations  of 
working  hypotheses.  Regrettably,  the  de- 
fault is  common.  In  many  instances,  en- 
thusiasm for  the  practicality  of  the  opera- 
tion often  obscures  the  need  for  its  objective 
evaluation. 

In  reviewing  the  history  of  thoracic 
sympathetic  ganglionectomy  for  intractable 
angina  it  is  clear  that  early  enthusiasm  for 
the  procedure  developed  when  the  feasi- 
bility of  the  technic  was  established.  How- 
ever, the  operation  was  quickly  abandoned 
when  obliteration  of  pain  proved  a sterile 


objective  and  when  it  was  demonstrated 
that  sectioning  of  the  ganglia  did  not  ac- 
tually accomplish  even  that  limited  goal. 

Thyroidectomy  suffered  a similar  fate. 
Objective  evidence  of  a reduction  in  cardiac 
work  could  not  be  recorded.  The  clinical 
consequences  of  myxedema  were  more  dis- 
tressing than  the  basic  condition  for  which 
the  operation  was  designed.  Finally,  radio- 
active iodine  eliminated  the  need  for  sur- 
gery  completely. 

Aortocoronary  sinus  anastomosis  also 
commanded  early  enthusiasm.  The  working 
hypothesis  proposed  arterialization  of  the 
coronary  venous  system  by  anastomosing  the 
coronary  sinus  and  the  aorta  to  provide  the 
capillary  bed  with  a new  source  of  oxygen- 
ated blood.  Although  the  surgery  was  me- 
chanically feasible,  its  purpose  could  not  be 
realized  because  studies  of  the  morbid  con- 
dition indicated  the  veins  rapidly  became 
impassably  atherosclerotic  in  response  to  ar- 
terial pressures. 

At  this  moment  it  is  reasonable  to  state 
that  judgment  regarding  a number  of  mod- 
ern surgical  procedures  for  coronary  heart 
disease  is  as  faulty  as  it  was  for  past  pro- 
cedures and  for  identical  reasons.  Internal 
mammary  artery  implant  (Vineberg  opera- 
tion) is  an  excellent  example,  since  it  has 
been  among  the  most  popular  of  available 
technics  and  has  commanded  remarkable 
Support  during  the  past  several  years  from 
broad  segments  of  the  medical  community. 

The  working  hypothesis,  under  examina- 
tion for  approximately  two  decades,  pro- 
posed that  effective  collateral  vascular  chan- 
nels would  develop  and  link  the  branches  of 
a bleeding  internal  mammary  artery,  which 
had  been  implanted  into  the  myocardium, 
with  the  capillary  bed  of  ischemic  heart 
muscle.  This  hypothetic  contention  was  un- 
orthodox and  unattractive  because  com- 
parable examples  of  vascular  growth  could 
not  be  cited  under  ordinary  or  artificial  con- 
ditions. 

However,  surgery  itself  was  free  of  me- 
chanical faults  and  relatively  easy  to  per- 
form. Objective  evidence  of  physiologic  ac- 
complishment, on  the  other  hand,  was  diffi- 
cult to  obtain.  For  a long  time,  the  fact 
that  the  procedure  sustained  life  in  dogs 
whose  major  coronary  arteries  were  ligated 
was  the  most  impressive  evidence  of  benefit 
that  could  be  mustered.  Later  symptomatic 
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improvement  in  operated  human  subjects 
was  used  as  supporting  testimony.  Obvi- 
ously. neither  animal  nor  human  experimen- 
tations remotely  satisfied  the  rigid  criteria 
for  objective  evaluation. 

The  issue,  therefore,  was  moot  for  years 
until  coronary  arteriography  clearly  demon- 
strated patency  of  the  implanted  artery  in 
human  patients  and  the  presence  of  vascular 
channels  leading  from  the  artery  to  the 
myocardium  and  ultimately  to  the  coronary 
sinus.  These  findings  placed  a new  cloak  of 
objective  respectability  about  the  operation. 
The  frequency  with  which  surgery  was  ap- 
plied increased  sharply  as  did  a new  Hood  of 
favorable  statistically  invalid  subjective 
responses.  More  objective  evidence  that  the 
working  hypothesis  was  sound  finally  was 
offered  in  the  form  of  studies  which  indi- 
cated that  the  implant  restored  aerobic  myo- 
cardial metabolism. 

At  this  point  it  appeared  the  benefit  from 
surgery  could  no  longer  be  questioned.  En- 
thusiasm in  a number  of  areas  was  unre- 
strained. almost  evangelical. 

Arguments  disclaiming  a truly  objective 
and  truthful  evaluation  of  the  Vineberg  pro- 
cedure are  legion.  They  begin  with  the 
simnle  statement  that  exact  criteria  for  ap- 
praisal have  not  been  utilized.  Random  se- 
lection of  tested  patients,  objective  appraisal 
of  clinical  findings,  and  statistically  valid 
analysis  of  results  are  not  encountered  in 
any  of  the  assessments  of  the  Vineberg  op- 
eration published  or  quoted  especially  during 
the  time  when  there  was  a rising  tide  of 
enthusiasm  for  the  surgery.  Every  claim 
of  subjective  improvement,  therefore,  re- 
mains suspect  and  must  be  evaluated  within 
a proper  framework  of  reference,  namely, 
the  variable  pattern  and  natural  history  of 
coronary  heart  disease.  Failure  to  do  so 
accounted  for  the  false  promises  of  amino- 
phylline,  testosterone,  papaverine,  and  a 
host  of  other  compounds  in  the  treatment 
of  coronary  insufficiency. 

The  importance  of  the  demonstrated 
patency  of  the  implant  has  come  under 
serious  question.  Quite  apparently  patency 
depends  on  the  position  of  the  catheter  and 
the  pressure  used  to  inject  the  radiopaque 
bolus  and  is  not  a continuing  event.  If  this 
claim  is  true,  one  of  the  mainstays  of  ob- 
jectivity in  the  claims  for  the  Vineberg  pro- 
cedure has  been  lost.  A perfusion  gain 


could  hardly  be  expected  from  a vascular 
system  requiring  a considerable  increase  in 
forward  pressure  before  it  became  patent. 

In  many  instances  of  subjective  improve- 
ment, thrombosis  of  the  implant  has  been 
demonstrated.  In  others,  implant-coronary 
flow  is  first  demonstrated  long  after  symp- 
tomatic improvement  has  been  recorded. 
Paradoxes  such  as  this  obviously  cast  con- 
siderable doubt  on  the  reliability  of  subjec- 
tive responses. 

The  significance  of  changes  in  myocardial 
metabolism  likewise  have  been  seriously 
questioned.  In  the  first  place,  metabolic 
studies  may  not  adequately  reflect  altered 
perfusion  to  specific  segments  of  the  heart 
muscle,  since  the  biochemical  analysis  is 
performed  on  coronary  sinus  blood  which 
represents  a pooled  sample  from  the  total 
myocardial  mass.  Second,  metabolic  changes 
have  not  been  recorded  consistently  enough 
to  claim  them  as  a routine  consequence  of 
the  surgery. 

Finally,  there  has  been  some  experimental 
evidence  to  indicate  that  creating  a tunnel 
for  the  arterial  implant  diminishes  the  func- 
tional efficiency  of  the  left  ventricle. 

In  brief,  it  is  quite  clear  that  imposing 
contradictions  exist  regarding  the  evaluation 
of  the  Vineberg  procedure.  Of  greater  im- 
portance is  the  realization  that  the  difference 
evolved  because  of  the  failure  to  employ 
known  criteria  for  evaluation  at  the  very 
outset  when  the  operation  was  first  conceived 
and  entered  the  phase  of  clinical  investiga- 
tion. The  most  disturbing  aspect  of  the 
matter,  however,  is  that  internal  mammary 
implantation  was  being  seriously  urged  on 
the  medical  community  when  a meaningful 
appraisal  of  its  physiologic  effect  was  hardly 
begun.  This  urging  was  not  in  the  name  of 
clinical  investigation  but  as  an  effective 
therapeutic  tool. 

Conclusion 

Time  certainly  will  bring  the  loose  ends  of 
this  problem  together.  My  sincere  predic- 
tion is  that  internal  mammary  implantation 
will  fall  into  disuse  and  will  be  judged  in- 
capable of  accomplishing  necessary  physio- 
logic goals.  Judgment  will  not  be  based  on 
operative  mortality  or  morbidity  rates:  it 
will  not  be  based  on  short-time  survival 
studies  because  the  natural  devolutionary 
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pattern  of  coronary  heart  disease  is  too  vari- 
able. The  decision  will  rest  with  physio- 
logic factors,  such  as  quantitation  of  cor- 
onary perfusion,  ventricular  performance 
studies,  and  hemodynamic  evaluations  at 
rest  after  exercise. 

New  surgical  technics  are  already  being 

Indirect  Myocardial 
Revascularization 

TIMOTHY  TAKARO,  M.D. 

Oteen,  North  Carolina 

Chief,  Surgical  Service,  Veterans  Administration  Hospital 
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\j  harlie  Brown  ’ was  alleged  to  have 
said  once,  in  talking  about  religion,  that 
it  really  does  not  matter  what  you  believe  as 
long  as  you  are  sincere  about  it.  Well,  the 
subject  of  myocardial  revascularization  for 
some  surgeons  and  cardiologists  is  a little 
like  religion. 

Myocardial  revascularization  has  its 
prophets,  one*  of  whom  has  been  mentioned 
and  who,  as  it  were,  walked  in  the  desert  for 
some  fifteen  or  twenty  years  like  a voice 
crying  in  the  wilderness,  until  recently 
Mason  Sones,  M.D.,  made  an  honest  man  out 
of  him,  as  he  says.  It  has  its  evangelists; 
it  has  its  disbelievers.  At  Oteen,  in  the 
mountains  of  North  Carolina,  we  believe  we 
are  agnostics;  we  do  not  know  at  this  point. 
Of  course,  it  does  matter  to  our  patient  what 
we  believe,  because,  on  the  basis  of  our  be- 
liefs, we  will  advise  them  for  or  against  the 
procedures  which  are  being  advocated  to- 
day. 

The  medical  reports  in  the  literature  are 
not  really  scientific.  We  do  not  know  at  this 
time,  therefore,  whether  we  should  shield 
our  patients  from  the  risk  of  unproved  tech- 
nics, or  whether  we  should  give  them  the 
opportunity  possibly  to  benefit  from  some 
of  these  technics. 

We  were  in  a particularly  fortunate  cir- 
cumstance at  Oteen  because  of  our  close 
association  with  one  of  the  early  evange- 
lists/' and  we  have  had  the  chance  to  follow 
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practiced.  Some  such  as  bypass  venous 
grafts  appear  to  have  great  promise.  They, 
too,  run  the  risk  of  premature  and  warped 
evaluation  if  critical  analysis  is  not  based 
on  objective  criteria.  Again,  the  existence 
of  an  operative  technic  is  not  proof  of  its 
need  or  benefit. 


a great  many  of  the  patients  who  had  inter- 
nal thoracic  arterial  implantation,  one  of 
them  for  some  seven  years  now. 

In  a word,  as  a result  of  some  of  the 
studies  which  we  have  conducted,  we  re- 
main skeptical  about  the  indirect  method  of 
myocardial  revascularization  by  the  single 
pedicle.  Since  the  keystone  for  the  assess- 
ment of  the  severity  of  occlusive  arterial 
disease,  as  well  as  the  evaluation  of  the  re- 
sults, depends  on  angiography,  we  under- 
took to  review  these  procedures,  that  is, 
coronary  arteriography  and  internal  tho- 
racic arteriography  (we  like  to  call  it  the  in- 
ternal thoracic  artery  rather  than  the  in- 
ternal mammary)  in  the  patients  operated 
on  at  Oteen.  These  date  back  to  the  opera- 
tions which  were  devised  by  William  Se- 
well, M.D.,  in  1962. 

This  group  of  185  patients  does  not  num- 
ber in  the  hundreds  as  at  some  centers,  but 
it  does  have  the  virtue  of  a 96  per  cent  fol- 
low-up by  internal  thoracic  arteriography 
one  year  after  operation  in  those  who  sur- 
vived a year  or  more  and  a 50  per  cent  fol- 
low-up by  subsequent  coronary  arteriog- 
raphy in  these  patients. 

These  were  obtained  to  assess  the  sta- 
bility or  progression  of  the  occlusive  lesions 
and  to  check  the  accuracy  of  the  initial  cor- 
onary arteriograms.  I think  it  is  fair  to 
say  that  there  are  serious  problems  at  times 
in  judging  which  lesions,  on  a coronary  ar- 
teriogram, should  be  considered  significant, 
which  lesions  of  the  myocardium  are  ac- 
tually inadequately  or  adequately  perfused, 
and,  most  important,  which  combinations  of 
lesions,  if  any,  are  actually  responsible  for 
the  patient’s  anginal  symptoms. 

Far-advanced  morphologic  lesions  of  the 
coronary  arteries  are  often  seen  in  com- 
pletely asymptomatic  patients  with  other 
conditions,  such  as  abdominal  aortic  aneu- 
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rysms,  in  whom  coronary  arteriography  is 
done  to  help  assess  operative  risk. 

We  also  know  that  the  measurement  of 
left  ventricular  and  end-diastolic  pressure, 
which  is  a crude  but  relatively  useful  index 
of  ventricular  function,  unfortunately  was 
not  always  done  and  is  not  always  done  even 
now  as  the  first  step  prior  to  the  injection  of 
angiographic  medium. 

We  know,  however,  that  the  injection  of 
a contrast  medium  itself  has  a profound  ef- 
fect on  left  ventricular  end-diastolic  pres- 
sure and  may  throw  it  into  the  abnormal 
range  in  well  over  half  the  patients,  judging 
from  a study  of  this  specific  fact.  There 
are  pitfalls,  inaccuracies,  and  difficulties 
even  in  this  diagnostic  procedure,  namely, 
coronary  arteriography,  on  which  we  base 
our  opinions. 

Findings 

Of  185  patients  in  this  particular  series, 
33  per  cent  were  dead  seven  years  later. 
About  a quarter  of  these  deaths  occurred 
within  the  first  month,  and  it  is  fair  to  call 
them  postoperative  deaths.  Another  quarter 
occurred  within  the  first  year,  and  the  final 
half  of  the  patients  died  of  progressive  car- 
diac usually  coronary  arterial  disease. 

We  try  to  classify  our  internal  thoracic 
arteriograms  by  the  degree  of  opacification 
of  the  coronary  arteries  which  could  be 
demonstrated  through  internal  thoracic  ar- 
teriography. There  were  139  patients  at  the 
one-vear  level  in  whom  these  angiograms 
were  obtainable,  and  about  8 per  cent  were 
found  to  be  occluded.  In  about  60  per  cent 
we  classified  the  angiograms  as  low  grade 
because  only  a myocardial  blush  or  small 
coronary  arteries  could  be  opacified  at  in- 
ternal thoracic  arteriography,  and  approxi- 
mately 32  per  cent  were  high  grade.  One 
could  opacify  and  identify  good-sized  cor- 
onary arteries,  and  venous  opacification  also 
occurred  at  internal  thoracic  arteriography. 

We  tried  to  break  down  the  various  pa- 
rameters of  the  postoperative  course  by  the 
internal  thoracic  arteriographic  grade,  and 
we  found  to  our  surprise  that  myocardial 
infarction,  a fairly  objective  criterion  of 
disability,  occurred  in  approximately  the 
same  incidence  whether  the  graft  was  oc- 
cluded, low  grade,  or  high  grade.  The  in- 
cidence of  cardiac  deaths  in  patients  in 


whom  this  information  was  available  also 
occurred  in  approximately  the  same  ratio 
whether  the  graft  was  occluded,  low  grade, 
or  high  grade. 

The  least  accurate  method  of  evaluation 
of  any  of  these  surgical  procedures  is  the 
symptom  of  angina,  but  we  attempted  to 
evaluate  this  also  with  approximately  the 
same  results  again.  The  same  proportion 
of  patients  in  each  group  had  claimed  im- 
provement in  angina. 

We  believed  that  probably  the  groups  were 
fairly  comparable  as  far  as  severity  and 
progression  of  disease  were  concerned,  be- 
cause in  the  85  patients  in  whom  subse- 
quent coronary  arteriograms  could  be  per- 
formed the  progression  of  disease  as  seen 
on  coronary  arteriography  was  approxi- 
mately the  same  in  all  three  arteriographic 
groups.  A significant  occlusion  became  a 
complete  occlusion,  and  a previously  insig- 
nificant occlusion  became  a significant  one. 
or  well  over  50  per  cent  of  the  diameter  was 
occluded.  Therefore,  we  think  the  group  is 
fairly  homogeneous. 

Comparison  of  the  survival  curves  of  the 
medically  treated  in  other  larger  series  with 
the  series  of  operated  cases  shows  that  the 
single  implant  does  not  appear  to  have  af- 
fected the  survival  curve  in  this  particular 
series. 

We  wondered  about  this.  Why  should 
there  be  no  particular  difference  in  patients 
who  had  high-grade  arteriograms,  low-grade 
arteriograms,  or  occluded  arteriograms? 
Why  should  they  not  be  different  in  the  way 
they  behaved?  We  have  some  bits  of  evi- 
dence to  demonstrate  that  perhaps  internal 
thoracic  arteriography  is  not  a very  valid 
way  to  test  the  effectiveness  of  the  perfusion 
occurring  through  the  internal  thoracic  ar- 
tery. There  is  some  experimental  evidence 
and  some  clinical  evidence  which  I will  at- 
tempt to  show. 

Experimental  evidence 

We  took  a group  of  animals  with  ameroids 
on  the  left  anterior  descending  coronary 
artery  and  the  internal  thoracic  artery  im- 
planted in  the  left  ventricular  myocardium.1 
Some  months  later  at  the  time  of  internal 
thoracic  arteriography  we  placed  a flow 
meter  probe  around  the  left  internal  thoracic 
artery  as  well  as  the  right.  At  the  same 
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time  we  cannulated  the  internal  thoracic  ar- 
tery via  the  brachial  artery.  A catheter 
was  placed  in  the  aorta  for  aortic  pressures. 

We  were  able  to  show  that  the  procedure 
of  arteriography  itself  elevated  pressure  and 
flow  during  arteriography.  When  injection 
pressure  was  10  pounds  per  square  inch,  it 
elevated  flow  in  the  internal  thoracic  artery 
three  times  resting  control  levels,  and  we 
were  able  to  opacify  the  distal  ends  of  the 
left  anterior  descending  coronary  vessels 
very  nicely  (Fig.  1A). 

When  we  raised  the  injection  pressure  to 
25  pounds  per  square  inch,  we  could  get 
very  much  better  opacification  and  retro- 
grade flow  in  the  left  anterior  descending 
artery  and  even  across  the  radiolucent 
ameroid  and  down  the  circumflex  artery 
(Fig.  IB). 

This  can  be  more  dramatically  demon- 
strated by  cineangiography,  of  course.  De- 
tails of  these  studies  are  found  in  a report 
which  has  been  published  recently.2  These 
studies  showed  that  the  position  of  the  tip 
of  the  catheter  and  the  pressure  of  injec- 
tion can  have  quite  remarkable  effects  on 
the  appearance  of  the  internal  thoracic  ar- 
teriogram. 

Clinical  evidence 

The  next  bit  of  evidence  that  gave  us 
pause  about  what  we  were  doing  and  how  to 
evaluate  it  came  about  in  a different  way. 
There  were  some  13  patients  who  had  con- 
tinued to  have  disabling  angina  even  two 
or  three  years  following  their  implantation. 

In  this  group  we  believed  that  it  was 
reasonable,  since  they  were  still  complaining 
of  angina  in  spite  of  the  fact  that  some  of 
them  had  quite  good  internal  thoracic  ar- 
teriograms, to  offer  them  a second  opera- 
tion, a dorsal  sympathectomy,  which  was 
mentioned  by  Dr.  Likoff,  and  to  use  that 
opportunity  to  measure  flow  directly  in  the 
internal  thoracic  artery  at  operation. 

Seven  of  the  13  had  what  we  would  con- 
sider low-grade  arteriograms  by  the  criteria 
we  mentioned  previously,  and  6 of  them  had 
clearly  excellent  internal  thoracic  arterio- 
grams by  the  same  criteria. 

The  opportunity  also  was  used  to  occlude 
the  internal  thoracic  arterial  implant  on 
the  operating  table  while  monitoring  elec- 
trocardiography for  five  minutes  in  all  of 


these  patients,  and  in  none  of  these  patients 
did  manually  occluding  the  internal  thoracic 
artery  at  operation  change  the  electrocardio- 
gram or  the  cardiac  function  as  observed  at 
operation. 

Implant  flows  by  electromagnetic  flow 
meter  measurements  averaged  8 ml.  per 
minute  with  a range  of  4 to  19.  An  attempt 
to  try  to  correlate  the  low-or  high-grade  im- 
plants with  the  actual  flows  was  not  too  suc- 
cessful. Actually,  there  was  quite  a bit  of 
overlap,  although  there  was  some  slight  cor- 
relation. Approximately  6 ml.  was  the 
average  flow  in  the  low-grade  group  as  com- 
pared with  about  10  or  11  ml.  in  the  high- 
grade  group. 

You  must  remember  in  all  fairness  that 
all  of  these  patients  were  failures  in  that 
they  still  had  disabling  angina  some  years 
later,  although  some  had  been  well  for  a 
while,  but  they  did  not  maintain  their  symp- 
tomatic improvement. 

The  technic  for  implantation  used  was 
Dr.  Sewell’s  technic  in  all  of  these  instances, 
and  his  main  contribution,  as  you  know, 
has  been  to  free  the  vessel  with  the  adjacent 
tissue  and  therefore  to  preserve  the  vessel 
much  better,  but  the  vessel  only  is  implanted 
and  with  not  much  tissue  around  it.  The 
measurements  were  done  by  Charles  Dart, 
M.D.,  at  our  hospital  in  this  series  of  pa- 
tients. 

In  one  of  the  best  arteriograms  we  ob- 
tained with  the  highest  flow  (19  ml.  per 
minute)  in  the  previously  implanted  internal 
thoracic  artery,  opacification  of  the  cor- 
onary vessels  was  quite  impressive.  There 
were  clearly  identifiable  branches  of  the  left 
anterior  descending  coronary  artery.  Later 
we  saw  coronary  sinus  opacification  as  well. 
Of  course,  the  business  of  forcing  contrast 
medium  across  into  the  myocardium  and 
artificially  elevating  pressure  and  flow  by 
the  act  of  arteriography  is  also  what  changes 
electrocardiographic  T waves  during  angiog- 
raphy. This  has  been  taken  by  some  ob- 
servers to  be  proof  of  the  pudding,  that  the 
implants  really  were  perfusing  myocardium 
significantly.  Thus,  inversion  of  T waves 
on  angiography  was  used  as  proof  as  well  as 
evidence  of  coronary  opacification  on  an- 
giography. 

We  believe  that  the  same  mechanism 
causes  both,  namely,  temporary  elevation  of 
pressure  and  flow  in  the  implant  during  im- 
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FIGURE  1.  Experimental  implant  arteriograms  made  with  direct  roentgenographic  magnification  in 
animal  with  coronary  constriction  demonstrate  increased  extent  and  intensity  of  coronary  arterial 
opacification  when  injection  pressures  and  implant  flows  are  increased.  Tip  of  catheter  is  within  in- 
ternal thoracic  artery.  (A)  Flow  increase  200  per  cent  over  control  levels  (large  arrow,  implanted  in- 
ternal thoracic  artery;  small  arrow,  distal  bifurcation  of  left  anterior  descending  artery).  (B)  Flow 
increase  400  per  cent  over  control  levels.  Contrast  medium  has  been  forced  retrograde  up  left  an- 
terior descending  artery  across  incompletely  occluding  ameroid  constrictor.  Overflow  of  contrast  ma- 
terial past  ameroid  constrictor  can  be  seen  opacifying  left  circumflex  artery  (large  arrow,  opacified 
left  circumflex  artery;  small  arrow,  site  of  radiolucent  arterial  constrictor).1  Reprinted  with  permission 
of  Editor,  J.  Thorac.  Cardiov.  Surg.  59:  117  (Jan.)  1970. 


plant  arteriography.  We  get  T-wave  inver- 
sions, of  course,  often  during  routine  coro- 
nary arteriography. 

Comment 

I should  like  to  summarize  what  we  be- 
lieve and  what  may  be  the  way  out  of  this 
dilemma.  We  have  shown  that  implants  re- 
main patent  in  90  per  cent  of  patients  but 
that  opacification  of  significant-sized  cor- 
onary arteries  is  achieved  in  only  about  30 
per  cent  and  also  that  rates  of  subsequent 
myocardial  infarction,  death,  and  sympto- 
matic improvement  seemed  unrelated  to  the 
degree  of  coronary  opacification  achieved 
at  internal  thoracic  arteriography. 

Coronary  arterial  opacification  can  be 
varied,  as  we  have  shown,  depending  on  in- 
jection pressure  at  interval  thoracic  ar- 
teriography and  on  the  position  of  the  cathe- 
ter tip. 

Therefore,  we  believe  that  internal  tho- 
racic arteriography  is  not  a reliable  index 
of  significant  myocardial  perfusion  through 
the  implant. 

Electromagnetic  flow  meter  measurements 
of  implant  blood  flow  performed  in  13  pa- 
tients two  to  five  years  after  a single  im- 
plant for  coronary  arterial  disease  measured 


about  8.1  ml.,  ranging  from  4 to  19  ml.  per 
minute.  Occlusion  of  the  implants  for  five 
minutes  failed  to  produce  a significant 
change  in  the  electrocardiogram. 

The  clinical  evidence  suggests  that  even 
in  angiographically  well-functioning  and 
patent  implants,  the  contribution  of  the  im- 
plant to  resting  myocardial  flow  may  be 
rather  modest  and  may  well  be  of  no  clinical 
significance. 

For  this  reason,  we  have  undertaken  in 
the  Veterans  Administration,  a random,  con- 
trolled study  of  the  problem.  Informed  pa- 
tients, with  proved  occlusive  coronary  ar- 
terial disease  of  comparable  severity  and 
distribution  are  selected  at  random  for 
operative  or  nonoperative  management  and 
carefully  followed  over  a prolonged  period 
of  time. 

Up  to  now,  approximately  100  patients 
have  been  entered  into  the  study.  It  is  pre- 
mature, of  course,  to  report  on  this  group 
at  this  time,  but  hopefully  in  a few  years 
we  may  have  some  answers  and  some  more 
definitive  data  on  which  to  base  our  judg- 
ment. 

It  is  our  contention  that  unless  the  newer 
procedures  involving  direct  coronary  arte- 
rial surgery  are  similarly  studied  by  with- 
holding the  operative  procedure  at  random 


August  1,  1970  / New  York  State  Journal  of  Medicine  1989 


on  surgically  suitable  candidates,  and  follow- 
ing both  operated  and  nonoperated  patients 
for  a long  period  of  time  we  will  be  precisely 
where  we  are  now  with  indirect  myocardial 
revascularization  at  the  end  of  the  five  years. 

Direct  Revascularization 
with  Vein  Grafts 

RENE  G.  FAVALORO,  M.D. 

Cleveland,  Ohio 

From  the  Department  of  Cardiovascular  Surgery, 
Cleveland  Clinic 


|n  this  presentation  I am  going  to  show 
our  present  clinical  experience  with  the 
saphenous  vein  technic  in  direct  myocardial 
revascularization. 

Pericardial  patch  graft 

Direct  myocardial  revascularization  was 
started  in  our  institution  in  the  department 
of  cardiovascular  surgery  with  D.  B.  Effler, 
M.D.,  and  L.  K.  Groves,  M.D.,  in  1962.  In 
the  beginning,  between  January,  1962,  and 
April,  1967,  the  operation  was  only  a longi- 
tudinal incision  on  top  of  the  obstruction 
and  then  a pericardial  patch  graft  to  en- 
large the  lumen  of  the  coronary  artery  in 
this  area. 

This  operation  was  done  with  total  cardio- 
pulmonary bypass  with  general  hypothermia 
and  by  cooling  the  heart  to  between  10  to 
15  C.  One  hundred  forty-seven  patients 
were  operated  on  with  the  pericardial  patch- 
graft  technic,  and  in  the  beginning  we 
started  with  very  short,  localized  obstruc- 
tions. From  there  on  we  enlarged  our  in- 
dications and  started  long  pericardial  patch 
grafts.  Practically  the  entire  upper  third 
and  middle  third  of  the  right  coronary  ar- 
tery were  repaired  by  the  pericardial  patch- 
graft  technic  in  some  cases.  That  was  one 
of  our  pitfalls. 

We  tried  to  apply  the  pericardial  patch- 
graft  technic  to  patients  with  segmental  ob- 
struction of  the  coronary  circulation.  Very 
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soon  we  found,  in  studying  these  patients 
by  routine  coronary  angiogram,  that  ap- 
proximately 60  per  cent  of  the  patients  were 
benefited  by  the  operation.  Half  of  the 
other  40  per  cent  were  totally  occluded,  and 
the  other  half  had  significant  narrowing 
(over  50  per  cent) . 

Saphenous  vein  graft 

In  May,  1967,  I started  using  the  saphe- 
nous vein-graft  technic.  That  is  a technic 
that  was  applied  first  in  peripheral  vascular 
disease.  Many  years  ago  Murray,  in  To- 
ronto, also  did  some  experimental  work 
showing  that  the  saphenous  vein  graft  can 
be  utilized  for  direct  myocardial  revascu- 
larization. 

The  saphenous  vein-graft  technic  can  be 
done  in  long  segmental  occlusions  by  resect- 
ing the  occluded  segment  and  interposing  a 
portion  of  the  saphenous  vein  by  two  end- 
to-end  anastomoses.  This  indication  at  pres- 
ent is  very  limited,  and  only  a minimal  num- 
ber of  cases  with  segmental  short  obstruc- 
tion in  the  right  coronary  artery  have  been 
managed  by  the  interposed  saphenous  vein- 
graft  technic. 

From  the  beginning  we  also  started  doing 
bypasses  from  the  aorta  to  the  distal  por- 
tion of  the  coronary  circulation.  The  saphe- 
nous vein  was  connected  to  the  anterolateral 
wall  of  the  aorta  and  from  there  to  the  dis- 
tal portion  of  the  coronary  circulation  by 
an  end-to-side  or  end-to-end  anastomosis. 

Long  grafts  were  also  placed  between  the 
anterolateral  wall  of  the  aorta  and  the  dia- 
phragmatic portion  of  the  right  coronary 
artery.  The  saphenous  vein  graft  can  be 
anastomosed  to  the  distal  portion  of  the 
right  coronary  artery  and  even  to  the  pos- 
terior descending  branch  of  the  right  cor- 
onary artery. 

With  more  clinical  experience  we  were 
able  to  apply  the  same  technic  to  the  left 
coronary  artery.  The  saphenous  graft  was 
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connected  from  the  wall  of  the  aorta  to  the 
anterior  descending  branch  of  the  left  coro- 
nary artery  and  even  to  the  circumflex 
branch  of  the  left  coronary  artery.  We  have 
also  started  doing  double  saphenous  vein 
grafts,  one  to  the  distal  portion  of  the  right 
and  one  to  the  anterior  ascending,  or  two  to 
the  left  (one  to  the  anterior  ascending  and 
one  to  the  circumflex.) 

Operative  technic 

We  also  combined  direct  with  indirect 
myocardial  revascularization.  We  believe 
that  there  is  a definite  place  for  internal 
mammary  artery  implantation.  Direct 
myocardial  revascularization  can  be  com- 
bined with  resection  of  ventricular  aneu- 
rysms or  scar  tissue  and  also  with  implanta- 
tion. 

We  have  done  more  than  500  cases,  and  the 
technic  is  well  standardized.  If  the  right 
coronary  artery  is  totally  occluded  or  is  sub- 
totally  occluded  with  significant  collateral 
flow  from  the  left  coronary  artery,  we  do  not 
use  heart-bypass  technics  in  the  majority  of 
the  cases.  We  open  the  chest  and  give  the 
patient  heparin. 

If  the  right  coronary  artery  is  subtotally 
occluded  and  there  is  not  significant  col- 
lateral flow  from  the  left,  we  use  a partial 
bypass.  We  place  only  a single  cannula  in 
the  right  atrium  and  cannulate  the  femoral 
artery  or  sometimes  the  ascending  aorta.  If 
the  left  coronary  artery  is  going  to  be  at- 
tacked by  the  direct  operation,  we  use  total 
bypass,  and  the  heart  is  fully  vented,  gen- 
erally from  the  tip  of  the  left  ventricle.  If 
ventricular  resection  or  aneurysmectomy  is 
planned,  we  use  total  bypass. 

When  we  work  on  small  arteries,  and  at 
present  we  are  doing  some  anastomoses  in 
arteries  that  are  no  more  than  1 or  1.5  mm., 
the  patient  is  fully  cannulated,  the  heart  is 
fully  vented,  and  many  times  we  use  the 
heart  fibrillator.  All  the  operations  are 
done  under  normothermia.  We  do  not  use 
hypothermia  any  more  for  any  kind  of  open- 
heart  procedure. 

Indications  for  direct  myocardial 
revascularization 

The  main  indication  is  for  a right  domi- 
nant coronary  artery  occlusion.  The  right 


dominant  coronary  artery  is  the  one  that 
perfuses  the  entire  diaphragmatic  wall  of 
both  the  right  and  left  ventricles.  There 
has  to  be  segmental  occlusion  in  the  upper 
third,  middle  third,  or  distal  third  on  the 
right  coronary  artery  for  this  technic  to  be 
applied;  but  even  more  important,  we  have 
to  have  a good  run-off  if  we  want  to  do  a 
direct  myocardial  revascularization  by  the 
saphenous  vein  technic.  If  we  do  not  have 
a good  run-off,  the  long-term  follow-up  will, 
I am  quite  sure,  demonstrate  that  the  graft 
is  not  working,  which  has  been  proved  many 
times  in  the  peripheral  circulation. 

For  the  left  coronary  artery  there  are  two 
indications  that  for  us  are  very  important. 
One  is  the  patient  with  severe  obstruction 
at  the  level  of  the  left  main  coronary  artery. 
In  our  institution  at  present  more  than 
18,000  coronary  angiograms  have  been  per- 
formed, and,  if  I remember  correctly,  there 
are  only  38  patients  who  were  able  to  sur- 
vive with  total  occlusion  of  the  left  cor- 
onary artery.  Generally,  total  occlusion  of 
the  left  coronary  artery  means  death.  An 
obstruction  of  more  than  60  to  70  per  cent 
in  the  left  main  artery  in  the  primary 
indication  for  bypass  of  the  left  coronary  ar- 
tery. The  other  indication  is  severe  obstruc- 
tion of  the  left  main  anterior  descending 
artery  at  the  level  proximal  to  the  first  septal 
branch.  A saphenous  vein  bypass  can  be 
done  to  the  mid-portion  and  even  to  the 
beginning  of  the  distal  portion  of  the  main 
anterior  descending  artery.  For  the  circum- 
flex we  like  to  do  it  on  the  midportion. 
Nevertheless,  we  have  done  some  saphenous 
vein  grafts  to  the  distal  portion  of  the  cir- 
cumflex. 

Between  January,  1962,  and  January, 
1969,  more  than  3,000  operations  have  been 
performed  in  the  department  of  thoracic  and 
cardiovascular  surgery  at  the  Cleveland 
Clinic.  Up  to  April,  1967,  we  did  147  right 
coronary  and  left  coronary  artery  repairs 
by  the  pericardial  patch  graft  technic.  For 
repair  to  the  right  coronary  artery  the  mor- 
tality rate  was  11  per  cent,  but  the  mor- 
tality rate  for  the  left  was  prohibitive  (65 
per  cent),  and  at  that  time  we  stopped  the 
operation.  We  tried  to  do  double  internal 
mammary  artery  implantations  for  those 
patients,  but  they  were  too  ill  to  wait  for 
the  implant  to  connect  with  the  coronary 
circulation,  and  the  mortality  rate  with 
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double  internal  mammary  implantation 
among  patients  with  severe  disease  in  the 
left  coronary  artery  was  approximately  30 
to  40  per  cent. 

Of  the  saphenous  vein  grafts,  we  have 
done  376,  88,  and  21,  respectively,  of  the 
right,  left,  and  double.  For  the  right  cor- 
onary artery  saphenous  vein  graft  alone 
there  were  147 ; we  lost  3.  Saphenous  vein 
graft  and  single  implant  were  done  in  175; 
we  lost  7.  Saphenous  vein  graft  and  double 
internal  mammary  implant  were  carried  out 
in  32  with  2 deaths.  Saphenous  vein  graft 
and  aortic  valve  replacement  were  per- 
formed in  4 with  no  deaths.  Very  recently, 
we  did  the  same  on  a patient  who  underwent 
mitral  valve  replacement. 

The  mortality  rate  for  the  right  coronary 
artery  is  4.3  per  cent.  The  present  saphe- 
nous vein  graft  technic  for  direct  revascu- 
larization on  the  right  cut  our  mortality 
rate  from  the  previous  pericardial  patch 
graft  in  half. 

For  the  left  coronary  artery  we  are  doing 
more  and  more.  Eighty-eight  such  opera- 
tions have  been  performed : 42  saphenous 

vein  grafts  to  the  anterior  descending,  32  an- 
terior descending  and  single  mitral  mam- 
mary implants,  1 anterior  descending  and 
double  implant,  and  13  circumflex.  The  an- 
terior descending  and  circumflex  cases  had 
a hospital  mortality  rate  of  4.5  per  cent. 


The  mortality  rate  with  pericardial  patch 
graft  was  65  per  cent. 

We  have  21  cases  with  double  saphenous 
vein  grafts  and  the  mortality  rate  is  higher 
(10.2  per  cent),  as  we  can  expect,  because 
these  have  more  widespread  segmental  dis- 
ease. 

At  present  with  the  combined  procedure, 
saphenous  vein  graft  and  single  or  double 
internal  mammary  implantation,  the  rate  of 
postoperative  myocardial  infarction  is  5 per 
cent.  This  is  an  important  contribution. 
Direct  myocardial  revascularization  can  di- 
minish the  number  of  complications  due  to 
coronary  artery  disease. 

Conclusion 

I think  now  for  the  first  time  we  have  a 
technic  that  can  increase  immediately  the 
myocardial  circulation.  More  important 
than  that,  we  can  enlarge  the  indications  for 
totally  occluded  vessels  and  also  operate 
safely  on  the  left  coronary  artery. 

I should  like  to  mention  that  approxi- 
mately 40  of  those  patients  have  had  two 
coronary  angiograms  with  selective  injec- 
tion of  the  graft,  1 within  two  to  four  weeks 
after  the  operation,  and  a second  within  one 
year  or  a year  and  a half  after  the  operation. 
So  far,  we  have  not  seen  any  change,  no 
dilatation,  and  no  late  thrombosis  in  this 
particular  group  of  patients. 
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T he  PROBLEM  of  revascularizing  the  heart 
with  bypass  grafts  is  the  one  in  which  we 
have  been  interested.  Postmortem  dissec- 
tion of  the  left  anterior  descending  coronary 
artery  in  50  cases  of  severe  coronary  arte- 
riosclerosis confirmed  that  the  total  occlu- 
sions are  within  a few  centimeters  of  the 
ostium,  but  the  disease  is  diffuse.  It  usually 
extends  far  distally,  and  the  only  consistent 
correlation  we  observed  was  size.  At  ex- 
ternal size  of  about  1.5  mm.  almost  all  these 
vessels  are  quite  normal.  Conceptually,  if 
one  wanted  to  bypass  the  obstruction  in  the 
vast  majority  of  patients,  one  would  fre- 
quently have  to  bypass  to  arteries  of  1.5  mm. 
in  diameter. 

Experimental  study 

Beginning  in  1964  the  feasibility  of  this 
was  investigated  in  the  dog  laboratory.  We 
did  flow  meter  studies  of  dogs  six  months 
after  the  internal  mammary  artery  was 
sewn  to  the  side  of  the  anterior  descending 
artery  at  a point  where  the  anterior  de- 
scending measured  1 mm.  The  anterior  de- 
scending artery  was  ligated  at  its  origin. 
Six  months  later,  the  flow  through  the  mam- 
mary, which  had  hypertropheid,  was  meas- 
ured. In  the  tracing  shown  there  was  a 
mean  flow  of  90  ml.  per  minute.  There  was 
a sharp  spike  of  flow  in  systole  but  the  ma- 
jority of  flow  was  in  diastole.  This  is  a cor- 
onary type  of  flow,  of  course,  and  so  it 
seemed  that  the  coronary  circulation  could 
be  greatly  augmented  by  such  an  anastomo- 
sis. Five  dogs  were  sacrificed  eighteen 
months  after  anastomosis.  There  was  no 
thickening  of  the  intima  of  the  coronary 


vessel  distal  to  or  opposite  the  graft,  and 
there  was  no  stenosis  at  the  site  of  anas- 
tomosis. The  internal  mammary  artery  was 
chosen  for  the  bypass  because  it  approxi- 
mated the  size  of  the  distal  coronary  artery. 

Experimentally,  we  found  that  these  anas- 
tomoses would  consistently  stay  open  if  the 
anastomosis  was  made  with  the  visual  aid  of 
the  operating  microscope  at  16  magnifica- 
tions and  using  9-0  monofilament  nylon  su- 
ture material. 

Clinical  application 

Clinical  application  was  first  made  in  Feb- 
ruary, 1968,  and  to  date  it  has  been  applied 
to  41  patients. 

The  candidates  we  first  saw  were  really 
quite  desperate,  having  heart  failure  as  well 
as  angina.  In  one  patient  the  right  coro- 
nary artery  was  totally  occluded  as  shown 
on  the  angiograms.  There  was  practically 
no  anterior  descending  artery  visible. 
There  was  considerable  disease  of  the  cir 
cumflex  artery.  The  ventriculogram  showed 
a very  poorly  contracting  ventricle  com- 
mensurate with  congestive  heart  failure. 
Of  the  total  group  of  41  patients,  9 have 
been  in  this  category.  In  this  instance  we 
elected  to  anastomose  the  internal  mam- 
mary to  the  anterior  descending  artery  and 
to  bypass  the  right  coronary  obstruction 
with  a saphenous  vein  graft. 

At  operation  as  illustrated  in  this  spe- 
cific case,  the  left  ventricle  was  barely 
contracting.  There  was  an  area  where  there 
were  adhesions  of  the  left  ventricle  to  the 
pericardium.  The  right  ventricle  contracted 
quite  well. 

We  expected  that  the  anterior  descend- 
ing artery  down  near  the  apex  of  the  heart 
would  be  normal.  We  have  found  difficulty, 
when  there  is  high-grade  proximal  ob- 
struction demonstrated  angiographically, 
in  predicting  where  the  normal  segment  will 
be,  because  when  distal  filling  is  compro- 
mised, the  quality  of  that  segment  is  difficult 
to  define  by  angiography. 

This  heart  action  should  be  borne  in  mind 
because  in  the  film  of  the  heart  after  the 
grafts  are  attached  it  looks  different.  In 
this  case  we  had  hoped  that  this  area  might 
contract  better  after  the  new  blood  supply 
had  been  brought  to  it.  The  cardiopulmo- 
nary bypass  was  begun.  There  is  a cannula 
in  the  left  ventricle.  With  suction  on  you 
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can  see  how  thin  that  ventricular  wall  is.  It 
is  collapsed  around  the  cannula,  and  there 
is  practically  no  substance  to  it.  An  area 
2 inches  from  the  apex  of  the  heart  was  dis- 
sected to  expose  the  anterior  descending. 
To  make  the  heart  quieter  we  fibrillated  it 
with  an  electrical  current. 

A sequence  of  films  was  taken  through  the 
operating  microscope.  Magnification  is  16 
times,  and  we  like  the  microscope  because  we 
find  it  hard  to  isolate  the  coronary  without 
it.  We  do  not  like  to  clamp  the  aorta  and 
make  the  whole  heart  ischemic,  so  we  isolate 
a small  segment  of  the  anterior  descending, 
maybe  a centimeter  and  a half.  It  is  iso- 
lated proximally  and  distally,  and  a septal 
branch  has  to  be  isolated  too  because  once 
the  artery  is  opened,  blood  will  well  up  into 
it  no  matter  how  poor  the  circulation  is. 
The  internal  mammary  artery  is  bigger  than 
the  normal  segment  of  the  coronary  to  which 
it  will  be  anastomosed. 

An  arteriotomy  is  done,  revealing  a supple 
looking  coronary  arterial  wall.  An  ordinary 
suture  technic  is  used.  We  put  in  two  end 
sutures  and  then  run  the  suture  around  the 
rest  of  the  anastomosis.  Because  of  the 
amount  of  magnification  used,  we  have  not 
encountered  any  stenosis  with  the  running 
suture.  It  takes  about  fifteen  minutes  to 
construct  such  an  anastomosis.  It  often 
takes  a lot  longer  than  that  to  find  the  coro- 
nary arterial  segment.  Because  of  the  mag- 
nification we  can  work  without  fear  of  con- 
stricting the  lumen. 

Next,  the  heart  is  defibrillated,  but  still 
that  anterior  wall  is  very  insubstantial,  that 
is,  contraction  is  not  adequate.  The  next 
step  in  this  procedure  is  to  go  around  to  the 
right  coronary  artery.  In  general,  the  right, 
similar  to  the  left,  is  involved  extensively. 
We  usually  find  it  advisable  to  bypass  to  the 
posterior  descending  branch. 

The  heart  is  tipped  out  of  the  chest  to  get 
at  the  posterior  surface.  The  heart  is  fibril- 
lated again  by  an  8-volt  alternating  current, 
and  a vein  is  sewn  to  the  side  of  the  distal 
right  coronary  artery  with  a continuous  su- 
ture. One  side  is  completed,  and  a nerve 
hook  is  introduced  to  look  at  the  lumen  and 
be  sure  that  there  has  been  an  adequate 


anastomosis. 

A partially  occluding  clamp  is  put  on  the 
aorta,  a segment  of  aorta  is  cut  out,  and  the 
vein  anastomosis  is  completed.  The  flows 
through  the  vein  anastomoses  to  the  right 
coronary  have  been  somewhat  higher  than 
through  the  mammary  anastomoses  to  the 
left,  but  not  radically  higher.  The  range  has 
been  from  55  to  110  ml. 

The  vein  goes  around  the  heart  to  the 
right,  the  internal  mammary  to  the  left. 
The  ventricle  still  does  not  contract  well 
enough  anteriorly,  so  the  thin  akinetic  por- 
tion is  excluded  with  a continuous  suture 
over  Teflon  felt  pledgets. 

The  heart  action  is  now  better  than  it 
was  preoperatively.  Flows,  in  this  case, 
were  80  ml.  per  minute  through  the  vein  and 
50  ml.  per  minute  through  the  mammary 
anastomosis. 

We  have  been  very  pleased  with  the  im- 
mediate postoperative  course  in  these  pa- 
tients. There  has  been  very  little  trouble 
with  either  cardiac  rhythm  or  cardiac  out- 
put. 

An  internal  mammary  arteriogram  sev- 
eral months  later  of  this  patient  showed  the 
anastomosis  to  be  patent  with  good  perfu- 
sion of  the  myocardium.  The  sequence  of 
filling  of  the  interventricular  trunk,  its 
diagonal  and  septal  branches,  the  capillary 
blush,  and  finally  coronary  venous  filling 
were  seen.  The  vein  graft  went  around  far 
posteriorly  opposite  the  posterior  descend- 
ing. The  filling  of  the  distal  coronary  tribu- 
taries is  seen.  In  the  minority  of  patients 
who  have  clear-cut  evidence  of  proximal  lim- 
itation of  disease,  we  would  not  go  all  the 
way  around  to  the  back  of  the  heart. 

Of  the  41  patients  operated  to  date,  25 
had  double  grafts  and  the  remainder  had 
single  grafts.  There  have  been  5 hospital 
deaths.  Three  of  those  5 were  not  cardiac 
deaths,  1 being  caused  by  mesenteric  throm- 
bosis, and  2 being  instances  of  late  post- 
operative pneumonia. 

We  have  had  angiograms  of  2 patients 
performed  more  than  a year  postoperatively, 
and  they  had  perfectly  functioning  grafts. 
A total  of  11  internal  mammary  grafts  have 
been  studied,  and  they  were  all  patent. 
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FIGURE  1.  Atherosclerotic  core  removed  intact 
from  a right  coronary  artery.  Note  obvious  side 
branch  at  distal  end.  Specimen  has  been  tran- 
sected to  demonstrate  totally  occlusive  nature  of 
disease. 


| T IS  RATHER  interesting  that  at  a time 
when  I thought  we  would  discontinue  the 
use  of  gas  endarterectomy,  about  20  other 
groups  in  the  United  States,  Canada,  and 
Europe  are  using  the  technic.  There  have 
been  approximately  100  coronary  gas  end- 
arterectomies now.  The  vast  majority  of 
them  were  done  in  the  right  coronary  artery. 
The  results  of  those  who  have  talked  to  me 
about  it  have  indicated  that  about  50  per 
cent  were  patent  after  eighteen  months. 

Early  gas  endartectomy 

We  became  interested  in  coronary  gas 
endarterectomy  because  we  were  using  the 
technic  in  the  peripheral  vessels  and  were 
asked  if  it  would  work  on  the  coronary  ar- 
tery. We  applied  the  technic  in  the  cadaver 
heart  of  a thirty-seven-year-old  male  who 
had  died  in  cardiogenic  shock  in  our  emer- 
gency room  before  any  of  us  could  organize 
a pump  support  mechanism  to  salvage  him. 

Figure  1 is  a photograph  of  the  gas  end- 
arterectomized  core  from  the  patient’s  left 
anterior  descending  coronary  artery.  What 
is  most  interesting  is  that  one  sees  that  only 
the  main  channel  has  been  almost  totally 
opened,  but  you  also  can  see  only  a tiny  bit  of 
shelving  edge  where  the  dissection  entered 
back  into  distal  intima  at  this  point.  There 
is  obviously  a patent  lumen  where  the  oc- 
clusive media  shelved  off  into  relatively  nor- 
mal intima.  Of  course,  the  most  important 
thing  is  that  all  the  side  branches  were 
opened  up  by  the  technic. 

We  then  went  from  morbid  anatomy  to  an 
evaluation  of  the  technic  in  the  experimental 
animal.  Figure  2 is  a picture  of  the  first 
dog,  “Wonder,”  who  had  a successful  coro- 


FIGURE  2.  First  dog  that  had  successful  coro- 
nary gas  endarterectomy. 


nary  gas  endarterectomy  performed  in  Oc- 
tober, 1966. 

Figure  3A  is  a photo  of  the  preoperative 
cineangiogram  of  the  right  coronary  ostium 
of  the  first  patient  who  had  a planned  coro- 
nary gas  endarterectomy.  Figure  3B  illus- 
trates a partially  successful  right  coronary 
reconstruction.  We  did  not  carry  the  dis- 
section down  quite  far  enough.  However, 
the  patient  drained  into  her  acute  marginal 
branch.  This  produced  reversal  of  her  lac- 
tate metabolism  to  normal,  and  she  was  free 
of  symptoms  thereafter.  Figure  4 is  a pho- 
tograph of  the  specimen  that  was  removed, 
with  the  totally  occlusive  thrombus  in  it. 
This  had  caused  her  third  myocardial  in- 
farction approximately  seven  weeks  before 
the  gas  endarterectomy  was  done.  She  was 
a fifty-year-old  premenopausal  woman.  The 
expected  mortality  rate  in  this  group  is  50 
per  cent  annually.  Our  patient  is  still  alive, 
doing  rather  well  (Fig.  5). 
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FIGURE  3.  (A)  Preoperative  cineangiogram  of 

right  coronary  ostium.  (B)  Successful  postop 
erative  right  coronary  reconstruction. 


FIGURE  4.  Autopsy  specimen.  Long  athero- 
sclerotic anterior  descending  coronary  artery  has 
been  gas  dissected  and  its  core  extracted.  Re- 
maining vessel  has  been  opened  to  show  smooth 
inner  lining  left  behind  and  patent  side  branches. 
Note  two  more  conspicuous  side  branches  which 
have  been  effectively  removed  and  thrombus  in 
proximal  portion  of  core. 


FIGURE  5.  First  patient  to  undergo  coronary 
gas  endarterectomy. 


Results 

A summary  of  our  results  in  28  right  and 
left  coronary  reconstructions  is  shown  in 
Table  I.  Death  occurred  in  5 patients;  4 of 
the  procedures  were  either  right  and  left  or 
an  attempt  at  left  total  coronary  reconstruc- 
tion. Figure  6 is  a photograph  of  a speci- 
men removed  to  show  how  much  is  involved. 
It  reveals  a cast  of  almost  the  entire  right, 
the  left  anterior  descending,  and  the  left 
common  coronary  arteries  in  one  of  these 
patients.  In  spite  of  the  extensive  attack, 
the  moribund  patient  did  not  survive.  I 
am  forced  to  conclude  that  I do  not  know 
whether  one  can  make  the  technic  work  in 


TABLE  I.  Coronary  artery  reconstruction 


Total  Number  of 
Patients  with 

Number 

Number 

Coronary  Artery 

of 

of 

/ — Patency — * 

Reconstruction 

Deaths 

Survivors 

Early  Late 

28 

5* 

23 

16  14f 

* Includes  4 left  or  left  and  right  reconstructions, 
t One  year  or  more. 


the  left  coronary  artery  or  not.  I have  had 
little  luck  with  left  coronary  gas  endarterec- 
tomy, and  we  would  like  to  see  somebody  else 
try  it  now. 

There  are  23  survivors  with  16  early  pa- 
tent vessels.  Parenthetically,  you  could  fre- 
quently tell  at  operation  which  patient’s  cor- 
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FIGURE  6.  Endarterectomy  cores  removed  from 
entire  right  coronary,  left  anterior  descending, 
and  left  common  coronary  arteries. 


onary  arteries  were  going  to  stay  open  and 
which  were  going  to  close. 

These  operations  were  all  done  on  totally 
occluded  coronary  arteries.  Most  of  them 
had  little  wisps  of  retrograde  back  filling. 


At  operation  if  we  did  not  get  good  back 
flow  and,  therefore,  good  runoff,  reocclusion 
occurred  almost  immediately.  If  the  arte- 
ries did  get  good  back  flow,  they  tended  to 
remain  open.  The  situation  is  exactly  anal- 
ogous to  the  femoral-popliteal  as  indicated 
by  Dr.  Favaloro. 

Figure  7 has  been  taken  from  one  of  the 
presentations  of  Harold  Urschel,  M.D.,  to 
illustrate  his  indication  for  coronary  gas 
endarterectomy  and  other  coronary  recon- 
structive technics.  It  shows  all  the  different 
possibilities  in  terms  of  myocardial  revas- 
cularization and  all  the  things  one  can  do  in 
an  attempt  to  salvage  patients  with  sup- 
posedly lethal  coronary  artery  disease,  its 
complications,  and  related  lethal  valvular 
disease. 

There  are  more  than  500  cases  of  at- 
tempted coronary  artery  reconstruction. 
Actually,  Dr.  Favaloro  showed  almost  400, 
so  I suppose  the  cases  are  approaching  1,000 
now.  The  average  mortality  rate  in  all 
groups  has  been  about  10  per  cent.  I think 
that  combined  patency  is  probably  not  as 
good  as  75  per  cent  over-all,  but  it  may  ap- 
proach 60  to  75  per  cent.  The  blood  flow,  I 
think,  with  either  bypass  or  successful  end- 
arterectomy is  considerably  better  than  70 
cc.  per  minute.  It  obviously  approaches  100 
cc.  per  minute  if  other  work  is  generally  in- 
dicative. The  left  anterior  descending  coro- 
nary flow  approaches  100  cc.  per  minute  even 
through  a very  small  vessel,  such  as  Dr. 


FIGURE  7.  Selection  of  surgical  procedure  for  patients  with  severe  coronary  artery  disease. 
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Green’s  internal  mammary  artery  direct  im- 
plantation. This  is  obviously  more  satisfac- 
tory than  implantation  into  the  myocardium. 

Technic  of  gas  endartectomy 

The  technic  of  coronary  gas  endarter- 
ectomy involves  several  distinct  facets  and 
has  been  shown  most  effective  in  the  right 
coronary  artery  at  the  present  time.  Figure 
8A  shows  the  right  coronary  artery  having 
been  dissected  out,  with  slings  placed 
around  a segment  of  the  vessel,  and  gassing 
of  the  artery.  Next  an  incision  is  made  in 
the  vessel  from  which  the  adventitia  has 
been  ballooned  (Fig.  8B).  The  vessel  hav- 
ing been  opened,  the  core  lies  relatively  free 
in  the  lumen,  and  separation  is  completed 
by  insertion  of  a gas  endarterectomy 
spatula  of  very  fine  design,  at  most  3 mm. 
wide  (Fig.  8C).  With  this  dissection  com- 
pleted, the  core  is  gently  grasped  and  ex- 
tracted. If  it  is  necessary  to  extend  the 
dissection  further  distally,  a more  distal  in- 
cision is  made  and  the  core  further  dissected 
out. 

In  this  fashion,  the  dissection  is  carried 
progressively  further  down  until  the  most 
distal  dissection  is  in  a small  intramuscular 
branch  with  considerable  outflow  through 
opened  side  branches  and  distal  run  off. 

What  is  most  important  to  realize  about 
this  technic  is  that  we  do  not  use  the  distal 
arteriotomy  to  do  a distal  tack  down.  The 
attack  is  carried  out  to  remove  the  distal 
atheroma  as  far  down  into  the  most  distal 
radicals  as  one  can  dissect,  so  the  gassing 
here  is  done  largely  to  get  all  of  the  distal 
core  separated.  When  this  is  completed, 
one  pulls  out  a Christmas  tree  trunk  and 
all  its  branches  proximally  rather  than 
distally  so  as  not  to  shear  off  the  side 
branch  stenosis  which  has  been  freed  by  the 
gas  dissection.  In  many  of  the  patients  on 
whom  we  have  operated,  combined  technics 
have  been  used,  including  gas  endarterec- 
tomy in  the  right  coronary  artery  or  gas 
endarterectomy  of  a distal  right  coronary, 
with  a venous  bypass  into  the  arteriotomy 
used  to  carry  out  the  endarterectomy  from 
the  aortic  route.  Combined  right  gas 
endarterectomy  and  left  anterior  descending 
venous  bypass  with  double  or  single  Vine- 
berg  implantations  into  the  left  ventricular 
wall  have  also  been  completed. 


FIGURE  8.  (A)  Gas  injection  of  distal  right 

posterior  coronary  artery.  (B)  Arteriotomy 
through  adventitia.  (C)  Gas  spatula  passed 
down  right  coronary  artery. 
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Question  and  Answer  Period 

Dr.  Robinson  : The  misunderstood  across 
the  nation  is  just  receiving  recognition  in 
the  coronary  artery  circuit.  The  conclu- 
sions that  we  have  come  to  with  respect  to 
gas  endarterectomy  are  as  follows:  First, 

this  procedure  can  result  in  a patent  right 
coronary  artery  as  long  as  one  year  follow- 
ing surgery.  Second,  the  side  branches  re- 
main open.  Third,  the  specimen  as  re- 
moved tapers  to  normal  intima.  Fourth, 
the  totally  occluded  or  diffusely  diseased 
right  coronary  artery  irrespective  of 
whether  it  is  the  beginning  or  end,  or  from 
beginning  to  the  end,  can  be  reopened  by 
this  technic. 

Last,  the  entire  thing  can  now  be  done 
through  a single  right  coronary  arteriotomy 
and  removal  of  the  intima  from  aorta  to  the 
posterior  descending  artery. 

Dr.  Favaloro,  would  you  like  the  five 
minutes  of  rebuttal  time  that  I promised 
you. 

DR.  Favaloro:  I would  like  to  spend 

only  a few  minutes  talking  about  indirect 
myocardial  revascularization  by  the  internal 
mammary  arteries. 

Dr.  Likoff  mentioned  that  beside  the 
anatomic  and  surgical  findings,  we  have  to 
have  some  functional  proof  that  we  do  re- 
vascularize the  myocardium.  When  Mason 
Sones,  M.D.,  and  his  collaborators,  by  plac- 
ing a catheter  in  the  right  or  left  coronary 
artery,  visualized  the  dye  going  through 
the  coronary  circulation,  and  we  can  see  the 
dye  in  the  coronary  sinus,  I am  quite  sure 
not  a single  medical  colleague  will  refuse 
to  accept  that  this  is  true  myocardial  re- 
vascularization even  though  both  patterns 
are  similar. 

If  this  is  not  the  way  to  prove  myocardial 
revascularization  by  internal  mammary 
artery  implantation,  we  have  several  other 
ways,  for  example,  the  electrocardiographic 
changes  before  and  after  injecting  the  dye 
into  the  internal  mammary  artery. 

When  the  catheter  is  placed  at  the  be- 
ginning of  the  left  internal  mammary 
artery,  you  can  see  changes  in  the  electro- 
cardiogram suggesting  significant  anoxia. 
Also  many  times  the  patient  will  complain  of 
severe  angina.  We  have  3 patients  who 
went  into  ventricular  fibrillation  at  the 


moment  the  catheter  occluded  the  internal 
mammary  artery. 

Another  way  to  prove  that  the  internal 
mammary  artery  does  perfuse  the  myo- 
cardium is  by  the  comparison  of  the  pre- 
and  postoperative  coronary  angiograms. 
Suppose  I have  a patient  who  prior  to  opera- 
tion has  DO  per  cent  occlusion  of  the  main 
anterior  descending  artery,  and  I perform 
a single  internal  mammary  implant.  When 
this  patient  returns  one  year  later,  is 
asymptomatic,  and  has  not  had  a myocardial 
infarction,  we  find  to  our  surprise  on  a re- 
peat coronary  angiogram  that  the  left  main 
anterior  descending  artery  is  totally  oc- 
cluded ; there  are  no  collaterals  from  any- 
where. The  only  reason  that  the  patient 
has  not  had  myocardial  infarction  is  because 
now  the  main  anterior  descending  artery 
is  totally  perfused  by  the  single  internal 
mammary  artery.  The  successive  steps  in- 
cluded subtotal  occlusion  prior  to  operation, 
'total  occlusion  after  operation,  and  no  myo- 
cardial infarction. 

The  only  source  of  blood  is  from  the  in- 
ternal mammary  artery. 

The  flow  also  has  been  measured  in  ex- 
perimental work  and  has  shown  definitely 
that  the  flow  through  the  mammary  artery 
occurs  during  diastole  as  normally  occurs 
in  the  coronary  circulation.  Also,  it  is  im- 
portant to  know  that  the  flow  has  been 
measured  in  living  human  beings,  showing 
that  sometimes  the  flow  goes  up  to  40  to 
50  cc.  per  minute.  If  we  are  talking  only 
about  15  cc.  in  a single  internal  artery,  and 
in  a double  internal  mammary  implant  it 
may  be  30  cc.,  I think  it  important  to  re- 
member that  the  total  coronary  flow  in  a 
normal  human  being  is  approximately  250 
cc. 

That  means  we  are  talking  about  an  in- 
crease in  flow  of  more  than  10  per  cent  which 
may  be  enough  to  protect  the  patient. 
There  are  metabolic  studies,  acid  lactic  de- 
terminations at  the  muscle  level,  and  meta- 
bolic studies  done  by  selective  injection  of 
the  coronary  sinus  prior  to  and  after  the  op- 
eration showing  that  we  can  change  by  the 
internal  mammary  implantation  from 
anaerobic  to  aerobic  metabolism.  There  are 
krypton  gas  studies  being  done  by  Gorlin 
and  collaborators  showing  definitely  that  the 
internal  mammary  artery  does  perfuse  the 
myocardium,  and  these  are  not  atrioventric- 
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ular  shunts.  What  about  protection  for  the 
future? 

We  sent  memoranda  to  the  referring 
physicians  to  find  out  what  had  happened 
to  the  first  100  patients  who  with  a second 
coronary  angiogram  and  selective  injection 
of  the  mammary  showed  that  the  mammary 
implant  was  connected  to  the  coronary  circu- 
lation. These  patients  were  operated  on 
between  1963  and  1966.  The  follow-up  is 
between  six  and  three  years,  and  92  patients 
are  living. 

One  patient  among  the  1963  group  is 
dead,  3 in  1964,  2 in  1965,  and  2 in  1966. 
Two  deaths  were  not  releated  to  coronary 
circulation;  acute  leukemia  and  carcinoma 
of  the  right  kidney  were  listed  as  causes  of 
death.  Six  died  because  of  myocardial  in- 
farction. 

This  means  that  the  mortality  rate  among 
these  100  patients,  who  have  one  mammary 
connected,  is  less  than  2 per  cent  per  year, 
and  we  know  that  the  medical  literature 
shows  that  the  mortality  rate  among  coro- 
nary patients  is  between  10  to  15  per  cent 
per  year.  I was  the  first  one  to  be  surprised. 
Only  8 patients  had  one  episode  of  myo- 
cardial infarction. 

More  than  70  per  cent  have  no  angina  or 
minimal  angina  on  heavy  exercise,  and 
more  than  70  per  cent  are  back  at  work  with 
only  one  single  internal  mammary  connected. 
I am  quite  convinced  that  we  have  the  ana- 
tomic proof,  functional  proof,  and  the  long 
follow-up  showing  that  internal  mammary 
artery  implantations  do  perfuse  the  myo- 
cardium and  protect  some  of  those  patients 
for  the  future. 

Dr.  Robinson  : Dr.  Franklin,  what  is  the 
rate  of  change  of  stenotic  lesions  demon- 
strated radiographically. 

Dr.  Franklin:  The  rate  of  change  var- 
ies rather  dramatically  from  individual  to 
individual.  The  average  patient  we  study 
one  year  later  does  not  show  tremendous  or 
significant  change  unless,  in  the  interim, 
he  has  had  significant  symptomatic  change. 
Obviously  I am  not  saying  the  symptoms 
are  the  cause,  but  in  those  individuals  in 
whom  we  have  not  seen  much  symptomatic 
change,  we  have  not  seen  much  change  in 
the  coronary  arteries  either.  The  one  most 
dramatic  patient  we  had  is  our  longest 
follow-up  which  is  close  to  three  and  one- 
half  years.  This  patient  had  a non- 


jeopardized  collateral  circumstance  when 
first  evaluated  at  class  4 anginal  level;  with 
medication  and  treatment  he  got  up  to  a 
class  2 level  and  could,  interestingly  enough, 
do  everything  but  run  up  a hill.  That  is 
the  only  thing  he  could  not  do  without 
angina,  and  he  went  through  the  Royal 
Canadian  Air  Force  exercise  course. 

Three  and  one-half  years  later,  a lateral 
myocardial  infarction  developed,  and  he  was 
restudied.  He  had  a brand  new  90  per  cent 
stenosis  in  his  left  circumflex  that  he  did 
not  have  at  the  time  of  his  first  examination. 
In  carefully  reviewing  the  angiograms,  he 
had  more  significant  lesions  in  other  vessels, 
that  is,  25  to  50  per  cent  narrowing  in 
other  areas  that  had  not  changed,  and  yet 
there  is  one  area  that  looked  relatively 
normal  before  but  was  now  90  per  cent 
narrowed. 

I cannot  account  for  this  nor  prognosti- 
cate on  these  bases.  Each  individual  is 
different.  I think  there  is  a great  deal  we 
do  not  know,  and  maybe  in  the  future  by  a 
more  careful  analysis  we  will  be  able  to  pick 
out  the  people  who  will  progress  rapidly  as 
opposed  to  those  who  progress  slowly.  One 
further  comment,  the  smoker  seems  to 
progress  faster. 

Dr.  Robinson  : Dr.  Likoff,  who  should 

have  coronary  cineangiography?  Is  myo- 
cardial infarction  alone  an  indication  for 
coronary  angiography? 

DR.  Likoff:  In  my  opinion,  the  pro- 

cedure of  coronary  arteriography  should  be 
performed  on  any  individual  in  whom  the 
demonstration  of  the  origin,  anatomic  dis- 
tribution, and  internal  caliber  of  the  coro- 
nary circulation  is  essential  for  diagnosis  or 
therapy. 

This  gives  you  a very  broad  indication 
for  the  investigation.  It  is  purposely  made 
broad  because  it  is  an  innocuous  procedure, 
and  there  should  be  associated  with  it  prac- 
tically no  morbidity  and  certainly  no  deaths 
in  any  accomplished  center.  We  do  not 
worry  any  more  about  doing  coronary 
arteriography  today  than  about  doing  any 
of  the  other  contrast  media  invasive  pro- 
cedures and  find  that  it  is  profitable  to  do  so. 

I think  the  second  question  was  whether 
or  not  this  should  be  done  when  myo- 
cardial infarction  without  angina  is  present. 
Again,  if  this  sort  of  analysis  is  going  to 
influence  your  therapeutic  venture,  and  if 
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you  are  involved  with  a concept  of  the  pro- 
spective surgery,  it  should  be  done. 

If  you  think  the  anatomic  distribution  of 
the  atherosclerotic  lesions  are  helpful  to 
your  evaluation  of  the  case,  or  if  you  want 
to  correlate  that  information  with  the  hemo- 
dynamic response  to  exercise,  it  should  be 
done.  I see  no  restrictive  considerations  to 
this  procedure  if  the  patient  is  in  the  proper 
hands. 

Dr.  Robinson:  Do  you  find  it  of  interest 
or  therapeutically  important  to  do  arteriog- 
raphy in  your  own  practice? 

Dr.  LlKOFF:  Yes,  it  is  done  routinely. 

We  average,  as  I suppose  most  individuals 
with  equal  experience  do,  perhaps  as  many  as 
four  or  five  coronary  arteriographies  in  a 
day. 

May  I just  add  one  collateral  remark. 
The  obvious  dispute  that  has  been  illustrated 
is  healthy.  I do  not  want  you  to  think  that 
these  opposite  ends  of  the  fence  are  neces- 
sarily detrimental  to  discussion  of  the  sub- 
ject matter.  Everybody  trying  to  reach  a 
conclusion  is  earnest  and  I am  certain,  hon- 
est. 

I have  been  involved  in  appraising  pro- 
cedures for  a long  time,  and  I leave  you 
with  only  one  important  thought.  It  is,  in 
my  judgment,  a serious  error  to  take  coro- 
nary arteriography  and  make  it  a physio- 
logic study.  Just  one  simple  example : A 90 
per  cent  obstruction  can  give  you  a very 
magnificent  subsequent  filling  of  the  distal 
segment  that  looks  perfectly  adequate;  the 
only  delay  is  a fraction  in  time.  This  is  a 
perfect  demonstration  that  the  whole  se- 
quence of  events  of  coronary  artery  disease 
is  an  expression  of  perfusion  against  unit 
mass  of  muscle  within  a unit  time.  You 
cannot  measure  this  with  coronary  arteriog- 
raphy, and  I think  it  would  be  wrong  to  use 
it  as  an  instrument  of  such  a measurement. 

Physician  : Dr.  Likoff,  do  you  routinely 
do  pre-  and  postoperative  lactate  metabolic 
studies? 

Dr.  Likoff:  We  do  it  routinely  in  the 

clinical  investigative  protocol;  we  do  not 
do  it  in  a service  protocol.  There  is  a dif- 
ferentiation in  our  institution  between 
coronary  arteriography  for  service  and 
clinical  investigative  purposes;  but  I must 
remind  you  that  our  record  in  coronary 
surgery  has  been  a delayed  one,  because 
for  a long  time  we  did  not  permit  internal 


mammary  implantations.  That  may  explain 
it. 

Dr.  Sawyer:  I would  just  like  to  say  that 
I am  sure  this  is  true  of  everybody  who 
studied  the  metabolism,  that  in  the  pa- 
tients in  whom  we  have  produced  either  a 
right  or  left  patent  coronary  artery,  and  I 
am  sure  this  is  also  true  of  all  these  by- 
passes, we  have  found  that  there  has  been  a 
very  dramatic  reversal  of  abnormal  lactate 
metabolism.  I think  this  is  probably  best 
if  you  combine  it  with  pyruvates,  too, 
the  best  measure  of  aerobic  metabolism  by 
the  muscle  mass,  particularly  the  left  ven- 
tricle. Would  you  agree? 

DR.  Likoff:  Yes,  I certainly  would. 

Just  look  at  the  two  separate  issues  involved 
here,  and  very  simple  ones  really.  The 
question  in  the  opening  up  of  the  coronary 
arteries  by  bypass,  either  by  Sawyer’s  or 
anybody  else’s  method,  has  absolutely  noth- 
ing to  do  with  physiologic  probabilities. 
This  should  be  a very  good  surgical  pro- 
cedure. 

The  only  question  is,  will  the  original 
artery  of  the  bypass  remain  open.  That  is 
the  only  physiologic  problem.  In  the  in- 
direct methods,  however,  there  are  many 
other  problems  involved,  and  these  are  the 
ones  that  are  being  open  to  question.  You 
must  focus  on  the  issue  involved.  Anybody 
who  would  see  this  bypass  for  endarterec- 
tomy says  that  the  artery  is  wide  open ; 
there  is  no  question  about  it.  The  question 
is,  will  it  stay  open ; that  is  the  only  part  of 
the  investigation. 

Dr.  Robinson  : Dr.  Likoff,  is  there  any 

evidence  that  ventricular  function  improves 
as  a result  of  any  of  these  revascularization 
procedures? 

Dr.  Likoff:  If  we  are  talking  about  the 
direct  attack  or  the  bypass  on  the  artery, 
yes.  Dr.  Sawyer  just  mentioned  some  evi- 
dence that  he  has  uncovered,  and  I think 
that  this  would  be  expected.  Necrosis  of  the 
tissue  is  not  a lump  mass  necrosis.  Any- 
body who  has  done  any  pathologic  investi- 
gation in  the  field  knows  that  there  are 
viable  cells  interspersed  among  those  that 
are  necrotic,  ischemic,  and  so  on,  and  cer- 
tainly an  additional  increment  of  perfusion 
to  these  areas  should  give  us  better  con- 
tractility and  more  functioning  contractile 
units. 

Dr.  Robinson  : Dr.  Takaro,  can  one  sur- 
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vive  on  internal  mammary  artery  implanta- 
tion alone? 

Dr.  Takaro:  Dr.  Favaloro  showed  some 
evidence  which  makes  one  think  that  one 
can.  We  have  been  unable  to  uncover  evi- 
dence that  would  corroborate  this,  however. 

Dr.  Robinson  : Dr.  Favaloro,  what  is  the 
rationale  for  long  bypass  graft  to  a coro- 
nary artery  that  bypasses  a long  segment  of 
this  artery  along  with  its  myocardial 
branches?  I wonder  if  that  is  clear.  In 
other  words,  what  is  the  rationale  for  a long 
bypass  graft,  presumably  to  the  back  wall 
of  the  heart,  with  limitation  of  its  distal 
runoff  ? 

Dr.  Favaloro:  We  have  done  a signifi- 

cant number  of  bypasses  to  the  distal  por- 
tion of  the  right.  As  I described,  the  right 
coronary  artery  is  very  important  in  the 
distal  distribution  when  the  right  coro- 
nary artery  is  the  dominant  vessel,  and  cer- 
tainly the  right  coronary  artery  is  the  dom- 
inant artery  in  approximately  90  per  cent  of 
patients.  This  has  been  shown  by  review- 


ing our  own  series  of  coronary  angiograms 
and  also  by  James  in  his  marvelous  anatomy 
book.  If  diaphragmatic  distribution  will 
perfuse  both  diaphragmatic  portions  of  the 
right  and  left  ventricles,  and  if  we  have  a 
right  coronary  artery  that  will  show  ob- 
stuction  at  the  middle  third  and  even  at 
the  distal  third,  a bypass  to  the  distal  por- 
tion, very  close  to  the  bifurcation,  will  give 
enough  protection  to  the  entire  diaphrag- 
matic wall  of  the  heart.  There  has  to  be 
good  runoff  for  the  graft  to  work. 

Dr.  Robinson  : Dr.  Green,  what  is  the 

size  of  coronary  artery  you  think  might  be 
operated  on  successfully  with  the  naked 
eye  or  with  the  aid  of  loops? 

Dr.  Green  : I do  not  know.  I have  not 

tried  to  operate  on  vessels  smaller  than  2 
mm.  without  magnification. 

Dr.  Robinson  : I wish  to  thank  all  of 

our  guests  and  panelists  and  to  say  that  I 
think  we  have  all  been  treated  to  an  ex- 
cellent program  on  myocardial  revasculariza- 
tion. 
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Cardiopulmonary  resuscitation,  a pro- 
cedure that  barely  a decade  ago  was  re- 
served for  the  operating  and  recovery  rooms, 
has  gradually  and  steadily  become  the  ac- 
cepted practice  in  the  hospital  ward  and  in 
the  emergency  room.  Considered  a medical 
emergency  procedure  only  a few  years  ago, 
it  is  now  an  emergency  first-aid  procedure 
and,  as  such,  is  taught  to  various  paramedi- 
cal and  rescue  personnel.1  The  need  for 
qualified  instructors  and  the  unjustified  re- 
luctance in  certain  quarters  does  not  as  yet 
permit  us  to  introduce  the  teaching  of  car- 
diopulmonary  resuscitation  to  interested  lay 
people,  as  many  other  first-aid  procedures 
are  taught. 

In  many  hospitals  throughout  the  coun- 
try, cardiopulmonary  resuscitation  teams 
are  already  functioning.  As  trained  per- 
sonnel and  adequate  equipment  become  avail- 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society-  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  9,  1969. 


Conditions 

1967(18) 

1968<91) 

Areas 

Intensive  care  unit 

10 

23 

Coronary  care  unit 

0 

36 

Medical  wards 

4 

12 

Surgical  wards 

1 

9 

Emergency  room 

2 

6 

Clinics 

0 

0 

Pediatrics 

1 

3 

X-ray 

0 

1 

Other 

0 

1 

Age 

0 to  15 

1 

4 

16  to  25 

2 

1 

26  to  40 

1 

9 

41  to  60 

8 

28 

61  and  over 

4 

46 

Not  recorded 

2 

3 

Time  resuscitation  began 

0 to  2 minutes 

12 

68 

2 to  4 minutes 

2 

5 

Over  4 minutes 

4 

8 

Not  recorded 

0 

10 

Results 

Recovery  1 24  hours) 

1 

27 

Partial  recovery 

9 

23 

Immediate  death 

6 

39 

Not  recorded 

2 

2 

able,  more  units  are  being  organized.  The 
improved  methodology  and  definitive  treat- 
ment of  cardiac  arrest  has  vastly  expanded 
the  scope  of  its  potential  and  actual  useful- 
ness (Table  I) . 

The  teaching  hospital  thus  acquires 
another  responsibility,  not  only  to  the  med- 
ical personnel  but  to  the  community  at  largo. 
The  anesthesiologist  is  well  suited  to  be  the 
leader  or  at  least  the  nucleus  of  cardiopul- 
monary resuscitation  training  for  physi- 
cians and  paramedical  and  rescue  personnel. 
In  directing  a resuscitation  program  in  a 
teaching  hospital,  the  anesthesiologist  is 
faced  with  a multifaceted  task:  (1)  He 

must  adapt  the  cardiopulmonary  resuscita- 
tion training  program  to  the  problems  pe- 
culiar to  a teaching  hospital:  (2)  he  must 
constantly  review  and  upgrade  the  training 
in  light  of  changing  concepts,  new  technics, 
and  equipment;  and  (3)  he  must  partake  in 
community-wide  cardiopulmonary  resuscita- 
tion teaching  at  smaller  hospitals  and  of 
rescue  personnel,  ambulance  personnel,  po- 
licemen, firemen,  and  lifeguards. 

Interservice  teamwork,  always  a weighty 
although  delicate  problem,  becomes  more  im- 
portant when  the  anesthesiologist  heads  the 
hospital’s  resuscitation  program.  There, 
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success  is  predicated  on  the  close  cooperation 
with  the  medical,  surgical,  nursing,  and  ad- 
ministrative services,  a role  often  requiring 
the  patience  of  Job,  the  heart  of  a lion,  and 
the  hide  of  an  elephant. 

In  addition,  a cardiopulmonary  resuscita- 
tion program  in  a teaching  institution  is 
faced  with  many  problems  not  germane  to, 
or  only  rarely  encountered  in,  the  average 
community  hospital.  These  include:  Cl) 

a greater  percentage  of  critically  ill  pa- 
tients, most  frequently  concentrated  in  spe- 
cial care  areas,  intensive  care  units,  coro- 
nary care  units,  or  respiratory  care  units; 
(2)  annual  changes  in  house  staff  and  the 
frequent  interservice  rotation  which  make 
it  mandatory  to  conduct  several  orientation 
and  teaching  programs  during  a year  to  ac- 
quaint the  intern  and  resident  properly  with 
peculiarities  of  cardiopulmonary  resuscita- 
tion on  the  various  services  and  units  such 
as  pediatrics,  cardiopulmonary  surgery,  in- 
tensive care,  and  coronary  care;  (3)  the 
presence  of  medical  students  at  teaching 
hospitals  which  offers  the  opportunity  to  in- 
struct future  physicians  in  the  importance 
of  prompt,  proper,  and  efficient  treatment  of 
cardiac  arrests;  and  (4)  nurses  and  nursing 
students  who  comprise  another  group  that 
requires  training  as  a part  of  the  hospital’s 
indoctrination  course. 

In  recognition  of  the  fact  that  no  more 
than  four  to  six  minutes  of  time  can  elapse 
to  prevent  cerebral  death,  an  ever-increasing 
number  of  people  are  becoming  involved  in 
resuscitation  since  it  is  often  impossible  to 
secure  the  help  of  a physician  within  that 
short  time.  The  fact  that  nurses  and  para- 
medical and  emergency  personnel  are  capable 
of  diagnosing  and  instituting  effective  re- 
suscitation prior  to  the  arrival  of  a physi- 
cian, makes  them  very  valuable  members  of 
the  resuscitation  team  (Table  II). 23 

To  be  of  value,  teaching  should  combine 
theory  with  practical  experience.  One  can- 
not learn  to  perform  adequate  resuscitation 
without  exercising  on  the  presently  avail- 
able manikins  (Resusci-Anne) . Experience 
has  shown  that  to  maintain  proficiency  the 
nurses  should  have  at  least  two  practice 
courses  in  cardiopulmonary  resuscitation 
during  the  year. 

Although  it  is  rarely  difficult  for  an  anes- 
thesiologist to  establish  an  airway  by  inser- 
tion of  an  endotracheal  tube,  it  must  be  re- 


TABLE  II.  Cardiopulmonary  resuscitation  training 
April,  1967  to  December,  1968 


Personnel 

Number 

Trained 

Hospital  attendings  and  house  officers  430 

Medical  students 

183 

Registered  nurses 

438 

Licensed  practical  nurses 

122 

Miscellaneous  hospital  personnel 

37 

Physicians  (Onondaga  County) 

40 

Emergency  personnel  (ambulance, 

police,  firemen,  and  so  on) 

346 

membered  that  the  chances  of  quick  and 
successful  intubation  of  a victim  by  an 
eager  but  inexperienced  house  physician 
would  be  well  below  50  per  cent.2  Success- 
ful ventilation  by  mask  and  compressible 
bags  or  by  a variety  of  airways  still  requires, 
according  to  our  experience,  skill  not  easily 
retained  without  frequent  practice.  These 
unsuccessful  attempts  are  therefore  dan- 
gerous to  the  victim  because  they  use  up  val- 
uable time  and  often  result  in  immediate 
death  or  only  temporary  survival  as  a de- 
cerebrate human  preparation.  Thus,  it 
should  not  be  forgotten  that  mouth-to-mouth 
ventilation,  although  repulsive  at  times,  is 
a simple,  effective,  and  lifesaving  method. 

It  is  apparent  that  once  the  acute  phase 
of  resuscitation  is  over,  definitive  therapy, 
postresuscitation  care,  and  surveillance  can 
be  planned  more  leisurely.  At  this  phase 
the  medical  specialists  and  neurologists  have 
a much  greater  role  to  play,  with  the  anes- 
thesiologist more  often  acting  as  consultant 
in  the  management  of  respiratory  problems. 

The  major  difference  in  approach  to  the 
problem  of  resuscitation,  between  the  spe- 
cialized units  and  general  patient  areas  is 
in  the  coronary  care  unit  where  the  nursing 
personnel  are  instantly  alerted  in  the  event 
of  a cardiac  arrest  or  severe  arrhythmia. 
Here,  defibrillation  is  very  likely  to  be  suc- 
cessful if  immediately  applied  because  only 
seconds  will  have  elapsed  between  the  alarm 
and  application  of  the  electrodes.  Recent 
statistics  have  shown  that  the  coronary  care 
unit  patient  stands  a better  chance  of  being 
successfully  resuscitated  if  only  for  the 
promptness  and  efficiency  with  which  well- 
trained  personnel  respond.24  Preliminary 
statistics  from  our  one-year-old  coronary 
care  unit  seem  to  corroborate  these  data: 
out  of  36  cardiac  arrests  13  patients  were 
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successfully  resuscitated  and  survived  at 
least  twenty-four  hours  (Table  I). 

In  the  general  patient  areas  with  a lesser 
degree  of  surveillance,  lower  index  of  suspi- 
cion, and  resuscitation  equipment  a minute 
or  two  away,  the  basic  approach  will  have  to 
be  different.  Here,  patients  in  cardiac  ar- 
rest must  be  considered  hypoxic,  hypercar- 
bic,  and  acidotic,  and  therefore  attention 
must  be  paid  to  the  establishment  of  an  air- 
way, of  ventilation,  oxygenation,  elimination 
of  carbon  dioxide,  and  reversal  of  acidosis. 
The  chances  for  a successful  defibrillation 
will  be  much  improved  following  such  meas- 
ures. 

Role  of  nursing  and 
paramedical  personnel 

With  rare  exceptions,  the  minute-to-min- 
ute  supervision  of  the  patient  is  the  task  and 
responsibility  of  the  nursing  and  paramedi- 
cal personnel.  For  these  reasons,  they  must 
be  instructed  in  recognition  and  emergency 
treatment  of  patients  requiring  resuscita- 
tion because  they  are  the  first  line  of  defense 
until  the  resuscitation  team  arrives  at  the 
scene  of  an  emergency.  By  stressing  this 
role  to  nursing  personnel  during  training, 
their  motivation  in  immediate  institution  of 
cardiopulmonary  resuscitation  is  greatly  in- 
creased. 

It  follows  that  there  must  be  a continuing 
program  in  resuscitation  for  nurses  and 
paramedical  personnel  new  to  the  hospital 
and  refresher  courses  for  those  formerly 
trained.5  By  retesting  students,  nurses  and 
rescue  personnel,  both  at  our  hospital  and 
the  local  heart  association,  we  found  that 
ideally  the  refresher  courses  should  be  semi- 
annual, although  in  practice  this  may  not  al- 
ways be  possible.  In  our  institution,  these 
teaching  responsibilities  are  carried  out  by 
2 anesthesiologists  who  spend  an  average  of 
two  hours  a week  on  teaching  cardiopul- 
monary resuscitation  to  groups  of  attend- 
ings,  house  staff,  nurses,  inhalation  thera- 
pists, x-ray  and  laboratory  technicians,  and 
other  paramedical  personnel.  The  size  of 
such  groups,  in  our  experience,  should  not 
exceed  12  to  16  students  per  instructor. 

The  emergency  treatment  of  cardiopul- 
monary arrest  is  taught  to  all  groups  alike. 
Definitive  treatment  of  cardiopulmonary  ar- 
rest and  postresuscitation  care  is  taught  to 
physicians  only. 


In  teaching  cardiopulmonary  resuscitation 
to  house  physicians,  it  should  be  stressed 
that  patients  with  large  anteroposterior  di- 
ameters of  the  chest  are  not  always  suitable 
candidates  for  the  simple,  closed  method  of 
cardiac  massage,  and,  should  the  need  arise, 
one  must  be  ready  to  proceed  with  the  only 
other  method  likely  to  succeed — that  of 
open-chest  heart  massage  and  open-chest 
direct  defibrillation. 

Because  of  an  increasing  number  of  reac- 
tivated, middle-aged  nurses,  one  must  in- 
quire prior  to  practical  exercises  whether  or 
not  anyone  has  physical  defects.  We  had  2 
cases  of  angina  in  would-be  rescuers,  fortu- 
nately without  serious  consequences. 

The  extensive  use  of  manikins  by  many 
students  presents  a potential  danger  of  cross 
infection.  As  far  as  we  can  tell,  this  has  not 
been  a problem  in  spite  of  the  fact  that  cul- 
tures from  some  of  the  manikins  have  re- 
sulted in  the  growth  of  pathogenic  organ- 
isms. In  practice  sessions  we  have  used  4 
by  4-inch  sterile  gauze,  eight  layers  thick, 
to  act  as  a barrier.  A detailed  study  is  now 
being  carried  out  to  determine  the  best  way 
of  sterilizing  the  teaching  manikins  to  mini- 
mize the  dangers  of  cross  infection. 

Cardiopulmonary  resuscitation  team 

The  importance  of  a cardiopulmonary  re- 
suscitation team  in  a hospital  has  been  well 
stressed.*5  8 For  it  to  be  effective,  however, 
it  has  to  meet  the  following  criteria:  (1) 

It  has  to  be  available  on  a twenty-four-hour 
basis;  (2)  it  should  be  able  to  report,  in  a 
matter  of  minutes,  to  the  scene  of  the  emer- 
gency; and  (3)  it  has  to  have  adequate 
equipment  available  with  minimal  delay. 

The  cardiopulmonary  resuscitation  team 
at  our  hospital  consists  of  a senior  resident 
in  anesthesiology;  medical,  surgical,  and  pe- 
diatric house  officers;  and  a nursing  super- 
visor, all  on  twenty-four-hour  call  in  the  hos- 
pital. 

Once  a cardiopulmonary  emergency  takes 
place,  the  nursing  or  other  trained  personnel 
proceed  with  artificial  ventilation  and  exter- 
nal cardiac  compression.  The  code  page 
“Dr.  Pacemaker,  Ward  . . .”  is  initiated  by  a 
“hot  line”  available  at  all  nursing  stations, 
clinics,  emergency  rooms,  x-ray  rooms,  and 
so  on.  This  alerts  the  physicians  on  the 
cardiopulmonary  resuscitation  team.  At 
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the  scene,  the  person  in  charge  is  the  pa- 
tient’s physician  or,  in  his  absence,  the  sen- 
ior house  officer. 

Cardiopulmonary  resuscitation  equipment 

To  be  of  value,  resuscitative  equipment 
must  be  available  any  place  and  any  time. 
At  our  hospital,  two  sets  of  equipment  are 
relied  on : 

Basic  resuscitation  cart.9  The  basic 
resuscitation  cart  contains  a few  essential 
drugs,  a knife,  a suction  apparatus,  an  oxy- 
gen tank,  a Hope  resuscitation  bag,  masks, 
laryngoscopes,  blades,  and  a resuscitation 
board  (food  tray).  These  carts  are  located 
on  all  patient  floors,  clinics,  and  the  emer- 
gency room. 

Complete  resuscitation  cart.9  The 
complete  resuscitation  cart  contains  all  of 
the  items  on  the  basic  cart  plus  a cardio- 
scope,  defibrillator,  pacemaker,  tracheos- 
tomy tray,  and  thoracotomy  tray.  Four  of 
these  carts  are  located  in  strategic  places 
and  can  be  taken  to  any  location  in  the  hos- 
pital within  three  to  four  minutes.  We  pre- 
fer a direct  current  defibrillator  that  can  be 
operated  both  from  an  alternating  current 
outlet  and  a constantly  charged  battery,  thus 
making  it  more  versatile. 

Care  and  use.  Both  types  of  resuscita- 
tion carts  are  rechecked  frequently.  Once  a 
cart  has  been  used,  it  is  taken  to  central 
sterile  services  for  restocking  and  resteriliz- 
ing. An  exchange  unit  is  immediately  sent 
up  to  the  floor,  to  leave  no  area  without 
proper  resuscitation  equipment. 

It  is  not  felt  that  mechanical  resuscitation 
equipment,  designed  to  provide  phased  arti- 
ficial ventilation  and  external  cardiac  com- 
pression, has  reached  the  stage  of  mechani- 
cal efficiency  to  compete  with  or  supplant 
human  endeavor  and  judgment.  A teaching 
institution  too  often  is  exposed  to  the  dan- 
gerous inclinations  of  relying  too  much  on 
mechanical  equipment  when  “foolproofing” 


is  totally  dependent  on  the  human  brain  that 
puts  it  to  clinical  use.10 

Community  responsibilities 

The  anesthesiologist  in  a teaching  hos- 
pital has  a responsibility  to  the  community 
in  which  he  lives  to  disseminate  the  knowl- 
edge of  resuscitation  to  smaller  hospitals  in 
surrounding  areas,  to  practicing  physicians, 
and  to  “key”  emergency  personnel.  Organ- 
izations deemed  ideally  suited  to  help  such 
community  programs  are  the  local  chapter 
of  the  American  Heart  Association  or  the 
Regional  Medical  Program  system. 

Summary 

In  the  light  of  our  experience  in  a teach- 
ing hospital  and  in  the  community,  a brief 
review  of  cardiopulmonary  resuscitation  is 
presented  with  most  of  its  problems  and  only 
some  of  the  solutions. 

References 

1.  Cardiopulmonary  Resuscitation,  statement  by  the 
Ad  Hoc  Committee  on  Cardiopulmonary  Resuscitation  of  the 
Division  of  Medical  Sciences,  National  Academy  of  Sciences 
—National  Research  Council,  J.A.M.A.  198:  372  (1966). 

2.  Corday,  E.,  and  Vyden,  J.  K.:  Resuscitation  after 
myocardial  infarction.  A clinical  appraisal,  ibid.  200:  781 
(1967). 

3.  Guidelines  for  Coronary  Care  Units,  U.S.  Public 
Health  Service,  Department  of  Health,  Education,  and 
Welfare,  1968,  p.  9. 

4.  Lown,  B.,  Fakhro,  A.  M.,  Hood,  W.  B.,  and  Thorn, 
G.  W.  The  coronary  care  unit.  New  perspectives  and 
directions,  J.A.M.A.  199:  188  (1967). 

5.  Birch,  L.  H.:  The  need  for  training,  retraining  and 

testing  trainees  in  cardiopulmonary  resuscitation,  in  Cardio- 
pulmonary Resuscitation  Conference  Proceedings,  National 
Research  Council  Publication  1494:  149  (1967). 

6.  Jung,  M.  A.,  et  al . : Value  of  a cardiac  arrest  team 

in  a university  hospital:  results  in  a series  of  100  patients, 

Canad.  M.  A.  J.  98:  74  (Jan.  13)  1968. 

7.  Johnson,  J.  D.:  A plan  of  action  in  cardiac  arrest, 

J.A.M.A.  186:  468  ( 1963). 

8.  Sykes,  M.  K.:  Organization  of  a resuscitation  serv- 

ice and  results  of  treatment,  Proc.  Roy.  Soc.  Med.  57 : 
372  (1964). 

9.  Israel,  J.  S.,  McCulla,  K.,  and  Dobkin,  A.  B.:  A 

cart  for  cardiopulmonary  resuscitation,  Canad.  M.  A.  J. 
89:  1284  (1963). 

10.  Orkin,  L.  R.:  Responsibility  of  manufacturers  and 

consumers,  J.A.M.A.  206:  2888  (Dec.  23)  1968. 


2006  New  York  State  Journal  of  Medicine  / August  1,  1970 


A series  of  review  articles 
dealing  with  medical  progress 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURRELL,  M.D.,  Editor 


Hepatic  Scanning  and 
Angiography 

Complementary  Diagnostic  Procedures* 

LEONARD  M.  FREEMAN.  M.D. 

The  Bronx.  New  York 
CHIEN-HSING  MENG,  M.D. 
The  Bronx,  New  York 
ROBERT  G.  BERNSTEIN,  M.D. 

The  Bronx,  New  York 
MORTON  A.  BOSNIAK,  M.D. 
The  Bronx,  New  York 

From  the  Department  of  Radiology,  Albert  Einstein  College 
of  Medicine,  Yeshiva  University,  The  Bronx  Municipal 
Hospital  Center,  and  The  Hospital  of  the  Albert  Einstein 

College  of  Medicine 


LIVER  scanning  and  celiac  angiography 
have  both  contributed  significantly  to 
the  diagnosis  and  understanding  of  hepatic 
disease.  Prior  to  their  introduction  during 
the  past  decade,  very  few  specific  diagnostic 
measures  short  of  peritoneoscopy,  direct 
biopsy,  or  laparotomy  were  available  for 
studying  the  liver. 

An  unfortunate  by-product  of  newly  de- 
veloped procedures  for  investigating  similar 
anatomic  areas  is  the  tendency  to  place 
them  in  a competitive  light.  In  reality,  the 
greatly  different  mode  of  performance  of 
each  examination  and  the  type  of  informa- 
tion each  supplies  to  a given  clinical  situa- 
tion are  proof  enough  that  isotopic  and  an- 

* Presented  at  the  118th  Scientific  Session  and  Annual 
Meeting  of  the  American  Medical  Association,  New  York 
City,  July  13  to  17,  1969. 


giographic  procedures  complement  rather 
than  compete  with  one  another. 

The  hepatic  scan  and  celiac  angiogram 
both  have  shortcomings  at  the  present  time, 
but,  in  general,  serve  to  assist  one  another 
in  elucidating  the  nature  of  the  patient’s 
disorder. 

Hepatic  scan 

The  scan  is  a particular  good  screening 
procedure  because  of  the  ease  with  which  it 
is  performed.  The  simple  intravenous  ad- 
ministration of  radiocolloids,  such  as  gold- 
198  and  technetium-99m  sulfur  colloid,  which 
are  phagocytized  by  the  reticuloendothelial 
Kupffer  cells,  or  radioiodinated  rose  bengal, 
which  is  quantitatively  cleared  by  hepatic 
polygonal  cells,  makes  the  technic  safe  and 
simple  to  perform  even  in  elderly  and  se- 
riously ill  patients.  All  large  hospitals  and 
most  smaller  institutions  now  possess  either 
rectilinear  scanners  or  stationary  camera 
devices  that  allow  rapid  recording  of  isotope 
distribution  in  an  organ  or  organ  system. 

The  major  limitations  of  the  scanning 
method  at  this  time  are  the  comparatively 
poor  resolution,  which  allows  lesions  smaller 
than  2 cm.  to  escape  detection,  and  the  rela- 
tive nonspecificity  of  positive  findings.  Pri- 
mary or  metastatic  tumors,  abscesses,  cysts, 
fibrotic  nodules  of  cirrhosis,  hematomas,  and 
infarcts  may  all  appear  quite  similarly  as 
areas  failing  to  concentrate  the  injected 
radiopharmaceutical.  Careful  correlation 
with  other  clinical  findings  usually  suggests 
the  true  reason  for  the  defect,  but  fre- 
quently the  issue  remains  obscure,  such  as 
pseudomass  of  cirrhosis  versus  a superim- 
posed hepatoma1-2  or  extrinsic  pressure  de- 
fects indistinguishable  from  true  intra- 
hepatic  space-occupying  lesions.3 
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On  occasion,  intense  activity  on  a liver 
blood  pool  scan,  performed  with  radioiodi- 
nated  serum  albumin  in  an  area  that  was 
“cold”  on  a previous  colloid  scan,  can 
strongly  suggest  a histologic  diagnosis  of 
hepatic  hemangioma.4 

This  isolated  situation  represents  one  of 
the  very  few  times  that  the  scan  itself  can 
offer  the  specific  etiologic  explanation  for  its 
findings. 

Celiac  angiogram 

Celiac  angiography  has  helped  greatly  to 
clarify  most  of  the  positive  findings  de- 
tected by  the  scan  and  has  occasionally,  in 
our  experience,  demonstrated  lesions  smaller 
than  the  2-cm.  resolution  limit  of  the  iso- 
tope procedure. 

Among  the  positive  types  of  information 
one  may  derive  from  the  angiogram  is  the 
differentiation  of  vascular  and  avascular 
lesions,  distinction  of  extrinsic  pressure  de- 
formities from  intrahepatic  disease,  and  the 
demonstration  of  bleeding  sites  after  liver 
trauma. 

Angiography  also  outlines  the  vascular 
anatomy  of  the  liver.  With  the  increasing 
frequency  of  hepatic  surgery  (trauma,  hepa- 
toma), a complete  knowledge  of  the  vascular 
pattern  prior  to  such  surgery  is  obviously 
necessary  particularly  since  variations  in 
the  hepatic  arterial  supply  are  common. 

Limitations  to  the  celiac  angiographic 
approach  also  exist.  Technical  skill  and  ex- 
perience are  necessary  prerequisites  for 
the  performance  of  these  procedures.  Also, 
the  necessary  equipment  is  complex  and  ex- 
pensive. Therefore,  the  procedure  is  usually 
not  available  in  smaller  hospitals  but  re- 
served for  the  larger  medical  centers.  Oc- 
casionally, even  when  expert  personnel  are 
available,  the  procedure  cannot  be  performed 
because  of  technical  difficulties  usually  as- 
sociated with  tortuous,  arteriosclerotic  ves- 
sels in  the  aged  population.  It  is  also  true 
that  since  most  metastatic  foci  in  the  liver 
are  avascular,  they  may  also  escape  detec- 
tion with  angiography.5  Peripheral  lesions 
beyond  the  major  intrahepatic  arterial  ar- 
borizations are  similarly  difficult  to  detect 
with  this  technic. 

In  the  occasional  patient  with  iodide  al- 
lergy, the  performance  of  angiogiaphy  is 
contraindicated. 


Combined  approach 

From  the  foregoing,  it  is  apparent  that  a 
combined  radioisotopic-radiographic  diag- 
nostic approach  is  the  most  logical  means  of 
minimizing  the  shortcomings  of  each  method 
considered  individually.  There  are  situa- 
tions in  which  the  hepatic  scan  would  suf- 
fice by  itself.  Certainly  the  patient  with  a 
proved  malignant  condition  elsewhere,  for 
example,  breast,  lung,  or  gastrointestinal 
tract,  and  multiple  well-circumscribed  de- 
fects on  the  hepatic  scan  requires  little  fur- 
ther diagnostic  work-up  in  the  usual  situa- 
tion. Histologic  verification  of  liver  metas- 
tases,  if  desired  by  the  clinician  caring  for 
the  patient,  may  be  obtained  by  liver  biopsy. 
In  most  instances  this  would  not  be  neces- 
sary. As  previously  mentioned,  the  scan 
with  negative  results  does  not  definitively 
rule  out  liver  metastases,  and  small  dis- 
placements and  deflections  of  branch  vessels 
may  be  detected  on  celiac  angiography  with 
lesions  only  a few  millimeters  in  diameter. 
Thirty-one  per  cent  of  metastatic  liver  le- 
sions measure  less  than  2 cm.  in  diameter, 
but  only  2 per  cent  of  metastatic  livers  have 
truly  solitary  lesions.6  There  is,  therefore, 
a strong  possibility  that  at  least  one  lesion 
in  an  involved  liver  will  be  greater  than  2 
cm.  On  this  basis,  the  scan  should  remain 
an  excellent  screening  procedure  for  this 
particular  problem.  Wilson,  Preston,  and 
Overholt7  recently  reported  a success  rate 
of  93  per  cent  in  detecting  liver  metastasis 
by  the  combined  use  of  scanning  and  serum 
alkaline  phosphatase  determination.  Scan- 
ning alone  has  been  reported  to  be  77  to  90 
per  cent  accurate  in  detecting  space-occupy- 
ing disease  in  various  authors’  experi- 
ences.8-10 

Areas  of  decreased  or  absent  activity  on 
the  cirrhotic  liver  scan  are  caused  by  di- 
minished hepatic  blood  flow,  regenerative 
processes  with  scarring,  and  impairment  of 
parenchymal  transport  mechanisms.1  These 
so-called  pseudomasses  are  indistinguishable 
from  the  defects  caused  by  hepatomas  grow- 
ing in  cirrhotic  livers.  Angiography  is 
strongly  recommended  in  these  cases,  since 
the  highly  vascular  primary  hepatic  neo- 
plasm presents  a very  different  appearance 
from  the  relatively  avascular  pseudomass. 

Retroperitoneal  masses  in  the  kidney,  ad- 
renal, or  pancreas,  as  well  as  intraperitoneal 
lesions  of  the  biliary  tract,  gastrointestinal 
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tract,  and  spleen  can  often  cause  very  real- 
appearing  defects  on  the  hepatic  scan.3 
However,  the  displaced  and  crowded  intra- 
hepatic  vessels  seen  on  the  angiogram  of  the 
patient  with  an  extrahepatic  lesion  is  dis- 
tinctly different  from  the  draped  vessels 
and  possible  vascular  blush  found  with  true 
space-occupying  disease  of  the  liver. 

The  importance  of  identifying  specific 
bleeding  points  following  trauma  and  the 
need  for  a clear  understanding  of  vascular 
anatomy  prior  to  hepatic  surgery  has  been 
mentioned  previously.  The  scan  is  ex- 
tremely valuable  in  following  regenerative 
changes  after  vessel  ligations  and  partial 
hepatectomy. 1112 

Further  developments  in  short-lived  ra- 
diopharmaceutical production  as  well  as  con- 
tinued future  improvements  in  rapid  imag- 
ing instrumentation  will  improve  the  resolu- 
tion of  the  hepatic  scan  and  allow  it  to  give 
ever-increasing  amounts  of  anatomic  and 
functional  information.  Similar  optimism 
may  certainly  be  held  for  visceral  angiog- 
raphy, particularly  with  the  use  of  magnifi- 
cation technics13  as  well  as  enhancement  of 
angiography  with  the  use  of  various  phar- 
macologic agents.14 

Summary 

Scanning  and  angiographic  procedures 
serve  to  complement  and  not  compete  with 
one  another  in  the  diagnostic  evaluation  of 
the  patient  with  liver  disease. 

The  technically  more  difficult  celiac  angio- 
gram generally  offers  specific  explanations 
for  positive  findings  on  the  scan  and  some- 


times detects  the  smaller  lesions  missed  by 
the  scan.  The  procedure,  however,  is  more 
complex,  needs  experienced  personnel,  and  is 
more  uncomfortable  for  the  patient. 

The  combined  radioisotopic-radiographic 
approach  has  proved  of  value  in  a variety  of 
hepatic  disorders  including  space-occupying 
disease,  cirrhosis,  and  traumatic  lesions. 
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Malaya  is  one  of  the  component  states  of 
Malaysia  with  an  area  of  50,700  square 
miles  or  roughly  that  of  New  York  State 
and  a population  of  about  8 million  or  ap- 
proximately that  of  New  York  City.  The 
population  is  made  up  of  three  main  ethnic 
groups:  Malays,  Chinese,  and  Indians,  who 
form  50,  37,  and  12  per  cent  of  the  popula- 
tion, respectively.  The  annual  population 
increase  is  about  3 per  cent  which  is  one  of 
the  highest  in  the  world. 

The  majority  of  the  population  depends  on 
agriculture  for  a livelihood,  and  they  live  in 
the  rural  areas.  About  80  per  cent  of  the 
population  live  on  the  west  coast  of  Malaya. 
The  different  ethnic  groups  tend  to  retain 
their  own  cultural  pattern  as  well  as  their 
own  religion,  language,  ideas,  and  ways. 
Malay  or  Bahasa  Malaysia  is  widely  used  as 
a lingua  franca  of  all  races  in  Malaya. 

Malaya  is  the  world’s  largest  producer  of 
natural  rubber  and  tin.  The  export  of  tin 
and  rubber,  both  key  raw  materials  of  world 
industry,  and  the  production  of  rice  for  con- 
sumption within  Malaya  form  the  mainstay 
of  the  economy  of  Malaya.  Rice  is  the  only 
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ulty of  Medicine,  University  of  Malaya,  Kuala  Lumpur,  W. 
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cereal  grown  on  a large  scale  and  accounts 
for  about  one  fifth  of  the  cultivated  area  and 
some  85  per  cent  of  the  land  devoted  to  food 
crops.  Four  fifths  of  Malaya  is  covered  by 
dense  tropical  jungle,  and  there  is  abundant 
land  for  the  people. 

The  climate  of  Malaya  is  characterized 
by  uniform  temperature,  high  humidity,  and 
copious  rainfall.  The  variation  of  tempera- 
ture throughout  the  year  is  very  small,  and 
the  average  temperature  ranges  from  70  to 
80  F.  The  average  rainfall  is  about  100 
inches. 

Malaya  enjoys  a relatively  high  standard 
of  living,  and  the  per  capita  national  income 
is  the  second  highest  in  Asia,  next  only  to 
that  of  Japan.  There  is  also  an  atmosphere 
of  social  harmony  in  a disturbed  world. 
However,  the  country  is  not  entirely  without 
problems.  The  problem  of  malnutrition 
exists  in  Malaya  just  as  it  exists  in  the 
United  States  with  all  its  affluence  and  ad- 
vancement in  science  and  technology.  This 
report  attempts  to  analyze  some  aspects  of 
nutrition  in  Malaya. 

Dietary  habits 

Rice  is  the  staple  food  in  the  diets  of  all 
the  three  ethnic  groups,  and  many  do  not 
describe  food  as  a meal  unless  it  contains 
rice.  Preference  for  rice  over  all  other 
cereals  has  been  established  by  convention 
and  taste  as  an  essential  item  of  food. 
Large  amounts  of  rice  are  consumed,  usually 
supplemented  with  small  amounts  of  vege- 
tables and  meat  flavored  with  condiments. 
There  are  some  differences  in  the  diets  con- 
sumed by  the  different  ethnic  groups. 

The  ordinary  Malayan  diet  does  not  have 
much  variety,  and  the  quantities  of  nonrice 
food  consumed  is  indeed  small.  Eggs  and 
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TABLE  I.  Net  food  supply  per  caput  in  Malaysia*t 

Foods  Protein  Fats 


Supplies 

iGm.  per  Day)- 
Malaysia  U.S. 

Calories 

Malaysia  U.S. 

• — (Gm.  per  Day)  — 
Malaysia  U.S. 

- (Cm.  per  Day)  - 
Malaysia  U.S. 

Cereals 

392 

181 

1,415 

659 

29.4 

15.6 

3.3 

2.1 

Potatoes  and 

starchy  foods 

113 

130 

83 

95 

1.2 

2.3 

0.3 

0.1 

Sugars  and  sweets 

80 

128 

306 

498 

0.1 

0.1 

Pulses,  nuts,  and 

23 

22 

73 

98 

5.6 

4 4 

2.6 

5.7 

seeds 

Vegetables 

97 

270 

21 

73 

1.4 

3.8 

0.2 

0 6 

F ruits 

71 

248 

27 

108 

0.3 

1.3 

0.1 

0.8 

Meat 

39 

262 

97 

576 

4.5 

32  4 

8 8 

51.2 

Eggs 

10 

52 

14 

74 

1.1 

5.7 

10 

5.4 

Fish 

28 

13 

47 

21 

7.5 

2.5 

1.5 

1.0 

Milk 

112 

674 

82 

408 

3.1 

23  5 

2.1 

22.5 

Fats  and  oils 

26 

56 

231 

502 

0.1 

0 2 

26  1 

56  5 

Total  animal 

protein 

16.3 

64.3 

145.9 

Totals 

991 

2,036 

2,400 

3,110 

54.3 

91  4 

46.1 

Sources  of  calories 
(per  cent) 

Carbohydrates 

73  26 

46  12 

Fats 

17  29 

42 . 22 

Proteins 

9 05 

11.76 

* Adapted  from  FAO  Production  Yearbook.  Home.  FAO,  1967,  vol.  21. 
t During  the  above  period  Singapore  was  a component  state  of  Malaysia. 


meat  are  eaten  infrequently,  and  the 
amounts  of  vegetables  and  meat  served 
daily  to  a family  in  the  United  States  would 
feed  a Malayan  family  for  a week.1  Fish 
and  a paste  made  of  shrimps  and  known 
locally  as  “belachan”  are  popular  in  their 
diets.  However,  their  diets  are  character- 
ized by  an  absence  of  dairy  products, 
legumes,  and  pulses.  For  religious  reasons 
pork  is  not  eaten  by  the  Malays. 

The  ordinary  Chinese  diet  contains  a little 
more  vegetables  and  meat  in  addition  to  the 
usual  amounts  of  rice.  Soybean  products 
and  pork  are  popular  among  the  Chinese 
and  so  is  eaten  between  meals.  Dairy 
products  are  not  an  important  constituent 
of  their  diets. 

The  Indians  are  the  only  community  who 
consume  dairy  products  and  legumes  to  any 
significant  extent,  although  it  cannot  be  con- 
sidered to  be  entirely  adequate  by  any 
means.  Fish  and  meat  (mutton)  are  eaten 
infrequently,  and  beef  is  not  eaten  by  the 
Hindus  because  of  their  religious  beliefs. 

On  the  whole  the  diets  of  Malaysian  people 
are  superior  to  those  of  other  Asian  coun- 
tries.2 Table  I shows  the  food  consumption 
in  Malaysia  during  the  period  1961  to  1963, 
and  this  is  compared  with  the  figures  for  the 
United  States  during  the  same  period.  In 


considering  these  figures  it  should  be  ap- 
preciated that  these  are  over-all  figures  and 
do  not  give  an  accurate  picture  of  the  real 
situation.  Those  living  in  urban  areas  are 
likely  to  be  better  off  compared  with  those 
living  in  the  rural  areas.  As  seen  from 
Table  I,  carbohydrates  are  the  main  source 
of  calories  in  the  Malaysian  diet,  and  fats 
comprise  less  than  20  per  cent  of  the  calories. 
The  fats  are  largely  made  up  of  coconut  oil 
and  coconut  emulsions.  Coconut  oil  con- 
tains 75  per  cent  of  saturated  fats.  Hydro- 
genated vegetable  oils  are  also  used  for 
cooking  to  a limited  extent.  Lard  is  used 
only  by  the  Chinese.  Fruits  are  plentiful 
in  Malaya  during  the  seasons  and  are  not 
eaten  at  meal  times  but  as  snacks. 

The  dietary  habits  just  described  gen- 
erally represent  those  of  the  majority  of 
people  with  low  incomes.  Many  of  the  food 
habits  of  the  immigrant  races  have  been 
brought  with  them,  and  these  habits  have 
been  retained  with  gradual  modifications 
and  adaptations  to  local  conditions.  There 
is  a growing  change  in  the  dietary  habits  of 
Malaysians  belonging  to  different  social  and 
ethnic  groups  especially  with  the  improve- 
ment in  their  economic  conditions.  It  has  to 
be  remembered  that  the  food  and  dietary 
habits  of  all  the  ethnic  groups  are  closely 
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tied  up  with  agriculture,  economics,  culture, 
tradition,  and  individual  preferences. 

Malnutrition  in  Malaya 

The  impressive  development  of  health 
services  after  Malaya’s  independence  in  1957 
has  to  a large  extent  been  responsible  for 
the  control  of  communicable  diseases.  To- 
day in  Malaya,  malaria  has  been  brought 
under  control,  and  the  dangerous  infectious 
diseases  have  been  abolished.  Where  there 
was  no  concern  before,  increasing  attention 
is  being  focused  on  the  problem  of  malnutri- 
tion. As  a result  the  full  extent  of  malnutri- 
tion, its  manifestations,  and  the  factors 
which  contribute  to  it  are  being  gradually 
recognized.  However,  the  magnitude  of 
malnutrition  in  Malaya  cannot  be  fully  un- 
covered in  the  absence  of  any  national  nu- 
trition surveys.  The  few  surveys  that  have 
been  done  were  confined  to  either  selected 
areas  or  groups.1-3-5 

Most  of  the  knowledge  on  the  incidence  of 
the  different  forms  of  malnutrition  is  ob- 
tained from  diet  histories,  clinical  examina- 
tion of  patients  attending  health  centers, 
and  from  the  results  of  the  few  fragmentary 
surveys.  It  is  to  be  realized  that  not  every- 
one with  some  manifestation  of  malnutri- 
tion comes  to  seek  treatment  at  hospitals 
even  though  the  health  services  are  free. 
There  is  a likelihood  that  a great  many  cases 
of  malnutrition  go  unrecognized.  Even 
though  marginal  or  subclinical  malnutrition 
is  bound  to  be  prevalent,  many  go  unrecog- 
nized and  undiagnosed,  since  this  condition 
can  be  satisfactorily  diagnosed  only  by  suit- 
able laboratory  examination  for  which  the 
facilities  are  not  uniformly  good.  It  is 
possible  that  the  problem  of  malnutrition 
tends  to  be  underestimated  in  Malaya. 

The  main  nutritional  problems  are  those 
arising  from  the  low  intake  of  dietary  pro- 
tein, vitamin  A,  thiamine,  and  iron  in  large 
sections  of  the  rural  population,  coupled  with 
parasitism.  Those  affected  most  seriously 
are  preschool  children  and  antenatal  and 
postnatal  women.  Frank  deficiency  disease 
is  not  prevalent,  and  the  classic  kwashiorkor 
is  not  common.  However,  much  ill  health 
due  to  malnutrition  exists  in  many  sections 
of  the  population  and  especially  in  the  rural 
areas. 


Causes  of  malnutrition 

The  fruits  of  economic  growth  are  un- 
evenly distributed.  An  uneven  distribution 
of  income  exists  which  involves  wide  dis- 
parities between  rural  and  urban  dwellers 
as  well  among  various  social  groups.  There 
is  underemployment,  and  the  resulting  low 
income  varies  from  day  to  day  and  accord- 
ing to  the  season  of  the  year.  Poverty  is  an 
important  cause  of  malnutrition,  for  it  re- 
sults not  only  in  an  inadequate  calorie  intake 
but  also  in  a reduction  in  the  amount  and 
variety  of  foods  used  to  supplement  the  rice 
in  individuals  and  families  in  a given  area  at 
a given  time.  Poverty  causes  poor  health, 
and  this  in  turn  causes  low  productivity  of 
labor,  which  completes  the  vicious  spiral  of 
poverty  which  leads  to  increasing  poverty.6 
The  adherence  to  traditional  beliefs,  cus- 
toms, and  ignorance  relating  to  diets  play 
an  important  role  in  the  causation  of  mal- 
nutrition in  certain  groups.  The  reliance 
on  a limited  number  of  food  items  and  un- 
equal distribution  of  food  resources  are  con- 
tributory factors.  Food  distribution  and 
marketing  are  poor  by  western  standards. 
Refrigeration  is  not  common,  and  food  has 
to  be  bought  daily.  Another  factor  which 
contributes  to  ill  health  and  aggravates  mal- 
nutrition is  parasitism.  Heavy  intestinal 
helminthiasis  is  common  in  rural  areas  due 
to  poor  sanitation  and  unsatisfactory  water 
supplies.7 

Protein  malnutrition 

The  consumption  of  high-quality  proteins 
is  low  in  Malaysia  (Table  I).  Protein  mal 
nutrition  is  evident  particularly  in  the  rural 
areas.  Rice  forms  not  only  the  major 
source  of  calories  but  also  of  proteins.  The 
average  intake  of  other  protein-containing 
foodstuffs  is  not  sufficient  to  meet  the  re- 
quirements. The  supply  of  adequate  pro- 
teins of  high  biologic  value  in  sufficient 
quantities  for  the  needs  of  growth  are  great 
problems  among  the  rural  masses.  Al- 
though they  have  a preference  for  meat  and 
eggs,  for  reasons  of  cost  it  is  not  possible 
for  the  low-income  consumers  to  substitute 
animal  proteins  for  vegetables  and  other 
side  dishes  and  raw  materials  that  are  cur- 
rently being  purchased.8  The  widespread 
view  that  rice  is  good  for  infants  and  fish 
bad  for  young  children  results  in  diets 
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which  are  poor  in  protein  and  high  in  carbo- 
hydrate. Due  to  infant-feeding  practices, 
fresh  milk  is  not  given  to  infants.  Fresh 
milk  is  not  readily  available  in  many  areas. 
Child  management  is  much  influenced  by 
customs  and  traditions.  Milk  sold  in  cans 
is  given  often  after  excessive  dilution.  rl  he 
aggressive  propaganda  by  the  manufac- 
turers of  some  baby  foods  results  in  artificial 
feeding  in  preference  to  breast  feeding. 

Malnutrition  in  pregnant  women  belong- 
ing to  the  lower-income  groups  is  common. 
Pregnant  women  do  not  receive  additional 
supplements  of  proteins  and  other  essential 
nutrients,  even  though  their  nutritional  re- 
quirements are  increased  during  pregnancy 
for  the  good  of  the  mother  and  the  unborn 
child.  In  some  parts  of  Malaya,  the  mother 
after  delivery  is  allowed  nothing  but  rice 
and  fish  with  no  other  supplementation  for 
forty-four  days.  Progressive  nutritional  de- 
pletion of  the  mother  during  pregnancy  and 
lactation  is  well  known.  As  these  women 
often  get  married  early  in  life,  repeated 
pregnancies  at  frequent  intervals  further 
aggravate  malnutrition.  Wastage  due  to 
pregnancy  is  high.  Such  depletion  of  the 
mother  decreases  the  nutritional  reserves  of 
the  newborn  infant  and  increases  the  likeli- 
hood of  malnutrition  in  infancy. 

Thiamine  deficiency 

Beriberi  was  very  prevalent  in  Malaya  at 
the  beginning  of  this  century.  It  was  Brad- 
don,9  then  working  in  Malaya,  who  first 
showed  that  beriberi  was  intimately  con- 
nected with  rice  and  that  it  could  be  cured 
by  the  use  of  “cured”  or  parboiled  rice. 
The  greatest  contribution  of  Malaya  to 
medical  science  has  been  the  fundamental 
researches  on  beriberi.10  Despite  the  great 
scientific  advances  made  in  our  understand- 
ing of  beriberi,  polished  or  milled  rice  is 
preferred  to  undermilled  or  parboiled  rice 
by  a very  large  section  of  the  population 
even  today.  The  rice  is  usually  washed 
several  times  before  it  is  cooked,  and  the 
water  in  which  the  rice  was  cooked  is  dis- 
carded. Considerable  losses  of  thiamine  oc- 
cur as  a result  of  these  procedures  which 
are  meant  to  improve  the  appearance  of  the 
rice.  Thus  the  primary  source  of  thiamine 
is  denied. 

Prolonged  cooking  of  vegetables  causes 


damage  to  some  of  the  B complex  vitamins 
and  ascorbic  acid,  and  discarding  watei 
used  for  cooking  causes  further  losses.  At 
the  time  of  delivery  a pregnant  woman  is  de- 
pleted of  thiamine  because  of  the  consump- 
tion of  highly  milled  rice.  The  further 
period  of  low  intake  due  to  the  traditional 
practice  of  limiting  the  diet  to  fish  and  rice 
after  delivery  causes  further  depletion. 
Postpartum  polyneuritis  due  to  thiamine 
deficiency  is  still  a common  occurrence  and 
accounts  for  a significant  number  of  cases 
admitted  to  hospitals  on  the  east  coast  of 
Malaya.  The  response  to  thiamine  therapy 
is  slow,  recovery  taking  place  only  after  a 
few  weeks. 

In  addition  to  beriberi,  one  also  encoun- 
ters clinical  evidence  of  deficiency  diseases 
due  to  a lack  of  some  other  B complex  vita- 
mins, especially  ariboflavinosis  with  angular 
stomatitis,  cheilosis,  and  glossitis  which  re- 
spond to  treatment  with  B complex.  Niacin 
deficiency  is  not  common,  and  pellagra  is 
virtually  unknown  in  Malaya.  Maize  or 
millets  do  not  form  any  part  of  the  Malayan 
diet.  Vitamin  C deficiency  is  also  uncom- 
mon in  Malaya  because  of  the  abundance  of 
local  fruits  of  many  varieties  and  the  con- 
sumption of  green  leaves  and  vegetables. 

Vitamin  A deficiency  is  common  in  cer- 
tain regions  and  is  one  of  the  leading  causes 
of  blindness  in  children.11  Eye  signs,  nearly 
all  in  preschool  children,  are  often  seen  in 
the  outpatient  clinics  in  the  form  of  xeroph- 
thalmia and  keratomalacia.  Follicular  kera- 
tosis is  also  seen  in  children  and  adults,  and 
this  may  be  due  to  vitamin  A deficiency.  In 
a survey  conducted  by  Thomson,  Ruiz,  and 
Bakar12  on  517  mothers,  25  per  cent  had 
low  levels  of  serum  vitamin  A,  and  the 
breast  milk  was  low  in  vitamin  A in  61  per 
cent  of  the  mothers.  It  is  evident  that 
children  can  be  very  vulnerable  to  vitamin 
A deficiency  in  the  absence  of  dietary  sup- 
plementation. The  main  sources  of  vitamin 
A for  the  people  in  rural  areas  are  from 
green  leaves,  vegetables,  and  fruits,  such  as 
the  papaya.  Most  of  these  contain  only  vita- 
min A precursors  in  the  form  of  carotenes. 
It  will  be  understood  that  fat  is  essential  for 
the  absorption  of  vitamin  A and  its  pre- 
cursors, and  because  of  the  low  dietary  in- 
take of  fat  the  assimilation  of  vitamin  A 
precursors  may  not  be  complete.  A small 
amount  of  preformed  vitamin  A is  also  de- 
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rived  from  fish  and  other  sea  foods.  Turtle 
eggs,  which  are  very  rich  in  vitamin  A,  are 
available  and  consumed  during  certain  sea- 
sons.13 Sources  from  dairy  products  and 
eggs  are  not  significant  because  of  the  low 
consumption  of  these  items. 

Rickets  is  not  a health  problem  in  Malaya. 
Adequate  amounts  of  vitamin  D are  manu- 
factured in  the  skin  by  virtue  of  exposure 
to  sunlight  which  is  abundant  all  through 
the  year;  substantial  quantities  may  also  be 
derived  from  fish. 

Anemia  is  common  in  Malaya  especially 
among  the  estate  laborers  and  rural  dwel- 
lers. The  anemias  that  occur  in  Malaya 
have  not  been  adequately  characterized,  and 
it  is  likely  that  the  cause  is  complex.  Most 
often  it  is  due  to  iron  deficiency,  infestations 
with  parasites  particularly  ankylostomiasis, 
and  protein  deficiency.  Nutritional  macro- 
cytic anemias  and  megaloblastic  anemias 
which  respond  to  folic  acid  are  also  seen. 
The  problem  of  anemia  is  one  of  great  med- 
ical and  economic  importance,  for  it  is  re- 
sponsible for  much  inefficiency  as  well  as  in- 
validism. 

Solutions  to  nutritional  problems 

From  the  foregoing  account  it  is  possible 
to  get  some  idea  of  the  pattern  of  malnutri- 
tion in  malaya.  Being  awaret  of  the  prob- 
lem, one  would  be  interested  to  know  the 
measures  that  are  being  taken  as  well  as 
those  that  may  be  instituted  to  solve  the 
problem.  As  indicated  at  the  beginning  of 
this  report,  there  are  no  satisfactory  figures 
on  the  types  and  extent  of  malnutrition  in 
Malaya.  To  know  where  we  are  going  it  is 
necessary  to  know  where  we  are.  For  this 
it  is  essential  to  have  field  studies  and  sur- 
veys designed  to  assess  the  incidence  and 
possible  causes  of  malnutrition  in  the  coun- 
try as  a whole  and  also  of  the  diseases  asso- 
ciated with  nutritional  deficiencies  or  imbal- 
ances. Only  then  would  it  be  possible  to 
draw  up  practical  measures  to  overcome  in  a 
systematic  way  such  nutritional  deficiencies 
as  may  be  found. 

Solving  nutritional  problems  in  a cosmo- 
politan country  with  diverse  diets,  habits, 
languages,  traditions,  and  ignorance  is  a 
problem  of  no  small  magnitude.  There  is  a 
need  for  simultaneous  action  from  different 
angles,  primarily  in  the  agricultural,  eco- 
nomic, and  public  health  spheres.  Preven- 


tion of  malnutrition  in  rural  areas  may  be 
largely  based  on  increasing  local  purchasing 
power,  increasing  production  of  local  foods 
with  greater  diversification,  improvement 
in  environmental  sanitation,  and,  finally,  dis- 
semination of  health  and  nutrition  educa- 
tion. 

Efforts  are  being  made  by  the  govern- 
ment to  increase  the  purchasing  power  of 
the  rural  and  poorer  sections  of  society. 
The  government  is  undeterred  in  its  ef- 
forts to  raise  living  standards  by  promoting 
sustained  economic  growth  with  an  imagina- 
tive and  constructive  program  of  develop- 
ment. It  is  very  heartening  to  note  that  the 
first  Malaysia  plan  aims  at  increasing  the 
well-being  of  Malaysia’s  rural  inhabitants 
and  other  low-income  groups  primarily  by 
raising  their  productivity  and  thus  their 
income-earning  capacity.14 

Income  level  is  very  decisive  in  determin- 
ing the  level  of  protein  consumption.  People 
are  not  likely  to  substitute  other  staple 
foods  for  rice  except  when  increases  in  in- 
come cause  the  variety  and  quantity  of  side 
dishes  to  be  such  that  less  rice  and  more 
animal  protein  can  be  consumed.8  The  pre- 
vious statement  is  substantiated  by  data  on 
the  budget  of  rural  households  in  Malaya.15 
In  this  survey  the  incomes  were  classified  ac- 
cording to  three  levels  of  total  monthly  in- 
come. It  is  clear  from  Table  II  that  pro- 
tein consumption  rises  as  income  increases. 
Alternatively,  protein  sources  should  become 
so  cheap  that  with  existing  incomes  the 
rural  folk  should  be  able  to  buy  all  their 
protein  requirements.  It  is  unlikely  that 
new  sources  of  protein  would  become  avail- 
able that  could  be  sold  very  cheaply.  With 
the  present  level  of  prices,  a person  may 
be  able  to  obtain  his  protein  require- 
ments if  the  family  income  is  above  a 
certain  level,  and  at  a rough  estimate  this 
level  is  somewhat  above  200  Malaysian  dol- 
lars per  month  for  a family  of  four.  This 
level  is  about  three  times  the  present  aver- 
age level  of  rural  income.8 

With  the  improvement  in  rice  supplies  due 
to  the  introduction  of  new  genetic  strains, 
the  people  will  probably  pay  less  and  less  at- 
tention to  cereals  other  than  rice  in  the  near 
future.  Studies  have  indicated  that  the  new 
varieties  of  rice  are  rich  in  calcium  and  nico- 
tinic acid  and  contain  two  to  three  times  the 
thiamine  content  of  the  older  varieties. 
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TABLE  II.  Monthly  income  and  expenditure  in  Malaysian  dollars  on  rice  and  proteins  in  rural 

households  in  Malaya* 


Total  Rice 

Total  Monthly 

Daily 

Per  Cent  of 

Expenditure  as 

Income  Level 

Expenditure  on 

Expenditure  on 

Total  Monthly 

Per  Cent  of 

(Household  Income 

Animal  Protein 

Animal  Protein 

Expenditure 

Total  Protein 

per  Month) 

Foods 

Foods  per  Capita 

Spent  on  Rice 

Expenditure 

1 to  150 

17 

0.11 

21 

118 

151  to  300 

32 

0.18 

15 

81 

301  to  500 f 

52 

0.23 

9 

50 

* Adapted  from  Federation  of  Malaya.  Department  of  Statistic  Report,  on  the  household  budget  survey  of  the  Federation  of 
Malaya,  1957-1958,  Kuala  Lumpur.  1959.  Three  Malaysian  dollars  are  approximately  equivalent  to  one  American  dollar  l .S.  i 
at  the  current  rate  of  exchange.  . . . . . 

t There  were  no  instance*  observed  of  Malay  rural  households  with  income  above  500  Malaysian  dollars  i>er  month  in  this 
survey. 


Rice  also  serves  as  a good  source  of  proteins 
and  appears  to  be  capable  of  further  im- 
provements.16 Although  the  rice  eaten  may 
serve  as  a good  source  of  protein,  a person 
would  be  unable  to  get  his  full  needs  from 
rice  alone,  because  to  do  so  would  require 
him  to  eat  three  to  four  times  what  he  reg- 
ularly eats. 

Along  with  the  economic  measures,  steps 
are  being  taken  to  increase  the  production 
of  local  foodstuffs.  Malaya  has  a big  coast 
line  and  many  rivers.  In  spite  of  this  the 
demand  for  fish  has  always  exceeded  the 
supply,  and  this  is  evident  from  the  import 
of  fish  from  neighboring  countries.  The 
fishing  industry  is  being  modernized  in  Ma- 
laya, and  facilities  for  transportation  and 
marketing  are  being  improved.  These  would 
lead  to  a greater  consumption  of  fish  and 
other  sea  foods. 

Over  the  years  there  has  been  a gradual 
increase  in  the  consumption  of  poultry, 
meat,  and  eggs.  These  are  very  good 
sources  of  rich  animal  protein  and  one  of 
the  cheapest  available  and  provide  the  means 
to  raise  the  nutritional  levels  of  the  popula- 
tion. Poultry,  meat,  and  eggs  are  consumed 
by  practically  all  sections  of  the  popula- 
tion irrespective  of  their  religion  and  be- 
liefs. There  is  considerable  scope  for  ex- 
pansion of  the  poultry  industry  in  Malaya, 
and  with  it  one  can  expect  to  solve  the  pro- 
tein problem  to  a significant  extent. 

Dairy  farming  and  livestock  breeding 
have  not  been  carried  on  a scale  sufficient  to 
meet  the  needs  of  the  people  for  the  supply 
of  milk,  butter,  cheese,  and  meat.  At  pres- 
ent these  essential  items  of  food  are  too  ex- 
pensive and  beyond  the  reach  of  the  needy. 
This  avenue  needs  to  be  explored. 


There  is  also  a need  for  encouraging  the 
cultivation  of  pulses  and  legumes  and  pop- 
ularizing the  use  of  these  cheap  and  nutri- 
tious items  of  food,  especially  among  those 
with  whom  they  are  not  popular  now. 

Since  it  is  not  easy  to  change  the  con- 
sumption habits  of  the  population,  the 
changes  that  are  desirable  should  be  linked 
to  established  food  practices,  and  so  sup- 
plementation of  the  diet  with  known  foods 
is  desirable  . 

Against  all  these,  Scrimshaw17  has 
pointed  out  that  for  a long  time  to  come 
the  limitations  on  the  production  of  con- 
ventional protein  foods  will  not  be  geo- 
graphic, biologic,  or  technical,  but  predomi- 
nantly cultural. 

With  regard  to  the  problem  of  vitamin  de- 
ficiencies, particularly  thiamine,  education 
of  the  people  in  the  means  of  preserving 
those  amounts  of  vitamins  that  are  already 
present  in  their  food  should  be  aggressively 
pursued.  It  is  the  policy  of  the  government 
to  undermill  the  rice  to  retain  the  thiamine. 
Enrichment  of  the  rice  with  thiamine  in  a 
form  acceptable  to  everyone  should  be  in- 
vestigated, even  though  previous  attempts 
to  do  so  were  not  very  successful.  Vitamin 
A deficiency  can  be  combated  by  supplemen- 
tation with  fish  liver  oil  or  capsules,  and  this 
is  a matter  that  should  be  given  priority  in 
the  susceptible  populations. 

There  is  a need  for  rehabilitation  centers, 
where  malnourished  children  can  be  re- 
habilitated and  at  the  same  time  the  mother 
instructed  in  the  choice  of  cheap  nutritious 
diets  and  healthy  child-rearing  practices. 
Efforts  should  be  made  to  supplement  the 
diets  of  expectant  and  nursing  mothers. 
Modest  attempts  are  being  made  by  the 
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various  health  centers  located  in  the  rural 
areas,  but  there  is  much  to  be  desired. 

School  meal  programs  do  not  exist  in  Ma- 
laya, and  these  are  vital  for  the  improve- 
ment of  nutrition  in  children  as  well  as  for 
their  progress  in  education.  The  schools 
are  a good  place  to  start  initiation  and  in- 
troduction of  new  foods  and  ideas,  since 
younger  and  educated  people  tend  to  have 
fewer  prejudices,  and  it  is  easier  to  inculcate 
in  them  the  sound  principles  of  good  nu- 
trition and  health.  A healthy  body  helps 
build  a healthy  mind,  which  in  turn  will 
help  to  promote  the  building  of  a united  na- 
tion and  a people  with  a common  identity 
and  purpose. 

An  ambitious  educational  program  must 
be  embarked  on  to  disseminate  dietary  in- 
formation. It  is  important  to  create  an 
awareness  of  the  significance  of  the  spread 
of  knowledge  concerning  the  relationship 
between  nutrition  and  health.  Knowledge 
regarding  basic  nutritional  requirements 
can  modify  and  change  traditional  attitudes 
that  impose  limiting  restrictions  on  the 
diets.  The  need  for  the  education  of  the 
general  public  in  the  elementary  principles 
of  good  nutrition  cannot  be  overemphasized. 

Finally,  no  measure  could  so  successfully 
diffuse  knowledge  concerning  the  impor- 
tance of  proper  nutrition,  sanitary  condi- 
tions, and  habits  as  a corps  of  properly 
trained  nutrition  and  health  workers  who 
have  the  same  cultural  background  as  those 
on  whom  they  attend.  With  their  links  with 
the  life,  habits,  and  customs  of  the  local 
populace,  they  would  be  more  effective  than 
alien  transient  experts  in  the  execution  of 
any  constructive  programs.  In  this  connec- 
tion, the  students  and  alumni  of  the  higher 
institutions  of  learning  in  Malaysia  have  an 
important  role  to  play  in  the  progress  and 


development  of  the  country.  Science  and 
technology  have  provided  the  solution  to 
most  of  the  problems.  What  remains  is  the 
evolution  of  the  practical  means  of  imple- 
mentation. Considering  the  resources  of 
Malaysia,  it  is  not  impossible  for  her  to  de- 
vise the  means  to  achieve  and  solve  her  prob- 
lems, and  in  this  respect  she  will  contribute 
to  the  welfare  of  mankind. 


References 

1.  Interdepartmental  Committee  on  Nutrition  for  Na- 
tional Defense:  Report  on  Federation  of  Malaya  Nutri- 

tion Survey,  Washington,  D.C.,  1964,  p.  14. 

2.  May,  J.  M.:  The  Ecology'  of  Malnutrition  in  the 

Far  and  Near  East,  New  York,  Hainer  Publishing  Co.  Inc., 
1961,  p.  167. 

3.  Burgess,  R.  C.,  and  Laidin,  A.  M.:  A Report  on 

the  State  of  Health,  the  Diet  and  the  Economic  Condi- 
tions of  Groups  of  People  in  the  Lower  Income  Levels  in 
Malaya,  Report  13,  Kuala  Lumpur,  Institute  for  Medical 
Research,  1950. 

4.  Chandrasekharau,  N.,  Bhattathiry,  E.  P.  M.,  and 

Patrick,  E.:  Nutrient  intake  of  men  in  the  University  of 

Malaya,  Far  East  M.  J.  3:  251  (1967). 

5.  Thomson,  F.  A.:  Child  Nutrition,  Report  10, 

Kuala  Lumpur,  Institute  for  Medical  Research,  1960. 

6.  Aziz,  U.  A.:  Poverty  and  rural  development  in 

Malaysia,  Kajian  Ekonomi  Malaysia  1:  70  (1964). 

7.  Ramachandran,  C.  P.:  Malnutrition,  malaria  and 

worms:  3 threats  to  Malaysian  plantation  workers’  chil- 

dren, “The  Intisari,”  J.  Malaysian  Soc.  Res.  Inst.,  in  press. 

8.  Aziz,  U.  A.:  Poverty,  proteins  and  disguised  star- 

vation, Kajian  Ekonomi  Malaysia  2:  7 (1965). 

9.  Braddon,  W.  L.:  The  Cause  and  Prevention  of 

Beri-Beri,  New  York,  Rebman  Co.,  1907,  p.  1. 

10.  Institute  for  Medical  Research:  Fifty  Years  of 

Medical  Research  in  Malaya,  Kuala  Lumpur,  I.M.R.,  1951. 

11.  McPherson,  H.  J. : Investigation  of  Ophthalmologi- 

cal  Conditions  and  the  Need  for  Ophthalmological  Services 
in  Kelantan,  Series  Report,  Kuala  Lumpur,  Ministry  of 
Health,  Malaya,  1955. 

12.  Thomson,  F.  A.,  Ruiz,  E.,  and  Bakar,  M.:  Vitamin 

A and  protein  deficiency  in  Malayan  children,  Tr.  Roy. 
Soc.  Trap.  Med.  & Hyg.  58:  425  (1964). 

13.  Chandrasekharan,  N.:  The  Malaysian  sea  turtle 

eggs  as  a source  of  vitamin  A,  M.  J.  Malaya  23:  214 
(Mar.)  1969. 

14.  Federation  of  Malaysia:  First  Malaysia  Plan 

(1966-70),  Kuala  Lumpur,  Jabatan  Chetak  Kerjaan,  1965, 

p.  1. 

15.  Federation  of  Malaya,  Department  of  Statistics: 
Report  on  the  Household  Budget  Survey  of  the  Federation 
of  Malaya,  1957-58,  Kuala  Lumpur,  1959. 

16.  Editorial:  Rice  revolution,  Brit.  M.  ].  1:  128 

(Jan.)  1970. 

17.  Scrimshaw,  N.  S.:  Meeting  tomorrow’s  protein 

needs,  J.  Am.  Dietet.  A.  54:  94  (Feb.)  1969. 


2016  New  York  State  Journal  of  Medicine  / August  1,  1970 


Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D 

Associate  Head.  Department  of  Electrocardiology 


V 2 

QUESTION  69.  This  tracing  was  obtained  following  admission  to  the  hospital  of  a sixty-two- 
year-old  woman.  She  was  in  acute  congestive  failure.  What  is  the  interpretation? 


QUESTION  70.  W hat  is  the  rhythm  in  each  of  the  three  strips  shown?  A was  obtained  when 
the  patient  was  found  unresponsive  and  pulseless. 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  69.  The  tracing  shows  low 
voltage  and  right  bundle  branch  block.  In 
V2  and  V3  there  is  a broad  deep  Q wave 
which  becomes  smaller  in  leads  V4  and  V5. 
These  changes  indicate  anterior  wall  infarc- 
tion of  indeterminate  age.  The  low  voltage 
is  compatible  with  pericardial  effusion, 
pleural  effusion,  or  diffuse  myocardial  dis- 


ease. Serial  tracings  are  necessary  to  de- 
termine if  the  infarct  is  recent  or  old. 

Question  70.  Strip  A shows  ventricular 
fibrillation  and  the  gradual  development  of  a 
more  regular  but  aberrant  ventricular  com- 
plex, which  is  ventricular  flutter  or  ventricu- 
lar tachycardia.  Lidocaine  was  admin- 
istered, and  two  minutes  later  the  rhythm 
converted  to  an  atrioventricular  junctional 
rhythm  with  a wide  QRS.  P waves  are 
present  but  are  not  conducted.  In  C the 
rhythm  has  become  regular,  and  the  P wave 
is  conducted  with  a P-R  interval  of  0.36 
second. 


New  name  for  Chas. 
Pfizer  & Co.,  Inc. 

Pfizer  Inc.  is  the  new  corporate  name  for 
Chas.  Pfizer  & Co.,  Inc.,  manufacturer  of  phar- 
maceuticals, chemicals,  agricultural  products, 
minerals,  pigments  and  metals,  fragrances  and 
cosmetics,  health  and  beauty  aids.  The  change 
will  bring  its  legal  name  into  conformity  with 
the  name  by  which  it  is  actually  identified: 
Pfizer. 


The  Pfizer  name  dates  back  to  the  founding 
of  the  organization  in  1849,  when  Charles  Pfi- 
zer, a chemist  who  emigrated  from  Germany, 
and  his  brother-in-law,  Charles  Erhart,  estab- 
lished a partnership  in  Brooklyn. 

The  company  was  incorporated  in  1900  under 
the  name  Charles  Pfizer  & Company.  In  1942, 
when  the  first  public  offering  of  Pfizer  stock  was 
made,  the  company’s  name  was  modified  to 
Chas.  Pfizer  & Co.,  Inc.  Today  Pfizer  employs 
more  than  32,000  people,  has  85  plants  in  32 
countries,  and  sells  products  in  over  100  coun- 
tries throughout  the  world. 
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Hyperparathyroidism 


Hyperparathyroidism  is  classified  into  2 
categories,  (1)  Primary,  more  parathyroid 
hormone  is  produced  than  is  normally 
needed,  and  (2)  secondary,  more  parathy- 
roid hormone  is  produced  than  is  normal  be- 
cause of  compensatory  purposes. 

The  relationship  between  hyperparathy- 
roidism and  renal  calculi  was  first  noted  in 
1934. 12  It  is  now  considered  to  be  the  cause 
of  2 to  10  per  cent  of  all  renal  calculi.  In  207 
cases  of  proved  hyperparathyroidism,  80 
per  cent  of  the  patients  developed  renal  cal- 
culi, 12  per  cent  developed  osseous  compli- 
cations, and  the  two  conditions  were  com- 
bined in  17  per  cent.3 

Etiology 

Primary  hyperparathyroidism  is  usually 
caused  by  an  adenoma  developing  in  one  or 
more  parathyroid  glands.  Females  predomi- 
nate and  are  usually  under  fifty  years  of  age. 

Symptoms 

Ballinger4  stated  that  half  of  his  cases 
were  either  asyptomatic  or  mildly  sympto- 
matic, although  all  proved  cases  had  hyper- 
calcemia. 

Renal  colic  may  be  the  first  symptom. 
Other  complaints  suggesting  peptic  ulcer  or 
pancreatitis  associated  with  muscle  weak- 
ness and  anorexia  occur. 

Calcium  studies  should  be  performed  when 
these  symptoms  are  noted. 


Bone  disease,  with  reference  to  the  skele- 
tal system,  such  as  pathologic  fractures,  are 
noted  late  in  the  disease  (Fig.  1).  Osteitis 
fibrosa  cystica  occurs  in  well-developed  cases. 

Hypertension  was  found  in  one  third  of 
the  cases  of  hyperparathyroidism,  and  was 
relieved  in  50  per  cent  when  the  abnormal 
parathyroid  glands  were  removed.5 

Acute  hyperparathyroidism  may  occa- 
sionally present  itself  with  muscle  weakness, 
lethargy,  nausea  and  vomiting,  abdominal 
pain,  and  even  coma  and  death.  It  is  a true 
emergency  and  must  be  suspected  at  once 
if  the  patient  is  to  survive. 

Diagnosis 

The  key  diagnostic  finding  is  an  increase 
in  serum  calcium.  The  serum  phosphorus 
is  usually  lower  than  normal. 

Of  the  2 fractions  of  serum  calcium,  1 
ionized  and  2 bound,  the  ionized  calcium  is 
primarily  increased  in  hyperparathyroidism. 
The  serum  protein  concentration  should  not 
be  decreased  when  doing  the  test,  or  bound 
calcium  will  be  decreased,  and  the  ion  and 
bound  relationship  must  be  re-evaluated. 

If  bone  disease  is  present,  the  alkaline 
phosphatase  is  elevated. 

The  urine  usually  reveals  an  increase  in 
calcium  and  phosphorus  secretion.  This  can 
be  determined  by  keeping  the  patient  on  a 
Bauer-Aub  diet  for  four  days  (137  mg.  of 
calcium  intake  daily)  and  determining  the 
urinary  calcium  excretion  on  the  fifth  day. 
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FIGURE  1.  (A)  Subperiosteal  bone  resorption  in 

middle  phalanges  (arrow)  typical  of  skeletal 
changes  in  hyperparathyroidism.  (B)  General 
deossification  of  cranial  vault.  (C)  Absence  of 
the  lamina  dura  in  the  mandible  (arrow). 


A twenty-four-hour  excretion  over  150  mg. 
of  calcium  is  strongly  suggestive  of  hyper- 
parathyroidism. 

Other  tests  of  value  in  determining  this 
entity  are  the  calcium-loading  test  of  How- 
ard, Hopkins,  and  Connors,6  in  which  no 
effect  is  usually  noted  in  the  serum  phos- 
phorus of  hyperparathyroid  patients,  and 
the  rapid  infusion  calcium  test  of  Goldsmith 
and  Ceccarelli,7  where  little  or  no  effect  is 
noted  on  suppression  of  parathyroid  hor- 
mone. 

There  is  no  test  known  at  the  present 
time  which  is  specific  for  the  diagnosis  of 
hyperparathyroidism. 

Radiologically,  trachael  displacement  may 
suggest  a large  adenoma.  Photoscanning  is 
of  limited  value. 

Seldinger  in  1954  successfully  located  a 
parathyroid  adenoma  by  transbranchial  ar- 
teriography. Selective  venous  catheteriza- 
tion may  help  locate  abnormal  parathyroid 
tissue. 

Differential  diagnosis 

The  following  must  be  ruled  out:  (1) 
vitamin  D intoxication,  (2)  sarcoidosis,  (3) 
myelomatosis,  (4)  Addison’s  disease,  (5) 
thyrotoxicosis,  (6)  immobilization,  (7) 
malignant  disease  with  or  without  radiologic 
bone  metastases,  (8)  idiopathic  hypercal- 
cinuria,  (9)  Paget’s  disease,  and  (10)  milk- 
alkali  syndrome. 

Treatment 

Surgical  removal  of  the  involved  parathy- 
roid adenoma  should  be  performed  as  soon 
as  the  diagnosis  is  established.  In  acute 
hyperparathyroidism  the  surgery  should  be 
performed  as  an  emergency. 

Straffon8  states  that  if  renal  calculi  co- 
exist, the  parathyroid  adenoma  should  be 
removed  first  unless  the  calculi  have  caused 
an  acute  surgical  complication. 

Secondary  hyperparathyroidism 

Secondary  hyperparathyroidism  results 
from  hyperplasia  of  the  parathyroid  glands 
usually  secondary  to  chronic  renal  failure. 
It  is  characterized  by  hypertrophy  of  the 
parathyroid  glands,  decalcification  of  bone, 
and  soft-tissue  calcification. 
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The  retention  of  phosphate  ion  because  of 
poor  renal  excretion  results  in  a depression 
of  the  circulating  calcium  ion  with  a second- 
ary increase  in  parathyroid  hormone  se- 
cretion. 

Treatment  is  directed  toward  the  original 
disease. 

Summary 

An  increase  in  blood  serum  calcium  should 
suggest  hyperparathyroidism.  It  may  exist 
asymptomatically.  The  relationship  of  this 
disease  to  renal  calculi,  various  osseous  dis- 
eases, peptic  ulcer,  and  pancreatitis  is  noted. 
Hypophosphatemia,  hypercalcinuria,  and 
hyperphosphaturia  are  usually  present. 


Study  to  point  way 
for  planning  stroke  program 

In  the  United  States,  deaths  from  stroke  or 
cerebrovascular  disease  as  it  is  technically 
termed,  now  run  about  200,000  per  year  and 
are  exceeded  only  by  deaths  attributed  to  ar- 
teriosclerotic heart  disease  and  cancer.  Esti- 
mates on  stroke  indicate  that  at  least  2 million 
Americans  show  clinical  evidence  of  this  illness 
and  that  over  one  half  of  this  number  survive 
the  acute,  initial  phase  of  the  disease  to  live  for 
some  years,  usually  in  a seriously  disabled  con- 
dition. 

How  has  Western  New  York  fared?  A re- 
cent study  on  epidemiology  and  medical  care 
available  to  stroke  patients  in  this  region  re- 
veals that  there  is  about  17.6  per  cent  death 
rate  from  this  disease  that  is  higher  among  fe- 
males than  males,  and  among  nonwhites  than 
whites  except  for  the  75+  age  group.  It  also 
points  to  the  8,000  stroke  patients  in  the  region 
with  an  additional  4,000  new  patients  each  year. 
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According  to  the  study’s  principal  investi- 
gator Dr.  Michel  Ibrahim,  who  is  an  associate 
professor  of  social  and  preventive  medicine  at 
the  State  University  at  Buffalo,  and  deputy 
health  commissioner  of  Erie  County,  “this 
study  will  hopefully  lead  to  a more  efficient  and 
effective  use  of  our  region’s  resources,  pinpoint 
needs  in  the  area,  and  provide  data  for  the 
planning  of  future  stroke  programs.” 

What  is  needed?  While  most  physicians  felt 
that  home  care  nursing  was  readily  available, 
neurology,  neurosurgery,  vascular  surgery,  and 
psychiatry  services  for  some  physicians  in  cer- 
tain counties  was  needed  as  well  as  additional 
nursing  homes,  rehabilitation  centers,  cen- 
tralized consultation  services,  and  intensive 
care  units  for  stroke. 

Many  of  the  study  findings  which  relate  to 
educational  programs  for  physicians  will  be 
used  to  implement  such  programs.  Dr.  Ibrahim 
pointed  out  that  a stroke  registry  for  the  region 
as  well  as  a standardized  record-keeping  system 
by  all  hospitals  would  prove  invaluable  in  ob- 
taining precise  estimates  of  stroke  frequency 
and  the  impact  of  future  stroke  programs. 
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f HE  SUDDEN  DEVELOPMENT  of  a massive 
subdural  hematoma  in  a patient  during 
hemodialysis  seemed  related  to  the  additive 
effects  of  anticoagulation  and  hypertension. 
We  reviewed  the  literature  but  were  unable 
to  find  a case  of  acute  subdural  hematoma 
developing  during  hemodialysis,  and,  be- 
cause of  the  possibility  of  curative  interven- 
tion, we  feel  it  should  be  kept  in  mind  as  a 
potential  complication. 

Case  report 

A fifty-year-old  Negro  male  elevator  op- 
erator was  first  admitted  to  the  Bronx  Vet- 
erans Administration  Hospital  in  1964, 
when  a diagnosis  of  chronic  glomerulone- 
phritis and  hypertensive  cardiovascular  dis- 
ease was  made.  He  was  treated  conserva- 
tively for  several  months  with  good  results. 

The  reappearance  of  uremic  symptoms 
prompted  the  initiation  of  weekly  hemo- 
dialysis by  the  venipuncture  technic  on 
February  26,  1965.1-2  There  was  marked 
symptomatic  improvement,  and  several 
months  later  an  internal  arteriovenous  fis- 
tula was  surgically  created  to  facilitate 
hemodialysis.3  Over  the  next  twenty-seven 
and  one-half  months  the  patient  was  dia- 


lyzed twice  each  week  and  was  fully  re- 
habilitated. 

On  June  12,  1967,  the  patient  underwent 
dialysis  for  the  199th  time.  He  had  gained 
four  pounds  since  dialysis  four  days  earlier 
and  had  not  complained  when  examined. 
The  predialysis  blood  pressure  was  190/100 
and  pulse  76.  His  lungs  were  clear,  and 
there  were  no  signs  of  heart  failure.  He 
was  given  the  usual  dose  of  75  mg.  of  aque- 
ous sodium  heparin  intravenously,  then 
dialysis  was  begun  using  the  twin-coil  dia- 
lyzer  in  the  usual  manner.  He  complained 
of  headache  one  hour  later,  but  this  was 
not  an  unusual  occurrence  for  him. 

Two  and  one-half  hours  after  starting 
dialysis,  attempts  to  waken  the  patient  were 
unsuccessful,  and  jerking  movements  of  the 
right  arm  together  with  a bleeding  lacera- 
tion of  the  tongue  were  noted.  Dialysis  was 
immediately  terminated  and  the  patient  was 
given  diphenylhydantoin,  100  mg.;  prota- 
mine, 50  mg.;  and  phenobarbital,  120  mg., 
all  intravenously.  The  initial  impression 
was  cerebral  hemorrhage  secondary  to  hy- 
pertension and  heparinization.  A tri- 
methaphan  drip  was  started  to  keep  the 
systolic  blood  pressure  under  150  mm.  Hg. 
When  a spinal  tap  was  performed,  the  fluid 
was  clear  with  an  opening  pressure  of  330 
mm.  water;  closing  pressure  was  240  mm. 
water;  sugar,  64  mg.  per  100  ml.;  and 
chlorides,  129  mEq.  per  liter.  Microscopic 
examination  showed  310  red  blood  cells  and 
2 white  blood  cells  per  cubic  millimeter. 

A member  of  the  neurology  department 
saw  the  patient  who  was  in  a comatose 
state  with  the  absence  of  nuchal  rigidity; 
the  pupils  were  small  and  reacted  to  light; 
there  were  equal  corneal  reflexes,  sharp  optic 
disks,  arteriolar  narrowing  with  arteriove- 
nous nicking,  generalized  muscular  spas- 
ticity, and  no  reaction  to  pain.  The  im- 
pression was  probable  intracerebral  hemor- 
rhage. His  condition  remained  unchanged 
until  his  death  twenty-four  hours  after  the 
onset  of  coma. 

When  the  autopsy  was  performed,  a mas- 
sive, fresh,  subdural  hematoma  was  found 
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covering  almost  the  entire  convexity  of  the 
right  cerebral  hemisphere,  approximately 
150  cc.  There  was  left  ventricular  hyper- 
trophy, and  both  kidneys  were  shrunken, 
with  severe  glomerular  hyalinization  and 
markedly  dilated  obstructed  tubules  com- 
patible with  chronic  end-stage  renal  disease. 

Comment 

Over  the  past  decade  there  has  been  re- 
markable progress  in  the  technic,  equipment, 
and  clinical  understanding  of  patients 
treated  with  hemodialysis  for  irreversible 
renal  failure.4  0 The  problems  and  compli- 
cations associated  with  hemodialysis  have 
been  well  described  and  include  difficulties 
with  the  cannula,  transfusion  hazards,  the 
disequilibrium  syndrome,  electrolyte  ab- 
normalities, hypotension,  and  bleeding.7  8 

Adequate  heparinization  for  hemodialysis 
can  be  achieved  in  several  different  ways1': 
intermittent  intravenous  injections,  contin- 
uous intravenous  administration  by  drip  or 
pump  infusion,  and  regional  heparinization. 
Methods  for  controlling  anticoagulation 
levels  are  also  variable,  and  range  from 
using  standard  heparinizing  doses  without 
checking  clotting  times,  to  determining  each 
individual’s  heparin  requirement  by  vary- 
ing the  heparin  dose,  and  checking  periodic 
clotting  times. 

Our  policy  has  been  to  determine  the  ideal 
heparinization  dosage  of  each  new  chronic 
dialysis  patient  by  beginning  with  an  aver- 
age initial  intravenous  loading  dose  of  55 
mg.,  followed  by  additional  doses  of  20  mg. 
every  two  hours,  and  adjusting  the  heparin 
dosage  to  maintain  a clotting  time  of  one- 
half  to  one  and  one-half  hours.  After  a 
patient’s  anticoagulation  has  been  stabilized, 
routine  clotting  times  are  felt  to  be  unneces- 
sary. 

We  recently  surveyed  11  other  large  hemo- 
dialysis centers,  for  a total  yearly  dialysis 
experience  of  18,575  dialyses,  regarding 
their  methods  of  anticoagulation  and  its 
control  and  complications.  Most  of  the 
centers  use  intermittent  intravenous  hep- 
arinization with  regional  heparinization  re- 
served for  potential  or  active  bleeding  cases. 
Only  three  centers  do  clotting  time  deter- 
minations before  dialysis,  and  the  intervals 
of  these  during  dialysis  vary  from  none  to 
every  hour.  Most  centers  treat  excessively 


prolonged  clotting  times  (more  than  two 
hours)  by  merely  withholding  heparin  and 
diminishing  subsequent  doses.  Bleeding 
complications  were  encountered  in  only  half 
of  the  centers,  and  in  each  instance  they 
were  mild:  oozing  from  shunt  incisions, 

epistaxis,  hematomas,  excessive  menstrua- 
tion, hematuria,  and  occult  gastrointestinal 
bleeding.  The  fact  that  some  chronic  hemo- 
dialysis centers  never  do  routine  clotting 
times  and  do  not  have  any  greater  incidence 
of  bleeding  complications  suggests  that  fear 
of  excessive  heparinization  is  of  less  con- 
cern than  inadequate  heparinization,  which 
results  in  clotting. 

Anticoagulant  drugs  show  little  tendency 
for  causing  spontaneous  hemorrhage,  ex- 
cept where  there  is  an  underlying  vascular 
injury  or  lesion.10  The  most  common  hem- 
orrhagic complications  of  anticoagulant 
therapy  involve  the  gastrointestinal  and 
genitourinary  tracts,  but  the  widespread 
use  of  long-term  oral  anticoagulants  in 
cardiovascular  and  thromboembolic  diseases 
is  associated  with  rare  reports  of  spon- 
taneous intracranial  hemorrhage  (sub- 
dural hematoma,  intracerebral  hemorrhage, 
and  subarachnoid  hemorrhage).11-14  Fac- 
tors which  predispose  to  spontaneous  intra- 
cranial hemorrhage  are  hypertension,  cere- 
bral aneurysms,  cerebral  arteriovenous  mal- 
formations, and  cerebral  angiomas.  The 
rarity  of  documented  cases  of  spontaneous 
intracranial  hemorrhage  occurring  in  hep- 
arinized patients  probably  reflects  the  rela- 
tive infrequency  of  heparin  usage  in  terms 
of  treatment  days  as  compared  with  the  oral 
anticoagulant  drugs. 

Isolated  instances  of  cerebral  hemorrhage 
closely  related  to  hemodialysis  for  acute 
renal  failure  have  been  reported  and  seem 
related  to  the  excessive  doses  of  heparin,  in 
the  order  of  five  to  ten  times  the  normal 
therapeutic  dose.15 

Wiener  and  Nathanson16  reported  50  cases 
of  documented  subdural  hematomas,  in 
which  12  per  cent  were  on  oral  anticoagu- 
lants. Most  of  these  patients  did  not  give  a 
history  of  trauma,  but  it  was  postulated  that 
many  of  these  patients  probably  had  minor 
trauma,  which  was  forgotten.  The  trauma 
may  have  initiated  increased  capillary  per- 
meability, and  the  additional  effect  of  anti- 
coagulants may  have  led  to  continuous  ooz- 
ing of  blood.17 

Chi’onic  oral  anticoagulation  is  main- 
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tained  by  many  hemodialysis  centers  to  pre- 
vent the  frequent  clotting  problems  of  the 
external  arteriovenous  shunt.  This  practice 
would  seem  to  impose  an  additional  risk  of 
bleeding  complications  to  the  chronic  hemo- 
dialysis patient. 

Although  our  patient  gave  no  history  of 
head  injury  and  stated  that  he  felt  well,  it 
is  possible  that  in  the  preceding  few  days 
he  had  sustained  minor  head  trauma.  The 
hypertension,  which  progressively  increased 
during  dialysis  and  was  a common  occur- 
rence in  this  particular  patient  during  pre- 
vious dialyses,  may  have  been  an  important 
etiologic  factor  in  the  progression  of  the 
subdural  hematoma.  The  rapid  onset  of 
coma  and  focal  neurologic  signs  in  our 
patient  was  most  suggestive  of  intracerebral 
hemorrhage,  and  for  this  reason  further 
neurologic  work-up  was  not  performed.  The 
lesson  to  be  learned  from  this  case  is  that 
sudden  spontaneous  neurologic  signs  in  an 
anticoagulated  patient  need  not  be  due  to 
intracranial  hemorrhage,  but  can  be  due  to 
subdural  hematoma,  a surgically  curable 
lesion. 

Summary 

In  a patient  with  chronic  hemodialysis 
the  sudden  development  of  massive  subdural 
hematoma  during  dialysis  seemed  related  to 
the  additive  effects  of  anticoagulation  and 
hypertension  without  evidence  of  head 
trauma.  The  various  methods  of  anticoagu- 
lation for  hemodialysis  are  reviewed  to- 
gether with  a survey  of  the  anticoagulation 
experience  of  11  other  large  hemodialysis 
centers.  Complications  of  anticoagulant 
therapy  are  discussed  with  special  atten- 
tion given  to  the  neurologic  complications. 
Vigorous  neurologic  investigation  is 
stressed  for  any  anticoagulated  patient  who 
develops  neurologic  signs  or  symptoms. 

Addendum 

Since  this  article  was  submitted,  we  have 
become  aware  of  an  additional  report  on 
subdural  hematoma  during  hemodialysis.18 
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Yhis  report  describes  a rather  unusual 
ease  of  Waldenstrom’s  macroglobulinemia 
with  what  appears  to  be  primary  localiza- 
tion in  ileum  with  adjacent  lymph  nodes 
and  lacrimal  glands.  No  significant  in- 
volvement of  bone  marrow  is  evident  at  this 
time.  The  lesions  in  the  ileum  and  lacrimal 
gland  give  the  characteristic  histologic  ap- 
pearance of  Waldenstrom’s  macroglobulin- 
emia, and  there  is  in  serum  a persistently 
significantly  elevated  level  of  gamma  M 
macroglobulin. 

Case  report 

A thirty-three-year-old,  Caucasian,  female 
was  admitted  to  Huntington  Hospital  on 
April  11,  1967,  following  a two-week  epi- 
sode of  productive  cough,  shortness  of 
breath,  palpitations,  fatigue,  and  nausea. 
One  month  prior  to  admission  she  had  bleed- 
ing hemorrhoids  for  which  suppositories 
were  prescribed.  Demethylchlortetracycline 
hydrochloride  (Declomycin)  and  glyceryl- 
guaiacolate  (Robitussin)  were  given  for  her 
upper-respiratory  infection. 


The  patient  denied  any  prior  episodes  of 
bleeding,  shortness  of  breath,  palpitations, 
or  any  other  symptoms.  She  stated  that  her 
periods  were  heavy  but  regular.  Her  die- 
tary intake  was  considered  fair.  She  was 
under  the  care  of  an  ear,  nose,  and  throat 
specialist  for  chronic  sinusitis,  and  receiv- 
ing various  medications  including  local  in- 
jections of  methylprednisolone  acetate 
(Depo  Medrol)  into  the  maxillary  sinus. 
She  had  an  appendectomy  at  age  twelve  and 
no  other  surgery.  The  patient  is  of  Scottish, 
Irish,  and  Cherokee  Indian  descent;  the 
family  history  was  noncontributory. 

A physical  examination  was  generally  un- 
revealing, except  for  pallor  and  a grade  I 
systolic  murmur  at  the  apex  that  did  not 
radiate.  There  was  no  palpable  lymphad- 
enopathy.  The  abdomen  was  soft,  non- 
tender, and  no  masses  were  palpable  in  the 
liver  or  spleen.  A rectal  examination 
showed  internal  and  external  hemorrhoids, 
but  there  was  no  bleeding  at  the  time  of 
examination. 

Complete  blood  count  on  admission  re- 
vealed a hemoglobin  of  4.4  Gm.  per  100  ml. 
and  hematocrit  of  18;  the  white  blood  count 
was  14,400.  The  differential  cell  count  was: 
segmented  neutrophils  76,  lymphocytes  19, 
stabs  2,  monocytes  2.  and  platelets  385,000. 
Red  blood  cells  showed  moderate  hypo- 
chromia, anisocytosis,  poikilocytosis,  and 
polychromatophilia. 

A bone  marrow  examination  was  per- 
formed. A sternal  marrow  revealed  a cellu- 
lar marrow  with  slight  erythroid  hyper- 
plasia and  absent  hemosiderin  consistent 
with  iron-deficiency  anemia.  Serum  iron 
studies  tended  to  confirm  the  impression : 
serum  iron  22  micrograms  per  100  ml., 
(iron-binding  capacity  410  micrograms  per 
100  ml.,  total  iron-binding  capacity  432 
micrograms  per  100  ml.,  and  saturation  5 
per  cent.) 

Additional  laboratory  studies  showed: 
hemoglobin  electrophoresis  Aj  95.8  per  cent, 
A 2 1.8  per  cent,  and  F 1.8  per  cent.  Sedi- 
mentation rate  (Wintrobe)  was  70  mm.  per 
hour  (corrected  sedimentation  rate  18  mm. 
per  hour).  VDRL  test  result  was  negative; 
a lupus  erythematosus  slide  test  result  was 
negative;  cold  agglutinins  were  negative; 
the  antinuclear  antibody  was  under  1:10; 
direct  and  indirect  Coombs’  test  results  were 
negative.  The  patient  was  group  A Rh 
negative  and  probably  genotype  rr. 
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FIGURE  1.  Electrophoretic  pattern  in  patient 
demonstrating  tall,  narrow  gamma  globulin  peak. 


Total  bilirubin  was  0.3  mg.  per  100  ml., 
and  indirect  bilirubin  was  0.3  mg.  per  100 
ml.  Glucose  was  70  mg.  per  100  ml.,  blood 
urea  nitrogen  14  mg.  per  100  ml.,  total  cho- 
lesterol 140  mg.  per  100  ml.,  esters  83 
per  cent,  and  alkaline  phosphatase  0.4  units 
(Bessey-Lowry).  An  azuresin  test  (Diag- 
nex  Blue)  showed  free  hydrochloride,  and 
occult  blood  in  feces  (guaiac)  was  4 plus. 

Protein  electrophoresis  (cellulose  acetate) 
showed:  total  protein  8.8  Gm.  per  100  ml.; 
albumin  3.38  Gm.  (37.4  per  cent)  ; and  glob- 
ulins: alpha-1  0.17  Gm.  (1.97  per  cent), 

alpha-2  0.56  Gm.  (6.4  per  cent),  Beta  0.78 
Gm.  (8.9  per  cent),  and  gamma  3.9  Gm. 
(44  per  cent) . The  gamma  fraction  showed 
a narrow,  peaked  component  consistent  with 
paraproteinemia  (Fig.  1).  Water  dilution 
test  for  macroglobulins  result  was  positive. 
The  patient’s  serum  was  submitted  for 
ultracentrifugal  studies,  immunoelectropho- 
resis,  and  quantitative  immunoglobulin  de- 
terminations (Fig.  2).  The  results  are  as 
follows : 

Serum  ultracentrifuge  by  classes  (grams  per 

100  ml.) 

S19  (IgM)  * macroglobulins  =4.1 

*S19  =:  44.5  per  cent  of  total  protein;  adult  female 
normal  S19  = 0.1  to  0.43  Gm.  per  100  ml. 


S7  (IgG)  globulins  =0.7 

S4  “Albumin”  = 4.0 

S26  (atypical  macroglobulins)  = 0.4 

Quantitative  immunoglobulins  (milligrams 

per  100  ml.) 

Gamma  M = 3,300  (30  to  125)  t 
Gamma  G = 515  (650  to  l,600)t 

Gamma  A = 240  (100  to  400)  t 

These  studies  revealed  macroglobulins  in 
the  range  generally  associated  with  primary 
Waldenstrom’s  macroglobulinemia ; how- 
ever, the  patient  manifested  few  of  the  char- 
acteristic features  of  the  disease,  including 
absence  of  marrow  involvment. 

X-ray  studies  revealed  cholelithiasis. 
The  barium  enema  showed  negative  results. 
The  gastrointestinal  and  small-bowel  series 
showed  narrowing  of  the  terminal  ileum  con- 
sistent with  a mechanical  obstruction.  This 
was  felt  to  be  caused  by  the  previous  ap- 
pendectomy and  resultant  adhesions.  An 
electrocardiogram  was  within  normal  lim- 
its. 

The  patient  was  placed  on  oral  iron  ther- 
apy. She  responded  rapidly  with  a reticu- 
locytosis  and  gradual  increase  in  hemoglo- 
bin. She  was  discharged  on  the  tenth  hospi- 
tal day.  During  the  month  following  her 
discharge  her  hemoglobin  continued  to  rise 
reaching  a level  of  9.5  Gm.  three  weeks  af- 
ter discharge.  The  patient  remained  totally 
asymptomatic. 

She  was  admitted  to  Huntington  Hospi- 
tal for  the  second  time  on  November  4,  1967, 
because  of  severe  abdominal  pain.  Ten  days 
prior  to  this  admission  the  abdominal  pain 
began  in  intermittent  fashion  and  was  ac- 
companied by  frequent  loose  bowel  move- 
ments. The  pain  became  more  severe  as  the 
days  progressed.  During  the  twenty-four 
hours  prior  to  admission  vomiting  occurred 
three  times. 

For  the  first  few  days  the  patient  re- 
sponded well  to  conservative  measures.  Sur- 

t Adult  normal  range. 


FIGURE  2.  Immunoelectrophoresis  of  patient's  serum  (A)  demonstrating  paraprotein  in  gamma  M 
location  and  (B)  confirmation  of  gamma  M paraprotein  with  specific  gamma  M antiserum. 
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FIGURE  3.  Gross  appearance  of  ileocolectomy 
demonstrating  (I)  markedly  dilated  and  thick- 
ened segment  of  ileum;  (S)  separately  resected 
ileal  segment  with  ulceration;  and  (1C)  ileocecal 
valve. 

gery,  however,  was  felt  to  be  necessary  on 
the  fourth  day  because  of  recurrence  of  ob- 
structive symptoms.  An  ileocolectomy  with 
enteroenterostomy  and  cholecystectomy  was 
performed  for  obstructive  disease  of  the 
terminal  ileum  and  cholelithiasis.  The  post- 
operative course  was  essentially  benign. 

The  pathologic  description  of  a resected 
segment  of  ileum,  caecum,  and  ascending 
colon  was  that  ileum  just  proximal  to  the 
caecum  appeared  narrowed  and  thickened 
(Fig.  3).  Just  proximal  to  this  was  a di- 
lated, hemorrhagic,  sausage-shaped  segment 
of  ileum  with  a markedly  thickened  wall. 
The  ileum  was  then  again  narrowed.  The 
mucosal  surface  of  the  ileum  appeared  hy- 
peremic  and  irregularly  thickened  with  fo- 
cal ulceration.  Skipped  areas  were  present 
where  the  ileum  appeared  unremarkable. 
Markedly  enlarged,  grayish,  fleshy  lymph 
nodes  were  present  in  the  adjacent  mesen- 
tery. 

The  gallbladder  was  slightly  dilated  and 
its  wall  thickened.  The  lumen  contained 
several  multifaceted,  dark  green  calculi,  the 
largest  measuring  0.7  cm.  in  diameter. 

Microscopic  examination  of  the  ileum 
(Fig.  4)  revealed  extensive,  diffuse  infiltra- 
tion of  the  entire  thickness  of  the  bowel 
wall  by  a mixed-cell  population  consisting  of 
lymphocytes  and  plasma  cells.  The  mucosal 
infiltrate  appeared  to  be  primarily  plasmacy- 
tic.  In  some  areas  the  infiltrate  appeared 
to  be  accompanied  by  deposition  of  hyaline- 


FIGURE  4.  Microscopic  section  of  ileum  dem- 
onstrating diffuse  infiltration  of  bowel  wall  and 
mucosa  by  mixed  plasma  cell  and  lymphocytic 
infiltrate.  (A)  Lower  power  and  (B)  higher 
power. 


like  material.  Focal  areas  of  mucosal  ulcer- 
ation were  noted.  Some  lymphocytes  were 
noted  to  contain  PAS  (periodic  acid  Schiff) 
positive  inclusions  within  the  cytoplasm. 
The  adjacent  lymph  nodes,  with  the  excep- 
tion of  one,  showed  reactive  hyperplasia. 
A single  node  showed  considerable  efface- 
ment  of  lymph  node  architecture  and  infil- 
tration by  lymphocytes  and  occasional 
plasma  cells.  The  pathologic  diagnosis  was : 
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FIGURE  5.  Microscopic  section  of  lacrimal 
gland  tumor  demonstrating  effacement  of  nor- 
mal acinar  structure  and  replacement  by  diffuse 
infiltration  of  plasma  cells  and  lymphocytes. 


the  ileum  contained  mixed  plasma  cell  and 
lymphocytic  infiltrate,  consistent  with  Wal- 
denstrom’s macroglobulinemia. 

Laboratory  studies  on  this  second  admis- 
sion confirmed  the  presence  and  persistence 
of  high  levels  of  macroglobulins.  Hemoglo- 
bin prior  to  discharge  was  11.2  Gm.  The 
patient  was  discharged  on  the  twelfth  post- 
operative day. 

Following  her  discharge  the  patient  had 
diarrhea  which  was  controlled  with  diphen- 
oxylate hydrochloride  (Lomotil)  tablets. 
The  patient  was  otherwise  asymptomatic. 
A repeat  bone-marrow  examination  was 
similar  to  the  first.  Karyotyping  of  the  pa- 
tient from  bone-marrow  aspirate  did  not  re- 
veal any  significant  chromosome  aberration 
with  the  exception  of  a few  cells  which 
showed  endoreduplication. 

The  patient’s  third  admission  to  the  hos- 
pital was  April  22,  1968  with  the  chief  com- 
plaint of  a lump  in  the  right  upper  eyelid. 
A somewhat  smaller  tumefaction  was  pres- 
ent in  a similar  location  in  the  left  upper 
eyelid.  A complete  eye  examination  includ- 
ing funduscopy  was  unremarkable.  Under 
general  anesthesia  a tumor  of  the  right  lac- 
rimal gland  was  removed. 

The  specimen  showed  a mass  of  firm 
pinkish-white  tissue  measuring  2 cm.  in 
greatest  diameter.  The  cut  surface  ap- 
peared grayish  white  and  homogenous. 
Histologic  examination  disclosed  diffuse  in- 
filtration of  the  tissue  by  a mixed  mono- 
nuclear cell  infiltrate  consisting  of  predom- 
inantly lymphocytes  with  plasma  cells  (Fig. 
5) . There  was  obscuring  of  the  usual 
lacrimal  gland  structure,  and  occasional 


gland  acini  were  noted,  surrounded  by  dense 
cellular  infiltrates.  PAS  stains  revealed 
the  presence  of  occasional  PAS-positive,  in- 
tracytoplasmic  inclusions.  The  impression 
was  mixed  lymphocytic  and  plasma  cell  in- 
filtration of  the  lacrimal  gland  consistent 
with  Waldenstrom’s  macroglobulinemia. 

Laboratory  studies  during  this  admission 
revealed  again  elevated  macroglobulins. 
Quantitative  immunoglobulin  studies  re- 
vealed: gamma  M 8,400  per  100  ml.  (nor- 

mal 30  to  125  mg.  per  100  ml.)  ; gamma  G 
700  mg.  per  100  ml.  (normal  650  to  1,600 
mg.  per  100  ml.)  ; and  gamma  A 700  mg. 
per  100  ml.  (normal  100  to  400  mg.  per  100 
ml.).  The  hemoglobin  had  dropped  to  6.4 
Gm.  Because  of  this  the  patient  was  placed 
on  chlorambucil  therapy,  4 mg.  daily,  and 
continued  on  diphenoxylate  hydrochloride 
for  her  diarrhea.  At  the  time  of  composi- 
tion of  this  paper,  the  patient  had  been  on 
chlorambucil  therapy  for  one  month.  Her 
macroglobulins  persisted  at  similar  levels. 
However,  the  patient  described  herself  as 
“feeling  wonderful,”  better  than  she  had  in 
a long  time. 

Comment 

This  patient  manifests  few  of  the  typical 
features  of  Waldenstrom’s  macroglobulin- 
emia such  as  hepatosplenomegaly,  lymph- 
adenopathy,  marrow  involvement,  or  hemor- 
rhagic diathesis.  She  is  in  her  early  thir- 
ties, considerably  younger  than  the  usual  age 
group  for  this  disease  (more  than  fifty  years 
of  age)  4 Gamma  M immunoglobulins  are 
present  and  persist  in  amounts  well  above 
the  2 Gm.  per  100  ml.  usually  considered 
pathognomonic  of  Waldenstrom’s  macro- 
globulinemia. Anemia  has  been  present,  of 
the  iron-deficiency  type,  which  appeared  to 
respond  to  iron  therapy  initially.  Marrow 
involvement  characteristic  of  Waldenstrom’s 
macroglobulinemia  is  not  evident  at  this 
time. 

Of  unusual  interest  is  the  lesion  described 
in  the  ileum  and  an  adjacent  lymph  node. 
The  histologic  appearance  is  entirely  con- 
sistent with  that  of  Waldenstrom’s  macro- 
globulinemia. To  our  knowledge  intestinal 
localization  in  Waldenstrom’s  macroglobu- 
linemia has  been  described  only  once  pre- 
viously.2 This  was,  however,  an  otherwise 
rather  typical  case  with  hematopoietic  in- 
volvement. The  intestinal  lesion  was  some- 
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what  atypical  with  features  suggestive  of 
Whipple’s  disease.  Total  removal  of  the 
small  bowel  lesion  in  our  case  was  not  pos- 
sible at  the  time  of  surgery.  It  is  presumed 
that  the  infiltrates  in  ileum  and  lacrimal 
glands  are  significant  sources  of  macro- 
globulins in  this  case.  The  degree,  if  any, 
of  involvement  of  liver  and  spleen  is  un- 
known, although  there  does  not  appear  to 
be  significant  involvement  clinically.  Focal, 
undetected  involvement  of  marrow  cannot 
be  excluded.  Thus  far,  no  detectable  lower- 
ing of  the  macroglobulin  levels  has  been 
noted  in  this  patient  in  spite  of  therapy. 

Lacrimal  gland  involvement  in  this  pa- 
tient is  also  of  considerable  interest  and  has 
been  described  previously.3  The  histologic 
appearance  is  not  unlike  that  in  some  cases 
of  lacrimal  gland  enlargement  in  Sjogren’s 
syndrome.  It  is  interesting,  in  this  respect, 
that  cases  of  macroglobulinemia  with  asso- 
ciated Sjogren’s  syndrome  have  been  de- 
scribed.4 The  patient  described  in  our  case 
report  has  not  manifested  any  evidence  of 
salivary  gland  enlargement  or  the  sicca  syn- 
drome. 

Nevertheless,  the  case  presented  here  may 
be  cited  as  another  example  of  the  broaden- 
ing concept  of  Waldenstrom’s  macroglobu- 
linemia, and  the  increasing  description  of 
extralymphomedullary  localization  of  Wald- 
enstrom’s macroglobulinemia.5-"  It  has 
been  suggested  that  patients  with  Sjogren’s 
syndrome,  macroglobulinemia,  and  pseudo- 
lymphoma have  a disorder  that  falls  some- 
where between  hyperplasia  and  neoplasia.4 
The  histologic  and  immunologic  features  of 
this  case  are  pathognomonic  of  Walden- 
strom’s macroglobulinemia.  However,  the 
atypical  locations  of  the  lesions,  lacrimal 
gland  involvement,  and  the  relatively  benign 
course  thus  far  in  this  case,  would  suggest 


that  the  disorder  would  fit  into  the  inter- 
mediate type. 

Summary 

An  unusual  case  of  macroglobulinemia  is 
described  in  a thirty-three-year-old  female. 
She  has  intestinal  involvement  and  lacrimal 
gland  involvement  but  not  the  typical  fea- 
tures of  hepatosplenomegaly,  lymphadenop- 
athy,  marrow  involvement,  or  hemorrhagic 
diathesis.  Lacrimal  gland  involvement  has 
been  previously  described ; however,  typical 
intestinal  involvement  has  not  been  de- 
scribed. Treatment  has  been  started  with 
chlorambucil  with  initially  good  subjective 
results. 
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Management  of  Atrial 
Fibrillation  Alternating 
Between  Complete  Heart 
Block  and  Rapid  Ventricular 

Response 

MAHMOOD  SHARIFF,  M.D. 
The  Bronx,  New  York 
LAWRENCE  GOULD,  M.D. 
The  Bronx,  New  York 

Chief  Resident  (Dr.  Shariff),  and  Chief  (Dr.  Gould), 
Cardiology  Section,  Veterans  Administration  Hospital 


A WHITE  MALE  with  atrial  fibrillation  and  a 
rapid  ventricular  response  alternating 
with  episodes  of  atrial  fibrillation  with  com- 
plete heart  block  is  reported.  The  chief  pur- 
pose of  this  communication  is  to  describe  the 
therapeutic  dilemma  one  can  be  faced  with, 
and  to  outline  a rational  mode  of  therapy. 

Case  report 

A sixty-eight-year-old  white  male  was  ad- 
mitted to  the  Bronx  Veterans  Administra- 
tion Hospital  with  a history  of  productive 
cough,  weakness,  and  weight  loss.  Past 
history  revealed  that  the  patient  had  chronic 
bronchitis.  He  was  also  known  to  have 
cirrhosis  of  the  liver.  The  pertinent  physi- 
cal examination  on  admission  revealed  a 
blood  pressure  of  100/80  mm.  Hg  with  a 
pulse  rate  of  80  per  minute  and  regular. 
The  anteroposterior  diameter  of  the  chest 
was  markedly  increased  and  auscultation  re- 
vealed numerous  rhonchi  and  scattered  rales 
bilaterally.  The  point  of  maximal  impulse 
was  in  the  fifth  intercostal  space  in  the  mid- 
clavicular  line.  There  were  no  audible  mur- 


murs or  gallops.  The  liver  was  4 finger- 
breadths  below  the  right  costal  margin,  and 
the  patient  manifested  peripheral  signs  of 
cirrhosis-palmar  erythema  and  spider  an- 
giomata. A chest  x-ray  film  showed  changes 
compatible  with  pulmonary  emphysema,  and 
an  electrocardiogram  taken  on  admission 
showed  regular  sinus  rhythm. 

His  course  in  hospital  was  as  follows.  On 
the  second  hospital  day  the  patient  was  con- 
fused and  agitated.  He  was  seen  by  a psy- 
chiatrist who  diagnosed  organic  brain  syn- 
drome, and  the  patient  was  treated  with  5 
mg.  of  diazepam  (Valium)  three  times  a 
day.  The  patient’s  mental  status  improved 
over  the  ensuing  one  week.  However,  he 
complained  of  increasing  shortness  of 
breath  and  paroxysmal  nocturnal  dyspnea. 
Physical  examination  revealed  coarse  rales 
midway  up  both  lung  fields  and  a diagnosis 
of  pulmonary  edema  was  made.  An  electro- 
cardiogram taken  at  this  time  revealed  atrial 
fibrillation  with  a rapid  ventricular  response 
alternating  with  periods  of  atrial  fibrillation 
with  complete  heart  block  (Fig.  1).  The 
average  rapid  ventricular  rate  was  150  per 
minute  and  the  ventricular  rate  during  epi- 
sodes of  complete  heart  block  was  47  per 
minute.  The  patient  was  treated  with  di- 
uretics, intermittent  positive  pressure 
breathing,  and  rotating  tourniquets.  Digi- 
talis and  quinidine  were  withheld  owing  to 
the  complicating  heart  block.  The  patient 
showed  gradual  deterioration  in  his  general 
condition.  Therefore  a transvenous  Med- 
tronic pacemaker  was  inserted  and  the  rate 
of  the  impulse  was  set  at  70  per  minute,  well 
above  the  rate  during  the  episodes  of  atrial 
fibrillation  with  complete  heart  block, 
thereby  preventing  such  episodes.  The  pa- 
tient was  subsequently  digitalized,  and 
within  twenty-four  hours  the  patient  was 
out  of  pulmonary  edema.  He  was  then 
placed  on  a maintenance  dose  of  digoxin 
0.25  mg.  twice  a day.  The  patient  continued 
to  do  well.  However,  on  the  fifth  hospital 
day,  he  complained  of  severe  chest  pain  and 
suddenly  collapsed.  The  electrocardiogram 
demonstrated  ventricular  fibrillation.  Re- 
suscitation measures  were  not  successful 
and  the  patient  expired.  This  arrhythmia 
was  probably  not  related  to  the  pacemaker 
since  it  was  functioning  perfectly  well,  with- 
out evidence  of  ventricular  irritability,  just 
prior  to  the  fatal  episode.  An  autopsy  was 
not  performed. 
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FIGURE  1.  Atrial  fibrillation  with  complete  heart  block  (top  line)  alternates  with  atrial  fibrillation 
with  a fast  ventricular  response  (bottom  line). 


Comment 

The  patient  presented  a therapeutic  di- 
lemma in  that  he  developed  acute  pulmonary 
edema  with  atrial  fibrillation  and  a rapid 
ventricular  response,  the  latter  being  com- 
plicated by  episodes  of  atrial  fibrillation  with 
complete  heart  block  during  which  his  ven- 
tricular rate  was  47  per  minute.  Diuretics, 
intermittent  positive  pressure  breathing, 
and  peripheral  measures  to  reduce  the  ve- 
nous return  were  unsuccessful.  Digitalis, 
quinidine,  and  propranolol  hydrochloride 
could  not  be  administered  to  slow  down  the 
ventricular  rate  during  the  episodes  of  rapid 
ventricular  response  due  to  the  complicating 
heart  block.  Edrophonium  chloride  (Tensi- 
lon) was  not  given  a trial  because  of  its  very 
transient  duration  of  action,  and  cardiover- 
sion was  considered  not  to  be  without  dan- 
ger. Therefore,  the  only  mode  of  therapy 
we  considered  rational  was  to  implant  a 
transvenous  pacemaker  and  set  the  rate  at 
well  above  the  patient’s  ventricular  rate  dur- 
ing the  episodes  of  atrial  fibrillation  with 
complete  heart  block.  Having  accomplished 
the  latter,  the  patient’s  ventricular  response 
was  slowed  by  rapid  digitalization  and  the 
patient  was  thus  successfully  brought  out 
of  pulmonary  edema. 


The  only  medication  the  patient  was  re- 
ceiving when  he  developed  the  rhythm  as 
described  was  diazepam  and  this  drug  has 
thus  far  not  been  incriminated  to  produce 
complete  heart  block.  Therefore,  it  is  very 
likely  that  the  heart  block  and  the  diazepam 
therapy  were  merely  coincidental.*  It  may 
be,  however,  that  the  episodes  of  atrial  fi- 
brillation with  a rapid  ventricular  response 
followed  by  periods  of  atrial  fibrillation  with 
complete  heart  block  were  due  to  fatigue  of 
the  conducting  system  due  to  the  rapid  con- 
duction of  impulses  through  the  arterio- 
venous node  during  the  periods  of  the  rapid 
ventricular  rate.  This,  however,  is  purely 
conjectural  in  view  of  the  infrequency  with 
which  this  complication  is  seen  in  patients 
with  atrial  fibrillation. 


Summary 

A sixty-eight-year-old  white  male  with 
atrial  fibrillation  and  a rapid  ventricular 
response  alternating  with  episodes  of  atrial 
fibrillation  and  complete  heart  block  is  pre- 
sented. The  various  therapeutic  possibili- 
ties are  outlined  and  a rational  approach  to 
the  problem  is  discussed. 

* Scherf,  D.:  Personal  communication. 
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Special  Article 


Medicaid  at  County  Level 


JOHN  J.  A.  LYONS,  M.D. 

Albany,  New  York 

Commissioner,  Albany  County  Health  Department 


P UBLIC  Law  89-97,  called  the  Social  Se- 
curity Amendments  of  1965,  was  passed  by 
Congress  and  signed  by  the  President  in 
July,  1965.  My  first  perusal  of  this  was  in 
August,  1965.  The  “sleeper”  in  the  bill  was 
Title  19,  at  that  time  nicknamed  “Kiddie 
care.”  Shortly  thereafter  an  excellent 
resume  was  published  by  the  A.M.A.  legisla- 
tive department.  After  careful  study  of 
this  material  it  was  apparent  that  Title  19 
allowed  the  states  to  develop  a medical  as- 
sistance program  as  broad  as  it  wished. 

Early  distribution  of  benefits 

During  the  State  legislative  session  in 
January,  1966,  a bill  was  presented  and  sup- 
ported by  the  Medical  Society  of  the  State 
of  New  York.  The  first  bill  increased  the 
eligibility  slightly  above  that  under  the  old 
welfare  program  for  a family  of  four  which 
was  $4,700  for  inpatient  care  and  $5,200  for 
outpatient  services.  However,  these  figures 
were  not  generally  publicized.  Then  poli- 
tics got  into  the  act.  The  eligibility  ceiling 
for  a family  of  four  was  set  finally  at  about 
$7,000  gross  and  $6,000  net.  The  governor 
signed  the  bill  in  late  April,  1966.  Publicity 
about  the  eligibility  and  benefits  was  man- 
dated. People  began  flocking  in  to  sign  up 
the  first  week  in  May,  1966.  In  contrast  to 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Preventive  Medicine  and  Public  Health,  February  10 
1969. 


Medicare,  which  allowed  one  year  for  tool- 
ing up,  Medicaid  was  off  and  running  in  less 
than  one  week. 

Albany  County  has  about  300,000  inhabi- 
tants. We  estimated  that  100,000  to  120,000 
persons  or  25,000  to  30,000  families  were  po- 
tentially eligible.  This  was  between  15  and 
20  times  more  than  were  eligible  for  medical 
care  under  the  welfare  program.  At  that 
time  the  welfare  fee  schedule  was  still  op- 
erational, for  example,  for  physicians  $3.00 
for  an  office  call  and  $4.00  for  a house  call. 
In  many  counties  including  Albany  no  pay- 
ment was  ever  allowed  for  inhospital  care  of 
welfare  patients,  and  this  policy  remained 
until  changed  in  October,  1966. 

The  Council  of  the  Medical  Society  of  the 
State  of  New  York  met  in  May,  1966,  to 
take  a position  on  Medicaid.  Included  in 
its  demands  were  “usual  and  customary 
fees.”  This  decision  gave  its  negotiating 
team  no  leeway.  Consequently  a unilateral 
fee  schedule  was  published  by  the  director 
of  the  budget  in  July,  1966.  This  made  the 
medical  profession  unhappy,  and  some  re- 
fused to  participate.  This  fee  schedule  made 
no  provisions  for  specialist  care,  another 
thorn  in  the  profession’s  side. 

In  September,  1966,  the  Albany  County 
Welfare  Commissioner  and  I met  with  the 
Albany  County  Medical  Society.  The  turn- 
out was  the  largest  in  my  memory.  There 
were  many  searching  questions,  and  much 
heat  developed.  At  that  time,  I was  still  in 
private  practice,  working  only  part  time  for 
the  health  department.  I reminded  the 
group  that  I did  not  write  the  law  but  was 
merely  trying  to  make  it  work. 

We  promised  to  work  for  the  payment  for 
inhospital  care  and  specialist  fee  schedules. 
The  former  became  effective  in  October, 
1966,  and  the  latter  at  various  times  in 
early  1967.  The  Society  agreed  to  support 
the  program  pro  tern  and  review  the  situa- 
tion at  a later  date. 

In  late  1966  and  early  1967  we  were  begin- 
ning to  be  buried  in  paper.  It  was  our  be- 
lief at  that  time  that  the  only  solution  to 
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paying  our  bills  and  getting  any  informa- 
tion to  evaluate  the  quality  and  quantity  of 
the  program  was  to  use  electronic  data 
processing.  In  cooperation  with  the  Albany 
Medical  Center  Hospital,  we  embarked  on 
this  in  November,  1967.  In  the  meantime 
we  began  preparing  for  our  own  center 
which  became  a reality  in  December,  1968. 
It  is  just  now  beginning  to  function  as  it 
should.  We  still  have  many  unpaid  bills 
from  1968,  but  we  are  doing  our  best  to 
catch  up.  We  have  developed  composite  bill- 
ings for  physicians  and  pharmacists  and 
tried  to  simplify  procedures. 

Change  in  eligibility  and  fees 

By  March,  1968,  more  than  50,000  people 
had  established  their  eligibility.  There 
were  more  than  300  members  of  the  county 
medical  society,  and  between  80  and  90  per 
cent  of  them  were  participating  to  some  de- 
gree. In  March,  1968,  the  State  legislature 
reduced  the  eligibility  ceiling  to  $5,300  for 
a family  of  four,  and  we  were  given  about 
ten  days  to  implement  this.  It  meant  re- 
viewing the  status  of  12,500  families  which 
was  quite  a chore. 

This  change  was  necessitated  by  legisla- 
tion cutting  back  Federal  participation  in 
New  York  State’s  program.  The  number  of 
people  eligible  was  reduced  to  about  35,000 
with  potential  eligibles  reduced  to  about 
75,000.  Since  then  the  number  with  cards 
has  increased  to  about  40,000. 

At  about  this  time  many  of  our  members 
became  disenchanted,  and  the  percentage  of 
physicians  willing  to  accept  Medicaid  pa- 
tients declined.  They  wrere  annoyed  at  slow 
payment  of  bills,  red  tape,  and  inadequate 
fees  with  no  potential  change  in  sight. 


About  50,000  bills  from  various  providers 
are  received  each  month.  In  1968  the  total 
expenditure  for  Medicaid  was  10  million  dol- 
lars. Physicians  received  about  1.2  million. 
The  backlog  of  unpaid  physician  claims 
amounts  to  several  hundred  thousand  dollars. 
They  will  be  paid. 

Now  we  are  facing  drastic  cutbacks  in  the 
program  both  in  services,  fees,  and  eligi- 
bility level.  The  legislature  is  considering 
many  changes  including  20  per  cent  reduc- 
tion in  professional  fees,  holding  the  line  on 
hospital  and  nursing  home  rates,  elimina- 
tion of  dental  care  for  those  over  twenty-one, 
and  reducing  the  ceiling  for  a family  of  four 
to  $3,500.  A few  physicians  have  stated 
that  they  would  agree  to  a fee  reduction  pro- 
vided the  number  of  people  eligible  is  sig- 
nificantly reduced.  Most,  how’ever,  have  de- 
cided that  they  will  not  accept  any  Medicaid 
patients  if  the  20  per  cent  fee  reduction  is 
effective. 

Originally,  I thought  that  Medicaid  was 
going  to  produce  a program  of  quality  medi- 
cal care  for  the  medically  indigent  that  the 
medical  profession  could  live  with  and  sup- 
port. Time  has  proved  me  to  be  wrong. 
The  profession  did  not  like  it  in  the  be- 
ginning, and  now  wre  have  real  antagonism. 
The  future  of  the  program  is  questionable, 
since  it  will  be  subject  to  change  every  year 
by  the  State  and  Federal  legislatures.  The 
shotgun  wedding  of  health  and  welfare  has 
not  been  a happy  one. 

A program  like  this  cannot  be  the  main- 
stay of  medical  care. 

Two  years  ago  I testified  before  a joint 
legislative  committee  and  said  that  universal 
health  insurance  should  be  the  basis  of  medi- 
cal care  backed  up  by  Medicaid.  My  con- 
clusion today  is  the  same. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Committees  1970-1971 


President  and  Secretary  are  ex  officio  members  of  all  committees 


Commission  on  Medical  Services 

Committee  on  Economics 
Committee  on  Medical  Care  Insurance 
Committee  on  Occupational  Health 
Committee  on  Workmen’s  Compensation 

G.  Rehmi  Denton,  M.D.,  Albany,  Chairman 

Economics 

Robert  E.  Westlake,  M.D.,  Syracuse,  Chair- 
man 

Dallas  E.  Billman,  M.D.,  Corning 
Jeff  J.  Coletti,  M.D.,  Old  Westbury 
William  C.  Felch,  M.D.,  Rye 
Alfred  L.  George,  M.D.,  Batavia 
Robert  George  Hicks,  M.D.,  New  York  City 
Harry  C.  Miller,  M.D.,  Rochester 
Francis  A.  Stephens,  M.D.,  Albany 
Herbert  J.  Wright,  Jr.,  M.D.,  Schenectady 

U.S.  Veterans  Administration,  Liaison  Subcom- 
mittee with 

Herbert  H.  Bauckus,  M.D.,  Buffalo,  Chair- 
man 

Medical  Care  Insurance 

Robert  D.  Fairchild,  M.D.,  Syracuse,  Chair- 
man 

Harold  W.  Bales,  M.D.,  Rochester 
Lucius  H.  Bugbee,  Jr.,  M.D.,  Jamestown 
Irving  Cramer,  M.D.,  Utica 
Sidney  I.  Etkin,  M.D.,  Albany 
William  C.  Porter,  Jr.,  M.D.,  Huntington 
G.  Newton  Scatchard,  M.D.,  Buffalo 

Occupational  Health 

Robert  P.  Jessup,  M.D.,  Bethpage,  Chairman 
Robert  H.  Baysinger,  M.D.,  Rochester 
James  J.  Brandi,  M.D.,  Buffalo 
Walter  J.  Gerstle,  M.D.,  Albany 
Herbert  F.  Wendelken,  M.D.,  Staten  Island 

Workmen's  Compensation 

John  H.  Morton,  M.D.,  Rochester,  Chairman 
Ray  A.  Elliott,  Jr.,  M.D.,  Albany 
Burton  P.  Hoffman,  M.D.,  White  Plains 
John  A.  Kalb,  M.D.,  Endicott 
Robert  Katz,  M.D.,  New  York  City 
George  Lim,  M.D.,  Rome 


Walter  W.  Miner,  M.D.,  Hempstead 
Vitale  H.  Paganelli,  M.D.,  Glens  Falls 
Loring  W.  Wood,  M.D.,  Buffalo 
Henry  Young,  M.D.,  New  York  City 

Commission  on  Public  and 
Professional  Affairs 

Committee  on  Federal  Legislation 
Committee  on  Public  Relations 
Committee  on  State  Legislation 

C.  Stewart  Wallace,  M.D.,  Ithaca,  Chairman 

Federal  Legislation 

Charles  N.  Aswad,  M.D.,  Chairman 
Jacob  H.  Buchbinder,  M.D.,  Brewster 
Robert  B.  Bryant,  M.D.,  Syracuse 
Robert  P.  Coolidge,  M.D.,  Schenectady 
Irwin  Felsen,  M.D.,  Wellsville 
John  G.  Meagher,  M.D.,  Huntington 
James  A.  Moore,  M.D.,  Albany 
George  M.  Saypol,  M.D.,  New  York  City 

Public  Relations 

Paul  M.  De  Luca,  M.D.,  Endicott,  Chairman 
Clement  J.  Boccalini,  M.D.,  Floral  Park 
Russell  C.  Johnson,  M.D.,  White  Plains 
Eli  A.  Leven,  M.D.,  Rochester 
Norton  M.  Luger,  M.D.,  Flushing 
James  R.  Nunn,  M.D.,  Amherst 
Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 
Thomas  D.  Pemrick,  M.D.,  Troy 
John  A.  Root,  M.D.,  Syracuse 

State  Legislation 

John  H.  Carter,  M.D.,  Albany,  Chairman 
Gerald  L.  Glaser,  M.D.,  Rochester 
Herbert  E.  Joyce,  M.D.,  Buffalo 
Henry  W.  Kaessler,  M.D.,  Bronxville 
Andrew  W.  Lawrence,  M.D.,  Huntington 
William  J.  Ryan,  M.D.,  Syracuse 
Merritt  F.  Spear,  M.D.,  Peru 
Stanley  Stark,  M.D.,  Brooklyn 
Richard  E.  Sullivan,  M.D.,  Binghamton 

Commission  on  Public  Health  and  Education 

Committee  on  Accident  and  Injury  Prevention 
Committee  on  Aging  and  Nursing  Homes 
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Committee  on  Alcoholism  and  Drug  Abuse 
Committee  on  Audio-Visual  Aids 
Committee  on  Cancer 
Committee  on  Cardiovascular  Disease 
Committee  on  Chronic  Pulmonary  Diseases 
Committee  on  Comprehensive  Health  Planning 
Committee  on  Continuing  (Postgraduate)  Edu- 
cation 

Committee  on  Data  Processing  in  Medicine 
Committee  on  Development  of  Automated  Mul- 
tiphasic  Health  Testing 
Committee  on  Disaster  Medical  Care 
Committee  on  Forensic  Medicine 
Committee  on  General  Practice 
Committee  on  Hard  of  Hearing  and  the  Deaf 
Committee  on  Health  Manpower 
Committee  on  Maternal  and  Child  Welfare 
Committee  on  Medical  Aspects  of  Sports 
Committee  on  Mental  Hygiene 
Committee  on  Metabolic  Diseases 
Committee  on  Physical  Medicine  and  Rehabili- 
tation 

Committee  on  Preventive  Medicine 
Committee  on  Quackery 
Committee  on  Rural  Medical  Service 
Committee  on  School  Health 

Irving  L.  Ershler,  M.D.,  Syracuse,  Chairman 

Accident  and  Injury  Prevention 

John  D.  States,  M.D.,  Rochester,  Chairman 
Harold  Brandaleone,  M.D.,  New  York  City 
Francis  J.  Gilroy,  Jr.,  M.D.,  Binghamton 
James  E.  Holmblad,  M.D.,  Schenectady 
George  Lim,  M.D.,  Rome 
Leslie  Fisher,  Albany,  Advisor 

Aging  and  Nursing  Homes 

Peter  S.  Battaglia,  M.D.,  Niagara  Falls, 
Chairman 

Marcelle  T.  Bernard,  M.D.,  The  Bronx 
Anthony  La  Russo,  M.D.,  Binghamton 
Leon  M.  Rothman,  M.D.,  Brooklyn 

Alcoholism  and  Drug  Abuse 

William  Antopol,  M.D.,  New  York  City, 
Chairman 

Ronald  J.  Dougherty,  M.D.,  Brewerton 
Stanley'  E.  Gitlow,  M.D.,  New  York  City 
Susan  E.  Hanson,  M.D.,  Rochester 
William  L.  Holt,  Jr.,  M.D.,  Albany 
Benjamin  Kissin,  M.D.,  Brooklyn 
James  W.  Robinson,  M.D.,  New  York  City 
John  G.  Robinson,  M.D.,  Buffalo 
Joseph  B.  Robinson,  M.D.,  Albany,  Advisor 
Reginald  R.  Steen,  M.D.,  Hempstead,  Advisor 

Joint  Subcommittee  with  New  York  State 
Bar  Association  on  Alcoholism  and 
Drug  Abuse 

William  Antopol,  M.D.,  New  York  City, 
Chairman 

Henry  Brill,  M.D.,  New  York  City 


M.  Ralph  Kaufman,  M.D.,  New  York  City 
Marvin  E.  Perkins,  M.D.,  New  York  City 
Mrs.  Hortense  Mound,  New  York  City 
Sol  Schreiber,  Esq.,  Brooklyn 
Andrew  C.  Fleck,  Jr.,  Esq.,  Albany 

Audio-Visual  Aids 

Kenneth  B.  Olson,  M.D.,  Albany,  Chairman 
Wilbur  M.  Dixon,  M.D.,  Binghamton 
James  J.  Quinlivan,  M.D.,  Albany 

Cancer 

Charles  E.  Rogers,  M.D.,  Manhasset,  Chair- 
man 

Daniel  Burdick,  M.D.,  Syracuse 
Richard  G.  Cooper,  M.D.,  Buffalo 
John  W.  Hirshfeld,  M.D.,  Ithaca 
Richard  H.  Lange,  M.D.,  Schenectady 
Daniel  G.  Miller,  M.D.,  New  York  City 
Arthur  A.  Stein,  M.D.,  Albany 
Herbert  Volk,  M.D.,  The  Bronx 
Roald  N.  Grant,  M.D.,  New  York  City,  Ad- 
visor 

Peter  Greenwald,  M.D.,  Albany,  Advisor 
Walter  T.  Murphy,  M.D.,  Buffalo,  Advisor 
Charles  D.  Sherman,  Jr.,  M.D.,  Rochester, 
Advisor 

Cardiovascular  Disease 

David  G.  Greene,  M.D.,  Buffalo,  Chairman 
Joseph  T.  Doyle,  M.D.,  Albany 
Francis  L.  Giknis,  M.D.,  Schenectady 
Abraham  Jezer,  M.D.,  The  Bronx 
Stuart  L.  Scheiner,  M.D.,  Smithtown 

Chronic  Pulmonary  Diseases 

Frank  Clay  Maxon,  Jr.,  M.D.,  Albany,  Chair- 
man 

Henry  J.  Brock,  M.D.,  Buffalo 
Joseph  Fusco,  M.D.,  Hudson 
Marshall  Henry  Williams,  Jr.,  M.D.,  The 
Bronx 

Comprehensive  Health  Planning 

Waring  Willis,  M.D.,  Bronxville,  Chairman 
Bruce  E.  Chamberlain,  M.D.,  Syracuse 
Kenneth  H.  Eckhert,  M.D.,  Buffalo 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 
Gerald  L.  Glaser,  M.D.,  Rochester 
Thomas  D.  Pemrick,  M.D.,  Troy 
Joseph  F.  Shanaphy,  M.D.,  Staten  Island 
Edward  Siegel,  M.D.,  Plattsburgh 
Richard  E.  Sullivan,  M.D.,  Binghamton 
Lester  R.  Tuehman,  M.D.,  New  York  City 

Continuing  (Postgraduate)  Education 

Marvin  L.  Bloom,  M.D.,  Buffalo,  Chairman 
William  C.  Felch,  M.D.,  Rye 
Phillip  I.  Levitan,  M.D.,  Smithtown 
Ward  L.  Oliver,  M.D.,  Albany 
Malcolm  I.  Page,  M.D.,  Cooperstown 
Robert  Lee  Patterson,  Jr.,  M.D.,  New  York 
City 
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Theodore  J.  Prowda,  M.D.,  Sherrill 
Charles  D.  Sherman,  Jr.,  M.D.,  Rochester 
Franklyn  B.  Amos,  M.D.,  Albany,  Advisor 
Donald  C.  Walker,  M.D.,  Albany,  Advisor 

Data  Processing  in  Medicine 

William  A.  Bauman,  M.D.,  New  York  City, 
Chairman 

William  J.  Burke,  M.D.,  Yorktown  Heights 
Sam  R.  Burnett,  M.D.,  Schenectady 
Ralph  L.  Engle,  Jr.,  M.D.,  New  York 
Elemer  R.  Gabrielli,  M.D.,  Buffalo 
Terence  W.  Murphy,  M.D.,  Larchmont 
Leon  Pordy,  M.D.,  New  York  City 
William  J.  Mueller,  Syracuse,  Advisor 

Development  of  Automated  Multiphasic  Health 
Testing 

Charles  Weller,  M.D.,  Larchmont,  Chairman 
Leo  Gitman,  M.D.,  Brooklyn 
Robert  E.  Westlake,  M.D.,  Syracuse 

Disaster  Medical  Care 

Irving  G.  Frohman,  M.D.,  Rockaway  Beach, 
Chairman 

William  G.  Abel,  M.D.,  East  Hampton 
Robert  C.  Kessler,  M.D.,  Rochester 
Patrick  E.  O’Hara,  M.D.,  Binghamton 
Russell  Weaver  Greenhalgh,  M.D.,  Syracuse 

Environmental  Quality 

Stephen  M.  Ayres,  M.D.,  New  York  City, 
Chairman 

Eric  J.  Cassell,  M.D.,  New  York  City 
William  E.  Mosher,  M.D.,  Buffalo 

Forensic  Medicine 

Milton  Helpern,  M.D.,  New  York  City,  Chair- 
man 

Martin  F.  Hilfinger,  Jr.,  M.D.,  Syracuse 
Herbert  Lansky,  M.D.,  Eggertsville 
Leslie  I.  Lukash,  M.D.,  Hempstead 
John  C.  Sherman,  M.D.,  Ballston  Lake 
Arthur  A.  Stein,  M.D.,  Albany 

General  Practice 

George  Hart,  M.D.,  Lake  Placid,  Chairman 
Max  Cheplove,  M.D.,  Buffalo 
G.  Alex  Galvin,  M.D.,  Ithaca 
Joseph  F.  Palmieri,  M.D.,  Huntington 
Joseph  B.  Robinson,  M.D.,  Albany 
Samuel  Wagreich,  M.D.,  The  Bronx 

Hard  of  Hearing  and  the  Deaf 

John  F.  Daly,  M.D.,  New  York  City,  Chair- 
man 

Daniel  C.  Baker,  Jr.,  M.D.,  New  York  City 
Alfred  W.  Doust,  M.D.,  Syracuse 


Health  Manpower 

Bruce  E.  Chamberlain,  M.D.,  Syracuse, 
Chairman 

Myron  E.  Carmer,  M.D.,  Lyons 
James  C.  Dunn,  M.D.,  Lackawanna 
Arthur  Howard,  M.D.,  Johnstown 
Robert  V.  Schatken,  M.D.,  Walton 
Robert  B.  Wallace,  M.D.,  Utica 
Franklyn  B.  Amos,  M.D.,  Albany,  Advisor 

Maternal  and  Child  Welfare 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Robert  M.  George,  M.D.,  Utica 
George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
Curtis  J.  Lund,  M.D.,  Rochester 
Ralph  M.  Schwartz,  M.D.,  Brooklyn 
Clyde  L.  Randall,  M.D.,  Buffalo,  Advisor 

Regional  Representatives  in  Obstetrics  and 
Pediatrics 

Region  One:  New  York,  Richmond,  The  Bronx 
Obstetrics — Cyril  C.  Marcus,  M.D.,  New  York 
City 

Pediatrics — Alfred  E.  Fischer,  M.D.,  New 
York  City 

Region  Two : Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Bruce  A.  Harris,  Jr.,  M.D.,  Hun- 
tington 

Pediatrics — Samuel  Karelitz,  M.D.,  New 
Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutch- 

ess, Putnam,  Orange,  Ulster 
Obstetrics — John  R.  Gregory,  M.D.,  Bronx- 
ville 

Pediatrics — Edward  A.  Hardy,  M.D.,  Pelham 
Region  Four:  Sche?iectady,  Fulton,  Montgom- 

ery, Schoharie 

Obstetrics — Fred  H.  Pulver,  M.D.,  Schenec- 
tady 

Pediatrics — 

Region  Five:  Albany,  Washington,  Saratoga, 

Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — William  J.  Fitzgerald,  M.D.,  Al- 
bany 

Pediatrics — William  A.  Petersen,  M.D.,  Latham 
Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics— Robert  A.  Henderson,  M.D.,  Ma- 
lone 

Pediatrics — Peter  Pulrang,  M.D.,  Platts- 
burgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Frank  Meyer,  M.D.,  Fulton 
Pediatrics — H.  Louis  George,  M.D.,  Water- 
town 

Region  Eight:  Onondaga,  Oneida,  Madison, 

Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Albert  W.  Van  Ness,  M.D.,  Syr- 
acuse 
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Pediatrics — William  O.  Kopel,  M.D.,  Syra- 
cuse 

Region  Nine:  Broome,  Tioga,  Chenango,  Ot- 

sego, Delaware,  Sullivan 
Obstetrics — Robert  E.  Ahearn,  M.D.,  Bing- 
hamton 

Pediatrics — John  B.  Burns,  M.D.,  Bingham- 
ton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 
ston, Ontario,  Seneca,  Yates 
Obstetrics — Allan  R.  Law,  M.D.,  Rochester 
Pediatrics — 

Region  Eleven:  Chemung,  Schuyler,  Steuben, 

Tompkins,  Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  M.D.,  El- 
mira 

Pediatrics — George  R.  Murphy,  M.D.,  Elmira 
Region  Twelve:  Erie,  Niagara,  Chautauqua, 

Cattaraugus,  Genesee,  Wyoming 
Obstetrics — William  T.  Ellis,  M.D.,  James- 
town 

Pediatrics — Richard  A.  Downey,  M.D.,  Buf- 
falo 

Medical  Aspects  of  Sports 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Albert  B.  Accettola,  M.D.,  Staten  Island 
Frederick  H.  Grabo,  M.D.,  Rome 
Donald  T.  Kasprzak,  M.D.,  Plattsburgh 
Joseph  J.  Kaufman,  M.D.,  Newark 
Alexius  Rachun,  M.D.,  Ithaca 
Murle  Laurens  Rowe,  M.D.,  Rochester 

Mental  Hygiene 

Reginald  R.  Steen,  M.D.,  Hempstead,  Chair- 
man 

Gurston  David  Goldin,  M.D.,  New  York  City 
Samuel  Feinstein,  M.D.,  West  Seneca 
Edith  Mila  Jurka,  M.D.,  New  York  City 
John  P.  Lambert,  M.D.,  Katonah 
Allison  B.  Landolt,  M.D.,  New  York  City 

Subcommittee  on  Mental  Retardation 

Jack  Hammond,  M.D.,  Staten  Island,  Chair- 
man 

Physical  Medicine  and  Rehabilitation 

Edward  J.  Lorenze,  M.D.,  White  Plains, 
Chairman 

William  Georgi,  M.D.,  Buffalo 
Milton  B.  Spiegel,  M.D.,  Brooklyn 
Samuel  S.  Sverdlik,  M.D.,  New  York  City 

Metabolic  Diseases 

Arthur  H.  Dube,  M.D.,  Syracuse,  Chairman 
Marshall  Clinton,  M.D.,  Buffalo 
Ann  B.  Wright,  M.D.,  Poughkeepsie 

Preventive  Medicine 

Harry  S.  Lichtman,  M.D.,  Brooklyn,  Chair- 
man 


Thomas  S.  Bumbalo,  M.D.,  Buffalo 

Leonard  L.  Heimoff,  M.D.,  The  Bronx 

Max  Milberg,  M.D.,  Brooklyn 

Howard  B.  Shookhoff,  M.I).,  New  York  City 

Bruce  P.  Webster,  M.D.,  New  York  City 

Burton  Allyn,  M.D.,  Spring  Valley 

Harry  A.  Feldman,  M.D.,  Syracuse,  Advisor 

Quackery 

George  M.  Brown,  M.I).,  Huntington,  Chair- 
man 

William  P.  Clark,  M.D.,  Eastchester 
Glenn  E.  Jones,  M.D.,  Lewiston 
Vincent  M.  Maddi,  M.D.,  Binghamton 
E.  Addis  Munyan,  Jr.,  M.D.,  Lake  Placid 

Rural  Medical  Service 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Edward  A.  Barrett,  M.D.,  Albion 

Alfred  A.  Hartmann,  M.D.,  Malone 

Erich  Hirsch,  M.D.,  Geneva 

Rudolph  F.  Hust,  M.D.,  Unadilla 

Stuart  A.  Winning,  M.D.,  Ogdensburg 

Hugh  M.  McChesney,  M.D.,  Pulaski,  Advisor 

James  J.  Quinlivan,  M.D.,  Albany,  Advisor 

School  Health 

C.  George  Murdock,  M.D.,  Syracuse,  Chair- 
man 

Robert  H.  Broad,  M.D.,  Ithaca 
George  F.  Cunningham,  M.D.,  Brooklyn 
Daniel  C.  Fisher,  M.D.,  Clarence  Center 
Hugh  F.  Leahy,  M.D.,  Albany 
Norman  B.  Schell,  M.D.,  Jericho 

Commission  on  Standards  of  Medical  Care 

Committee  on  Ethics 

Committee  on  Hospital  and  Professional  Rela- 
tions 

Subcommittee  on  Government  Health  Cen- 
ters 

Committee  on  Hospital-Based  Physicians 
Committee  on  Medical  Review 
Committee  on  Nursing  and  Allied  Health  Pro- 
fessions 

Waring  Willis,  M.D.,  Bronxville,  Chairman 
Ethics 

Joseph  G.  Zimring,  M.D.,  Long  Beach,  Chair- 
man 

Charles  A.  Gwynn,  M.D.,  Syracuse 
Frank  LaGattuta,  M.D.,  The  Bronx 

Hospital  and  Professional  Relations 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

John  A.  Billows,  M.D.,  Hempstead 
Rudolph  R.  Del  Giacco,  M.D.,  Albany 
Benjamin  G.  Dinin,  M.D.,  Valhalla 
Joseph  J.  Kaufman,  M.D.,  Newark 
Jason  K.  Moyer,  M.D.,  Binghamton 
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Edward  W.  Mullin,  M.D.,  Syracuse 
Edward  C.  Rozek,  M.D.,  Kenmore 

Government  Health  Centers  Subcommittee 

Leonard  L.  Heimoff,  M.D.,  The  Bronx,  Chair- 
man 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
John  E.  Lowry,  M.D.,  Flushing 
Thomas  W.  Mou,  M.D.,  Syracuse 

Hospital-Based  Physicians 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

Alfred  A.  Angrist,  M.D.,  The  Bronx 
Norman  S.  Blackman,  M.D.,  Brooklyn 
Robert  P.  Boudreau,  M.D.,  Syracuse 
Richard  W.  Egan,  M.D.,  Buffalo 
Francis  B.  Haber,  M.D.,  Elmira 
Edgar  P.  Mannix,  Jr.,  M.D.,  Manhasset 
Irving  M.  Pallin,  M.D.,  Brooklyn 
Ian  H.  Porter,  M.D.,  Albany 
Victor  J.  Tofany,  M.D.,  Rochester 

Medical  Review 

Charles  M.  Brane,  M.D.,  Yonkers,  Chairman 
Joel  J.  Brenner,  M.D.,  Rockville  Centre 
Michael  Brusilow,  M.D.,  Albany 
Winfield  L.  Butsch,  M.D.,  Buffalo 
James  N.  Capps,  M.D.,  Syracuse 
Armand  J.  D’Errico,  M.D.,  Gloversville 
George  G.  McCauley,  M.D.,  Ithaca 
John  H.  Morton,  M.D.,  Rochester 

Nursing  and  Allied  Health  Professions 

Lester  J.  Candela,  M.D.,  Great  Neck,  Chair- 
man 

Frank  Albert  Baumann,  M.D.,  Binghamton 

Clarke  T.  Case,  M.D.,  Utica 

Douglas  S.  Damrosch,  M.D.,  New  York  City 

Fred  E.  Dexter,  M.D.,  Albany 

Ramsdell  Gurney,  M.D.,  Buffalo 

Ralph  F.  Jacox,  M.D.,  Rochester 

Joel  E.  Mandel,  M.D.,  New  City 

Frank  C.  Nichols,  M.D.,  Sea  Cliff 

Vincent  J.  Tesoriero,  M.D.,  Brooklyn 

Other  Council  Committees 

Archives 

Joseph  A.  Tamerin,  M.D.,  New  York  City, 
Chairman 

Morris  R.  Keen,  M.D.,  Huntington 
Harriet  Northrup,  M.D.,  Jamestown 

Budget  and  Finance 

Thomas  F.  McCarthy,  M.D.,  The  Bronx, 
Chairman,  Treasurer 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
John  Edward  Lowry,  M.D.,  Flushing 
Albert  M.  Schwartz,  M.D.,  New  York  City, 
Assistant  Treasurer 
Waring  Willis,  M.D.,  Bronxville 


Constitution  and  Bylaws 

John  Edward  Lowry,  M.D.,  Flushing,  Chair- 
man 

Leo  S.  Drexler,  M.D.,  Brooklyn 
Stuart  L.  Vaughan,  M.D.,  Buffalo 
William  F.  Martin,  J.D.,  New  York  City, 
ex  officio 

Convention 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

Frank  LaGattuta,  M.D.,  The  Bronx 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
(Committee  personnel  includes  the  chairmen  of 
the  following  subcommittees) 

Dinner  Subcommittee 
Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Chairman 

Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Harold  T.  Golden,  M.D.,  Herkimer 
John  J.  Noonan,  M.D.,  Troy 

Scientific  Awards  Subcommittee 

P.  Frederic  Metildi,  M.D.,  Rochester,  Chair- 
man 

George  G.  Reader,  M.D.,  New  York  City 
Worthington  G.  Schenk,  Jr.,  M.D.,  Buffalo 

Scientific  Exhibits  Subcommittee 

Albert  H.  Douglas,  M.D.,  Jamaica,  Chairman 
Francis  P.  Bilello,  M.D.,  Glen  Cove 
Lester  Blum,  M.D.,  New  York  City 
Bernard  S.  Epstein,  M.D.,  New  Hyde  Park 
Frederick  Lee  Liebolt,  M.D.,  New  York  City 
Robert  A.  Moore,  M.D.,  Brooklyn 
Stephen  Nordlicht,  M.D.,  New  York  City 
Arthur  Q.  Penta,  M.D.,  Schenectady 
Beverly  C.  Smith,  M.D.,  New  York  City 
Frank  Raymond  Smith,  M.D.,  New  York  City 

Scientific  Motion  Picture  Subcommittee 
Kenneth  B.  Olson,  M.D.,  Albany,  Chairman 
Lester  L.  Coleman,  M.D.,  New  York  City 
James  J.  Quinlivan,  M.D.,  Albany 

Scientific  Program  Subcommittee 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chair  yuan 

P.  Frederic  Metildi,  M.D.,  Rochester 
William  B.  Rawls,  M.D.,  New  York  City 
Maxwell  Spring,  M.D.,  The  Bronx 
Joseph  R.  Wilder,  M.D.,  New  York  City 
(Subcommittee  personnel  includes  also  chair- 
men of  scientific  sections  and  sessions.) 

Technical  Exhibits  Subcommittee 

William  B.  Rawls,  M.D.,  New  York  City, 
Chairman 

Charles  Gwynn,  M.D.,  Syracuse 
John  A.  Lawler,  M.D.,  New  York  City 


2038  New  York  State  Journal  of  Medicine  / August  1,  1970 


Education  Law  Revision 

Victor  J.  Tofany,  M.D.,  Rochester,  Chairman 
Robert  B.  King,  M.D.,  Syracuse 
Francis  A.  Stephens,  M.D.,  Albany 
Donald  C.  Walker,  M.D.,  Albany 
Walter  Scott  Walls,  M.D.,  Buffalo,  ex  officio 
Walter  T.  Heldmann,  M.D.,  Staten  Island, 
A d visor 

Medicine  and  Religion 

Rev.  Barry  G.  Wood,  M.D.,  New  York  City, 
Chairman 

Clarke  T.  Case,  M.D.,  Utica 

John  E.  Glennon,  M.D.,  Granville 

Edward  C.  Rozek,  M.D.,  Buffalo 

Ralph  F.  Traver,  M.D.,  Bath 

Rev.  C.  Charles  Bachmann,  Buffalo,  Advisor 

Osteopathy 

Samuel  Wagreich,  M.D.,  The  Bronx,  Chair- 
man 

Sol  Axelrad,  M.D.,  Woodhaven 
Lee  Gillette,  M.D.,  New  York  City 
John  W.  Latcher,  M.D.,  Oneonta 
John  H.  Wadsworth,  M.D.,  Cobleskill 

Our  Building 

Renato  J.  Azzari,  M.D.,  The  Bronx,  Chair- 
man 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 
Irving  L.  Ershler,  M.D.,  Syracuse 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
George  Hinder,  M.D.,  New  York  City 
John  Edward  Lowry,  M.D.,  Flushing 

Policy  and  Negotiating  Committee  on  Govern- 
ment Supported  Health  Plans 

G.  Rehmi  Denton,  M.D.,  Albany,  Chairman 
Richard  D.  Eberle,  M.D.,  Syracuse 
Robert  Schwinger,  M.D.,  Forest  Hills 
Stanley  Stark,  M.D.,  Brooklyn 

Interspecialty  Committee 

John  R.  Williams,  Jr.,  M.D.,  Rochester, 
Chairman 

Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Donald  W.  Hall,  M.D.,  Buffalo 
John  P.  Lambert,  M.D.,  Katonah 
Philip  H.  Landers,  M.D.,  Binghamton 
Herbert  Lansky,  M.D.,  Buffalo 
George  Liberman,  M.D.,  Brooklyn 
Samuel  H.  Madell,  M.D.,  New  York  City 
Howard  B.  Rasi,  M.D.,  Brooklyn 
Joseph  J.  Russo,  M.D.,  Albany 
Perrin  B.  Snyder,  M.D.,  New  York  City 
Victor  J.  Tofany,  M.D.,  Rochester 
Paul  M.  Walczak,  M.D.,  Buffalo 


Research  and  Planning 

John  M.  Galbraith,  M.D.,  Glen  Cove,  Chair- 
man 

Waring  Willis,  M.D.,  Bronxville,  Vice-Chair- 
man 

Edward  A.  Burkhardt,  M.D.,  New  York  City 

John  Lee  Clowe,  M.D.,  Schenectady 

G.  Rehmi  Denton,  M.D.,  Albany 

Robert  E.  Good,  M.D.,  Elmira 

Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 

Clyde  L.  Randall,  M.D.,  Buffalo 

Robert  E.  Westlake,  M.D.,  Syracuse 

Proposed  Universal  Health  Insurance  Law 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Eli  A.  Leven,  M.D.,  Rochester 
Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 
Robert  E.  Westlake,  M.D.,  Syracuse 

Advisory  to  the  New  York  State  Medical  As- 
sistants Association 

Walter  F.  Harrison,  Jr.,  M.D.,  Glens  Falls, 
Chairman 

Edward  C.  Rozek,  M.D.,  Buffalo 
Stanley  Stark,  M.D.,  Brooklyn 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Special  Committees 

House  Committee  on  Constitution  and  Bylaws 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City. 
Chairman 

George  L.  Collins,  Jr.,  M.D.,  Buffalo 
Gerald  L.  Glaser,  M.D.,  Rochester 
Milton  J.  Greenberg,  M.D.,  Hudson  Falls 
Swen  L.  Larson,  M.D.,  Elmira 
Francis  A.  Stephens,  M.D.,  Albany 
William  F.  Martin,  J.D.,  New  York  City,  ex 
officio 

Irving  L.  Ershler,  M.D.,  Syracuse,  ex  officio 
George  T.  C.  W’ay,  M.D.,  Poughkeepsie,  ex 
officio 

Executive  Committee  of  the  Council 

Walter  Scott  Walls,  M.D.,  Buffalo,  Chairman 
George  Hinder,  M.D.,  New  York  City 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
Thomas  F.  McCarthy,  M.D.,  The  Bronx 
George  L.  Collins,  Jr.,  M.D.,  Buffalo 
Warren  A.  Lapp,  M.D.,  Brooklyn 

Judicial  Council 

Theodore  J.  Prowda,  M.D.,  Sherrill,  Chair- 
man 

Joseph  G.  Zimring,  M.D.,  Long  Beach 
John  M.  Galbraith,  M.D.,  Glen  Cove 
James  M.  Blake,  M.D.,  Schenectady 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
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Professional  Medical  Liability  Insurance  and 
Defense  Board 

Arthur  J.  Mannix,  .Tr.,  New  Rochelle,  Chair- 
man 

John  J.  Della  Porta,  M.D.,  Rochester 
Peter  La  Motte,  M.D.,  New  York  City 
George  L.  Collins,  Jr.,  M.D.,  Buffalo 
David  Kershner,  M.D.,  Brooklyn 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
Raymond  S.  McKeeby,  M.D.,  Binghamton 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City, 
ex  officio 

William  F.  Martin,  J.D.,  New  York  City,  ex 
officio 

Thomas  F.  McCarthy,  M.D.,  The  Bronx,  ex 
officio 

Frank  W.  Appleton,  New  York  City,  Execu- 
tive Secretary 

Nominating  Committee 

Walter  T.  Heldmann,  M.D.,  Staten  Island, 
First  District  Branch,  Chairman 
Abraham  Freireich,  M.D.,  Malverne,  Second 
District  Branch 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Kingston, 
Third  District  Branch 

Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls,  Fourth 
District  Branch 

Richard  D.  Eberle,  M.D.,  Syracuse,  Fifth 
District  Branch 

R.  Scott  Howland,  M.D.,  Elmira,  Sixth  Dis- 
trict Branch 

Victor  J.  Tofany,  M.D.,  Rochester,  Seventh 
District  Branch 

Thomas  S.  Bumbalo,  M.D.,  Buffalo,  Eighth 
District  Branch 

Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Ninth  District  Branch 
David  Kershner,  M.D.,  Brooklyn,  At  Large 
Edgar  P.  Berry,  M.D.,  New  York  City,  At 
Large 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  The  Bronx,  Chair- 
man 

Richard  D.  Eberle,  M.D.,  Syracuse 
J.  Frederick  Eagle,  M.D.,  New  York  City 

Ad  Hoc  Committees 

Ad  Hoc  Liaison  Committee  with  Deans  of  Med- 
ical Schools  and  Directors  of  Regional 
Medical  Programs 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Marvin  L.  Bloom,  M.D.,  Buffalo 
Lewis  W.  Bluemle,  M.D.,  Syracuse 
John  E.  Dietrick,  M.D.,  New  York  City 
Ralph  C.  Parker,  Jr.,  M.D.,  Rochester 


Edmund  D.  Pellegrino,  M.D.,  Stony  Brook 
Franklyn  B.  Amos,  M.D.,  Albany,  Advisor 
Norman  S.  Moore,  M.D.,  Ithaca,  Advisor 

Ad  Hoc  Committee  on  Peer  Review  Mechanisms 
Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Charles  M.  Brane,  M.D.,  Yonkers 
Lynn  R.  Callin,  M.D.,  Rochester 
Richard  D.  Eberle,  M.D.,  Syracuse 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
William  A.  Schwarz,  M.D.,  Stapleton 
Edward  Siegel,  M.D.,  Plattsburgh 
Lester  R.  Tuehman,  M.D.,  New  York  City 

Ad  Hoc  Committee  to  Study  the  Constitution 
and  Bylaws 

Edward  Siegel,  M.D.,  Plattsburgh,  Chairman 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
Thomas  F.  McCarthy,  M.D.,  The  Bronx 
Bernard  J.  Pisani,  M.D.,  New  York  City 

Ad  Hoc  Committee  to  Clarify  the  Relationship 
Between  MSSNY  and  EMPAC 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City, 
Chairman 

George  Himler,  M.D.,  New  York  City 
Edward  C.  Hughes,  M.D.,  Syracuse 
Edward  C.  Rozek,  M.D.,  Kenmore 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Ad  Hoc  Liaison  Committee  with  New  York 
State  Podiatry  Society 

Otho  C.  Hudson,  M.D.,  Hempstead,  Chairman 
Thomas  D.  Pemrick,  M.D.,  Troy 
Henry  Young,  M.D.,  New  York  City 

Ad  Hoc  Committee  to  Study  Change  in  Date  of 
Annual  Meeting 

George  L.  Collins,  Jr.,  M.D.,  Buffalo, 
Chairman 

Edward  A.  Burkhardt,  M.D.,  New  York  City 
Bernard  J.  Pisani,  M.D.,  New  York  City 
Herbert  J.  Wright,  Jr.,  M.D.,  Schenectady 
Irving  L.  Ershler,  M.D.,  Syracuse,  ex  officio 

Trustees  Committees 

Investment  Committee 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

Walter  T.  Heldmann,  M.D.,  Staten  Island 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Lakewood, 
New  Jersey 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

War  Memorial  Committee 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Lakewood. 

New  Jersey,  Chairman 
James  M.  Blake,  M.D.,  Schenectady 
Edward  C.  Hughes,  M.D.,  Syracuse 
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Letters  to  the  Editor 


Space  medicine 

To  the  Editor:  The  keynote  address  published 

in  the  May  15,  1970,  issue  of  the  New  York 
State  Journal  of  Medicine,  under  the  title 
“Symposium,  Quest  for  Cosmic  Survival,”  is  a 
most  distressing  piece  of  propaganda  to  be 
published  in  a journal  edited  by  physicians  and 
sent  to  physicians. 

Dr.  Wernher  von  Braun  seems  primarily  in- 
terested in  gathering  support  for  an  expanded 
budget  for  NASA  (National  Aeronautics  and 
Space  Agency).  He  speaks  of  the  importance 
of  space  exploration,  lunar  landings,  and  of 
“unprecedented  achievement  for  NASA.” 

Perhaps  Dr.  von  Braun  has  his  eyes  firmly 
fixed  on  space  and  is  unaware  of  what  is  hap- 
pening here  on  earth.  He  compares  a NASA 
budget  of  $4  billion  with  the  gross  national 
product;  he  might  better  compare  this  with  the 
Office  of  Economic  Opportunity’s  budget  for 


family  planning  of  $22  million  in  the  coming 
fiscal  year.  He  calls  the  NASA  budget,  meas- 
ured in  billions,  a spartan  budget.  If  he  is 
really  interested  in  austerity,  he  should  take  a 
look  at  the  budget  for  the  National  Institutes 
of  Health  and  what  has  been  done  to  it  in  recent 
months. 

Physicians  in  their  daily  experience  are 
acutely  aware  of  the  need  for  more  support  and 
more  money  in  the  delivery  of  health  care,  ex- 
pansion of  medical  facilities,  and  improvement 
of  research  facilities  with  development  of  new 
programs  to  meet  current  problems.  I sin- 
cerely believe  it  is  a mistake  to  countenance 
the  type  of  statement  offered  by  Dr.  von  Braun 
without  reiterating  the  needs  of  people  on  this 
sick  and  crowded  planet. 

Robert  C.  Wallach,  M.D. 
Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  New  York  10003 


Announcement  1970  District  Branch  Meetings 


Branch  Date 


Place 


Second 


September  25 — 8 p.m., 
Business  Meeting 
November  5,  6,  7,  8,  9, 
10,  11,  12,  13,  14,  15 


Suffolk  Academy  of 
Medicine,  Hauppauge 
Spain-Portugal 


Third  October  8 

and  Scientific  Program 

Fourth 


Rensselaer  Polytechnic 
Institute,  Troy,  New 
York 


Fifth  September  11,  12,  13  Hotel  Sagamore,  Lake 
and  George,  New  York 

Sixth 


Seventh  September  27,  28,  29,  30,  Kings  Inn,  Freeport, 
and  October  1,  2,  3,  4 The  Bahamas 

Eighth 
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Necrology 


John  David  Angelides,  M.D.,  of  North  Merrick 
and  New  York  City,  died  on  June  11  at  the  age 
of  fifty-three.  Dr.  Angelides  graduated  in 
1943  from  New  York  Medical  College.  He  was 
an  associate  attending  obstetrician  and  gyne- 
cologist at  Bellevue  Hospital,  an  assistant  at- 
tending obstetrician  and  gynecologist  at  Uni- 
versity Hospital,  and  a junior  assistant  ob- 
stetrician and  gynecologist  at  Mercy  (Rockville 
Centre)  and  Meadowbrook  (East  Meadow) 
Hospitals.  Dr.  Angelides  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member 
of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  McQuade  Bastable,  M.D.,  of  Brooklyn, 
died  on  June  3 at  the  age  of  sixty-six.  Dr. 
Bastable  graduated  in  1931  from  Georgetown 
University  School  of  Medicine.  He  was  an  as- 
sistant attending  orthopedic  surgeon  at  Kings 
County  Hospital  Center.  Dr.  Bastable  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  J.  Bloom,  M.D.,  of  Brooklyn,  died  on 
June  19  at  the  age  of  sixty-three.  Dr.  Bloom 
graduated  in  1932  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Oliver  Levering  Bowens,  Jr.,  M.D.,  of  New  York 
City,  died  on  July  10,  1969,  at  the  age  of  forty- 
five.  Dr.  Bowens  graduated  in  1952  from  Tufts 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Oscar  Brenner,  M.D.,  of  Brooklyn,  died  on  June 
18  at  the  age  of  seventy-five.  Dr.  Brenner 
graduated  in  1920  from  Yale  University  School 
of  Medicine.  He  was  an  assistant  attending 
physician  at  Lefferts  General  Hospital.  Dr. 
Brenner  was  a member  of  the  New  York  Car- 
diological Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Norman  Scott  Cooper,  M.D.,  of  Athens,  died  on 
June  16  at  the  age  of  seventy-six.  Dr.  Cooper 


graduated  in  1917  from  Albany  Medical  Col- 
lege. He  was  an  honorary  surgeon  at  Memorial 
Hospital  of  Greene  County  (Catskill).  Dr. 
Cooper  was  a member  of  the  Greene  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Adgate  Dean,  M.D.,  of  Fairport,  died 
on  June  12  at  the  age  of  sixty-six.  Dr.  Dean 
graduated  in  1929  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  an  associate 
attending  physician  at  Strong  Memorial  Hos- 
pital and  an  attending  physician  at  Genesee 
Hospital.  Dr.  Dean  was  a Fellow  of  the  Amer- 
ican College  of  Allergists  and  a member  of  the 
American  Academy  of  Allergy,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Goldstein,  M.D.,  of  Brooklyn,  died  on 
June  13  at  the  age  of  fifty-six.  Dr.  Goldstein 
graduated  in  1940  from  Middlesex  University 
School  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Greif,  M.D.,  of  New  York  City,  died  on 
February  7 at  the  age  of  eighty-eight.  Dr. 
Greif  graduated  in  1903  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  Kaplan,  M.D.,  of  Newton  Corners,  Mas- 
sachusetts, formerly  of  New  York  City,  died  on 
December  17,  1969,  at  the  age  of  sixty-eight. 
Dr.  Kaplan  graduated  in  1925  from  Long  Is- 
land College  Hospital.  He  was  a clinical  as- 
sistant physician  in  allergy  at  The  Roosevelt 
Hospital  Outpatient  Department.  Dr.  Kaplan 
was  a Fellow  of  the  American  College  of  Al- 
lergists and  a member  of  the  American  Acad- 
emy of  Allergy,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Frank  Levine,  M.D.,  of  Brooklyn,  died  on  June 
17  at  the  age  of  sixty-seven.  Dr.  Levine  grad- 
uated in  1929  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a clinical 
assistant  physician  at  Brooklyn-Cumberland 
Medical  Center  and  an  assistant  attending 
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physician  at  Brooklyn-Cumberland  Medical 
Center  Outpatient  Department.  Dr.  Levine 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leon  I’aul  Lewithin,  M.D.,  of  New  York  City, 
died  on  June  19  at  the  age  of  seventy-three. 
Dr.  Lewithin  received  his  medical  degree  from 
the  University  of  Kharkov  in  1924.  He  was  a 
senior  clinical  assistant  physician  at  St.  Clare’s 
Hospital.  Dr.  Lewithin  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Homer  Wilson  McCreary,  M.D.,  of  New  Con- 
cord, Ohio,  formerly  of  Saranac  Lake,  died  on 
February  7 at  the  age  of  seventy-nine.  Dr. 
McCreary  graduated  in  1919  from  Cincinnati 
Medical  College.  He  was  a Fellow  of  the  Amer- 
ican College  of  Chest  Physicians  and  a member 
of  the  American  Thoracic  Society,  the  Franklin 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New'  York,  and  the  American  Med- 
ical Association. 

Julius  L.  Nelson,  M.D.,  of  Brooklyn,  died  on  De- 
cember 31,  1969,  at  the  age  of  seventy-two.  Dr. 
Nelson  graduated  in  1925  from  the  McGill  Uni- 
versity Faculty  of  Medicine.  He  was  an  af- 
filiate assistant  psychiatrist  at  Kings  County 
Hospital  Center.  Dr.  Nelson  was  a member  of 
the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Abraham  Oppenheim,  M.D.,  of  New  York  City, 
died  on  June  17  at  the  age  of  sixty-two.  Dr. 
Oppenheim  graduated  in  1939  from  the  Univer- 
sity of  Vermont  Medical  College.  He  was  an 
assistant  attending  surgeon  at  Flower  and 
Fifth  Avenue  Hospitals  as  well  as  an  assistant 
professor  of  surgery  at  the  New  York  Medical 
College,  an  associate  attending  surgeon  at 
Columbus  Hospital,  a consulting  surgeon  at  the 
New  York  Infirmary,  a consulting  cytopatholo- 
gist  at  St.  Vincent’s  Hospital  and  Medical  Cen- 
ter of  Newr  York,  and  director  of  the  adult 
hygiene  and  cancer  control  research  bureaus  of 
the  New'  York  City  Department  of  Health.  Dr. 
Oppenheim  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of 
the  American  Association  for  Cancer  Research, 
the  American  Public  Health  Association,  the 
New'  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Parnass,  M.D.,  of  Brooklyn,  died  on 
June  11  at  the  age  of  eighty-tw'O-  Dr.  Parnass 


graduated  in  1911  from  Long  Island  College 
Hospital.  He  was  a consulting  urologist  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Parnass  was 
a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  American  Urological  As- 
sociation, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Alfred  Kipp,  M.D.,  of  Old  Westbury,  died 
on  June  12  at  the  age  of  forty-eight.  Dr.  Ripp 
graduated  in  1945  from  New  York  University 
College  of  Medicine.  He  was  a consulting 
pediatrician  at  Mercy  Hospital  (Rockville 
Centre)  and  Syosset  Hospital,  an  associate  at- 
tending pediatrician  at  Nassau  Hospital  (Min- 
eola),  and  chief  of  neonatology  at  Meadow- 
brook  Hospital  (East  Meadow).  Dr.  Ripp  was 
a Diplomate  of  the  American  Board  of  Pe- 
diatrics and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Nassau  Academy  of 
Medicine,  the  Nassau  County  Medical  Society 
and  president-elect,  the  Medical  Society  of  the 
State  of  New'  York,  and  the  American  Medical 
Association. 

Christopher  Graham  Smith,  M.D.,  of  Brooklyn, 
died  on  June  11  at  the  age  of  eighty-six.  Dr. 
Smith  graduated  in  1913  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  American  Academy  of  General  Practice. 

Abraham  Lionel  Umansky,  M.D.,  of  New  York 
City,  died  on  June  21  at  the  age  of  fifty-three. 
Dr.  Umansky  graduated  in  1942  from  New 
York  Medical  College.  He  was  an  attending 
orthopedic  surgeon  at  the  Hospital  for  Joint 
Diseases  and  the  Hospital  for  Joint  Diseases 
Outpatient  Department  and  an  assistant  at- 
tending orthopedic  surgeon  at  Flower  and  Fifth 
Avenue  Hospitals.  A clinical  associate  pro- 
fessor of  surgery  at  New  York  Medical  College 
and  a consultant  in  orthopedics  to  the  Bureau 
of  Handicapped  Children  for  the  Health  De- 
partment, Dr.  Umansky  wras  a Diplomate  of 
the  American  Board  of  Orthopedic  Surgery,  a 
Fellow'  of  the  American  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  American  Academy 
of  Orthopaedic  Surgeons,  the  Pan-American 
Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New'  York,  and  the  American  Medical 
Association. 

Aimee  L.  Wiggers,  M.D.,  of  New  York  City, 
died  on  March  7 at  the  age  of  fifty-six.  Dr. 
Wiggers  graduated  in  1950  from  McGill  Uni- 
versity Faculty  of  Medicine.  She  was  an  as- 
sistant adjunct  pediatrician  in  psychiatry  at 
Lenox  Hill  Hospital.  Dr.  Wiggers  wras  a 
Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry)  and  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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ANTACID 


Your  ulcer  patients  and 
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Each  Tablet-Active  Ingredients: 
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Clinical  Research 


Expansion  creates  several  immediate 
openings  in  both  our  Domestic  and  Interna- 
tional groups  for  physicians  interested  in 
directing  controlled  clinical  studies  of  poten- 
tially useful  drugs.  An  excellent  opportunity 
to  work  closely  with  the  Company’s  highly 
regarded  research  team  and  research-ori- 
ented clinicians  on  projects  that  include  the 
following  areas: 

• CARDIOVASCULAR-RENAL 

• RHEUMATOLOGY 

• MENTAL  HEALTH 

• INFECTIOUS  DISEASES 

• METABOLISM 

• DERMATOLOGY 

Completed  internship,  specialized  train- 
ing in  internal  medicine  and  competence  in 
research  methodology  are  important  re- 
quirements. Prior  pharmaceutical  industry 
experience  is  desirable. 


Vacancies  exist  at  both  our  suburban 
Philadelphia  (DOMESTIC  MEDICAL 
AFFAIRS)  and  Northern  New  Jersey  (IN- 
TERNATIONAL MEDICAL  AFFAIRS) 
facilities,  locations  convenient  to  large  med- 
ical centers.  Liberal  compensation  and  bene- 
fit program  includes  stock,  life  insurance, 
medical,  retirement,  and  educational  assist- 
ance programs. 

For  prompt,  confidential  reply  forward  a 
background  summary  of  training  and  exper- 
ience to:  Mr.  G.  C.  Wolf,  Manager  Corpor- 
ate Staffing,  Dept.  IM  730.  Merck  & Co. 
Inc,  Rahway,  New  Jersey  07065.  (201)  381- 
5000  Ext.  3614.  An  Equal  Opportunity 
Employer. 


Merck  & Co.,  Inc. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


PHYSICIANS  WANTED:  GENERAL  PRACTITipN- 

ers,  internists  and  pediatricians  to  establish  practice  in  a 
progressive,  prosperous  and  peaceful  semi-rural  commun- 
ity of  35,000;  with  three  adjoining  villages,  and  a modem 
fully  air  conditioned,  90-bed  general  hospital,  with  con- 
struction of  an  adjoining  120-bed  nursing  home  under  way. 
Office  space  available.  Ideal  location  to  escape  the  pres- 
sures of  city  practice.  Call  or  write:  Donald  R.  Davidson, 
M.D.,  (315)  895-7454  or  Howard  E.  Collins,  Admin., 
Mohawk  Valley  General  Hospital,  Uion,  New  York  13357. 
(315)  895-7454. 


ANESTHETIST  FOR  MORNINGS  ONLY,  NEEDED  IN 
small  hospital  in  Brooklyn.  No  nights  or  weekends. 
Box  940,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  PHYSICIAN  UNDER  35  TO  JOIN  YOUNG, 

general  practitioner  in  interesting  and  active,  complete 
general  practice,  including  uncomplicated  obstetrics. 
Salary  first  year  $25,000  then  percentage  to  full  partnership 
and  possible  incorporation  under  new  state  laws.  Suburban 
community  of  New  York  City.  Please  call  or  write: 
Ralph  E.  Schlossman,  M.D.,  130—56  Lefferts  Blvd., 
So.  Ozone  Park,  N.Y.  11420.  Call  (212)  VI  3-2233. 


14  PHYSICIANS  WISH  TO  SUPPORT  ORTHOPEDIC 
surgeon  and  help  him  enjoy  living  in  Northern  California. 
85  bed  hospital  provides  all  backup  services.  Further 
information,  call  collect  (916)  842-4121.  Ask  for  Admin- 
istrator or  Dr.  Anderson. 


PHYSICIANS  WITH  ADVANCED  TRAINING  IN  IN- 
temal  medicine  or  preventive  medicine  to  direct  or  prac- 
tice within  occupational  medical  services  of  a large  corpora- 
tion. In  locations  where  medical  college  teaching  appoint- 
ments are  available,  the  physician  will  be  provided  an  agreed 
upon  amount  of  time  to  teach  or  pursue  some  research 
project  in  these  institutions.  Please  respond  with  a cur- 
riculum vitae  to  Box  947,  % NYSJM. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  IMME- 
diately,  due  to  recent  death  of  town’s  only  doctor.  Com- 
plete office  available.  Located  in  the  heart  of  the  Finger 
Lakes  on  routes  5 & 20,  and  only  8 miles  to  Canandaigua, 
which  has  a very  modern  and  up  to  date  hospital.  Only  20 
miles  to  Rochester,  and  10  miles  to  Bristol  Mountain  the 
ski  center.  Serving  a growing  population  of  5,000  with 
excellent  central  school  and  churches.  Write  to  East 
Bloomfield-Holcomb  Chamber  of  Commerce,  Holcomb, 
N.Y.  14469,  or  call  (315)  657-7351. 
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PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN,  OPHTHALMOLOGIST  NEEDED 
Kinnelin  Medical  Center.  Kinnelin,  New  Jersey.  Call 
(201)  383-0188  mornings. 


PHYSICIANS  WANTED:  GPS.  INTERNISTS,  PEDIA- 
trician,  in  attractive  northern  Virginia  recreational  com- 
munity. Golf,  fishing,  hunting,  swimming.  Offices  avail- 
able in  medical  center  building.  124-bed  hospital,  serving 
about  20,000  population  area.  Overloaded  12-man  staff 
includes  two  surgeons,  OB/GYN,  anesthesiologist  and 
radiologists.  Excellent  opportunity  for  3 or  4 good  men  in 
single  or  group  practice.  Reply  Box  1387.  Front  Royal, 
Virginia  22630,  or  call  McCarty  or  Parrish  (703)  635-6101. 


HEALTH  COMMISSIONER— CHEMUNG  COUNTY 
(population  100,000),  south  central  New  York  near  Finger 
Lakes  Region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re- 
quirements: M.D.  with  four  years  of  responsible  public 

health  administrative  experience,  or  M.D.  and  M.P.H. 
degrees  with  one  year  experience  in  public  health  admin- 
istration. New  York  State  license  or  eligibility  therefor. 
Beginning  salary  $26,000.  Full  fringe  benefits.  Excellent 
schools  and  living  conditions.  Send  application  to  George 
R.  Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira,  N.Y.  14905. 


RADIOLOGIST.  PART-TIME  EMPLOYMENT  NOT 
to  exceed  20  hours  per  week;  salary  range  $12,900-$  14,800. 
Attractive  benefits:  retirement,  life  and  health  insurance, 

liberal  leave  system;  advancement;  no  weekends,  nights 
or  legal  holidays;  Telephone,  Clinic  Director,  Veterans 
Administration,  Outpatient  Clinic,  252  7th  Avenue,  New 
York,  N.Y.  212-620-6522. 


WANTED:  RECENTLY  GRADUATED  RESIDENT 

ophthalmologist  as  associate  to  busy  N.Y.  ophthalmolo- 

fist.  Hours  8:30  a.m.  to  2:30.  Salary  to  start  $20,000- 
25,000  depending  on  qualifications.  Please  contact  after 
August  15th,  Box  949,  % NYSJM. 


PRACTICES  AVAILABLE 


SHIRLEY,  MONTAUK  HYWAY,  L.I.  MODERN,  8 
room  office  wing  equipped,  2 story  home,  business  zoned. 
No  doctor,  30,000  population  area.  $32,000.  Tell  it  to 
friends.  F.  Remy,  M.D.,  Greenport,  N.Y.  11944. 


MANHATTAN— SPANISH  AREA:  OB/GYN  AND  G.P. 

practice  and  office  equipment  available.  Includes  X-ray. 
Reasonable  rent.  Large  office;  good  for  OB/Gyn,  G.P., 
internist,  or  combination.  Call  (212),  666-4024,  3-6 
p.m.,  or  write  Box  944,  % NYSJM. 


BUSY  PRACTICE  IDEALLY  SUITED  FOR  GENERAL 
practice  or  internal  medicine  in  a central  New  York  city 
of  100,000  available  at  any  time.  Present  physician  will 
introduce.  Box  948,  % NYSJM. 


PRACTICES  AVAILABLE— CONT’D 


AVAILABLE  AT  NO  COST— A GENERAL  MEDICAL 
practice  in  Nassau  County,  L.I.,  N.Y. — established  10  yre. 
To  qualify  must  purchase  4 bedroom  home.  6 room  office 
combination.  I am  relocating  out  of  state  August.  Send 
inquiries  to  Westbury  Post  Office,  P.  O.  Box  773,  Weet- 
bury,  N.  Y.  11590. 


POSITIONS  WANTED 


FOR  WELL  QUALIFIED  MEDICAL  PERSONNEL- 
professionals,  administrators,  tecnicians,  secretaries  or 
medical  assts. -screened  to  meet  your  specifications,  call 
Carlin  Resources  Agency,  Inc.,  342  Madison  Ave.,  N.Y.C. 
Tel:  (212)972-1946. 


GENERAL  PRACTITIONER  (AAGP)  AVAILABLE 
part  time  for  office  work.  Days  or  evenings  only.  Eastern 
Nassau  County  or  western  Suffolk  County  preferred. 
Box  945,  % NYSJM. 


INTERNIST-CARDIOLOGIST,  MORE  THAN  10  YRS. 
N.Y.C.  Private  practice  experience,  inch  hosp.  EKG  and 
CCU  service  appts.,  desires  part-time  consultative  position 
in  Westchester,  Rockland  or  Bronx  Counties.  Fee-for- 
service  or  salary  arrangement.  Box  950,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  % NYSJM. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed,  eight  room  medical 
office.  Separate  consultation  room.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


MODERN  OFFICE  BUILDING.  IDEAL  MEDICAL 
center.  100  North  Central  Ave.  Hartsdale,  N.Y.  3660 
square  ft.  basement.  A/C,  parking  11  cars.  Pos.  Immed. 
Rental  $15,000  per  annum.  Mr.  Baldwin.  914-Wh. 
6-7878. 


GREAT  NECK.  UNSURPASSED  HOME-OFFICE, 
ideally  located  in  finest  area  for  practice  and  living.  Pool, 
tennis,  park  and  dock  facilities.  Walk  to  scholos,  library 
and  places  of  worship.  Provides  tax  shelter  for  part  or 
full  time  practice.  Excellent  financing  available.  Must 
be  seen.  212-799-7024. 


GRAND  ARMY  PLAZA  AREA,  BROOKLYN,  NEW 
York.  Office  to  rent  or  share  full  or  part-time.  Fully 
equipped.  Air  Conditioned.  Driveway.  Reasonable 
rent.  Call  (212)  NE  8-2370,  or  GR  4-3485,  or  write  Box 
951,  % NYSJM. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 

Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Tin*  clmmicalK  anxious 
rtliac  patient  who  becomes  overly 
eoccii|»ie<l  with  his  condition  may 
nd  to  become  even  more 
prehensive  during  the  nighttime 
urs.  With  senses  sharpened  by 
ute  anxiety,  he  may  interpret  as 
minous”  changes  in  his  heart's 
lion.  And  with  intensified  anxiety, 
ep  may  often  he  disturbingly 


isive. 

To  help  alleviate  anxiety- 
luced  insomnia,  an  added  h.s. 
se  of  Librium^  (chlordiazepoxide 


d)  can  be  partieularly  effective, 
trough  its  prompt,  dependable 
tianxiety  action.  Librium 
‘quently  calms  the  patient  and 
courages  relaxation  and  sleep. 
Ki.d.  daytime  regimen  often  helps 
face  excessive  “cardiac  anxiety” 
d,  iii  conjunction  with  the 
ysician's  reassurance  and  counsel, 
ty  enable  the  patient  to  adopt  a 
Imer,  more  realistic  attitude 
vard  his  disorder  and  toward 
ily  stress.  Also  of  therapeutic 
poYtance:  on  proper  maintenance 
sage.  Librium  sfldom  impairs 
ility  to  functiyn.  In  general  use, 
r most  conhnon  side  effects 


jorted  have  been  drowsiness, 
ixia  and  confusion,  particularly 
the  elderly  and  debilitated. 


e full  prescribing  information.) 

or  anxiety-induced 
insomnia 

1 the  cardiac  patient 
adjunctive 

Librium 

1 lor<  Hazei  >ox  ide  HGI) 
t.i.d.  plus  h.s. 

mg.  10-mg  and  25-mg  capsules 

w-A  ROCHE  U 

H Roche 

LABORATORIES 

Division  of  Hoffmann- La  Roche  Inc 
Nutley  New  Jersey  071 10 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when 
anxiety,  tension  and  apprehension  are  signifi- 
cant components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Viartlings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childhearing  age 
requires  that  its  potential  benefits  he  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and 
debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or 
less  per  day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycliotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  {e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions 
in^treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary  . Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction; 
changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable 
during  protracted  therapy. 


other  clays  she  doesn't  even  try 

In  the  treatment  of  depression,  Aventyl  HCI  as  part  of  your  total  therapy  often  brings 
early  symptomatic  improvement.  Aventyl  HCI  aids  in  renewing  motor  function  and 
increasing  interest  in  life.  Patients  may  report  that  they  eat  more,  enjoy  undisturbed 
sleep  . . . generally  begin  to  function  better.  Relief  from  their  most  distressing 
symptoms  helps  them  “open  up"  and  ventilate  their  problems. 

In  depression 

AVENTYL*  HCI 

NORTRIPTYLINE  HYDROCHLORIDE 


Indications:  Aventyl  HCI  is  indicated  for  the  relief  of  symptoms  of  depression. 
Endogenous  depressions  are  mote  likely  to  be  alleviated  than  are  other  depressive 
states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants 
concurrently  with  a monoammeoxidase  (MAO)  inhibitor  is  contraindicated 
Hyperpyretic  crises,  severe  convulsions,  and  fatalities  have  occurred  when 
similar  tricyclic  antidepressants  were  used  in  such  combinations.  Discontinue 
the  MAO  inhibitor  for  at  least  two  weeks  before  treatment  with  Aventyl  HCI. 
Patients  hypersensitive  to  Aventyl  HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocar 
dial  infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the 
tendency  of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  con- 
duction time.  Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The 
antihypertensive  action  of  guanethidine  and  similar  agents  may  be  blocked. 
Because  of  its  anticholinergic  activity.  Aventyl  HCI  should  be  used  with  great 
caution  in  patients  with  glaucoma  or  a history  of  urinary  retention.  Patients  with 
a history  of  seizures  should  be  followed  closely,  since  this  drug  is  known  to  lower 
the  convulsive  threshold.  Great  care  is  required  if  Aventyl  HCI  is  administered  to 
hyperthyroid  patients  or  to  those  receiving  thyroid  medication,  since  cardiac 
arrhythmias  may  develop. 

Usage  in  Pregnancy— Safe  use  of  Aventyl  HCI  during  pregnancy  and 
lactation  has  not  been  established;  therefore,  the  potential  benefits  of  adminis- 
tration to  pregnant  patients,  nursing  mothers,  or  women  of  childbearing  potential 
must  be  weighed  against  the  possible  hazards. 

Usage  in  Children  —This  drug  is  not  recommended  for  use  in  children, 
since  safety  and  effectiveness  in  the  pediatric  age  group  have  not  been  estab 
lished. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car: 
therefore,  the  patient  should  be  warned  accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerba- 
tion of  the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  over- 
active  or  agitated  patients,  increased  anxiety  and  agitation  may  occur.  In  manic- 
depressive  patients,  Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to 
emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI. 
Epileptiform  seizures  may  accompany  its  administration,  as  is  true  of  other 
drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when 
Aventyl  HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic 
drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exagger- 
ated. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
although  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days, 
if  possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  depressed  patients  remains 
after  the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at 
any  given  time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse 
reactions  which  have  not  been  reported  with  this  specific  drug.  However,  the 
pharmacologic  similarities  among  the  tricyclic  antidepressant  drugs  require  that 
each  of  the  reactions  be  considered  when  nortriptyline  is  administered. 

Cardiovascular—  Hypotension,  hypertension,  tachycardia,  palpitation,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric— Confusional  states  (especially  in  the  elderly)  with  hallucina- 
tions. disorientation,  delusions ; anxiety,  restlessness,  agitation ; insomnia,  panic, 
and  nightmares;  hypomania;  exacerbation  of  psychosis. 


Neurological—  Numbness,  tingling,  paresthesias  of  extremities;  in-co-or- 
dination,  ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms;  j 
seizures,  alteration  in  EEG  patterns;  tinnitus. 

Anticholinergic—  Dry  mouth  and,  rarely,  associated  sublingual  adenitis;  j 
blurred  vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic  I 
ileus;  urinary  retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic— Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid  ) 
excessive  exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug  ! 
fever,  cross-sensitivity  with  other  tricyclic  drugs. 

Hematologic—  Bone-marrow  depression,  including  agranulocytosis ; eosino-  \ 
p h ilia , purpura;  thombocytopenia. 

Gastro  intestinal—  Nausea  and  vomiting,  anorexia,  epigastric  distress,  j 
diarrhea;  peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocrine— Gynecomastia  in  the  male;  breast  enlargement  and  galactorrhea  jj' 
in  the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling;  |j, 
elevation  or  depression  of  blood  sugar  levels. 

Other—  Jaundice  (simulating  obstructive);  altered  liver  function;  weight  / 
gain  or  loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness,  !| 
dizziness,  weakness,  and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction,  I 
abrupt  cessation  of  treatment  after  prolonged  therapy  may  produce  nausea,  {' 
headache,  and  malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower 
dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients  not  : 
under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually,  ; 
noting  carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following  : 
remission,  maintenance  medication  may  be  required  for  a prolonged  period  at  : 
the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the 
drug  promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting  at  a low  level 
and  increasing  as  required.  Doses  above  100  mg.  per  day  are  not  recommended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided  j 
doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation, 
vomiting,  hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  ECG 
evidence  of  impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma, 
and  C.N.S.  stimulation  with  convulsions  followed  by  respiratory  depression. 
Deaths  have  occurred  following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure 
when  indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  de- 
pression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant 
activity  with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular 
abnormalities  or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of  100 
and  500.  [oioexo] 


Additional  information 
available  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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Month  in  Washington 


An  American  Medical  Association  proposal 
for  peer  review  for  the  Medicare  and  Medicaid 
programs  drew  favorable  reaction  from  mem- 
bers of  the  Senate  Finance  Committee. 

Peer  review  was  one  part  of  a three-point 
program  which  Gerald  D.  Dorman,  M.D.,  out- 
going president  of  the  AMA,  offered  in  testi- 
mony at  a Senate  Finance  Committee  hearing 
on  Medicare  and  Medicaid. 

Dr.  Dorman  and  Julius  W.  Hill,  M.D.,  presi- 
dent of  the  National  Medical  Association,  testi- 
fied together.  They  jointly  urged  on  behalf  of 
their  organizations  that  Congress  replace  Medi- 
caid with  a national  health  insurance  program 
subsidized  by  the  Federal  government. 

The  AMA  health  insurance  proposal,  which 
initially  was  approved  by  the  AMA  House  of 
Delegates  in  1968,  was  similar  to  the  plan  Presi- 
dent Nixon  included  recently  in  his  proposed 
revised  new  national  welfare  program.  He 
said  he  would  send  such  legislation  to  Congress 
early  next  year. 

Congress  is  not  expected  to  take  up  this  year 
proposals  for  national  health  insurance.  But 
reaction  to  the  peer  review  proposal  was  highly 
encouraging,  and  prospects  for  congressional 
approval  this  year  appeared  good.  Senator 
Wallace  F.  Bennett  (Republican,  Utah),  a fi- 
nance committee  member,  directed  the  commit- 
tee’s staff  to  work  with  AMA  staff  representa- 
tives in  drafting  such  legislation  as  an  amend- 
ment to  a bill  revising  the  Medicare  and  Med- 
icaid law. 

The  presidents  of  the  AMA,  with  223,000 
members,  and  the  predominantly  Negro  NMA 
gave  assurances  at  the  finance  committee  hear- 
ing of  the  medical  profession’s  cooperation  in 
solving  the  nation’s  health  care  problems.  It 
was  the  first  time  that  spokesmen  for  the  two 
leading  medical  associations  had  testified  to- 
gether before  a Congressional  committee. 

Dr.  Dorman  said  “the  medical  profession 
hopes  to  see  the  nation  pursue”  the  three-point 
program  in  efforts  to  provide  quality  health 
care  for  everyone  as  economically  as  possible. 

Dr.  Hill  said  the  insurance  plan  would  work 
better  than  Medicaid  in  the  ghettoes.  He  also 
defended  physicians  against  accusations  that 
they  have  been  profiteering  under  Medicaid 
and  Medicare. 

The  first  two  parts  of  the  AMA  program  com- 
prised the  association’s  “medicredit”  health 
insurance  plan.  The  third,  peer  review,  “is  a 
way  to  assure  both  scientific  quality  and  eco- 
nomic reasonableness  in  the  medical  and  health 
care  people  get,”  Dr.  Dorman  said. 

“Our  first  program  would  meet  the  problems 
of  the  Title  19  Medicaid  program,”  Dr.  Dorman 
said.  “Under  our  plan,  each  low  income  person 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


or  family  would  receive  a certificate  for  the 
purchase  of  a qualified  and  comprehensive 
health  insurance  plan.  The  protection  would 
be  theirs  without  expense  or  contribution  since 
the  cost  of  the  program  would  be  borne  entirely 
by  the  Federal  government. 

“The  second  offers  tax  credits,  on  a sliding 
scale  based  on  the  tax  liability  of  a family, 
for  the  purchase  of  qualified  health  benefits 
coverage.  For  those  with  moderate  or  higher 
levels  of  income,  the  program  would  provide 
cash  incentives,  through  income  tax  credits,  to 
encourage  them  to  protect  themselves  against 
major  health  care  costs. 

“The  third  part  of  our  program  calls  for  a 
structured  peer  review  mechanism  to  insure 
high  quality  of  care  and  to  prevent  abuses  of 
the  Medicare  and  the  Medicaid  programs.” 

Dr.  Dorman  noted  that  the  committee’s  staff 
in  a report  last  February  on  Medicare-Medicaid 
suggested  that  organized  medicine  regulate  it- 
self. 

“We  agree,  and  propose  a program  provid- 
ing for  professional  review  of  matters  bearing 
on  reasonableness  of  charges,  need  for,  and  the 
quality  of  services  rendered  by,  the  provider 
of  medical  or  other  health  services,”  he  said. 

In  a speech  on  the  Senate  floor,  Bennett  said 
there  is  deep  concern  over  the  high  costs  of 
Medicare  and  Medicaid.  He  complimented  the 
AMA  on  advancing  peer  review  as  a means  of 
curbing  these  costs.  He  said: 

I believe  the  American  people  are  justi- 
fiably concerned  over  the  tremendous  costs  of 
health  care.  Much  of  that  concern,  it  seems 
to  me,  is  a product  of  a very  real  feeling  that 
we  are  not  getting  what  we  are  paying  for. 
I believe,  equally,  that  much  of  the  apprehen- 
sion, anxiety,  and  suspicion  now  prevalent— 
for  better  or  for  worse — with  respect  to 
those  responsible  for  health  care  would  disap- 
pear if  professional  standards  review  organ- 
izations were  established  and  functioned 
effectively.  It  seems  to  me  that  the  Ameri- 
can people  are  entitled  to  know  that  Ameri- 
can medicine  shares  their  concern — and  more 
importantly — proposes  to  do  something  sub- 
stantial about  it  through  means  of  profes- 
sional standards  review  organizations .... 

I believe  that  physicians,  properly  organ- 
ized and  with  a proper  mandate,  are  capable 
of  conducting  an  ongoing  effective  review  pro- 
gram which  would  eliminate  much  of  the 
present  criticism  of  the  profession  and  help 
enhance  their  stature  as  honorable  men  in  an 
honorable  vocation  willing  to  undertake  nec- 
essary and  broad  responsibility  for  oversee- 
ing professional  functions.  If  medicine  ac- 
cepts this  role  and  fulfills  its  responsibility, 
then  the  government  would  not  need  to  devote 

continued  on  page  2060 
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its  energies  and  resources  to  this  area  of 
concern.  Make  no  mistake:  the  direction  of 

the  House-passed  social  security  bill  is  to- 
ward more,  not  less,  review  of  the  need  for 
and  quality  of  health  care.  I believe  my 
amendment  would  provide  the  necessary 
means  by  which  organized  medicine  could 
assume  responsibility  for  that  review. 
Bennett  said  that,  under  his  amendment,  re- 
view groups  would  have  responsibility  for  re- 
viewing “the  totality  of  care  provided  patients 
— including  all  institutional  care.”  That  re- 
sponsibility he  said,  would  be  lodged,  “wher- 
ever possible  and  wherever  feasible,”  at  the  lo- 
cal community  level.  He  said : 

Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within  rea- 
sonable limits,  from  area  to  area,  and  local 
review  assures  greater  familiarity  with  the 
physicians  involved  and  ready  access  to  nec- 
essary data.  Priority  should  be  given  to  ar- 
rangements with  local  medical  societies — of 
suitable  size — which  are  willing  and  capable 
of  undertaking  comprehensive  professional 
standards  review. . . . 

Under  the  amendment,  the  secretary  of 
Health,  Education,  and  Welfare  could  use 
state  or  local  health  departments  or  employ 
other  suitable  means  of  undertaking  pro- 
fessional standards  review  only  where  the 
medical  societies  were  unwilling  or  unable  to 
do  the  necessary  work,  or  where  their  efforts 
were  only  pro  forma  or  token.  Let  me  em- 
phasize as  strongly  as  possible  that  the 
thrust  of  this  proposal  is  to  have  physicians, 
as  a group,  evaluate  physicians  and  the  serv- 
ices they  provide  and  order  as  individuals. 
Bennett  said  that  the  review  committees 
should  determine  that  only  medically  necessary 
services  are  provided  by  physicians,  hospitals, 
nursing  homes,  and  pharmacies,  and  that  these 
services  meet  proper  professional  standards. 

Disciplinary  measures,  he  said,  would  be  in 
proportion  to  the  offense  and  could  include: 
(1)  monetary  penalties,  (2)  suspension  from 
Federal  programs,  (3)  exclusion  from  Federal 
programs,  (4)  civil  or  criminal  prosecution, 
and  (5)  steps  leading  to  the  suspension  or 
revocation  of  professional  licensure. 

Dr.  Hill  directed  his  testimony  before  the 
finance  committee  mainly  to  medical  care  of 
the  blacks  and  other  poor  people,  particularly 
in  ghettoes.  He  took  issue  with  the  committee 
staff  report  which,  he  said,  “by  implication  at- 
tacked the  very  physicians  working  closest  to 
the  poor  and  treating  them.”  He  said  restric- 
tions on  physicians’  fees,  as  advocated  in  the  re- 
port, would  make  more  acute  the  already  criti- 
cal shortage  of  physicians  in  ghettoes. 

“To  those  who  read  the  entire  report,  there 
were  a number  of  very  complimentary  things 
said  about  all  physicians,”  Dr.  Hill  said.  “But 
the  primary  message,  the  one  seized  on  by  the 


press  and  broadcast  across  the  country,  ap- 
peared to  be  that  any  doctor  earning  a sub- 
stantial amount  of  money  from  Medicare-Med- 
icaid was  somehow  cheating  both  the  govern- 
ment and  his  patients. 

“It  was  bitterly  ironic — to  work  sixty  and 
more  hours  a week  in  the  ghetto,  and  to  be 
fairly  paid,  was  suddenly  prima  facie  evidence 
of  wrong-doing. 

“The  report  was  also  interpreted  so  that  the 
blame  for  the  rising  cost  of  Medicare-Medicaid 
was  directed  at  the  physician — and  particularly 
those  caring  for  the  poor. 

“Therefore,  we  of  the  National  Medical  As- 
sociation take  strong  exception.  The  implica- 
tions and  accusations  of  that  report  were 
grossly  unfair.  It  is  difficult  enough  to  get 
physicians  to  practice  among  the  poor. ...  If 
these  men,  professionals  committed  to  provid- 
ing care,  are  to  be  subjected  to  irresponsible 
accusations  for  the  size  and  success  of  their 
ghetto  practices,  it  will  very  soon  be  impossible 
to  find  a doctor  among  the  American  poor.” 

The  associations  showed  the  senators  a brief 
movie  of  physicians  practicing  in  a Chicago 
ghetto  health  center  and  in  an  Appalachian 
community  clinic. 

* * * 

The  National  Communicable  Disease  Center 
of  the  U.S.  Public  Health  Service  said  that  not 
a single  death  from  polio  was  reported  in  the 
nation  last  year. 

It  was  the  first  time  no  death  from  the  dis- 
ease was  reported  since  1955  when  regular 
polio  surveillance  was  started.  In  addition  to 
the  absence  of  a death,  the  total  number  of 
cases  of  paralytic  polio  was  only  19. 

Before  the  introduction  of  polio  vaccine  dur- 
ing the  mid  1950’s,  the  annual  number  of 
patients  with  paralysis  went  as  high  as  21,300 
with  1,400  deaths.  The  number  of  cases  began 
to  dwindle  after  the  use  of  the  vaccine  became 
widespread,  and  1960,  with  230  cases,  was  the 
last  year  when  the  number  of  deaths  exceeded 
100.  In  recent  years,  the  death  toll  usually 
has  been  between  10  and  20. 

Among  the  19  paralytic  cases  last  year,  only 
1 occurred  in  a person  who  had  received  a full 
series  of  antipolio  vaccine  doses.  The  exception 
was  a two-year-old  child  suffering  from  an  in- 
born inability  to  form  protective  antibodies 
against  bacteria  and  viruses. 

An  estimated  26.5  million  doses  of  vaccine, 
most  of  it  the  oral  type,  was  administered 
nationwide  last  year. 

A Federal  health  official  warned  that  small 
outbreaks  of  polio  still  are  possible  in  city 
slums  and  other  areas  where  it  is  difficult  to 
achieve  100  per  cent  immunization.  There 
already  have  been  11  known  cases  and  1 death 
in  the  Rio  Grande  Valley,  the  citrus-growing 
region  of  Texas,  where  there  was  a problem  of 
convincing  parents  of  the  need  for  immuniza- 
tion against  polio. 


2060  New  York  State  Journal  of  Medicine  / August  15,  1970 


NEW... 

SUSTAINED 
RELEASE 
VITAMIN  C 


BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


CEVI 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Book  Notes 


Human  Ecology  and  Public  Health.  Edited  by 
Edwin  D.  Kilbourne,  M.D.,  and  Wilson  G.  Smil- 
lie,  M.D.  Fourth  edition.  Quarto  of  482  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1969.  Cloth,  $11.95. 

This  book  is  a direct  descendant  of  the  third 
edition  of  “Preventive  Medicine  and  Public 
Health,”  but  it  is  almost  a wholly  new  book. 
The  spirit  and  purpose  of  the  present  volume, 
however,  remain  the  same.  Fifteen  authori- 
ties have  contributed  to  this  new  edition,  and 
the  book  carefully  and  cohesively  integrates  the 
viewpoints  of  these  experts.  The  text  is  di- 
vided into  three  parts:  Human  Ecology  and 

Human  Disease,  Public  Health — Problems  and 
Practice,  and  the  Administration  of  Health 
Services.  Each  chapter  includes  pertinent  il- 
lustrations and  a list  of  up-to-date  references 
for  further  study. 

Psychological  Problems  in  the  Father-Son  Re- 
lationship: A Case  of  Eczema  and  Asthma. 

By  Harold  A.  Abramson,  M.D.  Quarto  of  223 
pages,  illustrated.  New  York,  October  House, 
1969.  Cloth,  $7.50. 

This  is  a study  of  the  verbatim  data  obtained 
with  a patient  who  was  not  exposed  to  any 
school  of  psychodynamic  theory  prior  to  psy- 
chotherapy. The  data  show  that  the  patient 
was  not  “cured”  of  his  illness  by  psychother- 
apy. Rather,  the  evidence  seems  definite  that 
psychotherapy  enabled  this  chronically  ill 
young  man,  who  had  disabling  eczema  and 
asthma  most  of  his  life  (complicated  by  severe 
depression  when  entering  therapy)  to  achieve 
independence. 

Diseases  of  the  Colon  and  Anorectum.  Volume 
I and  II.  Edited  by  Robert  Turell,  M.D.  Sec- 
ond edition.  Quarto  of  1,340  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1969. 
Cloth,  $65  the  set. 

The  authors  of  the  various  chapters  in  this 
work  are,  with  minor  exceptions,  teachers  or 
active  workers  in  the  field  and  all  are  authori- 
ties in  their  subjects.  Most  of  them  are  dis- 
tinguished surgeons  or  internists  with  broad 
experience,  and  some  of  them  are  research 
workers  who  have  made  notable  contributions. 
Newly  written  chapters  include  those  on  the 
abdominal  wall,  physiology,  endocrinology,  and 
immunology — to  mention  a few.  Surgical  pro- 
cedures have  been  profusely  illustrated,  and  all 
procedures  have  been  considered  to  be  of  major 
importance,  as  terms  such  as  “intermediate”  or 
“minor”  operations  have  been  avoided. 


A Text-Book  of  X-Ray  Diagnosis.  Volume  IV. 
Alimentary  Tract.  Edited  by  S.  Cochrane 
Shanks,  M.D.,  and  Peter  Kerley,  M.D.  Fourth 
edition.  Quarto  of  584  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1969. 
Cloth,  $22.50. 

During  the  eleven  years  since  the  last  edition  of 
this  work  was  published  further  advances  in 
diagnostic  radiology  have  been  made  and  fresh 
fields  of  investigation  have  been  opened  up  by 
new  technics  and  improved  equipment.  It  has 
been  the  aim  of  the  editors  to  incorporate  these 
advances  in  this  new  edition.  As  a consequence, 
it  has  been  necessary  to  publish  the  work  in  six 
volumes,  which  may  be  an  advantage  to  those 
interested  in  specialized  branches  of  medicine. 

Epidemiology:  Man  and  Disease.  By  John  P. 

Fox,  M.D.,  Carrie  E.  Hall,  R.N.,  and  Lila  R. 
Elveback,  Ph.D.  Octavo  of  339  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1970.  Cloth,  $12.95. 

This  book  is  intended  to  introduce  the  reader  to 
the  entire  scope  of  epidemiology  in  a systematic 
way,  relying  heavily  on  the  liberal  use  of  spe- 
cific disease  problems  to  illustrate  both  princi- 
ples and  methods.  Although  it  has  been  de- 
signed to  appeal  to  a broad  class  of  readers — 
including  beginning  students  in  medicine  and 
nursing — it  is  intended  primarily  as  a textbook 
to  be  used  in  an  epidemiology  course. 

Current  Pediatric  Therapy — 4.  By  Sydney  S. 
Gellis,  M.D.,  and  Benjamin  M.  Kagan,  M.D. 
Quarto  of  1,077  pages.  Philadelphia,  W.  B. 
Saunders  Company,  1970.  Cloth,  $27. 

In  this  new  edition,  an  intensive  effort  has  been 
made  to  incorporate  all  significant  advances  in 
the  field  in  the  past  two  years  and  to  present  al- 
ternate points  of  view  in  the  management  of  ill 
children.  To  this  end,  material  from  127  new 
contributors  has  been  added  and  all  others  have 
brought  their  material  up  to  date.  A section 
listing  alphabetically  each  therapeutic  agent 
mentioned  in  this  book  includes  an  informative 
description  of  how  the  drugs  are  supplied  and 
the  dosage  forms  that  are  available. 

Machines  in  Medicine:  The  Medical  Practice  of 
the  Future.  By  Donald  Longmore,  M.B.  Oc- 
tavo of  192  pages,  illustrated.  Garden  City, 
N.Y.,  Doubleday  & Company,  Inc.,  1970.  Cloth, 
$5.95. 

The  modern  physician  is  already  dependent  on 

continued  on  pane  2064 


2062  New  York  State  Journal  of  Medicine  / August  15,  1970 


A 

REMINDER 

Today 

(or  any  other  day) 
you  probably 


Polymyxin  B I Bacitracin /Neomycin 


each  gram  contains 

Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME &CO. (U.S. A.) INC., TUCKAHOE, N.Y. 


2063 


continued  from  page  2062 

many  automatic  instruments — such  as  the  EEG 
and  EKG — to  aid  him  in  diagnosing  and  treat- 
ing diseases.  More  specialized  machines,  such 
as  the  artificial  kidney,  heart-lung  machines, 
pacemakers,  and  so  forth  are  also  effecting  a 
revolution  in  medicine.  The  author  tells  how 
these  modern  medical  instruments  work,  their 
varying  ranges  of  reliability,  and  the  many  pos- 
sible applications  for  the  future. 

General  Pathology.  Edited  by  Lord  Florey. 
Fourth  edition.  Octavo  of  1,259  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1970.  Cloth,  $24. 

This  edition  was  almost  completed  when  Lord 
Florey  died  suddenly  in  February,  1968.  The 
chapters  for  which  he  was  responsible  are, 
therefore,  the  last  writings  to  issue  from  his 
pen.  The  book  has  been  extensively  rewritten, 
but  its  structure,  style,  and  scope  remain  the 
same.  A new  chapter  on  pathologic  conse- 
quences of  chromosomal  abnormality  has  been 
added. 

The  Fine  Structure  of  the  Nervous  System.  By 
Alan  Peters,  Ph.D.,  Sanford  L.  Palay,  M.D., 
and  Henry  de  F.  Webster,  M.D.  Quarto  of 
198  pages,  illustrated.  New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  Publishers,  1970. 
Cloth,  $18.75. 

This  book  attempts  to  present  in  words  and  pic- 
tures the  salient  features  of  the  fine  structure 
of  mammalian  neurons  and  neuroglial  cells.  As 
most  of  the  nervous  system  is  still  terra  incog- 
nita so  far  as  electron  microscopy  is  concerned, 
the  selection  of  illustrative  regions  is  necessar- 
ily limited.  The  authors  hope,  however,  that 
this  volume  may  serve  as  a base  for  further  ex- 
ploration. 

Psychedelic  Drugs.  Proceedings  of  a Hahne- 
mann Medical  College  and  Hospital  Symposium 
sponsored  by  the  Department  of  Psychiatry. 
Editors  Richard  E.  Hicks,  M.D.,  and  Paul  Jay 
Fink,  M.D.  Consulting  Editor  Van  Buren  0. 
Hammett,  M.D.  Quarto  of  249  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1969. 
Cloth,  $16.75. 

This  book  contains  the  papers  and  panel  discus- 
sions of  a symposium  sponsored  by  the  Depart- 
ment of  Psychiatry  of  the  Hahnemann  Medical 
College.  It  offers  a comprehensive,  multidisci- 
plinary overview  of  psychedelic  drugs.  The 
presentations  provide  a cross-sectional  view  of 
the  current  state  of  knowledge  and  opinion 
about  these  drugs,  the  people  who  use  them,  and 
the  people  who  react  for  or  against  the  people 
who  use  them. 

Infectious  Agents  and  Host  Reactions.  Edited 
by  Stuart  Mudd,  M.D.  Quarto  of  626  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1970.  Cloth,  $22.50. 


The  authors  of  this  book  are  men  whose  pro- 
fessional lifework  has  been  the  investigation  of 
infectious  diseases  in  depth.  The  editor  hopes 
that  this  work  may  help  to  bring  into  focus  the 
ecology  of  parasitic  disease,  although  he  admits 
that  one  book  cannot  deal  adequately  with  all 
aspects  of  parasite-host  interaction,  as  the  re- 
sistance to  infectious  disease  is  a far  more  in- 
clusive complex  of  interrelated  factors  than  or- 
dinarily realized. 

Therapeutic  Advances  in  the  Practice  of  Cardi- 
ology. The  Second  Cardiovascular  Symposium 
Sponsored  by  St.  Barnabas  Hospital,  New  York 
City.  Edited  by  Charles  P.  Bailey,  M.D.,  A. 
Gerald  Shapiro,  M.D.,  and  Seymour  Gollub, 
M.D.  Quarto  of  470  pages,  illustrated.  New 
York,  Grune  & Stratton,  1970.  Cloth,  $22.50. 

This  book  is  tailored  to  the  requirements  and 
inclinations  of  physicians  practicing  cardiol- 
ogy, either  medical  or  surgical.  In  the  scien- 
tific program,  which  this  book  represents,  out- 
standing clinicians  have  reaffirmed  the  impor- 
tance of  the  good  history  and  physical  exami- 
nation as  time-honored  fundamentals  in  the 
practice  of  medicine. 

Textbook  of  Surgery.  By  Warren  H.  Cole, 

M. D.,  and  Robert  M.  Zollinger,  M.D.  Ninth 
edition.  Quarto  of  1,294  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1970. 
Paper,  $14.75. 

In  this  new  edition  the  authors  continue,  as 
previously,  to  assemble  new  concepts  in  one 
volume  so  that  the  students’  time  may  be  con- 
served and  a ready  reference  service  be  made 
available  for  the  practicing  surgeon  to  obtain 
information  as  needed.  Most  chapters  have 
been  completely  revised.  Also,  several  new 
authors  have  been  added  to  maintain  the  prin- 
ciple of  keeping  all  chapters  up  to  date. 

Emphysema:  A doctor’s  advice  for  patients 

and  their  families.  By  Fred  A.  Obley,  M.D. 
Octavo  of  116  pages,  illustrated.  Boston,  Bea- 
con Press,  1970.  Cloth,  $7.50. 

This  book  is  written  in  the  kind  of  language  a 
doctor  would  use  in  explaining  this  chronic 
respiratory  disease  to  his  patient.  The  author 
gives  the  emphysema  victim  and  his  family  the 
detailed  practical  information  they  need  in  or- 
der to  cooperate  fully  with  their  physician. 
More  important,  this  book  should  help  to  dispel 
the  sense  of  defeat  that  pervades  the  thinking 
of  so  many  victims,  and  to  provide  a greater 
degree  of  hope  to  his  family. 

Physical  Foundations  of  Radiology.  By  Paul 

N.  Goodwin,  Ph.D.,  Edith  H.  Quimby,  Sc.D., 
and  Russell  H.  Morgan,  M.D.  Fourth  edition. 
Duodecimo  of  397  pages,  illustrated.  New 
York,  Harper  & Row,  Publishers,  1970.  Cloth, 
$15. 
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TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one  prepared  by  the 
Suffolk  County  District  Attorney's  Office 


Druii  Used 

o 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
("Pot”,  "Grass") 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets, 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 

Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
("Pep  Pills", 
"Ups") 

Aggressive  behavior, 
Giggling,  Silliness, 
Rapid  Speech,  Confused 
thinking,  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
("Goof  Balls", 
"Downs") 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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Despite  major  revisions  the  basic  objectives  and 
character  of  this  book  remain  the  same.  As 
in  previous  editions,  it  is  intended  as  a com- 
pact and  elementary  guide  to  radiation  physics, 
primarily  for  the  radiologist  and  other  non- 
physicists interested  in  radiology.  It  is  not 
intended  to  be  an  exhaustive  treatment.  Phys- 
ical principles  are  considered  only  insofar  as 
they  are  required  for  an  understanding  of 
medical  radiology. 

The  Androgens  of  the  Testis.  Edited  by  Kris- 
ten B.  Eik-Nes,  M.D.  Octavo  of  249  pages, 
illustrated.  New  York,  Marcel  Dekker,  Inc., 
1970.  Cloth,  $14.75. 

This  is  a book  about  testosterone  and  andro- 
stenedione  which  constitute  the  androgens  of 
the  male.  It  tries  to  summarize  current  knowl- 


Anticonvulsants and  tumors  of 
blood-forming  organs 


A recent  instance  of  fatal  Hodgkin’s  disease 
in  an  epileptic  patient  who  had  been  on  hydan- 
toins  for  twenty  years  revived  the  interest  of 
N.  A.  Bercel  and  H.  H.  Henstell  in  the  relation- 
ship between  anticonvulsants  and  the  blood- 
forming  organs.  This  relationship  had  been 
noted  as  far  back  as  1950,  involving  the  pe- 
ripheral white  blood  cell  count  and  lymph  node 
abnormalities.  In  an  article  in  the  Bull.  Los 
Angeles  Neurol.  Soc.  35:  21  (Jan.)  1970,  the 
authors  include  two  brief  histories  noting 
changes  in  blood  pictures  associated  with  ther- 
apy with  one  of  the  diones  or  mephenytoin 


edge  about  how  these  steroids  are  formed  in 
the  testis;  what  mechanisms  are  responsible 
for  such  formation;  and  how  the  steroid  hor- 
mones of  the  testis  are  broken  down  in  the 
body.  Methods  for  the  estimation  of  the  tes- 
ticular androgens  in  biologic  samples  are  also 
reviewed. 

Principles  of  Industrial  Therapy  for  the  Men- 
tally 111.  By  Bertram  J.  Black,  M.S.W.  Oc- 
tavo of  190  pages.  New  York,  Grune  & Strat- 
ton, 1970.  Cloth,  $9.75. 

This  analysis  of  the  principles  of  industrial 
therapy  for  the  mentally  ill  is  designed  to  pre- 
sent underlying  concepts  that  have  governed 
the  development  of  this  rehabilitative  approach 
both  in  the  United  States  and  abroad.  It  is 
intended  also  as  an  introduction  to  the  variety 
of  programs  and  methods  that  now  prevail. 


(Mesantoin).  A survey  of  the  literature 
yielded  about  100  reported  cases  of  pseudo- 
lymphoma induced  by  anticonvulsant  drugs. 
Included  was  a small  group  of  cases  of  true 
malignant  lymphoma  associated  with  this 
therapy.  Both  clinically  and  pathologically, 
pseudolymphoma  mimics  true  lymphoma 
closely.  Drug  withdrawal  or  substitution 
should  usually  resolve  the  problem,  but  there 
are  exceptions.  Mephenytoin  and  trimetha- 
dione  (Tridione)  were  the  drugs  most  often 
mentioned,  but  since  combined  therapy  is  com- 
mon, all  drugs  were  implicated.  The  authors 
interpret  the  evidence  as  suggesting  that  in 
genetically  susceptible  persons  some  anticon- 
vulsants may  have  carcinogenic  properties  rela- 
tive to  the  blood-forming  organs,  and  early 
neutropenia  may  presage  later  lymphomatous 
change. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others, 
from  the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Lung  Cancer:  Early  Diagnosis  and  Manage- 

ment. Sound,  color,  16  mm.,  eighteen  minutes. 

The  film  is  concerned  with  the  preventive, 
diagnostic,  and  therapeutic  aspects  of  lung 
cancer.  Histologic  changes  in  the  lungs,  as- 
sociated with  cigaret  smoking,  are  demon- 
strated. Diagnostic  technics  shown  include 
radiography,  bronchoscopy  mediastinoscopy, 
sputum  cytology,  and,  finally,  exploratory  thor- 
acotomy. Indications  for  surgery  and  radio- 
therapy are  presented.  Specific  material  in  the 
film  demonstrates  that  an  aggressive  approach 
to  early  detection  and  prompt  treatment  can 
bring  about  a significant  improvement  in  sur- 
vival  rates. 

Source  and  producer:  American  Cancer  So- 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wilbur 

M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan, 
M.D.,  Albany. 


ciety,  1010  James  Street,  Syracuse,  New  York. 

Atomic  Medicine.  Sound,  color,  16  mm., 
twenty-eight  minutes. 

The  film  makes  a summary  examination  of  the 
expanding  applications  of  atomic  energy  for 
the  diagnosis  and  treatment  of  disease  today 
and  in  the  future,  with  Host-Narrator  Walter 
Cronkite.  Radioisotopes  are  explained,  and 
we  see  them  being  stored,  handled  packaged, 
and  shipped  safely  at  the  “atomic  pharmacy” 
at  the  Atomic  Energy  Commission’s  Oak  Ridge 
National  Laboratory.  We  learn  that  radioiso- 
topes can  be  used  for  more  than  70  diagnostic 
tests  and  that  about  4,000  physicians  diagnose 
and  treat  more  than  a million  patients  a year 
with  radioisotopes. 

Source  and  producer:  McGraw  Hill  Book 

Co.,  330  West  42nd  Street,  New  York,  New 
York  10036. 
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Necrology 


Frank  L.  Babbott,  M.D.,  of  New  York  City, 
retired,  died  on  June  24  at  the  age  of  seventy- 
nine.  Dr.  Babbott  graduated  in  1918  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  A former  president  of  the  Long 
Island  College  of  Medicine,  he  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irving  B.  Bernstein,  M.D.,  of  Brooklyn,  died 
on  June  23  at  the  age  of  sixty-nine.  Dr.  Bern- 
stein graduated  in  1926  from  the  University 
of  Michigan  Medical  School.  He  was  an  as- 
sistant attending  surgeon  at  Kings  County 
Hospital  Center  and  Caledonian  Hospital.  Dr. 
Bernstein  was  a member  of  the  American 
Proctologic  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Zachary  Biegeleisen,  M.D.,  of  Jamaica, 
died  on  June  21  at  the  age  of  eighty-nine. 
Dr.  Biegeleisen  graduated  in  1904  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Joseph  Brick,  M.D.,  of  Binghamton,  died 
on  June  18  at  the  age  of  sixty-seven.  Dr.  Brick 
graduated  in  1928  from  Georgetown  University 
School  of  Medicine.  He  was  a consulting  sur- 
geon at  Our  Lady  of  Lourdes  Memorial  Hos- 
pital and  a senior  attending  surgeon  at  Bing- 
hamton General  Hospital.  Dr.  Brick  was  a 
Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

James  Frederic  Hollister,  M.D.,  of  Valley 
Stream,  died  on  June  26  at  the  age  of  seventy- 
four.  Dr.  Hollister  graduated  in  1925  from 
Cornell  University  Medical  College.  He  was  an 
attending  general  practitioner  and  an  honorary 
general  practitioner  on  the  medical  staff  at 
South  Nassau  Communities  Hospital.  Dr. 
Hollister  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Benjamin  Lubitz,  M.D.,  of  Brooklyn,  died  on 
June  23  at  the  age  of  seventy-one.  Dr.  Lubitz 
graduated  in  1925  from  Ohio  State  University 
College  of  Medicine.  He  was  an  assistant  sur- 
geon emeritus  at  Maimonides  Hospital  of 
Brooklyn.  Dr.  Lubitz  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Vaughan  Carrington  Mason,  M.D.,  of  New  York 
City,  died  on  June  29  at  the  age  of  fifty-five. 
Dr.  Mason  graduated  in  1941  from  McGill  Uni- 
versity Faculty  of  Medicine.  He  was  director 
of  obstetrics  and  gynecology  at  Sydenham  Hos- 
pital, an  attending  gynecologist  at  Harlem 
Hospital  Center,  and  an  associate  attending 
obstetrician  and  gynecologist  at  St.  Clare’s 
Hospital.  Dr.  Mason  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member 
of  the  New  York  County  Medical  Society  and 
recently  elected  president  for  the  1970  to  1971 
term,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Stephen  Musliner,  M.D.,  of  New  York  City, 
died  on  June  18  at  the  age  of  seventy-two.  Dr. 
Musliner  received  his  medical  degree  from  the 
University  of  Munich  in  1923.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Walter  Arthur  Schmitz,  M.D.,  of  Middletown, 
died  on  June  4 at  the  age  of  seventy-eight.  Dr. 
Schmitz  graduated  in  1913  from  Hahnemann 
Medical  College  of  Philadelphia.  He  was  an 
attending  roentgenologist  at  Middletown  State 
Hospital  and  an  honorary  member  of  the  psy- 
chiatric staff  at  the  Elizabeth  A.  Horton  Me- 
morial Hospital.  Dr.  Schmitz  was  a Diplomate 
of  the  American  Board  of  Radiology  (Roent- 
genology) and  a member  of  the  American 
Psychiatric  Association,  the  Radiological  So- 
ciety of  New  York  State,  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Augusta  Scott,  M.D.,  of  New  York  City,  died 
in  August,  1969,  in  his  eighty-fifth  year.  Dr. 
Scott  graduated  in  1913  from  Johns  Hopkins 

continued  on  page  2071 
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University  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry)  and  a mem- 
ber of  the  American  Psychiatric  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

William  Alexander  Shearer,  M.D.,  of  New- 


burgh, died  on  May  .31  at  the  age  of  fifty-nine. 
Dr.  Shearer  graduated  in  193G  from  Syracuse 
University  College  of  Medicine.  He  was  an 
attending  obstetrician  at  St.  Luke’s  Hospital 
and  an  attending  obstetrician  and  gynecologist 
at  St.  Luke’s  Hospital  Outpatient  Department. 
Dr.  Shearer  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 
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Thursday,  October  8,  1970 

Scientific  Program — in  conjunction  with  the  Bio- Medical  Engineering  Department,  Rensse- 
laer Polytechnic  Institute,  Troy,  New  York 

Subjects  will  include: 

Crystalloid  Resuscitation  in  Acute  Massive  Hemorrhage 
Positive  Protein  Balance  and  Accelerated  Wound  Healing 
Parathyroid  Localization  with  Radioactive  Antibodies 
Clinical  Applications  of  Bio-Medical  Engineering 
Bio-Svstems  Engineering 

ANNUAL  MEETING — Montreal,  Canada,  Queen  Elizabeth 

Thursday,  October  29  through  Sunday,  November  1,  1970 
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President 

First  Vice-President 

Second  Vice-President 

Secretary-Treasurer 
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John  J.  Noonan,  M.D.,  Troy 
Robert  Greenwald,  M.D.,  Cobleskill 
Frederic  W.  Holcomb,  Jr.,  M.D.,  Kingston 
Frances  E.  Vosburgh,  M.D.,  Albany 
Lee  R.  Tompkins,  M.D.,  Liberty 


Francis  X.  Dever,  M.D.,  Glens  Falls 
Leonard  J.  Schiff,  M.D.,  Plattsburgh 
Alton  J.  Spencer,  M.D.,  Amsterdam 
Armand  J.  D’Errico,  M.D.,  Gloversville 
Jacob  S.  Feynman,  M.D.,  Saratoga  Springs 
Francis  X.  Dever,  M.D.,  Glens  Falls 
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Editorials 


The  hospital  volunteer 

It  is  a challenging  assignment  to  write 
about  volunteer  workers  in  a cancer  hospi- 
tal. The  work  starts  out  to  be  one  of  self- 
lessness but  winds  up  becoming  completely 
selfish.  There  is  much  consternation,  at 
first,  about  what  the  volunteer  will  see. 
Early  experiences  cannot  ever  be  forgot- 
ten or  become  run  of  the  mill,  however  often 
repeated.  All  hospital  personnel  seem  gen- 
uinely grateful  to  the  volunteers  and  are  ex- 
ceptionally nice  to  them.  This  attitude  runs 
through  the  whole  organization  from  the 
top  administration,  the  visiting  and  staff 
doctors,  nurses,  attendants,  hall  porters, 
the  people  behind  the  cafeteria  counters,  and 
all  others  before  and  behind  the  screen. 

The  patients,  the  primary  cause  of  vol- 
unteering, are  the  cause  of  a selfless  en- 
deavor becoming  a selfish  one.  They,  no 
matter  how  sick,  always  manage  an  unso- 
licited “thank  you”  and  this  embarrasses  the 
volunteer,  since  the  volunteer  is  not  work- 
ing for  thanks  but  because  of  a sincere  wish 
to  make  life  in  the  hospital  as  pleasant  as 
possible.  The  volunteer  is  “armed”  with 
only  a few  “don’ts.”  No  lifting,  not  attend- 
ing the  patient  at  x-rays  (such  as  holding 
the  patient),  no  perfume,  or  wearing  of 
jewelry.  She  wheels  or  walks  the  patient  to 
the  x-ray  depax*tment  or  therapy  service,  and 
returns  him  to  his  proper  floor  and  bed.  (It 
is  not  necessary  to  explain  to  the  medical 
profession  why  such  “don’ts”  are  neces- 
sary.) 

Who  volunteers  and  why?  Obviously 
those  who  feel  a few  hours  a week  should 
be  used  in  other  ways  than  frivolity.  The 
age  range  of  volunteers  starts  at  eighteen 
and  often  extends  to  about  eighty  (one 
woman  opened  the  gift  shop  on  Sunday  af- 
ternoons) . She  lived  with  her  family  and 
had  nothing  to  do  and,  apparently,  was  not 
even  needed  at  home  to  help  with  her  grand- 
children— she  wanted  to  be  of  help  to  some- 
one. She  had  some  kind  of  “tremor” — palsy, 
Parkinson’s,  who  knows — but  until  she  was 


forced  to  retire,  never  failed  to  be  at  the 
hospital  regardless  of  the  weather.  She 
was  always  pleasant  and  cheerful.  The 
shop  could  be  milling  with  children  waiting 
for  their  respective  parents  who  were  visit- 
ing and,  as  all  children  are  prone  to  do, 
would  touch  everything  on  display  that  they 
could  reach — but  there  was  never  any  loss 
of  patience  on  her  part.  Her  work  on  Sun- 
days enabled  the  ambulatory  patients  to 
buy  something  they  might  need  or  even  give 
them  a chance  to  get  away  from  their  floor 
and  just  “window  shop.” 

Every  night  the  hospital  is  a beehive  of 
activity  with  the  volunteers  doing  their  re- 
spective jobs.  Many  men  and  women  help 
in  the  research  laboratories  after  they  have 
been  working  all  day  at  their  paying  jobs; 
the  recreation  department  has  current  films 
to  be  shown  and  someone  has  to  run  the 
projector  as  well  as  transport  the  patients 
in  beds,  chairs,  or  act  as  escorts  for  the 
ambulatory  patients. 

Parties  are  important  in  hospital  life  and 
for  the  assorted  celebrations  throughout  the 
year — Valentine’s  Day,  St.  Patrick’s  Day, 
as  well  as  the  usual  seasonal  holidays. 
Prizes  are  given  when  the  occasion  arises 
and  these  must  be  wrapped.  Who  does  the 
wrapping?  The  volunteers,  of  course.  As 
in  all  hospitals,  there  is  a shopping  cart  and 
a library  cart  for  those  who  are  confined  to 
their  beds  and  for  those  who  cannot  always 
walk  the  distance  to  the  gift  shops  or  li- 
brary. 

One  of  the  nicest  services  performed  by 
the  volunteers  is  visiting  each  new  patient 
and  presenting  him  with  a bud  vase  in  which 
there  is  a fresh  flower.  When  the  patient 
goes  home,  there  is  a “follow-through”  visit 
the  night  before  the  patient  leaves,  to  see 
if  anything  has  been  upsetting  about  his 
hospital  stay,  what  he  has  enjoyed,  and 
such  (in  the  old  days,  a common  complaint 
was  the  loudness  of  the  television  or  radio. 
This  has  now  been  eliminated  by  the  use  of 
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ear  phones).  Whatever  criticism,  good  or 
bad,  is  helpful  to  the  hospital  administration. 
The  bad  can  be  corrected  and  the  good  en- 
couraged. 

Very  few  departments  lack  volunteers. 
Even  the  admitting  office  has  faithful 
workers  who  take  the  new  Or  repeat  patient 
with  his  bag  to  his  room  and  introduces  the 
patient  to  the  charge  nurse  as  he  presents 
the  patient’s  chart.  How  distressing  to 
have  the  repeat  patient  back  again. 

There  are  volunteer  nurses’  aids.  They 
are  trained  by  the  Red  Cross.  Not  only  do 
they  do  this  work  but  also  help  with  the 
church  services.  There  are  church  workers 
for  all  faiths,  and  a number  are  needed  be- 
cause a patient  should  never  be  left  alone  in 
the  chapel  so  far  away  from  his  base  in  case 
he  might  faint  or  need  attention  which  is 
not  readily  available — a drink  of  water,  cel- 
lulose tissues,  and  so  forth. 

Volunteer  help  is  not  only  used  on  the 
hospital  floors  but  in  the  clinics — a friendly 
ear  and  an  encouraging  word  helps  to  allay 
some  of  the  apprehension,  and  a cup  of  hot 
coffee  for  those  who  have  had  to  leave  home 
too  early  to  have  time  for  one. 

This  sounds  as  though  there  is  just  help 
for  the  “mature”  but  many  serve  on  the 
pediatric  service — most  of  the  time  a heart- 


breaking duty.  Few  children  are  without 
visitors,  but  at  stated  hours,  and  here  the 
volunteer  can  be  of  some  comfort. 

In  many  big  cities  there  are  a multitude 
of  thrift  shops  and  these  are  manned  by 
volunteers  who  work  regular  hours.  Ob- 
viously there  must  be  a host  of  volunteers 
to  fulfill  these  assignments  and  they  must 
be  dependable.  Still,  they’re  human  and 
might  not  be  able  to  work  their  day  or  night 
hours,  but  they  notify  the  volunteer  office 
to  this  effect  ahead  of  time,  except  in  the 
case  of  an  unexpected  illness. 

Volunteers  come  from  all  walks  of  life. 
There  are  “famous”  entertainers  who  de- 
vote many  hours  of  their  precious  free  time 
putting  on  shows,  and  all  forms  of  other  pro- 
fessional entertainment. 

Hospitals  are  always  in  need  of  money, 
so  there  is  the  inevitable  annual  appeal. 
This  involves  writing  letters  to  “friends” 
all  over  the  country,  organizing  luncheons 
and  fashion  shows,  and  theatrical  benefits. 
It  is  time  consuming  but  a delightful  way 
to  use  time. 

Volunteer  work  in  a cancer  hospital  is 
self-satisfying  but  humbling  in  that  as  much 
as  she  thinks  she’s  doing  it  still  isn’t  half 
enough.  There’s  just  so  much  to  do  that 
needs  immediate  attention. 
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The  effectiveness  of  Flagyl  in  Trichomonas  vaginalis  vaginitis  has  been  so  constant 
that  use  of  less  effective  agents  would  seem  to  invite  unnecessary  failures.  ■ The 
simplicity,  completeness  and  persistence  of  cures  with  Flagyl  qualify  it  as  the  logical 
first  therapeutic  choice  in  trichomonal  infections. 

Ten-day  treatment  with  Flagyl  oral  tablets  has  replaced  a multitude 
of  untidy  douches,  powders,  creams  and  jellies. 

Flagyl  is  the  only  medication  available  that  is  able  to  reach  all  the 
crypts,  glands  and  cavities  of  the  female  urogenital  system  as  well 
as  reservoirs  of  reinfection  in  male  trichomonas  carriers. 

Flagyl  eradicates  resistant,  deep-seated  invasions  of  Trichomonas 
vaginalis  and  consistently  produces  cure  rates  above  90  per  cent 
and  often  as  high  as  100  per  cent  in  large  series  of  patients.  When 
the  diagnosis  is  positive,  Flagyl  is  positive. 

Indications:  For  the  treatment  of  trichomoniasis  in  both  male  and  female  patients  and  the  sexual  partners  of  patients 
with  a recurrence  of  the  infection  provided  trichomonads  have  been  demonstrated  by  wet  smear  or  culture.  ■ Con- 
traindications: Evidence  of  or  a history  of  blood  dyscrasia.  in  patients  with  active  organic  disease  of  the  central 
nervous  system,  and  the  first  trimester  of  pregnancy.  ■ Warnings:  Use  with  discretion  during  the  second  and  third 
trimesters  of  pregnancy  and  restrict  to  patients  not  cured  by  topical  measures.  Flagyl  is  secreted  in  the  breast  milk 
of  nursing  mothers;  it  is  not  known  whether  this  can  be  injurious  to  the  newborn.  ■ Precautions:  Mild  leukopenia 
has  been  reported  during  Flagyl  use:  total  and  differential  leukocyte  counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is  necessary.  Avoid  alcoholic  beverages  during  Flagyl  therapy 
because  abdominal  cramps,  vomiting  and  flushing  may  occur.  Discontinue  Flagyl  promptly  if  abnormal  neurologic 
signs  occur.  There  is  no  accepted  proof  that  Flagyl  is  effective  against  other  organisms  and  it  should  not  be  used 
in  the  treatment  of  other  conditions.  Exacerbation  of  moniliasis  may  occur.  ■ Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric  distress,  abdominal  cramping,  constipation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and  stomatitis  possibly  associated  with  a sudden  overgrowth  of  Moniha.  exacerba- 
tion of  vaginal  moniliasis,  an  occasional  reversible  moderate  leukopenia,  dizziness,  vertigo,  drowsiness,  incoordina- 
tion and  ataxia,  numbness  or  paresthesia  of  an  extremity,  fleeting  joint  pains,  confusion,  irritability,  depression, 
insomnia,  mild  erythematous  eruptions,  "weakness."  urticaria,  flushing,  dryness  of  the  mouth,  vagina  or  vulva  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of  pelvic  pressure,  dyspareunia,  fever,  polyuria,  incontinence,  decrease 
of  libido,  nasal  congestion,  proctitis,  pyuria  and  darkened  urine  have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  abdominal  distress,  nausea,  vomiting  or  headache  if  alcoholic  beverages 
are  consumed  The  taste  of  alcoholic  beverages  may  also  be  modified.  ■ Dosage  and  Administration:  In  the  Female 
One  250-mg.  tablet  orally  three  times  daily  for  ten  days.  Courses  may  be  repeated  if  required  in  especially  stubborn 
cases;  in  such  patients  an  interval  of  four  to  six  weeks  between  courses  and  total  and  differential  leukocyte  counts 
before,  during  and  after  treatment  are  recommended.  Vaginal  inserts  of  500  mg.  are  available  for  use,  particularly  in 
stubborn  cases.  When  the  vaginal  inserts  are  used,  one  500-mg.  insert  is  placed  high  in  the  vaginal  vault  each  day 
for  ten  days  and  the  oral  dosage  is  reduced  to  two  250-mg.  tablets  daily  during  the  ten-day  course  of  treatment.  Do 
not  use  the  vaginal  inserts  as  the  sole  form  of  therapy.  In  the  Male.  Prescribe  Flagyl  only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  one  250-mg.  tablet  two  times  daily  for  ten  days.  Flagyl  should  be  taken  by  both 
partners  over  the  same  ten-day  period  when  it  is  prescribed  for  the  male  in  conjunction  with  the  treatment  of  his 
female  partner.  ■ Dosage  Forms:  Oral  tablets 250  mg.  Vaginal  inserts 500  mg. 
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| deeply  appreciate  the  honor  to  have  this 
occasion  to  memorialize  E.  Dean  Babbage, 
M.D.,  one  of  the  most  influential  pioneers 
and  distinguished  leaders  of  American 
anesthesiology.  His  many  accomplishments 
as  a teacher  and  clinician  are  widely  recog- 
nized, and  his  significant  contributions  to 
organized  anesthesia,  not  only  in  New  York 
State  but  also  throughout  the  land,  are  now 
legendary.  I had  the  great  privilege  of  his 
warm  friendship  for  many  years  and  of  hav- 
ing had  many  opportunities  to  work  with 
him  on  national  society  affairs.  His  quali- 
ties of  a warm  and  very  fine  human  being 
and  physician  have  long  been  a source  of  in- 
spiration to  all  those  who  knew  Dr.  Bab- 
bage. I am  particularly  pleased  to  devote 
this  memorial  lecture  to  obstetric  anesthesia, 
because,  as  many  of  you  know.  Dr.  Babbage 
was  one  of  the  very  first  anesthesiologists  to 
become  interested  and  involved  in  this  field 
and  to  show  genuine  concern  for  the  welfare 
of  parturient  patients. 

* Third  Dean  E.  Babbage  Memorial  Lecture. 
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Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  9,  1970. 
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During  the  past  decade  there  has  been  an 
unprecedented  increase  in  basic  and  clinical 
research  on  the  physiology,  pharmacology, 
and  pathology  of  the  maternal-placental-fetal 
complex.1  In  addition  to  becoming  more  in- 
volved in  patient  care  and  teaching  in  this 
area,  anesthesiologists  have  collaborated 
with  obstetricians  and  pediatricians  in  re- 
search, resulting  in  the  acquisitions  of  much 
information.  Foremost  among  these  have 
been  members  of  the  New  York  State  So- 
ciety of  Anesthesiologists,  but  particularly 
the  Columbia  group  led  by  V.  Apgar,  M.D., 
F.  Moya,  M.D.,  M.  Finster,  M.D.,  and  P.  J. 
Poppers,  M.D.,  who  have  collaborated  with 
L.  S.  James,  M.D.,  and  K.  Adamsons,  M.D., 
and  their  colleagues  and  our  friend  Gertie 
Marx,  M.D.,  and  her  colleagues  at  Albert 
Einstein  College  of  Medicine.  These  devel- 
opments and  trends  reflect  the  widespread 
concern  and  national  effort  to  reduce  ma- 
ternal and  perinatal  mortality  and  morbidity 
rates.  It  would  be  impossible  to  mention,  let 
alone  describe,  all  the  new  information  on  ob- 
stetric anesthesia.  I will  therefore  restrict 
my  presentation  to  four  areas  studied  by  our 
group  at  the  University  of  Washington. 

Maternal  physiologic  alterations 

Of  the  many  remarkable  physiologic  and 
psychologic  changes  in  the  mother  produced 
by  pregnancy  and  labor,  the  ventilatory  and 
hemodynamic  changes  are  the  most  impor- 
tant to  the  anesthesiologist. 

Ventilation.  During  pregnancy  there  is 
a progressive  increase  in  minute  ventilation 
which  near  term  is  at  a peak  of  about  50 
per  cent  above  normal.12  This  is  effected 
through  a modest,  15  per  cent,  increase  in 
respiratory  rate  and  a significant,  40  per 
cent,  increase  in  tidal  volume  without  a 
commensurate  increase  in  dead  space.  Con- 
sequently, at  term  alveolar  ventilation  is 
about  70  per  cent  above  normal.  There  is 
also  a progressive  decrease  in  expiratory 
reserve  volume  and  residual  volume,  re- 
sulting in  a 20  per  cent  decrease  in  func- 
tional residual  capacity.  These  changes  lead 
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to  a reduction  in  alveolar  and  arterial  carbon 
dioxide  tension  which  at  term  is  about  32 
mm.  Hg.  Labor  is  associated  with  even 
greater  changes  in  ventilation,  the  magni- 
tude depending  on  the  intensity  of  uterine 
contraction,  the  psychologic  condition  of  the 
mother,  the  type  of  prenatal  care,  and,  very 
importantly,  the  type  of  analgesia. 

In  a study  carried  out  in  Montevideo  in 
collaboration  with  Caldeyro-Barcia  et  al.  we 
found  that  during  uterine  contractions,  par- 
turient women  who  had  received  no  seda- 
tion or  analgesia  increased  their  ventilation 
from  10  to  20  to  25  L.  per  minute,  and 
some  ventilated  as  much  as  35  L.  per  min- 
ute.3 This  represents  a 100  to  350  per  cent 
increase  of  prelabor  ventilation  and  as  much 
as  sixfold  increase  from  nonpregnant  values. 
Such  marked  hyperventilation  caused  a large 
although  transient  reduction  of  arterial  car- 
bon dioxide  to  20  mm.  Hg  and  in  some  in- 
stances 10  to  15  mm.  Hg  while  the  pH  rose 
to  7.60  or  higher.  Following  the  administra- 
tion of  sedatives  and  narcotics,  the  increase 
in  ventilation  associated  with  uterine  con- 
tractions was  about  half  that  seen  in  the  un- 
medicated patients,  whereas  following  the 
administration  of  extradural  analgesia  there 
was  virtually  no  change  in  ventilation  during 
uterine  contractions.  Uterine  contractions 
were  also  associated  with  a further  decrease 
in  the  functional  residual  capacity,  probably 
as  a result  in  increase  in  pulmonary  blood 
volume  consequent  to  the  contractions.  The 
clinical  implications  of  these  marked  changes 
in  ventilation  are  clear.  The  reduced  func- 
tional residual  capacity  enhances  gas  ex- 
change in  the  maternal  lungs  and  speeds  up 
the  induction  of  and  recovery  from  inha- 
lation anesthesia.  On  the  other  hand,  it 
causes  hypoxia  and  hypercarbia  to  develop 
more  rapidly  in  the  parturient  patient  in  the 
event  of  respiratory  obstruction  or  hypoven- 
tilation. Continued  marked  hypoventilation 
and  the  consequent  respiratory  alkalosis  lead 
to  decrease  in  cerebral  blood  flow,  a factor 
which  may  be  responsible  for  some  of  the 
mental  effects  and  analgesia  experienced  by 
patients  managed  with  natural  childbirth. 
The  effects  of  maternal  hyperventilation  on 
the  fetus  is  still  an  unsettled  issue. 

Hemodynamic  changes.  The  most  im- 
portant hemodynamic  change  is  a progres- 
sive increase  in  cardiac  output  which  begins 
during  the  first  trimester,  reaches  a maxi- 


mum of  30  to  50  per  cent  above  normal  at 
about  the  seventh  to  eighth  lunar  month,  and 
then  falls  toward  normal  near  term.1’45 
Data  published  prior  to  1965  suggested  that 
at  the  thirty-eighth  to  fortieth  weeks  of  ges- 
tation cardiac  output  was  the  same  as  in  the 
nonpregnant  state.  However,  data  published 
during  the  past  five  years  indicate  that  such 
is  not  the  case.  Some  writers  even  suggest 
that  when  it  is  measured  with  the  patient  in 
the  lateral  position,  cardiac  output  during 
the  last  few  weeks  of  pregnancy  remains  at 
the  same  high  level  as  seen  during  the  second 
trimester.4’5  These  writers  further  suggest 
that  since  all  of  the  previous  studies  were 
done  with  the  patient  supine,  the  return  of 
cardiac  output  to  nonpregnant  levels  near 
the  end  of  pregnancy  found  by  early  investi- 
gators was  due  to  compression  of  the  in- 
ferior vena  cava  by  the  large  uterus.  To 
clarify  this  and  other  aspects  of  hemody- 
namic changes  associated  with  pregnancy, 
labor,  and  anesthesia,  my  colleagues,  K. 
Ueland,  M.D.,  J.  M.  Hansen,  M.D.,  and  col- 
laborators have  undertaken  a long-term 
study.  In  one  phase  11  patients  were  studied 
serially  during  pregnancy,  parturition,  and 
puerperium,  and  cardiac  output  and  other 
cardiovascular  parameters  were  measured  in 
the  supine,  lateral,  and  sitting  positions. 
They  found  that  at  thirty-eight  to  forty 
weeks  of  gestation  the  cardiac  output  had  de- 
clined toward  normal  levels  in  all  three  ma- 
ternal positions.  However,  the  greatest  re- 
duction did  occur  in  the  supine  position;  in- 
deed, in  the  final  weeks  of  pregnancy  the  car- 
diac output  was  less  than  at  six  to  eight 
weeks  postpartum  when  the  nonpregnant 
state  had  been  achieved.6 

During  labor  there  is  marked  increase  in 
cardiac  output  and  left  ventricular  work. 
Ueland  and  Hansen7  found  cardiac  output 
between  contractions  during  the  early  first 
stage  to  be  about  15  per  cent  above  that  of 
prelabor,  during  the  late  first  stage  it  was 
about  30  per  cent,  and  during  the  second 
stage  about  45  per  cent  above  normal.  Each 
uterine  contraction  consistently  increased 
cardiac  output  15  to  25  per  cent  above  that 
between  contractions.  The  greater  the  con- 
traction the  greater  was  the  amount  of  blood 
extruded  into  the  general  circulation  and  the 
greater  the  hemodynamic  changes.  The 
greatest  increase  occurred  immediately  after 
delivery  of  the  placenta  when  cardiac  output 
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rose  to  an  average  of  80  per  cent  above  that 
of  prelabor,  although  in  some  patients  it 
rose  as  much  as  150  per  cent. 

Ueland  and  Hansen*  have  studied  the  ef- 
fects of  position  of  the  patient,  the  degree  of 
pain,  and  of  analgesia  and  anesthesia  on 
hemodynamics.  They  found  that  just  before 
the  onset  of  labor  a change  in  position  from 
supine  to  lateral  produced  an  increase  in 
cardiac  output  of  22  per  cent.  The  increase 
in  cardiac  output  in  most  instances  was  due 
primarily  to  an  increase  in  stroke  volume 
with  little  or  no  change  in  cardiac  rate. 
They  also  found  that  contractions  produced 
the  greatest  increases  in  cardiac  output 
when  the  patient  was  in  the  supine  position. 
Interestingly,  the  absolute  values  of  cardiac 
output  and  stroke  volume  at  the  peak  of 
contractions  were  similar.  The  differences 
probably  were  due  to  the  fact  that  in  the  su- 
pine position  the  cardiac  output  between  con- 
tractions is  low,  the  result  of  vena  caval 
obstruction.  When  the  patient  is  turned  on 
her  side,  vena  caval  obstruction  is  relieved, 
and  the  pooled  blood  in  the  legs  is  allowed  to 
return  to  the  general  circulation  so  that  the 
cardiac  output  is  maintained  at  a higher 
resting  level  between  contractions.  Conse- 
quently, during  contractions  the  increase  in 
cardiac  output  is  less  than  in  the  supine  posi- 
tion. 

The  blood  pressure  decreases  slightly  dur- 
ing pregnancy  because  of  a concomitant  de- 
crease in  peripheral  resistance.1  In  the  lat- 
ter months  of  pregnancy,  blood  pressure  may 
be  markedly  reduced  when  the  patient  is  su- 
pine, the  so-called  hypotensive  syndrome.  It 
is  now  realized  that  this  is  the  result  of  ob- 
struction of  the  inferior  vena  cava  and  the 
large  vein  in  the  lower  part  of  the  body 
with  a consequent  decrease  in  venous  return 
and  cardiac  output.  Recent  data  show  that 
these  changes  occur  in  most  gravida,  but  all 
except  10  to  15  per  cent  are  able  to  compen- 
sate by  increasing  peripheral  resistance  so 
that  the  blood  pressure  is  not  decreased  sig- 
nificantly.459 However,  in  some  patients 
the  obstruction  is  so  great  or  collateral  cir- 
culation insufficient  to  reduce  cardiac  output 
markedly  beyond  the  point  of  compensation 
resulting  in  severe  arterial  hypotension. 
During  labor  the  blood  pressure  remains  at 
relatively  low  levels  between  contractions, 
but  with  each  uterine  contraction  it  in- 
creases 15  to  25  per  cent  in  the  supine  posi- 


tion but  only  5 to  7 per  cent  when  the  pa- 
tient is  on  her  side.7  Bearing  down  efforts 
have  marked  effects  on  arterial  and  venous 
pressures.10 

Ueland  and  Hansen'  have  studied  the 
effects  of  local  and  continuous  extradural 
analgesia  on  hemodynamics  during  vaginal 
delivery  and  of  subarachnoid,  epidural,  and 
general  anesthesia  during  cesarean  section. 
In  patients  managed  with  local  anesthesia, 
there  was  a progressive  increase  in  cardiac 
output  reaching  50  per  cent  above  prelabor 
control  values  during  the  second  stage  and 
80  per  cent  above  the  base  line  immediately 
after  delivery.  In  contrast,  in  patients  man- 
aged with  continuous  caudal  analgesia, 
cardiac  output  increased  only  23  per  cent 
during  the  second  stage  and  60  per  cent 
immediately  postpartum.  The  cardiac  ef- 
fects of  both  technics  were  reflected  in  blood 
pressure.  It  is  apparent  that  caudal  anal- 
gesia prevents  the  accumulative  increase  in 
cardiac  output  during  labor  and  limits  the 
absolute  increase  during  the  immediate 
puerperium.  For  this  reason,  this  technic 
is  superior  to  all  others  in  patients  with 
heart  disease  and  other  conditions  which 
require  that  the  stress  of  labor  on  the  heart 
be  minimized. 

In  patients  undergoing  cesarean  section 
with  subarachnoid  block,  Ueland,  Gills,  and 
Hansen11  found  a synergistic  effect  between 
the  spinal  anesthesia  in  the  supine  position 
in  decreasing  venous  return  and  conse- 
quently cardiac  output.  Their  data  suggest 
that  the  compression  of  the  heavy  uterus  on 
the  inferior  vena  cava  is  far  more  impor- 
tant than  the  level  of  sympathetic  block. 
Thus,  it  was  noted  that  when  patients  with 
subarachnoid  block  changed  from  the  supine 
to  lateral  position,  the  cardiac  output,  stroke 
volume,  and  blood  pressure  were  restored  to 
near  normal  levels.  Moreover,  the  mere 
opening  of  the  abdomen  was  promptly  fol- 
lowed by  an  increase  in  cardiac  output  even 
above  preblock  levels.  This  probably  re- 
sulted from  a decrease  in  intra-abdominal 
pressure  and  in  the  pressure  exerted  on  the 
inferior  vena  cava  and  a consequent  increase 
in  venous  return. 

Subsequently,  they  found  that  the  hemo- 
dynamic changes  during  cesarean  section 
with  balanced  anesthesia  was  significantly 
less  than  those  associated  with  spinal  an- 
esthesia.12 This  difference  is  probably  be- 
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cause  of  the  different  effect  on  vasoconstric- 
tor muscle  tone  produced  by  the  two  methods 
of  anesthesia.  With  subarachnoid  block 
there  is  vasodilatation  in  the  lower  part  of 
the  body  and  a compensatory  vasoconstric- 
tion in  the  upper  part,  whereas  with  general 
anesthesia  vasodilatation  occurs  in  the  upper 
as  well  as  the  lower  limbs.  The  amount  of 
blood  that  becomes  trapped  below  the  ob- 
struction to  the  inferior  vena  cava  is  there- 
fore greater  with  spinal  than  with  general 
anesthesia.  Consequently,  when  the  ob- 
struction is  removed  with  delivery  of  the 
infant,  a greater  volume  of  blood  is  suddenly 
thrown  into  the  systemic  circulation  during 
subarachnoid  block  than  is  the  case  with 
general  anesthesia.  The  normal  heart  re- 
sponds by  ncreasng  the  stroke  volume  and 
thus  increasing  cardiac  output.  The  dif- 
ference in  hemodynamic  “swing”  may  be 
important  in  patients  with  certain  types  of 
heart  disease. 

These  marked  hemodynamic  changes  pro- 
duced by  labor,  change  in  position,  and 
anesthesia  have  very  important  clinical  im- 
plications. First,  the  gravida  is  able  to 
maintain  near  normal  blood  pressure  by 
compensatory  vasoconstriction  when  an  im- 
paired venous  return  exists.  If  the  anesthe- 
tist carries  out  a procedure  which  deprives 
her  of  some  of  the  compensatory  vasocon- 
striction, severe  hypotension  may  develop. 
It  is  therefore  very  important  for  the  ob- 
stetrician and  anesthesiologist  to  measure 
blood  pressure  with  the  patient  in  the  lateral 
position  and  after  fifteen  minutes  in  the 
supine  position.  During  the  immediate 
postpartum  period  when  the  greatest  in- 
crease in  cardiac  output  occurs,  the  patient 
is  able  to  maintain  normal  blood  pressure  by 
compensatory  vasodilatation.  If  the  ob- 
stetrician and  anesthesiologist  deprive  the 
mother  of  this  compensatory  vasoconstric- 
tion by  administering  ergonovine  maleate 
(Ergotrate)  and/or  a potent  peripheral 
vasoconstrictor,  such  as  methoxamine  and 
phenylephrine,  a severe  hypertension  may 
develop  that  in  some  instances  may  prove 
disastrous.  For  this  reason,  we  prefer  to 
use  oxytocin  and  ephedrine  as  the  agents  of 
choice  to  increase  uterine  contractility  and 
blood  pressure,  respectively. 

Placental  function 

Since  the  placenta  plays  such  a vital  role 


in  the  growth  and  development  of  the  fetus 
and  in  maintaining  homeostasis  by  function- 
ing as  the  fetal  lung,  kidney,  liver,  and  in- 
testines, it  is  essential  for  the  anesthetist 
to  know  well  the  physiology  and  pharma- 
cology of  these  organs.1-13  It  is  now  well- 
established  that  all  drugs  used  for  obstetric 
analgesia  and  anesthesia  pass  the  placenta 
promptly  and  readily.  The  notable  excep- 
tions are  the  muscle  relaxants  which  pass 
through  the  membrane  very  slowly  and 
poorly.  Our  group  has  addressed  itself  to 
studying  effects  of  anesthesia  and  related 
factors  on  the  primate  uteroplacental  circu- 
lation.14-17 

Uteroplacental  circulation.  Among 
the  many  factors  that  influence  placental 
function,  none  is  more  important  than  the 
uteroplacental  circulation.  Extensive  stud- 
ies by  Ramsey  et  aZ.18-19  indicate  that  be- 
cause of  the  great  differences  between  ma- 
ternal arterial  pressure  and  the  pressure  in 
the  intervillous  space,  the  blood  enters  the 
space  in  discrete  fountain-like  streams  or 
spurts.  The  maternal  blood  bathes  fetal  villi 
and  their  capillaries  and  is  drained  by  ve- 
nous channels.  Ramsey,  Corner,  and  Don- 
ner18  have  developed  technics  of  serial  an- 
giography which  permit  visualization  of 
these  spurts.  Any  decrease  in  this  driving 
pressure  should  decrease  the  spurt  and  also 
delay  its  appearance  angiographically.  A 
decrease  in  the  driving  pressure  may  result 
from  a rise  in  intervillous  pressure,  a fall  in 
end  or  spiral  artery  pressure,  or  both.  Us- 
ing serial  angiography  and  a flowmeter  to 
measure  uterine  blood  flow,  the  writer  et 
al.u  studied  the  effects  of  anesthesia,  mater- 
nal arterial  hypertension,  and  uterine  con- 
tractions. Our  data  suggest  that  light 
nitrous  oxide-oxygen  muscle-relaxant  an- 
esthesia or  light  barbiturate  anesthesia 
have  no  effect  on  this  important  vascular 
bed.  Maternal  hypotension  may  decrease 
the  number  or  size  of  the  spurts  or  both, 
the  magnitude  of  effect  depending  on  the 
degree  of  hypotension.  Reduction  in  mean 
arterial  pressure  of  25  per  cent  or  less  had 
no  effect,  while  a 25  to  50  per  cent  decrease 
markedly  decreased  the  spurt,  and  a de- 
crease of  blood  pressure  to  50  per  cent  or 
less  of  normal  resulted  in  virtual  elimination 
of  spurts. 

The  effects  of  uterine  contractions  on 
intervillous  perfusion  depend  on  their  in- 
tensity. Contractions  of  20  mm.  Hg  or  less 
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had  no  effect,  contractions  of  20  to  20  mm. 
Hg  decreased  intervillous  perfusion  by  50 
per  cent,  while  contractions  greater  than 
40  mm.  Hg  produced  complete  cessation 
of  intervillous  perfusion.  In  hypotensive 
mothers  the  effect  of  uterine  contraction  is 
greatly  exaggerated.  In  another  study  I 
found  that  treatment  of  maternal  hypo- 
tension with  methoxamine  reduced  uterine 
blood  flow  and  diminished  the  intensity  and 
number  of  spurts,  whereas  ephedrine  in- 
creased the  number  of  spurts  to  a greater 
extent  than  it  decreased  uterine  blood  flow. 

Effects  of  maternal  hyperventilation. 
The  hypothesis  that  maternal  hyperventila- 
tion is  deleterious  to  the  fetus,  first  sug- 
gested by  the  work  of  Moya  et  al.20  and  sub- 
sequently supported  by  some  data-122  and 
denied  by  others,23  24  prompted  my  associ- 
ates, Parer  et  al.,'6  to  study  this  problem 
further.  They  used  titrated  water  as  the 
indicator  for  the  diffusion-equilibrium  tech- 
nic adapted  to  monkeys  and  uterine  oxygen 
consumption  as  an  index  of  adequacy  of 
fetal  oxygenation.  With  nitrous  oxide-oxy- 
gen-succinylcholine  anesthesia  and  artificial 
ventilation,  they  were  able  to  achieve  an 
average  maternal  arterial  pH  of  7.66  and  an 
average  carbon  dioxide  tension  of  13  mm. 
Hg  during  the  period  of  hyperventilation. 
The  average  uterine  blood  flow  and  uterine 
oxygen  consumption  remained  relatively  con- 
stant during  the  three  periods  of  study: 
initial  control,  hyperventilation,  and  a 
second  control.  During  hyperventilation 
there  was  a small  reduction  in  maternal 
cardiac  output,  a significant  increase  in 
total  peripheral  resistance,  a significant  in- 
crease in  pH  of  uterine  venous  blood,  and  in 
2 cases  studied  an  increase  in  umbilical 
arterial  pH.  These  observations  do  not 
support  the  contention  that  maternal  hy- 
perventilation results  in  uterine  vasocon- 
striction, and  the  criteria  used  by  these  in- 
vestigators do  not  suggest  untoward  effects 
on  the  fetus. 

Using  the  same  method,  they  have  also 
studied  the  effects  of  methoxamine  and 
ephedrine. 17  25  As  expected,  methoxamine 
produced  a significant  increase  in  maternal 
arterial  presssure  but  a concomitant  de- 
crease in  cardiac  output  due  to  severe 
bradycardia.  There  was  a significant  de- 
crease in  uterine  blood  flow  which  was 
associated  with  a fetal  bradycardia,  acidosis, 


and  hypercapnia,  all  indicating  marked  re- 
duction in  intervillous  perfusion. 

Effects  of  anesthetics  on  forces  of  labor 

To  define  the  effects  of  anesthetics  and 
related  agents  on  uterine  contractions,  cer- 
vical resistance,  perineal  muscle  tone,  and 
the  auxiliary  forces  we  have  studied  two 
groups  of  patients.  One  of  these  studies 
was  initiated  in  collaboration  with  Caldeyro- 
Barcia  and  his  associates  in  Montevideo  and 
completed  in  Seattle.  It  entailed  compre- 
hensive measurements  of  maternal  hemody- 
namic and  ventilatory  functions,  of  uterine 
contractions,  and  of  fetus  and  newborn. 
Following  control  measurements,  the  effects 
of  segmental  (tenth  thoracic  to  first  lumbar 
vertebrae)  epidural  block,  low  (first  to  fifth 
sacral  vertebrae)  caudal  block,  and  a com- 
bination of  the  two  technics  were  evaluated. 
We  found  that  in  general  there  was  no 
clinically  important  effect  of  segmental 
epidural  or  caudal  analgesia  on  uterine  con- 
tractility. In  nearly  half  of  the  patients 
studied,  there  was  a transient  10  to  15  per 
cent  decrease  in  the  intensity  or  frequency 
of  uterine  contractions,  but  these  returned 
to  preanesthetic  values  or  higher  thirty 
minutes  after  the  injection.  The  transient 
and  very  modest  depression  of  uterine  con- 
tractility may  have  been  due  to  the  epineph- 
rine, which  was  incorporated  in  the  local 
anesthetic  in  the  concentration  of  1 : 200,000, 
or  interruption  of  extrinsic  nerve  supply,  or 
both.  In  any  case  the  total  uterine  work, 
cervical  resistance,  and  uterine  efficiency 
were  considered  normal.  Segmental  epi- 
dural block  had  no  effect  on  the  auxiliary 
forces  and  bearing  down  efforts.  The  low 
caudal  block  eliminated  the  afferent  limb  of 
the  reflex  urge  to  bear  down,  but  the 
mother  was  able  to  continue  to  bear  down. 
Using  intrauterine  pressure  as  a criterion, 
the  intensity  of  bearing  down  efforts  was  de- 
creased 10  to  30  per  cent  following  induc- 
tion of  anesthesia,  but  the  parturient  pa- 
tient still  had  sufficient  force  to  deliver 
spontaneously.  The  heart  rate  and  acid- 
base  status  of  the  fetus  and  the  acid-base 
status  of  the  mother  remained  within  normal 
limits. 

In  another  study  we  defined  the  effects 
of  a variety  of  regional  anesthetics  on  the 
second  stage  of  labor  in  42  parturient  wom- 
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en.2(!  Measurements  of  bearing  down  ef- 
forts were  made  before  and  after  analgesia. 
Six  patients  preferred  no  anesthesia  or  only 
local  perineal  infiltration  and  were  used  as 
controls.  There  was  some  increase  in  mean 
bearing  down  force  in  all  6 patients  in  the 
last  half  of  the  second  stage,  but  there  was 
no  striking  change  in  uterine  contractility. 
In  the  12  patients  studied  before  and  after 
pudendal  block,  the  uterine  contractions 
showed  no  consistent  change,  whereas  the 
bearing  down  force  was  increased  in  8,  de- 
creased in  3,  and  remained  the  same  in  1. 
Twelve  patients  studied  before  and  after 
subarachnoid  block  showed  no  consistent 
change  in  uterine  contractility,  but  9 showed 
a decrease  in  bearing  down  force  after  the 
block.  In  12  patients  having  lumbar  epi- 
dural blocks,  uterine  contractions  decreased 
transiently  in  9 and  increased  in  3,  but 
there  was  no  significant  effect  on  bearing 
down  force.  In  both  the  subarachnoid  and 
epidural  groups,  the  mean  bearing  down 
effort  was  significantly  diminished  when  the 
block  extended  to  about  the  eighth  to  ninth 
thoracic  vertebrae,  whereas  it  was  not  when 
the  block  extended  to  the  tenth  thoracic 
vertebra  or  lower. 

These  results  suggest  that  regional  tech- 
nics which  eliminate  the  afferent  limb  of 
the  reflex  urge  to  bear  down  may  be  asso- 
ciated with  a slight  prolongation  of  the 
second  stage.  It  should  be  stressed,  how- 
ever, that  these  regional  procedures,  when 
properly  carried  out,  do  not  diminish  the 
strength  of  the  abdominal  wall  or  the  dia- 
phragm, so  that  these  muscles  can  be  used 
effectively  by  the  parturient  patient  to  in- 
crease intra-abdominal  pressure  sufficiently 
to  deliver  the  infant  spontaneously  if  she 
is  coached  to  do  so.  Obviously,  the  degree 
of  bearing  down  efforts  will  be  determined 
by  the  motivation  of  the  patient  and  a 
thorough  understanding  of  the  reason  why 
she  should  bear  down  effectively.  It  is 
important  to  avoid  confusion  in  the  patient 
by  omitting  heavy  sedation  and  improper 
coaching. 
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IVI  any  forms  of  treatment,  ranging 
from  medications,  active  pendulum  and 
climbing  wall  exercises,  injections,  manipu- 
lations, and  surgery,  have  been  used  for 
limitation  of  motion  of  the  shoulder  joint. 
These  have  met  with  varying  success  but 
have  not  been  complete  and  have  often 
failed. 

Motion  at  the  shoulder  becomes  limited 
following  bursitis  or  injury,  because  the 
arm  is  placed  in  a comfortable  position 
across  the  chest  in  internal  rotation  and 
adduction.  By  the  time  the  acute  symptoms 
have  disappeared,  the  shoulder  joint  is  fixed 
in  varying  degrees  of  internal  rotation  and 
adduction,  with  the  loss  of  complete  external 
rotation  and  abduction,  plus  distinct  limi- 
tation in  placing  the  arm  behind  and  over 
the  head.  In  addition,  exquisite  pain  is 
present  at  the  extremes  of  all  motions. 

It  has  been  learned  through  many  years 
from  many  patients  that  passive  stretching 

Presented  at  the  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Orthopedic  Surgery,  February  11,  1969. 


in  the  ranges  of  limited  motion  restores  the 
motions  to  normal  and  eliminates  the 
chronic  pain.  The  treatment  has  to  be 
carried  out  personally  or  by  a physical 
therapist  trained  in  the  method. 

Treatment 

The  first  maneuver  is  to  stand  behind  the 
patient  sitting  in  a chair.  One  hand  is 
placed  on  the  affected  shoulder,  and  the 
palm  of  the  other  hand  is  placed  below  the 
elbow.  Pressure  is  exerted  downward  on 
the  shoulder  to  prevent  thoracoscapular  mo- 
tion while  the  arm  is  stretched  upward  in 
abduction.  As  the  arm  is  pulled  upward, 
distinct  pain  occurs  in  the  shoulder  joint, 
but  on  lowering  the  arm  the  pain  quickly 
disappears.  The  stretching,  therefore,  needs 
to  be  repetitive  rather  than  sustained. 

The  second  maneuver  is  to  face  the  pa- 
tient, who  is  still  sitting  on  a chair,  and  to 
place  the  palm  of  one  hand  beneath  the 
elbow,  holding  the  wrist  in  supination  with 
the  other  hand,  and  then  passively  to  rotate 
the  shoulder  externally  with  the  arm  held 
to  the  side. 

The  third  maneuver  is  to  stand  the  pa- 
tent against  a wall  with  both  hands  behind 
the  head.  The  elbow  on  the  normal  side  is 
held  against  the  wall  to  prevent  the  patient 
twisting,  while  the  other  hand  passively 
forces  the  opposite  elbow  repetitively  toward 
the  wall. 

The  fourth  maneuver  is  to  leave  the  pa- 
tient in  the  same  position  with  the  normal 
arm  straight  overhead  against  the  wall  and 
then  to  grasp  the  lower  end  of  the  opposite 
humerus  and  passively  force  it  back  and 
forth  toward  the  wall. 

Treatment  should  be  carried  out  three 
times  weekly  with  several  weeks  being  neces- 
sary to  obtain  full  motion.  Improvement 
is  slow,  but  gradually  the  patient  notices  in- 
creased motion  and  decreased  pain.  The 
degree  of  pain  is  directly  related  to  the 
degree  of  limited  motion,  and  the  cardinal 
rule  is  that  as  the  motion  increases  the  pain 
decreases,  and  with  full  motion  the  pain  is 
absent. 
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HE  diagnosis  and  treatment  of  infectious 
vaginitis  present  a number  of  problems  to 
the  physician.  The  clinical  signs  and  symp- 
toms of  nonspecific  (bacterial)  candidal  and 
trichomonal  vaginitis  are  well  understood 
and  described,  but  only  a small  percentage 
of  patients  show  the  classic  signs  of  a 
single  heavy  infection.1  Accurate  diagnosis 
on  the  sole  basis  of  the  clinical  syndrome  is 
not  possible  because  of  a number  of  com- 
plicating factors. 

Some  interfering  factors  can  cause  a 
marked  change  in  the  appearance  of  an 
infected  vagina.2  An  unprescribed  douche 
may  remove  a discharge,  or  repeated  douch- 


ing can  create  a bizarre  picture  of  chemi- 
cal vaginitis  superimposed  on  the  infection. 
The  vagina  and  vulva  may  be  irritated  from 
recent  coitus  without  adequate  artificial  or 
natural  lubrication,  or  there  may  be  a sensi- 
tivity reaction  from  contraceptive  vehicles 
and  devices  or  over-the-counter  creams  and 
ointments.  Frequently  patents  are  seen 
with  a smudge  of  blood  in  the  vagina, 
especially  in  the  pre-  and  postmenstrual 
phase,  a time  when  the  symptoms  of  an 
acute  vaginitis  are  quite  characteristically 
at  a peak.  If  the  presence  of  blood  is  recog- 
nized as  such,  the  appearance  of  the  vaginal 
discharge  obviously  cannot  be  used  as  a 
diagnostic  aid.  In  our  experience  the  or- 
ganism causing  vaginitis  was  not  recognized 
clinically  in  many  cases  because  of  the 
change  in  color  and  consistency  of  the 
vaginal  discharge  because  of  the  presence  of 
minute  traces  of  blood. 

Identification  of  the  specific  etiology  of 
vaginitis  is  further  complicated  by  the  fact 
that  mixed  infections  may  occur;  concur- 
rent appearance  of  Candida  has  been  re- 
ported in  10  to  15  per  cent  of  trichomonal 
infections.3'4  Diagnosis  is  dependent  on 
microbiologic  examination;  several  comple- 
mentary methods  are  usually  employed. 
The  diagnosis  of  bacterial  vaginitis  is  de- 
pendent on  the  identification  of  a heavy  in- 
fection of  a bacterium  after  the  presence 
of  Candida  and  Trichomonas  has  been  ex- 
cluded. However,  because  of  the  pervasive 
nature  of  bacteria  in  the  vagina,  the  patho- 
genicity of  a given  organism  is  doubtful. 
Some  investigators,  particularly  in  the 
southern  states,  attribute  bacterial  infec- 
tions to  Hemophilus  vaginalis,5  6 but  others 
do  not  agree.7'8 

Treatment  presents  problems  as  well. 
Some  of  the  methods  necessary  for  accurate 
diagnosis  are  time  consuming,  and  it  is  not 
always  possible  to  prescribe  a specific  agent 
with  confidence  at  the  time  of  the  first  visit. 
In  many  instances,  overgrowth  of  another 
organism  may  occur  during  treatment,  and 
the  initial  diagnosis  may  change;  Candida, 
for  example,  often  appears  following  institu- 
tion of  therapy  in  patients  being  treated  for 
pure  trichomonal  infections.9-11  Finally, 
vaginitis  is  characterized  by  frequent 
exacerbation  at  menses,12  and  by  repeated 
reinfection  from  the  sexual  partner,  so  that 
cures  are  difficult  to  obtain.13'14 
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The  present  study  was  designed  to  in- 
vestigate in  a selected  New  \ork  City  clinic 
population  a number  of  the  problems  dis- 
cussed previously  in  an  attempt  to  provide 
guidelines  for  diagnosis  and  treatment  of 
vaginitis.  It  embodied  the  following  points: 
determination  of  the  relative  incidence  of 
different  infectious  agents;  comparison  of 
the  results  of  clinical  and  laboratory 
diagnoses;  determination  of  the  changes  in 
pH  of  vaginal  secretions  and  in  exfoliated 
cervical  cell  morphology;  and  determination 
of  the  frequency  of  recurrence  after  menses, 
following  a treatment  schedule  of  relatively 
short  duration. 

Materials  and  methods 

Fifty-five  patients  from  the  gynecology 
outpatient  clinics  of  Misericordia  and  Ford- 
ham  Hospitals  were  admitted  to  the  study. 
They  were  nonpregnant,  between  the  ages 
of  fifteen  and  forty-five  years,  generally 
healthy,  menstruating  normally,  and 
hormonally  in  balance.  All  presented  evi- 
dence of  vaginitis  in  the  form  of  vaginal 
discharge  and  irritation.  None  were  being 
treated  for  vaginitis  at  the  time  of  the  first 
visit.  They  were  screened  for  intelligence 
and  reliability  in  an  attempt  to  insure  co- 
operation. 

The  patients  were  given  an  appointment 
and  told  not  to  douche.  They  were  examined 
at  the  initial  visit,  from  two  to  five  days 
after  the  conclusion  of  treatment,  and  again 
within  five  days  after  the  following  menses. 
Initially  a presumptive  diagnosis  was  made 
on  the  basis  of  past  history,  presenting 
symptoms,  and  gross  clinical  findings. 

Method.  Portions  of  vaginal  secretion 
were  taken  for  examination  on  nonabsorbent 
swabs.  Samples  of  the  secretion  were  sus- 
pended in  2 cc.  of  normal  saline,  and  aliquots 
were  examined  within  two  hours  in  wet- 
mount  slide  preparations  by  phase  contrast 
microscopy.  Thin  smears  were  prepared, 
stained  by  the  Gram  technic,  and  examined. 
Microbiologic  cultures  were  then  inoculated 
on  the  following  media  and  grown  under 
conditions  as  indicated. 

1.  Thioglycolate  broth  cultured  at  37  C. 

2.  Lash  serum  medium,  prewarmed  and  cul- 
tured at  37  C. 

3.  Five  per  cent  sheep  blood  agar  plate,  cul- 
tured at  37  C. 


TABLE  I.  Clinical  diagnosis  based  on  initial 
examination  compared  with  microbiologic 
diagnosis 


Number 

of 

Patients 

Diagnosis 

Initial  Final 

5 

Trichomonas 

Trichomonas 

6 

Bacteria 

Trichomonas 

2 

Candida 

Trichomonas 

10 

Candida 

Candida 

4 

Bacteria 

Candida 

1 

Trichomonas 

Candida 

2 

Trichomonas 

Trichomonas 

Candida 

18 

Bacteria 

Bacteria 

4 

Trichomonas 

Bacteria 

3 

Candida 

Bacteria 

4.  Five  per  cent  sheep  blood  agar  plate,  cul- 
tured at  37  C.  in  an  atmosphere  of  10  per 
cent  carbon  dioxide 

5.  Five  per  cent  sheep  blood  agar  cultured 
at  37  C.  anaerobically 

6.  Chocolate  agar  prepared  with  hemoglo- 
bin and  supplement  B,  cultured  at  37  C. 
in  10  per  cent  carbon  dioxide 

7.  MacConkey  agar,  cultured  at  37  C. 

8.  Brain  heart  infusion  agar  with  Fildes 
enrichment,  cultured  at  37  C. 

9.  Tomato  juice  agar  cultured  at  37  C.  aero- 
bically and  anaerobically. 

10.  Mycosel  agar  cultured  at  22  C.  and  37  C. 

All  plates  were  examined  at  twenty-four 
and  forty-eight  hours,  and  an  attempt  was 
made  to  recover  in  pure  culture  and  identify 
all  organisms.  In  addition,  after  twenty- 
four  hours  of  growth  the  specimens  in 
thioglycolate  and  Lash  serum  medium  were 
transferred  to  the  entire  series  of  agar 
plates  already  indicated  and  the  process 
duplicated.  All  fungi  of  the  genus  Candida 
were  identified  as  to  species  after  isolation 
on  wort  agar  slants  on  the  basis  of  germ 
tube  formation  and  carbohydrate  fermenta- 
tion and  assimilation. 

Vaginal  and  endocervical  secretions  were 
taken  for  cytologic  examination  using  non- 
absorbent swabs.  The  secretions  were  rolled 
onto  microscope  slides  and  fixed  immediately 
in  95  per  cent  alcohol.  Specimens  were 
stained  using  the  technic  of  Papanicolaou. 
All  smears  were  classified  according  to  the 
classical  method  of  Papanicolaou  as  Class  I 
through  Class  V. 

The  pH  was  read  by  one  of  us  and  was 
determined  by  the  color  of  a pH-sensitive 
paper*  and  read  to  a half  pH  point.  The 

* pHydrion,  Micro  Essential  Laboratory,  Brooklyn,  New 
York. 
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TABLE  II.  Bacteria  identified  at  each  visit 


- — — — Number  of  Patients— 

Prior  to 

Second 

Third 

Bacteria 

Diagnosis  (55) 

Visit  (49) 

Visit  (47) 

Alpha-hemolytic  streptococci 

13 

14 

16 

Beta-hemolytic  streptococci 

5 

1 

0 

Gamma  streptococci 

17 

15 

20 

Enterococci  (group  D streptococci) 

10 

19 

10 

Anaerobic  streptococci 

0 

0 

1 

Staphylococcus,  coagulase  negative 

35 

35 

33 

Escherichia  coli 

15 

8 

10 

Proteus  mirabilis 

6 

3 

4 

Aerobacter  species 

3 

5 

7 

Klebsiella  species 

3 

2 

1 

Hemophilus  vaginalis 

7 

2 

1 

Achromobacter  anitratus 

1 

0 

0 

Neisseria  gonorrhoeae 

1 

2 

0 

Bacillus  subtilis 

1 

0 

0 

Bacteroides  species 

1 

0 

0 

Bacillus  species 

6 

9 

4 

Lactobacillus 

0 

1 

0 

No  growth 

1 

0 

2 

patients  were  positioned  so  that  the  pool  of 
vaginal  secretions  was  away  from  the  cervix. 
In  every  case  there  was  enough  moisture 
in  the  pool  to  wet  the  paper. 

Patients  were  given  a preparation  con- 
taining sulfanilamide  15  per  cent,  amin- 
acrine  hydrochloride  0.2  per  cent,  and 
allantoin  2 per  cent  in  a buffered  cream 
base*  and  instructed  to  use  one  applicatorful 
(about  5 Gm.)  nightly  on  retiring.  The 
period  of  treatment  was  set  by  protocol  at 
fourteen  days. 

Results 

Diagnosis.  The  55  patients  were  diag- 
nosed from  the  culture  data:  Candida,  15; 
Trichomonas,  13;  Trichomonas  plus  Can- 
dida, 2;  and  nonspecific  bacterial  infection, 
25. 

There  were  22  patients  (40  per  cent)  in 
whom  presumptive  diagnosis  differed  from 
the  microbiologic  diagnosis  (Table  I).  The 
methods  of  detection  of  Trichomonas  were 
compared:  seen  on  culture,  wet  mount,  and 
Papanicolaou  smears,  8;  seen  on  culture  and 
Papanicolaou  smears,  6;  and  seen  on  culture 
only,  1.  Not  seen  on  culture  but  seen  on  wet 
mount  and  smear,  1 Papanicolaou  smear  sug- 
gestive but  no  confirmation,  4. 

Of  17  patients  with  Candida,  yeast  cells 

* A V C Cream,  The  National  Drug  Company,  Philadel- 
phia, Pennsylvania. 


TABLE  III.  Microbiologic  cure  rates  with  buffered 
cream  base 


- — Cures  of  Total — - 

Before 

After 

Infecting  Organism 

Menses 

Menses 

Candida 

10  of  13 

6 of  10 

Trichomonas 

10  of  11 

4 of  10 

Candida  and  Trichomonas 

2 of  2 

0 of  1 

or  mycelial  elements  were  detected  on  the 
wet  mount  in  only  3. 

In  the  patients  with  bacterial  vaginitis, 
the  pathogenicity  of  the  organism  could  not 
be  ascertained  because  of  the  pervasive  na- 
ture of  some  bacteria  (Table  II).  For  ex- 
ample, Staphylococcus  coagulase  negative 
was  cultured  from  at  least  one  sample  from 
all  but  3 of  the  patients.  The  Candida 
species  included  12  C.  albicans,  3 C.  stella- 
toidea,  and  2 C.  parapsilosis.  No  change 
in  the  bacterial  flora  was  consistent  from 
patient  to  patient,  nor  was  the  flora  con- 
sistent from  visit  to  visit  in  the  same  pa- 
tient. The  Gram  stains  showed  many  more 
organisms  than  were  obtained  by  culture. 

Treatment 

Six  patients  failed  to  return  after  the  first 
visit,  and  2 stopped  treatment  after  a few 
days.  One  considered  herself  cured  and 
discontinued.  The  other  reported  vaginal 
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TABLE  IV.  Clinical  cure  rates  with  buffered  cream  base 


Before  Menses » After  Menses 


Infecting  Organism 

Complete 

Partial 

Failure 

Complete 

Partial 

Failure 

Candida 

13  of  13 

0 of  13 

0 of  13 

8 of  10 

0 of  10 

2 of  1 0 

Trichomonas 

9 of  1 1 

2 of  1 1 

0 of  1 1 

8 of  10 

1 of  10 

1 of  10 

Candida  + Trichomonas 

2 of  2 

0 of  2 

0 of  2 

1 of  1 

0 of  1 

0 of  1 

Bacteria 

15  of  21 

5 of  21 

1 of  21 

13  of  19 

6 of  19 

1 of  19 

TABLE  V.  Papanicolaou  smear  by  diagnosis 


Organism 

Class  I 
throughout 

Class  II 
throughout 

Class  11 
to  Class  I 

Class  I 
to  Class  II 

Class  I 
to  Class 
II  to 
Class  I 

Class  II 
to  Class 

I to 

Class  II 

Bacteria 

10 

1 

5 

4 

2 

0 

Candida 

bacteria 

2 

0 

5 

0 

0 

1 

Trichomonas  + 

bacteria 

0 

2 

1 

1 

0 

1 

Candida 

2 

1 

3 

0 

0 

0 

Trichomonas 

0 

2 

3 

0 

0 

1 

Candida  -f- 

trichomonas 

0 

0 

2 

0 

0 

0 

Totals 

14 

6 

19 

5 

2 

3 

burning  and  discontinued  medication,  al- 
though no  evidence  of  irritation  was  seen 
on  examination.  The  results  in  the  remain- 
ing 47  patients  are  shown  in  Tables  III  and 
IV. 

Results  of  treatment  for  candidal  and 
trichomonal  vaginitis,  based  on  microbio- 
logic evaluation,  are  depicted  in  Table  III, 
and  the  clinical  cure  rates,  based  on  evalu- 
ation of  symptomatic  relief  and  disappear- 
ance of  gross  evidence  of  vaginitis  in  Table 
IV.  Seven  of  the  patients  did  not  return 
for  evaluation  after  menses. 

Clinical  cure  rates  for  trichomonal  and 
candidal  vaginitis  are  in  agreement  with  the 
microbiologic  results.  In  the  7 patients  who 
showed  recurrence  of  Trichomonas  or  Can- 
dida after  menses,  discharge  had  increased 
from  the  post-treatment  level  in  5,  but  other 
symptoms  had  not  recurred.  One  patient 
reported  a side-effect,  as  has  been  reported. 

Papanicolaou  smears 

The  smears  were  evaluated  for  epithelial 
atypia  as  well  as  for  microorganisms.  In 
general  the  clinical  progress  correlated  with 
the  atypia,  although  the  clinical  improve- 
ment preceded  the  changes  seen  on  the 


smear.  In  Table  V,  the  progress  of  the 
patients  is  shown  according  to  diagnosis. 

Of  the  entire  group  who  had  a positive 
culture  for  Trichomonas  at  the  start  of 
therapy,  14  of  15  were  Class  II  and  the  fif- 
teenth became  Class  II  when  the  treatment 
was  a failure.  The  other  4 patients  who 
went  from  Class  I at  start  to  Class  II  after 
post-treatment  menses  were  diagnosed  as 
having  bacterial  infections,  but  in  2 there 
was  an  intervening  infection  with  Tricho- 
monas at  one  and  a half  months  and  at  six 
months,  and  in  1 with  Candida  after  one 
month.  The  final  patient  was  Class  II  im- 
mediately after  treatment  as  well  as  one 
month  later. 

pH 

At  every  visit,  the  pH  of  the  vaginal  se- 
cretions was  tested.  The  values  ranged 
from  3 to  9,  but  no  correlation  could  be 
made  with  the  volume  of  vaginal  pool,  with 
the  severity  and  type  of  infection,  with  the 
clinical  or  microbiologic  progress,  nor  with 
the  stage  in  the  menstrual  cycle. 

The  mean  and  range  are  shown  by  diag- 
nosis in  Table  VI.  The  final  values  may  be 
misleading  because  11  of  the  patients 
douched  after  menses  in  spite  of  their  in- 
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TABLE  VI.  Mean  and  range  of  vaginal  pH  by  diagnosis 


Positive  Initial 

pH  prior  to  Diagnosis 

pH  after  Diagnosis 

pH  after  Menses 

Culture 

Mean 

Range 

Mean 

Range 

Mean 

Range 

For  Trichomonas  (15)* 

5.8 

3 . 0-8 . 0 

5.5 

4 . 5-9 . 0 

5.2 

40-6.0 

For  Candida  (13)* 

5.0 

3 . 0-7 . 0 

5.0 

3 . 0-9 . 0 

4.7 

30-6.0 

Nonspecific  bacteria  (21) 

5.7 

4 . 0-8 . 0 

5.3 

30-7.0 

4.9 

3. 0-7.0 

* Two  patients  included  in  both  groups. 


structions.  The  mean  value  for  these  pa- 
tients was  4.6. 

Comment 

Pertinent  information  was  obtained  in  the 
study  on  all  the  questions  asked.  The  most 
prevalent  single  disease  entity  was  nonspe- 
cific bacterial  vaginitis.  Twenty-five  pa- 
tients, representing  about  45  per  cent,  were 
diagnosed  as  having  had  this  condition.  In- 
cidence of  Trichomonas  and  Candida  was 
about  equal  in  the  remainder  of  the  group. 

The  bacteria  isolated  covered  a wide  range 
of  types;  however,  the  findings  did  not  in 
general  agree  with  other  reports.  The  high 
incidence  of  Staphylococcus  coagulase  nega- 
tive has  not  been  observed  by  others.  We 
obtained  cultures  of  alpha  hemolytic  and 
gamma  streptococcus  frequently,  which  was 
not  unexpected.  However,  lactobacilli  sur- 
prisingly wei'e  almost  entirely  absent  from 
our  cultures.  They  did  not  grow  on  any  of 
the  starting  cultures,  on  only  one  of  the 
post-treatment  cultures,  and  on  none  of  the 
postmenses  cultures.  We  have  no  explana- 
tion for  this  finding,  it  spite  of  specific 
search  for  these  organisms. 

The  failure  to  correctly  diagnose  Tricho- 
monas from  clinical  impression  and  wet 
mount  has  been  reported  by  others,6'15  but 
was  still  unexpected.  Our  findings  also  re- 
fute the  textbook  statements  that  cultures 
are  not  necessary  for  diagnosis.1'4'16'17  The 
clinical  signs  of  a heavy  infestation  are  un- 
mistakable, but  in  lesser  cases  they  are  simi- 
lar to  the  signs  in  other  types  of  infection. 
The  failure  of  wet-mount  determinations 
may  be  due  to  the  interference  factors  men- 
tioned before.  It  is  possible  that  the  1 pa- 
tient with  a positive  wet  mount  and  nega- 
tive culture  was  a culture  failure.  It  may 
have  been  a light  infection  in  the  presence 
of  Candida  albicans  and  a heavy  bacterial 
population. 

The  predictions  of  bacterial  infection  were 


fair.  There  was  no  correlation  between  ac- 
curacy of  clinical  diagnosis  and  the  particu- 
lar bacteria  which  were  found  on  culture. 
Specific  efforts  were  made  to  culture  Hemo- 
philus vaginalis.  This  organism  was  found 
in  7 of  the  22  patients  in  contrast  to  other 
reports  of  up  to  90  per  cent.5  Our  clinical 
diagnosis  of  candidal  infections  was  fairly 
accurate,  particularly  with  C.  albicans.  Can- 
dida was  seldom  seen  in  the  wet-mount  prep- 
arations. Three  of  the  5 missed  Candida 
cases  were  infections  with  species  other  than 
C.  albicans.  In  none  of  the  three  main  etio- 
logic  categories  of  infection  was  the  diag- 
nosis by  inspection,  even  when  the  wet 
mount  was  added,  sufficiently  accurate  to  be 
considered  dependable. 

Our  results  with  pH  of  vaginal  secretions 
cannot  be  explained  in  relation  to  the  litera- 
ture. Douching  may  possibly  have  modified 
the  vaginal  pH,  but  according  to  Glynn18  the 
effect  is  only  fleeting.  One  patient  with 
mixed  trichomonal  and  candidal  infection, 
who  thus  appears  twice  in  the  table,  is  an 
example.  Her  pH  values  were  3 at  the  start, 

9 immediately  after  treatment,  and  4 after 
menses.  She  stated  that  she  had  douched 
before  the  last  visit  but  not  before  the  ini- 
tial examination.  With  this  exception,  the 
highest  recorded  pH  value  was  8. 

The  clinical  results  in  trichomonal  vagi- 
nitis indicated  that  suppression  of  symptoms 
and  signs  could  be  achieved,  but  the  dura- 
tion of  relief  is  not  known.  The  broad  spec- 
trum agent  when  used  for  two  weeks  was 
inadequate  for  microbiologic  control  of 
Trichomonas  in  more  than  half  of  the  pa- 
tients. In  actual  practice  the  mode  of  the 
duration  of  treatment  in  the  study  was 
seventeen  days,  with  an  average  of  0.61 
days  of  treatment  having  been  missed  dur- 
ing this  period.  In  candidal  vaginitis,  9 of 

10  patients  with  C.  albicans  had  negative 
cultures  after  treatment,  but  in  2 the  culture 
reverted  to  positive  a month  later  (Table 
III).  The  3 patients  with  C.  stellatoidea 
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had  microbiologic  cures,  while  the  2 with 
C.  parapsilosis  were  failures.  In  our  cur- 
rent use  of  this  preparation  we  continue 
treatment  through  a full  menstrual  cycle  to 
reduce  the  rate  of  recurrence. 

There  were  3 cases  of  gonorrhea  proved 
by  smear  and  culture  which  were  not  ap- 
parent clinically. 

Summary 

Clinical  diagnosis  was  compared  with 
microbiologic  findings  in  a group  of  55 
clinic  patients.  The  clinical  impression  dif- 
fered from  the  laboratory  diagnosis  in  40 
per  cent  of  the  patients.  The  wet  mount 
was  found  to  be  inadequate  in  the  diagno- 
sis of  Trichomonas  as  well  as  in  Candida 
vaginitis.  Bacteria  were  the  causative  or- 
ganisms in  45  per  cent,  with  Candida  and 
Trichomonas  about  equal  in  the  remainder. 
Cell  atypia  as  determined  by  examination  of 
the  Papanicolaou  smears  diminished  with 
clinical  treatment.  The  pH  of  the  vaginal 
secretions  varied  widely  and  showed  no  re- 
lationship to  the  phase  of  the  menstrual 
cycle,  the  type  of  infection,  or  the  volume 
of  the  secretions.  Treatment  for  two  weeks 
with  a broad  spectrum  antimicrobial  cream 
gave  good  clinical  relief  in  all  but  one  pa- 
tient. The  treatment  proved  inadequate  to 
prevent  postmenstrual  recurrence  of  tricho- 
moniasis. Microbiologic  results  were  good 
in  Candida  infections  and  were  indetermi- 
nate in  nonspecific  bacterial  vaginitis.  The 
results  of  this  study  suggest  that  a single 


Story  told  by  Osage  Indians 

In  the  beginning  there  were  only  two  kinds  of 
people:  earth  people  and  sky  people.  The  earth 

people  lived  in  ragged  dirty  teepees  and  threw  all 
their  garbage  out  the  front  door.  The  sky  people 
realized  that  if  the  earth  people  kept  messing  up 
their  environment  they  would  all  die,  so  the  sky 
people  came  down  and  began  to  live  with  the 
earth  people  and  show  them  how  to  live  and  ar- 


broad  spectrum  vaginal  cream  is  helpful  in 
the  treatment  of  all  three  types  of  infectious 
vaginitis  studied. 
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range  their  villages  and  how  to  get  rid  of  their 
garbage. 

This  story  told  by  the  Osage  Indians  dates 
back  to  the  1600s,  but  it  seems  pertinent  to  the 
very  questions  we  are  facing  now.  What  does 
one  do  with  the  worn  out  car?  What  does  one 
do  with  the  effluent  of  an  exhaust  pipe  and  so 
on? 

What  it  finally  comes  to,  and  this  is  what  the 
Osages  found  out,  is  individual  responsibility. 
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Quring  the  past  year  an  investigation  was 
made  of  the  hardware  and  software  re- 
quired to  automate  the  clinical  areas  of  a 
hospital.  Personnel  at  our  hospital,  and 
other  hospitals,  were  contacted  to  derive  a 
formula  that  would  permit  a major  im- 
provement in  patient  care  at  a minimum 
cost. 

Based  on  concepts  defined  by  physicians 
and  nurses  involved,  a series  of  meetings 
were  conducted  with  salesmen  and  engi- 
neers of  seven  computer  manufacturers. 

These  meetings  indicated  to  us  that  a 
computer  system  of  the  type  normally  avail- 
able in  the  range  of  $250,000  purchase 
price  was  incapable  of  providing  all  of  the 
on-line  clinical  data  collection  and  patient 
monitoring  we  desired  while  simultaneously 
doing  the  normal  business  office  functions 
in  a background-foreground  operation.  A 
somewhat  unusual  computer  system,  shown 
in  block  diagram  form,  was  designed  (Fig. 
1). 

Presented  at  tlie  163rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session 
on  Data  Processing  in  Medicine,  February  9,  1969. 


We  are  using  a SEL  (Systems  Engineer- 
ing Laboratories)  computer  system  for  our 
main  facility.  The  system  consists  of: 

1 — 810A  computer  with  16-K.  word 
memory 

1 —  1.5  million  word  disk  unit 

2 —  Medium  speed  40-KC.,  800  bits  per 

inch  tape  units 

1 — 300  cards  per  minute,  card  reader 
1 — 300  lines  per  minute,  printer 
1 — Digital  plotter 

This  system  in  conjunction  with  several 
electronic  control  units  designed  and  con- 
structed in  our  laboratory  connects  with  two 
small  computers.  One  satellite  computer,  a 
SEL  810A  with  8 K.  words  of  memory  and 
a disk  unit,  is  being  connected  to  auto- 
analyzers in  the  clinical  pathology  depart- 
ment for  on-line  data  entry. 

On  the  satellite  computer  all  service  de- 
partments will  be  able  to  enter  data  onto  a 
patient’s  page.  Display  units  on  the  wards 
will  be  able  to  call  a patient’s  page  and  get 
a specific  report  by  dialing  the  patient’s  hos- 
pital number  and  the  service  department 
number.  Our  experience  thus  far  indi- 
cates an  access  time  of  from  one  to  five 
seconds  depending  on  what  calculations  the 
computer  was  doing  at  the  time  an  inquiry 
was  made. 

Because  of  the  system  design  and  the 
special  control  modules  we  developed,  an 
almost  unlimited  number  of  laboratory  in- 
struments and  keyboards  can  enter  data  to 
the  computer.  All  input  devices  are  checked 
1,000  times  a second  to  see  if  they  have  any 
data  ready. 

The  data  entry  devices  and  television-like 
display  units  have  been  designed  by  us 
specifically  for  operation  in  a hospital  at 
minimum  cost. 

A special-purpose  BASP  (biomedical  ana- 
log signal  processor)  has  been  under  de- 
velopment for  eight  months.  This  com- 
puter has  been  designed  to  be  connected  di- 
rectly to  a patient  and  accept  analog  signals 
for  processing. 

The  two  smaller  computers  are  connected 
to  the  central  computer  and  can  interrupt 
the  central  computer  as  desired  to  pass  on 
information  for  long-term  storage  or,  for 
example,  generation  of  reports. 

During  the  time  that  the  central  corn- 
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FIGURE  1.  Block  diagram  of  computer  system. 


puter  is  not  being  interrupted,  it  will  be 
used  to  do  all  the  usual  business  office  func- 
tions, such  as  patient  billing  and  any  neces- 
sary quality  control  calculations. 

We  have  been  writing  programs  and  con- 
structing the  special  modules  for  data  entry 
and  retrieval  since  July,  1968.  A peak 
reader  for  autoanalyzers  has  been  in  op- 
eration since  November,  1968.  This  unit 
digitizes  the  peak  value  obtained  from  the 
analyzer  and  dumps  this  test  result,  along 
with  a patient’s  accession  number,  onto  a 
common  data  bus  system  which  will  connect 
all  of  the  clinical  laboratories  to  the  input 
of  the  satellite  computer.  This  data  bus 
has  been  operated  over  a distance  of  2,000 
feet  and  can  check  up  to  256  devices  for 
data  input  at  a rate  of  25,000  entries  per 
second. 

These  data  from  all  the  automated  and 
nonautomated  analyzers  are  held  in  buffer 
storage  until  the  computer  can  do  the  re- 
quired calculations  and  put  the  test  results 
onto  a patient’s  page. 

Each  clinical  department  has  a separate 
patient’s  page  on  the  satellite  computer  for 
each  patient  on  whom  a test  has  been  done 
for  that  day.  If  a physician  on  the  wards 
wants  an  x-ray  report,  for  example,  he  can 
select  that  page  and  see  it  displayed  on  the 
television  screen. 

Display  units  are  being  constructed  for 
use  on  the  urards,  and  several  with  keyboards 
will  be  used  for  direct  data  entry  from 


clinical  service  departments.  We  are  start- 
ing with  four  display  units  and  will  con- 
struct additional  ones  if  these  prove  satis- 
factory from  a cost  and  performance  view- 
point. 

The  biomedical  analog  signal  processor  is 
a special-purpose  computer  with  extreme 
computational  speed.  It  is  a decimal  ma- 
chine with  the  ability  to  do  ten  channels  of 
computation  simultaneously  up  to  about  50 
million  total  calculations  per  second.  The 
objective  is  to  provide  on-line  operation  on 
analog  signals  obtained  from  patients.  For 
some  of  the  more  difficult  procedures  we  en- 
vision doing,  such  as  locating  the  precise 
point  in  a brain  where  signals  due  to  Par- 
kinson’s disease  terminate,  we  require  the 
fast  speed  of  the  processor  if  an  on-line  real 
time  analysis  is  to  be  done.  Presently  we 
are  interfacing  this  processor  with  a fast 
access  memory  drum  to  provide  additional 
memory  capability  so  that  many  channels 
of  slow-moving  data,  electrocardiograms, 
electroencephalograms,  and  breathing  rate, 
for  example,  can  be  handled  on  a time- 
shared  basis.  The  channels  are  to  be 
handled  in  a block  form  where  10  channels 
of  data  enter  and  leave  the  processor  at  the 
same  time.  Because  all  channels  are  avail- 
able at  all  times,  whether  used  or  not,  there 
is  no  interaction  between  the  channels. 
We  have  selected  1,000  data  points  per  ana- 
log curve  as  being  adequate  for  calculating 
purposes. 
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The  satellite  computer  and  BASP  will 
do  the  normal  on-line  processing  and  when 
necessary  interrupt  the  central  computer 
facility  to  store  data  for  later  retrieval  or 
analysis,  such  as  for  cumulative  reports. 
Other  than  the  time  it  is  being  interrupted, 
about  two  hours  a day,  the  central  com- 
puter system  will  do  all  of  the  normal 
business  office  functions  such  as  accounting 
and  inventory. 

As  the  SEL  computer  only  operates  in 
assembly  language  and  Fortran  IV,  we  have 
written  some  special  subroutines  which  can 
be  called  by  a Fortran  statement  and  which 
then  do  decimal  arithmetic  up  to  10  digits, 
for  the  business  operations. 

Comment 

We  are,  at  present,  a 300-bed  hospital  with 
300  outpatients  a day.  Approximately  3,000 
clinical  tests  are  run  each  day.  The  com- 
puter system  as  presently  assembled  has 
sufficient  capacity  to  handle  a 500-bed  hos- 
pital and  7,000  tests  a day. 

The  central  computer  facility  costs  $150,- 
000.  This  system  will  operate  about  two 


Risks  of  smallpox  vaccination 

The  risks  of  smallpox  vaccination  as  cur- 
rently practiced  in  the  United  States  are  con- 
siderable warns  J.  M.  Lane  et  al.  in  the  April 
20  issue  of  Journal  of  the  American  Medical 
Association.  The  authors  review  68  deaths 
from  complications  of  smallpox  vaccination  in 
the  nine  years,  1959  to  1966,  and  the  year  1968. 
An  average  of  7.5  vaccinia-related  deaths  oc- 
curred in  each  of  these  years.  Sixty  of  the 
deaths  occurred  in  previously  unvaccinated  pa- 
tients who  died  after  primary  vaccination  or 


hours  a day  for  storage  and  print  out  of 
cumulative  reports  using  data  from  the 
satellite  computers.  This  leaves  six  hours  a 
day  for  business  office  functions  and  inven- 
tory control. 

The  810A  satellite  unit  costs  $60,000. 
Data  entry  units  cost  $1,000  per  autoana- 
lyzer and  $300  per  nonautomated  device 
such  as  a pH  meter  or  a keyboard  for  clear 
text  data  such  as  x-ray  or  pathology  re- 
ports. Display  units  are  expected  to  cost 
about  $3,000  when  manufactured.  Our  in- 
ternal cost  is  $1,200  each. 

BASP  has  an  estimated  manufactured 
cost  of  $40,000,  but  this  depends  on  the 
number  of  patient  data  channels  which  are 
to  be  handled.  Several  hundred  data  chan- 
nels can  be  processed  if  no  signals  faster 
than  electrocardiograms  are  sent  to  the  com- 
puter. 

It  seems  at  this  time  that  a reasonably 
sophisticated  hospital  computer  can  be 
assembled  for  between  $250,000  and  $300,- 
000  depending  on  the  number  of  data  entry 
and  display  terminals  and  whether  real  time 
patient  monitoring,  using  a processor  such 
as  BASP,  is  to  be  done. 


after  vaccinia  acquired  by  contact  with  persons 
recently  vaccinated.  Eight  deaths  were  asso- 
ciated with  revaccination. 

Although  children  under  one  year  received 
only  12  per  cent  of  all  primary  vaccinations  on 
a nation-wide  scale,  they  accounted  for  40  per 
cent  of  deaths  associated  with  primary  vaccina- 
tion. 

The  only  way  to  reduce  deaths  from  smallpox 
vaccinations  is  to  eliminate  all  vaccinations  of 
children  under  two  years  and  reduce  the  num- 
ber of  childhood  primary  vaccinations.  Contra- 
indications should  include  not  only  eczema  in 
the  patient  but  in  members  of  his  household  as 
well. 
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Pathogenesis  of  Celiac 
Disease  in  Adults 

Compatibility  of  Immunologic 
and  Enzyme-Defect  Theories 


LAWRENCE  S.  REED 
Riverdale,  New  York 


I he  pathogenesis  of  celiac  disease  in 
adults,  also  called  nontropical  sprue  and 
idiopathic  steatorrhea,  remains  uncertain 
despite  much  recent  research.  However,  the 
use  of  more  refined  methods  of  immuno- 
assay, histochemical  analysis,  and  enzyme 
studies  has  shed  some  light  on  the  nature 
of  the  disease. 

It  has  been  known  for  some  time  that  a 
gluten-free  diet  will  lead  to  complete  free- 
dom from  symptoms  in  adults  with  celiac 
disease.  In  only  a matter  of  days  following 
the  institution  of  a gluten-free  diet,  there  is 
cessation  of  diarrhea,  decrease  in  abdominal 
distention,  and  return  of  physical  strength. 
The  patient  regains  a normal  appetite  and 
gains  weight  rapidly.  Subsequent  biochemi- 
cal analyses  demonstrate  that  the  serum 
levels  of  hemoglobin,  calcium,  carotene,  al- 
bumin, and  plasma  prothrombin,  often  low 
in  celiac  disease,  return  to  normal  levels. 
Fat  and  D-xylose  absorption  become  normal. 
Significantly,  intestinal  biopsy  reveals  that 
the  deranged  proximal  small-bowel  mucosa 

Thesis  presented  March  18,  1969,  at  a conference  of  the 
Division  of  Gastroenterology,  Long  Island  College  Hospital, 
Brooklyn,  New  York.  This  thesis  was  in  partial  fulfillment 
of  the  requirements  of  a senior  elective  course  in  gastro- 
enterology. 


6/wfeA  ^ vive 

JO*\C 


GiZi.-C'i < rw) 

.TO»»C 


rtmots 
C 

TO»lC 


© oesrtoY  tvkooe  6ouos 


FIGURE  1.  Pathogenecity  of  gluten  and  frac- 
tions. 


of  celiac  disease  often  returns  almost  fully 
toward  a normal  gross  and  histologic  state.1 

So  dramatic  is  the  change  in  the  patient’s 
physical  and  anatomic  state  following  the 
introduction  of  a gluten-free  diet  in  adults 
with  celiac  disease  that  it  even  has  differen- 
tial diagnostic  value.  One  cannot  help  but 
wonder  at  the  pathogenic  mechanism  in- 
volved. With  the  advent  of  more  intricate 
methods  of  biochemical  analysis,  we  are 
rapidly  learning  more  about  the  role  that 
gluten  and  its  separable  components,  such  as 
gliadin,  play  in  the  mechanism  and  course 
of  this  disease. 

Nature  of  gluten  and  related  compounds 

Gluten  is  a complex  mixture  of  nine  elec- 
trophoretically  separable  proteins  with  vary- 
ing molecular  weights.  If  it  is  treated  with 
70  per  cent  ethanol,  the  alcohol-soluble  por- 
tion, gliadin,  can  be  separated  into  eight 
electrophoretic  bands.  Both  gluten  and  glia- 
din readily  induce  symptoms  and  steatorrhea 
in  patients  with  celiac  disease.  However, 
complete  acid  hydrolysis,  as  well  as  deami- 
dation, renders  gliadin  harmless  to  patients 
with  celiac  disease.  Peptic  and  tryptic  di- 
gests of  gliadin  including  their  dialysates 
or  ultrafiltrates  still  cause  an  abnormal  in- 
crease in  fat  excretion  in  patients  with  ce- 
liac disease  but  not  in  normal  persons.  Re- 
cently, however,  it  has  been  shown  that  these 
digests  of  gliadin  lose  their  toxicity  after 
fui'ther  digestion  by  extracts  of  fresh  small- 
intestinal  mucosa  of  hog  or  by  crude  pa- 
pain (Fig.  1)  ,x 
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In  a careful  chemical  study  of  the  ultrafil- 
trates of  each  step  of  enzymatic  digestion  of 
gliadin,  Krainick  and  Mohn2  have  calculated 
that  the  molecular  weight  of  the  peptides  ob- 
tained ranges  from  600  to  940,  the  lowest 
being  due  to  the  trypsin-papain  digestion. 
Because  the  ultrafiltrate  of  the  peptic-tryp- 
tic digest  was  still  toxic,  Krainick,  et  al., 
have  concluded  that  the  celiac-active  pep- 
tides are  of  low  molecular  weight,  consist- 
ing of  6 to  8 amino  acids,  and  that  they 
contain  glutamine  and  proline.  Glutamine, 
(free  and  total)  has  been  shown  to  increase 
after  a gliadin  load  in  normal  persons  and 
in  patients  with  celiac  disease.  Similarly, 
Roon  and  Haex3  have  shown  that  acidic  pep- 
tides obtained  from  the  acetone  precipitate 
of  the  peptic-tryptic  digest  of  gliadin  are 
toxic,  and  that  destruction  of  many  disulfide 
bonds  does  not  eliminate  their  toxicity.  In 
spite  of  these  studies,  no  one  has  described 
the  specific  toxic  peptide  or  its  amino  acid 
sequence.  Such  an  observation  will  make  it 
possible  to  synthesize  this  substance  and  use 
it  as  a substrate  in  studying  the  amidase  or 
peptidase  activity  of  the  mucosa  of  normal 
persons  and  patients  with  celiac  disease.  In 
this  way  a deficiency  or  absence  of  a specific 
enzyme  might  be  elucidated.  It  has  been 
theorized  that  celiac  disease  in  adults  re- 
sults from  an  enzyme  deficiency  that  allows 
incompletely  digested  and  supposedly  toxic 
peptides  to  be  absorbed.4  There  is  also  the 
viewpoint,  however,  that  this  disease  has  an 
immunologic  basis.  I will  discuss  the  im- 
munologic mechanism  first  and  then  the  en- 
zyme theory  of  pathogenesis. 

Immunologic  theory 

The  immunologic  effects  of  gluten  and 
gliadin  have  been  well  studied.  Many  in- 
vestigators have  shown  that  patients  with 
celiac  disease  produce  antibodies  to  food  pro- 
teins such  as  gluten,  gliadin  and  fractions 
thereof,  and  milk  proteins.  Antibodies  that 
precipitate  the  Gli-I  fraction  of  gliadin  are 
found  in  patients  with  celiac  disease  and 
often  in  members  of  their  family  but  rarely 
in  other  individuals. 

It  has  been  observed  that  there  are  at 
least  six  distinct  antigenic  constituents  of 
gliadin  that  are  capable  of  producing  pre- 
cipitin responses  in  patients  with  celiac  dis- 
ease, but  the  Gli-I  fraction  is  the  most  po- 


tent inducer  of  antibody  formation.  All  of 
the  antigenic  components  of  gliadin,  how- 
ever, are  of  approximately  the  same  size  and 
have  similar  amino  acid  compositions,  with 
high  levels  of  glutamine  and  proline,  as  has 
been  previously  mentioned.  Breaking  the 
disulfide  bonds  in  gliadin  does  not  signifi- 
cantly change  the  molecular  weight.  It  does, 
however,  change  the  mobility  of  the  compo- 
nents as  observed  in  gel  electrophoresis. 

Beckwith  and  Heiner4  used  microimmuno- 
diffusion technics  to  study  sera  from  adult 
patients  with  celiac  disease.  The  sera 
served  as  a source  of  precipitins  to  gluten, 
glutenin,  gliadin,  gliadin  components,  and 
derivatives  of  gliadin  and  gliadin  compo- 
nents. 

The  gliadin  was  analyzed  and  purified, 
and  the  disulfide  bonds  of  gliadin  and  its 
components  were  reduced  and  subsequently 
reformed  under  conditions  of  differing  pro- 
tein concentration.  This  was  done  to  pro- 
vide a means  of  evaluating  the  relationship 
of  protein  structure  as  stabilized  by  specific 
disulfide  bonds  to  immunologic  properties. 
The  amide  and  free  carboxyl  groups  in  glia- 
din were  converted  to  methyl  esters  to  de- 
termine whether  or  not  polar  groups  were 
involved  in  the  antigenicity  of  the  frac- 
tions. 

The  results  showed  that  gliadin  antigen- 
icity depends  on  the  presence  of  disulfide 
bonds.  Reduction  of  the  disulfide  bonds  in 
gliadin  and  alkylation  of  the  liberated  sulf- 
hydryl  groups  with  acrylonitrite  completely 
destroyed  the  precipitating  properties  of 
gliadin.  The  specific  folding  of  the  gliadin 
chains  is  essential  to  the  antigenicity  as 
well.  This  is  demonstrated  by  the  fact  that 
the  precipitating  antigenicity  of  the  Gli-I 
fraction  which  is  destroyed  by  a reduction 
and  alkylation  procedure — this  disrupted  the 
intramolecular  bonds — was  largely  restored 
by  reoxidation  at  dilute  protein  concentra- 
tions. 

The  antigenicity  may  be  markedly  re- 
duced by  the  conversion  of  aspartic  acid  or 
asparagine  and  glutamic  acid  or  glutamine 
residues  to  methyl  ester  derivatives  of  as- 
partic and  glutamic  acid.  This  suggests 
that  the  polar  end  groups  of  the  amino  may 
have  immunologic  significance. 

Of  practical  value,  the  study  of  Beckwith 
and  Heiner,4  not  only  demonstrated  the  anti- 
genic properties  of  the  specific  proteins,  but 
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also  reported  that  the  Gli-I  fraction  (the 
most  potent  antigenic  fraction)  may  serve 
as  a diagnostic  aid  in  that  it  elicits  the  pre- 
cipitin phenomenon  in  the  serum  of  pa- 
tients with  celiac  disease.  To  date,  a skin 
response  to  Gli-I  has  not  been  demon- 
strated.4 

Alarcon-Segovia  et  al.r‘  made  an  immuno- 
logic study  of  34  patients  with  celiac  disease. 
Also  evaluated  were  92  patients  who  had 
other  diseases  but  not  celiac  disease.  They 
observed  high  titers  of  antibody  to  the  glu- 
ten III  fraction  in  16  of  the  34  patients  with 
celiac  disease.  No  titers  were  observed  in 
the  92  patients  without  celiac  disease.  The 
titer  was  higher  in  those  patients  on  a diet 
containing  gluten  than  it  was  in  those  pa- 
tients on  a gluten-free  diet.  All  but  2 of 
the  patients  with  celiac  disease  who  had 
negative  titers  were  on  gluten-free  diets  at 
the  time  the  blood  samples  were  drawn.  The 
antigen  involved  is  a peptic-tryptic  digest  of 
gluten  with  a molecular  weight  of  820  to 
928. 

Increased  permeability  of  the  damaged 
small-intestinal  mucosa  to  dietary  antigens 
has  been  suggested  as  the  pathway  by  which 
the  immunologic  nature  of  the  disease  is 
established.6  Histologically,  one  observes 
that  there  is  a reduction  of  the  mucosal 
surface  with  blunting  or  complete  loss  of 
villi  and  flattening  or  pseudostratification  of 
the  superficial  epithelial  cells  with  cyto- 
plasmic and  nuclear  degeneration  and  vary- 
ing degrees  of  loss  of  microvilli.  Lympho- 
cyte and  plasma  cell  infiltration  is  usually 
apparent  in  the  lamina  propria  as  well  as  in 
the  surface  epithelium.  The  adjacent  crypt 
epithelium  is,  by  contrast,  normal  in  appear- 
ance. The  degree  of  villous  atrophy  in  the 
proximal  jejunum  does  not  appear  to  corre- 
late with  the  clinical  status  of  the  patient 
with  untreated  celiac  disease.  The  villi  may 
eventually  attain  a normal  or  near-normal 
configuration  after  the  start  of  a gluten- 
free  diet,  but  this  generally  occurs  after 
clinical  improvement,  which  is  usually  evi- 
dent within  a few  days  or  weeks  after  glu- 
ten withdrawal.7 

The  high  antibody  titers  may  occur  be- 
cause of  several  reasons.  One  may  consider 
that  the  state  of  hypersensitivity  to  the  die- 
tary antigen  either  causes  or  perpetuates 
the  disease.  Indeed,  there  is  the  possibility 
that  there  is  no  relationship  between  the 


high  titers  and  the  pathogenesis  or  perpetua- 
tion of  the  disease.  It  is  generally  held  by 
the  proponents  of  the  immunologic  theory  of 
disease  that  the  high  titers  are  an  index  of 
an  increased  absorption  of  proteins,  perhaps 
due  to  decreased  proteolysis  in  the  damaged 
mucosa.  Against  this  argument  is  the  fact 
that  one  does  not  observe  a high  titer  in  pa- 
tients with  pernicious  anemia  in  which  gas- 
tric proteolysis  is  decreased.  Also,  there  is 
the  fact  that  the  antibody  titer  is  not  in- 
creased in  patients  with  pancreatic  steator- 
rhea. Thus,  one  must  conclude  that  the  de- 
fective digestion  of  protein  does  not  in  itself 
predispose  to  the  development  of  high  titers 
of  antibodies  to  the  gluten  fractions. 

There  are  other  facts  that  serve  to  di- 
minish the  significance  of  damaged  intesti- 
nal mucosa  as  a contributing  mechanism  to 
high  antibody  formation.  Peroral  intestinal 
suction  biopsy  has  demonstrated  that  there 
is  no  correlation  between  the  level  of  circu- 
lating antibody  and  the  length  of  history,  the 
degree  of  mucosal  abnormality,  or  for  that 
matter  with  the  level  of  fecal  fat  excretion. 
No  direct  relationship  has  been  observed  be- 
tween the  decreased  level  of  enzymes  and 
mucosal  damage.  If  increased  absorption 
of  protein,  through  damaged  proximal  small- 
bowel  mucosa,  is  at  the  root  of  the  high 
antibody  titers  in  celiac  disease  and  ulcera- 
tive colitis,  it  is  indeed  surprising  that  the 
levels  of  circulating  antibody  are  normal  in 
patients  with  regional  enteritis  in  which 
there  is  significant  mucosal  damage. 

Alarcon-Segovia  et  al.5  performed  a case 
study  in  which  they  observed  that  15  out  of 
33  patients  with  celiac  disease  had  antibodies 
specific  for  casein  and  beta-lactoglobulin. 
Twelve  of  the  15  patients  showed  positive 
results  for  antibodies  to  gluten  III  fractions. 
Only  8 out  of  92  patients  without  celiac  dis- 
ease showed  positive  titer  results  for  casein, 
and  none  had  positive  results  for  gluten  III 
fractions. 

The  relationship  between  milk  antibodies 
and  gluten  ingestion  indicates  that  these 
antibodies  occur  secondarily  to  the  local 
toxic  action  of  unaltered  gluten  fractions  in 
the  intestinal  wall  of  the  patients  with 
celiac  disease  (Table  I).3  Patients  without 
celiac  disease  had  no  titer  for  gluten  III 
fractions  and  low  titers  for  the  milk  pro- 
teins. These  findings  support  the  hypothe- 
sis that  the  basic  defect  in  celiac  disease  oc- 
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TABLE  I.  Per  cent  of  patients  with  positive  titers 


Antibodies 

Gluten 

Diet 

Gluten-Free 

Diet 

With 

Celiac  Disease 

Without 

Celiac 

Disease 

Gluten  III 

89 

8 

48 

0 

Casein 

75 

18 

46 

10 

B-Lactoglobulin 

94 

63 

78 

20 

curs  at  the  level  of  the  intestinal  mucosa 
cell,  and  that  as  a consequence  of  this  defect 
incompletely  degraded  polypeptides  are  ab- 
sorbed into  the  circulation  and  can  then  eli- 
cit the  production  of  antibodies. 

Immunofluorescent  studies  have  demon- 
strated antigen-antibody  reactions  in  the 
cytoplasm  of  the  epithelial  cells  in  the  crypts 
of  Lieberkuhn  and  occasionally  in  the  cells 
of  the  surface  villi.  This  serves  to  demon- 
strate that  the  epithelium  of  the  small  bowel 
absorbs  the  antigen  derivatives  of  gluten.8 

In  summary  one  may  propose  that  if  the 
immunologic  basis  for  this  disease  is  to  be 
accepted,  and  there  is  good  experimental 
evidence  for  this,  one  must  accept  that  anti- 
genically  active  fractions  of  gluten,  gliadin, 
and  their  derivatives  are  absorbed  through 
a damaged  mucosa  in  a form  that  is  not 
detrimental  to  their  antigenic  nature.  This 
hypothesis  raises  several  important  ques- 
tions. If  a damaged  mucosa  is  necessary, 
how  does  the  disease  process  begin  in  the 
first  place?  Assuming  that  the  mucosa  is 
normal  to  begin  with,  we  must  explain  the 
nature  of  the  reaction  that  leads  to  the  dam- 
age to  the  mucosa.  On  the  other  hand, 
should  the  mucosa  prove  to  be  “abnormal”  in 
either  an  anatomic  or  biochemical  sense, 
must  we  not  then  consider  the  possibility 
that  this  disease  has  as  its  cause  a defect  of 
an  enzymatic  or  anatomic  nature  and  is  not 
solely  an  immunologic  phenomenon? 

Studies  by  Dobbins  and  Rubin9  have 
shown  that  the  normally  uninvolved  ileum, 
uninvolved  at  least  anatomically  as  demon- 
strated by  peroral  suction  biopsy,  will  dem- 
onstrate the  same  degenerative  mucosal  ef- 
fects when  subjected  to  direct  exposure  to 
gluten  or  gliadin.  It  is  currently  proposed 
that  the  reason  the  ileum  is  not  usually  in- 
volved in  the  normal  process  of  the  disease 
is  because  the  proteins  are  not  concentrated 
enough  to  exert  a detrimental  effect  by  the 
time  they  reach  the  ileum.  This,  of  course, 
suggests  that  the  ileum  has  the  same  pro- 


pensity for  involvement  as  the  proximal 
bowel  but  that  it  is  spared  because  of  quan- 
titatively less  exposure. 

This  demonstration  of  ileal  mucosal  dam- 
age by  wheat  indicates  that  gluten  ex- 
posure precedes  the  anatomic  intestinal  ab- 
normality in  celiac  sprue.  The  lack  of  histo- 
logic changes  in  the  unexposed  distal  jeju- 
num strongly  suggests  that  the  effect  of 
gluten  on  the  intestine  is  a local  one.  The 
fact  that  normal-appearing  ileal  mucosa  can 
be  injured  by  gluten  indicates  that  the  in- 
testine is  abnormal  in  this  disease,  although 
it  appears  to  be  structurally  intact.10 

Although  this  information  would  tend  to 
detract  from  the  immunologic  basis  of  the 
disease,  several  factors  remain  irrefutable. 
First,  the  speed  of  relapse  observed  when  the 
patient  on  a gluten-free  diet  is  exposed  to 
gluten  suggests  an  immunologic  type  of 
response.  Second,  the  favorable  response 
to  steroids  suggests  an  immunologic  mecha- 
nism more  than  an  enzyme  defect.11 

At  this  point  I would  like  also  to  mention 
the  “allergic  theory”  of  pathogenesis  which 
is  of  course  intimately  related  to  the  im- 
munologic mechanism.  There  are  many  ar- 
guments in  favor  of  this  theory.  Alarcon- 
Segovia  et  al.5  reported  that  in  patients  with 
celiac  disease  who  demonstrated  titers  of  an- 
tibody to  gliadin,  there  was  a precipitous 
drop  in  the  antibody  level  on  the  administra- 
tion of  gliadin.  This  reduction  or  disappear- 
ance of  antibody  from  the  serum  strongly 
suggests  an  antibody-antigen  reaction  of  an 
allergic  nature.  The  occurrence  of  shock  in 
children  and  adults  on  ingestion  of  gliadin, 
notably  after  observing  a gluten-free  diet, 
is  suggestive  of  a para-anaphylactoid  re- 
sponse. Also  in  keeping  with  this  line  of 
thinking  is  the  presence  of  eosinophils  in 
the  feces  of  patients  with  celiac  disease. 
The  beneficial  effects  of  steroids  have  been 
mentioned. 

There  are,  however,  many  factors  which 
weigh  heavily  against  this  line  of  thinking. 
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Foremost,  is  the  fact  that  there  is  never  a 
positive  skin  test  result  to  gliadin  in  pa- 
tients with  celiac  disease.  Exhaustive  study 
has  not  revealed  any  family  history  of  al- 
lergy or  eosinophilia.  Interestingly  enough, 
there  have  been  reports  of  the  coexistence 
of  celiac  disease  and  agammaglobulinemia. 
This  phenomenon  is  specifically  not  sugges- 
tive of  an  allergic  manifestation.12  Nor  is 
the  fact  that  antibodies  will  be  absent  in  a 
patient  who  has  been  on  a gluten-free  diet 
for  only  a short  period  of  time  while  evi- 
dence of  intestinal  dysfunction  persists. 
This  may  indicate  that  these  antibodies  are 
only  incidental  to  another  fundamental  de- 
fect. Alarcon-Segovia’s  et  al.:’  work  shows 
that  the  simultaneous  occurrence  of  antibod- 
ies to  milk  protein  and  gluten  fraction  III 
and  the  fact  that  changes  of  the  levels  of 
both  antibodies  are  induced  by  gluten-free 
diet  are  difficult  to  explain  on  the  basis  of  an 
allergy  to  wheat  unless  other  multiple  aller- 
gies are  involved,  or  in  fact  several  different 
mechanisms  exist  for  each  fraction.  Fi- 
nally, the  majority  of  patients  with  celiac 
disease  do  not  complain  of  milk  intolerance, 
although  they  have  high  titers  of  antibodies 
against  milk  protein.  This  suggests  that  the 
antigenic  properties  of  gluten  are  secondary 
to  the  pathogenesis  of  the  disease. 

Enzyme-defect  theory 

It  has  been  proposed  that  an  enzyme  de- 
fect of  the  intestinal  mucosa  creates  an  ab- 
normal absorptive  state  such  that  poly- 
peptides resulting  from  the  peptic-tryptic 
digestion  of  gluten  fail  to  be  completely 
broken  down  to  amino  acids  and  may  (1) 
exert  their  deleterious  effects  locally  as 
was  demonstrated  by  Rubin  et  al.10  and  (2) 
are  absorbed  in  an  incompletely  degraded 
state  which  may  promote  antibody  forma- 
tion. Deficiencies  of  specific  disaccharidases 
that  occur  at  the  level  of  intestinal  mucosal 
cells  will  lead  to  symptoms  of  intolerance  to 
their  dissacharide  substrates.  This  serves 
to  demonstrate  that  specific  defects  of  di- 
gestive enzymes  may  occur  in  cells  of  the 
intestinal  mucosa. 

Intestinal  absorption  of  incomplete  di- 
gests of  polypeptides  could  explain  the  find- 
ing of  circulating  antibodies  to  gluten  frac- 
tion III.  Since  gluten  probably  loses  its 
antigenic  properties  when  it  undergoes  com- 
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FIGURE  2.  Enzyme  defect  theory. 


plete  degradation,  as  would  normally  take 
place  in  the  intestinal  mucosa,  one  may 
assume  that  gluten  does  not  undergo  com- 
plete degradation  in  patients  with  celiac 
disease,  and  thus  these  incompletely  de- 
graded fractions  of  gluten  are  absorbed  by 
the  malfunctioning  mucosal  cells,  and  this 
leads  to  the  formation  of  antibodies.  The 
increased  levels  of  glutamine  in  the  blood 
of  patients  with  celiac  disease  after  the 
patients  receive  a gliadin  load  is  taken  to 
be  evidence  of  the  absorption  of  incompletely 
degraded  polypeptides.5 

Weser,  Jeffries,  and  Sleisenger13  demon- 
strated that  papain  digestion  of  gliadin 
renders  it  nontoxic.  Crude  papain  will 
render  wheat  gluten  innocuous  in  patients 
with  celiac  disease.  In  an  experiment  with 
N'  glutamyl  peptide  it  was  shown  that  the 
enzymatic  action  of  papain  on  gluten  was 
centered  on  the  peptides.  They  were  con- 
verted to  pyrrolidone  carboxyl  peptides. 
It  was  speculated  that  the  small-bowel 
mucosa  in  patients  with  celiac  disease  lacks 
an  enzyme  to  split  N'  glutamyl  peptide  (Fig. 
2). 

The  toxic  action  of  wheat  gluten  on  2 
patients  was  eliminated  after  predigestion 
of  gluten  by  crude  papain  in  a study  by  Mes- 
ser, Anderson,  and  Hubbard.14  This  change 
is  thought  to  be  due  to  an  enzyme  which 
liberates  ammonia  from  gluten.  It  is  en- 
visaged that  one  of  the  peptide  bonds  of 
the  celiac  active  constituent,  possibly  an  N' 
glutamyl  peptide,  is  normally  split  by  a 
specific  intestinal  peptidase  which  is  defec- 
tive in  patients  wth  celiac  disease. 

Pure  papain  does  not  have  the  same  effect 
as  crude  papain,  and  it  was  found  that  crude 
papain  contains  an  enzyme,  deamidase, 
which  liberates  free  ammonia  from  gluten. 
Evidence  is  presented  which  suggests  that 
this  enzyme  is  identical  with  one  which 
catalyzes  the  conversion  of  N'L'  glutaminyl 
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peptides  to  the  corresponding  pyrrolidone 
carboxyl  peptides  plus  ammonia.  This 
enzyme  has  been  named  glutamine  cyclo- 
transferase. It  has  been  proposed  that 
glutamine  cyclotransferase  might  be  the  fac- 
tor in  crude  papain  which  eliminates  the 
celiac-inducing  activity  of  gluten  and  that 
this  activity  might,  therefore,  be  due  to  an 
amino  acid  sequence  (peptide)  contained  in 
gluten  which  has  L-glutamine  as  its  N 
terminal  amino  acid.  This  evidence  lends 
support  to  the  theory  that  an  enzymatic  de- 
fect present  in  the  epithelium  is  responsible 
for  celiac  disease  in  adults.14 

The  familial  occurrence  of  celiac  disease 
suggests  an  enzymatic  defect  which  may 
well  reflect  a genetic  defect,  perhaps  an  in- 
born error  of  metabolism.5  Davidson  ob- 
served a family  in  which  5 members  had 
celiac  disease.  In  9.2  per  cent  of  130  cases 
of  celiac  disease  studied,  more  than  one 
member  of  a family  had  celiac  disease.  This 
far  exceeds  the  general  population  incidence 
of  the  disease,  based  on  an  English  study, 
which  was  found  to  be  1 : 3,000.  These 
findings  definitely  reflect  an  inherited  mode 
of  transmission,  although  more  conclusive 
proof  is  still  forthcoming.  In  another  study, 
biopsies  were  taken  from  96  relatives  of  17 
selected  probands.  Celiac-like  lesions  were 
found  in  11  relatives  of  6 probands.  It  has 
been  suggested  that  transmission  is  by  a 
dominant  gene  with  incomplete  penetrance.15 
As  an  interesting  aside,  a study  of  the  blood 
cell  types  of  28  patients  with  documented 
celiac  disease  revealed  that  20  had  type  O, 

7 type  A,  and  1 type  B cells.  The  pre- 
ponderance of  patients  with  type  O cells 
further  suggests  the  presence  of  constitu- 
tional or  genetic  factors.  Patients  with 
duodenal  ulcer  also  show  a preponderance  of 
type  O cells.16 

Samloff,  Davis,  and  Schenk7  studied  the 
histochemical  aspects  of  lipid  absorption  in 
patients  with  active  celiac  disease  as  op- 
posed to  those  on  a gluten-free  diet.  They 
observed  that  in  the  normal  jejunal  mucosa, 
lipid  was  uniformly  distributed  as  a fine 
haze  in  the  superficial  epithelial  cells  and 
as  distinct  droplets  in  the  lamina  propria. 
In  untreated  celiac  disease,  lipid  droplets 
were  limited  to  the  superficial  epithelium 
and  to  a thin  band  in  the  region  of  the  base- 
ment membrane;  none  were  found  in  the 
deeper  portions  of  the  lamina  propria. 


The  superficial  epithelial  cells  of  the 
normal  jejunal  mucosa  were  shown  to  con- 
tain many  enzymes  identifiable  by  histo- 
chemical technics.  The  histologically  ab- 
normal superficial  epithelial  cells  in  un- 
treated celiac  disease  were  deficient  in  acid 
phosphatase,  succinic  dehydrogenase,  leu- 
cine aminopeptidase,  diphosphopyridine 
nucleotide-diaphorase,  and  triphosphopyri- 
dine  nucleotide-diaphorase  activity.  Adeno- 
sine tryphosphatase  activity  was  markedly 
decreased  or  absent. 

Serial  jejunal  biopsies  were  obtained  af- 
ter the  institution  of  gluten-free  diet,  and 
2 patients  had  repeated  tests  of  intestinal 
absorption.  Three  to  five  days  after  gluten 
withdrawal,  lipid  droplets  appeared  in  the 
lamina  propria,  and  subsequently  they  disap- 
peared from  the  superficial  cells.  Coincident 
with  the  change  in  lipid  distribution,  adeno- 
sine triphosphatase  activity  returned  to  the 
superficial  epithelium.  The  activities  of  the 
other  enzymes  were  not  appreciably  changed 
in  the  immediate  postgluten  withdrawal 
period.  Fecal  fat  excretion  gradually  de- 
creased parallel  with  the  improvement  in 
lipid  distribution. 

The  results  of  this  study  by  Samloff, 
Davis,  and  Schenk7  suggest  that  the  defect 
in  fat  absorption  in  celiac  disease  is  in  the 
intracellular  metabolism  or  transport  of 
lipid,  rather  than  in  the  uptake  of  lipid  by 
the  intestinal  mucosa,  and  that  this  defect 
may  be  attributable  to  a deficiency  of 
adenosine  tryphosphatase  activity  in  the 
superficial  epithelium.  It  is  considered 
likely  that  the  absorptive  failure  results 
either  from  a defect  in  the  intracellular  syn- 
thesis of  triglycerides  or  from  an  impair- 
ment in  the  formation  of  chylomicrons.  A 
failure  of  release  and  transport  of  chylo- 
microns out  of  the  cell  and  through  the  in- 
terstitial space  of  the  lamina  propria  would 
appear  to  be  of  lesser  importance. 

Summary 

The  weight  of  evidence  that  is  available 
in  support  of  both  the  immunologic  and 
enzyme-defect  theories  of  pathogenesis  of 
celiac  disease  suggests  strongly  that  there 
may  indeed  be  merit  to  both  of  those  pro- 
posed mechanisms.  A critical  analysis  of 
these  theories  reveals  a substantial  amount 
of  overlapping  with  respect  to  the  basic 
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FIGURE  3.  Proposed  mechanism  for  pathogene- 
sis of  celiac  disease  in  adults. 


mechanisms  involved.  So  pronounced  is 
this  overlapping  that  it  would  appear  to  be, 
indeed,  two  interdependent  operations.  The 
possibility  is  great  that  there  is  a basic 
enzyme  deficiency  that  facilitates  the  pres- 
entation of  an  antigen-antibody  response 
on  the  part  of  the  humoral  mechanism. 

One  might  consider  that  in  a person  with 
a “primed”  gastrointestinal  absorptive 
mechanism,  that  is,  one  in  which  there  is 
either  a genetically  induced  (inborn  error 
of  metabolism)  or  secondarily  induced  en- 
zyme defect  that  is  specific  for  gluten  pep- 
tides, we  may  observe  the  symptoms  of 
celiac  disease  in  adults  whenever  that  ab- 
sorptive mechanism  is  challenged  by  the 
presence  of  gluten  peptides  in  the  gastro- 
intestinal tract.  The  absorptive  cell,  al- 
though normal  in  its  gross  and  histologic 
appearance,  sustains  an  enzyme  defect 
which  allows  incompletely  degraded  anti- 
genically  active  gluten  peptides  to  be  ab- 
sorbed into  the  blood  stream.  Here  the 
peptides,  unlike  the  amino  acids  that  would 
normally  be  absorbed,  induce  the  formation 
of  antibodies.  The  antigen-antibody  com- 
plexes that  are  thus  formed  locate  in  the 
absorptive  cells  which  are  exposed  to  the 
greatest  concentration  of  celiac  active  pep- 


tides, the  duodenum  and  proximal  jejunum. 
The  absorptive  cells  act  as  a locus  for  the 
depositions  of  antigen-antibody  complexes 
much  in  the  same  fashion  as  the  shock  or- 
gans do  in  an  anaphylactoid  reaction  or  in 
the  Shwartzman  phenomenon.  It  has  been 
observed  that  on  the  ingestion  of  gluten 
peptides,  the  antibodies  will  disappear  from 
the  blood  stream.  Immunofluorescent  histo- 
chemical  analysis  has  demonstrated  the 
presence  of  the  antigen-antibody  complexes 
in  the  absorptive  cells.  Then,  with  destruc- 
tion of  the  absorptive  cells,  the  poorly  de- 
graded peptides  of  other  nongluten  proteins 
may  be  absorbed  leading  to  the  formation  of 
even  more  food  protein  antibodies  as  has 
been  shown  to  occur  with  milk  proteins. 
The  cell  destruction  may  be  secondary  to 
the  deposition  of  the  antigen-antibody  com- 
plexes, or  it  may  in  fact  be  due  to  some 
other  process  such  as  the  exposure  of  the 
cells  to  celiac  active  gluten  peptides  in  the 
presence  of  an  enzyme  deficit.  The  ileum 
itself,  although  usually  not  involved  in  the 
disease  process  from  a histologic  standpoint, 
is  nonetheless  also  a “primed”  area  as  has 
been  demonstrated  by  Rubin  et  a/.10  in  their 
series  of  experiments  in  which  they  proved 
conclusively,  using  peroral  suction  biopsies, 
that  the  ileum  will  also  show  the  classical 
histologic  pathology  when  exposed  to  high 
concentrations  of  gluten  peptides.  Once  the 
gluten  peptides  are  removed  from  the  diet, 
the  antibody  titers  disappear,  and  the  in- 
testinal mucosa  returns  to  normal. 

The  pathogenesis  may  be  summed  up  as 
follows  (Fig.  3)  : Exposure  of  the  primed 

intestinal  mucosa  (sustaining  an  enzyme  de- 
fect) to  the  gluten  peptides  leads  to  the 
formation  of  specific  antibodies  and  the 
subsequent  deposition  of  these  antigen-anti- 
body  complexes  in  the  absorptive  cells  that 
are  exposed  to  the  highest  concentration  of 
the  celiac  active  gluten  peptides.  With  the 
increasing  destruction  of  the  intestinal 
mucosa  comes  the  increased  absorption  of 
poorly  degraded  celiac  active  proteins,  as 
well  as  other  nongluten  proteins,  and  thus 
the  disease  is  further  perpetuated  and 
sustained,  subsiding  only  when  the  chal- 
lenging gluten  peptides  are  removed  from 
the  diet,  and  the  intestinal  mucosa  has  re- 
turned to  normal.  A person  may,  however, 
be  free  of  symptoms  before  the  mucosa  has 
completely  returned  to  normal.  The  anti- 
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body  level  is  always  zero  when  a person  is 
free  of  symptoms. 

In  conclusion,  we  have  a disease  which  is 
born  of  an  enzyme  defect,  most  probably  in- 
herited as  a dominant  trait  with  incomplete 
penetrance  and  then  sustained  and  perpet- 
uated by  an  allergic  or  immunologic  mech- 
anism. 
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P lanned  Parenthood  of  New  York  City 
(PPNYC),  the  largest  affiliate  of  Planned 
Parenthood-World  Population,  serves 
25,000  to  30,000  patients  a year.  Because  it 
is  a well-known  voluntary  agency,  provid- 
ing high  quality  contraceptive  and  other 
family  planning  services,  the  New  York 
Planned  Parenthood  centers  attract  large 
numbers  of  women  from  varied  ethnic, 
social,  and  economic  backgrounds.1  Thus, 
the  agency  serves  a cross  section  of  a large 
urban  population.  Since  women  coming  to 
these  centers  are  highly  motivated  regard- 
ing birth  control,  New  York  Planned  Par- 
enthood centers  constitute  an  ideal  setting 
to  measure  the  acceptance,  effectiveness, 
and  safety  of  a contraceptive  method. 

This  study  is  a retrospective  evaluation 
of  the  intrauterine  device  (Lippes  loop)  in 
terms  of  our  own  experience  with  it.  We 
began  using  the  Lippes  loop  at  five  New 

* Data  for  this  study  were  obtained  in  part  from  the 
computer  tapes  used  in  an  ongoing  study  by  Planned 
Parenthood  of  New  York  City,  supported  by  U.S.  Public 
Health  Service  Grant  3421. 


York  Planned  Parenthood  centers  in  April, 
1965.  Information  concerning  the  IUD 
(intrauterine  device)  was  made  available  to 
all  patients  together  with  information  about 
other  methods,  including  the  diaphragm, 
foam,  and  oral  contraceptives.  Such  in- 
formation was  given  to  the  patient  by  the 
center  director  (a  registered  nurse  or  medi- 
cal social  worker).  Each  patient  made  a 
choice  of  method,  and  this  decision  was  ac- 
cepted if  there  were  no  medical  contraindica- 
tions. Initially,  the  IUD  was  also  offered 
to  nulliparous  patients,  but  this  practice 
was  discontinued  when  experience  demon- 
strated a high  degree  of  physical  intoler- 
ance to  the  loop,  even  with  the  use  of  the 
smallest  (size  A)  type. 

All  patients  had  an  abdominal,  breast, 
and  pelvic  examination,  and  Papanicolaou 
smear  by  the  center  physician,  a Board- 
certified  or  Board-qualified  gynecologist. 
The  insertion  of  the  IUD  (usually  size  D) 
was  then  scheduled  during  the  patient’s 
next  menstrual  period.  Contraindications 
to  insertion  included  a history  or  presence 
of  pelvic  inflammatory  disease,  adnexal  or 
uterine  disorder,  unexplained  vaginal  bleed- 
ing, or  abnormal  cytologic  findings. 

On  returning  for  IUD  insertion,  each  pa- 
tient was  again  counseled  by  the  center  di- 
rector as  to  the  procedure  involved  in  in- 
serting the  loop  and  possible  side-effects 
or  complications,  including  the  risk  of  preg- 
nancy. The  patient  was  also  given  written 
instructions  and  a telephone  number  in  case 
emergency  medical  attention  was  required. 
Patients  were  instructed  to  return  in  one 
month  and  then  annually  thereafter.  How- 
ever, those  with  specific  complaints  or  com- 
plications were  seen  whenever  necessary 
without  delay,  there  being  a roster  of 
physicians  on  call  twenty-four  hours  a day. 

Table  I provides  a breakdown  according 
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TABLE  I.  Patients  scheduled  for  IUD  insertion 
according  to  age  and  parity 


Number  of 
Children 

A __  ,^T N 

To  25 

26  to  35  36  Plus 

Totals 
( Per  Cent) 

0 

42 

8 

4 

54  (2.7) 

1 

259 

98 

15 

372  (18.8) 

2 

221 

209 

65 

495  (24.9) 

3 

147 

194 

53 

394  (19.8) 

4 

72 

145 

55 

272  (13.7) 

5 or  more 

57 

243 

99 

399  (20.1) 

Totals 

798 

897 

291 

1,986  (100) 

(PER 

CENT) 

(40.2) 

(45.2) 

(14.6) 

TABLE  II. 

Patients  who  expelled  IUD  according  to 
age  and  parity 

Number  of 
Children 

Age  (Years) 
26  to  35 

Totals 
(Per  Cent) 

To  25 

36  Plus 

0 

7 

1 

0 

8 (6.1) 

1 

35 

9 

1 

45  (34 . 1) 

2 

15 

16 

7 

38  (28.8) 

3 

9 

9 

3 

21  (15.9) 

4 

3 

10 

1 

14  (10.6) 

5 or  more 

1 

1 

4 

6 (4.5) 

Totals 

(PER 

cent) 

70  (52 . 9) 

46  (34 . 9) 

16  (12.2) 

132  (100) 

to  age  and  parity  of  those  patients  who  ex- 
pressed an  interest  in  the  IUD.  During  the 
twenty-one-month  interval  from  April  1, 
1965,  to  December  31,  1966,  a total  of  1,657 
patients*  had  Lippes  loop  insertions.  The 
charts  of  all  patients  were  reviewed  with 
particular  attention  to  the  sequence  of 
events  following  the  initial  insertion  of  the 
loop  until  December  31,  1968,  the  cut-off 
date  for  the  purpose  of  this  study. 

Results 

Expulsion  of  the  loop  occurred  in  132  pa- 
tients (8  per  cent),  some  more  than  once. 
Expulsions  according  to  age  and  parity  are 
shown  in  Table  II.  In  309  patients  (18.8 
per  cent)  the  loop  was  removed  at  the  re- 
quest of  the  patient  or  on  the  recommenda- 
tion of  the  physician  for  various  reasons 
(Table  III).  Forty-two  patients  (2.5  per 
cent)  became  pregnant  during  24,250 
woman-months  of  use,  a rate  of  2.1  per  100 
woman-years’  exposure.  Table  IV  shows 
pregnancies  in  relation  to  age  and  parity. 

Pregnancy  outcome  in  the  42  patients 
who  conceived  was  as  follows:  10  had  term 

deliveries  with  normal  babies;  2 had  pre- 
mature deliveries  at  seven  and  eight  months, 

* Actually,  1,766  loops  were  inserted,  there  being  109 
reinsertions  in  88  patients. 


TABLE  III.  Indications  for  removing  IUD 


Indications 

Number 

Per 

Cent 

Bleeding 

161 

51.9 

Pain 

46 

14.8 

Inflammatory  disease 

17 

5.5 

Dissatisfaction  with  method 

15 

4.8 

Desire  for  pregnancy 

39 

12.6 

Other  reasons 

31 

10.3 

Menopause 

2 

Class  III  Papanicolaou 

6* 

Tubal  ligation 

1 

Vasectomy 

1 

Separated  from  husband 

6 

Husband  died 

1 

Religious 

2 

Endometrial  polyp 

1 

Tail  not  visible 

2 

Leukorrhea 

2 

Loss  of  libido 

1 

Dyspareunia 

2 

Unknown 

4 

* Three  of  these  were  preinsertion  reports,  at  the  beginning 
of  our  study,  prior  to  our  policy  of  awaiting  cytology  report 
before  IUD  insertion. 


TABLE  IV.  Pregnancies  according  to 
age  and  parity 


Number  of 
Children 

✓ Age  (Years)  - 

To  25  26  to  35 

Totals 

36  Plus  (Per  Cent) 

0 

0 

1 

0 

1 (2.4) 

1 

7 

2 

0 

9 (21.4) 

2 

7 

8 

0 

15  (35.7) 

3 

3 

7 

0 

10  (23.8) 

4 

3 

0 

0 

3 (7.1) 

5 

or  more 
Totals 

0 

3 

1 

4 (9.6) 

(PER  CENT) 

20  (47. 

6)  21(50.0) 

1 (2.4) 

42  (100) 

respectively;  tubal  pregnancies  developed  in 
3;  15  had  either  spontaneous  or  induced 
abortions;  and  in  12  patients  the  pregnancy 
outcome  could  not  be  determined  despite 
many  follow-up  efforts. 

In  27  of  the  women  who  became  pregnant, 
the  loop  was  in  situ  at  the  time  the  diagnosis 
was  made.  In  11  patients  the  IUD  was 
found  in  the  vagina  by  the  examining 
physician.  In  the  remaining  4 women  the 
site  of  the  loop  could  not  be  determined  at 
the  time  of  examination.  Our  policy  has 
been  not  to  remove  the  loop  if  pregnancy  oc- 
curs. Table  V summarizes  these  data. 

There  were  no  deaths  in  this  series  and 
no  known  instances  of  uterine  perforation. 
However,  6 patients  required  hospitaliza- 
tion : 3 for  profuse  vaginal  bleeding  ten, 

twelve,  and  fourteen  months,  respectively, 
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TABLE  V.  Pregnancy  outcome  and  site 
of  Lippes  loop 


Pregnancy 

Outcome 

Numer  of 
Pregnancies 

Site 

In 

(Jtero 

of 

Vagina 

or 

('ervix 

1 jOOp* 

Un- 

known 

Term  delivery 

10 

8 

1 

1 

Premature  delivery 

2 

1 

1 

O 

Tubal  pregnancy 

3 

O 

3 

0 

Abortion 

15 

10 

3 

2 

Undetermined 

12 

8 

3 

1 

Totals 

42 

27 

11 

4 

♦At  time  of  diagnosis  of  pregnancy. 


after  insertion  of  the  loop;  the  other  3 pa- 
tients were  hospitalized  for  acute  inflamma- 
tory disease  eight,  sixteen,  and  twenty 
months,  respectively,  following  insertion. 

Of  the  1,657  patients  comprising  this 
study,  follow-up  was  possible  in  1,159 
(69.9  per  cent)  for  intervals  of  from  three 
to  forty-five  months.  The  remaining  498 
patients  (30.1  per  cent)  were  lost  to  fol- 
low-up. 

As  mentioned,  our  practice  of  inserting 
loops  in  nulliparous  patients  was  discon- 
tinued at  an  early  date.  It  is  of  interest  to 
note  that  of  the  54  nulliparous  women  who 
did  tolerate  initial  loop  insertion,  6 subse- 
quently requested  removal  because  of  pain ; 
in  7 patients  the  loop  was  removed  because 
of  bleeding;  and  in  8 other  patients  the  loop 
was  expelled.  One  patient  became  preg- 
nant with  the  loop  in  situ.  In  short,  22  of 
the  54  nulliparous  patients  had  complications 
(40.7  per  cent),  but  even  these  figures  do 
not  reveal  the  greatest  difficulty  which  was 
painful  intolerance  to  initial  insertion  of 
the  smallest  (size  A)  loop. 

Among  those  loops  which  were  removed 
for  various  medical  reasons,  6 were  removed 
because  of  abnormal  cytologic  findings 
(Table  III).  This  occurred  at  nine,  ten, 
twelve,  fourteen,  twenty-two,  and  twenty- 
seven  months,  respectively,  following  IUD 
insertion.  In  3 of  these  patients  the  initial 
smears  were  class  II  (atypical)*  and  were 
repeated  at  the  laboratory’s  request.  The 
repeat  smears  were  reported  as  class  III 
(suspicious).  Cervical  biopsies  and  subse- 
quent conizations  were  performed.  In  1 
patient  intraepithelial  carcinoma  in  situ  of 
the  cervix  was  diagnosed,  and  a hysterec- 
tomy was  done.  In  the  other  2 patients 

* This  was  at  the  beginning  of  the  study,  prior  to  our 
policy  of  not  inserting  an  IUD  before  the  cytologic  report 
was  received. 


the  final  diagnosis  was  chronic  cervicitis. 
Of  the  remaining  3 patients,  although  the 
initial  preinsertion  smears  were  class  1 
(negative),  the  annual  follow-up  smear  was 
reported  as  class  III  (suspicious).  Cervical 
biopsy  and  conization  in  these  patients  con- 
firmed the  presence  of  marked  dysplasia  in 
1 patient,  while  in  the  other  2 the  final 
diagnosis  was  chronic  cervicitis. 

Comment 

In  evaluating  the  effectiveness  of  any 
program  of  family-planning  services,  the 
problem  of  patients  who  fail  to  return  is 
crucial  to  any  discussion  of  results.  In  the 
present  study  there  were  two  groups  of  pa- 
tients who  are  best  described  as  “drop- 
outs.” The  first  group  consisted  of  329  pa- 
tients, 16.6  per  cent  of  those  originally 
scheduled  for  IUD  insertion,  who  never 
actually  returned  at  the  appointed  time 
for  insertion.  Such  patients  are  rarely 
mentioned  in  medical  studies,  yet  they  would 
appear  to  be  a statistically  significant  group. 
Are  such  patients  too  poorly  motivated  to 
return  for  any  method  of  contraception,  or 
did  they  simply  decide  not  to  change  their 
present  method?  We  do  not  know. 

A greater  problem  was  posed  by  the  162 
patients  who  did  have  loops  inserted  but 
who  never  returned  and  were  completely 
lost  to  follow-up.  In  an  unpublished  study 
by  Cattell2  he  notes  that  of  a total  of  28,431 
patients  served  by  Planned  Parenthood  of 
New  York  City  in  1966,  10,422  or  37  per 
cent  failed  to  return  during  1967,  one  year 
later.  He  used  a sampling  technic  consist- 
ing of  a mailed  questionnaire  or  field  inter- 
view to  find  out  what  happened  to  these  pa- 
tients. He  found  that  24  per  cent  of  the 
mailed  questionnaires  were  returned  by  the 
post  office  as  undeliverable;  the  field  inter- 
viewers reported  that  64  per  cent  of  their 
sample  patients  were  untraceable.  How- 
ever, of  those  patients  who  did  respond 
to  the  mailed  questionnaire,  52  per  cent  in- 
dicated that  they  were  continuing  with 
their  chosen  method.  Likewise,  47  per 
cent  of  those  women  who  were  successfully 
interviewed  at  home  stated  that  they  were 
continuing  with  their  method  but  were 
being  followed  at  other  clinics  or  by  private 
physicians. 

While  the  aforementioned  survey  of  drop- 
outs consisted  of  patients  using  not  only 
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the  IUD  but  also  all  other  methods  of  con- 
traception, it  may  nevertheless  help  ex- 
plain the  outcome  of  the  present  study 
group  of  IUD  patients  who  never  returned. 
The  mobility  of  our  population,  the  transient 
allegiance  of  patients  to  any  one  physician 
or  clinic,  and  the  easy  access  in  New  York 
City  to  numerous  medical  facilities  offering 
similar  services  tend  to  make  follow-up 
more  difficult.  A more  detailed  study  of  the 
problem  of  drop-outs  is  currently  under  way, 
and  the  findings  will  be  the  subject  of  a fu- 
ture communication. 

The  question  of  IUD  drop-outs  is  im- 
portant to  any  study,  since  it  may  lead  to 
under-reporting  of  complications,  a point 
raised  by  Hawkins.3  On  the  other  hand, 
Tietze,4  in  defense  of  studies  published  by 
the  Cooperative  Statistical  Program  con- 
cerning the  use  of  the  IUD,  points  out  that 
the  life  table  or  actuarial  method  of  com- 
puting the  rates  of  pregnancies,  expulsions, 
and  removals  for  the  IUD  is  based  on  the 
assumption  that  women  lost  to  follow-up 
are  subject  to  the  same  risks  as  are  those 
women  who  remain  under  observation  after 
an  equal  period  following  initial  IUD  in- 
sertion. Tietze4  states  that  there  is  no 
statistical  difference  in  the  rates  of  preg- 
nancies, expulsions,  and  removals  reported 
by  clinics  with  good  follow-up  from  those 
rates  reported  by  clinics  with  poor  follow-up. 

Fatality  rates,  because  deaths  are  so  rare, 
can  be  disclosed  only  by  national  surveys 
similar  to  the  survey  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  con- 
ducted by  Scott3  in  1967  to  evaluate  the 
small  risk  to  life  posed  by  the  intrauterine 
device. 

The  actuarial  accuracy  of  the  life  table 
method  for  reporting  data  may  be  re- 
assuring, but  what  can  the  individual  phy- 
sician advise  his  patient  with  respect  to  the 
reliability  of  the  Lippes  loop  as  a method 
of  contraception?  The  Pearl  formula  for 
evaluating  the  use-effectiveness  (pregnancy 
rate  per  100  woman-years  of  exposure) 
lumps  together  all  users.  As  Swyerf!  notes, 
even  though  the  total  months  of  exposure 
may  be  the  same,  pregnancy  rates  will  be 
higher  for  a larger  group  of  short-term 
users  than  for  a smaller  group  of  long-term 
users.  Fertility  and  motivation,  or  lack  of 
it,  are  the  basis  for  this  difference. 

In  addition  to  the  incidence  of  pregnancy, 


TABLE  VI.  Complications  according  to 
age  and  parity 


Up  to  35 

Age  (Years)  — 
Up  to  35 

36  Plus 

Complications 

1 to  2 
(787)* 

3 or  More 
(858)* 

1 or  More 
(287)* 

Pregnancies 

24 

16 

i 

Removals  for  bleeding 

87 

50 

17 

Removals  for  pain 

29 

11 

0 

Removals;  all  other 

medical 

18 

9 

7 

Expulsions 

75 

33 

16 

Total  complica- 

TIONS  (PER  CENT) 

233  (29.6) 

119  (13.9) 

41  (14.3) 

* Number  of  patients  scheduled  for  loop. 


the  rates  of  other  complications  such  as 
expulsions,  removals  for  bleeding,  or  pain 
must  be  assessed  by  the  physician  if  he  is  to 
advise  his  patient  properly.  This  can  be 
learned  from  retention  rates. 

It  has  been  known  for  some  time  that 
young  women  with  few  children  are  associ- 
ated with  poor  IUD  retention  rates.  Rather 
than  relying  on  the  (subjective)  emotional 
stability  of  a patient,  as  has  been  suggested 
by  one  author,7  there  are  two  important 
facts  the  physician  has  at  his  disposal,  the 
patient’s  age  and  parity.  While  the  influ- 
ence of  age  and  parity  have  been  noted 
previously,  they  have  not  received  sufficient 
attention.8  11  As  Mauldin12  observes,  too 
few  reports  relate  complication  rates  with 
respect  to  these  two  factors. 

Reviewing  our  data  with  respect  to  age 
and  parity,  it  was  found  that  IUD  retention 
was  favored  by  higher  parity,  that  is  women 
with  three  or  more  children  (Table  VI). 
Age  was  perhaps  an  even  more  important 
factor,  IUD  retention  being  favored  in 
women  age  thirty-six  or  over,  even  those  of 
low  parity. 

With  respect  to  pregnancies,  we  noted 
that  of  the  287  patients  who  were  thirty-six 
years  or  older  at  the  time  of  insertion,  only 
one  pregnancy  occurred,  a rate  of  0.3  per 
cent.  Of  the  756  women  in  the  twenty-five 
or  younger  age  group,  20  pregnancies  oc- 
curred, a rate  of  2.6  per  cent.  The  influence 
of  parity  is  apparent  in  that  24  pregnancies 
occurred  in  the  787  women  under  the  age  of 
thirty-five  with  one  or  two  children,  a rate 
of  3.1  per  cent.  In  858  women  under  thirty- 
five  with  three  or  more  children,  16  preg- 
nancies occurred,  a rate  of  1.9  per  cent. 
There  is,  of  course,  an  expected  decline  in 
fertility  in  older  women. 
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Analysis  of  our  data  regarding  complica- 
tions, that  is,  pregnancies,  removals  for  all 
relevant  medical  reasons,  and  expulsions, 
again  revealed  significant  differences  with 
respect  to  age  and  parity.  The  complica- 
tion rate  for  women  thirty-six  years  or  over 
was  14.3  per  cent.  Considering  women  age 
thirty-five  or  younger,  those  with  one  or 
two  children  had  a complication  rate  of 
29.6  per  cent  while  those  women  with  three 
or  more  children  had  a complication  rate 
of  13.9  per  cent. 

There  are  several  factors  which  may  in- 
fluence retention  rates  in  any  IUD  program: 
motivation  of  the  user,  educational  pro- 
grams, facilities  for  reinsertion,  attitude  of 
the  physician,  and  attitude  of  the  inter- 
viewer. It  is  apparent  from  our  study  that 
we  must  also  include  the  patient’s  age  and 
parity  when  a Lippes  loop  is  being  con- 
sidered for  any  individual  woman. 

Summary 

Data  from  Planned  Parenthood  of  New 
York  City  have  been  presented  with  respect 
to  our  experience  with  the  Lippes  loop  with 
a group  of  1,657  patients  during  the  twenty- 
one-month  period  from  April  1,  1965,  to 
December  31,  1966.  The  unplanned  preg- 
nancy rate  was  2.5  per  cent,  less  than  one 
per  100  woman  years  of  use,  which  com- 
pares favorably  with  other  published  data. 

Of  those  patients  followed  until  De- 
cember 31,  1968,  69.4  per  cent  found  the  IUD 
highly  satisfactory  as  a method  of  contra- 
ception, while  30.6  per  cent  had  to  discon- 


tinue the  method  because  of  complications. 
Complications  were  largely  related  to  age 
and  parity,  the  prognosis  for  continued  use 
being  more  favorable  in  women  thirty-six 
years  or  older  or  in  younger  women  with 
three  or  more  children. 

50  East  71st  Street 
New  York,  New  York  10021 
(Dr.  Kaufman) 
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Asymptomatic  Serpiginous 
Lung  Mass 


Case  history 

Milton  J.  Bienstock,  M.D.:  A fifty- 

four-year-old  white  man  was  admitted  to 
St.  Luke’s  Hospital  Center  for  a routine  an- 
nual executive  medical  examination.  The 
patient  was  asymptomatic.  No  pertinent 
past  history  was  obtained.  Physical  ex- 
amination and  laboratory  studies  revealed 
no  abnormal  findings. 

Radiographic  discussion 

Dr.  Bienstock:  Radiographic  examina- 

tion of  the  chest  shows  a well-defined  tri- 
angular area  of  density  in  the  posterior  seg- 
ment of  the  right  lower  lobe  (Fig.  1) . Com- 
parison with  previous  roentgenograms  of 
the  chest  shows  that  the  abnormal  density 
was  present  but  smaller  in  1964  (Fig.  2). 

Tomography  demonstrates  the  lesion  to 
have  a tubular,  serpiginous  character  (Fig. 
3) . The  possibility  of  an  arteriovenous  mal- 
formation was  therefore  raised,  and  an  in- 
travenous angiocardiogram  was  performed 
(Fig.  4).  This  demonstrates  that  the  lesion 
was  not  of  vascular  origin.  The  pulmonary 
vessels  are  intact  and  of  normal  appearance. 

Surgical  discussion 

Hugh  F.  Fitzpatrick,  M.D.:  Bronchos- 

copy was  performed  and  revealed  nothing 
abnormal.  A right  thoracotomy  was  done, 
and  a large,  firm,  rubbery  mass,  10  cm.  in 
circumference,  was  felt  in  the  posteromedial 


FIGURE  1.  (A  and  B)  Roentgenograms  of  chest, 
1969.  Density  in  posterior  segment  of  right 
lower  lobe. 
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FIGURE  2.  Previous  chest  roentgenogram  in  FIGURE  4.  Angiocardiogram  shows  normal  lung 

1964.  Lung  density  smaller  and  not  readily  de-  vessels.  No  evidence  of  vascular  anomaly, 

tectable  at  that  time. 


A 


FIGURE  3.  (A  and  B)  Laminograms  demon- 
strating serpiginous  quality  of  mass. 


aspect  of  the  right  lower  lobe.  Grossly, 
there  were  no  suspicious  hilar  lymph  nodes. 
A right  lower  lobectomy  was  performed,  and 
the  patient  did  well  postoperatively. 

Pathologic  discussion 

Charles  F.  Becc,  M.D.:  The  pathology 

department  received  the  right  lower  lobe  of 
the  lung  in  a fresh  state.  It  had  normal  di- 
mensions and  weighed  250  Gm.  Within  it 
there  was  a semilunar-shaped  cavity,  11  cm. 
long  and  up  to  3.5  cm.  in  diameter.  This 
lay  in  the  posteromedial  portion  of  the  lung, 
and  its  long  axis  was  cephalocaudal  (Fig. 
5A ) . 

The  lung  tissue  surrounding  the  cyst  is 
nodular,  firm,  and  gray,  in  a zone  which 
varies  from  1 to  3 cm.  in  width.  The  paren- 
chyma elsewhere  is  within  normal  limits. 
The  lining  of  the  cavity  is  smooth  and  gray- 
white  with  some  raised,  yellow  thickened 
areas  (Fig.  5B ) . Muddy  red-brown  ma- 
terial filled  the  cavity. 

Figure  6A  shows  the  lining  of  the  cavity. 
This  is  ciliated,  columnar  epithelium  in  most 
areas,  but  in  other  areas  it  is  replaced  by 
granulation  tissue,  infiltrated  with  chronic 
inflammatory  cells.  A few  bundles  of 
smooth  muscle  are  recognized  below  the 
epithelium,  but  there  are  no  peribronchial 
glands  or  islands  of  cartilage.  There  is  an 
organizing  pneumonia  immediately  adjacent 
to  the  cyst  ( Fig  6B) . 
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FIGURE  5.  (A)  Near  top  of  picture  is  lining  of  cavity  which  has  been  opened.  It  is  grayish-white, 

with  thickened  yellow  plaques.  No  bronchial  communication  demonstrated.  Adjacent  lung  tissue  firm 
and  gray.  Cyst  lies  within  lung  parenchyma,  separated  by  lung  tissue  from  pleura.  (B)  Greater  mag- 
nification of  lining  of  cyst.  Cyst  lining  is  at  top  of  photograph,  and  triangular-shaped  lung  tissue  (ar- 
row) is  consolidated,  organized  pneumonia. 


FIGURE  6.  (A)  Low-power  photomicrograph  of  lining  of  cyst.  Respiratory  epithelium  and  bundle 

of  smooth  muscle  beneath  it.  (B)  Organized  pneumonia.  Fibrous  tissue  fills  alveolar  spaces.  Alveo- 
lar walls  also  thickened  by  fibrous  tissue. 


Comment 

Dr.  Bienstock:  There  are  unfortunately 
no  pathognomonic  roentgenographic  signs  of 
a congenital  lung  cyst.12  It  can  occur  in 
any  number  of  locations,  both  mediastinal 
and  parenchymal.  There  may  or  may  not 
be  fluid  present,  and  some  contain  air  fluid 
levels  if  the  cyst  communicates  with  a bron- 
chus. In  addition,  some  authors  have  de- 
scribed a “thick”  cyst  wall  even  though 
classically  the  cyst  wall  is  thin.2 

The  most  common  location  is  mediastinal, 
more  specifically,  subcarinal  and  even  con- 
nected to  the  trachea.  Sometimes  this  can 
be  demonstrated  by  way  of  fluoroscopy  with 
oblique  views  and  tomography. 

The  usual  character  of  the  lesion  is  a 
smooth,  round,  homogeneous,  noncalcified 


mass  which  does  not  change  character  on 
follow-up  examinations  of  the  chest.  These 
cysts  may  be  multilocular.  Also  some  au- 
thors have  described  changes  of  the  cyst  in 
changing  the  position  of  the  patient.1  The 
typical  differential  diagnosis  for  this  lesion 
would  include  lung  abscess,  encapsulated 
empyema,  neurofibroma,  dermoid,  hamar- 
toma, lymphoma,  or  malignant  tumor. 

Although  these  congenital  cysts  are 
usually  asymptomatic,  complications  can 
arise  causing  infection  and  hemoptysis  as 
well  as  dyspnea  and  cyanosis ; the  latter  are 
found  in  cysts  of  the  newborn  or  young 
child.  Infection,  a common  complication, 
usually  appears  in  the  form  of  an  abscess. 
Seldom  is  the  character  of  the  presentation 
that  of  a pneumonic-type  infiltrate  as  in  our 
case. 
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Furthermore,  the  serpiginous  quality  of 
this  cyst  was  sufficiently  confusing  to  ini- 
tiate an  angiographic  study  to  rule  out  ar- 
teriovenous malformation.  In  view  of  the 
so-called  “pliability”  of  these  cysts,  perhaps 
the  unusual  configuration  was  caused  by 
the  pressure  of  the  organizing  pneumonic 
infiltrate.  This  must  remain  conjecture. 

Nathaniel  Finby,  M.D.:  The  value  of 

routine  roentgenograms  of  the  chest  is 
widely  recognized.  A more  subtle  advantage 
is  their  value  for  comparison  during  future 
examinations.  In  our  present  patient,  who 
had  no  symptoms,  the  increase  in  size  during 
a five-year  period  of  observation  was  clearly 
established  and  led  to  prompt  surgical  treat- 
ment. 

We  tend  to  think  of  “bronchogenic  cysts” 
as  congenital  lesions.  When  seen  in  the 
lung  parenchyma,  they  are  probably  develop- 
mental in  a large  number  of  cases. 

Charles  F.  Regc.,  M.D.:  It  is  futile  to  at- 
tempt to  determine  the  pathogenesis  and 
cause  of  cysts  by  the  study  of  an  individual 
case,  when  the  study  of  large  series  of  cases 
leads  only  to  controversial  opinions.  Spen- 
cer’ gives  a thorough  classification  of  the 
cause  and  pathogenesis  of  cystic  disease  of 
the  lung.  He  divides  them  into  congenital 
and  acquired  types.  Under  the  congenital 
type,  there  are  those  which  are  central  and 
those  which  are  peripheral.  There  are  also 
lymphangiomatous  cysts  and  intrapulmo- 
nary  cystic  accessory  lungs  and  enterogenous 
cysts.  Under  acquired  cysts,  the  division  is 
into  the  tension  cysts  of  infancy,  emphy- 
sematous bullae,  healed  abscesses,  and  para- 
sitic cysts. 

This  cyst  would  be  classified  as  central  in 
its  location,  thus  ruling  out  any  tension 
types  of  cysts  and  also  the  emphysematous 


bullae  and  giant  air  cysts,  which  are  seen  in 
adult  life.  The  histologic  appearance  of  the 
lining  places  this  in  the  category  of  a cyst 
of  bronchial  origin,  thereby  eliminating  the 
possibility  that  it  is  lymphangiomatous  or 
parasitic.  The  differential  diagnosis,  there- 
fore, depends  on  whether  this  is  a cyst  which 
is  caused  by  previous  infection  or  is  the  re- 
sult of  a developmental  error  which  had  ex- 
isted throughout  life. 

Since  there  is  no  history  of  previous  in- 
fection, which  might  have  resumed  in  a lung 
abscess  producing  a cyst  which  could  be 
epithelialized,  we  are  inclined  to  believe  that 
this  is  a cyst  of  developmental  origin,  in 
which  there  is  probably  atresia  of  a portion 
of  a bronchus  with  cystic  dilatation  beyond 
it.  The  bronchus  involved  is  a bronchus  of 
medium  size,  judging  by  the  fact  that  there 
is  not  cartilage  in  its  wall,  nor  are  there  any 
peribronchial  glands. 

Our  concept  of  the  pathogenesis  of  this 
lesion  is  that  it  results  from  a developmen- 
tal error.  It  is  probably  seen  in  the  x-ray 
film  taken  in  1964.  We  believe  that  the 
smoldering  secondary  infection  in  the  com- 
pressed adjacent  lung  tissue  produced 
enough  of  a shadow  so  that  it  could  be  de- 
tected by  roentgenogram,  as  it  was  during 
his  routine  annual  check-up.  Poor  aeration 
of  the  segment  of  the  lung,  normally  sup- 
plied by  this  bronchus,  is  the  probable  ex- 
planation of  its  greater  susceptibility  to  in- 
fection. 
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N EUROLOGIC  MANIFESTATIONS  in  established 
cases  of  leukemia  are  becoming  more  com- 
mon as  the  frequency  of  prolonged  remis- 
sions increases.1  6 Far  less  commonly,  cen- 
tral nervous  system  symptoms  lead  to  the 
initial  complaints,  but  the  correct  diagnosis 
can  usually  be  made  based  on  pleocytosis  of 
the  CSF  (cerebrospinal  fluid)  and  concomi- 
tant cellular  changes  in  the  peripheral  blood. 

Rarely,  there  are  neurologic  manifesta- 
tions without  other  diagnostically  accessible 
signs  or  symptoms  of  leukemia.  Bone-mar- 
row aspiration  and  cytologic  examination 
might  provide  the  necessary  clues.  They 
are,  however,  not  generally  performed  in 
cases  of  increased  intracranial  pressure  in 
the  absence  of  CSF  pleocytosis  or  abnormal 
cells  in  the  peripheral  blood. 

Although  it  rarely  causes  initial  intra- 

Supported  in  part  by  the  Pediatric  Hematology  Re- 
search Fund. 

t At  present:  Resident  in  Pediatrics,  Children’s  Hospital, 

Boston,  Massachusetts. 


cranial  hypertension,  leukemia  should  be 
considered  in  its  differential  diagnosis  even 
when  there  are  normal  spinal  fluid  and 
peripheral  blood  findings. 

Case  report 

A six-year-old  white  boy  was  admitted  to 
Strong  Memorial  Hospital  in  April,  1967. 
He  had  had  early  morning  vomiting  and  in- 
termittent headaches  for  three  weeks  and 
diplopia  and  truncal  ataxia  for  one  day. 
His  past  history  did  not  contribute  perti- 
nent information. 

There  was  bilateral  papilledema  and 
truncal  ataxia,  but  other  results  of  the  phys- 
ical examination  were  normal.  There  were 
9,100  mm.  3 peripheral  white  cells,  consist- 
ing of  67  per  cent  neutrophils,  2 per  cent 
eosinophils,  20  per  cent  lymphocytes,  and  11 
per  cent  monocytes.  The  packed  erythro- 
cyte volume  was  42  per  cent,  and  the  number 
of  platelets  was  normal.  Widening  of  the 
coronal  sutures  was  revealed  in  skull  radio- 
graphs (Fig.  1)  ; radiologic  examination  of 
the  chest  did  not  disclose  abnormalities. 
There  was  a visual  defect  in  the  upper  nasal 
quadrant.  A communicating  hydrocephalus 
was  demonstrated  by  ventricular  pneumoen- 
cephalography and  positive  contrast  ven- 
triculography (Fig.  2).  On  lumbar  punc- 
ture, the  opening  pressure  was  180  mm.  of 
water.  No  cells  were  present.  The  protein 
level  was  20  mg.  per  100  ml.  and  the  glucose 
level  64  mg.  per  100  ml.  of  CSF.  An  elec- 
troencephalographic  examination  revealed 
slowing  of  the  rhythm  in  the  occipital  areas 
and  asynchronous  positive  spikes  in  the 
midtemporal  and  occipital  regions.  The  re- 
sults of  a brain  scan  with  technetium01'"1 
were  normal  as  were  the  findings  of  three 
further  lumbar  punctures. 

The  boy  was  given  dexamethasone  (De- 
cadron)  for  ten  days  and  then  discharged  in 
an  improved  condition.  Our  diagnosis  was: 
acute  intermittent  communicating  hydro- 
cephalus, resolving  and  of  undetermined 
etiology. 
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FIGURE  1.  Radiograph  of  skull  showing  spread- 
ing of  coronal  sutures. 


During  the  next  two  months  the  patient 
complained  intermittently  of  mild  head- 
ache. Four  lumbar  punctures  had  normal 
results  except  for  one  pressure  finding  of 
266  mm.  of  water.  The  hemogram  findings 
still  remained  normal. 

In  July,  1967,  the  patient  was  readmitted 
to  the  hospital  because  he  was  lethargic  and 
had  intermittent  pain  in  his  right  leg.  This 
episode  was  nof  accompanied  by  vomiting, 
headaches,  or  visual  changes.  Physical  ex- 
amination again  revealed  bilateral  papil- 
ledema. The  liver  could  be  palpated  4 cm. 
below  the  right  costal  margin.  The  packed 
erythrocyte  volume  was  36  per  cent.  There 
were  6,700  mm.-3  peripheral  white  cells  con- 
sisting of  2 per  cent  blast  cells,  3 per  cent 
promyelocytes,  4 per  cent  myelocytes,  5 
per  cent  banded  leukocytes,  16  per  cent  neu- 
trophils, 68  per  cent  lymphocytes,  and  2 per 
cent  monocytes;  the  platelet  count  was 
24,000  mm.-3.  The  CSF  pressure  was  ele- 
vated, but  the  protein  and  glucose  levels 
were  within  normal  limits.  Forty  erythro- 
cytes and  one  leukocyte  were  found  per 
cubic  millimeter  of  CSF.  Ninety-three  per 
cent  myeloblasts  were  found  in  a bone-mar- 
row aspirate;  acute  undifferentiated  leuke- 
mia was  diagnosed  based  on  these  findings. 


FIGURE  2.  Ventriculogram  (autotomogram) 
showing  dilatation  of  lateral  and  third  ventricles. 
Aqueduct  of  Sylvius  and  fourth  ventricle  not  dis- 
placed. There  is  no  air  in  cortical  subarachnoid 
areas. 


The  patient  is  still  alive;  several  hos- 
pitalizations have  been  necessary  because 
of  complaints  ascribable  to  affections  of  the 
central  nervous  system  by  leukemia. 

Comment 

Although  infiltration  of  the  central  ner- 
vous system  is  a well-recognized  complica- 
tion of  leukemia,  it  rarely  gives  rise  to  the 
initial  complaints.7 

On  rare  occasions,  meningeal  leukemia  is 
the  initial  symptom  of  the  disease.  Its  di- 
agnosis can  usually  be  made  because  head- 
aches and  increased  intracranial  pressure 
are  associated  with  CSF  pleocytosis  in  the 
presence  of  negative  cultures  and  low  glu- 
cose levels. 

The  described  course  of  leukemia  is  no- 
table because  hematologic  manifestations  of 
leukemia  were  not  observed  until  four 
months  after  an  initial  increase  in  CSF 
pressure  with  associated  complaints.  Pleo- 
cytosis was  never  observed  in  the  CSF. 

Only  2 cases  with  signs  of  increased  in- 
tracranial pressure  in  the  presence  of  nor- 
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mal  CSF  findings,  normal  hemograms,  and 
delayed  hematologic  signs  of  leukemia  have 
been  reported.  In  both  cases,  the  number 
of  cells  in  the  CSF  increased  shortly  before 
or  at  the  time  of  the  first  appearance  of 
hematologic  manifestations. 

Creskoff10  described  the  case  of  an  eight- 
een-year-old  girl  with  headaches  for  three 
weeks,  papilledema,  Horner’s  syndrome  of 
the  right  side,  and  positive  Romberg’s  sign. 
Coma  ensued.  Normal  CSF  protein  and  glu- 
cose levels  were  disclosed  by  ventricular 
taps.  The  ventricles  appeared  normal  on  a 
ventriculogram.  After  several  weeks,  the 
CSF  contained  2,000  leukocytes  per  cubic 
millimeter,  and  the  glucose  level  had  fallen 
to  10  mg.  per  100  ml.  After  normal  findings 
for  eight  weeks,  there  were  60  per  cent 
myeloblasts  in  the  peripheral  blood. 

Garvey  and  Lawrence11  reported  the  case 
of  a woman  whose  initial  symptoms  were 
headache,  dizziness,  and  facial  paralysis. 
The  hemogram  finding  was  normal.  The 
CSF  contained  3 leukocytes  per  cubic  milli- 
meter, and  its  pressure  was  190  mm.  of  wa- 
ter. Nine  days  later,  the  patient  became 
febrile,  the  leukocyte  count  in  the  peripheral 
blood  was  52,000  per  cubic  millimeter,  and  a 
diagnosis  of  acute  leukemia  was  made. 

These  are  apparently  the  only  other  re- 
ported cases  in  which  there  was  a time  lag 
between  the  onset  of  neurologic  symptoms 
and  the  first  appearance  of  hematologic  ab- 
normalities. In  our  case,  CSF  pleocytosis 
never  ensued,  whereas  in  Creskoff’s10  case  it 
occurred  after  several  weeks;  in  Garvey  and 
Lawrence’s11  case  its  occurrence  is  uncer- 
tain because  the  lumbar  puncture  was  not 
repeated. 

Among  815  leukemic  patients,  Hunt,  Bou- 
roncle,  and  Meagher1  found  only  1 child 
whose  initial  symptoms  were  neurologic. 
Hyman  et  al.A  treated  109  episodes  of  cen- 
tral nervous  system  involvement  in  59  leu- 
kemic children,  but  only  3 of  their  patients 
had  symptoms  at  the  time  of  diagnosis. 
Most  of  the  other  patients  developed  neu- 
rologic manifestations  after  six  months  of 
treatment. 

We  have  described  the  third  patient  in 
whom  there  was  a time  lag  between  the  ap- 
pearance of  neurologic  symptoms  and  hema- 


tologically apparent  leukemia.  Leukemia, 
although  apparently  rarely  manifesting  it- 
self in  this  manner,  should  be  considered  in 
the  differential  diagnosis  of  intracranial  hy- 
pertension of  obscure  origin.  Bone-marrow 
aspirations  may  possibly  be  indicated  even 
though  there  may  be  normal  peripheral 
blood  findings,  absence  of  hepatosplenomeg- 
aly  or  lymphadenopathy,  and,  especially, 
CSF  pleocytosis. 

Summary 

Neurologic  complications  rarely  cause  the 
initial  complaints  in  leukemia  and  are 
usually  associated  with  abnormal  cell  find- 
ings in  the  peripheral  blood  or  the  CSF. 
This  report  describes  the  course  of  leukemia 
in  a six-year-old  boy  whose  presenting  symp- 
toms of  increased  intracranial  pressure 
associated  with  normal  spinal  fluid  findings 
preceded  the  clinical  onset  of  acute  undif- 
ferentiated leukemia  by  four  months.  The 
2 similar  reported  cases  are  reviewed  briefly. 
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5tellate  ganglion  blocks  are  performed 
for  a great  variety  of  reasons.  They  can  be 
used  to  diagnose  vasospastic  diseases,  car- 
diac diseases,  and  asthmas,  as  well  as  to  de- 
termine the  advisability  of  stellate  ganglion- 
ectomy  or  thoracic  sympathectomy.  Thera- 
peutically, stellate  ganglion  blocks  have  been 
used  for  relief  of  vasospastic  diseases  of  the 
arm  and  hand,  especially  post-traumatic  dys- 
trophy. 

The  following  is  a most  unusual  report  of 
a serious  complication  which  occurred  dur- 
ing stellate  ganglion  block. 

Case  report 

An  active  duty  army  officer,  age  forty- 
four,  was  riding  his  motorcycle  at  high  speed 
when  he  lost  control  and  was  thrown  into  a 
ditch.  He  suffered  multiple  fractures  in- 
cluding fracture  dislocation  of  the  left  hip, 
fractures  of  both  bones  of  the  left  forearm, 
and  a fracture  dislocation  of  the  right  hu- 
merus with  brachial  plexus  deficit.  He  was 
admitted  within  two  hours  to  the  U.S.  Army 
Hospital  at  Fort  Ord,  California,  and  his 
multiple  soft-tissue  wounds  treated,  and 
a traction  reduction  of  the  left  hip  was  per- 
formed. After  his  general  condition  stabi- 
lized and  proper  orthopedic  measures  were 
applied  to  his  fractures,  attention  was  fo- 
cused on  the  right  brachial  plexus  injury. 

The  right  arm  and  hand  were  devoid  of 
any  motor  control,  but  some  sensation  re- 


FIGURE 1.  Cervical  myelogram  showing  avul- 
sion of  the  right  nerve  root  sleeve  at  sixth  and 
seventh  cervical  vertebral  interspace. 


mained  in  the  medial  aspect  of  the  right  up- 
per arm.  A diagnosis  of  total  brachial 
plexus  avulsion  was  made,  and  plans  for  cer- 
vical myelography  were  outlined  as  soon  as 
the  patient  could  be  safely  moved. 

Over  the  next  several  weeks  the  patient’s 
general  condition  improved  except  for  cau- 
salgia  in  the  entire  right  arm  and  hand,  se- 
vere enough  to  require  large  amounts  of 
opiates  and  sedatives  for  control. 

Three  weeks  after  admission  it  was  de- 
cided to  perform  a right  stellate  ganglion 
block  for  treatment  of  the  causalgic  pain. 
The  patient  agreed  and  was  taken  to  the 
orthopedic  treatment  clinic. 

The  paratracheal  approach  was  used  and, 
after  carefully  selecting  the  proper  land- 
marks, two  attempts  were  made  at  aspira- 
tion to  assess  possible  blood  vessel  puncture. 
Following  this,  12  cc.  of  1 per  cent  lidocaine 
(Xylocaine  hydrochloride)  were  injected. 
The  patient  almost  immediately  was  unable 
to  speak  and  quickly  lost  all  respiratory  con- 
trol. When  it  was  noticed  that  the  patient 
was  cyanotic,  an  Ambu  bag  resuscitator  was 
immediately  applied  and  the  patient  wheeled 
into  the  surgical  suite  where  an  endotracheal 
tube  was  inserted  and  the  patient’s  breath- 
ing was  done  for  him.  All  vital  signs  were 
depressed  for  approximately  thirty-five  min- 
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utes  when  the  heart  stopped  suddenly.  Af- 
ter about  forty-five  seconds  of  cardiac  stand- 
still the  patient  suddenly  and  violently  sat 
up,  and  pulled  the  endotracheal  tube  from 
his  mouth. 

Remarkably,  the  patient  had  very  great 
subjective  relief  of  his  causalgic  pains  in  the 
right  upper  extremity.  He  was  so  pleased 
by  his  relief  from  pain  that  he  requested 
a repeat  stellate  ganglion  block,  a request 
which  was  immediately  denied. 

Following  the  patient’s  reaction  and  re- 
covery, a cervical  myelogram  was  performed 
using  iophendylate  (Pantopaque) , which  re- 
vealed an  avulsed  nerve  root  sleeve  at  the 
sixth  and  seventh  cervical  vertebrae,  the  ex- 
act area  where  the  lidocaine  was  injected 
(Fig.  1) . 


Comment 

The  term  “stellate  ganglion  block”  is  now 
used  because  of  the  region  where  the  needle 
is  inserted.  However,  the  block  which  ac- 
tually results  is  a block  of  the  upper  four 
thoracic  sympathetic  ganglia,  the  middle  cer- 
vical ganglion,  the  stellate  ganglion,  and  the 
cords  joining  the  ganglia.  This  is,  there- 
fore, a unilateral  block  of  the  entire  cervico- 
thoracic  sympathetic  nervous  system. 

Complications  of  stellate  ganglion  block 
have  been  well  outlined  by  Moore.1-3  The 
most  common  complications  are  pneumo- 
thorax, high  epidural  block,  high  spinal 
block,  toxic  reactions  to  the  drug  used,  and 
paralysis  of  the  recurrent  laryngeal  nerve. 
Three  approaches  for  stellate  ganglion  block 
are  employed:  the  posterior,  the  anterior, 

and  the  paratracheal.  The  latter  is  consid- 
ered the  safest  because  of  the  less  significant 
chance  of  pneumothorax  and  the  ease  of  ana- 
tomic direction  and  execution.  In  this  case 
the  paratracheal  approach  was  used.  Chas- 
saignac’s  tubercle,  which  is  the  anterior 
tubercle  on  the  sixth  cervical  vertebra,  was 
palpated  between  the  left  index  and  mid- 
fingers. A 22-gauge  needle  was  directed 
just  above  the  lateral  process  of  the  seventh 
cervical  vertebra,  and  even  though  aspira- 
tion was  performed,  the  anesthetic  agent 
was  directed  through  the  outpouching  of  the 
dura  at  that  interspace,  resulting  in  a high 
spinal  anesthetic.  Fortunately  proper  equip- 
ment and  personnel  were  available  to  resus- 
citate the  patient. 


The  reason  that  the  placement  error  was 
not  noted  on  aspiration  was  probably  due  to 
a flap  or  valve-like  effect  of  the  dura  against 
the  needle  bevel  which  precluded  cerebro- 
spinal fluid  from  entering  the  syringe. 

How  can  such  complications  be  prevented? 
There  are  several  precautions  which  are 
paramount  to  prevent  such  a routine  proce- 
dure from  turning  into  a catastrophe.1  7 

1.  A stellate  ganglion  block  or  similar 
procedure  should  only  be  performed  in  an 
area  near  immediate  anesthetic  assistance, 
preferably  in  the  operating  anteroom. 

2.  Rotate  the  injecting  needle  360  de- 
grees while  trying  to  aspirate.  This  will 
help  to  prevent  a flap  valve  of  tissue  from 
occluding  the  needle  bevel. 

3.  Be  prepared  to  institute  an  intrave- 
nous injection  and  have  resuscitative  drugs 
available. 

4.  Inject  a test  dose  of  2 cc.  and  wait  for 
three  to  four  minutes.  If  a reaction  occurs, 
it  will  usually  be  minimal  at  this  dosage. 

5.  Avoid  bilateral  blocks  because  of  the 
danger  of  bilateral  pneumothorax. 

6.  If  no  results  are  obtained  with  the  in- 
jection, wait  at  least  one  hour  before  repeat- 
ing the  injection. 

7.  Stellate  ganglion  blocks  are  not  in- 
nocuous procedures  and  should  be  done  or 
supervised  by  someone  skilled  in  the  technic 
who  is  also  familiar  with  emergency  resus- 
citative procedures. 

Summary 

A case  report  of  an  unusual  complication 
of  stellate  ganglion  block  is  presented  along 
with  its  cause  and  management.  Preventive 
guidelines  are  outlined  to  obviate  the  possi- 
bilities of  a catastrophic  result  from  this 
procedure. 
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W HEN  first  RECOGNIZED,  renal  papillary 
necrosis  was  usually  associated  either  with 
chronic  urinary  tract  obstruction  or  diabetes 
mellitus.1  Later  its  concurrence  with 
chronic  ingestion  of  phenacetin  compounds 
was  emphasized.-  Recently,  hemoglobin- 
opathies such  as  sickle-cell  trait'1  and  hemo- 
globin S-C  disease1  have  been  implicated. 
A few  of  the  means  by  which  renal  papillary 
necrosis  has  been  produced  experimentally 
is  by  administering  toxic  materials,5  bac- 
teria,bacterial  toxin,7  or  human  serum.8 
Infection  has  often  been  implicated  in  the 
pathogenesis  of  the  disease.'-'  However,  the 
basic  mechanism  leading  to  the  renal  papil- 
lary necrosis  is  still  not  fully  understood. 
Recent  reports  have  stressed  the  underlying 
disturbance  as  arising  in  the  medullary 
blood  supply  of  the  kidney  in  the  form  of 
blockage  of  the  vasa  recta  by  thromboses.10 

We  are  reporting  the  case  of  a young  man 
with  a long-standing  history  of  idiopathic 
aplastic  anemia.  Persistent  flank  pain  and 
a septic  course  prompted  intravenous  pyelog- 
raphy. The  radiographic  findings  indicated 
renal  papillary  necrosis  which  was  verified 
at  necropsy.  The  association  of  aplastic 
anemia  with  renal  papillary  necrosis  has 
not,  to  our  knowledge,  been  mentioned  be- 
fore and  can  be  included  as  one  of  the  rare 
predecessors  of  renal  papillary  necrosis. 

Case  report 

A twenty-year-old  nondiabetic  white  male 
was  admitted  with  painful  ecchymoses,  sore 
throat,  and  a fever  of  a few  days’  duration. 


At  the  age  of  ten  he  had  been  found  to  be 
anemic  during  hospitalization  for  appendici- 
tis. At  that  time  an  aplastic  anemia  of  un- 
known cause  was  discovered.  During  the 
next  ten  years  he  received  approximately 
100  blood  transfusions.  Until  the  year  prior 
to  admission,  when  his  transfusion  require- 
ments increased,  he  received  about  one  unit 
of  blood  every  three  weeks.  Increasing 
liver  size,  abnormal  liver  chemistries  de- 
termined outside  the  hospital,  and  skin  pig- 
mentation changes  suggested  transfusion 
hemosiderosis.  Testosterone  had  been  used 
with  little  success  in  stimulating  erythro- 
poiesis.  The  use  of  deferoxamine  did  not 
help  in  removing  excess  iron  from  his  body. 
His  major  symptoms,  weakness  and  fatigue, 
depended  on  his  hematologic  status.  There 
was  no  history  of  phenacetin  abuse. 

Pertinent  positive  physical  findings  on 
admission  included  a bronze  pigmentation  of 
his  skin.  He  appeared  chronically  ill.  The 
nasopharynx  was  mildly  injected,  but  no 
exudate  was  present.  The  liver  edge  was 
palpable  7 cm.  below  the  right  costal  margin, 
and  the  spleen  was  about  2 to  3 cm.  below 
the  left  costal  margin.  Left  costovertebral 
angle  tenderness  was  present.  His  tempera- 
ture was  102.8  F. 

On  admission  his  hemoglobin  was  9.1  Gm. 
per  100  ml.  with  a hematocrit  of  27.  His 
white  blood  cell  count  was  2,800  per  cubic 
millimeter,  6 platelets  per  1,000  red  blood 
cells  were  seen,  his  urine  was  yellow  and 
cloudy  with  10  to  15  white  blood  cells  per 
high-power  field,  and  his  blood  glucose  was 
74  mg.  per  100  ml.  Admission  urine  and 
blood  cultures  demonstrated  Klebsiella  which 
was  susceptible  to  chloramphenicol.  Sub- 
sequent urine  examinations  revealed  persist- 
ent pyuria  and  occasional  hematuria.  His 
admission  diagnosis  was  aplastic  anemia 
and  secondary  hemosiderosis  complicated  by 
urinary  tract  infection. 

The  patient  had  a spiking  fever  and  was 
treated  with  penicillin,  chloramphenicol,  and 
streptomycin.  Five  days  after  admission, 
an  intravenous  pvelogram  revealed  bilateral 
visualization  of  the  kidneys  at  six  minutes. 
The  renal  pelves  were  small,  and  the  minor 
calyces  were  intact.  The  papillae  were 
opacified  with  contrast  material,  somewhat 
more  pronounced  in  the  right  kidney  than  in 
the  left  ( Fig.  1).  The  possibility  of  renal 
papillary  necrosis  was  suggested. 
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FIGURE  1.  Intravenous  pyelogram  demonstrat- 
ing opacification  of  papillae  with  contrast  ma- 
terial. 


The  patient  continued  to  have  spiking 
fever  unresponsive  to  antibiotics  and  bleed- 
ing episodes  requiring  numerous  transfu- 
sions. Bronchopneumonia  developed,  and  he 
expired  twenty-seven  days  after  admission 
with  terminal  septicemia  caused  by  Pseudo- 
monas aeruginosa. 

At  necropsy,  the  majority  of  the  major 
organs  examined  including  the  kidneys, 
liver,  spleen,  pancreas,  adrenals,  and  thyroid 
demonstrated  hemosiderin  deposits.  The 
bone  marrow  was  almost  completely  replaced 
by  fat,  and  numerous  hemosiderin-laden 
macrophages  were  present.  Each  kidney 
weighed  220  Gm.  Smears  and  cultures  of 
the  kidney  confirmed  the  presence  of  Pseudo- 
monas aeruginosa.  The  capsules  were  swol- 
len, and  several  petechiae  were  observed  on 
the  surface  of  the  left  kidney.  The  calyces 
and  pelves  had  large  confluent  areas  of  fresh 
hemorrhage.  Several  necrotic  papillae  were 
found  in  the  left  kidney  characterized  by 
soft  and  sharply  demarcated,  partially 
sloughed  tips  (Fig.  2).  The  right  kidney 
showed  some  swelling  and  blurring  of  the 
markings  at  the  very  tip  of  the  papillae  re- 
garded as  an  early  stage  of  necrosis.  No 
hemorrhages  were  found  in  the  pelvicalyceal 


FIGURE  2.  (A)  Papillary  necrosis  involving 

middle  papilla  especially.  (B)  Low-power  view 
of  necrotic  renal  papilla.  Note  sharp  line  of  de- 
marcation. 


system  of  this  kidney.  The  ureters  were 
normal.  The  final  anatomic  diagnosis  in- 
cluded aplastic  anemia,  hemosiderosis,  and 
renal  papillary  necrosis. 
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Comment 

The  radiographic  changes  and  differen- 
tial diagnosis  of  renal  papillary  necrosis 
were  defined  in  detail  by  Harrow,  Sloane, 
and  Liebman."  The  more  limited  medullary 
form  involves  only  the  central  and  apical 
portions  of  the  pyramid,  leaving  the  fornices 
of  the  calyces  intact.  On  intravenous  py- 
elography this  appears  as  a “ring  shadow” 
with  the  contrast  medium  surrounding  the 
sloughing  medullary  tissue.  After  slough- 
ing has  taken  place,  a rounded  or  elongated 
cavity  filled  with  dye  appears,  as  observed 
in  our  patient.  The  changes  in  the  papillae 
were  confirmed  at  necropsy.  The  more  se- 
vere papillary  form  of  necrosis  involves 
slough  of  the  entire  papillae,  and  in  this 
type  the  calyceal  fornices  are  destroyed. 
The  differential  diagnosis  of  renal  papillary 
necrosis  includes  early  renal  tuberculosis, 
chronic  pyelonephritis,  medullary  sponge 
kidney,  and  renal  dysplasia.  Other  condi- 
tions that  may  superficially  simulate  renal 
papillary  necrosis  are  pyelorenal  backflow, 
calyceal  diverticulum,  microcalyces,  pyelo- 
genic  cysts,  neoplasms,  and  pelviureteral 
clots  or  stones. 

Aplastic  anemia  is  characterized  by  a 
profound  anemia,  leukopenia,  and  thrombo- 
cytopenia usually  associated  with  an  aplastic 
or  hypoplastic  bone  marrow  and  occurring 
as  an  idiopathic  or  acquired  entity.  In  our 
patient  it  is  doubtful  that  the  aplastic  ane- 
mia was  directly  responsible  for  the  renal 
papillary  necrosis.  The  circulating  red  cells 
in  aplastic  anemia  are  normochromic  and 
normocytic,  so  it  is  unlikely  that  capillary 
thromboses  would  occur  as  in  sickle-cell 
trait  and  hemoglobin  S-C  disease.  Aplastic 
anemia  though  indirectly  played  the  major 
role  in  the  severe  sepsis  that  developed 
during  the  patient’s  terminal  illness.  His 
highest  white  blood  cell  count  was  2,800 
per  cubic  millimeter.  The  leukopenia  prob- 
ably contributed  to  his  inability  to  combat 
sepsis  even  with  heavy  antibiotic  coverage. 

Experimental  studies  have  included  renal 
papillary  necrosis  induced  by  inoculation  of 
bacteria  with  and  without  ureteral  obstruc- 
tion.12 As  previously  mentioned,  postmor- 
tem cultures  of  our  patient’s  kidney  by  di- 
rect smear  demonstrated  Pseudomonas  in 
addition  to  the  positive  findings  on  urine 
cultures  obtained  during  his  hospitalization 
and  before  the  intravenous  pyelogram  was 


obtained.  It  would  be  difficult,  in  view  of  the 
patient’s  toxic  state  throughout  his  hospi- 
talization, to  discount  infection  as  a major 
causative  factor  in  the  renal  papillary  ne- 
crosis that  evolved. 

The  patient  was  found  to  have  hemosid- 
erin deposits  in  the  kidneys.  The  possibility 
that  this  toxic  material  may  have  been  in- 
volved in  the  pathogenesis  of  the  renal 
papillary  necrosis  was  considered.  This 
was  based  on  the  experimental  laboratory 
studies  demonstrating  renal  papillary  ne- 
crosis resulting  from  the  injection  of  various 
toxins  in  animals.5  In  hemosiderosis,  it 
is  known  that  the  pigment  in  the  kidneys 
is  deposited  in  the  tubular  epithelium  and 
interstitial  and  endothelial  cells,  but  there 
is  no  special  predilection  for  the  papillae. 
In  addition,  we  found  no  experimental  veri- 
fication of  renal  papillary  necrosis  resulting 
from  heavy  metal  injection. 


Summary 

Renal  papillary  necrosis  was  associated 
with  aplastic  anemia  in  a young  man. 
Moderate  hemosiderosis  and  bacterial 
growth  in  the  kidneys  were  found  at  au- 
topsy, together  with  renal  papillary  necrosis. 
The  possible  role  that  infection  and  hemo- 
siderosis may  play  in  the  pathogenesis  of 
renal  papillary  necrosis  is  discussed. 
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T he  hemodynamic  effects  of  rapid  supra- 
ventricular tachycardia  on  the  normal  heart 
have  been  measured  occasionally,  but  the 
long-term  changes  imposed  on  the  circula- 
tion have  not  yet  been  reported.  The  fol- 
lowing case  provides  the  first  detailed  infor- 
mation on  hemodynamic  alterations  after 
sixteen  days  with  a regular  heart  rate  of 
200  per  minute. 

Case  report 

A fifty-three-year-old  man  was  first  seen 
at  The  Columbia-Presbyterian  Medical  Cen- 
ter and  investigated  for  a convulsive  disor- 
der nine  years  before  the  present  admission. 
A diagnosis  of  uncinate  seizures  of  unknown 
cause  was  made  and  he  was  given  diphenyl- 
hydantoin  (Dilantin),  phenobarbital,  and 
chlordiazepoxide  (Librium).  A thorough 
medical  evaluation  revealed  normal  findings. 
His  present  illness  began  sixteen  days  be- 
fore admission  with  the  onset  of  rapid  pal- 
pitation. At  that  time  he  stated  he  had  had 
rare  and  short-lived  palpitations,  one  or  two 
episodes  a year  for  twelve  years,  but  all  car- 
diac examinations,  including  many  electro- 
cardiograms, revealed  nothing  abnormal. 
Ten  months  and  two  months  prior  to  the 
present  attack  he  had  had  episodes  each 
lasting  forty-eight  hours  and  requiring,  for 
the  first  time,  hospitalization  on  both  occa- 
sions, because  his  physician  had  found  very 
low  blood  pressure. 

* This  work  was  supported  by  Grants  HE-02001-14,  HTS- 
5443-09,  and  HE-05741-08,  from  the  National  Heart  Insti- 
tute, United  States  Public  Health  Service,  Bethesda,  Mary- 
land. 


The  present  attack  began  suddenly,  and 
two  days  after  its  onset  he  entered  another 
hospital.  The  electrocardiogram  taken  then 
showed  a rapid,  regular,  supraventricular 
tachycardia  at  a ventricular  rate  of  200  with 
electrical  alternans  of  the  QRS  and  T waves; 
a QRS  of  0.08-second  duration;  no  visible  P 
wave;  an  electrical  axis  of  plus  90  degrees; 
and  a negative  T wave  in  leads  II,  III,  a Vf, 
and  V3  to  V6  (Fig.  1).  He  was  told  his 
complaints  were  psychologic,  was  given 
only  tranquilizers,  and  remained  up  and 
about. 

Eight  days  after  the  onset  of  the  ar- 
rhythmia, with  no  change  in  the  electro- 
cardiogram, he  complained  of  increasing  ab- 
dominal girth  and  scrotal  edema.  Never- 
theless, he  was  discharged  two  days  later 
without  any  change  in  the  ventricular  rate, 
having  been  in  the  local  hospital  eight  days. 
Thirteen  days  after  the  onset  and  continual 
presence  of  this  rapid  heart  rate  of  200  per 
minute  he  noted  edema  of  his  feet,  some  ex- 
ertional dyspnea,  marked  fatigue,  and  some 
mental  confusion. 

He  was  seen  in  the  author’s  office  and  was 
admitted  as  an  emergency  to  this  hospital 
with  the  tentative  diagnoses  of  supraven- 
tricular tachycardia  and  pericardial  effusion 
with  cardiac  tamponade.  His  blood  pressure 
was  almost  unobtainable,  80  to  90  systolic 
and  no  discernible  diastolic  reading,  respira- 
tions 28,  and  a normal  temperature.  He 
was  mildly  cyanotic  with  very  distended 
neck  veins  and  all  the  evidences  of  con- 
gestive failure,  edema  from  feet  to  the  costal 
edge,  pleural  fluid  bilaterally,  rales  in  the 
lower  half  of  both  sides  of  the  chest,  a liver 
measuring  5 fingerbreadths,  and  ascites. 
Heart  sounds  were  distant,  and  no  murmurs 
or  gallop  were  heard. 

The  admission  electrocardiographic  find- 
ings were  the  same  as  those  taken  in  the 
other  hospital  with  the  exception  that  the 
QRS  voltage  had  become  abnormally  low. 
This  tracing  also  showed  a ventricular  rate 
of  200. 

The  laboratory  findings  indicated  a nor- 
mal blood  count,  erythrocyte  sedimentation 
rate,  urine,  serum  sodium,  serum  potassium, 
blood  sugar,  and  blood  carbon  dioxide.  An 
echocardiogram  and  carbon  dioxide  angio- 
gram confirmed  the  presence  of  considerable 
pericardial  effusion,  and  the  central  venous 
pressure  was  270  mm.  saline  or  20  mm.  Hg 
(Fig.  2).  The  chest  x-ray  film  indicated 
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FIGURE  1.  Twelve-lead  electrocardiogram  taken  at  onset  of  tachycardia,  December  12,  1967. 
Standardization  (not  shown)  was  1 mv.  equals  1 cm.  Enlarged  lead  II  shows  electrical  alternans 
of  QRS-T. 


FIGURE  2.  Echocardiograms.  (A)  On  admission.  (B)  Two  days  after  cardioversion.  Note  in  (A) 
large  space  between  echo  of  PWLA  (posterior  wall  of  left  atrium)  and  pericardium  (PERI)  indicating 
pericardial  effusion.  Mitral  valve  (MV)  echo  also  seen.  After  cardioversion  PWLA  and  pericardial 
echoes  occur  together  without  fluid  separation. 

modest  cardiomegaly  with  some  pulmonary  ried  out  the  day  of  admission  and  after  spe- 
congestion  (Fig.  3).  The  patient’s  condi-  cial  electrocardiographic  leads  were  taken, 
tion  was  grave,  and  cardioversion  was  car-  One  shock  of  200  watt  seconds  converted  the 
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FIGURE  3.  Roentgenograms  of  chest.  (A)  Film  taken  on  admission,  December  26,  1967,  which, 
although  a portable  x-ray  film,  was  taken  at  about  6-foot  tube  distance  with  patient  somewhat  ro- 
tated to  right,  gives  idea  of  modest  cardiomegaly  and  pulmonary  congestion.  Central  venous  cath- 
eter seen  entering  chest  from  right  and  crossing  laterally  and  toward  left  innominate  vein.  Elec- 
trocardiograph wires  and  chest  electrodes  are  noted.  (B)  Six-foot  x-ray  film  taken  eight  days  after 
cardioversion,  January  3,  1968,  showing  decrease  to  normal  heart  size.  Intracardiac  electrode  wires 
seen  lying  over  left  clavicular  area  just  above  aortic  arch  and  also  seen  in  superior  vena  cava  but 
poorly  shown  in  this  reproduction  where  they  lie  in  right  ventricle  and  pulmonary  artery. 


cardiac  mechanism  to  normal  sinus  rhythm 
at  a rate  of  88  per  minute,  and  within  fifteen 
seconds  the  central  venous  pressure  fell  to 
165  mm.  saline  or  12  mm.  Hg,  and  blood 
pressure  rose  to  120  systolic.  Right  atrial 
and  right  ventricular  intracardiac  wires  had 
been  placed  before  cardioversion,  and  infor- 
mation obtained  from  these  special  leads 
characterized  the  rapid  rhythm  as  an  atrio- 
ventricular junctional  tachycardia*  or  re- 
entrant supraventricular  tachycardia.  De- 
tails of  this  electrophysiologic  study  will  be 
presented  in  a separate  article.  However, 
there  was  a P wave  with  every  QRS  at  an 
R-P  interval  of  0.09  second.  Following  the 
return  of  the  normal  sinus  rhythm,  since 
the  patient  had  not  voided  for  nine  hours,  a 
mercurial  diuretic  was  given,  and  he  passed 
5,900  ml.  of  urine  in  the  following  eighteen 
hours.  No  digitalis  was  ever  given. 
Twenty-four  hours  after  conversion  to  nor- 
mal sinus  rhythm  with  a normal  P-R  inter- 

* The  term  atrioventricular  junctional  tachycardia  indi- 
cates one  arising  somewhere  between  the  NH  region  of  the 
atrioventricular  node  and  the  bifurcation  of  the  bundle  of 
His.1 


val  the  central  venous  pressure  was  120 
mm.,  and  the  signs  of  congestion  were  mark- 
edly diminished.  Two  days  after  cardiover- 
sion the  pericardial  effusion  was  no  longer 
present  on  the  echocardiogram  (Fig.  2)  and 
carbon  dioxide  angiogram,  and  by  the  third 
postconversion  day  all  signs  of  congestion 
were  absent.  The  electrical  axis  shifted 
leftward  and  became  normal,  and  all  the  T- 
wave  abnormalities  had  disappeared  by  the 
fifteenth  day  in  normal  sinus  rhythm.  In- 
vestigations for  pheochromyocytoma,  car- 
cinoid, and  pericarditis  gave  negative  re- 
sults. 

Right-  and  left-side  cardiac  catheteriza- 
tion and  angiography  were  all  within  nor- 
mal limits  thirteen  days  after  cardioversion. 
The  atrial  and  ventricular  wires  were  uti- 
lized to  reproduce  the  same  supraventricular 
tachycardia  on  two  separate  challenges,  with 
an  atrial  premature  systole  provoking  the 
tachycardia  probably  as  a re-entry  phenome- 
non. Several  days  later  and  following  the 
administration  of  quinidine,  this  atrial  pre- 
mature stimulus  no  longer  evoked  the  tachy- 
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cardia.  These  studies  will  also  be  reported 
separately. 

The  patient  has  now  been  followed  for 
fifteen  months  on  quinidine;  chlordiazepox- 
ide  and  primidone  (Mysoline)  are  also  being 
taken  for  the  convulsive  disorder.  He  has 
had  no  attacks  of  tachycardia  and  persist- 
ently shows  normal  cardiovascular  exami- 
nations and  electrocardiograms.  Diphenyl- 
hydantoin  has  been  specifically  avoided  be- 
cause it  failed  to  prevent  the  recurrence  of 
the  arrhythmia  prior  to  the  last  episode. 

The  patient  represents,  to  the  author’s 
knowledge,  the  only  proved  case  of  continu- 
ous ventricular  rate  of  200  per  minute  in  an 
adult  lasting  for  a sixteen-day  period  with- 
out cardiac  therapy.  This  resulted  in  the 
production  of  the  congestive  state  in  an 
otherwise  normal  cardiovascular  system. 
This  normalcy  was  proved  both  previous  and 
subsequent  to  the  attack  of  tachycardia. 

Comment 

Supraventricular  tachycardias  are  known 
to  induce  congestive  failure  in  infants  who 
have  normal  hearts  and  to  be  fatal  in  some 
of  these  children  unless  the  tachycardia  is 
stopped  promptly.  It  has  not  been  known 
previously  what  effects  prolonged  atrioven- 
tricular junctional  tachycardia  may  have  on 
adults,  although  periods  up  to  fifty  minutes 
of  this  rhythm,  with  ventricular  rates  of  187 
and  178,  have  not  evoked  evidence  of  dis- 
turbed cardiac  output.2  In  this  latter  re- 
port, however,  2 patients  with  only  the 
Wolff-Parkinson-White  syndrome  and  no 
other  cardiovascular  abnormality  has  su- 
perior vena  cava  and  right  atrial  pressures 
during  the  atrioventricular  junctional  tachy- 
cardia that  were  found  to  be  increased  four 
to  six  times  normal.  This  was  attributed, 
at  least  in  part,  to  the  dislocation  of  atrial 
systole  from  its  preventricular  position. 
The  site  of  the  P wave  during  tachycardia 
in  the  present  patient  was  similar  to  those 
reported  coming  0.09  second  after  the  QRS 
(R-P  interval).3  In  the  present  study  the 
immediate  drop  of  central  venous  pressure 
by  105  mm.  saline  after  restoration  of  nor- 
mal sinus  rhythm,  and  hence  normal  P to 
QRS  relationship,  closely  resembles  the  con- 
version effect  on  hemodynamics  shown  in 
another  subject  described  in  a previous  re- 
port.3 In  that  patient  the  ventriculariza- 
tion  of  the  superior  vena  caval  curve  dis- 


appeared with  normal  sinus  rhythm,  and 
the  superior  venal  caval  mean  pressure  had 
fallen  108  mm.  saline  in  four  minutes,  from 
9 mm.  Hg  or  122  mm.  saline  during  the 
tachycardia  to  1 mm.  Hg  or  14  mm.  saline  in 
sinus  rhythm.  Thus  this  form  of  supraven- 
tricular tachycardia  is  known  to  produce 
abnormal  function  of  the  tricuspid  and  prob- 
ably the  mitral  valves  with  regurgitation 
from  ventricles  to  atria  and  high  central 
venous  pressure.  This  is  in  contrast  to 
atrial  tachycardia,  for  example,  in  which 
valves  close  normally.  The  congestive  state 
elicited  by  the  prolonged  duration  of  this 
patient’s  atrioventricular  junctional  tachy- 
cardia or  re-entrant  tachycardia  is  probably 
best  ascribed  to  an  effect  on  renal  hemody- 
namics, sodium  retention,  and  increased 
blood  volume.  A diuresis  of  5,900  ml.  in 
eighteen  hours  supports  this  concept.  The 
ability  of  the  kidney  to  respond  to  rises  in 
renal  venous  pressure  is  well  known. 

As  Bradley4  noted  in  a patient  with  eleva- 
tion of  renal  venous  pressure  at  rest  (110 
mm.  saline),  exercise  greatly  increased  this 
pressure  while  the  renal  blood  flow  decreased 
(Fig.  4*).  During  the  twenty  minutes  of 
exercise  illustrated  in  Figure  4,  glomerular 
filtration  rate  also  fell;  urine  flow  was  cut 
in  half;  and  urinary  sodium  concentration, 
excretion,  and  clearance  relative  to  filtra- 
tion all  fell  markedly.  Thus  sodium  reten- 
tion was  demonstrated  during  exercise.  The 
central  venous  pressure  values,  obtained 
from  the  superior  vena  cava,  noted  previ- 
ously at  rest2-3  in  patients  with  atrioven- 
tricular junctional  tachycardia,  were  vir- 
tually the  same  as  in  Bradley’s4  study,  and  it 
is  suggested  that  this  was  the  level  of  central 
venous  pressure  present  in  the  early  days  of 
our  patient’s  tachycardia.  With  continuing 
physical  exercise  and  hence  frequent  further 
rises  in  renal  venous  pressure,  more  and 
more  increase  in  sodium  retention  and  in 
blood  volume  occurred.  Deposition  of  edema 
and  pericardial  fluid  further  limited  cardiac 
action,  even  reaching  levels  suggesting  car- 
diac tamponade  and  eventually  lowering  sys- 
temic blood  pressure.  Vasoconstrictive  in- 
fluences and  especially  alterations  in  blood 
flow  distribution  within  the  medulla  and 
cortex  of  the  kidney  specifically  altering  so- 
dium reabsorption  may  also  operate  in  this 

* Figure  4 is  reproduced  from  the  original  report.4  The 
original  publication  is  difficult  to  secure,  and  these  data 
have  never  been  published  in  a clinical  journal. 
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state.5  The  resiliency  of  a normal  cardio- 
vascular system  probably  accounts  for  the 
rapid  restoration  of  the  fluid  and  sodium 
balance  and  loss  of  the  congestive  state  in 
the  patient  presented  in  this  report.  Elimi- 
nation of  physical  exercise  in  the  first  week 
of  hospitalization  at  The  Columbia-Presby- 
terian  Medical  Center  may  also  have  been  a 
factor. 

Summary 

A clinical  report  has  been  given  of  a pa- 
tient with  an  apparently  normal  cardiovas- 
cular system  who  remained  untreated  for 
sixteen  days  with  a ventricular  rate  of  200 
caused  by  atrioventricular  junctional  tachy- 
cardia. Eight  days  following  the  onset, 
congestive  phenomena  appeared  and  pro- 
gressed, producing  life-threatening  pericar- 
dial effusion  and  cardiac  tamponade.  The 


FIGURE  4.  (A)  Effect  of  exercise  on  effective 

renal  plasma  flow  (Cpah),  filtration  fraction  (FF), 
and  renal  venous  pressure  (RVP)  in  patient  with 
hypertensive  cardiovascular  disease  recently  re- 
covered from  congestive  failure.  (B)  Effect  of 
exercise  on  glomerular  filtration  rate  (Cm-manni- 
tol  clearance),  urine  concentration  ratio  of  man- 
nitol (U/Pm)  and  urine  flow  (V)  in  same  patient. 
(C)  Effect  of  exercise  on  urinary  sodium  concen- 
tration (UNa),  and  clearance  relative  to  filtration 
(C.Na/C,„)  in  same  patient.* 

life-threatening  hemodynamic  effects  of  ar- 
rhythmia were  dramatically  allayed  within 
seconds  of  the  return  to  a normal  sinus 
rhythm  by  cardioversion.  Three  days  post 
conversion  and  without  any  digitalis,  all  con- 
gestive signs  had  disappeared.  This  repre- 
sents the  first  information  on  the  effects  of 
prolonged  atrioventricular  junctional  tachy- 
cardia in  a normal  heart. 
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Idiopathic 
Hypogammaglobulinemia, 
Pernicious  Anemia, 
Arthritis,  and  Diarrhea 

Effects  of  Prednisone 
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From  the  Medical  Service,  Veterans  Administration  Hospital 


LVER  SINCE  AGAMMAGLOBULINEMIA  was  de- 
scribed by  Bruton  in  1952,1  numerous  re- 
ports have  appeared  in  the  literature  de- 
scribing the  various  aspects  of  the  hypo- 
gammaglobulinemic  syndrome.  Among  the 
clinical  manifestations  reported  with  this 
syndrome  have  been  pernicious  anemia,2-7 
rheumatoid-like  arthritis,8-10  and  malabsorp- 
tion syndrome  or  sprue-like  diarrhea.11-16 
The  present  report  concerns  a patient  with 
adult-type  idiopathic  hypogammaglobulin- 
emia and  repeated  infections,  who  had  all 
these  clinical  features.  Administration  of 
prednisone  produced  transient  increase  in 
vitamin  Bu  absorption,  no  change  in  the 
gastric  secretory  function  or  gastric  mu- 
cosal disease,  but  good  clinical  improve- 
ment as  judged  by  decreased  frequency  of 
infectious  episodes  and  amelioration  of  joint 
pain  and  diarrhea. 

Case  report 

A forty-seven-year-old  Caucasian  man  was 
admitted  to  the  East  Orange  Veterans  Ad- 
ministration Hospital  for  the  first  time  on 
April  30,  1966,  because  of  pneumonia  of  the 
left  lower  lobe.  At  age  twenty-seven,  he  had 


experienced  his  first  episode  of  pneumonia, 
and  since  then  he  had  had  pneumonia  two  to 
three  times  a year.  He  had  been  admitted 
to  local  hospitals  many  times  where  his  pneu- 
monia responded  regularly  to  antibiotic 
therapy.  His  past  history  revealed  that  at 
the  age  of  sixteen  a penile  abscess  developed 
which  lasted  for  six  months;  at  age  twenty 
he  had  otitis  media  and  at  twenty-one,  ure- 
thritis and  urethral  stricture. 

At  the  age  of  forty-one,  diarrhea  began 
with  watery  to  mushy  foul-smelling  stools 
six  to  seven  times  daily.  The  stools  some- 
times contained  mucus  and  “grease”  but  no 
blood.  Diarrhea  was  usually  present  during 
his  attacks  of  pneumonia.  When  his  fever 
subsided,  his  stool  became  firmer  but  never 
completely  formed. 

Concomitant  with  the  onset  of  his  diar- 
rhea, episodes  of  swelling  and  pain  developed 
in  his  wrists,  elbows,  shoulders,  and  knees 
requiring  intra-articular  injections  of  corti- 
sone a few  times.  His  joints  often  became 
so  stiff  in  the  morning  that  he  was  unable 
to  go  to  work.  His  joints  gradually  loosened 
up  toward  the  end  of  the  day.  For  many 
years  he  had  noticed  a cyst  over  his  left  hip 
although  it  had  never  bothered  him. 

Examination  showed  an  emaciated  and 
chronically  ill-looking  man,  weight  39.5  Kg., 
height  170  cm.,  temperature  104.8  F.,  pulse 
148  per  minute,  and  respiration  40  per  min- 
ute. Purulent  discharge  was  present  in 
both  external  auditory  canals,  and  moist 
crepitant  rales  were  heard  posteriorly  in  the 
left  lower  side  of  the  chest.  Numerous  firm 
nodules,  1 to  3 cm.  in  diameter,  were  seen 
and  palpated  over  the  extensor  aspect  of 
both  elbows.  A fluctuant  and  painless  cyst, 
3 cm.  in  diameter,  was  present  over  the  left 
greater  trochanter. 

Laboratory  investigation  showed  that  the 
hemoglobin  was  10.3  Gm.  per  100  ml.,  hemat- 
ocrit 37,  white  blood  cell  count  17,500  per- 
cubic  millimeter  with  84  per  cent  neutro- 
phils, 14  per  cent  lymphocytes,  and  2 per 
cent  monocytes.  Urinalysis  showed  specific 
gravity  of  1.020,  no  sugar  or  protein,  but 
many  white  cells.  The  results  of  blood 
chemistry  studies,  including  sugar,  urea 
nitrogen,  cholesterol,  and  uric  acid,  were 
within  normal  limits.  Repeated  cultures  of 
sputum  showed  growth  of  alpha  hemolytic 
streptococci  and  Klebsiella  pneumoniae,  but 
the  results  of  smears  and  cultures  for  acid- 
fast  bacilli  were  normal.  Culture  of  ear  dis- 
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TABLE  I.  Serum  protein  and  gamma  globulin  by 
electrophoresis 


Date 

Total 

Protein 

Gamma 

Globulin 

Comments 

June  10,  1966 

6 4 

0.05 

Gamma  globu- 
lin 20  cc. 

Dec.  14,  1966 

6.1 

0.22 

Jan.  26,  1967 

6.0 

0 

May  4,  1967 

6.0 

0.26 

Sept.  29,  1967 

5.6 

0.09 

Oct.  5,  1967 

5.0 

0 

Oct.  31,  1967 

5.0 

0 

Gamma  globu- 
lin 80  cc., 
prednisone 
started  Nov. 
6,  1967 

Nov.  27,  1967 

5.7 

0.23 

Gamma  globu- 
lin 30  cc. 

Dec.  11,  1967 

5.4 

0.36 

Dec.  27,  1967 

6.4 

0.06 

Urinary  infection 

Jan.  4,  1968 

6.2 

0.07 

Jan.  16,  1968 

6.7 

0. 11 

Jan.  26,  1968 

7. 1 

0.38 

Whole  blood  2 
units 

Feb.  20,  1968 

6.3 

0.25 

Mar.  5,  1968 

6.4 

0.13 

Apr.  4,  1968 

6 1 

0.21 

May  23,  1968 

6.4 

0.05 

charge  showed  the  growth  of  Pseudomonas 
aeruginosa,  and  culture  of  urine  revealed 
Escherichia  coli  and  enterococci  with  colony 
counts  persistently  over  100,000  per  cubic 
millimeter.  Cultures  of  stools  and  tests  for 
blood  repeatedly  showed  normal  findings. 
Serum  protein  electrophoresis  showed  total 
protein  6.4  Gm.  per  100  ml.,  with  albumin 
4.15,  alpha-1  0.32,  alpha-2  0.96,  beta  0.96, 
and  gamma  globulin  0.05  Gm.  per  100  ml. 
(Table  I) . 

Roentgenogram  of  the  chest  showed  pneu- 
monic consolidation  of  the  major  portion  of 
the  left  lower  lobe.  A bronchogram  showed 
dilatation  of  the  left  posterior  basal  segment 
bronchi,  suggesting  a cylindrical  type  of 
bronchiectasis  (Fig.  1).  An  upper  gastro- 
intestinal series  showed  smooth  contour  of 
the  stomach  with  poor  peristaltic  activity 
(Fig.  2A).  A small  bowel  series  showed 
delayed  transit  and  very  thin  and  sparse  mu- 
cosal folds  (Fig.  2B).  Barium  enema  re- 
vealed nothing  abnormal.  X-ray  film  of  the 
left  elbow  showed  a cyst  or  olecranon  bursi- 
tis. A roentgenogram  of  shoulders  and 
hands  revealed  nothing  abnormal.  Biopsy 
of  a nodule  over  the  right  elbow  showed 
fibrinoid  necrosis  surrounded  by  histiocytes 
and  fibroblasts,  compatible  with  a rheuma- 
toid nodule  (Fig.  3) . 

Since  the  patient  had  a history  of  peni- 
cillin allergy,  he  was  first  treated  with  tetra- 
cycline with  minimal  improvement.  Linco- 
mycin  was  then  started  with  good  response. 


I 

FIGURE  1.  Bronchogram  showed  dilatation  of 
left  posterior  basal  segment  bronchi  suggesting 
cylindrical  type  of  bronchiectasis. 

His  temperature  became  normal,  and  x-ray 
film  of  the  chest  showed  gradual  clearing  of 
the  pneumonia  in  the  left  lower  lobe.  How- 
ever, the  diarrhea  persisted  with  six  to  seven 
loose  stools  daily  despite  his  clinical  improve- 
ment. After  nonspecific  treatment  with  a 
diarrhetic  product  (Kaopectate)  and  pare- 
goric, diarrhea  finally  subsided.  Just  before 
his  discharge  in  July,  1966,  20  ml.  of  gamma 
globulin  were  given  intramuscularly. 

The  patient  was  readmitted  in  December, 
1966,  with  another  episode  of  pneumonia  in 
the  left  lower  lobe.  His  temperature  was 
102  F.,  and  numerous  scattered  rales  were 
heard  in  the  left  lower  side  of  the  chest. 
Significant  laboratory  data  showed  hemo- 
globin 10  Gm.  per  100  ml.,  hematocrit  30, 
white  blood  cell  count  11,250,  with  68  per 
cent  neutrophils,  30  per  cent  lymphocytes, 
and  2 per  cent  monocytes.  The  gamma 
globulin  was  0.22  Gm.  per  100  ml.  (Table  I). 
During  this  hospitalization,  to  exclude  con- 
comitant thymoma,  tomograms  of  the  su- 
perior mediastinum  were  taken,  but  there 
was  no  evidence  of  mediastinal  mass.  The 
results  of  other  laboratory  procedures,  in- 
cluding direct  and  indirect  Coombs’  test,  red 
cell  survival  study  using  radiochromium, 
lupus  erythematosus  preparation,  rheuma- 
toid factor,  sheep  cell  agglutination,  and  C- 
reactive  protein,  were  normal.  To  check  for 
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FIGURE  2.  (A)  Gastrointestinal  series  showed  smooth  contour  of  stomach  with  poor  peristaltic  ac- 

tivity. (B)  Small-bowel  series  showed  delayed  transit  and  very  thin  sparse  mucosal  folds. 


TABLE  II.  Total  protein  and  gamma  globulin 
determinations  of  family  (Grams  per  100  ml.) 


Relation 

Total  Protein 

Gamma 

Globulin 

Brother  1 

7.7 

2.84 

Brother  2 

6.8 

1.13 

Sister  1 

7.5 

1.30 

Sister  2 

8.3 

2.10 

Sister  3 

7.8 

2.16 

Sister  4 

8.1 

1.83 

Son  1 

8.0 

2.11 

Son  2 

7.9 

1.21 

Son  3 

7.2 

1.35 

possible  familial  tendency,  blood  was  ob- 
tained from  all  his  brothers,  sisters,  and 
sons  for  serum  protein  electrophoresis.  The 
serum  gamma  globulin  values  for  all  were 
normal  (Table  II) . 

The  pneumonia  responded  to  ampicillin 
therapy,  and  before  his  discharge  in  Feb- 
ruary, 1967,  a loading  dose  of  gamma 
globulin  of  50  ml.  was  given  intramuscularly. 

The  patient  was  readmitted  in  September, 
1967,  with  pneumonia  of  his  right  upper 
lobe.  His  temperature  was  101  F.  Puru- 


FIGURE  3.  Biopsy  of  subcutaneous  arm  nodule 
showed  fibrinoid  necrosis  surrounded  by  histio- 
cytes and  fibroblasts. 
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FIGURE  4.  Gastric  biopsies  showed  severe  mucosal  atrophy  with  intestinal  metaplasia  and  absence 
of  parietal  cells.  Dates  biopsies  taken:  A,  November  7,  1967;  B,  November  21,  1967;  C,  December 
5,  1967;  D,  December  19,  1967;  E,  January  3,  1968;  F,  January  16,  1968;  G,  February  13,  1968;  H, 
March  12,  1968;  I,  April  18,  1968;  and  J,  July  12,  1968. 


lent  discharge  was  seen  in  both  ear  canals. 
Pertinent  laboratory  findings  showed  hemo- 
globin 7.8  Gm.  per  100  ml.,  hematocrit  24, 
white  blood  cell  count  6,250,  with  neutro- 
phils 66  per  cent,  lymphocytes  32  per  cent, 
and  monocytes  2 per  cent.  Bone  marrow  as- 
piration showed  marked  hyperplasia  and 
megaloblastoid  change  of  the  erythroid 
series.  Serum  iron  was  43  mg.  per  100  ml., 
total  iron-binding  capacity  274  mg.  per  100 
ml.,  and  saturation  16  per  cent. 

The  Schilling  test  done  without  intrinsic 
factor  showed  no  recovery  of  cobalt-labeled 
vitamin  B,2  in  the  twenty-four-hour  urine 
specimen.  Serum  vitamin  BlL>  by  bioassay 
with  Englena  gracilis  was  63  micromicro- 
grams per  100  ml.  (normal  115  to  800), 
serum  folic  acid  by  bioassay  with  Lacto- 
bacillus casei,  23  micromicrograms  per  100 
ml.  (normal  6 to  24),  and  two  hours  after  a 
loading  dose  of  5 mg.,  76  micromicrograms 


per  100  ml.  Gastric  analysis  showed  no  free 
or  total  acid  in  the  basal  specimen  and  no 
free  acid  but  12  mEq.  per  liter  of  total  acid 
after  maximal  histamine  stimulation.  Gas- 
troscopy showed  pale  gastric  mucosa,  small 
rugae,  and  pale  patches  with  prominent  ve- 
nous channels,  findings  typical  of  atrophic 
gastritis.  Gastric  biopsy  showed  complete 
mucosal  atrophy  with  intestinal  metaplasia 
(Fig.  4A).  Jejunal  mucosal  biopsy  findings 
were  normal.  The  other  malabsorption 
studies  included  serum  beta  carotene  160 
micrograms  per  100  ml.,  radioactive  iodine- 
labeled  triolein  uptake  14.8  per  cent  at  the 
end  of  four  hours,  and  oleic  acid  uptake  18.9 
per  cent  at  the  end  of  five  hours,  all  within 
normal  limits. 

With  establishment  of  the  diagnosis  of 
pernicious  anemia,  intramuscular  vitamin 
Bjo  therapy  was  started  in  the  dosage  of 
100  micrograms  daily.  By  the  beginning  of 
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November,  the  hemoglobin  level  had  risen  to 
11.3  Gm.  per  100  ml.  and  hematocrit  35,  al- 
though the  maximal  reticulocyte  response 
obtained  was  only  3 per  cent.  In  the  mean- 
time, the  pneumonia  had  again  responded 
promptly  to  appropriate  antibiotic  therapy. 

Special  studies.  Prednisone  was  started 
on  November  6,  1967,  in  the  dosage  of  10 
mg.  four  times  daily.  Two  weeks  later,  the 
dosage  was  reduced  to  5 mg.  four  times  daily. 
The  dosage  was  further  reduced  at  the  end 
of  six  months  to  5 mg.  twice  daily.  Be- 
cause of  the  inherent  dangers  of  steroid 
therapy,  especially  in  people  with  repeated 
infections,  the  patient  was  kept  in  the  medi- 
cal ward  under  close  supervision  at  first. 
Furthermore,  80  ml.  of  gamma  globulin  were 
given  intramuscularly  at  the  beginning  of 
the  steroid  therapy  and  30  ml.  one  month 
later,  December  1,  as  the  maintenance  dose 
according  to  the  schedule  by  Janeway  and 
Rosen.17  The  patient  had  improved  re- 
markably with  the  initiation  of  steroids. 
His  cough  gradually  subsided,  and  rales  in 
the  left  lung  base  which  had  been  present 
since  his  first  admission  began  slowly  to  dis- 
appear. His  appetite  improved,  and  his 
weight  steadily  increased  to  54  Kg.  Soon 
afterward,  he  started  to  ask  for  week-end 
passes  and  then  insisted  on  leaving  the  hos- 
pital so  that  he  could  find  a part-time  job. 
No  gamma  globulin  was  administered  after 
December,  1967.  Three  times  during  the 
trial  of  steroid  therapy,  he  required  urethral 
dilatation.  His  mild  urinary  infection  was 
promptly  controlled  by  nitrofurantoin 
(Furadantin).  There  had  been  no  fever,  and 
no  further  antibiotics  were  given. 

Gastric  secretion  during  prednisone 
therapy.  According  to  the  pi’ocedure  out- 
lined by  Kay,18  an  augmented  histamine 
stimulation  test  was  carried  out  just  prior 
to  initiation  of  prednisone  treatment  and  at 
intervals  thereafter,  with  the  results  shown 
in  Table  III.  There  was  no  secretion  of  free 
acid  at  any  time,  and  secretion  of  total  acid 
remained  minimal  throughout  the  study. 

Serum  protein  electrophoresis.  Electro- 
phoresis of  serum  protein  was  done  at  fre- 
quent intervals  by  the  micro  zone  cell* 
(Table  III).  With  intramuscular  adminis- 
tration of  gamma  globulin,  the  serum  gamma 
globulin  increased  to  0.36  Gm.  per  100  ml., 

* Model  R-101,  Beckman  Instruments,  Inc.,  Fullerton, 
California. 


TABLE  III.  Results  of  augmented  histamine  test 
and  Schilling  test 


Augme 

nted 

Schilling  Test 

1 1 iatamine  Teat 

/ — (Per  Cent) — 

(mEq. 

in  30 

Without 

With 

Minutes) 

Intrin- 

Intrin- 

Free 

Total 

sic  Fac- 

sic  Fac- 

Date 

Acid 

Acid 

tor 

tor 

Nov.  2.  1967 

0 

0.67 

0 

10 

Nov.  22,  1967 

0 

0.52 

29 

Dec.  6,  1967 

0 

0.27 

2 3 

Dec.  20,  1967 

0 

0.30 

0 

Jun.  4.  1968 

0 

0.35 

0 

5 

Feb.  1,  1968 

0 

0 27 

0 

Mar.  13,  1968 

0 

0.27 

0 

Apr.  19,  1968 

O 

0. 15 

June  12.  1968 

0 

0 12 

0 

but  after  the  urinary  tract  infection  it  de- 
creased to  0.06  Gm.  per  100  ml.  It  rose 
again  to  0.38  Gm.  per  100  ml.  after  a trans- 
fusion of  1,000  cc.  of  whole  blood.  It  fluctu- 
ated between  0 and  0.21  Gm.  per  100  ml.  on 
steroid  therapy  without  the  administration 
of  gamma  globulin. 

Schilling 10  test.  One-half  microcurie  of 
cobalt-57-labeled  vitamin  B12  was  given  by 
mouth  and  followed  two  hours  later  by  an 
intramuscular  injection  of  1,000  micrograms 
of  non  radioactive  vitamin  B12-  Urine  speci- 
mens were  collected  for  twenty-four  hours. 
The  test  was  repeated  with  Squibb  intrinsic 
factor  concentrate  capsule  (Table  III).  Af- 
ter two  weeks  of  prednisone  therapy,  the  uri- 
nary excretion  of  cobalt-57-labeled  vitamin 
B,.j  increased  from  0 to  29  per  cent  and  fell 
to  2.3  per  cent  two  weeks  thereafter.  It 
remained  at  zero  throughout  the  rest  of  the 
study. 

Gastric  mucosal  histopathologic  study 
during  prednisone  treatment.  Gastric  mu- 
cosal biopsy  specimens  were  obtained  on  ten 
occasions  by  Wood  tube,  from  November  7, 
1967,  to  July  12,  1968  (Fig.  4).  All  biopsies 
showed  severe  gastric  atrophy  with  intesti- 
nal metaplasia  and  absence  of  parietal  and 
chief  cells.  There  was  no  change  from  speci- 
men to  specimen  during  the  course  of  pred- 
nisone administration. 

Comment 

Antibodies  to  intrinsic  factor  were  first 
demonstrated  by  Schwartz20  in  sera  of  pa- 
tients with  pernicious  anemia  who  had  been 
treated  with  oral  vitamin  B12  and  purified 
hog  pyloric  mucosa.  Later,  the  antibodies 
were  also  found  in  patients  with  pernicious 
anemia  who  had  not  been  treated  with  in- 
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trinsic  factor  preparation,  and  the  possi- 
bility of  an  autoimmune  mechanism  in  the 
pathogenesis  of  pernicious  anemia  was  then 
raised.221 

Two  types  of  intrinsic  factor  antibodies 
are  now  recognized  in  the  sera  of  patients 
with  pernicious  anemia.22  Type  1 anti- 
body23 prevents  the  combination  of  vitamin 
Bjo  with  human  gastric  juice,  and  type  2 
antibody,  which  is  less  common,  decreases 
the  mobility  of  the  gastric  juice-B12  com- 
plex as  measured  by  starch  gel  electrophore- 
sis, thus  discouraging  uptake  by  the  intesti- 
nal mucosa.24’25  Different  methods  have 
been  proposed  to  study  these  antibodies,  and 
it  was  generally  suggested  that  a derange- 
ment of  antibody-forming  cells  is  not  the 
primary  abnormality  in  the  genesis  of  auto- 
antibodies.2ft*29  Furthermore,  while  per- 
nicious anemia  is  invariably  associated  with 
chronic  atrophic  gastritis,  the  gastric  lesion 
is  not  specific  for  pernicious  anemia.  Re- 
cent studies  with  intrinsic  factor  and  parie- 
tal cell  antibodies  suggest  that  common 
etiologic  factors  and  autoimmune  phenom- 
ena may  be  present  in  both  diseases,30 
but  the  majority  of  authors  admitted  that 
their  exact  relations  are  not  clear.31  34 

The  effect  of  steroid  treatment  on  pa- 
tients with  pernicious  anemia  has  been 
studied  by  several  investigators.35-40  Doig 
et  al35  first  reported  a hematologic  re- 
sponse in  8 of  their  9 patients  with  mega- 
loblastic anemia  treated  with  prednisone. 
While  the  absorption  of  vitamin  B,2  was 
reported  to  be  increased  by  all  authors,35-40 
increase  in  the  secretion  of  intrinsic  factor 
in  the  gastric  juice  was  found  only  by  Kris- 
tensen  and  Friis36  and  Ardeman  and 
Chanarin.40  However,  the  latter  authors 
found  that  improvement  in  vitamin  B12  ab- 
sorption occurs  before  any  decrease  of  in- 
trinsic factor  antibody  in  the  serum,  sug- 
gesting that  the  circulatory  antibody  is  of 
little  importance  in  influencing  the  amount 
of  vitamin  B,2  that  is  absorbed.  They 
therefore  suggested  that  the  intrinsic  fac- 
tor antibodies  are  probably  present  at  the 
cellular  level,  and  the  effects  of  steroids  via 
suppression  of  antigen-antibody  reaction 
must  take  place  in  the  tissues.  The  fact 
that  the  Schilling  test  in  our  patient  showed 
a transient  rise  of  vitamin  B,2  absorption 
from  0 to  29  per  cent  and  subsequent  de- 
cline is  consistent  with  the  reported  ob- 


servations. But  since  the  intrinsic  factor 
in  gastric  juice  and  intrinsic  factor  anti- 
body in  serum  were  not  measured,  we  will 
not  venture  a speculative  explanation. 

The  effect  of  steroid  treatment  on  pa- 
tients with  hypogammaglobulinemia  has 
also  been  described.  Fudenberg,  German, 
and  Kunkel41  reported  moderate  clinical  im- 
provement in  5 patients  with  acquired 
agammaglobulinemia  when  10  mg.  of 
prednisone  were  given  daily.  Despite 
gamma  globulin  replacement,  respiratory 
infection  with  purulent  sputum  occurred 
at  frequent  intervals  in  their  patients,  but 
with  the  addition  of  steroid  therapy  respira- 
tory infection  disappeared.  Such  was  the 
experience  with  our  patient,  who  had 
numerous  hospitalizations  in  the  past  be- 
cause of  infection  but  who  now  finds  him- 
self gainfully  employed  under  steroid 
therapy,  without  administration  of  addi- 
tional gamma  globulin. 

Can  his  clinical  improvement  and  de- 
creased frequency  of  respiratory  and 
urinary  tract  infections  be  due  to  vitamin 
B12  therapy?  It  is  unlikely.  When  he  first 
was  seen  with  pneumonia,  his  white  blood 
cell  count  was  elevated.  It  was  not  until 
eighteen  months  later  that  severe  anemia 
and  leukopenia  developed  and  pernicious 
anemia  was  suspected. 

His  prolonged  history  of  infectious  dis- 
ease antedated  the  development  of  perni- 
cious anemia  and  could  not  be  attributed  to 
vitamin  B12  deficiency. 

The  rationale  of  using  steroids  in  pa- 
tients with  hypogammaglobulinemia  is  not 
paradoxic.  The  inability  of  these  patients 
to  destroy  micoorganisms  immunologically 
creates  a vast  source  of  agents  which  may 
cause  lymphocyte  mutation.  With  a de- 
ficiency of  antibody  formation,  all  mutant 
lymphocytes,  antigenically  negative  and 
positive,  can  be  expected  to  survive,  pro- 
liferate, and  attack  target  tissue.42  Hypo- 
gammaglobulinemia has  been  reported  with 
not  only  pernicious  anemia,2-7  rheumatoid- 
like  arthritis,8-10  sprue-like  diarrhea,11-16  as 
demonstrated  in  1 patient,  but  also  with 
ulcerative  colitis,43  nodular  lymphoid  hyper- 
plasia of  small  intestines,44’45  thymoma,46-49 
and  lymphosarcoma.50  They  can  all  be  ex- 
plained possibly  on  the  autoimmune  basis. 
Steroids  inhibit  transformation  and  de- 
crease replication  of  lymphocytes  in  mixed 
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lymphocyte  cultures  and  therefore  can  bene- 
fit these  patients.*’1 

Because  patients  with  agammaglobu- 
linemia cannot  make  serum  antibodies,  the 
appropriate  autoantibodies,  such  as  rheuma- 
toid factor,  antinuclear  factor,  antibodies  to 
colon  tissue  and  intrinsic  factor,  and  so  on. 
are  lacking.  According  to  Fudenberg,42  52 
these  autoantibodies  are  probably  not  the 
cause  of  the  disease,  but  rather  signs  of 
the  normal  protective  mechanism  that  re- 
moves dead  or  damaged  tissue.  This  is  at 
least  one  of  the  reasons  why  relatives  of 
agammaglobulinemic  individuals  have  auto- 
antibodies in  their  sera  but  clinically  they 
do  not  have  the  disease.41  But  whether 
heredity  determines  the  antibody  produc- 
tion or  not  is  open  to  debate.  Although 
Tormey,  Kamin,  and  Fudenbergr’3  reported 
that  lymphocytes  from  all  patients  with 
agammaglobulinemia  and  their  relatives  had 
reduced  desoxyribonucleic  and  ribonucleic 
acid  synthesis,  Cooperband,  Rosen,  and 
Kibriek’’4  demonstrated  that  agammaglob- 
ulinemic lymphocytes  synthesized  protein 
at  a rate  similar  to  that  of  normal  cells, 
thus  excluding  deficiency  of  lymphocytes 
as  the  cause  of  agammaglobulinemia. 

Although  Jeffries55  reported  recovery  of 
gastric  mucosal  structure  and  function  in 
pernicious  anemia  following  four  months 
of  prednisolone  therapy,  we  found  no  such 
change  in  our  patient  after  seven  months  of 
prednisone  therapy.  We  are  unable  to  offer 
an  explanation  for  this  discrepancy. 

Summary 

A forty-seven-year-old  Caucasian  man 
with  a history  of  extensive  infectious  dis- 
ease. rheumatoid  arthritis,  and  diarrhea  was 
studied.  Hypogammaglobulinemia  was 
found.  Later,  pernicious  anemia  developed, 
diagnosis  being  based  on  megaloblastic 
anemia,  low  serum  vitamin  B12,  absence  of 
vitamin  B12  absorption,  histamine-fast 
achlorohydria,  and  severe  atrophy  of  the 
gastric  mucosa. 

Prolonged  prednisone  therapy  produced  a 
transient  increase  in  vitamin  B12  absorp- 
tion, no  change  in  the  gastric  secretory 
function  of  gastric  mucosal  atrophy,  but 
good  clinical  improvement  as  judged  by  de- 
creased frequency  of  infectious  episodes 
and  amelioration  of  joint  pain  and  diarrhea. 


The  effect  of  prednisone  on  the  patient  with 
hypogammaglobulinemia  supports  the 
theory  that  immunologic  deficiency  may  be 
an  autoimmune  disease. 

Veterans  Administration  Hospital 
East  Orange.  New  Jersey  07019 
(Dr.  Lowe) 


Addendum 

After  the  manuscript  was  submitted  for 
publication,  the  patient  has  continued  doing 
well  on  prednisone,  5 mg.  twice  daily.  There 
has  been  no  further  attack  of  pneumonia. 
He  was,  however,  admitted  to  the  urology 
service  on  March  9,  1970,  because  of  fre- 
quent passage  of  small  pieces  of  tissue  in 
his  urine.  Cystoscopy  revealed  a large  tu- 
mor occupying  at  least  half  of  the  dome 
of  his  urinary  bladder.  Histopathologic  ex- 
amination showed  it  to  be  a well-differenti- 
ated squamous-cell  carcinoma  with  transi- 
tional cell  features.  Subtotal  cystectomy 
was  performed,  and  the  postoperative  course 
was  uneventful.  Since  May  1,  1970,  he  has 
again  returned  to  full-time  work  in  a local 
school. 
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| hrombocytopenia  associated  with  vascu- 
lar malformations  or  tumors  of  various  or- 
gans has  been  recognized  at  least  since 
1940. 1 Most  cases  have  been  reported  in  in- 
fants and  children,  but  occasionally  vascular 
tumors  in  adults  have  been  found  as  the 
only  cause  of  the  hematologic  abnormality.2  9 
Rarely,  nonmalignant  angiomatous  changes 
in  the  spleen  have  been  associated  with 
thrombocytopenia  in  the  adult.6  8-11  The 
pathogenesis  of  the  thrombocytopenia  has 
been  studied  and  several  mechanisms  have 
been  postulated  including  peripheral  destruc- 
tion of  normal  or  immunologically  altered 
platelets  in  an  increased  splenic  “reser- 
voir.”12 An  elderly  patient  was  recently 
seen  at  the  Philadelphia  Veterans  Adminis- 
tration Hospital  with  anemia  and  thrombo- 
cytopenia which  was  subsequently  cured  by 
splenectomy.  Histologic  examination  of  the 
spleen  revealed  angiomatosis. 

Case  report 

A seventy-four-year-old  Negro  male  was 
first  seen  by  the  medical  department  in  Au- 
gust, 1966,  for  evaluation  of  a hemorrhagic 
diathesis.  Previously,  he  had  been  followed 
by  the  urology  department  for  azotemia  due 
to  obstructive  uropathy  from  a urethral 

* Present  address:  8301  Arlington  Blvd.,  Suite  3-6, 

Fairfax,  Virginia  22030. 


stricture  of  several  years’  duration,  follow- 
ing transurethral  prostatectomy  in  1960. 

Two  weeks  prior  to  the  present  admission 
the  patient  noted  a recurrence  of  episodic 
hematuria  which  cleared  on  outpatient  anti- 
biotic therapy.  He  was  subsequently  admit- 
ted to  the  medical  service  for  further  evalua- 
tion. 

Physical  examination  revealed  an  elderly 
man  in  no  distress.  The  vital  signs  were 
normal  except  for  blood  pressure  in  the 
range  of  180/90  mm.  Hg.  Pertinent  physi- 
cal findings  include  1-cm.  firm  splenomegaly 
on  inspiration,  3 plus  peripheral  edema,  but 
no  hepatomegaly,  lymphadenopathy,  or  un- 
usual skin  or  mucous  membrane  lesions. 
Further  historic  evaluation  failed  to  indi- 
cate any  drug  use  prior  to  the  recent  anti- 
biotic therapy,  alcoholism,  or  significant 
family  or  environmental  history. 

Initial  laboratory  examination  revealed  a 
white  blood  cell  count  of  6,100  per  cubic 
millimeter  with  a differential  of  63  per  cent 
polymorphonuclear  leukocytes,  4 per  cent 
bands,  32  per  cent  lymphocytes,  and  1 per 
cent  eosinophopils.  The  hemoglobin  was  7.5 
Gm.  per  100  ml.,  packed  cell  volume  was  27 
per  cent,  reticulocyte  count  was  0.8  per  cent, 
and  platelet  count  was  31,000  per  cubic  milli- 
meter (normal  values  200,000  to  400,000  per 
cubic  millimeter).  Blood  urea  nitrogen  was 
42  mg.  per  100  ml.,  and  creatinine  was  2.1 
mg.  per  100  ml.  Hemoglobin  identification 
was  53  per  cent  A and  47  per  cent  S. 

Other  hematologic  studies  including  a 
complete  thromboplastin  generation  test,  fi- 
brinogen level,  two-stage  prothrombin  time, 
and  tourniquet  test  findings  were  all  normal. 
Repeated  platelet  counts  were  in  the  range  of 
20,000  to  60,000  per  cubic  millimeter,  lupus 
erythematosus  preparation  results  were 
negative  on  several  occasions  as  were  the  di- 
rect and  indirect  Coombs’  tests  findings. 

Several  sternal  and  iliac  bone-marrow  ex- 
aminations were  performed  which  revealed 
only  normal  or  increased  megakaryocytes 
without  specific  morphologic  alteration. 
There  was  no  abnormal  cellular  infiltrate. 
Liver  function  findings  including  sulfo- 
bromophthalein  (Bromsulphalein)  excretion 
were  normal. 

Evaluation  of  the  anemia  revealed  it  to 
be  due  to  iron  deficiency;  red  blood  cell  in- 
dices and  morphology  indicated  an  hypo- 
chromic and  microcytic  anemia.  Serum  iron 
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was  36  micrograms  per  100  ml.  with  a total 
iron-binding  capacity  of  390  micrograms  per 
100  ml.  A bone-marrow  aspirate  stained  for 
iron  was  found  to  have  negative  results. 
Stools  were  continuously  positive  for  occult 
blood,  but  clinical  and  roentgenologic  evalu- 
ation failed  to  reveal  a specific  bowel  lesion. 

Initial  hospital  course 

All  medications,  including  nitrofurantoin, 
hydrochlorothiazide,  and  potassium  chloride, 
were  discontinued,  but  the  thrombocytopenia 
remained  unchanged.  The  patient  was  dis- 
charged to  be  followed  closely  as  an  out- 
patient. 

Gross,  total,  painless  hematuria  recurred 
eight  days  following  discharge,  and  the  pa- 
tient was  readmitted.  Urine  examination 
and  culture  revealed  evidence  of  a urinary 
tract  infection,  with  Escherichia  coli  the 
predominant  organism.  This  subsequently 
responded  to  appropriate  antibiotic  therapy. 
Platelet  counts  continued  in  the  20,000  to 
30,000  per  cubic  millimeter  range.  Because 
the  patient’s  age  and  cardiovascular  status 
seemed  a relative  contraindication  to  sple- 
nectomy, a trial  of  corticosteroid  therapy 
was  begun  with  prednisone,  60  mg.  daily,  and 
the  patient  was  discharged  to  be  followed  as 
an  outpatient. 

He  was  readmitted  three  weeks  later  be- 
cause of  corticosteroid  side-effects  including 
increased  hypertension  and  edema  and  acnei- 
form  facial  rash.  Physical  examination  was 
otherwise  essentially  unchanged  from  be- 
fore. Laboratory  examination  revealed  a 
platelet  count  below  10,000  per  cubic  milli- 
meter. The  hemoglobin,  white  blood  cell, 
and  differential  counts  were  unchanged. 
There  was  fasting  hyperglycemia  without 
ketosis  or  ketonuria.  The  steroid  therapy 
was  tapered,  with  subsequent  remission  of 
the  hypertension  and  steroid  diabetes,  and 
the  patient  was  transferred  to  the  surgical 
service  for  elective  splenectomy. 

At  surgery  the  spleen  was  found  to  be  en- 
larged, weighing  395  Gm.  It  was  dark  red- 
brown  in  appearance  with  multiple,  elevated 
nodular  areas  approximately  1 cm.  in  di- 
ameter over  its  entire  surface.  Histologic 
examination  revealed  multiple  abnormal  vas- 
cular channels  (Fig.  1).  Liver  biopsy  per- 
formed at  the  time  of  surgery  was  normal. 

Platelet  counts  increased  following  sur- 


FIGURE  1.  Low-power  photomicrograph  of 
spleen  section  showing  markedly  dilated  and 
tortuous  vascular  channels  and  cavernous  spaces 
of  the  angioma. 


gery  to  the  200,000  to  300,000  per  cubic  milli- 
meter range  by  one  week  postoperatively. 
Since  discharge  he  has  been  seen  as  an  out- 
patient at  regular  intervals.  He  has  had 
continual  pyuria  with  urinary  cultures  re- 
vealing predominately  E.  coli,  but  there  has 
been  no  recurrence  of  hematuria  or  occult 
gastrointestinal  blood  loss.  Platelet  counts 
have  remained  entirely  normal.  Present 
medical  problems  and  therapy  relate  to  hy- 
pertensive cardiovascular  disease. 

Comment 

Beginning  approximately  three  years 
prior  to  the  initial  medical  service  admission 
the  patient  experienced  recurrent  episodes 
of  hematuria  thought  to  be  due  to  a pre- 
existing anterior  urethral  stricture.  In  re- 
viewing his  history  it  appears  that  he  prob- 
ably also  had  chronic  thrombocytopenia 
whose  major  clinical  manifestations  were 
the  urinary  hemorrhagic  diathesis  brought 
on  by  recurrent  low-grade  bladder  infec- 
tions and  a chronic  iron-deficiency  anemia 
due  to  asymptomatic,  chronic  gastrointesti- 
nal blood  loss.  There  was  no  evidence  im- 
plicating the  usual  causes  of  thrombocyto- 
penia in  a patient  of  this  age  and  despite  the 
palpable  splenomegaly  a trial  of  corticoste- 
roid therapy  was  instituted  in  the  hope  of 
avoiding  surgery.  When  this  failed,  splenec- 
tomy proved  curvative. 

The  relationship  of  vascular  malforma- 
tions with  thrombocytopenia  has  been  re- 
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viewed  elsewhere.1"  " Most  ot  these  occur 
in  infants  or  children,  a syndrome  now 
known  as  the  Kasabach-Merritt1  syndrome 
from  the  first  case  description,  in  1940,  by 
these  authors.  The  occurrence  of  thrombo- 
cytopenia due  to  vascular  malformation  or 
tumors  in  the  adult  is  much  less  common. 
Splenic  disorders  in  adults  associated  with 
both  thrombocytopenia  and  vascular  abnor- 
malities include  splenic  histiocytosis,5' •’ 
splenic  lipidosis  of  an  unusual  form,8  splenic 
malignant  condition  (angiosarcoma),"’  and 
more  pertinent  to  the  case  presented,  2 cases 
of  nonmalignant  splenic  angiomas.9'0  A 
recent  review  of  splenic  angiomas  outlines 
the  various  clinical  courses  which  this  dis- 
order may  take.17  The  authors  indicate  that 
it  is  the  most  common  benign  tumor  of  the 
spleen,  at  least  by  autopsy  findings;  thus 
thrombocytopenia  secondary  to  splenic  an- 
giomatosis must  be  a relatively  rare  occur- 
rence since  only  several  cases,  none  in  the 
geriatric  age  group,  have  been  reported  in 
the  literature. 

Of  2 similar  cases  the  first9  was  that  of  a 
twenty-nine-year-old  Caucasian  female  with 
anemia,  slight  thrombocytopenia,  and 
splenomegaly,  whose  hematologic  status  be- 
came normal  following  splenectomy.  The 
second  case  was  that  of  a forty-six-year-old 
Caucasian  female  with  anemia,  leukopenia, 
moderate  thrombocytopenia,  and  spleno- 
megaly. It  is  interesting  to  note  that  the 
splenic  weight  in  the  first  patient  was  4,560 
Gm.  while  in  the  second  case  it  was  2,550 
Gm.,  in  contrast  to  the  much  smaller  spleen 
weighing  395  Gm.  in  the  patient  discussed 
here.  However,  corticosteroid  therapy  may 
have  decreased  the  splenic  weight  in  the 
present  case. 

Although  splenic  angiomatosis  was  first 
described  over  one  hundred  years  ago,618  it 
has  been  only  comparatively  recently  that 
thrombocytopenia  has  been  described  in  con- 
junction with  this  abnormality.  The  patho- 
genesis of  the  thrombocytopenia  has  been 
in  debate  and  various  mechanisms  have 
been  reviewed  elsewhere.12-14  • 19-24 

A recent  observation  of  interest  is  the 
finding  of  abundant  megakarocytes  of 
normal  appearance  on  bone  marrow  exami- 
nation in  a well-studied  infant  with  the 
Kasabach-Merritt  syndrome.25  Although 
Good,  Carnazzo,  and  Good,26  demonstrated 
platelet  thrombi  using  histological  technics 
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reproducible.2*  However,  Brizel  and  Rac- 
cuglia28  have  demonstrated  platelet  trap- 
ping by  an  hemangioma  with  subsequent  de- 
struction at  the  site  of  the  trapping  using 
radioactively  tagged  platelets. 

A more  recently  emphasized  mechanism 
for  the  thrombocytopenia  is  that  of  platelet 
concentration,  presumably  without  irrevers- 
ible trapping,  in  an  increased  angioma 
blood  reservoir.  Gilon,  Ramot,  and  Sheba-"1 
noted  higher  platelet  counts  in  blood  from 
an  hemangioma  than  from  peripheral  blood. 
Several  groups  have  noted  higher  concen- 
trations of  radioactivity  over  hemangiomas, 
suggesting  at  least  temporary  aggregation 
of  radioactively  tagged  platelets.30-31  A 
similar  conclusion  is  also  suggested  by  the 
observations  by  Aster  and  Jandl32  that  plate- 
lets are  accommodated  to  a disproportionate 
degree  in  enlarged  human  spleens,  although 
angiomatosis  was  not  present. 

An  association  of  hemangiomas  and 
thrombocytopenia  with  alterations  in  the 
constituents  of  the  clotting  mechanism  has 
been  made  by  several  authors. 24-33-34  This 
usually  takes  the  form  of  fibrinogenopenia 
with  a concomitant  increase  in  fibrinolytic 
activity,  and  in  at  least  1 case  with  a de- 
crease in  factors  V and  VIII,  which  are 
normally  consumed  in  the  clotting  process.33 
Specific  assays  for  clotting  factor  de- 
ficiencies, excluding  factor  XIII,  were  per- 
formed on  the  patient  presented  and  were 
found  to  be  normal.  No  specific  assay  of 
fibrinolytic  activity  was  performed,  but  clot 
stability  was  normal  morphologically. 

Implications 

The  diagnosis  of  thrombocytopenia 
secondary  to  vascular  malformations  or 
tumors,  what  Propp  and  Scharfman25  sug- 
gest calling  “microangiopathic  thrombo- 
cytopenic purpura,”  in  an  adult  should  be 
considered  part  of  the  differential  diagnosis 
of  thrombocytopenia,  especially  when  one 
finds  otherwise  unexplained  splenomegaly. 
The  case  presented  indicates  that  this  entity 
may  now  also  be  considered  as  a diagnostic 
possibility  in  the  geriatric  age  group. 

When  vascular  lesions  are  suspected  as  the 
cause  of  thrombocytopenia  it  may  be  valu- 
able to  perform  a radioactive  tracer  study 
with  autologous  platelets,  which  was  not 
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done  in  the  case  presented,  to  determine  the 
location  of  the  vascular  lesions  and  to  obtain 
an  estimate  of  the  amount  of  platelet 
sequestration. 

The  patient  tolerated  splenectomy  well, 
but  the  difficulties  of  such  a procedure  in  an 
elderly  individual,  which  have  been  reviewed 
elsewhere,35  should  not  be  minimized.  In 
the  absence  of  tissue  diagnosis,  as  in  the 
case  reported,  surgical  exploration  with 
removal  if  possible  of  the  angiomatous  struc- 
ture serves  both  purposes  of  diagnosis  and 
definitive  therapy. 


Summary 

A case  of  thrombocytopenia  in  a seventy- 
four-year-old  male  with  splenomegaly  was 
reported.  Extensive  medical  evaluation 
failed  to  reveal  the  cause  of  the  disease,  and 
the  patient  eventually  underwent  splenec- 
tomy with  dramatic  correction  of  his  he- 
matologic abnormalities.  Histopathologic 
studies  of  the  spleen  revealed  multiple  ab- 
normal vascular  spaces  in  which  platelets 
were  presumably  sequestered  and  prefer- 
entially destroyed.  The  rarity  of  this  condi- 
tion and  the  dissimilarities  from  other  cases 
in  the  literature  are  discussed. 
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y he  PHYSICIAN-ARTIST  is  indeed  fortunate. 
As  a practicing  physician  he  has  little  if 
any  time  for  phantasy  and  daydreaming, 
both  of  which  are  important  parts  of  art 
and  the  denial  of  which  is  almost  a guar- 
antee against  his  ever  developing  to  pro- 
fessional stature.  But  unlike  the  profes- 
sional artist  he  is  a free  man,  free  of  the 
frustrations  that  beset  the  professional. 
His  “studio”  is  his  castle,  and  from  this 
lofty  protective  perch  he  experiences  none 
of  the  pressures  and  inhibitions  that  pre- 
occupy the  professionals.  He  does  not  have 
to  explain  or  apologize  for  his  work. 

From  his  vantage  point  he  studies  the 
works  of  the  masters.  On  occasion  he  is  a 
participant  in  the  excitement  incident  to  a 
new  work  of  art  or  in  a re-evaluation  of  an 
old  master.  But  perhaps  his  greatest  thrill 
is  in  possessing  the  excitement  that  must 
have  accompanied  the  creation  of  master- 
pieces by  such  artists  as  Vesalius,  Rem- 
brandt, and  Cezanne. 

On  February  2,  1970,  59  members  of  the 
New  York  Physicians’  Art  Club  displayed 
130  works  of  art  at  the  opening  of  their 
thirty-fifth  annual  art  show  held  at  the  New 
York  Academy  of  Medicine.  It  was  a cold, 
blustery,  rainy  night  which  kept  attendance 
down  but  did  not  dampen  the  enthusiasm 
and  gay  spirits  of  the  visitors.  The  new 
pegboard  stands  enhanced  the  decor  of  the 
exhibit  which  was  arranged  by  Mr.  Ernie  de 


FIGURE  2.  Spring  (in  bronze).  First  prize  in 
sculpture  by  Seymour  Meyer. 


FIGURE  1.  Tandem  Surfers.  First  prize  in 
sculpture  by  Alfred  A.  Richman. 
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FIGURE  3.  To  Helene.  First  prize  in  oil  by 
Harold  B.  Eiber. 

Sauve.  The  sculptures  were  assembled  in 
the  center  of  the  room,  complementing  the 
surrounding  works  of  art.  Oils  and  acrylics 
predominated,  58  of  130  pieces;  sculptures 
came  next  with  32  exhibits.  Water  colors, 
drawings,  and  photographs  comprised  the 
rest.  Most  exhibitors  favored  the  impres- 
sionistic and  realistic  schools;  only  a few 
showed  abstractions  or  cubistic  paintings. 
The  sculptors  were  daring  and  imaginative. 

A committee  of  professional  artists  com- 
posed of  Mr.  De  Sauve,  Mr.  Rene  Shapshak, 
and  Jean  Van  Coulert  selected  the  following 
exhibits  as  prize  winners: 

Sculpture  in  various  categories  and  media: 
First  prize  to  Alan  Bleich,  Seymour  Meyer, 
Alfred  Richman,  and  Martin  Shir 
Second  prize  to  Kurt  Falkson,  Edward 
Goldstein,  Jacob  Handelsman,  and  Jules 
Karpas 


FIGURE  4.  Madonna  and  Child  (pen  and  sepia). 
First  prize  in  drawing  by  Claudio  Gerbi. 


Third  prize  to  Bard  Cosman,  Nathan  Hel- 
muth,  Kate  Siegel-Fuerst,  and  Sol  L. 
Shandalow 

Special  prize  to  Armine  Alley 
Oils  and  acrylic: 

First  prize  to  Harold  B.  Eiber  and  Meyer 
M.  Melicow 

Second  prize  to  Vera  B.  Dolgopol  and 
Maurice  Urwand 

Third  prize  to  Joseph  F.  Montague  and 
Edith  Wallace 
Water  color: 

First  prize  to  Beall  J.  Rodgers 
Second  prize  to  Antonella  Brughera-Jones 
Third  prize  to  William  Nussbaum 
Drawings : 

First  prize  to  Claudio  Gerbi 
Second  prize  to  Helmuth  Nathan 
Third  prize  to  Otto  A.  Schwartz 
Photographs  in  color: 

First  prize  to  Elkan  Wolff 
Second  prize  to  Maurice  L.  Stern 
Third  prize  to  Henry  Burns 
Photographs  in  black  and  white:  to  Andrew 
Roth 
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Medical  Arts  and  Letters 


Johan  Frederick, 
Count  Struensee,  M.D. 
(1737-1772) 

King,  Queen,  Jack 

WILLIAM  B.  OBER,  M.D. 

New  York  City 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate 
Professor  of  Pathology,  Mount  Sinai  School  of  Medicine 


/\ lmost  two  centuries  have  passed  since 
Count  Struensee,  the  Danish  court  physician 
and  would-be  statesman,  came  to  a sticky 
end  at  Norre  Foelled  outside  of  Copenhagen 
in  1772.  Historical  perspective  enables  us 
to  view  the  principal  figures  of  this  drama 
as  the  cast  of  a potential  opera  buffa:  the 

inept,  inattentive  King,  the  neglected,  sus- 
ceptible Queen,  and  the  amorous  court  phy- 
sician who  was  dazzled  by  Rousseau’s  phil- 
osophy. Yet  on  the  stage  of  real  life,  what 
might  have  had  an  amusing  denouement 
turned  out  to  be  a tragedy,  an  ending  one 
might  have  predicted  from  the  defects  of 
character  in  the  leading  actors. 

The  King 

From  the  holding  of  King-Queen-Jack,  the 
conventional  lead  is  the  King.  Christian  VII 
of  Denmark  was  born  in  1749  and  ascended 
the  throne  when  his  father,  Frederick  V, 
died  in  1766.  His  mother,  Louise,  the 
daughter  of  George  II  of  England  and  sister 
to  Frederick,  Prince  of  Wales,  died  when  he 
was  two  years  old.  His  father  remarried, 
his  second  wife  being  Juliana  Maria  of 
Brunswick-Wolfenbiittel.  Christian’s  father 
was  occupied  with  affairs  of  state,  and  his 


stepmother  took  no  particular  interest  in 
him.  He  was  educated  by  a Swiss  tutor, 
Reverdil,  whose  educational  approach  was 
systematic  but  uninspired,  but  he  was  domi- 
nated by  the  chamberlain,  Count  Reventlow, 
who  saw  to  it  that  the  unpromising  prince 
was  cowed  by  frequent  beatings.  At  an 
early  age  the  “smart  set”  of  pages  and  cour- 
tiers introduced  him  to  the  dubious  pleas- 
ures of  the  bottle  and  the  bed,  so  that  by 
the  time  he  became  King  he  was  well  on  the 
road  to  debauchery. 

Christian  VII’s  mental  status  is  debat- 
able; possible  diagnoses  range  from  such  ill- 
defined  catchall  categories  as  “inadequate 
personality”  and  “constitutional  psycho- 
path” to  simple  schizophrenia.  One  histor- 
ian writes  that  “he  had  shown  peculiar 
symptoms  as  a child  and  it  soon  became  obvi- 
ous that  he  was  mad.”  Certainly  after 
1784,  more  than  a decade  after  the  Struensee 
affair,  he  was  unfit  to  rule,  and  a quiet  coup 
d’etat  made  his  sixteen-year-old  Crown 
Prince,  later  Frederick  VI,  the  effective 
ruler  of  the  kingdom.  One  cannot  be  cer- 
tain whether  Christian’s  mental  incompe- 
tance  was  the  result  of  faulty  upbringing 
or  would  have  developed  in  any  case.  None- 
theless, considerable  moral  responsibility 
must  lie  on  those  ambassadors  who  arranged 
the  marriage  in  1766  between  the  adolescent 
King  Christian  VI  and  Caroline  Matilda,  a 
fifteen-year-old  Hanoverian  princess,  who 
was  his  fix’st  cousin. 

The  Queen 

Caroline  Matilda,  born  in  1751,  was  the 
granddaughter  of  George  II  of  England,  the 
posthumous  daughter  of  his  eldest  son,  Fred- 
erick, Prince  of  Wales,  and  a younger  sister 
of  George  III.  Her  father’s  younger  sister 
Louise  had  been  Frederick  V’s  first  wife  and 
Christian  VII’s  mother.  That  such  con- 
sanguineous marriages  were  common  among 
European  nobility  fails  to  make  them  wise 
or  successful  policies;  the  percentage  of  do- 
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FIGURE  1.  Portrait  of  Queen  Caroline  Matilda 
by  Jens  Juels,  about  1770. 


mestic  and  dynastic  failiu’e  was  high.  The 
marriage  may  have  brought  Denmark  her 
much-needed  dowry  of  £100,000,  but  it  had 
little  else  to  recommend  it.  Like  so  many 
princesses  of  the  House  of  Hanover,  Caro- 
line Matilda  was  not  overly  bright  nor  en- 
dowed with  any  degree  of  beauty.  A por- 
trait by  Jens  Juels,  painted  when  she  was 
less  than  twenty  years  old,  shows  a plump, 
vacuous  face  and  a matronly,  even  blowzy 
figure  (Fig.  1).  Caroline  Matilda  fulfilled 
her  dynastic  role  by  presenting  Christian 
with  a son,  later  Frederick  VI,  nine  months 
after  their  marriage. 

Whatever  cause  may  be  assigned  to  their 
marital  failure,  Christian’s  psychopathology 
or  Caroline  Matilda’s  lack  of  charm,  by  1768 
it  was  apparent  that  they  lived  together  as 
man  and  wife  only  on  rare  occasions.  In  the 
latter  half  of  1768  Christian  made  a long 
state  visit  to  Holland,  France,  Germany,  and 
England,  leaving  his  young  Queen  behind 
and  the  management  of  his  kingdom  in  the 
capable  hands  of  Count  Bernstorff,  the  chief 
minister  whom  he  had  inherited  from  his 
father.  During  this  tour,  which  lasted  sev- 
eral months,  Christian  achieved  modest  suc- 
cess and  some  popularity.  Despite  his  men- 
tal disabilities  he  was  able  to  rise  to  the  occa- 


sion and  present  a pleasing  facade  to  a pub- 
lic uncritically  disposed  to  admire  a young 
King.  But  at  private  parties  among  the 
nobility  there  were  scenes  of  inebriety  and 
moderate  sexual  profligacy,  conduct  not  en- 
tirely inappropriate  to  the  company  he  was 
required  to  keep,  but  nonetheless  evidence 
that  the  arranged  marriage  was  unsatis- 
factory. 

The  Jack 

At  this  juncture  the  figure  of  Johan  Fred- 
erick Struensee  became  prominent.  The  son 
of  a rigidly  conservative  Lutheran  minister 
who  later  became  superintendent  of  Schles- 
wig-Holstein, Struensee  had  been  appointed 
court  physician  on  Christian’s  accession  in 

1766,  and  he  accompanied  his  master  on  his 
grand  tour,  supervising  his  health  and  that 
of  his  entourage,  restoring  them  after  nights 
of  drinking  and  whoring  to  some  semblance 
of  sobriety  so  they  could  appear  in  public  the 
next  day.  An  amusing  sidelight  of  this 
journey  is  that  Struensee  was  given  the  de- 
gree of  M.D.  from  Oxford  honoris  causa. 
Christian  VII  returned  to  Denmark  in  Jan- 
uary, 1769,  when,  according  to  one  sec- 
ondary source,  “his  mental  instability  be- 
came complete.” 

Struensee  had  been  a brilliant  student  at 
the  University  of  Halle  and  had  won  his 
medical  degree  there  with  honors  in  1757. 
He  was  particularly  interested  in  science 
and  philosophy.  His  father  enabled  him  to 
receive  the  post  of  landfysikus  (district 
physician)  at  Altona  near  the  Prussian  bor- 
der. He  was  successful  there  and  made 
many  friends,  among  them  a young  man 
named  Enevold  Brandt,  the  scion  of  a promi- 
nent family.  It  was  probably  through 
Brandt  and  his  connections  that  Struensee’s 
talents  were  brought  to  official  notice  and 
that  he  was  elevated  from  an  obscure 
country  post  to  that  of  court  physician  in 

1767.  At  the  time  he  was  a young  man, 
barely  thirty.  A contemporary  portrait  by 
Jens  Juels  shows  a sympathetic,  mobile  face 
surmounted  by  reddish  hair,  not  handsome, 
but  not  unattractive  (Fig.  2).  Struensee 
was  intellectually  curious,  articulate,  filled 
with  new  and  interesting  ideas,  and  able  to 
communicate  them  with  point.  Among  his 
chief  enthusiasms  were  the  writings  of 
Rousseau  and  other  French  encyclopedists; 
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FIGURE  2.  Portrait  of  Count  Struensee  by  Jens 
Juels,  about  1770. 


he  espoused  their  political  doctrines  fer- 
vently, especially  their  quasi-philosophic 
ideas  on  liberty,  both  personal  and  public, 
which  enabled  him  to  rebel  against  the  nar- 
row religiosity  of  his  father’s  outlook,  if  not 
indeed  against  his  own  upbringing.  Ration- 
alizing on  the  basis  of  high  moral  principles, 
he  wanted  to  bring  the  ideals  of  the  French 
enlightenment  to  the  provincial  Danish 
court  and  to  transform  the  paternalistic, 
conservative  government  into  a “modern,” 
efficiently  organized  and  managed  humani- 
tarian state. 

Struensee’s  first  step  in  transforming  his 
ideals  into  political  reality  was  to  induce 
the  King  to  appoint  him  secretary  to  the 
cabinet,  a strategic  post  because  all  docu- 
ments relating  to  administrative  matters 
passed  through  his  hands.  During  the 
years  1769  and  1770  he  mastered  the  details 
of  governmental  machinery,  and  he  was 
able  to  place  some  of  the  friends  he  had 
made  at  court  who  shared  his  advanced  opin- 
ions into  important  positions.  At  the  same 
time  he  began  a love  affair  with  the  Queen. 
Undoubtedly  his  motives  were  mixed.  To 
some  extent  he  was  cynically  exploiting  her 
vulnerability  for  political  ends,  and  there 
can  be  no  doubt  that  her  physical  charms 
were  only  moderate.  But  a genuine  bond  of 


affection  did  develop  between  them,  possibly 
more  intense  on  her  side  than  his. 

The  love  affair,  wffiich  was  to  prove  their 
downfall,  was  not  carried  out  with  much 
concealment  or  great  discretion.  The  young 
Queen  had  already  set  the  tongues  of  court 
circles  wagging  because  she  preferred  to 
ride  horseback  astride  rather  than  in  the 
conventional  sidesaddle  prescribed  for  her 
sex.  Court  circles  do  not  have  much  to  talk 
about,  and  this  minor  departure  from  nor- 
mative behavior  was  discussed  pro  and  con 
in  the  parlor  and  at  the  dining  table  of  every 
important  family  in  Copenhagen.  Struensee 
revised  the  internal  living  arrangements  at 
the  palace  so  that  the  King  lived  in  one 
wing  under  the  supervision  of  Enevold 
Rrandt,  w’hom  Struensee  had  ennobled  to 
the  status  of  a Count.  Because  of  the  King’s 
mental  status  he  u'as  in  effect  in  Brandt’s 
custody.  In  another  wing  of  the  palace 
Struensee  occupied  a set  of  apartments  just 
above  the  Queen’s,  and  the  two  floors  were 
connected  by  a “secret”  staircase.  Such  a 
contrived  stage  setting  could  scarcely  be 
kept  from  the  chambermaids  and  ladies-in- 
waiting at  the  court,  and  the  Queen  did 
nothing  to  keep  her  affair  sub  rosa.  Mis- 
cast as  the  Queen  of  Hearts,  she  often  went 
on  her  horseback  riding  expeditions  with 
Struensee  clad  in  tight-fitting  breeches 
which  ill-suited  her  buxom  figure,  and  she 
would  occasionally  permit  her  chamber- 
maids to  see  her  disturbed  clothing  after 
Struensee’s  visits  to  her  boudoir. 

Struensee’s  attempts  to  institute  govern- 
mental reforms  did  not  progress  rapidly 
from  his  post  as  cabinet  secretary.  He  fi- 
nally persuaded  the  King  to  sign  a document 
appointing  him  Geheimkabinets-minister,  or 
privy  councilor,  and  an  accompanying  order 
that  all  laws  and  degrees  wTere  valid  if  they 
bore  Struensee’s  signature.  This  maneuver 
gave  him  the  real  power  of  government,  and 
Count  Bernstorff  was  shunted  off  to  one 
side.  Struensee  proved  to  be  an  industrious 
reformer;  between  March  29,  1771,  and  Jan- 
uary 16,  1772,  the  ten  months  of  his  absolute 
hegemony,  he  issued  no  less  than  1,069 
cabinet  orders  and  decrees  in  council,  many 
of  which  he  wrote  himself. 

Some  of  Struensee’s  reforms  were  much 
needed;  others  were  acts  of  sheer  political 
folly.  He  reduced  the  prime  interest  rate  on 
land  leased  for  farming  from  10  to  5 per 
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cent,  thereby  benefiting  many  peasants  and 
small  tenant  farmers  but  antagonizing  the 
landed  gentry.  He  dismissed  a large  num- 
ber of  unnecessary  civil  servants,  eliminat- 
ing them  from  the  pension  scheme;  although 
he  shored  up  a weak  exchequer,  he  antag- 
onized a significant  portion  of  the  rentier 
class.  He  made  wholesale  dismissals  in  the 
diplomatic  corps,  heretofore  the  preserve  of 
the  aristocracy  for  their  younger  sons  and 
deserving  kinsmen.  On  grounds  of  economy 
he  disbanded  the  regiment  of  guards,  an  act 
which  antagonized  the  military  establish- 
ment. 

The  memoirs  of  Sir  Robert  Murray  Keith, 
then  British  ambassador  to  Denmark,  a 
model  of  diplomatic  reticence  which  attempt 
to  place  the  entire  blame  on  Struensee,  do 
concede  that  “Some  of  his  improvements 
were  laudable  and  excellent,  and  it  ought  not 
be  forgotten  that  he  was  the  first  minister 
of  an  absolute  monarch  to  abolish  the  tor- 
ture. He  interested  himself  to  obtain  free- 
dom for  the  enslaved  husbandmen,  and 
granted  to  all  religious  denominations  the 
free  exercise  of  worship.  He  erected  a royal 
hospital  for  veteran  and  invalid  soldiers,  en- 
couraged agriculture,  commerce,  and  manu- 
facture, and  exempted  from  censure  all 
literary  productions.”1 

He  also  repealed  an  ancient  law  inflicting 
capital  punishment  for  adultery.*  Many 
conservative  and  religious  Danes  regarded 
this  as  a mark  of  his  approbation  of  vice  and 
creating  inroads  to  licentiousness.  But,  in 
view  of  the  ending  of  his  saga,  it  might  be 
argued  that  he  knew  which  side  his  bride 
was  bartered  on.  His  chief  blunder  was  to 
make  German,  then  the  official  court  lan- 
guage, the  universal  language  of  the  country. 
He  prided  himself  on  not  being  able  to  speak 
Danish.  To  a generation  familiar  with  the 
question  of  recognition  of  French  in  Canada, 
a generation  which  recalls  one  of  the  items 
of  complaint  by  the  Sudeten  Germans  in 
Czechoslovakia,  and  a generation  which  has 
read  about  the  imposition  of  German  in 
Alsace  and  Lorraine  after  the  Franco-Prus- 
sian  war,  this  decision  was  pure  hubris.  It 
stirred  the  sensitivities  of  every  patriotic 
Dane.  Last,  in  a conservative  country  which 
was  nominally  Lutheran,  he  presented  him- 

*  From  Shakespeare’s  King  Lear,  IV,  6:  “What  was  thy 

cause?  Adultery?  Thou  shalt  not  die.  Die  for  adultery? 
No!” 


self  publicly  as  a deist,  antagonizing  not  only 
the  clergy  but  many  of  the  simple  souls  in 
their  flock  whom  his  land  reforms  had  bene- 
fited. More  important  than  any  single  item 
of  reform  in  his  program  was  that  he  moved 
too  rapidly  on  many  fronts  at  once,  failing 
to  recognize  that  the  march  of  the  human 
mind  is  slow.  Regardless  of  his  feeling  for 
individual  liberty  and  his  genuine  concern 
for  state  welfare,  he  alienated  many  po- 
tential supporters  by  a combination  of  im- 
petuosity and  outspokenness. 

End  of  an  affair 

An  unexpected  but  predictable  event 
served  to  bring  the  situation  to  a point  at 
which  open  scandal  could  no  longer  be 
avoided.  In  July,  1771,  the  Queen  gave 
birth  to  a daughter,  Louisa  Augusta,  whose 
physical  likeness  to  Struensee  was  so  close 
that  his  paternity  was  generally  acknowl- 
edged and  never  firmly  denied.  During  the 
autumn  and  early  winter  the  rumblings  of 
discontent  grew  ominous;  only  Struensee, 
working  hard  in  his  chambers,  seemed 
oblivious.  A group  of  disaffected  nobles  and 
army  officers  led  by  Count  Rantzau  and  Col. 
Roller  Banner,  backed  by  the  Dowager 
Queen  Juliana  Maria,  planned  a coup  d’etat. 
Following  a masked  ball  at  the  palace  on 
January  16,  1772,  they  burst  into  the  sick 
King’s  bedchamber  and  bullied  him  into 
signing  arrest  orders  for  both  the  Queen 
and  Struensee.  They  proceeded  with  armed 
guards  to  the  apartments  of  the  two  lovers ; 
Struensee  was  imprisoned  in  the  Citadel, 
Caroline  Matilda  in  Kronborg  Castle.  The 
equivalent  of  a Royal  Commission  of  Inquiry 
was  launched.2  The  Queen  brazenly  denied 
having  carried  on  an  affair  with  Struensee, 
but  he,  confronted  with  irrefutable  evidence, 
confessed.  The  tribunal  declared  the  mar- 
riage between  Christian  VII  and  Caroline 
Matilda  null  and  void  on  the  grounds  of 
adultery. 

The  Danish  nobles,  now  in  power,  were  re- 
luctant to  take  steps  against  the  person  of 
the  sister  of  George  III  of  England.  With 
the  connivance  of  the  British  ambassador, 
they  arranged  for  her  to  be  transported  by 
ship  from  Copenhagen  into  exile.  George 
III  had  no  particular  desire  to  have  his  dis- 
graced sister  lodged  in  England;  he  ar- 
ranged for  her  to  live  in  Celle  in  Hanover 
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where  he  was  also  King.  Caroline  Matilda 
hoped  to  be  able  to  share  her  exile  with  Stru- 
ensee, whom  she  genuinely  loved,  and  it 
seems  likely  that  the  British  ambassador 
conspired  with  the  Danish  nobles  to  deceive 
her  into  believing  that  Struensee  would  join 
her  on  the  British  ship  which  was  to  carry 
her  off.  But  a different  fate  was  in  store  for 
the  Jack  of  Hearts.  Both  Struensee  and  his 
colleague  Brandt  were  arraigned,  tried,  and 
found  guilty  of  a variety  of  high  crimes.  Al- 
though charges  were  leveled  that  Struensee 
had  misappropriated  state  funds,  this  was 
disproved.  Neither  Struensee  nor  Brandt 
had  tried  to  enrich  themselves  personally 
through  their  positions  of  power.  Struensee 
had  lived  quite  modestly  in  his  small  apart- 
ments and  had  accumulated  no  extra  wealth. 
Brandt  had  likewise  devoted  much  of  his 
energies  in  taking  care  of  the  mentally  sick 
King.  But  Brandt  was  deemed  to  have  been 
a harsh  jailer,  and  Struensse’s  guilt  on  the 
charge  of  adultery  was  self  evident  and  con- 
fessed. On  April  28,  1772,  they  were  both 
executed  with  medieval  barbarity.  First, 
their  right  hands  were  chopped  off,  then 
their  heads;  their  bodies  were  disemboweled 
and  quartered,  and  finally  the  dismembered 
parts  displayed  in  public.  The  Dowager 
Queen  Juliana  Maria  is  reported  to  have  ob- 
served the  sanguinary  scene  with  pleasure 
through  a telescope.  A contemporary  print 
shows  this  tasteless  display,  an  ending  quite 
out  of  keeping  with  the  usual  attitudes  of 
Danes  to  justice,  certainly  the  last  execu- 
tion of  its  type  in  that  gentle  country  (Fig. 
3). 

Conclusion 

Denmark  was  not  quite  ready  to  receive 
Rousseau’s  ideas  with  equanimity,  but  the 
experiment  cost  only  two  lives.  The  unhappy 
Queen  died  in  Celle  three  years  later.  When 
Rousseau’s  ideas  were  brought  into  effect  in 
France,  there  were  such  delights  for  the 
morticians  as  the  fall  of  the  Bastille,  the 
Reign  of  Terror,  and  civil  war,  a much 
higher  price.  It  is  curious  to  reflect  that 
Rousseau,  whose  Confessions  faithfully  re- 
cord his  juvenile  masochism,  should  have 
developed  a political  philosophy  which  un- 
leashed so  much  sadism.  In  Denmark,  al- 
though the  original  script  called  for  an 
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FIGURE  3.  Contemporary  print  showing  dis- 
membered bodies  of  Count  Struensee  and  Count 
Brandt  displayed  to  public  view  after  their 
barbarous  execution. 

opera  buffa,  once  it  got  involved  with  the 
ideology  developed  by  a sexual  psychopath 
and  when  this  ideology  was  naively  put  in 
action  by  a well-intentioned  amateur,  the 
final  scene  was  a nasty  business.  Had 
Struensee  read  history  instead  of  the  avant- 
garde  philosophers  of  his  day,  he  might  have 
realized  that  doctors  who  dabble  in  politics 
rarely  come  out  with  glory,  he,  in  retrospect, 
less  than  any.  One  is  tempted  to  choose  his 
epitaph  from  W.  H.  Auden’s  sonnet  se- 
quence, The  Quest: 

I won  the  Queen  because  my  hair  was  red;  . . . 

Hence  failure’s  torment:  “Was  I doomed  in 
any  case, 

Or  would  I not  have  failed  had  I believed  in 
Grace?” 
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Letters  to  the  Editor 


Abortion  and  the  hospital 

To  the  Editor:  In  view  of  the  implications  in 

an  inquiry  received  concerning  the  facilities 
that  this  hospital  is  prepared  to  offer  patients 
seeking  elective  termination  of  pregnancy,  we 
have  decided  to  reply  in  an  open  letter.*  Too 
many  facets  of  this  subject  have  been  ignored. 
We  refer  to  the  hard  objective  problems.  With 
the  advent  of  the  liberalized  law  on  abortion, 
which  is  long  overdue,  the  administration  and 
the  medical  staff  of  this  hospital  have  decided 
to  expand  the  responsibilities  of  the  old  “Steril- 
ization Committee”  to  include  the  matter  of 
abortion  and  the  title  of  the  committee  is  now 
“Sterilization  and  Termination  of  Pregnancy 
Committee.” 

While  you  seem  very  much  concerned  with 
rights  of  women  seeking  abortion,  you  are 
silent  with  respect  to  the  rights  of  others.  Tak- 
ing the  least  important  first,  the  surgeon  should 
reserve  the  right  to  decide  whether  or  not  a 
particular  patient  should  have  an  abortion. 
There  never  has  been  a statute  prohibiting  ap- 
pendectomy. Nevertheless,  no  one  has  the 
“right”  to  demand  an  appendectomy  simply  be- 
cause the  operation  is  not  illegal. 

All  we  ask  is  the  right  to  determine  whether 
the  risk  involved,  and  let  it  be  understood  that 
there  is  always  a risk,  is  reasonable  when  meas- 
ured against  the  desired  result.  The  mere 
fact  that  someone  else  is  going  to  have  an  un- 
wanted baby  and  we  doctors  (too  many  of  us 
males)  just  do  not  know  what  it  is  like  to  have 
a baby,  does  not  mean  that  our  dispassionate 
opinions  are  utterly  invalid.  One  might  as 
well  suggest  that,  since  we  do  not  feel  the  pain, 
we  should  allow  every  patient  to  dictate  his 
dose  of  morphine. 

So  far  as  the  hospitals  and  their  personnel 
are  concerned,  our  society  is  becoming  increas- 
ingly schizophrenic  about  them.  On  the  one 
hand  there  is  praise  for  the  dedication  of  hos- 
pital personnel  at  all  levels  and  enthusiasm 
for  handsome,  impressive,  modern,  efficient, 
comfortable,  and  readily  available  physical 
plants.  “Human  lives  should  not  have  a price 
tag  on  them,”  or  something  very  much  like  it 
is  often  heard.  Heard  only,  however,  from  the 
mouths  of  those  not  paying  the  bills  or  from 
those  who  think  they  will  not  have  to  do  so. 
The  pay  of  hospital  personnel  has  been  shock- 
ingly low,  and  legislation  to  correct  this  iniquity 
has  been  enacted.  Yet,  when  the  bill  for  all 
this  is  presented,  bowls  of  pain  are  heard 

* Letter  to  John  L.  S,  Holloman,  M.D.,  Abortion  Rights 
Association  of  New  York,  June  16,  1970. 


throughout  the  land;  heard  without  the  help  of 
any  modern  electronic  device.  The  percentage 
of  rise  in  costs  is  compared  with  the  rise  in 
other  areas  (notably  those  areas  in  which  pay 
has  been  historically  good)  and  the  rhetorical 
question  asked,  “where  is  it  all  going  to  end?” 
That  the  hospital  is  unique  in  that  its  payroll 
expense  represents  a far  greater  fraction  of  its 
cost  of  operation  than  almost  any  other  activ- 
ity is  conveniently  ignored.  The  increased  cost 
of  buildings,  repairs,  equipment,  and  supplies 
is  passed  over.  The  explosive  advances  in 
technics,  requiring  sophisticated  equipment  un- 
heard of  a few  years  ago  are  held  up  to  the 
hospital  as  areas  in  which  the  public  expects  the 
institution  to  be  fully  up  to  date.  However,  the 
price  is  wrong. 

It  follows  logically  that  the  public  in  general 
and  the  acutely  ill  patient  in  particular  are  en- 
titled to  a certain  degree  of  assurance  that 
their  beds  will  not  be  filled  with  individuals  who 
are  not,  strictly  speaking,  somatically  ill.  If 
the  patient  is  entitled  to  an  abortion  ad  lib.  in 
any  general  hospital,  then  some  provision  for 
increasing  the  number  of  available  beds  must 
be  made.  Just  how  much  is  the  public  prepared 
to  pay  for  this,  and  the  price  is  going  up  as  this 
is  written?  To  what  extent  is  the  public  as  a 
whole  willing  and  able  to  subsidize  the  patient 
undergoing  an  “elective  abortion”  so  that  she 
can  have  her  abortion  at  a “price  she  can 
afford?” 

We  are  cautioned  against  hedging  abortions 
too  tightly  with  stringent  medical  regulations. 
It  is  astonishing  to  find  stringency  decried  in 
any  medical  area.  The  popular  cry  today  is 
for  more  stringent  regulation,  more  peer  re- 
view, more  continuing  education,  and  so  on, 
ad  nauseam.  Yet,  when  it  comes  to  a procedure 
involving  what  we  should  all  regard  as  a major 
operative  intervention,  all  the  rules  are  off. 
We  want  it  cheap,  we  want  it  fast,  and  we 
want  it  good.  However,  no  blue-nosed  doctor 
is  going  to  hold  my  doctor  to  some  stiff  rules 
that  have  been  dreamed  up  for  the  removing  of 
gallbladders,  appendices,  and  the  like. 

It  is  strongly  hinted  that  we  have  no  busi- 
ness shortening  the  period  during  which  abor- 
tion may  be  performed  from  the  statutory 
period.  We  should  be  interested  to  see  if  any 
reputable  obstetrician  or  gynecologist  has  ac- 
cepted abortion  up  to  the  twenty-fourth  week 
of  gestation  as  a reasonably  safe  procedure. 
As  a matter  of  fact,  the  directors  of  blood 
banks  would  like  to  know  how  many  surgeons 
would  undertake  the  procedure  without  at 
least  two  units  of  blood  cross  matched  and  set 
aside  for  the  patient  prior  to  operation. 
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The  mere  mention  of  having  blood  available 
brings  up  the  entire  matter  of  blood  transfu- 
sion. We  are  now  legalizing  a procedure  that 
will  require  the  use  of  a great  amount  of  blood. 
Even  in  the  best  of  hands  (and  there  is  reason 
to  believe  that  pressure  will  be  brought  to  bear 
to  turn  a blind  eye  on  competence  or  incompe- 
tence), the  gravid  uterus  is  probably  the  best 
source  for  massive  hemorrhage  to  occur,  bar 
severing  a major  blood  vessel.  Blood  is  already 
in  short  supply.  Increasingly  extensive  and 
heroic  operations  of  a life-saving  nature  are 
being  undertaken.  To  what  extent  are  we  as 
a people  and  as  a profession  prepared  to  cur- 
tail or  even  risk  the  expansion  of  these  pro- 
cedures to  meet  the  demands  of  people  whose 
lives  are  not  in  jeopardy? 

What  is  the  director  of  the  blood  bank  to  say 
when  the  patient  with  placenta  previa  appears 
at  3:00  a.m.  and  the  “cupboard  is  bare,”  fol- 
lowing a full  day  of  abortions?  What  will  be 
the  reaction  of  the  persons  so  concerned  with 
the  right  of  a woman  to  have  an  abortion?  W ill 
they  say  that  the  blood  bank  is  operated  on 
sane  and  humanitarian  principles  in  not  deny- 
ing blood  to  patients  undergoing  elective  abor- 
tion on  puritanical  grounds?  Or  are  they 
going  to  say  that  the  blood  bank  is  incompe- 
tently staffed  and  directed? 

P.  A.  Richarpson,  M.B.,  B.S.. 

M.R.C.O.G.,  Chairman 

E.  F.  Comstock,  Sr.,  M.D. 

Paul  Kolisch.  M.D. 

The  Memorial  Hospital  of 

William  F.  and  Gertrude  F.  Jones 
WTellsville,  New  York 


Curare-like  virus  toxin 

To  the  Editor:  About  three  years  ago,  a virus 
infected  my  upper  respiratory  tract  and 
brought  my  temperature  up  to  102  F.,  but  the 
attack  had  an  unusual  termination.  Since  the 
first  infection  on  March  7,  1920,  with  pneu- 
monia, paralysis  had  never  occurred.  Febrile 
attacks  on  the  upper  respiratory  or  gastro- 
intestinal tract  had  occurred  two  or  three  times 
a year  after  1920.  None  were  serious,  and  I 
was  allowed  bathroom  and  kitchen  privileges 
for  brief  visits.  Secondary  infection  did  not 
occur.  In  this  1967  attack,  however,  after  two 
weeks  of  low-grade  fever,  I had  a sudden  com- 
plication of  extensive  paralysis  of  the  skeletal 
muscles. 

I was  tired  of  staying  in  bed  after  the  second 
week,  and  my  temperature  had  at  last  dropped 
to  normal.  At  5:30  a.m.,  I decided  to  water  the 
front  lawn  of  my  home  in  North  Las  Vegas, 
Nevada.  When  I went  down  the  concrete  steps 
at  the  back  door,  I had  to  run  or  I would  have 
fallen.  I had  never  had  such  an  experience.  I 
stopped  with  my  knees  stiff  in  full  extension, 
realizing  that  the  muscles  in  my  legs  were 
paralyzed.  I went  on  to  the  lawn,  flexed  my 


knees,  and  turned  on  the  sprinklers.  I then 
felt  myself  falling  down  to  the  ground. 

I quickly  grasped  the  adjacent  chain-link 
fence,  turned  off  the  sprinklers,  and  pulled 
myself  hand-over-hand  on  the  fence  to  an  up- 
right position.  The  task  seemed  very  arduous. 
Standing  I went  hand-over-hand  using  the 
fence  until  I could  reach  a utility  trailer,  which 
I grasped  for  support  to  a distance  of  10  feet 
from  the  steps.  I could  stand  if  my  knees  were 
in  full  extension  and  a foot  apart.  I risked 
walking  to  and  up  the  stairs  and  through  the 
wide-open  back  door. 

I made  it  to  the  stairs  and  placed  my  right 
foot  on  the  lowest  stair.  When  I tried  to  raise 
my  left  leg  up  to  the  second  stair,  I fell  for- 
ward, scooting  my  head  over  the  concrete  slab, 
the  oak  threshold,  and  onto  the  rug  in  the  hall. 
The  skin  burns  were  minor,  with  no  bleeding. 

1 tried  my  best  to  lift  my  right  shoulder  off  the 
rug,  but  I could  not  raise  it  more  than  3 inches, 
and  fell  back  down.  The  same  happened  with 
my  left  shoulder.  I could  not  lift  my  head. 
About  four  fifths  of  my  skeletal  musculature 
was  paralyzed. 

I knew  that  my  maintenance  man  would 
leave  his  bedroom  for  the  kitchen  at  6:00  a.m., 
because  he  liked  to  do  the  bulk  of  the  work  be- 
fore the  full  heat  of  the  sun.  He  saw  me  in 
the  hall  and  called  out,  “Doc!  What  are  you 
doing  on  the  floor?”  I explained  that  I was 
paralyzed,  but  only  temporarily.  He  lifted  me 
to  my  feet,  and  then,  with  wide  stance  and  stiff 
extended  knees,  I walked  slowly  to  my  bed.  I 
was  then  faithful  to  staying  in  bed.  To  be  safe, 
I stayed  in  bed  for  a week  even  though  my 
temperature  was  normal. 

Then  I got  up  and  did  light  exercises  and  was 
surprised  that  all  of  the  paralysis  was  gone. 
I had  full  control  of  all  my  skeletal  muscles.  I 
had  not  called  my  attending  physician,  for  I 
felt  certain  that  no  physician  could  successfully 
combat  a virus  toxin.  In  a few  weeks,  I was 
back  to  full  activity.  During  the  next  few 
years,  I had  a few  attacks  of  virus  infection 
but  with  shorter  febrile  duration.  None  before 
the  attack  of  1967,  nor  after,  were  paralyzing 
until  I contracted  a virus  infection  in  the  upper 
respiratory  tract  from  a patient  on  January  8, 
1970. 

A salesman,  thirty-eight  years-old,  had  been 
sent  home  from  his  work  on  January  7,  and  he 
called  me  to  attend  him  on  January  8.  He  had 
a generalized  infection  from  scalp  to  toenails, 
and  was  lying  flat  in  bed.  His  oral  temperature 
was  102.4  F.  This  big,  powerful  man  was  feel- 
ing miserable.  He  was  6 feet  3 inches  tall  and 
weighed  266  pounds.  He  had  a severe,  produc- 
tive cough,  but  no  pneumonia.  His  heart,  kid- 
neys, and  other  organs  were  functioning  well. 
I left  two  prescriptions  and  asked  him  to  tele- 
phone me  on  January  10.  He  did,  saying  his 
temperature  was  normal,  and  he  felt  better.  I 
cautioned  him  to  stay  in  bed  for  three  days  of 
continuously  normal  temperature  and  then  to 
resume  his  activities  gradually.  He  did  not 
telephone  me  again,  and  I presumed  he  had  re- 
covered. 
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The  afternoon  of  January  8,  I was  tired  from 
doing  surgical  procedures  the  preceding  day 
and  took  a two-hour  nap.  I arose  feeling  good, 
but  my  voice  had  a peculiar  nasopharyngeal 
twang.  This  disappeared  after  three  hours, 
and  I thought  the  virus  had  left.  I retired  at 
11:00  p.m.  and  slept  well,  but  at  6:00  A.M.,  I 
was  wakened  by  a severe  tearing  type  of  pain 
in  the  lining  of  my  trachea,  with  a productive, 
frequent  cough.  My  temperature  was  101.5  F. 
orally.  I took  proper  medication,  and  the  pain 
and  fever  were  gone  the  next  day.  I felt  good, 
except  for  anorexia,  until  January  15  when 
my  legs  began  to  lose  power,  and  I had  severe 
hunger  pangs  every  three  hours. 

At  first  the  muscle  fibers  contracted  in  re- 
sponse to  my  will,  but  they  suddenly  relaxed, 
while  I was  still  willing  them  to  remain  con- 
tracted. Soon  afterward,  most  of  the  muscles 
refused  to  contract  at  all.  I estimated  that 
only  one  fifth  of  the  muscle  fibers  of  my  legs 
were  working  at  the  close  of  the  day.  My 
temperature  was  normal  and  had  been  since 
January  10.  I was  unable  to  support  my 
weight,  unless  I held  onto  solid  objects  with  my 
hands  for  additional  upward  thrust.  My 
friends  were  astounded  by  the  quick  onset  of 
the  paralysis,  but  I assured  them  that  it  would 
be  gone  within  a week.  They  were  kind  and 
sympathetic  and  wondered  whether  I should 
go  to  a hospital.  I notified  my  attending  physi- 
cian, but  when  he  learned  of  my  palsy  in  1967, 
he  agreed  with  me  that  I should  remain  at 
home,  and  he  knew  of  no  specific  remedy.  I 
was  driven  to  the  kitchen  for  a good  meal  every 
three  hours  by  the  strong  hunger  pains  in  my 
stomach. 

On  January  17,  the  muscle  fibers  in  my  arms 
underwent  the  same  paralysis.  This  sudden 
relaxation  caused  a tremor  in  my  forearms, 
and  the  strength  of  my  hand  grip  diminished. 

I dared  not  poke  a typewriter  key,  because  of 
the  irregular  force  and  direction  of  my  fingers. 


Bloody  ascites:  diagnostic  implications 

The  records  of  patients  in  whom  bloody 
ascites  was  a prominent  sign  were  reviewed  in 
the  Am.  J.  Gastroenterol.  52:  523  (Dec.)  1969, 
by  E.  A.  Natelson,  T.  W.  Allen,  S.  Riggs,  and 
H.  L.  Fred.  Of  the  11  patients  with  bloody 
ascites,  there  were  5 men  and  6 women,  ranging- 
in  age  from  57  to  81  years;  5 patients  had 
hepatoma,  3 ovarian  carcinoma  metastatic  to 


I spoke  in  low  gutteral  tones  and  was  afraid  to 
sing.  My  chest  and  abdominal  muscles  were 
paralyzed,  but  my  heart  and  diaphragm  were 
unaffected,  as  were  the  muscles  used  for  masti- 
cation and  the  smooth  muscle.  My  stance  was 
wide  and  wavering.  At  times  my  firmest  hand 
grip  and  extended  knees  would  not  support  me, 
and  I fell  flat  to  the  floor  seven  times  between 
January  15  and  21. 

If  I did  not  eat  big  meals  every  three  hours, 
I felt  much  weaker  and  could  hardly  walk  at 
all.  High-protein  foods  were  the  most  sthenic. 
On  January  21,  strength  and  nerve  control 
started  to  come  back  into  my  legs.  Two  days 
later,  I was  able  to  control  the  muscles  in  my 
arms,  thorax,  and  abdomen,  and  I could  walk 
freely.  On  January  24,  I brought  my  stance 
back  to  the  normal  width,  but  if  I went  beyond 
the  three-hour  feeding  schedule,  the  spraddling, 
wavering  gait  returned,  and  I had  to  grab  for 
support.  The  sthenic  effect  of  food  began  fif- 
teen minutes  after  ingestion.  Between  January 
15  and  24,  I gained  20  pounds,  for  a total  of 
230  pounds.  I was  back  to  a six-hour  sched- 
ule by  January  31,  and  to  eight  hours  on 
March  21.  On  March  26,  I was  down  to  a 
twelve-hour  schedule  and  weighed  214  pounds. 

On  Februarv  9,  I found  out  indirectly  that 
my  patient  of  January  8 had  to  take  four  weeks 
off  from  work  and  then  tired  quickly  on  exer- 
tion. He  was  not  paralyzed.  The  similarity 
of  virus  toxin  and  curare  in  pathologic  effects, 
suggests  that  the  two  poisons  may  be  of  similar 
chemical  nature  in  some  cases.  The  likelihood 
of  dumping  paralytic  effects  of  virus  toxin  in 
with  the  rather  uniform  postviral  asthenia 
should  also  be  considered.  Chemicals  attenuat- 
ing or  destroying  curare  poison  might  also  re- 
lieve virus  intoxication. 

Harry  O.  Veach,  M.D. 

11  Alma  Avenue 

Lake  Grove,  New  York  11755 


the  peritoneum,  and  2 had  tuberculous  perito- 
nitis. The  authors  also  reviewed  the  related 
literature  from  which,  interpreted  with  their 
own  experience,  a fact  emerges  which  has  not 
been  stressed  previously:  hepatoma  and 

ovarian  carcinoma  are  the  most  common  causes 
of  bloody  ascites.  The  clinical  usefulness  of 
this  in  diagnostic  workup  they  feel  to  be  ob- 
vious. Sometimes  bloody  ascites  may  be  caused 
by  a potentially  curable  disease,  such  as  tu- 
berculous peritonitis. 
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Analgesic  antipyretics 

Measurm  (Breon  Laboratories) 2053 

Antibiotics 

Neosporin  (Burroughs  Wellcome  & Company) 2063 


MOUNT  SINAI  SCHOOL  OF  MEDICINE 

THE  PAGE  AND  WILLIAM  BLACK 
POST-GRADUATE  SCHOOL  OF  MEDICINE 
Post-Graduate  Course  in  Medicine 

COMPUTER  ANALYSIS  of  the 
ELECTROCARDIOGRAM  and  VECTORCARDIOGRAM 
Leon  Pordy;  M D Harry  L.  Jaffe,  M.D. 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT'D 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


PHYSICIANS  WANTED:  GENERAL  PRACTITipN- 

ers,  internists  and  pediatricians  to  establish  practice  in  a 
progressive,  prosperous  and  peaceful  semi-rural  commun- 
ity of  35,000;  with  three  adjoining  villages,  and  a modern 
fully  air  conditioned,  90-bed  general  hospital,  with  con- 
struction of  an  adjoining  120-bed  nursing  home  under  way. 
Office  space  available.  Ideal  location  to  escape  the  pres- 
sures of  city  practice.  Call  or  write:  Donald  R.  Davidson, 
M.D.,  (315)  895-7454  or  Howard  E.  Collins,  Admin., 
Mohawk  Valley  General  Hospital,  Ilion,  New  York  13357. 
(315)  895-7454. 


ANESTHETIST  FOR  MORNINGS  ONLY,  NEEDED  IN 
small  hospital  in  Brooklyn.  No  nights  or  weekends. 
Box  940,  % NYSJM. 


WANTED:  PHYSICIAN  UNDER  35  TO  JOIN  YOUNG, 

general  practitioner  in  interesting  and  active,  complete 
general  practice,  including  uncomplicated  obstetrics. 
Salary  first  year  $25,000  then  percentage  to  full  partnership 
and  possible  incorporation  under  new  state  laws.  Suburban 
community  of  New  York  City.  Please  call  or  write: 
Ralph  E.  Schlossman,  M.D.,  130-56  Lefferts  Blvd., 
So.  Ozone  Park,  N.Y.  11420.  Call  (212)  VI  3-2233. 


CARDIOLOGIST:  LICENSED,  CERTIFIED  OR  ELI- 

gible  for  American  Board,  with  clinical  background,  experi- 
ence in  heart  catheterization  and  interest  in  research;  for 
full-time  staff  appointment  at  large  teaching  hospital  in 
Brooklyn.  Also  GENERAL  INTERNIST  & CHEST 
PHYSICIAN.  Substantial  salaries  and  fringe  benefits. 
Box  952,  % NYSJM. 


UCC  HAS  OPENING  FOR  PART-TIME  PHYSICIAN  IN 
Westchester.  Salary  basis  with  benefits  for  20-hour  week. 
Experience  in  industry  essential.  Contact:  J.  J.  Welsh, 

M.D.,  Union  Carbide  Corporation,  270  Park  Ave.,  New 
York,  N.Y.  10017. 


GENERAL  PRACTITIONERS  TO  JOIN  17  MAN  GROUP 
staffing  emergency  rooms  of  3 local  hospitals  in  Bingham- 
ton, N.Y.  area.  Offering  $25,000  to  $30,000,  4 weeks  vaca- 
tion, 5 day,  40  hr.  week,  malpractice  and  society  dues  paid; 
opportunity  for  partnership.  Contact  Mr.  James  F.  Stehli, 
Executive  Director,  Physician  Service  Associates,  134  Main 
St.,  Binghamton,  N.Y.  13905. 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  state.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  ana  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Commun- 
ity Mental  Health  Center,  Jones  Memorial  Hospital, 
Wellsville,  New  York  14895. 


OPENINGS  FOR  CLINICAL  PSYCHIATRIST  AT  His- 
toric Trenton  State  Hospital,  Trenton,  New  Jersey  08625. 
Active  full  complement  Residency  Training  Program  with 
university  affiliations.  Own  Neuropathology  and  Forensic 
Departments.  Easy  access  to  New  York,  Philadelphia  and 
Shore  areas.  Excellent  fringe  benefits.  Salary  ranges 
$16,890-$28,026.  Write:  M.  Rotov,  M.D.,  Deputy 

Medical  Director. 


PHYSICIANS  WANTED:  GP’S,  INTERNISTS,  PEDIA- 
trician,  in  attractive  northern  Virginia  recreational  com- 
munity. Golf,  fishing,  hunting,  swimming.  Offices  avail- 
able in  medical  center  building.  124-bed  hospital,  serving 
about  20,000  population  area.  Overloaded  12-man  staff 
includes  two  surgeons,  OB/GYN,  anesthesiologist  and 
radiologists.  Excellent  opportunity  for  3 or  4 good  men  in 
single  or  group  practice.  Reply  Box  1387,  Front  Royal, 
Virginia  22630,  or  call  McCarty  or  Parrish  (703)  635-6101. 


HEALTH  COMMISSIONER— CHEMUNG  COUNTY 
(population  100,000),  south  central  New  York  near  Finger 
Lakes  Region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re- 
quirements: M.D.  v ith  four  years  of  responsible  public 

health  administrative  experience,  or  M.D.  and  M.P.H. 
degrees  with  one  year  experience  in  public  health  admin- 
istration. New  York  State  license  or  eligibility  therefor. 
Beginning  salary  $26,000.  Full  fringe  benefits.  Excellent 
schools  and  living  conditions.  Send  application  to  George 
R.  Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira,  N.Y.  14905. 


HOUSE  PHYSICIAN,  IMMEDIATE  OPENING.  JCAH 
approved,  370  bed,  modern,  general  hospital  in  Virginia’s 
booming  Tidewater  area.  Attractive  salary  and  benefits; 
good  duty  schedules;  no  E.R.  coverage  required.  If 
foreign  trained,  must  be  ECFMG  certified.  Please  send 
resume  to  Administrator,  P.O.  Drawer  640,  Hampton, 
Virginia  23369. 


SPECTACLES  WEREN'T  IMTR0PUC6P 
UNT1UI300.  0Ef 0R£  , 

THAT  TIME,  MILLIONS  ' ►— 

OF  PEOPLE  LI  VEP  OUT 
THEIR  UVESNE^ER 
EEIHGA9LET0SEE 
M0UHTAI  NS,  CUXJPS 
OR  STAS.  BENJAMIN  FRANKLIN 
INVEMTEP'BIFOCAU  LEN4E5  IN  1764! 


2®  ws)  mm  coo 

For  free  Information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 
NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

78  MADISON  AVENUE 
NEW  YORK,  N.Y.  1001S 
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MISCELLANEOUS 


HILLS  COLLECTED  ABUSE  IS  RULED  OUT 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St..  New  York.  N.Y.  10036.  LO 
5-2943. 


PRACTICES  AVAILABLE 


BUSY  PRACTICE  IDEALLY  SUITED  FOR  GENERAL 
practice  or  internal  medicine  in  a central  New  York  city 
of  100,000  available  at  any  time.  Present  physician  will 
introduce.  Box  948,  % N YSJM. 


AVAILABLE:  EQUIPPED.  ESTABLISHED  GENERAL 
practice  in  New  York’s  capital  district.  Nearby  accredited 
hospital  available  for  privileges.  45  minutes  to  teaching 
institution  for  graduate  study.  No  initial  investment; 
modest  rent  after  trial  period.  Peter  J.  Sacket,  M.D.. 
101  Hilgert  Pkwy,  Schoharie,  N.Y.  12157. 


BUSY  MENTAL  HEALTH  CLINIC  IS  AVAILABLE  FOR 

lease  or  Side.  Psychiatrist  or  psychologist  preferable,  but 
not  absolutely  necessary.  Call  (212)  777-0020,  or  write 
Box  954,^  NYSJM. 


PEDIATRIC  PRACTICE  AVAILABLE  DUE  TO  ILL- 
ness.  Home  and  office  combined.  Office  fully  equipped. 
South  Shore,  Long  Island.  25  miles  from  New  York  City. 
Box  953,  % NYSJM. 


NEED  QUICK  RESPONSE? 


Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  Y ork 
State  Journal  of  Medicine. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OPPORTUNITY  FOR  G.P.  COMPLETELY  MODERN, 
equipped  office  and  home  in  Hollis  with  high  quality  medi- 
cal practice.  25  years  of  general  practice.  Area  urgently 
in  need  of  physician.  Call  (212)  HO  5-7726. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


PHYSICIAN  M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  .Jersey  license  required.  Possible 
earnings  upwa  refs  of  35  M.  Box  937,  % NYSJM. 


FAR  ROCKAWAY-BAYSWATER:  14  room  Colonial 

house,  2 car  garage,  lots  of  land,  in  doctor’s  row,  a real 
value.  $60,000.  2 ) 9-room  house  with  garage,  modern, 

$45,000.  3)  LAWRENCE-NASSAU  CO.:  9 room  house, 
ultra  moderOj  1«*1  90  I 125,  a dream  house,  $75,000.  4) 

BELLE  HARBOR:  2 family  brick  house,  garage,  well 

water,  very  exclusive,  1 block  from  ocean,  $85,000.  5) 

NE PON SlT:  7 room  house,  near  ocean,  most  modem, 

very  exclusive.  I>est  area  in  Queens,  $95,000.  Many  other 
bonus.  For  information,  call  or  write  to:  Irving  Segal. 

2288  Mott  Ave.,  Far  Rockaway,  N.Y.  11691,  (212)  471- 
3095,  or  after  6 p.m.  (212)  FA  7-0521. 


FOR  RENT.  SHARE  FURNISHED  OFFICE  FOR  ALL 
afternoons;  3 rooms  and  lavatory.  Call  (212)  446-5535. 


CENTERPORT-GREENLAWN  AREA  ON  2 WOODSY 
acres.  Home  and  office  for  large  family  desiring  privacy. 
Colonial  split  has  5 bedrooms,  living  room  with  fireplace, 
formal  dining  room,  eat-in  kitchen,  patio  adjacent,  3 baths, 
laundry  room,  separate  maid’s  room,  large  playroom  with 
fireplace;  27'  x 33'  Vermont  slate  patio  adjoining.  At- 
tacked 5 room.  1 bath  office  with  separate  entrances  for 
business  privacy.  Two  car  garage,  large  parking  area. 
Huntington  and  St.  John’s  Hospitals  in  vicinity.  Price: 
$100,000.  John  O’Brien,  M.D.,  (516)  261-1110. 


PARK  AVENUE  & 67TH  STREET.  UP  TO  3 ROOMS 
available  for  exclusive  use.  Share  waiting  room.  Street 
entrance.  Call  737-7727. 


6.000  SQ.  FT.  IN  STRANG  CLINIC  BUILDING. 
Modem,  A/C,  34th  Street  between  Park  and  Madison 
Aves.  For  medical  practice  or  health  agency.  Contact  J. 
Dragan,  (212)  MU  3-1000. 


FOR  RENT:  3 OR  POSSIBLY  4 ROOM  OFFICE  OF 

busy  general  practitioner  (deceased).  Attached  garage. 
Excellent  location  in  Valley  Stream,  Long  Island.  Call 
(516)  VA  5-2614. 


GRAND  ARMY  PLAZA  AREA,  BROOKLYN,  NEW 
York.  Office  to  rent  or  share  full  or  part-time.  Fully 
equipped.  Air  Conditioned.  Driveway,  Reasonable 
rent.  Call  (212)  NE  8-2370,  or  GR  4-3485,  or  write  Box 
951,  % NYSJM. 


POSITIONS  WANTED 


FOR  WELL  QUALIFIED  MEDICAL  PERSONNEL- 
professionals,  administrators,  technicians,  secretaries  or 
medical  assts. -screened  to  meet  your  specifications,  call 
Carlin  Resources  Agency,  Inc.,  342  Madison  Ave.,  N.Y.C 
Tel:  (212)  972-1946. 


INTERNIST-CARDIOLOGIST,  MORE  THAN  10  YRS. 
N.Y.C.,  private  practice  experience,  incl.  hosp.  EKG  and 
CCU  service  appts.,  desires  part-time  consultative  position 
in  Westchester,  Rockland  or  Bronx  Counties.  Fee-for- 
service  or  salary  arrangement.  Box  950,  % NYSJM. 
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THE  NEW  YORK  ORTHOPAEDIC  HOSPITAL 
OF 

THE  COLUMBIA-PRESBYTERIAN  MEDICAL  CENTER 

presents  the  Second  Annual 

“Post-Graduate  Course  on  the  Management  and  Care 
of  the  Scoliosis  Patient” 


November  S~7 , 1970 
FACULTY 


William  P.  Blount,  M.D. 

Milwaukee , Wisconsin 


Stanley  Hoppenfeld,  M.D. 

New  York , New  York 


Alice  L.  Garrett,  M.D. 

West  Hauerstraw,  New  York 


Hugo  A.  Keim,  M.D. 

New  York,  New  York 


Louis  A.  Goldstein,  M.D. 

Rochester,  New  York 


John  H.  Moe,  M.D. 

Minneapolis,  Minnesota 


Jacob  C.  Graham,  M.D. 

New  York,  New  York 


Edward  J.  Riseborough,  M.D. 

Boston,  Massachusetts 


John  E.  Hall,  M.D. 

Toronto,  Ontario,  Canada 


Theodore  R.  Waugh,  M.D. 

Irvine,  California 


James  H.  Hardy,  M.D. 

Hartford,  Connecticut 


Robert  B.  Winter,  M.D. 

St.  Paul , Minnesota 


Tuition:  $150.00  Residents,  Physiotherapists,  Nurses:  $75.00 
For  Further  Information  Contact: 

Hugo  A.  Keim,  M.D. 

The  New  York  Orthopaedic  Hospital 

161  Fort  Washington  Avenue,  New  York,  New  York  10032 
Telephone:  (212)  579-5559 


SUBSCRIPTION  ORDER  FORM 

New  York  State  Journal  of  Medicine  Al  Issues 

Attn:  Circulation  Dept.  A ■ Per  Year 

750  Third  Ave.,  New  York,  N.  Y.  10017 

PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions $7.50  one  year; 

Canada,  Mexico  & 

other  foreign  $9.00  one  year; 

Interns  & Residents:  Special  rates  on  request 


Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 


$20.00  (3)  years 
$24.50  (3)  years 
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Onenzyme 

Bitabs  One  tablet  q i d 

Trypsin  100.000  N F Units.  Chymotrypsw  8.000  N F Units  ; equivalent  in  tryptic  activity  to  40  nig  of  N F trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
[surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
[therapeutic  dose  at 
lower  cost. 


AFMlDAVSOQSttt 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  hove  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  as 
indicated  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 

nr  with  «PVPrP  hpnntir  or  ronnl  r-Jiconco  nca  in  nrannnonr 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointes'inui  upset  and  in 
t eased  speed  of  dissolution  of  animal-origin  surgical  sutures 
There  have  been  isolated  reports  ol  anaphylactic  shock  albu 
minuria  and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups  (See  Precautions  ) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 


Trichomonads...  Monilia.  ..Bacteria 


three 


You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  al 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, '•4  broad-spectrum  antibiotics5-9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9-" 


Comprehensive  — Effective 


The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 


Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicotorful  or  one  suppository  in- 
trava^inally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L. : J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  $.:  Arch. 
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NEW  YORK  CITY  AREA 


September  1970  / January  1971 

New  York  Polyclinic  Medical  School 

341-353  West  50th  Street 

COURSES  IN  NURSING  HOME 
ADMINISTRATION 

1.  Nursing  Home  Administration 

6:00-9:00  p.m.,  Mondays  & Wednesdays 

FEE:  $300 

2.  Environmental  Sanitation 

6:00-8:00  p.m.,  Tuesdays 

FEE:  $100 

3.  Frontiers  of  Geriatrics 

4.  Seminar  in  Nursing  Home 
Administration 

6:00-8:00  p.m.,  Fridays 

FEE:  $100 

Apply:  The  Dean,  New  York  Polyclinic  Medical  School 
and  Hospital,  345  West  50th  Street,  New  York,  N.Y. 
10019. 


September  2,  1970  / September  25,  1970 

1 : 00-4: 00  p.m.,  Wednesdays  & Fridays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

INTEGRATION  OF  CONTEMPORARY 
INTERNAL  MEDICINE  AT  THE  BEDSIDE 

STANLEY  G.  SECKLER,  IRVING  CHAPMAN,  and 
GERTRUDE  OXENBERG,  M.D.'s 
Mount  Sinai  School  of  Medicine 

FEE:  $25  CREDIT:  C-l 


September  2,  1970  / December  15,  1970 

4 :00-6:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  City  Hospital  at  Elmhurst 

OTOLARYNGOLOGY  FOR  THE 
NON-OTOLARYNGOLOGIST 

KARL  M.  MORGENSTEIN,  JOSEPH  GOLDMAN, 
STANLEY  M.  BLAUGRUND,  SAMUEL  M.  BLOOM, 
KENNETH  BROOKLER,  ARTHUR  J.  CRACOVANER, 
SIDNEY  S.  FEUERSTEIN,  SIDNEY  RAND, 

CHARLES  ROSENBERG,  HARRY  ROSENWASSER, 
and  HARRY  TALBOT,  M.D.'s 
Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  C-l 


September  3,  1 970  / for  eight  weeks 

1 : 00-3:00  p.m.,  Thursdays 

State  University  of  New  York  Downstate 

Medical  Center  and 

Long  Island  Jewish  Medical  Center 

New  Hyde  Park 

Annual  Postgraduate  Course 

APPLIED  GYNECOLOGIC  PATHOLOGY 

FEE:  $100  CREDIT:  C-l 

Apply  to  the  Committee  on  Medical  Education,  Long 
Island  Jewish  Medical  Center,  New  Hyde  Park,  N.Y. 
1 1 040;  (212)  FI  3-6700  / (51  6)  GE  7-6700,  Ext.  2421 ; 
Mrs.  Evelyn  Bennett. 


TUESDAY,  SEPTEMBER  8 

9 : 00  a.m. 

New  York  Infirmary 

Toscanini  Room,  Third  Floor 
Stuyvesant  Square  East  and  1 5th  Street 

MYXEDEMA  WITH  PERICARDIAL 
EFFUSION 

KARL  PALEY,  M.D. 

Lenox  Hill  Hospital 


September  8,  1970  / September  18,  1970 

9:00  a.m.-6.00  p.m.,  1st  week  Tuesday-Saturday 
2nd  week,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

TRANS-MEATAL  (ENDAURAL)  SURGERY 

HARRY  ROSENWASSER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $500 


FRIDAY,  SEPTEMBER  11 

8 : 00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

HOMOSEXUALITY 

I.  EMERY  BREITNER,  M.D. 

Nassau  Hospital 

NO  FEE  Open  to  all  Physicians  CREDIT:  C-l 

For  Registration,  contact  Sid  Herling,  M.S.W.,  Executive 
Director,  Staten  Island  Family  Service. 
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September  14,  1970  / September  18,  1970 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

Columbia-Presbyterian  Medical  Center  Complex 

SECOND  WEEK  OF  A THREE  WEEK 
COURSE  IN  PUBLIC  HEALTH 

For  further  information,  please  contact:  Program  of 

Continuation  Education,  Columbia  University  School  of 
Public  Heolth  ond  Administrative  Medicine,  21  Audubon 
Avenue,  Suite  305,  New  York,  N.Y.  1 0032.  Tel.  (212) 
568-4334. 


September  14,  1970  / January  28,  1971 

9:00  a.m.-l  2:00  noon,  Mondays  & Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

INTRODUCTION  TO  GROUP 
PSYCHOTHERAPY  FOR  GRADUATE 
PSYCHIATRISTS 

AARON  STEIN,  M.D.  and  Associates 
Mount  Sinai  School  of  Medicine 

FEE:  $100 


September  14,  1970  / September  19,  1970 

9:00  a.m.-4:00  p.m.,  5 doy  session 

New  York  Polyclinic  Medical  School 

CANCER  AND  OTHER  NEOPLASTIC 
DISEASES— DIAGNOSIS  AND 
MANAGEMENT 

(lectures  and  clinics)  CREDIT:  C-l 

For  further  information  on  the  above  mentioned  courses 
address:  THE  DEAN,  French  and  Polyclinic  Medical 

School  and  Health  Center,  345  West  50th  Street,  New 
York,  N.Y.  10019. 


September  14,  1970  / September  28,  1970 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 
79-01  Broadway 
Elmhurst 

All  Speakers  from  Mount  Sinai  School  of  Medicine 

September  14 

The  Zollinger-Ellison  Syndrome  and 
Regulation  of  Gastrin  Secretion 

SOLOMON  A.  BERSON,  M.D. 

September  21 

Aberrations  of  Uric  Acid  Metabolism 
and  Some  Clinical  Correlations 

ALEXANDER  B.  GUTMAN,  M.D. 


September  28 

Syncope:  Mechanisms,  Differential 
Diagnosis  and  Treatment 

CHARLES  K.  FRIEDBERG,  M.D. 

CREDIT:  C-l 


September  15,  1970  / June  8,  1971 

9 : 00  a.m.-5  : 00  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

ADULT  AND  CHILD  PSYCHIATRY 

A.  BALLARD,  J.  CEDARQUIST,  H.  DAVIDSON,  W.  HUNT- 
R.  MACKINNON,  L.  MOSS,  J.  O'CONNOR,  and 
A.  POLATIN,  M.D.'s 

FEE:  $1,200 


TUESDAY,  SEPTEMBER  15 

8:15  p.m. 

Hospital  for  Joint  Diseases  and  Medical 
Center  Dental  Department 

Madison  Avenue  at  123rd  Street 

THE  DEVIATE  SWALLOW:  The 
Importance  of  Communication  between 
the  Physician,  the  Dentist  and  the  Speech 
Therapist 

MR.  DANIEL  GARDNER 

Speed  Consultant  and  Myo-Functional  Therapist 
Buffalo 

Open  to  the  Profession 


ALBANY  AREA 


September  12,  1970  and  September  13,  1 970 
The  New  York  State  Osteopathic  Society 

Thruway  Hyatt  House,  Washington  Avenue 
1 9th  Annual  Mid-Year  Conference 

YOUTH— PHYSICAL  AND  MENTAL 
HEALTH 

and 

THIRD  ANNUAL  ATHLETIC  INJURIES 
SEMINAR 

(Prevention  and  Treatment) 

Write  for  Program  and  registration  information  to:  Dr. 

E.  Wayne  Harbinger,  Program  Chm.,  87  So.  Lake 
Avenue,  Albany,  N.Y.  1 2203. 

CREDIT:  C-l 
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BUFFALO  AREA  WESTCHESTER  COUNTY 


State  University  of  New  York  at  Buffalo 

221  1 Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526,  Ext.  51 

SCHEDULE  FOR  FALL  1970 

September  23-25 

50th  Annual  Program: 

Trends  in  Internal  Medicine 
E.  J.  Meyer  Memorial  Hospital 

September  27-29 
Hand  Seminar 
Hotel  Statler  Hilton 

October  6 & 7 

Health  Care  for  Women 
Deaconess  Hospital 

October  14-16 

5th  Annual  Pulmonary  Disease  Program 
Hotel  Statler  Hilton 

November  7 

Contemporary  Therapy  for  Psychiatrists 
Hotel  Statler  Hilton 

November  12  & 13 

Modern  Concepts  in  Coronary  Care 
Sisters  of  Charity  Hospital 

January  1971 
Mental  Health 

CREDIT:  C-l 


TWO-WAY  TELEPHONE 
CONFERENCES 


This  year  the  two-way  telephone  conference  continues  in 
an  expanded  format.  Four  series  of  programs  are  pre- 
sented: 

A weekly  series  of  general  interest  considered  useful  to 
any  and  all  physicians.  This  series  is  presented  on  Tuesday 
mornings. 

The  once-a-month  city-wide  Obstetrics  and  Gynecology 
Conference  meeting  at  9:00  a.m.,  usually  on  the  first  Wed- 
nesday of  the  month. 

The  once-a-month  Pediatrics  Conference  from  Children's 
Hospital  presented  at  10:00  A.M.,  on  the  second  Friday  of 
each  month. 

The  once-o-month  series  on  trauma  presented  on  the 
fourth  Thursday  at  10:30  A.M. 

There  are  now  51  hospital-outlets  on  the  network  which 
continues  to  grow. 

For  further  information,  please  contact  Continuing  Medical 
Education,  221  1 Main  Street,  Buffalo,  N.Y.,  Tel  (716)  833- 
2726. 


August  13,  1970  & September  10,  1970 

9:00  a.m.,  Thursdays 

St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 

Medical  Department  Conferences 

August  13 

Use  of  Newer  Cardiotonic  Drugs 

FRANK  B.  FLOOD,  M.D. 

September  10 

Lymphangiography 

KLAUS  DITTMAR,  M.D. 

Mount  Sinai  School  of  Medicine 

NOTE:  Future  Conferences  will  be  announced  in  forth- 

coming issues  of  WHAT  GOES  ON.  The  St.  Joseph’s 
Hospital  is  pleased  to  announce  that  beginning  in  the 
fall  of  1970  they  will  become  a participating  hospital 
in  the  weekly  Albany  Medical  College  "Two  Way  Medi- 
cal Radio  Conferences."  These  live  conferences  will  be 
held  in  the  auditorium  each  Monday  from  12:00  noon  to 
1 :00  p.m.  They  are  approved  for  academic  credit  by 
AAGP. 


PHYSICIAN’S  PLACEMENT 


LIVONIA,  N.Y.,  Livingston  County,  needs  a General  Practi- 
tioner. 

CONTACT:  MRS.  BERNICE  B.  PEASE,  Communications  Chair- 
man, Doctor  Procurement  Committee,  5413  Lima  Road, 
Geneseo,  N.Y.  1 4454.  Tel.  (71  6)  346-3866. 


LONG  LAKE,  N.Y.,  Hamilton  County.  G.P. 

CONTACT:  Medical  Procurement  Committee,  P.O.  Box  83, 
Long  Lake,  N.Y.  12847. 


LYONS,  N.Y.,  Wayne  County.  G.P.’s  and  Specialists  wanted 
(individually  or  interested  in  a group). 

CONTACT:  MR.  GEORGE  C.  YACKEL  (Moyor),  76  William 
Street,  Lyons,  N.Y.  14489.  Tel.  (315)  946-4531. 


MAINE,  N.Y.,  Broome  County.  G.P.  partnership. 

CONTACT:  MORRIS  EBER,  M.D.,  2 Church  Street,  Maine, 

N.Y.  13802.  Tel.  (607)  UN  2-3251. 


MARGARETVILLE,  N.Y.,  Delaware  County.  One  or  two 
G.P.’s  and/or  Specialists  in  Internal  Medicine.  New  Hos- 
pital. 

CONTACT:  MR.  RICHARD  E.  ANDERSON,  Adm.,  Margaref- 
ville,  N.Y.  1 2455. 
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MARLBORO,  N.Y.,  Ulster  County.  G.P. 

CONTACT:  MR.  MICHAEL  CANOSA,  Supervisor,  Indion 

Rood,  Marlboro,  N.Y.  12542.  Tel.  SW  5-9561.  (914) 


MEDINA,  N.Y.,  Orleans  County.  One  or  more  G.P.'s 
Specialists  in  Urology  and  Cardiology.  Medical  Scholar- 
ships available  to  students. 

CONTACT:  ALLEN  J.  PEREZ,  JR.,  Adm.,  Medina  Memorial 

Hospital,  Medina,  N.Y.  14103.  Tel.  (716)  798-2000. 


MILLBROOK,  N.Y.,  Dutchess  County.  G.P.  New  Medical 
Center  plonned. 

CONTACT:  GORDON  MACKENZIE,  M.D.,  Millbrook,  N.Y. 

12545.  Tel.  (914)  677-3025. 


MONTICELLO,  N.Y.,  Sullivan  County.  Pediatrician. 

CONTACT:  G.  GAVIS,  M.D.,  Monticello  Medical  Group, 

41  0 Broadway,  Monticello,  N.Y.  12701.  Tel.  (91  4)  794- 
4900. 


MORAVIA,  N.Y.,  Cayuga  County.  G.P. 

CONTACT:  C.  T.  YARINGTON,  M.D.,  6 West  Cayuga  Street, 
Moravia,  N.Y.  13118. 


NEWARK,  N.Y.,  Wayne  County.  G.P.  and  Specialists  in 
Psychiatry,  Pediatrics  and  Internal  Medicine. 

CONTACT:  FRANK  R.  HENNE,  M.D.,  Dir.,  Newark  State 

School,  529  Church  Street,  Newark,  N.Y.  14513. 


NEWARK  VALLEY,  N.Y.,  Tioga  County.  G.P. 

CONTACT:  MRS.  HAROLD  BARTZ,  Secty.,  The  Doctor  Com- 
mittee, R.D.  $1,  Box  22,  Newark  Volley,  N.Y.  13811. 


NEW  HAVEN,  N.Y.,  Oswego  County.  G.P. 

CONTACT:  MR.  VERNON  E.  RANK,  Box  84,  New  Haven, 
N.Y.  13100. 


NEW  YORK  CITY,  N.Y.  Internationally  famous  medical  cen- 
ter seeks  pfiysician  for  Health  Service  Dept.  5 Sessions 
per  week  (Monday  to  Friday)  a.m.-p.m.  or  full  time  posi- 
tion for  starting  doctor.  Good  salary. 

CONTACT:  Telephone  TR9-3000  X2 1 2 1 . 


NICHOLS,  N.Y.,  Tioga  County.  G.P. 

CONTACT:  JACKIE  LEACH,  Pamela  Dr.,  Nichols,  N.Y.  1 381  2 


NORFOLK,  N.Y.,  St.  Lawrence  County.  G.P. 

CONTACT:  Development  Corporation  of  Norfolk,  Norfolk, 

N.Y.  13668. 


NORTH  ROSE,  N.Y.,  Wayne  County.  G.P.  and  doctors  in 
any  field.  New  Sears  Medical  Center. 

CONTACT:  BERNARD  FARNSWORTH,  Chamber  of  Com- 

merce, North  Rose,  N.Y.  14516.  Tel.  (315)  587-2291. 


NORTH  UTICA,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  ROBERT  H.  CROSS,  M.D.,  1 509  Genesee  Street, 
Utica,  N.Y.  13501.  Tel.  (315)  RA  4-5656. 


NORWICH,  N.Y.,  Chenango  County.  G.P.  and  Specialists  in 
Pediatrics  and  Internal  Medicine. 

CONTACT:  PAUL  F.  MacLEOD,  M.D.,  127  North  Broad 

Street,  Norwich,  N.Y.  13815. 


OGDENSBURG,  N.Y.,  St.  Lawrence  County.  Specialist  in 
Ophthalmology  wonted  immediately  as  well  as  Specialists 
in  Pediatrics  and  Internal  Medicine  and  G.P.'s. 

CONTACT:  ROBERT  E.  WHITMOYER,  M.D.,  Doctors  for 

Ogdensburg  Committee,  414  Jay  Street,  Ogdensburg, 
N.Y.  13669.  Tel.  (315)  393-4831. 


OLD  FORGE,  N.Y.,  Herkimer  County.  G.P. 

CONTACT:  MRS.  BARBARA  G.  HALL,  Adm.,  Town  of  Webb 
Health  Center,  Old  Forge,  N.Y.  1 3420. 


ONTARIO,  N.Y.,  Wayne  County.  Third  man  wanted  for  one 
year  employment  followed  by  Partnership  in  Family  Prac- 
tice. 

CONTACT:  N.  R.  LOOMIS,  M.D.,  and  T.  H.  GOFF,  M.D.,  59 
Walworth  Road,  Ontario,  N.Y.  14519.  Tel.  (315)  524- 
2081. 


ORISKANY,  N.  Y.,  Oneida  County.  G.P. 

CONTACT:  CLARENCE  C.  JONES  (Mayo),  Oriskany,  N.Y. 

13424.  Tel.  (315)  RE  6-9939. 


OSWEGO,  N.Y.,  Oswego  County.  University  Student 
Health  Physician  wanted. 

CONTACT:  K.  C.  PERKINS,  M.D.,  Dir.,  Medical  Services, 
State  University  College,  Oswego,  N.Y.  13126. 


PERU,  N.Y.,  Clinton  County.  G.  P.  CONTACT:  MR.  MARTIN 
R.  NATTER,  Chm.  Lions  Club  Committee  for  M.D.,  Peru 
Pharmacy,  Peru,  N.Y.  12972.  Tel.  (518)  643-2324. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Emergency  Room 
physician  wanted. 

CONTACT:  HOWARD  K.  READ,  Ex.  Dir.,  Champlain  Valley 
Physicians  Hospital,  Medical  Center,  Plattsburgh,  N.Y. 
12901.  Tel  (518)  561-2000,  Ext.  307. 
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PLATTSBURGH,  N.Y.,  Clinton  County.  G.  P.,  E.  N.  T., 
Allergy,  Dermatologist  and  Ophthalmologist.  Pop. 
100,000  plus. 

CONTACT:  H.  L.  SCHLESINGER,  M.D.,  46  Cornelia  Street, 
Plattsburgh,  N.Y.  12901.  Tel.  (518)  561-3900. 


POLAND,  N.Y.,  Herkimer  County.  G.  P. 

CONTACT:  Doctors  Committee  of  Community  Civic  Club, 
Poland,  N.Y.  13431. 


PORT  BYRON,  N.Y.,  Cayuga  County.  G.  P. 

CONTACT:  MR.  ROBERT  BLAKE,  131  Main  Street,  Port 
Byron,  N.Y.  13140. 


PORTVILLE,  N.Y.,  Cattaraugus  County.  Internist  and 
Pediatrician  for  medical  group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer  Medical 
Center,  Portville,  N.Y.  1 4770.  Tel  (71  6)  XF  3-8776. 


POTSDAM,  N.Y.,  St.  Lawrence  County.  Potsdam  Hospital 
needs  an  ENT  man.  Orthopedic  Surgeon  and  G.P.'s. 

CONTACT:  HENRY  VINICOR,  M.D.,  Chief  of  Staff,  Potsdam 
Hospital,  Potsdam,  N.Y.  1 3676.  Tel  (315)  353-2341 . 


PULASK  , N.Y.,  Osweg  County.  Two  G.P.’s  and  Specialist 
in  Internal  Medicine.  Medical  Center. 

CONTACT:  MR.  CHARLES  H.  KRUPKE,  Pres.,  Chamber  of 
Commerce,  Rome  Street,  Pulaski,  N.Y.  13142.  Tel. 
(315)  298-2382. 


PRATTSBURG,  N.Y.,  Steuben  County.  G.P. 

CONTACT:  MRS.  VILLA  STICKNEY,  32  So.  Main  Street, 
Prattsburg,  N.Y.  14873.  or  Mayor  L.  EDWARDS.  Tel. 
(607)  522-4162. 


RED  CREEK,  N.Y.,  Wayne  County.  G.P. 

CONTACT:  MRS.  MAURICE  T.  SHAFER,  Secty.,  The  Red 
Creek  Physicians’  Committee,  Red  Creek,  N.Y.  13143. 


ROCHESTER,  N.Y.,  Monroe  County.  Associate  Pediatrician. 

CONTACT:  MICHAEL  J.  GERBASI,  M.D.,  200  Park  Avenue, 
Rochester,  N.Y.  1 4607. 


ROCKY  POINT,  N.Y.,  Suffolk  County.  G.P.  New  Medical 
Center. 

CONTACT:  DEWITT  C.  RULON,  M.D.,  Box  No.  656  K, 
Rocky  Point,  N.Y.  1 1778. 


ROXBURY,  N.Y.,  Delaware  County.  G.P.  or  Internist. 

CONTACT:  MR.  DONALD  I.  PIERCE,  Adm.  Margaretville 
Hospital,  Margaretville,  N.Y.  12455.  Tel.  (914)  586- 
2631. 


SALAMANCA,  N.Y.,  Cattaraugus  County.  Doctors  wanted. 

CONTACT:  MRS.  OTTO  KRUGER,  Member  of  the  Mayor’s 
Committee  to  Recruit  Doctors,  23  Fawn  Avenue,  Sala- 
manca, N.Y.  14779  or  Miss  B.  J.  Somerville,  Adm., 
Salamanca  District  Hospital,  1 50  Parkway  Dr. 


SAUGERTIES,  N.Y.,  Ulster  County.  G.P. 

CONTACT:  MR.  MICHAEL  E.  CATALINOTTO,  Barclay 

Heights,  Route  9W,  Saugerties,  N.Y.  1 2477.  Tel.  (914) 
246-4551. 


ST.  REGIS  FALLS,  N.Y..  Franklin  County  G.P. 

CONTACT:  FRANCIS  BAXTER,  R.N.,  St.  Regis  Falls,  N.Y. 
12980. 


SCHENEVUS,  N.Y.,  Otsego  County.  G.P. 

CONTACT:  MR.  PAUL  R.  NARAGON,  Box  278,  Wilbur 
National  Bank,  Schenevus,  N.Y.  1 21  55. 
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Now, 

laboratory  medicine  with 
reference  laboratory  competence 
is  available  right  at  your  door! 


Biochemical  Procedures  opens  a new  era  in  laboratory 
medicine  combining  the  accuracy  anc  wealth  of  expe- 
rience only  a reference  laboratory  can  provide,  with  the 
economy  to  you  and  your  patients  available  only  through 
automated  testing.  □ Add  to  this  the  broad  spectrum  of 
tests  available,  plus  the  versatility  of  test  selection,  and  the 
speed  and  convenience  of  air  mail,  and  you_have  the  Bio 
chemical  Procedures  concept.  □ You  se- 
lect the  tests  which  best  suit  the  needs  of 
your  practice  and  your  patients . . Stan- 
dard Profiles— test  groups  to  meet  specific 
clinical  conditions  or  general  medical 


j nave 

blOCHEMICAL 

PIROCEDURES 

. 


AFFILIATE  OF  MEAO 


screening;  "Select  Your  Own  Profile"— offering  you  the 
versatility  of  combining  three  or  more  of  the  24  most 
frequently  utilized  tests  at  significant  savings  over  indi- 
vidual test  fees;  Individual  Tests— with  more  than  800  test 
types,  ranging  from  routine  to  the  unusual  and  esoteric. 
□ All  testing  is  supervised  by  a Board-Certified  member  of 
the  American  Board  of  Pathology.  Equipment  is  the  most 
modern  and  sophisticated  in  the  industry. 
Reporting  of  results  is  immediate,  by 
phone  when  necessary.  □ Call  or  write  the 
Division  listed  below  for  additional  infor- 
mation and  supplies. 


Eastern  Division 

1350  Liberty  Avenue 
Hillside.  New  Jersey  07207 
From  Area  Code  201  Call  923-5301 

Outside  Area  Code  201  Call  Toll  Free  (800)  631-4223  SI270G 
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Go  through  this 
every  day? 


x:**« 


I just  can’t. k ' 

At  best,  convalescence  is  a trying  time.  To  an  anxious 
patient,  a protracted  recovery  period  following  medical  or 
surgical  procedures  can  be  one  of  torment  and  frustration. 

And  symptoms  of  anxiety-insomnia,  lack  of  cooperation, 
even  hostility  - may  actually  impede  the  healing  process. 

Physicians  for  almost  1 5 years  have  incorporated  Equanil 
(meprobamate)  Wyeth  into  the  after-care  regimen  of  many 
patients.  By  helping  relieve  anxiety  and  tension,  Equanil 
can  improve  the  patient’s  outlook.  And,  by  extension, 

benefit  him  physically. 


ri 

Equanu 

(meprobamate) 


Indications:  For  use  in  management  ot  anxiety  and  ten- 
sion occurring  alone  or  as  accompanying  symptom  com 
plex  to  medical  and  surgical  disorders  and  procedures 
Though  not  a hypnotic,  fosters  normal  sleep  through 
antianxiety  and  related  muscle  relaxant  properties 

Contraindications:  History  ot  sensitivity  to  meprobamate 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed  especially  for  patients  prone  to 
overdose  themselves  Excessive  prolonged  use  has  beer 
reported  to  result  in  dependence  or  habituation  in  sus- 
ceptible persons,  as  alcoholics,  ex-addicts.  and  other 
severe  psychoneurotics  After  prolonged  excessive  dos- 
age. reduce  dosage  gradually  to  avoid  possibly  severe 
withdrawal  reactions  Abrupt  discontinuance  ot  excessive 
doses  has  sometimes  resulted  in  epileptiform  seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and  impairment 
ot  judgment  and  coordination 

Reduce  dose  if  drowsiness  ataxia  or  visual  disturbance 
occurs  it  persistent  patients  should  not  operate  vehicles 
or  dangerous  machinery 

Side  Effects  include  drowsiness  usually  transient,  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS  stimu- 
lants (amphetamine  mephentermine  sulfate)  are  de- 
sirable Allergic  or  idiosyncratic  reactions  are  rare,  but 
such  reactions,  sometimes  severe  can  develop  in  patient 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate  Previous  history  of  allergy 
may  or  may  not  be  related  to  incidence  of  reactions  Mild 
reactions  are  characterized  by  itchy  urticarial  or  erythems 
tous  maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with  cu- 
taneous petechiae,  ecchymoses  peripheral  edema  and 
(ever  have  been  reported  One  fatal  case  of  bullous 


dermatitis  following  intermittent  use  of  meprobamate 
with  prednisolone  has  been  reported  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  re- 
mstituted  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  ( 1 case)  and  hyperthermia  Treat 
symptomatically  as  with  epinephrine  antihistamine  and 
possibly  hydrocortisone  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura  agranulocytosis  and  hemo- 
lytic anemia  have  occurred  rarely  almost  always  in 
presence  of  known  toxic  agents  A tew  cases  ot  leukopenia 
usually  transient,  have  been  reported  on  continuous 
administration 

Meprobamate  may  sometimes  precipitate  grand  mat 
attacks  in  patients  susceptible  to  both  grand  and  petit 
mal  Extremely  large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern  Impairment  of  accommoda- 
tion and  visual  acuity  has  been  reported  rarely  After 
excessive  dosage  for  weeks  or  months,  with  draw  gradually 
( 1 or  2 weeks)  to  avoid  recurrence  of  pretreatment 
symptoms  (insomnia,  severe  anxiety,  anorexia)  Abrupt 
discontinuance  of  excessive  doses  has  sometimes  resultec 
in  vomiting,  ataxia,  tremors,  muscle  twitching  and 
epileptiform  seizures  Prescribe  very  cautiously  and  in 
small  amounts  for  patients  with  suicidal  tendencies 
Suicidal  attempts  have  resulted  in  coma,  shock,  vaso- 
motor and  respiratory  collapse  and  anuria  Excessive 
doses  have  resulted  in  prompt  sleep,  reduction  of  blood 
pressure  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation  Treat  with  immediate  gastric 
lavage  and  appropriate  symptomatic  therapy.  (CNS 
stimulants  and  pressor  amines  as  indicated  ) Doses 
above  2400  mg  /day  are  not  recommended 

Composition:  Tablets,  200  mg  and  400  mg  mepro- 
bamate Coated  Tablets.  WYSEALS®  EOUANIL  (mepro- 
bamate) 400  mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack]  Wyeth  ) Continuous-Release 
Capsules.  EOUANIL  L-A  (meprobamate)  400  mg 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Because  patients  can’t,  or  won’t, 
exercise  muscles  and  joints 
while  the  pain  persists 


Encourage  massage 
Encourage  exercise 


"As  a surface  analgesic  it  [GER-O-FOAM]  en- 
hances the  usefulness  of  massage  by  reducing 
pain,  thus  permitting  functional  exercises  other- 
wise impossible  to  administer.”' 

In  rheumatoid  and  osteoarthritis,  low  back  pain, 
painful  healed  fractures,  whiplash  and  frozen 
shoulder,  GER-O-FOAM  . . . 

• provides  fast  penetration  of  skin  by  anesthetic 
and  analgesic  ingredients  for  prolonged  relief. 

• facilitates  exercising  and  increases  range  of 
motion. 

GER-O-FOAM  Aerosol  Foam  for  Massage  . . . 
methylsalicylate  30%  and  benzocaine  3%  in  a 
specially  processed  neutral  emulsion. 
Precautions:  If  rash  or  irritation  occurs,  discon- 
tinue. Avoid  application  in  or  near  eyes  or  open 
wounds. 

Available:  In  IV2  and  4 oz.  cans.  Economical 
therapy— with  approximately  125  applications 
in  each  4 oz.  can. 

1.  Gordon,  E.E.  and  Haas,  A.,  Industr.  Med.  Surg.  28:217,  May,  1959. 


GER-O-FOAM 

Relieves  pain  rapidly 
Improves  joint  mobility 


GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 
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Two  brief 
words  about 
Tuinal 

one-half  sodium  amobarbital  and 
one-half  sodium  secobarbital 


“good 

night” 


uinal  helps  patients  fall  asleep  fast, 
stay  asleep  all  night. 


1 nearly  a quarter  century  of  use,  Tuinal  has  proved 
I be  the  trusted  sedative  for  patients  who  ‘‘just  can’t 
I ep."  The  sodium  secobarbital  in  each  Pulvule® 
I'es  prompt  hypnotic  relief.  The  longer-lasting  effect 
tsodium  amobarbital  helps  them  stay  asleep  all  night. 
' ree  strengths  of  this  formulation  are  available  for 
Jur  prescription. 


>0  mg.  (3/4  grain) 

100  mg.  (1  1/2  grains) 

200  mg.  (3  grains) 

liications:  Tuinal,  comprised  of  equal  parts  of 
fconal®  Sodium  (sodium  secobarbital,  Lilly)  and 
laytal®  Sodium  (sodium  amobarbital,  Lilly),  is  indi- 
c:ed  for  prompt  and  moderately  long-acting  hyp- 
xtic  effect.  It  is  not  suitable  for  continuous  daytime 
siation. 

( ntraindications:  Barbiturates  should  not  be  ad- 
inistered  to  anyone  with  a history  of  porphyria,  nor 
£3uld  they  be  given  in  the  presence  of  uncontrolled 
1 in,  because  excitement  may  result, 
ilirning:  May  be  habit-forming. 

Iscautions:  Tuinal  should  be  used  cautiously  in  pa- 
tnts  with  decreased  liver  function,  since  prolonga- 
1 n of  effect  may  occur. 

|r 'verse  Reactions:  Idiosyncrasy,  such  as  excitement, 
Ingover,  or  pain,  may  appear.  Hypersensitivity  reac- 
Ins  occur  in  some  patients,  especially  in  those  with 
E hma,  urticaria,  or  angioneurotic  edema. 


Dosage:  50  to  200  mg.  (3/4  to  3 grains)  at  bedtime. 

Overdosage:  C.N.S.  depression.  Symptoms — Depres- 
sion of  respiration  and  of  superficial  and  deep  reflexes, 
slight  constriction  of  the  pupils  (in  severe  poisoning, 
dilation),  decreased  urine  formation,  lowered  body 
temperature,  coma.  Treatment — Symptomatic  and  sup- 
portive (gastric  lavage;  intravenous  fluids;  mainte- 
nance of  blood  pressure,  body  temperature,  and 
adequate  respiration).  Dialysis  may  speed  removal  of 
barbiturates  from  body  fluids. 

How  Supplied:  In  50-mg.  (3/4-grain),  100-mg.  (1  1/2- 
grain),  and  200-mg.  (3-grain)  Pulvules®.  [cm.m] 


Under  your  supervision,  barbiturates  are  valuable 
therapeutic  agents.  In  the  hands  of  the  reckless  and 
the  uninformed,  they  can  be  abused.  Lilly  enforces  a 
comprehensive  security  program  to  help  prevent  pil- 
ferage, theft,  and  diversion  of  its  products.  Full  co- 
operation is  afforded  law  enforcement  agencies  and 
other  groups  who  offer  education  on  drug  abuse  and 
prevention  programs. 


Additional  information  available  upon  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46296 


Shy 


Medical  Meeting * 


Seminar  on  injuries  and 
diseases  of  the  hand 

The  Department  of  Continuing  Medical  Edu- 
cation, State  University  of  New  York  at  Buf- 
falo, is  sponsoring  a seminar  on  injuries  and 
diseases  of  the  hand  to  be  held  on  September 
27  through  29,  at  the  Statler  Hilton  Hotel, 
Buffalo. 

The  program  chairman  is  Peter  A.  Casa- 
grande,  M.D.,  clinical  assistant  professor  of 
orthopedic  surgery,  State  University  of  New 
York  at  Buffalo,  and  will  feature  the  following 
guest  speakers:  James  H.  Dobyns,  M.D.,  Mayo 
Graduate  School  of  Medicine,  Rochester,  Min- 
nesota; Martin  E.  Entin,  M.D.,  McGill  Uni- 
versity Faculty  of  Medicine,  Montreal;  Adrian 
E.  Flatt,  M.D.,  University  of  Iowa  College  of 
Medicine;  J.  Leonard  Goldner,  M.D.,  Duke  Uni- 
versity Medical  Center;  James  M.  Hunter, 
M.D.,  Jefferson  Medical  College  Hospital,  Phil- 
adelphia; Robert  M.  McCormack,  M.D.,  Uni- 
versity of  Rochester  School  of  Medicine,  Roch- 
ester; Col.  George  E.  Omer,  Jr.,  M.C.,  Brooke 
Army  Medical  Center,  Texas;  George  S.  Pha- 
len,  M.D.,  Cleveland  Clinic  Foundation,  Cleve- 
land, Ohio;  R.  Guy  Pulvertaft,  M.A.,  F.R.C.S., 
president,  International  Federation  of  Societies 
for  Surgery  of  the  Hand,  Derby,  England; 
Daniel  C.  Riordan,  M.D.,  Tulane  University 
School  of  Medicine;  and  Alfred  B.  Swanson, 
M.D.,  Blodgett  Memorial  Hospital,  Grand 
Rapids,  Michigan. 

Fee  is  $100  and  advance  registration  is  re- 
quired. Residents  and  other  physicians  in 
training  may  attend  the  scientific  session  with- 
out charge  but  must  be  certified  as  being  in 
training  by  their  chief. 

This  program  is  approved  for  19  hours  of 
credit  by  the  Council  on  Medical  Education  of 
the  American  Medical  Association  and  by  the 
American  Academy  of  General  Practice.  In 
addition,  it  will  be  designated  by  the  New  York 
State  Department  of  Health  as  constituting 
Category  I credit  Continuing  Medical  Educa- 
tion. 

For  further  information  and  registration 
contact  Department  of  Continuing  Medical  Ed- 
ucation, Main  Street  Division,  School  of  Medi- 
cine, State  University  of  New  York  at  Buffalo, 
2211  Main  Street,  Buffalo,  New  York  14214. 

Symposium  on  prenatal  diagnosis 
of  congenital  disorders 

An  all-day  symposium  on  prenatal  diagnosis 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


of  congenital  disorders,  jointly  sponsored  b:  I 
the  Isaac  Albert  Research  Institute  and  th 
Department  of  Pediatrics,  Kingsbrook  Jewis) 
Medical  Center,  and  the  National  Tay-Sach 
and  Allied  Diseases  Association,  will  be  hel 
on  October  16  at  the  Institute,  in  Brooklyn. 

The  symposium  will  feature  discussion  o I 
in-utero  diagnosis  and  detection,  genetics,  ge  I 
netic  counseling,  and  related  specialities,  wit!  | 
special  emphasis  placed  on  inborn  errors  o:  I 
lipid  metabolism. 

For  further  information  contact  Bruno  W I 
Volk,  M.D.,  director,  Isaac  Albert  Research  I 
Institute,  Kingsbrook  Jewish  Medical  Center.  R 
Rutland  Road  and  East  49th  Street,  Brooklyn,!  1 
New  York  11203. 

Symposium  on  birth  defects  and 
environment  to  be  held 

The  Birth  Defects  Institute  of  the  New  York 
State  Health  Department  will  hold  a sympo- 
sium on  “Monitoring  Birth  Defects  and  En- 
vironment: The  Problem  of  Surveillance”  on 

October  19  and  20,  in  Albany.  Twenty  invited 
participants  in  the  fields  of  biochemistry, 
epidemiology,  genetics,  pediatrics,  and  teratol- 
ogy will  discuss  the  detection  of  cryptic  human 
mutagens  and  teratogens. 

The  conference  will  be  directed  to  the  follow- 
ing four  questions: 

1.  What  methods  are  currently  available  to  i 
monitor  human  malformations  and/or  muta- 
tions? 

2.  What  is  the  cost  and  feasibility  of  these 
possible  approaches? 

3.  What  new  useful  methodologies  are  likely 
to  emerge  in  the  near  future? 

4.  How  can  monitoring  schemes  be  used  to 
detect  environmental  causes  of  birth  defects 
and/or  mutations? 

For  further  information  write  to  Ernest 
B.  Hook,  M.D.,  Birth  Defects  Institute  of  New 
York  State  Health  Department,  Albany  Medi- 
cal College,  Albany,  New  York  12208. 

Forensic  medicine  topic  of  symposium 

The  Eighth  Symposium  on  Forensic  Medicine 
Air  physician-coroners,  medical  examiners,  and 
forensic  pathologists  throughout  the  State  of 
New  York  and  medical  examiners  and  investi- 
gators in  the  City  of  New  York  is  to  be  held 
on  November  6 through  8,  in  the  Office  of  the 
Chief  Medical  Examiner  of  the  City  of  New 
York,  520  First  Avenue,  New  York  City. 

continued  on  page  2173 
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A Sandoz 


announces... 


a new  agent  for 
the  alcohol-dependent  patient 
who  wants  to  quit 
and 

a program  for  the  New  York  physician 
who  wants  to  help 


When  alcohol 
becomes  a 
way  of  life 


a major  tranquilizer  with  specific  advantages  for  the  alcohol-dependent  patient: 


1.  Alleviates  tension,  anxiety,  and  de- 
pression,- may  also  ease  prevalent 
neurotic  symptoms  in  personality 
disorders. 

2.  No  reported  habituation  or  addic- 
tion. 

3.  Antiemetic  properties  to  control 
nausea  and  vomiting. 


4.  Has  not  caused  hepatic  dysfunc- 
tion or  interfered  with  functional 
recovery  of  impaired  liver. 

5.  Four  tablet  strengths  to  allow  flexi- 
bility of  dosage  (usual  starting 
dose:  for  the  problem  drinker,  10 
mg.  t.i.d.,-  for  the  frank  alcoholic, 
25  mg.  b.i.d.). 

6.  Injectable  form  available  for  acute 
episodes. 


a program  for  early  recognition  and  successful  treatment: 


S' 


Alcoholism  in  New  York* 

State  Rank 

total  no.  alcoholics  2nd 

no.  per  capita  5th 

per  capita  consumption'*'  9th 

New  York  Physicians'  Report 

(compared  with  U.S.  average) 

%N.Y.  %U.S. 

see  5 or  more  problem 

drinkers  in  2-month  period  25.5  37.1 

half  or  more  seen 

are  women  40.8  37.4 

treat,  rather  than  refer  68.5  72.6 
more  community  services 


needed 


62.3  63.0 


*based  cn  preliminary  data  supplied  by  Center 
of  Alcohol  Studies,  Rutgers  University 
tabsolufe  alcohol 


The  Ins-and-Outs  of  Alcoholism:  A series  of  recordings  and 
other  mailings,  each  concerned  with  a particular  aspect  of  the 
alcohol  problem.  Recognized  authorities  in  the  field  discuss  the 
scope,  recognition  and  treatment  of  alcohol-dependent  patients. 
Also  included  will  be  The  Alcoholic  Directory,  a nationwide  sur- 
vey of  treatment  centers. 

Interested?  Complete  and  mail  this  coupon  to: 

Dept.  SERENTIL/Sandoz  Pharmaceuticals 
Route  10/Hanover,  New  Jersey  07936 


s 

See  next  page  for  prescribing  information. 


INDICATIONS:  In  clinical  studies,  Serentil 
(mesoridazine)  has  been  found  useful  in  the 
following  disease  states: 

Alcoholism  — Acute  and  Chronic:  Serentil 
ameliorates  anxiety,  tension,  depression, 
nausea  and  vomiting  in  both  acute  and 
chronic  alcoholics  without  producing  hepa- 
tic dysfunction  or  hindering  the  functional 
recovery  of  the  impaired  liver. 

Schizophrenia:  Serentil  is  effective  in  the 
treatment  of  schizophrenia.  It  substantially 
reduces  the  severity  of  Emotional  Withdraw- 
al, Conceptual  Disorganization,  Anxiety, 

Tension,  Hallucinatory  Behavior,  Suspicious- 
ness and  Blunted  Affect  in  schizophrenic 
patients.  As  with  other  phenothiazines,  patients  refractory  to  pre- 
vious medication  may  respond  to  Serentil. 

Behavioral  Problems  in  Mental  Deficiency  and  Chronic  Brain 
Syndrome:  The  effect  of  Serentil  was  found  to  be  excellent  or 
good  in  the  management  of  hyperactivity  and  uncooperativeness 
associated  with  Mental  Deficiency  and  Chronic  Brain  Syndrome. 
Psychoneurotic  Manifestations-.  Serentil  reduces  the  symptoms  of 
anxiety  and  tension,  prevalent  symptoms  often  associated  with 
neurotic  components  of  many  disorders,  and  benefits  personality 
disorders  in  general. 

CONTRAINDICATIONS:  As  with  other  phenothiazines,  Serentil 
(mesoridazine)  is  contraindicated  in  severe  central  nervous  sys- 
tem depression  or  comatose  states  from  any  cause.  Serentil  is 
contraindicated  in  individuals  who  have  previously  shown  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Where  patients  are  participating  in  activities  requir- 
ing complete  mental  alertness  (e.g.,  driving),  it  is  advisable  to 
administer  the  phenothiazines  cautiously  and  to  increase  the 
dosage  gradually. 

Usage  in  pregnancy:  The  safety  of  this  drug  In  pregnancy  has 
not  been  established;  hence,  it  should  be  given  only  when  the 
anticipated  benefits  to  be  derived  from  treatment  exceed  the 
possible  risks  to  mother  and  fetus. 

Usage  in  children:  The  use  of  Serentil  In  children  under  12  years 
of  age  is  not  recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

Attention  should  be  paid  to  the  fact  that  phenothiazines  are 
capable  of  potentiating  central  nervous  system  depressants  (e.g., 
anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and  phos- 
phorus insecticides. 

PRECAUTIONS:  While  ocular  changes  have  not  to  date  been 
related  to  Serentil,  one  should  be  aware  that  such  changes  have 
been  seen  with  other  drugs  of  this  class. 

Because  of  possible  hypotensive  effects,  reserve  parenteral 
administration  for  bedfast  patients  or  for  acute  ambulatory  cases, 
and  keep  patient  lying  down  for  at  least  V2  hour  after  injection. 

Leukopenia  and/or  agranulocytosis  have  been  attributed  to 
phenothiazine  therapy.  A single  case  of  transient  granulocyto- 
penia has  been  associated  with  Serentil  (mesoridazine). 

ADVERSE  REACTIONS:  Drowsiness  and  hypotension  were  the 
most  prevalent  side  effects  encountered.  Side  effects  tended  to 
reach  their  maximum  level  of  severity  early  with  the  exception  of  a 
few  (rigidity  and  motoric  effects)  which  occurred  later  in  therapy. 

With  ttie  exceptions  of  tremor  and  rigidity,  adverse  reactions 
were  generally  found  among  those  patients  who  received  rela- 
tively high  doses  early  in  treatment.  Clinical  data  showed  no 
tendency  for  the  Investigators  to  terminate  treatment  because  of 
side  effects. 

Serentil  has  demonstrated  a remarkably  low  incidence  of  ad- 
verse reactions  when  compared  with  other  phenothiazine  com- 
pounds. 

Central  Nervous  System:  Drowsiness,  Parkinson’s  syndrome,  dizzi- 
ness, weakness,  tremor,  restlessness,  ataxia,  dystonia,  rigidity, 
slurring,  akathisia,  motoric  reactions  (opisthotonos)  have  been 
reported. 

Autonomic  Nervous  System:  Dry  mouth,  nausea  and  vomiting,  faint- 
ing, stuffy  nose,  photophobia,  constipation  and  blurred  vision 
have  occurred  In  some  Instances. 

Endocrine  System:  Inhibition  of  ejaculation  and  lactation  have 
been  noted  rarely. 

Skin:  Itching,  rash,  hypertrophic  papillae  of  the  tongue  and  angio- 
neurotic edema  have  been  reported. 

Cardiovascular  System.-  Hypotension  and  tachycardia  have  been 
reported.  EKG  changes  have  occurred  In  some  Instances  (see 
Phenothiazine  Derivatives:  Cardiovascular  Effects). 


Phenothiazine  Derivatives:  It  should  be 
noted  that  efficacy,  indications  and  un- 
toward effects  have  varied  with  the  differ- 
ent phenothiazines.  The  physician  should 
be  aware  that  the  following  have  occurred 
with  one  or  more  phenothiazines  and  should 
be  considered  whenever  one  of  these 
drugs  is  used: 

Autonomic  Reactions:  Miosis,  obstipation, 
anorexia,  paralytic  ileus. 

Cutaneous  Reactions:  Erythema,  exfoliative 
dermatitis,  contact  dermatitis. 

Blood  Dyscrasias:  Agranulocytosis,  leuko- 
penia, eosinophilia,  thrombocytopenia, 
anemia,  aplastic  anemia,  pancytopenia. 
Allergic  Reactions:  Fever,  laryngeal  edema,  angioneurotic  edema, 
asthma. 

Hepatotoxicity-.  Jaundice,  biliary  stasis. 

Cardiovascular  Effects:  Changes  in  the  terminal  portion  of  the 
electrocardiogram,  including  prolongation  of  the  Q-T  interval,  low- 
ering and  inversion  of  the  T-wave  and  appearance  of  a wave 
tentatively  identified  as  a bifid  T or  a U wave  have  been  observed 
in  some  patients  receiving  the  phenothiazine  tranquilizers,  includ- 
ing Serentil  (mesoridazine).  To  date,  these  appear  to  be  due  to 
altered  repolarization  and  not  related  to  myocardial  damage. 
They  appear  to  be  reversible.  There  is  no  evidence  at  present 
that  these  changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm. 

Hypotension,  rarely  resulting  in  cardiac  arrest,  has  been  noted. 
Extrapyramidal  Symptoms:  Akathisia,  agitation,  motor  restlessness, 
dystonic  reactions,  trismus,  torticollis,  opisthotonos,  oculogyric 
crises,  tremor,  muscular  rigidity,  akinesia — some  of  which  on  rare 
occasions  have  persisted  for  several  months  or  years  especially 
in  patients  of  advanced  age  with  brain  damage. 

Endocrine  Disturbances:  Menstrual  irregularities,  altered  libido, 
gynecomastia,  weight  gain.  False  positive  pregnancy  tests  have 
been  reported. 

Urinary  Disturbances:  Retention,  Incontinence. 

Others:  Hyperpyrexia.  Behavioral  effects  suggestive  of  a para- 
doxical reaction  have  been  reported.  These  Include  excitement, 
bizarre  dreams,  aggravation  of  psychoses  and  toxic  confusional 
states.  More  recently,  a peculiar  skin-eye  syndrome  has  been 
recognized  as  a side  effect  following  long-term  treatment  with 
phenothiazines.  This  reaction  is  marked  by  progressive  pigmenta- 
tion of  areas  of  the  skin  or  conjunctiva  and/or  accompanied  by 
discoloration  of  the  exposed  sclera  and  cornea.  Opacities  of  the 
anterior  lens  and  cornea  described  as  irregular  or  stellate  in 
shape  have  also  been  reported. 

DOSAGE  AND  ADMINISTRATION:  Oral:  The  dosage  of  Serentil 
(mesoridazine),  as  in  most  medications,  should  be  adjusted  to  the 
needs  of  the  individual.  The  lowest  effective  dosage  should  always 
be  used.  When  maximum  response  is  achieved,  dosage  may  be 
reduced  gradually  to  a maintenance  level. 

Alcoholism For  most  patients  the  usual  starting  dose  is  25  mg. 
b.i.d.  The  usual  optimum  total  daily  dose  range  is  50-200  mg. 
per  day. 

Schizophrenia:  For  most  patients,  regardless  of  severity,  a start- 
ing dose  of  50  mg.  t.I.d.  is  recommended.  The  usual  optimum 
total  daily  dose  range  is  100-400  mg.  per  day. 

Behavioral  Problems  in  Mental  Deficiency  and  Chronic  Brain 
Syndrome:  For  most  patients  a starting  dose  of  25  mg.  t.i.d.  Is 
recommended.  The  usual  optimum  total  dally  dose  range  Is  75- 
300  mg.  per  day. 

Psychoneurotic  Manifestations:  For  most  patients  the  usual  starting 
dose  Is  10  mg.  t.i.d.  The  usual  optimum  total  daily  dose  range  is 
30-150  mg.  per  day. 

Injectable  Form:  In  those  situations  In  which  an  Intramuscular 
form  of  medication  is  indicated,  Serentil  (mesoridazine)  Inject- 
able is  available.  For  most  patients  a starting  dose  of  25  mg.  is 
recommended.  The  dose  may  be  repeated  In  30  to  60  minutes.  If 
necessary.  The  usual  optimum  total  dally  dose  range  Is  25-200  mg. 
per  day. 

HOW  SUPPLIED: Tablets:  10  mg.,  25  mg.,  50  mg.,  and  100  mg. 
mesoridazine  (as  the  besylate).  Bottles  of  100. 

Ampuls:  1 cc.  [25  mg.  mesoridazine  (as  the  besylate)].  Inactive 
Ingredients— Dlsodlum  Edetate,  U.S.P.,  0.5  mg.;  Sodium  Chloride, 
U.S.P.,  7.2  mg.;  Carbon  Dioxide  Gas  (Bone  Dry),  q.s.;  Water  for 
Injection,  U.S.P.,  q.s.  to  1 cc.  Boxes  of  20  and  100.  SER70-101 

Sandoz  Pharmaceuticals,  Hanover,  N.J. 


SEREMTlt 

(mesoridazine) 

new  weapon 
in  the  fight  against 
alcoholism 


continued  from  page  2168 

This  symposium  is  sponsored  by  The  Office 
of  the  Chief  Medical  Examiner  of  the  City  of 
New  York,  The  Institute  of  Forensic  Medicine 

I of  New  York  University,  and  The  City  of  New 
York,  The  Medical  Society  of  the  State  of  New 
York,  and  the  New  York  State  Department  of 
Health. 

Postgraduate  course  in  ophthalmology 
offered  at  Upstate  Medical  Center 

The  Department  of  Ophthalmology  of  the 
State  University  of  New  York  Upstate  Medi- 
cal Center  in  Syracuse  will  hold  its  twenty- 
first  Annual  Postgraduate  Course  in  Ophthal- 


mology at  the  Hotel  Syracuse,  on  December  4 
and  5. 

The  following  lecturers  will  participate: 
Ira  Jones,  M.D.,  New  York  City;  Marvin  L. 
Sears,  M.D.,  New  Haven,  Connecticut;  and 
Stephen  L.  Trokel,  M.D.,  New  York  City. 

Tuition  fee  is  $35,  payable  to  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center 
in  Syracuse.  This  fee  covers  tuition,  daily 
luncheons,  and  dinner  on  Friday  night.  The 
course  is  limited  to  90  members.  Participants 
will  he  accepted  in  the  order  in  which  applica- 
tions, accompanied  by  checks,  are  received.  For 
further  information  contact  James  L.  McGraw, 
M.D.,  State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse,  750  East  Adams 
Street,  Syracuse,  New  York  13210. 


Medical  News 


Examination  for  certification  by  Board  of 
Family  Practice  announced 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  second  examination 
for  certification  in  various  centers  throughout 
the  United  States.  The  examination  will  be 
over  a two-day  period  on  February  27  and  28, 
1971. 

Information  regarding  the  examination  and 
eligibility  requirements  can  be  obtained  by  writ- 
ing to  Nicholas  J.  Pisacano,  M.D.,  secretary- 
treasurer,  American  Board  of  Family  Practice, 
Inc.,  University  of  Kentucky  Medical  Center, 
Annex  2,  Room  229,  Lexington,  Kentucky  40506. 

The  deadline  for  receipt  of  completed  appli- 
cations in  the  Board  office  is  November  1, 1970. 


Regulations  for  methadone  treatment 

Methadone  treatment  for  heroin  addicts  in 
New  York  State  may  be  administered  only  by 
physicians  possessing  both  State  and  Federal 
authorization,  Hollis  S.  Ingraham,  M.D.,  State 
health  commissioner,  cautioned  physicians  in 
New  York  State. 

In  a letter  to  physicians  citing  Departmental 
rules  and  regulations  governing  methadone 
maintenance  programs,  Dr.  Ingraham  said  that 
all  physicians  administering  methadone  treat- 
ment require  the  following  authorizations : 

1.  Certification  by  the  State  Health  Depart- 
ment for  narcotic  research  privileges. 

2.  Class  VI  narcotic  registration  issued  by 
the  Special  Tax  Section  of  the  U.S.  Internal 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Revenue  Service  with  the  approval  of  the  Bu- 
reau of  Narcotic  and  Dangerous  Drugs  of  the 
U.S.  Department  of  Justice. 

3.  An  investigational  new  drug  license  from 
the  U.S.  Food  and  Drug  Administration. 

Methadone  is  an  inexpensive  drug  used  as  an 
alternative  to  heroin  in  the  treatment  of  addic- 
tion. Methadone,  itself  addictive,  is  given  in 
measured  doses  to  maintain  a stable  level  of 
concentration  in  the  blood,  thus  avoiding  the  up 
and  down  swings  in  mood  which  impel  heroin 
addicts  to  seek  relief. 

“There  has  been  considerable  misinterpreta- 
tion of  the  regulations  concerning  the  adminis- 
tration of  narcotics  to  patients.  This  is  es- 
pecially true  in  relation  to  the  methadone  main- 
tenance program  and  in  providing  narcotics  to 
patients  who  are  dependent  on  such  drugs,”  Dr. 
Ingraham  said. 

Methadone  maintenance  is  the  substitution  of 
methadone  for  heroin  or  other  similar  opiate 
derivatives  to  patients  who  have  become  de- 
pendent on  such  drugs.  The  maintenance  treat- 
ment may  continue  indefinitely. 

Under  recently  announced  Federal  guide- 
lines, this  procedure  may  be  administered  by  a 
physician  who  has  secured  the  three  authoriza- 
tions and  under  the  following  circumstances : 

— The  medication  is  to  be  administered  by 
mouth. 

— The  patient  may  be  given  no  more  than  a 
three-day  supply. 

— He  must  be  maintained  under  competent 
medical  and  social  supervision. 

The  letter  also  summarizes  new  regulations 
on  the  withdrawal  treatment  of  patients  ad- 
dicted to  narcotics.  The  Commissioner  re- 

continued  on  page  21 77 
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Loridine  I.M. 

Cephaloridine 


1.5to3Gm.daily 
successfully  treats  many 

moderately  severe 
infections* 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 

wound  infections 

infections  following  compound  fractures 
urinary  tract  infections 

• broad-spectrum  activity 
•relatively  painless  I.M.  injection 
•logical  I.M.  follow-up  to  I.V. 

cephalosporin  therapy 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g„  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  ( see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfcetions  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of  ! 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Hc- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection- Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions  , 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life-  i 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient  j 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital- 
ized. In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus- 
pected renal  impairment. 

In  children,  a daily  total,  of  30  to  50  mg. 
per  Kg.  (15  to  25  mg.  per  pound)  of  body 
weight,  given  in  divided  doses,  has  been 
found  effective  for  mild  to  moderately  se- 
vere infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection— In  the  presence  of 
extremely  serious  infections  (such  as  bac-  j 
teremia)  or  when  any  infection  seems  over-  ] 
whelming,  intravenous  administration  may 
be  indicated. 

Total  daily  dosages  are  the  same  as  with 
intramuscular  injection.  For  very  suscepti-  1 
ble  organisms,  500  mg.  to  1.5  Gm.  per  day  1 
may  suffice:  for  less  susceptible  organisms 
and  for  serious  infections,  2 to  4 Gm.  per 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha- 
loridine, Lilly),  500  mg.,  5-ml.  size,  rubber- 
stoppered;  1 Gm.,  10-ml.  size,  rubber- 
stoppered.  [082169] 


A ddilional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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minded  physicians  of  their  responsibility  to  re- 
port to  the  State  Health  Department  all  ha- 
bitual users  of  narcotic  drugs. 

Under  the  methadone  maintenance  program, 
the  drug  may  be  administered  only  by  an  au- 
thorized physician  and  may  not  be  dispensed  by 
a pharmacist. 

Certificate  for  all  terminations  of 
pregnancy  must  be  filed  with  N.V.C. 
Department  of  Health 

The  New  York  City  Department  of  Health 
reminds  all  physicians  that  certificates  for  fetal 
deaths  or  terminations  of  pregnancy  must  be 
filled  out  and  filed,  regardless  of  gestational 
age  and  whether  or  not  spontaneous  or  induced. 

For  terminations  of  pregnancy  under  16 
weeks  gestation,  a simplified  form  is  now  avail- 
able. For  termination  of  pregnancy  16  weeks 
and  over,  a standard  fetal  death  certificate  is 
now  to  be  utilized. 

Test  shows  no  mercury  pollution  in 
City’s  water 

“There  is  no  problem  of  mercury  pollution  in 
New  York  City  waters,”  says  John  De  Zuane, 
M.D.,  director  of  the  Health  Department’s  Bu- 
reau of  Sanitary  Engineering. 

A survey  of  municipal  sewage  treatment 
plants  which  empty  into  local  waters  shows  the 
mercury  concentration  to  be  less  than  5 parts 
per  billion  and  is  within  the  acceptable  standard 
set  by  the  U.S.  Public  Health  Service  for  water 
used  for  purposes  other  than  for  drinking. 

The  discovery  some  months  ago  of  high  levels 
of  mercury  in  waterways  in  other  parts  of  the 
country  stimulated  the  New  York  City  Health 
Department  to  initiate  the  tests  in  cooperation 
with  the  State  Health  Department. 

According  to  Dr.  De  Zuane  testing  focuses  on 
disposal  plants  located  in  areas  where  items 
containing  mercury  are  manufactured.  He 
listed  pharmaceutical  products,  mirrors,  and 
agricultural  chemicals  as  products  most  likely 
to  cause  mercury  pollution.  The  following 
plants  are  presently  under  surveillance:  26th 

Ward  in  Jamaica  Bay;  Coney  Island,  Brooklyn; 
Jamaica,  Queens;  Newtown  Creek  between 
Brooklyn  and  Queens;  Ward’s  Island;  Tail- 
man’s  Island,  The  Bronx;  Bowery  Bay,  Astoria, 
Queens;  Oakwood  Beach,  Staten  Island;  Owl’s 
Head,  Brooklyn ; Port  Richmond,  Staten  Island ; 
and  Hunt’s  Point,  The  Bronx. 

Pediatricians  recommend  use  of 
child-resistant  containers 

Child-resistant  containers  should  be  used  for 
all  prescription  tablets  and  capsules  dispensed 
in  amounts  potentially  toxic  to  children,  accord- 
ing to  the  American  Academy  of  Pediatrics. 

The  Academy’s  Subcommittee  on  Accidental 
Poisoning  emphasizes  that  child-resistant  con- 
tainers can  reduce  ingestion  of  prescription 


tablets  and  capsules  by  children  under  five 
years  of  age  by  as  much  as  90  per  cent. 

They  further  point  out  that  exceptions  may 
be  made  for  a small  percentage  of  adult  pa- 
tients who  because  of  physical  infirmities  can- 
not open  a child-resistant  container.  In  clini- 
cal studies  thus  far,  the  number  of  adults 
unable  to  open  safety  closures  presently  avail- 
able on  the  market  is  less  than  1 per  cent. 

The  following  requirements  are  recommended 
by  the  committee  in  selecting  child-resistant 
containers  and  closures  for  use: 

— The  closure  should  resist  the  efforts  of 
children  under  five  to  open  it. 

— It  should  have  a relatively  simple  mecha- 
nism which  does  not  require  of  an  adult  un- 
usual strength,  dexterity,  or  time  either  to  re- 
move or  to  reapply  the  closure. 

— Neither  the  closure  nor  any  part  of  the 
container  should  be  made  to  appear  as  a toy. 

— Explicit  instructions  specifying  how  to 
properly  remove  and  replace  the  safety  closure 
should  be  supplied  in  a clear  and  legible  form. 

— The  closure  and  container  should  remain 
effective  for  the  time  required  to  use  the  pre- 
scription. 

— The  closure  should  be  effective  in  prevent- 
ing contamination  of  the  product  in  the  con- 
tainer. 

— The  closure  and  container  should  not  af- 
fect the  strength  or  purity  of  the  container 
product. 

Downstate  opens  clinic  for  treatment  of 
sickle  cell  anemia 

A clinic  to  treat  patients  with  sickle  cell 
anemia,  the  only  one  in  the  New  York  City  area, 
has  been  opened  at  Downstate  Medical  Center’s 
Pediatric  Outpatient  Department  in  Kings 
County  Hospital.  The  clinic,  staffed  by  three 
physicians,  a public  health  nurse,  and  a social 
worker  is  held  every  Tuesday  from  9:00  A.M.  to 
12  noon,  with  visit  by  appointment. 

In  addition  to  counseling,  the  patients  receive 
complete  examinations  and  treatment  for  any 
ailments  they  might  have.  The  clinic’s  Social 
Services  Department  assists  them  in  obtaining 
needed  medical  supplies,  such  as  wheelchairs 
and  blood  transfusions,  and  in  finding  solutions 
to  related  family  problems,  such  as  guilt  feel- 
ings by  parents  over  the  inherited  nature  of 
the  disease. 

Neighborhood  health  center  decreases 
patient-load  at  hospital  emergency  rooms 

The  number  of  visits  by  children  from  the 
Seventh  Ward  to  emergency  departments  in 
Rochester  hospitals  has  dropped  39  per  cent 
since  the  establishment  of  the  neighborhood 
health  center,  according  to  a study  conducted 
by  Louis  I.  Hochheiser,  M.D.,  instructor  and 
fellow  in  pediatrics  at  the  University  of  Roch- 
ester Medical  Center,  and  Evan  Charney,  M.D., 
assistant  professor  of  pediatrics. 

continued  on  page  2181 
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Choloxiir 

(sodium  dextrothyroxine) 


INDICATIONS:  THIS  IS  NOT  AN  INNOCUOUS  DRUG. 
STRICT  ATTENTION  SHOULD  BE  PAID  TO  THE  INDICA- 
TIONS AND  CONTRAINDICATIONS.  Indicated  for  treat- 
ment of  hypercholesterolemia  in  euthyroid  patients  with  no 
known  evidence  of  organic  heart  disease.  Also  indicated  for 
treatment  of  hypothyroidism  in  patients  with  cardiac  disease 
who  cannot  tolerate  other  types  of  thyroid  medication. 

CONTRAINDICATIONS  IN  EUTHYROID  PATIENTS:  1) 
Known  organic  heart  disease,  including  angina  pectoris;  his- 
tory of  myocardial  infarction:  cardiac  arrhythmia  or  tachy- 
cardia, either  active  or  in  patients  with  demonstrated  propen- 
sity for  arrhythmias;  rheumatic  heart  disease;  history  of 
congestive  heart  failure;  and  decompensated  or  borderline 
compensated  cardiac  status.  2)  Hypertensive  states  (other 
than  mild,  labile  systolic  hypertension).  3)  Advanced  liver  or 
kidney  disease.  4)  Pregnancy.  5)  Nursing  mothers.  6)  History 
of  iodism. 

A relative  contraindication  is  impaired  liver  or  kidney  func- 
tion; when  either  or  both  are  present,  the  advantages  of 
sodium  dextrothyroxine  therapy  must  be  weighed  against  the 
possibility  of  deleterious  results. 

WARNINGS:  BECAUSE  THE  EFFECTS  OF  ANTICOAGU- 
LANTS MAY  BE  POTENTIATED,  REDUCE  DOSAGE  OF 
ANTICOAGULANTS  BY  ONE-THIRD  ON  INITIATION  OF 
THERAPY  AND  READJUST  AS  NECESSARY  ON  THE 
BASIS  OF  WEEKLY  TESTS  OF  PROTHROMBIN  TIME.  CON- 
CENTRATION OF  FACTORS  VII,  VIII.  IX,  AND  PLATELET 
ACTIVITY  SHOULD  ALSO  BE  MONITORED,  SINCE  THESE 
FACTORS  MAY  BE  DECREASED.  CONSIDER  WITH- 
DRAWAL OF  CHOLOXIN  2 WEEKS  BEFORE  SURGERY  IF 
USE  OF  ANTICOAGULANTS  IS  CONTEMPLATED. 

Careful  consideration  of  dosage  schedule  in  hypothyroid 
patients  with  cardiac  disease  is  required,  and  the  drug  should 
be  withdrawn  or  dosage  reduced  if  aggravation  of  angina, 
increased  myocardial  ischemia,  cardiac  failure,  or  clinically 
significant  arrhythmia  develops.  Hypothyroid  patients  are 
more  sensitive  than  euthyroid  patients,  especially  if  treated 
concomitantly  with  other  thyroid  preparations.  Special  con- 
sideration must  be  given  to  the  dosage  of  the  hypothyroid 
patient. 

Thyroid  preparations  may  enhance  the  effects  of  epine- 
phrine injections,  predisposing  to  arrhythmias  or  coronary 
insufficiency.  Drug  withdrawal  or  careful  observation  of  pa- 
tients receiving  such  injections  is  recommended,  especially 
before  elective  surgery.  In  diabetic  patients,  increased  blood 
sugar  levels  may  be  observed,  requiring  upward  adjustment 
of  antidiabetic  drug  dosage,  and  subsequent  readjustment  if 
dextrothyroxine  is  later  withdrawn. 

USAGE  IN  WOMEN  OF  CHILDBEARING  AGE:  Women  of 
childbearing  age  with  familial  hypercholesterolemia  or  hyper- 
lipemia should  not  be  deprived  of  the  use  of  this  drug;  it  can 
be  given  to  those  patients  exercising  strict  birth  control  pro- 
cedures. Since  pregnancy  may  occur  despite  the  use  of  birth 
control  procedures,  administration  of  CHOLOXIN  to  women 
of  this  age  group  should  be  undertaken  only  after  weighing  the 
possible  risk  to  the  fetus  against  the  possible  benefits  to  the 


mother.  Teratogenic  studies  in  two  animal  species  have  re- 
sulted in  no  abnormalities  in  the  offspring. 

PRECAUTIONS:  Unusually  high  PBI  values  are  common  in 
treated  patients  and  are  not  evidence  of  hypermetabolism.  In 
children,  use  only  when  a significant  cholesterol-lowering 
effect  is  observed.  Withdrawal  is  indicated  if  iodism  or  new 
cardiac  signs  or  symptoms  develop. 

ADVERSE  REACTIONS:  For  the  most  part  due  to  increased 
metabolism  and  thus  more  common  in  the  hypothyroid  pa- 
tient, especially  the  hypothyroid  cardiac.  Cardiac  changes 
have  rarely  been  precipitated  in  non-cardiac  patients:  Angina 
pectoris  (0.2%  incidence),  arrhythmia  (0.5%),  myocardial 
ischemia  ( < 0.1°  o),  cardiomegaly  ( < 0.1 0 n),  fatal  and  non-fatal 
myocardial  infarctions  (<0.2%).  Insomnia,  nervousness,  pal- 
pitations, tremors,  weight  loss,  lid  lag,  sweating,  flushing, 
hyperthermia,  hair  loss,  changes  in  bowel  habits,  diuresis,  and 
menstrual  irregularities  may  also  be  related  to  the  metabolic 
action.  A few  patients  developed  itching  and  skin  rashes, 
apparently  from  iodism. 

Dyspepsia,  nausea  and  vomiting,  and  changes  in  appetite 
occurred  in  less  than  l°/o.  Headache,  changes  in  libido,  hoarse- 
ness, tinnitus,  dizziness,  peripheral  edema,  malaise,  tiredness, 
visual  disturbances,  psychic  changes,  .paresthesia,  muscle 
pain  and  bizarre  complaints  were  reported  in  less  than  1°  o of 
treated  patients.  Gallstones  were  newly  discovered  in  13  pa- 
tients, and  cholestatic  jaundice  in  one,  although  relationship 
to  drug  therapy  was  not  established.  In  a total  of  19  patients, 
pre-existing  peripheral  vascular  disease,  exophthalmos,  re- 
tinopathy, and  disturbed  sensorium  continued  to  worsen. 
Cerebrovascular  accidents,  thrombophlebitis,  and  G.I.  hemor- 
rhages each  occurred  in  less  than  l°/o  of  patients,  but  there 
appears  to  be  no  relationship  to  dextrothyroxine  therapy. 

In  the  nearly  3,000  patients  studied,  the  withdrawal  rate 
was  less  than  3°/o. 

DOSAGE  RECOMMENDATIONS:  For  adult  hypercholes- 
terolemic  patients,  the  recommended  maintenance  dose  of 
CHOLOXIN  is  4.0  to  8.0  mg.  per  day.  The  initial  daily  dose 
should  be  1.0  to  2.0  mg.  to  be  increased  in  1.0  to  2.0  mg.  incre- 
ments at  intervals  of  not  less  than  one  month  to  a maximum 
level  of  6.0  to  8.0  mg.  daily,  if  that  dosage  level  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol.  When  used 
as  partial  or  complete  substitution  therapy  for  levolhyroxine 
in  hypothyroid  patients,  the  more  conservative  dosage  sched- 
ule is  recommended. 

For  pediatric  hypercholesterolemia  patients,  the  recom- 
mended maintenance  dose  of  CHOLOXIN  is  approximately  0.1 
mg. /kg.  The  initial  daily  dosage  should  be  approximately  0.05 
mg. /kg.,  to  be  increased  in  0.05  mg. /kg.  increments  at  monthly 
intervals.  The  recommended  maximal  dose  is  4.0  mg.  daily,  if 
that  dosage  level  is  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol. 

If  new  signs  or  symptoms  of  cardiac  disease  develop  during 
the  treatment  period,  the  drug  should  be  withdrawn. 

HOW  SUPPLIED:  CHOLOXIN  brand  of  sodium  dextrothy- 
roxine is  supplied  in  prescription  packages  of  30  and  100 
scored,  2 mg.  (yellow)  and  4 mg.  (white)  tablets. 
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Ordinarily,  a patient  wouldn't 
wear  a mortarboard  to  prove 
he’d  passed  his  cholesterol  test. 

High  serum  cholesterol  usu- 
ally has  no  outward  signs.  The 
only  way  you  can  tell  for  sure  is 
to  make  a serum  cholesterol  de- 
termination. This  test,  used  as 
part  of  the  patient's  physical, 
makes  it  possible  for  you  to 
succeed  routinely  in  grading  his 


cholesterol  level. 

If  a patient  flunks,  dieting 
and  cholesterol-lowering 
choloxin®  (sodium  dextrothy- 
roxine)  often  can  help. 

choloxin  effectively  reduces 
cholesterol  15-35%  in  most 
euthyroid,  non-cardiac  patients 
with  Fredrickson-Levy  Types  II 
or  III  lipid  disorders.  And  keeps 
it  down  in  over  90%  of  such 


AN  IMPORTANT  NOTE:  It  has  not  been  established  whether  drug-induced 
lowering  of  serum  cholesterol  or  other  lipid  levels  has  a detrimental,  a bene- 
ficial, or  no  effect  on  the  morbidity  or  mortality  due  to  atherosclerosis  or 
coronary  heart  disease.  Several  years  will  be  required  before  current  investiga- 
tions can  yield  an  answer  to  this  question. 
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Books  Received 


The  following  books  were  received  during  the 
month  of  June,  1970.* 

Progress  in  Gastroenterology.  Volume  II. 
Edited  by  George  B.  Jerzy  Glass,  M.D.  Quarto 
of  543  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1970.  Cloth,  $29.50. 

Hypophysiotropic  Hormones  of  the  Hypothal- 
amus: Assay  and  Chemistry.  Proceedings  of 

the  Workshop  Conference  Sponsored  by  Na- 
tional Institute  of  Arthritis  and  Metabolic  Dis- 
eases and  The  National  Institute  of  Child  Health 
and  Human  Development,  Tucson,  Arizona, 
January  8-11,  1969.  Editor-In-Chief  Joseph 
Meites,  Ph.D.  Quarto  of  338  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1970.  Cloth,  $21.50. 

The  Reticulo-endothelial  System.  By  A.  E. 
Stuart,  Ph.D.,  Quarto  of  255  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  (Baltimore, 
The  Williams  & Wilkins  Company),  1970. 
Cloth,  $19.50. 

The  Operations  of  Surgery.  Volume  II.  The 
Upper  Respiratory  and  Alimentary  Tracts;  The 
Thyroid  and  Parathyroid  Glands;  Chest  Sur- 
gery; Management  of  Head  Injuries;  Ortho- 
paedics; Spinal  Injuries.  Vascular  Surgery. 
By  A.  J.  Gardham,  M.S.,  and  D.  R.  Davies, 
M.B.  Quarto  of  636  pages,  illustrated.  Lon- 
don, J.  & A.  Churchill  Ltd.,  (Baltimore,  The 
Williams  & Wilkins  Company),  1969.  Cloth, 
$27.50. 

Pathophysiology  of  Congenital  Heart  Disease. 
Proceedings  of  a Conference  held  July,  1967. 
Sponsored  by  the  Division  of  Pediatric  Cardi- 
ology, Department  of  Pediatrics,  University  of 
California,  Los  Angeles,  School  of  Medicine 
and  the  American  College  of  Cardiology.  Ed- 
ited by  Forrest  H.  Adams,  M.D.,  H.  J.  C.  Swan, 
M.D.,  and  Victor  E.  Hall,  M.D.  Quarto  of  446 
pages,  illustrated.  Berkeley,  University  of 
California  Press,  1970,  Cloth,  $26.50.  (UCLA 
Forum  in  Medical  Sciences,  Number  10). 

Children  Without  Childhood.  A Study  of  Child- 
hood Schizophrenia.  By  Benjamin  B.  Wolman, 
Ph.D.  Octavo  of  236  pages.  New  York,  Grune 
& Stratton,  1970.  Cloth,  $9.75. 

Diagnosis  and  Treatment  of  Breast  Lesions.  By 
Henry  Patrick  Leis,  Jr.,  M.D.  Octavo  of  391 
pages,  illustrated.  Flushing,  Medical  Examina- 
tion Publishing  Company,  Inc.,  1970.  Cloth, 
$15. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 
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continued  from  page  2177 

The  neighborhood  health  center  is  adminis- 
tered by  the  University  and  supported  by  Fed- 
eral funds  through  the  Office  of  Economic  Op- 
portunity and  its  affiliated  organization,  Action 
for  a Better  Community. 

In  1967-1968,  before  the  center  came  into 
existence,  children  accounted  for  6,300  visits  to 
the  emergency  department.  A drop  of  27  per 
cent  in  such  visits  occurred  in  the  first  year  of 
the  center’s  operation,  Dr.  Hochheiser  said.  In 
1969-1970  a further  decrease  of  12  per  cent 
took  place. 

The  decreases  came  in  the  face  of  no  change 
in  the  use  of  pediatric  emergency  services  by 
the  rest  of  the  city  and  a 29  per  cent  increase 
in  the  use  of  these  services  by  the  suburban 
population,  Dr.  Hochheiser  pointed  out.  He 
added  that  while  part  of  the  decrease  represents 
a shift  of  the  patient-load  to  the  neighborhood 
health  center,  part  of  the  decline  is  attributable 
to  the  emphasis  on  comprehensive  medical  care 
at  the  center. 

This  reverses  the  belief  that  the  inner  city  is 
the  cause  of  the  increased  use  of  pediatric 
emergency  departments  in  the  Rochester  area, 
Dr.  Hochheiser  said. 

Workmen's  Compensation  Board’s 
rehabilitation  pamphlet 
available  in  Spanish 

A pamphlet  outlining  New  York  State’s  re- 
habilitation program  for  injured  workers  is 
now  available  in  Spanish  as  well  as  English. 
“In  order  to  serve  more  effectively  a large  per- 
centage of  the  work  force  in  New  York  State, 
the  Board  has  printed  a Spanish  translation  of 
the  pamphlet,  “Rehabilitation — New  York’s  ‘R’ 
Program,”  S.  E.  Senior,  chairman  of  the  Work- 
men’s Compensation  Board,  said. 

Rehabilitative  care  is  part  of  the  medical 


continued  from  page  2180 

A Primer  of  Water,  Electrolyte  and  Acid-Base 
Syndromes.  By  Emanuel  Goldberger,  M.D. 
Fourth  edition.  Octavo  of  436  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1970. 
Cloth,  $8.50. 

Clinical  Procedures.  A Concise  Guide  for  Stu- 
dents of  Medicine.  By  Jack  C.  Fisher,  M.D. 
Octavo  of  192  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1970. 
Paper,  $3.95. 

Medical  Advice  for  the  Traveler.  By  Kevin  M. 
Cahill,  M.D.  Duodecimo  of  79  pages.  New 
York,  Holt,  Rinehart  and  Winston,  Inc.,  1970. 
Cloth,  $3.95 

The  Know-How  of  Pregnancy  and  Labour.  By 

Sylvia  Close,  S.A.N.C.Med.  and  Surg.  Octavo 
of  88  pages.  Bristol,  John  Wright  and  Sons 
Ltd.,  (Baltimore,  The  Williams  & Wilkins  Com- 
pany), 1969.  Paper,  $3.50. 


treatment  to  which  injured  employes  are  en- 
titled under  the  State’s  Workmen's  Compen- 
sation Law,  and  this  pamphlet  outlines  the 
opportunities  available  to  injured  workers  to 
help  them  return  to  work.  Every  injured 
worker  in  the  State  should  be  aware  of  the 
‘R’  program,  and  this  translation  will  help 
Spanish-speaking  workers  to  understand 
more  easily  the  services  provided  by  the 
Board’s  rehabilitation  staff  of  physicians, 
counselors,  and  social  workers. 

Copies  of  the  pamphlet,  in  either  English  or 
Spanish,  may  be  obtained  without  charge  at 
the  Office  of  Publications  and  Public  Relations, 
Workmen’s  Compensation  Board,  50  Park 
Place,  New  York,  New  York  10007,  or  at  any 
of  the  Board’s  district  offices  in  Albany,  Bing- 
hamton, Buffalo,  Hempstead,  Rochester,  and 
Syracuse. 

Personalities 

Appointed.  James  H.  Nelson,  Jr.,  M.D.,  pro- 
fessor of  obstetrics  and  gynecology,  Downstate 
Medical  Center,  as  chairman  of  the  Department 
of  Obstetrics  and  Gynecology  . . . Joshua  Becker, 
M.D.,  formerly  associate  professor  of  radiology, 
Columbia-Presbyterian  Medical  Center,  as 
chairman  of  the  Department  of  Radiology, 
Downstate  Medical  Center  . . . Joseph  Goodgold, 
M.D.,  New  York  City,  as  director  of  the  newly 
established  office  of  research  and  training  in 
the  Department  of  Rehabilitation  Medicine, 
New  York  University  Medical  Center  . . . Paul 
Henkind,  M.D.,  The  Bronx,  as  chief  of  the  De- 
partment of  Ophthalmology,  Montefiore  Hos- 
pital and  Medical  Center. 

Elected.  Joseph  H.  Burchenal,  M.D.,  New  York 
City,  as  vice-president  for  medical  and  scientific 
affairs  for  the  Leukemia  Society  of  America, 
Inc.  ...  V.  James  Manzella,  M.D.,  Tarrytown, 
as  assistant  vice-president  of  Associated  Hos- 
pital Service  of  New  York. 


Aids  to  Postgraduate  Medicine.  By  J.  L.  Bur- 
ton, M.B.  Octavo  of  130  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  (Baltimore, 
The  Williams  & Wilkins  Company,  1970. 
Paper,  $4.75. 

A Nomenclatura  Biomedica  No  Idioma  Portu- 
gues  do  Brasil.  By  Idel  Becker.  Quarto  of 
361  pages,  illustrated.  Sao  Paulo,  Brasil, 
Livraria  Nobel  S.A.  1968.  Cloth,  $10. 


Clinical  Obstetrics  and  Gynecology.  Volume 
13,  Number  1,  March  1970.  Perinatal  Mortal- 
ity. Edited  by  Edwin  M.  Gold,  M.D.  Special 
Articles,  Antenatal  Diagnosis  of  Sex  and  Con- 
genital Diseases.  By  Fritz  Fuchs,  M.D.,  and 
Lars  L.  Cederqvist,  M.D.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  1970.  Published  quarterly  (four  num- 
bers a year).  Cloth,  $22.  per  year. 
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Editorials 


Antecedent  diseases  and  exposure  to  carcinogens 
of  patients  with  hematopoietic  malignancies 


The  relationship  of  congenital  defects, 
“benign”  diseases,  chemical  carcinogens, 
irradiation,  and  iatrogenic  stimuli  to  malig- 
nancies of  the  hematopoietic  cells  is  fasci- 
nating. There  is  a reasonableness  linking 
some  of  the  phenomena  we  observe,  but  the 
final  clarification  and  possible  simplification 
of  this  puzzle  of  nature  still  escapes  us. 

An  excellent  summary  by  Fraumeni 
(JNCI  Monograph  32,  p.  221)  summarizes 
recent  reports  substantiating  the  associa- 
tion of  genic  defects  with  leukemia  and  con- 
genital immunologic  defects  with  the  sub- 
sequent development  of  malignant  lym- 
phomas. A characteristic  example  of  a 
cytogenetic  disorder  with  frequently  pro- 
found alterations  of  the  hematopoietic  sys- 
tem and  later  development  of  leukemia  is 
mongolism  of  Down’s  syndrome.  Unfor- 
tunately, the  extra  chromosome  number  21 
probably  contains  many  thousands  of  genes ; 
thus  a molecular  identification  of  the  exact 
genetic  pattern  responsible  in  wrhole  or  in 
part  for  the  twenty  times  increase  in  leu- 
kemia cannot  be  made.  The  discovery  of 
partial  loss  of  chromosome  number  21  (Phil- 
adelphia chromsome  Ph1)  in  a majority  of 
cases  of  chronic  myelogenous  leukemia  in 
adults  was  dramatic.  Sandberg  and  others 
have  reported  that  patients  with  myeloge- 
nous leukemia  and  the  Ph1  chromosome  have 
a better  prognosis  and  are  more  responsive 
to  treatment  than  similar  patients  without 
a visible  chromosome  defect. 

The  frequency  of  various  chromosomal 
abnormalities  in  seemingly  normal  individ- 
uals is  not  known  nor  will  their  significance 
become  evident  until  many  such  individuals 
are  identified  and  followed  for  many  years. 
We  have  been  establishing  permanent  lym- 
phocyte cell  lines  from  various  colleagues, 
visitors,  and  blood  donors.  One  abnormal 


chromosome  constitution  was  detected  in 
the  cells  of  a colleague — a meaningless  inci- 
dence of  one  in  200  successful  cultures. 
This  individual  has  no  discernible  abnormal 
characteristics. 

A summary  of  conditions  with  chromo- 
somal abnormalities  and  an  increased  risk 
of  leukemia  would  include  mongolism, 
Bloom’s  syndrome,  Fanconi’s  anemia,  and 
less  frequently,  those  surviving  individuals 
with  trisomy  of  one  of  the  D-group  of  chro- 
mosomes and  those  with  Klinefelter’s  syn- 
drome (XXY) . 

We  are  indebted  to  the  pediatricians  for 
studies  of  congenital  immunologic  defects 
related  to  an  increased  frequency  of  reticu- 
lum cell  tumors  and  related  lymphomas 
which  are  difficult  to  classify  exactly.  Rob- 
ert A.  Good  and  his  colleagues  of  the  Uni- 
versity of  Minnesota  have  confirmed  the 
relationship  of  deficiencies  in  immunoglobu- 
lin production  to  the  abnormal  hyperplasia 
of  the  reticuloendothelium.  Examples  of 
this  disease  state  include  congenital  ataxia- 
telangiectasia,  the  Wiskott-Aldrich  syn- 
drome, the  Chediak-Higashi  syndrome,  and 
a variety  of  conditions  with  either  severe 
hypogammaglobulinemia,  agammaglobuli- 
nemia, and  hypoplasia  of  the  thymus  and 
peripheral  lymph  nodes.  It  is  puzzling  why 
isolated  patients  with  deficiencies  of  IgA  or 
IgM  are  not  more  frequently  associated  with 
malignancies  of  one  of  the  cell  types  of  the 
lymphocyte  family ? 

Man  has  unfortunately  aided  in  the  stud- 
ies of  hematopoietic  disorders  by  inducing 
them  with  a variety  of  chemicals  and  drugs 
and  over-exposure  to  radiation ; leukemia  is 
the  most  frequent  malignant  transformation 
of  the  blood  cells.  The  frequency  with  which 
refractory  anemia,  neutropenia,  thrombocy- 
topenia, or  pancytopenia  preceded  the  onset 
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of  clinical  leukemia  is  notable,  and  a search 
for  such  antecedent  injuries  to  the  hema- 
topoietic system  decreases  the  number  of 
“spontaneous”  cases. 

Rowley  reports  that  10  per  cent  of  such 
patients  have  chromosomal  abnormalities  in 
bone  marrow  cells.  We  have  studied  several 
radiologists  with  polycythemia  months  and 
years  before  myelogenous  leukemia  was  di- 
agnosed. 

Another  example  of  the  changing  risks  of 
therapeutic  procedures  is  the  report  from 
the  Roswell  Park  Memorial  Institute  (Ann. 
Int.  Med.  71:  1097  (1969))  of  the  develop- 
ment of  myeloid  leukemia  in  3 patients  with 
Hodgkin’s  disease.  The  increased  survival 
of  such  patients  permits  expression  of  the 
carcinogenic  effects  of  radiation.  In  this 
instance  the  latent  period  after  radiation 
was  about  seven  years. 

Although  infectious  agents  such  as  vi- 
ruses may  be  a cause  of  hematopoietic  ma- 
lignancies, no  specific  organisms  have  been 
identified  and  epidemiologic  studies,  in  my 
opinion,  have  been  negative.  Thus  any 
significant  contribution  to  an  analysis  of 
the  neoplastic  process  will  be  a future  event. 

A dramatic  example  of  iatrogenic  influ- 
ences on  the  growth  and  possible  initiation 


of  various  malignant  diseases  including 
lymphomas  is  immunosuppression.  Over  25 
patients  with  organ  transplants  and  treated 
either  with  immunosuppressants  such  as 
corticoids,  azathoprine,  or  antilymphocyte 
globulin,  or  a combination  of  these  agents, 
have  developed  malignancies  of  the  hema- 
topoietic tissues  and  of  many  unrelated  cells 
within  a few  years.  Unfortunately,  im- 
munosuppressive technics  are  being  used  for 
the  treatment  of  diverse  inflammatory  dis- 
eases; the  dangers  of  these  lower  levels  of 
immunosuppression  are  not  known. 

At  the  opposite  end  of  the  spectrum  from 
the  reticulum  cell  disorders  are  malignan- 
cies of  the  plasma  cell.  Recently  we  have 
seen  2 patients  with  myeloma  who  gave  a 
history  of  desensitization  “allergy  shots.” 
A recent  report  in  Lancet  (January  10, 
1970,  p.  77)  summarized  2 similar  cases. 

The  patterns  of  genetic  hypofunction  and 
subsequent  development  of  reticulum  cell 
tumors,  and  immunosuppression  with  lym- 
phomas; thp  association  of  certain  chromo- 
some abnormalities  and  of  carcinogens  with 
leukemia;  and  the  possible  association  of 
hyperimmunity  with  myeloma  may  provide 
further  clues  to  oncogenesis  of  hematopoi- 
etic cells.  G.  E.  M. 
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"I" he  INCREASING  complexity  of  available 
therapeutic  agents  should  warn  us  that  cer- 
tain effects  will  be  observed  which  were  not 
planned  in  the  development  of  these  com- 
pounds. Since  most  agents  are  designed 
for  oral  administration,  it  is  the  gastro- 
intestinal tract  which  must  initially  accept 
or  reject  a new  drug.  The  ability  of  the  in- 
testinal tract  to  handle  a given  compound, 
however,  is  not  the  same  in  all  persons. 
Some,  therefore,  may  show  intestinal  effects, 
while  the  majority  will  have  no  difficulty. 
For  other  drugs,  however,  the  effects  will  be 
nearly  the  same  in  all  human  beings  and  will 
vary  only  with  the  dose  and  perhaps  with  the 
diet  accompanying  the  medication. 

Drug  effects 

With  some  of  the  agents  presently  avail- 
able, intestinal  absorption  is  found  to  be 
altered  only  if  we  examine  it  closely  with 
appropriate  tests.1  A few  agents  are  age- 
old  compounds,  such  as  colchicine2;  some  are 
new  ones  specifically  designed  for  the  mal- 
absorptive  and  cholesterol-lowering  effects, 

* Supported  in  part  by  Grant  AM  05375  from  the  Na- 
tional Institute  for  Arthritis  and  Metabolic  Diseases,  Be- 
thesda,  Maryland. 

t Formerly  Physician-in-Chief  and  Director  of  Clinical 
Research  and  Education,  Santa  Barbara  General  and  Cot- 
tage Hospitals.  At  present.  Chief  of  Medicine,  Highland 
Hospital  of  Rochester  and  Professor  of  Medicine,  University 
of  Rochester  School  of  Medicine  and  Dentistry. 


such  as  cholestyramine3 ; and  others  are 
agents  which  have  been  designed  for  one 
purpose  and  yet  may  be  useful  in  another 
direction,  either  for  therapeutic  purposes 
or  for  physiologic  observations.  In  this 
category  are  the  antibiotic,  neomycin,  which 
is  a potent  cholesterol-lowering  agent,4  and 
certain  oral  contraceptive  compounds  which 
appear  to  have  the  ability  to  inhibit  the 
deconjugation  of  the  polyglutamate  form  of 
folic  acid.5  Fortunately,  to  date,  the  mal- 
absorptive  effects  of  all  agents  are  revers- 
ible on  withdrawal  of  the  drug. 

Whatever  the  agent  involved,  there  are  at 
present  a number  of  mechanisms  which 
should  be  examined  in  the  event  that  a drug 
is  suspected  of  producing  intestinal  malab- 
sorption. One  or  more  of  these  may  be 
responsible  for  the  sign  or  symptom  of  dis- 
turbed intestinal  absorption,  be  it  anemia, 
diarrhea,  or  lowered  serum  cholesterol.  The 
factors  or  sites  commonly  involved  in  the 
absorptive  process  are  shown  in  Figure  1A. 

As  reliable  technics  for  studying  intesti- 
nal malabsorption  become  more  widely  avail- 
able, it  is  likely  that  the  mechanism  affected, 
or  the  site  which  has  its  physiologic  activity 
altered  by  any  new  compound,  can  be  rela- 
tively closely  localized.  In  addition  to  the 
usual  tests  of  absorption,  it  is  now  possible 
to  employ  highly  specialized  procedures, 
such  as  electron  microscopy,  mucosal  enzyme 
analysis,  absorption  study  in  an  isolated  seg- 
ment of  bowel  using  the  triple  lumen  tube, 
or  indirect  technics  such  as  cholesterol  me- 
tabolism, when  it  is  affected  by  agents  which 
bind  bile  acids.  These  procedures  not  only 
elicit  the  mechanisms  involved,  but  may  re- 
veal potential  applications  of  the  drug. 

Although  intestinal  function  has  been 
found  to  be  modified  by  such  diverse  agents 
as  alcohol  and  methotrexate,  perhaps  the 
most  widely  and  intensively  studied  com- 
pound found  to  alter  intestinal  function  is 
the  antibacterial  agent  neomycin.6  The 
variety  of  effects  of  neomycin  and  the  al- 
tered mechanisms  responsible  can  be  seen 
in  Figure  IB.  It  is  easily  seen  that  neo- 
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mycin  has  multiple  effects  which  range  from 
the  binding  of  bile  acids  and  the  precipita- 
tion of  long-chain  fatty  acids  to  the  inhibi- 
tion of  lactase  enzyme  activity  and  the 
partial  blockade  of  vitamin  B12  absorption. 

To  demonstrate  that  the  effect  of  neomy- 
cin is  not  due  to  decreased  transit  time 
through  the  bowel  or  to  a purging  effect,  it 
has  been  necessary  to  study  the  effect  of 
such  cathartic  agents  as  magnesium  sulfate 
and  cascara  in  comparison  with  neomycin. 
Neither  drug  has  been  accompanied  by  the 
type  of  intestinal  malabsorption  which  is 
seen  regularly  with  neomycin.  Although 
certain  cathartic  agents  may  raise  fecal 
fat,  steatorrhea  is  minor  when  compared 
with  neomycin,  and  other  test  results  of 
malabsorption  are  negative.  It  seems  likely, 
therefore,  that  the  markedly  increased  fecal 
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FIGURE  1.  (A)  Major  factors  and  sites  in  absorp- 
tion; (B)  effects  of  neomycin;  and  (C)  malabsorp- 
tion during  colchicine  therapy. 


fat  excretion  associated  with  neomycin  is 
related  to  its  unusual  ability  to  bind  fatty 
and  bile  acids.  Relatively  poor  adaptation 
to  the  effect  of  neomycin  and  correspond- 
ingly severe  steatorrhea  is  seen  in  patients 
with  existing  liver  damage,  cirrhosis  or 
chronic  hepatitis,  who  appear  unable  to  se- 
crete more  bile  acids  in  response  to  the  di- 
version of  these  compounds  which  occurs 
with  neomycin.7 

The  occurrence  of  megaloblastic  anemia 
in  some  patients  receiving  diphenylhydan- 
toin  (Dilantin),8  in  other  patients  who  are 
receiving  oral  contraceptive  agents,5  and  in 
certain  patients  with  chronic  alcoholism,9 
has  pointed  to  the  production  of  folic  acid 
deficiency  in  these  persons.  The  mechanism 
of  this  anemia  now  appears  to  be  traceable 
to  the  fact  that  the  first  two  agents  inhibit 
the  polyglutamate  conjugase  enzymes  while 
alcohol  appears  to  produce  a mucosal  block- 
ade of  folic  acid  absorption. 

The  multiplicity  of  pharmaceutical  agents 
which  have  been  recognized  as  being  re- 
sponsible for  some  form  of  intestinal  mal- 
absorption is  apparent  in  Table  I.  Most 
malabsorptive  effects  are  associated  with 
either  anemia  or  diarrhea,  and  the  diarrhea 
frequently  contains  excessive  fat.  The 
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TABLE  I.  Drug  effects  in  man 


Drug 

Effects 

Mechanism  of  Action 

Site  in  Intestine 

Alcohol 

1 Folic  acid  absorption 

Mucosal  blockade, 

? bile  acid  secretion 

Jejunum 

Diphenylhydantoin 

| B i2,  folic,  d-xylose 

Folic  acid  conjugase  in- 
hibition, folic  absorp- 
tion blockade 

Jejunum 

Colchicine 

1 B|2,  carotene,  fat,  d- 
xylose,  lactose,  bile 
acids,  sterols 

Mucosal  enzyme  dam- 
age, mitosis  inhibi- 
tion 

Jejunum  and  ileum 

Para-aminosalicylate 

Steatorrhea,  Bn,  choles- 
terol 1 

Unknown 

Jejunum  and  ileum 

Methotrexate 

Mucosal  flattening,  x- 
ray  (flocculation  of 
(basilar  artery),  d- 
xylose.  Bis,  t pro- 
thrombin 

Mitosis  inhibition 

Jejunum  and  ileum 

Mannitol  (orally) 

Diarrhea  and  steator- 
rhea, bile  acid  loss 

VTransit  time 

? Jejunum  and 
ileum 

Calcium  carbonate 

Steatorrhea 

? Fat  binding 

Small  intestine  in 
patients  with 
ileostomy 

Triparanol  (MER-29) 

M ucosal  changes,  stea- 
torrhea, carotene  | , 
glucose  tolerance  test 
flat,  x-ray  clumping 

J Mitoses  in  mucosal 
cells 

Jejunum 

Estrogen  and 

progesterone  compounds 

Folic  acid 

Folic  acid  conjugase, 
enzyme  inhibition 

Jejunum 

(contraceptive  agents) 

Cholestyramine 

Steatorrhea, 
cholesterol  J 

Bile  acid  binding 

Jejunum  and  ileum 

Cathartic  (jalap, 
podophyllin, 

Steatorrhea,  calcium ++, 
potassium  + loss 

? Mucosal  irritation 

Jejunum  and  ileum 

coloynth) 

Clofibrate 

Cholesterol, 

Fecal  neutral  sterol  ex- 

? Ileum 

triglyceride  J 

cretion  increased,  de- 
creased carbohydrate 
enzyme  activity 

Jejunum 

Neomycin 

Steatorrhea,  electrolyte 
loss 

| cholesterol,  carotene 
| d-xylose,  B12,  iron  and 
sugar  absorption, 
bile  acid  binding 

Mucosal  injury,  bile- 
salt  binding,  fat  pre- 
cipitation 

Jejunum  and  ileum 

mechanism  of  action  of  most  of  the  com- 
pounds listed  can  be  traced  to  either  in- 
testinal enzyme  or  mucosal  cell  damage, 
while  relatively  few  have  their  effects  due  to 
bile  acid  binding,  and  none  so  far  are  known 
to  be  related  to  pancreatic  enzyme  inhibi- 
tion. As  might  be  expected  because  of  its 
highly  efficient  and  crucial  role  in  absorp- 
tion, the  jejunum  is  most  frequently  the  af- 
fected site.  In  certain  instances  both  je- 
junum and  ileum  are  demonstrably  affected. 
In  a few  special  instances  there  appears  to 
be  almost  an  accentuated  effect  of  the  drug 
on  function  of  the  distal  ileum.  Colchicine 
appears  to  be  such  a drug. 

The  highly  accentuated  effect  of  colchicine 
on  the  ileum  is  demonstrable  in  the  studies 


of  B12  absorption  which  showed  decreased 
urinary  radioactive  B12  excretion  when 
studied  by  the  Schilling  technic  and  en- 
hanced fecal  excretion  of  radioactive  B12.10 
In  addition,  colchicine  has  a unique  effect 
on  serum  cholesterol  which  has  been  hitherto 
almost  unrecognized.11  Thus,  during  con- 
tinued administration  of  colchicine,  while 
patients  are  receiving  a constant  diet,  serum 
cholesterol  will  fall,  associated  with  en- 
hanced excretion  of  bile  acids  and  sterol 
compounds  in  the  stool.  Other  effects  of 
colchicine  are  apparent  however,  in  the  de- 
creased absorption  of  carotene  and  of  d-xy- 
lose  and  in  the  decreased  lactase  enzyme  ac- 
tivity in  the  jejunal  mucosa  (Fig.  1C).2 

A recent  addition  to  the  list  of  hypocho- 
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lesteremic  agents,  clofibrate  (Atromid-S) 
now  appears  to  have  effects  on  the  intestinal 
tract  which  may  enhance  its  hypolipidemic 
potential.  It  has  been  reported  to  enhance 
the  fecal  excretion  of  neutral  sterols12  and 
also  to  decrease  the  activity  of  certain  en- 
zymes involved  in  mucosal  metabolism  of 
carbohydrates.13  This  agent  then  may  por- 
tend the  development  of  yet  another  type  of 
compound  with  intestinal  effects. 

Summary 

From  an  understanding  of  the  potential 
malabsorptive  effects  of  certain  therapeutic 
agents  can  come  a number  of  beneficial  re- 
sults. Thus,  it  may  be  possible  to  recognize 
that  the  occurrence  of  certain  complications 
in  patients  under  treatment,  such  as  anemia 
in  the  epileptic  patient  treated  with  di- 
phenylhydantoin,  may  be  a result  of  the 
therapeutic  agent  used.  Second,  the  use  of 
certain  malabsorption-producing  pharma- 
ceutical agents  may  provide  additional 
means  of  studying  the  physiology  of  intesti- 
nal absorption.  Third,  intentional  utiliza- 
tion of  malabsorption-producing  compounds 
may  be  of  value  in  the  treatment  of  natu- 
rally occurring  illness.  The  best  example  of 
this,  of  course,  is  the  use  of  cholestyramine 
for  the  treatment  of  certain  types  of  hyper- 
cholesterolemia. Another  might  be  the  de- 
velopment of  an  agent  capable  of  inducing 
significant  malabsorption  for  the  treatment 
of  obesity. 

In  view  of  these  possibilities,  it  can  be 
hoped  that  malabsorption  induced  by  phar- 
maceutical agents  may  not  be  entirely  an 


unhappy  consequence  of  the  use  of  new  and 
more  complex  therapeutic  agents. 

Highland  Hospital  of  Rochester, 
South  Avenue  at  Bellevue  Drive 
Rochester,  New  York  14620 
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SYMPOSIUM 
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Gilles  de  la  Tourette’s  syndrome  is  a 
monstrous  affliction  causing  an  incredible 
melange  of  involuntary  twitches,  jerks,  pro- 
trusions, contortions,  contractions,  coughs, 
grunts,  barks,  yelps,  screams,  echolalia. 
echopraxia,  and,  last  but  not  least,  out- 
rageous obscenities. 

The  bizarre  symptoms  of  this  illness  are 
rivaled  only  by  the  bizarre  treatments  used 
to  treat  it,  including  a glass  of  water  sipped 

An  evening  roundtable  panel  given  at  the  American 
Psvchiatric  Association  Convention,  Boston,  Massachusetts, 
May  16,  1968. 

* The  panel  and  transcription  of  the  proceedings  were 
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and  Mrs.  Herbert  B.  Pearl. 

Common  Neurophysiologic 
Factors  Reported  in 
Literature 

KENDALL  B.  CORBIN,  M.D. 

Rochester,  Minnesota 
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Since  the  bizarre  syndrome  of  Gilles  de 
la  Tourette’s  disease  was  first  observed,  man 

An  evening  roundtable  panel  given  at  the  American  Psy- 
chiatric Association  Convention,  Boston,  Massachusetts, 
May  16,  1968. 


slowly  for  an  hour  twelve  times  a day,  chiro- 
practic adjustment  for  extra  nerves  in  the 
spine;  every  vitamin,  stimulant,  anticonvul- 
sant, antiparkinson  agent,  sedative,  hypnotic 
agent,  and  tranquilizer;  electroconvulsive, 
insulin  coma,  carbon  dioxide,  and  other  psy- 
chiatric somatic  treatments;  every  brand  of 
insight  and  supportive  psychotherapy ; a 
host  of  ingenious  deconditioning  procedures; 
and  many  inhalant,  mechanical,  and  surgical 
procedures.  In  other  words,  you  name  it, 
and  a patient  with  Tourette’s  disease  has  re- 
ceived it. 

Because  the  cause  is  unknown  and  the  ill- 
ness is  infrequently  encountered,  although 
the  incidence  may  be  greater  than  reported, 
this  roundtable  panel  discussion  was  pro- 
posed to  provide  a forum  for  clinicians  and 
researchers  to  share  their  experiences  and 
possibly  to  contribute  to  greater  understand- 
ing about  its  cause  and  improved  methods  of 
treatment.  By-products  of  research  may 
have  implications  for  other  medical  and  psy- 
chiatric illnesses. 

525  East  68th  Street 
New  York,  New  York  10021 


had  speculated  on  its  cause  for  centuries 
prior  to  its  eventual  delineation  in  1885. 1 
One  is  tempted  to  say  that  the  more  primi- 
tive or  unsophisticated  the  observer,  the 
more  likely  the  explanation  would  be  that 
these  poor  creatures  were  beset  by  the  devil, 
possessed  by  evil  spirits,  or,  in  more  modern 
terms,  afflicted  with  psychogenic  disorders. 
The  neurologist,  however,  is  more  likely  to 
consider  so  stereotyped  a syndrome  appear- 
ing in  diverse  parts  of  the  world  as  organic 
in  origin. 

Hereditary  factor 

The  man  whose  name  is  given  to  this  af- 
fliction stressed  its  probable  hereditary  na- 
ture; and  many  others  since,  such  as  As- 
cher,2  Salmi,3  MacDonald,4  Tobin  and  Rein- 
hart,5 Bockner,6  Michael,7  and  Corbin  et 
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al.8  have  been  impressed  with  the  emotional 
disorders  and  tics  prevalent  in  the  ante- 
cedents of  patients  with  convulsive  tic.  My 
colleagues  and  I have  noted  that  a minor  tic 
of  some  type  was  present  in  6 fathers  of  12 
patients.8  Perhaps  no  one  has  stated  it  as 
strongly  as  Meige  and  Feindel9  who  in  their 
classic  monograph  on  tics  said 

It  is  a matter  of  common  observation  for  a 
tiqueur’s  father  to  be  a neuropath,  his  mother 
a hysteric,  his  brother  an  epileptic,  or  his 
grandfather  a general  paralytic  or  a maniac, 
while  neurasthenia,  hypochondriasis,  psy- 
chasthenia,  etc.,  or  organic  disease  of  the 
nervous  system,  may  occur  among  the  col- 
laterals. 

The  presence  of  a tic  or  emotional  disorder 
in  the  precursors  of  those  afflicted  with 
Tourette’s  disease  does  not  settle  the  issue  of 
organic  versus  functional  causes  but,  to  me, 
favors  the  supposition  of  a disturbed  soil  in 
which  this  ugly  sport  may  arise. 

Meige  and  Feindel9  believed  that  a tic  rep- 
resented “some  congenital  anomaly,  some  ar- 
rest or  defect  in  the  development  of  cortical 
association  paths  or  subcortical  anastomoses, 
minute  terratological  malformations  that 
our  medical  knowledge  is  still  unhappily 
powerless  to  appreciate.” 

Hammond  in  189210  said 

I have  therefore  been  led  to  conclude,  from 
a study  of  all  the  recorded  cases  I have  been 
able  to  collect,  that  all  forms  of  mobile  spasm, 
including  convulsive  tic,  depend  upon  lesions 
of  the  motor  cerebral  cortex,  the  thalamus, 
the  striatum,  and  the  cell  areas  of  the  pons 
and  medulla. 

Osier  in  1894, 11  in  his  monograph  on 
chorea  and  choreiform  affections,  recognized 
Tourette’s  syndrome  as  a special  category 
with  motor  disturbance,  explosive  utter- 
ances, and  a “mental  state  characterized  by 
the  existence  of  fixed  ideas.”  He  does  not 
commit  himself  as  to  whether  this  condition 
is  psychogenic,  organic,  or  both.  Depending 
on  one’s  own  personal  bias,  it  is  possible  to 
see  a subtle  commitment  in  either  direction. 


Organic  factor 

Turner  and  Critchley  in  192512  reviewed 
the  respiratory  abnormalities  that  occur  af- 
ter encephalitis,  especially  the  Von  Economo 
type.  They  noted  noisy  expiratory  breath- 
ing, at  times  resembling  a “dog  barking,”  as 


well  as  involuntary  yawning,  hiccoughing, 
sobbing,  laughter,  apneic  spells  with  peculiar 
gestures,  grimacing,  choreoathetotic  move- 
ments, grunting  expirations,  spasmodic 
coughing,  respiratory  tics,  panting  like  a 
dog,  sighs,  clenching  and  unclenching  of  the 
hands,  and  sniffing  inspirations  associated 
with  synchronized  jerks  of  the  arms.  Tour- 
ette-like  manifestations  can  be  easily  rec- 
ognized among  these  postencephalitic  re- 
spiratory abnormalities,  but  the  authoi-s 
never  describe  the  full-blown  picture  of  what 
is  now  known  as  maladie  des  tics. 

Creak  and  Guttmann13  and  Bockner6 
stated  the  belief  that  several  of  their  tiquers 
had  had  chorea  or  encephalitis  when  they 
were  younger.  The  evidence  for  this  in 
some  of  their  cases  seems  tenuous,  but  a pos- 
sible relationship  between  encephalitis  and 
Tourette’s  disease  has  been  mentioned  by 
several  other  authors.  There  is  no  doubt 
that  postencephalitic  phenomena  include  tics 
and  bizarre  respiratory  disturbances.  Lu- 
cas, Kauffman,  and  Morris14  have  noted  that 
several  of  their  patients  had  a history  of 
either  chorea  or  encephalitis. 

Wechsler15  believed  that  “the  condition  is 
no  doubt  based  on  organic  cerebral  changes, 
but  that  the  nature  of  the  pathology  is  un- 
known.” 

Mahler  and  Rangell16  in  their  excellent  ar- 
ticle on  Tourette’s  syndrome  concluded,  “.  . . 
it  is  the  writers’  opinion  that  there  is  quite 
likely  a substratum  of  organic  disease.” 
There  is  a “.  . . constitutional  inferiority  of 
the  subcortical  structures  producing  physi- 
ological dysfunction.  The  important  fact, 
however,  is  that  this  factor  in  itself  would 
be  insufficient  to  bring  on  this  syndrome,  but 
that  it  renders  the  individual  defenseless 
against  overwhelming  emotional  and  psycho- 
dynamic forces  . . .”  and  . . that  gesture, 
expression  mimicry,  and  other  primary  auto- 
matic movements  are  related  to  and  medi- 
ated by  the  striopallidal  system.”  They  men- 
tioned that 

C.  and  0.  Vogt  believed  that  the  central 
control  of  the  expressive  movements  is  vested 
in  the  striatum  and  pallidum.  The  primitive 
automatic  movements  which  are  mediated  by 
these  structures  partake,  as  elementary  par- 
tial movements,  in  the  higher  coordinated 
movements  initiated  by  the  motor  cortex. 
There  is  a direct  cortical  influence  upon  the 
striatum  by  virtue  of  a cortieothalmo-strio- 
pallidal  connection,  through  which  the  newer 
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cortex  acts,  through  the  thalamus,  upon  the 
phylogenetically  older  striopallidum. 

These  authors  also  stressed  that  the  in- 
fant and  young  child  have  a strong  motility 
urge  and  react  to  their  environment  with 
widespread  and  prompt  expressional  move- 
ments. In  Tourette’s  disease  this  primitive 
motor  urge  may  not  be  checked  and  thus  is 
not  transformed  into  more  purposeful  and 
socially  useful  activity,  as  it  is  in  the  normal 
child. 

A similar  explanation,  that  is,  failure  of 
the  higher  cortical  inhibitory  centers  to  de- 
velop normally,  was  expressed  by  Bresler  in 
189617  and  Foster  in  1899. 18  They  believed 
that  there  was  “an  exhaustion  of  inhibitory 
centers”  so  that  the  threshold  for  stimula- 
tion of  the  lower  centers  was  decreased;  this 
in  turn  resulted  in  the  appearance  of  symp- 
toms even  on  mild  external  stimulation. 

Eisenberg,  Ascher,  and  Kanner'9  sug- 
gested that  the  dysfunction  seen  in  Tour- 
ette’s syndrome  might  be  explained  on  a 
neurophysiologic  basis,  without  any  obvious 
neuroanatomic  defect.  These  authors  pro- 
posed that  because  explosive  tics  are  in- 
creased with  excitement,  some  neurochemi- 
cal basis  for  their  precipitation,  such  as  the 
release  of  adrenaline,  might  exist.  Involun- 
tary movements  may  represent  release  mech- 
anisms, the  result  of  loss  of  inhibitory  sys- 
tems, or  as  expressed  by  Crosby,  Humphrey, 
and  Lauer20 

What  one  sees  in  basal  ganglion  syndromes 
is  the  loss  of  only  such  capacities  as  the  intact 
portions  of  other  regions  of  the  nervous  sys- 
tem cannot  provide  for,  or  the  overbalancing 
in  activity  of  uninjured  cortical,  thalamic, 
cerebellar,  or  midbrain  regions.  As  has  been 
pointed  out,  a destructive  lesion  cannot  in  it- 
self give  rise  to  “positive”  symptoms,  but  it 
may  give  rise  to  “positive”  effects  by  the  over- 
discharge of  some  other  region. 

An  autopsy  examination  of  a subject  who 
apparently  had  Tourette’s  disease  was  made 
by  Balthasar  in  1957. 21  Gross  examination 
was  carried  out  twenty-four  hours  after 
death  which  was  attributed  to  pulmonary 
embolus.  He  noted  a benign  meningitis  at 
the  base  of  the  brain.  Occasionally,  perivas- 
cular infiltrates  of  lymphocytes  could  be 
traced  into  the  cerebral  and  brain-stem  pa- 
renchyma. He  believed  the  most  significant 
finding  was  the  relative  decrease  in  the  num- 
ber of  large  cells  found  in  the  striatum ; 
most  of  the  striatum  contained  only  small 


cells.  The  number  of  large  striatal  cells  was 
almost  within  normal  range,  so  there  was  a 
relative  increase  in  the  small  cells  and  a rela- 
tive decrease  in  the  large  cells.  He  did  not 
note  a similar  increase  in  the  number  of 
small  cells  in  any  other  part  of  the  brain. 
He  also  examined  the  striatum  of  a former 
patient  of  Dewulf  and  van  Bogaert  with 
Tourette’s  disease  but  did  not  find  any  ab- 
normal striatal  cell  counts. 

Prechtl  and  Stemmer  in  196  222  stated  the 
belief  that  the  choreiform  syndrome  appears 
to  be  a form  of  minimal  brain  damage  and, 
by  definition,  can  be  placed  in  the  category 
of  cerebral  palsy.  They  investigated  50  chil- 
dren who  had  choreiform  movements,  by 
which  they  meant  slight,  jerky  movements 
that  occurred  irregularly  and  arrhythmically 
in  different  muscles.  The  muscles  of  the 
tongue,  face,  neck,  and  trunk  were  involved 
in  all  50,  and  in  9 (18  per  cent)  the  distal 
muscles  were  also  involved.  They  thought 
that  these  children  became  neurotic  because 
of  frustration  and  inability  to  keep  up  with 
their  schoolwork.  Forty-three  of  the  50 
children  had  normal  electroencephalographic 
findings.  The  authors  concluded  that  injury 
to  the  putamen  or  the  caudate  nucleus  was 
the  basis  for  the  restless  choreiform  move- 
ments of  these  children. 

MacDonald  in  19634  stated  that  partial 
forms  of  the  Tourette  syndrome  are  seen 
after  Sydenham’s  chorea  or  encephalitis 
lethargica.  “Practically  all  variations  of 
symptoms  short  of  the  full  syndrome  can 
follow  chorea.”  He  thought  that  the  vari- 
able response  to  psychopharmacologic  agents 
indicated  that  the  condition  probably  had 
many  causes.  He  concluded  that  “all  that  is 
known  about  this  syndrome  points  to  the 
basal  ganglia  as  the  probable  site  of  dis- 
turbance.” He  also  commented  that  the 
phenothiazine  derivatives  appear  to  be  help- 
ful and  that  they  act  in  the  region  of  the 
basal  ganglia  to  control  impulsivity,  ag- 
gressiveness, and  psychomotor  excitement: 
he  concludes  that  this  indicates  disturbance 
in  the  region  of  the  striatum. 

In  manganese  poisoning,  uncontrollable 
impulsive  behavior  is  noted  during  the  early 
stages  of  intoxication.  These  patients  may 
run  after  cars,  exhibit  compulsive  laughing 
and  crying,  and  demonstrate  other  bizarre 
behavior.  Certain  of  the  phenothiazines. 
especially  the  piperazine  compounds,  cause 
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dyskinetic  reactions,  such  as  perioral 
spasms,  protrusion  of  the  tongue,  man- 
dibular tics,  difficulty  in  speaking,  and  torti- 
collis. 

In  1968  Critchley,  Clark,  and  Wikler23  de- 
scribed a new  neurologic  syndrome  . . . which 
is  marked  by  the  presence  of  acanthocytes  in 
the  peripheral  blood.  Its  neurological  mani- 
festations are  areflexia,  mental  limitation, 
and  involuntary  movements  reminiscent  of 
those  seen  with  Gilles  de  la  Tourette’s  syn- 
drome and  with  Huntington’s  chorea. 

Thus,  this  disease  is  marked  by  involun- 
tary movements  consisting  of  finger  snap- 
ping, grimacing,  hyperextension  of  the 
trunk,  sucking  noises,  plosive  sounds,  and 
drooling  in  which  definite  abnormalities  in 
the  blood  cells  are  seen  (acanthocytes). 

Pathophysiologic  factor 

Feild  et  al.,2i  Lucas,  Kauffman,  and  Mor- 
ris,14 and  Dolmierski  and  Kloss25  noted  ab- 
normalities in  the  electroencephalograms  of 
patients  with  Tourette’s  syndrome.  Feild 
et  al.2i  noted  bilateral  rolandic  sharp  waves 
in  the  recordings  from  6 patients  while 
awake  and  in  the  sylvian  regions  of  3 others 
during  sleep ; these  represent  definite  abnor- 
malities. However,  these  abnormal  findings 
alone  would  not  necessarily  indicate  the  ex- 
istence of  an  underlying  structural  lesion. 
Pathophysiologic  disturbances,  rather  than 
gross  structural  lesions,  are  more  likely  re- 
flected on  the  electroencephalogram.  Un- 
gher,  Ciurea,  and  Volanschi  in  196226  de- 
scribed the  electroencephalographic  findings 
of  45  children  with  tics  of  the  cranial  mus- 
cles. The  electroencephalogram  was  said  to 
be  significantly  abnormal  in  95  per  cent  of 
these  cases,  and  most  of  the  recordings 
showed  disorganization  of  background  ac- 
tivity with  profound  asymmetries. 

Some  clues  to  the  pathophysiologic  char- 
acteristics are  provided  by  the  observations 
of  diminution  of  the  movements  while  the 
patient’s  attention  was  diverted  to  visual 
stimuli  or  abstract  problems,  together  with 
elicitation  of  the  sharp  waves  in  the  elec- 
troencephalogram by  auditory  and  proprio- 
ceptive stimuli.  These  observations  indicate 
that  the  electrographic  transients  are  gener- 
ated by  corticoneuronal  populations  that  are 
subject  to  the  influence  of  many  different 
afferent  systems  or  connections  from  non- 
specific pathways  via  the  ascending  reticular 


activating  system.  These  waves  may  repre- 
sent excessive  responses  of  neurons  in  the 
rolandic  regions  to  arriving  impulses.  Sim- 
ilar electrographic  changes  have  not  been 
observed  in  the  recordings  of  patients  with 
various  types  of  movement  disorders  con- 
sidered to  be  of  uncontested  psychogenic  ori- 
gin. 

Control  of  the  tics  and  bizarre  behavior, 
such  as  occurs  in  Tourette’s  syndrome,  with 
certain  drugs  would  seem  to  result  from  a 
change  in  the  biochemical  balance  in  spe- 
cific regions  of  the  brain,  presumably  in  the 
region  of  the  basal  ganglia.  Whether  the 
reduction  in  the  tics  and  verbalizations  re- 
sults from  an  alteration  in  the  dopamine, 
noradrenalin,  acetylcholine,  or  other  neuro- 
transmitter concentrations  in  certain  criti- 
cal regions,  such  as  has  been  postulated  in 
parkinsonism,  awaits  further  investigation. 

The  importance,  of  course,  in  mentioning 
manganese  poisoning,  acanthocytosis,  and 
postencephalitic  tics  is  that  these  belong  to 
a group  of  disorders  in  which  there  are  in- 
voluntary movements  similar  to  those  seen 
in  Tourette’s  syndrome.  The  one  element 
lacking  in  these  conditions  is  coprolalia. 
Inasmuch  as  certain  disturbances  in  the 
central  nervous  system  can  produce  involun- 
tary tics  and  even  emotional  changes,  simi- 
lar to  those  seen  in  Tourette’s  syndrome, 
maladie  des  tic  may  be  caused  by  organic 
changes  in  the  central  nervous  system, 
which  have  been  undetected  thus  far. 
Whether  the  coprolalia  is  the  result  of  an 
organic  disturbance,  per  se,  or  due  to  the 
emotional  frustration  that  these  patients  ex- 
perience in  their  social  contacts  is  difficult 
to  say. 

Rochester,  Minnesota  55901 
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P OR  AN  UNCOMMON  AFFLICTION,  Gilles  de  la 
Tourette’s  disease  has  enjoyed  an  inordinate 
amount  of  attention  and  publicity  in  recent 
years.  This  resurgence  of  interest  in  the 
disorder  is  attested  to  by  the  more  than  50 
articles  including  almost  100  case  reports 
which  have  appeared  in  the  medical  litera- 
ture during  the  past  ten  years.  This  may 
be  due,  in  part,  to  the  bizarre  nature  of  the 
disorder  and  its  incongruously  lyrical 
eponym,  as  well  as  to  the  appearance  in  re- 
cent years  of  drugs  which  have  had  an 
ameliorating  effect  on  the  explosive  vocaliza- 
tions with  which  its  sufferers  are  afflicted. 
But  the  disease  has  always  held  an  uncanny 
fascination  for  neurologists  and  psychia- 
trists alike  since  Itard1  first  described  a case 
in  1825.  Later  at  the  Salpetriere,  under  the 

An  evening  roundtable  panel  given  at  the  American 
Psychiatric  Association  Convention,  Boston,  Massachusetts, 
May  16,  1968. 
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tutelage  of  such  renowned  neurologists  as 
Charcot  and  Brissaud,  Georges  Gilles  de  la 
Tourette2  made  a study  of  9 cases,  including 
Itard’s  original  one,  and  published  his 
treatise  on  the  disorder  in  1885.  His  teach- 
ers and  colleagues  honored  him  by  giving 
the  disease  his  name. 

Many  physicians  will  never  see  a case,  so 
rare  is  the  disorder.  One  may  wonder  why 
so  much  attention  should  be  paid  it.  Beyond 
the  fact  that  it  imposes  immeasurable  suf- 
fering on  the  child  and  family  afflicted  with 
the  disorder,  it  represents  a disease  model 
in  which  the  interplay  of  intrinsic  and  ex- 
periential forces  can  vividly  be  observed  and 
studied.  The  development  of  aggression  and 
defenses  against  this  behavior  can  be  stud- 
ied in  children  with  this  disorder,  as  can  the 
reciprocal  interaction  of  aggression  and  hy- 
perkinesis. 

Incidence 

The  incidence  of  cases  reported  from 
children’s  psychiatric  clinics  varies  from  1 
case  in  1,000  outpatients3  to  1 case  in  12,500 
outpatients.4  Prevalence  figures  are  not 
available,  but  some  estimates  can  be  made. 
Koster5  found  50  cases  in  the  literature  of 
the  nineteenth  century,  and  I have  found 
132  case  reports  in  the  literature  since  1900. 
Some  of  these  cases,  however,  were  mis- 
diagnosed, and  many  do  not  have  all  the 
cardinal  features  of  the  disorder.  I would 
estimate  that  there  are  at  present  some  20 
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active  cases  in  the  state  of  Michigan.  The 
disorder  is  slightly  more  than  twice  as  fre- 
quent in  males  as  in  females,  which  is  not 
unlike  the  sex  distribution  in  all  types  of 
children’s  tics.6  Intelligence  follows 
roughly  the  normal  distribution  curve,  rang- 
ing from  very  superior  to  retarded. 

The  establishment  of  a national  or  inter- 
national register  of  cases  of  tic  syndrome 
would  facilitate  the  gathering  of  prevalence 
data,  the  pooling  of  treatment  information, 
and  the  location  of  cases  for  follow-up. 

Description  and  course  of  illness 

So  striking  and  unusual  are  the  clinical 
manifestations  of  the  disorder  and  so  mem- 
orable is  its  name  that  once  one  has  heard 
of  it  or  seen  a case  the  memory  is  perma- 
nently imprinted  in  the  ribonucleic  acid  of 
one’s  memory  bank.  A concise  summary  of 
Gilles  de  la  Tourette’s  description  of  the  syn- 
drome was  given  by  Mahler  and  Ranged  :7 

The  classical  syndrome  . . . consists  first  in 
the  appearance,  usually  at  an  early  age,  of  a 
series  of  abnormal,  uncontrollable  involun- 
tary movements,  of  gradually  increasing  in- 
tensity and  frequency.  These  usually  begin 
in  the  upper  part  of  the  body,  in  an  upper  ex- 
tremity, shoulder  or  face,  and  spread  in  the 
course  of  time  to  involve  the  head  and  neck, 
trunk,  and  finally  the  lower  extremities,  so 
that  eventually  there  may  be  widespread  in- 
voluntary movements  of  the  entire  body,  in- 
cluding kicking  and  jumping,  twisting  of  the 
head  and  neck,  quick  movements  of  all  the 
extremities,  blinking  of  the  eyes,  grinding  of 
the  teeth,  and  projection  of  the  tongue. 
There  then  appears  the  involuntary  utterance 
of  an  inarticulate  cry.  This  in  turn  is  fol- 
lowed by  the  onset  of  echolalia  and  echoki- 
nesia,  and  finally  a feature,  which,  when  it 
appears,  is  pathognomonic  for  this  disease 
syndrome,  namely,  the  symptom  of  coprolalia. 

Typically  the  first  signs  of  the  disorder 
are  seen  between  the  ages  of  four  and  ten 
and  resemble  the  common  transient  tics  of 
latency.  Within  several  years  vocal  noises 
develop  which  first  resemble  throat-clearing, 
coughs  or  grunts,  and  later  loud  barking 
sounds.  Finally,  usually  near  the  time  of 
puberty,  coprolalia  occurs.  The  progress  of 
these  symptoms  occurs  with  unerring  regu- 
larity, and  on  the  basis  of  these  symptoms 
the  diagnosis  is  made.  Echolalia  and  echo- 
praxia  are  less  common  features  of  the  dis- 
order, although  careful  observation  fre- 


quently reveals  some  evidence  of  mimicry 
and  echophenomena. 

The  disorder  should  be  differentiated  from 
other  tics,  chorea,  and  schizophrenia,  all  of 
which  may  have  features  in  common  with  it. 

The  course  of  the  disorder  is  characterized 
by  remissions  and  exacerbations  lasting  for 
varying  periods  of  time,  a feature  which 
makes  the  evaluation  of  treatment  efficacy 
difficult.  Itard’s1  patient  continued  to  man- 
ifest her  disorder  at  an  advanced  age,  and 
she  died  at  the  age  of  eighty-five,  still 
shouting  obscene  epithets.  Most  modern 
writers  agree  that  there  is  a gradual  amelio- 
ration of  symptoms  in  late  adolescence  and 
through  early  adulthood.  Mental  and  neu- 
rologic deterioration  does  not  occur  nor  is 
the  outcome  a psychotic  one  as  was  once  be- 
lieved. Adult  social  and  personality  adjust- 
ments appear  to  be  not  as  favorable  as  the 
outcome  of  the  tic  syndrome  itself,  and  this 
suggests  the  importance  and  urgency  for 
providing  treatment  early  to  interrupt  the 
severely  damaging  effects  the  symptoms 
have  on  the  child’s  social  interaction  and  his 
ability  to  learn. 

Cause 

The  search  for  etiologic  clues  has  nat- 
urally led  to  the  exploration  of  neuroelectric 
activity  through  the  electroencephalogram. 
Feild  et  al.8  reported  on  7 cases  examined 
at  the  Mayo  Clinic.  Six  of  these  cases 
showed  biphasic  or  triphasic  sharp  waves  in 
the  electroencephalographic  recordings. 
Dolmierski  and  Kloss9  described  electroen- 
cephalographic findings  in  2 cases,  both  of 
which  showed  asymmetrical  temporal 
rhythms  and  “paroxysmal  discharges.” 
Guggenheim  and  Haynal10  reported  3 cases 
in  1964  and  indicated  that  the  electroen- 
cephalograms of  all  3 showed  nonspecific 
generalized  abnormalities  suggestive  of  epi- 
lepsy. Kelman’s11  review  in  1965  recounted 
the  electroencephalographic  findings  in  19 
cases  previously  reported  in  the  literature. 
Eleven  were  normal;  4 showed  nonspecific, 
mild  abnormalities ; 1 was  indicative  of 
“postinfective  cerebral  changes”;  1 showed 
slow  wave  activity;  1 was  suggestive  of 
temporal  lobe  disorder;  and  1 had  nonlo- 
calized  spike  potentials.  Challas12  stated 
that  of  the  15  patients  with  tic  syndrome 
studied  electroencephalographically  at  the 
laboratory  in  Iowa  City  11  revealed  no  ab- 
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normalities.  Two  showed  14  and  6 positive 
spike  activity,  1 had  nonspecific  slow-wave 
activity,  and  1 showed  paroxysmal  spiking 
during  sleep. 

Twelve  of  our  series  of  patients,  now 
numbering  17,  have  had  one  or  more  electro- 
encephalographic  examinations.18  Most  of 
these  recordings  were  made  in  the  labora- 
tory at  the  Lafayette  Clinic,  and  all  were 
reviewed  by  Ernst  Rodin.  M.D. 

In  general,  these  patients  showed  a great 
deal  of  muscle  artifact  reflecting  their  motor 
restlessness  as  well  as  the  actual  occurrence 
of  tics.  The  patients  were  unusually  tense 
during  the  recording  sessions  and  had  more 
than  the  usual  amount  of  difficulty  falling 
asleep  even  with  sedation.  Medication  for 
the  control  of  tics,  such  as  haloperidol,  was 
discontinued  before  the  electroencephalo- 
graphic  studies  were  done,  but  when  elec- 
troencephalograms were  repeated  after  re- 
institution of  medication,  no  marked  differ- 
ences were  found. 

In  none  of  the  cases  did  surface  electro- 
encephalograms show  evidence  of  abnormal 
electrical  activity  at  the  time  of  the  occur- 
rence of  tics. 

Five  of  the  12  patients  had  normal  rec- 
ords. Four  had  mildly  abnormal  records, 
nonspecific  in  nature,  rated  dysrhythmia 
grade  one.  Occasional  bursts  of  medium- 
voltage  theta  activity  was  seen  in  these  rec- 
ords. Two  records  showed  generalized  ab- 
normalities, rated  dysrhythmia  grade  two. 
One  of  these  records  showed  medium  to  high 
amplitude  bursts  of  theta  activity,  suggest- 
ing a diffuse  disturbance  of  cerebral  func- 
tioning possibly  originating  at  deep  levels. 
The  other  recording  showed  diffuse  high- 
voltage  delta  activity  maximal  over  the  pos- 
terior head  regions,  suggesting  a severe 
disturbance  of  cerebral  function,  cortical 
and  subcortical  in  origin.  One  record  was 
rated  dysrhythmia  grade  three,  generalized. 
This  record  contained  frequent  bursts  of 
bilaterally  synchronous  high-amplitude 
spike  and  wave  complexes.  We  failed  to  find 
the  sharp  wave  discharges  repoi'ted  from  the 
Mayo  Clinic. 

In  summary,  a review  of  58  reported  cases 
indicates  that  28  had  normal  electroenceph- 
alographic  records.  Thirty  showed  evidence 
of  abnormalities  suggestive  of  cerebral  dys- 
function, mostly  of  a nonspecific  type,  but 
these  findings  have  not  been  of  help  in  de- 
fining the  pathophysiologic  characteristics 


of  the  disorder. 

In  the  psychiatric  literature  the  studies 
in  the  1940s  of  Mahler  et  al.714-16  were 
milestones  in  elucidating  the  psychodynamic 
factors  operating  in  children  with  tics.  She 
also  emphasized  the  presence  of  an  organic 
substratum,  and  Mahler  and  Rangell’s7  the- 
oretic assumption  on  the  basis  of  the  clinical 
symptoms  that  there  is  an  underlying  defect 
in  the  striopallidal  connections  was  a re- 
markably accurate  prediction  in  light  of  the 
postmortem  findings  of  Balthasar,17  namely, 
an  immature  ratio  of  small  to  large  neuro- 
cytes in  the  corpus  striatum.  Later  knowl- 
edge of  the  predilection  by  drugs  of  the 
phenothiazine  and  butyrophenone  categories 
for  the  basal  ganglia  also  supports  this  the- 
sis. These  are  the  drugs  which  have  been 
most  effective  in  reducing  the  symptoms. 

Some  of  the  children  with  tic  syn- 
drome have  shown  clinical  signs  of  diffuse 
cerebral  dysfunction  with  impulsivity,  coor- 
dination difficulties,  and  motor  drive.  In 
some  cognition  has  been  affected,  and  many 
have  manifested  severe  learning  disabilities. 
It  is  possible  that  a variety  of  insults  to  the 
central  nervous  system  including  prenatal, 
perinatal,  and  postnatal  trauma  could  result 
in  either  circumscribed  or  diffuse  damage, 
predisposing  to  the  symptom  choice  of  tic. 

Studies  of  the  family  situation  in  cases  of 
tic  syndrome  have  revealed  a variety  of  psy- 
chopathologic  influences.  The  nature  and 
severity  of  these  influences  have  varied,  but 
most  often  conflicts  in  the  realm  of  ag- 
gression and  sexuality  existed.  Some  chil- 
dren experienced  severe  physical  punish- 
ment to  the  extent  of  brutality  at  the  hands 
of  parents  with  extremely  poor  impulse  con- 
trol, sometimes  psychotic  in  degree.  They 
were  at  times  subjected  to  severe  physical 
restraint.  In  other  families  an  unusually 
high  premium  was  placed  on  the  control 
of  aggressive  or  sexual  impulses,  but  even 
these  children  were  not  immune  to  receiving 
harsh  punishment.  In  a number  of  families 
a highly  seductive  and  sexually  stimulating 
relationship,  either  covertly  or  overtly,  ex- 
isted between  the  parent  of  the  opposite  sex 
and  the  tic  patient. 

On  the  other  hand,  we  have  encountered 
families  in  which  intensive  psychologic  ex- 
ploration failed  to  reveal  such  disturbances ; 
in  fact,  they  were  exceptionally  normal  and 
had  other  well-adjusted  children.  Not  sur- 
prisingly, the  patients  from  these  families 
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were  the  ones  who  demonstrated  most  clearly 
signs  of  an  organic  disturbance  or  histories 
of  illnesses,  such  as  encephalitis  or  birth  in- 
jury. 

It  seems  plausible  to  theorize  that  an  un- 
derlying neurophysiologic  dysfunction  is 
requisite  to  the  development  of  tic  syndrome. 
If  the  dysfunction  is  mild  and  the  environ- 
ment benign,  the  symptoms  of  tic  may  be 
minor  and  remain  arrested  in  a forme 
fruste.  We  have  observed  the  disease  in 
statu  nascendi,  and  I suspect  that  the  de- 
velopment of  tics  in  these  children  will  not 
progress  because  of  favorable  environmental 
circumstances,  understanding  parents,  good 
intelligence,  and  adequate  learning  opportu- 
nities. In  other  children  exposed  to  punitive, 
threatening,  and  restrictive  surroundings, 
with  parents  who  lack  tolerance  and  empathy 
and  who  are  poor  models  of  impulse  control, 
the  tics  will  progress  beyond  this  stage,  arid 
the  classical  symptoms  of  Gilles  de  la  Tour- 
ette’s  disease  will  develop.  The  tic  syndrome 
will  develop  in  others  in  whom  the  neurologic 
insult  is  too  great  in  spite  of  their  satisfac- 
tory home  situations. 

Treatment 

Treatment  needs  to  be  multifaceted. 
Some  of  the  new  medications,  particularly 
haloperidol,  are  extremely  helpful  in  the 
alleviation  of  the  vocal  and  other  tics.  But 
I would  like  to  emphasize  that  because  of 
the  wide  range  of  problems  these  children 
encounter,  which  have  been  alluded  to,  treat- 
ment should  also  be  directed  to  all  those 
aspects  of  the  child’s  functioning  and  his 
environment  which  perpetuate  and  aggra- 
vate his  disorder.  This  may  have  to  include 
special  remedial  education,  individual  ther- 
apy, drug  treatment,  direct  work  with  the 
family,  and  sometimes  placement  away  from 
home.  These  children  come  to  us  often  as  a 
last  resort,  after  repeated  treatment  fail- 
ures, often  ostracized  by  their  families  and 
their  peers  at  school,  relegated  to  do  their 


schoolwork  in  the  hall,  and  finally  excluded 
from  the  schools  because  of  their  singularly 
disturbing  and  objectionable  symptoms.  We 
found  such  children  to  be  very  introspective, 
guilt-ridden,  and  mournfully  sad.  A con- 
certed and  comprehensive  treatment  ap- 
proach can  be  immeasurably  helpful  in  the 
rehabilitation  of  this  severely  incapacitating 
disorder. 

951  East  Lafayette  Avenue 
Detroit,  Michigan  48207 
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Latah,  Myriachit,  and 
Jumpers  Revisited 

JAMES  L.  CHAPEL.  M.D. 
Columbia,  Missouri 


| N ANY  DISCUSSION  of  Gilles  de  la  Tourette’s 
disease  the  statement  is  invariably  made 
that  it  resembles  or  is  identical  to  myriachit, 
latah,  and  the  jumping  Frenchmen  of  Maine. 
This  tendency  to  relate  multiple  tics  to  these 
three  exotic  syndromes  probably  stems  from 
the  fact  that  Gilles  de  la  Tourette,  in  his 
report  in  1884, 1 stated  that  these  four  dis- 
ease entities  were  similar.  Careful  compar- 
ison will  show  a very  definite  difference  be- 
tween multiple  tics  and  the  others.  I will 
attempt  to  develop  the  three  exotic  entities 
to  further  show  this  difference. 

Latah  (“ticklish”) 

The  syndrome  or  affliction  known  as  latah 
was  first  mentioned  in  Malay  literature  in 
the  Hykayat  Koris,  an  old  manuscript  of  the 
fifteenth  century.  The  words  can  be  meta- 
phorically translated  to  mean  either  “love 
madness”  or  “ticklish.”  The  identical  com- 
plex of  symptoms  can  be  found  in  many 
other  simple  and  primitive  societies  and  is, 
of  course,  known  by  the  term  used  by  the 
specific  culture:  imu  in  northern  Japan 

myriachit,  Ikota,  or  arctic  hysteria  in  Si- 
beria, mali-mali  in  the  Philippines,  yaun  in 
Burma,  and  Bah-tsi  in  Siam  (“tickling  mad- 
ness”).2 Other  names  used  by  previous  au- 
thors add  glamor  to  the  entity:  amiirakh, 

meriatschnje,  olonism,  imubacco,  tocnibacco, 
young-dah-hte,  schreckaffekt,  echomatis, 
mimicismus,  uulgamci  and  orgamci  (in 
outer  Mongolia),  belenci  (in  inner  Mon- 
golia), bilenci  (Jehol),  and  belin  (Man- 
churia) .3 

Clinical  picture.  Essentially,  the  clini- 
cal picture  consists  of  a reaction  to  visual 
and  auditory  or  tactile  stimuli  of  almost  any 
sort,  characterized  by  echopraxia,  echolalia, 
and  automatic  obedience  with  postsuggestion 
automaticity.  Tics  are  rare.  In  addition 

An  evening  roundtable  panel  given  at  the  American 
Psychiatric  Association  Convention,  Boston,  Massachusetts, 
May  16,  1968. 


there  may  be  a jump  and  a freeze  or  flee  or 
attack  reaction.  Aberle4  separates  the 
symptoms  into  two  basic  groups  which  may 
be  variously  combined:  the  “imitation  re- 

action” and  “the  startle  reaction.” 

The  imitation  reaction  is  simply  behavior 
imitative  of  actions  and  words  of  others. 
“Appropriately  stimulated,  the  latah  says  or 
does  what  his  tormentor  says  or  does.  He 
may  go  much  further:  he  may  complete  a 

behavior  sequence — even  one  which  will  in- 
jure him — which  the  instigator  merely  ini- 
tiates.”'1 It  is  said  that  one  with  a severe 
latah  is  powerless  to  resist  the  impulse  to 
imitate  tormentors,  strangers,  or  even  nat- 
ural objects  or  animals. 

The  startle  reaction  is  strong  in  those 
with  severe  latah  and  may  be  accompanied 
by  a cry  or  an  obscenity  associated  with  a 
jump,  freeze,  or  flight.  There  apparently 
is  no  fixed  pattern  of  reaction  for  all  latah 
patients,  and  response  to  stimuli  may  be 
only  “imitative,”  only  “startle,”  or  a mixture 
of  any  of  all  parts  of  these  two  components. 

The  individual  with  latah  is  usually  de- 
scribed as  a timid,  passive  soul  who  is  of 
normal  intelligence  but  of  less  than  normal 
social  and  cultural  development  by  western 
standards. 

The  majority  of  the  afflicted  are  middle- 
aged  women ; and  when  the  condition  is  seen 
in  a male,  there  is  a decided  propensity  to 
affectation  of  female  behavior  and  manner- 
isms. The  reaction  is  also  seen  in  children, 
most  often  at  puberty.  Heredity  of  the  dis- 
ease is  often  seen  in  succeeding  generations. 
This  also  can  be  a strong  point  in  favor  of  a 
hysterical  etiologic  basis. 

Comments.  Latah,  according  to  Yap,3  is 
so  common  among  the  Malays  that  most 
cases  are  not  considered  abnormal,  and  the 
person  is  never  considered  “mad.”  Inter- 
estingly enough,  it  appears  that  criminal 
behavior  is  so  rare  as  to  be  unknown  or  at 
least  unreported  in  our  literature.  Yap  goes 
on  to  state  that  it  is  his  impression  that 
latah  is  a special  form  of  fright  neurosis, 
with  marked  hysterical  features,  culturally 
maintained  in  a culturally  simple  populace. 
A typical  illustration  is  reproduced  from 
Aberle:4 

A Khalkha  man  was  known  to  be  very  tick- 
lish. People  teased  him  by  tickling  him.  In 
time,  as  result  of  this,  the  informant  be- 
lieves, latah  developed.  The  tendency  to  imi- 
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tate  words  or  actions  was  strongly  developed 
and  could  be  provoked  by  startling  or  joking 
with  him.  Given  a lighted  cigarette,  he  could 
be  brought  to  write  on  his  own  hand,  even 
though  he  got  burned  in  the  process.  If  some 
one  pretended  to  drink  water,  this  man  drank 
until  he  vomited.  Once,  slightly  drunk,  he 
tried  to  mount  a balky  horse  which  began  to 
buck.  He  grabbed  the  horse’s  ear  and  jumped 
frantically  along  with  and  in  imitation  of  the 
horse.  He  could  not  stop  until  he  was  caught 
and  pulled  away.  He  was  then  deeply  grate- 
ful for  this  assistance. 

Easily  startled,  he  shouted  obscenities,  usu- 
ally the  word  for  male  genitals,  regardless  of 
the  situation.  Once,  during  the  consecration 
of  a young  living  Buddha,  age  four  or  five, 
the  little  boy  moved  from  a sitting  to  a squat- 
ting position.  The  latah  correctly  assumed 
that  this  was  a preliminary  to  urination  and 
began  to  shout,  “Oh,  Oh,  he’s  going  to  uri- 
nate!” using  an  obscene  epithet  for  the 
living  Buddha — one  which  my  interpreter 
could  not  translate. 

"I 

Myriachit  (“act  foolishly”) 

Myriachit  was  first  described  by  Steller  in 
1774  and  then  much  later  by  Hammond,5 
U.S.  Surgeon  General  and  professor  of  dis- 
eases of  the  mind  and  nervous  system  in  the 
New  York  Post-Graduate  Medical  School 
and  Hospital,  in  February,  1884,  from  a re- 
port submitted  by  three  U.S.  Navy  officers 
who  had  just  returned  from  a journey 
through  Asia.  The  account  concerned  the 
steward  of  a boat  who  behaved  very  pe- 
culiarly, in  that  “he  was  forced  to  imitate 
everything  suddenly  presented  to  his 
senses.”5 

It  was  Hammond’s  impressions  that  this 
entity  had  not  been  previously  described, 
but  his  claim  was  disputed  by  Russian  au- 
thors who  claimed  prior  public  dissertation.6 
Myriachit  is  also  known  as  amurakh  (Ya- 
kuts), olan  (Tungus),  irkunii  (Yukaghirs), 
menkeiti  (Koryaks),  imu  (Ainus),  and  arc- 
tic hysteria. 

Clinical  picture.  The  reaction  is  char- 
acterized by  echolalia  and  echopraxia  which 
is,  to  all  intents  and  purposes,  uncontrollable 
and  independent  of  will.  There  is  no  copro- 
lalia, unless  it  is  imitative,  and  no  startle 
reaction,  but  automatic  obedience  has  been 
observed  by  some  writers.7-9  It  is  said  to  be 
more  common  in  women. 

Comments.  Hammond5  explained  the 
syndrome:  “A  motor  impulse  is  excited  by 

perceptions  without  the  necessary  concur- 
rence of  the  volition  of  the  individual  to 


cause  the  discharge.  They  are,  therefore, 
analogous  to  reflex  actions,  and  especially  to 
certain  epileptic  paroxysms  due  to  reflex  ir- 
ritations.” 

Yap3  is  of  the  opinion  that  myriachit  is 
essentially  similar  to  latah  and  can  occur  in 
epidemic  form,  suggestive  of  mass  hysteria 
or  psychic  contagions. 

The  following  is  an  excerpt  from  Ham- 
mond’s description  of  the  Russian  steward 
which  vividly  portrays  the  behavior  of  a 
person  with  myriachit: 

It  seemed  that  he  was  afflicted  with  a pecu- 
liar mental  or  nervous  disease,  which  forced 
him  to  imitate  everything  suddenly  presented 
to  his  senses.  Thus,  when  the  captain  slapped 
the  paddle-box  suddenly  in  the  presence  of 
the  steward,  the  latter  instantly  gave  it  a 
similar  thump;  or  if  any  noise  were  made 
suddenly,  he  seemed  compelled  against  his 
will  to  imitate  it  instantly,  and  with  remark- 
able accuracy.  To  annoy  him  some  of  the 
passengers  imitated  pigs  grunting,  or  called 
out  absurd  names;  others  clapped  their  hands 
and  shouted,  jumped,  or  threw  their  hats  on 
the  deck  suddenly,  and  the  poor  steward,  sud- 
denly startled,  would  echo  them  all  precisely, 
and  sometimes  several  consecutively.  Fre- 
quently he  would  expostulate,  begging  people 
not  to  startle  him,  and  again  would  grow 
furiously  angry,  but  even  in  the  midst  of  his 
passion  he  would  helplessly  imitate  some  ri- 
diculous shout  or  motion  directed  at  him  by 
his  pitiless  tormenters.  Frequently  he  shut 
himself  up  in  his  pantry,  which  was  without 
windows,  and  locked  the  door,  but  even  there 
he  could  be  heard  answering  the  grunts, 
shouts,  or  pounds  on  the  bulkhead  outside. 

Jumpers 

The  first  mention  of  the  jumping  French- 
men of  Maine  was  made  by  Beard,10  of  New 
York,  in  1878,  when  he  reported  that  he  had 
learned  from  correspondence  and  conversa- 
tion that  such  people  could  be  found  in  cer- 
tain areas  of  northern  Maine,  New  Hamp- 
shire, and  Canada.  In  1880  he  presented  to 
the  American  Neurological  Association  a re- 
port entitled  “Experiments  with  the  ‘Jump- 
ers’ ” or  “Jumping  Frenchmen”  of  Maine.10 
In  1884  Gilles  de  la  Tourette1  published  his 
controversial  paper  in  which  he  stated  that 
the  syndrome  of  “multiple  tics”  was  per- 
haps the  same  as  latah,  myriachit,  and  the 
jumpers.  Yap3  and  later  Eisenberg,  Ascher, 
and  Kanner11  described  the  “jumpers”  and 
identified  them  as  a religious  group  (Meth- 
odist Congregation  of  Wales)  colloquially 
known  as  the  “shakers,”  “barkers,”  and 
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“holy  rollers.”  Stevens0  and  Kunkle12  fur- 
ther reviewed  the  syndrome  while  Chapel13 
reported  personal  experiences  with  “jump- 
ers” in  Ontario,  Canada. 

Clinical  picture.  The  reaction  consists 
of  echolalia,  automatic  obedience  to  a loud 
command,  and  a violent  jump  in  response  to 
sudden  sound,  touch,  or  startling  movement. 
According  to  Heard,10  the  afflicted  ones  were 
not  necessarily  half-French;  they  were  anal- 
ogous to,  but  not  synonymous  with,  the 
“holy  rollers.”  The  affliction  was  perma- 
nent and  lifelong,  was  hereditary,  rarely  in 
women,  and  was  even  seen  in  young  children 
four  to  five  years  of  age.  Beard  also  be- 
lieved the  disease  was  probably  an  evolution 
of  tickling.  It  should  be  repeated  that  Beard 
clearly  differentiated  between  the  “shakers” 
and  the  “jumpers”  in  the  “temporariness 
and  momentariness”  and  the  “persistence” 
of  the  jumping  phenomenon.  In  3 studied 
cases,  Stevens0  comments  on  the  absence  of 
neurologic  signs,  laboratory  findings,  ab- 
sence of  history  of  seizures,  and  the  presence 
of  normal  findings  in  electroencephalograms. 
He  points  out  that  “anticonvulsant  therapy 
has  been  ineffectual.” 

Kunkle12  reviews  the  cases  of  15  jumpers 
examined  by  himself  and  found  echolalia  in 
only  2.  Automatic  obedience  to  sudden  voice 
was  “noted  on  some  occasions  in  seven.” 
Thirteen  subjects  were  male.  It  would  ap- 
pear that  some  of  his  subjects  might  well 
not  meet  Beard’s  criteria  for  jumpers, 
namely,  echolalia,  jump  response  to  sudden 
stimulus,  and  automatic  obedience. 

An  interesting  “variation”  of  the  jump- 
ing Frenchmen  was  reported  by  Rabino- 
vitch14  of  Quebec  in  a brief  letter  to  the  edi- 
tor of  the  Canadian  Medical  Association 
Journal.  He  states  that  the  syndrome  of 
the  jumpers  as  described  by  Stevens6  was  a 
game  common  to  all  youngsters  in  his  vil- 
lage when  he  was  but  a boy.  He  describes 
the  game  thus: 

To  play  it,  the  victim  was  followed  silently 
Indian  fashion  in  the  dark  or  as  close  to  dark 
as  possible,  and  was  then  suddenly  poked  in 
the  ribs.  At  the  same  time,  the  poker  gave 
vent  to  the  cry  of  a kicking  horse.  This 
would  cause  the  pokee  to  jump  up  into  the 
air,  flail  his  arms  and  also  echo  the  cry.  The 
pokee  would  then  turn  about  and  for  a few 
seconds  shout,  grimace,  or  give  vent  to  what- 
ever was  stored  up  in  his  “rage  centre.” 

The  origin  of  this  game  was  described  by 


Rabinovitch14  as  probably  stemming  from 
the  habit  of  lumberjacks  sneaking  into  a 
stable  behind  their  victim,  and  when  the 
victim  entered  his  horse’s  stall  to  feed  him 
and  otherwise  look  after  the  animal,  the  mis- 
chief maker  would  sneak  in  behind  him  in 
the  adjoining  stall,  reach  over,  and  suddenly 
and  violently  poke  his  victim  while  at  the 
same  time  giving  a loud  neighing  cry  re- 
sembling that  of  an  enraged  horse.  This 
would  most  often  frighten  the  victim  into 
jumping  away  from  what  he  thought  was  a 
dangerous  horse.  Rabinovitch  calls  this 
game  “an  all-Canadian  stable  sport”  and 
ends  his  letter  by  asserting  that  if  one  must 
make  a disease  of  this  sport,  then  he  would 
suggest  calling  it  the  “kicking  horse  reflex.” 
Beard’s10  original  description  of  the  jump- 
ers cannot  be  improved  on: 

When  the  commands  are  uttered  in  a quick 
loud  voice  the  jumper  repeats  the  order. 
When  told  to  strike,  he  strikes,  when  told  to 
throw  it,  he  throws  it,  whatever  he  has  in  his 
hands.  . . . They  could  not  help  repeating  the 
word  or  sound  that  came  from  the  person 
that  ordered  them  any  more  than  they  could 
help  striking,  dropping,  throwing,  jumping, 
or  starting;  all  of  these  phenomena  known  as, 
jumping.  It  was  not  necessary  that  the  sound 
come  from  a human  being:  any  sudden  or 

unexpected  noise,  as  the  explosion  of  a gun  or 
pistol,  the  falling  of  a window,  or  the  slam- 
ming of  a door,  provided  it  be  unexpected  and 
loud  enough,  w'ould  cause  these  jumpers  to 
exhibit  some  one  or  all  of  these  phenomena. 

Chapel13  describes  them  thus: 

They  wTere  constantly  harassed  by  fellow 
workers  who  would  delight  in  startling  them 
by  shouting  commands  or  obscenities.  The 
response  was,  (1)  an  immediate  echolalia  of 
the  command  wdth  an  often  amazingly  faith- 
ful mimic  of  the  pitch  and  loudness  of  the 
shout  and  (2)  an  execution  of  the  command. 
In  retrospect,  these  men  were  usually 
friendly,  gregarious,  humourous,  often  the 
butt  of  jokes  and  the  instigators  of  tricks 
upon  others.  I daresay  there  are  still  some 
“jumpers”  to  be  found  in  the  Porcupine  dis- 
trict of  Ontario,  if  one  cares  to  look  for  them. 

Comments.  It  would  appear  that  the  syn- 
drome of  jumping  as  described  by  Beard10  is 
not  a “disappearing  entity,”  and  ample 
cases  have  been  reported  in  the  past  sev- 
eral years  to  substantiate  this  state- 
ment.612-14 The  main  characteristics  of  the 
entity  are  the  startle  reaction  typified  by 
a jump,  echolalia,  and  automatic  obedience. 
Echopraxia  may  or  may  not  be  present. 
From  experience  I would  believe  the 
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jumpers  are  by  nature  friendly,  gregarious, 
humorous,  eager  to  be  accepted,  and  to  be 
in  the  limelight.  Most  of  the  fellows  I 
knew  as  “nervous,”  the  term  I knew  them 
by  before  I was  aware  that  science  had  an 
interest  in  their  affliction,  seemed  not  to  be 
too  annoyed  at  being  the  center  of  attention. 
In  fact,  they  were  often  the  instigator  of 
“jokes  or  pokes”  directed  at  their  peers. 

Conclusions 

There  is  little  doubt  in  my  mind  that 
latah,  myriachit,  and  jumping  are  basically 
the  same  syndrome  with  perhaps  “minor 
variations  on  the  same  theme.”  All  three 
have  the  basic  ingredients  to  make  the 
same  pudding;  only  the  frosting  is  a little 
different.  All  are  “startle  reactions.”  In 
myriachit  the  reaction  is  triggered  by  sud- 
den stimulus  with  echolalia,  automatic  obe- 
dience, and  often  echopraxia.  The  reaction 
is  never  seen  without  an  external  precipi- 
tant. On  the  other  hand,  Tourette’s  disease 
is  spontaneous,  may  be  observed  during 
sleep,  does  not  cease  with  isolation  of  the 
special  senses,  has  a motor  tic,  and  so  on. 
One  must  conclude  that  Tourette’s  disease 
is  a different  entity  from  the  others. 

Finally,  I would  strongly  favor  an  etio- 
logic  basis  founded  on  “habit”  or  “learning” 
induced  by  (1)  positive  reinforcement  (peer 
group  attention  or  acceptance)  which  con- 
tinuously reinforces  the  behavior  or  (2)  in- 
ternally produced  physiologic  cues  which 
now  elicit  the  behavior.  I do  believe  that 
this  habit  is  superimposed  on  a highly  sug- 


gestible personality  who,  in  the  early  be- 
ginning, “faked”  a jump  reaction  and  even- 
tually was  hoist  with  his  own  petard. 

Of  course,  the  proof  of  this  concept  should 
not  be  difficult  to  ascertain.  If  the  habit  is 
learned,  one  should  be  able  to  “unlearn”  it. 
Aversive  conditioning  or  systematic  desen- 
sitization, properly  applied,  I believe  would 
“cure”  this  habit  which,  according  to 
Beard,10  prognostically  is  “once  a jumper, 
always  a jumper.” 

2308  Ridgemont  Street 
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Behavioral  Approach  to 
Treatment  of  Gilles 
de  la  Tourette’s  Syndrome 
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Although  adumbrated  by  some  early 
works  from  the  turn  of  this  century  onward, 
modern  applications  of  learning  theory  to 
psychiatric  disorders  under  the  general 
heading  of  “behavior  therapy”  have  been 
widely  developed  only  in  the  past  decade. 
The  multiplicity  of  methods  used  and  the 
variety  of  applications  are  being  reflected 
in  a literature  which  is  expanding  at  the 
usual  exponential  rate;  but  although  the 
actual  procedures  vary  from  aversive  con- 
ditioning to  systematic  desensitization,  they 
have  in  common  a theoretic  basis  which  has 
derived  much  of  its  impetus  from  experi- 
mental psychology  and  physiology.  A brief 
descriptive  survey  of  commonly  used  tech- 
nics has  been  carried  out  by  Rachman.1 

It  seems  not  unlikely  that  the  early  prob- 
ings of  Meige  and  Feindel2  and  of  Dunlap3 
in  this  area  were  shrugged  off  by  many  psy- 
chologists and  psychiatrists  because  of  the 
growing  enthusiasm  at  that  time  for  psycho- 
analysis. The  resulting  bias  was  toward 
ideographic  rather  than  nomothetic  ap- 
proaches to  personality  study.  It  became 
habitual  almost  to  look  at  symptom  patterns 
as  the  epiphenomena  of  underlying  illnesses 
or  conflicts;  so  much  so  that  the  symptoms 
themselves,  about  which  most  patients  com- 
plain, were  seen  as  symbolic  expressions  of 
this  conflict  rather  than  as  intrusive  be- 
havior patterns  worth  eliminating  for  their 
own  sake.  For  the  behavior  therapist,  how- 
ever, neurotic  behavior  is  usually  defined  as 
“any  persistent  habit  of  unadaptive  behavior 
which  has  been  acquired  by  learning  in  an 
organism  which  is  to  all  intents  and  purposes 
physiologically  normal.”4  Furthermore, 

An  evening  roundtable  panel  given  at  the  American 
Psychiatric  Association  Convention,  Boston,  Massachusetts, 
May  16,  1968. 


“anxiety  is  usually  the  central  constituent  of 
his  behavior,  being  invariably  present  in  the 
causal  situation.”  It  is  perhaps  worth  re- 
membering also  that,  as  Eysenck^  has 
pointed  out,  neurotic  symptoms  may  under 
some  circumstances  result  not  only  from  the 
learning  of  an  unadaptive  response  but  also 
from  the  failure  to  learn  an  adaptive  re- 
sponse. One  example  of  this  would,  of 
course,  be  enuresis  and  another  the  failure 
to  learn  anxiety  to  wrongdoing  which  one 
finds  in  a psychopath.  It  is  crucial  to  the  ra- 
tionale of  behavior  therapy  that  neurotic  be- 
havior is  acquired  and  that,  since  this  is  so, 
it  must  be  aquired  following  the  established 
laws  of  learning.  Since  these  laws  are  con- 
cerned not  only  with  the  acquisition  of  new 
habit  patterns  but  also  with  the  elimination 
of  habits  by  a process  of  extinction  or  by  in- 
hibition, the  theory  of  learning  should  be 
admirably  suited  to  an  understanding  of 
symptom  formation  and  to  the  elimination 
of  symptoms. 

The  notion  that  tics  should  be  seen  as  ex- 
amples of  learned  habits  was  first  proposed 
by  Meige  and  Feindel2  who,  true  to  the  Vic- 
torian ethos,  suggested  that  they  could  be 
controlled  by  effort  of  will.  More  signifi- 
cantly, however,  in  1932  Dunlap,3  an  experi- 
mental psychologist  at  Johns  Hopkins  Uni- 
versity, proposed  in  a book,  which  is  in  it- 
self an  intriguing  mixture  of  pragmatic 
common  sense  and  puritanism,  that  unde- 
sirable habits  such  as  tics  could  be  elimi- 
nated by  making  the  subject  repeat  them 
voluntarily  and  deliberately.  Dunlap  was 
still  much  influenced  by  the  “dynamic”  view 
of  symptom  formation,  but  he  nevertheless 
appears  intuitively  to  have  observed  and 
commented  on  some  of  the  phenomena,  such 
as  the  relationship  of  symptoms  to  drive 
strength  and  of  habit  strength  to  inhibition 
which  contemporary  behavior  therapists 
would  attempt  to  understand,  measure,  and 
control  in  the  treatment  situation.  He  re- 
marks, 

The  proper  procedure  in  any  case  is  to 
abolish  the  tic  by  daily  practice.  When  it  is 
abolished,  the  practice  should  be  continued, 
nevertheless,  with  lengthened  intervals.  In  a 
particular  case,  daily  practice  for  a week  may 
produce  the  primary  abolition,  and  practice 
continued  on  alternate  days  for  six  or  eight 
days  keeps  the  tic  abolished.  A few  further 
practice  periods  every  third  day,  followed  by 
weekly  practice  for  two  or  three  weeks,  fin- 
ished the  job.  In  other  cases,  different  time 
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relations  must  be  implied.  Careful  check  on 
the  patient  must  be  kept  up  for  weeks  after 
practice  is  finally  discontinued. 

If  other  tics  develop  as  substitutes  for  the 
original  one  these  must  be  treated  concur- 
rently. It  may  be  that  the  basal  maladjust- 
ment of  the  patient  is  little  modified  by  the 
abolition  of  the  tic.  Yet  the  abolition  is  of 
great  value  socially,  and  assists  materially  in 
the  ultimate  readjustment  of  the  patient. 

Dunlap’s  description  of  his  treatment  was 
essentially  at  a clinical  level,  and  he  did  not 
demonstrate  experimentally  the  validity  of 
his  technics.  This  task  was  left  to  Yates6 
who  treated  a young  female  patient  suffer- 
ing from  four  clear-cut  tics  of  a complex 
sort.  These  tics  were  a stomach  contraction, 
a breathing  and  nasal  explosive  type  of 
tic,  a coughing  tic,  and  an  eye-blink  tic. 
Although  Yates’s  report  was  primarily  con- 
cerned with  the  establishment  of  optimum 
conditions  of  massed  practice  under  which 
conditioned  inhibition  (sir)  might  be  ex- 
pected to  grow  most  rapidly  and  effectively, 
the  importance  of  his  work  was  noted  by 
Walton7  who  applied  this  method  to  treat- 
ment of  a young  tiqueur  who  had  tics  of  the 
mouth  and  face  which  seemed  to  be  most 
apparent  when  he  was  excited.  Other  fea- 
tures of  the  clinical  description  of  this 
tiqueur  suggested  to  the  present  writer  fea- 
tures of  Tourette’s  syndrome,  since  the  boy 
himself  had  arm  and  leg  jerking  and  ex- 
plosive utterances  such  as  “fool,  fool,  fool,” 
or  “good,  good,  good.”  About  the  same 
time,  a report  by  Abi  Rafi8  also  pursued 
Yates’s  theorizing.  He  attempted  to  treat 
2 patients  who  had  motor  tics  of  the  legs 
and  face.  Perhaps  the  most  important  as- 
pect of  Abi  Rafi’s  report  was  that  it  illus- 
trated how  problems  of  experimental 
methodology  could  crop  up  in  the  practical 
application  of  the  theory  of  treatment,  but 
it  was  this  work  together  with  that  of 
Yates6  and  Walton7  which  initiated  the  con- 
temporary learning  theory  approach  to  tic 
syndromes. 

Theoretic  analysis 

Yates’s  basic  hypothesis  was  that  tics 
might  well  be  considered  as  drive-reducing 
conditioned  avoidance  responses,  originally 
evoked  in  a highly  traumatic  situation.  Re- 
inforcing this  view  was  the  experimental 
work  on  animals  of  Solomon  and  Wynne® 


who  showed,  among  other  things,  how  highly 
resistant  to  extinction  were  conditioned 
avoidance  responses  generated  in  this  way. 
Clinical  investigations  of  tiqueurs  have  of- 
ten shown  them  to  have  experienced  trau- 
matic situations  especially  in  childhood,  al- 
though the  actual  nature  of  these  need  not 
be  relevant.  Because  of  stimulus  generaliza- 
tion, the  anxiety  reduced  by  the  tic  will 
eventually  be  provoked  by  many  more  situa- 
tions, so  that  eventually  the  tic  becomes  a 
stronger  and  stronger  habit. 

The  theoretic  model  which  is  taken  to 
account  for  the  development  of  such  tics 
owes  much  to  the  two-factor  theory  of  learn- 
ing expounded  by  Mowrer10  and,  in  terms  of 
Hull’s11  learning  theory,  the  reaction  poten- 
tial of  tics  or  their  readiness  to  become  evi- 
dent may  be  regarded  as  a multiplicative 
function  of  positive  habit  strength,  which 
Hull  termed  sHr,  and  the  momentary  drive 
strength  of  tension  (D).  Learning,  or  the 
formation  of  stimulus-response  (S-R)  con- 
nections, results  in  varying  degrees  of  fa- 
tigue or  Ir  (reactive  inhibition),  the  poten- 
tial value  of  which  increases  with  repeti- 
tion of  stimulus-response  connection  and  de- 
creases with  rest.  Stimuli  which  are  closely 
associated  with  acquisition  of  inhibitory  po- 
tential become  conditioned  to  it.  This  is 
then  called  conditioned  inhibition  (sir)  and 
tends  to  be  much  less  aifected  by  the  rest. 
Accepting  this  theoretic  basis,  Yates  went 
on  to  point  out  that  “if  the  subject  is  given 
massed  practice  of  the  tic,  then  reactive  inhi- 
bition Ir  should  build  up  rapidly.  When  Ir 
reaches  a certain  critical  point,  the  patient 
will  be  forced  to  ‘rest’  or  not  perform  the 
tic.”  This  habit  of  not  performing  the  tic 
will  be  associated  with  drive  reduction  be- 
cause of  the  dissipation  of  Ir  and  hence  will 
be  reinforced.  With  repeated  massed  prac- 
tice, therefore,  a negative  habit  of  not  doing 
the  tic  will  be  built  up,  incompatible  with 
the  positive  habit  of  doing  the  tic. 

Treatment 

Three  patients,  2 young  men  and  1 woman 
all  having  the  typical  symptom  patterns, 
were  treated.  These  have  been  described 
elsewhere.12  A treatment  regimen  was  set 
up  such  that  the  patient  was  asked  to  repeat 
the  currently  most  frequent  obscenity  as 
often  as  possible  and  as  loudly  as  was  feasi- 
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FIGURE  1.  Cumulative  response  curves  of 
massed  practice  at  different  stage  of  therapy, 
first  run  of  each  session  recorded. 


ble  in  the  treatment  setting  until  he  or  she 
could  no  longer  succeed  in  saying  it  even 
once  every  minute.  The  number  of  repeti- 
tions was  recorded  on  a unit  counter  by  the 
therapist,  who  noted  the  total  at  thirty-sec- 
ond intervals  until  it  remained  the  same  for 
sixty  seconds. 

Figure  1 shows  typical  curves  of  per- 
formance of  the  tic  which  demonstrate  very 
well  the  effects  of  conditioned  inhibition. 
The  criterion  was  established  empirically 
after  a number  of  trials  of  repetitions  for 
given  intervals  (for  example,  120  seconds, 
80  seconds)  had  shown  obvious  growth  of  Ir 
by  the  strain  on  the  patient  to  repeat  at  his 
original  pace.  It  can  be  seen  that,  as  Ey- 
senck5 had  proposed,  in  any  continuous  per- 
formance reactive  inhibition  builds  up  to  a 
critical  level  which  seems  to  depend  on  the 
strength  of  drive  at  the  time.  The  drive,  of 
course,  may  oscillate  daily  or  over  longer 
periods.  After  this  level  is  reached,  an  au- 
tomatic rest  pause  occurs  which  allows  the 
dissipation  of  reactive  inhibition  below  the 
critical  level,  which  in  turn  allows  the  for- 
mation of  conditioned  inhibition.  After  the 
reactive  inhibition  has  dissipated  below  the 
critical  level,  performance  is  resumed  and 
conditioned  inhibition  tends  to  be  extin- 
guished until  the  rest  pause  when,  because 
it  is  a habit,  conditioned  inhibition  is 
quickly  reactivated  and  added  to  on  succes- 
sive “runs.”  Since  this  is  so,  one  day  posi- 
tive habit  strength  is  equalled  by  conditioned 
inhibition  and  the  probability  of  perfor- 
mance of  the  habit  becomes  50 : 50.  How- 
ever, if  positive  habit  strength  is  at  asymp- 
tote, further  repetition  of  it  can  lead  only  to 
greater  conditioned  inhibition  and  eventu- 
ally the  probability  of  the  habit  becoming 
performed  becomes  smaller. 


The  treatment  process  was  not  without 
methodologic  snags,  however,  the  first  of 
these  derived  from  the  patient’s  tendency  to 
interpolate  words  other  than  the  one  being 
practiced  in  his  repetitions,  sometimes  in- 
cluding the  psychologist’s  name  (not  in  it- 
self an  obscenity!)  which  slowed  the  growth 
of  Ir.  The  second  snag  was  his  tendency  to 
take  not  involuntary  rest  pauses  but  volun- 
tary ones.  A third,  often  overlooked,  was 
that  the  psychologist,  being  more  extra- 
verted  than  the  patient,  generated  Ir  more 
rapidly  and  consequently  could  hardly,  with- 
out changing  hands,  keep  pace  on  the  unit 
counter  with  the  patient’s  repetitions.  The 
subject  was  kept  to  the  original  task  by  be- 
ing told  he  should  keep  saying  the  practice 
word.  Any  alternative  would  be  discouraged 
by  an  electric  shock  administered  to  the  dor- 
sum of  the  left  hand  by  a Brown-Christian- 
sen  stimulator.  The  strength  of  shock  was 
(by  trial  before  practice  began)  gradually 
increased  to  just  about  pain  threshold.  Ir 
was  then  accumulated  at  an  acceptable  rate. 
The  second  snag  was  tackled  by  setting  a 
metronome  at  the  patient’s  mean  rate  of 
repetition  and  instructing  the  subject  to  ut- 
ter his  tic  to  the  beat  of  the  metronome.  Al- 
ternate minutes  of  practice  and  rest  were 
then  continued  with  Ir  building  up  progres- 
sively more  rapidly  on  successive  runs,  sixty 
seconds  being  an  insufficient  interval  to  al- 
low total  dissipation  of  Ir.  As  reported  by 
other  experimenters,  the  growth  of  Ir  results 
in  every  sign  of  stress  and  physical  effort 
being  shown  by  the  subject  toward  the  end 
of  a massed  practice  session,  when,  in  his 
efforts  to  say  the  word,  he  rocks  in  the 
chair,  sweats,  puts  his  head  in  his  hands, 
sighs,  and  so  on. 

In  spite  of  Eysenck’s5  remarks  that  “ex- 
traverts  learn  more  poorly  and  generate  Ir 
more  readily  and  dissipate  it  more  slowly,” 
patients  2 and  3 amazed  the  psychologist  by 
showing  relatively  little  Ir  even  after  twenty 
minutes’  continuous  practice.  The  index  of 
growth  of  Ir  was  taken,  as  in  the  case  of  pa- 
tient 1,  to  be  the  thirty-second  increment  in 
total  number  responses.  Whereas  patient  1 
was  struggling  to  utter  his  tic  at  all  at  about 
500  repetitions  early  in  treatment,  patient  2 
showed  an  increment  still  half  as  great  as 
his  original  one  after  1,000  repetitions.  Part 
of  the  explanation  for  this  lay  in  the  fact 
that  patient  2 was  taking  voluntary  not  in- 
voluntary rest  pauses,  and  to  counter  this 
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he  was  made  to  repeat  his  tic  to  the  beat  of 
a metronome  with  the  promise  of  a shock' 
every  time  he  failed  to  tic.  This  practice 
was  continued  for  a period  of  one  minute 
with  a similar  period  of  one-minute  rest  be- 
tween runs.  During  the  one-minute  rest 
silence  was  to  be  maintained,  and  any  tic  oc- 
curring was  immediately  “punished”  by 
shock.  Progress  of  treatment  was  measured 
by  the  number  of  tics  occurring  in  this 
“silence”  period,  and  test  runs  of  this  sort 
were  carried  out  at  every  session. 

The  next  problem  which  cropped  up  was 
the  tendency  of  patient  2 to  utter  his  tic  very 
frequently  during  the  interchange  of  conver- 
sational initiative  or  during  pauses  in  nor- 
mal conversation  rather  than  when  he  was 
talking  to  someone  directly  and  continuously. 
To  reproduce  a situation  in  which  the  con- 
versational initiative  switched  rapidly  from 
one  to  the  other  party,  the  patient  was  asked 
to  continue  a series  begun  by  the  psycholo- 
gist. The  tempo,  rhythm,  and  complexity  of 
this  was  varied  to  stimulate  as  closely  as 
possible  the  conditions  of  actual  conversa- 
tion. Number  series  were  the  easiest  to 
manipulate  in  length  and  complexity,  for  ex- 
ample, psychologist,  “one,  two,”  subject, 
“three,  four”;  psychologist,  “sixteen,  seven- 
teen, nineteen,  twenty-two,”  subject, 
“twenty-six,  thirty-one,  thirty-seven,  forty- 
four.”  This  was  the  procedure  carried  out 
for  the  remaining  18  sessions  of  treatment 
before  the  patient  was  discharged  to  work. 

In  some  ways  case  2 had  a behavior  ther- 
apy barrage.  Initially,  a conditioned  inhibi- 
tion regimen  was  embarked  on,  but  this  then 
was  supported  by  negative  conditioning  and 
later  by  a kind  of  reciprocal  inhibition  when 
the  alternate  counting  regimen  was  initi- 
ated. In  this,  the  demands  on  attention  and 
frequent  speech  response  of  other  than  the 
tic  was  antagonistic  to  the  emergence  of  the 
tic. 

Case  3,  like  case  1,  was  initiated  to  a 
massed  practice  regimen  whereby  she  re- 
peated the  tic  words  as  loudly  and  as  fre- 
quently as  possible.  In  her  case,  too,  partic- 
ular attention  was  paid  to  having  her  prac- 
tice the  muscular  spasm  which  was  a more 
dominant  feature  of  the  illness  than  in  the 
other  two.  With  them  it  disappeared  spon- 
taneously as  the  verbal  tics  were  unlearned. 
The  patient,  however,  could  not  be  induced 
to  practice  the  tic  with  anything  like  the 
vigor  she  demonstrated  when  it  occurred 


spontaneously,  and  by  the  same  token  she 
was  reluctant  to  cooperate  in  voicing  the 
verbal  tics  as  quickly  or  as  loudly  as  possible. 
For  this  reason  reactive  inhibition  was  ac- 
cumulated slowly;  and  when  the  technic 
utilized  in  case  2 was  brought  to  bear  to  cor- 
rect this,  it  was  found  that  faradic  shock 
below  the  pain  threshold  was  ignored,  and 
above  the  pain  threshold  it  totally  inhibited 
voluntary  production  of  the  tic.  Over  the 
10  treatment  sessions,  completed  curves  of 
verbal  tic  performance  similar  to  those  illus- 
trating the  progress  of  case  1 were  ob- 
tained, but  such  was  the  drive  level  of  the 
patient  that  even  after  1,000  repetitions 
they  showed  little  sign  of  leveling  off.  That 
some  conditioned  inhibition  was  developing, 
however,  could  be  seen  by  the  lower  absolute 
levels  and  slower  acceleration  found  by  ses- 
sion 10.  It  would  appear  that  tension  level 
was  very  high  in  this  patient  and  that  this, 
too,  militated  against  the  ready  develop- 
ment of  reactive  inhibition  as  Kendrick13 
has  shown. 

In  all  these  cases  treatment  was  begun 
with  two  thirty-minute  sessions  per  day 
with  frequency  progressively  diminishing 
over  the  weeks  in  cases  1 and  2 to  one  forty- 
five-minute  session  every  month  as  a kind 
of  maintenance  dose  or  overlearning.  All 
these  patients  were  sufficiently  noisy  and 
disturbed  to  warrant  impatient  treatment 
for  the  first  few  weeks,  but  cases  1 and  2 
were  seen  on  an  outpatient  basis  thereafter. 
Case  1 was  seen  for  49  sessions,  case  2 for 
25,  and  case  3 for  10. 

Follow-up 

Although  the  woman  (case  3)  who  dis- 
continued treatment  should  perhaps  be  con- 
sidered a failure  since  even  10  sessions  of 
treatment  had  not  persuaded  her  of  the 
value  of  continuing  with  it,  yet  even  within 
that  time  quantification  of  her  behavior 
showed  predicted  changes  in  the  right  direc- 
tion, and  to  this  extent  the  treatment  ap- 
proach was  vindicated.  It  appears  that  the 
treatment  probably  took  too  little  account  of 
the  other  factors  increasing  and  exacerbat- 
ing drive  level.  Interestingly  enough  in  the 
other  2 cases,  holidays  from  treatment  or 
incidental  domestic  incidents  of  a stressful 
sort  produced  a short-lived  symptomatic 
deterioration  and  corresponding  deviation 
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of  the  actual  growth  curves  plotted  during 
treatment  sessions. 

Cases  1 and  2 were  followed  up  by  inter- 
view (tape-recorded)  and  letter  over  a four- 
year  period.  Both  these  patients  have  re- 
mained symptom-free,  have  had  no  other 
symptoms  or  “nervous  trouble,”  have  been 
settled  in  work  since  discharge,  consider 
that  treatment  helped  "considerably,”  and 
have  not  since  discharge  consulted  their 
general  practitioners  for  any  other  serious 
matter.  All  these  points  were  clarified  by 
specific  questions  in  the  recent  follow-up 
letter.  Moreover,  case  1 took  and  passed 
his  driving  test  with  a woman  examiner 
who  saw  nothing  abnormal  in  his  manner  or 
behavior. 

Comment 

Fundamental  to  a learning  theory  ap- 
proach to  the  treatment  of  Tourette’s  syn- 
drome is  the  view  that  the  pattern  of  symp- 
toms presented  by  this  syndrome  is  essen- 
tially similar  to  that  of  most  other  tics  and 
to  this  extent  the  work  of  Yates,6  Walton,7 
and  Abi  Rafi8  is  relevant  to  formulating  a 
treatment  regimen.  As  has  been  commented 
on  by  a large  number  of  other  researchers 
into  the  syndrome,  there  is  no  clear-cut  in- 
dication of  fundamental  structural  change 
in  patients  suffering  from  this  disorder, 
positive  neurologic  findings  being  rare  in 
previously  reported  cases14  and  autopsy  re- 
ports by  Claus  and  Balthasar15  being  incon- 
clusive with  only  a suggestion  of  a disturb- 
ance in  the  small  cells  of  the  corpus 
striatum.  In  point  of  fact  MacDonald16  has 
commented  that  the  syndrome  may  not  be  a 
specific  one  at  all,  and  this  writer  has  tended 
to  support  this  view.12  If  then  the  disorder 
is  psychologically  overdetermined,  it  is  rea- 
sonable to  suppose  that  functioning  may  be 
mediated  biochemically  as  well  as  by  proc- 
esses of  learning. 

The  developmental  features  of  the  illness, 
however,  cannot  be  disregarded  and  do  sug- 
gest that  the  nature  of  the  psychologic  en- 
vironment earlier  in  the  child’s  life  is  a key 
factor  in  the  development  of  the  disorder. 
It  may  well  be,  of  course,  as  MacDonald16 
and  Brain17  have  suggested,  that  functional 
factors  act  on  a “substratum  or  organic 
brain  damage.”  This  view  would  be  sup- 
ported by  the  frequency  with  which  ab- 
normal electroencephalographic  findings  are 


found  and  with  which  tics  have  been  de- 
scribed as  a sequal  to  encephalitis  lethargica 
which  might  affect  the  basal  ganglia. 

Whether  the  tic  is  seen  as  an  expression 
of  aggression,  as  Mahler,  Luke,  and  Dal- 
troff18  have  suggested,  or  as  a technic  for 
reducing  drives  which  are  less  well  defined 
seems  immaterial  to  the  type  of  theory  ex- 
pounded by  behavior  therapists.  These 
feelings  or  impulses  would  simply  add 
strength  to  the  factor  D in  the  equations 
quoted,  and,  as  this  writer  has  pointed  out 
elsewhere,  many  patients  with  the  syndrome 
tend  to  have  difficulty  in  expressing  aggres- 
sion in  ways  other  than  through  their 
coprolalia  or  tics.12  It  is  maintained  by  the 
writer  that  the  learning  theory  approach  to 
symptom  reduction  follows  the  canon  of 
parsimony  in  that  it  accommodates  the  type 
of  explanation  of  symptom  reduction  offered 
by  other  schools,  including  the  psychoana- 
lytic and  the  neuropharmacologic.  At  the 
same  time  it  offers  a theoretic  schema  which 
can  be  put  to  the  experimental  test  as  treat- 
ment is  proceeding.  There  must  be  many 
situations  and  more  traditional  types  of 
therapy  in  which  the  strength  of  drive  or 
anxiety  is  systematically  reduced  and  in 
which  conditioned  inhibition  and  systematic 
desensitization  are  achieved  in  the  treat- 
ment relationship. 

In  a previous  report  the  writer  offered  an 
admittedly  somewhat  speculative  theoriza- 
tion about  the  nature  of  the  disorder  and  its 
relationship  to  arousal  at  both  cerebral  and 
autonomic  levels.  The  theory  proposed 
would,  however,  be  consistent  with  the  posi- 
tive effects  of  haloperidol  and  similar  drugs 
on  the  syndrome  and  should  be  taken  into 
account  by  the  behavior  therapist.  The 
disturbing  and  distressing  nature  of  the  ill- 
ness is  such  that  all  worth  while  approaches 
should  be  explored  in  seeking  to  alleviate  it. 


Summary 

An  account  has  been  given  of  the  histori- 
cal development  of  a behavioral  approach 
to  the  treatment  of  tics  and  how  this  can 
be  applied  to  Gilles  de  la  Tourette’s  syn- 
drome in  practice.  The  value  of  technics  of 
massed  practice,  aiming  at  the  development 
of  conditioned  inhibition  of  the  tic,  has  been 
endorsed  by  a successful  four-year  follow-up 
program  on  2 of  the  3 cases  quoted  and  de- 
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scribed.  A theoretic  model  which  can  ac- 
count for  the  development  of  the  symptom 
patterns  and  also  for  their  elimination  has 
been  presented  which  has  the  added  advan- 
tage of  incorporating  the  effects  of  other 
approaches  into  the  treatment  of  the  dis- 
order. 

It  is  made  clear  that  the  technics  of  treat- 
ment outlined  are  not  always  without  their 
difficulties  in  practical  administration,  and 
ways  of  dealing  with  these  difficulties  are 
discussed.  An  organic  basis  for  the  disorder 
is  far  from  clear,  and  it  is  probably  still 
economic  to  approach  treatment  on  the  as- 
sumption that  the  disorder  is  a functional 
one,  showing  characteristic  developmental 
features  which  can  be  unlearned  if  ap- 
propriate technics  are  used. 

Ladysbridge  Hospital 
Banff,  Scotland 
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and  premature  psychologic  theorizing  re- 
places or  outpaces  clinical  observation,  it  re- 
sults in  iatrogenic  psychopathology  and  er- 
roneous concepts  about  cause,  clinical  course, 
prognosis,  and  treatment.  This  problem  ap- 
pears often  in  the  history  of  medicine  and  is 
apparent  in  the  history  of  Tourette’s  syn- 
drome. 

Since  patients  with  Tourette’s  disease 
usually  go  from  physician  to  physician  all 
their  lives,  extensive  records  are  available 
for  review.1  This  report  will  be  largely 
confined  to  1 patient,  because  thirty-three 
years  of  clinical  history  are  available  for 
study,  although  similar  observations  are 
apparent  in  most  patients  with  Tourette’s 
syndrome. 

Case  report 

The  patient  was  a forty-six-year-old  married 
male  of  Italian  descent  with  2 children.  He  had 
two  years  of  college  and  held  a menial  position. 
Symptoms  began  at  the  age  of  thirteen  and  pro- 
gressed in  the  usual  insidious  manner  to  severe 
manifestations,  including  almost  constant  jerks, 
twitches,  contortions  of  all  parts  of  his  body,  as- 
sorted noises,  and  frequent  elaborate  coprolalia. 
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During  the  course  of  his  illness  the  patient  con- 
sulted or  was  treated  by  a chiropractor,  2 hyp- 
notists, 2 psychologists,  and  more  than  20  phy- 
sicians. Treatment  included  sixteen  years  of 
psychotherapy,  two  courses  in  insulin  coma  and 
electroconvulsive  treatment,  and  about  40  dif- 
ferent drugs.  Although  Tourette’s  syndrome 
was  first  diagnosed  at  the  age  of  thirty-seven, 
his  symptoms  were  always  attributed  to  psycho- 
logic conflicts  until  the  age  of  forty-six,  when 
he  was  told  for  the  first  time  that  his  condition 
was  likely  to  be  organic. 

Iatrogenic  contribution  to  fantasy 
of  insanity 

The  tendency  of  physicians  to  attribute 
Tourette’s  syndrome  prematurely  to  psycho- 
logic factors  contributes  an  iatrogenic  onus 
to  patients  already  so  incredibly  burdened 
that  it  is  a wonder  to  me  and  a credit  to  them 
that  they  can  maintain  their  sanity. 

Most  people  have  a potential  fantasy  that 
deep  down  inside  or  given  the  right  circum- 
stances they  might  go  crazy.  Because  of 
their  bizarre  symptoms,  patients  with  Tou- 
rette’s disease  are  reminded  constantly  of 
this  possibility.  All  11  of  my  patients 
thought  or  fantasied  that  their  symptoms 
were  an  overt  indication  of  inner  insanity. 

Psychologic  and  psychiatric  reports 

The  psychologic  tests  done  at  age  thirty 
and  forty-three  and  the  psychiatric  reports 
recorded  at  age  forty-three  and  forty-six 
reported  elsewhere  in  detail  will  be  sum- 
marized2 : 

The  tic  and  coprolalia  are  compulsions 
which  symbolically  express  unacceptable,  un- 
conscious, hostile  aggressive  impulses  with 
which  the  patient  has  lost  contact.  His  fairly 
well-intergrated  ego  and  pleasant  social  man- 
ner contrast  dramatically  with  his  hostilities 
which  are  revealed  in  his  symptoms,  and 
which  express  direct  contact  with  the  raw 
subconscious.  The  symptoms  permit  the  ego 
defenses  to  remain  intact  and  prevent  the 
emergence  of  psychosis.  The  violent  tic  is  a 
paranoid  thrust,  and  his  symptoms  would  dis- 
appear if  he  were  able  consciously  to  express 
his  rage.  It  is  difficult  to  understand  why  the 
patient  does  not  connect  his  obscenities  with 
his  hostile  feelings,  which  reveal  his  inca- 
pacity for  insight. 

Although  the  patient  was  described  as 
“infantile,  anxious,  hostile,  obsessive-com- 
pulsive, passive  aggressive,  psychopathic, 
paranoid,  schizoid,  or  schizophrenic,”  the 
most  frequent  diagnosis  was  chronic  psycho- 


neurosis, obsessive-compulsive  type,  in  as- 
sociation with  Tourette’s  syndrome. 

Prognosis  was  that  “without  treatment 
the  symptoms  would  progress  and  that  he 
would  become  a withdrawn  schizophrenic.” 

Post-treatment  course 

The  discrepancy  between  these  reports, 
subsequent  clinical  course,  and  careful  clini- 
cal examination  of  the  patient  was  caused 
largely  by  attributing  a psychologic  cause 
prematurely  to  the  symptoms.  The  patient 
was  treated  successfully  with  haloperidol,* 
and  all  symptoms  disappeared  except  for  an 
infrequent,  mild  facial  tic.3 

Psychotic  decompensation  and 
symptom  substitution 

Despite  increased  symptoms  and  hard- 
ship, the  patient  did  not  become  the  with- 
drawn schizophrenic  predicted  sixteen  years 
earlier.  Psychotic  decompensation  never  oc- 
curred. Superficial  psychochemotherapy,  “a 
non-insightful  treatment,”  resulted  in  symp- 
tomatic cure  without  psychotic  or  other 
symptom  substitution.  On  the  contrary,  the 
patient’s  ego  functioning,  capacity,  and  de- 
velopment markedly  improved  after  control 
of  the  symptoms. 

Inhibition  of  aggression 

If  a psychologic  cause  is  postulated,  the 
plausible  speculation  that  the  symptoms 
would  disappear  if  hostility  were  expressed, 
is  contrary  to  clinical  observation.  Hostility 
increases  symptoms;  inhibition  decreases 
them. 

Reaction  formation  and  passive  aggres- 
sive traits  are  commonly  reported  in  the 
literature  and  characterized  6 of  my  cases. 
But  many  of  the  cases  reported  in  the  litera- 
ture (3  of  my  cases)  expressed  excessive  and 
open  hostility;  other  patients  (2  of  my 
cases)  were  neutral  about  their  aggression. 
One  possible  explanation  for  this  frequent 
formulation  is  that  psychologic  interpreta- 
tion of  the  symptoms  leads  to  the  theory  that 
inhibited,  repressed,  unconscious  aggression 
is  displaced  and  expressed  as  the  symptoms 
of  Tourette’s  syndrome,  and  the  patient  is 

* McNeil  Laboratories,  Inc.,  Fort  Washington,  Pennsyl- 
vania, generously  supplied  the  haloperidol  (Haldol)  and 
matching  placebos  for  the  initial  treatment  of  this  patient. 
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then  characterized  as  a passive  aggressive 
character. 

An  alternative  explanation,  described  in 
a previous  report,  is  that  when  inhibited 
aggression  characterizes  patients  with 
Tourette’s  disease,  it  is  secondary  to  the 
illness,  because  patients  with  the  syndrome 
learn  that  aggression  exacerbates  symp- 
toms.1 This  may  contribute  to  the  develop- 
ment of  passive  aggressive  character  traits. 
Passive  traits  then  may  cause  symptoms  if 
too  much  aggression  is  inhibited. 

Compulsiveness 

Another  commonly  reported  characteristic 
of  patients  with  this  disorder  is  compulsive- 
ness. In  the  literature  patients  are  de- 
scribed as  compulsive,  the  tic  is  referred  to 
as  a compulsion,  the  condition  is  designated 
as  a type  of  compulsive  illness,  and  the  diag-  • 
nosis  is  obsessive  compulsive  reaction.  All 
of  these  concepts  are  wrong.  Patients  with 
Tourette’s  syndrome  are  not  generally  obses- 
sive compulsive,  the  tic  symptoms  are  not 
compulsions,  the  illness  is  not  a compulsive 
illness,  and  the  diagnosis  of  obsessive  com- 
pulsive reaction  is  usually  inappropriate. 
These  erroneous  concepts,  based  on  faulty 
clinical  observations,  are  caused  by  the  psy- 
chologic bias  with  which  clinicians  examine 
these  patients.  The  clinician  overreacts  to 
the  similarity  of  the  tics  to  compulsions  and 
obscures  the  distinction  between  them.  The 
concept  of  compulsivity  may  then  lead  to 
logical  but  erroneous  inferences  about  the 
dynamics,  such  as  the  reports  of  reaction 
formation  as  a common  characteristic. 

The  patient  described  in  this  report,  al- 
though originally  diagnosed  as  obsessive 
compulsive  by  2 psychologists  and  3 psychia- 
trists, was  re-examined  carefully  by  3 psy- 
chologists and  2 psychiatrists,  and  all,  in- 
cluding some  of  the  original  examiners,  con- 
cluded that  the  patient  was  not  obsessive 
compulsive  except  for  the  tic  symptoms 
which  were  misinterpreted  as  compulsions. 

A compulsion  has  been  defined  as  a volun- 
tary act.4-5  Tourette  symptoms  are  poorly 
organized,  involuntary  acts  which  are  only 
partially  modified  by  substituted  voluntary 
acts,  behavior,  effort,  or  control.  Compul- 
sions are  well  organized,  conscious,  volun- 
tary, irresistible,  unwanted  acts  with  which 
the  individual  is  preoccupied  and  ab- 
sorbed/5 8 It  is  therefore  incorrect  to  refer 


to  the  symptoms  or  to  the  illness  as  a com- 
pulsion. 

The  most  suitable  diagnosis  in  the  Ameri- 
can Psychiatric  Association  nomenclature  is 
the  category  in  which  a specific  symptom  is 
the  single  outstanding  expression  of  the 
psychopathologic  condition.  Thus,  it  is  sug- 
gested that  patients  with  Tourette’s  syn- 
drome be  diagnosed  “special  symptom  reac- 
tion.” The  appropriate  diagnostic  category 
in  the  second  edition  of  Diagnostic  and  Sta- 
tistical Manual  of  Mental  Disorders  is  non- 
specific condition-tic.9 

Organic  or  psychologic  cause 

What  is  the  evidence  for  a psychologic 
cause?  The  only  psychologic  factors  that 
are  commonly  reported  in  patients  with 
Tourette’s  syndrome  are  compulsitivity  and 
inhibited  aggression.  As  previously  men- 
tioned, Tourette  patients  are  only  randomly 
compulsive  and  inhibited.  Aggression  oc- 
curs in  not  more  than  50  per  cent  of  them. 
Thus,  a psychologic  cause  is  not  supported 
because  of  the  failure  to  find  common  psy- 
chologic factors  in  this  condition. 1-2-10 

Other  observations  suggesting  a psycho- 
logic cause  are  that  stress  and  anger  usually 
increase  symptoms  and  that  patients  with 
Tourette’s  syndrome  often  can  modify 
socially  inappropriate  symptoms  by  inhibit- 
ing them  and  substituting  more  appropriate 
ones,  sometimes  by  voluntary  motor  activity. 
But  symptom  substitution,  modification,  or 
inhibition  are  limited  by  the  severity  of 
symptoms  and  become  less  effective  as  the 
condition  progresses.  In  addition,  just  as 
placebo  effects  can  modify  symptoms  of  or- 
ganic illness  and  cannot  be  used  as  evidence 
of  functional  or  nonorganic  cause,11  psycho- 
logic modification  of  the  symptoms  of 
Tourette’s  syndrome  does  not  disprove  an 
organic  cause.12 

A psychologic  cause  is  suggested  by  re- 
ports of  normal  neurologic  examinations  in 
most  patients  and  is  supported  by  normal 
electroencephalograms  in  50  per  cent  of  pa- 
tients. But  organic  factors  are  suggested 
by  reports  of  abnormal  encephalograms  in 
20  to  50  per  cent  of  patients  reviewed  in  the 
literature.1314  Three  of  my  7 patients  had 
abnormal,  nonspecific,  borderline  abnormali- 
ties. 

An  organic  cause  is  also  suggested  by  the 
similarity  of  some  of  the  symptoms  of 
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Tourette’s  syndrome  and  illnesses  such  as 
Sydenham’s  chorea  and  encephalitis  lethar- 
gica.  Evidence  from  autopsies  is  inconclu- 
sive since  only  2 were  done,  although  one 
reported  a change  in  the  ratio  of  small  and 
large  neurons  in  the  globus  pallidus. 

Congenital  or  neurophysiologic  environ- 
mental factors  are  suggested  by  observa- 
tions that  the  illness  is  not  inherited1  101314 ; 
there  is  no  history  of  other  family  members 
having  ever  been  reported  with  the  illness, 
and  only  1 of  a pair  of  presumably  identical 
twins  had  the  condition,  although  this  re- 
port should  be  confirmed.15 

The  predictable  clinical  course  also  sug- 
gests an  organic  cause.  Although  symptoms 
begin  between  the  ages  of  five  and  thirteen, 
usually  between  six  and  ten,  and  may  un- 
predictably  exacerbate,  remit,  or  progress, 
the  clinical  course  is  usually  insidiously  pro- 
gressive. Although  symptoms  may  begin, 
increase,  or  progress  in  association  with 
traumatic  environmental  or  important  ma- 
turative  periods,  this  is  no  proof  against  an 
organic  cause.  Stress  may  predispose  an 
organically  impaired  individual  to  react  with 
symptoms.12  In  addition,  all  of  my  patients 
and  case  histories  of  patients  described  in 
the  literature,  had  many  traumatic  experi- 
ences unassociated  with  change  in  symptom 
intensity. 

If  this  illness  were  caused  by  psychologic 
and  social  factors,  the  expected  incidence  of 
coprolalia  and  other  symptoms  would  be 
greater  than  it  actually  is.  Less  than  130 
cases  have  been  reported  in  the  entire 
world  literature.  Although  an  organic  cause 
cannot  be  definitively  attributed  to  Tour- 
ette’s syndrome  until  a neurophysiologic  or 
anatomic  abnormality  is  demonstrated,  the 
clinical  data  suggest  that  the  disease  is  a 
bizarre,  unique,  and  rare  organic  neuro- 
physiologic impairment  of  the  central  nerv- 
ous system  and  not  a psychologic  or  social 
problem. 

Conclusions 

The  case  described  in  this  report  is  only 
one  of  many  examples  of  the  harmful  con- 
sequences of  substituting  psychologic  theory 
for  careful  clinical  observation.  Deductions 
based  on  erroneous  psychologic  assumptions 
then  influence  and  obscure  clinical  data. 
These  assumptions  then  influence  concepts 
about  cause,  diagnosis,  clinical  course,  prog- 


nosis, and  treatment.  Similar  problems  oc- 
cur in  other  medical  conditions,  especially 
psychosomatic  illnesses,  such  as  gastroin- 
testinal symptoms  which  may  prematurely 
be  attributed  to  oral  and  anal  psychologic 
conflicts,  failure  to  achieve  vaginal  orgasm 
which  may  be  attributed  to  oedipal  con- 
flicts, and  so  on.  The  tendency  to  burden 
medicine  with  overdeveloped  theories  has 
always  impaired  medical  progress  and  in- 
terfered with  the  treatment  of  patients. 
The  history  of  Tourette’s  syndrome  is  an- 
other example. 

Summary 

A patient  with  a thirty-three  year  history 
of  Gilles  de  la  Tourette’s  syndrome  who  was 
successfully  treated  with  haloperidol  was 
presented  to  illustrate  the  misleading  and 
harmful  consequences  of  the  fashion  in  med- 
cine  of  attributing  a psychologic  cause  to 
disease  of  unknown  origin. 

525  East  68th  Street 
New  York,  New  York  10021 
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Discussion 
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During  the  discussion  following  the  pres- 
entation of  the  reports  the  following  points 
were  made : 

Most  of  the  participants  agreed  that  halo- 
peridol  was  the  best  and  most  predictable  of 
all  available  treatments.  The  participants 
had  a combined  experience  with  about  75 
patients.  Occasionally,  the  tic  symptoms 
were  completely  abolished,  but  more  fre- 
quently symptom  modification  was  estimated 
at  between  30  to  90  per  cent.  Coprolalia  was 
always  completely  abolished.  All  agreed 
that  treatment  with  haloperidol  should  be- 
gin early  in  the  illness  to  prevent  secondary 
severe  psychologic  consequences.  The  in- 
dications for  individual  or  family  psycho- 
therapy should  be  based  on  evaluation  of 
each  case.  Occasional  failures  reported  in 
the  literature  were  probably  due  to  inade- 
quate dosage.  The  participants  had  inde- 
pendently arrived  at  the  same  method  of 
treatment.  The  dosage  of  haloperidol  should 
be  low  at  the  beginning  of  treatment,  such 
as  0.5  mg.  four  times  a day.  Dyskinesia, 
akathisia,  and  akinesia  are  frequent  un- 
toward effects  early  in  treatment  but  can 
be  controlled  or  modified  by  use  of  anti- 
parkinsonism medication.  Dosage  should  be 
increased  rapidly  (titrated)  until  maximum 
alleviation  of  symptoms  is  achieved  or  un- 
til the  onset  of  untoward  effects,  such  as 
parkinsonism,  mydriasis,  and  so  on.  The 
usual  maximum  daily  dosage  of  haloperidol 


is  about  15  mg.,  although  dosage  as  high  as 
50  mg.  have  been  used.  Dosage  should  be 
reduced  every  four  days,  since  symptoms 
may  return  up  to  four  days  after  discon- 
tinuance of  medication.  Symptoms  may  con- 
tinue to  decrease  very  slowly  for  the  next 
twelve  to  eighteen  months.  Indications  that 
maximum  improvement  has  not  yet  occurred 
are  changing  symptoms,  the  reappearance 
of  early  symptoms  (the  most  recent  disap- 
pear first;  the  oldest  last),  and  slow  amelio- 
ration of  symptoms.  Maintenance  dosage  is 
usually  low  enough  eventually  for  untoward 
effects  to  disappear.  Patients  have  been 
followed  for  as  long  as  five  years.  All  pa- 
tients have  a return  of  symptoms  within 
four  days  after  discontinuance  of  medica- 
tion. 

All  panelists  believed  that  the  syndrome 
was  caused  by  a neurophysiologic  impair- 
ment of  the  central  nervous  system,  although 
several  believed  that  coprolalia  could  not  be 
explained  neurophysiologically. 

All  participants  were  intrigued  with  Mr. 
Clark’s  successful  use  of  behavior  therapy 
in  2 cases.  Several  suggested,  however,  that 
since  patients  with  Tourette’s  syndrome 
tend  to  minimize  their  remaining  symptoms 
and  often  deny  their  existence  after  major 
improvement,  self  reports  by  telephone  are 
inadequate. 

The  evaluation  of  total  eradication  of 
symptoms  requires  clinical  observation  of 
the  patient. 

The  panelists  were  impressed  with  their 
agreement  about  the  cause,  clinical  observa- 
tions, and  treatment  of  Tourette’s  syn- 
drome. 
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|| ALLUX  VALGUS  is  an  object  of  treatment 
as  long  as  its  cause,  unphysiologic  footwear, 
is  used  in  disregard  of  the  form  and  func- 
tion of  the  foot.  The  frequent  flattening  of 
the  anterior  arch  of  the  foot  and  the  asso- 
ciated splaying  of  the  metatarsal  bones  are 
not  considered  in  the  design  of  most  types 
of  conventional  shoes  but  are  even  aggra- 
vated into  becoming  more  disabling  de- 
formities. 

Nevertheless,  two  congenital  anomalies  of 
the  forefoot  must  not  be  disregarded  as 
prime  factors  in  a significant  number  of 
cases  of  halluces  valgi.  They  are:  varus 

deviation  exceeding  10  degrees  of  the  first 
metatarsal  ray  and  excessive  length  of  the 
great  toe.  In  these  situations,  the  forefoot 
and  great  toe  would  be  adequately  accom- 
modated, if  the  toebox  of  the  shoe  were 
broad  and  long  enough.  However,  the  point 
of  most  shoes  presently  in  fashion  corre- 
sponds to  the  tip  of  the  second  toe.  The 
great  toe,  therefore,  has  not  sufficient 
stretch  and  necessarily  has  to  deviate  lat- 
eralward  where  more  length  is  available  in 
the  shoe.  If  these  shoes  have  in  addition 
high  heels,  a great  part  of  the  body  weight 
is  shifted  from  the  heel  onto  the  forefoot, 

* Supported  in  part  by  program  grant  AMO  1431  of  the 
National  Institutes  of  Health,  Bethesda,  Maryland. 


FIGURE  1.  (0)  Halluces  valgi  with  chronic  bur- 

sitis showing  skin  incision  on  right  hallux.  (B) 
Roentgenogram  of  halluces  valgi  in  A. 

and  the  pre-existing  deviation  of  the  first 
ray  of  the  foot  is  aggravated. 

In  acquired  splaying  of  the  metatarsal 
bones  and  laxity  of  the  transverse  meta- 
tarsal ligament,  the  shift  of  load,  from  the 
heel  onto  the  metatarsal  heads,  effected  by 
the  height  of  the  heel  in  women’s  shoes,  in- 
creases the  medial  deviation  of  the  first 
metatarsal  bone  (Fig.  1).  Here  too,  the 
pointed  toebox  of  the  shoe  which  simulates 
a narrow  forefoot  may  be  regarded  as  the 
foremost  cause  of  the  lateral  deviation  of 
the  great  toe  with  prominence  of  the  medial 
portion,  bunion,  of  the  metatarsal  head  and 
its  exposure  to  continuous  friction.  The 
frequent  inflammations  of  the  overlying 
bursa  contribute  to  the  impaired  appearance 
of  the  forefoot. 

The  pain  at  the  site  of  the  bunion  and  the 
deformity  of  the  forefoot,  promoted  a va- 
riety of  methods  to  attack  the  deforming 
factors  and  to  bring  improvement  or  full 
correction.  Conservative  management  by 
the  use  of  proper  shoes  with  broad  high  toe- 
box and  metatarsal  pads  provides  sufficient 
relief,  especially  if  the  leather  over  the  bun- 
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FIGURE  2.  (A)  Drawing  showing  inner  flap  at- 

tached to  adducter  tendon  and  outer  flap  at- 
tached to  periosteum  of  first  phalanx.  (B)  Roent- 
genogram of  halluces  valgi  in  Figure  3. 

ion  has  been  widened  to  prevent  topical  fric- 
tion. However,  the  majority  of  the  patients 
prefer  to  have  the  deformity  corrected  by 
surgical  intervention. 

Technic 

As  every  hallux  valgus  presents  more  than 
one  component  of  the  deformity,  envisaged 


in  various  surgical  procedures,  the  author 
has  been  using  the  following  technic  to  im- 
plement the  maximum  correction1-7 : 

Incision  of  skin.  The  incision  on  the 
great  toe  starts  on  the  dorsal  aspect  of  the 
first  phalanx,  curves  onto  the  prominence  of 
the  metatarsal  head,  and  descends  to  the 
medial  aspect  of  the  metatarsal  shaft.  (Fig. 
1A). 

Retraction  of  periosteum  and  joint 
capsule.  Following  the  line  of  the  skin  in- 
cision, an  incision  is  made  in  the  periosteum 
of  the  proximal  half  of  the  first  phalanx,  the 
capsule  of  the  metatarsophalangeal  joint, 
and  the  periosteum  of  the  distal  third  of  the 
first  metatarsal  shaft.  The  periosteum  and 
the  joint  capsule  are  retracted. 

Resection  of  first  phalanx.  The  pha- 
lanx is  transversally  divided  in  two;  the 
proximal  half  is  excised,  and  the  cut  surface 
of  the  remaining  distal  half  is  smoothed 
with  a file  (Fig.  2) . 

Excision  of  prominent  part  from  meta- 
tarsal head  and  shaft.  The  exostotic  por- 
tion of  the  metatarsal  head  including  the 
dorsomedial  distal  part  of  the  metatarsal 
shaft  is  removed  as  a wedge  (Fig.  2) . 

Lengthening  of  extensor  tendon.  The 
tendon  of  the  extensor  hallucis  longus  is 
lengthened  in  Z-fashion. 

Excision  of  subcutaneous  bursa.  The 
bursa  on  the  surface  of  the  capsuloperiosteal 
cover  of  the  metatarsal  head  is  excised. 

Interposition  of  capsular  flap.  If  the 
periosteocapsular  cover  is  thick  enough,  a 
proximally  pedunculated  flap  is  dissected 
from  the  cover’s  inner  surface  and  is  di- 
verted into  the  resected  metatarsophalan- 
geal joint  (Fig.  2A) . In  this  way  a capsulo- 
tendinous  bridle  is  created  which  pulls  the 
metatarsal  head  into  adduction. 

Reattachment  of  periosteocapsular 
cover.  The  reflected  joint  capsule  and  peri- 
osteum are  sutured  onto  the  distal  half  of 
the  first  phalanx  with  distributed  tension  to 
maintain  the  toe  in  slight  abduction  and 
plantarflexion. 

Closure  of  wound.  The  skin  edges  are 
approximated.  The  initially  curved  skin  in- 
cision is  converted  into  a straight  incision 
by  bringing  the  great  toe  from  adduction 
into  axial  alignment  (Figs.  2B  and  3A). 

Immobilization  in  plaster  cast  boot. 
After  application  of  a sterile  dressing,  a 
plaster  cast  boot  is  applied  with  the  oper- 
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FIGURE  3.  (A)  Satisfactory  correction  of  halluces  valgi  (Fig.  1A).  (B)  Sufficient  plantarflexion  of  all 

toes  and  adequate  shape  of  metatarsal  arches  of  feet  (Fig.  3A). 


ated  toe  in  plantarflexion  and  slight  abduc- 
tion. 

Aftercare.  Ambulation  is  started  on 
the  fourteenth  postoperative  day,  when  both 
the  plaster  cast  and  the  stitches  are  re- 
moved. In  the  aftercare  period,  the  patients 
are  instructed  in  active  and  passive  plantar- 
flexion and  adduction  and  abduction  exer- 
cises of  the  great  toe.  The  patients  are  also 
urged  to  wear  shoes  with  a wide  toebox,  con- 
taining a broad  metatarsal  pad  of  foam 
rubber.  Patients  with  sedentary  occupa- 
tions return  to  work  one  month  after  the 
surgical  procedure,  and  patients  whose  oc- 
cupations require  standing  return  to  work 
two  months  after  the  surgical  intervention. 
Wearing  of  regular  shoes  is  permitted,  at 
the  earliest,  six  months  after  operative 
treatment.  Plantarflexion  exercises  of  the 
great  toes  and  all  other  toes  are  continued 
for  a long  period  of  time,  because  the  attain- 
ment of  sufficient  plantarflexion  is  essential 
for  a satisfactory  result.  Otherwise,  pain 
in  the  forefoot  continues  despite  correction 
of  the  deformity  of  the  great  toe. 

Results 

Therefore,  in  the  evaluation  of  the  results 
following  this  operative  procedure,  the  relief 
of  pain  in  the  metatarsophalangeal  joint  of 
the  great  toe  and  at  the  plantar  aspect  of  the 
other  metatarsal  heads  is  considered  to  be 
an  important  objective.  Formal  criteria 
are:  (1)  alignment  of  the  great  toe  in  the 

longitudinal  axis  of  the  first  metatarsal  bone 
and  in  proper  relationship  to  the  other  toes, 
(2)  absence  of  the  dorsomedial  enlargement 


of  the  metatarsal  head,  (3)  disappearance 
of  the  soft-tissue  swelling  overlying  this  en- 
largement, and  (4)  subsidence  of  inflamma- 
tion of  the  skin.  Functional  requirements 
are:  (1)  full  mobility  in  the  metatarsopha- 

langeal joint  of  the  great  toe,  (2)  ability 
actively  to  plantarflex  the  great  toe,  (3) 
ability  to  deploy  the  forefoot  with  adequate 
push-off  motion,  and  (4)  ability  to  reshape 
the  metatarsal  arch.  Roentgenograms  taken 
late  in  the  course  of  treatment  are  studied 
for:  (1)  axial  alignment  of  the  toe,  (2) 

adequate  resection  of  the  first  phalanx,  (3) 
absence  of  a sufficiently  large  portion  on  the 
medial  side  of  the  metatarsal  head,  (4) 
presence  of  congruity  and  articular  inter- 
space between  metatarsal  head  and  phalanx, 
and  (5)  absence  of  osteophyte  formation. 

According  to  these  criteria,  evaluation  of 
the  late  results  has  been  carried  out  two  to 
four  years  after  operative  treatment  of 
halluces  valgi.  The  survey  comprises  142 
patients,  137  women  and  5 men,  between  the 
ages  of  thirty-four  to  seventy-six.  Of  these, 
131  patients  underwent  operative  proce- 
dures involving  both  feet  and  11  patients 
involving  one  foot.  The  indications  for  sur- 
gical intervention  were:  (1)  persistent 

pain  and  recurrent  bursitis  at  the  bunion, 
(2)  impaired  function  of  the  great  toe,  (3) 
inability  to  wear  regular  shoes,  and  (4)  the 
cosmetically  disturbing  appearance  of  the 
great  toe.  The  latter  symptom  was  not  ac- 
cepted as  the  prime  indication  for  surgical 
intervention. 

Lengthening  of  the  extensor  tendons  was 
considered  to  be  unnecessary  during  surgi- 
cal intervention  in  8 patients.  These  pa- 
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TABLE  1.  Causes  of  poor  results  in  25  patients 


Num- 
ber of 
Cases 

Result 

Causes 

8 

H y perextension 
contracture 

Lack  of  lengthen- 
ing of  extensor 
tendon 

5 

Stiffness  of  great 
toe 

Insufficient  resec- 
tion of  first  pha- 
lanx 

2 

Improper  weight- 
bearing on  met- 
atarsal arch  and 
meta  tarsalgia 

Complete  resec- 
tion of  metatar- 
sal head 

3 

Recurrence  of  de- 
formity 

Delayed  healing  of 
wound 

2 

Contracture  in  hy- 
percorrection 

Lack  of  exercise 

2 

Recurrence  of  de- 
formity 

Lack  of  exercise 

3 

Recurrence  of  de- 

Improper  footwear 

formity 

V 

tients  remained  with  short  extensor  tendons. 
Although  the  disappearance  of  the  bunion 
constituted  an  improvement,  the  lack  of 
plantarflexion  of  the  great  toe  and  the  fre- 
quent metatarsalgia  marred  the  outcome. 

In  134  patients,  the  operative  procedure 
was  routinely  supplemented  with  lengthen- 
ing of  the  extensor  tendons.  However,  not 
all  patients  cooperated  in  the  postoperative 
care.  These  and  some  other  patients  had 
poor  results  after  the  operative  treatment  of 
halluces  valgi.  Table  I lists  the  causes  of 
failure  in  the  previous  8 and  another  17  pa- 
tients. 

In  the  other  117  patients,  the  results  were 
satisfactory  both  from  the  formal  and  func- 
tional point  of  view.  According  to  the  cri- 
teria established,  29  patients  had  excellent 
results  and  88  patients  showed  good  results. 
The  patients  were  pleased  with  the  ap- 
pearance of  the  forefoot,  because  the  en- 
largement of  the  metatarsal  head  and  the 
inflamed  overlying  tissues  were  removed, 
and  the  faulty  position  of  the  big  toe  was 


corrected  (Figs.  1,  2B,  and  3A).  The  sore- 
ness at  the  metatarsal  head  subsided.  The 
big  toe  could  be  properly  flexed  plantarward, 
and  the  push-off  motion  on  walking  was  im- 
proved. The  weightbearing  was  shifted 
onto  the  first  metatarsal  head  and  big  toe, 
and  the  arch  of  the  forefoot  gradually  re- 
sumed plantar  concavity  (Fig.  3B).  Sub- 
sequently, the  metatarsalgia  regressed. 
Eventually,  regular  shoes  could  be  worn. 

Summary 

Operative  treatment  of  hallux  valgus  was 
carried  out  by  a procedure  which  comprised, 
in  addition  to  the  excision  of  a sufficiently 
large  portion  of  the  first  phalanx  and  meta- 
tarsal head,  the  lengthening  of  the  extensor 
tendon,  interposition  of  a capsular  flap,  and 
attachment  of  the  periosteocapsular  cover 
with  distributed  tension. 

Impairment  of  use  and  persistent  soreness 
were  considered  to  be  more  important  in  the 
indication  for  operative  treatment  of  hallux 
valgus  than  the  cosmetic  effect  demanded  by 
patients.  Of  142  patients,  who  underwent 
the  operative  procedure,  117  displayed  a 
satisfactory  result  applying  formal  and 
functional  criteria. 

550  First  Avenue 
New  York,  New  York  10016 
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Suicidal  behavior,  assaultiveness,  and 
property  destruction  are  almost  invariably 
considered  psychiatric  emergencies,  accord- 
ing to  Frazier.*  He  added  that  extreme 
anxiety,  panic,  and  bizarre  behavior  may  be 
perceived  as  emergency  situations  depending 
on  the  degree  to  which  the  disturbed  be- 
havior threatens  or  evokes  fear  in  the  be- 
holder. 

An  emergency,  by  dictionary  definition,  is 
a sudden,  generally  unexpected  occurrence 
or  set  of  circumstances  demanding  imme- 
diate action.  To  emerge  means  to  come  into 
view,  literally  speaking.  In  this  context,  the 
awareness  of  the  beholder  or  the  viewer  is 
crucial.  The  astute  clinician  is  likely  to  dis- 
cover acute  appendicitis  in  its  earlier  stages. 
Once  the  inflamed  appendix  has  perforated, 
a taxi  driver  can  make  a correct  guess  about 
the  diagnosis. 

I wTould  like  to  suggest  that  behavior  char- 
acterized by  suicidal  attempts,  assaultive- 
ness, or  property  destruction  often  belongs 
in  the  realm  of  the  appendix  that  has  al- 
ready ruptured.  Hopefully,  we  can  con- 
tinually refine  our  perceptions  and  improve 

•Frazier,  S.  H.:  Comprehensive  management  of  psy- 

chiatric emergencies,  Psychsomatics  9:  7 (Jan. -Feb.)  1968. 


our  skills  in  detecting  the  precursors  of  the 
critical  situation.  We  can  strive  to  recog- 
nize the  emergent  condition  and  thus  be  in 
a better  position  to  obviate  the  acute  emer- 
gency. 

Frazier  also  mentioned  that  extreme  anxi- 
ety, panic,  and  bizarre  behavior  are  per- 
ceived as  emergencies  when  they  provoke 
fear  in  the  beholder  or  when  he  feels 
threatened  by  them.  Matters  of  degree  are 
involved  here,  but  again  we  would  hope  to 
perceive  symptoms  before  they  become  so 
obviously  acute.  Thus,  my  working  defini- 
tion of  a psychiatric  emergency  is:  any 

situation  that  jeopardizes  the  mental  health 
and  emotional  equilibrium  of  the  patient  and 
that  may  be  alleviated  by  immediate  action. 

None  of  us  can  diagnose  and  treat  a pa- 
tient until  we  see  him  and  he  is  willing  to 
accept  our  ministrations.  However,  it  may 
be  possible  to  take  better  advantage  of  the 
contacts  that  we  do  have  with  patients.  To 
do  this,  a special  quality  of  awareness  is 
useful.  This  awareness  has  a number  of 
component  parts.  These  include  awareness 
of  the  patient’s  emotional  equilibrium  and 
the  internal  and  external  vicissitudes  that 
may  disturb  it,  some  awareness  of  the  emo- 
tional functioning  of  relatives  who  influence 
the  patient,  and  a recognition  of  one’s  own 
reaction  to  the  emotional  responses  of  one’s 
patients. 

The  spectrum  of  situations  that  may  have 
psychiatric  emergency  connotations  is  as 
broad  as  the  life  span.  A great  variety  of 
physical,  medical,  social,  and  environmental 
developments  may  provoke  moderate  to  se- 
vere anxiety,  depression,  and  other  psychi- 
atric symptoms.  Many  people  consult  their 
family  physicians  under  such  circumstances. 

Anxiety  of  relatives 

The  physician  may  be  called  on  to  evalu- 
ate situations  to  which  the  patient  or  his 
relatives  have  given  an  unrealistic  weight- 
ing, to  the  neglect  of  the  patient’s  medical 
and  social  welfare.  Representative  topics 
are  sexual  behavior,  pregnancy  and  its  inter- 
ruption, drug  use,  behavior  of  teen-agers, 
school  performance  of  youth,  and  home  care 
of  the  psychiatric  patient  and  of  the  geri- 
atric patient.  This  is  one  broad  area. 
There  is  another  area  to  which  the  reactions 
of  patients  and  relatives  might  be  best  char- 
acterized as  active  avoidance  and  denial.  In 


September  1,  1970  / New  York  State  Journal  of  Medicine  2219 


this  realm  are  those  illnesses  that  have  the 
possibility  or  probability  of  untimely,  fatal 
disease  necessitating  radical  treatment  and 
auguring  imminent  death.  Also  to  be  in- 
cluded are  the  reaction  of  patients,  relatives, 
and  health  personnel  to  the  patient  following 
radical  surgery  and  to  the  dying  patient. 
Grief  reactions  of  relatives  may  be  in  the 
same  sphere. 

When  we  consider  such  diverse  contexts, 
our  difficulty  in  defining  a psychiatric  emer- 
gency or  its  precursors  is  understandable. 
Is  it  accurate  and  pertinent  to  label  these 
various  constellations  of  medical  and  social 
problems  as  psychiatric?  The  question  is 
not  relevant.  The  issue  is  that  these  con- 
stellations often  carry  a very  high  emotional 
charge.  The  participants  in  such  situations 
often  experience  marked  anxiety  and  de- 
pression. These,  however,  may  be  masked 
by  more  conscious  feelings  of  anger,  guilt, 
shame,  obliviousness,  denial  that  any  prob- 
lem exists,  somatic  complaints,  or  by  what 
has  been  called  “mixed-motive  games.” 
This  term  has  been  used  to  describe  one  type 
of  interaction  between  two  people:  the 

moves,  or  remarks  and  behavior,  of  each 
participant  are  influenced  by  the  moves  of 
the  other.  Under  such  circumstances,  the 
goal  is  not  communication  nor  the  commu- 
nication of  feeling  but  “one-upmanship.” 

The  central  issue  in  the  responses  of  pa- 
tients and  relatives  to  the  kinds  of  crises 
that  I have  noted  is  anxiety.  The  physician, 
when  he  is  called  to  intervene,  is  confronted 
by  the  patient’s  anxiety  and  that  of  the  rela- 
tives. These,  in  turn,  may  kindle  anxiety 
and  its  reverberations  in  the  physician  and 
impair  his  objectivity.  Inevitably,  anxiety 
narrows  the  field  of  perceptual  awareness. 
The  distorted  view  of  the  problem,  as  per- 
ceived by  the  patient  or  the  relatives,  may 
contaminate  the  physician’s  evaluation. 
Their  supercharged  emotionality  may  be  in- 
fectious and  elicit  his  subjectively  emotional 
responses.  At  times,  it  can  be  a challenging 
task  to  maintain  a clear  definition  of  the 
patient’s  problem,  on  the  one  hand,  and  the 
relatives’  responses  to  it  on  the  other.  The 
relatives  may  plead  for  a resolution  of 
the  basic  issue  and,  at  the  same  time,  de- 
mand that  the  physician  become  an  ally  in 
implementing  their  prefabricated  answer  to 
the  problem.  Under  such  circumstances,  his 
concept  of  himself  as  a person  and  as  a 


practitioner  of  the  healing  arts,  as  well  as 
his  public  image  of  himself  as  a physician 
may  be  jeopardized.  He  feels  obligated  to 
take  definitive  action  but  may  be  torn  be- 
tween pursuing  that  which  is  best  for  the 
patient  and  that  which  provides  temporary 
approval  from  the  relatives. 

Thus,  we  are  dealing  with  a number  of 
interreactive  processes,  many  of  which 
emerge  in  a variety  of  contextual  situations 
that  are  true  psychiatric  emergencies  or 
their  precursors. 

Alternatives  to  psychiatric  hospitalization 

Until  recently,  the  commonest,  the  classi- 
cal, psychiatric  emergency  was  the  patient 
who  was  delusional,  hallucinating,  had  im- 
paired reality  contact,  and  a number  of 
other  signs  of  acute  psychiatric  illness. 
These  usually  included  some  reference  to 
destructive  behavior,  whether  of  self  or  of 
some  one  or  some  thing  in  the  environment. 
The  family  physician  was  called  or  the  pa- 
tient was  brought  to  the  office.  This  was  an 
emergency  demanding  immediate  action, 
and  there  seemed  to  be  no  alternative  but  to 
dispatch  the  patient  to  the  nearest  city  hos- 
pital with  a psychiatric  facility.  After  ap- 
proximately two  weeks  there,  during  which 
he  was  under  observation  but  probably  re- 
ceived no  treatment,  he  was  either  dis- 
charged home  or  transferred  to  a state  hos- 
pital. After  a variable  length  of  time,  he 
may  have  been  discharged  to  his  family  and 
told  to  report  to  an  after-care  clinic  for 
further  treatment  and  follow-up.  A year 
later,  he  was  discharged  from  the  clinic. 

Whether  the  patient  had  traveled  the 
“short  circuit,”  that  is,  home  from  the  city 
hospital,  or  the  “long  circuit”  through  the 
state  hospital,  he  had  acquired  a label.  This 
label,  history  of  psychiatric  hospitalization, 
is  very  different  from  having  a history  of 
orthopedic  hospitalization.  The  latter  is  re- 
garded as  normal,  while  the  label  is  stig- 
matizing and  involves  a value  judgment. 
The  patient  is  rendered  vulnerable  in  the 
eyes  of  his  family  and  the  community,  and 
their  expectations  of  him  are  different: 
they  are  less  tolerant  and  his  behavior  is 
suspect.  If  it  departs  from  that  which  the 
family  considers  acceptable,  he  may  be 
threatened  with  return  to  the  hospital  or  the 
threats  may  be  implemented. 
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These  practices  still  continue  but  to  a 
lesser  extent  since  vve  now  have  community 
mental  health  clinics,  inpatient  psychiatric 
services  in  general  hospitals,  and  psychiatric 
drugs.  With  these,  it  is  often  possible  to 
obviate  transfer  to  city  and  state  hospitals. 
Until  recently,  most  patients  who  were  ad- 
mitted to  a general  hospital  medical  service 
following  a suicidal  attempt  were  trans- 
ferred to  a city  hospital  psychiatric  facility 
as  soon  as  they  were  deemed  medically  safe 
to  travel.  The  same  was  true  for  patients 
who  developed  acute  psychiatric  symptom- 
atology during  regular  hospitalization  and 
for  the  geriatric  patients  with  their  chronic- 
brain  syndromes. 

Many  of  these  patients  can  and  are  being 
treated  in  the  general  hospital  setting  and 
in  the  clinic  and  in  the  office.  I should  like 
to  present  some  clinical  vignettes  of  situa- 
tions that  occur  in  office  and  hospital  prac- 
tices. Such  situations  call  for  immediate 
action  for  the  benefit  of  the  mental  health  of 
the  patient.  The  management  of  suicidal, 
alcoholic,  and  drug-abuse  patients  is  dealt 
with  by  other  speakers  and  will  be  referred 
to  only  peripherally. 

Surgical  patient  with 
acute  toxic  psychosis 

The  sudden  onset  of  acute  psychiatric 
symptomatology  is  not  uncommon  in  pa- 
tients who  have  serious  physical  illness. 
Some  physicians  are  inclined  to  regard  this 
as  willful  misbehavior  or  a defiance  of  the 
physician’s  healing  abilities.  Unwarranted 
and  inaccurate  value  judgments  may 
emerge. 

Case  1.  A fifty-nine-year-old  women  on 
the  surgical  service  of  a general  hospital  was 
confused,  disoriented,  dominated  by  persecu- 
tory delusions  and  suspicions,  uncontrollably 
agitated,  and  unmanageable.  She  had  been 
admitted  several  days  before  with  bright  red 
hematemesis.  Gastroscopy  and  duodenoscopy 
had  failed  to  disclose  any  source  of  the  bleed- 
ing, nor  had  an  exploratory  laparotomy.  The 
day  following  surgery  she  had  had  a cardiac 
arrest  that  responded  promptly  to  treatment. 
Two  days  later,  the  phychiatric  emergency 
had  developed.  When  seen  in  consultation, 
she  was  very  agitated  and  completely  out  of 
contact;  she  had  failed  to  respond  to  intra- 
muscular chlorpromazine.  Dosage  was  in- 
creased and  she  fell  into  a deep  sleep.  Mean- 
while, her  fluid  and  electrolyte  balances  were 
being  reestablished. 


‘The  surgical  staff  had  arrived  at  an  inter- 
esting differential  diagnosis:  Korsakoff’s 

psychosis  or  delirium  tremens.  According  to 
their  reasoning,  the  commonest  cause  of  such 
bleeding  is  esophageal  varices  which,  in  turn, 
commonly  result  from  alcoholic  liver  disease. 
If  she  had  the  latter,  she  must  be  chronically 
alcoholic,  and  thus  the  psychiatric  symptom- 
atology must  be  an  alcoholic  psychosis,  either 
acute  or  chronic.  Clinically,  she  had  the 
manifestations  of  an  acute  toxic  psychosis 
that  did  not  resemble  any  of  the  alcoholic- 
syndromes.  The  course  of  her  illness  con- 
firmed this.  After  sleeping  for  twenty-four 
hours,  having  received  a large  amount  of 
chlorpromazine,  she  was  clearly  oriented  and 
reality  contact  was  good. 

Delayed  parental  reaction  to 
psychiatric  emergency 

Case  2.  The  story  of  a thirteen-year-old- 
girl  is  an  illustration  of  a situation  that  be- 
came a psychiatric  emergency  when  the 
father  became  frightened  and  threatened. 
A few  days  before  she  was  brought  to  the 
psychiatric  clinic,  the  girl  had  told  her  father 
that  she  was  hearing  voices  and  was  afraid 
to  be  alone  at  night.  The  father  thought  that 
he  “could  talk  her  out  of  it  by  staying  with 
her  and  easing  her  guilt  feelings.”  However, 
he  became  panicky  when  the  girl  identified  the 
voice  as  his  own,  stating  she  felt  obliged  to 
obey  the  commands  of  the  voice  and  that  it 
told  her  to  do  “bad  things;”  she  was  a bad 
girl  and  had  done  bad  things.  Only  after  this 
did  the  father  observe  her  sufficiently  to  per- 
ceive that  she  had  trouble  sleeping,  experi- 
enced frightening  nightmares,  would  not  eat 
unless  forced,  and  that  her  weight  had 
dropped  from  100  to  90  pounds. 

It  became  evident  in  interview  that  she  had 
been  experiencing  referential  ideation,  feel- 
ings of  being  influenced,  auditory  and  perhaps 
visual  hallucinations,  persecutory  ideas,  and 
obsessive  doubts  for  one  to  two  years.  She 
had  become  increasingly  withdrawn  and 
friendless,  had  had  great  difficulty  in  concen- 
trating, and  her  school  performance  had 
slumped.  The  father,  a post-office  worker, 
was  irritable  and  seemed  to  take  his  daugh- 
ter’s symptoms  as  a personal  affront.  He 
wanted  to  be  assured  that  the  matter  was  not 
serious.  The  mother  was  flat,  petulant,  and 
appeared  to  have  only  limited  contact  with 
reality.  She  had  been  hospitalized  with  men- 
tal illness  for  three  and  a half  years  from  the 
time  of  the  girl’s  birth  and  had  been  main- 
tained on  a sizable  dosage  of  chlorpromazine 
during  the  subsequent  decade.  Apparently  no 
one  had  given  any  thought  to  the  impact  of  a 
cardiac  arrest  that  the  girl  had  suffered  dur- 
ing the  course  of  a tonsillectomy  two  years 
before  nor  to  her  menarche  a year  before.  In 
the  clinic,  she  responded  dramatically  to  a 
regimen  of  psychotherapy,  pharmacotherapy, 
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and  individual  tutoring.  Efforts  were  made 
to  work  with  the  parents,  but  to  little  avail. 

Reactive  psychosis  in  anticipation 
of  surgery 

Dealing  as  we  do  with  illness  daily,  we 
are  inclined  to  develop  rather  set  attitudes 
and  patterns  of  behavior  in  our  responses  to 
patients  and  their  individual  illness.  We 
may  forget  that  most  people  are  frightened 
about  being  ill  and  the  attendant  helpless- 
ness and  loneliness.  When  we  need  to  re- 
mind ourselves,  let  us  recall  how  each  of  us 
behaved  when  last  we  were  not  well.  There 
are  exceptions,  but  physicians  are  notori- 
ously anxious  people  when  they  are  ill. 

Particularly  frightening  and  upsetting  to 
patients  is  any  procedure  that  disrupts  or 
alters  their  bodies  as  they  are  accustomed 
to  perceiving  them.  Such  changes  are 
usually  accompanied  by  an  alteration  of 
one’s  concept  of  oneself,  and  there  is  an  at- 
tendant feeling  of  alienation.  In  addition,  a 
surgical  procedure  that  is  conceived  of  as 
radical  is  usually  associated  with  the  idea  of 
a fatal  illness.  Then  the  vague  awareness  of 
ultimate  death,  an  awareness  with  which 
people  live  one  way  or  another,  becomes  a 
realization  with  recognition  of  the  possibil- 
ity of  imminent  death. 

Physicians  deal  with  the  fact  of  fatal  ill- 
ness, radical  surgery,  the  prospect  of  death, 
and  the  fact  of  death  in  their  daily  work. 
How  do  we  live  with  this  knowledge  and  re- 
sponsibility? Are  we  inclined  to  deny  that 
such  grave  possibilities  exist  or  to  be  a little 
less  solicitous  of  patients  in  this  situation? 
Such  attitudes  are  not  uncommon  and  they 
are  certainly  human,  but  we  hope  through 
our  training,  experience,  and  skill  to  be  a 
cut  above  the  layman’s  response.  To  do  so 
can  save  the  patient  from  some  portion  of 
his  suffering  and  loneliness. 

Case  3.  A woman  was  admitted  to  the  sur- 
gical section  of  a general  hospital  for  resec- 
tion of  carcinomatous  bowel  and  a colostomy. 
Apparently  neither  her  internist  nor  her  sur- 
geon had  mentioned  the  necessity  for  colos- 
tomy until  after  admission.  Within  twenty- 
four  hours,  we  received  a request  for  an 
emergency  psychiatric  consultation  because 
she  was  frightened,  anxious,  disoriented,  and 
depressed.  In  more  lucid  moments,  she  de- 
bated refusing  the  surgery  altogether.  One 
of  our  psychiatric  nurses  joined  me  for  the 
consultation  and  continued  talking  with  the 


woman  when  I was  called  away  after  only  a 
few  minutes.  The  nurse  learned  that  the  pa- 
tient, a sixty-eight-year-old  widow,  had  lost  a 
number  of  relatives  during  their  attempted 
escape  from  Europe.  One  of  the  survivors,  a 
niece,  had  had  a colostomy  only  a few  years 
before  and  had  died  shortly  thereafter.  The 
patient  regarded  such  a procedure  on  herself 
as  an  overture  to  death  but  had  not  verbalized 
her  knowledge  about  her  niece  and  her  fears 
about  herself  to  her  physicians.  The  nurse 
was  very  warm  and  understanding  and  dis- 
cussed some  of  the  facts  of  a colostomy  with 
the  patient,  who  then  reluctantly  agreed  to 
permit  the  operation. 

The  psychiatric  nurse  visited  the  patient  as 
she  was  recovering  from  the  anesthesia  and 
subsequently  stopped  by  to  see  her  daily.  Ini- 
tially the  patient  denied  the  existence  of  the 
colostomy  and  avoided  any  reference  to  it. 
Dressings  and  irrigations  were  taken  care  of 
by  her  special  duty  nurse.  Gradually  the 
psychiatric  nurse  led  the  patient  to  discuss 
the  colostomy  and  then  to  look  at  it,  irrigate, 
and  care  for  it.  Her  recovery  from  surgery 
was  uneventful,  but  she  was  not  happy  about 
the  prospect  of  discharge.  Throughout  the 
postoperative  period,  she  was  clear  and  well 
oriented,  and  anxiety  and  depression  gradu- 
ally lifted.  She  was  transferred  to  a nursing 
home  for  a convalescent  period  and  then  dis- 
charged home.  When  she  visited  the  hospital 
for  a three-month  postoperative  visit,  she  was 
in  good  spirits  and  doing  well. 

Had  the  patient  been  able  to  ventilate  her 
fears  before  hospitalization,  the  psychiatric 
emergency  might  have  been  obviated.  With- 
out psychiatric  intervention,  a chronic  psy- 
chiatric illness  might  have  persisted. 

Treatment  of  psychiatric  emergencies 

Sir  William  Osier  remarked  that  the  three 
most  important  things  about  the  treatment 
are  the  diagnosis,  the  diagnosis,  and  the 
diagnosis.  Galen  noted  that  the  diagnosis 
is  the  awareness  of  all  things,  that  is,  about 
the  patient. 

As  already  noted,  it  is  easier  to  treat  the 
precursors  of  an  emergency  than  the  acute 
emergency  after  it  arises.  Thus  the  earlier 
the  diagnosis  is  made,  the  better. 

The  primary  issue  is  to  help  the  patient 
recognize  that  you  are  his  ally,  that  you 
realize  that  he  is  suffering  greatly,  and  that 
you  plan  to  initiate  action  immediately  to 
bring  him  all  possible  relief.  These  atti- 
tudes are  conveyed  by  manner  rather  than 
by  pronouncement.  Some  of  the  technics 
have  been  noted  in  the  foregoing  text  and 
clinical  vignettes.  Details  of  treatment  are 
beyond  the  scope  of  this  presentation. 
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Summary 

A psychiatric  emergency  is  any  situation 
that  jeopardizes  the  mental  health  and  emo- 
tional equilibrium  of  the  patient  and  that 
may  be  alleviated  by  immediate  action. 

The  precursors  of  acute  psychiatric  emer- 
gencies are  often  detectible  if  the  physician 
is  aware  of  the  possibilities  of  an  emergency 
developing. 

The  physician’s  concept  of  himself  as  a 
person  and  as  a professional  man  can  serve 


him  well  or  can  sabotage  his  efforts,  depend- 
ing on  the  extent  to  which  he  allows  value 
judgments  to  influence  his  thinking. 

The  relatives  of  patients  may  be  more 
problematical  or  may  have  more  pathologic 
conditions  than  the  patients  have.  Aware- 
ness of  this  possibility  and  the  need  to  deal 
with  it  are  crucial. 

Treatment  begins  with  immediate  action. 

275  Central  Park  West 
New  York,  New  York  10024 


Correction 

The  article  entitled  “Intravenous  Lidocaine;  Adjunct  to  General  Anesthesia  for  Endos- 
copy” by  Louis  S.  Blancato,  M.D.,  Alfred  T.  C.  Peng,  M.D.,  and  Delia  Alonsabe,  M.D.,  that 
appeared  in  the  June  15,  1970,  issue  of  the  Journal,  pages  1659-1660,  was  incorrectly 
noted  as  the  E.  Dean  Babbage  Memorial  Lecture.  It  was  presented  at  the  163rd  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York,  New  York  City,  Section  on  An- 
esthesiology, February  9, 1969. 


September  1,  1970  / New  York  State  Journal  of  Medicine  2223 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

k 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiology 


I'OO  PM. 


QUESTION  71  (Above).  These  serial  electro- 
cardiograms were  taken  following  admission 
to  the  hospital  of  a sixty-eight-year-old  man 
with  chest  pain.  What  is  the  interpretation 
and  the  clinical  significance  of  the  changes? 


QUESTION  72  (Left).  The  patient  was  a fifty 
year-old  man  admitted  to  the  hospital  with 
palpitations  and  vague  anterior  chest  pain. 
The  initial  tracing  was  obtained  prior  to  ther- 
apy, and  the  tracing  taken  at  1:02  p.m.  was 
obtained  following  3 mg.  of  intravenous  phe 
nylephrine  (Neo-Synephrine).  What  is  the  in- 
terpretation of  the  three  tracings? 
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Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  71.  The  first  electrocardiogram 
shows  sinus  tachycardia  with  second-degree 
heart  block  of  the  Wenckebach  type.  Note 
especially  in  lead  I the  progressive  increase 
in  the  P-R  interval.  The  third  P wave  is 
blocked.  There  are  deep  Q waves  and  ele- 
vated S-T  segments  in  leads  II,  III,  and 
aVf.  The  patient  had  an  acute  myocardial 
infarct  of  the  inferior  wall.  In  such  pa- 
tients, second-degree  heart  block  of  the 
Wenckebach  variety  usually  disappears  with- 
out therapy.  In  the  second  tracing,  twenty- 
four  hours  later,  the  patient  is  in  sinus 
rhythm  with  first-degree  atrioventricular 
block  and  a P-R  interval  of  0.22  to  0.23 
second. 

Question  72.  The  record  obtained  at  1 : 00 


p.m.  has  a ventricular  rate  of  210.  The  QRS 
complexes  measure  0.12  second.  There  are 
no  definite  P waves  visible.  However,  there 
is  a notched  T in  aVr  and  aVl,  which  may 
indicate  that  the  P wave  is  superimposed  on 
the  T in  these  leads.  The  diagnosis  is  either 
atrial  tachycardia  with  aberrant  ventricular 
conduction  or  ventricular  tachycardia.  Fol- 
lowing the  injection  of  phenylephrine,  the 
rhythm  converted  to  regular  sinus  rhythm. 
There  are  nonspecific  S-T  segment 
changes,  and  the  QRS  is  of  normal  duration. 
There  is  an  atrial  premature  contraction  in 
lead  V3.  At  1:15  P.M.  the  supraventricular 
tachycardia  recurred  at  the  same  rate  as 
previously  but  with  a different  form  of 
aberrant  ventricular  conduction. 

The  prompt  reversion  of  the  arrhythmia 
with  phenylephrine  is  characteristic  of 
supraventricular  tachycardia.  The  fact  that 
this  rhythm  recurs  at  the  same  rate  with 
varying  QRS  configuration  is  further  evi- 
dence of  the  supraventricular  origin  of  the 
arrhythmia. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  18,  1971 
The  Americana,  New  York  City 
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RICHARD  M.  FRIEDENBERG,  M.D. 
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New  York  Medical  College 
HARRY  BERGMAN,  M.D.,  F.A.C.S. 

Attending  Urologist,  Bronx-Lebanon  Hospital  Center 


Renal  Medullary  Necrosis 


Although  renal  medullary  necrosis  was 
first  observed  in  1877  by  Friedreich,  it  was 
not  until  the  1950’s  that  the  condition  be- 
came generally  known.  Renal  papillary  or 
renal  medullary'  necrosis  is  generally  de- 
fined as  an  ischemic  necrosis  involving  the 
renal  medulla,  which  in  the  absence  of 
localizing,  obstructive,  or  vascular  factors, 
is  usually  bilateral  and  most  often  associated 
with  infection.  Previously,  medullary'  ne- 
crosis was  considered  a complication  of  dia- 
betes or  urinary  obstruction.  Although  the 
etiology  has  never  been  definitely  proved,  it 
would  appear  that  multiple  factors  may  pro- 
duce the  same  pathologic  finding. 

Pyelonephritis  is  probably  the  prime 
etiologic  factor,  and  it  is  presumed  that  in- 
fection with  bacterial  proliferation  and  ne- 
crosis leads  to  diminished  blood  flow  and 
ischemia.  In  Simon’s  group  of  211  cases, 
95  per  cent  had  pyelonephritis.  It  is,  of 
course,  difficult  to  establish  whether  the 
pyelonephritis  is  necessarily  the  prime  fac- 
tor or  may  be  a secondary  complication. 

Drugs,  particularly  phenacetin,  tend  to 
produce  a primary  interstitial  nephritis  as 
well  as  having  a direct  toxic  action  on 
the  kidney.  It  is  possible  that  renal  damage 
secondary  to  overdose  of  phenacetin  may 
make  the  kidney  more  susceptible  to  infec- 
tion. According  to  the  Scandinavian  litera- 
ture, in  approximately  50  per  cent  of  pa- 
tients with  papillary  necrosis,  the  condition 
followed  drug  abuse. 

In  sickle-cell  disease  and  trait,  a com- 
bination of  hyperosmolality  of  the  renal 
medulla  together  with  reduced  oxygen  ten- 


sion in  the  medula  tends  to  produce  sick- 
ling and  sluggish  flow  in  the  vasa  recta.  It 
is  presumed  that  this  leads  to  ischemia  and 
to  the  coagulative  necrosis  of  renal  medul- 
lary necrosis.  Thrombi  are  not  usually 
found  within  the  vessels. 

The  vascular  supply  of  the  medulla  is  in- 
ferior to  that  of  the  cortex,  and  it  is  pos- 
sible that  any  form  of  vascular  abnormality 
of  the  renal  medulla  may  lead  to  ischemia 
and  necrosis.  It  is  also  possible  that  a 
combination  of  pyelonephritis  plus  vascular 
factors  may  produce  the  end  result. 

Secondary  factors  include  diabetes,  ob- 
struction with  hydronephrosis,  and,  possibly, 
hypersensitivity  reactions.  Prior  to  the 
1950’s,  about  two  thirds  of  the  patients  were 
diabetic,  and  approximately  one  third  had 
obstructive  hydronephrosis.  In  the  modern 
literature,  fewer  than  50  per  cent  of  re- 
ported cases  are  diabetic.  It  is  interesting 
that  in  a large  number  of  autopsy  cases  the 
incidence  of  pyelonephritis  in  diabetic  pa- 
tients is  approximately  three  or  four  times 
that  of  the  general  population  and  the  inci- 
dence of  renal  medullary  necrosis  in  dia- 
betic patients  is  again  approximately  four 
times  that  of  the  general  population.  This 
similarity  suggests  that  the  tendency  of 
diabetic  persons  to  develop  pyelonephritis 
may  be  the  common  denominator  leading  to 
the  production  of  renal  medullary  necrosis. 

Findings 

The  clinical  findings  in  renal  medullary 
necrosis  are  similar  to  those  of  pyelone- 
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FIGURE  1.  (Top,  papillary  type)  Earliest  finding 
is  blunting  of  forniceal  angle  of  calyx  followed  by 
extravasation  through  line  of  ischemic  necrosis 
which  separates  papilla  from  pyramid  (2).  Fol 
lowing  sloughing  of  papilla  through  calyx,  end 
result  is  clubbed  calyx  (3).  (Bottom,  medullary 
type)  Forniceal  angles  of  calyces  remain  intact 
with  extravasation  occurring  in  midportion  of 
calyx  trapping  smaller  segment  of  papilla.  Fol- 
lowing sloughing  of  papilla,  contrast  fills  area 
producing  humping  of  calyx  (B).  This  gradually 
enlarges  as  necrosis  continues.  Medullary  type 
more  common  and  is  type  usually  seen  in  sickle- 
cell disease. 


phritis,  with  a strong  predilection  for  the 
female  sex.  The  condition  may  be  sympto- 
matic of  an  acute  or  chronic  process. 

The  radiographic  findings  may  be  sum- 
marized as  follows. 

Renal  SIZE.  In  the  early  stages,  the  kid- 
neys are  usually  of  normal  size  or  perhaps 
slightly  enlarged  if  interstitial  edema  is 
present.  If  medullary  necrosis  is  superim- 
posed on  pyelonephritis,  the  kidneys  will,  of 
course,  be  small  and  contracted.  In  the 
chronic  stage,  the  kidneys  are  usually 
slightly  decreased  in  size. 

Forniceal  changes.  The  earliest  radio- 
graphic  finding  would  be  dilatation  of  the 
fornices  of  the  calyx,  similar  to  that  seen  in 
pyelonephritis.  This  may  be  associated  with 
slight  decrease  in  function  of  the  pyramids 
leading  to  decreased  filling  of  the  calyx. 

Extravasation.  The  cardinal  finding  of 
papillary  necrosis  is  extravasation  into  the 
necrotic  papilla.  This  may  be  of  the  medul- 
lary or  papillary  type  as  described  in  the 
diagrams  (Fig.  1). 

Papillary  incrustation.  If  the  tip  of 
the  papilla  is  sequestered  but  is  not  ex- 
truded, it  may  calcify,  producing  a typical 
ring-shaped  calcification  with  a radiolucent 
center  in  the  region  of  the  pyramid.  This  is 
more  common  in  the  papillary  type. 


FIGURE  2.  Clubbed  calyces  throughout  most  of 
both  kidneys,  end  stage.  In  lower  pole  of  left 
kidney  are  ring-shaped  shadows  where  process 
not  as  advanced. 


Clubbing.  In  the  late  stages,  if  the 
papilla  is  sequestered  and  extruded,  the 
calyx  assumes  a club  shape  indistinguish- 
able from  that  seen  in  pyelonephritis  (Fig. 
2). 

Generally  speaking,  the  medullary  type  is 
more  frequent  and  less  severe  than  the 
papillary  type,  although  mixed  types  are 
very  common  (Figs.  3 and  4).  The  medul- 
lary type  is  usually  seen  in  association  with 
sickle-cell  disease. 

Differential  diagnosis 

The  primary  differentials  to  be  considered 
are  pyelonephritis,  tuberculosis,  calyceal 
diverticula,  and  medullary  sponge  kidney. 

Pyelonephritis.  Since  pyelonephritis  is 
frequently  seen  in  association  with  renal 
papillary  necrosis,  differential  can  be  dif- 
ficult or  impossible.  When  renal  medul- 
lary necrosis  occurs  without  significant 
pyelonephritis,  the  end  result  is  a kidney 
that  is  approximately  of  normal  size,  and 
even  though  the  calyces  appear  clubbed, 
cortical  thickness  is  relatively  normal.  The 
irregular,  scarred,  lobulated  cortical  margins 
of  pyelonephritis  would  not  be  seen  in  medul- 
lary necrosis.  The  calyceal  and  pelvic 
changes  of  pyelitis,  including  strictures, 
mucosal  edema,  and  so  on,  are  not  seen  in 
medullary  necrosis.  In  the  early  stages, 
the  hallmark  of  renal  medullary  necrosis  is 
the  extravasation  producing  the  cavity. 
This  is  not  seen  in  pyelonephritis. 
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Tuberculosis.  In  tuberculosis  one  sees 
ulcerating,  irregular  cavities  not  strictly 
limited  to  the  medullary  portions  of  the  kid- 
ney, associated  with  calcifications  of  an  ir- 
regular nature,  and  strictures  of  the  ureter 
and  infundibula.  These  changes  are  not 
seen  in  renal  medullary  necrosis.  Although 
tuberculosis  may  be  a bilateral  disease,  it 
usually  is  present  predominantly  in  one  sec- 


FIGURE  3.  (A,  medullary  type).  Early  extravasa- 

tion from  central  portion  of  calyx  into  tip  of 
papilla.  (B)  Contrast  material  filling  area  of 
necrotic  papilla  as  seen  in  tomogram.  Note 
relationship  of  contrast  to  central  portion  of 
calyx.  (C)  Central  areas  of  contrast  filling  within 
papilla  connected  to  calyces. 

tion  of  a single  kidney.  Renal  medullary 
necrosis  is  bilateral  and  diffuse  in  approxi- 
mately three  fourths  of  cases. 

Calyceal  diverticula.  Calyceal  diver- 
ticula are  usually  single,  affecting  only  a sin- 
gle calyx.  The  calyx  itself  is  usually  intact. 
The  diverticula  usually  occur  between  the 
pyramids  rather  than  in  the  medullary  pyra- 
mid itself. 

Medullary  sponge.  Medullary  sponge 
usually  presents  signs  of  numerous  linear 
striations  representing  the  dilated  collecting 
tubules  within  each  pyramid.  This  may  give 
the  impression  of  numerous  cavities.  In 
renal  medullary  necrosis,  there  is  usually  a 
single  cavity  in  each  pyramid.  One  does  not 
see  the  multiplicity  of  cavities,  calculi,  and 
irregular,  linear,  dilated  collecting  tubules. 

The  treatment  of  renal  medullary  necrosis 
is  basically  the  eradication  of  infection  and 
obstruction,  if  present.  Although  the  dis- 
ease was  once  considered  fatal,  today  many 
chronic  cases  have  been  reported  which  have 
been  maintained  for  years.  The  acute,  ful- 
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minating  form  of  pyelonephritis  may  rep- 
resent medullary  necrosis  superimposed  on 
pyelonephritis. 

Summary 

Renal  medullary  necrosis  is  probably  far 
more  common  than  reported  instances  sug- 
gest. The  major  etiologic  agents  include 
pyelonephritis,  drugs,  and  sickle-cell  dis- 
ease. Most  unilateral  cases  are  associated 
with  obstruction  and  hydronephrosis.  There 
is  no  specific  therapy  aside  from  the  treat- 
ment of  the  causative  agent. 
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T he  complications  that  may  develop  in  a 
patient  with  a hypernephroma  are  well 
known.  These  include  fever,  anemia,  poly- 
cythemia, hypercalcemia,  renal  amyloidosis, 
and  hyperhaptoglobinemia.12  Other  compli- 
cations that  have  not  received  as  much  at- 
tention are  the  hepatosplenomegaly  and  the 
hepatic  dysfunction  that  may  be  secondary 
to  the  hypernephroma.1 

This  report  covers  2 patients  who  had 
fever  and  hepatic  dysfunction  as  a compli- 
cation of  a hypernephroma.  Both  the  fever 
and  hepatic  abnormalities  returned  to  nor- 
mal following  the  removal  of  the  tumor. 

Case  reports 

Case  1.  A forty-five-year-old  traveling 
salesman  was  admitted  to  the  Albany  Medi- 
cal Center  Hospital  on  July  10,  1967,  with 
a chief  complaint  of  fever  of  unknown  ori- 
gin. Six  months  before  admission,  the  pa- 
tient developed  a fever  which  spiked  every 
afternoon.  In  addition  to  the  fever,  the 
patient  had  had  progressive  fatigue  and  a 


20-pound  weight  loss.  He  had  no  other 
significant  complaints. 

Past  history  revealed  that  the  patient  was 
in  a malaria  area  during  World  War  II; 
however,  he  never  had  clinical  malaria. 
Nine  years  previous  to  admission,  he  had  a 
gastrointestinal  hemorrhage  from  a du- 
odenal ulcer  proved  by  x-ray  examination. 
This  was  treated  medically  without  further 
difficulty. 

On  admission  to  the  hospital,  the  patient’s 
temperature  was  102.2  F.,  blood  pressure 
130/70,  and  pulse  90  per  minute  and  regular. 
Physical  examination  revealed  a spleen  pal- 
pable 3 cm.  below  the  left  costal  margin  and 
a liver  palpable  2 cm.  below  the  right  costal 
margin.  There  were  no  other  significant 
physical  findings. 

Laboratory  data  revealed  hemoglobin 
10.8,  hematocrit  36.5,  white  blood  count 
7,050,  with  a normal  differential.  Platelet 
count  was  1.7  million  by  the  indirect  count- 
ing method.  Reticulocyte  count  was  1.7 
per  cent.  Multiple  urinalyses  gave  normal 
results.  Stools  were  negative  for  occult 
blood.  A bone-marrow  examination  was 
nondiagnostic.  Multiple  blood  cultures  and 
many  other  studies  were  performed  in  an 
attempt  to  elucidate  the  cause  of  this  pa- 
tient’s fever.  All  of  these  studies  gave 
either  normal  or  nondiagnostic  findings  ex- 
cept for  his  liver  function  studies.  These 
are  shown  in  Table  I.  Hepatic  scan  with 
Au198  (gold-198)  gave  normal  findings.  A 
liver  biopsy  showed  unremarkable  hepatic 
tissue,  except  for  intracytoplasmic  brown 
pigment  deposition  in  several  hepatic  cells. 
Chest  x-ray  film  gave  normal  findings, 
cholecystogram,  a barium  enema,  and  sig- 
moidoscopy findings  were  normal.  An  upper 
gastrointestinal  series  revealed  a deformed 
duodenal  bulb  with  a question  of  an  active 
ulcer.  An  intravenous  pyelogram  demon- 
strated a questionable  space-occupying  lesion 
in  the  upper  pole  of  the  right  kidney. 

Ten  days  after  admission,  the  patient  un- 
derwent an  exploratory  laparotomy  which 
confirmed  the  presence  of  a tumor  in  the 
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TABLE  I.  Liver  function  before  and  after  surgical  removal  of  hypernephroma 


-—Total  Bilirubin— 

Alkaline 

- — Phosphatase  * — 

Leucine 

• — Aminopeptidase — 

- — BSP  Retention— 
(Per  Cent) 

Before 

After 

Before 

After 

Before 

After 

Before 

After 

Patient 

Surgery 

Surgery 

Surgery 

Surgery 

Surgery 

Surgery 

Surgery  Surgery 

Case  1 

0.9 

1.2 

4.8 

1.8 

448 

168 

14 

<5 

Case  2 

0.8 

0.4 

4.5 

2.1 

672 

187 

24 

<5 

° Bessey-Lowry  units. 


upper  pole  of  the  right  kidney.  A right 
nephrectomy  was  performed.  At  the  time 
of  operation,  the  liver  appeared  to  be 
grossly  normal.  The  spleen,  although  en- 
larged, was  also  normal  in  appearance. 
The  pathologic  report  of  the  renal  tumor  re- 
vealed it  to  be  a clear-cell  hypernephroma 
with  no  invasion  of  the  renal  vein.  The 
patient  had  an  uneventful  postoperative 
course.  His  temperature  became  normal 
two  days  after  surgery  and  continued 
normal  from  that  time  on.  His  liver  func- 
tion results  gradually  improved  and  were 
normal  one  month  after  operation  (Table  I) . 

Case  2.  A fifty-eight-year-old  white 
woman,  housewife,  was  transferred  from  an- 
other hospital  to  the  Albany  Medical  Center 
Hospital  on  July  28,  1967,  with  a chief  com- 
plaint of  fever  of  six  month’s  duration. 
Six  months  prior  to  admission,  the  patient 
began  to  have  a daily  fever  which  would 
spike  between  100  to  103  F.  in  the  late 
afternoon.  In  addition  to  the  fever,  the 
patient  had  had  a 30-pound  weight  loss, 
marked  fatigue,  and  increasingly  frequent 
night  sweats.  She  had  no  other  signifi- 
cant complaints.  Her  past  history  was  un- 
remarkable. 

On  admission  to  the  hospital,  the  patient’s 
temperature  was  101.2  F.,  blood  pressure 
was  120/70,  and  pulse  88  per  minute  and 
regular.  Physical  examination  revealed  a 
very  pale  chronically  ill  woman.  The  only 
positive  physical  findings  were  a soft,  high- 
pitched,  nonradiating  systolic  murmur  heard 
along  the  left  sternal  border  and  a spleen 
edge  felt  1 fingerbreadth  below  the  left 
costal  margin. 

Laboratory  data  revealed  a hemoglobin  of 
9.1,  hematocrit  32,  white  blood  cell  count 
5,500,  with  a normal  differential.  Platelet 
count  was  1.28  million  by  the  indirect  count- 
ing method.  Reticulocyte  count  was  1.5  per 
cent.  Multiple  urinalyses  gave  normal  find- 


ings. The  stools  ranged  from  a trace  to 
3 plus  occult  blood  on  one  occasion.  A bone- 
marrow  examination  was  nondiagnostic. 
Multiple  blood  cultures  and  many  other 
studies  performed  in  an  attempt  to  discover 
the  cause  of  this  patient’s  fever  were  all 
either  normal  or  nondiagnostic  except  for 
the  liver  function  studies,  the  results  of 
which  were  markedly  abnormal  and  which 
are  shown  in  Table  I.  Hepatic  scan  with 
Au108  was  normal.  Chest  x-ray  examina- 
tions, upper  gastrointestinal  series  with 
small-bowel  follow  through,  barium  enema, 
and  cholecystogram  findings  were  normal. 
Sigmoidoscopic  examination  revealed  a small 
polyp  4 cm.  above  the  rectum.  An  intx-a- 
venous  pyelogram  suggested  the  presence  of 
a space-occupying  lesion  involving  the  upper 
pole  of  the  left  kidney.  This  was  confirmed 
with  a drip  infusion  nephrotomogram. 
Eleven  days  after  her  admission,  the  patient 
underwent  a laparotomy.  At  surgery,  the 
liver  appeared  grossly  normal  and  was  free 
of  any  gross  tumor.  The  spleen  was  found 
to  be  enlarged.  In  the  left  kidney,  there  was 
found  a large  tumor  occupying  the  upper 
pole  of  the  kidney  and  measuring  approxi- 
mately 6 cm.  in  diameter.  There  was  in- 
vasion of  the  intrarenal  portion  of  the  renal 
vein.  A left  nephrectomy  was  performed. 
Pathologic  studies  revealed  this  to  be  a 
clear-cell  hypernephroma  extending  into  the 
renal  vein. 

The  patient  had  an  uneventful  postopera- 
tive course.  Her  temperature  rapidly  re- 
turned to  normal  several  days  after  surgery 
and  continued  normal.  Her  liver  functions 
gradually  improved  and  were  normal  one 
month  after  surgery. 

Comment 

In  1935,  Creevy3  described  3 patients  with 
hypernephromas,  whose  clinical  pictures 
simulated  hepatic  cirrhosis.  In  1961, 
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Stauffer4  reported,  in  abstract  form,  on  5 
patients  with  documented  hypernephromas, 
all  of  whom  had  abnormalities  of  liver  func- 
tion. These  abnormalities  included  abnor- 
mal serum  protein,  increased  sulfobromoph- 
thalein  (Bromsulphalein)  retention  and  ab- 
normal thymol  turbidity,  and  alkaline  phos- 
phatase. Since  this  abstract  appeared,  scat- 
tered reports  of  this  entity  have  appeared 
in  the  American  and  the  English  litera- 
ture.1,6 7 The  2 patients  described  in  this 
report  illustrate  all  of  the  known  facets  of 
this  complication.  When  the  patients  were 
first  seen,  they  both  had  splenomegaly  and 
one  had  hepatomegaly.  Both  patients  had 
abnormal  liver  function  studies  as  shown  in 
Table  I.  These  studies  included  abnormal 
alkaline  phosphatase,  elevated  leucine 
aminopeptidase,  and  increased  sulfobrom- 
ophthalein.  Liver  biopsy  performed  as  a 
punch  biopsy  in  the  first  patient  prior  to 
surgery  was  nondiagnostic.  The  second  pa- 
tient had  no  liver  biopsy.  Findings  from 
hepatic  scans  performed  on  both  patients 
were  normal.  At  the  time  of  laparotomy, 
the  liver  was  examined  in  both  patients  and 
thought  to  be  grossly  normal.  No  evidence 
of  metastatic  tumor  was  seen. 

Within  four  week,  following  the  removal 
of  the  hypernephroma,  all  of  the  liver  func- 
tions returned  to  normal.  In  both  patients, 
the  spleen  had  also  markedly  decreased  in 
size,  and  in  the  patient  with  hepatomegaly 
the  liver  was  no  longer  palpable. 

Evidence  for  the  influence  of  fever  on 
sulfobromophthalein  retention  is  conflict- 
ing.8 Whether  it  is  the  fever  itself  or  some 
hepatocellular  damage  associated  with  the 
fever  that  causes  an  abnormal  sulfobrom- 
ophthalein is  unclear.  Although  prolonged 
fever  may  cause  a retention  of  sulfobrom- 
ophthalein, there  is  usually  no  concomitant 
increase  in  alkaline  phosphatase  or  leucine 
aminopeptidase.  Because  the  latter  two 
were  also  abnormal  in  our  patients,  we  be- 
lieve that  the  increased  sulfobromophthalein 
retention  represents  liver  dysfunction  rather 
than  a nonspecific  response  to  fever. 

Lemmon,  Holland,  and  Holland1  have  re- 
ported a patient  who  had  a hypernephroma 
with  a single  pulmonary  metastasis.  This 
patient  had  hepatic  dysfunction  with  an  ele- 
vated alkaline  phosphatase,  increased  sulfo- 
bromophthalein retention,  and  elevated 
serum  glutamic  oxaloacetic  transaminase, 


serum  glutamic  pyruvic  transaminase,  and 
lactic  dehydrogenase.  The  patient  then  un- 
derwent a nephrectomy  with  removal  of  her 
hypernephroma.  Following  this,  the  patient 
began  to  gain  weight,  the  hemogram  find- 
ings and  her  physical  appearance  improved 
strikingly.  However,  the  liver  function 
studies  remained  abnormal.  The  patient 
then  underwent  a pulmonary  lobectomy  with 
en  bloc  resection  of  the  metastatic  focus. 
Seven  months  after  the  pulmonary  surgery, 
the  liver  function  test  results  were  found  to 
be  normal. 

It  will  be  of  extreme  interest  to  follow 
the  course  of  the  2 patients  reported  in  this 
report.  They  now  have  normal  liver  func- 
tion test  results.  If  metastatic  tumor  should 
arise,  it  will  be  important  to  correlate  this 
with  any  reappearance  of  the  hepatic  dys- 
function if  this,  indeed,  does  recur.  The 
hepatic  dysfunction  may  very  well  occur 
simultaneously  with  the  metastatic  tumor, 
and  thus  be  an  early  clue  to  the  recurrence 
of  the  hypernephroma,  even  before  a tumor 
mass  becomes  evident  on  physical  or  x-ray 
examination. 

The  mechanism  of  why  the  hepatic  dys- 
function occurs,  in  the  absence  of  observable 
metastatic  liver  disease,  is  not  known.  It 
has  been  postulated  that  the  tumor  elabo- 
rates some  substance  which  is  toxic  to  the 
hepatic  cell.7 

However,  no  such  material  has  as  yet  been 
isolated,  to  our  knowledge. 

The  2 patients  reported  here  are  also  un- 
usual in  that  their  presenting  symptom, 
other  than  the  hepatosplenomegaly  and 
hepatic  dysfunction,  was  fever  of  unknown 
origin. 

They  had  no  other  signs  or  symptoms 
referable  to  the  genitourinary  tract. 

In  the  review  of  273  patients  with  hyper- 
nephroma, Berger  and  SynkofP  found  44 
with  fever;  however,  only  7 had  fever  as  the 
sole  manifestation  of  the  tumor.  Wein- 
stein, Geraci,  and  Greene10  have  concluded 
that  fever  is  the  sole  presenting  symptom 
in  only  2 per  cent  of  patients  who  are  later 
proved  to  have  a hypernephroma. 

Petersdorf  and  Beeson11  in  a review  of 
100  patients  with  fever  of  unknown  origin 
found  only  one  case  with  a hypernephroma. 
Thus,  although  hypernephroma  exhibiting 
signs  of  fever  of  unknown  origin  is  well  re- 
corded in  the  literature,  it  nevertheless  is 
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an  unusual  event.  That  these  2 patients 
should  have  both  fever  of  unknown  origin 
and  hepatic  dysfunction  is  distinctly  un- 
usual. 


Summary 

The  several  varied  complications  that  may 
be  associated  with  a hypernephroma  have 
been  well  described.  One  of  the  more  un- 
usual complications  is  that  of  hepatic  dys- 
function and  hepatosplenomegaly  that  may 
accompany  this  tumor.  This  report  de- 
scribes 2 patients  who  showed  signs  of  fever 
and  hepatic  dysfunction.  At  operation,  a 
hypernephroma  was  removed  from  each  pa- 
tient. 

Following  the  removal  of  the  tumor,  the 
hepatic  dysfunction  disappeared.  Some  of 
the  pertinent  literature  pertaining  to  this 
subject  is  reviewed. 
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Allergic  Contact 
Sensitization  to  Gentamicin 

YELVA  L.  LYNFIELD,  M.D 
Brooklyn,  New  York 


Chief,  Dermatology  Section, 
Brooklyn  Veterans  Administration  Hospital 


Qentamicin,  an  aminoglucoside  antibiotic 
derived  from  Micromonospora,  has  a broad 
spectrum  of  bactericidal  activity  which  in- 
cludes Staphylococcus  aureus,  streptococci 
(alpha  and  beta  hemolytic).  Pseudomonas, 
and  Proteus.  Gentamicin  sulfate  0.1  per 
cent  cream*  was  introduced  into  the  Brook- 
lyn Veterans  Administration  Hospital 
formulary  two  years  ago  for  topical  treat- 
ments of  pyoderma.  It  was  used  on  over 
100  infected  stasis  ulcers  of  the  leg,  with  ex- 
cellent therapeutic  results  and  no  ill  effects 
until  the  case  of  contact  dermatitis  reported 
here.  When  sensitization  to  gentamicin  oc- 
curred, cross-sensitivity  to  neomycin  was 
demonstrated. 

Case  report 

A forty-nine-year-old  white  man  entered 
the  Brooklyn  Veterans  Administration  Hos- 
pital on  June  19,  1969,  for  treatment  of  leg 
ulcers.  For  the  past  twenty-five  years,  since 
a shrapnel  wound  of  his  right  leg,  he  had 

* Garamycm  cream,  each  gram  of  which  contains  1.7  mg. 
gentamicin  sulfate  equivalent  to  1 mg.  gentamicin  base, 
and  the  preservatives  methylparaben  1 mg.  and  butyl- 
paraben  4 mg.,  in  a bland  base  of  stearic  acid,  propylene 
glycol  monostearate,  isopropyl  myristate,  propylene  glycol, 
polyoxyethylene  sorbitan  monopalmitate,  sorbitol  solution, 
and  water. 


suffered  intermittently  from  varicose  veins 
and  stasis  ulcers.  Seven  months  prior  to  ad- 
mission, two  ulcers  appeared  above  the  right 
medial  malleolus,  which  did  not  heal  despite 
treatment  with  bacitracin  ointment  and  elas- 
tic bandages.  He  gave  no  history  of  aller- 
gies, or  of  using  any  ointment  containing 
neomycin. 

Physical  examination  findings  on  admis- 
sion were  normal  except  for  the  right  leg, 
which  showed  varicose  veins,  scars,  and  two 
shallow,  purulent  ulcers,  the  larger  measur- 
ing 1.5  by  1 cm.,  above  the  medial  malleolus. 
Culture  from  the  ulcers  grew  Staph,  aureus 
sensitive  to  all  antibiotics  tested,  including 
gentamicin  and  erythromycin.  X-ray  ex- 
amination of  the  leg  showed  normal  results. 

Treatment  was  begun  with  antibacterial 
washing  (pHisoHex)  and  gentamycin  cream 
to  the  ulcers  three  times  daily.  Erythro- 
mycin was  given  orally  for  four  days. 
On  July  1,  gentamicin  cream  was  applied  to 
the  ulcers  and  a fixed  dressing  (Gelocast) 
applied  to  the  leg.  On  July  9 and  14,  these 
were  removed  and  reapplied.  Good  healing 
of  the  ulcers  was  noted.  On  July  17,  the 
thirty-seventh  day  of  gentamicin  treat- 
ment, the  patient  complained  of  itching 
around  the  ulcers,  where  erythema  and 
edema  were  seen.  The  gentamicin  cream 
was  stopped,  betamethasone  ointment  was 
applied,  and  within  five  days  all  evidence  of 
irritation  had  disappeared. 

On  July  22,  patch  tests  were  performed 
on  the  forearms  and  were  read  forty-eight 
hours  later  as  follows:  gentamicin  cream, 

2 plus;  bacitracin  ointment,  500  units  per 
gram,  negative;  neomycin  sulfate  20  per 
cent  in  mineral  oil-petrolatum  base,  2 plus; 
and  paraben  mixture — 5 per  cent  each  of 
ethyl,  methyl,  and  propyl  paraben  in  petro- 
latum— negative. 

Comment 

It  is  not  surprising  that  gentamicin, 
which  is  chemically  related  to  neomycin  and 
kanamycin,  can,  like  its  cousins,  cause  al- 
lergic dermatitis.  Pirila,  Forstrom,  and 
Rouhunkoski1  patch  tested  100  patients  sen- 
sitive to  neomycin  with  gentamicin  and 
kanamycin.  Forty  of  these  gave  positive 
reactions  to  gentamicin  despite  lack  of  pre- 
vious exposure  to  gentamicin.  Of  these,  all 
but  2 also  reacted  to  kanamycin.  Our  pa- 
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tient  was  not  allergic  to  gentamicin  on  first 
exposure  but  developed  the  allergy  during 
thirty-seven  days  of  therapy.  When  he  be- 
came sensitized  to  gentamicin,  he  also  be- 
came cross-sensitized  to  neomycin. 

The  only  previously  published  case  of  sus- 
pected allergic  contact  dermatitis  was  not 
proved  by  patch  testing.2  Our  patient’s  al- 
lergy was  proved  by  his  positive  reaction  to 
patch  testing  with  0.1  per  cent  gentamicin 
cream.  Other  cases  of  gentamicin  allergy 
may  be  missed  because  they  require  a higher 
concentration  of  gentamicin  to  react  on 
patch  testing.  This  resembles  the  many 
false  negative  results  obtained  by  testing 
with  neomycin-containing  topical  prepara- 
tions, which  led  to  the  recommendation  of 
20  per  cent  neomycin  as  the  optimal  con- 
centration for  patch  tests.3  Pirila,  For- 


Snowmobile  accidents 

Recreational  use  of  powerful  snowmobiles 
probably  will  continue  to  increase  over  the 
next  five  years  and  with  it  injuries  due  to  ac- 
cidents involving  these  vehicles,  reports  J.  W. 
Martyn  in  the  Canad.  M.  A.  J.  101:  770.  Ve- 
hicles now  in  use  number  over  1,000,000,  pro- 
duction increasing  from  8,000  in  1964  to  about 
350,000  in  1970.  Dr.  Martyn  analyzes  a series 
of  135  hospital -treated  patients  over  a three- 


strom,  and  Rouhunkoski,’  for  their  studies, 
used  30  to  50  per  cent  neomycin  sulfate,  30 
to  50  per  cent  bacitracin,  30  per  cent  genta- 
micin, and  30  to  50  per  cent  kanamycin  in 
petrolatum.  With  greater  and  longer  use  of 
gentamicin,  it  is  important  to  remember  that 
it  can  cause  contact  dermatitis  and  also 
cross-sensitization  to  neomycin. 

800  Poly  Place 
Brooklyn,  New  York  11209 
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year  period  (8  the  first  year,  22  the  second,  and 
105  the  third).  Of  the  total,  100  were  treated 
and  sent  home  as  outpatients  (including  most 
of  the  fracture  cases),  but  35  were  admitted 
for  an  average  of  11.9  days  per  patient.  The 
analysis  covers  (a)  deaths;  (b)  injuries  as 
related  to  age;  (c)  site  of  injury;  (d)  mecha- 
nism of  injury,  and  (e)  a discussion  of  safety 
and  accident  prevention  related  both  to  machine 
and  driver.  The  author  notes  that  for  every 
patient  hospitalized  two  or  three  others  prob- 
ably saw  their  family  physician. 
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History  of  Medicine 


Abraham  Jacobi,  M.D. 
1830-1919 

Founder  of  Specialty  of  Pediatrics 
and  Teacher,  Writer,  Lecturer, 
and  Humanitarian 

LOUIS  PELNER,  M.D.,  F.A.C.A 
Brooklyn,  New  York 

Consultant  to  the  Department  of  Medicine, 
Swedish  Hospital  Center 


| HE  remarkable  advances  of  present-day 
medicine  can  be  directly  traced  to  the  funda- 
mental discoveries  made  by  a few  great 
scientists  in  the  latter  half  of  the  nineteenth 
century,  truly  the  golden  age  of  medicine. 
Just  as  important  as  the  discoveries  were 
those  who  compiled  and  classified  this  knowl- 
edge and  simplified  it  sufficiently  to  be  put  to 
practical  use.  Abraham  Jacobi,  M.D.,  was 
an  example  of  the  latter  type  (Fig.  1).  He 
founded  the  specialty  of  pediatrics;  but  in 
addition  he  was  a teacher,  writer,  lecturer, 
and  great  humanitarian. 

Born  in  the  small  town  of  Hartum,  West- 
phalia, Germany,  in  1830,  Jacobi  was  a mere 
youth  of  eighteen  when  the  great  revolu- 
tions of  1848  to  1849  rocked  the  continent  of 
Europe.  After  the  defeat  of  Napoleon,  re- 
action set  in,  and  all  hard-won  liberties  were 
suspended  throughout  each  of  the  countries 
of  Europe.  The  forces  of  liberty  smoul- 
dered, however,  and  in  1848,  outbreaks  of 
violence  occurred  in  Paris  and  later  in 
Vienna  and  Berlin.  These  revolutions  were 
not  successful,  however,  and  many  of  the 
young  revolutionaries,  including  Jacobi, 
were  imprisoned.1 

Two  years  after  Jacobi  had  finished  his 
studies  in  medicine,  attending  several  medi- 


FIGURE  1.  Photograph  of  Abraham  Jacobi, 
M.D.,  supplied  through  courtesy  of  Prof.  Lytt  I. 
Gardner. 


cal  schools  in  turn  as  was  customary  at  that 
time  in  Europe,  he  journeyed  to  Berlin  to 
take  his  examinations,  only  to  be  arrested 
and  imprisoned.  This  incarceration  lasted 
for  two  years  before  he  escaped,  first  to 
England,  then,  after  a short  time,  to  the 
United  States.  In  1853  he  opened  his  office 
in  New  York  City  where  he  charged  25c  for 
an  office  visit,  50C  for  a home  visit,  and  five 
dollars  for  a home  delivery. 

Pediatrician 

Specialization  in  medicine  was  almost  un- 
known at  that  time  in  the  United  States,  ex- 
cept in  the  medical  schools  where  teachers 
of  medicine  taught  surgery,  internal  medi- 
cine, gynecology  and  obstetrics,  diseases  of 
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FIGURE  2.  Title  page  of  book,  Diseases  of 
Women  and  Children. 

the  eye,  and  anatomy  and  physiology.  There 
were  no  courses  in  children’s  diseases.  In 
fact,  whatever  was  taught  about  them  was 
appended  to  the  courses  in  the  diseases  of 
women  or  in  internal  medicine.  No  direct 
attention  was  paid  to  the  diseases  of  child- 
hood in  the  practice  of  medicine  either,  al- 
though the  death  rate  was  alarmingly  high. 
In  1857  Jacobi  gave  a series  of  lectures  on 
the  diseases  of  children  at  the  College  of 
Physicians  and  Surgeons  to  a mere  handful 
of  students.  In  1859,  in  collaboration  with 
Emil  Noeggerath,  M.D.,  he  wrote  a text- 
book on  the  diseases  of  women  and  children 
which  was  notoriously  unsuccessful.2  Dr. 
Noeggerath,  although  hardly  remembered 
today,  was  one  of  the  best-known  gynecolo- 
gists of  his  time.  The  book  was  well  writ- 
ten, full  of  important  details,  but  apparently 
a little  ahead  of  its  time.  Most  of  the  print- 


ing was  sold  for  waste  paper,  which  may  ac- 
count for  its  scarcity  among  antiquarian 
book  dealers  (Fig.  2).  However,  another 
book,  Infant  Diet,  which  was  written  with 
his  wife,  Mary  Putnam  Jacobi,  M.D.,  went 
through  several  editions.  This  work  was  a 
simplification  for  mothers  of  an  earlier  book 
by  Jacobi. 

Mary  Putnam  Jacobi,  M.D.,  who  was, 
without  question,  the  leading  woman  physi- 
cian of  her  time,  deserves  a complete  biog- 
raphy in  her  own  right.  She  was  the  first 
woman  to  become  a fellow  of  the  New  York 
Academy  of  Medicine  and  a professor  at  the 
New  York  Infirmary  for  Women  and  Chil- 
dren and  at  the  New  York  Postgraduate 
Medical  School.  Infant  Diet  was  to  the 
mothers  of  that  time  what  Benjamin  Spock, 
M.D.’s,  book  on  child  care  is  to  the  mother  of 
today.  Jacobi  brought  out  the  fact  that 
milk  should  be  boiled  until  it  bubbled,  an  im- 
portant point,  because  at  that  time  milk  was 
not  handled  in  a sanitary  fashion,  and  re- 
frigeration was  usually  lacking.  Thus  Ja- 
cobi anticipated  the  idea  of  pasteurization  by 
several  decades. 

Jacobi  was  made  professor  of  infantile 
pathology  and  therapeutics  at  New  York 
Medical  College  in  1860  (no  relation  to  the 
present  New  York  Medical  College).  Ja- 
cobi opened  clinics  for  children  in  the  insti- 
tution. Unfortunately  this  college  with  its 
very  high  standards  had  to  close  during  the 
Civil  War  because  of  unfair  competition 
fi-om  low-standard  schools  (Fig.  3).  Garri- 
son3 states  that  the  clinic  at  the  New  York 
Medical  College  was  the  first  pediatric  clinic 
in  the  country.  In  1870  Jacobi  was  made 
clinical  professor  of  the  diseases  of  infancy 
and  childhood  at  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  For  some 
reason  the  founder  of  the  specialty  had  to 
wait  three  decades  to  become  a full  profes- 
sor of  that  specialty  in  this  institution. 

Jacobi  was  a man  of  great  courage  and 
enjoyed  a fight,  especially  when  he  felt  that 
he  was  right.  A classic  example  is  his 
remark  that  a young  infant  had  a better 
chance  to  recover  in  a run-down  tenement 
than  in  the  ward  of  a large  hospital.  He 
denounced  the  inefficiencies  of  one  of  the 
large  children’s  hospitals  in  New  York  City 
and  was  promptly  discharged  from  his  posi- 
tion. It  was  the  year  of  1870,  when  Jacobi 
had  his  notorious  dispute  with  the  Board  of 
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FIGURE  3.  Title  page  of  book,  Report  on  the 
Clinic  for  Diseases  of  Children,  report  about  first 
pediatric  clinic  in  United  States. 


Lady  Managers  of  the  Nursery  and  Child’s 
Hospital  of  New  York.  He  proved  that  the 
mortality  rate  of  sick  infants  in  this  hospi- 
tal was  inordinately  high.  As  was  expected, 
he  failed  to  influence  them ; his  position  was 
declared  vacant.4  However,  in  1872  in  his 
report  to  the  Medical  Society  of  the  State 
of  New  York,  he  again  repeated  these 
charges  and  subsequent  developments  proved 
them  to  be  true. 

Library  and  museum 

It  is  remarkable  that  with  so  much  of  his 
time  taken  up  with  his  own  practice  of  medi- 
cine, with  his  teaching,  with  his  consultative 
practice,  and  his  writing,  that  Jacobi  had 
still  time  to  help  his  profession  in  other 
ways.  John  Shaw  Billings,  M.D.,  and  his  as- 
sociate Robert  Fletcher,  worked  steadily 


for  years  to  prepare  an  index  catalogue 
of  the  Surgeon-General’s  Library  and  the 
Index  Medicus,  a monthly  bibliography  of 
the  world’s  medical  literature.  However, 
they  could  not  obtain  money  from  Congress 
to  publish  the  works  and  distribute  them  to 
libraries.  On  January  20,  1878,  Dr.  Billings 
sought  the  help  of  Jacobi  to  have  the  pro- 
fession write  to  their  senators  and  repre- 
sentatives to  petition  for  the  index  catalogue 
and  the  Index  Medicus .5  In  a letter  dated 
March  4,  1879,  to  Jacobi,  Billings  tri- 
umphantly stated  that  the  appropriation  bill 
had  passed  largely  through  the  efforts  of 
Jacobi.0  In  another  letter  dated  June  3, 
1889,  Billings  complained  that  the  appro- 
priation for  the  medical  museum  and  li- 
brary had  been  cut  from  $10,000  to  $5,000, 
and  begged  Jacobi  to  get  an  emphatic  ex- 
pression of  opinion  from  New  York  phy- 
sicians against  the  reduction.6  Most  of  us 
take  these  remarkable  aids  to  research  for 
granted,  and  tend  to  forget  that  they  would 
not  exist  if  it  were  not  for  the  activities  of 
certain  leaders  of  the  profession. 

Author 

As  an  author  and  contributor  to  medi- 
cine, Jacobi  remains  unsurpassed,  as  evi- 
denced by  the  collection  of  his  writings 
edited  by  Victor  Robinson  in  eight  large 
volumes,  Collectanea  Jacobi,  published  in 
1909.7  This  contact  with  medical  writing 
began  soon  after  he  entered  the  country 
when  he  submitted  a series  of  foreign  pedi- 
atric abstracts  to  Stephen  Smith,  M.D.,  edi- 
tor of  the  New  York  State  Journal  of 
Medicine.  Mention  has  already  been  made 
of  his  work  with  Dr.  Noeggerath  and  his 
book  written  with  his  wife,  Dr.  Mary 
Jacobi.  In  1868,  a young  obstetrician,  B.  F. 
Dawson,  M.D.,  induced  Noeggerath  and 
Jacobi  to  help  him  establish  the  American 
Journal  of  Obstetrics  and  Disorders  of 
Women  and  Children. 

He  made  many  contributions  to  the  litera- 
ture on  diphtheria  from  1860  on.  It  is  ironic 
that  the  greatest  tragedy  in  his  life,  the 
death  of  his  young  son,  Ernst,  was  due  to 
this  disease,  apparently  transmitted  to  the 
child  from  his  asymptomatic  governess.8 
For  many  years,  he,  among  other  famous 
physicians,  did  not  believe  that  diphtheria 
was  caused  by  a bacterium.  Even  after 
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Klebs  and  Loffler  in  1883  had  isolated  the 
diphtheria  bacillus,  Jacobi  remained  uncon- 
vinced, which  proves  that  even  seasoned 
physicians  can  be  wrong. 

In  the  introduction  to  Robinson’s  Col- 
lectanea Jacobi,  Jacobi  wrote  in  a humour- 
ous and  satirical  fashion  and  lamented  the 
fact  that  medical  history  is  not  nurtured  in 
this  country.  The  first  five  volumes  are  on 
pediatrics,  while  the  other  three  are  essays, 
often  historical  in  nature. 

Conclusion 

Jacobi  found  time  to  be  the  champion  of 
mothers  and  children  during  his  long  life. 
The  establishment  of  clinics  for  the  care  of 
infants  and  children  can  be  considered  his 
most  important  innovation.  The  already 
mentioned  controversy  at  the  Nursery  and 
Child’s  Hospital  can  only  be  interpreted  as 
Jacobi’s  intercession  for  the  welfare  of 
children.  He  felt  that  mothers  should  nurse 
their  children,  if  possible,  because  breast- 
fed babies  were  the  least  subject  to  “summer 
complaint.”  He  fought  for  the  right  of 
mothers  to  nurse  their  babies  and  for  em- 
ployers to  allow  mothers  the  time  to  nurse.8 

Jacobi  wanted  to  integrate  homeopathic 
physicians  into  the  mainstream  of  medical 
life.  Under  Jacobi’s  influence  the  medical 
code  was  altered  in  1882  to  accomplish  this, 
with  the  result  that  the  New  York  State 
Medical  Society  was  dropped  from  the 
American  Medical  Association.8  His  revolu- 
tionary ideas  were  soon  vindicated,  how- 
ever. 

Jacobi  was  active  in  the  fight  against 
tuberculosis,  often  speaking  out  against 
crowding,  poor  air,  and  poor  sanitary  con- 
ditions in  schools.8  For  these  and  for  many 
other  reasons,  quite  apart  from  his  devotion 
to  and  care  of  children,  rich  and  poor, 
whether  from  town  house  or  tenement,  he 
was  a humanitarian,  with  broad  sympathies 
and  a kind  heart. 

Although  he  often  clashed  with  the  estab- 
lishment, typified  by  the  American  Medical 
Association,  he  was  elected  AMA’s  presi- 
dent in  1911.  Many  honors  were  heaped  on 
him  during  his  lifetime.  Many  hospitals  es- 
tablished pediatric  units  called  by  his  name. 
Before  he  died,  at  the  ripe  age  of  eighty- 
nine,  he  had  the  satisfaction  of  knowing 
that  a separate  department  of  pediatrics 


was  established  in  every  medical  school  in 
the  country. 

Jacobi  also  had  the  satisfaction  of  re- 
fusing an  offer  to  accept  the  professorship 
of  pedology  (pediatrics)  at  the  University 
of  Berlin.  I believe  that  his  own  words  in 
this  regard  give  a better  summary  of  his 
life  than  anything  I can  say.  Jacobi  was 
interviewed  at  his  home  by  a reporter  and 
made  the  following  statement  in  speaking 
of  this  proposition:9 

I received  a letter  about  five  weeks  ago  in- 
forming me  that  out  of  a number  of  profes- 
sional medical  men,  I was  chosen  to  take  Dr. 
Hanrot’s  place  as  professor  of  Pedology  at 
the  University  of  Berlin.  Associated  with 
this  function  is  also  the  children’s  clinic  at 
the  Charite  Hospital  which  is  the  great 
charitable  hospital  of  Berlin.  I immediately 
sent  a message  of  declination  by  cable.  It 
was  without  a doubt  a very  great  honor,  but 
I was  inspired  to  refuse  the  offer  because  I 
am  an  American  citizen  and  do  not  care  to 
change  my  citizenship.  Besides  that  I have 
my  work  to  do  here  in  New  York  and  al- 
though the  offer  was  a flattering  one,  still 
I could  not  leave  my  country.  I was  bound 
by  every  tie  of  gratitude  and  affection  to  re- 
main where  I am.  You  will  understand  what 
I mean  when  I tell  you  that  forty  years  ago 
I came  to  this  country  a poor  boy,  for  I was 
not  much  more  than  a mere  boy  at  that  time. 
I had  been  imprisoned  in  Prussia  for  the  part 
I took  in  political  revolution  which  swept 
nearly  over  the  whole  of  Europe  in  1848.  I 
had  nothing  but  myself  and  my  profession. 
I became  a naturalized  citizen  five  years  after 
my  arrival  here.  From  the  first  I was 
kindly  received  by  members  of  my  profes- 
sion. Almost  every  position  of  honor  and 
esteem  that  was  in  the  power  of  the  pro- 
fession to  bestow  has  been  given  me  and  I am 
grateful.  I have  been  happy  here  in  the 
land  of  my  adoption  and  nothing  offered  me 
abroad  could  be  a greater  source  of  delight  or 
honor  than  I have  received  from  my  pro- 
fession here.  Since  my  reply  declining  the 
place  has  been  received  in  Berlin,  I have 
received  a number  of  letters  urging  me  to 
reconsider  my  refusal.  But  I am  contented 
and  happy  here  in  New  York  and  I have 
nothing  especially  to  gain  by  accepting  and 
much  to  lose.  I look  upon  this  offer  as  sig- 
nificant of  two  things.  First,  it  proves  the 
universality  of  the  scientific  brotherhood.  It 
shows  that  among  men  of  science  there  is  no 
question  of  nationality.  Second,  it  also  shows 
that  there  is  something  in  American  scholar- 
ship worthy  of  recognition  by  the  best  scien- 
tific minds  of  the  world.  If  it  were  some  other 
American  besides  myself,  I would  feel  dis- 
posed to  glow  openly  over  the  honor. 

Abraham  Jacobi  was  a link  between 
modern  scientific  medicine  and  the  art  of 
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healing  of  the  past.  He  combined  both  to 
the  greater  glory  of  American  medicine. 
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Symptoms  or  physical  findings  suggestive  of 
breast  cancer  in  the  pregnant  woman  should  be 
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Chicago  Med.  72:  895  (Dec.  6)  1969.  Prompt 
diagnosis  and  adequate  therapy  are  mandatory, 
and  neither  should  be  modified,  at  least  insofar 
as  the  pregnancy  is  concerned.  While  there  is 
no  evidence  to  prove  that  a pregnancy  should 
be  interrupted  because  of  any  adverse  effect  of 
gestation  on  the  malignant  process,  it  is  pos- 
sible that  the  attitude  toward  subsequent  preg- 
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nancies  should  be  modified.  This  is  because  a 
different  situation  obtains  when  the  pregnancy 
occurs  subsequent  to  treated  carcinoma  of  the 
breast. 

There  are  two  aspects  of  the  question  in- 
volved: the  possible  hormonal  relationship  of 

breast  cancer  and  the  carcinoma  itself.  Since 
it  is  thought  that  some  breast  cancers  may  be  , 
hormonally  potentiated,  it  would  appear  unwise 
for  the  patient  to  become  pregnant  again  within 
the  first  two  years  after  having  received  ade- 
quate therapy  for  breast  cancer.  After  this 
interval,  however,  lacking  any  evidence  of  re- 
currence of  the  carcinoma,  a subsequent  gesta- 
tion may  be  justifiable,  if  the  persons  concerned 
are  clearly  aware  of  the  possible  problem. 
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hat  the  detective  story  or  roman 
policier  is  a subliterary  genre  is  beyond  dis- 
pute, but  even  so  severe  a critic  as  Wilson1 
is  willing  to  accord  selected  items  from  that 
genre  as  “literature  on  a humble  but  not 
ignoble  level”  and  to  accept  Conan  Doyle’s 
Sherlock  Holmes  stories  as  a form  of  fairy 
tale.  It  is,  perhaps,  a venial  form  of  special 
pleading  to  claim  an  extra  virtue  for  one 
type  of  detective  story  which,  for  a medical 
reader,  has  some  instructional  value.  For 
over  three  decades  after  1907,  R.  Austin 
Freeman,  an  English  physician,  turned  out 
some  20  full-length  novels  and  about  50 
short  stories  featuring  Dr.  John  Evelyn 
Thorndyke  as  the  fictional  model  of  a scien- 
tific investigator  of  crime.  The  Dr.  Thorn- 
dyke  tales  were  in  the  tradition  of  the  Poe- 
Doyle  school,  but  Freeman  brought  con- 
temporary scientific  technics  to  bear  on  the 
problem  of  crime  detection  as  no  one  had 
before.  Despite  the  flair  for  chemistry  with 
which  Doyle  endowed  Holmes  and  the  bench 
with  reagents  at  221B  Baker  Street,  com- 
paratively few  of  Holmes’s  cases  were  solved 
by  laboratory  methods.  Wrong2  states  the 
case  for  Thorndyke  fairly: 

Holmes  dabbled  in  science,  but  his  knowl- 
edge . . . bears  the  same  relation  to  Thorn- 
dyke’s  as  his  pocket  magnifying  glass  to  the 
latter’s  research  case.  In  Thorndyke  we  have 
complete  use  of  all  the  resources  of  the  lab- 


oratory, coupled  with  a logic  that  is  safer 

than  that  of  Holmes  because  it  is  less  cock- 
sure. 

As  with  other  literary  forms,  fashions 
change  in  detective  stories,  and  the  arm- 
chair puzzle  so  popular  in  the  1920s  and 
1930s  has  given  way  to  the  current  vogue 
for  sex  and  violence.  The  cerebral  type  of 
detective  has  been  replaced  by  the  rough- 
neck (“I  kicked  him  in  the  groin”)  or  the 
prurient  (“her  filmy  negligee  was  ripped, 
revealing  . . .”)  anti-intellectual  sleuth.  De- 
spite the  paperback  revolution  and  the 
hundreds  of  detective  stories  hawked  in 
drug  stores,  newsstands,  and  supermarkets 
on  every  corner  of  America,  not  a single  Dr. 
Thorndyke  novel  or  collection  of  short 
stories  is  currently  in  print.  Sherlock 
Holmes  is,  of  course,  indestructible,  but  the 
principal  trade  in  the  “polite”  detective 
story  appears  to  have  been  cornered  by 
three  old-fashioned  girls,  flat-toned  Margery 
Allingham,  self-consciously  literary  Dorothy 
Sayers,  and  the  perdurable  Agatha  Christie. 
An  enterprising  publisher  might  be  well  ad- 
vised to  revive  Dr.  Thorndyke  as  the  arche- 
type of  the  scientific  detective.  Despite 
latter-day  imitations,  only  one  approaches 
Dr.  Thorndyke’s  skill,  the  pathologist  Dr. 
Coffee,  created  by  Lawrence  Blochman ; the 
others  are  not  quite  to  the  manner  born  and 
often  tread  on  scientific  thin  ice. 

Freeman  the  physician 

R.  Austin  Freeman  was  born  in  London  in 
1862,  was  educated  privately,  and  entered 
Middlesex  Hospital  Medical  School  at  the 
age  of  eighteen.  After  completing  his 
studies  there  in  1886,  he  qualified  as  an 
M.R.C.S.  and  L.S.A.  and  served  as  house 
physician.  He  entered  the  Gold  Coast  Medi- 
cal Service  in  1887  and  was  sent  to  Accra. 
The  Gold  Coast  in  those  days  was  known  as 
“the  white  man’s  grave,”  and  it  is  not  sur- 
prising that  his  sanitary  report  for  the  first 
year  showed  a mortality  rate  of  40  per  cent 
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among  the  Europeans.  A year  and  a half 
later  he  was  attached  to  an  inland  mission 
to  Ashanti  and  Janian  as  medical  officer, 
naturalist,  and  surveyor.  His  next  appoint- 
ment was  to  the  Anglo-German  boundary 
commission  for  Togoland,  charged  with  de- 
termining boundaries  by  astronomic  data, 
but  he  contracted  blackwater  fever 
(Plasmodium  falciparum  malaria)  and  was 
invalided  out  of  service  in  1892.  Return- 
ing to  England,  he  tried  his  hand  at  general 
practice  for  a few  years  and  then  became 
deputy  medical  officer  at  Holloway  prison. 
His  first  venture  into  writing  was  an  ac- 
count of  his  experiences  in  Africa,  Travels 
and  Life  in  Ashanti  and  Jaman  (1898),  and 
his  first  attempt  at  fiction  was  a series  of 
stories.  The  Adventures  of  Romney  Pringle 
(1902),  using  the  pseudonym  Clifford  Ash- 
down and  writing  in  collaboration  with  Dr. 
J.  J.  Pitcairn.  When  uncertain  health  made 
it  impossible  to  continue  regular  medical 
duties,  he  moved  to  Gravesend,  Kent,  on  the 
south  side  of  the  Thames  estuary.  At  first 
he  kept  up  a part-time  medical  practice,  but 
as  he  became  successful  with  his  writing  he 
gradually  abandoned  the  practice  of  medi- 
cine. His  novel,  The  Golden  Pool  (1906), 
preceded  the  Dr.  Thomdyke  stories  and 
provided  the  necessary’  assurance  for  him 
to  continue  writing.  During  World  War 
I he  joined  the  Royal  Army  Medical  Corps 
and  commanded  an  ambulance  service.  He 
continued  writing  stories  about  Dr.  Thorn- 
dyke  and  wrote  a few  other  novels  until  the 
late  1930s.  He  died  in  1943  at  the  age  of 
eighty-one. 

Freeman’s  skills  portrayed  by  Thorndyke 

Freeman  was  a man  of  many  talents. 
Many  of  his  skills  were  visual,  and  he  was 
an  accomplished  amateur  painter,  sculptor, 
bookbinder,  and  photographer.  His  mechan- 
ical and  manual  dexterity  was  sufficiently 
well  developed  so  that  he  was  able  to  con- 
struct at  Gravesend  a small  home  laboratory 
in  which  he  actually  performed  many  of  the 
scientific  tests  which  Dr.  Thorndyke  put  to 
good  use  in  fiction.  The  early  editions  of 
some  of  the  Dr.  Thorndyke  stories  are  illus- 
trated with  photomicrographs  of  hair,  dusts, 
and  crystals  which  were  vital  clues;  Free- 
man prepared  these  himself.  Having  done 


the  benchwork,  he  could  write  with  confi- 
dence and  conviction.  His  mind  worked 
best  when  applied  to  empirical  observations. 
In  some  of  his  stories  he  even  took  pains  to 
reconstruct  in  detail  a physical  ambience 
with  which  he  had  firsthand  acquaintance. 
In  The  Moabite  Cipher  we  can  follow  Dr. 
Thorndyke  as  he  escorts  a man  injured  on 
Oxford  Street  into  a cab  which  then  goes 
up  Rathbone  Place,  turns  right  into  Goodge 
Street,  then  continues  into  Mortimer  Street 
and  the  forecourt  of  the  Middlesex  Hospital. 
Likewise,  in  The  Mystery  of  Angelina  Frood 
(1924),  the  “crime”  is  set  in  Rochester  and 
Chatham  in  Kent,  not  far  from  Gravesend, 
and  Freeman’s  familiarity  with  the  tides  of 
the  Medway  was  useful  to  him  in  determin- 
ing where  and  when  bones  were  likely  to  be 
cast  up  by  the  waters.  The  setting  of  A 
Certain  Dr.  Thomdyke  (1927)  draws  on 
Freeman’s  familiarity’  four  decades  pre- 
viously’ with  the  coast  of  West  Africa,  and 
his  description  of  the  death  of  Larkom,  the 
alcoholic  outcast,  from  blackwater  fever  with 
hepatic  complications  reflects  his  firsthand 
acquaintance  with  that  disease  and  its 
natural  history. 

Dr.  Thomdyke’s  forte  was  collecting,  pre- 
serving, analyzing,  and  marshalling  the 
physical  evidence  associated  with  crime.  He 
was  the  master  of  the  inductive  method, 
quite  a departure  from  the  “intuitive”  solu- 
tions which  characterized  the  detection 
methods  of  Holmes  who  preceded  him  and 
of,  for  example,  Philo  Vance  and  Lord  Peter 
Wimsey  who  appeared  later.  Indeed,  so 
distinguished  a critic  as  Wright,3  himself 
the  creator  of  Philo  Vance,  wrote  a reveal- 
ing encomium  on  Dr.  Thorndyke: 

Test  tubes,  microscopes,  Bunsen  burners, 
retorts,  and  all  the  obscure  paraphernalia  of 
the  chemist’s  and  physicist’s  laboratories  are 
his  stock  in  trade  . . . Dr.  Thorndyke  rarely 
attends  an  investigation  without  his  case  of 
implements  and  his  array  of  chemicals. 
Without  his  laboratory  assistant  and  jack-of- 
all-trades,  Polton — coupled,  of  course,  with 
his  ponderous  but  inevitable  medico-legal 
knowledge — he  would  be  helpless  in  the  face 
of  mysteries  which  Sherlock  Holmes  and 
Monsieur  Lecoq  might  easily  have  clarified 
by  a combination  of  observation,  mental  anal- 
ysis, and  intuitive  genius.  Dr.  Thorndyke 
is  an  elderly,  plodding,  painstaking,  humor- 
less, and  amazingly  dry  sleuth,  but  so  orig- 
inal are  his  problems,  so  cleverly  and  clearly 
does  he  reach  his  solutions,  and  so  well  writ- 
ten are  Dr.  Freeman’s  records,  that  the  Dr. 
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Thorndyke  hooks  rank  among  the  very  best 
of  modern  detective  fiction  ...  Of  all  the 
scientific  detectives  Dr.  Thorndyke  is  un- 
questionably the  most  convincing.  His 
science,  though  at  times  obscure,  is  always 
sound:  Dr.  Freeman  writes  authoritatively, 

and  the  reader  is  both  instructed  and  de- 
lighted. 

One  must,  alas,  make  allowances  for  bias 
and  self-interest  in  Wright’s  comment.  The 
scientific  equipment  listed  is  not  “obscure 
paraphernalia.”  Wright  was  innocent  of 
scientific  information;  to  him  a microscope 
was  as  complex  a tool  as  a computer-con- 
trolled automated  analytic  apparatus  of  to- 
day would  be  to  a physician  of  the  1930s. 
Nor  did  Dr.  Thorndyke  carry  with  him  an 
“array  of  chemicals” ; his  usual  modus 
operandi  at  the  scene  of  the  crime  consisted 
of  making  casts  of  footprints,  aspirating 
dusts  from  clothing,  taking  careful  meas- 
urements and  photographs,  and,  above  all, 
labeling  specimens  with  accurate  identifying 
information.  The  jibe  that  Dr.  Thorndyke 
was  elderly,  plodding,  and  humorless  might 
well  be  countered  by  an  observation  that 
Philo  Vance  was  vain,  pretentious,  and 
affected.  Nonetheless,  Wright  had  to  con- 
cede that  Freeman  set  original  problems  and 
that  Dr.  Thorndyke’s  solutions  were  im- 
peccable. 

Scientific  method  of  crime  detection 

Freeman4  recorded  his  own  views  on  the 
aesthetics  of  the  detective  story  in  an  essay 
titled  The  Art  of  the  Detective  Story.  For 
him  the  central  issue  was  one  of  problem 
solving,  and  its  appeal  was  an  intellectual 
one: 

[Readers]  find  a pleasure  in  intricate  ar- 
guments, in  dialectical  contests,  in  which  the 
matter  to  be  proved  is  usually  of  less  con- 
sideration than  the  method  of  proving  it. 
The  pleasure  is  yielded  by  the  argument  it- 
self and  tends  to  be  proportionate  to  the  in- 
tricacy of  the  proof.  The  disputant  enjoys 
the  mental  exercise,  just  as  a muscular  man 
enjoys  particular  kinds  of  physical  exertion. 
But  the  satisfaction  yielded  by  an  argument 
is  dependent  upon  a strict  conformity  with 
logical  methods,  upon  freedom  from  falla- 
cies of  reasoning,  and  especially  upon  free- 
dom from  any  ambiguities  as  to  the  data  . . . 

Again,  in  the  preface  of  The  Famous  Cases 
of  Dr.  Thorndyke  Freeman  wrote: 

The  . . . sine  qua  non  is  a problem,  the  so- 
lution of  which  shall  afford  the  ingenious 


reader  an  agreeable  exercise  in  intellectual 
gymnastics  ...  To  attain  this  result,  the 
story  must  conform  to  three  indispensable 
conditions:  1.  The  problem  must  be  capable 

of,  at  least  approximate  solution,  by  the 
reader.  2.  The  solution  offered  by  the  author 
through  the  official  investigator  must  be  ab- 
solutely conclusive  and  convincing.  3.  No  ma- 
terial fact  must  be  withheld  from  the  reader ; 
all  the  cards  must  be  honestly  laid  on  the 
table  before  the  solution  is  announced. 

Dr.  Thorndyke  first  made  his  appearance 
in  The  Red  Thumb  Mark  in  1907,  reprinted 
in  a small  edition  in  1967.6  He  is  introduced 
as  lecturer  on  medical  jurisprudence  and 
toxicology  at  St.  Margaret’s  Medical  School. 
A chance  encounter  with  his  medical  class- 
mate, Christopher  Jervis,  some  six  years 
after  both  have  qualified,  gives  us  the  in- 
formation that  Thorndyke  pursued  graduate 
studies,  earning  medical  and  doctor  of 
science  degrees.  He  had  hoped  for  a coroner- 
ship  and  was  called  to  the  bar;  but  when 
the  academic  post  at  St.  Margaret’s  unex- 
pectedly became  available,  Thorndyke  ap- 
plied and  was  chosen.  In  the  meantime, 
Jervis,  who  serves  as  Thorndyke’s  chronicler 
and  associate  investigator,  lacking  capital, 
has  been  taking  jobs  as  medical  assistant  and 
locum  tenens.  Like  Holmes’s  Watson  his 
medical  duties  are  never  too  demanding  as 
to  interfere  with  joining  Thorndyke  to  inves- 
tigate a case.  But  like  Watson  and  his  latter- 
day  successors  (Poirot’s  Captain  Hastings, 
Nero  Wolfe’s  Archie  Goodwin,  and  the  like) 
Jervis  remains  the  man  who  can  observe  and 
record  data  but  not  perceive  its  significance. 
Like  Hastings  and  Goodwin  he  is  incurably 
romantic  and  often  attracted  to  the  ladies 
who  figure  in  the  detective  stories.  It  is 
through  Jervis’s  eyes  that  we  follow  Dr. 
Thorndyke  from  his  chambers  at  5A  King’s 
Bench  Walk,  Inner  Temple,  to  the  scenes 
of  crime,  and  in  many  cases  Jervis  serves  as 
Thorndyke’s  eyes  and  ears. 

Completing  the  team  at  the  Inner  Temple 
in  a building  designed  by  Wren  is  Nathaniel 
Polton,  the  indispensable  factotum  whom 
Thorndyke  rescued  when  “down  and  out.” 
Polton  had  been  a watchmaker  and  a lens 
grinder;  he  serves  Thorndyke  as  photog- 
rapher, deviser  of  ingenious  scientific  in- 
struments, general  laboratory  aide,  and 
butler.  It  is  Polton  who  hands  Dr.  Thorn- 
dyke the  famous  research  case  as  he  departs 
to  investigate  the  case. 
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For  its  day  The  Red  Thumb  Mark  had  a 
striking  theme.  The  chief  clue  was  a thumb- 
print on  a blood-stained  piece  of  paper  left 
at  the  scene  of  a burglary.  Dr.  Thorndyke 
was  able  to  show  that  it  was  forged  and 
left  as  a false  clue  to  implicate  the  accused. 
The  decisive  point  was  that  a fingerprint  in 
fresh  blood  would  not  leave  a clearly  identi- 
fiable pattern  because  the  blood  would  co- 
agulate and  blur  the  outline  of  ridges  into 
indecipherability.  He  correctly  inferred 
that  the  real  perpetrator  of  the  theft  had 
used  defibrinated  blood  and  had  taken  a 
photograph  of  his  intended  scapegoat’s  real 
thumbprint,  using  a photoengraving  of  it 
to  make  the  forged  impression.  The  novel 
appeared  at  a time  when  identification  by 
fingerprints  was  still  one  of  the  most  ad- 
vanced accomplishments  of  the  criminal  in- 
vestigation laboratory  and  widely  regarded 
as  completely  infallible.  The  scene  in  this 
novel  where  the  loyal  female  friend  of  the 
accused  visits  him  in  Holloway  prison  is, 
of  course,  based  on  Freeman’s  close  associa- 
tion with  that  jail  and  is  realistic  to  the 
last  detail.  A quarter  of  a century  later,  in 
Dr.  Thorndyke' s Discovery,  Freeman  uses 
the  same  cast  of  characters  as  in  The  Red 
Thumb  Mark;  the  methods  by  which  the 
crime  is  committed  and  detected  are  much 
the  same,  but  the  plot  is  more  complex  and 
fully  developed. 

Other  triumphs  for  the  application  of 
scientific  methods  abound  in  the  Dr.  Thorn- 
dyke  canon.  In  The  Eye  of  Osiris  (1911)  he 
uses  the  recently  discovered  technic  of 
x-radiography  to  demonstrate  that  the  skele- 
ton in  a mummy  case  placed  in  the  British 
Museum  belongs  to  the  distinguished 
Egyptologist  who  has  lately  vanished  mys- 
teriously; silver  wires  used  to  unite  frac- 
tures of  his  patellae  were  plainly  visible  in 
the  radiogram.  Parenthetically,  in  this  tale 
the  Egyptological  details  are  particularly  ac- 
curate and  antedate  by  more  than  two 
decades  a similar  background  used  by  Wil- 
lard Huntington  Wright  (pseudonym,  S.  S. 
van  Dine)  in  The  Scarab  Murder  Case.  In 
the  novel,  The  Mystery  of  Angelina  Frood 
(1924),  Freeman  has  Dr.  Thorndyke  ex- 
plode the  popular  myth  that  a body  placed 
in  quicklime  will  be  destroyed  beyond  recog- 
nition. On  the  contrary,  unlike  bodies 
buried  in  dry  earth,  those  placed  in  lime  are 
well  preserved  a bit  shriveled  and  mummi- 


fied, but  plainly  recognizable.  For  this 
reason  Dr.  Thorndyke  is  able  to  conclude 
that  bones  discovered  near  the  scene  of  the 
heroine’s  mysterious  disappearance  are  not 
those  of  the  purported  victim  but  have 
been  planted  as  a false  clue,  by  herself,  as 
events  turn  out. 

Freeman  deliberately  modeled  Dr.  Thorn- 
dyke after  the  late  Dr.  A.  S.  Taylor,  the 
father  of  British  medical  jurisprudence,  not 
so  much  using  a physical  resemblance  or  a 
congruence  in  manner  as  a mode  of  intel- 
lectual filiation.  On  one  occasion  Freeman7 
wrote : 

Dr.  Thorndyke  was  deliberately  invented. 
I had  studied  the  work  of  Dr.  Taylor  . . . As 
he  was  a man  of  acute  intellect  and  sound 
judgment,  I kept  Thorndyke  free  of  eccen- 
tricities, perfectly  sane  and  normal. 

In  keeping  with  the  Taylor  tradition, 
Thorndyke  was  a fully  rounded  forensic 
scientist.  He  was  not  merely  skilled  at 
morbid  anatomy;  indeed,  in  the  entire  canon 
he  rarely  participates  in  the  autopsy  of  a 
recently  killed  body  and  only  occasionally 
at  an  exhumation.  He  is  adept  at  handling 
all  types  of  evidence:  casts  of  footprints, 

fragments  of  cloth,  identification  of  seeds, 
plants,  hair,  dusts,  and  a myriad  of  objects, 
even  down  to  various  species  of  mollusks. 
In  The  Old  Lag,  when  identification  of  hair 
becomes  a critical  point,  in  reply  to  a lead- 
ing question  by  Jervis,  Dr.  Thorndyke  in- 
forms the  reader  that 

I have  probably  the  largest  [collection  of 
hairs]  in  the  world.  As  to  other  microscop- 
ical objects  of  medico-legal  interest,  such  as 
dust  and  mud  from  different  localities  and 
from  special  industries  and  manufacturers, 
fibres,  food-products,  and  drugs,  my  collec- 
tion is  certainly  unique  . . . Over  and  over 
again  I have  obtained  by  reference  to  my 
specimens  the  most  unexpected  evidence,  and 
the  longer  I practice,  the  more  convinced  I 
become  that  the  microscope  is  the  sheet- 
anchor  of  the  medical  jurist. 

Freeman  makes  abundant  use  of  Dr. 
Thorndyke’s  skills  as  a microscopist.  In 
The  Old  Lag  he  is  able  to  identify  the  blood 
stain  on  a handkerchief  left  at  the  scene  of 
the  crime  as  a deliberately  planted  false 
clue.  Under  the  microscope  the  red  blood 
corpuscles  are  elliptical,  indicating  their 
provenance  from  a camel’s  blood,  leading 
him  to  the  camel  keeper  at  the  Regent’s 
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Park  zoo  as  the  true  culprit.  Likewise,  in 
the  short  story  titled  “The  Pathologist  to 
the  Rescue,”  Dr.  Thorndyke  identifies 
Filaria  noctuma  in  the  blood  stain  left  in 
the  hallway  some  distance  from  where  the 
body  was  found.  This  suggests  that  the 
blood  came  from  a West  African  Negro 
rather  than  from  either  the  victim  or  the 
accused  who  had  not  only  a strong  motive 
but  had  left  the  scene  under  suspicious  cir- 
cumstances. In  another  story,  “The  Anthro- 
pologist at  Large,”  Dr.  Thorndyke  is  able  to 
identify  the  burglar  by  examining  hair  and 
dust  from  inside  the  band  of  a hat  left  on 
the  premises  as  a Japanese  who  works  in  a 
plant  where  mother-of-pearl  buttons  are 
being  manufactured.  The  “anthropologic” 
feature  of  this  take  is  his  use  of  the  shape 
of  the  hat  to  gauge  the  cranial  index,  which 
coincides  with  the  oriental  origin  of  the 
suspect. 

The  diversity  of  Dr.  Thorndyke’s  skills 
and  the  range  of  his  information  demon- 
strate that  the  notion  that  an  academic 
pathologist  or  a hospital  pathologist  is 
specially  equipped  to  carry  out  first-rate 
forensic  work  is  a canard.  Investigation 
of  crime,  either  real  or  possible,  is  a task 
which  requires  special  training  and  long 
experience;  morbid  anatomy  is  merely  one 
part  of  the  forensic  scientist’s  armamen- 
tarium. Yet  Dr.  Thorndyke  was  effective 
at  the  autopsy  table,  and  in  The  Man  with 
the  Nailed  Shoes  (1923)  Freeman  exploits 
that  skill  to  indict  the  inadequate  form  of 
prosection  which  was  all  too  frequently 
being  done  at  that  time  by  unqualified 
physicians  appointed  by  the  local  coroner. 
The  passage  is  well  worth  citing  in  extenso, 
since  the  general  principle  is  applicable  in 
every  medical  examiner’s  office,  indeed,  in 
every  investigation  of  crime  in  the  morgue. 
The  scene  opens  with  finding  the  body  of  a 
dead  man  on  the  beach.  The  local  coroner 
requests  a local  physician  to  perform  the 
autopsy.  After  doing  the  prosection  under 
Dr.  Thorndyke’s  watchful  eye  he  complains : 

Here  was  a body  . . . found  under  circum- 
stances clearly  indicative  of  murder,  and 
bearing  a knife-wound  that  nearly  divided 
the  arch  of  the  aorta;  in  spite  of  which,  I 
assure  you,  Dr.  Thorndyke  insisted  on  weigh- 
ing the  body  and  examining  every  organ — 
lungs,  liver,  stomach,  and  brain — yes,  ac- 
tually, the  brain! — as  if  there  had  been  no 
clues  whatever  to  the  cause  of  death.  And 


then,  as  a climax,  he  insisted  on  sending  the 
contents  of  the  stomach  in  a jar,  sealed  with 
our  respective  seals,  to  Professor  Copland  for 
analysis  and  report. 

The  wisdom  of  Dr.  Thomdyke’s  meticulous 
approach  is  made  apparent  in  court  when 
he  is  able  to  testify  that  the  deceased  had 
died  from  an  overdose  of  morphine,  thanks 
to  Professor  Copland’s  analysis,  and  that 
the  wound  in  the  chest  had  been  inflicted 
after  death.  His  testimony  reads: 

In  the  first  place,  a wound  inflicted  on  a 
living  body  gapes  rather  widely,  owing  to  the 
retraction  of  the  skin.  The  skin  of  a dead 
body  does  not  retract,  and  the  wound,  conse- 
quently, does  not  gape.  This  wound  gaped 
very  slightly,  showing  that  death  was  re- 
cent . . . Then,  a wound  on  the  living  body  be- 
comes filled  with  blood,  and  blood  is  shed 
freely  on  the  clothing.  But  the  wound  of  the 
deceased  contained  only  a little  blood  clot. 
There  was  hardly  any  blood  on  the  clothing, 
and  I had  already  noticed  that  there  was  none 
on  the  sand  where  the  body  had  lain  ....  The 
weapon  had  partially  divided  both  the  aorta 
and  the  pulmonary  artery — the  main  ar- 
teries of  the  body.  During  life  these  vessels 
are  full  of  blood  at  high  internal  pressure, 
whereas  after  death  they  become  almost 
empty.  It  follows  that  if  a wound  had  been 
inflicted  during  life,  the  cavity  in  which 
those  vessels  lie  would  have  become  filled 
with  blood  ....  As  a matter  of  fact,  it  (the 
thoracic  cavity)  contained  practically  no 
blood,  only  the  merest  oozing  from  some  small 
veins,  so  it  is  practically  certain  that  the 
wound  was  inflicted  after  death. 

Another  item  of  evidence  in  this  story, 
partly  dependent  on  knowing  the  weight  of 
the  dead  body,  was  that  the  footprints  in 
the  sand  showed  a greater  depth  going 
toward  the  place  where  the  body  was  found 
when  compared  with  those  leading  away, 
suggesting  that  the  maker  of  the  prints 
might  have  been  carrying  a heavy  burden, 
namely,  a dead  body. 

Dr.  Thomdyke’s  meticulous  care  in  per- 
forming forensic  autopsies  enabled  him  in 
Pontifex,  Son  and  Thorndyke  (1931)  to  re- 
cover a few  fish  scales  and  a fragment  of 
lettuce  from  the  trachea  of  Sir  Edward 
Hardcastle  whose  body  was  found  hanging 
from  a beam  in  a squalid,  empty  house. 
Further  investigation  disclosed  that  the 
hanging  was  done  after  death  in  order  to 
disguise  the  fact  that  the  real  method  of 
murder  was  to  hold  the  victim’s  head  in  a 
barrel  of  brine  used  for  pickling  herring  and 
cabbage.  Curiously,  there  is  no  description 
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of  an  attempt  to  determine  whether  the  rope 
mark  on  the  victim’s  neck  was  made  before 
or  after  death.  In  the  same  novel,  Dr. 
Thorndyke’s  ability  to  identify  the  source 
of  the  rope  and  the  hansom  cab  in  which 
the  victim  was  transported  first  to  his  death 
then  to  the  place  the  body  was  found  leads 
directly  to  the  murderers. 

Inverted  form  of  detective  story 

One  of  Freeman’s  most  perceptive  contri- 
butions to  the  art  of  the  detective  story 
was  the  development  of  the  “inverted”  form. 
His  first  venture  along  this  line  was  a col- 
lection of  seven  medium-length  stories  in 
The  Singing  Bone  (1912),  reprinted  in  a 
small  edition  in  1965.8  The  aesthetic  prem- 
ise was  formulated  in  these  terms: 

Would  it  be  possible  to  write  a detective 
story  in  which,  from  the  outset,  the  reader 
was  taken  entirely  into  the  author’s  confi- 
dence, was  made  an  actual  witness  of  the 
crime  and  furnished  with  every  fact  that 
could  be  used  in  its  detection?  Would  there 
be  any  story  left  to  tell  when  the  reader  had 
all  the  facts?  I believed  there  would;  and, 
as  an  experiment  to  test  the  justice  of  my  be- 
lief, I wrote  “The  Case  of  Oscar  Brodski.” 
Here  the  usual  conditions  are  reversed;  the 
reader  knows  everything,  the  detective  knows 
nothing,  and  the  interest  focuses  on  the  un- 
expected significance  of  trivial  circumstan- 
ces. 

Freeman’s  argument  is  sound  up  to  the 
last  phrase.  A more  correct  appraisal 
would  be  that  the  reader’s  interest  focuses 
not  on  the  cliche  “Who  done  it?”  but  on  the 
method  of  detection,  how  data  of  medicolegal 
importance  are  collected  and  examined,  how 
the  inductive  process  is  applied  to  empirical 
observations,  and  how  the  puzzle  is  finally 
solved.  For  a writer  of  detective  fiction  to 
sacrifice  the  elements  of  suspense  and  sur- 
prise suggests  a great  deal  of  confidence 
both  in  his  own  ability  and  in  his  readers’ 
intelligence.  It  was  a new  departure  in 
detective  story  writing,  and  Freeman  was 
adroit  at  sustaining  the  reader’s  interest  in 
Dr.  Thorndyke’s  methodology.  These  stories 
and  their  successors  in  the  “inverted”  form 
are  studied  in  the  art  and  science  of  detec- 
tion, not  merely  mystery  stories. 

“The  Case  of  Oscar  Brodski”  is  a fine  ex- 
ample of  Dr.  Thorndyke’s  methods.  In  the 
first  part  of  the  story  we  read  how  Brodski, 
a Hatton  Garden  diamond  merchant  is  killed, 


robbed  of  the  small  bag  of  uncut  precious 
stones  he  is  carrying,  then  the  dead  body 
carried  to  a railroad  track  so  that  it  will  be 
run  over  by  a goods  train  and  the  traces  of 
murder  obliterated.  By  chance,  Dr.  Thorn- 
dyke  happens  to  be  on  the  scene  as  the  de- 
capitated body  is  brought  on  a stretcher  into 
the  nearby  railroad  station.  The  engineer 
had  said  that  when  he  first  saw  the  body  it 
was  lying  face  down  on  the  tracks,  as  if  the 
dead  man  had  tried  to  commit  suicide  by 
lying  across  them.  Dr.  Thorndyke  im- 
mediately excludes  suicide: 

You  noticed  a small  scalp-wound  above  the 
left  temple?  It  was  a glancing  wound,  and 
might  easily  have  been  made  by  the  engine. 
But — the  wound  had  bled ; and  it  had  bled  for 
an  appreciable  time.  There  were  two 
streams  of  clotted  blood  from  it,  and  in  both 
the  blood  was  firmly  clotted  and  partially 
dried.  But  the  man  had  been  decapitated; 
and  this  wound  if  inflicted  by  the  engine, 
must  have  been  made  after  the  decapitation, 
since  it  was  on  the  side  most  distant  from 
the  engine  as  it  approached.  Now  a decapi- 
tated head  does  not  bleed.  Therefore  this 
wound  was  inflicted  before  the  decapitation. 

But  not  only  had  the  wound  bled:  the 

blood  had  trickled  down  in  two  streams  at 
right  angles  to  each  other  . . . There  are  no 
exceptions  to  the  law  of  gravity.  If  the 
blood  ran  down  the  face  towards  the  chin, 
the  face  must  have  been  upright  at  the  time; 
and  if  the  blood  trickled  from  the  front  to  the 
back  of  the  head,  the  head  must  have  been 
horizontal  and  face  downwards  . . . The  only 
possible  inference  is  that  when  the  wound 
was  inflicted,  the  man  was  in  the  upright 
position,  standing  or  sitting ; and  that  subse- 
quently, and  while  he  was  still  alive,  he  lay 
on  his  back  for  a sufficiently  long  time  for  the 
blood  to  have  trickled  to  the  back  of  his  head. 

Thorndyke  continues  his  investigation  of 
physical  evidence.  He  concludes  that  the 
dead  man,  having  been  first  struck  on  the 
head,  was  then  suffocated  because  the 
tongue  was  swollen  and  the  upper  lip  showed 
deep  indentations  from  the  teeth.  Examina- 
tion of  crumbs  from  between  the  teeth  indi- 
cates that  he  had  recently  eaten  some  bis- 
cuits made  partly  of  oatmeal;  this  datum  is 
ascertained  by  using  a portable  microscope. 
Another  item  found  between  the  teeth  was 
a tuft  of  some  textile  fabric  composed  of  a 
mixture  of  wool,  cotton,  and  jute  fibers, 
each  dyed  a different  color;  these  suggest 
origin  from  an  inexpensive  rug,  leading  to 
the  inference  that  the  murder  was  done  in- 
side a house.  A further  clue  is  furnished  by 
finding  the  victim’s  eyeglasses,  crushed  into 
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small  fragments  as  if  trodden  on,  not  pul- 
verized as  if  run  over  by  the  train.  When 
Dr.  Thorndyke  tries  to  reassemble  the  frag- 
ments into  the  original  shape  of  the  lenses, 
he  finds  there  is  far  too  much  glass.  Closer 
examination  shows  that  some  fragments  are 
from  the  thick  lenses  of  a man  with  poor 
vision  but  the  others  are  of  a different  type 
of  glass.  Traces  of  a pattern  are  found  on 
the  latter,  consistent  with  that  found  in  a 
commonly  used  inexpensive  tumbler.  Dr. 
Thorndyke  accompanies  the  police  to  a house 
about  300  yards  from  the  site  of  the  “acci- 
dent” and  finds  in  the  garden  an  iron  bar 
to  which  are  adherent  a few  fibers  similar 
to  those  found  between  the  victim’s  teeth. 
Concluding  this  bar  is  the  weapon  with 
which  Brodski  was  assaulted,  they  search 
the  house;  it  is  the  only  one  within  half  a 
mile  of  the  railroad,  and  more  evidence  is 
found  to  show  that  murder  was  done  there. 
There  is  no  lack  of  physical  evidence:  frag- 
ments of  lens  glass  match  the  fragments 
found  at  the  scene  of  the  “accident” ; larger 
fragments  of  cheap  glass  bear  the  telltale 
pattern  found  on  the  fragments  thought  to 
have  come  from  a tumbler;  biscuits  made 
partly  of  oatmeal,  cigaret  papers  to  match 
those  found  in  the  victim’s  pocket,  and 
tobacco  shreds  to  match  what  he  carried  in 
his  pouch.  To  drive  the  point  home  Dr. 
Thorndyke  identifies  some  charred  rem- 
nants in  the  grate  as  being  the  victim’s  hat 
which  the  murderer  apparently  forgot  to 
plant  near  the  rails  and  tried  to  burn  be- 
fore he  made  his  escape.  It  is  not  surpris- 
ing that  the  occupant  of  the  house  is  soon 
arrested,  and  on  his  person  is  found  the  little 
sack  of  precious  stones  which  incriminate 
him  beyond  peradventure  of  doubt.  When 
Dr.  Thorndyke  accumulates  physical  evi- 
dence, there  is  no  possible  room  for  doubt. 

Freeman  employed  the  “inverted”  form 
of  detective  story  in  more  than  one  full- 
length  novel.  An  unforgettable  example  is 
Mr.  Pottermack’s  Oversight  (1930)  written 
toward  the  end  of  his  career,  a tale  mel- 
lowed by  a finely  developed  romantic  inter- 
est. Purists  may  object  that  love  has  no 
place  in  detective  stories,  but  in  this  in- 
stance it  is  an  essential  part  of  the  motiva- 
tion and  lends  a human  dimension  to  the 
characters.  The  background,  motive,  plan- 
ning, execution,  and  concealment  of  the  mur- 
der are  all  explicated  in  detail  before  Dr. 


Thorndyke  appears  on  the  scene,  and  the 
problem  which  must  appeal  to  the  reader’s 
mental  gymnastics  is  how  he  will  go  about 
solving  it.  It  would  be  unfair  to  give  away 
the  plot,  but  the  subtle  clue  in  the  footprints 
is  likely  to  escape  all  but  the  best  informed 
aficionado.  Freeman’s  triumphs  were  not 
limited  to  the  “inverted”  form  of  the  de- 
tective novel.  Two  tales  written  late  in  his 
career,  Pontifex,  Son  and  Thorndyke  (1931) 
and  The  Penrose  Mystery  (1936)  display 
his  talent  for  unfolding  a complex,  sequen- 
tial plot  and  maintaining  suspense  until 
the  denouement.  In  these  novels  Dr.  Thorn- 
dyke’s  subtlety  of  inference  reaches  its  peak, 
and  Freeman’s  ability  to  adorn  the  tale  with 
literary  devices  is  technically  masterful. 
The  Penrose  Mystery,  for  example,  makes 
adroit  use  of  such  bits  of  evidence  as  the 
archeology  of  neolithic  pottery  and  such 
lexical  clues  as  Lobster  hortus  petasatus  to 
indicate  that  Mr.  Crabbe  of  Hatton  Garden 
is  involved. 

For  medical  readers  one  of  the  most  di- 
verting of  the  short  stories  is  “The  Case  of 
the  White  Foot-prints”  in  which  the  most 
important  clue  is  a pair  of  footprints  clearly 
delineated  in  white  paint  in  the  victim’s 
boudoir,  left  by  the  presumed  murderer; 
their  singular  feature  is  the  absence  of  both 
small  toes.a  Jervis  is  first  on  the  scene;  he 
excludes  congenital  absence  as  unheard  of 
and  accidental  loss  as  improbable.  His  dif- 
ferential diagnosis  lies  among  Raynaud’s 
disease,  ergotism,  and  frostbite.  He  ex- 
cludes Raynaud’s  disease  because  there  is 
no  atrophy  evident  in  the  prints  of  the  other 
toes.  Frostbite  seems  more  likely  to  him 
than  ergotism  because  it  is  more  common 
and  because  it  is  consistent  with  the  hy- 
pothesis that  the  murderer  was  a Scandi- 
navian seaman  who  was  known  to  be  one  of 
the  murdered  woman’s  lovers. 

In  fairness  to  Jervis,  there  is  additional 
evidence  which  might  tend  to  implicate  him. 
But,  when  Dr.  Thorndyke  is  consulted,  his 
CPC-manship  leads  him  to  suggest  that  the 
prints  had  been  made  by  a man  who  had  bi- 
lateral ainhum,  and  this  points  toward  a 
Negro  from  Sierra  Leone  in  West  Africa, 
who  actually  was  proved  to  have  committed 
the  murder.  One  can  only  wonder  how  many 
cases  of  ainhum  Freeman  saw  when  he  was 
in  the  Gold  Coast  medical  service  from  1887 
to  1892. 
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Latter  novel 

No  account  of  the  Dr.  Thorndyke  canon 
would  be  complete  without  some  mention  of 
Mr.  Polton  Explains  (1940),  one  of  Free- 
man’s last  novels.  The  dextrous  Mr.  Polton 
shares  the  honors  as  narrator  with  Chris- 
topher Jervis,  relating  the  history  of  his 
youth  and  the  vicissitudes  of  fortune  where- 
by he  developed  his  manifold  skills.  The  case 
itself  is  a splendid  example  of  plot  construc- 
tion, involving  the  attempted  concealment  of 
a planned  murder  by  fire  in  a building  where 
celluloid  film  is  stored,  leaving  only  a 
charred,  unidentifiable  corpse.  Dr.  Thorn- 
dyke  detects  that  the  fracture  of  the  odon- 
toid process  of  the  second  cervical  vertebra 
occurred  ante  mortem  and  is  the  type  of  in- 
jury received  more  often  by  accident  than 
by  deliberate  foul  play.  Polton  uses  his 
horological  skill  ingeniously  to  reconstruct 
the  eight-day  clock  mechanism  whereby  the 
fire  was  set  to  start  at  a particular  time, 
when  the  would-be  murderer’s  alibi  would 
have  been  established.  But  the  murderer’s 
plan  miscarried,  and  in  the  struggle  the  in- 
tended victim  accidentally  broke  his  assail- 
ant’s neck.  A collateral  item  in  the  correct 
identification  of  the  body  was  the  fluoride- 
staining  of  the  teeth,  indigenous  to  a dis- 
trict in  Essex.  By  such  means  Dr.  Thorn- 
dyke  and  Polton  were  able  to  exculpate  the 
intended  victim  whose  subsequent  course  of 
action  had  brought  him  under  suspicion. 

Comment 

Time  effaces  many  things.  Agreeable  as 
it  might  be  to  pay  a sentimental  journey  to 


5A  King’s  Bench  Walk  in  the  Inner  Temple, 
to  see  the  facade,  to  imagine  one’s  self  in 
the  pleasant  chambers  with  Dr.  Thorndyke 
and  his  amanuensis  Jervis  as  Polton  pours  a 
glass  of  port,  to  examine  the  ambience, 
“combining  the  attractions  of  an  office,  a 
museum,  a laboratory,  and  a workshop,” 
even  to  make  the  acquaintance  of  Brodribb 
the  solicitor,  Robert  Anstey,  K.C.,  Superin- 
tendent Miller,  and  the  redoubtable  Inspector 
Badger,  it  is  with  regret  that  we  must  re- 
cord that  the  handsome  buildings  designed 
by  Sir  Christopher  Wren  were  destroyed  by 
German  bombs  during  World  War  II.  Dr. 
Thorndyke  began  his  career  during  the  Ed- 
wardian era  and  preserved  its  style  and 
grace  into  the  period  entre  deux  guerres,  but 
now  he  belongs  to  literature  alone.  The  one 
aspect  that  endures,  that  is  handed  down 
from  one  generation  of  readers  to  another, 
is  the  scientific  method. 
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1970 

30th  ANNUAL  CONVENTION 


AMERICAN  MEDICAL 
WRITERS  ASSOCIATION 


Thursday  to  Sunday  ■ September  24,  25,  26,  and  27,  1970 
The  Waldorf-Astoria,  New  York  City 


General  Information 

The  1970  annual  convention  of  the  American  Medical  Writers  Association  will  provide  a unique 
opportunity  for  editors,  writers,  and  researchers  in  the  medical  and  advertising  fields  to  exchange 
ideas  with  their  colleagues  and  to  keep  abreast  of  what’s  new  in  science  communications.  The 
program  features  roundtables,  workshops,  symposia,  and  panel  discussions.  Program  participants 
include  some  of  the  best  known  names  in  medicine  and  advertising — and  some  of  the  nation’s  top 
medical  editors  and  authors. 


THURSDAY,  SEPTEMBER  24 

12  Noon  to  9:00  p.m. 

Registration,  Silver  Corridor,  third  floor 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  AMWA 

2:00  p.m. 

COMMITTEE  MEETINGS,  fourth  floor 
(all  members  invited) 

2:00  to  3:00  p.m. 

Constitution  and  Bylaws,  Louis  XVI  East 

Milton  J.  SchifTrin,  Ph.D.,  Chairman 
Publications,  Jansen  Suite 
Elvira  Stahl,  Chairman 

3:00  to  4:00  p.m. 

Education,  Park  Avenue  South 
Lois  DeBakey,  Ph.D.,  Chairman 
Liaison,  Park  Avenue  North 
Helen  O.  Neff,  Chairman 

4:00  to  5:00  p.m. 

Budget  and  Finance,  Louis  XVI  West 
Stephen  T.  Donohue,  Chairman 
Membership,  Park  Avenue  Center 
Keith  W.  Sehnert,  M.D.,  Chairman 

3:00  p.m. 

Guided  Tour  of  Metropolitan  Museum  of  Art,  celebrating  its  centenary;  refresh- 
ments will  be  available  in  the  beautiful  fountain  restaurant  (bus  leaves  from 
hotel) 

8:30  p.m. 

THEATRE  PARTIES  Broadway  musicals:  Hair,  Coco,  1776 
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FRIDAY,  SEPTEMBER  25 

8:30  a. m.  to  5 :00  p.m. 

Registration,  Silver  Corridor,  third  Jloor 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  AM  WA 


9:00  a.m. 

OPENING  SESSION,  Empire  Room,  lobby  level 
Welcoming  Remarks 

William  Hammond,  M.D.,  New  York  City,  Chairman,  1970  AM  WA  Con- 
vention 

Pa6t  President,  AMWA;  Editor,  New  York  State  Journal  of  Medicine 

Opening  Remarks  and  Introductions 

Charles  G.  Roland,  M.D.,  Rochester,  Minnesota 
President,  AMWA;  Chairman,  Department  of 
Biomedical  Communications,  Mayo  Clinic 
Introductions: 

Representative,  City  of  New  York 
Joel  L.  Shapiro,  Cranbury,  New  Jersey 

President,  Metropolitan  New  York  Chapter,  AMWA 
James  E.  McCormack,  M.D.,  New  York  City 
Program  Chairman,  1970  AMWA  Convention 


9:30  a.m. 

PLENARY  SESSION 

THE  LITERARY  ASPECTS  OF  MEDICAL  LITERATURE 

William  B.  Ober,  M.D.,  New  York  City,  Chairman 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology, 
Mount  Sinai  School  of  Medicine 

So  Long  as  Doctors  Have  to  Think 

Jacques  Barzun,  Ph.D.,  New  York  City 

University  Professor,  Special  Assistant  to  the  President  on  the  Arts,  Columbia 
University 

Problems  in  Popularizing  Medical  News:  Illustrative  Case  Histories 

Hillier  Krieghbaum,  New  York  City 

Professor,  Department  of  Journalism,  New  York  University 

American  Medical  Literature:  An  Historical  View 

John  B.  Blake,  Ph.D.,  Bethesda,  Maryland 

Chief,  History  of  Medicine  Division,  National  Library  of  Medicine 


12  Noon 

LUNCHEON,  Hilton  Room,  lobby  level 

Charles  G.  Roland,  M.D.,  presiding 
ADDRESS 

Francis  J.  Braceland,  M.D.,  Hartford,  Connecticut 
Editor,  American  Journal  of  Psychiatry;  Senior 
Consultant  and  formerly  Psychiatrist-in-Chief,  Institute  of  Living 


PLENARY  SESSION,  Empire  Room,  lobby  level 

THE  STATE  OF  THE  ARTS  OF  MEDICAL  COMMUNICATION 
Charles  G.  Roland,  M.D.,  Chairman 

The  Published  Word 

Lester  S.  King,  M.D.,  Chicago,  Illinois 

Senior  Editor,  Journal  of  the  American  Medical  Association 

The  State  of  Medical  Reporting  to  the  Public 
Earl  Ubell,  New  York  City 

Science  Editor,  WCBS-TV  News 
Biomedical  Communications — The  Visual  Disciplines 
Carroll  H.  Weiss,  New  York  City 
President,  Camera  M.D.  Studios,  Inc. 
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The  State  of  the  Promotional  Arts 
L.  W.  Frohlich,  New  York  City 

Chairman  of  the  Board,  L.  W.  Frohlich  & Company/Intercon  International 
Inc. 

The  State  of  the  Audio-Visual  and  Related  Arts 
Frank  M.  Woolsey,  Jr.,  M.D.,  Albany,  New  York 
Associate  Dean,  Albany  Medical  College 

4:30  p.m. 

ANNUAL  BUSINESS  MEETING,  Empire  Room,  lobby  level 

6:30  p.m. 

PRESIDENT’S  RECEPTION,  Gold  Room,  eighteenth  floor 

7:30  p.m. 

AWARDS  DINNER  AND  DANCE,  Starlight  Roof,  eighteenth  floor 
Music  by  Jack  Kahner  and  his  Orchestra 
S.  J.  London,  M.D.,  Chairman,  Awards  Committee 

SATURDAY,  SEPTEMBER  26 

8:30  a. m.  to  5:00  p.m. 

Registration,  Silver  Corridor,  third  floor 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  AMWA 

9:00  a.m. 

PLENARY  SESSION,  Astor  Gallery,  third  floor 

THE  COMMUNICATION  OF  HEALTH  INFORMATION  TO  THE  PUBLIC 
Eric  W.  Martin,  Ph.D.,  Woodcliff,  New  Jersey,  Chairman 

President-Elect,  AMWA;  Director  of  Medical  Communications,  Lederle 
Laboratories 
ADDRESS 

Roger  O.  Egeberg,  M.D.,  Washington,  D.C., 

Assistant  Secretary  for  Health  and  Scientific  Affairs,  Department  of  Health, 
Education,  and  Welfare 

Panel 

Paul  F.  Cranefield,  M.D.,  New  York  City,  Moderator 

Associate  Professor,  The  Rockefeller  University;  Editor,  The  Journal  of  General 
Physiology 

George  James,  M.D.,  New  York  City 
President,  Mount  Sinai  Medical  Center 
Grace  Naismith,  New  York  City 

Writer  and  Consultant  Editor,  The  Reader’s  Digest 
Anne  R.  Somers,  Princeton,  New  Jersey 

Research  Associate,  Industrial  Relations  Section,  Princeton  University 

12  Noon 

LUNCHEON,  Jade  Room,  third  floor 

Eric  W.  Martin,  Ph.D.,  Presiding 
FELLOWSHIP  AWARDS: 

Presentation  of  Candidates:  Jerome  Harris,  Ph.D.,  Chairman,  Fellowship 
Committee 

ADDRESS:  Drugs  and  the  Consumer 

Louis  C.  Lasagna,  M.D.,  Rochester,  New  York 

Chairman  of  the  Department  and  Professor  of  Pharmacology  and  Toxicology, 
University  of  Rochester  School  of  Medicine  and  Dentistry 

2:30  p.m. 

CONCURRENT  ROUNDTABLE  DISCUSSIONS 

Joel  L.  Shapiro,  Cranbury,  New  Jersey,  General  Organizer 

President,  New  York  Metropolitan  Chapter,  AMWA;  Director,  Medical 
Communications  Department,  Wallace  Pharmaceuticals 

1.  Jade  Room,  third  floor 

POSTGRADUATE  MEDICAL  EDUCATION:  THREE  POINTS  OF  VIEW 

Behaviorist:  August  A.  Fink,  Jr.,  Ph.D.,  Greenwich,  Connecticut,  Organizer- 

Moderator 

Publisher,  Patient  Care 

Producer:  Lewis  A.  Miller,  Greenwich,  Connecticut 

President,  Miller  and  Fink  Publishing  Corporation 
Consumer:  Norman  W.  Jankowski,  D.O.,  Northfield,  Ohio 

Member  of  Board  of  Editors,  Patient  Care 
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2.  Astor  Gallery,  third  floor 

THE  MEDICAL  WRITER’S  INFORMATION-PROCESSING  AIDS  FOR 
THE  1970’S:  OPTIMAL  USE  OF  COMPUTERS  AND  COMPUTER-BASED 

SERVICES 

Boris  R.  Anzlowar,  Chatham,  New  Jersey,  Organizer-Moderator 
Technical  Director,  Pharmaco-Medical  Documentation 
Walter  R.  Beam,  Ph.D.,  Chappaqua,  New  York 
President,  Beam  Associates 
Melvin  Weinstock,  Philadelphia,  Pennsylvania 
Vice-President,  Institute  of  Scientific  Information 
Burgess  L.  Gordon,  M.D.,  Chicago,  Illinois 

Division  of  Scientific  Activities,  American  Medical  Association 

3.  Park  Avenue  Suite  South  and  Center,  fourth  floor 

NEW  DIRECTIONS  IN  MEDICAL  ADVERTISING  AND  PROMOTION 
Harry  A.  Sweeney,  Jr.,  New  York  City,  Organizer-Moderator 
Vice-President  and  Creative  Director,  Shaller-Rubin  Company 
Edward  Rasp,  New  York  City 
President,  Comtact  Corporation 
Joseph  E.  Funnell,  Kansas  City,  Kansas 
President,  Joseph  E.  Funnell  Associates 

DEMONSTRATIONS,  Louis  XVI  Suite,  fourth  floor 

Electronic  Methods  of  Medical  Communications 
Medical  Juke  Box 

Frank  M.  Woolsey,  Jr.,  M.D.,  Associate  Dean,  Albany  Medical  College 
CBS  Electronic  Video  Recording 
Robert  E.  Brockvvay,  New  York  City 

President,  CBS  Electronic  Video  Recording  Division 
Jay  Raeben,  New  York  City 

President,  Visual  Information  Systems  of  New  York,  Division  of  The  Republic 
Corporation 

Merrill  J.  Shepro,  D.D.S.,  Chicago,  Illinois 
President,  Scientific  Communications,  Inc. 

IBM  Demonstration 

7:30  p.m. 

A NIGHT  ON  THE  TOWN— Rainbow  Grill,  top  of  the  RCA  Building  at  Rocke- 
feller Center,  Cocktails,  Dinner,  entertainment,  and  dancing 

SUNDAY,  SEPTEMBER  27 

9:00  a.m. 

Boat  trip  around  the  island  of  Manhattan — continental  breakfast  aboard  ship 
(bus  to  and  from  Waldorf-Astoria  Hotel) 

10 : 00  a.m. 

CONCURRENT  WORKSHOPS 

1.  Louis  XVI  Suite,  fourth  floor 

“Freelance  Medical  Writing,  Quo  Vadis?” 

Edmund  F.  Lindner,  Stamford,  Connecticut,  Organizer 

Vice-President  and  Director  of  Plans,  Stewart- Williams  Associates 
Norton  Bramesco,  New  York  City,  Moderator 

Vice-President  and  Creative  Director,  L.  W.  Frohlich  & Company,  Inc. 

2.  Jade  Room,  third  floor 

“The  Medical  Writer  in  the  Drug  Company — His  Many  Hats” 

Joel  L.  Shapiro,  Cranbury,  New  Jersey,  Organizer 
Elizabeth  Newman,  M.D.,  Nutley,  New  Jersey 

Director,  Medical  Literature  Department,  Hoffmann-La  Roche,  Inc. 

Walter  Hoskins,  Ph.D.,  Morris  Plains,  New  Jersey 

Director  of  Medical  Communications,  Warner  Lambert  Laboratories 
Jay  A.  Folkes 

Manager,  Creative  Service,  Merck  Sharp  & Dohme 

For  further  information  and  registration  forms,  please  write  to:  W.  Wayne  Curtis,  Executive 

Secretary,  American  Medical  Writers  Association,  420  Lexington  Avenue,  New  York,  New  York 
10017. 
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Necrology 


Salvatore  Brevetti,  M.D.,  of  New  York  City, 
died  on  May  3 the  age  of  seventy-four.  Dr. 
Brevetti  received  his  medical  degree  from  the 
University  of  Naples  in  1920.  He  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  Bruck,  M.D.,  of  New  York  City,  died  on 
April  26  at  the  age  of  seventy-five.  Dr.  Bruck 
received  his  medical  degree  from  the  University 
of  Budapest  in  1919.  He  was  a psychiatrist 
with  the  Department  of  Correction.  Dr.  Bruck 
was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Henry  Deely,  M.D.,  of  Tarrytown,  died 
on  May  22  at  the  age  of  sixty-six.  Dr.  Deely 
graduated  in  1934  from  the  Medical  College  of 
Virginia.  He  was  an  honorary  senior  clinical 
assistant  physician  in  diabetes  at  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York. 
Dr.  Deely  was  a member  of  the  Industrial  Med- 
ical Association,  and  the  American  Public 
Health  Association. 

Benjamin  Eliasoph,  M.D.,  of  New  York  City, 
died  on  June  7 at  the  age  of  seventy.  Dr.  Elia- 
soph graduated  in  1921  from  McGill  Univer- 
sity Faculty  of  Medicine.  He  was  an  associ- 
ate (off  service)  physician  at  The  Mount  Sinai 
Hospital.  Dr.  Eliasoph  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  and 
a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irving  Leonard  Ershler,  M.D.,  of  Syracuse,  died 
on  July  9 at  the  age  of  sixty-four.  Dr.  Ershler 
graduated  in  1934  from  Syracuse  University 
College  of  Medicine.  He  was  an  attending 
physician  at  Community-General  Hospital  of 
Greater  Syracuse,  Crouse-Irving  and  Syracuse 
Memorial  Hospitals,  and  a senior  attending 
physician  at  Upstate  Medical  Center.  Dr. 
Ershler  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a mem- 
ber of  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York 
(recently  elected  speaker  of  the  House  of  Dele- 
gates and  a delegate  to  the  American  Medical 
Association  since  1966),  and  the  American 
Medical  Association. 


Kurt  Ferdinand  Falkson,  M.D.,  of  New  York 
City,  died  on  July  7 at  the  age  of  seventy.  Dr. 
Falkson  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1924.  He  was  an 
assistant  otolaryngologist  emeritus  at  French 
Hospital.  Dr.  Falkson  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow 
of  the  International  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  American 
Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  the  American  Geriatrics  Society,  the 
Academy  of  Psychosomatic  Medicine,  the 
American  Psychiatric  Association,  the  New 
York  Rhino-Otolaryngological  Society,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Robert  Richard  Greil,  M.D.,  of  Williamsville, 
died  on  October  16,  1969,  at  the  age  of  sixty- 
three.  Dr.  Greil  graduated  in  1932  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  Aerospace  Medical  As- 
sociation, the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Halpern,  M.D.,  of  Brooklyn,  died  on  July 
9 at  the  age  of  fifty-four.  Dr.  Halpern  gradu- 
ated in  1940  from  Long  Island  College  of  Medi- 
cine. He  was  an  attending  physician  at  Kings 
County  Hospital  Center,  and  Long  Island  Col- 
lege Hospital,  and  an  attending  physician  and 
chief  of  endocrinology  at  Long  Island  College 
Hospital  Outpatient  Department,  and  a con- 
sulting physician  at  Caledonian  Hospital.  Dr. 
Halpern  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of 
the  New  York  State  Society  of  Internal  Medi- 
cine, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mesco  Joseph  Helminiak,  M.D.,  of  Buffalo,  died 
on  June  27  at  the  age  of  seventy-six.  Dr.  Hel- 
miniak graduated  in  1919  from  St.  Louis  Uni- 
versity School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Radiology 
(Diagnostic  Radiology)  and  a member  of  the 
Radiological  Society  of  North  America,  Inc., 
the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederic  Hoffman,  M.D.,  of  Yorktown  Heights 
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and  Katonah,  died  on  June  30  at  the  age  of 
forty.  Dr.  Hoffman  received  his  medical  de- 
gree from  the  University  of  Amsterdam  in 
1961.  He  was  director  of  internal  medicine  at 
Four  Winds  (Katonah),  an  assistant  attending 
physician  in  internal  medicine  at  Grasslands 
Hospital,  and  a member  of  the  internal  medi- 
cine staff  at  Northern  Westchester  Hospital 
(Mt.  Kisco).  Dr.  Hoffman  was  a member  of 
the  Academy  of  Psychosomatic  Medicine,  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Holland  Johnson,  M.D.,  of  Scarsdale, 
died  on  May  26  at  the  age  of  ninety-one.  Dr. 
Johnson  graduated  in  1903  from  the  Medical 
College  of  Virginia.  He  had  been  a consult- 
ing ophthalmologist  at  The  Presbyterian  Hospi- 
tal. Dr.  Johnson  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a mem- 
ber of  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  the  American  Oph- 
thalmological  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  Ophthalmology  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  M.  Loope,  M.D.,  of  Syracuse,  died  on 
June  26  at  the  age  of  ninety-four.  Dr.  Loope 
graduated  in  1898  from  Baltimore  Medical 
College.  He  was  a member  of  the  Cortland 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Melton,  M.D.,  of  The  Bronx,  died  on 
July  8 at  the  age  of  sixty-four.  Dr.  Melton 
graduated  in  1930  from  Long  Island  College 
Hospital.  He  was  an  assistant  attending  der- 
matologist at  Mount  Vernon  Hospital.  Dr. 
Melton  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medi- 
cal Association. 

Daniel  A.  Mulvihill,  M.D.,  of  Chicago,  Illinois, 
formerly  of  New  York  City,  died  on  July  11 
at  the  age  of  sixty-seven.  Dr.  Mulvihill  gradu- 
ated in  1928  from  Yale  University  School  of 
Medicine.  He  had  been  chief  of  thoracic  sur- 
gery at  St.  Vincent’s  Hospital  and  Medical 
Center  of  New  York,  a consulting  thoracic  sur- 
geon at  St.  Mary’s,  Mary  Immaculate 
(Queens),  and  Veterans  Administration  (Cas- 
tle Point)  Hospitals.  At  the  time  of  his  death 
he  was  assistant  director  of  the  American  Col- 
lege of  Surgeons.  Dr.  Mulvihill,  formerly  a 
clinical  professor  at  the  New  York  University 
School  of  Medicine,  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Diplomate  of 
the  American  Board  of  Thoracic  Surgery  (an 
Affiliate  of  the  American  Board  of  Surgery),  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Chest  Physi- 


cians, and  a member  of  the  American  Academy 
of  Compensation  Medicine,  Inc.,  the  American 
Association  for  Thoracic  Surgery,  the  New 
York  Academy  of  Medicine,  the  New  York  So- 
ciety for  Thoracic  Surgery,  and  a member  of 
the  New  York  Surgical  Society. 

John  V.  Nothin,  M.I).,  of  Poughkeepsie,  died  on 
January  4 at  the  age  of  seventy-eight.  Dr. 
Notkin  received  his  medical  degree  from  the 
University  of  Bern  in  1918.  He  was  a member 
of  the  American  Psychiatric  Association,  the 
American  Neurological  Association,  the  New 
York  Neurological  Society,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medi- 
cal Association. 

David  A.  Rosenberg,  M.D.,  of  Yonkers  and 
Eastchester,  died  on  July  14  at  the  age  of 
fifty-two.  Dr.  Rosenberg  graduated  in  1942 
from  New  York  University  School  of  Medicine. 
He  was  an  associate  attending  pediatrician  at 
Morrisania  City  and  St.  Joseph  Hospitals,  an 
adjunct  pediatrician  at  Montefiore  Hospital  and 
Medical  Center,  and  a clinical  instructor  in 
pediatrics  at  Albert  Einstein  College  of  Medi- 
cine. Dr.  Rosenberg  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  Amer- 
ican Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Nicholas  Louis  Russo,  M.D.,  of  New  York  City, 
died  on  July  3 at  the  age  of  sixty-four.  Dr. 
Russo  graduated  in  1932  from  University  and 
Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Julius  Schiller,  M.D.,  of  Amsterdam,  died  on 
June  14  at  the  age  of  ninety-six.  Dr.  Schiller 
graduated  in  1899  from  Rush  Medical  College. 
He  was  an  honorary  member  of  the  medical 
staff  at  Amsterdam  Memorial  and  St.  Mary’s 
Hospitals.  Dr.  Schiller  wras  a member  of  the 
Montgomery  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kenneth  Thwing  Young,  M.D.,  of  Rockville 
Centre,  died  on  July  13  at  the  age  of  seventy- 
two.  Dr.  Young  graduated  in  1925  from  Long 
Island  College  Hospital.  He  was  a consulting 
orthopedic  surgeon  at  Creedmoor  State  and 
South  Nassau  Communities  Hospitals  and  a 
consulting  orthopedist  at  Mercy  Hospital.  Dr. 
Young  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgery,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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INTERNISTS,  PEDIATRICIANS 
AND  OBS-GYN 

A long-established,  successful  prepaid  group  practice  plan 
offers  the  opportunity  to  help  shape  and  become  an  initial 
partner  in  new  multi-specialty  groups  emphasizing  sound, 
progressive  approaches  to  effective  health  care  delivery  which 
are  being  formed  both  in  suburban  and  in  medically  deprived 
inner  city  areas.  You  are  assured  a regular  schedule,  an 
immediate  income,  time  for  study,  possible  medical  school 
affiliation,  the  opportunity  to  provide  comprehensive 
health  services  in  a modern  facility  without  concern  for  the 
patient's  ability  to  pay,  including  referrals  for  2nd  con- 
sultations and  rare  and  specialized  diagnostic  and  treatment 
procedures  with  recognized  super-specialists.  Starting 
income  $25,000  to  $33,000,  based  on  experience,  plus 
retirement,  continuing  education  and  other  benefits. 
Interested  physicians  may  contact: 

The  Medical  Department,  Health  Insurance  Plan 
of  Greater  New  York,  625  Madison  Ave.,  New  York, 
N.  Y.  10022,  or  call  Area  Code  (212)  754-1144 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


PHYSICIANS  WANTED:  GENERAL  PRACTITION- 

ers,  internists  and  pediatricians  to  establish  practice  in  a 
progressive,  prosperous  and  peaceful  semi-rural  commun- 
ity of  35,000;  with  three  adjoining  villages,  and  a modern 
fully  air  conditioned,  90-bed  general  hospital,  with  con- 
struction of  an  adjoining  120-bed  nursing  home  under  way. 
Office  space  available.  Ideal  location  to  escape  the  pres- 
sures of  city  practice.  Call  or  write:  Donald  R.  Daviason, 
M.D.,  (315)  895-7454  or  Howard  E.  Collins,  Admin., 
Mohawk  Valley  General  Hospital,  Ilion,  New  York  13357. 
(315)  895-7454. 


WANTED:  PHYSICIAN  UNDER  35  TO  JOIN  YOUNG, 

general  practitioner  in  interesting  and  active,  complete 
general  practice,  including  uncomplicated  obstetrics. 
Salary  first  year  $25,000  then  percentage  to  full  partnership 
and  possible  incorporation  under  new  state  laws.  Suburban 
community  of  New  York  City.  Please  call  or  write: 
Ralph  E.  Schlossman,  M.D.,  130-56  Lefferts  Blvd., 
So.  Ozone  Park,  N.Y.  11420.  Call  (212)  VI  3-2233. 


HEALTH  COMMISSIONER— CHEMUNG  COUNTY 
(population  100,000),  south  central  New  York  near  Finger 
Lakes  Region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re- 
quirements: M.D.  v ith  four  years  of  responsible  public 

health  administrative  experience,  or  M.D.  and  M.P.H. 
degrees  with  one  year  experience  in  public  health  admin- 
istration. New  York  State  license  or  eligibility  therefor. 
Beginning  salary  $26,000.  Full  fringe  benefits.  Excellent 
schools  and  living  conditions.  Send  application  to  George 
R.  Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira,  N.Y.  14905. 


CARDIOLOGIST:  LICENSED,  CERTIFIED  OR  ELI- 

gible  for  American  Board,  with  clinical  background,  experi- 
ence in  heart  catheterization  and  interest  in  research;  for 
full-time  staff  appointment  at  large  teaching  hospital  in 
Brooklyn.  Also  GENERAL  INTERNIST  & CHEST 
PHYSICIAN.  Substantial  salaries  and  fringe  benefits. 
Box  952,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


GENERAL  PRACTITIONERS  TO  JOIN  17  MAN  GROUP 
staffing  emergency  rooms  of  3 local  hospitals  in  Bingham- 
ton, N.Y.  area.  Offering  $25,000  to  $30,000,  4 weeks  vaca- 
tion, 5 day,  40  hr.  week,  malpractice  and  society  dues  paid; 
opportunity  for  partnership.  Contact  Mr.  James  F.  Stehli, 
Executive  Director,  Physician  Service  Associates,  134  Main 
St.,  Binghamton,  N.Y.  13905. 


OPENINGS  FOR  CLINICAL  PSYCHIATRIST  AT  His- 
toric Trenton  State  Hospital,  Trenton,  New  Jersey  08625. 
Active  full  complement  Residency  Training  Program  with 
university  affiliations.  Own  Neuropathology  and  Forensic 
Departments.  Easy  access  to  New  York,  Philadelphia  and 
Shore  areas.  Excellent  fringe  benefits.  Salary  ranges 
$16,890-$28,026.  Write:  M.  Rotov,  M.D.,  Deputy 

Medical  Director. 


OPENING  FOR  INTERNIST  OR  GENERAL  PRAC- 
titioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  medical 
consultations.  Membership  available  on  medical  staff  of 
progressive,  accredited  general  hospital  which  is  currently 
expanding.  Located  in  small,  attractive  resort  com- 
munity, 70  miles  southwest  of  the  Capital  District.  Ideal 
family  area.  Good  schools,  all  churches.  Excellent  recre- 
ational facilities  in  the  immediate  area.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician  to 
take  over  established  practice  of  physician  planning  on  re- 
tirement. Community  Hospital,  Stamford,  New  York. 


ANESTHESIOLOGIST  FOR  PART  TIME  WORK, 
mainly  afternoons.  Voluntary  Hospital,  Brooklyn.  Re- 
ply to  P.O.  Box  224,  Lefferts  Station,  Brooklyn,  N.Y. 
11225. 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  stage.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  and  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Co.  Com- 
munity Mental  Health  Center,  Jones  Memorial  Hos- 
pital, Wellsville,  New  York  14895. 


PHYSICIANS  (PART-TIME)-$50  PER  3 HOUR  SES- 
sion.  Review  Social  Security  disability  insurance  claim 
files  to  determine  nature  and  severity  of  medical  impair- 
ments. Work  location:  110  William  Street,  New  York 

City.  Must  be  Board  Certified  or  possess  a New  York 
State  Workmen’s  Compensation  specialty  rating  (any 
specialty);  must  be  able  to  work  at  least  3 hours  per  day, 
15  hours  per  week.  Please  write  Personnel,  Box  1740, 
Albany,  New  York  12203,  or  call  (518)  457-5109. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Out-patient  service  also.  Salary 
open,  dependent  on  experience.  Benefits  include  major 
medical  insurance,  life  insurance  and  pension  program. 
For  information  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


VERY  PROFITABLE  HOSPITAL,  NEW  YORK  CITY, 
over  200  beds  plus  other  facilities,  desires  physicians  or 
surgeons  as  co-partners  with  medium  investment;  sale  due 
to  retirement.  Box  958,  % NYSJM. 


PHYSICIANS:  INTERESTED  IN  A GROUP  PRAC- 

tice?  Livonia,  New  York,  gateway  to  Fingerlakes  area, 
25  miles  south  of  Rochester.  Excellent  earning  potential. 
Large  area  population.  Contact  Mrs.  Gerald  A.  Pease, 
Livonia-Conesus  Doctor  Procurement  Committee,  5413 
Lima  Road,  Geneseo,  New  York  14454.  Call  (716)  346- 
3866. 
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PHYSICIANS  WANTED— CONT’D 


ORTHOPEDIC  SURGEON  OH  GENERAL  SURGEON, 
experienced  in  treatment  of  trauma;  full  time  or  part  time; 
salary  range  $24,000  to  $29,000.  Attractive  benefit*, 
retirement,  life  and  health  insurance,  lil>eral  leave  system; 
advancement;  no  weekends,  nights  or  legal  holidays; 
Telephone  Clinic  Director,  Veterans  Administration  Out- 
patient Clinic,  252  Seventh  Ave.,  New  York,  N.Y.  (212) 
620-6522. 


SEMI-RETIRE  IN  FLORIDA!  CLEAN  AIR,  FISHING 
and  beaches.  Emergency  room  physicians  needed  full 
time  for  expanding  Florida  hospital.  Must  have  Florida 
license  and  quality  for  active  staff  privileges.  Fee  for 
service  with  guarantee  of  $2 19  per  24  hour  day.  No  over- 
head. Hospital  does  hilling  ol  fees  at  no  expense  to  you. 
Write  E.  Gilbert  Slatton,  Administrator,  Wuesthoff 
Memorial  Hospital,  Rockledge.  Florida  32955. 


PRACTICES  AVAILABLE 


AVAILABLE;  EQUIPPED.  ESTABLISHED  GENERAL 
practice  in  New  York’s  capital  district.  Nearby  accredited 
nospital  available  for  privileges.  45  minutes  to  teaching 
institution  for  graduate  study.  No  initial  investment; 
modest  rent  after  trial  period.  Peter  J.  Sacket,  M.D., 
101  Hilgert  Pkwy,  Schoharie,  N.  Y.  12157. 


WOODSIDE  AREA-QUEENS.  LARGE  MODERN 
office  and  active  established  practice  available.  Includes 
modern  equipment.  Present  physician  leaving  by  Septem- 
ber 1st.  Call  458-3120  or  write  Dr.  H.  Bermont,  59-40 
Queens  Blvd.,  Woodside,  N.Y.  11377. 


POSITIONS  WANTED 


GRADUATE  MEDICAL  ASSISTANTS  NOW  AVAIL- 
able.  Careerco,  one  of  America’s  most  exclusive  para- 
professional  schools,  is  now  placing  recent  graduates  of  its 
medical  assisting  program.  Highly  skilled  women  of  all 
ages  are  accepting  positions  in  private  medical  practices. 
These  women  are  fully-trained  in  assisting,  X-ray,  labora- 
tory and  office  procedures.  Careerco  is  licensed  by  the  New 
York  State  Department  of  Education  and  maintains  a full- 
service  placement  office.  For  information  regarding  free 
placement  of  a Careerco  graduate  medical  assistant  in  your 
practice,  contact  Miss  Judith  Cleary,  school  director. 
Phone  (315)  472-7501,  or  write  to  the  placement  office, 
Careerco  School  for  Para -Professionals,  518  James  St., 
Syracuse,  N.Y.  13203. 


PHYSICIAN  AVAILABLE  NIGHTS  AND  WEEKENDS. 
Background  general  medicine,  dermatology  and  industrial  | 
medicine.  N.Y.  license.  Call  493-6779,  or  write  Box 
956,  % NYSJM. 


EXPERIENCED  GENERAL  SURGEON.  ENGLISH; 
married;  36.  Trained  Oxford,  London,  Harvard  Universi- 
ties. F.R.C.S.  and  specialist  certification  England, 
Edinburgh,  Canada.  Academic  teaching  and  research 
record.  Seeks  busy  quality  group  association  or  partner- 
ship. Prefer  suburban  New  York  or  Long  Island. 
Licensed  New  York.  Call  (603)  643-2982,  or  write  Box 
955,  % NYSJM. 


ANESTHESIOLOGIST  LICENSED  IN  THE  STATES 
of  New  York  and  New  Jersey  available  for  procedures  re-  I 
quiring  anesthesia  in  clinic,  physician’s  office  or  hospital. 
Box  959,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  % NYSJM. 


PARK  AVENUE  & 67TH  STREET.  UP  TO  3 ROOMS 
available  for  exclusive  use.  Share  waiting  room.  Street 
entrance.  Call  737-7727. 


6.000  SQ.  FT.  IN  STRANG  CLINIC  BUILDING. 
Modem.  A/C,  34th  Street  between  Pork  and  Madison 
Aves.  For  medical  practice  or  health  agency.  Contact  J. 
Dragan,  (212)  MU  3-1000. 


GRAND  ARMY  PLAZA  AREA,  BROOKLYN,  NEW 
York.  Office  to  rent  or  share  full  or  part-time.  Fully 
equipped.  Air  Conditioned.  Driveway,  Reasonable 
rent.  Call  (212)  NE  8-2370,  or  GR  4-3485,  or  write  Box 
951,  % NYSJM. 


PSYCHIATRISTS*  OFFICE,  FURNISHED.  TO  SHARE. 
With  exception  of  Wednesday  evening  and  Saturday,  all 
hours  are  available.  Furnished  waiting  room  shared  with 
one  other  psychiatrist.  located  in  professional  building 
on  79th  Street,  between  5th  and  Madison  Avenues.  Lease 
valid  until  October  1972.  Reasonable  terms.  Call  (212) 
928-2106,  preferably  mornings  or  evenings. 


BROOKLYN— 2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 
0853. 


BROOKLYN,  N.Y.  LARGE  6 ROOM  CORNER  OFFICE 
available  in  modern  apartment  house,  following  retirement 
of  doctor  after  40  years  of  practice.  Close  to  transporta- 
tion and  Maimonides  Hospital  in  Brooklyn.  De  Simone 
Realty,  Agent,  5713  Fort  Hamilton  Parkway,  Brooklyn, 
N.Y.  11219.  Call  (212)  UL  3-5100. 


FINE  COLONIAL,  4 BEDROOMS,  4 BATHS,  2 BARNS, 
91  natural  acres,  2 ponds,  springs.  View  to  Catskills. 
$110,000.  Owner  will  take  mortgage.  2)  Up  to  57 
acres  choice  land  in  highly  desirable  area.  Average  price 
per  acre  $850.  Owner  will  sell  as  few  as  10  acres  at  some- 
what higher  figure.  Excellent  terms.  3)  Excellent  re- 
stored 1774  colonial  in  top  condition  on  1 acre.  4 fire- 
places, 21/*  baths,  6 bedrooms.  Tranquility  assured  by 
surrounding  wildlife  management  area.  $42,500.  4) 

Other  desirable  properties  available,  all  shapes,  sizes  and 
price  ranges,  including  3 Millbrook  estates.  George  T. 
Whalen.  Inc.,  Millbrook,  Dutchess  County,  N.Y.  Tel: 
(914)  677-3434. 


FOR  SALE:  CO-OP  APARTMENT,  ELEVEN  LARGE 

rooms,  4 full  baths,  guest  lavatory;  4 exposures;  private 
elevator  entrance;  24  hour  doorman;  garage  in  bldg. 
Near  express  subway,  4 bus  lines.  Excellent  for  doctor, 
psychiatrist.  Call  LY  5-3367. 


FRANKLIN  SQUARE,  LONG  ISLAND,  RANCH  HOUSE, 
adjacent  to  large  shopping  complex.  6 room  office,  fully 
equipped.  X-ray,  EKG,  etc.,  for  immediate  practice. 
M.D.  office  20  years,  ideal  G.P.,  internal  medicine,  ortho- 
pedics. Rent  or  sale.  S.  Ganz,  M.D.,  722  Dogwood 
Ave.  Call  (516)  481-1387. 


MISCELLANEOUS 


ISRAEL  COINS  AND  MEDALS  FOR  COLLECTORS 
and  investors.  Large  stock.  I specialize  only  in  Israel 
coins,  no  other  coin  business.  Will  work  very  close  to 
cost.  Be  it  100  Herzl  gold  coins  or  a 1970  proof  like  set, 
call  me.  Clifford  Sarokoff,  P.O.  Box  24,  Brooklyn,  N.Y 
11223.  (212)  375-2304,  or  (212)  835-2734. 
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Of  the  more  than  100  different  types  of 
v cancer,  colon  and  rectal  cancers  are 

unique  for  two  compelling  reasons: 

i-'*  ■' : • ■.  : : 


The  "procto"  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
“procto”... and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
“communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  “action"  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society 


How  to  close  the  criticaf  gap  between 
£ possible  and  actual  survivals? 


ill 


'Mi 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year.  > *,  :4;. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 
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NEW  YORK  CITY  AREA 


September  1 6,  1 970  / December  9,  1 970 

8:00-9:00  a.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOBIOLOGY 

E.  J.  HALL,  M.D. 

FEE:  $75 


September  16,  1970  / June  9,  1971 

4:30-5:30  p.m.,  Wednesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

SEMINARS  IN  CARDIORESPIRATORY 
PHYSIOLOGY 

J.  O.  BURRIS,  M.D.,  Chairman 

P.  CANNON,  H.  THOMAS,  M.D.’s;  C-P  Staff  Members 
and  Invited  Guests 

NO  FEE 


WEDNESDAY,  SEPTEMBER  16 

5 : 00  p.m. 

Cornell  University  Medical  College 

Room  A-250 
1 300  York  Avenue 

Seminar  in  Nephrology 

PROTEIN  TRANSPORT 

DONALD  E.  OKEN,  M.D. 

Harvard  Medical  College 

CREDIT:  C-1 


September  17,  1970  / December  10,  1970 

7 : 00-8  : 30  p.m.,  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGY  OF  BONES  AND  JOINTS 

M.  ALPERT,  M.D.,  Associates  and  Guest  Lecturers 
FEE:  $75 


THURSDAY,  SEPTEMBER  17 

8 : 30  p.m. 

Association  for  Psychoanalytic  Medicine 

2 East  1 03rd  Street 
Room  440 

ISSUES  IN  RESEARCH  IN  THE 
PSYCHOANALYTIC  PROCESS 

ROBERT  S.  WALLERSTEIN,  M.D. 


HAROLD  SAMPSON,  Ph.D. 

Mt.  Zion  Hospital  and  Medical  Center 
San  Francisco,  California 


September  2 1,  1 970  / September  25,  1 970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

Auditorium 

Philadelphia  City  Department  of  Health 
500  South  Broad  Street 
Philadelphia,  Pa. 

ENVIRONMENTAL  CONTROL  IN 
MEDICAL  CARE  FACILITIES 

FEE:  $1  25  (Payable  to  Columbia  University  at  or  before 
registration) 

For  information  write:  Columbia  University,  21  Audubon 
Avenue,  New  York,  N.  Y.  10032. 


September  22,  1970  and  September  29,  1970 

9:00  a.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

September  22 

Newer  Concepts  in  Infectious  and  Serum 
Hepatitis 

THEODORE  COHEN,  M.D. 

N.Y.U.  School  of  Medicine 

September  29 

Malignant  Hypertension 

DAVID  BALDWIN,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-1 


September  22,  1970  / January  28,  1971 

5:00-6:00  p.m.,  Tuesdays  and  Thursdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

RADIOLOGIC  PHYSICS 

P.  GOODWIN,  M.D. 

FEE:  $50 


SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON”  are  available  j 
by  subscription  of  $3.00  per  year  (22  issues). 
Write  or  call  the  Editor  for  an  order  blank. 
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September  23,  1970  / September  25,  1970 

The  Pediatric  Department  of  Columbia 
University  P & S 

630  West  168th  Street 

3-DAY  COURSE  ON  THE  DIAGNOSIS 
AND  TREATMENT  OF  CHRONIC 
RESPIRATORY  DISEASES  OF  INFANTS 
AND  CHILDREN 

CAROLYN  R.  DENNING,  M.D.,  Director 
MARTIN  I.  IIFSCHITZ,  M.D.,  Program  Coordinator 

FEE:  $50  CREDIT:  C-l 

Contact:  Mrs.  Barbara  NefF,  Babies  Hospital,  Box  3, 

3975  Broadway,  New  York,  N.  Y.  10032. 

Sponsored  by: 

New  York  Metropolitan  Regional  Medical  Program,  the 
National  Cystic  Fibrosis  Research  Foundation,  and  the 
American  Thoracic  Society 


WEDNESDAY,  SEPTEMBER  23 

4 : 00—5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

THE  ROLE  OF  THE  NEW  YORK  CITY 
HEALTH  DEPARTMENT  IN  PEDIATRIC 
CARE 

DAVID  HARRIS,  M.D. 

Deputy  Commissioner 
N.Y.C.  Department  of  Health 


WEDNESDAY,  SEPTEMBER  23 

8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103rd  Street 

FAMILY  SETTINGS  CONDUCIVE  TO  THE 
DEVELOPMENT  OF  SCHIZOPHRENIA 

THEODORE  LIDZ,  M.D. 

Yale  University  School  of  Medicine 

Discussants: 

WILLIAM  GOLDFARB,  M.D. 

PAUL  B.  DINCE,  M.D. 


September  24,  1970  / September  27,  1970 

American  Medical  Writers  Association 

Waldorf-Astoria  Hotel 
50th  Street  and  Park  Avenue 

THIRTIETH  ANNUAL  CONVENTION 

Write  for  Program:  W.  WAYNE  CURTIS,  Ex.  Secty., 

AMWA,  420  Lexington  Avenue,  Suite  417,  New  York, 
N.Y.  10017. 


September  24,  1 970  / September  26,  1 970 

9 00  a.m.-5:00  p.m.,  Thursday,  Friday  & Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

CLINICAL  NEURO-OTOLOGY 

KENNETH  H.  BROOKLER,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


September  24,  1970  / June  10,  1971 

Schedule  arranged  individually — 4 hours  per  week 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

PSYCHIATRY  IN  MEDICAL  PRACTICE 

L.  C.  KOLB,  R.  MacKINNON,  A.  LEVAY,  J.  KATIS,  M.D.’s, 
and  Staff 

NO  FEE  CREDIT:  C-1 


THURSDAY,  SEPTEMBER  24 

3 : 00  p.m. 

Montefiore  Hospital  and  Medical  Center, 
Department  of  Gastroenterology 

Rosenthal  Auditorium 
1 1 1 East  21 0th  Street 
Bronx 

SMALL  VESSEL  DISEASE  OF  THE  GUT 

HOWARD  M.  SPIRO,  M.D. 

Yale  University  School  of  Medicine 


September  25,  1970  / September  27,  1970 

The  American  Society  of  Psychosomatic 
Dentistry  and  Medicine 

Biltmore  Hotel 

21st  ANNUAL  MEETING 
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September  26,  1 970  / November  2 1,  1 970 

10:00  a.m.-5:00  p.m.,  Saturdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

MEDICAL  HYPNOSIS  (Basic) 

H.  SPIEGEL,  M.D. 

FEE:  $175  CREDIT:  C-l 

NOTE:  This  Course  is  followed  by  HYPNOSIS  AND 

PSYCHIATRY  and  is  open  only  to  psychiatrists  who  have 
taken  the  basic  hypnosis  course  or  equivalent.  Fee: 
$100. 

For  information  and  applications,  write  to:  MELVIN  D. 

YAHR,  M.D.,  Associate  Dean,  College  of  Physicians  and 
Surgeons,  630  West  168th  Street,  New  York,  N.  Y. 
10032. 


SUNDAY,  SEPTEMBER  27 

8:30  a.m.-2:00  p.m., 

The  Brookdale  Hospital  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

CONTRIBUTIONS  TO  GENERAL 
MEDICAL  PRACTICE  FROM 
EXPERIENCES  IN  COMMUNITY 
MEDICINE 

1.  Community  Medicine  in  the  Ghetto 

SIDNEY  LAWSON,  Chief,  Division  of  Consultation  and 
Education 

2.  Emergency  Treatment  Services  in 
Community  Psychiatry,  the  Role  and 
Techniques  in  Brief  Psychotherapy 

ALLAN  TUCKMAN,  M.D. 

3.  Methadone  Maintenance,  Techniques  in 
the  Treatment  of  Heroin  Addiction 

Speaker  to  be  announced 

4.  Panel  Discussion — question  and  answer 
period 

SIDNEY  LAWSON,  Moderator 
CREDIT:  C-l 


September  28,  1 970  / December  5,  1 970 

9:00  a.m.-5:00  p.m.,  Monday-Friday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

SYMPOSIUM  ON  NEUROLOGY  AND 
PSYCHIATRY 

L.  C.  KOLB,  J.  H.  RYAN,  M.D.’s  and  the  Staffs  of  the 
New  York  State  Psychiatric  Institute  and  the  Neurological 
Institute 

1.  Basic  Neurology 

A.  GOLD,  M.  KAUFMAN,  L.  V.  LYONS,  and 

L.  ROZIN,  M.D.’s 

2.  Clinical  Neurology 

M.  YAHR,  M.D.  and  staff 


3.  Basic  Psychiatry 

A.  CARR,  H.  HUNT,  J.  RAINER,  M.  RAPPORT, 
and  W.  THETFORD,  M.D.’s 

4.  Clinical  Psychiatry 

S.  ARIETI,  H.  BRILL,  R.  CAMPBELL,  O.  DIAMOND, 
A.  FOLEY,  S.  J.  FRAZIER,  G.  A.  JERVIS, 

L.  KALI  NOW  SKY,  L.  C.  KOLB,  W.  S.  LANGFORD, 
S.  MALITZ,  L.  MOSES,  P.  POLATIN,  J.  RYAN,  and 
C.  SOCARIDES,  M.D.’s 

FEE:  $400 


September  29,  1970  / April  27,  1971 

4:00-5:30  p.m.,  Tuesdays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

COMBINED  STAFF  CLINICS 

S.  E.  BRADLEY,  G.  M.  TURINO,  M.D.’s  and  Staff,  and 
invited  guests  from  other  medical  centers 

NO  FEE  CREDIT:  C-l 


The  following  list  of  courses  are  being  given  during  Sep- 
tember by: 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

September  9,  1 970  / September  1 1,  1 970 

9:00  a.m.-5:00  p.m.,  Wednesday/Friday 

MOTOR  ANOMALIES 

Given  under  the  direction  of: 

SAMSON  WEINGEIST,  M.D. 

JOHN  S.  HERMANN,  M.D. 

MISS  ALEATHA  J.  TIBBS 
SUZANNE  V.  TROUTMAN,  M.D. 

FEE:  $225 


WEDNESDAY,  SEPTEMBER  9 

6 : 00-9 : 00  p.m. 

UVEITIS 

Given  under  the  direction  of 
ROBERT  S.  COLES,  M.D. 

N.Y.U.  School  of  Medicine 

FEE:  $20 


THURSDAY,  SEPTEMBER  10 

6 : 00-9 : 00  p.m. 

DIAGNOSTIC  ULTRASONOGRAPHY 

Given  under  the  direction  of 
GERALD  G.  PIERCE,  M.D. 

FEE:  $20 
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FRIDAY,  SEPTEMBER  11 

6 : 00-9 : 00  p.m. 

FLUORESCEIN  ANGIOGRAPHY 

Given  under  I he  direction  of 
JAMES  C.  NEWTON,  M.D. 

THOMAS  O.  MULDOON,  M.D. 

FEE:  $20 


SATURDAY,  SEPTEMBER  12 

9:00  a.m.-5:00  p.m. 

PERIMETRY 

Given  under  the  direction  of 
MORTIMER  CHOLST,  M.D. 

FEE:  $50 


September  14  and  15,  1 970 

9:00  a.m.-5:00  p.m.,  Monday  & Tuesday 

NEURO  OPHTHALMOLOGY 

Given  under  the  direction  of 
HERMAN  D.  BAREST,  M.D. 

Monteflore  Hospital 

FEE:  $125 


September  14  / 18,  1970 

6:00—10:00  p.m.,  Monday/Friday 

PATHOLOGY 

Given  under  the  direction  of 
BERNARD  ROBERTS,  M.D. 
LAWRENCE  SAMUELS,  M.D. 
BRITTAIN  F.  PAYNE,  M.D. 

FEE:  $175 


WEDNESDAY,  SEPTEMBER  16 

9 : 00  a.m.-3 : 00  p.m. 

OPHTHALMOSCOPY 

Given  under  the  direction  of 
ALFRED  WEINTRAUB,  M.D. 

ALFRED  LACHTERMAN,  M.D. 

FEE:  $50 


4 : 00—6 : 00  p.m. 

OCULAR  GERIATRICS 

Given  under  the  direction  of 
A.  L.  KORNZWEIG,  M.D. 

FEE:  $75 


THURSDAY,  SEPTEMBER  17 

9:00  a. m.— 5:00  p.m. 

INDIRECT  OPHTHALMOSCOPY 

September 


Given  under  the  direction  of 

M.  ROSENTHAL,  S.  FRADIN  and  J.  NEWTON,  M.D.'s 
New  York  Eye  and  Ear  Infirmary 

FEE:  $75 


FRIDAY,  SEPTEMBER  18 

9:00  a.m.-5:00  p.m. 

OCULAR  THERAPEUTICS 

Given  under  the  direction  of 

BERNARD  KRONENBERG,  M.D 

FEE:  $75 


BUFFALO  AREA 


September  2 1,  1 970  / September  23,  1 970 

American  Academy  of  Orthopaedic 
Surgeons  Committee  on  Sports  Medicine 

Statler  Hilton  Hotel 

POSTGRADUATE  COURSE  ON  SPORTS 
MEDICINE 

JOSEPH  D.  GODFREY,  M.D.,  Chairman 
Monday — 7.30  a.m.  Registration 

HEAD  AND  NECK  INJURIES 

Special  Forum 

PHYSICIANS  AND  ATHLETES 

Tuesday 

THE  KNEE 

Wednesday 

THE  ADOLESCENT  ATHLETE 

FEES:  $150  (Physicians) 

$50  (Allied  Health  Professions) 

$50  (Residents) 

CREDIT:  C-l 

Make  applications  to:  JOSEPH  D.  GODFREY,  M.D.,  77 
Bryant  Street,  Buffalo,  N.Y.  1 4209 


September  23,  1 970  / September  25,  1 970 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

E.  J.  Meyer  Memorial  Hospital 
C Basement  Conference  Room 

A Symposium  in  Continuing  Medical  Education  by  the  Depart- 
ment of  Medicine 

TRENDS  IN  INTERNAL  MEDICINE 

Wednesday 

1.  Clinical  Electives 

2.  Gastroenterology 
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3.  Immunologic  Aspects  of  Glomerular 
Diseases 

Thursday 

1.  Clinical  Electives 

2.  Hyperglycemia  and  Hyperosmolar 
Coma 

3.  Infectious  Disease 

4.  Strategy  for  Management  of  Essential 
Hypertension 

5.  Reflections  of  Fifty  Years  on  Trends  in 
Internal  Medicine  (The  Park  Lane) 

Friday 

1.  Clinical  Electives:  at  the  following 
places: 

(a)  Veterans  Administration  Hospital 

(b)  Millard  Fillmore  Hospital 

(c)  Deaconess  Hospital 

2.  Coronary  Artery  Disease 

3.  Pulmonary  Disease 

The  following  Visiting  Faculty  will  assist  the  SUNYAB  Depart- 
ment of  Medicine  Faculty: 

ROBERT  HEINLE,  M.D.,  University  of  Rochester  School  of 
Medicine 

LOUIS  TOBIAN,  JR.,  M.D.,  The  University  of  Minnesota 
Medical  School 

CONCEPT:  This  program  is  designed  to  emphasize  a 

practical  clinical  approach  to  selected  disease  states 
and  will  be  presented  by  formal  lecture  exercises  and 
small  group  clinical  conferences. 

FEE:  $90  CREDIT:  C-l 

Information  and  Registration:  Continuing  Medical  Edu- 

cation Program,  Main  Street  Division,  School  of  Medicine, 
State  University  of  New  York  at  Buffalo,  2211  Main 
Street,  Buffalo,  N.Y.  14214.  Tel.  (716)  831-5526. 


September  27,  1970  / September  29,  1970 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Statler  Hilton  Hotel 

HAND  SEMINAR 

Registration  Sunday  at  10:00  a.m. 

Sunday  Afternoon 

1.  History  of  the  Development  of  Hand 
Surgery 

DANIEL  C.  RIORDAN,  M.D. 

Tulane  University  School  of  Medicine 

2.  The  Hand  as  a Mirror  of  Systemic 
Disease 

RAYMOND  E.  H.  PARTRIDGE,  M.D. 

3.  Anesthesia  in  Hand  Surgery 

RICHARD  N.  TERRY,  M.D. 


4.  Surgical  Anatomy  of  the  Hand — 
Management  of  Minor  Hand  Injuries 

JOSEPH  M.  DZIOB,  M.D. 

5.  Congenital  Anomalies — Embryology 
and  Surgical  Reconstruction 

MARTIN  E.  ENTIN,  M.D. 

McGill  University  Faculty  of  Medicine 

6.  Soft  Tissue  Affections  of  the  Hand — 
DeQuervain’s,  Trigger  Finger,  Nerve 
Entrapments,  Heberden’s  Nodes, 
Arthritis  M-C  Joint  of  Thumb, 
Dupuytren’s  Contracture 

GEORGE  S.  PHALEN,  M.D. 

Cleveland  Clinic  Foundation 

Monday  Morning — 9.00  a.m. 

1.  Surgery  of  the  Rheumatoid  Hand 

PETER  A.  CASAGRANDE,  M.D. 

2.  Correction  of  Finger  Deformities  in 
Rheumatoid  Arthritis 

ALFRED  B.  SWANSON,  M.D. 

Blodgett  Memorial  Hospital,  Grand  Rapids,  Mich. 

3.  Implants  in  Hand  Surgery 

ALFRED  B.  SWANSON,  M.D. 

4.  Peripheral  Nerve  Injuries 

GEORGE  E.  OMER,  JR.,  M.D. 

Brooke  Army  Medical  Center,  Texas 

5.  Vasomotor  and  Trophic  Conditions  of 
the  Upper  Extremities 

GEORGE  S.  PHALEN,  M.D. 

Monday  Afternoon 

1.  Acute  Injuries  and  Burns  of  the  Hand 

ROBERT  M.  McCORMACK,  M.D. 

University  of  Rochester  School  of  Medicine 

2.  Skin  Coverage  of  the  Hand 

CLEMENT  A.  DeFELICE,  M.D. 

3.  Reconstruction  of  the  Severely 
Mutilated  Hand 

R.  GUY  PULVERTAFT,  M.D. 

Derby,  England 

4.  Surgical  Reconstruction  of  the  Hand 
in  Cerebral  Palsy  and  Stroke  Patients 

J.  LEONARD  GOLDNER,  M.D. 

Duke  University  Medical  Center 

Tuesday  Morning 

1.  Flexor  Tendon  Repair — Acute, 

Elective 

R.  GUY  PULVERTAFT,  M.D. 

JAMES  H.  DOBYNS,  M.D. 

Mayo  Graduate  School  of  Medicine 

2.  Extensor  Tendon  Repair — Simple, 
Complicated 

JAMES  M.  HUNTER,  M.D. 

Jefferson  Medical  College  Hospital 

3.  Staged  Tendon  Reconstruction  Using 
Artificial  Tendons 

JAMES  M.  HUNTER,  M.D. 
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4.  Tendon  Transfers  of  Wrist  and  Hand 
(Surgery  of  the  Paralytic  Hand) 

DANIEL  C.  RIORDAN,  M.D. 

Tuesday  Afternoon 

1.  Infections  of  the  Hand 

JAMES  H.  DOBYNS,  M.D. 

2.  Fractures  of  the  Wrist  and  Hand 

ADRIAN  E.  FLATT,  M.D. 

University  of  Iowa  College  of  Medicine 

3.  Amputations  of  the  Hand  and  Fingers 

GEORGE  E.  OMER,  M.D. 

4.  The  Stiff  Hand 

MARTIN  E.  ENTIN,  M.D. 

5.  Finger  Reconstitution  (Transfers; 
pollicization) 

6.  Consultation  Conference 
Faculty — Audience  Participation 
Registrants  have  opportunity  to 
question  Faculty  individually  or 
severally  on  any  aspect  of  Hand 
Disease  and/or  Trauma. 

CREDIT:  C-l 

Register  early  by  contacting  the  Continuing  Medical 
Education,  Main  Street  Division,  SUNY,  2211  Main  Street. 
Buffalo,  N.Y.  14214. 


BUFFALO  AREA 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo,  N.Y.  14214 
Tel.  (716)  831-5526,  Ext.  51 

SCHEDULE  FOR  FALL  1970 

September  23-25 

50th  Annual  Program: 

Trends  in  Internal  Medicine 
E.  J.  Meyer  Memorial  Hospital 

September  27-29 
Hand  Seminar 
Hotel  Statler  Hilton 

October  6 & 7 

Health  Care  for  Women 
Deaconess  Hospital 

October  8 

Therapeutic  Abortion 
Hotel  Statler  Hilton 

October  14-16 

5th  Annual  Pulmonary  Disease  Program 
Hotel  Statler  Hilton 

October  23 

Use  of  L-Dopa  in  Parkinsonism 
Millard  Fillmore  Hospital 


November  7 

Contemporary  Therapy  for  Psychiatrists 
Hotel  Statler  Hilton 

^November  19  & 20 

Modern  Concepts  in  Coronary  Care 
Sisters  of  Charity  Hospital 

January  1971 
Mental  Health 

CREDIT:  C-l 
* Change  of  date 
CREDIT:  C-l 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network 
covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaraugus  and  Allegany  in  New  York  State 
and  Erie  County  and  McKean  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful 
to  all  physicians  presented  at  11:30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s 
Hospital  sponsored  by  the  Department  of  Pediatrics  and 
presented  on  the  second  Friday  of  each  month  under  the 
direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Divi- 
sion of  Orthopedic  Surgery,  Department  of  Surgery,  and 
presented  on  the  fourth  Thursday  of  each  month  under  the 
direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


NASSAU  COUNTY 


WEDNESDAY,  SEPTEMBER  16 

8 : 00  a.m. 

Mercy  Hospital,  MacArthur  Hall 

Rockville  Centre 

CURRENT  CONCEPTS  IN  SHOCK 

LOUIS  DEL  GUERCIO,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE  CREDIT:  C-l 


SATURDAY,  SEPTEMBER  19 

9 : 00  a.m. 

New  York  Institute  of  Technology 

Old  Westbury 

UNDERSTANDING  INTERPERSONAL 
SENSITIVITY 

I.  EMERY  BREITNER,  M.D. 

For  registration,  contact  Professor  Allan  Stuart,  Dean  of 
Continuing  Education,  at  the  Institute 
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WESTCHESTER  COUNTY 


WEDNESDAY,  SEPTEMBER  16 

3:00-5:00  p.m.  and  8:30  p.m. 

Grasslands  Hospital 

Eastview  Hall,  Conference  Room  C 
Valhalla 

Afternoon  Session 

THE  INTERRELATIONSHIP  OF  SALT  AND 
WATER  CONTROL  AND  HYPERTENSION 
AND  THE  KIDNEY  IN  THE  NORMAL 
AND  DISEASED  STATE 

Panelists  and  Discussants: 

JOHN  H.  LARAGH,  M.D. 

Columbia  University  P & S 
DONALD  BLAUFOX,  M.D. 

Albert  Einstein  College  of  Medicine 
DONALD  W.  SELDIN,  M.D. 

The  University  of  Texas,  Southwestern  Medical  School, 
Dallas 

ALVIN  I.  GOODMAN,  M.D.,  Moderator 
Director  of  Renal  Laboratory 
Grasslands  Hospital 

Evening  Session — Pforzheimer  Memorial  Building,  Purchase 

REGULATION  OF  SODIUM  EXCRETION 
IN  NORMAL  AND  EDEMATOUS  STATES 

DONALD  W.  SELDIN,  M.D. 


PHYSICIANS’  PLACEMENT 


The  following  listings  are  a continuation  of  the  announce' 
ments  in  previous  issues  of  WHAT  GOES  ON.  Before  the 
year  is  over  we  hope  to  have  published  the  complete  list  of 
Physicians'  Placement  Opportunities.  For  additional  in- 
formation about  these  announcements,  please  contact  the 
Physicians'  Placement  Bureau  of  the  Medical  Society  of  the 
State  of  New  York,  750  Third  Ave.,  New  York,  N.Y.  10017. 
Tel.  (212)  YUkon  6-5757. 


SCHUYLERVILLE,  N.Y.,  Saratoga  County,  G.P. 

CONTACT:  MR.  F.  D.  TAYLOR,  V.P.,  National  Bank  of 

Schuylerville,  N.Y.  12871. 


SENECA  FALLS,  N.Y.,  Seneca  County.  G.P.,  Internist  and 
Pediatrician. 

CONTACT:  MR.  WAYNE  L.  YEARICK,  Adm.,  Seneca  Falls 

Hospital,  Seneca  Falls,  N.Y.  13148.  Tel.  (3 1 5)  568-9401 . 


SODUS,  N.Y.,  Wayne  County.  G.P.,  Internist  and  Pediatri- 
cian. 

CONTACT:  Doctor  Procurement  Committee,  Myers  Com- 

munity Hospital,  Middle  Road,  Sodus,  N.Y.  14551.  Tel. 
(315)  483-91  61,  Ext.  30.  JAMES  H.  SURRIDGE,  JR.,  Adm. 


STANFORDVILLE,  N.Y.,  Dutchess  County,  needs  a Physician 
immediately. 

CONTACT:  WALTER  G.  THORPE,  Stanfordville,  N.Y.  12581. 
Tel.  (914)  868-9783. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  G.P.  capable  of 
doing  Surgery. 

CONTACT:  CARL  DJUVIK,  Pres.,  Board  of  Managers,  Star 
Lake,  N.Y.  13690.  Tel.  (315)  848-3367— or  MRS. 
DORIS  HALL,  Adm.,  Clifton-Fine  Hospital,  Star  Lake.  Tel. 
848-3351. 


SUFFOLK  COUNTY,  N.Y.  Up  to  80  G.P.'s  needed  in  this 
fast-growing  County. 

CONTACT:  MR.  DON  CAIRNS,  Ex.  Secty.,  Suffolk  County 

Medical  Society,  850  Veterans  Memorial  Highway, 
Hauppauge,  N.Y.  1 1 787.  Tel.  (516)  265-6666. 


SULLIVAN  COUNTY  (Towns  of  Neversink  and  Denning),  need 
a Physician  in  the  area. 

CONTACT:  MARTIN  B.  McKNEALLY,  M.C.,  Post  Office 

Bldg.,  Newburgh,  N.Y.  12550. 


SYRACUSE,  N.Y.,  Onondaga  County.  Internists  and  Pediatri- 
cians for  Neighborhood  Health  Center. 

CONTACT:  T.  W.  MOU,  M.D.,  300  South  Geddes  Street, 
Syracuse,  N.Y.  1 3204. 


SYRACUSE,  N.Y.,  Onondaga  County.  Radiologist  to  be 
third  man  in  partnership. 

CONTACT:  THEODORE  PERL,  M.D.,  or  WILLIAM  GOLD- 

MAN, M.D.,  Medical  Arts  Building,  Syracuse,  N.Y.  13200. 
Tel.  (315)  476-9951. 


TANNERSVILLE,  N.Y.,  Greene  County.  G.P. 

CONTACT:  KAYE  SCARCIA,  Secty.,  Community  Medical 

Fund,  P.O.  Box  21  6,  Tannersville,  N.Y.  1 2485.  Tel.  (51  8) 
589-5135. 


TUPPER  LAKE,  N.Y.,  Franklin  County.  G.P.  or  Internist  to 
share  new  Sears  Medical  Building. 

CONTACT:  J.  H.  LITTLEFIELD,  21  Cliff  Avenue,  Tupper  Lake, 
N.Y.  1 2985,  or  CHARLES  PRESPARE,  M.D.,  5 Stetson  Rd., 
Tupper  Lake,  N.Y.  Tel.  (518)  259-3331. 


TUPPER  LAKE,  N.Y.,  Franklin  County,  need  a G.P. 

CONTACT:  MR.  PATRICK  E.  QUINN,  Supervisor,  Town  of 

Altamount  Offices,  Tupper  Lake,  N.Y.  1 2986. 


TUPPER  LAKE,  N.Y.,  Franklin  County.  G.P.  wanted. 

CONTACT:  Administrator,  Mercy  Hospital,  114  Wawbeek 
Avenue,  Tupper  Lake,  N.Y.  1 2986. 


TURIN,  N.Y.,  Lewis  County.  G.P. 

CONTACT:  MR.  CYRIL  SEYMOUR,  Turin,  N.Y.  13367. 
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Rx 

Valium*'  (diazepam)  t.i.d.  and  h.s. 

M. A.  (Fine  Arts) . . . PTA  (President-elect) . . . representations 
of  a life  currently  centered  around  home  and  children,  with 
too  little  time  to  pursue  a vocation  for  which  she  has  spent 
many  years  in  training ...  a situation  that  may  bespeak  contin- 
uous frustration  and  stress:  a perfect  framework  for  her  to 
translate  the  functional  symptoms  of  psychic  tension  into 
major  problems.  For  this  kind  of  patient  — w ith  no 
demonstrable  pathology  yet  with  repeated  complaints  — 
consider  the  distinctive  properties  of  Valium®  (diazepam). 
Valium  possesses  a pronounced  calming  action  that  usually 
relieves  psychic  tension  promptly,  helping  to  attenuate  the 
related  somatic  signs  and  symptoms.  Valium  is  generally  well 
tolerated.  On  proper  maintenance  dosage,  Valium  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  an  h.s.  dose  is  added  to  the  t.i.d.  schedule,  Valium  helps 
counter  sleeplessness  due  to  psychic  tension. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy) . 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  sever- 
ity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium'  (diazepam) 

2-m g,  5-m g,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


What  is  worth  doing 


is  worth  doing  well 


Take  ACHROMYCIN  V,  for  example.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V:  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracycline. 

And  every  step  in  the  production  of  ACHROMYCIN  V is 
in-house  controlled  right  in  Pearl  River. 


ACHROMYCIN-V 

Tetracycline  HCI 

Performance  proved  in  practice 


Effectiveness:  ACHROMYCIN 
Tetracycline  is  a crystalline  broad- 
spectrum  antibiotic  which  provides 
effective  therapeutic  activity  against 
susceptible  microorganisms 
Contraindicafion  History  of 
hypersensitivity  to  tetracycline 
Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses 
are  indicated  and.  if  therapy  is 
prolonged,  serum  level  determinations 
may  be  advisable.  Some  patients  may 
develop  a photodynamic  reaction  to 
natural  or  artificial  sunlight.  Those  with  a 
history  of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sunlight 
while  under  treatment.  Discontinue  drug 
at  first  evidence  of  skin  discomfort 
Precautions:  Use  may  result  in 
overgrowth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported); 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN.  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
—dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming  tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica- 
tion and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections 
should  continue  for  10  days,  even 
though  symptoms  have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


281  o 


New  York  State  Journal  of  Medicine 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York,  copyright  1970  by  the  medical  society  of  the 
state  of  new  york.  Editorial , Circulation , and  Advertising  Office:  750  Third  Ave.,  New  York,  N.Y.  10017.  Publication 
Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  18042.  Change  of  Address:  Notice  should  state  whether  or  not  change  is 
permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  address.  Fifty  cents  per  copy — 
$7.50  per  year.  Second-class  postage  paid  at  Easton , Pa. 

POSTMASTER:  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y. 

10017. 


SEPTEMBER  15,  1970  VOLUME  70  NUMBER  18 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed 
in  the  articles  contributed  by  individual  authors.  Contributions  accepted  for  original 
publication  only. 


Scientific  Articles 

2309  Evaluation  of  L-Dopa  Therapy  in  Parkinson’s  Disease 

Robert  J.  Mones,  M.D.,  Teresita  S.  Elizan,  M.D.,  and  George  J.  Siegel,  M.D. 

2319  Hypofunctioning  Enlargements  of  Thyroid 

Carl  E.  Silver,  M.D.,  and  Bernard  A.  Sachs,  M.D. 

2323  Conscience  and  Its  Relation  to  Sex 

Joseph  Joel  Friedman,  M.D.,  F.A.C.P. 

2328  Chronically  111,  Self-Sustaining  Patients  in  a State  Mental  Hospital 
Rogelio  B.  Roncal,  M.D. 

2332  Phentolamine,  New  Bronchodilator 

Later ence  Gould,  M.D.,  and  Mary  Dilieto,  B.S. 

Correlation  Conferences  in  Radiology  and  Pathology 

2338  Vaginal  Bleeding  After  Trauma  in  Pregnant  Woman 
Upstate  Medical  Center 

Case  Reports 

2341  Effect  of  Metyrapone  on  Insulin,  Cortisol,  and  Glucose  Tolerance  Test  Responses 
in  Diabetes 

Raul  Grinberg,  M.D.,  and  Stephen  Mazar,  M.D. 

2344  Postradical  Cystectomy  Impotence  Treated  by  Penile  Silicone  Implant 
Harry  Grabstald,  M.D. 

2346  Hand-Schiiller-Christian  Disease 

Donald  R.  Cole,  M.D.,  and  Nicholas  E.  Pingitore,  M.D. 

2349  Agenesis  of  Temporal  Lobe  and  Arachnoid  Cyst 

Peter  C.  Karvounis,  M.D.,  F.A.C.S.,  J.  C.  Chiu,  M.D.,  K.  Parsa,  M.D.,  and 
Stephen  Gilbert,  M.D. 

2354  Muscular  Dystrophy  and  Sarcoidosis 

Chansoo  Kim,  M.D.,  and  Mathew  H.  M.  Lee,  M.D.,  M.P.H. 

continued  on  page  2274 

2212  New  York  State  Journal  of  Medicine  / September  15,  1970 


Fast.Jong-lasting 
relief  of  aches 
and  pains  — ji 

of  colds  and  flu  4 


with  the  unique 

timed-release 

aspirin 


Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
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Sample  Fulfillment  Division 
P.0.  Box  141 
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REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measure 

TIMED-RELEASE  ASPIRII 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIE 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief. 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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Pharmacodynamics 
of  a unique 

neuroperistaltic  stimulant 


SonOKOt tablets 

(standardized  senna  concentrate) 

For  a physiologic  approach 
to  bowel  evacuation 


The  ultimate  link  in  the  process  of  normal  colonic  peristalsis 
is  the  stimulation  and  action  of  the  intrinsic  myenteric  plexus 
of  Auerbach.  The  laxative  effect  of  SENOKOT  preparations 
is  achieved  through  direct  stimulation  of  this  motor  plexus: 


1 • Ingested  glycosides  (active  principles  of  stan- 
dardized senna  concentrate)  exert  NO  perceptible 
action  in  the  stomach  and  small  intestine.  NO  gas- 
tric irritation  has  been  reported  and  therefore 
NO  enteric  coating  is  needed. 

o 

Mm.*  In  the  colon,  glycosides  are  converted 
to  aglycones  by  the  enzymatic  action  of  the  in- 
testinal flora.  The  laxative  action  is  virtually 
COLON-SPECIFIC. 

Q 

* Aglycones  stimulate  the  motor  plexus 
of  Auerbach  in  the  colon  to  induce  GENTLE 
PERISTALSIS.  Action  is  usually  completed 
within  8 to  10  hours  after  ingestion.  Adminis- 
tered at  bedtime,  SENOKOT  Tablets  gen- 
erally induce  comfortable  evacuation  next 
morning. 

Effectiveness  of  SENOKOT  preparations  has  been 
clinically  demonstrated  in  31  studies,*  reporting  satis- 
factory evacuation  in  95.9%  of  7,571  patients.  When  used  in  properly 
individualized  dosage,  SENOKOT  preparations  are  virtually  free  of  side 
effects  and  aid  in  rehabilitation  of  the  constipated  patient  by  facilitating 
regular  elimination. 


DOSAGE  (preferably  at  bedtime):  Adults:  2 tablets  (max.  4 tablets  b.i.d.). 
Children  (over  60  lb.):  1 tablet  (max.  2 tablets  b.i.d.). 

SUPPLIED:  Bottles  of  50  and  100  tablets. 


'Bibliography  available  on  request. 
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You  see  her  from  45  to  55  with 

hot  flushes 
night  sweats 

fatigue 

headache 
palpitations 
emotional  distress 


TREAT  HER  WITH  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a “sense 
of  well-being”. ..  helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 
estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
stage— whether  she  is  45  and  suffering  symptoms 
of  the  menopause ...  a grandmother  of  60  with 
atrophic  vaginal  tissue... or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 

BRIEF  SUMMARY 

PREMARIN®  (Conjugated  Estrogens,  U.S.P.). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  mate:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  lor  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple);  No  866—1 .25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 ,000. 
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of  estrogen  deficiency 

NATURAL  ESTROGEN  THERAPY 

PREMARIN* 
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Month  in  Washington 


A Democratic  and  a Republican  member  of 
the  House  Ways  and  Means  Committee  joined 
to  introduce  The  American  Medical  Associa- 
tion’s Medicredit  plan  for  Federally  subsidized 
national  insurance. 

The  cosponsors  of  the  legislation  (H.R. 
14567)  were  Representatives  Richard  Fulton 
(Democrat,  Tennessee)  and  Joel  T.  Broyhill 
(Republican,  Virginia).  Soon  after  introduc- 
tion of  the  Fulton-Broyhill  measure,  Represent- 
ative Omar  Burleson  (Democrat,  Texas),  also 
a member  of  the  Ways  and  Means  Committee, 
and  Representative  John  Jarman  (Democrat, 
Oklahoma),  chairman  of  the  House  Commerce 
Subcommittee  on  Health,  introduced  an  identi- 
cal bill.  Other  members  of  the  House  from 
both  major  political  parties  indicated  they  also 
would  become  cosponsors. 

Fulton,  who  eighteen  months  ago  introduced 
legislation  based  on  the  Medicredit  principles 
for  financing  private  health  insurance  for  indi- 
viduals, told  the  House  that  the  new  bill  “repre- 
sents. . .a  vast  improvement  over  its  prede- 
cessor by  reason  of  the  fact  that  it  encompasses 
a built-in  mechanism  for  cost  control.”  He  re- 
ferred to  mandatory  peer  review. 

Speaking  for  himself  and  the  coauthor,  Rep- 
resentative Broyhill,  Fulton  said  the  time  for 
national  health  insurance  has  come.  “And 
whether  we  are  talking  about  the  Rockefeller 
approach,  the  AFL-CIO  approach,  the  Kennedy 
approach,  or  the  approach  taken  by  the  Com- 
mittee of  100,  all  of  them  advocate  sweeping 
changes  in  our  health  care  system,”  Fulton 
said. 

“An  across-the-board  national  health  insur- 
ance plan,  operated  regardless  of  need,  will 
carry  a price  tag  of  sobering  size.  And  no 
such  plan  I have  yet  seen  includes — at  least  to 
my  satisfaction — a mechanism  which  promises 
effective  cost  control  at  the  taxpayers’  money. 

“This  brings  us  to  an  essential  element  of 
Medicredit,  its  provision  of  peer  review.  This 
bill  calls  for  a constant  and  unremitting  polic- 
ing mechanism.” 

The  other  two  parts  of  the  Medicredit  legisla- 
tion would  provide  for  the  Federal  government 
financing  or  assisting  in  the  financing  of  medi- 
cal and  hospital  care  for  individuals  and  their 
dependents  through  participation  in  the  cost  of 
insurance  policies  of  their  choice — 100  per  cent 
premium  payment  for  the  low-income  groups 
and  graduated  participation  in  the  payment  of 
premiums  for  other  persons,  based  on  their 
Federal  income  tax  liability. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Congress  is  not  expected  to  take  up  this  year 
proposals  for  national  health  insurance.  But 
reaction  to  the  AMA  peer  review  plan  has  been 
highly  encouraging,  and  prospects  appeared 
good  that  Congress  would  approve  such  a plan 
this  year  for  Medicare  and  Medicaid.  Senator 
Wallace  F.  Bennett  (Republican,  Utah),  a Sen- 
ate Finance  Committee  member,  directed  the 
committee’s  staff  to  work  with  AMA  staff  rep- 
resentatives in  drafting  such  legislation  as  an 
amendment  to  a bill  revising  Medicare  and 
Medicaid. 

In  a speech  on  the  Senate  floor,  Bennett  said 
there  is  deep  concern  over  the  high  costs  of 
Medicare  and  Medicaid.  He  complimented  the 
AMA  on  advancing  peer  review  as  a means  of 
curbing  these  costs.  He  said: 

I believe  the  American  people  are  justifi- 
ably concerned  over  the  tremendous  costs  of 
health  care.  Much  of  that  concern,  it  seems 
to  me,  is  a product  of  a very  real  feeling  that 
we  are  not  getting  what  we  are  paying  for. 
I believe,  equally,  that  much  of  the  apprehen- 
sion, anxiety,  and  suspicion  now  prevalent — 
for  better  or  worse — with  respect  to  those 
responsible  for  health  care  would  disappear 
if  review  organizations  of  professional  stand- 
ards were  established  and  functioned  effec- 
tively. It  seems  to  me  that  the  American 
people  are  entitled  to  know  that  American 
medicine  shares  their  concern — and  more  im- 
portantly— proposes  to  do  something  substan- 
tial about  it  through  means  of  review  or- 
ganizations of  professional  standards.  . . . 

I believe  that  physicians,  properly  organ- 
ized and  with  a proper  mandate,  are  capable 
of  conducting  an  ongoing  effective  review 
program  which  would  eliminate  much  of  the 
present  criticism  of  the  profession  and  help 
enhance  their  stature  as  honorable  men  in  an 
honorable  vocation  willing  to  undertake 
necessary  and  broad  responsibility  for  over- 
seeing professional  functions.  If  medicine 
accepts  this  role  and  fulfills  its  responsibility, 
then  the  government  would  not  need  to  de- 
vote its  energies  and  resources  to  this  area  of 
concern.  Make  no  mistake;  the  direction  of 
the  Social  Security  bill  passed  by  the  House 
is  toward  more — not  less — review  of  the  need 
for  and  quality  of  health  care.  I believe 
my  amendment  would  provide  the  necessary 
means  by  which  organized  medicine  could 
assume  responsibility  for  that  review. 
Bennett  said  that,  under  his  amendment,  re- 
view groups  would  have  responsibility  for  re- 
viewing “the  totality  of  care  provided  patients 
— including  all  institutional  care.”  That  re- 
sponsibility he  said,  would  be  lodged,  “wherever 
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possible  and  wherever  feasible,”  at  the  local 
community  level.  He  said: 

Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within  rea- 
sonable limits,  from  area  to  area,  and  local 
review  assures  greater  familiarity  with  the 
physicians  involved  and  ready  access  to  nec- 
essary data.  Priority  should  be  given  to  ar- 
rangements with  local  medical  societies — of 
suitable  size — which  are  willing  and  capable 
of  undertaking  comprehensive  review  of  pro- 
fessional standards.  . . . 

Under  the  amendment,  the  Secretary  of 
Health,  Education,  and  Welfare  could  use 
state  or  local  health  departments  or  employ 
other  suitable  means  of  undertaking  review 
of  professional  standards  only  where  the 
medical  societies  were  unwilling  or  unable 
to  do  the  necessary  work,  or  where  their  ef- 
forts were  only  pro  forma  or  token.  Let  me 
emphasize  as  strongly  as  possible  that  the 
thrust  of  this  proposal  is  to  have  physicians, 
as  a group,  evaluate  physicians  and  the  serv- 
ices they  provide  and  order  as  individuals. 
Bennett  said  that  the  review  committees 
should  determine  that  only  medically  necessary 
services  are  provided  by  physicians,  hospitals, 
nursing  homes,  and  pharmacies  and  that  these 
services  meet  proper  professional  standards. 

Disciplinary  measures,  he  said,  would  be  in 
proportion  to  the  offense  and  could  include: 
(1)  monetary  penalties,  (2)  suspension  from 
participating  in  Federal  programs,  (3)  exclu- 
sion from  participating  in  Federal  programs, 
(4)  civil  or  criminal  prosecution,  and  (5)  steps 
leading  to  the  suspension  or  revocation  of  pro- 
fessional licensure. 

Concerning  the  peer  review  part  of  his  bill, 
H.R.  18567 — Health  Insurance  Assistance  Act 
of  1970,  Fulton  said: 

The  appropriate  medical  societies  would 
be  charged  with  establishing  a peer  review 
mechanism  that  would,  among  other  things, 
review  individual  charges  and  services, 
wherever  performed;  review  hospital  and 
skilled  nursing  home  admissions;  review  the 
length  of  stays  in  hospitals  and  skilled  nurs- 
ing homes;  and  review  the  need  for  profes- 
sional services  provided  in  the  institution. 

The  process  of  ongoing  review  can  have 
nothing  but  a salutary  effect  on  the  pro- 
viders of  services,  thereby  cutting  down  on 
the  occasional  or  unintentional  abuses  that 
would  otherwise  occur. 

Patterns  of  abuse  would  be  detected  and 
the  abusers  either  suspended  from  or  ex- 
cluded from  the  program.  Exclusion  could 
follow  action  by  the  Secretary  of  Health,  Ed- 
ucation, and  Welfare  on  the  recommendation 
of  the  peer  review  committee. 

In  the  case  of  fraud,  or  other  clear  inten- 
tional misconduct,  the  peer  review  committee 
would  be  expected  to  bring  charges  before  the 
appropriate  licensing  body. 

And  in  the  event  that  a peer  review  com- 
mittee was  not  established  by  the  medical 


society  within  a reasonable  time,  or,  if  estab- 
lished, was  not  functioning,  the  Secretary  of 
HEW,  in  consultation  with  the  medical  so- 
ciety, would  be  empowered  to  appoint  a peer 
review  committee  that  would  function. 

The  Fulton-Broyhill  bill  would  provide  that 
an  individual  having  a tax  liability  of  $300  or 
less  in  a base  year  be  entitled  to  a certificate 
acceptable  by  carriers  for  health  care  insurance 
for  himself  and  his  dependents.  Insurance 
purchased  with  such  a full-pay  certificate 
would  require  no  beneficiary  participation  in 
health  care  charges.  Federal  contribution  to 
insurance  purchased  by  individuals  under  this 
part  of  the  program  would  be  scaled  in  favor  of 
low-income  taxpayers,  from  98  per  cent  if  the 
taxpayer’s  base-year  income  tax  is  between 
$301  and  $325,  to  10  per  cent  when  his  tax 
liability  exceeds  $1,300.  Basic  benefits  in  a 
twelve-month  policy  period  would  include  sixty 
days  of  inpatient  hospital  care.  To  encourage 
utilization  of  less  expensive  facilities,  two  days 
in  an  extended  care  facility  would  count  as  one 
day  of  the  sixty  days  allowed  for  hospital  care. 
Other  basic  benefits  would  include  emergency 
and  outpatient  services  and  all  medical  services 
provided  by  a doctor  of  medicine  or  of  oste- 
opathy. 

Supplemental  coverage  could  provide,  in  ad- 
dition, one  or  more  of  the  following:  pre- 

scription drugs  not  otherwise  covered,  addi- 
tional days  of  inpatient  and  extended  care 
services,  blood  transfusions  in  excess  of  three 
pints,  personal  health  services  when  furnished 
on  written  direction  of  a physician,  diagnostic 
and  therapeutic  services,  and  coverage  of  all 
hospital  and  medical  costs  for  catastrophic  ill- 
ness, up  to  $25,000,  after  the  first  $300  of  in- 
curred expenses  was  borne  by  the  beneficiary. 

The  Federal  Communications  Commission 
approved  an  application  for  local  medical  so- 
cieties to  operate  special  emergency  radio  serv- 
ices for  their  members. 

The  FCC  said  that  such  hookups  could  carry 
only  messages  relating  to  the  safety  of  life  or 
urgent  medical  duties  of  users.  Such  emer- 
gency radio  service  must  be  cooperative,  with 
members  assessed  pro  rata  shares  for  cost  of 
operation,  the  FCC  said. 

Previously,  individual  physicians  have  been 
allowed  to  use  emergency  radio  frequencies  and 
to  form  groups  of  physicians  for  such  hook- 
ups but  societies  representing  all  physicians  in 
an  area  have  been  restricted  by  FCC  regula- 
tions. 

The  FCC  said  in  its  ruling: 

There  is  merit  in  the  plan  to  use  these  sta- 
tions on  a coordinated  basis  with  telephone 
answering  services  now  operated  by  medical 
societies  and  to  dispatch  messages  from  cen- 
tral points  where  society  records  are  readily 
available  to  assist  in  locating  a physician 
when  called.  . . . The  proposal  gives  promise 
of  fostering  the  opportunities  for  service  in 
remote,  rural  regions.  . .(and)  would  permit 
the  establishment  of  parallel  systems  for 
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emergency  communications  which  would  be 
in  existence  and  available  for  use  in  times  of 
national  crises. 

Medical  societies  that  petitioned  the  FCC  in- 


cluded Academy  of  Medicine  of  Cleveland  and 
the  following  counties:  Cuyahoga,  Fayette, 

Fresno,  King,  Los  Angeles,  Maricopa,  Mont- 
gomery, Oklahoma,  San  Joaquin,  Milwaukee, 
Sacramento,  and  Travis.  They  were  joined  by 
the  American  Medical  Association. 


Books  Received 


The  following  hooks  were  received  during  the  month  of  July,  1970* 


Osteoporosis.  Edited  by  Uriel  S.  Barzel,  M.D. 
Quarto  of  290  pages,  illustrated.  New  York, 
Grune  & Stratton,  1970.  Cloth,  $25. 

Strength  of  Biological  Materials.  By  Hiroshi 
Yamada,  M.D.  Edited  by  F.  Gaynor  Evans, 
Ph.D.  Quarto  of  297  pages,  illustrated.  Bal- 
timore, The  Williams  & Wilkins  Company, 
1970.  Cloth,  $22.50. 

Textbook  of  Vectorcardiography.  By  Richard 
J.  Kennedy,  M.D.,  Philip  Varriale,  M.D.,  and 
Joseph  C.  Alfenito,  M.D.  Quarto  of  401  pages, 
illustrated.  New  York,  Harper  & Row,  Pub- 
lishers, 1970.  Cloth,  $17.50. 

Dialysis  and  Renal  Transplantation.  Proceed- 
ings of  the  Sixth  Conference  of  the  European 
Dialysis  and  Transplant  Association  held  in 
Stockholm,  Sweden  June,  1969.  Volume  VI. 

Editor  David  N.  S.  Kerr  (United  Kingdom). 
Associate  Editors  R.  Walter  Elliott  (United 
Kingdom)  and  Daniel  Fries  (France).  Octavo 
of  379  pages,  illustrated.  London,  Pitman  Med- 
ical & Scientific  Publishing  Co.,  Ltd.  (Balti- 

*  Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


more,  The  Williams  & Wilkins  Company),  1969. 
Cloth,  $19. 

Immunology.  By  Sverre  Dick  Henriksen,  M.D. 
Octavo  of  182  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1970.  Cloth, 
$9.50. 

Principles  of  Rational  Medicine.  By  D.  A. 

Barlovatz,  M.D.  Octavo  of  72  pages.  Bristol, 
John  Wright  & Sons,  Ltd.  (Baltimore,  The 
Williams  & Wilkins  Company),  1970.  Paper, 
$4.50. 

Modern  Treatment.  Volume  7,  Number  2, 
March  1970.  Treatment  of  Pyelonephritis. 
Guest  Editors  John  H.  Moyer,  M.D.,  and 
Charles  D.  Swartz,  M.D.  Diuretics  in  the 
Management  of  Fluid  Retention.  Guest  Editor 
Henry  O.  Heinemann,  M.D.  Octavo.  Illus- 
trated. New  York,  Harper  & Row,  Publishers, 
1970.  Published  Bi-Monthly  (six  numbers  a 
year).  Boards,  $20.  per  year. 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  Volume  54,  Number  4,  July, 
1970.  Sophisticated  Diagnostic  Procedures. 
Joseph  M.  Kiely,  M.D.,  Guest  Editor.  Octavo. 
Philadelphia,  W.  B.  Saunders  Company,  1970. 
Published  Bi-Monthly  (six  numbers  a year). 
Boards,  $21.  per  year. 
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Marked  antianxiety  action . . . 

The  antianxiety  effect  of  Sinequan 
(doxepin  HCI)  was  compared  to  that  of 
either  diazepam  or  chlordiazepoxide  in 
ten  double-blind  studies1'2  of  422  patients 
with  psychoneurotic  anxiety.  An  analysis 
of  the  symptom  rating  scales  revealed  that 
Sinequan  was  unsurpassed  by  the  two 
tranquilizers  in  treating  a broad  range  of 
anxious  symptomatology. 

Global  evaluation  of  the  double-blind 
studies  also  expressed  the  comparative 
effectiveness  of  Sinequan 
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Overall  evaluations1  of  patients  treated 
with  Sinequan  revealed  that: 

□ 84%  of  263  patients  with  symptoms  of 
anxiety  showed  marked,  moderate,  or  slight 
improvement 

□ 87%  of  40  patients  with  symptoms 

of  anxiety  accompanying  organic  disease 
showed  marked,  moderate,  or  slight 
improvement 

□ 83%  of  1 42  patients  with  symptoms 

of  anxiety  and  depression  showed  marked, 
moderate,  or  slight  improvement. 


. . . and  significant  antidepressant  activity 
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fidgeting,  irritability,  tenseness,  inability  to  relax,  muscular 
stiffness,  feelings  of  weakness,  tachycardia,  palpitation,  giddiness, 
shortness  of  breath,  dyspepsia,  bowel  disturbances. " 


Johnstone.  E.E.  and  Claghorn,  J.L.:  Curt  Ther.  Res.  10:514.  Oct..  1968 


(Please  see  last  page  for  full  adverse  reactions.,  contraindications,  warnings  and  precautions.) 


Analysis  of  standard  symptoms  rating  scales1 
proved  the  effectiveness  of  Sinequan  (doxepin 
HCI)  in  decreasing  the  intensity  and  incidence  of 
the  most  prevalent  psychoneurotic  symptoms: 


Symptom 

Improvement  with  Sinequan 

Anxious  Mood 

74%  (59  of  80  patients*) 

Fears 

73%  (48  of  66  patients*) 

Difficulty  in 
decision-making 

63%  (12  of  19  patients6) 

Tension 

79%  (63  of  80  patients*) 

Depressed  Mood 

72%  (50  of  69  patients*) 

Loss  of  interest 

73%  (11  of  15  patients') 

Social  Withdrawal 

62%  (13  of  21  patients6) 

Somatic  Symptoms 
(General) 

76%  (31  of  41  patients*) 

Respiratory 

Symptoms 

83%  (19  of  23  patients*) 

Gastrointestinal 

Symptoms 

77%  (54  of  70  patients*) 

Cardiovascular 

Symptoms 

67%  (14  of  21  patients") 

Insomnia 

73%  (53  of  73  patients") 

Rating  scales  used  for  symptom  evaluation 

a.  Hamilton  Anxiety  Scale  (Modified) 

b.  Wittenborn  Symptom  Rating  Scale 

c.  Anxiety  Check  List 


Effective  control  of 
anxiety’s  most  prevalent  psychic 
and  somatic  symptoms... 
relief  of  underlying  depression 


Sinequan  (doxepin-HCI)  Capsules 

Description.  Sinequan  (doxepin  • HCI)  is  a new  dibenzoxepin  psychotherapeutic  ag 
with  marked  antianxiety  and  significant  antidepressant  activity. 

Chemistry.  Sinequan  (doxepin  • HCI)  is  a dibenzoxepin 
derivative  and  is  the  first  of  a new  family  of  psycho- 
therapeutic agents.  Specifically,  it  is  an  isomeric  mix- 
ture of  N.N-Dimethyl-dibenz(b,e)-oxepin-Al|(<>H)i  y pro- 
pylamine hydrochloride 

Indications.  In  a carefully  designed  series  of  controlled 
studies,  Sinequan  (doxepin  • HCI)  has  been  shown  to 
have  marked  antianxiety  and  significant  antidepressant 
activity.  Sinequan  (doxepin  • HCI)  is  recommended  for 
the  treatment  of: 


ft 
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SINEQUAN  (doxepin  *HC 

(1)  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions.  (2)  Mixed  syi 
toms  of  anxiety  and  depression.  (3)  Alcoholic  patients  with  anxiety  and/or  deprcssi 
(4)  Anxiety  associated  with  organic  disease.  (5)  Psychotic  depressive  disorders  incl 
ing  involutional  depression  and  manic-depressive  reactions. 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well  to  Sineq 
(doxepin  • HCI)  include  anxiety,  tension,  depression,  somatic  symptoms  and  conce 
insomnia,  guilt,  lack  of  energy,  fear,  apprehension  and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  Sinequan  (doxepin*1- 
is  of  particular  value  since  it  exerts  a potent  antidepressant  effect  as  well  as  a 
anxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepressant  drugs 
benefit  from  treatment  with  Sinequan  (doxepin  • HCI). 

Clinical  experience  has  shown  that  Sinequan  (doxepin  • HCI)  is  safe  and  well  tc 
ated  even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal  symptoms,  r 
were  reported.  This  is  consistent  with  the  virtual  absence  of  euphoria  as  a side  e 
and  the  lack  of  addiction  potential  characteristic  of  this  type  of  chemical  compoun 
Contraindications.  Sinequan  (doxepin* HCI)  is  contraindicated  in  individuals  who  I 
shown  hypersensitivity  to  the  drug. 

Sinequan  (doxepin  • HCI)  is  contraindicated  in  patients  with  glaucoma  or  a tend( 
to  urinary  retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin  • HCI)  has  not  been  studied  in 
pregnant  patient.  It  should  not  be  used  in  pregnant  women  unless,  in  the  judgmei 
the  physician,  it  is  essential  for  the  welfare  of  the  patient,  although  animal  reprO' 
tive  studies  have  not  resulted  in  any  teratogenic  effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxepin  • HCI)  in  children  under  12  yea 
age  is  not  recommended,  because  safe  conditions  for  its  use  have  not  been  establis 

MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  folio' 
the  concomitant  use  of  certain  drugs  with  MAO  inhibitors.  Therefore,  MAO  inhib 
should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  the 
with  Sinequan  (doxepin • HCI).  The  exact  length  of  time  may  vary  and  is  depen 
upon  the  particular  MAO  inhibitor  being  used,  the  length  of  time  it  has  been  ad 
istered,  and  the  dosage  involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  shoul 
warned  of  the  possibility  and  cautioned  against  driving  a car  or  operating  dange 
machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potenti. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so 
significant  improvement  has  occurred,  patients  should  be  closely  supervised  durinc  t 
early  course  of  therapy. 

Although  Sinequan  (doxepin  • HCI)  has  significant  tranquilizing  activity,  the  pos; 
ity  of  c-ctivation  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e  g.,  iminodibenzyls  and  di 
zocycloheptenes)  are  capable  of  blocking  the  effects  of  guanethidine  and  sim 
acting  compounds  in  both  the  animal  and  man.  Sinequan  (doxepin • HCI),  how 
does  not  show  this  effect  in  animals.  At  the  usual  clinical  dosage,  75  to  150  mg 
day,  Sinequan  (doxepin  • HCI)  can  be  given  concomitantly  with  guanethidine  am 
lated  compounds  without  blocking  the  antihypertensive  effect.  At  doses  of  300  mg 
day  or  above,  Sinequan  (doxepin  • HCI)  does  exert  a significant  blocking  effect.  In  ; 
tion,  Sinequan  (doxepin • HCI)  was  similar  to  the  other  structurally  related  ps^ 
therapeutic  agents  as  regards  its  ability  to  potentiate  norepinephrine  response  ir 
animal.  However,  in  the  human  this  effect  was  not  seen.  This  is  in  agreement  witl 
low  incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry  mouth,  blurred  vision,  and  cons 
tion  have  been  reported.  They  are  usually  mild,  and  often  subside  with  continued 
apy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has  been  observed.  This  usually  o< 
early  in  the  course  of  treatment,  and  tends  to  disappear  as  therapy  is  continued. 

Cardiovascular  Effects:  Tachycardia  and  hypotension  have  been  reported  infrequt 

Other  infrequently  reported  side  effects  include  extrapyramidal  symptoms,  ga. 
intestinal  reactions,  secretory  effects  such  as  increased  sweating,  weakness,  dizzi: 
fatigue,  weight  gain,  edema,  paresthesias,  flushing,  chills,  tinnitus,  photophobia 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a starting  do 
25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently  be  increased  or  decreas 
appropriate  intervals  and  according  to  individual  response.  The  usual  optimum 
range  is  75  mg. /day  to  150  mg. /day. 

In  more  severely  ill  patients  an  initial  dose  of  50  mg.  t.i.d.  may  be  required 
subsequent  gradual  increase  to  300  mg. /day  if  necessary.  Additional  therapeutic  <1 
is  rarely  to  be  obtained  by  exceeding  a dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompai  9 
organic  disease,  lower  doses  may  suffice.  Some  of  these  patients  have  been  contr  0 
on  doses  as  low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be  evident  for  two  to  three  w a. 
antianxiety  activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin  • HCI)  is  available  as  cap- 
sules containing  doxepin  HCI  equivalent  to  10  mg.,  25 
mg.,  and  50  mg.  of  doxepin  in  bottles  of  100;  and  25 
mg.  and  50  mg.  in  bottles  of  1000. 

References:  1.  Data  on  File,  Medical  Research  Labora 
tories,  Pfizer  Pharmaceuticals,  Pfizer  Inc.,  Groton,  Conn. 

2.  Pitts,  N.E.:  Psychosomatics  10:164,  May-June.  1969. 
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Books  Reviewed 


Radiology  of  the  Small  Intestine.  Ry  Richard 
H.  Marshak,  M.D.,  and  Arthur  E.  Lindner, 
M.D.  Quarto  of  510  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1970.  Cloth, 
$32. 

The  authors  of  this  monograph,  who  have 
had  a tremendous  experience  in  gastrointestinal 
radiology,  present  this  subject  in  as  condensed 
a form  as  is  possible.  The  subject,  both  from 
a clinical  and  radiologic  aspect,  is  very  com- 
pletely covered.  There  are  excellent  chapters 
on  the  malabsorption  syndrome,  vascular  dis- 
eases, tumors,  the  small  bowel  in  infants  and 
children,  and  uncommon  and  miscellaneous  le- 
sions of  the  small  gut.  The  text  is  simple  and 
brief.  The  illustrations  are  satisfactory.  It 
would  be  difficult  to  find  any  volume  more  in- 
clusive than  this  is  in  this  field. 

This  is  an  excellent  volume  for  the  library  of 
radiologic  students  and  teachers,  and  also  for 
the  clinical  radiologist.  Emanuel  Mendelson, 
M.D. 

Arthritis  and  Physical  Medicine.  Edited  by 
Sidney  Licht,  M.D.  Octavo  of  521  pages,  illus- 
trated. New  Haven,  Conn.,  Elizabeth  Licht, 
Publisher,  1969.  Cloth,  $14. 

Therapeutic  exercises,  electronic  equipment, 
and  the  modern  sophisticated  modalities  supple- 
ment our  age-old,  time-tested,  basic  physical 
agents  (heat,  cold,  water)  and  constitute  a po- 
tent armamentarium  to  combat  the  ravages  of 
rheumatism.  Physical  therapy  is  an  essential 
ingredient  in  the  comprehensive  care  of  the 
arthritic.  Unfortunately,  it  is  often  neglected 
and  more  frequently  misused. 

This  volume  is  the  eleventh  and  latest  in  the 
Physical  Medicine  Library  series.  It  is  a com- 
prehensive textbook  on  arthritis  exploring  all 
facets  of  the  disease  and  all  therapeutic  meas- 
ures, and  placing  physical  therapy  in  its  proper 
perspective.  The  several  contributors  are  well- 
known  authorities  on  rheumatology',  and  superb 
editing  has  eliminated  the  faults  of  multiple 
authorship.  Presentation  is  clear  and  concise 
and  stresses  practical  management. 

Arthritis  is  ubiquitous,  afflicting  without  dis- 
crimination— age,  sex,  race,  or  social  status. 
It  is  the  world’s  worst  crippler,  leaving  its  de- 
spairing and  gullible  victims  easy  prey  to 
nostrums  and  quackery.  Since  arthritis  is  a 
common  concommitant  or  complication  of  other 
ailments,  this  volume  should  be  useful  to  all 
surgical  and  medical  specialists,  particularly 
the  busy  general  practitioner  who  will  find  in 
it  a mine  of  practical  information  and  the 
answers  to  all  his  questions  on  arthritis.  Mil- 
ton  B.  Spiegel,  M.D. 


Juvenile  Rheumatoid  Arthritis.  By  Earl  J. 
Brewer,  Jr.,  M.D.  Major  Problems  in  Clinical 
Pediatrics — Volume  VI.  Quarto  of  231  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1970.  Cloth,  $12.50. 

This  is  the  sixth  volume  in  a series  of  mono- 
graphs, each  of  which  is  planned  to  review  a 
single  major  problem  in  clinical  pediatrics. 

Dr.  Brewer  is  chief  pediatrician  of  the  Ar- 
thritis Clinical  Research  Center  of  the  Texas 
Children’s  Hospital  at  Houston. 

He  and  his  associates  are  experts  in  one  of 
the  various  aspects  of  the  care  of  children 
afflicted  with  rheumatoid  arthritis  and  thor- 
oughly discuss  in  smaller  monographic  chapters 
the  current  manifestations,  course,  differential 
diagnosis,  and  therapy  of  this  subtle  disease. 
Their  justification  for  writing  with  some  au- 
thority is  based  on  their  careful  work-up  on  an 
equally  careful  follow-up  of  100  such  cases  at- 
tending their  specialty  clinic. 

All  aspects  of  the  disease  are  adequately 
covered.  The  helpful  medicinal  agents  are  in- 
dividually evaluated.  Proper  methods  of  splint- 
ing to  minimize  deformity  are  described.  The 
simpler  physiotherapeutic  measures  are  illus- 
trated. Helps  toward  more  effective  home  care 
are  emphasized. 

Since  the  average  pediatrician  or  physician 
will  seldom  have  more  than  a half  dozen  such 
cases  to  take  care  of  in  a medical  life  time,  a 
monograph  of  this  type  becomes  invaluable  in 
assisting  him  to  provide  better  medical  care  for 
these  patients.  Kenneth  G.  Jennings,  M.D. 

Youth:  A Transcultural  Psychiatric  Approach. 
Edited  by  Jules  H.  Masserman,  M.D.  Pro- 
ceedings of  the  Fifth  Transcultural  Conference 
on  Psychiatry,  sponsored  by  The  American  Psy- 
chiatric Association  and  the  Forest  Hospital 
Foundation  in  collaboration  with  Northwestern 
University.  Octavo  of  189  pages,  illustrated. 
New  York,  Grune  & Stratton,  1969.  Cloth, 
$9.75. 

This  is  a compilation  of  edited  essays.  The 
papers  were  delivered  by  psychiatrists  repre- 
senting South  America,  Mexico,  Hawaii,  Guam, 
Japan,  Maylasia,  Indonesia,  Hong  Kong,  Cey- 
lon, Thailand,  Turkey,  Greece,  England,  Can- 
ada, and  the  United  States — 25  in  all. 

In  two  short  sentences  the  editor  whimsically 
states  the  questions  to  which  answers  were 
sought:  first,  is  youth  a globally  pandemic 

disease  or  are  its  problems  endemic  and  specific 
to  particular  cultures;  and  second,  in  any  case 
what  if  anything  needs  or  can  be  done  about 
current  vagaries  and  deviations? 

continued  on  page  2294 
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)tlier  clays  she  doesn't  even  try 


n the  treatment  of  depression,  Aventyl  HCI  as  part  of  your  total  therapy  often  brings 
arly  symptomatic  improvement.  Aventyl  HCI  aids  in  renewing  motor  function  and 
icreasing  interest  in  life.  Patients  may  report  that  they  eat  more,  enjoy  undisturbed 
leep  . . . generally  begin  to  function  better.  Relief  from  their  most  distressing 
ymptoms  helps  them  “open  up”  and  ventilate  their  problems. 


n depression 


YVENTYL*  HCI 

iORTRIPTYLINE  HYDROCHLORIDE 


dications:  Aventyl  HCI  is  indicated  lor  the  relief  of  symptoms  of  depression, 
idogenous  depressions  are  more  likely  to  be  alleviated  than  are  other  depressive 

lies. 


antraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants 
ncurrently  with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated, 
rperpy retie  crises,  severe  convulsions,  and  fatalities  have  occurred  when 
nilar  tricyclic  antidepressants  were  used  in  such  combinations.  Discontinue 
e MAO  inhibitor  for  at  least  two  weeks  before  treatment  with  Aventyl  HCI. 
itients  hypersensitive  to  Aventyl  HCI  should  not  be  given  the  drug. 
Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 
Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocar- 
sl  infarction. 


arnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the 
ndency  of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  con- 
ction  time.  Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The 
tihypertensive  action  of  guanethidme  and  similar  agents  may  be  blocked, 
icause  of  its  anticholinergic  activity.  Aventyl  HCI  should  be  used  with  great 
ution  in  patients  with  glaucoma  or  a history  of  urinary  retention.  Patients  with 
iistory  of  seizures  should  be  followed  closely,  since  this  drug  is  known  to  lower 
; convulsive  threshold.  Great  care  is  required  if  Aventyl  HCI  is  administered  to 
perthyroid  patients  or  to  those  receiving  thyroid  medication,  since  cardiac 
rhythmias  may  develop. 

Usage  in  Pregnancy— Safe  use  of  Aventyl  HCI  during  pregnancy  and 
tation  has  not  been  established;  therefore,  the  potential  benefits  of  admims- 
tion  to  pregnant  patients,  nursing  mothers,  or  women  of  childbearing  potential 
ist  be  weighed  against  the  possible  hazards. 

Usage  in  Children—  This  drug  is  not  recommended  for  use  in  children, 
ce  safety  and  effectiveness  in  the  pediatric  age  group  have  not  been  estab 
led. 

tventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the 
■formance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car; 
refore,  the  patient  should  be  warned  accordingly. 


cautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerba- 
of  the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  over- 
ve  or  agitated  patients,  increased  anxiety  and  agitation  may  occur.  In  mamc- 
iressive  patients.  Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to 
erge. 

roublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI. 
leptiform  seizures  may  accompany  its  administration,  as  is  true  of  other 
gs  of  its  class. 

lose  supervision  and  careful  adjustment  of  the  dosage  are  required  when 
intyl  HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic 


gs. 


he  patient  should  be  informed  that  the  response  to  alcohol  may  be  exagger- 


Ihen  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
ough  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days, 
jssible,  prior  to  elective  surgery. 

ecause  the  possibility  of  a suicidal  attempt  by  depressed  patients  remains 
r the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at 
given  time. 

oth  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 


J'erse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse 
Ktions  which  have  not  been  reported  with  this  specific  drug.  However,  the 
Irmacologic  similarities  among  the  tricyclic  antidepressant  drugs  require  that 
■1  of  the  reactions  be  considered  when  nortriptyline  is  administered. 
Cardiovascular—  Hypotension,  hypertension,  tachycardia,  palpitation,  myo- 
Vial  infarction,  arrhythmias,  heart  block,  stroke. 

Msychiatric— Confusional  states  (especially  in  the  elderly)  with  hallucina- 
■>.  disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic, 

A ninhlm.....  - ......... — ... L.  „ . 


Neurological— Numbness,  tingling,  paresthesias  of  extremities;  in-co-oi- 
dmalion,  ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms, 
seizures,  alteration  in  EEG  patterns;  tinnitus. 

Anticholinergic— Dry  mouth  and.  rarely,  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic 
ileus;  urinary  retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic  — Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid 
excessive  exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug 
fever,  cross-sensitivity  with  other  tricyclic  drugs. 

Hema  tologic— Bone-marrow  depression,  including  agranulocytosis;  eosmo- 
philia;  purpura;  thombocytopema. 

Gastro  intestinal—  Nausea  and  vomiting,  anorexia,  epigastric  distress, 
diarrhea,  peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocrine— Gynecomastia  in  the  male,  breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling; 
elevation  or  depression  of  blood  sugar  levels. 

Other—  Jaundice  (simulating  obstructive);  altered  liver  function;  weight 
gain  or  loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness, 
dizziness,  weakness,  and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy  may  produce  nausea, 
headache,  and  malaise. 


Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower 
dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients  not 
under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually, 
noting  carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following 
remission,  maintenance  medication  may  be  required  for  a prolonged  period  at 
the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the 
drug  promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting  at  a low  level 
and  increasing  as  required.  Doses  above  100  mg.  per  day  are  not  recommended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided 
doses. 


Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation, 
vomiting,  hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  ECG 
evidence  of  impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma, 
and  C.N.S.  stimulation  with  convulsions  followed  by  respiratory  depression. 
Deaths  have  occurred  following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure 
when  indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  de- 
pression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant 
activity  with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular 
abnormalities  or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 


How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of  100 
and  500.  [o4067o] 


Additional  information 
available  upon  request. 
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continued  from  page  2291 

A careful  reading  of  the  lectures  would  seem 
to  indicate  that  the  answer  to  the  first  question 
might  be  as  follows.  Where  youths  remain 
dispersed  close  to  their  families  in  the  tradi- 
tional labors  and  regions,  the  problems  are 
minimal.  But  to  the  extent  to  which  indus- 
trialization draws  the  families  into  urban  com- 
munities, concentrates  youths  into  programs  of 
mass  education  and  cannot  offer  sufficient  op- 
portunities for  a relatively  high  level  of  em- 
ployment, sophistication  and  idleness  beget  in- 
creasing problems.  The  cause  of  the  so-called 
disease,  therefore,  is  cultural  and  environ- 
mental. 

The  answer  to  the  second  question  would  seem 
to  be  contained  in  the  answer  to  the  first  ques- 
tion as  indicated  by  the  essays,  except  that  the 
violently  activist  group  of  youths  might  require 
facilities  for  psychiatric  treatment.  The  lec- 
turers reveal  that  such  facilities  are  woefully 
lacking  in  poorer  nations  and  immensely  over- 
burdened in  the  wealthier  countries. 

This  book  is  worth-while  reading  for  laymen 
and  professionals  interested  in  the  reactive  de- 
pression in  which  activists  are  caught  in  our 
day.  Kenneth  G.  Jennings,  M.D. 

Disadvantaged  Children:  Health,  Nutrition  and 
School  Failure.  By  Herbert  G.  Birch,  M.D.,  and 
Joan  Dye  Gussow.  Octavo  of  322  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc., 
1970.  Cloth,  $7.50. 

When  school  desegregation  brought  to  light 
the  intellectual  retardation  of  the  poor  white 
and  Negro  as  compared  to  the  average  white 
pupil  in  the  mixed  race  schools,  the  government 
sponsored  an  attempt  to  overcome  this  condi- 
tion by  a purely  educational  enrichment  pro- 
gram called  “Head  Start.” 

The  program  failed  to  have  the  expected 
ameliorating  effect.  Immediately,  pseudosci- 
entists asserted  that  the  cause  of  the  failure 
was  genetic  incapability. 

The  authors  of  this  book  set  out  to  prove 
that  this  conclusion  is  unjustified  and  that  the 
program  failed  because  the  results  of  poor  hous- 
ing, poor  nutrition,  stilted  environment,  and 
consequently  increased  ill  health  were  not  cor- 
rected before  or  during  the  educationa1  effort. 

An  enormous  volume  of  pertinent  literature 
concerning  these  subjects  is  reviewed  and  eval- 


uated. Much  of  it  the  authors  had  to  discount 
because  of  faultiness  in  design. 

Finally,  however,  the  authors  conclude  that 
although  it  is  not  possible  to  prove  syllogisti- 
cally  the  percentage  valuation  of  each  element 
in  the  complexity  of  relationships  which  end  in 
retardation  of  intellectual  capability  for  school 
success,  nevertheless  the  over-all  trend  in  the 
literature  supports  their  convictions. 

The  preceding  paragraphs  suggest  that  the 
book  is  dry  and  ultrascientific.  It  is  not.  It  is 
easy  to  read,  interesting,  and  most  informative. 
The  book  should  attract  the  attention  of  sociol- 
ogists, educators,  pediatricians,  and  officials  of 
welfare  agencies.  Kenneth  G.  Jennings, 
M.D. 

Psychiatry  for  the  Pediatrician.  By  Stuart  M. 
Finch,  M.D.,  and  John  F.  McDermott,  Jr.,  M.D. 
Octavo  of  236  pages,  illustrated.  New  York, 
W.  W.  Norton  & Company,  1970.  Cloth,  $7.50. 

This  book  is  written  for  the  benefit  of  the 
generalist,  the  pediatrician,  and  the  educated 
layman.  The  authors,  who  have  for  some  time 
given  courses  in  psychiatry  to  the  residents  of 
a university  hospital,  feel  qualified  to  offer  a 
book  which  will  simplify  and  make  more  inter- 
esting the  solution  of  the  less  serious  childhood 
and  adolescent  psychologic  problems  encoun- 
tered in  carrying  on  a pediatric  practice.  The 
psychiatric  so-called  “jargon”  has  been  elim- 
inated so  that  the  intelligent  father  and  mother 
may  be  helped  by  reading  it. 

The  authors  intimate  that  the  pediatrician  is 
not  doing  his  share  toward  solving  these  prob- 
lems because  of  lack  of  formal  training,  lack  of 
interest  as  a secondary  effect,  or  lack  of  avail- 
able time  and  associated  paraprofessional  help 
to  obtain  a meaningful  preliminary  work-up. 

The  truth  of  the  matter  would  seem  to  be 
that  the  average  pediatrician  finds  the  com- 
munity’s psychiatric  facilities  overburdened, 
and  private  resources  overburdened  and  too 
expensive  for  the  average  patient,  so  that  time 
and  maturing  experience  are  the  ultimate  ther- 
apeutic agents.  In  fact,  it  is  difficult  to  ar- 
range for  adequate  care  for  the  psychotic  un- 
less the  patient  is  violent. 

This  book  is  an  attempt  to  bridge  the  gap. 
It  is  well  written;  gives  guidelines  for  diag- 
nosis and  treatment;  and  presents  case  reports 
and  is  well  indexed.  Kenneth  G.  Jennings, 
M.D. 
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rip  stopped,  Congestion  cleared 


upper  respiratory  allergies  and  infections,  up  to 
ours  clear  breathing  on  one  tablet.  Dimetapp 
ntabs®  does  an  outstanding  job  of  helping  to  clear 
le  stuffiness,  drip  and  congestion  of  colds  and  up- 
•espiratory  allergies  and  infections.  Each  Extentab 
s working  up  to  12  hours.  And  for  most  patients 
siness  or  overstimulation  is  unlikely. 

CATIONS:  Dimetapp  is  indicated  for  symptomatic 
f of  the  allergic  manifestations  of  respiratory  ill- 
es,  such  as  the  common  cold  and  bronchial  asthma, 
onal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
TRAINDICATIONS:  Hypersensitivity  to  antihista- 
s.  Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de 
termined,  he  should  be  cautioned  against  engaging  ir 
operations  requiring  alertness.  Administer  with  care  tc 
patients  with  cardiac  or  peripheral  vascular  diseases  o 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac 
tions  including  skin  rashes,  urticaria,  hypotension  anc 
thrombocytopenia,  have  been  reported  on  rare  occa 
sions.  Drowsiness,  lassitude,  nausea,  giddiness,  dry 
ness  of  the  mouth,  mydriasis,  increased  irritability  o 
excitement  may  be  encountered.  /HH-I70BIN5 
DOSAGE:1  Extentab  morning  and  eve-  l\ 

nmg. SUPPLIED: Bottlesof  100  and  500.  Richmond,  va  2322 


Dimetapp 

Extentabs 

Dimetane®  (brompheniramine  maleate).  12  mg  ; pheny 


TIPS  FOR  THE  IDENTIFICATION  OF  DRUG  ABUSERS 

The  following  chart  was  adapted  by  the  Suffolk  County  Medical  Society  from  one  prepared  by  the 
Suffolk  County  District  Attorney’s  Office 


Drug  Used 

Physical  Symptoms 

Look  For 

Dangers 

Glue  Sniffing 

Violence,  Drunk 
Appearance,  Dreamy 
or  blank  expression 

Tubes  of  glue,  Glue 
smears,  Large  Paper 
Bags,  or  Handkerchiefs 

Lung/Brain/Liver  Dam- 
age, Death  through 
suffocation  or  choking, 
Anemia 

Heroin, 

Morphine, 

Codeine 

Stupor,  Drowsiness, 
Needle  marks  on  body, 
Watery  eyes,  Loss  of 
appetite,  Blood  stain 
on  shirt  sleeve, 
Running  nose 

Needle  or  hypodermic 
syringe,  Cotton,  Tour- 
niquet-string, Rope, 

Belt,  Burnt  bottle 

Caps  or  Spoons,  Glassine 

envelopes 

Death  from  overdose, 
Addiction,  Liver  and 
other  infections  due  to 
unsterile  needles 

Cough  Medicine 
containing  Codeine 
and  Opium 

Drunk  appearance, 
Lack  of  coordination, 
Confusion,  Excessive 
Itching 

Empty  bottle  of 
cough  medicine 

Addiction 

Marijuana 
("Pot",  "Grass") 

Sleepiness,  Wandering 
mind,  Enlarged  pupils, 
Lack  of  co-ordination, 
Craving  for  sweets. 
Increased  appetite 

Strong  odor  of  burnt 
leaves,  Small  seeds  in 
pocket  lining, 

Cigarette  paper, 
Discolored  fingers 

Inducement  to  take 
stronger  narcotics. 
Psychological  depend- 
ence. Possible  physical 
damage? 

Hallucinogens: 
(LSD,  DMT) 

Severe  Hallucinations, 
Feelings  of  detachment, 
Incoherent  speech,  Cold 
hands  & feet,  Vomiting, 
Laughing  & crying 

Cube  sugar  with  dis- 
coloration in  center, 
Strong  body  odor, 
Small  tube  of  liquid 

Suicidal  tendencies, 
Unpredictable  behavior, 
Chronic  exposure  causes 
brain  damage 

Stimulants: 
Amphetamines 
("Pep  Pills", 
"Ups") 

Aggressive  behavior, 
Giggling,  Silliness, 
Rapid  Speech,  Confused 
thinking.  No  appetite, 
Extreme  fatigue,  Dry 
Mouth,  Shakiness, 
Insomnia 

Pills  or  capsules 
of  varying  colors, 
Chain  smoking 

Death  from  overdose, 

Hallucinations, 

Psychosis 

Sedatives 
Barbiturates 
("Goof  Balls", 
"Downs") 

Drowsiness,  Stupor, 
Dullness,  Slurred  speech, 
Drunk  appearance, 
Vomiting 

Pills  or  capsules 
of  varying  colors 

Death  or  unconscious- 
ness from  overdose, 
Addiction,  Convulsions 
in  withdrawal 
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A 

REMINDER 

Today 

(or  any  other  day) 
you  probably 


PolymyxinB /Bacitracin /Neomycin 


each  gram  contains 

Aerosporin ® brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME &Ca(US.A.)tNC.JUCKAHOE,N.Y. 
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Circadian  Rhythm  and  Insomnia., 

in  the  menopause 


Symptomatic  disturbances  of  the  menopause 
may  also  include  change  in  circadian  rhythm, 
a disruption  of  prior  adherence  to  a 24-hour  sleep- 
wakefulness  pattern.  Such  change  in  response  to 
the  rhythmic  timing  of  night  and  day  can  lead  to  an 
insomnia  that  may  complicate  her  condition. 

Added  to  other  persistent  difficulties  in  the 
menopause,  this  insomnia  may  intensify 
existing  symptoms  and  possibly 
induce  new  ones.  “Menopausal 
insomnia”  may  even  retard 
usual  benefits  of  replace- 
ment therapy  and  delay 
improvement. 


When  insomnia  further  upsets  the  woman  in 
“change.”  Noludar  300  (methyprylon)  lets 
her  have  necessary  restful  sleep  that  can  last 
5 to  8 hours.  Unlike  shorter-acting  drugs, 
it  helps  overcome  intermittent  sleeplessness 
or  undesirable  early  awakening. 

Noludar  300  is  a proven  nonbarbiturate 
sedative-hypnotic  that  usually  provides  sleep 
within  45  minutes.  Paradoxical  excitation 
is  rare.  Morning-after  grogginess  is  usually 
avoided. 

Noludar  300:  for  the  relief  of  insomnia  at 
home,  in  the  hospital,  or  in  the  nursing  home. 
One  capsule  at  bedtime — for  refreshing 
sleep  and  a refreshed  awakening. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects 
w ith  alcohol  and  other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a 
motor  vehicle  shortly  after  ingesting  the  drug 


Physical  and  Psychological  Dependence:  Physical  and 
psychological  dependence  rarely  reported.  If  withdrawal 
symptoms  do  occur  they  may  resemble  those  associated 
with  withdrawal  of  barbiturates  and  should  be  treated  in 
the  same  fashion.  Use  caution  in  administering  to 
individuals  know  n to  be  addiction-prone  or  those  whose 
history  suggests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be  under 
adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  childbearing 
age  against  possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an 
analgesic  should  also  be  prescribed.  Perform  periodic 
blood  counts  if  used  repeatedly  or  over  prolonged 
periods.  Total  daily  intake  should  not  exceed  400  mg,  as 
greater  amounts  do  not  significantly  increase  hypnotic 
benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages, 
there  have  been  rare  occurrences  of  morning  drowsiness, 
dizziness,  mild  to  moderate  gastric  upset  (including 
diarrhea,  esophagitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There  have  been  a 
very  few  isolated  reports  of  neutropenia  and 
thrombocytopenia;  however,  the  evidence  does  not 
establish  that  these  reactions  arc  related  to  the  drug. 


Noludar  300 

(methyprylon) 

for  the  rest  of  the  night 
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Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nut  ley,  New  Jersey  07110 
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Ayerst  Laboratories 2278-2279 
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Burroughs  Wellcome  & Company 2297 
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These  films  are  available  to  physicians,  hospi- 
tals, medical  schools,  and  others,  from  the  Film 
Library  of  the  State  of  New  York  Department 
of  Health* 


Mother  Infant  Interaction:  Forms  of  Feeding 

at  Six  Weeks — Part  I and  Part  II.  Sound, 
16  mm.,  forty-nine  minutes. 

This  film  is  the  first  of  a series  about  the 
behavioral  and  emotional  interaction  between 
mothers  and  infants  in  the  first  year  of  life. 
In  a study  of  these  relationships,  more  than 
100  mother-infant  pairs  were  observed  clin- 
ically, and  the  feeding  of  each  infant  by  the 
mother  was  filmed  at  intervals  during  the 
year.  Seven  types  of  maternal  behavior  with 
infants  are  shown.  A running  narrative  text 
explains  the  criteria  for  each  type  and  pre- 
sents brief  clinical  comments  about  each 
mother-infant  pair  that  is  shown.  The  in- 
fluences that  each  kind  of  maternal  behavior 
appear  to  have  on  the  psychologic  development 
of  the  infant  is  noted. 

Source  and  producer:  New  York  Univer- 

sity Film  Library,  Washington  Square,  New 
York,  New  York. 

Beyond  Conception.  Sound,  color,  16  mm., 
thirty-five  minutes. 

In  this  film  the  population  problem  and  birth 
control  technics  are  described  clearly.  Its 
imagery  gradually  builds  up  awareness  of 
today’s  total  human  condition  and  the  need  for 
every  individual  of  every  age  to  recognize  and 
assume  his  personal  responsibility  at  this  turn- 
ing point  in  man’s  history.  Emphasis  is  on  the 
human  being,  his  environment,  and  his  relation- 
ships. 

Source  and  producer:  Henk  Newenhouse, 

1017  Longaker  Road,  Northbrook,  Illinois. 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Educa- 
tion: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wilbur 

M.  Dixon,  M.D.,  Binghamton;  and  James  J.  Quinlivan, 
M.D.,  Albany. 
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Stuart  Pharmaceuticals,  Div.  Atlas  Chemical  In- 
dustries  2275 


2300 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It's  similar  to  mother's 
milk  in  composition  and  assimilation,  much  like  cow's  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


qjaee  '(BotMet  and  <Satnf)|j u 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.A. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed,  each 
5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


W When  mixed  as 

r directed,  each  cc? 
will  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


*«««• 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 

of  llosone®  \ 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Ska, 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  2S0  mg. 
erythromycin  base. 
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Editorials 


Levodopa  and  parkinsonism 


In  1817  James  Parkinson  a general  prac- 
titioner in  Shoreditch,  a suburb  of  London, 
England,  called  attention  to  the  disorder 
which  now  bears  his  name.  His  intention 
was  to  interest  the  morbid  anatomists  of 
the  day  in  examining  the  brains  of  deceased 
patients  with  hope  of  defining  its  cause. 
For  the  better  part  of  the  one  hundred  fifty 
years  that  have  passed  since  then,  paralysis 
agitans  has  remained  an  impenetrable 
enigma  both  as  to  cause  and  treatment. 
However,  of  recent  date  as  a result  of  bio- 
chemical and  pharmacologic  research,  a new 
approach  to  the  therapy  of  parkinsonism,  its 
treatment  with  levodopa,  has  emerged. 

The  development  of  levodopa  as  a ther- 
apeutic agent  in  parkinsonism  will  undoubt- 
edly go  down  as  one  of  the  outstanding  mile- 
stones in  medical  therapeutics.  For  anyone 
witnessing  the  remarkable  reversal  of  symp- 
toms which  can  occur  in  a disabled  parkin- 
sonian patient  treated  with  levodopa,  of  see- 
ing such  a patient  return  to  full  functional 
capacity,  can  hardly  cease  to  marvel  at  this 
therapeutic  triumph.  At  a time  when  fund- 
ing for  medical  research  is  being  restricted 
and  criticism  is  being  leveled  at  the  scien- 
tific community  for  lack  of  relevance  and 
delayed  applicability  of  their  work  it  may 
be  well  to  look  at  the  ‘‘levodopa  story.”  For 
here  basic  and  clinical  scientists  from  vari- 
ous disciplines  have  worked  in  close  associa- 
tion to  fully  utilize  their  investigations  in 
bringing  forth  this  new  treatment.  As  is 
often  the  case  the  applicability  of  basic  re- 
research is  unpredictable.  In  investigating 
the  mechanism  of  action  of  reserpine,  an  an- 
tihypertensive and  psychotherapeutic  agent, 
Carlsson1  found  that  in  mice  it  was  capable 
of  depleting  brain  catecholamines,  among 
which  was  dopamine,  and  that  the  effect 
could  be  antagonized  by  levodopa.  Soon 
after  this  it  was  discovered  that  dopamine 
occurs  in  high  concentration  in  human  basal 
ganglia  structures,  a fact  previously  estab- 
lished in  lower  animals.  Since  reserpine 


is  capable  of  inducing  a parkinson-like  state, 
interest  centered  on  this  untoward  reaction 
rather  than  the  primary  effects  of  the  drug. 
Birkmayer  and  Hornykiewicz-  pursued  this 
lead  and  were  able  to  demonstrate  a similar 
depletion  of  dopamine  in  postmortem  brain 
tissue  obtained  from  patients  dying  of  Park- 
inson’s disease.  Initial  attempts  to  replen- 
ish this  defect  with  small  intravenous  or 
oral  doses  of  dopa,  the  immediate  precursor 
of  dopamine,  met  with  limited  success.- :i 
Had  it  not  been  for  the  utilization  of  large 
oral  doses,  levodopa  may  well  have  been  dis- 
carded. That  it  was  not  is  due  to  the  efforts 
of  Cotzias4  who  first  demonstrated  the  sus- 
tained beneficial  effects  of  large  oral  doses 
of  dopa  in  parkinsonism. 

The  report  by  Mones,  Elizan,  and  Siegel 
on  page  2309  of  this  issue  of  the  JOURNAL 
confirms  and  extends  the  experience  of  pre- 
vious investigators  of  the  clinical  efficacy  of 
levodopa.'1'1  It  leaves  no  doubt  that  at  the 
present  time  levodopa  is  the  most  efficacious 
agent  available  for  the  treatment  of  parkin- 
sonism. Appropriately  used,  as  many  as  75 
per  cent  of  patients  derive  significant  de- 
grees of  relief  of  symptoms.  However,  it  is 
as  yet  unknown  whether  it  alters  the  basic- 
disease  process.  Nor  is  information  avail- 
able as  yet  as  to  the  safety  of  long-term  ad- 
ministration. Certainly  a number  of  side 
reactions  have  already  been  documented 
which  necessitate  that  care  and  caution  be 
exercised  in  its  use.  Levodopa  is  a potent 
therapeutic  agent  with  ubiquitous  action  in 
many  organs  and  warrants  careful  handling. 
Further,  the  demands  for  its  availability 
have  been  so  intense  that  it  has  been  moved 
rather  rapidly  from  the  status  of  an  inves- 
tigative drug  to  one  available  for  general 
use.  Physicians  should  be  on  the  alert  for 
encountering  reactions  not  as  yet  described. 

Despite  the  outstanding  results  with  levo- 
dopa, it  is  not  the  complete  answer  to  the 
treatment  of  parkinsonism.  Leaving  aside 
the  precautions  and  cumbersome  dosage 
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schedules  necessary  in  its  use,,  it  cannot  be 
administered  to  all  patients  and  the  side- 
effects  which  are  induced  prevent  some 
from  realizing  its  full  benefits.  The  need 
exists  for  a more  efficient  manner  of  restor- 
ing the  dopamine  deficit  in  the  brain  of 
parkinsonian  patients,  one  in  which  it  is 
done  selectively  without  involving  the  many 
extracerebral  structures  which  utilize  this 
catecholamine.  Biochemical  information 
regarding  the  metabolism  of  these  large 
dopa  doses  and  the  exact  manner  in  which 
they  produce  their  effects  are  now  underway 
and  should  bring  answers  to  these  ques- 
tions." Hopefully,  the  resources  for  con- 
tinuing this  effort  will  be  forthcoming  and 
the  trend  to  decrease  support  of  biomedical 
research,  evident  in  many  quarters,  re- 
versed. M.  D.  Y. 


Immunization  alert 

Immunization  of  as  many  children  as  pos- 
sible with  effective  vaccines  needs  constant 
emphasis.  The  ready  availability  of  these 
vaccines  is  not  necessarily  equated  with 
high  immunization  rates.  Whooping  cough 
and  measles  cases  continue  to  appear  in  the 
emergency  rooms  of  children’s  and  munici- 
pal hospitals  from  the  depressed  socioeco- 
nomic areas  of  large  cities. 

The  cumulative  incidence  of  measles  in 
the  United  States  as  reported  in  Morbidity 
and  Mortality,  weekly  report  of  the  National 
Communicable  Disease  Center,  for  the  week 
ending  June  27,  1970,  was  35,494  compared 
to  17,265  for  the  same  period  in  1969,  an 
increase  of  18,229  cases,  or  106  per  cent  over 
1969.  Most  of  these  cases  were  in  children 
less  than  five  years  of  age  who  were  never 
immunized  against  measles.  Cases  of 
measles  reported  in  previously  immunized 
children  were  almost  all  in  those  children 


References 

1.  Carlsson,  A.:  The  occurrence,  distribution  and 

physiological  role  of  catecholamines  in  the  nervous  system, 
Pharmacol.  Rev.  11:  490  (1959). 

2.  Birkmayer,  W.,  and  Homykiewicz,  O. : Weitere  ex- 

perimentelle  untersuchungen  liber  L-DOPA  beim  Parkin- 
son-Syndrom  und  Reserpin-Parkinsonismus,  Arch.  Psychiat. 
206:  367  (1964). 

3.  Barbeau,  A.,  Sourkes,  T.  L.,  and  Murphy,  G.  F.: 

Les  catecholamines  dans  la  maladie  de  Parkinson,  in:  de 

Ajuriaguerra,  J.,  Ed.:  Monoamines  et  Systeme  Nerveux 

Centrale,  Paris,  Masson  et  Cie,  1962,  p.  247. 

4.  Cotzias,  G.  C.,  Van  VVoert,  M.  H.,  and  Schiffer, 

L.  M.:  Aromatic  amino  acids  and  modification  of  parkin- 

sonism, New  England  J.  Med.  276:  374  (1967). 

5.  Yahr,  M.  D.,  et  al . : Treatment  of  parkinsonism 

with  levodopa,  Arch.  Neurol.  & Psvchiat.  21:  343  (Oct.) 
1969. 

6.  McDowell,  F.,  et  al.:  Treatment  of  Parkinson’s 

syndrome  with  1 dihydroxyphenylalanine  (levodopa),  Ann. 
Int.  Med.  72:  29  (Jan.)  1970. 

7.  Wurtman,  R.  J.,  et  al.:  1 dihydroxyphenylalanine: 

Effect  on  S-adenosylmethionine  in  brain.  Science  169:  395 
(July)  1970. 


who  were  immunized  with  measles  vaccine 
plus  immune  globulin  at  an  age  less  than 
twelve  months.  These  children  obviously 
did  not  generate  a protective  titer  of  active 
immunity  against  measles  because  of  some 
degree  of  passive  immunity  still  present  in 
these  children,  at  the  time  of  immunization. 

It  is  estimated  that  some  4 million  chil- 
dren in  the  United  States  under  five  years 
of  age  have  not  been  immunized  against 
diphtheria,  pertussis,  and  tetanus  even 
though  effective  vaccines  against  these  dis- 
eases have  been  available  for  many  years. 

If  we  are  to  prevent  the  morbidity  and 
mortality  of  pocket  epidemics  of  these  dis- 
eases, the  medical  profession  must  be  alerted 
to  the  need  of  ever-continuing  active  pro- 
grams of  immunization  by  private  physi- 
cians, clinics,  and  hospital  dispensaries. 

T.  S.  B. 
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Diagnostic  problem... 


■■ 

Conventional  x-rays  (above)  of  the  restless 
duodenum  are  often  diagnostically  indefinite. 

With  hypotonic  duodenography  (right)  duo- 
denal calm  induced  by  Pro-BanthTne  permits 
clear  anatomic  appraisal.  In  this  example  the 
duodenum  was  intubated.  Pro-BanthTne, 


60  mg.  intramuscularly,  produced  prompt 
aperistalsis.  Double  contrast  visualization 
was  obtained  with  barium  and  air. 


Pro-Banthine  Helps... REVEAL  the  ulcer 

propantheline  bromide  HEAL  the  ulcer 


The  efficiency  of  Pro-BanthTne— its  favorable 
balance  of  therapeutic  and  secondary  actions 
—has  been  thoroughly  tested  and  observed.  This 
quality  has  been  demonstrated  roentgenogra- 
phically,  surgically,  cinegastroscopically  and, 
above  all,  clinically. 

When  physicians  needed  to  relax  the  restless 
duodenum  for  the  recently  refined  technic  of 
hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most 
widely  used  anticholinergic  medication  for 
calming  the  gastrointestinal  tract— for  suppress- 


ing secretion,  prolonging  the  action  of  antacids 
and  providing  the  proper  environment  for  heal- 
ing peptic  ulcers. 

These  established  therapeutic  actions  make 
Pro-Banthine  particularly  useful  in: 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao, 
Louis  H.  Frische,  Josef  Rosch  and  Charles 
T.  Dotter  for  this  exceptionally  graphic 
example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  cardiac  dis- 
ease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  men  with  prostatic  hy- 
pertrophy, this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 


Dosage:  The  maximal  dosage  tolerated  without  ex- 
cessive side  effects  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In  severe  con- 
ditions as  many  as  two  15-mg.  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the  pa- 
tient’s requirement  and  may  be  up  to  30  mg.  or 
more  every  six  hours,  intramuscularly  or  intra- 
venously. 9«2 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatiif  300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
m infections  caused  by  tetracycline-sensitive  organisms  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations, In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions  Overgrowth  of  nonsusceptible  organisms  may  occur 
Constant  observation  is  essential  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment 

Side  Effects  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skm- 
maculopapular  and  erythematous  rashes,  a rare  case  of  exfoliative 
dermatitis  has  been  reported  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney-  rise  in  BUN,  apparently 
dose-related  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare)  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans 

Average  Adult  Daily  Dosage  One  tablet  b i d Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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|_-DOPA  (L-dihydroxyphenylalanine)  has 
recently  been  established  as  the  treatment 
of  choice  in  Parkinson’s  disease.  This  arti- 
cle reports  our  experiences  with  the  use  of 
the  drug  in  152  patients  with  Parkinsonism 
studied  at  the  Mount  Sinai  Medical  Center 
from  November  1,  1968,  to  July  31,  1969.  A 
previous  report  on  the  initial  34  patients  in- 
cluded in  this  series  was  published  which 
evaluated  the  short-term  effects  of  the 
drug.1 

Material  and  methods 

The  first  60  patients  were  initially  ad- 
mitted to  the  hospital  for  L-dopa  therapy 
from  three  to  five  weeks  and  subsequently 
followed  up  as  outpatients.  Most  of  the  re- 
maining 92  patients  were  treated  as  out- 
patients, and  only  those  with  complicated 
medical  problems  or  other  difficulties  were 
admitted  to  the  hospital  at  the  initiation  of 
the  drug  trial.  All  patients  referred  to  our 


group  with  a possible  diagnosis  of  Parkin- 
son’s disease,  in  which  the  diagnosis  was 
later  confirmed,  were  accepted  for  drug  trial 
without  any  further  selection.  This  random 
group  of  patients  represents  all  types  of  the 
disease,  of  varying  age  at  onset,  duration, 
severity,  and  cause. 

Complete  medical  and  neurologic  examina- 
tions were  done  initially.  The  following 
laboratory  investigations  were  done  for 
base  line  data  before  L-dopa  therapy  was 
performed : electroencephalogram  ; electro- 

cardiogram; chest  and  skull  x-ray  examina- 
tions; complete  blood  cell  count  and  plate- 
lets; erythrocyte  sedimentation  rate;  uri- 
nalysis ; lupus  erythematosus  preparations ; 
Coombs'  test;  protein-bound  iodine;  and 
12-channel  blood  tests,  which  include  cal- 
cium, phosphorus,  potassium,  sodium,  blood 
urea  nitrogen,  carbon  dioxide,  fasting  blood 
sugar,  lactic  dehydrogenase,  bilirubin,  and 
uric  acid  levels.  Cerebrospinal  fluids  for 
catecholamine  studies  were  collected  in  some 
patients.  Motion  pictures  showing  the  pa- 
tients’ neurologic  status  with  emphasis  on 
gross  motor  dysfunction  were  taken  on  all 
patients.  Special  testing  by  the  occupa- 
tional therapy  section  of  the  department  of 
rehabilitation  was  done  before  treatment 
was  given  to  the  initial  50  patients.  Blood 
pressure  readings  were  taken  with  the  pa- 
tient in  supine  and  erect  positions  4 times 
daily  before  and  during  L-dopa  therapy. 
Other  drugs  that  patients  were  taking  were 
withdrawn  except  for  maintenance  doses  of 
digitalis  and  medications  for  diabetes. 
Anticholinergic  drugs,  such  as  trihexy- 
phenidyl hydrochloride  (Artane)  were  gen- 
erally continued.  The  L-dopa  regimen  for 
patients  in  the  hospital  was  started  with 
doses  of  250  mg.  per  day  and  gradually  in- 
creased daily  by  250  mg.  until  approximately 
3 Gm.  daily  were  taken.  During  the  drug 
trial,  patients  were  examined  once  or  twice 
daily.  Weekly  formal  neurologic  examina- 
tions were  done,  and  weekly  tests  of  blood 
cell  count,  platelets,  urine,  electrocardio- 
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gram,  and  12-channel  blood  examinations 
were  done  in  the  initial  50  cases.  Before 
discharge  from  the  hospital,  the  patient  un- 
derwent repeat  electroencephalogram  tests 
and  motion  pictures.  Patients  were  gen- 
erally discharged  on  a maintenance  dose,  ap- 
proximately 3 to  4 Gm.  per  day,  and  then 
as  outpatients  evaluated  every  two  months. 

In  the  outpatient  group,  the  amount  of 
L-dopa  was  increased  gradually  with  a 
weekly  average  of  from  500  to  750  mg.  per 
day.  All  patients  were  seen  regularly  in  the 
outpatient  office  at  one-  or  two-month  inter- 
vals, and  at  that  time  neurologic  evaluation 
was  done,  blood  pressure  readings  were 
taken  with  the  patient  in  an  erect  position, 
and  readjustments  in  drug  dosage  were 
made. 

Evaluation  of  the  patient’s  response  to 
L-dopa  therapy  was  based  on  serial  neuro- 
logic examinations,  motion  pictures  taken 
before  and  after  the  drug  was  given,  and 
serial  occupational  therapy  testing. 

Neurologic  examinations.  The  follow- 
ing categories  of  neurologic  examinations 
were  specifically  evaluated : 

1.  Mental  status,  any  organic  mental  syn- 
drome 

2.  Posture 

3.  Gait 

4.  Rigidity 

5.  Akinesia 

6.  Tremor 

7.  Fine  movements 

8.  Face  and  speech  abnormalities 

These  categories  were  grossly  rated,  once 

a week,  on  a 0 to  4 scale: 

0 = Normal  or  no  deficit. 

1 = Mildly  abnormal. 

2 = Moderately  abnormal. 

3 = Severely  abnormal. 

4 = Extremely  (maximum)  abnormal. 

Motion  pictures.  The  pre-L-dopa  movie 

film  was  spliced  to  the  post-L-dopa  movie 
film  and  compared  on  the  basis  of  the  simi- 
lar categories  and  ratings  mentioned. 

Occupational  testing.  Performance  of 
six  short  occupational  tests  were  timed  in 
seconds: 

1.  Put  five  blocks  in  a box. 

2.  Put  five  pegs  in  a peg-board. 

3.  String  ten  beads  on  a needle. 

4.  Get  up  from  a chair. 

5.  Walk  a set  distance  of  approximately 
15  feet. 


6.  Handwriting  samples. 

Results.  After  reviewing  the  compara- 
tive data  from  these  studies,  an  over-all 
rating  of  each  patient  was  made  on  a gross 
scale  as  follows: 

1.  No  improvement. 

2.  Mild  improvement:  some  definite 

change  was  noted  in  performance,  but  the 
patient’s  general  ability  to  function  in  soci- 
ety was  not  necessarily  changed. 

3.  Moderate  improvement:  significant 

change,  so  that  patient  could  live  a different 
type  of  life,  for  example,  if  he  was  previ- 
ously bedridden,  he  could  now  walk;  if  she 
was  previously  unable  to  do  housework,  she 
could  now  at  least  partially  care  for  the 
house. 

4.  Marked  improvement:  excellent  or 

dramatic  change  in  the  patient’s  style  of 
living. 

Follow-up  has  been  possible  in  all  152 
patients.  Of  the  135  patients  who  have  re- 
mained on  the  drug  regimen,  22  or  15  per 
cent  showed  no  improvement;  37  or  24  per 
cent  showed  mild  improvement;  and  76  or 
50  per  cent  showed  moderate  to  marked  im- 
provement which  involves  a significant 
change  in  the  patient’s  style  of  living.  In 
17  patients,  or  11  per  cent  of  the  total, 
L-dopa  therapy  was  discontinued  for  various 
reasons.  This  will  be  discussed  later  in 
this  report. 

The  principal  finding  in  the  entire  group 
of  patients  treated  is  that  approximately 
half  of  the  patients  had  a good  to  excellent 
response  during  the  period  of  observation. 
A study  of  the  patient’s  age  at  the  time  of 
therapy  and  the  degree  of  response  to  the 
drug  shows  that  of  10  patients  in  the  fourth 
decade  of  life,  all  had  a good  response  to  the 
drug.  Of  34  patients  in  the  fifth  decade,  19 
had  a good  response  to  the  drug.  Of  the 
patients  in  the  sixth  decade  who  constituted 
also  half  of  the  study  material,  32  out  of  70 
patients  had  a moderate  to  marked  improve- 
ment. Of  the  37  patients  in  the  seventh 
decade,  15  had  a significant  response  to  the 
drug.  There  is  some  evidence  from  these 
data  that  patients  in  the  younger-age  groups 
have  a better  response  to  L-dopa  than  older 
patients. 

An  analysis  of  the  response  of  these  pa- 
tients to  L-dopa  therapy  in  relation  to  the 
number  of  years  they  had  the  disease 
shows  that  19  patients  who  had  the  disease 
less  than  two  years  were  studied,  and  10  had 
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a good  response.  Of  46  patients  with  the 
disease  between  two  and  five  years,  22  had 
a good  response.  Of  61  patients  with  the 
disease  from  six  to  ten  years,  30  had  a good 
response,  and  of  patients  who  had  the  dis- 
ease over  ten  years,  11  out  of  26  had  a 
good  response.  The  percentages  in  all  these 
groups  are  remarkably  close  to  50  per  cent, 
and  no  conclusion  is  possible  from  the  data 
concerning  a prediction  of  response  to  the 
drug  in  relation  to  the  years  with  the  dis- 
ease. The  patient’s  response  to  the  drug  in 
relation  to  the  severity  of  the  disease  before 
starting  L-dopa  therapy  was  evaluated. 
Severity  is  defined  by  the  following  cate- 
gories: (1)  Mild  form  of  disease  implies 

definite  evidence  of  extrapyramidal  disease 
without  disability.  (2)  Moderate  form  of 
disease  implies  inability  to  perform  house- 
work or  work  in  business,  although  patients 
are  able  to  care  for  themselves  at  home. 
(31  Severe  disability  implies  inability  to 
perform  normal  activities  of  living  such  as 
shaving,  dressing,  eating,  and  walking; 
some  nursing  care  is  needed.  (4)  End- 
stage  disease  implies  complete  confinement 
to  a wheel  chair  or  bed  necessitating  com- 
plete nursing  care.  When  these  groups  are 
analyzed,  one  can  see  that  of  33  patients 
with  a mild  form  of  disease,  18  did  well. 
Of  59  patients  with  a moderate  form  of 
Parkinson’s  disease,  34  improved  signifi- 
cantly. Of  the  bedridden  patients,  none  of 
the  5 patients  treated  had  a change  in 
their  style  of  living.  No  conclusion  is  pos- 
sible from  these  data  except  for  a sugges- 
tion that  patients  with  end-stage  Parkin- 
son’s disease  do  not  respond  well  to  the 
drug.  Although  improvement  occurs  in 
many  patients  with  severe  forms  of  parkin- 
sonism, and  there  is  a change  in  their  style 
of  living,  most  of  these  patients  still  have 
definite  disability  from  their  disease.  A 
number  of  patients  with  a mild  form  of 
Parkinson’s  disease  who  had  no  disability 
showed  normal  results  on  neurologic  exami- 
nation after  L-dopa  treatment. 

Five  out  of  7 patients  with  post-encepha- 
litic parkinsonism  had  a good  response  to 
the  drug.  One  should  note  that  the  patients 
with  post-encephalitic  disease  have  the  same 
reduction  of  dopamine  in  the  basal  ganglia 
as  the  patients  with  idiopathic  Parkinson’s 
disease.  There  is  some  indication  that  the 
patients  with  postencephalitic  parkinsonism 


TABLE  I.  Summary  of  patients  with  abnormal 
symptoms  and  their  response  to  L-dopa  therapy 


Symptoms 

. — Patients — . 

Im- 

Total  proved 

Per 

Cent 

Mental 

70 

25 

35 

Posture 

137 

64 

47 

Gait 

121 

84 

69 

Rigidity 

Defective  fine  move- 

126 

73 

58 

ments 

152 

94 

62 

Akinesia 

140 

82 

59 

Face  and  speech 

131 

57 

55 

Tremor 

99 

57 

58 

show  an  increased  sensitivity  to  L-dopa,  and 
anxiety  attacks  and  personality  changes 
have  been  noted  when  small  doses  have  been 
given  to  some  of  these  patients. 

Analysis  of  patients  who  were  treated 
with  L-dopa  and  who  previously  had  thal- 
amotomies, shows  that  of  9 patients  with 
bilateral  thalamotomies,  6 had  a good  re- 
sponse to  the  drug.  Of  13  patients  with 
unilateral  thalamotomies,  5 did  well.  Table 
I lists  the  abnormal  symptoms  found  in  152 
cases  of  parkinsonism.  There  is  no  correla- 
tion shown  with  the  severity  of  these  symp- 
toms. Remarkably  enough,  improvement 
occurred  in  patients  in  most  categories  of 
disease  except  for  those  with  abnormal  men- 
tal conditions.  A total  of  35  per  cent  of 
these  patients  showed  a questionable  or 
mild  change.  Although  tremor  improved  in 
58  per  cent  of  patients,  it  generally  was  not 
cured,  and  most  patients  with  tremor  con- 
tinued to  have  tremor  after  L-dopa  therapy. 
Most  commonly  the  patients  show  improve- 
ment initially  in  facial  expression,  speech, 
and  posture  with  later  improvement  in  aki- 
nesia and  rigidity.  Tremor  may  not  im- 
prove or  there  may  be  a lag  of  from  four  to 
five  months  in  the  maximum  improvement 
in  tremor. 

Table  II  summarizes  the  various  diseases 
we  have  treated  with  L-dopa  therapy  in 
addition  to  parkinsonism.  No  definite  help 
or  significant  improvement  was  noted  in 
these  cases.  Table  III  lists  the  complica- 
tions seen  in  these  patients  as  of  July  31, 
1969.  Dyskinesia  occurred  in  27  patients, 
as  of  July  31,  1969,  but  when  these  data 
were  re-evaluated  on  October  31,  1969,  51 
patients  showed  they  had  dyskinesia  at  one 
time  in  their  course.  The  problem  of  dys- 
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TABLE  II.  Other  diseases  treated  by  L-dopa  with 
no  significant  improvement 


Disease 

Number 
of  Cases 

Huntington’s  chorea 

2 

Dystonia 

1 

Encephalitis 

l 

Amyotrophic  lateral  sclerosis 

2 

Pseudobulbar  palsy 

2 

Presenile  dementia 

1 

Cerebral  palsy 

1 

Tumor  post-fossa 

1 

Asterixis  (?  cause) 

1 

kinesia  in  these  51  patients  will  be  discussed 
in  a future  report.  Nausea,  vomiting,  hypo- 
tension, and  psychiatric  disturbances  were 
all  problems  which  limited  the  amount  of 
L-dopa  taken  by  some  patients.  Other  ab- 
normal conditions,  such  as  cardiac  disease, 
skin  rashes,  and  changes  in  serum  glutamic 
oxaloacetic  transaminase  and  blood  urea  ni- 
trogen, were  rare  and  never  definitely  estab- 
lished to  be  related  to  L-dopa  therapy.  De- 
tails of  complications  of  the  drug  will  be 
discussed  later. 

There  were  6 deaths  in  the  series  of  152 
cases  as  of  July  31,  1969.  The  following  is 
a capsule  summary  of  the  clinical  history  of 
these  patients: 

Case  1.  A sixty-five-year-old  woman  with  a 
five-year  history  of  progressive  Parkinson’s 
disease  was  admitted  to  the  hospital.  Pulmo- 
nary emboli  developed  while  the  patient  was  in 
the  hospital,  after  receiving  a total  of  3 cap- 
sules of  L-dopa  or  750  mg.  Postmortem  ex- 
amination was  not  done,  but  it  did  not  seem 
possible  that  the  pulmonary  emboli  were  re- 
lated to  the  drug.  We  have  not  seen  other  pa- 
tients with  pulmonary  emboli  since  this  experi- 
ence. 

Case  2.  A seventy-year-old  man  with  a ten- 
year  history  of  parkinsonism  and  bilateral  thal- 
amotomy had  a myocardial  infarction  while  he 
was  in  the  hospital  taking  3 Gm.  per  day  of  L- 
dopa.  There  was  no  evidence  of  hypotensive 
disease  during  this  period.  His  subsequent 
death  was  due  to  pneumonia  as  a result  of  the 
myocardial  infarction.  One  must  consider  the 
possibility  of  a relationship  between  the  in- 
farction and  the  L-dopa  therapy. 

Case  3.  A seventy-six-year-old  man  had  an 
eight-year  history  of  progressive  parkinson- 
ism. The  patient  had  end-stage  Parkinson’s 
disease.  Pneumonia  developed  while  he  was 
in  the  hospital  taking  L-dopa  therapy.  He  died 
six  weeks  after  admission  to  the  hospital.  Post- 
mortem examination  revealed  a severe  case  of 
bilateral  pneumonia.  His  death  was  not  re- 


TABLE  III.  Complicating  conditions  noted  in  152 
patients  as  of  July  31,  1959 


Condition 

N umber 
of  Pa- 
tients 

Drug 

Discon- 

tinued 

Dyskinesias 

27* 

Nausea  and  vomiting 

28 

Hypotension 

16 

Lid  retraction 

17 

Psychiatric  agitation 

13 

3 

Depression 

6 

Cardiac  arrhythmia 

3 

2 

Myocardial  infarction 

1 

1 

Skin  rash 

3 

1 

Elevation  SCOT  (transient) 

4 

1 

Cerebrovascular  accident 
Deaths 

1 

1 

Cardiopulmonary 

4 

4 

Uremia 

1 

1 

Sudden,  unknown 

1 

1 

Other  (cost) 

2 

*Data  re-evaluated  October  31,  1969  showed  31  patients 
had  dyskinesias  at  one  time  in  their  course. 


lated  to  L-dopa  therapy  but  may  have  been  re- 
lated to  his  stay  in  the  hospital. 

Case  4.  A seventy-one-year-old  man  with  a 
six-year  history  of  progressive  bilateral  Park- 
inson’s disease  was  discharged  from  the  hos- 
pital showing  some  improvement  after  L-dopa 
therapy.  Two  weeks  after  discharge  progres- 
sive heart  failure  developed,  and  he  died  of 
pneumonia  in  another  hospital.  Postmortem 
examination  revealed  bilateral  pneumonia  to  be 
the  cause  of  death. 

Case  5.  A seventy-year-old  woman  with  an 
eight-year  history  of  progressive  Parkinson’s 
disease  was  treated  with  5 Gm.  per  day  of  L- 
dopa  and  discharged  from  the  hospital.  Two 
months  later  she  suddenly  died  at  home.  No 
postmortem  examination  was  done. 

Case  6.  A sixty-seven-year-old  man  with  a 
five-year  history  of  progressive  bilateral  par- 
kinsonism was  treated  with  6 Gm.  of  L-dopa 
per  day  without  showing  much  improvement. 
He  developed  severe  nausea  and  vomiting  and 
subsequently  was  admitted  to  another  hospital. 
Uremia  occurred  while  he  was  in  the  hospital, 
and  he  died  of  complications  of  kidney  disease. 
No  postmortem  examination  was  done.  This 
death  may  possibly  have  been  related  to  L- 
dopa  therapy. 

Comment 

“Autonomic  disturbances”  in  parkinson- 
ism, such  as  oily  skin,  increased  sweating, 
sleep  disturbances,  increased  salivation,  uri- 
nary incontinence,  impotence,  and  low  blood 
pressure  may  be  considered  manifestations 
of  hypothalamic  disease  or  dysfunction.  It 
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is  of  interest  to  note  that  reserpine,  a drug 
that  causes  a parkinson-like  picture,  can 
also  cause  other  phenomena  of  idiopathic 
parkinsonism,  such  as  impotence,  orthostatic 
hypotension,  and  depression.  Reserpine 
produces  a depletion  of  norepinephrine  and 
dopamine  in  the  central  nervous  system 
and  peripheral  nervous  system  by  reducing 
'he  bound  norepinephrine  and  dopamine.  In 
idiopathic  parkinsonism  a decrease  in  dopa- 
mine concentration  in  the  basal  ganglia  has 
been  established,  but  no  abnormal  condition 
has  been  found  in  the  peripheral  nervous 
system. 

The  relationship  of  Parkinson’s  disease 
to  low  blood  pressure  is  again  seen  when  the 
Shy-Drager-  syndrome  is  evaluated.  This 
is  a syndrome  in  which  patients  have  severe 
orthostatic  hypotension,  decreased  sweating, 
urinary  disturbances,  impotence,  and  extra- 
pyramidal  disease  in  some  cases.  Concen- 
tration of  norepinephrine  and  dopamine  has 
not  been  determined  in  these  cases,  but  an 
extreme  sensitivity  to  norepinephrine  given 
intravenously  has  been  noted  in  these  pa- 
tients which  implies  some  abnormal  condi- 
tion in  the  peripheral  nervous  system. 
Studies  of  patients  with  Parkinson’s  disease 
have  also  shown  they  have  an  increased  sen- 
sitivity to  norepinephrine  given  intrave- 
nously.3 Other  studies  have  shown  that 
patients  treated  with  reserpine  also  show 
a similar  sensitivity  to  norepinephrine 
given  intravenously.3  This  information  im- 
plies there  is  some  similarity  in  the  auto- 
nomic nervous  system  between  Parkinson’s 
disease,  patients  treated  with  reserpine,  and 
the  Shy-Drager  syndrome. 

The  use  of  L-dopa  has  increased  the  need 
to  understand  the  vascular  and  autonomic 
nervous  system  of  the  patient  with  Parkin- 
son’s disease.  Contrary  to  expectations,  al- 
though L-dopa  is  a precursor  to  norepineph- 
rine, there  is  no  increase  in  the  blood  pres- 
sure when  L-dopa  is  given  either  orally  or 
intravenously.  This  may  be  explained  by 
the  lack  of  increase  of  the  betahvdroxylated 
metabolites  of  L-dopa,  such  as  vanilmandelic 
acid,  normetanephrine,  and  metanephrine. 
Apparently  the  bulk  of  the  metabolism  of 
L-dopa  is  in  the  homovanillic  line  with  a 
large  increase  in  the  urinary  output  of 
homovanillic  acid,  dihydroxyphenylacetic 
acid,  and  3-methoxytyramine.4  Most  of  our 
152  patients  have  shown  a reduction  in  the 
systolic  and  diastolic  blood  pressure  while 


taking  L-dopa  orally.  In  20  cases  the  blood 
pressure  taken  with  the  patient  in  the  erect 
position  was  reduced  to  90/60  levels  which 
then  limited  the  amount  of  L-dopa  that 
could  be  given. 

The  cause  of  the  decrease  in  blood  pres- 
sure during  continuous  L-dopa  therapy 
given  orally  is  not  clearly  known.  One  ex- 
planation is  that  L-dopa  metabolites,  such 
as  dopamine  and  other  monamines,  block  the 
alpha  receptors  of  the  body,  and  thus  the 
action  of  norepinephrine  when  released  is 
blocked.  Spiers  and  Caine"’  studied  the  ac- 
tion of  L-dopa  on  the  iris  to  determine  the 
action  of  L-dopa  on  the  autonomic  nervous 
system.  They  noted  that  guanethidine  in- 
hibited the  mydriatic  effect  of  dopamine 
when  instilled  locally.  Therefore,  they  felt 
that  the  action  of  dopamine  is  due  to  a re- 
lease of  norepinephrine  and  not  to  the  action 
of  the  dopamine  itself.  The  chronic  deple- 
tion of  norepinephrine  stores  might  explain 
the  low  blood  pressure  and  tendency  to  or- 
thostatic hypotension  in  these  patients. 

In  another  group  of  experiments,  Godwin- 
Austen,  Lind,  and  Turner"  noted  the  action 
of  phenylephrine  on  the  iris  of  patients  tak- 
ing L-dopa.  The  normal  mydriatic  effect 
of  phenylephrine  was  reduced  in  the  patients 
on  continuous  L-dopa  therapy  given  orally, 
implying  that  a blockade  of  the  adrenergic 
alpha  receptor  was  present  at  least  in  the 
iris.  The  conclusion  from  this  series  of  ex- 
periments, therefore,  is  that  the  reduction 
of  blood  pressure  when  L-dopa  is  given  may 
be  due  to  a blockade  of  an  alpha  receptor. 

This  work  is  of  great  interest,  but  direct 
observation  of  the  peripheral  vascular  sys- 
tem is  necessary  to  be  sure  that  the  experi- 
ments on  the  iris  have  a relationship  to  the 
blood  pressure  changes  in  the  patient  given 
L-dopa  orally.  Experiments  with  animals 
given  L-dopa  intravenously  in  doses  of  up 
to  4 mg.  per  kilo  show  that  this  drug  does 
not  produce  any  significant  change  in  ar- 
terial blood  pressure  in  anesthetized  ani- 
mals.' 

An  effective  method  of  counteracting  the 
hypotensive  action  of  L-dopa  is  not  yet 
available.  Ephedrine  in  doses  of  from  100 
to  200  mg.  per  day  has  not  been  of  any  help.1 
Schildkraut  et  al.s  used  a combination  of 
monoamine  oxidase  inhibitors  and  L-dopa 
given  orally  in  doses  of  from  200  to  300  mg. 
per  day.  An  increase  in  blood  pressure  was 
noted  two  to  four  hours  after  L-dopa  was 
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given.  Seller9  noted  an  increase  in  blood 
pressure  in  patients  with  idiopathic  ortho- 
static hypotension  when  a combination  of 
monoamine  oxidase  inhibitor  such  as  tranyl- 
cypromine (Parnate)  and  hydroxyamphet- 
amine  (Paredrine)  was  given.  In  one  of 
our  cases  in  this  series  a trial  of  monoamine 
oxidase  inhibitor  and  L-dopa  given  orally 
was  carried  out.  This  patient  had  symptoms 
similar  to  Shy-Drager  syndrome.  Severe 
orthostatic  hypotension  was  present  for  a 
number  of  years.  The  blood  pressure  nor- 
mally ranged  around  100/70  and  tended  to 
drop  when  she  was  standing  to  levels  of 
70/50.  A trial  of  L-dopa  initially  was  a 
help  in  alleviating  her  Parkinson  syndrome, 
but  a number  of  hypotensive  episodes  oc- 
curred which  limited  the  amount  of  L-dopa 
that  could  be  given.  A trial  of  monoamine 
oxidase  inhibitor  and  L-dopa  at  one  time 
brought  the  blood  pressure  up  to  a level  of 
200/120  for  a short  period  of  time.  Because 
of  the  extreme  fluctuation  of  the  blood  pres- 
sure during  this  experiment  with  the  drug 
combination,  the  drugs  were  stopped.  We 
have  confirmed  that  the  two  drugs  in  com- 
bination will  cause  an  increase  in  blood  pres- 
sure. However,  this  is  not  as  yet  a safe 
practical  method  of  treating  orthostatic 
hypotension. 


Mental  status 

There  has  been  great  interest  in  the  re- 
lationship of  norepinephrine  and  dopamine 
to  mental  illness  and  depression  since  the  in- 
troduction of  reserpine  into  medicine  in  the 
late  1940’s.  Reserpine  causes  depletion 
of  norepinephrine  and  dopamine  in  the  cen- 
tral nervous  system  and  frequently  causes 
depression.  An  interest  in  brain  catechol- 
amine metabolism  ensued  after  this  dis- 
covery and  subsequent  development  of  mono- 
amine oxidase  inhibitors  which  counteract 
depression  and  at  the  same  time  block  the 
breakdown  of  norepinephrine  and  dopamine. 
The  antidepressant  effect  of  monoamine  oxi- 
dase inhibitors  may  be  related  to  the  in- 
crease in  monoamine  concentration  in  the 
brain.  L-dopa  was  given  by  Schildkraut 
et  al.H  in  small  doses  with  monoamine  oxi- 
dase inhibitors.  This  small  dose  did  not 
help  the  depression  but  caused  an  increase 
in  blood  pressure.  Degkwitz10  reported  that 
L-dopa  administered  intravenously  gave  a 


feeling  of  refreshment  and  decreased  de- 
pression in  patients  treated  with  reserpine. 
Further  studies  with  L-dopa  given  intra- 
venously, however,  have  not  been  of  great 
value  in  the  treatment  of  primary  depres- 
sion. 

A renewed  interest  in  the  mental  effect  of 
L-dopa  has  occurred  after  the  establishment 
by  Cotzias  and  others  that  L-dopa  is  the 
treatment  of  choice  for  Parkinson’s  dis- 
ease.11'15 Most  observers  have  noted  alert- 
ness and  mental  changes  attributed  to 
L-dopa  in  perhaps  20  per  cent  of  the  patients. 
At  the  same  time,  psychiatric  complications 
from  the  drug  which  include  delusions,  hal- 
lucinations, agitation,  and  paranoia  have 
been  noted  by  all  observers.  In  the  first  34 
cases  reported  at  The  Mount  Sinai  Hospital, 
7 patients  had  changes  in  mood  and  showed 
excitement  and  agitation.1  There  was  a 
psychotic  episode  in  1 patient.  Changes  in 
mood  and  emotional  excitement,  however, 
can  occur  in  many  older  or  chronically  ill 
patients  when  in  the  hospital  or  when  in 
stressful  situations.  It  is  difficult  in  these 
cases  to  be  sure  that  the  cause  of  the  psy- 
chiatric disturbance  is  L-dopa,  since  the 
placebo  effects  have  not  been  studied.  In 
the  present  series  of  152  patients  with  Par- 
kinson’s disease  treated  with  L-dopa,  we  had 
one  psychotic  reaction  while  the  patient  was 
in  the  hospital.  This  patient  was  taken  off 
the  drug  and  followed  up  in  the  psychiatric 
pavilion  where  he  recovered.  Two  months 
later  he  was  again  started  on  L-dopa  ther- 
apy as  an  outpatient  under  the  care  of  his 
family  at  home  and  has  not  had  a repeat 
psychotic  episode  on  large  doses  of  L-dopa. 
Thirteen  other  patients  showed  excitement, 
agitation,  or  paranoia  while  under  observa- 
tion in  the  hospital.  In  only  3 cases  was  L- 
dopa  therapy  stopped  permanently.  In  the 
other  10,  the  addition  of  chlordiazepoxide 
hydrochloride  (Librium),  phenobarbital, 
follow-up  care  in  the  hospital,  and  therapy 
plus  a partial  reduction  of  L-dopa  dosage 
reduced  the  mental  problems  to  manageable 
proportions.  Frequently,  hallucinations  and 
confusion  are  caused  by  anticholinergic 
drugs  and  in  the  patient  with  parkinsonism 
and  with  mental  symptoms,  these  must  be 
the  first  drugs  to  be  discontinued.  Amanta- 
dine hydrochloride  (Symmetrel)  is  also  re- 
sponsible for  confusion  or  hallucinations  in 
some  patients.16 

Six  patients  developed  an  increase  in 
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their  depression  while  under  observation  in 
the  hospital.  It  is  not  clear  that  L-dopa  was 
responsible  for  this  problem,  because  they 
all  had  a tendency  toward  depression  in  the 
past.  In  2 patients  with  postencephalitic 
Parkinson’s  disease  and  no  history  of  psy- 
chiatric disturbance,  a definite  sensitivity 
to  L-dopa  with  an  episode  of  anxiety,  hyper- 
ventilation, and  hypomanic  behavior  was 
noted  when  given  doses  of  1 to  2 Gm.  per 
day.  The  addition  of  chlordiazepoxide  hy- 
drochloride in  both  of  these  cases  alleviated 
the  difficulty,  and  L-dopa  therapy  was  con- 
tinued with  no  further  mental  problems. 

L-dopa  has  been  cited  to  be  of  help  in 
primary  depression  by  Bunney  et  al .17  who 
treated  1 patient  over  a period  of  four 
months  with  L-dopa  and  placebos.  In  this 
study  there  were  two  periods  showing  the 
effects  of  placebos  and  two  periods  showing 
the  effects  of  L-dopa  which  proved  to  them 
that  L-dopa  had  a primary  effect  on  depres- 
sion. Observations  made  in  our  152  cases 
have  not  convinced  us  that  there  is  any 
primary  change  in  the  depression  of  Par- 
kinson’s disease  during  L-dopa  therapy.  The 
high  incidence  of  depression  in  patients  with 
Parkinson’s  disease  has  always  been  of 
great  interest  to  clinicians.  The  fact  that 
reserpine,  an  agent  which  causes  depression, 
can  also  cause  Parkinsonism  has  been  cited 
as  evidence  that  there  is  some  relationship 
etiologically  between  the  extrapvramidal 
syndrome  and  depression. 

Organic  mental  changes  have  been  noted 
in  70  of  our  152  cases.  Some  improvement 
was  noted  in  the  mood  and  performance  of 
25  of  these  patients,  but  it  is  difficult  to 
separate  the  motor  function  from  the  mental 
changes.  These  patients  were  in  new  sur- 
roundings and  interest  was  shown  by  the 
nursing  and  house  medical  staffs  in  their 
clinical  condition.  It  is  difficult  to  determine 
the  exact  cause  of  their  improvement.  Our 
general  impression  is  that  the  organic  men- 
tal syndrome  seen  with  Parkinson’s  disease 
is  not  improved  by  L-dopa  therapy.  A mild 
form  of  organic  mental  syndrome  seen  in 
older  patients  with  chronic  illness  is  difficult 
to  evaluate  as  the  test  for  organic  mental 
syndrome  is  related  to  the  patient’s  interest, 
mood,  reaction,  time,  and  affect.  Improve- 
ment in  these  cases  must  be  evaluated  with 
control  studies  and  detailed  reporting  which 
are  not  available  at  this  time. 


FIGURE  1.  Chemical  structure  of  dopamine  and 
apomorphine. 


Sexual  function  has  been  reported  to  in- 
crease in  a small  percentage  of  patients. 
We  have  not  noted  any  significant  change 
in  the  sexual  interest  or  habits  of  patients 
in  this  study,  although  in  3 or  4 instances 
increased  activity  or  sexual  awareness  was 
reported.  An  increase  of  sexual  activity  in 
2 or  3 per  cent  of  the  patients  is  no  proof 
that  L-dopa  is  an  aphrodisiac.  Careful  con- 
trol studies  showing  effects  of  placebos  are 
needed  before  a conclusion  can  be  made  on 
the  sexual  effects  of  L-dopa.  It  should  be 
noted  that  in  this  series  5 men  in  the  forty- 
to  sixty-year-old  group  had  a relatively  mild 
form  of  Parkinsonism  and  a one-  to  two-year 
history  of  impotence.  These  patients 
showed  a definite  response  to  L-dopa  ther- 
apy with  improvement  in  their  motor  status 
but  no  change  reported  in  sexual  function- 
ing. It  is,  therefore,  doubtful  that  L-dopa 
has  an  aphrodisiac  effect. 

Dyskinesias 

Involuntary  movements  have  occurred  in 
2 of  these  52  patients,  as  of  July  31,  1969. 
An  article  will  be  published  in  the  future 
which  will  deal  with  the  details  of  this  com- 
plication of  L-dopa  therapy.  During  a long- 
term follow-up  period,  30  to  40  per  cent  of 
patients  treated  with  L-dopa  will  develop, 
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as  some  time  in  their  course,  dyskinesias  of 
the  face,  jaw,  mouth,  or,  less  likely,  limb, 
trunk,  or  breathing  apparatus. 

The  dyskinesias  disappear  when  the  L- 
dopa  dosage  is  reduced ; however,  the  efficacy 
of  the  drug  is  diminished  in  one  third  or  one 
half  of  these  patients  when  there  is  reduc- 
tion of  dosage.  The  cause  and  treatment  of 
dyskinesia  are  not  known. 

It  is  of  interest  that  patients  without 
Parkinson’s  disease  receiving  L-dopa  ther- 
apy do  not  develop  dyskinesia.  There  is, 
therefore,  some  abnormal  condition  in  the 
brain  of  patients  with  Parkinson’s  disease 
which  causes  dyskinesia  during  continuous 
L-dopa  therapy  given  orally.  In  general, 
the  dyskinesias  have  occurred  more  often  in 
patients  who  have  had  a good  response  to 
L-dopa.  There  appears  to  be  no  correlation 
at  this  time  between  the  pre-dopa  symptom- 
atology of  the  patient  and  the  tendency  to 
develop  dyskinesia. 

Gastrointestinal  effects 

Nausea  and  vomiting  is  a common  effect 
of  L-dopa  therapy  and  limits  the  amount  of 
L-dopa  that  can  be  given  to  many  patients. 
At  least  45  of  our  152  cases  had  a limiting 
effect  of  L-dopa  due  to  this  problem.  Pa- 
tient sensitivity  is  varied,  and  whereas 
some  patients  cannot  tolerate  1.5  Gm.  per 
day,  others  have  taken  up  to  8 Gm.  per  day 
without  any  gastrointestinal  problems. 
Slowing  the  absorption  of  the  drug  by  giv- 
ing L-dopa  after  meals  will  help  the  nausea 
in  many  cases.  Many  patients  who  have 
nausea  and  vomiting  initially  adapt  to  the 
drug  and  do  not  complain  of  any  difficulties 
when  taking  larger  doses  of  L-dopa  after 
one  or  two  months.  Other  complaints  have 
been  noted,  such  as  bitter  taste,  belching, 
gassy  feeling,  and  constipation.  A trial  of 
phenothiazine  has  not  been  of  help  in  this 
problem.  The  cause  of  nausea  and  vomit- 
ing when  L-dopa  is  given  is  not  clear,  but  it 
appears  to  be  an  effect  of  the  medullary 
vomiting  center.  Nausea  and  vomiting  have 
been  reported  when  L-dopa  was  given  intra- 
venously, this  phenomenon  is  not  a local 
effect  on  the  gut.3 

Apomorphine  is  a powerful  emetic  which 
is  thought  to  affect  the  medullary  vomiting 
center.  It  is  of  great  interest  that  L-dopa 
and  apomorphine  have  similar  chemical 


structures  (Fig.  1).  Apormorphine  has 
been  reported  by  Cotzias15  to  be  of  some  help 
in  the  treatment  of  Parkinson’s  disease, 
and  apomorphine  has  been  shown  by  Ernst 
and  Smelik18  to  cause  involuntary  gnawing 
movements  in  animals.  These  involuntary 
movements  are  somewhat  similar  to  the 
dyskinesia  caused  by  L-dopa  in  human 
beings.  Thus  it  appears  that  L-dopa  affects 
the  medullary  center  in  a manner  similar 
to  apomorphine.  Such  drugs  as  phenothia- 
zine which  decrease  the  sensitivity  of  the 
vomiting  center  in  the  medulla  also  have 
the  ability  to  cause  Parkinson’s  syndrome. 
Thus,  some  similarity  in  the  receptor  sites 
of  the  medullary  vomiting  center  and  the 
basal  ganglia  may  be  present. 

Palpebral  fissure  and  eye  movements 

Abnormal  findings  in  the  eyes  of  patients 
with  Parkinson’s  disease  is  well  known  and 
consists  of  abnormal  convergence,  slow  sac- 
cadic eye  movements,  poor  upward  move- 
ment, staring  expression  with  lid  retraction, 
and  decreased  blinking  of  the  eyes.  Poor 
conjugate  eye  movements  on  voluntary  com- 
mand have  also  been  noted  with  an  inability 
to  coordinate  the  head,  neck,  and  eyes.  A 
complete  analysis  of  these  abnormal  eye 
movements  in  patients  with  Parkinson’s  dis- 
ease will  be  given  in  a later  report. 
Changes  in  the  eye  apparatus  have  been 
noted  in  10  patients  who  were  treated  earlier 
with  large  doses  of  L-dopa  while  in  the  hos- 
pital. An  enlargement  of  the  palpebral  fis- 
sure with  retraction  of  the  upper  lid  on 
forward  gaze  was  noted  with  no  change  in 
pupillary  size.  This  phenomenon  was  di- 
minished when  L-dopa  dosage  was  reduced. 
The  absence  of  brain  stem  phenomena  and 
abnormal  conditions  in  the  pupil  implied 
that  this  was  a peripheral  effect  with  stimu- 
lation of  the  sympathetic  nervous  system 
of  the  upper  lid.  In  the  last  100  patients 
with  Parkinson’s  disease  treated  with  L- 
dopa,  we  have  not  noted  the  phenomenon 
probably  because  our  dosage  schedule  is 
now  slower,  and  we  rarely  raise  the  drug 
dose  up  to  5 Gm.  in  the  first  month  or  two  of 
therapy. 

Cardiac  rhythm 

Cardiac  arrhythmias  are  a common  prob- 
lem in  the  older-age  group  of  patients  with 
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Parkinson’s  disease.  In  the  152  cases  with 
Parkinson’s  disease,  40  had  some  evidence 
of  cardiac  arrhythmias  either  in  the  past 
or  at  the  time  of  initial  examination.  These 
arrhythmias  are  frequently  intermittent, 
and,  therefore,  it  is  difficult  to  prove  the 
effect  of  the  drug.  There  is  no  proof  as  yet 
that  continuous  L-dopa  therapy  given  orally 
has  any  effect  on  the  cardiac  rhythm. 

Other  phenomena 

Salivation.  An  increase  in  the  produc- 
tion of  saliva  in  patients  with  Parkinson’s 
disease,  who  are  unable  to  swallow  the  Huid 
fast  enough  is  the  cause  of  drooling  and  is 
seen  in  idiopathic  and  postencephalitic  forms 
of  Parkinson’s  disease.  Careful  studies  of 
the  volume  of  salivation  and  the  type  of 
fluid  produced  have  not  been  done,  but  a 
definite  decrease  in  salivation  and  drooling 
has  been  noted  in  many  of  the  patients  with 
Parkinson’s  disease  on  L-dopa  therapy. 

Skborrheic  dermatitis.  Seborrheic  der- 
matitis is  a common  skin  disease;  however, 
the  incidence  in  patients  with  Parkinson’s 
disease  is  approximately  85  per  cent,  which 
implies  that  there  is  some  relationship  be- 
tween the  abnormal  condition  of  the  skin 
and  Parkinson’s  disease.  Pochi,  Strauss, 
and  Mescon1”  have  found  evidence  that  the 
function  of  the  sebaceous  glands  is  related 
to  hypothalmic  function;  therefore,  the  oily 
skin,  seborrheic  dermatitis,  and  increased 
sweating  in  patients  with  Parkinson’s  dis- 
ease could  be  related  to  hypothalamic  dis- 
ease. A definite  improvement  in  seborrheic- 
dermatitis  has  been  noted  in  approximately 
50  per  cent  of  the  patients  with  Parkinson’s 
disease  when  they  were  treated  with  con- 
tinuous L-dopa  therapy. 

Summary 

An  analysis  of  152  patients  with  Par- 
kinson’s disease  treated  with  L-dopa  therapy 
from  two  to  nine  months  has  been  presented. 
Approximately  50  per  cent  of  these  patients 
have  had  a change  in  their  style  of  living 
and  are  considered  to  have  had  successful 
results  from  L-dopa  trials.  It  is  not  yet 
clear  why  the  other  50  per  cent  did  not 
respond  as  well  to  the  drug.  The  treatment 
of  patients  with  Parkinson’s  disease  with 
L-dopa  therapy  is  clearly  an  advance  from 


previous  methods.  The  data  in  this  article 
are  in  agreement  with  data  obtained  by 
other  observers  as  to  the  effects  of  the  drug 
and  the  complications  on  a short-term  basis 
of  from  one  to  two  years. 

Data  are  lacking,  however,  concerning  the 
effect  of  this  treatment  on  a long-term  basis 
of  from  five  to  twenty  years.  Although  the 
symptoms  of  Parkinson’s  disease  can  be  im- 
proved, it  is  not  known  if  progression  of  the 
disease  is  halted  by  this  treatment.  In  a 
few  patients  who  have  stopped  L-dopa  ther- 
apy after  a number  of  months  of  showing 
improvement,  it  is  noted  that  the  patient 
regresses  to  pre-dopa  status  within  two  to 
three  weeks.  Data  are  not  available  on  the 
condition  of  patients  who  have  been  on 
L-dopa  therapy  for  two  years  and  then  have 
discontinued  it.  It  is  not  known  if  the 
patient’s  condition  regresses  to  pre-dopa 
status  or  if  the  progression  of  the  disease 
continues,  although  the  symptoms  are  con- 
trolled by  L-dopa. 

The  complications  of  L-dopa  therapy,  as 
mentioned,  have  not  been  a great  problem 
on  a short-term  basis.  The  dyskinesias  re- 
gress when  the  drug  is  withdrawn.  Nausea 
and  vomiting  disappear  with  smaller  doses 
of  L-dopa.  The  psychiatric  symptoms  also 
regress  when  L-dopa  dosage  is  reduced. 
The  only  potentially  serious  complication  of 
L-dopa  on  a short-term  basis  is  the  ortho- 
static hypotension  which  in  certain  individ- 
uals could  cause  vascular  insufficiency  of 
the  brain,  heart,  or  kidney. 

Of  the  6 deaths  in  this  series,  1 patient 
may  have  died  of  a complication  of  L-dopa 
therapy  (Case  6).  In  cases  2,  4,  and  5,  the 
patients  died  of  cardiac  disease  that  prob- 
ably was  not  related  to  L-dopa  therapy. 

It  appears  from  our  over-all  data  that  all 
patients  with  Parkinson’s  disease  should  be 
treated  with  L-dopa  unless  there  is  severe 
organic  mental  syndrome  present  or  if  there 
is  severe,  life-threatening  cardiovascular 
disease  or  cerebral  vascular  disease.  Ob- 
viously in  patients  with  a mild  form  of 
Parkinson’s  disease  showing  little  progres- 
sion, age  and  other  medical  problems  should 
be  taken  into  account.  It  is  reasonable  to 
observe  aged  patients  with  a mild  form  of 
Parkinson’s  disease  to  determine  if  progres- 
sion is  indeed  occurring  before  starting 
L-dopa  therapy. 

The  long-term  complications  of  this  drug 
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are  not  known  and  will  not  be  known  for 
the  next  five  to  ten  years.  Close  follow-up 
reporting  of  long-term  L-dopa  therapy  is 
now  needed  since  the  effects  of  short-term 
L-dopa  are  well  established,  and  it  is  the 
treatment  of  choice  for  Parkinson’s  disease. 
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fessional  and  technical  occupations.  Of  the  ad- 
ditional 25,720  full-time  persons  needed,  20,406 
(79  per  cent)  were  in  health  professional  and 
technical  occupations. 

Among  such  occupations,  and  on  a state-wide 
basis,  the  category  of  occupational  therapists 
had  the  greatest  per  cent  of  budgeted  positions 
not  filled,  with  29  per  cent.  Next  in  order  were 
physical  therapists,  21  per  cent;  licensed  dental 
hygienists,  17  per  cent  and  social  workers,  16 
per  cent.  For  each  of  the  other  professional 
and  technical  categories,  the  per  cent  of  bud- 
geted positions  vacant  was  less  than  10  per 
and  technical  categories,  the  per  cent  of  bud- 
geted positions  was  dental  laboratory  techni- 
cian. 
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TABLE  I.  Percentage  of  malignant  lesions 
diagnosed  on  the  basis  of  clinical  criteria 

Clinically 

Malig-  - — Diagnosed^ 


Type  of  Goiter 

nant 

Lesions 

Num- 

ber 

Per  Cent 

Uninodular 

11 

4 

36.0 

Multinodular 

8 

3 

37.5 

Diffuse 

3 

2 

66  7 

Totals 

22 

9 

41.0 
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Evidence  has  been  compiled  to  indicate 
that  thyroid  nodules  which  concentrate  ra- 
dioiodine poorly  are  more  often  malignant 
than  similar  lesions  with  normal  or  greater 
than  normal  function.1-3  In  addition,  soli- 
tary nodules  of  the  thyroid  have  been  found 
to  have  greater  incidence  of  cancer  than 
multinodular  or  diffusely  enlarged  goi- 
ters.4 7 This  report  presents  the  follow-up 
of  a group  of  patients  who  were  found  to 
have  hypofunctioning  enlargements  of  the 
thyroid  gland  on  radioiodine  scan  between 
January,  1963,  and  February,  1968. 

Materials  and  methods 

The  162  patients  studied  were  referred 
for  radioiodine  thyroid  uptake  tests  and 
scans  from  private  practitioners,  medical 
groups,  and  hospital  outpatient  clinics  in 
the  greater  New  York  area.  All  patients 
were  examined  by  a member  of  the  endo- 
crine service,  and  the  thyroid  was  classified 
as  uninodular,  multinodular,  or  diffuse  en- 
largement of  a lobe  or  of  the  entire  gland. 
Additional  data  regarding  clinical  criteria 


of  malignant  conditions,  such  as  metastatic 
nodes,  pulmonary  or  osseous  metastases, 
vocal  cord  paralysis,  nature  and  consistency 
of  the  mass,  and  recent  enlargement,  were 
recorded.  The  thyroid  scans  were  per- 
formed by  one  of  us  (B.A.S.)  or  other  mem- 
bers of  the  service  in  the  medical  physics 
laboratory  of  Montefiore  Hospital.  Scans 
were  done  by  direct  counting  with  a direc- 
tional hand  scintillation  probe*  over  the 
nodule  and  various  fixed  areas  of  the  gland 
and  substernal  region.  In  some  instances, 
a mechanical  scan  was  also  obtained.7 

Tissue  diagnosis  in  surgical  patients  was 
obtained  from  hospital  and  physician  rec- 
ords. Follow-up  information  on  nonsurgical 
patients  was  compiled  from  questionnaires 
submitted  to  referring  physicians  and  pa- 
tients as  well  as  our  own  records. 

Patients  with  normal  or  hyperfunctioning 
nodules  were  not  included  in  the  study. 
Data  regarding  incidence  of  cancer  accord- 
ing to  type  of  goiter  and  according  to  sex 
of  the  patients  were  subjected  to  the  chi 
square  test  for  determination  of  statistical 
significance. 

Results 

Surgical  cases.  A tissue  diagnosis  was 
obtained  in  88  (54  per  cent)  of  the  162 
patients.  Twenty-two  (25  per  cent)  of  the 
88  patients  who  underwent  surgery  were 
found  to  have  malignant  lesions  of  the  thy- 
roid. Nine  (41  per  cent)  of  these  were 
strongly  suspected  preoperatively  on  the 
basis  of  clinical  criteria  enumerated  pre- 
viously other  than  the  scan  (Table  I). 

Sixty-one  of  the  lesions  found  at  surgery 
were  classified  as  uninodular.  Eleven  (18 
per  cent)  were  malignant,  4 of  wThich  were 

* Nuclear-Chicago  Model  DS-81. 

t Picker  Magnascanner  Model  III. 
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TABLE  II.  Distribution  of  incidence  of  cancer  by 
type  of  goiter  among  88  patients  operated  on  for 
cold  enlargements  of  thyroid  gland 


Type  of  Goiter 

Benign 

Malignant  Lesions 
Number  Per  Cent* 

Uninodular 

50 

11 

18.0 

Multinodular 

5 

8 

61.5 

Diffuse 

11 

3 

21.4 

Totals 

66 

22 

25.5 

* Statistical  significance:  (1)  uninodular  versus  multi- 

nodular, chi  square  = 10.85,  predicted  = 0.01  (significant); 
(2)  uninodular  versus  diffuse,  chi  square  = 0.08  (not  signifi- 
cant); (3)  multinodular  versus  diffuse,  chi  square  = 4.49, 
predicted  = 0.05  (significant). 


diagnosed  clinically.  Thirteen  lesions  were 
multinodular,  8 of  these  were  malignant 
(62  per  cent),  and  3 were  clinically  obvious. 
Three  of  14  diffuse  enlargements  were  ma- 
lignant (21  per  cent),  2 of  which  were  clini- 
cally obvious  (Table  II). 

Twenty-one  (24  per  cent)  of  the  patients 
who  underwent  surgery  were  males,  which  is 
in  agreement  with  the  usual  preponderance 
of  thyroid  tumors  in  women.  However,  of 
the  22  patients  found  to  have  cancer,  9 
(41  per  cent)  were  male  (Table  III ) . 

Nonsurgical  cases.  Seventy-four  pa- 
tients were  not  operated  on.  Of  these,  31 
were  lost  to  follow-up.  Of  the  43  patients 
on  whom  follow-up  information  could  be 
obtained,  35  had  solitary  nodules,  4 had 
multinodular  goiters,  and  4 had  diffuse  en- 
largements. Follow-up  information  on  these 
patients  is  summarized  in  Table  IV. 

Four  patients  were  discovered  to  have 
thyroid  enlargements  caused  by  malignant 
neoplasms  of  nonthyroid  origin.  All  had 
been  classified  in  the  uninodular  group.  One 
was  due  to  Hodgkin’s  disease,  1 to  a leu- 
kemic infiltrate,  and  2 were  due  to  metas- 
tases  from  primary  bronchogenic  carci- 
noma. There  were  no  instances  of  subse- 
quently proved  carcinoma  of  the  thyroid 
within  the  entire  follow-up  group  of  43 
patients  who  did  not  undergo  surgery. 

The  remaining  39  patients  with  primary 
thyroid  masses  were  either  treated  medi- 
cally or  were  simply  observed  without  treat- 
ment. The  period  of  observation  ranged 
from  six  months  to  six  years.  Medical  treat- 
ment consisted  of  thyroid-stimulating  hor- 
mone suppression  by  administration  of  thy- 
roid hormone,  except  in  1 patient  who  was 
treated  with  iodine  (Lugol’s)  solution. 


Table  III.  Incidence  of  cancer  and  distribution  by 
sex  of  88  patients  operated  on  for  cold  enlarge- 
ments of  thyroid  gland 


Sex 

Benign 

Malignant  Lesions 
Number  Per  Cent* 

Male 

12 

9 

42.9 

Female 

54 

13 

19.4 

Totals 

66 

22 

25.0 

* chi  square  = 

5.46,  predicted  = 

0.05. 

TABLE  IV.  Follow-up  of  43  nonsurgical  cases 

Uni- 

Multi- 

nodu- 

nodu- 

Dif- 

lar 

lar 

fuse 

Totals 

Cancer  of 

non  thyroid 
origin 

4 

0 

0 

4 

Nontreated 

17 

2 

3 

22 

Increased  size 

1 

0 

0 

1 

Decreased  size 

1 

0 

1 

2 

No  change 

15* 

2 

2 

19 

Treated 

14 

2 

1 

17 

Increased  size 

0 

0 

0 

0 

Decreased  size 

9t 

1 

0 

10 

No  change 

5 

1 

1 

7 

Totals 

35 

4 

4 

43 

* Five  patients  followed  less  than  two  years, 
t One  patient  treated  with  Lugol’s  solution  rather  than 
exogenous  thyroid  hormone. 


A multiplicity  of  reasons  existed  for  the 
decision  not  to  operate.  In  some  cases 
severe  unrelated  disease  made  thyroid  sur- 
gery inadvisable.  In  many  other  instances 
the  absence  of  any  clinical  criteria  sugges- 
tive of  carcinoma  caused  the  individual  re- 
ferring physician  to  choose  observation  or 
medical  management  for  his  patient.  A 
number  of  patients  simply  refused  surgery. 

Twenty-two  thyroid  enlargements  were 
observed  without  treatment  for  periods  of 
six  months  to  six  years ; 1 of  these  increased 
in  size,  2 decreased,  and  19  remained  un- 
changed. Seventeen  thyroid  enlargements 
were  treated  medically:  10  of  these  de- 
creased in  size  or  regressed  completely,  and 
7 remained  unchanged.  Subsequent  scans 
in  3 patients  indicated  conversion  of  the 
nonfunctioning  nodule  into  a functioning 
one. 

There  were  3 deaths  among  the  43  pa- 
tients in  the  follow-up  group.  Two  were 
patients  found  to  have  malignant  lesions  of 
nonthyroid  origin.  The  third  patient  had 
an  unrelated  reticulum-cell  sarcoma.  Au- 
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topsy  revealed  the  thyroid  lesion  to  be  a 
benign  adenoma. 

Comment 

Surgical  cases.  As  the  previously  pre- 
sented data  indicate,  the  incidence  of  car- 
cinoma among  those  undergoing  surgery 
was  quite  high  (25  per  cent).  This  group 
includes  patients  with  “clinically  obvious” 
malignant  lesions  as  well  as  those  in  whom 
thyroid  cancer  was  clinically  indistinguish- 
able from  benign  thyroid  enlargements. 
The  number  of  the  latter  type  in  our  series 
is  sufficiently  high  (13  of  79  cases  ) to  indi- 
cate that  the  finding  of  a poorly  functioning 
enlarged  thyroid  gland  should  be  taken  seri- 
ously and  regarded  as  a strong  factor  in  de- 
termining indications  for  surgery  in  any 
given  case. 

The  previous  statement  appears  to  hold 
for  “cold”  areas  in  multinodular  goiters  as 
well  as  uninodular.  Malignant  lesions  were 
encountered  in  5 multinodular  goiters  with 
no  other  sign  of  carcinoma  than  the  scan 
data.  Insufficient  data  were  collected  re- 
garding diffuse  enlargements  to  draw  any 
conclusion  concerning  the  significance  of 
“cold”  areas  in  this  group.  Of  the  3 malig- 
nant lesions  encountered,  only  1 was  not 
clinically  suspected. 

Our  findings  corroborate  the  previously 
established  opinion  that  while  thyroid  tu- 
mors occur  far  more  frequently  in  women 
than  in  men,  the  likelihood  of  carcinoma  for 
a given  lesion  is  much  greater  in  a male 
patient. 

NONSURGICAL  cases.  The  findings  in  the 
nonsurgical  group  appear  almost  contradic- 
tory to  those  in  the  surgical  group,  since  not 
a single  case  of  thyroid  cancer  was  subse- 
quently proved  among  these  patients.  To 
be  sure,  the  two  groups  are  not  entirely  com- 
parable. Nevertheless,  while  surgery  was 
rejected  for  many  patients  because  of  the 
size,  softness,  or  long-standing  duration  of 
the  lesions  which  indicated  to  the  physicians 
that  the  lesions  were  probably  benign,  other 
patients  either  refused  surgery  or  were  not 
operated  on  because  of  severe  unrelated  ill- 
nesses. 

One  may  assume  that  thyroid  cancer  al- 
ready exists  in  some  of  these  patients  and 
eventually  will  become  manifest  clinically. 
The  slow-growing  nature  of  many  well-dif- 
ferentiated thyroid  carcinomas  is  consist- 


ent with  survival  and  lack  of  outward 
manifestations  of  the  disease  for  a period  of 
several  years.  Autopsy  data  were  available 
on  only  3 of  our  patients,  none  of  whom 
had  primary  thyroid  cancer. 

The  data  obtained  indicate  that  thyroid- 
stimulating  hormone  suppression  by  admin- 
istration of  exogenous  thyroid  hormone  may 
cause  regression  of  the  lesion  in  a signifi- 
cant number  of  cases  (Table  IV).  Of  9 
patients  treated  in  this  manner  and  show- 
ing regression  of  the  lesion,  3 later  showed 
change  in  the  radioactive  iodine  uptake  of 
the  lesion  from  hypofunction  to  normal. 

Conclusion 

One  hundred  sixty-two  patients  were 
found  to  have  “cold”  enlargements  of  the 
thyroid  gland  after  scanning  with  a direc- 
tional scintillation  probe.  Eighty-eight  of 
these  patients  were  operated  on,  and  22  were 
found  to  have  malignant  lesions.  Almost 
60  per  cent  of  the  lesions  were  not  suspected 
on  the  basis  of  clinical  criteria  other  than 
the  scan.  Eighteen  per  cent  of  the  solitary 
“cold”  nodules  operated  on  were  malignant. 
There  was  a strikingly  high  incidence  of 
carcinoma  among  13  multinodular  glands 
resected,  although  almost  two  thirds  of 
these  did  not  have  obvious  clinical  criteria  of 
carcinoma.  The  likelihood  of  carcinoma 
within  a given  “cold”  lesion  was  higher  in 
males  than  in  females. 

Seventy-four  patients  were  not  operated 
on,  and  follow-up  information  was  obtained 
on  43  of  these.  No  case  of  primary  thyroid 
cancer  was  subsequently  detected  in  any  of 
the  patients  who  did  not  undergo  surgery. 
This  was  probably  caused  by  weighting  this 
group  with  many  cases  most  likely  to  be  be- 
nign as  well  as  an  inadequate  follow-up 
period  for  detection  of  slow-growing  thyroid 
cancers.  Exogenous  thyroid  hormone  for 
suppression  of  thyroid-stimulating  hormone 
appeared  to  have  some  effect  in  causing 
regression  of  benign  thyroid  nodules. 

The  finding  of  a hypofunctioning  enlarge- 
ment of  the  thyroid,  whether  solitary  or 
within  a multinodular  goiter,  should  be 
strongly  regarded  as  a factor  favoring  sur- 
gical intervention  in  any  given  case. 
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perience,  which  is  believed  to  be  an  incidence 
greater  than  would  be  attributable  to  chance. 
Four  of  these  (including  the  2 reported  by  the 
authors)  were  restricted  to  the  central  nervous 
system.  In  addition,  there  have  been  6 others 
who  developed  reticulum  cell  sarcoma  or,  in  1 
instance,  a Kaposi’s  sarcoma  outside  the  nerv- 
ous system. 

Whatever  name  given  these  tumors,  there  is 
no  doubt  that  they  are  neoplasms  of  the  retic- 
uloendothelial system,  raising  questions  about 
the  relationship  between  impaired  immunologi- 
cal mechanisms  and  these  growths.  The  result 
of  heavy  immunosuppressive  therapy  given  pa- 
tients who  are  immunologically  impaired  to  be- 
gin with  may  affect  any  normal  surveillance 
mechanism  for  neoplastic  cells.  The  authors 
briefly  review  the  literature  relating  to  this  as- 
pect of  the  problem,  citing  as  other  possibilities 
overproduction  of  antibody-producing  cells,  or 
the  proliferation  of  oncogenic  viruses. 
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T his  report  will  deal  briefly  with  the 
development  of  the  conscience,  how  it  oper- 
ates, and  its  relation  to  sex.  Six  cases  are 
briefly  presented  to  illustrate  the  dynamics 
involved.  The  subject  is  dealt  with  from 
Rado’s1  views  of  adaptational  psychody- 
namics. These  cases  were  treated  as  short- 
term problems  and  responded  very  well  to 
analytically  oriented  psychotherapy  and 
medication  where  indicated. 

Case  reports 

Case  1.  A recurring  case  is  that  of  a wife 
who  cheats  her  husband,  enjoys  the  experience, 
and  wants  more  but  develops  tremendous  guilt 
and  anxiety.  She  is  thirty-five  years,  white, 
married,  has  a fine  home  and  two  wonderful 
children.  Her  husband  is  sexually  impotent 
with  her  but  is  able  to  function  very  well  sexu- 
ally with  the  Negro  telephone  operator  in  his 
office.  While  on  a summer  vacation  in  a popu- 
lar resort  hotel,  the  wife  had  a sexual  affair 
with  another  man  and  enjoyed  it  very  much. 
“Right  after  that  my  conscience  bothered  me  so 
I packed  and  left.  I wanted  more  but  didn’t 
dare  stay.  Since  then  I feel  guilty  and  afraid 
and  don’t  trust  myself.” 

Case  2.  A young  couple,  newly  married, 
were  not  able  to  consummate  their  marriage 


while  on  their  honeymoon.  Both  were  full  of 
passion  until  he  touched  her  genitals  with  his 
hand  and  nearly  went  into  shock.  She  pleaded, 
he  tried,  failed,  and  wept,  and  after  three  days 
and  nights  they  returned  home.  Again  there 
followed  days  of  passionate  desire  and  pet- 
ting, with  the  husband  stopping  just  before  the 
act. 

Case  3.  This  young  married  woman  wanted 
children  very  much.  After  careful  examina- 
tion she  was  told  her  husband  was  sterile;  his 
semen  contained  no  sperm  because  of  a gonor- 
rheal infection  in  his  youth.  She  kept  this  in- 
formation from  him  and  became  sexually  pro- 
miscuous in  the  hope  of  becoming  pregnant  and 
having  her  husband  believe  it  was  his  child. 
She  did  not  become  pregnant,  and  after  lipoidal 
and  x-ray  studies  she  learned  she  had  an  in- 
fantile uterus  and  could  not  become  pregnant. 
She  became  very  depressed  and  attempted  sui- 
cide. 

Case  4.  A young  married  woman  had  two 
abortions  followed  by  three  spontaneous  abor- 
tions. She  became  depressed  and  felt  she  was 
responsible  for  the  death  of  five  children. 

Case  5.  Another  recurring  story  concerns  a 
Catholic  couple  who  used  the  rhythm  method 
and  stuck  to  it  strictly.  The  husband  got  a 
job  as  a traveling  salesman.  It  seemed  he  was 
always  home  at  the  wrong  time  so  they  had  no 
sexual  intercourse  for  eight  months.  Terrific- 
tension  built  up,  and  for  relief  they  resorted  to 
mutual  masturbation  and  other  deviant  acts. 
To  relieve  this  situation  they  finally  agreed 
she  should  go  on  the  “pill.”  This  was  fine  for 
a short  time  until  the  wife  became  guilty  about 
cheating  the  church  and  all  sexual  intercourse 
stopped  again. 

Case  6.  A white  married  115-pound  woman 
had  a husband  who  weighed  about  325  pounds. 
The  sex  act  was  punishing  and  smothering  to 
the  wife  and  unsatisfactory  to  the  husband. 
He  insisted  on  entering  her  “dog  fashion.” 
She  objected  because  she  had  no  orgasm;  she 
felt  like  a dog,  was  humiliated  and  ashamed. 
She  refused  him  and  fought  him  and  he  beat 
her.  The  husband  turned  to  prostitutes  for  re- 
lief and  the  woman  became  involved  with  the 
Negro  janitor  of  her  building  who  made  her  ex- 
tremely happy. 

The  woman’s  mother  discovered  the  affair 
and  told  the  husband,  and  together  they  beat 
the  janitor  into  unconsciousness.  The  wife  be- 
came extremely  guilty  and  fearful.  Suddenly 
and  impulsively,  she  attempted  suicide,  was  ad- 
mitted to  a state  hospital,  and  was  diagnosed 
as  schizophrenic.  She  deteriorated  rapidly  and 
soon  was  having  sexual  intercourse  with  male 
patients  and  attendants.  She  told  everyone 
she  was  a dog.  One  patient  forced  his  penis 
into  her  mouth.  She  nearly  bit  it  off  and  his 
severe  bleeding  brought  this  case  into  open  at- 
tention. She  completely  lost  her  sense  of  con- 
science by  escaping  into  psychosis.  In  time, 
as  she  responded  to  therapy,  new  problems  ap- 
peared with  a return  of  her  conscience. 
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Conscience 

What  is  conscience?  It  is  a built-in  con- 
trol, automatized,  containing  mechanisms  of 
atonement  to  maintain  pride  and  self-esteem 
at  a healthy  level.  This  definition  needs  to 
be  explored  and  its  relation  to  sex  under- 
stood. 

Man  has  two  very  important  parts  in  his 
make-up.  These  are  rage  and  sex.  Rage  is 
the  more  dangerous  of  the  two.  Primitive 
man  survived  through  strength  of  rage  as 
well  as  sex.  Today  man  is  capable  of  de- 
stroying the  world  through  an  act  of  rage 
as  well  as  by  overpopulating  the  world 
through  sexual  activity.  The  survival  of 
society  depends  on  peace  and  peaceful  co- 
operation. Rage  must  be  tamed  if  we  are  to 
acquire  a worthwhile  civilization.  A moral 
code  has  to  be  developed,  and  a conscience 
becomes  necessary  to  make  this  moral  code 
effective. 

Culture  is  first  transmitted  to  the  child 
by  the  mother,  and  she  is  the  parent  who 
first  regulates  the  child’s  behavior  through 
reward  and  punishment.  We  begin  life  with 
this  authority  figure  who  grows  into  the 
symbolic  authority  figure  called  society  (or 
someone  in  it),  who  also  rewards  and 
punishes.  One  learns  early  that  one  must 
obey  or  suffer.  Obedience  is  rewarded,  de- 
fiance or  disobedience  is  punished.  The 
response  to  reward  is  a rising  pride  and 
self-esteem.  The  response  to  punishment 
is  fear  and  anger. 

Early  in  infancy  the  child  feels  omnipo- 
tent and  as  one  with  the  world  around  him. 
He  soon  learns  he  is  not  omnipotent,  but  in 
fact  helpless  and  dependent.  He  hands  over 
his  omnipotence  to  his  mother,  and  later  to 
his  father,  and  says,  “You  do  for  me.”  He 
becomes  almost  completely  dependent  on  the 
mother.  Despite  this,  he  still  feels  frustra- 
tion and  anger,  but  mostly  fears  loss  of  love, 
because  this  could  mean  loss  of  life. 

The  lesson  of  obedience  is  met  again  and 
again.  Finally,  the  child  learns  to  obey  and 
develops  a dependable  mechanism  of  self- 
restraint.  This  mechanism  of  self-restraint 
becomes  the  “voice  of  conscience”  and  is 
probably  the  most  dependable  restraint  the 
human  being  has  yet  developed.  Obedience 
to  one’s  own  conscience  is  achieved  by  obedi- 
ence to  the  voice  of  mother  which  has  be- 
come automatized. 

Thus  fear  of  one’s  own  conscience  is  the 


automatized  fear  of  mother  and  her  expected 
criticism.  When  one  obeys  one’s  mother 
or  one’s  conscience,  the  reward  is  a rising 
pride  and  a rising  self-esteem. 

As  one  matures  and  obeys  and  seeks  love 
and  reward  and  pride,  any  misbehavior  or 
even  a thought  of  misbehavior  causes  guilty 
fear.  Guilty  fear  is  a warning  signal  that 
love  and  other  rewards  are  being  threat- 
ened. Thus,  guilty  fear  acts  as  a self- 
criticism,  as  an  awareness  of  wrong  doing 
or  wrong  thinking.  Guilty  fear  may  grow 
in  intensity  until  a fear  of  inescapable  pun- 
ishment appears. 

In  the  course  of  his  development,  an  in- 
dividual begins  to  imitate  others  outside  his 
family  group  and  tries  to  incorporate  the 
ideals  and  values  of  his  favorites.  He  devel- 
ops another  conscience.  But  his  first  con- 
science is  not  lost  or  displaced;  there  is  a 
continuity  between  the  two. 

The  chief  function  of  the  conscience  is 
to  warn  against  the  pains  of  intense  guilt. 
When  the  conscience  functions  in  too  rigid 
a manner  or  becomes  so  automatic  that 
realistic  judgment  is  interfered  with,  we 
have  a pathologic  conscience.  This  may 
lead  to  panic  and  breakdown,  and  instead 
of  a sense  of  guilt  the  patient  develops  a 
sense  of  annihilation,  as  seen  in  severe  de- 
pressions. 

Sometimes  the  terms  inner  or  outer  con- 
science are  used.  The  inner  conscience  re- 
fers to  the  superego  as  defined  by  Freud. 
The  outer  conscience  refers  to  the  ego-ideal, 
the  mental  image  formed  by  a child  by  his 
teachers,  playmates,  and  others  outside  his 
family  group.2 

How  can  the  patient  rid  himself  of  guilty 
fear  or  the  fear  of  inescapable  punishment? 
It  can  be  done  only  through  expiatory  be- 
havior. He  must  first  confess  to  mother  or 
her  surrogate  because  mother  knows  all, 
sees  all,  and  can  forgive  all.  When  confes- 
sion and  forgiveness  from  mother  or  an  au- 
thority figure  are  obtained,  self-respect  is  re- 
stored. One  has  sinned  and  has  now  atoned. 
Pride  rises  with  a rising  self-respect  and 
one  may  live  again  without  fear  or  anger. 
Thus  conscience  develops  to  become  a built- 
in  automatized  control  with  mechanisms  for 
atonement  through  expiatory  behavior  to 
maintain  pride  and  self-esteem  at  a healthy 
and  balanced  level. 

Perpetuation  of  the  species  through  the 
sex  act  by  a male-female  pair  is  one  of  the 
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solutions  to  man’s  quest  for  immortality.  It 
is  the  attempt  to  solve  the  existential  prob- 
lem of  how  to  go  on  living  in  the  face  of 
inevitable  death.  But  the  biologic  drive 
of  sex  is  not  enough ; sex  must  become  at- 
tractive and  appetizing  as  well.  In  the  hu- 
man being,  independence,  maturity,  and 
sexual  activity  come  much  later  than  in 
lower  forms  of  life.  Man  has  a much  longer 
breeding  period  over  a longer  span  of  years. 
Sexual  intercourse  over  this  long  period 
is  subjected  to  many  taboos  in  many  dif- 
ferent cultures.  In  practically  all  cultures 
an  emergency  control  develops  over  the  bio- 
logic demands  of  sex.  This  emergency  con- 
trol consists  of  self-restraining  and  self- 
prodding  mechanisms  which  enable  the  ac- 
tion-self to  adapt  to  mother,  to  family,  and 
to  society  as  a whole. 

The  action-self  must  be  explained.  In 
the  course  of  human  psychological  evolution 
there  was  a period  of  hedonic  regulation 
which  functioned  on  the  pleasure-pain  prin- 
ciple. Later  there  evolved  a period  of  brute 
emotion  during  which  the  emotions  of  fear 
and  anger  appeared.  In  time,  man  began  to 
think  a little  as  he  became  aware  of  the 
reality  around  him.  This  was  the  period 
of  low  emotional  thought.  Man  now  could 
react  to  pleasure  and  pain,  could  express 
fear  and  anger,  and  had  begun  to  think 
in  a manner  still  influenced  by  much  emo- 
tion. Then  came  the  period  of  high  emo- 
tional thought,  or  reason.  To  the  pleasure- 
pain  principle  and  the  reality  principle  was 
added  reason  and  idealism.  It  was  neces- 
sary to  combine  and  integrate  these  evolu- 
tionary levels.  The  action-self  integrates 
all  these  levels.  It  operates  on  the  principle, 
“I  do,  therefore  I am.” 

Freud  expressed  this  concept  through 
imaginary  structures  he  called  the  id,  the 
ego,  and  the  superego.  His  superego  in- 
cludes the  controls  over  id  and  ego.  The  id 
operates  on  the  pleasure-pain  principle. 
The  ego  operates  on  the  reality  principle, 
and  the  superego  deals  with  both,  as  well  as 
with  idealism.  The  superego  becomes  the 
conscience  and  regulates  conduct  by  self- 
punishment and  self-reward. 


Comment 

To  return,  then,  to  our  6 clinical  cases: 

In  case  1 we  deal  with  a man  who  married 


a woman  meant  to  be  the  image  of  his 
mother.  Sex  with  her  becomes  an  uncon- 
scious incestuous  act.  Sex  with  his  tele- 
phone operator  does  not  bother  him  too 
much,  in  fact  he  enjoys  it  because  the  em- 
ploye could  in  no  way  represent  his  mother. 
But  his  conscience  about  having  sexual  re- 
lations with  his  mother  made  him  impotent 
with  his  wife.  When  he  discussed  this  with 
wife  and  therapist  and  came  to  accept  his 
wife  as  a woman  and  not  as  his  mother- 
figure  he  was  able  to  function  very  well  with 
her.  The  wife,  who  in  desperation  cheated 
her  husband  and  became  guilty  and  anxious, 
precipitated  the  entire  discussion  which 
eventually  led  to  a “cure”  for  both.  Her  fear 
of  inescapable  punishment  was  at  the  bot- 
tom of  her  increasing  guilt  and  anxiety. 

The  young  married  man  in  Case  2 was 
threatened  with  a suit  for  annulment  of  his 
marriage.  Fearing  this,  he  consented  to 
psychiatric  exploration.  He  became  ab- 
sorbed in  the  analytic  process  and  soon  de- 
veloped severe  somatic  symptoms  of  gastro- 
intestinal distress  with  recurrent  diarrhea 
and  missed  therapy  sessions.  He  returned  to 
therapy  with  the  revealing  remark,  “I’m 
trying  to  shit  my  heart  out  when  I should 
be  talking  it  out  with  you.  I must  be  try- 
ing to  get  rid  of  something  awful  shitty 
inside  of  me.”  At  this  point  he  agreed  to 
hypnosis,  was  put  into  a mild  trance  state, 
and  asked  to  go  back  in  time  and  try  to  re- 
call anything  he  ever  did  which  he  now 
would  call  a shitty  act.  After  some  show  of 
anxiety  and  after  a bit  of  reinforcing  of 
the  trance  state,  he  stammered  out  a con- 
fession that  years  ago  he  had  played  with  his 
baby  sister’s  genitalia.  He  recalled  telling 
his  mother  about  a classmate  who  told  him 
he  did  this.  The  patient’s  mother  became 
furious  and  said,  “Don’t  you  ever  do  this. 
If  I catch  you  or  even  hear  of  you  doing  this 
I’ll  cut  your  hand  off,  or  better  yet,  I’ll  kill 
you.  I don’t  want  a son  who  does  such 
things.”  Our  patient  stopped  playing  with 
his  sister,  but  not  before  he  developed  a 
tremendous  guilty  fear  which  he  finally 
suppressed.  A series  of  accidents  over  three 
years  may  have  been  attempts  at  expiatory 
self-punishment,  based  on  a fear  of  inescap- 
able punishment.  The  information  re- 
vealed under  the  trance  state  was  slowly 
revealed  to  the  patient  and  worked  through 
with  satisfaction  to  the  young  couple  who 
stayed  happily  married. 
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The  young  married  woman  (Case  3)  was 
able  to  live  with  her  conscience  for  a while. 
She  felt  having  a baby  would  be  a fulfill- 
ment for  herself  and  her  husband.  When 
she  finally  learned  she  could  not  become 
pregnant  because  of  her  own  defect,  she 
became  horrified  at  her  promiscuity  and  how 
she  had  gambled  with  her  reputation.  She 
became  depressed  and  angry.  Her  fear  of 
inescapable  punishment  became  too  great  to 
bear.  When  she  introjected  her  anger  in  an 
effort  at  expiation  she  attempted  suicide. 
It  was  just  after  this  that  she  said  she  felt 
so  guilty  she  would  rather  die  than  confess, 
but  now  that  she  had  failed  to  die  would 
rather  confess  and  live.  Confession,  time, 
and  a loving  husband  must  be  a good  com- 
bination. They  lived  together  happily  after 
adopting  three  children  in  the  three  years 
that  followed. 

The  simplest  problem  was  in  Case  4,  even 
though  the  guilty  fear  and  fear  of  in- 
escapable punishment  advanced  to  a state 
of  pathologic  fear.  So  certain  was  this  wo- 
man she  had  killed  five  children  that  she 
began  to  pray  for  death  to  put  an  end  to 
her  misery.  A complete  physical  as  well  as 
a mental  examination  was  made,  based  on 
the  suspicion  that  diabetes  mellitus  might 
be  the  culprit  here.  It  was,  and  with  proper 
care  she  was  soon  able  to  become  pregnant 
again.  She  retained  the  pregnancy,  submit- 
ted to  a section,  and  had  a live,  healthy 
baby. 

Treatment  in  Case  5 was  not  easy,  al- 
though it  should  have  been.  Both  husband 
and  wife  felt  guilty  about  cheating  the 
church  by  using  the  contraceptive  pills.  The 
husband  reasoned  that  this  was  better  than 
cheating  his  wife.  The  wife,  who  had  no 
thought  of  cheating  her  husband,  became 
obsessed  with  thoughts  of  everlasting  hell 
for  cheating  the  church.  Her  fear  of  in- 
escapable punishment  resulted  in  consulting 
her  priest;  when  the  priest  was  convinced 
that  this  patient’s  mental  health  was  severely 
threatened  he  agreed  that  some  other,  more 
acceptable  contraceptive  method  might  be 
tried.  Everyone  agreed,  and  over  the  next 
year  the  patient  slowly  learned  to  live  with 
her  conscience,  her  church,  and  her  family. 
Tranquilizers  and  much  supportive  psycho- 
therapy were  necessary. 

The  problem  in  Case  6 was  complicated  by 
three  people  each  demanding  something 
different.  The  patient  wanted  her  consider- 


ate and  loving  janitor.  The  husband  wanted 
“his  dog’”  back.  The  mother  wanted  her 
shameful  daughter  to  remain  buried  in  the 
state  hospital.  The  patient  lost  all  sense 
of  conscience  and  fear  of  inescapable  pun- 
ishment by  escaping  into  psychosis  and 
would  not  return  to  reality  unless  it  was 
different  from  the  one  she  left.  The  hus- 
band had  little  or  no  conscience.  He  was 
a sociopathic  character  who  was  convinced 
he  did  nothing  wrong.  He  found  prostitutes 
too  expensive  and  too  inconvenient  and,  to 
quote  him,  “They  didn’t  wash  my  socks 
and  underwear  and  shirts.”  The  mother  had 
a strong  social  and  religious  conscience 
with  tremendous  shame  and  guilt.  She  had 
to  keep  her  daughter  confined  to  the  hos- 
pital to  maintain  homeostasis  at  home. 
There  seemed  no  way  to  release  this  patient 
from  the  hospital. 

She  finally  decided  to  stay  rather  than  “go 
home  to  her  animal  husband  and  stupid 
mother.” 


Conclusions 

The  guilty  fear  of  inescapable  punishment 
is  a signal  that  security  is  threatened.  To 
expiate,  the  patient  must  confess,  accept  his 
punishment,  ask  forgiveness,  and  promise 
not  to  sin  again. 

Parental  reproach  gives  rise  to  self-re- 
proach, parental  punishment  to  self-punish- 
ment, and  parental  forgiveness  to  self-for- 
giveness. In  time  this  procedure  became 
automatic.  But  this  procedure  also  becomes 
a stern  punishing  mechanism  which  may 
retroflex  rage  and  cause  endless  torture  and 
punishment  of  one’s  self. 

A more  rational  solution  is  to  develop  an 
appreciative  reward  system,  under  which 
there  is  seldom  punishment.  If  one  does 
wrong,  it  is  best  to  admit  it,  apologize,  pay 
for  any  damages,  and  learn  a lesson  never 
to  do  this  again.  This  learning  process, 
when  repeated  by  mother  and  child,  will 
also  become  automatic.  This  is  a self-re- 
warding  mechanism  to  build  pride,  self- 
respect,  and  moral  strength.  This  is  an 
intelligent  adaptive  response  toward  realis- 
tic goals.  This  is  an  attempt  to  use  intelli- 
gence and  reason  to  control  emotion.  This 
will  improve  responsibility  and  creativity 
and  will  result  in  increasing  self-reliance, 
pride,  and  recognition  by  others. 
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The  punishment  system  leads  to  defiance, 
disobedience,  and  greater  transgression. 

The  reward  system  leads  to  constructive 
goals,  pleasure,  and  achievement. 

Summary 

Six  clinical  cases  are  briefly  presented 
to  illustrate  how  problems  of  sex  and  con- 
science are  interrelated.  The  development 
of  the  conscience  is  also  briefly  traced.  The 
dynamics,  treatment,  and  end  results  are 
also  briefly  discussed. 


Gonococcal  perihepatitis  simulates 
acute  cholecystitis 

Pain  in  the  right  upper  quadrant,  secondary 
to  gonococcal  perihepatitis,  may,  in  young 
women,  stimulate  cholecystitis,  reports  Cleve 
Trimble  in  Surgery,  Gynec.  & Obstet.  130:  54 
(Jan.)  1970.  The  report  is  based  on  5 female 
patients  whose  ages  ranged  from  sixteen  to 
thirty-six  years.  Four  were  admitted  with 
severe  pain  in  the  right  upper  quadrant  and 
were  erroneously  diagnosed  as  having  acute 


Most  problems  of  conscience  and  sex  can 
be  successfully  treated  by  an  appreciative 
reward  system. 

Broome  County  Mental  Health  Clinic 
97  Chestnut  Street 
Binghamton,  New  York  13905 
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cholecystitis.  The  fifth  patient  had  severe,  sud- 
den epigastric  pain  which  radiated  to  the  back, 
was  misdiagnosed  as  having  a perforated  pep- 
tic ulcer,  and  underwent  a needless  laparotomy. 
All  5 patients  were  actually  suffering  from 
gonococcal  perihepatitis.  The  correct  diagnosis 
is  established  by  a smear  or  culture  from  the 
uterine  cervix  positive  for  Neisseria  gonor- 
rhoeae,  relief  of  symptoms  with  an  appropriate 
antibiotic,  and  subsequent  negative  eholecysto- 
grams.  The  increasing  incidence  of  gonorrhea 
and  its  tendency  to  be  indolent  and  asympto- 
matic in  the  female  suggest  the  necessity  of 
awareness  of  surgeons  to  this  syndrome. 
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Chronically  III,  Self- 
Sustaining  Patients  in 
a State  Mental  Hospital 


ROGELIO  B.  RONCAL,  M.D. 
Middletown,  New  York 


TABLE  I.  Length  of  stay  in  the  hospital 


Years 

Patients 

Female 

Male 

2 to  10 

5 

8 

11  to  20 

20 

7 

21  to  30 

16 

13 

31  to  40 

5 

14 

41  to  50 

3 

2 

Totals 

49 

44 

TABLE  II.  Age  of  patients  in  the  unit 

Age  (Years) 

Female 

Male 

20  to  30 

1 

0 

31  to  40 

1 

4 

41  to  50 

9 

10 

51  to  60 

20 

14 

61  to  70 

13 

10 

71  to  80 

4 

6 

81  to  90 

1 

0 

Totals 

49 

44 

Staff  Psychiatrist,  Middletown  State  Hospital 


Reorganization  of  the  Middletown  State 
Hospital  service  units  in  June,  1968,  resulted 
in  the  separation  of  chronically  ill,  self- 
sustaining  patients  into  one  unit.  It  was 
felt  that  this  group  required  the  attention 
of  fewer  personnel  than  patients  in  other 
hospital  service  units  where  the  number  of 
employes  was  more  concentrated.  The  phy- 
sician and  ward  employes  assigned  to  this 
new  unit  reported  the  following  clinical  ob- 
servations and  conclusions  after  one  year 
of  experience. 

Statistics 

A total  of  93  chronically  ill,  self-sustain- 
ing patients  were  drawn  from  other  services 
and  placed  in  a separate  building  (Ashley 
Hall)  which  has  100  beds.  The  building  is 
an  old  brick  structure  which  provided  a 
home-like  atmosphere. 

One  physician,  one  part-time  supervising 
nurse,  and  ten  day  and  four  night  attendants 
were  assigned  to  the  care  and  management 
of  this  group. 

At  the  start  of  the  service,  the  93  patients, 
49  women  and  44  men,  were  evaluated,  and 
the  following  interesting  facts  were  ob- 
tained. 


1.  All  had  been  in  the  hospital  for  more 
than  two  years.  About  90  per  cent  of  the 
female  and  82  per  cent  of  the  male  patients 
have  had  from  eleven  to  fifty  years  of  hospi- 
talization (Table  I). 

2.  About  three  quarters  of  the  patients, 
38  women  and  30  men,  were  over  fifty  years 
old  (Table  II). 

3.  The  majority  of  the  patients,  35  women 
and  36  men,  were  suffering  from  schizo- 
phrenia (Table  III). 

4.  Over  three  quarters  of  the  patients,  47 
women  and  31  men,  were  able  to  take  care 
of  their  personal  cleanliness  with  little  help. 
The  others,  2 women  and  13  men,  needed 
from  moderate  to  complete  supervision. 
The  male  patients  were  more  regressed  in 
this  respect  than  the  female  patients. 

5.  About  one  half  or  25  of  the  women  and 
one  quarter  or  13  of  the  men  showed  some 
motivation  to  leave  the  hospital. 

6.  The  presence  of  interested  relatives 
closely  paralleled  the  interest  of  the  patients 
to  leave  the  hospital.  One  half  of  the  women 
and  only  one  quarter  of  the  men  actually  had 
visitors.  The  others  received  mail  from 
friends  or  distant  relatives  (Table  IV). 

7.  Almost  all  patients  in  this  group  were 
cooperative  and  well-behaved  on  the  ward 
and  while  performing  work  assignments. 

8.  A total  of  98  per  cent  of  these  patients 
were  receiving  chemotherapy,  primarily 
phenothiazine  derivatives. 
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TABLE  III.  Various  types  of  mental  illness  of  patients  in  the  unit 


Diagnosis 

Female 

Male 

Schizophrenia 

Paranoid 

20 

14 

Catatonic 

4 

7 

Hebephrenic 

3 

11 

Simple 

3 

1 

Schizoaffective 

1 

0 

Mixed 

3 

3 

Other  types 

1 

0 

Manic-depressive 

Manic 

3 

1 

Depressive 

2 

0 

Involutional  psychosis 

3 

0 

Epileptic  deterioration 

2 

0 

Mental  deficiency  with  psychosis 

2 

2 

Cerebral  arteriosclerosis 

1 

1 

Primary  behavior  disorder 

1 

0 

Psychopathic  personality 

Paranoid 

0 

1 

Antisocial 

0 

1 

Syphilis  of  central  nervous  system 

0 

1 

Alcoholic  psychosis 

0 

1 

Totals 

49 

44 

patient  with  schizophrenia  who  had  been  in 
the  hospital  on  a long-term  basis  and  was 
advanced  in  age.  In  most  cases  there  was 
no  parental  or  familial  interest  shown  in 
aiding  the  patient  to  leave  the  hospital. 
Hence,  there  was  little  motivation  on  the 
part  of  the  patient  in  this  regard,  despite 
the  fact  that  many  of  these  patients  showed 
apparently  some  degree  of  ego  strength  as 
indicated  by  good  behavior,  neatness  in  ap- 
pearance, and  participation  in  work  activi- 
ties (Table  V). 


TABLE  V.  Evaluation  of  55  male  and  52  female  patients  admitted  to  the  unit  in  one  year 


Initial  Evaluation 

Re-evaluation 

(Six  Months)- 



(One  Year) 

Condition 

Male 

Female 

Male 

Female 

Idle* 

1 

1 

1 

1 

Noncompetitive  workf 
Competitive  work** 

12 

14 

12 

12 

Poor  motivation  ft 

34 

22 

18 

5 

Good  motivation*** 
Disposition 

8 

15 

24 

34 

Convalescent  care  (outpatient) 
Return  chronic  nonself-sustaining 

6 

unit 

Physical  illness,  chronic  nonself- 

1 

sustaining  unit 

2 

D ischarged 

1 

Chronic  nonself-sustaining  unit 

6 

Intensive  care  unit 

1 

TABLE  IV.  Outside  interest  shown  in 
patients  in  the  unit 


Type  of  Interest 

Female 

Male 

Personal  visits 

26 

11 

Mail  only 

11 

6 

No  mail  or  visitors 

12 

24 

No  relatives 

0 

8 

Visits  by  friends 

2 

3 

Evaluation  of  one  year's  experience 

Our  data  revealed  that  our  chronically 
ill,  self-sustaining  patient  was  typically  a 


* Unable  to  work  outside  or  on  the  ward  with  or  without  supervision, 
t Able  to  participate  only  with  supervision  in  occupational  and  recreational  therapy. 

**  Job  training;  going  to  school. 

tt  Ability  to  work  only  with  constant  supervision  and  with  poor  realization  of  purpose  of  work  activity. 

***  Ability  to  work  with  or  without  minimal  supervision  and  with  good  understanding  of  purpose  of  work  activity. 
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Objectives  and  management 

The  objectives  in  the  management  of  the 
chronically  ill,  self-sustaining  patient  were 
similar  to  those  used  with  other  patients. 
These  were:  (1)  prevention  of  regression 

or  withdrawal,  (2;  promotion  of  further  im- 
provement, and  (3)  maintenance  of  improve- 
ment to  justify  a return  to  the  community  or 
transfer  to  other  facility  which  could  be 
more  beneficial  to  the  patient’s  improvement. 

The  therapeutic  resources  made  available 
to  the  chronically  ill,  self-sustaining  patient 
on  the  ward,  however,  were  based  on  the  fact 
that  these  patients  needed  less  care  and 
management.  Therefore,  it  was  felt  that 
fewer  personnel  were  required  as  compared 
with  the  other  units.  Naturally,  the  ward 
team  (physician  and  ward  personnel)  did 
not  fully  subscribe  to  this  idea;  they  were 
willing  to  give  more  than  custodial  care  to 
the  patients.  The  team  recognized  the  need 
for  a therapeutic  relationship  with  each 
patient  if  the  patient  were  to  be  prevented 
from  withdrawing  or  regressing.  This 
meaningful  relationship  could  not  be  pro- 
vided realistically  by  one  person  but  rather 
called  the  team  into  play.  Past  experience 
has  shown  that  physician  involvement  alone 
led  to  frustration  of  both  the  patients  in  the 
ward  and  the  physician  who  had  charge  of 
such  a group.  Cognizant  of  this  fact  the 
ward  employes  agreed  to  assume  relatively 
new  roles  of  supervising  small  groups  of 
patients  and  trying  to  provide  the  needed 
meaningful  relationship. 

The  93  patients  were  divided  into  nine 
groups,  each  under  the  supervision  of  an  at- 
tendant who  had  at  least  five  years  of  hos- 
pital experience.  Each  group  met  once  a 
week.  The  physician  attended  these  meet- 
ings initially  to  set  the  guidelines  and  regu- 
larly thereafter  when  possible. 

Separate  meetings  between  the  physician 
and  the  ward  attendants  were  held  regu- 
larly. At  these  meetings  several  patients 
were  discussed.  Other  matters  pertaining 
to  ward  management,  medications,  planning, 
and  so  on  were  discussed  to  increase  each 
employe’s  awareness  of  the  total  program 
and  his  role  in  it. 

Initially,  some  attendants  were  hesitant 
to  asume  this  new  role  on  the  grounds  that 
they  were  lacking  in  the  sophisticated 
psychologic  knowledge  required  and  thus 
would  cause  damage  to  the  patients.  This 


anxiety  was  met  with  reassurance  by  the 
physician  and  gradually  dispelled  by  their 
own  increasing  knowledge  and  experience 
and  the  increasing  responsiveness  of  their 
patients.  As  a result,  a significant  relation- 
ship was  developed  between  the  group  and 
the  readily  available  group  leader  who  was 
always  present  on  the  ward. 

Difficult  problems  were  handled  with  spe- 
cialized forms  of  therapy,  such  as  the  trial 
of  other  drugs  and  individual  and  group 
psychotherapy.  Patients  who  were  found  to 
be  unsuitable  for  the  unit  after  every  mo- 
dality of  therapy  had  been  tried  were  trans- 
ferred to  other  services. 

The  patients  who  maintained  improve- 
ment were  referred  for  vocational  explora- 
tion to  the  newly  opened  Solomon  Kleiner 
Rehabilitation  Center  at  the  hospital.  Here 
the  Center’s  team  evaluated  each  patient 
and  assigned  a specific  program  of  rehabili- 
tation with  the  approval  of  the  ward  team. 
Patients  were  assigned  to  various  hospital 
industries,  Department  of  Vocational  Re- 
habilitation facilities,  and  outside  employ- 
ment. Periodic  evaluations  were  conducted. 
Patients  who  showed  improvement  were  pro- 
moted to  other  programs,  and  eventually 
outside  employment  was  obtained  for  them. 
During  this  period  of  readjustment,  the 
group  leader  remained  readily  available  and 
supported  and  encouraged  the  patient  in  his 
accomplishments.  Attendance  of  the  patient 
at  group  meetings  was  continued  as  part  of 
his  rehabilitation  program. 

Patients  released  on  convalescent  (out- 
patient) care  after  gaining  employment 
outside  were  required  to  return  to  the  ward 
once  a week  to  attend  the  regular  gx’oup 
meetings.  In  this  way  they  provided  the 
inpatients  not  only  with  credible  informa- 
tion about  conditions  on  the  outside  but  also 
motivated  them  into  thinking  about  leaving 
the  hospital  at  some  time. 

The  elderly  patients  and  those  with  lim- 
ited physical  ability  were  given  noncompeti- 
tive work  activity  on  the  ward  or  at  the 
rehabilitation  center.  When  they  showed 
considerable  improvement,  they  were  en- 
couraged to  communicate  with  their  rela- 
tives, preferably  their  children.  In  many 
cases  since  the  relatives  had  not  visited 
them  for  years  they  had  been  inadvertently 
denied  knowledge  of  the  patient’s  new  im- 
proved status.  In  this  respect  a full-time 
social  worker  was  a necessity  for  team  par- 
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ticipation.  The  social  worker  was  extremely 
helpful  in  locating  the  relatives  and  in  plac- 
ing self-supporting  patients  in  community 
apartments  or  in  family  care. 

Results 

Table  V shows  that  the  number  of  male 
patients  who  remained  poorly  motivated 
for  work  decreased  from  34  to  18  and  female 
patients  from  22  to  5;  female  patients  with 
improved  motivation  for  work  increased 
from  15  to  34  and  male  patients  with  good 
motivation  for  work  increased  from  8 to  24. 
One  did  not  expect  an  impressive  number 
to  be  released  to  the  community  in  such  a 
relatively  short  experience  after  many  years 
of  hospitalization.  The  gains  in  stimulating 
and  developing  motivation  and  an  actual 
awareness  that  the  future  holds  some  prom- 
ise, even  to  them,  are  perhaps  the  most 
significant  results  of  the  project.  There  is 
a resuscitation  of  ties  with  outside  work, 
and  all  these  are  accomplished  by  no  actual 
increase  of  ward  personnel.  In  fact,  the 
number  of  personnel  is  equal  to  that  as- 
signed to  purely  custodial  units.  The  proj- 
ect is  truly  motivational  and  rewarding  to 
the  ward  personnel  involved  because  they 
are  finally  part  of  the  team,  and  this  has 
been  one  of  the  sad  barriers  to  milieu  ther- 
apy in  the  large  institutions  for  decades. 

Summary 

The  emotional  rehabilitation  of  the  chron- 
ically ill,  schizophrenic  patient  with  long 
hospitalization,  by  a combination  of  suppor- 
tive therapy  and  chemotherapy,  is  not  an 
easy  therapeutic  goal  but  offers  many  worth- 
while opportunities  for  personal  satisfac- 
tion to  those  who  work  in  this  field.  Four 


major  approaches  to  the  treatment  of  these 
mentally  ill  patients  are  (1)  the  proper 
adjustment  of  dependency  needs,  (2)  assist- 
ance in  acquiring  a new  philosophy  of  life, 
(3)  help  in  eradicating  the  fear  of  useless- 
ness and  loneliness,  and  (4)  encourage- 
ment in  recognizing  and  maintaining  a goal 
in  life.  Only  a multidisciplinary  approach 
can  be  of  assistance  in  solving  this  problem.1 

It  is  difficult  for  an  older  person  to  leave 
a home  to  which  he  has  devoted  years  of  his 
life  or  to  live  in  a home  where  he  is  obviously 
not  wanted.  Group  psychotherapy  and 
group  meeting  procedures  have  much  to 
offer  these  rejected  patients.2 

These  goals  and  aims  can  be  achieved 
by  a variety  of  technics.  Psychotherapy, 
occupational  or  avocational  activity,  group 
therapy,  and  drugs  or  physical  methods  all 
have  as  their  effective  common  denominator 
motivation  and  organization  of  behavior 
within  the  framework  of  a personal  relation- 
ship.3 

Finally,  one  of  the  intriguing  experiential 
factors  uncovered  in  this  project  is  the  valu- 
able contribution  that  can  be  made  by  the 
ward  attendant  in  the  rehabilitation  of  these 
patients.  The  liberation  and  elevation  from 
restrictive  work  assignments  to  “part  of 
the  team”  and  the  consequential  byproducts 
of  motivation  and  concern  are  noteworthy. 

BOX  1453, 

Middletown,  New  York  10940 
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Phentolamine, 
New  Bronchodilator 
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| N A RECENT  study  in  our  laboratory,  we 
demonstrated  that  phentolamine  has  a strik- 
ing positive  inotropic  action  in  man  and 
in  dogs.1  The  intravenous  administration 
of  the  drug  at  an  infusion  rate  of  0.3  mg. 
per  minute  to  patients  with  left  ventricular 
failure  produced  an  increase  in  the  cardiac 
output,  cardiac  rate,  systemic  pressure,  and 
stroke  index.  It  produced  a fall  in  the  pul- 
monary artery  pressure,  systemic  peripheral 
resistance,  left  ventricular  end-diastolic 
pressure,  and  left  ventricular  end-diastolic 
volume. 

These  favorable  hemodynamic  effects 
were  also  observed  when  isoproterenol  was 
administered  to  patients  with  left  ventricu- 
lar failure.2  Phentolamine  and  isoprotere- 
nol share  common  properties  in  that  they 
both  produce  vasodilatation  and  cardiac 
stimulation.  Further,  the  fall  in  blood  pres- 
sure seen  after  the  intravenous  administra- 
tion of  5 mg.  of  phentolamine  can  be  blocked 
by  the  prior  administration  of  only  1 mg.  of 
propranolol.3  Thus  phentolamine  and  iso- 
proterenol are  beta-adrenergic  stimulating 
agents. 

These  observations  led  us  to  consider  that 
the  bronchodilating  action  of  isoproterenol 
may  also  be  possessed  by  phentolamine.  We 


now  report  on  an  investigation  of  the  action 
of  phentolamine  in  man  in  which  a promi- 
nent bronchodilator  action  was  shown. 

Method  and  materials 

The  study  group  consisted  of  40  adult 
male  patients  in  the  hospital  with  chronic 
pulmonary  emphysema  and  27  normal  resi- 
dent physicians. 

A nebulizer  containing  saline  was  given 
to  the  patients,  and  they  were  instructed  to 
inhale  four  sprays  of  the  preparation.  The 
vital  capacity,  the  one-  and  three-second 
forced  expiratory  volumes,  and  the  maxi- 
mum voluntary  ventilation  were  obtained 
three  minutes  after  cessation  of  the  inhala- 
tions. The  Godart  Pulmonet  was  used  for 
the  spirometric  determinations.  At  least 
twenty  minutes  after  the  control  test,  one 
half  of  the  patients  were  given  a nebulizer 
containing  a solution  of  1:200  isoproterenol 
hydrochloride,  and  the  other  half  of  the  pa- 
tients were  given  a nebulizer  containing  5 
mg.  of  phentolamine  in  1 cc.  of  water.  Pul- 
monary function  tests  were  performed  three 
minutes  after  the  inhalation  of  four  sprays 
of  the  preparation.  After  an  additional 
thirty-minute  period,  the  drugs  were  inter- 
changed. Those  receiving  phentolamine 
were  now  given  isoproterenol  and  vice  versa. 
Spirometric  determinations  were  again  per- 
formed three  minutes  after  the  inhalation  of 
four  sprays  of  the  drug. 

The  patients  and  the  technician  were  un- 
aware of  the  contents  of  the  nebulizers. 

Results 

The  results  of  the  spirometric  determina- 
tions are  listed  in  Tables  I and  II.  The  data 
were  first  examined  to  determine  if  the  or- 
der in  which  the  drugs  were  given  had  any 
effect  on  the  results.  The  analysis  of  vari- 
ance on  treatment,  order,  and  subjects  were 
computed.  If  the  order  did  not  have  any 
effect  on  the  results,  then  the  mean  squares 
due  to  order  or  drug  and  order  interaction 
should  be  significantly  greater  than  their 
appropriate  error  mean  squares.  The  order 
did  not  have  a significant  effect  on  any  of 
the  eight  analyses. 

The  mean  values  of  the  three  treatments 
— control,  isoproterenol,  and  phentolamine 
— and  the  statistical  significance  of  the  dif- 
ferences among  the  groups  are  shown  in 
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TABLE  I.  Spirometric  determinations  in  normal  patients 
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TABLE  II.  Spirometric  determinations  in  abnormal  patients 
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Table  III.  If  three  T tests  were  used  to 
analyze  the  data,  the  significance  level  would 
not  be  exact.  Therefore,  the  Newman-Keuls 
method  of  multiple  comparisons  was  used. 
The  results  indicate  that  (1)  isoproterenol 
(Isuprel)  w’as  significantly  greater,  1 per 
cent  level,  than  the  control  for  all  four  meas- 
urements in  both  groups;  (2)  phentolamine 
(Regitine)  was  significantly  greater,  5 per 
cent  level,  than  the  control  for  all  four  meas- 
urements in  both  groups  and  at  the  1 per 
cent  level  for  maximum  voluntary  ventila- 
tion (normal  and  abnormal  groups),  vital 
capacity  (abnormal  group),  and  one-second 
and  three-seconds  forced  expiratory  volumes 
(abnormal  group). 

Comment 

This  study  demonstrates  that  isoproter- 
enol as  well  as  phentolamine  are  potent  bron- 
ehodilators.  Both  of  these  drugs  can  pro- 
duce an  improvement  in  the  maximal  vol- 
untary ventilation,  vital  capacity,  and  one- 
second  and  three-seconds  forced  expiratory 
volumes.  This  improvement  was  particu- 
larly prominent  in  patients  with  pulmonary 
emphysema.  Further,  these  two  drugs  pro- 
duced an  almost  identical  improvement  in 
the  measured  pulmonary  function  tests. 
Phentolamine  and  isoproterenol  presumably 
stimulate  the  beta  adrenergic  receptor  sites 
in  the  bronchi  with  a resultant  relaxation  of 
the  smooth  muscle  in  the  bronchial  walls. 
In  addition,  Wisniewska4  has  recently  dem- 
onstrated the  antispasmodic  action  of  phen- 
tolamine in  the  isolated  lung  of  a guinea 
pig.  He  also  has  shown  that  the  adminis- 
tration of  phentolamine  in  a dose  of  10  mg. 
per  kilogram  exerts  a prophylactic  action 
in  cases  of  experimental  histaminic  and  al- 
lergic bronchial  asthma  in  the  guinea  pig, 
as  well  as  a curative  action  in  the  case  of 
histaminic  bronchial  asthma. 

The  two  drugs  commonly  used  in  nebuliz- 
ers are  epinephrine  and  isoproterenol  given 
alone  or  in  combination  with  other  drugs, 
such  as  antihistaminic  or  wetting  agents. 
The  risk  of  overdosage  is  the  most  formid- 
able problem  with  this  group  of  drugs.  This 
can  occur  frequently  because  of  the  diffi- 
culty in  controlling  the  dose  of  the  aerosol 
as  well  as  the  ease  with  which  these  rela- 
tively small  molecules  are  absorbed  through 
the  bronchial  epithelium.’1  An  alarming 
sinus  tachycardia  or  even  more  serious  car- 
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TABLE  III.  Mean  values  of  pulmonary  functions  tests 


Tests 

Group 

Mean 

Control 

Mean 

Iso- 

pro- 

terenol 

Signifi- 

cance 

Level 

(Per 

Cent) 

Mean 

Phen- 

tol- 

amine 

Signifi- 

cance 

Level 

(Per 

Cent) 

Maximum  voluntary  ventilation 

Normal 

129 

140 

1 

142 

1 

(liters  per  minute) 

Abnormal 

53 

62 

1 

64 

1 

Vital  capacity  (millimeters) 

Normal 

4,076 

4,207 

1 

4,163 

5 

Abnormal 

2,595 

2,838 

1 

2,818 

1 

Fm’ced  expiratory  volume  (one-second) 

Normal 

3,198 

3,522 

1 

3,406 

5 

Abnormal 

1,450 

1,604 

1 

1,595 

1 

F orced  expiratory  volume  (three-seconds) 

Normal 

3,909 

4,054 

1 

3,976 

5 

Abnormal 

2,176 

2,363 

1 

2,316 

1 

diac  arrhythmias  can  result  from  the  use  of 
these  aerosols.  There  are  even  reports  of 
sudden  death  in  asthmatic  patients  follow- 
ing the  use  of  isoproterenol  inhalation.6  A 
cardiac  arrhythmia  is  the  most  likely  ex- 
planation of  these  deaths.  Furthermore, 
some  patients  can  develop  severe  paradoxi- 
cal airway  resistance  with  repeated  exces- 
sive use  of  isoproterenol  inhalation.  The 
cause  of  this  refractory  state  is  unknown. 

Phentolamine  when  administered  intra- 
venously at  the  dose  of  0.3  mg.  per  minute 
for  periods  of  up  to  one  hour  is  devoid  of 
side-effects.  Most  importantly  this  drug 
does  not  produce  cardiac  arrhythmias.1  In- 
deed, phentolamine  has  been  reported  to  be 
effective  as  an  antiarrhythmic  agent.7-9 
Thus,  the  absorption  of  phentolamine 
through  the  bronchial  epithelium  also  should 
not  be  associated  with  any  untoward  side- 
effects.  Obviously,  long-term  administra- 
tion of  phentolamine  in  nebulizers  will  be 
required  to  evaluate  its  efficacy  and  safety. 
Continued  investigation  of  phentolamine  as 
a bronchodilator  is  warranted  in  view  of  the 
results  of  this  study. 

Summary 

Isoproterenol  and  phentolamine  were  ad- 
ministered by  inhalation  to  40  patients  with 
chronic  pulmonary  emphysema  and  to  27 
normal  resident  physicians.  The  responses 
to  the  drugs  were  assessed  by  recording  the 
vital  capacity,  the  one-  and  three-seconds 
forced  expiratory  volumes,  and  the  maxi- 
mum voluntary  ventilation  before  and  three- 
minutes  after  the  inhalation  of  the  drugs. 
Statistical  evaluation  of  the  data  revealed 
that  isoproterenol  as  well  as  phentolamine 
produced  a significant  improvement  in  all 


the  measured  parameters  of  pulmonary 
function.  This  improvement  was  particu- 
larly prominent  in  patients  with  pulmonary 
emphysema.  These  studies  indicate  that 
phentolamine  warrants  further  study  as  a 
bronchodilator. 

Addendum 

Method  of  statistical  analysis.  Be- 
fore comparing  the  results  after  isopro- 
terenol and  phentolamine  therapy,  the  data 
were  examined  to  determine  the  effect  of 
the  order  in  which  the  drugs  were  given. 
An  analysis  of  variance  on  treatments,  or- 
der, and  subject  were  performed  as  de- 
scribed by  Winer.10  If  the  order  did  have 
an  effect  on  the  results,  then  the  mean 
squares  due  to  order  or  drug  and  interaction 
should  be  significantly  greater  than  their 
appropriate  error  mean  squares.  However, 
this  was  not  found,  and,  therefore,  order 
did  not  have  a significant  effect  in  any  of 
the  8 analyses. 

A chi-square  test  was  also  used  to  deter- 
mine the  effect  of  the  order  in  which  the 
drugs  were  given.  Again  order  did  not 
affect  the  results. 

The  mean  values  of  the  three  treatments 
(control,  isoproterenol,  and  phentolamine), 
the  variance  of  the  observations,  and  the 
standard  error  of  the  means  were  deter- 
mined. In  addition,  the  differences  between 
pairs  of  means — isoproterenol  and  control, 
phentolamine  and  control,  and  phentolamine 
and  isoproterenol — were  determined.  The 
differences  in  these  three  groups  involve 
multiple  comparisons  of  the  means.  If 
three  T tests  were  used,  then  the  signifi- 
cance level  would  not  be  exact.  Therefore, 
the  Newman-Keuls  method  of  multiple  corn- 
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parisons,  as  described  by  Snedecor  and 
Cochran,11  was  utilized. 

The  statistical  significance  of  the  differ- 
ences among  the  groups  are  summarized  in 
the  section  on  results  in  the  article.  In  ad- 
dition, isoproterenol  and  phentolamine  pro- 
duced a comparable  improvement  in  the 
measured  pulmonary  function  tests.  Iso- 
proterenol therapy  showed  significantly  bet- 
ter results  than  phentolamine  therapy,  5 per 
cent  level,  only  in  the  three-seconds  forced 
expiratory  volume  determination  in  the  nor- 
mal group. 

35  West  Tkrrace  Road 
Great  Neck,  New  York  11021 
(Dr.  Gould) 
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Vaginal  Bleeding  After  Trauma 
in  Pregnant  Woman 


Case  history 

Kay  Ticen,  M.D.*:  A twenty-one-year-old 
female  was  admitted  to  the  emergency  room 
after  being  involved  in  a head-on  automobile 
accident.  She  was  not  wearing  a seat  belt. 
She  sustained  blunt  steering  wheel  trauma 
to  her  chest  and  was  unconscious  for  a brief 
period  of  time.  Physical  examination  in  the 
emergency  room  revealed  her  blood  pressure 
to  be  70/50  mm.  Hg.  There  were  numerous 
facial  lacerations  and  contusions  of  the 
right  anterior  chest  wall.  The  lungs  were 
clear  to  percussion  and  auscultation.  Ab- 
dominal examination  revealed  a uterus  that 
was  2 fingerbreadths  below  the  umbilicus, 
and  fetal  heart  sounds  were  thought  to  have 
been  heard  at  a rate  of  120.  Bowel  sounds 
were  hypoactive.  There  was  some  tender- 
ness in  both  upper  quadrants,  greater 
tenderness  in  both  lower  quadrants  with 
rebound  discomfort,  and  there  was  pain  on 
compression  of  the  pelvis.  No  vaginal 
bleeding  was  noted.  Laboratory  data  re- 
vealed a hematocrit  of  34.  Her  blood  pres- 
sure gradually  rose  and  stabilized  at 
110/70  mm.  Hg.  Following  placement  of  a 
Foley  catheter  grossly  bloody  urine  was  re- 
turned. Two  days  after  admission  she  be- 
gan having  abdominal  cramps  and  slight 
uterine  contractions.  No  fetal  heart  tones 
were  heard.  On  the  next  day,  blood-tinged 
vaginal  discharge  was  noted,  and  by  that 

* Resident  in  Radiology,  Upstate  Medical  Center. 


evening  frank  vaginal  bleeding  had  de- 
veloped. She  received  4 units  of  blood. 
Oxytocin  (Pitocin)  was  begun;  there  was 
no  progression  of  labor,  and  bleeding  con- 
tinued. Because  of  protracted  bleeding  an 
operation  was  performed. 

Frank  Brownell,  M.D/ : Films  made 

on  admission  demonstrate  fractures  of  the 
superior  and  inferior  pubic  rami  bilater- 
ally (Fig  1).  The  uterus  is  visible,  although 
its  margins  are  rather  ill  defined.  Within 
it  one  can  see  a fetal  skeleton  of  about  five 
months’  gestation.  An  intravenous  uro- 
gram was  performed.  The  psoas  and  renal 
shadows  are  shown  in  part  and  appear 
normal.  Renal  function  appears  to  be  satis- 
factory on  each  side;  there  is  a tendency 
toward  a double  collecting  system  on  the 
left.  I think  these  findings  tend  to  rule 
out  major  kidney  injury  such  as  renal  frac- 
ture or  significant  contusion.  Most  of  the 
trauma  would  appear  then  to  involve  the 
region  of  the  pelvis.  A film  made  two  days 
later  shows  the  fetal  skeleton  to  be  less  well 
seen,  and  I have  the  impression  that  the 
bones  of  the  skull  are  overriding  (Fig.  2A). 
Although  there  are  no  other  signs  indicat- 
ing fetal  death,  I would  think  that  the 
fetus  is  no  longer  viable.  The  position  of 
the  fetal  skeleton  in  the  pelvis,  however, 
has  not  changed. 

t Clinical  Instructor  in  Radiology,  Upstate  Medical 
Center. 
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FIGURE  1.  Anteroposterior  film  from  intrave- 
nous urogram  demonstrates  minimal  distention 
of  upper  urinary  tracts  which  are  otherwise  nor- 
mal. Fetus,  of  about  five  months’  gestation, 
visible  within  uterine  contour  (arrow). 


cavity  ( Fig.  2B).  The  fetal  skeleton  now 
appears  to  be  displaced  upward  out  of  the 
pelvis.  You  can  see  at  least  two  long  bones 
(single  arrow)  and  some  densities  which 
probably  represent  superimposed  bones  of 
the  thorax  and  perhaps  the  skull  (two  ar- 
rows). I would  think  from  the  displace- 
ment of  the  fetal  skeleton  and  the  finding 
of  blood  in  the  peritoneal  cavity  that  the 
uterus  has  ruptured  and  its  contents  have 
been  extruded  into  the  peritoneal  cavity. 

Dr.  Brownell’s  diagnosis 

1.  Traumatic  rupture  of  a gravid  uterus 

2.  Intraperitoneal  expulsion  of  the  dead 
fetus 

I)k.  Tickn  : At  surgery  1,000  cc.  of  whole 
unclotted  blood  were  present  in  the  ab- 
domen, and  there  was  a laceration  through 
the  uterine  body.  The  laceration  was  2 
inches  long  and  was  found  to  be  juxtaposed 
to  one  of  the  pelvic  fractures.  The  placenta 
was  inside  the  uterus,  but  the  macerated 
fetus  and  amniotic  sac  were  outside  the 
uterus.  The  uterus  was  successfully  re- 
paired and  the  patient  made  an  uneventful 
recovery. 


Pathologic  report 

A film  made  four  days  after  admission  Bedros  Markarian,  M.D.:  We  received 
suggests  that  there  is  fluid  in  the  peritoneal  a 7 by  7 by  3-cm.  placenta  and  a macerated 


FIGURE  2.  (A).  Anteroposterior  film  made  two  days  after  Figure  1 suggests  overriding  of  bones  of 

fetal  skull  (arrows).  (B)  Anteroposterior  film  made  two  days  after  Figure  2A  shows  fetus  displaced  out 
of  pelvis.  Long  bones  are  shown  overlying  right  side  of  body  of  sacrum  (arrow);  portion  of  macer- 
ated fetal  skeleton  is  visible  overlying  right  sacral  wing  (two  arrows). 
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fetus  measuring  16  cm.  from  head  to  rump 
and  23  cm.  from  head  to  heel.  Microscopic 
examination  of  the  placenta  shows  hemor- 
rhage and  many  polymorphonuclear  cells  in 
varying  stages  of  degeneration.  Many  villi 
are  hypovascular  and  show  coagulative 
necrosis.  The  section  of  the  fetus  reveals 
advanced  degenerative  changes. 

E.  Robert  Heitzman,  M.D.:  The 

roentgenographic  criteria  permitting  a 
diagnosis  of  rupture  of  a gravid  uterus  were 
set  forth  several  years  ago  by  Mylks, 
Brown,  and  Jones1  and  Davidson.2  These 
findings  may  be  listed  as  follows:  (1)  the 

presence  of  a well-defined  mass  in  the  ab- 
dominal cavity,  the  contour  of  which  sug- 
gests a contracted  uterus;  (2)  the  fetus  out- 
side the  confines  of  this  mass;  (3)  the  ab- 
sence of  a uterine  wall  circumscribing  the 
fetus;  and  (4)  unusual  position  of  the  fetus. 

The  present  case  rather  clearly  demon- 
strates each  of  these  roentgenographic  find- 
ings. From  them  a correct  preoperative 
diagnosis  was  made.  When  roentgen- 
ographic findings  are  clear-cut,  no  further 
evaluation  is  necessary,  although  the  use  of 
hysterosalpingography  has  been  utilized  as 
a diagnostic  method  to  prove  the  diagnosis 
following  fetal  death  in  a case  of  suspected 
uterine  rupture.3 

Apparently,  external  trauma  to  the  preg- 


Work and  the  anorexia  nervosa  patient 


There  is  scant  evidence  that  ordinary  physi- 
cal activity  is  harmful  to  the  anorexia  nervosa 
patient;  on  the  contrary,  experience  with  5 pa- 
tients reported  in  this  paper  suggests  that  ex- 
ercise may  help,  rather  than  harm,  such  pa- 
tients and  bring  about  a signficant  gain  in 
weight,  report  S.  I.  Miller  and  C.  H.  Browning 
in  Ohio  M.  ./.  65:  1107  (Nov.)  1969.  The  op- 
posite therapeutic  approach,  that  which  rigor- 
ously limits  the  activities  of  the  patient,  is 
probably  based  on  the  emaciated  appearance 


nant  uterus  seldom  causes  major  conse- 
quences.4 However,  injury  can  produce 
premature  separation  of  the  normally  im- 
planted placenta  as  well  as  uterine  rup- 
ture.5-0 Traumatic  fetal  death  without 
uterine  injury  can  occur.7  Trauma  to  the 
uterus  or  fetus  frequently  produces  difficult 
medicolegal  problems  as  described  by  Levi.4 

Final  diagnosis 

1.  Traumatic  rupture  of  a gravid  uterus 

2.  Intraperitoneal  expulsion  of  the  dead 
fetus 
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of  persons  with  anorexia  nervosa,  along  with 
abnormal  laboratory  data.  These  may  inspire 
fears  that  the  patient  may  deteriorate  or  even 
die  of  malnutrition  if  activity  is  permitted 
them.  Two  of  the  5 patients  in  this  series  were 
denied  full  employment  at  first;  when  finally 
they  were  permitted  to  work  and  engage  in  nor- 
mal activity,  both  showed  significant  gains  in 
weight.  The  other  3,  who  apparently  were  not 
barred  from  employment  but  apparently  were 
inactive  anyway,  also  showed  significant  weight 
gain  and  improvement  when  they  went  to  work. 
The  actual  weight  gains  recorded  after  the  pa- 
tients went  to  work  ranged  from  31  to  76 
pounds. 
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X HE  PURPOSE  of  this  article  is  to  report,  for 
the  first  time,  a case  in  which  a diabetic 
response  to  a GTT  (glucose  tolerance  test) 
temporarily  reverted  to  normal  after  the 
administration  of  the  drug  metyrapone 
(Metopirone,  SU-4885).  The  compound 
metyrapone  used  in  the  ACTH  reserve 
test,1  inhibits  the  production  of  cortisol  by 
blocking  the  enzyme  11-beta-hydroxylase.2 
To  the  best  of  our  knowledge,  only  one  other 
attempt  to  influence  GTT  responses  with 
metyrapone  has  been  reported  in  the  litera- 
ture.3 Endocrine  and  metabolic  studies 
are  also  included  in  this  case  report. 

Case  report 

A forty-four-year-old  white  female  was 
admitted  to  Binghamton  General  Hospital 
on  December  2,  1967,  because  of  generalized 
edema;  bloated  face;  puffiness  of  ankles, 
legs,  and  hands;  and  shortness  of  breath. 
Her  history  revealed  a complete  hysterec- 
tomy and  total  oophorectomy  in  1947.  A 
mature  type  of  diabetes  was  diagnosed  in 
1965.  Her  body  weight  was  208  pounds, 
height  62V2  inches,  blood  pressure  ranged 


TABLE  1.  Significant  endocrine  laboratory  findings 

Teat 

Results 

Protein  1 found  iodine 

4.5  mg.  per  100  ml. 

Serum  choleaterol 

.'100  mg.  |>er  100  ml. 

Aldosterone 

17  micrograms  per  24  hours 
urine 

Pregnanediol 

1 1 mg.  per  24  hours  urine 

Pregnanetriol 

0.8  mg.  per  24  hours  urine 
Before 

ACTH  stimulation  test 

ACTH  After  ACTH 

17  ketosteroids 

6.3  mg.  8.9  mg.  per  24  hours 
urine 

17  hydroxicorticosteroids 

5 . 2 mg.  1 1 . 1 mg.  per  24  hours 
urine 

Thorn  test,  eosinophils 

93  45 

from  160/100  to  140/88  mm.  Hg,  tempera- 
ture 98  F.,  and  pulse  96  and  regular.  She 
presented  marked  hirsutism,  hoarse  voice, 
and  clitoris  of  normal  size. 

X-ray  films  of  the  chest  were  normal.  X- 
ray  films  of  the  skull  showed  hyperostosis 
frontalis  interna.  Laminograms  of  the  kid- 
neys and  adrenal  glands  did  not  reveal  any 
abnormalities.  A pelvic  pneumogram  failed 
to  demonstrate  the  presence  of  the  ovaries 
and  uterus.  Routine  laboratory  tests  dis- 
closed no  abnormalities.  Pertinent  labora- 
tory tests  related  to  endocrine  function  are 
shown  in  Table  I. 

Because  of  the  patient’s  previous  history 
of  diabetes  and  owing  to  her  particular  ar- 
ray of  symptoms,  a three-day  glucose  toler- 
ance test — metyrapone  procedure  was  per- 
formed.4 Determination  of  insulin,  cortisol, 
and  growth  hormone  were  made  at  fasting, 
two-  and  three-hour  intervals  of  the  first 
and  third  days  of  the  study.  A comparison 
of  the  test  results  before  and  after  the  ad- 
ministration of  metyrapone  revealed  that 
the  patient’s  diabetic  GTT  response  reverted 
to  normal  and  her  growth  hormone  levels 
remained  essentially  unchanged,  while  there 
was  a marked  decrease  in  the  blood  cortisol 
levels  and  concomitant  doubling  of  the  blood 
insulin  (Table  II).  A subsequent  GTT  per- 
formed more  than  a week  later  revealed  a 
return  to  a diabetic  type  of  response.  The 
patient  improved  after  being  placed  on  a 
diet  for  diabetic  persons,  oral  sulfonylurea 
drugs,  and  diuretics.  She  was  discharged 
on  January  3,  1968. 
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TABLE  II.  Results  of  the  metyrapone — glucose  tolerance  test  procedure  in  a patient  with  diabetes  plus 
insulin,  cortisol,  and  growth  hormone  determinations  at  fasting,  two-  and  three-hour  intervals  of  the  tests 


Glucose  Insulin  Cortisol  Growth  Hormone 


Time 

(minutes) 

(mg.  per  100  ml.) 
B A 

(microunits  per  ml.) 
B A 

(micrograms  per  100  ml.) 
B A 

(nanograms  per  ml.) 
B A 

Fast 

99 

87 

11 

21 

18 

3 

0.7 

0.7 

30 

205 

142 

60 

205 

142 

120 

134 

107 

50 

176 

15 

5 

0.8 

1.4 

180 

116 

92 

41 

93 

20 

12 

1.1 

1.1 

B:  Before  administration  of  metyrapone. 

A:  After  administration  of  metyrapone. 


Comment 

The  use  of  metyrapone  as  a modifier  of 
human  diabetic  glucose  tolerance  test  re- 
sponses has  been  reported  once  before  in  the 
literature.  In  1962,  De  Martinis3  described 
the  amelioration  of  diabetic  responses  to 
GTT  after  the  administration  of  metyrapone 
in  6 diabetic  subjects.  The  investigators 
concluded,  after  analyzing  urinary  corti- 
costeroids, blood  corticoids,  and  compound 
S,  that  11-hydroxysteroids  influence  carbo- 
hydrate metabolism  decisively  and  that  the 
adrenal  cortex  plays  an  important  role  in 
certain  forms  of  diabetes. 

The  manner  in  which  the  compound 
metyrapone  reverted  the  diabetic  GTT  re- 
sponse to  normal  in  our  study  patient  is 
still  unknown ; however,  it  has  been  shown 
that  by  diminishing  endogenous  production5 
and  exogenous  administration6  of  cortisol  at 
the  proper  time,  it  is  possible  to  revert  an 
abnormal  GTT  response  to  normal. 

The  normalization  of  the  diabetic  GTT 
response  also  might  have  derived  from  a 
combined  mechanism  in  which  the  com- 
pound metyrapone  acted  by  both  inhibiting 
the  production  of  cortisol  and  increasing  in- 
sulin production.  Metyrapone  inhibits  11- 
beta-hydroxylase  activity ; however,  there  is 
no  evidence  in  the  literature  that  has  demon- 
strated the  capacity  of  the  drug  to  increase 
insulin  secretion.  Nevertheless,  following 
administration  of  the  compound,  the  study 
patient’s  high-normal  blood  cortisol  levels 
decreased,  and  at  the  same  time  the  normal 
insulin  levels  doubled.  A possible  explana- 
tion is  that,  rather  than  metyrapone  di- 
rectly increasing  insulin  production,  the  in- 
creased insulin  levels  were  secondary  to  an 
improvement  of  the  beta  cells  of  the  pancreas 
following  the  decrease  in  cortisol  levels.7'8 


A still  more  provocative  possibility  might 
rest  on  a series  of  diverse  findings  by  work- 
ers in  the  field.  It  has  been  reported  that 
ACTH  increases  after  administration  of 
metyrapone  in  the  same  dose  as  given  to  our 
patient.  Although  ACTH  was  not  deter- 
mined in  this  patient,  there  was  no  reason 
to  believe  that  an  impairment  in  the  produc- 
tion of  ACTH  existed.  It  has  also  been  re- 
ported that  an  increase  in  blood  insulin  levels 
and  hypoglycemia  occur  after  ACTH  levels 
are  raised  (exogenously)  in  adrenalecto- 
mized  rats.9  Thus,  a theoretical  explanatory 
scheme  for  our  study  results  could  integrate 
these  findings  in  the  following  manner:  the 
administration  of  metyrapone  to  this  pa- 
tient simultaneously  elicited  several  reac- 
tions. It  primarily  acted  to  decrease  the 
blood  cortisol  levels,  indirectly  increasing 
ACTH  production,  wrhich  in  turn  initiated  a 
rise  in  blood  insulin  levels,  and  as  a conse- 
quence of  these  mechanisms,  a normalization 
of  the  diabetic  GTT  response  occurred. 

Summary 

A diabetic  GTT  (glucose  tolerance  test) 
response  temporarily  reverted  to  normal  fol- 
lowing the  administration  of  metyrapone 
(Metopirone)  in  a female  patient  having 
diabetes,  hyperostosis  frontalis  interna, 
obesity,  and  hirsutism.  This  result,  re- 
ported for  the  first  time,  was  observed  after 
a three-day  glucose  tolerance  test — metyra- 
pone procedure  was  performed.  The  test 
included  a standard  oral  GTT  given  on  the 
first  and  third  day.  On  the  second  day,  the 
patient  received  750  mg.  of  metyrapone 
every  four  hours  for  twenty-four  hours.  In 
addition,  insulin,  cortisol,  and  growth  hor- 
mone (GH)  were  determined  at  the  fasting, 
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two-  and  three-hour  intervals  of  the  first- 
and  third-day  tests.  A comparison  of  the 
test  results  before  and  following  the  ad- 
ministration of  metyrapone  also  revealed  a 
marked  decrease  in  the  blood  cortisol  levels, 
a concomitant  doubling  of  blood  insulin,  and 
an  unchanged  growth  hormone.  After  one 
week,  a repeated  standard  oral  GTT  showed 
a return  to  a diabetic  type  of  response. 
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Spontaneous  Achilles’  tendon  rupture 


In  a study  of  9 x-ray  films  which  were  avail- 
able for  examination  from  a series  of  15  spon- 
taneous ruptures  of  the  Achilles’  tendon,  P.  M. 
Reveno  and  A.  C.  Kittleson  report  in  Radiology 
93:  1341  (Dec.)  1969,  that  all  showed  3 ra- 
diological features:  (a)  obscuration  of  the 

tendon;  (b)  posterior  encroachment  on  the  fat 
pad;  and  (c)  soft  tissue  mass  at  the  tendon 
ends.  The  authors  note  that  these  3 signs  seem 
to  be  specific  and  reliable  for  radiodiagnosis, 
and  absence  of  these  signs  cast  doubt  on  a posi- 
tive diagnosis  based  on  history  and  clinical 
signs.  Identification  of  the  severed  ends  was 
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made  in  5 instances  and  posterior  soft-tissue 
defect  was  demonstrated  in  4.  In  8 of  these 
patients  the  rupture  was  confirmed  by  opera- 
tion. All  but  one  patient  were  between  the 
ages  of  21  and  40  years,  and  12  of  the  15  in- 
juries occurred  in  association  with  athletics. 
(None  were  considered  highly  trained  or  skilled 
athletes.) 

Most  Achilles’  tendon  ruptures  are  spon- 
taneous, with  no  direct  injury  to  the  tendon  or 
break  in  the  skin,  the  rupture  occurring  as  a 
separation  in  the  body  of  the  tendon  or  its  in- 
sertion, or  in  the  musculotendinous  portion. 
Although  the  history,  symptoms,  and  clinical 
findings  are  usually  quite  specific,  roentgeno- 
graphic  signs  may  be  diagnostic  and  prevent 
delay  of  surgery. 
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Organic  impotence  is  virtually  inevitable 
in  the  male  patient  following  radical  cystec- 
tomy or  radical  prostatectomy.  In  the  rela- 
tively young  man,  mentally  stable,  with 
normal  libido  and  free  of  cancer  two  or 


more  years  after  surgery,  this  may  present 
a soluble  problem. 

A silicone  penile  implant  has  been  suc- 
cessfully used  in  2 patients  following  radical 
cystectomy  for  bladder  tumors,  prompting 
this  brief  report.1’2 

Case  reports 

Case  1.  Between  the  ages  of  forty-one 
and  fifty,  this  white  male  patient  had  had 
repeated  transurethral  procedures  and  two 
segmental  resections  for  papillomas  or  low- 
grade  and  low-stage  bladder  cancers.  Be- 
cause of  rapidity  of  recurrence;  number, 
size,  and  location  of  the  tumors;  and  inabil- 
ity to  control  the  disease  by  lesser  means; 
radical  cystectomy  was  performed  here  in 
1961  when  the  patient  was  fifty  years  old. 

The  patient  remained  free  of  disease  in 
1967.  His  organic  impotence  became  a more 
bothersome  problem  as  time  progressed. 
The  possibility  of  penile  silicone  implant 
was  discussed  with  the  patient  and  his  wife 
and  a prosthesis  implanted  in  November, 
1967,  six  years  after  cystectomy.  The 
technic,  as  described  by  Pearman,2  was 
utilized.  Intercourse  was  highly  satisfac- 
tory when  first  attempted,  two  months  after 
implant,  and  has  remained  satisfactory 
since. 


B 

FIGURE  1.  Penis.  (A)  Erect,  lying  against  thigh.  (B)  No  deformity  or  distortion. 
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Case  2.  A forty-four-year-old  white 
male  patient  had  a radical  cystectomy  in 
1966  for  superficially  infiltrating  bladder 
tumors  following  a planned  course  of  pre- 
operative radiation  therapy  with  cobalt-60, 
delivering  a dose  of  4,000  r in  four  weeks. 
The  removed  specimen  revealed  radiation  re- 
action and  focal  hyperplasia  but  no  residual 
tumor.  There  was  no  evidence  of  recurrence 
of  disease  two  years  later,  and  the  silastic 
prosthesis  was  inserted  in  April,  1968.  The 
“erect”  penis  is  seen  to  lie  comfortably  and 
unobtrusively  against  the  thigh  (Figure 
1A).  There  is  no  deformity  or  distortion  on 
close  inspection  (Figure  IB).  This  case  is 
of  further  interest  in  that  the  patient’s  wife 
had  had  congenital  absence  of  the  vagina 
and  had  had  an  artificial  vagina  constructed 
prior  to  marriage.  Sexual  intercourse  has 
remained  perfectly  “normal”  in  this  “ab- 
normal” setting,  with  silicone  implanted  in 
the  penis  and  an  artificial  vagina. 

Comment 

We  have  not  modified  the  basic  technic  for 
implanting  the  silicone  prosthesis  as  de- 
scribed by  Lash1  and  Pearman.2  Considera- 
tion might  be  given  to  implanting  the  pros- 
thesis at  the  time  of  radical  surgery  in 
highly  selected  patients  with  very  favorable 
prognoses,  but  the  risk  of  infection  at  the 
site  of  implantation  in  such  circumstances 
has  deterred  us. 


There  have  been  no  complications  in  these 
2 patients,  except  for  moderate  penile  pain 
for  two  and  for  nine  days.  One  patient  was 
discharged  on  the  fourth  postoperative  day 
and  the  other  on  the  ninth.  Results  were  ex- 
cellent in  both. 

In  addition  to  considering  the  implant  for 
those  who  have  had  radical  cystectomy  or 
radical  prostatectomy,  one  might  also  con- 
sider the  procedure  for  patients  subjected  to 
other  major  pelvic  surgery  which  leads  to 
impotence,  including  abdominoperineal  re- 
section for  rectal  cancer. 

Summary 

Organic  sexual  impotence  in  the  male  pa- 
tient is  virtually  an  inevitable  consequence 
of  radical  cystectomy  or  radical  prostatec- 
tomy. This  impotence  may  be  successfully 
managed  by  the  insertion  of  a silicone  plas- 
tic prosthesis  in  carefully  selected  patients. 
It  is  recommended  for  consideration  for  the 
mentally  stable  and  relatively  young  patient, 
free  of  disease  two  or  more  years  after  said 
ablative  surgery. 

444  East  68th  Street 
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Qlinical  features  of  Hand-Schuller-Chris- 
tian disease  will  be  reviewed  in  this  article 
and  a report  of  a case  treated  with  a cancer 
chemotherapeutic  agent  presented. 

Hand-Schuller-Christian  disease  is  one  of 
a triad  of  syndromes  which  has  been  termed 
histiocytosis  X by  Lichtenstein  and  is 
termed  reticuloendotheliosis  by  other  work- 
ers.1 This  pathologic  entity  is  made  up  of 
eosinophilic  xanthomatous  granuloma,  a lo- 
calized form;  Letterer-Siwe  disease,2  an 
acute  disseminated  form;  and  Hand-Schul- 
ler-Christian disease,  the  chronic  dissemi- 
nated form.  The  disease  results  from  a pro- 
liferation of  histiocytes  and  is  characterized 
by  the  formation  of  tumor-like  granulomata 
or  xanthomata,  which,  despite  a predilection 
for  bone,  may  develop  at  any  site.  Histiocy- 
tomas are  composed  of  somewhat  large  cells 
with  indistinct  cytoplasmic  borders.  They 
exhibit  a high  degree  of  aggressiveness,  in- 
filtrating the  surrounding  tissue  in  a man- 
ner similar  to  that  of  reticulum-cell  sar- 
comas, and  are  commonly  confused  with  the 
latter.  On  microscopic  examination  of  dis- 
eased tissue  one  sees  typical  foam  cells  dif- 
fusely scattered  or  grouped  in  clumps  or 
nests  in  a mesh  of  granulomatous  tissue. 
The  foam  cells  are  believed  to  be  due  to  a 
faulty  intracellular  metabolism  of  choles- 


terol or  its  esters  rather  than  to  a deposit  or 
infiltration  of  cholesterol  from  the  serum 
into  the  cell,  for  the  serum  does  not  contain 
increased  amounts  of  fats. 

Hand-Schuller-Christian  syndrome  affects 
children  or  adults  and  assumes  a chronic 
form  in  which  the  histiocytic  areas  undergo 
collagen  or  lipid  alteration.  The  syndrome’s 
classical  triad  of  symptoms  consists  of  de- 
fects in  the  membranous  bones,  exophthal- 
mos, and  diabetes  insipidus.  Cases  are  seen 
in  which  both  of  the  latter  symptoms  are 
lacking,  since  not  all  skull  lesions  will  pro- 
duce them,  and  not  all  of  the  cases  have 
prominent  skull  defects. 

Clinical  features 

Although  usually  found  in  infants  and 
children,  the  disease  also  occurs  in  adults. 
Males  are  more  often  affected  than  females. 
This  disease  has  an  insidious  onset,  pro- 
gressing by  insensible  gradations.  Its  pre- 
senting features  are  deformity  of  the  skull, 
excessive  thirst,  exophthalmos,  gingivitis, 
loosening  and  falling  out  of  the  teeth,  and 
areas  of  xanthomatous  skin  involvement. 
Anemia  is  a frequent  finding,  and  growth 
may  be  retarded  without  loss  of  weight.  Fe- 
brile bouts  are  sometimes  observed  and  may 
be  mistaken  for  rheumatic  involvement.  Di- 
agnosis can  generally  be  established  by  as- 
piration biopsy. 

Roentgenographic  appearance  of 
bone  lesions 

The  appearance  of  the  areas  of  bone  de- 
struction is  characteristic.  In  small  areas 
there  may  be  thinning  of  the  cortex  with 
expansion;  in  more  advanced  areas  the  edges 
show  sharply  defined  borders  which  simulate 
bone  cysts.  The  irregularity  of  the  areas, 
especially  in  the  calvarium,  is  almost  pathog- 
nomonic and  leads  to  the  term  “geographic 
skull”  which  is  often  used  in  description  of 
this  picture.  When  the  maxilla  or  the  man- 
dible is  the  site  of  localized  destruction, 
teeth  may  fall  out.  Vertebral  bodies  soften 
and  compression  fractures  may  result. 

Treatment 

The  treatment  of  Hand-Schuller-Christian 
disease  and  its  related  disorders  has  been 
many  and  varied.  Investigators  have  had 
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some  success  with  prednisone,  corticoste- 
roids, antifolic  acid  compounds,  antibiotics, 
uracil  mustard,  and  irradiation.8-4  The  most 
successful  agent  to  date  is  vinblastine  sul- 
fate (Velban),  a drug  which  was  isolated 
from  the  periwinkle  plant  (Vinca  rosea). 
Evidence  indicates  that  vinblastine  sulfate 
is  a dimeric  alkaloid  containing  both  indole 
and  dihydroindole  moieties.  The  following 
structural  formula  has  been  proposed: 


Tissue  culture  studies  suggest  that  the 
mode  of  action  vinblastine  sulfate  is  inter- 
ference with  metabolic  pathways  leading 
from  glutamic  acid  to  the  citric  acid  cycle 
and  urea.  However,  the  therapeutic  re- 
sponses obtained  are  not  fully  explained  by 
the  cytologic  changes,  since  these  are  some- 
times observed  in  tumors  in  the  absence  of 
any  oncolytic  effects. 

The  chief  toxic  effect  of  the  drug  is  a 
marked  leukopenia.  Initially  the  drug  was 
recommended  for  Hodgkin’s  disease  and 
choriocarcinoma,  but  the  present  report  and 
others  have  demonstrated  its  dramatic  effi- 
cacy in  cases  of  histiocytosis  X. 

Beier,  Thatcher,  and  Lahey5  first  used 
vinblastine  sulfate  for  histiocytosis  X in 

1963.  Their  report  reviews  3 cases  of 
proved  histiocytosis  X.  Two  of  the  cases 
had  received  no  recent  therapy,  and  one  had 
failed  to  improve  while  l'eceiving  x-ray,  cor- 
ticosteroid, and  antibiotic  therapy.  Marked 
improvement  was  noted  in  all  3 cases,  all  of 
whom  had  multiple  organ  involvement  and 
belonged  in  a group  estimated  to  have  a 
mortality  rate  of  35  per  cent.  The  following 
year  Sharp,  White,  and  Krivit6  reported 
some  success  with  the  drug,  and  in  August. 
1966,  Siegel  and  Coltman7  reported  the  case 
of  a forty-year-old  man  who,  having  been 
treated  unsuccessfully  with  irradiation,  cy- 


clophosphamide, (Cytoxan),  uracil  mustard, 
thiotepa,  and  prednisone,  responded  excel- 
lently to  vinblastine  sulfate.  Examination 
of  the  tissues  on  death  due  to  Pseudomonas 
bacteremia  revealed  virtually  no  evidence  of 
tumor. 

Case  report 

A three-year-old  white  male  was  admitted 
to  St.  Vincent’s  Medical  Center  in  December, 

1964,  with  a complaint  of  a swollen  right  eye 
of  six  months’  duration,  which  appeared  first 
as  a boil  on  the  upper  lid.  This  condition 
was  treated  for  several  months  without  im- 
provement. A yellowish  crusty  discharge 
drained  from  the  upper  lid.  Because  of  the 
resistance  to  therapy,  an  x-ray  film  of  the 
skull  was  taken  which  showed  osteolytic  le- 
sions. This  prompted  the  patient’s  admis- 
sion for  work-up. 

The  child’s  history  was  normal  up  to  the 
time  of  the  appearance  of  the  eye  difficulty. 
There  was  no  known  family  history  of  can- 
cer, tuberculosis,  or  diabetes. 

Significant  findings  on  admission  were 
exophthalmos  of  the  right  eye  and  scab  on 
upper  lid,  palpable  cervical  lymph  nodes,  a 
slightly  enlarged  liver,  seborrheic  lesions  of 
the  scalp,  and  palpable  soft  areas  where 
osteolytic  lesions  of  the  skull  were  present. 
The  largest  of  these  lesions  involved  the 
frontal  bone  and  right  orbit.  X-ray  findings 
of  long  bones  and  chest  were  negative.  A 
microscopic  examination  of  a bone  biopsy 
taken  in  December,  1964,  confirmed  the  pre- 
operative diagnosis  of  Hand-Schiiller-Chris- 
tian  disease.  The  patient  wTas  discharged 
from  the  hospital  and  received  x-ray  treat- 
ments to  the  right  orbit  on  an  outpatient 
basis. 

The  disease  progressed  despite  all  thera- 
peutic measures  taken,  therefore  the  child 
was  readmitted  to  the  hospital  in  March, 

1965,  with  vinblastine  sulfate.  X-ray  find- 
ings on  admission  showed  progression  of 
lytic  defects  in  the  skull  with  the  left  side 
of  the  mandible,  a lesion  in  the  sixth  rib, 
and  possibly  a minimal  interstitial  infiltrate 
within  the  lung.  Blood  studies  indicated 
anemia,  the  hemoglobin  being  5.8,  the  hem- 
atocrit 20.  Other  evidence  of  progressive 
disease  were  the  facts  that  the  child’s  spleen 
was  palpable  to  the  crest  of  the  ilium  and 
signs  of  developing  diabetes  insipidus. 
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A short  course  of  palliative  therapy  was 
given  to  the  pituitary  area  from  March  19 
to  March  26,  1965,  to  alleviate  the  symp- 
toms of  diabetes  insipidus.  An  initial  load- 
ing course  of  vinblastine  sulfate  was  started 
March  3,  1965  (the  total  dosage:  8 mg.  per 
week  for  three  weeks),  and  the  patient  has 
been  receiving  maintenance  therapy  since 
that  time  (weekly  dosage  10  mg.). 

Course 

Since  treatment  was  begun  the  patient 
has  shown  marked  improvement.  The 
spleen  and  liver  have  returned  to  normal 
dimensions,  skin  lesions  are  no  longer  pres- 
ent, and  symptoms  of  diabetes  insipidus 
have  disappeared.  The  bone  lesions  show 
no  signs  of  progression.  The  child  has  re- 
turned to  school  and  is  functioning  nor- 
mally. 


Asthma  and  chromium  compounds 

In  the  past,  toxic  reactions  associated  with 
chromium  compounds,  as  reported  in  the  medi- 
cal literature  since  the  discovery  of  chromium 
in  1797,  have  chiefly  involved  the  skin.  Ap- 
parently the  dermatitis  may  be  precipitated  by 
inhalation  as  well  as  by  contact;  also,  inhala- 
tion may  affect  the  lower  as  well  as  the  upper 
respiratory  tract.  In  a report  in  the  North 
Carolina  M.  J.  30:  482  (Dec.)  1969,  C.  D.  Wil- 
liams, Jr.,  reviews  the  literature  on  lesions  of 
the  respiratory  tract  associated  with  exposure 
to  chromium  compounds,  and  presents  2 cases 


Summary 

The  clinical  features  of  Hand-Schiiller- 
Christian  disease  are  presented.  Treatment 
of  a case  with  an  experimental  drug,  vin- 
blastine sulfate,  is  reported. 
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in  which  inhalation  of  chromium  was  related  to 
clinically  typical  asthma.  In  one  case  the  pa- 
tient was  exposed  to  chromic  acid  fumes  and,  in 
the  other,  zinc  chromate  primer  paint.  Some 
of  the  occupations  noted  in  the  author’s  review 
of  the  literature  included  chrome  yellow  spray 
painting,  spray  painting  with  zinc  chromate, 
welding  (with  rods  containing  chromium), 
chromium  plating,  and  anodizing.  Exposure 
to  chromium  compounds  may  occur  in  104  dif- 
ferent occupations  (Milby,  Key,  and  Stokinger: 
Chemical  hazards,  in  Occupational  Diseases: 
A Guide  to  Their  Recognition,  edited  by 
Gafafer,  W.  M.,  PHS  Pub.  1097,  Washington, 
D.C.,  1964,  vol.  6,  p.  121). 
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/\ rachnoid  cysts  with  agenesis  of  the  tem- 
poral lobe  are  apparently  quite  rare.  Spo- 
radic reports  have  appeared  in  the  literature 
under  various  names.  It  has  been  called  the 
temporal  lobe  agenesis  syndrome  by  Robin- 
son,1'3 cerebral  arachnoid  cysts  by  Stark- 
man,  Brown,  and  Linell4  and  Tiberin  and 
Gruszkiewicz,5  subarachnoid  cyst  by  Torma 
and  Heiskanen,6  and  subarachnoid  pouch  by 
Dott  and  Gillingham.7  Until  Starkman, 
Brown,  and  Linell4  described  the  clinical 
entity  of  supratentorial  arachnoid  cysts  in 
1958,  most  of  these  lesions  had  been  classi- 
fied as  porencephaly,  pseudoporencephaly,  or 
cystic  hygroma. 

Robinson1-3  contributed  10  new  cases  and 
has  analyzed  15  similar  ones  reported  in  the 
literature  by  others  as  subdural  hygroma 
and  hydroma.  Robinson  appropriately 
termed  the  condition  as  external  hydro- 
cephalus in  the  temporal  lobe  agenesis  syn- 
drome. This  terminology  is  justified  if  one 
accepts  Symonds’8  definition  of  external  hy- 
drocephalus as  being  excessive  fluid  accumu- 
lation in  the  subarachnoid  space  covering 
the  brain  without  dilatation  of  ventricles 
such  as  may  occur  in  cortical  atrophy.  He 
called  attention  to  the  fact  that  cases  re- 


ported as  hygroma  or  hydroma  were  really 
temporal-lobe  agenesis  and  that  the  agenesis 
was  overlooked,  or  it  was  thought  that  the 
brain  was  compressed  and  shrunk  by  the 
cyst. 

Confusion  still  exists  between  arachnoid 
and  subarachnoid  cysts  because  there  is  a di- 
vergence of  opinion  regarding  their  causes. 

Case  report 

A forty-eight-year-old  longshoreman  was 
admitted  to  the  hospital  on  April  4,  1967, 
complaining  of  severe  headaches  in  the  left 
frontoparietal  area  of  about  six  years’  dura- 
tion and  becoming  more  intense  three 
months  prior  to  admission.  His  headaches 
were  not  associated  with  vomiting,  nausea, 
or  visual  disturbances.  They  occurred  al- 
most every  day,  lasting  for  a few  hours,  and 
lately  awaking  the  patient  from  sleep.  Med- 
ications prescribed  by  a private  physician 
were  of  no  avail.  There  was  nothing  rele- 
vant in  the  past  or  family  history. 

On  examination,  the  patient’s  blood  pres- 
sure was  130/90,  pulse  70  and  regular,  and 
he  was  somewhat  obese.  He  was  fully  alert. 
His  speech  was  clear,  and  memory  for  recent 
and  remote  events  was  intact.  Neurologic- 
examination  and  examination  of  other  sys- 
tems showed  no  abnormal  findings. 

Pathologic  findings 

Skull  x-ray  films  showed  no  abnormal  find- 
ings. The  pineal  gland  was  not  calcified. 
Lumbar  puncture  showed  pressure  of  180 
mm.  Test  results  for  protein,  chlorides, 
sugar,  and  cells  in  cerebrospinal  fluid  were 
normal.  Wassermann  test  reaction  both  for 
blood  and  cerebrospinal  fluid  was  normal. 
Electroencephalographic  findings  were  re- 
ported to  be  normal.  Carotid  angiographic 
examination  showed  displacement  of  both 
anterior  cerebral  arteries  as  well  as  the  in- 
tracerebral veins  from  the  midline  toward 
the  right  (Fig.  1).  The  middle  cerebral  ar- 
tery was  elevated  on  the  left,  and  it  had  an 
almost  vertical  take-off  from  the  carotid  ar- 
tery at  the  anteroposterior  projection.  In 
the  arterial  phase  of  the  left  carotid  injec- 
tion, there  was  an  area  of  avascularity  cor- 
responding to  the  anterior  temporal  area. 
There  were  no  early  draining  veins.  The 
impression  was  of  a large  mass  involving  the 
left  anterior  temporal  and  posterior  frontal 
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FIGURE  1.  Angiograms.  (A)  Anteroposterior 
and  (B)  lateral  views  of  left  carotid  artery  show- 
ing displacement  of  anterior  cerebral  artery  to 
right  and  elevation  of  left  middle  cerebral  artery. 


region  which  could  be  a large  sphenoid  wing 
meningioma  or  cystic  astrocytoma. 

Pneumoencephalography  showed  a shift  of 
the  lateral  ventricles  toward  the  right  side. 
The  right  lateral  ventricle  was  dilated,  and 
the  left  was  compressed.  The  left  temporal 
horn  was  not  identified.  The  third  ventricle 
was  a normal  size,  and  the  aqueduct  and 
fourth  ventricle  showed  no  abnormal  find- 
ings. 

The  impression  again  was  of  a large  mass 
in  the  left  temporal  region  (Fig.  2). 


FIGURE  2.  Pneumoencephalogram  showing 
shift  of  lateral  ventricles  to  right,  nonfilling  of 
left  temporal  horn,  and  compression  of  left 
lateral  ventricle. 


Operative  procedure 

In  May,  1967,  a left  temporofrontal-parie- 
tal  craniotomy  was  performed.  Dura  mater 
appeared  to  be  normal  but  slightly  tense. 
On  opening  the  dura  at  the  frontal  region, 
slightly  bulging  brain  was  noted.  In  the 
temporal  region  beneath  dura,  thickened 
arachnoid  covering  a cyst  was  discovered 
and  punctured,  at  which  time  a large  amount 
of  clear  fluid  came  forth  under  pressure 
(Fig.  3A).  Dura  was  slightly  adherent  to 
the  underlying  thickened  arachnoid  which 
was  dissected  away  (Fig.  3B) . Through  the 
arachnoid,  several  large  vessels  crossed  and 
were  clipped.  The  entire  temporal  fossa 
was  occupied  by  the  cyst.  A small  amount 
of  rudimentary  temporal  lobe  tissue  was 
present  posteriorly  with  the  major  portion 
of  the  temporal  lobe  being  approximately  95 
per  cent  congenitally  absent.  The  edge  of 
the  tentorium  could  be  seen  at  the  bottom  of 
the  cyst.  Also  deep  in  the  fossa  the  middle 
cerebral  artery  group  coursing  over  a de- 
pressed island  of  Reil  could  be  seen.  It  was 
noted  that  all  the  fluid  from  the  basal  cistern 
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FIGURE  3.  (A)  Surgical  section  showing  arach- 

noid cyst  and  agenesis  of  left  temporal  lobe,  (B) 
roof  of  cyst  removed,  and  (C)  arachnoid  mem- 
brane covered  with  mesothelial  cells. 


which  entered  into  the  cyst  remained  within 
the  cyst  with  no  escape  of  fluid.  To  further 
prove  the  one-way  valve  action  of  the  cyst, 
saline  was  injected  into  the  cyst  which  simi- 
larly remained  therein.  The  arachnoid  lin- 
ing of  the  cystic  floor  was  in  continuty  with 
the  roof  membrane  and  was  adherent  to  the 
pia.  Both  the  roof  and  the  floor  of  the 
arachnoid  were  dissected  away  and  removed. 


There  was  no  evidence  of  brain  to  expand 
and  fill  the  space. 

Pathologic  report  showed  a thin  mem- 
brane of  delicate  fibrous  tissue  covered  with 
mesothelial  cells  (Fig.  30.  In  some  areas 
there  were  rather  large  veins  with  slight 
focal  infiltration  with  lymphocytes  and  some 
neutrophils  demonstrated.  The  impression 
was  that  of  arachnoid  cyst. 

The  postoperative  course  was  uneventful. 
The  patient  was  seen  a year  later  and  was 
free  of  headache  or  neurologic  deficit. 

Comments 

Our  case  involves  a forty-eight-year-old 
man.  His  age  is  somewhat  older  than  the 
average  age  of  five  to  twenty-one  years  dur- 
ing which  time  these  patients  develop  symp- 
toms. Headache  was  the  only  complaint: 
this  concurs  with  reports  in  the  literature  in 
which  headache  is  mentioned  as  the  most 
frequent  and  often  the  only  symptom. 

The  results  of  neurologic  examination 
were  within  normal  limits,  and  this  is  in- 
variably so  unless  a hematoma  has  occurred 
as  a complication  of  head  injury,  even  a 
minor  one.  In  such  cases  there  is  severe 
headache,  vomiting,  and  development  of  lo- 
calizing neurologic  signs,  such  as  contra- 
lateral weakness  with  pyramidal  tract  signs, 
papilledema,  dilated  pupil,  and  external  rec- 
tus paralysis,  all  of  which  may  be  followed 
by  drowsiness  and  coma.  The  pressure  and 
chemistry  of  the  cerebrospinal  fluid  are 
within  normal  limits.  This,  again,  is  usual 
unless  there  is  trauma  or  subdural  hema- 
toma which  complicates  the  condition. 

The  electroencephalogram  tends  to  show 
low  voltage  or  slow  wave  form  over  the 
prominent  side  of  the  head.9  Usually  the 
electroencephalogram  shows  normal  or 
borderline  normal  findings.  Normal  results 
on  electroencephalogram  with  normal  chem- 
istry findings  in  cerebrospinal  fluid  with  a 
large  avascular  mass  shown  by  angiography 
should  arouse  suspicion  of  temporal  lobe 
agenesis  syndrome,  although  these  findings 
can  occasionally  be  found  with  tumors.  The 
lack  of  changes  shown  on  skull  x-ray  films, 
such  as  elevated  sphenoid  wing  on  the  side 
of  the  lesion  and  thinning  of  the  temporal 
squama,  may  be  attributed  to  the  adult  age 
of  this  patient. 

Arachnoid  cysts  can  be  located  over  the 
cerebral  cortex,  posterior  fossa,  and  spinal 
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cord.  The  diagnosis  is  usually  made  at  the 
time  of  surgical  intervention  or  postmortem 
examination. 

Oliver10  has  divided  these  cases  into  two 
groups,  the  “primary  arachnoid  cysts”  and 
the  “secondary  arachnoid  cysts.”  Recent 
literature  shows  there  are  a number  of  fac- 
tors which  contribute  to  the  cause  of  so- 
called  “secondary  arachnoid  cysts.” 

Infections.  Among  these  infections,  in- 
flammation of  meninges  due  to  purulent  bac- 
terial infections  or  low-grade  and  chronic 
bacterial  infections  are  mentioned.6'911-16 
Also,  toxic  or  serous  meningitis  due  to  ex- 
trameningeal  sources  of  infection  (ear  si- 
nuses and  oral  cavity)  have  been  repeatedly 
seen  as  the  cause  of  or  associated  with  cysts. 
Somatic  infections,  such  as  parasites,15  acute 
exanthomatous  influenza,  pneumonia,  ty- 
phoid fever,  gonorrhea,  syphilis,  and  tuber- 
culosis, have  been  mentioned  by  some. 

Trauma.  Taveras  and  Ransohoff17  have 
stated  that  the  tear  in  the  dura  and  hernia- 
tion of  arachnoid  were  the  cause  of  forma- 
tion of  cysts  after  trauma.  Even  mild  head 
trauma  can  initiate  cyst  formation.5'11'13'14 

Surgical  intervention.  All  have  seen 
that  cysts  are  sometimes  found  under  the 
site  of  previous  operative  procedures,  such 
as  craniotomy  or  radical  mastoidectomy. 
Cysts  seen  under  plates  inserted  after  cra- 
nioplasty are  probably  the  result  of  trauma 
and/or  reaction  to  a foreign  body. 

Tumors.  According  to  Horax,18  Abbott,11 
and  Zulch,15  arachnoid  cysts  can  be  found  in 
close  association  with  and,  at  times,  cover- 
ing tumors.  Those  associated  with  acoustic 
neurinoma  are  especially  worth  mentioning. 

In  all  of  these  cases,  adhesions  made  be- 
tween the  arachnoid  membrane  and  pia  have 
encircled  a part  of  subarachnoid  space  and 
have  formed  the  cyst.  As  Starkman,  Brown, 
and  Linell4  have  noted,  the  roof  of  these 
cysts  is  arachnoid  membrane,  and  the  floor 
is  one  single  layer  of  pia.  We  suggest  that 
these  secondary  cysts  be  called  “subarach- 
noid cysts.” 

Many  cases  have  been  reported  in  which 
none  of  the  known  etiologic  factors  have 
played  a role,  and  there  is,  therefore,  a large 
idiopathic  group.  Robinson3  argues  for  a 
congenital  origin  of  arachnoid  cyst  in  as- 
sociation with  agenesis  of  temporal  lobe  in 
this  idiopathic  group. 

Starkman,  Brown,  and  Linell1  have  shown 


that  these  cysts,  in  contrast  to  the  secondary 
type,  are  bound  by  arachnoid  membrane 
both  on  the  roof  and  floor.  They  have  shown 
the  splitting  of  thick  arachnoid  membrane 
at  the  edge  of  the  cyst:  one  membrane  be- 
comes the  roof  and  continues  with  the  arach- 
noid membrane  of  the  brain,  and  the  other 
turns  inward  and  covers  the  pia  beneath  the 
cyst. 

They  have  also  illustrated  the  presence 
of  two  distinct  layers  at  the  floor,  that  is,  pia 
and  arachnoid,  with  presence  of  vessels  be- 
tween these  two  layers,  which  from  the  sub- 
arachnoid space. 

The  cortex  under  these  cysts  shows  signs 
of  compression,  gliosis,  and  degeneration  of 
nerve  cells. 

Diffuse  convolutional  atrophy  and  micro- 
gyria have  been  reported.  The  term  “arach- 
noid cysts”  should  be  reserved  only  for  this 
type,  meaning  primary  ones. 

Starkman,  Brown,  and  Linell4  suggest 
that  abnormal  passage  of  cerebrospinal  fluid 
into  perimedullary  mesenchyma  is  the 
mechanism  by  which  these  cysts  are  formed. 
The  occasional  communication  between  the 
subarachnoid  space  and  the  cyst,  as  shown  in 
pneumoencephalography,  is  explained  by 
this  theory. 

No  one  knows  why  cysts  of  this  type,  as 
reported,  slowly  enlarge  and  act  as  space- 
occupying  lesions.  Netsky19  has  suggested 
that  an  epithelial-like  lining,  as  in  our  case, 
maintains  a secretory  function,  and  that 
hyperosmolality  of  the  fluid  draws  water 
from  surrounding  tissues  and  causes  it  to 
expand. 

Summary 

Arachnoid  cyst  associated  with  agenesis 
of  the  temporal  lobe  is  a rare  clinical  entity 
producing  symptoms  in  patients  in  the 
young-age  group,  usually  under  twenty 
years.  Persons  in  the  older-age  group  may 
be  involved  as  reported  in  this  case.  Symp- 
toms of  headache  predominate.  The  symp- 
toms and  laboratory  findings  may  lead  to  the 
diagnosis  of  space-occupying  lesion,  with  the 
real  diagnosis  becoming  apparent  only  at 
operative  procedure. 

“Cerebrospinal  fluid  cysts”  can  be  classi- 
fied as  primary  (arachnoid  cyst)  and  second- 
ary (subarachnoid  cyst)  according  to  the 
etiologic  and  pathologic  factors. 
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Intestinal  obstruction 


Five  unusual  cases  of  intestinal  obstruction, 
3 caused  by  food  and  2 by  antacids,  are  re- 
ported by  S.  Gerami,  G.  W.  Easley,  and  C.  B. 
Mendoza  in  West  Virginia  M.  J.  65:  414  (Dec.) 
1969.  Although  previous  abdominal  surgery 
could  be  a predisposing  factor  (with  adhesions 
narrowing  the  intestinal  lumen),  none  of  these 
patients  had  undergone  surgery  of  this  type. 
The  5 patients  were  all  men  aged  forty-five  to 
sixty-eight  years.  The  2 patients  whose  ob- 
structions were  caused  by  antacid  drugs  had 
histories  of  duodenal  ulcer.  Large  doses  of 
nonabsorbable  antacid  materials  are  recorded 
as  a rare  cause,  the  obstruction  occurring  about 
three  to  five  days  after  taking  large  amounts 
of  antacid  drugs  combined  with  anticholinergics 
or  narcotics.  When  antacids  are  combined  with 
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the  Sippy  diet,  as  in  the  cases  reported,  a thick, 
sticky  mixture  is  formed.  This  is  enhanced  by 
reduced  peristalsis  induced  by  the  anticholiner- 
gic drugs.  Where  there  is  a bleeding  ulcer,  the 
antacid  drugs,  mixed  with  the  blood,  form  a 
thick,  tenacious,  meconium-like  mixture. 

Of  the  3 foodstuff  cases,  1 was  caused  by 
bran,  1 by  blackberry  seeds,  and  1 by  a combi- 
nation of  cherry,  muskmelon,  and  watermelon 
seeds,  with  blackberry  seeds  being  reported  for 
the  first  time  as  a cause  of  obstruction.  (Ob- 
struction due  to  watermelon  seeds  had  been 
previously  reported,  but  not  the  combination.) 
Contributing  factors  may  be  inadequate  masti- 
cation due  to  poor  dentition,  eating  habits,  bolt- 
ing food,  or  ingestion  of  large  pieces  of  mate- 
rial. One  patient  recalled  having  hastily  eaten 
a large  breakfast  of  bran  without  fluid  intake 
two  hours  before  the  onset  of  pain.  Treatment 
was  by  laparotomy  and  removal  of  the  mass  in 
all  cases.  All  the  patients  recovered. 
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3akcoid  myopathy  has  been  known  to  the 
medical  profession  since  Licharew  and  his 
associates  reported  their  first  case  in  1908. 1- 
To  date  approximately  30  similar  cases  have 
been  reported  in  the  literature. 

The  majority  of  cases  of  sarcoid  myopathy 
are  reversible  or  at  least  arrested  in  their 
course  with  the  initiation  of  steroid  therapy 
in  the  early  stages  of  the  disorder.3  4 The 
case  to  be  reported  here,  however,  had 
steadily  progressed  over  a period  of  fourteen 
years  without  specific  therapy,  so  that  the 
clinical  picture  of  weakness  and  wasting  now 
resembles  an  advanced  limb-girdle  type  of 
muscular  dystrophy,  and  the  muscle  biopsies 
reveal  only  fibrosis. 

In  view  of  the  rarity  and  severity  of  the 
condition,  it  was  considered  worth  while  to 
report  this  case.  Furthermore,  it  is  par- 
ticularly interesting  to  note  that  no  relation- 
ship of  the  sarcoidosis  to  the  “muscular  dys- 
trophy” had  ever  been  suspected  in  this  case 
of  a Negro  male  without  a family  history  of 
muscular  dystrophy. 

Presented  at  the  New  York  Academy  of  Medicine,  New 
York  City,  May  7,  1969. 


Case  report 

The  patient,  a forty-two-year-old  Negro 
male  truck  driver,  was  admitted  to  the  re- 
habilitation service  at  Goldwater  Memorial 
Hospital  from  Queens  General  Hospital  on 
September  20,  1968,  with  the  diagnosis  of 
muscular  dystrophy  and  sarcoidosis. 

The  history  dated  back  to  1955  when  the 
patient  first  experienced  vague  chest  pain 
and  malaise.  At  that  time  he  was  seen  by 
his  physician  who  found  shotty  axillary 
nodes.  He  was  referred  to  the  outpatient 
department  of  Queens  General  Hospital  for 
follow-up.  Roentgenograms  of  the  chest  re- 
vealed well-defined  hilar  adenopathy  bilater- 
ally. However,  there  was  no  history  of 
chills,  fever,  cough,  or  expectoration  of  spu- 
tum. 

In  September,  1955,  he  was  found  to  have 
a persistently  positive  reaction  to  VDRL 
tests  and  received  a course  of  intramuscular 
penicillin  in  the  social  hygiene  clinic.  In 
1959  rashes  developed  over  the  neck,  trunk, 
and  arms,  and  transient  swelling  of  the  right 
parotid  gland  was  noted.  Scalene  node  bi- 
opsy revealed  “sinusoidal  dilation  with  re- 
ticular proliferations.”  Lymph  node  biopsy 
from  the  axilla  was  reported  as  “only  fatty 
tissue.”  In  1962  the  patient  started  to  com- 
plain of  progressive  weakness  of  both  legs, 
difficulty  in  climbing  stairs,  and  pain  in  the 
back.  He  continued  to  have  intermittent 
dull  chest  pain.  In  1963  the  weakness  of  the 
lower  limbs  and  the  back  progressed  to  a 
point  at  which  the  patient  had  to  “climb  up 
on  himself”  to  maintain  an  erect  position. 
A 30-pound  loss  of  body  weight  was  noted. 
At  this  point  the  diagnosis  of  muscular  dys- 
trophy was  made.  In  January,  1965,  the 
patient  was  admitted  to  Queens  General  Hos- 
pital for  diagnostic  work-ups.  Physical  ex- 
amination revealed  bilateral  discrete  cervi- 
cal adenopathy  and  weakness  and  wasting  in 
the  proximal  muscles  of  shoulder  and  pelvic 
girdles.  The  patient  started  to  walk  with  a 
waddling  gait. 

X-ray  films  of  the  chest  demonstrated  bi- 
lateral hilar  adenopathy  (Fig.  1).  How- 
ever, roentgenograms  of  hands  and  feet  re- 
vealed no  abnormality.  Complete  blood 
count  showed  hemoglobin  12  Gm.  per  100 
ml.,  white  blood  cell  count  6,300  with  lym- 
phocytes 34  per  cent,  monocytes  10  per  cent, 
and  eosinophils  5 per  cent.  Erythrocyte 
sedimentation  rate  was  20  mm.  in  five  min- 
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FIGURE  1.  Roentgenogram  of  chest  in  1965 
shows  bilateral  hilar  adenopathy. 

utes.  Serum  glutamic  oxaloacetic  trans- 
aminase, serum  glutamic  pyruvic  transam- 
inase, and  alkaline  phosphatase  were  within 
normal  limits.  Lactic  acid  dehydrogenase 
was  elevated  with  630  units.  Serum  calcium 
was  12.3,  phosphorus  3.7,  and  uric  acid  8.2 
mg.  per  100  ml.  Serum  protein  and  electro- 
phoresis were  normal.  Thyroid  function 
studies,  twenty-four-hour  urinary  creatine 
and  creatinine,  and  twenty-four-hour  uri- 
nary 17-ketosteroids  and  17-hydroxycortico- 
steroids  were  well  within  normal  limits. 
The  serologic  reaction  was  positive.  The 
chemical  analysis  of  cerebrospinal  fluid  re- 
vealed no  abnormality.  Tuberculin,  histo- 
plasmin,  and  coccidioidin  skin  tests  produced 
normal  findings.  Repeated  sputum  and  gas- 
tric cultures  grew  no  acid-fast  bacilli.  A 
biopsy  specimen  from  the  deltoid  muscle 
showed  only  hemorrhagic  adipose  tissue. 
An  electromyographic  study  revealed  short- 
duration  motor  units  and  fibrillation  poten- 
tials in  the  affected  muscles  with  normal 
motor  nerve  conduction  velocity. 

Past  illness.  There  was  no  history  of 
diabetes  or  tuberculosis.  The  patient  had 
no  known  allergies,  and  there  had  been  no 
exposure  to  any  kind  of  chemicals. 

Family  history.  His  father  had  died  of 
burns  twenty  years  before,  and  his  mother 
died  of  “asthma”  when  he  was  young.  Two 
sisters  were  married  and  well.  There  was 
no  similar  muscular  disease  in  his  family. 

Physical  examination.  On  admission  to 


FIGURE  2.  (A)  Scapular  winging  and  marked 

wasting  of  shoulder  and  pelvic  girdle  muscula- 
tures. (B)  Profile  showing  increased  lordotic 
curve  with  diffuse  atrophy  of  extremities. 

Goldwater  Memorial  Hospital  the  patient  ap- 
peared to  be  a well-developed  Negro  male 
confined  to  a wheelchair  in  no  acute  distress. 
He  complained  of  occasional  dyspnea  on  ex- 
ertion. Blood  pressure  was  120/70  mm.  Hg, 
respiratory  rate  20  per  minute,  pulse  rate  78 
per  minute.  Heart  and  lungs  were  normal. 
The  liver  was  palpable  about  two  and  one- 
half  fingerbreadths  below  the  right  costal 
margin.  No  other  organs  were  palpable. 
The  patient  had  muscle  wasting  of  shoulder 
and  pelvic  girdles.  Scapular  winging  and 
a marked  degree  of  lordosis  were  noted. 
Gower’s  sign  was  positive  (Fig.  2).  Neuro- 
logic examination  showed  no  evidence  of 
central  nervous  system  involvement.  Sensa- 
tion was  intact,  and  deep  tendon  reflexes 
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TABLE  I.  Summary  of  comparative  Laboratory 
findings  found  at  two  separate  admissions 


Examination 

/ — Date  of  Examination- — * 
January,  September, 

1965  1968 

Peripheral  blood  examination 

Hemoglobin 

12 

14.3 

White  blood  cell  count 

6,300 

5,800 

Differential  (per  cent) 
Polymorphonuclear 

leukocytes 

50 

62 

Lymphocytes 

34 

34 

Eosinophils 

5 

2 

Monocytes 

10 

1 

Basophils 

1 

1 

Sedimentation  rate 

20  mm.  per  5 

34  mm.  per 

(corrected) 

minutes 

hour 

Lupus  erythematosus  cells 

Not  found 

Not  found 

Blood  chemistry 

Blood  urea  nitrogen 

16 

13 

Glucose 

96 

98 

Total  serum  protein 

7.2 

6.7 

Albumin-globulin 

4. 8:2. 4 

3. 8:2. 9 

Calcium 

12.3 

9.3 

Phosphorus 

3.7 

3.0 

Uric  acid 

8.2 

8.0 

Alkaline  phosphatase 

10.3 

9.0 

Urine  examination 

Urinalysis 

Negative 

Negative 

Creatine  and  creatinine 

Normal 

Normal 

Enzyme  studies  (units) 

SCOT 

39 

61 

SGPT 

63 

43 

LDH 

630 

900 

Aldolase 

Not  done 

10.6 

CPK  (sigma  units) 

Not  done 

21.0 

Serology  (VDRL) 

Reactive 

Weakly  reac- 
tive 

Electrophoresis 

Normal 

Normal 

Acid-fast  bacilli  in  sputum 

and  gastric  juice 

Negative 

Negative 

Cerebrospinal  fluid 

Normal 

Normal 

Skin  test 

Tuberculin 

Negative 

Negative 

Histoplasmin 

Negative 

Not  done 

Coccidioidin 

Negative 

Not  done 

Biopsy 

Deltoid 

Hemorrhagic 
adipose  tis- 
sue 

Quadriceps 

Atrophic 

changes 

only 

Roentgenograms 

Chest 

Bilateral  hilar 

Bilateral  hilar 

adenopathy 

adenopathy 

Hands  and  feet 

Negative 

Negative 

Electromyography 

Short-dura- 

Myopathic 

tion  motor 

pattern 

units 

(short  du- 

Fibrillation 

ration  mo- 

potentials 

tor  units 
and  fibril- 
lations) 

Endocrine  functions 

Thyroid  and  adrenal 

Normal 

Norma 

Electrocardiogram 

Normal 

Normal 

Pulmonary  function  study 

Not  done 

Good  respira- 
tory reserve 

were  depressed.  Muscle  strength  in  both 
shoulders  and  hips  were  in  the  range  of  poor 
to  fair  minus.  However,  muscle  power  in 
the  distal  parts  of  all  four  extremities  was 
good. 

Laboratory  work-up.  Laboratory  data 
were  as  follows:  hemoglobin  14.3  Gm.  per 

100  ml.,  white  blood  cell  count  5,800,  lympho- 


cytes 34  per  cent,  eosinophils  2 per  cent, 
erythrocyte  sedimentation  rate  32  mm.  per 
hour,  urinalysis  noncontributory,  blood  urea 
nitrogen  13  mg.  per  100  ml.,  glucose  98  mg. 
per  100  ml.,  sodium  138  mEq.  per  liter, 
chloride  104  mEq.  per  liter,  potassium  4.1 
mEq.  per  liter,  carbon  dioxide  20  vol.  per 
cent,  calcium  9.3  mg.  per  100  ml.,  phos- 
phorus 3 mg.  per  100  ml.,  uric  acid  8 mg.  per 
100  ml.,  serum  glutamic  oxaloacetic  trans- 
aminase 61  units  per  milliliter,  serum  glu- 
tamic pyruvic  transaminase  43  units  per 
milliliter,  lactic  acid  dehydrogenase  900 
units  per  milliliter,  aldolase  10.6  units  (nor- 
mal 3 to  8 units) , creatine  phosphokinase  21 
sigma  units  (normal  0 to  12),  serum  protein 
6.7  Gm.  per  100  ml.,  albumin-globulin  ratio 
3.8:2. 9,  electrophoresis  normal,  alkaline 
phosphatase  9 King-Armstrong  units,  total 
bilirubin  1.1  mg.  per  100  ml.,  cholesterol 
cephalin  flocculation  test  findings  4 plus, 
lupus  erythematosus  preparation  result  was 
normal,  twenty-four-hour  urinary  calcium 
18  mg.,  twenty-four-hour  urinary  creatine 
and  creatinine  within  normal  limits,  VDRL 
test  weakly  reactive;  sputum  and  gastric 
cultures  normal,  and  purified  protein  deriva- 
tive test  results  normal  (Table  I) . 

The  electrocardiogram  was  unremarkable 
except  for  decreased  QRS  and  minor  re- 
polarization changes.  Pulmonary  function 
test  revealed  a large  margin  of  respiratory 
reserve  with  good  expiratory  reserve  vol- 
ume. On  x-ray  films  of  the  chest  there  was 
a prominence  of  the  lung  hilar  regions  which 
is  compatible  with  sarcoidosis  (Fig.  3) . 
Electromyographic  studies  were  indicative 
of  a myopathic  pattern.  Muscle  biopsy 
from  the  quadriceps  muscle  showed  diffuse 
atrophic  changes  consisting  of  interstitial 
fibrosis  and  vacuoles. 

Hospital  course.  No  further  deteriora- 
tion was  noted  in  the  patient’s  general  con- 
dition. He  had  been  placed  on  a mainte- 
nance rehabilitation  program  to  prevent 
contractures  from  developing  in  both  upper 
and  lower  extremities.  Steroid  therapy  was 
not  initiated  in  view  of  the  chronicity  of  the 
case. 

Comment 

Sarcoidosis  is  a protean  and  widespread 
disease  of  unknown  cause.  It  involves  many 
organs  of  the  body,  the  favored  sites  of  in- 
volvement in  order  of  frequency  being  the 
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FIGURE  3.  X-ray  film  of  chest  in  1968  at  time 
of  admission  demonstrates  hilar  adenopathy  bi- 
laterally. Lung  lesion  persisted  since  1955. 


lungs,  lymph  nodes,  spleen,  bones,  joints, 
nervous  system,  and  muscle.5  6 

Diagnosis  of  sarcoidosis  in  this  case  was 
substantiated  by  the  clinical  manifestations 
of  chest  pain,  malaise,  progressive  weight 
loss,  and  cutaneous  rashes,  accompanied  by 
lymphadenopathy  and  parotid  gland  swell- 
ing. This  was  further  confirmed  by  radio- 
graphic  evidence  of  abnormal  hilar  adenop- 
athy and  laboratory  findings  of  increased 
sedimentation  rate,  eosinophilia,  monocy- 
tosis, elevated  lactic  acid  dehydrogenase, 
serum  calcium,  as  well  as  elevated  uric  acid, 
tuberculin  anergy,  and  positive  serologic 
findings.  Abnormal  serologic  test  findings 
for  syphilis  occur  in  about  15  per  cent  of  the 
cases  of  sarcoidosis.  Spilberg,  Siltzback, 
and  McEwen"  observed  significant  and  un- 
explained elevation  of  uric  acid  in  10  of  49 
patients  with  sarcoid  with  or  without  signs 
or  history  of  arthritis.  Hence,  hyperuri- 
cemia might  not  be  an  uncommon  finding  in 
sarcoidosis  and  could  be  considered  as  part 
of  its  clinical  picture. 

In  the  differential  diagnosis  the  possibili- 
ties of  thyrotoxic  and  other  endocrine  myop- 
athies were  easily  precluded  by  normal  thy- 
roid function  studies  and  twenty-four-hour 
urinary  17-hydroxycorticosteroid  and  17- 
ketosteroid  excretions.  Limb-girdle  dystro- 
phy is  inherited  as  an  autosomal  recessive 


TABLE  II.  Differentiating  features  of  sarcoid 
myopathy  and  limb-girdle  muscular  dystrophy 


Sarcoid 

Myopathy 

Muscular 
Dystrophy 
(Limb-Girdle  Type  ^ 

Age  at  onset 

Middle  age  or  later 

10  to  40  years 

Sex 

Predominant  in 
females 

Equal  in  both  sexes 

Race 

More  frequent  in 
Negro  imputation 

No  racial  predilec- 
tion 

Clinical 

Weakness  and  wast- 

No concomitant  sys- 

feature* 

ing  in  the  proximal 
muscle  of  shoulder 
and  pelvic  girdles 
accompanied  by 
various  systemic 
manifestations 

temic  manifesta- 
tions noted 

Genetic  pattern 

Nonhereditary 

Autosomal  recessive 

H into  pathology 

Noncaseating  sarcoid 
granulomas  in 
skeletal  muscles 

No  chronic  inflam- 
matory cells 

Treatment 

Favorable  response 
to  steroid  therapy 

Nonspecific 

Prognosis 

Fair  with  the  treat- 
ment 

Poor 

trait  and  carries  with  it  a poor  prognosis 
because  of  no  specific  therapeutic  agents  at 
present  (Table  II) . 

Involvement  of  skeletal  muscles  in  sys- 
temic sarcoidosis  is  not  so  rare  as  is  com- 
monly believed.  Wallace  and  Ragan8  have 
advocated  routine  biopsy  of  muscle  in  cases 
of  suspected  sarcoidosis.  They  believe  that 
muscle  may  be  frequently  involved  in  the 
process  even  though  this  involvement  is  un- 
accompanied by  any  symptoms  or  clinical 
signs.  Myers  et  al.G  have  stressed  the  point 
that  although  involvement  of  muscle  is  fairly 
common,  clinical  manifestations  in  muscle 
are  rare. 

Muscle  involvement  in  sarcoidosis  can, 
however,  be  symptomatic.  The  symptoms 
vary  from  extremely  mild  to  very  severe  and 
from  slight  cramping  and  aching  in  muscles 
to  severe  pain  accompanied  by  stiffness. 
Weakness  may  become  marked  with  inca- 
pacitation and  invalidism.  Wasting  occurs, 
especially  in  the  proximal  muscles  of  the 
shoulder  and  pelvic  girdles.  The  wasting 
may  be  so  pronounced  in  these  groups  of 
muscles  that  the  clinical  picture  simulates 
“a  progressive  muscular  dystrophy.”  As  re- 
ported in  the  literature,  muscular  involve- 
ment is  part  of  the  generalized  process  and 
accompanies  clinical  manifestations  of  the 
disease  in  other  organ  systems.  However, 
instances  of  involvement  of  the  skeletal  mus- 
culature alone  in  Boeck’s  sarcoid  are  ex- 
tremely rare.9 

The  fact  that  generalized  malaise  was 
soon  followed  by  progressive  weakness  of 


September  15,  1970  / New  York  State  Journal  of  Medicine  2357 


both  legs  and  shoulders  should  be  inter- 
preted as  systemic  sarcoid  concomitantly  af- 
fecting skeletal  muscles.  Also,  in  view  of 
initial  extramuscular  manifestations  and 
the  lack  of  a familial  history,  the  progres- 
sive muscle  weakness  and  wasting  are  ap- 
parently more  than  coincidental  and  cannot 
be  considered  to  result  from  a separate  en- 
tity of  muscular  dystrophy.  The  only  mus- 
cle biopsy  performed  about  a decade  after 
the  onset  of  illness  showed  “hemorrhagic 
adipose  tissue.”  These  histologic  findings 
could  possibly  be  ascribed  to  a faulty  speci- 
men. The  last  biopsy  specimen  from  the 
quadriceps  muscle  revealed  nonspecific 
atrophic  changes.  This  was  probably  caused 
by  the  pathologic  process  having  reached  the 
stage  of  fibrosis  and  atrophy  by  this  time. 
It  is  important  to  bear  in  mind  that  the 
value  of  a single  negative  finding  in  a mus- 
cle biopsy  does  not  rule  out  the  diagnosis  of 
any  primary  muscle  disease. 

The  sarcoid  lesions  occur  in  the  intersti- 
tial spaces  of  the  muscles  and  cause  atrophy 
and  degeneration  of  the  adjacent  muscle  fi- 
bers by  pressure  rather  than  by  direct  in- 
vasion. Histologically,  sarcoid  granulomas 
in  the  skeletal  muscles  are  noncaseating  and 
consist  of  epithelioid  tubercles  and  giant 
cells.  It  is  probably  more  correct  to  call  the 
inflammatory  condition  a chronic  polymyo- 
sitis because  of  its  chronicity  and  multi- 
plicity. The  degree  of  progression  appears 
to  be  directly  related  to  the  degree  of  ac- 
tivity present,  not  only  locally  in  the  muscles 
but  in  the  other  organs  as  well.  Progression 


can  be  slowed  down  or  halted  by  cortico- 
steroid therapy.10 

Summary 

A case  of  sarcoid  myopathy  simulating  an 
advanced  limb-girdle  muscular  dystrophy 
has  been  reported  with  review  of  the  litera- 
ture. It  is  strongly  recommended  that  all 
patients,  particularly  of  the  Negro  race,  with 
nonfamilial  muscular  dystrophy,  have  early 
biopsy  of  muscles  and  diagnostic  work-up 
for  sarcoidosis  because  of  the  possibility  of 
improvement  with  appropriate  steroid  ther- 
apy. Early  diagnosis  and  treatment  are 
requisites  for  the  prevention  of  progressive 
disabilities  in  sarcoid  myopathy. 

Goldwater  Memorial  Hospital 
Welfare  Island,  New  York  10017 
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Special  Article 


New  York’s  New  Uniform 
Anatomical  Gift  Act 

What  It  Means 


JOHN  M.  PRUTTING,  M.D. 

New  York  City 

President,  The  Foundation  for  the  Advancement 
of  Medical  Knowledge 


|n  may,  1970,  with  the  signature  of  Gover- 
nor Rockefeller,  the  Uniform  Anatomical 
Gift  Act  became  law  in  New  York.  The  Em- 
pire State  thus  becomes  the  forty-fourth 
to  legislate  “an  act  authorizing  the  gift  of 
all  or  part  of  the  human  body  after  death 
for  specified  purposes.”  Under  this  law,  a 
person  may  legally  affirm  his  desire  to  do- 
nate, on  his  death,  organs  and  tissues  for 
transplantation,  therapy,  medical  research, 
education,  or  anatomic  study.1  The  New 
York  law,  which  is  included  as  an  appendix, 
provides  for  a “donor  card”  by  which  any 
individual  of  eighteen  years  or  over  may 
indicate  the  wish  to  give  his  body  or  parts 
of  it  for  all  or  any  of  several  specified 
purposes.  The  card,  which  may  be  carried 
by  the  donor  on  his  person,  is  a legal  docu- 
ment under  the  Uniform  Anatomical  Gift 
Act.  Stemming  from  years  of  extensive 
studies,  the  new  legislation  is  based  on  a 
model  drawn  up  by  the  National  Conference 
of  Commissioners  on  Uniform  State  Laws, 
and  was  drafted  by  a distinguished  panel  of 
law  professors,  attorneys,  and  judges  work- 
ing in  consultation  with  many  legal  and 
medical  groups.  It  has  been  supported  by 
the  American  Bar  Association,  American 
Medical  Association,  American  Heart  As- 
sociation, National  Kidney  Foundation,  Eye 


Bank  Association  of  America,  National  Fu- 
neral Directors  Association,  National  Pi- 
tuitary Agency,  Tissue  Transplantation 
Committee  of  the  National  Research  Coun- 
cil, and  other  groups.  Before  favorable 
action  by  the  New  York  State  Legislature, 
the  bill  was  reviewed  and  then  recommended 
by  a commission  appointed  by  Governor 
Rockefeller  and  under  the  chairmanship  of 
Judge  J.  Irwin  Shapiro,  a noted  jurist. 

Proponents  of  the  Uniform  Anatomical 
Gift  Act  had  long  pointed  out  that  previous 
laws  throughout  the  nation,  concerned  with 
the  removal  of  tissues  and  organs  or  other 
utilization  of  the  deceased  human  body,  were 
archaic,  confusing,  and  often  contradictory. 
The  situation  was  a “hodge-podge  of  case 
law,  coroners’  autopsy  laws,  unclaimed  body 
statutes,  grave-robbing  and  body  mutila- 
tion statutes,  administrative  regulations, 
and  attorney-general  opinion.”2  In  many 
states,  laws  permitted  the  survivors  to  an- 
nul the  wishes  of  the  person  who  died. 

The  new  law  in  New  York  now  eliminates 
much  of  this  confusion.  It  facilitates  trans- 
plantation and  procurement  of  human  tissue 
without  compromising  the  rights  or  sensitiv- 
ities of  the  individual  person.  As  a result, 
hospital  emergency  room  personnel,  house 
staffs,  and  practicing  physicians  should  now 
prepare  to  implement  this  Act.  It  must  be 
recognized  that  the  need  is  great  for  organs 
and  tissues  as  well  as  for  proper  use  of 
deceased  human  bodies  in  education,  re- 
search, and  general  advancement  of  medi- 
cal science. 

Donor  card 

The  wallet-sized  donor  cards  can  be  an 
extremely  helpful  aid  toward  this  end.  They 
are  being  widely  distributed  by  private 
physicians  and  several  organizations. 
Signed  by  the  donor  in  the  presence  of  two 
witnesses,  the  card  documents  his  desire  to 
donate  after  death  (1)  any  medically  ac- 
ceptable organs  or  parts,  (2)  only  certain 
specified  organs  or  parts,  or  (3)  donation 
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of  the  entire  body  for  anatomic  study. 
There  is  also  provision  for  noting  any  limi- 
tations or  special  wishes.  Physicians  and 
others  who  distribute  the  cards*  will  stress 
the  worthiness  of  public  participation  in 
this  program  and  should  encourage  broad 
donations  of  the  entire  body.  A particular 
recipient,  such  as  a hospital,  medical  school, 
physician,  tissue,  or  organ  bank,  may  be 
named  on  the  card,  although  the  Act  also 
provides  that  the  gift  may  be  made  without 
such  instructions.  When  no  donee  is  named, 
the  gift  may  be  accepted  by  the  attending 
physicians  as  donee,  on  or  following  death. 
If  the  donor  does  not  restrict  the  gift  to 
any  one  donee  or  purpose,  there  is  greater 
likelihood  of  his  wishes  being  carried  out 
in  a truly  beneficial  manner.  Signers  of 
the  donor  card  can  feel  satisfaction  from 
knowing  that,  on  death,  the  transplantation 
of,  say,  a kidney  may  well  restore  life  and 
normal  health  to  someone  otherwise  des- 
tined to  die,  or  that  the  donation  of  corneas 
may  give  sight  to  the  blind,  or  pituitary 
hormone  make  possible  normal  height  for  a 
dwarfed  child.  Human  insulin  likewise 
may  be  a welcome  gift  to  diabetic  persons 
unable  to  tolerate  other  insulins.  Skin 
grafts  may  save  lives  of  severely  burned 
persons,  and  bone  tissue  can  be  helpful  to 
those  with  certain  orthopedic  problems. 
Still  other  tissues,  such  as  dura,  tendon, 
fascia,  thymus,  heart  valves,  blood  vessels, 
nerves,  and  cartilage  are  now  successfully 
used. 

It  has  been  estimated  that  “in  the  United 
States  50,000  patients  die  each  year  of  ir- 
reversible kidney  failure  and  that  of  these 
6,500  to  10,000  may  be  suitable  candidates 
for  expensive  end-stage  treatment.”3  “Sta- 
tistics indicate  that  acceptable  cadaver  do- 
nors would  be  able  to  supply,  if  no  logistic 
or  legal  problems  existed,  about  10,600  kid- 
neys to  these  potential  recipients.”4 

* Donor  cards  may  be  obtained  from : 

Eye  Bank  Assoc,  of  America,  1111  Tulane  Ave.,  New 
Orleans,  Louisiana  70112 

Falconer  Foundation,  Inc.,  66  W.  87  St.,  New  York,  New 
York  10024 

The  Foundation  for  the  Advancement  of  Medical  Knowl- 
edge, 21  E.  90  St.,  New  York,  New  York  10028 

National  Kidney  Foundation,  315  Park  Ave.  South,  New 
York,  New  York  10010 

National  Pituitary  Agency,  Suite  503-7,  210  W.  Fayette 
St.,  Baltimore,  Maryland  21201 

Tissue  Bank,  U.S.  Naval  Medical  School,  National  Naval 
Medical  Center,  Bethesda,  Maryland  20014 

United  Health  Foundations,  Inc.,  Transplantation  Infor- 
mation Center,  150  5th  Ave.,  New  York,  New  York 
10011 


Permission  by  next  of  kin 

In  cases  where  no  donor  card  has  been 
signed,  the  Uniform  Anatomical  Gift  Act 
provides  for  permission  to  be  granted  by 
next-of-kin  or  a legal  guardian.  Since  im- 
mediate approval  for  organ  transplantations 
is  imperative,  the  Act  lists  the  next-of-kin 
in  order  of  priority  relationship.  Thus,  per- 
mission can  be  obtained  from  subsequent 
members  of  this  group  if  those  at  the  top  of 
the  list  cannot  be  contacted. 

Interstate  transfer 

Since  similar  legislation  has  now  been 
enacted  in  almost  90  per  cent  of  all  states, 
it  is  likely  we  shall  see  interstate  transfer 
of  organs  and  tissues  occurring  with  greater 
frequency. 

A recent  review  of  applicable  state  laws 
showed  that,  in  a great  majority  of  in- 
stances, there  is  no  specific  statutory  pro- 
hibition to  such  transportation. 

Hospital  eligibility 

What  does  the  passage  of  the  Uniform 
Anatomical  Gift  Act  mean  to  hospitals  and 
physicians  in  New  York  State?  For  one 
thing,  it  places  an  obligation  on  every  hos- 
pital, no  matter  how  small,  to  participate  in 
implementing  the  Act  so  that  after  death 
the  human  body  may  be  productively  utilized 
to  alleviate  pain,  save  lives,  and  further 
the  progress  of  medical  knowledge.  It  is 
urgent  that  all  members  of  the  medical  and 
legal  professions  join  with  a concerned  pub- 
lic in  a broad  educational  effort  to  promote 
understanding  and  use  of  this  enlightened 
legislation. 

If  your  hospital  has  been  deterred  in  the 
past  from  encouraging  anatomic  gifts  be- 
cause of  potential  problems,  it  can  now,  with 
the  backing  of  the  uniform  law,  make  sin- 
cere efforts  in  that  direction. 

Since  decisions  on  organ  and  tissue  trans- 
plantation must  be  made  without  delay,  it 
is  essential  that  hospitals  be  prepared  in 
advance  with  precisely  determined  steps  for 
carrying  out  such  important  procedures. 
Institutions  with  experience  in  performing 
organ  transplantations  have  learned  the 
value  of  establishing  all  necessary  steps  for 
the  smooth  and  expeditious  transfer  of  or- 
gans from  donor  to  recipient. 


2360  New  York  State  Journal  of  Medicine  / September  15,  1970 


Comment 

Many  physicians  have  been  reluctant  in 
the  past  to  ask  the  next-of-kin’s  permission 
for  organ  transplantation.  In  some  measure 
this  may  have  been  caused  by  uncertainty 
over  the  legal  implications  as  well  as  by  fear 
of  hostility  and  criticism  from  their  pa- 
tient’s families.  Valid  excuses  should  be  ex- 
tremely rare  now  that  the  Uniform  Anatom- 
ical Gift  Act  has  clarified  matters  and  estab- 
lished legally  acceptable  procedures.  Hos- 
pitals and  physicians  in  New  York  State  no 
longer  have  cause  to  hesitate  about  under- 
taking this  privileged  responsibility.  The 
transplantation  of  many  organs  is  increas- 
ingly successful,  and  the  physician  or  hos- 
pital not  making  a sincere  effort  to  obtain 
these  is  remiss  in  the  performance  of  basic 
medical  responsibilities. 

In  short,  the  time  is  here  for  all  of  us  to 
acquaint  our  patients  with  the  need  for 
donating  organs  and  tissues  by  inviting 
them  to  fill  out  the  new  donor  cards.  Once 
the  benefits  have  been  clearly  explained,  an 
informed  public  will  more  readily  grant  per- 
mission for  these  procedures  that  can  bring 
life  to  others  after  the  donor’s  death.  The 


importance  of  contributing  toward  the  con- 
quest of  disease  should  be  stressed.  And 
families  should  be  made  to  understand  the 
dignity  and  care  with  which  organs  are  re- 
moved, just  as  in  a surgical  operation,  with 
respect  for  the  body  and  its  preservation. 
With  implementation  of  the  Uniform  Ana- 
tomical Gift  Act,  there  is  no  longer  any  ex- 
cuse for  letting  inertia,  apathy  or  unaware- 
ness deprive  the  needy  of  organs  and  tissues 
which  can  now  be  readily  and  legally  avail- 
able. By  the  same  token,  it  becomes  our  col- 
lective obligation  to  overcome  with  logic 
the  objections  of  the  emotional  or  super- 
stitious who  would  deny  these  great  in- 
herent benefits  to  their  fellow  human  beings. 

1085  Park  Avenue 
New  York  City  10028 
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Appendix 

SENATE— ASSEMBLY 


January  27,  1970 


In  Senate  (S.  6665-B,  introduced  by  Mr. 
Lombardi)  : read  twice  and  ordered  printed, 
and  when  printed  to  be  committed  to  the 
Committee  on  Health — committee  discharged, 
bill  amended,  ordered  reprinted  as  amended 
and  recommitted  to  said  committee — commit- 
ted discharged,  bill  amended,  ordered  re- 
printed as  amended  and  recommitted  to  said 
committee 

AN 

To  amend  the  public  health  law,  in  relation  to 
gifts  of  all  or  part  of  a human  body  for  speci- 
fied purposes  and  repealing  section  four  thou- 
sand two  hundred  one  of  such  law 
The  People  of  the  State  of  New  York,  rep- 


In  Assembly  (A.  2489-B,  introduced  by 

Mr.  McCloskey,  multi-sponsored  by  Messrs. 
Wemple  and  Brewer)  : read  once  and  re- 

ferred to  the  Committee  on  Health — reported 
from  said  committee  with  amendments,  or- 
dered reprinted  as  amended  and  placed  on 
the  order  of  second  reading — reported  from 
committee,  advanced  to  a third  reading, 
amended  and  ordered  reprinted,  retaining  its 
place  on  the  order  of  third  reading 

ACT 

resented,  in  Senate  and  Assembly,  do  enact  as 
follows: 

Section  1.  The  public  health  law  is  hereby 
amended  by  adding  thereto  a new  article,  to  be 
article  forty-three,  to  read  as  follows : 
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Article  4.3.  Anatomical  Gifts 

Section  4300.  Definitions. 

4301.  — Persons  who  may  execute  an  anatomi- 

cal gift. 

4302.  Persons  who  may  become  donees  and 

'purposes  for  which  anatomical  gifts 
may  be  made. 

4303.  Manner  of  executing  anatomical  gifts. 

4304.  Delivery  of  document  of  gift. 

4305.  Revocation  of  the  gift. 

4306.  Rights  and  duties  at  death. 

4307.  Application. 

Section  4300.  Definitions.  As  used  in  this 
section,  the  following  terms  shall  have  the  fol- 
lowing meanings: 

1.  “Bank  or  storage  facility”  means  a hos- 
pital, laboratory  or  other  facility  licensed  or 
approved  under  the  laws  of  any  state  for  stor- 
age of  human  bodies  or  parts  thereof,  for  use 
in  medical  education,  research,  therapy,  or 
transplantation  to  individuals. 

2.  “Decedent”  means  a deceased  individual 
of  any  age  and  includes  a stillborn  infant  or 
fetus. 

3.  “Donor”  means  an  individual  who  makes 
a gift  of  all  or  part  of  his  body. 

4.  “Hospital”  means  a hospital  licensed,  ac- 
credited, or  approved  under  the  laws  of  any 
state  and  includes  a hospital  operated  by  the 
United  States  Government,  a state,  or  a sub- 
division thereof,  although  not  required  to  be 
licensed  under  state  laws. 

5.  “Part”  of  a body  includes  organs,  tis- 
sues, eyes,  bones,  arteries,  blood,  other  fluids 
and  other  portions  of  a human  body,  and  “part” 
includes  “parts." 

6.  “Person”  means  an  individual,  corpora- 
tion, government  or  governmental  subdivision 
or  agency,  business  trust,  estate,  trust,  partner- 
ship or  association,  or  any  other  legal  entity. 

7.  “Physician”  or  “ surgeon ” means  a physi- 
cian or  surgeon  licensed  or  authorized  to  prac- 
tice under  the  laws  of  any  state. 

8.  “State”  includes  any  state,  district,  com- 
monwealth, territory,  insular  possession,  and 
any  other  area  subject  to  the  legislative  au- 
thority of  the  United  States  of  America. 

Section  4301.  Persons  who  may  execute  an 
anatomical  gift.  1.  Any  individual  of  sound 
mind  and  eighteen  years  of  age  or  more  may 
give  all  or  any  part  of  his  body  for  any  purpose 
specified  in  section  four  thousand  three  hun- 
dred two  of  this  article,  the  gift  to  take  effect 
upon  death. 

2.  Any  of  the  following  persons,  in  the  order 
of  priority  stated,  may,  when  persons  in  prior 
classes  are  not  available  at  the  time  of  death, 
and  in  the  absence  of  actual  notice  of  contrary 
indications  by  the  decedent,  or  actual  notice  of 
opposition  by  a member  of  any  of  the  classes 
specified  in  paragraphs  (a),  (b),  (c),  (d)  or 
(e)  give  all  or  any  part  of  the  decedent’s  body 
for  any  purpose  specified  in  section  four  thou- 
sand three  hundred  two  of  this  article: 

(a)  the  spouse, 

(b)  an  adult  son  or  daughter, 

(c)  either  parent, 


(d)  an  adult  brother  or  sister, 

(e)  a guardian  of  the  person  of  the  decedent 
at  the  time  of  his  death, 

( f)  any  other  person  authorized  or  under  the 
obligation  to  dispose  of  the  body. 

3.  If  the  donee  has  actual  notice  of  con- 
trary indication  by  the  decedent  or  that  the 
yift  is  opposed  by  a member  of  any  of  the 
classes  specified  in  paragraphs  (a),  (b),  (c), 
(d)  or  (e),  the  donee  shall  not  accept  the  gift. 

4.  A gift  of  all  or  part  of  a body  authorizes 
any  examination  necessary  to  assure  medical 
acceptability  of  gift  for  the  purposes  intended. 

5.  The  rights  of  the  donee  created  by  the 
gift  are  paramount  to  the  rights  of  others  ex- 
cept as  provided  by  section  four  thousand  three 
hundred  seven  of  this  article. 

Section  4302.  Persons  who  may  become 
donees  and  purposes  for  which  anatomical  gifts 
may  be  made.  The  following  persons  may  be- 
come donees  of  gifts  or  bodies  or  parts  thereof 
for  the  purposes  stated: 

1.  any  hospital,  surgeon,  or  physician,  for 
medical  or  dental  education,  research,  advance- 
merit  of  medical  or  dental  science,  therapy,  or 
transplantation;  or 

2.  any  accredited  medical  or  dental  school, 
college  or  university  for  education,  research, 
advancement  of  medical  or  dental  science,  or 
therapy;  or 

3.  any  bank  or  storage  facility,  for  medical 
or  dental  education,  research,  advancement  of 
medical  or  dental  science,  therapy  or  trans- 
plantation; or 

4.  any  specific  donee,  for  therapy  or  trans- 
plantation needed  by  him. 

Section  4303.  Manner  of  executing  anatomi- 
cal gifts.  1.  A gift  of  all  or  part  of  the  body 
under  this  article  may  be  made  by  will.  The 
gift  becomes  effective  upon  the  death  of  the 
testator  without  waiting  for  probate.  If  the 
will  is  not  probated,  or  if  it  is  declared  invalid 
for  testamentary  purposes,  the  gift,  to  the  ex- 
tent that  it  has  been  acted  upon  in  good  faith, 
is  nevertheless  valid  and  effective. 

2.  A gift  of  all  or  part  of  the  body  under  this 
article  may  also  be  made  by  document  other 
than  a will.  The  gift  becomes  effective  upon  the 
death  of  the  donor.  The  document,  which  may 
be  a card  designed  to  be  carried  on  the  person, 
must  be  signed  by  the  donor  in  the  presence  of 
two  witnesses  who  must  sign  the  document  in 
the  donor’s  presence.  Delivery  of  the  docu- 
ment of  gift  during  the  donor’s  lifetime  is  not 
necessary  to  make  the  gift  valid. 

3.  The  gift  may  be  made  either  to  a specified 
donee  or  without  specifying  a donee.  If  the 
latter,  the  gift  may  be  accepted  by  and  utilized 
under  the  direction  of  the  attending  physician 
upon  or  following  death.  If  the  gift  is  made 
to  a.  specified  donee  who  is  not  available  at  the 
time  and  place  of  death,  the  attending 
physician  upon  or  following  death,  in  the 
absence  of  any  expressed  indication  that  the 
donor  desired  otherwise,  may  accept  the  gift  as 
donee.  The  physician  who  becomes  a donee 
under  this  subdivision  shall  not  participate  in 
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the  procedures  for  removing  or  transplanting  a 
part. 

4.  Subject  to  the  prohibitions  in  subdivision 
two  of  section  four  thousand  three  hundred  six 
the  donor  may  designate  in  his  will,  card  or 
other  document  of  gift  the  surgeon  or  physician 
to  carry  out  the  appropriate  procedures.  In 
the  absence  of  a designation,  or  if  the  designee 
is  not  available,  the  donee  or  other  person  au- 
thorized to  accept  the  gift  may  employ  or  au- 
thorize any  surgeon  or  physician  for  the  pur- 
pose. 

5.  Any  gift  by  a person  designated  in  sub- 
division two  of  section  four  thousand  three 
hundred  one  of  this  article  shall  be  by  a docu- 
ment signed  by  him  or  made  by  his  telegraphic, 
recorded  telephonic,  or  other  recorded  message. 

Section  4304.  Delivery  of  document  of  gift. 
If  the  gift  is  made  by  the  donor  to  a specified 
donee,  the  will,  card  or  other  document  or  an 
executed  copy  thereof,  may  be  delivered  to  him 
to  expedite  the  appropriate  procedures  immedi- 
ately after  death  delivery  is  not  necessary  to 
validity  of  the  gift.  The  will,  card  or  other 
document,  or  an  executed  copy  thereof,  may  be 
deposited  in  any  hospital,  bank,  storage  facility 
or  registry  office  that  accepts  it  for  safe-keep- 
ing or  for  facilitation  of  procedures  after  death. 
On  request  of  an  interested  party  upon  or  after 
the  donor’s  death,  the  person  in  possession  shall 
produce  the  document  for  examination. 

Section  4305.  Revocation  of  the  gift.  1.  If 
the  will,  card,  or  other  document  or  executed 
copy  thereof  has  been  delivered  to  a specified 
donee,  the  donor  may  amend  or  revoke  the  gift 
by: 

(a)  The  execution  and  delivery  to  the  donee 
of  a signed  statement,  or 

(b)  an  oral  statement  of  revocation  made  in 
the  presence  of  two  persons,  communicated  to 
the  donee,  or 

(c)  a statement  during  a terminal  illness  or 
injury  addressed  to  an  attending  physician  and 
communicated  to  the  donee,  or 

(d)  a signed  card  or  document,  found  on  his 
person  or  in  his  effects. 

2.  Any  document  of  gift  which  has  not  been 


delivered  to  the  donee  may  be  revoked  in  the 
manner  set  out  in  subdivision  one  of  this  sec- 
tion or  by  destruction,  cancellation,  or  mutila- 
tion of  the  document  and  all  executed  copies 
thereof. 

3.  Any  gift  made  by  a will  may  be  revoked 
or  amended  in  the  manner  provided  for  revoca- 
tion or  amendment  of  wills  or  as  provided  in 
subdivision  one  of  this  section. 

Section  4306.  Rights  and  duties  at  death. 

1.  The  donee  may  accept  or  reject  the  gift. 
If  the  donee  accepts  a gift  of  the  entire  body,  he 
may,  subject  to  the  terms  of  the  gift,  authorize 
embalming  and  the  use  of  the  body  in  funeral 
services.  If  the  gift  is  of  a part  of  the  body, 
the  donee  upon  the  death  of  the  donor  and  prior 
to  embalming,  may  cause  the  part  to  be  re- 
moved without  unnecessary  mutilation.  After 
removal  of  the  part,  custody  of  the  remainder 
of  the  body  vests  in  the  surviving  spouse,  next 
of  kin,  or  other  persons  under  obligation  to 
dispose  of  the  body. 

2.  The  time  of  death  shall  be  certified  by  the 
physician  who  attends  the  donor  at  his  death 
and  one  other  physician,  neither  of  whom  shall 
participate  in  the  procedure  for  removing  or 
transplanting  the  part. 

3.  A person  who  acts  in  good  faith  in  accord 
with  the  terms  of  this  article  or  with  the  ana- 
tomical gift  laws  of  another  state  is  not  liable 
for  damages  in  any  civil  action  or  subject  to 
prosecution  in  any  criminal  proceedings  for  his 
act. 

Section  4307.  Application.  The  provisions 
of  this  article  shall  not  be  deemed  to  super- 
sede or  affect  the  provisions  of  the  public  health 
law  relating  to  the  functions,  powers  and  du- 
ties of  coroners,  coroner’s  physicians  or  medical 
examiners. 

Section  2.  Section  four  thousand  two  hun- 
dred one  of  such  law  is  hereby  repealed. 

Section  3.  This  act  shall  take  effect  immedi- 
ately. 

Note.  Section  4201  of  the  Public  Health  Law,  proposed 
to  be  repealed  by  this  act,  relates  to  pre-arranged  disposi- 
tion of  bodies,  after  death,  and  is  rendered  obsolete  by  this 
bill. 
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Letters  to  the  Editor 


Song  of  the  swan 

To  the  Editor:  Retiring  from  practice  after 

thirty-eight  years  of  devotion  to  the  specialty 
practice  of  otolaryngology,  this  swan  felt  duty- 
bound  to  sing  a song  of  diagnostic  technics, 
therapeutic  measures,  and  modest  achievements 
which  have  given  him  and  his  patients  the 
greatest  satisfaction. 

Turgescent  turbinate 

Foremost  on  this  list  is  the  rewarding  man- 
agement of  the  ubiquitous  turgescent  turbinate. 
The  patient  with  this  air-blocking  devil  too 
frequently  had  suffered  through  the  usual 
routine  of  decongestants  and  antihistamines, 
complete  allergy  work-up,  change  of  environ- 
ment and/or  jobs,  and/or  mates,  and/or  rhi- 
nologists,  plus  a barrage  of  supplemental 
measures  recommended  by  the  allergist,  the 
internist,  the  psychiatrist,  the  nutritionist,  the 
food  faddist,  and  the  patient’s  self-assured  rela- 
tives. 

All  failing,  the  persistently  blocking  turbi- 
nates were  subjected  to  a series  of  electro- 
coagulations, spacing  the  treatment  on  each 
turbinate  two  weeks  apart  to  allow  for  post- 
treatment healing.  The  technic  is  simple  and 
consists  of  a preliminary  anesthetic  pack  fol- 
lowed by  a slow,  linear  tracing  from  the  pos- 
terior to  the  anterior  tips  with  a bipolar  elec- 
trode. The  immediate  result  is  a grayish-white 
line,  about  Vis-inch  wide  (1  mm.)  bisecting  the 
horizontal  length  of  the  turbinate.  The  pro- 
cedure is  repeated  two  to  six  times  on  each 
turbinate  depending  on  the  response  to  each 
treatment  and  the  degree  of  the  original  turges- 
cence.  The  final  result  is  a slightly  kidney- 
shaped, firm  turbinate  which  permits  continu- 
ous nasal  breathing  without  diminishing  its 
ciliary  function  and  physiologic  normalcy. 

Especially  responsive  to  this  electrocoagula- 
tion method  were  localized  enlarged  areas  like 
mulberry  tips,  the  reduction  to  nonblocking  size 
being  most  effective.  The  writer  also  used 
electrocoagulation  routinely  as  a concluding 
step  in  nasal  polypectomies  and  during  their 
follow-up  care  to  discourage  and  minimize  re- 
growths. Many  grateful  patients  resulted  from 
this  use  of  electrocoagulation,  especially  those 
who  had  “tried  everything”  to  relieve  their 
persistent  nasal  blockage. 

Inspiratory  crowing 

My  postgraduate  teachers  in  1930  in  Vienna 
frequently  yelled  themselves  hoarse  trying  to 


coerce  a hoarse  patient  to  cooperate  in  a diffi- 
cult indirect  laryngoscopic  examination.  Often, 
the  problem  was  a large  pendulous  epiglottis 
which  successfully  and  frustratingly  blocked 
the  mirror  view  of  the  endolarynx.  I endured 
similar  travail  on  many  occasions  until,  quite 
by  accident,  an  inordinately  large  epiglottis 
popped  out  of  the  way  during  a crowing  in- 
spiration. Thereafter,  mirror  examination  of 
the  larynx  included  inspiratory  crowing,  and 
the  better  the  patient  crowed,  the  easier  it  be- 
came to  visualize  all  areas  of  the  endolarynx — 
supraglottic,  glottic,  and  subglottic.  I un- 
reservedly recommend  this  addition  to  the 
falsetto  “aye”  and  “eee”  which  frequently  fail 
to  do  anything,  either  visually  or  musically.  A 
minor  drawback  is  the  effect  on  other  patients 
in  the  office  suite  who  are  startled  by  the 
raucous  crowing. 

Otalgia 

Through  my  background  in  dentistry,  a 
D.D.S.  degree  in  1921,  there  was  included  a 
reasonably  good  look  at  the  teeth  and  gums 
during  all  ear,  nose,  and  throat  examinations. 
Thus,  on  many  occasions,  an  otalgia  has  been 
eliminated  by  referral  to  a dentist  for  the 
treatment  of  caries  in  a lower  molar  or  a bi- 
cuspid, periapical  infection,  pyorrhea,  gingi- 
vitis, ulcerations,  impactions,  and  other  condi- 
tions. Too,  preauricular  pain  and/or  tinnitus 
were  on  occasion  traced  to  malpositioning  or  a 
pathologic  condition  in  the  temperomandibular 
joint.  This  is  no  original  information  for  the 
otologist,  but  the  examining  procedure  is  in- 
sufficiently employed  for  no  valid  reason,  in  my 
opinion. 

Palpation  of  cervical  vertebrae 

A source  of  considerable  satisfaction  was  the 
routine  palpation  of  the  cervical  vertebral  area, 
including  radiographic  studies  when  indicated. 
From  this  nonotorhinologic  examination,  I was 
able,  in  a surprising  number  of  cases,  to  iden- 
tify the  origin  of  unexplained  facial  pains, 
migrainous  attacks,  episodes  of  Meniere’s  syn- 
drome, inexplicable  pains  in  the  “sinus  zones,” 
and  similar  vague  aches  and  pains  in  the  head. 
Thus,  all  patients  with  an  exquisite  point  of 
tenderness  along  the  central  or  lateral  borders 
of  the  cervical  spine,  loss  of  the  normal  lordotic 
curve,  discopathy,  and/or  cervical  muscle  spasm 
were  broadly  considered  to  have  “posterior 
cervical  sympathetic  neuralgia”  and  were  re- 
ferred to  an  orthopedic  surgeon.  A fair  per- 


2364  New  York  State  Journal  of  Medicine  / September  15,  1970 


centage  of  these  patients  responded  dramati- 
cally to  a series  of  intermittent  head  tractions, 
and/or  cervical  collars,  and/or  cervical  neck 
pillows.  The  patients  who  benefited  were  vocal 
in  their  expressions  of  gratitude. 

Howard  ligature  clamp 

Primary  bleeding  during  or  within  twenty- 
four  hours  of  an  adenotonsillectomy  has  been 
my  pet  aversion,  to  put  it  mildly.  Despite  the 
diligent  use  of  a Howard  ligature  clamp  in  ob- 
taining complete  hemostasis  in  the  patient  on 
the  operating  table,  which  included  the  tying 
of  nasopharyngeal  bleeders  made  visible  by 
strong  retraction  of  the  soft  palate,  bleeding 
occurred,  again  requiring  the  use  of  my 
Howard  clamp.  The  important  feature  in  its 
use  is  to  soften  adequately  the  number  1 catgut 
prior  to  loading  the  instrument.  A tie  took 
approximately  ten  seconds  to  do.  It  was 
eminently  satisfying  to  handle  bleeders  cleanly 
and  quickly,  and  I warmly  recommend  master- 
ing its  use  for  the  efficient,  time-saving  manage- 
ment of  primary  bleeding  in  patients  undergo- 
ing adenotonsillectomies. 

Rhinitis  caseosa 

Early  in  my  practice,  there  arose  a baffling 
condition  in  a patient  at  an  ear,  nose,  and 
throat  clinic  of  a city  hospital  which  turned 
out  to  be  rhinitis  caseosa.  A prodigious  amount 
of  research  followed  in  which  I uncovered  104 
references,  mostly  written  in  the  European  and 
oriental  languages.  This  necessitated  a “Sher- 
lock Holmes”  search  of  colleagues  who  knew 
each  tongue  and  who  would  spare  the  time  to 
translate  the  article  in  question  for  my  edifica- 
tion. I derived  much  satisfaction  in  seeing  this 
handiwork  published,  an  important  feature 
of  which  was  the  exhaustive  bibliography  for 
the  convenience  of  future  investigators.  It 
might  interest  the  reader  to  know  that,  in  the 
thirty-six  years  that  followed,  I never  again 
saw  a case  of  rhinitis  caseosa,  truly  an  aca- 
demic exercise  for  the  intellectually  curious 
person  with  a low'  boiling  point  for  the  un- 
usual. 

Nose  clip  for  swimmers 

I take  modest  pride  in  seeing  my  brain  child, 
the  nose  clip  for  swimmers,  become  widely  ac- 
cepted by  physicians,  health  educators,  and 
swimming  instructors.  This  laborious  endeavor 
and  the  unflattering  cosmetic  effect  were  indeed 
discouraging  hurdles.  However,  when  the 
“doubting  Thomases”  realized  that  all  warm- 


blooded aquatic  animals  closed  their  nostrils 
reflexly  with  a compressor  narium  before  sub- 
merging and  when  it  was  proved  that  no 
breathing  technic  can  keep  water  from  entering 
the  nasal  passages,  especially  when  diving,  re- 
sistance to  the  use  of  the  nose  clip  was  slowly 
dissipated.  This  was  a source  of  deep  gratifi- 
cation to  me  because  I sincerely  feel  the  nose 
clip  has  contributed  to  the  reduction  of  sinus 
and  ear  infections  in  swimmers  and  divers. 

Conclusion 

Thus  the  song  ends,  and  I have  satisfied  my 
inner  urge  to  retire  gracefully  on  an  harmoni- 
ous note.  This  opus  is  not  meant  to  be  a 
sentimental  journey  but  rather  a desire  to  ful- 
fill an  obligation  to  the  profession  by  recording 
experiences,  suggestions,  and  opinions  for  pos- 
sible edification  of  and  practical  application  by 
my  colleagues. 

David  Mezz,  M.D.,  D.D.S. 
3901  South  Ocean  Drive 
Hollywood,  Florida  33020 

Prenatal  care  and  pediatrician 

To  the  Editor:  I read  with  great  interest  the 

article  on  prenatal  care  by  Merton  Hatch, 
M.D.,  in  the  July  1,  1970,  issue  of  the  New 
York  State  Journal  of  Medicine.  He  writes 
clearly  and  properly  about  the  details  which 
must  be  attended  to  in  order  to  safely  deliver  a 
normal  newborn  infant  of  a woman  who  may 
or  may  not  be  in  the  best  of  physical  and  psy- 
chologic health. 

But  never  once  does  he  mention  the  necessity 
of  establishing  contact  with  a pediatrician  dur- 
ing the  pregnancy.  All  too  often,  the  first  we 
hear  of  a potential  high-risk  neonate  is  after 
the  delivery.  I feel  that  we  have  much  to  offer 
the  pregnant  woman  and  her  husband,  espe- 
cially if  it  is  a first  pregnancy,  if  only  we  were 
consulted  during  the  pregnancy.  We  should  be 
forewarned  of  psychologic  problems  that  may 
affect  the  mother’s  care  of  her  infant  and  of 
medical  problems,  such  as  diabetes  mellitus, 
toxemia  of  pregnancy,  hyperthyroidism,  and 
blood  incompatibilities  that  put  her  infant  “at 
risk.” 

I would  respectfully  request  our  obstetrical 
colleagues  to  consider  pediatric  consultation  as 
a proper  and  necessary  part  of  prenatal  care. 

Leonard  Levy,  M.D.,  F.A.A.P. 
2118  East  Genesee  Street 
Syracuse,  New  York  13210 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 

Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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1970 

30th  ANNUAL  CONVENTION 


AMERICAN  MEDICAL 
WRITERS  ASSOCIATION 


Thursday  to  Sunday  ■ September  24,  25,  26,  and  27,  1970 
The  Waldorf-Astoria,  New  York  City 


General  Information 

The  1970  annual  convention  of  the  American  Medical  Writers  Association  will  provide  a unique 
opportunity  for  editors,  writers,  and  researchers  in  the  medical  and  advertising  fields  to  exchange 
ideas  with  their  colleagues  and  to  keep  abreast  of  what’s  new  in  science  communications.  The 
program  features  roundtables,  workshops,  symposia,  and  panel  discussions.  Program  participants 
include  some  of  the  best  known  names  in  medicine  and  advertising — and  some  of  the  nation’s  top 
medical  editors  and  authors. 


THURSDAY,  SEPTEMBER  24 

12  Noon  to  9:00  p.m. 

Registration,  Silver  Corridor,  third  floor 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  AMWA 

2:00  p.m. 

COMMITTEE  MEETINGS,  fourth  floor 
(all  members  invited) 

2:00  to  3:00  p.m. 

Constitution  and  Bylaws,  Louis  XVI  East 
Milton  J.  SchifTrin,  Ph.D.,  Chairman 
Publications,  Jansen  Suite 
Elvira  Stahl,  Chairman 

3:00  to  4:00  p.m. 

Education,  Park  Avenue  South 
Lois  DeBakey,  Ph.D.,  Chairman 
Liaison,  Park  Avenue  North 
Shirley  M.  Linde,  Chairman 

4:00  to  5:00  p.m. 

Budget  and  Finance,  Louis  XVI  West 
Stephen  T.  Donohue,  Chairman 
Membership,  Park  Avenue  Center 
Keith  W.  Sehnert,  M.D.,  Chairman 

3:00  p.m. 

Guided  Tour  of  Metropolitan  Museum  of  Art,  celebrating  its  centenary;  refresh- 
ments will  be  available  in  the  beautiful  fountain  restaurant  (bus  leaves  from 
hotel) 

8:30  p.m. 

THEATRE  PARTIES — Broadway  musicals:  Hair,  Coco,  1776 

September  15,  1970  / New  York  State  Journal  of  Medicine  2367 


FRIDAY,  SEPTEMBER  25 


8 : 30  a.m.  to  5 : 00  p.m. 

Registration,  Silver  Corridor,  third  floor 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  AMWA 


9:00  a.m. 

OPENING  SESSION,  Empire  Room,  lobby  level 
Welcoming  Remarks 

William  Hammond,  M.D.,  New  York  City,  Chairman,  1970  AMWA  Con- 
vention 

Past  President,  AMWA;  Editor,  New  York  State  Journal  of  Medicine 
Opening  Remarks  and  Introductions 

Charles  G.  Roland,  M.D.,  Rochester,  Minnesota 
President,  AMWA;  Chairman,  Department  of 
Biomedical  Communications,  Mayo  Clinic 
Introductions: 

Representative,  City  of  New  York 
Joel  L.  Shapiro,  Cranbury,  New  Jersey 

President,  Metropolitan  New  York  Chapter,  AMWA 
James  E.  McCormack,  M.D.,  New  York  City 
Program  Chairman,  1970  AMWA  Convention 


9:30  a.m. 

PLENARY  SESSION 

THE  LITERARY  ASPECTS  OF  MEDICAL  LITERATURE 

William  B.  Ober,  M.D.,  New  York  City,  Chairman 

Attending  Pathologist,  Beth  Israel  Hospital;  Associate  Professor  of  Pathology, 
Mount  Sinai  School  of  Medicine 

So  Long  as  Doctors  Have  to  Think 

Jacques  Barzun,  Ph.D.,  New  York  City 

University  Professor,  Special  Assistant  to  the  President  on  the  Arts,  Columbia 
University 

Problems  in  Popularizing  Medical  News:  Illustrative  Case  Histories 

Hillier  Krieghbaum,  New  York  City 

Professor,  Department  of  Journalism,  New  York  University 

American  Medical  Literature:  An  Historical  View 

John  B.  Blake,  Ph.D.,  Bethesda,  Maryland 

Chief,  History  of  Medicine  Division,  National  Library  of  Medicine 


12  Noon 

LUNCHEON,  Hilton  Room,  lobby  level 
Charles  G.  Roland,  M.D.,  presiding 
ADDRESS:  Nothing  New  Under  the  Sun 

Francis  J.  Braceland,  M.D.,  Hartford,  Connecticut 
Editor,  American  Journal  of  Psychiatry;  Senior 
Consultant  and  formerly  Psychiatrist-in-Chief,  Institute  of  Living 


2:00  p.m. 

PLENARY  SESSION,  Empire  Room,  lobby  level 

THE  STATE  OF  THE  ARTS  OF  MEDICAL  COMMUNICATION 
Charles  G.  Roland,  M.D.,  Chairman 

The  Published  Word 

Lester  S.  King,  M.D.,  Chicago,  Illinois 

Senior  Editor,  Journal  of  the  American  Medical  Association 

The  State  of  Medical  Reporting  to  the  Public 
Earl  Ubell,  New  York  City 

Science  Editor,  WCBS-TV  News 
Biomedical  Communications — The  Visual  Disciplines 
Carroll  H.  Weiss,  New  York  City 
President,  Camera  M.D.  Studios,  Inc. 
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The  State  of  the  Promotional  Arts 
L.  W.  Frohlich,  New  York  City 

Chairman  of  the  Board,  L.  W.  Frohlich  & Company/Intereon  International 
Inc. 

The  State  of  the  Audio-Visual  and  Related  Arte 
Frank  M.  Woolsey,  Jr.,  M.D.,  Albany,  New  York 
Associate  Dean,  Albany  Medical  College 

4:30  p.m. 

ANNUAL  BUSINESS  MEETING,  Empire  Room,  lobby  level 

6:30  p.m. 

PRESIDENT’S  RECEPTION,  Gold  Room,  eighteenth  floor 

7:30  p.m. 

AWARDS  DINNER  AND  DANCE,  Starlight  Roof,  eighteenth  floor 
Music  by  Jack  Kahner  and  his  Orchestra 
S.  J.  London,  M.D.,  Chairman,  Awards  Committee 

SATURDAY,  SEPTEMBER  26 

8:30  a.m.  to  5 : 00  p.m. 

Registration,  Silver  Corridor,  third  floor 

Hospitality  Center,  Basildon  Room,  third  floor 

Coffee  bar,  courtesy  Metropolitan  New  York  Chapter,  AMWA 

9:00  a.m. 

PLENARY  SESSION,  Astor  Gallery,  third  floor 

THE  COMMUNICATION  OF  HEALTH  INFORMATION  TO  THE  PUBLIC 
Eric  W.  Martin,  Ph.D.,  Woodcliff,  New  Jersey,  Chairman 

President-Elect,  AMWA;  Director  of  Medical  Communications,  Lederle 
Laboratories 
ADDRESS 

Roger  O.  Egeberg,  M.D.,  Washington,  D.C., 

Assistant  Secretary  for  Health  and  Scientific  Affairs,  Department  of  Health, 
Education,  and  Welfare 

Panel 

Paul  F.  Cranefield,  M.D.,  New  York  City,  Moderator 

Associate  Professor,  The  Rockefeller  University;  Editor,  The  Journal  of  General 
Physiology 

George  James,  M.D.,  New  York  City 
President,  Mount  Sinai  Medical  Center 
Grace  Naismith,  New  York  City 

Writer  and  Consultant  Editor,  The  Reader’s  Digest 
Anne  R.  Somers,  Princeton,  New  Jersey 

Research  Associate,  Industrial  Relations  Section,  Princeton  University 

12  Noon 

LUNCHEON,  Jade  Room,  third  floor 

Eric  W.  Martin,  Ph.D.,  Presiding 
FELLOWSHIP  AWARDS: 

Presentation  of  Candidates:  Jerome  Harris,  Ph.D.,  Chairman,  Fellowship 
Committee 

ADDRESS:  Drugs  and  the  Consumer 

Louis  C.  Lasagna,  M.D.,  Rochester,  New  York 

Chairman  of  the  Department  and  Professor  of  Pharmacology  and  Toxicology, 
University  of  Rochester  School  of  Medicine  and  Dentistry 

2:30  p.m. 

CONCURRENT  ROUNDTABLE  DISCUSSIONS 

Joel  L.  Shapiro,  Cranbury,  New  Jersey,  General  Organizer 

President,  New  York  Metropolitan  Chapter,  AMWA;  Director,  Medical 
Communications  Department,  Wallace  Pharmaceuticals 

1.  Jade  Room,  third  floor 

POSTGRADUATE  MEDICAL  EDUCATION:  THREE  POINTS  OF  VIEW 

Behaviorist:  August  A.  Fink,  Jr.,  Ph.D.,  Greenwich,  Connecticut,  Organizer- 

Moderator 

Publisher,  Patient  Care 

Producer:  Lewis  A.  Miller,  Greenwich,  Connecticut 

President,  Miller  and  Fink  Publishing  Corporation 
Consumer:  Norman  W.  Jankowski,  D.O.,  Northfield,  Ohio 

Member  of  Board  of  Editors,  Patient  Care 
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2.  Astor  Gallery,  third  floor 

THE  MEDICAL  WRITER’S  INFORMATION-PROCESSING  AIDS  FOR 
THE  1970’S:  OPTIMAL  USE  OF  COMPUTERS  AND  COMPUTER-BASED 

SERVICES 

Boris  R.  Anzlowar,  Chatham,  New  Jersey,  Organizer-Moderator 
Technical  Director,  Pharmaco-Medical  Documentation 
Walter  R.  Beam,  Ph.D.,  Chappaqua,  New  York 
President,  Beam  Associates 
Melvin  Weinstock,  Philadelphia,  Pennsylvania 

Director  of  Marketing/SCI  Group  and  Senior  Information  Scientist,  Institute 
for  Scientific  Information 
Burgess  L.  Gordon,  M.D.,  Chicago,  Illinois 

Division  of  Scientific  Activities,  American  Medical  Association;  Editor,  Current 
Procedural  Terminology ; Current  Medical  Information  and  Terminology;  and 
Thesaurus  of  Medical  Descriptors 

3.  Park  Avenue  Suite  South  and  Center,  fourth  floor 

NEW  DIRECTIONS  IN  MEDICAL  ADVERTISING  AND  PROMOTION 
Harry  A.  Sweeney,  Jr.,  New  York  City,  Organizer-Moderator 
Vice-President  and  Creative  Director,  Shaller-Rubin  Company 
Edward  Rasp,  New  York  City 
President,  Comtact  Corporation 
Joseph  E.  Funnell,  Kansas  City,  Kansas 
President,  Joseph  E.  Funnell  Associates 

DEMONSTRATIONS,  Louis  XVI  Suite,  fourth  floor 

Electronic  Methods  of  Medical  Communications 
Medical  Juke  Box 

Frank  M.  Woolsey,  Jr.,  M.D.,  Albany,  New  York 
CBS  Electronic  Video  Recording 
Robert  E.  Brockway,  New  York  City 

President,  CBS  Electronic  Video  Recording  Division 
Jay  Raeben,  New  York  City 

President,  Visual  Information  Systems  of  New  York,  Division  of  The  Republic 
Corporation 

Merrill  J.  Shepro,  D.D.S.,  Chicago,  Illinois 
President,  Scientific  Communications,  Inc. 

IBM  Demonstration 

7:30  p.m. 

A NIGHT  ON  THE  TOWN — Rainbow  Grill,  top  of  the  RCA  Building  at  Rocke- 
feller Center,  Cocktails,  Dinner,  entertainment,  and  dancing 

SUNDAY,  SEPTEMBER  27 

9:00  a.m. 

Boat  trip  around  the  island  of  Manhattan — continental  breakfast  aboard  ship 
(bus  to  and  from  Waldorf-Astoria  Hotel) 

10:00  a.m. 

CONCURRENT  WORKSHOPS 

1.  Starlight  Roof,  eighteenth  floor 
“Freelance  Medical  Writing,  Quo  Vadis?” 

Edmund  F.  Lindner,  Stamford,  Connecticut,  Organizer 

Vice-President  and  Director  of  Plans,  Stewart- Williams  Associates 
Norton  Bramesco,  New  York  City,  Moderator 

Vice-President  and  Creative  Director,  L.  W.  Frohlich  & Company,  Inc. 

2.  Starlight  Roof,  eighteenth  floor 
"The  Medical  Writer  in  the  Drug  Company” 

Joel  L.  Shapiro,  Cranbury,  New  Jersey,  Organizer — Moderator 
Elizabeth  Newman,  M.D.,  Nutley,  New  Jersey 

Director,  Medical  Literature  Department,  Hoffmann-La  Roche,  Inc. 

Walter  Hoskins,  Ph.D.,  Morris  Plains,  New  Jersey 

Director  of  Medical  Communications,  Warner  Lambert  Laboratories 
Jay  A.  Folkes,  West  Point,  Pennsylvania 

Manager,  Creative  Service,  Merck  Sharp  & Dohme 

For  further  information  and  registration  forms,  please  write  to:  W.  Wayne  Curtis,  Executive 

Secretary,  American  Medical  Writers  Association,  420  Lexington  Avenue,  New  York,  New  York 
10017. 
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Necrology 


Henri  I.  Berlowe,  M.D.,  of  White  Plains,  died 
on  July  13  at  the  age  of  eighty-five.  Dr.  Ber- 
lowe graduated  in  1910  from  Long  Island  Col- 
lege Hospital.  He  had  been  an  assistant  at- 
tending physician  at  Grasslands  Hospital.  Dr. 
Berlowe  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Lewis  H.  Bronstein,  M.D..  of  New  York  City, 
died  on  July  19  at  the  age  of  sixty-one.  Dr. 
Bronstein  graduated  in  1933  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
associate  director  of  medicine  at  Beekman- 
Downtown  Hospital,  an  attending  physician  at 
Gracie  Square  Hospital,  and  an  associate  at- 
tending physician  in  rehabilitation  medicine  at 
Goldwater  Memorial  Hospital.  Dr.  Bronstein 
was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  Col- 
lege of  Physicians,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  Industrial 
Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  C.  Caponegro,  M.D.,  of  Brooklyn,  died 
on  July  9 at  the  age  of  sixty-one.  Dr.  Capone- 
gro graduated  in  1933  from  Long  Island  Col- 
lege of  Medicine.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Raymond  E.  Fenner,  M.D.,  of  Syracuse,  died  on 
July  23  at  the  age  of  seventy-nine.  Dr.  Fenner 
graduated  in  1922  from  Syracuse  University 
College  of  Medicine.  He  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Harold  Garofalo,  M.D.,  of  Syracuse,  died 
on  July  27  at  the  age  of  sixty-eight.  Dr.  Garo- 
falo graduated  in  1929  from  Cornell  University 
Medical  College.  He  was  a senior  surgeon  at 
Community-General  Hospital  of  Greater  Syra- 
cuse. Dr.  Garofalo  was  a member  of  the  Syra- 
cuse Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

John  Edward  Gillick,  M.D.,  of  Westbury,  died 


on  August  1 at  the  age  of  fifty-seven.  Dr. 
Gillick  graduated  in  1940  from  McGill  Univer- 
sity Faculty  of  Medicine.  He  was  a past  presi- 
dent of  the  Nassau  County  Tuberculosis  As- 
sociation. Dr.  Gillick  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Donald  Soults  Graves,  M.D.,  of  Marcy,  died  on 
July  19  at  the  age  of  fifty-one.  Dr.  Graves 
graduated  in  1943  from  Syracuse  University 
College  of  Medicine.  He  was  supervising 
psychiatrist  at  Marcy  State  Hospital  and  a 
consulting  psychiatrist  at  Faxton  Hospital. 
Dr.  Graves  was  a member  of  the  American 
Psychiatric  Association,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Harkavy,  M.D.,  of  The  Bronx,  died  on 
July  9 at  the  age  of  seventy-two.  Dr.  Harkavy 
graduated  in  1928  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a clini- 
cal assistant  physician  (off  service)  at  Bronx- 
Lebanon  Hospital  Center.  Dr.  Harkavy  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  Walgrove  Henry,  M.D.,  of  Brooklyn, 
died  on  July  21  at  the  age  of  eighty-seven.  Dr. 
Henry  graduated  in  1906  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  an  emeritus  physician  at  St.  John’s 
Episcopal  Hospital.  Dr.  Henry  was  a member 
of  the  Pan-American  Medical  Association,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Juan  Jimenez,  M.D.,  of  New  York  City,  died  on 
June  19  at  the  age  of  seventy-seven.  Dr. 
Jimenez  graduated  in  1917  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a 
Diplomate  of  the  American  Board  of  Radiology 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Oswald  R.  Jones,  M.D.,  of  New  York  City,  died 
on  July  19  at  the  age  of  seventy-three.  Dr. 
Jones  graduated  in  1923  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  St.  Luke’s 
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Hospital,  an  honorary  physician  in  tubercu- 
losis at  Southampton  Hospital  Association,  and 
a consulting  physician  in  chest  diseases  at 
Bellevue  Hospital.  Dr.  Jones,  who  founded  and 
was  first  director  of  the  Cardiorespiratory  Lab- 
oratory at  St.  Luke’s  Hospital  and  was  presi- 
dent of  the  medical  board  from  1954  to  1956, 
was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  Col- 
lege of  Physicians,  and  a member  of  the  Ameri- 
can Clinical  and  Climatological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Robert  Atherton  MacTaggart,  M.D.,  of  Sche- 
nectady, died  on  June  21  at  the  age  of  seventy- 
nine.  Dr.  MacTaggart  graduated  in  1917  from 
Albany  Medical  College.  He  was  a member  of 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  Ney,  M.D.,  of  Gowanda,  died  on  June 
28  at  the  age  of  seventy-three.  Dr.  Ney  re- 
ceived his  medical  degree  from  the  University 
of  Munich  in  1921.  He  was  an  attending  physi- 
cian at  Gowanda  State  Hospital  (Helmuth). 
Dr.  Ney  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Cattaraugus  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Francesco  Miraglia,  M.D.,  of  New  York  City, 
died  on  July  26  at  the  age  of  eighty-two.  Dr. 
Miraglia  graduated  in  1913  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital and  from  the  University  of  Palermo  in 
1923.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ralph  I).  Reid,  M.D.,  of  Schenectady,  died  on 
April  7 at  the  age  of  seventy.  Dr.  Reid  gradu- 
ated in  1917  from  Cornell  University  Medical 
College.  Retired,  the  Schenectady  County 
Medical  Society  (of  which  he  was  a member) 
passed  a memorial  resolution  on  the  fourth  of 
May.  Dr.  Reid  was  also  a member  of  the 
American  Academy  of  General  Practice,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  Conrad  Reifenstein,  Sr.,  M.D.,  of  Syra- 
cuse, died  on  July  25  at  the  age  of  ninety.  Dr. 
Reifenstein  graduated  in  1904  from  Syracuse 
University  College  of  Medicine.  He  was  a con- 
sulting physician  in  psychiatry  at  Community- 
General  Hospital  of  Greater  Syracuse,  a senior 


physician  at  State  University  and  Syracuse 
Memorial  Hospitals,  and  a consultant  in  in- 
ternal medicine  at  Potsdam  Hospital.  Dr. 
Reifenstein  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Cardiovascular 
Diseases),  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Syracuse 
Academy  of  Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  Society  of  Internal 
Medicine,  the  Onondaga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jonathan  L.  Serxner,  M.D.,  of  New  York  City, 
died  on  July  2 at  the  age  of  thirty-two.  Dr. 
Serxner  graduated  in  1963  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a clinical  instructor  in  psychiatry  at 
Downstate  Medical  Center. 

Francis  Anthony  Sileo,  M.D.,  of  Brooklyn,  died 
on  July  24  at  the  age  of  seventy-three.  Dr. 
Sileo  graduated  in  1919  from  University  and 
Bellevue  Hospital  Medical  College.  Retired,  he 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Irving  Smiley,  M.D.,  of  The  Bronx,  died  on  July 
31  at  the  age  of  eighty-two.  Dr.  Smiley  gradu- 
ated in  1909  from  Long  Island  College  Hospital. 
He  was  an  honorary  consulting  gynecologist  at 
Bronx-Lebanon  Hospital  Center.  Dr.  Smiley 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Gotthold  Steinhardt,  M.D.,  of  Rochester,  died 
on  June  29  at  the  age  of  seventy-four.  Dr. 
Steinhardt  received  his  medical  degree  from  the 
University  of  Breslau  in  1920.  He  was  an  at- 
tending physician  in  general  practice  at  High- 
land Hospital  of  Rochester.  Dr.  Steinhardt 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  John  Weigel,  M.D.,  of  Buffalo,  died  on 
March  11,  1969,  at  the  age  of  fifty-eight.  Dr. 
Weigel  graduated  in  1935  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  as- 
sociate attending  physician  at  Millard  Fill- 
more Hospital.  Dr.  Weigel  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Officers/County  Medical  Societies/1970 

TOTAL  MEMBERSHIP  AS  OF  MAY  1,  1970—27,305 


County 


President 


Secretary 


Treasurer 


Albany . . 
Allegany 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess  . 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. 

Jefferson 

Kings  

Lewis  

Livingston  . 
Madison 

Monroe 

Montgomery. 
Nassau . . 

New’  York 
Niagara 

Oneida 

Onondaga . . 
Ontario  . 
Orange  . 

Orleans 

Oswego . 

Otsego 

Putnam 
Queens 
Rensselaer  . 
Richmond 
Rockland. 

St.  Lawrence. 
Saratoga.  . 
Schenectady . 
Schoharie . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren. 
Washington  . 

Wayne 

Westchester 
Wyoming 
Yates 


Robert  Randles Albany 

Edwin  F.  Comstock,  Sr.  Wellsville 
Mark  J.  Markham.  . Bronx 

Gerald  J.  E.  Ansell  . Binghamton 

John  S.  Reach  Olean 

Joseph  F.  GracefTo Auburn 

William  Kunz Dunkirk 

Ross  E.  Hobler Elmira 

Richard  B.  Foster Norwich 

Daniel  H.  Webster.  . . Plattsburgh 
Matthew  A.  Asbomsen  Kinderhook 
Edward  F.  Higgins.  . Cortland 
Thomas  E.  La  veil,  Jr..  . Walton 
Frank  C.  Starpoli  . . . Poughkeepsie 

Charles  D.  Bauer Buffalo 

Virginia  D.  Weeks  . Lake  Placid 
Donald  A.  Richter..  Saranac  Lake 

Walter  H.  Camp . Gloversville 

Bruce  E.  Baker LeRoy 

Kenneth  F.  Bott Greenville 

Arthur  H.  Applegate Ilion 

John  R.  Price Adams 

Stanley  Stark. ...  Brooklyn 

John  C.  Herrman Lowville 

William  S.  Andaloro Caledonia 

George  R.  Gillmore Hamilton 

Robert  C.  Webster Webster 

Thomas  S.  Velz Amsterdam 

H.  Lawrence  Sutton  Hempstead 
W.  Graham  Knox . New  York  City 

John  F Argue Wilson 

Joseph  G.  Chanatry Utica 

James  E.  Coveil Syracuse 

Richard  F.  Platzer  . Clifton  Springs 

Leonard  S.  Weiss Middletown 

Alan  R.  Johnson Medina 

William  F.  Quigley Oswego 

Malcolm  I.  Page Cooperstown 

Henry  L.  Kamin Brewster 

R.  E.  Schlossman  South  Ozone  Park 

Julien  A.  Hebert Troy 

Jerome  Krant. . . . Staten  Island 
Ralph  J.  Greenberg.  Spring  Valley 

Hans  Levi Potsdam 

Jacob  S.  Feynman  Saratoga  Springs 
Herbert  J.  Wright,  Jr.. Schenectady 

Jay  V.  Dewell Cobleskill 

Bartlett  C.  Gardner. . Montour  Falls 

Charles  M.  Smith Waterloo 

Thomas  S.  Cotton Homell 

Anthony  F.  Fragola West  Islip 

Eric  Stamm Liberty 

Walter  S.  Dietrich Owego 

Robert  S.  Perry  Ithaca 

John  L.  Alley Kingston 

Richard  A.  Hughes.  . Glens  Falls 

Richard  Hogan Hudson  Falls 

Howard  C.  Hoople.  . Wolcott 

Allison  B.  Landolt Bronxville 

Williard  J.  Chapin Perry 

Robert  W.  McLaughlin.  . . Penn  Yan 


Ernst  A.  Kopp.  Albany 

Irwin  Felsen.  Wellsville 

Benedict  M.  Reynolds  Bronx 

Peter  P.  Zayac,  Jr.  Binghamton 

Bernard  S.  Yurick Olean 

William  A.  Ventimiglia  . Auburn 

I^ewis  F.  Kibler Jamestown 

Jack  E.  Thomas Elmira 

Hugh  D.  Black  . Oxford 

Henry  K.  Freedman..  Plattsburgh 

Joseph  Bellamy  . Hudson 

Luis  Wainstein.  . . ...  Cortland 

Teofilo  M.  Manzanero.  . . Stamford 
Alfred  P.  Pinard..  Poughkeepsie 
James  B.  McDaniel,  Jr Buffalo 

E.  Addis  Munyan,  Jr.  Lake  Placid 

Leon  Passino Malone 

Frank  S.  Deming  . . Gloversville 
David  Bissell  Batavia 

Barbara  K.  Vosburgh  Coxsackie 

Oscar  G.  Stivala Little  Falls 

Eugene  M.  Renzi  Watertown 

Dominick  J.  DiMaio Brooklyn 

John  Harry  Brooks . . . lowville 

G.  Emerson  Learn Mt.  Morris 

Benjamin  Nicotri Canastota 

John  C.  DeMocker Rochester 

John  Riley  McNulty.  . Amsterdam 

Marjorie  H.  Greene Hicksville 

George  S.  Craft  . . New  York  City 

Albert  A.  Franco Lock  port 

Robert  M.  George. . . . Utica 

John  T.  Prior  . Syracuse 

Delmer  E.  Batcheller  . Canandaigua 

Harold  Sobel Middletown 

Kenneth  J.  Clark Medina 

Garo  Taft Fulton 

C.  Van  Zant  Hawn..  Cooperstown 
Melvin  Bloom  . . Brewster 

Murray  Elkins Howard  Beach 

Rocco  A.  Farano Troy 

Spero  Vozeolas Staten  Island 

F.  A.  Schroeder,  Jr.  . . Pearl  River 

Carl  W.  Clark,  Jr Potsdam 

Maurice  O’ Connell.  Sara  toga  Springs 

W.  J.  Farrell,  Jr Schenectady 

Thomas  W.  Greenlees.  . . .Cobleskill 
Joseph  Y.  Roberts. . . Watkins  Glen 

Paul  C.  Jenks Waterloo 

Fred  T.  Joint Bath 

Phillip  I.  Levitan Smithtown 

Alan  R.  Fried.  . . .Livingston  Manor 

Philip  A.  Nichols Owego 

William  B.  McKeen Ithaca 

Frederic  W.  Holcomb,  Jr.  Kingston 
Philip  A.  Snell . . Glens  Falls 

John  L.  McCann.  Hudson  Falls 

J.  William  Ludemann Newark 

William  P.  Clark Eastchester 

Richard  Talbot  Williams.  . . Warsaw 
Paul  Peter  Westfall Penn  Yan 


Rudolph  R.  Delgiacco Albany 

Kurt  Zinner Wellsville 

Alvin  D.  Yasuna Bronx 

Elmer  Nathan  Zinner  Johnson  City 

Andrew  C.  Klaczynski Olean 

William  R.  Chaffee Auburn 

John  R.  Forbes Dunkirk 

Robert  H.  Huddle Elmira 

Angelo  A.  Franco New  Berlin 

J.  William  Heins Plattsburgh 

Joseph  Bellamy Hudson 

Raymond  D.  Olson Cortland 

Teofilo  M.  Manzanero.  . . Stamford 
Marvin  Goldstein ....  Poughkeepsie 

Frank  J.  Bolgan Buffalo 

E.  Addis  Munyan,  Jr..  . Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . Johnstown 

James  G.  McCutcheon Batavia 

Barbara  K.  Vosburgh  . . .Coxsackie 
Margarete  E.  Kotmetz.  . Herkimer 

Eugene  M.  Renzi Watertown 

Israel  Lewis  Schmierer. . . . Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn Mt.  Morris 

John  C.  Macaulay Oneida 

Robert  C.  McVeigh Rochester 

Benjamin  H.  Button . . . Amsterdam 

Perry  Mandel Mineola 

Theodore  Rosenthal . New  York  City 

John  C.  Read Youngstown 

Gurney  E.  Kelley Utica 

Robert  E.  Westlake Syracuse 

Delmer  E.  Batcheller. . Canandaigua 

Harold  Sobel Middletown 

Kenneth  J.  Clark Medina 

Garo  Taft Fulton 

C.  Van  Zant  Hawn. . . . Cooperstown 

Ferdinand  G.  Kojis Carmel 

Franz  L.  Ebstein Forest  Hills 

Daniel  P.  Mahoney Troy 

Daniel  J.  Paulo Staten  Island 

Glenn  W.  Patterson New  City 

J.  Benton  Pike Massena 

W.  H.  Moore Saratoga  Springs 

Alexander  John  Arony . Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts.  . . Watkins  Glen 

Paul  C.  Jenks Waterloo 

William  J.  MacFarland Homell 

George  E.  Leone  ...  Riverhead 

Alan  R.  Fried. . . Livingston  Manor 

Philip  A.  Nichols Owego 

Leroy  Kelvin  Young Ithaca 

Charles  Amos  Galyon Kingston 

Betty  L.  Voelker Glens  Falls 

Michael  J.  Lynch Granville 

J.  William  Ludemann Newark 

Warren  W.  Leeds Yonkers 

Richard  Talbot  Williams.  . . Warsaw 
Paul  Peter  Westfall Penn  Yan 
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MEMORANDUM 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK,  N . Y.  10017  (212)986-0787 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM:  DR,  FINEBERG.  DR-  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 
the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of -the-year  and  fiscal  summat  >ns.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particularly. important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  197 1^  issue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  1, 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 
15  issue. 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 
THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 
For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by  members 
a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


HENRY  F.  FINEBERG,  Mctf;  1 
Executive  Vice-President 


William  Hammond,  M,D„ 
Editor 
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165th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

—FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 


SUNDAY  THROUGH  WEDNESDAY 

SCIENTIFIC  PROGRAM 

SCIENTIFIC  EXHIBITS 
SCIENTIFIC  MOTION  PICTURES 
TECHNICAL  EXHIBITS 

SUNDAY  THROUGH  THURSDAY 

HOUSE  OF  DELEGATES 


WEDNESDAY  EVENING 

PRESIDENT’S  DINNER 
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Classified  Advertising  Rates 

Effective  January  1,  1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
10^  each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

7 50  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10ff  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 


2376 


Index  to  Advertised  Products 


Analgesic  antipyretics 

Measurin  (Breon  Laboratories) 2273 


Antacids 

Mylanta  (Stuart  Pharmaceuticals,  Div.  Atlas 
Chemical  Industries) 2275 


Antibiotics 


Achromycin  (Lederle  Labs.,  Div.  Amer. 

Cyanamid  Co.) 2270-2271 

llosone  (Eli  Lilly  & Company) 2302 

Neosporin  (Burroughs  Wellcome  & Company) 2297 


Antibiotic  antimonilials 

Declostatin  (Lederle  Labs.,  Div.  Amer. 

Cyanamid  Co.) 2308 


Antiinflammatory 

Orenzyme  (National  Drug  Company) 2285 

Antispasmodics 

Trocinate  (William  P.  Poythress  & Company) 2281 


TRAINED  MEDICAL  ASSISTANTS 

lo  save  your  valuable  lima,  assume  responsibility  for  appoint* 
menb,  patients,  records,  assist  you  with  lab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  In  these  Reids  for  46  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Servicer 

Mandl  School 854  001 9 

175  Fulton  Art.,  H.mpit.ad,  L.l.  (516)  IV  1-S774 
EST.  19S4-  Llctmtd  by  th«  Slat,  ol  Ntw  York 


NEED  QUICK  RESPONSE? 

Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Slate  Journal  of  Medicine. 


Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 2382 

Appetite  suppressants 

Tepanil  (National  Drug  Company) 2381 


Two  ways  to 
join  the  future. 


Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 2778-2779 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 2307 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 2301 

Laxatives 

Senokot  (Purdue  Frederick  Company) 2277 

Mood  elevators 

Aventyl  (Eli  Lilly  & Company) 2292-2293 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company)  2295 

Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 2298-2299 

Topical  antibiotics 

AVC  (National  Drug  Company) 2286 

T ranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 4th  cover 

Valium  (Roche  Laboratories) 2nd  cover-2269 


The  future  is  being  shaped  in  col- 
lege today.  The  future  of  your  busi- 
ness. But  tuitions  pay  only  one  third 
the  cost  of  an  education  in  college. 
Costs  of  facilities  and  faculties  aver- 
age two  thirds  more. 

1.  You  can  help  through  individual 
giving. 

2.  Yourbusinesscanhelp. Through 
aid-to-education  programs.  So 
that  your  business  can  keep 
growing  by  continuing  to  get  the 
kind  of  trained  people  it  needs. 

Get  started  on  the  good  business  of 
higher  education  today.  Write  for 
“HOW  TO  AID  EDUCATION.” 
Council  for  Financial  Aid  to  Educa- 
tion, 6 East  45th  St.,  New  York, 
N.Y.  10017. 

Join  the  future.  Give  to  the  college 
of  your  choice. 


Tranquilizer  antidepressants 

Sinequan  (Pfizer  Laboratories) 2287-2288.  2289,  2290 

Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 2283 


COUNCIL  FOR 
/.FINANCIAL 
“ (j  AID  TO 


CY 


°U NO'  ® EDUCATION 


advertising  contributed  for  the  public  good 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start-  | 
ing  salary  $35,000.  Please  send  complete  curriculum  I 
vitae  with  first  letter.  Box  915,  % NYSJM. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


WANTED:  PHYSICIAN  UNDER  35  TO  JOIN  YOUNG, 

general  practitioner  in  interesting  and  active,  complete 
general  practice,  including  uncomplicated  obstetrics. 
Salary  first  year  $25,000  then  percentage  to  full  partnership 
and  possible  incorporation  under  new  state  laws.  Subur- 
ban community  of  New  York  City.  Please  call  or  write: 
Ralph  E.  Schlossman,  M.D.,  130-56  Lefferts  Blvd.,  So. 
Ozone  Park,  N.Y.  11420.  Call  (212)  VI  3-2233. 


HEALTH  COMMISSIONER— CHEMUNG  COUNTY 
(population  100,000),  south  central  New  York  near  Finger 
Lakes  Region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re-  I 
quirements:  M.D.  with  four  years  of  responsible  public 

health  administrative  experience,  or  M.D.  and  M.P.H.  i 
degrees  with  one  year  experience  in  public  health  admin- 
istration. New  York  State  license  or  eligibility  therefor. 
Beginning  salary  $26,000.  Full  fringe  benefits.  Excellent 
schools  and  living  conditions.  Send  application  to  George  ; 
R.  Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira,  N.Y.  14905. 


CARDIOLOGIST:  LICENSED,  CERTIFIED  OR  ELI- 

gible  for  American  Board,  with  clinical  background,  experi- 
ence in  heart  catheterization  and  interest  in  research;  for 
full-time  staff  appointment  at  large  teaching  hospital  in 
Brooklyn.  Also  GENERAL  INTERNIST  & CHEST 
PHYSICIAN.  Substantial  salaries  and  fringe  benefits. 
Box  952,  % NYSJM. 


GENERAL  PRACTITIONERS  TO  JOIN  17  MAN  GROUP 
staffing  emergency  rooms  of  3 local  hospitals  in  Bingham- 
ton, N.Y.  area.  Offering  $26,000  to  $30,000,  4 weeks  vaca- 
tion, 5 day,  40  hr.  week,  malpractice  and  society  dues  paid; 
opportunity  for  partnership.  Contact  Mr.  James  F.  Stehli, 
Executive  Director,  Physician  Service  Associates,  134  Main 
St.,  Binghamton,  N.Y.  13905. 


OPENING  FOR  INTERNIST  OR  GENERAL  PRAC- 
titioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  medical 
consultations.  Membership  available  on  medical  staff  of 
progressive,  accredited  general  hospital  which  is  currently  j 
expanding.  Located  in  small,  attractive  resort  com-  ! 
munity,  70  miles  southwest  of  the  Capital  District.  Ideal 
family  area.  Good  schools,  all  churches.  Excellent  recre- 
ational facilities  in  the  immediate  area.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician  to 
take  over  established  practice  of  physician  planning  on  re- 
tirement. Community  Hospital,  Stamford,  New  York. 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  stage.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  ana  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Co.  Com- 
munity Mental  Health  Center,  Jones  Memorial  Hos- 
pital, Wellsville,  New  York  14895. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST  FOR  PART  TIME  WORK, 
mainly  afternoons.  Voluntary  Hospital,  Brooklyn.  Re- 
ply to  P.O.  Box  224,  Lefferts  Station,  Brooklyn,  N.Y. 
11225. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Out-patient  service  also.  Salary 
open,  dependent  on  experience.  Benefits  include  major 
medical  insurance,  life  insurance  and  pension  program. 
For  information  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


VERY  PROFITABLE  HOSPITAL,  NEW  YORK  CITY, 
over  200  beds  plus  other  facilities,  desires  physicians  or 
surgeons  as  co-partners  with  medium  investment;  sale  due 
to  retirement.  Box  958,  % NYSJM. 


PHYSICIANS:  INTERESTED  IN  A GROUP  PRAC- 

tice?  Livonia,  New  York,  gateway  to  Fingerlakes  area, 
25  miles  south  of  Rochester.  Excellent  earning  potential. 
Large  area  population.  Contact  Mrs.  Gerald  A.  Pease, 
Livonia-Conesus  Doctor  Procurement  Committee,  5413 
Lima  Road,  Geneseo,  New  York  14454.  Call  1716)  346- 
3866. 


SEMI-RETIRE  IN  FLORIDA!  CLEAN  AIR,  FISHING 
and  beaches.  Emergency  room  physicians  needed  full 
time  for  expanding  Florida  hospital.  Must  have  Florida 
license  and  qualify  for  active  staff  privileges.  Fee  for 
service  with  guarantee  of  $219  per  24  hour  day.  No  over- 
head. Hospital  does  billing  of  fees  at  no  expense  to  you. 
Write  E.  Gilbert  Slatton,  Administrator,  Wuesthoff 
Memorial  Hospital,  Rockledge,  Florida  32955. 


PHYSICIAN,  OCCUPATIONAL  OR  INTERNAL  MED- 
icine  preferred,  U.S.  Public  Health  Service.  Federal 
Employee  Occupational  Health  Program  in  New  York. 
Starting  salary  is  $22,918  per  annum.  Federal  Career 
Civil  Service  rights  and  benefits  apply.  Selection  will  be 
made  without  regard  to  race,  color,  religion,  sex  or  national 
origin.  Write  Chief,  Clinical  Services,  Division  of  Fed- 
eral Employee  Health,  5600  Fishers  Lane,  Rockville,  Md. 
20852. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
established  practitioner.  Busy  general  practice  in  Nas- 
sau County,  Long  Island,  1 hour  from  Manhattan.  All 
phases  of  general  practice  work:  X-ray,  EKG,  laboratory. 
200-bed  hospital  nearby.  Excellent  income  and  working 
conditions.  First  year  salary,  then  partnership  if  mutually 
agreeable.  R.  Joseph,  M.D.,  (516)  378-4949. 


EMERGENCY  ROOM  PHYSICIAN:  $30,000  AN- 

nually  for  42  hour  work  week;  ideal  for  physician  wishing 
to  slow  down  to  reasonable  hours.  New  York  license  re- 
quired. Start  immediately.  Write  Roger  Calkins, 
Director  of  Personnel,  St.  Clare’s  Hospital,  Schenectady, 
N.Y.  12304. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.Y.  10036.  LO 
5-2943. 
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PRACTICES  AVAILABLE 


AVAILABLE  EQUIPPED.  ESTABLISHED  GENERAL 
practice  in  New  York's  capital  district.  Nearby  accredited 
hospital  available  for  privileges.  45  minutes  to  teaching 
institution  for  graduate  study.  No  initial  investment; 
modest  rent  after  trial  period.  Peter  J.  Sacket,  M.D., 
101  Hilgert  Pkwy,  Schoharie.  N.  Y.  12157. 


LUCRATIVE  WORKMENS  COMPENSATION  PRAC- 
tice  available  in  garment  district.  Retiring  because  of 
illness.  Call  morning  8 a.m.  to  10  a.m.;  evenings  8 p.m. 
to  1 1 p.m.  (212)  454-5253,  or  (212)  628-2888. 


MEDICAL  PRACTICE  AVAILABLE.  GOOD  NEIGH- 
borhood,  good  for  solo  or  group  practice.  13  rooms,  6 
rooms  ana  two  baths  downstairs;  7 rooms,  2 baths  up- 
stairs; central  air  conditioning;  in  Bronx.  Call  FA  4-4444. 


POSITIONS  WANTED 


GRADUATE  MEDICAL  ASSISTANTS  NOW  AVAIL- 
able.  Careerco,  one  of  America’s  most  exclusive  para- 
professional  schools,  is  now  placing  recent  graduates  of  its 
medical  assisting  program.  Highly  skilled  women  of  all 
ages  are  accepting  positions  in  private  medical  practices. 
These  women  are  fully-trained  in  assisting,  X-ray,  labora- 
tory and  office  procedures.  Careerco  is  licensed  by  the 
New  York  State  Department  of  Education  and  maintains 
a full-service  placement  office.  For  information  regarding 
free  placement  of  a Careerco  graduate  medical  assistant  in 
your  practice,  contact  Miss  Judith  Cleary,  school  director. 
Phone  (315)  472-7501,  or  write  to  the  placement  office, 
Careerco  School  for  Para- Professionals,  518  James  St., 
Syracuse,  N.Y.  13203. 


PHYSICIAN  AVAILABLE  NIGHTS  AND  WEEKENDS. 
Background  general  medicine,  dermatology  and  industrial 
medicine.  N.Y.  license.  Call  493-6779,  or  write  Box 
956,  % NYSJM. 


ORTHOPAEDIC  SURGEON,  CERTIFIED,  MARRIED, 
seeks  solo  or  partnership  practice,  write  Box  960,  % 
NYSJM. 


OTOLARYNGOLOGIST,  34,  BOARD  CERTIFIED,  UNI- 
versity  trained.  Licensed  in  Pennsylvania,  New  Jersey 
and  New  York;  seeks  practice  opportunity  in  any  one 
of  these  three  states,  preferably  in  New  York.  Also  in- 
terested in  part  time  teaching  in  training  program.  Im- 
mediately available.  Box  961,  % NYSJM. 


GENERAL  SURGEON,  AGE  31,  BOARD  CERTIFIED, 
chief  of  general  surgery  service  550-bed  military  hospital,  ( 
New  York  license,  desires  partnership  or  group  affiliation. 
Available  July  1,  1971  at  conclusion  of  military  service. 
Box  962,  % NYSJM. 


MISCELLANEOUS 


ISRAEL  COINS  AND  MEDALS  FOR  COLLECTORS 
and  investors.  Large  stock.  I specialize  only  in  Israel 
coins,  no  other  coin  business.  Will  work  very  close  to 
cost.  Be  it  100  Herzl  gold  coins  or  a 1970  proof  like  set, 
call  me.  Clifford  Sarokoff,  P.O.  Box  24,  Brooklyn,  N.Y 
11223.  (212)  375-2304,  or  (212)  835-2734. 


YONKERS— WESTCHESTER 
1100  SQ  FT 

PROFESSIONAL  OFFICE 

in  modern  elevator  apt  building, 
heavily  populated  area.  Private 
front  entrance  plus  rear  entrance 
into  lobby.  Ample  parking.  Write 
BRM  REALTY,  1561  Central  Park 
Ave.,  Yonkers,  or  call  (914)  WO 
1-4362  or  (914)  WO  1-8100. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  %N  YSJM. 


6,000  SQ.  FT.  IN  STRANG  CLINIC  BUILDING.  MOD- 
em,  A/C,  34th  Street  between  Park  and  Masison  Aves. 
For  medical  practice  or  health  agency.  Contact  J. 
Dragan,  (212)  MU  3-1000. 


PSYCHIATRISTS’  OFFICE,  FURNISHED,  TO  SHARE. 
With  exception  of  Wednesday  evening  and  Saturday,  all 
hours  are  available.  Furnished  waiting  room  shared  with 
one  other  psychiatrist.  Located  in  professional  building 
on  79th  Street,  between  5th  and  Madison  Avenues.  Lease 
valid  until  October  1972.  Reasonable  terms.  Call  (212) 
928-2106,  preferably  mornings  or  evenings. 


BROOKLYN— 2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 
0853. 


FRANKLIN  SQUARE,  LONG  ISLAND,  RANCH  HOUSE, 
adjacent  to  large  shopping  complex.  6 room  office,  fully 
eguipped,  X-ray,  EKG,  etc.,  for  immediate  practice. 
M.D.  office  20  years,  ideal  G.P.,  internal  medicine,  ortho- 
pedics. Rent  or  sale.  S.  Ganz,  M.D.,  722  Dogwood 
Ave.  Call  (516)  481-1387. 


RADIOLOGY  OFFICE,  SPACIOUS,  WELL  EQUIPPED, 
available  for  sale.  Location  Kew  Gardens,  off  Queens 
Blvd.  Will  consider  sharing  with  other  radiologist  or 
general  practitioner.  Tel.  evenings  (212)  BO  1-7115. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  Lux- 
uriously appointed,  fully  equipped,  eight  room  medical 
office.  Separate  consultation  room.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


HOUSE  FOR  SALE.  ENGLEWOOD  CLIFFS,  N. 
Jersey.  Ideal  suburban  living  for  a New  York  City  physi- 
cian. Elegant,  young,  split,  L.R.  with  cathedral  ceiling, 
D.R.,  eat-in  kitchen,  4 bedrooms,  family  room,  2%  baths, 
2-car  garage;  about  l/s  acre.  Many  extras.  Call  (201) 
568-1894. 


FOR  SALE:  GREAT  NECK,  LONG  ISLAND,  2 STORY 

frame,  individual  or  group;  1st  floor  offices;  2nd  floor 
4^  rm.  apt.  Parking.  Exclusive  agent.  Walter  J. 
Smith  Co.,  Inc.,  977  Glen  Cove  Ave.,  Glen  Head,  N.  Y. 
(516)  676-7800. 
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ATTENTION 


PROFESSIONAL 
TAX  ADVISORS 


If  you  are  seeking  special  situations  on 
behalf  of  your  clients  for  the  creation  and 
acquisition  of  tax  oriented  investments  in 
sophisticated  fields  such  as:  sea  farming, 
buffalo,  timber,  mining,  livestock  & real 
estate. 


it  would  be  wise  for  you  to  enlist  the  aid  of 

FIDUCIARY  CAPITAL  CORP. 

(a  public  company  OTC) 

375  Park  Avenue  New  York,  N.  Y.  10022 

212  355-5601 


1971  Albion  0.  Bernstein,  M.D. 

Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the 
1971  ALBION  O.  BERNSTEIN,  M.  D.  AWARD. 

This  national  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made 
the  most  widely  beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease, 
during  the  period  November  23,  1969  to  November  23,  1970. 

The  award,  comprising  $1,500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York,  February  14-18,  1971.  It  was 
created  by  Mr.  Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident 
while  answering  a hospital  call  on  November  23,  1940. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M.  D.,  of  the  Institute  for  Cancer 
Research,  Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepa- 
titis, and  his  description  of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.  D.  for  introduction  of  an  effective 
treatment  of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.  D.,  for 
his  research  and  development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your 
opinion,  are  eligible  for  this  award,  by  December  1,  1970,  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017 

Candidates  for  1971  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of 
the  State  of  New  York,  chaired  by  Alfred  A.  Angrist,  M.  D.,  Professor  of  Pathology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University. 
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liethylpropion  hydrochloride) 


vorks  on  the  appetite 
ot  on  the  nerves’ 

ien  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
iport  for  the  weight  control  program  you  recommend. 
’ANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
Weight  loss  is  significant— gradual— yet  there  is  a rela- 
1y  low  incidence  of  CNS  stimulation. 

raindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
Injg,  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 
ling:  Although  generally  safer  than  the  amphetcmines,  use  with  great  caution  in 
nts  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
rst  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

•rse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
iont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
latively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  moy 
sionally  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  confrost,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  os  tachycardia,  precordiol  pain, 
arrhythmia,  palpitation,  ond  increased  blood  pressure  One  published  repori 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  ol 
diethylpropion  hydrochloride.-  this  was  on  isolated  experience,  which  has  not  beer 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  ond  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  ar.d  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  om.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-ooca  / 1/70  / u.s.  patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully  — 
gra tefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon-  I 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  i 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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NEW  YORK  CITY  AREA 


October  2,  1970  / May  14,  1971 

9:00  a.m.— 5:00  p.m.,  Fridays 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 

THE  BASIC  PSYCHOLOGICAL 
SCIENCES 

J.  RYAN,  L.  ROIZIN,  L.  LYONS,  L.  HAMILTON,  and 
J.  RAINER,  M.D.'s 

Designed  for  first-  and  second-year-level  residents  in 
psychiatry,  these  lectures  are  presented  at  the  New 
York  State  Psychiatric  Institute. 

Fee:  $300 

NOTE:  Please  write  for  information  on  all  Columbia 

University  P & S Postgraduate  Courses  to:  MELVIN  D. 

YAHR,  M.D.,  Associate  Dean,  Columbia  University  P & S, 
630  West  168th  Street,  New  York,  N.Y.  10032. 


FRIDAY,  OCTOBER  2 

4 : 00-5 : 00  p.m. 

Columbia  University  P & S 

Institute  of  Cancer  Research 
Francis  Delafield  Hospital 
99  Fort  Washington  Avenue 

Title  to  be  announced 

HENRY  METZGER,  M.D. 

National  Cancer  Institute,  NIH 

Supported  by  the  American  Cancer  Society,  New  York 
City  Division,  Inc. 


8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

YOUTH  PROTEST  AND  THE 
GENERATION  GAP 

B.  BOHDAN  WASSELL,  M.D. 

American  Institute  for  Psychoanalysis 


October  3,  1970  / May  22,  1971 

9:30  a.m.-12:30  p.m.,  Saturdays 

Columbia  University  P & S 

St.  Luke’s  Hospital 

CLINICAL  CARDIOLOGY 

E.  P.  CHILDS,  A.  L.  L.  BELL,  JR.,  M.  J.  SCHWARTZ, 
M.D..S,  and  Associates 

FEE:  $225  CREDIT:  C-1 


October  5,  1970  / January  22,  1971 

9:00  a.m.-4:00  p.m.,  Monday-Friday 

French  and  Polyclinic  Medical  School 

345  West  50th  Street 

COMPREHENSIVE  CLINICAL 
MEDICINE  CURRICULUM 

This  course  is  primarily  intended  for  candidates  for 
State  Board  and  ECFMG  examinations. 

FEE:  $450 


MONDAY,  OCTOBER  5 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

79-01  Broadway 
Elmhurst 

IMMUNOLOGIC  DEFICIENCY 
DISORDERS 

ARNOLD  RUBIN,  M.D. 

Mount  Sinai  School  of  Medicine 


October  5,  1 970  and  October  6,  1 970 

4:00  p.m.,  Monday  & Tuesday 

Brooklyn-Cumberland  Medical  Center 

First  Floor  Conference  Room,  Brooklyn  Hospital 
121  DeKalb  Avenue,  Brooklyn 

^DISSEMINATED  INTRAVASCULAR 
COAGULATION:  MECHANISM, 
DIAGNOSIS  AND  TREATMENT 

WALTER  B.  FROMMEYER,  JR.,  M.D. 

University  of  Alabama 

* 8th  annual  Edwin  P.  Maynard,  Jr.  Lectureship  in 
Medicine. 


October  5,  1970  / December  28,  1970 

5 : 00-6 : 00  p.m.,  Mondays  , 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  1 00th  Street 

DIFFERENTIAL  DIAGNOSIS  IN 
RADIOLOGY  OF  THE  CHEST 

COLEMAN  B.  RABIN,  M.D. 

BERNARD  S.  WOLFE,  M.D. 

Mount  Sinai  School  of  Medicine 

Fee:  $50 


October  5,  1 970  / November  2,  1 970 

8:30-10:00  p.m.,  Mondays 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 
Main  Auditorium 

Specialty  Training  Program  in  Psychoanalytic  Medicine 
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PRACTICE  IN  PSYCHOANALYTIC 
MEDICINE 

October  5 

The  Initial  Interview 
October  12 

The  Use  of  Life  History 
October  19 

The  Therapeutic  Process 
October  26 

The  Interpersonal  Relationship 

November  2 
Dreams 

Lecturers: 

JOSEPH  W.  VOLIMERHAUSEN,  M.D.,  Chairman 
MORTON  B.  CANTOR,  M.D.,  NORMAN  J.  LEVY,  M.D., 
and  HERBERT  M.  PERR,  M.D. 

Por  further  information  and  registration  contact: 
HAROLD  KELMAN,  M.D.,  Dean,  at  the  above  address. 

NO  FEE 


MONDAY,  OCTOBER  5 

8 : 30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

Annual  Rudolf  Virchow  Lecture 

HORMONES  AND  NONSPECIFIC 
RESISTANCE 

HANS  SELYE,  M.D. 

University  of  Montreal 


October  6,  1970  & October  13,  1970 

9:00  o.m.,  Tuesdays 

New  York  Infirmary 

Toscanani  Room 

Stuyvesant  Square  East  and  15th  Street 

October  6 
Sarcoid 

FRANCIS  LOVELOCK,  M.D. 

N.Y.U.  School  of  Medicine 

October  13 

Alcoholic  Hepatitis  with  Cholestasis 

ILENE  RAISFELD,  M.D. 

CREDIT:  C-l 


October  6,  1 970  / for  29  Sessions 

1 0 : 00-1 1 : 00  a.m.,  Tuesdoys 

Downstate  Medical  Center 

Maimonides  Medical  Center 
Saltzman  Auditorium,  Fourth  Floor 
Main  Building 
4802  Tenth  Avenue 
Brooklyn 


TUESDAY  LECTURES  IN 
PEDIATRICS 

NO  FEE  CREDIT:  C-l 

To  register,  contact:  Mrs.  Shirley  Lasky,  Registrar, 

Department  of  Pediatric  Services,  Maimonides  Medical 
Center,  at  the  above  address. 


October  6,  1970  and  October  7,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 
Room  305 

GUIDELINES  FOR  STANDARD  SETTING 
AND  MONITORING  CRITERIA 

Fee:  $50 

Write:  Program  of  Continuation  Education  (as  above). 


October  6,  1970  / and  every  Tuesday 

12:00  noon-4  : 00  p.m. 

First  houi — Luncheon  Conference 

Adolescent  Clinic  of  the  Jewish  Hospital  and 
Medical  Center  of  Brooklyn 

OPD,  2nd  Floor  Conference  Room 

555  Prospect  Place 

Brooklyn 

MEDICAL  PSYCHOSOCIAL  PROBLEMS 
OF  ADOLESCENCE 

Interdisciplinary  Staff — Pediatricians,  Internists, 
Psychiatrists,  Social  Workers,  Psychologists  and  Guest 
Speakers 

HAROLD  KLEIN,  M.D.,  Correspondence  Chief 

October  6,  1 970  / December  1,  1 970 

1 : 30-3  : 00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

SAMUEL  L.  FEDER,  M.D. 

SEYMOUR  ROSENBLATT,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


October  6,  1970  / October  27,  1970 

3:00-5:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

ORTHOPAEDICS  IN  INFANCY 
AND  CHILDHOOD 

ROBERT  S.  SIFFERT,  M.D.  and  Staff 
Mount  Sinai  School  of  Medicine 

FEE:  $15 
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October  6,  1970  / December  8,  1970 

4:30-6:00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

DIFFERENTIAL  DIAGNOSIS  IN 
GASTROINTESTINAL  RADIOLOGY 

RICHARD  H.  MARSHAK,  M.D. 

MANSHO  T.  HKILNANI,  M.D. 

FEE:  $50 


TUESDAY,  OCTOBER  6 

7:00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Dermatology  and  Syphilology 

2 East  1 03rd  Street 

1 . Presentation  of  Cases  (7 : 00-8  : 30  p.m.) 

From  the  Departments  of  Dermatology  of: 

a.  Bellevue  Hospital  Center 

b.  University  Hospital  (Skin  and  Cancer  Unit) 

c.  Manhattan  V.  A.  Hospital  (Rudolf  L.  Baer,  M.D.) 

2.  Executive  Session  (8:00-8:30  p.m.) 

3.  General  Discussion  of  Cases  (8:30-9:45  p.m.) 


8 : 30  p.m. 

The  Association  for  Psychoanalytic 
Medicine 

2 East  103rd  Street — Room  440 

THE  TECHNICAL  TREATMENT  OF 
NARCISSISM 

(Panel  Discussion) 

BURTON  L.  NACKENSON,  M.D.,  Coordinator 
Panelists: 

MAY  E.  ROMM,  M.D. 

ARNOLD  M.  COOPER,  M.D. 

Columbia  University  P 8.  S 


WEDNESDAY,  OCTOBER  7 

8 : 30  a.m.-5 : 00  p.m. 

New  York  Heart  Association 

The  Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

THE  AMERICAN  DIET:  HEALTHY 

OR  HAZARDOUS 

CREDIT:  C-l 

Register  now:  New  York  Heart  Association,  Inc. 
Heart  House,  2 East  64th  Street,  N.Y.,  N.Y.  10021. 
Tel:  (212)838-8800.  Contact:  J.  HAMLIN  DAY 


October  7,  1970  / June  26,  1971 

9:00  a.m.-12:30  p.m.,  Wednesdays  & Saturdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

CLINICAL  PSYCHIATRY  FOR 
MEDICAL  PRACTITIONERS  AND 
NON-PSYCHIATRIC  SPECIALISTS 

M.  RALPH  KAUFMAN,  M.D. 

HANS  J.  KLEINSCHMIDT,  M.D. 

HARRY  DIENER,  M.D. 

Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-l 


October  7,  1 970  / December  1 6,  1 970 

12:00  noon-2: 00  p.m.,  Wednesdays 

Columbia  University  P & S 

MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  IN  OFFICE  PRACTICE 

A.  LEVAY,  R.  MacKINNON,  J.  KATIS,  M.D.'s  and  mem- 
bers of  AAGP 

FEE:  $150  CREDIT:  C-l 


WEDNESDAY,  OCTOBER  7 

6 : 30  p.m. 

New  York  Academy  of  Medicine 
Section  on  Anesthesiology 
and  Resuscitation 

2 East  103rd  Street 

PROLONGED  RESPIRATORY  SUPPORT 
WITH  MEMBRANE  OXYGENATORS 

Speakers: 

PHILIP  A.  DRINKER,  M.D. 

Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

PIERRE  M.  GALLETTI,  M.D. 

Brown  University,  Providence,  R.l. 

E.  CONVERSE  PIERCE,  II 
Mount  Sinai  School  of  Medicine 
EDWIN  SALZMAN,  M.D. 

Beth  Israel  Hospital,  Boston,  Mass. 


October  7,  1 970  / for  16  Sessions 

7: 00-9:00  p.m.,  Wednesdays 

Downstate  Medical  Center 

First  Floor  Lecture  Hall 
450  Clarkson  Avenue 
Brooklyn 

INTERDISCIPLINARY  SEMINARS 

ELI  A.  FRIEDMAN,  M.D.,  with  the  Staff  of  the  Downstate 
Medical  Center  and  invited  lecturers. 

NO  FEE  CREDIT:  C-l 

To  register,  contact:  Charles  M.  Plotz,  M.D.,  Director, 

Continuing  Education,  at  the  above  address. 
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WEDNESDAY,  OCTOBER  7 

8 : 00  p.m. 

The  New  York  Society  of  Physical  Medicine 
and  Rehabilitation  and  the  Section  on 
Physical  Medicine  and  Rehabilitation  of  the 
New  York  Academy  of  Medicine 

2 East  103rd  Street 

NEUROLOGICAL  COMPLICATIONS 
OF  HEROIN  ADDICTION 

Y.  CHALLENOR,  M.D. 

R.  RICHTER,  M.D. 

Columbia  University — Harlem  Hospital  Center 
CREDIT:  C-1 


October  7 & 14,  1970 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

CLINICAL  ASPECTS  OF  EMOTIONAL 
PROBLEMS  FREQUENTLY  ENCOUNTERED 
in  MEDICAL  PRACTICE 

JASON  MILLER,  M.D. 

AARON  KOBLENTZ,  M.D. 

NO  FEE  CREDIT:  C-1 


October  8,  1970  / December  17,  1970 

4 : 30-6  : 00  p.m.,  Thursdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS: 

A CLINICAL  EVALUATION 

ELLIOT  N.  WINEBURG,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $75 


October  8,  1970  / for  8 Sessions 

8:30—10:00  p.m.,  Thursdays 

Downstate  Medical  Center 

State  University  Hospital 
445  Lenox  Road 
Brooklyn 

RECENT  ADVANCES  IN  PSYCHIATRY 

MARVIN  STEIN,  M.D.,  with  the  Staff  of  the  Department 
of  Psychiatry  of  the  Downstate  Medical  Center  and 
invited  lecturers. 

FEE:  $20 

To  register,  contact:  Milton  Sirota,  M.D.,  Co-Chairman, 
Continuing  Education  Committee,  Brooklyn  Psychiatric 
Society,  1006  East  19th  Street,  Brooklyn,  N.Y.  1 1230. 


October  8,  1970  / for  five  weeks 

8 : 30  p.m.,  Thursdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

ORIENTATION  COURSE  IN  KAREN 
HORNEY’S  HOLISTIC  APPROACH 
TO  THE  THEORY  AND  PRACTICE 
OF  PSYCHOANALYSIS 

Psychiatrists  and  psychiatric  residents  of  AMA  approved 
hospitals  are  eligible  to  apply  for  this  course,  which  is 
open  to  them  without  fee. 


October  12,  1970  / October  14,  1970 

New  York  Academy  of  Sciences 
Barbizon-Plaza  Hotel 

1 06  Central  Park  South 

CONFERENCE  ON  THE  PROBLEMS  OF 
DRUG  RESISTANT  PATHOGENIC 
BACTERIA 

Contact:  Mr.  Wadsworth  Likely,  Public  Relations 

Director,  2 East  63rd  Street,  N.Y.  N.Y.  10021. 

CREDIT:  C-1 


MONDAY,  OCTOBER  12 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Orthopedic  Surgery 

2 East  103rd  Street 

SYMPOSIUM  ON 
RECENT  ADVANCES  IN 
ORTHOPAEDIC  RESEARCH 

PETER  WALKER,  M.D. 

AARON  POSNER,  M.D. 

Cornell  University  Medical  Center 
HENRY  MANKIN,  M.D. 

The  Mount  Sinai  Hospital  Center 


October  13,  20  and  27,  1970 

1 : 00-3  : 00  p.m.,  Tuesdays 

Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

ORTHOPEDIC  INFECTIONS:  A 
BIOLOGICAL  APPROACH  TO 
DIAGNOSIS  AND  TREATMENT 

LEROY  S.  LAVINE,  HENRY  D.  ISENBERG,  IRVING 

LUSTRIN,  and  MANFRED  MUNTERS,  M.D.'s 

Staff  of  the  Division  of  Orthopedic  Surgery  of  the  DMC 

FEE:  $15 

To  register,  contact:  Charles  M.  Plotz,  M.D.,  Director, 

Continuing  Education,  DMC. 
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TUESDAY,  OCTOBER  13 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

PSYCHOTHERAPY  AFTER 
TRAUMATIZATION  CAUSED  BY 
PERSECUTION 

E.  de  WIND,  M.D. 


WEDNESDAY,  OCTOBER  14 

8 : 30  p.m. 

Bronx  Pediatric  Society 

Montefiore  Hospital  and  Medical  Center 

Rosenthal  Auditorium 
1 1 1 East  21  0th  Street 
Bronx 

MALE  PSEUDO-HERMAPHRODITISM 

MARIA  I.  NEW,  M.D. 

Cornell  University  Medical  College 


WEDNESDAY,  OCTOBER  14 

8 : 30  p.m. 

The  Bronx-Lebanon  Hospital  Center 

Concourse  Division 
1 650  Grand  Concourse 
Bronx 

♦NEUROHYPOPHYSEAL  HORMONES 
AND  UTERINE  ACTIVITY 

FRITZ  FUCHS,  M.D. 

Cornell  University  Medical  College 

* The  Goodfriend  Memorial  Lecture 


October  15,  1970  and  October  16,  1970 

Cancer  Care,  Inc.  of  the  National  Cancer 
Foundation 

National  Cancer  Foundation 
Hotel  Biltmore 

SYMPOSIUM  ON  CATASTROPHIC 
ILLNESS 

Participants  will  include  Dean  Jerome  Pollack  of  Har- 
vard; Rev.  Paul  McCleave  of  A.M.A.;  Sr.  Zita  Marie 
Cotter,  r.n.;  Dr.  Elisabeth  Kubler-Ross,  Author  of  best 
seller,  "On  Death  and  Dying.” 

Fee;  $1 0 (Registration)  Credit:  C-l 

Information  (including  special  rates  at  the  Hotel  Bilt- 
more) and  registration  forms  can  be  obtained  from 
Mrs.  Louise  N.  Mumm,  Symposium  Coordinator,  Cancer 
Care,  Inc.,  1 Pork  Avenue,  New  York,  N.Y.  10016. 


October  15,  1970  & October  16,  1970 

9:00  a.m.-5:00  p.m.,  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

COMPUTER  ANALYSIS  OF  THE 
ELECTROCARDIOGRAM  AND 
VECTORCARDIOGRAM 

LEON  PORDY,  M.D. 

HARRY  L.  JAFFE,  M.D. 

KENNETH  CHESKY,  M.D. 

CHARLES  K.  FRIEDBERG,  M.D. 

ARNOLD  M.  KATZ,  M.D. 

GUEST  LECTURERS 

Mount  Sinai  School  of  Medicine 

FEE;  $75  CREDIT:  C-l 


NEW  YORK  CITY  FUTURE  EVENTS 


October  19,  1970  / October  24,  1970 

The  Memorial  Hospital  and  Sloan-Kettering 
Institute  for  Cancer  Research 

444  East  68th  Street 
One- Week  Course  in 

CANCER  CHEMOTHERAPY 

FEE:  $150 

Information  and  application:  IRWIN  H.  KRAKOFF, 

M.D.,  Memorial  Hospital,  444  East  68th  Street,  New 
York,  N.Y.  10021. 


October  Courses  for  Ophthalmologists 

given  by: 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

October  19  and  20,  1970 

9:00  a.m.-5:00  p.m.,  Monday  and  Tuesday 

BIOMICROSCOPY 

MILTON  L.  BERLINER,  M.D. 

MAURICE  E.  SHERMAN,  M.D. 

SEYMOUR  GOODSTEIN,  M.D. 

ALFONSE  A.  CINOTTI,  M.D. 

FEE:  $150 


October  19  and  20,  1970 

6:00-9:00  p.m.,  Monday  and  Tuesday 

OCULAR  RADIOLOGY 

Given  under  the  direction  of: 

OTTO  DEUTSCHBERGER,  M.D. 

FEE:  $50 
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October  21  and  22,  1970 

9 00  a.m.-5:00  p.m.,  Wednesday  & Thursday 

REFRACTION 

ARAN  SAFIR,  M.D. 

Mount  Sinai  School  of  Medicine 
GERALD  FONDA,  M.F. 

LEWIS  SCHACHNE,  M.D. 

MR.  CLIFTON  BERTHOLF 
STEPHEN  ROGERS,  M.D. 

FEE:  $125 


WEDNESDAY,  OCTOBER  21 

6 00-8  : 00  p.m. 

READING  DISABILITY  AND 
THE  OPHTHALMOLOGIST 

Given  under  the  direction  of: 

VIRGINIA  LUBKIN,  M.D. 

FEE:  $20 


THURSDAY,  OCTOBER  22 

6 : 00-9 : 00  p.m. 

RADIO-ISOTOPES  IN 
OPHTHALMOLOGY 

Given  under  the  direction  of: 

BERNARD  GOLDNERG,  M.D. 

LOUIS  R.  PREVITE 

FEE:  $20 


October  23,  and  24,  1970 

9:00  a.m.-5:00  p.m.,  Friday 
9:00— noon,  Saturday 

CLINICAL  PERIMETRY 

Given  under  the  direction  of: 
MAX  CHAMLIN,  M.D. 

FEE:  $75 


MONDAY,  OCTOBER  26 

9:00  a.m.-5 : 00  p.m. 

CORNEAL  CONTACT  LENSES 

JORGE  N.  BUXTON,  M.D.,  Directing 

JOHN  S.  HERMANN,  J.  ROBERT  ROSENTHAL,  FRANK  B. 

HOEFLE,  ROBERT  RIECHERS,  M.D.'s  and  MR.  JAMES  J. 

KOVERMAN 

FEE:  $50 


October  27  and  28,  1970 

9:00  a.m.-5:00  p.m.,  Tuesday  and  Wednesday 

CORNEAL  SURGERY 

JORGE  N.  BUXTON,  M.D.,  Directing 
RAMON  CASTROVIEJO,  MILTON  L.  BERLINER,  J.  ROBERT 
ROSENTHAL,  FRANK  B.  HOEFLE,  M.D.’s  and  MR.  JAMES 
J.  KOVERMAN 

FEE:  $150 


WEDNESDAY,  OCTOBER  28 

6 : 00-9  : 00  p.m. 

PRACTICAL  APPLANATION 
TONOMETRY 

Given  under  the  direction  of: 

G.  PETER  HALBERG,  M.D. 

FEE:  $20 


October  29  and  30,  1970 

9 :00  a.m.-5 : 00  p.m.,  Thursday  and  Friday 

GLAUCOMA 

JOSEPH  H.  KRUG,  M.D.,  Directing 
VINCENT  CARTER,  JR.,  SEYMOUR  GOODSTEIN, 
MAURICE  E.  SHERMAN,  JAMES  E.  BURRIS,  JR.,  G.  PETER 
HALBERG,  BERNARD  KRONENBERG,  GERALD  ROSEN- 
THAL, and  ALFONSE  A.  CINOTTI,  M.D.'s 

FEE:  $150 


SATURDAY,  OCTOBER  31 

9 : 00  a.m.-noon 

TONOGRAPHY  AND  APPLANATION 
TONOMETRY 

FEE:  $20 


1 : 00—2 : 00  p.m. 

GONIOSCOPY 

FEE:  $20 

Write:  Jane  Stark,  Registrar 


ALBANY  AREA 


WEDNESDAY,  SEPTEMBER  23 

10:00  o.m.-3:30  p.m. 

New  York  State  Health  Department 
Auditorium 

84  Holland  Avenue 

CONFERENCE  ON  VENEREAL  DISEASE 

VERNAL  G.  CAVE,  M.D. 

Director  Venereal  Disease  Program,  N.Y.C. 

JAMES  LUCAS,  M.D. 

Assistant  Director,  National  Center/Disease  Control 
Atlanta,  Georgia 
RAYMOND  FORER,  Ph.D. 

SUNY  at  Albany 

JOHN  S.  SINACORE,  Ph.D. 

N.Y.S.  Education  Department 
ALLAN  HINMAN,  M.D. 

Director,  Bureau  of  Epidemiology 
N.Y.S.  Health  Department 

NO  FEE  CREDIT:  C-l 

HOLLIS  S.  INGRAHAM,  M.D.,  Commissioner  Chairman 
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BROOME  COUNTY 


October  1,  1970  / October  15,  1970 

11:00  o.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

BASIC  SCIENCE  SEMINAR 

Conducted  by  the  Upstate  Medical  Center,  Syracuse, 
New  York 

October  1 
Hyponatremia 

EDWARD  SCHROEDER,  M.D. 

October  8 

Posterior  Pituitary  Dysfunction 

ARNOLD  MOSES,  M.D. 

October  15 
Immunology 

A.  ALVIN  MARUCCI,  M.D. 

CREDIT:  C-1 

NOTE:  Medical  Grand  Rounds  will  be  held  at  10:00 
a.m.,  preceding  each  of  above  sessions.  Watch  for 
future  seminars  in  next  issue  of  WHAT  GOES  ON 


BUFFALO  AREA 


October  6,  1970  & October  7,  1970 
School  of  Medicine 

State  University  of  New  York  at  Buffalo 

Deaconess  Hospital 

Auditorium 

GYNECOLOGY  AND  OBSTETRICS 
FOR  THE  FAMILY  PHYSICIAN 

(Comprehensive  Health  Care  for  Women) 

Tuesday  morning 

OBSTETRICS  TODAY 

Tuesday  afternoon 

INFECTION 

Wednesday  morning 

CITY  WIDE  GYNECOLOGY- 
OBSTETRICS  CONFERENCE 

Complications  of  Therapeutic  Abortions 
Wednesday  afternoon 

NEW  METHODS  OF  SEX  EDUCATION 
AND  FAMILY  PLANNING 

Speakers  include  the  Faculty  of  the  Department  of 
Gynecology-Obstetrics  of  SUNYAB  and  the  following 
visiting  Faculty: 


KERMIT  E.  KRANTZ,  M.D. 

The  University  of  Kansas  Medical  Center 
JAN  SCHNEIDER,  M.D. 

The  University  of  Michigan  Medical  School 

FEE:  $60  CREDIT:  C-1 

Obtain  registration  form  from:  Continuing  Medical 

Education  Program,  Main  Street  Division,  State  Uni- 
versity of  New  York  at  Buffalo,  2211  Main  Street, 
Buffalo,  N.Y.  14214. 


WEDNESDAY,  OCTOBER  7 

1 0: 00  a.m. 

Medical  Society  of  the  State  of  New  York 
Annual  Area  Conference 

Charterhouse  Hotel 

UNIVERSAL  HEALTH  INSURANCE 

An  analysis  and  discussion  of  bills  presented  to  the  New 
York  State  Legislature  and  to  Congress 
GEORGE  L.  COLLINS,  M.D.,  Moderator 

12:30  p.m. 

Luncheon  given  by  State  Society 

2 : 00  p.m. 

MALPRACTICE  PREVENTION 

ARTHUR  J.  MANNIX,  JR.,  M.D.,  Chairman 

MSSNY  Professional  Liability  Insurance  and  Defense 

Board;  Legal  and  Insurance  Experts. 


October  14,  1970  / October  16,  1970 
School  of  Medicine 

State  University  of  New  York  at  Buffalo 
Statler  Hilton  Hotel 

5th  ANNUAL  BUFFALO  PULMONARY 
DISEASE  CONFERENCE 

A Symposium  in  Continuing  Medical  Education  sponsored 
by  Regional  Medical  Program  for  Western  New  York 
Chronic  Respiratory  Disease  Program  and  American 
College  of  Chest  Physicians. 

FEES:  $60  ACCP  Members 
$75  non-members 

CREDIT:  C-1 

Contact:  Continuing  Medical  Education  Program,  Main 

Street  Division,  2211  Main  Street,  Buffalo,  New  York 
14214. 
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State  University  of  New  York  at  Buffalo 

221  1 Main  Street 

Buffalo,  N.Y.  14214 

Tel.  (716)  831-5526,  Ext.  51 

SCHEDULE  FOR  FALL  1970 

September  23-25 

50th  Annual  Program: 

Trends  in  Internal  Medicine 
E.  J.  Meyer  Memorial  Hospital 

September  27-29 
Hand  Seminar 
Hotel  Statler  Hilton 

October  6 & 7 

Health  Care  for  Women 
Deaconess  Hospital 

October  8 

Therapeutic  Abortion 
Hotel  Statler  Hilton 

October  1 4-1 6 

5th  Annual  Pulmonary  Disease  Program 
Hotel  Statler  Hilton 

October  23 

Use  of  L-Dopa  in  Parkinsonism 
Millard  Fillmore  Hospital 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network 
covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaragus  and  Allegany  in  New  York  State 
and  Erie  County  and  McKean  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful 
to  all  physicians  presented  at  1 1 : 30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children's 
Hospital  sponsored  by  the  Department  of  Pediatrics  and 
presented  on  the  second  Friday  of  each  month  under  the 
direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Divi- 
sion of  Orthopedic  Surgery,  Deportment  of  Surgery,  and 
presented  on  the  fourth  Thursday  of  each  month  under  the 
direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


VINCENT  J.  ZARRO,  M.D. 

Hahnemann  Medical  College  and  Hospital 

NO  FEE  CREDIT:  C-l 


ST.  LAWRENCE  COUNTY 


THURSDAY,  SEPTEMBER  17 

9 : 00  a.m. -4 ; 00  p.m. 

St.  Lawrence  State  Hospital 

Curtis  Hall 
Ogdensburg 

PRACTICING  PHYSICIANS’  SEMINAR 

JAMES  PREVOST,  M.D.,  Director 
Regional  Education  Center 
Syracuse 

S.  J.  SHAMSIE,  M.D.,  Director  of  Children's  Services, 

Douglas  Hospital,  Montreal,  Quebec 

HENRY  B.  DUROST,  M.D.,  Executive  Director,  Douglas 

Hospital 

RAYMOND  VICKERS,  M.D.,  Chief  of  Geriatric  Services 
Albany  Medical  College 

CREDIT:  C-l 


SUFFOLK  COUNTY 

October  9,  1 970  / October  1 1,  1 970 

Nassau  and  Suffolk  County  Societies  of 
Pathology 

Gurney’s  Inn 
Montauk  Point 

The  1 st  annual  joint  Pathology  Seminar 

Saturday  Morning — 9:00  a.m. 

Clinical  and  Pathologic  Interpretation  of  Controversial 
Lesions  of  the  Uterine  Cervix 
RALPH  M.  RICHART,  M.D. 

Columbia  University  P & S 

Banquet  Speaker 

MARVIN  KUSCHNER,  M.D. 

State  University  at  Stony  Brook 

Sunday  Morning 

1.  Advances  in  Clinical  Pathology 

S.  RAYMOND  GAMBINO,  M.D. 

Columbia  University  P & S 

2.  Drug  Interference  with  Laboratory 
Tests 

F.  WILLIAM  SUNDERMAN,  JR.,  M.D. 

University  of  Connecticut  School  of  Medicine 


NASSAU  COUNTY 

WEDNESDAY,  SEPTEMBER  16 

9:00  a.m. 

Mercy  Hospital 

Rockville  Centre 

THE  RHEUMATOID  VARIANTS 


3.  Discussion 

NOTE:  Obstetricians  and  Gynecologists  are  urged  to 
attend  the  Seminar. 

For  further  information,  please  contact  JAMES  S. 
MAGIDSON,  M.D.,  Brookhaven  Memorial  Hospital,  101 
Brookhaven  Hospital  Road,  Patchogue,  N.Y.  11772. 
Tel.  (516)  475-5000. 
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SYRACUSE  AREA 

October  1,  1970  / October  3,  1970 

State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

State  University  Hospital 
Department  of  Anesthesia 

A Postgraduate  Refresher  Course  on: 

1.  Halogenated  Anesthetics 

2.  New  I.V.  Techniques  for  Anesthesia 

3.  Recent  Drug  Therapy  and  Its  Effects  on 
Preanesthetic  and  Anesthetic  Manage- 
ment 

Round  Table  Discussions  on: 

1.  The  Renal  System 

2.  The  Central  Nervous  System 

3.  The  Cardiovascular  System 

4.  Principles  of  Comprehensive  Preanes- 
thetic Evaluation  and  Preparation 

Faculty  taking  part  include: 

WILLIAM  EVERS,  M.D. 

Upstate  Medical  Center 
LEONARD  BACKMAN,  M.D. 

University  of  Pennsylvania 
MIECZYSLAW  FINSTER,  M.D. 

Columbia  University  P & 5 

WATTS  R.  WEBB,  M.D.  and  ALLEN  B.  DOBKIN,  M.D. 
Upstate  Medical  Center 

Advanced  registration  for  the  course  may  be  made 
directly  through  the  Center’s  Department  of  Anesthesi- 
ology in  Syracuse. 


WESTCHESTER  COUNTY 


THURSDAY,  OCTOBER  8 

9 : 00  a.m. 

St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 

INTERPRETATION  OF  PH 
AND  BLOOD  GASES 

E.  LESLIE  CHUSID,  M.D. 

Mount  Sinai  School  of  Medicine 

NOTE:  Future  Conferences  will  be  announced  in  forth- 

coming issues  of  WHAT  GOES  ON.  The  St.  Joseph’s 
Hospital  is  pleased  to  announce  that  beginning  in  the 
fall  of  1970  they  will  become  a participating  hospital 
in  the  weekly  Albany  Medical  College  "Two  Way  Medi- 
cal Radio  Conferences."  These  live  conferences  will  be 
held  in  the  auditorium  each  Monday  from  12:00  noon 
to  1:00  p.m.  They  are  approved  for  academic  credit 
by  AAGP. 


PHYSICIANS’  PLACEMENT 


WEBSTER  and  PENFIELD,  N.Y.,  Monroe  County.  Family 
physicians.  Internists  and  Pediatricians  needed  for  new 
multi-specialty  group  being  formed. 

CONTACT:  JASON  O.  COOK,  M.D.,  190  South  Avenue, 

Webster,  N.Y.  14580.  Tel.  (716)  872-2936. 


WEST  LEYDEN,  N.Y.,  Oneida  County.  G.P.  New  Medical 
Center. 

CONTACT:  MRS.  VIRGINIA  RINGWALD,  R.D.  #2,  Boon- 

ville,  N.Y.  13309.  Tel.  (315)  942-2006. 


WHITEHALL,  N.Y.,  Washington  County.  G.P. 

CONTACT:  MR.  FRANK  MARTUCCI,  Town  Supervisor, 

6 Mountain  Street,  Whitehall,  N.Y.  12887.  Tel.  (518) 
499-0228. 


WHITESBORO,  N.Y.,  Oneida  County.  G.P. 

CONTACT:  STEPHEN  J.  WALKER,  M.D.,  7 Westmoreland 

Street,  Whitesboro,  N.Y.  1 3492.  Tel.  (31  5)  RE  6-1  81  5. 


WILLIAMSON,  N.Y.,  Wayne  County.  G.P.  and  Specialists 
in  Internal  Medicine  and  Pediatrics. 

CONTACT:  REV.  DUANE  KOFAHL,  Williamson,  N.Y.  14589 
or  MR.  ROGER  DeHOND,  Williamson,  N.Y.  14589. 


WOLCOTT,  N.Y.,  Wayne  County.  G.P. 

CONTACT:  MRS.  WILLIAM  SILLICK,  Myers  Community 

Hospital,  Middle  Road,  Sodus,  N.Y.  14551. 


WOODBOURNE,  N.Y.,  Sullivan  County.  G.P. 

CONTACT:  MR.  BERNARD  LIPSKY,  Pres.,  Chamber  of 

Commerce,  Woodbourne,  N.Y.  12788.  Tel.  (914)  434- 
4222. 


WOODHULL,  N.Y.,  Steuben  County.  G.P.  Will  build 
Medical  Center. 

CONTACT:  FAYETTE  D.  MACDONALD  MEDICAL  BUILD- 

ING, INC.,  c/o  Jeffrey  Smith,  Jr.,  P.O.  Box  68,  Woodhull, 
N.Y.  14898.  Tel.  (607)  458-5151. 


Pediatrician: 

One  Pediatrician  wanted  to  join  two  established  Pedia- 
tricians in  private  practice.  Please  contact:  Alfred 

Adler,  M.D.  or  Clifton  Rothman,  M.D.,  1 5 Chester 
Avenue,  White  Plains,  N.Y.  10606.  Please  phono 
(914)  WH  8-4422. 


Neuro-Surgeon: 

Anyone  interested  in  partnership  proctice  kindly  contact 
Paul  M.  DeLuca,  M.D.,  F.A.C.S. 

609  E.  Main  Street 
Endicott,  New  York  13760 
(607)  754-0661 
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Rhinitis  Connell 

Microsurgery  of  Cataract Meltzer  1761 
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Bronkometer 

(isoetharine  0.6%;  phenylephrine  HCI  0.125%;  thenyldiamine  HCI  0.05%) 


fast,  potent  bronchodilation  and  decongestion 

helps  arrest  attacks  before  they  reach  nightmare  pro- 
portions . . . makes  future  attacks  less  feared. 


twist 

press 

relief 


COMPOSITION:  Each  ml  of  solution  supplies  at  the  mouthpiece  20  metered 
doses  of  350  meg  isoetharine  methanesulfonate  (0.6%),  70  meg  phenyl- 
ephrine HCI  (0.125%)  and  30  meg  thenyldiamine  HCI  (0.05%)  with  sac- 
charin and  menthol  plus  fluorochlorohydrocarbons  as  inert  propellants. 
Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE  The  average  dose  is  one  or  two  inhalations.  Occa- 
sionally, more  may  be  required.  It  is  important,  however,  to  wait  one  full 
minute  after  the  initial  one  or  two  inhalations  m order  to  be  certain  that 
another  is  necessary.  In  most  cases,  inhalations  need  not  be  repeated  more 
often  than  every  four  hours,  although  more  frequent  administration  may  be 
necessary  in  severe  cases. 

PRECAUTIONS  Although  Bronkometer  is  relatively  free  of  toxic  side  effects, 
too  frequent  use  may  cause  tachycardia,  palpitation,  nausea,  headache, 
changes  in  blood  pressure,  anxiety,  tension,  restless-  a ■ 
ness,  insomnia,  tremor,  weakness,  dizziness  and  Mil  **171  BREON 


excitement  as  is  the  case  with  other  sympathomimetic  amines.  Bronko- 
meter should  not  be  administered  along  with  epinephrine  or  other  sympa- 
thomimetic amines  as  such  drugs  are  direct  cardiac  stimulants  and  may 
cause  excessive  tachycardia  They  may,  however,  be  alternated  if  desired. 
Dosage  must  be  carefully  adjusted  in  patients  with  hyperthyroidism,  hyper- 
tension, acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve 
and  in  individuals  sensitive  to  sympathomimetic  amines,  since  overdosing 
may  result  in  tachycardia,  palpitation,  nausea,  headache  or  epinephrme- 
like  side  effects. 

HOW  SUPPLIED:  Bronkometer  tpr  10  ml  Refill  with  Actuator  (Code  No.  1 184) 
Bronkometer  tpr  10  ml  Refill  only  (Code  No.  1183);  Bronkometer  10  ml  Vial 
with  Oral  Nebulizer  (Code  No.  1193),  Bronkometer  20  ml  Vial  with  Oral 
Nebulizer  for  desk  or  bedside  (Code  No.  1182). 

LABORATORIES  INC.,  90  Park  Avenue,  New  York,  New  York  10016 


THE  PROFESSIONAL  SERVICE 
CORPORATION 


Professionals  who  practice  in  corporate  form  can  obtain  tax  and 
other  benefits  not  available  to  a partnership  or  sale  practitioner.  How- 
ever. until  recently,  professionals  in  New  York  State  were  not  permitted 
to  incorporate.  Now,  with  the  enactment  on  May  19,  1970  of  the  New 
York  Professional  Service  Corporation  Act,  you  as  a professional  are 
eligible  for  the  same  benefits  that  have  been  available  to  your  colleagues 
in  forty-eight  other  states. 

A seminar  discussing  the  legal,  tax  and  ethical  considerations  in- 
volved in  determining  whether  a professional  should  or  should  not  in- 
corporate will  be  conducted  in  the  following  cities: 


1. 

New  York  City, 

July  16 

9:00  A.M. 

July  17 

1:00  P.M. 

7:00  P.M. 

2. 

Albany 

July  23 

10:30  A.M. 

2:00  P.M. 

3. 

Utica 

July  23 

7:00  P.M. 

4. 

Syracuse 

July  24 

9:00  A.M. 

5. 

Rochester 

July  24 

2:00  P.M. 

6. 

Buffalo 

July  25 

9:00  A.M. 

7. 

Binghamton 

July  25 

3:00  P.M. 

Holiday  Inn,  440  VV. 
57th  St. 


Holiday  Inn,  1614 
Central  Ave. 


Holiday  Inn,  267 
Genesee  St. 

Holiday  Inn,  Carrier 
Circle,  Exit  35 

Holiday  Inn,  1525 
Ridge  Road,  West 

Holiday  Inn,  Inter- 
state 90  and  Route  190 

Holiday  Inn,  US 
Route  11 


Seminars  are  sponsored  by  Rittenhouse  Associates  of  Philadelphia, 
Pennsylvania.  Speakers  offer  several  years  experience  via  Pennsylvania, 
New7  Jersey  and  Florida  Professional  Corporation  enactments. 

Mail  reservation  and  check  ($20.00)  to: 


Rittenhouse  Associates 
Dept.  PC-1 
1700  Walnut  Street 
Philadelphia,  Pa.  19103 


Specify  city  and  time. 


Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Fhenacetin  120  nig.;  Salicylamide  150  nig.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  cosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Symbols  in  a life  of 
psychic  tension 

M.A. 

(Fine  Arts) 

PTA 

(President-elect) 

GYN 

repeated  examinations 
normal 

(persistent  complaints) 


Roche 


LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 
Nuflov.  New  Jersey  07110 


3^.  Of  the  more  than  100  different  types  of 
cancer,  colon  and  rectal  cancers  are 


^unique  for  two  compelling  reasons: 


High 

incidence: 

Annual  new  cases  number 
about  73,000.  Deaths  now 
total  46,000  a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost 
75%.  Survival  rate  is  now 
only  44%. 

£'•'  How  to  close  the  critical  gap  between 
• possible  and  actual  survivals? 
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The  "procto”  can  today  help  save  more 
lives  from  cancer  than  any  other  step  in 
the  checkup.  Which  is  why,  in  our  con- 
stant emphasis  on  the  importance  of  an- 
nual checkups,  we  urge  the  inclusion  of  a 
"procto".. .and  make  available  films  and 
other  pertinent  materials  for  the  layman 
and  the  physician.  We  are  closing  the 
"communications”  gap. 

Joint  action  by  people  and  their  doctors 
can  help  close  the  "action"  gap  to  reach 
a cure  rate  of  almost  75%  for  colon  and 
rectal  cancer. 

American  Cancer  Society : 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 


Mellarif 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full 
product  information.  The  following  is  a brief  precautionary 
statement. 

Contraindications:  Severe  central  nervous  system  depression, 
comatose  states  from  any  cause,  hypertensive  or  hypotensive 
heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously 
exhibited  a hypersensitivity  reaction  (e.g.,  blood  dyscrasias, 
jaundice)  to  phenothiazines.  Phenothiazines  are  capable  of 
potentiating  central  nervous  system  depressants  (e.g., 
anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy,  administer  only 
when  necessary. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia 
and/or  agranulocytosis  and  convulsive  seizures.  In  epileptic 
patients,  anticonvulsant  medication  should  also  be  maintained. 
Pigmentary  retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously  to  patients 
participating  in  activities  requiring  complete  mental  alertness 
(e.g.,  driving).  Orthostatic  hypotension  is  more  common  in 
females  than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 
Adverse  Reactions:  Central  Nervous  System— Drowsiness, 
especially  with  large  doses,  early  in  treatment;  infrequently, 
pseudoparkinsonism  and  other  extrapyramidal  symptoms; 
nocturnal  confusion,  hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous  System— Dryness 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting, 
diarrhea,  nasal  stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea,  inhibition  of 
ejaculation,  and  peripheral  edema.  ^///—Dermatitis  and  skin 
eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovascular 
System— ECG  changes  (see  Cardiovascular  Effects  below). 

Other— k single  case  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and 


should  be  considered:  Autonomic  Reactions— Miosis,  obstipation, 
anorexia,  paralytic  ileus.  Cutaneous  Reactions— Erythema, 
exfoliative  dermatitis,  contact  dermatitis.  Blood  Dyscrasias  - 
Agranulocytosis,  leukopenia,  eosinophilia,  thrombocytopenia, 
anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions— 

Fever,  laryngeal  edema,  angioneurotic  edema,  asthma. 
Hepatotoxicity— Jaundice,  biliary  stasis.  Cardiovascular  Effects — 
Changes  in  terminal  portion  of  electrocardiogram,  including 
prolongation  of  Q-T  interval,  lowering  and  inversion  of 
T-wave,  and  appearance  of  a wave  tentatively  identified  as  a 
bifid  T or  a U wave  have  been  observed  with  phenothiazines, 
including  Mellaril  (thioridazine);  these  appear  to  be  reversible 
and  due  to  altered  repolarization,  not  myocardial  damage.  While 
there  is  no  evidence  of  a causal  relationship  between  these 
changes  and  significant  disturbance  of  cardiac  rhythm,  several 
sudden  and  unexpected  deaths  apparently  due  to  cardiac 
arrest  have  occurred  in  patients  showing  characteristic 
electrocardiographic  changes  while  taking  the  drug.  While 
proposed,  periodic  electrocardiograms  are  not  regarded  as 
predictive.  Hypotension,  rarely  resulting  in  cardiac  arrest. 
Extrapyramidal  Symptoms-l\y.a\W\s\a,  agitation,  motor  restlessness, 
dystonic  reactions,  trismus,  torticollis,  opisthotonus,  oculogyric 
crises,  tremor,  muscular  rigidity,  and  akinesia,  occasionally 
persisting  for  several  months  or  years  especially  in  elderly 
patients  with  brain  damage.  Endocrine  Disturbances—  Menstrual 
irregularities,  altered  libido,  gynecomastia,  weight  gain,  false 
positive  pregnancy  tests.  Urinary  Disturbances— Retention, 
incontinence.  0/Am-Hyperpyrexia;  behavioral  effects 
suggestive  of  a paradoxical  reaction,  including  excitement, 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional 
states;  following  long-term  treatment,  a peculiar  skin-eye 
syndrome  marked  by  progressive  pigmentation  of  skin  or 
conjunctiva  and/or  accompanied  by  discoloration  of 
exposed  sclera  and  cornea;  stellate  or  irregular 
opacities  of  anterior  lens  and  cornea. 
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To  lighten  the  workload  of  breathing 

Bronkotabs 

Each  tablet  contains  ephedrine  sulfate  24  mg;  glyceryl  guaiacolate  100  mg; 
theophylline  100  mg;  phenobarbital  8 mg  (warning:  may  be  habit  forming); 
thenyldiamine  HCL  10  mg. 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 


Recommended  Dosage:  One  tablet  every  3 or  4 hourstp:1 
exceed  five  times  daily.  Children  over  6:  one  half  adujdij 
Precautions:  Sympathomimetic  side  effects  are  minim] 
there  are  none  of  the  dangers  or  side  effects  associate 
steroid  therapy.  However,  frequent  or  prolonged  ut| 
cause  nervousness,  restlessness  or  sleeplessness.  Broloi.| 
should  be  used  with  caution  in  the  presence  of  hypertjis; 
heart  disease  or  hyperthyroidism.  Drowsiness  may  oc# 
tients  should  be  cautioned  not  to  drive  or  operate  ma| 
when  taking  Bronkotabs. 

Supplied:  Bottles  of  100  and  1,000  scored  tablets. 


When 
moving  air 
is  too  much 
work- 

Bronkotahs 


and  reduces  congestion,  thereby  helping 
to  combat  bronchospasm.  Bronkotabs 
thins  viscid  mucus  and  encourages 


Asthmatic  patients  often  work  too  hard  to 
move  too  little  air.  Maintenance  therapy  with 
Bronkotabs  can  improve  the  caliber  of 
small  airways  to  reduce  ventilatory  effort. 
Bronkotabs  dilates  the  bronchioles 


the  expulsion  of  tenacious  plugs— 
increases  vital  capacity  and 
decreases  severity  of  symptoms. 
And,  sympathomimetic  side  effects 
with  Bronkotabs  are  minimal. 


Two  brief 
words  about 
Tuinal 

one-half  sodium  amobarbital  and 
one-half  sodium  secobarbital 


“good 

night" 


final  helps  patients  fall  asleep  fast, 
lay  asleep  all  night. 


nearly  a quarter  century  of  use,  Tuinal  has  proved 
je  the  trusted  sedative  for  patients  who  "just  can't 
;p.”  The  sodium  secobarbital  in  each  Pulvule® 
jes  prompt  hypnotic  relief.  The  longer-lasting  effect 
odium  amobarbital  helps  them  stay  asleep  all  night, 
•ee  strengths  of  this  formulation  are  available  for 
ir  prescription. 

3 mg.  (3/4  grain)  100  mg.  (1  1/2  grains)  200  mg.  (3  grains) 

fications:  Tuinal,  comprised  of  equal  parts  of 
onal®  Sodium  (sodium  secobarbital,  Lilly)  and 
lvtal®  Sodium  (sodium  amobarbital,  Lilly),  is  indi- 
ed  for  prompt  and  moderately  long-acting  hvp- 
dc  effect.  It  is  not  suitable  for  continuous  daytime 
lation. 

ntraindications:  Barbiturates  should  not  be  ad- 

[listered  to  anyone  with  a history  of  porphyria,  nor 
'uld  they  be  given  in  the  presence  of  uncontrolled 
n,  because  excitement  may  result, 
irning:  May  be  habit-forming. 

;cautions:  Tuinal  should  be  used  cautiously  in  pa- 
nts with  decreased  liver  function,  since  prolonga- 
n of  effect  may  occur. 

'verse  Reactions:  Idiosyncrasy,  such  as  excitement, 
ngover,  or  pain,  may  appear.  Hypersensitivity  reac- 
ns  occur  in  some  patients,  especially  in  those  with 
ihma,  urticaria,  or  aneioneurotic  edema. 


Dosage:  50  to  200  mg.  (3/4  to  3 grains)  at  bedtime. 

Overdosage:  C.N.S.  depression.  Symptoms — Depres- 
sion of  respiration  and  of  superficial  and  deep  reflexes, 
slight  constriction  of  the  pupils  (in  severe  poisoning, 
dilation),  decreased  urine  formation,  lowered  hody 
temperature,  coma.  Treatment — Symptomatic  and  sup- 
portive (gastric  lavage;  intravenous  fluids;  mainte- 
nance of  blood  pressure,  body  temperature,  and 
adequate  respiration).  Dialysis  may  speed  removal  of 
barbiturates  from  body  fluids. 

How  Supplied:  In  50-mg.  (3/4-grain),  100-mg.  (1  1/2- 
grain),  and  200-mg.  (3-grain)  Pulvules®.  [052468] 


Under  your  supervision,  barbiturates  are  valuable 
therapeutic  agents.  In  the  hands  of  the  reckless  and 
the  uninformed,  they  can  be  abused.  Lilly  enforces  a 
comprehensive  security  program  to  help  prevent  pil- 
ferage, theft,  and  diversion  of  its  products.  Full  co- 
operation is  afforded  law  enforcement  agencies  and 
other  groups  who  offer  education  on  drug  abuse  and 
prevention  programs. 


Additional  information  available  upon  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Louie's  back  on 
the  track! 

After  an  arthritic  flare-up. 

They  laughed  about  Louie's''lumbago". 

But  it  wasn't  lumbago. 

He  lost  weeks  with  an  attack  of  aspirin-stubborn 
rheumatoid  spondylitis. . .weeks  of  inflammatory  pain  and  stiffness. 

"The  early  symptoms  of  ankylosing  spondylitis 
are  frequently  mislabelled  as  muscular  rheumatism,  fibrositis, 
lumbago,  chronic  low  back  strain,  idiopathic  sciatica 
or  even  kidney  disease."  * 

"In  a few  (patients),  disabling  attacks 
often  described  as'lumbago' occur."  * 

In  patients  with  clinically  confirmed 
aspirin-stubborn  spondylitis,  consider  Butazolidin  alka: 

Prompt  anti-inflammatory  action 

Short  trial  period 

Low  maintenance  dosage 

Butazolidin  alka 

100  mg  phenylbutazone 

100  mg  dried  aluminum  hydroxide  gel 

150  mg.  magnesium  trisilicate 

Serious  side  effects  can  occur.  Select  pa- 
tients carefully  (particularly  the  elderly)  and 
follow  them  closely  in  line  with  the  drug's 
precautions,  warnings  and  contraindications. 

Read  the  prescribing  information.  It's  sum- 
marized below. 


If  it  doesn't  work  in  a week,  forget  it. 


* Boland,  Edward  W. : Ankylosing  Spondy- 
litis, in  ARTHRITIS,  ed.  7,  edited  by  J.  L.  Hol- 
lander (section  edited  by  C.  McEwen),  Phila- 
delphia, Lea  & Febiger,  1966,  chap.  39.  p.  639. 

Indications  Osteoarthritis,  rheumatoid  ar- 
thritis, rheumatoid  spondylitis,  psoriatic  arthri- 
tis, acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of 
that  joint),  acute  superficial  thrombophlebitis. 

Contraindications  Edema;  danger  of  car- 
diac decompensation,  history  or  symptoms  of 
peptic  ulcer;  renal,  hepatic  or  cardiac  dam- 
age; history  of  drug  allergy;  history  of  blood 
dyscrasia. The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently.  Large  doses 
of  the  alka  formation  are  contraindicated  in 
glaucoma 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  watch  for  exces- 
sive increase  in  prothrombin  time.  Instances 
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of  severe  bleeding  have  occurred  Persiste 
or  severe  dyspepsia  may  indicate  peptic 
ulcer,  perform  upper  gastrointestinal  x-ray 
diagnostic  tests  if  drug  is  continued.  Pyrazc  k 
compounds  may  potentiate  the  pharmacolo  " 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin  Carefully  observe  patier 
receiving  such  therapy  Use  with  caution  in 
the  first  trimester  of  pregnancy  and  in  pa- 
tients with  thyroid  disease 
Precautions  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  tc 
routine  measures  as  well  as  contraindicated 
patients  Obtain  a detailed  history  and  a cort 
plete  physical  and  laboratory  examination, 
including  a blood  count  Patients  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp 
toms  of  blood  dyscrasia),  sudden  weight  gaii 
(water  retention),  skin  reactions,  black  or 


y.  posed  by  professional  model 
ie  Hollow  Stud  Farm.  Pine  Bush.  N.Y 
torse  in  the  picture  is  Romeo  Hanover, 
Id  champion  cgcec 


stools  or  other  evidence  of  intestinal 
prrhage  occur.  Make  complete  blood 
ts  at  weekly  intervals  during  early  ther- 
ind  at  2-week  intervals  thereafter  Dis- 

Ilnue  the  drug  immediately  and  institute 
1 termeasures  if  the  white  count  changes 
icantly.  granulocytes  decrease,  or  im- 
re  forms  appear.  Use  greater  care  in  the 
ly  and  in  hypertensives. 

_ 'vecse  Reactions:  The  more  common  are 
ia  and  edema  Swelling  of  the  ankles  or 
may  be  minimized  by  withholding  dietary 
eduction  in  dosage  or  use  of  diuretics 
erly  patients  and  in  those  with  hyper  - 
m the  drug  should  be  discontinued  with 
ippearance  of  edema  The  drug  has  been 
lated  with  peptic  ulcer  and  may  reac- 
a latent  peptic  ulcer.  The  patient  should 
tructed  to  take  doses  immediately 
e or  after  meals  or  with  milk  to  minimize 
|'C  upset  Drug  rash  occasionally  occurs, 
oes,  promptly  discontinue  the  drug. 


Agranulocytosis,  exfoliative  dermatitis. 
Stevens-Johnson  syndrome.  Lyell's  syndrome 
(toxic  necrotizing  epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  serum 
sickness  may  occur  and  require  permanent 
withdrawal  of  medication.  Agranulocytosis 
can  occur  suddenly  in  spite  of  regular,  re- 
peated normal  white  counts  Stomatitis  and. 
rarely,  salivary  gland  enlargement  may  re- 
quire cessation  of  treatment.  Such  patients 
should  not  receive  subsequent  courses  of  the 
drug.  Vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely 
attributable  to  the  drug,  a causal  relationship 
cannot  be  excluded  Thrombocytopenic 
purpura  and  aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache,  blurred 
vision,  optic  neuritis  and  transient  hearing 
loss  have  been  reported,  as  have  hypergly- 
cemia. hepatitis,  jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several  cases  of 


anuria,  glomerulonephritis  and  hematuria. 
With  long-term  use.  reversible  thyroid  hyper- 
plasia may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemo- 
dilution  may  occur. 

Dosage  m Rheumatoid  Spondylitis:  Initial: 

3 to  6 capsules  daily  in  3 or  4 equal  doses 
Trial  period.  1 week.  Maintenance  dosage 
should  not  exceed  4 capsules  daily,  response 
is  often  achieved  with  1 or  2 capsules  daily. 

In  selecting  the  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  any  other  factors  influencing  drug 
response.  (B)46-070-C 

For  complete  details,  please  see  full 
prescribing  information. 
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Noses 
run  in  s 
families 


Jt  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
ompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 
Neo-Synephrine  has  been  so  dependable  for  so  long— over 
) years  — it  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
r ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
he-man's  cold  or  baby's  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  '/4  % is  safe 
ren  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
liary  activity  and  has  little  rebound  tendency.  Used  promptly, 
eo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
lildren  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
id  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  Vs  % for  infants,  >/4  % 

>r  children,  V2  % for  adults.  Also  available:  Neo-Synephrine 
ompound  Cold  Tablets. 

Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 

has  them  all! 
a strength  for  all  ages 
for  congestion  of  all  stages 


tf/nYhrop  Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Sandoz  announces... 

SAN  DOZ 

a new  agent  for 
the  alcohol-dependent  patient 
who  wants  to  quit 
and 

a program  for  the  New  York  physician 
who  wants  to  help 


When  alcohol 
becomes  a 
way  of  life 


SER6MTJI! 


a major  tranquilizer  with  specific  advantages  for  the  alcohol-dependent  patient: 


1.  Alleviates  tension,  anxiety,  and  de- 
pression; may  also  ease  prevalent 
neurotic  symptoms  in  personality 
disorders. 

2.  No  reported  habituation  or  addic- 
tion. 

3.  Antiemetic  properties  to  control 
nausea  and  vomiting. 


4.  Has  not  caused  hepatic  dysfunc- 
tion or  interfered  with  functional 
recovery  of  impaired  liver. 

5.  Four  tablet  strengths  to  allow  flexi- 
bility of  dosage  (usual  starting 
dose:  for  the  problem  drinker,  10 
mg.  t.i.d.,-  for  the  frank  alcoholic, 
25  mg.  b.i.d.). 

6.  Injectable  form  available  for  acute 
episodes. 


a program  for  early  recognition  and  successful  treatment: 


Alcoholism  in  New  York* 


State  Rank 

total  no.  alcoholics 

2nd 

no.  per  capita 

5th 

per  capita  consumption* 

9th 

New  York  Physicians'  Report 

(compared  with  U.S.  average) 

%N.Y.  %U.S. 

see  5 or  more  problem 

drinkers  in  2-month  period  25.5  37.1 

half  or  more  seen 

are  women  40.8  37.4 

treat,  rather  than  refer  68.5  72.6 

more  community  services 
needed  62.3  63.0 

•based  on  preliminary  data  supplied  by  Center 

of  Alcohol  Studies,  Rutgers  University 
tabsolute  alcohol 


The  Ins-and-Outs  of  Alcoholism:  A series  of  recordings  and  | 
other  mailings,  each  concerned  with  a particular  aspect  of  the  | 
alcohol  problem.  Recognized  authorities  in  the  field  discuss  the  | 
scope,  recognition  and  treatment  of  alcohol-dependent  patients.  1 
Also  included  will  be  The  Alcoholic  Directory,  a nationwide  sur- 
vey of  treatment  centers. 


Interested? Complete  and  mail  this  coupon  to: 

Dept.  SERENTIL/Sandoz  Pharmaceuticals 
Route  10/Hanover,  New  Jersey  07936 


Street — — 

City. State Zip. 


SAN  DOZ 


See  next  page  lor  prescribing  information. 


INDICATIONS:  In  clinical  studies,  Serentil 
(mesoridazine)  has  been  found  useful  in  the 
following  disease  states: 

Alcoholism  — Acute  and  Chronic:  Serentil 
ameliorates  anxiety,  tension,  depression, 
nausea  and  vomiting  in  both  acute  and 
chronic  alcoholics  without  producing  hepa- 
tic dysfunction  or  hindering  the  functional 
recovery  of  the  impaired  liver. 

Schizophrenia:  Serentil  is  effective  in  the 
treatment  of  schizophrenia.  It  substantially 
reduces  the  severity  of  Emotional  Withdraw- 
al, Conceptual  Disorganization,  Anxiety, 

Tension,  Hallucinatory  Behavior,  Suspicious- 
ness and  Blunted  Affect  in  schizophrenic 

patients.  As  with  other  phenothiazines,  patients  refractory  to  pre- 
vious medication  may  respond  to  Serentil. 

Behavioral  Problems  in  Mental  Deficiency  and  Chronic  Brain 
Syndrome.-  The  effect  of  Serentil  was  found  to  be  excellent  or 
good  in  the  management  of  hyperactivity  and  uncooperativeness 
associated  with  Mental  Deficiency  and  Chronic  Brain  Syndrome. 
Psychoneurotic  Manifestations-.  Serentil  reduces  the  symptoms  of 
anxiety  and  tension,  prevalent  symptoms  often  associated  with 
neurotic  components  of  many  disorders,  and  benefits  personality 
disorders  in  general. 

CONTRAINDICATIONS:  As  with  other  phenothiazines,  Serentil 
(mesoridazine)  is  contraindicated  in  severe  central  nervous  sys- 
tem depression  or  comatose  states  from  any  cause.  Serentil  is 
contraindicated  in  individuals  who  have  previously  shown  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Where  patients  are  participating  in  activities  requir- 
ing complete  mental  alertness  (e.g.,  driving),  it  is  advisable  to 
administer  the  phenothiazines  cautiously  and  to  increase  the 
dosage  gradually. 

Usage  in  pregnancy:  The  safety  of  this  drug  in  pregnancy  has 
not  been  established;  hence,  it  should  be  given  only  when  the 
anticipated  benefits  to  be  derived  from  treatment  exceed  the 
possible  risks  to  mother  and  fetus. 

Usage  in  children:  The  use  of  Serentil  In  children  under  12  years 
of  age  is  not  recommended,  because  safe  conditions  for  its  use 
have  not  been  established. 

Attention  should  be  paid  to  the  fact  that  phenothiazines  are 
capable  of  potentiating  central  nervous  system  depressants  (e.g., 
anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine  and  phos- 
phorus insecticides. 

PRECAUTIONS:  While  ocular  changes  have  not  to  date  been 
related  to  Serentil,  one  should  be  aware  that  such  changes  have 
been  seen  with  other  drugs  of  this  class. 

Because  of  possible  hypotensive  effects,  reserve  parenteral 
administration  for  bedfast  patients  or  for  acute  ambulatory  cases, 
and  keep  patient  lying  down  for  at  least  V2  hour  after  injection. 

Leukopenia  and/or  agranulocytosis  have  been  attributed  to 
phenothiazine  therapy.  A single  case  of  transient  granulocyto- 
penia has  been  associated  with  Serentil  (mesoridazine). 

ADVERSE  REACTIONS:  Drowsiness  and  hypotension  were  the 
most  prevalent  side  effects  encountered.  Side  effects  tended  to 
reach  their  maximum  level  of  severity  early  with  the  exception  of  a 
few  (rigidity  and  motoric  effects)  which  occurred  later  In  therapy. 

With  tTie  exceptions  of  tremor  and  rigidity,  adverse  reactions 
were  generally  found  among  those  patients  who  received  rela- 
tively high  doses  early  In  treatment.  Clinical  data  showed  no 
tendency  for  the  Investigators  to  terminate  treatment  because  of 
side  effects. 

Serentil  has  demonstrated  a remarkably  low  incidence  of  ad- 
verse reactions  when  compared  with  other  phenothiazine  com- 
pounds. 

Central  Nervous  System:  Drowsiness,  Parkinson's  syndrome,  dizzi- 
ness, weakness,  tremor,  restlessness,  ataxia,  dystonia,  rigidity, 
slurring,  akathisia,  motoric  reactions  (opisthotonos)  have  been 
reported. 

Autonomic  Nervous  System.  Dry  mouth,  nausea  and  vomiting,  faint- 
ing, stuffy  nose,  photophobia,  constipation  and  blurred  vision 
have  occurred  in  some  instances. 

Endocrine  System:  Inhibition  of  ejaculation  and  lactation  have 
been  noted  rarely. 

Skin  Itching,  rash,  hypertrophic  papillae  of  the  tongue  and  angio- 
neurotic edema  have  been  reported. 

Cardiovascular  System:  Hypotension  and  tachycardia  have  been 
reported.  EKG  changes  have  occurred  In  some  Instances  (see 
Phenothiazine  Derivatives:  Cardiovascular  Effects). 


SEREMTIC 

(mesoridazine) 

new  weapon 
in  the  fight  against 
alcoholism 


Phenothiazine  Derivatives:  It  should  be 
noted  that  efficacy,  indications  and  un- 
toward effects  have  varied  with  the  differ- 
ent phenothiazines.  The  physician  should 
be  aware  that  the  following  have  occurred 
with  one  or  more  phenothiazines  and  should 
be  considered  whenever  one  of  these 
drugs  is  used: 

Autonomic  Reactions:  Miosis,  obstipation, 
anorexia,  paralytic  Ileus. 

Cutaneous  Reactions:  Erythema,  exfoliative 
dermatitis,  contact  dermatitis. 

Blood  Dyscrasias:  Agranulocytosis,  leuko- 
penia, eosinophilla,  thrombocytopenia, 
anemia,  aplastic  anemia,  pancytopenia. 
Allergic  Reactions:  Fever,  laryngeal  edema,  angioneurotic  edema, 
asthma. 

Hepatotoxicity-.  Jaundice,  biliary  stasis. 

Cardiovascular  Effects:  Changes  in  the  terminal  portion  of  the 
electrocardiogram,  including  prolongation  of  the  Q-T  interval,  low- 
ering and  inversion  of  the  T-wave  and  appearance  of  a wave 
tentatively  identified  as  a bifid  T or  a U wave  have  been  observed 
in  some  patients  receiving  the  phenothiazine  tranquilizers,  includ- 
ing Serentil  (mesoridazine).  To  date,  these  appear  to  be  due  to 
altered  repolarization  and  not  related  to  myocardial  damage. 
They  appear  to  be  reversible.  There  is  no  evidence  at  present 
that  these  changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm. 

Hypotension,  rarely  resulting  in  cardiac  arrest,  has  been  noted. 
Extrapyramidal  Symptoms:  Akathisia,  agitation,  motor  restlessness, 
dystonic  reactions,  trismus,  torticollis,  opisthotonos,  oculogyric 
crises,  tremor,  muscular  rigidity,  akinesia — some  of  which  on  rare 
occasions  have  persisted  for  several  months  or  years  especially 
in  patients  of  advanced  age  with  brain  damage. 

Endocrine  Disturbances  Menstrual  irregularities,  altered  libido, 
gynecomastia,  weight  gain.  False  positive  pregnancy  tests  have 
been  reported. 

Urinary  Disturbances:  Retention,  incontinence. 

Others:  Hyperpyrexia.  Behavioral  effects  suggestive  of  a para- 
doxical reaction  have  been  reported.  These  include  excitement, 
bizarre  dreams,  aggravation  of  psychoses  and  toxic  confusional 
states.  More  recently,  a peculiar  skin-eye  syndrome  has  been 
recognized  as  a side  effect  following  long-term  treatment  with 
phenothiazines.  This  reaction  is  marked  by  progressive  pigmenta- 
tion of  areas  of  the  skin  or  conjunctiva  and/or  accompanied  by 
discoloration  of  the  exposed  sclera  and  cornea.  Opacities  of  the 
anterior  lens  and  cornea  described  as  Irregular  or  stellate  in 
shape  have  also  been  reported. 

DOSAGE  AND  ADMINISTRATION:  Oral:  The  dosage  of  Serentil 
(mesoridazine),  as  in  most  medications,  should  be  adjusted  to  the 
needs  of  the  individual.  The  lowest  effective  dosage  should  always 
be  used.  When  maximum  response  is  achieved,  dosage  may  be 
reduced  gradually  to  a maintenance  level. 

Alcoholism .-  For  most  patients  the  usual  starting  dose  is  25  mg. 
b.i.d.  The  usual  optimum  total  daily  dose  range  Is  50-200  mg. 
per  day. 

Schizophrenia:  For  most  patients,  regardless  of  severity,  a start- 
ing dose  of  50  mg.  t.I.d.  is  recommended.  The  usual  optimum 
total  daily  dose  range  is  100-400  mg.  per  day. 

Behavioral  Problems  in  Mental  Deficiency  and  Chronic  Brain 
Syndrome:  For  most  patients  a starting  dose  of  25  mg.  t.I.d.  Is 
recommended.  The  usual  optimum  total  daily  dose  range  is  75- 
300  mg.  per  day. 

Psychoneurotic  Manifestations:  For  most  patients  the  usual  starting 
dose  is  10  mg.  t.I.d.  The  usual  optimum  total  dally  dose  range  is 
30-150  mg.  per  day. 

Injectable  Form:  In  those  situations  In  which  an  Intramuscular 
form  of  medication  Is  Indicated,  Serentil  (mesoridazine)  Inject- 
able is  available.  For  most  patients  a starting  dose  of  25  mg.  Is 
recommended.  The  dose  may  be  repeated  In  30  to  60  minutes.  If 
necessary.  The  usual  optimum  total  dally  dose  range  Is  25-200  mg. 
per  day. 

HOW  SUPPLIED: Tablets:  10  mg.,  25  mg.,  50  mg.,  and  100  mg. 
mesoridazine  (as  the  besylate).  Bottles  of  100. 

Ampuls:  1 cc.  [25  mg.  mesoridazine  (as  the  besylate)].  Inactive 
Ingredients — Dlsodium  Edetate,  U.S.P.,  0.5  mg.;  Sodium  Chloride, 
U.S.P.,  7.2  mg.;  Carbon  Dioxide  Gas  (Bone  Dry),  q.s.;  Water  for 
Injection,  U.S.P.,  q.s.  to  1 cc.  Boxes  of  20  and  100.  SER70101 

Sandoz  Pharmaceuticals,  Hanover,  N.J.  /^\ 


>rip  stopped,  Congestion  cleared 


upper  respiratory  allergies  and  infections,  up  to 
nours  clear  breathing  on  one  tablet.  Dimetapp 
intabs®  does  an  outstanding  job  of  helping  to  clear 
he  stuffiness,  drip  and  congestion  of  colds  and  up- 
respiratory  allergies  and  infections.  Each  Extentab 
ds  working  up  to  12  hours.  And  for  most  patients 
vsiness  or  overstimulation  is  unlikely. 

ICATIONS:  Dimetapp  is  indicated  for  symptomatic 
sf  of  the  allergic  manifestations  of  respiratory  ill- 
ses,  such  as  the  common  cold  and  bronchial  asthma, 
>onal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
JTRAINDICATIONS:  Hypersensitivity  to  antihista- 
es.  Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /J-H'DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  1\ 

ning.  SUPPLIED:  Bottles  of  100  and  500.  S.chmoTva^aMo 


Dimetapp 

Extentabs 

Dimetane^1  (brompheniramine  maleate).  12  mg  ; phenyl- 
ephrine HCI,  15  mg  ; phenylpropanolamine  HCI.  15  mg. 
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Medical  Meetings 


Postgraduate  course  in  anesthesia 

A postgraduate  refresher  course  in  anesthe- 
sia will  be  held  October  1 through  3,  at  State 
University  Hospital  of  the  Upstate  Medical 
Center  in  Syracuse,  sponsored  by  the  Depart- 
ment of  Anesthesiology. 

The  three-day  refresher  course  will  include 
sessions  on  the  following:  Halogenated  Anes- 

thetics; New  Intravenous  Technics  for  Anes- 
thesia; and  Recent  Drug  Therapy  and  Its  Ef- 
fects on  Preanesthetic  and  Anesthetic  Manage- 
ment. 

Round-table  discussions  will  be  held  on  a 
number  of  topics,  among  them : the  renal  sys- 

tem; the  central  nervous  system;  the  cardio- 
vascular system;  and  principles  of  comprehen- 
sive preanesthetic  evaluation  and  preparation. 
Included  in  the  schedule  are  visits  to  operating 
rooms  for  demonstration  of  anesthesia  equip- 
ment. 

Internists  in  upstate  New  York 
and  Ontario,  Canada,  to  meet 

An  area  scientific  meeting  sponsored  by  the 
American  College  of  Physicians  is  to  be  held  at 
the  Otesaga  Inn,  in  Cooperstown,  on  October  8 
and  9.  The  session  is  one  of  37  state  and  area 
scientific-educational  meetings  held  to  help  the 
College’s  members  keep  abreast  of  develop- 
ments in  the  basic  sciences  and  clinical  medi- 
cine. 

The  meeting  is  under  the  direction  of  Stuart 
0.  Bondurant,  Jr.,  M.D.,  chairman  of  the  De- 
partment of  Medicine,  Albany  Medical  College, 
and  William  B.  Spaulding,  M.D.,  professor  of 
medicine,  McMaster  University  Faculty  of 
Medicine,  Ontario,  Canada. 

Symposium  on  catastrophic  illness 

A symposium  on  the  many-faceted  problems 
of  catastrophic  illness  in  the  family  setting  will 
be  held  at  the  Hotel  Biltmore,  on  October  15 
and  16.  “Catastrophic  Illness  in  the  Seventies — 
Critical  Issues  and  Complex  Decisions,”  is  the 
fourth  in  a series  sponsored  by  Cancer  Care, 
Inc.  of  the  National  Cancer  Foundation.  Co- 
chairmen  of  the  symposium  are  George  R. 
Reader,  M.D.,  professor  of  medicine,  The  New 
York  Hospital-Cornell  Medical  Center,  and 
Hazel  N.  Halloran,  A.C.S.W.,  director,  Social 
Service  Department,  St.  Vincent’s  Hospital  and 
Medical  Center,  New  York  City. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


The  program  will  feature  the  following 
guests  and  topics: 

October  15.  Jerome  Pollack,  executive  direc- 
tor, Harvard  Community  Health  Plan,  on  “The 
Economics  of  Illness”;  Rev.  Dr.  Paul  B.  Mc- 
Cleave,  director,  Department  of  Medicine  and 
Religion,  A.M.A.,  will  speak  on  moral  and  re- 
ligious problems  related  to  the  dying  patient; 
Sister  Zita  Marie  Cotter,  R.N.,  St.  Anthony’s 
Hospital,  Las  Vegas,  Nevada,  will  offer  insights 
from  the  nursing  standpoint  in  a workshop  ses- 
sion on  “Supportive  and  Palliative  Measures  in 
Catastrophic  Illness”;  Elizabeth  Kubler-Ross, 
M.D.,  La  Rabida  Children’s  Hospital  and  Re- 
search Center,  Chicago,  Illinois,  will  speak  on 
“Coping  Patterns  of  Patients  Who  Know  Their 
Own  Diagnosis”;  and  Cicely  Saunders,  O.B.E., 
M.C.R.P.,  medical  director,  St.  Christopher’s 
Hospice,  London,  England,  on  “The  Patient’s 
Response  to  Treatment.” 

October  16.  Melvin  J.  Krant,  M.D.,  director 
of  oncology,  Lemuel  Shattuck  Hospital,  Boston, 
Massachusetts,  on  “Decision-making  in  the 
Treatment  of  Catastrophic  Illness”;  Mrs.  Mar- 
garet E.  Walsh,  general  director,  National 
League  for  Nursing,  Inc.,  on  “What  is  Com- 
prehensive Care  for  the  Catastrophically  111?”; 
Mrs.  Bernice  C.  Harper,  A.C.S.W.,  director  of 
social  services,  City  of  Hope  National  Medical 
Center,  Duarte,  California,  on  “The  Rights  of 
the  Patient  with  Catastrophic  Illness”;  Dr. 
Robert  E.  Neale,  associate  professor  of  psychol- 
ogy and  religion,  Union  Theological  Seminary, 
New  York  City,  on  “Loneliness  and  Aliena- 
tion”; and  Frances  A.  McVey,  R.N.,  executive 
director,  Visiting  Nurse  Association  of  Brook- 
lyn, Inc.,  on  “Grief  and  Bereavement”;  Edyth 
H.  Schoenrich,  M.D.,  director,  Bureau  of 
Chronic  Diseases,  Maryland  State  Department 
of  Health,  on  “Comprehensive  Care  for  the 
Catastrophically  111”;  and  George  A.  Silver, 
M.D.,  professor  of  International  Health,  Yale 
University,  on  “Challenge  for  the  Future.” 

Registration  fee  is  $10.  For  further  infor- 
mation and  registration  forms  contact  Mrs. 
Louise  N.  Mumm,  symposium  coordinator, 
Cancer  Care,  Inc.,  1 Park  Avenue,  New  York, 
New  York  10016 

Autopsy  and  the  law  topic 
of  symposium 

“Autopsy  and  the  Law,”  a half-day  sympo- 
sium on  the  legal,  ethical,  and  medical  issues 
today  about  postmortem  examinations,  is  to  be 
held  on  October  24,  2:00  to  5:00  p.m.,  at  the 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 

successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

• broad-spectrum  activity 

• relatively  painless  I.M.  injection 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage) . Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form.  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g„  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Cm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  be  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling's  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
( maculopapular  or  erythematous) , and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  important— He- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection-  Loridine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  foui 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor 
rhea.  Early  syphilis  may  be  treated  with  50( 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days  I 

Although  some  clinical  experience  witl 
high  doses  for  life-threatening  condition 
has  been  reported,  it  has  been  shown  tha 
excessive  dosages  (above  4 Gm.  daily)  ma 
cause  serious  nephrotoxic  reactions.  Fo 
this  reason,  Keflin®  (sodium  cephalothir 
Lilly)  may  be  preferred  when  doses  large 
than  4 Gm.  daily  are  considered  for  lift  I 
threatening  situations.  If  more  than  2 Gn 
of  cephaloridine  is  injected  daily,  the  patiei  I 
should  be  under  close  clinical  observatio 
for  changes  in  renal  function  or  be  hospita 
ized.  In  addition,  reduced  dosage  should  1 
employed  in  patients  with  known  or  su 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  m 
per  Kg.  (15  to  25  mg.  per  pound)  of  boc 
weight,  given  in  divided  doses,  has  bet 
found  effective  for  mild  to  moderately  s 
vere  infections.  A daily  total  of  100  mg.  p 
Kg.  (50  mg.  per  pound)  of  body  weig 
(not  to  exceed  recommended  adult  dose 
may  be  needed  for  very  severe  infection; 

Intravenous  Injection— In  the  presence 
extremely  serious  infections  (such  as  b; 
teremia)  or  when  any  infection  seems  ovt 
whelming,  intravenous  administration  m 
be  indicated. 

Total  daily  dosages  are  the  same  as  w 
intramuscular  injection.  For  very  suscep 
ble  organisms,  500  mg.  to  1.5  Gm.  per  d 
may  suffice;  for  less  susceptible  organis 
and  for  serious  infections,  2 to  4 Gm.  ] I 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cep  l 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubb  I 
stoppered;  1 Gm.,  10-ml.  size,  rubb 
stoppered.  [082!  I 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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New  York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  City.  This  is  the  second  sym- 
posium on  post  mortems  sponsored  by  the  Foun- 
dation for  the  Advancement  of  Medical  Knowl- 
edge. 

Guest  speakers  will  include  the  following: 
Milton  Helpern,  M.D.,  chief  medical  examiner, 
City  of  New  York,  and  professor  of  forensic 
medicine,  New  York  University;  William  J. 
Curren,  J.D.,  S.M.  Hyg.,  Francis  Glessner  Lee 
professor  of  legal  medicine,  Harvard  Medical 
School  and  Harvard  School  of  Public  Health ; 
Lester  Adelson,  M.D.,  pathologist  and  chief 
deputy  coroner,  County  of  Cuyahoga,  Cleve- 
land, Ohio,  and  professor  of  forensic  pathology. 
Case  Western  Reserve  University,  School  of 
Medicine;  and  John  M.  Prutting,  M.D.,  presi- 
dent, The  Foundation  for  the  Advancement  of 
Medical  Knowledge. 

For  information  and  advance  registration 
write  to  The  Foundation  for  the  Advancement 
of  Medical  Knowledge,  21  East  00th  Street, 
New  York,  New  York  10028. 


Air  pollution  topic  of  symposium 

“Health  Effects  and  Control”  will  be  the 
theme  of  the  sixth  annual  Symposium  on  Air 
Pollution  and  Respiratory  Disease,  sponsored 
by  the  New  York  State  Action  for  Clean  Air 
Committee,  to  be  held  on  October  29,  at  the 
Thruway  Hyatt  House  Hotel,  Albany,  during 
the  national  observance  of  Cleaner  Air  Week. 

The  following  reports  will  be  given  at  the 
morning  session,  beginning  at  9:30  A.M.: 
“Problems  in  the  Health  Effects  Rationale  for 
Control,”  Robert  E.  Carroll,  M.D.,  professor 
and  chairman,  Department  of  Preventive  and 
Community  Medicine,  Albany  Medical  College; 
“Current  Status  of  Air  Pollution  Health  Effects 
on  Obstructive  Respiratory  Disease,”  Thaddeus 
J.  Murawski,  M.D.,  public  health  physician, 
Bureau  of  Epidemiology,  New  York  State  De- 
partment of  Health;  “Air  Pollution  and  Acute 
Respiratory  Disease,”  Carl  M.  Shy,  M.D.,  chief, 
epidemiology  section,  National  Air  Pollution 
Control  Administration;  and  “Air  Pollution 
and  Lung  Cancer,”  Robert  Buechley,  Ph.D., 
epidemiologist,  National  Air  Pollution  Control 
Administration. 

The  luncheon  address,  “Can  We  Achieve 
Cleaner  Air?,”  will  be  given  by  Arthur  A.  At- 
kisson,  Jr.,  D.P.A.,  professor  of  urban  health, 
School  of  Public  Health,  University  of  Texas. 

The  theme  of  the  afternoon  session,  begin- 
ning at  2:30  P.M.,  wall  be  “The  Problems  of  Air 
Pollution  Control:  Engineering,  Public  Opin- 

ion, and  Legal.”  The  following  reports  will  be 
presented:  “Problems  and  Progress  in  Air 

Pollution  Control,”  William  H.  Megonnell,  as- 
sistant commissioner  for  standards  and  com- 
pliance, National  Air  Pollution  Control  Admin- 
istration; “The  Pennsylvania  Air  Pollution 


Control  Program,”  Victor  H.  Sussman,  direc- 
tor, bureau  of  air  pollution  control,  Pennsyl- 
vania Department  of  Health;  “Coordinated 
Attack  on  Problems  in  the  New  Jersey-New 
York-Connecticut  Air  Quality  Control  Region,” 
Thomas  R.  Glenn,  Jr.,  director  and  chief  engi- 
neer, Interstate  Sanitation  Commission;  and 
“Progress  on  Air  Pollution  Control  in  New 
York  State,”  Alexander  Rihm,  Jr.,  assistant 
commissioner,  division  of  air  resources,  New 
York  State  Department  of  Environment  Con- 
servation. 

The  moderator  of  the  symposium  will  be 
Girard  J.  Craft,  M.D.,  associate  coordinator, 
Albany  Regional  Medical  Program,  and  associ- 
ate professor  of  postgraduate  medicine,  Albany 
Medical  College.  The  general  chairman  of  the 
symposium  is  Frank  W.  Woolsey,  Jr.,  M.D., 
professor  and  chairman,  Department  of  Post- 
graduate Medicine,  Albany  Medical  College. 

The  registration  fee  of  $10  includes  the  ses- 
sions and  the  luncheon,  is  payable  to  the  New 
York  State  Action  for  Clean  Air  Committee, 
and  is  to  be  sent  to  Dr.  Woolsey,  at  the  Albany 
Medical  College,  Albany  12208. 

Symposium  on  nuclear  science 

The  1970  Nuclear  Science  Symposium,  spon- 
sored by  the  Atomic  Energy  Commission,  is  to 
be  held  at  the  New  York  Statler-Hilton  Hotel 
on  November  4 through  7. 

In  addition  to  reports  on  recent  developments 
and  application  of  nuclear  science  and  engi- 
neering, the  program  will  feature  reports  on 
the  following  topics:  the  impact  of  nuclear 

energy  on  the  environment,  biomedical  instru- 
mentation, and  nuclear  reactor  instrumentation 
and  control. 

For  further  information  and  registration 
contact  Melvin  E.  Cassidy,  chairman  of  local 
arrangements,  U.S.  Atomic  Energy  Commis- 
sion, 376  Hudson  Street,  New'Tfork,  New  York 
10014.  VA 

. V 

Nutrition  group  to  meet 

The  American  College  of  Nutrition  will  hold 
its  eleventh  annual  meeting  in  Boston,  Massa- 
chusetts, on  November  29,  in  the  Common- 
wealth Room,  Sheraton-Boston  Hotel. 

A scientific  program  features  the  following: 

William  B.  Castle,  M.D.,  Boston,  “Megalo- 
blastic Anemias”;  Robert  M.  Donaldson,  Jr., 
M.D.,  Boston,  “Malabsorption  Syndrome”; 
Charles  S.  Davison,  M.D.,  Boston,  “Liver  Dis- 
orders”; Rachmiel  Levine,  M.D.,  New  York 
City,  “Diabetes  Mellitus”;  Frederick  J.  Stare, 
M.D.,  Boston,  “Diet,  Hyperlipidemia,  and  Cor- 
onary Atherosclerosis”;  and  Bert  Valle,  M.D., 
Boston,  “Trace  Minerals  and  the  Metalloen- 
zymes.” 

Seymour  L.  Halpern,  M.D.,  New  York  City, 
president,  American  College  of  Nutrition,  is 
chairman  of  the  session. 
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Circadian  Rhythm  and  Insomnia 

in  the  menopause 


••• 


Symptomatic  disturbances  of  the  menopause 
nay  also  include  change  in  circadian  rhythm, 
i disruption  of  prior  adherence  to  a 24-hour  sleep- 
vakefulness  pattern.  Such  change  in  response  to 
he  rhythmic  timing  of  night  and  day  can  lead  to  an 
nsomnia  that  may  complicate  her  condition. 

\dded  to  other  persistent  difficulties  in  the 
nenopause,  this  insomnia  may  intensify 
existing  symptoms  and  possibly 
nduce  new  ones.  “Menopausal 
nsomnia”  may  even  retard 
isual  benefits  of  replace- 
ment therapy  and  delay 
mprovement. 


When  insomnia  further  upsets  the  woman  in 
“change,”  Noludar  300  (methyprylon)  lets 
her  have  necessary  restful  sleep  that  can  last 
5 to  8 hours.  Unlike  shorter-acting  drugs, 
it  helps  overcome  intermittent  sleeplessness 
or  undesirable  early  awakening. 

Noludar  300  is  a proven  nonbarbiturate 
sedative-hypnotic  that  usually  provides  sleep 
within  45  minutes.  Paradoxical  excitation 
is  rare.  Morning-after  groggincss  is  usually 
avoided. 

Noludar  300:  for  the  relief  of  insomnia  at 
home,  in  the  hospital,  or  in  the  nursing  home 
One  capsule  at  bedtime — for  refreshing 
sleep  and  a refreshed  awakening. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a 
motor  vehicle  shortly  after  ingesting  the  drug. 


Physical  and  Psychological  Dependence:  Physical  and 
psychological  dependence  rarely  reported.  If  withdrawal 
symptoms  do  occur  they  may  resemble  those  associated 
with  withdrawal  of  barbiturates  and  should  be  treated  in 
the  same  fashion.  Use  caution  in  administering  to 
individuals  known  to  be  addiction-prone  or  those  whose 
history  suggests  they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be  under 
adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  childbearing 
age  against  possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an 
analgesic  should  also  be  prescribed.  Perform  periodic 
blood  counts  if  used  repeatedly  or  over  prolonged 
periods.  Total  daily  intake  should  not  exceed  400  mg,  as 
greater  amounts  do  not  significantly  increase  hypnotic 
benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages, 
there  have  been  rare  occurrences  of  morning  drowsiness, 
dizziness,  mild  to  moderate  gastric  upset  (including 
diarrhea,  esophagitis,  nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There  have  been  a 
very  few  isolated  reports  of  neutropenia  and 
thrombocytopenia;  however,  the  evidence  does  not 
establish  that  these  reactions  are  related  to  the  drug. 


Noludar 

(methyprylon) 

for  the  rest  of  the  night 


300 
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Medical  News 


Immune  deficiency  diseases  to  be 
studied  by  Clinical  Center 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  of  any  age  with  immune 
deficiency  diseases  for  a continuing  study  being 
conducted  by  the  National  Cancer  Institute’s 
Immunophysiology  Section  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health  in  Bethesda, 
Maryland. 

Patients  with  Wiskott-Aldi-ich  syndrome, 
ataxia  telangiectasia,  thymoma  and  hypo- 
gammaglobulinemia, dysgammaglobulinemia, 
agammaglobulinemia,  Di  George  syndrome,  and 
lymphopenic  forms  of  agammaglobulinemia  are 
being  admitted  to  the  Clinical  Center  for  evalu- 
ation and  study.  Patients  with  unexplained 
recurrent  infection,  particularly  those  with  a 
family  history  suggestive  of  hereditary  immune 
deficiency,  are  also  being  evaluated. 

Every  effort  will  be  made  to  assist  the  refer- 
ring physicians  in  the  care  of  such  patients.  A 
full  report  of  all  studies  done  as  well  as  recom- 
mendations for  therapy  will  be  made  available 
soon  after  the  patient  is  discharged.  In  some 
instances,  specific  therapy  with  gamma  globu- 
lin injections  or  bone  marrow  transplantation 
may  be  appropriate  and  will  be  undertaken  af- 
ter consultation  with  the  referring  physician. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may  con- 
tact Warren  Strober,  M.D.,  R.  Michael  Blaese, 
M.D.,  or  Thomas  A.  Waldmann,  M.D.,  Clinical 
Center,  Room  4-N-114,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  496-6781,  area  code  301. 

New  fee  schedule  set  for 
Workmen’s  Compensation 

The  following  statement  was  issued  on  June 
18,  1970,  by  Solomon  E.  Senior,  Chairman  of 
the  Workmen’s  Compensation  Board,  concern- 
ing the  new  fee  schedule  for  Workmen’s  Com- 
pensation : 

“Confirming  verbal  advices,  this  date,  to 
members  of  the  Advisory  Committee  on  the 
Medical  Fee  Schedule  and  Allied  Problems,  I 
hereby  announce  that  I shall  promulgate  a re- 
vised Medical  Fee  Schedule,  effective  October 
1,  1970,  Statewide,  with  respect  to  medical  serv- 
ices rendered  on  and  after  said  date,  same  to 
provide  that  herniotomy  fees  will  be  increased 
by  about  25  per  cent  and  all  other  fees  by  about 
15  per  cent — all  items  to  be  rounded  out  in  a 
schedule  that  I will  prepare  and  distribute.” 

Material  for  inclusion  in  the  medical  news  section  must 
he  received  six  weeks  prior  to  publication  date. 


Clinical  Center  to  study  hemolysis  and 
bilirubin  metabolism 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  studies  of  hemolysis 
and  bilirubin  metabolism  being  conducted  by 
the  Metabolism  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

Two  categories  of  patients  are  needed:  (1) 

patients  with  chronic  hemolytic  states,  either 
hereditary  or  acquired.  Patients  with  congeni- 
tal spherocytosis  prior  to  splenectomy  or  with 
autoimmune  hemolytic  anemias  are  particu- 
larly suitable  for  these  studies,  but  any  patient 
with  chronic  hemolytic  anemia  will  be  consid- 
ered. (2)  Patients  with  specific  abnormalities 
of  bilirubin  metabolism,  such  as  Gilbert’s, 
Dubin-Johnson,  or  Crigler-Najjar  syndromes. 

Of  particular  interest  are  adolescents  and 
adults  who  are  ambulatory  patients.  Suitable 
patients  will  be  admitted  to  the  Clinical  Center 
for  study. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these  studies 
may  write  to  Paul  D.  Berk,  M.D.,  Clinical  Cen- 
ter, Room  4N117,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  496-5955,  area  code  301. 

1971  Albion  0.  Berstein,  M.D., 

Award  competition  announced 

The  1971  Albion  O.  Bernstein,  M.D.,  Award 
competition  for  an  outstanding  contribution  to 
the  advancement  of  medicine  has  been  an- 
nounced by  the  Medical  Society  of  the  State  of 
New  York  for  presentation  at  its  annual  con- 
vention to  be  held  in  New  York  City  on  Febru- 
ary 14  to  18. 

The  $1,500  national  award  was  established 
by  Mr.  Morris  J.  Bernstein  of  New  York  City 
in  memory  of  his  physician-son  who  died  on 
November  23,  1940,  while  on  an  emergency  hos- 
pital call.  It  is  to  be  given  to  the  physician, 
surgeon,  or  scientist  who  shall  have  made  the 
most  widely  beneficial  scientific  discovery  in 
medicine,  surgery,  or  the  prevention  of  disease 
during  the  period  November  23,  1969,  to  Novem- 
ber 23,  1970. 

Nominations  should  be  sent  to  the  Awards 
Committee,  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York,  New 
York  10017,  no  later  than  December  1,  1970. 
The  chairman  of  the  committee  is  Alfred  A. 
Angrist,  M.D.,  professor  of  pathology,  Albert 

continued  on  page  2417 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 

Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Guide  his  hand 
to  quality 
and  economy 


Specify 

Deltasone  5 nig. 

(prednisone,  Upjohn) 


an  economical 
prednisone 
that's  made 
a name  for  itself 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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DELTASONE?  TABLETS  — 2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti  inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i.e  , increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
wnich  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effr 
in  mind  and  perform  periodic  serum  potassium  determinations 
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Einstein  School  of  Medicine,  Yeshiva  Univer- 
sity. 

Clinical  Center  to  study 
female  infertility 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  women  with  infertility  or  prob- 
lems of  the  menstrual  cycle  for  studies  being 
conducted  by  the  National  Institute  of  Child 
Health  and  Human  Development’s  Reproduc- 
tion Research  Branch  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Endocrine  and  gynecologic  studies  will  be 
performed  as  indicated,  and  selected  patients 
may  undergo  more  intensive  studies  and  ther- 
apy. Induction  of  ovulation  will  be  performed 
as  appropriate. 

Physicians  interested  in  having  their  patients 
considered  for  this  project  or  who  wish  more 
information  about  the  study  may  write  or  call 
Griff  T.  Ross,  M.D.,  or  Jay  Grodin,  M.D.,  Clini- 
cal Center,  Room  10-B-09,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014.  The 
telephone  number  is  496-4686,  area  code  301. 


Personalities 

Named.  Herbert  Pardes,  M.D.,  assistant  pro- 
fessor of  psychiatry,  Downstate  Medical  Cen- 
ter, as  director  of  the  psychiatric  inpatient 
service  at  State  University  Hospital. 

Elected.  Tsung  0.  Cheng,  M.D.,  clinical  as- 
sistant professor  of  medicine,  Downstate 
Medical  Center,  as  assistant  secretary  of  the 
Committee  on  Cardiovascular  Physiology, 
American  College  of  Chest  Physicians  . . . 
Melvin  J.  Goldberg,  M.D.,  clinical  associate  pro- 
fessor of  rehabilitation  medicine,  Downstate 
Medical  Center  as  a member  of  the  Executive 
Committee  of  the  New  York  Society  of  Physical 
Medicine  and  Rehabilitation  . . . Howard  B. 
Rasi,  M.D.,  clinical  assistant  professor  of  plas- 
tic surgery,  Downstate  Medical  Center,  as  vice- 
president  of  the  American  Society  of  Maxillo- 
facial Surgeons. 

Appointed.  Ferrucio  diCori,  M.D.,  clinical  as- 
sistant professor  of  psychiatry,  Downstate 
Medical  Center,  to  the  board  of  directors  of  the 
American  Society  of  Psychoanalytic  Physicians 
. . . Vincent  Tricomi,  M.D.,  clinical  professor  of 
obstetrics  and  gynecology,  Downstate  Medical 
Center,  a consultant  to  the  Perinatal  Research 
Branch  and  chairman  of  an  Ad  Hoc  Task 
Force  on  Labor  and  Delivery,  Perinatal  Re- 
search Study,  U.S.  Department  of  Health,  Edu- 
cation, and  Welfare. 
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Editorials 


Alexander  Gode  von  Asche,  Ph.D. 


Dr.  Alexander  Gode,  as  he  chose  to  be 
known,  died  on  August  10,  1970,  at  the  age 
of  sixty-three. 

Dr.  Gode  contributed  the  translations  of 
summaries  on  scientific  articles  in  Inter- 
lingua for  many  years.  This  has  been  an 
important  feature  of  the  Journal,  particu- 
larly for  our  foreign  readers. 

Dr.  Gode  was  born  in  Bremen,  Germany, 
and  became  a citizen  of  this  country  in  1927. 
He  had  a rare  knowledge  of  the  origins  and 


usages  of  words  in  eight  languages  and  was 
one  of  the  principal  developers  of  Inter- 
lingua. 

At  the  time  of  his  death,  Dr.  Gode  was 
Professor  of  German  at  New  York  Uni- 
versity. It  was  a rare  privilege  to  work  with 
Dr.  Gode.  His  vast  knowledge  of  world 
languages  flavored  with  a most  enjoyable 
sense  of  humor  leaves  many  happy  memories. 

Interlingua  has  proved  itself  and  will  be 
a lasting  memorial  to  Alec  Gode. 


Dangerous  discoveries 

It  is  a truism  that  the  discovery  of  each 
new  substance  with  any  kind  of  biologic  ac- 
tivity will  be  accompanied  by  some  sort  of 
biologic  threat  to  the  earthly  microcosm. 
The  new  substance  may  be  an  insecticide 
which  indirectly  damages  birds’  eggs,  or 
new  antibiotics  which  might  lead  to  the 
selection  and  development  of  threatening 
mutant  strains  of  bacteria. 

Similarly,  every  time  the  clinician  devel- 
ops a new  artificial  situation  which  mark- 
edly affects  patients,  an  immediate  search 
should  be  made  for  adverse  effects.  In  some 
instances  the  adverse  effects  may  not  only 
threaten  a patient,  but  his  physician  as  well. 
An  example  of  this  thesis  is  the  dangers 
associated  with  renal  dialysis  and  the  sec- 
ondary effects  of  immunosuppression  for 
the  patient  and  indirectly  the  attending 


staff.  Dangers  to  the  patient  include  elec- 
trolyte abnormalities,  peculiar  alterations  of 
hormonal  balances,  obscure  adverse  effects 
on  the  hematologic  system,  susceptibility  to 
infection,  and  even  psychologic  effects  which 
are  difficult  to  measure.  An  extreme  illus- 
tration of  the  danger  to  such  patients 
treated  by  immunosuppression  is  the  threat 
of  undetected  cancer  cells  in  the  trans- 
planted kidney  and  the  development  of  new 
cancers  from  the  patient’s  tissues.  As  im- 
munosuppression by  chemicals  and  anti- 
lymphocyte globulin  reduces  the  natural  sur- 
veillance mechanisms — probably  lympho- 
cytes— abnormal  cells  can  apparently  gain  a 
foothold,  grow,  and  then  generate  their  own 
antigenic  material  which  may  further  neu- 
tralize defense  mechanisms.  There  are  in- 
formal reports  of  the  development  of  over 
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25  malignancies  in  relatively  young  patients 
treated  with  immunosuppression  measures 
for  a brief  period  of  a few  years.  One 
might  expect  that  other  diseases  in  which 
cellular  immunity  plays  a major  role  will 
also  develop  in  such  patients.  For  example, 
latent  tuberculosis  may  become  activated 
and  these  patients  are  probably  more  suscep- 
tible to  infections  with  fungi  and  certain 
viruses. 

Outbreaks  of  hepatitis  are  extremely 
common  in  patients  undergoing  renal  dialy- 
sis. They  are  exposed  to  multiple  blood 
transfusions  and  have  a reduction  of  normal 
defenses.  It  has  been  noted  that  often 
times  the  course  of  this  disease  is  not  as  se- 
vere in  patients  under  immunosuppression, 
probably  because  the  antibody-antigen-tis- 
sue reaction  is  also  suppressed.  This  result 
is  not  unlike  the  amelioration  of  certain 
virus  diseases  in  newborn  animals  without 
mature  immune  reactions.  The  situation  is 
one  which  would  allow  the  tissues  to  pro- 
duce large  amounts  of  virus. 

Unfortunately,  such  outbreaks  of  hepa- 
titis provide  a major  threat  to  the  staff 
members  in  such  units,  and  the  number  of 
nurses  and  physicians  who  have  developed 
severe  and  even  fatal  hepatitis  has  become 
a problem  of  major  importance.  It  is  clear 


that  immediate  steps  must  be  taken  to  pro- 
tect the  staff  members  of  such  units  and 
that  the  casual  visitations  of  such  units  by 
relatives  and  hospital  staff  members  must 
be  stopped.  The  unit  should  be  separated 
from  hospital  activities  and  appropriate 
warnings  of  “Biological  Hazard”  be  posted. 
Apparently  the  prophylactic  treatment  of 
the  staff  members  of  dialysis  units  with 
gamma  globulin  has  not  been  effective,  but 
a vigorous  assessment  of  the  dangers  of  this 
prophylactic  treatment  has  not  been  made. 
From  a medical-legal  standpoint,  it  would 
seem  wise  that  all  medical  centers  inform 
prospective  employes  in  such  units  of  the 
dangers  associated  with  them  and  that,  if 
possible,  blood  samples  be  obtained  before 
employment  so  that  the  levels  of  the  AU-SH 
antigen  be  detected.  Perhaps  only  persons 
with  positive  AU-SH  antigenicity  should  be 
employed. 

One  hopes  that  more  strenuous  efforts  will 
be  made  to  separate  renal  dialysis  units 
from  the  normal  exchange  of  hospital  traffic, 
and  that  proper  isolation  technics  plus  sep- 
arate air  discharge  be  used. 

These  episodes  again  remind  us  that  there 
is  a biologic  price  to  pay  for  each  new  de- 
velopment of  a biologic  active  substance  or 
procedure. 
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Who  is  this  lady? 


A.  Little  Orphan  Annie. 

B.  The  Jolly  Green  Giantess. 
G The  Statue  of  Liberty 

D.  Mae  West. 


If  you  picked  anything 
other  than  C,  well,  you’re  in 
a whole  lot  of  trouble. 

Sure,  you  probably  picked 
the  Statue  of  Liberty.  Ev- 
erybody knows  who  she  is 
and  what  she  stands  for. 

Or  do  they? 

It’s  amazing  how  many  of 
us  take  this  proud  lady  of 
the  New  York  Harbor  for 
granted. 

We  should  know  that  her 
proper  name  is  "Liberty 
Enlightening  the  World.” 
That  she  symbolizes  the  tri- 
umph of  freedom  over  tyr- 
anny. That  she  is  a declara- 
tion of  our  independence. 

Ot  course,  we  need  more 
than  statues  to  remind 
us  of  our  freedom.  We  need 
action,  by  each  and  every 
one  of  us. 

And  that’s  where  U.S. 
Savings  Bonds  come  in. 

They  help  to  preserve 


that  thing  called  freedom. 

They  help  make  this 
country  of  ours  economically 
stronger  to  tackle  some  of 
the  problems  that  face  us. 

Also,  buying  Savings 
Bonds  can  he  easy  and  auto- 
matic. All  you  have  to  do 
is  join  the  Payroll  Savings 
Plan  where  you  work,  or  the 
Bond-a-Month  Plan  where 
you  bank.  And  then  you  can 
sit  hack  and  forget  ’em 
while  the  money  piles  up. 

So  think  about  the  free- 
doms we  enjoy.  And  think 
about  U.S.  Savings  Bonds 
as  a way  to  keep  us  free. 

As  for  Miss  Liberty,  well, 
when  you’re  in 
New  York  go 
up  and  see  her 
sometime. 

If  they’re  lost,  stolen,  or 
destroyed,  we  replace  'em. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds 


monilial  infection 
this  week. 


How  avoid  it?  For  certain  patients,  you 
can  anticipate  monilial  overgrowth:  diabetic 
or  debilitated  women,  the  aged. 

By  prescribing  DECLOSTATIN  300  for 
their  antibiotic  needs,  you  can  generally  avoid 
the  problem  of  monilial  overgrowth.  It  combines 
the  broad-spectrum  potency  of  demethyl- 
chlortetracycline  with  the  antifungal  effective- 
ness of  nystatin.  Experience  has  shown 
DECLOSTATIN  to  be  highly  useful  for  many 
women  patients;  individual  culture  studies  will 
show  exactly  where  this  usefulness  may  be 
applied. 


successful 
antibiotic  therapy 
last  week. 


it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirf  300 

Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
OECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN 
should  be  equally  or  more  effective  therapeutically  than  other 
etracyclines  in  infections  caused  by  tetracycline-sensitive 
organisms.  The  antifungal  component,  nystatin,  protects  against 
superinfection  by  antibiotic-resistant  fungal  overgrowth  (particu- 
arly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
shlortetracycline  or  nystatin. 

Warning  In  renal  impairment,  usual  doses  may  lead  to 
sxcessive  accumulation  and  liver  toxicity.  Under  such  conditions, 
ower  than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
onged,  serum  level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  pro- 
duce an  exaggerated  sunburn  reaction  which  may  range  from 
arythema  to  severe  skin  manifestations.  In  a smaller  proportion, 
Dhotoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
'irst  evidence  of  skin  discomfort.  Necessary  subsequent  courses 
nf  treatment  with  tetracyclines  should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has  been 


observed.  All  signs  and  symptoms  have  disappeared  rapidly 
upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani. 
Skin-maculopapular  and  erythematous  rashes;  a rare  case  of 
exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney- rise  in 
BUN,  apparently  dose-related.  Transient,  reversible,  nephrogenic 
diabetes  insipidus  with  excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions-urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth  — dental  staining  (yellow-brown)  in  children 
of  mothers  given  this  drug  during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
in  a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex 
in  any  bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage : One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  im- 
paired by  the  concomitant  administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days,  even 
though  symptoms  have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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New  Treatment  for 
Old  Neurologic  Disease 


Status  Epilepticus 
Treatment  with  Diazepam 

JOSEPH  C.  TUTTON,  M.D. 
Kenmore,  New  York 

Clinical  Instructor  in  Neurology,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 


Status  epilepticus  is  a dangerous  and 
frightening  occurrence  which  is  difficult  to 
control.  Despite,  and  frequently  because  of, 
modern  drug  therapy  for  epilepsy,  it  occurs 
all  too  often,  and  the  list  of  remedies  to 
combat  it  is  long.  Preparations  ranging 
from  intravenous  barbiturates,1  hydanto- 
inates,-  local  anesthetic  agents,3  and  par- 
aldehyde4 to  hypertonic  solutions  of  glucose5 
and  urea6  ai'e  used  for  focal  motor  and  grand 
mal  status.  Additionally,  trimethadione 
(Tridione)  and  the  inhalation  of  10  to  20 
per  cent  carbon  dioxide  are  employed  in  petit 
mal  status.7  General  anesthesia  for  pro- 
longed periods  may  be  used  in  all  forms  as  a 
last  resort. 

Thus  far  all  remedies  tried  or  in  use  have 
had  rather  marked  disadvantages  or  serious 
limitations.  Intravenous  hypnotic  drugs 
may  produce  respiratory  arrest  or  cardio- 
vascular collapse;8  diphenylhydantoin  (Di- 
lantin) has  been  increasingly  reported  as 
producing  permanent  structural  damage  to 
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the  central9  and  peripheral10  nervous  sys- 
tems when  used  excessively  or  for  a pro- 
longed time;  lidocaine  (Xylocaine)  may  pro- 
duce cardiorespiratory  collapse  and  has 
seizure-producing  qualities  of  its  own;11  in- 
travenous paraldehyde  may  produce  massive 
pulmonary  hemorrhages  with  resulting 
edema  and  failure  of  the  right  side  of  the 
heart;12  and,  finally,  general  anesthesia, 
which  may  be  effective  only  for  as  long  as 
the  patient  is  comatose,  is  practical  for  a 
limited  time  only. 

It  is  because  of  dissatisfaction  with  the 
present  methods  of  treatment  that  the 
search  continues  for  improvement.  Diaze- 
pam (Valium)  has  been  heralded  since  1965 
when  Naquet  et  al.13  first  described  its  use- 
fulness in  status  epilepticus.  Since  then 
Gastaut  et  al.,14  Lalji,  Hosking,  and  Suther- 
land,15 Prensky  et  al.,16  Parsonage  and 
Norris,17  Lombroso,8  Spehlmann  and  Col- 
ley,18 Sawyer,  Webster,  and  Schut,19  Cal- 
deron-Gonzalez  and  Mireles-Gonzalez,20  and 
Nicol,  Tutton,  and  Smith21  have  investigated 
this  drug  and  found  merit  in  it. 

Method 

The  author  participated  in  the  last-men- 
tioned study  which  evaluated  42  patients  in 
status  epilepticus  over  a twenty-seven-month 
period  in  a large  county  hospital.  There 
were  47  treatments  in  all  since  4 patients 
were  treated  more  than  once.  Intravenous 
and,  occasionally,  intramuscular  diazepam 
was  used  to  treat  all  forms  of  status  epi- 
lepticus. The  diagnosis  of  status  epilepticus 
was  made  by  observation  of  at  least  a single 
episode  or  series  of  seizure  activity  and  by 
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history  obtained  from  reliable  witnesses. 
We  tried  to  treat  as  many  patients  as  pos- 
sible while  they  were  being  monitored  on  a 
standard  8-channel  Grass  electroencephalo- 
graph, using  the  10  to  20  electrode  place- 
ment system.  The  dosage  was  decided  on 
the  basis  of  several  factors:  patient  age, 

estimated  body  weight,  duration  and  type  of 
seizures,  and,  most  important,  the  observed 
clinical  response  to  treatment.  The  initial 
dosages  ranged  from  2 to  20  mg.  of  diazepam 
injected  at  a rate  of  1 mg.  or  5 cc.  per 
minute.  Doses  were  repeated,  when  neces- 
sary, at  fifteen-  to  twenty-minute  intervals 
with  the  largest  dose  in  any  hour  being  35 
mg.  It  should  be  noted  that  the  body  weight 
was  never  the  sole  determinant  of  dosage 
since  there  was  wide  range  of  clinical  re- 
sponse. If  possible,  diazepam  was  used  as 
the  initial  anticonvulsant  and  was  usually 
given  in  single,  direct  dose,  although  1 pa- 
tient received  a continuous  drip  infusion. 
In  many  patients,  especially  early  in  the 
study,  other  medication  had  been  tried  and 
found  ineffective  as  administered. 

Certain  factors  were  monitored  during 
and/or  after  treatment.  These  included 
pulse,  blood  pressure,  respiratory  rate,  com- 
plete blood  count,  blood  urea  nitrogen,  serum 
glutamic  oxaloacetic  and  pyruvic  transami- 
nases, alkaline  phosphatase,  albumin-glob- 
ulin ratio,  prothrombin  time,  and  urinalysis. 
These  studies  were  done  to  evaluate  any  im- 
mediate effect  on  vital  functions  and  any 
distant  effect  on  hepatic,  hematopoietic,  or 
renal  systems. 

Diazepam  was  never  used  as  a substitute 
for  standard  anticonvulsants  in  the  long- 
term control  of  epilepsy  and,  in  fact,  stand- 
ard remedies  were  started  as  soon  as  pos- 
sible, usually  immediately,  after  status 
epilepticus  had  been  interrupted. 

Results 

The  42  patients  fall  into  two  general  cate- 
gories: (1)  cause  obscure  or  cryptogenic, 

and  (2)  cause  known  or  presumed. 

Cryptogenic  epilepsy.  We  observed  3 pa- 
tients in  the  “obscure”  category,  all  in  petit 
mal  status.  Two  were  children,  two  years 
seven  months,  and  ten  years  of  age,  and  the 
third  was  a thirty-six-year-old  woman.  All 
responded  immediately  to  standard  doses,  al- 
though lasting  control  in  the  children  re- 
quired several  injections. 


Presumed  symptomatic  epilepsy.  The 
“presumed”  category  provided  the  bulk  of 
patients  treated,  41  instances  of  status  epi- 
lepticus in  39  patients.  Twelve  patients 
were  presumed  to  have  vascular  disease  as 
the  underlying  cause,  8 were  presumed  to  be 
caused  by  alcohol  withdrawal,  3 by  trauma,  3 
by  tumor,  and  13  by  miscellaneous  diseases. 

The  vascular  category  included  patients 
with  occlusive  vascular  disease,  berry  aneu- 
rysm, subarachnoid  hemorrhage,  arterio- 
venous malformation,  and  generalized  cere- 
bral arteriosclerosis  with  focal  seizures.  All 
but  1 responded  immediately  to  treatment, 
and  the  1 who  failed  initially  responded  ulti- 
mately. 

Alcohol  withdrawal  was  apparently  re- 
sponsible for  status  epilepticus  in  8 patients, 
and  of  these  5 responded  immediately  and 
lastingly,  and  2 responded  immediately  but 
temporarily,  for  three  hours  and  four  days, 
respectively.  The  eighth  patient  responded 
only  briefly  on  several  occasions  to  small 
doses,  and  ultimate  control  was  achieved 
with  a forty-eight-hour  continuous  drip  con- 
taining 150  mg.  of  diazepam. 

Our  3 patients  with  tumor  had  underly- 
ing meningiomas,  and  they  experienced 
status  four  times.  Two  patients  with  para- 
saggital  meningiomas,  including  1 treated 
twice  twelve  months  apart,  had  immediate 
and  lasting  control  of  status  epilepticus.  A 
patient  with  multiple  meningiomas,  treated 
very  early  in  the  study,  received  only  two 
injections  of  diazepam  obtaining  about  four 
hours’  relief  with  each. 

The  3 trauma-related  cases  included  an 
alcoholic  patient  with  a recent  subdural 
hematoma,  a patient  with  a history  of  skull 
fracture  twenty  months  previously,  and  an- 
other with  an  alleged  skull  fracture  who 
could  not  recall  how  long  ago  it  had  hap- 
pened. The  first  2 patients  had  immediate 
and  lasting  control  of  their  condition.  The 
third  obtained  temporary  relief  with  diaze- 
pam but  also  had  as  good  relief  with  saline, 
which  cast  serious  doubt  on  the  organic  na- 
ture of  his  attacks. 

The  remainder  of  the  patients,  13  in  all, 
had  various  underlying  illnesses  not  all 
necessarily  related  to  their  status  epilep- 
ticus. Seven  patients  had  lasting  control, 
4 obtained  temporary  relief,  and  2 had  no 
significant  benefit.  The  latter  were  found 
to  have  diffuse  cerebral  disease  at  autopsy. 
One  was  a forty-two-year-old  Puerto  Rican 
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woman  in  clinical  myoclonic  status  who  had 
been  in  that  state  for  approximately  two 
months  prior  to  treatment  with  diazepam. 
An  electroencephalogram  confirmed  the  clin- 
ical impression  of  myoclonic  status  and 
showed  little  other  activity  than  the  seizure 
discharges.  After  injection  of  diazepam  the 
electroencephalogram  became  virtually  fiat 
with  no  other  change  in  her  vital  signs.  In 
one  and  one-half  hours  the  electroencephalo- 
gram returned  to  its  original  state.  Intra- 
venous phenobarbital  produced  the  same 
dramatic  change  and  the  same  rapid  return 
to  the  pretreatment  state.  She  died  some 
three  months  later  without  regaining  con- 
sciousness. Autopsy  revealed  subacute  en- 
cephalitis. The  other  failure  occurred  in  a 
four-year-old  boy  whose  status  epilepticus 
was  unresponsive  to  diazepam,  phenobar- 
bital, amobarbital,  diphenylhydantoin,  and 
paraldehyde  and  only  briefly  responsive  to 
general  anesthesia.  He  was  found  to  have 
spongiform  encephalopathy. 

Comment 

Although  diazepam  has  been  used  ex- 
tensively in  psychiatric  disorders  and  has 
been  studied  in  various  neurologic  condi- 
tions, its  exact  site  and  mechanism  of  action 
are  as  yet  largely  unknown.  Przybyla  and 
Wang,22  based  on  their  studies  in  cats,  be- 
lieve that  the  major  locus  of  central  nervous 
system-depressant  action  is  the  brain-stem 
reticular  system.  Schmidt  and  Wilder,23  in 
their  monograph  on  epilepsy,  point  out  the 
importance  of  the  reported  blocking  effect 
that  diazepam  has  on  strychnine-induced 
seizures.  This  finding  indicates  a possible 
enhancement  of  the  inhibitory  mechanism 
at  the  postsynaptic  level.  It  has  also  been 
shown  that  electrically  induced  afterdis- 
charges in  the  limbic  system  are  suppressed, 
and  the  resultant  desynchronizing  effect 
may  be  relevant  to  diazepam’s  anticonvul- 
sant activity. 

The  drug  appears  safe  both  in  regard  to 
overdosage,  although  few  reports  are  avail- 
able, and  to  adverse  reactions  in  treatment 
of  status  epilepticus.  Bell24  reported  several 
cases  of  hypotension  in  treating  status  epi- 
lepticus, but  he  points  out  that  the  real 
danger  may  lie  in  using  diazepam  in  large 
doses  or  simultaneously  with  barbiturates. 
Others  have  reported  a low  incidence  of  re- 
actions, a total  of  12  in  182  patients  re- 


ported by  authors  already  quoted.  These 
reactions  consisted  of  4 cases  of  respiratory 
depression,  1 of  respiratory  arrest,  3 of 
hypotension,  1 of  cardiac  arrest,  and,  in  our 
series,  2 patients  with  lingual  obstruction 
and  1 with  threatened  lingual  obstruction. 
This  phenomenon  of  airway  obstruction  by 
the  relaxed  tongue  and  jaw  is  probably  sec- 
ondary to  the  profound  muscle  relaxation 
and  sedation  that  diazepam  produces  and 
must  be  watched  for  carefully,  especially  in 
the  elderly.  The  obstruction  can  occur  sud- 
denly and  silently  and  lead  to  anoxia  and 
cardiac  arrest  if  not  observed.  It  is  readily 
relieved  by  elevation  of  the  jaw  or  an  air- 
way, and  in  our  cases  it  lasted  only  a few 
minutes.  We  did  not  encounter  an  instance 
in  which  the  rate  or  depth  of  respiration  was 
affected  other  than  in  a return  toward  nor- 
mal from  a hyperventilatory  or  other  ab- 
normal respiratory  state. 

In  our  patients  no  significant  alteration  of 
laboratory  data  occurred  which  was  not 
readily  explained  by  intercurrent  illnesses. 

When  our  patients  are  divided  into  two 
arbitrary  groups,  the  acute,  in  which  the 
history  of  epilepsy  or  presumed  neurologic 
cause  was  within  thirty  days  of  treatment, 
and  the  remainder  chronic,  we  are  able  to 
judge  the  benefits  of  diazepam.  Our  judg- 
ment was  that  60  per  cent  of  each  group  (9 
of  15  acute  and  20  of  33  chronic)  had  ex- 
cellent results.  In  the  remainder,  results 
were  good  in  2 acute  and  4 chronic  cases, 
fair  in  2 acute  and  3 chronic  cases,  equivocal 
in  1 acute  and  2 chronic  cases,  and  es- 
sentially ineffective  in  4 chronic  cases. 

There  has  been  discussion  over  which  type 
of  patient  should  be  treated  with  diazepam. 
Gastaut  et  al.14  believed  that  it  was  ineffec- 
tive in  cases  of  traumatic  or  vascular  origin. 
Lombroso8  believed  that  it  was  poor  in  cases 
of  diffuse  brain  involvement  and  cited  a case 
of  subacute  panencephalitis  (Dawson’s  type) 
as  an  example.  Prensky  et  al.ie  and  Par- 
sonage and  Norris17  were  of  the  opinion  that 
patients  with  chronic  brain  disease  re- 
sponded better  than  those  with  acute  states. 
Our  findings  indicated  that  diazepam  is 
equally  effective  in  treating  status  epilep- 
ticus due  to  acute  or  chronic  disease  and  is 
successful  in  status  epilepticus  due  to  vas- 
cular and  traumatic  causes.  We  tend  to 
agree  with  Lombroso8  that  status  epilepticus 
from  diffuse  brain  disease  is  very  poorly 
responsive. 
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In  our  series,  of  the  4 patients  who  did 
not  respond,  3 are  dead  and  1 is  alive  and 
free  of  seizures.  Two  patients  were  au- 
topsied  and  found  to  have  subacute  encepha- 
litis and  spongiform  encephalopathy,  re- 
spectively. On  clinical  grounds  the  unau- 
topsied  patient  was  believed  to  have  had 
diffuse  cerebral  arteriosclerosis. 

It  is  our  belief  that  the  most  important 
factor  in  the  response  to  diazepam  is  not  the 
chronicity  or  severity  of  the  disease  causing 
the  status  epilepticus  but  the  underlying 
pathophysiologic  condition. 

Summary 

Based  on  a study  involving  42  patients 
with  47  episodes  of  status  epilepticus  treated 
with  diazepam  (Valium)  and  growing  sup- 
port in  the  medical  literature,  we  believe 
that  this  drug  is  an  effective  form  of  initial 
therapy,  regardless  of  seizure  type,  its  pre- 
sumed cause,  or  its  duration.  The  drug  has 
also  proved  to  be  a safe  form  of  treatment 
with  only  reversible  lingual  airway  obstruc- 
tion seen  in  our  series  as  an  untoward  reac- 
tion. No  episodes  of  hypotension,  respira- 
tory suppression  or  arrest,  cardiac  arrest,  or 
alteration  of  blood  or  urine  were  encoun- 
tered. 
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Qf  all  the  painful  disorders  that  afflict 
the  human  face,  trigeminal  neuralgia  is  by 
far  the  most  dramatic  if  not  the  most  com- 
mon. Those  who  have  seen  at  first  hand 
what  a victim  of  this  disorder  looks  like 
during  a major  paroxysm  will  not  readily 
confuse  it  with  other  painful  conditions  of 
the  face  and  will  begin  to  understand  why 
for  centuries  it  has  captured  the  interest  of 
so  many  talented  clinicians  and  experimental 
physiologists. 

Although  historians  have  traced  medical 
knowledge  of  this  affliction  to  the  time  of 
Galen  in  the  first  century,  it  was  not  until 
1677  that  John  Locke,  in  describing  the 
agonies  of  the  Countess  of  Northumberland, 
provided  the  first  detailed  report  of  the  dis- 
order in  English  annals.1  In  1756  Andre.2  a 
French  physician,  coined  the  term  “tic  dou- 
loureux” to  convey  his  belief  in  the  con- 
vulsive nature  of  the  disease,  a concept 
popularized  by  Trousseau3  who  called  the 
condition  “epileptiform  neuralgia”  and  thus 
unwittingly  anticipated  a controversy  not 
yet  resolved  in  modern  times.  In  the  last 
quarter  of  the  eighteenth  century  Fother- 
gill4  compiled  the  clinical  features  of  14  pa- 
tients with  trigeminal  neuralgia  with  such 
thoroughness  that  for  many  years  the  con- 
dition was  called  Fothergill’s  disease. 

From  the  very  outset  treatment  of  the  dis- 
order reflected  the  therapeutic  bent  of  the 
individual  practitioner  and  was  either  medi- 
cal or  surgical  or  a combination  of  both. 
Leeches,  lotions,  purges,  and  opiates  vied 
with  vessicants,  counterirritants,  bleeding, 
and  cauterizing  the  gums.  The  fruitless  re- 
moval of  inoffensive  teeth  gained  popularity, 
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and  even  today  it  is  the  exceptional  patient 
who  escapes  the  loss  of  at  least  one  healthy 
molar  before  the  proper  diagnosis  is  estab- 
lished. As  newer  pharmaceutical  products 
gained  popularity  many,  such  as  mercury, 
arsenic,  quinine,  and  ether,  found  favor,  al- 
though with  indifferent  results,  in  the  treat- 
ment of  this  disorder.  While  hindsight  may 
make  the  use  of  most  of  these  agents  seem 
naive  if  not  amusing,  it  should  be  remem- 
bered that  even  in  this  century  of  phar- 
macologic specificity,  the  inhaling  of  tri- 
chloroethylene continued  to  be  prescribed 
long  after  it  was  shown  that  its  original 
analgesic  effect  on  the  trigeminal  nerve,  first 
noted  in  industrial  use,  was  due  to  an  im- 
purity not  present  in  the  refined  liquid  used 
clinically.5  The  last  several  decades  have 
also  been  witness  to  the  administration  of 
copious  doses  of  ferrous  carbonate  and  vita- 
min Bj2  as  well  as  the  use  of  stilbamidine 
for  its  delayed  toxic  neuropathy  selectively 
involving  the  fifth  cranial  nerve.6 

Surgical  treatment 

The  surgical  approach  fared  little  better 
in  the  beginning  but  soon  showed  greater 
promise.  The  first  attempt  to  section  a 
peripheral  branch  of  the  trigeminal  nerve 
was  made  by  the  court  surgeon  of  Louis  XIV 
and  was  recorded  by  Andre  as  a failure. 
Severing  the  facial  nerve  was  tried  several 
times  before  being  abandoned.  But  in  the 
nineteenth  century  the  successful  cutting  of 
various  peripheral  branches  of  the  trigemi- 
nal nerve  was  accompanied  by  temporary 
relief  of  pain.  This  was  followed  in  the 
early  years  of  this  century  by  chemical  de- 
struction with  alcohol  not  only  of  easily  ac- 
cessible peripheral  branches  but  also  of  the 
gasserian  ganglion  itself.  At  the  same  time 
a direct  attack  on  the  posterior  root  was  de- 
vised which  was  gradually  refined  and  im- 
proved on,  culminating  in  Stookey’s  differ- 
ential section  singling  out  only  the  fibers  of 
the  involved  divisions.  For  the  first  time  a 
reasonably  safe  and,  for  the  most  part,  last- 
ing treatment  for  trigeminal  neuralgia  was 
at  hand.  Although  subsequently  developed 
surgical  technics — the  posterior  fossa  ap- 
proach of  Dandy;  decompression  of  the  tri- 
geminal roots,  ganglion,  and  peripheral 
branches  by  Taarnhoj,7  Pudenz  and  Shel- 
den;8  and  section  of  the  descending  trigemi- 
nal tract  within  the  brain  stem  by  Sjoquist,9 
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and  others — gained  passing  popularity,  dif- 
ferential destruction  of  fibers  within  the 
posterior  root  seems  to  have  survived  as  the 
surgical  management  of  choice. 

Diphenylhydantoin 

Here  matters  stood  until  1958  when  Ian- 
none,  Baker,  and  Morrell,10  apparently  un- 
aware of  an  earlier  but  neglected  observa- 
tion in  the  French  literature,11  reported  the 
successful  use  of  diphenylhydantoin  (Di- 
lantin) in  modifying  the  painful  paroxysms 
of  a small  series  of  patients  with  trigeminal 
neuralgia.  Two  factors,  one  deriving  from 
pharmacologic  observations  and  the  other 
from  sheer  speculation,  prompted  their  use 
of  an  anticonvulsant  agent  in  this  disease. 
In  studying  the  action  of  diphenylhydantoin 
on  peripheral  nerve,  Morrell,  Bradley,  and 
Ptashne12  observed  that  this  agent  increased 
threshold,  decreased  spike  amplitude,  abol- 
ished “nerve  repetition,”  and  reversed  the 
enhanced  excitability  of  oxalated  nerve. 
Recalling  that  in  1949  Penfield  and  Dattner, 
in  discussing  the  work  of  Caveness,  et  a(.13 
on  the  lancinating  pains  of  central  nervous 
system  syphilis,  had  speculated  on  the  ex- 
istence of  some  sort  of  epileptiform  mecha- 
nism in  such  paroxysmal  disorders  as  tabetic 
pain,  trigeminal  neuralgia,  and  Meniere’s 
disease;  and  aware  of  diphenylhydantoin’s 
efficacy  as  an  anticonvulsant,  they  were 
naturally  prompted  to  test  this  drug  in  pa- 
tients with  trigeminal  neuralgia.  The  suc- 
cess of  this  clinical  trial  not  only  stands  as 
a landmark  in  the  medical  management  of 
this  disease,  but  it  also  pointed  up  the  intui- 
tive wisdom  of  those  eighteenth  and  nine- 
teenth century  clinicians  whose  character- 
ization of  the  disorder  as  “convulsive  pain” 
and  “epileptiform  neuralgia”  lay  forgotten 
under  the  avalanche  of  surgical  onslaught  on 
the  condition.  The  revival  of  this  concept 
opened  the  way  for  a rational  pharmacologic 
approach  to  the  study  and  treatment  of  the 
disease. 

Shortly  thereafter  several  studies  were 
reported  which  demonstrated  that  diphenyl- 
hydantoin exerted  an  effect  not  only  on  pe- 
ripheral nerves  but  had  a centrally  depres- 
sant action  as  well,  particularly  on  the 
neurons  of  the  spinal  trigeminal  nucleus 
where  it  was  shown  to  delay  synaptic  trans- 
mission.14 16  These  observations  provided  a 
firmer  base  for  the  screening  of  anticonvul- 


sant drugs  in  trigeminal  neuralgia  than  did 
the  instincts  of  intuitive  physicians  or  the 
clinical  observation  that  a single  antiepilep- 
tic agent  was  empirically  effective  in  this 
condition. 

Carbamazepine 

Following  this  lead,  Blom,17  working  in 
Uppsala,  Sweden,  on  a new  anticonvulsant 
agent  called  carbamazepine,  decided  to  try  it 
in  trigeminal  neuralgia.  The  results  he  ob- 
tained in  11  patients  so  impressed  him  that 
in  1962  he  reported  his  findings  as  a pre- 
liminary communication  in  Lancet.  The 
following  year  he  fortified  his  initial  im- 
pression with  a more  comprehensive  report 
covering  his  experience  with  40  patients 
studied  over  a period  of  one  and  one-half 
years.18  In  a short  time  a number  of  clinical 
investigators  published  similar  observations, 
and  carbamazepine  (Tegretol)  was  firmly 
established  as  the  treatment  of  choice  in  tri- 
geminal neuralgia.19-23 

The  drug  is  an  interesting  one.  A rela- 
tive of  the  tricyclic  compound  imipramine, 
it  bears  no  chemical  relationship  to  any  of 
the  standard  anticonvulsants  in  current  use. 
Although  employed  in  the  treatment  of  epi- 
lepsy of  various  types  on  the  European  con- 
tinent, its  results  in  that  disorder  in  no  way 
approach  the  consistency  with  which  it  deals 
with  trigeminal  neuralgia,  and  it  has  gained 
little  favor  as  an  anticonvulsant  either  in 
this  country  or  in  England.  Nor  does  it 
enjoy  any  of  the  antidepressant  qualities  of 
its  congener,  imipramine  (Tofranil).  By 
the  same  token  imipramine  is  equally  inef- 
fective in  trigeminal  neuralgia. 

Even  though  it  bears  no  chemical  resem- 
blance to  diphenylhydantoin,  carbamazepine 
shares  much  of  what  is  known  about  the 
pharmacology  of  that  drug.  Both  are  simi- 
lar in  their  action  on  peripheral  nerve  in 
that  they  raise  threshold,  decrease  spike 
amplitude,  depress  repetitive  action  poten- 
tials, and  lower  excitability.  Both  exert 
similar  effects  on  spinal  cord  physiology  by 
depressing  polysynaptic  transmission  to  a 
far  greater  extent  than  monosynaptic  path- 
ways.24 Both  depress  synaptic  transmission 
in  the  spinal  trigeminal  nucleus.25  In  each 
of  these  areas  carbamazepine  is  superior  to 
diphenylhydantoin.  This  may  help  us  un- 
derstand a little  of  why  carbamazepine  is 
better  than  diphenylhydantoin  in  the  treat- 
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ment  of  tic  douloureux,  but  it  tells  us 
nothing  of  why  diphenylhydantoin  is  su- 
perior to  carbamazepine  as  a general  anti- 
convulsant. Nor  does  it  really  do  much  to 
resolve  the  controversy  concerning  the  cause 
of  the  disease.  Proponents  of  the  notion 
that  the  site  of  the  disorder  resides  in  the 
peripheral  course  of  the  fifth  cranial  nerve 
point  to  structural  abnormalities  occasion- 
ally encountered  in  the  disease,  such  as 
small  tumors,  changes  within  the  nerve  and 
ganglion,  and  anatomic  variations  in  neigh- 
boring structures.-0  Those  favoring  a cen- 
tral origin  remind  us  of  the  many  cases  in 
which  no  such  architectural  disturbance 
can  be  demonstrated  and  of  the  occasional 
association  of  the  disorder  with  intramedul- 
lary lesions,  such  as  multiple  sclerosis-7  and 
syringobulbia.-8  Neither  group  can  lean 
for  support  on  the  known  pharmacologic 
properties  of  diphenylhydantoin  and  carba- 
mazepine, since  both  agents  have  been 
shown  to  depress  both  the  peripheral  nerve 
and  the  central  synapses  of  the  spinal  tri- 
geminal nucleus. 

As  in  so  many  polarized  controversies,  it 
may  well  be  that  the  truth  lies  in  the  middle 
ground  and  that  the  participation  of  both 
the  afferent  sensory  input  and  an  abnormal 
central  neuronal  pool  is  essential  to  the  ex- 
pression of  the  disease.  The  investigations 
of  Kugelberg  and  Lindblom29  on  the  trigger 
mechanisms  of  trigeminal  neuralgia  suggest 
strongly  that  this  is  the  case.  In  any  event, 
the  final  answer  is  not  yet  at  hand,  and  one 
is  inclined  to  agree  with  the  observation  by 
Ransohoff30  that  a revised  and  up-dated  un- 
derstanding of  pain  mechanisms  in  general, 
such  as  that  put  forth  by  Melzack  and  Wall31 
in  their  gate  control  theory,  is  essential  to 
the  resolution  of  the  problem. 

Conclusion 

That  the  foregoing  remarks  are  not  ap- 
plicable only  to  trigeminal  neuralgia  as  a 
unique  situation  in  the  pathophysiology  of 
pain  is  perhaps  underscored  by  the  recent 
report  of  Ekbom32  on  the  equally  dramatic 
efficacy  of  carbamazepine  in  the  relief  of  the 
lightening  pains  of  tabes  dorsalis  and  that 
of  Ekborn  and  Westerberg33  on  its  use  in 
glossopharyngeal  neuralgia.  But  there  are 
other  painful  conditions  of  the  face  which 
do  not  lend  themselves  as  such  convenient 


models  for  study  and  treatment  and  for 
which  a further  extension  of  theoretic  im- 
provisation may  prove  necessary.  These  in- 
clude postherpetic  neuralgia,  so-called  Slud- 
er’s sphenopalatine  ganglion  neuralgia,  and 
atypical  facial  pain.  Occasionally,  one  of 
the  migrain  equivalents  may  resemble  a 
facial  neuralgia.  Diphenylhydantoin  and 
carbamazepine  have  been  of  no  use  in  these 
disorders,  suggesting  pain  mechanisms  not 
yet  delineated  which  are  quite  different  from 
those  of  trigeminal  and  glossopharyngeal 
neuralgia  and  the  lightning  pains  of  tabes. 
The  field  is  inviting,  the  talent  available, 
and  the  prospects  hopeful. 
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Dementia  is  a term  to  which  Brain1  ap- 
plied the  description  of  “a  deterioration  in 
the  mental  functions  manifesting  itself  pri- 
marily in  thought  and  memory  and  sec- 
ondarily in  feeling  and  conduct.”  It  is  cus- 
tomarily differentiated  from  mental  de- 
ficiency or  mental  retardation  by  its  age  of 
onset,  the  latter  beginning  in  early  life.2 
There  are  many  causes  for  dementia,  and  its 
reversibility  depends  on  the  degree  of  struc- 
tural disturbance  or  degeneration  of  the 
cortical  neuronal  system,  particularly  in  the 
frontal  lobes.  Therefore,  prompt  discovery 
and  treatment  of  the  cause  of  the  dementia 
is  most  important  where  this  process  can  be 
slowed  or  even  reversed.  Some  of  the  more 
common  causes  of  dementia  and  their  ap- 
propriate therapy  include  the  following. 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Neurology  and  Psychiatry,  February  II,  1970. 


ciated  with  multiple  sclerosis,  Brain  51:  45  (1928). 

28.  Jonescu-Sisesti,  N.:  La  syringobulbia:  Contri- 

bution a la  physiopathologie  du  tronc  cerebral,  Paris,  Mas- 
son et  Cie,  1932. 

29.  Kugelberg,  E.,  and  Lindblom,  U.:  The  mechanism 

of  pain  in  trigeminal  neuralgia,  J.  Neurol.  Neurosurg.  & 
Psychiat.  22:  36  (1959). 

30.  Ransohoff,  J.:  Surgical  treatment  of  trigeminal 

neuralgia  current  status.  Headache  9:  20  (Apr.)  1969. 

31.  Melzack,  R.,  and  Wall,  P.  D.:  Pain  mechanisms: 

A new  theory.  Science  150:  971  (1965). 

32.  Ekbom,  K.:  Tegretol,  a new  treatment  of  tabetic 

lightning  pains:  Preliminary  report,  Acta  med.  scandinav. 

179:  251  (1966). 

33.  Ekbom,  K.  A.,  and  Westerberg,  C.:  Carbamaze- 

pine in  glossopharyngeal  neuralgia,  Arch.  Neurol.  14:  595 
( 1966). 


Causes  of  dementia 

When  the  demented  state  is  of  sudden  on- 
set due  to  acute  infectious  bacterial  disease 
of  the  central  nervous  system,  determination 
of  the  offending  organism  followed  by  ade- 
quate and  appropriate  antimicrobial  therapy 
is  the  only  course.  The  greatest  mistake  is 
to  employ  antibiotics  before  any  serious 
attempt  is  made  to  establish  the  cause  of  the 
infection,  resulting  in  a partially  treated 
meningitis  which  immeasurably  complicates 
effective  treatment.  The  earliest  stages  of 
bacterial  meningitis  are  too  critical  to  per- 
mit such  mismanagement,  and  thus  such 
measures  are  to  be  deplored.  When  the 
brain  is  the  site  of  chronic  infection,  as  with 
the  tubercle  bacillus  or  Treponema  pallidum 
infection,  surprising  degrees  of  reversibility 
can  occur  with  therapy.  The  same  may  be 
said  for  a brain  abscess.  Less  success  is 
achieved  in  the  case  of  viral  infections,  al- 
though in  these  patients  the  amount  of  cen- 
tral nervous  system  dysfunction  is  most 
often  less  severe  and  not  permanent. 

The  list  of  toxic  substances  which  pro- 
duce severe  transient  mental  derangement 
is  too  long  to  narrate  here.  Alcohol  and 
the  barbiturates  are  still  the  most  common, 
but  other  substances  are  replacing  them 
particularly  among  the  younger  patients. 
Supervised  withdrawal  is  the  only  sensible 
course  accompanied  by  supportive  phar- 
maco-  and  psychotherapy.  The  infrequently 
occurring  but  potentially  devastating  colla- 
gen diseases  require  steroids  which  of  them- 
selves can  impair  central  nervous  system 
function.  The  choice  of  incrementing  ver- 
sus decrementing  the  steroid  dosage  in  the 
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management  of  these  diseases  is  best  done 
by  clinicians  with  long  experience  in  this 
field. 

Transient  dementia  may  result  from  head 
trauma,  and  thus  a careful  search  for  a 
causative  factor  should  be  made  when  the 
dementia  persists  longer  than  a few  hours, 
when  the  trauma  is  known  to  be  severe,  the 
patient  is  obtunded  and  no  adequate  history 
is  available,  when  neurologic  deficits  persist, 
or  when  the  spinal  fluid  pressure  is  elevated 
or  discolored.  Hard  to  confirm  brain  con- 
tusion may  be  the  cause,  but  too  often  it  is 
an  unsuspected  subdural  hematoma.  The 
last  cause  richly  deserves  the  title  of  “the 
great  imitator.” 

The  neuroendocrine  systems  are  distinctly 
interrelated,  and  abnormalities  of  the  lat- 
ter often  influence  the  function  of  the  for- 
mer and  vice  versa.  Appropriate  therapy 
for  “myxedema  madness,”  hypoglycemia, 
and  the  like  are  well  known. 

Certain  of  the  metabolic  disorders,  includ- 
ing vitamin-deficiency  syndromes,  acute  in- 
termittent porphyria,  pernicious  anemia, 
and  hepatolenticular  degeneration  or  Wil- 
son’s disease  are  capable  of  producing  de- 
mentia of  some  permanence  but  are  also 
reversible  with  appropriate  vitamin  therapy 
or  penicillamine,  as  in  Wilson’s  disease,  and 
therefore  must  be  searched  for  with  great 
diligence. 

Epilepsy  may,  on  occasion,  be  manifested 
solely  as  mental  derangement,  and,  if  not 
recognized  as  such,  appropriate  therapy  is 
withheld. 

These  are  but  a few  of  the  more  com- 
monly occurring  reversible  dementias.  Un- 
fortunately, too  many  diseases  exist  in 
which  the  dementia  remains  irreversible.  I 
should  like  to  discuss  a recently  recognized 
cause  of  severe  progressive  dementia  which 
is  reversible. 

Dementia  and  hydrocephalus 

In  1936  Riddoch3  reported  on  2 cases  of 
third  ventricle  tumors  causing  progressive 
dementia  and  hydrocephalus.  Neither  pa- 
tient complained  of  headache  nor  were  there 
changes  on  ophthalmoscopic  examination. 
He  concluded  that  in  slowly  developing  hy- 
drocephalus advanced  dementia  can  occur  in 
the  absence  of  the  classical  neurologic  signs 
of  intracranial  hypertension.  Earlier  Bag- 
ley46  had  suggested  the  possibility  of  com- 


municating hydrocephalus  developing  from 
blood  in  the  subarachnoid  space.  Askenasy, 
Herzberger,  and  Wijsenbeck7  and  Bachs  and 
Walker8  stimulated  further  thought  on  this 
problem.  In  1956  Foltz  and  Ward1'  pub- 
lished their  experience  in  10  cases  of  com- 
municating hydrocephalus  resulting  from 
subarachnoid  hemorrhage.  Such  hemor- 
rhage resulted  from  one  of  three  causes, 
either  postoperative,  spontaneous,  or  fol- 
lowing head  trauma.  They  postulated  that 
a basal  cisternal  adhesive  arachnoiditis 
caused  the  hydrocephalus-producing  vari- 
able and  often  confusing  signs  and  symp- 
toms. They  showed  marked  clinical  im- 
provement in  6 patients  in  whom  a ven- 
triculomastoid  shunt  was  performed.  Seven 
years  later  Shulman  et  al.10  re-explored  and 
re-emphasized  this  complication  of  sub- 
arachnoid hemorrhage.  In  both  studies  the 
spinal  fluid  pressure  was  either  normal  or 
more  often  elevated. 

In  1965  Adams  et  al.11  and  Hakim  and 
Adams12  defined  the  syndrome  of  occult  hy- 
drocephalus with  normal  spinal  fluid  pres- 
sure. They  described  the  syndrome  in  3 
patients,  2 of  whom  had  sustained  head 
trauma  and  a third  in  whom  they  could 
obtain  no  causative  history.  Thus,  the  ab- 
sence of  prior  brain  surgery,  head  trauma, 
or  spontaneous  subarachnoid  hemorrhage  is 
no  guarantee  that  this  disorder  does  not  ex- 
ist. In  fact,  it  must  be  thought  of  in  other- 
wise unexplained  progressive  mental  dys- 
function at  any  age. 

Dementia  then  is  one  of  the  early  and 
most  devastating  signs  of  occult  hydro- 
cephalus. It  may  begin  merely  as  inatten- 
tiveness to  one’s  surroundings  and  progress 
to  the  state  of  akinetic  mutism.1314  Mem- 
ory impairment  and  paucity  of  thought  and 
action  occur.  Headache  has  been  com- 
plained of  by  some  patients  but  is  not  a sine 
qua  non  for  the  diagnosis.13"15  There  is 
unsteadiness  of  gait  which  may  progress 
to  a marked  spastic  ataxia  and  apraxia  of 
gait.14  At  this  stage  the  plantar  responses 
are  usually  dorsiflexor  and  the  deep  reflexes 
in  the  legs  brisk.  The  arms  are  almost 
never  involved  and  certainly  not  to  the  ex- 
tent of  the  legs.  Urinary  bladder  and  bowel 
control  are  unwittingly  impaired.  The  pro- 
posed mechanism  for  the  legs,  bladder,  and 
bowel  symptoms  is  that  the  fibers  from  the 
cortical  mantle  responsible  for  the  control 
of  such  functions  and  which  arise  in  the 


October  1,  1970  / New  York  State  Journal  of  Medicine  2433 


neurons  of  the  paracentral  lobule  are  inor- 
dinately stretched  over  the  dilated  lateral 
ventricles,  resulting  in  the  neurophysiologic 
changes.  Grasp  and  sucking  reflexes  may 
be  present  in  the  late  stages,  again  caused 
by  stretching  of  axons  over  the  dilated 
frontal  horns. 

The  electroencephalogram  in  such  patients 
shows  diffuse  slow  waves  in  both  the  theta 
and  delta  ranges.  Examination  of  the  spinal 
fluid  should  be  within  normal  limits  in  all 
respects  including  a normal  or  even  a sur- 
prisingly low  spinal  fluid  pressure.  Pneu- 
mography reveals  markedly  dilated  ventri- 
cles without  intraventricular  obstruction 
with  little  if  any  air  overlying  the  hemi- 
spheres. Following  this  test  the  patient 
may  sustain  a “hydrocephalic  crisis”  sec- 
ondary to  a transient  rise  in  intraventricular 
pressure  causing  his  symptoms  to  become 
temporarily  but  markedly  worse. 

The  mechanism  proposed  by  Adams  et 
al.n  for  the  development  of  this  normal 
pressure-communicating  hydrocephalus  is 
based  on  Pascal’s  law  for  enclosed  fluids.  It 
is  thought  that  the  intraventricular  pressure 
was  initially  elevated;  however,  once  suf- 
ficient enlargement  of  the  ventricles  occurs, 
they  remain  distended  at  a lower  pressure. 
The  initial  increase  in  pressure  is  due  to  the 
adhesive  arachnoiditis  in  the  region  of  the 
basal  cisterns.  Thus  in  one  sense  the  com- 
municating hydrocephalus  is  in  reality  ob- 
structive because  the  fluid  is  denied  access 
to  the  arachnoidal  granulations  for  reab- 
sorption into  the  vascular  system. 

Pascal’s  law  states  that  the  force  of  fluid 
on  the  walls  of  a container  equals  the  prod- 
uct of  the  fluid  pressure  and  wall  area  (F  — 
P X A).  In  other  words,  let  us  suppose  the 
spinal  fluid  pressure  is  200  mm.  and  the  area 
of  the  ventricular  system  is  60  square  centi- 
meters; then  the  total  intraventricular  force 
is  60  times  200  or  12,000.  To  maintain  this 
force  in  a ventricular  system  enlarged  to 
100  square  centimeters,  the  pressure  must 
be  reduced  to  120  mm.,  that  is  120  times 
100,  to  equal  12,000.  Should  further  reduc- 
tion of  the  intraventricular  pressure  by  20 
mm.  by  means  of  a shunt  occur,  the  intra- 
ventricular force  would  be  reduced  to  100 
times  100  or  10,000,  allowing  for  shrinkage 
of  ventricular  size,  reduced  stretching  of 
the  crural  corticospinal  axons,  and  improved 
neurophysiologic  function.  The  same  ra- 
tionale applies  to  the  reduction  of  the 


stretched  fibers  from  the  frontal  lobe  over 
the  frontal  horns.  It  has  been  pointed  out 
that  the  frontal  horns  tend  to  expand  most 
of  all,  thus  explaining  why  the  dementia  is 
so  severe  and  constant  in  this  disorder.11 

Another  useful  test  in  the  verification  of 
this  disorder  is  the  RISA  (radioiodinated 
human  serum  albumin)  cisternogram.  A 
radioisotope  method  was  devised  by  Riesel- 
bach  et  al.16  for  determining  the  distribu- 
tion of  drugs  placed  into  the  subarachnoid 
space.  They  injected  radioactive  material 
through  a lumbar  puncture  needle  and  noted 
its  passage  through  the  subarachnoid  space. 
DiChiro,  Reames,  and  Matthews17  subse- 
quently demonstrated  the  reliability  and 
safety  of  such  injections  in  patients  with 
intraventricular  tumors  and  nonobstructive 
hydrocephalus  and  assessed  the  patency  of 
surgical  shunts.  They  used  RISA.  Re- 
markably few  complications  have  been  re- 
ported with  this  method.  Aseptic  meningi- 
tis is  one  of  them;18-19  but  with  lowering  of 
the  total  protein  in  the  vehicle  employed,  as 
recommended  by  DiChiro,20  no  further  cases 
of  aseptic  meningitis  have  been  reported  in 
which  sterile  precautions  were  maintained. 
Many  other  reports  attest  to  the  efficacy  and 
safety  of  this  method21-26  (Fig.  1). 

To  illustrate  some  of  these  points  the  fol- 
lowing case  is  reported. 

Case  report 

A fifty-four-year-old  white  male  was  ad- 
mitted to  a hospital  in  northern  Pennsylvania 
following  an  automobile  accident  in  November, 

1964.  When  first  examined  he  was  not  uncon- 
scious, nor  could  it  be  ascertained  that  he  had 
been  rendered  unconscious  at  the  time  of  the 
accident.  He  had  retrograde  amnesia  for  the 
event.  On  examination  he  was  cooperative 
but  quite  confused  and  disoriented  as  to  time 
and  place.  He  sustained  a three-quarter-inch 
laceration  over  the  left  occipital  area  extending 
to  the  cranium,  a contusion  over  the  glabella, 
and  minimal  fresh  bleeding  from  the  left  nasal 
cavity.  The  only  other  pertinent  neurologic 
finding  was  a questionable  left  Babinski  reflex. 
A lumbar  pucture  was  not  done. 

Roentgenograms  of  the  skull  revealed  an  in- 
tact cranium.  His  laceration  was  sutured,  and 
over  the  course  of  a nine-day  stay  in  the  hos- 
pital he  displayed  gradual  improvement.  Ini- 
tially, his  gait  was  described  as  unsteady  and 
shuffling,  but  this,  too,  returned  to  normal  prior 
to  hospital  discharge. 

He  was  first  seen  in  Buffalo  in  November, 

1965,  almost  one  year  after  the  accident.  At 
that  time  he  complained  of  impairment  of  use 
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FIGURE  1.  Normal  radioisotope  cisternogram  three,  six,  and  twenty-four  hours  after  injection.  An- 
teroposterior and  lateral  films  at  three  and  six  hours  show  RISA  in  basal  cisterns.  At  twenty-four 
hours  isotope  outlines  superior  sagittal  sinus. 


of  his  right  arm  and  leg  such  that  he  would 
lose  his  balance  when  walking,  and  fine  move- 
ments of  the  arm  and  hand  were  impaired.  He 
noted  some  failure  of  his  memory  processes,  es- 
pecially recent  memory,  and  he  also  complained 
of  a constant  dull  headache  over  the  right 
frontotemporal  area. 

On  examination  his  recent  memory  impair- 
ment was  easily  demonstrated.  His  gait  was 
broad  based,  and  he  tended  to  drag  the  right  leg 
slightly.  On  straight  arm  raising  the  right 
arm  lagged  behind  the  left.  All  deep  reflexes 


were  brisk,  the  right  knee  jerk  perhaps  slightly 
brisker  than  the  left.  Response  to  Babinski 
testing  was  normal. 

He  was  admitted  to  the  hospital,  and  an  elec- 
troencephalogram showed  a moderately  severe 
slow  wave  abnormality  on  both  frontotemporal 
regions.  A pneumoencephalogram  revealed  a 
communicating  hydrocephalus  with  no  air  over 
the  surface  of  the  hemispheres,  indicating  an 
extraventricular  obstruction  to  the  flow  of 
spinal  fluid  at  the  level  of  the  tentorial  notch 
(Fig.  2).  At  the  time  of  the  lumbar  puncture 


FIGURE  2.  (A)  Anteroposterior  view  through  orbits  during  pneumoencephalogram  shows  dilated 

lateral  ventricles  and  huge  temporal  lobes.  (B)  Lateral  view  reveals  enlarged  fourth  ventricle  with 
ventricularization  of  aqueduct  of  Sylvius,  large  third,  and  huge  lateral  ventricles.  Note  no  air  in 
cerebral  sulci. 
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FIGURE  3.  Isotope  cisternogram  in  normal  pressure-communicating  hydrocephalus.  Radioisotope 
readily  enters  ventricular  system  against  usual  flow  of  cerebrospinal  fluid.  Basal  cisterns  are  poorly 
outlined,  superior  sagittal  sinus  not  at  all. 


the  pressure  was  normal.  Carotid  angiography 
with  cross-compression  technic  revealed  a nor- 
mal vascular  tree  with  the  sole  exception  of  an 
elevated  sweep  of  the  anterior  cerebral  arteries. 
A radioactive  brain  scan  revealed  normal  find- 
ings. 

A RISA  cisternogram  was  performed  and  re- 
vealed that  the  radioactive  material  readily 
entered  the  ventricular  system.  No  RISA  was 
seen  over  the  hemispheres  nor  at  the  superior 
sagittal  sinus  even  as  late  as  forty-eight  hours 
after  placement  of  the  material  in  the  sub- 
arachnoid space  (Fig.  3). 

He  was  readmitted  in  January,  1966,  and  at 
that  time  his  spinal  fluid  pressure  stabilized  at 
150  to  170  mm.  of  fluid.  A ventriculoatrial 
shunt  was  placed  using  a low-pressure  (48  mm. 
water)  Holter  valve. 

This  patient  improved  gradually,  and  when 
last  seen  in  April,  1969,  his  memory  was  much 
improved,  his  gait  back  to  normal,  and  the 
headaches  much  less  frequent  or  severe,  oc- 
curring only  with  strenuous  activity.  He  was 
able  to  return  to  work  operating  a bulldozer. 

Summary 

We  have  discussed  in  brief  some  of  the 
more  common  causes  of  reversible  dementia, 
presented  the  pertinent  facts  of  normal 
pressure-communicating  hydrocephalus,  and 
illustrated  some  aspects  of  this  disorder 
with  a short  case  report.  To  be  stressed  is 
the  fact  that  this  last  disorder  may  be  easily 


missed  since  it  may  follow  long-forgotten 
trauma,  bleeding,  or  even  result  when  no 
causative  agent  can  be  found.  It  is  of  ut- 
most importance  that  the  ventricular  sys- 
tem of  such  patients  be  shunted  before  the 
patient  is  confined  to  a long-care  institution. 
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U NTlL  FIFTEEN  YEARS  AGO  the  treatment  of 
Parkinson’s  disease,  one  of  the  most  im- 
portant disorders  of  the  nervous  system, 
could  be  considered  unsatisfactory.  With 
the  usual  anticholinergic  and  antihistaminic 
drugs  available,  not  more  than  30  per  cent  of 
patients  were  improved  to  any  appreciable 
degree12  and  then  only  in  terms  of  a 33  per 
cent  increase  in  performance.3  4 The  symp- 
toms modified  principally  were  rigidity  and 
tremor,  but  bradykinesia,  the  most  incapaci- 
tating sign,  was  almost  never  improved. 

The  introduction  of  stereotaxic  surgery 
permitted  significant  reductions  in  the  se- 
verity of  tremor  and  rigidity  while  brady- 
kinesia often  became  worse.  Unfortunately, 
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even  in  patients  in  whom  surgery  was  suc- 
cessful, the  illness  often  progressed  to  the 
other  side,  and  more  midline  symptoms  ap- 
peared, although  suppression  of  tremor  has 
been  known  to  persist  in  a few  patients  for 
more  than  ten  years. 

In  1961  a completely  new  approach  to  the 
treatment  of  Parkinson’s  disease  was  intro- 
duced and  now  offers  bright  prospects  for. 
the  future.5-6  In  this  short  review,  we 
would  like  to  summarize  the  rationale  and 
results  and  to  indicate  future  avenues  of  re- 
search in  this  field. 

Rationale  for  L-dopa  treatment  of 
Parkinson's  disease 

In  1954  Vogt7  introduced  into  neurochem- 
istry the  concept  of  regional  distribution. 
She  clearly  demonstrated  that  norepineph- 
rine could  be  found  mainly  within  the  hy- 
pothalamus and  brain  stem.  The  precursor 
dopamine  was  subsequently  identified  within 
the  brain  by  Montagu  in  19578  and  its  pref- 
erential distribution  to  the  basal  ganglia 
demonstrated  by  Bertler  and  Rosengren  in 
1959.9  This  was  later  confirmed  in  human 
subjects  by  Sano  et  al.10  The  different  dis- 
tribution in  the  brain  of  dopamine  and 
norepinephrine  led  Carlsson11  to  postulate 
that  dopamine  may  have  a role  to  play  in 
the  normal  functioning  of  the  basal  ganglia. 

The  same  reasoning,  plus  the  observation 
that  reserpine,  a known  depletive  of  cerebral 
amines,11  can  produce  extrapyramidal  symp- 
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TABLE  I.  Results  of  L-dopa  therapy  in  Parkin- 
son's disease  (first  100  patients) 

Objective  Range  of  Functional 
Improvement  After  Two  Months  Num- 

of  Treatment  (Per  Cent)  ber  of 

Cases 


Very  good 

(80  to  100) 

12 

Good 

(50  to  79) 

62 

Moderate 

(20  to  49) 

14 

Poor 

(0  to  19) 

12 

toms  in  animals  and  men,  led  us  and  others 
to  search  for  an  abnormal  metabolism  of 
catecholamines,12  and  particularly  dopa- 
mine,13 in  Parkinson’s  disease. 

In  1960  Ehringer  and  Hornykiewicz14 
demonstrated  a significant  reduction  in 
brain  dopamine  content  in  both  postenceph- 
alitic and  idiopathic  forms  of  Parkinson’s 
disease.  Independently,  Barbeau,  Murphy, 
and  Sourkes15  found  a reduced  urinary  ex- 
cretion of  dopamine  in  this  illness.  Both 
findings  have  since  been  confirmed,  detailed, 
and  amplified.16'17  The  existence  of  a nigro- 
striatal  dopaminergic  pathway  has  also  been 
clearly  delineated,18  and  its  destruction  in 
monkeys  was  tshown  to  reproduce  some  of 
the  clinical  aspects  and  many  of  the  bio- 
chemical defects  of  Parkinson’s  disease.19-20 

A logical  approach  deriving  from  these 
pathophysiologic  observations  was  to  at- 
tempt replacement  of  the  depleted  brain 
dopamine.  Since  dopamine  itself  does  not 
cross  the  blood-brain  barrier  to  any  signifi- 
cant degree,  precursors  such  as  L-3,4-dihy- 
droxyphenylalanine  (L-dopa)  were  tried. 
Dopa  had  previously  been  shown  to  correct 
in  animals  reserpine-induced  modifications 
of  muscle  tone  and  behavior.21'22  The  sub- 
stance was  used  in  human  patients  receiving 
neuroleptic  agents  in  1960  by  Degkwitz  et 
al ,23  and  in  Parkinson’s  disease  in  1961  by 
groups  in  Montreal5  and  in  Vienna.6  Both 
the  intravenous  and  the  oral  routes  were 
used  by  many  in  Europe  and  Canada  from 
1961  to  1966  with  generally  favorable  re- 
sults on  some  symptoms  of  this  illness.24 
Although  there  was  no  doubt  that  both  ri- 
gidity and  akinesia  were  clearly  modified  by 
L-dopa,25  this  approach  remained  controver- 
sial until  the  reports  of  Cotzias,  Van  Woert, 
and  Schiffer  in  196726  who  applied  the  prin- 
ciples of  enzyme  chemistry  to  therapy  and, 
with  a slow  upward  titration  of  the  dose, 
reached  very  high  tolerable  levels,  first  of 
I)L-dopa  then  later  of  L-dopa.27 


Impressive  and  for  the  first  time  sustained 
results  were  observed  in  the  majority  of 
patients28  and  have  since  been  confirmed  by 
many  authors.25-29"30  The  magnitude  of  the 
improvement  observed  with  L-dopa  is  such 
that  it  far  surpasses  any  previous  modifica- 
tions obtained  with  drugs  or  surgery.  How- 
eyer,  this  therapeutic  approach  is  not  with- 
out difficulties.  We  would  thus  like  to  re- 
view our  own  results  with  the  first  100  pa- 
tients' so  treated*  and  to  indicate  the  pit- 
falls,  dangers,  and  limitations  encountered. 

Persona!  results 

From  1968  to  December,  1969,  we  have 
treated,  for  periods  exceeding  two  months, 
100  patients  with  Parkinson’s  disease,  12  of 
whom  had  a possible  history  of  encephalitis. 
The  average  dose  of  L-dopa  used  was  4.8 
Gm.  per  day  with  a range  of  1.5  to  8.5  Gm. 
This  dose  was  obtained  after  four  to  six 
weeks  in  the  hospital  with  a very  slow  up- 
ward titration  similar  to  that  used  by  Cot- 
zias and  Papavasiliou.27  Performance  of 
the  patients  was  measured  by  a battery  of 
mechanical  tests  previously  described31'32 
and  with  the  help  of  a performance  scale 
prepared  by  McDowell  et  al.30  Movie  films 
were  obtained  for  almost  every  patient  fol- 
lowing a preset  scenario,  once  before  dopa 
and  thereafter  at  various  time  intervals.  In- 
formed consent  was  obtained  from  every 
patient  admitted  to  the  trial. 

. Seventy-four  of  the  100  patients  were  im- 
proved by  more  than  50  per  cent  in  their 
general  performance  (Table  I).  Moderate 
improvement,  usually  manifested  by  modi- 
fication of  one  or  more  symptoms  without 
over-all  satisfactory  changes  was  observed 
in  14  patients.  There  were  12  failures  due 
to  side-effects  (3  cases)  or  absence  of  ob- 
jective improvement  (9  cases)  despite  max- 
imum dosage.  In  most  of  the  latter  cases 
there  was  a significant  lack  of  motivation. 
Despite  a clear-cut  reduction  in  rigidity, 
mahy  of  these  patients  refused  to  cooper- 
ate and,  not  observing  the  miracle  they 
seemed  to  expect,  became  more  depressed 
and’  demonstrated  no  functional  improve- 
ment. All  were  classified  as  failures  for  the 
purpose  of  analysis. 

* These  patients  were  studied  at  the  Hotcl-Dieu  Hospital, 
Clinical  Research  Institute  of  Montreal,  Maimonides  Hos- 
pital, and  Jewish  Convalescent  Hospital  with  the  coopera- 
tion in  the  latter  two  institutions  of  H.  Mars,  M.D.,  A. 
Schwartz,  M.D.,  and  I.  Lihman,  M.D.  A detailed  report 
on  this  cooperative  study  will  be  published  elsewhere. 
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The  most  important  factors  in  obtaining 
significantly  favorable  results  and  in  avoid- 
ing major  side-effects  from  L-dopa  treat- 
ment appear  to  be  the  gradual  upward  titra- 
tion of  the  oral  dose  as  well  as  a program  of 
mobilization.  If  these  two  principles  are 
closely  adhered  to,  as  outlined  many  times  by 
Cotzias,  it  is  possible  in  almost  all  patients 
to  reach  a “plateau”  dose-level  of  approxi- 
mately 4 Gm.  per  day  without  complications. 
In  our  opinion  this  initial  study,  lasting 
from  four  to  six  weeks,  should  be  done  in  the 
hospital.  At  plateau  level,  if  the  drug  is 
well  tolerated  and  if  the  patient  has  ob- 
tained at  least  a 50  per  cent  improvement  in 
functional  capacities  as  objectively  meas- 
ured, he  can  be  followed  regularly  on  an 
outpatient  basis.  By  gradually  and  slowly 
modifying  the  dose  upward  or  downward,  it 
is  possible  to  obtain  even  more  improvement 
after  an  additional  two  to  four  months, 
without  a recurrence  of  the  initial  annoying 
side-effects  of  nausea,  vomiting,  loss  of  ap- 
petite, or  postural  hypotension. 

In  our  experience  there  has  been  at  least 
partial  improvement  in  almost  all  symptoms 
of  Parkinson’s  disease  in  the  majority  (92 
per  cent)  of  patients.  The  degree  of  this 
improvement  is  greater  by  a factor  of  two 
or  three  than  that  previously  obtained  by 
conventional  anticholinergic  or  antihista- 
minic  medication  and  in  most  cases',  is 
greater  than  the  benefits  obtained  with 
stereotaxic  surgery.  At  first,  and  until  a 
dosage  of  nearly  2.5  Gm.  per  day  is  reached, 
the  improvement  is  mainly  subjective.  The 
patient  feels  better,  his  mood  is  cheerful, 
and  he  attempts  to  perform  tasks  that  have 
been  beyond  him  for  many  years.  During 
this  period  the  significant  drawbacks  are 
nausea,  occasional  vomiting,  and  a striking 
loss  of  appetite.  Most  patients  will  tolerate 
the  morning  nausea  if  the  dose  is  increased 
very  slowly. 

After  reaching  a dose  of  3 Gm.  per  day  a 
significant  and  often  sudden  improvement 
in  motor  functions  and  in  general  perform- 
ance occurs.  The  exact  level  where  this 
will  take  place  varies  from  patient  to  pa- 
tient but  is  almost  a constant  phenomenon. 
From  that  point  on  it  is  easy  to  measure 
objective  modifications  of  signs.  The  most 
striking  effect  appears  to  be  on  the  hypo- 
kinesia manifested  by  loss  of  associated 
movements  and  on  postural  and  gait  impair- 
ment. Rigidity  and  hypokinesia  can  at 


times  be  completely  reversed.  On  the  other 
hand,  tremor  is  more  refractory.  At  first, 
and  concomitant  with  a reduced  rigidity, 
there  may  be  a slight  increase  in  the  ampli- 
tude. Over  a long  term,  however,  there  is  a 
definite  decrease  in  both  amplitude  and  rate 
in  most  patients,  with  eventual  disappear- 
ance in  a few.  This  statement  is  applicable 
to  the  classical,  slow  (3  to  8 per  second  ) 
postural  tremor  of  Parkinson’s  disease.  L- 
dopa  does  not  improve  cerebellar,  senile,  or 
familial  types  of  tremor;  in  fact,  it  usually 
increases  the  latter. 

The  beneficial  effects  of  L-dopa  do  not  ap- 
pear to  be  modified  or  limited  by  factors  of 
age,  severity  of  disease,  or  duration  of 
symptoms.  However,  the  most  severely  af- 
fected patients,  because  of  other  factors 
such  as  arteriosclerosis,  liver,  or  kidney  dys- 
function, have  the  highest  incidence  of  se- 
vere complications.  Previous  stereotaxic 
surgery,  unless  with  sequelae  of  pyramidal 
tract  damage,  is  not  a limiting  factor. 

Even  if  the  improvement  can  be  con- 
sidered sustained,  there  is  often  a marked 
variation  In  individual  performance  from 
day  to  day  or  within  the  same  day.  Occa- 
sional short-lasting  refractory  periods  vary- 
ing from  a few  minutes  to  three  or  four 
hours  will  occur  in  patients  who  otherwise 
are  perfectly  controlled.  During  these  epi- 
sodes there  often  is  increased  restlessness,  a 
feeling  of  tension  or  of  body  warmth,  and 
excessive  nasal  discharge  with  hyperhidro- 
sis  and  even  pupillary  dilatation.  These  re- 
fractory periods  occur  usually  one  to  two 
hours  after  an  oral  dose  of  L-dopa  and  are 
worse  after  a heavy  protein  meal. 

Similarly  there  may  be  episodes  of  longer 
duration,  lasting  up  to  a few  weeks  with  sub- 
optimal  performance  despite  maintenance  of 
the  same  dosage  schedule.  At  such  times 
there  is  a marked  increase  in  freezing  and 
re-emergence  of  tremor. 

Side-effects 

However  encouraging  the  prospects,  it 
must  be  stated  that  such  results  are  not  ob- 
tained without  risks  and  complications.  The 
incidence  of  clinical  side-effects  in  our  se- 
ries is  listed  in  Table  II  and  is  described  in 
detail  elsew'here.33  These  are  not  to  be  min- 
imized, and  it  is  our  belief  that  some  of 
these  side-effects,  particularly  the  produc- 
tion of  abnormal  involuntary  movements, 
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TABLE  II.  Clinical  side-effects  of  L-dopa  after  a 
minimum  of  2 months  of  treatment  in  100  patients 


Side-effects 

Num- 
ber of 
Cases 
and 
Per 
Cent 

Abnormal  involuntary 

movements 

48 

Nausea  and/or  vomiting 

45 

Hypotension 

30 

Symptomatic 

11 

With  complications 

7 

Myocardial 

infarcts 

4 

Cerebrovascular 

accident 

2 

Pulmonary 

embolus 

1 

Without 

complications 

5 

Asymptomatic 

19 

Changes  in  taste 

22 

Constipation 

20 

Confusion,  hallucinations, 

vivid  dreams 

18 

Depressive  episodes 

12 

Palpitation  or 

arrhythmias 

9 

Somnolence 

8 

Increase  in  libido  (4  men, 

2 women) 

6 

Anorexia  or  loss  of  weight 

5 

Polyuria 

4 

Focal  epileptic  attacks 

2 

Hypertension 

1 

may  eventually  seriously  limit  the  useful- 
ness of  high  doses  of  L-dopa.  Finding  a 
remedy,  or  antidote  as  it  were,  to  these  side- 
effects  is  our  main  concern  at  the  present 
time.  This  search  has  already  generated 
important  dividends. 

While  investigating  the  pathogenesis  of 
the  hypotension  produced  by  this  drug  we 
were  able  to  demonstrate  that  parkinsonian 
patients  had  a low  plasma  renin  activity, 
further  reduced  after  L-dopa.34  Pursuing 
this  new  lead,  which  is  still  more  evidence 
for  a generalized  involvement  of  dopamine 
metabolism  in  Parkinson’s  disease,35’36  we 
recently  demonstrated  that  the  regulation 
mechanisms  of  blood  pressure  during  pos- 
tural changes  involve  the  relative  concentra- 
tions at  renal  receptor  sites  of  both  dopa- 
mine and  norepinephrine.37  Furthermore, 
the  control  of  blood  pressure  postural 
changes  was  shown  to  be  modulated  by  modi- 


fications in  the  metabolism  of  dopamine 
within  the  basal  ganglia.38  Finally,  we 
have  been  able  to  apply  these  principles  and 
observations  to  the  symptomatic  treatment 
of  high  blood  pressure,  first  in  parkinsonian 
patients34'39  and  more  recently  in  a few  pa- 
tients with  essential  hypertension.40 

Another  beneficial  side-effect  of  this  re- 
search resulted  from  our  observation  that 
patients  simultaneously  affected  with  asthma 
and  parkinsonism  saw  both  disorders  im- 
proved. In  collaboration  with  G.  Ostiguy, 
M.D.,  we  have  recently  inaugurated  an  L- 
dopa  treatment  program  in  unresponsive, 
cortisone-dependent,  essential  bronchial 
asthma.  The  preliminary  results  indicate 
that  doses  approximately  3 Gm.  per  day  per- 
mit a marked  reduction  in  the  daily  dosage 
of  corticoids  and  a general  improvement  in 
functional  capacity.  Much  more  work  will 
be  required  to  confirm  this  initial  finding. 

The  most  striking  and  important  side-ef- 
fect is  the  production  of  abnormal  involun- 
tary movements  in  more  than  50  per  cent  of 
patients.  This  phenomenon  appears  to  be 
dose-related  and  occurs  approximately  at  the 
time  of  optimal  performance.  An  important 
observation  is  that  when  these  dyskinesias 
appear,  tendon  reflexes  are  weak  and  there 
is  hypotonia.  Very  often  patients  can  pre- 
dict the  onset  of  the  abnormal  movements 
through  a strange  feeling  of  warmth  or 
tingling  in  the  part  of  the  body  eventually 
affected.  The  types  of  movements  observed 
are  almost  as  variable  as  the  number  of  pa- 
tients. Usually  the  first  anomaly  is  in  the 
cephalic  sphere,  with  orofaciobuccal  com- 
ponents predominating.  The  tongue  is  un- 
usually active,  with  slow  or  rapid  protrusion 
and  rotation;  gnawing  or  chewing  motions 
are  also  frequent.  Abnormal  involuntary 
movements  in  the  limbs  appear  later,  par- 
ticularly in  the  hands.  In  fewer  cases  the 
lower  limbs  are  also  involved.  When  this  is 
the  case,  severe  athetosis,  choreoathetosis, 
or  ballism  can  occur. 

We  will  describe  these  phenomena  in  more 
detail  in  another  report,  because  we  be- 
lieve they  constitute  the  eventual  major 
limiting  factor  of  present  L-dopa  therapy.33 
At  this  time,  suffice  it  to  say  that  they  oc- 
curred in  48  per  cent  of  our  parkinsonian 
patients  but  could  certainly  be  found  in  al- 
most 100  per  cent  if  the  level  of  L-dopa  was 
pushed  sufficiently  high.  To  date  they  have 
been  reversible  on  reducing  the  dose  of  the 
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TABLE  III.  Incidence  of  abnormal  involuntary 
movements:  correlation  with  duration  of 
L-dopa  treatment 


Duration  of 
Treatment 
(Months) 

Number  of 
Patients* 

Percent- 

age 

After  3 

49  of  100 

49 

After  6 

49  of  80 

61 

After  9 

36  of  55 

66 

After  12 

15  of  21 

72 

After  15 

11  of  15 

73 

After  18 

8 of  10 

80 

' Number  of  patients  who  presented  abnormal  involun- 
tary movements  on  at  least  two  different  occasions  during 
their  treatment. 

drug  but  in  some  cases  after  a few  months 
have  tended  to  reoccur  at  progressively 
lower  doses.  As  indicated  in  Table  III,  the 
abnormal  movements  are  also  more  frequent 
after  long-term  therapeutic  trials. 

Thus  there  are  two  main  factors  in  the 
production  of  abnormal  involuntary  move- 
ments: dosage  and  length  of  administra- 

tion. These  conclusions  have  led  us  to  pos- 
tulate that  a phenomenon  of  denervation  hy- 
persensitivity is  involved,41  especially  in 
view  of  the  fact  that  the  movements  do  not 
occur  in  nonparkinsonian  control  subjects 
who  have  received  L-dopa  at  similar  dosage 
and  for  similar  periods.25  28 

Many  attempts  have  been  made  to  dimin- 
ish or  prevent  these  adventitious  move- 
ments. Pyridoxine  in  small  doses,  as  well 
as  trifluoperazine  (1  or  2 mg.  per  day),  have 
been  found  useful,  but  eventually  after  a 
few  weeks  the  beneficial  effects  of  L-dopa  are 
also  counteracted.  Our  best  results  have 
recently  been  obtained  with  small  doses  (1 
to  2 mg.  per  day)  of  haloperidol,  a specific- 
dopamine  receptor-blocking  agent.  It  is 
preferable  to  use  haloperidol  in  intermittent 
courses  of  treatment  until  the  abnormal 
movements  have  been  controlled. 

Dopa  potentiators 

Our  own  results  and  those  of  most  other 
groups  clearly  indicate  that  L-dopa  given  in 
progressively  higher  oral  doses,  as  recom- 
mended by  Cotzias,  is  extremely  useful  in 
the  symptomatic  treatment  of  Parkinson’s 
disease.  However,  peripheral  and  central 
side-effects  such  as  nausea,  hypotension,  ab- 
normal involuntary  movements,  and  mental 
changes  limit  the  long-term  effectiveness  of 
L-dopa  and  so  does  the  very  high  cost  of  this 


drug.  It  is  obvious  that  new  ways  will  have 
to  be  found  to  potentiate  the  antiparkin- 
sonian effect  of  dopa  while  reducing  the  un- 
wanted complications. 

Many  years  ago  some  authors  reported  on 
the  value  of  inhibitors  of  monoamine  oxi- 
dase in  alleviating  some  of  the  symptoms  of 
Parkinson’s  disease.42  Trials  of  this  drug 
in  conjunction  with  L-dopa,  however,  proved 
dangerous  because  of  hypertensive  episodes 
and  were  soon  abandoned.25 

Conventional  anticholinergic  therapy  has 
been  found  by  most  authors  to  potentiate 
slightly  the  effect  of  L-dopa  particularly  on 
tremor.2529-30 

In  1963  Pletscher  and  Gey43  reported  that 
a serylhydrazine  derivative  of  trihydroxy- 
benzyl,  Ro  4-4602,  inhibited  at  high  doses 
(500  mg.  per  kilogram)  extra-  and  intra- 
cerebral dopa-decarboxylase,  with  a result- 
ing drop  in  the  concentrations  of  serotonin, 
dopamine,  and  norepinephrine.  Later  Bar- 
tholini,  Burkard,  and  Pletscher44  found  that 
small  doses  (50  mg.  per  kilogram)  inhibited 
only  peripheral  decarboxylase,  with  a conse- 
quent increase  in  the  intestinal  absorption 
of  L-dopa,  increases  in  blood  concentration 
of  dopa,  and  decreases  in  metabolites  such 
as  dopamine.  The  same  inhibition  of  de- 
carboxylase in  brain  capillaries,  coupled 
with  the  high  circulating  concentrations  of 
the  precursor,  resulted  in  an  enhanced  pene- 
tration of  dopa  within  the  brain,  with  sub- 
sequent metabolic  degradation  to  dopamine. 
Ro  4-4602  thus  breaks  down  the  blood-brain 
barrier  to  L-dopa. 

This  principle  was  first  applied  to  parkin- 
sonian patients  with  favorable  results  by 
Birkmayer  and  Mentasti45  from  1964  to 
1967,  and  in  1969,  by  Tissot  et  al.ie  in  Ge- 
neva, by  Siegfried  et  al .47  in  Zurich,  and  by 
Barbeau  and  Gillo-Joffroy48  in  Montreal.  In 
short,  the  combination  of  a peripheral  de- 
carboxylase inhibitor  and  L-dopa  permitted 
reduction  of  the  amino  acid  dose  to  approx- 
imately 1 Gm.  per  day,  with  a reduction  in 
the  incidence  of  peripheral  side-effects  (nau- 
sea, vomiting,  and  hypotension)  and  with 
beneficial  effects  on  motor  performance  equal 
to  those  observed  after  at  least  4 Gm.  of 
L-dopa  per  day.  Unfortunately  the  inci- 
dence of  dyskinesia  is  as  high  as  previously, 
and  the  threshold  level  for  this  side-effect  is 
harder  to  control.  To  date  the  liver  toxicity 
reported  in  dogs  given  extremely  high  doses 
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of  the  drug  has  not  occurred  in  human  sub- 
jects after  almost  two  years  of  continuous 
use  of  Ro  4-4602.  However,  one  must  be 
constantly  aware  of  this  potential  danger. 
New,  more  potent  decarboxylase  inhibitors 
are  now  being  prepared. 

Recently,  Schwab  et  al.49  discovered  some 
antiparkinson  effects  in  amantadine  hydro- 
chloride (Symmetrel),  a drug  previously 
recommended  for  the  prevention  of  certain 
strains  of  Asian  influenza.  According  to 
this  author,  amantadine  given  alone  ap- 
pears to  be  more  effective  than  the  usual 
anticholinergic  drugs  and  to  predict  the 
eventual  benefit  with  L-dopa.  In  combina- 
tion with  the  amino  acid  it  seems  to  have  a 
synergistic  effect.  Preliminary  results  from 
other  centers  confirm  some  of  these  findings 
but  are  less  enthusiastic.  The  interest  of 
this  drug  resides  in  the  introduction  of  an 
entirely  new  chemical  class  of  antiparkinson 
agents. 

A more  logical  and  direct  approach  ap- 
pears to  be  the  preparation  of  dopamine 
analogues  which  will  directly  stimulate  the 
receptors  and,  hopefully,  will  have  fewer 
side-effects.  A first  step  in  this  direction  is 
the  use  of  apomorphine.50 

The  future 

Future  effective  drugs  will  likely  be  found 
when  the  mechanism  of  action  of  dopa  is 
better  understood.  Logical  deductive  rea- 
soning led  from  the  observation  of  a low 
dopamine  in  Parkinson’s  disease  to  a re- 
placement therapy  with  L-dopa.  At  low  in- 
termittent doses,  such  as  were  used  between 
1961  and  1966,  there  is  little  doubt  that  the 
improvement  in  akinesia  and  rigidity  was 
directly  related  to  dopamine  replacement 
and  receptor  stimulation  in  the  striatum.10 
This  mechanism  is  much  less  certain  with 
the  higher  doses  now  employed.  There  are 
increasing  amounts  of  evidence  indicating 
that  large  quantities  of  dopa  and  of  its 
metabolite  O-methyl  dopa  accumulate  also 
outside  the  striatum,  particularly  in  the 
brain  stem  and  even  in  the  cortex.  In  these 
regions  unusual  amounts  of  dopamine  may 
displace  other  amines,  such  as  serotonin  or 
norepinephrine,  or  unsettle  the  balance  with 
other  substances  such  as  acetylcholine  or 
gamma  aminobutyric  acid  (GABA).  There- 
fore, we  may  now  be  involved  not  only  with 
the  relatively  straightforward  metabolism 


of  dopamine  in  the  striatum  but  also  with 
the  whole  of  brain  neurochemistry.  The 
door  has  barely  been  opened  in  this  field,  but 
the  future  is  encouraging. 

Summary 

The  observations  of  a low-dopamine  con- 
tent in  the  brain  and  urine  of  parkinsonian 
patients  led  to  the  use  of  the  precursor  L- 
dopa  in  therapeutic  trials.  Between  1961 
and  1966,  both  the  oral  and  the  intravenous 
routes  were  utilized  and  some  effects  were 
noted  on  akinesia  and  rigidity.  When 
higher  oral  doses  of  dopa  were  introduced 
in  1967,  the  sustained  beneficial  action  of 
this  drug  on  parkinsonian  signs  and  symp- 
toms was  proved  beyond  doubt,  but  there 
came  to  light  a number  of  troublesome  side- 
effects,  the  worst  of  which  were  hypotension 
and  a variety  of  abnormal  involuntary  move- 
ments. In  the  present  report  we  present  the 
result  of  our  own  series  of  100  patients 
treated  with  an  average  daily  oral  dose  of 
4.8  Gm.  of  L-dopa.  New  potentiators  and 
future  avenues  of  investigation  are  also  re- 
viewed. 
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On  December  22,  1969,  an  extraordinary 
commemorative  issue  of  the  Journal  of  the 
American  Medical  Association  was  pub- 
lished. It  marked  the  fiftieth  anniversary 
of  Sir  William  Osier’s  death. 

There  would  seem  no  more  appropriate 
way  to  begin  this  commentary  on  commonly 
used  drugs  which  may  adversely  affect  the 
nervous  system  than  by  quoting  a generali- 
zation offered  by  Osier  on  drugs.  In  1891  he 
remarked:  “A  desire  to  take  medicine  is, 

perhaps,  the  great  feature  which  distin- 
guishes man  from  other  animals.” 

The  writer  of  Ecclesiastes  remarked  that 
of  the  making  of  books  there  is  no  end.  He 
could  easily  have  said  the  same  of  drugs. 
If  he  were  a practicing  clinician,  he  could 
easily  have  said  that  drugs  and  recom- 
mended cures  often  weary  the  flesh  of  pa- 
tients unto  their  death,  consume  their  sub- 
stance, and  many  times  hasten  their  de- 
parture from  this  world.  Death  as  such  is 
not  an  evil  to  be  feared.  The  chagrin  and 
misery  of  medicine  is  that  our  good  inten- 
tions and  our  enthusiasm  for  drugs  often 
do  the  patients  more  harm  than  good.  To 
practice  medicine  with  style  is  to  practice 
it  with  common  sense,  simplicity,  and  a 
sense  of  conservatism.  The  least  we  can  do 
is  try  to  follow  Hippocrates  and  do  as  little 
harm  as  possible.  All  of  us,  as  Prince  Hal 
reminded  Falstaff,*  owe  the  lord  a death,  yet 
I do  not  think  that  our  patients  ought  to  pay 
this  debt  prematurely  because  of  the  en- 
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thusiasm  of  clinical  investigators,  experi- 
mental pharmacologists,  and  pharmaceutical 
companies.  It  would  seem  that  often  too 
little  time  is  spent  either  speaking  with  the 
patient  or  examining  him  and  far  too  much 
reliance  paid  on  leafing  through  the  PDR 
( Physicians’  Desk  Reference) , quickly  con- 
sulting the  latest  memo-pad  gift  from  the 
drug  company,  or  groping  about  the  sample 
drawer  in  one’s  desk.  Samples  are  often 
used  as  lures  or  worms  on  a therapeutic  fish- 
ing line  by  an  inexperienced  clinician,  and 
his  results  are  often  similar  to  those  ob- 
tained by  the  inexperienced  fisherman.  At 
times,  the  only  information  we  may  have  on 
a drug  is  the  enthusiastic  but  rather  un- 
critical remarks  of  the  drug  company’s  de- 
tail men  who  seem  to  be  as  ubiquitous  as 
staphylococci. 

This  is  particularly  true  in  the  field  of 
drugs  for  psychiatric  disorders.  There  ap- 
pears to  be  a quiet  competition  among  drug 
companies  for  an  award  which  might  be 
entitled,  “tranquilizer  of  the  year.”  Each 
new  drug,  if  taken  at  face  value  as  listed 
by  the  throw-away  pharmacologic  bulletins 
or  PDR,  announces  the  coming  of  an  age  of 
serenity  and  health,  only  to  be  replaced  by 
another  drug  in  another  eighteen  months. 
The  common  denominator  is  not  their  effi- 
cacy or  chemistry  but  their  cost. 

Anticoagulant  drugs 

Neurology  like  every  other  specialty  lives 
in  the  shadow  of  the  PDR  and  half-proved 
therapeutic  agents.  The  entire  issue  of  the 
use  of  anticoagulation  therapy  in  the  cen- 
tral nervous  system  remains  undecided  ex- 
cept in  those  fortunate  dogmatic  minds  who 
have  solved  it  to  their  own  satisfaction. 
John  Marshall,  of  The  National  Hospital  for 
Nervous  Disease,  England,  an  ardent  ad- 
vocate of  the  use  of  anticoagulants,  collected 
what  seemed  to  him  to  be  the  best  reports  of 
the  decade  supporting  their  usefulness  in 
transient  ischemic  attacks.  In  the  eleventh 
chapter  of  the  second  edition  of  his  mono- 
graph, The  Management  of  Cerebrovascular 
Disease,  five  articles  are  quoted  beginning 
with  the  Siekert,  Milliken,  and  Whisnant  re- 
port of  1961. t What  is  sobering  is  the  fact 
that  the  total  number  studied  in  all  five  re- 
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ports  was  205  treated  patients  and  119  con- 
trols. This  is  hardly  an  impressive  number 
on  which  one  can  build  a confident  thera- 
peutic structure  in  view  of  the  episodic  and 
unpredictable  natural  history  of  transient 
ischemic  attacks  in  any  one  particular  pa- 
tient. It  must  be  remembered  that  the  ad- 
vocates of  anticoagulants  contend  only  that 
the  incidence  of  transient  ischemic  attacks  is 
reduced  and  not  that  of  subsequent  infarc- 
tion. 

I am  not  convinced  that  the  case  for  the 
use  of  anticoagulants  in  transient  ischemic 
attacks  has  been  made  although  they  are 
widely  used.  I am  impressed  by  the  toxic- 
ity of  the  drug  in  its  capacity  to  cause  sub- 
dural hematomas,  enlarge  intracerebral 
hemorrhage,  precipitate  subarachnoid  hem- 
orrhage in  red  infarction,  and  cause  bleed- 
ing episodes  in  the  kidney,  bowel,  and  skin. 
In  short,  the  efficacy  of  the  drug  is  uncer- 
tain, but  the  toxicity  is  quite  certain. 

Steroids 

Steroids  have  raised  more  hope  and 
caused  more  disappointment  than  any  other 
class  of  drugs  in  the  past  two  decades.  In 
neurology  these  drugs  are  advocated  by 
some  for  temporal  arteritis,  postinfectious 
encephalitis,  multiple  sclerosis  (particular 
retrobulbar  neuritis  secondary  to  multiple 
sclerosis),  and  the  Guillain-Barre-Strohl 
syndrome.  I think  all  neurologists  agree 
that  the  usefulness  of  steroids  in  temporal 
arteritis  appears  least  challenged,  but  this 
disease  is  quite  rare,  and  very  few  of  us 
have  any  large  personal  experience  with 
either  the  disease  or  the  drug.  The  role  of 
steroid  therapy  in  multiple  sclerosis  remains 
in  doubt.  There  is  a national  study  in 
progress  and,  hopefully,  we  may  have  some 
reasonable  but  probably  partial  answers  in 
the  future.  All  agree  at  this  time  that  the 
best  one  can  hope  for  is  that  an  attack  can 
be  shortened  by  the  use  of  steroids,  but  the 
natural  history  of  the  disease  is  unchanged. 
One  would  doubt  that  more  can  be  said  by 
the  national  study  in  view  of  the  episodic 
and  unpredictable  nature  of  multiple  sclero- 
sis in  any  one  particular  patient.  I do  not 
use  the  drug  and  believe  my  results  are 
equal  to  any  who  do  use  it.  The  standard 
steroid  toxicity  of  acne  vulgaris,  general- 
ized edema,  personality  change,  and  electro- 


lyte disturbance  continue  to  occur  at  times 
in  these  patients. 

Anticonvulsant  agents 

It  is  uncertain  whether  or  not  the  patient 
with  infrequent  seizures  is  given  statisti- 
cally provable  protection  by  anticonvulsants. 
On  the  other  hand,  other  patients  with  more 
frequent  seizures  are  helped  immeasurably. 
There  are  five  primary  drugs  available  now, 
three  of  which  have  a close  relationship  to 
barbituric  acid,  namely,  phenobarbital,  di- 
phenylhydantoin  (Dilantin),  and  primidone 
(Mysoline).  Their  toxic  effects  include 
lethargy,  somnolence,  and  dysarthria  in  the 
case  of  phenobarbital ; ataxia,  nystagmus, 
and  gum  hypertrophy  in  diphenylhydantoin ; 
and  somnolence,  vertigo,  and  nausea  in  pri- 
midone. The  only  caution  one  can  offer  is 
that  one  must  pay  attention  to  a patient’s 
early  complaints  and  also  begin  the  dosage 
of  primidone  gradually,  building  to  a full 
therapeutic  dose  in  seven  to  ten  days.  If 
one  gives  a patient  standard  primidone 
therapy  without  any  attempt  at  gradation, 
the  usual  results  are  severe  toxicity  and  the 
patient’s  determination  never  to  use  the 
drug  again. 

Trimethadione  (Tridione)  and  ethosuxi- 
mide  (Zarontin)  now  are  used  for  minor 
motor  or  petit  mal  epilepsy.  Ethosuximide 
is  the  favored  drug,  but  a careful  watch  has 
to  be  maintained  for  bone-marrow  depres- 
sion. Fatal  cases  have  been  reported.  Tri- 
methadione has  caused  a nephrotic  syn- 
drome, leukopenia,  and  day  blindness,  but 
these  are  easily  reversible  as  the  drug  is 
withdrawn. 

L-dopa  is  the  most  promising  of  the  drugs 
available  for  Parkinson’s  disease.  At  best, 
however,  the  drug  is  of  major  use  to  only 
two  thirds  of  parkinsonian  patients,  and  we 
will  have  to  continue  to  use  the  older  drugs, 
such  as  trihexyphenidyl  (Artane),  pro- 
cyclidine  (Kemadrin),  and  benztropine  (Co- 
gentin).  These  drugs  have  an  atropine-like 
effect  when  carried  to  toxic  levels.  Be- 
sides dryness  of  the  mouth  and  difficulty 
with  accommodation,  elderly  patients  can 
have  severe  mental  changes.  Delirium,  in- 
coherence, and  colorful  hallucinations  de- 
serve early  recognition. 

When  I walk  down  the  hall  of  a psychi- 
atric ward,  I am  often  struck  by  the  idea 
that  some  of  the  patients  I see  are  no  longer 
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human  beings.  They  appear  to  me  to  be 
animated  pill  bottles  often  with  fixed  ex- 
pression, devoid  of  emotion,  unblinking 
eyes,  somewhat  stooped  in  posture,  and 
slow  in  speech.  The  phenothiazines  may 
have  helped  many  and  permitted  superin- 
tendents of  state  hospitals  to  have  a better 
patient  turnover,  but  the  parkinsonian  syn- 
drome, if  only  temporary,  has  become  more 
prominent  because  of  this  class  of  drugs. 
Although  this  syndrome  was  originally 
thought  to  be  reversible,  there  is  now  con- 
siderable literature  indicating  that  some  of 
these  patients  have  fixed  irreversible  basal 
ganglia  deficits,  including  parkinsonian 
rigidity,  chorea,  and  athetotic-like  move- 
ments. 

Idiosyncratic  sensitivity  reactions  to  pro- 
chlorperazine (Compazine)  have  caused 
overwhelming  attacks  of  trismus,  tetanic- 
like  reactions  associated  with  excessive 
salivation,  and  extraocular  muscle  palsies. 
A 1-mg.  intravenous  injection  of  benztro- 
pine  is  as  dramatic  a cure  as  intravenous 
glucose  for  hypoglycemia. 

Drugs  in  internal  medicine 

Many  drugs  used  in  internal  medicine  ad- 
versely affect  the  central  nervous  system. 
The  injudicious  use  of  insulin  can  precipi- 
tate coma  and  death.  Folic  acid,  if  given  to 
a patient  with  unsuspected  subacute  com- 
bined degeneration  of  the  cord,  will  worsen 
the  condition.  Antihypertensive  drugs,  if 
used  immoderately,  can  precipitate  hypoten- 
sive episodes  and  perhaps  transient  ischemic 
attacks.  Reserpine  and  methyldopa  can 
cause  a parkinsonian-like  syndrome.  Strep- 
tomycin in  large  doses  is  a notorious  cause 
of  deafness,  and  isoniazid  (INH  ) will  cause 
a peripheral  neuritis  reversible  by  pyridox- 
ine.  Nitrofurantoin  (Furadantin)  can 
cause  a severe  and  very  persistent  peripheral 
neuritis  which  may  take  months  to  clear. 

Since  the  discovery  of  the  usefulness  of 
bromides  by  Locock  in  1849  for  the  control 
of  epilepsy,  the  drug  has  been  a favorite 
among  people  attracted  to  drugs.  It  has  a 
slow,  cumulative,  toxic  effect  and  at  one 
time  was  thought  to  be  capable  of  mimicking 
many  neurologic  diseases.  Stupor,  coma, 
ataxia,  and  dementia  were  common  sequelae. 
In  the  first  two  to  three  decades  of  this 
century,  it  was  said  that  10  per  cent  of  all 
patients  admitted  to  the  state  mental  hos- 


pital were  intoxicated  by  bromides.  Its  use 
is  no  longer  fashionable,  although  there  still 
is  a small  loyal  group  that  still  uses  Bromo- 
Selzer  to  excess. 

Narcotic  agents 

The  amphetamines,  LSD  (lysergic  acid  di- 
ethylamide), and  heroin  are  the  modern 
equivalents  of  bromides,  the  alcohol  in  Lydia 
Pinkham’s  mixture,  and  iatrogenic  opium 
addiction  of  the  early  years  of  this  century. 
Alcohol  with  its  complications  of  pneumonia, 
cirrhosis,  subdural  hematoma,  and  the  triad 
of  Korsakoff’s  psychosis,  Wernicke’s  en- 
cephalitis, and  peripheral  neuritis,  is  now 
old  fashioned.  Whiskey  fits  and  head  in- 
juries secondary  to  drunkenness  have  the 
respectability  of  standard  medical  diseases. 
For  the  first  half  of  the  century,  the  toxic 
effects  of  alcohol  were  confined,  on  the 
whole,  to  addicted,  psychologically  impaired 
adults. 

Within  the  past  ten  years  a new  cult  of 
adolescence  and  a subculture  of  admiration 
for  drugs  has  developed  which  has  centered 
itself  on  a devotion  to  amphetamines,  LSD, 
and  heroin.  The  PDR  is  their  Materia 
Medica,  and  anything  that  comes  in  pill  or 
ampule  form  is  fair  game.  Groups  of  mid- 
dle-class drug  addicts  sit  about  in  confer- 
ence studying  the  PDR  and  eventually  know 
as  much  as  the  manufacturers  about  the 
drugs  that  interest  them.  The  threat  of 
drug  addiction  has  moved  from  the  streets 
to  the  colleges  and  high  schools,  and  now 
the  elementary  schools  are  involved. 

It  is  as  if  a hidden  capacity  for  addiction 
has  been  uncovered  in  adolescence  and  child- 
hood, and  the  psychologically  unbalanced 
now  have  the  available  drugs  while  alcohol 
remains  reserved  for  adult  addiction.  Con- 
vulsions, psychotic  episodes,  stupor,  and 
coma  are  common  symptoms  in  these  indi- 
viduals. The  treatment  is  very  difficult. 
One  must  attempt  to  reduce  the  drug  sup- 
ply and  also  treat  the  precipitating  cause  of 
the  addiction  by  social,  economic,  and  psy- 
chologic means. 

Comment 

I began  this  report  with  a plea  for  con- 
servatism and  simplicity  in  the  practice  of 
medicine,  and  I would  want  to  close  it  with  a 


2446  New  York  State  Journal  of  Medicine  / October  1,  1970 


plea,  which  is  probably  futile,  for  the  in- 
clusion somewhere  in  the  newer  medical  un- 
dergraduate curriculum  of  a compulsory 
course,  “the  advantages  of  judicious  ther- 
apeutic nihilism  in  both  physicians  and  pa- 
tients.” I believe  it  will  be  futile,  because 
most  changes  in  curricula  tend  to  make  the 
course  elective.  It  is  considered  bad  form 
and  harmful  to  young  minds  to  insist  on 
compulsory  courses.  If  the  dean’s  curricu- 
lum committee  would  permit  this  hypothetic 
course  to  be  entered  into  the  catalogue  for 
just  a one-hour  session,  I would  try  to  show 
students  how  the  early  enthusiasm  for  a 
drug,  which  is  usually  graphed  as  an  almost 
straight  ascending  line,  is  gradually  con- 
verted by  time  into  a bell-shaped  curve.  All 
of  therapy  and  prognosis  as  well  as  the 
natural  history  of  most  diseases  are  de- 
lineated by  a bell-shaped  normal  distribu- 
tion curve.  If  medical  students  could  be 
taught  this  basic  ideal,  all  physicians  and 
patients  would  be  better  off. 

The  one-hour  hypothetic  compulsory 
course  should  begin  with  a quotation  from 
Osier  on  the  press.  He  remarked  a long 
time  ago  that:  “In  the  life  of  every  suc- 

cessful physician,  there  comes  the  tempta- 
tion to  toy  with  the  Delilah  of  the  Press — 
daily  and  otherwise.  She  may  be  courted 
with  satisfaction,  but  beware.  Sooner  or 
later  she  is  sure  to  play  the  harlot  and  has 


left  many  a man  shorn  of  his  strength, 
namely,  the  confidence  of  his  professional 
brethern.”  If  more  physicians  and  medical 
scientists  would  keep  their  eye  on  their  sub- 
ject, the  drug  they  were  studying,  and  their 
patients  and  allow  time  to  transform  the 
initial  ascending  line  to  a gently  sloped  bell- 
shaped curve,  our  profession  would  be  less 
open  to  valid  criticism  directed  against  it 
for  raising  hopes  initially  and  causing  dis- 
appointments finally.  Apparently  some  phy- 
sicians or  so-called  medical  scientists  write 
and  speak  for  inclusion  in  the  Neiv  York 
Times  rather  than  the  medical  journals. 

Finally,  at  the  end  of  this  introductory 
session  to  pharmacology,  I would,  as  I plan 
to  now,  read  a somewhat  old-fashioned  but 
wonderful  paragraph  by  Sir  Robert  Hutch- 
inson and  hope  that  the  students  would  re- 
member it  for  the  rest  of  their  lives. 
Hutchinson  entitled  this  the  doctor’s  litany: 
“From  inability  to  let  well  enough  alone; 
from  too  much  zeal  for  the  new;  and  con- 
tempt for  what  is  old;  from  putting  knowl- 
edge before  wisdom,  science  before  art, 
cleverness  before  common  sense;  from  treat- 
ing patients  as  cases;  and  from  making  the 
cure  of  the  disease  more  grievous  than  the 
endurance  of  the  same,  good  Lord  deliver 
us.” 
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FIGURE  1.  Representative  cystometrograms. 
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FIGURE  2.  Normal  cystogram.  Dotted  line 
represents  overdistended  bladder. 


Hypotonic  bladder  dysfunction,  as  a 
manifestation  of  diabetic  neuropathy,  has 
been  known  for  more  than  one  hundred 
years.1  While  it  is  generally  considered  to 
be  an  uncommon  finding,  the  observations 
being  reported  will  tend  to  refute  this  point 
of  view.2-4  Thirty-six  females  suffering 
from  diabetes  mellitus  and  neurogenic  blad- 
der dysfunction  were  encountered  by  the 
authors  in  a period  of  only  one  year.  This 
syndrome  is  defined  by  the  presence  of 
diminished  detrusor  tone  and  reduced  sensa- 
tion of  bladder  fullness,  resulting  in  de- 
creased expulsive  force  and  efficiency  of 
bladder  emptying. 

The  diagnosis  is  based  on  (1)  the  residual 
urine  in  excess  of  90  ml.t;  (2)  a cystometro- 
gram  characterized  by  a long,  low-pressure 

* Presented  in  part  as  scientific  exhibit  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York, 
February,  1969,  and  at  the  Annual  Convention  of  the  Amer- 
ican Medical  Association,  New  York,  July,  1969. 

t This  critical  volume  which  is  in  excess  of  the  one  ordi- 
narily quoted  was  used  to  eliminate  any  borderline  values.6 


curve  associated  with  lack  of  desire  to  void 
until  nearly  the  maximal  capacity  of  the 
bladder  is  reached  (Fig.  I)6-8;  (3)  increased 
bladder  capacity  as  demonstrated  by  either 
a cystogram  revealing  an  enlarged  bladder 
or  an  excessive  amount  of  fluid  (over  400 
ml.)  that  may  be  introduced  into  the  “de- 
trusor bag”  (Fig.  2)89;  and  (4)  cystoscopic 
confirmation  of  increased  bladder  capacity. 

Cystoscopy  reveals  a large  atonic  bladder 
with  minimal,  if  any,  trabeculation  in  the 
pure  lesion.  The  vesical  neck  may  be  normal 
or  somewhat  hypertrophic  in  cases  compli- 
cated with  long-standing  infection.  In  some 
instances,  incompetence  of  the  ureterovesical 
valve  mechanism  can  be  demonstrated  by 
retrograde  cystography,  and  the  patulous 
ureteral  orifices  may  be  visualized  endo- 
scopically. 

Hypotonic  vesical  dysfunction  in  the  dia- 
betic patient  is  ordinarily  not  an  isolated 
neurologic  phenomenon  but  is  part  of  a more 
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widespread  neuropathy.  This  is  most 
readily  observed  in  the  form  of  diminution 
or  absence  of  deep  tendon  reflexes  and  of  vi- 
bratory sensation  in  the  lower  extremities.7 

Clinical  picture 

The  clinical  picture  is  quite  variable,  often 
insidious  in  onset,  and  progressive  or  oc- 
casionally explosive  following  acute  stress. 
One  may  find  the  entire  spectrum  of  urinary 
tract  symptoms  and  signs  from  asympto- 
matic bacteriuria  to  evidence  of  vesical  out- 
let obstruction,  pyuria,  albuminuria,  acute 
pyelonephritis,  azotemia,  and  septi- 
cemia.6,7-10,11 

Symptoms  referable  to  a disturbance  in 
micturition  are  commonly  seen  and  include 
difficulty  in  initiating  the  stream,  slow  and 
hesitant  voiding,  and  gradual  prolongation 
of  the  interval  between  voidings  until  urine 
is  passed  only  once  or  twice  per  day.  Other 
symptoms  are  dribbling,  sensation  of  incom- 
plete emptying  of  the  bladder,  and  involun- 
tary loss  of  urine. 

Authors'  observations 

Thirty-six  patients  were  encountered  by 
the  authors12  (Table  I).  Seven  illustrative 
cases  in  this  group  of  36  are  presented  in 
detail  in  this  report. 

Case  reports 

Case  1.  This  forty-eight-year-old,  markedly 
obese  white  female,  known  to  have  diabetes 
for  three  and  one-half  years,  had  been  treated 
with  phenformin,  but  her  carbohydrate  metabo- 
lism was  poorly  controlled.  She  was  admitted 
because  of  sudden  onset  of  chills,  high  fever, 
and  flank  pain.  A diagnosis  of  acute  pyelone- 
phritis with  gram-negative  septicemia  and 
azotemia  (blood  urea  nitrogen  of  110  mg.  per 
100  ml.)  wTas  made.  On  the  second  hospital 
day  she  wras  unable  to  void  for  the  purpose  of 
fractional  urinalysis;  therefore,  a catheter  was 
introduced  which  yielded  2,500  ml.  of  urine. 
Under  intensive  treatment  with  antibiotic 
medication  and  intravenous  fluids,  the  patient 
made  a gradual  recovery  but  continued  to  have 
marked  retention  of  urine  requiring  persistent 
use  of  an  indwelling  catheter.  Cystometry 
and  cystoscopy  confirmed  the  presence  of  hy- 
potonic bladder  dysfunction.  Following  trans- 
urethral resection  of  the  internal  vesical 
sphincter,  performed  about  six  weeks  after 
hospital  admission,  the  residual  urine  dimin- 
ished to  50  ml.  The  patient  was  discharged 
with  a blood  urea  nitrogen  of  23  mg.  per  100 


ml.,  with  the  diabetes  under  control  by  diet 
alone.  It  was  evident  that  the  huge  per- 
sistent retention  of  urine  had  led  to  hydrou- 
reter, hydronephrosis,  pyelonephritis,  and 
septicemia  which  nearly  proved  fatal. 

Case  2.  This  sixty-two-year-old  white  fe- 
male, with  a twenty-year  history  of  diabetes 
mellitus,  was  admitted  for  rehabilitation  fol- 
lowing an  above-knee  amputation  for  gan- 
grene. There  was  also  a long-standing  history 
of  enuresis  and  difficulty  in  voiding.  Urine 
cultures  revealed  significant  bacilluria,  and 

2.400  ml.  of  residual  urine  were  present.  Study 
of  the  genitourinary  tract  confirmed  the 
presence  of  neurogenic  vesical  dysfunction 
associated  with  bilateral  hydronephrosis  and 
hydroureters  (Fig.  3A).  Transurethral  re- 
section of  the  bladder  neck  was  followed  by 
disappearance  of  the  patient’s  urinary  symp- 
toms, reduction  of  her  residual  urine  to  50 
ml.,  and  a drop  of  the  blood  urea  nitrogen 
from  60  to  30  mg.  per  100  ml.  A subsequent 
intravenous  pyelogram  showed  markedly  im- 
proved upper  urinary  tracts  (Fig.  3B). 

Case  4.  This  sixty-eight-year-old  white  fe- 
male, aware  of  having  diabetes  mellitus  for 
twenty  years,  was  admitted  for  urologic 
evaluation  because  of  recurrent  pyuria.  There 
was  atrial  fibrillation  attributed  to  arterio- 
sclerotic heart  disease  and  absence  of  vibration 
sense  in  the  lower  extremities  and  of  the 
Achilles  tendon  reflexes,  suggesting  a periph- 
eral neuropathy.  Catheterization  yielded 

1.400  ml.  of  residual  urine.  A hypotonic 
cystometric  curve  was  found  along  with  in- 
creased bladder  capacity.  Transurethral  re- 
section of  the  internal  vesical  sphincter  re- 
sulted in  elimination  of  the  residual  urine  and 
of  the  pyuria. 

Case  5.  This  seventy-year-old  white  female, 
with  a twenty-year  history  of  diabetes,  was  ad- 
mitted because  of  urinary  incontinence  of 
several  years’  duration,  in  addition  to  head- 
aches, weakness,  and  epigastric  pain.  A mild 
hemiparesis  of  the  right  side  was  present, 
attributed  to  a cerebral  vascular  accident  which 
occurred  ten  years  previously.  Cystoscopy 
and  cystometry  justified  the  diagnosis  of 
neurogenic  vesical  dysfunction.  After  a 
transurethral  resection  of  the  vesical  neck,  the 
residual  urine  of  750  ml.  was  completely 
abolished,  and  the  patient  was  able  to  return  to 
her  home,  relieved  of  her  urinary  incontinence. 

Case  9.  This  sixty-two-year-old  white  fe- 
male, with  a thirty-five-year  history  of  diabetes 
mellitus  treated  with  insulin,  was  admitted 
during  a hypoglycemic  reaction.  She  had  fre- 
quent episodes  of  ketoacidosis  and  hypoglycemic 
shock  indicating  “brittle  diabetes.”  Marked 
disparity  between  blood  and  urine  sugar  was 
noticed  in  the  hospital  on  several  occasions.  A 
residual  urine  of  750  ml.,  a markedly  distended 
atonic  bladder,  and  a flat  curve  on  cystometry 
wrere  found.  Transurethral  resection  of  the 
internal  vesical  sphincter  completely  eliminated 
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TABLE  I.  Clinical  and  laboratory  findings  in  36 


Case 

Age  and  Known 
Duration  of 
Diabetes  Mellltus 
Years 

Reasons  for  Study  of 
G.U.  Tract 

Co-Existing 

Conditions 

Anti-Hyper- 
Glycemic 
Agents  Used 

Range  of 
Blood  Sugar 
mg/100  ml 

Range  of 
BUN 

mg/100  ml 

Pre/Post 
Therapy 
Residual 
Urine  ml 

1 

48/3.5 

Acute  Urine  Retention; 
Azotemia 

Obesity 

Phenformin 

576-126 

110-23 

2500/50* 

2 

62/20 

Enuresis;  Dysuria; 
Urine  Infection 

Cataract;  Status  after 
Amputation  of  Right 
Leg  Above  Knee 

Tolbutamide 

280-75 

60-30 

2400/30* 

3 

67/0 

Acute  Urine  Retention 

Obesity 

None 

197-110 

17-14 

2100/40* 

4 

68/20 

Dysuria;  Microscopic 
Pyuria  & Hematuria 

IHD;  Right  Hemi- 
Paresis  Due  to  CVD 

Chlor- 

Propamide 

310-169 

28-18 

1400/0* 

5 

70/20 

Incontinence 

Right  Hemiparesis 
Due  to  CVD;  IHD 

None 

182-120 

32-20 

1400/0* 

6 

73/3 

Urine  Retention 

IHD;  Hemiplegia 

Chlor- 

Propamide 

198-159 

12-10 

1400/NA 

7 

71/15 

Urine  Retention 

IHD;  PVD 

Orinase 

200-20 

14-11 

1200/0* 

8 

48/0 

Urine  Retention 

Diabetes  Myelopathy 

None 

119-89 

22-10 

800/0* 

9 

62/35 

Poor  Control  of 
Diabetes 

Hypoglycemic 

Reactions 

NPH- 

Insulin 

420-27 

30-10 

750/0* 

10 

65/11 

Poor  Control  of  Diabetes; 
Recurrent  Urine  Infection 

HCVD;  Left  Hemiparesis 
Due  to  CVD 

NPH- 

Insulin 

430-70 

18-16 

750/NA 

11 

64/0 

Incontinence,  Dysuria 

Parkinson's  Disease 
IHD 

None 

202-82 

22-16 

750/15** 

12 

77/35 

Urine  Retention 

Gangrene  of  foot;  CVD 

NPH- 

Insulin 

390-128 

28-10 

750/0* 

13 

71/21 

Incontinence 

IHD;  Obesity 

NPH- 

Insulin 

120-98 

19-18 

700/0* 

14 

53/2-3 

Urine  Infection  and 
Incontinence 

Cholecystopathy; 

Paraparesis 

Chlor- 

Propamide 

132-82 

20-11 

700/10* 

15 

38/0 

Dysuria 

Whiplash  Injury; 
Hypoglycemic  Reactions 

None 

1 80-80 

10-5 

600/10 

16 

82/40 

Recurrent  Urine 
Infection 

Cataracts;  Poor  Control  of 
Diabetes 

NPH- 

Insulin 

174-37 

30-18 

550/0* 

17 

72/20 

Urine  Infection; 
Azotemia 

Anemia;  Bezoar  in 
Stomach 

Chlor- 

Propamide 

304-155 

62-23 

500/0* 

18 

68/12 

Recurrent  Pyuria 

Trophic  Ulcers  of  Foot 

NPH- 

145-139 

17-15 

500/50 

Insulin 


CVD  - Cerebrovascular  Disease 

IHD  - Ischemic  Heart  Disease 


HCVD  - Hypertensive  Cardiovascular  Disease 
PVD  - Peripheral  Vascular  Disease 
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females  with  diabetic  neurogenic  vesical  dysfunction 


Cose 

Age  and  Known 
Duration  of 
Diabetes  Mellitus 
Years 

Reasons  for  Study  of 
G.U.  Tract 

Co-Existing 

Conditions 

Anti -Hyper - 
Glycemic 
Agents  Used 

Range  of 
Blood  Sugor 
mg/100  ml 

Ronqe  of 
BUN 

mg/100  ml 

Pre/Post 
Therapy 
Residual 
Urine  ml 

19 

62/16 

Incontinence;  Azotemia 

Cataract 

Tolbutamide 

190/92 

55/44 

450/0- 

20 

73/20 

Urine  Retention; 
Azotemio 

Diabetic  Retinopathy; 
Gongrene  of  Foot 

Aceto- 

Hexamide 

325-76 

46-20 

450/20 

21 

42/2 

Poor  Control  of  Diabetes; 
Incontinence;  Dysuria 

Blindness,  Deafness; 
IHD 

NPH- 

Insulin 

670/120 

58/35 

450/NA 

22 

54/19 

Recurrent  Pyuria; 
Azotemia 

Hemiporesis 

NPH- 

Insulin 

1 78-67 

62-44 

400/NA 

23 

65/4 

Recurrent  Pyurio; 
Azotemio 

Chlor- 

Propomide 

190-148 

34-20 

400/0- 

24 

80/0 

Pyurio;  Azotemia 

Recent  Myocardial 
Infarction 

None 

203-153 

72-30 

400/0- 

25 

70/2 

Pyurio;  Septicemia 

IHD;  CVD 

NPH- 

Insulin 

281-120 

24-9 

400/15 

26 

57/0 

Urine  Infection 

Hemiporesis  Due  to  CVD; 
Polydipsia,  Polyphagia 

Chlor- 

Propomide 

450-71 

27-15 

300/15- 

27 

43/5 

Recurrent  Pyurio;  Poor 
Control  of  Diabetes 

Tolbutamide 

250-150 

14-11 

300/0- 

28 

54/21 

Azotemia 

G.l.  Bleeding 

NPH- 

Insulin 

365-115 

67-31 

250/NA 

29 

71/15 

Urine  Infection; 
Dysuria 

HCVD 

Chlor- 

Propomide 

340-140 

30-11 

250/20 

30 

79/20 

Urine  Retention 

HCVD;  Right  Hemiporesis 
Due  to  CVD 

Chlor- 

Propamide 

182-140 

30-11 

250/40- 

31 

44/0 

Dysuria;  Urine 
Infection,  Septicemia 

CVD 

None 

220-84 

20-14 

250/20* 

32 

75/29 

Pollakiuria;  Dysuria; 

Poor  Control  of  Diabetes 

IHD;  Cellulitis  of  Foot 

NPH- 

Insulin 

565-100 

37-32 

250/0- 

33 

53/3? 

Recurrent  Urine 
Infection;  Septicemia 

Multiple  Myeloma; 
Residual  Paraparesis  after 
Laminectomy 

NPH- 

Insulin 

750-56 

14-11 

250/0- 

34 

65/25 

Poor  Control  of  Diabetes; 
Dysuria;  Incontinence 

Hypoglycemic  Reactions 

NPH- 

Insulin 

495-20 

38-14 

150/0- 

35 

77/15 

Recurrent  Urine 
Infection 

HCVD;  Hematuria 

Chlor- 

Propamide 

232-72 

22-11 

150/0- 

36 

59/1 

Urine  Infection; 
Pol  lakiuria 

HCVD  with  Congestive 
Failures;  Obesity 

None 

124-94 

48-17 

100/NA- 

G.U.  Tract-  Genito-Urinary  Tract  NA  - Not  Available 

BUN-  - Blood  Urea  Nitrogen  * - Transurethral  Resection  Vesical  Neck 
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FIGURE  3.  Case  2.  (A)  Pretreatment  intravenous  pyelogram  revealing  bilateral  hydronephrosis 

and  hydroureter.  (B)  Post-treatment  intravenous  pyelogram  showing  marked  improvement. 


the  residual  urine,  and  control  of  the  diabetes 
was  greatly  facilitated. 

Case  17.  This  seventy-two-year-old  white 
female,  who  had  diabetes  for  twenty  years, 
was  being  treated  with  tolbutamide.  She  was 
admitted  because  of  diarrhea  and  vomiting 
believed  to  be  due  to  uremia  secondary  to  dia- 
betic nephropathy.  There  was  a long-standing 
history  of  recurrent  urinary  tract  infections; 
500  ml.  of  residual  urine  were  found.  Cys- 
toscopy disclosed  marked  bladder  distention, 
and  cystometry  revealed  a hypotonic  curve. 
Transurethral  resection  of  the  internal  vesical 
sphincter  was  followed  by  marked  diminution 
of  the  blood  urea  nitrogen  from  62  to  23  mg. 
per  100  ml.,  illustrating  the  absence  of  irre- 
versible nephropathy.  No  manifestations  of 
urinary  tract  infection  have  since  recurred  in 
a period  of  over  six  months. 

Case  20.  This  seventy-three-year-old  blind 
white  female,  known  to  have  diabetes  mellitus 
for  twenty  years  and  under  treatment  with 
acetohexamide,  was  admitted  because  of  acute 
cellulitis  and  gangrene  of  her  left  foot. 
Catheterization  performed  because  of  inability 
to  void  yielded  450  ml.  of  urine.  Following 
amputation  of  the  gangrenous  limb  and  ade- 
quate healing  of  the  stump,  the  indwelling 
catheter  was  removed,  and  bethanechol  (Ure- 
choline)  was  given  along  with  continued  anti- 
biotic medication.  Her  residual  urine  dimin- 
ished to  20  ml.,  and  her  blood  urea  nitrogen 
fell  from  46  to  20  mg.  per  100  ml.  The  pa- 
tient has  since  remained  free  from  any  urinary 
tract  disturbance  over  a period  of  six  months. 


Comment 

Symptomatology.  The  fact  that  36  cases 
of  neurogenic  vesical  dysfunction  in  diabetic 
females  were  collected  by  the  authors  within 
one  year  indicates  that  this  is  not  a rare 
disease.  In  older  men  the  lesion  may  be 
mistaken  for,  or  exist  in  combination  with, 
prostatic  hypertrophy,  often  making  accu- 
rate differentiation  impossible.  Fortunately, 
diagnostic  distinction  may  not  be  required 
for  effective  treatment  which  is  identical  in 
both  conditions.  The  difficulty  in  differential 
diagnosis  accounts,  in  part,  for  the  pre- 
dominance of  female  and  younger  male  pa- 
tients in  most  reviews  of  the  subject  at 
hand.2"4-'1-12  This  is  the  reason  why  males 
have  been  excluded  from  this  report. 

Six  clinical  manifestations  alerted  the  au- 
thors to  suspect  neurogenic  vesical  dysfunc- 
tion in  patients  suffering  from  diabetes 
mellitus.  They  were  urinary  incontinence, 
difficulty  in  initiating  micturition,  presence 
or  recurrence  of  urinary  tract  infection, 
gross  disparity  between  blood  and  urine 
sugar,  azotemia,  and  septicemia.  All  of 
these  manifestations  were  found  to  be  re- 
lated to  the  substantial  residual  urine  (Table 
II). 

All  36  patients,  ranging  in  age  from 
thirty-eight  to  eighty-two  years,  had  pyuria 
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TABLE  II.  Incidence  of  clinical  manifestations 


Num- 
ber of 

Manifestations  Patients 

Per  Cent 
of  36 
Patients 

Urinary  tract  infection 

36 

100 

Escherichia  coli  in  urine 

36 

100 

Peripheral  neuropathy 

36 

100 

Abnormal  findings  on 

intravenous  pyelography 

36 

100 

Recurrence  of  urinary 
tract  infection 

20 

55.5 

Azotemia 

20 

55.5 

Difficulty  in  initiating 
micturition 

18 

50 

Incontinence  of  urine 

9 

25 

“Brittle  diabetes” 

6 

16.6 

Septicemia 

5 

13.9 

and  urine  cultures  positive  for  Escherichia 
coli.  In  9 patients  it  was  the  finding  of  re- 
current infection  of  the  urinary  tract  after 
presumably  adequate  antimicrobial  therapy 
that  led  the  authors  to  look  for  evidence  of 
neurogenic  bladder  dysfunction.  The  small 
risk  of  a properly  performed  catheterization 
was  considered  to  be  outweighed  by  in- 
formation concerning  the  presence  or  ab- 
sence of  substantial  residual  urine  and  by 
the  aseptic  collection  of  urine  for  bac- 
teriologic  study.  In  all  cases,  diminution  or 
absence  of  either  vibration  sense  or  of  the 
Achilles  tendon  reflexes,  or  both,  was  pres- 
ent, indicative  of  peripheral  neuropathy. 
Radiographic  findings  included  increased 
bladder  capacity  and  calyceal  changes  sug- 
gestive of  chronic  pyelonephritis  in  all  pa- 
tients and,  occasionally,  hydronephrosis  and 
hydroureter. 

Control  of  diabetic  state.  Duration  and 
severity  of  the  carbohydrate  metabolic  de- 
fect are  not  helpful  as  criteria  for  diagnosis 
of  this  condition,  as  also  noted  by  Ellen- 
berg1011  (Table  III).  Seven  in  the  present 
series  were  newly  discovered  diabetic  pa- 
tients, while  16  had  had  diabetes  mellitus 
for  over  fifteen  years,  (the  longest  for  forty 
years).  Because  in  5 of  these  7 cases  the 
cause  of  the  neurogenic  bladder  dysfunction 
was  unknown,  glucose  tolerance  tests  were 
performed  which  yielded  diabetic  curves.  As 
regards  the  severity  of  the  diabetic  state, 
8 patients  required  only  dietary  restriction 
for  control,  while  13  had  to  be  treated  with 
insulin,  the  largest  dose  being  75  units  per 
day. 

Differential  diagnosis.  In  34  patients 


r TABLE  lll.'f  Duration  of  diabetes 


Duration 

(Years) 

Pat 

Number 

ients 

Per  Cent 

0 

7 

19.5 

0 to  5 

6 

16.6 

5 to  15 

7 

19.5 

Over  15 

16 

44.4 

Total 

36 

100.0 

no  demonstrable  cause  of  this  type  of  blad- 
der dysfunction  was  found  other  than  dia- 
betes. One  patient  had  multiple  myeloma 
and  paraparesis  following  laminectomy,  and 
in  another  case  there  was  a questionable  his- 
tory of  a herniated  nucleus  pulposus.  Ob- 
served cases  of  diabetes  associated  with  hy- 
potonic bladder  dysfunction  coexisting  with 
cerebral  ataxia  and  multiple  sclerosis  were 
excluded  from  this  series. 

The  differential  diagnosis  includes  all 
known  causes  of  residual  urine,  from  me- 
chanical obstruction  of  urinary  outflow  on 
the  one  hand  to  interference  with  innerva- 
tion of  the  detrusor  muscle  on  the  other. 
Among  the  former  are  prostatic  enlarge- 
ment, pelvic  masses,  and  urethral  strictures; 
the  latter  group  includes  combined  degenera- 
tion of  the  cord,  syphilis,  multiple  sclerosis, 
and  other  lesions  of  the  spinal  cord  which 
may  be  infectious,  degenerative,  neoplastic, 
vascular,  or  traumatic  in  nature.8-913-15 

Incidence  of  syndrome  reported  in 
literature.  Sporadic  reports  on  this  sub- 
ject have  been  published  during  the  past 
one  hundred  five  years. 1-4-6-1416-17  The 
earliest  reference  is  credited  to  Marchal  de 
Calvi  who,  in  1864,  quoted  LeBret1  as  de- 
scribing a case  of  neurogenic  bladder  dis- 
turbance accompanying  diabetes  mellitus. 
Emmett10  in  1940  described  transurethral 
resection  of  the  internal  vesical  sphincter 
for  neurogenic  bladder  dysfunction,  and  in 
1949,  he  together  with  Daut  and  Sprague10 
reported  a series  of  cases  of  diabetic  patients 
successfully  treated  by  means  of  this  pro- 
cedure. Rundles,  in  1945, 2 found  only  17 
cases  (0.5  per  cent)  that  exhibit  this  syn- 
drome among  the  3,000  case  records  of  dia- 
betes that  he  reviewed.  In  1952  Spring  and 
Hymes4  described  7 cases  and  encountered 
as  few  as  79  cases  previously  reported  in  the 
world  literature.  Fourteen  years  later  Ellen- 
berg3  reported  27  cases,  the  largest  series 
published  to  date.  Dreyfus17  stated  that 
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“bladder  atony  is  rare.”  This  opinion  is 
clearly  contradicted  by  the  present  report  as 
well  as  by  Motzkin’s0  experience. 

Pathogenesis.  The  prevailing  concept  is 
that  this  neuropathy  is  the  result  of  inade- 
quacy of  the  spinal  roots,  spinal  cord,  and 
autonomic  system  itself  rather  than  merely 
peripheral  nerve  involvement.3’10  Arterio- 
sclerosis of  the  vasa  vasorum  with  secondary 
nerve  degeneration,  predominant  in  the  pos- 
terior columns  of  the  spinal  cord,  is  favored 
as  the  morphologic  cause.  On  the  other 
hand,  in  an  autopsied  case,  degeneration  of 
the  posterior  roots  and  posterior  columns  of 
the  cord  was  reported  along  with  some  rare- 
faction of  anterior  horn  nerve  cells  and 
only  minimal  arteriosclerosis.10  Motzkin0 
postulates  a purely  sensory  lesion  as  the 
cause  of  this  syndrome.  However,  diffuse 
involvement  of  peripheral  nerves  was  de- 
scribed by  Woltman  and  Wilder,18  and  swell- 
ing and  fusion  of  the  terminal  expansion  of 
end-plates,  indicating  lesions  of  the  efferent 
nerve  fibers,  were  seen  by  Woolf  and 
Malins.18 

Therapy.  The  primary  objective  is  to 
eliminate  the  residual  urine  which,  if  per- 
mitted to  persist,  precludes  effective  treat- 
ment of  the  urinary  tract  infection.  At  first, 
an  indwelling  catheter  should  be  applied  to 
establish  and  maintain  bladder  di'ainage. 
As  a result,  the  overstretched  detrusor 
muscle  will  decrease  in  length  and  regain 
contractile  function,  a process  which  has 
been  well  recognized  as  applying  to  heart 
muscle  (Starling’s  law) .°  Appropriate  anti- 
biotic medication  for  concomitant  urinary 
tract  infections  can  then  be  utilized  more 
effectively,  and  better  control  of  diabetes 
can  be  achieved.  Once  this  has  been  ac- 
complished, the  catheter  may  be  removed. 
Then,  parasympathomimetic  drugs,  such  as 
bethanec’nol,  may  be  used  along  with  com- 
mand and  triple-voiding  technics,  and  the 
Crede  maneuver  may  be  instituted  to  in- 
crease efficiency  of  bladder  emptying. 

With  this  conservative  regimen,  5 pa- 
tients returned  to  a noninfective  state  and 
were  able  to  void  with  no  or  only  minimal 
residual  urine.  These  patients  were  re- 
covering from  an  acute  stress  state,  that  is, 
acute  infectious  process,  and  remained  with- 
out significant  residual  urine  for  a period  of 
up  to  ten  months  as  of  the  time  of  comple- 
tion of  this  report.  However,  in  no  case 


which  initially  had  more  than  600  ml.  of 
urinary  retention  did  prolonged  improve- 
ment occur  without  surgical  intervention. 

Five  patients  did  not  undergo  the  thera- 
peutic regimen  described  because  of  inter- 
fering illnesses  or  refusal.  The  remaining  26 
patients  required  surgical  measures  to  re- 
establish the  balance  between  the  hypotonic 
detrusor  muscle  and  outlet  resistance.  The 
procedure  consisted  in  complete  circumfer- 
ential transurethral  resection  of  the  vesical 
neck,  in  accordance  with  Emmett,  Daut,  and 
Sprague,10  and  resulted  in  reduction  of  out- 
let resistance.  The  results  of  this  procedure 
have  been  gratifying.  A properly  performed 
bladder  neck  resection  was  found  to  be  both 
safe  and  effective,  associated  with  no  deaths 
and  minimal  morbid  conditions.  The  aver- 
age operative  time  was  less  than  ten  min- 
utes. In  all  cases  the  surgical  procedure 
either  abolished  or  reduced  the  residual 
urine  to  less  than  50  ml.  Postoperatively, 
most  patients  were  treated  with  bethanechol 
and  command-voiding  technics  for  periods  of 
time  ranging  from  one  to  four  weeks. 

Many  patients  in  this  series  were  found  to 
have  been  treated  previously  by  repeated 
urethral  dilations.  This  was  found  to  be 
ineffective  because  the  caliber  of  the  ure- 
thra in  these  cases  is  usually  within  normal 
limits. 

Summary 

Thirty-six  female  cases  of  neurogenic 
bladder  dysfunction  and  diabetes  mellitus 
were  collected  within  one  year,  indicating 
that  this  is  not  an  uncommon  condition. 

The  six  clinical  observations  which 
aroused  suspicion  of  neurogenic  bladder 
dysfunction  were  recurrent  urinary  tract 
infection,  difficulty  in  controlling  the  blood 
sugar,  urinary  incontinence,  difficulty  in 
micturition,  azotemia,  and  septicemia.  A 
peripheral  neuropathy  was  usually  present. 

Duration  or  severity  of  the  diabetes  is  not 
a helpful  criterion  in  diagnosis.  Neurogenic 
bladder  dysfunction  may  be  the  initial 
symptom  of  diabetes. 

Onset  is  often  insidious,  oligosympto- 
matic,  and  occasionally  explosive.  A high 
index  of  suspicion  is  required  for  recogni- 
tion of  this  disorder  which  is  confirmed  by 
the  demonstration  of  residual  urine  and  a 
hypotonic  cystometric  curve. 

Restoration  of  effective  balance  between 
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detrusor-emptying  force  and  vesical  outlet 
resistance  by  medical  or  surgical  therapy 
resulted  in  a return  toward  normal  bladder 
function.  It  is  evident  that  this  entity 
should  be  diagnosed  as  early  as  possible  to 
avoid  irreversible  renal  damage.  There- 
fore, in  a diabetic  patient  with  urinary  tract 
infection  or  azotemia,  or  both,  a thorough 
investigation  of  the  urinary  tract  is  essen- 
tial since  early  treatment  may  prove  life- 
saving. 

86  East  49th  Street 
( Dr.  Kahan) 


References 

1.  Lebret:  Quoted  by  Marchal  de  Calvi:  Recherches 

sur  les  accidents  diabetique,  Paris,  P.  Asselin,  1864. 

2.  Rundles,  R.  \\\:  Diabetic  neuropathy.  Medicine 

24:  111  ( 1945). 

3.  Ellenberg,  M.:  Diabetic  neurogenic  vesical  dys- 

function, Arch.  Int.  Med.  117:  348  ( 1966). 

4.  Spring,  M„  and  Hymes,  T. : Neurogenic  bladder 

dysfunction  as  a complication  of  diabetes.  Diabetes  2:  199 
( 1953). 


Bicycling  hazards  on  the  rise 


More  than  750  persons  lose  their  lives  and 
120,000  to  150,000  others  suffering  disabling  in- 
juries in  pedal  cycling  accidents  in  the  United 
States  each  year,  according  to  a report  by 
Metropolitan  Life  Insurance  Company  (Statis- 
tical Bulletin,  May,  1970).  Since  its  invention 
in  1790,  the  bicycle  has  been  used  for  recrea- 
tion and  transportation.  But  it  has  been  in  the 
last  decade  that  the  popularity  of  bicycling  has 
grown  most  spectacularly  in  this  country. 
Since  the  mid-1950’s,  the  number  of  bicycles 
has  doubled  to  an  estimated  43  million,  one  for 
every  2.4  registered  motor  vehicles,  and  the 
number  of  bicyclists  has  risen  to  some  64  mil- 
lion. There  are  indications  that  this  rate  of 
increase  will  continue  in  the  1970’s. 

The  death  toll  from  pedal  cycling  accidents 
has  been  climbing  steadily  since  1960.  In  1967, 
the  latest  year  for  which  official  data  are  avail- 
able, cycling  accidents  resulted  in  fatal  injuries 
to  755  cyclists,  50  per  cent  more  than  in  1960 
and  nearly  90  per  cent  more  than  in  1955. 
Collisions  with  motor  vehicles  were  responsible 
for  675  deaths,  or  about  90  per  cent  of  all 
accident  fatalities  among  cyclists  during  1967, 
underscoring  the  risk  inherent  in  the  large 
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number  of  bicycles  and  motor  vehicles  on  the 
road  today. 

Each  year  more  than  85  per  cent  of  all 
accidental  deaths  of  pedal  cyclists  are  among 
males,  and  over  70  per  cent  of  the  deaths  are 
concentrated  at  the  school  ages  in  both  sexes. 
The  peak  death  rate  from  this  type  of  accident 
occurred  at  ages  ten  to  fourteen  years;  the 
second  highest  rate  among  five-  to  nine-year-old 
children.  Those  at  ages  fifteen  to  nineteen 
years  also  registered  a fairly  high  death  rate. 

Safety  research  projects  in  recent  years  have 
been  using  the  investigative  epidemiologic 
method  as  a prelude  to  preventive  technics. 
This  entails  detailed  investigation  of  accidents, 
usually  by  personal  interviews  with  the  in- 
jured person  or  others,  to  determine  the  cir- 
cumstances surrounding  the  accident.  One 
such  study  found  that  the  most  frequent  single 
contributing  factor,  present  in  34  per  cent  of 
the  cases,  was  a gravelly,  slippery,  or  uneven 
surface.  In  18  per  cent  of  the  accidents,  chil- 
dren were  riding  double  on  a bicycle,  and  in  8 
per  cent  of  the  accidents,  children  were  struck 
by  bicycles  ridden  by  other  children.  In  several 
instances,  the  bicycle  was  defective  or  inade- 
quately equipped,  or  too  large  for  the  child. 
Another  study  quoted  in  the  report  also  indi- 
cated that  the  child  riding  a bicycle  too  large 
for  him  is  more  frequently  involved  in  accidents. 
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Rabies  has  been  known  to  mankind  as  an 
invariably  fatal  disease  for  centuries.  As 
early  as  the  first  century  A.  D.  Celsus  rec- 
ognized the  infectivity  of  the  bite  of  a mad 
dog  and  recommended  cauterization  of  such 
wounds.  Despite  the  classic  work  of  Louis 
Pasteur  in  the  early  1880s  and  the  develop- 
ment of  the  first  rabies  vaccine,  the  disease 
continues  to  be  an  ever-present  menace  to 
mankind.  Owing  to  the  nature  of  the  dis- 
ease process  and  the  unavailability  of  treat- 
ment for  clinical  rabies,  controlled  studies 
in  human  beings  have  been  limited.  This 
review  is  prepared  to  update  the  practicing 
physician  in  the  current  thinking  concern- 
ing this  important  and  ubiquitous  disease. 

Etiology 

The  rabies  virus  is  a large,  nonfilterable 
particle  which  measures  180  by  75  millimi- 
crons. Infected  nervous  tissue  or  salivary 
gland  tissue  are  the  best  sources  of  virus.12 
The  infectivity  of  tissues  containing  the 
virus  depends  on  exposure  to  various  en- 
vironmental factors.  At  refrigerator  tem- 
perature, the  virus  may  remain  active  for 
several  weeks;  at  subfreezing  temperatures, 
for  one  or  more  years.  Rabies  virus  is  in- 
activated by  exposure  to  temperature  from 
54  to  56  C.  in  an  hour  or  less.  It  is  rapidly 
destroyed  by  sunlight  or  ultraviolet  radia- 
tion. It  is  readily  inactivated  by  formalin, 

* Submitted  as  a State  of  New  York  Department  of 
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bichloride  of  mercury,  strong  acids  and 
bases,  and  quaternary  ammonium  com- 
pounds, preferably  benzalkonium  chloride. 
It  is  not  appreciably  affected  by  sulfadiazine, 
antibiotics,  and  other  common  bacteriostatic 
agents.2 

Range  and  transmission 

All  warm-blooded  animals  must  be  con- 
sidered as  potential  hosts  for  the  rabies  vi- 
rus. Table  I shows  the  annual  rabies  inci- 
dence in  New  York  State  from  1945  through 
1969  with  a breakdown  according  to  animal 
species  involved.  It  seems  apparent  from 
the  table  that  local  control  programs,  aimed 
at  domestic  animals  such  as  the  dog  and  cat, 
have,  until  recently,  been  highly  effective  in 
controlling  rabies.  The  rise  in  canine  and 
feline  rabies  in  1969  over  1968  must  care- 
fully be  followed  to  see  if  there  is  a definite 
uptrend.  Bats,  while  quite  a frequent 
source  of  infection  in  other  parts  of  the 
country,  have  not  been  highly  significant 
carriers  as  far  as  New  York  State  has  been 
concerned.  Only  10  rabid  bats  were  found 
in  1969.  It  should  be  emphasized,  how- 
ever, that  wild  animals  may  develop  their 
disease  and  die  without  ever  being  dis- 
covered, so  that  the  actual  number  of  rabid 
foxes,  skunks,  and  bats  may  far  exceed  the 
number  which  are  isolated  and  examined 
in  the  laboratory.  While  there  is  a tendency 
for  domesticated  animals  to  be  examined 
more  frequently  for  cause  of  death,  many 
animal  owners  will  dispose  of  the  remains 
of  their  pets  or  stock  without  examination. 
The  most  pressing  problem  in  New  York 
State  today  comes  from  rabid  foxes  which, 
in  turn,  infect  domestic  animals  through 
their  bite.  Of  the  rabid  animals  isolated 
in  1969,  85  per  cent  have  been  in  Jefferson, 
St.  Lawrence,  Franklin,  Clinton,  and  Essex 
counties.  The  rest  of  the  cases  have  been 
scattered  through  the  Upstate  region  of 
New  York.  It  is  interesting  to  note  that 
the  high  incidence  of  rabies  has  shifted 
from  the  area  along  the  New  York-Pennsyl- 
vania  border  to  the  now  highly  susceptible 
area  on  the  New  York-Canadian  border. 
This  may  very  well  be  due  to  the  develop- 
ment of  a resistant  population  in  the  south- 
ern tier  and  a highly  susceptible,  uninfected 
population  along  the  St.  Lawrence  River 
which  is  very  susceptible  to  the  introduction 
of  the  rabies  virus. 
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The  virus  is  usually  transmitted  by  direct 
contact  through  a break  in  the  skin  or  by 
direct  contact  with  the  mucous  membranes. 
Airborne  infection  is  possible  and  has  been 
accomplished  experimentally/*  The  virus 
may  persist  in  the  inoculation  site  for  sev- 
eral days.  Progression  of  the  virus  seems 
to  occur  passively  through  nerve-associated 
spaces  rather  than  in  the  perineural  struc- 
tures.' In  the  central  nervous  system,  the 
virus  is  found  in  the  gray  matter  and  ap- 
pears to  multiply  in  the  neurons.  The  in- 
cubation period  of  the  disease  varies  with 
the  severity  of  the  bite  and  the  location  of 
the  lacerations  on  the  body.  Since  the  virus 
travels  in  association  with  nervous  struc- 
tures, those  areas  rich  in  nerve  endings  such 
as  the  fingers  and  face  provide  for  a rapid 
access  for  the  rabies  virus.  Thus,  multiple 
bites  and  bites  on  the  fingers  and  face  are 
those  associated  with  the  shortest  incuba- 
tion periods.  The  incubation  period  is  usu- 
ally three  to  six  weeks*'  but  may  vary  from 
ten  days  to  over  one  year."1  Hyperimmune 
rabies  antiserum  is  thought  to  prolong  the 
incubation  period,  and  this  appears  to  be  the 
chief  use  for  the  hyperimmune  serum. 

Clinical  picture 

Animal  rabies,  for  practical  purposes,  can 
be  classified  as  “furious”  or  “dumb”  depend- 
ing on  the  signs  shown.  In  “furious”  rabies, 
animals  show  a prolonged  excitation  phase. 
Most  animals  become  increasingly  apprehen- 
sive and  nervous.  This  is  the  most  danger- 
ous phase  of  the  disease  since  the  dog  is 
very  excitable  and  will  bite  at  the  least  prov- 
ocation. With  the  onset  of  acute  excite- 
ment, the  dog  may  show  no  recognition  of 
its  master  and  exhibit  only  an  insane  de- 
sire to  attack  and  bite.  The  mortality  rate 
is  nearly  100  per  cent,  and  death  usually 
occurs  within  three  to  five  days.  The 
“dumb”  form  of  animal  rabies  is  manifested 
by  an  exceedingly  short  excitation  phase 
after  which  the  animal  becomes  increasingly 
apathetic  and  appears  to  seek  solitude. 
There  is  progressive  paralysis,  and  coma 
precedes  death. 

The  human  disease  is  characterized  by 
three  phases:  a prodromal  phase,  an  acute 

excitement  phase,  and  a pai'alytic  phase. 
The  prodromal  phase  is  nonspecific  and  may 
be  manifest  by  fever,  headache,  malaise, 


anorexia,  and  sore  throat.  The  outstanding 
clinical  symptom  of  rabies  is  related  to  swal- 
lowing with  violent  and  painful  contractions 
of  the  muscles  of  deglutition.  The  onset  of 
the  excitement  phase  is  marked  by  increas- 
ing nervousness,  insomnia,  anxiety,  and  ap- 
prehension. Convulsive  seizures  are  com- 
mon, and  unusual  behavior  patterns  may  be 
manifested.  A majority  of  deaths  occur  in 
the  acute  excitement  phase.  If  the  patient 
survives,  the  paralytic  phase,  due  to  neu- 
ronal death,  follows.  Depressive  or  para- 
lytic symptoms  may  predominate  at  any  time 
during  the  course  of  the  disease.  The  al- 
most invariable  outcome  is  death.  The  di- 
agnosis of  rabies  is  made  by  a history  of 
exposure,  clinical  signs  and  symptoms,  and 
outcome  of  the  illness.  At  autopsy  examina- 
tion, inclusion  bodies  (Negri  bodies)  are 
found  in  the  brain  in  the  area  of  the  thala- 
mus and  the  lentiform  nucleus.  No  specific 
treatment  for  rabies  exists,  and  when  symp- 
toms appear  only  symptomatic  treatment  is 
available.- 

Control 

Effective  control  of  rabies  rests  in  the 
area  of  prevention  and  can  best  be  divided 
into  two  separate  categories.  The  first  is 
control  of  animal  vectors,  and  the  second  is 
treatment  and  prophylaxis  following  contact 
with  an  infected  or  possibly  infected  animal. 
The  best  methods  of  controlling  the  animal 
reservoirs  of  rabies  are  eliminating  stray 
dogs,  trapping  infected  species  of  wild  ani- 
mals, and  inoculating  pets  and  susceptible 
livestock  with  the  rabies  vaccine.  Effective 
eradication  of  rabies  is  dependent  on  the 
elimination  of  unlicensed  and  untagged 
dogs."  The  Agriculture  and  Markets  law 
provides  for  the  seizure  of  unlicensed  and 
untagged  dogs;  for  the  seizure  of  unleashed 
dogs  in  certain  towns,  cities,  or  villages;  and 
for  night  quarantine  of  dogs  and  other 
warm-blooded  pets.  In  areas  wrhere  rabies 
has  been  found  to  be  endemic,  the  com- 
missioner of  health  has  the  authority  under 
Section  2145  of  the  Public  Health  Law7  to 
require  all  dogs  in  the  county  six  months  of 
age  or  over  to  be  vaccinated  to  prevent 
rabies.  In  many  areas  rabies  vaccination 
for  wTarm-blooded  pets,  although  not  man- 
dated by  Public  Health  Law,  is  strongly  rec- 
ommended for  the  protection  and  mainte- 
nance of  a high  population  of  immune  ani- 
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TABLE  I.  Annual  rabies  incidence  in  New  York  State  by  species  of  animal,  1945  through  1969 


Year 

Cow 

Fox 

Dog 

Cat 

Skunk 

Others 

Total 

Counties 

Infected 

1945 

87 

50 

503 

15 

0 

8* 

663* 

3 

1946 

440 

309 

337 

19 

0 

30 

1,175 

8 

1947 

329 

275 

52 

18 

0 

22 

696 

18 

1948 

225 

258 

23 

24 

2 

36 

568 

23 

1949 

172 

278 

16 

20 

1 

28 

515 

26 

1950 

367 

497 

37 

62 

6 

53 

1,022 

29 

1951 

214 

183 

48 

51 

3 

40* 

539* 

23 

1952 

174 

101 

16 

26 

0 

20 

337 

26 

1953 

210 

129 

44 

42 

1 

11* 

437* 

28 

1954 

250 

155 

26 

23 

1 

17 

472 

22 

1955 

240 

167 

42 

37 

2 

30 

518 

22 

1956 

133 

99 

37 

22 

3 

12 

306 

26 

1957 

110 

49 

13 

26 

1 

3 

202 

21 

1958 

146 

56 

21 

21 

0 

17 

261 

26 

1959 

253 

127 

22 

47 

6 

19 

474 

24 

1960 

152 

186 

23 

48 

17 

29 

455 

26 

1961 

22 

25 

4 

9 

11 

21 

92 

27 

1962 

37 

43 

7 

4 

3 

13 

107 

19 

1963 

10 

40 

7 

6 

12 

14 

89 

21 

1964 

18 

49 

5 

2 

33 

14 

121 

16 

1965 

56 

100 

7 

6 

66 

24 

259 

31 

1966 

37 

110 

5 

4 

40 

19 

215 

18 

1967 

15 

29 

2 

5 

21 

17 

89 

18 

1968 

5 

24 

0 

0 

6 

10 

45 

15 

1969 

42 

135 

11 

5 

32 

19 

244 

20 

Source:  New  York  State  Conservation  Department,  1970. 
* Includes  one  (1)  human  death. 


mals.  The  details  of  immunization  of  ani- 
mals should  be  left  to  a qualified  veterinar- 
ian who  should  supervise  the  administration 
of  the  live  attenuated  vaccine  whenever  pos- 
sible. By  referring  back  to  Table  I we  can 
see  how  these  measures  have  been  effective 
in  decreasing  the  annual  rabies  incidence  in 
dogs  and  cats  in  this  State.  There  has  been 
considerable  controversy  as  to  whether  a 
bounty  is  effective  in  decreasing  the  wild 
population  of  susceptible  carriers.  It  is  our 
opinion  that  a bounty  is  not  a highly  suc- 
cessful means  of  controlling  the  animal  res- 
ervoirs. 

The  Public  Health  Law  requires  every 
physician  to  report  immediately  to  his  local 
health  officer  the  name,  age,  and  address  of 
any  person  under  his  care  or  observation 
who  has  been  bitten  by  an  animal  of  a spe- 
cies subject  to  rabies.  When  the  health  of- 
ficer is  notified  of  an  animal  which  has  bitten 
a person,  he  is  required  to  have  the  animal 
confined  for  one  week.  If  the  animal  de- 
velops signs  of  rabies  within  that  time  he 
may  order  it  sacrificed  to  permit  confirma- 
tory laboratory  studies.  Whenever  any  ani- 
mal that  has  or  is  suspected  of  having  rabies 
dies  or  is  killed,  it  is  the  duty  of  the  local 


health  officer  to  have  the  head  of  such  animal 
removed  and  sent  immediately,  properly 
packed,  with  a complete  history  of  the  case, 
to  a laboratory  approved  for  this  purpose 
by  the  State  commissioner  of  health.7  The 
Department  of  Agriculture  and  Markets 
maintains  a program  which  will  reimburse 
farmers  for  livestock  infected  with  rabies. 
The  purpose  of  this  program  is  to  encour- 
age owners  of  livestock  to  send  specimens 
for  appropriate  laboratory  analysis  in  cases 
of  animal  death  where  the  circumstances 
are  not  clear.  The  best  prevention  of  hu- 
man rabies  is  the  avoidance  of  animal  bites. 
Children  should  be  encouraged  to  avoid 
contact  with  stray  domestic  animals  and  to 
avoid  wild  animals  completely  that  could 
habor  the  rabies  virus.  Normal,  healthy 
wild  animals  do  not  usually  allow  themselves 
to  come  in  close  proximity  to  human  beings. 
Children  should  be  cautioned  against  mak- 
ing contact  with  any  wild  mammal. 

The  treatment  of  wounds  received  from 
animals  suspected  of  being  rabid  depends 
on  the  severity  and  location  of  the  attack, 
the  immune  status  of  the  attacking  animal, 
the  clinical  status  of  the  attacking  animal, 
and  occasionally  on  the  immune  status  of  the 
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TABLE  II.  Guide  for  specific  postexposure  treatment  in  rabies  prophylaxis 


Nature  of  Exposure 

Biting  Animals* 

At  Time  Of  During  Observation 

Exposure  Period  Of  One  Week 

Recommended  Treatment  (in 
addition  to  local  treatment) 

No  lesion; 

indirect  contact 
Licks 

Rabid 

None 

Unabraded  skin 

Rabid 

None 

Abraded  skin, 
scratches,  and 
unabraded  or 
abraded  mu- 
cosa 
Bites 

Healthy 

Clinical  signs  of 
rabies  or  proved 
rabid  (laboratory) 

Start  vaccine  at  first  signs  of 
rabies  in  the  biting  animal 

Mild  exposure 

Healthy 

Clinical  signs  of 
rabies  or  proved 
rabid  (laboratory) 

Start  vaccine  at  first  signs  of 
rabies  in  the  biting  animal 

Mild  exposure 

Signs  sug- 
gestive of 
rabies 

Healthy 

Start  vaccine  immediately; 
stop  treatment  if  animal  is 
normal  on  fifth  day  after 
exposure 

Mild  exposure 

Rabid,  es- 
caped, 
killed,  or 
unknown 

Start  vaccine  immediately 

Mild  exposure 

Wild  (wolf, 
jackal,  fox 
bat,  etc.) 

Serum  immediately,  followed 
by  a course  of  vaccine) 

Severe  exposure 
(multiple  or 
face,  head, 
finger,  or  neck 
bites) 

Healthy 

Clinical  signs  of 
rabies  or  proved 
rabid  (laboratory) 

Serum  immediately;  start 
vaccine)  at  first  sign  of 
rabies  in  the  biting  animal 

Severe  exposure 
Severe  exposure 

Signs 

suggestive 
of  rabies 

Rabid,  es- 
caped, 
killed  or 
unknown 

Healthy 

Serum  immediately;  followed 
by  vaccine;  vaccine  may  be 
stopped  if  animal  is  normal 
on  fifth  day  after  exposure 

Severe  exposure 

Wild  (wolf, 
jackal,  fox, 
bat,  etc.) 

Serum  immediately,  followed 
by  vaccine) 

Expert  Committee  on  Rabies,  Fourth  Report,  World  Health  Organization,  Tech.  Rep.  Series,  1960. 

* This  schedule  applies  equally  whether  or  not  the  biting  animal  has  been  previously  vaccinated. 

t Course  of  vaccine  to  be  followed  by  supplemental  doses  of  duck  embryo  vaccine,  ten  and  twenty  days  after  the  last  usual  dose. 


person  bitten.  A guide  for  postexposure  an- 
tirabies prophylaxis  may  be  seen  in  Table 
II.  A most  effective  method  of  rabies  pre- 
vention is  immediate  and  thorough  cleansing 
of  wounds  caused  by  bites  or  scratch  of  a 
suspect  animal  with  soap  and  water  followed 
by  the  application  of  a quaternary  ammo- 
nium compound  (benzalkonium  chloride). 
If  the  lesion  is  sufficient  to  justify  the  use 
of  hyperimmune  serum,  part  of  the  dose 
should  be  infiltrated  in  the  area  of  the 
wound.  Fuming  nitric  acid  cautery  should 
not  be  used. 

The  serum  available  at  present  for  use  as 


antirabies  serum  is  of  equine  origin.  It  is 
generally  reserved  for  the  more  severe  types 
of  exposure.  It  should  be  given  as  early  as 
possible  following  this  exposure.  Studies 
have  indicated  that  antirabies  serum  is  of 
value  within  three  days  of  exposure.  Dean8 
reports  that  the  antirabies  serum  may  be  of 
value  if  administered  any  time  following  a 
bite  or  scratch.  The  recommended  dose  is 
0.5  ml.  per  kilogram  of  body  weight,  with 
part  of  the  dose  infiltrated  in  the  area  of  the 
wound  and  the  rest  inoculated  intramuscu- 
larly in  the  buttocks.  Anaphylactic  shock 
or  serum  sickness  may  occur  in  as  many  as 
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15  to  25  per  cent  of  patients  given  serum. 
A careful  history  of  allergy  and  previous 
administration  of  serum  should  be  taken. 
Skin  test  and  eye  test  are  especially  useful 
in  anticipating  the  anaphylactic  type  of  re- 
action. A negative  test  result  does  not  guar- 
antee the  absence  of  sensitivity.  Epineph- 
rine 1:1000  and  antihistamines  should  be 
available  at  the  time  of  administration. 
Cortisone  should  not  be  used  in  mild  serum 
sickness  reactions  since  it  may  interfere 
with  subsequent  antibody  response  when  the 
rabies  vaccine  is  administered.  In  cases 
where  there  is  a history  of  allergy  to  horse 
serum  or  where  there  is  a questionable  skin 
test  reaction,  the  physician  must  weigh  the 
risks  of  anaphylaxis  against  the  risks  of  the 
disease.  A history  of  serum  sickness  should 
not  in  itself  be  a contraindication  to  the 
use  of  this  antiserum.  Recent  work  by 
Sikes9  on  a human-derived  hyperimmune 
globulin  has  been  promising,  but  to  date  the 
product  is  not  available  for  commercial  use. 

Rabies  vaccine 

Although  rabies  prophylaxis  has  existed 
since  the  late  nineteenth  century,  a com- 
pletely protective  and  absolutely  safe  vac- 
cine is  still  unavailable.  The  original  spinal 
cord  preparations  of  Pasteur  have  been  re- 
placed over  the  years  with  modifications,  un- 
til the  vaccine  available  today  is  the  dried, 
killed  virus  which  has  been  grown  in  duck 
embryos.  The  Semple  nervous-tissue  vac- 
cine has  been  reported  to  produce  higher 
titers  of  antibody  following  a course  of  im- 
munization. This  vaccine  is  essentially  un- 
available on  the  commercial  market  today 
because  of  the  relatively  high  incidence  of 
central  nervous  system  complications  fol- 
lowing its  use.  The  present  vaccine  is  de- 
rived from  duck  embryos  and  is  reported  to 
contain  little  of  the  “paralytic”  factors  pres- 
ent in  the  nervous-tissue  vaccine.  Myelin, 
contained  in  the  conventional  nervous-tis- 
sue vaccines,  has  been  implicated  as  the 
causative  factor  in  rabies-treatment  paraly- 
sis.30 The  duck-embryo  vaccine  is  prepared 
without  the  use  of  nervous  tissue  as  a 
growth  medium. 

The  rabies  vaccine  as  an  antigen  is  prob- 
ably poor.  Certainly  other  viral  antigens 
produce  significant  titers  with  less  vigorous 
stimulation  of  the  reticuloendothelial  sys- 
tem. Local  reactions  to  the  vaccine  are  com- 


mon. Tenderness,  local  erythema,  and  in- 
duration have  been  observed  and  tend  to 
occur  from  the  sixth  to  the  tenth  days  of 
treatment.  Regional  lvmphadenopathy  may 
also  be  encountered.  Allergic  reactions  in 
persons  with  a history  of  allergy  to  chicken 
and  duck  eggs  may  occur.  Fever,  malaise, 
and  drowsiness  have  also  been  reported. 
Neurologic  complications  associated  with 
the  duck-embryo  vaccine  have  been  reported 
as  1 per  25,000  persons  treated.  One  possi- 
bly related  death  has  occurred  among  ap- 
proximately 200,000  persons  who  received 
the  duck-embryo  vaccine.  This  compares 
with  a complication  rate  of  1 per  8,000  with 
the  nervous-tissue  vaccine,  and  death  in  ap- 
proximately 1 per  35,000  treated  with  this 
same  type  of  vaccine.  Between  1957  and 
1967,  when  both  the  duck-embryo  vaccine 
and  the  nervous-tissue  vaccine  were  avail- 
able, there  were  6 rabies  deaths  among 
117,700  nervous-tissue  vaccine-treated  per- 
sons (1 : 19,600)  and  7 deaths  among  172,000 
treated  with  the  duck-embryo  vaccine 
(1:24,500).  This  data  would  seem  to  indi- 
cate that  the  vaccine  of  duck  embryo  origin 
is  at  least  as  effective  in  preventing  rabies 
as  the  nervous-tissue  vaccine.11  However, 
no  information  is  available  concerning  how 
cases  were  selected  for  each  type  of  vaccine, 
and  the  more  sei'ious  cases  may  have  been 
given  the  nervous-tissue  vaccine  because  of 
its  reported  ability  to  produce  higher  titers 
of  antibody. 

In  persons  requiring  vaccine,  as  indicated 
in  Table  II,  who  have  not  received  previous 
immunization  against  rabies,  the  vaccine 
should  be  administered  in  daily  doses  for  a 
period  of  fourteen  to  twenty-one  days  after 
the  bite.  In  the  case  of  deep  lacerations  or 
bites  about  the  face  or  neck  the  patient 
should  receive  two  injections  daily  for  the 
first  week.  The  vaccine  is  usually  injected 
subcutaneously  into  the  tissues  of  the  an- 
terior abdominal  wall  so  that  a separate  site 
may  be  obtained  for  each  injection.  There 
is,  however,  no  reason  why  the  vaccine  may 
not  be  injected  in  other  areas  where  a sub- 
cutaneous injection  can  be  given.  It  is  con- 
sidered essential  that  the  site  of  injection 
be  changed  widely  for  each  dose.  Booster 
injections  at  ten  and  twenty  days  after  the 
completion  of  the  initial  series  are  indi- 
cated, particularly  if  an  antiserum  has  been 
used.  In  those  who  have  been  previously 
exposed  to  the  rabies  vaccine,  such  as  vet- 
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erinarians,  a sample  of  blood  should  be  ob- 
tained at  the  time  of  the  bite  and  sent  to  a 
laboratory  designated  by  the  commissioner 
of  health  for  an  assay  of  antibody  to  the 
rabies  virus.  If  a level  can  be  demonstrated, 
then  a booster  immunization  is  all  that  is 
needed  in  these  individuals. 

It  should  be  pointed  out  that  in  any  case 
in  which  there  is  doubt  concerning  the  status 
of  the  attacking  animal  or  the  severity 
and  degree  of  the  bite,  the  physician  should 
lean  heavily  toward  the  side  of  immuniza- 
tion. If  the  animal  is  being  evaluated,  the 
first  doses  of  vaccine  are  less  likely  to  give 
erythema  and  local  reaction,  and  also  less 
likely  to  produce  nervous  system  complica- 
tions, than  are  the  latter  doses.  Should  the 
animal  prove  to  be  rabid,  many  days  of  time 
can  be  saved  if  the  vaccine  is  begun  early 
in  the  course  of  treatment.  The  physician 
is  responsible  for  the  initiation  of  proper 
local  treatment  and  judicious  use  of  anti- 
serum and  vaccine.  Despite  the  use  of  ap- 
propriate local  measures,  early  and  vigorous 
use  of  antiserum,  and  vaccine  in  full  courses, 
deaths  due  to  rabies  in  cases  of  multiple 
lacerations  have  been  disappointingly  fre- 
quent. Each  patient  treated  for  bites  should 
remain  under  the  care  of  his  physician  so 
that  the  appropriate  treatment  can  be  insti- 


Test for  lead  in  paint 

University  of  Rochester  scientists  have  de- 
veloped and  tested  a technic  for  detecting  the 
presence  of  lead  in  paint  on  the  walls  of  homes 
in  urban  ghettos.  The  technic,  if  followed  up 
with  effective  enforcement  of  building  codes, 
could  eliminate  the  menace  of  lead  poisoning 
resulting  from  the  ingestion  of  paint  by  young 
children.  If  not  detected  early,  lead  poisoning 
can  lead  to  mental  retardation. 

The  test  is  extremely  simple,  can  be  per- 
formed directly  on  the  painted  surface,  and 
costs  pennies.  It  involves  placing  a drop  of 
sodium  sulphide  on  a paint  chip  on  the  painted 
surface  so  that  all  layers  of  paint  are  wetted. 
Layers  which  quickly  turn  black  or  dark  gray 
contain  dangerous  amounts  of  lead.  The  test 


tuted,  and  following  this  treatment  the  pa- 
tient should  be  observed  for  prolonged  pe- 
riods, perhaps  up  to  a year,  to  ascertain 
whether  the  disease  process  has  been  pre- 
vented. 

G77  S.  Salina  Street 
Syracuse,  New  York  13202 
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can  detect  lead  in  concentrations  ranging  from 
.8  per  cent  to  20  per  cent.  Other  methods  of 
lead  detection  require  paint  samples  to  be  sent 
to  laboratories  for  analysis.  Still  others  can  be 
very  costly;  a special  chemical  device  used  in 
some  major  cities  costs  more  than  $5,000. 

A two-year  test  conducted  in  the  Rochester 
inner  city  and  headed  by  Evan  Charney,  M.D., 
associate  professor  of  pediatrics,  demonstrated 
that  paint  in  up  to  60  per  cent  of  the  several 
hundred  households  screened  contained  lead. 
When  the  screening  program  began,  5 per  cent 
of  all  inner  city  children  in  the  most  susceptible 
age  group,  one  to  five  years,  showed  excessive 
blood  lead  levels  from  eating  paint.  A much 
higher  proportion,  15  per  cent,  showed  some 
evidence  of  lead  ingestion.  These  figures  are 
consistent  with  nationwide  statistics,  said  Dr. 
Charney. 
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|t  has  been  estimated  that  half  a million 
persons  in  the  United  States  develop  acute 
myocardial  infarction  each  year,  with  a 
staggering  mortality  rate  of  75  per  cent. 
With  the  application  of  aggressive  therapy 
to  the  complications  of  acute  myocardial  in- 
farction over  the  past  six  to  seven  years,  we 
feel  that  there  is  a significant  decrease  in 
the  number  of  deaths  among  patients  with 
coronary  occlusion  who  are  admitted  to  the 
hospital. 

Most  deaths  from  acute  myocardial  in- 
farction occur  within  twelve  hours  of  onset 
and  approximately  60  per  cent  of  the  fatali- 
ties occur  within  the  first  hour.  The  hos- 
pital admission  of  a large  proportion  of 
patients  is  delayed  more  than  twelve  to  six- 
teen hours,  and  this  delay  is  undoubtedly  a 
factor  in  the  large  number  of  sudden  deaths 
from  acute  myocardial  infarction  outside 
the  hospital.  A survey  of  deaths  from  myo- 
cardial infarction  was  made  in  Belfast,  Ire- 
land in  a one  year  period  starting  in  1965.1 


There  were  901  patients  with  fatal  coronary 
attacks.  In  the  group,  414  reached  the  hos- 
pital and  of  these  102  were  dead  on  arrival. 

Thus,  there  is  good  evidence  that  approxi- 
mately 50  per  cent  of  patients  with  acute 
coronary  occlusion  die  before  they  reach  a 
hospital  or  any  type  of  medical  attention. 
In  the  light  of  our  experience  with  coronary 
care  units,  we  can  speculate  that  a signifi- 
cant number  of  these  patients  who  die  sud- 
denly are  succumbing  to  sudden  electrical 
instability  of  the  heart  with  ventricular 
fibrillation  or  bradyarrhythmias  leading  to 
asystole  and  death.2 

It  has,  therefore,  been  suggested  that,  if 
the  same  type  of  emergency  treatment  that 
is  carried  out  in  the  hospital  coronary  unit 
can  be  brought  to  the  patient  at  the  scene 
of  his  coronary  occlusion,  whether  it  be  at 
home,  at  work,  or  on  the  street,  and  if  the 
acute  problem  is  treated  at  the  scene  by  an 
expert  team  in  a coronary  ambulance,  a sig- 
nificant number  of  these  sudden  deaths  could 
be  prevented.3 

Pantridge  and  Geddes4  have  described  an 
effective  mobile  coronary  unit  which  has 
functioned  in  Belfast,  Ireland,  over  the  past 
three  years.  Their  “flying  squad”  is  a spe- 
cial ambulance  carrying  a resuscitation 
team,  monitor,  and  defibrillators.  When 
the  resuscitation  team  arrives,  the  patient 
is  immediately  under  intensive  care,  signifi- 
cantly decreasing  the  time  between  the  on- 
set of  the  attack  and  the  availability  of  ex- 
pert medical  assistance.  The  basic  principle 
is  to  extend  the  arm  of  the  coronary  unit  to 
the  site  of  the  acute  heart  attack,  whether 
it  be  at  the  patient’s  home,  in  the  office,  on 
the  street,  or  on  the  golf  course.  A life- 
threatening  arrhythmia  may  be  detected 
and  appropriately  treated  to  salvage  a 
young,  productive  life.  Dr.  Pantridge’s 
ambulance  and  its  team  have  been  responsi- 
ble for  successful  resuscitation  of  25  pa- 
tients. There  were  no  deaths  during  tran- 
sit. Arrhythmia  is  treated  and  controlled 
before  transporting  the  patient  to  the  hos- 
pital. 

The  Staten  Island  Hospital  is  a voluntary 
hospital  in  the  Borough  of  Richmond,  New 
York  City,  with  277  beds,  caring  for  more 
than  10,000  patients  a year.  A four-bed 
coronary  care  unit  has  functioned  smoothly 
since  January,  1966.  Two  years  ago  the 
coronary  care  unit  committee  became  inter- 
ested in  a mobile  unit  and  set  out  to  raise 


2462  New  York  State  Journal  of  Medicine  / October  1,  1970 


FIGURE  1.  Step-Van  converted  to  coronary  am- 
bulance. 


the  necessary  funds  to  plan  and  equip  a spe- 
cial vehicle  for  coronary  care.  The  commit- 
tee felt  that  a conventionally  designed  am- 
bulance would  offer  too  little  room  to  organ- 
ize and  plan  an  effective  space  for  coronary 
care.  With  the  financial  assistance  of  a 
community  organization  and  family  contri- 
butions, a Step-Van  was  selected  and  modi- 
fied to  produce  a compact,  fully  equipped 
mobile  unit  to  provide  “at-the-seene”  inten- 
sive medical  care  for  cardiac  patients  (Fig. 
1). 

Specifications  and  equipment 

The  coronary  ambulance  features  an  in- 
dependent generator  power  supply;  interior 
heat;  air  conditioning;  and  accommodations 
for  a physician,  technician,  and  nurse.  Pre- 
connected pipelines  provide  immediate  oxy- 
gen and  vacuum  sources  for  ventilation  and 
aspiration  technics. 

General  specifications  are  as  follows  (Fig. 

2)  : 

Insulation.  The  body  of  the  unit  is 
fully  insulated  with  2-inch  Fiberglas  batts 
and  a 4-mil  polyethylene  film  as  a vapor  bar- 
rier. 

Interior  lining.  Sides  and  ceiling  are 
surfaced  with  fiberclad  panels  bonded  to 
V4-inch  plywood  for  rigidity  and  easy  clean- 
ing. 

Floor.  The  floor  is  surfaced  with  V4- 
inch  plywood  and  covered  with  solid  con- 
ductive-type linoleum. 

Cab  partition.  The  cab  partition  is  con- 
structed of  3/4-inch  plywood  and  steel  tub- 
ing, equipped  with  safety  glass  window  and 


FIGURE  2.  Interior  of  mobile  coronary  care  unit. 


roller  bearing-supported  sliding  door  with  a 
drop  window  insert  and  screen. 

WTndows.  Sliding  windows  with  screens 
are  installed  one  on  each  side  of  the  interior 
body. 

Electrical  system.  The  electrical  sys- 
tem is  wired  to  receive  120-volt,  60-cycle 
2-wire,  AC  power  from  an  Onan  2,500-watt 
generator.  The  generator  is  mounted  in  an 
asbestos  and  steel-lined,  Fiberglas-insulated 
compartment  in  the  rear  left  side  of  the 
body  of  the  vehicle.  It  is  accessible  through 
a louvered  door.  The  fuel  supply  is  con- 
nected to  the  vehicle  gas  tank.  An  85- 
amperes  alternator  is  installed  to  supply 
ample  output  for  12-volt  requirements. 

Wiring.  Within  the  body,  wiring  in- 
cludes “twistlock”  plug  for  power  input  cir- 
cuit breaker  and  four  120-volt  grounded  du- 
plex receptacles.  All  wiring  is  HabirshawT 
type  VF  12/2  wTith  ground  and  is  concealed. 

Lights.  Fluorescent  lights  in  standard 
one-tube  fixtures  are  installed  to  give  a 
minimum  light  density  of  75  foot  candles 
at  working  distances  in  all  parts  of  the 
room.  Two  domelights  are  installed  in  the 
ceiling,  operating  from  the  12-volt  vehicle 
battery. 

Cabinets.  The  cabinets  are  36  inches 
tall  with  formica  work  counters  and  stor- 
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FIGURE  3.  Physician,  nurse,  and  aide  work  with 
coronary  patient. 


age  area  beneath  on  the  right  and  left  sides 
of  the  body.  Each  cabinet  has  access  doors 
with  positive  latch  controls. 

Seats.  Three  removable  jump  seats  for 
attendants  are  installed  with  seat  belts  for 
the  occupants. 

Ambulance  cot.  A Ferno-Washington 
Model  41  chair  mattress  is  provided  to  use 
with  a Ferno-Washington  model  30  all-level 
cot.  The  cot  is  secured  for  transit  with  floor 
cups. 

Intravenous  bottle  holder.  A bottle 
holder  for  intravenous  solution  is  mounted 
on  the  ceiling  over  the  cot. 

Oxygen.  A Ferno-Washington  model  516 
dual  bottle  holder  base  and  model  520  wall- 
mounted  holder,  designed  to  hold  two  type 
E oxygen  bottles,  is  installed  above  the  hot 
water  heater.  An  E.  & J.  oxygen  manifold 
with  outlets  for  resuscitation  and  aspira- 
tion is  mounted  on  top  of  the  oxygen  bottles. 

Interior  heating.  A hot  water  heater 
of  42,000  BTU  capacity  is  installed  in  the 
patient  compartment.  For  instant  heat,  a 
wall-mounted  Electromode  heater,  thermo- 
statically controlled,  is  provided.  It  has  a 
capacity  of  6,800  BTU’s  and  120  volts. 

Air  conditioning.  A Duo-Therm  model 
512-B  roof-mounted  air  conditioner  with  an 
easy  start  solenoid,  10,000-BTU  capacity, 
115/120  volts,  and  roof  reinforcement  is 
provided. 

Siren  and  warning  lights.  A Federal 
PA  15  electronic  siren  with  public  address 
microphone  and  Federal  CJ  184  roof- 
mounted  speaker  with  revolving  red  warn- 
ing light  for  maximum  visual  and  audible 


FIGURE  4.  Physician  starts  venous  infusion 
while  aide  gives  positive  pressure  oxygen. 


warning  is  provided.  Four  red  flashing 
lights  are  mounted  on  the  roof  front  and 
rear.  Two  red  flashing  lights  are  mounted 
on  the  sides  of  the  vehicle.  Two  loading 
spotlights  are  installed  at  the  rear  body 
area. 

Power  vents.  Two  12-volt  power  venti- 
lators are  installed  in  the  patient  compart- 
ment ceiling  for  exhaust  purposes. 

These  specifications  represent  a compact, 
practical,  and  efficient  coronary  ambulance, 
with  sufficient  head  room  for  the  coronary 
team  to  work  with  the  patient  (Fig.  3). 

The  equipment  in  the  ambulance  includes: 
a battery-powered  monitor-defibrillator, 
weighing  30  pounds,  and  having  the  unique 
feature  of  instantaneous  monitoring  from 
the  paddles;  a battery-operated  electrocar- 
diograph which  connects  to  the  monitor  for 
an  immediate  run-out  of  the  rhythm  as  a 
permanent  record;  ventilation  equipment 
including  a positive-pressure  mask;  battery- 
powered  suction;  pacing  catheters;  intra- 
venous solutions;  drugs  such  as  atropine, 
lidocaine,  digitalis,  and  furosemide  (Lasix), 
and  a kit  containing  drugs,  a small  intrave- 
nous bottle,  and  intracatheters,  to  be  carried 
to  the  patient. 

The  ambulance  is  staffed  bv  highly  mo- 
tivated, coronary-trained  medical  personnel, 
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including  an  intern,  nurse,  and  attendant 
(Fig.  4).  The  Staten  Island  Hospital  con- 
ducts a coronary  care  course  for  nurses 
three  times  each  year  to  supply  trained  per- 
sonnel for  the  coronary  care  unit  and  coro- 
nary ambulance.  The  ambulance  is 
equipped  with  two-way  telephone  facilities 
to  provide  information  on  the  availability  of 
coronary  beds. 

Comment 

The  Staten  Island  Hospital  mobile  coro- 
nary care  unit  responds  to  physician  and  po- 
lice department  calls  in  the  Borough  of  Rich- 
mond, with  a population  of  approximately 
300,000.  There  is  little  industry  on  Staten 
Island  and  so  the  traffic  is  not  as  great  an 
obstacle  as  it  would  be  in  Manhattan.  Meet- 
ings are  being  held  with  the  police  depart- 
ment to  discuss  the  indications  for  calling 
the  coronary  ambulance  and  to  give  further 
training  in  cardiopulmonary  resuscitation  to 
the  members  of  this  department. 

As  we  have  learned  with  the  establish- 
ment and  operation  of  coronary  care  units, 
the  success  of  the  coronary  ambulance  will 
depend  on  three  important  factors:  (1)  a 

group  of  highly  dedicated  and  well-trained 
nurses  and  physicians;  (2)  a properly 
planned,  designed,  and  constructed  area,  in 
this  case  the  ambulance;  and  (3)  the  modern 
electronic  equipment  and  drugs  for  the  con- 
trol of  potentially  life-threatening  arrhyth- 
mias. 

The  coronary  ambulance  team  is  signaled 
by  “beepers”  which  are  carried  by  each  team 
member  who  responds  to  calls  within  two  to 
four  minutes.  There  were  25  calls  during 
the  first  five  weeks  the  ambulance  was  in 
service,  with  an  average  time  of  eight  min- 
utes required  for  the  ambulance  to  reach 
the  patient.  As  a result  of  meetings  with 
members  of  the  police  department,  the  num- 
ber of  false  alarm  calls  has  been  small. 


Numerous  arrhythmias  have  been  treated  at 
the  scene  with  encouraging  results.  It  is 
premature,  however,  to  present  statistical 
data  in  this  article.  Detailed  records  are 
being  kept  which  will  be  submitted  to  the 
U S.  Public  Health  Service  for  evaluation 
so  that  this  new  approach  to  the  manage- 
ment of  coronary  occlusion  in  the  pre-hos- 
pital phase  will  be  properly  analyzed.  It  is 
our  hope  that  the  use  of  this  ambulance  will 
contribute  to  the  education  of  the  public  re- 
garding symptoms,  treatment,  and  progno- 
sis of  acute  heart  attacks. 


Summary 

In  this  article  we  have  described  the  use 
of  a Step-Van  type  of  vehicle  with  modifi- 
cation of  the  interior  to  include  storage  for 
drugs,  intravenous  solutions,  intracatheters, 
pacing  catheters,  oxygen,  ventilation  and 
suction  equipment,  a portable  battery-pow- 
ered monitor-defibrillator,  and  an  electro- 
cardiograph machine.  The  total  cost  of  this 
ambulance  is  $10,000,  supported  by  com- 
munity organizations  and  family  contribu- 
tions. The  Staten  Island  Hospital  mobile 
coronary  care  unit  is  presented  as  a proto- 
type of  a practical  and  effective  coronary 
ambulance,  the  cost  of  which  is  not  ex- 
cessive. The  ambulance  is  dedicated  to  J.  F. 
Pantridge,  M.D.,  of  Belfast,  Ireland,  whose 
original  work  in  this  field  of  mobile  coronary 
care  stimulated  our  committee  to  develop 
such  an  ambulance  for  Staten  Island. 
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Hematemesis  and  Melena 


Case  history 

A.  Parrinello,  M.D.*:  An  eighty-two- 

year-old  white  woman  was  admitted  to 
Queens  Hospital  Center  for  the  first  time 
because  of  hematemesis  and  melena. 

Five  months  prior  to  her  admission  at 
this  hospital  she  had  been  admitted  to 
another  nearby  hospital  with  hematemesis. 
At  that  time  her  liver  was  palpable  2 finger- 
breadths  below  the  left  costal  margin. 
There  were  small  ecchymotic  areas  over  the 
right  thigh.  The  prothrombin  time  was 
twenty-six  seconds  with  a normal  dotting 
time;  the  patient  was  given  a blood  trans- 
fusion and  her  condition  then  evaluated. 
Gastrointestinal  x-ray  series  showed  ques- 
tionable esophageal  varices.  The  patient 
signed  herself  out  to  a nursing  home  and 
apparently  was  well  from  then  on,  until  she 
was  admitted  to  Queens  General  Hospital. 

Physical  examination  at  Queens  Hospital 
Center  revealed  a poorly  noui’ished,  poorly 
developed,  emaciated  woman,  in  coma,  but 
with  no  cardiopulmonary  distress.  Her 
blood  pressure  was  100/58  and  pulse  rate 
90  per  minute;  there  was  pallor  of  the  skin. 
The  neck  veins  were  flat.  The  lungs  were 
clear,  and  cardiac  examination  was  unre- 
markable. The  liver  was  thought  to  be  pal- 
pable, just  below  the  right  costal  margin, 
and  slightly  tender.  A rectal  examination 
revealed  external  hemorrhoids,  and  there 
was  tarry  stool  present. 

Laboratory  data  on  admission  revealed 
hematocrit  was  36  with  white  blood  cell 
count  of  18,600,  and  prothrombin  time  was 

* Assistant  Director  of  Medicine,  Catholic  Medical  Cen- 
ter, Queens  Hospital  Center  Affiliation. 


19  to  14  seconds.  The  urine  revealed  1 plus 
protein,  many  red  blood  cells,  7 to  8 white 
blood  cells,  and  coarsely  granular  casts. 
The  blood  urea  nitrogen  was  26  mg.,  ran- 
dom blood  sugar  216  mg.,  total  protein  8.2 
mg.  with  albumin  2.8  mg.,  calcium  8.6  mg., 
phosphorus  3 mg.,  uric  acid  7.3  mg.,  choles- 
terol 208  mg.,  and  bilirubin  1.5  mg.  per  100 
ml.  Blood  cultures,  which  were  drawn  on 
the  first  day,  eventually  grew  out  diplococcus 
pneumonia.  She  was  treated  for  gram- 
negative sepsis  as  well  as  for  pneumonia 
and  was  given  a blood  transfusion  and  also 
vitamin  K. 

The  day  following  admission  she  was  seen 
by  the  consultant  in  the  gastroenterology 
division,  at  which  time  the  patient  was  not 
jaundiced,  her  neck  was  supple,  and  she  was 
semicomatose.  There  were  crepitant  rales 
in  the  superior  segment  of  the  lower  lobe 
of  the  right  lung,  and  it  was  felt  that  she 
had  ascites.  Electrolytes  at  this  time  re- 
vealed carbon  dioxide  was  18.5  mEq.,  chlo- 
rides 104  mEq.,  potassium  3 mEq.,  and 
serum  sodium  141  mEq.  per  liter.  The 
creatinine  was  0.7  mg.  per  100  ml.  and 
serum  amylase  140  units.  Paracentesis  done 
on  this  day  revealed  many  red  blood  cells, 
86  lymphocytes,  and  195  polymorphonuclear 
leukocytes  per  cubic  millimeter  of  fluid, 
with  no  growth  on  culture.  There  was  0.8 
Gm.  per  100  ml.  of  protein  in  the  ascitic 
fluid. 

Over  the  next  few  days  she  continued  to 
have  tarry  stools.  A changing  level  of 
coma  between  deep  and  semicoma  was  noted. 
Nasogastric  aspiration  was  free  of  blood  on 
the  second  hospital  day.  On  the  third  hos- 
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pital  day,  the  patient  became  hypotensive 
and  was  treated  with  levarterenol  (Levo- 
phed).  On  the  fourth  hospital  day,  naso- 
gastric suction  revealed  some  fresh  blood  in 
the  Levin  tube.  Blood  urea  nitrogen  was 
25  mg.  and  random  blood  sugar  138  mg. 
per  100  ml.,  carbon  dioxide  20  mEq.,  chlo- 
rides 100  mEq.,  potassium  4 mEq.,  and 
sodium  136  mEq.  per  liter.  On  the  fifth 
hospital  day  she  had  grossly  bloody  return 
from  the  nasogastric  tube,  and  her  stomach 
was  irrigated  with  ice  water,  which  ap- 
peared to  control  the  bleeding.  At  this  time, 
serum  cholesterol  was  162  mg.  and  total 
bilirubin  2.6  mg.  with  1 mg.  per  100  ml. 
direct.  Thymol  turbidity  was  12.3  units 
and  alkaline  phosphatase  12  King-Arm- 
strong  units. 

Ten  days  after  admission,  the  patient  de- 
veloped abdominal  guarding  and  tenderness, 
and  bowel  sounds  were  absent.  Rectal  ex- 
amination revealed  soft  black  stool  which 
showed  a 2 plus  positive  result  on  guaiac 
testing.  X-ray  film  of  the  abdomen  revealed 
haziness,  probably  due  to  ascites,  and  a few 
bowel  loops  containing  gas  and  fecal  mate- 
rial, with  a tendency  toward  air  fluid  levels 
when  the  patient  was  in  an  erect  position. 
Hematocrit  at  this  time  was  35  and  white 
blood  cell  count  had  risen  to  47,000  with  83 
per  cent  polymorphonuclear  leukocytes,  10 
per  cent  bands,  5 per  cent  lymphocytes,  and 
1 monocyte.  Platelets  were  186,000.  The 
serum  glutamic  oxaloacetic  transaminase 
was  177,  and  the  lactic  acid  dehydrogenase 
was  210.  On  the  following  day  her  abdomen 
was  noted  to  be  slightly  distended,  and 
bowel  sounds  were  heard.  A bone  marrow 
study  revealed  no  evidence  of  tumor  cells. 
An  upper  gastrointestinal  series  was  done 
which  showed  dilatation  of  the  lower  half  of 
the  esophagus,  with  several  large  radio- 
lucent  areas. 

Clinically  the  patient  began  to  improve 
somewhat  and  became  conscious.  Esoph- 
agogastroscopic  examination  was  done 
and  revealed  esophageal  varices.  Approxi- 
mately fifteen  days  after  admission,  the  pa- 
tient again  began  to  pass  port-wine  color 
stools,  the  hematocrit  dropped  to  23,  and 
she  was  given  multiple  blood  transfusions. 
At  this  time,  examination  of  the  abdomen 
was  thought  to  reveal  a firm,  nodular  liver. 
After  this  bleeding  episode,  the  patient 
again  became  comatose  and  died  three  days 
later. 


Discussion 

Philip  S.  Cifarelli,  M.D.*:  This 

woman,  an  octogenarian,  was  admitted  with 
hematemesis  and  melena.  She  had  an  epi- 
sode of  hematemesis  five  months  previously 
at  another  hospital  and,  during  that  admis- 
sion, was  found  to  have  a palpable  liver  and 
spleen,  esophageal  varices,  and  a prothrom- 
bin time  of  twenty-six  seconds. 

There  was  no  antecedent  history  of  ex- 
posure to  hepatic  toxins  or  alcoholism.  Dur- 
ing that  hospital  period,  we  are  told  that 
she  was  “transfused.”  Physical  examina- 
tion on  this  admission  revealed  an  emaci- 
ated, elderly  woman  in  coma.  She  had  a 
palpable  liver  and  spleen,  ascites,  and  hem- 
orrhoids. The  hospital  course  was  punctu- 
ated by  intermittent  coma  and  several  bouts 
of  hemorrhage  in  the  upper  gastrointestinal 
tract,  most  probably  from  esophageal  var- 
ices. Ten  days  after  admission  she  devel- 
oped an  acute  condition  in  her  abdomen. 
She  recovered  from  this  event  with  con- 
servative treatment,  but  eight  days  later 
she  succumbed  to  yet  another  hemorrhage 
in  the  upper  gastrointestinal  tract. 

In  the  analysis  of  this  case  several  areas 
merit  our  special  attention:  First,  the 

cause  of  the  coma — was  this  hepatic  en- 
cephalopathy, meningoencephalitis,  or  sub- 
dural hematoma?  Second,  did  the  patient’s 
death  result  from  natural  progression  of 
liver  disease  or  an  additional  catastrophe, 
such  as  disseminated  infection  or  neoplasia? 
Third,  what  is  the  nature  of  the  liver  dis- 
ease? Fourth,  what  was  the  cause  of  the 
acute  condition  in  the  abdomen?  May  we 
review  the  x-ray  films? 

M.  Tafreshi,  M.D.t : Projection  of  the 

chest  shows  soft  confluent  infiltrate  in  the 
lower  lobe  of  the  right  lung.  This  might 
represent  an  area  of  pneumonic  infiltration. 
There  is  also  increased  bronchovascular 
marking,  and  the  cardiac  silhouette  is  en- 
larged in  the  transverse  diameter  which 
represents  congestive  changes  in  both  lung 
fields  and  cardiac  enlargement. 

The  gastrointestinal  series  show  dilata- 
tion of  the  lower  portion  of  the  esophagus 
and  several  large  radiolucent  areas,  indica- 
tive of  esophageal  varices.  The  remainder 
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of  the  gastrointestinal  tract  is  noncontribu- 
tory. The  bone  survey  of  the  patient  shows 
no  evidence  of  osteolytic  or  osteoblastic 
changes. 

Dr.  Cifarelli:  There  is  radiographic 

and  endoscopic  evidence  of  esophageal  var- 
ices; in  all  probability  this  is  the  source  of 
the  bleeding  in  the  upper  gastrointestinal 
tract. 

I should  like  to  take  an  unusual  approach 
in  addressing  myself  to  the  first  three  ques- 
tions put  forth.  I shall  borrow  from  the 
formulation  devised  by  the  New  York  Heart 
Association  for  the  description  of  heart  dis- 
ease. 

A.  Etiology,  ? viral  hepatitis 

B.  Anatomy,  morphology — postnecrotic 

or  macronodular  cirrhosis 

C.  Functional,  (1)  Liver  failux-e,  mani- 
fested by  hepatic  coma,  ascites,  hypo- 
albuminemia,  anemia,  increased  pro- 
thrombin time,  and  decreased  choles- 
terol and  hyperbilirubinemia;  (2)  por- 
tal hypertension  manifested  by  sple- 
nomegaly, ascites,  and  esophageal 
varices 

D.  Activity  of  disease,  active  and  pro- 
gressive 

The  cause  of  this  patient’s  liver  disease  is 
conjectural.  Within  the  past  two  years  an 
antigen  has  been  identified  in  many  pa- 
tients with  viral  hepatitis.  The  Australia 
antigen  has  been  found  in  from  30  to  80 
per  cent  of  patients  with  serum  hepatitis.1 
Its  presence  has  indicated  that  serum  hepa- 
titis may  be  transmitted  by  the  anal-oral 
route  as  well  as  the  parenteral  route,2  and 
this  antigen  may  persist  in  the  blood  of  pa- 
tients with  serum  hepatitis  who  progress  to 
chronic  active  liver  disease.3  Whether  or 
not  this  patient  had  the  Australia  antigen  is 
merely  speculative,  since  she  was  not  tested 
for  it. 

With  the  information  available,  it  is  dif- 
ficult to  define  the  cause  of  the  acute  condi- 
tion in  the  abdomen.  Perforation  of  an  ab- 
dominal viscus  with  ensuing  peritonitis  is  a 
probable  diagnosis.  The  ascitic  fluid  was 
obtained  prior  to  the  abdominal  catastro- 
phe; the  fluid  had  the  cellular  characteris- 
tics of  an  exudate,  although  the  protein 
content  was  in  the  transudate  range.  We 
do  not  know  the  lactic  acid  dehydrogenase, 
amylase,  or  lipase  values.  I mention  the 
last  two  studies  merely  to  point  up  the  possi- 
bility of  pancreatic  ascites.  This  entity 


FIGURE  1.  Liver.  (A)  Cut  surface  showing  fine 
nodularity.  (B)  Microscopic  section,  low-power 
view,  showing  cirrhosis  and  fibrosis  and  pseu- 
dolobule formation;  (C)  high-power  view  of  por- 
tal field  showing  inflammatory  cells  within  fi- 
brous connective  tissue  band. 


has  received  some  attention  in  the  literature 
recently.4-6 

At  this  juncture  I should  like  to  make  a 
few  remarks  about  portal  hypertension. 

Portal  hypertension  may  result  from  in- 
trahepatic  or  extrahepatic  pathologic  con- 
ditions. Hepatic  cirrhosis  is  the  commonest 
cause  of  portal  hypertension,  although  por- 
tal vein  thrombosis  may  also  lead  to  portal 
hypertension;  portal  vein  thrombosis  may 
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develop  in  a setting  of  hepatic  cirrhosis  or 
in  the  absence  of  any  hepatic  disorder.  I 
cannot  exclude  portal  vein  thrombosis  in 
this  case;  perhaps  it  is  a part  of  this  pa- 
tient’s galaxy  of  problems.  Approximately 
2 to  5 per  cent  of  patients  with  cirrhosis  de- 
velop this  complication.  Amyloidosis  may 
also  lead  to  portal  hypertension,  but  there 
is  no  suggestion  of  this  disorder  here. 

Liver  disease  appears  to  be  on  the  in- 
crease. Cirrhosis  is  the  tenth  leading  cause 
of  death  in  the  United  States,  and  if  one 
includes  only  patients  beyond  age  forty-five, 
then  cirrhosis  moves  up  to  the  fourth  posi- 
tion. However,  cirrhosis  need  not  curtail 
longevity;  Sir  Winston  Churchill  lived  to 
be  ninety  years  old  with  cirrhosis;  he  died 
of  a stroke.  The  point  is  that  this  woman 
was  over  eighty  years  old  and  may  have 
had  many  concomitant  diseases,  neoplasm  in 
particular.  With  the  information  available, 
I cannot  exclude  hepatoma  or  pancreatic  or 
metastatic  disease.  These  are  all  probable 
additional  diagnoses. 

Question  : Can  we  exclude  pancreatic 

disease? 

Dr.  Cifarelli:  With  the  information 

available,  I cannot  rule  in  or  out  pancreatic 
disease.  The  elevated  level  of  blood  glucose 
may  relate  to  so-called  pancreatic  diabetes, 
and  this  would  increase  the  probability  of 
pancreatic  disease. 

Question  : What  about  the  47,000  white 
blood  cell  count? 

Dr.  Cifarelli:  This  elevated  blood  cell 

count  probably  relates  to  the  abdominal 
condition,  that  is  perforated  viscus  and/or 
peritonitis.  It  may  also  be  due  to  dissemi- 
nated tuberculosis.  Nursing  home  residents 
with  cirrhosis  are  prime  candidates  for  this 
complication. 

Dr.  Cifarelli’s  diagnoses 

1.  Hepatic  cirrhosis,  active,  ivith  hepatic 
coma,  splenomegaly,  ascites,  and  bleeding 
esophageal  varices 

2.  Bronchopneumonia 

3.  Peritonitis 

l.  Diabetes  mellitus 

Pathologic  discussion 

Zelma  Wessely,  M.D.*:  The  autopsy  on 

* Associate  Director  of  Pathology,  Queens  Hospital  Center. 


FIGURE  2.  Splenic  vein  showing  (A)  recent 
thrombus,  and  (B)  thrombus  filling  lumen  and 
old  organized  mural  thrombus  causing  irregular 
thickening  of  venous  wall. 


this  patient  revealed  several  interesting 
pathologic  entities,  some  related,  some  un- 
related, to  each  other;  the  most  important 
of  these  were  associated  with  the  liver, 
which  appeared  diminished  in  size.  Gross 
and  microscopic  findings  revealed  a florid 
cirrhosis  with  micronodulation,  fine  fibrosis, 
and  pseudolobule  formation  (Fig.  1).  As- 
sociated with  it  was  a marked  portal  vein 
hypertension. 

Probing  the  portal  vein  and  its  tribu- 
taries, we  found  fresh  and  organized  mural 
thrombi  in  the  portal  vein,  splenic  vein,  and 
in  the  mesenteric  superior  vein  (Fig.  2) . 

As  we  reached  the  hilum,  we  encountered 
a multichanneled  cavernous  structure  which 
had  replaced  the  original  lumen  of  the  por- 
tal vein  and  seemed  to  be  formed  by  a net- 
work of  fibrous  connective  tissue,  bridging 
lumina,  partly  occluded  by  mural  thrombi 
(Fig.  3). 

This  cavernous  transformation  of  the 
portal  vein  is  considered  by  most  authors 
to  be  an  acquired  anatomic  anomaly,  due 
to  earlier  thrombosis  and  with  unusually 
extensive  recanalization  of  the  portal  sys- 
tem.7-11 Cavernous  transformation  of  the 
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FIGURE  3.  Portal  vein  showing  (A)  cavernous  transformation  with  fresh  thrombus  in  lumen  of  main 
channel,  and  (B)  split  into  multichanneled  cavernous  structrure. 


portal  vein  leads  to  portal  hypertension  of 
great  severity,  which  in  turn  causes  sple- 
nomegaly, hypersplenism  with  anemia  and 
thrombocytopenia,  ascites,  and  necessitates 
the  formation  of  collaterals. 

Pick,  in  1909,  noted  two  types  of  collateral 
circulation  in  portal  vein  obstruction.9 

1.  Hepatofugal  which  is  found  typically 
in  intrahepatic  obstruction,  such  as  portal 
cirrhosis,  and  consists  of  esophageal  and 
hemorrhoidal  varices  or  collateral  at  other 
sites  of  portosystemic  proximity  and  at  the 
site  of  the  obliterated  fetal  circulation. 

2.  Hepatopetal  which  is  found  in  the  ac- 
cessory portal  veins  of  Sappey,  including 
veins  from  the  gallbladder,  lesser  omentum, 
diaphragm,  suspensory  ligament  of  the 
liver,  paraumbilical  veins,  and  vasa  vasorum 
of  the  portal  triad  structures. 

Our  patient  showed  both  hepatofugal  and 
hepatopetal  collaterals,  because  her  obstruc- 
tion was  intra-  as  well  as  extrahepatic. 

Klemperer7  in  reviewing  the  German  lit- 
erature, found  11  cases  of  adults  with  caver- 
nous transformation  of  the  portal  vein, 
whose  death  was  due  to  thrombosis  of  the 
superior  mesenteric  vein  with  subsequent 
hemorrhagic  infarction  of  the  intestine,  and 
8 patients  who  died  from  massive  hemor- 
rhage from  esophageal  varices. 

Simmonds8  reviewed  95  cases,  of  which 
40  showed  extrahepatic  obstruction  and  died 
of  intestinal  infarction.  Our  patient  was 
already  on  the  way  to  an  intestinal  infarc- 
tion; she  had  a fresh  thrombus  in  the  supe- 
rior mesenteric  vein ; but  she  also  had  sev- 
eral severe  bleeding  episodes  from  esopha- 
geal and  gastrointestinal  varices,  similar  to 


the  other  55  cases  reviewed  by  Simmonds 
(Fig.  4A). 

Our  patient’s  hematemesis  and  melena 
were  probably  augmented  by  a small  ulcer- 
ated glomus  tumor  of  the  stomach  antrum 
and  two  small  superficial  erosions  (Fig.  4B 
and  C). 

Glomus  tumors  occur  in  patients  of  all 
ages.  They  are  composed  of  a congery  of 
thick-walled  blood  vessels  with  nonmyeli- 
nated nerve  fibers  between  them.  The  ves- 
sels are  lined  by  endothelium  and  sur- 
rounded by  the  presence  of  several  layers  of 
cuboidal,  rounded,  or  spindle-shaped  cells. 
They  form  small  nodules  in  the  gastric  wall, 
sometimes  resembling  leiomyomas.  Ulcera- 
tion of  the  mucosa  may  lead  to  hemorrhage. 
Recent  electron  microscopic  studies  by  Mu- 
rad, Haam,  and  Murthy,12  Toker,13  and  Ven- 
katachalam  and  Greally14  have  shown  the 
relationship  of  the  glomus  cell  to  smooth 
muscle,  thus  separating  it  from  hemangio- 
pericytoma and  classifying  it  as  a spe- 
cialized smooth  muscle  tumor,  which  was 
probably  only  concerned  with  local  read- 
justment of  vascular  flow. 

Toward  the  end  of  her  hospital  period, 
an  acute  necrotizing  pancreatitis  developed 
with  extensive  fat  necrosis,  involving  peri- 
pancreatic  adipose  tissue,  omentum,  and 
mesentery,  which  contributed  to  her  death, 
and  which  may  be  an  explanation  for  the 
acute  abdominal  condition  which  the  patient 
experienced  eight  days  prior  to  death. 

Fat  necrosis  may  occur  alone  or  in  asso- 
ciation with  interstitial  pancreatitis  or 
hemorrhagic  necrosis  of  the  pancreas.  Fat 
necrosis  occurs  in  small  yellow-white  patches 
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FIGURE  4.  (A)  Esophageal  varices.  (B)  Small 

polypoid  glomus  tumor  protruding  from  stomach 
mucosa  with  one  minute  erosion,  and  (C)  con- 
gery  of  vascular  channels  separated  by  some- 
what spindle-shaped  cells. 

of  a few  millimeters  in  size,  adjacent  to  or 
on  the  surface;  but  in  acute  necrotizing 
pancreatitis  fat  necrosis  occurs  within  the 


FIGURE  5.  Low- 
power  view  show- 
ing fat  necrosis 
separating  pan- 
creatic lobules 
and  inflamma- 
tory cells  adja- 
cent to  area  of 
fat  necrosis. 


parenchyma  of  the  pancreas  and  is  sur- 
rounded by  a rim  of  polymorphonuclear 
leukocytes  ( Fig. 5) . 

In  a significant  number  of  cases,  there  is 
a past  or  present  history  of  gallstones  which 
was  also  present  in  our  patient.  If  death 
does  not  ensue,  acute  pancreatitis  may  heal 
by  liquefaction  of  the  necrotic  areas,  pseu- 
docyst formation,  and  fibrosis. 

A completely  unrelated,  but  nevertheless 
interesting  finding  in  our  patient  was  a 
small,  1-cm.  in  diameter,  peripheral  carci- 
noma, in  the  lower  lobe  of  the  left  lung  (Fig. 
6). 

Spencer15  quotes  Gray  and  Cordouver  de- 
scribing in  1929  what  they  considered  to  be 
early-stage  carcinoma  arising  from  alveolar 
ducts.  According  to  Whitwell,16  who  named 
these  lesions  “tumorlets,”  these  small  pe- 
ripheral growths  are  always  found  in  se- 
verely damaged  lungs,  often  in  association 
with  bronchiectasis.  Spencer15  makes  a 
point  of  distinguishing  a special  small  group 
of  peripheral  tumors  from  “tumorlets”  in 
general.  The  cells  in  these  tumors  are  in  a 
compact  arrangement.  They  are  not  a hy- 
perplastic response  of  bronchiolar  or  alveo- 
lar epithelium  to  damage  or  irritation,  since 
they  also  occur  in  lungs  which  are  not  dis- 
eased, and  they  may,  at  times,  cause  endo- 
crine disturbances.  He  therefore  relates 
them  to  the  carcinoid  adenomas  of  the  large 
bronchi.  The  tumor  in  our  patient’s  lung 
seems  to  belong  to  this  special  group  of 
peripheral  tumors.  Bensch.  Gordon,  and 
Miller1718  in  electron  microscopic  studies 


FIGURE  6.  (Left)  Respiratory 
epithelium  lifted  up  by  tumor. 
(Right)  High-power  view  show- 
ing “endocrine”  arrangement 
of  cells. 
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in  1965  found  cells  with  neurosecretory 
granules,  like  those  in  Kultschitzky  cells  of 
the  intestine,  in  normal  bronchial  glands 
and  in  carcinoid  tumors  of  the  larger  bron- 
chi. Gmelich,  Bensch,  and  Liebow  in  196719 
succeeded  in  finding  the  same  neurosecre- 
tory granules  in  bronchiolar  lining  cells 
and  in  some  small  peripheral  tumors,  thus 
clarifying  their  origin  and  relationship  to 
carcinoid  tumors  of  large  bronchi.  In  De- 
cember, 1968,  Bensch  et  al.20  found  22  pul- 
monary oat-cell  carcinomas,  containing  the 
same  neurosecretory  granules,  thus  estab- 
lishing a vital  link  between  peripheral  car- 
cinoid tumors,  carcinoid  adenomas  of  the 
large  bronchi,  and  oat-cell  carcinoma. 

Final  anatomic  pathologic  diagnoses 

1.  Cavernous  transformation  of  portal 
vein,  secondary  to  thrombosis  of  portal  vein; 
thrombosis  of  splenic  and  superior  mesen- 
teric veins  at  their  junction  with  the  portal 
vein 

2.  Cirrhosis  of  liver,  active,  with  moder- 
ate atrophy  of  liver  (1,000  Gm.) ; marked 
splenomegaly  (500  Gm.) ; bleeding  esopha- 
geal varices;  two  small  superficial  gastric 
erosions;  and  ascites  with  bilateral  hydro- 
thorax 

3.  Acute  necrotizing  pancreatitis  (termi- 
nal) with  extensive  fat  necrosis  (peripan- 
creatic  adipose  tissue,  omentum,  and  mesen- 
tery); and  cholelithiasis 

J+.  Ulcerated  glomus  tumor  in  gastric  an- 
trum 

5.  Peripheral  carcinoid  tumor  of  loiver 
lobe  of  the  left  lung 
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QUESTION  73.  The  patient  was  a seventy-eight-year-old  male  admitted  with  a fractured  hip. 
There  was  no  history  of  previous  heart  disease.  What  is  the  interpretation? 
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QUESTION  74.  What  is  the  interpretation  of  this  tracing? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  73.  The  rhythm  is  regular  sinus. 
There  is  an  intraventricular  conduction  de- 
fect, and  the  QRS  measures  0.12  second.  A 
small  r wave  is  present  in  lead  I and  a deep 
S wave  in  leads  II  and  III,  indicating 
marked  left  axis  deviation  (mean  electrical 
axis  equals  minus  45  degrees).  There  is  an 
abnormal  Q wave  followed  by  a prominent  R 
wave  in  leads  Vj  through  V4  and  a QS  pat- 
tern in  V5.  The  T wave  is  inverted  in  V, 
through  V4  with  the  S-T  segment  slightly 
elevated.  The  patient  has  an  anteroseptal 
myocardial  infarct  of  indeterminate  age. 
This  pattern  was  stable  on  serial  tracings. 
Therefore,  there  was  no  contraindication  to 
surgery.  Persistent  S-T  segment  elevations 


with  abnormal  Q waves  are  often  indicative 
of  a ventricular  aneurysm.  A small  r wave 
in  lead  I with  a deep  S in  leads  II  and  III 
may  also  occur  with  ventricular  aneurysm. 

Question  74.  In  the  upper  strip  the 
rhythm  is  irregular  and  slow.  The  P-R  in- 
terval of  the  first  three  beats  is  0.16  second. 
P waves  4,  5,  and  6 are  inverted,  and  the  P-R 
interval  is  0.12  second.  The  seventh  P wave 
is  diphasic,  the  eighth  is  upright,  and  the 
ninth  is  inverted.  Such  P-wave  changes 
are  due  to  wandering  of  the  atrial  pace- 
maker from  the  sinus  node  into  a lower 
atrial  focus.  While  often  seen  in  patients 
with  heart  disease  or  on  digitalis,  it  may 
occur  in  normal  young  individuals.  The 
seventh  beat  is  a premature  beat,  which  may 
represent  either  an  atrial  premature  con- 
traction or  a shifting  pacemaker.  In  the 
lower  strip  beats  2 and  8 are  premature. 
After  each  premature  beat  the  rhythm  re- 
verts to  sinus  bradycardia  as  the  pacemaker 
returns  to  the  sinoatrial  node. 


Antituberculosis  drugs  cut 
hospital  stays 

A recent  three-year  study  of  57  patients 
shows  that  the  life-saving  antitubereulosis 
drugs  eliminate  the  need  to  isolate  many  tuber- 
culosis patients  in  sanatoriums  for  prolonged 
periods  of  intensive  daily  chemotherapy  of  a 
year  or  longer.  Hospitalizations  as  short  as 
two-and-a-half  months  may  prove  adequate 
when  they  are  reinforced  by  effective  post- 
hospital, intermittent,  twice-weekly  treatment 
programs  which  employ  the  same  drugs  in  high 
dosages,  report  G.  D.  Onstad,  J.  Sbarbaro,  and 
L.  Rotenberg  in  Amer.  Rev.  Resp.  Dis.  101:  258 
(Feb.)  1970. 

All  56  patients  were  treated  initially  in  a 
general  hospital  with  daily  doses  of  a combina- 
tion of  drugs,  most  often  isoniazid  and  strepto- 
mycin, until  one  or  more  sputum  cultures 
showed  the  sputum  to  be  void  of  tubercle  bacilli. 
Forty  patients  were  released  from  the  hospital 


in  less  than  two-and-a-half  months.  Average 
stay  for  16  other  patients  was  approximately 
seven  months. 

Of  the  32  patients  who  completed  the  eighteen 
month  outpatient  chemotherapeutic  program, 
only  one  had  relapsed.  He  was  hospitalized 
with  active  disease  within  eight  months  of  out- 
patient treatment.  This  single  treatment  fail- 
ure could  be  attributed  to  extreme  irregularity 
of  treatment.  The  thirty-three-year-old  chroni- 
cally alcoholic  patient  was  particularly  unco- 
operative and  missed  10  of  the  first  23  ambula- 
tory treatments.  Six  patients  in  the  study  have 
died  from  other  causes.  The  remaining  18  still 
undergoing  intermittent  therapy  are  free  of  ac- 
tive tuberculosis. 

The  failure  of  patients  to  take  medicine  in- 
creases risk  of  treatment  failure  and  the  emer- 
gence of  drug-resistant  tubercle  bacilli.  This 
remains  one  of  the  major  obstacles  to  the  cure 
of  tuberculosis.  “It  is,  therefore,  of  primary 
importance  that  facilities  caring  for  ambulatory 
patients  ensure  that  the  prescribed  medications 
are  actually  ingested,”  the  authors  emphasize. 
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.4  series  of  reviews  dealing 
with  research  background  and 
clinical  experience  with  drugs 


Quarterly  Review  of  Drugs 


Drug  Information 
for  the  Physician 

PAUL  DE  HAEN 
New  York  City 

President,  Paul  de  Haen,  Inc. 

P ROBABLY  ONLY  THOSE  CONCERNED  with 
drug  studies  and  drug  evaluation  realize  the 
enormous  amount  of  intellectual  effort  that 
goes  into  preparing  a new  di'ug  for  use  by 
the  physician.  But  the  many  scientific  dis- 
ciplines involved,  the  innumerable  pages  of 
laboratory  and  clinical  records,  and  the 
thousands  of  words  written  all  end  up  in  a 
two-page  package  insert.  It  is  written 
chiefly  in  the  style  of  a recipe  without  con- 
sideration for  the  pi’oblem  of  the  individual 
patient  to  be  treated,  the  alternative  drugs 
available,  or  the  disease  to  be  ameliorated. 

Is  this  what  the  physician  is  looking  for 
when  confronted  with  a patient  in  his  of- 
fice? This  was  the  question  that  was  raised 
at  a two-day  symposium  on  drug  informa- 
tion for  the  medical  profession  held  by  the 
Drug  Information  Association  on  January 
19  and  20,  1970,  in  Washington,  D.C.1 
This  symposium  did  not  provide  a clear 
answer  to  all  questions  raised,  but  it  revealed 
that  the  physician  and  the  patient  are  en- 
titled to  better  access  to  available  data  and 
that  the  problem  of  adequate  drug  informa- 
tion is  complex.  Drug  information  needs  re- 
current review,  because  our  knowledge  of 
physiologic  and  disease  processes  is  under- 
going constant  revision  and  expansion.  A 
drug  may  be  perfectly  acceptable  today  but 
may  become  unacceptable  tomorrow.  Drug 
information  can  never  be  static  in  its  con- 
tents and  its  method  of  presentation;  both 
require  frequent  updating. 


One  of  the  main  purposes  of  the  sympo- 
sium held  in  Washington  was  to  show  the 
sequence  of  evolution  of  drug  information 
from  one  investigational  stage  to  another. 
What  does  each  investigator  learn  from  the 
work  carried  out  by  his  predecessor,  and 
how  much  of  the  multitude  of  information 
collected  is  useful  to  the  medical  practi- 
tioner? 

Laboratory  and  early  human  studies 

This  session  was  moderated  by  Karl  H. 
Beyer,  Ph.D.,  senior  vice  president  for  re- 
search of  Merck  Sharp  & Dohme,  who  has 
had  a great  deal  of  experience  in  the  develop- 
ment of  drugs.  P.  L.  Perlman,  Ph.D.,  direc- 
tor of  biological  research  of  the  Schering 
Corporation,  pointed  out  that  animal  phar- 
macology-toxicology data  must  be  designed 
in  such  a manner  that  the  resulting  infor- 
mation is  useful  to  the  clinical  pharmacolo- 
gist. Studies  in  comparative  species  on  ab- 
sorption and  excretion  are  useful  for  the 
guidance  they  may  offer  as  a possible  source 
of  variability  in  human  subject  response  to 
a drug.  However,  one  must  keep  in  mind 
that  one  of  the  most  frequent  causes  of 
eventual  failure  of  a prospective  therapeutic 
agent  is  that  it  may  not  be  as  well  absorbed 
in  man  following  oral  administration  as  was 
the  case  in  the  laboratory  animal. 

More  important  than  establishing  the 
median  lethal  dose  is  the  carrying  out  of 
subacute  and  chronic  toxicity  tests  in  two 
or  three  species  of  animals.  Such  observa- 
tions tell  us  something  about  the  way  in 
which  a drug  can  act  as  a poison,  and  this 
is  what  the  practicing  physician  has  to 
know.  The  data  collected  during  animal 
testing  are  numerous  and  frequently  require 
the  aid  of  computer  methods  to  present  all 
pertinent  correlations  which  permit  conclu- 
sive judgment. 

There  is  a need  for  a close  relationship 
between  the  laboratory  scientist  and  the 
clinical  pharmacologist,  and  all  producers  of 
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drugs  are  attempting  to  provide  the  latter 
with  as  many  detailed  data  on  animal  ex- 
periments as  he  may  require.  Studies  con- 
cerning the  initial  introduction  of  a new 
drug  to  man,  so-called  phase  1 studies,  were 
described  by  John  A.  Oates,  M.D.,  associate 
professor  of  pharmacology  and  medicine, 
Vanderbilt  University,  Nashville,  Tennessee. 
Such  investigation  covers  toxicity,  metabo- 
lism, absorption,  elimination,  pharmacologic 
action,  and  the  safe  dosage  range. 

Measuring  plasma  levels  in  relationship  to 
time  of  administration  and  the  determina- 
tion of  the  half-life  of  the  drug  with  isotope 
technics  leads  to  knowledge  of  pharmacoki- 
netics with  data  on  dose  dependency.  Such 
knowledge  is  needed  by  future  investigators 
and  the  physician  so  that  logical  dose  reg- 
imens can  be  established.  It  is  debatable 
how  much  we  have  to  learn  about  the  metab- 
olism of  a new  agent  in  the  early  clinical 
studies,  always  keeping  in  mind  that  ex- 
ploration in  the  animal  cannot  be  predictive 
on  the  route  of  metabolism  in  man.  On  the 
other  hand,  the  fate  of  antiarrhythmic  drugs 
should  be  studied  extensively  in  the  very 
earliest  phase  of  human  investigation  be- 
fore beginning  multiple-dose  studies. 

What  is  the  clinical  investigator  to  report 
for  future  consideration?  A summary  of 
the  usual  and  expected  findings  is  obvious. 
But  there  must  also  be  emphasis  and  ex- 
planation of  unusual  observations  with  am- 
ple detail  to  lay  the  basis  for  elucidating  the 
relationship  between  an  unusual  finding  and 
possible  drug  effect.  Information  is  a two- 
way  street.  The  prescriber  of  drugs  must 
also  have  a forum,  so  well  provided  in  the 
British  journals  in  the  form  of  a “Letter 
to  the  Editor,”  by  calling  attention  to  an 
unusual  effect  of  a drug,  adverse  or  salutary. 
The  first  observation  of  this  nature  may  be 
called  a “nonfact”  until  it  becomes  estab- 
lished through  observations  by  other  scien- 
tists. The  first  case  of  birth  defect  second- 
ary to  thalidomide  was  a nonfact,  as  was 
the  first  recording  of  an  antiarrhythmic  ef- 
fect of  diphenylhydantoin. 

As  a practicing  physician,  Herbert  Tanen- 
baum,  M.D.,  suggested  that  greater  effort 
must  be  made  to  provide  information  on  the 
clinical  pharmacology  of  a drug,  so  that  it 
reaches  the  whole  community  of  medical 
practice  and  not  merely  those  who  are  study- 
ing medicine  today  or  are  interns  or  resi- 
dents in  the  hospital  where  they  receive  spe- 


cial training  courses.  A physician  is  not 
impressed  by  reports  on  the  use  of  a drug  in 
a small  number  of  patients  since  such  re- 
ports have  little  statistical  validity.  More 
and  more  he  is  using  his  own  experience  as  a 
guide.  In  the  literature  that  reaches  the 
physician,  side  and  adverse  effects  are  fre- 
quently overstressed.  Many  of  these  are 
present  in  the  patient  who  seeks  the  physi- 
cian’s help.  Listing  a large  number  of  reac- 
tions may  either  frighten  the  physician  or 
effect  an  overkill  so  that  little  attention  is 
paid  to  the  complete  list. 

Large-scale  trial 

Determination  of  the  efficacy  of  a drug 
requires  its  use  in  a large  number  of  pa- 
tients. This  may  end  up  in  a truckload  of 
data  that  has  to  be  shipped  to  the  FDA 
(Food  and  Drug  Administration)  for  eval- 
uation. Henry  W.  Elliott,  M.D.,  chairman  of 
the  Department  of  Medical  Pharmacology, 
University  of  California,  Irvine  California 
College  of  Medicine,  Orange,  California, 
chaired  this  session  which  was  concerned 
with  collecting  the  required  data  and  cutting 
them  down  to  reasonable  proportion  for 
elucidation  of  the  medical  practitioner. 

Frederick  Wolff,  M.D.,  director  of  re- 
search and  professor  of  medicine,  and  head, 
Division  of  Clinical  Pharmacology,  George 
Washington  University  and  Washington 
Hospital  Center,  Washington,  D.C.,  touched 
on  some  of  the  communication  problems  that 
arise  in  the  large-scale  clinical  investiga- 
tion of  drugs,  so-called  phase  2 studies. 
“There  is  lack  of  balance  between  the  enor- 
mous power  and  know-how  of  the  pharma- 
ceutical industry  and  the  small  amount  of 
drug  research  within  the  university,  and 
there  is  little  interplay  between  them.” 
Switzerland  represents  an  exception  in  this 
regard.  Large-scale  clinical  trials  require 
a systematic  approach  for  organization. 
Side-effects  or  unusual  actions  observed  in 
one  institution  must  immediately  be  con- 
veyed to  all  others  studying  the  drug.  In 
some  instances  research  with  the  same  drug, 
promoted  by  several  sponsors,  has  been  in- 
effective because  vital  information  supplied 
by  each  has  differed  and  has  confused  in- 
vestigators. The  investigator  writing  his 
report  for  publication  does  not  always 
phrase  his  conclusions  in  such  a manner  that 
it  guards  the  future  prescriber  of  the  drug 
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against  possible  dangers  and  limitations  of 
the  drug’s  activity. 

As  George  M.  Sisson,  Ph.D.,  director  of 
scientific  and  regulatory  affairs  of  the  Mead 
Johnson  Research  Center,  Evansville, 
Indiana,  explained,  organizing  data  for  an 
NDA  (new  drug  application)  requires 
supervision  by  a scientifically  trained  and 
experienced  person  with  an  advanced  de- 
gree. Aside  from  compiling  data  on  chem- 
istry, formulation,  pharmacology,  and 
quality  control,  the  clinical  protocols  are 
probably  the  single  most  important  factor  in 
the  project.  They  must  be  carefully  de- 
signed to  yield  data  for  clinical  judgment. 
Many  information  technics  are  applied  in  the 
preparation  of  the  NDA  so  that  the  reader 
is  “able  to  follow  a given  patient  easily  from 
completed  case  report  form  (there  may  be 
several  thousand)  to  summary  table (s),  to 
the  written  analysis,  to  the  expanded  sum- 
mary. Also  starting  from  the  other  end  he 
should  be  able  quickly  to  refer  back  to  the 
original  completed  case  report  form.”  This 
is  a formidable  undertaking,  requiring  in- 
genuity in  communication  science. 

A discussion  of  the  manufacturer’s  evalua- 
tion of  data  for  an  NDA  by  Joan  Giambalvo, 
M.D.,  associated  director  of  clinical  investi- 
gation, Smith  Kline  & French  Laboratories, 
suggested  that  such  an  application  may  con- 
tain data  which  are  useful  for  the  drug’s 
application  but  which  are  hidden  in  in- 
dividual clinical  reports  and  are  not  always 
brought  to  the  surface.  Use  of  the  drug  in 
various  age  groups  or  its  safety  in  certain 
disease  conditions,  each  too  small  by  each 
investigator,  can  be  compiled  by  computer- 
ized methods  into  meaningful  information. 
I have  always  maintained  that  the  practic- 
ing physician  should  be  given  greater  access 
to  the  summary  of  data  compiled  in  an  NDA. 
These  are  much  more  comprehensive  and 
impressive  than  information  put  into  the 
strait  jacket  of  a package  insert.  Dr.  Giam- 
balvo also  found  that  it  may  be  a frustrating 
experience  to  find  that  simple  arithmetic  in 
clinical  reports  is  inaccurate  and  that  such 
reports  require  constant  checking  and  re- 
construction before  they  can  be  passed  on 
to  the  FDA,  again  a lack  in  adequate  infor- 
mation transfer. 

Some  people  seem  to  have  gained  the  im- 
pression that  the  package  insert  that  de- 
scribes the  action  and  uses  of  a new  drug 
has  been  written  by  the  staff  of  FDA.  This 


is  not  the  case  at  all.  William  J.  Gyarfas, 
M.D.,  acting  director,  Office  of  New  Drugs, 
Bureau  of  Drugs,  Food  and  Drug  Adminis- 
tration, reiterated  that  it  is  the  manufac- 
turer’s burden  not  only  to  prove  safety  and 
efficacy  of  a new  drug  or  of  new  uses  of  an 
already  approved  drug  but  also  to  prepare 
the  text  of  the  package  insert,  which  is,  of 
course,  subject  to  revision  by  the  FDA. 
“If  a doctor  exercises  a judgment  to  pre- 
scribe a drug  outside  the  limits  of  the  pack- 
age insert,  he  should  be  aware  that  the 
scientific  basis  for  doing  so  has  not  been 
established  by  data  submitted  to  the  FDA 
and  the  legal  responsibility  lies  with  the 
physician  under  civil  law.”  The  future  of 
the  package  insert  is  a subject  of  serious 
discussion  throughout  the  medical  com- 
munity. According  to  Dr.  Gyarfas  the  staff 
of  the  FDA  believes  that  the  basic  purposes 
of  the  package  insert  might  be  divided  into 
three  categories.  (1)  adequate  information 
to  the  physician  for  safe  and  effective  use 
of  the  drug,  (2)  education  of  the  physician 
regarding  a specific  drug,  and  (3)  factual 
basis  and  limitations  for  promotion  of  the 
drug  to  the  medical  profession. 

That  the  information  contained  in  the 
package  insert  will  not  guard  the  physician 
against  surprises  in  drug  therapy  was  em- 
phasized by  Philipp  Frohman,  M.D.,  a prac- 
ticing physician.  Although  the  pharmaco- 
logic and  toxicologic  response  to  a particular 
drug  is  highly  predictable  when  applied  to 
a population,  it  is  highly  variable  from  in- 
dividual to  individual.  It  is  not  possible  be- 
forehand to  say  who  will  and  who  will  not 
react  in  a particular  way.  Although  the 
literature  received  by  the  physician  pertain- 
ing to  new  drugs  is  more  explicit,  more 
honest,  and  more  encompassing  than  ever  be- 
fore, it  still  can  provide  only  a general  indi- 
cation of  the  drug’s  action. 

Colloquy  with  editors 

Since  the  physician  receives  part  of  his 
drug  information  through  articles  published 
in  medical  journals,  it  seemed  appropriate 
to  have  editors  discuss  their  problems  in  re- 
viewing manuscripts  and  their  standards  for 
accepting  reports  on  drugs  for  publication. 
This  colloquy  was  presided  over  in  an  able 
and  entertaining  fashion  by  Dr.  F.  Peter 
Woodford,  director,  Editor  Training  Pro- 
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gram,  The  Rockefeller  University,  New 
York  City.  Other  participants  were: 

Arthur  Kallet,  executive  director,  The  Medi- 
cal Letter 

David  Frost,  Ph.D.,  science  editor,  Squibb 
Institute  for  Medical  Research 

Wallace  E.  Herrell,  M.D.,  editor-in-chief, 
Clinical  Medicine 

Hugh  H.  Hussey,  M.D.,  editor,  Journal  of  the 
American  Medical  Association 

Edmund  J.  Huth,  M.D.,  editor,  Annals  of  In- 
ternal Medicine 

Winifred  Sewell,  head,  Drug  Literature  Pro- 
gram, National  Library  of  Medicine 

Alfred  Soffer,  editor-in-chief,  Diseases  of  the 
Chest 

Editors,  too,  are  concerned  with  quality 
control  of  the  product  they  put  out.  This 
applies  to  experimental  design  of  investiga- 
tions of  drug  action,  drug  nomenclature, 
and  article  presentation.  Mr.  Kallett  cited 
several  examples  of  experimental  design 
which  became  obvious  only  on  detailed  analy- 
sis. In  one  study  with  490  trials  of  drugs 
used  in  depression,  there  were  356  instances 
in  which  no  reference  was  made  to  the 
severity  of  depression,  and  in  269  cases  the 
length  of  therapy  was  omitted.  Such  in- 
complete data  do  not  permit  any  valid  con- 
clusions. In  another  instance  the  patients 
receiving  the  placebo  were  of  an  older-age 
group  and  therefore  at  greater  risk  and 
generally  more  seriously  ill  than  the  pa- 
tients receiving  the  drug.  Such  experi- 
mental design  offers  no  valid  comparison. 

Dr.  Hussey  pointed  out  that  protection  of 
the  reader  depends  in  great  part  on  having 
a good  stable  of  consultants  who  know  the 
field  and  who  can  make  critical  comments. 
The  Journal  of  the  American  Medical  As- 
sociation has  for  a number  of  years  sent  out 
to  competent  biostatisticians  all  articles  in 
which  there  is  any  question  of  experimental 
design.  Dr.  Soffer  stated  that  his  present 
rejection  rate  is  97  per  cent  before  revision. 
Thus  almost  every  article  is  returned  with 
the  comments  of  the  reviewer.  This  pro- 
tects the  clinician  and  the  patient.  Dr.  Huth 
believed  that  a checklist  that  would  remind 
reviewers  of  the  elements  of  good  evidence 
is  a good  idea  and  should  be  pursued.  But 
when  he  intimated  that  readers  might  be 
served  and  investigators  educated  if  articles 
were  sometimes  published  with  editorial 
comment  as  to  the  limitations  of  the  design 
in  the  report  as  published  and  to  indicate 
reasons  why  failure  of  perfect  design  in  the 


study  was  not  necessarily  disqualifying,  it 
was  recommended  that  he  provide  himself 
with  a bulletproof  vest. 

Dr.  Herrell  opposed  the  frequently  fol- 
lowed practice  of  selecting  manuscripts  on 
the  basis  of  the  pedigree  of  the  investigator. 
If  this  practice  were  followed  universally, 
it  would  prevent  some  very  fine  manuscripts 
from  being  published.  The  subject  of  drug 
nomenclature  was  widely  discussed.  It 
seemed  the  consensus  that  the  reader  would 
be  served  best  by  listing  the  accepted  generic 
name  together  with  either  the  trademark  or 
the  manufacturer  producing  the  drug. 
Exact  identification  of  the  source  of  the 
drug  used  in  a given  study  has  become  of 
paramount  importance.  It  was  also  stated 
that  there  was  room  for  more  informative 
titles.  My  office  is  currently  adding  thou- 
sands of  annotations  to  the  listing  of  titles 
to  give  the  reader  a better  comprehension 
of  the  article’s  contents.  But  it  is  not  easy 
to  write  an  annotation.  It  can  be  done  only 
after  reading  the  whole  article  and  not  by 
abbreviating  the  abstract.  The  editors 
agreed  that  there  is  room  for  experimenta- 
tion in  the  presentation  of  data  so  that  they 
will  become  more  reliable  and  of  greater 
use  to  the  reader.  All  of  this  takes  effort, 
time,  and  perspicacity. 

Drug  compendia 

A great  deal  has  been  written  about  the 
need  for  a comprehensive  drug  compendium. 
There  are  those  who  want  us  to  believe  that 
such  a compendium  will  make  drug  therapy 
for  the  physician  as  easy  as  baking  a pie. 
The  truth  is  far  from  that,  as  every  house- 
wife has  found  out,  because  nature  does  not 
always  behave  the  way  we  think  it  should. 
There  has  been  far  too  much  discussion 
about  the  format  of  a new  compendium,  how 
many  drugs  it  should  list,  who  is  going  to 
prepare  it,  who  is  going  to  receive  it,  and 
who  is  going  to  pay  the  bill.  We  have  paid 
too  little  attention  to  what  its  contents 
should  be  and  what  information  will  help 
the  physician  in  prescribing  drugs  without 
his  being  put  into  a legal  bind. 

Essentially  we  have  today  three  types  of 
compendia:  (1)  the  selling  tool  as  repre- 

sented by  the  Physicians’  Desk  Reference, 
(2)  the  listing  of  drug  action  and  uses  as 
given  in  the  American  Hospital  Formulary 
Service  and  the  Modern  Drug  Encyclopedia, 
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and  (3)  the  teaching  aid,  hopefully  to  be 
found  in  the  American  Medical  Association 
Drug  Evaluation,  soon  to  be  published. 

There  was  a lively  discussion  on  the  vari- 
ous aspects  of  a drug  compendium  at  the 
meeting  of  the  Drug  Information  Associa- 
tion which  was  guided  by  Harry  F.  Dowling, 
M.D.,  of  the  University  of  Delaware,  New- 
ark, Delaware.  John  Adriani,  M.I).,  chair- 
man of  the  Council  on  Drugs  of  the  Ameri- 
can Medical  Association,  explained  how  the 
new  American  Medical  Association  Drug 
Evaluations  (ADE)  will  describe  drugs  in 
90  therapeutic  chapters.  Only  drugs  that 
are  in  general  use  today  will  be  included. 
If  there  are  several  drugs  of  similar  action, 
recommendations  will  be  made  relative  to 
preference.  Combination  drugs  will  simply 
be  listed  without  any  recommendation.  This 
new  book  may  be  much  more  informative 
than  other  compendia  and  thereby  provide 
educational  opportunities. 

Henry  Kissman,  M.D.,  director,  science 
information  facility  of  the  Food  and  Drug 
Administration,  described  the  development 
of  the  National  Drug  Code  system  and  its 
eventual  impact  on  the  prescribing  habits  of 
the  physician.  This  code  today  lists  18,000 
drug  products  made  by  250  pharmaceutical 
companies.  Although  at  present  it  is  un- 
likely that  physicians  will  use  drug  codes  in 
prescribing,  the  code  will  be  used  eventually 
for  identifying  drugs  specified  by  the  physi- 
cian for  the  pharmacist  to  dispense.  Re- 
imbursement claims  under  insurance  plans 
will  be  eased.  The  code  will  appear  on  each 
tablet  or  capsule,  and  identification  of  drugs 
taken  previously  by  a new  patient  will  be 
simplified.  The  code  also  offers  a listing  of 
drugs  by  manufacturer  which  will  aid  the 
physician  in  assuring  that  his  patient  re- 
ceives the  brand  he  has  chosen. 

Drug  information  centers 

Since  drug  therapy  has  become  complex 
and  adequate  information  on  drugs  is  not 
always  readily  accessible,  a new  group  of 
specialists  is  developing  who  make  it  their 
aim  to  keep  up-to-date  on  drug  therapy  and 
provide  the  physician  answers  to  specific 
questions  he  may  raise  in  regard  to  effective- 
ness and  safety  of  therapy.  An  increasing 
number  of  such  “centers  of  wisdom”  are 
coming  into  being  and  are  gaining  the  re- 
spect of  the  medical  profession  they  serve. 


As  Leonard  Sigell,  Ph.I).,  director  of  drug 
information,  division  of  Experimental  Phar- 
macology, University  of  Cincinnati  College 
of  Medicine,  explained  in  his  introductory 
remarks  to  this  session,  a drug  information 
center  may  be  associated  with  the  hospital 
of  a medical  school,  a community  hospital,  a 
school  of  pharmacy,  a medical  society,  or  be 
part  of  the  obligation  of  a pharmaceutical 
manufacturer  to  the  medical  community. 

As  M.  Patricia  Moynahan  of  the  Drug  In- 
formation Center,  University  of  Kentucky, 
described,  drug  information  centers  are  not 
concerned  merely  with  answering  inquiries 
from  physicians;  they  also  collect  informa- 
tion on  clinical  drug  experience  within  an  in- 
stitution and  monitor  the  incidence  of  ad- 
verse effects  observed  w'ith  drugs.  Answer 
to  questions  received  must  be  tailored  to  the 
specialty  of  the  questioner  who  may  be  a bio- 
chemist, a general  practitioner,  or  the  chair- 
man of  the  pharmacy  and  therapeutics  com- 
mittee. 

Robert  E.  Pearson,  at  the  Michigan  drug 
information  center,  University  of  Michigan, 
Ann  Arbor,  Michigan,  presented  data  on  who 
is  asking  questions  regarding  drug  therapy 
and  what  type  of  information  is  requested. 
Seventy-four  per  cent  of  the  questions  came 
either  directly  or  indirectly  from  physicians. 
They  included  attending  staff,  residents,  and 
interns  at  the  hospital.  The  type  of  ques- 
tions asked  were  in  the  following  order  of 
frequency:  adverse  reactions,  toxicity, 

side-effects,  dosage,  metabolism,  availability, 
identification,  and  therapeutic  use.  Almost 
79  per  cent  of  the  questions  could  be  an- 
swered within  thirty  minutes.  About  4 per 
cent  of  the  questions  could  not  be  answered 
for  reasons  over  which  the  information  cen- 
ter had  no  control. 

The  American  Medical  Association  has  for 
many  years  maintained  an  information  cen- 
ter for  physicians.  Thomas  H.  Hayes,  M.D., 
director,  department  of  drugs,  explained 
that  of  more  than  800  queries  received  each 
year,  75  per  cent  came  from  physicians. 
The  largest  number  of  questions  were  cate- 
gorized as  side-effects  having  been  caused 
by  a specific  drug  and  the  use  of  a specified 
drug  for  a specified  disorder. 

The  manufacturer,  too,  receives  many 
questions  from  physicians.  The  most  im- 
portant come  from  the  physician  who  has  a 
patient  with  a serious  toxic  reaction.  M.  J. 
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Schiffrin,  Ph.D.,  director  of  drug  regulatory 
affairs  of  Hoffmann-La  Roche,  Inc.,  stated 
that  his  firm  and  most  others  have  arrange- 
ments for  answering  such  questions  on  a 
twenty-four-hour  basis.  A special  medical 
staff  is  always  available  to  answer  telephone 
calls. 

Many  of  the  drug  information  centers 
associated  with  hospitals  are  staffed  by 
pharmacists  who  have  special  training  in 
handling  drug  information  and  are  well 
equipped  to  ferret  out  answers  to  the  ques- 
tions raised. 

At  another  conference  on  drug  informa- 
tion for  the  health  professions,  held  in  June, 
1967,  in  Princeton,  New  Jersey,  under  the 
auspices  of  the  Interdisciplinary  Communi- 
cations Program  of  The  New  York  Academy 
of  Sciences,  Irving  S.  Wright,  M.D.,  of  Cor- 
nell University-New  York  Hospital  Center, 
added  the  following  queries  commonly  asked 
as  being  of  importance  to  the  physician2: 
The  physician  wants  to  know  how  the  drug 
works  and  what  its  mechanism  of  action  is. 
He  also  wants  to  know  how  rapidly  the  drug 
works  and  how  long  its  action  continues,  so 
that  overlapping  of  action  can  be  avoided. 
He  wants  to  know  what  the  relationship  of 
the  therapeutic  dose  is  to  the  toxic  dose,  the 
risk  of  acute  sensitivity  reactions,  and  the 
long-term  hazards  on  the  basis  of  gradually 
accumulated  toxicity.  He  is  interested  in 
what  family  a particular  drug  belongs  so 
that  he  can  compare  its  action  with  other 
drugs  he  knows.  He  wants  to  know  how  the 
drug  is  affected  by  simultaneous  adminis- 
tration of  other  drugs  and  whether  or  not 
its  action  is  enhanced  or  suppressed. 

Future  of  drug  information 

Anyone  having  attended  the  conference  on 
“Drug  Metabolism  in  Man,”  held  by  The 
New  York  Academy  of  Sciences  in  June, 
1970,  in  New  York  City,  will  have  sensed 
that  in  the  future  the  physician  will  be  ex- 
pected to  receive  much  more  comprehensive 
information  on  drugs  than  has  been  offered 
to  him  in  the  past.  This  conference  was  at- 
tended by  the  cream  of  clinical  pharmacolo- 
gists who  presented  their  latest  findings. 
The  still  relatively  new  science  of  determin- 
ing drug  metabolism  may  show  a clearer  pic- 
ture of  drug  effect  on  disease  than  we  pos- 
sess today. 


The  physician  will  also  be  expected  to  be- 
come much  more  circumspect  in  his  prescrib- 
ing of  drugs.  Therapy  may  have  to  be  ti- 
trated to  each  patient,  using  doses  per  body 
weight  and  determining  plasma  levels  at 
specified  intervals  to  vary  timing  of  dose 
and  to  control  effectiveness  and  safety  of 
therapy.  Drug  interaction  as  a possible 
danger  to  the  patient  will  have  to  be  con- 
sidered with  much  greater  care.  Enzyme 
induction  produced  by  some  drugs,  both 
salutary  and  damaging,  will  have  to  be 
watched.  In  short,  the  physician  will  be 
given  more  information  on  drugs  which 
will  not  make  drug  therapy  easier  to  handle 
but  will  make  it  more  effective  and  safe. 
Drug  therapy  will  become  more  disease- 
oriented  than  it  has  been  in  the  past,  but 
this  can  be  achieved  only  if  we  know  more 
about  the  drug’s  metabolism  in  normal  and 
diseased  organisms.  Cairncross3  of  the 
School  of  Biological  Sciences,  Macquarie 
University,  Australia,  has  recently  sug- 
gested that  “academic  and  industrial  re- 
search must  aim  at  greater  drug  specificity. 
To  achieve  this  more  research  must  be  un- 
dertaken into  the  basic  disease  process.” 
During  a discussion  at  the  Princeton  con- 
ference on  how  to  provide  the  physician 
with  adequate  information  on  adverse  effects 
of  a drug  without  making  him  read  a 
treatise,  the  following  dialogue  developed 
between  Chauncey  D.  Leake,  M.D.,  of  the 
University  of  California  Medical  School  in 
San  Francisco  and  Irving  S.  Wright,  M.D.: 

Dr.  Leake:  You  would  admit  that  it  is 

the  physician’s  responsibility  to  evaluate  the 
risk  of  the  drug  against  the  risk  of  disease? 

Dr.  Wright:  Yes,  but  the  point  is  that 

he  is  being  placed  in  the  position  of  a judge 
making  a decision  in  the  absence  of  adequate 
evidence. 

Should  we  not  all  strive  to  make  greater 
efforts  to  provide  this  evidence  to  the  physi- 
cian so  that  justice  can  be  offered  to  the 
suffering  patient?  That  is  what  drug  in- 
formation is  about. 
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History  of  Medicine 


Doctors  and  Democracy 

New  York  Physicians  in  the 
Canadian  Rebellion,  1837 

EUGENE  P.  LINK,  PH.D. 
Plattsburgh,  New  York 

Professor  of  History,  State  University  of  New  York 
College  of  Arts  and  Science 

I F ONE  WOULD  INTEGRATE  the  medical  his- 
tory of  the  United  States  with  its  social 
history,  the  result  obviously  would  be  a 
social  history  of  medicine.  This  combina- 
tion, the  study  of  the  physician  as  both 
practitioner  and  citizen,  introduces  new 
viewpoints  which  may  be  salutary  to  medi- 
cine and  certainly  of  impelling  interest  to 
the  historian  of  the  professions. 

In  the  first  place,  whether  history  has 
recognized  the  fact  or  not,  the  physician 
has  always  been  a citizen  and  has  always 
played  the  roles  in  society  of  scientist  and  of 
citizen.  Some  have  participated  in  com- 
munity matters  more  than  others.  The  de- 
gree and  quality  of  participation  would  seem 
to  be  the  issue.  Second  the  social  approach 
to  medical  history  exposes  the  whole  man  to 
the  reader.  Only  a portion  of  the  masked 
surgeon  is  excising  skillfully  a brain  tumor 
or  suturing  neatly  after  performing  an  ab- 
dominal surgical  procedure.  J.  Marion 
Sims,  M.D.,  is  only  partially  known,  when 
history  tends  to  write  only  of  his  medical 
training  and  experience  and  his  success  at 
home  and  abroad  with  the  vesicovaginal 
fistula.  Third,  the  social  view  stimulates  a 
re-evaluation  of  medical  history  with  the 
result  that  technicians  and  specialists  with 
limited  social  participation  seem  to  fade, 
while  persons  who  have  been  broadly  con- 
cerned with  society  seem  to  emerge.  For 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
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example,  one  could  take  the  so  commonly 
listed  greatest  physicians  in  the  standard 
medical  history  books  and  probe  their  citi- 
zenship roles.  As  the  whole  man  appeared 
he  would  be  discovered  to  have  significant, 
relevant  social  ideas,  of  which  the  paradigm 
Benjamin  Rush,  M.D.,  is  an  excellent  illus- 
tration. 

Striking  illustrations  of  “recovery”  con- 
tributed by  a social  analysis  of  medical  his- 
tory are  Charles  Knowlton,  philosopher, 
democrat,  critic  of  superstitions  that  im- 
peded medicine,  and  first  advocate  of  contra- 
ceptive birth  control;  the  Afro-Americans, 
Daniel  Williams  and  Louis  Wright,  who  are 
found  to  be  great  citizen-physicians,  not 
just  “Negro  doctors”;  and  women  like  Mary 
P.  Jacobi  and  Alice  Hamilton  who  again 
were  great  citizen-physicians,  not  just  “fe- 
male doctors.”  They  deserve  more  promi- 
nence in  American  medical  historiography. 

The  search  for  the  kinds  of  movements  for 
social  change  and  reform  in  which  physi- 
cians participated  has  been  fascinating  and 
rewarding.  This  article  will  deal  with  only 
one  such  movement  which  called  many  physi- 
cians from  their  offices  to  lead  in  a struggle 
for  “The  Rights  of  Man”:  the  fight  to  free 
Canada  from  monarchical  England  in  1837 
to  1838.  For  the  most  part,  the  article  will 
deal  with  the  physicians  along  the  Canadian 
border  of  New  York,  from  Plattsburgh  to 
Buffalo.  Finally  this  article  will  point  out 
how  physicians  have  expressed  their  whole 
manhood  by  participating  in  social  change 
and  that  some  of  the  most  notable  ones 
made  contributions  to  both  science  and  so- 
ciety, to  the  benefit  of  each. 

Physicians  and  democracy 

The  Rebellion  of  1837,  as  it  was  called  in 
upper  Canada,  was  known  generally  as  The 
Papineau  Revolt  in  lower  or  French  Canada. 
Narrowly  viewed  the  skirmishes  which  took 
place  from  the  Vermont  border  down  the  St. 
Lawrence  River  to  the  Niagara  frontier  and 
beyond  were  hardly  significant.  But  viewed 
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broadly  what  was  plotted  and  attempted  was 
part  of  an  almost  continuous  struggle  to 
spread  democracy  from  the  American  Revo- 
lution into  the  years  of  cocky  nationalism 
and  on  into  the  inexorable  tide  of  “mani- 
fest destiny.”  The  glorious  idealism  of  the 
democratic  upsurge  has  often  been  sullied 
by  personal  aggrandizement  and  selfish  in- 
terests. Nontheless  the  idealists  were  pres- 
ent, too.  In  the  early  years  it  was  Benjamin 
Rush,  M.D.,  signer  of  a radical  Declaration 
of  Independence.  Dr.  Rush  and  the  four 
physicians  who  signed  the  Declaration  were 
involved  in  the  effort  to  establish  the  first 
democratic  government.  They  participated 
in  secretive  committees  of  correspondence 
that  took  direct  action  against  British  tea  in 
Boston  harbor.  William  Eustis,  M.D.,  was 
one  of  them  as  were  Joseph  and  John  War- 
ren, M.D. 

Physicians,  again,  were  prominent  in  the 
fight  for  democracy  when  the  effort  was 
made  to  add  the  important  Bill  of  Rights  to 
a conservative  Constitution.  The  commit- 
tees of  correspondence  were  the  Sons  of 
Liberty  in  1789  to  1791,  and  physicians’ 
names  appeared  repeatedly:  George  Logan, 
William  Thornton,  and  James  Hutchinson  in 
Philadelphia;  James  Tilton  in  Delaware; 
David  Ramsey  in  South  Carolina;  John  Wil- 
lard in  Vermont;  and  so  on. 

Finally,  in  the  1790s  physicians  were  sup- 
porting and  leading  the  Democratic-Republi- 
can societies,  whose  membership  rolls  in- 
cluded wheelrights,  tinsmiths,  sailors,  silver- 
smiths, and  bricklayers.  They  strove  to  keep 
alive  “the  spirit  of  ‘76”  and  to  check  the 
monarchical,  upperclass  tendencies  of  the 
Hamiltonian  Federalists.  Since  New  York 
State  is  the  focus  of  this  article,  it  is  well 
to  mention  the  learned  Samuel  L.  Mitchell, 
M.D.,  who  was  a member  of  the  Democratic 
Society  of  New  York  City.  This  club  was 
related  to  the  Republican  Society  of  Ulster 
County.  The  officers  and  leaders  of  this 
satellite  were  Charles  Clinton,  M.D.,  Elias 
Winfield,  M.D.,  and  Phineas  Hedges,  M.D. 
Hedges1  was  a polished  orator  and  au- 
thor of  a scholarly  criticism  of  a current 
medical  theory. 

In  Columbia  County,  a society  was  in- 
spired by  The  Constitutional  Society,  an 
English  name  for  pro-French  Revolution  or- 
ganizations, of  Boston,  and  its  leader  was 
Moses  Younglove,  M.D.,  an  old  Indian  fighter 
who  is  s&id  to  have  been  a pioneer  in  using 


isolation,  “the  pest  house,”  for  contagious 
diseases.2 

The  mercenary  aspect  of  this  freedom 
movement  was  the  attempt  by  certain  New 
Yorkers  to  inspire  a revolutionary  zeal  in 
Canada  against  England  to  gain  vast  land 
holdings  for  speculation.  Names  familiar  to 
the  north  country  of  New  York  were  those 
of  Udney  Hay,  Melancton  Smith,  and 
Jacques  Rous,  all  of  whom  fanned  war  flames 
against  Canada  in  1793  and  1794  and  all 
under  the  banner  of  the  “rights  of  man.”2  * 
The  year  1873  can  be  understood  to  be  an 
outcropping  of  expansionist  zeal  that  fore- 
shadowed the  words  “manifest  destiny”  first 
used  by  editor  O’Sullivan  in  1846.  Ameri- 
cans aspired  to  acquire  Canada,  just  as  they 
acquired  Mexican  and  Oregon  territory. 

Physicians  were  leaders  again  in  the  total 
sweep  of  expansionism.  In  fact,  7 of  the 
59  signers  of  the  Texan  Declaration  of  In- 
dependence were  physicians,  proportionately 
more  than  the  number  who  signed  the  na- 
tional document.  Just  as  mixed  motives 
characterized  the  physicians’  reasons  for 
participation  in  Texas,  so  did  they  along  the 
New  York-Vermont  border.  Religion  was 
one.  In  Canada  it  was  opposition  to  a 
tyrannical  church  spreading  superstition, 
and  in  Mexico  were  heard  phrases  such  as 
Jesus,  “our  best  democratic  brother”  and 
“our  good,  virtuous  democratic  Nazarene.”3 
James  Purnell,  M.D.,  who  declared  himself 
“Surgeon  General  of  the  Republican  Army 
of  Texas”  in  1820  was  out  “to  destroy  the 
merciless  domination  of  Spain”  just  as  Rob- 
ert Nelson,  M.D.,  of  Canada  and  Vermont, 
had  the  same  aim  against  England.  John  R. 
Sibley,  M.D.,  called  Stephen  Austin’s  atten- 
tion, in  1822,  to  Paine’s  Rights  of  Man. 
Fifteen  years  later,  Samuel  Underhill,  M.D., 
was  defending  Paine  and  all  those  concerned 
with  further  Canadian  independence.  An- 
son Jones,  M.D.,  became  president  of  the 
Republic  of  Texas  in  1843  and  appointed  the 
learned  physician,  Ashbel  Smith,  M.D.,  as 
his  secretary  of  state.  Had  both  Wolfred 
and  Robert  Nelson,  M.D.,  who  imitated  the 
Declaration  of  Independence  in  writing  one 
for  lower  Canada,  achieved  their  lofty  aims, 

* Jacques  Rous  who,  according  to  local  stories,  was  a 
paid  spy  for  both  sides  of  the  border  in  the  American 
Revolution  and  has  his  name  perpetuated  by  the  border 
town  called  Rouses  Point,  New  York.  Melancton  Smith 
chose  a wife  from  the  family  of  the  best  tavern  keeper, 
Israel  Green,  in  Plattsburgh.  The  spouse  of  William  Beau- 
mont, M.D.,  was  from  the  same  family.  Beaumont  too  be- 
came something  of  a land  speculator  in  St.  Louis,  Missouri. 
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they,  too,  would  have  become  high  officials.-'* 
It  is  clear  then  that  the  relentless  march  of 
"manifest  destiny”  is  the  movement  in  his- 
tory that  makes  sense  of  the  border  skir- 
mishes of  1837  to  1838  in  northern  New 
York  called  the  Canadian  Rebellion.*  Dis- 
covering the  involvement  and  leadership  of 
physicians  in  these  outbursts  of  militant 
democratic  proselytism  has  captured  the  in- 
terest of  this  investigator.  The  border  of 
New  York,  from  Plattsburgh  to  Buffalo,  will 
be  the  focus  of  the  remainder  of  this  article. 

Lower  Canada  and  Plattsburgh 

Among  the  physician-leaders  in  lower 
Canada  were  the  two  brothers,  Wolf  red  and 
Robert  Nelson,  M.D.  They  were  skilled 
“generals”  of  their  armies;  they  led  on  the 
field  of  battle  mounted  on  their  white  steeds. 
Dr.  Robert  wrote  a declaration  of  independ- 
ence for  lower  Canada,  while  he  was  in  Ver- 
mont. He  followed  Jefferson’s  great  proto- 
type and  was  proclaimed  to  be  provisional 
president  of  the  republic  for  which  he 
fought.4 

Prominent  citizens  like  the  Sanborns  and 
Palmers  in  Plattsburgh  helped  the  revolu- 
tionaries with  moral  support  and  covert 
aidJ  5 For  example,  at  Elizabethtown,  New 
York,  a thousand  muskets  were  taken  by  a 
band  led  by  Plattsburgh  men.  Historical 
records  reveal  that  the  raid  was  facilitated 
because  the  guards  and  the  local  farmers  co- 
operated with  the  militia  unlocking  the  arse- 
nal from  the  inside.  General  Wool’s  men 
seemed  unwilling  to  resist  the  patriots.6-7 

Many  became  deeply  involved  because  they 
had  invested  in  property,  in  land,  or,  as  in 
the  Nelson  case,  in  brewing  and  distilling 
companies  in  Canada.8  The  old  feudal  order 
of  this  British  colony  was  too  constraining 
on  men  with  money  to  invest,  men  interested 
in  new  industrial  opportunities  and  in  trade, 
men  who  resented  tithes  to  a church  holding 
vast  land  reserves,  and  taxes  to  maintain  a 
moribund  oligarchy.  Seigneur  and  entre- 

*  Historians  have  tended  to  emphasize  the  western  push 
of  “manifest  destiny’’  to  overlook  its  northern  thrust.  Some- 
thing of  a myth  has  persisted  that  the  Canadian-American 
border  has,  through  history,  been  an  entirely  peaceful  one. 

t The  Catlin  Papers,  manuscripts  in  the  University  of 
Vermont  library-,  are  concerned  largely  with  the  Nelson-led 
invasion,  see  especially  Robert  Nelson  to  Alexander  Catlin, 
St.  Albans,  October  11,  1838;  Capt.  Philips  to  Catlin, 
Plattsburgh,  December  3,  1838;  and  O.  W.  Butler  to  Cat- 
lin, Stowe,  March  11,  1839,  asking  where  the  Patriots’  only 
cannon  is  hidden  and  suggesting  that  Dr.  Robert  Nelson 
knows  and  can  help  in  finding  it. 


preneur,  implacable  economic  enemies,  con- 
fronted one  another. 

The  Nelsons  were,  nonetheless,  dedicated 
men  who,  it  is  written,  closely  identified 
themselves  with  the  common  man  and  the 
French  minority  of  Quebec.  Their  father 
was  an  English  Tory  who  first  settled  in  the 
Catskills  of  New  York  and  during  the 
American  Revolution  fled  to  Canada.  They 
were  respected  and  upright  men  among  the 
French-speaking  citizenry  of  lower  Canada. 
Hence  both  were  elected  to  Parliament  and 
to  other  posts  of  responsibility.  Things 
must  be  intolerable,  thought  those  who  knew 
them,  if  so  honored  citizens  were  forced  to 
join  an  armed  rebellion.  Later  in  life  Dr. 
Wolf  red  Nelson  wrote  a more  conservative 
view  of  their  actions : 

We  rebelled  neither  against  her  maj- 
esty’s person  nor  her  government,  but 
against  colonial  misgovernment.  . . . We 
remonstrated,  we  were  derided.  The  press 
assailed  us  with  calumny  and  contumely, 
invective  was  exhausted ; we  were  goaded 
on  to  madness  and  were  compelled  to  show 
the  spirit  of  resistance  to  repeal  injuries 
or  to  be  deemed  a captive,  degraded  and 
recreant  people.  We  took  up  arms  not  to 
attack  others,  but  to  defend  ourselves. 

During  the  insurrection,  the  physicians 
were  more  radical  than  Louis  Papineau  who 
along  with  E.  B.  O’Callaghan,  M.D.,  refused 
to  take  up  arms.  Papineau  fled  to  France 
and  left  Dr.  Wolfred  and  Dr.  Robert  to  lead 
the  freedom  fight  and  suffer  the  punish- 
ments. Today  Separatists  hail  Papineau, 
and  the  Nelsons  are  hardly  known.  Is  it  be- 
cause the  Nelsons’  ancestors  were  English, 
and  the  cry  has  been  “a  bas  l’Anglais?”**910 
When  the  rebellion  lost  some  encounters, 
the  brothers  fled  to  the  United  States  where 
they  tried  to  organize  invasions  of  Canada 
from  New  York  and  Vermont.  Because  of 
Robert’s  intelligence  and  his  wife’s  reputa- 
tion as  a poetess,  the  two  gathered  around 
them  in  Plattsburgh  a group  of  intellectuals 
and  bards.  After  1838  the  physician  was 
welcomed  to  the  faculty  of  the  medical 
schools  in  Burlington,  and  Castleton,  Ver- 
mont, where  he  served  as  professor  of  anat- 
omy and  surgery.  Wolfred,  with  a £500- 
reward  offered  for  his  capture,  was  seized 
and  sent  into  exile  for  a time.  Then  he  came 

**  Nelson  accused  Papineau  of  leaving  the  field  of  battle 
at  St.  Denis. 
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to  Plattsburgh  and  practiced  medicine  for 
several  years  until  an  amnesty  permitted 
his  return  to  Montreal.1112 

Subsequently  the  Nelsons  established  an 
enviable  reputation  in  politics  and  in  sur- 
gery. Wolfred  and  his  son,  Horatio,  were 
the  first  to  use  anesthesia  in  Canada.  Wol- 
fred became  mayor  of  Montreal  in  1854  and 
a pioneer  in  city  sanitation.  His  son 
Horace,  or  Horatio  as  he  was  known  in  Que- 
bec, practiced  medicine  and  surgery  in 
Plattsburgh  for  five  years,  1849  to  1854,  and 
edited  Nelson’s  American  Lancet,  a medical 
journal  that  was  distributed  widely  in 
French  Canada  and  the  eastern  United 
States.  At  the  same  time  the  apparently  in- 
defatigable Horace  taught  in  1853  in  the 
medical  department  of  the  University  of 
Vermont,  just  as  his  Uncle  Robert  had 
earlier.  But  it  was  Robert  who,  after  his 
sojourn  in  Vermont  in  the  late  1830s,  be- 
came a noted  American  lithotomist,  surgeon, 
and  epidemiologist.  Although  he  lived  for  a 
time  in  New  York  City,  by  1849  he  was  in 
California  distinguishing  himself  for  re- 
moval of  ovarian  tumors.1314  He  returned 
to  New  York  City  and  died  there  in  1873,  age 
seventy-nine.  Both  of  his  M.D.  degrees 
were  honorary,  one  from  the  University  of 
Vermont  and  one  from  Dartmouth  Col- 
lege.15-17  That  the  village,  as  it  was  called 
in  the  1830’s,  of  Plattsburgh  should  once 
have  protected  and  aided  these  important, 
but  almost  forgotten,  physicians  is  signifi- 
cant for  New  York’s  medical  and  social  his- 
tory. 

Upper  Canada  border 

From  Ogdensburg  and  Watertown,  the 
same  cry  for  the  freedom  of  Canada  spread 
to  Oswego,  Rochester,  Lockport,  and  Buffalo. 
Canada  was  divided  into  the  two  parts: 
upper  and  lower.  Their  economic  conditions 
were  similar.  Upper  Canada  was  more 
sparsely  populated,  frontier-like,  and  Eng- 
lish. Lower  Canada  was  predominantly 
French  and  more  church  oriented.  The 
revolters  of  upper  Canada  were  led  by  a 
journalist,  William  Lyon  Mackenzie.  There 
was  some  friction  between  the  two  sections 
as  expressed  in  resentment  over  the  migra- 
tion westward  of  French  nationals,  an  issue 
which  came  to  boil  in  the  Riel  Rebellions  of 
1869  and  1885.  Nevertheless  the  two  sec- 
tions cooperated  on  “The  Patriots’  War’’  for 
a few  months.  They  each  had  common  de- 


mands to  make  on  the  British.  Mackenzie, 
like  the  Nelsons,  chose  phrases  from  the 
Declaration  of  Independence  when  he  com- 
posed the  constitution  for  upper  Canada. 
He  called  for  the  familiar  reforms:  control 
of  the  church  and  its  land  holdings ; provi- 
sion of  free  speech,  press,  assembly,  and 
worship;  no  slavery;  guaranteed  trial  by 
jury;  and  certain  less  familiar  although 
significant  reforms,  such  as  abolishing  of 
lotteries,  the  keeping  of  the  military  under 
civil  power,  and  accepting  the  idea  that 
private  property  must  be  subservient  to 
public  welfare.8 

“What  patriots  the  doctors  are”  wrote  one 
student  of  the  participants  in  the  Canadian 
Rebellion,  who  was  impressed  with  the  dis- 
proportionately large  numbers  of  this  pro- 
fession as  compared  with  lawyers  or  minis- 
ters.18 Certainly  these  were  a cohesive  ele- 
ment in  bringing  some  cooperation  between 
the  divided  parts  of  Canada.  Dr.  Robert 
Nelson  is  usually  credited  with  starting  at 
St.  Albans,  Vermont,  the  first  “Hunters’ 
Lodge,”  a secret  organization  patterned  af- 
ter Freemasonry  to  support  the  Canadian 
rebels.  These  spread  rapidly  all  along  the 
border,  each  with  at  least  one  physician  in  a 
position  of  leadership.  Such  unity  made 
possible  almost  simultaneous  raids  by  the 
“Hunters”  on  three  arsenals  in  New  York, 
on  February  18,  1838,  on  Watertown;  on 
February  24  on  Batavia;  and  on  February 
25  on  Elizabethtown,  to  secure  weapons  for 
their  cause.19-20 

Guerilla  fighters  that  they  were,  they  hid 
their  arms  in  hay  lofts  during  the  day  and 
moved  them  only  at  night.  It  was  a rabble 
in  arms,  the  poor,  the  landless,  and  the 
idealistic  youth  that  rallied  around  the  phy- 
sicians and  the  other  leaders  to  revive  the 
“spirit  of  ’76.” 

The  “Caroline  Affair”  sparked  a wide- 
spread protest.  This  involved  a steamboat 
which  was  carrying  supplies  from  United 
States  sympathizers  to  the  rebels  and  was 
burned  by  the  British.  At  a public  meeting 
at  Canton,  D.  S.  Oliver,  M.D.,  was  appointed 
chairman  of  a resolutions  committee  to  ex- 
press the  feelings  of  outrage.  Darius  Clark, 
M.D.,  aided  him.  One  resolution  insisted 
that  “the  last  resort  may  be  national 
arms.”21 

Elsewhere  The  Hunters’  Lodges  sprang 
into  action  to  center  on  Ogdensburg  and  to 
launch  an  attack  on  Prescott,  Canada.  The 
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fugleman  was  Socrates  N.  Sherman,  M.D., 
one  of  five  brothers  all  of  whom  were  physi- 
cians. Socrates  (1801-1873)  was  a gradu- 
ate of  Castleton  Medical  School  in  1825.  He 
founded  the  public  school  in  Ogdensburg;  he 
supported  the  Lyceum,  was  one  of  its  lec- 
turers, and  was  later  a major  in  the  Army 
of  the  Union.  Mason  Gates  Sherman,  M.D., 
along  with  Socrates,  was  recorded  as  a mem- 
ber of  the  Hunters’  Lodge.22,23  But  all  his 
brothers  were  probably  involved  in  aiding 
Canadian  liberation.  Minot  Wilbur  Sher- 
man, M.D.,  later  in  life  wrent  to  California  to 
seek  his  fortune;  Asaph  Bradley  Sherman, 
M.D.,  moved  to  Canada  and  served  in  Par- 
liament before  his  death  in  1890;  Benjamin 
Franklin  Sherman,  M.D.,  probably  the  best 
known  of  the  brothers,  was  graduated  from 
the  Albany  Medical  College  in  1841  and  was 
president  of  the  Ogdensburg  Medical  Asso- 
ciation for  thirty  years.  In  his  later  life  he 
was  president  of  the  New  York  State  Medi- 
cal Society  and  a delegate  to  the  Interna- 
tional Medical  Congress.24  There  were  other 
physicians  too.  H.  D.  Laughlin,  M.D.,  was 
school  inspector  and  physician,  a common 
combination  at  that  time.  Dr.  Socrates 
Sherman  and  Dr.  Laughlin,  after  the  Caro- 
line was  burned,  were  among  the  leaders  of 
a mass  protest  meeting  held  on  January  8, 
1838,  and  were  appointed  to  a resolutions 
committee  to  state  how  “indignant,  in  the 
spirit  of  our  Revolutionary  forefathers”  the 
citizens  were.25 

During  the  Battle  of  the  Windmill,  near 
Prescott,  Dr.  Socrates  Sherman  and  A. 
Trowbridge,  M.D.,  stood  together  watching 
and  timing  the  fight.  Dr.  Trowbridge  had 
come  up  from  Watertown  with  some  re- 
cruits. Both  physicians  had  given  money  to 
aid  the  venture,  so  both  were  concerned 
about  the  outcome  at  the  Windmill  as  Samuel 
Gridley  Howe,  M.D.,  was  about  Harpers 
Ferry.26  Still  another  physician  accom- 
panied the  invaders.  He  might  well  have 
been  one  of  the  Sherman  brothers.  In  the 
records  he  is  identified  only  as  a “surgeon  of 
the  patriots”  who  escaped  when  the  battle 
was  lost,  was  hidden  overnight  in  the  home 
of  a friendly  farmer,  and  in  the  mists  of  the 
morning  undertook  “the  dangerous  affair” 
of  paddling  across  the  turbulent  St.  Law- 
rence River  on  a raft  of  fence  rails.  This 
young  physician  was  so  excited  over  joining 
the  invasion  that  stirred  the  poor  and  op- 
pressed of  Canada  to  rise  against  tyranny, 


he  forgot  and  left  his  instruments  and  medi- 
cines in  Ogdensburg.26,27 

The  band  of  approximately  170  common 
men,  largely  youthful,  were  called  a mob  of 
“damned  Irish  foreigners,  agrarians”  by  the 
opposition.  Actually,  from  the  records, 
there  is  a partial  breakdown  of  the  band. 
Eight  were  from  lower  Canada,  four  from 
upper  Canada,  five  each  were  Irish  and  Ger- 
man, and  three  each  were  Poles  and  French. 
They  were  badly  equipped  and  like  Dr.  Nel- 
son’s ragged  group  fighting  north  of  Platts- 
burgh, they  made  cannon  from  hollowed  logs. 
Around  Ogdensburg  the  farmers  used  the 
oak  log,  binding  it  with  iron  or  brass.  From 
it  they  hurled  “McAdam  stone”  for  grape 
shot,  or  bags  of  metal  punchings  from  the 
boilers  of  steamboat.28  There  is  some  evi- 
dence to  indicate  that  these  men  had  the 
new  percussion  caps  developed  by  Samuel 
Gutherie,  M.D.,  of  Sacketts  Harbor,  who 
also  first  discovered  how  to  produce  chloro- 
form.29,30 The  battle  over  and  the  patriots 
routed,  near  the  Windmill  was  found  a flag 
“of  the  finest  texture”  with  a full-spread 
eagle,  a star  above,  and  these  words  done  in 
silk  thread  below  “Liberated  by  the  Onon- 
daga Hunters.”31  They  lost  the  battle  but 
the  fight  went  on,  for  at  a July  4 celebration 
a few  months  later  Dr.  Socrates  Sherman 
read  the  Declaration  of  Independence.  In 
the  audience  was  his  friend  Dr.  Laughlin, 
William  A.  Canfield,  M.D.,  Caleb  Price,  M.D., 
and  his  brother,  Dr.  Mason  Sherman.  They 
lifted  their  cups  to  this  toast  to  medical 
unity : 

The  members  of  the  medical  profession 
in  Canada:  Those  who  know  the  people 

best,  sympathize  the  most  readily  in  their 
wrongs,  and  have  the  strongest  confidence 
in  their  capacity  for  self-government.32 

Between  Watertown  and  Buffalo,  the  spirit 
that  sponsored  town  meetings  from  1826  to 
1828  to  aid  freedom  for  Greece  welled  up 
again  for  the  Canadians,  and  the  physicians, 
both  enthusiasts  and  literates,  were  the 
framers  of  resolutions.  The  “Oswego  Pa- 
triots” called  on  H.  Bagg,  M.D.,  to  record 
their  sentiments,  and  one  statement  ex- 
pressed resentment  over  the  British  using 
Negroes  and  Indians  to  track  down  “pa- 
triots” in  upper  Canada.  At  Rochester  and 
Lockport  Canadian  Relief  Associations  were 
formed  to  aid  political  refugees  from  Can- 
ada. A physician  from  Hamilton,  Canada, 
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was  the  first  president  of  the  Lockport 
group.*  33  34 

Buffalo  organized  a woman’s  auxiliary  in 
1837  called  “The  Society  for  Aiding  the 
Suffering  Canadian  Patriots”  and  a daugh- 
ter of  Dr.  Ebenezer  Johnson7  was  the  vice- 
president.35  This  physician  was  in  his  late 
sixties  when  he  participated  in  the  Patriot 
cause.  It  was  not  too  surprising,  for  his 
father  was  a captain  in  the  Revolutionary 
War  who  saw  16  actions  at  sea  and  was  a 
prisoner  for  three  months.36  Dr.  Johnson 
was  a surgeon  in  the  War  of  1812  and  after- 
ward practiced  successfully  both  medicine 
and  business  in  Buffalo.  In  1832  he  was 
elected  the  first  mayor;  he  lived  in  one  of  the 
expensive  homes  in  the  town  where  he  pro- 
vided elegant,  much-discussed  parties.  In 
his  two  terms  as  mayor  he  organized  the 
first  board  of  health  and  strictly  enforced  a 
clean-up  campaign  to  stop  the  spread  of 
cholera. 

In  1836  he  was  an  early  victim  of  the  on- 
coming business  panic,  and  this  may  have 
intensified  his  ire  against  the  powers-that- 
be,  Canadian  or  American.  In  any  case,  he 
became  the  spokesman  for  the  freedom  fight- 
ers in  Buffalo,  chaired  a committee  to  aid 
them,  and  traveled  as  far  as  Oswego  in  their 
behalf.6  With  him  in  these  efforts  was 
another  senior  citizen,  Cyrenius  Chapin, 
M.D.,  one  year  younger  and  the  first  physi- 
cian in  Buffalo. 

Chapin,  too,  bore  the  reputation  of  being 
a daring  leader  in  the  War  of  1812.  The 
story  goes  that  he  was  once  captured  by  the 
English  on  Lake  Ontario.  Before  the  row- 
boat reached  the  enemy  side  he  had  captured 
his  captors  and  forced  them  to  row  the  4 
miles  back  immediately.  He  claimed  exer- 
cise was  good  for  his  patients.37 

Like  his  friend  Samuel  Underhill  of  Cleve- 
land, he  was  an  unbeliever  who  ridiculed  the 
Christian  “superstitions.”  But,  as  so  often 
true,  the  physicians  of  his  bent  were  defend- 
ers of  political  freedom,  benevolent  in  spirit, 
and  humble  in  their  desire  to  serve  the  lowly. 
Chapin  gave  such  good  care  to  the  disliked 
Indians  they  bestowed  on  him  the  sobriquet 
of  “the  great  medicine  man.”38 

* The  reaction  to  Negroes  and  Indians  as  agents  of  the 
British  is  of  tangential  interest  to  this  article,  hut  it  is  in- 
teresting that  ex-slaves,  colonized  in  Canada,  could  be  so 
used.  Patriots  were  puzzled  that  the  Blacks  did  not  join 
them. 

t Like  so  many  “doctors”  of  the  time  Johnson  had  no 
degree.  He  studied  with  a Dr.  White  in  Cherry  Valley, 
New  York. 


There  were,  of  course,  physicians  along 
both  sides  of  the  long  border  of  New  York 
who  fought  for  or  defended  the  Loyalists  in 
Canada  or  who  upheld  the  status  quo  in  the 
United  States.  One  of  these  was  Bryant 
Burwell,  M.D.,  of  Buffalo,  who,  in  his  in- 
formative diary,  writes  that  some  of  his 
townsmen  felt  the  need  for  winter  excite- 
ment so  they  created  a stir  about  Canada. 
But,  he  wrote,  the  whole  thing  was  non- 
sense, and  we  should  “mind  our  business.” 
Of  course  being  a conservative  and  one  who 
wrote  “three  large  black  Negroes  are  doing 
thieving  around,”  he  castigates  the  elderly 
Dr.  Chapin  for  his  heavy  use  of  whisky,  for 
being  dirty,  for  use  of  vulgar  language,  and 
for  being  professionally  ignorant.  But  Bur- 
well  admits  he  was  not  always  that  way.** 
So  when  Dr.  Chapin  at  age  sixty-eight  be- 
came quixotic  and  swaggered  down  the 
streets  of  Buffalo  in  a long  coat  with  his 
sword  at  his  side,  ready  to  challenge  all 
oppressors,  the  younger  physician  might 
have  been  more  charitable.  After  all,  when 
William  Lyon  Mackenzie  was  forced  to  flee 
from  his  country,  Canadian  physicians  di- 
rected their  leader  to  the  home  of  Cyrenius 
Chapin  for  safekeeping.  The  old  physician, 
whose  death  occurred  a few  months  later, 
must  have  stood  proudly  at  guard  over  the 
rebel  as  his  last  act  of  devotion  to  the  rights 
of  man. 

Other  revolutionaries 

The  story  of  the  physicians  and  the  fric- 
tion between  the  United  States  and  Canada 
goes  beyond  the  span  of  Plattsburgh  to  Buf- 
falo. Westward  it  not  only  takes  in  Samuel 
Underhill,  M.D.,  patriot,  free-thinker,  and 
editor  in  Cleveland,  but  also  Detroit  and 
even  Henry  S.  Handy  and  his  “Sons  of 
Liberty”  in  Illinois  with  Edward  A.  Theller, 
M.D.,  as  his  “Brigadier  General.”  Dr.  Thel- 
ler lived  in  Buffalo  for  a brief  time,  before 
moving  West  and  finally  to  California  where 
he  became  superintendent  of  schools  in  San 

**  The  Burwell  diary  is  in  the  Burwell-Glenny  collection 
in  the  Buffalo  Historical  Society.  Entries  of  December  2, 
4,  and  17,  1937,  and  January  29,  February  22,  and  De- 
cember 27,  1938,  are  relevant  to  Chapin.  This  is  one  of 
the  most  useful  diaries  written  by  a physician  from  1837 
to  1847,  that  I found.  It  remarks  on  both  medicine  and 
politics.  For  a less  biased  presentation  of  Dr.  Chapin,  see 
Welch38  and  Ketchum.40  Ketchum  admits  Chapin  drank, 
but  mentions  the  recognition  given  to  him  by  the  older 
citizens  of  Buffalo  two  years  before  his  death.  His  friend, 
Dr.  Ebenezer  Johnson,  helped  plan  the  occasion.  A 
flattering  eulogy  was  delivered,  and  he  was  presented  with 
a set  of  2 large  silver  pitchers  and  12  goblets. 
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Francisco.41,42  Charles  Duncombe,  M.D., 
born  in  the  United  States,  moved  to  Canada 
after  the  War  of  1812  and  became  active  in 
the  Reform  Party  of  western  upper  Canada. 
The  armed  groups  he  formed  at  meetings 
held  in  taverns  had  as  their  purpose  to  bring 
Mackenzie  to  power.  With  a price  on  his 
head  he  returned  to  the  United  States  and 
lived  out  his  days  in  California.6,43,44 

The  physicians  who  toasted  their  Cana- 
dian counterparts  in  revolt  were  referring 
to  a long  list,  some  of  whom  became  promi- 
nent citizens.  In  1836  the  mayor  of  Toronto 
was  a physician,  Thomas  D.  Morrison,  M.D., 
who  covertly  served  the  rebellion.45  The 
most  outstanding  was  John  Rolph,  M.D., 
who  has  been  designated  as  the  chief  in- 
stigator and  organizer  of  the  Mackenzie  Re- 
bellion. In  fact,  he  was  so  central  a figure 
as  to  stir  rivalry  between  himself  and  Mac- 
kenzie over  leadership.  In  1843  he  founded 
the  Toronto  Medical  School  which  later  be- 
came the  Medical  School  of  Victoria  Univer- 
sity. This  once  treasonable  physician  with 
a £500-pound  reward  on  him,  has  been  ac- 
cepted by  historians  as  “the  most  eminent 
member  of  his  profession  in  upper  Can- 
ada.” 43,45,46 

In  the  Western  Reserve  Historical  Society 
in  Cleveland  is  an  extremely  rare  historical 
item.  It  is  a commission  as  colonel  in  the 
“Patriot  Service  of  1838,”  and  it  is  decorated 
by  an  eagle  holding  a lion  in  its  talons  and 
knocking  off  the  beast’s  crown.  Below  is 
printed  “Liberty  or  Death.”47  This  emblem 
characterized  the  unifying  goal  of  the  pa- 
triots from  Vermont  to  Illinois.  It  was  “the 
cause  celebre.”  Many  types  and  classes  of 
people  fought  for  this  cause,  the  poor  and 
landless,  the  small  craftsmen,  the  youth,  the 
land  speculator,  and  the  entrepreneurs — the 
latter  an  important  group  in  the  political 
success  among  Andrew  Jackson’s  men.  The 
physicians,  youthful  as  most  were,  in  many 
ways  belonged  to  the  entrepreneurs.  A 
great  number  of  the  physicians  were  dedi- 
cated to  liberty,  equality,  and  fraternity, 
with  the  afterglow  of  the  Enlightenment  on 
them.  The  England  of  John  Locke  was  just 
fading  out  as  the  lodestar  for  medical  train- 
ing, and  the  French  influence  was  fading  in 
with  Rousseau’s  arguments  for  the  necessity 
to  participate  constantly  in  government.  In 
the  United  States  the  backlash  to  the  En- 
lightenment, often  called  “the  Second 
Awakening”  with  its  Timothy  Dwight,  never 


struck  physicians  now  that  theology  and 
medicine  were  separated.  In  fact,  many  of 
the  leaders  in  the  Canadian  Rebellion  saw 
theology  to  be  just  as  superstitious  and 
threatening  as  the  nostrums  and  panaceas 
so  prevalent  at  that  time.  Freedom  of  the 
mind  as  well  as  the  body,  as  Jefferson  em- 
phasized, was  important  to  medical  practice. 

Again,  some  craved  land  for  monetary 
reasons,  while  others  were  starry-eyed 
dreamers  who  wanted  to  open  new  territory 
not  just  for  the  scientist’s  interest  in  flora, 
perhaps  medicinal,  and  fauna  but  also  for 
the  establishment  of  the  utopias  about  which 
they,  their  fathers,  and  their  father’s  fa- 
thers had  dreamed.  The  expansion  of  lib- 
erty was  good.  It  was  good  for  health. 

Finally,  the  medical  entrepreneurs,  usu- 
ally the  leaders  who  were  able  to  give  some 
financial  aid  to  the  revolt,  had  invested  in 
new  businesses  and  were  inhibited  by  trade 
restraints,  the  economic  power  of  the 
church,  and  taxation  that  stifled  flour  mills 
and  pig-iron  plants  in  Canada.48  They,  too, 
rallied  under  the  flag  of  freedom. 

Summary 

This  study  of  a small  segment  of  history 
would  seem  to  support  the  conclusions  (1) 
that  physicians  have  worn  two  hats,  the  hat 
of  technician  and  the  hat  of  citizen,  and  that 
they  were  impelled  to  do  so  to  forward  the 
practice  of  medicine ; (2)  that  searching  out 
and  presenting  the  social  role  of  the  physi- 
cian presents  a neglected  dimension  of  his 
life  that  may  be  of  use  in  the  present-day 
effort  to  better  relate  science  and  society; 
and  (3)  that  medical  biography  of  “the 
whole  man”  may  open  new  vistas  in  medical 
history. 
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| N 1869  in  a SPEECH  read  before  the  New 
York  Medical  Journal  Association,  and  sub- 
sequently printed  in  the  Boston  Medical  and 
Surgical  Journal,  Beard1  used  the  word 
“neurasthenia”  to  explain  a condition  or 
state  of  nervous  exhaustion  which  he  be- 
lieved was  inundating  the  intellectual  classes 
of  industrial  America.  Beard  had  taken 
the  word  from  Fordyee  Barker,  M.D.,  who 
used  the  term  “nervous  asthenia”  to  express 
the  condition  of  nervous  disease  common  to 
the  northeast  section  of  the  United  States. 
Neurasthenia  or  “nervelessness,”  the  de- 
ficiency of  nerve  force  in  the  human  body, 
subsequently  became  in  the  eyes  of  many 
late  nineteenth  century  physicians  the  pre- 
dominant malady  of  modern  culture.  In  no 
past  society,  wrote  Beard,  not  even  in  the 
years  of  Rome’s  greatest  glory,  had  such  a 
disease  existed.  Neurasthenia  had  only  ac- 
companied the  increased  activity  of  indus- 
trialized man : the  use  of  steampower,  the 

press,  the  telegraph,  the  achievements  of 
science,  and  the  entrance  of  the  alienated 
woman  into  “the  outside  world.”  The 
growth  of  the  disease,  argued  Beard,  not 
only  marked  a new  watershed  in  the  history 
of  mankind  but  also  unfolded  a very  com- 
plex and  suggestive  theory  for  the  proper 
understanding  of  man  and  even  hinted  at 
some  of  the  future  problems  of  sociology. 
This  concern  by  Beard  and  other  late  nine- 


teenth century  physicians  with  the  disease, 
moreover,  is  an  important  commentary  on 
the  rise  of  an  urban  society  in  America. 
As  the  prewar,  preindustrial  America  was 
replaced  by  an  increasingly  unstable,  chang- 
ing society,  the  new  urban  “brain-worker” 
found  himself  subject  to  attacks  of  nervous 
disease.  Neurasthenia  became,  in  a very 
real  sense,  a rationalization  of  America’s 
new  social  order.  The  seemingly  objective 
observations  on  American  nervousness  were 
an  analysis  of  and  a justification  for  the 
mores  of  the  gilded  age  of  American  culture. 
Neurasthenia  was  part  of  a much  larger 
self-evaluation  of  America’s  concept  of 
civilization  and  an  object  of  value  attributed 
to  certain  members  of  that  society.  Neu- 
rasthenia reflected  an  essential  ethic  in  the 
society,  a certain  social  value  in  middle-class 
behavior.  In  giving  meaning  to  the  malady, 
physicians  brought  meaning  to  the  assump- 
tions of  that  ethic  and  drew  a thread  be- 
tween the  changes  in  their  culture  and  the 
image  of  the  middle  class  as  the  embodi- 
ment of  that  society’s  values. 

Development  of  neurasthenia 

While  America  experienced  the  first  “epi- 
demic” of  nervous  exhaustion,  Beard2  saw 
evidence  that  it  was  also  occurring  in  cer- 
tain countries  of  Europe.  Countries  like 
Britain  and  Germany  showed  signs  of  the 
“disease”  which  marked  the  highroad  of  ad- 
vanced industrialism.  In  the  Catholic  coun- 
tries of  Europe,  however,  there  were  no 
traces  of  this  marvelous  burden.  Unlike 
those  countries  with  a Reformation  heri- 
tage, Catholic  Europe  lacked  the  individual- 
ism, intellectual  confrontation,  and  enhanced 
social  intercourse  necessary  for  race  ex- 
cellence. In  the  savage  races,  nervous  ex- 
haustion was  almost  nonexistent.  Beard3 
viewed  the  barbarian,  the  Negro,  as  well  as 
the  Indians  of  North  and  South  America  as 
so  many  immature  children  “who  have 
never  matured  in  the  higher  ranges  of  in- 
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tellect,”  and  as  a result,  were  “living  not 
for  science  or  ideas,  but  for  the  senses  and 
emotions.”  Those  nervous  diseases  that  ex- 
isted in  these  backward  races,  he  wrote,  oc- 
curred as  a result  of  their  contact  with 
higher  civilizations  and  their  inability  to 
cope  with  the  subsequent  race  struggle.4 
Nervous  diseases  of  this  type  were  simply 
occupational  or  race-contact  neuroses  and 
not  marks  of  race  achievement  and  conse- 
quent brain  development.5 

It  was  evident  to  Beard'5  that  American 
society  contained  the  finest  brain-worker  in 
history.  Distinguished  by  his  “fine,  soft 
hair,  delicate  skin,  nicely  chiselled  features, 
small  bones,  tapering  extremities,  and  fre- 
quently by  a muscular  system  compara- 
tively small  and  feeble,”  the  brain-worker 
had  evolved  beyond  the  phlegmatic  consti- 
tution of  the  working  class  and  the  “slow 
easy-going  nations  of  the  old-world.”  Those 
peoples  who  composed  the  “lower  orders”  of 
the  cities  as  well  as  the  “peasant”  class  of 
rural  America,  rarely  exhibited  the  nervous 
disorders  evident  in  the  brain-worker. 

[Neurasthenia  accompanied]  the  organi- 
zation of  the  civilized,  refined,  and  educated, 
rather  than  of  the  barbarous  and  low-born 
and  untrained  ...  It  is  developed,  fostered, 
and  perpetuated  with  the  advance  of  culture 
and  refinement,  and  the  corresponding  pre- 
ponderance of  labor  of  the  brain  over  that  of 
the  muscles.  As  would  logically  be  expected, 
it  is  oftener  met  with  in  cities  than  in  the 
country,  is  more  marked  and  more  frequent 
at  the  desk,  the  pulpit  and  in  the  counting- 
room  than  in  the  shop  or  on  the  farm.7 

There  was  a certain  distinction  in  being 
a neurasthenic  individual.  In  a certain 
sense,  it  classified  the  individual  as  one  of 
the  brain-workers  of  civilization  and,  if  not 
that,  possibly  the  product  of  the  new  breed 
of  civilization’s  nervous  people.  If  one  had 
a sufficient  number  of  nervous  symptoms, 
wrote  Marrs,8  he  could  “move  in  neuras- 
thenic circles.”  Furthermore,  although  the 
neurasthenic  subject  suffered  grievously 
from  his  malady,  he  could  enjoy,  at  least 
vicariously,  the  feeling  of  satisfaction  that 
came  in  knowing  he  was  in  the  best  of  com- 
pany, a company  which  included  George 
Eliot,  Darwin,  Spencer,  Schiller,  Kant,  Ba- 
con, Montaigne,  Rousseau,  and  others.  The 
list  of  eminent  neurasthenic  persons  was  in- 
spiring, to  say  the  very  least,  and  gave  evi- 
dence not  only  that  the  neurasthenic  sub- 


ject could  live  a long  life  but  also  that  he 
was  kin  to  the  most  original  thinkers  that 
society  had  to  offer.9 

We  neurasthenics  [wrote  Marrs10],  have 
slumbering  within  our  bosoms  ambitions  and 
possibilities  that,  if  set  in  motion,  would 
move  mountains  and  revert  the  course  of 
rivers.  But  we  can’t  work  up  enough  energy 
to  consummate  our  aims  and  carry  things  to 
a finish.  Perhaps  we  may  be  able  to  do  so 
some  day.  Oh,  Some  Day,  you  are  a mirage 
on  the  desert  of  life  and  ever  lure  us  on  to 
things  than  can  only  be  attained  in  the  land 
where  dreams  come  true ! 

The  physician  in  America  looked  on  the 
Caucasian  woman’s  symptoms  of  nervous 
exhaustion  as  a product  of  the  role  she 
played  in  the  society.  Encumbered  with 
“old  worries  and  irritations,”  she  had  al- 
lowed her  life  to  become  too  much  of  a 
habit.  Woman,  unlike  the  man,  who  could 
go  outside  the  home  to  release  his  nervous 
energy,  had  “no  such  taste  or  opportunity.” 
Trapped  in  an  occupational  role  she  neither 
accepted  nor  could  find  relief  in  and  fearful 
of  the  outside  world  of  which  she  was  still 
unsure,  she  languished  in  a condition  of 
constant  nervousness.11  This  condition  was 
frequently  rationalized  for  the  woman  as  a 
cross  to  be  borne  for  civilization’s  sake,  but 
it  was  also  used,  particularly  by  the  male, 
to  explain  her  natural  inferiority  (like  the 
“inferior  races”)  and  her  susceptibility  to 
nervous  disease  when  she  took  on  too  many 
duties,  moved  out  of  the  home,  or  just  pre- 
sumed too  much  in  a man’s  world. 

The  sensitive  white  woman — pre-eminently 
the  American  woman,  with  small  inherited 
endowment  of  force;  living  in-doors;  torn 
and  cursed  by  happy  or  unhappy  love;  sub- 
sisting on  fiction,  journals,  receptions;  way- 
laid at  all  hours  by  the  eruelest  of  robbers, 
worry  and  ambition,  that  seize  the  last  unit 
of  her  force — can  never  hold  a powerful  re- 
serve, but  must  live  and  does  live,  in  a 
physical  sense,  from  hand  to  mouth,  giving 
out  quite  as  fast  as  she  takes  in — much  faster 
oftentimes — and  needing  long  periods  of 
rest  before  and  after  any  important  cam- 
paign.u 

Neurasthenia,  according  to  physicians, 
was  a common  malady  among  female  stu- 
dents, caused  by  their  “excessive  intellec- 
tual exertion.”  Young  women  “whose  men- 
tal powers  are  overtaxed  before  their  brains 
are  sufficiently  developed,”  wrote  Ham- 
mond,18 were  immeasurably  weakened.  The 
young  woman’s  mind,  forced  to  learn  vari- 
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ous  disciplines  beyond  her  faculties,  evi- 
denced repeated  instances  of  cerebral  hy- 
peremia. This  was  particularly  evident, 
thought  Hammond,  in  areas  of  calculus, 
spherical  trigonometry,  and  civil  engineer- 
ing. The  “struggle  for  existence  on  defi- 
cient nerve  capital,”  wrote  Abrams,14 
brought  early  bankruptcy  to  the  woman’s 
system.  Having  loosened  from  the  “moor- 
ings of  the  past”  and  drifting  “faithlessly 
in  the  sea  of  doubt,  with  no  respect  for  au- 
thority, | and  | no  religious  faith,”  the  “new 
woman”  fell  an  easy  victim  to  the  disease. 1:1 
A perceptive  remark  by  a young  victim  of 
neurasthenia,  Jane  Addams,10  supports  this 
argument.  In  a state  of  nervous  depression 
that  lasted  for  years  after  her  graduation 
from  college,  and  heightened  by  her  aware- 
ness of  her  inability  to  bear  children,  a loss, 
as  it  were,  of  femininity,  she  remarked  that 
perhaps  the  newly  emancipated  young 
women  had  suffered  too  much  by  forsaking 
the  “emotional  life  led  by  their  grand- 
mothers and  great-grandmothers.” 

Yet  neurasthenia  also  became  a justifica- 
tion for  radical  change  in  the  woman’s  role. 
Hall17  used  the  evidence  of  female  fatigue 
to  suggest  that  the  woman  should  break 
from  “those  activities  which  are  distaste- 
ful,” and  pursue  new  goals  outside  the  home. 
The  manifestations  of  neurasthenia,  in  this 
sense,  were  used  not  only  to  justify  the  be- 
lief that  the  woman  was  finally  evolving  out 
of  the  narrow  confines  of  the  home  but  that 
she  was  also  experiencing  the  results  of 
civilization,  a burden  to  be  carried  honor- 
ably as  a member  of  the  ruling  class  and 
borne  with  a sense  of  pride  and  an  unwill- 
ingness to  retreat  into  the  repose  of  do- 
mesticity. The  origin  of  woman’s  neuras- 
thenia was  spurious,  connected  at  one  point 
to  a romantic  idea  of  herself  and  her  im- 
pending suffering  for  the  fruits  of  progress 
and,  at  another,  to  a banal,  mechanical  re- 
jection of  experiencing  an  eventless  round 
of  parties,  conversation,  fashions,  and  status 
seeking.  Woman’s  neurasthenia  was  an  in- 
dex, among  other  gauges,  to  measure  her 
desire  for  recognition  and  her  claim  to 
equality  in  the  late  nineteenth  century.18 

Symptoms 

The  symptoms  of  neurasthenia  were  al- 
most as  numerous  as  the  treatments.  Ten- 
derness of  the  scalp,  the  spine,  the  teeth  and 


gums,  of  the  entire  body,  itching,  abnormal 
secretions,  “flying  neuralgias,”  flushing, 
“fidgetiness,”  palpitation  of  pulse,  “sudden 
giving  away  of  general  or  special  func- 
tions,” sensitiveness  to  weather  changes, 
ticklishness,  need  for  stimulants,  insomnia, 
dyspepsia,  forgetfulness,  spermatorrhea, 
seminal  emissions,  distaste  for  certain  foods 
or  medicines:  all  these  and  more  were  suf- 
fered by  the  neurasthenic  individual.  Im- 
potence, “changes  in  the  expression  of  the 
eyes,”  depression,  timidity,  morbid  fears, 
astraphobia,  headaches,  hyperasthenia, 
chills,  heat  flashes,  and  muscle  spasms,  as 
well  as  “deficient  thirst,”  dryness  of  skin, 
sweaty  hands,  “atonic  voice,”  yawning,  di- 
lated pupils,  hopelessness,  writer’s  cramp, 
and  even  the  “appearance  of  youth,” 
warned  of  the  malady.10 

As  a result  of  man’s  psychologic  evolve- 
ment,  neurasthenia  became  an  inevitable 
prospect  facing  all  advanced  civilized  socie- 
ties. As  the  quiet,  sedentary  life  changed 
into  the  perilous  social,  political,  and  eco- 
nomic struggle  for  the  fittest,  nervous  ex- 
haustion became  a natural  by-product. 
Phillips  and  Collins20  of  New  York,  believed 
that  there  was  little  likelihood  that  the 
evolutionary  process  would,  in  itself,  cor- 
rect the  phenomenon,  but  that  man  must 
adopt  measures  that  would  “contribute  to 
the  fortification  of  this  neural  resistance 
and  equilibrium.”  As  civilization  advanced, 
society  collectively  had  to  set  up  preventive 
treatment  of  neurasthenia. 

Explanations  for  the  physiologic  and  psy- 
chologic changes  occurring  in  nervous  ex- 
haustion were  never  adequately  stated. 
The  difficulty  appeared  to  stem  from  the 
fact  that  neurasthenia  was  a “state”  of  dis- 
ease rather  than  a “special,  limited,  and 
geometrically  defined  disease.”21  Gener- 
ally, explanations  were  metaphorical,  allow- 
ing the  patient  to  relax  in  a simplistic  com- 
prehension of  his  problem,  and  permitting 
the  physician  to  conceal  his  own  ignorance 
behind  an  all-encompassing  prognosis. 

The  neurasthenic  is  a dam  with  a small 
reservoir  behind  it,  that  often  runs  dry  or 
nearly  so  through  the  torrent  at  the  sluice- 
way, but  speedily  fills  again  from  many 
mountain  streams;  a small  furnace,  holding 
little  fuel,  and  that  inflammable  and  com- 
bustible, with  strong  drought,  causing  quick 
exhaustion  of  materials  and  imparting  un- 
equal, inconstant  warmth;  a battery  -with 
small  cells  and  little  political  force,  and 
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which  with  little  internal  resistance  quickly 
becomes  actual  force,  and  so  is  an  incon- 
stant battery,  evolving  a force  sometimes 
weak,  sometimes  strong,  and  requiring  fre- 
quent repairing  and  refilling.22 

Causes 

These  metaphorical  explanations  did  lit- 
tle to  define  the  exact  changes  that  brought 
on  the  manifestations  of  nervous  exhaus- 
tion. Beard,23  using  the  researches  of  Du- 
Bois-Reymond  on  molecular  change,  sug- 
gested that  the  nervous  system,  in  becoming 
“dephosphorized”  during  the  process  of  use, 
underwent  “morbid  changes  in  its  chemical 
structure”  that  frequently  impaired  the 
nervous  system  of  the  brain-worker.  The 
chemical  content  of  the  nervous  system  var- 
ied, according  to  Beard,  with  the  race  and 
class  of  a particular  individual.  The  pro- 
portion of  water,  phosphorus,  fat,  and  other 
constituents  in  the  nervous  system,  the  ele- 
ments which  had  a direct  relationship  to 
the  intellectual  capacity  of  an  individual, 
were  guided  by  the  law  of  evolution.  “If 
we  know  what  a nation  eats,”  he  wrote, 
“we  know  what  a nation  is  or  may  be- 
come.”24 The  most  vigorous  brain-workers 
in  society  had  food  demands  far  different 
from  the  “inactive,  phlegmatic,  and  sta- 
tionary” peoples  of  the  earth.25  The  races 
of  man  stood  in  a hierarchical  scale,  the 
sensitive  Caucasian  at  the  top  and  the 
blunted  insensitivity  of  the  savage  at  the 
other  end.  Much  nearer  “to  the  forms  of 
life  from  which  they  feed,”  the  savages 
could  subsist  on  foods  that  were  repulsive 
or  even  poisonous  to  the  higher  races.  Both 
physically  and  intellectually  inferior  to  the 
Caucasian,  the  savages  could  live  comfort- 
ably on  vegetables  or  fruits.  As  races  grew 
in  intellectuality,  however,  they  used  fewer 
vegetables  and  fruits  and  more  meat.26  The 
difference  between  the  savage  and  the  civil- 
ized man,  evident  in  the  richness  of  brain 
convolutions  and  brain  matter,  required  a 
correspondingly  different  diet.  It  was 
Beard’s27  belief  that  as  man  became  civilized 
or  susceptible  to  nervous  exhaustion,  he 
should  “diminish  the  quantity  of  cereals 
and  fruits,  which  are  far  below  him  on  the 
scale  of  evolution,  and  increase  the  quantity 
of  animal  food,  which  is  nearly  related  to 
him  in  the  scale  of  evolution,  and  therefore 
more  easily  assimilated.”  While  the  savage 


and  lower  classes  of  a society  might  live  ex- 
clusively on  coarser  foods,  the  brain-work- 
ers required  lean  meat,  “delicately  served” 
as  a main  meal,  except  on  vacations  when 
the  brain  was  at  rest,  when  “fish  may,  to  a 
certain  extent,  take  the  place  of  meat.”28 
This  relationship  of  food  to  intellectual  ca- 
pacity became  an  essential  part  of  the  neu- 
rasthenic patient’s  treatment,  for,  in  many 
instances,  he  was  required  to  consume  ex- 
tracts of  animal  brain  to  replenish  the  mo- 
lecular constitution  of  his  exhausted  brain. 

The  pathologic  condition  which  brought 
on  the  various  types  of  neurasthenia  was 
expressed  as  an  excessive  expenditure  of 
nervous  energy  by  the  nervous  system,  in 
which  “the  force-generating  element  of  the 
nerve  centres  is  reduced  to  a condition  ap- 
proaching complete  exhaustion.”  This  con- 
dition, owing  to  “a  defect  in  the  molecular 
constitution  of  the  protoplasm  of  the  cells 
of  the  gray  neurine,”  caused  a molecular  dis- 
integration of  this  substance  in  excess  of  in- 
tegration by  the  reparative  process.29 
Brown,30  from  Chicago,  coined  the  word 
“neurenergen”  to  define  the  form  which  or- 
ganic matter  took  in  the  neurons,  through 
which  organic  matter  was  converted  to  nerv- 
ous energy  and  waste  products.  According 
to  Brown,  a healthy  individual  had  a “cur- 
rent of  neurenergen  constantly  flowing  into 
the  neurons,”  and  used  it  as  occasion  de- 
manded. For  the  neurasthenic  subject, 
however,  there  was  a deficiency  in  the  re- 
cuperative power  of  the  neurons  to  main- 
tain a healthy  quantity  of  neurenergen. 
Perhaps  there  was  even  a weakness  in  the 
neurons  themselves  which  made  them  “un- 
able to  continue  . . . proper  metamorpho- 
sis.”31 

It  was  not  without  reason  then  that  phy- 
sicians discussed  the  nervous  activity  of  the 
human  body  in  terms  of  “current,”  “elec- 
tricity,” “nerve  molecules,”  “conductibility 
of  the  neuron,”  “transmission  of  impulses,” 
and  “fluid  theory.”  In  describing  the  brain 
and  nervous  system,  physicians  frequently 
compared  them  to  a galvanic  battery  “whose 
duty  it  is  to  provide  a certain  and  continu- 
ous supply  of  its  special  fluid  for  consump- 
tion within  a given  time.” 

As  long  as  sunply  and  demand  are  fairly 
balanced,  the  functions  which  owe  their 
regular  and  correct  working  to  the  fluid  are 
carried  on  with  precision,  but  when  by  fitful 
and  excessive  demands  are  carried  far 


2492  New  York  State  Journal  of  Medicine  / October  1,  1970 


beyond  the  means  of  supply,  the  balance  is 
not  only  lost,  but  the  machine  itself  is  over- 
strained and  injured,  disorder  first  and  dis- 
ease afterwards  are  the  result.** 

Theory  of  nervous  energy 

Physicians  believed  that  the  nervous  en- 
ergy in  the  human  body,  like  electricity,  was 
a compound  fluid.  Two  fluids,  one  negative 
and  the  other  positive,  consisted  of  mole- 
cules which  repelled  each  other,  but  which 
were  “attracted  by  the  molecules  of  the  op- 
posite variety.”  The  natural  balance  in 
quantity  of  these  two  fluids  in  a particular 
substance  was  known  as  “natural  electric- 
ity,” while  the  liberation  of  fluids  produced 
a phenomenon  of  “active  electricity.”  These 
currents  of  electricity  flowing  through  the 
earth  and  influenced  by  seasonal  changes, 
the  tides,  and  other  natural  phenomena,  af- 
fected both  quantitatively  and  qualitatively 
those  “individuals  whose  nervous  systems 
are  impressionable.”  33  It  was  Campbell’s34 
opinion  that  the  earth’s  currents  were  af- 
fected strongly  by  daily  tides  of  positive 
electricity,  one  occurring  between  nine  and 
twelve  in  the  morning  and  the  other  be- 
tween six  and  nine  in  the  evening,  and  that 
it  was  during  these  periods  of  greatest  elec- 
tric flow  that  nervous  individuals  were  af- 
fected. Nervous  exhaustion  was  subject  to 
this  natural  phenomenon,  and  changes  in 
the  latter  produced  changes  in  the  “micro- 
scopic molecules  of  which  the  nerve  sub- 
stance is  composed,  whereby  their  healthy 
balance  is  lost  and  the  proper  generation  of 
nerve  and  muscle  currents  interfered  with.” 
This  “molecular  perturbation,”  he  wrote, 
gave  rise  to  the  nervous  condition  of  neu- 
rasthenia as  well  as  hysteria,  dyspepsia, 
chlorosis,  and  other  states  of  prostration. 

The  presence  of  this  positive  electricity  has 
a sustaining  and  exhilarating  effect  on  the 
nervous,  who  it  is  well  known  can  as  a rule 
employ  their  mental  faculties  with  more 
clearness  and  precision,  and  with  less  effort, 
during  the  periods  of  high  positive  electric 
tides- — the  morning  and  early  evening — while 
at  the  other  periods  there  is  a sensible  declen- 
sion of  mental  and  bodily  power.  Negative 
electric  currents,  on  the  other  hand,  have  a 
depressing  and  exhausting  effect  on  the  nerv- 
ous; and  this  is  evidenced  in  the  unpleasant 
sensations  felt  by  them  before  a thunder- 
storm, when  negative  electricity  abounds. 
As  there  are  daily  tides  of  positive  elec- 
tricity, so  are  there  also  seasons.  Autumn 
and  winter  are  the  periods  when  it  is  in  the 


largest  volume  in  the  atmosphere,  and  these 
are  the  times  when  it  is  usual  for  the  neuras- 
thenic to  enjoy  the  best  health  and  spirits; 
while  in  the  late  spring  and  summer,  when 
the  opposite  condition  of  atmosphere  pre- 
vails, they  are  usually  at  the  lowest  point 
of  health  and  spirit.*8 

Because  of  the  relationship  of  electrical 
energy  to  the  theory  of  the  nervous  system, 
the  use  of  electric  gadgetry  became  widely 
accepted  in  the  late  nineteenth  century  for 
correcting  the  prostration  accompanying 
neurasthenia.  The  “direct  physical  and 
chemical  action  of  . . . electricity,”  the  tonic 
effect  induced  by  the  muscular  contractions 
on  tissues,  the  “increased  absorption  of 
oxygen,  the  modification  of  endosmosis  and 
exosmosis,  the  changes  in  the  form  and 
colour  of  the  red  corpuscles  of  the  blood,” 
brought  added  relief  to  the  neurasthenic 
individual.36  The  use  of  electricity  on  the 
neuron,  it  was  believed,  restored  “conducti- 
bility”  which,  due  to  prostration,  had  “be- 
come resistant  to  the  nerve  current.”  By 
exciting  the  nerve  tissue,  a condition  of 
“electrotonos,”  or  “a  change  in  [nerve]  ex- 
citability” occurred,  in  which  the  neuron 
found  newer  paths  of  transmission  for  its 
nervous  impulses.  The  “greater  the  num- 
ber of  ties  or  connections  developing  out  of 
the  protoplasmic  body,”  wrote  Beard,37  “the 
richer  and  more  substantial  becomes  the 
mentality  of  the  individual.” 

During  the  late  nineteenth  century,  phy- 
sicians experimented  with  two  distinct  types 
of  electrization  for  the  neurasthenic  indi- 
vidual. One  method,  called  central  galvani- 
zation, was  used  chiefly  on  the  central  nerv- 
ous system.  It  consisted  of  placing  the 
feet  of  a patient  on  a sheet  of  copper  which 
was  attached  to  a negative  pole.  A positive 
pole  attached  to  a sponge  or  the  operator’s 
hand,  was  then  applied  to  the  patient,  mov- 
ing across  the  head,  the  back  of  the  neck,  the 
spine,  arms,  stomach,  liver,  bowels,  and 
lower  extremities.  Special  emphasis,  how- 
ever, was  given  to  the  head  and  spine.  Ac- 
cording to  Beard,38  the  use  of  this  proce- 
dure improved  the  “vital  force”  of  the  nerve 
“in  accordance  with  the  theory  of  the  cor- 
relation and  conservation  of  forces,”  and 
the  muscular  contractions  which  accom- 
panied its  use  increased  “the  processes  of 
waste  and  repair”  in  those  nerves  which  had 
become  sluggish  in  their  prostrated  state. 
Under  a milder  treatment,  called  general 
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faradization,  the  electric  current  was  ap- 
plied locally  to  a wider  range  of  symptoms. 
Faradization  was  thought  to  impart  a quali- 
tative difference  to  the  patient  due  to  the 
use  of  bromide  of  potassium  in  faradic  cur- 
rent rather  than  hydrate  of  chloral  in  the 
galvanic  current.  Quite  often,  physicians 
suggested  alternating  general  faradic  with 
central  galvanization  in  the  belief  that  a 
combination  of  the  two  currents  would  aid 
those  neurasthenic  patients  whose  malady 
acted  “with  strange  caprice.”39 

Types 

Physicians  divided  neurasthenia  into 
several  categories  or  varieties.  Neurasthe- 
nia could  be  cerebral,  spinal,  digestive,  trau- 
matic, hysterical,  and  even  sexual.  The  hu- 
man body,  a “reservoir  of  force  constantly 
escaping,  constantly  being  renewed  from  the 
centre  of  force — the  sun,”  reacted  in  various 
ways  to  nerve  exhaustion.  There  was  little 
nerve  force  in  reserve  in  the  neurasthenic 
individual,  and  during  those  instances  of 
excessive  exhaustive  mental,  emotional,  or 
physical  labor,  he  found  himself  without  the 
reserve  or  input  of  nervous  energy  neces- 
sary to  keep  a healthy  balance.40  Irrita- 
tions which  arose  in  one  part  of  the  body 
frequently  were  transmitted  to  other  more 
vulnerable  parts.  Nervous  prostration  due 
to  brain  work  could  quite  easily  affect 
the  digestive  as  well  as  the  reproductive  sys- 
tem. Just  as  the  sensitive  nerve  supply 
could  cause  “waves  of  hyperemia”  that 
brought  congestion  and  headache  to  the 
brain,  so  it  often  passed  “from  one  organ 
to  another  under  the  influence  of  a myriad 
of  exciting  causes.”  The  paths  of  current 
through  the  body  created  a situation  in 
which  symptoms  would  come  and  go  and 
even  substitute  one  form  of  disorder  for 
another.41 

The  sexual  organs  were  frequently  the 
victims  of  nervous  exhaustion,  and  there 
was  almost  no  end  to  the  variety  of  medi- 
cines and  applications  to  aid  the  sexually 
neurasthenic  person.  Localized  electriza- 
tion, both  galvanic  and  faradic,  was  often 
applied.  An  electrode  was  inserted  in  the 
rectum  and  the  other  in  the  urethra,  or  an 
electrode  inserted  in  the  rectum  and  the 
other  placed  at  the  perineum  or  between  the 
penis  and  scrotum,  or  on  the  inner  sides  of 


the  thighs.  External  applications  of  elec- 
tricity were  given  along  the  spine,  inner 
sides  of  the  thighs,  and  the  nerves  con- 
nected to  the  genital  organs.  Physicians 
also  used  a form  of  general  electrization 
called  franklinization,  in  which  static  elec- 
tricity was  applied  along  the  spine  and 
genital  region.  The  patient  sat  on  an  in- 
sulated chair  and  the  physician,  using  a 
variety  of  electrodes,  made  “frequent  use  of 
electric  wind”  in  treating  the  nervous  pa- 
tient.42 

Confessions  of  neurasthenic  individuals 
added  little  to  the  symptoms  already  men- 
tioned, except,  perhaps,  the  almost  morbid 
curiosity  of  diagnosing  their  own  ailments. 
With  his  first  nocturnal  emission,  one  des- 
perate subject  threw  himself  into  the  hands 
of  physicians  and  quacks  who  introduced 
him  to  electric  belts,  “crayons  inserted  in 
the  urethra,”  rectum  medication,  magne- 
tism, galvanism,  sanitariums,  medicines, 
and  baths.  He  spent  months  taking  ani- 
mal extracts,  and  finally,  owing  to  his  enor- 
mous medical  bills,  bought  books  on  electri- 
zation, purchased  batteries,  and  made  the 
electrical  applications  himself.43  One  case 
of  sexual  nerve  weakness  received  notoriety 
because  of  the  apparatus  used  to  correct  “a 
most  obstinate  case  of  impotence”  of  a pa- 
tient who  had  been  in  the  hands  of  several 
prominent  New  York  neurologists. 

[The  apparatus]  consisted  of  a zinc  cylin- 
der made  to  enclose  the  penis,  with  a funnel 
attached  so  that  it  can  be  filled  with  Rhine 
wine  or  weak  alcohol.  The  positive  pole  is 
connected  with  it,  and  the  negative  pole, 
which  is  attached  to  a very  large  electrode, 
is  placed  over  the  spine.  It  is  to  be  used 
three  times  a day  for  five  or  six  minutes, 
a current  of  five  to  eight  cells  being  em- 
ployed. It  is  supplemented  with  a set  of 
magnetic  apparatus  which  seems  to  be  of 
subsidiary  importance.  There  is  no  doubt 
that  the  patient  gets  the  sedative  effects  of 
the  galvanic  current  very  thoroughly.44 

Treatment 

The  treatment  for  neurasthenia  consisted 
of  a great  number  of  hygienic  suggestions 
and  medicines.  Neurasthenic  patients  were 
advised  to  get  rest  and  isolation,  take  pre- 
scribed amounts  of  ergot  (“useful  in  con- 
gestions of  the  brain  and  spinal  cord”),  ar- 
senic (“persevered  with  for  many  weeks, 
oftentimes  for  many  months”),  caffeine, 
coca,  zinc  combinations,  chloral,  strychnia, 
(“it  has  a depressing  effect”),  opium  (“in 
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small  doses,  is  excellent  for  many  phases”), 
mineral  acids,  and  cod  liver  oil.45 

There  were  any  number  of  “cures”  for 
neurasthenia.  The  American  Medical  As- 
sociation frequently  published  prescriptions 
in  its  Journal  which  had  been  suggested  by 
concerned  physicians  across  the  country.4'1 
Besides  these  individual  remedies  there 
were  always  pages  of  patent  medicine  cures 
in  nearly  all  journals  and  newspapers. 
Among  the  more  popular  medicines  was 
Arsenauro,  which  claimed  to  cure  sufferers 
of  nearly  all  nervous  affections.  There  was 
also  a product  called  Celernia. 

Suppose  we  find  the  patient  a little  giddy 
upon  rising  in  the  morning.  This  means  that 
the  nerves  do  not  have  perfect  control  of  the 
muscular  system.  As  a test  for  this,  direct 
the  patient  to  stand  with  his  feet  close  to- 
gether, shut  his  eyes,  and  if  the  tendency  is 
to  reel,  it  is  another  evidence  of  lowered 
nerve  tone.  Or  stand  with  the  arms  ex- 
tended, shut  the  eyes,  and  then  try  to  bring 
the  tips  of  the  forefingers  together  in  front 
of  him.  If  they  pass  by  or  meet  imperfectly, 
it  shows  the  same  thing.  This  condition  in- 
dicates the  use  of  Celernia  (Rio)  in  a tea- 
spoonful dose  four  times  a day  to  increase 
the  nerve  capital  of  your  patient.'7 

The  Goat  Lymph  Sanitarium  Association 
advertised  its  product,  Lymphoids,  as  a 
brain  and  nerve  tonic  made  from  animal 
extracts.  Its  use,  it  was  pleased  to  say. 
stimulated  “cell  activity  [and]  restore[d] 
dormant  and  diseased  structures  to  a 
healthy  condition.”  And  if  that  was  not 
enough,  it  guaranteed  to  stimulate  “sexual 
centers  and  reflex  action.”48  Another  com- 
mon treatment,  called  “nervous  transfu- 
sion,” consisted  of  sheep  brain  “cut  into 
bits,  macerated,  put  into  five  times  its 
weight  of  glycerine,”  and  injected  into  the 
abdomen  of  the  neurasthenic  subject.49 
The  nerve  tonic  Melachol  was  another 
“cure”  for  neurasthenia.  A fluid  drachm 
contained  an  85-gr.  combination  of  sodium 
phosphate,  citric  acid,  and  sodium  nitrate 
and  was  guaranteed  to  stimulate  cerebral 
activity,  cure  headaches,  prevent  gallstones, 
cure  jaundice,  correct  “perverted  secre- 
tions,” and  prevent  “functional  impo- 
tence.” 50  In  addition  there  were  any  num- 
ber of  galvanic  belts,  self-administered 
electrical  stimulators,  and  a host  of  “rest 
cures.”  Daly,31  of  Pittsburgh,  suggested  a 
combination  of  mild  mercurial  laxatives,  the 
use  of  wines  and  whiskey,  and  in  difficult 


congestive  cases,  the  use  of  four  to  six 
leeches  “applied  to  the  mastoid  region  at 
bedtime.” 

A number  of  writers  on  neurasthenia 
were  owners  of  sanitariums.  Bassett,  of 
Chicago,  was  editor  and  publisher  of  the 
Journal  of  Neurasthenia;  or,  Nervous  Ex- 
haustion and  also  proprietor  of  Dr.  Bas- 
sett’s Free  Gallery  of  Anatomy,  Science,  and 
Art.  He  carried  on  extensive  correspond- 
ence with  neurasthenic  individuals,  offer- 
ing advice  and  treatment.5-  Some  of  the 
more  famous  rest  places  were  J.  H.  Kel- 
log’s  Sanitarium  in  Battle  Creek,  Michigan, 
founded  in  1867,  the  Private  Sanitarium  at 
215  South  15th  Street,  Philadelphia,  for  ad- 
ministration of  electricity  and  “allied 
agents”  in  the  diseases  of  women,  Oakwood 
Springs  Sanitarium  on  Lake  Geneva,  Wis- 
consin, and  West  Baden  Mineral  Springs 
in  Orange  County,  Indiana.  In  Washing- 
ton, D.C.,  William  A.  Hammond,  M.D.,  op- 
erated a private  hospital  for  diseases  of  the 
nervous  system  on  14th  Street  and  Sheridan 
Avenue.  Besides  offering  a variety  of  elec- 
trical treatments,  Hammond  also  prescribed 
his  own  medicine,  Cerebrine,  an  extract  of 
animal  brain  hypodermically  administered.53 
Retreats  or  rest  homes  became  increasingly 
popular  with  neurasthenic  patients.  There 
were  a number  of  rest  spots  for  the  relaxa- 
tion of  urban  society’s  brainworkers  on  the 
outskirts  of  nearly  all  the  major  cities  in  the 
United  States.54 

Fate  of  neurasthenia 

The  word  neurasthenia  received  respect- 
ful consideration  by  the  medical  profession 
in  the  late  nineteenth  century  and  only 
slowly  was  it  challenged.  In  the  early 
1900s,  however,  physicians  began  to  ques- 
tion whether  both  the  physician  and  patient 
might  be  better  off  without  the  term. 
Tracy,35  for  example,  wrote  to  the  American 
Medical  Association  that  he  refused  to  make 
a diagnosis  of  neurasthenia.  “I  would 
rather  anytime  say  outright  that  I do  not 
know,”  he  wrote,  than  to  use  the  term 
which,  by  its  very  vagueness,  applied  to 
almost  any  and  all  diseases.  “To  diagnose 
neurasthenia,”  he  argued,  “is  to  beg  the 
question,  and  what  is  worse  and  still  more 
unscientific,  is  to  say  that  neurasthenia  is 
the  cause  of  some  local  trouble.”  55  Yet  the 
term  “neurasthenia”  continued  in  usage 
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through  World  War  I and  applied  to  condi- 
tions arising  from  concussion,  battle  fa- 
tigue, and  shell  shock.  In  1916  the  French 
military,  concerned  that  the  word  was 
spoken  “rather  too  glibly  [by]  the  lay 
tongue,”  abandoned  the  term  altogether  and 
created  special  examination  boards  for  those 
individuals  claiming  to  be  victims  of  the 
disease.56  Although  neurasthenia  died  a 
pauper’s  death  in  the  1920s,  it  nevertheless 
was  an  important  documentary  of  America’s 
uneasy  accommodation  with  the  indus- 
trialized age.  The  tensions  and  problems 
of  the  urban  man  and  woman  were  both 
feared  and  respected;  indeed,  the  disease 
was  an  anomaly  that  puzzled  those  who  did 
not  suffer  from  it  and  frustrated  those 
whose  satisfaction  it  was  to  be  its  victims. 

3400  Broadway 
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Announcement  1970  District  Branch  Meetings 


Branch  Date 


Place 


Second 


September  25 — 8 P.M., 
Business  Meeting 
November  6,  6,  7,  8,  9, 
10,  11,  12,  13,  14,  15 


Suffolk  Academy  of 
Medicine,  Hauppauge 
Spain-Portugal 


Third  October  8 

and  Scientific  Program 

Fourth 


Rensselaer  Polytechnic 
Institute,  Troy,  New 
York 


Fifth 

AND 

Sixth 


September  11,  12,  13  Hotel  Sagamore,  Lake 

George,  New  York 


Seventh  September  27,  28,  29,  30,  Kings  Inn,  Freeport, 
and  October  1,  2,  3,  4 The  Bahamas 

Eighth 
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Necrology 


Jerome  Black,  M.I).,  of  White  Plains,  died  on 
August  7 at  the  age  of  forty-three.  Dr.  Black 
graduated  in  1962  from  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse. 
He  was  an  assistant  attending  pediatrician  at 
White  Plains  Hospital  Association.  Dr.  Black 
was  a member  of  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Clement  Richard  Boland,  M.D.,  of  Endwell,  died 
on  July  26  at  the  age  of  forty-nine.  Dr.  Boland 
graduated  in  1945  from  Georgetown  University 
School  of  Medicine.  He  was  an  attending  pedi- 
atrician at  Charles  S.  Wilson  Memorial  Hos- 
pital (Johnson  City).  Dr.  Boland  was  a mem- 
ber of  the  Binghamton  Academy  of  Medicine, 
the  Broome  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ludwig  V.  Chiavacci,  M.D.,  of  New  York  City, 
died  on  August  14  at  the  age  of  seventy-four. 
Dr.  Chiavacci  received  his  medical  degree  from 
the  University  of  Vienna  in  1925.  He  was  a 
member  of  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Gilbert  Worden  Crissey,  M.D.,  of  Mechanicville, 
died  on  April  23  at  the  age  of  ninety-three.  Dr. 
Crissey  graduated  in  1899  from  Albany  Medical 
College.  He  was  a consulting  physician  and  an 
honorary  member  of  the  medical  staff  at  St. 
Mary’s  Hospital  of  Troy.  Dr.  Crissey  was  a 
member  of  the  Industrial  Medical  Association, 
the  Saratoga  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Reuben  Gilbert,  M.D.,  of  Hallendale,  Florida, 
formerly  of  The  Bronx,  died  on  August  5 at 
the  age  of  sixty-seven.  Dr.  Gilbert  graduated 
in  1926  from  Harvard  University  Medical 
School.  He  was  a consulting  surgeon  at  Lin- 
coln Hospital  and  former  chief  of  surgery  at 
Royal  Hospital.  Dr.  Gilbert  was  a Fellow  of 
the  American  College  of  Surgeons  and  a mem- 
ber of  the  Rronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Everett  M.  Hawks,  M.I).,  of  Pomona,  died  on 
July  28  at  the  age  of  ninety-two.  Dr.  Hawks 


graduated  in  1903  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Milton  Howard  Morris,  M.D.,  of  Cedarhurst, 
died  on  July  31  at  the  age  of  seventy-two.  Dr. 
Morris  graduated  in  1921  from  Long  Island 
College  Hospital.  He  was  a consulting  cardiolo- 
gist at  Long  Beach  Memorial  and  St.  Joseph’s 
(Far  Rockaway)  Hospitals,  and  a staff  cardi- 
ologist at  Long  Island  Jewish  Hospital.  Dr. 
Morris  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  (Cardiovascular  Dis- 
eases), a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  Car- 
diological Society,  the  Nassau  County  Medical 
Socety,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Maxwell  Scher,  M.D.,  of  Valley  Stream,  died  on 
August  10  at  the  age  of  seventy-seven.  Dr. 
Scher  graduated  in  1915  from  Long  Island  Col- 
lege Hospital.  He  was  an  attending  physician 
in  general  practice  at  Lefferts  General  Hospi- 
tal. Dr.  Scher  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Wolf  Dietrich  Schmidt,  M.D.,  of  Westbury,  died 
on  April  10  at  the  age  of  sixty.  Dr.  Schmidt 
received  his  medical  degree  from  the  University 
of  Rome  in  1935.  He  was  a consulting  physi- 
cian in  industrial  medicine  at  Huntington  Hos- 
pital. Dr.  Schmidt  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine,  Inc. 
(Occupational  Medicine),  a Fellow  of  the  Amer- 
ican College  of  Preventive  Medicine,  and  a 
member  of  the  Industrial  Medical  Association, 
the  Aerospace  Medical  Association,  the  New 
York  Academy  of  Preventive  Medicine,  the  New 
York  State  Society  of  Industrial  Medicine,  the 
Suffolk  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Ralph  Wolfe,  M.I).,  of  Brooklyn,  died  on  July  10 
at  the  age  of  seventy-seven.  Dr.  Wolfe  gradu- 
ated in  1917  from  Long  Island  College  Hospital. 
He  was  an  attending  gastrointestinal  surgeon 
at  Jewish  Hospital  of  Brooklyn  and  a consult- 
ing surgeon  at  Adelphi  Hospital  and  Metro- 
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politan  Jewish  Geriatric  Center.  Dr.  Wolfe 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Medical  Society  of 


the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Laying  of  Cornerstone 

The  Cornerstone  Installation  Ceremony  for  the  new  Headquarters  Building  of 
the  Medical  Society  of  the  State  of  New  York,  Village  of  Lake  Success,  New  York, 
will  be  held  at  the  construction  site  (Lakeville  Road)  on  Thursday  afternoon.  Oc- 
tober 15,  1970,  at  2:30  o’clock.  All  members  of  the  medical  profession  are  cordially 
invited  to  attend. 
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When  irritable  colon  feels  like  this 


The  blowfish,  a small  species 
of  fish,  reacts  to  stress  or 
frinht  by  puffins  itself  up  with 
air.  After  about  a dozen 
noisyyulps  the  belly  is  balloon- 
shaped und  hard.  When 
replaced  in  the  water  the  air  is 
quickly  expelled,  and 
the  fish  sinks  to  the  bottom. 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED 
provides  more  complete  relief  : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming):  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


s 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-lorming. 

Side  effects:  Blurred  vision,  dry  mouth*  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosdge  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chew  ed  or  sw  allowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(luom  the  Greek  kinetikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 
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Antiarthritics 
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Declostatin  (Lederle  Labs.,  Div.  Amer.  Cyanamid 
Co.) 2424 


Antiinflammatory  steroids 
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Intestinal  antispasmodics 
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Chemical  Industries) 2500-2501 


Nasal  decongestants 


Dimetapp  (A.  H.  Robins  Company) 2403 

Neo-Synephrine  (Winthrop  Laboratories) 2397 


Sedative  barbiturates 


Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  1 44's  — 1 44  tab- 
lets in  1 2 rolls. 


Each  Tablat-Activo  Ingredients: 
Precicxiatad  Calcium  Carbonate 
Magneaium  Carbonate 
Magnesium  Trisilicate 


0 4*!  Gm. 

0 011  Gm. 
0.00t  Gm. 


ARCH  LABORATORIES 

L!  319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Hali-Brooke  Hospital  Foundation,  Inc. 

HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  (203)  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  treatment  of  Psychiatric  Disorders 
within  a Therapeutic  Community 

Accredited  by:  The  Joint  Commission  on 
Accreditation  of  Hospitals  and  The  American 
Psychiatric  Association,  Medicare 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Psychiatrist-In-Chief  Medical  Director 

Elisabeth  Solomon 
Executive  Director 


Tuinal  (Eli  Lilly  & Company) 


2393 


Sedative  non-barbiturates 

Noludar  (Roche  Laboratories) 2410-2411 

T ranquilizers 

Serentil  (Sandoz  Pharmaceuticals).  2399,  2400,  2401,  2402 


MISCELLANEOUS 


ISRAEL  COINS  AND  MEDALS  FOR  COLLECTORS 
and  investors.  Large  stock.  I specialize  only  in  Israel 
coins,  no  other  coin  business.  Will  work  very  close  to 
cost.  Be  it  100  Herzl  gold  coins  or  a 1970  proof  like  set, 
call  me.  Clifford  Sarokoff,  P.O.  Box  24,  Brooklyn,  N.Y 
11223.  (212)  375-2304,  or  (212)  835-2734. 
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PHYSICIANS 

New  York  State 

Workmen’s  Compensation  Board 

$21,805  -$25,575* 

Req.  N.Y.S.  Medical  License  plus  ex- 
perience incl.  treatment  of  traumatic 
injuries  or  occupational  illness.  Must  in- 
terpret case  histories  and  read  X-rays. 

* effective  10/1/70;  additional  6%  4/1/71. 

N.Y.S.  Dept,  of  Civil  Service 
R-1029  B,  Albany,  N.Y.  12226 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  leading 
to  partnership.  Excellent  opportunity.  Minimum  start- 
ing salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  915,  % NYSJM. 


M D— CLI N ICAL  I NVESTIGATORS— $25-40,000 

We  have  a number  of  full-time  openings  for  ex- 
perienced clinical  investigators  in  the  following 
areas:  Ob/Gyn  (OC  bkgd)  internal  med.,  cardi- 

ology, dermatology,  psychiatry,  general  medi- 
cine. These  are  fee-paid  career  opportunities! 

FALK  PERSONNEL,  INC.  (agency) 

16  West  56th  St.,  New  York,  N.  Y.  10019 
(212)  581-1070 


WANTED:  PHYSICIAN  UNDER  35  TO  JOIN  YOUNG, 

general  practitioner  in  interesting  and  active,  complete 
general  practice,  including  uncomplicated  obstetrics. 
Salary  first  year  $25,000  then  percentage  to  full  partnership 
and  possible  incorporation  under  new  state  laws.  Subur- 
ban community  of  New  York  City.  Please  call  or  write: 
Ralph  E.  Schlossman,  M.D.,  130-56  Lefferts  Blvd.,  So. 
Ozone  Park,  N.Y.  11420.  Call  (212)  VI  3-2233. 


Psychiatrists,  Medical  Specialists, 
and  General  Physicians 

Psychiatric  residencies  also  available.  Harlem 
Valley  State  Hospital  is  a J.C.A.H.  accredited  hos- 
pital, located  in  the  scenic  foothills  of  the  Berkshires. 
Salaries  are  competitive;  excellent  New  York  State 
fringe  benefits;  housing  available  on  the  grounds 
at  nominal  cost.  Cultural  and  shopping  oppor- 
tunities in  surrounding  communities  of  Poughkeepsie, 
N.Y.  and  Danbury,  Conn.;  1 Zi  hr.  drive  from  New 
York  City;  variety  of  recreational  facilities  in  this 
locale;  beautiful  9-hole  golf  course  available  on 
the  grounds  of  the  hospital.  Send  resumes  to:  Dr. 
Lawrence  P.  Roberts,  Director,  Harlem  Valley  State 
Hospital,  Wingdale,  N.Y.,  12594.  Phone:  (914) 
832-321  1. 


PHYSICIANS  WANTED — CONT D 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


HEALTH  COMMISSIONER— CHEMUNG  COUNTY 
(population  100,000),  south  central  New  York  near  Finger 
Lakes  Region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re- 
quirements: M.D.  with  four  years  of  responsible  public 

health  administrative  experience,  or  M.D.  and  M.P.H. 
degrees  with  one  year  experience  in  public  health  admin- 
istration. New  York  State  license  or  eligibility  therefor. 
Beginning  salary  $26,000.  Full  fringe  benefits.  Excellent 
schools  and  living  conditions.  Send  application  to  George 
R.  Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira,  N.Y.  14905. 


GENERAL  PRACTITIONERS  TO  JOIN  17  MAN  GROUP 
staffing  emergency  rooms  of  3 local  hospitals  in  Bingham- 
ton, N.Y.  area.  Offering  $25,000  to  $30,000,  4 weeks  vaca- 
tion, 5 day,  40  hr.  week,  malpractice  and  society  dues  paid; 
opportunity  for  partnership.  Contact  Mr.  James  F.  Stehli, 
Executive  Director,  Physician  Service  Associates,  134  Main 
St.,  Binghamton,  N.Y.  13905. 


OPENING  FOR  INTERNIST  OR  GENERAL  PRAC- 
titioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  medical 
consultations.  Membership  available  on  medical  staff  of 
progressive,  accredited  general  hospital  which  is  currently 
expanding.  Located  in  small,  attractive  resort  com- 
munity, 70  miles  southwest  of  the  Capital  District.  Ideal 
family  area.  Good  schools,  all  churches.  Excellent  recre- 
ational facilities  in  the  immediate  area.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician  to 
take  over  established  practice  of  physician  planning  on  re- 
tirement. Community  Hospital,  Stamford,  New  York. 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  stage.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  ana  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Co.  Com- 
munity Mental  Health  Center,  Jones  Memorial  Hos- 
pital, Wellsville,  New  York  14895. 


ANESTHESIOLOGIST  FOR  PART  TIME  WORK, 
mainly  afternoons.  Voluntary  Hospital,  Brooklyn.  Re- 
ply to  P.O.  Box  224,  Lefferts  Station,  Brooklyn,  N.Y. 
11225. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Out-patient  service  also.  Salary 
open,  dependent  on  experience.  Benefits  include  major 
medical  insurance,  life  insurance  and  pension  program. 
For  information  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


VERY  PROFITABLE  HOSPITAL,  NEW  YORK  CITY, 
over  200  beds  plus  other  facilities,  desires  physicians  or 
surgeons  as  co-partners  with  medium  investment;  sale  due 
to  retirement.  Box  958,  % NYSJM. 


PHYSICIANS:  INTERESTED  IN  A GROUP  PRAC, 

tice?  Livonia,  New  York,  gateway  to  Fingerlakes  area- 
25  miles  south  of  Rochester.  Excellent  earning  potential. 
Large  area  population.  Contact  Mrs.  Gerala  A.  Pease, 
Livonia-Conesus  Doctor  Procurement  Committee,  5413 
Lima  Road,  Geneseo,  New  York  14454.  Call  (716)  346- 
3866. 
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PHYSICIANS  WANTED— CONT’D 


SEM I -RETIRE  IN  FLORIDA!  CLEAN  AIR,  FISHING 
and  beaches.  Emergency  room  phyaicians  needed  full 
time  for  expanding  Florida  hospital.  Must  have  Florida 
license  and  quality  for  active  stafT  privileges.  Fee  for 
service  with  guarantee  of  $300 per  24  hour  day.  No  over- 
head. Hospital  does  hilling  of  fees  at  no  expense*  to  you. 
Write  E.  Gilbert  Slatton,  Administrator,  WuesthofT 
Manorial  Hospital,  Rock  led  go,  Florida  82966. 


PHYSICIAN,  OCCUPATIONAL  OR  INTERNAL  MED- 
icine  preferred,  U.S.  Public  Health  Service.  Federal 
Employee  Occupational  Health  Program  in  New  York. 
Starting  salary  is  $22,918  per  annum.  Federal  Career 
Civil  Service  rights  and  benefits  apply.  Selection  will  la* 
made  without  regard  to  race,  color,  religion,  sex  or  national 
origin.  Write  Chief,  Clinical  Services.  Division  of  Fed- 
eral Employee  Health,  f>6(K)  Fishers  Lane.  Rockville,  Mil. 
20852. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
established  practitioner.  Busy  general  practice  in  Nas- 
sau County,  Long  Island,  1 hour  from  Manhattan.  All 
phases  of  general  practice  work:  X-ray,  EKG,  laboratory. 
200-bed  hospital  nearby.  Excellent  income  and  working 
conditions.  First  year  salary,  then  partnership  if  mutually 
agreeable.  It.  Joseph,  M.D.,  (516)  378-4949. 


EMERGENCY  ROOM  PHYSICIAN:  $30,000  AN- 

nually  for  42  hour  work  week;  ideal  for  physician  wishing 
to  slow  down  to  reasonable  hours.  New  York  license  re- 
quired. Start  immediately.  Write  Roger  Calkins. 
Director  of  Personnel,  St.  Clare’s  Hospital,  Schenectady, 
N.Y.  12304. 


OPENINGS  FOR  CLINICAL  PSYCHIATRIST  AT  His- 
toric Trenton  State  Hospital,  Trenton,  New  Jersey  08625. 
Active  full  complement  Residency  Training  Program  with 
university  affiliations.  Own  Neuropathology  ana  Forensic 
Departments.  Easy  access  to  New  York,  Philadelphia  and 
Shore  areas.  Excellent  fringe  benefits.  Salary  ranges 
$16,890— $28,026.  Write:  M.  Rotov,  M.D.,  Deputy 

Medical  Director. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE,  170  BED 
general,  voluntary  hospital,  soon  to  expand  to  300  beds. 
Located  in  suburban  Long  Island  community  on  Atlantic 
Ocean.  50  minutes  from  New  York  City;  ample  volume 
to  support  two  compatible  people  on  a fee-for-service  basis. 
Contact  Administrator.  Long  Beach  Memorial  Hospital, 
Long  Beach,  N.Y.  11561.  Phone  (516)  432-8000. 


FULL-TIME  MEDICAL  STAFF  FOR  SPINAL  CORD 
injury  service.  Interested  in  securing  physicians  with 
general  surgery,  internal  medicine,  orthopedic  surgery, 
urological  surgery,  or  plastic  surgery  experience.  Salary 
range:  $20,114  to  $29,752  according  to  qualifications  and 

experience.  Additional  benefits.  University  affiliation 
available.  Apply  to:  Peter  C.  Hofstra,  M.D.,  Chief. 

Spinal  Cord  Injury  Service,  Veterans  Administration 
Hospital,  130  W.  Kingsbridge  Rd.,  Bronx,  N.Y.  10468. 


ATTENTION  ALL  M.D.’S.  COME  ABOARD  TO  Es- 
tablish your  own  private  medical  office  practice  in  our 
Medical  Center  compound.  Pediatricians,  oculists  and 
cardiologists  in  great  need.  Try  Sussex  County,  New 
Jersey  first.  Five  board  members  already  in  operation. 
Contact  John  E.  Lombardi.  D.D.S.,  39  Newton  Sparta 
Rd.,  Newton,  New  Jersey.  (201)  383-4421. 


DRUG  ABUSE  PROJECT  DIRECTOR:  $1,000,000  PRO- 

gram.  Excellent  liaison  with  local  universities.  Unusual 
opportunity  for  development  of  innovative  techniques.  I 
Salary  $29,484  per  j'ear.  Drug  abuse  experience  desirable. 
Must  be  able  to  obtain  California  license.  Requires  M.D.. 
masters  degree  in  public  health,  plus  one  year  related 
experience.  One  additional  year’s  experience  may  be  sub- 
stituted for  masters  degree.  Appointment  at  lower  salary 
level  and  future  promotion  possible  for  applicant  lacking 
any  experience  or  lacking  masters  degree.  Excellent  fringe 
benefits.  Direct  resumes  to  B.  A.  Kogan,  M.D.,  Director 
of  Medical  Services  Bureau,  Los  Angeles  County  Health 
Department,  220  N.  Broadway,  Los  Angeles,  California 
90012.  Tel:  (213)  625-3212,  ext.  225. 


PRACTICES  AVAILABLE 


AVAILABLE  EQUIPPED,  ESTABLISHED  GENERAL 
practice  in  New  York’s  capital  district.  Nearby  accredited 
hospital  available  for  privileges.  45  minutes  to  teaching 
institution  for  graduate  study.  No  initial  investment; 
modest  rent  after  trial  period.  Peter  J.  Sacket,  M.D., 
101  Hilgert  Pkwy,  Schoharie,  N.Y.  12157. 


LUCRATIVE  WORKMENS  COMPENSATION  PRAC- 
tice  available  in  garment  district.  Retiring  because  of 
illness.  Call  morning  8 a.m.  to  10  a.m.;  evenings  8 p.m. 
to  1 1 p.m.  (212)  454-5253,  or  (212)  628-2888. 


VERY  ACTIVE  GENERAL  PRACTICE  AVAILABLE, 
with  6 room  apartment  and  7 room  office,  and  large  garden. 
North  Shore  of  Long  Island,  about  40  miles  from  New 
York  City.  Tel:  (516)427-6264. 


POSITIONS  WANTED 


ORTHOPAEDIC  SURGEON,  CERTIFIED,  MARRIED, 
seeks  solo  or  partnership  practice,  write  Box  960,  % 
NYSJM. 


OTOLARYNGOLOGIST.  34,  BOARD  CERTIFIED,  UNI- 
versity  trained.  Licensed  in  Pennsylvania,  New  Jersey 
and  New  York;  seeks  practice  opportunity  in  any  one 
of  these  three  states,  preferably  in  New  York.  Also  in- 
terested in  part  time  teaching  in  training  program.  Im- 
mediately available.  Box  961,  % NYSJM. 


NEW  ! NEW!  NEW’  MED-TEMPS.  WORK  PILED  UP?? 
Behind  in  insurance  forms??  Girl  on  vacation??  Call 
us  for  tem|>orary  aides,  receptionists,  medical  typists. 
Med-Assist,  Inc.,  751-1053. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  %NYSJM. 


BROOKLYN— 2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 
0853. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  Lux- 
uriously appointed,  fully  equipped,  eight  room  medical 
office.  Separate  consultation  room.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


FARMINGDALE,  N.Y.  ATTRACTIVE,  5 ROOM  OF- 
fice  i furnished-unfurnished)  for  rent.  Used  by  physician. 
Suitable  any  profession.  On  main  thoroughfare  adjacent 
to  bank.  Moderate  rent.  246  Conklin  Street.  Call 
(516)  CH  9-4062,  or  CH  9-1470. 


FOR  SALE:  LUXURIOUS  SPLIT-LEVEL  HOME, 

fully  air-conditioned,  custom  built  for  doctor.  Separate 
three  room  doctor’s  office.  Three  bedrooms,  main  floor 
library,  dining,  living,  recreation  room  with  built-in  wet 
bar;  screened  porch,  kitchen-dinette,  oversized  rooms, 
expansion  attic,  Three-quarters  acre  tree-filled  lot. 
Prospect  Park  Section.  White  Plains,  N.  Y.  Call  (914) 
W'H  6-1114. 


SPECIALIST  WISHES  TO  SHARE  ELEGANTLY  FURN- 
ished  office  with  private  entrance  at  76th  St.  near  Park 
Avenue.  Exclusive  use  of  the  office  certain  mornings,  in- 
cluding Saturdays  and  after  4 p.m.  If  interested  please 
call  (914)  634-9640. 
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EMPAC 


What  is  EMPAC? 

The  Empire  Medical  Political  Action  Committee,  EMPAC,  is  a voluntary,  non-profit  unin- 
corporated committee  of  individual  physicians  and  others  and  is  not  affiliated  with  any 
political  party.  The  Committee  is  an  independent,  autonomous  organization  and  is  not  a 
branch  or  subsidiary  of  any  national  or  other  political  action  committee. 

What  are  the  purposes  of  EMPAC? 

1.  To  promote  and  strive  for  the  improvement  of  government  by  encouraging  and  stimulat- 
ing physicians  and  others  to  take  a more  active  and  effective  part  in  governmental  affairs. 

2.  To  encourage  physicians  and  others  to  understand  the  nature  and  actions  of  their  gov- 
ernment, as  to  important  political  issues,  and  as  to  records,  office-holders  and  candi- 
dates for  elective  office. 

3.  To  assist  physicians  and  others  in  organizing  themselves  for  more  effective  political 
action  and  in  carrying  out  their  civic  responsibilities. 

What  is  AMPAC  and  how  is  it  related  to  EMPAC? 

The  American  Medical  Political  Action  Committee  operates  throughout  the  nation  in  support 
of  campaigns  for  U.S.  Senators  and  Congressmen.  A portion  of  your  voluntary  contribution 
is  sent  to  AMPAC  to  be  re-distributed  across  the  U.S.  in  key  races  where  medicine  can  help 
elect  outstanding  men  to  government.  New  York  frequently  benefits  from  the  returns  of 
AMPAC  funds  to  target  districts  in  this  state. 

How  can  I help? 

1970  is  an  important  election  year.  Give  EMPAC  your  full  support.  Give  medicine  the  op- 
portunity to  participate  in  decisions  affecting  our  profession.  Send  your  contribution  of 
$35.00  or  more  to  EMPAC,  474  Thurston  Road,  Rochester,  New  York,  14619. 


1971  Albion  0.  Bernstein , M.D. 

Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the 
1971  ALBION  O.  BERNSTEIN,  M.  D.  AWARD. 

This  national  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made 
the  most  widely  beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease, 
during  the  period  November  23,  1969  to  November  23,  1970. 

The  award,  comprising  11,500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York,  February  14-18,  1971.  It  was 
created  by  Mr.  Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident 
while  answering  a hospital  call  on  November  23,  1940. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M.  D.,  of  the  Institute  for  Cancer 
Research,  Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepa- 
titis, and  his  description  of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.  D.  for  introduction  of  an  effective 
treatment  of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.  D.,  for 
his  research  and  development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your 
opinion,  are  eligible  for  this  award,  by  December  1,  1970,  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017 

Candidates  for  1971  will  be  evaluated  by  the  Awards  Committee  of  die  Medical  Society  of 
the  State  of  New  York,  chaired  by  Alfred  A.  Angrist,  M.  D.,  Professor  of  Pathology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University. 
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What  the  doctors  in  this  country 
need  is  a simple,  accurate 
lab  system  for  under  $600. 


That’s 


why  y 


e invented  the 


UNITEST  SYSTEM. 


lysicians  can't  operate  their  offices 
e doctors  did  in  the  old  days. 
That’s  when  the  patient  load  was 
/ver  and  so  was  the  overhead,  in 
se  you  wanted  to  have  lab  tests 
rformed  right  on  the  premises, 
lere  were  a lot  more  qualified  tech- 
;ians  for  hire,  too.  Or  if  you  didn't 
int  the  bother  and  payroll  of  a big- 
t staff,  you  sent  specimens  out  to 
ocal  lab  or  a nearby  hospital.  Then 
>u  waited  for  results  to  return  and 
Ided  the  charge  to  the  bill. 

Problem  is,  that  way  isn’t  econom- 
ally  feasible  any  longer.  More  so- 
listicated  lab  tests  have  been  de- 
loped  to  aid  your  diagnosis.  Fewer 
filed  personnel  are  available.  The 
implex  equipment  required  is  more 
:pensive.  And  the  cost  of  space  is 
emium. 

Somebody  had  to  solve  this  king- 
:ed  problem.  We  did. 

Bio-Dynamics,  Inc. 

^ J The  Simplifiers 

9115  Hague  Road 

Indianapolis,  Indiana  46250 


We  perfected  the  compact 
UNITEST  SYSTEM.  You  start  with  the 
heart  and  brains,  the  Unimeter.  It 
sells  for  below  $600.  Far  below,  in 
fact.  Then,  you  add-on  components 
you  don’t  already  own.  When  you’re 
done,  any  qualified  person  in  your 
office  can  run  14  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  He- 
moglobin, B.U.N.,  Uric  Acid  and 
Cholesterol. 


And  you  get  accurate  test  results 
faster,  often  before  the  patient  leaves. 

Yes,  the  compact  UNITEST 
SYSTEM  is  a lot  smaller  than  you’d 
expect  for  equipment  that  does  so 
much.  And  there  are  so  many  func- 
tions it  does  so  well,  you  really  owe 
it  to  yourself  to  get  more  information. 
Some  is  on  the  following  page.  The 
card  below  will  bring  you  all  of  it. 
Just  complete,  detach  and  mail. 


Gentlemen: 

I am  interested  in  receiving  more  information  about  use  of  the 
UNITEST  SYSTEM  in  my  office. 


Name 


Address 

City 

State 

Zip 

Phone  No. 


rhe  UNITEST  SYSTEM  provides 
these  important  features: 


rhe  Unimeter— The  Unimeter  250  is 
i precisely -calibrated,  solid  state 
colorimeter.  Rugged  in  design  and 
simple  to  operate,  it  has  only  three 
controls:  on-off  switch,  calibration 
control  dial  and  temperature  control 
cutton. 


‘he  Select-a-Fuge  24  — The  most 
idvanced  centrifuge  in  its  category 
iver  developed  ...  a single  unit 
:apable  of  performing  three  centrif- 
igated  preparations  where  at  least 
wo  units  were  previously  required 
. . and  in  the  shortest  possible  time 
or  each  specimen  involved.  The  Se- 
ect-a-Fuge  24  can  prepare  urine 
specimens  at  the  low  speed  of  4000 
pm  ...  or  perform  uniformly  con- 


sistent serum,  plasma  and  hemato- 
crit results  at  10,000  rpm.  Other 
preparations  requiring  graduating  in- 
termediate speeds  may  also  be  con- 
ducted. Select-a-Fuge  24  does  all 
this  without  changing  equipment, 
without  adding  or  removing  parts. 


Built-in  Incubator  — The  Unimeter 
has  a convenient  built-in  incubator 
which  holds  twelve  tubes  at  a con- 
stant temperature  of  37°C.  There  is 
an  instant  push-button  temperature 
check. 


Interchangeable  Meter  Faces— The 

slip-in  meter  face  cards  with  color- 
coded  test  scales  allow  the  operator 
to  adapt  this  unit  to  a variety  of  tests 
and  to  incorporate  any  new  tests 
which  may  be  added  in  the  future. 


First  Class 
Permit  No.  4810 
Indianapolis,  Ind. 


BUSINESS  REPLY  MAIL 

lo  postage  necessary  if  mailed  in  the  United  States 


'ostage  will  be  paid  by 

Bio-Dynamics,  Inc. 

Box  50100 

Indianapolis,  Indiana  46250 


Push  Button  Pipetting— Automatic 
Pipette  controls  critical  measure- 
ments precisely  with  remarkable 
ease  and  speed.  Assures  depend- 
able results  between  operators,  re- 
gardless of  their  individual  skills. 


Unitube— The  optically  correct  I 
glass  Unitube  contains  reagent  ma  j 
terials.  It  also  contains  the  reactior  I 
and  is  used  as  a cuvette,  when  the  j 
reaction  is  complete.  After  the  resul  I 
is  recorded  the  Unitube  is  discarded  j 
Unitube  caps  are  color-coded  fc  J 
each  test. 


Unitest  Kits  — Each  kit  contair 
everything  necessary  to  perform  th 
tests.  Everything  is  pre-measurei  , 
color-coded,  sealed  against  cor  | 
tamination  and  disposable.  Simpl 
step-by-step  illustrated  instructior 
are  enclosed  in  every  kit.  Kits  a 
available  in  a variety  of  sizes. 


For  full  details, 
mail  this  card  today! 


Bio-Dynamics,  Inc. 

The  Simplifiers 
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ON 
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DEADLINE  DATES 
FOR 
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WGO  November  15-30 
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SPECIALTY  INDEX 
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NEW  YORK  CITY  AREA 


October  16,  1970 /October  30,  1970 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND 
MEDICINE  FOR  THE  FAMILY 
PHYSICIAN 

October  16 

Gynecology  History  and  Physical 
Examination 

MELVIN  D.  SHAY,  M.D. 

Downstate  Medical  Center 

October  23 

Rectal  Bleeding  in  Children 

BERTRAM  D.  COHN,  M.D. 

Downstate  Medical  Center 

October  30 

Hypothyroidism 

DAVID  GROB,  M.D. 

Downstate  Medical  Center 

NO  FEE  CREDIT:  C-l 

Registration  is  required  as  capacity  is  limited.  Mrs. 
Shirley  Lasky,  Registrar,  Dept,  of  Pediatric  Services,  at 
above  address. 

Sponsored  by:  The  Departments  of  Pediatric  Services, 
Obstetrics  and  Gynecology,  and  Medicine  of  the  State 
University  of  New  York,  Downstate  Medical  Center  and 
the  Kings  County  Chapter,  AAGP. 


SATURDAY,  OCTOBER  17 

9:00  a.m.-4:45  p.m. 

Clinical  Society  of  the  New  York  Diabetes 
Association 

Barbizon-Plaza  Hotel 
106  Central  Park  South 

18th  ANNUAL  SYMPOSIUM  OF 
DIABETES  MELLITUS 

Registration  $1  5 

Please  contact:  New  York  Diabetes  Association,  104  E. 
40th  Street,  New  York,  N.Y.  10016.  Tel:  Oxford 

7-7760. 


October  17,  1970  and  October  18,  1970 

9 : 00  a.m.-noon,  2 : 00-5 : 00  p.m.  Saturday  and  Sunday 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

CURRENT  APPROACHES  TO 
SCHIZOPHRENIA 

SARA  SHEINER,  M.D. 

DAVID  SHAINBERG,  M.D. 


FEE:  $50 

Write:  LEWIS  R.  WOLBERG,  M.D.,  Dean,  as  above. 


SUNDAY,  OCTOBER  18 

8:30  a.m.— 2:00  p.m. 

The  Brookdale  Hospital  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

NON-DIABETIC  DISORDERS  OF 
CARBOHYDRATE  METABOLISM 

Presented  by  ALVIN  KAHN,  M.D. 

To  be  discussed: 

1.  A Review  of  Glucose  Metabolism 

2.  Interrelationships  between  Glucose  and  Fat 
Metabolism — the  Obesity  Syndrome 

3.  The  Hypoglycemias 

4.  Glycogen  Storage  Disease 

5.  Insulinoma 

6.  Leucine  Induced  Hypoglycemia 

7.  Fructose  Intolerance 

8.  Galactosemia 

9.  Oxalosis 

Questions  and  answers. 

NO  FEE  CREDIT:  C-l 


SUNDAY,  OCTOBER  18 

9:00  a.m.-12:30  p.m. 

The  Bronx-Lebanon  Hospital  Center 

Concourse  Division 

Grand  Concourse  at  Mt.  Eden  Parkway 
Bronx 

THE  GERIATRIC  CANCER  PATIENT 

1.  Diagnosis  and  Management  of  Cancer 
in  the  Geriatric  Patient  (Panel) 

SAMUEL  J.  SCHNEIERSON,  M.D. 

MELVIN  AMSEL,  M.D. 

DAVID  CHADWICK,  M.D. 

2.  Radiotherapy  in  the  Geriatric  Cancer 
Patient 

DANIEL  OCHS,  M.D. 

3.  Psychiatric  and  Social  Management  of 
the  Geriatric  Cancer  Patient 

HARVEY  BLUESTONE,  M.D. 

MRS.  FANNIE  HURLINGER 

C-sponsors:  Bronx  Chapter  of  AAGP  and  The  New  York 
City  Division  of  the  American  Cancer  Society. 

CREDIT:  C-l 


MONDAY,  OCTOBER  19 

5 : 00-7 : 00  p.m. 

New  York  Board  of  Trade  Medical  Section 

91  1 Park  Avenue  (80th  Street) 
at  the  Home  of  Mr.  Henry  L.  Lambert 

NEIGHBORHOOD  TRAINING  VESSEL- 
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A NEW  CONCEPT  IN  REHABILITATION 
OF  DRUG  ADDICTS 

CHARLES  R.  BLAIR,  M.D. 

CREDIT:  C-l 


8:00  p.m. 

The  New  York  Academy  of  Medicine 
Sections  on  Ophthalmology  and  on 
Biomedical  Engineering 

2 East  103rd  Street 

1.  Electronics  and  Ophthalmology 

HARRIS  RIPPS,  M.D. 

N.Y.U.  College  of  Medicine 
NATHANIEL  BRONSON,  M.D.  (Discussant) 
Southampton,  N.Y. 

2.  Ultrasonics  and  Ophthalmology 

GILBERT  BAUM,  M.D. 

Albert  Einstein  College  of  Medicine 
NATHANIEL  BRONSON,  M.D.  (Discussant) 

3.  Computers  and  Ophthalmology 

DONALD  E.  WILLARD,  M.D. 

SUNY,  Downstate  Medical  Center 
PAUL  BEDROSSIAN,  M.D. 

4.  Lasers  and  Ophthalmology 

FRANCIS  L'ESPERANCE,  M.D. 

Columbia  University  P 8.  S 

John  M.  McLean  Lecture 

SURGERY  OF  CATARACT  IN 
GLAUMATOUS  EYES 

BENJAMIN  BOYD,  M.D. 

University  of  Panama 


October  19,  1970 /October  24,  1970 

The  Memorial  Hospital  and  Sloan-Kettering 
Institute  for  Cancer  Research 

444  East  68th  Street 

One-  Week  Course  in 

CANCER  CHEMOTHERAPY 

FEE:  $150 

Information  and  application:  IRWIN  H.  KRAKOFF,  M.D., 
Memorial  Hospital,  444  East  68th  Street,  New  York, 
N.Y.  10021. 


October  19,  1970  and  October  26,  1970 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

October  19 

The  Nutritional  Anemias 

VICTOR  HERBERT,  M.D. 

Columbia  University  P & S 


October  26 

Hyperlipoproteinemia 

DeWITT  GOODMAN,  M.D. 
Columbia  University  P 8.  S 

CREDIT:  C-l 


MONDAY,  OCTOBER  19 

4:00  p.m. 

State  University  of  New  York  Downstate 
Medical  Center 

First  Floor  Lecture  Holl 
450  Clarkson  Avenue 
Brooklyn 

MYXOMATOSIS:  THE  STORY  OF  THE 
EVOLUTION  OF  AN  INFECTIOUS 
DISEASE 

FRANK  JOHN  FENNER,  M.D. 

John  Curtin  School  of  Medical  Research 
Australian  National  University,  Canberra 

NOTE:  Discussion  of  the  above  program  will  be  held 

Tuesday,  October  20,  at  3:00  p.m.,  in  the  Continuing 
Education  Conference  Center,  at  the  above  address. 


October  20,  1970  and  October  21,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 
Room  305 

DEVELOPMENT  OF  PARAMEDICAL 
PROFESSIONALS 

FEE:  $50 

Write:  Program  of  Continuation  Education  (as  above) 


TUESDAY,  OCTOBER  20 

10:00  a.m. 

Maimonides  Medical  Center 

Main  Building,  4th  Floor  Lecture  Hall 

4802  Tenth  Avenue 

Brooklyn 

Pediatric  Postgraduate  Conference 

ELECTRO-PHYSIOLOGIC 
CONSIDERATION  OF  MYOCARDIAL 
DISEASE 

RAMON  RODRIGUEZ-TORRES,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


8 : 00  p.m. 

Medical  Society  of  the  County  of  Kings  and 
The  Academy  of  Medicine  of  Brooklyn 

1313  Bedford  Avenue 
Brooklyn 

STATED  MEETING 
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1.  Inaugural  Address 

STANLEY  STARK,  M.D.,  President 

2.  Keogh  Act  or  Professional 
Corporation? 

HON.  EUGENE  J.  KEOGH,  former  Representative 
1 1 th  Congressional  District  of  Kings  County;  sponsor 
of  the  Keogh  Self-Employed  Retirement  Act. 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Medicine  with  the  New  York  Chapter,  The 
Arthritis  Foundation 

2 East  1 03rd  Street 

RENAL  TUBULAR  ACIDOSIS  AND  THE 
DYSPROTEINEMIC  STATUS 

DONALD  W.  SELDIN,  M.D. 

University  of  Texas  Southwestern  Medical  School 


WEDNESDAY,  OCTOBER  21 

5 : 00  p.m. 

Cornell  University  Medical  College 

1 300  York  Avenue — Room  A 250 
Seminar  in  Nephrology 

KINETIC  MODELS  IN  UNDERSTANDING 
PROBLEMS  OF  DIALYSIS 

H.  EARL  GINN,  JR.,  M.D. 


8 : 00  p.m. 

The  New  York  Academy  of  Medicine 

Section  on  Urology 
2 East  1 03rd  Street 

THE  FEMALE  URETHRA— FACT  AND 
FANCY 

ARTHUR  T.  EVANS,  M.D. 

Cincinnati,  Ohio 
HAROLD  O’BRIEN,  M.D. 

Dallas,  Texas 

FRANCIS  RICHARDSON,  M.D. 

Waukegan,  Illinois 


October  21,  1970 /May  19,  1970 

8:30-10:00  p.m.,  Wednesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  at  Fifth  Avenue 

SEMINAR  ON  LEGAL  ASPECTS  OF 
PSYCHIATRY 

HONORABLE  SIDNEY  H.  ASCH,  Ph.D. 

OSCAR  DIAMOND,  M.D. 

The  Mount  Sinai  School  of  Medicine 

FEE:  $25  CREDIT:  C-l 


October  21,  1970  and  October  28,  1970 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

THE  THERAPEUTIC  USE  OF  THE 
DOCTOR-PATIENT  RELATIONSHIP 


THURSDAY,  OCTOBER  22 

8 : 00  p.m. 

Brooklyn  Neurological  Society 

Downstate  Medical  Center 
Basic  Science  Building 
450  Clarkson  Avenue 
Brooklyn 

L-DOPA  AND  PARKINSONISM. 
PROBLEMS  AND  PROMISE  IN 
NEUROLOGY 

ARTHUR  J.  LAPOVSKY,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1 


October  23,  1970  and  October  24,  1970 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals 
1 249  Fifth  Avenue 

7th  Annual  Postgraduate  Seminar 

SYMPOSIUM  ON  FETOLOGY  IN  HIGH 
RISK  PREGNANCY 

In  addition  to  the  Members  of  the  Faculty  of  New  York 
Medical  College,  the  visiting  faculty  includes: 

RICHARD  AUBRY,  M.D. 

State  University  Upstate  Medical  Center 
CHARLES  HUNTER,  M.D. 

University  Indiana  School  of  Medicine 
JOSEPH  F.  KENNEDY,  M.D. 

Johns  Hopkins  School  of  Medicine 
LUIGI  MASTROIANNI,  M.D. 

University  of  Pennsylvania  School  of  Medicine 
CLYDE  RANDALL,  M.D. 

State  University  College  of  Medicine  at  Buffalo 
FREDERICK  ZUSPAN,  M.D. 

University  of  Chicago,  Pritzker  School  of  Medicine 

NO  FEE  CREDIT:  C-l 

Please  contact:  ALLAN  B.  WEINGOLD,  M.D.  at  the 

above  address. 


TUESDAY,  OCTOBER  27 
Brooklyn  Dermatologic  Society 

Downstate  Medical  Center 
Lecture  Hall  #1 
450  Clarkson  Avenue 
Brooklyn 

HYPERBARIC  OXYGEN  TREATMENT  OF 
SKIN  ULCERS 

B.  FISCHER,  M.D. 


2512  New  York  State  Journal  of  Medicine  / October  1,  1970 

WGO-4 


♦WEDNESDAY,  OCTOBER  28 

9:00-1 1 :00  o.m. 

Boulevard  Hospital 

46-04  3 1st  Avenue 
Long  Island  City 

CUTANEOUS  MANIFESTATIONS  OF 
INTERNAL  DISORDERS 

1,  Systemic  Eczematous  Contact-Type 
Dermatitis 

ALEXANDER  A.  FISHER,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Skin  Testing  for  Urticaria  and 
Anaphylactic  Reaction  with  Particular 
Reference  to  Penicillin 

MICHAEL  J.  FELLNER,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 

* The  series  consists  of  four  lectures.  The  November  4, 
1 1,  and  1 8 lectures  will  be  announced  in  future  issues  of 
WHAT  GOES  ON. 


1:15-4:15  p.m. 

Terrace  Heights  Hospital 

Auditorium 

87-37  Palermo  Street 
Hollis 

A ONE-DAY  POSTGRADUATE 
SYMPOSIUM 

Members  of  the  Faculty  of  the  Hahnemann  Medical 
College  and  Hospital 

1.  Surgical  Hazards  in  the  Presence  of 
Pulmonary  Problems 

SIGMUND  A.  SIEGEL,  M.D. 

2.  Pulmonary  Embolism  and  Infarction 

LEON  A.  KAUFMAN,  M.D. 

3.  Modern  Concepts  in  Pulmonary 
Physiology  and  Function  Studies 

THEODORE  OSLICK,  M.D. 

4.  General  Discussion 

PAUL  TORNAMBE,  M.D. 

5.  Panel  Discussion 

NO  FEE  CREDIT:  C-l 

Write:  J.  EDWARD  ASTRACHAN,  M.D.,  as  above. 


8:  30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Homey  Clinic  Building 
329  East  62nd  Street 

PHOBIAS  AFTER  MARRIAGE: 


WOMAN’S  DECLARATION  OF 
DEPENDENCE 

ALEXANDRA  SYMONDS,  M.D. 

N.Y.U.  School  of  Medicine 

Ditcustant: 

IRVING  BIEBER,  M.D. 

New  York  Medical  College 


THURSDAY,  OCTOBER  29 

5 : 00  p.m. 

The  New  York  Academy  of  Medicine  Section 
on  Basic  Medical  Sciences 

2 East  103rd  Street 

BUSINESS  MEETING 


FRIDAY,  OCTOBER  30 

8 : 30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

SEX,  OLD  AND  NEW  PROBLEMS 

BENJAMIN  J.  BECKER,  M.D. 

Downstote  Medical  Center 


SATURDAY,  OCTOBER  31 

8:00  a.m.-5:00  p.m. 

The  Department  of  Ophthalmology  of  the 
New  York  Medical  College 

Fifth  Avenue  at  1 06th  Street 

SYMPOSIUM  ON  STRABISMUS 

HERMANN  BURIAN,  M.D.,  Moderator 
University  Hospitals,  Iowa  City,  Iowa 

1.  Sensorial  Diagnosis  in  Comitant  Squint 
and  A Re-Evaluation  of  Pleoptics 

BRUNO  BAGOLINI,  M.D. 

University  of  Sassari,  Sardinia,  Italy 

2.  What  is  Duane's  Syndrome? 

FREDERICK  C.  BLODI,  M.D. 

University  of  Iowa 

3.  Treatment  of  Motility  Defects  in 
Thyroid  Ophthalmopathy 

IRVING  BARAS,  M.D. 

New  York  Medical  College 

4.  The  Physiologic  Microstructure  of 
Extraocular  Muscle  Function 

GOODWIN  BREININ,  M.D. 

N.Y.U.  Medical  Center 

5.  Diagnosis  and  Treatment  of  Exotropia 

ARTHUR  JAMPOLSKY,  M.D. 

Smith-Kettlewell  Institute  of  Visual  Sciences 
Pacific  Medical  Center 

6.  An  Approach  to  the  A-V  Syndromes 

PHILIP  KNAPP,  M.D. 

Columbia  University 
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7.  The  Physiology  of  Amblyopia 

GUNTER  von  NOORDEN,  M.D. 

Johns  Hopkins  Medical  School 

8.  Diagnosis  and  Treatment  of  Primary 
Esotropia 

MARSHALL  M.  PARKS,  M.D. 

George  Washington  Hospital 

9.  Functional  Organization  of  the 
Mammalian  Visual  System 

THORSTEN  N.  WIESEL,  M.D. 

Harvard  Medical  School 

Additional  information  may  be  obtained  by  writing  to 
the  Department  of  Ophthalmology,  New  York  Medical 
College,  1249  Fifth  Avenue,  New  York,  N.Y.  10029. 


FUTURE  EVENTS 


November  6,  1970/November  8,  1970 

Friday,  Saturday  and  Sunday 

Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  The  Institute  of  Forensic 
Medicine  of  N.Y.U.  and  the  City  of  New 
York,  The  Medical  Society  of  the  State  of 
New  York,  and  The  New  York  State  Depart- 
ment of  Health 
520  First  Avenue 

8th  SYMPOSIUM  ON  FORENSIC 
MEDICINE 

for 

Physician  coroners,  medical  examiners  and  forensic  path- 
ologists throughout  the  State  of  New  York  and  medical 
examiners  and  investigators  in  the  City  of  New  York 

NO  FEE  CREDIT:  C-l 


January  22,  1 97 1 /January  30,  1 97 1 

New  York  Medical  College  Department  of 
Ophthalmology 

Aruba  Caribbean  Hotel  and 
Aruba  Sheraton  Hotel 
Aruba 

ANNUAL  OPHTHALMOLOGICAL 
SEMINAR 

Write:  Department  of  Ophthalmology,  New  York  Medi- 
cal College,  1 249  Fifth  Avenue,  New  York,  N.Y.  1 0029. 


TWO-WAY  RADIO  CONFERENCES 
FOR  NEW  YORK  CITY  AREA 


1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Station  WRVR-FM  106.7  Mhz. 


October  19 

Diagnosis,  Pre-Operative  Workup  and 
Operative  Management  of  Abdominal 
Aortic  Aneurysms 

Robert  M.  Btumenberg,  M.D. 

G.  Rehmi  Denton,  M.D. 

Albany  Medical  College 

October  26 

Cardiac  Rehabilitation 

Robert  M.  Kohn,  M.D. 

Albert  C.  Rekate,  M.D. 

SUNY  at  Buffalo  School  of  Medicine 

CREDIT:  C-l  (If  attendance  is  taken) 


FOR  ALBANY  AND  CANTON  AREAS 


October  20-October  30,  1 970 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 

October  20,  21  and  23 

Metabolic  Problems  in  Diabetic  Acidosis 

Philip  Felig,  M.D. 

Howard  Levitin,  M.D. 

Yale  University  School  of  Medicine 

October  27,  28  and  30 
Total  Parenteral  Nutrition 

Henry  T.  Randall,  M.D. 

Robert  V.  Stephens,  M.D. 

Brown  University  Division  of  Biological  and  Medical 
Sciences 

CREDIT:  C-l  (If  attendance  is  taken) 


BROOME  COUNTY 


October  22,  1 970  and  October  29,  1 9 70 

11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Johnson  City 

BASIC  SCIENCE  SEMINAR 

Conducted  by: 

Upstate  Medical  Center,  Syracuse 
October  22 

Tests  of  Myocardial  Function 

ROBERT  EICH,  M.D. 

October  29 

Catecholamines 

MARY  L.  VOORHEES,  M.D. 

CREDIT:  C-l 
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BUFFALO  AREA 


FRIDAY,  OCTOBER  23 

8:15  a.m.  Registration 

Dent  Neurologic  Institute,  Millard  Fillmore 
Hospital  and  Department  of  Neurology, 
School  of  Medicine,  State  University  of  New 
York  at  Buffalo 

Millard  Fillmore  Hospital 

Henry  N.  Kenwell  Auditorium,  School  of  Nursing 
Buffalo 

A Symposium  in  Continuing  Medical  Education 

L-DOPA  FOR  PARKINSONISM 
Friday  Morning 

1.  History,  Pathology  and  Biochemistry 
of  Parkinsonism 

2.  Buffalo  Experience — Report  of  100 
Cases 

3.  Round  Table:  Pragmatic  Therapeutic 
Use  of  L-Dopa 

(a)  Who  are  Candidates? 

|b)  Dosage  Schedule 

(c)  Complications 

(d)  Management  of  Complications 

Following  the  presentation  of  each  topic  the  panelists 
will  make  individual  comment  and  one  will  summarize. 

4.  General  Discussion,  Question  and 
Answer  Period 

(Those  attending  are  urged  to  raise  questions  for 
clarification  during  this  period.) 

Friday  Afternoon 

1.  Research  Trends 

(a)  L-Dopa  and  Heart  Disease 

(b)  L-Dopa  and  Free  Gastric  Acid 

(c)  L-Dopa  and  Vitamin  B6-free  Diet 
HAROLD  L.  KLAWANS,  M.D. 

Rush-Presbyterian-St.  Luke’s  Medical  Center 

2.  Decarboxylase  Inhibitors  and  L-Dopa 

ANDRE  BARBEAU,  M.D. 

Montreal  Neurological  Institute 

3.  Resume  of  entire  program 

CONCEPT:  The  Dent  Neurologic  Institute  of  the  Millard 
Fillmore  Hospital,  one  of  the  few  approved  sites  of  in- 
vestigation of  L-Dopa,  will  present  a down-to-earth 
review  of  the  status  of  this  promising  form  of  therapy 
for  Parkinsonism.  Both  neurologists  and  non-neurologists 
will  wish  to  use  this  drug  which  previously  has  been 
strictly  controlled.  The  content  of  presentations  will  be 
on  the  practical  level  for  those  who  wish  to  begin  using 
the  drug. 

CREDIT:  C-1 


LAKE  GEORGE  FUTURE  EVENT 


THURSDAY,  NOVEMBER  5 

10:00  a.m. 

Medical  Society  of  the  State  of  New  York 
Annual  Area  Conference 

Holiday  Inn 
Lake  George 

UNIVERSAL  HEALTH  INSURANCE— An 
analysis  and  discussion  of  bills  presented 
to  the  New  York  State  Legislature  and  to 
Congress. 

G.  REHMI  DENTON,  M.D.,  Moderator 
12:30  p.m.  Luncheon  given  by  State  Society 
2:00  p.m. 

MALPRACTICE  PREVENTION 

ARTHUR  J.  MANNIX,  JR.,  M.D.,  Chairman 
MSSNY  Professional  Medical  Liability  Insurance  and 
Defense  Board;  legal  and  insurance  experts. 


NASSAU  COUNTY 


WEDNESDAY,  OCTOBER  21 

10:00  a.m. 

Medical  Society  of  the  State  of  New  York 
Annual  Area  Conference 

Valley  Stream  Park  Inn 
Valley  Stream 

* UNIVERSAL  HEALTH  INSURANCE 

GEORGE  HIMLER,  M.D.,  Moderator 
President-Elect,  MSSNY 

* See  program  under  Lake  George 


SYRACUSE  AREA 


WEDNESDAY,  OCTOBER  28 

10:00  a.m. 

Medical  Society  of  the  State  of  New  York 
Annual  Area  Conference 

Country  House  Motel 
Syracuse 

* UNIVERSAL  HEALTH  INSURANCE 

ROBERT  E.  WESTLAKE,  M.D.,  Moderator 

Proposed  Universal  Health  Insurance  Law  Committee, 

MSSNY 

* See  Above 
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EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY,  OCTOBER  19 

8:30  p.m. 

New  York  Academy  of  Gastroenterology 

2 East  103rd  Street 

NEW  TECHNIQUES  IN  GASTRO- 
INTESTINAL ENDOSCOPY 

1.  Esophagus 

JEROME  D.  WAYE,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Stomach 

HENRY  COLCHER,  M.D. 

Columbia  University  P & S 

3.  Colon 

HIROMI  SHINYA,  M.D. 

Beth  Israel  Hospital 


THURSDAY,  OCTOBER  22 

8 : 00  p.m. 

The  Harvey  Society 
The  Rockefeller  University 

Caspary  Hall 

York  Avenue  and  66th  Street 

THE  MECHANISM  OF  ENERGY 
CONSERVATION  IN  THE 
MITOCHONDRIAL  RESPIRATORY 
CHAIN 

Dr.  E.  C.  SLATER 
B.C.P.  Jansen  Institute 
University  of  Amsterdam 


MONDAY,  OCTOBER  26 

9 : 00  p.m. 

Bronx  Surgical  Society 

Mayer's  Parkway  Restaurant 

233rd  Street  and  Bronx  River  Parkway 

Bronx 

1.  Thoracic  Outlet  Syndrome — 
Current  Concepts 

JERE  LORD,  M.D. 

N.Y.U.  School  of  Medicine 

2.  Revascularization  of  the 
Myocardium — 

Modern  Techniques 
CHARLES  BAILEY,  M.D. 

St.  Barnabas  Hospital,  Bronx 


TUESDAY,  OCTOBER  27 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 

MOTHER-INFANT  INTERACTION: 
FEEDING  AND  OBJECT  RELATIONS 
AT  ONE  YEAR  (Film) 

SYLVIA  BRODY,  Ph.D. 

SIDNEY  AXELRAD,  D.S.Sc. 


WEDNESDAY,  OCTOBER  28 

4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

First  Floor  Conference  Room 
Parsons  Boulevard  and  45th  Avenue 
Flushing 

MANAGING  DRUG  ABUSE 
Philip  Kaufman,  M.D. 

Drug  Addiction  Committee  Chairman 
Queens  County  Medical  Society 

CREDIT:  C-l 


THURSDAY,  OCTOBER  29 

8 : 00  p.m. 

The  Brooklyn  Society  of  Internal  Medicine 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

COMMON  CLINICAL  DISORDERS  OF 
GLUCAGON  SECRETION 

ROGER  H.  UNGER,  M.D. 

University  of  Texas  Southwestern  School  of  Medicine 


NASSAU  COUNTY 


WEDNESDAY,  OCTOBER  21 

9 : 00  a.m. 

Mercy  Hospital 

Rockville  Center 

CHRONIC  ACTIVE  HEPATITIS 

DAVID  ZIMAN,  M.D. 

Manhattan  V.A.  Hospital 

CREDIT:  C-l 
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Th«»  chronically  anxious 
rtliac  nalient  who  heroines  overly 
*eoreii|»ie<l  with  his  condition  may 
n«l  to  heroine  even  more 
iprrhrnsive  during  the  nighttime 
»urs.  With  senses  sharpened  hy 
nte  anxiety,  he  may  interpret  as 
tminoits”  changes  in  his  heart's 
tion.  And  with  intensified  anxiety, 
»ep  may  often  he  distnrhingly 


To  help  alleviate  anxiety- 
dneed  insomnia,  an  added  li.s. 
ise  of  Lihrinm  a (chlordiazepoxide 
Cl)  ran  he  particularly  effective, 
trough  its  prompt,  dependable 
itianxiety  action,  Librium 
equently  calms  the  patient  and 
courages  relaxation  and  sleep. 

K i.d.  daytime  regimen  often  helps 


lysician's  reassurance  and  counsel, 
ay  enable  the  patient  to  adopt  a 
Imer,  more  realistic  attitude 
ward  his  disorder  and  toward 
lily  stress.  Also  of  therapeutic 
ipoHance:  on  proper  maintenance 
>sage.  Librium  seldom  impairs 
»ility  to  function.  In  general  use, 
e most  common  side  effects 


ported  have  been  drowsiness, 
axia  and  confusion,  particularly 
the  elderly  and  debilitated, 
ee  full  prescribing  information.) 


For  anxiety-induced 
insomnia 

11  the  cardiac  patient 
adjunctive 

Libriurn 

ldordiazej  xixide  HC1) 
t.i.d.  plus  h.s. 

>-ing.  10-nig  and  25-mg  capsules 

t ROCHE  I—. 

Roche 

LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc 
Nutley  New  Jersey  07110 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when 
anxiety,  tension  and  apprehension  are  signifi- 
cant components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNSacling 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  follow  ing 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and 
debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or 
less  per  day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  M AO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions 
imtreatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable 
during  protracted  therapy. 


Some  days  she  can't  seem 


>ther  days  she  doesn't  even  try 

n the  treatment  of  depression,  Aventyl  HCI  as  part  of  your  total  therapy  often  brings 
arly  symptomatic  improvement.  Aventyl  HCI  aids  in  renewing  motor  function  and 
lcreasing  interest  in  life.  Patients  may  report  that  they  eat  more,  enjoy  undisturbed 
eep  . . . generally  begin  to  function  better.  Relief  from  their  most  distressing 
ymptoms  helps  them  “open  up"  and  ventilate  their  problems. 

n depression 

WENTYL®  HCI 

IORTRIPTYLINE  HYDROCHLORIDE 


dications:  Aventyl  HCI  is  indicated  for  the  relief  of  symptoms  of  depression, 
dogenous  depressions  are  more  likely  to  be  alleviated  than  are  other  depressive 
ites. 

intraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  antidepressants 
ncurrently  with  a monoamineoxidase  (MAO)  inhibitor  is  contraindicated 
rperpyretic  crises,  severe  convulsions,  and  fatalities  have  occurred  when 
nilar  tricyclic  antidepressants  were  used  in  such  combinations.  Discontinue 
e MAO  inhibitor  for  at  least  two  weeks  before  treatment  with  Aventyl  HCI. 
tients  hypersensitive  to  Aventyl  HCI  should  not  be  given  the  drug. 
Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines  is  a possibility. 
Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period  after  myocar- 
al  infarction. 

arnings:  Cardiovascular  patients  should  be  supervised  closely  because  of  the 
idency  of  Aventyl  HCI  to  produce  sinus  tachycardia  and  to  prolong  the  con- 
ction  time.  Myocardial  infarction,  arrhythmia,  and  strokes  have  occurred.  The 
tihypertensive  action  of  guanethidine  and  similar  agents  may  be  blocked, 
icause  of  its  anticholinergic  activity,  Aventyl  HCI  should  be  used  with  great 
ution  in  patients  with  glaucoma  or  a history  of  urinary  retention.  Patients  with 
listory  of  seizures  should  be  followed  closely,  since  this  drug  is  known  to  lower 
e convulsive  threshold.  Great  care  is  required  if  Aventyl  HCI  is  administered  to 
perthyroid  patients  or  to  those  receiving  thyroid  medication,  since  cardiac 
rhythmias  may  develop. 

Usage  in  Pregnancy— Safe  use  of  Aventyl  HCI  during  pregnancy  and 
ctation  has  not  been  established;  therefore,  the  potential  benefits  of  adminis- 
ition  to  pregnant  patients,  nursing  mothers,  or  women  of  childbearing  potential 
ust  be  weighed  against  the  possible  hazards. 

Usage  in  Children— This  drug  is  not  recommended  for  use  in  children, 
nee  safety  and  effectiveness  in  the  pediatric  age  group  have  not  been  estab 
hed. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  required  for  the 
irformance  of  hazardous  tasks,  such  as  operating  machinery  or  driving  a car: 
erefore,  the  patient  should  be  warned  accordingly. 

recautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in  an  exacerba- 
>n  of  the  psychosis  or  may  activate  latent  schizophrenic  symptoms.  In  over- 
dive or  agitated  patients,  increased  anxiety  and  agitation  may  occur.  In  manic- 
epressive  patients,  Aventyl  HCI  may  cause  symptoms  of  the  manic  phase  to 
nerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of  Aventyl  HCI. 
aileptiform  seizures  may  accompany  its  administration,  as  is  true  of  other 
rugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  required  when 
ventyl  HCI  is  used  with  other  anticholinergic  drugs  and  sympathomimetic 

rugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may  be  exagger- 

ted. 

When  necessary,  the  drug  may  be  administered  with  electroconvulsive  therapy, 
ilthough  the  hazards  may  be  increased.  Discontinue  the  drug  for  several  days, 
possible,  prior  to  elective  surgery. 

Because  the  possibility  of  a suicidal  attempt  by  depressed  patients  remains 
fter  the  initiation  of  treatment,  dispense  the  least  possible  quantity  of  drug  at 
ny  given  time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been  reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few  adverse 
eactions  which  have  not  been  reported  with  this  specific  drug.  However,  the 
)harmacologic  similarities  among  the  tricyclic  antidepressant  drugs  require  that 
aach  of  the  reactions  be  considered  when  nortriptyline  is  administered. 

Cardiovascular—  Hypotension,  hypertension,  tachycardia,  palpitation,  myo- 
'.ardial  infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric— Confusional  states  (especially  in  the  elderly)  with  hallucina- 
•lons,  disorientation,  delusions;  anxiety,  restlessness,  agitation;  insomnia,  panic, 
and  nightmares;  hypomania;  exacerbation  of  psychosis. 


Neurological—  Numbness,  tingling,  paresthesias  of  extremities;  in-co-or- 
dmation,  ataxia,  tremors;  peripheral  neuropathy;  extrapyramidal  symptoms; 
seizures,  alteration  in  EEG  patterns;  tinnitus. 

Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual  adenitis; 
blurred  vision,  disturbance  of  accommodation,  mydriasis;  constipation,  paralytic 
ileus;  urinary  retention,  delayed  micturition,  dilation  of  the  urinary  tract. 

Allergic— Skin  rash,  petechiae,  urticaria,  itching,  photosensitization  (avoid 
excessive  exposure  to  sunlight);  edema  (general  or  of  face  and  tongue),  drug 
fever,  cross-sensitivity  with  other  tricyclic  drugs. 

Hematologic—  Bone-marrow  depression,  including  agranulocytosis ; eosino- 
philia;  purpura;  thombocytopenia. 

Gastro  intestinal— Nausea  and  vomiting,  anorexia,  epigastric  distress, 
diarrhea;  peculiar  taste,  stomatitis,  abdominal  cramps,  blacktongue. 

Endocrine— Gynecomastia  in  the  male,  breast  enlargement  and  galactorrhea 
in  the  female;  increased  or  decreased  libido,  impotence;  testicular  swelling; 
elevation  or  depression  of  blood  sugar  levels. 

Other— Jaundice  (simulating  obstructive);  altered  liver  function;  weight 
gain  or  loss;  perspiration;  flushing;  urinary  frequency,  nocturia;  drowsiness, 
dizziness,  weakness,  and  fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy  may  produce  nausea, 
headache,  and  malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for  children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or  liquid.  Lower 
dosages  are  recommended  for  elderly  patients,  adolescents,  and  outpatients  not 
under  close  supervision.  Start  dosage  at  a low  level  and  increase  gradually, 
noting  carefully  the  clinical  response  and  any  evidence  of  intolerance.  Following 
remission,  maintenance  medication  may  be  required  for  a prolonged  period  at 
the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Discontinue  the 
drug  promptly  if  serious  adverse  effects  or  allergic  manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting  at  a low  level 
and  increasing  as  required.  Doses  above  100  mg.  per  day  are  not  recommended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in  divided 
doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restlessness,  agitation, 
vomiting,  hyperpyrexia,  muscle  rigidity,  hyperactive  reflexes,  tachycardia,  ECG 
evidence  of  impaired  conduction,  shock,  congestive  heart  failure,  stupor,  coma, 
and  C.N.S.  stimulation  with  convulsions  followed  by  respiratory  depression. 
Deaths  have  occurred  following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are  indicated,  with 
gastric  lavage.  Respiratory  assistance  is  apparently  the  most  effective  measure 
when  indicated.  The  use  of  C.N.S.  depressants  may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in  the  cardiac  work 
load  but  should  be  used  with  caution  to  avoid  potentiation  of  respiratory  de- 
pression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides  anticonvulsant 
activity  with  less  respiratory  depression  than  do  the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious  cardiovascular 
abnormalities  or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly),  10  mg. 
(equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in  bottles  of  100 
and  500.  [040670] 


Additional  information 
available  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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NEW- 

SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 


Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 
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Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 

s S'  / / cr  / 

Vy>r/  r / /y  / . / / 


TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./lOO  mg.  S/C  tablets 

Trocinatc  relaxes  all  smooth  muscles.  Its  direct  action  (muscu* 
lotropic)  docs  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinatc  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 


© 


SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


j \ doctor  (dok'ter),  n.  (ME.  doctnur,  fr.  > — 

^ iJ  OF.  doctour.  lr.L.  doctor  teacher,  fr.  ( 
docere  to  teach.)  1.  A teacher;  one  I 

skilled  in  a profession,  or  branch  of  iMBim  1 1 — ■ — — 

knowledge;  a learned  man. 
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BREAKUP — symbol  of  the  impact  of  emotional  stress. 
But  when  the  stress  exceeds  transient  rage  or 
depression — and  settles  into  a chronic  mixed  anxiety 
depression  state — combined  tranquilizer- 
antidepressant  therapy  could  be  indicated. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRIAVIL 

TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  per- 
phenazine and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  per- 
phenazine and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  per- 
phenazine and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  per- 
phenazine and  25  mg.  of  amitriptyline  hydrochloride. 


INDICATIONS:  Patients  with  moderate  to  severe  anxi- 
ety and/or  agitation  and  depressed  mood;  patients 
with  depression  in  whom  anxiety  and/or  agitation  are 
severe;  patients  with  depression  and  anxiety  in  asso- 
ciation with  chronic  physical  disease;  schizophrenics 
with  associated  depressive  symptoms. 
CONTRAINDICATIONS:  Central  nervous  system  de- 
pression from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
pregnancy;  and  in  patients  with  known  hypersensi- 
tivity to  phenothiazines  or  amitriptyline.  Do  not  give  in 
combination  with  MAOI  drugs  because  of  possible  po- 
tentiation that  may  even  cause  death.  Allow  at  least 
two  weeks  between  therapies.  In  such  patients  therapy 
with  TRIAVIL  should  be  initiated  cautiously,  with 
gradual  increase  in  the  dosage  required  to  obtain  a 
satisfactory  response.  Do  not  give  concomitantly  with 
guanethidine  or  similarly  acting  compounds  since  it 
may  block  the  antihypertensive  effect. 

WARNINGS:  Patients  should  be  warned  against  driv- 
ing a car  or  operating  machinery  or  apparatus  re- 
quiring alert  attention,  and  that  response  to  alcohol 
may  be  increased. 

PRECAUTIONS:  Suicide  is  always  a possibility  in  men- 
tal depression  and  may  remain  until  significant  remis- 
sion occurs.  Supervise  patients  closely  in  case  they 
may  require  hospitalization  or  concomitant  electro- 
shock therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  hav- 
ing various  modes  of  activity.  Accordingly,  consider 
possibility  of  potentiation  in  combined  use  of  antide- 
pressants. Use  with  caution  in  patients  with  glaucoma 
and  those  with  problems  of  urinary  retention.  Per- 
phenazine can  lower  the  convulsive  threshold  in  sus- 
ceptible individuals.  It  should  be  given  with  caution  to 
patients  with  convulsive  disorders.  Dosage  of  the  anti- 
convulsive  agent  may  have  to  be  increased.  Not  rec- 
ommended for  use  in  children.  Mania  or  hypomania 
- may  be  precipitated  in  manic-depressives  (perphena- 
zine in  TRIAVIL  seems  to  reduce  likelihood  of  this 
effect).  If  hypotension  develops,  epinephrine  should 


not  be  employed,  as  its  action  is  blocked  and  partially 
reversed  by  perphenazine.  Caution  patients  about  er- 
rors of  judgment  due  to  change  in  mood. 

ADVERSE  REACTIONS:  Similar  to  those  reported  with 
either  constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately. 
Use  caution  in  patients  who  have  previously  exhibited 
severe  reactions  to  other  phenothiazines.  Likelihood 
of  untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  extrapy- 
ramidal  symptoms  (opisthotonos,  oculogyric  crisis, 
hyperreflexia,  dystonia,  akathisia,  dyskinesia,  parkin- 
sonism) usually  controlled  by  the  concomitant  use  of 
effective  antiparkinsonian  drugs  and/or  by  reduction 
in  dosage,  but  sometimes  persist  after  discontinu- 
ation of  the  phenothiazine;  skin  disorders  (photosensi- 
tivity, itching,  erythema,  urticaria,  eczema,  up  to 
exfoliative  dermatitis);  other  allergic  reactions 
(asthma,  laryngeal  edema,  angioneurotic  edema,  ana- 
phylactoid reactions);  peripheral  edema;  reversed 
epinephrine  effect;  hyperglycemia;  endocrine  distur- 
bances (lactation,  galactorrhea,  disturbances  of  men- 
strual cycle);  altered  cerebrospinal  fluid  proteins; 
paradoxical  excitement;  EKG  abnormalities  (quini- 
dine-like  effect);  reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions,  such  as 
dryness  of  the  mouth,  headache,  nausea,  vomiting, 
constipation,  obstipation,  urinary  frequency,  blurred 
vision,  nasal  congestion,  and  a change  in  the  pulse 
rate;  hypnotic  effects;  pigmentary  retinopathy;  cor- 
neal and  lenticular  pigmentation;  occasional  lassitude; 
muscle  weakness;  mild  insomnia.  Other  adverse  reac- 
tions reported  with  various  phenothiazine  compounds, 
but  not  with  perphenazine,  include  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leuko- 
penia, agranulocytosis,  eosinophil ia) ; liver  damage 
(jaundice,  biliary  stasis) ; grand  mal  convulsions; 
cerebral  edema;  polyphagia;  photophobia;  skin  pig- 
mentation; and  failure  of  ejaculation.  Significant 
unexplained  rise  in  body  temperature  may  suggest  in- 
tolerance to  perphenazine,  in  which  case  discontinue. 
Antiemetic  effect  may  obscure  signs  of  toxicity  due  to 
overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruc- 
tion difficult.  May  potentiate  the  action  of  central 
nervous  system  depressants  (opiates,  analgesics,  anti- 
histamines, barbiturates,  alcohol)  and  atropine.  In 
concurrent  therapy  with  any  of  these,  TRIAVIL  should 
be  given  in  reduced  dosage.  May  also  potentiate  the 
action  of  heat  and  phosphorous  insecticides. 
Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine 
tremor;  jitteriness;  weakness;  headache;  heartburn; 
anorexia;  increased  perspiration;  incoordination;  im- 
potence; increased  appetite  and  weight  gain;  allergic- 
type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of 
limbs,  including  peripheral  neuropathy;  activation  of 
latent  schizophrenia  (however,  the  perphenazine  con- 
tent may  prevent  this  reaction  in  some  cases);  epilep- 
tiform seizures;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on 
high  doses;  evidence  of  anticholinergic  activity,  such 
as  tachycardia,  dryness  of  mouth,  stomatitis,  blurring 
of  vision,  reversible  dilatation  of  the  urinary  tract,  uri- 
nary retention,  constipation,  paralytic  ileus;  agranu- 
locytosis; jaundice.  Elderly  patients  and  adolescents 
can  often  be  managed  on  lower  dosage  levels. 

For  more  detailed  information,  consult  your  MSD  Rep- 
resentative or  see  the  package  circular.  Merck  Sharp 
& Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point, 
Pa.  19486. 

MSD  MERCK  SHARP  & DOHME 


Month  in  Washington 


The  Nixon  Administration  is  drafting  legisla- 
tion that  would  eliminate  the  reason  for  physi- 
cians forming  professional  corporations  for 
Federal  income  tax  advantages. 

The  legislation  would  remove  the  tax  dis- 
crimination against  self-employed  physicians 
and  other  professional  workers  in  the  tax  treat- 
ment of  retirement  savings. 

K.  Martin  Worthy,  chief  counsel  of  the  In- 
ternal Revenue  Service,  said  the  legislation 
probably  will  be  submitted  to  Congress  next 
year  as  an  Administration  measure.  He  said 
the  Administration  intends  to  “remove  the 
present  discrimination  between  tax  treatment 
of  qualified  plans  for  employes  and  qualified 
plans  adopted  by  self-employed  persons.” 

The  I.R.S.  official  said  that  it  was  unfortu- 
nate that  disparate  tax  treatment  of  corporate 
employes  and  professional  workers  has  led  to 
the  adoption  of  state  laws  permitting  the  for- 
mation of  professional  corporations. 

“The  potential,  if  not  actual,  erosion  of  the 
traditional  stringent  professional  standards 
and  liabilities  on  the  part  of  those  who  form 
such  organizations  is,  in  my  opinion,  a highly 
undesirable  by-product  of  this  problem  and  its 
resolution  to  date,”  he  told  a meeting  of  law- 
yers. “The  intervention  of  a legal  entity  be- 
tween the  doctor,  lawyer,  or  accountant  and  his 
client  would  not  appear  to  serve  any  social  or 
public  purposes.” 

Worthy  warned  that  recognition  of  a pro- 
fessional organization  as  a corporation  for  tax 
purposes  did  not  necessarily  mean  that  the  or- 
ganization and  its  employes  would  have  a clear 
track  as  far  as  securing  the  tax  benefits  which 
are  desired.  Also,  he  said  an  important  con- 
sideration to  be  weighed  by  the  professional 
person  is  that  the  new  tax  act  provides  for  a 
50  per  cent  maximum  tax  rate,  after  a transi- 
tion period,  on  “earned  income,”  which  includes 
earnings  from  personal  services. 

“In  view  of  this  new  tax  ceiling,  it  is  ques- 
tionable whether  or  not  a professional  person 
would  find  it  as  important  as  it  was  previously 
to  achieve  the  tax  deferral  available  as  an 
employe  covered  by  a qualified  pension  or  profit- 
sharing  plan,”  he  said. 

* * * 

The  Board  on  Medicine  of  the  National  Acad- 
emy of  Sciences  urged  wide  use  of  three  types 
of  physician’s  assistants  as  the  quickest  way 
to  relieve  the  national  shortage  of  doctors. 

In  a special  report,  the  board  called  for  the 
cooperation  of  the  American  Medical  Associa- 
tion, the  Association  of  American  Medical  Col- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can  Medical  Association. 


leges,  and  the  government  in  developing  physi- 
cian’s assistants  programs. 

The  AMA  has  been  advocating  use  of  physi- 
cian’s assistants  for  some  time.  Walter  C. 
Bornemeier,  M.D.,  president  of  the  AMA,  re- 
cently said : 

We  of  the  AMA  believe  the  shortage  (of 
physicians)  can  be  dramatically  relieved  if 
the  physician  divests  himself  of  functions 
which  can  be  performed  by  assistants  or 
associates.  That  relief  would  be  provided, 
not  in  ten  years,  but  as  fast  as  assistants 
could  be  trained — no  major  legislation,  no 
huge  appropriations  of  money  are  required. 
We  are  certain  the  plan  will  result  in  better 
care  for  more  people  at  a lower  unit  cost. 
Much  of  the  training  given  to  the  assistants 
is,  and  would  be  in  future  programs,  on-the- 
job  instruction  in  the  physician’s  office. 

There  is  nothing  revolutionary  about  this 
plan.  Until  fifty  years  ago,  American  physi- 
cians trained  by  working  in  the  offices  of 
established  physicians.  And  even  with  the 
rise  of  university-affiliated  medical  colleges, 
we  physicians  continued  to  train  the  bulk  of 
our  nonprofessional  nurses  and  office  tech- 
nicians. 

The  National  Academy  of  Science’s  board 
said  that  physician’s  assistants  could  “extend 
the  arms,  legs,  and  brains  of  the  physician”  by 
performing  tasks  that  do  not  require  the  unique 
talents  of  the  physician. 

The  three  types  of  assistants  recommended 
by  the  board  were : 

1.  Physician’s  associate,  the  most  highly 
trained  type,  would  be  qualified  to  do  work  that 
involves  some  independent  medical  judgment. 
Under  the  physician’s  supervision,  he  could  in 
some  cases  make  a diagnosis  and  perform 
therapy,  with  the  range  of  his  responsibilities 
increasing  as  he  develops  new  skills  on  the  job. 

2.  Specialized  assistant  would  be  highly 
skilled  in  one  type  of  clinical  specialty  or  pro- 
cedure within  a specialty,  such  as  the  opera- 
tion of  a renal  dialysis  unit,  and  would  re- 
ceive most  of  his  training  from  a physician- 
specialist. 

3.  Nonspecialized  assistant  would  be  to  medi- 
cine what  the  practical  nurse  is  to  nursing  and 
could  receive  much  of  his  training  on  the  job. 

As  the  AMA  has  been  doing,  the  board  cau- 
tioned against  the  premature  enactment  of  li- 
censing laws  that  would  establish  rigid  job 
qualifications  before  the  full  potential  useful- 
ness of  the  assistants  had  been  determined.  The 
board  report  recommended  a system  of  regis- 
tration that  would  permit  physicians  to  employ 
assistants  who  had  completed  an  approved  pro- 

continued  on  page  2532 
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In  many  patients  seizure  control  is  achieved 
with  MYSOLINE  alone.  MYSOLINE  often 
proves  to  be  the  agent  of  choice  in  the 
control  of  grand  mal,  psychomotor  or  focal 
seizures.  When  side  effects  occur  during 
initial  therapy,  they  are  usually  transitory  and 
tend  to  disappear  with  continued  therapy  or 
with  a reduction  in  dosage. 


Must  their  therapy  be  different? 


In  some  patients  when  a single  agent  does 
not  provide  satisfactory  control,  MYSOLINE 
may  be  added  to  the  regimen  for  greater 
anticonvulsant  control.  MYSOLINE  may 
gradually  replace  concomitant  therapy  in 
suitable  cases  where  necessary  dosage 
adjustment  has  been  completed. 


Mysoline 

primidone 

for  effective  seizure  control  in  grand  mal, 
psychomotor,  or  focal  epilepsy 


Ayerst 


AYERST  LABORATORIES 
New  York,  N.Y.  10017 


BRIEF  SUMMARY 

INDICATIONS:  Either  alone  or  In  combination, 
in  control  ot  grand  mal,  psychomotor,  and 
focal  epileptic  seizures. 

PRECAUTIONS:  The  total  daily  dosage  should 
not  exceed  2 Gm.  Since  MYSOLINE 
(primidone)  therapy  generally  extends  over 
prolonged  periods,  routine  laboratory  tests 
are  indicated  at  regular  intervals 

In  nursing  mothers:  If  the  nursing  newborn 
of  a MYSOLINE-treated  mother  appears 
unduly  drowsy,  nursing  should  be 
discontinued  since  substantial  quantities  of 
the  drug  may  appear  in  the  milk. 

Use  in  pregnancy:  Many  patients  have  taken 
antiepileptic  drugs,  including  MYSOLINE, 
during  the  entire  course  of  their  pregnancies 
without  apparent  adverse  eflect  on  the 
offspring.  Nevertheless,  the  benelit  of  the 
administration  of  any  drug  during  pregnancy 
must  be  weighed  against  any  possible  effect 
on  the  letus. 

ADVERSE  REACTIONS:  The  most  frequently 
occurring  early  side  effects  are  ataxia  and 
vertigo.  These  tend  to  disappear  with 
continued  therapy,  or  with  reduction  of  initial 
dosage  Occasionally,  the  tollowing  have 
been  reported:  nausea,  anorexia,  vomiting, 
fatigue,  hyperirritability,  emotional 
disturbances,  diplopia,  nystagmus, 
drowsiness,  and  morbilliform  skin  eruptions. 
On  rare  occasion,  persistent  or  severe  side 
effects  may  necessitate  withdrawal  of  the 
drug.  Megaloblastic  anemia  may  occur  as  a 
rare  idiosyncrasy  to  MYSOLINE  (primidone) 
and  to  other  anticonvulsants.  The  anemia 
responds  to  folic  acid,  15  mg.  daily,  without 
necessity  of  discontinuing  medication. 
OOSAGE  AND  ADMINISTRATION:  With 
MYSOLINE.  effective  maintenance  levels 
(varying  with  each  patient)  may  be  achieved 
through  individual  dosage  adjustments  within 
the  framework  of  the  following  dosage 
schedule. 


Average  Dosage  Schedule— 250  mg.  Tablet 

Week 

Adults  and 
children 
over  8 years 

Children 
under 
8 years 

1 

250  mg.  h.s. 

125  mg.  h.s. 

2 

250  mg.  b.i.d 
(morning  and 
evening) 

125  mg.  b i d. 
(morning  and 
evening) 

3 

250  mg.  t.i.d. 

125  mg.  t.i.d. 

4 

250  mg.  q.i  d. 

125  mg.  q.i.d. 

If  necessary,  continue  similar  weekly 
increments  to  tolerance,  or  therapeutic 
effectiveness,  up  to  daily  doses  not  exceeding 
2 0 Gm.  IN  PATIENTS  ALREADY  RECEIVING 
OTHER  ANTICONVULSANTS:  MYSOLINE 
should  be  gradually  increased  as  dosage  of 
the  other  drug(s)  is  maintained  or  gradually 
decreased.  This  regimen  should  be  continued 
until  satisfactory  dosage  level  is  achieved  for 
combination,  or  the  other  medication  is 
completely  withdrawn.  When  therapy  with 
this  product  alone  is  the  objective,  the 
transition  should  not  be  completed  in  less 
than  two  weeks. 

MYSOLINE  (primidone)  50  mg.  TABLET 
can  be  used  to  practical  advantage  when 
small  fractional  adjustments  (upward  or 
downward)  may  be  required  as  in  certain 
cases,  for  initiation  of  combination  therapy 
and  during  “transfer”  therapy.  Also  as  added 
protection  in  periods  of  stress  or  stressful 
situations  likely  to  precipitate  seizures 
(menstruation,  allergic  episodes,  holidays, 
etc.). 

SUPPLIED: 

MYSOLINE  Tablets-No.  430-Each  tablet 
contains  0.25  Gm.  (250  mg.)  of  primidone 
(scored),  in  bottles  of  100  and  1,000.  No.  431  — 
Each  tablet  contains  50  mg.  of  primidone 
(scored),  in  bottles  of  100  and  500. 

MYSOLINE  Suspension— No.  3850— Each  5 cc. 
(1  teaspoonful)  contains  0.25  Gm.  (250  mg.) 
of  primidone,  in  bottles  of  8 fluidounces. 


MYSOLINE®  (primidone)  is  available  in  the  United  States 
by  arrangement  with  Imperial  Chemical  Industries  Ltd. 
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gram  or  otherwise  established  their  qualifi- 
cations. 

Possession  of  a high  school  diploma  should  be 
an  adequate  prerequisite  for  training  to  be- 
come physician’s  assistants,  according  to  the 
National  Academy  of  Science’s  Board.  It  sug- 
gested varying  amounts  of  education,  clinical 
experience,  and  on-the-job  training  for  the 
three  types  of  assistants.  For  physician’s  as- 
sociates, it  recommended  the  equivalent  of  two 
years  of  professional-level  classroom  and  clini- 
cal work.  Instruction  should  cover  the  basic 
sciences  underlying  medical  practice,  and  clini- 
cal training  should  be  “of  essentially  the  same 
type  and  degree  as  that  given  medical  stu- 
dents.” Medical  corpsmen,  about  30,000  of 
whom  are  discharged  from  the  military  services 
each  year,  and  other  medical  workers  who  enter 
the  training  program  should  be  allowed  credit 
for  the  clinical  knowledge  they  already  have 
acquired. 

* * * 

The  American  Medical  Association  opposed 
establishment  of  a national  formulary  that 
could  restrict  the  prescribing  practices  of 
physicians  with  respect  to  federally  supported 
medical  programs. 

In  a letter  to  Senator  Russell  B.  Long  (Dem- 
ocrat, Louisiana),  chairman  of  the  Senate  Fi- 
nance Committee,  which  was  considering  such 
legislation,  Ernest  B.  Howard,  M.D.,  executive 
vice-president  of  the  AMA,  said: 

The  American  Medical  Association,  rep- 
resenting approximately  180,000  active  pri- 
vate practitioners  of  medicine  in  America, 
is  opposed  to  a proposal  that  would  inter- 
fere with  the  professional  judgment  and  re- 
sponsibilities of  physicians.  The  proposed 
amendment,  which  would  give  a Federal 
Formulary  Committee  the  authority  to  ex- 
clude from  the  Formulary  (and  therefore 
from  payment)  any  drug  which  it  considers 
unnecessary  is,  in  our  opinion,  just  such  an 
infringement  on  the  professional  judgment 
of  practicing  physicians. 

The  amendment  would  provide  the  Formu- 
lary  Committee  with  authority  to  publish 
prescribing  information  about  each  drug 
listed.  Adequate  prescribing  information  to 
assist  physicians  in  selecting  the  most  ra- 
tional course  of  therapy  is  available  through 
a variety  of  acceptable  sources.  The  pro- 
posed additional  information  is  not  only  un- 
necessary but  undesirable  since  physicians 
would  be  unable  to  deviate  from  that  stand- 
ard regardless  of  a particular  patient’s  cir- 
cumstances without  facing  the  risk  of  mal- 
practice liability. 

Further,  the  amendment  would  require 
that  a physician  who  desires  to  prescribe  the 
product  of  a particular  manufacturer  with 
which  he  had  experience  and  confidence  could 
do  so  only  by  writing  in  his  own  handwriting 
the  established  name  of  the  drug  again  and 
the  name  of  the  preferred  manufacturer.  We 
disagree  with  this  practice  limiting  the  au- 


thority of  the  physician  to  prescribe  the  drug 
of  his  choice.  Our  governing  body,  the  AMA 
House  of  Delegates,  has  stated  and  reaffirmed 
on  many  occasions  that  physicians  should  feel 
free  to  use  either  the  generic  (established) 
or  brand  name  in  writing  prescriptions. 

In  addition,  the  proposed  amendment  would 
have  the  Formulary  Committee  institute  in- 
spections, sample  examinations,  and  scien- 
tific review  of  drug  products  to  be  listed  by 
the  name  of  the  supplier  or  the  brand  name. 
This  task  of  the  committee  seems  to  be  beyond 
its  capability,  particularly  since  it  is  con- 
stituted only  on  a part-time  basis  .... 

We  have  said  many  times  that  we  want 
our  patients  to  receive  high-quality  drugs  at 
the  lowest  possible  cost.  We  continue  in  this 
position,  more  strongly  than  ever.  But,  we 
firmly  believe  that  the  creation  of  a national 
formulary  would  not  bring  about  a more 
economical  provision  of  drugs  under  pro- 
grams established  within  the  Department  of 
Health,  Education,  and  Welfare,  nor  would 
it  enhance  the  quality  of  these  drugs. 

* * * 

The  American  Medical  Association  supported 
a bill  approved  by  the  Senate  that  would  ex- 
pand Federal  family  planning  services  and 
population  research  activities. 

In  a statement  submitted  to  the  House  Sub- 
committee on  Public  Health  and  Welfare,  the 
AMA  said  it  believes  the  establishment  of  an 
Office  of  Population  Affairs  under  a deputy 
assistant  secretary  in  the  Department  of 
Health,  Education,  and  Welfare  is  highly  de- 
sirable. The  Office  would  make  formula  or 
special  project  grants  relating  to  population 
and  family  planning,  administer  population  and 
family  planning  research,  act  as  a clearing 
house  on  domestic  and  international  popula- 
tion family  planning  programs,  provide  liaison 
with  other  Federal  agencies,  and  support  train- 
ing for  manpower  in  these  programs. 

The  bill  (S.  2108)  also  would  authorize  spe- 
cial projects  for  family  planning  services, 
formula  grants  for  family  planning,  training 
and  research  grants,  and  grants  for  the  con- 
struction and  operation  of  population  research 
centers. 

The  AMA  said  that  there  is  an  urgent  need 
for  a greatly  expanded  program  of  population 
research,  as  authorized  by  the  legislation. 

“If  the  world-wide  population  increase  is  to 
be  controlled,”  the  AMA  said,  “it  will  require 
more  scientific  knowledge  of  human  behavior. 
We  need  more  research  on  reproductive  physiol- 
ogy, more  demographic  research,  and  more  at- 
titudinal  and  motivational  research.” 

The  AMA  listed  a number  of  obstacles  to  be 
overcome  if  a national  program  for  population 
control  is  to  be  effective:  education,  religion, 

legal,  and  economic  considerations. 

“The  most  formidable  of  these  is  lack  of  ed- 
ucation,” the  AMA  statement  said.  “Popula- 
tion control  is  only  attainable  when  people  first 
understand  the  nature  of  their  own  bodies.” 

continued  on  page  2542 
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A 

REMINDER 

Today 

(or  any  other  day) 
yon  probably 


PolymyxinB  I Bacitracin /Neomycin 


each  gram  contains 

Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units 

Zinc  Bacitracin  400  units 
Neomycin  Sulfate  5 mg. 
(equivalent  to  3.5  mg.  Neomycin  Base) 

Special  White  Petrolatum  q.s. 

Complete  literature  available  on  request 
from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC.,  TUCKAHOE,  N.  Y. 
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A new  thyroid  function  information  system 
from  Ames,  specifically  for  office  use 


Ames  now  brings  you  a thyroid  information 
system  designed  to  help  you  assess/monitor  thyroid 
function  with  office  convenience  and  laboratory  accu- 
racy. This  new  system  is  made  up  of  THYRIMETER 
(Direct  Ratio  Reading  Gamma  Counter),  the  easiest- 
to-use,  automatic  ratio  readout  gamma  counter,  which 
gives  immediate  information  about  the  patient’s 
thyroid  status;  TRILUTE " (,25l  Column  T-3  Test),  the 
quickest  and  most  convenient  office  T-3  test,  requir- 
ing fewer  steps  and  only  approximately  20  minutes 
from  start  to  finish;  plus  the  specially  designed 


PATIENT  RECORD  CHART,  which  provides  an 
individualized  graphic  profile  of  the  response  to 
therapy. 

We  will  be  pleased  to  send  you  further  informa- 
tion if  you  will  fill  in  the  coupon  below  and  send  it  to 
us. 


Ames  Company 

mmLes Division  Miles  Laboratories,  Inc. 
dod  Elkhart,  Indiana  46514 


'■  . 


Ames  Company 

Division  Miles  Laboratories,  Inc., 
Elkhart,  Indiana  46514 
Dept.  JGB 


Gentlemen:  Please  send  me  more  information 
on  the  THYRIMETER/TRILUTE  Thyroid  Function 
Information  System. 


Name 


Address 


M.D. 


State 


Actual  size  of  THYRIMETER  is 
14lA"  x 9 'A"  x 7W  and  weight  is 
approximately  20  pounds. 


Necrology 


Alan  Brown,  M.D.,  of  Ithaca,  died  on  May  26 
at  the  age  of  forty-five.  Dr.  Brown  graduated 
in  1957  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry.  He  was  an 
associate  attending  physician  in  internal  medi- 
cine at  Tompkins  County  Hospital  and  an  at- 
tending physician  at  Sage  Hospital.  Dr.  Brown 
was  a member  of  the  American  Geriatrics  So- 
ciety, the  Tompkins  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Aaron  Burman,  M.L).,  formerly  of  Syracuse, 
died  on  August  31  at  the  age  of  seventy-eight. 
Dr.  Burman  graduated  in  1917  from  Syracuse 
University  College  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arnold  Cassell,  M.D.,  of  New  York  City,  died 
on  May  20  at  the  age  of  seventy-three.  Dr. 
Cassell  graduated  in  1924  from  the  University 
of  Tennessee  College  of  Medicine.  He  was  an 
assistant  attending  physician  (affiliate  staff)  at 
Lincoln  Hospital  Outpatient  Department.  Dr. 
Cassell  was  a Fellow  of  the  American  College 
of  Angiology  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New'  York,  and  American  Medical 
Association. 

Guiseppe  Cirincione,  M.D.,  of  Jackson  Heights, 
died  on  August  27  at  the  age  of  eighty-eight. 
Dr.  Cirincione  received  his  medical  degree  from 
the  University  of  Palermo  in  1908.  He  wras  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New' 
York,  and  the  American  Medical  Association. 

1 ittorio  Donadio,  M.D.,  of  Yonkers,  died  on 
July  3 at  the  age  of  forty-nine.  Dr.  Donadio 
received  his  medical  degree  from  the  University 
of  Naples  in  1956.  He  wras  a member  of  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Burton  Edwards,  M.D.,  of  The  Bronx, 
died  on  July  9 at  the  age  of  sixty-three.  Dr. 
Edwards  graduated  in  1933  from  Georgetown 
University  School  of  Medicine.  He  wras  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New'  Y'ork, 
and  the  American  Medical  Association. 


Harold  Fink,  M.D.,  of  Brooklyn,  died  on  August 
29  at  the  age  of  sixty-eight.  Dr.  Fink  gradu- 
ated in  1926  from  Long  Island  College  Hospital. 
He  was  director  of  laboratories  at  Coney  Island 
Hospital,  a consulting  pathologist  at  St. 
Joseph’s  (Far  Rockaway)  Hospital,  and  an  at- 
tending pathologist  at  Maimonides  Hospital  of 
Brooklyn.  A clinical  professor  of  pathology 
at  Downstate  Medical  Center  and  an  adviser  to 
the  World  Health  Organization  on  Cooley’s 
Anemia  Blood  and  Research  Foundation,  Dr. 
Fink  was  a Diplomate  of  the  American  Board 
of  Pathology  (Clinical  Pathology  and  Patho- 
logic Anatomy),  a Fellow  of  the  American  Col- 
lege of  Physicians,  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the 
American  Association  of  Pathologists  and  Bac- 
teriologists, the  International  Society  of  Hema- 
tology, the  New  York  Pathological  Society, 
the  New  York  State  Society  of  Pathologists,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Luther  F.  Grant,  M.D.,  of  Liberty,  died  on  Feb- 
ruary 20  at  the  age  of  sixty-three.  Dr.  Grant 
graduated  in  1931  from  Boston  University 
School  of  Medicine.  He  was  chief  of  surgery 
at  Liberty-Loomis  Hospital.  Dr.  Grant  was  a 
member  of  the  Sullivan  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Roald  Norman  Grant,  M.D.,  of  New  York  City, 
died  on  August  24  at  the  age  of  fifty-eight.  Dr. 
Grant  graduated  in  1937  from  Harvard  Uni- 
versity Medical  School.  He  wras  an  associate 
attending  surgeon  at  Bellevue  and  University 
Hospitals,  vice-president  in  charge  of  profes- 
sional education  for  the  American  Cancer  So- 
ciety, an  associate  professor  of  clinical  surgery 
at  New  York  University  School  of  Medicine, 
and  chairman  of  the  professional  education 
committee  of  the  International  Union  Against 
Cancer.  Dr.  Grant  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Radium  Society,  the  New  York 
Academy  of  Medicine,  the  James  Ewing  So- 
ciety, the  New'  York  Society  for  Thoracic  Sur- 
gery, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Haviland  George  Hathaway,  M.D.,  of  Bingham- 
ton, died  on  August  23  at  the  age  of  sixty-five. 
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Dr.  Hathaway  graduated  in  1930  from  Syra- 
cuse  University  College  of  Medicine.  He  was 
a member  of  the  Broome  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Heymann,  M.l).,  of  Utica,  died  on  Aug- 
ust 30  at  the  age  of  sixty-eight.  Dr.  Heymann 
received  his  medical  degree  from  the  University 
of  Berlin  in  1927.  He  was  an  attending  physi- 
cian at  St.  Luke’s-Memorial  Hospital  Center. 
Dr.  Heymann  was  a member  of  the  Utica  Acad- 
emy of  Medicine,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Belle  Elizabeth  Jacobson,  M.D.,  of  New  Ro- 
chelle, died  on  August  25  at  the  age  of  seventy. 
Dr.  Jacobson  graduated  in  1926  from  Boston 
University  School  of  Medicine.  She  was  an  as- 
sociate attending  physician  in  cardiology  at 
Montefiore  Hospital  and  Medical  Center  and 
an  associate  attending  cardiologist  at  New  Ro- 
chelle Hospital.  Dr.  Jacobson  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of 
Cardiology,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Floyd  H.  Jones,  M.D.,  of  Elmira,  died  on  July 
25  at  the  age  of  eighty-two.  Dr.  Jones  gradu- 
ated in  1911  from  the  University  of  Michigan 
Medical  School.  He  was  an  honorary  surgeon 
at  St.  Joseph’s  Hospital.  Dr.  Jones  was  a 
Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Chemung  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Ernest  Kluger,  M.D.,  of  Woodside,  died  on 
August  20  at  the  age  of  sixty-four.  Dr.  Kluger 
received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1930.  He  had  served  on  the 
selective  service  board  for  thirty  years  and 
had  received  citations  from  Presidents  Tru- 
man and  Eisenhower.  Dr.  Kluger  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Rema  Lapouse,  M.D.,  of  New  York  City,  died 
on  August  24  at  the  age  of  fifty-five.  Dr.  La- 
pouse graduated  in  1941  from  Boston  Univer- 
sity School  of  Medicine.  She  was  an  assistant 
attending  psychiatrist  at  Flower  and  Fifth 
Avenue  and  Metropolitan  Hospitals  and  a pro- 
fessor of  community  and  preventive  medicine 
and  psychiatry  at  New  York  Medical  College. 


Dr.  Lapouse  was  a member  of  the  American 
Public  Health  Association  and  the  American 
Psychiatric  Association. 

Paul  D.  McGehee,  M.D.,  of  Bronxville  and  New 
York  City,  died  on  August  23  at  the  age  of 
fifty-three.  Dr.  McGehee  graduated  in  1941 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Psycho- 
analytic Association,  the  Westchester  County 
Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Donald  Emerson  Moore,  M.D.,  of  Syracuse, 
died  on  August  21  at  the  age  of  seventy-one. 
Dr.  Moore  graduated  in  1923  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  ophthalmologist  at  Community-General 
Hospital  of  Greater  Syracuse  and  an  attend- 
ing ophthalmologist  at  Veterans  Administra- 
tion Hospital.  Dr.  Moore  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Pan  American 
Association  of  Ophthalmology,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 


Wilber  Sylvester  Newell,  M.D.,  of  Syracuse, 
died  on  August  31  at  the  age  of  eighty.  Dr. 
Newell  graduated  in  1914  from  Albany  Medi- 
cal College.  He  was  a senior  obstetrician  and 
gynecologist  at  Crouse-Irving  Hospital.  Dr. 
Newell  was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists  and  a mem- 
ber of  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Francis  John  Osborne,  M.D.,  of  Bronxville,  died 
on  August  23  at  the  age  of  eighty-one.  Dr.  Os- 
borne graduated  in  1917  from  St.  Louis  Uni- 
versity Medical  Department.  He  was  an  hon- 
orary physician  at  Lawrence  Hospital.  Dr. 
Osborne  was  a member  of  the  American  Acad- 
emy of  Dermatology,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Harry  E.  Slatkin,  M.D.,  of  The  Bronx,  died  on 
August  4 at  the  age  of  eighty-eight.  Dr.  Slat- 
kin  graduated  in  1915  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
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ond  jifteriness.  In  controsf,  CNS  depression  hos  been  reported.  In  a few  epileptics 
cn  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  as  tachycardia,  precordiol  pain, 
orrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
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diefhylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
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Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 
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ug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse, 
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ionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully  — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps.  Including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contralndl-  1 
cated  In  pregnancy  because  of  Its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Amlnophylllne  may  produce  Intestinal  cramps  In 
some  Instances,  and  quinine  may  produce  symptoms  of  clnchonlsm,  ! 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dlscon- 
tlnue  use  If  ringing  In  the  ears,  deafness,  skin  rash,  or  visual  dlstur-  J 
bances  occur  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Specific  therapy  for  night  leg  cramps 


MEMORANDUM 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK.  N . Y.  10  017  (811)988-8797 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 

FROM:  DR.  FINEBERG.  DR.  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 
the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of-the-year  and  fiscal  summat  ms.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particularly. important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  1971^  issue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  1, 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 
15  issue. 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 
THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by  members 
a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


Hf2H(Y I.  FINEBERG,  MdC  ‘ 
Executive  Vice-President 


William  Hammond,  M.D. 
Editor 
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Books  Received 


The  following  books  were  received  during  the  month  of  August,  1970  * 


Modern  Trends  in  Gastroenterology  4.  Edited 
by  W.  I.  Card,  M.D.,  and  B.  Creamer,  M.D. 
Octavo  of  373  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1970.  Cloth,  $16. 

Modern  Trends  in  Cardiology  2.  Edited  by  A. 
Morgan  Jones,  M.Se.,  M.B.  Octavo  of  372 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts, 1970.  Cloth,  $14.50. 

Adolescent  Endocrinology.  Edited  by  Felix  P. 
Heald,  M.D.,  and  Wellington  Hung,  M.D.  Oc- 
tavo of  174  pages,  illustrated.  New  York,  Ap- 
pleton-Century-Crofts, 1970.  Cloth,  $9.75. 

Manual  of  Laboratory  Medicine.  By  Antonella 
Brughera-Jones,  M.D.  Octavo  of  383  pages, 
illustrated.  New  York,  Harper  & Row,  1970. 
Cloth,  $10. 

Smooth  Muscle.  Edited  by  E.  Biilbring,  A.  F. 
Brading,  A.  W.  Jones,  and  T.  Tomita.  Octavo 
of  676  pages,  illustrated.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1970.  Cloth,  $29.75. 

Progress  in  Medical  Genetics.  Volume  VII. 
Edited  by  Arthur  G.  Steinberg,  Ph.D.,  and 
Alexander  G.  Bearn,  M.D.  Octavo  of  243  pages, 
illustrated.  New  York,  Grune  & Stratton,  Inc., 
1970.  Cloth,  $16.50. 

Medical  Treatment.  A Textbook  of  Therapy  in 
Four  Volumes.  Third  edition.  Volume  II.  The 
Blood;  Spleen  and  Lymph  Glands;  Liver,  Gall 
Bladder  and  Pancreas;  Alimentary  Tract;  Trop- 
ical Diseases;  Worms  and  Flukes;  Venereal  and 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Skin  Diseases.  Edited  by  Kenneth  Maclean, 
M.A.,  M.D.,  and  George  Scott,  M.D.  Quarto  of 
536  pages.  Baltimore,  The  Williams  & Wil- 
kins Company,  1969.  Paper,  $8.25. 

Modern  Trends  in  Urology  3.  Edited  by  Sir 
Eric  Riches,  M.C.,  M.S.  Octavo  of  344  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1970.  Cloth,  $16. 

The  Development  of  the  Infant  and  Young 
Child,  Normal  and  Abnormal.  By  R.  S.  Illing- 
worth, M.D.  Fourth  edition.  Octavo  of  382 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1970.  Cloth,  $11.75. 

Community  Medicine.  Teaching,  Research,  and 
Health  Care.  By  Willoughby  Lathem,  M.D., 
and  Anne  Newbery.  Octavo  of  342  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1970.  Cloth,  $10. 

The  Coronary  Care  Unit.  By  William  J.  Grace, 
M.D.,  and  Victor  Keyloun,  M.D.  Octavo  of  223 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts, 1970.  Cloth,  $8.50. 

Legal  Foundations  of  Nursing  Practice.  By 
Irene  A.  Murchison,  R.N.,  B.S.,  M.A.,  and 
Thomas  S.  Nichols,  A.B.,  M.S.,  LL.B.  Quarto 
of  529  pages.  New  York,  The  Macmillan  Com- 
pany, 1970.  Cloth,  $8.95. 

Modern  Concepts  in  Medical  Physiology.  Con- 
trol of  Energy  Exchange.  By  Loren  D.  Carl- 
son, Ph.D.,  and  Arnold  C.  L.  Hsieh,  M.D. 
Quarto  of  151  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1970.  Paper,  $4.95, 
Cloth,  $6.95. 


2540  New  York  State  Journal  of  Medicine  / October  15,  1970 


Fast.Jong-lasting  ( 
relief  of  aches 
and  pains  4 

of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
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Fairview,  NJ.  07022 


REON 


BREON  LABORATORIES  INC. 
90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
S hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12.  36  and  60  tablets. 


continued  from  page  2532 

Meantime,  the  Defense  Department  disclosed 
that  a series  of  rulings  this  year  had  made  it 
mandatory  that  U.S.  military  base  hospitals 
throughout  the  world  perform  abortions  and 
surgical  sterilizations  for  armed  forces  per- 
sonnel and  their  dependents  regardless  of  state 
and  local  laws. 

Louis  M.  Rousselot,  M.D.,  Assistant  Secre- 
tary of  Defense  for  Health  and  Environment, 
issued  the  rulings  to  clarify  a policy  that  had 
been  in  effect  since  1966  but  which  some  bases 
had  not  been  following. 

* * * 

Five  Republican  senators  introduced  legisla- 
tion that  would  establish  a four-year  Federal 
program  of  family-physician  scholarships  and 
fellowships  to  medical  students  and  graduates 
who  agree  to  practice  in  areas  with  a shortage 
of  physicians  or  to  serve  migratory  agricultural 
workers. 

For  the  first  year,  about  500  scholarships  not 
to  exceed  $5,000  and  200  fellowships  would  be 
offered  at  a cost  of  $4.5  billion.  The  program 
would  be  expanded  each  year  until  by  the  fourth 
year  1,000  scholarships  and  500  fellowships 
would  be  authorized  for  students  and  gradu- 
ates agreeing  to  practice  in  isolated  rural  areas, 
migrant  areas,  city  ghettos,  and  Indian  reserva- 
tions with  a shortage  of  physicians. 

For  each  year  of  a scholarship,  one  year  of 
service  would  be  required.  No  additional  serv- 
ice would  be  required  under  the  fellowship 
part  of  the  program. 

Senator  George  W.  Murphy  (Republican, 
California)  was  chief  sponsor  of  the  legisla- 
tion (S.  4208).  Cosponsors  were  Senators 
Peter  H.  Dominick  (Republican,  Colorado), 
Jacob  K.  Javits  (Republican,  New  York),  Win- 
ston L.  Prouty  (Republican,  Vermont),  and 
William  B.  Saxbe  (Republican,  Ohio). 
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1971  Albion  0.  Bernstein,  M.D. 

Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the 
1971  ALBION  O.  BERNSTEIN,  M.  D.  AWARD. 

This  national  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made 
the  most  widely  beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease, 
during  the  period  November  23,  1969  to  November  23,  1970. 

The  award,  comprising  $1,500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York,  February  14-18,  1971.  It  was 
created  by  Mr.  Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident 
while  answering  a hospital  call  on  November  23,  1940. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumbcrg,  M.  D.,  of  the  Institute  for  Cancer 
Research,  Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepa- 
titis, and  his  description  of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.  D.  for  introduction  of  an  effective 
treatment  of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.  D.,  for 
his  research  and  development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your 
opinion,  are  eligible  for  this  award,  by  December  1,  1970,  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017 

Candidates  for  1971  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of 
the  State  of  New  York,  chaired  by  Alfred  A.  Angrist,  M.  D.,  Professor  of  Pathology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University. 


continued  from  page  2536 

New  York,  and  the  American  Medical  Associa- 
tion. 


Frederick  Snyder,  M.D.,  of  Kingston,  died  on 
February  24  at  the  age  of  eighty-nine.  Dr. 
Snyder  graduated  in  1908  from  the  University 
of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  honorary 
surgeon  at  Kingston  Hospital.  Dr.  Snyder  was 
a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Ulster  County  Medical 


Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Josef  S.  Smul,  M.D.,  of  New  York  City,  died  on 
August  19  at  the  age  of  eighty-eight.  Dr.  Smul 
graduated  in  1910  from  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a Fel- 
low of  the  American  College  of  Gastroenterol- 
ogy and  a member  of  the  New  York  Academy 
of  Gastroenterology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Editorials 


Important  interpretation  by  the  Honorable 
Louis  J.  Lefkowitz— 

Attorney  General— State  of  New  York 


General  Business  Law,  Section  394-d : 
General  Business  Law,  Section  394-d,  which 
requires  clinical  laboratories  to  bill  a pa- 
tient directly  for  services  rendered,  applies 
to  all  such  laboratories  as  do  business  in  the 
State  of  New  York  whether  their  laboratory 
is  located  inside  or  outside  the  State 

Section  394-d  was  enacted  at  the  last 
session  of  the  Legislature  (Laws  of  1970, 
ch.  9711  and  provides  for  the  direct  bill- 
ing by  clinical  laboratories  to  the  patient 
for  services  rendered  and  for  direct  pay- 
ment by  the  patient  to  the  laboratory. 
Under  former  procedures  some  laborato- 
ries frequently  billed  the  attending  physi- 
cian who,  in  turn,  billed  the  patient. 

The  new  statute,  in  express  terms, 
states  its  purpose  to  be  to  implement  Edu- 
cation Law,  Section  6514,  subd.  2(f), 
which  forbids  a physician  to  split  fees  or 
to  accept  rebates,  discounts,  and  such,  in 
connection  with,  among  other  things,  the 
service  rendered  by  a clinical  laboratory. 

Despite  the  existence  of  this  provision 
prohibiting  fee-splitting  by  physicians 
with  clinical  laboratories,  the  new  statute 
recites  (Section  1)  : 

(T)here  is  no  provision  preventing  the 
circumvention  of  this  law  by  clinical  lab- 
oratories by  offering  physicians,  for  ex- 
ample, unlimited  laboratory  services  at  a 
flat  rate  which  is  payable  directly  to  the 
laboratory  by  the  physician  who  in  turn  is 
free  to  charge  and  bill  the  patient  any 
amount  for  these  tests.  Direct  billing  will 


eliminate  this  practice  and  reinforce  the 
intent  of  the  law  of  nineteen  hundred 
forty-four  (Education  Law  § 6514,  subd, 
2(f) ),  protection  of  the  consumer  public. 

It  is  obvious  that,  if  the  expressly 
avowed  intent  of  this  legislation  is  to  be 
accomplished,  the  requirement  as  to  direct 
billing  of  the  patient  must  necessarily  ap- 
ply to  all  clinical  laboratory  services  to 
patients  in  New  York,  whether  such  serv- 
ices are  supplied  by  a domestic  laboratory 
or  an  out-of-state  laboratory.  Further- 
more, in  soliciting  business  in  the  State, 
in  picking  up  laboratory  specimens  in  the 
State,  in  delivering  reports  to  the  doctors 
in  the  State,  and  in  billing  and  receiving 
payment  from  doctors  in  the  State,  an  out- 
of-state  laboratory  is  unquestionably  do- 
ing business  in  the  State.  Most  impor- 
tantly, the  interests  of  patients  who  are 
residents  of  the  State  are  of  overwhelm- 
ing and  paramount  importance.  The  fact 
is  that  these  patients  seek  medical  atten- 
tion from  New  York  physicians.  The  ex- 
pressly avowed  intent  of  the  Legislature  is 
to  protect  the  patient.  That  legislative 
intent  should  not  be  frustrated  by  evasion 
or  otherwise. 

It  is  concluded,  therefore,  that  General 
Business  Law,  Section  394-d,  is  as  appli- 
cable to  out-of-state  clinical  laboratories 
which  do  business  in  this  State  as  it  is  to 
domestic  laboratories.  All  laboratories, 
domestic  and  foreign,  as  well  as  the  physi- 
cians who  practice  in  the  State,  should  be 
advised  of  the  effect  of  this  statute. 
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Diagnostic  problem... 


Conventional  x-rays  (above)  of  the  restless 
duodenum  are  often  diagnostically  indefinite. 

With  hypotonic  duodenography  (right)  duo- 
denal calm  induced  by  Pro-BanthTne  permits 
clear  anatomic  appraisal.  In  this  example  the 
duodenum  was  intubated.  Pro-BanthTne, 


60  mg.  intramuscularly,  produced  prompt 
aperistalsis.  Double  contrast  visualization 
was  obtained  with  barium  and  air. 


Pro-Banthine  Helps... REVEAL  the  ulcer 

propantheline  bromide  HEAL  the  ulcer 


The  efficiency  of  Pro-Banthine— its  favorable 
balance  of  therapeutic  and  secondary  actions 
—has  been  thoroughly  tested  and  observed.  This 
quality  has  been  demonstrated  roentgenogra- 
phically,  surgically,  cinegastroscopically  and, 
above  all,  clinically. 

When  physicians  needed  to  relax  the  restless 
duodenum  for  the  recently  refined  technic  of 
hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most 
widely  used  anticholinergic  medication  for 
calming  the  gastrointestinal  tract— for  suppress- 


ing secretion,  prolonging  the  action  of  antacids 
and  providing  the  proper  environment  for  heal- 
ing peptic  ulcers. 

These  established  therapeutic  actions  make 
Pro-Banthine  particularly  useful  in: 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao, 
Louis  H.  Frische,  Josef  Rosch  and  Charles 
T.  Dotter  for  this  exceptionally  graphic 
example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  cardiac  dis- 
ease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  men  with  prostatic  hy- 
pertrophy, this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 


Dosage:  The  maximal  dosage  tolerated  without  ex- 
cessive side  effects  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In  severe  con- 
ditions as  many  as  two  15-mg.  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the  pa- 
tient’s requirement  and  may  be  up  to  30  mg.  or 
more  every  six  hours,  intramuscularly  or  intra- 
venously. 9*2 
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A urinary  tract 
infection  was 
eliminated  last  week 


Intestinal  monilial 
overgrowth 
has  appeared  this  week 


For  women  who  are  diabetic  or  debilitated,  oral  anti- 
biotic therapy  often  sets  the  stage  for  monilial  over- 
growth in  the  intestine. 

When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethychlortetra- 
cycline  with  the  antifungal  effectiveness  of  nystatin 
— it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many 
women  patients;  individual  culture  studies  will  show 
exactly  where  this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirf  300 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort.' 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


Demethylchlortetracycline  HCI  300  mg 
and  Nystatin  500,000  units 
Capsule-Shaped  Tablets  Lederle 

intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided 
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Cutaneous  Cryosurgery 


DOUGLAS  TORRE,  M.D. 

New  York  City 

Clinical  Professor  of  Medicine  (Dermatology),  Cornell 
University  Medical  College 


Qryosurgery  has  been  used  in  the  treat- 
ment of  cutaneous  lesions  since  before  the 
turn  of  the  century.1  In  the  past  decade  it 
has  made  a great  leap  forward,  particularly 
in  instrumentation,  measurement  of  move- 
ment of  cold  in  depth,  and  understanding  of 
what  is  happening  at  a cellular  level  during 
and  after  freezing  injury. 

Chief  credit  for  instigating  this  change 
must  go  to  the  neurosurgeon,  Irving  Cooper, 
M.D.  In  1961  he  and  Lee2  described  a 
closed-system  liquid  nitrogen  apparatus 
which  could  maintain  a cryoprobe  at  any 
preset  temperature  from  —196  to  —0  C.  and 
could  destroy  tissue  to  a depth  of  several 
centimeters.  Previously,  destruction  had 
been  limited  to  a depth  of  approximately  2 
mm.  using  either  solid  carbon  dioxide  or  an 
applicator  dipped  in  liquid  air,  oxygen,  or 
nitrogen.3 

The  Cooper  apparatus/  although  designed 
for  use  in  neurosurgery  and  general  surgery, 
can  be  effectively  used  in  treating  skin 
lesions.  However,  its  size  and  cost  made  it 
impractical  for  widespread  use  for  derma- 
tologic office  procedures. 

Cryoderm  system 

Since  1965  with  the  help  of  Union  Car- 
bide engineers  we  have  been  developing  the 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  February  9,  1970. 

* Supported  in  part  by  a grant  from  the  John  A.  Hartford 
Foundation. 

t Manufactured  by  the  Linde  Division  of  Union  Carbide. 


‘‘cryoderm  system,”  which  combines  a sim- 
plified closed-system  liquid  nitrogen  appara- 
tus with  a liquid  nitrogen  spray  apparatus. 
White1  had  used  a crude  liquid  air  spray 
apparatus  at  the  turn  of  the  century,'*  but 
because  of  technical  difficulties  this  method 
of  treatment  did  not  catch  on,  and  a spray 
method  was  not  used  until  the  appearance 
of  our  cryoderm  system  in  1965.5 

The  current  model  (Union  Carbide  CE  8) 
consists  of  either  a 17-L.  (CE  17)  or  31-L. 
(CE  31)  Dewar  flask  into  which  is  clamped 
a withdrawal  device.  To  this  has  been  at- 
tached an  immersion  heater,  a pressure  re- 
lease valve,  a pressure  gauge,  and  a semi- 
insulated  flexible  hose  connected  to  an  in- 
sulated handle  which  accepts  both  spray 
nozzles  and  cryoprobe  fittings  (Fig.  1).  The 
Dewar  flasks  used  will  hold  liquid  nitrogen 
for  more  than  one  month.  With  frequent 
use,  however,  it  is  necessary  to  refill  the  17- 
L.  tank  every  one  to  two  weeks  or  the  31-L. 
tank  every  two  to  three  weeks. 

When  using  the  various-sized  cryoprobes, 
the  probe  temperature  is  maintained  at  ap- 
proximately — 196  C.  When  using  a spray, 
the  size  of  the  area  frozen  can  be  varied  by 
adjustment  of  the  liquid  nitrogen  inlet  valve 
and  by  changing  the  size  of  the  nozzle. 
There  is  some  pulsing  of  the  spray  due  to 
the  “hot-plate  effect”  of  the  liquid  nitrogen 
contacting  the  warmer  walls  of  the  flexible 
steel  tubing  and  thus  changing  to  nitrogen 
gas.  However,  for  the  small  droplets  of 
liquid  nitrogen  to  be  completely  vaporized 
on  impingement  on  the  skin  a mixture  of 
gas  and  liquid  is  necessary.  Without  the 
adequate  gas  component,  the  liquid,  still  in 
droplet  form,  has  a tendency  to  run  or 
bounce  off  the  skin.  This  tendency  is  seen 
in  some  of  the  portable  liquid  nitrogen  spray 
units  now  on  the  market  and  is  caused  by 
the  short  length  of  the  tube  through  which 
the  liquid  cryogen  passes  before  it  is  sprayed 
on  the  skin.  The  spray  technic  is  used  in 
treating  the  great  majority  of  lesions.  The 
probes  are  used  in  lesions  in  which  pressure 
is  advantageous,  such  as  angiomas  and  syno- 
vial cysts ; those  in  which  a greater  freezing 
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FIGURE  1.  The  cryoderm  system.  (A)  Linde  CE  8 
tion  of  tips. 

depth  in  relation  to  surface  area  is  desired, 
such  as  small  keloids,  certain  nevi,  and 
adenomas  sebaceum;  and  in  which  maximum 
accuracy  of  determining  depth  penetration 
is  desired,  such  as  certain  epitheliomas, 
when  not  using  implanted  thermopiles. 

Criteria  in  treatment 

In  selecting  a modality  of  treatment  the 
first  criterion  is  effectiveness.  If  two  or 
more  methods  are  equally  effective,  selection 
then  becomes  dependent  on  availability  of 
apparatus  and  the  individual  physician’s  fa- 
miliarity and  competence  with  the  method  to 
be  used.  Other  factors  involved  are  length 
of  time  for  procedure,  cost,  pain  to  patient, 
possible  untoward  effects  or  complications, 
and  last,  but  not  least,  cosmetic  end  result. 
Cryosurgery  in  the  hands  of  someone  trained 
to  use  it  becomes  the  treatment  of  choice  for 
many  skin  lesions  and  an  alternative  method 
for  many  others.  When  properly  applied,  it 
is  effective,  fast,  inexpensive,  relatively  pain- 
less, and  has  very  few  side-effects,  since  it 
can  frequently  be  performed  without  any 
analgesia  or  anesthesia  and  the  possibility  of 
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apparatus.  (B)  Diagram  of  CE  8.  (C).  Installa- 

hemorrhage  and  infection  is  minimal.  Be- 
cause of  selective  destruction,  it  usually 
gives  an  excellent  cosmetic  result  without 
hypertrophic  scarring. 

Only  lack  of  availability  of  reasonably 
priced  reliable  instruments,  lack  of  simple 
methods  of  predetermining  depth  of  tissue 
destruction,  and  lack  of  training  of  derma- 
tologists have  kept  cryosurgery  from  being 
used  more  frequently. 

The  chief  stumbling  block  now  is  in  pre- 
determination of  depth  of  destruction. 
When  using  solid  carbon  dioxide  and  cotton- 
tipped  applicators  dipped  in  liquid  nitrogen, 
most  dermatologists  have  used  rules  of 
thumb  and  trial  and  error  experience  in  de- 
termining the  length  of  time  and  pressure 
of  application.  Brodthagen,8  of  Denmark, 
was  the  first  dermatologist  to  study  the 
movement  of  temperature  in  depth  scien- 
tifically. In  1961  he  described  acrylic  jigs 
which  could  position  thermocouple-tipped 
hypodermic  needles  at  various  depths  in  the 
skin  or  other  tissue  being  frozen  so  that  iso- 
therms could  be  determined. 

For  experimental  studies  I devised  a cir- 
cular fenestrated  jig  which  could  centrally 
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FIGURE  2.  Determination  of  depth  tempera- 
tures. (A)  Jig  for  positioning  thermocouple- 
tipped  needles  at  predetermined  depths.  (B) 
Lead  from  thermocouple  attached  to  Linde  tissue 
temperature  indicator.  (C)  Epithelioma  being 
treated  with  monitor  in  place. 

position  thermocouple-tipped  needles  at  1,  2, 
3,  5,  7,  or  10  mm.  The  leads  from  the  ther- 
mocouple were  either  connected  to  a Linde 
tissue  temperature  indicator  for  visual  read- 
ings or  to  an  eight-channel  Gilson  polygraph 
which  can  continuously  record  temperatures 
from  five  separate  monitoring  thermocouples 
(Fig.  2). 

When  treating  skin  lesions  such  as  epi- 
theliomas, depth  temperatures  can  be  meas- 
ured using  the  thermocouple-tipped  needles 


FIGURE  3.  Apparatus  for  measuring  depth  of 
freezing  and  lateral  spread  using  agar  medium 
and  chilled  copper  disk. 


emplaced  with  or  without  the  jig.  With 
freely  movable  tumors,  the  needles  can  be 
placed  under  the  mass  with  the  aid  of  palpa- 
tion. This  is  particularly  simple  with  le- 
sions overlying  bony  masses  such  as  on  the 
forehead.  Thermocouple  monitoring  is  not 
always  feasible  particularly  for  multiple  be- 
nign lesions,  so  clinical  criteria  have  to  be 
established.  With  practice  one  can  estimate 
depth  of  freezing  by  ballottement,  palpita- 
tion, and  observation. 

We  are  in  the  process  of  determining  less 
subjective  criteria  which  can  be  taught  to 
those  wishing  to  use  cryosurgery.  Applica- 
tion of  a cryoprobe  maintained  at  a constant 
—196  C.  temperature  to  homogeneous  tissue 
for  a set  length  of  time  will  reproduce  the 
same  size  and  configuration  of  frozen  area 
time  after  time,  provided  that  pressure  and 
contact  with  skin  are  similar.  In  such  an 
experiment  depth  of  freezing  is  time  related. 

In  our  experiments,  using  cryoprobes  of 
1 to  2 cm.  in  diameter,  we  have  found  that 
there  is  a close  relationship  between  the 
lateral  extension  of  freezing  (beyond  the 
cryoprobe)  and  the  central  depth  of  freezing 
(beneath  the  cryoprobe)  with  the  ratio  be- 
ing approximately  6:5  (increase  in  diam- 
eter to  maximum  depth  = 6:5).  For  exam- 
ple, when  using  a 1-cm.  probe,  when  the  di- 
ameter of  the  frozen  surface  reached  1.3  cm., 
the  maximum  depth  was  0.25  cm. ; and  when 
the  diameter  of  the  frozen  surface  reached 
1.6  cm.,  the  maximum  depth  was  0.5  cm. 
(Fig.  3). 

It  should  be  noted  here,  however,  that 
depth  of  freezing  is  not  identical  with  depth 
of  tissue  destruction.  It  is  necessary  to 
freeze  beyond  the  margins  of  the  area  one 
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wishes  to  destroy.  A temperature  of  —20  C. 
is  an  empirical  temperature  deemed  neces- 
sary for  destruction  by  Mazur.7  Arguments 
for  this  temperature  include  the  evidence 
that  at  this  temperature  no  cell  is  likely  to 
remain  supercooled  and  that  most  cells  un- 
dergo intracellular  freezing  so  that  if  they 
are  not  killed  by  this  process  they  would 
most  likely  succumb  to  exposure  to  concen- 
trated electrolytes  when  slowly  thawing 
from  —20  to  —4  C.,  at  which  point  salt  solu- 
tion would  be  1 molar. 

We  had  hoped  that  a definite  formula 
would  relate  the  —20  C.  frozen  zone  to  the 
ice  ball  zone  in  all  instances.  However,  our 
experiments  showed  that  the  ratio  varied 
with  the  rate  of  freeze  thus  making  the  pro- 
duction of  tables  for  estimating  this  factor 
more  difficult. 

Another  criterion  for  judging  depth  of 
freezing  is  the  thaw  time  which  is  related  to 
the  depth  of  freeze.  This  is  an  important 
parameter  when  using  spray  technic  in 
which  lateral  spread  cannot  be  determined 
and  in  which  the  freezing  time  does  not 
correlate  well  with  depth  of  freezing.  The 
frozen  lesion  should  be  allowed  to  thaw  at 
room  temperature  without  using  means  to 
slow  down  or  speed  up  the  process.  There 
is  some  variation  in  thaw  time  with  different 
types  of  skin  lesion,  such  as  angiomas  or 
epitheliomas,  and  skin  area  as  the  face  or 
back.  If  thaw  time  is  less  than  anticipated, 
refreezing  can  be  done.  It  is  particularly 
useful  in  treating  epitheliomas  in  which 
multiple  freeze  cycles  are  routinely  used. 

Comment 

In  the  past  five  years  I have  personally 
treated  more  than  1,700  patients  with  more 
than  20,000  lesions  by  cryosurgery  and  be- 
lieve that  it  is  the  treatment  of  choice  for 
the  following : 

Adenoma  sebaceum 

Angioma  of  the  Rendu-Weber-Osler  type 
Basal-cell  epithelioma  of  the  multicentric 
(superficial)  type 
Dermatofibroma 
Keratosis 
Actinic 
Arsenical 
Radiation 

Seborrheic  (flat  type) 


Lentigo 

Leukoplakia 

Verruca 

Periungual  type 
Planae 

Vulgaris  (on  glabrous  skin) 

Cryosurgery  is  also  a valuable  alternate 
method  of  therapy  for: 

Angioma 
Senile  type 
“Strawberry”  type 
Bowen’s  tumor 
Carbuncle 
Chondrodermatitis 
Cutaneous  horn 
Epithelioma 
Prickle  cell 

Basal  cell  (unicentric) 

Fibroma  molle 
Granuloma  annulare 
Granuloma  pyogenicum 
Herpes  simplex 
Herpes  zoster 
Kaposis  sarcoma 
Keloid 

Keratoacanthoma 
Leishmaniasis 
Lupus  erythematosus 
Lupus  vulgaris 
Nevus 
Araneus 
Epithelial 
Intradermic 
Junctional 
Sebaceous 
Verrucous 

Molluscum  contagiosum 
Pustule 
Synovial  cyst 
Verruca 

Plantar  and  palmar 

Venereal  (condyloma  acuminatum) 

147  East  50th  Street 
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| T is  generally  accepted  that  children  with 
cleft  palates  have  a greater  incidence  of  ear 
disease  than  normal  children.  The  purpose 
of  this  study  is  to  determine  the  incidence  of 
hearing  loss  following  closure  of  the  palatal 
defect.  If  palatal  surgery  did  not  decrease 
the  incidence  of  hearing  loss,  then  what  is 
the  pathophysiology  of  the  ear  disease? 
Emphasis  will  be  made  in  this  article  to  ex- 
plain the  cause  of  the  hearing  loss  and,  by  so 
doing,  present  a logical  approach  to  the 
treatment  of  the  hearing  loss  in  children 
with  cleft  palates. 

Methods  and  findings 

The  charts  of  57  patients  who  had  surgi- 
cal repair  of  postalveolar  palatal  clefts  were 
randomly  selected  and  reviewed.  These  pa- 
tients had  been  followed  for  at  least  four 
years  at  the  cleft  palate  clinic  at  Babies  Hos- 
pital, New  York  City,  between  1945  and 
1960.  Patients  with  evidence  of  mental  re- 
tardation, brain  damage,  or  cleft  lips  as 
their  sole  defect  were  excluded. 

The  results  of  this  study  revealed  that  of 
the  57  patients  who  had  surgical  repair  of 
palatal  cleft  35,  or  62  per  cent,  showed  a 
conductive  hearing  loss  of  at  least  15  deci- 
bels in  their  subsequent  follow-up  period 

* Presented  at  Ninth  International  Congress  of  Otolaryn- 
gology held  in  Mexico  City,  Mexico,  August  14,  1969. 


TABLE  I.  Review  of  postsurgical  results  in  57 
children  with  repair  of  cleft  palate 


Results 

Num- 

ber 

of 

Cases 

Per 

Cent 

Normal  hearing  on  audiogram 

5 

9 

No  hearing  loss  or  ear 

infections 

17 

29 

Abnormal  hearing  on 

audiogram 

35 

62 

Total 

57 

(Table  I).  Hearing  can  be  essentially  nor- 
mal in  the  presence  of  middle-ear  disease,  so 
that  the  incidence  of  this  condition  may  have 
been  higher  than  62  per  cent.1  Of  the  35 
children  with  audiometrically  documented 
hearing  loss,  8,  or  23  per  cent,  subsequently 
developed  chronic  otorrhea;  15,  or  43  per 
cent,  had  persistent  conductive  hearing  loss 
secondary  to  adhesive  otitis  media;  7,  or  20 
per  cent,  developed  serous  otitis  which  was 
completely  corrected  following  myringotomy 
and  insertion  of  pressure-equalizing  tubes; 
and  5,  or  14  per  cent,  had  no  treatment  and 
no  subsequent  hearing  tests  performed. 

Comment 

The  results  of  this  study  agree  with  the 
findings  of  others  in  that  more  than  50  per 
cent  of  children  with  cleft  palates  subse- 
quently develop  conductive  hearing  loss.2-6 
In  our  study,  62  per  cent  developed  a mild  to 
moderate  conductive  hearing  loss  following 
surgical  closure  of  the  palatal  cleft.  Let  us 
now  attempt  to  explain  why  closure  of  the 
palatal  cleft  does  not  reduce  the  incidence  of 
ear  disease  but  may,  in  fact,  contribute  to 
the  high  incidence  of  ear  disease  in  these 
children. 

The  eustachian  tube  connects  the  middle 
ear  with  the  nasopharynx,  and  its  main 
function  is  to  equilibrate  the  pressure  in  the 
middle  ear  with  that  of  the  nasopharynx 
and  the  external  ear.  If  the  eustachian  tube 
is  functioning  properly,  each  time  a person 
swallows  the  pressures  on  both  sides  of  the 
tympanic  membrane  will  be  equalized.  If 
the  tube  fails  to  open,  a negative  pressure 
will  soon  develop  in  the  middle-ear  cavity. 

Anatomically,  the  eustachian  tube  can  be 
divided  into  an  osseous  and  a cartilaginous 
portion.  The  bony  part  is  an  extension  of 
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Normal  Cleft  Palate  Post  Surgical  Repair 

FIGURE  1.  (Normal)  Palate  showing  tendon  of  tensor  veli  palatini  muscle  passing  around  hamulus 
of  ptergoid  plate  and  terminating  in  aponeurosis  of  soft  palate.  (Cleft  palate)  Uncorrected,  showing 
that  separation  of  palatal  aponeurosis  will  prevent  proper  functioning  of  tensor  palatini  muscles. 
(Postsurgical  repair)  Palate  showing  similarity  of  fractured  hamuli  and  tensor  palatini  muscles  to 
levator  muscles. 


the  tympanic  cavity  and  has  no  role  in  tubal 
opening.  It  is  the  cartilaginous  portion  we 
are  most  concerned  with,  since  it  is  here  that 
tubal  opening  and  closing  occurs.  The 
eustachian  tube  is  normally  closed  at  rest, 
and  no  active  muscle  action  is  involved  in 
the  closing  mechanism;  however,  active 
muscle  contractions  are  involved  in  opening 
the  tube.7 

Three  muscles  are  involved  in  eustachian 
tube  function:  the  tensor  veli  palatini,  the 

levator  veli  palatini,  and  the  salpingo- 
pharyngeus.  It  must  be  emphasized,  how- 
ever, that  the  tensor  veli  palatini  muscle  is 
the  prime  muscle  involved  in  the  opening  of 
the  tube.  The  opening  function  of  the  ten- 
sor was  first  described  by  Valsalva  in  17048 
and  verified  experimentally  in  dogs  by  Polit- 
zer9  in  1861.  In  1920  Rich10  and  later  Hol- 
borow  in  19623  added  further  experimental 
proof  that  the  tensor  veli  palatini  muscle 
was  responsible  for  opening  the  tube. 

The  tensor  muscle  takes  its  origin  from 
three  areas:  (1)  the  base  of  the  skull  be- 

tween the  spina  angularis  of  the  sphenoid 
bone  and  the  pterygoid  process,  (2)  the 
fascia  of  the  salpingopharyngeus  muscle, 
and  (3)  the  lateral  lamella  of  the  tubal  car- 
tilages. It  becomes  tendinous,  and  this  ten- 
dinous portion  passes  around  the  hamulus 
of  the  pterygoid  plate  and  terminates  in  the 
aponeurosis  of  the  soft  palate.  The  opening 
of  the  tubal  orifice  is  affected  by  the  pulling 
of  that  portion  of  the  tensor  muscle  which 
takes  its  origin  from  the  lateral  cartilage. 
The  tubal  cartilage  then  unrolls  slightly,  and 
the  lumen  is  opened  (Fig.  1). 

Thus  far,  we  have  emphasized  that  the 


tensor  veli  palatini  muscle  is  the  main 
opener  of  the  tube,  and  normal  function  of 
this  muscle  is  essential  for  proper  ventila- 
tion of  the  middle  ear.  In  a patient  with 
cleft  palate  this  muscle  cannot  function 
properly,  since  the  separation  of  the  palatal 
aponeurosis  will  prevent  proper  functioning 
of  the  tensor  veli  palatini  muscle  (Fig.  1). 

Stool  and  Randall  in  196711  performed 
myringotomies  on  25  infants  with  clefts, 
ages  nine  days  to  twelve  months.  In  47  of 
these  ears  they  extracted  “appreciable 
amounts  of  mucoid  material.”  In  a similar 
study,  Bluestone  in  196812  likewise  found 
fluid  in  the  ears  of  infants  prior  to  surgical 
repair  of  their  palatal  clefts.  These  two 
studies  clearly  demonstrate  that  a high  in- 
cidence of  middle-ear  disease  exists  in  in- 
fants before  corrective  palatal  surgery  is 
performed. 

The  reason  children  with  palatal  clefts  are 
subject  to  otitis  media  prior  to  closure  of 
the  cleft  is  that  the  eustachian  tube  orifices 
are  directly  exposed  to  milk  and  food  in  the 
oropharynx.13  Direct  exposure  of  the  tubal 
orifices  may  play  a minor  role  in  the  cause 
of  middle-ear  disease,  but  there  is  no  evi- 
dence that  regurgitation  does  occur  via  the 
eustachian  tube.  On  the  contrary.  Blue- 
stone12  inserted  pressure-equalizing  tubes 
in  the  ears  of  infants  with  palatal  cleft  and 
found  no  regurgitation  of  food  or  fluid  into 
the  middle  ear.  Also,  if  regurgitation  oc- 
curs in  the  child  with  cleft  palate,  then  we 
would  expect  that  closure  of  the  palatal  de- 
fect would  essentially  eliminate  or  reduce 
the  incidence  of  otitis  media.  The  findings 
of  our  study,  those  of  Skolnik,14  and  others 
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show  this  is  not  the  case.  The  incidence  of 
middle-ear  disease  does  not  decrease  follow- 
ing palatal  repair  but,  in  fact,  frequently  in- 
creases. 

In  an  attempt  to  repair  the  palatal  cleft, 
the  tensor  veli  palatini  muscles  resist  move- 
ment toward  the  midline.  The  tensor  mus- 
cles are  held  apart  by  the  two  hamuli  around 
which  their  tendons  run  and  thus  make  clo- 
sure of  the  palate  difficult.  The  surgical 
methods  presently  used  for  repair  of  the 
cleft  include  fracturing  the  hamular  proc- 
esses.1S  This  allows  closure  of  the  palatal 
defect,  but  when  the  hamuli  are  fractured, 
the  tensor  palatini  muscle  then  take  a course 
into  the  palate  similar  to  that  taken  by  the 
levator  muscles  (Fig.  1).  Thus,  even 
though  the  palatal  defect  has  been  closed, 
the  normal  function  of  the  main  muscle  in- 
volved in  opening  the  eustachian  tube  has 
been  disrupted. 

Although  closure  of  the  palatal  defect 
might  greatly  improve  the  voice,  the  surgical 
closure  does  not  correct  the  malfunction  of 
the  eustachian  tube.  Whether  the  palatal 
defect  is  present  or  is  surgically  closed,  the 
opening  mechanism  of  the  tube  remains  im- 
paired. We  must  conclude  that  malfunction 
of  the  eustachian  tube  is  the  basis  for  the 
high  incidence  of  middle-ear  disease  in  these 
children. 

The  management  of  the  ear  problem  in  the 
patient  with  cleft  palate  revolves  around 
overcoming  the  effects  of  a malfunctioning 
eustachian  tube.  If  the  middle  ear  is  not 
properly  ventilated,  the  oxygen  in  the  tym- 
panum will  be  absorbed,  and  a negative  pres- 
sure will  develop.  This  will  soon  lead  to  a 
transudate  of  fluid  in  the  middle-ear  cavity, 
a serous  otitis.  This  condition,  if  uncor- 
rected, can  lead  to  the  formation  of  purulent 
otitis  media,  adhesive  otitis,  and  other  mid- 
dle-ear complications.  The  problem  is  one 
of  properly  ventilating  the  middle-ear  cavity 
so  that  pressures  on  both  sides  of  the  tym- 
panic membrane  are  equal. 

At  the  present  time,  the  most  satisfactory 
method  of  overcoming  malfunction  of  the 
eustachian  tube  is  to  perform  a myringot- 
omy and  insert  a pressure-equalizing 
tube.16-18  The  studies  of  Graham19  and 
Skolnik14  stress  that  the  greatest  incidence 
of  middle-ear  disease  occurs  up  to  nine  years 
of  age  in  children  with  cleft  palates  and 
after  this  period,  middle-ear  abnormalities 
occur  less  frequently.  Our  therapeutic  ef- 


forts should  thus  be  directed  toward  over- 
coming the  deleterious  effects  of  the  abnor- 
mal function  of  the  eustachian  tube  in  the 
pre-adult  patient.  Prompt  treatment  of 
serous  otitis  is  indicated,  that  is  the  inser- 
tion of  a pressure-equalizing  tube  between 
the  middle  ear  and  the  external  auditory 
canal  as  soon  as  the  condition  is  diagnosed. 
Only  by  close  otologic  follow-up  and  treat- 
ment will  the  high  incidence  of  conductive 
hearing  loss  in  children  with  cleft  palates 
be  reduced. 

Summary 

A review  of  the  charts  of  57  children  who 
underwent  surgical  repair  of  cleft  palatal 
defect  reveals  that  G2  per  cent  developed 
conductive  hearing  loss.  The  types  of  mid- 
dle-ear disease  found  in  these  patients  were 
serous  otitis,  adhesive  otitis,  and  chronic 
otitis  media. 

The  tensor  veli  palatini  muscle  is  the 
prime  muscle  involved  in  the  opening  of  the 
eustachian  tube.  Prior  to  surgical  repair  of 
the  cleft  palate,  the  normal  function  of  this 
muscle  is  interfered  with  since  the  palatal 
aponeurosis  is  separated.  Separation  of  the 
two  tensor  palatini  muscles  would  account 
for  dysfunction  of  the  eustachian  tube  and 
the  high  incidence  of  middle-ear  disease  in 
these  children  prior  to  surgical  repair  of  the 
palatal  defect. 

In  correcting  the  cleft,  the  hamulus  of  the 
pterygoid  plate  is  fractured;  although  the 
palatal  defect  is  closed,  the  normal  function 
of  the  tensor  veli  palatini  muscle  is  still  in- 
terfered with.  This  interference  with  the 
tensor  muscle  and  thus  the  opening  mecha- 
nism of  the  eustachian  tube  most  likely  ac- 
counts for  the  high  incidence  of  middle-ear 
disease  following  surgical  correction  of  cleft 
palate. 

The  best  means  of  reducing  the  high  inci- 
dence of  conductive  hearing  loss  in  these 
children  is  by  prompt  attention  to  their  mid- 
dle-ear disease.  Myringotomy  and  the  in- 
sertion of  pressure-equalizing  tubes  is  our 
best  means  of  overcoming  the  sequelae  of 
eustachian  tube  dysfunction,  and  one  should 
not  hesitate  to  insert  these  tubes  as  soon  as 
the  presence  of  middle-ear  disease  is  de- 
tected. 

We  are  now  attempting,  in  rabbits,  to 
duplicate  the  pre-  and  postoperative  state 
of  the  tensor  palatini  muscles  in  the  cleft 
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palate  condition.  By  this  means  we  hope  to 
be  able  experimentally  to  verify  our  clinical 
findings. 
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Chromosome  registry  published 
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closure. Cases  are  listed  in  the  Registry  only 
by  initials  of  the  person  and  a coded  number- 
ing system.  By  consulting  the  Registry,  a 
physician  concerned  with  a particular  ailment 
can  quickly  find  out  if  there  are  any  other 
similar  cases  elsewhere  in  the  State.  If  so, 
he  can  then  ask  the  physician  in  charge  of  that 
case  for  added  information.  The  Registry 
provides  a fast  and  efficient  way  for  physicians 
to  compare  notes  so  that  they  can  better  care 
for  their  patients.  It  is  also  a valuable  aid  in 
research.  Additional  volumes  will  be  pub- 
lished as  new  cases  are  reported  to  the  Insti- 
tute. 

The  idea  for  such  a registry  was  proposed  by 
the  United  Nations  World  Health  Organiza- 
tion, but,  so  far  as  can  be  determined,  New 
York  State  is  the  first  to  carry  out  the  recom- 
mendation. 
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The  cases  reported  are  those  which  in  the  judg- 
ment of  hospital  officials  are  the  most  meaning- 
ful for  research  and  in  the  prevention  and 
treatment  of  such  disorders.  Information  con- 
tained in  the  Registry  was  compiled  at  the 
State  Health  Department’s  computer  installa- 
tion in  Albany.  The  information  in  a case  re- 
port includes:  the  Birth  Defects  Institute’s  case 
number;  the  hospital’s  case  number;  date  of 
birth  of  the  patient;  information  on  whether 
the  patient  was  a twin,  triplet,  and  so  on; 
whether  he  has  older  and  younger  brothers  and 
sisters;  parents’  age  if  known;  diagnosis;  sex; 
age  when  defect  was  discovered ; family  genetic 
background;  how  the  defect  was  discovered; 
and  date  of  report. 

Some  of  the  coded  information  would  be  par- 
ticularly cryptic  to  a layman.  As  an  example, 
the  diagnosis  of  a case  is  given  in  symbols 
thus:  48,  ?XYY,  21.  To  a trained  geneticist, 
these  symbols  reveal  the  presence  of  an  excess 
chromosome  and  a tendency  toward  abnormal 
height  and  aggressive  social  behavior  in  addi- 
tion to  traditional  characteristics  of  mongolism 
that  include  mental  retardation,  abnormal  like- 
lihood of  leukemia  and  heart  disease,  and  poor 
health  in  general. 

“Individually,  each  case  history  in  the  Regis- 
try reflects  a personal  tragedy,”  said  Hollis 
Ingraham,  M.D.,  State  health  commissioner. 
But  taken  together,  “these  reports  may  offer 
help  and  renewed  hope  to  the  stricken,  and  pos- 
sible protection  to  generations  yet  unborn.” 
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B REAST-REDUCTION  OPERATIONS  and  opera- 
tions designed  to  reposition  ptotic  breasts 
are  no  longer  subject  to  critical  comments. 
These  procedures  are  accepted  today  by  the 
medical  profession  as  well  as  by  the  lay 
public.  Methods  currently  in  vogue  to  re- 
duce and  shape  large  breasts  or  correct 
ptosis  have  several  advantages  over  the 
technics  used  in  the  past.  Reconstruction, 
even  of  very  large  breasts,  usually  provides 
breasts  that:  (1)  retain  their  function 

without  loss  of  lactation,  (2)  maintain  sensi- 
tivity and  erectility  of  nipples,  (3)  are 
highly  acceptable  from  an  esthetic  point  of 
view,  and  (4)  are  free  of  significant  com- 
plications. 

Large,  heavy,  or  ptotic  breasts  constitute 
a significant  cosmetic  defect,  and  often  are 
the  basis  of  feelings  of  inferiority  which 
may  progress  to  serious  psychologic  prob- 
lems. They  also  may  cause  major  physical 
discomfort  and  adversely  affect  proper  func- 
tion of  the  respiratory  and  circulatory  sys- 
tems. These  patients  have  a difficult  time 
fitting  clothing,  which  is  not  only  incon- 
venient but  expensive. 


Massive  hypertrophy  can  occur  as  vir- 
ginal hypertrophy  or  true  gynecomastia  at 
the  time  of  breast  development.  More  of- 
ten, however,  hypertrophy  or  simple  ptosis 
develops  with  passing  years.  Multiple  preg- 
nancies can  accelerate  the  process.  Breast 
hypertrophy  can  result  in  arthritic  changes 
of  the  cervical  spine  almost  surely  because 
of  the  imbalance  imposed  on  the  musculo- 
skeletal system.1 

Technical  advances 

Numerous  technical  advances  in  breast 
surgery  have  been  made  by  pioneers  in  plas- 
tic and  reconstructive  surgery.  Many  such 
operations,  particularly  those  patterned  af- 
ter the  classical  operation  of  Biesenberger,2 
involve  extensive  dissection  of  the  breast 
parenchyma  and  separation  of  skin  flaps 
from  the  underlying  breast  tissue  as  well.8 
These  rather  extensive  operations  often  pro- 
duce acceptable  end  results  but  are  fraught 
with  complications  due  mostly  to  circulatory 
embarrassment  of  the  skin  flaps,  breast 
parenchyma,  or  nipple,  because  of  the  ex- 
tent of  dissection  and  undermining. 

The  one-stage  mammaplasty  is  favored 
over  the  more  complicated  two-stage  pro- 
cedures for  its  obvious  convenience.  How- 
ever, multiple  operations  have  been  pre- 
ferred in  the  past  by  some  surgeons  in  the 
belief  that  they  are  safer  and  may  obviate 
some  of  the  complications  already  men- 
tioned. 

A major  advance  in  the  technic  of  mam- 
maplasty was  made  when  Strombeck4  re- 
ported his  one-stage  operation  for  breast  re- 
duction in  1960.  The  Strombeck  operation 
eliminated  wide-spread  undercutting  of  the 
skin  and  insured  maximum  survival  of  the 
neurovascular  supply  to  the  areola  by  leav- 
ing this  structure  attached  to  the  surround- 
ing area  of  de-epithelialized  dermis.  The 
success  of  the  method  is  attested  by  its 
wide  use  throughout  the  world  today.  Var- 
ious modifications  of  this  technic  have  been 
introduced.5"8  For  the  most  part,  these  are 
technical  variations  in  protecting  the  nipple 
and  areola  or  in  fashioning  the  skin  and 
breast  flaps.  All  avoid  “degloving”  of  the 
breast  parenchyma  by  undermining  the  skin 
according  to  the  original  Biesenberger  tech- 
nic. 

In  recent  years,  breast  reduction  for  mas- 
sive hypertrophy  with  free  nipple  transplan- 
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tation,  the  technic  described  by  Thorek,0 
has  dropped  from  favor  and  is  advocated 
only  in  patients  with  gigantomastia.10  The 
Strombeck  principle  of  breast  reduction  has 
made  it  possible  to  reduce  even  very  large 
breasts  leaving  the  nipple  with  its  ductile 
system  intact,  a maneuver  that  was  pre- 
viously considered  hazardous  to  nipple  sur- 
vival. The  advantages  of  nipple  transposi- 
tion rather  than  free  grafting  in  young 
women  are  obvious.  Noninterference  with 
the  important  breast  functions  of  lactation, 
and  sensation  and  erectility  of  the  nipple, 
is  highly  important.  Sensation  and  erec- 


FIGURE  1.  (A  through  J)  Artist's  illustration  of 
modified  Strombeck  technic  of  breast  reduction. 

tility  are  important  to  women  of  all  ages, 
and  may  be  affected  by  interruption  of  the 
ducts,  nerve,  or  vascular  supply. 

Pitanguy"  notes  that  his  incidence  of  free 
grafts  has  dropped  from  8 per  cent  to  1 per 
cent  since  his  modification  of  the  Strombeck 
technic.  He  reserves  free  nipple  grafts  for 
massive  hypertrophy  of  long  duration  where 
functional  mammary  tissue  is  virtually  non- 
existent. 

Another  improvement  now  being  achieved 
by  the  Strombeck  principle  is  in  the  final 
shape  of  the  breast.  One  of  the  major  dis- 
advantages of  previous  technics  was  “dish- 
ing” beneath  the  newly  located  nipple  so 
that  the  areolas  and  nipples  were  higher 
than  is  natural  or  desirable.  The  Strom- 
beck technic  improved  nipple  location  con- 
siderably. A further  refinement  in  the  lo- 
cation of  the  nipple  and  areola  and  shape  of 
the  upper  breast  was  made  by  Pitanguy  who 
emphasized  placing  these  structures  at  a 
lower  level  in  anticipation  of  the  inevitable 
effects  of  gravity  on  the  newly  formed 
breast. 

Technics  described  by  Skoog,0  Pitanguy,7 
and  Beare,8  are  essentially  modifications  of 
the  Strombeck  technic  which  achieve  very 
similar  results.  Skoog’s  modification,  in 
which  a bipedicle  flap  consisting  of  a thin 
flap  of  breast  parenchyma  with  subcutaneous 
tissue  and  attached  nipple  and  areola  is  de- 
veloped from  the  underlying  breast,  may 
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depart  from  the  classical  Strombeck  method 
more  than  those  described  by  Pitanguy  and 
Reare.  However,  Rkoog’s  method  has  the 
disadvantage  of  more  extensive  dissection 
and  the  development  of  dead  space  in  which 
accumulation  of  fluid  or  hematomas  is  more 
likely  to  occur. 

One  of  the  basic  essentials  of  the  Strom- 
beck technic  makes  use  of  the  fact  that  the 
circumference  of  the  female  breast  at  its 
base  on  the  pectoral  wall  varies  only 
slightly  in  measurement.  This  finding 
must  be  credited  to  Wise.11  It  is  this  fact, 
well-known  to  brassiere  manufacturers,  that 
led  Wise  to  devise  a set  of  basic  patterns  or 
set  measurements  which  are  applicable  to 
planning  the  mammaplasty  operation  in 
most  patients.  Strombeck  subsequently 
made  use  of  this  principle. 


Technic 

Since  Strombeck  published  his  technic  of 
breast  reduction,  it  has  become  the  opera- 
tion of  our  choice.  Recently  we  have  modi- 
fied this  technic,  adopting  some  of  the  tech- 
nical details  described  by  Pitanguy. 

The  technic  is  illustrated  in  the  drawings 
in  Figure  1.*  A prior  assessment  of  each 
patient  is  important  to  estimate  the  amount 
of  breast  tissue  to  be  resected  for  a result 
consistent  with  contour  and  size  of  the 
thoracic  cage.  All  breast  markings  should 
be  made  with  the  patient  in  the  upright 
position. 

The  first  step  is  location  of  the  midmam- 
mary line.  It  is  important  to  realize  that 
such  a line  is  not  directly  vertical  but  ex- 
tends slightly  downward  and  laterally  from 
a midclavicular  point  to  bisect  the  breast 
throughout  its  length.  This  line  should  be 
drawn  and  extended  well  below  the  infra- 
mammary crease  in  order  to  identify  it  at 
the  time  of  final  suturing. 

Point  1 is  important  and  represents 
roughly  the  new  placement  of  the  nipple  and 
areola.  This  point  is  located  on  the  hemi- 
clavicular  line  slightly  lower  than  the  pro- 
jection of  the  mammary  sulcus  which  is  in- 
dicated by  the  protruding  finger  placed  in 
the  inframammarv  sulcus  (A).  Points  2 
and  3 are  also  rough  measurements  which 
are  calculated  by  holding  the  breast  and  es- 
timating the  amount  of  tissue  to  be  resected 

* Bv  Miss  Daisy  Stillwell. 


according  to  the  breast  size  or  degree  of 
ptosis  (B,  C) . 

The  distance  between  lines  1 to  2 and  1 to 
3 is  approximately  6 to  7 cm.  in  the  ma- 
jority of  patients.  Point  1 is  about  8' 
inches  from  the  suprasternal  notch.  These 
measurements  should  be  checked  with  either 
a breast  caliper  or  a large  tape  measure 
which  is  fixed  at  the  suprasternal  notch  as 
a pivot  point. 

After  establishing  points  1,  2,  and  3,  the 
surgeon  uses  his  visual  judgment  and  shifts 
the  breast  first  medially  and  then  laterally 
while  drawing  a line  which  follows  the  in- 
framammarv  sulcus  and  extends  well  into 
the  axilla  laterally,  but  falls  short  of  the 
midline  medially.  Then,  with  traction  ex- 
erted on  point  1,  he  draws  line  2 to  4.  This 
line  represents  the  axillary  extension  of  the 
dissection.  With  the  breast  pulled  slightly 
laterally,  the  line  3 to  5 (B)  is  made  to  rep- 
resent the  medial  resection  of  the  lower 
quadrant  of  the  breast. 

After  these  lines  have  been  drawn,  dissec- 
tion is  started  by  carefully  circumcising  the 
areola  whose  diameter  is  reduced  to  one  and 
a half  to  two  inches  and  incising  the  lines 
1 to  2 and  1 to  3.  A hemicircular  line  ex- 
tending from  2 to  3 beneath  the  nipple  is 
similarly  drawn  and  incised.  These  in- 
cisions are  carried  through  the  epidermis 
only  and  do  not  extend  into  the  dermis. 

The  epidermis  is  then  dissected  free  from 
the  gland  by  sharp  dissection  (D).  Great 
care  should  be  taken  not  to  injure  the  un- 
derlying vasculature  of  the  dermis.  By  so 
excising  the  epidermis,  a dermal  pedicle  re- 
mains with  the  areola  and  nipple  attached. 
The  lower  quadrant  of  the  breast  is  resected 
as  indicated  (F). 

Dissection  is  in  the  shape  of  a boat  keel 
(as  pointed  out  by  Pitanguy)  and  carried 
upward  almost  to  the  subcutaneous  fat  in 
the  superior  median  pole  of  the  breast. 
Thus  a bipedicle  parenchymal  flap  is  fash- 
ioned which  is  attached  to  the  overlying 
skin  on  the  lateral  and  medial  sides  of  the 
breast  and  to  the  dermal  pedicle  in  the  cen- 
tral portion  which  contains  the  intact  areola 
and  nipple.  The  flap  is  thinnest  in  its  cen- 
tral area  to  permit  mobility.  The  infra- 
mammary sulcus  is  incised  down  to  the 
pectoralis  fascia  and  the  breast  segment 
removed  (G).  Clamps  and  electrocautery 
are  used  for  careful  hemostasis. 

The  rough  shape  of  the  newly  formed 
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FIGURE  2.  (A  and  B)  Preoperative  photographs  of  a patient  with  ptosis  of  the  breasts.  (C  and  D)  Post- 
operative  correction  achieved  by  the  Strombeck  principle  fifteen  months  after  operation. 


FIGURE  3.  (A)  Moderate  hypertrophy  with  ptosis.  (B)  Corrected  by  the  Strombeck  technic. 


breast  is  constituted  by  suturing  points  2 the  line  previously  drawn  through  the  longi- 

and  3 together  fH).  These  points  meet  in  tudinal  axis  of  the  breast  in  the  inframam- 
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FIGURE  4.  Marked  hypertrophy  corrected  by  the  Strombeck  operation.  (A)  Preoperative  photograph. 
(B)  Postoperative  view  taken  two  weeks  after  operation  to  demonstrate  location  of  the  incisions. 


FIGURE  5.  Massive  hypertrophy  corrected  by  the  Pitanguy  modification  of  the  Strombeck  principle. 
(A)  Preoperative  photograph.  (B)  Postoperative  result  two  years  following  surgery.  There  has  been  slight 
tendency  toward  fullness  in  the  lower  half  of  breast,  a common  problem  in  all  types  of  mammaplasty. 


mary  incision.  At  this  stage  of  the  proce- 
dure, various  minor  readjustments  can  be 
made  to  provide  for  closure  which  should  be 
under  slight  tension.  Sutures  to  bring  the 
medial  and  lateral  elements  of  the  breast 
parenchyma  together  usually  are  not  neces- 
sary since  suturing  and  formation  of  the 
skin  brassiere  obviates  this  step.  In  very 
large  breasts  it  sometimes  may  be  necessary 
to  undermine  the  edges  of  the  vertical 
closure  from  1 to  the  2 to  3 point  for  a dis- 
tance of  1 or  2 cm.  as  a final  maneuver  (I). 


The  horizontal  incisions  of  the  infra- 
mammary crease  are  closed  with  interrupted 
sutures  of  fine  dermalon  as  is  the  vertical 
component.  The  patient  is  then  elevated 
again  to  a semi-sitting  position  on  the  op- 
erating table  so  that  visual  as  well  as  meas- 
ured reassessment  of  the  new  areola  and 
nipple  location  can  be  made.  Breast  calipers 
may  be  used  for  this  evaluation  and  meas- 
urements taken  from  the  supraclavicular 
notch  and  from  nipple  to  nipple.  There  is 
no  substitute  for  the  final  visual  judgment 
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of  the  surgeon  in  placement  of  the  nipples. 

Skin  buttons  are  then  excised  and  nipples 
delivered  through  these  round  wounds  which 
are  sutured  with  fine  sutures  to  the  skin 
edges.  Drains  may  or  may  not  be  used  ac- 
cording to  the  preference  of  the  surgeon.  A 
conventional  wrap-around  dressing  is  ap- 
plied. 

Comment 

This  modification  of  the  Strombeck  op- 
erative procedure  has  produced  in  our 
hands  pleasing  results  and  has  significantly 
lowered  our  complication  rate.  Preopera- 
tive and  postoperative  views  are  shown  in 
Figures  2 through  5.  As  in  all  breast  re- 
duction operations,  there  is  about  a 5 per 
cent  incidence  of  minor  skin  slough,  separa- 
tion, or  delayed  healing  at  the  point  of  junc- 
ture of  the  T in  the  inframammary  sulcus. 
However,  there  is  a significantly  lower  in- 
cidence of  these  complications  than  formerly 
encountered  with  the  Mclndoe  and  Rees3 
modification  of  the  Biesenberger2  technic. 

The  cosmetic  results  achieved  by  this  tech- 
nic have  been  more  satisfactory  to  us  than 
those  of  any  other  technic.  Breasts  so  con- 
structed have  been  notably  conical  in  shape 
and  anatomically  oriented  in  a more  normal 
position  facing  slightly  laterally  and  down- 
ward. It  is  of  particular  importance  to  lo- 
cate the  new  nipples  slightly  lower  than 
one  would  ordinarily  expect  because  of  the 
tendency  of  these  structures  to  ride  up  in  a 
higher  position  with  the  passage  of  time 
and  settling  of  the  breast.  The  technic  de- 
scribed herein  also  seems  to  provide  a breast 
that  is  fuller  in  its  upper  half  by  preserving 
tissue  in  this  area  and  thereby  avoiding  an 
unsightly  concavity  which  can  develop  in 
the  superior  portion  of  the  breast. 

This  operative  procedure  can  be  modified 
in  repositioning  ptotic  breasts  by  carrying 


out  the  same  steps  described,  but  omitting 
resection  of  glandular  tissue  (steps  E,  F,  G, 
Fig.  1).  Therefore,  the  medial  and  lateral 
wedge  extensions  in  the  lower  portion  of  the 
breasts  are  de-epithelialized  similarly  to  the 
area  surrounding  the  nipple  and  inverted  as 
buried  dermal  flaps. 

Summary 

This  reconstructive  procedure  is  recom- 
mended for  the  reduction  of  large  breasts. 
In  our  experience,  it  has  produced  pleasing 
results  with  a minimum  of  complications. 

University  Hospital 
560  First  Avenue 
New  York,  New  York  10016 
(Dr.  Rees) 
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T he  PROBLEM  of  malaria  in  Viet  Nam  re- 
turnees has  been  responsible  for  a resur- 
gence of  American  interest  in  this  dis- 
ease.1-3 The  national  annual  incidence  rose 
from  a fairly  stable  level  of  50  to  100  cases 
during  the  1950s  and  early  1960s  to  over 
700  in  1966  and  to  a peak  of  over  2,600  in 
1968.  A comprehensive  symposium  on  ma- 
laria has  recently  been  published  in  The  Bul- 
letin of  the  New  York  Academy  of  Medi- 
cine.4 

Another  recent  publication  has  detailed 
the  collective  malaria  experience  among  all 
U.S.  Public  Health  Service  hospitals.5  The 
unique  experience  at  the  U.S.  Public  Health 
Service  Hospital.  Staten  Island,  New  York, 
with  142  cases  of  malaria  over  the  past 
twenty  years  (1949  to  1968)  is  reported  here 
in  detail.  This  report  emphasizes  the  con- 
tinuous problem  of  malaria  among  United 

* At  present  Fellow  in  Infectious  Diseases,  Presbyterian— 
St.  Luke’s  Hospital,  University  of  Illinois  College  of  Medi- 
cine, Chicago. 


FIGURE  1.  Plasmodia  species  involved  in  142 
cases  of  malaria  from  1949  through  1968  at  the 
U.S.  Public  Health  Service  Hospital,  Staten  Is- 
land, New  York. 

States  and  foreign  seamen  and  others  who 
travel  constantly  to  endemic  areas. 

Methods 

All  charts  with  a discharge  diagnosis  of 
malaria  from  1949  through  1968  were  re- 
viewed. Only  cases  in  which  plasmodia  spe- 
cies seen  on  thick  or  thin  blood  smears,  in- 
terpreted at  this  hospital,  were  included  in 
the  study.  Because  of  the  personnel  served 
by  the  U.S.  Public  Health  Service  Hospital, 
the  laboratories  have  maintained  an  unusual 
expertise  in  the  laboratory  diagnosis  of 
parasitic  disease.  A total  of  199  charts 
were  screened,  142  of  which  met  the  criteria. 
Slides  were  not  available  for  review. 

Results 

Figure  1 depicts  the  species  involved  in 
142  cases  of  malaria.  Only  4 patients  had 
mixed  infections.  Plasmodium  falciparum 
accounted  for  69  cases,  P.  vivax  for  53  cases, 
P.  malariae  for  18  cases,  and  P.  ovale  for  1 
case.  Five  cases  were  recognized  as  plas- 
modia, but  of  undetermined  species. 

The  area  of  acquisition  of  malaria  (Table 
I)  was  determined  by  the  geographic  zone 
of  the  patient’s  most  recent  cruise.  Most 
cruises  involved  stop  at  several  national 
ports,  and.  hence,  the  country  of  acquisition 
cannot  be  specified. 

Of  the  142  patients  involved,  141  were 
male.  Approximately  15  per  cent  of  the  hos- 
pital patient  population  are  female,  but  these 
are  usually  dependents  who  do  not  travel  to 
endemic  malarious  areas.  The  incidence  of 
malaria  by  age  is  shown  in  Table  II.  The 
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TABLE  I.  Distribution  of  Plasmodium  species  by 
area  of  acquisition 


Plasmodium 

Species 

Africa 

Far 

East 

Central 

or 

South 

America 

Un- 

known 

P.  falciparum 

48 

8 

9 

4 

P.  vivax 

19 

19 

15 

0 

P.  malariae 

6 

6 

6 

0 

P.  ovale 

1 

0 

0 

0 

Species  unde- 
termined 

0 

0 

2 

2 

TABLE  II.  Age  incidence  of  malaria 

Age  (Years) 

Number  of 
Cases 

10  to  19 

11 

20  to  29 

54 

30  to  39 

34 

40  to  49 

21 

50  to  59 

11 

60  to  69 

4 

Unknown 

7 

occupational  status  of  the  patients  was  as 
follows:  American  seamen,  58;  foreign 

seaman,  57;  U.S.  Army,  13;  U.S.  Bureau  of 
Employees  Compensation  patients,  6;  immi- 
gration holds  for  medical  reasons,  5;  Peace 
Corps  members,  2;  and  Federal  penitentiary 
prisoners,  1. 

While  American  seamen  accounted  for  ap- 
proximately 50  per  cent  of  the  hospital  pa- 
tient population,  foreign  seamen  accounted 
for  only  1 to  2 per  cent.  Seven  of  the  U.S. 
Army  patients  were  Viet  Nam  returnees, 
and  5 of  the  6 remaining  military  cases  were 
veterans  of  the  Korean  conflict. 

Fifty-three  patients  were  European. 
Twenty-five  of  these  were  from  Norway. 
This  probably  only  reflects  the  popularity  of 
seafaring  occupations  among  the  Norwe- 
gians. Fifty-seven  patients  were  from 
North  America;  24  from  the  Caribbean, 
South  or  Central  America;  7 from  the  Far 
East;  and  1 from  Africa. 

Twelve  patients  were  known  to  have  had 
a previous  episode  of  malaria.  Fifteen  pa- 
tients gave  a history  of  other  shipmates 
with  malaria. 

Signs,  symptoms,  and  laboratory  data  are 
enumerated  in  Tables  III  through  VI.  Five 
of  the  8 patients  with  pulmonary  signs  had 
radiographic  evidence  of  an  infiltrate  (Table 
TV).  Nine  patients  who  had  positive  find- 
ings on  blood  serology  subsequently  reverted 


TABLE  III.  Recorded  symptoms  of  142  patients 
with  malaria 


Symptoms 

Number 

of 

Patients 

Chills  and  Fever 

137 

Headache 

55 

Emesis 

32 

Diarrhea 

30 

Malaise 

20 

Myalgia 

16 

Cough 

14 

Central  nervous  system 
other  than  headache 

5 

Weight  loss  over  10  pounds 

3 

TABLE  IV.  Recorded  physical  signs  of  142  patients 
with  malaria 

Signs 

N umber 
of 

Patients 

Splenomegaly 

53 

Hepatomegaly 

35 

Costovertebral  angle 
tenderness 

14 

Pulmonary 

8 

Disorientation  or  stupor 

4 

Temperature  of  100  F.  or 
less 

22 

Temperature  greater  than 
100  to  102  F. 

22 

Temperature  greater  than 
102  to  106  F. 

86 

Temperature  not  recorded 

12 

to  negative;  2 of  these  patients  gave  a his- 
tory of  venereal  disease  in  the  past  (Table 
VI).  Most  patients  were  not  followed  for  a 
long  enough  period  to  see  if  their  serology 
results  reverted. 

Forty-one  patients  were  initially  treated 
with  antibiotics;  17  by  a private  physician, 
15  aboard  ship,  14  after  hospitalization  (6 
were  started  elsewhere  and  continued  in  the 
hospital  until  the  diagnosis  of  malaria  was 
made),  and  1 at  an  outpatient  clinic.  There 
were  44  presumptive  diagnoses  in  the  41 
patients  who  received  antibiotic  therapy. 
They  were:  unexplained  fever,  32;  pneu- 

monia or  bronchitis,  6;  urinary  tract  infec- 
tion, 2;  upper  respiratory  infection,  2;  and 
enteritis,  2. 

In  ninety-two  patients,  a history  regard- 
ing prophylactic  antimalarial  agents  was 
not  recorded.  Nineteen  patients  had  taken 
quinine,  10  had  taken  chloroquine,  9 had 
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TABLE  V.  Laboratory  findings 


Number  Number 


of 

Patients 

White 

Blood  Count 

of 

Patients 

Hematocrit 
(Per  Cent) 

Hemoglobin 
(Gm.  per  100  ml.) 

22 

1,650  to  4,000 

32 

Less  than  34 

4 . 2 to  10 

'23 

4,050  to  5,000 

35 

34  to  39 

10. 1 to  12 

49 

5,050  to  8,000 

65 

40  to  52 

12.5  to  17 

10 

8,050  to  13,600 

10 

Not  recorded 

Not  recorded 

38 

Not  recorded 

TABLE  VI.  Serology  and  history  of  venereal 
diseases 


Num- 

ber 

of 

Pa- 

tients 

Blood 

Serology 

History  of 
Venereal 
Disease 

14 

Positive 

Positive 

25 

Positive 

Negative 

14 

Negative 

Positive 

69 

Negative 

Negative 

20 

Not  recorded 

Not  recorded 

taken  quinacrine  hydrochloride  (Atabrine), 
and  12  had  taken  antimalarial  drugs  of  un- 
known type.  All  patients  had  stopped  their 
medication  prior  to  or  immediately  after 
entering  the  United  States. 

All  but  6 patients  received  chloroquine  as 
part  of  their  therapeutic  regimen.  These  6 
patients  were  treated  during  the  earlier 
years  of  the  study  with  quinacrine  hydro- 
chloride, quinine,  or  amodiaquine  (Camo- 
quin). 

Of  the  142  cases  reviewed,  69  were  pa- 
tients with  P.  falciparum,  and  the  remaining 
73  cases  required  antimalarial  treatment  for 
the  exoerythrocytic  stage  of  the  disease. 
Only  42  of  these  73  patients  were  given  such 
treatment.  The  duration  of  symptoms  prior 
to  hospitalization  and  the  time  required  to 
make  the  diagnosis  after  hospitalization  are 
seen  in  Table  VII. 

Case  reports 

Case  1.  A nineteen-year-old  British  foreign 
seaman  completed  a cruise  to  West  Africa. 
While  in  West  Africa,  he  developed  fever  and 
chills  and  received  quinine  every  other  day 
from  then  until  the  time  of  his  admission  to  the 
hospital  three  months  later.  Admission  tem- 
perature was  103  F.,  the  white  blood  count  was 
6,000,  the  hemoglobin  was  15  Gm.  per  100  ml., 
and  a blood  smear  showed  P.  falciparum. 
Splenomegaly  was  noted.  The  patient  gave  a 


TABLE  VII.  Duration  of  symptoms  prior  to 
hospitalization  and  time  required  for  diagnosis 
after  admission 


Time 

Number  of 
Patients 

Period  of  symptoms 

1 to  7 days 

57 

8 to  28  days 

59 

29  to  56  days 

19 

57  to  308  days 

7 

Time  for  diagnosis 

Less  than  24  hours 

72 

25  to  72  hours 

43 

73  hours  to  15  days 

25 

16  to  34  days 

2 

history  of  25  crew  members  with  malaria  and 
12  of  these  cases  had  been  admitted  to  hospitals 
elsewhere.  He  successfully  underwent  treat- 
ment with  chloroquine. 

Comment:  The  patient  in  the  hospital  may 

represent  only  the  “peak  of  the  iceberg”  for  the 
actual  number  of  cases  aboard  a ship. 

Case  2.  A thirty-one-year-old  American  sea- 
man developed  abdominal  pain,  emesis,  fever, 
and  chills  and  was  admitted  to  a hospital  in 
East  Africa  where  laparotomy  was  advised. 
The  patient  refused  and  during  the  next  five 
weeks  while  returning  to  the  United  States  was 
treated  aboard  ship  with  “pills,”  “shots,”  and 
quinine.  On  April  16,  1965,  he  was  admitted 
to  the  surgical  service  of  the  Staten  Island  U.S. 
Public  Health  Service  Hospital  with  a tempera- 
ture of  103.4  F.,  abdominal  tenderness,  and  no 
palpable  spleen  or  liver.  Admitting  differential 
diagnosis  included  intestinal  obstruction,  re- 
gional ileitis,  and  amebiasis.  Admission  white 
blood  count  was  4,200,  and  the  hematocrit  was 
32.  Malaria  was  considered,  and  on  April  19, 
a blood  smear  revealed  P.  falciparum.  The  pa- 
tient recovered  uneventfully  after  treatment 
with  chloroquine  therapy. 

Comment:  This  patient  demonstrates  that  a 
case  of  malaria  may  present  symptoms  of 
“acute  abdomen.” 

Case  3.  A twenty-seven-year-old  U.S.  Army 
male  left  Korea  in  September,  1951,  and  re- 
turned to  the  United  States.  He  had  had  re- 
current dysentery  while  in  Korea,  but  no  known 


October  15,  1970  / New  York  State  Journal  of  Medicine  2567 


history  of  malaria.  He  was  seen  at  this  hos- 
pital on  April  23,  1952,  with  a six-day  history 
of  fever,  chills,  and  pleuritic  chest  pain,  for 
which  he  had  been  given  penicillin  elsewhere 
without  change  in  symptoms.  His  temperature 
was  104.4  F.  and  hepatosplenomegaly  was 
noted.  Admission  white  blood  count  was  3,600, 
hemoglobin  was  1 Gm.  per  100  ml.,  and  a blood 
smear  revealed  P.  malariae.  The  patient  was 
treated  with  amodiaquine. 

Comment:  This  case  demonstrates  the  need 

to  keep  in  mind  the  possibility  of  malaria  many 
months  after  the  patient  has  left  an  endemic 
area. 

Case  4.  This  twenty-one-year-old  U.S.  Army 
male  left  Korea  in  August,  1951,  and  returned 
to  the  United  States.  He  was  seen  at  this  hos- 
pital on  June  14,  1952,  with  a two-month  his- 
tory of  a “cold,”  sore  throat,  malaise,  myalgia, 
and  fatigue.  His  temperature  was  103.4  F., 
and  splenomegaly  was  noted.  Three  weeks 
earlier,  the  patient  had  been  admitted  to  a 
private  hospital  where  a diagnosis  of  rheu- 
matic fever  had  been  made  and  the  patient 
started  on  steroids.  On  admission  the  white 
blood  count  was  7,200,  hemoglobin  was  13  Gm. 
per  100  ml.,  and  a blood  smear  showed  P.  vivax. 
He  was  successfully  treated  with  chloroquine. 

Comment:  Again,  there  was  a long  delay 

between  the  return  from  an  endemic  area  and 
development  of  symptoms.  The  patient’s  symp- 
toms were  initially  diagnosed  as  rheumatic  fe- 
ver, with  resulting  inappropriate  treatment. 

Case  5.  A thirty-four-year-old  American 
seaman  who  was  known  to  be  schizophrenic  de- 
veloped fever  and  chills  after  completing  a 
trip  to  West  Africa.  He  complained  of  “being 
experimented  on  by  his  shipping  company  with 
injections  of  malaria”  and  was  subsequently 
admitted  to  the  hospital  in  the  psychiatry  serv- 
ice. Only  after  several  weeks  in  the  hospital 
and  when  his  temperature  spiked  to  105.6  F. 
was  the  patient  seen  by  a medical  consultant. 
A blood  smear  revealed  P.  falciparum  which 
was  successfully  treated  with  chloroquine. 

Comment:  This  patient,  with  a disorder  af- 

fecting the  thought  process,  gave  a bizarre  his- 
tory. However,  the  possibility  of  malaria 
should  be  kept  in  mind  in  any  patient  coming 
from  an  endemic  area. 

Case  6.  A twenty-eight-year-old  American 
seaman  with  a history  of  malaria  at  age  fifteen 
in  Honduras  returned  from  a trip  to  French 
Equatorial  Africa.  Seven  days  prior  to  admis- 
sion, he  developed  chills,  fever,  weakness,  bi- 
lateral costovertebral  angle  tenderness,  an- 
orexia, emesis,  and  a temperature  of  105  F. 
This  recurred  five  days  and  two  days  prior  to 
admission,  at  which  time  his  private  physician 
administered  penicillin  for  “bronchitis.”  He 
was  seen  at  the  U.S.  Public  Health  Hos- 
pital on  August  12,  1955,  admitted  to  the  urol- 
ogy service  with  a diagnosis  of  “acute 
pyelonephritis,”  and  was  treated  with  fluids, 
aspirin,  and  tetracycline  compounds.  Three 
days  later,  the  patient  developed  muscular 


twitching,  hyperreflexia,  and  disorientation. 
Admission  white  blood  count  was  5,350,  no 
hematocrit  or  hemoglobin  was  recorded,  and  a 
blood  smear  showed  P.  malariae.  The  patient 
responded  to  treatment  with  chloroquine  and 
primaquine. 

Comment:  Two  incorrect  diagnoses,  one  re- 

lated to  the  lungs  and  one  to  the  kidneys,  were 
made  before  malaria  was  correctly  diagnosed 
in  this  seriously  ill  patient. 

Case  7.  A thirty-five-year-old  American  sea- 
man was  admitted  to  surgery  for  a hernia  re- 
pair. During  the  postoperative  period,  he  de- 
veloped a temperature  of  102.4  F.  and  chills. 
Medical  consultation  was  obtained  eleven  days 
later  because  of  persisting  temperature  eleva- 
tions. A blood  smear  revealed  P.  falciparum, 
and  the  patient  was  successfully  treated  with 
chloroquine. 

Comment : The  diagnosis  was  delayed  in  this 
patient  because  malaria  was  not  considered  in 
the  initial  differential  diagnosis  of  a postopera- 
tive fever  of  undetermined  origin. 

Case  8.  A fifty-five-year-old  Negro  Ameri- 
can seaman  who  had  recently  completed  a trip 
to  Africa  was  seen  with  a chief  complaint  of 
back  pain  and  a one-month  history  of  night 
sweats,  weight  loss,  anorexia,  and  hiccups.  He 
was  admitted  to  orthopedics  with  a diagnosis 
of  lumbosacral  strain.  A day  after  admission, 
his  temperature  spiked  to  104  F.,  and  the  pa- 
tient was  seen  by  a medical  consultant  who 
palpated  an  enlarged  spleen.  Over  the  next 
twenty-four  hours,  the  patient  became  stupor- 
ous and  oliguric.  A smear  on  July  14  revealed 
P.  falciparum.  The  patient  was  treated  with 
intramuscular  chloroquine  and  mannitol.  His 
hematocrit  dropped  from  45  to  23  and  his  blood 
urea  nitrogen  rose  from  32  to  98  per  100  ml. 
The  patient  eventually  recovered  fully. 

Comment:  The  patient’s  flank  tenderness 

was  so  marked  that  an  initial  diagnosis  of 
lumbosacral  strain  was  made.  The  patient’s 
hematocrit  drop  and  blood  urea  nitrogen  eleva- 
tion emphasizes  the  suddenness  with  which  in- 
travascular hemolysis  in  P.  falciparum  infec- 
tion can  occur. 


Comment 

It  is  evident  that  seamen,  particularly 
foreign  seamen,  have  been  continually  a 
clinical  challenge  as  well  as  a potential 
source  of  malaria  introduction  into  the 
United  States.  The  fact  that  23  per  cent  of 
the  142  patients  in  this  series  were  initially 
diagnosed  elsewhere  as  having  a probable 
bacterial  infection  and  treated  with  antibi- 
otics indicates  that  this  source  of  malaria 
has  not  been  emphasized  enough  to  the  gen- 
eral medical  public.  In  this  hospital  where 
the  medical  staff  are  indoctrinated  to  the 
problem  of  diseases  of  travelers,  a correct 
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diagnosis  was  made  within  twenty-four 
hours  of  admission  in  50  per  cent  of  the 
cases  and  within  seventy-two  hours  in  77  per 
cent.  Some  of  the  diagnostic  problems  en- 
countered in  the  remaining  23  per  cent  are 
considered  in  the  case  reports.  The  only 
death  in  this  series  occurred  in  a patient  in 
whom  the  diagnosis  was  not  considered  for 
several  days  while  the  patient  was  seriously 
ill  aboard  ship  and  during  the  first  twenty- 
four  hours  of  hospitalization.  This  case  has 
been  reported  elsewhere.0-7  Merchant  sea- 
men have  the  highest  fatality  rate  for  ma- 
laria of  any  occupational  group  in  the 
United  States.8  This  is  because  the  major- 
ity of  their  cases  are  due  to  P.  falciparum 
and  because  they  often  become  ill  at  sea 
where  adequate  medical  care  is  often  not 
available. 

In  65  per  cent  of  the  patients,  the  physi- 
cian did  not  record  a history  of  the  use  of 
prophylactic  antimalarial  agents.  Fifty  pa- 
tients had  a positive  history  of  the  use  of 
prophylactic  antimalarial  drugs,  but  none  of 
these  patients  continued  their  prophylaxis 
after  their  return  to  the  United  States;  most 
stopped  them  immediately  after  the  ship  left 
the  endemic  area.  This  would  indicate  the 
need  for  an  intensive  educational  program 
for  seamen  regarding  the  proper  use  of  an- 
timalarial agents  in  the  endemic  area  and 
for  four  weeks  after  leaving  the  endemic 
area.  The  U.S.  Army  has  noted  similar  dif- 
ficulties with  their  patients  after  return 


from  Viet  Nam  to  the  United  States.1 

Our  patient  population  has  a high  inci- 
dence of  venereal  disease,  and  it  is,  there- 
fore, difficult  to  assess  the  validity  of  bio- 
logic false  positive  test  results  for  syphilis. 
However,  9 patients  who  initially  had  a posi- 
tive serologic  test  result  for  syphilis  subse- 
quently reverted  to  negative  after  treatment 
for  malaria  without  the  use  of  antibiotics. 

The  case  reports  presented  here  were  se- 
lected to  indicate  the  diverse  ways  that  pa- 
tients with  malaria  may  present  symptoms 
clinically  and  the  need  for  early  diagnosis  if 
one  is  to  reduce  morbidity  and  mortality 
rates.  All  patients  who  have  been  in  en- 
demic areas  for  malaria  in  whom  the  diag- 
nosis is  suspected  should  have  a blood  smear 
examined. 
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Case  history 

Junichi  Hachiya,  M.D.:  A twenty-four- 
year-old  nulligravida  student  was  admitted 
for  the  first  time  to  the  Woman’s  Hospital, 
St.  Luke’s  Hospital  Center,  because  of  a 
two-weeks’  history  of  increasing  abdominal 
pain  and  fever. 

On  admission  her  temperature  was  101  F. 
There  was  no  anemia,  but  the  white  blood 
cell  count  was  13,940  with  81  per  cent  poly- 
morphonuclear leukocytes.  Physical  exami- 
nation revealed  a large  mass  in  the  lower 
part  of  the  abdomen.  The  mass  was  tender 
and  extended  up  to  the  umbilicus.  It  ap- 
peared to  be  separate  from  the  uterus,  aris- 
ing from  the  right  side  of  the  pelvis. 

Results  of  both  the  Gravindex  and  Preg- 
nosticon  pregnancy  tests  were  positive,  but 
the  patient  denied  any  possibility  of  preg- 
nancy. Her  last  menstrual  period  was  two 
and  one-half  weeks  before  admission  and 
was  normal.  There  was  no  vaginal  dis- 
charge or  pain  on  urination.  The  clinical 
impression  was  large  ovarian  cyst,  ? in- 
fected, ? twisted. 

Radiologic  discussion 

Dr.  Hachiya:  A plain  film  of  the  ab- 

domen shows  a large,  soft-tissue  mass,  ap- 
proximately 15  cm.  in  diameter,  arising 
from  the  pelvic  cavity  and  displacing  bowel 
gas  from  below.  There  is  no  calcification  or 
fat  density  noted  within  this  mass.  Intra- 
venous urography  reveals  nothing  abnormal 


except  mild  compression  of  the  bladder  by 
the  mass  (Fig.  1).  A chest  roentgenogram 
showed  no  evidence  of  abnormality. 

Lajos  I.  VON  Micsky,  M.D. : Diagnostic 
ultrasound  scans  of  the  entire  abdomen  were 
performed.  The  sonogynecograms  reveal 
the  bladder,  vagina,  uterus,  and  a large 
ovoid  mass  measuring  12  by  8 by  6 cm.  in 
the  craniocaudal,  transverse,  and  sagittal 
diameters,  respectively.  The  uterus  is  of 
normal  size  and  shape,  and  along  its  longi- 
tudinal axis  it  exhibits  a typical  “dotted 
line”  echo  pattern  which  identifies  the  endo- 
metrial cavity  of  the  nonpregnant  uterus 
(Fig.  2A  and  B) . 

The  ovoid  mass  is  poorly  delimited  from 
the  surrounding  anatomic  structures,  and 
its  wall-content  interface  is  ill  defined.  The 
internal  texture  is  characterized  by  a gen- 
erally sonolucent  finely  speckled  background 
with  superimposed  denser  echo  pattern. 
Larger  uniformly  sonolucent  areas  with 
poorly  defined  borders  are  apparent  in  the 
cranial  portion  of  the  mass  on  Figure  2B 
and  in  its  caudal  portion  on  Figure  2A. 
These  may  represent  bleeding  into  the  sub- 
stance of  the  mass. 

An  intricate  reticular  arrangement  of  the 
supporting  matrix  best  visible  in  the  dorsal 
regions  of  the  mass  also  attests  to  the  highly 
complex  acoustic  architecture  (Fig.  2C). 
The  depth  of  acoustic  illumination  behind 
the  tumor  indicates  moderate  to  good  trans- 
onance. 

The  sonographic  evaluation  of  this  patient 
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FIGURE  1.  Roentgenogram  obtained  during 
pyelographic  study  shows  large,  homogeneous, 
soft-tissue  mass  rising  out  of  bony  pelvis  to  level 
of  fifth  lumbar  vertebra.  Partial  obstruction  of 
each  ureter  and  displacement  of  bowel  gas  pres- 
ent. Bladder  and  distal  left  ureter  displaced 
downward.  No  fat  or  calcific  density  noted 
within  mass. 


in  context  with  the  clinical  picture  suggests 
three  conditions  for  differential  diagnostic 
considerations:  ovarian  abscess,  hydatidi- 

form  mole  in  a bicornuate  uterus,  and 
twisted  ovarian  cyst. 

Although  oophoritis  with  multiple  ab- 
scesses can  have  a very  similar  sonographic 
appearance,  the  development  of  this  size  ab- 
scess during  the  short  period  of  the  patient’s 
illness  is  improbable,  and  the  diagnosis  is 
also  inconsistent  with  the  clinical  picture. 
The  patient  has  a normal  temperature,  does 
not  seem  to  be  seriously  ill,  and  has  no  real 
peritoneal  signs  and  only  moderate  abdomi- 
nal tenderness.  While  we  often  see  a con- 
siderable amount  of  bleeding  into  a molar 
mass,  the  echo  pattern  present  is  much  more 
complex  than  seen  in  trophoblastic  disease, 
except  mola  destruens  and  chorioepitheli- 


FIGURE  2.  Diagnostic  ultrasound  scans.  (A) 
Longitudinal,  3 cm.  to  right  and  (B)  longitudinal, 
4 cm.  to  right  of  midline.  (C)  Transverse,  5 
cm.  below  umbilicus. 


oma.  The  initial  fever  and  marked  leuko- 
cystosis  also  argue  against  this  condition. 

Repeated  episodes  of  partial  torsion  of  an 
ovarian  cyst  with  bleeding  into  the  substance 
of  the  neoplasm  and  a superimposed  sec- 
ondary infection  appear  to  fit  best  the  com- 
pound sonographic  and  clinical  picture. 
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FIGURE  3.  Transected  gross  specimen.  Ad- 
herent omentum  seen  on  right.  Mass  is  filled 
with  clotted  blood.  At  top  of  specimen  gelati- 
nous, fleshy  appearance  of  tumor  is  seen. 


Positive  findings  in  two  pregnancy  tests  in 
the  absence  of  a gestation  sac  suggest  some 
teratomatous  elements  within  the  cyst. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  A right  sal- 

pingo-oophorectomy  was  performed.  The 
resected  mass  measured  13  cm.  in  greatest 
diameter  (Fig.  3)  . It  contained  liquid  and 
clotted  blood,  and  its  wall  measured  from 
3 to  12  mm.  in  thickness  and  was  composed 
of  fleshy  to  gelatinous  tissue,  hemorrhagic 
in  many  areas.  There  were  deposits  of  fi- 
brin on  the  membrane  which  covered  the 
mass,  and  in  one  place  there  was  a piece  of 
omentum  adherent  to  it. 

The  substance  of  the  mass  in  places  re- 
sembles the  tissue  of  an  early  embryo  with 
sheets  of  plump  spindle  cells  in  which  lie 
simple  tubules  lined  by  one  or  more  layers  of 
cuboidal  cells  (Fig.  4).  Such  areas  are 
less  numerous  and  conspicuous  than  others 
where  the  pattern  is  predominantly  epithe- 
lial. In  these  areas,  tubules  and  small 
spaces  are  lined  by  either  cuboidal  or  co- 
lumnar cells.  Papillae  extend  into  the  lumen 
of  some  of  these  spaces  (Fig.  4B).  Even 
in  these  predominantly  epithelial  areas  there 
is  some  “uncommitted”  embryonal  tissue, 
and  transition  from  this  to  epithelial  struc- 
tures is  frequently  found.  The  “epithelial” 
cells  contain  no  mucin  but  do  have  granules 
with  a positive  periodic  acid-Schiff  reaction 
which  may  be  glycogen  (Fig.  4C).  There  is 
no  chorionic  tissue  found  nor  any  well-dif- 
ferentiated tissue  such  as  cartilage,  fat, 


FIGURE  4.  (A)  Poorly  differentiated  “uncom- 

mitted” tissue  in  which  are  small  tubules.  (B) 
In  this  portion  of  tumor  are  many  spaces  lined 
by  columnar  epithelium.  In  some  spaces  there 
are  papillae.  (C).  Crowded  columnar  cells  con- 
taining vacuoles  with  periodic  acid-Schiff  reaction 
line  this  space. 

smooth  or  skeletal  muscle,  brain,  or  squa- 
mous epithelium. 

Comment 

DR.  Hachiya:  Radiologic  diagnosis  of  a 

pelvic  mass  is  not  difficult  when  the  mass  is 
large  enough  and  contains  characteristic 
calcification  and  relative  radiolucency  due 
to  fat  as  in  an  ovarian  teratoma.  Other 
types  of  calcification  may  suggest  the  diag- 
nosis of  ovarian  cystadenocarcinoma  or 
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uterine  fibroid.  However,  even  in  ovarian 
teratomas  a specific  roentgenologic  diagno- 
sis is  possible  only  in  40  per  cent  of  the 
cases.1  The  remainder  are  either  not  recog- 
nized or  are  identified  as  nonspecific  soft- 
tissue  mass  density. 

There  is  no  way  of  knowing  if  the  mass 
is  cystic  or  solid  on  a conventional  roent- 
genogram. Under  these  circumstances  it 
has  been  our  routine  to  perform  ultrasono- 
graphic evaluation.  As  in  the  present  case, 
this  method  of  diagnosis  often  permits  more 
accurate  information  about  the  mass  den- 
sity. 

Dr.  Begg:  It  is  the  purpose  of  this  re- 

port to  demonstrate  the  diagnostic  capabili- 
ties of  ultrasound,  and  it  is  indeed  apparent 
that  the  size  and  consistency  of  the  mass 
were  accurately  predicted.  While  Dr.  von 
Micsky  has  not  refined  his  method  to  the 
point  where  we  can  forego  histologic  exami- 
nation, his  findings  in  a patient  of  this  age 


Facts  about  allergies 

According  to  the  Allergy  Foundation  of 
America,  one  out  of  every  ten  people  in  the 
United  States,  or  about  22  million  persons,  suf- 
fer from  some  sort  of  allergic  disease.  Of 
these  22  million,  about  16  million  suffer  from 
asthma  and  hay  fever  and  6 million  from  other 
allergic  conditions.  About  5 million  of  the  16 
million  asthma  and  hay  fever  sufferers  are 
children. 

The  annual  cost  to  allergy  victims  for  medi- 
cines prescribed  by  their  physicians  is  over 
$135  million.  Almost  42  million  individual  pur- 
chases make  up  the  $135  million  for  prescribed 
drugs.  Domestic  shipments  of  antihistamines, 
used  largely  by  allergy  sufferers,  by  pharma- 
ceutical firms  have  an  annual  retail  value  of 
almost  $50  million.  This  is  only  one  kind  of 
ethical  drug  used  to  treat  allergies.  It  is  esti- 
mated that  at  least  one  million  victims  receive 
injection  therapy  for  ragweed  pollen  hay  fever 
each  year,  which,  at  a minimum  cost  of  $100, 
amounts  to  $100  million  in  cost  to  the  patients. 
Allergic  patients  require  an  average  of  three 
times  as  many  medical  visits  as  do  those  suf- 
fering from  any  other  type  of  illness. 

Allergies  are  the  leading  chronic  disease  of 


narrow  the  histologic  differential  diagnosis. 
Using  the  histologic  criteria  given  by  Wood- 
ruff,- we  classify  this  lesion  as  an  embryonal 
teratoma.  We  are  still  mystified  that  the 
patient  has  a positive  pregnancy  test  finding 
and  can  only  conclude  that  there  is  chorionic 
tissue  in  the  lesion  which  we  have  been  un- 
able, despite  multiple  sections,  to  demon- 
strate. Subsequently,  the  patient  underwent 
total  hysterectomy  with  removal  of  the  other 
tube  and  ovary.  Although  no  metastatic 
tumor  has  yet  been  demonstrated,  we  believe 
on  statistical  grounds  that  the  prognosis  is 
grave. 
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children,  accounting  for  over  one-third  of  all 
chronic  conditions  in  children  under  seventeen 
years.  Children  under  seventeen  years  of  age 
lose  over  36  million  days  from  school  and  play 
and  spend  about  13  million  days  in  bed  a year 
owing  to  allergic  disorders.  Allergies  ranked 
sixth  as  a cause  of  medical  appointments  for 
children  under  one  year  of  age,  and  ranked 
fifth  up  to  the  age  of  fourteen  years.  Surveys 
among  school  children  have  shown  prevalence 
rates  of  one  in  every  five  children  having  a 
major  allergy,  yet  only  one  in  three  of  these 
allergic  children  receives  any  medical  attention. 

About  half  of  the  more  than  5,000  people  who 
die  from  asthma  each  year  are  in  the  working- 
age  groups.  Time  lost  from  work  by  adults 
with  allergic  disorders  amounts  to  some  25  mil- 
lion man-days  a year,  at  an  annual  cost  to  in- 
dustry of  more  than  $400  million.  Approxi- 
mately 600,000  workers  in  the  United  States 
are  victims  of  occupational  dermatitis.  Aller- 
gies ranked  seventh  among  nineteen  medical 
reasons  for  draft  rejection,  with  7.4  of  every 
1,000  men  examined  being  rejected  for  an  al- 
lergic disorder.  Five  per  cent  of  the  popula- 
tion of  the  United  States  is  said  to  be  allergic 
to  penicillin  alone,  while  an  increasing  number 
are  becoming  allergic  to  other  new  drugs,  de- 
tergents, cosmetics,  and  plastics. 
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James  George,  M.D.:  The  patients  to  be 
discussed  are  from  our  outpatient  clinics 
and  represent  common  problems  primarily 
dealt  with  on  an  ambulatory  basis.  Our 
first  patient  has  a hereditary  red  blood  cell 
metabolic  defect,  a deficiency  of  the  enzyme 
G-6-PD  (glucose-6-phosphate  dehydrogen- 
ase). Although  rarely  a problem,  this  red- 
cell abnormality  is  very  common.  It  affects 
approximately  100  million  people  through- 
out the  world,  causing  their  red  cells  to  be 
more  susceptible  to  destruction  by  certain 
drugs  or  other  stresses.  The  hallmark  of 
this  red-cell  destruction  is  the  presence  of 
intracellular  precipitates  of  hemoglobin 
called  Heinz  bodies.  These  inclusion  bodies 
are  not  seen  on  routine  stained-blood  smears 
but  are  demonstrable  in  methyl  violet- 
stained  wet  preparations  or  reticulocyte 
stains.  G-6-PD  deficiency  is  an  X chromo- 
some-linked recessive  trait,  but  the  pene- 
trance is  variable,  reflected  by  the  variable 
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clinical  significance  in  heterozygote  females. 
Approximately  10  per  cent  of  American 
Negro  men  are  affected,  but  Caucasians  are 
affected  much  less  frequently.  In  this  coun- 
try it  is  often  thought  that  G-6-PD  defi- 
ciency is  a trait  of  Negro  men,  presenting 
as  an  acute,  drug-related  hemolytic  anemia. 
However,  quite  a different  clinical  picture 
was  seen  in  a Columbia  University  study  of 
100  patients  with  G-6-PD  deficiency.1 
Among  these  patients  in  the  hospital,  60  had 
an  associated  hemolytic  anemia,  and  the 
characteristics  of  these  patients  with  hemol- 
ysis and  G-6-PD  deficiency  are  important  in 
our  discussion.  One-third  were  not  Negro, 
a third  were  not  male,  as  one  would  expect 
with  an  X-linked  recessive  trait,  and  two 
thirds  of  the  hemolytic  episodes  could  not  be 
related  to  any  history  of  drug  ingestion  but 
seemed  related  only  to  the  acute  illness  for 
which  the  patient  was  in  the  hospital.  A 
sixth  of  their  anemic  patients  had  no  acute 
hemolytic  episode  at  all  but  a chronic  anemia 
extending  over  more  than  two  months.  Our 
patient  being  discussed  will  emphasize  these 
features. 


Case  reports 

Case  1.  A forty-eight-year-old  white 
woman  was  referred  to  Strong  Memorial 
Hospital  hematology  clinic  in  December, 
1967,  with  a tentative  diagnosis  of  lymph- 
oma after  evaluation  at  another  hospital  for 
splenomegaly  of  unknown  cause.  For  sev- 
eral months  she  had  had  a dull  ache  in  her 
left  upper  abdominal  quadrant  which  she 
had  also  noted  in  the  autumn  for  several 
previous  years.  The  patient  also  had  mild 
arthritis  and  for  approximately  fifteen  years 
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had  taken  up  to  8 aspirin  tablets  a day  on  a 
regular  basis.  Her  hematocrit  was  46  and 
her  white  blood  cell  count  and  differential 
count  were  normal.  Results  of  physical  ex- 
amination here  were  normal  other  than  con- 
firming the  palpable  spleen.  Her  hematocrit 
was  44  and  white  blood  cell  and  differential 
counts  were  normal.  The  reticulocyte  count, 
however,  was  7.5  per  cent,  and  the  red  cells 
on  smear  were  markedly  abnormal,  with 
many  microcytes  and  a few  microsphero- 
cytes.  It  was  thought  then  that  the  spleno- 
megaly was  caused  by  a compensated  hemo- 
lytic state  even  though  she  obviously  did  not 
have  hemolytic  anemia.  Results  of  hemo- 
globin electrophoresis,  Coombs’  test,  and  an 
autohemolysis  study  were  normal.  Enzyme 
studies  of  the  red  cells  showed  the  patient 
had  levels  of  G-6-PD  and  pyruvate  kinase 
which  were  in  the  heterozygote  range. 
Heterozygosity  for  pyruvate  kinase  defi- 
ciency is  thought  to  be  of  no  clinical  signifi- 
cance. However,  the  fact  that  she  was  a 
heterozvgote  for  G-6-PD  deficiency  led  to  a 
further  search  for  possible  causes  of  hemoly- 
sis. The  further  points  in  the  history  and 
follow-up  can  be  taken  when  Robert  Weed, 
M.D.,  interviews  the  patient. 

Robert  Weed,  M.D.:  You  were  very  kind 
to  come  in  today.  As  you  recall,  we  asked 
you  about  drugs  that  you  might  have  been 
taking  when  we  first  decided  that  you  had  a 
problem  of  hemolysis.  Can  you  tell  us  now 
whether  you  were  taking  any  drugs  when 
you  first  saw  us  in  December,  1967? 

Patient:  Yes,  I was  taking  about  8 as- 

pirin tablets  a day. 

Dr.  WEED:  For  how  many  years  have  you 
taken  that  many  aspirin  tablets? 

Patient:  I would  say  about  eighteen 

years. 

Dr.  Weed:  Could  you  tell  us  about  the 

garbage  cans? 

Patient:  Four  or  five  years  ago  we 

moved  into  a new  house  and  began  using 
moth  balls  in  the  garbage  cans  every  sum- 
mer to  eliminate  odors. 

Dr.  WEED:  Initially,  the  aspirin  and  the 

naphthalene  of  moth-ball  fumes  were  the 
only  two  items  in  the  patient’s  history  that 
seemed  significant.  Over  the  ensuing 
months  the  splenomegaly  slowly  disap- 
peared, and  her  reticulocyte  count  came  back 
to  normal  levels.  Can  the  patient  tell  us 
again  about  the  symptoms  she  had  the  au- 


tumn she  came  to  us  and  had  had  previous 
autumns? 

Patient:  Every  October  I would  get  a 

cough  and  would  have  a very  sick  feeling,  a 
very  heavy  feeling  in  through  this  area  (in- 
dicating her  left  upper  abdominal  quadrant). 
I just  thought  it  must  be  an  allergy  because 
of  the  new  season  approaching.  However, 
when  1 was  given  the  list  of  medications  to 
avoid,  I realized  quinine  was  on  the  list,  and 
I remembered  that  we  had  indulged  in 
quinine  water  for  gin  and  tonics  and  did 
have  a lot  of  them  during  the  summer.  I 
thought  quinine  is  one  of  the  things  I am 
not  to  be  taking,  so  I told  the  doctor  about 
it. 

Dr.  Weed:  The  patient  pinpointed  this 

other  troublesome  compound  herself  when 
we  gave  her  the  list.  This  is  a remarkable 
story  of  trouble  related  to  the  seasonable  ex- 
posure to  a combination  of  potentially  toxic 
agents.  Are  there  any  questions? 

Question:  Are  you  taking  any  aspirin 

now? 

Patient  : No,  nothing  at  all. 

Question:  And  no  quinine  water? 

Patient  : No,  and  there  are  no  moth  balls 
in  the  house.  I have  had  a very  healthy 
autumn. 

Discussion.  Dr.  Weed:  There  is  one 

additional  point  relative  to  the  diagnosis  of 
a hemolytic  state  in  a patient  like  this.  The 
hematocrit  was  normal;  and  if  the  reticulo- 
cyte count  and  examination  of  the  peripheral 
smear  had  not  been  done,  I think  one  might 
have  removed  her  spleen  for  diagnostic  pur- 
poses. Such  a chronic  compensated  hemo- 
lytic state  in  an  adult  will  most  often  be  ac- 
companied by  reticulocytosis,  mild  increase 
in  bilirubin,  and  possibly  cholelithiasis. 
Since  the  normal  bone  marrow  can  increase 
red-cell  production  sevenfold,  circulating 
red-cell  survival  can  be  diminished  from  one 
hundred  twenty  days  to  less  than  twenty 
days  before  anemia  may  be  present.2 

Dr.  George:  Dr.  Norden  of  our  Strong 

Memorial  Hospital  staff,  had  a similar  ex- 
perience when  they  did  a prospective  study 
of  women  patients  with  bacteriuria  who 
were  started  on  long-term  sulfa  drugs.3  In 
most  of  those  patients  who  had  been 
screened  and  found  to  be  G-6-PD  deficient, 
a hemolytic  process  developed  as  noted  by 
increased  reticulocyte  counts  of  up  to  8 
per  cent,  but  none  became  anemic. 

Heinz  bodies  in  toxic  anemias  were  first 
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FIGURE  1.  (Left)  Fate  of  red  blood  cells  from  normal  (nonsensitive)  man  when  transfused  into 
primaquine-sensitive  volunteer,  who  was  then  given  primaquine,  and  into  suitable  controls.  J.  K., 
Caucasian  recipient;  D.  J.  and  H.  F.,  primaquine-sensitive  Negro  recipients;  donor  W.  P.,  normal 
(nonsensitive  Negro).  (A)  Red-cell  survival  curves.  (B)  Hematocrit  determinations  during  hemo- 
lytic episode  induced  by  primaquine  in  D.  J.  (Right)  Fate  of  red  blood  cells  from  primaquine-sen- 
sitive volunteer  when  transfused  into  normal  (nonsensitive)  men,  who  were  then  given  primaquine, 
and  into  suitable  controls.  E.  F.  and  C.  S.,  Caucasian  recipients;  D.  H.,  splenectomized  Caucasian 
recipient;  donor  A.  K.,  primaquine-sensitive  Negro.  Solid  symbols:  Primaquine  30  mg.  base  daily  for 

period  indicated  by  hatched  block.  Hollow  symbols:  no  drug.  (J.  Lab.  & Clin.  Med.5) 


reported  from  Germany  early  in  the  twenti- 
eth century  in  workers  who  were  exposed  to 
dyes  in  munitions  factories.  It  was  found 
that  the  anemia  could  be  predicted  by  doing 
stains  of  wet  preparations  of  red  cells  for 
Heinz  bodies  and  could  be  prevented  by  re- 
moving people  with  Heinz  bodies  from  con- 
tact with  aniline  compounds.  Synthetic 
antimalarial  drugs  introduced  in  the  1920s, 
sulfonamides  introduced  in  the  1930s,  and 
subsequently  many  other  drugs  were  also 
noted  to  be  associated  with  this  type  of  toxic 
hemolysis.  But  in  1950  the  reason  why  toxic 
anemia  developed  in  only  some  individuals 
on  exposure  to  certain  drugs  was  still  un- 
known. 

In  1950  the  antimalarial  drug,  prima- 
quine, was  introduced  and  became  widely 
used  because  of  the  malaria  problem  in 
Korea.  Primaquine  was  routinely  given  to 
United  States  soldiers  as  one  15-mg.  tablet 
daily  for  the  two  weeks  that  the  soldiers 
were  on  ships  coming  back  from  Korea,  and 
during  this  time  it  was  noted  that  hemolytic 
anemia  developed  in  some.  Further  investi- 
gations showed  that  this  was  limited  to  and 
occurred  in  about  5 per  cent  of  Negro  sol- 
diers.4 This  initial  report  of  Hockwald  et, 
al.,  of  the  University  of  Chicago  and  the 
U.S.  Army  Research  Laboratory  at  State- 


ville,  was  the  beginning  of  a series  of  reports 
which  established  the  mechanism  of  this 
drug-sensitivity  hemolytic  anemia.  When 
these  studies  were  begun,  drug-sensitive  in- 
dividuals could  be  distinguished  from  non- 
sensitive individuals  only  by  a challenge 
with  primaquine.  When  radioactive  chro- 
mium-51-labeled  red  cells  from  patients  who 
were  not  sensitive  to  primaquine  were  given 
to  patients  who  were  sensitive,  anemia  de- 
veloped with  primaquine  in  the  sensitive 
recipient,  but  the  labeled,  nonsensitive  donor 
cells  continued  to  have  a normal  survival 
(Fig.  1,  left).  The  reverse  experiment 
showed  that  anemia  did  not  develop  with 
primaquine  in  the  nonsensitive  recipient, 
but  the  donor  cells  from  a patient  with 
known  primaquine  sensitivity  were  rapidly 
destroyed  (Fig.  1,  right).5  This  localized 
the  trait  causing  primaquine  sensitivity  to 
a defect  within  the  red  cell.  It  was  also 
noted  in  the  latter  experiment  that  even  with 
the  continuation  of  primaquine  the  rate  of 
destruction  of  the  sensitive  donor  cells 
diminished,  and  the  red-cell  survival  re- 
sumed a more  normal  course.  This  implied 
a self-limited  nature  to  the  hemolysis  and, 
with  a great  deal  of  caution,  primaquine 
was  continued  in  a sensitive  patient  after 
acute  hemolysis  developed  (Fig.  2).fi  In 
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FIGURE  2.  Detailed  study  of  typical  course  of  hemolysis  induced  by  continuous  administration  of 
primaquine.  Clinical  course  divided  into  three  phases  indicated  by  dotted  lines.  Red-cell  sur- 
vival studies  begun  six  days  prior  to  primaquine  administration  (curve  A);  again  thirty-six  days 
after  primaquine  was  begun  (curve  B).  (J.  Lab.  & Clin.  Med.‘) 


spite  of  continuation  of  primaquine,  the 
hematocrit  and  reticulocyte  count  gradually 
returned  to  normal.  This  suggested  that 
only  the  older  cells  were  destroyed.  Since 
the  marrow  can  increase  red-cell  production 
by  sevenfold,  half  the  cells  could  be  destroyed 
with  shortening  of  survival  time  by  half, 
and  the  marrow  could  compensate  by  in- 
creasing production  twofold.  In  a further 
study  radioactive  iron  was  administered  to  a 
primaquine-sensitive  patient  and  wTas  incor- 
porated into  the  red  blood  cells  as  they  were 
made  in  the  marrow."  This  allowed  the 
measurement  of  the  survival  of  a small  popu- 
lation of  red  cells  of  similar  age.  The  pa- 
tient was  given  primaquine  when  the  labeled 
cells  were  still  young  and  hemolytic  anemia 
developed,  but  the  young  cells  were  not  de- 
stroyed (Fig.  3).  When  the  labeled  cells 
were  eighty  days  old,  the  patient  was  again 
given  primaquine,  again  the  hematocrit  fell, 
but  now  the  labeled  cells  were  destroyed 
rapidly.  This  confirmed  the  postulate  that 


the  red-cell  defect  was  more  severe  in  older 
cells. 

Howrever,  there  was  still  no  way  to  predict 
primaquine  sensitivity.  At  this  time  differ- 
ent biochemical  components  of  the  red  cell 
which  are  related  to  cell  age  were  studied.8 
A tripeptide,  glutathione,  was  measured  for 
two  reasons:  It  is  the  most  available  reduc- 
ing agent  in  the  red  cell  and  had  been  known 
to  have  a protective  effect  against  a variety 
of  injurious  agents,  and  it  was  known  from 
other  studies  that  red-cell  glutathione  in- 
creased after  hemorrhage  and  therefore  is 
present  in  higher  concentration  in  younger 
cells.  Red-cell  glutathione  was  found  not 
only  to  be  decreased  in  sensitive  subjects 
but  was  also  diminished  even  further  when 
they  were  challenged  with  primaquine  and 
hemolytic  anemia  developed.  The  mainte- 
nance of  reduced  glutathione  (GSH)  requires 
the  reduced  coenzvme,  triphosphopyridine 
nucleotide  (TPNH),  and  either  of  two  en- 
zymes, G-6-PD  or  6-PGD  (6-phosphogluco- 
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SHADEO  AREAS  REPRESENT  TWO  SIX-DAY  COURSES  OF  PRIMAOUINE  (30mg  BASE  PER  DAY) 

FIGURE  3.  Effect  of  primaquine  on  Fer"  (radioactive  iron)-59-labeled  red-cell  population  with  nar- 
row age  range  in  primaquine-sensitive  individual.  Phlebotomy  performed  to  increase  utilization  of 
tracer  dose  of  Fe5B.  After  iron  incorporation  into  circulating  red  cells  was  complete,  nonradioactive 
iron  was  given  intravenously  to  minimize  reutilization  of  any  Fe5"  released  by  hemolysis  of  labeled 
cells.  Intravenous  saline  infusions  (A)  demonstrated  minimal  effect  of  blood  volume  changes.  No 
hemclysis  of  young,  labeled  cells  occurred  with  initial  hemolytic  anemia  induced  by  primaquine 
(B),  but  marked  destruction  of  older,  labeled  cells  accompanied  second  course  of  primaquine  (C). 
Some  Fe69  released  from  these  hemolyzed  cells  was  reutilized  (D).  (J.  Lab.  & Clin.  Med.7) 


nate  dehydrogenase) . The  final  step  in  this 
excellent  series  of  experiments  was  the 
demonstration  that  primaquine  sensitivity 
is  a manifestation  of  red-cell  G-6-PD  defi- 
ciency.1’ Further  studies  demonstrated  the 
genetics  of  this  trait  and  that  many  other 
drugs  can  cause  hemolysis  in  G-6-PD-defi- 
cient  subjects.10 

In  summary,  oxidant  drug  sensitivity  is 
not  idiosyncratic  but  a quantitative  spec- 
trum of  sensitivity.  Normal  red  cells  will 
hemolyze  when  exposed  to  a sufficient  con- 
centration of  these  drugs,  but  a lesser  dose 
of  the  drug  will  cause  hemolysis  in  persons 
with  red-cell  G-6-PD  deficiency. 

As  in  all  enzyme  abnormalities,  patients 
have  been  found  with  qualitative  defects  as 
well  as  deficiencies  of  the  enzyme.  The  num- 


ber of  variants  of  G-6-PD  that  have  been 
described  in  the  past  ten  years  is  overwhelm- 
ing, with  exotic  names  like  G-6-PD  Tel 
Hashomar  and  G-6-PD  West  Bengal.  In  this 
country  the  second  most  common  variant  of 
G-6-PD  deficiency  is  found  in  people  of  Medi- 
terranean ancestry.  Hemizygote  men  of  the 
Mediterranean  variant  have  no  measurable 
enzyme  in  their  red  cells  as  opposed  to  the 
15  per  cent  level  in  Negro  hemizygote  men. 
They  are  more  sensitive  to  oxidative  hemo- 
lytic drugs  as  evidenced  by  their  significant 
hemolysis  with  the  standard  primaquine 
malaria  prophylaxis  regimen  which  was  de- 
veloped by  the  U.S.  Army  to  be  safe  for  the 
G-G-PD-deficient  Negro.11 

While  hemolytic  processes  related  to  G-6- 
PI)  deficiency  were  being  worked  out  over 
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the  past  fifteen  years,  a number  of  patients 
have  been  shown  to  have  similar  Heinz  body 
hemolytic  problems  but  without  detectable 
metabolic  defects  in  the  red  cells.  It  has 
been  appreciated  only  in  the  past  five  years 
that  there  are  variants  of  the  hemoglobin 
molecule  which  are  unstable  in  spite  of  nor- 
mal cellular  metabolism  and  are  susceptible 
to  degradation  and  Heinz  body  formation.12 
A patient  who  demonstrates  this  has  been 
followed  in  the  pediatrics  department  by 
Denis  Miller,  M.D. 

Case  2.  Denis  Miller,  M.D.:  An  eleven- 
year-old  boy  was  admitted  for  the  first  time 
to  Strong  Memorial  Hospital  in  April,  1967. 
He  had  no  neonatal  jaundice,  but  during  his 
first  four  years  he  had  frequent  respiratory 
infections  accompanied  by  pallor,  easy  fati- 
gability, and  dark  urine.  At  the  age  of  four 
he  was  unsuccessfully  treated  for  anemia 
with  iron,  and  at  the  age  of  six  he  was 
thought  to  have  hepatitis  because  of  a four- 
week  illness  with  weakness,  fatigability, 
dark  urine,  and  light  stools.  Three  years 
later,  following  asthmatic  bronchitis,  he  was 
again  jaundiced  with  dark  urine.  Liver 
function  studies  revealed  normal  findings, 
but  this  was  again  thought  to  be  hepatitis. 
At  this  time  his  parents  and  two  brothers 
were  also  jaundiced  and  diagnosed  as  having 
infectious  hepatitis.  The  entire  family  was 
well  within  four  weeks  except  our  patient 
who  was  admitted  here  with  continued 
jaundice,  normal  SGOT  (serum  glutamic 
oxaloacetic  transaminase) , a slightly  ele- 
vated bilirubin  level,  a normal  hematocrit, 
but  elevated  reticulocyte  count.  There  was 
no  family  history  of  gallbladder  disease  or 
splenectomy.  His  mother  is  of  English  an- 
cestry, his  father  of  German  descent.  On 
examination  the  patient  was  at  the  97th  per- 
centile for  height  and  the  50th  percentile  for 
weight.  His  spleen  was  enlarged  4 cm.  be- 
low the  left  costal  margin.  Laboratory  stud- 
ies revealed  a normal  hematocrit  but  elevated 
reticulocyte  counts  of  between  4 and  16  per 
cent.  Occasional  crenated  cells  and  rare 
spherocytes  were  seen  on  the  peripheral 
blood  smear.  White  blood  cell  counts  and 
platelet  counts  were  normal.  The  urine  was 
consistently  mahogany-colored,  containing 
dipyrrol,  an  abnormal  bilirubin-breakdown 
product. 

Special  studies  revealed  that  his  hemolysis 
was  caused  by  an  unstable  hemoglobin  vari- 
ant, hemoglobin  Koln.  Markedly  decreased 


red-cell  survival  and  significant  splenic  se- 
questration were  demonstrated,  and  a sple- 
nectomy was  performed  in  June,  1969.  The 
patient’s  spleen  weighed  380  Gm.  Heinz 
bodies  were  not  found  before  operation  but 
were  demonstrated  in  stained  imprints  made 
from  cut  sections  of  the  spleen  and  were 
present  in  the  circulating  red  cells  after  op- 
eration. Could  you  tell  the  physicians  the 
differences  you  have  noticed  before  and  after 
your  son’s  operation  ? 

Mother:  The  boy  is  much  lighter.  He 

does  not  have  his  yellow  cast  now.  He  is  not 
tired  and  plays  all  day,  whereas  before  he 
used  to  come  in  and  take  a couple  of  naps 
during  the  day.  I cannot  fill  him  up  now. 
Before  he  used  to  be  real  picky.  His  urine 
and  eyes  are  of  a lighter  color,  and  he  is  just 
a new  boy. 

I)r.  Miller:  Have  you  noticed  a big  dif- 
ference in  the  color  of  your  urine  and,  if  you 
did,  when  did  you  notice  it? 

Patient:  I did  after  my  operation. 

Dr.  Miller:  What  color  was  your  urine 
before  your  operation? 

Patient:  Oh,  like  Coke. 

Dr.  Miller:  How  about  since  then? 

Patient  : It  is  white  now. 

Mother:  It  scared  him  so  that  he  would 
call  me  to  come  into  the  bathroom  and  look. 

Dr.  Miller:  Your  son  had  a great  deal  of 
trouble  with  colds  and  wheezing.  Did  you 
believe  that  his  eyes  would  get  yellow  to  a 
greater  degree  or  that  his  urine  got  darker 
after  any  of  these  infections? 

Mother:  Yes. 

Dr.  Miller:  Did  you  believe  that  some- 
times medicines  he  took  would  have  anything 
to  do  with  the  color  of  his  urine  or  color  of 
his  eyes  ? 

Mother:  You  proved  it  did  not. 

John  Radabaugh,  M.D.:  Have  other 

members  of  the  family  had  a similar  prob- 
lem? 

Dr.  Miller:  There  was  one  period  when 
the  entire  family  had  jaundice,  and  it  was 
believed  they  had  infectious  hepatitis,  but 
studies  of  all  family  members  have  demon- 
strated no  hemoglobin  abnormality  except  in 
this  one  son. 

Discussion.  I would  like  now  to  discuss 
the  special  studies  which  defined  the  red-cell 
defect  causing  this  patient’s  problem.  An 
initial  screening  test  for  G-6-PD  deficiency 
revealed  positive  findings,  but  subsequent 
quantitative  studies  demonstrated  an  in- 
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creased  activity  of  G-6-PD.  Patients  with 
G-6-PD  deficiency  are  unable  to  reduce 
methemoglobin  produced  by  the  addition  of 
sodium  nitrite,  and  in  this  screening  test 
their  red  cells  will  appear  brown  compared 
with  normal  cells  which  become  red  as  the 
methemoglobin  is  reduced.  The  inability  of 
red  cells  from  patients  with  unstable  hemo- 
globin to  reduce  methemoglobin  was  some- 
thing that  we  were  not  aware  of  when  we 
did  this  test  initially.  But  subsequently  we 
have  found  that  this  patient’s  red  blood  cells 
spontaneously  form  methemoglobin.  There- 
fore, methemoglobin  accumulates  even  when 
a normal  metabolic  mechanism  for  its  reduc- 
tion is  present.  This  is  a result  of  the  in- 
stability of  the  hemoglobin  molecule  and 
causes  a false  positive  result  in  the  G-6-PD 
screening  test.  Another  characteristic  of 
unstable  hemoglobins  is  their  precipitation 
on  heating  to  50  C.  Normally  there  may  be 
precipitation  of  up  to  5 per  cent  of  the 
hemoglobin,  but  10  per  cent  of  our  patient’s 
hemoglobin  precipitated  at  50  C.  This  sim- 
ple screening  test  of  heat  stability  is  de- 
scribed in  detail  in  Dacie  and  Lewis’s13  text- 
book. To  identify  this  patient’s  abnormal 
hemoglobin,  we  did  a starch  gel  electro- 
phoresis at  pH  8.6,  and  an  abnormal  com- 
ponent was  identified  in  a position  between 
hemoglobin  A and  hemoglobin  F.  Further 
studies  of  the  amino  acid  composition  of 
this  abnormal  hemoglobin  identified  it  as 
hemoglobin  Koln. 

The  hemoglobin  molecule  is  composed  of 
two  alpha  and  two  beta  chains.  Each  of  the 
chains  is  linked  to  a heme  molecule,  and  the 
alpha  and  beta  chains  are  also  linked  to- 
gether more  tightly  than  the  alpha-alpha  or 
beta-beta  subunit  bonding.  The  bonding  be- 
tween the  chains  and  the  bonding  of  a heme 
molecule  within  the  chain  impart  a stability 
to  the  hemoglobin  molecule  which  can  be 
altered  by  amino  acid  substitutions.  Hydro- 
phyllic  bonds  are  on  the  outside  of  the  mole- 
cule to  permit  its  solubility,  but  hydrophobic 
bonds  provide  heme-globin  binding.  If 
water  enters  the  inner  regions  of  hydropho- 
bic bonding,  the  molecule  will  become  un- 
stable; heme  may  dissociate  from  globin, 
and  alpha  chains  may  dissociate  from  beta 
chains.  These  free  globin  chains  are  pre- 
disposed to  oxidative  denaturation  and  even- 
tual precipitation  as  Heinz  bodies  within  the 
red  cells.  In  hemoglobin  Koln  the  associa- 
tion between  the  beta  globin  chains  and 


heme  is  affected  by  a substitution  of  methi- 
onine for  valine  in  the  98th  position  of  the 
beta  chain,  a position  adjacent  to  the  heme 
molecule.  In  other  unstable  hemoglobins, 
such  as  hemoglobin  Gun  Hill,  a sequence  of 
normal  amino  acids  is  deleted.  In  hemo- 
globin Philly,  in  which  phenylalanine  is  sub- 
stituted for  tyrosine  in  the  35th  position  of 
the  beta  chain,  the  bonding  between  alpha 
chains  and  beta  chains  is  disrupted,  and 
precipitation  of  free  alpha  chains  occurs. 
All  of  these  result  in  Heinz  body  formation. 

Patients  with  hemolysis  caused  by  un- 
stable hemoglobins  are  usually  recognizable 
from  infancy,  although  many  have  a well- 
compensated  hemolytic  process  without 
anemia.  Family  studies  have  shown  that 
most  patients  are  heterozygotes,  indicating 
that  the  presence  of  the  gene  will  result  in 
clinical  disease.  In  some  families,  such  as 
our  patient’s,  the  disease  is  probably  the  re- 
sult of  a new  mutation.  Many  patients  have 
jaundice,  most  have  splenomegaly,  and  all 
have  dark  urine.  One  may  find  basophilic 
stippling,  microspherocytes,  and  occasional 
spiculated  spherocytes  on  the  peripheral 
blood  smear.  Heinz  bodies  are  rarely  found 
in  the  circulating  red  cells  before  splenec- 
tomy but  are  always  present  after  splenec- 
tomy. Many,  although  not  all,  of  these 
patients  have  significant  clinical  improve- 
ment following  splenectomy. 

Dr.  Weed:  I would  like  to  continue  this 

discussion  by  pointing  out  how  these  two 
different  disorders  with  a very  different  bio- 
chemical basis  are  identical  in  terms  of  the 
final  common  pathway  of  red-cell  destruc- 
tion.14 The  deformability  of  the  red  cell  is 
the  key  to  their  survival  in  the  circulation. 
The  primary  parameter  that  determines 
deformability  is  the  high  surface  area  to  vol- 
ume ratio  of  the  disk-shaped  red  cell, 
which  decreases  as  cells  become  spherical. 
Changes  in  intrinsic  membrane  deform- 
ability or  rigidity  are  also  important.  We 
are  concerned  with  changes  in  cellular  con- 
tents accompanying  the  formation  of  Heinz 
bodies.  The  thalassemic  syndromes,  which 
are  characterized  by  intracellular  globin  pre- 
cipitates caused  by  unbalanced  hemoglobin 
synthesis,  should  also  be  included  in  this 
category  of  anemia.15  These  precipitates 
cause  the  inside  of  the  cell  to  become  rigid, 
at  least  locally. 

Why  is  this  intracellular  precipitation  of 
consequence  to  the  cell,  whatever  the  under- 
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lying  mechanism  may  be?  The  spleen  is 
central  in  this  consideration.  In  the  splenic 
circulation  there  is  an  important  branch 
point  where,  after  passing  through  the  white 
pulp,  the  red  cells  may  pass  directly  into 
the  splenic  sinus  or  out  through  terminal 
arterioles  and  then  through  red  pulp.  Cells 
traversing  the  red  pulp  must  pass  through 
the  basement  membrane  separating  the 
splenic  cord  of  the  red  pulp  from  the  splenic 
sinus,  and  here  the  openings  range  from  0.5 
to  5 microns  in  diameter.  Since  the  red  cell 
has  a normal  diameter  of  8 microns  in  its 
largest  dimension,  it  has  to  deform  remark- 
ably to  sneak  through  these  holes.  Now,  if 
the  red  cell  contains  a rigid  Heinz  body,  that 
portion  may  get  hung  up  and  be  unable  to 
pass  through  this  narrow  opening.  The 
rest  of  the  cell  may  pass  through  and  return 
to  the  general  circulation  while  the  Heinz 
body  portion  is  torn  off  and  phagocytized 
(Fig.  4).  If,  at  the  moment  of  tearing, 
there  is  gelation  of  hemoglobin  contents  in 
this  portion  of  the  cell,  it  will  remain  in  a 
teardrop  configuration  which  tells  you  that 
the  cell  is  rigid  and  may  not  be  able  to  ne- 
gotiate a subsequent  passage  in  the  spleen. 
These  damaged  cells  also  become  more 
spherical  as  their  ratio  of  surface  area  to 
volume  decreases  during  the  process  of  frag- 
mentation.16 

Dr.  George:  This  is  the  end  of  the  pre- 
pared discussion.  To  summarize,  we  have 
tried  to  trace  the  recognition  of  Heinz  bodies 
from  industrial  workers  in  the  early  twenti- 
eth century  dye  and  chemical  plants  in  Ger- 
many to  the  elucidation  of  defects  which 
could  predispose  the  red  cells  to  develop 
Heinz  bodies,  hereditary  metabolic  defects 
causing  increased  susceptibility  to  oxidant 
drugs  and  hereditary  abnormalities  of  the 
hemoglobin  molecule  itself  which  can  spon- 
taneously, or  under  certain  stresses,  de- 
generate to  form  these  intracellular  hemo- 
globin precipitates. 

William  Morgan,  M.D.:  One  of  the 

problems  in  measuring  G-6-PD  is  that  if 
there  is  an  increase  in  reticulocytes  you  may 
get  a falsely  high  level.  Is  there  a way  of 
separating  the  reticulocytes  so  that  you  can 
measure  G-6-PD  when  you  have  a high 
reticulocyte  count? 

Dr.  Miller:  Although  the  reticulocyte 

has  more  G-6-PD  activity  than  older  cells  in 
the  G-6-PD-deficient  patient,  the  patient 
with  a reticulocytosis  still  will  not  have 


FIGURE  4.  Major  portion  of  erythrocyte  (E) 
passed  from  splenic  cord  to  splenic  sinus,  leav- 
ing smaller,  spherical  portion  trapped  within  cord 
by  sinus  lining  cells.  This  trapped  portion,  cor- 
responding to  Heinz  body,  will  subsequently  be 
phagocytized  by  splenic  cord  macrophage. 
(Wennberg,  E..  and  Weiss,  L.:  Splenic  erythro- 

clasia:  An  electron  microscope  study  of  hemo- 

globin H disease,  Blood  31:788  (June)  1968,  by 
permission.1") 


normal  G-6-PD  activity.  However,  the  vari- 
ous screening  tests  which  rely  on  the  reduc- 
tion of  methemoglobin  certainly  may  be 
falsely  normal  with  a reticulocytosis.  Ultra- 
centrifugation is  one  method  of  separating 
reticulocytes,  in  the  top  layer,  from  older 
cells. 

Robert  Klein,  M.D.:  Is  the  spleen  itself 
capable  of  changing  the  size  of  the  passage- 
ways through  which  the  cell  must  pass? 

Dr.  Weed:  This  is  a very  important 

question,  and  I wish  I knew  the  answer  to  it. 
First  of  all,  the  cords  are  really  just  poten- 
tial spaces,  so  essentially  their  dimensions 
are  0,  unless  a cell  is  forcing  the  pulp  cells 
apart  to  pass  through.  The  openings  in  the 
basement  membrane  are  relative.  We  do  not 
really  know  how  static  they  are,  because  the 
only  way  we  have  of  looking  at  them  is  in 
electron  micrographs,  and  that  does  not  tell 
us  anything  about  their  dynamic  potential. 
Wennberg  and  Weiss,16  whose  work  I have 
cited,  have  recently  demonstrated  that  simi- 
lar openings  with  the  same  sort  of  limita- 
tions are  present  in  the  bone  marrow,  so  red 
cells  must  come  through  these  openings  to 
begin  their  life.  This  probably  explains  why 
we  see  intramedullary  hemolysis  in  certain 
disorders  such  as  pernicious  anemia  in  which 
the  cells  are  abnormal  from  the  very  begin- 
ning of  their  life  span.  Weiss  has  demon- 
strated that  after  endotoxin  is  given  to  rats, 
the  adventitial  cell  layers  around  these  open- 
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ings  in  the  marrow  sinus  cord  basement 
membrane  vanish,  and  big  holes  appear. 
This  is  accompanied  by  the  outpouring  of 
many  immature  myeloid  cells  and  unusually 
large  reticulocytes  into  the  peripheral  blood. 
I do  not  know  whether  that  also  happens  in 
the  spleen.  The  other  important,  perhaps 
the  most  important,  parameter  that  we  do 
not  understand  is  what  determines  the  pro- 
portion of  red  cells  going  directly  into  the 
splenic  sinus  without  having  to  traverse  the 
narrow  dimensions  of  the  red  pulp. 

Lawrence  Young,  M.D.:  I am  impressed 
with  the  usefulness  of  the  test  for  heating 
the  hemolyzed  blood  at  about  50  C.  in  detect- 
ing the  unstable  hemoglobins.  Now  that 
our  index  of  suspicion  for  the  unstable  hemo- 
globins is  rising,  we  should  be  using  this 
test  more  frequently. 

Question  : Do  patients  with  the  heredi- 

tary unstable  hemoglobins  develop  acute 
hemolysis  on  exposure  to  oxidant  drugs  in 
the  same  manner  as  patients  with  G-6-PD 
deficiency  do? 

Dr.  George:  On  a theoretic  basis  I would 
says  yes.  These  people  are  more  susceptible 
to  the  hemolytic  effects  of  these  drugs  than 
are  people  with  normal  red  cells.  But  from 
clinical  practice  this  has  not  been  the  situa- 
tion, with  several  exceptions,  such  as  a fam- 
ily with  hemoglobin  Zurich  who  developed 
acute  anemia  when  taking  sulfonamides.17 
Dr.  Miller  studied  the  effects  of  both  sul- 
fasoxazole  and  primaquine  in  the  patient 
presented  here  (Case  2)  and  found  no  short- 
ening of  the  red-cell  survival. 

7703  Floyd  Curl  Drive 
San  Antonio,  Texas  78229 
(Dr.  George) 
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P art  I of  this  review  appeared  in  the 
April  1,  1970,  issue  of  the  Journal.  Fac- 
tors influencing  the  incidence  of  breast  can- 
cer were  discussed.  The  possible  sequential 
alterations  in  the  development  of  breast  can- 
cer, atypical  hyperplasia,  in  situ  carcinoma, 
and  invasive  carcinoma,  were  included  in  the 
study.  Finally,  a plea  was  made  for  system- 
atic study  of  pooled  data  to  help  in  therapeu- 
tic decisions,  especially  when  and  when  not 
to  perform  mastectomy.  In  Part  ii,  pub- 
lished in  the  April  15,  1970,  issue,  comment 
was  directed  toward  the  prognostic  signifi- 
cance of  the  nuclear  structure  of  breast  can- 
cer cells  and  the  reactivity  of  the  L-RE 
(lymphoreticuloendothelial)  system  of  the 
host.  The  mechanisms  of  tumor  growth, 
cellular  hypersensitivity,  and  therapeutic  ap- 
proaches were  discussed.  In  addition,  a 
sample  questionnaire  was  offered  for  the 
systematic  collection  of  clinical  and  patho- 
logic data  which  would  contribute  to  the  ef- 
ficiency of  a tumor  registry. 


Cellular  response 

Some  years  ago  Rebuck1-  demonstrated 
that  if  a coverslip  is  placed  over  a micro- 
abrasion of  the  skin  a sequential  cellular 
cycle  of  inflammation  may  be  observed  by 
sampling  the  coverslips  at  various  times. 
Such  cellular  responses  exhibit  a high  de- 
gree of  regularity,  and  it  is  thus  possible  to 
recognize  defects  in  the  cycle  in  some  dis- 
eases including  advanced  cancer.3  More 
recently  Wolf-Jurgensen'  has  shown  that  if 
one  introduces  an  antigen  to  which  the  host 
has  a delayed  type  of  hypersensitivity  into 
the  skin  window,  the  cellular  response  in- 
cludes large  numbers  of  basophil  leukocytes 
and  also  increased  numbers  of  eosinophils. 
Similar  responses  have  been  found  on  in- 
troducing the  appropriate  antigen  in  auto- 
immune diseases  such  as  thyroiditis. 

Previous  reports  from  this  laboratory 
have  described  prognostically  significant 
reactions  in  the  L-RE  system  of  patients 
with  breast  cancer.5-8  Such  responses  have 
been  considered  to  reflect  cellular  immunity 
and  suggest  that  the  biologic  behavior  of 
breast  cancer  is  influenced  by  the  host’s  im- 
munologic responses  to  antigenic  changes  in 
the  cancer  cell.  The  need  for  direct  meas- 
urements of  anticancer  immunity  in  rela- 
tion to  the  development  and  progression  of 
human  breast  cancer  has  been  emphasized 
in  these  communications.  The  skin-window 
technic  offers  the  unique  advantage  of  al- 
lowing one  to  visualize  the  interaction  be- 
tween a putative  tissue  antigen  and  the 
host’s  cells  under  in  vivo  conditions.  The 
simplicity  of  the  procedure  and  the  ability 
to  repeat  it  readily  in  the  same  patient 
commend  its  use  for  following  immuno- 
logic phenomena  in  cancer  patients.  Ac- 
cordingly the  skin-window  technic  has  been 
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TABLE  I.  Cellular  reponses  to  autologous  breast  cancer  tissue  on  skin  windows;  correlation  with 
prognosticate  significant  L-RE  structural  features 


Case 

Clinical 

Stage 

Postoperative 

Interval 

Skin  Windows 

Basophils 

Number 

Mono-  L-RE  Structure*— 

nuclear  Lymph 

Aggregates  Node  Primary  Tumor 

(0  to  4 Plus)  SH  PVI  LI 

It 

IV 

4 Months 

0 

0 

0 

0 

0 

2 

III 

2 Days 

0 

0 

0 

0 

0 

3 

II 

2 Days 

0 

0 

0 

0 

0 

4 

11 

8 Days 

2 

0 

1 

0 

0 

5 

II 

1 Day 

28 

4 

4 

4 

2 

6 

II 

4 Days 

4 

0 

2 

2 

0 

41  Days 

1,197 

4 

7 

I 

3 Days 

15 

4 

3 

2 

0 

8 

I 

31  Days 

508 

4 

3 

3 

2 

9 

I 

6 Months 

58 

2 

2t 

Ot 

10 

II 

6 Months 

10 

(April  23,  1970) 

0 

0 

ot 

Ot 

10 

(May  7,  1970) 

0 

0 

10 

(June  15,  1970) 

0 

0 

* See  previous  reports  for  description  of  L-RE  responses  in  human  cancer.9-12 
f Preterminal  patient  tested  against  homologous  breast  cancer. 

t L-RE  reactions  in  metastatic  skin  nodule.  No  L-RE  reactions  found  in  the  primary  tumor  and  regional  lymph  nodes  at 
time  of  mastectomy. 


adapted  to  the  study  of  cellular  responses 
against  autologous  breast  cancer  tissue. 
Analogous  observations  have  also  been 
made  on  the  response  of  noncancerous  pa- 
tients against  autologous  breast  tissue. 

Procedure 

Cryostat  sections  are  prepared  from 
freshly  removed  breast  tissue  and  mounted 
on  coverslips  (24  by  30  mm.).  The  tissue 
section,  approximately  1 cm.  in  diameter, 
is  placed  near  the  center  of  the  coverslip 
so  as  to  leave  ample  clear  glass  around  it. 
The  mounted  sections  are  fixed  for  fifteen 
minutes  in  ether-alcohol  (1:1),  air  dried, 
and  stored  at  0 C.  until  used.  Sections  of 
autologous  tissue  are  placed  over  micro- 
abrasions made  on  the  volar  surface  of  the 
patient’s  forearm,  the  abrasion  being  made 
slightly  larger  than  the  tissue  section.  The 
coverslip  is  left  in  situ  for  a minimum  of 
twenty-four  hours  and  then  stained  with 
Wright’s  stain,  air  dried,  and  mounted  in 
permount. 

Extensive  previous  experience  has  shown 
that  tissue-free  skin  windows  left  in  situ 
for  twenty-four  to  forty-eight  hours  are 
characterized  by  a predominance  of  mono- 
cytic cells  (macrophages)  scattered  singly 
and  in  monolayered  sheets.  Clumping  or 
multilayering  of  the  macrophages  is  not 


seen,  and  basophils  are  rare  in  control  prep- 
arations. 

In  the  majority  of  test  preparations  the 
tissue  sections  underwent  varying  degrees 
of  dissolution,  and  the  remaining  fragments 
showed  focal  accumulations  of  polymor- 
phonuclear leukocytes.  The  distinctive  fea- 
tures of  the  exudate  were  observed  on  the 
tissue-free  portion  of  the  coverslip.  The 
cellular  responses  were  characterized  in 
terms  of  the  number  of  basophils  present 
over  the  entire  coverslip,  the  prominence 
of  aggregates  of  mononuclear  cells,  and  the 
types  of  mononuclear  cells.  The  promi- 
nence of  the  clumping  was  graded  from  0 
to  4 plus. 

A 4 plus  value  was  assigned  when  the 
vast  majority  of  the  mononuclear  cells 
formed  multilayered  aggregates;  lesser  de- 
grees were  assigned  intermediate  gradings. 

The  cellular  responses  on  the  skin  win- 
dows were  correlated  with  structural  evi- 
dence of  L-RE  reactivity  as  seen  in  the 
routine  histologic  sections  of  the  primary 
tumor  and  regional  lymph  nodes,  namely, 
lymphoid  infiltration  (LI),  perivenous 
lymphoid  infiltrations  (PVI)  in  the  primary 
tumor,  and  sinus  histiocytosis  (SH)  of  the 
regional  lymph  nodes.  The  characteristics 
of  such  L-RE  responses  and  their  prog- 
nostic significance  have  been  described  pre- 
viously.5-8 
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FIGURE  1.  Cellular  responses  to  autologous  breast  cancer  tissue  on  skin  windows.  (A  and  A1)  Con- 
trol type  response.  (B  and  B1)  Mononuclear  cell  aggregate,  macrophage  type  grade  2 plus.  Baso- 
philic leukocyte  at  edge  of  aggregate.  (C  and  C1)  Mononuclear  cell  aggregate  grade  4 plus,  lympho- 
blastic type  with  numerous  basophils. 


Results 

Breast  cancer  tissue.  As  indicated  in 
Table  I and  Figure  1 there  was  decided 
variation  in  the  cellular  responses  to  autol- 
ogous breast  cancer  tissue  among  the  in- 
dividual patients  studied.  In  4 of  the  6 
patients  tested  from  one  to  eight  days  post- 
mastectomy, the  cellular  response  on  the 


tissue-free  glass  was  quite  similar  to  that  ex- 
pected on  tissue-free  coverslips  in  normal 
individuals,  namely,  numerous  mononuclear 
cells  spread  singly  or  in  monolayered  sheets. 
Eosinophils  were  rare,  and  less  than  10 
basophils  were  found  over  the  entire  cover- 
slip.  In  the  remaining  2 patients  who 
were  tested  shortly  after  mastectomy,  large 
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aggregates  of  mononuclear  cells  were  seen. 
Within  these  aggregates  and  scattered  on 
tne  coversnp  were  basopnilic  leukocytes. 
While  the  basophils  were  readily  seen,  their 
total  number  did  not  exceed  28  per  cover- 
slip.  The  aggregates  of  mononuclear  cells 
included  cells  having  the  appearance  of 
macrophages  as  well  as  cells  having  a 
lymphoblastic  appearance.  Note  that  Case 
6 was  tested  twice,  shortly  after  mastectomy 
and  six  weeks  later.  While  the  initial  test- 
ing revealed  an  essentially  control  type  of 
cellular  response,  the  second  test  showed 
extensive  mononuclear  cellular  aggregates 
both  of  the  monocytic  and  lymphoblastic 
types.  Furthermore,  eosinophils  and  par- 
ticularly basophils  were  seen  within  and 
apart  from  the  mononuclear  cell  aggregates, 
namely,  130  eosinophils  and  1,197  basophils 
per  coverslip.  An  identical  type  of  response 
was  observed  on  testing  Case  8 approxi- 
mately one  month  postmastectomy.  How- 
ever, no  prior  testing  had  been  performed 
on  this  patient. 

Skin  testing  was  also  performed  on  2 
patients  in  whom  local  skin  recurrence  had 
developed  postmastectomy.  In  these  pa- 
tients, cryostat  sections  were  prepared  from 
the  surgically  removed  skin  nodules.  Case 
10  had  undergone  mastectomy  in  December, 
1969.  A skin  nodule  was  noted  in  the 
mastectomy  site  in  February,  1970,  and 
despite  local  removal  and  radiation  therapy 
to  the  area  another  nodule  appeared  in 
April,  1970.  It  was  this  nodule  from  which 
the  test  sections  were  prepared  on  April 
22,  1970.  Skin-window  studies  were  done 
on  April  23,  May  7,  and  June  17,  1970.  On 
none  of  these  occasions  was  the  basophil 
count  more  than  5 and  no  aggregation  of 
mononuclear  cells  was  seen.  Case  9 had  a 
similar  history  in  that  a recurrent  skin 
nodule  was  noted  in  the  mastectomy  site 
approximately  six  months  after  mastec- 
tomy. 

Cryostat  sections  were  prepared  from  the 
resected  skin  nodule  and  utilized  for  skin- 
window  testing.  In  this  patient,  however, 
there  was  a moderate  but  distinct  degree 
of  mononuclear  cell  aggregation  and  a baso- 
philic leukocyte  response,  namely,  58  baso- 
phils per  coverslip. 

In  one  instance  the  response  to  homol- 
ogous cancer  tissue  was  evaluated  in  a pa- 
tient with  far-advanced  breast  cancer.  The 
cellular  response  was  of  the  control  type, 


devoid  of  basophils,  eosinophils,  and  mono- 
nuclear cell  aggregation. 

IN  ONCANCEROUS  BREAST  TISSUE.  Three 
patients  having  excisional  biopsies  of 
uemgn  breast  lesions  were  tested  by  the 
skin-window  procedure  for  response  against 
tneir  autologous  tissues.  Skin  tests  were 
performed  within  three  days  of  the  breast 
biopsy.  None  of  these  3 patients  showed 
mononuclear  cell  aggregation  or  basophil 
counts  greater  than  6.  A second  test  was 
performed  on  1 patient  twenty-one  days 
after  the  breast  biopsy  and  twenty  days 
after  the  first  test.  In  this  instance  the 
cellular  response  was  characterized  by  ag- 
gregates of  blastic-appearing  lymphoid  cells 
and  large  numbers  of  basophils  and  eosino- 
phils, namely,  500  and  80,  respectively. 

Comments 

As  indicated,  Wolf-Jurgensen4  has  claimed 
that  the  delayed  type  of  hypersensitivity  is 
visualized  in  skin-window  preparations  in 
the  form  of  accumulations  of  basophilic 
leukocytes.  More  recently  the  phenomenon 
of  cutaneous  basophilic  hypersensitivity  has 
been  investigated  by  Richerson,  Dvorak, 
and  Leskowitz.9  They  consider  it  to  be  the 
hallmark  of  the  so-called  Jones-Mote  type 
of  hypersensitivity  which  they  view  as  a 
transient  type  of  hypersensitivity  which  is 
subsequently  overshadowed  by  either  de- 
layed or  antibody-mediated  types  of  hy- 
persensitivity. The  pertinent  feature  is 
that  the  basophilic  response  appeal's  to  be 
a valid  index  of  a cell-related  type  of  hy- 
persensitivity. The  finding  that  autologous 
cancer  tissue  may  evoke  a mai’ked  basophilic 
response  on  skin  windows  would  thus  ap- 
pear to  indicate  cell-mediated  anticancer 
hypersensitivity  in  such  patients.  This  in- 
terpretation is  strengthened  by  the  addi- 
tional observation  that  patients  showing  a 
basophil  response  also  exhibit  mononuclear 
cell  aggregates.  It  will  be  recalled  that 
macrophage  aggregation  has  been  described 
as  an  index  of  delayed  hypersensitivity. ,n 
Of  particular  intei'est  are  the  observations 
in  Case  6.  While  the  initial  skin  testing 
performed  three  days  after  mastectomy 
(April  14,  19701  showed  only  4 basophils  and 
no  mononuclear  cell  aggi'egates,  retesting  on 
May  28,  1970,  yielded  an  intense  response 
in  terms  of  basophils  and  mononuclear  cell 
aggi'egates.  Many  of  the  mononuclear  cells, 
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FIGURE  2.  Case  5.  (A)  Area  of  intraductal  carcinoma  with  marked  periductal  lymphoid  infiltration. 

(B)  Area  of  invasive  carcinoma.  Local  blood  vessels  show  intense  perivenous  lymphoid  infiltration. 

(C)  Regional  lymph  node  showing  intense  SH  response.  (D)  Skin-window  response  against  autologous 
cancer  tissue  grade  4,  mononuclear  cell  aggregation. 


both  in  the  aggregates  and  scattered,  had 
blastic  or  plasmacytoid  features,  resembling 
the  cells  described  by  Alexander  et  al.11-12 
as  “immunoblasts.”  The  appearance  of  such 
cells  some  time  after  mastectomy  in  contrast 
to  their  absence  initially  is  reminiscent  of 
Alexander’s  observations  on  the  release  of 
immunoblasts  after  removal  of  his  experi- 
mental tumors.  Further  observations  on 
cellular  responses  at  varying  periods  after 
mastectomy  would  be  of  great  interest. 

As  mentioned  previously,  earlier  studies 
in  this  laboratory  have  demonstrated  the 
favorable  prognostic  significance  of  lym- 
phoid infiltration  and  perivenous  lymphoid 
infiltration  in  the  primary  tumor  and  sinus 
histiocytosis  of  the  regional  lymph  nodes.5-8 
Such  structural  features  were  considered  to 
reflect  an  immunologic  response  of  the  de- 
layed hypersensitivity  type.  It  is  therefore 
pertinent  to  note  that  there  appears  to  be  a 
correlation  between  such  structural  findings 


and  the  skin-window  responses,  namely, 
those  patients  having  moderate  or  marked 
sinus  histiocytosis  and  perivenous  lymphoid 
infiltrations  showed  distinct  cellular  re- 
sponses in  skin-window  testing  (Table  I 
and  Figs.  2 and  3).  Should  extended  ob- 
servations confirm  the  correlation  between 
skin-window  responses  and  prognostically 
significant  structural  evidence  of  L-RE  re- 
activity, it  would  greatly  strengthen  the 
hypothesis  that  the  biologic  behavior  of 
breast  cancer  is  influenced  by  immunologic 
responses.  Of  critical  importance  will  be 
the  degree  to  which  changes  in  clinical 
status  are  associated  with  changes  in  skin- 
window  responses  in  the  same  patient  tested 
over  extended  periods  of  time. 

It  should  not  be  overlooked  that  in  some 
patients  no  structural  or  skin-window  re- 
sponses were  observed.  The  lack  of  ob- 
served response  could  reflect  lack  of  anti- 
genicity, immunologic  enhancement,  the  im- 
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FIGURE  3.  Case  9.  (A).  Skin-window  response  against  autologous  cancer  tissue  from  recurrent  skin 

nodule.  Aggregation  of  mononuclear  cells  grade  2,  with  basophilic  leukocyte.  (B).  Recurrent  cancer 
nodule  in  skin  showing  lymphoid  infiltration  around  vein  draining  cancer  focus. 


mobilization  of  sensitized  lymphoid  cells  in 
the  regional  lymph  nodes,  trapping  of  sensi- 
tized cells  in  the  primary  tumor,  or  cancer- 
induced  depression  of  the  L-RE  system. 
Information  bearing  on  these  possibilities 
requires  direct  studies  of  the  reactivity  of 
lymph  node  lymphocytes  against  autologous 
cancer  tissue.  Such  studies,  currently  in 
progress  in  this  laboratory,  indicate  that  at 
the  time  of  mastectomy,  lymph  node  lympho- 
cytes from  the  majority  of  breast  cancer 
patients  have  distinct  responsiveness  to 
ether-alcohol-fixed  cryostat  sections  of  their 
autologous  cancers.  Such  reactivity  may 
occur  in  patients  with  and  without  distinc- 
tive skin-window  responses.13  In  some  in- 
stances, however,  the  lymphocyte  response 
may  be  inhibited  by  autologous  serum  in  a 
manner  suggestive  of  the  observations  of 
the  Hellstroms.14 

The  data  obtained  in  the  present  survey 
suggest  that  the  skin-window  procedure  is 
capable  of  visualizing  cellular  hypersensi- 
tivity responses  against  autologous  ether- 
alcohol-fixed  breast  cancer  tissue.  Further 
studies  are  needed  to  define  more  adequately 
the  biologic  significance  of  differences  in 
such  responsiveness  among  individual  pa- 


tients and  changing  responses  in  the  same 
individual.  The  data  also  indicate  the  de- 
sirability of  correlating  skin-window  studies 
with  other  parameters  such  as  hypersensi- 
tivity reactions  of  lymph  node  lymphocytes, 
structural  manifestation  of  hypersensitivity, 
and  the  clinical  course  of  the  disease. 

Some  comment  is  also  appropriate  regard- 
ing the  cellular  responses  of  the  control  pa- 
tients to  autologous  benign  breast  tissue. 
Of  particular  interest  are  the  observations 
on  the  patient  tested  one  day  and  twenty- 
one  days  after  biopsy.  The  contrasting  re- 
sponses on  these  two  occasions  suggest  that 
the  biopsy  procedure  may  have  provoked  an 
immunologic  response.  It  should  be  re- 
called that  the  development  of  immunologic 
responses  secondary  to  tissue  damage  has 
been  previously  reported  by  others.15 
Therefore,  it  may  be  pertinent  that  patients 
in  whom  breast  cancer  develops  after  prior 
benign  biopsies  have  unusually  favorable 
survivals.15  The  possibility  that  a benign 
breast  biopsy  might  provoke  immunologic 
responses  which  could  influence  the  behavior 
of  subsequently  developing  carcinoma  war- 
rants further  study.  It  would  appear  that 
the  skin-window  procedure  is  capable  of  pro- 
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viding  data  bearing  on  this  intriguing  ques- 
tion. 
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Hiccup 


H ICCUP  MAY  BE  a problem  for  the  surgical 
team,  particularly  if  it  occurs  in  the  patient 
undergoing  a surgical  procedure.  Many 
methods  of  treatment  have  been  proposed, 
such  as  increasing  the  depth  of  anesthesia, 
subdiaphragmatic  block  of  the  vagus  nerve, 
use  of  muscle  relaxants,  and  hyperventila- 
tion, indicating  that  no  one  method  has  been 
uniformly  accepted. 

Case  report 

A forty-six-year-old  man  was  scheduled  for  a 
cholecystectomy.  Electrocardiogram  and  labo- 
ratory studies  showed  normal  findings.  The 
hematocrit  was  40.  Preanesthetic  medication 
consisted  of  meperidine  hydrochloride  (Dem- 
erol) 100  mg.  and  atropine  0.4  mg.  given  in- 
tramuscularly one  hour  prior  to  the  scheduled 
time  of  surgical  procedure.  Anesthesia  was  in- 
duced with  a single  dose  of  250  mg.  thiopental 
sodium  given  intravenously.  Succinylcholine 
60  mg.  was  given  intravenously  to  facilitate 
tracheal  intubation.  Anesthesia  was  then  main- 
tained with  nitrous  oxide  and  oxygen,  3 L.  per 
minute  of  each,  and  halothane,  varying  from 
0.5  to  1 per  cent,  in  a semiclosed-circle  absorp- 
tion system.  A total  of  24  mg.  d-tubocurarine 
was  administered  intravenously  in  divided 
doses  for  the  first  two  hours  of  the  operative 
procedure,  during  which  time  the  blood  pres- 
sure remained  between  125/70  and  90/60,  pulse 
rate  in  low  80s,  and  ventilation  was  controlled. 
At  this  time,  exploration  of  the  gastric  region 

Presented  and  discussed  at  a conference  held  at  the  St. 
Vincent’s  Hospital  Medical  Center,  New  York  City,  May 
26,  1969.  Clinical  Anesthesia  Conferences  are  held  on 
the  fourth  Monday  of  each  month. 


was  undertaken.  One  hour  later  hiccups  oc- 
curred. Following  ten  minutes  of  this  activity, 
1 mg.  methylphenidate  (Ritalin)  was  admin- 
istered intravenously,  and  the  hiccuping 
stopped  within  two  minutes.  About  this  time 
a 3-mg.  dose  of  d-tubocurarine  was  given,  ap- 
proximately one  hour  having  elapsed  since  the 
previous  6-mg.  dose.  Four  subsequent  doses  of 
3 mg.  were  administered  at  approximately 
forty-minute  intervals,  resulting  in  a total  of 
39  mg.  for  the  six  and  one-half  hour  procedure 
which  involved  the  release  of  adhesions  and  a 
vagotomy  in  addition  to  the  cholecystectomy 
after  exploring  the  common  bile  duct.  No 
change  in  vital  signs  occurred,  and  no  further 
recurrence  of  hiccuping  was  observed.  The  pa- 
tient was  returned  to  the  recovery  room  in 
satisfactory  condition. 

Comment 

Unfortunately,  at  the  time  of  injection  of 
the  methylphenidate,  a dose  of  d-tubocura- 
rine was  given  intravenously  and  although 
small  in  quantity  may  have  been  a contribut- 
ing factor  in  the  treatment  of  hiccups.  In 
addition,  a vagotomy  was  performed  and 
may  have  obviated  a recurrence,  since  the 
phenomenon  may  be  vagal  in  origin.  In 
fact,  on  this  basis,  it  is  believed  to  be  the 
reduction  of  “respiratory  upset,”  including 
hiccup,  following  the  use  of  certain  barbitu- 
rates (methohexital,  buthalital,  and  methi- 
tural)  in  anesthesia,  when  scopolamine  0.4 
mg.  and  to  a lesser  extent  atropine  0.6  mg. 
is  used  preoperatively.1 

Gregory  and  Way2  reported  on  a double- 
blind study  of  51  patients  with  hiccups  un- 
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der  anesthesia.  Eighteen  of  24  patients  who 
received  methylphenidate  and  15  of  27  pa- 
tients who  received  saline  solution  re- 
sponded favorably  within  three  minutes  to 
the  first  injection  of  the  unknown  material. 
The  authors  further  state  that  approxi- 
mately 50  more  patients  developed  the  dis- 
order, but  it  ended  before  treatment  could 
be  instituted.  Their  “initial  experience 
was  that  hiccups  stopped  before  the  drug, 
that  is  methylphenidate,  could  be  mixed 
and  injected.” 

Success  had  been  previously  reported  with 
this  drug  by  Macris  et  of.3  and  Vasiloff, 
Cohen,  and  Dillon.4  At  least  one  member  of 
this  Anesthesia  Study  Committee  had  been 
convinced  of  its  efficacy  following  two  in- 
stances of  its  use  in  his  personal  practice 
but  is  nowr  awaiting  the  results  of  a double- 
blind study  in  wffiich  saline  will  be  compared 
with  1 ml.  of  ether  instilled  into  the  nasal 
cavity  of  27  anesthetized  patients  with  hic- 
cups with  26  successful  responses.5  Since 


the  mechanism  in  nasopharyngeal  stimula- 
tion may  be  due  to  the  inhibition  of  one  re- 
flex by  another  as  reported  by  Salem,6  fol- 
lowing his  success  in  using  a catheter  to 
treat  hiccups,  we  can  only  aver  once  again 
that  this  clinical  entity,  although  facile  of 
diagnosis,  is  still  a singularly  difficult  prob- 
lem. 
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Although  the  occurrence  of  multiple  pri- 
mary tumors  is  not  uncommon,  metastasis 
of  one  primary  neoplasm  to  another  is  un- 
usual. With  respect  to  the  central  nervous 
system,  the  earliest  report  of  this  rare  event 
seems  to  be  that  of  Fried1  who  observed  a 
metastasis  from  a carcinoma  of  the  lung  in 
a meningioma.  Of  the  10  reported  instances 
of  metastasis  of  carcinoma  to  a primary  in- 
tracranial tumor,1  9 the  tumor  was  a menin- 
gioma in  9 instances  and  a schwannoma6  in 
1.  Moreover,  in  3 of  the  cases,  the  menin- 
giomas were  incidental  findings  at  postmor- 
tem examination.1'4  5 This  report  describes 
a patient  who  had  suffered  from  psychomo- 
tor seizures  for  nine  years  and  subsequently 
succumbed  to  carcinoma  of  the  lung.  Post- 
mortem examination  revealed  the  unex- 
pected finding  of  metastatic  nodules  of  the 
lung  carcinoma  in  an  angioblastic  menin- 
gioma of  the  right  sphenoid  ridge.  The  lit- 
erature pertaining  to  cases  of  metastasis  to 
intracranial  tumors  is  also  reviewed. 
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Case  report 

The  patient  was  a sixty-four-year-old 
white  male  who  had  begun  to  have  seizures 
nine  years  before  his  death.  The  seizures 
were  characterized  by  sudden  loss  of  con- 
sciousness. The  first  seizure  was  marked  by 
a disturbance  in  mentation  while  the  pa- 
tient was  reading.  This  was  poorly  de- 
scribed and  was  followed  by  loss  of  con- 
sciousness lasting  ten  minutes.  Following 
one  episode,  the  patient  experienced  postic- 
tal confusion  for  twenty-four  to  thirty-six 
hours.  There  was  no  history  of  urinary  or 
fecal  incontinence,  tongue  biting,  or  move- 
ments during  the  attacks.  He  was  admitted 
to  the  hospital  for  evaluation  of  these  sei- 
zures approximately  one  year  after  their  on- 
set. At  that  time  the  neurologic  examina- 
tion gave  normal  findings  except  for  a 
slightly  hyperactive  right  knee  jerk.  An 
electroencephalogram  showed  diffusely  and 
nonspecifically  abnormal  results.  Sleep  elec- 
troencephalography revealed  runs  of  slower 
activity  in  the  left  temporal  area  than  in  the 
corresponding  area  on  the  right  side,  and 
hyperventilation  produced  a few  scattered 
spike  discharges  in  the  posterior  leads  on  the 
right  side.  A pneumoencephalogram  re- 
vealed no  abnormalities,  but  a radioactive 
iodinated  serum  albumen  brain  scan  was 
suggestive  of  a right  frontotemporal  focus. 
Skull  films  and  visual  field  examination  find- 
ings were  normal.  X-rays  films  of  the  chest 
showed  calcification  of  the  ascending  aorta. 
The  serum  Kolmer  reaction  was  4 plus  and 
the  treponemal  immobilization  (TPI)  test 
result  was  positive.  The  cerebrospinal  fluid 
Kolmer  reaction  was  normal.  He  received 
14  million  units  of  penicillin  for  treatment 
of  syphilis.  A repeat  TPI  test  in  1967  gave 
negative  results.  The  patient  was  treated 
with  300  mg.  of  diphenylhydantoin  (Dilan- 
tin) daily.  Five  years  later  the  patient  ex- 
perienced a grand  mal  seizure  with  a period 
of  tonic  clonic  movements  and  loss  of  con- 
sciousness lasting  ten  minutes.  The  patient 
continued  to  have  psychomotor  seizures  ap- 
proximately once  a week.  Three  weeks  prior 
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to  his  last  admission  the  patient  experienced 
sharp  pain  in  the  upper  substernal  region 
with  radiation  to  the  upper  back.  Three 
days  prior  to  admission,  he  began  to  cough 
up  blood-streaked  sputum.  In  the  emer- 
gency room  an  x-ray  film  of  the  chest  re- 
vealed an  infiltrate  in  the  right  apex  and  a 
mass  in  the  left  side  of  the  chest  suggestive 
of  an  aneurysm  of  the  ascending  aorta.  The 
patient  had  smoked  one  and  one-half  to  two 
packs  of  cigarets  per  day  for  almost  fifty 
years  and  had  lost  25  pounds  during  the  last 
year. 

Examination.  The  blood  pressure  was 
150/100;  pulse,  100  and  regular;  respiratory 
rate,  18;  and  temperature,  98  F.  The  pa- 
tient was  an  asthenic  elderly  man  in  marked 
distress  because  of  anterior  chest  and  right- 
sided back  pain.  The  neck  veins  and  the 
superficial  veins  over  the  anterior  chest  wall 
were  distended.  There  was  dullness  to  per- 
cussion in  the  infraclavicular  region  on  the 
left  side.  The  heart  and  abdomen  were  nor- 
mal. All  pulses  were  equal.  Neurologic  ex- 
amination showed  normal  findings. 

Laboratory  findings.  Complete  blood 
count,  urinalysis,  erythrocyte  sedimentation 
rate,  prothrombin  time,  blood  urea  nitrogen, 
acid  phosphatase,  calcium,  bilirubin,  and 
uric  acid  were  normal.  Blastomycin,  coc- 
cidioidin,  histoplasmin,  and  intermediate 
purified  protein  derivative  skin  test  results 
were  negative.  The  alkaline  phosphatase 
was  24  King-Armstrong  units.  Fluorescent 
antibody  absorption  test  result  for  syphilis 
was  reactive.  Sputum  culture  yielded  He- 
mophilus influenzae.  Smear  of  the  sputum 
was  negative  for  acid-fast  bacilli.  Aortog- 
raphy revealed  a minimal  amount  of  irregu- 
larity of  the  lumen  of  the  thoracic  aorta 
which  was  not  dilated.  A soft-tissue  density 
paralleled  the  opacified  portion  of  the  de- 
scending thoracic  aorta.  Laminograms  of 
the  chest  showed  a large  left  superior  and 
anterior  mediastinal  mass  surrounding  the 
aortic  arch  and  proximal  descending  aorta 
on  the  left.  It  remained  unclear  whether 
this  mass  represented  an  aneurysm  or  a 
neoplasm. 

Hospital  course.  Following  admission, 
the  patient  continued  to  have  anterior  chest 
pain  and  cough  with  tenacious  bloody  spu- 
tum. Five  days  after  admission,  he  began 
to  complain  of  weakness  and  numbness  of 
both  legs;  he  was  found  to  have  a spastic 
paraparesis  with  diffuse  muscle  wasting. 


The  arm  muscles  were  normal  in  strength. 
The  deep-tendon  reflexes  were  hyperactive 
except  for  the  ankle  jerks  which  were  not 
obtained.  Plantar  responses  were  extensor 
bilaterally.  Temperature,  pin,  and  vibra- 
tory sensation  were  decreased  below  the  fifth 
and  sixth  thoracic  vertebrae  bilaterally. 
Myelography  revealed  a complete  extradural 
block  at  the  level  of  the  fourth  to  fifth 
thoracic  vertebrae.  Emergency  laminec- 
tomy was  not  carried  out  because  of  the 
profound  anesthetic  risk;  radiotherapy  and 
administration  of  dexamethasone  (Deca- 
dron),  10  mg.  per  day,  were  begun.  Despite 
this  therapy  there  was  increasing  leg  weak- 
ness and  the  patient  began  to  have  respira- 
tory distress  with  dyspnea,  tachypnea,  cya- 
nosis, rales,  and  a gallop  rhythm.  He  was 
treated  for  pulmonary  edema  with  digitalis 
(Digoxin),  meralluride  injection  (Mercu- 
hydrin),  morphine,  and  intermittent  posi- 
tive pressure  oxygen  therapy,  but  did  not 
improve.  He  died  seventeen  days  after  ad- 
mission. 

Autopsy  examination.  In  the  apical  re- 
gion of  the  left  lung  there  was  a large  mass 
measuring  12  cm.  in  diameter  which  dis- 
placed the  mediastinum  and  the  aorta  about 
6 cm.  to  the  right  of  their  normal  positions. 
The  mass  was  adherent  to  the  pleura  ante- 
riorly and  to  the  periosteum  of  the  third 
and  fourth  thoracic  vertebrae.  It  was  firm 
and  gritty  with  a yellow-white  mottled  ap- 
pearance and  areas  of  necrosis  and  hemor- 
rhage. The  right  apex  contained  a moder- 
ate-sized firm,  white  tumor  which  was  not 
gritty.  Sections  of  the  left  upper  lobe  re- 
vealed sheets  of  anaplastic,  round  or  ovoid 
cells  with  large,  pleomorphic,  hyperchro- 
matic  nuclei.  The  latter  had  prominent, 
often  multiple  nucleoli,  and  mitoses  were 
frequently  seen.  In  other  portions  of  the 
left  upper  lobe  the  alveoli,  bronchi,  and 
bronchioles  were  filled  with  collections  of 
polymorphonuclear  leukocytes,  lymphocytes, 
macrophages,  and  red-blood  cells.  The  blood 
vessels  were  markedly  engorged.  Nests  of 
tumor  cells  were  seen  in  several  vessels.  The 
right  apex  showed  a large  area  of  fibrosis 
within  which  were  nests  of  tumor  cells  re- 
sembling those  in  the  left  upper  lobe ; many 
of  the  cells  were  within  lymphatics.  In 
other  zones  the  tumor  appeared  squamoid 
with  cells  showing  intracellular  keratiniza- 
tion.  Foci  of  gland  formation  were  also 
seen  as  were  zones  of  necrosis.  The  other 
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FIGURE  1.  (A)  Meningioma  embedded  in  gyri 

of  inferior  surface  of  right  frontal  lobe.  Note 
sharp  demarcation  from  brain  parenchyma.  (B) 
Coronal  section  of  frontal  lobes.  Meningioma 
contains  sharply  defined  nodules  of  metastatic 
carcinoma.  Cortex  adjacent  to  meningioma 
completely  degenerated. 


lobes  of  the  lungs  showed  areas  of  emphy- 
sema, atelectasis,  and  bronchopneumonia. 
Several  para-aortic  nodes  were  completely 
replaced  by  gritty  white  tumor  which  his- 
tologically resembled  that  in  the  lung. 
Sheets  of  tumor  cells  replaced  large  areas 
of  marrow  in  the  third  and  fourth  thoracic 
vertebrae.  Additional  findings  included 
chronic  ulcers  in  the  lesser  curvature  of  the 


FIGURE  2.  Photomicrograph  of  meningioma. 
Cells  arranged  in  clusters  and  whorls.  Large 
psammoma  body  seen  at  right. 


stomach,  marked  osteoporosis  of  the  verte- 
brae, and  acute  focal  pyelonephritis. 

Brain.  The  brain  weighed  1,300  Gm.  A 
3 by  2.5  by  1-cm.  ovoid  mass  was  found 
deeply  embedded  in  the  posterolateral  sur- 
face of  the  right  orbital  gyri  (Fig.  1A). 
The  ventral  surface  of  this  tumor  was  at- 
tached to  the  dura  overlying  the  right  sphe- 
noid ridge,  but  the  ridge  was  not  eroded 
or  invaded  by  the  tumor.  In  coronal  sec- 
tions, the  tumor  was  sharply  demarcated 
from  the  underlying  brain  tissue  (Fig.  IB). 
The  cortex  forming  the  bed  of  the  tumor  had 
completely  degenerated  so  that  the  tumor 
appeared  to  rest  on  the  compressed  white 
matter.  There  was,  however,  no  significant 
displacement  of  cerebral  structures.  The 
tumor  was  greyish-brown  in  color  and,  in 
places,  gritty.  The  cut  surface  had  a granu- 
lar texture  and  contained  several  greyish- 
white  areas  which  were  firmer  in  consistency 
and  had  a more  homogeneous  texture  than 
the  rest  of  the  tumor.  The  remainder  of  the 
cortex  and  white  matter  were  normal  as 
were  the  deep  nuclear  structures. 

Histologically,  the  tumor  proved  to  be  a 
meningioma  composed  of  medium-sized  cells 
having  moderate  amounts  of  eosinophilic  cy- 
toplasm and  round  or  oval,  pale  nuclei  (Fig. 
2).  In  places,  the  cells  were  arranged  in 
concentrically  laminated  circles  forming 
whorls.  A few  psammoma  bodies  were  seen. 
Scattered  through  the  neoplasm  were  many 
sharply  defined,  round,  eosinophilic  bodies 
which  lay  in  small,  clear  spaces.  Some  of 
these  were  homogeneous,  while  others  ap- 
peared to  have  a faint  concentric  lamination 
or  a darker  central  core.  They  were  stained 
deep  red  in  a periodic  acid  stain  and  were 
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not  altered  by  diastase.  The  cytoplasm  of 
some  of  the  tumor  cells  was  slightly  more 
voluminous,  pallid,  finely  granular,  or  al- 
most unstained  but  lacked  the  discrete,  small 
vacuolated  spaces  seen  in  the  so-called  pseu- 
doxanthoma cells  of  angioblastic  menin- 
giomas. The  nuclei  were  often  large,  very 
pale,  and,  at  times,  almost  devoid  of  chro- 
matin. The  nuclear  membrane  was  some- 
times folded  or  indented.  In  some  nuclei 
there  were  central  eosinophilic  bodies  sur- 
rounded by  a thin  basophilic  membrane; 
these  were  thought  to  be  invaginations  of 
the  cytoplasm.  The  tumor  contained  moder- 
ate numbers  of  blood  vessels,  some  of  which 
showed  considerable  fibrous  thickening  of 
their  walls.  In  the  Laidlaw  stain  many 
argyrophilic  reticulin  fibers  were  seen  in  the 
tumor,  clearly  outlining  the  walls  of  small 
blood  vessels,  and,  radiating  from  the  latter, 
among  the  tumor  cells.  Surrounding  some 
vessels  were  small  groups  of  polymorphonu- 
clear leukocytes,  lymphocytes,  and  macro- 
phages. 

In  the  meningioma,  corresponding  to  the 
firm,  white  nodules  noted  grossly,  were 
sharply  demarcated  islands  of  a distinctly 
different  neoplasm  composed  of  sheets  of 
large  irregularly  rounded  or  polygonal  cells 
resembling  those  in  the  lung  carcinoma 
(Fig.  3).  The  cytoplasm  of  these  cells  was 
pale  and  finely  granular.  The  nuclei  were 
generally  rounded  or  oval  but  varied  con- 
siderably in  size  and  shape  and  were  occa- 
sionally seen  in  mitosis.  The  cells  at  times 
formed  small  clusters  or  acini  separated  by 
strands  of  connective  tissue.  Large  zones  of 
necrosis  and  fibrosis  were  present  in  these 
metastases.  In  sections  of  the  frontal  lobe 
adjacent  to  the  meningioma,  the  cortex  was 
found  to  be  completely  destroyed.  The 
tumor  bed  was  composed  of  compressed, 
loose-meshed  gyral  white  matter  in  which 
sparse  hypertrophied  astrocytes  were  iden- 
tified. At  the  pei'iphery  of  the  tumor,  por- 
tions of  the  cortex  were  compressed,  but  the 
architecture  was  preserved,  and,  for  the 
most  part,  the  nerve  cells  appeared  normal. 
Numerous  sections  of  the  temporal  lobes 
disclosed  no  histologic  abnormality.  Sec- 
tions of  the  right  superior  frontal  gyrus, 
left  corpus  striatum,  pons,  and  right  cere- 
bellar hemisphere  were  normal.  The  in- 
ferior olivary  nuclei  in  the  medulla  showed 
some  loss  of  nerve  cells  and  a mild  astro- 
cytosis. 


FIGURE  3.  (A  and  B).  Metastatic  carcinoma  at 
right  well  demarcated  from  meningioma  and  ap- 
pears more  cellular  and  pleomorphic.  (C)  Pho- 
tomicrograph of  carcinoma  of  lung.  Tumor  cells 
very  pleomorphic.  Large  cell  in  mitosis  seen 
near  acinar  formation  in  lower  right  hand  corner 
(X 190). 


Spinal  cord.  The  vertebral  column 
showed  a slight  bending  from  left  to  right 
in  the  upper  thoracic  region  with  perhaps 
slight  impingement  on  the  anterior  and 
lateral  surfaces  of  the  dura  at  the  third  and 
fourth  thoracic  vertebrae.  These  vertebral 
bodies  appeared  mottled  due  to  the  presence 
of  metastatic  carcinoma.  No  tumor  was 
present  in  the  dura  or  epidural  space.  The 
spinal  cord  was  of  normal  size  and  configura- 
tion except  for  slight  swelling  and  a faint 
granularity  of  the  tissue  in  the  lower  cervi- 
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TABLE  I.  Cases  of  metastasis  to  intracranial  tumors 


Type  and  Site  of 

Reports  Primary  Site  Other  Metastases  Intracranial  Tumor 


Fried  (1930) 1 
Female,  age  57 
Bernstein  (1933) 2 
Female,  age  72 


Stortebecker  (1951) 3 
Female,  age  45 
Lapresle,  Netsky, 
Zimmerman  (1952) 4 
Female,  Age  45 
Osterberg  (1957)6 

(1)  Male,  age  51 

(2)  Male,  age  71 


Wallach  and  Edberg 
(1959)6 

Female,  age  73 


Peison  and  Feigin 
(1961)7 

Female,  age  74 


Best  (1963)8 
Male,  age  48 


Wilson,  Jenevein, 
Bryant  (1967)9 
Male,  age  39 


Left  bronchiogenic  car- 
cinoma 

Carcinoma  of  left 
breast 


Kidney  (hyperne- 
phroma) (left) 
Breast 


(1)  Renal  cell  carci- 
noma (left) 

(2)  Carcinoma  of  right 
lung 


Carcinoma  of  right 
breast  (duct) 


Gallbladder  (?) 
(adenocarcinoma ) 


Mass  in  anterior  seg- 
ment of  right  upper 
lobe  near  hilium- 
bronchial  carcinoma, 
squamous 
Adenocarcinoma  of 
right  lung 


Bronchial  lymph  nodes, 
liver,  adrenals,  bone 

Axillary  lymph  nodes, 
skin,  heart,  pancreas, 
myometrium 

Lung 

Dura,  cerebrum,  cere- 
bellum 

(1)  No  examination 

(2)  Extension  to  wall  of 
main-stem  bronchus, 
pleura;  right  half  of 
diaphragm,  heart;  re- 
gional lymph  nodes, 
liver,  vertebral  and 
sternal  bone  marrow; 
porta-hepatic,  para- 
aortic, para-esopha- 
geal,  paravertebral 
lymph  nodes 

Right  axillary  lymph 
node  and  several  me- 
diastinal nodes; 
pleura  (left),  pericar- 
dium; (right)  lung; 
liver;  vertebrae 
(fourth  lumbar);  cer- 
vix 

Lungs,  liver,  lymph 
nodes,  bone  marrow 


No  examination 


Bronchial,  hilar,  medi- 
astinal lymph  nodes 


Meningioma,  right  fron- 
tal lobe 

Meningioma  in  right 
middle  fossa  near  cav- 
ernous sinus  and 
neighboring  Gasser- 
ian ganglion 

Meningioma,  right  Syl- 
vian region 

Meningioma,  convexity 

(1)  Meningioma,  con- 
vexity (Rolandic  fis- 
sure) 

(2)  Left  frontoparietal, 
parasagittal  meningi- 
oma 


Schwannoma,  8th  nerve 
(left) 


Meningioma,  orbital 
plate  of  frontal  and 
sphenoidal  bones  ex- 
tending downward 
into  sella  turcica 
Meningioma,  right  mid- 
dle cranial  fossa 


Meningioma,  falx 


cal  and  upper  thoracic  segments.  The  spinal 
nerve  roots  were  normal.  Histologic  sec- 
tions showed  evidence  of  extensive  acute 
myelomalacia  which  was  most  severe  in  the 
lower  cervical  region.  Numerous  swollen 
myelin  sheaths  and  degenerating  axons  were 
found  in  the  posterior  and  lateral  columns 
with  little  phagocytic  or  glial  response.  A 
few  anterior  horn  neurons  showed  severe 
chromatolytic  changes.  The  changes  in 
other  portions  of  the  cervical  and  upper 
thoracic  spinal  cord  were  similar  but  less 
severe.  There  were  no  abnormalities  in  the 


mid  and  lower  thoracic,  lumbar,  or  sacral 
spinal  cord  segments. 

Comment 

Metastases  of  neoplasms  to  primary  intra- 
cranial tumors  are  quite  rare.10-12  The  neo- 
plasms which  have  metastasized  to  intra- 
cranial tumors  include  those  of  lung,  breast, 
and  kidney,  common  neoplasms  which  char- 
acteristically show  widespread  dissemina- 
tion throughout  the  body.  Of  the  10  re- 
ported instances  of  metastasis  of  carcinoma 
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to  primary  intracranial  tumor,  the  latter 
proved  to  be  a meningioma  in  9,  the  tenth 
being  a schwannoma  (Table  I).  In  3 in- 
stances of  metastases  to  meningiomas,  the 
intracranial  neoplasm  was  asymptom- 
atic.145 Zulch13  and  Russell  and  Rubin- 
stein14 allude  to  cases  of  metastatic  neo- 
plasms to  meningiomas,  but  detailed  clinical 
findings  are  not  given.  In  the  first  case  re- 
ported by  Osterberg5  the  presence  of  a meta- 
static lesion  is  questionable.  A secondary 
neoplasm  was  not  established  either  sur- 
gically or  on  postmortem  examination,  and 
in  portions  of  the  meningiomatous  tissue 
there  were  clear,  vacuolated  tumor  cells, 
morphologic  characteristics  which  are  fre- 
quently seen  in  angioblastic  meningiomas. 
Thus,  the  definite  presence  of  a metastatic 
lesion  was  not  proved.  Moreover,  in  the 
report  of  Peison  and  Feigin,7  the  metastatic 
carcinoma  was  found  within  the  meningioma 
as  well  as  within  the  adjacent  neural  par- 
enchyma. Thus,  it  is  possible  that  the 
carcinoma  had  metastasized  to  the  brain 
tissue  and  had  secondarily  infiltrated  into 
the  tuberculum  sella  and  into  the  suprasellar 
meningioma  found.  In  2 of  the  reported 
cases,  a postmortem  examination  had  not 
been  performed.5-8  It  is  interesting  that  in 
the  previous  case  reports  of  meningiomas 
containing  metastatic  tumors,  the  menin- 
gioma had  represented  only  one  site  of  me- 
tastasis, there  being  additional  lesions  in  the 
dura,  cerebrum,  and  cerebellum.  In  the 
present  case,  the  only  other  intracranial 
metastases  found  in  the  numerous  sections 
examined  were  two  microscopic  foci  in  the 
pia  and  external  glial  membrane  of  the  left 
amygdala.  The  vascularity  of  meningioma- 
tous neoplasms  could  perhaps  predispose  to 
hematogeneous  metastases,  although  there 
has  been  no  common  histology  to  the  me- 
ningiomas containing  the  metastatic  depos- 
its. Willis15  has  proposed  that  the  high  con- 
tent of  lipids  present  in  hypernephromas  and 
adrenal  cortex  permit  preferential  growth 
of  metastatic  lesions  within  them.  The  an- 
gioblastic meningiomas  also  contain  a rela- 
tive increase  in  lipids  which  may  similarly 
predispose  to  the  acceptance  of  metastic 
lesions. 

It  is  most  likely  that  the  meningioma  was 
the  cause  of  the  patient’s  psychomotor  sei- 
zures which  had  begun  nine  years  prior  to 
the  onset  of  his  terminal  illness.  That  sei- 
zures are  a frequent  occurrence  in  patients 


suffering  from  brain  tumors  is  well  known. 
The  frequency  of  seizures  in  patients  suf- 
fering from  brain  tumors  is  variously  re- 
ported as  ranging  from  20  to  40  per  cent.16 
The  most  frequent  cause  of  seizures  in  pa- 
tients over  the  age  of  thirty-five  is  an  in- 
tracranial neoplasm. 

Temporal  lobe  seizures  were  recognized 
as  a separate  or  focal  type  of  epilepsy  by 
Jackson17  in  1888  when  he  described  it  in 
the  category  of  “uncinate  group  of  fits.” 
Lennox18  has  characterized  this  type  of  sei- 
zure by  one  or  another  of  a triad  of  symp- 
toms, including  motor  phenomena,  autom- 
atisms, and  subjective  psychic  states.  In 
1889,  Jackson  and  Beever19  described  a pa- 
tient suffering  uncinate  fits  in  whom  a 
tumor  was  found  situated  in  the  anterior 
end  of  the  right  “temporo-sphenoidal”  lobe. 
Jackson  believed  that  the  discharging  cells 
were  in  different  parts  of  a region  of  which 
the  uncinate  gyrus  was  a component.  A 
number  of  neuropathologists  have  studied 
the  diffuse  gliosis  in  the  hippocampus,  re- 
ferred to  as  Ammon’s  horn  sclerosis,  in  pa- 
tients suffering  from  temporal-lobe  seizures. 
In  1948,  Gibbs,  Gibbs,  and  Frister20  demon- 
strated a focus  of  spike  potentials  in  the 
anterior  temporal  region  from  surface  re- 
cordings in  patients  with  psychomotor  epi- 
lepsy. This  area  is  part  of  a system  com- 
posed of  the  mesial  and  inferior  surface  of 
the  temporal  lobe.  The  temporal  pole  is  con- 
nected with  the  fornix  and  other  subcortical 
structures,  which  are  functionally  related  to 
the  limbic  system.  It  is  believed  that  psy- 
chomotor seizures  reflect  a dysfunction  of 
the  limbic  system.21  One  of  the  cortical 
areas  composing  the  limbic  system  includes 
the  orbito-temporal-insular  regions.  The 
meningioma  which  this  patient  had  was 
compressing  the  cortex  and  white  matter  of 
the  inferior  surface  of  the  right  frontal 
lobe,  and  the  lateral  margin  of  the  tumor 
extended  medially  and  laterally  to  the  or- 
bital portions  of  the  frontal  lobes.  In  pre- 
vious reports  of  the  pathology  underlying 
temporal  lobe  epilepsy,  abnormalities  within 
the  temporal  lobe  and/or  the  hippocampal 
formation  have  been  emphasized.22-25  How- 
ever, it  is  not  inconceivable  that  this  tumor 
which  had  grown  very  slowly  was  the  cause 
of  the  psychomotor  seizures,  since  it  had 
been  compressing  portions  of  the  brain 
which  are  functionally  and  anatomically  re- 
lated to  psychomotor  (limbic)  physiology. 
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Summary 

A patient  who  had  suffered  from  psycho- 
motor seizures  for  nine  years  and  subse- 
quently succumbed  to  carcinoma  of  the  lung 
is  described.  A right  lateral  sphenoid-ridge 
meningioma  containing  several  metastases 
derived  from  the  lung  carcinoma  was  found. 
That  the  tumor  had  been  present  for  a very 
long  time  and  had  grown  very  slowly  was 
suggested  by  the  lack  of  any  glial  or  phago- 
cytic reaction  in  its  neighborhood.  The 
meningioma  was  responsible,  we  believe,  for 
the  psychomotor  seizures  from  which  the 
patient  suffered. 

100  Ocean  Parkway 
Brooklyn,  New  York  11218 
(Dr.  Wolintz) 
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Scleroderma  of  Lung  Without 
Significant  Complications 

MELVIN  HOLDEN.  M.D. 
Plainview,  New  York 
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Plainview  Division 


P ROGRESSIVE  systemic  sclerosis,  or  scle- 
roderma, frequently  involves  the  lungs.1"4 
Despite  this,  a clinical  presentation  pri- 
marily with  pulmonary  symptoms  is  dis- 
tinctly unusual.5  Most  often  pulmonary  in- 
volvement requires  laboratory  demonstra- 
tion, since  respiratory  difficulty  is  over- 
shadowed by  dysfunction  of  other  organs.6 
The  following  case  is  reported  to  under- 
score severe  pulmonary  disability  due  to 
progressive  systemic  sclerosis  without  other 
significant  complications.  In  addition,  this 
case  reinforces  the  observation  that  “it 
seems  likely  that  the  finding  of  the  charac- 
teristic pattern  of  pulmonary  functional  de- 
rangement in  a patient  with  Raynaud’s  phe- 
nomenon or  esophageal  changes  should  be 
regarded  as  a very  important  point  in  mak- 
ing the  diagnosis  of  scleroderma.”4 

Case  report 

A sixty-nine-year-old  white  male  hospital 
attendant  was  referred  to  the  Meadowbrook 
Hospital,  Plainview  Division,  on  April  10, 
1967,  because  of  dyspnea  of  approximately 
three  years’  duration.  In  1964  he  was  ad- 
mitted to  the  hospital  for  pneumonia  from 
which  he  recovered.  Except  for  recurrent 
mild  respiratory  infections  and  slight  ex- 
ertional dyspnea  he  was  relatively  well  un- 
til five  months  prior  to  his  admission  when, 
while  intoxicated,  he  injured  his  arms  and 


neck.  Thereafter,  he  noticed  rapid  progres- 
sion of  his  dyspnea,  first  with  effort  but 
subsequently  at  rest.  The  patient  became 
unable  to  work  because  of  his  breathlessness 
and  resorted  to  the  use  of  oxygen  prior  to 
exertion.  There  was  also  anorexia  and  a 
weight  loss  of  20  pounds. 

He  had  experienced  Raynaud’s  phenom- 
enon for  about  twenty-five  years  and  was 
taking  cyclandelate,  400  mg.  daily,  and  nic- 
otinic acid.  These  episodes  were  described 
as  intense  blanching  of  his  fingers  of  both 
hands,  less  so  of  his  toes,  after  exposure  to 
cold,  followed  by  severe  pain  and  then  a 
bluishness  and  throbbing  sensation.  These 
episodes  were  less  frequent  and  severe  in  the 
last  few  years. 

The  patient  had  smoked  for  about  twenty- 
five  years,  consuming  up  to  two  packages  of 
cigarets  daily,  and  for  ten  years  had  a 
chronic  morning  cough  productive  of  thick, 
white  sputum.  Three  years  before  admis- 
sion after  having  pneumonia,  he  stopped 
smoking  and  his  cough  disappeared. 

As  a child  bronchitis  had  been  diagnosed, 
but  despite  this  he  was  able  to  participate  in 
track.  Chronic  alcoholism  was  present,  and 
in  the  past  he  had  multiple  fractures  in- 
volving the  ribs,  knees,  and  wrist.  Symp- 
toms of  ulcer  had  developed  three  years  be- 
fore, and  in  January,  1967,  a chronic  duo- 
denal ulcer  was  said  to  be  demonstrated  on 
roentgenograms. 

Physical  examination  revealed  a well- 
developed,  well-nourished,  dyspneic  white 
male.  Blood  pressure  was  105/70  in  the 
right  upper  extremity,  95/70  in  the  left 
upper  extremity,  and  110/80  mm.  Hg  in  the 
lower  extremities;  the  pulse  rate  was  88  per 
minute,  and  the  respiratory  rate  24  per 
minute.  There  was  minimal  thickening  of 
the  skin  of  the  dorsum  of  the  fingers  and 
restriction  on  opening  the  mouth.  The  skin 
elsewhere  was  pliant.  The  nail  beds  were 
cyanotic,  but  clubbing  was  not  present.  The 
chest  was  symmetrical  and  expanded  well. 
Auscultation  revealed  fine  bilateral  basilar 
rales  wrhich  did  not  clear  with  cough.  The 
remainder  of  the  examination  was  noncon- 
tributory. 

A roentgenogram  of  the  chest  showed  a 
diffuse  irregular  reticulated  infiltrate  in- 
volving the  entire  lung  which  was  heaviest 
at  the  bases  (Fig.  1).  An  esophagram  re- 
vealed nothing  abnormal. 

Pulmonary  function  tests  demonstrated 
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FIGURE  1.  Roentgenogram  of  chest.  Postero- 
anterior  view  prior  to  lung  biopsy. 


marked  restrictive  disease,  hyperventilation, 
and  no  obstruction  to  air  flow.  The  maxi- 
mum voluntary  ventilation  was  unimpaired. 
Blood  gases  showed  a reduced  oxygen  ten- 
sion (Table  I) . 

Skin  and  sputum  tests  for  tuberculosis 
and  fungi  showed  negative  results  as  did  a 
sputum  smear  for  malignant  cells. 

He  was  admitted  for  evaluation  on  May 
6,  1967.  Physical  examination  was  un- 


changed, and  laboratory  data  revealed  nor- 
mal or  negative  results  in  the  following 
tests:  hematocrit,  hemoglobin,  differential 

white  blood  cell  count,  blood  glucose,  urea 
nitrogen,  electrolytes,  latex  fixation,  lupus 
erythematosus  cell  preparations,  amylase, 
total  protein,  albumin,  and  globulin.  The 
total  white  blood  cell  count  was  12,400.  On 
electrophoresis  serum  albumin  was  51.2  per 
cent,  alpha-1  globulin  2.9  per  cent,  alpha-2 
globulin  9.9  per  cent,  beta  globulin  15  per 
cent,  and  gamma  globulin  21  per  cent.  The 
electrocardiogram  revealed  low  voltage,  and 
the  R wave  in  Y1  to  V3  was  absent. 

The  patient’s  hospital  course  was  marked 
by  increasingly  severe  respiratory  distress, 
requiring  almost  constant  oxygen  to  mini- 
mize dyspnea.  On  May  15,  1967,  open  lung 
and  skin  biopsies  were  performed.  Post- 
operatively  the  patient’s  dyspnea  increased, 
and  there  was  a low-grade  fever.  Air  hun- 
ger became  extreme,  and  on  May  18,  1967, 
he  expired.  An  autopsy  was  obtained. 

Pathologic  report.  The  biopsy  reports 
were  as  follows : The  lung  revealed  marked 
interstitial  fibrosis  with  thickening  of  the 
alveolar  septums  and  reduction  of  the  air 
spaces.  A chronic  inflammatory  infiltrate, 


TABLE  I.  Pulmonary  function  tests 


Test 

Patient 

Predicted78 

Per  Cent 
Predicted 

FVC  (forced  vital  capacity) 

FEVi  (one-second  forced  expiratory 

1.92  L. 

4.13L. 

47 

volume) 

1.68  L. 

3.10L. 

54 

FEV,  per  FVC 

Maximum  expiratory  flow  rate 

88  per  cent 

72  per  cent 

(200  to  1,200  cc.) 

Maximum  mid-expiratory  flow  rate 

315  L.  per  minute 

(25  to  75  per  cent) 

182  L.  per  minute 

Maximum  voluntary  ventilation 

115  L.  per  minute 

133  L . per  minute 

86 

Tidal  volume 

520  cc. 

450  to  600  cc. 

Respiratory  rate 

30  per  minute 

12  to  16  per  minute 

Minute  ventilation 

15 . 5 L.  per  minute 

Oxygen  consumption 

204  cc.  per  minute 

Oxygen  removal  rate 

13  cc.  per  liter 

38  to  48  cc.  per  liter 

Inspiratory  capacity 

1,281  cc. 

Expiratory  reserve  volume 

955  cc. 

Vital  capacity 

2,236  cc. 

3,965  cc. 

56 

RV  (residual  volume) 

1,338 cc. 

2,221 cc. 

60 

TLC  (total  lung  capacity) 

3,574  cc. 

6 , 186  cc. 

58 

RV  per  TLC 

37  percent 

Helium  equilibration  time 
Blood  gases  (at  room  air,  resting): 

1.75  minutes 

2 to  2 . 5 minutes 

Oxygen  tension 
Oxygen  saturation 
Carbon  dioxide  tension 
pH 

68  mm.  Hg 
92.7  per  cent 
39 . 3 mm.  Hg 
7.41 
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FIGURE  2.  Gross  specimen  of  lung  at  autopsy 
showing  widespread  fibrosis. 


consisting  mainly  of  small  mononuclear  cells, 
was  present.  There  was  perivascular  infil- 
tration and  reduction  in  the  lumen  of  the 
arterioles. 

The  skin  of  the  dorsum  of  the  fingers 
showed  areas  of  anastomosis  of  rete  pegs 
and  diminished  appendages;  there  was  a 
moderate  increase  in  corium  and  some  thin- 
ning of  epithelium. 

The  autopsy  report  was  as  follows : There 
was  lymphadenopathy  of  the  periaortic  and 
peritracheal  nodes.  The  right  pleural  cavity 
contained  50  ml.  and  the  left  100  ml.  of  clear 
yellow  fluid.  The  right  lung  weighed  950 
Gm.  and  the  left  lung  1,100  Gm.,  and  both 
were  completely  consolidated  (Fig.  2). 
There  were  small  cystic  areas  at  the  periph- 
ery of  the  lungs.  The  heart  weighed  460 
Gm.,  the  right  ventricle  was  dilated,  and  its 
wall  measured  0.6  cm.  The  liver  showed 
chronic  passive  congestion. 

The  gastrointestinal  tract  (including 
esophagus,  duodenum,  and  small  intestine) , 


FIGURE  3.  Microscopic  appearance  of  lung  re- 
pealing intense  interstitial  fibrosis,  relatively  nor- 
mal alveolus  at  edge  of  field. 


pancreas,  adrenal  glands,  and  bone  marrow 
were  grossly  and  microscopically  normal. 

Microscopically,  the  lungs  were  similar  in 
appearance  to  the  biopsy  specimen,  with  the 
addition  of  bronchopneumonia  (Fig.  3). 

Comment 

Although  progressive  systemic  sclerosis 
frequently  involves  the  lung,  and  abnormal 
pulmonary  function  test  results  are  found 
early  in  the  course  of  this  disease,  clinical 
presentation  mainly  for  respiratory  reasons 
is  unusual,  and  pulmonary  insufficiency  is 
rare.  In  Rodnan’s1  series  of  100  patients, 
only  2 initially  complained  of  breathless- 
ness, whereas  mild  exertional  dyspnea  and 
chronic  nonproductive  cough  were  present 
in  29.  In  this  series,  with  42  deaths,  no  pa- 
tient died  from  pulmonary  insufficiency  due 
to  progressive  systemic  sclerosis,  even 
though  the  lung  was  involved  in  20  of  the  27 
autopsied  patients.  Hyman  and  Hunt9  re- 
ported a patient  similar  to  ours,  primarily 
with  pulmonary  symptoms  and  with  mini- 
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mal  skin  involvement.  After  reviewing  the 
published  reports,  they  were  able  to  find 
only  5 patients  in  whom  pulmonary  symp- 
toms antedated  overt  cutaneous  manifesta- 
tions. 

In  contrast,  abnormal  findings  in  pul- 
monary function  tests  are  commonly  present 
despite  the  paucity  of  symptoms.  Huang 
and  Lyons3  studied  13  cases,  the  majority 
being  asymptomatic  and  with  normal  chest 
x-ray  films.  Diffusing  capacity  for  carbon 
monoxide  was  abnormal  in  85  per  cent  of 
those  tested,  hyperventilation  was  present  in 
70  per  cent,  and  62  per  cent  had  a restriction 
in  the  forced  expiratory  volume.  Wilson, 
Rodnan,  and  Robin10  reported  on  19  pa- 
tients, of  whom  only  1 had  dyspnea  and  8 
had  abnormal  findings  on  roentgenograms. 
Diffusion  was  abnormal  in  11,  7 having 
alveolar  hyperventilation  and  respiratory 
alkalosis.  Lung  volume  was  reduced  in  only 
2,  and  all  had  normal  mechanics  of  breath- 
ing. These  investigators  were  able  thereby 
to  demonstrate  that  a diffusion  defect  is  an 
early  functional  abnormality  of  progressive 
systemic  sclerosis,  preceding  the  appear- 
ance of  restrictive  changes. 

Our  patient  can  be  contrasted  with  those 
reported  previously  in  that  respiratory 
symptoms  caused  him  to  seek  medical  atten- 
tion, whereas  other  manifestations  of  pro- 
gressive systemic  sclerosis  were  absent  or 
minimal.  He  was  unable  to  maintain  ar- 
terial oxygen  tension  despite  marked  tachy- 
pnea. In  addition,  his  pulmonary  function 
was  characterized  by  reduced  volumes  and 
capacities  without  obstruction. 

The  chest  roentgenogram  was  characteris- 
tic in  that  a widespread  fibrosis,  more  pro- 
nounced in  the  lower  lung  fields,  was  pres- 
ent.11 The  parenchyma  had  a reticulated 
appearance  which  was  confluent  at  both 
bases  and  in  the  hilar  areas.  The  upper 
lung  fields,  including  the  apices,  were  in- 
volved as  well  as  the  peripheral  third  on  the 
right  (Fig.  1). 

Raynaud’s  phenomenon  has  been  amply 
documented  as  an  augury  of  progressive 
systemic  sclerosis,  often  preceding  other 
manifestations  by  many  years.  This  was 


the  initial  symptom  in  35  of  95  patients  in 
Rodnan’s1  series,  a ratio  probably  repre- 
sentative of  its  frequency  in  this  disease. 
In  our  patient,  Raynaud’s  phenomenon  pre- 
ceded his  lung  involvement  by  at  least  two 
decades  but  served  as  the  clue  to  the  correct 
diagnosis.  Skin  involvement  was  minimal 
and  caused  the  patient  no  complaints,  as 
in  2 of  4 of  Rodnan  and  Fennel’s5  cases 
reported  as  progressive  systemic  sclerosis 
sine  scleroderma  and  in  Hyman  and  Hunt’s9 
case. 

Summary 

A case  of  progressive  systemic  sclerosis 
with  severe  respiratory  distress  and  mini- 
mal skin  involvement  is  presented.  Ray- 
naud’s phenomenon,  as  a clue  to  the  diag- 
nosis of  progressive  systemic  sclerosis,  is 
confirmed,  and  this  may  point  to  the  correct 
cause  of  abnormal  pulmonary  diffusion  and/ 
or  pulmonary  fibrosis. 

1425  Old  Country  Road 
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A YOUNG  RUN-AWAY  adolescent  boy  needs 
medical  care  for  hepatitis  but  will  not  tell 
where  he  lives.  A teen-age  girl  thinks  she 
is  pregnant  but  fears  her  parents’  retribu- 
tion. A sixteen-year-old  youth  confides  that 
he  is  experimenting  with  amphetamines. 
These  and  similar  related  problems  fre- 
quently pose  serious  ethical  and  legal  di- 
lemmas to  both  physician  and  hospital. 
These  dilemmas  lie  between  the  adolescent’s 
need  for  treatment  to  restore  or  preserve 
health  and  his  right  to  confidentiality  on  the 
one  hand  and  the  rights  of  his  parents  to 
consent  to  the  care  of  their  minor  child  on 
the  other.  A physician’s  moral  and  ethical 
obligation  to  heal  and  his  equally  moral  and 
ethical  obligation  to  uphold  the  laws  of  so- 
ciety are  also  in  conflict.  Adolescents  are 
turned  away  daily  from  private  physicians’ 
offices  and  hospital  clinics  or  are  treated  il- 
legally. Some  do  not  seek  medical  care  be- 
cause of  fear  of  parental  discovery.  Yet 
in  terms  of  unfulfilled  potential  and  financial 
costs  to  individual  and  community,  the 
greatest  health  needs  of  adolescents  today 
lie  in  the  devastating  problems  of  venereal 

* This  study  was  partially  supported  by  the  Bureau  of 
Maternal  and  Child  Health,  State  of  New  York  Department 
of  Health. 


disease,  out-of-wedlock  pregnancy,  drug 
abuse  and  addiction,  and  their  underlying 
emotional  problems.  But  it  is  in  these  very 
conditions  that  the  law  significantly  impedes 
rendering  competent  and  prudent  health 
care. 

Statutory  and  case  law  is  relatively  rigid 
in  its  requirement  of  parental  consent  for 
minors  for  medical,  surgical,  and  dental  care 
and  is  often  unclear  in  what  constitutes  per- 
missible exceptions. 

A minor  is  best  served  by  a mature,  con- 
cerned, caring,  and  responsible  parent  being 
his  “ombudsman”  in  matters  relating  to  his 
health  and  well-being.  The  rights  of  parents 
to  give  consent  for  medical  care  rests  in  their 
fulfillment  of  such  a role.  Yet  in  reality 
many  parents  have  totally  or  in  part  re- 
linquished this  role  for  a variety  of  reasons : 
their  own  emotional  incapacity,  existence  of 
such  distance  between  parent  and  child  that 
communication  fails,  or  volitional  endow- 
ment of  the  rights  of  adulthood  on  a minor 
who  has  such  capacity.  For  the  adolescent 
who  is  thus  alienated  or  emancipated  to  be 
told  he  must  have  his  parents’  consent  prior 
to  treatment  of  his  health  problem  may  well 
result  in  his  refusing  care  if,  indeed,  he  has 
come  for  help  in  the  first  place.  Therefore, 
in  some  circumstances  parental  rights  will 
have  to  be  set  aside,  at  least  temporarily,  so 
that  health  care  may  be  instituted  without 
delay  which  may  seriously  and  permanently 
injure  the  youth  and  others.  Of  course,  ulti- 
mate solution  of  the  youth’s  problem  may  re- 
quire parental  involvement. 

New  York  State  law  has  already  recog- 
nized the  need  to  waive  parental  rights  in 
several  significant  but  limited  ways  (Ap- 
pendix I) : 

1.  Examination  and  treatment  by  a pub- 
lic health  officer  of  any  person  suspected  of 
being  infected  with  venereal  disease  is  man- 
datory. Submission  to  such  treatment  is 
compulsory.  The  law  by  implication  dis- 
penses with  the  patient’s  consent  regardless 
of  his  status  as  a minor  or  adult.  Additional 
provisions  requiring  confidentiality  of  the 
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record  prohibits  disclosure  to  the  parent  or 
guardian  of  a minor. 

2.  Minors  of  age  eighteen  years  and  over 
are  permitted  to  donate  blood  without  ob- 
taining parental  consent. 

3.  A person  age  eighteen  years  or  over 
may  apply  for  his  voluntary  admission  to  a 
mental  hospital.  A proposed  “study”  bill  to 
be  introduced  in  1970  would  reduce  the  age  to 
sixteen  years  and  also  proposes  to  reduce 
from  age  twenty-one  to  eighteen  the  age  for 
voluntary  admission  by  an  alcohol  addict. 

4.  A regional  State  or  city  welfare 
agency  is  permitted  to  dispense  with  ob- 
taining the  consent  of  a parent  or  guardian 
before  providing  prenatal  and  postnatal  care 
outside  the  family  home  to  an  unmarried 
minor  and  her  out-of-wedlock  child.  This 
statute  also  adds  a safeguard  to  preserve 
the  confidentiality  of  the  minor’s  status  by 
permitting  the  welfare  commissioner  to  sub- 
stitute his  consent  to  medical  care  and  treat- 
ment for  that  normally  furnished  by  a par- 
ent. 

5.  Sale  or  distribution  of  nonprescription 
pharmaceutical  contraceptives  by  duly 
licensed  pharmacists  to  persons  sixteen 
years  of  age  and  over  is  allowed. 

6.  A married  minor  is  legally  liable  for 
payment  of  his  medical  bills  and  cannot  dis- 
affirm such  a contract  by  reason  of  his  mi- 
nority as  he  can  in  other  circumstances. 

Venereal  disease 

The  law  recognizes  the  seriousness  of 
venereal  disease  to  the  individual  and  com- 
munity by  waiving  the  usual  requirement  of 
consent.  It  also  recognizes  the  right  of 
the  minor  to  confidentiality.  But  it  is 
limited  in  that  these  provisions  apply  only  to 
legally  designated  health  officers.  A phy- 
sician or  hospital  may  be  authorized  by  a 
health  officer  to  treat  venereal  disease  in  a 
person  who  wishes  to  receive  care  volun- 
tarily, but  this  then  becomes  a contractual 
arrangement  between  patient  and  physician. 
In  such  circumstances  parental  consent  is 
still  required  as  for  treatment  of  other  dis- 
eases. 

The  law,  then,  intends  the  minor  to  be 
treated,  his  confidences  respected,  and  the 
community  protected.  Many  youths,  how- 
ever, will  not  seek  care  from  a governmental 
source,  such  as  the  health  officer,  or  are  ig- 
norant of  their  rights  to  receive  confidential 
care  through  this  facility.  In  seeking  care 
instead  from  a private  physician  or  hospital, 
his  confidences  cannot  be  respected  legally. 
Thus  a large  number  of  youths  may  not  ever 
come  to  treatment  or  not  until  late  in  the 
course  of  disease.  The  law  needs  to  be 


amended  to  allow  private  physicians  and 
hospital  clinics  to  examine  and  treat  youths 
for  venereal  disease  on  the  same  basis  as  a 
health  officer.* 

It  is  estimated  that  while  the  total  number 
of  persons  infected  with  gonorrhea  in- 
creases at  a progressively  higher  rate  each 
year,  the  number  of  teen-ager  youths,  fif- 
teen to  nineteen  years,  who  become  infected 
rises  even  more  rapidly.  In  the  United 
States  between  1966  and  1967,  the  number 
of  cases  increased  by  15.1  per  cent  for  all 
ages  but  by  20.2  per  cent  for  the  teen-ager 
group.1 

In  1967,  450  of  every  100,000  youths,  fif- 
teen to  nineteen  years  old,  in  New  York  were 
reported  to  have  gonorrhea.1  Since  surveys 
have  indicated  that  approximately  3.4  times 
as  many  youths  are  treated  as  are  reported,1 
a more  nearly  accurate  estimate  of  incidence 
suggests  that  1 of  every  75  youths,  fifteen  to 
nineteen  years  old,  in  New  York  State  was 
treated  for  this  disease. 

In  New  York  City  alone  4,560  cases  were 
reported  in  this  age  group.  Even  300  cases 
occurred  among  those  fourteen  years  of  age 
and  under.2  These  figures  can  then  be  in- 
terpolated to  indicate  that  some  16,524  cases 
of  gonorrhea  were  treated  in  New  York  City 
in  1967.  In  this  same  year  the  rate  for  pri- 
mary and  secondary  syphilis  in  New  York 
State  decreased  for  all  age  groups  except 
adolescents  for  whom  the  rate  remained  es- 
sentially unchanged  at  20.2  per  100,000. 
About  3.7  as  many  persons  are  treated  as 
are  reported.  Thus  a truer  rate  for  youths 
treated  may  be  75  per  100,000  of  the  teen- 
age population. 

In  New  York  City  245  cases  of  primary 
and  secondary  syphilis  were  reported  among 
fifteen-  to  nineteen-year-old  youths.  Again 
interpolating,  one  arrives  at  an  incidence 
of  906.5  treated  cases  in  1967.  It  should  be 
kept  in  mind  that  all  these  figures  represent 
treated  cases,  and  many  more  unknown 
youths  have  active  or  hidden  untreated  dis- 
ease. 

Few  diseases  occur  with  such  frequency 
in  this  age  group  as  does  gonorrhea.  Few, 
if  untreated,  have  such  insidious  and  hidden 
morbidity  as  syphilis.  The  legislative 
change  recommended  can  be  a significant 

* The  law  was  recently  changed  (L.  1970,  c.  361)  to  per- 
mit the  treatment  of  venereal  disease  in  a person  under 
twenty-one  years  of  age  without  consent  or  knowledge  of 
parent  or  guardian. 
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step  toward  better  control  of  a serious  haz- 
ard to  individual  persons  and  community 
alike. 

Pregnancy 

The  law  recognizes  that  in  some  circum- 
stances parents  cannot  meet  the  needs  of 
their  pregnant  daughters  and  again  protects 
the  minor’s  right  of  confidentiality  in  allow- 
ing a welfare  official  to  act  “in  loco  parentis" 
to  provide  pre-  and  postnatal  care.  Such 
third-party  involvement  is  in  the  good  in- 
terest of  the  minor.  But  what  about  the 
adolescent  who  does  not  make  such  contact 
with  welfare  services?  Often  in  near  panic, 
for  fear  of  parental  rejection  or  retribution, 
she  does  not  know  to  whom  to  turn  or  what 
to  do.  She  may  make  efforts  to  abort  her- 
self, and  she  usually  puts  off  care  as  long  as 
she  can.  It  is  well  recognized  that  the  un- 
married mother  receives  less  prenatal  care, 
and  that  she  and  her  infant  are  at  a signifi- 
cantly greater  health  risk,  than  is  the  mar- 
ried mother.3  Except  for  the  young  girls 
fourteen  years  and  under,  for  whom  there 
may  well  be  special  hazards,  these  findings 
are  constant  for  all  but  the  oldest  age  group 
and  correlate  directly  with  the  quality  and 
quantity  of  medical  care  and  environment. 4-0 
Pakter  et  al.7  have  shown  that  unmarried 
pregnant  women  are  slower  to  accept  pre- 
natal care  and  in  general  receive  poorer 
medical  care  than  do  their  married  counter- 
parts. In  1964,  19.6  per  cent  of  babies  born 
out  of  wedlock  were  premature  compared 
with  7.7  per  cent  of  babies  born  in  wedlock. 
Fetal  deaths  were  almost  twice  as  great  in 
patients  pregnant  out  of  wedlock  as  in  pa- 
tients pregnant  in  w’edlock.  Pre-eclampsia 
and  eclampsia  are  more  frequent  among 
single  girls.  Maternal  deaths  in  unmarried 
women  were  four  times  greater  than  oc- 
curred in  married  women,  21.3  per  10,000 
live  births  versus  5 per  10,000  live  births.7 

Yet  for  those  women  pregnant  out  of  wed- 
lock and  cared  for  in  shelters,  14  per  cent  of 
those  eighteen  years  old  and  under  in  1963, 
the  premature  birth  rate  dropped  to  that  for 
patients  pregnant  in  wedlock.3  Sarrel8  has 
shown  virtual  elimination  of  complications 
to  unmarried  pregnant  adolescent  girls  by  a 
comprehensive  program  in  good  prenatal 
care  and  has  significantly  reduced  the  inci- 
dence of  second  pregnancies.  The  health  of 
the  adolescent  girl  and  that  of  her  unborn 


child  must  be  protected  by  legally  allowing 
prenatal  care  at  the  earliest  possible  time 
even  for  those  adolescent  girls  unable  to  in- 
volve their  parents.  Parental  consent  should 
not  be  a necessary  prerequisite.  Such  per- 
mission does  not  eliminate  later  involvement 
of  parents,  which  may  often  be  necessary  in 
planning  for  the  future  of  the  teen-age 
mother  and  her  child. 

An  equally  if  not  more  significant  question 
is  how  one  might  prevent  the  unwanted  preg- 
nancy in  the  first  place.  For  adolescents, 
fifteen  to  nineteen  years  of  age,  the  preva- 
lence of  illegitimate  births  reported  by 
35  states  has  increased  more  than  twofold 
from  7.4  out-of-wedlock  births  per  1,000  un- 
married teen-age  girls  in  1940  to  16.7  per 
1,000  in  1965.  Approximately  43  to  44  per 
cent  of  unmarried  mothers  are  under  twenty 
years  of  age.9  For  those  adolescents  with 
one  pregnancy  out  of  wedlock,  Sarrel8  de- 
termined a recurrence  rate  of  95  per  cent  in 
the  absence  of  a specific  postnatal  care  pro- 
gram for  100  out-of-wedlock  adolescent 
primigravida  girls. 

In  New  York  City  in  1967  it  was  esti- 
mated that  there  were  8,050  out-of-wedlock 
births  to  adolescents  fifteen  through  nine- 
teen years  of  age.  Of  all  out-of-wedlock 
births  one-third  occur  among  teen-age  girls 
fifteen  to  nineteen  years  old.  This  contrasts 
with  the  1958  statistics  of  3,194  out-of-wed- 
lock  births  in  this  age  group.  The  magni- 
tude and  growth  of  the  problem  is  apparent 
when  one  reviews  such  available  statistics.10 

While  the  larger  number  of  such  births 
occurs  to  nonwhite  teen-age  girls,  the  ac- 
tual per  cent  increase  is  marked  for  all  eth- 
nic groups.  Indeed,  the  actual  rate  of  in- 
crease from  1958  through  1967  was  about 
equal  for  all,  at  about  a 2.5-fold  increase. 
Births  among  white  teen-age  girls  in- 
creased from  618  to  1,610,  births  among 
Puerto  Rican  youths  increased  from  473  to 
1,138,  and  births  occurring  in  nonwhite 
youths  increased  from  2,139  to  5, 306. 10 

Such  increases  in  pregnancies  out  of  wed- 
lock indicate  the  failure  of  social  and  moral 
sanctions  to  control  sexual  activity.  Al- 
though the  law  can  be  interpreted  to  recog- 
nize the  need  for  contraception  in  the  minor, 
or  minimally  recognizes  the  reality  of  ob- 
taining such  contraceptive  materials  in  a 
drugstore,  it  only  permits  the  use  of  the  least 
effective  contraceptive  materials,  namely 
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foams,  jellies,  and  condoms.  If  indeed  the 
law  recognizes  that  few  minors  can  be  ex- 
pected to  request  their  parents  to  assist  in 
providing  them  with  contraceptives,  should 
not  the  law  permit  use  of  the  most  effective 
ways  of  controlling  conception?  Adequate 
contraception  is  vital  in  averting  unwanted 
pregnancies  for  adolescents  as  well  as  for 
adults.  The  physician  should  be  granted  at 
least  equal  license  with  the  pharmacist  in 
providing  this.  The  parents  certainly  have 
the  right  to  expect  their  moral  wishes  to  be 
respected  and  neither  invaded  nor  under- 
mined. Yet  neither  should  the  concerned 
physician  allow  so  many  lives  to  be  harmed 
by  forced  unhappy  marriages,  by  social 
ostracism,  by  terminated  education,  by  wel- 
fare dependency  perpetuation,  or  by  serious 
injury  resulting  from  illegal  abortion.  The 
situation  exists  apart  from  moral  rights  and 
wrongs.  Such  tragedies  must  be  prevented 
by  providing  contraception  materials  to 
minors  without  parental  consent  if  these  are 
the  only  terms  on  which  most  adolescents 
will  seek  competent  medical  advice  and 
treatment. 

Drug  abuse  and  addiction 

Today  few  adolescents  proceed  through 
their  high  school  years  without  the  oppor- 
tunity to  try  marihuana,  hallucinogens,  bar- 
biturates, amphetamines,  or  narcotics.  In 
New  York  City,  as  well  as  other  urban  areas, 
it  can  be  expected  that  a majority  of  youths 
will  have  experimented  with  one  or  more  of 
these  agents,  and  that  an  unknown  number 
will  have  become  habituated  or  addicted. 
Most  of  the  youths  treading  the  narrow  line 
between  experimentation  and  addiction  or 
habituation  do  not  tell  their  parents  and 
usually  do  not  regard  themselves  in  a posi- 
tion of  mental  or  physical  health  hazard. 
Frequently  the  physician  treating  an  ado- 
lescent for  other  health  needs  or  complaints 
uncovers  a serious  drug  problem.  Were  he 
required  to  advise  the  parent  prior  to  treat- 
ment, the  adolescent  would  not  be  apt  to 
give  such  confidences.  The  hazard  of  drug 
abuse  is  such  that  here  too  the  greater  good 
of  the  youth  is  served  by  permitting  him  to 
give  self-consent  for  treatment  when  paren- 
tal involvement  is  refused. 

Since  drug  addiction  and  serious  abuse 
have  their  origins  in  emotional  instability, 
the  statute  permitting  self-consent  for  hos- 


pitalization for  mental  disorders  is  relevant 
and  implies  legislative  concern  for  youths 
with  serious  emotional  problems.  Indeed 
this  legislation  should  be  expanded  to  per- 
mit both  hospital  and  ambulatory  care  of 
the  minor  without  parental  consent. 

Emancipation 

The  preceding  situations  have  all  been 
discussed  as  they  relate  to  an  adolescent 
living  at  home,  technically,  at  least,  under 
the  dominion  and  control  of  his  parents. 
What  about  the  youth  no  longer  living  at 
home,  or  if  living  at  home  has  assumed  the 
rights  and  responsibilities  of  adulthood  as 
a wage  earner,  marital  partner,  or  even  a 
war  veteran?  Indeed  there  are  many  young 
people  under  age  twenty-one  who  are  most 
responsible  and  certainly  mature  enough  to 
give  an  informed  consent.  Such  is  recog- 
nized by  New  York  law  in  many  other  mat- 
ters. A girl  eighteen  years  old  may  give 
consent  for  marriage.  A boy  at  age  nine- 
teen is  no  longer  subject  to  youthful  offender 
laws.  Eighteen-year-old  youths  of  both 
sexes  are  deemed  mature  enough  to  handle 
the  effects  of  drinking  alcohol  as  well  as 
old  enough  to  drive  a car.  The  New  York 
Department  of  Social  Services  permits 
granting  of  public  assistance  to  a person 
over  sixteen  years  of  age  who  has  com- 
pleted his  compulsory  education,  who  is  liv- 
ing separate  and  apart  from  his  family, 
and  who  is  not  in  receipt  of  or  in  need  of 
foster  care.11  Yet  technically  no  youth  un- 
der twenty-one  years  of  age  can  be  treated 
for  so  much  as  a sore  throat  without 
his  parents’  consent.  The  contradictions 
speak  for  themselves.* 

Today  many  adolescents,  as  young  as 
thirteen  and  fourteen  years  of  age,  have 
left  home.  Each  city  has  its  East  Village 
or  Haight-Asbury  areas,  a place  to  which 
youths,  alienated  from  home  and  family, 
escape  from  the  real  or  fantasied  unbear- 
able circumstances  of  their  lives.12  Such 
youths  often  live  in  crowded  and  unhy- 
gienic conditions.  Borderline  malnutrition 
is  common.  Respiratory  illness,  hepatitis, 
venereal  disease,  and  drug  problems  are 

•The  law  recently  has  been  changed  (L.  1970,  c.  607) 
to  provide  for  dnig  abuse  treatment  of  persons  sixteen  years 
or  less,  and  the  recent  change  in  motor  vehicle  law  referable 
to  operating  a vehicle  under  the  influence  of  alcohol  ( L. 
1970,  c.  275)  provides  for  chemical  tests  of  any  person. 
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frequent.  These  diseases  cannot  be  allowed 
to  go  unchecked  in  those  minors  who  will 
not  seek  help  if  parental  consent  is  a pre- 
condition. Youths  not  living  at  home, 
should  be  permitted  to  consent  for  medical, 
surgical,  and  dental  care.  Similar  provi- 
sions should  also  be  afforded  to  those  youths 
living  at  home  who  have  indicated  their 
assumption  of  an  adult  role  by  virtue  of 
marriage,  employment,  or  having  achieved 
their  eighteenth  birthday. 

Comment 

To  recapitulate,  it  is  proposed  that  legis- 
lative change  is  needed  in  the  following 
areas : 

1.  To  permit  a minor  living  apart  from 
his  parent  or  legal  guardian  to  consent  to 
medical,  surgical,  and  dental  care. 

2.  To  permit  both  married  and  employed 
minors,  even  if  living  at  home,  to  consent 
to  medical,  surgical,  or  dental  care. 

3.  To  permit  minors  to  consent  for  treat- 
ment for  venereal  disease,  pregnancy,  or 
serious  risk  thereof  which  would  endanger 
emotional  or  physical  health,  drug  abuse  or 
addiction,  and  emotional  disturbance. 

The  purpose  of  such  legislative  change 
is  designed  to  meet  those  very  real  health 
needs  wherein  the  parent  cannot  effectively 
exercise  control  to  the  ultimate  detriment 
of  the  child  himself.  The  issue  is  also 
raised  as  to  whether  or  not  the  adolescent 
has  rights  separate  from  parental  rights, 
as  in  the  right  to  confidentiality.  While 
it  is  the  author’s  belief  that  adolescents  do 
have  such  rights,  this  in  no  way  diminishes 
the  health  needs  answered  by  such  change. 

That  such  legislative  directions  are  not 
without  precedent  elsewhere  is  evidenced 
by  the  growing  number  of  states  which  have 
enacted  or  have  pending  bills  pertaining 
to  one  or  more  of  these  areas.13-15  Nine- 
teen states  currently  have  one  or  more  bills 
enacted  or  pending  and  4 states  have  bills 
pending.  Of  these  19  states,  7 permit 
emancipated  minors  to  receive  care  without 
parental  consent.  A total  of  9 states  so 
endow  married  minors;  8 permit  the  preg- 
nant minor  to  consent  to  care  relevant  to 
her  pregnancy;  and  11  allow  treatment  of 
the  minor  with  venereal  disease  on  their 
own  consent.  Notable  among  them  are 
California  for  its  broad  coverage  defining 


emancipation  and  permitting  the  nonemanci- 
pated  minor  to  consent  for  care  of  venereal 
disease  and  pregnancy  and  Mississippi  for 
its  concept  of  the  mature  minor  in  permit- 
ting an  unemancipated  minor  of  “sufficient 
intelligence  to  understand  and  appreciate 
the  consequences  of  care”  to  give  consent. 
A recent  legislative  enactment  in  Illinois 
stands  as  a landmark  by  permitting  the 
rendering  of  birth  control  services  to  any 
minor  w’ho  is  pregnant,  has  consent  of 
parent,  is  referred  for  such  services  by 
physician,  clergyman,  or  planned  parent- 
hood agency,  or  to  w'hom  the  failure  to 
provide  such  services  would  create  a serious 
health  hazard  (Appendix  II). 

Pilpel  and  Wechsler14  have  recently  pre- 
sented a detailed  legal  analysis  and  inter- 
pretation of  such  laws  as  they  provide  en- 
lightenment on  the  provision  of  contracep- 
tion to  minors. 

Additional  noteworthy  comments  are  of- 
fered in  the  Hospital  Law  Manual 13  and  by 
Russell.1516 

New'  York  State  itself  has  moved  for- 
ward to  meet  progressively  the  needs  of 
the  minor  and  the  community  in  the  signifi- 
cant statutes  discussed.  The  statute  per- 
mitting drugstores  to  sell  nonprescription 
contraceptive  materials  bespeaks  an  intent 
and  may  wrell  validate  the  provision  of 
prescriptions  for  contraceptives  to  the  minor 
by  a physician.  The  permission  for  an 
eighteen-year-old  youth  to  donate  blood  is 
particularly  significant  since  this  is  an 
action  w’hich  does  not  benefit  the  minor. 
The  general  obligation  law  recognizes  the 
assumption  of  an  adult  role  in  certain  cir- 
cumstances by  endowing  the  married  minor 
with  the  obligation  to  pay  his  medical  bills 
for  which  he  has  entered  into  contract.  In 
a round-about  way  this  implies  the  law’s 
intent  to  permit  a married  minor  to  consent 
for  his  own  medical  care. 

In  larger  measure  the  overriding  consid- 
eration of  New'  York  statute  and  case  laws 
has  always  been  and  continues  to  be  uphold- 
ing the  principle  of  preserving  the  interests 
of  the  minor  child.  The  proposals  herein 
recommended  are  in  accord  with  that  prin- 
ciple. The  physical  and  emotional  well-be- 
ing of  its  youth  and  all  citizens  is  essential 
to  the  well-being  of  the  larger  community. 
At  times  society  must  modify  traditional 
roles  and  relationships  to  achieve  this  end. 
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Summary 

1.  Adolescents  have  certain  major  health 
care  needs  the  treatment  of  which  is  im- 
peded by  the  conflict  between  the  law  which 
requires  parental  consent  for  treatment  and 
the  adolescent’s  refusal  to  enter  into  health 
care  with  this  precondition  because  of  the 
sensitive  nature  of  the  problem  or  because 
of  his  alienation  from  his  family. 

2.  The  problems  in  treating  minors  with 
venereal  disease,  pregnancy,  drug  abuse  and 
addiction,  and  emotional  disturbances  and 
also  in  treating  minors  with  other  illnesses 
who  are  not  living  at  home  can  be  eased  by 
appropriate  legislation  herein  suggested. 

3.  Such  legislative  change  upholding  the 
principle  of  preserving  the  interests  of  the 
minor  child  have  precedent  in  the  trends  of 
currently  existing  New  York  statutes  and  in 
bills  enacted  or  pending  throughout  the 
country. 
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APPENDIX  I 

New  York  Laws  Pertaining  to  Consent 
and  Health  Care  of  the  Minor 
Public  Health  Law;  Article  23;  Control 
of  Venereal  Diseases 

Section  2300.  Venereal  disease;  examination 
or  isolation. 

1.  Whenever  a health  officer  to  whom 
cases  of  venereal  diseases  are  required  to  be 
reported  shall  have  reasonable  ground  to 
believe  that  any  person  within  his  jurisdic- 
tion is  infected  with  any  venereal  disease, 
such  health  officer  may  cause  a medical  ex- 
amination to  be  made  for  the  purpose  of  as- 
certaining whether  such  person  is  in  fact  in- 
fected with  such  disease  in  a stage  which  is 
or  may  become  communicable. 

2.  Every  such  person  shall  submit  to  such 
examination  and  permit  such  specimens  of 
blood  or  bodily  discharges,  or  both,  to  be 
taken  for  laboratory  examination  as  may  be 
necessary  to  establish  the  presence  or  ab- 
sence of  such  disease,  or,  upon  refusal  to  do 
so,  such  person  shall  be  isolated  by  such 
health  officer. 

3.  The  required  examination  may  be  made 
by  the  health  officer  or  by  a physician  selected 
by  him,  or  at  the  option  of  the  person  to  be 
examined,  by  a licensed  physician  who,  in  the 
opinion  of  such  health  officer,  is  qualified  to 
make  such  medical  examination  and  is  ap- 
proved by  him. 

Section  2304.  Venereal  disease;  treatment 
facilities;  administration. 

2.  The  health  officer  of  said  health  dis- 
trict shall  administer  these  facilities  (de- 
fined in  subsection  1)  and  shall  promptly 
examine  or  arrange  for  the  examination  of 
persons  suspected  of  being  infected  with 
venereal  disease,  and  shall  promptly  insti- 
tute treatment  or  arrange  for  the  treatment 
of  those  found  or  otherwise  known  to  be  in- 
fected with  a venereal  disease,  provided  that 
any  person  may,  at  his  option,  be  treated  at 
his  own  expense  by  a licensed  physician  of 
his  choice. 

Section  2306.  Venereal  disease;  reports  and 
information,  confidential. 

All  reports  or  information  secured  by  a 
board  of  health  or  health  officer  under  the 
provisions  of  this  article  shall  be  confidential 
except  in  so  far  as  is  necessary  to  carry  out 
the  purposes  of  this  article. 

Social  Service  Law;  Section  398  Responsi- 
bility of  Public  Welfare  Districts  for  the 
Welfare  of  Children 

(5a)  . . .When  in  the  judgement  of  a pub- 
lic welfare  official  needed  care  cannot  be  pro- 
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vided  in  the  home  of  a minor  pregnant  with 
an  out-of-wedlock  child  and  he  has  made  a 
determination  pursuant  to  subdivision  one  of 
Section  132  of  this  chapter  not  to  make  an  in- 
vestigation of  the  circumstances  of  such 
minor  and  not  require  support  from  persons 
liable  therefore,  the  authorization  of  such 
public  welfare  official  of  necessary  medical 
care  for  such  minor  shall  have  the  same  force 
and  effect  as  a consent  executed  by  a parent 
or  guardian  of  such  minor. 

Mental  Hygiene  Law;  Section  71,  Men- 
tally ILL;  VOLUNTARY  ADMISSION;  INFORMAL 
ADMISSION. 

1.  Pursuant  to  rules  and  regulations  es- 
tablished by  the  commissioner,  the  director  of 
any  hospital  may  receive  and  retain  therein 
as  a voluntary  patient  any  person  suitable  for 
care  and  treatment,  who  voluntarily  makes 
written  application  therefore  on  a form  pre- 
scribed by  the  commissioner,  or  if  such  per- 
sons be  under  eighteen  years  of  age  such 
written  application  shall  be  made  by  the 
parent  or  legal  guardian  or  next-of-kin  of 
such  person.  . . . 

Study  bill;  S.E.  5227,  1969-1970  regular 
session;  would  reduce  the  age  in  Section  71 
to  sixteen  years. 

General  Obligations  Law;  Section  3-102, 
Obligation  of  certain  minors  for  hospital, 

MEDICAL,  AND  SURGICAL  TREATMENT  AND  CARE. 

1.  An  obligation  incurred  by  a married 
minor  for  hospitalization,  medical  and  sur- 
gical treatment  and  care  for  such  minor  or 
such  minor’s  children  shall  not  be  voidable 
because  of  minority.  For  the  purpose  of  this 
section  only,  subsequent  judgement  of  divorce 
or  annulment  shall  not  alter  the  obligation 
previously  incurred.  Added  L.  1968,  c.  697, 
effective  September  1,  1968. 

Public  Health  Law;  Article  31;  Section 
3123,  Blood  donors  of  the  age  of  eighteen 

YEARS  OR  OVER. 

Any  person  of  the  age  of  eighteen  years  or 
over  shall  be  eligible  to  donate  blood  in  any 
voluntary  and  non-compensatory  blood  pro- 
gram without  the  necessity  of  obtaining  pa- 
rental permission  or  authorization. 

Added  L.  1968,  c.  158,  effective  April  8, 
1968.* 

Education  Law;  section  6804-b,  Sale  of 
articles  for  prevention  of  conception. 

The  sale  or  distribution  of  any  instrument 
or  article  or  any  recipe,  drug,  or  medicine  for 
the  prevention  of  conception  is  authorized 
only  by  a duly  licensed  pharmacy  and  such 
sale  or  distribution  to  a minor  under  the  age 
of  sixteen  years  is  prohibited.  An  adver- 
tisement or  display  of  said  articles,  within  or 
without  the  premises  of  such  pharmacy  is 
hereby  prohibited. 

Added  L.  1967,  c.  680,  Section  25,  effective 
September  1,  1967. 

* Amendments  to  this  section  of  the  Public  Health  Law 
permit  the  giving  only  to  a voluntary  and  noncompensatory 

program. 


APPENDIX  II 

State-by-state  analysis  of  enacted  or 
pending  statutes  pertaining  to  con- 
sent of  the  minor  for  health  care. 
Omitted  states  have  no  such  stat- 
utes. 

Alaska:  Enacted.  A minor  may  consent  to 
examination  and  treatment  relating  to  ve- 
nereal disease.  A female  over  the  age  of  fifteen 
years  may  consent  to  examination  treatment 
relating  to  pregnancy.  Alaska  Statute,  Sec- 
tion 25.20.020  (1962)  ; Section  09.65.100  (Supp. 
1968). 

Arizona:  Enacted.  Emancipated  and  mar- 

ried minors  may  effectively  consent  to  medical 
and  surgical  treatment.  Arizona  Revised  Stat- 
ute Annual,  Section  1-215,  (Supp.  1967). 

Arkansas:  Pending.  An  act  empowering 

minors  to  give  consent  to  treatment  for  ve- 
nereal disease,  and  for  “other  purposes.”  H.B. 
number  302. 

California:  Enacted.  Married  minors  may 
consent  to  medical  and  surgical  care.  An  un- 
married pregnant  minor  may  consent  to  medical 
and  surgical  care  related  to  her  pregnancy.  A 
minor  who  is  at  least  twelve  years  of  age  may 
consent  to  medical  or  surgical  treatment  of  any 
infectious,  contagious,  or  communicable  disease 
which  is  required  to  be  reported  to  the  local 
health  officer.  A minor  eighteen  years  of  age 
or  older  may  consent  to  being  a blood  donor. 
California  Civil  Code  Annual,  Section  25,  25.6 
(1967);  Section  34.6-34.7  (Supp.  1968);  and 
25.5  (Supp.  1968). 

“A  minor  fifteen  years  of  age  or  older  who 
is  living  separate  and  apart  from  his  parents 
or  legal  guardian,  whether  with  or  without  the 
consent  of  a parent  or  guardian,  and  regardless 
of  the  duration  of  such  separate  residence,  and 
who  is  managing  his  own  financial  affairs,  re- 
gardless of  the  source  of  his  income  may  give 
consent  to  hospital  care.  . .or  medical  or  sur- 
gical diagnosis  or  treatment  to  be  rendered 
by  a physician  and  surgeon  licensed  under  the 
provision  of  the  State  Medical  Practice  Act.  . . . 
Such  consent  shall  not  be  subject  to  dis- 
affirmance because  of  minority. . .”  California 
Civil  Code  Annual,  Section  34.6  (Supp.  1968). 

Colorado:  Enacted.  The  physician  is  re- 

lieved from  both  civil  and  criminal  liability  by 
reason  of  having  made  a diagnostic  examination 
for  venereal  disease  when  consulted  by  a minor 
patient  requesting  same.  Colorado  Revised 
Statute  66-9-2  (Supp.  1967). 

Pending.  To  authorize  minors  over  fifteen 
years  of  age  and  living  awray  from  home  to  con- 
sent to  medical  and  dental  services. 

Connecticut:  Enacted.  Physicians  who 

work  in  public  health  departments  or  agencies, 
or  public  or  private  hospitals,  or  clinics  are  re- 
lieved from  liability  when  treating  minors  for 
venereal  disease  without  parental  consent. 
Connecticut  General  Statute  Annual,  19-89a 
(Supp. 1968) 

Pending.  To  permit  the  pregnant  minor  to 
consent  to  treatment,  and  to  prevent  the  phy- 
sician from  notifying  the  parent  without  the 
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minor’s  permission.  To  permit  minors  to  con- 
sent to  treatment  for  addiction. 

Delaware:  Pending.  To  allow  minors  to 

give  written  consent  for  medical  examination 
and  treatment  in  case  of  pregnancy  or  infec- 
tious disease.  (Consent  Bill  number  272) 

To  allow  minors  living  away  from  home  to 
give  written  consent  for  their  own  medical 
treatment.  (Consent  Bill  number  441). 

Georgia:  Enacted.  Authorizes  health  de- 

partments to  provide  family  planning  services 
to  persons  who  are  either  married,  the  parent 
of  at  least  one  child,  pregnant,  or  to  any  per- 
son requesting  such  services.  Title  99,  (Chap- 
ter 99-31)  Georgia  Code;  Act  974  Georgia 
Laws  1968.  (Georgia  authorities  consider  this 
to  include  unmarried  minors). 

Pending.  To  permit  emergency  care  of 
minors  without  consent  of  parents. 

Hawaii:  Enacted.  Authorizes  a minor 

fourteen  years  and  older  to  consent  to  medical 
care  and  services  for  pregnancy  or  venereal 
disease.  Such  consent  shall  be  valid  and  bind- 
ing as  if  said  minor  had  achieved  his  or  her 
majority.  Requires  informing  spouse,  parent, 
or  guardian  of  the  minor  so  afflicted  with  or 
without  the  consent  of  said  minor  patient. 
Hawaii  Revised  Laws  tit.  2c.ll,  Section  2 
(1955);  H.B.  No.  279  (Laws  1968). 

Illinois:  Enacted.  Married  minors  may 

consent  to  medical  and  surgical  care.  An  un- 
married pregnant  minor  may  consent  to  medical 
and  surgical  care  related  to  her  pregnancy. 
Illinois  Annual  Statutes,  Sections  18.1;  18.2 
(1966) 

Permits  the  rendering  of  birth  control  serv- 
ices to  any  minor  who  is  pregnant,  has  con- 
sent of  parent,  is  referred  for  such  services  by 
physician,  clergyman,  or  a planned  parenthood 
agency,  or  to  whom  failure  to  provide  such  serv- 
ices would  create  a serious  health  hazard. 
H.B.  2732,  adopted  June  24,  1969. 

Pending.  To  permit  emergency  care  of  mi- 
nors without  consent  of  parent;  to  permit  cer- 
tain minors  to  consent  to  treatment  of  venereal 
disease;  and  to  permit  certain  minors  to  consent 
to  medical  and  surgical  care  for  self  and 
spouse. 

Indiana:  Enacted.  Emancipated  minors 

may  effectively  consent  to  medical  and  surgical 
care.  Married  minors  living  with  their  spouse, 
or  married  minors  who  are  parents  may  effec- 
tively consent.  Indiana  Statutes  Annotated, 
Section  35-4407  et  seq.  (Supp.  1967). 

Kansas:  Enacted.  An  unmarried  preg- 

nant minor  may  consent  to  medical  and  surgical 
care  related  to  her  pregnancy  where  no  parent 
or  guardian  is  available.  Kansas  Statutes  An- 
nual, Section  38-122  (Laws  1967). 

Permits  State  Board  of  Health  to  establish 
family  planning  centers  for  use  by  any  person 
over  eighteen  years  old  and  married  or  who  has 
been  referred  to  such  center  by  a licensed  phy- 
sician. Kansas  Revised  Statute  Chapter  23, 
Article  5,  23-501  (Supp.  1967). 

Maryland:  Enacted.  A minor  can  effec- 

tively consent  to  examination  and  treatment 


for  venereal  disease  when  he  or  she  suspects  the 
possibility  of  having  contracted  venereal  dis- 
ease. Married  minors  or  minors  who  “profess” 
to  be  married  may  effectively  consent  to  medi- 
cal and  surgical  care.  A minor  who  is  or  pro- 
fesses to  be  pregnant  may  effectively  consent, 
but  such  consent  is  ineffective  if  the  surgery 
is  not  directly  connected  with  the  pregnancy. 
Maryland  Code  Annual,  Section  149D  (Supp. 
1967). 

Massachusetts:  Enacted.  Physicians  are 

relieved  from  liability  against  claim  of  assault 
or  an  assault  and  battery  when  the  doctor  acts 
under  the  authority  of  the  Department  of 
Health,  namely  working  in  a public  clinic  rather 
than  private  office.  Massachusetts  General 
Laws  Annual,  Section  117  (1958). 

Michigan:  Enacted.  The  State  Commis- 

sioner of  Health,  with  the  concurrence  of  the 
State  Council  of  Health,  may  promulgate  regu- 
lations to  authorize  the  examination  and  treat- 
ment of  minors  without  the  consent  of  parents 
or  guardian.  Act  6,  PA  1942;  Act  272,  PA 
1919. 

Minnesota:  Pending.  To  permit  certain 

minors  to  consent  to  medical  and  surgical  care 
for  self  and  spouse. 

Mississippi:  Enacted.  Married  (ceremonial 
and  common  law)  and  emancipated  minors  may 
effectively  consent  to  medical  and  surgical  care. 
An  unmarried  pregnant  minor  may  consent  to 
medical  and  surgical  treatment  given  in  connec- 
tion with  pregnancy  or  child  birth. 

Any  person  standing  in  “loco  parentis,” 
whether  formally  serving  or  not,  may  consent 
for  the  minor  to  medical  and  surgical  treatment. 

An  unemancipated  minor  of  sufficient  intelli- 
gence to  understand  and  appreciate  the  conse- 
quences of  the  proposed  surgical  or  medical 
treatment  may  effectively  consent.  Mississippi 
Code  Annual,  0.6  Section  7129-81  (Laws  1967). 

Montana:  Pending.  To  permit  minors  to 

consent  to  treatment  for  venereal  disease. 

Nebraska:  Enacted.  Allows  a physician  to 
examine  and  treat  a minor  for  venereal  disease 
or  possible  venereal  disease  provided  the  minor 
gives  written  consent  to  such  treatment.  The 
physician  is  required  to  notify  the  parent  or 
guardian  of  such  treatment  if  not  emancipated 
from  parental  authority.  Nebraska  Revised 
Statute  L280  (Laws  1967). 

Nevada:  Enacted.  Married  and  emanci- 

pated minors  may  consent  to  medical  and  sur- 
gical care.  Nevada  Revised  Statute,  Section 
129.030  (Supp.  1967). 

New  Jersey:  Enacted.  Married  minors 

may  consent  to  medical  and  surgical  care.  An 
unmarried  minor  may  consent  to  care  related 
to  her  pregnancy.  A minor  who  is  or  professes 
to  be  afflicted  with  venereal  disease  may  con- 
sent to  medical  or  sugical  care  related  to  the 
disease.  The  “Introductory  Statement”  to  this 
law  recognizes  that  venereal  disease  is  a subject 
which  may  be  open  to  “reproach”  within  the 
family  and  that  the  increasing  problems  in 
this  area  make  it  necessary  to  allow  minors 
greater  freedom  in  receiving  service  without 
the  necessity  of  either  knowledge  or  consent  of 
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the  parent.  New  Jersey  Statute  Annual,  Sec- 
tion 9:17A-1  (Supp.  1967),  Sections  9:17A-4; 
9:17A-5  (1968  Regular  Session). 

New  Mexico:  Enacted.  Emancipated  and 

lawfully  married  minors  may  effectively  con- 
sent to  medical  and  surgical  care.  Any  person 
standing  in  “loco  parentis”  may  effectively  con- 
sent for  a minor  in  cases  of  emergency  when 
the  parents  of  the  minor  cannot  be  located. 
New  Mexico  Statute  Annual,  Section  12-12-1 
et  scq.  (Supp.  1967). 

New  York:  See  Appendix  I. 

Oregon  : Enacted.  County  health  and  wel- 

fare departments  are  authorized  to  offer  family 
planning  or  birth  control  services  to  “every 
patient  who  is  a member  of  a family  whose 
annual  income  does  not  exceed  $6,000.”  Ore- 
gon Laws,  Chapter  491,  HB  1640  (1967). 

Pennsylvania:  Enacted.  Minors  eighteen 

years  or  older,  or  married,  or  graduates  of  high 


Water  fluoridation  successful 


Fluoridation  has  established  a twenty-five- 
year  record  of  success  in  the  prevention  of 
tooth  decay,  and  has  demonstrated  conclusively 
that  the  cost  of  corrective  dental  care  for  chil- 
dren in  a city  without  fluoridation  is  more  than 
twice  as  much  as  the  cost  in  a city  with  fluori- 
dation, Dr.  David  B.  Ast  of  the  State  of  New’ 
York  Department  of  Health  asserts.  Dr.  Ast,  a 
dentist  and  public  health  administrator,  de- 
clared at  the  Fifth  International  Water 
Quality  Symposium  that  regular  use  of  con- 
trolled water-borne  fluoride,  beginning  in  early 
infancy,  prevents  the  onset  of  tooth  decay  by 
about  60  per  cent  compared  with  areas  not  us- 
ing fluoride.  Moreover,  loss  of  teeth  as  the 
result  of  decay  is  reduced  70  to  90  per  cent. 

The  beneficial  effect  of  fluoride  on  teeth  was 
discovered  accidentally  in  the  course  of  investi- 
gating dental  disfigurements  (mottled  enamel) 
found  in  communities  where  the  fluoride  ion 
occurred  naturally  in  high  concentration  in 
drinking  water.  Investigation  into  the  cause 
of  mottled  enamel  on  the  teeth  of  many  persons 
in  one  community  disclosed  the  cause  to  be 
high  concentrations  of  fluoride.  However,  the 
same  study  revealed  that  there  was  less  tooth 
decay.  The  investigators  discovered  that  when 
fluoride  was  present  in  a ratio  of  one  part  per 
million,  tooth  decay  decreased  60  per  cent  and 
there  was  no  disfiguring  of  the  eramel. 

The  first  controlled  addition  of  fluoride  to 
drinking  water  began  in  1945  in  three  cities: 


school,  or  who  have  been  pregnant  can  consent 
to  medical,  dental,  and  health  services.  A phy- 
sician can  treat  any  minor  when  he  deems  there 
is  risk  to  life  or  health  of  said  minor,  and  any 
minor  may  consent  to  diagnosis  and  treatment 
of  pregnancy,  venereal  disease,  or  other  re- 
portable diseases.  Act  Number  10,  Laws  1970. 

Rhode  Island:  Enacted.  Minors  may  effec- 

tively consent  for  examination  and  treatment 
for  venereal  disease.  General  Laws  of  Rhode 
Island,  Section  23-11-11  (Supp.  1967). 

Virginia:  Enacted.  Any  person  eighteen 

years  of  age  or  older  who  has  been  separated 
from  the  custody  of  his  parent  or  guardian  may 
consent  to  medical  and  surgical  care.  Virginia 
Code  Annual,  Section  32-137  (Supp.  1968). 

Washington:  Enacted.  Minors  fourteen 

years  and  older  may  effectively  consent  for  ex- 
amination and  treatment  for  venereal  disease. 
(HB  309,  1969). 


Newburgh,  New  York,  Grand  Rapids,  Michi- 
gan, and  Brantford,  Ontario.  Fluoride’s  ef- 
fectiveness in  Newburgh  was  tested  in  com- 
parison with  Kingston.  Both  are  mid-Hudson 
cities  of  about  30,000  population.  Fluoride  was 
added  to  the  Newburgh  water  supply  in  the 
recommended  one  part-per-million  ratio.  King- 
ston has  a natural  trace  of  fluoride,  only  0.05 
parts  per  million. 

Dr.  Ast  said  a recently  completed  six-year 
study  showed  that  it  cost  more  than  twice  as 
much  for  needed  corrective  dental  care  in 
Kingston  than  in  Newburgh.  This  has  “tre- 
mendous implications  in  terms  of  tax  dollars,” 
Dr.  Ast  said,  noting  that  dental  care  for 
Medicaid  recipients  in  New  York  State  last 
year  cost  $133  million. 

Nor  were  any  adverse  effects  noted.  Vital 
statistics  for  Newburgh  and  Kingston  resi- 
dents for  the  years  1940  to  1964  for  births,  in- 
fant deaths,  neonatal  deaths,  stillbirths,  ma- 
ternal deaths,  and  deaths  from  cancer  and  car- 
diovascular-renal disease  showed  no  unfa- 
vorable effects  from  fluoride  ingestion  in  New- 
burgh. 

At  the  present  time,  twenty-five  years  after 
the  first  fluoridation  programs  began,  more 
than  2,500  public  water  systems  serving  about 
84  million  persons  in  nearly  5,000  communities 
in  the  United  States  are  fluoridated.  Else- 
where in  the  world,  30  nations  have  adopted 
fluoridation.  Dr.  Ast  said  that  critics  of 
fluoridation  “have  not  been  able  to  present  a 
single  substantiated  case  in  which  ingested 
fluorides  at  the  recommended  level  have  caused 
any  deleterious  health  effect.” 
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New  York’s  New  Physicians 

1969 

JOHN  W.  PAIGE,  PH.D. 
Albany,  New  York 

Director  of  Professional  Licensing,  University 
of  the  State  of  New  York,  State  Education  Department 


Eighty  years  ago,  the  Board  of  Regents, 
which  is  the  governing  body  of  the  Univer- 
sity of  the  State  of  New  York  and  the  State 
Education  Department,  was  given  responsi- 
bility for  licensing  physicians  in  New  York 
State.  Since  1891,  the  Department  has  is- 
sued more  than  85,000  licenses  to  practice 
medicine.  Slightly  more  than  47,000  physi- 
cians, including  osteopathic  physicians,  are 
currently  registered  for  practice  in  the 
State.  Not  all  of  these  physicians,  of  course, 
are  actually  practicing  in  the  State. 

Characteristics  of  new  licensees 

A total  of  7,267  new  physicians  were  li- 
censed in  New  York  State  during  the  calen- 
dar years  1967,  1968,  and  1969.  The  follow- 
ing general  observations  are  made  concern- 
ing the  2,435  new  physicians  licensed  during 
1969* 

Medical  education.  Twenty-nine  per 
cent  are  graduates  of  medical  schools  lo- 
cated in  New  York  State.  Thirty-six  per 
cent  are  graduates  of  medical  schools  lo- 
cated in  other  states  or  parts  of  the  United 
States.  Somewhat  more  than  2 per  cent  are 
Canadian  medical  graduates,  and  32  per  cent 
are  foreign  medical  graduates. 

Examinations  passed.  Fifty-five  per 
cent  were  licensed  after  passing  national 
board  examinations,  33  per  cent  after  pass- 
ing licensing  examinations  in  other  states, 

* For  a description  of  the  characteristics  of  new  physi- 
cians licensed  during  the  calendar  years  1067  and  1968, 
see  New  York  State  J.  Med.  69:  2689  (Oct.  15)  1969. 


TABLE  I.  Location  of  medical  school  and  types  of 
examinations  passed  by  2,435  physicians  licensed 
in  New  York  State  in  1969 


Location  of 
Medical 
School 

Licensing 

Examination 

Num- 

ber 

Per 

Cent 

New  York 

National  board 

692 

28.4 

New  York 

Other  state 

16 

0.7 

New  York 

New  Y ork  State 

6 

0.2 

Other  state 

National  board 

622 

25.5 

Other  state 

Other  state 

243 

10.0 

Other  state 

New  York  State 

17 

0.8 

Canada 

National  board 

31 

1.3 

Canada 

Other  state 

23 

0.9 

Canada 

New  York  State 

3 

0.1 

Foreign 

National  board 

0 

0.0 

Foreign 

Other  state 

524 

21.5 

Foreign 

New  York  State 

258 

10.6 

Totals 

2,435 

100.0 

and  12  per  cent  after  passing  the  New  York 
State  licensing  examination  in  medicine. 

Age.  Approximately  17  per  cent  of  the 
new  physicians  were  thirty-nine  years  of 
age  or  older,  42  per  cent  were  in  the  twenty- 
nine  to  thirty-eight  age  group,  and  41  per 
cent  were  under  the  age  of  twenty-nine. 
Seventy-five  per  cent  of  the  newly  licensed 
physicians  over  thirty-nine  years  of  age 
were  foreign  medical  graduates. 

Sex.  Eighty-nine  per  cent  of  the  new 
physicians  are  men.  Of  the  269  female  phy- 
sicians, 108  are  foreign  medical  graduates. 

Basis  of  licensure 

One  of  the  basic  requirements  for  profes- 
sional licensure  in  New  York  State  is  pass- 
ing an  acceptable  licensing  examination. 
Four  types  of  examinations  were  accepted 
in  1969  for  medical  licensing  purposes:  (1) 

the  examination  of  the  Federation  of  State 
Medical  Boards,  known  as  FLEX  and  desig- 
nated by  the  New  York  State  Board  of  Med- 
ical Examiners  as  the  State  medical  licens- 
ing examination;  (2)  examination  for  the 
certificate  of  the  National  Board  of  Medical 
Examiners;  (3)  examination  for  the  cer- 
tificate of  the  National  Board  of  Examiners 
for  Osteopathic  Physicians  and  Surgeons; 
and  (4)  examinations  of  other  state  medical 
boards  considered  equivalent  by  the  Board 
of  Medical  Examiners  for  licensure  by  en- 
dorsement. The  Board  of  Regents  has  broad 
discretionary  powers  under  Section  211  of 
the  Education  Law  to  make  determinations 
where  substantial  equivalency  is  involved. 
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TABLE  II.  Location  of  medical  schools  attended 
by  2,435  physicians  licensed  in  New  York  State  in 
1969 


Location  of 
Medical  School 

Number 

Per  Cent 

New  York 

714 

29.3 

Pennsylvania 

158 

6.5 

Massachusetts 

98 

4.0 

Philippines 

97 

4.0 

Illinois 

96 

3.9 

Maryland 

79 

3.3 

Canada 

57 

2.4 

Italy 

50 

2.1 

District  of  Columbia 

48 

2.0 

Iran 

47 

1.9 

India 

45 

1.9 

California 

41 

1.7 

Missouri 

41 

1.7 

Cuba 

40 

1.6 

New  Jersey 

30 

1.2 

Ohio 

30 

1.2 

Switzerland 

30 

1.2 

Turkey 

30 

1.2 

Argentina 

29 

1.2 

Korea 

27 

1.1 

Germany 

26 

1.1 

Haiti 

25 

1.0 

Connecticut 

24 

1.0 

England 

24 

1.0 

Spain 

23 

0.9 

North  Carolina 

20 

0.8 

Other  states 

217 

8 9 

Other  countries 

289 

11.9 

Totals 

2,435 

100.0 

The  numbers  of  domestic,  Canadian,  and 
foreign  medical  graduates  who  were  licensed 
after  passing  national  board,  other  state 
(endorsement),  or  the  State  licensing  exam- 
ination (FLEX)  are  shown  in  Table  I. 
Graduates  of  medical  schools  in  the  United 
States  and  Canada  generally  present  evi- 
dence of  having  passed  national  board  ex- 
aminations or  out-of-state  examinations, 
while  foreign  medical  graduates  generally 
present  evidence  of  having  passed  examina- 
tions in  other  states  or  pass  the  State  li- 
censing examinations. 

Doctors  of  osteopathy.  Only  39  of  the 
2,435  physicians  licensed  in  New  York  State 
in  1969  were  holders  of  the  degree  of  doctor 
of  osteopathy.  Eighteen  of  the  39  passed 
the  examination  of  the  National  Board  of 
Examiners  for  Osteopathic  Physicians  and 
Surgeons,  17  passed  examinations  in  other 
states,  and  4 passed  the  New  York  State 
licensing  examination  in  medicine. 

Location  of  medical  schools.  Medical 
schools  attended  by  physicians  licensed  in 


New  York  State  in  1969  are  shown  in  Table 
II.  Medical  schools  located  in  New  York 
State,  Pennsylvania,  Massachusetts,  Illinois, 
Maryland,  and  the  District  of  Columbia  con- 
tributed nearly  50  per  cent  of  the  new  li- 
censees. Medical  graduates  from  other 
countries  including  97  from  the  Philippines, 
57  from  Canada,  50  from  Italy,  47  from 
Iran,  45  from  India,  40  from  Cuba,  and  30 
each  from  Switzerland  and  Turkey. 

Where  New  Yorkers  studied.  Premedi- 
cal schools  and  medical  schools  attended  by 
newly  licensed  physicians  who  were  born  in 
New  York  State  are  given  in  Tables  III  and 
IV.  More  than  80  per  cent  of  the  885  native 
New  Yorkers  completed  their  premedical 
studies  in  New  York,  Massachusetts,  Penn- 
sylvania, or  New  Jersey.  Less  than  2 per 
cen*  completed  their  premedical  studies  in 
Canada  or  in  foreign  countries.  While  75 
per  cent  of  the  native  New  Yorkers  attended 
medical  schools  in  New  York,  Illinois,  Penn- 
sylvania, Massachusetts,  or  Maryland,  sig- 
nificant numbers  also  attended  medical 
schools  in  Italy,  Canada,  Switzerland,  and 
Belgium. 

Performance  on  State 
licensing  examination 

As  indicated  earlier,  only  12  per  cent  of 
the  2,435  physicians  licensed  in  1969  were 
licensed  by  passing  the  medical  licensing  ex- 
amination given  in  New  York  State.  Table 
V indicates  the  small  number  of  graduates 
of  medical  schools  in  the  United  States  and 
Canada  who  were  licensed  after  passing  the 
State  examination ; the  vast  majority  of  such 
candidates  passed  either  national  board  ex- 
aminations or  examinations  prepared  by 
boards  of  examiners  in  other  states.  Of  the 
283  physicians  licensed  by  examination  in 
1969,  257  are  foreign  medical  graduates. 
About  58  per  cent  of  them  passed  the  exami- 
nation on  the  first  attempt,  while  10  per  cent 
took  five  or  more  examinations  before  pass- 
ing. 

Since  1964,  the  Board  of  Regents  has  re- 
quired foreign  medical  graduates  to  present 
evidence  of  having  passed  the  examination 
of  the  Educational  Council  for  Foreign  Med- 
ical Graduates  (ECFMG)  before  being 
granted  admission  to  the  New  York  State 
medical  licensing  examination.  In  addition, 
all  foreign  graduates  are  required  to  com- 
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TABLE  III.  Location  of  premedical  schools  at- 
tended by  885  physicians  born  in  New  York  State 
and  licensed  in  this  State  in  1969 


Location  of 
Premedical  School 

Number 

Per  Cent 

New  York 

545 

61.6 

Massachusetts 

69 

7.8 

Pennsylvania 

55 

6.2 

New  Jersey 

37 

4.2 

Connecticut 

24 

2.7 

Maryland 

19 

2.2 

Ohio 

16 

1.8 

New  Hampshire 

12 

1.4 

Indiana 

9 

1.0 

North  Carolina 

9 

1.0 

Vermont 

8 

0.9 

Wisconsin 

8 

0.9 

District  of  Columbia 

7 

0.8 

Rhode  Island 

7 

0.8 

California 

6 

0.7 

Illinois 

6 

0.7 

Michigan 

5 

0.5 

Other  states 

30 

3.4 

Canada 

5 

0.5 

Foreign  countries 

8 

0.9 

Totals 

885 

100.0 

plete  one  or  two  years  of  approved  hospital 
training  in  the  United  States,  or  equivalent 
hospital  training  as  determined  by  the  Board 
of  Regents.  Examination  performance  sta- 
tistics issued  by  the  Educational  Council  for 
Foreign  Medical  Graduates  indicated  that 
less  than  half  of  the  foreign  medical  gradu- 
ates passed  the  ECFMG  examination  at 
either  of  the  two  annual  sessions.  Studies 
conducted  by  the  New  York  State  Education 
Department  have  shown  that  success  on  the 
ECFMG  examination  correlates  highly  with 
success  on  the  State  licensing  examination. 

General  observations 

Facts  concerning  newly  licensed  physi- 
cians reveal  New  York’s  increased  depend- 
ence on  medical  graduates  from  other 
states  and  countries.  The  critical  need  for 
medical  services  in  virtually  all  states  and 
nations  suggests  that  none  can  afford  any 
major  loss  of  qualified  physicians. 

Paramount  in  health  manpower  problems 
is  the  matter  of  the  high  cost  and  long  dura- 
tion of  medical  education.  Without  doubt, 
every  nation  or  state  which  helps  to  under- 
write the  cost  of  education  for  health  per- 
sonnel is  greatly  concerned  with  the  ultimate 


TABLE  IV.  Location  of  medical  schools  attended 
by  885  physicians  born  in  New  York  State  and 
licensed  in  this  State  in  1969 

Location  of 
Medical  School 

Number  Per  Cent 

New  York 

514 

58.1 

Illinois 

47 

5.3 

Pennsylvania 

47 

5.3 

Massachusetts 

33 

3.7 

Maryland 

27 

3.1 

Italy 

25 

2.8 

District  of  Columbia 

22 

2.5 

Canada 

17 

1.9 

Missouri 

15 

1.7 

Switzerland 

14 

1.6 

New  Jersey 

13 

1.5 

Connecticut 

11 

1.2 

California 

9 

1.0 

Iowa 

9 

1.0 

Belgium 

9 

1.0 

Ohio 

6 

0.7 

Wisconsin 

5 

0.6 

Other  states 

46 

5.2 

Other  foreign  countries 

16 

1.8 

Totals 

885 

100.0 

TABLE  V.  Number  of  times  the  New  York  State 
licensing  examination  was  taken  by  283  physicians 
who  were  licensed  by  examination  in  1969 

Location  of  Medical  School 
Number  of  For- 

Times  eign 


Examination 
Was  Taken 

New 

York 

Other 

State 

Can- 

ada 

Coun- 

try 

One 

5 

12 

3 

150 

Two 

1 

4 

0 

40 

Three 

0 

0 

0 

26 

Four 

0 

0 

0 

16 

Five 

0 

0 

0 

11 

Six 

0 

0 

0 

4 

Seven  or  more 

0 

1 

0 

10 

Totals 

6 

17 

3 

257 

availability  of  the  specialized  manpower  in 
which  it  has  invested. 

Because  of  the  increasing  mobility  of  med- 
ical graduates,  continued  emphasis  must  be 
placed  on  achieving  reasonable  consistency 
in  standards  of  medical  education.  Further- 
more, it  is  evident  that  each  nation  or  state 
should  carry  a fair  share  of  the  cost  of  pre- 
paring vitally  needed  health  personnel. 

800  North  Pearl  Street 
Albany,  New  York  12204 
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The  Heart,  the  Head, 
and  the  Halakhah 

RABBI  AZRIEL  ROSENFELD,  PH.D.,  D.H.L. 

College  Park,  Maryland 

Professor  of  Computer  Science,  University 
of  Maryland 


Tell  me,  where  is  fancy  bred? 
Or  in  the  heart,  or  in  the  head? 

William  Shakespeare: 

The  Merchant  of  Venice,  III,  2. 


W HEN  !S  A PERSON  ALIVE?  In  a recent  ar- 
ticle I1  raised  but  did  not  attempt  to  answer 
the  following  question:  How  much  of  a 

person’s  body  can  be  replaced  by  artificial 
limbs  and  organs  before  he  is  no  longer  a 
“man”?  Is  he  a “man”  as  long  as  his  brain 
remains  intact? 

Clearly,  no  one  would  question  the  fact 
that  an  amputee  is  still  legally  a person;  but 
what  if  vital  organs  have  been  removed  and 
replaced  by  mechanical  devices?  What  if 
the  heart  has  been  replaced  by  a pump? 
What  if  the  head  has  been  severed  from  the 
body  and  is  being  kept  alive  (and  conscious) 
by  circulating  oxygenated  blood  through  it, 
as  has  already  been  done  for  short  periods 
with  animals?  Conversely,  suppose  that  a 
person’s  body  has  been  kept  clinically  alive 
through  the  use  of  a heart-lung  machine  so 
that  both  of  the  classical  halakhic  criteria 
for  life,  heartbeat  and  respiration,  are  pres- 
ent; does  this  always  imply  that  the  person 
is  legally  alive?  In  particular,  would  he  be 
legally  alive  even  if  his  brain  had  been  re- 
moved or  destroyed  ? 

It  is  important  to  distinguish  between  the 


questions  just  raised  and  the  problem  of  de- 
fining death  by  the  Halakhah,  the  codified 
body  of  Jewish  law,  a question  of  current  in- 
terest with  heart  transplant  cases.  Our 
problem  here  is  not  one  of  life  or  death  but 
of  identity.  If  the  eye,  kidney,  or  heart  of 
a deceased  donor  is  kept  “alive,”  stored  in  an 
organ  bank,  no  one  would  claim  that  the 
donor  is  still  legally  alive;  whereas  if  the 
donor  still  lives,  even  though  he  lacks  cer- 
tain limbs  or  organs,  no  one  would  question 
his  legal  existence.  But  where  do  we  draw 
the  line?  In  w'hat  part  of  the  body  does  a 
person’s  legal  identity  reside,  so  that  if  that 
part  still  lives,  he  is  legally  alive  but  not 
otherwise? 

The  Talmud  rules  that  a person  is  not 
legally  dead  until  his  spirit  has  departed,--3 
so  long  as  there  is  soul  within  him,  even  if 
he  is  dismembered.4  But  are  there  organs 
whose  removal  immediately  makes  a person 
legally  dead?  In  particular,  if  we  find  that 
a certain  organ  is  regarded  by  our  rabbinical 
authorities  as  the  seat  of  the  soul,  may  we 
conclude  that  it  is  also  the  seat  of  legal  iden- 
tity, so  that  the  person  is  legally  alive  only 
while  that  organ  lives? 

Where  does  the  soul  reside? 

According  to  our  understanding  today, 
the  seat  of  the  personality  is  the  brain,  but 
there  are  many  Biblical  and  Talmudic  pas- 
sages which  imply  that  the  heart,  not  the 
brain,  is  the  seat  of  the  intellect  as  well  as 
of  the  emotions.  Actually,  however,  the 
matter  has  long  been  in  dispute : 

Where  may  wisdom  be  found?*  This 
teaches  us  that  Solomon  was  searching  to 
determine  the  seat  of  wisdom.  Rabbi  Elie- 
zer  says,  “in  the  head”;  Rabbi  Joshua  says 
“in  the  heart”  . . . And  why  was  wisdom  put 
in  the  heart?  Because  all  the  limbs  depend 
on  the  heart . . .s 

If  we  identify  “wisdom”  here  with  the 
personality,  we  can  apparently  conclude  that 

* Job  28,  12. 
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there  are  two  views  regarding  the  seat  of  a 
person’s  identity.  This  might  in  turn  imply 
that  there  is  a halakhic  difference  of  opinion 
regarding  our  problem : According  to  Rabbi 
Eliezer,  a person  is  legally  alive  only  so  long 
as  his  head,  that  is,  his  brain,  still  lives, 
while  according  to  Rabbi  Joshua,  whose 
opinion  is  usually  followed  in  disputes  with 
Rabbi  Eliezer,  it  is  the  heart  not  the  brain 
that  matters.  In  fact,  this  dispute  is  ac- 
tually cited  in  the  responsa  literature  in  con- 
nection with  a juridical  problem  closely  re- 
lated to  ours,  namely,  whether  a creature 
can  live  even  for  a short  time  if  it  has  no 
heart.6 

On  closer  consideration,  however,  the 
halakhic  sources  on  organs  whose  removal 
causes  instant  death  are,  if  anything,  clearer 
with  regard  to  the  head  than  the  heart. 
True,  in  connection  with  the  laws  of  kosher 
slaughtering  Rabbi  Joseph  Karo  lists  both 
heart  and  brain  in  this  category: 

[Maimonides]  counted  among  [the  organs 
which  make  an  animal  tref  if  they  are  con- 
genitally] missing,  or  removed,  or  dupli- 
cated, only  those  limbs  whose  removal  or  ab- 
sence the  animal  can  survive  for  a short 
time;  but  limbs  whose  removal  [the  animal] 
cannot  survive  for  even  a little  while,  he  did 
not  count,  for  this  would  not  be  called  tref 
but  rather  nevelah,  that  is,  already  dead. 
And  similarly  for  a limb  which  [the  animal] 
cannot  be  formed  without,  such  as  the  brain, 
the  heart,  the  gullet,  and  the  windpipe,  he 
did  not  count  them,  because  they  are  impossi- 
ble cases?7 

However,  many  authorities  disagree  with 
the  ruling  that  the  absence  or  removal  of  the 
heart  makes  an  animal  nevelah,  for  example, 
Rabbi  Jonathan  Eibeschutz: 

For  the  concept  that  removal  of  the  heart 
[makes  an  animal]  nevelah,  we  have  found 
no  clear  proof,  nor  even  mention  in  the  words 
of  our  sages;  only  Maimonides,  in  his  great 
wisdom  and  study  of  nature,  regarded  this 
as  established,  since  the  condition  of  the  body 
if  it  is  missing  is  one  of  nevelah.  But  his 
reverence  took  precedence  over  his  wisdom; 
therefore  in  all  of  the  chapters  [of  his  code] 
he  did  not  wish  to  classify  it  as  nevelah, 
since  he  found  no  support  for  this  in  the 
words  of  our  sages,  and  did  not  wish  to  rule 
on  the  basis  of  his  intellect.  . . therefore  he 
did  not  count  such  cases  anywhere.  How- 
ever, neither  did  he  want  to  write  the  oppo- 
site, against  reason  and  the  facts  of  nature 
according  to  his  opinion;  therefore  he  did  not 
count  them  as  tref  either,  but  ignored 
them.  . 


On  the  other  hand,  all  authorities  agree 
that  if  an  animal’s  head  is  cut  off,  it  becomes 
nevelah,  for  example,  “Animals  do  not  make 
one  unclean  [as  nevelah ] until  their  spirits 
have  departed;  if  their  heads  have  been  cut 
off,  even  though  they  are  still  twitching,  they 
are  unclean,  for  it  is  like  the  tail  of  a lizard 
which  twitches  [even  after  the  lizard  is 
dead].”9  All  authorities  agree  that  if  most 
of  an  animal’s  neck  has  been  severed,  it  is 
nevelah,  and  a man,  too,  is  regarded  as  dead 
for  purposes  of  uncleanness.10  Many  hold 
that  even  cutting  the  windpipe  or  piercing 
the  gullet  makes  an  animal  nevelah,  but  it 
does  not  make  a man  legally  dead;  in  par- 
ticular, he  can  still  divorce  his  wife.11  In 
fact,  removal  of  the  head  is  proverbial  as  a 
sure  cause  of  death:  “Can  the  head  be  cut 

off  without  [the  creature]  dying?”12 

In  any  event,  even  if  it  is  agreed  that  the 
removal  of  a given  organ  causes  instant  le- 
gal death,  it  does  not  follow  that  that  organ 
must  be  the  seat  of  the  identity;  it  is  cer- 
tainly conceivable  that  there  are  organs 
which  are  absolutely  essential  to  life  even 
though  they  do  not  contain  the  soul.  A 
more  interesting  line  of  reasoning  regarding 
the  head  as  the  halakhic  seat  of  the  soul  can 
be  derived  from  the  literature  dealing  with 
people  having  two  heads: 

Palemo  asked  Rabbi  Yehudah  ha-Nasi, 
“If  one  has  two  heads,  on  which  of  them 
does  he  put  the  phylacteries?”  He  replied, 
“Either  go  into  exile  or  receive  excommunica- 
tion!” Just  then  a man  came  and  said  to 
him,  “A  child  has  been  born  to  me  who  has 
two  heads;  how  much  must  I give  the  priest 
[to  redeem  this  first-born]?”  A certain  old 
man  came  and  taught  him,  “He  must  give 
him  ten  selaim  [rather  than  the  usual  five].” 
Is  this  so?.  . . [Yes;]  here  the  Torah  (Num. 
3,  47)  made  it  depend  on  the  “skull,”  [and 
if  a child  has  two  skulls,  both  must  be  re- 
deemed].1* 

These  sources  would  appear  to  imply  that 
a person  with  two  heads  is  still  only  a single 
person.  Indeed,  were  there  any  possibility 
of  his  being  two  people,  each  brain  having 
its  own  soul,  one  alternative  would  be  that 
phylacteries  have  to  be  put  on  both  heads. 
Similarly,  if  the  infant  were  two  children, 
only  one  of  them  would  be  the  first-born,  and 
the  other  would  not  have  to  be  redeemed  at 
all.  The  Talmud  rules  that  if  a child  is  born 
with  “two  backs  and  two  spines”  Tand  pre- 
sumably also  two  heads?],  the  mother  does 
not  become  ritually  unclean,  since  such  a 
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child  cannot  possibly  live.14  Here,  too,  no 
mention  is  made  of  the  possibility  that  it 
might  legally  be  two  children.  However, 
there  are  other  sources  which  allow  for  the 
possibility  that  a two-headed  man  may  le- 
gally be  two  people: 

There  is  no  such  [creature]  in  this  world; 
but  we  find  in  the  Midrash  that  [the  demon] 
Ashmedai  brought  out  from  under  the  earth, 
before  King  Solomon,  a man  who  had  two 
heads.  He  took  a wife  and  begat  sons,  [one] 
like  him  having  two  heads  and  [some]  like 
his  wife  having  one  head.  When  they  came 
to  divide  their  father’s  property,  the  one  with 
two  heads  asked  for  two  shares,  and  they 
came  to  judgment  before  Solomon.  Solomon, 
in  his  wisdom,  boiled  water,  covered  up  one 
of  the  heads  and  poured  the  boiling  water  on 
the  other  head;  from  the  pain  of  the  boiling 
water,  both  heads  cried  out.  Said  Solomon: 
“One  may  conclude  from  this  that  both  heads 
have  a single  origin,  and  he  is  legally  one 
man.”"* 

From  this  last  source  it  appears  that  a 
man  with  two  heads  would  legally  be  two 
people  if  the  heads  had  independent  feelings. 
In  a case  of  Siamese  twins  joined  at  the 
head,  but  having  distinct  heads  and  bodies, 
Rabbi  Jacob  Reischer  ruled  that  they  were 
like  two  separate  persons  in  all  respects.16 
Indeed,  the  very  fact  that  such  questions 
arose  in  connection  with  cases  of  two  heads 
but  not  of  two  hearts  would  appear  to  indi- 
cate that  the  head,  not  the  heart,  is  the  only 
possible  seat  of  the  identity. 

The  sources  just  cited,  although  they  may 
be  suggestive,  do  not  provide  incontroverti- 
ble evidence  with  regard  to  our  problem. 
However,  we  may  also  appeal  to  contem- 
porary evidence.  In  all  the  furor  over  heart 
transplant  operations,  no  one  has  questioned 
the  identity  of  the  recipient.  There  is  much 
concern  over  the  fact  that  the  donor  may  be 
killed  if  his  heart  is  taken  prematurely,  even 
though  his  heart  is  being  kept  alive  in  the 
recipient’s  body.  If  the  halakhic  seat  of  the 
identity  were  the  heart,  the  donor  is  not  be- 
ing killed ; rather,  his  heart  is  being  given  a 
new  body,  and  it  is  the  recipient  who  is  be- 
ing killed,  since  his  heart  is  discarded. 

For  the  foregoing  reasons  it  seems  per- 
missible to  conclude  that  the  brain,  not  the 
heart,  is  the  halakhic  seat  of  identity.  Thus, 
a person  is  legally  alive  only  if  his  brain  is 
still  alive;  if  the  brain  has  been  removed  or 
destroyed,  even  though  the  body  is  still  clini- 
cally alive,  the  person  is  legally  dead.  In 
such  a situation  it  seems  clear  that  there 


would  be  no  obligation  to  keep  the  body 
“alive,”  since  the  injunction  to  preserve  life 
( pikuach  nefesh)  cannot  apply  after  the 
spirit  ( nefesh ) has  departed.  Conversely,  if 
the  brain  could  be  kept  alive  in  the  absence 
of  the  rest  of  the  body,  it  seems  plausible 
that  the  person  would  be  regarded  as  legally 
alive.* 

Brain  transplants 

If  these  conclusions  are  valid,  a host  of 
fascinating  possibilities  arises.  What  if  one 
person’s  brain  were  transplanted  into  the 
body  of  another  person  whose  brain  had 
been  destroyed?  By  our  previous  conclu- 
sions, only  the  donor  is  legally  alive  in  such 
a case,  since  his  brain  is  still  alive,  while  the 
recipient  is  legally  dead  even  though  all  of 
his  body  except  for  the  brain  is  still  alive. 
In  particular,  the  transplanted  donor  still 
owns  his  property,  is  still  married  to  his 
wife,  and  so  on,  whereas  the  recipient’s  es- 
tate has  passed  to  his  heirs,  his  wife  is  a 
widow,  and  so  on. 

More  serious  difficulties  might  arise  in 
cases  in  which  the  donor  and  the  recipient 
are  not  of  equal  legal  status.  For  example, 
suppose  that  one  is  a Jew  and  the  other  a 
non-Jew,  one  is  a kohen  (that  is,  of  priestly 
descent)  and  the  other  a non -kohen,  one  is 
an  adult  and  the  other  a child,  or  one  is  a 
man  and  the  other  a woman.  In  such  cases, 
what  would  the  status  of  the  transplanted 
donor  be?  Analogous  cases  arise  if  one  ac- 
cepts the  cabalistic  doctrine  of  reincarna- 
tion; however,  in  reincarnation  it  is  pre- 
sumably the  form  of  the  new  body  which  de- 
termines its  legal  status,  whereas  in  our 
case  we  have  assumed  that  the  recipient  is 
legally  dead. 

Suppose  first  that  a Jew’s  brain  is  put  into 
a non-Jewish  body.  Then  the  Jew,  who  is 
still  legally  alive  by  our  assumption,  cer- 
tainly does  not  cease  being  a Jew.  True,  his 
new  body  might  require  immersion,  as  do 
even  some  types  of  utensils  purchased  from 
a non-Jew,  and  circumcision,  as  would  the 
donor  himself  if  his  foreskin  had  grown 
back,  or  if  he  were  found  to  have  a second 
one;17’18  but  he  surely  would  not  have  to  be- 

* One  could,  of  course,  now  ask  what  part  of  the  brain 
is  the  seat  of  a person’s  identity.  In  particular,  suppose 
that  a person  could  be  divided  in  half  in  such  a way  that 
each  half  of  his  brain  remained  conscious;  would  each  half 
legally  be  the  person?  Suppose  that  a person’s  brain 
could  support  two  independent  personalities,  would  each 
of  them  legally  be  a person? 
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come  a proselyte,  since  his  personality  is 
that  of  a born  Jew.  Conversely,  putting  a 
non-Jewish  brain  into  a Jewish  body  would 
certainly  not  make  the  transplanted  person 
Jewish,  since  he  has  never  accepted  Judaism. 
If  he  wanted  to  become  a Jew,  he  would 
have  the  same  status  as  any  other  would-be 
(circumcised)  proselyte. 

The  case  of  a kohen’s  brain  in  the  body  of 
a non -kohen,  or  vice  versa,  is  perhaps  less 
straightforward.  However,  we  may  note 
that  in  general  a transplanted  donor  would 
presumably  still  be  forbidden  to  marry  his 
relatives,  even  though  genetically  his  new 
body  is  unrelated  to  them.  True,  he  would 
also  certainly  be  prohibited  from  marrying 
his  new  body’s  relatives,  but  even  artificial 
insemination  of  a relative  is  surely  pro- 
hibited. Problems  of  a comparable  nature 
would  also  arise  if  transplantation  of  repro- 
ductive organs  were  feasible.  Conceivably, 
even  in  matters  of  heredity  we  may  follow 
the  personality  rather  than  the  body;  a 
kohen  remains  a kohen  even  if  he  occupies 
the  body  of  a no n-kohen,  and  vice  versa. 

An  adult’s  brain  in  a child’s  body  would 
almost  certainly  remain  legally  adult;  true, 
his  present  body  would  lack  the  physical  and 
physiologic  signs  of  maturity,  but  he  had 
achieved  both  the  signs  and  the  chronologic 
age  in  his  former  body.  Conversely,  a 
child’s  brain  in  an  adult’s  body  would  pre- 
sumably not  become  a legal  adult,  since  his 
(that  is,  the  brain’s)  chronologic  age  is  in- 
sufficient. A more  interesting  possibility  is 
that  of  an  older  child’s  brain  transplanted 
into  a younger  child’s  body;  here,  when  the 
brain  attains  an  adult  chronologic  age,  the 
physical  and  physiologic  signs  of  maturity 
might  still  be  lacking. 

In  all  of  the  foregoing  examples,  it  ap- 
pears plausible  that  for  most  purposes  the 
transplanted  donor  would  retain  his  original 
status  rather  than  acquire  that  of  the  re- 
cipient. However,  this  approach  could  lead 
to  intolerable  difficulties  in  the  case  of  a 
man’s  brain  transplanted  to  a woman’s  body 
or  vice  versa.  If  the  transplanted  donor  re- 
mained legally  a woman,  she  eould  marry  a 
man,  or  would  remain  married  to  a man  if 
she  had  been  previously  married,  even 
though  her  new  body  would  be  that  of  a 
man.  This  type  of  brain  transplant  could 
be  construed  as  a flagrant  violation  of  the 
injunction,  “A  man’s  trappings  shall  not  be 


on  a woman,  nor  shall  a man  put  on  a 
woman’s  garment”*;  but  what  if  it  has  al- 
ready been  performed?  Are  there  halakhic 
precedents  which  allow  for  the  possibility 
that  an  individual’s  sex  can  legally  change? 

Sex  changes 

An  interesting  precedent  on  sex  change  is 
found  in  connection  with  the  legal  status  of 
an  hermaphrodite. 

I have  found  in  the  book  Maaseh  Toviah, 
in  the  essay  Olam  Katan  Ch.  5,  that  many 
expert  doctors  had  testified  that  many  her- 
maphrodites have  begotten  children  from 
their  wives,  then  afterward  married  males 
and  given  birth  to  children  like  complete  fe- 
males.16 

R.  Y.  P.  (?)  has  explained  that  one  her- 
maphrodite cannot  perform  a commandment 
on  behalf  of  another  because  even  though  the 
other  is  also  an  hermaphrodite,  at  the  time  he 
is  female  the  other  may  be  male.20 

However,  later  authorities  are  unable  to 
identify  the  author  of  this  explanation  and 
dismiss  the  view  that  an  hermaphrodite  can 
sometimes  be  male  and  sometimes  female  as 
incompatible  with  Talmudic  sources: 

I have  not  found  this  in  our  Alfasi.  More- 
over, according  to  this  it  appears  that  some- 
times it  is  male  and  sometimes  female,  as  I 
have  heard  some  saying  that  an  hermaphro- 
dite is  male  for  one  month  and  female  for  one 
month ; but  the  Talmud  and  codes  do  not  seem 
to  imply  this.  Furthermore,  if  so,  why  would 
I need  a Biblical  verse  to  exclude  the  cir- 
cumcision of  an  hermaphrodite  from  setting 
aside  the  Sabbath?  If  it  is  female  in  the 
month  of  its  birth,  this  is  obvious;  and  if  it  is 
male,  this  is  also  difficult — how  do  we  know 
that  next  month  it  will  be  female?21 

However,  it  should  be  noted  that  the  idea 
is  not  dismissed  on  the  ground  that  it  is  in- 
conceivable for  the  same  individual  to  have 
different  sexes  at  different  times. 

A more  significant  precedent  may  be  the 
following  responsum  of  Rabbi  Jacob  Em- 
den22  regarding  a child  born  with  malformed 
genital  organs,  which  the  local  courts  had 
ruled  to  be  male: 

I judge  by  what  I see  that  she  is  a com- 
plete female  in  all  respects,  and  is  not  in  the 
category  of  an  hermaphrodite  which  has  both 
male  and  female  organs,  for  here  there  are 
no  male  organs  at  all.  . . That  long  [strip  of] 
flesh.  . . cannot  be  called  a male  organ;  it  is 
only  an  excess  flap  of  flesh  growing  out  of  the 
body  and  formed  like  a sort  of  appendage, 

* Deuteronomy,  22,  5. 
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as  are  also  found  in  other  parts  of  the  body. 
And  just  because  its  external  appearance 
somewhat  resembles  that  of  a male  organ,  it 
cannot  be  called  one;  for  it  is  not  hollow,  and 
has  no  use  at  all,  and  lacks  the  function  of 
the  generative  organ,  having  no  passage  for 
the  seed  nor  for  the  exit  of  body  wastes.  . . 
and  furthermore,  it  is  split  and  torn.  . . And 
even  if  it  could  be  imagined  that  an  expert 
doctor  could  be  found  who  could  heal  the  split 
and  cause  the  walls  to  cleave  together  and 
become  one  flesh,  could  he  create  passages 
and  tubes  in  them,  and  paths  for  the  seed 
and  the  water?  The  responsum  goes  on  to 
warn  against  the  halakhic  complications  that 
will  result  from  raising  this  girl  as  a boy. 

What  if  physicians  could  build  function- 
ing male  organs  in  a child  who  was  born  fe- 
male? While  Rabbi  Emden  surely  did  not 
consider  such  a possibility  seriously,  the  pas- 
sage quoted  from  his  responsum  suggests 
that  in  such  a case,  conceivably,  the  child’s 
sex  might  legally  change  from  female  to 
male.  Thus,  the  possibility  is  opened  that  if 
a true  sex  change  operation  or  a transplant 
of  genital  organs  could  be  successfully  ac- 
complished, it  might  have  halakhic  validity 
in  changing  the  patient’s  legal  sex.  And  if 
so,  certainly  a complete  “body  transplant” — 
transfer  of  the  brain,  the  identity,  into  a 
body  of  the  opposite  sex — would  constitute 
a halakhically  valid  sex  change.  This  might 
lead  to  complex  situations  without  juridical 
precedent  (for  example,  if  a husband’s  or 
wife’s  sex  is  halakhically  changed,  is  the 
marriage  automatically  dissolved?),  but  it 
is  clearly  less  objectionable  than  to  rule  that 
a person  retains  his  original  sex  even  if  his 
body  is  now  of  the  opposite  sex. 

Conclusion 

While  brain  transplants  are  not  likely  to 


be  feasible  in  the  very  near  future,  the  pros- 
pect that  they  may  some  day  be  performed 
makes  it  desirable  to  give  some  thought  to 
the  problems  incurred.  To  me  it  appears 
quite  clear  that  the  halakhic  seat  of  a per- 
son’s identity  is  in  his  head,  “the  king  of  all 
his  limbs,”38  for  “the  king  in  a man  is  his 
head.”34  If  one  man’s  brain  is  transplanted 
into  another  man’s  body,  we  would  surely 
say  for  most  purposes  that  “the  body  goes 
after  the  head.”25  Let  us  hope  that  by  the 
time  medical  science  reaches  the  stage  when 
“the  head  cut  off  without  dying”  becomes 
possible,  the  halakhah  will  have  developed 
answers  to  the  many  perplexing  questions 
which  this  possibility  raises. 
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tunities in  surrounding  communities  of  Poughkeepsie, 
N.Y.  and  Danbury,  Conn.;  1 Vi  hr.  drive  from  New 
York  City;  variety  of  recreational  facilities  in  this 
locale;  beautiful  9-hole  golf  course  available  on 
the  grounds  of  the  hospital.  Send  resumes  to:  Dt. 
Lawrence  P.  Roberts,  Director,  Harlem  Valley  State 
Hospital,  Wingdale,  N.Y.,  12594.  Phone:  (914) 
832-321  1. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


PHYSICIAN  (M.D.  OR  D.O.).  G.P.  TO  ASSIST  G.P. 
one  day  a week.  New  Jersey  license.  Call  William  May, 
M.D.,  at  (212)  524-2975,  or  write  47  West  34th  St.,  Room 
202,  New  York,  N.Y.  10001. 


HEALTH  COMMISSIONER— CHEMUNG  COUNTY 
(population  100,000),  south  central  New  York  near  Finger 
Lakes  Region.  To  administer  overall  public  health  pro- 
gram in  an  organized  County  Health  Department.  Re- 
quirements: M.D.  with  four  years  of  responsible  public 

health  administrative  experience,  or  M.D.  and  M.P.H. 
degrees  with  one  year  experience  in  public  health  admin- 
istration. New  York  State  license  or  eligibility  therefor. 
Beginning  salary  $26,000.  Full  fringe  benefits.  Excellent 
schools  and  living  conditions.  Send  application  to  George 
R.  Murphy,  M.D.,  President,  Chemung  County  Board  of 
Health,  722  West  Water  St.,  Elmira  N.Y.  14905. 


GENERAL  PRACTITIONERS  TO  JOIN  17  MAN  GROUP 
staffing  emergency  rooms  of  3 local  hospitals  in  Bingham- 
ton, N.Y.  area.  Offering  $25,000  to  $30,000,  4 weeks  vaca- 
tion, 5 day,  40  hr.  week,  malpractice  and  society  dues  paid; 
opportunity  for  partnership.  Contact  Mr.  James  F.  Stehli, 
Executive  Director,  Physician  Service  Associates,  134  Main 
St.,  Binghamton,  N.Y.  13905.  Call  collect  (607)  724-4021 


OPENING  FOR  INTERNIST  OR  GENERAL  PRAC- 
titioner  with  some  training  in  internal  medicine,  interested 
in  busy  practice  in  general  medicine  plus  necessary  medical 
consultations.  Membership  available  on  medical  staff  of 
progressive,  accredited  general  hospital  which  is  currently 
expanding.  Located  in  small,  attractive  resort  com- 
munity, 70  miles  southwest  of  the  Capital  District.  Ideal 
family  area.  Good  schools,  all  churches.  Excellent  recre- 
ational facilities  in  the  immediate  area.  Income  guarantee 
negotiable.  Unusual  opportunity  for  capable  physician  to 
take  over  established  practice  of  physician  planning  on  re- 
tirement. Community  Hospital,  Stamford,  New  York. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Out-patient  service  also.  Salary 
open,  dependent  on  experience.  Benefits  include  major 
medical  insurance,  life  insurance  and  pension  program. 
For  information  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


PHYSICIANS  WANTED— CONT’D 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  stage.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  and  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Co.  Com- 
munity Mental  Health  Center,  Jones  Memorial  Hos- 
pital, Wellsville,  New  York  14895. 


PHYSICIAN,  OCCUPATIONAL  OR  INTERNAL  MED- 
icine  preferred,  U.S.  Public  Health  Service.  Federal 
Employee  Occupational  Health  Program  in  New  York. 
Starting  salary  is  $22,918  per  annum.  Federal  Career 
Civil  Service  rights  and  benefits  apply.  Selection  will  be 
made  without  regard  to  race,  color,  religion,  sex  or  national 
origin.  Write  Chief,  Clinical  Services,  Division  of  Fed- 
eral Employee  Health,  5600  Fishers  Lane,  Rockville,  Md. 
20852. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
established  practitioner.  Busy  general  practice  in  Nas- 
sau County,  Long  Island,  1 hour  from  Manhattan.  All 
phases  of  general  practice  work:  X-ray,  EKG,  laboratory. 
200-bed  hospital  nearby.  Excellent  income  and  working 
conditions.  First  year  salary,  then  partnership  if  mutually 
agreeable.  R.  Joseph,  M.D.,  (516)  378-4949. 


EMERGENCY  ROOM  PHYSICIAN:  $30,000  AN- 

nually  for  42  hour  work  week;  ideal  for  physician  wishing 
to  slow  down  to  reasonable  hours.  New  York  license  re- 
quired. Start  immediately.  Write  Roger  Calkins, 
Director  of  Personnel,  St.  Clare’s  Hospital,  Schenectady, 
N.Y.  12304. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  170  BED 
general,  voluntary  hospital,  soon  to  expand  to  300  beds. 
Located  in  suburban  Long  Island  community  on  Atlantic 
Ocean.  50  minutes  from  New  York  City;  ample  volume 
to  support  two  compatible  people  on  a fee-for-service  basis. 
Contact  Administrator,  Long  Beach  Memorial  Hospital, 
Long  Beach,  N.Y.  11561.  Phone  (516)  432-8000. 


FULL-TIME  MEDICAL  STAFF  FOR  SPINAL  CORD 
injury  service.  Interested  in  securing  physicians  with 
general  surgery,  internal  medicine,  orthopedic  surgery, 
urological  surgery,  or  plastic  surgery  experience.  Salary 
range:  $20,114  to  $29,752  according  to  qualifications  and 

experience.  Additional  benefits.  University  affiliation 
available.  Apply  to:  Peter  C.  Hofstra,  M.D.,  Chief, 

Spinal  Cord  Injury  Service,  Veterans  Administration 
Hospital,  130  W.  Kingsbridge  Rd.,  Bronx,  N.Y.  10468. 


ATTENTION  ALL  M.D.’S.  COME  ABOARD  TO  Es- 
tablish your  own  private  medical  office  practice  in  our 
Medical  Center  compound.  Pediatricians,  oculists  and 
cardiologists  in  great  need.  Try  Sussex  County,  New 
Jersey  first.  Five  board  members  already  in  operation. 
Contact  John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta 
Rd.,  Newton,  New  Jersey.  (201)  383-4421. 


TO  GENERAL  PRACTITIONERS  AND  INTERNISTS’ 
Winter  is  coming!  Move  to  sunny  Arizona!  Join  a general 
practice  group  in  a community  of  70,000.  Excellent  living 
conditions  and  hospitals,  corporation  advantages,  and  a 
lucrative  association.  Contact:  Physicians  and  Surgeons. 

Ltd.,  550  North  Country  Club  Drive,  Mesa,  Arizona  85201. 
Phone:  (602)  969-3511. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING 
in  internal  medicine.  Staff  membership  available  in  42- 
bed  general  hospital  currently  expanding.  Income 
guarantee  negotiable  along  with  opportunity  to  take  over 
established  practice  of  retiring  physician.  Community 
Hospital,  Stamford,  N.Y.  12167.  (607)  652-7812. 
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PHYSICIANS  WANTED— CONT’D 


INTERNIST,  BOARD  CERTIFIED,  FOR  OCCUPA- 
tional  medicine  to  perform  executive  examinations, 
diagnostic  evaluation,  etc.  with  medical  service  organiza- 
tion. 35  hr.,  all  benefits.  excellent  salary.  Curriculum 
vitae  to  Executive  Health  Examiners,  777  Third  Ave., 
New  York.  N.Y.  10017. 


FAMILY  PHYSICIAN  NEEDED  IMMEDIATELY. 
Please  do  not  let  this  opportunity  pass.  Call  collect 
(607)  674-4091  to  Sherburne,  N.Y.  (Chenango  Co., 
Central  N.Y.). 


ASSOCIATE  RADIOLOGIST  FOR  IMMEDIATE  OPEN- 
ing.  Starting  salary  open.  Early  partnership.  242 
laid  general  care  hospital  in  upstate  New  York  vacation- 
land.  Send  curriculum  vitae  to  Harold  P.  Curran.  M.D., 
St.  Clare's  Hospital,  600  McClellan  St,,  Schenectady,  N.Y. 
12304. 


MISCELLANEOUS 


ISRAEL  COINS  AND  MEDALS  FOR  COLLECTORS 
and  investors.  Large  stock.  I specialize  only  in  Israel 
coins,  no  other  coin  business.  Will  work  very  close  to 
cost.  Be  it  100  Herzl  gold  coins  or  a 1970  proof  like  set, 
call  me.  Clifford  Sarokoff,  P.O.  Box  24,  Brooklyn,  N.Y 
11223.  (212)  375-2304,  or  (212)  835-2734. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York.  N.Y.  10036.  LO 
5-2943. 


EQUIPMENT 


FOR  SALE:  ECG  MACHINE,  HEWLETT-PACKARD 
Co.,  Sanborn-500  Viso-Cardiograph.  Barely  used.  $350. 
Please  set  date  and  time  for  appt.  in  reply.  Box  964, 
% NYSJM. 


POSITIONS  WANTED 


ORTHOPAEDIC  SURGEON,  CERTIFIED,  MARRIED, 
seeks  solo  or  partnership  practice,  write  Box  960,  % 
NYSJM. 


NEW!  NEW!  NEW!  MED-TEMPS.  WORK  PILED  UP?? 
Behind  in  insurance  forms??  Girl  on  vacation??  Call 
us  for  temporary  aides,  receptionists,  medical  typists. 
Med- Assist,  Inc.,  751-1053. 


BOARD  ELIGIBLE  INTERNIST  (HEMATOLOGIST), 
female,  (Clinical  instructor,  medicine,  Albert  Einstein  Medical 
College),  seeks  employment,  clinical  medicine — institution  or 
group.  Salary  negotiable,  full  time.  Prefer  upper  Bronx, 
lower  Westchester.  Call  (914)  NE  2-8550;  or  (212)  884- 
4829;  or  write  Box  963,  % NYSJM. 


NEW  WAY  TO  HIRE.  TRY  HER.  THEN  BUY  HER. 
Order  a secretary  or  aide  for  a day’s  trial,  or  a week. 
Use  her,  test  her,  get  your  work  done  at  the  same  time. 
If  you  like  her,  you  can  make  arrangements  to  hire  her 
permanently.  We  are  a personnel  service,  not  an  agency. 
Med- Assist,  Inc.  751-1053. 


PRACTICES  AVAILABLE 


AVAILABLE:  EQUIPPED.  ESTABLISHED  GENERAL 

practice  in  New  York'B  capital  district.  Nearby  accredited 
hospital  available  for  privileges.  45  minutes  to  teaching 
institution  for  graduate  study.  No  initial  investment; 
modest  rent  after  trial  perioa.  Peter  J.  Sacket,  M.D., 
101  Hilgert  Pkwy,  Schoharie,  N.  Y.  12157. 


FULLY  EQUIPPED  MEDICAL  PRACTICE  AVAIL- 
able  in  Yonkers.  New  York.  Located  near  four  hospitals. 
Doctor  recently  deceased.  Call  (914)  423-2786,  or  write 
Box  965,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIAN  (M.D.  OR  D.O.).  FULLY  EQUIPPED 
suite  available  at  nominal  rent,  for  refractions  only.  Will 
train  if  necessary.  New  Jersey  license  required.  Possible 
earnings  upwards  of  35M.  Box  937,  %N  YSJM. 


BROOKLYN— 2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 
0853. 


EXCELLENT  LOCATION  FOR  PROFESSIONAL 
offices;  1,000  feet  on  second  floor.  1421  Kings  Highway 
Brooklyn.  Cal.  Mr.  Rosen,  OR  9-1740 


WESTCHESTER— YORKTOWN.  SUITABLE  FOR 

physician’s  office,  7 room  split  plus  large  screened  porch; 
3 baths,  a/c,  dishwasher,  washer  dryer,  wall  to  wall, 
storms  & screens.  Ideally  located,  corner  lot,  just  off 
main  hwy  near  Taconic  Pkwy.  Midway  Yorktown  and 
Peekskill.  5*A  % GI  mortgage;  $49,000.  (914)  739-0392. 


NEW  YORK  CITY  (OUEENS  COUNTY).  4 ROOM 
office  and  kitchen.  Also  suitable  as  smaller  office  and 
living  quarters.  Convenient  neighborhood,  within  15 
minutes  of  six  hospitals.  Call  (212)  847-9434. 


ESCAPE  URBAN  TURMOIL:  FOR  RENT,  10  COMPACT 
rooms,  fully  equipped;  beautiful  suburban  Monroe,  N.Y., 
drawing  population  30,000.  Superb  opportunity  gen- 
eralists, specialists.  Three  open  hospitals  15  mile  radius. 
Phone  (914)  928-2251  or  (914)  928-6687. 


EAST  MEADOW,  NASSAU  COUNTY,  LONG  ISLAND. 
Psychiatrists;  new  Medical  Center.  Suite  of  3 rooms 
only  $100  a month,  including  electricity  and  air  condition- 
ing. Great  location  near  all  parkways.  Unlimited 
parking.  (516)  486-0708. 


OPPORTUNITY  FOR  G.P.  COMPLETELY  MODERN, 
equipped  office  and  home  in  Hollis  with  high  quality 
medical  practice.  25  years  of  general  practice.  Area 
urgently  in  need  of  physician.  Call  (212)  HO  5-7726. 


EAST  MEADOW,  NASSAU  COUNTY,  LONG  ISLAND. 
New  Medical  Center,  great  location,  near  all  parkways. 
Professional  suites,  large  or  small,  available  within  30—60 
days,  built  to  suit.  Unlimited  parking.  (516)  486-0708. 
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in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  & French  Laboratories 
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i adjunctive  therapy 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


!'»»*<!  1 00  000  HI  Units.  Chjmolryptffi  I 000  N f Units, 
•no-stant  at  tryptic  •ctnity  to  40  m*  ot  N F ir,ps,n 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tab/etq.l.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

D Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin . 
Precautions:  it  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
4 groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I I I THE  NATIONAL  DRUG  COMPANY 

I HHl  I DIVISION  of  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19*44 
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TrYDSin:  100.000  N F Unite  rhvmnfi 


a nnn  w f i 


_£  k.  I C 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


□ indications:  Known  sensitivity  to  sulfonamides, 
utions/ Adverse  Reactions:  The  usual  precautions  for  topi< 
ystemic  sulfonamides  should  be  observed  because  of  the  p< 
1 of  absorption.  Burning,  increased  local  discomfort,  s 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  c 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  Intrava 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  appllcoh 
Suppositories  - Box  of  12  with  applicator. 
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AVC 

The  treatment  is  singulai 
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MONDAY,  NOVEMBER  2 

9:00  a.m.-4;30  p.m. 

New  York  Heart  Association 

The  Waldorf-Astoria  Hotel 
Park  Avenue  at  50th  Street 

Conference  for  Nurses 

NURSING  RESEARCH— SPRINGBOARD 
TO  PRACTICE 

Write:  Mr.  J.  Hamlin  Day,  New  York  Heart  Association, 

Inc.,  Heart  House,  2 East  64th  Street,  N.Y.,  N.Y.  1 002  1 . 


November  2,  1970  / November  6,  1970 

Full  Time 

Lenox  Hill  Hospital 

100  East  77th  Street 
Postgraduate  Program 

HUMAN  ENDOCRINOLOGY— WITH 
EMPHASIS  ON  GYNECOLOGICAL  AND 
MEDICAL  ASPECTS 

Under  the  direction  of: 

HERBERT  S.  KUPPERMAN,  M.D. 

IVEN  S.  YOUNG,  M.D. 

FEE:  $150 

For  further  information,  contact:  WILLIAM  D.  SICHER, 

M.D.,  Coordinator  of  Medical  Education,  as  above. 


November  2,  1 970  / November  6,  1970 

9 :00  a.m.-Noon,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

CLINICAL  CHEST  DISEASES 

LOUIS  E.  SILTZBACH,  ROBERT  S.  LITWAK,  IRVING  J. 
SELIKOFF,  M.D.'s  and  Members  of  the  Department  of 
Medicine 

Mount  Sinai  School  of  Medicine 

FEE:  $75  CREDIT:  C-l 


MONDAY,  NOVEMBER  2 

8 00  p.m.  * 

The  New  York  Society  for  Clinical  Ophthal- 
mology 

2 East  1 03rd  Street 

1.  A Radical  N ew  Dimension  in  Aphakia 

VIRGINIA  LUBKIN,  M.D. 

2.  Changing  View  on  Steropsis 

ARTHUR  KINKSZ,  M.D. 

3.  Practical  Problems  with  Contact  Lenses 
in  Aphakia 

WHITNEY  SAMPSON 


8 : 30  p.m. 

Rudolf  Virchow  Medical  Society  and  Pirquet 
Medical  Society 

2 East  1 03rd  Street 

1.  Integrated  Cardiovascular  Research 

WALTER  REDISCH,  M.D. 

2.  Controversial  Issues  in  the  Treatment  of 
Breast  Cancer 

FREDERICK  C.  BURGHEIM,  M.D. 

CREDIT:  C-l 


TUESDAY,  NOVEMBER  3 

9:00  a. m.— 5:00  p.m. 

Post-Graduate  Institute  of  The  New  York 
Eye  and  Ear  Infirmary 

3 1 0 East  1 4th  Street 

ENUCLEATION  AND  EVISCERATION 

JOHN  R.  FINLAY,  M.D.,  Directing 
AUGUST  KOHTIAO,  M.D. 

HAMPSON  A.  SISLER,  M.D. 

FEE:  $50 

Write:  Jane  Stark,  Registrar 


3 : 30-4  : 30  p.m. 

ADVANCES  IN  OCULAR  PROSTHESES 

MR.  VINCENT  C.  GIGLIO 
Plastic  Eye  and  Restoration  Clinic 


November  3,  1970  / November  24,  1970 

3 : 30-5  : 00  p.m.,  Tuesdays 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

RENAL  BIOPSY  AS  AN  AID  IN  DIAG- 
NOSIS AND  MANAGEMENT  OF  RENAL 
DISEASE 

JACOB  CHURG,  M.D. 

MARVIN  LEVITT,  M.D. 

DONALD  GRIBETZ,  M.D. 

MARVIN  GOLDSTEIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $40 


TUESDAY,  NOVEMBER  3 
The  New  York  Academy  of  Medicine 

Section  on  Dermatology  and  Syphilology 
2 East  103rd  Street 

7 :00-7  :45  p.m.  Members 
7 : 45-8  30  p.m.  Non-Members 

PRESENTATION  OF  CASES 
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8 30-9  45  p.m. 

GENERAL  DISCUSSION  OF  CASES 


November  4,  1 970  / November  6,  1970 

9 00  o.m.-5  00  p.m.,  Wednesday-Fridoy 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

CATARACT  SURGERY 

GERALD  B.  KARA,  M.D.,  Directing 
FEE:  $175 


November  4,  1970  / November  6,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue,  Suite  305 

PUBLIC  HEALTH  LAW  ENFORCEMENT: 
ADMINISTRATIVE  HEARINGS 

FEE:  $75 


November  4,  1970  and  November  1 1,  1970 

9 00  a.m.-Noon,  Wednesdays 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

November  4 

Cutaneous  Manifestations  of  Endocrine 
Disorders 

J.  JELINEK,  M.D. 

Pigmentary  Changes  Associated  with 
Internal  Disorders 

G.  LIPKIN,  M.D. 

November  1 1 

Skin  Manifestations  of  Internal  Malig- 
nancy 

M.  BROWNSTEIN,  M.D. 

Light  Eruptions  Associated  with  Internal 
Disorders 

N.  RABHAN,  M.D. 

All  Speakers  from  N.Y.U.  School  of  Medicine 
CREDIT:  C-l 


WEDNESDAY,  NOVEMBER  4 

1 : 00  p.m. 

Peninsula  General  Hospital 

51-15  Beach  Channel  Drive 
Far  Rockaway 

NEWER  MEDICAL  AND  SURGICAL  CON- 
CEPTS IN  DIAGNOSIS  AND  MANAGE- 
MENT OF  RENAL  DISEASE 

JEROME  G.  PORUSH,  M.D.,  Moderator 


DONALD  W.  SELDIN,  M.D.,  RICHARD  M.  STEIN,  M.D. 
EDITH  GRISHMAN,  M.D.,  ALBERT  RUBIN,  M.D. 

NO  FEE  CREDIT:  C-l 


November  4,  1 970  and  November  11,  1970 

5:00  p.m.,  Wednesdays 

Manhattan  Eye  Ear  Throat  Hospital 

210  East  64th  Street 

November  4 

Principles  of  Ophthalmic  Plastic  Surgery 

MARGARET  OBEAR,  M.D. 

November  1 1 

Selected  Topics  in  Glaucoma 

GEORGE  GORIN,  M.D. 


WEDNESDAY,  NOVEMBER  4 

5 : 00  p.m. 

Cornell  University  Medical  College 

Room  A-250 
1 300  York  Avenue 

IMMUNOLOGICAL  ASPECTS  OF 
HUMAN  GLOMERULAR  DISEASE 

ROBERT  T.  McCLUSKEY,  M.D. 

State  University  of  New  York  at  Buffalo 


8:15  p.m. 

New  York  Society  of  Physical  Medicine  and 
Rehabilitation  and  the  Section  on  Physical 
Medicine  and  Rehabilitation  of  the  New 
York  Academy  of  Medicine 

New  York  Academy  of  Medicine 
2 East  1 03rd  Street 

TOTAL  HIP  REPLACEMENT 

MARK  G.  LAZANSKY,  M.D. 

JAMES  T.  DEMOPOULOS,  M.D. 

Hospital  for  Joint  Diseases  and  Medical  Center 


November  4,  1 970  and  November  11,  1970 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

The  Karen  Horney  Clinic  Building 
329  East  62nd  Street 

MANIFESTATIONS  OF  OVERT  AND 
COVERT  ANXIETY  IN  MEDICAL  PRACTICE 

MARIE  B.  APOLITO,  M.D. 

CREDIT:  C-l 


November  5,  1970  / November  7,  1970 

8 :00  a.m.-6  :00  p.m.,  Thursday  & Friday 
8:00  a.m.-Noon,  Saturday 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
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SCOLIOSIS 


CREDIT:  C-1 


H.  A.  KEIM,  M.D. 
and  Guest  Lecturers 

FEE:  $150 


November  5,  1970  and  November  6,  1970 

9 : 00  a.m.-4 : 00  p.m.,  Thursday  & Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

NEUROLOGY 

EDWIN  A.  WEINSTEIN,  M.D. 

PHILIP  S.  BERGMAN,  M.D. 

MORTON  NATHANSON,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $60 


November  6,  1970  / November  8,  1970 

Friday,  Saturday  and  Sunday 

Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  The  Institute  of  Forensic 
Medicine  of  N.Y.U.  and  the  City  of  New 
York,  The  Medical  Society  of  the  State  of 
New  York,  and  The  New  York  State  Depart- 
ment of  Health 
520  First  Avenue 

8th  SYMPOSIUM  ON  FORENSIC 
MEDICINE 

for 

Physician  coroners,  medical  examiners  and  forensic 
pathologists  throughout  the  State  of  New  York  and 
medical  examiners  and  investigators  in  the  City  of 
New  York 

NO  FEE  CREDIT:  C-1 


November  6,  1970  and  November  13,  1970 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center,  Departments  of 
Pediatric  Services,  Obstetrics  and  Gyne- 
cology, and  Medicine,  Downstate  Medical 
Center  and  Kings  County  Chapter  of  AAGP 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

PEDIATRICS,  GYNECOLOGY  AND 
MEDICINE  FOR  THE  FAMILY  PHYSICIAN 

November  6 

Menstrual  Irregularities 

DANIEL  CLARK,  M.D. 

November  13 

Seizures  in  Children 

JEROME  TEPPERBERG,  M.D. 

Speakers  from  Downstate  Medical  Center 


NO  FEE 


SATURDAY,  NOVEMBER  7 

1 :30  p.m.,  Registration 

Society  for  the  Scientific  Study  of  Sex 

Barbizon  Plaza  Hotel 
106  Central  Park  South 

Afternoon  Session 

SEX  IN  ART  (panel  discussion) 

CYRIL  SOLOMON,  M.D.,  Moderator 

Panel: 

JAY  MAISEL,  Photographer  (Time,  Life,  etc.) 

JERRY  MASON,  Publisher,  Ridge  Press  ( Family  of  Man, 
etc.) 

Prof.  KARL  FORTESS,  Chairman,  Dept,  of  Fine  Arts 
Boston  University 

Evening  Session 

THERAPEUTIC  APPROACHES  TO 
IMPOTENCE  (panel  discussion) 

EDWARD  DENGROVE,  M.D.,  Moderator 

1.  Urological  Aspects 

RICHARD  D.  AMELAR,  M.D. 

2.  Endocrinologic  Aspects 

HERBERT  KUPPERMAN,  M.D. 

3.  Psychotherapeutic  Approach 

HUGO  BEIGEL,  M.D. 

4.  The  Orgone  Therapeutic  Approach 

NORMAN  LEVY,  M.D. 

5.  The  Behavior  Therapy  Approach 

EDWARD  DENGROVE,  M.D. 

FEE:  $4.00  (sessions  only)  non-members 

CREDIT:  C-1 


SUNDAY,  NOVEMBER  8 

8 :30  a.m.-l  :00  p.m. 

The  Brookdale  Hospital  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

LEUKEMIA  AND  RELATED  PROLIFER- 
ATIVE DISTURBANCES  OF  THE  HEMO- 
POIETIC SYSTEM 

NO  FEE  CREDIT:  C-1  and  AAGP 


SUNDAY,  NOVEMBER  8 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

ANATOMY  OF  THE  ORBIT  AND 
ADJOINING  STRUCTURES 

SAMSON  WEINGEIST,  M.D.,  Directing 
OTTO  DEUTSCHBERGER,  M.D. 

ALVIN  H.  BRACKUP,  M.D. 
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FELIX  SHIFFMAN,  M.D. 
FEE:  $50 


November  9,  1970  / November  14,  1970 

9 : 00  a.m.— 5 : 00  p.m.,  Mondoy-Saturdoy 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

PLASTIC  EYE  SURGERY 

Given  under  the  Direction  of: 

J.  GORDON  COLE,  M.D.,  and 
BYRON  C.  SMITH,  M.D. 

Staff  Speakers: 

BRITTAIN  F.  PAYNE,  M.D.,  JAMES  E.  BURRIS,  M.D., 
HERVE  M.  BYRON,  ROBERT  DURELL,  HERBERT  GOULD, 
SEAMUS  LYNCH,  JACK  USMAN,  AND  JUDAH  ZISMOR, 
M.D.'s 

FEE:  $200 


November  9,  1970  / November  13,  1970 

9 : 00  a.m.-6  : 00  p.m.,  Monday-Friday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 

LARYNGEAL  SURGERY  AND  RADICAL 
NECK  DISSECTION 

JOSEPH  L GOLDMAN,  M.D. 

HARRY  KOLSON,  M.D. 

LEON  M.  ARNOLD,  M.D. 

STANLEY  M.  BLAUGRUND,  M.D. 

HENRY  D.  ROSIN,  M.D. 

AND  LECTURER 

The  Mount  Sinai  School  of  Medicine 
FEE:  $350 


MONDAY,  NOVEMBER  9 

3 : 30  p.m. 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

GENETIC  CONTROL  OF  IMMUNO- 
GLOBULIN SYNTHESIS 

ALAN  S.  JOSEPHSON,  M.D. 

Downstate  Medical  Center 


5 : 00—7 : 00  p.m. 

New  York  Board  of  Trade  Medical  Section 

91  1 Park  Avenue 

In  the  home  of  Mr.  Henry  L.  Lambert 

POTENTIAL  HEALTH  HAZARDS  OF 
POWER  PLANTS  FUELED  BY 
NUCLEAR  ENERGY 

Speaker  to  be  announced 


8 : 30  p.m. 

Beth  Israel  Medical  Center 

Dazian  Pavilion,  12th  Floor  Conference  Room 
1 0 Nathan  D.  Perlman  Place 

PRESSURE  BREATHING  IN 
PULMONARY  EMPHYSEMA; 
Facts  and  Fancy 

MAURICIO  J.  DULFANO,  M.D. 
Downstate  Medical  Center 

CREDIT:  C-l 


TUESDAY,  NOVEMBER  10 

10:00  a.m. 

Maimonides  Medical  Center  and  Coney 
Island  Hospital  with  Downstate  Medical 
Center  and  Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Program 

CUTANEOUS  MANIFESTATIONS  OF 
SYSTEMIC  DISEASE  IN  CHILDREN 

YEHUDI  FELMAN,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


WEDNESDAY,  NOVEMBER  11 

9 : 00  o.m.-5 : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  Fifth  Avenue 

DYSLEXIA 

VIRGINIA  LUBKIN,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $25 


8 : 30  p.m. 

Society  of  Medical  Psychoanalysts 

2 East  103rd  Street 

SIN  AND  THE  SENSE  OF  GUILT 

VIVIAN  BROMBERG,  M.D. 

SALO  ROSENBAUM,  M.D. 


8 : 30  p.m. 

Adelphi  Hospital 

Fifty  Green  Avenue 
Brooklyn 

THE  USE  OF  COMPUTERS  IN  MEDICINE 

ALEXANDER  S.  WIENER,  M.D.,  Moderator 

ROBERT  S.  LEDLEY,  Ph.D. 

National  Biomedical  Research  Foundation 
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GWILYMS  LODWICK,  M.D. 

University  of  Missouri  School  of  Medicine 
WILLIAM  R.  AYERS,  M.D. 

George  Washington  University  Medical  Center 


THURSDAY,  NOVEMBER  12 

3 : 00  p.m. 

Montefiore  Hospital 
Department  of  Gastroenterology 

Rosenthal  Auditorium 
1 1 1 East  210th  Street 
Bronx 

TOPIC  TO  BE  ANNOUNCED 

ALBERT  I.  MENDELOFF,  M.D. 

Sinai  Hospital  of  Baltimore 


6 : 30  p.m. 

Bronx  Chapter,  American  College  of  Sur- 
geons 

Alex  and  Henry's 

862  Courtlandt  Avenue 

Bronx 

HYPERALIMENTATION  OF  THE 
SURGICAL  PATIENT 

STANLEY  J.  DUDRICK,  M.D. 

University  of  Pennsylvania  School  of  Medicine 

FEE:  $10  (includes  dinner) 


FRIDAY,  NOVEMBER  13 

8 : 30  p.m. 

Association  for  the  Advancement  of  Psycho- 
analysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

MIDDLE  AGE— MIDDLE  CLASS  BLUES 

MARTIN  SYMONDS,  M.D. 

American  Institute  for  Psychoanalysis 


8 : 30  p.m. 

American-Hungarian  Association 

2 East  103rd  Street 

Semmelweis  Lecture 

THE  WELFARE  STATE  AND  ITS 
DISCONTENTS 

DENNIS  GABOR,  Professor 


SUBSCRIPTION 

Reprints  of  "WHAT  GOES  ON”  are  available 
by  subscription  of  $3.00  per  year  (22  issues). 
Write  or  call  the  Editor  for  an  order  blank. 


NEW  YORK  CITY  FUTURE  COURSE 


March  18,  1970  / March  20,  1971 
Columbia  University  P & S 

Postgraduate  Course 

RADIOLOGY  OF  THE  HEAD  AND  NECK 

Under  the  direction  of: 

GUY  D.  POTTER,  M.D. 

FEE:  $100 

For  information  and  registration  contact:  MELVIN  D. 

YAHR,  M.D.,  Associate  Dean,  630  West  168th  Street, 
New  York,  N.Y.  10032.  (Radiology  PM  9) 


BUFFALO  AREA 


TUESDAY,  NOVEMBER  10 

1 1 : 30  a.m. 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

221  1 Main  Street 
Buffalo 

MALABSORPTION 

LEONARD  A.  KATZ,  M.D. 

E.  J.  Meyer  Memorial  Hospital 

CREDIT:  C-l 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network 
covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaragus  and  Allegany  in  New  York  State 
and  Erie  County  and  McKean  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful 
to  all  physicians  presented  at  11:30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s 
Hospital  sponsored  by  the  Department  of  Pediatrics  and 
presented  on  the  second  Friday  of  each  month  under  the 
direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Divi- 
sion of  Orthopedic  Surgery,  Department  of  Surgery,  and 
presented  on  the  fourth  Thursday  of  each  month  under  the 
direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 
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BROOME  COUNTY 


November  5,  1 970  and  November  12,  1970 

11:00  a.m.,  Thursdays 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 
Johnson  City 

BASIC  SCIENCE  SEMINARS 

November  5 

Myocardial  Metabolism 

ANIS  OBEID,  M.D. 

November  1 2 

Metabolism  of  Alcohol 

W.  WESTERFELD,  M.D. 

Note:  Medical  Grand  Rounds  will  be  held  at  10:00 

a.m.,  preceding  each  of  above  sessions. 


LAKE  GEORGE 


THURSDAY,  NOVEMBER  5 

10:00  a.m. 

Medical  Society  of  the  State  of  New  York 
Annual  Area  Conference 

Holiday  Inn 
Lake  George 

UNIVERSAL  HEALTH  INSURANCE— An 
analysis  and  discussion  of  bills  presented 
to  the  New  York  State  Legislature  and  to 
Congress. 

G.  REHMI  DENTON,  M.D.,  Moderator 
12:30  p.m.  Luncheon  given  by  State  Society 
2 : 00  p.m. 

MALPRACTICE  PREVENTION 

ARTHUR  J.  MANNIX,  JR.,  M.D.,  Chairman 

MSSNY  Professional  Medical  Liability  Insurance  and 

Defense  Board;  legal  and  insurance  experts. 


ORANGE  COUNTY 


November  4,  1970  and  November  1 1,  1970 

1 :30  p.m.,  Wednesdays 

St.  Luke’s  Hospital 

Newburgh 

GRADUATE  SEMINAR  PROGRAM 
November  4 

Current  Management  of  the  Leukemias 

SOLOMON  ESTREN,  M.D. 

Mount  Sinai  School  of  Medicine 


November  1 1 

Syndromes  in  Cerebrovascular  In- 
sufficiency 

STANLEY  MANDEL,  M.D. 

Albert  Einstein  College  of  Medicine 

CREDIT:  C-l  and  AAGP 


SARANAC  LAKE 


WEDNESDAY,  NOVEMBER  4 

Saranac  Lake  Medical  Society 
Montague  Memorial  Library 
Will  Rogers  Hospital 

Saranac  Lake 

THE  DEVELOPMENT  OF  LUNG  CANCER 
IN  MAN  AND  DOG 

OSCAR  AUERBACH,  M.D. 

V.A.  Hospital,  East  Orange,  N.J. 


TROY 


November  4,  1970  / November  12,  1970 
Rensselaer  County  Academy  of  Medicine 

Postgraduate  Fall  Program 

November  4 — 8 : 00  p.m. 

St.  Mary’s  Hospital,  Seton  Hall 

Challenging  Problems  in  Vascular 
Surgery 

MAKIS  J.  TSAPOGAS,  M.D. 

Albany  V.A.  Hospital 

November  10 — 1 1 : 00  a.m. 

Samaritan  Hospital,  Classroom  A 
Respiratory  Problems  in  Newborn 

ROBERT  USHER,  M.D. 

McGill  University 
ROLLA  WILSON,  M.D. 

Royal  Victorian  Hospital,  Montreal,  Canada 
CREDIT:  C-l 

November  1 2 — 10  : 30  a.m. 

Samaritan  Hospital,  Classroom  A 

Coronary  Angiography  and  Surgical 
Approach  to  Angina 

ROBERT  YATES,  M.D.,  JULIO  SOSA,  M.D. 

Albany  Medical  Center 

Inquiries  may  be  addressed  to  ANTHONY  DeBONIS,  M.D., 
Program  Director,  Rensselaer  Academy  of  Medicine, 
P.O.  Box  1 54,  Troy,  N.Y.  12181. 
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WESTCHESTER  COUNTY 


THURSDAY,  NOVEMBER  12 

9 : 00  a.m. 

St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 


SUFFOLK  COUNTY,  N.Y.  Up  to  80  G.P.'s  and  30  Pedi- 
atricians needed  in  this  fast-growing  community. 

CONTACT:  MR.  DON  CAIRNS,  Ex.  Secty.,  Suffolk  County 
Medical  Society,  850  Veterans  Memorial  Highway, 
Hauppauge,  N.Y.  11787.  Tel.  (516)  265-6666. 


HORSEHEADS,  N.Y.,  Chemung  County,  needs  a General 
Practitioner. 


THE  SPECTRUM  OF  ULCERATIVE 
COLITIS 

DONALD  GOLDEN,  M.D. 

CREDIT:  C-l  and  AAGP 

NOTE:  Future  Conferences  will  be  announced  in  forth- 

coming issues  of  WHAT  GOES  ON.  The  St.  Joseph’s 
Hospital  is  pleased  to  announce  that  beginning  in  the 
fall  of  1970  they  will  become  a participating  hospital 
in  the  weekly  Albany  Medical  College  "Two  Way  Medi- 
cal Radio  Conferences.”  These  live  conferences  will  be 
held  in  the  auditorium  each  Monday  from  12:00  noon 
to  1 . 00  p.m.  They  are  approved  for  academic  credit 
by  AAGP. 


LATE  OCTOBER  SYMPOSIUM 


THURSDAY,  OCTOBER  22 

8:30  a.m.  Registration 

The  Board  and  Directors  of  the  Excerpta 
Medica  Foundation  in  cooperation  with 
Columbia  University  P & S Department  of 
Psychiatry 
Americana  Hotel 

Georgian  Room 

DEPRESSION  1970 

RONALD  R.  FIEVE,  M.D.,  Chairman 

For  further  information,  call  876-7301,  Edith  Craft, 
Scientific  Program  Management. 


PHYSICIANS’  PLACEMENT 


Additions  and  changes  to  our  list. 

GENESEO,  N.Y.,  Livingston  County,  Internist  ond/or  a 
Pediatrician  to  help  form  a group  practice. 

CONTACT:  RALPH  C.  PARKER,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y. 
14620.  Tel.  (716)  275-4540. 


PORTVILLE-OLEAN-ALLEGANY  area,  N.Y.,  Cattaraugus 
County,  need  an  Internist  and  a Pediatrician  for  medical 
group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer  Medical 
Center,  Portville,  N.Y.  1 4770.  Tel.  (716)  933-8746. 


CONTACT:  Horseheads  Jaycees,  c/o  R.  E.  HAUSER, 

507  Watkins  Road,  Horseheads,  N.Y.  14845 
Tel.  (607)  739-1859. 


EVENTS  RECEIVED  AFTER  DEADLINE 


MONDAY,  NOVEMBER  9 

8 . 30  p.m. 

New  York  Academy  of  Gastroenterology 

2 East  1 03rd  Street 

CURRENT  CONCEPTS  OF  THE 
PHYSIOLOGY  OF  GASTRIC  SECRETION 

HENRY  D.  JANOWITZ,  M.D. 

The  Mount  Sinai  Hospital 


NASSAU  COUNTY 


WEDNESDAY,  NOVEMBER  4 

9.00  a.m. 


Mercy  Hospital  I 

1000  North  Village  Avenue  j 

Rockville  Centre 

NUCLEAR  MEDICINE  | 


MILLARD  CROLL,  M.D. 
Hahnemann  Medical  College 

NO  FEE 


THURSDAY,  NOVEMBER  12  I 

8 . 00  p.m.  | 

Mercy  Hospital  and  South  Oaks  Hospital  , 

Mac  Arthur  Hall 

1000  North  Village  Avenue  i 

Rockville  Centre  (Exit  19  of  Southern  State  Parkway)  ' 

PSYCHOPHARMACOLOGY  FND  THE 
MANAGEMENT  OF  THE  HYPER-ACTIVE 
YOUNG  SCHOOL  CHILD 

ALEJANDRO  RODRIQUEZ,  M.D. 

Johns  Hopkins  Hospital 


NO  FEE 


I 

I 
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Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  mav  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated:  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


535-9 
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When  irritable  colon  feels  like  this 


The  blowfish.  a small  species 
of  fish,  reacts  to  stress  or 
frit>  lit  by  puffing  itself  up  with 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  balloon- 
shaped and  hard.  When 
replaced  in  the  water  the  air  is 
quickly  expelled,  and 
the  fish  sinks  to  the  bottom. 


|.  in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED' 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Eac  h chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


s 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth*  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosdge  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antillatulent 
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in  acute  and  chronic  diarrheas . . . 

LOMOTIL  SAVES... 

TABLETS/UQUIO 

Each  tablet  and  each  5 cc.  ol  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate.  0.025  mg.  (1/2.400  grain) 

body  fluids... electrolytes... patients  from  exhaustion 


Lomotil  acts  promptly  and  directly  to  lower  the 
excessive  intestinal  motility  of  diarrhea.  This 
therapeutic  restraint  on  the  overactive  bowel 
allows  a normal  or  more  nearly  normal  reab- 
sorption of  water  and  electrolytes. 

The  proficiency  of  Lomotil  in  conserving  body 
fluids  and  electrolytes  often  saves  patients  from 
the  exhaustion  that  accompanies  prolonged 
diarrhea. 

Lomotil  acts  to  control  the  intestinal  mecha- 
nisms of  diarrhea;  therefore,  it  is  highly  useful  in 
controlling  diarrhea  associated  with: 

ileostomy  • acute  infections  • functional  hypermotility 
irritable  bowel  • gastroenteritis  • drug-induced  diarrhea 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and  with  cau- 
tion, if  not  contraindicated,  in  patients  with 
cirrhosis,  advanced  liver  disease  or  impaired 
liver  function. 

Precautions:  Lomotil  is  a Federally  exempt 
narcotic  with  theoretically  possible  addictive 
potential  at  high  dosage;  this  is  not  ordinarily 
a clinical  problem.  Use  Lomotil  with  consider- 
able caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not  be  ex- 
ceeded. and  medication  should  be  kept  out  of 
reach  of  children.  Should  accidental  overdosage 
occur,  signs  may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma,  hypotonic 
reflexes,  nystagmus,  pinpoint  pupils,  tachy- 


cardia; continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness. vomiting,  pruritus,  restlessness,  abdomi- 
nal discomfort,  headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling  of 
the  gums,  euphoria,  depression  and  malaise. 
Respiratory  depression  and  coma  may  occur 
with  overdosage. 

Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are  as  follows: 


Children:  Total  Daily  Dosage 

3-6  mo Vi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vi  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 


♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


EMPAC 

What  is  EMPAC? 

The  Empire  Medical  Political  Action  Committee,  EMPAC,  is  a voluntary,  non-profit  unin- 
corporated committee  of  individual  physicians  and  others  and  is  not  affiliated  with  any 
political  party.  The  Committee  is  an  independent,  autonomous  organization  and  is  not  a 
branch  or  subsidiary  of  any  national  or  other  political  action  committee. 

What  are  the  purposes  of  EMPAC? 

1.  To  promote  and  strive  for  the  improvement  of  government  by  encouraging  and  stimulat- 
ing physicians  and  others  to  take  a more  active  and  effective  part  in  governmental  affairs. 

2.  To  encourage  physicians  and  others  to  understand  the  nature  and  actions  of  their  gov- 
ernment, as  to  important  political  issues,  and  as  to  records,  office-holders  and  candi- 
dates for  elective  office. 

3.  To  assist  physicians  and  others  in  organizing  themselves  for  more  effective  political 
action  and  in  carrying  out  their  civic  responsibilities. 

What  is  AMPAC  and  how  is  it  related  to  EMPAC? 

The  American  Medical  Political  Action  Committee  operates  throughout  the  nation  in  support 
of  campaigns  for  U.S.  Senators  and  Congressmen.  A portion  of  your  voluntary  contribution 
is  sent  to  AMPAC  to  be  re-distributed  across  the  U.S.  in  key  races  where  medicine  can  help 
elect  outstanding  men  to  government.  New  York  frequently  benefits  from  the  returns  of 
AMPAC  funds  to  target  districts  in  this  state. 

How  can  I help? 

1970  is  an  important  election  year.  Give  EMPAC  your  full  support.  Give  medicine  the  op- 
portunity to  participate  in  decisions  affecting  our  profession.  Send  your  contribution  of 
$35.00  or  more  to  EMPAC,  474  Thurston  Road,  Rochester,  New  York,  14619. 
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MEMORANDUM 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

7 SO  THIRD  AVENUE,  NEW  YORK,  N.Y.  10017  (H1DS9S-B7S7 


April  1970 


TO:  Officers,  Sections  and  Sessions  Chairmen,  and  other  responsible  for  Reports 

and  Programs  to  appear  in  the  January  1 and  15  issues  of  the  JOURNAL 


PROM:  DR.  FINEBERG.  DR.  HAMMOND 


It  has  become  increasingly  apparent  that  deadlines  for  the  January  1 and  15  issues  of 
the  JOURNAL  must  be  met  if  the  Program  Book  and  House  of  Delegates  Handbook  (made  up 
from  standing  type  of  these  issues)  and  ongoing  issues  of  the  JOURNAL  are  to  be 
published  on  time.  It  is  not  necessary  to  delay  reports  for  the  January  1 and 
January  15  issues  awaiting  end-of-the-year  and  fiscal  summat  >n6.  These  will  normally 
appear  in  the  June  1 issue.  This  is  particularly. important  for  the  coming  year  because 
the  JOURNAL  may  go  into  a new  format  with  the  January  1,  1971^  iseue.  We  ask  that 
you  and  members  of  your  committee  cooperate,  so  that  these  deadlines,  ending  December  1, 
will  be  met  and  we  can  "clear  the  decks"  for  necessary  work  pertaining  to  the  Annual 
Convention  and  the  regular  issues  of  the  JOURNAL. 

We  impress  upon  you  the  fact  that  material  for  the  Convention  Issues 
(January  1 and  15)  received  before  November  15  will  appear  in  the  January  1 issue 
and  material  received  up  to  and  including  December  1 will  be  included  in  the  January 
15  issue. 


Any  material  that  comes  in  after  these  dates  can  be  set  up  and  distributed  to  members 
from  masters.  Any  material  that  must,  according  to  the  Bylaws,  be  received  by  members 
a month  before  the  Annual  Convention,  must,  of  course,  appear  in  the  January  1 issue. 
May  we  ask  that  meetings  be  scheduled  bearing  these  deadlines  in  mind. 


NO  MATERIAL  WILL  BE  ACCEPTED  FOR  THESE  ISSUES  OF 


THE  JOURNAL  AFTER  THESE  DATES: 


For  January  1 issue  - on  or  before  November  15 


For  January  15  issue  - on  or  before  December  1 


William  Hammond,  M.D. 
Editor 


Executive  Vice-President 
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Loridine  I.M. 

Cephaloridine 


1.5  to3Gm.  daily 
successfully  treats  many 
moderately  severe 
infections 


•bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonias  following  surgery 
abscesses 
wound  infections 

infections  following  compound  fractures 
urinary  tract  infections 
• broad-spectrum  activity 
•relatively  painless  I.M.  injection 
•logical  I.M.  follow-up  to  I.V. 
cephalosporin  therapy 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism's  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1.5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function  • 
during  treatment,  discontinue  therapy  with  Loridine. 


5% 
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Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae , Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  injection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gni.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  he  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Supcrinfcctions  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 
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^ Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 

ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine,  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  weeks, 
no  significant  changes  were  observed  in 
BUN,  alkaline  phosphatase,  SGOT,  retic- 
ulocyte count,  or  monocyte  count  in  the 
blood.  No  disturbances  in  hemoglobin  or 
red-blood-cell  count  were  ascribable  to  ad- 
ministration of  Loridine.  However,  all  of 
five  nonazotemic  patients  with  chronic  bac- 
teriuria  who  had  careful  renal  function  eval- 
uation before  and  after  a ten-day  course  of 
cephaloridine  in  dosages  of  2 Gm.  per  day  de- 
veloped impairment  in  free  water  clearance. 

Severe,  acute  renal  failure,  in  some  cases 
terminating  in  death,  has  occurred  in  a small 
number  of  patients.  The  possi- 
bility of  this  complication  seems 
to  be  greater  in  seriously  ill 
patients  given  more  than  recom- 
mended doses.  Acute  tubular 
necrosis  has  been  found  in  affect- 
ed patients  coming  to  autopsy.  Rare 
cases  of  nausea  and  vomiting  have 
occurred.  Pain  in  association  with  in- 
tramuscular injection  was  noted  in  less  than 
3 percent  of  patients.  In  only  one  patient  in 
a series  of  623  was  the  route  changed  on 
this  account.  Phlebitis  at  the  site  of  intra- 
venous injection  has  been  rare. 
Administration  and  Dosage:  Important— Be- 
fore  administering  Loridine,  see  package 
insert  for  details  on  dilution. 

Intramuscular  Injection-Loiidine  is  usu- 
ally injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  infec- 
tions of  moderate  severity  is  500  mg.  to  1 Gm. 
three  times  a day  at  equally  spaced  intervals. 
Milder  and  more  susceptible  infections  have 
been  treated  with  250  to  500  mg.  given  two 
or  three  times  a day.  More  severe  infections 
may  be  treated  with  500  mg.  to  1 Gm.  four 
times  a day.  A single  2-Gm.  dose  is  recom- 
mended for  the  treatment  of  acute  gonor- 
rhea. Early  syphilis  may  be  treated  with  500 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  days. 

Although  some  clinical  experience  with 
high  doses  for  life-threatening  conditions 
has  been  reported,  it  has  been  shown  that 
excessive  dosages  (above  4 Gm.  daily)  may 
cause  serious  nephrotoxic  reactions.  For 
this  reason,  Keflin®  (sodium  cephalothin, 
Lilly)  may  be  preferred  when  doses  larger 
than  4 Gm.  daily  are  considered  for  life- 
threatening  situations.  If  more  than  2 Gm. 
of  cephaloridine  is  injected  daily,  the  patient 
should  be  under  close  clinical  observation 
for  changes  in  renal  function  or  be  hospital-  I 
ized.  In  addition,  reduced  dosage  should  be 
employed  in  patients  with  known  or  sus-  I 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  mg.  I 
per  Kg.  (15  to  25  mg.  per  pound)  of  body  I 
weight,  given  in  divided  doses,  has  been  I 
found  effective  for  mild  to  moderately  se-. 
vere  infections.  A daily  total  of  100  mg.  per 
Kg.  (50  mg.  per  pound)  of  body  weight 
(not  to  exceed  recommended  adult  doses) 
may  be  needed  for  very  severe  infections. 

Intravenous  Injection—  In  the  presence  of 
extremely  serious  infections  (such  as  bac 
teremia)  or  when  any  infection  seems  over- 
whelming, intravenous  administration  may 
be  indicated. 

Total  daily  dosages  arc  the  same  as  wit! 
intramuscular  injection.  For  very  suscepti 
ble  organisms,  500  mg.  to  1.5  Gm.  per  da) 
may  suffice;  for  less  susceptible  orgaqism 
and  for  serious  infections,  2 to  4 Gm.  pe 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cepha 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubber 
stoppered;  1 Gm.,  10-ml.  size,  rubber 
stoppered.  [082169 


A dditional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Medical  Schools 


Albany  Medical  College 

Federal  grant  received.  A federal  grant  of 
$115,951  to  continue  research  which  unites  a 
team  of  surgeons,  engineers,  and  computer  ex- 
perts in  a search  for  better  methods  of  treat- 
ing shock  has  been  received  from  the  National 
Institute  of  General  Medical  Sciences,  for  one 
year.  Samuel  R.  Powers,  Jr.,  M.D.,  professor 
of  surgery,  is  director  of  the  project. 

Albert  Einstein  College  of  Medicine 

Promoted.  Geraldine  Wein,  M.D.,  and  Victor 
L.  Szanton,  M.D.,  have  been  promoted  to  as- 
sistant clinical  professor  of  pediatrics  (Al- 
lergy) and  acting  director,  Pediatric  Allergy 
Outpatient  Department,  Jacobi  Hospital,  re- 
spectively. Dr.  Szanton  is  also  an  assistant 
clinical  professor  of  pediatrics  (Allergy). 

Cornell  University  Medical  College 

Guest  lecturer.  Doctor  Stephen  Thesleff,  pro- 
fessor and  head,  Institute  of  Pharmacology, 
University  of  Lund,  Sweden,  will  be  a guest  of 
the  Physiology  Department  from  November  16 
to  25,  1970,  under  the  auspices  of  the  Grass 
Foundation.  He  will  deliver  two  lectures: 
November  17  at  4 p.m.,  and  November  19,  at 
9 p.m.,  on  subjects  related  to  his  research  on 
neuromuscular  function.  These  lectures  are 
the  first  in  a series  named  for  Walter  B. 
Cannon,  M.D.  Dr.  Thesleff  will  also  be  avail- 
able for  some  seminars  and  informal  discussion. 
For  further  information,  call  Dr.  Graf  stein, 
212-879-9000. 

Downstate  Medical  Center 

Commencement.  Commencement  ceremonies 
were  held  on  June  3.  Louis  Heilman,  M.D., 
former  chairman  of  the  Department  of  Ob- 
stetrics and  Gynecology,  delivered  the  com- 
mencement address.  He  discussed  “Food  for 
the  Hungry  Heart.”  Medical  degrees  were 
conferred  on  186  members  of  the  graduating 
class.  The  1970  Alumni  Medallion  for  Dis- 
tinguished Service  to  American  Medicine  was 
presented  to  Max  Weil,  M.D.,  ’52. 

Recent  appointments  and  promotions.  Ap- 
pointments— Vijender  N.  Goel,  M.D.,  Boris 
Lustik,  M.D.,  and  Constancia  V.  Tiangco,  M.D., 
clinical  instructors,  Gaika  Abaci,  M.D.,  and 
Sophie  Pierog,  M.D.,  clinical  assistant  profes- 
sors, Department  of  Pediatrics ; Jacob  D.  Glau- 


bach,  M.D.,  lecturer,  Environmental  Medicine; 
Edward  J.  Watson-Williams,  M.D.,  clinical  as- 
sociate professor,  Calvin  Simons,  M.D.,  clinical 
instructor,  and  Menachem  S.  Shapiro,  M.D., 
instructor,  Medicine;  Rugmini  Sathiapalan, 
M.B.,  assistant  professor,  Pediatrics;  Vincente 
Abad,  M.D.,  and  Israel  Samuelly,  M.D.,  instruc- 
tors, and  Anthony  M.  Primelo,  M.D.,  clinical 
instructor,  Psychiatry ; Lester  Poliak,  M.D., 
and  Samuel  R.  Ramoutar,  M.D.,  clinical  in- 
structors, Radiology.  Promotions — Reza  Kha- 
tib,  M.D.,  clinical  assistant  professor,  and  Jerry 
C.  Brown,  M.D.,  clinical  instructor,  Neurosur- 
gery ; Sidney  A.  Haber,  M.D.,  clinical  instruc- 
tor, and  Theodore  Greenbaum,  M.D.,  clinical 
professor,  Psychiatry ; Paul  Pedowitz,  M.D., 
Morton  A.  Schiffer,  M.D.,  and  Alvin  M.  Sieg- 
ler,  M.D.,  clinical  professors,  Ephraim 
Scharfman,  M.D.,  clinical  associate  professor, 
Joseph  C.  Amico,  M.D.,  Paul  Beck,  M.D., 
David  A.  Frenkel,  M.D.,  and  Marvin  H.  Sent- 
nor,  M.D.,  clinical  assistant  professors,  Sey- 
mour N.  Sussman,  M.D.,  clinical  assistant 
professor,  Ben  Bogen,  M.D.,  and  Samuel  I. 
Schantz,  M.D.,  senior  lecturers,  and  Harry 
Ehrlich,  M.D.,  lecturer,  Obstetrics  and  Gyne- 
cology; David  H.  Lieberman,  M.D.,  clinical 
instructor,  Ophthalmology ; Attilio  C.  Rizza, 
M.D.,  clinical  instructor,  Otolaryngology ; 
Henry  Burns,  M.D.,  clinical  assistant  professor, 
and  Antonio  M.  de  Almeida,  M.D.,  instructor, 
Surgery;  and  Benjamin  Peng,  M.D.,  associate 
professor,  and  Albert  S.  Katz,  M.D.,  clinical 
instructor,  Urology. 

Grants.  Grants  received  during  April  and 
May  for  30  research  and  training  grants 
amounted  to  a total  of  $956,160.  These  pro- 
vided for  seven  new  projects,  20  renewals,  and 
three  supplements. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Appointed.  Frank  E.  Young,  M.D.,  has  been 
appointed  professor  and  chairman,  Depart- 
ment of  Microbiology.  A graduate  of  Upstate 
Medical  Center,  Dr.  Young  has  been  serving 
as  an  associate  professor  of  biology  at  the 
University  of  California  and  a member  of  the 
Departments  of  Microbiology  and  Experimen- 
tal Pathology  at  Scripps  Clinic  and  Research 
Foundation  at  LaJolla,  California. 

Upstate  Medical  Center 

New  dean.  Richard  P.  Schmidt,  M.D.,  for- 

continued  on  page  2655 
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DELTASONE1®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i  e. , increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute-herpes simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adeauate  and  effective  antituberculous  therapy  to 
wnich  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while_being  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  effect 
in  mind  and  perform  periodic  serum  potassium  determinations  in 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occur- 
ring with  normal  serum  potassium  levels  may  be  due  to  disturbance 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  sub-  ' 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidence 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids  Re- 
placement with  non-fluorinated  steroid  has,  in  some  instances,  re- 
sulted in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose,  has 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Follow- 
ing cessation  of  therapy,  growth  rate  may  be  accelerated.  There- 
fore, carefully  observe  growth  of  children  on  prolonged  corticoid 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recovery 
before  epiphyseal  closure.  Make  every  effort  to  avoid  corticoids 
during  pregnancy,  since  spontaneous  remission  of  some  diseases 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  therapy 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophylaxis, 
an  ulcer  regimen  and  antacid  are  highly  recommended.  Take  X-rays 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  and, 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recom- 
mended. Since  prednisone  causes  less  salt  and  water  retention 
than  many  other  glucocorticoids,  patients  should  be  observed 
closely  for  development  of  undesirable  hormonal  effects  that  are 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyper- 
tension due  to  salt  and  water  retention.  Continued  supervision  of 
patients  after  cessation  of  therapy  is  essential,  since  there  may  be 
a sudden  reappearance  of  severe  disease  manifestation. 

Adverse  Reactions:  Adverse  reactions  associated  with  use  of  corti- 
coids include:  Cushing's  syndrome,  moon  facies,  supraclavicular 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insuffi- 
ciency particularly  in  time  of  stress  due  to  trauma,  surgery  or 
severe  illness;  protein  catabolism  with  negative  nitrogen  balance; 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  aggra- 
vation of  diabetes  mellitus  including  hyperglycemia  and  glycosuria; 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractures; 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complica- 
tion of  peptic  ulcer  including  perforation  and  hemorrhage;  aggra- 
vation or  masking  of  infection;  increased  blood  pressure;  ! 
convulsions;  petechiae  and  purpura;  menstrual  irregularities  in-  I, 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insomnia;] 
psychic  disturbances  especially  abnormal  euphoria;  nervousness;! 
posterior  subcapsular  cataracts  occasionally  requiring  extraction; 
increased  intraocular  tension;  increased  intracranial  pressure  with 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  angi- 
itis; thinning  of  scalp  hair;  suppression  of  growth  in  children; 
thromboembolic  complications;  facial  erythema;  allergic  skin  reac- 
tions; ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myop- 
athy; headache;  exophthalmos.  Adverse  reactions  are  usually 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2.5  mg.,  scored— bottles  of  100  tablets.  5 mg.,  scored— 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in  foil 
strips. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  representative.  MED  B-tS  ( KQB-8)  I 
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Two  brief 
words  about 
Tuinal 

one-half  sodium  amobarbital  and 
one-half  sodium  secobarbital 


“good 

night" 


Tuinal  helps  patients  fall  asleep  fast, 
stay  asleep  all  night. 


i nearly  a quarter  century  of  use,  Tuinal  has  proved 
) be  the  trusted  sedative  for  patients  who  "just  can’t 
leep.”  The  sodium  secobarbital  in  each  Pulvule® 
ives  prompt  hypnotic  relief.  The  longer-lasting  effect 
f sodium  amobarbital  helps  them  stay  asleep  all  night, 
hree  strengths  of  this  formulation  are  available  for 
our  prescription. 

€fii^ 

50  mg.  (3/4  grain)  100  mg.  (1  1/2  grains)  200  mg.  (3  grains) 

idications:  Tuinal,  comprised  of  equal  parts  of 
econal®  Sodium  (sodium  secobarbital,  Lilly)  and 
.mytal®  Sodium  (sodium  amobarbital,  Lilly),  is  indi- 
ated  for  prompt  and  moderately  long-acting  hyp- 
otic  effect.  It  is  not  suitable  for  continuous  daytime 
adation. 

ontraindications:  Barbiturates  should  not  be  ad- 
linistered  to  anyone  with  a history  of  porphyria,  nor 
aould  they  be  given  in  the  presence  of  uncontrolled 
ain,  because  excitement  may  result. 

/arning:  May  be  habit-forming. 

recautions:  Tuinal  should  be  used  cautiously  in  pa- 
ents  with  decreased  liver  function,  since  prolonga- 
on  of  effect  may  occur. 

dverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
langover,  or  pain,  may  appear.  Hypersensitivity  reac- 
lons  occur  in  some  patients,  especially  in  those  with 


Dosage:  50  to  200  mg.  (3/4  to  3 grains)  at  bedtime. 

Overdosage:  C.N.S.  depression.  Symptoms — Depres- 
sion of  respiration  and  of  superficial  and  deep  reflexes, 
slight  constriction  of  the  pupils  (in  severe  poisoning, 
dilation),  decreased  urine  formation,  lowered  body 
temperature,  coma.  Treatment — Symptomatic  and  sup- 
portive (gastric  lavage;  intravenous  fluids;  mainte- 
nance of  blood  pressure,  body  temperature,  and 
adequate  respiration).  Dialysis  may  speed  removal  of 
barbiturates  from  body  fluids. 

How  Supplied:  In  50-mg.  (3/4-grain),  100-mg.  (1  1/2- 
grain),  and  200-mg.  (3-grain)  Pulvules®.  [052466] 


Under  your  supervision,  barbiturates  are  valuable 
therapeutic  agents.  In  the  hands  of  the  reckless  and 
the  uninformed,  they  can  be  abused.  Lilly  enforces  a 
comprehensive  security  program  to  help  prevent  pil- 
ferage, theft,  and  diversion  of  its  products.  Full  co- 
operation is  afforded  law  enforcement  agencies  and 
other  groups  who  offer  education  on  drug  abuse  and 
prevention  programs. 


Additional  information  available  upon  request. 


Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 


Medical  News 


Cholera  outbreak  is  remote 
in  New  York  State 

The  possibility  of  a cholera  outbreak  in 
New  York  State  similar  to  the  recent  epi- 
demics of  the  disease  in  African  and  Mideast 
nations  has  been  described  as  “remote”  by 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner. 

“Even  though  thousands  of  American  tour- 
ists pass  through  New  York  City  each  week 
after  returning  from  one  or  more  cholera- 
afflicted  nations,  we  see  no  real  danger  that 
the  disease  can  gain  a foothold  here,”  Dr. 
Ingraham  said. 

The  commissioner  cited  a number  of  factors 
to  support  his  optimistic  conclusion : 

1.  American  travelers  carry  good  personal 
hygiene  habits  wherever  they  go  and  tend  to 
stay  in  tourist  accommodations  with  adequate 
sanitary  facilities,  thus  avoiding  two  of  the 
means  of  transmission  of  the  disease. 

2.  In  the  highly  unlikely  event  that  an 
American  did  contract  the  disease  abroad,  he 
would  be  quickly  admitted  to  a hospital  on  his 
return  and  his  condition  rapidly  diagnosed. 
Hospital  staffs  in  New  York  State  have  been 
alerted  to  the  symptoms  of  the  disease,  and 
hospital  laboratories,  backed  up  by  State 
Health  Department  laboratory  facilities,  are 
equipped  to  handle  diagnostic  tests  rapidly. 

Dr.  Ingraham  noted  that  the  generally  high 
degree  of  restaurant  sanitation  in  New  York 
and  the  State  Health  Department’s  continual 
monitoring  of  water  supply  quality  through- 
out the  State  are  further  insurance  against  an 
epidemic  outbreak  of  the  disease  here. 

The  commissioner  recommended  that  pro- 
spective travelers  to  African  and  Mideast  na- 
tions take  the  added  precaution  of  obtaining 
cholera  immunization  from  their  physicians 
before  leaving  the  country.  The  immuniza- 
tion process  requires  two  injections  taken 
seven  to  ten  days  apart  and  remains  effective 
for  up  to  six  months  when  a booster  injection 
may  be  taken.  Several  countries  now  require 
proof  of  cholera  immunization  before  a 
traveler  can  be  admitted. 

Travelers  returning  to  America  from  areas 
with  cholera  epidemics  are  being  given  a 
“health  alert”  notice  by  Federal  officials  advis- 
ing them  to  report  any  post-trip  illness  that 
occurs  within  a week  of  their  return  to  their 
physician  or  to  a public  health  department. 

Material  for  inclusion  in  the  medical  news  section  must 
he  received  six  weeks  prior  to  publication  date. 


Albany  Medical  College  starts  new 
building  project 

Albany  Medical  Center  Hospital  recently 
began  site  clearance  for  an  eight-story  addi- 
tion costing  $16,062,817 — the  latest  step  in 
the  hospital’s  twenty-year  program  to  renew 
and  enlarge  its  physical  plant.  The  new  wing 
will  take  an  estimated  three  years  to  com- 
plete. 

The  “go-ahead”  for  the  building,  which  has 
been  on  the  drawing  board  for  six  years,  be- 
came official  last  month  with  the  sale  of  $22.6 
million  in  bonds  offered  in  the  hospital’s  be- 
half by  the  New  York  State  Dormitory  Au- 
thority, marking  the  first  time  the  Authority’s 
borrowing  power  has  been  used  in  behalf  of  a 
private,  nonprofit  hospital. 

The  new  wing  will  contain  some  200,000 
square  feet  of  floor  space.  It  will  be  built  of 
reinforced  concrete  and  will  be  fire  resistant. 
The  ground  level  of  the  new  wing  will  house 
an  entirely  new  surgical  unit,  including  18  op- 
erating rooms,  sterile  supply  unit,  and  in- 
strument processing  center. 

Administrative  offices,  new  blood  bank  and 
clinical  laboratories,  and  a data  processing 
center  will  be  located  on  the  first  floor. 

The  upper  seven  floors  will  contain  a total 
of  198  beds  and  44  bassinets.  Included  will  be 
a new  intensive  care  unit  and  coronary  care 
unit,  department  of  infectious  disease,  burn 
center,  respiratory  intensive  care  unit,  and 
unit  for  organ  transplant  recipients.  There 
will  be  additions  to  the  departments  of  pe- 
diatrics and  obstetrics. 

Computerized  poison  control  information 
system  to  be  studied 

The  Food  and  Drug  Administration  of  the 
Department  of  Health,  Education,  and  Welfare 
will  undertake  a pilot  study  of  a computerized 
poison  control  information  system.  The  proj- 
ect is  designed  to  permit  rapid,  long-distance 
transmission  of  poison  data  between  FDA 
headquarters  in  Washington  and  the  poison 
control  unit  at  Children’s  Medical  Center  in 
Boston. 

Speaking  in  Rome  before  the  International 
Poison  Day  Congress,  Henry  L.  Verhulst,  di- 
rector of  the  Agency’s  Poison  Control  Divi- 
sions, described  the  study  as  “a  pilot  project 
to  determine  whether  or  not  it  is  economically 
feasible  to  operate  a poison  information  re- 
trieval system  using  a computer.” 

The  new  system  is  scheduled  for  operation 
later  this  month. 
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At  present,  FDA’s  Poison  Control  Division 
helps  to  service  a network  of  45(50  autonomous, 
largely  hospital-based  emergency  facilities  on 
poison  by  providing  basic  data  involving  the 
more  common  medicines  and  household  prod- 
ucts which  children  frequently  ingest.  This 
information,  maintained  on  file  cards,  has  been 
programmed  on  magnetic  tape  for  computer 
use  in  the  study. 

I The  pilot  project,  with  technical  support 
from  the  National  Institutes  of  Health,  will 
involve  communication  terminals  at  the  Chil- 
dren’s Medical  Center  and  the  FDA  Poison 
Control  Division  in  Washington.  On  request, 
the  FDA  will  furnish  information  almost  in- 
stantaneously to  the  Boston  Center,  allowing 
a physician  there  to  decide  on  appropriate 
treatment  for  a victim  of  poison. 

Postgraduate  programs  combining  public 
health  and  pediatrics  and  obstetrics 

The  Division  of  Maternal  and  Child  Health 
of  the  University  of  California  School  of  Pub- 
lic Health  at  Berkeley  is  offering  postgradu- 
ate programs  leading  to  the  degree  of  Master 
of  Public  Health  to  pediatricians,  obstetri- 
cians, and  other  physicians  interested  in  child 
and  maternal  health.  Fellowship  support  is 
available,  including  basic  support  for  the 
trainee,  an  allowance  for  dependents,  tuition, 
and  fees. 

Program  areas  now  available  include  nine- 
months-programs  in  child  and  maternal 
health,  health  of  school-age  children,  and  ma- 
ternal health  and  family  planning;  a twenty- 
one-month  program  in  care  of  handicapped 
children,  perinatology,  and  comprehensive 
care;  and  three-year  career  development  pro- 
grams in  pediatrics  and  obstetrics  which  com- 
bine public  health  and  residency  training. 
Fellowships  also  are  available  for  these  pro- 
grams. 

Applications  for  the  September  1971  term 
are  now  being  accepted.  For  further  infor- 
mation write  to  Helen  M.  Wallace,  M.D., 
School  of  Public  Health,  University  of  Cali- 
fornia, Berkeley,  California  94720. 

Roswell  Park  begins  construction 
on  new  research  center 

Construction  has  begun  here  on  a Research 
Studies  Center  at  Roswell  Park  Memorial  In- 
stitute, the  New  York  State  Department  of 
Health’s  facility  for  cancer  research  and  treat- 
ment. The  building  is  the  first  phase  of  the 
Roswell  Pai'k  Community  Project,  which  is  in- 
tended to  help  improve  the  area  surrounding 
the  Institute. 

The  Center  will  house  RPMI’s  departments 
of  graduate  education,  nursing  education,  bio- 
statistics, epidemiology,  and  medical  illustra- 
tion and  photography.  Also  located  in  the 
Center  will  be  the  research  participation  pro- 
gram, the  computer  center,  an  expanded  li- 
brary, and  an  auditorium  for  an  audience  of 
600. 


The  Research  Studies  Center  reflects  the 
educational  role  of  the  Institute,  which  has 
been  granting  masters  and  doctors  degrees 
for  many  years.  There  has  been  a rapid  in- 
crease in  the  number  of  graduate  programs, 
as  well  as  in  postgraduate  training,  nursing 
programs,  and  summer  programs  for  talented 
high  school  and  college  students. 

Around-the-clock  information  on 
drug  abuse  available 

The  National  Clearinghouse  for  Drug 
Abuse,  a branch  of  the  National  Institute  of 
Mental  Health,  has  announced  that  a twenty- 
four-hour  telephone  service  is  available  to 
answer  requests  for  information  about  drug 
abuse.  The  number  to  call  is  496-7171,  area 
code  301. 

The  Clearinghouse  offers  a selection  of  pub- 
lications, provides  referral  services,  and  the 
storage  and  retrieval  of  computerized  data 
on  drug  programs.  The  Clearinghouse  is  a 
“one-stop  store  of  information  which  must  be 
put  in  the  hands  of  parents,  students,  teachers, 
law  enforcement  officers,  community  leaders, 
and  all  citizens  concerned  with  the  problem.” 

Inquiries  in  any  area  of  drug  abuse  should 
be  sent  to  the  National  Clearinghouse  for 
Drug  Abuse  Information,  Box  1701,  Wash- 
ington, D.C.  20013.  Requests  for  literature 
should  be  sent  to  “Information  Services.” 

Annual  competition  for  overseas 
study  opens 

The  Institute  of  International  Education 
announced  the  official  opening  of  its  annual 
competition  for  grants  for  graduate  study  or 
research  to  be  done  abroad  and  for  profes- 
sional training  in  the  creative  and  performing 
arts. 

The  Institute  is  responsible  for  recruiting 
and  screening  of  candidates  for  U.S.  govern- 
ment awards  under  the  Fulbright-Hays  Act 
as  well  as  for  grants  offered  by  various  for- 
eign governments,  universities,  and  private 
donors.  The  grants,  which  will  be  available 
for  the  academic  year  1971-1972,  are  designed 
to  promote  mutual  understanding  between  the 
people  of  the  U.S.  and  other  countries  through 
the  exchange  of  persons,  knowledge,  and  skills. 
It  is  expected  that  there  will  be  at  least  554 
awards  available  for  this  period,  although 
only  tentative  information  on  quotas  has  been 
received. 

Candidates  who  wish  to  apply  for  an  award 
must  be  U.S.  citizens  at  the  time  of  applica- 
tion, have  a bachelor’s  degree  or  its  equiva- 
lent before  the  beginning  date  of  the  grant 
and,  in  most  cases,  be  proficient  in  the  lan- 
guage of  the  host  country.  Applicants  in  the 
field  of  medicine  must  have  an  M.D.  degree 
at  the  time  of  application.  Selections  will  be 
on  the  basis  of  academic  and/or  professional 
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record,  the  feasibility  of  the  applicant’s  pro- 
posed study  plan,  language  preparation,  and 
personal  qualifications. 

Preference  is  given  to  applicants  between 
the  ages  of  twenty  and  thirty-five  and  to  can- 
didates who  have  not  had  prior  opportunity 
for  extended  study  or  residence  abroad,  with 
the  exception  of  those  who  have  served  in  the 
armed  forces. 

Two  types  of  grants  will  be  available — full 
grants  and  travel  grants. 

A full  award  will  provide  a grantee  with 
tuition,  maintenance  for  one  academic  year 
in  one  country,  roundtrip  transportation, 
health  and  accident  insurance,  and  an  inci- 
dental allowance. 

Countries  which  are  expected  to  participate 
in  the  full  grant  program  are:  Argentina, 

Australia,  Austria,  Belgium-Luxembourg, 
Brazil,  Ceylon,  Chile,  China  (Republic  of), 
Colombia,  Denmark,  Ecuador,  Finland,  Ger- 
many (Federal  Republic  of),  Greece,  India, 
Iran,  Ireland,  Italy,  Japan,  Korea,  Liberia, 
Malaysia,  the  Netherlands,  New  Zealand, 
Peru,  Portugal,  Sweden,  Thailand,  Turkey, 
the  United  Kingdom,  and  Uruguay. 

For  holders  of  grants  to  Australia,  Ceylon, 
China  (Republic  of),  Finland,  Germany, 
India,  Iran,  Japan,  Korea,  Liberia,  Poland, 
Portugal,  Romania,  and  Turkey  a maintenance 
allowance  will  be  provided  for  one  or  more 
accompanying  dependents. 

A limited  number  of  travel  grants  are  avail- 
able to  supplement  maintenance  and  tuition 
scholarships  granted  to  American  students 
from  other  sources.  Participating  countries 
include  Austria,  Denmark,  Germany,  Israel, 
Italy,  Poland,  Romania,  Spain,  Sweden,  Tur- 
key, and  Yugoslavia. 

Candidates  who  are  enrolled  at  a college  or 
university  should  secure  application  forms 
from  their  Fulbright  Program  Adviser  who 
will  set  a deadline  for  the  submission  of  appli- 
cations to  him.  Candidates  who  are  not  en- 
rolled should  contact  the  Information  and  Ref- 
erence Services  Division,  Institute  of  Interna- 
tional Education,  809  United  Nations  Plaza, 
New  York,  New  York  10017. 

Personalities 

Elected.  Nathan  W.  Shock,  M.D.,  chief  of  the 
Geronotology  Research  Center  of  the  National 
Institute  of  Child  Health  and  Human  De- 
velopment, as  a corresponding  member  of  the 
German  Gerontological  Society. 

Appointed.  Chandler  McCuskey  Brooks,  M.D., 
formerly  dean  of  the  School  of  Graduate 
Studies,  Downstate  Medical  Center,  as  acting 
president  of  the  State  University  of  New  York 
Downstate  Medical  Center  . . . Herbert  Par- 
des,  M.D.,  assistant  professor  of  psychiatry, 
Downstate  Medical  Center,  as  director  of  the 
Psychiatric  Inpatient  Service  at  Downstate’s 
University  Hospital. 
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Medical  Meetings 


Postgraduate  course  in  pediatrics  offered 

The  Maimonides  Medical  Center  and  Coney 
Island  Hospital  Affiliation,  State  University 
of  New  York  Downstate  Medical  Center  and 
the  Kings  County  Chapter  of  the  American 
Academy  of  General  Practice  are  sponsoring 
a postgraduate  course  in  pediatrics  to  be  given 
on  Tuesdays,  at  10:00  A.M.,  in  the  fourth  floor 
lecture  hall,  Main  Building,  Maimonides  Medi- 
cal Center,  4802  Tenth  Avenue,  Brooklyn. 

The  lectures  began  on  October  6 and  will 
continue  through  May  11,  1971. 

For  further  information  contact  Abraham 
Gilner,  M.D.,  or  Oscar  Schwartz,  M.D.,  Mai- 
monides Medical  Center,  4802  Tenth  Avenue, 
Brooklyn,  New  York  11219. 

The  program  is  approved  for  accreditation 
by  the  American  Academy  of  General  Practice 
for  twenty-nine  elective  hours. 

Course  offered  in  pediatrics,  gynecology, 
and  medicine  for  the  family  physician 

The  Departments  of  Pediatrics,  Obstetrics 
and  Gynecology,  and  Medicine  of  the  Maimon- 
ides Medical  Center  and  the  Kings  County 
Chapter  of  the  American  Academy  of  General 
Practice  are  sponsoring  courses  in  “Pediatrics, 
Gynecology  and  Medicine  for  the  Family 
Physician”  to  be  held  Friday  mornings,  from 
8:00  to  9:30  A.M.,  from  October  16,  1970, 
through  April  2,  1971. 

The  course  will  emphasize  common  problems 
encountered  in  the  practice  of  pediatrics,  ob- 
stetrics and  gynecology,  medicine,  and  sur- 
gery and  will  include  lectures,  case  presen- 
tations, and  use  of  laboratory  and  x-ray 
technics  in  diagnosis  and  treatment. 

No  fee  is  required  but  registration  is 
limited.  The  program  is  acceptable  for  thirty- 
one  and  one-half  hours  of  prescribed  credit  by 
the  American  Academy  of  General  Practice. 

For  further  information  contact  Mrs. 
Shirley  Lasky,  registrar,  Department  of 
Pediatric  Services,  Maimonides  Medical  Cen- 
ter, 4082  Tenth  Avenue,  Brooklyn,  New  York 
11219. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 
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merly  associate  dean  at  the  University  of 
Florida  College  of  Medicine  and  chief  of  staff, 
Veterans  Administration  Hospital,  Gaines- 
ville, Florida,  has  assumed  the  post  of  dean  at 
the  College,  vice-president  for  Academic  Affairs 
at  Upstate,  and  a professor,  Department  of 
Neurology. 
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Editorials 


Present  status  of  screening  tests  for 
donor-carriers  of  viral  hepatitis 


Intense  national  interests  in  the  prospect 
of  screening  tests  suitable  for  routine  use 
to  identify  carriers  of  viral  hepatitis  has 
caused  the  Board  of  Directors  of  the  Ameri- 
can Association  of  Blood  Banks  to  authorize 
the  publication  of  this  status  report.  The 
Januarv-February,  1970,  issue  of  Trans- 
fusion, official  journal  of  the  AABB,  pre- 
sented the  “Statement  on  Laboratory 
Screening  Tests  for  Identifying  Carriers  of 
Viral  Hepatitis  in  Blood-Banking  and  Trans- 
fusion Services,”  prepared  by  a panel  of  the 
Committee  on  Plasma  and  Plasma  Substi- 
tutes of  the  Division  of  Medical  Sciences, 
National  Academy  of  Sciences — National 
Research  Council.  This  authoritative  state- 
ment noted  that  . . the  only  laboratory 
screening  test,  currently  available  or  pro- 
posed, that  offers  any  promise  of  useful  ap- 
plication by  blood  banking  and  transfusion 
services  in  identifying  the  long-incubation 
form  of  hepatitis  in  carriers  is  a test  for  the 
presence  of  Australia  antigen  in  blood.”  At 
the  time  this  statement  was  issued,  it  was 
clear  that  the  Australia  antigen  test  was  not 
suitable  for  general  use.  The  statement 
pointed  out  “However,  it  is  clear  that  the 
sensitivity  and  specificity  of  the  test  for 
Australia  antigen  vary  among  laboratories, 
and  there  is  no  agreement  on  the  establish- 
ment of  a uniform  test  or  tests.  Such  agree- 
ment would  be  essential  before  any  test  could 
be  brought  into  general  use.”  The  panel 
recommended  that  research  be  conducted  to 
obtain  data  from  which  it  would  be  possible 
to  establish  a uniform  test.  In  this  regard, 
the  panel  noted  difficulties  and  possible 
hazards  with  respect  to  available  reference 
sera.  Since  the  issuance  of  this  statement, 
considerable  literature  has  been  published 
relating  to  experience  with  the  test.  There 
has  also  been  a great  deal  of  advertising  by 
various  commercial  interests,  relating  to  the 
development  of  newer  technics,  or  certain 


tests,  or  certain  sera.  This  publicity,  and 
numerous  conflicting  claims,  may  cause  a 
certain  amount  of  confusion  in  the  minds  of 
blood  bankers.  The  Board  therefore  has 
made  provision  for  this  status  report. 

Testing  for  Australia  antigen  as  a donor- 
screening test  continues  to  show  exciting 
promise.  However,  the  same  problems 
which  were  described  in  the  National  Re- 
search Council  statement  continue  to  exist, 
so  that  such  testing  cannot  reasonably  be 
performed  routinely.  It  is  still  necessary 
that  a standard  reagent  be  developed,  that  it 
be  approved  by  the  Division  of  Biologies 
Standards,  and  that  it  be  available  in  ade- 
quate supply.  Until  such  a serum  of  uni- 
form controlled  potency  is  developed  and 
approved,  such  testing  must  be  regarded  as 
experimental,  and  primarily  for  purposes  of 
research.  Blood  banks  capable  of  such  re- 
search efforts,  with  adequate  facilities,  fund- 
ing, and  technical  personnel,  may  wish  to 
engage  in  such  a project,  if  the  individual 
blood  bank  finds  that  it  can  obtain  a constant 
source  of  serum,  and  if  it  has  the  capability 
of  producing  consistently  potent  serum  for 
tests.  It  should  be  noted  that  most  medium 
sized  or  smaller  blood  banks  do  not  have 
these  capabilities.  Even  large  blood  banks 
may  not  be  able  to  engage  in  such  research 
efforts,  and  others  which  could  do  so  may 
find  that  meeting  day-to-day  responsibilities 
precludes  such  experimentation.  The 
American  Association  of  Blood  Banks  en- 
courages those  blood  banks  which  are  able 
to  perform  such  testing  and  collection  of 
data  to  do  so,  to  hasten  the  development  of 
standard  tests  which  will  be  suitable  for  gen- 
eral use.  It  must  be  emphasized  that  the 
day  of  routine  testing  has  not  yet  arrived. 

The  Association  also  urges  that  blood 
banks  independently  evaluate  the  claims 
made  by  commercial  interests  which  suggest 
that  their  products  or  services  may  be  uti- 


November  1,  1970  / New  York  State  Journal  of  Medicine  2659 


lized  for  routine  testing  for  the  Australia 
antigen.  The  Association  is  unable  to  dis- 
cern sufficient  scientific  basis  for  such  claims 
to  warrant  routine  use  at  this  time,  although 
these  products  or  services  may  be  valuable 
in  the  research  effort. 

Those  blood  banks  which  are  engaged  in 
testing  for  the  Australia  antigen  may  have 
questions  as  to  the  degree  to  which  such  test- 
ing should  be  integrated  into  routine  opera- 
tions of  the  blood  bank.  The  extent  to  which 
such  tests  are  performed  will  depend  both 
on  the  resources  of  the  blood  bank  and  on 
the  goals  of  the  project.  When  this  test  is 
performed  with  respect  to  a particular  unit 
of  blood,  it  may  be  possible  to  withhold  re- 
lease of  the  unit  until  the  results  are  known. 
However,  this  will  depend  on  the  need  for 
blood.  In  many  cases,  where  large  scale 
testing  is  being  conducted,  it  will  not  be 
possible  to  hold  the  blood  in  the  blood  bank 
pending  the  results.  If  a positive  result  is 
obtained  after  blood  has  been  released,  the 
hospital  should  be  notified  at  once,  and  ap- 
propriate measures  should  be  taken  so  that 


the  attending  or  treating  physicians  will  be 
notified  if  the  blood  has  been  transfused. 

Blood  banks  may  receive  requests  for 
blood  which  has  been  tested  with  negative 
results.  The  blood  bank’s  ability  to  satisfy 
such  demands  will  depend  on  individual 
circumstances.  It  must  be  pointed  out  that 
it  is  generally  agreed  that  this  screening 
test  will  detect  only  a fraction  of  all  hepatitis 
carriers.  The  size  of  this  fraction  has 
varied  from  investigator  to  investigator. 
At  the  present  time,  many  blood  banks  will 
find  that  they  are  unable  to  enter  into  ar- 
rangements to  routinely  provide  blood  which 
has  been  tested,  with  negative  results,  even 
though  the  blood  bank’s  particular  research 
effort  involves  large  scale  testing. 

The  American  Association  of  Blood  Banks 
plans  to  make  continuing  reports  to  its 
membership,  and  to  blood  bankers  generally, 
in  order  that  all  may  be  informed  as  to  the 
status  of  this  or  similar  tests.  It  is  antici- 
pated that  appropriate  standards  will  be 
promulgated  as  soon  as  such  tests  are  avail- 
able and  suitable  for  general  use. 
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Pharmacodynamics 
of  a unique 

neuroperistaltic  stimulant 


Senokot  tablets 

(standardized  senna  concentrate) 

For  a physiologic  approach 
to  bowel  evacuation 


The  ultimate  link  in  the  process  of  normal  colonic  peristalsis 
is  the  stimulation  and  action  of  the  intrinsic  myenteric  plexus 
of  Auerbach.  The  laxative  effect  of  SENOKOT  preparations 
is  achieved  through  direct  stimulation  of  this  motor  plexus: 

1 • Ingested  glycosides  (active  principles  of  stan- 
dardized senna  concentrate)  exert  NO  perceptible 
action  in  the  stomach  and  small  intestine.  NO  gas- 
tric irritation  has  been  reported  and  therefore 
NO  enteric  coating  is  needed. 

o 

• In  the  colon,  glycosides  are  converted 
to  aglycones  by  the  enzymatic  action  of  the  in- 
testinal flora.  The  laxative  action  is  virtually 
COLON^SPECIFIC. 

Q 

• Aglycones  stimulate  the  motor  plexus 
of  Auerbach  in  the  colon  to  induce  GENTLE 
PERISTALSIS.  Action  is  usually  completed 
within  8 to  10  hours  after  ingestion.  Adminis- 
tered at  bedtime,  SENOKOT  Tablets  gen- 
erally induce  comfortable  evacuation  next 
morning. 

Effectiveness  of  SENOKOT  preparations  has  been 
clinically  demonstrated  in  31  studies,*  reporting  satis- 
factory evacuation  in  95.9%  of  7,571  patients.  When  used  in  properly 
individualized  dosage,  SENOKOT  preparations  are  virtually  free  of  side 
effects  and  aid  in  rehabilitation  of  the  constipated  patient  by  facilitating 
regular  elimination. 


DOSAGE  (preferably  at  bedtime):  Adults:  2 tablets  (max.  4 tablets  b.i.d.). 
Children  (over  60  lb.):  1 tablet  (max.  2 tablets  b.i.d.). 

SUPPLIED.-  Bottles  of  50  and  100  tablets. 


"Bibliography  available  on  request. 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin"  300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable,  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions  Overgrowth  of  nonsusceptible  organisms  may  occur 
Constant  observation  is  essential  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes,  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity,  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney- rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare)  Hypersensitivity  reactions 
-urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage  One  tablet  bid  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Five  Years’  Experience 
with  Contraceptive  Pills 

Cervical  Epithelial  Changes 
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From  the  Departments  of  Cytopathology  and  Obstetrics 
and  Gynecology,  The  Brooklyn-Cumberland  Medical  Center 


idespread  USE  of  steroid  hormones  for 
contraception  has  focused  increasing  atten- 
tion on  the  relationship  of  these  agents  to 
the  epithelial  abnormalities  of  the  human 
cervix.  In  1954  Heilman  et  at.1  showed  in 
their  study  that  estrogen,  either  endogenous 
or  exogenous,  produced  varying  patterns  of 
atypical  hyperplasia  in  the  epithelium  of 
the  cervix.  These  changes  can  be  so  marked 
as  to  be  histologically  indistinguishable 
from  carcinoma  in  situ.  Similar  atypical 
changes  were  found  in  women  during  preg- 
nancy and  in  newborn  infants,  and  these 
were  thought  to  be  reversible  and  related 
to  the  high  estrogen  levels  of  these  condi- 
tions. No  evidence  was  found  that  these 
changes  were  directly  related  to  cervical 
carcinoma.  In  1966  Maqueo  et  al.2  found 
that  the  cervical  changes  during  pregnancy, 
after  prolonged  progesterone  therapy  and 
after  administration  of  combination-type 
contraceptives,  were  indistinguishable. 
Taylor,  Irey,  and  Norris  in  1967, 3 Candy 
and  Abell  in  1968, 4 Gall,  Bourgeois,  and  Ma- 


guire in  1969,''  and  Govan,  Black,  and  Sharp 
in  1969'*  all  reported  characteristic  cervical 
abnormalities  in  patients  who  had  taken 
contraceptive  pills  for  varying  durations  of 
time.  This  consisted  of  a polypoid  adenom- 
atous (glandular)  hyperplasia  which  could 
at  times  be  sufficiently  atypical  to  be  con- 
fused with  early  adenocarcinoma.  How- 
ever, Taylor,  Irey,  and  Norris3  stated  that 
the  uniform  appearance  of  nuclei  and  cer- 
tain order  in  their  arrangement  militated 
against  carcinoma. 

An  epidemiologic  approach  to  the  ques- 
tion of  a possible  relationship  between 
steroid  hormones  and  cervical  cancer  was 
undertaken  by  Melamed  et  at.1  A study  of 
women  attending  the  Planned  Parenthood 
Clinic  in  New  York  City  revealed  that  a 
higher  rate  of  carcinoma  in  situ  prevailed 
among  women  using  oral  contraceptives 
than  among  those  using  diaphragms.  The 
difference  was  slight  but  statistically  sig- 
nificant. However,  it  is  not  certain  that 
the  group  of  women  using  pills  and  the 
group  using  diaphragms  can  be  considered 
comparable  in  all  respects  except  for  the 
choice  of  contraceptive  method.  Further- 
more, use  of  the  diaphragm  might  provide 
a mechanical  barrier  against  carcinogens, 
such  as  smegma,  to  which  the  pill  user 
would  be  exposed. 

In  addition,  there  remains  doubt  as  to  the 
further  progression  to  invasive  carcinoma 
of  the  histologic  change  in  the  cervix  seen 
in  association  with  oral  contraceptives. 
For  these  and  other  reasons,  the  Advisory 
Committee  of  the  Food  and  Drug  Adminis- 
tration8 believes  that  the  study  by  Melamed 
et  al.7  does  not  prove  or  disprove  an  etiologic 
relationship  between  oral  contraceptives  and 
these  cervical  changes.  It  has  been  shown 
that  practically  all  the  agents  known  to  be 
carcinogenic  in  man  require  a latent  period 
of  approximately  ten  years.  A study  by 
Gardner  and  Allen10  showed  that  carcino- 
genicity of  estrogen  in  experiments  on  ani- 
mals depended  largely  on  the  length  of  time 
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TABLE  I.  Amount  of  progestin  and  estrogen  in  oral  contraceptive  pills  used 


Product 

Progestin  (Mg.) 

Mestranol  (Meg.) 

Enovid 

Norethynodrel,  5 

75 

Enovid  E 

Norethynodrel,  2.5 

100 

Ortho-Novum  (2  mg.) 

Norethindrone,  2 

100 

Norinyl 

Norethindrone,  1 

80 

Ovulen-20,  -21 

Ethynodiol  diacetate,  1 

100 

C-Quens 

Chlormadinone  acetate,  2 

(5X) 

80 

(15  X,  5 X) 

of  its  administration  rather  than  on  the 
dose.  Since  the  longest  exposure  of  the 
majority  of  women  to  the  steroid  contra- 
ceptives at  present  does  not  exceed  ten 
years,  norethynodrel  (Enovid)  was  approved 
for  use  as  the  first  oral  contraceptive  toward 
the  end  of  1959,  the  data  concerning  their 
possible  carcinogenic  effect  are  not  yet  con- 
clusive. 

This  report  concerns  our  observation  of 
women  using  oral  contraceptives  who  at- 
tended the  family  planning  clinic  at  The 
Brooklyn-Cumberland  Medical  Center  dur- 
ing the  period  from  1964  through  1969. 

Method  and  material 

During  the  period  from  1964  through 
1969,  a total  of  4,164  women,  registered  at 
the  family  planning  clinic,  used  contracep- 
tive pills  and  visited  the  clinic  at  least  twice. 
Of  the  4,164,  there  were  2,530  women  listed 
in  the  active  file  (each  made  at  least  one 
clinic  visit  within  the  past  year)  and  1,644 
in  the  inactive  file  (no  clinic  visit  made 
during  the  past  year).  Through  1966,  nore- 
thynodrel, norethynodrel  with  mestranol 
(Enovid  E),  and  norethindrone  with  mes- 
tranol (Ortho-Novum)  were  prescribed.  Be- 
ginning in  1967,  the  majority  of  the  pa- 
tients were  switched  to  ethynodiol  diacetate 
with  mestranol  (Ovulen).  Other  steroids, 
such  as  mestranol  with  chlormadinone  ace- 
tate (C-Quens)  and  norethindrone  1 mg. 
with  mestranol  0.08  mg.  (Norinyl)  were 
also  used  but  much  less  frequently.  The 
progestin  and  estrogen  contents  of  these 
pills  are  shown  in  Table  I.  A total  of 
244  women  were  using  pills  for  at  least 
three  years.  No  follow-up  is  longer  than 
five  years.  The  remaining  3,920  women 
were  using  pills  for  less  than  three  years. 
The  ages  ranged  from  seventeen  to  forty 
years  with  parity  from  one  to  ten.  The 
patients  using  contraceptive  pills  returned 


every  six  months  to  refill  their  supply  of 
pills.  Cytologic  smears  were  interpreted 
as  showing  positive  results  when  the  report 
read  “suggestive  of  severe  dysplasia  or 
carcinoma  in  situ.” 

Results 

There  were  14  smears  with  positive  re- 
sults out  of  a total  of  4,164  pill  users.  Ten 
of  the  14  women  underwent  cervical  coniza- 
tion. In  the  other  4 cases  follow-up  was 
lacking.  Study  of  the  cervical  cones  re- 
vealed 6 cases  of  carcinoma  in  situ,  1 of 
severe  dysplasia,  1 of  moderate  dysplasia, 
and  2 of  chronic  cervicitis.  The  period  of 
pill  use  before  these  women  developed  posi- 
tive results  on  smears  ranged  from  zero  to 
three  years. 

One  patient,  age  twenty-two,  who  had 
carcinoma  in  situ  at  her  initial  clinic  visit, 
elected  after  her  diagnostic  conization  to 
be  followed  up  without  further  surgical  in- 
tervention (Table  II).  She  took  pills  for 
about  two  years,  until  September  1968, 
except  during  her  pregnancies,  in  1966  and 
1967,  and  cytologic  studies  showed  negative 
results  until  March,  1967,  when  the  cervi- 
cal smear  showed  findings  suggestive  of 
cervical  dysplasia.  A repeat  cervical  smear 
during  pregnancy  showed  negative  findings. 
Despite  negative  cytologic  findings  at  post- 
partum, the  patient  underwent  conization 
in  July,  1968.  The  pathologic  diagnosis 
was  chronic  cervicitis  with  squamous  meta- 
plasia. Follow-up  smears  after  that  have 
shown  negative  results. 

Another  patient,  age  seventeen,  took  the 
pill  for  three  years,  until  the  result  of  a 
cervical  smear  was  reported  to  be  positive 
(Table  II).  Re-evaluation  of  her  initial 
cervical  smear,  which  had  been  originally 
reported  to  show  negative  results,  revealed 
typical  findings  of  carcinoma  in  situ.  The 
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TABLE  li.  Histologic  diagnosis  and  period  of  pill  use  before  development  of  positive  result  on  smear 


Patient’s 

Age 

(Years) 

Parity 

Histologic  Diagnosis 

Period  of  Pill  Use 

17 

2-0-0-2 

Carcinoma  in  situ 

3 years 

28 

1-4-4-4 

Carcinoma  in  situ 

2 years,  2 months 

30 

5-0-0-5 

Carcinoma  in  situ 

11  months 

31 

7-0-0- 7 

Carcinoma  in  situ 

10  months 

34 

5-0-0-5 

Carcinoma  in  situ 

5 months 

22 

3-0-2-3 

Carcinoma  in  situ 

25 

6-0-2-4 

Severe  dysplasia 

2 years,  5 months 

22 

0-0- 1-0 

Moderate  dysplasia 

1 year,  7 months 

34 

7-0-0- 7 

Chronic  cervicitis 

2 years,  4 months 

37 

7-0-0-7 

Chronic  cervicitis 

1 year,  2 months 

reason  for  this  diagnostic  error  is  not  clear, 
but  it  may  have  resulted  from  a mistake  in 
recording.  This  patient  had  been  taking 
norethindrone  with  mestranol  for  three 
years  and  six  months  before  the  diagnosis 
of  carcinoma  in  situ  was  made. 

A total  of  30,834  women,  exclusive  of  the 
4,164  of  the  family  planning  clinic  group, 
were  cytologically  screened  in  the  clinics 
at  The  Brooklyn-Cumberland  Medical  Cen- 
ter during  the  same  period.  Of  these,  195 
women  showed  positive  results  on  cervical 
smears.  For  144  of  the  195  patients,  tis- 
sue diagnosis  was  established  by  biopsy. 
Follow-up  was  lacking  in  the  remaining  51 
cases.  The  144  histologic  diagnoses  con- 
sisted of  19  patients  with  invasive  car- 
cinoma, 52  with  carcinoma  in  situ,  21  with 
severe  dysplasia,  18  with  moderate  dys- 
plasia, 9 with  mild  dysplasia,  22  with 
chronic  cervicitis,  2 with  chronic  endo- 
metritis, and  1 with  condyloma  accumi- 
natum.  From  these  data,  we  determined 
the  gross  rate  of  cervical  epithelial  ab- 
normalities prevalent  among  users  of  con- 
traceptive pills  and  in  the  general  clinic 
population,  exclusive  of  the  family  planning 
clinic  group,  with  the  same  age  range,  dur- 
ing the  period  1964  to  1969.  There  were 
3.36  cervical  smears  showing  positive  re- 
sults per  1,000  pill  users  versus  6.32  per 
1,000  nonfamily  planning  clinic  population. 
The  rate  of  carcinoma  in  situ  was  0.96 
per  1,000  pill  users  versus  1.68  per  1,000 
not  of  the  family  planning  clinic  popula- 
tion. 

No  statistical  significance  in  comparison 
was  made  because  of  lack  of  adequate 
epidemiologic  data. 


Comment 

Clinical  observations  suggest  that  the 
progress  of  cervical  dysplasia  to  carcinoma 
in  situ  probably  takes  place  over  variable 
periods  of  time,  usually  several  years.  The 
period  tends  to  be  shorter  with  severe  dys- 
plasia, one  to  six  years  according  to  the 
model  used  by  Barron  and  Richart.11  Per- 
sistence of  carcinoma  has  been  observed 
over  periods  ranging  from  six  months  to 
ten  years.9  The  slowness  and  variability  in 
the  evolution  of  carcinoma  of  the  cervix, 
coupled  with  our  ignorance  of  many  impor- 
tant aspects  of  its  cause,  make  it  extremely 
difficult  to  establish  with  precision  the  effect 
exerted  by  such  agents  as  the  steroid  hor- 
mones of  the  contraceptive  pills.  Therefore, 
it  is  clear  that  further  studies,  carried  out 
under  carefully  controlled  conditions,  will 
be  necessary  before  important  aspects  of 
this  problem  are  elucidated.  The  signifi- 
cance of  the  present  observations  is  limited 
by  the  comparatively  short  span  of  time  in- 
volved and  by  the  lack  of  full  epidemiologic 
data  for  all  cases. 

Summary 

Previous  studies  on  the  relationship  of 
steroid  hormones  to  the  pathogenesis  and 
progression  of  epithelial  abnormalities  in 
the  human  cervix  are  reviewed. 

Five  years’  experience  with  contraceptive 
pills  at  The  Brooklyn-Cumberland  Medical 
Center  is  presented  with  special  reference 
to  cervical  epithelial  change.  Our  observa- 
tions reveal  that  a lower  gross  rate  of 
cervical  epithelial  abnormalities  prevails 
among  users  of  oral  contraceptives  than 
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among  those  not  in  family  planning  clinic 
populations  of  similar  age. 

Limitations  on  the  validity  of  the  present 
observations  are  discussed. 
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TABLE  I.  Symptoms  and  signs  of  thymoma 


Symptom  or  Sign 

Number  of  Cases 

Dyspnea 

7 

Cough 

5 

Chest  pain 

5 

Tightness  of  chest 

2 

Superior  vena  cava  syndrome 

2 

Hoarseness 

1 

Myasthenia  gravis 

3 

Pancytopenia 

1 

Thrombocytopenia 

1 

Chest  x-ray  finding 

4 

Thymoma 

Clinicopathologic  Observation 


HIROSHI  TAKITA,  M.D. 
Buffalo,  New  York 
ROMEO  B.  MONGAYA,  M.D. 

Buffalo,  New  York 

Thoracic  Surgeon  (Dr.  Takita)  and  Surgical  Residen 
(Dr.  Mongaya),  Roswell  Park 
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T HYMOMA  IS  A relatively  rare  tumor,  and 
it  is  difficult  to  accumulate  enough  personal 
experience  in  treating  this  condition  unless 
one  is  at  a large  medical  center.  Prediction 
of  the  clinical  course  and  selection  of  the 
mode  of  treatment  are  therefore  based  on 
the  knowledge  obtained  from  the  literature 
published  by  various  authorities  on  the  sub- 
ject. Our  experience  with  thymoma  at  the 
Roswell  Park  Memorial  Institute  is  here 
presented,  and  the  representative  literature 
is  reviewed  to  clarify  the  clinicopathologic 
characteristics  of  thymoma. 

Classification  of  thymoma 

Bernatz,  Harrison,  and  Clagett1  cite  10 
various  classifications  in  their  report,  and 
it  appears  that  every  author  is  using  a 
different  classification  of  thymoma.  In  this 
article,  thymomas  are  classified  according 
to  Thomson  and  Thackray,2  because  their 
system  is  quite  adequate  for  correlating  the 
histopathology  and  clinical  behavior  of  these 
tumors.  The  classification  is  as  follows : 

Epithelial 

1.  Differentiated  or  epidermoid 

2.  Oval  or  spindle  cell 


3.  Lymphoepithelioma 

4.  Granulomatous 

Lymphoid 

Teratoma 

During  the  past  twenty  years,  18  patho- 
logically proved  cases  of  thymoma  were  ob- 
served at  the  Roswell  Park  Memorial  Insti- 
tute. Of  these  18  cases,  10  patients  were 
female  and  8 were  male.  Ages  of  the  pa- 
tients ranged  from  seven  to  seventy-six 
years.  The  average  age  of  the  patients  in 
this  series  was  forty-three  years. 

Symptoms  of  thymoma  were  as  shown  in 
Table  I ; dyspnea,  cough,  and  pain  or  tight- 
ness of  the  chest  were  frequently  observed. 
Four  patients  were  asymptomatic  and  were 
discovered  to  have  a mediastinal  mass  in- 
cidentally by  routine  chest  examination. 
Chest  pain,  hoarseness,  and  superior  vena 
cava  syndrome  were  observed  exclusively  in 
the  cases  of  invasive-tvpe  thymoma.  In- 
cidence of  myasthenia  gravis  was  3 out  of 
18  cases,  or  17  per  cent.  There  was  1 case 
each  of  pancytopenia  and  thrombocytopenia. 

In  all  cases  the  presence  of  anterior  medi- 
astinal mass  was  demonstrated  by  chest  x- 
ray  films.  Tissue  diagnosis  of  thymoma  was 
obtained  by  thoracotomy,  midline  sternot- 
omy, or  mediastinoscopy  in  15  of  the  cases. 
Diagnosis  of  thymoma  was  made  at  the  time 
of  autopsy  examination  in  3 cases. 

There  were  7 cases  of  lymphoepithelial- 
type  thymoma,  6 epidermoid,  1 spindle,  2 
granulomatous,  1 lymphocytic,  and  1 tera- 
toma. 

Lymphoepithelial  type 

Seven  cases  were  observed  (Table  II  and 
Fig.  1).  Except  for  a case  of  a seven-year- 
old  girl  with  thrombocytopenia,  the  average 
age  was  fairly  high;  it  was  sixty  years. 
Symptoms  were  generally  mild  ones  such  as 
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TABLE  II.  Lymphoepithelial  type  thymoma, 
all  encapsulated 


Num- 

ber 

of 

cases 

Symptom 
or  Com- 
plication 

Surgery 

Outcome 

i 

Myasthenia 

gravis 

None 

Died 

i 

Thrombocy- 

topenia 

None 

Died 

i 

Pancyto- 

penia, 

post- 

operative 

Complete 

excision 

of 

thymoma 

Died 

2 

Complete 

excision 

Survived 

2 

Complete 

excision 

Survived 
4 and  8 
years, 
died  of 
unrelated 
causes 

cough  or  tightness  of  the  chest.  There  were 
no  chest  symptoms  in  3 cases:  mediastinal 

mass  was  discovered  by  routine  chest  x-ray 
examination  in  2 cases.  One  case  was  com- 
plicated by  myasthenia  gravis,  another  was 
referred  to  this  Institute  because  of  throm- 
bocytopenia. One  patient  developed  pan- 
cytopenia after  thymectomy  and  died  of 
pneumonia. 

Two  patients  died  without  surgery;  1 
died  of  myasthenia,  and  the  other  died  of 
thrombocytopenia.  Five  patients  underwent 
thoracotomy  for  diagnosis  and  treatment. 
In  all  the  patients  undergoing  surgical  pro- 
cedures the  tumors  were  found  to  be  en- 
capsulated, and  they  were  excised  com- 
pletely. In  none  of  the  cases  was  radiation 
therapy  given  postoperatively.  Of  5 pa- 
tients with  surgical  intervention,  2 are  alive 
twenty  years  and  five  years  postoperatively 
without  tumor.  One  other  died  of  carci- 
noma of  the  colon  eight  years  postopera- 
tively, the  other  died  of  myocardial  infarc- 
tion four  years  after  thymectomy.  One  died 
of  pneumonia  due  to  pancytopenia  two 
months  after  surgery. 

There  was  no  incidence  of  distance  metas- 
tasis of  the  tumor. 

Epidermoid  type 

The  average  age  of  the  6 patients  with 
epidermoid-type  thymoma  was  thirty-nine 
years  (Table  III).  Local  symptoms,  such 


FIGURE  1.  Lymphoepithelial-type  thymoma  (he- 


matoxylin  and  eosin  stain,  x 685). 

TABLE  III.  Epidermoid  type  thymoma.  All  cases 
invasive,  3 with  distant  metastases 

Treatment 

Number 
of  Cases 
with 

Number  Myas- 
of  thenia 

Cases  Gravis 

Outcome 

Radiation 

4 14 

died  of  tu- 

therapy 

mor  5 to  14 

following 

months  af- 

biopsy 

ter  diagno- 

Surgery, 

2 11 

sis 

alive  for  10 

complete 

years  with- 

excision 

out  disease; 

of  tumor 

1 died  of 

myasthenia 
after  thy- 
mectomy 

as  chest  pain  and  hoarseness,  were  generally 
more  severe  than  in  the  lymphoepithelial 
type. 

There  were  no  chest  symptoms  in  3 cases; 
however,  2 had  symptoms  of  myasthenia 
gravis. 

A biopsy  was  obtained  for  tissue  diag- 
nosis in  all  cases,  but  complete  excision  was 
possible  in  only  1 patient.  In  all  the  cases 
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FIGURE  2.  Spindle-cell  type  thymoma.  Note 
pseudo-rosette  formation  (hematoxylin  and  eosin 
stain,  x 300). 


the  tumor  was  of  the  invasive  type.  Two 
patients  developed  neck-node  metastases, 
and  another  died  of  widespread  metastases 
which  included  the  lungs,  liver,  kidneys, 
adrenals,  pancreas,  bones,  and  neck  nodes. 


There  was  only  1 long-term  survivor:  she 
is  alive  eleven  years  after  thymectomy  and 
wedge  resection  of  the  middle  lobe  of  the 
right  lung.  Another  patient  underwent 
complete  excision  of  the  tumor  but  died  of 
myasthenia  five  months  postoperatively. 
Four  patients  received  radiation  therapy  fol- 
lowing biopsy,  but  all  died  of  tumor  between 
five  and  fourteen  months  following  tissue 
diagnosis. 

Spindle  type 

There  was  1 case  of  spindle-type  thymoma 
(Fig.  2).  A sixty-four-year-old  woman  was 
followed  for  four  years  because  of  chest 
x-ray  findings  of  a mediastinal  mass.  Fi- 
nally she  agreed  to  have  surgery.  An  in- 
vasive-type thymoma  was  completely  re- 
moved, and  a course  of  radiation  therapy 
was  given  postoperatively.  The  pathologic 
picture  was  that  of  pseudo-rosette  type.3 
Five  years  after  surgery  she  died  of  coro- 
nary thrombosis.  An  autopsy  examination 
was  not  performed,  but  there  was  no  evi- 
dence of  tumor  at  that  time. 

Granulomatous  type 

There  were  2 cases  of  granulomatous-type 
thymoma  (Fig.  3A).  A twenty-five-year-old 
male  and  a thirteen-year-old  girl  both  had 


FIGURE  3.  (A)  Granulomatous-type  thymoma.  Note  multi-nucleated  giant  cells  (x  300).  (B)  Lym- 

phocytic-type thymoma,  pulmonary  metastasis  (x  180).  (Hematoxylin  and  Eosin  Stain). 
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symptoms  of  chest  pain.  Tissue  diagnosis 
was  obtained  by  thoracotomy  and  biopsy. 
Both  tumors  were  invasive  and  unresectable. 
The  patients  each  received  a course  of  radia- 
tion therapy. 

One  died  five  months  after  diagnosis. 
An  autopsy  examination  revealed  extensive 
invasion  of  both  lungs  and  the  diaphragm. 
The  axillary  and  para-aortic  nodes  were 
also  involved.  The  other  patient  received 
an  additional  course  of  cyclophosphamide 
(Cytoxan)  and  vincristine  sulfate.  She 
died  two  years  later.  Autopsy  examination 
revealed  extensive  involvement  of  both 
lungs,  but  there  was  no  lymph-node  involve- 
ment. 

Lymphocytic  type 

A sixty-five-year-old  man  was  referred  to 
this  Institute  because  of  superior  vena  cava 
syndrome.  A course  of  radiation  therapy 
was  given,  but  he  died  one  month  later.  An 
autopsy  examination  revealed  lymphocytic 
thymoma  with  local  invasion  and  metastases 
to  the  liver,  pancreas,  bones,  and  lymph 
nodes  (Fig.  3B). 

Teratoma 

There  was  1 case  of  teratoma.  A seven- 
teen-year-old  boy  was  referred  to  us  be- 
cause of  chest  pain  and  superior  vena  cava 
syndrome.  A biopsy  was  obtained  from  the 
invasive  tumor,  and  a course  of  radiation 
therapy  and  nitrogen  mustard  was  given. 
He  died  three  months  later  of  extensive  local 
invasion  of  the  tumor. 

Comment 

The  average  age  of  patients  with 
thymoma  is  reported  as  somewhere  between 
forty  and  fifty  years.1’4’5  The  average  age 
of  patients  with  myasthenia  is  five  to  six 
years  younger  than  the  former. 

Symptoms  of  thymoma  are  dyspnea, 
cough,  and  pain  or  tightness  of  the  chest. 
As  it  was  observed  at  the  Mayo  Clinic, 
chest  pain  was  the  symptom  of  invasive- 
type  thymoma.1  Superior  vena  cava  syn- 
drome and  hoarseness  are  also  obvious  signs 
of  invasiveness  of  the  tumor. 

The  literature  reports  the  incidence  of 
myasthenia  among  thymoma  patients  as 
being  as  high  as  68  per  cent.4  In  our  ex- 


perience, it  was  only  17  per  cent.  It  is  of 
interest  that  the  Memorial  Hospital,  New 
York  City,  also  reports  a rather  low  inci- 
dence of  about  10  per  cent.4  The  average 
incidence  of  myasthenia  gravis  in  thymoma 
patients  appears  from  the  literature  to  be 
between  30  and  40  per  cent.3^5  Beside 
myasthenia  gravis,  1 case  each  of  pancyto- 
penia and  thrombocytopenia  were  observed. 
Other  clinical  disorders  associated  with 
thymoma  reported  in  the  literature  are 
agammaglobulinemia,6  Cushing  syndrome,1 
dermatomyositis,7  lupus  erythematosus,8 
polymyositis,9  and  myocarditis.10 

Our  7 cases  of  lymphoepithelial-type 
thymoma  were  all  grossly  encapsulated  and 
behaved  clinically  as  benign  tumors.  There 
was  no  distant  metastasis.  There  were  4 
long-term  survivors.  Causes  of  death  in 
the  other  3 cases  were  myasthenia,  pancyto- 
penia, and  thrombocytopenia.  Our  obser- 
vation on  lymphoepithelial  thymoma  corre- 
lates well  with  that  of  Sellors,  Thackray, 
and  Thomson  who  state  that  this  is  basically 
a benign  type  of  thymoma.11 

Six  cases  of  epidermoid-type  thymoma 
were  all  grossly  invasive  and  definitely  be- 
haved as  malignant  tumors.  In  3 of  6 cases 
distant  metastases  were  observed.  There 
was  only  one  long-term  survivor. 

One  case  of  spindle-type  thymoma  was 
successfully  treated  by  surgery  and  post- 
operative radiation  therapy.  According  to 
the  literature,  this  is  a basically  benign 
thymoma,  but  most  of  the  tumors  related  to 
pancytopenia  belong  to  this  type.1112 

There  were  2 cases  of  granulomatous 
thymoma  in  our  series.  Characteristics  of 
this  thymoma  are  that  it  is  a malignant 
tumor  and  that  it  occurs  in  a young-age 
group.  The  tumor  usually  invades  the 
adjacent  structures  extensively,  particularly 
the  lungs,  and  the  patient  usually  dies  of 
respiratory  failure  as  in  our  cases.  Granu- 
lomatous thymoma  was  first  described  by 
Ewing  in  1916, 13  but  this  category  is  still 
somewhat  in  doubt.  A review  of  the  litera- 
ture on  this  subject  gives  the  impression 
that  many  authors  are  inclined  to  think 
that  this  is  an  instance  of  Hodgkin’s  disease 
involving  the  thymus  rather  than  a granu- 
lomatous thymoma. 1417  The  treatment  of 
choice  is  surgical  excision  combined  with 
postoperative  radiation  therapy. 

One  case  of  lymphocytic  type  behaved 
with  extreme  malignancy.  The  patient  had 
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symptoms  of  superior  vena  cava  syndrome 
and  died  one  month  later.  This  again  cor- 
relates well  with  the  observation  of  Sellors, 
Thackray,  and  Thomson.11 

One  case  of  teratoma  in  a young  boy  in- 
volved a rapidly  growing  highly  malignant 
tumor.  Radiation  therapy  and  chemo- 
therapy were  not  effective. 

According  to  the  literature,  the  incidence 
of  distant  metastasis  appears  to  be  ex- 
tremely low,  and  over-all  incidence  of  dis- 
tant metastasis  is  calculated  as  1.6  per 
cent.1-3  3 On  the  other  hand,  in  our  series 
at  the  Roswell  Park  Memorial  Institute,  6 
out  of  18  cases,  or  33  per  cent,  demonstrated 
distant  metastases.  At  the  Memorial  Hos- 
pital, New  York  City,  the  incidence  of 
metastasis  was  56  per  cent.  This  higher  in- 
cidence of  metastasis  may  be  owing  to  the 
fact  that  more  cases  of  malignant  disease 
are  referred  to  cancer  hospitals.  It  may 
also  be  stated  that  thymoma  can  behave  as  a 
highly  malignant  tumor  contrary  to  what 
used  to  be  thought. 

Most  of  the  authors  failed  to  find  a cor- 
relation between  the  histopathology  of 
thymoma  and  its  clinical  behavior.  In  our 
series,  however,  there  were  good  clinico- 
pathologic  correlations.  The  lympho- 
epithelial  type  behaved  as  a benign  tumor: 
each  was  grossly  encapsulated  and  total  ex- 
cision of  the  tumor  was  readily  accomp- 
lished. Radiation  therapy  was  thought  to 
be  unnecessary  since  the  tumor  \vas  com- 
pletely excised.  The  epidermoid  type  be- 
haved as  a malignant  tumor.  These  tumors 
were  grossly  invasive,  and  half  of  the  cases 
demonstrated  distant  metastases.  The 
treatment  of  choice  is  surgical  excision 
together  with  radiation  therapy,  but  the 
prognosis  is  not  very  good.  The  spindle 
cell  type  is  basically  a benign  thymoma. 
The  treatment  again  should  be  surgical  ex- 
cision combined  with  radiation  therapy. 
Granulomatous  and  lymphocytic  types  and 
teratoma  were  all  highly  malignant.  Treat- 
ment should  be  surgical  excision  whenever 
possible  with  radiation  therapy.  Chemo- 
therapy was  tried  on  several  occasions,  but 
no  good  effects  were  observed. 

According  to  the  litei'ature,  when  thy- 
mectomy was  done  for  thymoma  compli- 
cated with  myasthenia  gravis,  good  re- 
sults were  obtained  in  22  to  42  per  cent  of 
cases. 1-3-5  Five-year  survival  of  cases  of 
thymoma  complicated  with  myasthenia  is 


reported  to  be  much  lower  than  those  of 
thymoma  without  myasthenia.3  Out  of  3 
cases  of  thymoma  with  myasthenia  in  our 
series,  1 died  before  surgery,  1 died  after 
thymectomy  because  of  persistent  my- 
asthenia. The  third  patient  received  a 
course  of  radiation  therapy  for  invasive 
epidermoid-type  thymoma  with  supra- 
clavicular node  metastases,  but  his  myas- 
thenia symptoms  worsened  and  he  died  ten 
months  later. 

When  thymectomy  was  done  for  pancyto- 
penia, according  to  Hirst  and  Robertson,12 
remission  of  the  symptoms  was  obtained  in 
29  per  cent  of  the  cases,  but  no  survivors 
without  remission  were  observed. 

It  appears  that  invasiveness,  myasthenia 
gravis,  and  pancytopenia  are  three  factors 
which  unfavorably  influence  survival  of 
thymoma  patients. 

Summary 

Eighteen  cases  of  thymoma  observed  at 
the  Roswell  Park  Memorial  Institute  were 
presented,  and  representative  literature  was 
reviewed. 

Some  of  the  thymomas  are  extremely 
malignant,  and  distant  metastases  are  not 
rare. 

Surgery  is  the  treatment  of  choice.  Post- 
operative radiation  therapy  is  indicated  in 
most  cases  of  thymoma  except  for  the  benign 
encapsulated  lymphoepithelial  type. 

Presence  of  myasthenia  gravis  or  pancy- 
topenia and  evidence  of  gross  invasion  of 
the  surrounding  structures  by  thymoma  are 
unfavorable  factors  in  the  prognosis. 
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Correction 

An  incorrect  statement  is  made  in  the  article  by  Russell  N.  DeJong,  M.D.,  en- 
titled “Neurologic  Complications  of  Drugs  with  Primary  Action  on  Nervous  Sys- 
tem,” that  appeared  in  the  July  15,  1970,  Journal,  and  occurs  on  page  1860.  It  is 
stated  that  thioridazine  is  one  of  the  piperazine  compounds  and  that  these  are  the 
phenothiazine  preparations  that  are  most  prone  to  cause  extrapyramidal  side-ef- 
fects. Actually,  thioridazine  belongs  to  the  piperidine  series  of  phenothiazines, 
and  a survey  of  the  recent  literature  reveals  that  most  authorities  feel  that  there 
is  a lower  incidence  of  extrapyramidal  side-effects  associated  with  the  use  of 
thioridazine  than  with  many  of  the  other  phenothiazine  compounds. 
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Method 


Hydrotubation  in  Private 
Patients  with  Infertility 

WALTER  W.  WILLIAMS,  M.D. 
Springfield.  Massachusetts 

Clinical  Geneticist,  Springfield  Hospital 


P ROM  year  TO  YEAR,  I have  encountered  a 
ratio  of  about  10  per  cent  of  nonpatent 
fallopian  tubes  in  my  private  patients  with 
infertility.  This  does  not  include  cases 
wherein  only  the  initial  uterotubal  insuffla- 
tion reveals  an  excessively  high-flow  pres- 
sure. Because  of  neurogenic  factors,  often 
the  initial  tubal  test,  whether  insufflation 
or  hysterosalpingographv,  will  cause  uterine 
contractions  which  initiate  contractions  of 
the  tubal  sphincters.  This  does  not  indicate 
there  is  significant  tubal  dysfunction. 

The  ratio  of  patients  with  tubal  obstruc- 
tions observed  in  my  practice  is  definitely 
lower  than  the  ratio  reported  by  many 
clinics.  This  is  apparently  due  to  differ- 
ences in  technic,  differences  in  the  makeup 
of  the  patients  in  the  group,  and  perhaps  a 
more  liberal  viewpoint  on  my  part,  based 
on  my  experience,  as  to  what  constitutes  a 
significant  tubal  disorder.  From  the  view- 
point of  diagnosis,  a conventional  uterotubal 
insufflation  and  hvsterosalpingography  pro- 
vide the  essential  information  in  about  90 
per  cent  of  the  infertile  patients.  Valuable 
diagnostic  information  as  well  as  beneficial 
therapeutic  results  may,  however,  be  pro- 
vided with  hydrotubation,  especially  when 
used  in  patients  without  an  obstruction  or 
to  prevent  adhesions  and  reduce  inflamma- 
tory reactions  involving  the  tubes. 


With  normal  tubal  patency,  fluid  media 
may  pass  through  the  tubes  without  suf- 
ficient pressure  to  cause  dilatation  of  the 
uterus.  About  3 to  4 cc.  of  antibiotic  fluid 
are  usually  sufficient  to  fill  the  uterine 
cavity.  Then  the  addition  of  as  small  an 
amount  as  2 to  3 cc.  may,  according  to  my 
experience  with  obstructed  tubes  cause  an 
elevation  of  intrauterine  pressure  to  as  high 
as  200  mm.  Hg,  and  additional  fluid  may  in- 
duce considerable  discomfort.  On  the  other 
hand,  occasional  cases  are  encountered  in 
which  the  uterine  tonicity  is  poor,  and  con- 
siderable amounts  of  contrast  medium  may 
be  introduced  into  the  uterine  cavity  with- 
out significantly  elevating  the  intrauterine 
pressure. 

When  the  intrauterine  pressure  is  in- 
creased to  a point  that  significant  discom- 
fort occurs,  one  is  not  apt  to  be  successful 
in  forcing  any  fluid  through  the  tubes, 
either  because  of  uterotubal  contractions 
which  are  incited  by  the  test  or  of  organic 
obstruction.  For  hydrotubations,  I have 
usually  employed  a saline  solution  to  which 
penicillin,  streptomycin,  and  hydrocortisone 
has  been  added.  This  solution  is  placed  in 
a 20-cc.  Luer’s  syringe,  and  if  the  tubes  are 
patent,  10  to  20  cc.  of  antibiotic  fluid  are 
injected  through  them.  The  residue  re- 
maining in  the  uterine  cavity  is  then  with- 
drawn into  the  syringe,  and  one  may  assume 
that  the  remainder  of  the  fluid  has  actually 
passed  into  the  tubes  and  spilled  into  the 
peritoneal  cavity.  In  the  patient  with  hy- 
drosalpinx, however,  a considerable  amount 
of  fluid  may  be  trapped  in  the  affected  tube. 
Hydrotubation  may  be  done  readily  under 
manometric  control,  but  in  most  instances, 
the  fluid  can  be  injected  intermittently  with 
a Luer’s  syringe  without  any  danger  of 
creating  excessive  intrauterine  pressure. 

In  a series  of  775  infertile  patients  an 
average  of  9.5  hydrotubations  per  patient 
were  reported  by  Asenzo-Cabello.1  These 
included  396  patients  with  obstructed  tubes. 
The  contrast  media  failed  to  pass  through 
the  tubes  of  173  patients,  43.5  per  cent  of  pa- 
tients with  obstructions  or  22.5  per  cent  of 
the  total  patients  in  the  series. 

Roland2  reported  that  hydrotubations  in 
400  infertile  patients  showed  “all  patients 
in  the  series  had  carbon  dioxide  insufflations 
indicative  of  partial  obstruction,”  and  also 


TABLE  I.  Results  of  hydrotubations 


Number 

Patients 

Conceived 

Categories 

Number  of 
of  Cases 

Normally 

Patent 

Partially 

Stenosed 

Remained 

Obstructed 

Extensive  pelvic  adhesions 
and  surgery 

11 

6 

2 

3 

1 

Tubal  stenosis 

1 

0 

0 

0 

0 

Tubal  spasm 

5 

5 

0 

0 

3 

Negative  tubal  findings 

10 

10 

0 

0 

3 

that  each  patient  with  a diagnosis  of  tubal 
obstruction  showed  at  least  three  negative 
insufflation  results.  Each  patient  in  this 
series  underwent  at  least  four  hydrotuba- 
tions. A total  of  222  patients  showed  im- 
provement after  receiving  an  average  of 
four  hydrotubations. 

With  my  patients,  I have  not  found  it 
necessary  to  repeat  tubal  tests  as  often  as 
is  done  by  various  large  clinics  in  their 
routine  investigations.  The  problem  of 
determining  the  need  for  possible  tubal  dila- 
tations is  invariably  solved  in  the  most  ob- 
stinate cases  by  the  use  of  a single  initial 
insufflation,  then  hysterosalpingography, 
and  not  more  than  two  or  three  hydrotuba- 
tions, if  the  latter  procedure  seems  to  be  in- 
dicated. If  excessive  pressures  and  faulty 
instrumentation  are  avoided  to  obviate  arti- 
ficially induced  tubal  spasm,  it  has  been  my 
experience  that  no  more  than  one  or  two 
hydrotubations  will  decide  whether  the  tubes 
may  be  satisfactorily  dilated  or  are  organi- 
cally closed  so  that  additional  hydrotuba- 
tions would  not  be  useful. 

The  pressure  exerted  by  a fluid  medium 
usually  has  a much  greater  dilating  effect 
on  the  tubes  than  a gaseous  medium  under 
similar  pressure.  This  is  illustrated  by  the 
following  case. 

Case  report 

A thiry-year-old  woman  was  sterile  two 
and  one-half  years  since  her  marriage.  Her 
right  tube  had  previously  been  resected  be- 
cause of  adhesions  following  appendectomy  at 
fourteen  years  of  age.  Carbon  dioxide  had 
failed  to  pass  through  the  left  tube  at  pressures 
of  180  and  then  220  mm.  Hg.  Hysterosal- 
pingography on  July  9,  1969,  revealed  the 
absence  of  the  right  tube  and  contrast  medium 
passed  for  a distance  of  1.5  cm.  into  the  left 
tube.  Because  of  an  atonic  uterus,  13  cc.  of 
eth iodized  oil  (Ethiodol)  were  passed  into 
the  uterus  without  increasing  the  pressure 


above  60  mm.  Hg.  A hydrotubation  on  July  24 
resulted  in  passing  5 cc.  of  antibiotic  test 
fluid  through  the  left  tube,  and  on  August  5, 
20  cc.  of  the  fluid  passed  readily  through  the 
tube  at  a low  pressure.  Her  last  menstrual 
period  occurred  on  August  15,  and  conception 
occurred  on  August  25. 

Comment 

Hydrotubation  has  been  indicated  in  about 
10  to  15  per  cent  of  my  patients,  according 
to  the  criteria  established.  This  report, 
covering  a group  of  27  cases  treated  with 
hydrotubation  during  the  past  year,  may 
not  seem  as  impressive  as  reports  from  in- 
fertility clinics  on  large  series  of  patients; 
but  inasmuch  as  the  report  concerned 
special  problems  of  therapy,  it  should  at 
least  indicate  a statistical  trend  which  may 
apply  to  similar  groups  of  patients  en- 
countered by  physicians  in  the  private  prac- 
tice of  medicine.  Furthermore,  there  is 
bound  to  be  a marked  difference  in  the  end 
results  in  terms  of  conception  when  the 
test  is  used  routinely  in  a large  group  of 
patients  with  infertility  problems  without 
proved  tubal  disease  as  contrasted  with 
special  clinical  categories. 

I have  depended  primarily  on  conventional 
uterotubal  insufflations  for  the  initial 
diagnosis,  and  then  if  more  precise  informa- 
tion is  needed  concerning  the  actual  site  of 
obstruction,  I too  proceed  with  hystero- 
salpingography or  gynecography.  For 
routine  diagnostic  purposes,  a uterotubal 
insufflation  may,  if  properly  performed,  be 
the  most  informative  of  any  of  the  various 
tubal  tests,  since  from  it  one  determines 
the  pressure  at  which  gas  may  be  passed 
through  the  tubes,  the  presence  of  normal 
rhythmic  tubal  contractions,  and,  with  a 
remarkable  degree  of  accuracy,  whether  or 
not  there  is  an  obstruction  at  either  the 
uterine  or  ovarian  end  of  the  tubes. 
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Clinical  categories 

The  patients  treated  with  hydrotubation 
were  classified  into  the  following  categories 
(Table  I). 

Extensive  pelvic  adhesions.  Seven  out 
of  11  patients  with  extensive  pelvic  ad- 
hesions had  previously  undergone  pelvic  sur- 
gical procedures  by  various  surgeons, 
mostly  because  of  unilateral  or  bilateral  hy- 
drosalpinx. Hydrotubations  were  per- 
formed postoperatively  on  the  patients  in 
this  group  in  an  effort  to  inhibit  postopera- 
tive adhesions  and  the  recurrence  of  tubal 
obstruction.  In  6 out  of  the  11  patients  the 
tubes  remained  patent  after  the  hydrotuba- 
tion. However,  the  end  results  were  poor, 
since  to  date  only  1 patient  has  conceived. 
This  was  a patient  with  bilateral  hydrosal- 
pinx and  extensive  adhesions  involving  the 
adnexa,  uterus,  and  contiguous  organs. 

Stenosis  of  intramural  segment  of  the 
tube.  One  patient  had  partial  stenosis  of 
the  intramural  segment  of  the  tubes.  There 
was  no  kymographic  evidence  of  tubal  con- 
tractions. Hysterosalpingography  re- 
vealed a small  amount  of  contrast  medium 
through  both  tubes  at  140  mm.  Hg  pressure; 
but  previous  insufflation  and  hydrotubation 
failed  to  reveal  any  patency. 

Tubal  spasm.  A spasm  of  the  tubes 
caused  complete  tubal  blockage  in  5 out  of 
27  patients  in  the  initial  studies.  These 
patients  showed  no  patency  either  with 
carbon  dioxide  or  by  means  of  hystero- 
salpingography. After  hydrotubation,  the 
tubes  showed  normal  patency.  Three  out 
of  the  5 patients  conceived  promptly.  In 
1 patient,  insufficient  time  has  elapsed  to 
make  a decision  on  conception  capability, 
and  the  fifth  case,  a woman  of  forty-two 
years,  has  apparently  failed  to  conceive  be- 
cause of  the  age  factor. 

Infertility  with  no  demonstrable 
tubal  disorder.  Hydrotubation  was  per- 
formed on  a group  of  10  patients  with  ap- 
parently normal  tubes,  as  indicated  by  the 
anamnesis,  pelvic  examination,  and  tubal 
insufflation  findings.  This  was  done  with 
the  hypothesis  that  infertility  might  relate 
to  latent  endosalpingitis  which  might  be 
influenced  beneficially  by  focal  antibiotic 
therapy.  Most  of  these  patients  had  some 
minor  disorder  which  would  not  necessarily 
prevent  reproduction.  Three  out  of  the  10 
patients  conceived,  but  the  conceptions  in 


point  of  time  seemed  to  relate  to  other  fac- 
tors than  hydrotubation.  One  patient  con- 
ceived after  thyroid  therapy  was  given  for 
hypothyroidism,  another  after  therapy  for 
endometrial  hyperplasia,  and  the  third  after 
therapy  for  anovulation.  Consequently,  my 
results  with  the  empiric  use  of  hydrotuba- 
tion seemed  to  be  of  questionable  value. 

Conclusions 

The  diagnostic  and  therapeutic  value  of 
hydrotubation  with  patients  encountered  in 
private  practice  may  be  quite  different  from 
that  experienced  with  patients  in  large 
clinics  because  of  technical  differences  in 
tests  for  tubal  function  and  their  interpre- 
tation, resulting  in  the  use  of  different 
diagnostic  criteria  as  the  basis  for  this 
procedure.  Likewise,  in  large  clinics  which 
are  essentially  free  of  cost  to  patients,  there 
is  a greater  tendency  to  admit  patients  with 
no  significant  symptoms  who,  if  given  no 
medical  attention,  would  not  require  much 
time  to  bring  about  conception  without  any 
therapy. 

Rubin3  considered  that  the  relatively  low 
incidence  of  total  obstruction  of  the  intra- 
mural segment  of  the  tube  may  be  attributed 
to  the  thin,  undulating  character  of  its  en- 
dosalpinx,  rendering  it  less  subject  to  in- 
flammation than  the  extensively  aborized 
endosalpinx  of  other  portions  of  the  tube. 
Indeed  it  has  been  my  experience  that  tubal 
obstruction  at  the  uterine  end  is  almost  al- 
ways functional.  When  a minute  amount  of 
contrast  medium  can  be  shown  to  pass  the 
tubal  sphincter,  the  tube  will  at  a later  date 
usually  dilate  readily  with  either  a gaseous 
or  fluid  medium. 

When  one  considers  the  large  number  of 
tubal  implantations  performed  in  some  medi- 
cal centers,  it  seems  quite  possible  that 
many  have  been  performed  on  patients  with 
only  a functional  closure  of  the  tubes.  If 
so,  an  equally  high  or  higher  conception 
rate  should  be  attained  by  adopting  more 
precise  diagnostic  methods  coupled  with 
hydrotubation,  when  such  is  indicated.  Sta- 
tistics are,  however,  extremely  vague  on 
this  question,  and  it  is  not  known  how  many 
of  these  patients  actually  have  obstructions 
and  how  many  conditions  might  be  cor- 
rected by  conservative  methods.  Judging, 
however,  from  the  paucity  of  obstructions 
at  the  uterine  end  of  the  tube  observed  in 
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patients  in  my  practice  over  the  course  of 
thirty  years,  it  seems  quite  possible  that  a 
considerable  number  of  needless  surgical 
procedures  may  have  been  performed. 

On  the  other  hand,  there  is  a distinct 
limitation  to  the  ethical  use  of  hydrotuba- 
tions.  So  far  as  is  known,  one  cannot 
force  either  a gaseous  or  fluid  medium 
through  a solid  tubal  lesion,  irrespective  of 
its  location.  This  is  readily  demonstrated 
by  x-ray  examination.  One  may  not  reason- 
ably anticipate  that  already  established 
tubal  adhesions  will  be  corrected  by  hydro- 
tubation.  The  postoperative  use  of  hydro- 
tubation  is  a different  matter  since  it  is 
reasonably  possible  thereby  to  reduce  the 
possibility  of  tubo-ovarian  adhesions  which 
so  commonly  follow  surgical  intervention. 

The  use  of  antibiotics  and  hydrocortisone 


may  reasonably  inhibit  adhesions  by  means 
of  their  antibiotic  and  anti-inflammatory 
properties.  When  tubes  are  normally 
patent,  the  fluid  media  will  flow  readily 
through  them  at  a low  pressure.  If  succes- 
ful,  repeated  hydrotubations  may  serve  to 
indicate  a progressive  dilatation  of  the  tubal 
lumina. 

20  Magnolia  Terrace 
Springfield,  Massachusetts  01103 
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Lower  Gastrointestinal 
Hemorrhage  Secondary 
to  Enteric 
Neurofibromatosis 
(Recklinghausen’s 
Disease) 

FIGURE  1.  Facial  and  cervical  cutaneous  le- 
sions of  neurofibromatosis. 
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Lower  gastrointestinal  bleeding,  as  a 
complication  of  enteric  neurofibromatosis 
(Recklinghausen’s  disease),  has  been  noted 
from  time  to  time  in  the  literature  through 
isolated  reports  of  cases. In  reviewing 
these  cases,  it  is  apparent  that  sufficient 
numbers  have  accumulated  to  permit  a col- 
lective review  and  comprehensive  study  of 
their  clinical  characteristics.  The  purposes 
of  this  study  are  not  only  to  reemphasize 
this  pathologic  entity  as  a source,  however 
obscure,  of  gastrointestinal  bleeding,  but 
also  to  aid  in  the  clinical  differentiation  of 
massive  lower  gastrointestinal  bleeding  in 
a patient  with  evident  clinical  Recklinghau- 
sen’s disease. 

Case  report* 

A fifty-year-old  white  female  was  admitted 
to  Bon  Secours  Hospital  emergency  department 

* Case  reported  courtesy  of  James  W.  Cianos,  M.D. 


because  of  heavy,  profuse  rectal  bleeding  of 
four  hours’  duration.  Blood  was  admixed  with 
the  stool  which  was  partly  dark  red  and  partly 
tarry  with  a semiliquid  consistency.  There 
was  associated  abdominal  pain  which  began 
immediately  prior  to  the  onset  of  bleeding. 
Past  history  revealed  three  previous  admissions 
to  other  hospitals  over  the  preceding  eight 
years  for  recurrent  rectal  bleeding  of  unknown 
origin. 

Physical  examination  revealed  an  acutely  ill, 
confused,  and  disoriented  white  female  in  obvi- 
ous distress.  Scattered  over  the  entire  body, 
face,  scalp,  hands,  and  feet  were  numerous  soft, 
partly  flesh-colored,  and  partly  brownish  tu- 
mors which  were  semiglobular  and  peduncu- 
lated (Fig.  1).  In  addition  to  these  tumors  the 
skin  showed  yellowish-brown  pigmented  mac- 
ules in  some  areas.  Vital  signs  revealed 
early  clinical  shock.  The  blood  pressure  was 
90/70  mm.  of  mercury,  pulse  120  per  minute, 
and  respirations  21  per  minute.  Other  than 
the  cutaneous  lesions,  the  pertinent  physical 
findings  were  confined  to  the  abdomen.  There 
was  moderate  tenderness  in  the  midepigastrium 
and  right  hypochondrium.  Laboratory  studies 
showed  hemoglobin  51  per  cent  (7.6  Gm.  per  100 
cc.),  hematocrit  23,  bleeding  time  one  minute 
fifteen  seconds,  and  coagulation  time  four  min- 
utes fifteen  seconds. 

Sigmoidoscopy  was  performed.  Semiliquid 
dark-red  blood  completely  filled  the  lumen  of 
the  rectosigmoid.  No  lesions  were  observed. 
The  preoperative  diagnosis  was  massive  lower 
gastrointestinal  hemorrhage  secondary  to  en- 
teric neurofibromatosis. 
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FIGURE  2.  Cut  surface  of  nodular  neoplasm  in 
duodenum. 


Initial  treatments  were  instituted  to  relieve 
clinical  shock  and  prepare  the  patient  for  sur- 
gery. Accordingly,  2,000  cc.  of  whole  blood 
were  administered  intravenously  by  cutdown. 
A Levin  tube  was  inserted  into  the  stomach, 
and  100  to  150  cc.  of  grossly  bloody  fluid  were 
returned. 

At  surgery  gross  blood  was  seen  throughout 
the  entire  large  and  small  bowel  distal  to  the 
ligament  of  Treitz.  Thorough  exploration  of 
these  structures  revealed  two  pedunculated  tu- 
mors extending  intraluminally  in  the  third  and 
fourth  portions  of  the  duodenum.  The  tumor 
in  the  latter  portion  measured  5.5  by  3.5  cm.  and 
was  actively  bleeding  from  an  ulceration  at  its 
tip  measuring  0.7  by  0.3  cm.  A segmental  re- 
section of  distal  duodenum  and  proximal  je- 
junum was  elected  as  the  procedure  of  choice, 
and  this  was  accomplished  following  a Kocher 
maneuver  freeing  the  distal  duodenum.  Intesti- 
nal continuity  was  restored  with  a two-layer 
silk  endLto-end  anastomosis.  Postoperatively, 
the  patient  did  well  and  recovered  uneventfully 
without  evidence  of  further  gastrointestinal 
bleeding.  She  was  discharged  on  the  twenty- 


third  postoperative  day.  Prior  to  discharge  hy- 
droxyindolacetic  acid  test  results  were  7.6  mg. 
per  100  ml.,  within  normal  limits. 

Pathology 

A specimen  consisted  of  a 9.6  by  5.5  by 
4-cm.  piece  of  small  bowel.  Near  one  border 
there  was  a 5.5  by  3.5  by  3.5-cm.  nodular  gray 
neoplasm  within  the  bowel  wall,  extending  to 
the  mucosal  surface  where  a central  hemor- 
rhagic eroded  zone  was  present.  The  gray  cut 
surface  of  the  neoplasm  revealed  two  separate 
nodules  giving  the  lesions  a gross  “dumbbell” 
configuration  (Fig.  2).  Microscopic  sections 
revealed  a tumor  composed  of  cells  with  spindle 
and  oval  nuclei  arranged  in  interlacing  bun- 
dles. In  some  areas  the  neoplastic  cells  showed 
a palisading  pattern.  Focal  zones  contained 
plump,  moderately  large  nuclei  (Fig.  3). 
While  the  neurogenic  identity  of  individual 
tumor  cells  was  difficult  to  show  unequivocally, 
it  was  felt  that  this  neoplasm  represented  a 
low-grade  neurofibrosarcoma.  The  zones  of 
increased  cellularity  and  the  diffuse  invasion 
of  the  bowel  wall  with  surface  ulceration 
served  to  exemplify  the  malignant  nature  of 
the  lesion.  Masson  trichrome  stain  illustrated 
invasion  of  the  wall  of  the  relatively  large  ves- 
sel near  the  mucosal  surface  (Fig.  4).  The 
close  resemblance  of  Schwann  cells,  fibroblasts, 
and  smooth  muscle  cells  has  for  a long  time 
provoked  controversy  over  histogenesis  in  these 
neoplasms.  The  presence  of  Recklinghausen’s 
disease  lent  support  to  the  neurogenic  origin  of 
this  neoplasm. 

Recklinghausen’s  disease  occurs  in  only 
1 of  2,500  to  3,300  live  births,  with  enteric 
manifestations  being  only  a fraction  of  this 
incidence.1  Ohio  State  University  Hospital 
reports  only  29  cases  of  generalized  neuro- 
fibromatosis admitted  to  the  hospital  over 
the  years  1949  to  1960;  4 of  these  cases 
were  patients  whose  complaints  on  admis- 


FIGURE  3.  (A)  Predominant  neoplastic  pattern  of  spindle-shaped  nuclei  in  interlacing  bundles.  (B) 

Pleomorphic  area  within  tumor  (x  200).  (Flematoxylin  and  Eosin  Stain.) 
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FIGURE  4.  (A)  Duodenal  ulcer  with  neoplasm  at  base  (hematoxylin  and  eosin).  (B)  Necrosis  and 

invasion  of  arterial  wall  at  site  of  ulceration  and  hemorrhage  (Masson). 


sion  were  gastrointestinal  bleeding  and 
hemorrhage.5  In  the  same  study,  27,149 
autopsies  performed  in  this  same  institution 
over  the  years  1937  to  I960  are  reviewed 
with  the  finding  of  only  12  cases  of  gen- 
eralized neurofibromatosis.  In  3 of  these 
cases,  gastrointestinal  (small-bowel)  in- 
volvement was  reported. 

River,  Silverstein,  and  Tope,0  in  their 
classic  study  of  benign  small-bowel  neo- 
plasms, report  on  a total  of  1,399  tumors 
culled  from  the  American  and  European 
literature  over  the  past  half  century.  Only 
90  of  these  tumors  were  considered  to  be  of 
neurogenic  origin,  and  only  14  occurred  in 
patients  with  classic  Recklinghausen’s  dis- 
ease. 

Clinical  characteristics 

Table  I represents  data  taken  from  8 case 


reports  published  in  five  individual  studies. 
In  addition  data  from  the  case  reported  in 
this  study  are  presented. 

Age.  The  age  range  in  which  gastroin- 
testinal hemorrhage  was  of  sufficient  mag- 
nitude for  the  patient  to  seek  aid  was  be- 
tween thirty-nine  to  sixty-six  years.  The 
over-all  average  was  fifty-three  years. 

Sex.  There  were  4 males  and  5 females. 

Race.  Two  case  reports  did  not  include 
racial  classification.  Of  the  6 that  did,  the 
white-Negro  ratio  was  5 to  1. 

X-RAY  FINDINGS.  All  patients  received 
roentgenograms  of  the  abdomen.  Most  had 
barium  contrast  studies  of  both  the  upper 
and  lower  gastrointestinal  tracts,  while  in 
some  patients  special  barium  mixtures  and 
roentgenographic  technics  were  used  to  out- 
line the  small  bowel.  Six  of  nine  studies 
were  interpreted  as  showing  no  abnormality 
whatsoever.  Only  one  study  revealed  a case 


TABLE  I.  Clinical  and  pathologic  characteristics 


Author 

Sex, 

Race,  Age 
(Years) 

X-ray 

Findings 

Clinical 

Diagnosis 

Size  of 
Tumors 
(cm.)* 

Location 

Character 
of  Bleeding 

Pathologic 

Diagnosis 

Kleitsch 1 

M.  W,  43 

Negative 

Peptic  ulcer 

Jejunum 

Not  heavy, 
tarry  stools 

Neurofibroma 

Neurosarcoma 

Kleitsch1 

M.  W,  62 

Negative 

Ulcer 

5 

Small  bowel 

Heavy 

Fibromyoma 

Farrar2 

M,  ?,  50 

Negative 

Duodenal  ulcer 

Duodenum,  upper 
jejunum 

Massive 

(shock) 

Neurilemmoma 

Collins3 

F,  N,  39 

Negative 

Menorrhagia 

1 to  4 

Duodenum,  2 feet 
jejunum 

Chronic 

anemia 

Neurilemmoma 

Collins3 

F.  W,  47 

Negative 

3 

Ileum 

Massive 

Neurilemmoma 

Moffatt4 

M,  W.  66 

Chronic  duode- 
nal ulcer 

Duodenal  ulcer 

2.5 

Jejunum 

Moderate, 
tarry  stools 

Neurilemmoma 

Ghrist5 

F,  ?,  57 

Diverticulum  of 
duodenum 

9 

4 

Midjejunum 

Light 

Ganglioneuroma  with 
malignant  change 

Ghrist5 

F,  ?,  65 

Jejunal  polyp 

Intestinal  neuro- 
fibromatosis 

3X3 

Jejunum 

Tarry  stools 

Neurofibrosarcoma 

Beaven 

F,  W,  50 

Negative 

Intestinal  neuro- 
fibromatosis 

5X3.5 
X 3.5 

Jejunum 

Massive 

shock 

Neurofibrosarcoma 

* Tumors  reported  were  multiple  except  for  the  one  in  the  case  reported  here. 
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TABLE  II.  Location  of  1,269  small-bowel 
neoplasms  (benign)6 


Location 

Number 

Per  Cent 

Ileum 

606 

50 

Jejunum 

272 

20 

Duodenum 

198 

15 

Small  intestine 

193 

15 

of  polypoid  lesion  in  the  jejunum  which  was 
interpreted  correctly  to  be  an  enteric  neuro- 
fibroma.5 Of  the  two  remaining  studies 
showing  abnormalities,  one  was  interpreted 
as  revealing  a chronic  duodenal  ulcer,  which 
was  never  substantiated  at  surgery,  while 
the  other  showed  a duodenal  diverticulum 
which  was  later  considered  to  be  a wholly 
incidental  finding. 

Clinical  diagnosis.  Four  of  9 cases  were 
diagnosed  preoperatively  as  having  peptic  or 
duodenal  ulcers  as  the  source  of  the  gastro- 
intestinal bleeding.  In  2 cases  this  diag- 
nosis was  made  repeatedly  in  spite  of  the 
complete  lack  of  any  roentgenographic  evi- 
dence to  substantiate  it.  One  was  diag- 
nosed simply  as  “menorrhagia,”  there  being 
no  obvious  gastrointestinal  bleeding  to  ac- 
count for  the  anemia.3  Two  cases  were 
diagnosed  preoperatively,  ours  and  one  of 
Ghrist’s.5 

Characteristics  of  bleeding.  While  de- 
scriptions of  severity  of  bleeding  varied 
according  to  author,  the  actual  terms  used 
in  Table  I were  modified  only  to  permit 
some  comprehensible  grouping  of  similar 
cases.  Thus  in  4 of  9 cases,  bleeding  could 
be  described  as  massive,  3 of  which  were 
associated  with  clinical  shock.  In  4 other 
cases  bleeding  was  described  as  “light,” 
“not  heavy,”  but  all  described  tarry  stools 
requiring  whole-blood  replacement  therapy. 
In  the  remaining  1 case  no  bleeding  was 
noted,  only  “chronic  anemia.” 

Location  of  tumors.  Tumors  encoun- 
tered at  surgery  were  all  multiple,  fre- 
quently of  different  sizes,  although  most 
commonly  there  were  several  large  tumors 
and  a myriad  of  smaller  ones;  and  in  all  but 
1 case3  located  in  the  jejunum.  In  2 in- 
stances, tumors  were  also  found  in  the 
duodenum. 

Associated  complications.  Except  for  1 
instance  of  an  associated  intussusception,  no 
complicating  situations  were  encountered. 

Number  of  hospital  admissions.  Many 
of  the  patients  with  gastrointestinal  bleed- 


TABLE  III.  Incidence  and  characteristics  of 
bleeding  for  1,399  benign  small-bowel  tumors6 


Condition 

Incidence 

Light  bleeding  (melena) 

Number  of  cases 

270 

Associated  with  intussusception 
Severe  hemorrhage 

134 

Number  of  cases 

156 

Associated  with  intussusception 

24 

Multiple  hospital  admissions 

22 

Multiple  operations 

21 

ing  were  admitted  several  times  before 
definitive  surgery  was  done.  Admissions 
per  patient  numbered  from  one  to  nine. 
Frequently  patients  would  have  several 
bouts  of  lower  gastrointestinal  bleeding, 
each  of  which  would  be  serious  enough  to 
warrant  hospitalization,  but  only  the  last  of 
which  would  be  considered  massive  enough 
to  justify  exploratory  laparotomy. 

Comment 

The  clinical  characteristics  described  for 
enteric  neurofibromas  invite  comparison 
with  comparable  clinical  features  of  other 
benign  small-bowel  tumors.  Fortunately, 
the  whole  subject  of  benign  small-bowel  neo- 
plasms has  been  exhaustively  reviewed  by 
River,  Silverstein,  and  Tope.0 

Table  II  indicates  the  relative  location  of 
1,269  benign  small-bowel  neoplasms  reported 
in  this  study  by  River,  Silverstein,  and 
Tope.6  One  half  of  the  tumors  were  found 
to  occur  in  the  ileum,  only  one-fourth  in  the 
jejunum.  This  is  in  contrast  to  the  present 
series  of  enteric  neurofibromas,  which  are 
found  preponderantly  in  the  jejunum. 

Table  III  describes  the  bleeding  character- 
istics of  1,399  benign  small-bowel  tumors 
also  recorded  in  the  same  study.6  Of  these 
tumors,  426  showed  clinical  evidence  of 
bleeding,  an  over-all  incidence  of  roughly 
30  per  cent.  Of  this  latter  group  of  tumors, 
270  (63  per  cent)  showed  evidences  of  only 
light  bleeding,  while  156  (37  per  cent)  were 
described  as  having  caused  severe  hemor- 
rhage. Of  the  total  426  tumors,  148  (34 
per  cent)  were  associated  with  small-bowel 
intussusception.  In  the  present  series  of 
enteric  neurofibromas,  4 of  9 tumors  (44 
per  cent)  were  described  as  causing  severe 
or  profuse  hemorrhage,  while  in  only  1 in- 
stance was  there  associated  intussusception. 
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Conclusion 

From  these  clinical  observations,  a some- 
what consistent  profile  emerges  of  a patient 
with  lower  gastrointestinal  bleeding  sec- 
ondary to  enteric  neurofibromatosis. 

The  patient  is  no  more  likely  to  be  male 
than  female  but  is  extremely  likely  to  be  in 
the  fourth  to  sixth  decade  of  life,  despite 
the  fact  that  cutaneous  forms  of  neuro- 
fibromatosis have  been  present  for  the  pre- 
vious ten  to  twenty  years.  The  bleeding  is 
usually  moderately  severe  and  appears  in 
the  form  of  repeated  tarry  stools  that  may 
progress  to  exsanguination  and  clinical 
shock.  A past  history  of  previous  hospital- 
izations for  similar  episodes  may  usually  be 
elicited.  The  clinical  (preoperative)  diag- 
nosis will  more  often  than  not  be  bleeding 
peptic  ulcer.  Roentgenograms  using  barium 
meal  and  enema  will  almost  invariably  be 
uninformative. 

Associated  intussuception  will  usually  not 
be  present. 

At  exploratory  laparotomy  the  tumors  will 
almost  invariably  be  multiple,  variable  in 
size,  and  found  preponderantly  in  the 
jejunum.  Sarcomatous  degeneration,  par- 
ticularly in  the  actual  tumor  causing  the 
hemorrhage,  will  most  likely  be  present. 


Summary 

A case  report  and  review  of  the  English 
literature  on  lower  gastrointestinal  hemor- 
rhage, secondary  to  enteric  neurofibroma- 
tosis, are  presented. 

The  clinical  characteristics  of  these 
tumors  are  reviewed  and  contrasted  with 
clinical  features  of  benign  small-bowel  neo- 
plasms in  general. 

A general  profile  of  a patient  having 
lower  gastrointestinal  hemorrhage  sec- 
ondary to  enteric  neurofibromatosis  is  pre- 
sented. 

225  Hawthorn  Road,  Baltimore  21210 

Dr.  Beaven 
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y HE  evaluation  of  the  functional  per- 
formance of  preserved  kidneys  remains  to 
date  a complex  problem.  Survival  of  ani- 
mals after  reinsertion  of  the  preserved  or- 
gan and  following  contralateral  nephrectomy 
remains  the  major  method  of  assessment. 
Renal  function  evaluations  prior  to  contra- 
lateral nephrectomy  can  be  complicated  un- 
derstandably by  the  presence  of  an  intact  as 
well  as  a preserved  kidney.  Certain  renal 
hormones,  however,  are  released  in  response 
to  specific  stimuli.  Erythropoietin,  or  ESF, 
is  a hormone  released  from  the  ischemic  kid- 
ney, and  is  active  in  the  regulation  of  red 
blood-cell  production.1’2  In  the  dog,  Mirand 
et  a l.:i  have  shown  that  the  kidney  is  the 
sole  site  of  ESF  production.  ESF  can  be 
assayed  by  plasma  samples  utilizing  re- 
producible and  reliable  technics.4  The 
present  experiments  were  conducted  to  com- 


pare the  use  of  ESF  assay  in  dogs  follow- 
ing reinsertion  of  kidneys  preserved  for 
twenty-four  hours. 

Materials  and  methods 

Twenty  adult  male  and  female  mongrel 
dogs  were  used.  Kidneys  were  preserved 
for  twenty-four  hours  without  perfusion  at 
4 C.,  in  3 atmospheres  pressure,  equilibrated 
with  either  100  per  cent  oxygen  or  helium 
gas  in  the  manner  previously  described  by 
Groenewald  et  al .5  Following  the  preserva- 
tion period,  the  kidneys  were  reinserted  into 
the  same  donor  animal.  Aseptic  precautions 
were  continuously  maintained.  After  renal 
reinsertion,  on  the  seventh  postoperative 
day,  a contralateral  nephrectomy  of  the  in- 
tact kidney  was  performed.  Patency  of  the 
preserved  kidney’s  vascular  anastomosis 
was  verified  at  the  time  of  contralateral 
nephrectomy  and  prior  to  this  by  evidence  of 
renal  function  on  intravenous  pyelogram  or 
retrograde  femoral  arteriogram.  On  this 
basis,  animals  were  subgrouped  into  those 
with  or  without  patent  vasculature  to  the 
preserved  kidney. 

Serial  studies  that  were  completed  on 
most  animals  included  peripheral  venous 
hematocrit  (corpuscular  volume  per  cent), 
blood  urea  nitrogen  and  serum  creatinine 
(mg.  per  100  ml.)  levels.  At  the  time  of 
contralateral  nephrectomy,  endogenous 
creatinine  clearances  over  a twenty-four- 
hour  period  were  performed  in  those  ani- 
mals with  adequate  urine  production. 

Samples  of  plasma  were  also  obtained 
and  frozen  at  minus  20  C.  for  later  assay  of 
erythropoietin.4  The  assay  was  completed 
in  the  manner  described  by  Mirand,  Pren- 
tice, and  Slaunwhite  using  the  twenty-four- 
hour  per  cent  uptake  of  iron-59  in  plethoric 
(hematocrit  more  than  60)  mice  injected 
serially  with  the  test  plasma  or  saline  as  a 
control.4  Erythropoietin  values  can  thus  be 
expressed  directly  as  the  per  cent  of  twenty- 
four-hour  Fe59  uptake,  or  when  multiple 
samples  are  used,  as  the  ratio  of  activity 
where  ratio  — 

per  cent  24  hr.  Fer,!)  uptake  (test  plasma) 
per  cent  24  hr.  Fer,!)  uptake  (saline) 

All  data  were  statistically  analyzed  and  ex- 
pressed in  conventional  terms,  that  is  proba- 
bility (P),  mean,  standard  error,  and  stand- 
ard deviation. 
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TABLE  I.  Functional  data  in  dogs  with  twenty-four-hour  preserved  kidneys* 


Group  and  Test 

Preoper- 

ative 

Postoperative 

«— (Days) . 

1 to  3 4 to  7 

At  Contra- 
lareral 

Nephrectomy 

Postoperative 

. (Days) — 

1 to  3 4 to  7 

Group  I (helium  gas  patent) 
graft,  4 dogs 

Hematocrit 

42.0 

43.5 

39.6 

34.0 

33.0 

26.0 

X ± S.D. 

±1.4 

±1.5 

±2.9 

±5.9 

±3.5 

±1.0 

BUN  (mg.  per  100  ml.) 

15.7 

34 

35.7 

27.0 

67.7 

92.0 

X ± S.D. 

±1.5 

±14  6 

±10.4 

±8.0 

±11.29 

±10.0 

Serum  creatinine  (mg.  per 

100  ml.) 

0 95 

1.83 

1.62 

1.29 

7.87 

X ± S.D. 

±0.02 

±0.70 

±0.31 

±0.24 

±1.96 

Average  creatinine  clear- 

ance  (ml.  per  min.) 

9.9 

X ± S.D. 

±1.0 

Group  11  (oxygen  gas  patent) 
graft,  6 dogs 

Hematocrit 

39.5 

44 

35.1 

30.3 

31.8 

33.0 

X ± S.D. 

±1.2 

±2.3 

±1.8 

±3.5 

±4.6 

±5.0 

BUN  (mg.  per  100  ml.) 

15.2 

24.8 

20.5 

19.2 

48.5 

90.0 

X ± S.D. 

±1.9 

±5.9 

±8.8 

±8.4 

±9.6 

±15.0 

Serum  creatinine  (mg.  per 

100  ml.) 

1.2 

1.17 

1.2 

1.4 

3.6 

9.3 

X ± S.D. 

±1.4 

±.08 

±0.1 

±0.4 

±1.2 

±0.8 

Average  creatinine  clear- 

ance  (ml.  per  min.) 

11.7 

X ± S.D. 

±2.2 

Group  III  (helium  gas  throm- 
bosed) graft,  6 dogs 

Hematocrit 

42.2 

43.6 

41.3 

31.7 

37.5 

X ± S.D. 

±1.3 

±1.9 

±1.5 

±2.6 

±2.5 

BUN  (mg.  per  100  ml.) 

16.2 

30.8 

22.0 

21.3 

70.0 

A'  ± S.D. 

±2.9 

±2.4 

±1.2 

±3.3 

±6.0 

Serum  creatinine  (mg.  per 

100  ml.) 

0.82 

1.32 

1.21 

0.9 

10.1 

X ± S.D. 

±0.06 

±0.03 

±0.04 

±0.1 

±1.0 

Average  creatinine  clear- 

ance  (ml  per  min.) 

0 

X ± S.D. 

• . • 

... 

• . • 

Group  IV  (oxygen  gas  throm- 
bosed) graft,  4 dogs 

Hematocrit 

40.0 

48.5 

34.0 

X ± S.D. 

±3.4 

±1.0 

±3.0 

BUN  (mg.  per  100  ml.) 

12.7 

22.0 

26.0 

23.0 

X ± S.D. 

±1.7 

±1.0 

±4.4 

±2.6 

Serum  creatinine  (mg.  per 

100  ml.) 

1.14 

1.17 

X ± S.D. 

±0.13 

±0.14 

Average  creatinine  clear- 

ance  (ml.  per  min.) 

0 

X ± S.D. 

* All  values  are  Mean  (X)±l  Standard  Deviation  iS.D.)  unless  otherwise  specified. 


Results 

Biochemical  and  hematologic  studies. 
Table  I summarizes  the  majority  of  the 
hematologic  and  chemical  data  obtained  in 
the  20  dogs  bearing  kidneys  that  were  pre- 
viously preserved  for  twenty-four  hours 
with  either  oxygen  or  helium  gas.  As 
shown,  there  were  4 dogs  in  group  I who 


survived  contralateral  nephrectomy  and  had 
patent  renal  vasculature  after  twenty-four 
hours  hypothermic  (4  C.),  hyperbaric  (3 
atmospheres  pressure)  preservation  with- 
out perfusion  with  100  per  cent  helium  gas 
equilibration.  Severe  anemia  (hematocrit 
20  or  less)  was  not  evident  at  any  time  in 
group  I dogs  or  any  other  group  and  cannot 
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TABLE  II.  Erythropoietin  levels  in  dogs  with  twenty-four-hour  preserved  kidneys* 

Postoperative  At  Contra-  Postoperative 
Preoper-  (Days) ■ lateral  (Days) > 


Group 

ative 

1 to  3 

4 to  7 

Nephrectomy 

1 to  3 

4 to  7 

Group  I (helium  gas  patent)  graft, 
4 dogs 

24  hr.f  Fe89  % uptake 

0.24 

1.73 

2.64 

10.12 

10.79 

0.29 

X =t  S.E. 

±0.10 

±0.42 

±0.51 

±3.95 

±5.22 

±0.10 

Ratio  J 

0.94 

4.55 

6.95 

26.63 

28.39 

0.76 

Group  II  (oxygen  gas  patent) 
graft,  6 dogs 

24  hr.f  Fe59  % uptake 

1.95 

2.62 

4.66 

5.31 

0.87 

X ± S.E. 

±1.04 

±0.47 

±1.51 

±1.15 

±0.17 

Ratio  J 

2.13 

6.89 

12.26 

13.97 

2.81 

Group  III  (helium  gas  thrombosed) 
graft,  6 dogs 

24  hr.f  Fe59  % uptake 

0.28 

0.58 

0.68 

1.08 

0.36 

X ± S.E. 

±0.06 

±0.12 

±0.30 

±0.23 

±0.04 

Ratio  \ 

0.90 

1.87 

2.19 

3.48 

1.16 

Group  IV  (oxygen  gas  thrombosed ) 
graft,  4 dogs 

24  hr.f  Fe59  % uptake 

0.86 

0.42 

0.29 

0.47 

X ± S.E. 

±0 . 07 

±0.02 

±0.03 

±0.10 

Ratio  \ 

1.77 

1.35 

0.94 

1.52 

* All  values  are  X ± 1 Standard  Error  unless  otherwise  specified. 

t Erythropoietin  assay  as  determined  in  plethoric  mice  by  radioiron  injection  following  serial  injection  of  test  plasma.  Over 
5 test  mice  used  for  each  sample  assayed.  Animals  with  hematocrit  less  than  60  at  the  end  of  the  test  were  discarded. 

X Ratio  = Ratio  of  Fe5'  per  cent  activity  compared  to  control  animals  injected  with  saline. 

24  hr.  Fe59  Uptake  (test  plasma) 

Ratio  ^ jlr  pe59  Uptake  (saline  controls) 


be  invoked  as  a possible  nonrenal  cause  for 
any  erythropoietin  elevation.  Group  I ani- 
mals did,  however,  become  more  uremic  fol- 
lowing contralateral  nephrectomy.  Crea- 
tinine clearance  was  reduced  to  9.9  ml.  per 
minute  immediately  following  contralateral 
nephrectomy.  In  other  experiments  with 
our  technics,  we  have  noted  that  over  four- 
teen days  are  necessary  following  contra- 
lateral nephrectomy  before  creatinine  clear- 
ances above  20  ml.  per  minute  are  achieved 
in  the  dog. 

There  were  6 dogs  in  group  II  who  were 
treated  similarly  to  group  I dogs,  except 
that  the  preservation  gas  was  100  per  cent 
oxygen.  These  animals  had  higher  average 
creatinine  clearances  (Table  I)  but  were 
still  azotemic  with  elevated  serum  crea- 
tinine and  blood  urea  nitrogen  levels  in  the 
first  seven  days  after  contralateral  nephrec- 
tomy. 

Six  dogs  composed  group  III.  These 
animals  were  treated  similarly  to  group  I 
but  had  thrombosis  and  infarction  of  the 
preserved  kidney.  One  hundred  per  cent 
helium  gas  was  used.  No  renal  function 
after  contralateral  nephrectomy  was  ob- 
served in  group  III  animals.  All  animals 


died  within  five  days  after  contralateral 
nephrectomy  of  the  intact  kidney. 

Group  IV  contained  4 dogs  bearing  kid- 
neys treated  with  100  per  cent  oxygen  gas 
during  renal  preservation.  These  dogs  were 
similar  to  group  II  dogs,  except  that  in 
these  the  preserved  reinserted  kidney  vas- 
culature was  thrombosed  and  infarcted.  No 
urine  excretion  was  evident  in  group  IV 
animals  after  contralateral  nephrectomy. 
All  animals  in  this  group  expired  within 
five  days  after  contralateral  nephrectomy. 

Erythropoietin  assay.  Table  II  sum- 
marizes the  erythropoietin  or  ESF  values 
obtained  in  the  groups  I through  IV  dogs 
with  twenty-four-hour  preserved  kidneys. 
As  shown,  there  was  little  ESF  activity  in 
any  of  the  plasma  obtained  from  the  animals 
preoperatively.  The  ratio  of  ESF  activity 
of  the  plasma  samples  compared  to  saline 
controls  was  below  2.15  in  all  instances. 
This  level  can  also  thus  be  used  to  compare 
the  various  levels  of  ESF  activity  in  the 
same  animals  after  reinsertion  of  the  pre- 
served kidney  and  after  contralateral 
nephrectomy.  As  shown  in  Table  II,  ele- 
vated ESF  levels  were  noted  immediately 
after  reinsertion  of  the  preserved  function- 
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ing  kidneys  in  group  I (helium)  and  group 
II  (oxygen)  animals.  The  major  renal 
vasculature  was  intact  in  both  of  these 
groups.  The  ESF  elevations  continued  to 
rise  in  both  groups  after  reinsertion,  sug- 
gesting progressive  renal  ischemia.  Eleva- 
tions in  ESF  activity  were  next  evident  at 
the  time  of  contralateral  nephrectomy  in 
both  group  I and  II  dogs.  ESF  levels  were 
13  to  26  times  greater  than  saline  controls. 
These  were  statistically  highly  significant 
(P  less  than  0.001).  In  group  I animals 
the  ESF  elevations  persisted  until  four  days 
after  contralateral  nephrectomy.  Better 
renal  function  was  evident  later.  Blood 
urea  nitrogen  levels  during  the  four  to 
seven  days  after  contralateral  nephrectomy 
were  elevated  (see  Table  I:  90  mg.  per  100 
ml.).  Group  II  animals  (oxygen)  with 
functioning  preserved  kidneys  had  better 
evidence  of  renal  function  after  contra- 
lateral nephrectomy.  This  was  associated 
with  more  prompt  restoration  of  near- 
normal levels  of  ESF  (Table  II). 

Thus,  in  both  group  I and  group  II  ani- 
mals, ESF  levels  returned  to  near-control 
values  before  other  tests  of  renal  function 
were  evidently  normal. 

Animals  in  group  III  (helium)  and  group 
IV  (oxygen)  with  nonfunctioning  pre- 
served kidneys  did  not  exhibit  marked  ele- 
vations in  ESF  activity.  The  values  were 
all  within  the  normal  range  prior  to  contra- 
lateral nephrectomy.  A modest  elevation 
was  noted  in  group  III  (helium)  dogs  at 
the  time  of  contralateral  nephrectomy. 

Comment 

It  is  not  the  purpose  of  this  report  to  com- 
pare the  various  factors  involved  in  suc- 
cessful experimental  renal  preservation. 
Groenewald  et  al.,5  Van  Zyl  et  al.,9  and 
Murphy  et  al J have  previously  reported  in 
detail  the  various  functional  responses  noted 
on  kidneys  preserved  with  oxygen  or  helium 
gases  with  and  without  pulsatile  perfusion. 
The  present  experiments  were  designed  to 
test  whether  levels  of  erythropoietin  re- 
leased from  dog  kidney  in  response  to  is- 
chemic stimuli  would  reflect  or  predict  renal 
function  after  preservation.  The  problems 
of  experimental  evaluation  of  renal  preser- 
vation results  with  the  presence  of  an  in- 
tact contralateral  kidney  have  been  dis- 
cussed. Since  erythropoietin  levels  reflect  a 
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FIGURE  1.  Erythropoietin  levels  noted  in  dogs 
with  successfully  preserved  kidneys.  Com- 
parative performance  of  dogs  with  functioning 
twenty-four-hour  preserved  kidneys. 


specific  renal  response  to  ischemia,  there  ap- 
pears to  be  a ready  means  to  assess  renal 
viability  independent  of  contralateral  intact 
kidneys.  As  mentioned,  erythropoietin  pro- 
duction occurs  only  in  the  kidney  in  the  dog.:i 
The  results  shown  in  Table  II  affirm  that 
some  renal  ischemia  is  present  in  success- 
fully preserved  kidneys.  In  contrast,  kidneys 
with  no  major  blood  supply  with  total  in- 
farction exhibit  no  marked  elevations  over 
time  in  erythropoietin  levels.  The  ESF  ele- 
vations observed  in  dogs  with  successfully 
preserved  kidneys  were  present  prior  to  con- 
tralateral nephrectomy  (Fig.  1).  These 
ESF  elevations  were  progressive  and  corre- 
late to  some  degree  with  the  degree  of  ele- 
vation in  blood  urea  nitrogen  (Fig.  1).  The 
elevations  in  ESF,  however,  fall  to  a normal 
level  prior  to  the  restoration  of  normal  levels 
of  blood  urea  nitrogen.  The  assay  of  ESF 
would  thus  be  of  some  prognostic  value  in 
following  renal  function  after  successful 
preservation. 

The  chronic  uremic  state  does  suppress 
ESF  production.1-24  However,  chronic  sup- 
pression of  ESF  levels  noted  in  prolonged 
and  severe  renal  failure  is  different  from  the 
acute  and  short-term  (four  to  seven  days) 
variations  noted  in  the  present  studies. 
Murphy,  Mirand,  and  Kenny8  have  ob- 
served substantial  ESF  activity  in  the  pres- 
ence of  azotemia  both  experimentally  and 
clinically.  In  fact,  the  ESF  release  from  the 
newly  transplanted  patient  appears  to  be 
independent  of  the  level  of  hematocrit  or 
blood  urea  nitrogen.8  The  variations  in 
ESF  in  the  present  report  are  therefore  not 
thought  to  be  influenced  by  the  observed 
variations  in  level  of  blood  urea  nitrogen. 
Belzer,  Ashby,  and  Downes9  have  recently 
demonstrated  that  lactic  acid  dehydro- 
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genase  determinations,  when  elevated  to  a 
marked  degree  during  perfusion  of  the  dog 
kidney,  are  associated  with  nonfunction 
after  reinsertion.  Murphy  et  al.10  in  other 
studies  have  found  erythropoietin  activity 
in  bloodless  perfusate  fluid  from  preserved 
kidneys.  The  use  of  enzymes  or  hormones 
to  distinguish  between  renal  cellular  death 
or  ischemia  therefore  appears  to  have  merit 
in  the  evaluation  of  renal  preservation.  The 
observed  alterations  in  erythropoietin  levels 
in  the  present  experiments  reflect  renal  is- 
chemia rather  than  complete  renal  nonfunc- 
tion and  infarction.  Thus,  in  terms  of  af- 
fording a sensitive  prognostic  test  for  eval- 
uation of  preserved  kidneys,  erythropoietin 
assay  is  most  satisfactory. 

Summary 

Erythropoietin  or  ESF,  is  a hormone  of 
renal  origin  and  can  be  measured  by  a re- 
liable bioassay  technic  using  plasma. 
Twenty  dogs  bearing  kidneys  preserved  for 
twenty-four  hours  were  periodically  studied 
before  and  after  contralateral  nephrectomy. 
Concurrent  radiographic  studies  and  opera- 
tive inspection  permitted  separation  of  ani- 
mals with  renal  function  from  those  with 
graft  thrombosis  and  infarction.  ESF 
levels  were  not  markedly  increased  in  ani- 
mals with  nonfunctioning  preserved  kid- 
neys. In  contrast,  animals  with  functioning 
preserved  kidneys  had  progressive  eleva- 
tions in  ESF  which  fell  ultimately  after  con- 


tralateral nephrectomy.  The  degree  of  ESF 
elevation  correlated  well  with  the  measured 
decrease  in  glomerular  filtration  rate  noted 
early  after  contralateral  nephrectomy.  Nor- 
mal levels  of  ESF  were,  however,  attained 
before  blood  urea  nitrogen  levels  fell.  ESF 
assay  is  thus  a valid  method  to  determine 
viability  and  prognostic  function  of  pre- 
served kidneys. 
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|n  1817  Parkinson1  described  6 patients 
who  suffered  from  a condition  he  called  the 
“shaking  palsy.”  His  description  is  identi- 
cal to  the  patients  seen  today  with  the  dis- 
ease that  bears  his  name.  He  assumed,  be- 
cause of  the  normal  mental  state,  that  his 
patients  had  a pathologic  condition  of  the 
upper  spinal  cord  or  medulla  and  ruled  out 
disease  of  the  encephalon.  Treatment  at  the 
time  recommended  by  Parkinson  was  “let- 
ting of  blood  from  the  neck  area  followed 
by  application  of  vesicatories  on  the  neck 
and  the  application  of  Sabine  Liniment  to 
cause  a purulent  discharge  on  the  skin.” 

Early  studies 

The  following  hundred  years  was  not 
marked  with  any  great  progress  in  the  un- 
derstanding of  the  cause  or  treatment  of 
parkinsonism.  The  disease  was  well  de- 
scribed by  Charcot,2  Erb,3  and  others  in 
the  nineteenth  century.  During  this  time 
paralysis  agitans  or  parkinsonism,  as  it  has 
been  called,  was  a common  disorder  ob- 
served in  clinics  devoted  to  neurologic  dis- 
orders. The  average  age  of  onset  was  in 
the  fifty-five  to  sixty-five  range.  No  men- 


tion is  made  during  this  period  of  encepha- 
litis or  infection  as  a cause  of  parkinsonism. 
Nor  was  oculogyric  crisis  described  as  a 
phenomenon  associated  with  a parkinsonian 
state.  Charcot  is  reported  to  have  been  the 
first  to  use  belladonna  and  hyoscine-like 
drugs  for  the  treatment  of  parkinsonism. 
As  early  as  1892  he  described  improvement 
in  akinesia  and  rigidity  in  his  lectures.  The 
relentless  progression  of  parkinsonism, 
however,  was  not  changed  by  this  medica- 
tion. Before  1945,  many  different  types  of 
belladonna-like  preparations  were  used. 

Some  remarkable  results  were  claimed  at 
one  time  for  some  of  these  (Rabellon, 
Vinobel,  or  the  Bulgarian  belladonna  root). 
It  is  doubtful  if  any  of  these  preparations 
have  any  great  advantage  over  the  others. 

In  1895  a case  of  Parkinson’s  disease  was 
studied  post  mortem  by  Brissard.4  He 
noted  lesions  in  the  substantia  nigra,  and 
this  was  confirmed  by  a lai-ge  study  of  54 
patients  with  parkinsonism  examined  by 
Tretiakoff.5  The  relative  frequency  of 
lesions  in  the  substantia  nigra  was  noted, 
and  this  has  been  common  knowledge  and 
confirmed  many  times  since  that  time. 

Lewy  bodies  were  described  in  1912  by 
Lewy6  in  patients  with  parkinsonism  in  the 
substantia  innominata  and  in  the  dorsal 
vagus  nucleus.  Later  Tretiakoff  in  19195 
described  inclusion  bodies  similar  to  Lewy 
occurring  in  the  substantia  nigra  of  pa- 
tients with  parkinsonism.  These  bodies 
have  been  studied  for  the  past  fifty  years, 
and  the  cause  and  significance  are  still  not 
clear.  It  has  been  established  that  Lewy 
bodies  do  not  occur  in  postencephalitic  cases 
and  do  occur  in  idiopathic  parkinsonism. 
Recent  biochemical  information  has  re- 
vealed that  the  Lewy  bodies  contain  phos- 
pholipids such  as  sphingomyelin.  The 
meaning  of  these  bodies  and  their  relation- 
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ship  to  the  cause  of  parkinsonism  is  not 
clarified. 

Encephalitis 

There  was  no  change  in  the  clinical  status 
of  Parkinson’s  disease  until  1917,  when  Von 
Economo7  described  a new  entity  which  now 
bears  his  name,  namely,  Von  Economo’s 
encephalitis  or  encephalitis  lethargica.  Pa- 
tients were  described  with  a disease  char- 
acterized by  fever,  oculomotor  disorder, 
sleep  abnormalities,  lethargy,  and  meningeal 
signs.  About  one  half  of  these  patients  had 
symptoms  of  tremor,  dyskinesia,  rigidity, 
or  akinesia  that  resembled  many  symptoms 
of  Parkinson’s  disease  as  seen  in  the  previ- 
ous one  hundred  years.  Oculogyric  crises, 
noted  in  this  disorder,  were  not  previously 
described.  The  disease  occurred  in  most 
countries  of  Europe  and  North  America 
about  one  or  two  years  before  the  influenza 
epidemic  and  is  considered  a separate  entity 
from  the  influenza  pandemic  which  occurred 
during  that  time.  This  occurrence  in  the 
young-age  group  between  fifteen  and  thirty 
created  a new  Parkinson-like  picture.  Bi- 
zarre phenomena  such  as  dystonic  move- 
ments, posture  abnormalities,  personality 
changes,  tics,  and  oculomotor  disorders  were 
noted  in  this  new  disorder.8’9 

The  disease  occurred  in  the  years  1916  to 
1926  and  has  not  recurred.  The  clinical 
characteristics  were  typical  of  a viral  in- 
fection; however,  no  serologic  or  agglutina- 
tion tests  have  ever  been  developed  to  prove 
the  cause  of  encephalitis  lethargica.  The 
patients  with  this  disease  were  followed  by 
Holt10  who  noted  a 50  to  60  per  cent  inci- 
dence of  extrapyramidal  disease  in  cases  re- 
viewed in  1937  or  about  ten  years  after  the 
onset  of  the  acute  illness.  Many  patients 
had  mild  encephalitis  with  minimal  findings, 
but  later  in  life  a progressive  disorder  with 
features  of  Parkinson’s  disease  developed. 
These  patients  were  noted  to  be  different 
from  those  with  the  usual  Parkinson’s  dis- 
ease by  the  early  onset  of  the  disease,  the 
history  of  encephalitis,  frequency  of  oculo- 
motor disorders,  oculogyric  crises,  and 
dystonic  positioning  of  limbs,  head,  or 
trunk. 

For  the  first  time  a clue  was  found  as  to 
the  cause  of  Parkinson’s  disease.  It  has 
been  clear  that  infection  can  cause  progres- 


sive parkinsonian-like  syndrome  five  or  ten 
years  after  the  acute  infection,  and  there- 
fore some  observers  believe  that  all  patients 
with  Parkinson’s  disease  have  had  previous 
viral  infection  which  reveals  damage  in  later 
life.11  At  the  present  time  there  is  no 
knowledge  as  to  the  cause  of  idiopathic 
Parkinson’s  disease  in  man.  It  is  of  inter- 
est, however,  to  note  that  the  biochemical 
abnormalities  in  the  basal  ganglia  of  pa- 
tients with  idiopathic  parkinsonism  are  the 
same  as  those  in  post-encephalitic  Parkin- 
son’s disease  and  that  both  groups  of  pa- 
tients respond  to  L-dopa  therapy.  These 
facts,  however,  do  not  prove  a common 
cause  but  imply  a common  anatomic  area  of 
dysfunction. 

Dinsdale12  collected  cases  of  Parkin- 
son’s disease  in  England  during  the  years 
1900  to  1940.  She  studied  the  age  of  onset 
and  probable  cause  of  Parkinson’s  disease. 
It  appeared  likely  from  her  data  that  idio- 
pathic Parkinson’s  disease  occurring  in  the 
fifty-five  to  sixty-five-age  group  has  been 
present  at  least  since  1817  and  has  not 
changed  in  symptoms  or  age  of  onset.  The 
unique  disease  of  encephalitis  lethargica 
brought  an  influx  of  young  patients  with 
Parkinson’s  syndrome,  and  therefore  in  the 
years  1920  to  1930  the  average  age  group 
with  Parkinson’s  disease  decreased.  As 
the  survivors  of  the  encephalitis  lethargica 
epidemic  died,  the  age  of  onset  of  the  dis- 
ease of  parkinsonism  has  increased  and 
reverted  to  the  average  fifty-five  to  sixty- 
five-year  range.  Schwab  et  al .13  presented 
evidence  in  1956  that  the  increasing  age  of 
their  patients  with  Parkinson’s  disease  in- 
dicated that  most  of  the  patients’  disease 
had  been  caused  by  the  encephalitis  epi- 
demic of  1916  to  1926,  and  they  predicted 
a decline  in  the  number  of  new  cases  of 
Parkinson’s  disease  as  time  goes  on.  This 
has  not  been  substantiated  and  is  not  ac- 
cepted by  most  observers  today.14’15 

Parkinson’s  syndrome  now  is  occasionally 
seen  during  an  acute  stage  of  viral 
encephalitis  due  to  Coxsackie,  western 
equine,  Japanese  B,  or  unknown  infec- 
tion.1017 Frequently  tremor,  rigidity,  or 
akinesias  may  persist  after  the  acute  epi- 
sode, and  the  patient  may  not  recover. 
There  have  been  only  rare  cases,  however, 
of  a proved  viral  encephalitis  with  initial 
recovery  and  subsequent  late  development 


W8  New  York  State  Journal  of  Medicine  / November  1,  1970 


of  progressive  basal  ganglia  disease  similar 
to  that  pictured  in  encephalitis  lethargica. 
Oculogyric  crises  have  not  been  seen  with 
these  viral  encephalitis  conditions. 

Further  work  is  needed  to  determine  if 
idiopathic  Parkinson’s  disease  is  a result 
of  viral  damage  to  the  substantia  nigra  or 
if  a slow  virus  is  actually  present  in  the 
brain  of  patients  with  Parkinson’s  disease. 
Serologic  testing  for  agglutinins  and  at- 
tempts to  grow  slow  viruses  from  the  brain 
of  a parkinsonian  patient  are  possible 
fruitful  approaches  to  this  problem.  The 
frequent  presentation  of  idiopathic  Parkin- 
son’s disease  as  a unilateral  problem  has 
made  some  investigators  doubt  that  a gen- 
eralized metabolic  problem  is  a cause  of 
parkinsonism. 

Epidemiology  and  descriptive  information 
1926  to  the  present 

A number  of  surveys  have  been  under- 
taken to  determine  the  incidence  of  Park- 
inson’s disease  in  various  countries  of  the 
world.  Garland18  determined  the  incidence 
in  the  Leeds  area  of  England  in  1952  to  be 
18  of  100,000  by  using  questionnaires  sent 
to  local  physicians.  In  1949  Mjones10  made 
an  extensive  survey  in  Sweden  and  found 
an  incidence  of  1.6  patients  with  Parkinson’s 
disease  per  1,000  population.  The  best  sur- 
vey done  in  the  United  States  was  in  1958 
by  Kurland20  and  Williams  in  1966.21  They 
surveyed  the  complete  population  of  Roch- 
ester, Minnesota,  and  found  56  cases  of 
Parkinson’s  disease,  6 of  whom  were  post- 
encephalitic patients.  This  was  out  of  a 
total  population  of  29,885,  giving  an  inci- 
dence of  187  patients  per  100,000  popula- 
tion. When  the  over-fifty-age  group  was 
considered,  the  incidence  rose  to  710  per 
100,000  population.  Using  Kurland’s  fig- 
ures one  would  predict  that  there  are  a total 
of  approximately  400,000  patients  afflicted 
with  Parkinson’s  disease  in  the  United 
States  as  of  January  1,  1970.  Care  of  pa- 
tients with  Parkinson’s  disease  is  there- 
fore a prime  problem  in  this  country.  The 
incidence  of  Parkinson’s  disease  in  Asia  and 
Africa  is  not  well  established.  Goldberg 
and  Kurland22  surveyed  the  world  mortality 
rates  with  emphasis  on  neurologic  diseases. 
The  rates  of  Parkinson’s  disease  vary 
greatly  between  different  countries;  how- 
ever, data  from  death  certificates  are  almost 


worthless  for  determining  the  true  incidence 
of  any  disease.  A much  lower  incidence  of 
Parkinson’s  disease  has  been  noted  in  the 
Negro  population  of  the  United  States  when 
compared  with  the  white  population.2021 
One  cannot  be  certain,  however,  whether  this 
is  related  to  a decrease  in  the  reporting  of 
this  disease  or  to  a true  decrease  in  the 
incidence  among  the  Negro  population. 
Such  data  are  critical  for  genetic  and 
etiologic  reasons. 

Mental  changes  in  Parkinson’s  disease 
were  described  first  by  Lewy  in  192323  and 
have  been  noted  in  all  surveys  of  the  disease 
since  that  time.  Mjones10  found  an  inci- 
dence of  40  per  cent  of  mental  changes  in 
his  group.  Pollack  and  Hornabrook21 
studied  131  cases  of  Parkinson’s  disease  in 
New  Zealand  and  found  an  incidence  of  20 
per  cent  of  organic  mental  changes.  This 
phenomenon  has  never  been  explained,  al- 
though Critchley  in  19292r'  and  others  have 
developed  a concept  for  arteriosclerotic 
Parkinson’s  disease  with  vascular  disease 
as  a cause  of  both  the  mental  changes  and 
the  Parkinsonism.  There  has  never  been 
proof  of  this  concept  or  pathologic  evi- 
dence to  support  it.  Most  observers  today 
do  not  believe  that  vascular  disease  has 
been  established  as  a cause  of  the  parkin- 
sonian syndrome.  Recent  biochemical  ab- 
normalities found  in  the  brain  of  a patient 
with  Parkinson’s  disease  have  not  elucidated 
the  cause  of  mental  changes.  Selby20 
studied  the  pneumoencephalogram  of  250 
patients  with  Parkinson’s  disease  who  were 
being  prepared  for  thalamotomies.  A high 
incidence  of  cortical  atrophy  diagnosed  by 
pneumoencephalography  was  noted  in  57 
per  cent  of  the  patients,  although  Selby 
could  not  correlate  the  mental  changes  or  the 
severity  of  the  Parkinson  syndrome  with 
his  pneumoencephalographic  changes.  The 
electroencephalographic  findings  in  Park- 
inson’s disease  are  abnormal  in  20  to  40  per 
cent  of  patients  with  a higher  incidence  in 
patients  with  organic  mental  syndrome. 

Many  abnormalities  of  the  oculomotor 
system  have  been  described  since  the  en- 
cephalitis lethargica  epidemic  in  1916  to 
1926.  As  is  well  known,  abnormalities  in 
upward  gaze,  convergence,  dyscon  jugate 
movements,  and  double  vision  were  noted 
during  the  encephalitis  epidemic.  In 
idiopathic  Parkinson’s  disease,  however,  less 
obvious  disturbances  have  been  noted.  Dif- 
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Acuity  in  convergence  and  upward  gaze  has 
been  seen  frequently.  Steele,  Richardson, 
and  Olszewski27  described  a syndrome  in 
1964  which  they  called  supranuclear  bulbar 
palsy.  In  these  cases  a predominance  of 
eye  findings  were  noted,  such  as  defective 
upward  gaze,  convergence,  and  horizontal 
movements.  These  patients  had  bulbar  dif- 
ficulties, such  as  speech  disorders  and  swal- 
lowing problems,  and,  in  addition,  had  signs 
of  basal  ganglia  disturbance,  such  as 
akinesia,  gait  disturbance,  and  rigidity.  In 
analyzing  parkinsonian  patients  a high  in- 
cidence of  oculomotor  movement  disturb- 
ance is  found.  Many  patients  with  mild 
parkinsonism  have  been  noted  to  have  severe 
difficulties  with  lateral  gaze  and  upward 
movements  of  the  eyes.  The  cases  have 
shown  that  it  is  not  possible  to  differenti- 
ate clearly  the  Steele-Richardson-Olszewski 
syndrome  from  the  patients  with  idiopathic 
Parkinson’s  disease. 

Another  related  condition  to  Parkinson’s 
disease  has  been  described  by  Shy  and 
Drager  in  I960.28  They  noted  the  entity  of 
orthostatic  hypotension  in  patients  who  also 
have  defective  sweating,  urinary  abnormal- 
ities, and  impotence.  Many  of  these  pa- 
tients have  been  shown  to  have  basal 
ganglia  disorders  which  include  gait  dis- 
turbance, akinesia,  rigidity,  and  relatively 
mild  tremor.  This  entity  has  importance 
because  many  parkinsonian  patients  with 
obvious  basal  ganglia  disorder  have  ortho- 
static hypotension,  urinary  disturbances, 
and  impotence.  When  a large  group  of  pa- 
tients with  Parkinson’s  disease  are  ana- 
lyzed, it  is  difficult  to  draw  a line  clearly 
between  a Shy-Drager  syndrome  and 
ordinary  idiopathic  parkinsonism.  The 
high  incidence  of  basal  ganglia  disease  in 
the  Shy-Drager  syndrome  makes  it  impor- 
tant in  understanding  parkinsonism.  Park- 
insonian patients  treated  with  L-dopa  may 
have  improvement  of  basal  ganglia  function 
but  not  of  the  orthostatic  hypotension  that 
is  frequently  seen  with  parkinsonism.29 

In  the  late  1940s  drug-induced  Parkin- 
son’s syndrome  was  attributed  to  the  ad- 
ministration of  reserpine  and  phenothiazine 
drugs.  Subsequent  years  have  shown  that 
haloperidol  and  also  methyldopa  (Aldomet) 
can  cause  Parkinson’s  syndrome  as  well. 
Production  of  Parkinson’s  disease  by  chemi- 
cals was  new  information  at  that  time  which 
stimulated  many  investigators  to  search  for 


a biochemical  cause  in  Parkinson’s  disease. 
These  basal  ganglia  dysfunctions  caused  by 
drugs  such  as  phenothiazine  and  reserpine 
are  reversible.  In  rare  cases,  however,  ir- 
reversible drug-induced  fixed  tremors  or 
facial  grimacing  have  been  described,  but 
no  pathologic  change  has  ever  been  estab- 
lished. 

A genetic  cause  of  Parkinson’s  disease 
has  not  been  established  in  idiopathic  park- 
insonism. A family  history  of  10  to  15  per 
cent  of  patients  with  Parkinson’s  disease 
has  been  described  by  Pollack  and  Horna- 
brook24  and  others.  Although  a genetic 
cause  may  play  a part,  one  must  consider 
the  possibility  of  a common  infectious  agent, 
such  as  a virus,  as  another  explanation  of 
the  apparent  familial  incidence.  Certainly 
people  living  in  the  same  house  would  in 
all  likelihood  have  a similar  viral  infection 
which  might  show  manifestations  in  neuro- 
logic disease  in  later  life.  In  this  regard 
Myrianthopoulos  and  Kurland30  studied  pa- 
tients with  drug-induced  Parkinson’s  dis- 
ease, and  they  noted  a familial  incidence  of 
parkinsonism  in  those  patients  at  a much 
higher  rate  than  in  those  in  whom  dys- 
kinesia from  these  drugs  did  not  develop. 

A genetic  cause  of  a Parkinson-like  dis- 
ease has  been  established  in  Guam  by 
Hirano  et  al.31  In  addition  to  basal  ganglia 
disease,  these  patients  have  severe  dementia 
and  a frequent  association  of  motor  system 
disease.  Although  this  disease,  called  Park- 
inson dementia,  is  not  identical  to  idio- 
pathic Parkinson’s  disease,  it  shows  the 
possibility  of  genetic  determinants  playing 
a part  in  causing  symptoms  akin  to  parkin- 
sonism. 
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Backache  and  Abnormal 
Findings  on  Chest  Films 


Case  history 

Sidney  Leibowitz,  M.D.:  A sixty-four- 

year-old  white  man  was  first  admitted  to 
Beth  Israel  Hospital  on  January  30,  1970, 
complaining  of  back  pain  of  four  and  one- 
half  months’  duration.  The  principal  area 
of  pain  was  in  the  midback,  just  above  the 
lumbar  area,  and  the  pain  radiated  to  both 
sides  and  down  the  posterior  aspect  of  the 
left  thigh.  He  related  the  onset  of  symp- 
toms to  having  lifted  some  heavy  packages. 
X-ray  film  studies  taken  prior  to  admis- 
sion showed  osteoarthritic  changes  in  the 
vertebrae.  He  had  been  treated  by  physio- 
therapy and  the  use  of  a corset  at  night. 
When  these  measures  failed  to  relieve 
symptoms,  he  was  referred  to  the  hospital 
for  pelvic  traction  and  further  diagnostic 
studies.  He  denied  any  other  symptoms 
but  reported  recent  episodes  of  crampy  pain 
in  the  lower  abdomen  unaccompanied  by 
nausea,  vomiting,  or  diarrhea. 

His  past  medical  history  included  a myo- 
cardial infarction  ten  years  previously,  but 
he  had  had  no  subsequent  symptoms  re- 
ferable to  his  cardiovascular  system.  Many 
years  previously  he  had  undergone  hernior- 
rhaphy and  appendectomy.  A history  of 
nocturia  2 to  3 times  nightly  was  elicited. 
There  was  no  history  of  diabetes,  tuber- 
culosis, allergic  disease,  or  hematologic  dis- 
order. 

Physical  examination  revealed  a well-de- 
veloped, well-nourished  man  in  no  distress. 
His  temperature  was  98  F.,  pulse  96,  and 
blood  pressure  150/90.  Examination  of  the 
head  and  neck  were  unrevealing.  The  thy- 


roid gland  was  not  enlarged;  there  was  no 
cervical  lymphadenopathy ; and  the  trachea 
was  in  the  midline.  The  lungs  were  clear  to 
percussion  and  auscultation.  The  heart  was 
not  enlarged,  the  heart  rate  was  regular, 
and  there  were  no  murmurs.  The  abdomen 
was  soft,  the  liver  and  spleen  were  not  pal- 
pably enlarged,  there  was  no  tenderness, 
and  no  masses  could  be  felt.  Examination 
of  the  back  revealed  loss  of  normal  lum- 
bar lordosis,  paravertebral  lumbar  spasm, 
and  slight  tenderness  over  the  lower  thoracic 
spine.  Deep  tendon  reflexes  were  equal  bi- 
laterally; there  was  no  weakness  of  toe  ex- 
tension and  no  loss  of  sensation  in  either 
extremity.  There  was  no  edema  of  the 
legs  or  clubbing  of  the  fingers.  The  pros- 
tate gland  was  symmetrical,  slightly  en- 
larged, but  not  hard  or  nodular. 

Urinalysis  results  were  within  normal 
limits.  The  hemoglobin  was  12.6  Gm.  per 
100  ml.,  hematocrit  37,  and  white  blood  cell 
count  7,700  with  a normal  differential. 
Blood  glucose  was  100  mg.,  urea  nitrogen 
15  mg.,  uric  acid  3.6  mg.,  cholesterol  210 
mg.,  bilirubin  0.5  mg.,  calcium  8.9  mg.,  and 
inorganic  phosphorus  3.4  mg.  per  100  ml. 
The  total  protein  was  6.6  Gm.,  with  3.4  Gm. 
albumin  and  2.2  Gm.  globulin  per  100  ml. 
Alkaline  phosphatase  was  72  international 
units,  lactic  acid  dehydrogenase  225  units, 
and  serum  glutamic  oxaloacetic  trans- 
aminase 46  units.  Serum  electrolytes  were 
within  normal  limits.  Stool  specimens 
showed  4 plus  positive  results  for  occult 
blood  on  three  occasions. 

A chest  roentgenogram  showed  an  ab- 
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FIGURE  1.  Roentgenogram  of  lower  thoracic 
spine  showing  osteolytic  lesions  of  eighth  and 
ninth  thoracic  vertebrae  and  soft-tissue  mass  in 
paravertebral  space. 


normal,  soft,  irregular  density  in  the  upper 
lobe  of  the  left  lung;  obliteration  of  the 
right  costophrenic  angle;  an  osteolytic  lesion 
involving  the  right  half  of  the  eighth  and 
part  of  the  ninth  thoracic  vertebrae;  and 
a soft-tissue  mass  in  the  paravertebral  space 
to  the  right  of  the  spine  at  the  same  level 
(Fig.  1).  There  was  slight  collapse  of  the 
eighth  thoracic  vertebral  body.  A lateral 
view  showed  the  mass  in  the  upper  lobe  of 
the  left  lung  to  be  anterior.  Laminograms 
of  the  left  lung  disclosed  “an  irregular  den- 
sity which  is  not  specific  for  diagnostic 
details”  (Fig.  2A).  A gastrointestinal 
study  disclosed  no  intrinsic  lesion,  but  de- 
layed emptying  of  the  stomach  was  noted 
“consistent  with  an  organic  pyloric  ob- 
struction.” Clinically,  however,  this  was 
regarded  as  an  effect  of  medication  rather 
than  an  organic  lesion.  Barium  enema 
showed  negative  results  from  a loop  of  ileum 
seen  to  descend  into  a left  inguinal  hernia. 
An  excretory  urogram  showed  good  filling 
of  both  urinary  outflow  tracts  with  a normal 
configuration  of  the  pelves  and  calyces; 
there  was  no  retroperitoneal  mass.  The 
bladder  was  asymmetrical,  and  the  prostate 


gland  moderately  enlarged.  A chest 
roentgenogram  taken  one  week  after  admis- 
sion showed  no  change  in  the  mass  in  the 
upper  lobe  of  the  left  lung,  but  there  was  a 
pleural  effusion  on  the  right  side  (Fig.  2B). 
Thoracentesis  yielded  250  ml.  of  cloudy, 
straw-colored  fluid  which  contained  a mod- 
erate number  of  leukocytes  and  mesothelial 
cells  but  no  tumor  cells. 

A histoplasmin  skin  test  result  was  nega- 
tive. Tuberculin  purified  protein  derivative 
number  1 test  result  was  positive  at  forty- 
eight  hours.  Further  questioning  elicited 
the  information  that  the  patient  had 
smoked  one  to  two  packs  of  cigarets  daily 
from  adolescence  to  about  five  to  six  years 
previously.  He  used  alcohol  in  moderate 
quantities  on  social  occasions.  He  was 
employed  as  an  executive  in  a clothing  manu- 
facturing establishment;  his  duties  were 
largely  administrative  and  carried  out  in 
an  office;  and  there  was  no  evidence  of  ex- 
posure to  industrial  chemicals  or  inhalants. 
Cytologic  studies  of  the  sputum  were  re- 
ported as  “unsatisfactory  specimen”  on  two 
occasions-  and  “no  tumor  cells”  on  a third. 
An  electrocardiogram  showed  normal  sinus 
rhythm  with  left  axis  deviation.  An  elec- 
troencephalogram showed  normal  findings. 
On  the  fourteenth  hospital  day  an  operative 
procedure  was  performed. 

Discussion 

Sheldon  C.  Sommers,  M.D.*:  Pathol- 

ogists are  often  inquired  to  use  clinical 
acumen  in  many  aspects  of  medicine,  and 
we  try  to  contribute  something  besides  ac- 
curate anatomic  diagnoses  to  patient  care. 
I shall  assume  that  there  is  some  reason 
over  and  above  arriving  at  a differential 
diagnosis  in  this  case  which  has  prompted 
your  kind  invitation  to  me  to  discuss  this 
illness  in  a sixty-four-year-old  man.  The 
patient’s  chief  complaint  of  back  pain  lasting 
over  four  months,  radiating  bilaterally  and 
down  one  thigh  posteriorly,  together  with 
spasm,  tenderness,  and  loss  of  normal  lum- 
bar curvature,  point  to  an  organic  process. 
I was  permitted  to  examine  the  x-ray  films 
along  with  the  protocol,  and  considering 
that  they  provide  the  most  important  diag- 
nostic information,  let  us  start  by  reviewing 

* Director  of  Laboratories,  Lenox  Hill  Hospital;  Clinical 
Professor  of  Pathology,  Columbia  University  College  of 
Physicians  and  Surgeons. 
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them.  Before  we  do  so,  however,  let  me 
commit  myself  in  part.  The  presence  of  a 
density  in  the  lung  coupled  with  a destruc- 
tive process  involving  two  vertebrae  some 
distance  away  seems  to  limit  the  area  under 
scrutiny  to  the  problem  of  neoplasm  versus 
granulomatous  inflammation.  None  of  the 
information  given  in  the  history,  physical 
examination,  or  revealed  by  laboratory  tests 
is  useful  in  distinguishing  between  the  two, 
so  the  x-ray  film  studies  may  be  decisive. 

Angelina  Sikal,  M.D.:  The  films  of  the 
chest  taken  on  admission  to  the  hospital 
showed  an  irregular,  soft-tissue  density  in 
the  upper  lobe  of  the  left  lung.  The  mass 
appeared  homogeneous,  without  calcification 
or  cavitation.  Lateral  views  showed  it  to 


FIGURE  2.  (A)  Tomogram  of  chest  showing  ra- 

diopaque density  in  upper  lobe  of  left  lung.  (B) 
Chest  roentgenogram  taken  one  week  after  ad- 
mission showing  mass  in  upper  lobe  of  left  lung 
and  pleural  effusion  on  right  side.  (C)  Lateral 
view  showing  anterior,  subpleural  location  of 
mass  and  normal  esophogram. 

be  in  the  anterior  segment  of  the  upper 
lobe,  probably  abutting  the  pleura  because 
there  is  no  space  between  it  and  the  sternal 
outline  (Fig.  2C).  The  laminograms  con- 
firmed this  impression,  and  they  showed  that 
part  of  the  mass  had  a rather  shai-p  mar- 
gin, but  other  parts  had  an  irregular  border 
(Fig.  2A). 

Dr.  Sommers:  Does  the  fact  that  one 

margin  is  rather  sharply  demarcated  in- 
fluence you  toward  a diagnosis  of  neoplasm 
rather  than  granuloma? 

Dr.  Sibal:  No,  that  would  not  be  a re- 

liable criterion  to  distinguish  between  the 
two  types  of  process.  The  chest  x-ray  film 
taken  one  week  after  admission  showed  no 
change  in  the  appearance  of  the  mass,  but 
by  this  time  a pleural  effusion  had  de- 
veloped on  the  contralateral  side  (Fig.  2B). 
Possibly  the  film  showing  the  osteolytic 
lesions  in  the  thoracic  vertebrae  will  be 
helpful  (Fig.  1).  There  are  destructive 
lesions  in  both  the  eighth  and  ninth  verte- 
bral bodies,  both  on  the  right  side,  with 
partial  collapse  of  the  body  of  the  eighth 
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vertebra  and  destruction  of  its  pedicle. 
Beyond  these  two  lesions,  located  in  the 
right  paravertebral  space,  is  a soft-tissue 
mass. 

Ur.  Sommers:  Is  the  intervertebral 

cartilage  between  the  eighth  and  ninth 
vertebra  affected? 

Dr.  Sihal:  No,  it  is  not. 

Dr.  Sommers:  Is  there  any  chance  that 
what  appears  to  be  a right  paravertebral 
mass  could  be  an  artefact  of  rotation? 

Dr.  Sibal:  No,  it  is  real.  The  film  was 

taken  using  the  harder  exposure  for  ex- 
amining body  structures,  and  this  technic 
also  detects  dense  soft-tissue  masses.  Also, 
there  is  no  rotation  of  the  thorax  in  the  pro- 
jection. One  can  also  see  osteoarthritic 
changes,  such  as  osteophytes  and  interverte- 
bral bridging  at  some  levels. 

Dr.  Sommers:  From  the  radiologist’s 

point  of  view,  do  you  think  neoplasm  is  more 
likely  to  be  the  diagnosis  than  granu- 
lomatous infection,  or  conversely? 

Dr.  Sibal:  I would  favor  a diagnosis  of 

neoplasm.  If  the  process  were  tuberculous, 
I would  expect  destruction  of  the  interverte- 
bral cartilage.  A neoplastic  process  would 
encompass  all  the  radiologic  phenomena  we 
have  demonstrated. 

Dr.  Sommers:  Thank  you.  Your  excel- 
lent films  have  clarified  several  important 
points.  As  a general  proposition,  the  pres- 
ence of  an  intrapulmonic  mass  on  one  side, 
vertebral  osteolytic  lesions,  and  an  effusion 
on  the  side  opposite  the  mass  suggest  a 
neoplasm  in  one  lung  with  spread  to  the 
spine  and  soft  tissue  around  it,  and  that 
the  effusion  is  secondary  to  the  metastatic 
lesions.  Although  we  usually  think  of  lung 
cancer  as  being  associated  with  cough  and 
hemoptysis,  these  symptoms  were  not  pres- 
ent. Such  symptoms  are  associated  with 
lung  tumors  which  invade  the  bronchial 
tree.  Also,  we  are  familiar  with  the  clini- 
cal picture  of  an  endobronchial  tumor  which 
produces  a combination  of  atelectasis  and 
infection  behind  it,  after  it  has  produced 
bronchial  obstruction.  That  is  not  the  case 
here  because  the  tumor  is  peripherally  lo- 
cated and  probably  has  not  invaded  major 
segments  of  the  bronchial  tree.  If  this 
proves  to  be  a primary  lung  cancer,  it  will 
serve  to  demonstrate  quite  clearly  how  the 
location  of  the  primary  tumor  determines 
the  symptomatology. 

Although  my  initial  impression  is  that 


the  patient  has  a tumor,  I ought  to  give 
some  time  to  excluding  the  possibility  of 
one  of  the  granulomatous  diseases.  I do  not 
think  this  patient  was  a good  candidate  for 
such  mycoses  as  mucormycosis,  aspergillosis, 
or  moniliasis.  He  did  not  have  diabetes 
nor  did  he  have  an  underlying  disease  such 
as  malignant  lymphoma  treated  with  anti- 
tumor chemotherapy  and  steroids.  Coc- 
cidioidomycosis is  unlikely  because  the  pa- 
tient does  not  come  from  an  endemic  area. 
Although  cases  of  this  infection  have  oc- 
curred in  New  York  City,  I would  expect 
that  with  disseminated  disease  there  would 
be  more  in  the  way  of  systemic  response, 
such  as  fever,  weakness,  and  possibly  signs 
that  the  central  nervous  system  is  involved. 
Cryptococcosis  usually  involves  the  central 
nervous  system  first,  and  I shall  exclude  that 
organism. 

The  only  mycoses  which  one  might  seri- 
ously consider  in  this  patient  are  North 
American  blastomycosis,  histoplasmosis, 
and  nocardiosis.  Each  of  these  can  pro- 
duce a primary  lung  lesion  as  well  localized 
as  the  one  shown  here,  and  each  can  dis- 
seminate. 

The  negative  histoplasmin  skin  test  re- 
sult helps  exclude  that  diagnosis;  it  gives  a 
positive  test  result  in  over  85  per  cent  of 
cases,  and  with  disseminated  histoplasmosis, 
again  I would  expect  signs  of  systemic  reac- 
tion. Nocai'diosis  is  difficult  to  exclude;  its 
sites  of  predilection  are  the  lung  and  cen- 
tral nervous  system.  However,  lesions  in 
bone  are  uncommon,  and  in  the  absence  of 
more  suggestive  evidence  it  may  be  elimi- 
nated from  consideration.  North  American 
blastomycosis,  like  tuberculosis,  can  involve 
both  lung  and  bone  and  cannot  be  excluded 
categorically.  However,  by  the  time  bony 
lesions  appear,  the  pulmonary  lesions  are 
more  widely  disseminated  than  in  this  pa- 
tient, who  has  a localized  radiodensity,  and 
there  is  usually  cough  with  a productive 
sputum  as  well  as  an  intermittent  fever. 

The  other  two  granulomatous  diseases 
which  must  be  considered  are  tuberculosis 
and  sarcoidosis.  For  sarcoidosis  to  make 
its  first  appearance  in  a man  over  sixty 
years  of  age  would  be  extremely  uncommon. 
The  usual  stigmata  of  the  disease  are  ab- 
sent, such  as  hilar  lymph  node  enlargement, 
lymphadenopathy,  skin  lesion,  and  uveitis. 
The  normal  serum  calcium  and  lack  of  eleva- 
tion of  serum  globulin  also  militate  against 
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sarcoidosis.  Tuberculosis,  as  we  all  know, 
can  assume  many  forms.  Were  this  an 
isolated  tuberculoma,  I would  expect  to  see 
some  calcification  or  cavitation  in  the  chest 
roentgenogram.  The  positive  purified  pro- 
tein derivative  test  result  is  consistent  with 
an  example  of  an  old  healed  infection  break- 
ing down  to  produce  miliary  spread  with 
secondary  bone  involvement;  one  would  ex- 
pect fever,  night  sweats,  weakness,  and 
possibly  anemia  and  leukemoid  reaction. 
However,  one  would  not  expect  the  present- 
ing symptom  to  be  pain;  the  bone  lesions 
produced  by  tuberculosis  are  usually  indo- 
lent and  not  particularly  painful.  Nor 
would  a paravertebral  mass  be  expected. 
Likewise,  if  this  were  tuberculosis,  the  ef- 
fusion should  be  on  the  same  side  as  the 
radiologically  visible  lesion  in  the  lung. 

Having  failed  to  make  out  a convincing 
case  for  any  of  the  known  granulomatous 
infections,  I have  to  return  to  tumor.  As 
Dr.  Sibal  pointed  out,  the  lesion  in  the  upper 
lobe  of  the  left  lung  more  closely  resembles 
a primary  lung  cancer  than  anything  else, 
and  this  suspicion  is  reinforced  by  the 
presence  of  osteolytic  lesions  without  de- 
struction of  the  intervening  cartilage  plus 
the  presence  of  an  adjacent  paravertebral 
mass.  Considering  the  man’s  age  and  lo- 
cation of  the  lesion  at  the  periphery,  I 
would  favor  a diagnosis  of  adenocarcinoma 
of  the  lung,  possibly  associated  with  an 
old  scar. 

The  surgical  procedure  performed  on  the 
fourteenth  day  was  probably  either  a 
scalene  node  biopsy,  a lobectomy  of  the 
upper  part  of  the  left  lung,  or  a segmental 
lung  resection.  Possibly  a bone  biopsy  was 
performed,  but  a tumor  in  the  thoracic 
spine  is  rather  inaccessible. 

There  is,  of  course,  the  possibility  that 
the  lung  lesion  may  represent  metastatic 
carcinoma,  possibly  from  the  stomach,  pan- 
creas, prostate,  or  elsewhere.  We  are  all 
familiar  with  the  tragic  problem  of  the  pa- 
tient who  presents  symptoms  of  cancer  being 
a secondary  deposit.  But  in  the  absence  of 
symptoms  related  to  the  gastrointestinal 
tract  or  prostatic  enlargement  and  indura- 
tion, I cannot  make  such  a diagnosis  and 
shall  have  to  consider  the  tumor  primary  in 
the  lung. 

Dr.  LEIBOWITZ:  Does  the  negative  result 
of  the  cell  block  test  on  the  thoracentesis 
fluid  disturb  you  in  any  way? 


Dr.  Sommers:  No,  I shall  have  to  apply 
the  laboratory  maxim  that  a negative  test 
result  neither  excludes  nor  affirms  and  dis- 
regard it. 

I would  like  to  comment  briefly  on  the 
lung  cancer  and  particularly  its  endocrine 
relationships,  none  of  which  seem  to  have 
been  detected  in  this  patient.  Adeno- 
carcinoma of  the  lung  is  most  often  found 
peripherally,  away  from  the  hilar  regions. 
It  is  about  equally  common  in  men  and 
women  and  is  the  most  common  form  of 
lung  cancer  in  women.  It  is  also  the  most 
common  spontaneous  lung  carcinoma  in 
animals,  such  as  rats,  mice,  and  dogs. 
Neither  in  human  beings  nor  in  animals  is 
its  cause  clearly  understood.  In  some 
strains  of  young  mice,  exposure  to  urethane 
can  induce  pulmonary  adenomas.  There  is 
no  acceptable  evidence  that  cigaret  smoking 
causes  adenocarcinoma  of  the  lung.  Reason- 
ing from  a history  of  cigaret  smoking  that 
an  individual  probably  has  lung  carcinoma, 
leads  to  so  many  serious  diagnostic  errors 
that  the  patient  may  suffer  from  the  phy- 
sician’s prejudice.  Our  own  investigations, 
in  part  with  Marjorie  J.  Williams,  M.D.,1 
have  shown  that  in  both  sexes  lung  adeno- 
carcinomas are  associated  with  various  in- 
dications of  estrogen  stimulation,  such  as 
endometrial  hyperplasia,  fibrocystic  disease 
of  the  breast,  gynecomastia,  and  certain 
ovarian  and  testicular  alterations.2  This 
patient  had  an  enlarged  prostate  but  that 
is  common  in  his  age  group,  and  I would 
not  relate  that  symptom  to  his  tumor. 

Oat-cell  carcinoma  of  the  lung  may  pro- 
duce adrenocorticotropin  hormone,  and  this 
may  lead  to  the  endocrine  changes  of  Cush- 
ing’s syndrome;  a few  patients  with  benign 
bronchial  adenomas  have  also  been  reported 
to  have  Cushing’s  syndrome  on  the  same 
basis.  In  some  patients  the  changes  re- 
sembling Cushing’s  syndrome  are  subtle 
and  not  evident  on  routine  study,  but  at 
the  other  end  of  the  spectrum,  some  pa- 
tients have  presented  symptoms  of  frank 
and  florid  Cushing’s  syndrome  only  to  have 
a lung  tumor  found  to  be  the  cause. 

Lung  carcinoma  may  also  stimulate  secre- 
tion of  other  corticosteroids  and  may  oc- 
casionally produce  gastrointestinal  bleeding 
from  an  ulcer  near  the  pylorus;  this  may 
have  been  the  case  in  this  patient,  but  proof 
is  lacking.  A few  cases  have  been  reported 
in  which  large-cell  undifferentiated  lung 
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cancer  produces  gonadotropins;  in  such  pa- 
tients gynecomastia  and  hyperplasia  of 
Leydig’s  cells  in  the  testis  have  been  re- 
ported. An  occasional  lung  cancer  can 
secrete  antidiuretic  hormone,  thereby  pro- 
ducing hemodilution.  In  a few  patients 
with  lung  cancer  immunoassay  has  shown 
increased  levels  of  parathyroid  hormone, 
and  some  have  shown  appropriate  changes 
in  calcium  and  phosphorus  metabolism.'1 
Most  of  these  observations  are  relatively 
new,  dating  from  the  past  ten  to  fifteen 
years.  As  medicine  has  become  more 
sophisticated,  we  can  no  longer  think  of 
lung  cancer  as  purely  a tumor  in  the  lung. 
We  must  consider  it  as  neoplastic  disease 
which  can  assume  many  forms,  which  can 
develop  following  a variety  of  pathogenetic 
mechanisms,  and  which  can  exhibit  not  only 
a wide  spectrum  of  clinical  features  but 
also  a correspondingly  broad  spectrum  of 
biologic  properties.  I think  it  is  a mistake 
to  oversimplify  the  nature  of  lung  cancer 
disease;  it  has  to  be  examined  from  many 
angles,  and  all  I have  done  is  outline  a few 
of  the  more  obvious  ones. 

Clinical  diagnosis 

Carcinoma  of  left  lung  with  metastases  to 
thoracic  spine  and  paravertebral  area 

Dr.  Sommer’s  diagnosis 

Peripheral  adenocarcinoma  of  upper  lobe 
of  left  lung  with  metastases  to  thoracic 
vertebrae  and  adjacent  soft  tissue 

Pathologic  report 

William  B.  Ober,  M.D.:  Before  pre- 

senting the  anatomic  findings,  let  me  ask 
Dr.  Wolff  to  tell  us  what  he  found  during 
the  surgical  procedure. 

William  I.  Wolff,  M.D.:  Our  clinical 

impression  was  that  the  mass  in  the  upper 
lobe  of  the  left  lung  was  a malignant  tumor 
and  that  the  vertebral  lesions  probably  were 
metastases  from  it.  We  felt  that  to  treat 
the  patient  properly  we  would  have  to 
establish  a tissue  diagnosis;  therefore,  we 
elected  to  perform  an  exploratory  thora- 
cotomy. Wrhen  we  explored  the  chest,  we 
found  that  there  was  indeed  carcinoma  of 
the  lung.  Advanced  inflammatory  changes 
in  the  form  of  dense  scar  tissue  with  calci- 


FIGURE  3.  (A)  Low-power  view  of  excised  lung 

tumor  showing  wedge-like  shape,  areas  of  scar- 
ring traversed  by  anthracotic  pigment,  and  extra- 
pleural extension.  (B)  Margin  of  tumor  showing 
transition  from  proliferated,  atypical  columnar 
epithelium  of  terminal  bronchioles  into  poorly 
differentiated  adenocarcinoma  in  scar  tissue. 
(C)  Tumor  emboli  in  subpleural  lymphatic  glands, 
subjacent  tissue  showing  poorly  differentiated 
adenocarcinoma,  and  extrapleural  tumor  poorly 
differentiated  and  squamous. 
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fication  in  the  hilar  area  made  lobectomy- 
hazardous.  In  view  of  clinical  evidence  of 
metastasis,  it  was  decided  that  lobectomy 
was  neither  justifiable  nor  necessary,  and 
the  procedure  we  carried  out  was  segmental 
resection,  removing  the  mass  in  the  upper 
lobe  of  the  left  lung  and  a margin  of  lung 
tissue  adjacent  to  it. 

Dr.  Ober:  I should  like  to  present  the 

anatomic  material  as  the  case  developed  in 
the  surgical  pathology  laboratory.  The  first 
piece  of  tissue  we  received  was  a lymph 
node  from  the  mediastinum.  A frozen  sec- 
tion showed  it  to  contain  some  discrete, 
noncaseating  granulomas,  the  so-called 
sarcoid-like  reaction  sometimes  found  in 
nodes  draining  a tumor-bearing  area.  The 
next  piece  of  tissue  was  a small  piece  of 
dense,  whitish  tissue  which  Dr.  Wolff  took 
from  the  firmest  portion  of  the  mass  as  it 
abutted  the  pleural  plane  of  dissection.  A 
frozen  section  revealed  squamous-cell 
carcinoma.  Finally,  we  received  the  partial 
lobectomy  specimen  which  is  best  examined 
under  low  magnification  as  a cross  section 
through  the  largest  diameter  (Fig.  3A). 
The  lesion  is  roughly  wedge-shaped  and 
shows  considerable  scarring  traversed  by 
streaks  of  anthracotic  pigment.  A small 
nubbin  of  tissue  was  taken  from  beyond  the 
pleural  margin;  I think  it  is  from  this  area 
or  near  it  that  Dr.  Wolff  took  his  biopsy 
specimen. 

This  particular  variety  of  lung  cancer  is 
what  Spencer4  and  others  refer  to  as  “scar 
carcinoma,”  and  almost  every  case  w’hich 
has  been  studied  carefully  turns  out  to  be 
an  adenocarcinoma  which  has  undergone 
squamous  metaplasia  to  a greater  or  lesser 
degree.  When  we  examine  the  neoplasm 
under  higher  magnification,  it  reveals  some 
rather  unusual  histopathologic  features.  At 
the  edge  of  the  “scar”  we  can  see  a transi- 
tion from  proliferated  bronchiolar  epithe- 
lium into  poorly  differentiated  infiltrative 
carcinoma  (Fig.  3B).  A view  of  the  margin 
between  the  tumor  and  its  extension  beyond 
the  visceral  pleura  reveals  tumor  emboli  in 
the  subpleural  lymphatics  with  squamous- 
cell carcinoma,  a desmoplastic  reaction 
beneath  it  and  poorly  differentiated  car- 
cinoma beyond  (Fig.  3C).  The  central  por- 
tion of  the  tumor  was  composed  of  poorly 
differentiated  adenocarcinoma,  cellular  in 
some  fields  and  associated  with  fibrosis 
(Fig.  4A  and  B).  Some  of  the  acini  were 


well-formed,  and  occasional  gland-like  struc- 
tures contained  PAS-positive  material. 
In  other  fields,  the  transition  from  adeno- 
carcinoma to  squamous-cell  carcinoma  was 
evident,  and  an  elastic-tissue  stain  brought 
out  clearly  the  evidence  of  tumor  invasion 
of  medium-sized  branches  of  the  pulmonary 
arterial  bed  (Fig.  4C  and  D). 

Peripheral  adenocarcinoma  of  the  lung 
often  arises  in  the  vicinity  of  a pre-existing 
scar.  The  original  cause  for  the  scar  may 
vary  widely.  Tuberculosis,  healed  pulmo- 
nary infarcts,  pneumoconiosis,  and  the  scars 
of  chronic  interstitial  fibrosis  (honeycomb 
lung)  have  all  been  implicated.  Of  particu- 
lar interest  these  days  is  the  scarring  which 
results  from  asbestosis,  but  the  nature  of  the 
scar  is  not  specific;  such  exotic  examples 
have  been  reported  as  peripheral  adeno- 
carcinoma arising  in  the  fibrosis  around  an 
embedded  intrapulmonic  bullet.  The  key  to 
the  development  of  the  tumor  seems  to  be 
proliferation  of  the  bronchiolar  or  broncho- 
alveolar  epithelium  around  the  scar.  It  does 
not  seem  to  farfetched  to  conjecture  that  a 
viral  pneumonitis  sufficiently  destructive  to 
produce  scarring  rather  than  bland  resolu- 
tion could  serve  as  the  initiating  factor  in 
“scar  carcinoma.” 

I should  like  to  point  out  that  had  Dr. 
Wolff  decided  that  this  was  a completely 
nonresectable  carcinoma,  the  anatomic 
diagnosis  would  have  rested  on  biopsy  of  a 
small  piece  of  tissue,  and  the  case  would 
have  been  classified  as  a histologically  veri- 
fied example  of  squamous-cell  carcinoma  of 
the  lung.  In  recent  years,  considerable 
attention  has  been  focused  on  cigaret  smok- 
ing as  the  cause  of  squamous-cell  carcinoma 
of  the  lung.  Much  of  the  evidence  used  to 
support  this  cause  and  effect  relationship 
has  been  statistical.  Were  it  not  for  the 
fact  that  we  were  enabled  to  study  the 
entire  tumor,  this  case  might  well  have 
been  considered  another  example  of  lung 
cancer  in  a man  who  had  a history  of  cig- 
aret smoking.  No  one  has  yet  been  so  rash 
as  to  claim  that  cigaret  smoking  causes 
adenocarcinoma  of  the  lung. 

I raise  this  point  to  show  that  under  cer- 
tain circumstances  a so-called  “histologi- 
cally verified”  case  may  prove  to  be  decep- 
tive unless  the  histopathologic  study  has 
been  thorough.  It  is  also  well  known  that 
the  greatest  body  of  statistical  data  indicat- 
ing an  association  between  cigaret  smoking 
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FIGURE  4.  (A)  Central  portion  of  lung  tumor  showing  pattern  of  poorly  differentiated  adenocarci- 

noma and  (B)  somewhat  better  differentiated  adenocarcinoma  in  scar  tissue;  (C)  Transition  from  ad- 
enocarcinoma to  squamous-cell  carcinoma;  and  (D)  Elastic-tissue  stain  showing  large  aggregates  of  tu- 
mor cells  within  medium-sized  branch  of  pulmonary  arterial  tree. 


and  lung  cancer  has  been  gathered  from 
death  certificates.  Many  such  cases  have 
been  so  certified  without  benefit  of  autopsy; 
in  such  instances  neither  the  histologic  na- 
ture of  the  lung  cancer,  if  primary  there, 


was  determined,  nor  was  the  possibility  ever 
excluded  that  what  clinically  resembled  a 
primary  lung  tumor  might  well  have  been  a 
metastatic  tumor.  The  range  of  diagnostic 
error  in  data  gathered  from  death  certifi- 
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cates  is  from  25  to  40  per  cent,  and  I am  not 
tempted  to  place  much  scientific  credibility 
on  conclusions  based  on  data  with  this  inher- 
ent probable  error. 

Dr.  Sommers  alluded  to  the  endocrinologic 
effects  of  certain  cases  of  lung  cancer. 
These  effects  are  important,  but  of  com- 
parable interest  is  the  possibility  that 
bronchial  epithelium  itself  may  be  the  tar- 
get for  systemic  endocrine  effects.  Pre- 
liminary and  unpublished  data  by  Chalon7’ 
indicate  that  the  bronchial  cytology  of 
women  in  active  reproductive  life  appears 
to  undergo  cyclic  morphologic  changes  re- 
lated to  the  menstrual  cycle,  and  that  these 
changes  bear  a similarity  to  changes  in 
endometrial  glandular  epithelium.  We  must 
ask  ourselves  why  there  has  been  a con- 
sistently lower  incidence  of  lung  cancer  in 
women  than  in  men.  I am  not  convinced 
that  a difference  in  cigaret-smoking  habits 
is  the  decisive  factor.  Also,  we  must  be 
prepared  for  evidence  from  unexpected 
quarters.  For  example,  a recent  cytologic 
study  by  Plamenac  and  Nikulin6  has  shown 
that  there  is  considerable  atypia  of  ex- 
foliated bronchial  epithelium  in  wind  in- 
strument players  and  singers. 

The  role  of  occupational  hazard  is  not  new 
in  the  field  of  lung  cancer.  In  his  recent  J. 
Burns  Amberson  lecture  on  lung  cancer, 
Kuschner7  summarized  evidence  from  a 
variety  of  sources  regarding  pulmonary 
carcinogenesis.  Inorganic  chemicals,  such 
as  beryllium  compounds,  nickel  carbonyl, 
chromates,  asbestos,  and  ores  which  liber- 
ate ionizing  radiation,  have  all  been  shown 
to  cause  lung  cancer  in  human  beings.  It 
might  be  appropriate  to  point  out  that  cells 
have  only  a limited  number  of  modes  of  re- 
sponse to  injury,  and  that  neoplastic  trans- 
formation is  one  of  them.  However,  the 
number  of  possible  carcinogens  is  large,  and 
we  know  little  about  how  much  exposure  is 
needed  to  induce  neoplastic  changes.  Also, 
there  are  several  different  histopathologic 
varieties  of  lung  cancer,  and  there  is  no 
guarantee  that  two,  three,  or  even  a large 
series  of  cases  of  lung  cancer,  which  are 
histopathologically  indistinguishable  one 
from  another,  developed  from  the  same 
cause.  It  seems  much  of  an  oversimplifi- 
cation to  speak  of  “the  cause  of  lung  can- 
cer.’’ As  biologic  scientists,  we  should  be 
concerned  with  a less  unitary  approach  and 
think  more  about  the  causes  of  lung  cancers. 


Dr.  Wolff:  A problem  which  arises  fre- 
quently in  the  practice  of  thoracic  surgery 
is  the  patient  with  a solitary  peripheral 
nodule  in  the  lung.  We  know  from  past  ex- 
perience that  when  thoracotomy  and  biopsy 
are  done,  the  pathologist  reports  adeno- 
carcinoma in  a large  percentage  of  such 
cases.  It  is  sometimes  rather  difficult  to 
decide  how  far  to  proceed  with  one’s  pre- 
operative investigations  to  determine  in 
advance  whether  the  lung  tumor  is  primary 
or  metastatic.  Our  usual  practice  is  to  in- 
vestigate possible  extrapulmonic  sites  for 
primary  adenocarcinoma  by  using  upper  and 
lower  gastrointestinal  x-ray  studies,  excre- 
tory urogram,  palpation  of  the  thyroid 
gland,  abdominopelvic  examination  in 
women,  and  examination  of  the  prostate 
gland  in  men.  At  the  operating  table  we 
are  often  faced  with  the  decision  of  merely 
performing  a local  resection,  a lobectomy, 
or  a total  pneumonectomy.  In  some  pa- 
tients a peripherally  located  lesion  may  en- 
croach on  an  interlobar  fissure,  thereby  mak- 
ing lobectomy  an  inadequate  operative  pro- 
cedure for  cancer.  However,  the  alterna- 
tive may  be  total  pneumonectomy  in  an 
elderly  patient  with  limited  pulmonary  re- 
serve. In  some  cases,  such  as  this  one,  the 
patient  has  an  old  inflammatory  process, 
either  tuberculous  or  postsuppurative,  which 
has  left  such  scarring  in  the  hilar  area  that 
extensive  dissection  is  hazardous. 

If  the  pulmonary  lesion  is  metastatic, 
nothing  more  than  local  excision  is  indi- 
cated, especially  if  no  steps  have  been 
taken  to  control  the  primary  neoplasm. 
However,  if  the  tumor  is  primary  peripheral 
adenocarcinoma,  lobectomy  or  pneumonec- 
tomy can  offer  a reasonable  chance  of  cure. 
It  is  for  such  considerations  that  we  turn 
to  pathologists  to  advise  us  about  the  natural 
history  of  the  disease  and  to  other  labora- 
tory disciplines  to  explore  possible  etiologic 
factors. 

Dr.  Ober:  We  do  have  some  informa- 

tion about  the  end  result  of  this  case.  The 
patient  recovered  from  the  operative  pro- 
cedure without  complications  and  was  given 
postoperative  irradiation  for  palliation. 
Unfortunately,  two  months  after  thoracot- 
omy he  was  readmitted  with  weakness  and 
fever.  The  clinical  impression  was  that  he 
was  suffering  from  radiation  pneumonitis 
with  superimposed  bronchopneumonia.  A 
chest  roentgenogram  showed  findings  con- 
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slstent  with  that  impression.  He  was  in 
poor  condition,  and  further  studies  were 
not  indicated.  He  died  four  days  after  his 
readmission,  but  permission  for  autopsy 
could  not  be  obtained.  Ur.  Antopol,  will 
you  please  close  the  discussion? 

William  Antopol,  M.D.:  I am  pleased 

that  attention  is  now  being  redirected  to 
the  endocrine  aspects  of  lung  tumors.  It  is 
propitious  at  this  time  to  refer  to  Dr.  Som- 
mers’3 own  fine  summary  of  the  endocrine 
activities  of  nonendocrine  tissue  tumor, 
with  its  comprehensive  bibliography,  and 
we  are  honored  that  he  should  visit  us  to 
discuss  this  case.  Systemic  effects  of  lung 
tumors,  such  as  their  association  with  club- 
bing of  the  fingers,  have  been  recognized 
for  a long  time,  and  it  is  not  surprising  that 
other  target  organs  can  also  be  involved. 
In  addition,  extracts  from  lung  tissue  are 
known  to  potentiate  or  destroy  vasoactive 
materials.8-10  At  the  time  when  the  first 
case  of  bronchial  adenoma  was  reported,  I 
was  studying  with  the  late  Paul  Klemperer, 
M.D.,  and  a number  of  us  commented  on  the 
histologic  resemblance  of  the  bronchial 
adenoma  to  carcinoid  of  the  appendix.  As 
we  now  know,  one  variety  of  bronchial 
adenoma  is  designated  the  carcinoid  type, 
and  its  elaborates  serotonin,  even  as  do 
carcinoid  tumors  of  the  gastrointestinal 
tract.  This  is  not  surprising,  inasmuch  as 
both  tumors  share  a common  cell  of  origin, 
the  argentaffin  cell,  known  in  the  gastro- 
intestinal tract  as  Kulchitsky’s  cell. 

Another  form  of  lung  tumor  is  ac- 
companied by  weakness  of  the  muscles,  par- 
ticularly of  the  pelvis  and  lower  extremities. 
It  resembles  myasthenia  gravis  in  some 
respects  but  differs  from  myasthenia  gravis 
when  evaluated  by  electrode  methods  for 
determining  neuromuscular  transmission.11 
Carcinoma  of  the  lung  has  been  associated 
with  secretion  of  gonadotropins,1213  adreno- 
corticotropin  with  Cushing’s  syndrome,1415 
melanocyte-stimulating  hormone,16  anti- 
diuretic hormone  alone  or  with  hyper- 
natremia,17-19 hypercalcemia  and  parathy- 
roid-like hormone,20  and  insulin  and  glu- 
cagon.21 

In  recent  years  there  has  been  intensive 
study  on  diseases  due  to  immunity  or  its 
absence.  Of  late,  considerable  attention 
has  been  directed  to  IgA  (immunoglobulin 
A),  an  immunoglobulin  secreted  in  the  mu- 
cus of  the  sinuses  and  oropharynx  as  well  as 


the  bronchus,  areas  which  are  constantly 
exposed  to  environmental  factors.  A 
facultative  relationship  between  impaired 
immunity  or  immune  tolerance  and  the 
presence  of  tumors  has  been  demonstrated 
repeatedly.  It  is  interesting  that  impair- 
ment of  immunity  is  accompanied  by  an  in- 
crease of  the  pulmonary  neoplastic  response 
to  urethane  and  that  the  response  is  abol- 
ished with  restoration  of  immunity.22  A 
study  of  the  entire  spectrum  of  immunity, 
particularly  IgA,  in  patients  with  lung 
tumors  might  yield  significant  information 
relative  to  any  special  correlation  with  one 
or  another  type  of  tumor. 

Another  area  of  investigation  which 
might  yield  useful  information  is  the  study 
of  viral  infections.  Many  types  of  virus 
can  infect  the  lung,  notably  the  ECHO 
viruses  and  adenoviruses.  These  viruses 
multiply  in  respiratory  epithelium  when  the 
immune  mechanism  is  disturbed,  but  as 
yet  little  is  known  about  their  ecologic  sig- 
nificance. To  what  extent  antecedent  or 
persisting  viral  infection  or  their  mutations 
modified  by  the  immune  response  play  a 
role  in  carcinogenesis  and  whether  or  not 
such  mechanisms  modify  and  sensitize  cer- 
tain cells  for  the  development  of  neoplasia 
when  exposed  to  exogenous  carcinogens  are 
open  questions.  Alternatively,  does  ex- 
posure to  an  exogenous  carcinogen  favor 
multiplication  of  a virus  in  an  altered  im- 
munologic milieu?  Do  such  altered  states 
predispose  to  tumor  formation?  There  is 
room  for  a great  deal  of  additional  experi- 
mental study  on  lung  tumors,  and  some  of 
the  most  promising  avenues  of  approach 
may  stem  from  phenomena  which  have 
hitherto  been  considered  tangential  to  the 
main  issue.  Careful  analysis  of  factors 
conventionally  considered  “secondary”  may 
prove  to  be  of  primary  importance  in  patho- 
genesis. It  has  been  demonstrated  in  our 
laboratories  that  certain  oils  and  lipids  have 
an  affinity  for  some  viruses,  and  these  viral 
agents  may  enter  the  oropharynx  and  the 
respiratory  system  to  induce  latent  patho- 
logic changes.23  As  Dr.  Ober  has  pointed 
out,  there  may  be  a multiplicity  of  patho- 
genetic pathways,  some  linked  by  a common 
denominator,  others  quite  distinct  per  se. 

Anatomic  diagnosis 

Peripheral  adenocarcinoma  of  upper  lobe 
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of  left  lung,  with  sguamous  metaplasia  and 
scaling 
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QUESTION  75.  What  is  the  interpretation  of  these  two  electrocardiograms  obtained  at  six-week 
intervals?  The  first  tracing  was  obtained  on  admission  to  the  hospital  of  a fifty-seven-year-old 
woman  who  was  admitted  for  a herniorrhaphy.  The  second  tracing  followed  a bout  of  chest  pain 
and  dyspnea. 

CONTINUOUS  TRACING  LEAD  2 


QUESTION  76.  What  is  the  rhythm? 


Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  75.  The  initial  record  shows 
regular  sinus  rhythm  and  is  completely 
within  normal  limits.  The  second  electro- 
cardiogram shows  the  development  of  a ter- 
minal S wave  in  lead  I,  aVl  and  V4  to  V6.  A 
broad  slurred  R wave  is  present  in  aVr. 
There  is  a deep  narrow  Q wave  in  lead  III 
which  was  not  previously  present.  The  trac- 
ing shows  right  bundle  branch  block.  The 
sudden  development  of  right  bundle  branch 
block  and  a Q;{  suggests  acute  cor  pulmonale 
secondary  to  pulmonary  emboli.  Such 
changes  occasionally  can  be  seen  as  a mani- 


festation of  myocardial  ischemia  due  to 
other  causes. 

Question  76.  The  first  three  beats  show 
regular  sinus  rhythm;  the  fourth  beat  is  a 
ventricular  premature  contraction.  Follow- 
ing this  there  is  a long  pause,  and  sinus 
rhythm  resumes  with  a wandering  pace- 
maker as  manifested  by  the  varying  con- 
figuration of  the  P wave.  Note  that  follow- 
ing the  long  pause,  the  QRS  duration 
shortens,  and  the  configuration  becomes  less 
aberrant  for  three  beats.  These  beats  are 
at  a slower  rate  than  the  first  three  beats  in 
the  strip.  The  last  three  beats  are  at  a 
more  rapid  rate  and  are  again  aberrantly 
conducted.  This  tracing  demonstrates  a 
rate-dependent  conduction  disturbance.  The 
longer  the  pause  after  the  preceding  QRS 
complex,  the  less  aberrant  is  the  ventricular 
depolarization  wave. 


2704  New  York  State  Journal  of  Medicine  / November  1,  1970 


Case  Reports 


Cartilage-Hair 
Hypoplasia  in  Childhood 

M.  A.  HALLE.  M.D. 
East  Meadow,  New  York 
P.  J.  COLLIPP,  M.D. 
East  Meadow,  New  York 
M.  ROGINSKY,  M.D. 
East  Meadow,  New  York 

Chief,  Department  of  Pediatrics  (Dr.  Collipp); 
Chief,  Department  of  Endocrinology  and  Metabolic 
Diseases  (Dr.  Roginsky),  Meadowbrook  Hospita 


Qartilage-hair  HYPOPLASIA  is  a rare  in- 
herited syndrome  characterized  by  dwarfism, 
abnormally  short,  fine,  sparse,  light-colored 
hair,  and  a skeletal  disorder  which  is  almost 
identical  to  the  Schmid  type  of  metaphyseal 
dysostosis.1-2  The  cartilage-hair  hypoplasia 
syndrome  is  classified  as  a dysostosis,  since 
there  is  a bony  disturbance  in  the  form  of 
irregular  and  insufficient  ossification  in  the 
metaphyses  of  the  tubular  bones.3  The  epi- 
physeal ossification  centers  appear  quite  nor- 
mal. 

Metaphyseal  dysostosis  was  first  described 
by  Jansen  in  1934.4  Since  this  description 
other  varieties  of  the  disorder  have  been 
described.3  In  1965  McKusick,  et  al.1  de- 
scribed the  cartilage-hair  syndrome  among 
the  Old  Order  Amish. 

This  is  the  first  reported  case  of  this  syn- 
drome outside  of  the  Amish  country.  We 
also  describe  our  experience  with  human 
pituitary  growth  hormone  therapy  in  this 
disorder. 

Case  report 

An  eight-vear-old,  Caucasian  male  was  the 
second  child  born  to  a thirty-two-year-old 
mother  and  a thirty-five-year-old  father. 


FIGURE  1.  Growth  curve. 


FIGURE  2.  Family  pedigree. 


He  was  the  product  of  a normal  pregnancy 
and  was  delivered  by  cesarean  section  after 
thirty-five  weeks’  gestation.  The  indication 
for  the  delivery  was  a previous  cesarean 
section.  His  birth  weight  was  five  pounds 
four  ounces,  and  he  was  16V2  inches  long. 
His  neonatal  course  was  uneventful.  When 
he  was  four  months  old  his  height  and 
weight  were  clearly  retarded  (Fig.  1),  and 
a tentative  diagnosis  of  achondroplasia  was 
made  by  his  private  physician.  His  mental 
development  had  been  normal. 

He  was  admitted  to  the  hospital  when 
three  years  old  for  croup  and  at  the  age  of 
five  for  a tonsillectomy  and  adenoidectomy. 
He  had  uncomplicated  chickenpox  when  he 
was  six  years  old. 

His  paternal  great-grandparents  are  of 
Norwegian-German  origin  (Fig.  2).  No 
member  of  the  family  is  less  than  60  inches 
in  height,  and  none  has  the  external  charac- 
teristics of  this  syndrome. 
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FIGURE  3.  (A  and  B)  Illustrate  short  stature;  (C)  sparse,  fine  hair;  (D)  short  fingers  with  short 

nails. 


Physical  examination  revealed  a small, 
muscular,  alert  boy  fairly  well  developed, 
who  appeared  much  younger  than  his  stated 
age.  His  weight  was  40V2  pounds  (three 


standard  deviations  below  the  fiftieth  per- 
centile), and  his  height  was  39V4  inches 
(nine  standard  deviations  below  the  fiftieth 
percentile).  His  head  circumference  was 
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23  inches;  arm  span,  393/4  inches;  upper 
segment,  2lVs  inches;  and  lower  segment, 
18l/8  inches.  His  hair  was  blond,  quite 
sparse,  short,  fine,  and  silky.  His  fingers 
were  short  and  pudgy  with  short  nails  (Fig. 
3) . He  was  quite  agile,  although  he  was  un- 
able to  extend  his  arms  fully  at  the  elbows. 
Funduscopic  and  dermatoglyphic  examina- 
tion results  were  normal. 

Roentgenograms  of  his  abdomen,  pelvis, 
dorsolumbar  spine,  ribs,  and  skull  showed 
normal  findings.  Metaphyseal  fraying,  ir- 
regularity, and  slight  fragmentation  were 
most  prominent  in  the  femur,  tibia,  fibula, 
radius,  ulna,  and  humerus  (Fig.  4).  The 
epiphyses  were  normal.  There  was  mild 
bowing  of  the  upper  femur  bilaterally,  and 
a mild  coxa  vara  deformity.  The  carpal 
centers  were  retarded  one  to  two  years, 
while  the  bone  age  of  the  phalangeal  centers 
was  normal  for  his  chronologic  age,  ac- 
cording to  the  atlas  of  Greulich  and  Pyle 
(Fig.  5).  A small  bowel  series  gave  normal 
results. 

The  hemoglobin  was  13.1  Gm.  per  100  ml., 


FIGURE  5.  Hand  and  wrist  x-ray  films  demon- 
strating difference  in  bone  age  of  the  carpal  and 
phalangeal  centers. 


and  the  white  blood  cell  count  was  5,000 
with  a normal  differential.  Urinalysis  re- 
vealed no  abnormalities,  and  the  specific 
gravity  was  1.020.  Blood  chemistries  were: 
sodium  139  mEq.,  potassium  4.3  mEq.,  bi- 
carbonate 20  mEq.,  and  chloride  104  mEq. 
per  liter;  total  protein,  7.9  Gm.,  albumin  5.7 
Gm..  globulin  2.2  Gm.,  blood  urea  nitrogen 
9 mg.,  calcium  9.6  mg.,  and  phosphorus  5 
mg.  per  100  ml.,  alkaline  phosphatase  12 
King-Armstrong  units;  and  cholesterol  267 
mg.,  cholesterol  esters  190  mg.,  and  sugar 
76  mg.  per  100  ml.  A triolium  absorption 
study  was  normal.  He  had  a normal  in- 
crease in  growth  hormone  during  insulin- 
induced  hypoglycemia.  His  fasting  serum 
growth  hormone  concentration  was  5 micro- 
grams per  milliliter  and  a peak  human 
growth  hormone  concentration  of  16  micro- 
grams per  milliliter  was  obtained  thirty 
minutes  later.  His  urinary  17-ketogenic 
steroid  level  was  2.1  mg.  per  twenty-four 
hours  before  the  administration  of  metyra- 
prone  (Metopirone'l , and  11.2  mg.  per 
twenty-four  hours  after  the  drug.  The  pro- 
tein-bound iodine  was  7.2  micrograms  per 
100  ml. 

He  was  treated  with  human  pituitary 
growth  hormone  for  a period  of  twelve 
months,  at  a dose  of  2 mg.  three  times  a 
week.*  At  the  same  time  he  received  1 gr. 
of  thyroid  daily.  He  had  an  acceleration  of 
his  growth  rate  during  this  period.  In  the 
thirteen  months  preceding  therapy,  he  had 

* Supplied  by  the  National  Pituitary  Agency,  Baltimore, 
Maryland. 
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FIGURE  6.  Microscopic  view  of  patient's  hair 
(top)  as  compared  with  normal  hair.  Note  di- 
minished caliber  and  absence  of  central  core. 

a height  increment  of  l1/4  inches.  During 
the  twelve  months  he  received  growth  hor- 
mone, his  height  increased  2 inches.  He 
developed  thicker  scalp  hair  of  coarser  tex- 
ture during  the  twelve  months  of  growth 
hormone  therapy.5-9 

Comment 

The  major  features  of  this  syndrome 
demonstrated  by  the  patient  are  dwarfism 
(his  lower  extremities  were  considerably 
shortened) ; sparse,  fine,  silky,  light-colored 
hair,  which  microscopically  showed  a de- 
creased caliber  and  the  lack  of  a pigmented 
core  (Fig.  6) ; short  pudgy  fingers  with 
short  nails;  inability  to  extend  the  arms 
fully  at  the  elbow;  bowing  of  the  lower 
extremities;  a disproportionate  bone  age 
when  the  carpal  centers  were  compared  with 
the  phalangeal  centers;  roentenographic 
changes  of  the  Schmid  variety  of  meta- 
physeal dysostosis,  and  normal  biochemical 
findings. 

This  is  the  second  imported  instance  in 
which  growth  hormone  levels  were  measured 
in  this  disease.  In  both  cases  the  children 
were  secreting  normal  levels  of  this  hor- 
mone. The  definite  growth  spurt  which 
was  associated  with  growth  hormone  ther- 
apy in  this  child  was  interesting  because  of 
the  relatively  disappointing  results  that 
have  been  obtained  in  children  with  chon- 
drodystrophy. At  this  time,  the  limited 
supply  of  growth  hormone  leaves  open  the 
question  of  the  long-term  usefulness  of 
growth  hormone  therapy  for  this  type  of 
dwarfism. 

As  this  disease  has  an  increased  incidence 
among  the  Amish,  who  came  to  this  country 
from  Switzerland,  Alsace-Lorraine,  Palati- 
nate, and  other  areas  of  Germany,  the  genes 


for  this  disorder  may  be  present  in  greater 
frequency  in  this  region  of  the  world.2  The 
paternal  great-grandparents  of  our  patient 
were  of  Norwegian-German  descent.  The 
fact  that  our  patient’s  mother  had  a ce- 
sarean section  may  be  significant  in  that 
some  adults  with  the  syndrome  of  cartilage- 
hair  hypoplasia  manifested  only  a decreased 
anteroposterior  diameter  of  the  pelvis.10 
The  syndrome  of  cartilage-hair  hypoplasia 
is  inherited  as  an  autosomal  recessive  factor 
with  decreased  penetrance.1-9 

A preliminary  report  describing  the  ra- 
diographic changes  in  this  child  was  re- 
ported three  years  ago.11 


Summary 

A case  of  cartilage-hair  hypoplasia,  a 
variant  of  metaphyseal  dysostosis,  is  re- 
ported. The  major  manifestations  of  this 
disorder  include  dwarfism ; sparse,  fine  light- 
colored  hair  of  decreased  caliber;  and  roent- 
genographic  changes  showing  metaphyseal 
dysostosis.  No  biochemical  or  endocrine  ab- 
normality has  been  detected.  The  patient 
responded  to  twelve  months  of  human 
growth  hormone  therapy  with  a growth 
spurt.  The  disease  is  inherited  as  an  auto- 
somal recessive  factor  with  decreased  pene- 
trance. 
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Patients  suffering  from  severe  liver  dam- 
age and  coma  associated  with  acute  hepati- 
tis, serum  hepatitis,  and  liver  poisoning  are 
usually  treated  with  intravenous  fluids,  oral 
neomycin,  and  neomycin  enemas.  Only  a 
small  proportion  of  such  patients  recover. 
Slightly  improved  results  have  been  claimed 
from  the  use  of  steroids.1  In  view  of  the 
usually  fatal  outcome  in  such  patients,  some 
newer  technics  have  been  tried.  These  have 
included  extracorporeal  pig  liver  perfu- 
sion,2-4 exchange  transfusion,5-7  and  cross- 
circulation with  a living  donor.8  Results 
with  these  methods  of  treatment  have  been 
variable.  Although  a proportion  of  patients 
have  recovered  consciousness  following  each 
of  these  methods  of  treatment,  very  few  pa- 
tients have  made  an  ultimate  recovery. 

Since  the  publication  of  Lepore  and 
Martel’s9  original  letter  to  the  Lancet,  in 
which  they  reported  recovery  of  conscious- 
ness in  a patient  suffering  from  hepatic 

* England  and  Canada. 


coma  by  means  of  "plasmapheresis,”  Lepore 
has  carried  out  plasma  exchanges  in  a 
further  12  patients  suffering  from  hepatic 
coma.  Although  none  of  these  patients  ulti- 
mately recovered,  one  recently  treated  pa- 
tient who  was  in  coma  for  seven  days  re- 
ceived daily  plasma  exchange  during  this 
time  and  on  the  eighth  day  recovered  con- 
sciousness, ultimately  dying  from  pneu- 
monia. A proportion  of  the  remaining  11 
patients  temporarily  recovered  conscious- 
ness, but  plasma  exchange  was  not  prolonged 
in  these  early  cases,  and  they  too  ultimately 
succumbed.10 

In  view  of  these  findings,  it  was  decided  to 
treat  patients  suffering  from  profound 
hepatic  coma  who  showed  evidence  of  a 
progressive  downhill  course  by  means  of 
prolonged  intermittent  plasma  exchange. 
If  there  was  evidence  of  recovery  of  hepatic 
function  within  a period  of  ten  days,  this 
would  be  the  sole  definitive  treatment.  If, 
however,  there  was  no  evidence  of  recovery 
of  hepatic  function  while  plasma  exchange 
was  continued,  such  patients  would  be 
treated  by  liver  transplantation. 

The  first  patient  at  Metropolitan  Hospital 
to  be  treated  according  to  this  protocol  did 
show  evidence  of  recovery  of  hepatic  func- 
tion and  full  consciousness  in  spite  of  pro- 
found hepatic  coma  and  respiratory  arrest 
at  the  commencement  of  treatment.  These 
findings  are  considered  to  be  sufficiently  sig- 
nificant to  warrant  publication. 

Case  report 

A twenty-one-year-old  Negro  male  was 
admitted  to  Metropolitan  Hospital  on  July 
29,  1968,  following  four  days  of  progressive 
confusion  and  scleral  icterus.  The  patient 
had  taken  heroin  intravenously. 

Physical  examination  revealed  a well- 
nourished  male.  The  rectal  temperature 
was  98  F.,  pulse  52  and  regular,  and  respira- 
tions 12  per  minute.  Blood  pressure  was 
120/90.  Deep  icterus  of  the  sclerae  and 
lingual  frenulum  was  noted  as  were  numer- 
ous noninfected  cutaneous  needle  tracks. 
The  head,  neck,  chest,  heart,  and  abdomen 
were  normal.  The  upper  limit  of  hepatic 
dullness  was  percussed  8 cm.  above  the  right 
costal  margin.  Neurologic  examination  re- 
vealed alternating  periods  of  extreme  agita- 
tion and  stupor.  The  patient  exhibited  out- 
bursts of  weeping,  shouting,  and  belliger- 


November  1,  1970  / New  York  State  Journal  of  Medicine  2709 


ence.  There  was  no  tremor  or  abnormality 
of  sensation,  gait,  and  deep-tendon  reflexes. 
X-ray  films  of  the  chest  showed  normal  find- 
ings. An  electrocardiogram  revealed  sinus 
bradycardia  only. 

Laboratory  studies  on  admission  revealed 
a hemoglobin  of  13.1  Gm.  per  100  ml.,  a 
hematocrit  of  43,  and  blood  group  0 positive. 
The  white  blood  count  was  8,250  per  cubic 
millimeter  with  a normal  differential.  The 
urine  gave  a positive  test  result  for  bile,  but 
was  otherwise  normal.  Fasting  blood  sugar 
was  85,  blood  urea  nitrogen  10  mg.  per  100 
ml.,  serum  sodium  137,  potassium  5.5,  and 
chlorides  98  mEq.  per  liter.  Prothrombin 
time  was  31.4  seconds  with  a control  of  14.9 
seconds. 

Serum  glutamic  oxaloacetic  transaminase 
was  577,  serum  glutamic  pyruvic  transami- 
nase 580,  and  lactic  dehydrogenase  186 
units.  Direct  serum  bilirubin  was  11.0  mg. 
per  100  ml.,  total  bilirubin  26,  alkaline  phos- 
phatase 15.6  King-Armstrong  units,  and 
cephalin  flocculation  72.  The  albumin-glob- 
ulin ratio  was  4.1:4.3  Gm.  per  100  ml. 
Blood  ammonia  was  71.4  micrograms  per  100 
ml. 

Arterial  blood  gases  were  within  normal 
limits.  A stool  sample  showed  a positive 
reaction  to  a blood  reagent  (Hematest). 
The  cerebrospinal  fluid  was  normal. 

A presumptive  diagnosis  of  viral  hepatitis 
with  hepatic  necrosis  was  made.  The  pa- 
tient was  sedated  with  100  mg.  of  chlor- 
diazepoxide  hydrochloride  (Librium)  and 
25  mg.  of  meperidine  hydrochloride  (Dem- 
erol) intramuscularly  every  eight  hours. 
He  received  12  Gm.  neomycin  by  nasogastric 
tube  every  twenty-four  hours,  and  neomycin 
enemas,  high  carbohydrate  intravenous  in- 
fusions containing  1,200  mg.  hydrocortisone 
per  twenty-four  hours,  and  25  mg.  phytona- 
dione  (Aqua  Mephyton)  intramuscularly  per 
twenty-four  hours.  He  was  given  no  food 
by  mouth  from  the  time  of  admission  to  the 
hospital.  Sedation  was  discontinued  after 
ten  hours. 

During  the  first  thirty  hours  after  admis- 
sion, the  patient  became  increasingly  stu- 
porous. Percussed  hepatic  dullness  decreased 
to  6 cm.  above  the  costal  margin  and  blood 
chemistries  showed  little  change  (Table  I). 
Blood,  sputum,  and  urine  cultures  repeatedly 
grew  no  pathogens.  Thirty-six  hours  after 
admission,  and  twenty-six  hours  after  seda- 
tion was  discontinued,  the  patient  became 
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* TT  = Thymol  Turbidity. 

t Blood  drawn  prior  to  each  day’s  plasma  exchange. 


TABLE  II.  Plasma  exchange  protocol  (CC.) 


Date 

Whole 

Blood 

Removed 

Whole 

Blood 

Infused 

Packed 

Cells 

Infused 

Plasma 

Infused 

Electro- 

lytes, 

Glucose, 

and 

Water 

Infused 

Urine 

Output 

Duration  of 
Procedure 

7/31 

10,000 

1,000 

5,400 

3,600 

2,070 

1,220 

8 hrs.  45  min. 

8/1 

10,000 

0 

6,600 

4,400 

1,800 

1,290 

6 hrs.  20  min. 

8/2 

5 , 500 

0 

3,300 

3,200 

820 

685 

7 hrs.  30  min. 

8/3 

9,000 

500 

5,400 

4,400 

400 

400 

6 his.  0 min. 

8/4 

4,000 

0 

2,700 

1,400 

350 

420 

6 hrs.  0 min. 

8/5 

6,000 

0 

3,600 

2,200 

1,500 

860 

10  hrs.  15  min. 

Totals 

44 , 500 

1,500 

27,000 

19,200 

6,940 

4,875 

44  hrs.  50  min. 

unresponsive  to  pain.  The  pulse  was  68  per 
minute,  and  the  respirations  fell  to  5 per 
minute.  Copious  amounts  of  nasotracheal 
secretion  were  noted,  and  a tracheostomy 
was  performed.  Within  two  hours,  the  pa- 
tient was  apneic  and  required  positive-pres- 
sure ventilation  of  the  lungs. 

Forty-two  hours  after  admission,  a silas- 
tic-Teflon  arteriovenous  shunt  was  inserted 
into  the  right  forearm  under  local  anesthe- 
sia, and  intermittent  plasma  exchange  was 
initiated  and  continued  daily  for  six  days 
through  the  shunt.  Two  units  of  blood  were 
given  through  the  venous  limb  of  the  shunt, 
and  subsequently  one  to  two  units  of  blood 
were  removed  repeatedly  from  the  arterial 
limb  of  the  shunt  and  centrifuged  to  remove 
plasma.  These  packed  red  cells  and  thawed 
fresh  donor-matched  plasma  which  had  been 
frozen  within  one  to  two  hours  of  donation 
were  given  through  the  venous  limb  of  the 
shunt  in  quantities  sufficient  to  maintain  a 
stable  blood  volume.  Electrolytes,  dextrose, 
and  water  were  given  intravenously  in  addi- 
tion to  meet  daily  body  requirements  (Table 
II) . The  systemic  blood  pressure,  central 
venous  pressure,  and  urine  output  were 
monitored  continuously  throughout  the 
plasma  exchange,  and  daily  studies  were  per- 
formed on  the  blood  (Table  I).  Previously 
administered  medications  were  continued, 
and  1 ml.  of  calcium  gluconate  was  adminis- 
tered intravenously  for  each  unit  of  packed 
cells  infused.  One  hour  after  commencing 
plasma  exchange,  the  patient  became  more 
responsive  to  painful  stimuli.  Five  hours 
after  commencing  plasma  exchange,  the  pa- 
tient was  breathing  spontaneously,  but  me- 
chanical ventilation  was  continued  intermit- 
tently. 

On  the  second  through  fourth  days  of 


plasma  exchange,  moderate  bleeding  was 
noted  per  nasogastric  tube,  Foley  catheter, 
and  rectum.  Blood  lost  was  promptly  re- 
placed. The  euglobulin  lysis  time  remained 
normal,  and  results  of  an  upper  gastrointes- 
tinal series  were  normal. 

Profound  hypokalemia  was  noted  on  the 
fourth  day  of  plasma  exchange,  and  potas- 
sium chloride,  120  mEq.  per  tw'enty-four 
hours,  was  infused. 

Following  the  fifth  day  of  plasma  ex- 
change, the  patient  showed  evidence  of  in- 
creasing response  to  stimuli  and  was  moving 
spontaneously.  Mechanical  respiratory  as- 
sistance was  no  longer  required. 

The  upper  limit  of  hepatic  dullness  was  4 
cm.  above  the  costal  margin. 

The  patient  recovered  full  consciousness 
during  the  sixth  plasma  exchange,  but  he 
demonstrated  labile  affect  and  disorienta- 
tion. Plasma  exchange  was  discontinued, 
but  his  medications  were  continued.  A ster- 
oid dosage  of  1,200  mg.  hydrocortisone 
equivalent  was  maintained  from  the  first 
through  the  fifteenth  days  of  hospital  care 
and  then  gradually  reduced. 

The  patient’s  mental  status  remained  un- 
changed until  the  tenth  day  of  hospitaliza- 
tion at  which  time  no  neuropsychiatric  ab- 
normality was  noted.  The  upper  limit  of 
hepatic  dullness  was  7.5  cm.  above  the  costal 
margin. 

The  subsequent  hospital  course  was  unre- 
markable. A diet  containing  20  Gm.  of  pro- 
tein was  started  and  gradually  increased 
over  the  next  three  weeks  to  a regular  hos- 
pital diet.  The  patient  was  discharged  from 
the  hospital  on  September  17,  1968,  and  re- 
turned to  work  as  a full-time  college  stu- 
dent. Studies  of  liver  function  showed 
progressive  improvement.  Three  weeks 
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following  the  plasma  exchange  a liver  biopsy 
performed  with  a Menghini  needle  under  lo- 
cal anesthesia  with  1 per  cent  lidocaine 
showed  microscopic  findings  consistent  with 
viral  hepatitis.  Steroids  were  discontinued 
three  and  a half  months  following  the  pa- 
tient’s discharge  from  the  hospital. 

Comment 

The  recovery  of  a damaged  liver  may  re- 
quire a period  of  several  weeks  if  the  degree 
of  liver  damage  has  been  such  that  hepatic 
coma  results.  The  latter  may  in  itself  be 
lethal  before  the  hepatic  cells  have  had  a 
chance  to  regenerate.  Previously  tried 
methods  of  support  other  than  cross-circula- 
tion are  inadequate  and  impractical  for  sus- 
taining a patient  over  such  a prolonged  pe- 
riod, and  early  liver  transplantation  would 
be  very  hazardous.11  Cross-circulation  with 
a living  donor  involves  a serious  risk  to  the 
donor  and  would  not  be  justifiable  in  the 
treatment  of  viral  hepatitis. 

The  introduction  of  plasma  exchange, 
which  seeks  to  eliminate  toxic  products 
which  have  accumulated  as  a result  of  fail- 
ure of  hepatic  function,  offers  hope  of  pro- 
viding a simple  means  for  sustaining  such  a 
patient  over  a prolonged  period  until  regen- 
eration of  hepatic  cells  can  occur.  It  is  ap- 
parent from  the  case  report  here  presented 
and  from  the  patient  mentioned  from  Dr. 
Lepore’s  series  that  protracted  plasma  ex- 
change may  be  required  before  recovery  of 
consciousness  occurs.  There  can  be  little 
doubt  from  this  reported  case  that  plasma 
exchange  was  instrumental  in  restoring 
function  of  the  respiratory  center  of  the 
brain  which  would  almost  certainly  have 
been  otherwise  irreversibly  damaged. 

Studies  of  hepatic  function  in  such  pa- 
tients are  difficult  to  interpret,  and  it  is  well 
known  that  the  blood  ammonia  level  does  not 
necessarily  correspond  with  the  depth  of 
hepatic  coma.  In  the  preceding  case,  re- 
covery of  liver  function  was  first  observed 
in  a rise  in  the  serum  blood  urea  nitrogen. 
The  fall  in  the  prothrombin  time  was  also 
significant.  The  progress  of  the  patient 
reported  was  so  encouraging  that  it  is  con- 


sidered that  further  trials  of  prolonged 
plasma  exchange  for  patients  with  profound 
hepatic  coma  who  are  unresponsive  to  all 
but  painful  stimuli  are  warranted.  It  is 
hoped  that  prolonged  plasma  exchange  will 
bring  about  recovery  in  a significant  pro- 
portion of  comatose  patients  who  fail  to 
show  early  improvement  with  hitherto  tried 
technics. 

Summary 

A twenty-one-year-old  patient  who  suf- 
fered from  pi'ofound  hepatic  coma  sec- 
ondary to  serum  hepatitis,  and  who  subse- 
quently developed  respiratory  arrest,  was 
treated  by  means  of  intermittent  positive- 
pressure  ventilation  through  a tracheostomy 
and  repeated  daily  plasma  exchange  to  a 
total  of  44.5  L.  After  seven  days  in  coma, 
the  patient  awoke  on  the  eighth  day  and 
showed  evidence  of  progressive  recovery 
of  hepatic  function.  The  patient  is  now 
ambulant,  has  normal  mental  function,  and 
has  been  discharged  from  the  hospital. 
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In  1958,  Battle  and  Hewlett1  were  first  to 
comment  on  the  appearance  of  atypical 
lymphocytes  in  the  peripheral  blood  of  pa- 
tients who  had  undergone  open-heart  sur- 
gery. In  1960,  Kreel  and  colleagues2  noted 
the  development  of  fever  and  splenomegaly 
in  addition  to  atypical  lymphocytosis,  two 
to  six  weeks  after  successful  open-heart 
surgery.  They  considered  these  findings  a 
possible  sequel  to  extracorporeal  circulation. 
This  unusual  group  of  findings,  which 
closely  resembles  infectious  mononucleosis, 
has  been  called  the  postperfusion  syndrome 
and  follows  a benign  course  with  recovery 
occurring  without  specific  therapy.  Other 
less  common  abnormalities  have  been  de- 
scribed in  this  syndrome  and  include  hepato- 
megaly with  mild  deviations  in  liver  func- 
tion studies,  lymphadenopathy,  neutropenia, 
eosinophilia,  transient  macular-papular 
rash,  and  pharyngitis. 

The  postperfusion  syndrome  differs  from 
the  so-called  postpericardiotomy  syndrome. 
Although  the  latter  follows  pericardiotomy, 
as  in  mitral  valvulotomy,  extracorporeal  cir- 
culation is  not  a necessary  antecedent  for 
its  development.  In  the  postpericardiotomy 
syndrome  fever  also  appears  two  to  three 
weeks  postoperatively.  There  is  often  evi- 
dence of  pleuritis,  pericarditis,  or  arthritis, 
but,  as  in  the  postperfusion  syndrome,  de- 
spite these  significant  systemic  responses, 

* Supported  in  part  by  USPHS  Grant  AI-271 

t Present  address : Department  of  Medicine,  Middlesex 

Memorial  Hospital,  Middletown,  Connecticut  06457. 


the  patient  seems  quite  well.  In  this  con- 
dition, spleen  size  and  lymphocytes  are 
usually  normal. 

The  etiology  of  these  febrile  reactions 
that  follow  cardiac  surgery  is  not  known. 
A patient  may  occasionally  have  an  illness 
that  has  some  of  the  clinical  features  of 
both  the  postperfusion  and  postpericardi- 
otomy syndromes.3  The  most  important 
aspect  of  these  syndromes  is  their  recog- 
nition and  differentiation  from  more  serious 
febrile  complications  of  cardiac  surgery 
such  as  infective  endocarditis.  Recently  we 
have  observed  an  additional  manifestation 
of  the  postpericardiotomy  and  postperfusion 
syndromes,  namely,  petechiae. 

Case  reports 

Case  1.  A thirty-eight-year-old  exter- 
minator was  admitted  to  the  hospital  on 
November  11,  1967,  because  of  rheumatic 
heart  disease  with  predominant  aortic  re- 
gurgitation. At  nine  years  of  age  he  had 
acute  rheumatic  fever  with  chorea  and  poly- 
arthritis and  had  subsequently  been  known 
to  have  a heart  murmur.  At  age  twenty-six 
he  had  two  embolic  episodes,  one  to  the  left 
femoral  artery  and  another  to  the  right 
cerebral  hemisphere,  leaving  him  with  a 
partial  left  hemiparesis.  He  remained  well 
and  without  cardiac  symptoms  until  four 
months  before  admission  when  he  developed 
congestive  heart  failure  which  responded 
to  digitalis  and  diuretics.  The  patient  was 
allergic  to  penicillin.  On  physical  exam- 
ination the  blood  pressure  was  145/ 40  mm. 
Hg.  Loud,  grade  4 to  6 decrescendo  aortic 
diastolic  and  grade  2 to  6 aortic  systolic 
murmurs  were  present.  An  Austin-Flint 
murmur  was  also  heard.  The  liver  and 
spleen  were  not  palpable.  An  electrocardio- 
gram showed  incomplete  left  bundle  branch 
block. 

On  cardiac  catheterization  there  was  no 
systolic  gradient  across  the  aortic  valve. 
Left  ventricular  and  supra-ventricular 
angiograms  showed  severe  aortic  regurgita- 
tion. 

On  November  16,  an  open  cardiotomy  was 
performed  and  the  aortic  valve  was  re- 
placed with  a Starr-Edwards  prosthetic 
valve.  A pump  oxygenator  was  used,  the 
perfusion  time  was  three  hours  and  forty 
minutes,  and  the  temperature  was  lowered 
to  27  C. 
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The  immediate  postoperative  course  was 
uneventful  except  for  transient  urticaria 
and  skin  petechiae  noted  for  two  days. 
Procainamide,  warfarin,  erythromycin,  and 
streptomycin  were  given.  On  the  fifth  post- 
operative day  lincomycin  hydrochloride 
monohydrate  (Lincocin)  was  substituted 
for  erythromcyin  and  streptomycin. 

Twenty-three  days  after  operation  his 
temperature  rose  to  101  F.  He  continued 
to  have  daily  low-grade  fever  in  the  late 
afternoon,  although  he  felt  well.  Initially, 
there  were  no  new  clinical  or  laboratory  find- 
ings except  for  a slight  leukopenia  with  the 
white  blood  cell  count  averaging  3,800  per 
cubic  millimeter.  On  one  occasion  5 per 
cent  atypical  lymphocytes  were  seen. 

On  the  thirty-second  postoperative  day 
the  spleen  could  be  felt  2 fingerbreadths  be- 
low the  left  and  the  liver  edge  2 finger- 
breadths  below  the  right  costal  margins. 
The  valve  sounds  were  crisp,  and  there  was 
no  aortic  diastolic  murmur.  Numerous 
petechiae  appeared  on  the  soft  palate  and 
continued  to  erupt  during  the  next  ten  days. 
One  petechial  hemorrhage  was  seen  on  the 
mucous  membrane  of  the  lower  lip,  but  con- 
junctival petechiae  and  splinter  hemorrhages 
of  the  nails  were  not  observed.  The  fundi 
were  normal,  and  there  was  no  rash 
or  lymphadenopathy.  Lincomycin  hydro- 
chloride monohydrate  was  discontinued,  but 
fever,  petechiae,  and  splenomegaly  persisted. 

Eleven  blood  cultures  were  negative. 
After  the  appearance  of  the  palatal 
petechiae  the  white  blood  cell  count  rose  to 
8,850  per  cubic  millimeter  with  41  per  cent 
neutrophils,  4 per  cent  band  forms,  29  per 
cent  lymphocytes,  15  per  cent  atypical 
lymphocytes,  7 per  cent  monocytes,  and  2 
per  cent  eosinophils.  Repeated  white  blood 
cell  counts  showed  14  to  26  per  cent  atypical 
lymphocytes.  The  platelet  count  was  150,- 
000  per  cubic  millimeter.  Heterophil  anti- 
body was  present  only  in  a dilution  of  1:28. 
Urinalyses,  urine  culture,  and  lupus  erythe- 
matosus cell  preparation  test  results  were 
normal.  The  total  bilirubin  was  0.58  mg.  per 
100  ml.,  the  alkaline  phosphatase  was  43  In- 
ternational Units,  and  the  serum  glutamic- 
oxaloacetic  transaminase  was  31  units.  The 
prothrombin  time  was  between  20  and  40  per 
cent  of  normal  on  warfarin  therapy. 

Fever  disappeared  after  twelve  days,  al- 
though petechiae  continued  to  appear  for 
seven  days  after  defervescence.  Cephalothin 


was  given  for  five  days  because  of  the  strong 
suspicion  of  endocarditis,  but  was  dis- 
continued when  all  blood  cultures  remained 
sterile. 

At  the  last  examination,  fifty-six  days 
after  discharge  and  one  hundred  days  after 
operation,  the  patient  was  afebrile,  the 
spleen  was  not  palpable,  and  there  were  no 
petechiae. 

Case  2.  A twenty-one-year-old  college 
student  was  admitted  to  the  hospital  on 
September  8,  1964,  for  complete  correction 
of  tetralogy  of  Fallot.  A heart  murmur 
had  been  present  since  birth  and  his  early 
years  were  characterized  by  episodic  cy- 
anosis, squatting,  and  exercise  intolerance. 
At  the  age  of  seven  years  a Blalock  pro- 
cedure was  performed  with  marked  im- 
provement of  symptoms.  He  was  asympto- 
matic for  the  next  fourteen  years.  Blood 
pressure  was  120/75  mm.  Hg.  There  was 
slight  clubbing  but  no  cyanosis.  There  were 
prominent  right  and  left  ventricular  heaves, 
and  the  heart  was  enlarged  to  the  anterior 
axillary  line.  There  was  a grade  5 to  6 
harsh  systolic  ejection  murmur  transmitted 
over  the  precordium  and  a continuous  bruit 
heard  over  the  right  side  of  the  chest  and 
right  infrascapular  region.  An  electro- 
cardiogram showed  right  and  left  ventricu- 
lar hypertrophy. 

On  cardiac  catheterization,  pulmonary 
valvular  and  infundibular  stenosis  was 
demonstrated  as  well  as  an  interventricular 
septal  defect. 

On  September  14,  1964,  an  open  cardi- 
otomy  was  performed  and  the  ventricular 
septal  defect  closed,  an  infundibulectomy 
performed,  and  the  Blalock  shunt  closed.  A 
pump  oxygenator  was  used  and  the  per- 
fusion time  was  one  hour  and  forty-nine 
minutes,  the  temperature  being  lowered  to 
31  C. 

Except  for  low-grade  fever,  the  immedi- 
ate postoperative  course  was  uneventful. 
Digitalis,  penicillin,  streptomycin,  and 
chloramphenicol  were  given.  He  was  dis- 
charged afebrile  on  the  nineteenth  post- 
operative day  on  digitalis  only.  At  that 
time  the  platelet  count  was  262,500  per 
cubic  millimeter  and  the  prothrombin  time 
was  100  per  cent  of  normal. 

At  home,  he  again  noted  a low-grade 
fever,  and  on  the  twenty-eighth  postopera- 
tive day  he  awoke  with  severe  right  pleuritic 
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chest  pain  and  fever  to  104  F.  There  was 
no  cough  or  hemoptysis.  He  was  readmitted 
to  the  hospital.  Physical  examination  re- 
vealed petechiae  over  the  right  side  of  the 
palate,  splinter  hemorrhages  on  three  finger- 
nails, and  petechiae  over  the  right  leg. 
There  was  splinting  of  the  right  chest,  and 
an  x-ray  film  of  the  chest  showed  a par- 
enchymal infiltrate  and  a small  pleural  ef- 
fusion at  the  right  lung  base.  There  was 
no  change  in  the  heart  murmur  and  no 
pericardial  friction  rub  was  heard.  The 
spleen  was  not  palpable,  and  there  was  no 
lymphadenopathy. 

Eleven  blood  cultures  were  negative.  The 
white  blood  cell  count  was  7,550  per  cubic 
millimeter,  with  35  per  cent  neutrophils,  9 
per  cent  band  forms,  31  per  cent  lympho- 
cytes, 19  per  cent  monocytes,  2 per  cent 
eosinophils,  2 per  cent  basophils,  and  2 per 
cent  atypical  lymphocytes.  Repeated  white 
blood  cell  counts  showed  2 to  3 per  cent 
atypical  lymphocytes  and  11  to  21  per  cent 
monocytes.  The  platelets  appeared  adequate 
on  blood  smear.  The  hematocrit  was  37 
per  cent.  Urinalyses  were  normal.  The 
total  bilirubin  was  0.62  mg.  per  100  ml., 
the  alkaline  phosphatase  was  7.1  Bodansky 
units,  and  the  serum  glutamic  oxaloacetic 
transaminase  was  20  units. 

Fever  persisted  in  the  range  of  102  to 
103  F.  for  ten  days.  Although  infective 
endocarditis  wTas  strongly  suspected,  spe- 
cific therapy  was  withheld  because  of  his 
good  appearance  and  the  negative  blood  cul- 
tures. On  the  eleventh  postoperative  hos- 
pital day  aspirin  was  given,  and  the  tem- 
perature promptly  returned  to  normal.  The 
petechiae  and  splinter  hemorrhages  disap- 
peared, and  the  pleural  effusion  cleared. 

At  the  last  examination  twenty  months 
later  he  was  entirely  well.  He  has  since 
married  and  is  actively  employed. 


Comment 

In  the  third  week  following  cardiovascu- 
lar surgery,  the  patient  described  in  the 
first  case  developed  atypical  lymphocytes 
in  the  peripheral  blood,  fever,  and  spleno- 
megaly, characteristic  manifestations  of  the 
postperfusion  syndrome.  The  clinical  simi- 
larity between  this  syndrome  and  infectious 
mononucleosis  has  been  commented  on  fre- 


quently.4-0 However,  the  finding  of  palatal 
petechiae  in  this  patient  demonstrates  an 
even  greater  tendency  for  this  illness  to 
resemble  infectious  mononucleosis.  Despite 
the  striking  similarity,  our  patient  did  not 
demonstrate  an  abnormal  increase  in 
heterophil  antibody.  It  has  been  observed 
that  most  patients  with  the  postperfusion 
syndrome  do  not  show  an  elevation  of  this 
antibody.7-8  It  appears  this  mononucleosis- 
like illness  may  actually  be  a manifestation 
of  infection  with  cytomegalovirus  since,  in 
some  patients  with  this  syndrome,  signifi- 
cant changes  in  titer  of  complement-fixing 
antibody  have  been  noted  along  with  re- 
covery of  the  virus  in  the  urine.'-*  The  ap- 
pearance of  petechiae  in  the  presence  of 
fever  and  splenomegaly  may  also  lead  the 
physician  to  an  erroneous  diagnosis  of  in- 
fective endocarditis.  The  latter  diagnosis 
may  result  in  the  use  of  unnecessary  anti- 
biotics and  even  the  consideration  of  repeat 
cardiac  surgery. 

In  Case  1,  cephalothin  was  started  em- 
pirically because  of  the  possible  presence 
and  grave  consequences  of  infective  endo- 
carditis on  a prosthetic  valve.  However, 
this  antibiotic  was  discontinued  when  mul- 
tiple blood  cultures  drawn  before  starting 
therapy  remained  sterile.  In  the  absence  of 
any  specific  therapy  the  fever  and  petechiae 
disappeared.  The  anticoagulant  therapy 
seemed  an  unlikely  cause  for  petechiae  in 
this  patient  since  the  prothrombin  times 
were  always  in  excess  of  20  per  cent,  and 
the  petechiae  faded  without  any  change  in 
the  dosage  of  warfarin.  At  the  time  of  his 
last  clinic  visit  eight  weeks  after  surgery, 
the  patient  was  entirely  well  and  the  spleen 
was  no  longer  palpable. 

In  Case  2,  four  weeks  after  cardiac  sur- 
gery the  patient  had  pleuritis  and  fever  con- 
sistent with  the  diagnosis  of  the  postperi- 
cardiotomy syndrome.  In  this  patient 
petechiae  and  splinter  hemorrhages  ap- 
peared concomitantly  writh  fever  and 
pleuritis  producing  again  a clinical  picture 
closely  simulating  infective  endocai'ditis. 
In  view  of  numerous  negative  blood  cultures 
and  the  general  good  clinical  appearance  of 
the  patient,  antibiotics  were  withheld.  As 
in  Case  1,  the  subsequent  course  was  benign, 
and  all  abnormal  symptoms  and  signs  dis- 
appeared without  specific  therapy. 

These  observations  suggest  that  petechiae 
may  be  seen  in  either  the  postpericardi- 
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otomy  or  the  postperfusion  syndromes,  in- 
creasing the  likelihood  for  both  these  con- 
ditions to  mimic  infective  endocarditis. 
Patients  with  tetralogy  of  Fallot,  however, 
are  known  to  have  unusual  bleeding  prob- 
lems often  related  to  thrombocytopenia  and 
qualitative  deficiencies  in  other  clotting  fac- 
tors.10 Since  no  detailed  clotting  studies 
were  performed  in  Case  2,  it  is  not  possible 
to  exclude  some  unrecognized  clotting  defect 
as  a cause  for  the  petechiae. 

In  Case  2 the  additional  presence  of 
splinter  hemorrhages  made  the  separation 
from  infective  endocarditis  even  more  dif- 
ficult. Since  the  only  symptom  of  patients 
who  have  had  cardiac  surgery  and  who 
actually  develop  endocarditis  may  be  an 
elevated  temperature,  the  physician  often 
searches  diligently  for  other  classic  signs  of 
this  disease  such  as  petechiae,  splinter 
hemorrhages,  and  splenomegaly.  Lack  of 
awareness  that  these  findings  may  also  be 
associated  with  other  febrile  conditions  in 
the  period  following  cardiovascular  surgery 
may  result  in  an  incorrect  presumptive 
diagnosis  of  endocarditis.  Although  it  is 
always  the  foremost  responsibility  of  the 
physician  to  exclude  infective  endocarditis, 
it  must  be  remembered  that  both  the  pres- 
ence and  absence  of  typical  signs  of  this 
disease  should  be  interpreted  with  extreme 
care.  Petechiae,  splinter  hemorrhages,  and 
fever  appearing  in  the  second  to  sixth  week 
after  cardiac  surgery  are  not,  therefore 
absolutely  reliable  signs  of  infective  endo- 
carditis. If  multiple  blood  cultures  are 
sterile  and  the  patient  exhibits  other  signs 
of  postperfusion  or  postpericardiotomy  syn- 
drome, he  can  be  assumed  to  have  one  of 
the  benign,  febrile,  pleuropericardial  compli- 
cations of  cardiac  surgery. 


Summary 

Attention  is  drawn  to  the  presence  of 
petechiae  in  the  two  benign  febrile  compli- 
cations of  cardiovascular  surgery,  the  post- 
perfusion and  the  postcardi  otomy  syn- 
dromes. Petechiae  must  be  recognized  as 
a possible  manifestation  of  these  syndromes 
and  not  necessarily  as  a definite  indicator 
of  infective  endocarditis.  In  addition, 
splinter  hemorrhages  were  noted  in  a pa- 
tient with  the  postpericardiotomy  syndrome, 
increasing  its  similarity  to  endocarditis. 
Awareness  of  these  associations  may  avoid 
unnecessary  treatment  for  infective  endo- 
carditis. 
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Within  the  past  few  years  increasing 
attention  has  been  directed  to  the  en- 
tity known  as  pure  motor  hemiplegia.  In 
this  condition  there  is  complete  or  incom- 
plete paralysis  of  the  face,  arm,  and  leg  on 
one  side  unaccompanied  by  sensory  signs, 
visual  field  defects,  or  speech  impairment. 
Fisher  and  Curry,1  in  an  excellent  review 
of  this  subject,  noted  this  condition  to  be 
the  result  of  small-vessel  thrombosis  in  the 
region  of  the  internal  capsule  or  the  basis 
pontis.  He  did  not  see  the  need  to  consider 
strongly  other  diagnoses  based  on  his  patho- 
logic data.  However,  in  the  following  case 
a young  man  had  a pure  motor  hemiplegia 
which  was  later  found  to  be  caused  by  a 
nocardial  abscess  in  the  frontal  lobe.  This 
case  is  deserving  of  comment  in  that  it 
demonstrates  the  necessity  of  considering 
other  diagnoses  when  confronted  with  a 
pure  motor  hemiplegia.  It  also  represents 
the  forty-sixth  case  in  the  literature  of 
nocardial  involvement  of  the  central  nervous 
system. 


A forty-one-old  truck  driver  was  admitted 
to  the  hospital  on  August  6,  1968,  because  of 
weakness  of  the  left  side.  He  was  well  un- 
til forty-eight  hours  prior  to  admission 
when  dizziness  developed,  and  he  sought  re- 
lief by  going  to  sleep.  When  he  awoke  his 
left  arm  and  leg  were  weak,  but  he  managed 
to  get  dressed  and  go  to  work.  The  weak- 
ness progressed  mainly  in  the  leg,  forcing 
him  to  leave  work  and  seek  medical  advice. 
He  denied  any  numbness,  visual  changes, 
dysphagia,  dysarthria,  or  incontinence.  He 
was  not  prone  to  headaches  but  did  complain 
of  a mild  bifrontal  headache  on  the  day  of 
admission. 

On  examination  he  was  a right-handed 
male  favoring  the  left  side.  Vital  signs  were 
normal.  General  physical  examination  in- 
cluding cardiorespiratory  system,  skin,  and 
dental  area  revealed  normal  results.  The 
only  positive  findings  were  noted  on  neuro- 
logic testing.  The  left  arm  and  leg  were 
hemiparetic  without  any  facial  weakness. 
The  deep  reflexes  were  symmetrical,  and  a 
left  Babinski  reflex  was  noted.  The  super- 
ficial abdominal  reflex  was  sluggish  on  the 
left  as  compared  with  the  right  side.  Sen- 
sory examination,  including  position  sense, 
vibration,  pain,  and  light  touch,  revealed  no 
impairment,  and  no  extinction  was  noted. 
Cerebellar  and  mental  functioning  appeared 
intact.  The  impression  at  this  time  was 
pure  motor  hemiplegia  involving  only  the 
leg  and  arm.  An  electroencephalogram  re- 
vealed low-voltage  fast  activity. 

Two  days  later,  August  8,  the  weakness 
progressed  until  the  left  side  was  paralyzed, 
and  mild  left-sided  facial  weakness  was 
noted.  A lumbar  puncture  revealed  normal 
dynamics  and  clear  fluid.  No  cells  or  or- 
ganisms were  noted,  and  the  protein  was 
96  mg.  per  100  ml.  A few  days  later  a re- 
peat electroencephalogram  revealed  a slow- 
wave  focus  in  the  right  frontal  area. 

Ten  days  after  admission  left  focal  twitch- 
ing of  the  face,  arm,  and  leg  developed. 
The  head  and  eyes  were  deviated  to  the  left. 
He  remained  alert  during  this  attack  and 
was  able  to  speak.  Phenobarbital,  8 gr., 
was  given  intravenously,  and  the  seizure 
ceased.  After  the  attack  he  described  the 
onset  of  a pain  over  the  left  eye  and  fore- 
head about  fifteen  minutes  before  the  sei- 
zure. Repeat  neurologic  testing  demon- 
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FIGURE  1.  (A).  Right  carotid  angiogram  demonstrating  6 mm.  shift  of  anterior  cerebral  artery  to  left. 

(B)  Lateral  view  revealing  relatively  avascular  mass  lying  deep  in  right  frontoparietal  region.  Note 
stretched  superficial  vessels  over  mass. 


strated  a dense  left  central  facial  weakness 
and  left-sided  hemiplegia  with  a positive 
Babinski  sign.  No  other  abnormalities  were 
observed.  Later  that  day  a repeat  electro- 
encephalogram revealed  the  slow-wave  focus 
to  be  maximal  in  the  right  temporoparietal 
area.  The  alpha  rhythm  was  now  somewhat 
slower  at  8 to  9 cycles  per  second  than  the 
previous  12  to  13  cycles  per  second.  No 
epileptogenic  foci  were  seen.  A right  ca- 
rotid angiogram  was  performed  later  in  the 
day.  During  this  procedure,  another  focal 
seizure  occurred  which  responded  to  10  mg. 
of  intravenous  diazepam  (Valium).  The 
angiogram  revealed  the  anterior  cerebral 
artery  to  be  shifted  6 mm.  to  the  left  and 
demonstrated  a large  avascular  mass  deep 
in  the  right  frontoparietal  region  (Fig.  1). 
Stretching  of  the  superficial  vessels  was 
noted  over  this  mass. 

A neurosurgical  consultation  was  called. 
The  neurologic  findings  continued  to  remain 
stable.  A few  days  later  a pneumoencepha- 
logram was  performed  confirming  the  loca- 
tion of  the  mass  (Fig.  2).  Afterward  a 
right  frontoparietal  craniotomy  was  per- 
formed and  a ventricular  needle  inserted. 
Several  tissue  fragments  were  obtained,  but 
no  tumor  mass  was  noted.  A possible  fron- 
tal infarct  was  considered.  The  patient  did 
well  until  ten  days  postoperatively  when  he 
again  experienced  another  focal  seizure.  On 
August  30  a repeat  lumbar  puncture  demon- 


strated an  elevated  opening  pressure  (280 
mm.  of  water),  but  no  cells  or  organisms 
were  seen.  The  glucose  was  77  mg.  per  100 
ml.,  and  the  protein  was  340  mg.  per  100  ml. 
His  mental  state  deteriorated  with  signs  of 
confusion  and  somnolence.  Early  signs  of 
papilledema  developed,  and  steroids  were 
begun. 

One  week  later,  September  6,  a retrograde 
femoral  angiogram  was  performed  again, 
demonstrating  a marked  shift  (8  mm.)  of 
the  anterior  cerebral  artery  and  vein.  No 
tumor  blush  was  noted.  During  this  proce- 
dure a right  iliofemoral  thrombosis  devel- 
oped, and  emergency  surgery  was  necessary. 
Cardiac  arrest  ensued  which  responded  suc- 
cessfully to  resuscitative  measures.  Neuro- 
logically,  his  condition  appeared  stable. 

On  September  11,  five  weeks  after  ad- 
mission, he  underwent  another  craniotomy 
leading  to  the  total  excision  of  a large  ab- 
scess (6  cm.  by  5 cm.  by  5 cm.)  of  the  right 
frontal  lobe  which  approached  the  size  of  a 
lemon.  The  inner  cystic  cavity  contained 
yellow-green  purulent  material  which  on 
Gram’s  stain  demonstrated  nocardial  infec- 
tion. The  patient  was  immediately  given 
sulfadiazine,  5 Gm.  intravenously,  and  ap- 
peared well  postoperatively.  Neurologic  ex- 
amination continued  to  reveal  only  a pure 
motor  hemiplegia.  Twelve  hours  after  sur- 
gery the  patient  was  found  without  vital 
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FIGURE  2.  (A)  Pneumoencephalogram  showing 

marked  depression  and  displacement  of  right  lat- 
eral ventricle  by  mass  lesion.  (B)  Lateral  view 
confirming  displacement  and  depression  of  right 
lateral  ventricle. 

signs.  Permission  for  autopsy  was  not  ob- 
tained. 

Microscopic  study  of  the  large  abscess  re- 
vealed it  to  be  filled  with  numerous  poly- 
morphonuclear leukocytes  (Fig.  3A).  Some 
areas  were  necrotic  and  engulfed  by  in- 
numerable gitter  cells.  A hematoxylin  and 
eosin  preparation  was  not  very  revealing, 
but  on  Gomori  silver  methenamine  staining 
a heavy  growth  of  fine,  black,  branching  fila- 
ments of  nocardial  organisms  was  noted 


FIGURE  3.  (A)  Low-power  magnification  of  ab- 

scess cavity.  Note  irregular,  shaggy  border  and 
areas  of  necrosis.  Cavity  filled  with  numerous 
polymorphonuclear  leukocytes.  (B).  Gomori 
stain,  high-power  magnification.  Heavy  growth 
of  black,  thin-branching  filaments  of  Nocardia. 

(Fig.  3B).  Culture  of  the  purulent  material 
grew  out  Nocardia  asteroides. 

Laboratory  tests,  including  white  blood 


November  1,  1970  / New  York  State  Journal  of  Medicine  2719 


cell  count,  hematocrit,  fasting  blood  sugar, 
electrolytes,  liver  and  renal  function,  and 
urinalysis  revealed  consistently  normal 
findings.  An  electrocardiogram  and  x-ray 
films  of  the  chest  and  skull  showed  no  ab- 
normality. Two  cerebrospinal  fluid  cultures 
were  sterile. 

Comment 

The  lesion  responsible  for  a pure  motor 
hemiplegia  can  lie  anywhere  along  the  corti- 
cospinal system  from  the  motor  cortex  to 
the  medulla.  In  the  9 autopsied  cases  re- 
ported by  Fisher  and  Curry,1  6 had  cap- 
sular infarcts,  and  3 had  unilateral  vascu- 
lar lesions  in  the  basis  pontis.  These  lesions 
were  so  restricted  in  size  (less  than  35  mm. 
by  8 mm.  by  25  mm.)  that  they  selectively 
involved  only  the  fibers  of  the  corticospinal 
tract.  On  a statistical  basis  one  would  cer- 
tainly agree  with  Fisher  and  Curry’s  con- 
clusions based  on  their  pathologic  data.  Our 
case  demonstrates  how  a huge  nocardial  ab- 
scess involving  only  the  motor  cortex  can 
produce  this  identical  condition.  This 
points  to  the  necessity  of  studying  all  of 
these  patients  by  angiographic  means  in  the 
hope  of  finding  a lesion  that  may  be  amen- 
able to  surgery. 

As  regards  nocardial  infection  there  have 
been  148  reported  cases  of  nocardiosis  in 
the  literature,  and  of  these  45  (30  per  cent) 
patients  had  cerebral  involvement.  The 
most  common  lesion  of  the  central  nervous 
system  consisted  of  single  or  mutiple  ab- 
scesses, and  the  mortality  rate  among  these 
patients  approached  90  per  cent.  This  un- 
usually high  mortality  rate  is  attributed  to 
the  marked  difficulty  in  arriving  at  the  cor- 
rect etiologic  diagnosis  before  the  patient 
is  moribund.  The  nocardial  lesions  have  a 
marked  tendency  to  remain  localized  in  the 
nervous  tissue,  thus  leaving  the  cerebro- 
spinal fluid  sterile.  This  unusual  tendency 
is  attested  to  by  the  fact  that  only  1 case 
of  positive  spinal  fluid  culture  is  reported 
in  the  literature.2 

The  cerebral  findings  which  may  be  the 
outstanding  or  only  clinical  features  of 
nocardiosis  are  not  pathognomonic.  This 
organism  invades  multiple  sites  within  the 
central  nervous  system  producing  areas  of 
cerebritis  and  abscess  formation.  No  area 
is  spared  since  there  have  been  reports  of 
involvement  of  cerebral  cortex,  cerebellum. 


brain  stem,  and  even  spinal  cord.  Thus  a 
wide  clinical  spectrum  occurs  obscuring  an 
early  diagnosis. 

Nocardia  asteroides  is  one  of  the  three 
pathogenic  species  of  Nocardia  and  is  the 
species  usually  reported  in  the  United 
States.  It  is  an  aerobic  saprophyte  that  is 
gram-positive  and  weakly  acid  fast.  It 
may  be  bacillary  or  coccoid  but  is  usually 
seen  as  branching  filamentous  forms  in 
smears  and  stains.  The  hyphae  are  not 
easily  seen  on  sections  stained  with  hema- 
toxylin and  eosin  but  are  demonstrated 
satisfactorily  by  either  Gram  stain  or  by 
silver  chromate  stain.  The  incidence  of 
infection  associated  with  this  fungus  is  un- 
known. Subclinical  infection  may  be  rela- 
tively high  because  of  the  saphophytic  na- 
ture of  the  organism,  its  low  pathogenicity, 
and  sensitivity  to  various  drugs.  Trans- 
mission of  infection  from  man  to  man  and 
from  animal  to  animal  has  not  been  demon- 
strated. 

Reports  seem  to  indicate  that  this  or- 
ganism acts  as  an  opportunist,  and  patients 
with  chronic  and  neoplastic  disease  appear 
to  have  increased  susceptibility.3  Patients 
on  long-term  steroid  therapy  have  also  ac- 
quired this  infection.4 

Nocardia  in  the  abscess  can  be  explained 
only  by  hematogenous  spread  of  the  infec- 
tion. Since  nocardiosis  is  primarily  a pul- 
monary infection,  it  would  appear  that  this 
would  be  the  likely  site  of  origin.  However, 
there  have  been  additional  reports  implicat- 
ing nocardial  skin  lesions  as  well  as  infected 
sockets  of  teeth  as  primary  sites.5 

The  final  proof  of  a nocardial  infection  is 
its  isolation  in  culture  and  subsequent  iden- 
tification. Laboratory  studies  other  than 
bacteriologic  are  of  little  aid  in  the  diag- 
nosis. In  7,711  examinations  Raich,  Casey, 
and  Hall0  found  Nocardia  to  be  rarely  a 
contaminant.  Each  time  Nocardia  was  iso- 
lated it  was  associated  with  active  disease. 

As  regards  treatment,  sulfonamides  and 
cycloserine  have  been  reported  successful  in 
isolated  cases.7'8  Neurosurgical  drainage 
of  the  abscesses  with  concomitant  use  of 
antibiotics  has  also  been  advocated  as 
definitive  therapy.010  Despite  specific 
treatment  and  surgical  intervention,  the 
mortality  rate  from  cerebral  nocardiosis  is 
almost  100  per  cent.  This  points  out  the 
importance  of  making  an  early  diagnosis 
and  then  applying  prompt  treatment.  This 
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organism  does  not  lend  itself  to  early  recog- 
nition, but  one  must  maintain  a high  index 
of  suspicion  if  we  are  to  reverse  the  sur- 
vival trend. 

Summary 

A forty-one-year-old  male  was  admitted 
to  the  hospital  because  of  pure  motor  hemi- 
plegia resulting  from  a nocardial  abscess 
in  the  motor  cortex.  This  abscess  was  well 
demarcated  by  angiography  and  pneumo- 
encephalography and  was  removed  surgi- 
cally. 

In  the  past  pure  motor  hemiplegia  was  not 
considered  deserving  of  angiographic 
studies,  but  this  case  ably  demonstrates  the 
necessity  for  considering  other  diagnoses 
when  confronted  with  this  condition.  This 
also  represented  the  forty-sixth  case  in  the 
literature  of  nocardial  involvement  of  the 
central  nervous  system. 

Section  of  Neurology 


Yale  New  Haven  Medical  Center 
New  Haven,  Connecticut 
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Echinococcus  granulosus  cysts  may  oc- 
cur in  any  part  of  the  body;  75  per  cent 
of  these  occur  in  the  liver  and  may  be  mul- 
tiple.1 The  purpose  of  this  article  is  to  re- 
port a patient  in  whom  the  liver  was  noted 
to  have  four  calcified  cysts  and  a larger 
noncalcified  cyst.  Preoperative  evaluation 
with  radioisotopic  scanning  of  the  liver 
was  useful  in  revealing  and  localizing  the 
noncalcified  cyst. 

Case  report 

A twenty-six-year-old  Greek  female  came 
to  her  physician  because  she  had  had  inter- 
mittent right  upper  quadrant  pain  for 
eighteen  months.  The  pain  was  dull  and 
apparently  unrelated  to  food,  time  of  day, 
or  activity.  She  had  not  had  any  episodes 
of  nausea,  vomiting,  or  jaundice. 

The  patient  was  born  and  had  lived  on  a 
sheep-raising  farm  on  the  Greek  island  of 
Cephalonia.  She  came  to  the  United  States 
at  age  twenty-five. 

Physical  examination  revealed  a well-de- 
veloped female  with  a blood  pressure  of 
110/60  mm.  Hg,  pulse  84  per  minute,  and 
respirations  20  per  minute.  The  remainder 
of  the  examination  gave  normal  findings 
with  exception  of  the  abdomen.  The  liver 
was  palpable  at  the  costal  margin,  and  the 
edge  was  smooth.  There  was  tenderness 

* This  work  was  partly  supported  by  training  grant  no. 
2-T01-AI-00055-12  of  the  National  Institutes  of  Health. 


FIGURE  1.  Cholecystogram  showing  irregular 
calcified  mass  in  upper  left  corner  of  picture. 
Individual  cysts  are  labeled  1 to  4. 


in  the  midepigastric  area.  There  was  no 
shock  tenderness  or  thrill  over  the  liver. 
The  spleen  was  not  palpable.  The  bowel 
sounds  were  normal. 

Laboratory  studies  on  admission. 
Studies  showed  the  hemoglobin  as  14.3  Gm. 
per  100  ml.  hematocrit  42;  white  blood 
count  6,300  per  cubic  millimeter  with  poly- 
morphonuclear leukocytes,  68  per  cent; 
lymphocytes,  20  per  cent;  monocytes,  6 per 
cent;  eosinophils,  6 per  cent;  and  platelets, 
normal.  Fasting  blood  sugar  was  92  mg. 
and  total  bilirubin  0.47  mg.  per  100  ml.; 
SGOT  (serum  glutamic  oxaloacetic  trans- 
aminase) 15  units;  SGPT  (serum  glutamic 
pyruvate  transaminase)  33  units;  and  al- 
kaline phosphatase,  9 Bodansky  units. 
Serology  for  syphilis  showed  negative  find- 
ings. The  urine  was  normal. 

A cholecystogram  revealed  a gallbladder 
full  of  small  translucent  stones.  On  the 
same  x-ray  films  an  irregular  calcified  mass 
was  noted  in  the  right  lobe  of  the  liver 
(Fig.  1).  Close  examination  suggested 
that  there  might  be  four  rounded  calcified 
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FIGURE  2.  Hepatic  scan  of  the  liver  using  Au118. 
Anteroposterior  view,  left,  and  right  lateral  view, 
right,  reveal  area  of  decreased  uptake  located 
anteriorly  and  close  to  midline. 


I cm  . 


FIGURE  3.  A few  of  many  daughter  cysts  with 
viable  protoscoleces  that  were  evacuated  from 
noncalcified  cyst. 


masses  which  were  presumed  to  be  Echino- 
coccus granulosus  cysts.  A liver  scan  using 
Au198  (radioactive  gold)  revealed  an  area 
of  absent  activity  in  the  right  lobe  of  the 
liver  (Fig.  2).  This  area  did  not  cor- 
respond with  the  location  of  the  calcified 
cysts  and  was  located  near  the  midline  of 
the  body. 

A skin  test  result  using  Echinococcus 
antigen  was  positive.  The  Echinococcus  in- 
direct hemagglutination  titer  was  1 :3,200. 

Because  of  the  gallstones  the  patient  un- 
derwent a cholecystectomy.  At  the  opera- 
tion a large  noncalcified  Echinococcus 


FIGURE  4.  Normal  T-tube  cholangiogram.  Cal- 
cified cysts,  1 to  4,  are  seen  in  extreme  right 
side  of  right  lobe  of  liver.  Noncalcified  cyst,  5, 
is  seen  as  air-filled  mass  close  to  midline. 


granulosus  cyst  was  found  in  the  right  lobe 
of  the  liver  pressing  superiorly  on  the  dia- 
phragm. It  was  located  near  the  midline 
of  the  body  and  corresponded  to  the  area 
seen  on  the  radioisotopic  scan.  The  cyst, 
containing  many  daughter  cysts  with  proto- 
scoleces, was  evacuated  (Fig.  3). 

A T-tube  cholangiogram  was  performed 
postoperatively  (Fig.  4).  The  cholangio- 
gram was  normal  without  any  evidence  of 
communication  with  the  drained  cyst,  which 
could  be  seen  as  an  air-filled  mass  6.5  by 
8.5  cm.  In  the  same  picture  at  least  four 
separate  calcified  cysts  were  seen  in  the 
same  lobe  of  the  liver.  Three  of  the  cal- 
cified cysts  measured  5 by  6 cm.  each,  and 
the  fourth  one  measured  2 cm.  in  diameter. 

Following  surgery  the  alkaline  phos- 
phatase rose  to  a maximum  of  75  Bodansky 
units,  with  an  SGOT  of  125  units  and  an 
SGPT  of  225  units.  When  the  drains  were 
removed,  the  chemistries  dropped  toward 
normal,  and  she  was  discharged.  She  was 
advised  to  avoid  any  blows  to  the  abdomen 
because  of  the  thinly  calcified  cysts  re- 
maining deep  in  her  liver. 

Comment 

Of  particular  interest  in  this  patient  is 
the  finding  of  multiple  primary  hydatid 
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FIGURE  5.  Life  cycle  of  Echinococcus  granulosus. 


cysts  in  the  liver.  It  is  interesting  that 
four  of  the  cysts  were  calcified,  yet  a larger 
cyst,  presumably  older,  was  not  calcified. 
In  addition,  the  usefulness  of  radioisotopic 
scanning  in  alerting  the  surgeon  to  the  pos- 
sibility of  a noncalcified  cyst  cannot  be 
overemphasized. 

The  life  cycle  of  Echinococcus  granulosus 
is  depicted  in  Figure  5.  Dogs  and  other 
carnivores  harbor  the  adult  worm.  The 
eggs  are  passed  in  the  dog’s  feces,  and 
when  they  are  ingested  by  man  or  other 
intermediate  hosts,  such  as  sheep  and 
cattle,  the  embryo  is  liberated  from  the 
egg,  penetrates  the  intestinal  mucosa,  and 
is  carried  to  the  liver  and  other  organs 
wherein  the  cyst  then  develops.  The  life 


cycle  of  the  parasite  is  completed  when  the 
definitive  host,  usually  a dog,  ingests  a 
hydatid  cyst  with  viable  protoscoleces.  The 
present  patient  lived  in  a highly  endemic 
area  and  had  daily  contact  with  dogs  on  a 
sheep-raising  farm. 

In  view  of  the  fact  that  all  embryos  en- 
tering the  portal  blood  stream  must  pass 
to  the  liver,  it  is  not  surprising  that  this 
organ  is  the  most  frequent  site  of  the  re- 
sultant cysts.1 

Hepatic  hydatid  cysts  grow  slowly,  and 
clinical  manifestations  appear  most  fre- 
quently during  early  adulthood  even  though 
the  infection,  in  most  instances,  is  acquired 
in  childhood.  The  clinical  manifestations 
of  these  hepatic  cysts  include  right  upper 
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quadrant  pain,  hepatomegaly,  pulmonary 
complaints  when  the  cyst  impinges  on  the 
diaphragm,  jaundice  due  to  biliary  tract 
obstruction,  and  fever  if  secondary  infec- 
tion occurs.  Anaphylactic  reactions  may 
occur  as  a result  of  the  release  of  large 
amounts  of  cyst  fluid  when  a cyst  ruptures. 
The  etiology  of  the  pain  in  our  patient  was 
probably  due  to  cholelithiasis,  although 
pressure  by  the  one  cyst  may  have  been  the 
cause  of  some  pain. 

Recently,  the  use  of  radioisotopic  scan- 
ning has  proved  valuable  in  detecting  non- 
calcified  cysts.- •*  The  presence  of  calcified 
cysts  does  not  exclude  the  presence  of  other 
noncalcified  cysts  since  in  at  least  25  per 
cent  of  cases  multiple  hepatic  hydatid  cysts 
are  found,  although  these  usually  number 
two  or  three  at  most.  Hence,  radioisotopic 
scanning  of  the  liver  should  be  performed 
in  patients  in  whom  calcified  cysts  are  seen 
radiographically,  or  in  whom  hydatid  cysts 
have  been  found  elsewhere  in  the  body. 
The  skin  and  indirect  hemagglutination 
tests  together  with  the  epidemiologic  data 
suggest  the  etiology  of  such  cysts. 

Summary 

A patient  is  presented  who  harbored  five 


primary  Echinococcus  granulosus  cysts 
of  the  liver.  Four  of  the  cysts  were  calci- 
fied, another  was  noncalcified  and  was  de- 
tected preoperatively  using  radioactive  gold 
scanning.  The  Echinococcus  skin  test  and 
indirect  hemagglutination  titer  for  Echino- 
coccus showed  positive  findings. 

The  not  infrequent  occurrence  of  multi- 
ple Echinococcus  granulosus  cysts  of  the 
liver  is  emphasized,  and  the  usefulness  of 
radioisotopic  scanning  of  the  liver  in  de- 
tecting noncalcified  cysts  is  underscored. 
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New  York  10032 

Acknowledgments.  Charles  W.  Findlay,  Jr.,  M.D., 
kindly  permitted  us  to  see  the  patient.  Harold  W.  Brown, 
M.D.,  was  helpful  in  his  suggestions  and  criticisms  in  the 
preparation  of  this  manuscript.  I want  to  thank  Miss 
Meredith  Behr  for  the  photography. 


References 


1.  Dew,  H.  R.:  Hydatid  Disease,  Its  Pathology,  Diag- 

nosis and  Treatment,  Sydney,  Australia,  Australasian  Medi- 
cal Publishing  Company,  Ltd.,  1928. 

2.  Sodeman,  W.  A.,  and  Haynie,  T.  P.:  Hepatic  pho- 
toscanning in  hydatid  liver  cysts,  J.A.M.A.  188:  318 

( 1964). 

3.  Czemiak,  P.,  Bank,  H.,  and  Pauzner,  Y.:  Radio- 

isotopic scanning  in  liver  Echinococcosis,  Radiology  83: 
690  (1964). 

4.  Morris,  J.,  Doust,  B.,  and  Hanks,  T. : The  roent- 

genologic and  radioisotopic  assessment  of  hydatid  disease 
of  the  liver,  Am.  J.  Roentgenol.  101:  519  (1967). 


November  1,  1970  / New  York  State  Journal  of  Medicine  2725 


Aneurysm  of  Splenic  Artery 


HARRY  GORDIMER,  M.D. 
The  Bronx,  New  York 
MAX  C.  KING,  M.D. 
The  Bronx,  New  York 
ISIDORE  FISCHER,  M.D. 
The  Bronx,  New  York 
PAUL  H.  GERST,  M.D. 
The  Bronx,  New  York 

Attending  Surgeon  (Dr.  Gordimer),  Associate  Radiologist 
(Dr.  King),  Associate  Attending  Physician  (Dr.  Fischer), 
Director,  Department  of  Surgery  (Dr.  Gerst), 
The  Bronx-Lebanon  Hospital  Center 


/\neurysm  of  the  splenic  artery  is  the 
third  most  common  intra-abdominal  an- 
eurysm; it  follows  in  frequency  aneurysm 
of  the  abdominal  aorta  and  the  iliac  ar- 
teries.1 As  with  any  arterial  aneurysm, 
the  danger  of  rupture  and  exsanguination 
poses  a threat  to  the  patient’s  life;  the 
risk  appears  to  be  a particularly  signifi- 
cant one  for  women  of  child-bearing  age 
who  harbor  this  lesion.  This  report  re- 
views the  experience  with  5 patients  with 
aneurysm  of  the  splenic  artery  seen  at 
The  Bronx-Lebanon  Hospital  Center  be- 
tween 1948  and  1967. 

Case  reports 

Case  1.  A thirty-six-year-old  white  fe- 
male was  admitted  to  The  Bronx-Lebanon 
Hospital  Center  in  November,  1967,  be- 
cause of  left  upper  quadrant  pain  and 
vomiting  for  one  week.  During  this 
period  she  noted  the  intermittent  passage 
of  bright  red  blood  per  rectum. 

Nine  years  prior  to  this  admission,  dur- 
ing the  last  trimester  of  her  first  preg- 
nancy, she  had  an  episode  of  severe 


(“bursting”)  left  upper  quadrant  ab- 
dominal pain  which  developed  suddenly 
and  subsided  after  one  week  of  bed  rest. 
Five  years  ago,  after  her  second  preg- 
nancy, a mass  was  noted  in  the  left  sub- 
costal region;  this  was  thought  to  repre- 
sent an  enlarged  spleen.  The  mass  re- 
mained unchanged  until  the  present  hos- 
pital admission. 

Results  of  physical  examination  at  the 
time  of  hospitalization  were  within  normal 
limits  except  for  a large  tumor  in  the  left 
upper  quadrant  which  extended  from  the 
costal  margin  to  the  level  of  the  umbilicus. 
Laboratory  data  revealed:  hematocrit  28, 

white  blood  cells  5,400  per  cubic  millimeter, 
platelet  count  150,000  per  cubic  millimeter, 
blood  sugar  110  mg.  per  100  ml.,  blood 
urea  nitrogen  13  mg.  per  100  ml.,  serum 
bilirubin  1 mg.  per  100  ml.,  serum  alkaline 
phosphatase  17.6  King-Armstrong  units, 
serum  glutamic  oxaloacetic  transaminase 
62,  cephalin  flocculation  0,  and  urinalysis 
negative. 

Radiologic  examination  of  the  gastro- 
intestinal tract  revealed  a defect  along  the 
greater  curvature  of  the  stomach;  this  was 
attributed  to  the  adjacent  left  upper 
quadrant  mass  (Fig.  1A).  Barium  enema 
revealed  an  indentation  on  the  splenic 
flexure  of  the  colon  (Fig.  IB).  Selective 
abdominal  arteriography  suggested  the 
presence  of  an  aneurysm  of  the  splenic 
artery  located  near  the  splenic  hilus;  the 
major  portion  of  the  mass,  however,  was 
thought  to  represent  a large  false  aneurysm 
which  displaced  the  spleen  anteriorly  and 
interiorly  (Fig.  2). 

The  rectal  bleeding  ceased  soon  after 
admission.  Sigmoidoscopy  did  not  reveal 
any  abnormalities.  At  laparotomy,  No- 
vember 17,  1967,  the  left  upper  quadrant 
mass  was  found  to  consist  of  a large  false 
aneurysm  in  the  lesser  sac.  The  encap- 
sulated hematoma  was  in  continuity  with 
a ruptured  true  aneurysm  of  the  distal 
portion  of  the  splenic  artery.  The  mass 
displaced  the  spleen  anteriorly  and  in- 
teriorly and  was  responsible  for  the  ab- 
normalities noted  on  the  barium  studies. 
A portion  of  the  transverse  colon  (splenic 
flexure)  was  intimately  adherent  to  the 
false  aneurysm  at  its  inferior  border.  An 
en  bloc  excision  of  the  aneurysm,  the  false 
aneurysm,  the  spleen,  and  the  splenic  flex- 
ure of  the  colon  was  performed.  Colonic 
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FIGURE  2.  Selective  splenic  arteriogram  in  Case 
1 demonstrating  aneurysm  of  distal  splenic  ar- 
tery adjacent  to  splenic  hilus.  Major  area  of 
opacification  represents  “false”  aneurysm. 


The  spleen  weighs  250  Gm.  and  measures 
5 cm.  by  8 cm.  by  4.5  cm.  There  is  an 
aneurysm  of  the  distal  splenic  artery  meas- 
uring 4 cm.  in  diameter.  This  is  in  con- 
tinuity with  a false  aneurysm  13  cm.  in 
diameter  which  is  filled  with  adherent  and 
laminated  thrombi  and  has  a wall  measur- 
ing 0.5  cm.  in  its  greatest  thickness.  In 
the  wall  of  the  resected  colon  is  an  0.5  cm. 
defect  which  communicates  with  the  false 
aneurysm  and  is  partly  occluded  by  blood 
clots.  The  portion  of  the  splenic  artery  in 
the  wall  of  the  aneurysm  lacks  an  internal 
elastic  lamina  (Fig.  3). 


FIGURE  1.  (A)  Gastrointestinal  series  in  Case 

1.  Note  indentation  on  greater  curvature  of  the 
stomach  by  mass  in  left  upper  quadrant.  (B) 
Barium  enema  in  Case  1.  There  is  indentation 
on  colon  in  region  of  splenic  flexure  by  mass  in 
left  upper  quadrant.  Note  calcific  rim  along 
superior  margin  of  mass. 


continuity  was  restored  by  end-to-end 
anastomosis  of  the  transverse  and  descend- 
ing portions  of  the  colon.  The  patient 
made  an  uneventful  recovery. 

The  pathology  report*  read  as  follows: 

* By  L.  Reiner,  M.D. 


Case  2.  A fifty-four-year-old  white  fe- 
male was  admitted  to  The  Bronx-Lebanon 
Hospital  Center  on  December  22,  1965, 
with  a two-month  history  of  severe  epi- 
gastric pain  radiating  to  the  back.  She 
had  lost  15  pounds  during  this  period. 
Roentgen  studies  of  the  gastrointestinal 
tract  and  the  gallbladder  did  not  reveal  any 
abnormalities.  A clinical  diagnosis  of  pan- 
creatic carcinoma  was  made  and  explora- 
tory laparotomy  undertaken  on  January 
11,  1966.  At  operation,  the  pancreas  was 
noted  to  be  indurated,  but  a tumor  was 
not  found.  An  arteriosclerotic  aneurysm 
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FIGURE  3.  Specimen  resected  in  Case  1.  In- 
cluded are  spleen,  splenic  artery  aneurysm, 
thick-walled  false  aneurysm,  and  portion  of  colon 
(splenic  flexure).  False  aneurysm  was  filled  with 
laminated  thrombus;  it  communicated  with  lu- 
men of  adjacent  portion  of  colon  resected  with 
specimen. 


of  the  splenic  artery  measuring  1.5  cm.  in 
diameter  was  present.  This  was  resected 
with  proximal  and  distal  ligation  of  the 
splenic  artery.  The  spleen  was  not  re- 
moved. The  patient  made  an  uneventful 
recovery  from  this  procedure.  However, 
she  developed  jaundice  several  months 
later,  and  at  subsequent  laparotomy,  an 
unresectable  carcinoma  of  the  head  of  the 
pancreas  was  found. 

Case  3.  A sixty-five-year-old  white  fe- 
male was  admitted  to  The  Bronx-Lebanon 
Hospital  Center  on  February  6,  1964,  with 
a one-month  history  of  weakness,  pallor, 
and  shortness  of  breath.  She  had  been 
diagnosed  as  having  “anemia”  several 
years  prior  to  this  admission  and  had  been 
receiving  iron  medication.  On  physical  ex- 
amination the  only  significant  abnormal 
finding  was  a large,  firm  spleen.  Labora- 
tory studies  revealed:  hematocrit  16, 

white  blood  cells  2,750  per  cubic  milli- 
meter, platelet  count  150,000  per  cubic 
millimeter,  reticulocytes  4.1  per  cent, 
Coombs  test  result  negative,  bilirubin  1.5 
mg.  per  100  ml.,  and  serum  iron  150  micro- 
grams per  100  ml.  The  red  cell  survival 
time  was  shortened,  and  there  was  evi- 
dence of  splenic  sequestration  compatible 
with  hypersplenism. 

Gastrointestinal  series,  barium  enema, 
cholecystography,  and  intravenous  pyelog- 
raphy gave  normal  findings.  A rounded 


FIGURE  4.  Abdominal  film  in  Case  3 revealing 
calcific  shadow  in  left  upper  quadrant.  This 
represents  outline  of  aneurysm  of  splenic  artery 
in  patient  with  enlarged  spleen  (Boeck’s  sarcoid 
with  hypersplenism). 


calcific  density  in  the  left  upper  quadrant 
was  noted  on  the  roentgenograms  which 
suggested  an  aneurysm  of  the  splenic  ar- 
tery (Fig.  4). 

At  operation,  March  24,  1964,  a 3 cm. 
by  3 cm.  by  2 cm.  aneurysm  of  the  distal 
splenic  artery  was  found.  The  aneurysm 
and  spleen  were  excised.  Examination  of 
the  spleen  showed  it  to  be  involved  by 
sarcoid  disease.  The  aneurysm  was  con- 
sidered to  be  arteriosclerotic  in  origin. 
The  patient  made  an  uneventful  recovery. 

Case  4.*  A sixty-year-old  white  fe- 
male was  admitted  to  the  hospital  on  Sep- 
tember 7,  1948,  because  of  eight  days  of 
abdominal  pain  and  vomiting.  The  pain 
originated  in  the  left  upper  quadrant  but 
radiated  throughout  the  abdomen.  Tem- 
perature was  102.6  F.  and  blood  pressure 
130/65  mm.  Hg.  Marked  pallor  was  noted. 
The  abdomen  was  moderately  distended; 
there  was  a tender,  ill-defined  mass  in  the 
left  upper  quadrant.  Laboratory  studies 
revealed:  hemoglobin  13  Gm.,  white  blood 

cells  20,000  per  cubic  millimeter,  and 
barium  enema  and  gastrointestinal  series 
showed  negative  results. 

“These  cases  (4  and  5)  were  reported  previously.3 
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On  September  23,  1948,  the  patient  sud- 
denly vomited  a large  amount  of  bloody 
fluid,  passed  tarry  stool,  and  became  hy- 
potensive. She  improved  after  receiving 
two  units  of  blood.  On  October  9,  1948, 
she  had  another  massive  gastrointestinal 
hemorrhage  and  expired. 

Autopsy  revealed  four  small  arterio- 
sclerotic aneurysms  of  the  splenic  artery. 
The  most  distal  aneurysm  had  ruptured 
into  the  lesser  sac  which  contained  a large 
amount  of  clotted  and  liquid  blood.  There 
were  two  communications  from  the  lesser 
sac  into  the  gastrointestinal  tract;  one 
into  the  stomach  and  the  other  into  the 
duodenum. 

Case  5.*  A sixty-year-old  white  fe- 
male was  admitted  to  the  hospital  on 
April  7,  1947,  complaining  of  epigastric 
pain  radiating  to  the  back  of  several 
months’  duration.  Physical  examination 
was  unremarkable.  There  was  a well- 
healed  right  upper  rectus  scar  from  a 
cholecystectomy  eighteen  years  previously. 
No  abdominal  masses  were  palpable.  All 
laboratory  findings  were  within  normal 
limits.  Abdominal  roentgenograms  re- 
vealed a circular  calcified  density  in  the 
left  upper  quadrant.  A diagnosis  of 
aneurysm  of  the  splenic  artery  was  made. 

At  surgery  on  April  10,  1947,  the  spleen 
was  found  to  be  enlarged  and  adherent  to 
the  diaphragm.  There  was  a calcified 
mass,  the  size  of  a walnut,  in  the  hilus  of 
the  spleen.  Splenectomy  with  removal  of 
the  mass  was  performed.  The  patient  made 
an  uneventful  recovery.  The  pathology  re- 
port showed  an  arteriosclerotic  aneurysm 
of  the  splenic  artery. 

Summary  of  cases.  All  5 patients 
herein  reported  were  females.  Their  ages 
ranged  from  thirty-six  to  sixtv-five  years. 
In  2 of  the  patients  (Cases  2 and  3)  the 
aneurysm  was  an  incidental  finding  at 
operation.  Two  of  the  other  patients  had 
both  a true  and  “false”  aneurysm  with 
erosion  into  the  gastrointestinal  tract 
(“double  rupture”)  ; one  into  the  colon 
Case  1)  and  the  other  into  the  stomach  and 
duodenum  (Case  4).  Case  1 is  unique 
in  that  the  first  phase  of  the  rupture  ap- 
parently occurred  nine  years  prior  to  the 
eventual  diagnosis  of  the  lesion  (in  the 
third  trimester  of  pregnancy),  resulting 
in  a large  false  aneurysm  which  remained 


quiescent  until  it  eroded  into  the  colon. 
In  4 of  these  patients  the  causative  factor 
of  the  aneurysm  formation  was  assumed 
to  be  arteriosclerosis.  In  one  patient  (Case 
1 ) there  was  absence  of  the  elastic  lamina 
at  the  site  of  the  aneurysm,  presumably  as 
a result  of  a developmental  anomaly. 

Comment 

Incidence.  The  true  incidence  of 
aneurysm  of  the  splenic  artery  is  not 
known.  Until  1952,  when  arteriography 
first  began  to  be  applied  commonly,  the 
lesion  was  rarely  diagnosed.  Only  14  cases 
of  preoperatively  diagnosed  aneurysm  of 
the  splenic  artery  had  been  reported  up  to 
that  time.34  With  the  more  frequent  use 
of  arteriography,  the  number  of  patients 
in  whom  the  lesion  is  diagnosed  has  been 
increasing.  Over  300  cases  now  have  been 
reported.5  6 The  incidence  of  this  lesion, 
in  a large  series  of  autopsies,  varied  from 
0.938  per  cent  at  the  Massachusetts  Gen- 
eral Hospital"  to  0.16  per  cent  at  the  Mayo 
Clinic.4 

Etiology.  The  causative  factor  in  the 
majority  of  patients  has  been  thought  to 
be  arteriosclerosis.3-3-7"10  Tortuosity  of 
the  splenic  artery  may  account  for  an  in- 
creased susceptibility  of  this  vessel  toward 
early  arteriosclerotic  changes.  Sherlock 
and  Learmonth11  reported  these  changes 
occurring  most  prominently  along  the  con- 
vexities of  the  splenic  artery,  presumably 
at  sites  of  local  weakness  in  the  vessel 
wall.  Congenital  defects  are  believed  to 
account  for  some  of  the  lesions  since 
aneurysms  of  the  splenic  artery  have  been 
found  to  be  associated  with  absence  of 
the  internal  elastic  lamina  and  media  at 
the  site  of  the  lesion.1'3'5710  Mycotic 
aneurysms  also  have  been  reported.4 
Trauma  has  been  a factor  in  some  cases; 
President  James  A.  Garfield  died  from 
rupture  of  a splenic  artery  aneurysm  two 
months  after  a gunshot  wound  of  the  ab- 
domen.4-8'12  Portal  hypertension  with 
congestive  splenomegaly  and  increased 
pressure  in  the  splenic  artery  also  has  been 
considered  to  be  a contributing  factor  in 
some  patients.1-3-512 

Clinical  manifestations.  Most  splenic 
artery  aneurysms  do  not  cause  symptoms 
until  rupture  occurs.  However,  symptoms 
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such  as  pain  in  the  left  upper  quadrant  of 
the  abdomen  have  been  attributed  to  this 
lesion.5-10  Splenomegaly  has  been  reported 
in  24  to  44  per  cent  of  the  cases.3’4  On 
rare  occasions,  one  may  palpate  a pulsatile 
mass  or  hear  a bruit  in  the  left  hypo- 
chondriac region.  The  presence  on  roent- 
genograms of  an  oval  shadow  in  the  left 
upper  quadrant  has  led  to  a diagnosis  of 
splenic  artery  aneurysm.  This  x-ray  find- 
ing, however,  also  may  be  caused  by  other 
entities  such  as  a tortuous  but  normal  sple- 
nic artery;  tuberculous  lymph  node  in  the 
mesentery;  or  calcified  cysts  of  the  liver, 
spleen,  kidney,  or  adrenal.1042  The  only 
precise  method  of  establishing  the  diagnosis 
of  aneurysm  of  the  splenic  artery  preopera- 
tively  is  by  selective  arteriography. 

As  with  any  other  aneurysm,  the  great 
danger  of  this  lesion  is  rupture.  Owens 
and  Coffey  in  19534  reviewed  the  198  cases 
then  reported  and  added  6 of  their  own. 
Among  the  patients  in  this  collected  series, 
the  aneurysm  had  ruptured  in  46  per  cent; 
there  was  a 75  per  cent  mortality,  rate  in 
the  patients  in  whom  rupture  occurred. 
When  these  aneurysms  rupture,  there  is 
usually  free  bleeding  into  the  abdominal 
cavity  which  leads  to  exsanguination  and 
death.  In  some  instances,  however,  a de- 
layed or  so-called  “double”  rupture  may  en- 
sue. The  first  perforation  is  into  the  lesser 
sac;  bleeding  then  is  temporarily  controlled 
by  the  tamponading  effect  of  the  surround- 
ing structures.  This  may  lead  to  a latent 
interval  of  hours,  days,  or  years  followed 
by  a secondary  hemorrhage  into  the  free 
peritoneal  cavity,  via  the  foramen  of 
Winslow,  or  by  erosion  into  a viscus  such 
as  the  stomach,  duodenum,  or  colon. 

Pregnancy  and  splenic  artery  an- 
eurysm. There  appears  to  be  a unique 
relationship  between  pregnancy  and  an- 
eurysm of  the  splenic  artery.  Although 
pregnancy  per  se  may  not  be  a direct 
cause  of  the  aneurysm,  there  is  evidence 
that  it  plays  an  important  role  in  precipi- 
tating rupture.  This  occurs  most  fre- 
quently during  the  last  trimester  of  preg- 
nancy, during  labor,  or  in  the  immediate 
postpartum  period.4’1013-16 

Cosgrove,  Watts,  and  Kaump  in  194715 
collected  15  cases  of  ruptured  aneurysms 
of  the  splenic  artery  complicating  preg- 
nancy; there  were  14  deaths  in  this  series. 


Twelve  of  the  15  ruptures  occurred  near 
term,  during  labor,  or  immediately  post- 
partum. The  correct  diagnosis  was  not 
made  in  any  of  these  patients  which  prob- 
ably accounts  for  the  high  mortality  rate. 
Those  patients  who  came  to  surgery  had 
been  diagnosed  as  having  intra-abdominal 
hemorrhage  due  to  ruptured  uterus  or  pre- 
mature placental  separation. 

In  1967,  MacFarlane  and  Thorbjarnar- 
son16  reviewed  all  the  cases  of  splenic 
artery  aneurysm  occurring  in  pregnant 
women  then  reported  in  the  world  litera- 
ture. They  found  61  patients,  of  whom 
only  one  had  had  the  correct  diagnosis 
made  prior  to  rupture.  Only  17  survived 
the  catastrophe. 

Treatment.  Successful  treatment  of 
patients  with  aneurysm  of  the  splenic  ar- 
tery depends  on  surgical  intervention  prior 
to  rupture,  or  during  the  first  phase  of  a 
“double”  rupture.  Thus,  all  women  of 
childbearing  age  who  are  found  to  harbor 
this  lesion  should  have  it  excised  promptly. 
Other  young  patients,  who  are  good  surgi- 
cal risks,  also  should  have  the  aneurysm 
removed  when  diagnosed.  Older  patients 
with  asymptomatic  and  relatively  small 
splenic  artery  aneurysms  may  be  managed 
conservatively,  provided  they  can  be  kept 
under  close  observation. 

Since  most  aneurysms  of  the  splenic 
artery  occur  in  the  distal  portion  of  the 
main  artery  or  in  the  splenic  hilus,  the 
most  common  treatment  is  aneurysmectomy 
with  splenectomy.  Aneurysms  that  occur 
in  the  more  proximal  portion  of  the  splenic 
artery  can  be  excised  without  splenectomy, 
after  proximal  and  distal  ligation  of  the 
vessel.  In  patients  in  the  first  phase  of  a 
“double”  rupture,  or  when  there  is  erosion 
of  the  aneurysm  into  a viscus,  more  ex- 
tensive procedures  are  required. 


Summary 

Five  cases  of  aneurysm  of  the  splenic 
artery  are  reported.  Although  this  lesion 
is  not  diagnosed  frequently,  it  should  be 
noted  that  the  splenic  artery  is  the  third 
most  common  arterial  site  of  intra-ab- 
dominal aneurysm  formation.  The  lesion 
is  best  demonstrated  by  selective  arteriog- 
raphy. 

These  aneurysms  occur  most  often  in 
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females.  They  should  be  excised  in  all 
patients  who  have  symptoms  referable  to 
the  lesion,  in  asymptomatic  younger  pa- 
tients in  otherwise  good  health,  and  in  all 
patients  in  the  first  phase  of  a “double” 
rupture.  Since  these  aneurysms  have  an 
increased  tendency  to  rupture  in  the  last 
trimester  of  pregnancy,  during  labor,  or 
in  the  immediate  postpartum  period,  the 
condition  should  be  suspected  in  the  ob- 
stetric patient  in  hemorrhagic  shock  when 
the  blood  loss  is  not  due  to  clearly  iden- 
tifiable obstetric  causes. 
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Ever  SINCE  the  beginning  of  recorded  his- 
tory, and  doubtless  even  before,  human  be- 
ings have  attempted  to  improve  their  status, 
enjoy  living,  survive  hardships,  increase 
longevity,  and  build  for  themselves  a richer 
existence.  Beyond  the  need  to  survive  was 
the  desire  to  get  more  from  life.  Having 
done  their  best  to  achieve  this  for  them- 
selves, most  people  tried  to  prepare  for  their 
children  a better  world  than  their  own.  Not 
every  ambition  could  be  realized,  but  al- 
ways man  has  sought  for  himself  and  his 
progeny  an  improvement  of  what  already 
was.  Rarely  are  human  beings  completely 
satisfied  and  content.  Always  there  was 
more  to  be  desired,  more  to  be  achieved, 
more  to  be  experienced.  The  laborer,  the  ed- 
ucator, the  scientist,  and  the  poet — all  have 
consistently  dreamed  of  greater  worlds  and 
happier  times.  What  eluded  man’s  practical 
grasp  became  a dreamed-of  ideal. 

Small  wonder,  then,  that  when  man  found 
a substance  that  seemed  to  add  potential  to 
his  pursuit  of  the  ideal,  he  would  turn  to  it 
for  comfort  and  solace — as  to  a substitute 
environment  where  he  could  forget  how  his 

* Delivered  as  Keynote  Address  at  the  12th  Annual  Texas 
Summer  Studies  on  Alcohol,  University  of  Texas,  Austin, 
Texas,  July  13,  1969. 

t Reprinted  from  Vila l Speeches  of  the  Day,  vol.  35,  No. 
23,  p.  720,  September  15,  1969;  Report,  vol.  35,  no.  23, 
p.  720,  March  1,  1970,  and  reprinted  by  permission  of 
copyright  owners. 


dreams  had  betrayed  him  and  how  his  am- 
bitions had  failed. 

His  discovery  of  drug  effect  was  an  impor- 
tant one  and  led  him,  down  through  the  ages, 
to  seek  and  find  possible  implementations. 
Just  when  and  where  the  pioneer  discovery 
was  made  must  forever  remain  veiled  in  the 
mists  of  ancient  times,  but  it  is  likely  that 
long  before  he  learned  to  record  his  history, 
man  found  in  the  vegetation  around  him  cer- 
tain substances  that,  when  ingested,  would 
give  him  a feeling  that  lifted  him  out  of 
reality  into  a state  of  mind  more  pleasant 
and  desirable  than  the  practical  environment 
of  the  limited  world  he  inhabited. 

For  centuries,  man  has  resorted  to  drugs 
of  various  kinds — narcotics,  stimulants,  and 
intoxicants — to  relieve  pain,  assuage  sorrow, 
minimize  anxiety  and  discomfort,  or  provide 
him  with  sheer  enjoyment.  Through  experi- 
ence with  certain  plants  and  herbs,  when 
specially  prepared,  effects  were  noted  which 
were  attributed  to  supernatural  powers  and 
to  the  kind  of  magic  they  were  imagined  to 
exercise.  Such  superstitions  will  prevail  in 
some  uncivilized  areas  of  the  world.  As  long 
ago  as  5000  B.C.,  the  poppy  plant  was  culti- 
vated in  lower  Mesopotamia  and  a juice  ex- 
tracted which  was  called  gil,  “rejoicing.” 
The  same  drug  was  used  in  both  Persia  and 
Egypt  about  1500  B.C.** 

Classification  and  uses 

Alcoholic  beverages,  in  all  probability, 
were  part  of  man’s  diet  even  before  the 
opiates.  Natural  fermentation  of  plants  and 
fruit  juices  resulted  in  a product  which  gave 
pleasurable  sensations  to  those  who  partook 
of  it.  The  process  was  cultivated  and  re- 
fined by  countless  generations  to  follow  and 
eventually  gave  rise  to  a flourishing  indus- 
try. Today  the  entire  world  makes  use  of 
alcohol  in  one  form  or  another.  In  that  al- 
most any  type  of  plant  or  cereal  can  be  fer- 
mented and  later  distilled,  alcohol  is  the  most 
common  of  all  the  drugs  we  use. 

*»  Brown,  T.  P.:  The  Enigma  of  Drug  Addiction, 

Springfield,  Illinois,  Charles  C Thomas,  1961,  p.  6. 
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Ours  is  a drug-oriented  society — largely 
because  of  alcohol.  This  drug  is  part  of  our 
lives  and  apparently  always  has  been.  Its 
story  has  been  told  and  retold  so  many  times 
that  it  would  be  superfluous  to  recount  once 
again  the  details  of  its  use  by  all  peoples  and 
cultures  throughout  their  history.  It  is 
enough  to  remind  ourselves  that  of  the  drugs 
used  by  mankind,  alcohol  is  the  most  com- 
mon— and  probably  always  has  been. 

Because  of  its  social  acceptance,  alcohol  is 
rarely  thought  of  as  a drug.  But  a drug  it 
is,  in  scientific  fact.  It  belongs  in  the  cate- 
gory of  anesthetics  and  embodies  the  same 
risks  of  dangerous  consequences,  when 
abused,  as  do  all  other  drugs.  Although  lit- 
tle known  or  largely  ignored  by  those  of  to- 
day who  use  it  as  a beverage,  alcohol’s  anes- 
thetic properties  have  a long  history  of  prac- 
tical utilization.  Prior  to  the  discovery  of 
the  newer  and  more  efficient  anesthetics,  al- 
cohol was  wittingly  employed  as  an  hypnotic, 
sedative,  and  narcotic  aid  to  surgery.  The 
newer  drugs  are  more  rapid  in  their  action 
and  produce  anesthesia  much  moi'e  quickly, 
passing  through  the  various  stages  in  much 
less  time  than  alcohol  requires.  The  same 
stages  of  induction,  excitement,  somnolence, 
deep  anesthesia,  and  eventually  paralysis  are 
effectuated  by  alcohol  quite  as  they  are  by 
every  other  such  agent,  except  that  the  nar- 
cosis deepens  far  more  slowly.  For  this  rea- 
son, alcohol  has  been  abandoned  as  a tool  of 
anesthesiology.  It  is  nevertheless  still  used 
by  many  laymen  who,  unaware  of  its  basic 
potency,  rely  on  its  drug  effects  for  a variety 
of  nonmedical  reasons. 

In  smaller  doses,  alcohol  acts  as  a sedative. 
By  its  action  on  the  brain,  it  reduces  aware- 
ness of  pain  and  discomfoi*t,  allays  fears, 
calms  anxieties,  and  modifies  perception.  As 
the  dose  increases,  the  hypnotic  effect  is 
manifest,  and  somnolence  develops.  If  more 
of  the  drug  is  consumed,  its  anesthetic  im- 
pacts are  registered,  with  deep  sleep  and 
unconsciousness  the  eventual  consequence. 
If  intake  is  continued  over  an  extended  pe- 
riod, complete  paralysis  of  the  respiratory 
and  circulatory  centers  occurs;  and,  if  per- 
sisted in  long  enough,  death  will  be  the  ulti- 
mate result. 

There  are  several  kinds  of  alcohol : 
methyl,  propyl,  and  ethyl.  For  the  present 
purposes,  consideration  will  be  limited  to 
ethyl  alcohol,  or  ethanol.  The  others  are  not 


intended  for  human  consumption  and  war- 
rant no  discussion  here. 

Although  ethanol,  a provider  of  calories,  is 
a ready  source  of  energy,  it  cannot  be  re- 
garded as  a true  food,  since  it  contains 
neither  fats,  carbohydrates,  nor  proteins. 
Neither  does  it  contain  minerals  or  vitamins, 
other  materials  equally  necessary  for  build- 
ing body  tissue.  Alcohol,  readily  absorbed, 
produces  heat  and  by  this  token  must  be 
viewed  as  a source  of  energy.  It  requires  no 
digestion  and  in  pure  form  is  absorbed  into 
the  blood  stream  through  the  walls  of  the 
stomach  directly  after  ingestion,  thus  mak- 
ing the  energy  it  produces  immediately 
available.  So  viewed,  it  may  be  said  to  qual- 
ify as  a food,  but  when  the  yardstick  is  nu- 
trition and  the  other  elements  mentioned  are 
absent,  pure  alcohol  cannot  be  so  considered. 

The  alcoholic  beverages  used  by  modern 
man  are  many  and  varied — in  appearance, 
taste,  and  strength  but  not  in  drug  effect. 
What  is  frequently  forgotten  or  ignored  is 
that  they  have  a common  denominator,  an 
unvarying  organic  chemical  substance  that, 
regardless  of  the  vehicle  or  the  concentra- 
tion in  which  it  is  present,  has  precisely  the 
same  drug  action.  The  important  thing  to 
remember  is  that  all  beverages  containing 
alcohol  will  inevitably  produce  its  character- 
istic narcotic  effect  so  long  as  appropriate 
amounts  are  consumed.  Alcohol  itself  in- 
toxicates. And  this  it  will  unfailingly  do,  in 
proportion  to  the  amount  ingested,  whether 
in  limited  volumes  of  distilled  spirits,  larger 
volumes  of  wine,  or  still  larger  volumes  of 
beer  or  ale. 


Effects 

The  staging  effect  of  alcohol  can  be  modi- 
fied in  various  ways.  Diluting  it  with  water 
will  retard  its  absorption  and  so  delay  its 
final  effect.  Taking  alcohol  along  with  foods, 
particularly  fats  and  proteins,  will  further 
slacken  absorption  from  the  stomach  and 
again  retard  its  action.  In  those  beverages 
which  contain  more  water  and  other  nutri- 
tional elements,  as  do  wine  and  beer,  the 
rate  of  absorption  is  less  precipitate  than  it 
is  when  alcohol  is  taken  in  the  form  of  high- 
proof  liquor. 

Briefly  and  to  the  point,  the  effects  of  al- 
coholic beverages  on  the  human  organism 
depend  solely  on  the  concentration  of  alcohol 
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in  the  blood.  The  development  of  these  ef- 
fects is  conditioned  only  by  the  rate  of  ab- 
sorption, which,  in  turn,  is  determined  by  a 
number  of  variables:  (1)  the  amount  of 

beverage  ingested,  (2)  the  alcohol  content  of 
the  beverage  (3)  the  character  and  amount 
of  food  already  in  the  stomach  or  being  con- 
sumed in  step  with  the  alcohol,  (4)  the  rate 
of  consumption  of  the  one  or  the  other  or 
both,  and  (5)  the  emptying  time  of  the  stom- 
ach, for  which  there  is  no  standard  rate. 
The  emotional  state  of  the  individual  may 
likewise  play  some  part  in  the  absorption, 
since  the  stomach  will  react  in  its  emptying 
time  to  emotional  stress,  anger,  fear,  and  the 
health  of  the  gastric  tissues  themselves. 

The  size  of  the  person  involved  will  also 
determine  the  rate  at  which  alcohol  will  af- 
fect him.  The  heavier  the  individual  the 
greater  will  be  the  amount  of  alcohol  re- 
quired to  produce  in  his  bloodstream  the 
concentration  that  will  influence  his  senses 
and  alter  his  behavior.  Identical  amounts  of 
alcohol  will  elicit  a sharper  and  faster  reac- 
tion from  a small  person  than  from  a larger 
person  with  more  blood  to  dilute  the  drug. 

Metabolism.  Alcohol  is  oxidized  in  the 
liver.  The  breakdown  passes  through  sev- 
eral stages,  the  first  of  which  is  acetalde- 
hyde, a highly  toxic  substance,  which  rapidly 
goes  into  acetic  acid.  Although  acetalde- 
hyde is  far  more  toxic  than  alcohol  itself,  its 
transitory  stage  in  metabolism  is  so  brief 
that  its  toxic  effects  are  rarely  noted.  After 
passing  into  the  acetic  acid  stage,  the  alco- 
hol is  then  oxidized  into  carbon  dioxide  and 
water.  Should  the  rate  of  metabolism  be 
suspended  at  the  acetaldehyde  level,  as  can 
be  caused  by  the  administration  of  a deter- 
rent drug,  the  toxic  effects  of  the  acetalde- 
hyde obtain,  and  severe  clinical  signs  occur. 
This  happens  with  the  administration  of  di- 
sulfiram,  for  example.  The  enzyme  action  of 
this  drug,  by  suspending  metabolism  at  the 
acetaldehyde  level,  produces  a highly  toxic 
condition  which  manifests  itself  in  several 
clinical  signs,  such  as  increased  blood  pres- 
sure, dilatation  of  superficial  vessels,  nausea, 
vomiting  and  retching  over  an  extended  pe- 
riod, and,  in  many  cases,  eventual  uncon- 
sciousness. 

Oxidation  of  alcohol  produces  about  7 cal- 
ories of  energy  per  gram.  The  rate  of  me- 
tabolism in  the  human  body  is  usually  con- 
stant. It  cannot,  as  a rule,  be  either  in- 
creased or  decreased.  Certain  measures  may 


to  a degree  counteract  the  subjective  effect 
of  the  drug,  but  they  do  not  alter  the  meta- 
bolic rate.  Thus,  black  coffee  given  to  an 
intoxicated  person  may  stimulate  his  central 
nervous  system,  but  it  does  not  increase  the 
rate  at  which  the  alcohol  in  his  system  is 
metabolized.  The  caffeine  in  the  coffee  may 
counteract  the  sedating  effects  of  the  alco- 
hol, but  it  does  not  lower  the  concentration 
of  the  alcohol  in  his  blood  any  more  rapidly 
than  would  occur  without  the  caffeine. 

Central  nervous  system.  Since  alcohol 
is  a central-nervous-system  depressant,  all 
brain  functions  are  affected,  including  that 
which  controls  behavior.  By  depressing 
those  centers  which  normally  exercise  the 
restraints  responsible  for  a person’s  proper 
behavior,  inhibitions  are  released,  and  his 
conduct  is  radically  changed.  There  is  an 
illusion  of  stimulation  at  first,  of  increased 
aggressiveness  and  reckless  enterprise;  talk 
grows  louder  and  more  flamboyant ; laughter 
becomes  more  raucous  and  may  become  hys- 
terical; and  the  person  becomes  less  careful 
of  what  he  says  and  does.  His  performance 
breaks  into  a new  and  stepped-up  tempo  that 
for  a time  at  least  may  be  maintained.  This 
is  perfectly  true.  But  it  is  not  because  of 
more  gas  in  his  carburetor,  but  because  al- 
cohol has  reached  his  brain  and  lowered  his 
natural  controls.  He  is  merely  less  inhibited 
and  so  gives  freer  rein  to  his  impulses.  And, 
as  the  quick  energy  he  first  derived  from  al- 
cohol is  used  up,  he  will  gradually  lose  his 
artificial  buoyancy,  and  before  long  his  ac- 
tivity will  drop  below  what  is  normal  for 
him.  In  an  effort  to  prolong  his  freedom 
from  inhibition,  the  uncontrolled  drinker 
will  consume  more  and  more  alcohol.  Such 
continued  ingestion  will  eventually  depress 
all  brain  centers  to  the  point  where  all  ac- 
tivity will  cease.  Alcohol  affects  practically 
the  entire  human  mechanism : a man’s  tis- 

sues, his  organs,  his  mind. 

The  effects  of  alcohol,  as  stated,  vary  with 
the  drug’s  degree  of  concentration  in  the 
blood.  In  the  average  man,  a concentration 
of  0.03  per  cent  or  less  seems  to  have  but  a 
fractional  effect  on  his  behavior  or  his 
judgment.  At  0.05  per  cent,  however,  there 
is  a slowing  of  his  responses,  reaction  time 
is  reduced,  and  such  skills  as  are  required  to 
drive  a car  or  engage  in  athletic  sports  show 
definite  signs  of  impairment.  Although  a 
driver  with  alcohol  in  the  blood  at  that  con- 
centration may  feel  himself  to  be  a better 
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man  at  the  wheel,  actually  his  driving  falls 
below  par  as  noted  by  objective  observers. 
As  the  concentration  rises  above  0.05  per 
cent,  the  decline  in  efficiency  is  even  more 
conspicuous.  In  a 150-pound  man,  2 ounces 
of  whiskey  or  two  bottles  of  beer  will  pro- 
duce a 0.05  per  cent  concentration.  As  the 
alcohol  level  rises,  he  may  become  loud  and 
boisterous.  At  0.10  per  cent,  which  in  the 
same  person  will  be  produced  by  4 ounces  of 
whiskey  or  four  bottles  of  beer,  he  may  well 
become  incoherent  and  fumbling  and  no 
longer  able  to  execute  delicate  requirements. 
As  the  concentration  rises  still  further,  ob- 
vious drunkenness  is  demonstrated. 

Liver.  Alcohol,  when  taken  excessively, 
produces  other  effects  than  these.  One  of 
the  most  frequently  observed  results  of  ex- 
cessive alcohol  consumption  is  its  effect  on 
the  liver,  where  most  of  the  alcohol  is  metab- 
olized. Among  excessive  drinkers  and  alco- 
holic addicts,  cirrhosis  of  the  liver  occurs 
eight  times  as  frequently  as  among  those 
who  drink  in  moderation  or  not  at  all.  Al- 
though this  condition  may  develop  in  non- 
drinkers as  a result  of  other  causes,  by  far 
the  greatest  number  of  cases  can  be  attrib- 
uted to  the  excessive  use  of  alcohol.  Para- 
sites, viruses,  and  other  toxic  chemicals,  par- 
ticularly carbon  tetrachloride,  may  also  dam- 
age the  liver  and  cause  cirrhosis.  Malnutri- 
tion and  the  absence  of  necessary  vitamins 
may  also  do  so.  In  the  excessive  drinker,  it 
is  often  these  factors  which  enter  into  the 
cause  of  cirrhosis  and  simply  because  such  a 
drinker  is  prone  to  neglect  his  diet.  Of 
course  an  adequate  diet  does  not  necessarily 
preclude  cirrhosis  if  excessive  alcohol  is 
used,  for  liver  damage  from  excessive  alco- 
hol ingestion  may  be  sustained  even  where 
the  nutritional  intake  leaves  nothing  to  be 
desired. 

Although  the  cause-and-effect  relationship 
between  alcohol  and  cirrhosis  of  the  liver  is 
no  longer  as  firmly  fixed  as  for  many  years 
it  was  considered  to  be.  a close  connection  is 
nevertheless  statistically  revealed.  Of  all 
recorded  cases  of  cirrhosis  of  the  liver,  con- 
firmed alcoholism  appears  to  be  concomitant 
in  the  highest  percentage.  Moreover,  scien- 
tific exploration  of  the  subject  has  deter- 
mined that,  whether  or  not  cirrhosis  is  the 
ultimate  damaging  result,  alcohol  has  a defi- 
nite effect  on  the  liver.  Ingestion  of  alcohol 
in  any  amount  by  the  average  individual  will 
produce  fatty  changes  in  that  organ  which 


will  eventually  cause  its  enlargement.  In 
time,  if  the  use  of  alcohol  is  continued,  the 
liver  will  become  larger  and  larger  as  more 
and  more  fatty  changes  are  engendered. 
Once  drinking  is  discontinued,  however,  the 
process  is  reversed,  and  the  liver  becomes 
smaller  and  smaller  as  the  fatty  cells  revert 
to  their  normal  state.  This  salutary  effect  is 
hastened  by  a wholesome  diet  and  the  pres- 
ence of  proper  nutritional  elements,  particu- 
larly protein. 

Alcohol  has  a definite  effect  on  other  vital 
organs  as  well.  As  a matter  of  fact,  every 
tissue  and  every  organ  is  affected  by  it  in 
one  way  or  another,  since,  when  carried  in 
the  bloodstream,  it  reaches  practically  every 
tissue  in  the  body.  Perhaps  the  only  tissue 
to  escape  any  definite  impact  are  the  osseous 
tissues,  the  bones. 

LUNGS.  In  the  alcohol  addict,  respiratory 
diseases  have  been  notoriously  prevalent. 
About  25  per  cent  of  all  alcoholic  persons  de- 
velop tuberculosis,  and,  conversely,  about  25 
per  cent  of  all  patients  with  tuberculosis  are 
alcoholic.  Except  for  the  patients  with  tu- 
berculosis, however,  most  of  the  respiratory 
diseases  which  are  encountered  in  alcohol 
addicts  are  not  necessarily  due  to  the  alco- 
hol. For  the  most  part,  these  diseases  be- 
come serious  in  alcoholic  patients  because 
their  general  condition  after  years  of  exces- 
sive drinking  have  so  debilitated  them  and 
so  lowered  their  resistance  that  the  infec- 
tions and  bacteria  normally  present  in  every 
person’s  lungs  have  a greater  opportunity  to 
cause  a serious  infection.  As  a result,  they 
are  more  likely  to  develop  bronchitis,  pneu- 
monia, pneumonitis,  and  other  respiratory 
infections.  Naturally,  a second  factor  must 
be  taken  into  consideration  here:  Most  al- 

coholic persons,  and  for  that  matter,  most 
heavy  drinkers,  are  also  excessive  smokers, 
and  the  respiratory  problems  which  develop 
in  these  individuals  are,  in  all  likelihood,  the 
result  of  excessive  smoking  of  cigarets 
rather  than  of  excessive  drinking.  However, 
since  they  occur  in  the  same  person,  and 
since  alcohol  in  excessive  amounts  has  been 
known  to  reduce  resistance,  much  of  the 
problem  of  respiratory  diseases  in  the  alco- 
holic patient  has  been  attributed  to  the  alco- 
hol. 

Gastrointestinal  tract.  The  stomach 
is  also  one  of  the  victims  of  excessive  drink- 
ing. The  most  common  problem  is  inflam- 
mation of  the  stomach  lining,  known  as  gas- 
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tritis.  This  condition  is  almost  universally 
present  in  alcoholic  patients  who  have  been 
hard  drinkers  for  extended  periods  of  time. 
Peptic  ulcers,  both  gastric  and  duodenal, 
can  be  aggravated  by  the  ingestion  of  alco- 
hol. Excessive  drinking  in  the  presence  of 
an  ulcer  frequently  exacerbates  the  condi- 
tion, causing  autodigestion  of  the  raw  tissue 
by  the  digestive  juices  to  the  point  of  per- 
foration— a surgical  emergency. 

Both  the  small  and  large  intestines  are 
frequently  affected  by  the  excessive  use  of 
alcohol.  Although  most  of  this  chemical  is 
absorbed  before  it  reaches  the  large  intes- 
tine, its  irritation  of  the  mucosal  tissues  of- 
ten precipitates  or  causes  diarrhea  in  many 
people  who  ingest  alcohol  in  any  considerable 
amount.  Such  enteritis,  while  not  necessar- 
ily present,  is  somewhat  common  among 
heavy  drinkers. 

Pancreas.  As  medical  investigation  of 
the  use  of  alcohol  progresses,  more  and  more 
effects  of  its  substance  on  the  pancreas  are 
noted.  Among  alcoholic  patients  it  is  not 
unusual  to  see  a pancreatitis  of  the  chronic 
low-grade  variety,  and  the  incidence  of  dia- 
betes among  alcohol  addicts  appears  to  be 
increasing.  Whether  or  not  this  is  the  di- 
rect result  of  the  alcohol  on  the  pancreas,  or 
whether  it  is  coincident  with  the  increased 
incidence  of  diabetes  through  improved 
methods  of  detection,  it  is  impossible  to  say. 
That  there  can  be  a causative  link  between 
low-grade  pancreatitis  and  large-scale  con- 
sumption of  alcohol,  however,  is  statistically 
indicated  by  the  frequency  with  which  this 
chronic  low-grade  infection  is  detected 
among  alcoholic  patients. 

Heart.  More  recently,  the  effect  of  alco- 
hol on  the  heart  has  been  emphasized.  For 
many  years,  this  drug  was  used  as  a medica- 
tion for  patients  with  this  disease  in  the  be- 
lief that  dilatation  of  the  vessels  would  aid 
nutritional  circulation  to  the  heart  muscle. 
It  has  now  been  determined  that  most  of  the 
vessels  which  are  dilated  by  alcohol  are  the 
superficial  ones,  and  that  the  coronary  ves- 
sels of  the  heart  are  rarely  so  affected.  On 
the  other  hand,  it  is  recognized  that  there  is 
an  increase  in  the  heart  rate  as  the  result  of 
alcohol  ingestion.  This  adds  to  the  work 
load  of  the  heart  without  increasing  the  cir- 
culation to  that  organ — with  oxygen  defi- 
ciency as  a possible  result.  Over  long  peri- 
ods, alcohol  ingestion  may  also  affect  the 
heart  muscle  itself.  Recent  investigations 


have  disclosed  that  in  alcoholic  patients 
there  are  often  cardiographic  changes  in  the 
heart  tracings,  and  that  there  is  a distinct 
disadvantage  in  excessive  drinking  for  many 
people  with  heart  conditions.  Likewise 
noted  in  certain  alcoholic  patients  has  been 
a kind  of  cirrhotic  change  in  the  heart  mus- 
cle. Extrasystoles  are  common  as  the  result 
of  heavy  drinking,  and,  while  these  in  them- 
selves bear  no  particular  clinical  significance, 
they  do  nonetheless  give  evidence  of  toxic 
effects  on  the  heart.  Other  irregularities  of 
the  heartbeat  can  be  aggravated  by  such 
toxicity. 

Primary  myocardial  disease,  present  so 
often  in  alcoholic  patients,  is  demonstrated 
microscopically  by  a conglomeration  of  the 
lipids  of  the  tissues.  These  are  similar  to 
the  cirrhotic  changes  observed  in  the  liver. 
Hence  we  see  changes  in  the  myocardial 
muscle  brought  about  by  the  same  agent 
which  causes  an  increase  in  the  work  of  the 
heart  itself.  Meanwhile,  the  coronary  flow 
in  the  vessel  is  reduced.  This  coincidence 
of  increased  work  with  diminished  nutrition 
and  the  damaging  effect  of  this  on  the  mus- 
cle itself  are  directly  attributable  to  the  in- 
gestion of  alcohol  in  excessive  quantities. 

In  addition  to  this,  it  is  found  that  alcohol 
markedly  raises  the  blood  pressure.  This 
imposes  a further  burden  on  the  heart, 
which  must  labor  to  sustain  such  pressures. 
There  is  adequate  clinical  evidence  of  these 
effects.  Fortunately,  however,  the  removal 
of  the  irritating  force,  the  alcohol  itself,  will 
allow  the  blood  pressure  to  resume  its  nor- 
mal curve — in  due  time. 

Nerve  tissues.  The  effect  on  the  nerve 
tissues  of  the  body  by  excessive  use  of  al- 
cohol is  well  known.  In  addition  to  the 
changes  in  the  brain,  as  described,  there  are 
the  pathologic  end  points  of  excessive  inges- 
tion. These  may  not  necessarily  be  due  to 
the  alcohol  itself  but  rather,  in  many  cases, 
to  the  lack  of  nutritional  elements  as  the  re- 
sult of  uncontrolled  drinking.  It  is  com- 
monly recognized  that  alcohol  addicts  ne- 
glect their  diets  and  often  eat  little  or  noth- 
ing at  all  when  drinking.  Hence,  all  of  the 
required  elements  of  nutrition  are  dimin- 
ished, if  not  totally  absent.  As  a conse- 
quence of  such  malnutrition,  such  diseases 
as  Korsakoff’s  syndrome,  Wernicke’s  disease, 
polyneuritis,  and  all  of  the  other  conditions 
resulting  from  nutritional  deficiency  occur 
commonly  among  alcoholic  persons. 
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Economic.  The  economy  of  man  is  no 
less  importantly  involved  with  alcohol.  On 
the  positive  side,  a tremendous  and  produc- 
tive industry  employs  thousands  of  people, 
lucratively  engages  the  services  of  number- 
less supportive  enterprises,  and  supplies 
every  level  of  government  with  mountainous 
revenue.  This  is  the  beverage  industry,  kept 
running  full  blast  by  distillers  and  brewers, 
vintners  and  massive  importers,  and  by  all 
who  peddle  their  wares,  package  and  trans- 
port them,  distribute  them  far  and  wide,  and 
eventually  sell  them  at  retail  bars  and  coun- 
ters. Among  the  beneficiaries  indirectly  as- 
sociated with  this  booming  industry  are  the 
mass  media,  their  agencies  and  facilities — 
newspapers,  magazines,  radio,  and  televi- 
sion. The  advertising  bill  for  the  promotion 
of  alcoholic  beverages  alone  is  staggering. 
And  all  of  this  represents  employment,  per- 
sonal income  and  spending,  and  the  further 
circulation  of  money. 

Also  dependent  to  a great  extent  on  the 
sale  and  consumption  of  alcohol  is  the  vast 
entertainment  industry,  embracing  count- 
less taverns  and  night  spots,  their  stars  that 
glitter  and  cavort,  their  music  and  honky- 
tonk,  the  cataracts  of  money  that  pour  into 
them — and  again  the  great  pools  of  govern- 
ment revenue  they  produce.  The  picture  is 
a large  and  vibrant  one,  of  untold  worth  to 
our  nation’s  high-powered  economy. 

On  the  negative  side,  however,  there  is 
also  plenty  to  be  said.  There  is  an  adverse 
effect  of  alcohol  on  the  economy,  particularly 
when  excessive  drinking  is  as  widespread  as 
it  has  become  and  saddles  us  with  its  cost. 
An  estimated  $2  to  $8  billion  per  year  is  lost 
to  industry  through  alcoholism.  Our  indus- 
trial population  includes  some  2 million  alco- 
holic persons,  representing  about  3 per  cent 
of  our  total  work  force.  The  average  alco- 
holic worker  loses  two  days  more  per  year 
than  does  the  average  worker  free  from  such 
involvement.  This  means  that  about  twenty- 
two  days  per  year  are  lost  to  each  of  these  2 
million  workers,  a total  of  44  million  work- 
ing days — or  352  million  working  hours. 
Such  is  the  estimated  loss  to  industry  as  the 
result  of  alcoholism.  Half  of  the  billions 
lost  is  due  to  absenteeism,  lost  time,  lower 
productivity,  accidents,  and  general  ineffi- 
ciency. The  balance  is  chargeable  to  cus- 
todial care  required  in  institutions  for  alco- 
holic patients,  correctional  or  other;  the 
amount  of  money  spent  by  voluntary  and 


public  agencies  in  caring  for  the  families  of 
alcoholic  addicts — to  say  nothing  of  the  di- 
rect, indirect,  and  compensatory  cost  of  ac- 
cidents attributable  to  excessive  drinking  in 
industry.  Care  for  alcoholic  patients  in  gen- 
eral hospitals  accounts  for  the  remainder. 
But  these  are  only  monetary  costs. 

Statistics 

The  cost  in  human  life  is  incalculable.  To 
appreciate  this,  it  is  necessary  only  to  con- 
template the  actuarial  tables  that  grant  the 
alcoholic  person  a life  expectancy  of  twelve 
years  less  than  that  of  the  nonalcoholic  per- 
son. 

In  human  terms,  the  most  impressive  ad- 
verse effect  of  alcohol  on  the  people  of  this 
country  is  no  doubt  reflected  in  our  automo- 
bile casualty  record.  About  50,000  persons 
are  killed  and  some  800,000  are  injured  each 
year  on  our  nation’s  streets  and  highways. 
Tragically  enough,  about  half  of  these  acci- 
dents are  alcohol  connected,  involving  driver, 
or  pedestrian,  or  both.  No  war  in  this  cen- 
tury has  imposed  on  Americans  so  huge  a 
casualty  rate  as  motor  traffic  beset  by  alco- 
hol. If  no  other  facts  are  enough  to  arouse 
public  concern  over  the  uncontrolled  use  of 
alcohol  in  our  society,  surely  these  figures 
offer  plenty  of  food  for  thought. 

The  problem  is  aggravated  by  the  fact 
that  public  acceptance  of  drinking  drivers  is 
so  widespread  that  convictions  are  difficult  to 
obtain,  even  when  the  level  of  alcohol  in  the 
blood  is  demonstrated  by  test  to  exceed  offi- 
cially determined  standards  of  safety.  Ju- 
ries are  loath  to  convict  drinking  drivers, 
probably  because  so  many  jurors  themselves 
are  not  innocent  of  having  driven  in  that 
condition.  In  jury  trials  revolving  about  the 
commission  of  other  crimes,  it  is  almost  im- 
possible to  find  a panel  that  includes  a sprin- 
kling of  criminals.  In  drinking-driver  cases, 
however,  all  too  many  jurors  find  themselves 
on  common  ground  with  the  accused.  It  is 
urgent  that  this  situation  in  the  courts  be 
corrected — the  more  so  in  the  light  of  recent 
statistics  which  indicate  that  in  accident 
cases  which  involve  use  of  alcohol,  fewer 
drivers  than  previously  supposed  turn  out  to 
be  social  drinkers  and  are  far  more  likely  to 
be  alcohol  addicts. 

Further  statistics,  revealing  the  amount 
of  drinking  indulged  in  by  the  American 
people  as  a whole,  are  also  worthy  of  note. 
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Seventy-one  per  cent  of  our  adult  population 
drink.  Seventy-nine  per  cent  of  our  men 
and  63  per  cent  of  our  women  drink.  Sev- 
enty-nine per  cent  of  the  age  group  between 
twenty-one  and  twenty-nine  drink;  of  the 
age  group  between  thirty  and  forty-nine, 
76  per  cent  drink;  and  of  persons  age  fifty 
and  over,  61  per  cent  drink.  Of  the  religious 
denominations,  90  per  cent  of  the  Jewish 
people  drink;  89  per  cent  of  Catholics  drink; 
68  per  cent  of  Protestants  drink.  Of  the  lat- 
ter group,  47  per  cent  of  Baptists,  61  per 
cent  of  Methodists,  and  85  per  cent  of  Lu- 
therans drink.  By  economic  groupings : 86 

per  cent  of  our  prosperous  people  drink;  66 
per  cent  of  our  average-income  people  drink; 
and  54  per  cent  of  our  less  affluent  people 
drink.  Classified  according  to  educational 
levels:  80  per  cent  of  our  college  people 

drink;  75  per  cent  of  our  high-school  gradu- 
ates drink;  and  among  those  with  less  than 
high-school  education  53  per  cent  drink! 

The  gallonage  of  alcoholic  beverages  con- 
sumed by  the  American  people  during  1963 
brings  the  picture  into  even  sharper  focus. 
Per  capita  of  population  age  fifteen  years 
and  over  consumed  in  one  year:  2.02  gal- 

lons of  distilled  spirits,  1.37  gallons  of  wine, 
and  22.51  gallons  of  beer.  If  we  reckon  the 
alcohol  content  of  each  type  of  beverage,  the 
amounts  of  absolute  alcohol  consumed  per 
capita  age  fifteen  years  and  over  in  1963 
was:  in  hard  liquors,  0.91  gallon;  in  wines, 

0.23  gallon;  in  beer  and  ale,  1.01  gallons — 
for  a grand  total  of  2.15  gallons  of  absolute 
alcohol.  The  following  year,  1964,  showed 
an  even  greater  total  consumption.* 

The  estimated  numbers  of  drinkers  age 
fifteen  and  over  divides  into  49.6  million  men 
and  41.3  women.  Total  American  drinkers 
is  90  million.  Of  these  we  can  only  estimate 
how  many  are  compulsive  drinkers — incipi- 
ent or  confirmed.  And  indeed  such  an  esti- 
mate would  be  difficult.  For  at  what  point 
should  we  begin  counting?  Just  what  is  al- 
coholism— and  where  does  the  disease  begin? 

Approach 

Alcoholism  is  an  illness  which  has  many 
definitions.  All  too  often  definitions  de- 
scribe the  disease  only  in  its  advanced  stage 
and  ignore  the  earliest  manifestations,  vital 

Selected  Statistical  Tables  on  the  Consumption  of  Alco- 
hol from  1850  1962,  prepared  by  Vera  Efron  and  Mark 
Keller,  Publications  Division,  Rutgers  Center  of  Alcohol 
Studies,  New  Brunswick,  New  Jersey,  1963. 


though  it  be  that  we  detect  the  disorder  be- 
fore it  begins  to  wreak  havoc  and  may  get 
out  of  hand.  This  we  can  do  only  if  we  are 
able  to  recognize  its  first  signs  and  symp- 
toms. To  wait  until  it  is  so  obvious  that  it 
takes  no  practiced  eye  to  make  the  diagnosis 
sidesteps  the  heart  of  the  problem,  does  lit- 
tle to  alleviate  the  suffering  of  problem 
drinkers,  and  does  nothing  to  erect  barriers 
against  the  suffering  likely  to  develop  sooner 
or  later  for  countless  other  millions. 

The  scientific  community  has  long  tried  to 
educate  the  public  to  the  necessity  of  main- 
taining health,  by  discovering  through  ex- 
perts, insidious  illnesses  which  exist  with- 
out the  knowledge  of  the  person  involved. 
This  requires  periodic  examinations  while 
the  individual  still  feels  and  acts  healthy. 
To  wait  until  he  is  already  affected  to  an  ex- 
tent where  he  himself  feels  sick  is  to  allow 
a disease  to  have  acquired  an  unwarranted 
foothold. 

From  the  tertiary  prevention  which  ex- 
isted up  to  about  the  turn  of  the  century, 
when  the  best  that  medical  science  could  do 
was  to  arrest  a disease  at  the  detection  stage 
and  prevent  its  further  progression,  we  have 
proceeded  to  the  secondary  type  of  preven- 
tion, namely,  early  case  detection  and  treat- 
ment. To  profit  from  this,  it  is  necessary 
that  persons  present  themselves  for  accurate 
and  detailed  history  taking  and  physical  ex- 
amination, including  laboratory  procedures, 
so  that  experts  in  the  field  will  be  in  a posi- 
tion to  recognize  changes  in  the  psychology 
and  physiology  of  the  patient  long  before  he 
himself  has  become  aware  of  any  changes 
having  taken  place. 

With  some  illnesses  this  method  of  pre- 
vention has  proved  to  be  quite  successful, 
and  today  many  people  undergo  examina- 
tions for  the  purpose  of  detecting  cancer, 
diabetes,  and  diseases  of  kidney  and  heart, 
if  such  conditions  latently  exist  without  the 
patient’s  knowledge.  This  practice  would  be 
most  helpful  if  applied  in  the  field  of  alco- 
holism. 

It  should  be  remembered  that  no  sharp 
line  of  demarcation  separates  the  social 
drinker  from  the  alcohol  addict.  Rather, 
there  is  a hazy  area  across  which  the  drinker 
may  float  from  one  classification  into  the 
other.  Only  the  expert,  by  means  of  close 
interrogation  and  detailed  history  taking, 
can  detect  significant  changes  in  drinking 
patterns. 
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It  is  extremely  important  that  the  fact  be 
recognized  that  any  adverse  result  consistent 
with  drinking  may  be  the  forerunner  of  al- 
cohol problems.  Whether  these  adverse  ef- 
fects be  psychologic  or  physiologic  is  of 
little  importance  so  long  as  they  are  ad- 
verse. Alcohol  then  can  be  assumed  to  be  a 
detrimental  agent  in  direct  proportion  to 
the  adverse  effects  it  demonstrates.  This  is 
obvious.  But  what  is  not  so  obvious,  at  least 
to  the  patient,  is  that  it  is  a poor  criterion 
to  deny  that  outward  signs  of  his  illness 
exist.  Such  denial  may,  in  fact,  be  in  itself 
but  a further  sign.  This  is  not  peculiar  to 
alcoholic  persons.  The  patient  with  heart 
disease,  the  diabetic  patient,  the  victim  of 
cancer  often  will  deny  the  presence  of  indi- 
cating signs,  in  the  hope  that  by  not  recog- 
nizing them  they  will  go  away.  But  this  at- 
titude of  mind  is  especially  true  of  alcohol 
addicts. 

Fortunately,  nature  takes  care  of  many 
minor  problems  and,  by  increasing  resist- 
ance to  illness,  is  able  to  overcome  lesser 
human  afflictions.  In  most  health  situa- 
tions, a person  instinctively  turns  away 
from  a source  of  persistent  aggravation  as 
soon  as  he  has  reason  to  suspect  it.  Seldom 
is  he  inclined  to  take  further  risks  with  it. 
Only  where  the  aggravating  agent  has  a 
special  attraction,  as  in  the  case  of  narcotic 
drugs,  will  a user  insist  on  continuing  with 
it  and  facing  the  risk — meanwhile  equip- 
ping himself  with  an  arsenal  of  denials, 
evasions,  and  subjective  gambits.  This 
makes  detection  and  therapy  in  cases  of  al- 
coholism, even  when  incipient,  difficult  and 
weighted  with  subtle  problems. 

Even  so,  if  the  observable  adverse  effects 
of  even  moderate  drinking  are  consistent, 
the  drinker  must  be  strongly  warned  against 
continuing  the  risk  of  greater  involvement. 
For  the  dangers  grow  more  serious  the 
longer  they  are  denied  or  ignored.  Disaster 
becomes  even  more  possible  and  avoidance 
of  it  even  more  arduous.  If  there  are  dia- 
betic patients  who  are  willing  to  risk  their 
health  because  of  their  fondness  for  certain 
foods  just  so  there  are  alcoholic  persons — 
and  in  far  larger  numbers — who  decline  to 
abstain  from  drinking  because  of  their  de- 
pendence on  the  effects  of  their  drug.  And 
like  the  careless  diabetic  patient,  the  com- 
pulsive drinker  does  not  appreciate  the  ne- 
cessity for  abstinence  until  his  disease  is  far 
advanced,  sometimes  until  it  is  too  late. 


Some  have  voiced  the  opinion  that  alco- 
holism is  a sociologic  phenomenon.  They 
cannot  conceive  of  its  being  a disease.  That 
it  is  a sociologic  phenomenon  cannot,  of 
course,  be  denied,  if  only  because  it  so  often 
varies  from  society  to  society.  It  must 
nevertheless  be  remembered  that  all  socio- 
logic phenomena  are  comprised  of  actions 
by  individuals  and  are  collectively  shaped 
by  them.  It  is,  therefore,  requisite  to  con- 
sider the  components  even  while  regarding 
the  whole.  No  society  can  ever  be  changed 
unless  the  individuals  in  it  change.  Fur- 
thermore, alcoholism  meets  the  postulates 
of  all  conditions  considered  diseases.  It  has 
the  host,  the  imbiber;  the  vector  or  agent, 
the  alcohol;  and  the  environmental  ground- 
work for  development  and  progress — the 
combination  being  characteristic  of  disease. 

Because  of  the  social  acceptance  of  drink- 
ing and  our  tolerance  for  drunken  behavior, 
we  have  become  so  accustomed  to  alcohol  that 
a person  who  ought  not  to  drink  feels  him- 
self deprived.  To  this  attitude  no  man 
should  condition  himself.  In  fact,  every- 
thing should  be  done  to  combat  it.  The 
over-all  need  is  for  primary  prevention. 
Since  no  disease  has  ever  been  eradicated  by 
treating  or  even  curing  its  present  victims, 
there  is  no  way  of  eradicating  alcoholism 
except  by  changing  social  attitudes  and  en- 
vironment— by  creating  a new  atmosphere 
and  eventually  a new  social  climate  wherein 
the  necessity  for  drinking  will  shrink  and 
disappear.  No  longer  pressured  to  drink  by 
anybody  or  in  any  situation,  the  person  who 
should  not  will  be  free  to  abstain  without  the 
fact  or  fear  of  social  ostracism. 

For  those  persons  whose  psychologic  back- 
ground is  conducive  to  drug  dependence  as 
an  escape  from  the  problems  of  life,  pro- 
grams of  re-education  must  be  instituted  to 
teach  them  to  manage  their  frustrations  and 
disappointments.  Preventive  steps  along 
these  lines  must  be  taken  with  children  in 
their  regular  educational  forums  to  preclude 
their  resorting  to  drugs. 

The  stigma  presently  attached  to  the  al- 
cohol addict,  whether  drinking  or  abstain- 
ing, all  too  often  makes  him  a social  pariah. 
The  impact  of  this  attitude  on  the  part  of 
society  often  influences  the  abstaining  alco- 
holic person  to  attempt  to  drink  even  after 
he  realizes  that  he  should  not. 

Many  individuals  have  fundamental  psy- 
chologic problems  in  need  of  correction. 


November  1,  1970  / New  York  State  Journal  of  Medicine  2739 


Some  take  appropriate  steps  to  correct  them ; 
others,  unfortunately,  seek  escape  from  the 
problems  of  living  by  drinking.  Still  others 
drink  because  of  the  social  pressures  to  con- 
form. To  revise  social  attitudes  responsi- 
ble for  these  pressures  will  require  a broadly 
based  and  well-structured  educational  pro- 
gram. Once  the  true  facts  about  alcohol, 
its  use  and  abuse,  are  disseminated  and  im- 
planted and  understood,  drinking  will  be 
brought  into  wholesome  perspective  and  will 
be  recognized  as  a part — but  not  an  imper- 
ative part — of  our  society.  Once  the  use  of 
alcohol  is  so  viewed  and  every  person  is  left 
free  to  drink  or  abstain  as  a matter  of  per- 
sonal option,  with  no  pressures  brought  to 
bear  on  him,  overindulgence  will  be  far  less 
likely  to  occur.  Once  excessive  drinking 
falls  from  social  grace,  only  the  person  who 
is  unable  to  control  his  drinking  will  fall 
victim  to  obvious  intoxication.  The  problem 
drinker  will  then  stand  out  like  a sore  thumb 
and  can  be  urged  to  seek  help  for  his  prob- 
lem. 

The  general  prohibition  of  alcohol  by  law 
is  not  worthy  of  consideration.  The  fail- 
ure of  that  approach  is  a matter  of  record. 
What  is  needed  is  a progressive,  self-germi- 
nating change  in  our  social  environment, 


based  on  enlightenment,  group  conscience, 
and  even  self-interest — a change  of  attitude 
toward  drinking,  so  that  persons  who  know 
they  ought  not  to  drink  will  be  free  to  ab- 
stain without  discomfort  or  recrimination. 
Surely  these  victims  of  a diagnosed  disease 
are  as  entitled  to  a privacy  of  choice  as  are 
the  victims  of  atherosclerosis  who  refuse  to 
eat  fats  because  of  their  known  condition ! 

The  way  ahead  may  be  long  and  tortuous, 
but  a change  of  social  attitude  and  environ- 
ment need  not  represent  an  impossible 
dream.  Steps  can  be  taken  and  must  be. 
Alcoholism  in  this  country  is  a serious  prob- 
lem— one  that  grows  more  damaging  day  by 
day.  It  is  a problem  we  cannot  afford  to 
ignore.  A solution  must  be  found. 

As  physicians,  therapists,  teachers, 
clergymen,  sociologists,  social  workers,  and 
administrators,  we  possess  sufficient  knowl- 
edge even  today  to  recognize  the  problem, 
the  need  for  implementing  an  effective  ap- 
proach to  it,  and  the  urgency  of  the  hour. 
The  goal  is  clearly  before  us.  It  is  to  be 
hoped  that  we  have  the  initiative  required 
to  respond  to  its  challenge,  for  our  responsi- 
bility is  clearly  defined. 

371  Lin  wood  Avenue 
Buffalo,  New  York  14209 
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Dominick  James  Abramo,  M.D.,  of  Long  Island 
City  and  Brooklyn,  died  on  August  23  at  the 
age  of  sixty-nine.  Dr.  Abramo  graduated  in 
1928  from  Loyola  University  School  of  Medi- 
cine. He  was  a staff  physician  at  Boulevard 
Hospital.  Dr.  Abramo  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Donato  A.  Astone,  M.D.,  of  Beacon,  died  on 
May  4 at  the  age  of  seventy-six.  Dr.  Astone 
graduated  in  1924  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  an  attend- 
ing surgeon  at  Highland  Hospital  and  a con- 
sulting surgeon  at  Matteawan  State  Hospital. 
Dr.  Astone  was  a member  of  the  Dutchess 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Henry  Bannon,  M.D.,  of  Willard,  died  on 
July  29  at  age  of  fifty-seven.  Dr.  Bannon 
graduated  in  1940  from  McGill  University 
Faculty  of  Medicine.  Dr.  Bannon  was  a mem- 
ber of  the  Franklin  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Oscar  Todd  Barber,  M.D.,  of  Fredonia,  died  on 
August  26  at  the  age  of  eighty-six.  Dr.  Bar- 
ber graduated  in  1908  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  honorary 
physician  (inactive)  at  Brooks  Memorial  Hos- 
pital (Dunkirk).  Dr.  Barber  was  a member 
of  the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  S.  Caiman,  M.D.,  of  West  Hempstead, 
died  on  June  23  at  the  age  of  eighty-six.  Dr. 
Caiman  graduated  in  1911  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Kenneth  L.  Cooley,  M.D.,  of  Rochester,  died  on 
July  20  at  the  age  of  sixty- three.  Dr.  Cooley 
graduated  in  1933  from  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 


He  was  an  associate  chief  in  orthopedic  surgery 
at  Highland  Hospital  of  Rochester  and  an  at- 
tending orthopedic  surgeon  at  Genesee  Hos- 
pital. Dr.  Cooley  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and  a 
member  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Gardner  Copeland,  M.D.,  of  Albany,  died 
recently  at  the  age  of  seventy-six.  Dr.  Cope- 
land graduated  in  1922  from  McGill  Univer- 
sity Faculty  of  Medicine.  He  was  an  assistant 
attending  dermatologist  and  syphilologist  at 
Albany  Medical  Center  Hospital.  Dr.  Cope- 
land was  a Diplomate  of  the  American  Board 
of  Dermatology,  Inc.,  and  a member  of  the 
American  Academy  of  Dermatology,  the  New 
York  Academy  of  Medicine,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Fritz  David  Dreyfuss,  M.D.,  of  Gainesville, 
died  on  July  16  at  the  age  of  seventy-four. 
Dr.  Dreyfuss  received  his  medical  degree  from 
the  University  of  Frankfurt  in  1920.  He  was 
a member  of  the  medical  staff  at  Wyoming 
County  Community  Hospital.  Dr.  Dreyfuss 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Wyoming  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Abert  Goldey,  M.D.,  of  New  York  City,  died  on 
August  13  at  the  age  of  eighty-one.  Dr.  Goldey 
graduated  in  1912  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a member 
of  the  American  Urological  Association,  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Dan  Morris  Gordon,  M.D.,  of  New  York  City, 
died  on  September  17  at  the  age  of  sixty-three. 
Dr.  Gordon  graduated  in  1932  from  the  Univer- 
sity of  Michigan  Medical  School.  He  was  an 
associate  attending  ophthalmologic  surgeon  at 
The  New  York  Hospital.  Dr.  Gordon  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Pan  American  Association  of  Ophthal- 
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mology,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Bartlett  Johnson,  M.D.,  of  Buffalo,  died 
on  July  24  at  the  age  of  eighty-one.  Dr.  John- 
son graduated  in  1916  from  Harvard  University 
Medical  School.  Retired,  he  was  an  honorary 
member  of  the  medical  staff  at  Deaconess  Hos- 
pital. Dr.  Johnson  was  a member  of  the  Buf- 
falo Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lee  Kend,  M.D.,  of  Flushing  and  Great  Neck, 
died  on  September  18  at  the  age  of  seventy- 
one.  Dr.  Kend  graduated  in  1923  from  Tufts 
University  School  of  Medicine.  He  was  an 
honorary  otolaryngologist  at  North  Shore  Hos- 
pital (Manhasset).  Dr.  Kend  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and 
a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Edward  Augustus  Lane,  M.D.,  of  Madison,  New 
Jersey,  formerly  of  Hartsdale,  died  on  Septem- 
ber 6 at  the  age  of  eighty-one.  Dr.  Lane  grad- 
uated in  1916  from  Cornell  University  Medical 
College.  He  was  a member  of  the  American 
Public  Health  Association,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Abraham  Sidney  Lewis,  M.D.,  of  Brooklyn,  died 
on  September  11  at  the  age  of  seventy-eight. 
Dr.  Lewis  graduated  in  1913  from  Long  Island 
College  Hospital. 

Henry  Meyer,  Jr.,  M.I).,  of  Brooklyn,  died  on 
May  29  at  the  age  of  seventy-two.  Dr.  Meyer 
graduated  in  1922  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Richard  W.  Moriarty,  M.D.,  of  Sarasota,  Flor- 
ida, formerly  of  White  Plains,  died  on  July  23 
at  the  age  of  eighty-five.  Dr.  Moriarty  gradu- 
ated in  1907  from  the  University  of  Penn- 
sylvania School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Laryngological, 
Rhinological  and  Otological  Society,  the  Amer- 


ican Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  Otological  Society,  the 
Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Shenkman,  M.D.,  of  New  York  City, 
died  on  September  9 at  the  age  of  sixty-one. 
Dr.  Shenkman  graduated  in  1933  from  Queen’s 
University  Faculty  of  Medicine  (Kingston,  On- 
tario). He  was  an  attending  neurosurgeon  at 
Harlem  and  Sydenham  Hospitals,  chief  of  neu- 
rosurgery at  Trafalgar,  Prospect  (Bronx),  and 
Physicians  (Queens)  Hospitals,  and  director  of 
neurosurgery  at  Madison  Avenue  Hospital. 
Dr.  Shenkman  was  a Diplomate  of  the  Ameri- 
can Board  of  Neurological  Surgery,  a Fellow 
of  the  International  College  of  Surgeons,  and 
a member  of  the  Association  for  Research  in 
Mental  and  Nervous  Disease,  the  Harvey  Cush- 
ing Society,  the  New  York  Society  of  Neuro- 
surgery, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ernest  Steinberger,  M.D.,  of  The  Bronx,  died 
on  April  1 at  the  age  of  eighty-two.  Dr. 
Steinberger  received  his  medical  degree  from 
the  University  of  Zurich  in  1920.  He  was  a 
clinical  assistant  psychiatrist  at  Bronx-Leba- 
non  Hospital  Center.  Dr.  Steinberger  was  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edward  Gove  Whipple,  M.D.,  of  Rochester, 
died  on  August  16  at  the  age  of  eighty-seven. 
Dr.  Whipple  graduated  in  1906  from  Albany 
Medical  College.  He  was  a member  of  the 
American  Thoracic  Society,  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Cling  Whitaker,  M.D.,  of  New  York 
City,  died  on  September  10  at  the  age  of  sev- 
enty-two. Dr.  Whitaker  graduated  in  1927 
from  Harvard  University  Medical  School.  He 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  Sydney  Winter,  M.D.,  of  Long  Beach, 
died  on  September  19  at  the  age  of  sixty-nine. 
Dr.  Winter  graduated  in  1924  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Bronx  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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1971  Albion  0.  Bernstein , M.D. 

Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the 
1971  ALBION  O.  BERNSTEIN,  M.  D.  AWARD. 

This  national  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made 
the  most  widely  beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease, 
during  the  period  November  23,  1969  to  November  23,  1970. 

The  award,  comprising  SI, 500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York,  February  14-18,  1971.  It  was 
created  by  Mr.  Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident 
while  answering  a hospital  call  on  November  23,  1940. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M.  D.,  of  the  Institute  for  Cancer 
Research,  Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepa- 
titis, and  his  description  of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.  D.  for  introduction  of  an  effective 
treatment  of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.  D.,  for 
his  research  and  development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your 
opinion,  are  eligible  for  this  award,  by  December  1,  1970,  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017 

Candidates  for  1971  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of 
the  State  of  New  York,  chaired  by  Alfred  A.  Angrist,  M.  D.,  Professor  of  Pathology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University. 
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(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 2662 


Senokot  (Purdue  Frederick  Company) 2661 


Antidiarrheals 


Sedative  barbiturates 

Tuinal  (Eli  Lilly  & Company) 2651 


Lomotil  (G.  D.  Searle  & Company) 


2639 


2745 


Psychiatrists,  Medical  Specialists, 
and  General  Physicians 

Psychiatric  residencies  also  available.  Harlem 
Valley  State  Hospital  is  a J.C.A.H.  accredited  hos- 
pital, located  in  the  scenic  foothills  of  the  Berkshires. 
Salaries  are  competitive;  excellent  New  York  State 
fringe  benefits;  housing  available  on  the  grounds 
at  nominal  cost.  Cultural  and  shopping  oppor- 
tunities in  surrounding  communities  of  Poughkeepsie, 
N.Y.  and  Danbury,  Conn.;  1 Vi  hr.  drive  from  New 
York  City;  variety  of  recreational  facilities  in  this 
locale;  beautiful  9-hole  golf  course  available  on 
the  grounds  of  the  hospital.  Send  resumes  to:  Dr. 
Lawrence  P.  Roberts,  Director,  Harlem  Valley  State 
Hospital,  Wingdale  N.Y..  12594.  Phone:  (914) 
832-321  1. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


GENERAL  PRACTITIONERS  TO  JOIN  17  MAN  GROUP- 
staffing  emergency  rooms  of  3 local  hospitals  in  Bingham- 
ton, N.  Y.  area.  Offering  $25,000  to  $30,000,  4 weeks  vaca- 
tion, 5 day,  40  hr.  week,  malpractice  and  society  dues  paid; 
opportunity  for  partnership.  Contact  Mr.  James  F.  Stehli, 
Executive  Director,  Physician  Service  Associates,  134  Main 
St.,  Binghamton,  N.  Y.  13905.  Call  collect  (607)  724-4021. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Out-patient  service  also.  Salary 
open,  dependent  on  experience.  Benefits  include  major 
medical  insurance,  life  insurance  and  pension  program. 
For  information  write  Charles  P.  Neumann,  M.D.,  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  stage.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  and  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Co.  Com- 
munity Mental  Health  Center,  Jones  Memorial  Hos- 
pital, Wellsville,  New  York  14895. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
established  practitioner.  Busy  general  practice  in  Nas- 
sau County,  Long  Island,  1 hour  from  Manhattan.  All 
phases  of  general  practice  work;  X-ray,  EKG,  laboratory. 
200-bed  hospital  nearby.  Excellent  income  and  working 
conditions.  First  year  salary,  then  partnership  if  mutually 
agreeable.  R.  Joseph  M.D..  (516)  378-4949. 


EMERGENCY  ROOM  PHYSICIAN:  $30,000  AN- 

riually  for  42  hour  work  week;  ideal  for  physician  wishing 
to  slow  dow  to  reasonable  hours  New  York  license  re- 
quired. Start  immediately.  Write  Roger  Calkins, 
Director  of  Personnel,  St.  Clare’s  Hospital,  Schenectady, 
N.  Y.  12304. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  170  BED 
general,  voluntary  hospital,  soon  to  expand  to  300  beds. 
Located  in  suburban  Long  Island  community  on  Atlantic 
Ocean.  50  minutes  from  New  York  City:  ample  volume 
to  support  two  compatible  people  on  a fee-for-service  basis. 
Contact  Administrator,  Long  Beach  Memorial  Hospital, 
Long  Beach,  N.Y.  11561.  Phone  (516)  432-8000. 


FULL-TIME  MEDICAL  STAFF  FOR  SPINAL  CORD 
injury  service.  Interested  in  securing  physicians  with 
general  surgery,  internal  medicine,  orthopedic  surgery, 
urological  surgery,  or  plastic  surgery  experience.  Salary 
range:  $20,114  to  $29,752  according  to  qualifications  and 

experience.  Additional  benefits.  University  affiliation 
available.  Apply  to:  Peter  C.  Hofstra,  M.D.,  Chief, 

Spinal  Cord  Injury  Service,  Veterans  Administration 
Hospital,  130  W.  Kingsbridge  Rd.,  Bronx,  N.Y.  10468. 


ATTENTION  ALL  M.D.’S.  COME  ABOARD  TO  Es- 
tablish your  own  private  medical  office  practice  in  our 
Medical  Center  compound.  Pediatricians,  oculists  and 
cardiologists  in  great  need.  Try  Sussex  County,  New 
Jersey  first.  Five  board  members  already  in  operation. 
Contact  John  E.  Lombardi,  D.D.S.,  39  Newton  Sparta 
Rd.,  Newton,  New  Jersey.  (201)  383-4421. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING 
in  internal  medicine.  Staff  membership  available  in  42- 
bed  general  hospital  currently  expanding.  Income 
guarantee  negotiable  along  with  opportunity  to  take  over 
established  practice  of  retiring  physician.  Community 
Hospital,  Stamford,  N.Y.  12167.  (607)  652-7312. 


FAMILY  PHYSICIAN  NEEDED  IMMEDIATELY. 
Please  do  not  let  this  opportunity  pass.  Call  collect 
(607)  674-4091  to  Sherburne,  N.Y.  (Chenango  Co., 
Central  N.Y.). 


ASSOCIATE  RADIOLOGIST  FOR  IMMEDIATE  OPEN- 
ing.  Starting  salary  open.  Early  partnership.  242 
bed  general  care  hospital  in  upstate  New  York  vacation- 
land.  Send  curriculum  vitae  to  Harold  P.  Curran,  M.D., 
St.  Clare’s  Hospital,  600  McClellan  St.,  Schenectady,  N.Y. 
12304. 


ASSISTANT  MEDICAL  DIRECTOR  CLINICAL  IN- 
vestigation.  Major  pharmaceutical  firm  in  New  Jersey 
3eeks  physician  to  assist  the  Medical  Director  in  medical 
and  administrative  functions.  Knowledge  of  internal 
medicine,  rheumatology,  dermatology,  psychiatry,  or  in- 
fectious diseases  would  be  a plus.  Board  certification  or 
eligibility  preferred.  Salary  to  $25,000  plus  excellent 
career  opportunity.  Write  or  call  Chet  Young,  D.A.K. 
Brown  & Associates,  342  Madison  Ave.,  NYC  10017. 
Telephone  (212)  867-5530. 


PRACTICES  WANTED 


WANTED,  GENERAL  PRACTICE,  NEW  YORK  CITY. 
Box  967,  % NYSJM. 
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MISCELLANEOUS 


ISREAL  COINS  AND  MEDALS  FOR  COLLECTORS 
and  investor*.  Large  stock.  I specialize  only  in  Israel 
coins,  no  other  coin  business.  Will  work  very  close  to 
cost.  Be  it  100  Herzl  gold  coins  or  a 1970  proof  like  set, 
call  me.  Clifford  Sarokoff,  P.O.  Box  24,  Brooklyn,  N.Y. 
1 1223.  (212)  375-2304,  or  (212)  835-2734. 


PRACTICES  AVAILABLE 


AVAILABLE:  EQUIPPED.  ESTABLISHED  GENERAL 
practice  in  New  York’s  capital  district.  Nearby  accredited 
hospital  available  for  privileges.  45  minutes  to  teaching 
institution  for  graduate  study.  No  initial  investment; 
modest  rent  after  trial  period.  Peter  J.  Sacket,  M.D., 
101  Hilgert  Pkwy,  Schoharie,  N.Y.  12157. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE, 
available  full  or  part  time,  New  York  metropolitan  or 
rural  area.  New  York  license.  Box  969,  % NYSJM. 


NEW!  NEW!  NEW!  MED-TEMPS.  WORK  PILED  UP?? 
Behind  in  insurance  forms??  Girl  on  vacation??  Call 
us  for  temi>orary  aides,  receptionists,  medical  typists. 
Med-Assist,  Inc.,  751-1053. 


ANESTHESIOLOGIST,  WELL  TRAINED.  BOARD 
eligible,  seeks  nights  and  weekend  coverage  in  N.  Y.  C 
hospitals.  N.  Y.  license.  Box  968,  % NYSJM. 


EQUIPMENT 


Space  contributed  by  the  publisher  as  a public  service 


Use  Christmas  Seals. 

It’s  a matter 
of  life  and  breath. 

Fight  emphysema,  tuberculosis,  air  pollution. 


FOR  SALE:  CO  (60)  ROTATIONAL  THERAPY  UNIT 

with  source.  Excellent  condition  and  appearance.  Rea- 
sonably priced.  Call  Drs.  Zwanger  and  Pesiri.  (516)  SU 
1-8100. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BROOKLYN  2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 
0853. 


PSYCHIATRISTS’  OFFICE,  FURNISHED,  TO  SHARE. 
With  exception  of  Wednesday  evening  and  Saturday,  all 
hours  are  available.  Furnished  waiting  room  shared  with 
one  other  psychiatrist.  Located  in  professional  building 
on  79th  Street,  between  5th  and  Madison  Avenues.  Lease 
valid  until  October  1972.  Reasonable  terms.  Call  (212) 
928-2 106,  preferably  mornings  or  evenings. 


RYE  TOWN:  PORTCHESTER.  PROFESSIONAL 

space,  lobby  floor  in  new  luxury  elevator  apartment 
building,  fully  rented.  Prime  residential  area,  The  Im- 
perial, 377  Westchester  Ave.,  cor.  Leicester  St.,  or  phone 
(914)  939-6099. 


MAGNIFICENT,  CENTRALLY  AIR  CONDITIONED 
ranch,  with  fully  equipped  office,  X-ray,  prime  comer, 
heart  Dix  Hills,  Huntington.  Slate  center  hall,  formal 
dining  & living  rooms,  beamed  den  with  fireplace,  4 huge 
bedrooms,  maids’  room,  4 baths;  15  X 21  kitchen,  double 
garage,  extras.  Best  school  district.  Golf,  swimming  5 
min.  $77,000.  Terms  available.  Call  (516)  549-4630,  or 
write  Box  966,  % NYSJM. 


HOME  OFFICE  COMBINATION.  BEAUTIFUL  4 
bedroom  Colonial  home  on  1/»  acre.  800  sq.  ft.  office  at- 
tached. Professionally  landscaped,  underground  sprinkler 
system,  central  air-conditioning,  two  car  garage.  Many 
extras.  Suitable  for  G.P.  and  or  specialist.  On  main 
thoroughfare  with  own  service  road.  Call  (516)  586-1998. 
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A new  thyroid  function  information  system 
from  Ames,  specifically  for  office  use 


Ames  now  brings  you  a thyroid  information 
system  designed  to  help  you  assess/monitor  thyroid 
function  with  office  convenience  and  laboratory  accu- 
racy. This  new  system  is  made  up  of  THYRIMETER 
(Direct  Ratio  Reading  Gamma  Counter),  the  easiest- 
to-use,  automatic  ratio  readout  gamma  counter,  which 
gives  immediate  information  about  the  patient’s 
thyroid  status;  TRILUTE 1 1 (l2Sl  Column  T-3  Test),  the 
quickest  and  most  convenient  office  T-3  test,  requir- 
ing fewer  steps  and  only  approximately  20  minutes 
from  start  to  finish;  plus  the  specially  designed 


PATIENT  RECORD  CHART,  which  provides  an 
individualized  graphic  profile  of  the  response  to 
therapy. 

We  will  be  pleased  to  send  you  further  informa- 
tion if  you  will  fill  in  the  coupon  below  and  send  it  to 
us. 

Ames  Company 

orr  Division  Miles  Laboratories,  Inc.  '/ 

ddo  Elkhart,  Indiana  46514 


Ames  Company 

Division  Miles  Laboratories,  Inc  , | 
Elkhart,  Indiana  46514  | 

Dept.  JGB  / 


Gentlemen:  Please  send  me  more  information 
on  the  THYRIMETER/TRILUTE  Thyroid  Function 
Information  System. 


Name 


M.D. 


Address 


State 


Actual  size  of  THYRIMETER  is 
1414"  x 9 Li"  x TW  and  weight  is 
approximately  20  pounds. 
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NEW  YORK  CITY  AREA 


MONDAY,  NOVEMBER  16 

9:00  a. m.— 5:00  p.m. 

Post  Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 

SURGERY  OF  THE  ORBIT 

Given  under  the  direction  of 
JOHN  T.  SIMONTON,  M.D. 

FEE:  $60 

Write:  Jane  Stark,  Registrar,  at  above  address 


November  16,  1970  / November  30,  1970 

3:30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 
City  Hospital  Center  at  Elmhurst 

79-01  Broadway 
Elmhurst 

November  16 

Chromosomes  and  Malignancy 

KURT  HIRSCHHORN,  M.D. 

Mount  Sinai  School  of  Medicine 

November  23 

Alcoholic  Hyperlipemia;  "Zieve’s 
Syndrome” 

CHARLES  UEBER,  M.D. 

Bronx  V.A.  Hospital 

November  30 

The  Management  of  Bacterial  Meningitis 

SHALOM  HIRSHMAN,  M.D. 

Mount  Sinai  School  of  Medicine 


MONDAY,  NOVEMBER  16 

8 : 00  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Ophthalmology 

2 East  1 03rd  Street 

STEROIDS  AND  OCULAR 
THERAPEUTICS 

THEODORE  LIEBERMAN,  M.D. 

Mount  Sinai  School  of  Medicine 
MARTIN  E.  CORWIN,  M.D. 

New  Jersey  Medical  College 
PETER  LAIBSON,  M.D. 

Wills  Eye  Hospital,  Temple  University  Medical  School 
DAN  M.  GORDON,  M.D. 

New  York  Hospital,  Cornell  Medical  Center 
FREDERICK  THEODORE,  M.D. 

Manhattan  Eye  Ear  and  Throat  Hospital 
IRVING  H.  LEOPOLD,  M.D. 

Mount  Sinai  School  of  Medicine 


November  17  / November  19,  1970 

Columbia  University  School  of  Public 
Health  and  Administrative  Medicine 

21  Audubon  Avenue 

PUBLIC  HEALTH  LAW  ENFORCEMENT: 
ADMINISTRATIVE  HEARINGS 

FEE:  $75 

NOTE:  This  Course  was  announced  for  November  4—6 
in  an  earlier  edition  of  WHAT  GOES  ON.  We  were 
recently  notified  that  the  date  had  been  changed. 


TUESDAY,  NOVEMBER  17 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

31  0 East  1 4th  Street 

LACRIMAL  SAC  SURGERY 

Given  under  the  direction  of 
SAMSON  WEINGEIST,  M.D. 

Assisted  by 

EDMUND  KAHAN  and  ALVIN  H.  BRACKUP,  M.D.’s 
FEE:  $50 


10:00  a.m. 

Maimonides  Medical  Center 

4802  Tenth  Avenue 

Main  Building,  4th  Floor  Lecture  Hall 
Brooklyn 

Pediatric  Postgraduate  Conference 

ADVANCES  IN  PERINATAL 
HEMATOLOGY 

PHILIP  LANZKOWSKY,  M.D. 
Downstate  Medical  Center 

CREDIT:  C-l 


8 : 00  p.m. 

N.Y.U.  School  of  Medicine 

Alumni  Hall  Classroom  "B" 

550  First  Avenue 

1 1 th  Annual  Howard  Fox  Memorial  Lecture 

SUPPRESSED  IMMUNITY  AND  ITS 
EFFECTS  ON  THE  SKIN 

ROBERT  W.  GOLTZ,  M.D. 

University  of  Colorado  School  of  Medicine 


November  18,  1970  / November  20,  1970 

9:00  a.m.-5:00  p.m.,  Wednesday-Friday 

Post-Graduate  Institute  of  the  New  York 
Eye  and  Ear  Infirmary 

310  East  14th  Street 
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MICROSURGERY 


Given  under  the  direction  of 
GERALD  B.  KARA,  M.D. 
JORGE  N.  BUXTON,  M.D. 
ALFONSE  A.  CINOTTI,  M.D. 

FEE:  $175 


WEDNESDAY,  NOVEMBER  18 

9 :00-1  1 00  a.m. 

Boulevard  Hospital 

46-04  3 1 $t  Avenue 
Long  Island  City 

VESICULOBULLOUS  ERUPTIONS 
ASSOCIATED  WITH  INTERNAL 
DISORDERS 

ARTHUR  B.  HYMAN,  M.D. 

N.Y.U.  School  of  Medicine 

CREDIT:  C-l 


9 : 00  a.m.-3  : 00  p.m. 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

City  Hospital  Center  at  Elmhurst 
79-01  Broadway,  Elmhurst 

MANAGEMENT  OF  PATIENTS 
SUFFERING  FROM  STROKE 
(Acute  and  Convalescent  Phase) 

LAWRENCE  H.  WISHAM,  LAWRENCE  I.  KAPLAN, 
BEATRICE  KAPLAN,  M.D.'s  and  Associates 
Mount  Sinai  School  of  Medicine 

NO  FEE  CREDIT:  C-l 


* November  18,  1970  / December  17,  1970 

1 2 : 00—1  : 00  p.m. 

Columbia  University  P & S 

Columbia-Presbyterian,  Hanger  Amphitheater 
630  West  168th  Street 

CLINICAL  ELECTROCARDIOGRAPHY 

M.  IRENE  FERRER,  M.D. 

FEE:  $150 

‘Wednesdays  and  Thursdays  for  four  weeks — eight 
days  in  all. 

ADVANCED  CLINICAL 
ELECTROCARDIOGRAPHY 

M.  IRENE  FERRER,  M.D. 

Schedule  arranged  individually.  Four  to  six  weeks,  half 
days.  Prerequisite:  above  course. 

FEE:  $200 


WEDNESDAY,  NOVEMBER  18 

The  New  York  Academy  of  Medicine 
Section  on  Obstetrics  and  Gynecology 

2 East  103rd  Street 

THE  UNEXPECTED  HAZARD  OF 
ELECTIVE  ABORTION 


5 : 00  p.m. 

Manhattan  Eye  Ear  and  Throat  Hospital 

210  East  64th  Street 

OCULAR  MOTILITY  LECTURE  SERIES 

RICHARD  RASKIND,  M.D. 


5 : 00  p.m. 

Cornell  University  Medical  College 

1300  York  Avenue — Room  A-250 

Seminar  in  Nephrology 

CATION  TRANSPORT  PROCESSES  IN 
RED  BLOOD  CELLS 

JOSEPH  F.  HOFFMAN,  M.D. 

Yale  University  School  of  Medicine 


5 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Occupational  Medicine 
New  York  State  Society  of  Industrial 
Medicine  and  Greater  New  York  Association 
of  Industrial  Nurses 

2 East  103rd  Street 

WORK  A DAY  EYE  PROBLEMS  IN 
INDUSTRY 

ELEANOR  E.  FAYE,  M.D. 

Manhattan  Eye  Ear  and  Throat  Hospital 


8 : 00  p.m. 

New  York  Allergy  Society 

Park  1 00  Restaurant 
1 00  Park  Avenue 

IMMUNOGLOBULIN  E 

K.  Ishizaka,  M.D. 

Johns  Hopkins  Medical  School 


8 : 30  p.m. 

The  New  York  Academy  of  Medicine 
Section  on  Obstetrics  and  Gynecology 

2 East  103rd  Street 

BILIARY  TRACT  DISEASE  FROM 
ANTIQUITY 
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An  Historical  Account 


FRANK  GLENN,  M.D. 

New  York  Hospital — Cornell  University  Medical  Center 


8 : 30-1  0 : 00  p.m. 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  PSYCHODYNAMICS  OF 
PSYCHOPHARMACOLOGY  IN 
MEDICAL  PRACTICE 

JACK  SCHNEE,  M.D. 


THURSDAY,  NOVEMBER  19 

8 : 00  p.m. 

The  Harvey  Society 

The  Rockefeller  University 
Caspary  Hall 

York  Avenue  and  66th  Street 

DIFFERENTIATION  OF  ERYTHROID 
CELLS 

PAUL  A.  MARKS,  M.D. 

Columbia  University  P & S 


FRIDAY,  NOVEMBER  20 

8 : 00-9 : 30  a.m. 

Maimonides  Medical  Center,  Departments  of 
Pediatric  Services,  Obstetrics  and 
Gynecology,  and  Medicine,  Downstate 
Medical  Center  and  Kings  County  Chapter 
of  AAGP 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

APPROACH  TO  DIAGNOSIS  OF  THE 
ANEMIC  ADULT 

AARON  A.  ALTER,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1 


SATURDAY,  NOVEMBER  21 

9 : 00  a.m. 

Division  of  Cardiothoracic  Surgery  and  the 
Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 1 East  1 00th  Street 

L Menthol  Memorial  Lecture 

BLOOD  AND  EXTRACORPOREAL 
CIRCULATION 

HERBERT  W.  WALLACE,  M.D. 

University  of  Pennsylvania 


SUNDAY,  NOVEMBER  22 

9 : 00  a.m.-l  2 Noon 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

PULMONARY  DISEASE 

G.  EMMANUEL,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1  and  AAGP 


MONDAY,  NOVEMBER  23 

2 : 00-5  : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

A STRABISMUS  SYMPOSIUM 

JOSEPH  H.  GOLDSTEIN,  M.D. 

Guest  Panelists: 

PHILIP  KNAPP,  M.D. 

ROBISON  D.  HARLEY,  M.D. 

HAROLD  W.  BROWN,  M.D. 

NO  FEE 


SUNDAY,  NOVEMBER  29 

8 : 30  a.m.-l  : 00  p.m. 

The  Brookdale  Hospital  Center 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 

MANAGEMENT  OF  HYPERTENSION 

CREDIT:  C-1 

For  information  on  this  and  future  seminars  call  or  write: 
STANLEY  STARK,  M.D.,  at  the  above  address.  Tel. 
HY  5-6800. 


NEW  YORK  CITY  FUTURE  EVENT 


December  1,  1970  and  December  2,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

ALCOHOLISM 

In  cooperation  with  the  Alcoholism  Program,  New  York 
City  Health  Department 

FEE:  $50 
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ALBANY  FUTURE  EVENT 


January  5,  1971  / January  20,  1 97 1 

12th  MEDICAL  SEMINAR  CRUISE 
(Aboard  the  "Gripsholm”) 

Write:  GIRARD  J.  CRAFT,  M.D.,  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  Albany,  N.  Y.  1 2208. 


BROOME  COUNTY 


THURSDAY,  NOVEMBER  19 

11:00  a.m. 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 
Johnson  City 

Basic  Science  Seminar 

GASTRIC  SECRETION 

HANS  BRUNS,  M.D. 

CREDIT:  C-l  and  AAGP 

NOTE:  Medical  Grand  Rounds  will  be  held  at  10:00 
a.m.,  preceding  the  above  program. 


BUFFALO  AREA 


November  17,  1970  and  November  24,  1970 

11:30  a.m.,  Tuesdays 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Telephone  Lecture  Network  Programs 

November  17 

New  Analgesics  and  Anesthetics 

RICHARD  N.  TERRY,  M.D. 

Children’s  Hospital 

November  24 

Cancer  of  the  Prostate 

GERALD  P.  MURPHY,  M.D. 


November  1 9,  1 970  and  November  20,  1 970 

State  University  of  New  York  at  Buffalo 

MODERN  CONCEPTS  IN  CORONARY 
CARE 

Write  for  program:  Continuing  Medical  Education,  Main 
Street  Division,  School  of  Medicine,  221  1 Main  Street, 
Buffalo,  N.Y.  14214. 


TELEPHONE  LECTURE  NETWORK 

The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network 
covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaragus  and  Allegany  in  New  York  State 
and  Erie  County  and  McKean  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful 
to  all  physicians  presented  at  1 1 :30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children’s 
Hospital  sponsored  by  the  Deportment  of  Pediatrics  and 
presented  on  the  second  Friday  of  each  month  under  the 
direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Divi- 
sion of  Orthopedic  Surgery,  Department  of  Surgery,  and 
presented  on  the  fourth  Thursday  of  each  month  under  the 
direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


NASSAU  COUNTY 


WEDNESDAY,  NOVEMBER  18 

8 : 00  a.m. 

Mercy  Hospital 

1000  North  Village  Avenue 
Rockville  Centre 

1.  Surgical  Conference 
Nosocomial  Infections  in  Surgery 

HENRY  EISENBERG,  M.D. 

Long  Island  Jewish  Medical  Center 

2.  Normal  and  Altered  Function  of  Renin 
Angiotensin  Aldosterone  System 

GADDO  ONESTI,  M.D. 

Hahnemann  Medical  College  and  Hospital 


1 : 00-4  : 00  p.m. 

South  Nassau  Communities  Hospital,  in 
cooperation  with  the  Nassau  County 
Chapter,  National  Foundation,  and  the 
Education  Committee  of  the  Nassau 
Academy  of  General  Practice 

Assembly  Room 

2445  Oceanside  Road 

Oceanside 

1.  Fetal  Monitoring — Anti-Partum  and 
Intra-Partum 

2.  Cell  Culture  and  its  Use  in  Genetic 
Counseling 

Speakers 

EDWARD  M.  BOWE,  M.D.,  Columbia  University  P & S 
and  B.  SHANNON  DANES,  M.D.,  Cornell  University  Medi- 
cal Center 

CREDIT:  3 hours  by  Education  Commission  of  AAGP. 

Contact:  LEONARD  F.  ROSENZWEIG,  M.D.,  Dir.,  Dept, 

of  Pediatrics,  at  above  address. 
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ORANGE  COUNTY 


WEDNESDAY,  NOVEMBER  18 

1 : 30  p.m. 

St.  Luke’s  Hospital 

Third  Floor  Classroom 
Newburgh 

Graduate  Seminar  Program 

MANAGEMENT  OF  PEPTIC  ULCER- 
VALUE  OF  GASTROSCOPY 

JOEL  INGEGNO,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-1  and  AAGP 


SUFFOLK  COUNTY 


SUNDAY,  NOVEMBER  8 

10:00  a.m.-5:30  p.m. 

The  Suffolk  County  Chapter  of  the 
American  Academy  of  General  Practice 

Smithtown  Landing  Country  Club 
Smithtown 

A SYMPOSIUM  ON  INFECTIOUS 
DISEASES 

LOUIS  WEINSTEIN,  M.D. 

Tufts  University  School  of  Medicine 
EDMUND  D.  PELLEGRINO,  M.D. 

Health  Sciences  Center 
MORTON  A.  MADOFF,  M.D. 

Tufts  University  School  of  Medicine 

NO  FEE  CREDIT:  C-4 

Wives  of  Physicians  are  Welcome 


EVENTS  IN  EARLY  NOVEMBER 


THURSDAY,  NOVEMBER  5 

3 : 30  p.m. 

New  York  Eye  and  Ear  Infirmary 

14th  Street  and  2nd  Avenue 

MULTIPLE  SCLEROSIS— THE  DISEASE 
AND  ASSOCIATED  OCULAR  FINDINGS 

1.  Multiple  Sclerosis,  the  Disease 

DANIEL  S.  FELDMAN,  M.D. 

Downstate  Medical  Center 

2.  Ocular  Muscle  Involvement  in 
Multiple  Sclerosis 

SAMSON  WEINGEIST,  M.D. 

3.  The  Optic  Pathways  and  Visual  Fields 
in  Multiple  Sclerosis 

MORTIMER  R.  CHOLST,  M.D. 


TUESDAY,  NOVEMBER  10 

8 : 30  p.m. 

The  New  York  Psychoanalytic  Society 

2 East  1 03rd  Street 

ABRAHAM  A.  BRILL  MEMORIAL  LECTURE 

LATE  ADOLESCENCE:  DEVELOPMENTAL 
AND  CLINICAL  CONSIDERATIONS 

SAMUEL  RITVO,  M.D. 


November  14,  1970  and  November  15,  1970 

10:00  a.m.-Noon;  2:00-4:00  p.m. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

THE  GENETIC  BASIS  OF  BEHAVIOR 

EDWARD  GENDEL,  M.D. 

FEE:  $50 

Apply  to  Registrar  at  above  address 


PHYSICIANS’  PLACEMENT 


BUFFALO,  N.Y.,  Erie  County.  One  Anesthesiologist  to  |oin 
6-man  corporate  anesthesia  group,  including  nurse  anes- 
thestists. 

CONTACT:  NIALL  P.  MacALLISTER,  M.D.,  Deaconess  Hos- 

pital, Buffalo,  N.Y.  1 4208.  Tel.  71  6-886-4400. 


ELMIRA,  N.Y.,  Chemung  County,  want  Specialists  in  Radiol- 
ogy, Pediatrics  and  EENT. 

CONTACT:  WILLIAM  K.  NOWILL,  M.D.,  Pres,  of  Medical 

Staff,  Arnot-Ogden  Memorial  Hospital,  Roe  Avenue, 
Elmira,  N.Y.  14901.  Tel.  (607)  734-5221. 


GENESEO,  N.Y.,  Livingston  County,  needs  an  Internist  and/or 
a Pediatrician  to  help  form  a group  practice. 

CONTACT:  RALPH  C.  PARKER,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y. 
14620.  Tel.  71 6-275-4540. 


GREENE,  N.Y.,  Chenango  County,  needs  two  General  Prac- 
titioners. 

CONTACT:  MRS.  WILLIAM  D.  MARSLAND,  78  Genesee 

Street,  Greene,  N.Y.  1 3778.  Tels.  (607)  656-4998  or 
656-451  1. 


ROCHESTER,  N.Y.,  Monroe  County.  Internist. 

CONTACT:  ISADORE  J.  WILINSKY,  M.D.,  1250  St.  Paul 

Street,  Rochester,  N.Y.  14621. 


I 
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Helps  relieve  excessive  psychic  tension  and 
associated  depressive  symptoms.  Useful  when 
somatic  complaints  are  concomitants  of 
emotional  factors. 

Calming  effect  is  usually  prompt  and 
pronounced. 

Seldom  dulls  the  senses  or  interferes  with 
function;  however,  patients  should  be  warned 
against  engaging  in  hazardous  occupations 
requiring  complete  mental  alertness. 

Generally  well  tolerated;  most  common 
side  effects  have  been  drowsiness,  fatigue  and 
ataxia. 

Minimal  effects  on  respiration,  pulse  or 
heart  rate;  hypotension  has  been  encountered 
infrequently. 

Is  used  concomitantly  with  most  classes  of 
primary  medications. 

Flexible  dosage:  available  in  2-mg,  5-mg, 
10-mg  tablets. 

An  h.s.  dose  added  to  b.i.d.  or  t.i.d.  dosage 
encourages  a good  night’s  sleep  when  tension- 
induced  insomnia  is  part  of  the  menopausal 
syndrome. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused 
by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age.  Acute 
narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used 


adjunctively  in  convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizur  es. 
Advise  against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing 
age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions:  If  combined  with  other 
psychotropics  or-  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed. 

Usual  precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage 
to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical 
reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


J Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


Valium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


useful  in  psychoneurotic  states 
manifested  by  psychic  tension 
with  associated  depressive  symptoms 


You  see  her  from  45  to  55  with 


hot  flushes 
night  sweats 
fatigue 
headache 

palpitations 

emotional  distress 


TREAT  HER  WITH  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  PREMARIN  offers  specific,  effec- 
tive replacement  therapy  for  relief  of  menopausal 
symptoms— both  physical  and  emotional— due  to 
estrogen  deficiency.  It  usually  provides  a "sense 
of  well-being". ..  helps  many  patients  maintain  a 
more  positive  outlook. 

KEEP  HER  ON  PREMARIN  (Conjugated  Estro- 
gens, U.S.P.).  Continued  use  of  PREMARIN  after 
menopausal  symptoms  have  abated  can  help  pro- 
tect against  further  degenerative  changes  related 
to  estrogen  deficiency— changes  that  often  begin 
in  the  reproductive  organs  and  extend  rapidly  to 
body  tissues  and  skeleton. 

REPLACEMENT  THERAPY  AT  ANY  STAGE.  The 
estrogen  deficient  woman  can  benefit  from  long 
term  replacement  therapy  with  PREMARIN  at  any 
stage— whether  she  is  45  and  suffering  symptoms 
of  the  menopause ...  a grandmother  of  60  with 
atrophic  vaginal  tissue ...  or  an  even  more  elderly 
patient  with  osteoporosis.  PREMARIN  therapy  is  re- 
markably well  tolerated,  and  relatively  inexpensive. 

BRIEF  SUMMARY 

PREMARIN®  (Conjugated  Estrogens,  U.S.P.). 
Indication:  PREMARIN  is  specific  for  replacement 
therapy  of  the  estrogen  deficiency  state  character- 
istic of  the  menopause  and  the  postmenopause. 
Caution:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  1 week  rest  period— 


Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  Continuous  therapy  over  prolonged 
periods  of  time  may  produce  gynecomastia,  loss  of 
libido,  and  testicular  atrophy. 

Suggested  Usual  Dosage:  Menopausal  and  post- 
menopausal estrogen  deficiency— PREMARIN:  1 .25 
mg.  to  3.75  mg.  daily,  depending  on  severity  of 
symptoms.  Dosage  should  be  tailored  to  individual 
needs  of  patient.  Cyclic  administration  is  recom- 
mended (3  weeks  of  daily  estrogen  therapy  and 
1 week  off). 

If  patient  has  not  menstruated  within  last  two 
months  or  more,  cyclic  administration  is  started 
arbitrarily.  If  patient  is  menstruating,  cyclic  admin- 
istration is  started  on  day  5 of  bleeding. 

Note:  If  breakthrough  bleeding  occurs  (bleeding 
or  spotting  during  estrogen  therapy),  increase  es- 
trogen dosage  as  needed  to  stop  bleeding.  Con- 
tinue this  individualized  dosage  in  subsequent 
cyclic  regimen.  Failure  to  control  bleeding  or  un- 
expected recurrence  is  an  indication  for  curettage. 

Atrophic  vaginitis,  pruritus  vulvae:  Cyclically, 
1.25  mg.  to  3.75  mg.  or  more  is  given,  depending 
on  tissue  response  of  individual  patient. 

Available  in  4 potencies:  Tablets— No.  865—2.5 
mg.  (purple);  No.  866—1 .25  mg.  (yellow);  No.  867— 
0.625  mg.  (red);  and  No.  868—0.3  mg.  (green).  In 
bottles  of  1 00  and  1 ,000. 

AYERST  LABORATORIES 
7053  New  York,  N.Y.  10017 


Ayerst 


therapy  for  all  stages 
of  estrogen  deficiency 

NATURAL  ESTROGEN  THERAPY 

PREMARIN' 

BRAND  OF 

CON|UGATED 
ESTROGENS,  U.S.P 


New  York  State  Journal  of  Medicine 


Published,  twice  a month  by  the  Medical  Society  of  the  State  of  New  York,  copyright  1970  by  the  medical  society  of  the 
state  OF  new  York.  Editorial , Circulation,  and  Advertising  Office:  750  Third  Ave.,  New  York,  N.Y.  10017.  Publication 

Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  18042.  Change  of  Address:  Notice  should  state  whether  or  not  change  is 

permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required  to  effect  a change  of  address.  Fifty  cents  per  copy — 
$7.50  per  year.  Second-class  postage  paid  at  Easton,  Pa. 

POSTMASTER:  Send  POD  form  3579  to  New  York  State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y. 

10017. 


Contents 


NOVEMBER  15,  1970  VOLUME  70  NUMBER  22 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  expressed 
in  the  articles  contributed  by  individual  authors.  Contributions  accepted  for  original 
publication  only. 


Scientific  Articles 

2799  Observations  During  Hong  Kong  Influenza  Epidemic 

Rudolf  Deibel,  M.D.,  Walter  Decker,  M.S.,  and  Jack  Jacobs,  B.S. 

280G  Effect  of  Intramuscularly  Administered  Mercury  on  Determination  of  Protein- 
Bound  Iodine 

Bruce  F.  Boklan,  M.D.,  and  John  Rooney,  M.D. 

2809  A Schizoid  Life  Style 

Gabriel  V.  Laury,  M.D. 

2815  Binaural  Stimulation  of  Asphasic  Patients;  Effects  on  Oral  Reading 
Mary  B.  Mann,  Ph.D.,  and  Ronda  C.  Chubrich,  M.D. 

2818  Spontaneous  Subcapsular  Hematoma  of  Liver  During  Pregnancy 

Lawrence  J.  Severino,  M.D.,  Walter  L.  Freedman,  M.D.,  and  A.  P.  Mahesh- 
kumar,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

2822  Parkinson’s  Disease;  Part  II 

Robert  J.  Mones,  M.D. 

Case  Reports 

2829  Pulmonary  Nocardiosis  and  Empyema 

T.  Z.  Lajos,  M.D.,  B.Sc.,  F.R.C.S.(C),  and  S.  V.  Jarzylo,  M.D.,  C.M.,  D.M.R.(D) 

2838  Solitary  Actinomycoma  of  Internal  Oblique  Muscle 

Allen  Small,  M.D.,  Barton  Tanenbaum,  M.D.,  Bernard  S.  Levowitz,  M.D.,  and 
Eugene  Edelman,  M.D. 

continued  on  page  2760 

2758  New  York  State  Journal  of  Medicine  / November  15,  1970 


At  your  fingertips: 
a miniature  office  laboratory 


Ames/BMI  Blood  Analyzer 

for  14  convenient,  accurate  blood  chemistries 


It's  a miniature  office  laboratory  that  lets  you 
do  14  different  blood  chemistries  right  in  your  office 
conveniently,  accurately,  rapidly,  and  economically. 
It’s  an  on-the-spot  blood  information  system  which 
combines  with  your  clinical  judgement  to  give  a more 
scientific  basis  for  diagnosis  and  therapy.  You  can  do 
Albumin,  Alkaline  Phosphatase,  BUN.  Bilirubin, 
Cholesterol,  Oxyhemoglobin,  Cyanmethemoglobin, 
Creatinine,  Total  Protein,  True  Glucose,  PSP  (urine), 
SGOT,  SGPT,  Uric  Acid,  and  Globulin  by  derivation. 

Most  tests  can  be  run  in  less  than  15  minutes 
including  incubation  time,  with  an  average  operator's 
time  of  only  two  minutes.  All  tests  can  be  performed 
after  just  a few  hours  of  training.  The  AMES/BMI  Blood 
Analyzer  lets  you  observe  and  control  test  factors 
and  obtain  results  while  the  patient’s  clinical  picture 
is  fresh  in  your  mind  — often  while  the  patient  is  still  in 
the  office  What  could  be  more  convenient? 

Reagents  are  available  as  prepackaged  kits 
(containing  all  the  necessary  reagents  and  supplies 
required)  or  in  bulk  form  for  economy 


1 Mail  to  AMES  Company 
I Division  of  Miles  Laboratories,  Inc. 

I Elkhart,  Indiana  46514 
I Dept:  JGB 

I □ Please  send  me  further  information  on  the 
I AMES/BMI*  Blood  Analyzer. 

I □ I would  like  a demonstration  of  the  AMES/BMI 
I Blood  Analyzer  in  my  office. 

I 

I Name 

I Address 

\ City State 

\ Zip  Code Phone 

! Ames  and  BMI  are  trademarks  of  Ames  Company 
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Ames  Company 

sei  Division  of  Miles  Laboratories,  Inc 
Elkhart,  Indiana  46514 


39770 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


2835  Leukemia  Cutis  Manuum 

Herbert  Ausubel,  M.D.,  F.A.C.P.,  Milton  L.  Levine,  M.D.,  F.A.C.P.,  and  Lewis 
Shapiro,  M.D.,  F.A.C.P. 

2838  Reversible  Acute  Renal  Failure  After  Anuria  Following  Hypovolemic  Shock 

David  S.  David,  M.D.,  Peter  Bloom,  A.B.,  James  Asaph,  M.D.,  Gabriel 
Schwartz,  M.D.,  and  Robert  Riggio,  M.D. 

Special  Articles 

2840  Attitudes  of  Physicians  to  Nurses 

Deanna  R.  Pearlmutter , R.N.,  M.Ed.,  and  Gloria  Marmar  Warmer,  M.D. 

2847  Why  Automated  Multiphasic  Health  Testing  Programs? 

Charles  Weller,  M.D.,  F.A.C.P. 


Editorials 


2793 

Masthead 

2777 

Medical  Meetings 

2794 

Information  for  Authors 

2783 

Necrology 

2795 

Irving  Leonard  Ershler,  M.D. 

2790 

Book  Notes 

2796 

1971  Annual  Convention  An- 
nouncement 

General 

2788 

2851 

Index  to  Advertising 

Index  to  Advertisers 
Index  to  Products 

2762 

State  Society  Officers 

2852 

Classified  Advertising 

2764 

2768 

Books  Received 
Month  in  Washington 

2857 

What  Goes  On 

2760  New  York  State  Journal  of  Medicine  / November  15,  1970 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


OTE:  The  high  therapeutic  index 
Trocinate  permits  its  adminislra- 
m in  dosage  sufficient  to  relieve 
tooth  muscle  spasm  promptly. 

) mg.  dosage  usually  creates  a 
erapeutic  blood  level.  In  reducing 
age  ajler  relief,  lengthening  the 
e between  dosage  rather  than  lessen- 
the  recommended  dose  is  preferable, 
e prompt  direct  action  allows  a 
sciousness  of  the  frst  suggestion  of 
turn  of  symptom  ...  a guide  to  dose 
sing  and  to  determining  when  treat - 
is  complete.  A prescription  for 
or  sixteen  J00  mg.  tablets  will 
correct  spasm  and  leave  a few 
for  a resent. 


TROCINATE 

Brand  THIPHENAMIL  HC1 

400  mg./ 100  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu* 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  ...  the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (7.  Urol. 
73:487-93 ) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 
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Give  your  patients 

rest  from  pain  Empirin  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— 
May  be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi, 
Caffeine  gr.  V2 . 


B.W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Pediatric  Neurology.  By  Ingrid  Ganistorp, 
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The  Sensory  Control  of  Posture  and  Movement. 
A Review  of  the  Studies  of  Derek  Denny- 
Brown.  By  Orthello  R.  Langworthy,  M.D. 


° Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 
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bound, $7.95. 
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numbers  a year).  Cloth,  $21  per  year. 

Wine  and  the  Digestive  System.  A Selected 
Annotated  Bibliography.  By  Salvatore  Pablo 
Lucia,  M.D.  Octavo  of  157  pages.  San  Fran- 
cisco, Fortune,  House,  1970.  Cloth,  $3.50. 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  Hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

’with  the  defoaming  action  of  simethicone 

, — , 


I Stuart  i 

V ' PHARMACEUTICALS  Pasadena.  Calif.  91109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


PUBLISHED  TO  REPLACE  A PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERED  MISLEADING 


The  Food  and  Drug  Administration  has  requested  that  we  bring  to  your  attention 
a recent  promotional  campaign  for  Garamycin  Injectable  (gentamicin  sulfate)  which 
featured  a nationwide  in-vitro  hospital  survey  involving  a comparison  of 
sensitivity  patterns  of  Garamycin  Injectable  and  seven  other  antibiotics. 


The  FDA  considers  the  advertising  misleading  in  several  respects  such  as : 


The  in-vitro  chart  contained  in  the  ads,  which  compared  Garamycin  Injectable 
with  seven  other  antibiotics,  implied  that  Garamycin  Injectable  is  clinically  more 
effective  than  the  seven  other  compared  antibiotics.  THE  FACTS  ARE  (1 ) THAT 
DIRECT  EXTRAPOLATION  OF  NONCLINICAL  FINDINGS  TO  CLINICAL 
EFFECTIVENESS  IS  UNWARRANTED,  AND  (2)  THAT  THE  ADVERTISED 
IN-VITRO  COMPARISONS  DO  NOT  CONSTITUTE  A VALID  BASIS  FOR 
SUGGESTING  THAT  GARAMYCIN  INJECTABLE  HAS  GREATER  CLINICAL 
EFFECTIVENESS  THAN  THE  COMPARED  ANTIBIOTICS. 


The  in-vitro  chart  and  information  contained  under  the  ad  heading,  "Indications" 
presented  in-vitro  data  results  in  such  a way  as  to  imply  that  the  drug  is  indicated 
for  Gram-positive  bacteria,  such  as  Staphylococcus  aureus.  GARAMYCIN  INJECTABLE 
IS  NOT  APPROVED  FOR  INFECTIONS  DUE  TO  ANY  GRAM-POSITIVE 
ORGANISMS. 


We  emphasize  that  Garamycin  Injectable  is  approved  for  use  only  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudomonas 
aeruginosa,  and  species  of  indole-positive  and  indole-  negative  Proteus, 
Escherichia  coli,  and  Klebsiella-Aerobacter. 
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gentamicin  I sulfate 
injection 


Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg. 
gentamicin 

BRIEF  SUMMARY 

INDICATIONS  GARAMYCIN  Injectable  is  clinically  effective 
in  infections  due  to  susceptible  strains  of  gram  negative 
bacteria,  including  Pseudomonas  aeruginosa,  and  species 
of  indole-positive  and  indole-negative  Proteus,  Escherichia 
coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies  should 
be  conducted  to  identify  the  causative  organism  and  to 
determine  its  sensitivity  to  gentamicin  sulfate.  Sensitivity 
discs  of  the  drug  are  available  for  this  purpose.  If  the  sus- 
ceptibility tests  indicate  that  the  causative  organism  is 
resistant  to  gentamicin  sulfate,  other  appropriate  antibiotic 
therapy  should  be  instituted. 

This  drug  should  be  limited  to  the  treatment  of  serious 
infections  caused  by  gram-negative  bacteria,  particularly 
Pseudomonas  aeruginosa,  Proteus  and  other  susceptible 
organisms,  with  due  regard  for  relative  antibiotic  toxicity. 
Therefore,  the  drug  should  be  considered  for  use  against 
gram-negative:  1.  Bacteremia;  2.  Infected  surgical  wounds; 
3.  Severe  soft  tissue  infections,  including  burns  compli- 
cated by  sepsis;  4.  Respiratory  tract  infections;  and  5. 
Selected  cases  of  urinary  tract  infection. 
CONTRAINDICATIONS  GARAMYCIN  Injectable  is  contrain- 
dicated in  individuals  with  a history  of  hypersensitivity  or 
toxic  reactions  to  gentamicin. 

WARNINGS  Patients  receiving  treatment  with  GARAMYCIN 
should  be  under  close  clinical  observation  because  of  the 
toxicity  associated  with  the  use  of  this  drug.  Ototoxicity, 
vestibular  and  auditory,  can  occur  in  patients,  primarily 
those  with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer  periods  or  with 
higher  doses  than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and 
this  should  be  kept  in  mind  when  it  is  used  in  patients  with 
pre-existing  renal  impairment.  Kidney  function  diminished 
by  infection  of  the  upper  urinary  tract  may,  however,  im- 
prove during  effective  treatment  with  GARAMYCIN 
Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs 
such  as  streptomycin  and  kanamycin  or  of  potentially 
nephrotoxic  drugs  such  as  polymyxin,  colistin,  and  kana- 
mycin with  gentamicin  sulfate  has  not  been  shown  to  afford 
any  clinical  advantages  and,  moreover  may  result  in  addi- 
tive toxicity.  Monitoring  of  vestibular,  cochlear,  and  renal 
function  will  provide  guidance  for  therapy  in  such  cases. 
PRECAUTIONS  In  patients  with  impaired  renal  function  in 
whom  serious  infection  develops,  serum  concentrations  of 
the  drug  may  rise,  with  consequently  increased  risk  of 
ototoxicity.  In  these  patients  or  in  those  in  whom  recom- 
mended dosage  or  duration  of  therapy  must  be  exceeded 


as  a life-saving  measure,  routine  studies  of  kidney  function 
should  be  performed  when  possible.  These  may  be  supple- 
mented by  evaluation  of  the  vestibular  and  auditory  func- 
tion and  measurement  of  serum  concentration  of  the  drug 
when  feasible.  Serum  concentration  of  gentamicin  should 
be  maintained  below  the  range  of  10-12  mcg./ml.  to  reduce 
risk  of  ototoxicity. 

Ordinarily,  treatment  should  not  be  given  for  more  than 
7 to  10  days  or  be  repeated  unless  required  for  serious  in- 
fection not  responsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  GARAMYCIN 
Injectable  may  occasionally  result  in  overgrowth  of  non- 
sensitive organisms.  If  superinfection  occurs,  appropriate 
therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal 
ototoxicity  or  nephrotoxicity  have  not  been  established. 
Studies  in  pregnant  animals  have  not  revealed  teratogenic 
or  ototoxic  effects  in  the  fetus.  GARAMYCIN  Injectable 
should  not  be  used  in  pregnant  patients  or  in  women  of 
childbearing  age  unless  its  use  is  deemed  advisable  by  the 
physician. 

ADVERSE  REACTIONS  The  overall  incidence  of  ototoxicity 
considered  related  to  treatment  with  GARAMYCIN  Injectable 
was  2.8  per  cent  (16  of  565  patients).  Contributory  factors 
(two  or  more  factors  were  relevant  to  most  patients)  were 
as  follows:  10  had  azotemia,  10  received  a total  of  1 gram 
or  more  of  the  drug,  7 had  recently  received  other  poten- 
tially ototoxic  antibiotics  (streptomycin  or  kanamycin),  and 
5 were  over  60  years  of  age.  Six  also  had  decreased  high- 
tone  hearing  acuity,  which  returned  to  or  toward  normal  in 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  pa- 
tients showed  increases  in  BUN  that  were  probably  related 
to  treatment  with  GARAMYCIN  Injectable.  Of  20  increases 
probably  or  possibly  related  to  treatment,  7 were  reversible, 
9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were 
one  instance  each  of  urticaria,  decreased  hematocrit,  and 
reversible  depression  of  granulocytes  with  normal  bone 
marrow.  Other  rarely  reported  and  possibly  treatment- 
related  adverse  reactions  were  anemia,  increased  reticulo- 
cyte count,  rash,  purpura,  drug  fever,  hypotension,  con- 
vulsions, twitching,  salivation,  nausea,  vomiting,  increased 
transaminase  activity  (SG0T  or  SGPT),  increased  serum 
bilirubin,  decreased  serum  calcium,  and  joint  pain. 
PACKAGING  GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multi- 
ple-dose vials,  for  intramuscular  administration. 
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The  American  Medical  Association  empha- 
sized that  the  quality  of  medical  care  should 
not  be  sacrificed  for  the  sake  of  economy  in 
government  health  care  programs. 

William  0.  LaMotte  Jr.,  M.D.,  of  Wilming- 
ton, Delaware,  chairman  of  the  AMA’s  Council 
on  Legislation,  in  testimony  at  a Senate  Fi- 
nance Committee  hearing  on  proposed  changes 
in  Medicare  and  Medicaid,  repeatedly  stressed 
the  importance  of  assuring  high  quality  medical 
care. 

He  also  pointed  out  the  advantages  of  the 
AMA’s  plan  for  review  of  physicians’  services 
aimed  at  holding  down  costs  over  an  alterna- 
tive proposal  before  the  committee.  The  AM  A 
supported  a provision  of  the  proposed  legisla- 
tion that  would  provide  for  physical  therapy 
services  but  opposed  including  chiropractic 
services  under  Medicare. 

Dr.  LaMotte  said  that  there  should  be  pilot 
projects  before  a “Health  Maintenance  Organi- 
zation” program  is  started  nationwide.  A health 
maintenance  organization  would  provide  both 
hospitalization  and  physicians’  services  for 
Medicare  patients  for  a fixed  per  capita 
amount. 

“There  are  questions  regarding  in-fact  cost 
savings,  as  well  as  the  quality  of  health  care, 
which  may  be  provided  when  there  are  eco- 
nomic incentives  to  providers  to  reduce  utiliza- 
tion,” the  AMA  spokesman  said.  “We  wish  to 
assure  that  Medicare  patients  uniformly  re- 
ceive the  best  quality  care. 

“To  this  point  of  quality  care,  we  have  one 
additional  concern.  As  defined  in  the  bill,  the 
health  maintenance  organization  may  be  a ‘for- 
profit’  organization  and  one  managed,  con- 
trolled, and  operated  by  lay  persons.  Under 
such  circumstances,  the  incentive  for  profit 
and/or  lack  of  the  basic  essentials  of  knowl- 
edge, training,  and  experience  in  medical  mat- 
ters could  result  in  the  patient  being  furnished 
less  than  optimum  quality  care.  To  avoid  such 
a result,  we  recommend  that  organizations  de- 
livering health  care  should  be  under  the  con- 
trol and  guidance  of  medical  personnel.” 

Dr.  LaMotte  also  questioned  the  desirability 
of  a provision  that  would  restrict  payments  to 
institutions. 

“Will  this  section  create  different  classes  of 
services  based  on  the  ability  or  desire  of  pa- 
tients to  pay  for  additional  services?”  Dr.  La- 
Motte asked.  “A  goal  of  Medicare  was  to  make 
available  to  all  persons  over  sixty-five  years  old 
the  same  level  of  health  care  available  to  other 
individuals.  Has  that  goal  now  been  changed?” 

He  assured  the  committee  that  the  nation’s 
physicians  as  a group  “share  the  concern  of 
the  public  and  Congress”  concerning  rising 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
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health  care  costs.  But,  he  said,  the  AMA  must 
oppose  a provision  that  would  substitute  an 
arbitrary  statutory  limitation  on  physicians’ 
fees  for  the  “reasonable”  fee  now  allowed.  He 
said  cost  factors  were  too  complex  for  such  a 
simple  solution,  and  that  the  arbitrary  limita- 
tion would  make  the  medical  profession  the  only 
sector  of  the  nation’s  economy  under  price  or 
wage  controls. 

As  for  utilization  or  peer  review,  Dr.  La- 
Motte said  the  AMA  objects  “most  forcefully” 
to  a provision  of  the  pending  legislation  that 
would  have  nonmedical  groups  act  as  review 
teams  and  pass  judgment  on  medical  services. 

Following  Dr.  LaMotte’s  testimony,  the 
committee  modified  somewhat  the  professional 
review  amendment  sponsored  by  Senator  Wal- 
lace F.  Bennett,  of  Utah,  second-ranking  Re- 
publican on  the  committee,  after  he  earlier 
heard  an  AMA  spokesman  advocate  the  prin- 
ciple of  peer  review. 

The  modified  version  relaxed  a requirement 
for  preadmission  clearance  to  hospitals  for  elec- 
tive surgical  procedures  to  leave  the  matter  of 
such  a requirement  to  review  agencies.  But 
the  committee  version  would  permit  the  Secre- 
tary of  Health,  Education,  and  Welfare  to  enter 
into  agreements  with  organizations  or  agencies 
other  than  state  medical  societies  for  admin- 
istering the  review  programs  in  areas  of  300  or 
more  physicians.  The  AMA  contended  strongly 
that  the  responsible  agencies  should  be  only 
state  medical  societies. 

Meade  Whitaker,  tax  legislative  counsel  for 
the  U.S.  Treasury  Department,  asked  the  com- 
mittee to  add  a provision  to  the  legislation  that 
would  require  health  insurance  companies  and 
carriers  to  report  unassigned  payments  to  phy- 
sicians and  other  providers  of  health  care.  Un- 
assigned payments  go  directly  to  patients  to 
be  given  by  them  to  their  physicians.  A similar 
proposal  was  omitted  from  last  year’s  tax  re- 
form legislation  by  a House-Senate  conference 
committee. 

The  AMA,  along  with  the  insurance  carriers 
and  the  Department  of  Health,  Education,  and 
Welfare,  have  opposed  mandatory  reporting  by 
carriers  of  unassigned  payments  on  the  grounds 
that  it  would  be  difficult  and  costly  to  furnish 
the  data  and  that,  in  many  instances,  the  pa- 
tient might  not  have  passed  along  the  payment 
to  the  physician.  This  last  circumstance  un- 
fairly would  put  on  the  physician  the  burden 
of  proving  that  he  did  not  receive  such  income. 

Whitaker  said  the  Internal  Revenue  Service 
had  found  that  more  than  half  of  3,000  physi- 
cians who  received  $25,000  or  more  in  govern- 
ment Medicare  or  Medicaid  payments  in  1968 
failed  to  report  a substantial  amount  of  their 
income  to  the  tax  agency. 

continued  on  page  2770 
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continued  from  page  2768 

The  audits  were  ordered  after  the  Senate 
committee  raised  the  question  of  whether  or 
not  physicians  receiving  large  annual  payments 
under  the  government  medical  care  programs 
were  paying  income  taxes  on  all  of  it. 

“Preliminary  results  indicate  a number  of 
instances  of  substantial  unreported  income, 
including  some  where  the  omission  exceeds 
$100,000,”  Whitaker  said. 

The  committee  had  turned  over  to  the  IRS 
the  names  of  11,000  doctors  who  had  received 
Medicare  or  Medicaid  payments  exceeding 
$25,000  in  1968.  Whitaker  said  4,000  of  the 

11.000  doctors  “justified  detailed  audit”  and 

3.000  of  the  audits  were  nearly  complete,  and 
that  “about  half  of  the  3,000  we  audited  will 
come  up  with  substantial  deficiencies”  in  re- 
ported income. 

Senator  Russell  B.  Long  (Democrat,  Louisi- 
ana) said  the  investigation  had  disclosed  a 
“vast  area  of  tax  cheating”  and  urged  the  IRS 
to  initiate  criminal  prosecutions  against  physi- 
cians who  had  hidden  their  Medicare  or  Medi- 
caid income. 

Long  added  that,  so  far  as  he  could  see,  the 
AMA  “from  the  ethical  point  of  view  on  taxes, 
has  been  completely  forthright  and  honorable 
and  sought  to  shield  no  one.” 

Long  agreed  with  the  AMA  as  to  not  includ- 
ing chiropractic  services  in  the  Medicare  pro- 
gram. He  told  a chiropractic  spokesman  testify- 
ing before  the  committee : 

“Insofar  as  you  can  convince  me  that  you 
are  doing  somebody  some  good,  I would  be 
willing  to  cooperate,  but  I am  not  inclined  to 
cooperate  when  I am  not  convinced  that  you 
have.  My  feeling  is  the  only  time  a chiroprac- 
tor tried  it  on  me  it  didn’t  do  any  good,  so  I 
guess  I am  prejudiced  by  that.” 

The  Nixon  Administration  came  out  strongly 
against  the  cradle-to-grave  comprehensive  na- 
tional health  insurance  legislation  sponsored 
by  Senator  Edward  M.  Kennedy  (Democrat, 
Massachusetts)  and  supported  leaders  of  or- 
ganized labor  unions. 

John  G.  Veneman,  Under  Secretary  of 
Health,  Education,  and  Welfare,  testified  be- 
fore the  Senate  Committee  on  Labor  and  Pub- 
lic Welfare,  that  the  program  that  would  be 
provided  by  the  legislation  “is  not  a proper  or 
workable  approach  to  the  solution  of  the  health 
problems  of  this  nation”  and  would  cost  $77 
billion  in  the  first  year  of  full  operation. 

This  year  the  committee  held  hearings  on  the 
legislation  only  to  publicize  it  and  to  provide  a 
forum  for  its  supporters  to  expound  their  views. 
The  sponsors  resorted  to  a gimmick,  a change 
in  the  financing  provision,  to  get  it  before  the 
labor  and  public  welfare  panel  after  it  first 
was  sent  to  the  finance  committee  which  ordi- 
narily handles  such  legislation.  The  same 
maneuver  was  used  in  1949  to  get  a hearing  on 
President  Truman’s  national  health  insurance 


proposal.  Senator  Kennedy  and  six  cosponsors 
of  his  legislation  are  members  of  the  labor  and 
public  welfare  committee. 

“There  are  those  who  insist  that  the  present 
system  is  sound  and  should  be  left  alone,”  Vene- 
man said.  “Others  demand  that  we  throw  out 
the  baby  with  the  bath  water  and  replace  our 
pluralistic  health  enterprise  with  some  mono- 
lithic scheme  in  which  the  Federal  government 
controls  everything. 

“I  think  both  points  of  view  are  wrong.  The 
deep  troubles  of  the  health  care  enterprise  have 
been  nurtured  by  many  factors,  not  the  least 
of  which  is  past  failure  to  plan  and  prepare  for 
the  soaring  demand  that  observant  people 
knew  was  coming.  But  I do  not  believe  that 
past  neglect  means  that  we  now  have  to  start 
over  and  pursue  some  course  of  action  that 
would  be  entirely  alien  to  our  basic  traditions. 

“The  central  issue,  over  and  above  the  in- 
conceivable commitment  of  general  fund  reve- 
nues for  S.  4323,  is  whether  such  a drastic 
abandonment  of  existing  mechanisms  in  our 
health  care  system  is  necessary  to  remedy  the 
defects  in  the  system  and  whether,  in  fact,  it 
may  not  create  more  problems  than  it  will 
solve.  . . . 

“Government  is  currently  purchasing  more 
than  36  per  cent  of  the  total  output  of  the 
health  care  system.  This  figure  indicates  that 
the  use  of  its  purchasing  power  is  probably  the 
government’s  primary  source  of  leverage  to 
initiate  changes  in  the  organization  and  de- 
livery of  health  care.  As  government  becomes 
more  involved  in  financing  it  also  has  a greater 
responsibility  to  remedy  the  defects  in  the 
system. 

“The  question  now  is  whether  we  should  di- 
vert revenues  needed  for  income  maintenance, 
nutrition,  environment,  housing,  and  other 
health-related  efforts  and  concentrate  on  cre- 
ating the  Federal  system  of  health  financing 
proposed  in  S.  4323.  To  do  so  would  assume 
the  failure  of  the  measures  currently  proposed 
to  correct  defects  in  the  present  mixed  public- 
private  health  system. 

“In  short,  we  (the  Administration)  have 
made  substantive  recommendations  for  improv- 
ing the  organization  and  delivery  of  services, 
for  increasing  the  efficiency  of  the  health  care 
industry,  and  for  stimulating  necessary  reor- 
ganization and  redistribution,  through  financ- 
ing mechanisms.  We  are  very  much  aware  of 
the  urgent  need  for  solution  of  many  problems 
in  the  financing  and  delivery  of  care  and  have 
committed  ourselves  to  an  insurance  program 
to  provide  protection  to  low-income  families 
with  children. 

“However,  we  have  serious  reservations 
about  the  desirability  of  embarking  on  a pro- 
gram like  S.  4323  that  will  protect  not  only  the 
unprotected  but  those  with  substantial  cover- 
age and  that  will  radically  restructure  the 
health  financing  and  health  service  industry 
without  having  tested  the  instruments  of 
change.” 
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Marked  antianxiety  action . . . 

The  antianxiety  effect  of  Sinequan 
(doxepin  HCI)  was  compared  to  that  of 
either  diazepam  or  chlordiazepoxide  in 
ten  double-blind  studies'  2 of  422  patients 
with  psychoneurotic  anxiety  An  analysis 
of  the  symptom  rating  scales  revealed  that 
Sinequan  was  unsurpassed  by  the  two 
tranquilizers  in  treating  a broad  range  of 
anxious  symptomatology. 

Global  evaluation  of  the  double-blind 
studies  also  expressed  the  comparative 
effectiveness  of  Sinequan 
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Overall  evaluations'  of  patients  treated 
with  Sinequan  revealed  that: 

□ 84%  of  263  patients  with  symptoms  of 
anxiety  showed  marked,  moderate,  or  slight 
improvement 

□ 87%  of  40  patients  with  symptoms 

of  anxiety  accompanying  organic  disease 
showed  marked,  moderate,  or  slight 
improvement 

□ 83%  of  1 42  patients  with  symptoms 

of  anxiety  and  depression  showed  marked, 
moderate,  or  slight  improvement. 
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Johnstone.  E E and  Claghorn.  J L Curr  Ther  Res.  10:514.  Oct..  1968 
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Analysis  of  standard  symptoms  rating  scales1 
proved  the  effectiveness  of  Sinequan  (doxepin 
HCI)  in  decreasing  the  intensity  and  incidence  of 
the  most  prevalent  psychoneurotic  symptoms: 


Symptom 

Improvement  with  Sinequan 

Anxious  Mood 

74%  (59  of  80  patients4) 

Fears 

73%  (48  of  66  patients4) 

Difficulty  in 
decision-making 

63%  (12  of  19  patients'1) 

Tension 

79%  (63  of  80  patients4) 

Depressed  Mood 

72%  (50  of  69  patients4) 

Loss  of  interest 

73%  (11  of  15  patients') 

Social  Withdrawal 

62%  (13  of  21  patients6) 

Somatic  Symptoms 
(General) 

76%  (31  of  41  patients4) 

Respiratory 

Symptoms 

83%  (19  of  23  patients4) 

Gastrointestinal 

Symptoms 

77%  (54  of  70  patients4) 

Cardiovascular 

Symptoms 

67%  (14  of  21  patients4) 

Insomnia 

73%  (53  of  73  patients4) 

Rating  scales  used  for  symptom  evaluation 

a.  Hamilton  Anxiety  Scale  (Modified) 
b Wittenborn  Symptom  Rating  Scale 
c.  Anxiety  Check  List 
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studies,  Sinequan  (doxepin  • HCI)  has  been  shown  to 
have  marked  antianxiety  and  significant  antidepressant 
activity  Sinequan  (doxepin  • HCI)  is  recommended  for 
the  treatment  of 

(1)  Patients  with  psychoneurotic  anxiety  and/or  depressive  reactions.  (2)  Mixed  symp- 
toms of  anxiety  and  depression.  (3)  Alcoholic  patients  with  anxiety  and/or  depression. 
(4)  Anxiety  associated  with  organic  disease.  (5)  Psychotic  depressive  disorders  includ- 
ing involutional  depression  and  manic-depressive  reactions 

The  target  symptoms  of  psychoneurosis  that  respond  particularly  well  to  Sinequar 
(doxepin • HCI)  include  anxiety,  tension,  depression,  somatic  symptoms  and  concerns 
insomnia,  guilt,  lack  of  energy,  fear,  apprehension  and  worry. 

In  those  patients  in  whom  anxiety  masks  the  depressive  state,  Sinequan  (doxepin-HCi; 
is  of  particular  value  since  it  exerts  a potent  antidepressant  effect  as  well  as  anti 
anxiety  activity. 

Patients  who  have  failed  to  respond  to  other  antianxiety  or  antidepressant  drugs  ma; 
benefit  from  treatment  with  Sinequan  (doxepin  • HCI). 

Clinical  experience  has  shown  that  Sinequan  (doxepin • HCI)  is  safe  and  well  toler 
ated  even  in  the  elderly  patient. 

In  a large  series  of  patients  systematically  observed  for  withdrawal  symptoms,  nom 
were  reported.  This  is  consistent  with  the  virtual  absence  of  euphoria  as  a side  effec 
and  the  lack  of  addiction  potential  characteristic  of  this  type  of  chemical  compound. 
Contraindications.  Sinequan  (doxepin • HCI)  is  contraindicated  in  individuals  who  havi 
shown  hypersensitivity  to  the  drug. 

Sinequan  (doxepin  • HCI)  is  contraindicated  in  patients  with  glaucoma  or  a tendenc; 
to  urinary  retention. 

Warnings.  Usage  in  Pregnancy:  Sinequan  (doxepin  • HCI)  has  not  been  studied  in  ttv 
pregnant  patient.  It  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  c 
the  physician,  it  is  essential  for  the  welfare  of  the  patient,  although  animal  reproduc 
tive  studies  have  not  resulted  in  any  teratogenic  effects. 

Usage  in  Children:  The  use  of  Sinequan  (doxepin  • HCI)  in  children  under  12  years  c 
age  is  not  recommended,  because  safe  conditions  for  its  use  have  not  been  establishec 

MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  followin' 
the  concomitant  use  of  certain  drugs  with  MAO  inhibitors.  Therefore,  MAO  inhibitor 
should  be  discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therap 
with  Sinequan  (doxepin • HCI).  The  exact  length  of  time  may  vary  and  is  depender 
upon  the  particular  MAO  inhibitor  being  used,  the  length  of  time  it  has  been  admin 
istered,  and  the  dosage  involved. 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  this  drug,  patients  should  b 
warned  of  the  possibility  and  cautioned  against  driving  a car  or  operating  dangerou 
machinery  while  taking  this  drug. 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiatec 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient  and  may  remain  so  unt 
significant  improvement  has  occurred,  patients  should  be  closely  supervised  during  th 
early  course  of  therapy. 

Although  Sinequan  (doxepin  • HCI)  has  significant  tranqui I izing  activity,  the  possibi 
ity  of  activation  of  psychotic  symptoms  should  be  kept  in  mind. 

Other  structurally  related  psychotherapeutic  agents  (e.g.,  iminodibenzyls  and  diber 
zocycloheptenes)  are  capable  of  blocking  the  effects  of  guanethidine  and  similarl 
acting  compounds  in  both  the  animal  and  man.  Sinequan  (doxepin • HCI).  howeve 
does  not  show  this  effect  in  animals.  At  the  usual  clinical  dosage,  75  to  150  mg.  pe 
day,  Sinequan  (doxepin-HCI)  can  be  given  concomitantly  with  guanethidine  and  re 
lated  compounds  without  blocking  the  antihypertensive  effect.  At  doses  of  300  mg.  pe 
day  or  above,  Sinequan  (doxepin-HCI)  does  exert  a significant  blocking  effect.  In  add 
tion,  Sinequan  (doxepin • HCI)  was  similar  to  the  other  structurally  related  psyche 
therapeutic  agents  as  regards  its  ability  to  potentiate  norepinephrine  response  in  th 
animal.  However,  in  the  human  this  effect  was  not  seen.  This  is  in  agreement  with  th 
low  incidence  of  the  side  effect  of  tachycardia  seen  clinically. 

Adverse  Reactions.  Anticholinergic  Effects:  Dry  mouth,  blurred  vision,  and  constipE 
tion  have  been  reported.  They  are  usually  mild,  and  often  subside  with  continued  thei 
apy  or  reduction  of  dose. 

Central  Nervous  System  Effects:  Drowsiness  has  been  observed.  This  usually  occur 
early  in  the  course  of  treatment,  and  tends  to  disappear  as  therapy  is  continued. 

Cardiovascular  Effects:  Tachycardia  and  hypotension  have  been  reported  infrequently 

Other  infrequently  reported  side  effects  include  extrapyramidal  symptoms,  gastre 
Intestinal  reactions,  secretory  effects  such  as  increased  sweating,  weakness,  dizzinesi 
fatigue,  weight  gain,  edema,  paresthesias,  flushing,  chills,  tinnitus,  photophobia,  de 
creased  libido,  rash,  and  pruritus. 

Dosage.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a starting  dose  c 
25  mg.  t.i.d.  is  recommended.  Dosage  may  subsequently  be  increased  or  decreased  e 
appropriate  intervals  and  according  to  individual  response.  The  usual  optimum  dos 
range  is  75  mg. /day  to  150  mg. /day. 

In  more  severely  ill  patients  an  initial  dose  of  50  mg.  t.i.d.  may  be  required  wit 
subsequent  gradual  increase  to  300  mg. /day  if  necessary.  Additional  therapeutic  effec 
is  rarely  to  be  obtained  by  exceeding  a dose  of  300  mg. /day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanyin 
organic  disease,  lower  doses  may  suffice.  Some  of  these  patients  have  been  controlle 
on  doses  as  low  as  25-50  mg. /day. 

Although  optimal  antidepressant  response  may  not  be  evident  for  two  to  three  weeks 
antianxiety  activity  is  rapidly  apparent. 

Supply.  Sinequan  (doxepin • HCI)  is  available  as  cap- 
sules containing  doxepin  HCI  equivalent  to  10  mg.,  25 
mg.,  and  50  mg.  of  doxepin  in  bottles  of  100;  and  25 
mg.  and  50  mg.  In  bottles  of  1000. 

References:  1.  Data  on  File,  Medical  Research  Labora-  PFIZER  inc^newyork. n y iooi 
torles,  Pfizer  Pharmaceuticals,  Pfizer  Inc.,  Groton,  Conn. 

2.  Pitts,  N.E.:  Psychosomatics  10:164,  May-June,  1969.  Issued  September  1969 


LABORATORIES 


Medical  Meetings 


Postgraduate  course  in  radiology 

A postgraduate  course  on  Radiology  of  the 
Head  and  Neck  will  be  given  on  March  18 
through  20,  1971,  under  the  direction  of  Guy 
D.  Potter,  M.D.,  sponsored  by  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

The  course  will  include  radiologic  diagnosis 
of  lesions  of  the  mandible,  salivary  gland, 
pharynx,  larynx,  swallowing,  paranasal  si- 
nuses, and  ear  with  emphasis  on  differential 
diagnosis  and  the  role  of  radiology  in  surgical 
planning. 

Members  of  the  faculty  will  include  Daniel 
Faker,  M.D.,  Milos  Basek,  M.D.,  John  Conley, 
M.D.,  William  Hanafee,  M.D.,  Louis  Man- 
del,  M.D.,  Guy  Potter,  M.D.,  Galdino  Valvas- 
sori,  M.D.,  Robin  Rankow,  M.D.,  Edward 
Zegarelli,  M.D.,  William  Seaman,  M.D.,  Jules 
Waltner,  M.D.,  and  Judah  Zizmor,  M.D. 

For  further  information  contact  Melvin  D. 
Yahr,  M.D.,  associate  dean,  630  West  168th 
Street,  New  York,  New  York  10032. 


Course  in  head  and  neck  surgery  offered 

A course  in  “Head  and  Neck  Surgery”  will 
be  given  on  April  12  through  17,  1971,  at  Co- 
lumbia University  College  of  Physicians  and 
Surgeons,  under  the  direction  of  John  Conley, 
M.D. 

Tuition  is  $300;  registration  is  limited  to 
15  participants.  For  further  information  con- 
tact Melvin  D.  Yahr,  M.D..  assistant  dean,  Co- 
lumbia University  College  of  Physicians  and 
Surgeons,  630  West  168th  Street,  New  York, 
New  York  10032. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Course  offered  on  tympanoplasty 

A five-day  course  on  Tympanoplasty  will  be 
given  under  the  direction  of  Adolph  Wolferman, 
M.D.,  at  the  Brooklyn  Eye  and  Ear  Hospital 
on  May  3 through  7,  1971. 

Participants  will  observe  various  tympano- 
plastic  procedures  in  the  operating  room  and 
on  closed-circuit  television  and  includes  dis- 
section of  temporal  bones  and  lectures  by  mem- 
bers of  the  hospital  staff. 

Tuition  is  $300;  the  course  is  limited  to  8 
participants.  For  further  information  and 
application  contact  Vernon  E.  Dressier,  admin- 
istrator, Brooklyn  Eye  and  Ear  Hospital,  29 
Greene  Avenue,  Brooklyn,  New  York  11238. 


Divisional  meeting  of 
psychiatrists  to  be  held 

The  Seventh  Biennial  Divisional  Meeting 
sponsored  by  the  Council  of  the  New  York 
State  District  Branches  of  the  American  Psy- 
chiatric Association  will  be  held  in  New  York 
City  on  November  20  and  21,  1971. 

This  meeting  will  immediately  precede  the 
75th  anniversary  celebration  of  the  New  York 
State  Psychiatric  Institute  which  will  also  be 
held  in  New  York  City  on  November  22  and  23. 

The  tentative  theme  for  the  1971  meeting  is: 
“Psychiatry:  Explosion  and  Survival,”  which 

will  include  such  topics  as  violence,  drug  abuse, 
dissent,  sexual  information  and  population  ex- 
plosions, and  ecology. 
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Amid  all  the  clamor  about  coexisting  anxiety  and  depressior 


may  we  slip  in  a quiet  word  for  Aventyl®  HCI 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem. 

Anxiety  and  depression  do  coexist  — and  often. 

However,  when  experience,  education, 

and  good  judgment  lead  physicians  to  a diagnosis 

of  depression,  many  of  them  turn  to  Aventyl  HCI. 


when  it’s  depression 

AVENTYL0  HCI 

NORTRIPTYLINE  HYDROCHLORIDE 

Please  see  next  page  for  prescribing  information. 
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AVENTYI!  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 

when  it’s  depression 


Indications:  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is 
indicated  for  the  relief  of  symptoms  of  depression.  Endogenous  de- 
pressions are  more  likely  to  be  alleviated  than  are  other  depressive 
states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  anti- 
depressants concurrently  with  a monoamineoxidase  (MAO)  inhibitor 
is  contraindicated.  Hyperpyretic  crises,  severe  convulsions,  and 
fatalities  have  occurred  when  similar  tricyclic  antidepressants  were 
used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hyper- 
sensitive to  Aventyl  HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines 
is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period 
after  myocardial  infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely 
because  of  the  tendency  of  Aventyl  HCI  to  produce  sinus  tachycardia 
and  to  prolong  the  conduction  time.  Myocardial  infarction,  arrhyth- 
mia, and  strokes  have  occurred.  The  antihypertensive  action  of 
guanethidine  and  similar  agents  may  be  blocked.  Because  of  its 
anticholinergic  activity,  Aventyl  HCI  should  be  used  with  great 
caution  in  patients  with  glaucoma  or  a history  of  urinary  retention. 
Patients  with  a history  of  seizures  should  be  followed  closely,  since 
this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care  is 
required  if  Aventyl  HCI  is  administered  to  hyperthyroid  patients  or 
to  those  receiving  thyroid  medication,  since  cardiac  arrhythmias  may 
develop. 

Usage  in  Pregnancy-Safe  use  of  Aventyl  HCI  during  pregnancy 
and  lactation  has  not  been  established;  therefore,  the  potential 
benefits  of  administration  to  pregnant  patients,  nursing  mothers, 
or  women  of  childbearing  potential  must  be  weighed  against  the 
possible  hazards. 

Usage  in  Children— This  drug  is  not  recommended  for  use  in  chil- 
dren, since  safety  and  effectiveness  in  the  pediatric  age  group  have 
not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  re- 
quired for  the  performance  of  hazardous  tasks,  such  as  operating 
machinery  or  driving  a car;  therefore,  the  patient  should  be  warned 
accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in 
an  exacerbation  of  the  psychosis  or  may  activate  latent  schizophrenic 
symptoms.  In  overactive  or  agitated  patients,  increased  anxiety  and 
agitation  may  occur.  In  manic-depressive  patients,  Aventyl  HCI  may 
cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of 
Aventyl  HCI.  Epileptiform  seizures  may  accompany  its  administra- 
tion, as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  re- 
quired when  Aventyl  HCI  is  used  with  other  anticholinergic  drugs 
and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may 
be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electro- 
convulsive therapy,  although  the  hazards  may  be  increased.  Dis- 
continue the  drug  for  several  days,  if  possible,  prior  to  elective 
surgery. 

Because  the  possibility  of  a suicidal  attempt  by  depressed  patients 
remains  after  the  initiation  of  treatment,  dispense  the  least  possible 
quantity  of  drug  at  any  given  time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been 
reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few 
adverse  reactions  which  have  not  been  reported  with  This  specific 
drug.  However,  the  pharmacologic  similarities  among  the  tricyclic 
antidepressant  drugs  require  that  each  of  the  reactions  be  con- 
sidered when  nortriptyline  is  administered. 

Cardiovascular—  Hypotension,  hypertension,  tachycardia,  pal- 
pitation, myocardial  infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric— Confusional  states  (especially  in  the  elderly)  with 
hallucinations,  disorientation,  delusions;  anxiety,  restlessness,  agi- 
tation; insomnia,  panic,  and  nightmares;  hypomania;  exacerbation 
of  psychosis. 


Neurological— Numbness,  tingling,  paresthesias  of  extremities; 
in-co-ordination,  ataxia,  tremors;  peripheral  neuropathy;  extra- 
pyramidal  symptoms;  seizures,  alteration  in  EEG  patterns;  tinnitus. 

Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual 
adenitis;  blurred  vision,  disturbance  of  accommodation,  mydriasis; 
constipation,  paralytic  ileus;  urinary  retention,  delayed  micturition, 
dilation  of  the  urinary  tract. 

Allergic— Skin  rash,  petechiae,  urticaria,  itching,  photosensiti- 
zation (avoid  excessive  exposure  to  sunlight);  edema  (general  or  of 
face  and  tongue),  drug  fever,  cross-sensitivity  with  other  tricyclic 
drugs. 

Hematologic— Bone-marrow  depression,  including  agranulocy- 
tosis; eosinophilia ; purpura ; thrombocytopenia. 

Gastro-lntestinal—  Nausea  and  vomiting,  anorexia,  epigastric 
distress,  diafrhea;  peculiar  taste,  stomatitis,  abdominal  cramps, 
blacktongue. 

Endocrine— Gynecomastia  in  the  male;  breast  enlargement  and 
galactorrhea  in  the  female;  increased  or  decreased  libido,  impotence; 
testicular  swelling;  elevation  or  depression  of  blood  sugar  levels. 

Other— Jaundice  (simulating  obstructive);  altered  liver  function ; 
weight  gain  or  loss;  perspiration;  flushing;  urinary  frequency, 
nocturia;  drowsiness,  dizziness,  weakness,  and  fatigue;  headache; 
parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of 
addiction,  abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache,  and  malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for 
children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or 
liquid.  Lower  dosages  are  recommended  for  elderly  patients,  ado- 
lescents, and  outpatients  not  under  close  supervision.  Start  dosage 
at  a low  level  and  increase  gradually,  noting  carefully  the  clinical 
response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a prolonged  period  at 
the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Dis- 
continue the  drug  promptly  if  serious  adverse  effects  or  allergic 
manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting 
at  a low  level  and  increasing  as  required.  Doses  above  100  mg.  per 
day  are  not  recommended. 

Elderly  and  Adolescent  Patients— SO  to  50  mg.  per  day,  in 
divided  doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restless- 
ness, agitation,  vomiting,  hyperpyrexia,  muscle  rigidity,  hyperactive 
reflexes,  tachycardia,  ECG  evidence  of  impaired  conduction,  shock, 
congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimulation  with 
convulsions  followed  by  respiratory  depression.  Deaths  have  oc- 
curred following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are 
indicated,  with  gastric  lavage.  Respiratory  assistance  is  apparently 
the  most  effective  measure  when  indicated.  The  use  of  C.N.S.  de- 
pressants may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in 
the  cardiac  work  load  but  should  be  used  with  caution  to  avoid 
potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides 
anticonvulsant  activity  with  less  respiratory  depression  than  do 
the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious 
cardiovascular  abnormalities  or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride, 
Lilly),  10  mg.  (equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in 
bottles  of  100  and  500.  [°»o6?o] 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  do  an  outstanding  job  of  helping  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient's  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /1-H-I70BINS 
DOSAGE:  1 Extentab  morning  and  eve-  lx 

ning.SUPPLIED:Bottlesof  100  and  500.  Richmond"  va°"2322o 


Dimetapp 

Extentabs 

Dimetane«;  (brompheniramine  maleate).  12  mg  ; phenyl- 
ephrine HCI.  15  mg  , phenylpropanolamine  HCI,  15  mg 


the  compound  analgesic 
that  calms  instead  of  cat feinates 


In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphcn  formulations  contain 
a sedative  rather  than  a stimulant.  Don't  you 
agree,  Doctor,  that  psychic  overlay  is  an  important 


Phenaphen 

with  Codeine 


Phenaphen  with  Codeine 
Nos.  2,  3,  or  4 contains: 
Phenobarbital  {lA  gr.), 


16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (2Vi  gr.),  162.0  mg.; 
Phenacctin  (3  gr.),  194.0  mg.:  Hyoscyaminc  sulfate.  0.031  mg. : Codeine 
phosphate,  *4  gr.  (No.  2),  Vl  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  arc 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — I or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4—1  capsule  every  3 to  4 hours  as  needed. 

For  further  details  see  product  literature.  _ . . i*ir 


Necrology 


Solomon  S.  Bein,  M.D.,  of  Brooklyn,  died  on 
May  15  at  the  age  of  sixty-eight.  Dr.  Bein 
graduated  in  1928  from  Long  Island  College 
Hospital.  He  was  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Berkman,  M.D.,  of  The  Bronx,  died  on 
October  1 at  the  age  of  seventy-seven.  Dr. 
Berkman  graduated  in  1920  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Andrew  Adams  Blash,  M.D.,  of  Elmira,  died  on 
September  3 at  the  age  of  sixty-eight.  Dr. 
Blash  graduated  in  1929  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a con- 
sulting surgeon  at  St.  Joseph’s  Hospital.  Dr. 
Blash  was  a Fellow  of  the  International  Col- 
lege of  Surgeons  and  a member  of  the  Ameri- 
can Geriatrics  Society,  the  International  Acad- 
emy of  Proctology,  the  Chemung  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Samuel  Bloom,  M.D.,  of  New  Rochelle, 
died  on  September  15  at  the  age  of  thirty-five. 
Dr.  Bloom  graduated  in  1959  from  Harvard 
University  Medical  School.  He  was  an  attend- 
ing physician  at  Lincoln  Hospital  and  an  as- 
sistant attending  physician  at  Bronx  Municipal 
Hospital  Center.  Dr.  Bloom  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine 
and  a member  of  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Matthew  Di  Giorgi,  M.D.,  of  New*  York  City, 
died  on  September  3 at  the  age  of  seventy-five. 
Dr.  Di  Giorgi  graduated  in  1920  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 
He  was  a consulting  obstetrician  and  gynecolo- 
gist at  Columbus  Hospital.  Dr.  Di  Giorgi  was 
a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Stanley  Baruch  Freeman,  M.D.,  formerly  of 
Canaseraga  and  Hornell,  died  on  May  2.  Dr. 


Freeman  graduated  in  1946  from  New  York 
University  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology. 

Joseph  Thomas  Gallo,  M.D.,  of  Troy,  died  on 
May  20  at  the  age  of  fifty-two.  Dr.  Gallo  grad- 
uated in  1944  from  Middlesex  University  School 
of  Medicine.  He  was  a member  of  the  Ameri- 
can Geriatrics  Society,  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  Grodzicker,  M.D.,  of  Brooklyn,  died  on 
September  6 at  the  age  of  sixty-five.  Dr.  Grod- 
zicker graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lawrence  W.  Hanlon,  M.D.,  of  New  York  City, 
died  on  September  25  at  the  age  of  fifty-five. 
Dr.  Hanlon  graduated  in  1938  from  Cornell 
University  Medical  College.  He  was  associate 
dean  at  Cornell  University  Medical  College. 

Kenneth  M.  Kahn,  M.D.,  of  Plattsburgh,  died  on 
April  11  at  the  age  of  fifty-nine.  Dr.  Kahn 
graduated  in  1933  from  Tulane  University 
School  of  Medicine.  He  was  an  otolaryngolo- 
gist on  the  medical  staff  at  Champlain  Valley 
Physicians  Hospital  Medical  Center.  Dr.  Kahn 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Laryngological,  Rhino- 
logical  and  Otologieal  Society,  the  Clinton 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Carl  Kaplan,  M.D.,  of  Syosset,  died  on  June  13. 
Dr.  Kaplan  graduated  in  1956  from  The  School 
of  Medicine  of  the  University  of  Chicago.  He 
was  a clinical  assistant  urologist  at  Community 
Hospital  at  Glen  Cove,  an  attending  urologist 
on  the  medical  staff  at  Syosset  Hospital,  and  a 
junior  urologic  surgeon  at  Meadowbrook  Hos- 
pital. 

David  Edward  Kronman,  M.D.,  of  New  York 
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City,  died  on  January  10.  Dr.  Kronnian  gradu- 
ated in  1912  from  Columbia  University  College 
of  Physicians  and  Surgeons. 

Frank  Kruse,  M.D.,  of  Buffalo,  died  on  March  3 
at  the  age  of  eighty-four.  Dr.  Kruse  graduated 
in  1915  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Isaac  B.  Lefkovits,  M.D.,  of  New  York  City, 
died  on  January  26.  Dr.  Lefkovits  received 
his  medical  degree  from  the  University  of 
Prague  in  1924. 

Emanuel  W.  Lipschutz,  M.  D.,  of  Brooklyn,  died 
on  February  1 at  the  age  of  seventy-one.  Dr. 
Lipschutz  graduated  in  1921  from  the  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a consulting  physician  at 
Brookdale  Hospital  Center,  Metropolitan  Jew- 
ish Geriatric  Center  (formerly  Brooklyn  He- 
brew Home  and  Hospital  for  the  Aged),  and 
Lefferts  General  Hospital.  Dr.  Lipschutz  was 
a Diplomate  of  the  American  Board  of  Internal 
Medicine  (Gastroenterology),  a Fellow  of  the 
American  College  of  Gastroenterology,  a Fel- 
low of  the  American  College  of  Physicians,  and 
a member  of  the  New  York  Academy  of  Gas- 
troenterology. 

Sean  O.  MacLennan,  M.D.,  of  The  Bronx,  died 
on  May  7.  Dr.  MacLennan  graduated  in  1943 
from  the  National  University  of  Ireland.  He 
was  an  assistant  attending  surgeon  at  Fordham 
Hospital. 

Samuel  Mandelbaum,  M.D.,  of  New  York  City, 
died  on  September  17  at  the  age  of  ninety-three. 
Dr.  Mandelbaum  received  his  medical  degree 
from  the  University  of  Wurzburg  in  1901.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Maximilian  Ozyasz  Menkes,  M.D.,  of  Mount 
Vernon,  died  on  May  5.  Dr.  Menkes  received 
his  medical  degree  from  the  University  of 
Genoa  in  1938.  He  was  a supervising  psychia- 
trist at  Manhattan  State  Hospital.  Dr.  Men- 
kes was  a member  of  the  American  Psychiatric 
Association. 

Andrew  Gleser  Merend,  M.D.,  of  Elmhurst,  died 
in  March,  1968.  Dr.  Merend  received  his  medi- 
cal degree  from  the  University  of  Tartu  in 
1924. 

Daniel  Joseph  O’Connell,  M.D.,  of  The  Bronx, 
died  on  September  23  at  the  age  of  fifty-nine. 
Dr.  O’Connell  graduated  in  1938  from  New 


York  Medical  College  and  in  1959  received  his 
Master  of  Public  Health  Degree  from  Yale 
University  School  of  Medicine.  He  was  di- 
rector of  the  health  department  for  Manhattan. 

John  William  Prather,  M.D.,  of  Rhinebeck,  died 
on  May  15.  Dr.  Prather  graduated  in  1921 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology  and  a 
Fellow  of  the  American  College  of  Surgeons. 

Marvin  P.  Rhodes,  M.D.,  of  Flushing,  died  on 
September  27  at  the  age  of  fifty-nine.  Dr. 
Rhodes  graduated  in  1936  from  the  University 
of  Michigan  Medical  School.  He  was  an  as- 
sociate attending  surgeon  at  Queens  Hospital 
Center  and  Flushing  Hospital  and  Medical 
Center  and  a general  surgeon  on  the  medical 
staff  at  Long  Island  Jewish  Hospital.  Dr. 
Rhodes  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Medi- 
cal Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  A.  Schonfeld,  M.D.,  of  White  Plains, 
died  on  September  27  at  the  age  of  sixty-four. 
Dr.  Schonfeld  graduated  in  1931  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 
He  was  an  assistant  attending  psychiatrist  at 
The  Presbyterian  Hospital,  an  assistant  pro- 
fessor of  child  psychiatry  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  a 
pediatric  psychiatrist  at  Morrisania  City  Hos- 
pital, and  a consulting  associate  psychiatrist 
at  New  York  State  Psychiatric  Institute.  Dr. 
Schonfeld  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Child 
Psychiatry),  a Diplomate  of  the  American 
Board  of  Pediatrics,  and  a member  of  the 
American  Academy  of  Pediatrics,  the  American 
Psychiatric  Association,  the  New  York  Acad- 
emy of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sidney  Jerome  Shapiro,  M.D.,  of  New  York 
City,  died  suddenly  on  September  21  at  the 
age  of  fifty-eight,  Dr.  Shapiro  graduated  in 
1936  from  the  Royal  College  of  Physicians  and 
Surgeons  of  the  University  of  Glasgow  Faculty 
of  Medicine.  He  was  an  assistant  adjunct 
physician  at  Beth  Israel  Medical  Center.  Dr. 
Shapiro  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  American  Geri- 
atrics Society,  the  Industrial  Medical  Associa- 
tion, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jesse  B.  Stark,  M.I).,  of  New  York  City,  died 
on  February  16  at  the  age  of  eighty-three.  Dr. 
Stark  graduated  in  1910  from  Cornell  Univer- 
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slty  Medical  College.  He  was  a consulting 
ophthalomologist  at  Jewish  Memorial  Hospital 
and  an  honorary  associate  eye  surgeon  at  New 
York  Eye  and  Ear  Infirmary.  Dr.  Stark  was 
a Diplomate  of  the  American  Board  of  Ophthal- 
mology, a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  Col- 
lege of  Surgeons,  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  Yory  Academy  of  Medicine, 
the  New  York  Society  for  Clinical  Ophthal- 
mology, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  J,  Tracy,  Jr.,  M.D.,  of  Jamestown, 
died  on  April  18  at  the  age  of  forty-nine.  Dr. 
Tracy  graduated  in  1945  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending pathologist  at  Woman’s  Christian  As- 
sociation Hospital.  Dr.  Tracy  was  a Diplomate 
of  the  American  Board  of  Pathology  (Patho- 
logic Anatomy)  and  a member  of  the  Chautau- 
qua County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Joseph  J.  Zabner,  M.D.,  of  Brooklyn,  died  on 
June  25  at  the  age  of  sixty-nine.  Dr.  Zabner 
received  his  medical  degree  from  the  University 
of  Warsaw  in  1926.  He  was  an  associate  ad- 
junct ophthalmologist  at  New  York  Eye  and 
Ear  Infirmary.  Dr.  Zabner  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


natural  vegetable  derivative,  offer  a gentle, 
physiologic  approach  to  laxation  which  is 
virtually  colon  specific  — acting  not  by  irritation 
of  colonic  mucosa  but  through  reproducible 
neuroperistaltic  stimulation  mediated  through 
Auerbach’s  motor  plexus. 

The  current  theory  is  that  glycosides  (laxa- 
tive principles  of  the  senna  plant)  are  transported 
to  the  colon  where  they  are  changed  to  aglycones 
that  stimulate  Auerbach's  plexus  to  induce 
peristalsis. 

This  means  your  patient  can  enjoy  the 
benefits  of  the  gentle  laxative  action  of  SENOKOT 
preparations  which  are  generally  predictable, 
reproducible  and  effective. 

At  proper  dosage  levels,  SENOKOT  Tablets/ 
Granules  are  generally  free  of  side  effects. 

When  taken  at  bedtime,  SENOKOT  Tablets/ 
Granules  usually  induce  comfortable  evacuation 
in  the  morning.  p°f-|00£7° 

Senokot 

(standardized  senna  concentrate) 

Tablets/Granules 
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Who  is  this  lady? 


A.  Little  Orphan  Annie. 

B.  The  Jolly  Green  Giantess. 

C.  The  Statue  of  Liberty. 

D.  Mae  West. 


If  you  picked  anything 
other  than  C,  well,  you’re  in 
a whole  lot  of  trouble. 

Sure,  you  probably  picked 
the  Statue  of  Liberty.  Ev- 
erybody knows  who  she  is 
and  what  she  stands'  for. 

Or  do  they? 

It’s  amazing  how  many  of 
us  take  this  proud  lady  of 
the  New  York  Harbor  for 
granted. 

We  should  know  that  her 
proper  name  is  "Liberty 
Enlightening  the  World.” 
That  she  symbolizes  the  tri- 
umph of  freedom  over  tyr- 
anny. That  she  is  a declara- 
tion of  our  independence. 

Of  course,  we  need  more 
than  statues  to  remind 
us  of  our  freedom.  We  need 
action,  by  each  and  every 
one  of  us. 

And  that’s  where  U.S. 
Savings  Bonds  come  in. 

They  help  to  preserve 


that  thing  called  freedom. 

They  help  make  this 
country  of  ours  economically 
stronger  to  tackle  some  of 
the  problems  that  face  us. 

Also,  buying  Savings 
Bonds  can  be  easy  and  auto- 
matic. All  you  have  to  do 
is  join  the  Payroll  Savings 
Plan  where  you  work,  or  the 
Bond-a-Month  Plan  where 
you  bank.  And  then  you  can 
sit  back  and  forget  ’em 
while  the  money  piles  up. 

So  think  about  the  free- 
doms we  enjoy.  And  think 
about  U.S.  Savings  Bonds 
as  a way  to  keep  us  free. 

As  for  Miss  Liberty,  well, 
when  you’re  in 
New  York  go 
up  and  see  her 
sometime. 

If  they're  lost,  stolen,  nr 
destroyed,  wc  replace  'cm. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds 


Books  Reviewed 


Clinical  Gastroenterology.  By  Howard  M. 
Spiro,  M.D.  Quarto  of  1,011  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1970. 
Cloth,  $35. 

This  is  a practical  clinical  textbook  of  gas- 
troenterology published  as  a single  volume. 
The  subject  matter  covers  various  disorders  of 
the  gastrointestinal  tract.  There  is  an  ap- 
pendix devoted  to  dietary  instructions  for  gas- 
troenterologic  disorders. 

A considerable  portion  of  this  volume  is  based 
on  the  author’s  personal  experience.  In  addi- 
tion, he  has  collaborated  with  his  colleagues  in 
radiology,  surgery,  and  other  allied  fields.  Most 
emphasis  has  been  placed  on  the  more  common 
gastroenterologic  disorders. 

There  are  excellent  presentations  of  peptic 
ulcer,  ulcerative  colitis,  regional  enteritis,  celiac 
disease,  granulomatous  colitis  (Crohn’s  colitis). 
Other  entities  are  frequently  presented  with 
more  limited  details.  There  are  over  400  il- 
lustrations including  carefully  reproduced 
x-rays,  gross  specimens  and  histologic  sections. 
Up-to-date  bibliographies  are  presented  at  the 
end  of  each  chapter.  There  is  limited  discus- 
sion of  fibrotic  endoscopy  including  Cine  and 
Still  photography  as  well  as  present  biopsy  and 
cytology  technics. 

This  textbook  is  highly  recommended  for  the 
practicing  physician.  It  will  be  of  particular 
value  and  interest  to  internists,  gastroenter- 
ologists, general  practicioners,  pediatricians, 
and  surgeons.  Milton  J.  Matzner,  M.D. 

The  Schizophrenic  Syndrome.  Edited  by  Leo- 
pold Beliak  and  Laurence  Loeb,  M.D.  Octavo 
of  879  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1969.  Cloth,  $24.75. 

The  mystery  of  schizophrenia  requires  con- 
stant investigation  and  clarification  and,  in 
this  respect,  the  authors  have  made  a signifi- 
cant contribution  in  bringing  together  in  one 
comprehensive  volume  all  of  the  available  in- 
formation on  this  vital  subject.  The  con- 
tributors are  all  men  of  prominence  who  have 
spent  many  years  studying  this  malady.  The 
subjects  discussed  encompass  every  known 
theoretic  aspect  in  addition  to  the  usual  clinical 
and  therapeutic  methodologies.  Almost  equal 
stress  is  placed  on  the  biologic,  psychologic,  and 
sociocultural  aspects  of  the  disease.  The  chap- 
ters are  well  delineated  and  there  is  little,  if 
any,  duplication.  It  is  a book  written  for  the 
specialist  and  the  research  worker.  The  latter 
will  be  particularly  pleased  with  the  exceedingly 
detailed  history  and  its  very  many  references. 
It  has  both  a subject  and  an  author  index 
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mul*ti*pha*sic(  mul'tbfa'zik), 
adj.  having  many  phases 
( multi  - + phase ) . 1 . aspects 
through  which  a condition 
manifests  itself.  2.  Med.  re- 
lated aspects  for  observation 
or  study,  as  in  multiphasic  ex- 
amination, esp.  multiphasic  ex- 
amination center:  a special 
system  in  medical  support  ser- 
vice offering  to  the  private 
practitioner  at  least  12  physi- 
ological and  22  clinical  labo- 
ratory tests,  performed  in  one 
setting  by  trained  personnel 
using  carefully  selected  equip- 
ment in  surroundings  designed 
for  comfort  and  privacy.  Con- 
solidated report  rendered  only 
to  the  physician  by  computer. 
3.  Fat.  A broad  network  of 
highest  standard  multiphasic 
examination  centers  addition- 
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requirements  of  industry, 
labor  unions  and  insurance 
companies. 
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which  should  be  of  great  help.  Many  of  the 
chapters  have  summaries  or  discussions  which 
may  be  read  by  those  who  are  too  busy  to  read 
the  entire  volume.  This  book  is  recommended 
without  reservation.  Theodore  Meltzer,  M.D. 


Black  Ghetto  Family  in  Therapy:  a laboratory 
experience.  By  Clifford  J.  Sager,  M.D.,  Thomas 
L.  Brayboy,  M.D.,  and  Barbara  R.  Waxenberg. 
Octavo  of  245  pages.  New  York,  Grove  Press, 
Inc.,  1970.  Cloth,  $6.50. 


When  one  first  sees  the  title  of  this  book  it 
might  be  assumed  to  be  about  an  actual  black 
ghetto  family.  However,  it  is  about  people  who 
work  with  black  ghetto  families,  what  they 
think  they  do  in  family  therapy,  and  how  they 
feel  about  the  socioeconomic  problems  of  black 
ghetto  families. 

This  book  is  as  much  art-drama  as  it  is  sci- 
ence. The  black  ghetto  family  depicted  is  in 
the  minds  of  the  black  staff  members  who  play 
the  roles  of  members  of  a black  ghetto  family 
in  the  make-believe,  family  therapy  sessions 
with  four  family  therapists.  The  producer  of 
this  drama  and  book  is  really  Dr.  Sager,  pro- 
fessor of  psychiatry,  New  York  Medical  Col- 
lege; chief,  Family  Treatment  and  Study  Unit, 
and  director  of  Partial  Hospitalization  Pro- 
grams, New  York  Medical  College-Metropolitan 
Hospital  Community  Mental  Health  Center; 
and  a former  president  of  the  American  Group 
Psychotherapy  Association  and  of  the  Society 
of  Medical  Psychoanalysts.  The  other  thera- 
pists are  Robert  MacGregor,  Ph.D.,  Carl  W. 
Whitaker,  M.D.,  Thomas  L.  Brayboy,  M.D., 
and  Nathan  W.  Ackerman,  M.D. 

The  book  contains  transcriptions  of  each  ac- 
tual session  followed  by  a discussion  and 
critique  from  all  involved:  each  therapist,  the 

actors  themselves,  and  the  producer,  of  course. 
Each  speaks  out  of  the  background  he  has  ac- 
cumulated, giving  his  ideas  related  to  the  simu- 
lated but  spontaneous  family  therapy  session 
with  a black  ghetto  family. 

The  book  is  well  written.  It  engages  and 
maintains  your  attention.  The  relevant  issues, 
including  the  role  of  everyday  politeness  in 
dealing  with  a family  or  patient  you  are  meet- 
ing for  the  first  time  (Dr.  Brayboy),  are  pre- 
sented in  a clear,  entertaining,  and  educational 
style. 

This  book  is  recommended  for  all  doctors, 
especially  those  interested  in  providing  care 
for  the  poor.  Psychiatrists  should  find  it 
challenging  and  provocative,  because  the  reali- 
ties of  attempting  to  treat  an  important  seg- 
ment of  our  population  are  depicted  as  they 
actually  exist.  This  book  avoids  common 
psychiatric  preconceptions  which  pigeonhole 
responses  and  obscure  the  issues  in  treating 
poor  patients.  Edward  L.  Pinney,  Jr.,  M.D. 
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Book  Notes 


A Primer  of  Water,  Electrolyte  and  Acid-Base 
Syndromes.  By  Emanuel  Goldberger,  M.D. 
Fourth  edition.  Octavo  of  436  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1970. 
Cloth,  $8.50. 

Quite  a few  changes  have  been  made  in  this 
new  edition.  Some  of  these  include:  a new 

chapter  on  clinical  osmometry;  deletion  of  the 
chapter  on  chronic  cellular  hypo-osmolality; 
description  of  the  “third  factor,”  the  syndrome 
of  inappropriate  secretion  of  ADH ; new  data 
on  maintenance  of  replacement  therapy  solu- 
tions. The  bibliography  has  also  been  brought 
up  to  date. 

Medicine  in  the  University  and  Community  of 
the  Future.  Proceedings  of  the  Scientific  Ses- 
sions Marking  the  Centennial  of  the  Faculty  of 
Medicine,  Dalhousie  LTniversity,  September  11- 
13,  1968.  Edited  by  I.  E.  Purkis  and  U.  F. 
Matthews.  Quarto  of  241  pages,  illustrated. 
Halifax,  Nova  Scotia,  Faculty  of  Medicine,  Dal- 
housie University,  1969.  Cloth,  $8. CO. 

This  text  records  the  proceedings  of  a three- 
day  conference  held  in  September,  1968,  to  cele- 
brate the  centennial  of  Dalhousie  Medical 
School.  However,  the  topic  of  the  conference — 
The  Physician  of  the  Future:  His  University 

and  Community — reflects  today’s  tendency  to 
prepare  for  the  next  century  rather  than  dwell- 
ing on  past  achievements.  Thus,  genetics  and 
organ  transplantation,  two  of  the  more  rapidly 
developing  areas  of  medical  science,  were 
chosen  to  illustrate  the  “explosion”  in  medical 
knowledge  that  is  influencing  the  education  of 
the  physician  so  significantly,  and  one  session 
was  devoted  to  the  ever-changing  requirements 
of  medical  education  and  practice,  with  em- 
phasis on  community  requirements. 

Changing  Homosexuality  in  the  Male.  By 
Lawrence  J.  Hatterer,  M.D.  Octavo  of  492 
pages.  New  York,  McGraw-Hill  Book  Com- 
pany, 1970.  Cloth,  $15. 

This  book  is  about  the  way  back  from  male 
homosexuality,  how  it  can  be  achieved,  and  by 
whom.  Hopefully,  it  will  serve  all  those  in 
need  of  help,  those  who  are  increasingly  asked 
to  help,  and  those  whose  lives  are  enmeshed 
with  men  troubled  or  untroubled  by  their  homo- 
sexuality. The  author,  over  the  past  fifteen 
years,  has  worked  with  more  than  600  males. 
The  observations  and  treatment  methods  re- 
corded in  this  book  are  the  outgrowth  of  his 
study  of  these  patients  and  of  their  own  report- 
ing of  their  experiences. 


Disinfection.  Edited  by  Melvin  A.  Benarde. 
Octavo  of  466  pages,  illustrated.  New  York, 
Marcel  Dekker,  Inc.,  1970.  Cloth,  $24.50. 

This  book,  according  to  its  editor,  has  one  major 
objective:  to  advance  in  a more  creative  way 

the  field  of  disinfection  research.  Contributions 
include  chapters  on  metabolism,  kinetics,  and 
mechanisms  of  disinfection.  There  is  also  a 
consideration  of  specific  entities  such  as  spores 
and  viruses,  as  well  as  specific  industries — food, 
dairy,  beverage— which  show  the  present  state 
of  the  particular  field  and  what  the  implied 
needs  are.  The  subject  of  disinfection  in  hos- 
pitals has  also  received  special  attention. 

Rational  Therapy  and  Control  of  Tuberculosis. 
Edited  by  Joseph  E.  Johnson,  III,  M.D.  Octavo 
of  191  pages,  illustrated.  Gainesville,  Univer- 
sity of  Florida  Press,  1970.  Cloth,  $8.50. 

This  volume  is  an  authoritative  compilation  of 
current  knowledge  of  the  epidemiology,  patho- 
genesis, diagnosis,  management,  and  control  of 
tuberculosis.  It  includes  a review  of  a promis- 
ing new  antituberculous  drug,  Rifampin,  which 
appears  to  have  significant  potential  for  an 
important  role  in  the  chemotherapy  of  this  dis- 
ease. The  material  represents  the  results  of  a 
symposium  organized  by  the  University  of 
Florida  College  of  Medicine  and  sponsored  by 
the  Tuberculosis  Program  of  the  National  Com- 
municable Disease  Center  (U.S.P.H.S.) . 

The  Reticulo-endothelial  System.  By  A.  E. 

Stuart,  Ph.D.  Quarto  of  255  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  (Baltimore, 
The  Williams  & Wilkins  Company),  1970. 
Cloth,  $19.50. 

The  purpose  of  this  book  is  to  provide  a basic 
text  for  the  beginner.  For  this  reason  the 
author  has  omitted  many  of  the  aspects  con- 
cerning disease  and  has  concentrated  on  the 
work  which  deals  with  the  system  under  physi- 
ologically normal  conditions.  References  have 
been  selected  with  the  needs  of  the  postgradu- 
ate student  in  mind,  although  older  ones  have 
been  included  for  historical  interest.  In  this 
way,  the  student  can  grasp  the  evolution  and 
development  of  the  subject  and  learn,  inci- 
dentally, that  not  all  that  is  recent  is  new. 

The  Operations  of  Surgery.  Volume  II.  The 
Upper  Respiratory  and  Alimentary  Tracts;  The 
Thyroid  and  Parathyroid  Glands;  Chest  Sur- 
gery; Management  of  Head  Injuries;  Ortho- 
paedics; Spinal  Injuries.  Vascular  Surgery. 
By  A.  J.  Gardham,  M.S.,  and  D.  R.  Davies, 
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M.B.  Quarto  of  636  pages,  illustrated.  Lon- 
don, J.  & A.  Churchill  Ltd.,  (Baltimore,  The 
Williams  & Wilkins  Company),  1969.  Cloth, 
$27.50. 

This  volume  deals  with  surgery  in  certain  rec- 
ognized specialties,  as  did  volume  1.  The  care 
of  head  injuries  is  dealt  with  at  considerable 
length  in  order  that  the  doctor  may  help  the 
patient  who  needs  the  care  of  a specialist  but 
cannot  get  it  without  delay.  The  surgery  of 
the  thyroid  and  parathyroid  and  of  malignant 
disease  of  the  mouth  and  pharynx  is  dealt  with 
in  chapters  contributed  by  the  main  authors. 
There  are  over  300  illustrations  to  supplement 
the  text. 

Pathophysiology  of  Congenital  Heart  Disease. 
Proceedings  of  a Conference  held  July,  1967. 
Sponsored  by  the  Division  of  Pediatric  Cardi- 
ology, Department  of  Pediatrics,  University  of 
California,  Los  Angeles,  School  of  Medicine 
and  the  American  College  of  Cardiology.  Ed- 
ited by  Forrest  H.  Adams,  M.D.,  H.  J.  C.  Swan, 
M.D.,  and  Victor  E.  Hall,  M.D.  Quarto  of  446 
pages,  illustrated.  Berkeley,  University  of 
California  Press,  1970,  Cloth,  $26.50.  (UCLA 


Forum  in  Medical  Sciences,  Number  10). 

This  volume  offers  the  papers  of  leading  in- 
vestigators in  the  fields  of  cardiovascular  physi- 
ology, teratology,  and  instrumentation.  Some 
of  the  topics  covered  are:  the  development  of 
the  cardiovascular  system,  cardiovascular  phys- 
iology in  the  normal  fetus  and  neonate,  cardio- 
vascular physiology  in  the  abnormal  newborn, 
and  special  physiologic  problems. 

Diagnosis  and  Treatment  of  Breast  Lesions. 
By  Henry  Patrick  Leis,  Jr.,  M.D.  Octavo  of 
391  pages,  illustrated.  Flushing,  Medical  Ex- 
amination Publishing  Company,  Inc.,  1970. 
Cloth,  $15. 

The  first  objective  of  this  book  is  to  present  a 
general  coverage  of  the  pertinent  facts  and 
references  in  the  epidemiology,  diagnosis,  and 
treatment  of  benign  and  malignant  breast 
lesions  and  the  statistical  and  prognostic  fac- 
tors in  breast  cancer.  The  second  objective  is 
to  sort  out  the  many  controversial  areas  in  the 
field  of  diseases  of  the  breast  and  to  present 
methods  of  treatment  that  would  seem  to  offer 
the  best  possible  results  at  the  present  time. 
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Editorials 


Irving  Leonard  Ershler,  M.D. 


Irving  Leonard  Ershler,  M.D.,  speaker  of 
the  House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York,  died  on  July 
9,  1970. 

Dr.  Ershler,  a cardiologist,  graduated 
from  the  Syracuse  University  College  of 
Medicine  in  1934.  At  the  time  of  his  death 
he  was  clinical  professor  of  medicine  at  the 
State  University  of  New  York  at  Syracuse. 

Dr.  Ershler  early  showed  an  interest  in 
organized  medicine  and  came  up  through  the 
ranks  of  the  Onondaga  County  Medical  So- 


ciety, holding  at  sometime  almost  every  elec- 
tive office  in  that  body.  He  served  on  many 
committees  of  the  Medical  Society  of  the 
State  of  New  York  and  became  a Councillor 
in  1966.  Soon  thereafter  he  headed  the 
Commission  on  Public  Health  and  Educa- 
tion of  the  Council. 

The  loss  of  this  well-seasoned  Councillor 
on  the  threshold  of  the  Speakership  of  the 
House  of  Delegates  is  a grievous  one  tem- 
pered only  for  his  colleagues  by  remem- 
brance of  his  many  years  of  self-denying 
service. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  18,  1971 

The  Americana,  New  York  City 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  FEBRUARY  14,  through  WEDNESDAY,  FEBRUARY  17 

Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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first  aid 
in  diarrhea 
of  acute  gastroenteritis 

LOMOTIL 

tablets/liquid 


Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


THE 


STOPPER 


PROMPT  ANTIDI ARRHEAL  ACTION 

Roentgenographic  studies  demon- 
strate that  the  motility-lowering  ac- 
tivity of  Lomotil  is  concentrated  in 
the  first  three  hours  and  continues 
for  at  least  six  hours. 

Clinical  investigators  have  found 
ample  confirmation  of  these  deter- 
minations. Lomotil  has  reduced  diar- 
rheal urgency  in  many  patients 
within  one  hour. 

OPTIMAL  ANTI  DIARRHEAL  CONTROL 

Numerous  investigators  have  re- 
marked on  the  high  degree  of  effec- 


tiveness of  Lomotil  in  a variety  of 
diarrheal  disorders.  Lomotil  has 
given  good  to  excellent  relief  of 
symptoms  in  many  patients  who  had 
failed  to  respond  to  other  measures. 

UNSURPASSED  ANTIDIARRHEAL 
ACCEPTANCE 

Patients  prefer  Lomotil  for  its  con- 
venience, its  prompt  control  of  diar- 
rhea and  its  relief  of  cramping  and 
urgency.  Physicians  specify  Lomotil 
for  its  dependable  action  and  its  rel- 
ative freedom  from  side  effects 
when  taken  as  directed. 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage:  this  is  not  ordinarily  a clini- 
cal problem.  Use  Lomotil  with  consid- 
erable caution  in  patients  receiving 
addicting  drugs.  Recommended  dosages 
should  not  be  exceeded,  and  medica- 
tion should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdos- 
age may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pin- 


point pupils,  tachycardia:  continuous 
observation  is  necessary.  The  subther- 
apeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include 
nausea,  sedation,  dizziness,  vomiting, 
pruritus,  restlessness,  abdominal  dis- 
comfort, headache,  angioneurotic 
edema,  giant  urticaria,  lethargy, 
anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise. 
Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  se- 
vere, even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial 
daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as 
follows: 

Children: 

3-6  mo.  . . Vi  tsp.*  t.i.d.  (3  mg.] 

6-12  mo.  ..  Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  ...  Vi  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.) 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.) 

3- 12  yr.  ..1  tsp.  5 times  daily  (10  mg.) 
Adults:  ...2  tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in 
infants  less  than  3 months  of  age. 
Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 


G.  D.  SEARLE  & CO.  • P.O.  Box  5110,  Chicago,  Illinois  60680  • Research  in  the  Service  of  Medicine  953 


2797 


~ „ / 
•>'  - 


successful 
antibiotic  therapy 
last  week. 


monilial  infection 
this  week. 


f ' s ** 

How  avoid  it?  For  certain  patients,  you 
can  anticipate  monilial  overgrowth:  diabetic 
or  debilitated  women,  the  aged. 

By  prescribing  DECLOSTATIN  300  for 
their  antibiotic  needs,  you  can  generally  avoid 
the  problem  of  monilial  overgrowth.  It  combines  < 
the  broad-spectrum  potency  of  demethyl- 
chlortetracycline  with  the  antifungal  effective- 
ness of  nystatin.  Experience  has  shown 
DECLOSTATIN  to  be  highly  useful  for  many 
women  patients;  individual  culture  studies  will 
show  exactly  where  this  usefulness  may  be 
applied. 


it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirf  300 


Effectiveness;  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN 
should  be  equally  or  more  effective  therapeutically  than  other 
tetracyclines  in  infections  caused  by  tetracycline-sensitive 
organisms.  The  antifungal  component,  nystatin,  protects  against 
superinfection  by  antibiotic-resistant  fungal  overgrowth  (particu- 
larly monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such  conditions, 
lower  than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight  has  been 
observed  Small  amounts  of  drug  and  short  exposure  may  pro- 
duce an  exaggerated  sunburn  reaction  which  may  range  from 
erythema  to  severe  skin  manifestations.  In  a smaller  proportion, 
photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses 
of  treatment  with  tetracyclines  should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken.  In  infants, 
increased  intracranial  pressure  with  bulging  fontanels  has  been 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 

observed.  All  signs  and  symptoms  have  disappeared  rapidly 
upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.. 
Skin-maculopapular  and  erythematous  rashes;  a rare  case  of 
exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-rise  in 
BUN,  apparently  dose-related.  Transient,  reversible,  nephrogenic 
diabetes  insipidus  with  excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions-urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth-dental  staining  (yellow-brown)  in  children 
of  mothers  given  this  drug  during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during  the  neonatal  period, 
infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
in  a few  children  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex 
in  any  bone-forming  tissue  with  no  serious  harmful  effects 
reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  im- 
paired by  the  concomitant  administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  products.  Treatment  of 
streptococcal  infections  should  continue  for  10  days,  even 
though  symptoms  have  subsided. 
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Scientific  Articles 


Observations  During 
Hong  Kong 
Influenza  Epidemic 

RUDOLF  DEIBEL,  M.D. 
Albany,  New  York 
WALTER  DECHER,  M.S. 
Albany,  New  York 
JACK  JACOBS,  B.S. 
Albany,  New  York 

Research  Physician  in  Virology  (Dr.  Deibel)  and  Associate 
Bacteriologists  (Mr.  Decher  and  Mr.  Jacobs),  Division  of 
Laboratories  and  Research,  State  of  New  York 
Department  of  Health 


T he  experience  of  the  State  of  New  York 
Department  of  Health’s  Virology  Laboratory 
in  the  1968  to  1969  Hong  Kong  influenza 
epidemic  provides  an  interesting  comparison 
with  similar  influenza  epidemics  in  recent 
years.  While  outbreaks  of  influenza  A have 
occurred  with  some  regularity  every  other 
year,  a number  of  features  of  the  1968  to 
1969  epidemic  clearly  distinguish  it  from 
other  recent  influenza  outbreaks.  The  clini- 
cal severity,  as  judged  by  morbidity  and 
mortality  rates,  appeared  to  be  greater  than 
anticipated. 

Whatever  explanation  one  accepts  for  the 
recurrent  pandemics  of  influenza  A,  the  .ab- 
sence of  herd  immunity  to  successive  infec- 
tions suggests  major  antigenic  drift.  The 
pandemic  under  discussion  began  during 
July,  1968,  in  Hong  Kong.  Virus  strains 
isolated  during  this  outbreak  of  influenza- 
like disease  were  characterized  by  the  inter- 
national influenza  centers  in  London  and  in 


Atlanta,  Georgia,  as  antigenically  related  to 
but  representing  a major  antigenic  drift 
from  previous  influenza  A2  strains.1  Con- 
sequently, on  September  4 the  Public  Health 
Service  Advisory  Committee  on  Immuniza- 
tion Practices  issued  a warning  that  the 
likelihood  of  epidemics  of  A2  influenza  oc- 
curring in  the  United  States  became  greater 
with  the  appearance  of  the  new  Hong  Kong 
strains.2  The  first  laboratory-confirmed 
sporadic  influenza  cases  in  the  United  States 
were  observed  in  September  in  Georgia  in 
persons  returning  from  the  Far  East.3  The 
first  outbreaks  occurred  in  California  in  Sep- 
tember in  military  personnel4  and  in  October 
in  a civilian  population.5 

Absenteeism  from  school  or  work  and  ex- 
cess pneumonia  deaths  are  frequently  used 
in  estimates  of  morbidity  and  mortality 
rates  in  the  population.  Such  indicators  are 
by  their  nature  nonspecific.  Laboratory  in- 
vestigations including  virus  isolation  at- 
tempts from  patients  or  antibody  studies  or 
both  are  necessary  to  confirm  the  etiologic 
factors  since  influenza-like  illness  can  be 
caused  by  many  other  agents.  In  addition, 
determinations  of  the  incidence  of  influenza 
antibodies  in  the  population  before  and  dur- 
ing the  epidemic  give  more  accurate  infor- 
mation on  the  attack  rate. 

This  article  presents  laboratory  findings 
in  influenza  patients  and  healthy  persons 
from  New  York  State  related  to  epidemio- 
logic and  clinical  data.  The  data  suggest 
antigenic  variations  among  the  Hong  Kong 
strains  isolated  and  also  age-dependent  dif- 
ferences in  the  immune  response.  The  ob- 
servations also  confirm  the  importance  of 
collecting  specimens  during  the  first  two 
days  after  onset  and  testing  them  within  six 
hours  of  collection.6 

Materials  and  methods 

Viruses.  Reference  strains  of  influenza 
Taiwan  64  (A2  Taiwan,  January,  1964)  and 
Hong  Kong  68  (A2  Hong  Kong,  August, 
1968)  were  received  from  the  World  Health 
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Organization  International  Influenza  Center 
for  the  Americas,  National  Communicable 
Disease  Center,  Atlanta,  Georgia. 

Antigens  for  HI  (hemagglutination  in- 
hibition) and  inocula  for  ferrets  were  al- 
lantoic fluids  containing  108  to  108  6 EID50 
per  milliliter.  The  hemagglutination  titers 
of  the  Hong  Kong  68  strain  ranged  between 
64  and  256  HA  units  per  0.05  ml.  and  of  the 
Taiwan  64  strain  between  32  and  128. 

Reference  sera.  Antisera  to  both  ref- 
erence strains  were  produced  in  ferrets  by 
intranasal  inoculation  under  light  anesthesia 
of  1-ml.  amounts  of  undiluted  antigen.  The 
animals  were  bled  twelve  to  fifteen  days 
later;  the  immune  sera  together  with  pre- 
immunization sera  were  used  for  virus  iden- 
tification and  as  controls  in  CF  (comple- 
ment-fixation) and  HI  tests. 

Patients’  specimens.  Autopsy  speci- 
mens were  submitted  frozen  in  dry  ice. 
Stools  were  received  either  frozen  or  in  glyc- 
erol. Throat  swabs  were  collected  in  5 ml. 
of  Hanks’  buffered  salt  solution  containing 
0.5  per  cent  of  gelatin  and  300  units  of  peni- 
cillin and  300  micrograms  of  streptomycin 
per  milliliter.  They  were  submitted  refrig- 
erated if  it  was  possible  to  get  them  to  the 
laboratory  within  six  hours  after  collection, 
or  frozen  if  they  were  to  be  submitted  by 
mail.  Blood  samples  were  collected  during 
the  acute  and  convalescent  phases;  in  some 
instances  during  the  convalescent  phase 
only. 

Specimens  from  healthy  persons. 
Sera  submitted  for  premarital  or  pre-em- 
ployment tests  were  examined  by  CF  in  a 
continuing  survey  for  the  incidence  of  anti- 
body to  respiratory  viruses  in  New  York 
State.7  8 The  sera  were  selected  on  the  basis 
of  locality,  80  per  month,  10  from  each  of  8 
districts  of  New  York  State,  excluding  New 
York  City. 

Virus  isolation.  All  specimens  were  in- 
oculated into  primary  cynomolgus  monkey 
kidney  cells  and  primary  human  amnion 
cells.9  In  addition,  throat  swabs  were  also 
inoculated  into  diploid  human  embryonic 
lung  cells  (WI-38)  and  throat  swabs  and 
tissue  suspensions  into  the  amniotic  cavity 
of  ten-day-old  chick  embryos  by  the  window 
technic.10  Stool  specimens  were  also  tested 
in  baby  mice.9  Influenza  viruses  were  iden- 
tified by  III  with  ferret  anti-Taiwan  64  and 
anti-Hong  Kong  68  sera.  Some  strains 
were  also  identified  by  hemadsorption-in- 


TABLE  I.  Specimens  from  which  influenza  A2 
Hong  Kong  68  strains  were  isolated,  December, 
1968,  to  January,  1969 


Nega- 

/ Positive 

Tested 

tive 

Per 

Specimen 

Number  Number  Number 

cent 

Throat  swab,  “routine”* 

21 

20 

i 

5 

Throat  swab,  “special” f 
Autopsy  (19  lung. 

17 

5 

12 

70 

1 bronchial  swab) 

20 

12 

8 

40 

Stool 

54 

53** 

1 

2 

* Submitted  by  mail. 

t Submitted  by  messenger,  tested  within  six  hours  of 
collection. 

**  Viruses  other  than  influenza  A2  in  6:  2 adenovirus  1,  3 
adenovirus  3,  1 poliomyelitis  1. 


hibition  tests  using  guinea  pig  red-blood 
cells.11 

Antibody  titrations.  Serum  titrations 
were  made  by  microtitration  methods.12  A 
commercial  group-specific  soluble  antigen* 
was  used  in  CF  tests.  The  complement  was 
standardized  according  to  Kent  and  Fife.13 
Sera  were  screened  at  a 1:16  dilution  and 
reacting  patients’  sera  were  titered  in  2- 
fold  serial  dilutions  beginning  with  1:4. 

For  HI  tests  sera  were  pretreated  with 
periodate  and  trypsin.10  Sera  from  pa- 
tients were  tested  in  serial  2-fold  dilutions 
from  1:10  to  1:5,120;  those  from  healthy 
persons  in  dilutions  from  1 : 10  to  1 : 80.  In- 
hibition at  a 1:20  or  higher  dilution  was 
considered  indicative  of  specific  antibody. 

Results 

Influenza  A2  strains  were  isolated  from 
the  throat,  lung,  or  stool  of  22  of  112  pa- 
tients and  identified  by  HI  as  resembling  the 
Hong  Kong  68  variant.  The  recovery  of 
virus  was  most  frequent  from  throat  swabs 
collected  one  to  two  days  after  onset,  sub- 
mitted by  messenger,  and  tested  within  six 
hours  of  collection;  70  per  cent  of  such 
specimens  yielded  isolates  (Table  I).  Six 
strains  which  were  recovered  on  primary 
isolation  in  monkey  kidney  cells  were  tested 
by  hemadsorption-inhibition.  The  results 
were  in  agreement  with  those  obtained  by 
HI.  Twenty  strains  were  propagated  on 
primary  isolation  in  the  chick  embryo;  15 
also  in  monkey  kidney  cells.  Two  strains 
were  isolated  only  in  monkey  kidney  cells; 
one  of  them  from  a stool  specimen  was  not 
tested  in  embryonated  eggs.  Most  strains 

* Lederle  Laboratories,  Pearl  River,  New  York. 
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FIGURE  1.  Reactivity  of  two  ferret  anti-influ- 
enza A2  sera  with  22  influenza  A2  strains  iso- 
lated during  the  influenza  epidemic  1968  to 
1969. 

Key:  Anti-Hong  Kong  68  serum. 

Anti-Taiwan  64  serum. 

H68  rr  Influenza  A2  Hong  Kong  August, 
1968. 

T64  = Influenza  A2  Taiwan  January,  1964. 
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isolated  in  cell  cultures  were  strongly  cyto- 
pathic  and  caused  cell  death  within  three 
to  four  days  with  complete  destruction  of 
the  cell  sheet.  The  reactivity  of  the  refer- 
ence sera  used  in  the  HI  identification  tests 
varied  considerably  with  the  isolated  strains 
(Fig.  1).  The  titer  of  the  Hong  Kong  68 
reference  serum  with  each  isolate  was,  howT- 
ever,  at  least  4-fold  and  up  to  64-fold  higher 
than  that  with  the  Taiwan  64  reference 
serum. 

A 4-fold  or  greater  antibody  rise,  a 4-fold 
or  greater  decline  in  CF  antibody  titer  dur- 
ing the  convalescent  phase,  and  also  a CF 


titer  of  64  or  more  was  considered  to  be 
diagnostic.  Diagnostic  findings  were  ob- 
served in  78  of  277  patients;  from  5 of  the 
78,  virus  was  isolated  (Table  II).  By  com- 
plement fixation  53  of  the  patients  showed  a 
4-fold  or  greater  antibody  rise,  one  a 16- 
fold  decline,  and  24  had  titers  of  64  or 
higher.  Diagnostic  rises  of  HI  antibody 
against  only  the  Hong  Kong  68  variant 
were  observed  in  10  patients,  against  only 
the  Taiwan  64  virus  in  3 patients,  and 
against  both  in  28  patients.  Hemagglutina- 
tion-inhibiting antibodies  against  both  test 
antigens  revealed  in  11  persons  significantly 
higher  titers,  4-  to  256-fold,  to  the  Hong 
Kong  68  variant.  In  22  patients  the  reac- 
tivity of  the  sera  in  HI  tests  with  the  2 anti- 
gens was  the  same  or  only  different  by  2- 
fold. 

Sera  from  healthy  persons  obtained  Oc- 
tober 1968  to  March  1969  were  tested  by  CF 
and  HI  with  the  Hong  Kong  68  antigen. 
The  Taiwan  64  antigen  was  included  in  the 
survey  for  selected  months  before  and  after 
the  epidemic.  The  results,  correlated  with 
the  number  of  laboratory-confirmed  influ- 
enza A cases  and  the  excess  pneumonia  mor- 
tality rate  in  7 cities  in  upstate  New  York, 
are  shown  in  Figure  2.  A sharp  increase 
in  the  incidence  of  influenza  A complement- 
fixing antibody  appeared  prior  to  the  peak 
of  the  pneumonia  deaths  but  at  the  same 
time  as  the  peak  of  laboratory-confirmed 
cases.  Hemagglutination-inhibiting  anti- 
body to  the  Hong  Kong  68  variant  appeared 
later,  reaching  a peak  incidence  of  75  per 
cent  in  February,  1969.  Hemagglutination- 


TABLE  II.  Diagnostic  serologic  findings  by  complement  fixation  and  hemagglutination 

inhibition  in  78  patients 

HI  Antibody 

^4-fold  Rise  Against No  Rise — - 

At  Least 

4-fold  Higher  Same  Titer 

Number  of  Hong  Kong  Against  for  Hong 


CF  Antibody 

Patients 

Total 

68  and 
Taiwan  64 

Hong  Kong 
68  Only 

Taiwan 
64  Only 

Hong  Kong 
68 

Kong  68  and 
Taiwan  64 

2: 4-fold  rise 

53* 

26 

8 

3 

2 

10 

16-fold  decline 

1 

1 

Titer  >64 
Paired  sera, 
no  rise 

14 

2 

2 

3 

7 

Single  serum, 
convalescent 
phase 

10 

5 

5 

Totals 

78 

28 

10 

3 

11 

22 

* Blood  samples  from  4 patients  were  submitted  in  amounts  which  permitted  only  CF  tests. 
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FIGURE  2.  Synopsis  of  excess  pneumonia 
deaths,  number  of  laboratory-confirmed  influ- 
enza cases,  and  incidence  of  influenza  A anti- 
bodies in  population  of  upstate  New  York. 

Key: 

• — • Pneumonia  deaths,  7 cities*  1968  to 
1969. 

O — O Pneumonia  deaths,  7 cities*,  five-year 
average. 

■ — -■  Number  of  laboratory-confirmed  influ- 
enza A cases,  listed  by  date  of  onset 
of  symptoms. 

□ — □ Incidence  of  complement-fixing  influ- 
enza A antibodies. 

▲ — A Incidence  of  HI  antibody  against  in- 
fluenza A2  Hong  Kong  68. 

A— A Incidence  of  HI  antibody  against  in- 
fluenza A2  Taiwan  64. 

* Albany,  Buffalo,  Rochester,  Schenectady,  Syracuse, 
Utica,  and  Yonkers. 

inhibiting  antibody  to  the  Taiwan  64  strain 
was  found  in  approximately  half  of  the  sur- 
veyed population,  and  the  incidence  in- 
creased only  a little  during  the  influenza 
outbreak. 

Among  the  patients,  all  age  groups  were 
involved;  the  eleven  to  twenty-year  and 
fifty-one-  to  sixty-year  groups  were  most 
frequently  represented;  both  sexes  were 
equally  affected  (Table  III).  Signs  or 
symptoms  of  illness  as  submitted  by  physi- 
cians are  listed  in  Table  IV.  In  25  cases 
the  only  diagnosis  given  was  influenza;  in 


TABLE  III.  Age  and  sex  of  patients  with  labora- 
tory-confirmed influenza  A infection 


Group  Number  of  Patients 


Age  (years) 

<1 

i 

1 to  10 

6 

11  to  20 

16  (2)* 

21  to  30 

10  (1)* 

31  to  40 

5 (1)* 

41  to  50 

16  (2)* 

51  to  60 

22  (1)* 

61  to  70 

10 

>70 

3 (1)* 

Unknown 

6 

Sex 

Male 

49  (4)* 

Female 

38  (4)* 

Unknown 

8 

* Fatal  course  ( ). 

TABLE  IV.  Signs  or  symptoms  of  illness  in  95 
laboratory-confirmed  influenza  A cases,  from 
histories  supplied  by  physicians 

Sign  or  Symptom 

Number  of 
Cases 

Fever,  not  specified 

25 

Fever,  >102  F. 

13 

Cough 

25 

Headache 

11 

General  malaise 

20 

Chills 

13 

Upper  respiratory  infection 
only 

10 

Tracheitis 

1 

Bronchitis 

8 

Bronchopneumonia 

1 

Pneumonia 

17 

Hemorrhagic  pneumonia 

3 

Pleuritis 

3 

Fatal  course 

8 

Gastrointestinal  involvement 

6 

Rash 

1 

Encephalitis 

1 

Myocarditis 

1 

10  patients  signs  of  upper  respiratory  in- 
fections alone  were  noted;  lower  respiratory 
tract  involvement  was  frequent,  and  death 
occurred  in  8 of  such  cases.  Other  organic 
systems  were  occasionally  affected.  The 
following  gives  brief  information  on  the 
fatal  cases  with  virus  isolation: 

Case  1.  A sixteen-year-old  male,  a known 
epileptic  patient  who  was  on  medication,  had 
had  no  seizures  for  four  to  five  months.  While 
at  home  for  Christmas  vacation,  he  developed 
cough,  cold,  dizziness,  and  weakness.  He  was 
found  dead  in  hed  on  December  30,  1968.  Post- 
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FIGURE  3.  Geometric  mean  of  influenza  anti- 
body titer  in  78  patients. 


mortem  findings:  bilateral  broncho-pneumonia 
of  lower  lobes,  tracheobronchitis. 

Case  2.  A fifty-three-year-old  female,  ill 
with  symptoms  of  severe  respiratory  infection 
for  four  to  five  days,  died  suddenly  December 
10,  1968.  Postmortem  findings:  lungs  sugges- 
tive of  viral  atypical  pneumonia. 

Case  3.  A twenty-three-year-old  female,  five 
and  a half  months  pregnant,  developed  respira- 
tory symptoms  December  15,  1968.  Three  days 
later  she  developed  rusty  sputum;  she  was  ad- 
mitted to  the  hospital  December  20  and  died 
two  days  later  with  signs  of  bronchial  pneu- 
monia. Postmortem  findings:  not  submitted. 

Case  4.  A forty-eight-year-old  female  had 
onset  of  an  influenza-like  illness  January  2, 
1969.  After  appearing  to  recover,  she  devel- 
oped extreme  difficulty  in  breathing.  Her  tem- 
perature rose  to  106  F. ; she  was  admitted  to 
the  hospital.  Throat  culture  showed  staphylo- 
coccus aureus,  coagulase  positive.  She  expired, 
and  an  autopsy  was  performed  January  8. 
Postmortem  findings:  both  lungs  consolidated, 
inflamed,  and  hemorrhagic;  lung  culture  staph- 
ylococcus aureus,  coagulase  positive. 

Case  5.  A seventeen-year-old  male,  a cere- 
bral palsy  patient,  had  difficulty  described  as 
“choking”  by  cough.  He  and  several  family 
members  had  colds  with  cough  and  low-grade 
fever,  onset  unknown.  He  was  dead  on  arrival 
in  the  hospital  on  December  18,  1968.  Post- 
mortem findings:  hemorrhagic  tracheobron- 

chitis, bilateral  hemorrhagic  bronchopneu- 
monia. 

Case  6.  A forty-nine-year-old  female  was 
admitted  to  the  hospital  December  10  with  bi- 


lateral bronchopneumonia.  She  died  December 
11,  1968.  Postmortem  findings:  no  informa- 

tion submitted. 

Case  7.  A thirty-seven-year-old  male  devel- 
oped chest  pains,  coughing,  and  difficulty  in 
breathing  on  December  20,  1968.  He  expired 
and  an  autopsy  was  done  on  December  22,  1968. 
Postmortem  findings:  acute  tracheobronchitis, 
hemorrhagic  bronchopneumonia;  petechiae  in 
skin,  lungs,  heart,  and  adrenal  cortex. 

Case  8.  A seventy-five-year-old  diabetic  male 
developed  fever  and  was  admitted  to  the  hospi- 
tal on  January  1,  1969.  He  expired  and  an 
autopsy  was  performed  January  8.  Postmor- 
tem findings : bilateral  pneumonitis. 

Differences  were  observed  in  the  level  and 
persistence  of  antibody  in  patients  for  Tai- 
wan 64  and  Hong  Kong  68  strains  based  on 
the  geometric  mean  of  serum  titers  over  a 
period  of  one  to  twelve  weeks  after  onset 
(Fig.  3).  Complement-fixing  antibody  de- 
clined after  the  third  week  and  HI  anti- 
bodies to  Hong  Kong  68  virus  after  five 
weeks.  In  contrast,  the  antibody  level  to 
the  Taiwan  64  variant  after  an  initial  in- 
crease remained  stable  during  the  observa- 
tion period.  The  mean  antibody  titers  for 
the  Hong  Kong  68  strain  were  higher 
throughout  the  period  than  for  the  Taiwan 
64  strain. 

HI  antibody  titers  to  the  Hong  Kong  68 
virus  of  the  individual  sera  were  listed  ac- 
cording to  the  interval  between  the  onset 
and  collection  of  serum  and  to  the  age  of  the 
patient.  It  was  evident  that  persons  over 
fifty  years  of  age  frequently  showed  earlier 
increases  and  higher  antibody  titers  than 
those  under  fifty  (Fig.  4). 

Comment 

Laboratory  data  during  the  epidemic  of 
respiratory  infections  in  the  winter  of  1968 
to  1969  in  New  York  State  confirmed  the 
presence  of  viruses  resembling  the  A2  Hong 
Kong  68  variant.  Investigations  of  the 
incidence  of  the  HI  anti-Hong  Kong  68  anti- 
body in  healthy  adolescents  and  adults  place 
the  attack  rate  at  approximately  75  per  cent, 
which  is  approximately  the  same  as  sug- 
gested by  a survey  of  blood  donors  in  neigh- 
boring Ontario.14  The  Hong  Kong  68  vari- 
ant is  not  only  antigenically  different  from 
the  influenza  virus  strains  prevalent  in  re- 
cent years  but  our  data  suggests  also  a dif- 
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FIGURE  4.  HI  antibody  finding  against  influ- 
enza A2  Hong  Kong,  August,  1968,  in  74  pa- 
tients. 

Key: 

O patients  fifty-one  years  of  age  or  older. 

• patients  fifty  years  of  age  or  younger. 

ference  in  pathogenicity;  virus  was  isolated 
from  autopsy  material  from  40  per  cent  of 
20  fatal  pneumonia  cases  in  contrast  to  the 
failure  to  isolate  virus  from  autopsy  mate- 
rial of  11  such  cases  which  came  to  our  at- 
tention during  the  influenza  epidemic  of 
1967  to  1968.  The  Hong  Kong  68  variant 
appears  to  be  more  pneumotropic;  it  may 
propagate  more  readily  in  pulmonary  tissue 
and  possibly  over  a longer  period  than  previ- 
ously occurring  strains.  In  our  series  there 
was  no  age  preference  in  patients  with  a 
fatal  course  of  disease  and  virus  isolation. 
In  4 cases,  however,  underlying  conditions 
such  as  diabetes,  epilepsy,  cerebral  palsy, 
and  pregnancy  may  have  contributed  to  the 
fatal  outcome.  Furthermore,  it  is  possible 
that  bacterial  superinfections,  to  which  the 
patients  were  predisposed  by  the  virus  dis- 
ease, aggravated  the  illness  and  resulted  in 
death  in  some  of  the  cases.  The  greater 
pathogenicity  of  the  Hong  Kong  68  virus 
strains  was  also  suggested  by  their  ability 
to  cause  cell  death  and  destruction  of  the 
sheets  in  cell  cultures.  In  contrast,  influ- 
enza A2  strains  isolated  in  our  laboratory 
during  past  years  and  previous  to  the  Hong 
Kong  influenza  epidemic  showed  little  or  no 
cytopathogenicity,  and  their  growth  in  cell 
cultures  was  usually  only  detected  by  hem- 
adsorption. The  observed  isolation  ratios 
emphasize  the  importance  of  collecting 


throat  swabs  soon  after  onset  and  testing 
these  specimens  six  hours  after  collection. 

The  faster  and  stronger  humoral  immune 
response  in  patients  fifty-one  years  of  age  or 
older  suggests  an  antibody  recall  phenome- 
non: these  persons  might  have  had  an  in- 

fluenza infection  earlier  in  life.  Conse- 
quently, one  is  tempted  to  assume  some  an- 
tigenic similarity  between  influenza  strains 
prevalent  at  the  beginning  of  this  century 
and  the  epidemic  strain  of  1968  to  1969. 
Alternatively,  the  response  in  the  older  pop- 
ulation may  represent  a cumulative  experi- 
ence with  a spectrum  of  influenza  strains 
over  the  years. 

The  slower  and  smaller  rises  of  HI  anti- 
Hong  Kong  68  antibody  in  persons  fifty 
years  old  or  younger,  the  decline  of  antibody 
levels  in  patients  six  to  twelve  weeks  after 
onset,  and  of  antibody  incidence  in  the 
healthy  population  in  April  a few  months 
after  the  epidemic  are  compatible  with  a 
primary  immune  response.  On  the  other 
hand,  HI  Taiwan  64  antibody,  after  an  ini- 
tial increase,  was  stable  during  the  con- 
valescent phase  and  also  in  the  incidence  in 
the  general  population ; such  findings  can  be 
expected  in  secondary  immune  responses. 
The  repeated  rise  in  incidence  of  Hong 
Kong  68  antibody  observed  in  June  1969 
may  reflect  continuing  endemic  activity  of 
the  Hong  Kong  68  variant  as  also  suggested 
by  occasional  diagnostic  serologic  findings 
in  patients  from  March  to  May. 

Although  all  isolated  strains  resembled 
the  Hong  Kong  68  variant,  minor  varia- 
tions in  their  antigenic  characteristics  were 
indicated  by  differences  in  the  reactivity  of 
the  anti-Hong  Kong  68  and  the  anti-Taiwan 
64  reference  sera  with  them.  Antigenic 
lability  or  recombination  in  the  field  could 
be  possible  explanations  for  these  varia- 
tions. For  the  latter  explanation,  one  would 
have  to  assume  that  influenza  A2  strains 
other  than  the  Hong  Kong  68  variant  were 
also  present  during  the  epidemic.  Virologic 
evidence  for  this  hypothesis  is  lacking. 
Serologic  data,  however,  suggested  Taiwan 
64  virus  in  the  etiology  of  3 cases. 

In  many  patients  cross  reactions  and  re- 
call phenomena  permitted,  as  could  be  ex- 
pected, only  a group-specific  diagnosis.  But 
in  21  persons  the  serologic  data  suggested 
the  Hong  Kong  68  variant  as  the  etiologic 
agent:  10  had  4-fold  or  greater  rises  only 

against  the  Hong  Kong  68  virus,  and  11  pa- 
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tients  without  rises  had  4-  to  256-fold  higher 
titers  against  the  Hong  Kong  68  virus.  A 
group-specific  diagnosis  was  also  of  value 
since  it  eliminated  any  cause  other  than  in- 
fluenza A. 

The  extent  of  the  epidemic  and  the  ex- 
cess pneumonia  mortality  rate  stress  the 
necessity  for  prevention  of  influenza  infec- 
tions either  by  vaccination  or  chemopro- 
phylaxis. But  the  observed  slight  differ- 
ences among  the  epidemic  strains  could 
have  a bearing  on  the  efficacy  of  vaccines 
and  thus  point  to  the  difficulty  inherent  in 
the  production  of  an  effective  vaccine 
against  viruses  with  labile  antigenic  char- 
acteristics. New  approaches  in  vaccine 
preparation  may  be  necessary  to  overcome 
these  difficulties.  Whether  a chemopro- 
phylaxis by  amantadine  hydrochloride  alone 
or  together  with  vaccination  programs 
would  be  advantageous  cannot  yet  be  de- 
cided, since  the  available  information  on 
field  trials  to  date  are  not  in  general  agree- 
ment.15 
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Levels  of  SERUM  protein-bound  iodine 
which  are  used  to  evaluate  thyroid  function 
may  be  determined  by  several  different 
methods.1  Many  of  these  depend  on  the 
catalytic  effect  of  iodide  on  the  ceric  ion 
reduction  by  arsenous  acid  that  was  first 
described  by  Sandell  and  Kolthoff.2  The 
inhibitory  effects  of  mercury,  silver, 
brucine,  copper,  cyanide,  thiocyanate,  and 
fluoride,  and  the  enhancing  effects  of 
osmium,  iron,  ruthenium,  bromide,  chloride, 
oxalate,  and  citrate  on  the  cerate-arsenous 
acid  reaction  have  been  demonstrated.2-8 

Mercury,  administered  parenterally  as  a 
diuretic,  is  the  ion  which  most  commonly 
causes  spuriously  low  levels  of  serum  pro- 
tein-bound iodine.  One  investigation  using 
a distillation  method  for  measuring  levels  of 
serum  protein-bound  iodine  reported  a 
marked  decrease  in  concentrations  of  serum 


protein-bound  iodine  one  or  two  hours  after 
the  intramuscular  injections  of  meralluride 
(Mercuhydrin)  .9  Another  investigation, 
employing  the  alkaline-ash  method,10  found 
no  change  in  levels  of  the  serum  protein- 
bound  iodine  at  four,  twenty-four,  and  forty- 
eight  hours  after  the  intramuscular  injec- 
tion of  meralluride.11 

The  purpose  of  the  present  study  was  to 
investigate  the  effect  of  therapeutic  doses  of 
meralluride  and  the  effect  of  meralluride 
added  to  serum  in  vitro  on  levels  of  serum 
protein-bound  iodine  determined  by  a wet- 
ashing  method. 

Materials  and  methods 

Six  female  patients,  eighteen  to  seventy- 
seven  years  of  age,  in  late  convalescence 
from  acute  medical  illnesses,  were  selected 
for  study.  The  patients  were  free  of  endo- 
crine, hepatic,  renal,  and  pulmonary  diseases 
as  determined  by  clinical  and  laboratory 
measurements.  None  of  the  patients  had 
received  radiologic  contrast  media,  iodides, 
diuretics,  estrogens,  androgens,  corti- 
costeroids, adrenocorticotropic,  or  thyroid 
hormones  within  twelve  months  prior  to 
study. 

Each  patient  received  a single  intra- 
muscular injection  of  2 ml.  of  meralluride 
that  contains  39  mg.  of  mercury  per  milli- 
liter. Levels  of  serum  protein-bound  io- 
dine were  determined  prior  to  injection  and 
one,  three,  six,  nine,  twelve,  twenty-four, 
and  forty-eight  hours  after  the  injection  of 
meralluride. 

For  the  in  vitro  studies,  dilutions  of 
meralluride  were  prepared  and  added  to  a 
pooled  serum  with  a known  concentration 
of  protein-bound  iodine  so  that  the  mercury 
concentrations  in  serum  ranged  from  19.4 
to  350  micrograms  per  100  ml. 

Levels  of  serum  protein-bound  iodine  were 
measured  by  the  wet-ashing,  chloric  acid 
method  of  Zak8  as  modified  by  Bodansky, 
Benua,  and  Pennacchia.12  All  samples,  in- 
cluding a serum  sample  of  known  protein- 
bound  iodine  content,  were  measured  in 
duplicate.  Variations  in  duplicate  deter- 
minations were  less  than  0.5  microgram  per 
100  ml. 

Results 

Levels  of  serum  protein-bound  iodine  were 
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TABLE  I.  Levels  of  serum  protein-bound  iodine  prior  to  and  at  various  time  intervals  after  the  intra- 
muscular injection  of  2 ml.  meralluride 


, — Control—  1 hour — 3 hours—  -—6  hours—  - — 9 hours— n . — 12  hours — . — 24  hours — * - — 48  hours — 


Micro-  Micro-  Micro-  Micro-  Micro-  Micro-  Micro-  Micro- 

grams  grams  grams  grams  grams  grams  grams  grams 

per  per  per  per  per  per  per  per 


Patient 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

100 

ml. 

Per 

Cent 

A 

4.8 

XOO 

0 7 

15 

2.6 

54 

4.3 

90 

6.4 

133 

6.2 

129 

7.5 

156 

6.0 

125 

B 

3 9 

100 

0.0 

0 

0 0 

0 

1.5 

39 

2.9 

74 

2.9 

74 

3.2 

82 

3.8 

97 

C 

6 3 

100 

0.0 

0 

0.5 

8 

2.7 

43 

3.2 

51 

4.2 

67 

6.1 

95 

5.9 

94 

D 

4.6 

100 

0.0 

0 

0 8 

17 

3.1 

67 

1.2 

26 

3.8 

83 

4.9 

107 

5.8 

126 

E 

6.5 

100 

0.0 

0 

0.1 

2 

0.6 

9 

2.1 

32 

2.8 

43 

4.4 

68 

5.6 

86 

F 

6 3 

100 

0.0 

0 

0.3 

5 

2.3 

37 

2.5 

40 

4.5 

71 

7.4 

117 

6.9 

109 

Mean 

5.4 

100 

0.1 

2 

0.7 

13 

2 4 

45 

3.2 

59 

4. 1 

76 

5.5 

102 

5.3 

98 

less  than  1 microgram  per  100  ml.  in  all 
patients  one  hour  after  meralluride  (Table 
I,  Fig.  1).  In  patient  D the  concentration 
of  protein-bound  iodine  was  lower  at  nine 
hours  than  at  six  hours.  The  mean  level  of 
serum  protein-bound  iodine  expressed  as 
percentage  of  control  protein-bound  iodine 
was  102  per  cent  at  twenty-four  hours  and 
98  per  cent  at  forty-eight  hours  (Fig.  2. 
Table  I). 

The  presence  in  vitro  of  300  micrograms 
of  mercury  per  100  ml.  serum  reduced  the 
level  of  protein-bound  iodine  to  less  than 
1 microgram  per  100  ml.  (Fig.  3).  There 
was  a linear  relationship  between  serum 
concentrations  of  mercury  and  measured 
levels  of  serum  protein-bound  iodine.  Ap- 
proximately 75  micrograms  of  mercury,  less 
than  one  thousandth  the  amount  in  a thera- 
peutic dose  of  meralluride,  reduced  the  pro- 
tein-bound iodine  of  100  ml.  of  serum  by  1 
microgram. 

Comment 

The  results  of  this  study  showed  that 
levels  of  intramuscularly  administered 
meralluride  significantly  reduced  levels  of 
serum  protein-bound  iodine  when  measured 
by  the  wet-ashing,  chloric  acid  method  of 
Zak.6  The  temperature  for  digestion  is 
130  C.  which  does  not  volatilize  the  mercury 
and  the  iron  remains  present  to  inhibit  the 
catalytic  effect  of  iodide  on  the  cerate- 
arsenous  acid  reaction.  The  alkaline  ash 
method  employs  temperatures  of  600  C. 
which  does  cause  the  mercury  to  become 
volatile,  and  levels  of  serum  protein-bound 
iodine  remained  normal  after  meralluride 
administration.11 

The  in  vitro  experiments  demonstrated  a 
direct  linear  relationship  between  concen- 
trations of  mercury  in  serum  and  serum 


FIGURE  1.  Levels  of  serum  protein-bound  io- 
dine, micrograms  per  100  ml.  in  patients  A 
through  F,  prior  to  and  at  time  intervals  after  the 
intramuscular  injection  of  2 ml.  meralluride. 


TIME  IN  HOUBS 


FIGURE  2.  Mean  per  cent  control  serum  pro- 
tein-bound iodine  versus  time  after  the  intra- 
muscular injection  of  2 ml.  meralluride. 


FIGURE  3.  Levels  of  serum  protein-bound  io- 
dine versus  different  concentrations  of  mercury 
added  to  serum  in  vitro. 
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protein-bound  iodine.  Maximal  depression 
of  levels  of  protein-bound  iodine  in  vitro 
occurred  when  serum  mercury  concentra- 
tion was  380  micrograms  per  100  ml. 
Mercuric  ions,  in  concentrations  of  the  same 
order  of  magnitude,  have  been  used  to  stop 
the  cerate-arsenous  acid  reaction  in  de- 
termining the  serum  protein-bound  io- 
dine.7'13 

The  mean  arterial  plasma  mercury  con- 
centration determined  chemically  was  found 
to  be  530  micrograms  per  100  ml.  one  hour 
after  the  intravenous  administration  of 
mercaptomerin.14  No  direct  measurements 
of  concentrations  of  mercury  were  per- 
formed in  the  present  study.  Calculating 
from  the  present  in  vitro  data  that  75  micro- 
grams of  mercury  per  100  ml.  reduced  the 
level  of  serum  protein-bound  iodine  1 micro- 
gram per  100  ml.,  an  initial  level  of  serum 
protein-bound  iodine  of  7 micrograms  per 
100  ml.  would  be  reduced  to  zero  when  the 
plasma  mercury  level  is  530  micrograms  per 
100  ml.  In  5 of  the  6 patients  studied,  this 
calculation  is  correct.  It  might  be  antici- 
pated that  with  initial  concentrations  of 
serum  protein-bound  iodine  above  7 micro- 
grams per  100  ml.,  that  one  hour  after  the 
administration  of  meralluride  the  level  of 
serum  protein-bound  iodine  would  not  be 
zero  but  a function  of  the  initial  concen- 
tration of  serum  protein-bound  iodine.  The 
results  of  Myers  and  Man9  are  in  accord 
with  this  hypothesis. 

The  mean  concentration  of  serum  pro- 
tein-bound iodine  returned  to  control  levels 
twenty-four  hours  after  meralluride  injec- 
tion. This  observation  is  consistent  with 
previous  investigations  that  demonstrated 
one-half  of  the  intravenous  dose  of  mer- 
curial diuretic  was  excreted  within  two  to 
three  hours,  and  60  to  95  per  cent  was  ex- 
creted during  the  first  twenty-four 
hours.14  16  Excretion  was  slightly  slower 


during  the  first  hour  when  mercurial 
diuretics  were  administered  intramuscu- 
larly. Renal  insufficiency  from  any  cause 
delays  the  excretion  of  mercury.  From  the 
present  investigation  one  may  conclude  that 
with  normal  renal  clearance,  levels  of  serum 
protein-bound  iodine  will  be  valid  forty- 
eight  hours  after  the  intramuscular  in- 
jection of  meralluride. 
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/\  man  IS  lying  on  his  bed;  he  can  hardly 
be  aroused  to  take  his  meals  but  does  re- 
spond to  auditory  hallucinations.  He  takes 
no  care  of  his  personal  needs  and  seems  to 
be  unaware  of  the  existence  of  other  people. 
He  has  been  unable  to  work  for  most  of  his 
life  and  finally  has  been  committed  to  a 
mental  institution.  The  diagnosis  is  rela- 
tively easy  to  make:  the  man  has  schizo- 

phrenia. 

This  article  is  about  some  of  the  elusive, 
less  apparent,  and  less  striking  aspects  of 
schizophrenia  which  we  may  call  the 
schizoid  life  style.  In  its  milder  form  it  is 
compatible  with  a person  living  an  almost 
normal  existence.  Such  compensated  per- 
sons seem  to  live,  to  love,  and  to  function 
satisfactorily.  They  can  be  useful  and 
productive  citizens;  however,  when  care- 
fully observed  these  people  show  subtle 
variations  from  normalcy. 

Schizophrenia  has  often  been  compared 
to  tuberculosis  in  terms  of  predisposition, 
course  of  the  disease,  and  other  traits.  A 
pulmonary  lesion  can  remain  in  a calcified 
state  for  the  rest  of  a person’s  life,  or  it  can 
lead  to  an  active  case  of  pulmonary  tuber- 
culosis. This  is  so  with  the  schizophrenic 
life  style.  A patient  may  continue  in  this 
pattern  for  a lifetime  and  lead  a useful 
existence.  Or  the  patient’s  condition  may, 
under  certain  circumstances,  degenerate 
and  culminate  in  an  active  form  of  schizo- 
phrenia. 

At  the  turn  of  the  century,  Bleuler1  re- 


ported on  the  variability  of  the  clinical  pic- 
ture in  schizophrenia.  He  wrote,  “In 
schizophrenia  it  is  important  to  recognize 
that  the  symptoms  exist  in  varying  degrees 
and  shadings  on  the  entire  scale  from  patho- 
logical to  normal,  also  the  minor  cases, 
latent  schizophrenics  with  far  less  manifest 
symptoms  are  many  times  more  common 
than  the  overt  manifest  cases.”  Sartwell- 
stated  that  this  is  also  true  of  other  con- 
ditions: “Most  diseases  manifest  them- 

selves in  a continuous  range  of  severity  or 
extent,  going  all  the  way  from  an  unrecog- 
nizable or  subclinical  level,  on  to  a maximal 
severity.” 

Many  persons  lead  a schizophrenic  way 
of  life  without  ever  coming  to  the  atten- 
tion of  a psychiatrist.  The  number  of  such 
people  as  well  as  the  diagnosis  are  difficult 
to  ascertain.  In  New  York  City  a survey 
established  that  73  per  cent  of  the  people 
who  were  mentally  impaired  and  living  in 
the  community  had  never  come  to  the  at- 
tention of  a psychiatrist.3  They  may  have, 
however,  come  in  contact  with  other  phy- 
sicians or  professional  workers,  such  as 
nurses,  social  workers,  or  clergymen.  A 
recent  study  in  England  showed  that,  “It  is 
clear  that  psychiatric  morbidity,  even  when 
restricted  to  those  cases  given  a formal 
psychiatric  diagnosis,  was  one  of  the  com- 
monest reasons  for  consultation  in  general 
practice.”4 

Knowledge  of  less  evident  forms  of 
schizophrenia  appears  to  be  important  be- 
cause at  this  stage  physicians  can  be  help- 
ful to  these  persons.  By  understanding  and 
helping  them,  we  can  prevent  them  from 
slipping  into  a severe  pathologic  condition. 
Only  by  understanding  how  some  schizo- 
phrenic patients  manage  to  lead  a near- 
normal life  in  the  community,  can  we  better 
treat  the  seriously  ill  ones. 

Theoretical  considerations 

Contemporary  psychiatrists,  such  as 
Kallmann5  and  Rado,6  trace  the  cause  of 
schizophrenia  to  inherited  predisposition. 
They  also  feel  that  onset  of  the  disease  is 
precipitated  mainly  by  the  stresses  of  life 
on  the  afflicted  person.  Physical  disease 
may  consist  of  compensated  and  decompen- 
sated phases;  similarly,  schizophrenia  has 
one  form  with  few  signs  which  is  difficult 
to  diagnose  and  another  form  with  a wealth 
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of  typical  symptoms  which  is  easy  to  diag- 
nose. 

Rado6  feels  that  one,  if  not  the  capital, 
symptom  of  the  disease  is  the  inability  of 
the  afflicted  person  to  enjoy  life  as  much  as 
a normal  person.  He  lacks  the  feeling  for 
simple  pleasures  and  the  affectionate  down- 
to-earth  give  and  take  of  daily  life.  Be- 
cause there  are  so  few  things  he  enjoys,  he 
resents  markedly  their  loss  and  overreacts. 
Any  modification  of  his  precarious  and  un- 
stable equilibrium,  or  homeostasis,  is  a 
threat  of  decompensation.  All  this  in  turn 
disrupts  and  unbalances  the  emotional  part 
of  his  life.  He  feels  anxious,  vulnerable, 
insecure,  different  from  other  people,  and 
experiences  difficulties  in  human  relation- 
ships. He  will  constantly  move  both 
toward  and  away  from  people;  he  may  cling 
to  them  and  at  the  same  time  resent  his 
dependency.  Moreover,  he  has  a limited 
capacity  for  altruistic  love,  and  this,  too, 
will  make  interpersonal  relationships  more 
difficult. 

Compensated  schizophrenia.  These 
signs  exist  in  the  compensated  schizophrenic- 
person  but  are  often  skillfully  camouflaged 
and  hard  to  detect.  Bleuler1  noted  that,  “If 
we  examine  some  individuals  more  closely, 
we  often  tend  to  suspect  the  presence  of 
simple  schizophrenia  without,  however,  be- 
ing able  to  make  a definite  diagnosis  at  the 
given  time,  but  very  often  after  days  or 
years,  our  suspicions  can  be  confirmed.” 
Yet  such  persons  show  the  same  variety  of 
endowment  as  the  rest  of  the  general  popula- 
tion. Some  of  them  have  superior  intelli- 
gence, scientific  or  artistic  talent,  or  other 
gifts.  The  pursuit  of  their  main  field  of  in- 
terest absorbs  their  minimal  capacity  for 
enjoyment,  thus  making  them  even  more 
vulnerable  to  failure. 

They  may  appear  to  be  normal  persons  not 
by  virtue  of  their  own  spontaneous  emo- 
tions but  by  relying  on  their  intellect  or 
their  talent  for  imitation.  They  act  like 
persons  who  hear  a joke,  do  not  understand 
the  meaning,  but  laugh  politely  with  the 
group  in  order  not  to  attract  attention. 
Under  the  most  favorable  circumstances 
these  people  may  go  through  life  without 
ever  suffering  a breakdown. 

Decompensation.  At  times,  however, 
the  apparent  calm  of  the  fragile  schizo- 
phrenic way  of  life  may  be  disrupted  by 


changes  in  the  person’s  inner  or  outer  life. 
Loss  of  a loved  one,  financial  reverses,  ill- 
ness, undergoing  surgical  procedures,  preg- 
nancy and  delivery,  and  emigration  and 
moving  have  been  studied  and  recognized 
to  be  important  factors  in  the  process  of 
decompensation.7-9  In  some  specifically  vul- 
nerable patients,  intempestive  treatment, 
whether  chemotherapy  or  psychotherapy, 
can  represent  an  increase  in  stress  strong 
enough  to  bring  on  a mental  breakdown.10 

If  they  must  be  admitted  to  a mental  in- 
stitution, they  should  be  energetically 
treated.  Diligent  efforts  should  be  made  to 
get  them  well  and  out  of  the  hospital  in  as 
short  a time  as  possible.  The  goals  should 
be  immediate  and  realistic,  that  is  limited 
in  scope  without  entertaining  the  vain  hope 
of  a complete  cure  or  of  changes  in  per- 
sonality. Often  these  patients  have  little 
to  return  to  and  thus  may  have  small  in- 
centive to  improve  enough  to  leave  and 
again  be  on  their  own.  They  may  rapidly 
get  used  to  the  no-stress,  no-responsibility 
aspects  of  hospital  life.  It  is  tempting  for 
them  to  sink  into  the  security  of  institu- 
tional life.  They  may  thus  successfully 
ward  off  the  threat  of  returning  to  the 
endless  struggle  of  real  life  by  showing  a 
worsening  of  their  condition  whenever  con- 
fronted with  the  prospect  of  being  dis- 
charged. The  following  cases  are  illustra- 
tions. 

Case  1.  This  fifty-five-year-old  single, 
friendless  compensated  schizophrenic  man  led 
a peaceful  existence  without  major  psychiatric 
problems.  Admitted  to  a general  hospital  for 
glaucoma,  he  was  referred  for  preoperative 
evaluation  of  his  condition  to  a young,  eager, 
and  enthusiastic  psychiatric  resident  phy- 
sician. The  resident  physician  conscientiously 
analyzed  the  patient’s  life  style  to  him,  took 
pains  to  pinpoint  carefully  his  psychopathologic 
condition,  showed  amazement  that  the  pa- 
tient had  been  able  to  function  for  so  long 
without  a breakdown,  and  ended  his  pedantic 
lecture  by  telling  the  patient  that  he  had 
chronic  schizophrenia.  It  was  as  if  an  internal 
spring  broke  within  the  patient.  He  was 
speechless  at  first,  then  politely  thanked  the 
resident  physician,  and  that  night  tried  to 
commit  suicide.  Consequently,  he  was  trans- 
ferred to  a mental  institution  to  which  he  ad- 
justed well  and  where  he  eventually  died. 

It  is  indeed  more  than  probable  that  had 
the  patient  been  treated  in  a different  man- 
ner, he  might  have  gone  on  leading  a quiet 
life  outside  of  an  institution. 
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Choice  of  right  career 

Compensated  persons  may  be  helped  by 
their  own  endowment  and  by  an  environ- 
ment full  of  goodwill.  By  choice  or  chance, 
they  may  have  selected  the  appropriate 
spouses  and  professional  work,  and  live  in  a 
subculture  where  their  behavior  is  accept- 
able, since  various  cultures  differ  widely  in 
their  capacity  to  tolerate  psychologic  devi- 
ant behavior.  The  absence  of  added  stresses 
and  of  changes  in  living  circumstances  are 
also  important.10 

Usually  these  people  lead  a retired,  un- 
eventful, apparently  peaceful  way  of  life 
and  do  not  come  to  the  attention  of  the 
public. 

Case  2.  This  wealthy  physician  with  an 
active  practice  had  always  been  aloof,  rarely 
dated  girls,  and  remained  a “virgin”  all  his 
life.  He  spent  hours  writing  down  his  thoughts 
in  a diary  that  he  always  carried  with  him. 
While  in  the  army  he  became  obsessed  with 
the  idea  that  the  soldiers  were  contracting 
venereal  diseases  and  that  he,  as  their  phy- 
sician, might  miss  a purulent  discharge. 
Therefore,  he  would  arise  in  the  early  hours 
of  the  morning,  pull  down  a sleeping  soldier’s 
pajamas,  and  order  him  to  squeeze  his  penis 
to  check  whether  or  not  there  wyas  evidence  of 
pus. 

After  leaving  the  army,  he  entered  the  prac- 
tice of  radiology.  This  afforded  him  an  ex- 
cuse to  always  wear  dark  glasses,  “to  be  able 
to  accommodate  his  eyes  to  the  darkroom,” 
where  he  loved  to  stay.  He  also  wTore  con- 
stantly the  lead  apron,  even  when  taking  his 
meals,  “because  it  takes  too  long  to  remove 
and  replace  it  each  time.”  He  would  go  out  to 
dance  to  enjoy  seeing  a girl’s  facial  expression 
w’hen  he  suddenly  would  ask  during  their  first 
dance,  “How  would  you  feel  if  I were  to  make 
love  to  you  right  here?”  He  would  drive  hun- 
dreds of  miles  to  take  care  of  his  father’s 
prostatic  condition  and  derived  considerable 
satisfaction  in  removing  and  reinserting  the 
Foley  catheter  in  his  father’s  penis.  He  often 
rode  horseback  early  in  the  morning  and  left 
instructions  to  notify  him  should  a racehorse 
be  destroyed,  since  he  liked  to  eat  the  meat. 
When  attending  a social  gathering,  he  always 
felt  uncomfortable  and  would  soon  leave  to  go 
to  his  office  where  he  might  be  needed. 

Although  wealthy,  he  owrns  only  one  pair  of 
black  nylon  underpants  and  one  nylon  shirt 
which  he  conscientiously  washes  every  night. 
He  cooks  his  own  meals  and  lives  in  a shabby, 
rundown  one-room  apartment  without  bath, 
running  water,  or  other  amenities  of  life,  in 
a building  owned  by  his  father.  He  feels 
hatred  toward  his  father  “because  he  made  my 
mother  unhappy.”  At  times  he  fantasizes  that 
a great  role  as  redemptor  of  humanity  be- 


hooves him,  but  he  keeps  these  thoughts 
strictly  to  himself  and  his  diary.  He  has  no 
friends  and  no  real  interests. 

Now  fifty  years  of  age,  he  has  been  able  to 
function  up  to  the  present  time.  He  is  highly 
successful  in  his  field  and  has  made  optimum 
use  of  his  capability.  He  has  never  come  to 
the  attention  of  a psychiatrist.  In  fact  his 
schizophrenic  life  style  has  served  as  a pro- 
tection which  has  helped  him  to  go  through 
life  without  breaking  down.  He  has  been 
shielded  from  stresses  and  has  chosen  the 
right  professional  field,  one  that  allows  him 
to  remain  in  the  dark,  to  wear  the  equivalent 
of  an  armor  coat,  and  to  avoid  a social  life. 

Other  schizophrenic  persons  will  function 
below  their  capacities,  and  this  leaves  them 
with  an  extra  margin  of  safety. 

Case  3.  This  middle-aged  man  of  high  in- 
telligence had  anxiety  attacks  when  riding  the 
subway  and  disliked  relating  to  people.  His 
wife  stayed  with  him  throughout  the  years  be- 
cause, she  said,  “he  did  not  bother  me.”  He 
spent  little  money  on  himself  and  gave  her 
most  of  his  wages.  He  worked  in  a post  office 
at  night  for  twenty-five  years  and  never  once 
was  absent  from  work.  His  only  other  ac- 
tivity consisted  in  walking  from  his  home  to 
the  post  office  and  back.  Working  at  night 
near  his  home,  he  did  not  have  to  relate,  com- 
municate, or  travel,  all  things  he  abhorred. 
In  the  dark  nobody  would  notice  his  lack  of 
neatness  and  cleanliness.  He  was  unable  to 
avoid  taking  his  vacation  but  did  succeed  in 
refusing  any  promotion,  which  would  have 
obliged  him  to  work  during  the  day  and  to 
assume  greater  responsibilities.  Changes  in 
such  habits  could  have  disrupted  his  whole 
life  arrangement  and  by  upsetting  his  pain- 
fully maintained  equilibrium,  precipitated  a 
breakdown.  This  kind  of  success  phobia  rep- 
resented a protective  device  that  prevented  him 
from  straining  beyond  his  optimal  capacities. 

Still  others  with  schizophrenia  are  so  vul- 
nerable, or  overstressed,  that  eventually 
they  break  down,  and  the  diagnosis  can 
then  easily  be  made  in  retrospect. 

Case  4.  This  patient  was  in  a mental  hos- 
pital and  would  read  to  the  psychiatric  resi- 
dent physicians  his  “pathologic”  poetic  pro- 
ductions about  garbage  bins,  dead  rats,  and 
excretory  functions.  His  work  which  was 
previously  considered  original,  artistic,  or 
clever  was  now  described  as  “pathologic.”  In 
fact  for  many  years  he  had  been  able  to  func- 
tion as  a poet  and  as  an  entertainer  in  second- 
class  night  clubs  by  declaiming  the  same 
scatologic  poems  to  the  encores  of  the  public. 
He  would  arrive  at  the  night  club  late  at 
night,  eat,  wash,  shave,  dress  in  an  attractive 
uniform,  and  declaim  his  productions.  Then, 
returning  to  his  room  toward  dawn,  he  would 
spend  the  rest  of  his  time  sleeping  and  day- 
dreaming. But  when  his  poetic  style  went 
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out  of  fashion,  he  could  not  change  to  a new 
one  nor  did  he  have  the  inner  resources  to  em- 
brace a different  profession.  He  finally  was 
admitted  to  a mental  institution  where  again, 
as  in  the  good  old  days,  he  found  a good 
audience.  Throughout  the  years  he  care- 
fully kept  yellowed  newspaper  clippings  where 
his  name  had  been  mentioned. 

Chronic  student 

Some  compensated  schizophrenic  per- 
sons have  found  a niche,  albeit  transient, 
acting  the  part  of  a student.  They  feel 
more  at  ease  and  more  anonymous  in  a 
large  group,  such  as  a student  body.  They 
are  the  first  to  wear  the  faluches  or  stu- 
dent caps,  to  people  the  cafes,  or  sing 
bawdy  songs  in  unison.  Being  a student 
affords  them  the  opportunity  to  behave 
marginally.  They  may  be  asocial  or  over- 
social, grow  hirsute  appendages,  wake  up 
at  a late  hour,  or  return  home  early  in 
the  morning.  They  may  dress  in  a weird 
fashion  and  wear  long,  messy  hair  or  shave 
their  heads.  They  can  easily  get  away  with 
it.  The  public  at  large  is,  traditionally, 
tolerant  of  students.  By  virtue  of  being 
students,  they  avoid  settling  down,  being 
on  their  own,  embracing  a career,  and  ac- 
cepting responsibilities.  Looking  at  their 
younger  colleagues,  they  go  on  seeing  them- 
selves as  young  students,  when  in  fact  they 
have  become  chronic  students. 

Their  student  or,  rather,  pseudostudent 
way  of  life  has  a protective  and  supportive 
function  and  prevents  these  persons  from 
breaking  down.  Extreme  caution  should 
be  exercised  if  and  when  these  persons 
seek  therapy.  They  should  not  straight  off 
be  robbed  of  their  helpful  illusions  and 
fantasies,  which  have  been  filling  an  emo- 
tional vacuum.  They  must  first  be  helped  to 
become  stronger  emotionally  and  be  given  a 
new  raison  d’etre,  and  only  then  can  their 
defenses  be  carefully  removed. 

Among  these  students  we  can  distinguish 
two  main  subgroups.  One  group  consists 
of  members  who  are  content  to  carry  stu- 
dent cards  in  their  wallets.  Whenever  pos- 
sible they  live  near  the  campus  and  go  on 
buying  student  or  underground  newspapers. 
When  asked  to  fill  out  forms  stating  their 
occupations,  they  feel  entitled  to  write 
proudly,  in  large  letters,  “Student.”  To 
think  of  themselves  as  students  gives  these 
people,  who  have  low  self-esteem  due  to 


their  incapacities,  a feeling  of  seriousness 
and  an  aura  of  respectability. 

The  other  group  consists  of  those  who 
have  enough  strength  to  go  on  studying  but 
have  difficulties  as  time  of  graduation,  and 
hence  of  leaving  their  alma  mater,  draws 
near. 

In  the  mid-1950s,  the  Board  of  Directors 
of  the  Cite  Universitaire  (campus)  in  Paris 
decided  to  put  a limit  on  the  length  of  resi- 
dency since  some  “students”  had  been  liv- 
ing on  campus  since  before  World  War  II. 

Case  5.  One  chronic  student  was  an  Ameri- 
can and  old-time  resident  of  the  Cite  Univer- 
sitaire. When  the  fateful  time  came,  forcing 
him  off  the  campus,  he  settled  in  a small  room 
in  a hotel  one  block  away  and  stayed  there  for 
the  rest  of  his  life.  This  enabled  him  to  con- 
tinue frequenting  his  old  hangouts  and  not  to 
change  his  habits. 

He  had  studied  for  seventeen  years  in 
various  departments  of  the  University  of  Paris 
where  he  missed  by  one  year  becoming  a phy- 
sician, a pharmacist,  and  a professor  of  philos- 
ophy. Whenever  he  approached  graduation 
time  in  one  profession,  he  would  switch  to  an- 
other. He  found  many  justifications  for  his 
giving  up  just  before  graduation,  including 
asthma  attacks  and  upper  respiratory  infec- 
tions for  which  he  went  from  one  physician  to 
another  for  treatment. 

He  also  had  tried  to  involve  his  younger 
sister  in  his  way  of  life.  He  convinced  her  to 
live  with  him  in  the  same  cheap  hotel  and  sug- 
gested that  she  take  the  same  courses.  She 
also  helped  supplement  his  financial  resources. 
Being  a student  he  did  not  have  to  look  after 
his  sick  mother  nor  did  he  have  to  envision  mar- 
riage. When  his  father  died  and  his  brother 
threatened  to  stop  sending  him  money,  he  had  a 
series  of  accidents  in  which  he  broke  an  arm 
and  several  cervical  vertebrae;  the  brother 
continued  to  provide  for  him.  Finally  after 
having  exhausted  all  possible  sources  of  grants, 
stipends,  scholarships,  fellowships,  and  fa- 
milial help,  he  took,  in  his  forties,  a low-paid 
job  as  a representative  for  a pharmaceutical 
company.  To  his  ex-medical  school  colleagues 
he  was  a convincing  salesman  of  the  drugs 
which  he  had  always  used  and  abused.  His 
ever-increasing  and  never-ending  somatic  com- 
plaints finally  overtaxed  his  sister  who  planned 
to  return  to  the  United  States.  Confronted 
with  this  disquieting  prospect,  he  mobilized  all 
his  strength  and  resources  to  find  a substitute 
who  would  continue  to  take  tender  care  of  him 
and  save  him  from  decompensation. 

Other  examples 

Some  schizophrenic  persons  who  are  able 
to  function  need  the  collective  warmth  of  a 
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crowd  which  gives  them  a feeling  of  secur- 
ity. They  try  to  dissolve  into  the  mass  of 
people  to  become  an  anonymous  part  of  the 
crowd.  However,  they  tend  to  avoid  a 
closer  one-to-one  relationship.  They  func- 
tion well  in  military  life,  in  institutions, 
and  in  other  large  group  settings.  They 
are  to  be  found  among  the  hippies,  the 
beatniks,  the  marginal  religious  sects,  or 
the  extreme  political  groups.  Bleuler1  noted 
that  “new  movements,  causes,  and  fads  in- 
evitably attract,  first  of  all,  the  latent  schizo- 
phrenics who  promote  and  encourage  as  well 
as  endanger  such  movements.”  Such  group 
membership  gives  them  a license  for  eccen- 
tricity and  for  leading  a marginal  existence. 
Their  behavior  may  show  a pattern  of  over- 
involvement, yet  on  close  observation  it  re- 
mains superficial  and  essentially  self- 
centered.  Spending  their  days  attached  to 
the  telephone,  which  seems  to  have  replaced 
the  umbilical  cord,  they  cling  to  other  people, 
whether  relatives,  neighbors,  or  complete 
strangers. 

Unable  to  love  another  human  being  for 
fear  of  subsequent  abandonment,  they  may 
love  themselves  or  even  an  animal. 

Case  6.  A petty  administration  official  fol- 
lowed the  advice  of  his  physician  who,  noticing 
his  loneliness,  suggested  that  he  acquire  a 
puppy.  He  put  his  whole  heart  in  caring  for 
the  dog.  He  never  left  the  animal  alone  for 
more  than  one  hour,  kept  him  in  his  car  when 
going  to  work,  and  would  visit  the  dog  in  the 
car  every  hour  to  make  sure  that  he  was  doing 
well.  He  functioned  well  for  many  years  but 
broke  down  on  the  death  of  the  dog,  his  only 
true  love. 

Some  persons  have  somatic  complaints 
and  wander  endlessly  from  physician  to 
physician.  Occasionally  the  physician  may 
feel  guilty  and  discouraged  because  he  is 
not  curing  them  since  the  complaint  re- 
mains. However,  a physician  should  realize 
that  by  showing  interest  in  the  patient  he 
does  a tremendous  job  in  helping  a schizo- 
phrenic person  continue  to  function.  Some 
of  these  patients  have  been  referred  to  sur- 
geons who  hastily  removed  some  organ  and 
did  not  treat  the  disease.  Plastic  surgeons 
and  those  who  specialize  in  “changing  sex” 
are  frequently  involved  with  such  ambulant 
schizophrenic  patients.11  Others  cause  ter- 
ror to  their  priest-confessors  whom  they 
snow  under  with  their  confessions  of  trivia 
or  of  the  horrendous  deeds  they  invent  to 


keep  them  listening. 

They  may  religiously  keep  away  from 
sex  or  may  confuse  love  with  mere  sexuality 
and  are  apathetic  and  lonely  beneath  the 
facade  of  happy-go-lucky  promiscuous  con- 
duct. 

Case  7.  This  attractive,  brilliant  young  stu- 
dent appeared,  at  first,  to  have  a well-balanced, 
stable,  and  outgoing  personality.  She  always 
had  many  dates  and  was  taken  to  shows  and  on 
weekends  of  skiing.  Yet,  close  observation  re- 
vealed a different  picture.  She  lacked  affective 
spontaneity,  and  when  attending  a show  she 
would  watch  her  neighbor  to  know  when  to 
applaud.  Moreover,  she  was  bored  with 
listening  to  other  people’s  problems  and  would 
fantasize  that  she  was  on  stage  playing  the 
leading  role.  She  resented  the  skiing,  the 
people  around,  the  cold,  and  the  snow  but  par- 
ticipated because  she  felt  that  it  was  expected 
behavior  on  her  part.  At  social  gatherings  she 
appeared  to  be  aggressive  when,  in  fact,  she 
felt  continuously  ill  at  ease.  She  listened  care- 
fully to  how  people  spoke  on  various  matters 
and  when  asked  for  her  opinion  would  often 
paraphrase  another’s  words. 

She  examined  her  every  word  and  gesture 
and  was  unable  to  confide  in  others  or  to  show 
her  true  feelings.  At  times  she  would  sud- 
denly flare  up  in  rage  for  no  apparent  reason. 
She  was  leading  an  intense  fantasy  life  and 
spent  considerable  time  daydreaming,  yet 
managed  to  keep  a good  outward  facade  of 
serenity  and  of  participation.  Only  to  a 
perspicacious  person  would  she  convey  the  im- 
pression of  being  surrounded  by  a glass  wall. 

So  far  as  her  studies  were  concerned,  she 
did  well  in  theoretical  sciences.  She  did  not 
enjoy  her  studies  but  did  receive  some  pleasure 
from  being  the  best  in  the  class. 

Her  exchange  currency  was  sex.  By  being 
provocative  she  was  able  to  attract  men,  and 
by  having  sexual  relations  she  was  able  to 
keep  them  for  a while.  She  did  not  like  sex 
but  considered  it  to  be  a necessary  evil.  She 
had  been  indiscriminately  promiscuous  since 
age  twelve.  Sex  was  the  only  way  she  knew 
to  get  closer  to  people;  yet,  while  making  love, 
her  fantasies  concerned  moving  with  her  par- 
ents to  the  Antipodes. 

She  was  able  to  go  through  the  turmoil  of 
adolescence  because  of  her  life  style.  By  being 
promiscuous  she  avoided  feeling  alone.  Her 
popularity  prevented  her  from  being  con- 
stantly confronted  with  herself.  She  also  was 
able  to  rely  on  understanding  parents.  Thus, 
she  could  continue  her  studies  in  which  she  did 
well,  finding  gradually  more  and  more  ego 
strength  and  some  gratification  in  her  academic 
achievements. 

Summary 

Schizophrenia  is  a multifaceted  emo- 
tional disturbance  not  limited  to  patients 
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under  psychiatric  care.  It  also  encompasses 
individuals  all  around  us  who  appear  to 
function  adequately  and  who  lead  an  un- 
remarkable and  often  useful  existence. 
They  have  a good  prognosis  and  can  go 
through  life  without  a breakdown.  Some 
are  sustained  by  having  a schizophrenic  life 
style  which  has  adaptive  and  protective 
functions.  If  the  therapist  understands 
these  functions,  he  will  avoid  disrupting  an 
unstable  and  painfully  acquired  equilibrium. 

Many  individuals  may  show  aloofness, 
peculiar  behavior,  shyness,  and  lead  a mar- 
ginal life  and  yet  be  mentally  normal.  One 
cannot  arbitrarily  choose  a few  signs  out 
of  context  to  establish  a diagnosis.  The 
whole  clinical  picture  and  the  patient’s  life 
style  must  be  considered. 

Indeed,  the  area  between  normalcy  and 
schizophrenia  is  ill-defined  and  poorly  de- 
lineated. The  diagnosis  of  decompensated 
schizophrenia  can  thus  be  quite  difficult  to 
make.  This  is  particularly  true  in  persons 
who  have  a schizophrenic  life  style. 

Box  A,  Kings  Park,  New  York  11754 
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P OR  MANY  years  clinicians  have  been  in- 
trigued by  the  fact  that  a patient  suffering 
from  expressive  aphasia  is  often  unable  to 
produce  a word  at  will  whereas  he  may  pro- 
duce it  quite  adequately  when  distracted  or 
when  under  emotional  stress  or  anxiety. 
This  phenomenon  has  been  explained  in  var- 
ious ways  by  Jackson,1  Goldstein,2  Schuell,3 
and  others.  Of  interest  with  regard  to  this 
study  was  a theory  concerning  the  aphasic 
patient’s  inadequacy  of  verbal  expression 
proposed  by  Birch  and  Lee4  and  reported  a 
year  later  by  Birch.5  Birch  referred  to  the 
effects  of  delayed  auditory  feedback  in 
blocking  verbal  production  and  of  intense 
auditory  stimulation  in  reducing  stuttering 
as  reported  by  Cherry,  Sayers,  and  Mar- 
land.'1  In  relating  these  facts  to  the  disrup- 
tion of  expressive  language  functioning  in 
aphasia,  Birch5  suggests  that  “.  . .explora- 
tion of  the  auditory  system  as  the  source  for 
verbal  inhibition  would  provide  the  most 
profitable  direction  for  initial  inquiry.”  Ac- 
cordingly, he  presented  a 256-cycle  tone 
binaurally  at  an  intensity  of  60  to  80  dec- 


ibels for  thirty  seconds  to  expressive 
aphasic  patients  while  they  attempted  cer- 
tain verbal  tasks.  Data  reported  from  the 
combined  results  of  two  separate  experi- 
ments involving  35  patients  indicated  that 
for  75  per  cent  of  the  subjects  tested,  per- 
formance was  “decisively  improved”  and 
that  the  latency  of  verbal  responses  to  pre- 
sented stimuli  was  more  than  halved  when 
the  patients  were  auditorily  stimulated. 

Weinstein,7  interested  in  the  therapeutic 
implications  of  Birch’s  findings,  reported  an 
attempt  to  replicate  the  experiments.  His 
study  allowed  for  quantitative  comparison 
of  the  results  under  conditions  of  silence 
and  of  auditory  stimulation,  in  terms  of 
number  of  correct  responses  and  latency  of 
responses  in  seconds.  Weinstein’s  results 
failed  to  confirm  the  contention  of  Birch 
that  intense  auditory  stimulation  caused 
“dramatic  and  immediate  improvement”  in 
the  speech  of  aphasic  patients.  In  view  of 
these  conflicting  results,  this  topic  seemed 
worthy  of  further  investigation.  This  ar- 
ticle compares  the  oral  reading  ability  of 
aphasic  patients  under  standard  conditions 
and  under  imposed  auditory  stimulation  of 
two  types:  white  noise  and  a pure  tone, 

both  applied  bilaterally  through  ear  phones 
at  sufficient  loudness  levels  to  mask  the  pa- 
tient’s hearing  his  own  speech. 

Subjects 

Eighteen  patients  with  predominantly  ex- 
pressive aphasia  served  as  subjects.  The 
time  lapse  from  the  onset  of  aphasia  to  the 
time  of  the  test  ranged  from  two  weeks  to 
three  years.  Subjects’  ages  ranged  from 
twenty-four  to  seventy-four  years  with  a 
mean  age  of  fifty-two  years.  Two  of  the 
subjects  were  females.  Education  level 
ranged  from  grade  five  to  college  graduate, 
with  the  majority  being  high  school  grad- 
uates. 

Materials 

Reading  materials  were  prepared  consist- 
ing of  word  lists  and  sentences  comparable 
in  difficulty  and  length.  The  words  and 
sentences  were  formed  at  random  into  three 
sets  of  materials  in  such  a way  that  each  of 
the  three  word  lists  contained  10  words  in- 
creasing from  one  to  three  syllables,  and 
each  of  the  three  sentence  lists  contained 
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seven  sentences  increasing  in  length  from  3 
words  to  16  words.  The  words  and  sen- 
tences were  printed  singly  in  boldface  type 
on  3 by  5-inch  white  cards.  The  order  of 
presentation  within  each  set  was  held  con- 
stant with  difficulty  progressing  from  single 
words,  to  simple  sentences  with  short  words, 
to  longer  sentences  gradually  increasing  in 
length  and  containing  longer  words. 

Procedure 

Each  subject  was  tested  under  three  con- 
ditions using  a different  but  comparable  set 
of  reading  material  for  each  condition.  Be- 
fore each  condition  the  patient  was  told  that 
he  would  be  shown  some  printed  material 
and  that  he  should  read  aloud  as  much  as  he 
could  read.  Each  card  containing  a word  or 
sentence  was  presented  and  a period  of  ten 
seconds  was  allowed  for  the  patient  to  re- 
spond. All  responses  were  tape  recorded 
for  later  evaluation. 

The  three  test  conditions  were:  condi- 

tion I,  “standard”  condition  using  no  audi- 
tory stimulation;  condition  II,  using  white 
noise  masking  of  approximately  50  decibel 
hearing  level  presented  bilaterally  through 
earphones;  and  condition  III,  using  a pure 
tone  of  250  Hertz  presented  bilaterally 
through  earphones  at  approximately  60- 
decibel  hearing  level.  The  three  conditions 
were  rotated  in  the  order  of  presentation  to 
reduce  the  effects  on  results  caused  by  the 
subjects’  fatigue  or  familiarity  with  the  test 
situation. 

Responses  were  transcribed  from  taped 
records,  and  the  tapes  were  used  to  score  the 
responses.  Of  the  71  possible  responses  un- 
der each  condition,  the  percentage  of  correct 
responses  was  computed  for  each  condition 
for  each  subject. 

Results 

Table  I presents  the  per  cent  of  correct 
responses  for  each  subject  under  each  of  the 
three  conditions.  It  will  be  noted  that  the 
mean  performance  of  the  subjects  as  a 
group  in  terms  of  per  cent  of  correct  re- 
sponses was  best  under  condition  III,  pure 
tone  (61.5  per  cent),  next  best  under  the 
standard,  condition  I,  (59.7  per  cent),  and 
poorest  under  condition  II,  white  noise 
(53.4  per  cent).  The  differences  were  not 
statistically  significant. 


TABLE  1.  Correct  responses  shown  as  per  cent  of 
total  possible  responses  under  the  three  con- 
ditions for  each  aphasic  patient 


Case 

Condi- 
tion 1 
Standard 

Condi- 
tion II 
White 
Noise 

Condi- 
tion III 
Pure 
Tone 

1 

90 

76 

89 

2 

99 

96 

96 

3 

99 

94 

97 

4 

93 

87 

97 

5 

1 

8 

10 

6 

17 

30 

17 

7 

17 

15 

13 

8 

96 

83 

94 

9 

94 

90 

93 

10 

73 

63 

76 

11 

41 

38 

72 

12 

91 

87 

94 

13 

84 

70 

84 

14 

30 

21 

22 

15 

74 

53 

75 

16 

7 

8 

13 

17 

60 

28 

51 

18 

9 

15 

14 

Mean 

59.7 

53.4 

61.5 

Median 

73.5 

58.0 

75.5 

Inspection  of  the  table  shows  that  there 
was  considerable  variability  in  performance 
among  the  subjects,  ranging  from  10  per 
cent  or  less  correct  responses  under  any  con- 
dition shown  by  Case  5 to  96  per  cent  or 
more  correct  under  all  conditions  by  Case 
2.  To  compare  each  subject’s  performance 
under  the  three  conditions,  the  sign  test,  as 
described  by  Siegel,8  was  used.  The  focus 
was  on  the  direction  of  the  differences  be- 
tween the  conditions  rather  than  on  the 
magnitude  of  the  differences. 

When  condition  II,  white  noise,  was  com- 
pared to  the  standard  condition,  the  sign 
test  showed  the  direction  of  the  difference  in 
performance  to  favor  condition  I,  the  stan- 
dard, for  14  of  the  18  subjects.  The  prob- 
ability of  obtaining  such  a result  by  chance 
was  0.015,  indicating  that  chance  alone 
could  not  account  for  the  fact  that  more  of 
the  subjects  performed  better  under  the 
standard  condition  than  under  white  noise. 

A comparison  of  condition  III,  pure  tone, 
to  the  standard,  revealed  that  8 subjects 
performed  better  and  8 performed  less  well 
under  the  standard,  while  2 subjects  showed 
no  change.  Predictions  of  improved  per- 
formance under  auditory  stimulation  were 
not  borne  out. 

When  the  two  conditions  of  auditory  stim- 
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ulation  were  compared,  3 subjects  performed 
better  under  noise  than  under  pure  tone, 
while  for  14  subjects  the  reverse  was  true, 
with  1 subject  making  no  change.  The  sign 
test  applied  to  these  results  indicated  that 
these  subjects  performed  better  under  pure 
tone  than  under  white  noise  more  often  than 
could  be  accounted  for  by  chance. 

From  inspection  of  individuals’  perfor- 
mance under  the  three  conditions,  it  ap- 
peared that  for  those  subjects  whose  per- 
formance was  relatively  poor  under  standard 
conditions,  some  improvement  was  noted 
under  auditory  stimulation.  The  scores  for 
the  10  subjects  who  scored  75  per  cent  or 
below  on  the  standard  condition  were  sub- 
jected to  a sign  test  to  determine  if  their 
performance  under  pure  tone  showed  con- 
sistent improvement.  The  results  indicated 
that  the  observed  direction  of  the  change  in 
performance  would  be  accounted  for  by 
chance. 

It  will  be  recalled  that  the  experimental 
design  called  for  rotation  of  the  three  con- 
ditions, resulting  in  three  different  order 
patterns  of  presentation.  The  question 
arose  as  to  whether  the  order  of  presenta- 
tion of  the  three  conditions  may  have  af- 
fected the  results;  that  is,  did  the  last  con- 
dition for  a given  subject  produce  better  re- 
sults regardless  of  the  condition?  Again, 
the  sign  test  was  used  to  compare  each  sub- 
ject’s performance  under  the  third  condition 
presented,  whichever  it  happened  to  be,  with 
the  second  condition  presented,  and  the 
third  condition  to  that  of  the  first  condition. 
In  both  comparisons  the  direction  of  the 
differences  can  be  accounted  for  by  chance. 
Thus  it  appears  that  the  factor  of  order  of 
presentation  cannot  account  for  such  dif- 
ferences in  performance  as  were  observed 
under  the  three  conditions. 

Comment 

Although  the  performance  of  the  aphasic 
patients  measured  quantitatively  in  terms 
of  correct  responses  was  no  better  under  the 
experimental  conditions  of  auditory  stimula- 
tion, several  interesting  qualitative  changes 
in  behavior  were  noted  in  individual  sub- 
jects. For  example,  one  of  the  patients 
whispered  all  his  responses  under  the  stan- 


dard condition  and  under  the  white  noise. 
However,  when  he  was  stimulated  with  the 
pure  tone,  although  he  responded  correctly 
to  only  a few  more  of  the  words,  he  voiced 
all  responses.  This  patient  was  observed 
to  return  to  whispered  speech  following  re- 
moval of  the  pure  tone  stimulation. 

Another  patient  was  observed  to  use  an 
unusual  stereotyped  voice  inflection  in  in- 
formal conversation  as  well  as  in  the  stand- 
ard test  condition  and  with  white  noise. 
However,  the  bizarre  inflection  pattern  dis- 
appeared in  the  pure  tone  condition,  and  his 
vocal  inflection  pattern  appeared  normal. 
When  the  tone  was  removed  the  character- 
istic stereotype  inflection  pattern  returned 
in  his  conversational  speech. 

Of  the  5 patients  who  scored  below  20  per 
cent  correct  responses  in  the  standard  con- 
dition, 4 improved  in  at  least  one  of  the  ex- 
perimental conditions,  and  3 of  these  im- 
proved in  both  experimental  conditions. 
Thus  it  appears  that  some  patients  who  are 
having  great  difficulty  with  language  might 
benefit  by  application  of  bilateral  auditory 
stimulation  in  the  clinical  situation. 

In  summary,  the  results  reported  by 
Birch5  indicating  a decisive  improvement  in 
verbal  performance  of  aphasic  patients  un- 
der pure-tone  stimulation  were  not  con- 
firmed in  this  study.  While  the  conflicting 
results  cannot  be  totally  explained,  some 
may  be  due  to  a difference  in  “criteria  of 
improvement”  used  in  the  two  studies.  The 
results  obtained  in  this  study  closely  paral- 
lel those  reported  by  Weinstein7  who  also 
failed  to  confirm  Birch’s  findings. 

References 

1.  Jackson,  J.  H.:  Selected  Writings  of  John  Hugh- 

lings  Jackson,  London,  Hodder  and  Stoughton,  1932. 

2.  Goldstein,  K.:  Language  and  Language  Distur- 

bances, New  York,  Grune  and  Stratton,  1958. 

3.  Schuell,  H.  M.,  Jenkins,  J.  J.,  and  Jimenez-Pavon, 

E.:  Aphasia  in  Adults,  New  York,  Harper  and  Row,  1964. 

4.  Birch,  H.  G.,  and  Lee,  J.:  Cortical  inhibition  in 

expressive  aphasia,  A.M.A.  Arch.  Neurol.  & Psychiat.,  74: 
514  (1955). 

5.  Birch,  H.  G.:  Experimental  investigations  in  ex- 

pressive aphasia.  New  York  State  J.  Med.,  56:  3849 
(1956). 

6.  Cherry,  E.  C.,  Sayers,  B.  M.,  and  Marland,  P.  M.: 
Experiments  on  the  complete  suppression  of  stammering. 
Nature  176:  874  (1955). 

7.  Weinstein,  S.:  Experimental  analysis  of  an  attempt 

to  improve  speech  in  cases  of  expressive  aphasia.  Neurol- 
ogy 9:  632  (1959). 

8.  Siegel,  S.:  Nonparametric  Statistics  for  the  Be- 

havioral Sciences,  New  York,  McGraw-Hill,  1956. 


November  15,  1970  / New  York  State  Journal  of  Medicine  2817 


TABLE  I.  Age  and  parity  of  51  patients 


Spontaneous  Subcapsular 
Hematoma  of  Liver 
During  Pregnancy 


LAWRENCE  J.  SEVERINO,  M.D. 

Valhalla,  New  York 
WALTER  L.  FREEDMAN,  M.D. 

Valhalla,  New  York 
A.  P.  MAHESHKUMAR,  M.D. 

Valhalla,  New  York 

Assistant  Director  of  Obstetrics  & Gynecology 
(Dr.  Severino),  Director  of  Obstetrics  & Gynecology 
(Dr.  Freedman),  and  Resident  in  Surgery 
(Dr.  Maheshkumar),  Grasslands  Hospital 


Group 

Number  of 
Patients 

Age  (years) 

20  to  24 

3 

25  to  29 

14 

30  to  34 

15 

35  to  39 

11 

Over  40 

6 

Unknown 

2 

Parity 

Para  0 

2 

Para  I 

4 

Para  II 

10 

Para  III 

8 

Para  IV 

6 

Para  V or  more 

18 

Unknown 

3 

TABLE  II.  Signs  and  symptoms  associated  with 
a subcapsular  hematoma  of  the  liver 

Sign  or  Symptom 

Number  of 
Patients 

Epigastric  (right  upper  quadrant) 

pain 

49 

Hypertension 

39 

Preeclampsia 

32 

Nausea  and  vomiting 

19 

Headache 

10 

Eclampsia 

6 

Subcapsular  hematoma  of  the  liver  is  a 
rare  complication  of  pregnancy  that  carries 
a grave  prognosis  for  both  the  mother  and 
fetus.  A review  of  the  world  literature  dis- 
closes a maternal  mortality  of  70  per  cent, 
and  a perinatal  mortality  of  77  per  cent. 
This  is  the  fifty-first  case  of  subcapsular 
hematoma  to  be  reported;  the  patient  is  the 
fifteenth  who  has  survived  this  catastrophe. 

Summary  of  literature 

Spontaneous  hepatic  rupture  during  preg- 
nancy was  first  observed  by  Abercrombie1 
in  Cape  Town  in  1844,  and  subsequent  re- 
ports have  been  submitted  from  all  over  the 
world.2  45  The  case  reports  have  been  simi- 
lar in  their  description  of  the  clinical  pic- 
ture (Tables  I and  II). 

Composite  case  history.  A multipara  in 
her  late  twenties  or  thirties,  in  the  third  tri- 
mester, complains  of  right  upper  quadrant  epi- 
gastric pain,  nausea,  and  vomiting.  Examina- 
tion reveals  hypertension  and  signs  of  pre- 


eclampsia. The  uterine  gestation  is  recog- 
nized, but  the  abdominal  examination  is  other- 
wise unremarkable.  While  under  observation, 
the  patient  experiences  an  increase  in  pain,  and 
sudden  shock  occurs  as  Glisson’s  capsule  rup- 
tures. The  shock  precipitates  fetal  death,  and 
if  surgery  is  not  performed,  maternal  death 
follows.  The  right  upper  quadrant  pain  is 
usually  diagnosed  as  cholecystitis,  pancreatitis, 
or  myocardial  infarction  and  treated  symp- 
tomatically. The  correct  diagnosis  is  not  ap- 
preciated until  the  signs  of  shock  have  oc- 
curred. At  exploration  or  autopsy,  a subcap- 
sular hematoma  of  the  anterior  and  superior 
surfaces  of  the  right  lobe  of  the  liver  is  noted. 
The  capsule  has  ruptured,  producing  a massive 
hemoperitoneum.  The  liver  parenchyma  is  in- 
tact, and  an  ooze  is  noted  from  its  surface.  The 
liver  is  enlarged  and  soft.  Microscopic  evalu- 
ation reveals  no  pathognomonic  lesions;  the 
only  common  findings  are  areas  of  hemorrhage 
and  necrosis. 

Comment.  The  etiology  appears  to  be  on 
the  basis  of  trauma  to  a liver  comprised  by 
the  vascular  changes  associated  with  hyper- 
tension. These  changes  are  focal  hepatic 
destruction  and  hemorrhage  resulting  from 
the  hypoxia  secondary  to  vasospasm  of  the 


2818  New  York  State  Journal  of  Medicine  / November  15,  1970 


terminal  arterioles.9  The  trauma  may  be 
external,  that  is,  secondary  to  a blow  or  a 
fall,  or  it  may  result  from  the  increase  in 
intra-abdominal  pressure  associated  with 
labor,  vomiting,  or  a convulsion.  An  abnor- 
mality in  the  coagulation  process  occurred 
three  times;  two  were  instances  of  afibrino- 
genemia,-9-3- and  the  third,  disseminated  in- 
travascular coagulation.26 

Case  report 

A thirty-two-year-old  Negro,  gravida  9,  para 
7,  abortion  1,  was  admitted  to  the  hospital  in 
the  thirty-second  week  of  pregnancy  complain- 
ing of  upper  abdominal  pain.  The  patient  was 
awakened  by  the  pain,  became  nauseated,  and 
vomited  five  times  before  admission.  The  pa- 
tient had  been  delivered  of  five  children  at  this 
hospital;  all  pregnancies  had  been  accompanied 
by  hypertension  without  edema  or  proteinuria. 
The  hypertension  persisted  between  pregnan- 
cies; a diagnosis  of  essential  hypertenison  was 
made  after  evaluation  of  the  cardiovascular  and 
renal  systems.  The  antepartum  course  dur- 
ing this  pregnancy  was  unremarkable  except 
for  blood  pressure  readings  which  varied  from 
140/90  to  160/100  mm.  Hg. 

Physical  examination  was  unremarkable  ex- 
cept for  mild  right  upper  quadrant  tenderness. 
The  pulse  was  130,  and  the  blood  pressure 
160/100  mm.  Hg.  There  was  no  edema.  The 
fetal  heart  rate  was  140,  and  the  estimated 
fetal  weight  was  1,500  Gm.  The  uterus  was 
nontender  and  noncontractile.  No  proteinuria 
was  found.  The  hematocrit  was  29. 

During  the  next  twenty-four  hours,  the 
hematocrit  decreased  from  29  to  21.  The  pa- 
tient complained  of  mild  right  upper  quadrant 
pain  which  radiated  to  the  right  shoulder  and 
increased  with  respiration.  There  was  no 
change  in  the  physical  examination,  and  it  was 
considered  that  the  fall  in  the  hematocrit  might 
be  secondary  to  hemolytic  anemia. 

A work-up  for  a hemolytic  disorder  was  un- 
dertaken and  proved  to  show  negative  findings. 
Forty-eight  hours  after  admission,  the  patient 
was  asymptomatic;  however,  the  hematocrit 
had  decreased  to  19,  necessitating  the  transfu- 
sion of  two  units  of  whole  blood.  During  the 
transfusion,  the  patient  complained  of  severe 
pain  in  the  upper  abdomen  and  the  right 
shoulder,  became  dyspneic  and  tachypneic,  and 
rebound  tenderness  was  now  elicited  in  the 
right  upper  quadrant  of  the  abdomen.  There 
was  still  no  evidence  of  fetal  distress  or  uterine 
tenderness.  In  view  of  the  symptoms,  an  ex- 
ploratory laparotomy  was  performed  with  a 
diagnosis  of  intra-abdominal  hemorrhage  of 
undetermined  cause. 

The  abdomen  was  explored  through  an  in- 
fra-umbilical  incision.  Approximately  100  cc. 
of  blood  were  noted  within  the  peritoneal  cav- 
ity; the  uterus  was  enlarged  to  the  size  of  a 
thirty-two  weeks’  gestation  without  any  evi- 
dence of  uterine  rupture  or  broad  ligament 


FIGURE  1.  Schematic  representation  of  sub- 
capsular  hematoma  of  liver  in  pregnant  woman. 


hematoma.  The  intestines  were  inspected  and 
found  to  be  normal.  The  incision  was  ex- 
tended superiorly  to  explore  the  upper  ab- 
domen. A subcapsular  hematoma  involving 
the  entire  anterior-superior  surface  of  the  right 
lobe  of  the  liver  was  found.  The  hematoma  had 
dissected  the  capsule  off  the  parenchyma  for  a 
distance  of  2 cm.  The  estimated  volume  of  the 
hematoma  was  1,000  cc.  The  liver  was  en- 
larged and  very  soft  (Fig.  1). 

In  view  of  the  uncertain  maternal  postopera- 
tive course,  a low-flap  cesarean  section  was  per- 
formed which  resulted  in  the  delivery  of  a 
1,500-Gm.  living  male  infant  who  died  twelve 
hours  after  delivery. 

The  capsule  of  the  liver  ruptured  as  the  up- 
per abdomen  was  being  explored.  The  clot  was 
evacuated,  and  examination  of  the  parenchyma 
revealed  no  lacerations.  No  active  bleeding 
was  noted;  however,  there  was  a general  ooze 
from  the  surface  of  the  liver.  Figure-of-eight 
number  0 chromic  sutures  were  placed  in  the 
area  of  the  ooze,  and  the  denuded  surface  was 
covered  with  absorbable  gelatin  powder  (Gel- 
foam).  The  right  subdiaphragmatic  space  was 
drained  through  the  sixth  right  intercostal 
space,  and  a drain  was  placed  in  the  subhepatic 
space.  The  estimated  blood  loss  of  5,000  cc. 
was  replaced  with  whole  blood. 

Postoperatively,  a hematologic  evaluation  for 
a coagulation  defect  was  found  to  be  within 
normal  limits.  Liver  function  tests  showed  no 
abnormal  values.  On  the  thirtieth  postopera- 
tive day,  a subdiaphragmatic  abscess  was 
drained  surgically.  This  was  an  expected  com- 
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TABLE  III.  Relation  of  surgery  to  maternal  survival 


Surgical  Treatment - — Nonsurgical  Treatment — . . All  Patients 


Years 

Patients 

Sur- 

vivors 

Per 

Cent 

Patients 

Sur- 

vivors 

Per 

Cent 

Total 

Patients 

Sur- 

vivors 

Per 

Cent 

1844  to  1959 

11 

7 

64 

13 

0 

0 

24 

7 

29 

1960  to  1968 

20 

8 

40 

7 

0 

0 

27 

8 

30 

All  Years 

31 

15 

48 

20 

0 

0 

51 

15 

29 

plication  as  the  placement  of  large  amounts  of 
absorbable  hemostatic  agents  in  the  suprahe- 
patic  space  is  known  to  increase  the  incidence 
of  postoperative  subdiaphragmatic  abscess. 
After  the  abscess  had  been  evacuated,  a right 
pleural  effusion  cleared.  The  patient  was  dis- 
charged from  the  hospital  sixty-two  days  after 
the  initial  operation.  She  has  been  followed 
as  an  outpatient  and  was  in  good  health  twelve 
months  after  surgery. 

A biopsy  of  the  liver,  performed  when  the 
subdiaphragmatic  abscess  was  drained,  showed 
focal  cloudy  swelling  of  the  hepatic  cells,  round 
cell  infiltration  of  the  portal  triads,  and  one 
area  of  organizing  hemorrhage. 

A postmortem  examination  of  the  infant  re- 
vealed all  organ  systems  to  be  normal.  The 
cause  of  death  was  prematurity. 

Comment 

The  failure  to  consider  a subcapsular 
hematoma  of  the  liver  in  the  differential 
diagnosis  of  right  upper  quadrant  pain  in 
pregnancy  contributes  significantly  to  the 
high  maternal  mortality  rate  found  in  the 
reviews  of  the  literature.  Twenty-five 
women  were  in  a hospital  “under  observa- 
tion” at  the  time  of  their  deaths.  Their 
symptoms  were  severe  enough  to  seek  medi- 
cal attention,  and  they  had  sufficient  time  to 
obtain  hospital  admission,  yet  they  died. 
Two  points  stand  out  in  the  description  of 
these  cases,  including  our  own : the  lack 

of  physical  findings;  and  the  failure  to  con- 
sider the  diagnosis.  Even  as  the  hematoma 
was  enlarging,  the  abdominal  examination 
remained  unimpressive.  The  signs  of  intra- 
abdominal hemorrhage  occurred  only  after 
rupture,  and  by  then,  it  was  often  too  late. 

Surgery  is  the  only  treatment  for  this 
condition.  Of  the  27  patients  who  were 
treated  nonsurgically,  none  survived.  The 
surgical  survival  rate  is  48  per  cent.  This 
low  figure  can  be  attributed  to  the  fact  that 
most  patients  were  in  shock,  secondary  to 
massive  hemoperitoneum  at  the  time  of 
laparotomy.  Table  III  lists  the  relation  of 
surgery  to  maternal  survival  and  also  com- 


pares the  results  obtained  in  the  last  decade 
with  that  of  the  total  series.  One  might 
assume  that  the  survival  rate  would  increase 
with  advances  in  anesthesia,  rapid  blood  re- 
placement, and  intensive  care  nursing,  but 
this  has  not  proved  to  be  true.  The  number 
of  patients  surgically  treated  has  increased, 
but  the  survival  rate  is  unchanged.  This 
reinforces  the  opinion  that  it  is  not  the  tech- 
nic but  the  timing  of  the  surgery  which  is 
all  important. 

The  aim  of  surgery  is  to  evacuate  the  clot 
and  to  obtain  hemostasis.  The  surgical 
technics  to  secure  hemostasis  in  instances 
of  trauma  to  the  liver  are  described  by 
Madding  and  Kennedy24  and  consist  of: 
(1)  thermic  agents,  (2)  clamping  of  the 
vascular  supply,  (3)  suturing,  (4)  tampon- 
ade, and  (5)  lobectomy.  Tamponade  can  be 
accomplished  with  gauze,  absorbable  hemo- 
static agents  such  as  oxydized  cellulose 
(Oxycel)  and  gelatin  powder,  and  autoge- 
nous tissue  (muscle,  omentum,  and  fascia). 
All  technics  have  been  used  in  this  series, 
and  the  choice  of  technic  does  not  appear  to 
affect  maternal  survival. 

Should  the  pregnancy  be  terminated  at  the 
time  of  laparotomy?  The  infant  should  be 
delivered  for  several  reasons : (1)  To  avoid 

labor.  The  increase  in  intra-abdominal 
pressure  accompanying  labor  has  been  im- 
plicated as  causing  the  subcapsular  hema- 
toma. It  would  seem  logical  to  avoid  labor 
and  deliver  the  infant  at  the  time  of  laparot- 
omy. (2)  To  treat  preeclampsia.  A sub- 
capsular hematoma  is  basically  a complica- 
tion of  severe  preeclampsia  or  eclampsia;  a 
remission  does  not  occur  until  the  pregnancy 
is  terminated.  (3)  Maternal  effect  on  fetal 
survival.  The  obvious  fact  to  be  considered 
is  that  if  the  mother  dies,  the  infant  rarely 
survives.  Even  with  surgery,  the  maternal 
mortality  rate  is  50  per  cent;  a viable  baby 
would  have  a better  chance  if  he  were  de- 
livered. 
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Summary 

A case  of  subcapsular  hematoma  of  the 
liver  is  reported  in  a patient  with  essential 
hypertension.  The  etiology,  diagnosis,  and 
treatment  are  discussed.  The  high  mater- 
nal mortality  rate  can  be  attributed  to  the 
lack  of  objective  physical  findings  and  the 
catastrophic  natural  history  of  this  condi- 
tion. The  treatment  is  surgical,  consisting 
of  laparotomy  for  hemostasis  and  delivery 
of  the  infant  by  cesarean  section.  For  the 
best  chance  of  survival,  the  surgery  must  be 
performed  while  the  capsule  of  the  liver  is 
intact. 
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P art  I of  this  review  appeared  in  the 
November  1,  1970,  issue  of  the  JOURNAL. 
The  early  history  of  the  disease  was  traced 
from  the  time  of  its  first  description  by 
James  Parkinson,  M.D.,  in  1817.  The  inci- 
dence of  Parkinson’s  disease  in  certain 
countries  and  conditions  related  to  parkin- 
sonism, such  as  mental  changes,  abnormali- 
ties of  the  oculomotor  system,  and  ortho- 
static hypotension,  were  discussed.  Pos- 
sible causes  of  this  syndrome  were  also  in- 
dicated. 

Drug  therapy 

From  the  time  Charcot  started  the  use 
of  scopolamine  in  1892  until  1947  there  was 
no  significant  change  in  the  treatment  of 
Parkinson’s  disease.  The  first  synthetic 
anticholinergic  drug  trihexyphenidyl 
(Artane)  was  introduced  in  1947.  This 
drug  was  more  effective  than  atropine  in 
alleviating  akinesia  and  rigidity,  although 
the  toxicity  found  with  atropine  deriva- 
tives, such  as  confusion,  dry  mouth,  and 
urinary  retention,  also  occurred  with  tri- 
hexphenidyl.32  Other  congeners  of  trihexy- 
phenidyl were  introduced  in  the  next  ten 
years.  These  included  cycrimine  (Pagi- 
tane),  procyclidine  fKemadrin),  biperiden 


(Akineton),  and  benztropine  (Cogen- 
tin)  33-37 

These  drugs  were  evaluated  by  a number 
of  physicians,  particularly  Doshay.  In 
hundreds  of  patients  who  were  analyzed, 
no  great  difference  between  these  drugs 
was  ever  noted.  Improvement  of  Parkinson 
syndrome,  particularly  of  akinesia  and  rig- 
idity, was  noted  in  most  patients.  The  im- 
provement was  relatively  mild,  and  fre- 
quently the  good  results  were  transient. 
There  was  never  any  evidence  that  this 
type  of  therapy  changed  the  progression  of 
the  disease.  The  general  failure  of  these 
drugs  in  this  era  is  clear  by  analyzing  the 
data  of  Hoehm  and  Yahr38  concerning  the 
fate  of  Parkinson’s  disease  in  patients  in 
the  years  1949  to  1964.  Of  those  patients 
analyzed,  25  per  cent  were  either  completely 
disabled  or  had  died  if  they  had  the  dis- 
ease less  than  five  years.  Patients  with  the 
disease  between  five  and  nine  years  had 
complete  disability  or  had  died  in  66  per 
cent,  and  those  with  the  disease  over  ten 
years  had  an  80  per  cent  rate  of  disability 
or  death. 

The  action  of  anticholinergic  drugs  is 
not  known,  but  it  is  presumed  that  acetyl- 
choline affects  the  function  of  the  basal 
ganglia  and  that  a predominance  of  acetyl- 
chlorine  activity  is  present  in  the  Parkinson 
state.  Duvoisin39  has  noted  that  cholinergic 
drugs  such  as  physostigmine  and  eserine 
increase  the  Parkinson-like  picture  in  pa- 
tients with  mild  parkinsonism.  The  same 
drugs  can  reverse  some  of  the  mental 
changes  seen  as  a toxic  sign  of  anticho- 
linergic medication  such  as  trihexyphen- 
idyl. Recently  evidence  has  been  brought 
forth  that  trihexyphenidyl-like  drugs  have 
some  effect  on  dopamine  uptake  in  the  brain 
and  that,  in  addition  to  their  action  in 
acetylcholine  activity,  these  drugs  may 
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have  some  effect  on  the  dopamine  system.4" 

Other  drugs  have  been  introduced  for  the 
medical  care  of  parkinsonian  patients  with 
less  success.  Diphenhydramine  (Benadryl) 
has  been  used  since  Budnitz41  introduced 
it  in  Parkinson’s  disease  in  1948.  Other 
derivatives  of  diphenhydramine  such  as 
chloriphenoxamine  (Phenoxene)  or  or- 
phenadrine  (Disipal)  have  also  been  used 
for  control  of  the  Parkinson  syndrome,  par- 
ticularly of  tremor.  However,  it  is  well 
known  that  any  drug  that  decreases  anxiety 
can  decrease  a tremor  in  a parkinsonian 
patient,  and  it  has  never  been  proved  that 
any  of  these  drugs  has  a specific  effect  on 
the  tremor.  Barbiturates  and  phenothiazine 
derivatives  have  also  been  used  to  control 
tremor,  which  is  probably  all  secondary  to 
the  alleviation  of  anxiety  in  these  patients. 
Other  stimulating  drugs  have  been  used  to 
increase  awareness,  to  help  patients  move 
faster,  and  at  the  same  time  to  help  the 
depression  which  is  common  in  this  disease. 
Such  drugs  as  dextroamphetamine  (Dex- 
edrine),  methylphenidate  (Ritalin),  and 
ephedrine  have  had  limited  effect  in  the 
treatment  of  parkinsonism.  Monoamine 
oxidase  inhibitors  were  used  in  Parkinson’s 
disease  initially  because  of  the  frequency 
of  depression  in  this  entity.  There  has 
never  been  any  good  evidence  that  this  class 
of  drug  is  helpful  in  treating  Parkinson’s 
syndrome  although  these  drugs  do  increase 
the  concentration  of  dopamine  in  the  brain. 
With  the  advent  of  L-dopa  therapy  the 
monoamine  oxidase  inhibitors  again  were 
evaluated  in  combination  with  L-dopa.  Al- 
though there  are  theoretic  reasons  for  this 
combination,  there  is  definite  evidence 
that  the  combination  of  monoamine  oxidase 
inhibitors  plus  L-dopa  causes  an  increase 
in  blood  pressure  in  many  patients  and 
therefore  has  a definite  risk.  At  the  pres- 
ent time  this  combination  of  drugs  is  con- 
sidered contraindicated.  Recently  Schwab 
et  al.  in  196942  described  improvement  in  a 
number  of  patients  with  Parkinson’s  dis- 
ease with  amantadine  hydrochloride  (Sym- 
metrel). This  was  a fortuitous  discovery 
of  a drug  that  was  previously  thought  to  be 
helpful  as  an  antiviral  agent.  It  is  too  early 
to  conclude  what  the  usefulness  of  amanta- 
dine will  be,  although  in  approximately  one 
fifth  to  one  fourth  of  patients  given  the 
drug  there  has  been  a definite  improve- 
ment, which  again  is  transient  in  most 


cases.  The  drug  has  no  chemical  similarity 
to  the  anticholinergic  drugs;  however,  the 
toxicity  of  the  drugs  is  similar  to  that  of 
trihexyphenidyl,  and  therefore  it  may  act 
in  a similar  way.  These  drugs  are  now 
used  in  combination  with  L-dopa  as  an  ad- 
junct to  L-dopa  therapy. 

In  summary,  the  medical  care  in  this 
era  was  not  able  to  stop  the  relentless  pro- 
gression of  Parkinson’s  disease.  Minimal 
improvement,  however,  was  obtained  in 
rigidity  and  akinesia  and  perhaps  tremor. 
Not  only  was  the  mortality  rate  of  these 
patients  affected  by  Parkinson’s  disease, 
but  the  quality  of  life  was  also  poor. 

Surgery  of  basal  ganglia 

Surgical  procedures.  Because  of  the 
failures  of  medical  treatment  to  stop  pro- 
gression of  Parkinson’s  disease  or  relieve 
the  symptoms,  surgical  procedures  were  de- 
veloped as  early  as  1930.  Bucy  and  Case43 
and  Klemme,44  noting  that  patients  who 
have  suffered  strokes  and  hemiparesis  fre- 
quency experience  relief  from  tremor  and 
rigidity,  ablated  part  of  the  premotor  cortex 
and  were  successful  in  relieving  the  tremor 
and  rigidity  in  some  patients.  These  op- 
erations, however,  never  developed  as  a 
practical  procedure.  Earlier  Putnam45  de- 
scribed pyramidial  tract  section  at  the 
spinal  cord  for  relief  of  tremor  and  rigid- 
ity, and  Meyers46  did  destructive  opera- 
tions on  the  caudate  nucleus  with  some 
beneficial  results.  In  the  1940s  Browder4' 
and  others  operated  on  the  internal  capsule, 
and  again  rigidity  and  tremor  were  im- 
proved in  some  patients,  but  the  amount  of 
complications  made  this  impractical  as  a 
tool  for  treatment  of  a large  number  of 
patients. 

In  the  early  1950s  Spiegel  et  al.iS  and 
Spiegel,  Wycis  and  Thur49  studied  the  re- 
sults of  destructive  lesions  of  the  globus 
pallidus  and  the  field  of  Forel  and  noted 
that  still  another  area  of  the  nervous  sys- 
tem proved  to  be  helpful  in  relieving  tremor 
and  rigidity.  In  1958  Cooper  and  Bravo50 
noted  that  ligation  of  the  anterior  choroidal 
artery  relieved  the  Parkinson  syndrome  in  a 
patient  who  was  undergoing  surgery  for  a 
brain  tumor.  Subsequently,  Cooper  de- 
veloped many  technics  which  were  helpful 
in  destroying  parts  of  the  globus  pallidus 
and  later  the  ventral  lateral  thalamus.  The 
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latest  technic  to  make  lesions  in  the  ventral 
lateral  thalamus  has  been  cryosurgery. 
Results  of  these  procedures  are  difficult  to 
summarize;  however  some  general  state- 
ments can  be  made  concerning  the  place  of 
this  type  of  surgery  in  a parkinsonian  pa- 
tient in  the  light  of  the  result  of  the  opera- 
tion, the  progression  of  the  disease,  and  the 
latest  medical  developments  in  the  care  of 
Parkinson  patients. 

Results.  The  fact  that  lesions  in  many 
parts  of  the  nervous  system  can  relieve 
tremor  and  rigidity  has  stimulated  an 
enormous  interest  in  Parkinson’s  disease. 
Although  the  disease  is  mainly  in  the  sub- 
stantia nigra  and  although  the  biochemical 
abnormalities  have  been  proved  to  be  mainly 
in  the  striatum,  the  results  of  surgery  reveal 
that  improvement  can  occur  in  tremor  and 
rigidity  when  lesions  are  made  in  many 
parts  of  the  nervous  system.  The  best  re- 
sults of  surgery  are  related  to  the  ventral 
lateral  thalamus,  an  area  which  has  never 
been  proved  to  have  any  pathologic  changes 
in  cases  of  Parkinson’s  disease.  This  in- 
formation has  caused  a re-evaluation  of  pre- 
vious thoughts  regarding  the  pathophysiol- 
ogy of  tremor  and  rigidity  and  indirectly 
has  led  to  the  study  of  Parkinson’s  disease 
in  depth. 

The  surgical  procedures  described  pre- 
viously have  increased  our  knowledge  of 
Parkinson’s  disease,  particularly  by  meth- 
ods of  recording  individual  cells  in  the 
thalamus.  This  type  of  recording  was 
made  possible  only  by  the  development  of 
surgical  procedures  on  the  thalamus. 

The  fact  that  relief  was  possible  in  a 
chronic  neurologic  disease  has  stimulated 
workers  in  the  field  toward  a better  under- 
standing of  this  disease  and  has  changed 
concepts  regarding  many  chronic  neuro- 
logic diseases.  General  evaluation  of  sur- 
gical procedures  in  their  present  state  is 
difficult  because  of  the  changing  state  of 
new  medical  treatment  in  Parkinson’s  dis- 
ease.51 

In  recent  years  in  centers  where  opera- 
tions on  the  ventral  lateral  thalamus  were 
routine,  the  procedure  itself  had  a minimal 
risk  in  unilateral  operations.  The  results 
have  generally  shown  that  improvement  is 
common  in  initial  stages  and  that  tremor 
and  rigidity  usually  improve;  however,  the 
other  phenomena  of  Parkinson’s  disease, 
such  as  speech  disorder,  organic  mental 


syndrome,  retropulsion,  akinesia,  sebor- 
rheic dermatitis,  salvation,  and  drooling, 
are  usually  not  helped. 

In  patients  with  unilateral  disease,  al- 
though improvement  has  been  common 
after  the  operation,  the  disease  progresses, 
and  usually  the  patient  is  noted  to  be  in 
a state  worse  than  the  preoperative  condi- 
tion after  one  to  two  years.52  There  has 
never  been  any  evidence  that  a unilateral 
thalamotomy  stopped  the  progression  of 
the  disease. 

Although  many  patients  have  unilateral 
Parkinson’s  disease  for  many  years,  bi- 
lateral signs  develop  after  three  to  five 
years  in  most  patients.  Thus,  the  uni- 
lateral case  eventually  will  need  bilateral 
surgical  procedures  for  symptomatic  re- 
lief. It  is  well  established  by  most  ob- 
servers that  the  complications  in  bilateral 
procedures  are  much  greater  than  those 
in  unilateral  surgery.51-52  The  major  com- 
plications have  been  organic  mental  syn- 
drome and  the  development  of  severe  dys- 
arthria. 

Another  cause  of  dissatisfaction  is  that 
unfortunately  these  surgical  procedures  are 
more  helpful  in  relieving  tremor  than  aki- 
nesia. Tremor  is  a less  disabling  symptom 
than  is  akinesia,  which  is  a greater  problem 
with  some  patients  and  is  eventually  the 
cause  of  a decreased  life  span  in  patients 
with  Parkinson’s  disease. 

Short-term  results  of  surgical  proce- 
dures in  unilateral  cases  have  been  gen- 
erally good.51  Approximately  75  per  cent 
of  patients  appear  to  have  improvement 
in  their  tremor  and  rigidity  initially;  how- 
ever, long-term  follow-up  studies  are  not 
usually  available.  In  a long-term  five-year 
study  of  patients  who  have  undergone 
thalamotomies,  Hoehn  and  Yahr52  found 
very  few  patients  who  had  improved  func- 
tionally after  five  years.  Although  many 
of  the  symptoms  were  improved,  only  4 
per  cent  of  a total  of  150  patients  had  a 
functional  improvement  when  followed 
five  years  after  the  operation.  Initially 
140  patients  of  150  had  symptomatic  im- 
provement after  surgery. 

The  knowledge  that  improvement  from 
surgical  thalamotomy  gave  only  temporary 
results  in  patients  with  parkinsonism  tem- 
pered the  enthusiasm  for  surgical  inter- 
vention even  before  the  development  of 
L-dopa.  At  present,  most  observers  be- 
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lieve  that  patients  should  be  evaluated 
completely  medically,  with  a trial  of  L- 
dopa  and  amantadine  and  anticholinergic 
drugs  for  at  least  six  months  before  any 
surgery  is  considered.  As  more  knowledge 
is  accumulated  with  the  use  of  L-dopa, 
there  may  be  a place  for  surgery  in  some 
patients  with  severe  unilateral  tremor  who 
have  a nonprogressive  type  of  disease  and 
are  in  the  younger-age  group.  Future  de- 
velopments of  new  drugs  to  be  used  with 
L-dopa,  such  as  dopadecarboxylase  inhibi- 
tors and  other  artificial  compounds  which 
will  enhance  the  action  of  L-dopa,  are  pos- 
sible, and  therefore  surgery  should  not  be 
done  at  the  present  time  except  in  unusual 
circumstances  and  when  medical  treatment 
fails. 

Catecholamine  era 

Reserpine  was  initially  introduced  into 
western  medicine  from  India  in  the  late 
1940s  as  an  antihypertensive  drug.  It  was 
soon  observed  that  in  some  patients  on  long- 
term reserpine  therapy,  depression  and  a 
Parkinson-like  state  with  akinesia,  de- 
creased associated  movements,  and  rigidity 
developed.  This  syndrome  was  reversible 
when  the  drug  was  withdrawn,  and  thus  a 
biochemical  model  of  Parkinson’s  disease 
was  available  for  study.  The  main  interest 
in  the  late  1950s  was  in  the  depression 
caused  by  reserpine.  Shore  et  al.53  noted 
an  outpouring  of  serotonin  metabolites  after 
reserpine  was  given  and  investigated  the 
depression  seen  with  reserpine.  It  was  later 
established  that  in  addition  to  serotonin 
metabolites  there  was  an  outpouring  in  the 
urine  of  the  metabolites  of  norepinephrine 
and  dopamine.  The  brain  concentration  of 
the  three  monoamines,  serotonin,  dopamine, 
and  norepinephrine,  was  also  diminished  by 
reserpine,  and  therefore  it  was  clear  that 
reserpine  caused  a release  of  monoamines  in 
the  brain  and  that  this  release  was  related 
to  the  symptoms  seen  with  reserpine  tox- 
icity. 

Carlsson  et  al.5i  and  Carlsson,  Lindqvist, 
and  Magnusson55  studied  the  akinesia 
seen  in  animals  given  reserpine.  They 
found  that  only  L-dopa,  the  precursor  to 
dopamine,  restored  the  animals  to  nor- 
mal motor  activity,  whereas  5-hydroxy- 
tryptophan,  the  precursor  of  serotonin,  did 
not.  The  discovery  by  Bertler  and  Rosen- 


gren50  in  1959  that  dopamine  was  con- 
centrated in  the  basal  ganglia  of  the  nor- 
mal human  brain  gave  more  evidence  that 
dopamine  was  important  in  the  function 
of  the  basal  ganglia  and  perhaps  the  key 
to  the  akinetic  state  caused  by  reserpine. 
Ehringer  and  Hornykiewicz57  and  also 
Bernheimer,  Birkmayer,  and  Hornykie- 
wicz0'' in  a number  of  reports  showed  that 
the  concentration  of  dopamine  in  the  basal 
ganglia  of  the  brain  of  parkinsonian  pa- 
tients was  extremely  low  when  compared 
with  the  normal  brain. 

The  stage  was  therefore  set  as  early  as 
1960  for  the  new  era  of  catecholamine 
therapy  in  Parkinson’s  disease.  The  at- 
tempt was  made  by  many  investigators  to 
restore  theefficiency  of  dopamine  in  the 
brain  by  treating  patients  with  levodopa, 
the  precursor  of  dopamine.  This  was  done 
by  Barbeau,  Sourkes,  and  Murphy59  in 
Canada,  by  Greer  and  Williams60  in  the 
United  States,  and  by  a number  of  investi- 
gators in  Europe.61-65  Most  of  these  in- 
vestigators noted  that  a transient  effect  of 
intravenous  L-dopa  was  possible  with  a 
short  relief  of  akinesia.  Oral  D L-dopa  in 
doses  of  1 to  2 Gm.  per  day  did  not  show 
any  great  effect  on  the  parkinsonian  pa- 
tient. The  first  practical  method  of  us- 
ing this  information  was  made  by  Cotzias, 
Van  Woert,  and  Schiffer66  who  reported 
in  1967  that  high  oral  doses  of  D L-dopa  and 
later  L-dopa  in  the  range  of  3 to  8 Gm. 
per  day  had  a remarkable  effect  on  many 
patients  with  parkinsonism.  These  facts 
have  been  confirmed  by  other  observers.67-70 
L-dopa  is  now  the  treatment  of  choice  in 
Parkinson’s  disease  and  as  of  June,  1970, 
has  been  released  by  the  Federal  Drug 
Administration  for  the  treatment  of  Park- 
inson’s disease. 

At  The  Mount  Sinai  Hospital  in  New 
York  City,  as  of  June,  1970,  more  than 
500  patients  are  being  treated  with  L-dopa 
for  parkinsonism.  Of  the  135  patients  who 
remained  on  the  drug  between  two  and 
nine  months  as  of  July  31,  1969,  22  showed 
no  improvement,  37  had  mild  improvement, 
and  76  (or  about  half)  had  a marked  and 
moderate  improvement  with  a definite 
change  in  their  mode  of  living.  In  17  pa- 
tients, L-dopa  was  discontinued  for  vari- 
ous reasons. 

The  patient’s  age  at  the  time  of  therapy 
and  the  degree  of  response  to  the  drug 


November  15, 1970  / New  York  State  Journal  of  Medicine  2825 


TABLE  I.  Summary  of  patients  with  abnormal 
symptoms  and  their  response  to  L-dopa  therapy 


Symptoms 

I 

Total 

■’atients 

Im-  Per 
proved  Cent 

Mental 

70 

25 

35 

Posture 

137 

64 

47 

Gait 

121 

84 

69 

Rigidity 

126 

73 

58 

Defective  fine  movements 

152 

94 

62 

Akinesia 

140 

82 

59 

Face  and  speech 

131 

57 

55 

Tremor 

99 

57 

58 

were  summarized  in  a previous  report.71 
There  is  some  evidence  from  these  data 
that  patients  in  the  younger-age  group  have 
a better  response  than  the  older  groups. 
No  conclusion  was  possible  from  an  analysis 
of  the  number  of  years  the  disease  existed 
and  the  response  of  the  patients  to  L-dopa, 
since  improvement  occurs  in  all  groups. 
The  response  of  patients  to  the  drug  in  ref- 
erence to  the  severity  of  parkinsonism  was 
recorded,  and  again  no  conclusion  was  pos- 
sible, since  improvement  occurs  in  all 
groups  except  for  end-stage  parkinsonian 
patients,  who  do  not  respond  well.  Five  of 
7 patients  with  postencephalitic  Parkin- 
son’s disease  had  a good  response  to  the 
drug.  Some  of  these  patients  with  en- 
cephalitic history  have  increasing  sensi- 
tivity to  L-dopa  and  anxiety  attacks,  and 
personality  changes  can  be  seen  with  low 
dosage.  Analysis  of  patients  who  have 
had  previous  thalamotomies  before  L-dopa 
therapy  showed  clearly  that  thalamotomy 
does  not  preclude  improvement  with  L- 
dopa.  Table  I*  lists  the  symptoms  which 
were  abnormal  in  the  patients  with  park- 
insonism and  improvement  after  L-dopa 
therapy.  A definite  improvement  occurred 
in  all  categories;  however,  the  mental  ab- 
normalities were  only  minimally  improved, 
and  we  had  no  case  of  a patient  with 
marked  organic  mental  syndrome  who  im- 
proved on  L-dopa.  Although  the  tremor 
improved  in  58  per  cent  of  the  cases,  it 
rarely  disappeared.  Table  II*  summarizes 
the  complications  seen  in  L-dopa-treated 
patients  in  this  period.  Nausea,  vomiting, 
hypotension,  and  psychiatric  changes  were 
all  problems  which  limited  the  amount  of 
L-dopa  taken  for  some  patients.  There 

‘Tables  I and  II  appeared  originally  in  the  Septem- 
ber 15,  1970,  issue  of  the  Jouiinai.,  pages  2311  and 

2.312. 


TABLE  II.  Complicating  conditions  noted  in  152 
patients  as  of  July  31,  1969 

Number 

of  Pa-  Drug  Dis- 
Condition  tients  continued 

Chorea  27*  ... 


Nausea  and  vomiting  28 

Hypotension  16 

Lid  retraction  17 

Psychiatric  agitation  13  3 

Depression  6 

Cardiac  arrhythmia  3 2 

Myocardial  infarction  1 1 

Skin  rash  3 1 

Elevation  SGOT  (transient)  4 1 

Cerebrovascular  accident  1 1 

Deaths 

Cardiopulmonary  4 4 

Uremia  1 1 

Sudden,  unknown  1 1 

Other  (cost)  ...  2 


* Date  re-evaluated  October  31,  1969,  showed  51  pa- 
ients  had  dyskinesias  at  one  time  in  their  course. 

have  been  no  cardiac  abnormalities  or 
changes  in  the  blood  marrow  which  have 
been  definitely  related  to  L-dopa.  Six 
deaths  occurred  in  this  series;  5 of  these 
patients  were  in  the  older-age  group,  and 
sudden  cardiac  pulmonary  disease  de- 
veloped which  could  not  be  definitely  re- 
lated to  L-dopa  therapy.  Severe  nausea 
and  vomiting  developed  in  1 patient  sub- 
sequent to  L-dopa  therapy,  and  this  may 
have  been  the  cause  of  his  eventual  ex- 
piration. 

There  is  little  doubt  that  L-dopa  therapy 
is  a significant  advance  in  the  treatment 
of  Parkinson’s  disease.  Anticholinergic 
drugs  also  have  a place,  and  most  workers 
in  the  field  have  noted  a synergistic  effect 
of  L-dopa  with  anticholinergic  drugs.  Re- 
cently Schwab42  reported  that  amanta- 
dine has  a beneficial  effect  on  Parkin- 
son’s syndrome.  Amantadine  was  orig- 
inally an  antiviral  agent  which  was  given 
to  many  patients  in  Boston  during  an  in- 
fluenza epidemic.  Some  patients  with 
Parkinson’s  disease  noted  improvement, 
and  subsequently  this  has  been  studied. 
Subsequent  trials  of  amantadine  have 
shown  an  effect  on  perhaps  only  one  third 
of  the  patients.  The  effect  is  frequently 
transient,  and  therefore  amantadine  is 
helpful  in  only  a small  number  of  patients 
with  chronic  parkinsonism. 

It  has  been  fairly  well  established  that 
dopamine  is  a neurotransmitter  which  has 
an  inhibiting  effect  on  the  neurons  of  the 
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putamen  and  caudate  nucleus.  It  is  hoped 
that  artificial  chemicals  can  be  created 
which  will  work  in  a similar  way  but  per- 
haps wil  lnot  have  the  complications  that 
have  been  noted  with  L-dopa  therapy.  It 
is  already  established  that  apomorphine, 
which  has  a similar  structure  to  dopamine, 
has  an  anti-Parkinson-like  effect  in  man.7- 
This  work  is  important  because  it  shows 
that  future  analogs  of  L-dopa  or  dopamine 
may  have  some  place  in  the  treatment  of 
patients  with  parkinsonism. 

As  is  well  known,  dopamine  does  not 
cross  the  blood-brain  barrier,  and  there- 
fore the  precursor,  L-dopa,  is  given.  Most 
of  the  L-dopa  given  to  patients  is  de- 
carboxylated  in  the  blood  or  liver  and 
therefore  is  changed  to  dopamine  before 
entering  the  brain.  This  dopamine  is  es- 
sentially lost  to  the  central  nervous  system 
and  is  eventually  metabolized  to  homo- 
vanillic  acid  and  excreted  in  the  urine.  A 
small  percentage  of  L-dopa  ingested  arrives 
at  the  blood-brain  barrier,  enters  the 
brain,  and  is  then  metabolized  to  dopamine. 
An  attempt  by  many  workers  has  been 
made  to  block  the  decarboxylation  of  L- 
dopa  in  the  peripheral  system  and  there- 
fore make  available  more  L-dopa  to  cross 
the  blood-brain  barrier.  Siegfriea  et  al.13 
have  used  an  experimental  drug,  RO  4 
4602,*  with  interesting  results.  Much 
lower  doses  of  L-dopa  are  needed  for  this 
type  of  treatment;  however,  the  toxic 
problems  seen  with  L-dopa  therapy  alone, 
such  as  dyskinesia  and  low  blood  pressure, 
still  persist.  Although  the  dosage  of  L- 
dopa  is  reduced  80  per  cent  with  this  type 
of  therapy,  there  is  still  no  definite  sig- 
nificant improvement  in  the  efficacy  of  the 
drug  established  with  this  combined  type 
of  therapy.  There  is  some  indication  that 
nausea  is  less  of  a problem  when  L-dopa 
and  dopa  decarboxylase  inhibitors  are  used 
together. 

The  new  advance  in  the  treatment  of 
parkinsonism  described  previously  has 
stimulated  attempts  to  define  Parkinson’s 
disease  biochemically.  This  is  important, 
because  the  results  of  most  studies  have 
shown  that  patients  with  early  mild 
parkinsonism  respond  well  to  the  drug  with 
little  complication.  If  L-dopa  can  stop 
progi'ession  of  the  disease,  it  is  reasonable 
to  start  the  patients  as  early  as  possible 

* Hoffmann-La  Roche,  Inc.,  Nutley,  New  Jersey. 


with  L-dopa.  Therefore,  early  diagnosis  is 
important,  and  an  objective  test  is  needed. 
The  discovery  of  low  dopamine  levels  in  the 
basal  ganglia  has  made  it  possible  to  define 
parkinsonism  by  biochemical  means.  Homo- 
vanillic  acid  is  the  main  end  product  of 
dopamine  metabolism,  and  the  levels  found 
in  the  spinal  fluid  are  thought  to  be  pro- 
duced from  the  brain  itself.  There  is  some 
evidence  that  the  level  of  homovanillic  acid 
in  the  spinal  fluid  is  related  to  the  dopa- 
mine concentration  in  the  basal  ganglia. 
Patients  with  Parkinson’s  disease  have  been 
shown  to  have  low  homovanillic  acid  levels 
in  the  spinal  fluid  when  compared  with  nor- 
mal individuals.  Recently  reports  have 
also  shown  that  patients  taking  L-dopa 
orally  have  an  increase  in  the  homovanillic 
acid  levels  in  their  spinal  fluid.74 

L-dopa  has  been  used  in  other  chronic 
neurologic  diseases.  Rare  cases  of  basal 
ganglia  disease  showing  akinesia  have 
been  said  to  improve.  Patients  with 
manganese  poisoning,  akinetic  Hunting- 
ton’s chorea,  Parkinson’s  dementia  seen  in 
Guam,  and  1 case  of  idiopathic  calcifica- 
tion of  the  basal  ganglia  have  all  been  re- 
ported to  have  been  improved  with  L-dopa 
therapy.  Other  diseases  of  the  nervous 
system,  such  as  multiple  sclerosis,  spinal 
cerebellar  degeneration,  and  pseudobulbar 
palsy,  have  not  responded  to  L-dopa  ther- 
apy. The  development  of  this  concept 
of  neurochemical  transmitter  disease  de- 
ficiency may  lead  in  the  future,  however, 
to  new  approaches  to  other  progressive 
neurologic  diseases,  such  as  senility  or 
amyotrophic  lateral  sclerosis. 

Summary 

The  recent  developments  concerning  the 
understanding  of  treatment  of  Parkinson’s 
disease  have  been  presented  in  the  context 
of  the  historical  background  of  Parkinson’s 
disease,  which  was  initially  described  in 
1817  by  James  Parkinson,  M.D.  It  is  clear 
that  a major  breakthrough  has  occurred  in 
the  past  ten  years.  The  neurochemical 
transmitter  approach  to  Parkinson’s  dis- 
ease is  a new  concept,  and  hopefully  this 
approach  will  be  applicable  to  other  dis- 
eases of  the  nervous  system.  The  future 
holds  many  unanswered  questions  concern- 
ing parkinsonism.  The  cause  of  the  dis- 
ease is  still  not  established,  nor  do  we 
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know  if  L-dopa  will  be  a useful  tool  on  a 
long-term  basis  of  five  to  twenty  years. 
It  is  still  not  clarified  if  the  drug  stops  the 
progression  of  the  disease,  but  it  is  estab- 
lished that  L-dopa  is  a relatively  safe  drug, 
is  useful  up  to  three  years,  and  alleviates 
many  of  the  symptoms  of  Parkinson’s  dis- 
ease in  at  least  50  per  cent  of  patients. 
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Rare  mycotic  diseases  of  the  lung,  like 
Nocardia  asteroides,  can  be  often  diagnosed 
with  great  difficulty  and  delay.  At  times,  in 
spite  of  pulmonary  biopsy,  multiple  micro- 
scopic sections  and  routine  cultures,  the  final 
diagnosis  can  be  only  established  with  exten- 
sive and  special  laboratory  investigations, 
which  may  require  several  weeks.1  Thus, 
adequate  antimicrobial  therapy  can  be  ini- 
tiated often  too  late  unless  an  high  index  of 
suspicion  is  aroused  early  enough  to  carry 
out  therapy  on  an  empirical  basis.2  Com- 
plete answer  and  late  diagnosis  can  be  ob- 
tained often  only  at  the  postmortem  exami- 
nation.3 

Although  there  is  no  known  endemic  area 
for  Nocardia  asteroides,  this  disease  rarely 
occurs  in  the  St.  Lawrence  River  Valley, 
which  made  this  case  rather  unusual  and  dif- 
ficult to  diagnose.  Once  diagnosis  was  es- 
tablished, adequate  antimicrobial  therapy 
resulted  in  long-term  cure. 

Case  report 

The  patient  was  a forty-seven-year-old 
white  man  who  wras  admitted  to  the  Kings- 


ton General  Hospital*  on  December  15, 
1966,  complaining  of  fatigue,  weight  loss 
and  anorexia,  shortness  of  breath,  and  gen- 
eral malaise.  Prior  to  this  admission  he  was 
treated  at  an  outside  hospital  for  three 
weeks  with  an  unresolved  pneumonia.  A 
series  of  chest  x-ray  films  taken  during  that 
time  had  demonstrated  a progressive  infil- 
tration and  consolidation  extending  from 
the  left  hilum  into  the  lingula  as  well  as  into 
the  anterior  segment  of  the  left  upper  lobe. 
Antibiotics  used  were  tetracycline  and  peni- 
cillin. He  was  then  referred  to  our  hospital 
for  further  investigation. 

The  patient’s  history  and  functional  in- 
quiry disclosed  increasing  fatigue,  shortness 
of  breath  on  the  slightest  exertion,  and  a 
slight  cough  with  a minimal  amount  of  spu- 
tum for  the  previous  three  months.  He  had 
also  lost  8 pounds  during  that  interval.  The 
patient  had  smoked  20  to  25  cigarets  per  day 
for  the  past  thirty  years.  He  was  a brick- 
layer and  had  worked  in  dust-polluted  air  for 
years. 

On  physical  examination  the  patient  was 
an  asthenic  type,  but  rather  thin  and  wasted. 
The  trachea  was  in  the  midline.  The  chest 
was  clear  to  percussion  and  auscultation. 
There  was  no  lymphadenopathy.  The  re- 
mainder of  the  physical  examination  was  un- 
remarkable. 

Chest  x-ray  films  had  demonstrated  an  ex- 
tensive infiltration  on  the  left  side  (Fig.  1). 
Tomography  demonstrated  lymphadenopathy 
and  a mass  at  the  left  lung  root  with  irregu- 
lar narrowing  of  the  bronchi  to  the  lingula 
and  anterior  segment  of  the  left  upper  lobe. 
Bronchography  showed  partial  filling  of 
these  two  bronchi,  without  peripheral  filling. 

A tuberculin  skin  test  (1 :2,000)  gave  neg- 
ative findings.  A histoplasmin  skin  test 
showed  positive  results. 

A scalene  node  biopsy  done  on  December 

* Kingston,  Ontario,  is  located  at  the  mouth  and  origin 
of  the  St.  Lawrence  River,  on  the  north  shore,  15  miles 
north  of  Cape  Vincent,  New  York. 
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FIGURE  1.  (A)  Posteroanterior  and  (B)  lateral  chest  x-ray  films  demonstrate  mass  at  left  lung  root 

with  partial  atelectasis  of  lingula. 


17,  1966,  gave  normal  results.  On  December 
22  a left  thoracotomy  was  performed.  The 
anterior  segment  of  the  left  upper  lobe  was 
adherent  to  the  mediastinum,  and  a large 
mediastinal  abscess,  2 inches  in  diameter, 
containing  pus  and  necrotic  tissue,  was  en- 
tered. From  the  gross  appearance  necrotiz- 
ing carcinoma  was  suspected.  Multiple  fro- 
zen sections  and  final  biopsy  report  of  the  in- 
volved upper  lobe  were  all  reported  as  acute 
and  chronic  inflammation.  The  area  was 
widely  drained,  but  no  lung  tissue  was  re- 
sected. Routine  cultures  of  the  abscess  re- 
vealed a small  number  of  fungal  colonies  and 
no  bacteria. 

In  spite  of  vigorous  antibiotic  therapy,  the 
postoperative  course  was  complicated  by 
fever  and  incomplete  expansion  of  the  left 
upper  lobe.  The  small,  left,  apical  pneumo- 
thorax showed  almost  complete  resolution  at 
discharge  on  January  5,  1967. 

Two  weeks  later  the  patient  developed  a 
purulent  discharge  from  the  site  of  the  an- 
terior chest  tube  and  had  lost  considerable 
weight  (25  pounds).  This  material  again 
yielded  sterile  cultures  on  repeated  occa- 
sions. 

Readmission  was  necessary  on  February 
2,  1967.  A summary  of  the  patient’s  tem- 
perature, white  blood  cell  count,  and  erythro- 


FIGURE  2.  Summary  of  patient’s  chart. 


cyte  sedimentation  rate  are  found  in  Figure 
2.  The  chest  x-ray  film  on  this  admission 
demonstrated  considerable  change  since  the 
previous  x-ray  films  (Fig.  3) . 

Incision  and  wide  drainage  of  the  empy- 
ema was  carried  out.  Sodium  oxychlorosene 
0.5  per  cent  (Clorpactin  WCS-90)  irrigation 
was  used  three  times  daily.  The  patient  was 
placed  on  sodium  methicillin  (Staphcillin) 
1.5  Gm.  four  times  a day,  which  again 
proved  to  be  ineffective.  Some  underlying 
disease  was  strongly  suspected,  since  on 
smear,  repeatedly,  atypical  acid-fast  rods 
were  visualized.  Nocardia  asteroides  was 
cultured  and  identified  on  February  20,  1967, 
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FIGURE  3.  Posteroanterior  chest  x-ray  film 
made  almost  six  weeks  following  open  biopsy 
demonstrates  further  perihilar  infiltration  on  left. 
There  is  now.  also,  pleural  fluid  on  left  which 
proved  to  be  empyema. 
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FIGURE  4.  Latest  chest  x-ray  film  made  three 
and  one-half  months  after  accurate  diagnosis 
was  made  which  shows  marked  clearing  of  left 
infiltration.  Slight  residual  overlying  pleural 
action  remains  on  left. 


re- 


for  the  first  time  and  confirmed  by  five  sub- 
sequent cultures,  Sabouraud’s  glucose  agar 
at  room  temperature.4  Eventually  the  fun- 
gus was  found  to  be  sensitive  to  sulfadiazine, 
but  the  patient  was  placed  immediately  on 
10  Gm.  of  sulfadiazine  per  day  and  125  mg. 
of  cycloserine  (Seromyein)  twice  a day. 
His  condition  continued  to  be  critical,  al- 
though his  spiking  temperature  returned  to 
normal  following  one  day  of  sulfadiazine 
therapy  (Fig.  2).  He  remained  in  a critical 
condition  until  March  1,  1967,  when  his  ap- 
petite and  strength  gradually  returned.  The 
purulent  discharge  from  his  chest  wound 
markedly  decreased  and  stopped  three  weeks 
after  sulfadiazine  thei'apy  was  started.  Fol- 
low-up chest  x-ray  film  showed  clearing  of 
the  previously  noted  extensive  left  infiltra- 
tion (Fig.  4).  However  sulfadiazine  was 
continued  for  one  whole  year. 

Comment 

The  progression  of  the  mediastinal  ab- 
scess, the  development  of  empyema  thoracis, 
and  severe  infiltration  of  the  left  lung  sug- 
gested that  this  patient  had  a virulent  infec- 
tion. Multiple  microscopic  sections  and  the 


initial  cultures  were  not  helpful  immedi- 
ately. Atypical  acid-fast  rods  and  long- 
branching  gram-positive  filaments  indicated 
fungal  disease,  but  specific  therapy  was  not 
started  until  the  final  diagnosis  was  estab- 
lished on  repeated  cultures  which  grew  out 
Nocardia  asteroides.4  This  fungal  infection 
is  extremely  rare  in  our  area,  being  less  than 
the  reported  1 case  per  year  in  a 500-bed 
general  hospital.5  The  immediate  improve- 
ment with  decrease  of  the  spiking  septic 
temperature  on  sulfadiazine  therapy  indi- 
cated the  importance  of  the  proper  anti-in- 
fective agent. 

The  course  of  this  patient’s  disease  is 
strikingly  similar  to  those  recovered  and  re- 
ported in  the  literature.'5  " Final  diagnosis 
was  made  on  the  surgical  specimen. 

Nocardia  ASTEROIDES.  Pulmonary  nocar- 
diosis is  caused  by  the  aerobic  Nocardia  as- 
teroides the  most  common  form,  an  aerobic 
actinomycetes.  The  infection  is  character- 
ized by  primary  lung  involvement  and  sec- 
ondary hematogenous  dissemination  to  the 
central  nervous  system. 

In  contrast  to  Actinomyces  israeli  it  is 
widely  disseminated  in  nature,  recovered 


November  15,  1970  / New  York  State  Journal  of  Medicine  2831 


from  soil,  grain,  grass,  and  from  animals  or 
healthy  men.  Nocardia  is  not  a normal  in- 
habitant of  the  oral  cavity  as  is  Actinomyces 
israeli. 

It  occurs  in  pathologic  material  in  clumps 
or  granules,  short-  or  long-branching  fila- 
ments, which  are  gram  positive  and  acid 
fast.  It  is  often  confused  with  Mycobac- 
terium tuberculosis,  and  this  association  is 
well  demonstrated.8 

It  is  an  “opportunist”  organism  and  may 
follow  prolonged  treatment  with  cortisone, 
ACTH,  or  antileukemic  drugs,  and  compli- 
cates terminal  malignant  disease  or  pulmo- 
nary alveolar  proteinosis.8  Thus  the  ma- 
jority of  cases  still  remain  undiagnosed. 

Treatment  is  usually  delayed  or  nonspe- 
cific (penicillin,  streptomycin),  as  in  our 
case.  Actinomyces  israeli  would  have  re- 
sponded to  our  initial  therapy,  while  Nocar- 
dia asteroides  was  resistant  until  sulfadia- 
zine was  introduced  with  cycloserine. 

The  infection  usually  affects  a whole  lobe 
and  infiltrates  the  interstitial  spaces  which 
may  develop  into  multiple  lung  abscesses. 
Extensive  fibrosis  occurs  with  giant  cell  in- 
filtration of  lymphatic  and  endothelial  tissue. 

There  are  no  definite  characteristic  ra- 
diologic signs  of  pulmonary  nocardiosis. 
The  infection  may  simulate  tuberculosis, 
bronchopneumonia,  abscess,  or  tumor.  The 
lesions  may  be  single  or  multiple,  on  one  or 
both  sides,  and  may  appear  to  be  a coin 
lesion  or  a linear  or  miliary  infiltration. 
An  empyema  may  be  present  in  25  per  cent 
of  cases.10 

The  final  diagnosis  depends  on  the  micro- 
biologic isolation  and  identification  of  the 


fungus.  The  suspicion  of  fungal  infection 
or  occult  neoplasm  should  be  considered 
when  an  empyema  persists  in  spite  of  ade- 
quate surgical  drainage  and  intensive  anti- 
microbial therapy. 


Summary 

A case  of  primary  pulmonary  nocardiosis 
has  been  presented  which  was  suspected  on 
smear  by  the  appearance  of  gram-positive 
and  atypical  acid-fast  filaments  and  diag- 
nosed bacteriologically  by  culture  on  Sabou- 
raud’s  glucose  agar  media.  Long-term  ad- 
ministration of  sulfadiazine  resulted  in  com- 
plete recovery  of  the  patient. 
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X HE  ABDOMEN  IS  the  primary  site  in  20 
per  cent  of  all  cases  of  actinomycosis. 
Secondary  involvement  of  the  abdominal 
wall  by  the  ray  fungus  is  usually  due  to 
surgical  procedures  performed  on  the 
bowel,  ruptured  gastrointestinal  ulcer,  di- 
verticulitis, or  perforation  of  a viscus  by  a 
foreign  body.  As  pointed  out  by  Cope,1 
the  original  focus  may  never  be  identified 
once  the  intestinal  mucosa  heals.  Since 
the  intact  peritoneum  is  resistant  to  direct 
passage  of  actinomycosis  across  the  ab- 
dominal wall,  mycotic  sinuses  of  the  abdomi- 
nal wall  rarely  occur.  Blood  or  lymph-borne 
metastases  are  uncommon.  The  case  of 
actinomycotic  infection  to  be  reported  is 
unique  because  no  previous  surgical  pro- 
cedure had  been  performed  in  a patient 
with  a lesion  confined  to  the  internal  oblique 
muscle. 

Case  report 

An  eighty-seven-year-old  Negro  man  was 
admitted  to  the  Jewish  Hospital  of  Brook- 


lyn for  the  first  time  on  August  7,  1967, 
with  a chief  complaint  of  abdominal  dis- 
comfort of  three  weeks’  duration.  The 
pain  was  exacerbated  by  eating.  One  week 
prior  to  admission  the  pain  became  local- 
ized in  the  left  upper  quadrant,  and  a mass 
appeared.  Over  the  previous  two  months 
the  patient  noted  malaise  and  a 30-pound 
weight  loss.  Physical  examination  re- 
vealed a well-developed,  well-nourished 
elderly  male  in  no  acute  distress.  His  pulse 
rate  was  92  per  minute,  blood  pressure 
130/80,  and  respiration  rate  16  per  minute. 
The  abdomen  was  tense  and  distended.  A 
fixed,  tender,  firm  10  by  8-cm.  mass  was 
palpable  in  the  left  upper  quadrant. 

Laboratory  examination  revealed  a 
hematocrit  of  42,  hemoglobin  of  13.8  Gm.  per 
100  ml.,  white  blood  cell  count  of  6,700  with 
64  polymorphonuclear  leukocytes,  32  lympho- 
cytes, and  erythrocyte  sedimentation  rate 
of  30  mm.  per  hour.  Urinalysis  revealed  a 
pH  of  7,  specific  gravity  of  1.025,  and  many 
white  blood  cells.  Examination  of  a urine 
specimen  taken  midstream  showed  13,000 
colonies  of  Aerobacter  per  milliliter.  The 
blood  urea  nitrogen  was  14  mg.,  creatinine 
1.2  mg.,  uric  acid  5.8  mg.,  and  calcium  11  mg. 
per  100  ml.;  alkaline  phosphatase  3.8  Bo- 
dansky  units;  phosphorus  3 mg.  per  100  ml.; 
and  negative  serologic  test  results. 

Flat  plate  x-ray  film  of  the  abdomen  sug- 
gested a mass  adjacent  to  the  lower  pole 
of  the  left  kidney.  A renal  scan  demon- 
strated a poorly  visualized  left  kidney.  An 
intravenous  pyelogram  showed  bilateral 
hydronephrosis  and  hydroureter  which  was 
greater  on  the  left  where  there  was  evi- 
dence of  parenchymal  destruction.  Cysto- 
scopic  study  revealed  a trabeculated  bladder 
and  obstructive  uropathy  due  to  benign  pro- 
static  hypertrophy.  Barium  enema  ex- 
amination showed  diverticulosis  of  the  sig- 
moid and  ascending  and  descending  colon 
and  a normal  appendix.  An  upper  gastro- 
intestinal x-ray  series  demonstrated  dis- 
placement of  jejunal  and  ileal  loops  by  a 
midabdominal  mass  that  was  considered  ex- 
trinsic to  the  bowel. 

The  patient  remained  afebrile  through- 
out his  twelve-day  hospital  course.  Preop- 
eratively  the  abdominal  mass  was  aspi- 
rated. Its  purulent  content  proved  to  be 
sterile  on  aerobic  culture.  Microscopic  ex- 
amination showed  many  polymorphonuclear 
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FIGURE  1.  Histologic  section  of  actinomycoma 
of  internal  oblique  muscle  demonstrating  sulfur 
granules. 


leukocytes  and  histiocytes  but  no  neoplastic 
cells. 

An  exploratory  laparotomy  was  per- 
formed with  a preoperative  diagnosis  of 
retroperitoneal  tumor.  No  intra-abdom- 
inal pathologic  condition  was  noted. 
Within  the  confines  of  the  internal  oblique 
muscle  a large  cavity  was  found  to  be  filled 
with  granulation  tissue  and  purulent  ma- 
terial. The  underlying  peritoneum  was 
edematous.  The  13  by  8 by  5-cm.  mass  was 
excised  en  bloc,  and  a frozen  section  dem- 
onstrated marked  fibrosis  with  abscess  for- 
mation. Permanent  section  revealed  ac- 
tinomycosis involving  the  abdominal  wall 
(Fig.  1). 

The  patient  was  given  30  million  units 
of  penicillin  G and  0.5  Gm.  of  streptomycin 
twice  a day.  The  postoperative  course  was 
marked  by  hiccuping,  persistent  abdom- 
inal distention,  and  phlebitis.  On  the 
eighth  postoperative  day,  while  arising 
from  a sitting  position,  the  patient  sud- 
denly collapsed  and  died.  Permission  for 
autopsy  was  not  granted. 

Comment 

Actinomyces  is  normally  resident  in  the 
gastrointestinal  tract  and  causes  lesions  by 
direct  infiltration  of  tissues  accompanied  by 
a fibrous  inflammatory  response. 

The  highest  incidence  of  infection  is 
found  to  be  in  persons  between  fifteen  to 
thirty-five  years  of  age,  twice  as  frequently 
in  men  compared  with  women.  In  general 
GO  per  cent  of  the  cases  have  been  reported 


to  be  in  the  head  and  neck  region,  15  per 
cent  were  in  the  thoracic  area,  and  20  per 
cent  were  of  abdominal  origin.  Of  the 
cases  with  abdominal  origin,  72  per  cent 
were  the  result  of  a complication  of  bowel 
surgery. 

In  Putnam,  Dockerty,  and  Waugh’s2  re- 
view of  122  cases  in  1950,  5 were  ascribed 
to  diverticulitis,  4 to  fistula  in  ano,  10  to 
tubo-ovarian  lesions,  and  the  remainder  to 
appendicitis.  Actinomycosis  of  the  stom- 
ach, duodenum,  or  ileum  is  unusual.  The 
kidney  is  rarely  involved,  and  in  this  organ 
blood-borne  metastases  has  been  postulated. 

The  abdominal  wall  has  rarely  been  con- 
sidered to  be  a site  of  primary  involvement 
and  in  Good’s3  series  appeared  only  once  in 
62  cases.  In  22  cases  of  abdominal-wall  in- 
volvement in  the  Putnam,  Dockerty,  and 
Waugh,  series,  all  were  secondary  to  intra- 
abdominal processes.  In  only  7 of  these 
patients  was  the  upper  quadrant  involved. 

Tetracyclines  and  penicillin  are  the  drugs 
of  choice  in  the  treatment  of  actinomycosis. 

In  the  lesion  described,  the  source  of  the 
actinomycoma  of  the  internal  oblique  muscle 
could  not  be  identified.  It  is  possible  that 
a history  of  external  trauma  may  have 
been  overlooked. 

Summary 

This  case  is  reported  as  a solitary  in- 
stance of  actinomycoma  of  the  internal  ob- 
lique muscle,  possibly  arising  from  an  un- 
known intraperitoneal  primary  site,  and 
present  as  an  extraperitoneal  mass.  While 
involvement  of  the  abdominal  wall  by  acti- 
nomycosis is  rare,  it  has  been  associated 
with  duodenal  or  gastric  ulcer  and  diver- 
ticulitis of  the  colon.  After  perforation  or 
surgical  procedure,  sinus  tracts  to  the  ab- 
dminal  wall  or  myoctic  abscess  formation 
may  occur. 
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Cutaneous  manifestations  of  leukemia 

may  be  divided  into  two  broad  categories, 
nonspecific  and  specific.  The  former  in- 
cludes hemorrhage,  herpes  zoster,  and  bul- 
lous lesions.  A diagnosis  of  leukemia  can 
never  be  established  on  the  basis  of  non- 
specific lesions,  but  their  presence  may  ini- 
tiate the  investigation  that  leads  to  the  cor- 
rect diagnosis.  Specific  lesions  are  cutane- 
ous infiltrates  with  leukemic  cells,  and  may 
take  the  form  of  papules,  nodules,  plaques, 
or  a widespread  process  termed  erythro- 
derma or  exfoliative  dermatitis.  The  clini- 
cal appearance  of  a specific  cutaneous  leu- 
kemic infiltrate  may  very  strongly  suggest 
the  correct  diagnosis,  but  biopsy  is  needed 
to  establish  that  diagnosis,  although  it  may 
be  difficult  to  identify  the  cytologic  type 
from  histologic  sections  alone.  In  this  ar- 
ticle, we  shall  report  a patient  with  specific 
palmar  and  digital  cutaneous  lesions  of 
chronic  lymphocytic  leukemia.  To  the  best 
of  our  knowledge,  such  a case  has  not  been 
previously  recorded  in  the  medical  literature. 

Case  report 

A sixty-three-year-old  female  was  first 
admitted  to  the  Long  Island  Jewish  Hospital 


FIGURE  1.  Reddish-purple  plaques  of  the  palms 
and  fingers,  best  seen  on  the  left  thumb,  where 
the  lesion  is  sharply  demarcated. 


in  April,  1963,  complaining  of  tender,  non- 
pruritic swellings  of  her  hands,  with  in- 
creasing stiffness  and  painful  limitation  of 
motion,  of  two  months’  duration.  Her  his- 
tory was  of  interest  in  that  she  had  been 
successfully  treated  for  carcinoma  of  the 
cervix  uteri  with  radium  thirty-one  years 
previously.  A basal  cell  epithelioma  of  the 
upper  lip  had  been  cured  by  electrodesicca- 
tion and  curettage  fourteen  years  prior  to 
admission.  One  year  before,  she  had  been 
discovered  on  routine  blood  examination  to 
have  chronic  lymphocytic  leukemia;  this 
was  confirmed  by  bone-marrow  examination. 
Her  total  peripheral  count  had  ranged  from 

19.000  to  26,000  cells  per  cubic  millimeter, 
with  88  to  99  per  cent  small  lymphocytes. 

On  admission  physical  examination,  she 
was  noted  to  be  an  obese  normotensive 
woman  in  no  distress.  There  was  no  de- 
tectable lvmphadenopathy  or  hepatospleno- 
megaly.  Reddish-purple  palpable  swellings 
were  present  over  the  volar  surfaces  of  the 
hands,  most  pronounced  on  the  finger  tips, 
with  minimal  involvement  of  the  dorsal  sur- 
faces of  the  hands  (Fig.  1) . 

Laboratory  data  were:  Hemoglobin  11.6 

Gm.  per  100  ml. ; hematocrit  38 ; white 
blood  count  36,500  per  cubic  millimeter,  with 
90  per  cent  lymphocytes;  platelet  count 

62.000  per  cubic  millimeter;  and  a diabetic 

oral  glucose  tolerance  test  result.  The  fol- 
lowing test  findings  were  unremarkable  or 
negative:  urinalysis,  blood  urea  nitrogen, 

serum  cholesterol,  bleeding  time,  and  clot- 
ting time.  An  x-ray  film  of  the  chest  and  an 
electrocardiogram  showed  normal  findings. 

A biopsy  from  the  palm,  performed  under 
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FIGURE  2.  Photomicrograph,  showing  some  thinning  of  the  epidermis  on  the  right,  where  the  in- 
filtrate presses  against  it,  and  islands  of  leukemic  cells  throughout  the  dermis  (hematoxylin  and  eo- 
sin  stain).  (B)  Higher  magnification  of  (A)  showing  sheets  of  mononuclear  cells  (x  520). 


local  anesthesia,  revealed  a somewhat 
thinned  epidermis.  Throughout  the  cutis, 
to  the  4-mm.  depth  of  the  specimen,  were 
dense  cellular  islands  separated  from  one 
another  by  connective-tissue  bundles  (Fig. 
2A).  The  cells  were  largely  uniform-ap- 
pearing mononuclears,  consistent  with  lym- 
phocytes, and  some  larger  “reticulum”  cells 
(Fig.  2B) . 

The  pathologic  interpretation  was  specific 
leukemic  infiltrate  of  skin. 

The  patient  was  treated  with  roentgen 
rays,  600  r,  with  a half  value  layer  of  3.1 
mm.  of  copper,  fractionated  over  a period 
of  five  days  to  both  hands.  Significant  im- 
provement was  noted  during  the  subsequent 
six  weeks. 

Four  months  later  she  developed  hepato- 
splenomegaly  and  was  treated  with  chlo- 
rambucil and  prednisone. 

In  December,  1963,  she  was  readmitted  to 
the  Long  Island  Jewish  Hospital  because  of 
intermittent  nausea  and  vomiting  and 
herpes  zoster  of  the  right  side  of  her  face. 
Minimal  residual  purple  discoloration  of  the 
hands  was  noted  at  this  time,  but  the  pa- 
tient denied  any  discomfort  or  stiffness. 
She  was  treated  with  roentgen  rays  to  the 
cervical  spine  for  the  zoster  and  to  the 
splenic  area  for  marked  splenomegaly.  She 
was  discharged  following  the  completion  of 
the  radiation  therapy,  but  two  months  later 
was  admitted  to  another  hospital  following 
a cerebrovascular  accident.  Subsequently, 
she  was  transferred  to  a nursing  home, 
where  she  died  two  months  later.  An  au- 
topsy was  not  performed. 


Comment 

Specific  cutaneous  infiltrates  are  seen 
most  frequently  in  chronic  lymphocytic  leu- 
kemia, but  their  true  incidence  is  not  known. 
We  are  unaware  of  any  published  series  of 
leukemic  patients,  in  which  the  skin  was 
carefully  studied,  both  clinically  and  by  bi- 
opsy, to  determine  the  frequency  of  cuta- 
neous involvement.  The  greater  reported 
incidence  of  specific  cutaneous  lesions  in 
chronic  lymphocytic  leukemia  may  simply 
reflect  the  greater  frequency  of  this  type  of 
leukemia,  multiplied  by  increased  longevity, 
giving  far  more  “patient  years”  in  a given 
population.  In  1948  Beek1  was  able  to  col- 
lect from  the  literature  a total  of  289  pa- 
tients with  lymphatic  leukemia  and  cutane- 
ous manifestations,  versus  72  with  granulo- 
cytic leukemia  and  cutaneous  lesions.  Other 
types  of  leukemia  were  not  mentioned,  acute 
and  chronic  forms  were  grouped  together, 
and  both  specific  and  nonspecific  dermatoses 
were  included.  In  short,  while  the  deficien- 
cies of  such  a retrospective  study  are  readily 
apparent,  some  useful  statistics  were  gath- 
ered, owing  to  the  large  number  of  cases. 

Beek1  found  the  localization  of  the  leu- 
kemic tumors,  presumably  specific  infil- 
trates, to  be  on  the  head  in  64  per  cent  of  the 
patients  and  on  the  “legs  and  arms”  in  53 
per  cent.  It  is  highly  probable  that  legs 
and  arms  actually  referred  to  lower  and  up- 
per limbs  respectively,  but  no  mention  was 
made  of  involvement  of  the  palms  or  soles. 
Bluefarb-  listed  93  patients  with  lymphatic 
leukemia  who  had  specific  cutaneous  nodules, 
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only  one  of  which  had  involvement  of  the 
hands. 

Calvert  and  Smith*  reported  a patient 
with  chronic  lymphocytic  leukemia  who  had 
a most  bizarre  clubbing  of  the  fingers  due 
to  leukemic  involvement  of  the  distal  pha- 
langes and  soft  tissues  of  the  dorsal  and 
lateral  aspects  of  the  fingers. 

The  patient  reported  here  is  of  interest 
because  she  not  only  had  an  apparently  rare 
cutaneous  manifestation  of  leukemia,  spe- 
cific infiltrates  of  her  hands,  but  also  because 
this  was  the  initial  clinical  expression  of  her 
disease  and  remained  the  only  site  of  cuta- 


neous involvement  until  her  death,  fourteen 
months  later. 

509  West  Merrick  Road 
Valley  Stream,  New  York  11580 
(Dr.  Ausubel) 
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P OST-SURGICAL  ACUTE  RENAL  failure  of 
greater  than  three  weeks’  duration  indicates 
an  extremely  poor  prognosis.1  Aggressive 
management  of  this  grave  complication  by 
early  and  frequent  hemodialysis  may  im- 
prove survival,  even  after  prolonged  periods 
of  anuria.  The  present  case  demonstrates 
recovery  after  thirty-two  days  of  anuria, 
which  followed  aortic  surgery  and  post-sur- 
gical hemorrhagic  shock.2 

Case  report 

A fifty-eight-year-old  white  male  was  ad- 
mitted to  The  New  York  Hospital  for  evalu- 
ation of  an  asymptomatic,  large,  pulsatile, 
abdominal  mass.  The  patient  had  been  in 
good  health  all  his  life  except  for  a twenty- 
year  history  of  chronic,  obstructive,  lung 
disease. 

The  patient  was  an  obese  male  weighing 
94.2  Kg.  Vital  signs  were  normal.  The 
anteroposterior  diameter  of  the  chest  was 

* This  work  was  supported  in  part  by  U.S.  Public 
Health  Service  grant  HE  08736. 


increased,  and  there  were  diffuse  expiratory 
wheezes.  Examination  of  the  heart  was 
within  normal  limits.  There  was  a ventral 
abdominal  hernia  and  a 7-cm.  diameter,  pul- 
satile, abdominal  mass  which  was  confirmed 
by  arteriography  to  be  an  abdominal  aortic 
aneurysm  located  below  the  renal  arteries. 
Peripheral  pulses,  including  dorsalis  pedis, 
were  2 plus  bilaterally. 

Laboratory  data  including  complete  blood 
count,  urinalysis,  liver  chemistries,  electro- 
lytes, and  fasting  blood  sugar  were  all 
within  normal  limits.  The  blood  urea  nitro- 
gen was  13  mg.  per  100  ml.,  and  an  intra- 
venous pyelogram  presented  normal  findings. 

On  October  2,  1968,  the  patient  underwent 
elective  resection  of  the  abdominal  aortic 
aneurysm  which  was  replaced  by  an  aorto- 
iliac  prosthetic  graft.  During  the  opera- 
tion a tear  of  the  right  common  iliac  artery 
occurred,  necessitating  massive  blood  re- 
placement (40  units)  and  ligation  of  the 
right  common  iliac  vein.  During  the  pro- 
cedure the  patient’s  blood  pressure  was 
never  below  70/45,  and  urinary  output  aver- 
aged 100  cc.  per  hour.  Three  hours  postop- 
eratively  the  patient  required  a right  fem- 
oral thrombectomy  which  was  done  under 
local  anesthesia.  During  this  procedure  he 
suddenly  became  hypotensive,  blood  pres- 
sure was  50/0,  and  he  began  bleeding  from 
the  operative  site.  Postoperatively  the  uri- 
nary output  dropped  to  1 to  2 cc.  an  hour, 
and  did  not  respond  to  mannitol  and  etha- 
crynic  acid  (Edecrin).  Over  the  next 
twenty-four  hours  hyperkalemia  developed 
and  was  treated  with  glucose  and  insulin. 
His  course  during  the  first  postoperative  day 
was  complicated  by  further  episodes  of 
hypovolemic  shock,  severe  acidosis,  and  ar- 
rhythmias including  ventricular  tachycardia 
and  fibrillation  which  were  successfully 
treated  by  external  cardiac  massage. 

On  the  second  postoperative  day  a silastic 
atrioventricular  shunt  was  placed  in  the  left 
forearm  and  hemodialysis  was  begun  with  a 
Travenol  RSP  unit  ( Kolff  artificial  kidney) 
utilizing  ultraflow  (1.4M.2)  coils.  At  that 
time  the  patient’s  weight  was  98  Kg.,  blood 
urea  nitrogen  75  mg.  per  100  ml.,  potassium 
4.4  mg.  per  100  ml.,  and  arterial  pH.  7.2.  He 
was  maintained  for  the  first  three  weeks  on 
three  dialyses  per  week  and  for  the  next  two 
weeks  on  two  dialyses  per  week.  His  blood 
urea  nitrogen  ranged  between  100  to  260 
mg.  per  100  ml.  Over  these  five  weeks  the 
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patient’s  course  was  complicated  by  episodes 
of  pulmonary  embolization,  staphylococcus 
pneumonia,  and  wound  infection  successfully 
treated  with  sodium  cephalothin  (Keflin). 
The  patient’s  urinary  output  was  less  than 
100  cc.  per  twenty-four  hours  for  thirty-two 
days,  and  was  less  than  50  cc.  for  most  of 
that  time.  An  arteriogram  was  done 
twenty-nine  days  postoperatively  showing 
excellent  function  of  the  aorto-iliac  graft  but 
with  a poor  nephrogram  effect  reflecting 
markedly  diminished  renal  function.  On  the 
thirty-third  postoperative  day,  the  urinary 
output  was  170  cc.  and  over  the  next  week 
increased  to  greater  than  400  cc.  per  twenty- 
four  hours.  Endogenous  creatinine  clear- 
ance on  the  forty-fourth  postoperative  day, 
during  the  diuretic  phase,  was  3.14  cc.  per 
minute,  on  the  fifty-first  day  was  14  cc.  per 
minute,  and  on  the  sixty-sixth  day  was  31.1 
cc.  per  minute  with  serum  creatinine  of  1.44 
mg.  per  100  ml. 

His  weight  at  the  present  time  is  80  Kg., 
and  his  blood  urea  nitrogen  on  a normal  hos- 
pital diet  is  25  m.  per  100  ml.  He  is  afebrile 
awaiting  further  healing  of  the  inguinal 
wound  before  being  discharged. 

Comment 

This  case  demonstrated  three  important 
concepts  in  the  present-day  management  of 
acute  renal  failure.  The  first  is  the  value 
of  early  dialysis.  Although  no  2 patients 
with  acute  renal  failui'e  are  exactly  com- 
parable, recent  reports  indicate  that  early 
dialysis  plays  a role  in  decreasing  mortality 
rates  in  acute  renal  failure.3-5  The  second 
point  is  that  patients  with  acute  renal  fail- 
ure secondary  to  trauma  or  extensive  sur- 
gery, who  have  as  a group  the  poorest  prog- 
nosis (mortality  rate,  50  to  60  per  cent), 
may  require  more  frequent  dialysis,  three  to 
four  times  a week.  Third,  with  the  more 


ready  availability  of  hemodialysis  centers 
and  newer  antibiotics,  acute  renal  failure 
of  more  than  three  weeks’  duration,  indi- 
cating an  extremely  poor  prognosis,  need 
not  be.1  This  report  and  others  indicate 
that  with  hemodialysis  and  good  medical 
management,  recovery  of  renal  function 
compatible  with  a normal  existence  may  oc- 
cur even  after  one  hundred  twenty  days  of 
acute  renal  failure  with  oliguria.6-9 


Summary 

A fifty-eight-year-old  man  suffered  acute 
renal  failure  secondary  to  hemorrhagic 
shock  and  cardiac  arrest  following  aortic 
aneurysm  surgery.  Survival  and  recovery 
of  renal  function  after  thirty-two  days  of 
anuria  has  been  described,  and  the  value  of 
early  and  frequent  hemodialysis  is  discussed. 

Rogosin  Laboratories, 
Cornell  Medical  College, 
1300  York  Avenue, 
New  York  City  10021  (Dr.  David) 
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Attitudes  of  nonpsychiatric  physicians 
to  nurses  emerged  in  their  responses  to 
nurses  during  the  course  of  a nursing  re- 
search project.  The  project  was  primarily 
directed  to  the  study  of  nurses’  understand- 
ing of  the  behavior  of  patients  and  increas- 
ing this  understanding  through  provision 
of  consultation  focused  on  the  improvement 
of  patient  care.  Although  studies  have 
been  done  regarding  attitudes  of  psychia- 
trists to  psychiatric  nurses,1,2  there  are  few 
studies  concerning  the  attitude  of  non- 
psychiatric physicians  to  nurses.3-5 

Project 

Three  psychiatric  nurses  prepared  at  the 
Master’s  level  were  employed  as  mental 
health  consultants  to  serve  as  resource  per- 
sonnel to  nurses  in  the  medical  and  surgical 
areas  of  a 1,350-bed  general  hospital.  They 
answered  nurses’  requests  for  consultation 
to  improve  the  management  of  care  for  pa- 
tients whose  behavior  presented  problems. 
Referrals  could  be  made  by  any  staff  nurse 
or  auxiliary  nursing  personnel  directly  to 
a consultant  or  via  referral  cards  left  on 
each  unit.  Sixteen  medical-surgical  units 
were  involved.  Patients  on  each  unit  had 
private  or  house  staff  physicians.  Each 

° Supported  by  the  Department  of  Health,  Education,  and 
Welfare,  Applied  Research  Grant  Mil  15012-02. 


unit  was  assigned  a consultant  and  a 
project  condition. 

The  project  condition  of  the  unit  de- 
termined what  the  consultant  did  on  receiv- 
ing a referral.  There  were  four  units  in 
each  of  the  four  project  conditions.  The 
four  conditions  were  called  nurse-patient, 
nurse  only,  patient  only,  and  control. 
Nurse-patient  units  were  those  in  which  a 
patient  was  interviewed  by  the  consultant, 
and  a conference  regarding  the  patient  was 
held  with  the  nursing  staff.  Nurse  only 
units  involved  a conference  with  the  nurs- 
ing staff  without  the  consultant  seeing  the 
patient.  Patient  only  units  required  an 
interview  with  the  referred  patient,  and  a 
conference  was  not  held  with  the  staff.  On 
control  units,  referrals  were  not  made. 
Thus,  referrals  were  received  from  12  medi- 
cal-surgical units,  and  the  referral  pro- 
cedure included  a patient  interview  by  the 
consultant  on  8 of  these  units. 

The  consultant  contacted  the  physician 
for  permission  to  interview  his  patient. 
In  some  cases  the  physician  contacted  was 
the  patient’s  private  physician.  In  others 
a resident  was  in  charge  of  the  case.  Al- 
though the  majority  of  physicians  gave  ap- 
proval for  the  interview,  their  responses  to 
the  request  appeared  to  reflect  attitudes 
which  had  little  to  do  with  the  research 
project  but  rather  the  perception  the  phy- 
sician had  of  the  consultant  as  a nurse.  The 
response  of  the  physician  to  the  consultant 
and  to  her  request  to  interview  his  patient 
might  reflect  his  attitude  to  the  nursing 
staff  in  general.  If  this  were  so,  it  was 
hypothesized  that  nursing  management  of 
the  patient  might  be  affected.  If  the  con- 
sultant was  not  authorized  to  see  the  pa- 
tient and  a patient  interview  was  required, 
the  case  could  not  be  included  in  the  attempt 
to  improve  management  of  patient  care. 
Nursing  care  would  suffer  if  physician  at- 
titudes to  nurses  were  negative.  Since  the 
consultants  were  nurses  and  since  they  pre- 
sented themselves  to  the  physicians  as 
nurses,  it  was  decided  to  study  the  re- 
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spouses  of  the  physicians  to  the  consultants. 

The  referral  procedure  lent  itself  to  this 
study.  The  consultant  contacted  the  phy- 
sician personally  when  a patient  interview 
was  to  be  done.  Contact  was  usually  by 
telephone,  except  in  a few  instances  when 
the  consultant  happened  to  meet  the  phy- 
sician in  person.  In  an  occasional  contact, 
the  physician’s  office  nurse,  secretary,  or 
receptionist  was  an  intermediary  relaying 
the  request  to  the  physician  and  reporting 
his  response  to  the  consultant.  The  re- 
sponses in  all  cases  were  reported  verbatim. 

A standardized  approach  was  used  in 
making  the  request.  The  physician  was 
told  by  the  consultant  that  she  was  a nurse 
working  on  a nursing  research  project  at 
the  hospital,  the  unit,  and  the  name  of  the 
patient  involved.  She  explained  that  the 
project  condition  on  the  unit  involved  a pa- 
tient interview.  A direct  request  for  au- 
thorization to  interview  the  physician’s  pa- 
tient was  not  made.  The  response  to  the 
telephone  call  and  to  the  consultant  was  re- 
corded. The  physician  was  told  that  he 
would  receive  a summary  of  the  interview 
by  letter  if  his  patient  was  on  a patient  only 
unit  or  that  a report  would  be  placed  in  the 
patient’s  chart  if  the  referral  was  from  a 
nurse-patient  unit.  A description  of  the 
project  was  mailed  to  all  physicians  who 
were  called.  Other  information  given  varied 
according  to  the  response  of  the  physician. 


Results 

The  data  used  in  this  report  cover  the 
first  301  referrals  made,  184  of  these  in- 
volving patient  interviews  and  associated 
physician  contacts.  Occasionally  it  was 
necessary  for  the  consultant  to  contact  more 
than  one  physician  regarding  the  same  case. 
There  were  201  attempted  physician  con- 
tacts. Contact  was  achieved  in  200  of 
these  calls.  The  data  concern  these  200  re- 
sponses. Of  these,  99  calls  involved  pa- 
tients on  units  classified  as  patient  only, 
and  101  concerned  patients  on  nurse-patient 
units.  Several  physicians  had  more  than  1 
patient  in  the  project.  Ninety-two  phy- 
sicians were  contacted  once,  22  were  con- 
tacted twice,  8 were  contacted  three  times, 
3 were  contacted  four  times,  2 were  con- 
tacted five  times,  and  3 were  contacted  six 
times. 


Of  the  184  patients  referred,  169  had  one 
physician  of  record  who  was  contacted,  14 
had  two  physicians  contacted,  and  1 had 
three  physicians  contacted.  In  each  case  a 
record  was  kept  of  the  physician’s  name, 
attending  or  house  staff  position,  area  of 
practice,  the  unit  condition,  the  patient’s 
name  and  diagnosis,  and  the  physician’s 
verbatim  response. 

Responses  were  divided  into  unqualified  or 
qualified  approval,  or  denial  of  approval  to 
see  the  patient.  An  unqualified  approval 
indicated  that  the  consultant  could  interview 
the  patient.  Denial  signified  that  the  pa- 
tient could  not  be  interviewed.  Qualified 
approval  meant  that  the  physician  approved 
the  request  but  asked  either  that  another 
physician  working  with  the  patient  also  be 
consulted  or  that  the  consultant  modify  the 
interview  in  some  manner.  Of  the  200 
physician  contacts,  184  (92  per  cent)  re- 
sulted in  permission  for  the  consultant  to 
interview  the  patient.  Unqualified  approval 
was  given  in  161  (80.5  per  cent)  and  quali- 
fied approval  in  23  (11.5  per  cent)  cases. 
Permission  was  denied  in  16  (8  per  cent) 
physician  contacts. 

Despite  general  approval  of  the  request 
to  see  the  patient,  the  consultant  en- 
countered a variety  of  responses  to  her  re- 
quest. These  were  categorized  as  positive, 
neutral,  ambivalent,  or  negative.  A posi- 
tive response  indicated  that  the  physician 
responded  without  a negative  comment  and 
with  a clearly  positive  stance,  such  as  “She 
would  be  a good  one.  Go  right  ahead.  If 
you  can  help  with  this  difficult  case,  I’d 
appreciate  it.”  A neutral  response  indi- 
cated approval  or  denial  without  any  com- 
ment being  made,  such  as  “Yes,  you  can  see 
him.”  Ambivalent  responses  contained  both 
positive  and  negative  qualities,  such  as  “You 
can  do  anything  you  want  as  long  as  she 
doesn’t  get  upset  by  you.”  Negative  re- 
sponses generally  reflected  distaste,  con- 
descension, or  annoyance,  such  as  “What 
kind  of  problem  will  you  give  him?  You 
mean  you  just  want  to  talk  with  him.”  The 
examples  used  are  samples  of  actual  ver- 
batim responses. 

Table  I indicates  the  responses  given.  By 
weighting  each  positive  response  4,  neutral 
response  3,  ambivalent  response  2,  and  nega- 
tive response  1,  and  then  determining  the 
mean  for  qualified  and  unqualified  ap- 
provals and  denials,  an  attitude  index  was 
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TABLE  I.  Types  of  approval  and  responses  of  200  physicians  to  nurse  mental  health  consultants’  requests 
to  see  their  patients,  with  calculated  attitude  index  for  each  type  of  approval 


Number  of 
Physicians 
(Per  Cent) 

Responses 

Neutral  Ambivalent 

(Per  Cent)  (Per  Cent) 

Type  of  Approval 

Positive 
(Per  Cent) 

Negative 
(Per  Cent) 

Attitude 

Index* 

Unqualified 

161  (80.5) 

56  (28.0) 

57  (28.5) 

43  (21.5) 

5 (2.5) 

3.02 

Qualified 

23  (11.5) 

1 (0.5) 

3 (1.5) 

14  (7.0) 

5 (2.5) 

2.00 

Denial 

16  (8 . 0) 

0 

1 (0.5) 

3 (1.5) 

12  (6.0) 

1.31 

* Over-all  attitude  index  for  all  types  of  approvals  or  denials  = 2.77. 


TABLE  II.  Responses  of  200  physicians  to  nurse  mental  health  consultants’  requests  to  see  their  patients 
with  trends  of  associated  approvals  or  denials  of  the  request* 


N umbers  of  Physicians  Giving — • — % 

Response  by  Physicians Unqualified  Qualified  Denial  of 

Type  Number  Per  Cent  Approval  Approval  Approval 


Positive 

57 

28.5 

56  \ 

1 

0 1 

Neutral 

61 

30.5 

57 

3 > 

f 

1 | 

Ambivalent 

60 

30.0 

43 

14  - 

< 

3 1 

Negative 

22 

11.0 

5 

5 

12  \ 

* Arrows  indicate  direction  of  trend. 


calculated.  Attitudes  were  most  positive 
for  unqualified  approvals  and  least  positive 
for  denials.  The  most  positive  responses 
resulted  in  an  increased  likelihood  of  ap- 
proval. Table  II  reveals  this  trend  by  pre- 
senting the  type  of  response  and  the  ap- 
proval or  denial  of  the  physician.  Arrows 
in  this  table  indicate  the  trend  of  the  re- 
sponse. Despite  the  majority  of  unqualified 
approvals,  the  over-all  attitude  index  was 
2.77  of  a possible  4. 

Table  III  indicates  the  responses  of 
physicians  on  house  staff  or  attending  staff 
of  the  medical  or  surgical  services.  Thirty- 
eight  physicians  (19  per  cent)  were  on  the 
house  staff,  25  (12.5  per  cent)  of  these  on 
the  medical  service,  and  13  (6.5  per  cent) 
on  the  surgical  service.  The  remaining  162 
physicians  (81  per  cent)  were  members  of 
the  attending  staff,  110  (55  per  cent)  of 
these  on  the  medical  division,  and  52  (26 
per  cent)  on  the  surgical  division. 

Table  IV  presented  the  physician  re- 
sponses to  the  consultant  requests  to  see 
their  patients.  Of  the  house  staff  95  per 
cent  gave  unqualified  approval  compared 
with  77  per  cent  of  the  attending  staff  with 
similar  responses.  House  staff  physician 
responses  tended  to  be  more  neutral.  At- 
tending staff  volunteered  more  ambivalent 
and  negative  comments.  Attitude  indices 
emphasized  that  the  most  positive  attitudes 
were  shown  by  the  surgical  house  staff  phy- 


TABLE  III.  Numbers  and  percentages  of  house 
staff  and  attending  staff  surgeons  and  medical 
specialists  in  this  study 


Specialty — 

Totals 

Medical 

Surgical 

(Per 

Type  of  Staff 

(Per  Cent) 

(Per  Cent) 

Cent) 

House 

25  (12.5) 

13  (6.5) 

38  (19.0) 

Attending 

110  (55.0) 

52  (26.0) 

162  (81.0) 

Totals 

135  (67.5) 

65  (32.5) 

200  (100) 

sicians.  These  were  followed,  in  descending 
order,  by  those  of  all  house  staff,  medical 
house  staff,  all  attending  staff,  surgical 
attending  staff,  and  medical  attending  staff. 
Therefore,  medical  attending  staff  comments 
were  most  negative  in  attitude  to  the  nurse 
consultant.  Surgical  house  and  attending 
staff  attitudes  are  more  positive  as  a group 
than  the  attitudes  of  medical  house  and 
attending  staff. 

A peer  response  was  noted  when  the 
physician  contacted  gave  unqualified  ap- 
proval to  see  his  patient  and  then  discussed 
the  patient  as  with  a colleague  in  his  own 
professional  field.  There  were  31  peer 
responses,  all  from  attending  staff  phy- 
sicians, 19  in  surgical  and  12  in  medical 
fields. 

Responses  were  studied  in  an  attempt  to 
determine  the  concerns  of  the  physicians 
which  might  account  for  the  attitude  pre- 
sented. Table  V indicates  that  the  attitude 
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TABLE  IV.  Types  of  approval  and  responses  to  nurse  mental  health  consultants,  from  medical  and  surgical 
house  staff  and  attending  staff,  and  attitude  indices  for  each  group* 


Type  of 
Approval 

Response 

Medical 

House  Staff 
Surgical 

Total 

Attending  Staff — * 

Medical  Surgical  Total 

All 

Medical 

Staff 

All 

Surgical 

Staff 

Totals 

Unqualified 

Positive 

2 

3 

5 

33 

18 

51 

35 

21 

56 

Neutral 

20 

10 

30 

20 

7 

27 

40 

17 

57 

Ambivalent 

1 

0 

1 

28 

14 

42 

29 

14 

43 

Negative 

0 

0 

0 

4 

1 

5 

4 

5 

Totals 

23  (92) 

13  (100) 

36  (95) 

85  (77) 

40  (77) 

125  (77) 

108  (80) 

53  (81.5) 

161 (80. 5) 

Qualified 

Positive 

0 

0 

0 

1 

0 

1 

1 

0 

1 

Neutral 

0 

0 

0 

1 

2 

3 

1 

2 

3 

Ambivalent 

0 

0 

0 

11 

3 

14 

1 1 

3 

14 

Negative 

0 

0 

0 

3 

2 

5 

3 

2 

5 

Totals 

0 

0 

0 

16  (15) 

7 (13) 

23  (14) 

16  (12.5) 

7 (11) 

23  (11.5) 

Denial 

Positive 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Neutral 

0 

0 

0 

0 

1 

1 

0 

1 

1 

Ambivalent 

0 

0 

0 

2 

1 

3 

2 

1 

3 

Negative 

2 

0 

2 

7 

3 

10 

9 

3 

12 

Totals 

2 (8) 

0 

2(5) 

9 (8) 

5 (10) 

14  (9) 

11  (8.5) 

5 (8) 

16  (8) 

Attitude  index 

2.88 

3 23 

3.00 

2 68 

2.76 

2.77 

2.71 

2.85 

2.77 

♦ Figures  in  parentheses  represent  per  cent. 


TABLE  V.  Types  of  approval  given  by  200  physi- 
cians to  nurse  mental  health  consultants  to  see 
their  patients  with  diagnosis  of  malignant  disease, 
as  compared  with  patients  with  nonmalignant 
disease,  and  approval  index  for  each  group 


— Diagnosis — 

Malignant  Nonmalignant 

Disease  Disease 


Type  of 
Approval 

Num- 

ber 

of 

Physi- 

cians 

Per 

Cent 

of 

Physi- 

cians 

Num- 

ber 

of 

Physi- 

cians 

Per 

Cent 

of 

Physi- 

cians 

Unqualified 

43 

73 

118 

84 

Qualified 

6 

10 

17 

12 

Denial 

10 

17 

6 

4 

Totals 

59 

100 

141 

100 

Attitude 

index 

2 

56 

2 

.79 

index  was  somewhat  lower  when  the  patient 
had  a diagnosis  of  malignant  disease  than 
when  the  diagnosis  indicated  a non- 
malignant condition.  Physicians  of  these 
patients  generally  responded  ambivalently 
or  negatively  and  expressed  concern  that 
the  consultant  might  reveal  the  diagnosis 
when  speaking  with  the  patients. 

Comments  were  then  examined  to  de- 
termine whether  they  included  remarks  con- 
cerning the  project,  the  patient,  the  con- 
sultant, or  any  combination  of  these  factors. 
They  were  compared  as  to  positive,  neutral, 
ambivalent,  or  negative  qualities  for  each 
factor.  Attitude  indices  were  calculated  and 
are  shown  in  Table  VI.  The  most  positive 
attitudes  were  noted  in  responses  which  in- 
cluded comments  regarding  the  project  and 


TABLE  VI.  Physicians’  responses  with  remarks 
related  to  project,  patient,  and  nurse  individually 
and  in  combination,  with  attitude  indices  to  each* 


Response 
Project  Patient 

Nurse 

Mental 

Health 

Consultant 

Attitude 

Index 

* * 

4.00 

* 

3.79 

* * 

* 

3.38 

* 

* 

3.00 

* 

2.71 

* 

* 

2 29 

* 

2.10 

All  responses  with  remarks  about 

project 

3.61 

All  responses  with  remarks  about 

patient 

3.01 

All  responses  with  remarks  about 

nurse  mental  health  consultant 

2 43 

* = Mentioned  in  response. 


the  patient.  In  order  of  increasing  negativ- 
ity were  comments  on  the  project  alone,  all 
three  (project,  patient,  and  consultant),  the 
project  and  the  consultant,  the  patient  only, 
the  patient  and  the  consultant,  and  the  con- 
sultant only.  Thus,  comments  reflecting  at- 
titudes to  the  consultant  only  were  the 
most  negative.  All  responses  which  men- 
tioned the  project  were  more  positive  than 
responses  noting  the  patient,  alone  or  in 
combination.  All  of  the  most  negative  re- 
sponses mentioned  the  consultant.  Re- 
sponses noting  the  consultant  were  more 
positive  when  the  patient  and/or  the  project 
were  also  mentioned. 
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When  a response  referred  to  the  consul- 
tant, with  or  without  mentioning  the  project 
or  the  patient,  inferences  could  be  made  re- 
garding the  attitude  of  the  physician  to  the 
consultant.  Reactions  to  the  consultant  as 
an  intellectual  equal  or  subordinate  were 
noted.  Most  physicians  giving  qualified  ap- 
provals or  denials,  and  ambivalent  or  nega- 
tive comments,  regarded  the  consultant  as 
intellectually  subordinate  or  inferior  and/or 
as  a potential  “troublemaker.”  When  the 
consultant  was  viewed  as  intellectually  sub- 
ordinate, approval  was  given  for  her  to  see 
the  patient,  even  if  she  was  seen  as  poten- 
tially troublesome.  If  she  were  viewed  as 
an  equal,  she  was  authorized  to  see  the  pa- 
tient only  if  she  was  not  considered  a 
“troublemaker.”  Examples  of  comments  in- 
dicating these  attitudes  included : 

“He’s  a very  intelligent  man,  so  be  circum- 
spect and  intelligent  when  speaking  to  him.” 

“It’s  all  right,  as  long  as  you  don’t  upset 
him.  If  you  discuss  the  diagnosis,  I’ll  break 
your  head.” 

Physicians  who  were  contacted  more  than 
once  evidenced  no  significant  change  in  at- 
titude. 

Comment 

There  are  many  implications  associated 
with  these  data.  Underlying  this  study 
were  two  basic  assumptions.  The  first  was 
that  improving  the  nurse’s  basic  under- 
standing of  behavior  would  help  her  to 
meet  patient  needs  more  effectively.  The 
second  assumption  was  that  physicians’  at- 
titudes to  the  nurse  mental  health  consultant 
would  reflect  attitudes  to  her  as  a nurse. 

Both  of  these  assumptions  are  related  to 
the  improvement  of  patient  care.  The  con- 
sultant could  be  instrumental  in  this  im- 
provement, since  the  patient  was  the  ulti- 
mate beneficiary  of  her  work.  Physician 
attitudes,  covertly  or  overtly  expressed  to 
nurses,  would  be  felt  by  the  nurse  and  re- 
late to  her  effectiveness  in  giving  patient 
care.  It  is  recognized  that  the  attitudes  of 
nurses  to  physicians  may  be  a factor  in  the 
physicians’  attitudes  to  the  nurse  and  in 
patient  care,  but  this  remains  a subject  for 
future  study. 

For  the  consultant  to  function  effectively, 
physician  approval  to  see  his  patient  was 
necessary  when  indicated  in  the  project. 
The  likelihood  of  approval  increased  with 


more  positive  attitudes  to  the  nurse,  as  in- 
dicated by  the  higher  attitude  index  with 
approval. 

Although  92  per  cent  of  physicians  gave 
unqualified  or  qualified  approval  to  see  their 
patients,  the  over-all  attitude  index  of  2.77 
revealed  the  ambivalent  and  negative  atti- 
tudes physicians  held.  These  attitudes  are 
a major  concern,  since  nurses  respond  to 
overt  or  covert  expressions  of  feelings  from 
physicians.  Their  responses  may  ultimately 
lead  to  decreased  effectiveness  in  patient 
care,  decreased  nursing  staff  satisfaction 
and,  possibly  to  increased  nurse  attrition.6-9 

Despite  these  negative  and  ambivalent  at- 
titudes, approval  to  see  patients  was  given 
in  the  majority  of  contacts,  possibly  since 
the  project  was  hospital-based  and  sup- 
ported by  the  hospital  and  medical  school 
administration.  Investigation  of  these 
attitudes  also  indicated  that  they  reflected 
physicians’  views  of  the  consultant  as  a 
nurse  and  secondarily  the  nurse-patient  re- 
lationship and  the  fear  of  the  physician 
that  the  nurse  might  reveal  the  diagnosis 
to  the  patient.  Attitudes  to  the  project 
itself  seemed  to  be  quite  positive. 

In  this  study,  physicians’  views  of  nurses 
appeared  to  reflect  the  perception  of  the 
ideal  intellectually  inferior  subordinate  who 
could  be  potentially  troublesome  if  she  were 
bright. 

Nurses  have  many  motivations  leading 
to  choosing  and  functioning  in  the  nursing 
profession.  Two  main  sets  of  motivations 
operate  in  her  relationships  to  physicians. 
She  wishes  to  be  liked,  praised,  and  ap- 
preciated and  to  receive  approval  and  avoid 
blame  and  recrimination.  This  set  of  mo- 
tivations is  reinforced  by  the  majority  of 
physicians  who  offer  praise  and  withhold 
criticism  if  the  nurse  is  passive  and  de- 
ferring in  her  behavior  as  an  intellectual 
subordinate.  The  second  set  of  motivational 
factors  in  the  nurse  involves  her  wish  to  be 
a professional,  with  a mastery  of  a body  of 
scientific  knowledge,  use  of  her  intelligence, 
exercise  of  judgment,  and  assumption  of 
responsibility  to  patients  to  whom  she  of- 
fers her  services.  Included  is  her  wish  to 
gain  the  respect  of  colleagues  in  related 
disciplines.  These  motivations  are  strongly 
reinforced  by  nursing  educators  and  fos- 
tered by  the  increased  trend  toward  bac- 
calaureate programs  in  nursing  education. 
Nurses’  dissatisfaction  with  existing  phy- 
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sician  attitudes  concerning  the  perception 
of  the  nurses’  role  is  evident.  There  is  a 
current  attempt  to  upgrade  the  professional 
role  of  the  nurse,  such  as  in  the  use  of 
clinical  nurse  specialists.10  Nurses  are 
being  given  more  responsibility  in  intensive 
care  units.  The  therapeutic  team  concept 
leads  to  additional  requirements  for  the 
professional  nurse,  who  is  also  in  greater 
demand  as  the  need  for  medical  care  in  our 
expanding  society  intensifies.  All  of  these 
positions  demand  a closer  physician-nurse 
alliance.  The  conflict  in  the  nurses’  moti- 
vations and  the  physicians’  attitudes  to  the 
nurse  will  be  more  apparent  in  these 
settings. 

More  nurses  receive  baccalaureate  educa- 
tion as  basic  training  and  continue  their 
education  to  receive  advanced  degrees.  To- 
day these  nurses  are  more  concerned  with 
being  viewed  as  professionals  and  less  con- 
cerned with  winning  the  physicians’  grati- 
tude and  approval.  Nurses  are  not  as  will- 
ing to  behave  in  a passive  manner  and  to 
be  perceived  as  intellectual  subordinates, 
who  are  inferior,  rather  than  as  colleagues 
in  a related  medical  field. 

Physicians  contacted  in  this  study  did 
not  show  a change  in  attitude  with  time. 
It  is  not  clear  if  these  attitudes  are  deeply 
ingrained  or  modifiable.  Some  physicians 
gave  peer  responses  and  viewed  the  nurse  as 
a colleague.  Peer  responses  were  noted 
from  twice  as  many  surgical  attending  phy- 
sicians as  attending  physicians  in  medical 
specialties. 

House  staff  physicians  gave  more  ap- 
provals but  were  neutral  or  nonverbal  in 
their  responses.  Attending  physicians 
voiced  more  ambivalent  and  negative  atti- 
tudes. House  staff  might  verbalize  less  to 
avoid  antagonizing  nurses  with  whom  they 
worked  in  close  contact  or  hold  attitudes  to 
nurses  that  were  more  positive  or  neutral.11 

House  staff  and  attending  staff  surgeons 
were  more  positive  in  their  responses  to 
nurses  than  physicians  in  medical  fields. 
This  might  result  from  their  less  frequent 
contacts  and  more  distant  involvement  with 
patients.  Therefore,  the  nurse  might  be 
seen  as  less  threatening  to  their  relation- 
ships with  patients.  Surgeons  may  also 
view  the  nurse  as  more  essential  to  the  care 
of  their  patients. 

It  is  not  known  if  attitudes  of  house  staff 
physicians  changed  with  advancement  to 


attending  staff  rank  or  if  negative  attitudes 
silently  held  as  house  staff  members  were 
more  openly  expressed  with  advancement. 
If  expressions  reflected  a change  in  atti- 
tude, there  would  be  a greater  possibility 
of  modification  of  these  attitudes. 

When  there  is  “friction  between  phy- 
sicians and  nurses,  it  is  patients  who  suf- 
fer.”1 Physicians’  views  of  the  nurse  as 
an  intellectual  inferior,  who  could  cause  dif- 
ficulty if  acting  independently,  and  the 
nurse’s  wish  to  act  independently  cause 
friction.45  These  data  support  that  of 
others  in  the  contention  that  “all  is  not  well 
in  the  professional  relationships  of  phy- 
sicians and  nurses,  and  that  these  diffi- 
culties, whatever  they  may  be,  exert  a limit- 
ing influence  on  the  nurse’s  resourcefulness, 
and  in  some  instances,  increase  the  hazards 
to  which  patients  undergoing  treatment  are 
exposed.”1  Unresolved  difficulties  of  phy- 
sician-nurse relationships,  even  when  there 
is  no  overt  friction,  place  the  patient  in 
danger.  Others  have  questioned  if  the 
nurses’  deep-seated  resentment  of  her  phy- 
sician coworker  may  lead  to  passive-ag- 
gressive sabotage  of  his  treatment  pro- 
cedures.23 Covert  attitudes  of  the  phy- 
sician, his  dynamic  need  for  omnipotence, 
and  his  necessity  to  deny  the  potency  of 
the  nurse  have  been  noted  to  be  interfering 
factors  in  his  interpersonal  professional  re- 
lationship.2’3 

The  best  therapeutic  results  depend  on  a 
harmonious,  integrated  physician-nurse-pa- 
tient relationship.  The  primary  respon- 
sibility for  establishing  and  maintaining 
this  relationship  has  been  given  by  others  to 
the  nurse.12  Nurses  may  characteristically 
present  themselves  to  physicians  in  certain 
ways  to  counteract  the  physicians’  negative 
attitudes.  This  may  lead  to  reinforcement 
of  these  attitudes.  The  nurse’s  passive, 
deferring  manner  to  the  physician  may  be 
the  result  of  her  perceived  place  in  the  pro- 
fessional hierarchy13  but  more  likely  may 
serve  as  a protective  device  to  protect  pa- 
tient care.314 

If  the  stated  aims  of  nursing  education 
and  nursing  organizations  are  to  increase 
the  professionalism,  education,  independent 
action,  intellectual  reward,  and  status  of 
the  nurse  and  there  is  no  concomitant 
change  within  the  medical  profession,  in- 
creasingly poor  patient  care  and  decreased 
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staff  satisfaction  will  result.15  Further  in- 
vestigation is  indicated  to  determine  if  in- 
grained attitudes  of  physicians  regarding 
the  nurse’s  effectiveness  and  her  subordinate 
role  can  be  altered.  Similar  studies  of 
nurses’  attitudes  to  physicians  and  to  them- 
selves may  reveal  the  extent  of  the  conflict 
discussed. 

Summary 

Physicians’  responses  to  nurses  were  in- 
vestigated during  the  course  of  a research 
project  in  which  nurses  gave  mental  health 
consultation  to  staff  nurses  concerned  with 
patients’  behavior.  Of  physicians  contacted, 
92  per  cent  gave  permission  for  the  nurse 
consultant  to  see  their  patients.  Many 
ambivalent  and  negative  attitudes  of  phy- 
sicians to  nurses  emerged.  An  attitude  in- 
dex of  2.77  (4  being  completely  positive) 
was  calculated.  Positive  attitudes  corre- 
lated with  increased  approval  of  physicians 
for  consultants  to  see  their  patients.  Nega- 
tive attitudes  reflected  feelings  to  nurses 
more  than  to  the  nurse-patient  relationship 
or  to  the  project.  These  negative  attitudes 
reflected  a view  of  the  nurse  as  an  intel- 
lectual subordinate  who  could  cause  trouble 
for  the  physician  if  she  were  bright.  Some 
physicians  responded  to  the  consultant  as 
to  a peer.  House  and  attending  staff  sur- 
gical and  medical  specialists’  attitudes  dif- 
fered. Surgeons  were  more  positive  and 
house  staff  more  neutral  in  their  responses 
to  nurses.  Since  physician  attitudes  to 
nurses  ultimately  affect  patient  care  and 


staff  satisfaction,  there  is  a need  to  investi- 
gate and  to  deal  with  physicians’  ambivalent 
and  negative  attitudes  to  nurses.  This  need 
will  increase  as  the  nurse’s  role  as  a pro- 
fessional increases  in  current  medical  prac- 
tice. 

1143  Fifth  Avenue 
(Dr.  Warner) 
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| T is  a WELL-KNOWN  fact  that  the  costs  of 
medical  care  are  rising  rapidly  in  the  face 
of  an  increasing  shortage  of  skilled  medical 
manpower.  Many  attempts  are  being  made 
to  deal  with  this  problem.  One  of  the 
promising  efforts  is  automated  multiphasic 
health  testing.  This  system  uses  the  latest 
technologic  developments  in  automated 
medicine  by  utilizing  the  efficiencies  of 
electronic  data  processing;  by  employing 
allied  health  professionals  in  place  of  more 
scarce  and  expensive  manpower;  and  by 
centralizing  these  resources  in  locations  ac- 
cessible to  the  population. 

AMHT  (automated  multiphasic  health 
testing)  is  not  new.  It  is  just  automating 
and  developing  a system  that  will  permit 
preliminary  medical  data  acquisition,  a 
computerized  clinical  information  profile,  as 
an  aid  to  physicians  in  defining  the  patient’s 
health  problems  prior  to  initiating  treat- 
ment. It  should  be  noted  that  the  system 
in  no  way  replaces  skilled  diagnosis  and 
treatment  by  the  physician  but  is  an  aid 
to  him  in  the  practice  of  medicine.  It  is  the 
same  system  physicians  have  practiced  for 
years,  but  it  is  automated  or  semi-auto- 
mated. 

Preventive  medicine  is  finally  coming  into 
its  own  and  now  is  being  stressed  by  the 
U.  S.  Government,  as  evidenced  by  several 
recently  introduced  bills  in  Congress.  The 
concept  of  AMHT  is  based  on  the  following 
assumptions:  (1)  early  diagnosis  and 

treatment  of  presymptomatic  disease  will, 


in  fact,  postpone  clinical  disease  complica- 
tions; (2)  it  is  possible  to  utilize  modern 
automated  equipment  and  technics  and  de- 
velop more  efficient  use  of  medical  resources; 
and  (3)  there  is  a need  for  this  service  and 
both  physicians  and  public  will  utilize  it. 

Physician’s  role 

Unlike  earlier  screening  programs, 
AMHT  is  not  designed  only  for  the  screen- 
ing or  diagnosis  of  disease.  It  is  intended 
to  accumulate  as  much  data  as  possible 
about  the  total  human  health  profile  to  aid 
the  physician  in  his  diagnosis.  AMHT  is 
also  intended  to  provide  the  physician  with 
a base  line  to  evaluate  further  tests  and 
examinations.  The  tests  used  in  AMHT 
are  designed  to  distinguish  between  normal 
and  abnormal  for  a broad  range  of  physio- 
logic functions.  When  an  abnormal  re- 
sult is  reported  to  the  patient’s  physician, 
it  is  the  physician’s  responsibility  to  follow 
up  with  in-depth  studies  to  arrive  at  a final 
decision. 

The  multiphasic  health  testing  process 
augments  but  does  not  replace  a physical 
examination  by  a physician.  Although  the 
profile  includes  a comprehensive  number  of 
tests,  there  is  no  substitute  for  direct  physi- 
cal examination  and  personal  contact  with 
the  physician.  Therefore,  patients  should 
be  accepted  by  the  AMHT  center  only  after 
it  is  established  that  each  has  a physician 
who  will  accept  the  data,  do  the  physical 
examination,  and  render  decisions  based  on 
these  data.  Physician  follow-up  must  com- 
plete the  process  if  the  multiphasic  health 
testing  is  to  be  effective. 

An  automated  multiphasic  health  testing 
center  may  include  the  following  tests: 
Papanicolaou  smear,  electrocardiogram, 
chest  x-ray,  anthropometry,  blood  pressure, 
visual  acuity,  tonometry,  spirometry,  hear- 
ing tests,  automated  medical  questionnaires, 
SMA-12,  blood  count,  and  urinalysis.  The 
results  of  these  tests  are  then  entered  into 
a computer  and  the  physician  receives  a 
summary  printout  of  the  positive  findings. 
All  the  test  data  are  then  stored  perma- 
nently on  magnetic  tape.  These  test  results 
are  indexed  by  patient  identification  num- 
ber and  are  available  to  the  physician  in 
later  years  as  a source  of  base  line  data, 
against  which  subsequent  data  and  changes 
in  the  patient’s  health  can  be  compared. 
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Computerized  systems  are  currently  being 
developed  to  aid  the  physician  in  interpret- 
ing the  test  results  and  to  insure  accuracy 
of  the  test  data.  These  will  include  not 
only  the  flagging  of  abnormalities,  but  also 
suggestions  as  to  what  further  tests  should 
be  done. 

It  is  now  an  established  fact  that  tech- 
nologic advances  have  reduced  the  cost  of 
clinical  tests  to  the  point  where  many  tests 
can  now  be  done  automatically  for  what  it 
formerly  cost  to  do  a single  test  manually. 
For  example,  it  is  now  well  known  that  the 
12  chemistry  tests  taken  automatically  even 
when  the  physician  has  ordered  only  1 fre- 
quently have  disclosed  unsuspected  ab- 
normalities and  aided  in  the  diagnosis  and 
treatment  of  an  individual  patient.  There- 
fore, there  are  two  potential  significant 
dividends  for  the  patient:  cost  savings  and 
the  possibility  of  detecting  abnormalities  in 
apparently  healthy  patients  before  symp- 
toms develop.  AMHT  has,  however,  so  far 
eluded  accurate  cost-benefit  analysis. 

Many  persons  never  see  a physician  and 
do  not  particularly  want  to  as  long  as  they 
feel  well.  Some  of  these  individuals  may 
prefer  the  impersonality  of  an  automated 
system  to  an  initial  face-to-face  meeting 
with  a physician. 

As  an  educational  tool,  a properly  de- 
signed AMHT  program  can  familiarize  pa- 
tients with  automated  testing  and  empha- 
size the  values  of  periodic  preventive  medi- 
cal testing.  Such  a program  can  also  dis- 
tribute educational  materials  to  aid  the  per- 
son to  maintain  good  health. 

Often  a disease  can  be  treated  more  ef- 
fectively if  it  is  detected  at  an  early,  pre- 
symptomatic  state.  Experience  has  shown 
that  cancers,  pulmonary  infections,  glau- 
coma, diabetes,  renal,  and  other  diseases 
are  among  those  diseases;  whereas  their 
progress  and  the  damage  they  may  cause  if 
unchecked  are  irreversible.  Through  such 
tests  and  measurements  as  tonometry, 
chest  x-rays,  Papanicolaou  smears,  blood 
chemistries,  and  electrocardiograms,  AMHT 
seeks  to  improve  the  efficiency  and  effective- 
ness of  the  physician  through  early  detec- 
tion of  disease  and  appraisal  of  the  health 
risk  of  the  patient,  thereby  improving  the 
quality  of  medical  care. 

Because  AMHT  is  intended  mainly  to 
distinguish  between  normal  and  abnormal 


values,  allied  health  professionals  can  be 
trained  to  perform  many  of  the  necessary 
tasks  that  physicians  are  currently  doing. 
The  physician  can  then  focus  his  expertise 
on  the  abnormal  conditions. 

Even  though  AMHT  can  accomplish  the 
technical  aspects  of  the  medical  profile,  the 
physician  must  do  the  thinking,  since  only 
he  can  make  the  necessary  decisions. 
Therefore,  he  must  be  adequately  compen- 
sated for  his  professional  expertise  in  this 
system.  Insurance  companies  are  currently 
looking  into  the  feasibility  of  separating 
the  payment  for  the  technical  components 
from  the  professional  components,  and  in 
the  future  it  seems  probable  that  this  will 
be  achieved. 

How  will  AMHT  work? 

There  are  many  questions  that  still  have 
to  be  answered  for  automated  multiphasic 
health  testing.1  Some  of  these  are: 

How  can  AMHT  be  integrated  into  the  ex- 
isting practice  of  medicine  as  part  of  a com- 
munity health  service  structure? 

What  data  can  be  obtained  to  evaluate  the 
AMHT’s  procedures  in  terms  of  yield,  effec- 
tiveness, interpretation,  cost,  and  cost  bene- 
fits; and  what  are  the  specific  patterns  of 
normality  and  abnormality  for  the  population 
and  individual  patient? 

Will  the  existing  medical  care  system  be 
able  to  absorb  the  high-risk  patient  from  a 
medically  indigent  population  not  now  in  the 
mainstream  of  medical  care  who  will  prob- 
ably be  drawn  into  this  system  by  these  pro- 
grams? 

Will  this  type  of  service  be  readily  accepted 
by  both  physicians  and  the  public?  The  pub- 
lic apparently  is  demanding  this  type  of  ser- 
vice. It  is  up  to  us  as  physicians  to  answer 
the  public  demands. 

Will  AMHT,  in  fact,  increase  the  physi- 
cian’s efficiency  and  upgrade  the  level  of 
medical  practice? 

What  will  be  the  long-term  effects  of 
AMHT  on  hospital-bed  utilization  and  on 
demands  for  health  services  emanating  from 
many  sites  of  service  or  portals  of  entry  into 
the  medical  care  system? 

Will  AMHT  serve  the  unmet  needs  in  the 
delivery  of  health  care  and  improve  the  qual- 
ity and  quantity? 

There  is  no  doubt  that  a vigorous  fol- 
low-up and  evaluation  program  must  be 
planned  by  an  AMHT  center  to  assess  both 
the  immediate  and  long-term  impact  of 
screening  on  the  health  characteristics  of  a 
test  population. 
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The  short-term  program  should  evaluate 
yield  of  specific  screening  tests  in  terms  of 
number  of  new  and  previously  unsuspected 
abnormal  conditions  discovered.  The  re- 
liability, accuracy,  and  sensitivity  of  each 
test  must  be  evaluated  and  the  test  profile 
modified  as  indicated  by  this  analysis. 

A long-term  evaluation  program  should 
attempt  to  compare  the  extended  health  ex- 
perience and  health  care  construction  pat- 
tern of  an  experimental  group  that  has  re- 
ceived periodic  multiphasic  health  testing 
to  that  of  a control  group  that  has  not  re- 
ceived such  services. 

As  they  are  developed,  AMHT  testing 
centers  should  consider  primarily  the  in- 
terests of  the  patients  involved  and  comply 
with  present-day  ethical  principles  covering 
medical  practice.  The  security  of  patients’ 
confidential  data  must  be  constantly  main- 
tained according  to  present-day  standards. 
The  principle  of  free  choice  of  physicians 
by  patients  should  be  adhered  to  by  all 
health  testing  programs. 

Automated  and  computerized,  multiphasic 
health  testing  is  still  in  its  infancy  as  far 
as  the  operational  aspects  are  concerned. 
However,  indications  are  that  this  service 
will,  in  the  future,  be  well  accepted.  Local 
businesses  and  industries  have  shown  strong 
interest  in  using  this  service  for  pre-employ- 
ment physical  examinations  and  for  periodic- 
health  evaluation  of  key  personnel.  Various 
associations  and  labor  unions  are  also  in- 
terested in  using  this  service  as  a potential 
added  health  benefit  for  their  members. 

Cost 

There  is  a great  deal  of  activity  and  in- 
terest in  the  “commercialization”  of  AMHT. 
Entrepreneurs  and  major  companies  have 
been  moved  by  the  profit  motive.  At  this 
point  in  time,  no  one  has  definitely"  proved 
that  AMHT  can  be  made  economically" 
feasible  consistent  with  the  delivery  of  im- 
proved health  sei'viees,  although  many"  think 
this  is  possible.  In  order  for  AMHT  to  sur- 
vive as  a viable  entity  it  must  justify  its 
costs. 

The  application  of  cost-effectiveness  and 
cost  benefit  analysis  to  health  programs 
poses  many-  problems.  Therefore,  to  expect 
AMHT  to  have  produced  data  on  cost  ef- 
fectiveness and  cost  benefits  in  its  relatively 
short  existence  is  unrealistic.  The  develop- 


ment of  formulas  for  the  application  of  such 
analyses  to  AMHT  should  prove  useful.2 

Synder,3  writing  in  Group  Practice,  states 
that  “the  performance  of  the  currently  op- 
erational units  thus  far  seemed  to  have 
produced  a consensus  that  (1)  they  save  the 
physicians  time;  (2)  testing  can  be  per- 
formed satisfactorily  by  paramedical  per- 
sonnel; (3)  per  patient  costs  of  testing  are 
lower  than  in  the  average  personal  ex- 
amination conducted  by  a physician;  (4) 
the  state  of  technology  is  more  than  ca- 
pable of  producing  accurate,  consistent  test 
data;  and  (5)  patients  can  and  do  accept 

the  concept  of  automated  testing 

Thus,  if  existing  AMHT  facilities  can 
prove  themselves  practical,  economical,  and 
not  disruptive  of  the  physician-patient  re- 
lationship, they  may  soon  become  fixtures 
in  the  American  health  care  system.” 

There  is  no  doubt,  however,  that  a prop- 
erly" designed  AMHT  program  can  aid  the 
physician  considerably,  and  help  separate 
the  “well  from  the  worried  well  and  the 
sick  from  the  early  sick,” 4 thereby  im- 
proving his  efficiency. 

The  demand  for  the  improvement  of  the 
physician’s  effectiveness  and  efficiency  is  in- 
creasing exponentially.  As  John  Gardner 
said,  “If  all  the  physicians  in  the  United 
States  could  increase  their  efficiency  only 
4 per  cent,  it  is  like  training  11,700  new 
physicians  per  year;  greater  than  the  total 
yearly  output  of  all  the  medical  schools.” 
The  medical  profession  is  being  forced  to 
accept  change  in  the  delivery  of  health 
services.  While  any  new  medical  tool  such 
as  automated  technology  can  make  the 
physician  more  efficient,  it  can  have  some 
sins  as  well  as  virtues.  The  true  efficiency 
of  medicine,  after  all,  is  not  measured  by 
how  many  patients  are  processed,  but  by 
how  many  diseases  can  be  prevented  and, 
if  they  do  occur,  cured.  The  one  to  one 
relationship  of  patient  to  physician  must  be 
maintained. 

17  North  Chatsworth  Avenue 
Larchmont,  New  York  10538 
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Lawrence  P.  Roberts,  Director,  Harlem  Valley  State 
Hospital,  Wingdale,  N.Y.,  12594.  Phone:  (914) 
832-321  1. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $22,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


SENIOR  STAFF  PSYCHIATRIST,  FULL  TIME  RESI- 
dential  psychiatric  rehabilitation  center,  40  miles  from 
New  York  City,  in  desirable  living  area  with  good  schools. 
Non-profit  foundation  oriented  to  intensive,  individualized, 
eclectic  psychotherapy.  Out-patient  service  also.  Salary 
open,  dependent  on  experience.  Benefits  include  major 
medical  insurance,  life  insurance  and  pension  program. 
For  information  write  Charles  P.  Neumann,  M.D..  Medical 
Director,  The  Silver  Hill  Foundation,  Box  1177,  New 
Canaan,  Conn.  06840. 


ALLEGANY  COUNTY.  PSYCHIATRIST  TO  DIRECT 
new  all  purpose  community  MH  center.  Will  assist  in 
developing  services  program  in  planning  stage.  Fine 
opportunity  to  practice  in  rural  setting.  Salary  to  $33,000. 
Extensive  practice  could  be  developed  in  addition  to  direct- 
ing duties.  Opportunity  for  part-time  teaching,  graduate 
level,  nearby  university.  Staff  of  center  includes  Deputy 
Director,  supervising  psychologist,  staff  psychologist, 
psychiatric  social  worker  and  stenographer.  Write: 
Gustave  G.  Prinsell,  M.D.,  Chairman,  Allegany  Co.  Com- 
munity Mental  Health  Center,  Jones  Memorial  Hos- 
pital, Wellsville,  New  York  14895. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  170  BED 
general,  voluntary  hospital,  soon  to  expand  to  300  beds. 
Located  in  suburban  Long  Island  community  on  Atlantic 
Ocean.  50  minutes  from  New  York  City:  ample  volume 
to  support  two  compatible  people  on  a fee-for-service  basis. 
Contact  Administrator,  Long  Beach  Memorial  Hospital, 
Long  Beach,  N.Y.  11561.  Phone  (516)  432-8000. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING 
in  internal  medicine.  Staff  membership  available  in  42- 
bed  general  hospital  currently  expanding.  Income 
guarantee  negotiable  along  with  opportunity  to  take  over 
established  practice  of  retiring  physician.  Community 
Hospital,  Stamford,  N.Y.  12167.  (607)  652-7312. 


CHIEF  OF  HOME  CARE  PROGRAM  FOR  1,000  BED 
Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a major 
division  of  Mount  Sinai  School  of  Medicine.  Home  Care 
Program,  one  of  the  largest  in  the  country;  Aim  to  estab- 
lish Dept,  of  Community  Medicine  with  more  diversified 
community  services  & to  be?  utilized  for  teaching  students 
Sc  house  staff.  Salary,  fringe  benefits  depending  on  pro- 
fessorial rank.  Address  all  inquiries  to  S.  ( 1.  Seckler,  M.l )., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services, 
City  Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y.  11373. 


PHYSICIANS  WANTED— CONT'D 


FAMILY  PHYSICIAN  NEEDED  IMMEDIATELY. 
Please  do  not  let  this  opportunity  pass.  Call  collect 
(607)  674-4091  to  Sherburne,  N.Y.  (Chenango  Co., 
Central  N.Y.). 


CARDIOLOGIST,  FULL  TIME  FACULTY  FOR  1,000 
bed  Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a 
major  division  of  Mount  Sinai  School  of  Medicine.  To 
function  as  Associate  Chief  of  Cardiology  Service  presently 
undergoing  modem  expansion,  oriented  towards  patient 
care,  teaching  & research.  Salary,  fringe  benefits  & 
academic  rank  depending  on  qualifications.  Address  all 
inquiries  to  S.  G.  Seckler,  M.D.,  Chief,  Dept,  of  Medicine, 
Mount  Sinai  Hospital  Services,  City  Hospital  Center  at 
Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


YOUNGER  PHYSICIAN  TO  ASSOCIATE  IN  LARGE, 
long  established  general  medical  practice,  in  village  near 
Rochester,  N.Y.  Opportunity  for  partnership  with  option 
to  take  over  practice  later  with  minimum  investment. 
Well  located,  two  doctor  suite  of  medical  offices,  diagnostic 
facilities.  Nearby  hospital  facility.  F.  V.  Oderkirk,  M.D., 
Victor,  N.Y.  14564. 


PHYSICIAN— MOUNT  SINAI-CITY  HOSPITAL  CEN- 
ter  at  Elmhurst.  1,000  bed  municipal  hospital.  Major 
division  of  Mount  Sinai  School  of  Medicine.  In  need  of 
half  time  or  full  time  physician  (preferably  internist)  to 
direct  large  outpatient  and  inpatient  Narcotic  Addiction 
Program.  Faculty  appointment.  Salary  & Fringe  bene- 
fits based  on  qualifications.  Address  all  inquiries  to  S.  G. 
Seckler,  M.D.,  Chief,  Dept,  of  Medicine,  Mount  Sinai 
Hospital  Services,  City  Hospital  Center  at  Elmhurst,  79-01 
Broadway,  Elmhurst,  N.Y.  11373. 


LOCUM  TENENS  FOR  MONTH  OF  DECEMBER  1970 
or  January  1971  (preferably  Dec.),  downtown  industrial 
office.  No  house  calls.  Remuneration  over  $500  wkly. 
Hours  9-5:30;  Sat.  to  1 p.m.  4 assistants  in  office  to 
help.  N.Y.  State  license  essential.  Box  972,  % NYSJM. 


CHIEF  OF  GASTROENTEROLOGY  SERVICE  FOR 
1,000  bed  Mount  Sinai-City  Hospital  Center  at  Elmhurst, 
a major  division  of  Mount  Sinai  School  of  Medicine.  To 
direct  program  oriented  towards  patient  care,  teaching  & 
research,  & to  integrate  activities  with  Medical  School  pro- 
gram. Qualifications:  must  be  deserving  of  professorial 

rank.  Salary  & Fringe  benefits  related  to  academic 
appointment.  Address  all  inquiries  to  S.  G.  Seckler,  M.D., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services, 
City  Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y.  11373. 


PHYSICIANS  WANTED:  NEW  YORK  GENERAL 

practitioner  to  join  three  man  G.P.  group.  Fifty  miles  to 
Albany  Medical  Center.  Area  population  50,000;  com- 
munity 8,000.  Foothills  of  Adirondacks;  skiing,  hunting, 
fishing.  Write  or  call.  C.  V.  Latimer,  M.l).,  Hudson 
Falls,  New  York  12839.  Phone:  (518)  747-6485. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  WITH 
New  York  license,  full-time  to  direct  X-ray  services  & 
personnel,  and  assist  in  planning  new  facilities;  com- 
munity hospital  expanding  from  233  to  320  beds.  Present 
chief  retiring  early  1871.  Progressive  hospital  with  new 
active  emergency  suite  located  in  capital  district  of  New 
York  State.  Remuneration  negotiable  with  excellent 
opportunities  and  liberal  fringe  benefits.  Write  Box  973, 
% NYSJM. 
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PHYSICIANS  WANTED— CONTD 


WANTED  E.R.  PHYSICIANS.  MIDDLE  EAST  COAST 
Florida.  Florida  license  required.  Minimum 
for  48  hours  weekly.  Part  time  or  full  time  available. 
Write  Physicians  Emergency  Service,  1350  South  Hickory 
St.,  Melbourne,  Florida  32901. 


HELP  WANTED 


RECEPTIONIST  PHYSICIANS  OFFICE  IN  DOWN- 
town  Brooklyn  (near  subways)  Tues.  2-9,  Thurs.  2-6,  Sat. 
9—4  plus  additional  hours  secretarial  work  if  desired.  (Gen- 
erous vacations,  salary  open.  Must  be  personable,  bright, 
and  like  children.  Bus  office.  Write  fully  Box  970,  c/t 
NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE 
available  full  or  part  time.  New  York  metropolitan  or 
rural  area.  New  York  license.  Box  969,  % NYSJM. 


ANESTHESIOLOGIST.  BOARD  ELIGIBLE  & GEN 
eral  pract.,  licensed  N.Y..  Conn.,  desires  relocation  out  of 
N.Y.  City.  Consider  clinic,  prefer  Westchester,  or  upstate. 
Box  971,  % NYSJM. 


MISCELLANEOUS 


ISRAEL  COINS  AND  MEDALS  FOR  COLLECTORS 
and  investors.  Large  stock.  I specialize  only  in  Israel 
coins,  no  other  coin  business.  Will  work  very  close  to 
cost.  Be  it  100  Herzl  gold  coins  or  a 1970  proof  like  set, 
call  me.  Clifford  Sarokoff,  P.O.  Box  24,  Brooklyn,  N.Y. 
11223.  (212)  375-2304,  or  (212)  835-2734. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  deiails.  Crane  Discount 
Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036.  LO 
52943. 


PRACTICES  AVAILABLE 


GENERAL  MEDICAL  PRACTICE,  IDEAL  FOR  IN- 
teroal  medicine.  Modem,  well  equipped,  centrally  located 
office,  with  off  street  parking.  Only  physician  in  this 
charming  North  Jersey  town.  Only  30  mi.  from  N.Y.C. 
Call  (201)  529-4418,  or  (201)  529-3727. 


MEDICAL  PRACTICE  AVAILABLE.  LONG  ESTAB- 
lished,  upper  Manhattan,  plus  equipment.  Retiring. 
Call  evenings,  TU  1-0069. 


MEDICAL  GROUPS 

IKi:^ISTi:il  NOW! 

Hempstead  Plaza,  L.  I. 

Luxury  7 story  office  bldg 
and  Holiday  Inn  Hotel  Complex. 

Floor  sizes  17,850  sq  ft  each,  will  divide. 
Occup  June  71.  This  bldg  is  totally  heated 
with  modern  electric  energy.  Send  today 
for  free  brochure. 

Henry  F.  Kessler  Co, 

1133  Ave.  of  the  Americas 
N.  Y„  N.  Y.  10036  (212)  Cl  5-6456 


— 

REAL  ESTATE  FOR  SALE  OR  RENT 


BROOKLYN— 2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 
0853. 


BUFFALO,  N.Y.  DOCTOR’S  OFFICE  AND  HOME  FOR 
sale.  Corner  location  one  mile  radius  of  two  400-bed  hos- 
pitals. Five  rooms  fully  equipped  facing  business  street; 
7 room,  l‘/a  bathroom  home  facing  residential  street,  with 
carpeting  and  draperies.  Immediate  occupancy.  Low 
40’s.  Call  collect  (716)  824-1710,  or  write  Louis  F.  Manze, 
M.D.,  141  Coolidge  Rd„  Buffalo,  N.Y.  14220. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed  eight  room  medical  office. 
Separate  consultation  room.  Centrally  located  in  Queens. 
Call  (212)  HO  4-6262. 


EXCELLENT  QUEENS  VILLAGE  LOCATION.  5 
room  physician’s  suite  adjoining  ENT  office.  Rent  or 
buy  2-family  house  on  75  X 127  plot.  Also  2 adjoining 
houses;  110  X 110  plot.  Can  arrange  several  medical- 
dental  suites.  Commercial  zoning  permits  professional 
building,  nursing  home,  etc.,  construction.  Busy  area. 
(212)  261-8203;  (516)  588-0995. 


PARK  AVE.,  N.E.  CORNER  91  ST.  4 STORY  BROWN- 
stone  built  full  on  20  X 70  plot.  Hi  ceilings.  Good 
condition.  6 tenants  plus  vacant  6 room  ground  floor 
suite  with  own  entrance.  Perfect  for  professional  use  plus 
income.  Extremely  favorable  terms  for  right  buyer. 
Call  (212)  421-6660. 


N.Y.C.,  69  ST.  (PARK-MADISON).  CHOICE  BUILD- 
ing  & location.  Doctors  office.  4 operating  rms.,  con- 
sultation office;  recept.  area;  lab,  etc.  Air-cond.  Pri- 
vate entrance.  Mr.  Levine,  Water  & Samuels,  MU  2-2727. 


ALBANY  SUBURB,  CENTRALLY  LOCATED;  NEW 
professional  offices,  ideal  for  group  or  Gyn.  (family  ptm- 
ning)  practice  or  clinic.  Must  be  seen  to  be  appreciated. 
Huge  potential.  All  utilities  supplied.  For  further  infor- 
mation, call  (518)  785-9487,  or  (518)  274-2022. 


EQUIPMENT 


FOR  SALE:  CO  (60)  ROTATIONAL  THERAPY  UNIT 

with  source.  Excellent  condition  and  appearance.  Rea- 
sonably priced.  Call  Dra.  Zwanger  and  Pesiri.  (516)  SU 
1-8100. 
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1971  Albion  0.  Bernstein , M.D. 

Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competiuon  for  the 
1971  ALBION  O.  BERNSTEIN,  M.  D.  AWARD. 

This  nadonal  award  will  be  given  to  the  physician,  surgeon  or  scientist  who  shall  have  made 
the  most  widely  beneficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease, 
during  the  period  November  23,  1969  to  November  23,  1970. 

The  award,  comprising  SI, 500  and  an  appropriate  scroll,  will  be  presented  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of  New  York,  February  14-18,  1971.  It  was 
created  by  Mr.  Morris  J.  Bernstein  in  memory  of  his  physician  son  who  died  in  an  accident 
while  answering  a hospital  call  on  November  23,  1940. 

The  award  was  presented  in  1969  to  Baruch  S.  Blumberg,  M.  D.,  of  the  Institute  for  Cancer 
Research,  Philadelphia,  for  his  discovery  of  Australia  antigen,  a possible  cause  of  viral  hepa- 
titis, and  his  description  of  man’s  varying  response  to  this  agent. 

The  award  was  given  in  1963  to  Herbert  A.  Kaufman,  M.  D.  for  introduction  of  an  effective 
treatment  of  virus  infections  which  contain  DNA;  and  in  1962  to  James  O.  Elam,  M.  D.,  for 
his  research  and  development  of  a mouth-to-mouth  resuscitation  method. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your 
opinion,  are  eligible  for  this  award,  by  December  1,  1970,  to: 

AWARDS  COMMITTEE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  THIRD  AVENUE,  NEW  YORK,  N.  Y.  10017 

Candidates  for  1971  will  be  evaluated  by  the  Awards  Committee  of  the  Medical  Society  of 
the  State  of  New  York,  chaired  by  Alfred  A.  Angrist,  M.  D.,  Professor  of  Pathology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University. 


SUBSCRIPTION  ORDER  FORM 

New  York  State  Journal  of  Medicine  Al  Issues 

Attn:  Circulation  Dept.  ■ Per  Year 

750  Third  Ave.,  New  York,  N.  Y.  10017 


PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 


U.S.A.  & possessions 

$7.50  one  year: 

$20.00  (3)  years 

Canada,  Mexico  & 

other  foreign 

$9.00  one  year: 

$24.50  (3)  years 

Interns  & Residents: 

Special  rates  on  request. 

Name 


Address 

please  print 

City  & State 

Zip 

Payment  enclosed 


Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 
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epanil  Ten- 

liethylpropion  hydrochloride) 

/orks  on  the  appetite 
Dt  on  the ‘nerves’ 


en  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
sort  for  the  weight  control  program  you  recommend. 
MMIL  reduces  the  appetite— patients  enjoy  food  but  eat 
Weight  loss  is  significant— gradual— yet  there  is  a rela- 
y low  incidence  of  CNS  stimulation. 

aindicotions:  Concurrenfly  with  MAO  inhibitors,  in  patients  hypersensitive  to 
ug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse, 
ng:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
ts  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
st trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
se  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
mt  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
itively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
onally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardi o- 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordiol  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended  t-oo6a  / 1/70  / u.s.  patent  no  3,001,910 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  clnchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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NEW  YORK  CITY  AREA 


December  1,  1970  and  December  2,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

ALCOHOLISM 

In  cooperation  with  the  Alcoholism  Program,  New  York 
City  Health  Department 

Fee:  $50  CREDIT:  C-1 


December  1,  1970  and  December  8,  1970 

9 : 00  a.m.,  Tuesdays 

New  York  Infirmary 

Stuyvesant  Square  East  and  1 5th  Street 

December  1 

Cardiac  Tamponade 

JOHN  L.  POOL,  M.D. 

Memorial  Hospital 

December  8 

Polyarteritis  Nodosa 

THEODORE  EHRENREICH,  M.D. 

Lutheran  Medical  Center,  Brooklyn 

CREDIT:  C-1 


December  1,  1970  / December  15,  1970 

10:00  a.m.,  Tuesdays 

Maimonides  Medical  Center  and  Coney 
Island  Hospital  with  Downstate  Medical 
Center  and  Kings  County  Chapter  of  AAGP 

4802  Tenth  Avenue 
Brooklyn 

Pediatric  Postgraduate  Program 

December  1 

Developmental  Enzymology-Clinical 
Application  in  Neonatology 

NATHAN  RUDOLPH,  M.D. 

December  8 

Significant  Congenital  Heart  Disease 
without  Murmurs 

WALTER  SILVER,  M.D. 

December  15 

Nephrotic  Syndrome  in  Pediatrics 

MELINDA  McVICAR,  M.D. 

All  speakers  are  from  Downstate  Medical  Center 
CREDIT:  C-1  and  AAGP 


TUESDAY,  DECEMBER  1 

4:15  p.m. 

"Diabetes  Today”  Diabetes  Center  of  New 
York  Medical  College 

Research  Building,  106  St.  and  Madison  Avenue 
Room  R 1 1 4 

PROINSULIN 

LILLIAN  RECANT,  M.D. 

Veterans  Administration 
Washington,  D.C. 


WEDNESDAY,  DECEMBER  2 

4:00-5:00  p.m. 

Flushing  Hospital  and  Medical  Center 
First  Floor  Conference  Room 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

THE  NEWBORN 

JOSEPH  V.  BRAZIE,  M.D. 

Catholic  Medical  Center,  N.Y. 

CREDIT:  C-1 


5:00  p.m. 

New  York  Medical  College 
Department  of  Ophthalmology 

Room  R-l  1 3A,  Cohen  Research  Building 
106th  Street  and  Madison  Avenue 

EXOPHTHALMOS 

ALGERNON  B.  REESE,  M.D. 

Eye  Institute  of  Columbia-Presbyterian  Medical  Center 


8.00  p.m. 

Staten  Island  Family  Service 

25  Victory  Boulevard 
Staten  Island 

SEXUAL  DEVIATIONS 

L EMERY  BREITNER,  M.D. 

Nassau  Hospital 

NO  FEE 

Contact:  Sid  Herling,  M.S.W.,  at  above  address. 


8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

RECENT  EXPERIENCES  WITH 
ENCOUNTER,  GESTALT,  AND  HYPNOTIC 
TECHNIQUES 

SIDNEY  ROSEN,  M.D. 

N.Y.U.  Medical  Center 
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Discussants.- 

SIDNEY  ROSE,  M.D. 

Americon  Institute  for  Psychoanalysis 
MARTIN  KASSAN,  Ed.  D. 

Council  of  Psychoanalytic  Psychotherapists 

I 

December  2,  1970  / December  16,  1970 

5:00  p.m.,  Wednesdays 

Manhattan  Eye  Ear  and  Throat  Hospital 

210  East  64th  Street 

December  2 

, Principles  of  Ophthalmic  Plastic 

I MARGARET  OBEAR,  M.D. 

December  9 

Selected  Topics  in  Glaucoma 

' GEORGE  GORIN,  M.D. 

December  16 

Ocular  Motility  Lecture  Series 

I RICHARD  RASKIND,  M.D. 

I 

December  2,  1970  and  December  9,  1970 

8:30  p.m.,  Wednesdays 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  EMOTIONAL 
PROBLEMS  IN  THE  OLDER  PERSON  IN 
MEDICAL  PRACTICE 

BELLA  S.  VAN  BARK,  M.D. 

CREDIT:  C-l 


December  4,  1970  and  December  1 1,  1970 

8:00-9:30  a.m.,  Fridays 

Maimonides  Medical  Center,  Departments  of 
Pediatric  Services,  Obstetrics  and  Gyne- 
cology, and  Medicine,  Downstate  Medical 
Center  and  Kings  County  Chapter  of  AAGP 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

December  4 

Adolescent  Obstetrics 

MARVIN  SENTNOR,  M.D. 

December  1 1 

Adolescent  Problems  of  Growth  and  Sex 
Maturation 

JOSE  CARA,  M.D. 

Speakers  are  from  Downstate  Medical  Center 
CREDIT:  C-l  and  AAGP 


December  6,  1970  and  December  13,  1970 

9:00  a.m.-l  2 Noon,  Sundays 

The  Boulevard  Hospital 

46-04  si  st  Avenue 
Long  Island  City 


December  6 
Renal  Disease 

H.  CARROLL,  M.D. 

December  13 

Acid-Bases  Electrolytes 

H.  Carroll,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l 


December  7,  1 970  / December  1 8,  1 970 

8:00  a.m.-8:00  p.m.,  Twelve  days 

Columbia  University  P & S 

Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

ORTHOPEDIC  SURGERY  AND 
PATHOLOGY 

F.  E.  STINCHFIELD,  A.  D.  JOHNSTON,  A.  GARCIA,  AND 
J.  E.  SALVATORE,  M.D.’s 

FEE:  $250 


December  7,  1970  / December  1 1,  1970 

Columbia  University  School  of  Public  Health 
and  Administrative  Medicine 

21  Audubon  Avenue 

THREE  WEEK  COURSE  IN  PUBLIC  HEALTH 
(Week  III) 

Write:  Program  of  Continuation  Education,  at  the  above 
address.  Tel.  568-4334. 


December  7,  1970  / December  12,  1970 

9:00  a.m.-5:00  p.m. 

Post-Graduate  Institute  of  the  New  York  Eye 
and  Ear  Infirmary 

310  East  14th  Street 

REVIEW  IN  BASIC  SCIENCES 
IN  OPHTHALMOLOGY 

Given  under  the  direction  of: 

JAMES  C.  NEWTON,  M.D. 

Assisted  by  Staff  Members  of  New  York  Eye  and  Ear 
Infirmary  and  invited  lecturers. 

FEE:  $250 

Contact:  Jane  Stark,  Registrar 


December  7,  1970  and  December  8,  1970 

9:00  a.m.-5:00  p.m.,  Monday  & Tuesday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
100th  Street  and  5th  Avenue 

FLUORESCEIN:  ANGIOGRAPHY 
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ARAN  SAFIR,  M.D.,  WILLIAM  LESKO,  M.D.,  DONALD 
WONG,  R.B.P.,  PETER  HOERENZ,  D.  Phys. 

Mount  Sinai  School  of  Medicine 

FEE:  $100 


MONDAY,  DECEMBER  7 

8:00  p.m. 

The  New  York  Society  for  Clinical 
Ophthalmology 

2 East  103rd  Street 

1.  Some  Thoughts  Concerning  the  Aging  of 
the  Lens 

ABRAHAM  SPECTOR,  Ph.D. 

2.  The  24th  Annual  Mark  J.  Schoenberg 
Memorial  Lecture  Epithelial  Invasion  of 
the  Anterior  Chamber 

ARTHUR  G.  DE  VOE,  M.D. 

Speakers  are  from  Institute  of  Ophthalmology 


8:30  p.m. 

Rudolf  Virchow  Medical  Society 

2 East  103rd  Street 

1.  Treatment  of  Angina  Pectoris  1970 

JEROME  GERENDASY,  M.D. 

Director  of  Cardiology 
Hospital  for  Joint  Disease 

2.  The  Diagnostic  Approach  to  the 
Hypertensive  Patient 

STANLEY  GITLOW,  M.D. 

Mount  Sinai  School  of  Medicine 

CREDIT:  C-1 


TUESDAY,  DECEMBER  8 

9:00  p.m. 

Section  on  Allergy 

Medical  Society  of  the  County  of  Kings  and 
Academy  of  Medicine  of  Brooklyn 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

SUMMARY  OF  RECENT  ADVANCES  IN 
INSECT  STING  ALLERGY 

JAMES  H.  BARNARD,  M.D. 

Roosevelt  Hospital 

Discussant: 

PHILIP  J.  TORSNEY,  JR.,  M.D. 

Red  Bank,  N.J. 

Pre-Meeting  Dinner  at  6:30  p.m. 

Phone  for  reservations:  BU  2-0493 

CREDIT:  C-1 


December  10,  1970  / December  12,  1970 

9:00  a.m.-4:30  p.m.,  Thursday-Saturday 

The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
1 00th  Street  and  5th  Avenue 

NEUROCHEMISTRY 

GERARD  M.  LEHRER,  M.D.,  WALTER  ESSMAN,  Ph.D. 
GERALD  GAULL,  M.D.,  GEORGE  KOTZIAS,  M.D. 

Mount  Sinai  School  of  Medicine 

FEE:  $150 


FRIDAY,  DECEMBER  11 

8 : 30  p.m. 

The  Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

THE  WOMEN’S  LIBERATION  MOVEMENT: 
SOME  THOUGHTS  AND  QUESTIONS 

ALEXANDRA  SYMONDS,  M.D. 

N.Y.U.  School  of  Medicine 


December  1 1,  1 970  / December  1 3,  1 970 
The  American  College  of  Cardiology 

St.  Barnabas  Hospital,  New  York 
Americana  Hotel 
New  York  City 

NEW  FRONTIERS  IN  CARDIOVASCULAR 
DISEASE 

HENRY  I.  RUSSEK,  M.D.,  Director 
Co-Directors: 

BURTON  L.  ZOHMAN,  M.D. 

LOUIS  F.  BISHOP,  M.D. 


SUNDAY,  DECEMBER  13 

8:30  a.m.-2:00  p.m. 

The  Brookdale  Hospital  Center  in  affiliation 
with  N.Y.U.  Medical  and  Dental  Centers 

Linden  Boulevard  at  Brookdale  Plaza 
Brooklyn 
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Postgraduate  Seminar 


PLEURAL  EFFUSION 

STANLEY  H.  SAHN,  M.D. 

NO  FEE  CREDIT:  C-1  ond  AAGP 


MONDAY,  DECEMBER  14 

8 : 30  p.m. 

Beth  Israel  Medical  Center 

1 2th  Floor  Conference  Room,  Dazian  Pavilion 
1 0 Nathan  D.  Perlman  Place 

Medical-Surgical-Thoracic  Conference 

CLOSED  NEEDLE  BIOPSY;  AN  AID  IN 
DIAGNOSIS  OF  LUNG  LESIONS 

ABRAHAM  S.  BUCHBERG,  M.D. 

Albert  Einstein  College  of  Medicine 

NO  FEE 


8 : 30  p.m. 

New  York  Academy  of  Gastroenterology 

2 East  103rd  Street 

1.  Immunoglobulin  Alterations  in 
Inflammatory  Disease  of  the  Bowel 

IRWIN  GELERNT,  M.D. 

Mount  Sinai  School  of  Medicine 

2.  Immuno-pathological  Processes 
Involving  the  Upper  G.  I.  Tract 

GRAHAM  H.  JEFFRIES,  M.D. 

The  Pennsylvania  State  University 


December  16  / for  eight  sessions 

8.00—10:00  a.m.,  Wednesdays 

State  University  of  New  York  Downstate 
Medical  Center 

Auditorium,  Room  2W1 
Coney  Island  Hospital 
Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
PEDIATRICS  FOR  COMMUNITY 
PHYSICIANS 

FELIX  FELDMAN,  FREDERICK  H.  STIEFEL,  JOSE  CARA, 
LAWRENCE  KUSKIN,  MILAN  P.  LO,  JOSEPH  MESSINA, 
OSCAR  SCHWARTZ,  RICHARD  D.  SNYDER,  JEROME 
TEPPERBERG,  M.D.'s 

NO  FEE  CREDIT:  C-1 

To  register,  contact:  CLARENCE  G.  ROBINSON,  M.D- 

Dir.,  Medical  Education,  Coney  Island  Hospital,  above 
address. 


BROOME  COUNTY 


THURSDAY,  DECEMBER  3 

11:00  a.m. 

Charles  S.  Wilson  Memorial  Hospital 

Redwood  Room 
Johnson  City 

Basic  Science  Seminar 

PHYSIOLOGICAL  ASPECTS  OF  THE 
FAILING  MYOCARDIUM 

HAROLD  SMULYAN,  M.D. 

Upstate  Medical  Center,  Syracuse 

CREDIT:  AAGP 

NOTE:  Medical  Grand  Rounds  will  be  held  at  10:00 

a.m.,  preceding  the  above  session 


BUFFALO  AREA 


December  1 , 1970  / December  15,  1970 

11:30  a.m.,  Tuesdays 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Telephone  Lecture  Network  Programs 

December  1 

The  Sore  Throat 

HERTZEL  ROTENBERG,  M.D. 

December  8 

Cerebrovascular  Disease — 

Current  Concept 

DONALD  L.  EHRENREICH,  M.D. 

December  15 

Diagnosis  of  a Mass  in  the  Neck 

JOHN  M.  LORE,  M.D. 

Speakers  are  from  SUNYAB 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network 
covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaragus  and  Allegany  in  New  York  State 
and  Erie  County  and  McKean  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful 
to  all  physicians  presented  at  1 1 :30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children's 
Hospital  sponsored  by  the  Department  of  Pediatrics  and 
presented  on  the  second  Friday  of  each  month  under  the 
direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Divi- 
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sion  of  Orthopedic  Surgery,  Department  of  Surgery,  and 
presented  on  the  fourth  Thursday  of  each  month  under  the 
direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 


NASSAU  COUNTY 


December  3,  1 970  and  December  1 0,  1 970 

11:30  a.m.,  Thursdays 

Nassau  County  Medical  Center 

Radiology  Research  Auditorium 
Hempstead  Turnpike  and  Carman  Avenue 
East  Meadow 

Pediatric  Postgraduate  Program 

December  3 

Pediatric  Mortality  Conference 
December  10 

Disturbances  in  Aeration  in  Infants  and 
Children 

JOHN  A.  KIRKPATRICK,  M.D. 

Temple  University  School  of  Medicine 


WEDNESDAY,  DECEMBER  16 

8:00  a.m. 

Mercy  Hospital 

MacArthur  Hall 
Rockville  Centre 

SURGICAL  CONFERENCE 

TRACHEAL  STENOSIS,  COMPLICATION 
OF  TRACHEOSTOMY 

ANTHONY  DiBENEDETTO,  M.D. 


9: 00  a.m. 

Mercy  Hospital 

Mercy  Lounge 
Rockville  Centre 

PRE-DIABETIC  SYNDROME, 
DIAGNOSIS  AND  TREATMENT 

LEWIS  C.  MILLS,  M.D. 

Hahnemann  Medical  College 


SARANAC  LAKE 


WEDNESDAY,  DECEMBER  9 
Saranac  Lake  Medical  Society 

Montague  Memorial  Library 
Will  Rogers  Hospital 
Saranac  Lake 

ACUTE  RESPIRATORY  FAILURE, 


DIAGNOSIS  AND  TREATMENT 

TIMOTHY  HARRIS,  M.D. 

Albany  Medical  Center 


WESTCHESTER  COUNTY 


WEDNESDAY,  DECEMBER  2 

2 : 00  p.m. 

Westchester  Chapter  American  College  of 
Surgeons 

Hilton  Inn 
Tarrytown 

SURGERY  FOR  ENDOCRINE  DISORDERS 

1.  Thyroid  and  Parathyroid  Disorders 

C.  B.  ESSELSTYN,  Jr.,  M.D. 

Cleveland  Clinic 

2.  Hormone  Production  by  Tumors 

W.  FISCHER,  M.D. 

Lenox  Hill  Hospital 

3.  Hormone  Production  by  the  G.l.  Tract 

J.  RUDIK,  M.D. 

The  Mount  Sinai  Hospital 

4.  Hormone  Therapy  for  Tumors 

E.  GREENWALD,  M.D. 

Montefiore  Hospital 

All  Interested  are  Invited 


THURSDAY,  DECEMBER  10 

9:00  a.m. 

St.  Joseph’s  Hospital 

1 27  South  Broadway 
Yonkers 

INTERESTING  MEDICAL  PROBLEMS  IN 
THE  PATIENT  WITH  ADVANCED  CANCER 

JAMES  E.  CIMINO,  M.D. 

Calvary  Hospital,  Bronx 

CREDIT:  C-l  and  AAGP 

NOTE:  Future  Conferences  will  be  announced  in  forth- 

coming issues  of  WHAT  GOES  ON.  The  St.  Joseph's 
Hospital  is  pleased  to  announce  that  beginning  in  the 
fall  of  1970  they  will  become  a participating  hospital 
in  the  weekly  Albany  Medical  College  "Two  Way  Medi- 
cal Radio  Conferences."  These  live  conferences  will  be 
held  in  the  auditorium  each  Monday  from  12:00  noon 
to  1:00  p.m.  They  are  approved  for  academic  credit 
by  AAGP. 
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RADIO  FOR  ALBANY 
AND  CANTON  AREAS 


December  /-December  15,  1970 

1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WSLU-FM  (Canton)  96.7  Mhz. 

December  1,  2 and  4 (from  Albany) 
Cerebrovascular  Disease 

Kevin  Barron,  M.D. 

Cesar  Mayo,  M.D. 

Eugene  D.  Means,  M.D. 

Albany  Medical  College 

December  8,  9 and  1 1 (from  Albany) 

Acute  Visual  Loss  and  Treatable  Systemic 
Disease 

Robert  D.  Reinecke,  M.D. 

Richard  S.  Smith,  M.D. 

Albany  Medical  College 

December  15,  16  and  18  (from  Albany) 
Acute  Abdomen 

John  H.  Carter,  M.D. 

Harold  F.  Welch,  M.D. 

Albany  Medical  College 

CREDIT:  C-l  (if  attendance  is  taken) 


RADIO  FOR  NEW  YORK  CITY  AREA 


1 2 noon-1  p.m. 

Albany  Medical  College  of  Union  University 

TWO-WAY  RADIO  CONFERENCES  FOR 
PHYSICIANS 

Station  WAMC-FM  (Albany)  90.3  Mhz. 

Station  WRVR-FM  106.7  Mhz. 

November  30,  December  3 (from  Albany) 
Diagnosis  of  Lung  Disease 

John  A.  O’Hem 
Albany  Medical  College 

December  7 and  10  (from  Cincinnati) 

Head  and  Neck  Trauma 

Robert  S.  McLaurin,  M.D. 

Donald  A.  Shumway,  M.D. 

University  of  Cincinnati  College  of  Medicine 

December  14  and  17  (from  Albany) 

Some  Aspects  of  Epilepsy 

Robert  J.  Cassidy,  M.D. 

Cesar  Mayo,  M.D. 

Albany  Medical  College 

CREDIT:  C-l  (if  attendance  is  taken) 


EVENTS  RECEIVED  AFTER  DEADLINE 


WEDNESDAY,  DECEMBER  2 

8:15  p.m. 

New  York  Academy  of  Medicine,  Section 
on  Physical  Medicine  and  Rehabilitation 
and  The  New  York  Society  of  Physical 
Medicine  and  Rehabilitation 

8:15  p.m. 

New  York  Academy  of  Medicine,  Sections 
on  Physical  Medicine  and  Rehabilitation; 
and  Biomedical  Engineering  with  the  New 
York  Society  of  Physical  Medicine  and 
Rehabilitation 

2 East  103rd  Street 

BIOMEDICAL  ENGINEERING  AND 
REHABILITATION  MEDICINE 

1.  Medical  Thermography 

MR.  DIETRICH  BAEU 

AGA  Corporation,  New  Jersey 

2.  Human  Motors  and  Their  Substitutes 

J.  V.  BASMAJIAN,  M.D. 

Atlanta  Mental  Health  Institute 
Atlanta,  Georgia 

3.  Engineering — A Tool  for  Rehabilitation 
of  the  Severely  Handicapped 

MR.  DONALD  SELWYN 

National  Institute  for  Rehabilitation  Engineering 
Pompton  Lakes,  NJ. 

Moderator:  JOSEPH  B.  ROGOFF,  M.D. 

Beth  Israel  Hospital 


WEDNESDAY,  DECEMBER  9 
NEW  YORK  SURGICAL  SOCIETY 

2 East  100  3rd 

1.  Unusual  Case  of  Penetrating  Abdominal 
Tumors 

JOHN  R.  SLATTERY,  M.D. 

JOHN  V.  COMER,  M.D. 

ANDREW  McGOWAN,  Jr.,  M.D. 

ROBERT  PASCOTTO,  M.D. 

2.  Pancreatic  Malignancy  in  Children 

JAY  L.  GROSFELD,  M.D. 

H.  WILLIAM  CLATWORTHY,  Jr.,  M.D. 

DONALD  A.  DAVIS,  M.D. 

3.  Endoscopic  Study  of  Massive  Upper 
Gastrointestinal  Bleeding:  Surgical 
Point  of  View 

WILLIAM  I.  WOLFF,  M.D. 

HIROMA  SHINYA,  M.D. 

4.  Surgery  for  Complications  of  Acute 
Myocardial  Infarctions 

PAUL  D.  HARRIS,  M.D. 

CHIN  BOR  YEOGH,  M.D. 

WALTER  A.  WICHERN,  M.D. 
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Mount  Sinai  Hospital  Services 

City  Hospital  Center  at  Elmhurst 

79-01  Broadway 

Elmhurst 

INBORN  AND  ACQUIRED  DEFECTS 
IN  BILIRUBIN  AND  BILE  SALT 
EXCRETION 

NORMAL  JAVITTS,  M.D. 

Cornell  University  Medical  College 


PHYSICIANS’  PLACEMENT 


GREENVILLE,  N.Y.,  Greene  County,  needs  a Physician. 

CONTACT:  MRS.  DAVID  ELSBREE,  Community  Medical 

Building,  Inc.,  Greenville,  N.Y.  1 2083;  or  KENNETH 
BOTT,  M.D.,  tel.  (518)  966-81  1 2. 


HERKIMER,  N.Y.,  Herkimer  County,  need  Specialists  in 
Ob/Gyn  and  Internal  Medicine. 


CONTACT:  MR.  DONALD  REILE,  Mayor,  Village  of 

Herkimer,  N.Y.  13350.  Tel.  (315)  866-2900;  or  MR. 
GEORGE  NUFFER,  JR.,  Adm.  Herkimer  Memorial  Hos- 
pital. Tel.  (315)  866-3330. 


PORTVILLE-OLEAN-ALLEGANY  Area,  Cattaraugus  County. 
Internist  and  Pediatrician  needed  for  medical  group. 

CONTACT:  DUNCAN  C.  WORMER,  M.D.,  Wormer  Medi- 

cal Center,  Portville,  N.Y.  1 4770.  Tel.  (71 6)  933-8746. 


SALAMANCA,  N.Y.,  Cattaraugus  County,  needs  Physicians. 

CONTACT:  MRS.  OTTO  E.  KRITTER,  Member  of  the 

Mayor's  Committee  to  Recruit  Doctors,  23  Fawn  Avenue, 
Salamanca,  N.Y.  1 4779;  or  MISS  B.  J.  SOMERVILLE, 
Adm.  Salamanca  District  Hospital,  150  Parkway  Drive. 


SYRACUSE,  N.Y.,  Onondaga  County.  Internists  and  Pedi- 
atricians needed  for  Neighborhood  Health  Center. 

CONTACT:  THOMAS  W.  MOU,  M.D.,  819  South  Salinas 

Street,  Syracuse,  N.Y.  13202.  Tel.  (315)  476-7921. 


WHAT  GOES  ON  IN  MEDICINE 

Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.  Y.  10017 
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At  your  fingertips: 
a miniature  office  laboratory 


Ames/BMI  Blood  Analyzer 

for  14  convenient,  accurate  blood  chemistries 


it's  a miniature  office  laboratory  that  lets  you 
do  14  different  blood  chemistries  right  in  your  office 
conveniently,  accurately,  rapidly,  and  economically 
It's  an  on-the-spot  blood  information  system  which 
combines  with  your  clinical  judgement  to  give  a more 
scientific  basis  for  diagnosis  and  therapy  You  can  do 
i Albumin,  Alkaline  Phosphatase,  BUN,  Bilirubin, 
Cholesterol,  Oxyhemoglobin,  Cyanmethemoglobin, 
Creatinine,  Total  Protein,  True  Glucose,  PSP  (urine), 
SGOT,  SGPT.  Uric  Acid,  and  Globulin  by  derivation. 

Most  tests  can  be  run  in  less  than  15  minutes 
including  incubation  time,  with  an  average  operator's 
time  of  only  two  minutes.  All  tests  can  be  performed 
after  just  a few  hours  of  training.  The  AMES/BMI  Blood 
Analyzer  lets  you  observe  and  control  test  factors 
and  obtain  results  while  the  patient's  clinical  picture 
is  fresh  in  your  mind  — often  while  the  patient  is  still  in 
the  office.  What  could  be  more  convenient? 

Reagents  are  available  as  prepackaged  kits 
(containing  all  the  necessary  reagents  and  supplies 
required)  or  in  bulk  form  for  economy. 


I Mail  to  AMES  Company  I 

I Division  of  Miles  Laboratories,  Inc.  I 

I Elkhart,  Indiana  46514  ' 

I Dept:  JGB  I 

I □ Please  send  me  further  information  on  the 
I AMES/BMI*  Blood  Analyzer. 

I □ I would  like  a demonstration  of  the  AMES/BMI 
I Blood  Analyzer  in  my  office. 

I 

/ Name 

I Address 

\ City State 

^ Zip  Code Phone 

Ames  and  BMI  are  trademarks  of  Ames  Company 


Ames  Company 

^§5  Division  of  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 


When  irritable  colon  feels  like  this 


The  blowfish.  a small  species 
of  fish,  reacts  to  stress  or 
frith!  by  pulfinp  itself  up  with 
air.  After  about  a dozen 
noisy  snips  the  belly  is  balloon- 
shaped and  hard.  When 
replaced  in  the  water  the  air  is 
quickly  expelled,  and 
the  fish  sinks  to  the  bottom. 


. in  the  presence  of  spasm  or  hyper  motility, 
gas  distension  and  discomfort, KINESED' 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


s 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth-,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosa’ge  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kiiietikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 
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Noses 
run  in  # 
families 


but  each  nose  may  require  a different  strength  decongestant 

When  a cold  is  running  through  the  house,  Neo-Synephrine  brings 
prompt,  gentle  relief  to  all  the  stuffy  noses  in  the  family. 

Neo-Synephrine  has  been  so  dependable  for  so  long  — over 
30  years  — it  is  synonymous  with  nasal  decongestant. 

Shrinks  edematous  turbinates  almost  on  contact.  Opens  sinus  ostia 
fbr  ventilation  and  drainage.  Helps  bring  quick  breathing  comfort 
to  he-man's  cold  or  baby's  sniffle. 

Virtually  free  of  systemic  side  effects,  Neo-Synephrine  Va  % is  safe 
even  for  children's  delicate  respiratory  tissue.  Doesn't  interfere  with 
ciliary  activity  and  has  little  rebound  tendency.  Used  promptly, 
Neo-Synephrine  helps  avoid  sinus  infection  and  the  otitis  media 
children  often  get  with  colds.  Relieves  nasal  symptoms  in  sinusitis 
and  hay  fever,  too. 

Available  as  spray  or  drops  in  strengths  of  Vs  % for  infants,  Va  % 
for  children,  V2 % for  adults.  Also  available:  Neo-Synephrine 
Compound  Cold  Tablets. 
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Neo-Synephrine  hci 

brand  of  phenylephrine  HCI 


has  them  all! 
a strength  for  all  ages 
for  congestion  of  all  stages 


Mn/fyrop  Winthrop  Laboratories,  New  York,  N Y.  10016 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  (dok'ter),  n.  (ME.  doc  tour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 
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Necrology 


John  Kenneth  Bembenista,  M.D.,  of  Buffalo, 
died  on  September  26  at  the  age  of  fifty-seven. 
Dr.  Bembenista  graduated  in  1939  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  chief  of  dermatology  at  St.  Joseph  Inter- 
community Hospital  (Cheektowaga)  and  an 
attending  dermatologist  at  Mercy  Hospital  and 
Sisters  of  Charity  Hospital  of  Buffalo.  Dr. 
Bembenista  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of 
the  American  Academy  of  Dermatology,  the 
Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 


Arthur  Hendley  Blakemore,  M.D.,  of  New  York 
City,  died  on  October  8 at  the  age  of  seventy- 
three.  Dr.  Blakemore  graduated  in  1922  from 
Johns  Hopkins  University  School  of  Medicine. 
He  was  a consulting  surgeon  at  The  Presby- 
terian Hospital.  Dr.  Blakemore  was  a Diplo- 
mate of  the  American  Board  of  Surgery  and  a 
member  of  the  American  Surgical  Association 
and  the  New  York  Surgical  Society. 

Aaron  William  Bortin,  M.D.,  of  Amityville,  died 
on  October  29  at  the  age  of  sixty-five.  Dr. 
Bortin  graduated  in  1929  from  Long  Island  Col- 
lege of  Medicine.  He  was  director  of  psy- 
chiatry at  Brunswick  Hospital  Center,  an  at- 
tending neurologist  at  Bellevue  Hospital,  and 
a consulting  psychiatrist  at  St.  Francis  Hos- 
pital (Roslyn).  Dr.  Bortin  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neu- 
rology (Psychiatry)  and  a member  of  the 
American  Academy  of  Neurology,  the  Ameri- 
can Psychiatric  Association,  the  Academy  of 
Psychosomatic  Medicine,  the  Nassau  Academy 
of  Medicine,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Irvin  J.  Cohen,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 29  at  the  age  of  sixty-two.  Dr.  Cohen 
graduated  in  1930  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  Retired  in  1969  as 
executive  vice-president  of  Maimonides  Medi- 
cal Center  of  Brooklyn,  he  was  a Diplomate  of 
the  American  Board  of  Pediatrics,  a Fellow  of 
the  American  College  of  Physicians,  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 


Edwin  C.  Coyne,  M.D.,  of  Middletown,  New 
Jersey,  formerly  of  Yonkers,  died  on  Septem- 
ber 1 at  the  age  of  sixty-eight.  Dr.  Coyne 
graduated  in  1928  from  Cornell  University 
Medical  College.  He  was  an  attending  physi- 
cian and  cardiologist  at  St.  John’s  Riverside 
Hospital  and  an  attending  cardiologist  at  St. 
John’s  Riverside  Hospital  Outpatient  Depart- 
ment. Dr.  Coyne  was  a Fellow  of  the  Ameri- 
can College  of  Cardiology  and  a member  of  the 
New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Irwin  Stanley  Danzig,  M.D.,  of  The  Bronx,  died 
on  October  29  at  the  age  of  fifty-six.  Dr. 
Danzig  graduated  in  1945  from  Middlesex  Col- 
lege of  Medicine  and  Surgery.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  William  Dargeon,  M.D.,  of  New  York 
City,  died  on  October  29  at  the  age  of  seventy- 
three.  Dr.  Dargeon  graduated  in  1922  from 
Albany  Medical  College.  He  was  a consulting 
pediatrician  at  Misericordia  Hospital,  St. 
Luke's  Hospital  Center,  and  the  New  York  In- 
firmary, and  an  attending  pediatrician  and 
chairman  emeritus  at  Memorial  Hospital  for 
Cancer  and  Allied  Diseases.  Dr.  Dargeon  was 
a Diplomate  of  the  American  Board  of  Pedi- 
atrics and  a member  of  the  American  Academy 
of  Pediatrics,  the  American  Radium  Society, 
the  James  Ewing  Society,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Henry  Diamond,  M.D.,  of  Staten  Island, 
died  on  October  30  at  the  age  of  seventy-three. 
Dr.  Diamond  graduated  in  1922  from  Cornell 
University  Medical  College.  He  was  an  attend- 
ing physician  on  communicable  disease  serv- 
ice at  Sea  View  Hospital  and  Home  and  a 
senior  physician  at  St.  Vincent’s  Medical  Cen- 
ter of  Richmond.  Dr.  Diamond  was  a Fellow 
of  the  American  College  of  Cardiology  and  a 
member  of  the  New  Yoi-k  Academy  of  Medi- 
cine, the  New  York  Society  of  Internal  Medi- 
cine, the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Loridine  I.M. 

Cephaloridine 


1.5  to  3 Gm.  daily 
successfully  treats  many 
moderately  severe 
infections 


• bactericidal  action  in  vitro  against 
susceptible  organisms  causing: 
pneumonia 

urinary  tract  infections 

septicemia 

abscesses 

• broad-spectrum  activity 

• relatively  painless  I.M.  injection 

*due  to  susceptible  organisms 


Special  Recommendations 
Before  Administration  of  Loridine 

1.  Demonstrate  causative  organism’s  sensitivity  to 
the  drug. 

2.  Determine  patient’s  renal  status.  Loridine  is 
contraindicated  in  patients  with  azotemia. 

During  Administration  of  Loridine 

1.  Maintain  proper  hydration. 

2.  Monitor  renal  status— urinalyses,  urinary  output, 
bun,  and/or  serum  creatinine. 

3.  Use  cautiously  in  conjunction  with  other 
potentially  nephrotoxic  drugs. 

4.  Because  nephrotoxicity  has  been  reported,  limit 
daily  dose  to  4 Gm.  maximum  (up  to  100  mg.  per 
Kg.  in  children— not  to  exceed  adult  dosage).  Many 
serious  infections  due  to  sensitive  organisms  will 
respond  to  doses  of  1 .5  to  3 Gm.  daily. 

5.  In  patients  who  have  impaired  renal  function 
(without  azotemia)  before  treatment,  reduce  daily 
dosage,  depending  on  degree  of  impairment. 

6.  In  patients  who  develop  impaired  renal  function 
during  treatment,  discontinue  therapy  with  Loridine. 


Please  turn  page  for  prescribing  information. 


Actions:  All  tested  strains  of  group  A strep- 
tococci, pneumococci,  and  penicillin-G- 
susceptible  staphylococci  are  susceptible  to 
Loridine®  (cephaloridine,  Lilly).  However, 
some  strains  of  penicillinase-producing 
staphylococci  are  resistant  in  vitro  to  con- 
centrations of  Loridine  that  can  be  achieved 
in  the  serum.  The  majority  of  strains  of 
Hemophilus  influenzae,  Proteus  mirabilis, 
Escherichia  coli,  and  Klebsiella  are  also  sus- 
ceptible in  vitro. 

Pseudomonas  organisms  are  resistant  to 
Loridine,  as  are  most  indole-producing  Pro- 
teus species  and  motile  Aerobacter  species. 
Indications:  Indicated  in  the  treatment  of 
serious  infections  of  the  respiratory  tract, 
genito-urinary  tract,  bones  and  joints,  blood- 
stream, soft  tissue,  and  skin  due  to  suscepti- 
ble strains  of  the  organisms  listed  above;  in 
early  syphilis  when  penicillin  may  be  con- 
traindicated (see  Warnings  in  regard  to 
cross-sensitivity  with  penicillin);  and  in 
gonorrhea  when  penicillin  is  not  considered 
the  drug  of  choice. 

Loridine  should  not  be  used  until  culture 
and  sensitivity  tests  show  that  the  organism 
is  susceptible  to  its  action  and  until  renal 
status  of  the  patient  has  been  determined. 
For  this  reason,  the  drug  should  not  nor- 
mally be  used  to  initiate  therapy.  Culture 
and  sensitivity  tests  are  not  feasible  for  pa- 
tients with  syphilis;  results  of  such  tests  are 
usually  not  available  before  antibiotic  treat- 
ment of  gonorrhea  is  given. 
Contraindications:  Azotemia.  Hypersensi- 
tivity to  cephaloridine  or  cephalothin. 

In  its  present  form,  Loridine  is  poorly  ab- 
sorbed from  the  gastro-intestinal  tract  and 
should  be  given  only  by  'njection.  Because 
of  slower  excretion  in  patients  with  impaired 
renal  function,  their  total  daily  dosage 
should  be  proportionately  less  than  that  for 
persons  with  normal  renal  function. 
Warnings:  in  penicillin-sensitive  pa- 
tients, CEPHALOSPORIN  C DERIVATIVES 
SHOULD  BE  USED  WITH  GREAT  CAUTION.  THERE 
IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF 
PARTIAL  CROSS-ALLERGENICITY  OF  THE  PENI- 
CILLINS AND  THE  CEPHALOSPORINS.  IN- 
STANCES OF  PATIENTS  WHO  HAVE  HAD  SEVERE 
REACTIONS  TO  BOTH  DRUGS,  INCLUDING  DEATH 
FROM  ANAPHYLAXIS,  HAVE  BEEN  REPORTED. 

Because  of  nephrotoxicity  (e.g.,  tubular 
necrosis)  of  cephaloridine  in  dosages  above 
4 Gm.  daily  (see  Adverse  Reactions),  recom- 
mended doses  should  not  be  exceeded.  Pa- 
tients with  known  or  suspected  impairment 
of  renal  function  should  be  under  close 
clinical  observation  for  changes  in  renal 
function  or  be  hospitalized.  If  impaired 
renal  function  develops  during  therapy, 
cephaloridine  should  he  discontinued. 
Cephaloridine  should  not  be  used  in  patients 
with  azotemia.  When  renal  impairment  is 
present,  use  the  drug  with  caution  and  re- 
duce the  dose.  Casts  in  the  urine,  proteinuria, 
falling  urinary  output,  or  a rising  BUN  or 
serum  creatinine  may  indicate  impairment 
of  renal  function.  Give  cephaloridine  cau- 
tiously when  it  is  used  with  other  antibiotics 
having  nephrotoxic  potential. 

Precautions:  Protect  ampoules  from  light. 
Extemporaneous  mixtures  with  other  anti- 
biotics are  not  recommended. 

In  infections  due  to  beta-hemolytic  strep- 
tococci, continue  antibiotic  therapy  for  at 
least  ten  days  to  prevent  the  possible  occur- 
rence of  rheumatic  fever  or  glomerulone- 
phritis in  susceptible  patients.  In  gonorrhea, 
patients  with  suspected  concomitant  syphilis 
should  have  dark-field  examinations  of  all 
suspect  lesions  before  treatment  and 
monthly  serologic  tests  for  a minimum  of 
three  months.  Indicated  surgical  procedures 
should  be  performed. 

Superinfections  may  develop  with  organ- 
isms not  in  the  spectrum  of  Loridine,  par- 


Usual  adult  dosage, 

1.5  to  3 Gm.  daily,  is  effective 
against  many  moderately 
severe  infections  due  to 
susceptible  organisms. 


ticularly  Pseudomonas.  These  can  be  recog- 
nized by  clinical  observation  and  by  means 
of  appropriate  cultures.  If  they  occur,  take 
proper  therapeutic  measures. 

Safety  for  use  during  pregnancy  has  not 
been  established. 

Since  safety  in  premature  infants  and  in- 
fants under  one  month  of  age  has  not  been 
established,  cephaloridine  in  these  patients 
is  not  recommended. 

A few  patients  have  developed  positive 
direct  Coombs  tests  during  cephaloridine 
treatment.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when 
anliglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  Loridine® 
(cephaloridine.  Lilly)  before  parturition,  a 
positive  Coombs  test  may  be  due  to  the  drug. 

A false-positive  reaction  for  glucose  in 
the  urine  may  occur  with  Benedict’s  or 
Fehling’s  solution  or  with  Clinitest®  tablets 
but  not  with  Tes-Tape®  (urine  sugar  analy- 
sis paper,  Lilly). 

Adverse  Reactions:  Urticaria,  skin  rash 
(maculopapular  or  erythematous),  and  itch- 
ing without  discernible  skin  changes  have 
been  observed  in  about  3 percent  of  pa- 
tients. Some  of  these  were  known  to  be 
allergic  to  penicillin.  Others  with  known 
allergy  to  penicillin  have  been  given  Loridine 
without  difficulty.  Approximately  1 percent 
of  patients  treated  with  Loridine  have  had  a 
rise  in  eosinophil  count.  Eosinophilia 
reached  10  percent  in  about  half  of  these. 
A few  instances  of  drug  fever  have  been 
reported. 

A few  cases  of  leukopenia  have  been  re- 
ported. Elevations  of  transaminase  were 
observed  in  a small  percentage  of  patients. 
In  most  instances,  the  elevations  were  in  a 
single  determination  when  other  parameters 
of  liver  function  were  normal,  and  only 
rarely  was  a level  of  100  units  reached.  In  a 
few  cases,  similar  elevations  of  alkaline 
phosphatase  were  found.  The  significance  of 
these  observations  is  uncertain. 

In  controlled  studies  on  forty-three 
healthy  persons  given  2 Gm.  cephaloridine 


intramuscularly  twice  daily  for  four  wee' 
no  significant  changes  were  observed 
BUN,  alkaline  phosphatase,  SGOT,  ret 
ulocyte  count,  or  monocyte  count  in  t 
blood.  No  disturbances  in  hemoglobin 
red-blood-cell  count  were  ascribable  to  ; 
ministration  of  Loridine.  However,  all 
five  nonazotemic  patients  with  chronic  b; 
teriuria  who  had  careful  renal  function  ev 
uation  before  and  after  a ten-day  course 
cephaloridine  in  dosages  of  2 Gm.  per  day  t 
veloped  impairment  in  free  water  clearan 
Severe,  acute  renal  failure,  in  some  ca: 
terminating  in  death,  has  occurred  in  a sm 
number  of  patients.  The  po: 
bility  of  this  complication  see 
to  be  greater  in  seriously 
patients  given  more  than  reco 
mended  doses.  Acute  tubu 
necrosis  has  been  found  in  affe 
ed  patients  coming  to  autopsy.  R; 
cases  of  nausea  and  vomiting  h; 
occurred.  Pain  in  association  with 
tramuscular  injection  was  noted  in  less  th 
3 percent  of  patients.  In  only  one  patient 
a series  of  623  was  the  route  changed 
this  account.  Phlebitis  at  the  site  of  int 
venous  injection  has  been  rare. 
Administration  and  Dosage:  Important —I 
fore  administering  Loridine,  see  pack: 
insert  for  details  on  dilution. 

Intramuscular  Injection- Loridine  is  u 
ally  injected  into  a large  muscle  mass. 

The  usual  adult  dosage  for  many  inf 
lions  of  moderate  severity  is  500  mg.  to  1 G 
three  times  a day  at  equally  spaced  interv: 
Milder  and  more  susceptible  infections  h; 
been  treated  with  250  to  500  mg.  given  t 
or  three  times  a day.  More  severe  infectit 
may  be  treated  with  500  mg.  to  1 Gm.  ft 
times  a day.  A single  2-Gm.  dose  is  reco 
mended  for  the  treatment  of  acute  gon 
rhea.  Early  syphilis  may  be  treated  with  f 
mg.  to  1 Gm.  daily  for  ten  to  fourteen  da 
Although  some  clinical  experience  w 
high  doses  for  life-threatening  conditit 
has  been  reported,  it  has  been  shown  tl 
excessive  dosages  (above  4 Gm.  daily)  n 
cause  serious  nephrotoxic  reactions.  I 
this  reason,  Keflin®  (sodium  cephalotl 
Lilly)  may  be  preferred  when  doses  lar, 
than  4 Gm.  daily  are  considered  for  1 
threatening  situations.  If  more  than  2 G 
of  cephaloridine  is  injected  daily,  the  pati 
should  be  under  close  clinical  observat 
for  changes  in  renal  function  or  be  hospii 
ized.  In  addition,  reduced  dosage  should 
employed  in  patients  with  known  or  s 
pected  renal  impairment. 

In  children,  a daily  total  of  30  to  50  r 
per  Kg.  (15  to  25  mg.  per  pound)  of  be 
weight,  given  in  divided  doses,  has  b< 
found  effective  for  mild  to  moderately 
vere  infections.  A daily  total  of  100  mg.  ] 
Kg.  (50  mg.  per  pound)  of  body  wei] 
(not  to  exceed  recommended  adult  dosi 
may  be  needed  for  very  severe  infection 
Intravenous  Injection— In  the  presence 
extremely  serious  infections  (such  as  b 
teremia)  or  when  any  infection  seems  ov 
whelming,  intravenous  administration  n 
be  indicated. 

Total  daily  dosages  are  the  same  as  w 
intramuscular  injection.  For  very  susce) 
ble  organisms,  500  mg.  to  1.5  Gm.  per  t 
may  suffice;  for  less  susceptible  organis 
and  for  serious  infections,  2 to  4 Gm.  : 
day  may  be  needed. 

How  Supplied:  Ampoules  Loridine®  (cep 
loridine,  Lilly),  500  mg.,  5-ml.  size,  rubb 
stoppered;  1 Gm.,  10-ml.  size,  rubb 
stoppered.  10821 


A ddilional  information 
available  upon  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Emanuel  Donheiser,  M.D.,  of  New  York  City, 
died  on  October  8 at  the  age  of  seventy-three. 
Dr.  Donheiser  graduated  in  1920  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 
He  was  an  assistant  attending  urologist  at 
Harlem  Hospital  Center  and  an  adjunct  in 
urology  at  Bronx-Lebanon  Hospital  Center  (off 
service).  Dr.  Donheiser  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kurt  Franklin.  M.D.,  of  New  York  City,  died  on 
September  16  at  the  age  of  seventy-five.  Dr. 
Franklin  received  his  medical  degree  from  the 
University  of  Halle  in  1920.  He  was  a senior 
clinical  assistant  dermatologist  (off  service)  at 
The  Mount  Sinai  Hospital.  Dr.  Franklin  was 
a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Edwin  Gazeley,  M.D.,  of  Schenectady, 
died  on  April  5 at  the  age  of  seventy-six.  Dr. 
Gazeley  graduated  in  1917  from  Albany  Medi- 
cal College.  He  had  been  chief  of  staff  at 
Eastern  New  York  Orthopedic  Hospital-School 
(Sunnyview),  a consulting  orthopedic  surgeon 
at  St.  Clare’s,  Ellis,  Saratoga,  Benedictine, 
Placid  Memorial  (Lake  Placid),  Mary  McClel- 
lan (Cambridge),  Glenridge,  and  Glens  Falls 
Hospitals.  Dr.  Gazeley  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fel- 
low of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  the  American  Acad- 
emy of  Orthopaedic  Surgeons,  the  Industrial 
Medical  Association,  the  New  York  Academy 
of  Medicine,  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

L.  Edward  Giovine,  M.D.,  of  Woodside,  died  on 
October  29  at  the  age  of  sixty-four.  Dr.  Gio- 
vine graduated  in  1933  from  Loyola  University 
School  of  Medicine.  He  was  an  associate  at- 
tending physician  at  City  Hospital  Center  at 
Elmhurst  and  Metropolitan  Hospital,  an  as- 
sociate attending  physician  in  internal  medi- 
cine at  St.  John’s  Queens  Hospital,  and  an  as- 
sistant attending  physician  at  Flower  and  Fifth 
Avenue  Hospitals.  Dr.  Giovine  was  a Fellow 
of  the  American  College  of  Angiology,  a Fel- 
low of  the  American  College  of  Gastroenterol- 
ogy, and  a member  of  the  American  Geriatrics 
Society,  the  International  Society  of  Internal 
Medicine,  the  New  York  Academy  of  Gastro- 
enterology, the  New  York  Cardiological  So- 
ciety, the  Clinical  Society,  New  York  Diabetes 
Association,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 


Oscar  Glassman,  M.I).,  of  New  York  City,  died 
on  October  9 at  the  age  of  sixty-nine.  Dr. 
Glassman  graduated  in  1925  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a consulting  obstetrician  and  gynecologist  at 
Sydenham  Hospital  and  an  attending  obstetri- 
cian and  gynecologist  at  The  New  York  Hos- 
pital. Dr.  Glassman  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member 
of  the  American  Geriatrics  Society,  the  New 
York  Academy  of  Medicine,  the  New  York  Ob- 
stetrical Society,  the  New  York  State  Society 
for  Medical  Research,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Melville  Arthur  Hare.  M.D.,  of  Caledonia,  died 
on  August  31  at  the  age  of  seventy-one.  Dr. 
Hare  graduated  in  1925  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  an  at- 
tending physician  in  general  practice  at  High- 
land Hospital  of  Rochester  and  a staff  physi- 
cian at  Genesee  Memorial  Hospital.  Dr.  Hare 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Livingston  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Jefferson  Klaiber,  M.D.,  of  Buffalo,  died 
on  October  16  at  the  age  of  fifty-five.  Dr. 
Klaiber  graduated  in  1939  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  as- 
sociate attending  otolaryngologist  and  a clini- 
cal associate  bronchoscopist-esophagologist  at 
Buffalo  General  Hospital  and  an  assistant  at- 
tending otolaryngologist  at  Children’s  Hospital. 
Dr.  Klaiber  was  a Diplomate  of  the  American 
Board  of  Otolai’yngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Aaron  Harold  Kornblau,  M.D.,  of  Brooklyn,  died 
on  September  29  at  the  age  of  fifty-nine.  Dr. 
Kornblau  received  his  medical  degree  from  the 
University  of  Vienna  in  1939.  He  was  an  as- 
sociate attending  anesthesiologist  at  Brookdale 
and  Kings  County  Hospital  Centers,  an  attend- 
ing anesthesiologist  at  Kingsbrook  Jewish  Med- 
ical Center,  and  a consulting  anesthesiologist 
at  the  United  States  Public  Health  Service  Hos- 
pital. Dr.  Kornblau  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of 
the  American  College  of  Anesthesiologists,  and 
a member  of  the  American  Society  of  Anesthe- 
siologists, Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
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to  quality 
and  economy 


Specify 

Deltasone  5 mg. 

(prednisone,  Upjohn) 

an  economical 
prednisone 
that's  made 
a name  for  itself 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


By  THE  UPJOHN  COMPANY 
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DELTASONE®  TABLETS -2.5  & 5 mg. 

(prednisone,  Upjohn) 

The  potency  of  prednisone  exceeds  cortisone  in  glucocorticoid  and 
anti-inflammatory  activity  by  about  five  times  on  a weight  basis,  but 
is  considerably  less  active  than  cortisone  in  mineralocorticoid 
activity. 

Indications  are  the  same  as  those  for  other  anti-inflammatory 
steroids.  Representative  uses  include  collagen  diseases,  allergic 
diseases,  generalized  dermatoses,  acute  ocular  inflammatory  dis- 
ease, certain  lymphatic  neoplastic  diseases,  ulcerative  colitis  and 
nephrosis.  Important:  Prednisone,  like  cortisone,  is  a potent  thera- 
peutic agent  influencing  the  biochemical  behavior  of  most,  if  not 
all,  tissues  of  the  body.  Because  it  manifests  little  sodium-retaining 
activity,  the  usual  early  sign  of  cortisone  overdosage  (i  e , increase 
in  body  weight  due  to  fluid  retention)  is  not  a reliable  index.  Hence, 
recommended  dose  levels  should  not  be  exceeded,  and  all  patients 
should  be  under  close  medical  supervision.  All  precautions  perti- 
nent to  the  use  of  cortisone  apply  to  Deltasone  (prednisone). 
Contraindications:  As  for  all  other  corticoids.  Considered  Abso- 
lute— herpes  simplex  keratitis,  acute  psychoses  and  latent,  healed 
or  active  tuberculosis.  May  be  lifesaving  in  certain  cases  of  pul- 
monary or  meningeal  tuberculosis,  but  should  be  used  only  in  con- 
junction with  adequate  and  effective  antituberculous  therapy  to 
wnich  causative  organisms  are  shown  to  be  sensitive.  Considered 
Relative— active  or  latent  peptic  ulcer,  Cushing's  syndrome,  diver- 
ticulitis, fresh  intestinal  anastomoses,  osteoporosis,  renal  insuffi- 
ciency, thromboembolic  tendencies,  psychotic  tendencies,  diabetes 
mellitus,  hypertension,  local  or  systemic  infections  including  vac- 
cinia, varicella  and  other  exanthematous  diseases,  and  fungal  infec- 
tions, and,  pregnancy  particularly  during  the  first  trimester  because 
of  observation  of  fetal  anomalies  in  experimental  animals.  If  neces- 
sary to  give  corticosteroids  during  pregnancy,  watch  newborn 
infants  closely  for  signs  of  hypoadrenalism  and  institute  appropri- 
ate therapy  if  signs  appear. 

If  corticoids  are  used  in  the  above  conditions,  weigh  risks  against 
benefits. 

Precautions:  Deltasone  should  be  given  only  with  full  knowledge 
of  characteristic  activity  of  and  varied  responses  to  corticoids.  Be- 
cause of  inhibiting  effect  on  fibroplasia,  corticoids  may  mask  signs 
of  and  enhance  spread  of  infection;  hence,  watch  patients  closely, 
and  if  intercurrent  infection  occurs,  control  with  appropriate  anti- 
bacterial measures.  If  possible,  avoid  abrupt  cessation  of  corti- 
costeroid therapy  because  of  the  danger  of  superimposing 
adrenocorticoid  insufficiency  on  the  infectious  process.  Prolonged 
hormone  therapy  usually  causes  a reduction  in  the  activity  and 
size  of  the  adrenal  cortex.  When  discontinuing  therapy,  relative 
adrenocortical  insufficiency  may  be  avoided  by  gradual  reduction 
of  dose.  However,  a potentially  critical  degree  of  insufficiency  may 
persist  asymptomatically  for  some  time  even  after  gradual  discon- 
tinuation of  adrenocortical  steroids.  Therefore,  if  a patient  is  sub- 
jected to  significant  stress,  such  as  surgery,  trauma,  or  severe 
illness  while  Jaeing  treated,  or  within  one  year  (occasionally  up  to 
two  years)  after  treatment  has  been  terminated,  hormone  therapy 
should  be  augmented  or  reinstituted  and  continued  for  the  duration 
of  the  stress  and  immediately  following  it.  Since  mineralocorticoid 
secretion  may  be  impaired,  salt  and/or  desoxycorticosterone 
should  be  administered  conjunctively.  It  is  preferable  to  use  a solu- 
ble hormone  preparation  in  the  immediate  preoperative  and  post- 
operative periods. 

Although  unlikely  with  Deltasone,  average  and  large  doses  of 
corticosteroids  can  cause  elevation  of  blood  pressure,  salt  and 
water  retention  and  increased  potassium  and  calcium  excretion. 
Dietary  salt  restriction  and  potassium  supplementation  may  be 
necessary.  Glucocorticoid  steroids  may  aggravate  diabetes  mellitus 
so  that  higher  insulin  dosage  may  become  necessary  or  manifes- 
tations of  latent  diabetes  mellitus  may  be  precipitated.  Cortico- 
steroids may  aggravate  myasthenic  symptoms  in  myasthenia  gravis 
and  should  be  given  with  proper  precautions. 

Muscle  weakness,  in  some  instances,  attributed  to  hypopotas- 
semia,  has  been  reported  following  prolonged  systemically  ad- 
ministered corticoids.  Excessive  potassium  loss,  like  excessive 
sodium  retention,  is  not  likely  to  be  induced  with  effective  mainte- 


nance doses  of  Deltasone  (prednisone),  however,  keep  this  eff 
in  mind  and  perform  periodic  serum  potassium  determinations 
patients  on  prolonged  corticoid  therapy.  Muscle  weakness  occ 
ring  with  normal  serum  potassium  levels  may  be  due  to  disturbai 
in  muscle  metabolism.  Severe  myopathy  is  associated  with  s 
stantial  doses  of  steroids  for  prolonged  periods,  and  evidei 
indicates  it  occurs  more  frequently  with  9-alpha-fluro  steroids  I 
placement  with  non-fluorinated  steroid  has,  in  some  instances, 
suited  in  improvement. 

Retardation  of  linear  growth,  roughly  proportional  to  dose.  I 
been  noted  in  children  on  corticoids  for  six  months  or  more.  Folk 
ing  cessation  of  therapy,  growth  rate  may  be  accelerated.  The 
fore,  carefully  observe  growth  of  children  on  prolonged  cortic 
and  if  growth  is  retarded,  reduce  dose  sufficiently  to  permit  recov 
before  epiphyseal  closure  Make  every  effort  to  avoid  corticc 
during  pregnancy,  since  spontaneous  remission  of  some  disea 
such  as  rheumatoid  arthritis  may  occur.  Long  term  corticoid  then 
may  evoke  hyperacidity  or  peptic  ulcer,  therefore,  as  prophyla: 
an  ulcer  regimen  and  antacid  are  highly  recommended. TakeX-r, 
in  peptic  ulcer  patients  complaining  of  gastric  distress,  a 
whether  or  not  changes  are  noted,  an  ulcer  regimen  is  recc 
mended.  Since  prednisone  causes  less  salt  and  water  retent 
than  many  other  glucocorticoids,  patients  should  be  obsen 
closely  for  development  of  undesirable  hormonal  effects  that 
less  obvious  indications  of  steroid  toxicity  than  edema  and  hyp 
tension  due  to  salt  and  water  retention.  Continued  supervision 
patients  after  cessation  of  therapy  is  essential,  since  there  may 
a sudden  reappearance  of  severe  disease  manifestation. 
Adverse  Reactions:  Adverse  reactions  associated  with  use  of  cc 
coids  include:  Cushing's  syndrome,  moon  facies,  supraclavici 
fat  pads,  hirsutism,  striae  and  acne;  relative  adrenocortical  insi 
ciency  particularly  in  time  of  stress  due  to  trauma,  surgery 
severe  illness;  protein  catabolism  with  negative  nitrogen  balan 
electrolyte  imbalance;  alteration  of  glucose  metabolism  with  agg 
vation  of  diabetes  mellitus  including  hyperglycemia  and  glycosu 
osteoporosis  reversible  only  with  difficulty;  spontaneous  fractur 
aseptic  necrosis  of  the  hip  and  humerus;  activation  and  complii 
tion  of  peptic  ulcer  including  perforation  and  hemorrhage;  agg 
vation  or  masking  of  infection;  increased  blood  pressu 
convulsions;  petechiae  and  purpura;  menstrual  irregularities 
eluding  amenorrhea,  spotting  or  prolonged  bleeding;  insorm 
psychic  disturbances  especially  abnormal  euphoria;  nervousne 
posterior  subcapsular  cataracts  occasionally  requiring  extracti 
increased  intraocular  tension;  increased  intracranial  pressure  v 
papilledema  (pseudotumor  cerebri);  pancreatitis;  necrotizing  ar 
itis;  thinning  of  scalp  hair;  suppression  of  growth  in  childr 
thromboembolic  complications;  facial  erythema;  allergic  skin  re 
tions;  ulcerative  esophagitis;  sweating;  vertigo;  weakness;  myi 
athy;  headache;  exophthalmos.  Adverse  reactions  are  usu: 
reversible  and  usually  disappear  when  drug  is  discontinued. 
Supplied:  2 5 mg.,  scored— bottles  of  100  tablets.  5 mg.,  score 
bottles  of  100  and  500  tablets  and  cartons  of  100  tablets  in 
strips. 

For  additional  product  information,  consult  the  package  ins 
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State  of  New  York,  and  the  American  Medical 
Association. 

Sol  Kronenberg,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 26  at  the  age  of  fifty-nine.  Dr.  Kronen- 
berg  graduated  in  1935  from  New  York  Uni- 
versity School  of  Medicine.  He  was  an  asso- 
ciate gastroenterologist  at  Coney  Island  Hos- 
pial  and  an  attending  physician  at  Unity  Hos- 
pital. Dr.  Kronenberg  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Gastroenterol- 
ogy, and  a member  of  the  American  Geriatrics 
Society,  the  Academy  of  Psychosomatic  Medi- 
cine, the  New  York  Academy  of  Gastroenterol- 
ogy, the  New  York  State  Society  of  Internal 
Medicine,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Clarence  Vinette  Latimer,  M.D.,  of  Deposit,  died 
on  October  29  at  the  age  of  eighty-seven.  Dr. 
Latimer  graduated  in  1907  from  Baltimore 
Medical  College.  He  was  a member  of  the 
Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Liff,  M.D.,  of  Kew  Gardens,  died  on  Oc- 
tober 27  at  the  age  of  eighty.  Dr.  Liff  gradu- 
ated in  1913  from  University  and  Bellevue  Hos- 
pital Medical  College.  He  had  been  an  attend- 
ing physician  (off  service)  at  Bronx-Lebanon 
Hospital  Center.  Dr.  Liff  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Charles  S.  Matthews,  M.D.,  of  Warsaw,  died  on 
October  9 at  the  age  of  fifty-six.  Dr.  Matthews 
graduated  in  1944  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  WTyoming  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Maurice  Meltzer,  M.D.,  of  New  York  City,  died 
on  October  10  at  the  age  of  seventy-eight.  Dr. 
Meltzer  graduated  in  1912  from  University  and 
Bellevue  Hospital  Medical  College.  He  had 
been  an  attending  urologist  at  Wickersham 
Hospital.  Dr.  Meltzer  was  a member  of  the 
American  Urological  Association,  the  Ameri- 
can Academy  of  Compensation  Medicine,  Inc., 
the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Pasquale  Frederic  Metildi,  M.D.,  of  Rochester, 
died  on  October  10  at  the  age  of  seventy-one. 
Dr.  Metildi  graduated  in  1929  from  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry.  He  was  an  associate  physician 


emeritus  at  Strong  Memorial  Hospital  and  a 
senior  attending  physician  at  Genesee  Hospital. 
Dr.  Metildi  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a 
member  of  the  International  Society  of  Internal 
Medicine,  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bartholomew  O’Neill  Murphy,  M.D.,  of  Syra- 
cuse, died  on  September  5 at  the  age  of  eighty- 
three.  Dr.  Murphy  graduated  in  1910  from 
Syracuse  University  College  of  Medicine.  He 
was  a member  of  the  Onondaga  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Frank  Elwood  Newlove,  M.D.,  of  Manlius,  died 
on  October  10  at  the  age  of  seventy-nine.  Dr. 
Newlove  graduated  in  1931  from  Rush  Medical 
College.  He  was  a member  of  the  American 
Geriatrics  Society,  the  American  Psychiatric 
Association,  the  Onondaga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Arthur  Rawler,  M.D.,  of  Brooklyn,  died 
on  October  15  at  the  age  of  sixty-six.  Dr. 
Rawler  graduated  in  1929  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  an  associate  attending  ortho- 
pedic surgeon  at  Jewish  Hospital  of  Brooklyn 
and  St.  Charles  Hospital  and  Orthopedic  Clinic 
and  an  attending  orthopedist  at  Williamsburgh 
General  Hospital.  Dr.  Rawler  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Eber  Resnick,  M.D.,  of  Syracuse,  died  on  Oc- 
tober 15  at  the  age  of  fifty-nine.  Dr.  Resnick 
graduated  in  1937  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  an  attend- 
ing orthopedic  surgeon  at  Syracuse  City,  Syra- 
cuse Memorial,  and  St.  Joseph’s  Hospitals  and 
an  assistant  attending  orthopedic  surgeon  at 
Community-General  Hospital  of  Greater  Syra- 
cuse and  State  University  Hospital  of  the  Up- 
state Medical  Center.  Dr.  Resnick  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

L.  Martin  Segall,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 23  at  the  age  of  seventy-one.  Dr.  Segall 
graduated  in  1920  from  Long  Island  College 
Hospital.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
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Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  Shancer,  M.D.,  of  Staten  Island,  died  on 
April  14.  Dr.  Shancer  received  his  medical  de- 
gree from  the  University  of  Cracow  in  1925. 

Samuel  Standard,  M.D.,  of  New  York  City,  died 
on  October  8 at  the  age  of  seventy-two.  Dr. 
Standard  graduated  in  1924  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a professor  of  clinical  surgery  at  New  York 
University  School  of  Medicine,  an  attending 
surgeon  at  Bellevue  Hospital,  and  a consulting 
surgeon  at  Sydenham  and  Morrisania  City  Hos- 
pitals. Dr.  Standard  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Irving  S.  Weinstein,  M.D.,  of  Port  Chester,  died 
on  October  5 at  the  age  of  seventy-five.  Dr. 
Weinstein  graduated  in  1918  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Nicholas  Weiszlovics,  M.D.,  of  Wingdale,  died 
on  March  26.  Dr.  Weiszlovics  received  his  med- 
ical degree  from  the  University  of  Pecs  in  1925. 
He  was  an  attending  psychiatrist  at  Harlem 
Valley  State  Hospital.  Dr.  Weiszlovics  was  a 
member  of  the  American  Psychiatric  Associa- 
tion. 

John  Francis  Weston,  M.D.,  of  Bronxville,  re- 
tired, died  on  October  26  at  the  age  of  seventy- 
four.  Dr.  Weston  graduated  in  1920  from 
Fordham  University  School  of  Medicine.  He 
was  an  honorary  surgeon  at  Lawrence  Hos- 
pital. 

Claude  Cobb  Williamson,  M.D.,  of  Geneva,  died 
on  October  1 at  the  age  of  eighty-six.  Dr.  Wil- 
liamson graduated  in  1908  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a mem- 
ber of  the  Geneva  Academy  of  Medicine,  the 
Ontario  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leonard  Zweibel,  M.D.,  of  New  York  City,  died 
on  October  10  at  the  age  of  sixty-five.  Dr. 
Zweibel  graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
Pan-American  Medical  Association. 
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Book  Notes 


Surgery  Annual:  Volume  1,  1969.  Series  Edi- 
tor Philip  Cooper,  M.D.  Octavo  of  472  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1969.  Cloth,  $16. 

This  is  the  initial  volume  in  a series  that  will 
make  available  to  the  surgeon  a discussion  of 
many  of  the  recent  advances  or  modifications 
in  the  clinical  management  of  surgical  diseases, 
while  covering  the  newer  concepts  and  develop- 
ments in  the  basic  sciences  as  they  relate  to 
the  practice  of  surgery.  It  will  also  include,  in 
a succinct  form,  chapters  on  subject  matter  not 
readily  available  or  critically  assembled  in 
other  publications. 

Hypophysiotropic  Hormones  of  the  Hypothal- 
amus: Assay  and  Chemistry.  Proceedings  of 

the  Workshop  Conference  Sponsored  by  Na- 
tional Institute  of  Arthritis  and  Metabolic  Dis- 
eases and  The  National  Institute  of  Child 
Health  and  Human  Development,  Tucson,  Ari- 
zona, January  8—11,  1969.  Editor-In-Chief  Jo- 
seph Meites,  Ph.D.  Quarto  of  338  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1970.  Cloth,  $21.50. 

The  present  volume  contains  the  proceedings  of 
a conference  held  in  Tucson,  Arizona  in  1969. 
This  was  the  second  NIH-sponsored  symposium 
on  neuroendocrinology.  Discussions  follow  each 
of  the  formal  presentations  and  reveal  the  cur- 
rent views  of  most  of  the  active  workers  in 
this  field. 

Immunology.  By  Sverre  Dick  Henriksen,  M.D. 
Octavo  of  182  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1970.  Cloth, 
$9.50. 

This  survey  was  designed  by  the  author  to  sup- 
plement the  sections  on  immunity  in  the  current 
textbooks  on  microbiology.  Special  emphasis 
has  been  placed  on  covering  those  areas  of  im- 
munology that  are  incompletely  treated  or  not 
included  at  all  in  the  ordinary  textbooks,  such 
as  certain  aspects  of  theoretical  immunology 
and  immunopathology.  This  is  the  first  edition 


to  appear  in  English.  The  two  Norwegian  edi- 
tions were  published  in  1963  and  1966. 

Osteoporosis.  Edited  by  Uriel  S.  Barzel,  M.D. 
Quarto  of  290  pages,  illustrated.  New  York, 
Grune  & Stratton,  1970.  Cloth,  $25. 

This  volume  contains  the  papers  presented  at 
the  First  International  Symposium  on  Osteo- 
porosis which  was  held  at  the  Montefiore  Hos- 
pital and  Medical  Center,  New  York  City,  in 

1969.  Clinical  observations,  pathologic  anat- 
omy, demographic  and  epidemiologic  investiga- 
tions, therapeutic  approaches,  and  current  bio- 
chemical and  physiologic  research  of  this  condi- 
tion all  receive  consideration. 

Strength  of  Biological  Materials.  By  Hiroshi 
Yamada,  M.D.  Edited  by  F.  Gaynor  Evans, 
Ph.D.  Quarto  of  297  pages,  illustrated.  Bal- 
timore, The  Williams  & Wilkins  Company, 

1970.  Cloth,  $22.50. 

The  present  volume  makes  available  to  the 
English  reading  public  data  on  the  strength  of 
biological  materials  which  existed  previously 
only  in  more  than  100  short  Japanese  publica- 
tions of  The  Kyoto  Prefectural  University  of 
Medicine.  Professor  Yamada  is  responsible  for 
the  organization  of  the  manuscript  and  all  the 
illustrations.  Editorial  changes  were  made  to 
shorten  the  text  and  to  clarify  the  English 
where  necessary. 

Textbook  of  Vectorcardiography.  By  Richard 
J.  Kennedy,  M.D.,  Philip  Varriale,  M.D.,  and 
Joseph  C.  Alfenito,  M.D.  Quarto  of  401  pages, 
illustrated.  New  York,  Harper  & Row,  Pub- 
lishers, 1970.  Cloth,  $17.50. 

The  first  five  chapters  of  this  work  describe  the 
fundamentals  of  vectorcardiography- — what  it 
is,  how  it  is  used,  and  the  available  equipment. 
Chapter  6 introduces  and  illustrates  the  normal 
adult  vectorcardiogram.  The  remaining  chap- 
ters deal  with  the  various  clinical  disorders  and 
how  they  can  be  diagnosed  by  vectorcardiog- 
raphy. 
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Editorials 


Biographic  sketches,  and  how — 


Perusal  of  the  medical  (sic)  and  popular 
literature  reveals  an  amazing  number  of 
autobiographic  notes  and  sketches  of  life 
scientists,  and  clinicians.  These  can  be 
arranged  into  several  well-defined  cate- 
gories, the  current,  newsworthy  article  about 
an  achiever  of  some  sort,  the  retrospective 
philosophic  book,  and  less  commonly,  the 
futuristic  assessment  of  someone  with 
“great  promise.” 

My  concern  is  with  the  predominance  of 
inaccurate  reporting  which  may  grossly  mis- 
lead contemporary  colleagues  and,  worse 
yet,  impressionable  students  who  might  seek 
guidance  from  study  of  such  materials.  For 
example,  one  of  my  foreign  colleagues  some 
years  ago  was  prompted  to  remark  “all  good 
professors  are  a little  crazy.”  Unfortunately 
this  is  one  of  many  real  qualities  of  some  of 
our  most  productive  and  imaginative  medical 
scientists  which  is  glossed  over  by  the 
biographer.  One  recent  biographer  detailed 
a fantastic  collection  of  technical  details 
about  his  subject  but  the  fact  that  he  was 
an  S.O.B.  of  the  highest  order  was  couched 
in  such  heart-wanning  terms  that  the  un- 
knowing reader  would  entirely  miss  one  of 
the  important  aspects  which  made  this  man 
great.  His  manner  sheltered  him  from  the 
thousands  of  daily  questions  and  annoy- 
ances, and  none  of  his  younger  colleagues 
dared  deviate  from  the  path  outlined  by  the 
master,  thus  saving  much  time. 

The  platitudes  commonly  used  in  person- 
ality profiles  are  often  arranged  to  form  an 
image  of  a superman.  Too  frequent  qual- 
ities include  fantastic  working  hours, 
physical  prowess,  participation  in  great  ad- 
ventures, terrific  feats  of  memory,  early 
promise  as  a scientist  when  very  young, 
heart-warming  affection  for  his  patients 
and  colleagues  (sometimes  well  hidden), 
and  vocal,  physical,  and  mental  attributes 
which  distinguish  him  among  his  colleagues 


as  “leadei*.”  Naturally  he  also  finds  time  to 
display  his  supplemental  talents  and  interest 
in  art,  literature,  drama,  music,  and  history. 
One  is  humbled  by  comparison  and  may  re- 
solve to  tune  out  the  television— at  least  for 
an  evening. 

Descriptions  of  the  surgeon  practicing 
knot  tying  with  the  fourth  and  fifth  fingers 
of  his  left  hand  inside  of  a match  box  must 
be  disheartening  to  a high  school  student 
mired  in  indecision  as  to  his  future  career. 
Even  the  college  student  performing  his 
first  laboratory  experiment  must  be  dis- 
heartened to  read  of  the  skill  and  creative- 
ness of  “The  Scientist”  without  realizing 
the  aid  and  comfort  provided  by  graduate 
students,  technicians,  and  secretaries. 
Whatever  happens  to  the  great  scientist 
or  clinician  who  is  homely,  chairbound,  and 
interested  in  nothing  but  his  work,  and  a 
continual  source  of  bad  personal  and  social 
judgments?  Is  there  no  accomplished 
clinician  who  lists  “High  Heels”  rather  than 
Handel  or  Hayden  as  his  favorite  composer? 
Are  there  none  who  had  average  scholastic 
achievement  and  average  skills,  yet  by  per- 
sistence and  motivation  achieved  equally 
great  scientific  goals?  There  must  be  some 
scientists  who  are  primarily  interested  in 
their  work  and  have  no  curiosity  about  the 
arts,  and  who  have  failed  miserably  in  most 
sports. 

In  my  opinion,  we  are  doing  a disservice 
by  enclosing  “feet  of  clay”  in  shining  bronze 
or  cloisonne*  and  thereby  perpetuating 
myths  which  may  adversely  affect  the  de- 
cisions of  many  young  men  contemplating 
medical  and  scientific  careers.  How  dis- 
couraging it  must  be  for  a teenager  to  read 
of  the  demigods  of  medicine  and  not  realize 
that  most  of  them  were  really  only  people. 

G.  E.  M. 

* “Vases,”  by  Nan  Terrell  Reed  in  Best  Loved  Poems  of 
the  American  People. 
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Report  on  country-wide  donations  to  AMA-ERF 


This  is  a comparative  report  of  some  of 

* This  report  does  not  include  AMA-ERF  funds  received 
from  other  sources,  such  as:  businesses,  industries,  other 

foundations,  and  such. 


the  sources  of  funds  and  total  dollars  re- 
ceived for  the  period  from  January  1 
through  July,  for  1969  and  1970.* 


Funds  for  AMA-ERF  received  from  physicians,  January  through  July 


Fund 

1969 

1970 

Medical  schools 

131,707.79 

159,996.32 

Loan  guarantee 

12,106.67 

23,083.50 

Unrestricted 

69,067.32 

38 , 548 . 06 

Biomedical  institute 

3,029.20 

340 . 00 

Total  direct  from  physicians 

to  AMA-ERF  office 

215,910.98 

221,967.88 

Funds  for  AMA-ERF  received  from  county,  state,  and  other  medical  society  treasuries, 

January  through  July 


Fund 

1969 

1970 

Medical  schools 

11,240.01 

24,301.10 

Loan  guarantee 

100.00 

50,100.00 

Unrestricted 

6,331.49 

6,297.00 

Biomedical  institute 

260 . 00 

000 . 00 

Total  from  county,  state, 
and  other  medical  society 
treasuries 

17,931.50 

80,698.10 

Funds  for  AMA-ERF  received  from  Woman’s  Auxiliary  to  American  Medical  Association, 

January  through  July 


Fund 

1969 

1970 

Medical  schools 
Loan  guarantee 

Restricted  (Esther  Long  Memorial  Fund) 
Biomedical  institute 

268,649.75 

9,889.99 

4,682.00 

48,502.53 

326,579.04 

35,588.77 

000.00 

7,845.50 

Total  from  Woman’s 
Auxiliary  to  AM  A 

331,724.27 

370,013.31 

Grand  totals 

565,566.75 

672,679.29 
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Companion  building  to  future  headquarters  at  Lake  Success,  New  York 

i65th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

February  14-18, 1971  Americana  of  New  York  New  York  City 


Highlights  . . . General  Sessions: 
in  Everyday  Practice;  Uremia 


Drug  Addiction; 


Coronary  Artery  Disease; 


Psychiatry 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance*  Scientific  and  Technical  Exhibits ‘Scientific  Motion  Pictures. 


Complete  & mail  this  form  to!  Reservations  Manager,  Americana  of  New  York. 


3mericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10019 


Please  make  reservations  for 

.persons 

NAME(S) 


Address 

City 

Arrive:  Date. 


- „ „State„  „ Zip _ „ „ . 

A.M. 

AT P.M. 


(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  ( V)  ACCOMODATIONS  DESIRED 

(All  rooms  tabled  lo  6%  New  York  City  Room  tax) 
SINGLE  BEDROOM 


□ $20.00 

□ $22.00 

□ $24.00 

□ $26.00 

□ $28.00 

□ $30.00 

□ $32.00 

□ $34.00 

TWIN  OR 

DOUBLE-BEDDED  ROOMS  FOR  TWO 

□ $26.00 

□ $28.00 

□ $30.00 

□ $32.00 

□ $34.00 

□ $36.00 

□ $38.00 

□ $40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 

□ $28.00 

□ $30.00 

□ $32.00 

O $34.00 

STUDIO  ROOMS  FOR 

TWO 

□ $30.00 

O $32.00 

□ $34.00 

□ $36.00 

□ $38.00 

□ $40.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00 

□ $60.00 

□ $65.00 

□ $70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

□ $80.00 

□ $86.00 

□ $90.00 

□ $105.00  & up 

NOTE:  These  rates  apply  for  the 

duration  of  your 

convention. 
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A urinary  tract 
infection  was 
eliminated  last  week 


Intestinal  monilial 
overgrowth 
has  appeared  this  week 


For  women  who  are  diabetic  or  debilitated,  oral  anti* 
biotic  therapy  often  sets  the  stage  for  monilial  over- 
growth in  the  intestine. 

When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethychlortetra- 
cycline  with  the  antifungal  effectiveness  of  nystatin 
— it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many 
women  patients;  individual  culture  studies  will  show 
exactly  where  this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatirf  300 


Effectiveness:  Because  its  antibacterial  component  is 
OECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
De  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Zontraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
jsual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable,  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed,  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


Demethylchlortetracycline  HCI  300  mg 
and  Nystatin  500,000  units 
Capsule-Shaped  Tablets  Lederle 

intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney-rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone- forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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/\  LTHOUGH  THE  understanding  and  ther- 
apy of  hepatic  coma  have  been  markedly  im- 
proved in  the  past  seventeen  years,  addi- 
tional factors  in  the  genesis  of  this  syn- 
drome have  been  recognized  since  the  orig- 
inal report  of  Gabuzda,  Phillips,  and  David- 
son.1 Ammonia  intoxication  remains  the 
most  generally  recognized  mechanism  for 
hepatic  encephalopathy,  but  many  condi- 
tions may  contribute  to  accumulation  of 
ammonia  in  the  blood  and  tissues.2  Recog- 
nition of  these  may  help  to  avoid  or  allow 
rapid  reversal  of  some  episodes  of  hepatic 
coma. 

In  an  attempt  to  determine  the  role  played 
by  certain  events  which  may  precipitate 
hepatic  precoma  and  coma,  we  have  re- 
viewed our  experience  over  a three-year 
period.  This  report  is  an  analysis  of  this 
experience  with  hepatic  encephalopathy  and 
a related  review  of  the  known  precipitating 
factors  in  hepatic  coma. 

Materials  and  methods 

The  charts  of  patients  with  a coded  diag- 
nosis of  cirrhosis  who  were  admitted  to  the 
State  University  Hospital  in  Syracuse  be- 

* Supported  in  part  by  a grant  from  G.  D.  Searle  and 
Company. 

t Presently  Chief  of  Medicine,  Highland  Hospital  of 
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tween  January  1,  1962,  and  December  31, 
1964,  were  reviewed.  No  attempt  was  made 
to  define  the  type  of  cirrhosis.  All  charts 
were  carefully  reviewed  for  evidence  of 
hepatic  encephalopathy,  and  the  patient’s 
mental  state  was  classified  as  follows: 

Grade  1.  Extensor  flapping  tremor  (as- 
terixis),  loss  of  alertness 

Grade  2.  Confusion  or  drowsiness 

Grade  3.  Loss  of  consciousness,  but  still 
reactive  to  painful  stimuli 

Grade  4.  Totally  unresponsive 

Once  a diagnosis  of  hepatic  precoma  was 
made,  the  record  was  further  reviewed  for 
precipitating  factors,  laboratory  data,  ther- 
apy, outcome,  and  cause  of  death  if  the  pa- 
tient died.  Most  of  the  usual  laboratory 
analyses  were  performed  in  the  hospital  lab- 
oratory. Blood  ammonium-nitrogen  (am- 
monia) was  determined  by  a modification 
of  the  method  of  Conway3  previously  de- 
scribed.4 

Results 

A total  of  148  patients  were  discharged 
from  the  University  Hospital  with  a coded 
diagnosis  of  cirrhosis  during  the  period  re- 
viewed. In  this  group  there  were  40  epi- 
sodes of  hepatic  encephalopathy  in  38  pa- 
tients. 

Causes  of  hepatic  encephalopathy. 
Precipitating  factors  included  bleeding 
from  the  gastrointestinal  tract,  13  cases, 
and  diuretic  therapy,  12  cases,  accounting 
for  25  of  the  40  episodes.  Seven  episodes 
were  classified  as  associated  with  hypoka- 
lemia of  unknown  origin.  These  patients 
were  not  receiving  diuretic  agents  at  the 
onset  of  their  symptoms  nor  did  they  re- 
ceive diuretic  therapy  during  the  episode  of 
encephalopathy.  Seven  other  patients, 
however,  did  not  have  serum  potassium  de- 
terminations, and  coma  in  these  patients 
may,  therefore,  have  been  associated  with 
hypokalemia.  Two  episodes  occurred  with- 
out other  contributing  factors  shortly  after 
a portacaval  shunt  procedure  had  been  per- 
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formed.  Two  were  attributed  to  the  admin- 
istration of  ammonium  chloride  in  patients 
refractory  to  other  diuretic  therapy.  One 
episode  each  was  attributed  to  recent  in- 
crease in  alcohol  intake,  to  stopping  neomy- 
cin therapy,  and  to  azotemia.  In  only  1 pa- 
tient was  there  no  apparent  major  con- 
tributing cause. 

Causes  of  death.  Twenty-two  of  the  38 
patients  died.  It  should  be  noted  that  the 
causes  of  coma  and  the  mortality  rate  are 
different:  while  12  cases  of  coma  were  at- 

tributed to  diuretic  agents,  in  only  1 patient 
did  this  result  in  death.  However,  of  13  pa- 
tients with  bleeding,  11  died,  comprising 
one  half  of  the  deaths.  Three  of  these  had 
other  contributing  factors  as  well  as  bleed- 
ing, such  as  overwhelming  infection  in  2 
and  renal  failure  in  1.  Infection  occurred 
alone  in  3 patients  and  was  an  added  fac- 
tor in  5 deaths,  while  the  hepatorenal  syn- 
drome was  present  in  3.  Only  1 patient 
of  the  group  with  hypokalemia  of  unknown 
origin  died,  although  7 episodes  of  coma 
were  associated  with  this  finding.  One  pa- 
tient died  during  a convulsive  seizure,  and 
in  3 others  the  cause  of  death  was  unclear. 
Autopsy  was  either  not  done  or  was  unre- 
vealing in  the  latter  3 patients. 

Stage  of  hepatic  encephalopathy.  As 
stated,  the  patients  were  divided  into  four 
stages  of  hepatic  encephalopathy.  Eight  of 
the  38  reached  stage  3 or  4 at  some  time  in 
their  course,  and  all  died.  The  remaining 
14  who  died  did  not  develop  true  “coma” 
prior  to  death. 

Ammonia  levels.  Ammonia  levels  were 
determined  in  21  patients  one  or  more 
times,  either  on  entry  or  during  the  hospital 
course.  There  was  no  apparent  relationship 
between  the  venous  ammonia  level  and  the 
patient’s  ultimate  outcome,  and  this  deter- 
mination was  of  little  help  either  in  estab- 
lishing the  cause  of  coma  or  in  its  manage- 
ment. 

Shunts.  Seven  of  the  38  patients  had 
undergone  either  splenorenal  or  portacaval 
shunts,  and  in  1 patient  both  procedures  had 
been  performed.  In  6,  the  shunt  had  been 
performed  during  the  same  hospitalization 
as  the  episode  of  coma.  Four  of  the  pa- 
tients had  had  elective  shunts,  1 during  a 
previous  admission,  and  3 of  the  4 patients 
lived.  In  another  patient  immediate  post- 
operative recovery  occurred  after  the  shunt, 
but  he  subsequently  died  of  staphylococcal 


septicemia  and  endocarditis  during  hospital- 
ization. One  patient  with  a shunt  died  of 
infection  after  colectomy  for  carcinoma  of 
the  colon.  The  remaining  2 patients  had 
shunts  performed  to  control  bleeding  in  the 
upper  gastrointestinal  tract.  In  1 of  these, 
both  splenorenal  and  portacaval  shunts  were 
performed  during  hospitalization,  but  bleed- 
ing continued  and  the  patient  died.  The 
bleeding  stopped  in  the  other  patient  who 
initially  did  well  but  later  hepatic  coma 
again  developed,  and  he  died  without  other 
apparent  cause. 

Renal  failure.  Many  of  the  patients  in 
this  series  had  azotemia  during  the  course 
of  illness,  but  in  several  patients  this  was 
associated  with  intestinal  bleeding.  This 
rise  in  blood  urea  could,  therefore,  have  been 
caused  by  blood  in  the  gastrointestinal  tract 
and  an  associated  transient  decrease  in  urine 
output  secondary  to  an  acute  decrease  in 
blood  volume.  Three  patients,  however, 
manifested  progressive  azotemia  and  oligu- 
ria associated  with  hepatic  insufficiency,  and 
these  were  considered  to  be  typical  of  the 
“hepatorenal  syndrome.”  All  three  patients 
died.  In  1 patient  the  hepatic  and  renal 
failure  occurred  concurrently  without  ap- 
parent precipitating  factors.  Of  the  other 

2 patients,  hepatic  coma  was  related  to  di- 
uretic agents  in  one  and  to  gastrointestinal 
bleeding  in  the  other;  subsequently,  renal 
failure  developed  in  both. 

Diuretic  therapy  during  coma.  Despite 
previous  reports  of  a relationship  between 
diuretic  therapy  and  development  of  hepatic 
coma,  12  patients  (13  episodes)  received 
diuretic  therapy  during  a forty-eight-hour 
period,  following  the  first  signs  of  hepatic 
encephalopathy.5  6 The  drugs  administered 
were  mercurial  agents,  spironolactones,  and 
thiazides,  or  combinations  thereof.  Six  of 
these  patients  died.  Of  the  13  episodes, 
thiazide  diuretics  were  given  to  5 patients 
and  mercurial  agents  to  8.  Spironolactone 
compounds,  which  are  less  likely  to  produce 
hypokalemia,  were  given  in  9 episodes  but 
alone  in  only  2 of  these.  No  relationship 
seemed  to  exist  between  the  diuretic  agent 
used  and  the  ultimate  survival,  and  as  noted, 
although  diuretic  agents  may  induce  hepatic 
coma,  their  effects  are  generally  reversible. 

Treatment.  For  many  years,  the  main- 
stay of  therapy  for  hepatic  coma  has  been 
neomycin  sulfate.4'7  In  this  series,  all  but 

3 patients  received  apparently  adequate 
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amounts,  4 Gm.  daily  or  more,  of  this  drug. 
Two  of  these  3 patients  died,  the  survivor 
being  a patient  under  investigation  in  whom 
protein  withdrawal  alone  appeared  to  be 
sufficient  to  improve  his  coma.  Of  the  fatal 
cases,  1 patient  had  bled  and  also  received 
diuretic  agents,  while  the  other  was  a 
seventy-four-year-old  man  under  treatment 
on  the  urologic  service  for  urethral  stric- 
ture. Of  interest  are  2 patients  who  ap- 
peared to  develop  impending  coma  while  re- 
ceiving neomycin  sulfate.  One  of  these  was 
admitted  with  a history  of  taking  “water 
pills,”  as  well  as  neomycin  sulfate.  Serum 
potassium  in  this  patient  forty-eight  hours 
after  admission  was  4.5  mEq.  per  liter. 
This  patient  recovered.  The  other  patient 
was  a woman  with  cystadenocarcinoma  of 
the  ovary  as  well  as  cirrhosis,  proved  by 
autopsy,  who  had  been  given  spironolactone. 
On  entry  in  coma,  her  blood  sugar  was  39 
mg.  per  100  ml.,  and  her  serum  sodium  was 
112  mEq.  per  liter.  She  subsequently  died 
of  renal  failure. 

Most  of  the  patients  received  large  quanti- 
ties of  potassium  supplements  during  ther- 
apy, except  when  hyperkalemia  was  present.- 
Magnesium  sulfate  was  given  parenterally 
to  some  patients  but  not  frequently  enough 
to  allow  any  evaluation  of  its  role.  Protein 
restriction  was  instituted  initially  in  all 
cases  and  was  usually  continued  until  the 
patient  was  able  to  eat  and  had  otherwise 
shown  signs  of  improvement. 

Comment 

Precipitating  factors  in  hepatic  coma. 
The  list  of  known  contributing  factors  in 
the  occurrence  of  hepatic  coma  has  been 
gradually  expanded  over  the  years,  since  the 
first  description  of  the  relationship  of  am- 
monia to  coma  (Table  I).1  Although  many 
contributing  factors  can  be  listed,  only  a 
few  of  these  are  commonly  seen  in  any  series 
of  patients  with  hepatic  coma.  As  noted  in 
our  experience,  bleeding,  diuretic  therapy, 
hypokalemia,  and  shunt  surgical  procedures 
appear  to  be  the  leading  precipitants.  Al- 
though there  is  variation  in  the  type  of 
analysis  used,  similar  experience  has  been 
recorded  by  others.  In  one  series  of  100 
patients  with  cirrhosis  having  “coma”  on 
admission  to  the  hospital,  the  chief  precipi- 
tant was  found  to  be  continued  consumption 
of  alcohol  (26  per  cent),  with  hemorrhage 


TABLE  I.  Precipitating  factors  associated  with 
hepatic  coma  or  elevation  of  ammonia  in  the  blood 


F actors 

Reference 

Numbers 

Gastrointestinal  bleeding 

23 

High-protein  diet 

24 

Increased  alcohol  intake 

8 

Oral  urea 

25 

Azotemia 

26 

Ammonium  salts 

25,  4 

Ammonium  exchange  resin 

1 

Hypokalemia 

12,  13 

Diuretic  therapy 

14,  15 

Banked-blood  transfusions 
Amino  acid  mixtures,  oral  or 

11 

intravenous 

4,  27 

Methionine  therapy 

Bacteria  in  upper  intestinal  tract 

28,  29 

in  patients  with  gastrectomy 

20,  30 

Ureterocolic  anastomosis 

31 

Constipation 

32 

Portacaval  or  splenorenal  shunt 

33 

Shock 

34 

Septicemia 

35,  36 

Muscular  exercise 

37 

a close  second  (25  per  cent)  .8  This  series 
also  listed  infection  of  undefined  type  as 
the  precipitant  in  20  per  cent  of  these  cases, 
while  diuresis  was  mentioned  in  only  12  per 
cent.  Another  study  analyzed  98  episodes  in 
82  patients,  but  their  experience  included 
31  patients  with  diagnoses  other  than  nu- 
tritional cirrhosis.9  Of  the  total  series,  how- 
ever, “liver  failure”  was  thought  to  pre- 
cipitate 39  episodes,  while  gastrointestinal 
hemorrhage  was  the  next  leading  cause,  oc- 
curring in  26  episodes. 

Despite  the  occasional  reports  that  dis- 
pute the  relationship  of  ammonia  intoxica- 
tion to  the  syndrome  of  hepatic  coma,  am- 
monia toxicity  remains  the  only  mechanism 
which  has  been  demonstrated  consistently  in 
the  vast  majority  of  patients  with  hepatic 
coma.  The  characteristics  which  it  offers 
have  not  been  matched  by  any  other  agent 
thus  far.  These  characteristics  are  as  fol- 
lows: (1)  Ammonia  is  found  in  high  con- 

centration in  the  blood  in  the  vast  majority 
of  patients  in  coma;  (2)  a fall  in  blood 
ammonia  is  usually  associated  with  clinical 
improvement;  (3)  the  administration  of 
ammonium  salts  is  able  to  precipitate  coma 
in  susceptible  patients  with  liver  disease; 
and  (4)  all  presently  known  factors  have 
an  ammonium-ion  relationship,  expressed  as 
the  ability  to  release  ammonia,  to  enhance 
its  production,  or  to  decrease  the  activity  of 
the  liver  in  removing  ammonia  (Table  I). 
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Failure  to  find  the  perfect  relationship 
between  blood  ammonia  and  the  occurrence 
or  lack  of  occurrence  of  coma  may  depend 
on  a number  of  factors,  some  as  yet  poorly 
understood.  One  of  these  is  the  technical 
problem  of  measuring  ammonia  in  the 
blood,  usually  done  in  venous  blood,  which  is 
subject  to  considerable  error  unless  carried 
out  with  a high  degree  of  care.  Another 
factor  is  the  shunting  of  arterial  blood  into 
the  venous  blood  in  patients  with  vasodila- 
tation and  palmar  erythema.10  This  may 
result  in  venous  ammonia  levels  which  ap- 
proximate arterial  values.  In  general,  the 
clinical  appearance  of  the  patient  with 
severe  liver  disease  is  a better  guide  to  im- 
pending coma  than  the  chemical  analysis  of 
ammonia  concentration  in  the  blood. 

The  importance  of  bleeding  as  a cause  of 
hepatic  coma  is  emphasized  in  the  series 
reported  here.  It  is  the  most  frequent  cause 
of  coma  and  carries  the  highest  mortality 
rate  of  any  recognized  precipitant.  This  is 
probably  so  because  blood  in  the  gastroin- 
testinal tract  not  only  is  a source  of  am- 
monia from  its  protein,  but  also  it  has  been 
demonstrated  that  red  blood  cells  are  a more 
potent  source  of  ammonia  than  either  oral 
plasma  protein  or  casein.11  In  addition  to 
the  blood  in  the  intestine,  there  usually  is 
an  element  of  shock  which  may  raise  am- 
monia levels  in  the  blood  and  decrease  he- 
patic removal  of  ammonia.12  Severe  diar- 
rhea may  accompany  most  severe  episodes  of 
bleeding  and  thus  may  contribute  to  loss  of 
potassium.  Of  additional  importance  is  the 
justified  use  of  multiple  transfusions,  usu- 
ally of  banked  blood.  This  has  been  dem- 
onstrated to  be  a source  of  ammonia  which 
could  be  deleterious  in  the  severely  ill  pa- 
tient.13 

Our  experience  in  this  series  strongly 
suggests  that  all  patients  with  liver  disease 
who  have  an  episode  of  gastrointestinal 
bleeding,  regardless  of  source,  should  have 
neomycin  or  similar  antibiotic  therapy,  as 
well  as  other  measures  for  control  of  bleed- 
ing and  prompt  emptying  of  the  intestinal 
tract. 

In  general,  diuretic  therapy  in  patients 
with  severe  liver  disease  is  hazardous  unless 
carried  out  under  close  observation.  Thia- 
zide compounds  and  mercurial  agents  ap- 
pear to  be  the  most  potent  means  of  pro- 
ducing potassium  deficiency,  which  is  fol- 
lowed by  increased  release  of  ammonia  by 


the  kidney.14'15  This  sequence  is  usually 
seen  in  patients  with  ascites  in  whom  di- 
uretic agents  have  been  given  in  an  attempt 
to  relieve  fluid  accumulation.  Not  all  of  the 
encephalopathy  during  diuretic  therapy  is 
due  to  potassium  deficiency.  In  some  pa- 
tients, signs  of  hepatic  coma  may  develop 
while  the  serum  potassium  is  still  elevated 
or  during  potassium  therapy  coincident  with 
diuresis.16  In  other  patients  the  diuretic 
agent  itself  may  alter  ammonia  metabo- 
lism.17 It  is  noteworthy  that  in  our  series 
of  patients  not  all  those  who  developed  he- 
patic coma  during  such  therapy  had  a low 
serum  potassium  level. 

Potassium  depletion  does  appear  to  have 
been  clearly  incriminated  in  a significant 
number  of  episodes  of  coma  in  our  series 
despite  its  absence  in  some  who  might  have 
been  expected  to  show  hypokalemia.  The 
mechanism  of  potassium  depletion  cannot 
always  be  demonstrated,  but  it  is  clear  that 
such  can  occur  following  diuresis,  diarrhea, 
or  repeated  vomiting  with  poor  intake. 
More  recently  it  has  been  pointed  out  that 
certain  cirrhotic  patients  may  develop  renal 
tubular  acidosis  with  impaired  renal  po- 
tassium conservation.  This  may  explain 
why  certain  cirrhotic  patients  manifest 
hypokalemia  easily  and  are  resistant  to  po- 
tassium therapy.18  It  also  has  been  dem- 
onstrated that  hepatic  coma  associated  with 
hypokalemia  can  occur  even  when  neomycin 
therapy  is  being  given.19  This  may  be  ex- 
pected if  there  is  severe  potassium  loss  in 
the  diarrhea  induced  by  neomycin.  This  is 
not  a contraindication  to  the  use  of  neo- 
mycin but  indicates  that  even  with  intestinal 
ammoniagenesis  eliminated  other  sources  of 
ammonia,  such  as  the  kidney,  may  become 
significant  in  a cirrhotic  patient.  It  is  ob- 
vious that  a serum  potassium  determination 
is  important  in  the  observation  of  patients 
with  severe  liver  disease  and  impending 
coma.  In  some  patients  potassium  replen- 
ishment alone  may  be  enough  to  correct  the 
signs  of  coma. 

Because  of  the  relatively  few  patients 
with  portacaval  shunt  surgery,  the  statisti- 
cal importance  of  this  as  a factor  in  the 
precipitation  of  hepatic  coma  is  not  ap- 
parent in  our  series.  It  should  be  empha- 
sized, however,  that  the  performance  of  a 
portasystemic  shunt  presents  not  only  an 
acute  hazard  but  thereafter  remains  a po- 
tential precipitating  factor  in  hepatic  coma. 
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The  shunt  diminishes  the  ability  of  the  liver 
to  remove  ammonia  from  the  blood  because 
of  the  reduced  blood  flow  through  the  organ 
and  also  enhances  the  delivery  of  ammonia 
from  the  intestinal  tract  into  the  systemic 
circulation  where  it  can  reach  the  brain  in 
high  concentration.  In  a few  patients  who 
have  had  portacaval  shunt  surgery,  even  the 
occurrence  of  constipation  may  lead  to  en- 
cephalopathy. The  need  for  prophylactic 
antibiotic  therapy  in  any  patient  about  to 
undergo  a portacaval  shunt  should  thus  be 
apparent.  Likewise,  the  occurrence  of 
bleeding  or  the  ingestion  of  large  amounts 
of  protein  becomes  particularly  hazardous 
in  a patient  with  hepatic  disease  who  has 
had  a portacaval  shunt  previously.  In  many 
patients  with  chronic  encephalopathy  fol- 
lowing portacaval  shunt,  colon  bypass  or 
colectomy  appear  to  be  useful  measures.20-21 
By  virtue  of  eliminating  the  chief  source 
of  ammonia  and  other  possibly  deleterious 
compounds  by  reducing  the  flow  of  nitrog- 
enous material  through  the  bacteria-laden 
intestine,  these  patients  may  improve  mark- 
edly. The  colon  bypass  procedure  appears 
to  be  less  useful  in  patients  who  previously 
have  had  a gastrectomy  than  in  those  who 
have  an  intact  upper  intestinal  tract.22 
This  is  probably  related  to  the  fact  that  in 
patients  with  gastrectomy  the  occurrence  of 
bacteria  in  the  upper  small  intestine  is  com- 
mon, and  this  will  enhance  the  ammonia 
production  in  the  upper  intestine  which  can- 
not be  adequately  improved  by  lower-bowel 
surgery. 

Among  the  less  frequently  observed  causes 
of  hepatic  coma  are  some  precipitants  noted 
in  Table  I but  not  yet  discussed.  These  are 
occasionally  of  great  importance  and  fre- 
quently may  be  the  result  of  unwise  therapy. 
Thus,  amino  acids  given  orally  or  intrave- 
nously may  be  a source  of  ammonia  either 
from  deamination  by  the  kidney  or  by  the 
intestinal  bacteria.4-27  This  is  also  true  of 
methionine,  previously  a popular  agent  in 
liver  disease  caused  by  alcohol.28 

The  rare  occurrence  of  hepatitis  in  a pa- 
tient with  a ureterocolic  anastomosis  may 
produce  coma  by  reducing  the  ability  of  the 
liver  to  remove  ammonia  which  must  be 
present  in  large  amounts  from  the  “cloaca” 
thus  formed.21 

In  a few  hyperkinetic  patients  with  liver 
disease,  it  is  probable  that  ammonia  release 
from  the  exercising  muscle  may  tip  them 


into  coma,  but  this  is  probably  rare.37 

Despite  considerable  improvement  in  our 
understanding  of  coma  and  better  rationale 
for  the  therapeutic  measures  used  in  its 
treatment,  it  is  apparent  that  the  mortality 
rate  in  this  syndrome  remains  high.  This 
is  related  not  only  to  the  precipitating  fac- 
tors involved  but  also  to  the  depth  of 
coma.3038  Our  observations  suggest  that 
patients  who  have  coma  related  to  hypo- 
kalemia or  to  the  administration  of  diuretic 
agents  have  a far  better  prognosis  than 
those  with  other  types  of  precipitating  fac- 
tors, particularly  gastrointestinal  bleeding. 

Although  no  attempt  to  analyze  the  types 
of  therapy  employed  and  the  effectiveness 
thereof  has  been  made  in  this  study,  previ- 
ous observations  indicate  that  early  diag- 
nosis and  prompt  therapy  are  as  important 
in  hepatic  coma  as  in  other  syndromes,  such 
as  diabetic  acidosis.  Of  great  importance 
is  the  identification  and  removal  of  any  pre- 
cipitating factors.  Certain  specific  meas- 
ures should  be  applied  in  all  patients  with 
hepatic  coma.  The  principles  involved  in 
these  measures  include:  (1)  eliminating 

ammonia  intake,  (2)  reducing  ammonia 
formation,  and  (3)  removal  of  ammonia 
from  the  circulating  blood  and  tissues.  No 
simple  therapeutic  procedure  for  removal  of 
ammonia  is  as  yet  available,  and  accord- 
ingly, reduction  in  ammonia  formation 
either  by  the  bowrel  or  by  the  kidney  becomes 
of  prime  importance.  The  available  meas- 
ures which  will  directly  remove  ammonia 
involve  comparatively  ponderous  or  heroic 
technics,  such  as  peritoneal  or  hemodialysis, 
exchange  transfusion,  plasmapheresis,  or 
the  even  more  complicated  measures  of 
heterologous  liver  perfusion  and  human 
cross-circulation.  The  careful  use  of  di- 
uretic agents,  the  avoidance  of  potassium 
depletion,  and  prompt  therapy  for  bleeding 
episodes  appear  to  have  the  greatest  promise 
in  the  prevention  and  management  of  he- 
patic coma. 

Summary 

In  a study  of  148  patients  admitted  for 
cirrhosis  during  a three-year  period,  40 
episodes  of  hepatic  coma  w^ere  found  in  38 
patients.  Analysis  of  the  probable  pre- 
cipitating factors  revealed  13  episodes  asso- 
ciated with  gastrointestinal  bleeding,  with 
11  deaths.  The  next  leading  precipitant 
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was  diuretic  therapy  (12  episodes),  but  the 
mortality  rate  was  much  lower  (1  death). 
There  were  7 episodes  of  coma  associated 
with  hypokalemia  of  unknown  origin.  Other 
precipitating  factors  were  found  with  lesser 
frequency.  Review  of  the  literature  reveals 
numerous  precipitating  factors  in  hepatic 
coma,  some  of  which  are  iatrogenic.  Con- 
sideration of  these  factors  and  their  rela- 
tionship to  elevation  of  ammonia  in  the 
blood  or  to  ammonia  formation  is  important 
in  the  management  of  hepatic  encephalop- 
athy. 

Highland  Hospital  of  Rochester 

South  Avenue  at  Bellevue  Drive 
Rochester,  New  York  14620  (Dr.  Faloon) 
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0UR  purpose  is  to  present  the  results  of  a 
pilot  project  whereby  minimal  doses  of 
methylphenidate  (Ritalin)  were  dispensed 
to  a special  group  in  the  inpatient  service  of 
the  New  York  State  Psychiatric  Institute. 
We  hope  to  develop  from  this  study  methods 
of  evaluating  the  effects  of  this  dosage  on  a 
much  larger  group  of  patients  on  an  out- 
patient basis.  Although  methylphenidate 
had  been  used  for  a number  of  years  on  our 
service  and  the  good  results  were  clinically 
apparent,  it  seemed  proper  to  determine 
through  systematic  observation  the  specific 
manner  in  which  it  works  and  the  specific 
target  symptoms  that  it  ameliorates.1  The 
use  of  stimulating  drugs  to  counteract  hy- 
peractive behavior  has  been  used  in  our  de- 
partment since  1937. 

Case  reports 

The  study  group  consisted  of  8 children, 
ages  eight  to  twelve  years,  all  of  whom 
showed  evidence  of  “neurophysiologic  im- 


maturity.” These  commonly  were  “soft” 
neurologic  signs,  hyperkinesis,  distractibil- 
ity,  learning  disabilities,  language  disabili- 
ties, and  lack  of  clear-cut  cerebral  dom- 
inance.2 r'  The  intelligence  quotient  levels 
ranged  from  low  normal  through  superior. 
Eight  children  showed  abnormal  findings  on 
electroencephalograms.  Since  they  were 
psychiatric  inpatients,  they  constituted  a 
more  disordered  population  than  an  other- 
wise equivalent  outpatient  population.  The 
admission  diagnoses  ranged  from  schizo- 
phrenic reaction  of  childhood  in  2 cases,  to 
adjustment  reaction  of  childhood  with  con- 
duct disturbance  in  3 cases,  personality  dis- 
order with  chronic  brain  syndrome  in  1 
case,  behavior  disorder  with  neurotic  traits 
in  1 case,  and  psychoneurosis  with  anxiety 
in  1 case.  These  children  were  also  being 
treated  by  other  modalities,  including  indi- 
vidual, group,  and  family  psychotherapy  as 
well  as  milieu  therapy. 

Case  1.  An  eight-year-old  boy  was  referred 
to  our  service  because  of  bizarre  behavior,  in- 
ability to  learn  in  spite  of  good  intelligence, 
and  episodes  of  extreme  violence  both  in  and 
out  of  school.  The  onset  seemed  to  occur  dra- 
matically with  the  loss  of  bis  father  by  divorce 
a year  before,  when  he  seemed  to  become  more 
aggressive.  He  would  bite,  scratch,  and  kick. 
He  spoke  constantly  of  killing  his  mother  and 
sister,  and  indeed  he  did  kill  his  guinea  pig 
shortly  before  his  admission.  Developmental 
landmarks  were  normal. 

He  was  admitted  to  another  hospital  one  year 
previously,  where  he  was  observed  to  act  like  a 
“dog,”  to  make  mewing  sounds,  and  to  eat  glue. 
He  had  a vivid,  extensive,  and  hostile  fantasy 
life.  His  affect  was  depressed,  his  speech 
“tongue-tied,”  and  he  also  used  neologisms. 

On  the  ward,  his  bizarre  behavior  was  mini- 
mal and  withdrawal  behavior  maximal.  In 
several  months  his  temper  tantrums  diminished, 
and  since  then  he  has  been  in  better  contact 
with  reality  and  more  outgoing.  He  received 
intensive  individual,  group,  and  family  psycho- 
therapy. He  also  seemed  to  respond  well  to  the 
ward  milieu.  Although  at  present  he  does  not 
appear  to  have  any  real  friends,  he  is  no  longer 
aloof  from  other  children.  His  learning  diffi- 
culties persist. 

A diagnosis  of  schizophrenic  reaction  of 
childhood  with  cerebral  dysfunction  was  made. 

Case  2.  An  eight-year-old  boy  was  admitted 
with  a history  of  two  previous  hospitalizations. 
He  had  also  been  in  an  institution  from  infancy 
until  eighteen  months  of  age. 

At  one  and  one-half  years  of  age  he  became 
hyperactive,  unmanageable,  and  destructive. 
His  speech  seemed  to  deteriorate  between  ages 
two  and  three.  At  three  years  old  he  was  de- 
scribed as  completely  unresponsive  and  un- 
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manageable  in  nursery  school.  As  a result  he 
was  admitted  to  a hospital  for  treatment,  and 
his  condition  was  diagnosed  as  “childhood 
schizophrenia,  autistic  type.” 

Since  this  hospitalization,  and  prior  to  ad- 
mission to  our  service,  there  had  been  improve- 
ment in  the  language  area  and  in  small-muscle 
coordination.  His  background  was  as  chaotic 
as  his  personality.  His  father  deserted  him  in 
early  infancy,  and  his  mother  was  a labile,  dis- 
organized, explosive  woman  who  tended  to  over- 
whelm the  child. 

On  the  ward,  during  the  year  prior  to  the 
study,  there  was  general  improvement  in  re- 
ality testing.  He  related  better  to  his  therapist 
and  communicated  more  freely  with  her.  He 
was  engaged  in  both  individual  and  group 
therapy.  His  mother  was  usually  seen  alone  by 
the  social  worker,  but  the  boy  and  his  therapist 
were  brought  in  for  a few  sessions  with  them. 

A diagnosis  of  schizophrenic  reaction  of 
childhood  was  made. 

Case  3.  A twelve-year-old  boy  was  admitted 
to  the  hospital  because  of  aggressive  behavior, 
poor  performance  in  school,  and  inability  to 
manage  or  to  be  managed  at  home. 

He  was  an  only  child  whose  parents  seemed 
to  enjoy  and  revel  in  his  aggressive,  destructive 
type  of  play.  At  the  same  time,  there  was  tre- 
mendous hostility  and  ambivalence  to  the  child. 

The  child  responded  well  to  the  environment 
of  the  ward  and  the  school.  He  related  well  to 
the  therapist  on  a one-to-one  basis.  However, 
on  visits  to  his  home  he  remained  as  difficult  as 
ever. 

A diagnosis  of  adjustment  reaction  of  child- 
hood with  conduct  disturbance  was  made. 

Case  4.  A boy,  age  eight  and  one-half  years, 
was  admitted  to  the  ward  because  of  aggressive 
behavior,  setting  fires,  immature  speech,  and 
fantasies  concerning  stuffed  animals.  He  was 
noted  to  be  awkward  in  gait  and  to  have  low- 
slung  ears.  He  was  “left-eyed,  right-handed, 
and  right-footed.” 

His  past  history  involved  premature  birth. 
His  landmarks  occurred  at  the  normal  times. 
His  school  performance  was  poor,  in  spite  of  a 
better  than  average  intelligence.  His  intelli- 
gence quotient  test  result  showed  wide  scatter- 
ing on  the  subtest  scores  from  7 to  15.  The 
psychologist  interpreted  the  test  as  showing 
evidence  of  “minimal  cerebral  dysfunction”  as 
well  as  anxiety. 

Also  his  family  situation  was  chaotic  with 
a father  who  was  an  alcohol  addict  and  who, 
when  inebriated,  would  threaten  his  mother 
with  violence.  She,  in  turn,  would  call  the 
police  for  protection.  During  his  hospital  stay, 
the  father  was  also  admitted  to  a hospital 
because  of  emotional  problems. 

The  child  responded  well  to  the  environment 
of  the  ward,  to  the  psychotherapist,  and  to  the 
school.  A diagnosis  of  adjustment  reaction  of 
childhood  with  conduct  disturbance  was  made. 

Case  5.  A nine-and-one-half-year-old  boy 


had  been  admitted  one  month  prior  to  the  start 
of  our  experiment  because  of  “poor  judgment” 
concerning  his  safety.  Two  months  prior  to 
his  admission,  while  under  the  care  of  a com- 
petent psychiatrist,  he  had  indiscriminately 
eaten  things  from  the  medicine  cabinet.  He 
would  lean  out  the  window  almost  to  the  point 
of  falling.  Once  he  almost  pushed  a baby  sitter 
out  of  the  window. 

His  mother  felt  that  the  boy’s  behavior 
could  be  explained  by  the  remarriage  of  her 
divorced  husband.  However,  there  is  an  earlier 
history  of  poor  school  performance,  destructive 
behavior,  and  temper  tantrums. 

As  an  infant,  three  months  old,  he  had 
bronchopneumonia.  His  early  years  were  diffi- 
cult with  severe  rocking  and  screaming,  all  of 
which  did  not  help  to  establish  a good  mother- 
child  relationship. 

By  contrast,  on  the  ward  and  in  our  class- 
room, he  responded  to  the  milieu  and  created  no 
management  problem.  His  predominant  affect 
was  one  of  depression.  Although  there  has 
been  gradual  lifting  of  the  depression  over  the 
year  and  a half  since  his  admission,  he  often 
still  appears  morose  and  unhappy. 

A diagnosis  was  made  of  adjustment  reaction 
with  conduct  disturbance  and  neurotic  traits. 

Case  6.  A ten-year-old  girl,  small  in  stature, 
was  admitted  because  of  “shaking  and  making 
noises  with  her  throat”  during  the  past  several 
years.  The  shaking  started  with  kicking  and 
stomping  of  her  feet,  raising  of  the  eyebrows, 
and  turning  of  the  head.  She  had  severe  diffi- 
culty in  learning.  Also  prominent  was  her  fear 
of  boys. 

The  parents  had  severe  emotional  disturb- 
ances. Both  mother  and  father  were  German 
Jews,  who  had  spent  some  time  in  concentration 
camps.  The  father  had  a paranoid  breakdown 
while  his  child  was  in  the  hospital.  Her  mother 
also  had  a severe  emotional  problem  during 
her  pregnancy  which  involved  nausea,  vomiting, 
and  bleeding  in  the  early  months  and  a constant 
fear  before  and  after  delivery  that  something 
would  happen  to  her  child.  When  this  girl  was 
still  an  infant,  her  mother  would  hit  her  and 
scream  at  her. 

On  the  ward,  she  proved  to  be  extremely 
manipulative,  inviting  hostility  from  both 
ward  personnel  and  her  peers.  She  too  was 
given  individual,  family,  and  group  psycho- 
therapy. 

A diagnosis  was  made  of  adjustment  reac- 
tion of  childhood  with  neurotic  traits  (tics) 
plus  dyslexia. 

Case  7.  A girl,  age  nine  years,  was  accepted 
for  treatment  in  the  day  care  service  because 
of  severe  difficulties  in  school,  both  academically 
and  socially.  She  was  provocative  and  bel- 
ligerent to  both  teachers  and  students.  She 
was  unable  to  retain  any  information.  She  had 
nocturnal  enuresis  for  several  years  prior  to 
admission  and  an  obesity  problem  since  age 
four. 

Her  behavior  was  so  difficult  that  to  contain 
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her  in  the  classroom,  methylphenidate  therapy 
was  started  immediately.  She  is  the  only  child 
in  the  group  who  was  not  involved  in  the  double- 
blind study.  For  our  purposes,  methylpheni- 
date was  withdrawn  for  a week,  tests  were 
made,  and  then  she  was  given  minimal  doses 
and  retested. 

During  her  stay  on  the  ward,  the  enuresis 
problem  improved.  It  should  be  noted  that  she 
has  since  been  given  larger  doses  and  showed 
more  improvement,  particularly  in  relation  to 
her  sessions  with  her  therapist.  She  seemed  to 
show  greater  flexibility  of  thought  and  also 
considerable  improvement  in  learning. 

A diagnosis  was  made  of  personality  disorder, 
passive-aggressive  type  associated  with  cere- 
bral dysfunction. 

Case  8.  A suggestible  twrelve-year-old  boy 
was  admitted  because  of  severe  panic  reactions. 
His  school  performance  was  never  considered 
to  be  consonant  with  his  potential  ability,  but 
it  deteriorated  prior  to  his  admission  to  the 
ward.  At  home,  he  was  in  constant  violent 
combat  with  his  older  brother.  The  family 
situation  involved  a mother  who  was  physically 
ill  and  who  had  been  unable  to  cope  with  him 
or  his  siblings.  He  was  the  youngest  of  four 
children  and  was  extremely  dependent  on  her. 
The  child’s  father,  a professional  man,  had  high 
expectations  of  all  his  children,  particularly  in 
the  academic  area. 

The  boy  responded  well  to  the  environment 
and  the  reduced  expectations  of  the  ward.  His 
panic  reactions  subsided.  His  school  work  im- 
proved somewhat,  although  it  was  never  good. 
However,  for  a long  time,  he  continued  with  the 
same  maladaptive  patterns  at  home. 

A diagnosis  of  psychoneurosis  w'ith  anxiety 
was  made. 

Method 

Direct  observation  was  employed  by  ward 
personnel  and  the  teacher  who  assessed 
learning  as  well  as  classroom  behavior.  The 
method  also  included  evaluation  by  the 
psychologist  of  performance  in  selected 
items  from  psychologic  tests  which  were 
thought  to  be  pertinent.  A background- 
confusion  test  and  a story-telling  procedure 
adapted  from  Piaget*6  were  administered. 
Another  method  "was  electroencephalograms 
repeated  in  the  course  of  four  observation 
periods. 

All  procedures  were  uniformly  carried  out 
in  a double-blind  study,  except  in  one  case. 
The  one  exception  was  a child  wTho  had  re- 
ceived prolonged  chemotherapy.  Each  child 
prior  to  receiving  medication  was  evaluated 

® We  employed  his  equation  for  understanding  and  giving 
back  a story,  according  to  his  scoring  of  the  coefficient: 

number  of  points  understood  by  explainer 

number  of  points  to  be  understood 


in  these  areas  of  functioning.  The  following 
week,  without  the  knowledge  of  any  staff 
member  except  the  assigned  resident  staff 
physician,  the  child  was  given  either  medi- 
cation or  placebo  therapy,  and  the  tests  were 
repeated.  The  third  week  it  was  reversed. 
On  the  fourth  week  all  medication  was  with- 
drawn. 

The  usual  recommended  doses  of  methyl- 
phenidate were  administered.  For  children, 
six  to  eight  years  old,  10  mg.  twice  daily 
were  given  and  for  eight-to-ten-year  olds,  10 
mg.  three  times  daily.  The  dosage  was  kept 
uniform,  and  regardless  of  the  results  the 
level  was  not  raised. 

Evaluation.  It  seems  wise  to  describe 
our  method  of  evaluation  in  some  detail.  On 
the  ward,  the  behavior  of  each  child  was 
rated  over  a three-day  period,  preferably 
Tuesday,  Wednesday,  and  Thursday, 
through  each  phase  of  the  experiment.  It 
was  hoped  that  this  would  minimize  “week- 
end reactions”  which  occur  following  week- 
end visits  at  home.  The  evaluation  was 
made  by  the  charge  nurse.  The  children 
were  rated  according  to  the  following: 

1.  Distractibility 

2.  Irritability 

3.  Silly  behavior 

4.  Overactivity 

5.  Defiance 

6.  Use  of  foul  language 

7.  Rejection  by  peers 

8.  Boasting 

9.  Suspiciousness 

10.  Feeling  of  being  unfairly  treated 

11.  Instigating  trouble 

12.  Following  others  into  trouble 

Most  desirable  behavior  was  rated  4 and 
least  desirable  1.  Total  behavior  was 
summed  up  in  a final  rating:  the  highest 

score  was  48. 

In  the  school  area,  classes  consisted  of 
from  4 to  6 children.  The  teacher  was  given 
a rating  scale  for  behavior  and  learning  con- 
sisting of  the  following  items. 

Behavior  scale 

1.  Resistance  to  provocation 

2.  Fair  treatment  of  peers 

3.  Frustration  tolerance 

4.  Competence  in  following  directions 

5.  Appropriate  organization  of  verbal 

communications 

6.  Appropriate  behavior 
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TABLE  I.  Chart  showing  test  evaluations  on  Case  2 


Evaluations 

Premedication 

Placebo 

Methylphenidate 

No  Medication 

Repeat  Dose  of 
Methylphenidate 

Teacher 

Behavior 

8 Vs 

8>/3 

17>/3 

8 

Marked  improvement 

Learning 

13 

13 

15 

13 

Marked  improvement 

Total 

21Vs 

21 '/> 

32>/3 

21 

Ward 

26Vs 

28 

38  Vs 

31 

Marked  improvement 

Psychologic 
Bender  Test 

Form 

Poor 

Improved 

Improved 

Poor 

Moderate  improvement 

Proportion 

Poor 

Poor 

Improved 

Poor 

Moderate  improvement 

Recall 

Poor 

Poor 

Improved 

Poor 

Moderate  improvement 

Goodenough  Test 

Proportion 

Poor 

Poor 

Improved 

Poor 

Moderate  improvement 

Control 

Poor 

Poor 

Improved 

Poor 

Moderate  improvement 

Electro- 

Gross,  diffuse. 

Marked,  diffuse. 

Moderate,  diffuse, 

Marked,  diffuse, 

Moderate  improvement 

encephalogram 

abnormal 

abnormal 

abnormal 

abnormal 

Matrices 

16 

16 

16 

16 

Same 

Story 

Refused 

Refused 

1.25 

Refused 

Slight  improvement,  did 
not  refuse  to  tell  story 
or  to  listen  while  on 
medication 

Neurologic 

Uncoordinated  gross, 
fine  muscle;  no 
cerebral  dominance 

Same  as  base 

Coordination 

slightly 

improved 

Uncoordinated 

* Moved  up  to  a class  of  his  peers  where  he  could  now  function. 


Learning  scale 

7.  Reading  (mechanics) 

8.  Reading  (comprehension) 

9.  Arithmetic  skills 

10.  Writing 

The  most  desirable  behavior  was  rated  4 
and  least  desirable  1.  Total  behavior  and 
learning  were  both  summed  up  in  a final 
rating:  highest  score  was  40,  highest  level 
for  behavior  in  school  24,  and  highest  level 
for  learning  16  (Table  I). 

The  psychologist  initially  gave  a series 
of  tests,  such  as  Wechsler  Intelligence  Scale 
for  Children,  Rorschach,  Bender-Gestalt, 
and  Goodenough.  Of  these,  two  graph- 
omotor tests,  Bender  and  Goodenough,  were 
repeated  at  weekly  intervals  during  the  ex- 
perimental recording.7  8 In  reporting,  the 
amount  of  learning  that  might  be  expected 
to  take  place  in  this  type  of  repeated  ex- 
posure was  taken  into  account. 

The  electroencephalogram  results  were  re- 
corded from  one  to  two  hours  after  the  in- 
take of  medication.  The  base  electroenceph- 
alogram tracing  lasted  from  twenty  to 
twenty-five  minutes  followed  by  hyperventi- 
lation which  lasted  five  minutes.  The  re- 
cording was  continued  until  the  wave  trac- 
ing returned  to  its  original  line. 

Last  we  measured  visual-spatial  orienta- 
tion using  the  “Raven  Progressive  Mat- 
rices,” a test  of  visual  pattern  recognition. 
The  child  is  asked  to  match  different  visual 
patterns.  There  are  five  categories  of  de- 


signs, each  of  which  becomes  progressively 
more  difficult.  Maximum  score  would  be 
60.  Since  preliminary  tests  taught  us  that 
learning  did  take  place,  the  test  was  given 
in  two  halves,  the  odd  numbers  first.  When 
learning  was  reduced  following  cessation  of 
drug  therapy,  this  constituted  a dramatic 
difference. 

Auditory  perceptual  ability  was  rated  by 
adaptation  of  Piaget’s6  stories  and  scoring. 
Learning  by  repetition  also  had  to  be  taken 
into  account.  The  child  was  told  a simple 
story  and  was  asked  to  repeat  it  to  the 
examiner.  Various  points  were  given  with 
a perfect  score  rated  1.  If  the  child  did  well 
initially  on  methylphenidate  therapy  and 
did  poorly  after  therapy  was  stopped,  it  was 
considered  presumptive  evidence  that  the 
child  improved  because  of  medication. 

Neurologically  we  tested  for  incoordina- 
tion of  both  large  and  small  muscles.  We 
also  tested  for  cerebral  dominance,  employ- 
ing Orton’s0  method  for  hand,  foot,  and  eye. 

Results 

As  with  all  studies,  more  questions  are 
raised  than  answers  are  given,  and  many 
problems  are  found  for  further  study.  For 
example,  in  future  studies  we  shall  try  to 
measure  the  effects  of  increased  doses  on  a 
larger  group  of  school-age  children.  While 
each  child  did  not  consistently  show  im- 
provement in  all  the  observed  areas  of  test- 
ing and  functioning,  5 out  of  8 children 
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showed  substantial  over-all  improvement  in 
performance  on  minimal  doses  of  methyl- 
phenidate.4'10 Although  changes  could  be 
observed  in  the  specific  areas  tested,  the 
over-all  performance  was  of  paramount  in- 
terest because  this  reflected  the  ability  of 
the  child  to  adapt,  to  function,  and  to  learn 
in  our  society.11 

In  all  our  cases  no  untoward  side-effects 
were  caused  by  the  medication.  There  was 
no  evidence  of  abnormal  changes  in  the 
blood,  urine,  or  any  organ  systems.  There 
were  no  reports  of  diminution  of  appetite 
and  no  cases  of  insomnia.  The  last  dose  was 
given  no  later  than  four  hours  prior  to  bed- 
time. No  undue  anxiety  was  observed  ex- 
cept in  two  instances,  as  elicited  by  the 
psychologic  tests.  This  increase  was  not 
great  enough  to  interfere  with  the  perform- 
ance of  the  child.  Both  children  had,  in 
addition  to  clear-cut  neurologic  defects, 
neurotic  symptoms.  One  child  (Case  8)  had 
been  admitted  because  of  “panic  states”  and 
another  (Case  6)  had  severe  tics  and  Gilles 
de  la  Tourette-like  syndrome. 

The  results  of  the  electroencephalogram 
were  interesting  and  worthy  of  more  ex- 
tensive exploration.  Every  child  in  the 
series  showed  some  minimal  changes  in 
electroencephalogram  findings  during  the 
four-week  period.  The  pattern  remained 
essentially  the  same.  When  the  results  were 
read  as  abnormal,  they  were  all  diffusely 
abnormal.  There  were  no  localization  and 
spikes  noted,  only  a surplus  of  slow  waves. 
In  4 out  of  8 children,  the  electroencephalo- 
gram showed  fewer  abnormal  results,  that 
is,  incidence  of  slow  activity  decreased,  and 
within  two  weeks  after  methylphenidate 
therapy  was  stopped,  the  electroencephalo- 
gram wave  patterns  were  the  same  as  those 
shown  prior  to  medication.  In  Case  4 the 
electroencephalogram  findings  became  more 
abnormal  when  methylphenidate  therapy 
was  used  and  seemed  to  return  to  the  pre- 
vious level  two  weeks  after  medication  was 
stopped.  In  Case  1 the  tracing  showed  a 
more  abnormal  result  with  methylphenidate 
therapy  and  an  even  more  abnormal  result 
the  following  week  with  placebo  therapy. 
The  fourth  tracing  reduplicated  the  results 
given  with  placebo  therapy,  but  the  electro- 
encephalogram wave  pattern  returned  to  the 
pattern  noted  originally,  prior  to  medication, 
two  months  later. 

In  7 of  the  8 children  there  was  a dis- 


crepancy between  hand  and  eye  dominance, 
that  is  “right-handed  and  left-eyed”  and 
vice  versa.  We  did  elicit  a difference  be- 
tween foot  and  hand  in  Case  7.  In  Case  2 
there  seemed  to  be  almost  no  specific  dom- 
inance established.  He  appeared  to  be 
“right-handed,  right-footed,  and  right  eyed” 
for  one  examiner  but  the  reverse  for  an- 
other. He  would  reach  for  things  with 
either  hand  and  was,  of  all  the  children  in 
the  group,  most  disorganized  in  his  over-all 
behavior. 

Although,  admittedly,  we  were  dealing 
with  a highly  selected  group  of  children,  we 
checked  these  observations  against  a “nor- 
mal” group  of  100  school  children,  ages  five 
to  twelve  years,  who  appeared  at  random 
for  routine  examination  as  private  patients 
in  a pediatrician’s  office.  In  this  group,  all 
the  children  were  attending  public  schools, 
and  most  of  them  were  up  to  grade  level  in 
spite  of  difficulties  in  reading.  Out  of  100 
children,  41  were  girls  and  59  boys.  Fifty 
per  cent  of  the  girls  had  mixed  dominance, 
but  only  15  per  cent  of  this  group  of  20  girls 
had  a reading  disability.  In  marked  con- 
trast to  this,  although  50  per  cent  of  the 
boys  also  had  mixed  dominance,  a much 
larger  percentage  of  this  group,  26  boys  or 
84  per  cent,  had  reading  difficulties.  As  far 
as  unilateral  dominance  was  concerned, 
among  the  girls  there  were  no  learning 
disabilities,  whereas  among  boys  with  uni- 
lateral dominance  12  per  cent  had  or  had  had 
a reading  problem. 

Conclusion 

Selected  observations  were  employed  to 
demonstrate  differences  of  performance  in 
patients  using  medication.  The  differences 
were:  more  purposeful  behavior,  improved 
attention  span,  better  ability  to  adapt  to 
classroom  and  ward,  and  improved  ability  to 
perform  on  visual-motor  tests. 

Methylphenidate  offers  another  tool  for 
aiding  the  child  with  neurophysiologic  matu- 
rational  lags.  It  is  far  from  the  only  tool. 
Appropriate  educational  methods  as  well  as 
psychotherapy  with  the  child  and  family  are 
of  paramount  importance.  However,  the 
use  of  medication  may  allow  some  children, 
who  could  not  otherwise  do  so,  to  remain 
and  to  learn  in  a regular  classroom.  This 
improved  ability  could  undercut  the  familiar 
reaction  to  poor  performance  of  avoidance, 
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low  self-esteem,  excessive  rage,  as  well  as 
to  dependence  on  parents.  It  would  break 
the  circus  movement  in  the  poor  emotional 
response  which  leads  to  a worsening  of 
school  performance.  Even  if  removal  from 
a regular  class  is  mandatory,  it  enables  the 
child  to  adjust  better  to  the  “special  class.” 

The  mode  and  site  of  action  of  the  medica- 
tion is  an  unanswered  question.  Whether 
or  not  it  aids  diencephalic  functioning,  as 
dextroamphetamine  sulfate  (Dexedrine)  has 
been  reported  to  do,  we  can  only  suggest.12'13 
It  is  quite  clear  that  it  has  an  “organizing” 
effect  on  behavior.  The  children  stop  being 
diffuse  and  impulsive.  They  stop  respond- 
ing to  every  stimulus  and  begin  to  respond 
to  a hierarchy  of  stimuli.  It  is  almost  as  if 
they  had  found  a “protective  barrier”  and 
are  no  longer  reacting  to  stimuli  of  varying 
intensities.1415  There  is  more  freedom  to 
select  and  greater  flexibility  in  response. 
Perseverative  behavior  is  diminished,  and 
the  child  can  make  shifts. 

Although  we  cannot  speculate  as  to  the 
site  of  action,  based  on  the  electroeneephalo- 
graphic  findings,  we  can  only  conclude  that 
methylphenidate  does  have  some  effect  on 
the  bioelectric  activity  of  the  brain.  In  4 
out  of  8 children  using  medication,  improve- 
ment in  behavior  was  correlated  with  fewer 
slow  waves  noted  on  the  electroencephalo- 
gram. In  one  other  child  improvement  was 
noted  in  electroencephalogram  results  but 
only  minimal  improvement  in  performance. 
In  Case  6,  the  electroencephalogram  results 
were  worse  after  methylphenidate  therapy, 
and  little  change  in  behavior  was  noted.  In 
Case  7,  the  child  showed  improvement  in 
behavior  with  slight  increase  noted  in  slow 
waves  on  electroencephalogram. 

Summary 

A study  has  been  described  involving  8 
school-age  inpatient  children  to  whom 
methylphenidate  had  been  administered  in 


minimal  doses.  The  children  were  studied 
from  the  point  of  view  of  performance  as 
correlated  with  psychologic  and  electroen- 
cephalographic  findings.  In  5 of  8 children, 
improvement  was  noted  in  performance  as 
correlated  with  objective  evaluation  and 
tests.  In  4 out  of  5 cases,  small  but  definite 
improvement  was  noted  in  electroencephalo- 
gram findings. 
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Despite  the  use  of  anticoagulant  drugs 
and  other  modes  of  therapy,  the  incidence  of 
thrombophlebitis  and  pulmonary  embolism 
continues  unabated.  There  is  a large  group 
of  patients  who  have  had  phlebitis  and  who 
are  now  disabled  because  of  the  development 
of  postphlebitic  sequelae.  A syndrome  often 
develops  opposite  to  that  which  occurs  with 
arterial  insufficiency,  in  which  the  patient 
has  pain  when  at  rest,  edema,  and  night 
cramps  (Fig.  1).  Massage  or  exercise  pro- 
vides relief.  With  arterial  disease,  the  in- 
termittent claudication  which  occurs  with 
exercise  is  relieved  by  rest. 

Etiology 

Many  methods  have  been  suggested  for 
the  treatment  of  stasis  ulcers.  There  has 
been  a great  tendency  to  classify  all  ulcers 
of  the  leg  into  one  category  and  attempt  one 
type  of  treatment  for  all.  Each  ulcer  has  a 
specific,  although  perhaps  not  i-eadily  ap- 
parent, cause.  Some  ulcers  are  due  to  vari- 
cose veins  and  others  to  peripheral  arterial 
disease,  trauma,  dermatologic  problems, 
chronic  edema  (probably  the  largest  group), 
and  conditions  such  as  sickle-cell  anemia  or 
syphilis.  The  ulcer  associated  with  varicose 
veins  or  edema  is  frequently  precipitated  by 
trauma,  but  it  is  the  venous  stasis  which  de- 
lays healing.  The  healing  of  ulcers  in  the 
region  of  the  malleoli  (stasis  ulcers)  is  diffi- 
cult because  of  the  lack  of  well-vascularized 
tissue  in  this  area. 

Bertelsen1  and  Dodd  et  al.2  have  reported 
good  results  in  the  healing  of  stasis  ulcers 
following  surgical  ligation  of  incompetent 


FIGURE  1.  (A)  Marked  brownish  pigmentation 

resulting  from  edema  of  many  years’  duration. 
Next  step  in  progression  of  venous  stasis  is 
usually  development  of  ulcer.  (B)  Multiple  leg 
ulcerations  due  to  large  varicose  veins  and 
marked  postphlebitic  edema.  Healing  accom- 
plished on  ambulatory  basis  by  means  of  firm 
compression  bandages. 

perforator  veins.  Moyer  and  Butcher3  used 
three  methods  of  treatment  for  stasis  ulcers. 
In  one  group  of  patients  they  utilized  injec- 
tion or  ligation  of  varicose  veins  and  Unna’s 
boots  or  elastic  support  bandages;  in  the 
second  group,  injection  or  ligation  of  vari- 
ces, use  of  elastic  support  bandages,  and 
grafting  of  skin  to  cover  the  ulcer.  In  the 
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third  group,  they  used  ligation,  excision  or 
stripping  of  varices,  immediate  split-skin 
grafting  of  the  defect  after  excision  of  the 
ulcer,  and  wearing  of  elastic  support  band- 
ages. Their  conclusion  was  that  method 
two  was  better  than  method  one  and  method 
three  was  better  than  method  two  or  one. 
Dubuque,  Denk,  and  Doyle,4  Lorch,5  and 
Dodd0  have  had  good  results  using  compres- 
sion bandages  to  heal  stasis  ulcers,  and 
Scott7  has  applied  regulated  pulsatile  air 
pressure  to  the  lower  part  of  the  leg  to  over- 
come venous  stasis  and  produce  healing  of 
ulcers  in  patients  on  an  ambulatory  basis. 

Since  each  ulcer  has  a specific  cause,  the 
origin  must  be  determined  before  any  treat- 
ment is  instituted.  If  the  ulcer  is  due  to 
chronic  edema,  (deep  vein  insufficiency), 
elimination  of  the  edema  will  produce  heal- 
ing of  the  ulcer.  This  can  invariably  be  ac- 
complished in  patients  on  an  ambulatory 
basis  by  means  of  properly  applied  compres- 
sion bandages  (Figs.  2 and  3).  After  heal- 
ing occurs,  it  is  essential  to  use  elastic  band- 
ages indefinitely  if  the  edema  persists. 
With  the  use  of  bed  rest  or  other  types  of 
treatment,  it  is  often  possible  to  accomplish 
temporary  healing  of  stasis  ulcer,  but  the 
ulcer  usually  recurs  if  the  underlying  cause 
is  not  corrected. 

Management 

This  report  describes  the  management  of 
stasis  ulcers,  due  to  varicose  veins  or  edema, 
in  800  patients  treated  on  an  ambulatory 
basis.  Ulcerations  due  to  other  types  of 
pathologic  disease  are  not  included  in  this 
series.  Healing  was  achieved  in  all  cases  by 
eliminating  venous  stasis.  This  was  accom- 
plished by  the  use  of  firm  support  bandages 
which  compress  the  varices  and  prevent 
edema.  If  all  venous  stasis  is  eliminated, 
healing  of  the  ulcer  invariably  takes  place 
while  the  patient  works  and  carries  out  all 
of  his  usual  activities.  If  the  arterial 
circulation  is  normal,  elastic  adhesive  band- 
ages are  applied  to  achieve  firm  compres- 
sion. Although  there  are  many  ways  of 
achieving  adequate  compression,  medicated 
bandages  (Primer)*  and  elastic  adhesive 
(Ultraplast)  * bandages  have  proved  simple 
to  use  and  effective  in  the  healing  of  stasis 
ulcers.  The  medicated  bandage  is  patterned 

* Distributed  by  Edward  Taylor,  Tenafly,  New  Jersey. 


after  Lassar’s  formula  and  is  combined  with 
glyceritum  amyli,  oleum  ricini,  and  musilago 
acaciae.  The  elastic  adhesive  bandage  is  a 
ventilated,  3-inch  bandage.  The  porous  na- 
ture of  the  material  minimizes  maceration 
of  the  skin.  The  medicated  bandage  is  ap- 
plied first,  from  the  toes  up  to  the  knee,  and 
then  the  elastic  adhesive  bandage  is  applied 
firmly  and  directly  over  the  medicated 
bandage  so  that  the  elastic  adhesive  does  not 
come  in  contact  with  the  skin.  This  “boot” 
is  changed  at  weekly  intervals,  and  healing 
of  an  average  ulcer  takes  from  five  to  eight 
weeks.  No  local  or  systemic  treatment  is 
used.  Since  the  skin  in  the  area  of  the 
stasis  ulcers,  invariably  in  the  ankle  region, 
is  easily  sensitized,  all  topical  applications 
should  be  avoided  (Fig.  4).  The  patient  is 
advised  to  work  and  carry  out  all  normal  ac- 
tivities. The  more  active  he  is,  the  quicker 
healing  seems  to  take  place. 

If  it  is  not  possible  to  use  firm  compres- 
sion because  of  arterial  insufficiency,  a 
Unna’s  paste  boot*  is  applied  at  weekly  in- 
tervals. This  bandage  becomes  hard  after 
application,  but  it  will  not  produce  sufficient 
pressure  to  eliminate  edema  already  present. 
It  is  effective  in  eliminating  the  venous 
stasis  resulting  from  varicose  veins  because 
the  varices  will  be  compressed.  However,  if 
edema  is  present,  it  will  persist  while  the 
boot  is  on,  and  satisfactory  healing  will  not 
take  place.  The  medicated  and  elastic  adhe- 
sive bandages  eliminate  all  edema  effectively 
but  cannot  be  used  because  of  the  arterial 
insufficiency.  In  these  cases,  the  patient  is 
advised  to  leave  the  ulcer  exposed  to  the  air 
while  in  bed  at  night.  In  the  morning,  after 
all  edema  has  subsided,  sterile  gauze  is  ap- 
plied over  the  ulcer,  and  then  a 4-inch  rub- 
ber reinforced  elastic  bandage  is  applied 
firmly  from  the  toes  to  the  knee.  The  pa- 
tient should  then  report  as  soon  thereafter 
as  possible  for  the  application  of  the  Unna’s 
boot.  In  this  way,  the  boot  will  be  applied 
to  an  edema-free  leg,  and  healing  should 
take  place.  This  technic  is  also  used  if  the 
patient  is  allergic  to  the  medicated  and 
elastic  adhesive  bandages  of  the  boot.  Al- 
lergic reactions  to  the  elastic  adhesive 
bandage  have  rarely  occurred. 

On  rare  occasions,  a patient,  usually  an 
elderly  person  with  diabetes,  cannot  toler- 
ate wearing  a Unna’s  boot.  Since  the  crux 

t Manufactured  by  Graham-Field  Company,  Woodside, 
New  York. 
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FIGURE  2.  (A)  Large  ulceration,  overlying  medial  malleolus,  due  to  chronic  postphlebitic  edema; 

(B)  appearance  after  six  weekly  applications  of  compression  boots;  and  (C)  complete  healing  after 
fourteen  weeks  of  treatment  on  ambulatory  basis. 


FIGURE  3.  (A)  Stasis  ulcer  overlying  lateral  malleolus,  and  (B)  complete  healing  after  seven  weeks 

of  treatment  with  compression  boots. 


of  treatment  is  the  elimination  of  venous 
stasis  in  the  region  of  the  ulcer,  pressure  is 
applied  by  using  foam  rubber  over  the  ulcer 
and  then  wrapping  the  leg  with  a rubberized 
elastic  bandage  during  the  day  to  prevent 
edema  and  compress  varicose  veins.  The 
ulcer  is  left  exposed  to  the  air  while  the  pa- 
tient is  in  bed  at  night.  Only  in  these  cases 
is  medication  applied  locally.  A small 
amount  of  hydrocortisone  and  oxytetracy- 
cline  hydrochloride  (Terra-Cortril)  oint- 
ment is  applied  once  a day  to  prevent  the 
bandage  from  sticking  to  the  ulcer.  The 
raw  areas  are  cleaned  with  hydrogen  per- 
oxide each  morning,  just  before  application 
of  the  ointment,  gauze,  sponge  rubber,  and 
elastic  bandage.  If  sufficient  pressure  can 
be  exerted  on  the  ulcer,  healing  frequently 
takes  place,  despite  the  arterial  disease. 

Management  after  healing 

The  boots  are  used  until  two  weeks  after 
complete  healing  of  the  ulcer.  If  the  ulcer 
was  due  to  varicose  veins,  the  patient  con- 
tinues to  wear  elastic  bandages  until  the 
surgical  procedure  for  varicose  veins  has 
been  performed.  It  is  advisable  to  defer 
surgical  intervention  for  at  least  four  weeks 


FIGURE  4.  Marked  skin  irritation  resulting  from 
topical  treatment  of  small  stasis  ulcer.  Com- 
plete healing  occurred  rapidly  after  topical  treat- 
ment stopped  and  treatment  with  compression 
boot  started. 

following  healing  of  the  ulcer.  If  a surgical 
procedure  is  performed  in  the  presence  of 
an  ulcer,  the  inflammation  present  in  the 
leg  predisposes  the  patient  to  greater  post- 
operative morbidity.  If  the  ulcer  was  due 
to  chronic  edema,  the  patient  is  instructed 
to  wear  elastic  support  bandages  during  the 
day  for  an  indefinite  period.  There  is  no 
surgical  operation  which  uniformly  elim- 
inates postphlebitic  edema.  If  the  edema  is 
controlled,  there  should  be  no  recurring  ul- 
cerations. 
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An  elastic  bandage  is  preferable  to  a 
rubber  stocking  since  the  stocking  usually 
stretches  after  several  weeks  of  use  and  is 
not  adjustable,  an  essential  element  in  the 
control  of  edema.  In  male  patients  there  is 
no  cosmetic  problem.  If  female  patients 
refuse  to  wear  an  elastic  bandage,  they  are 
instructed  to  use  the  elastic  bandage  at 
home  and  a firm  elastic  stocking  out-of- 
doors.  Some  women  use  the  elastic  bandage 
constantly  and  cover  it  with  opaque  types  of 
regular  hose,  which  effectively  veils  the 
bandage.  If  only  a rubber  stocking  is  worn, 
edema  tends  to  form,  and  recurring  ulcera- 
tion is  possible. 

Comment 

Although  many  types  of  medical  and  sur- 
gical treatments  have  been  suggested  for 
healing  stasis  ulcers,  it  has  become  apparent 
that  these  ulcers  can  be  healed  in  patients 
who  are  ambulatory  if  sufficient  pressure  is 
applied  to  eliminate  all  venous  stasis.  If 
there  are  no  significant  varicose  veins  and 
no  edema,  there  should  be  no  stasis  ulcer. 
A properly  applied  boot  is  effective  because 
it  compresses  all  dilated  veins  and  prevents 
edema.  Although  bed  rest  and  surgical  pro- 
cedures, such  as  radical  excision  of  the 
ulcerated  area  and  skin  grafting,  can  pro- 
duce healing  of  stasis  ulcer,  the  boot  tech- 
nic is  far  simpler.  There  is  no  loss  of  time 
from  work  and  no  hospitalization. 

In  addition,  even  though  the  ulcer  heals 
after  bed  rest  or  extensive  surgical  pro- 
cedures, the  patient  usually  has  to  wear 
elastic  support  bandages  indefinitely  because 
of  the  persisting  edema.  Thus,  the  end  re- 
sult is  the  same  as  when  healing  is  accom- 
plished with  boots.  The  patient  will  remain 
free  of  ulceration  only  as  long  as  venous 
stasis  is  prevented.  This  is  easily  accom- 
plished with  proper  elastic  support  band- 
ages, which  will  control  venous  stasis  in  the 
leg,  whether  it  is  produced  by  incompetent 
venous  perforators  or  other  venous  patho- 
logic conditions. 

If  a patient  has  both  varicose  veins  and 
postphlebitic  edema,  surgical  procedures  on 
the  varicose  veins  are  performed  only  if  the 
edema  is  of  secondary  importance.  In  the 


presence  of  large  varicose  veins  and  only 
slight  to  moderate  edema,  surgical  strip- 
ping of  the  varices  is  performed  four  weeks 
after  all  inflammation  subsides  and  all  ulcer- 
ation has  healed.  If  there  are  moderate 
varicose  veins  and  marked  postphlebitic 
edema,  surgical  intervention  for  the  varices 
is  not  advisable  since  the  patient  will  still 
have  the  marked  edema  and  will  still  have  to 
wear  elastic  support  bandages  indefinitely. 
Varicose  veins  alone  do  not  produce  sig- 
nificant edema.  Following  adequate  surgical 
intervention  for  varicose  veins  the  patient 
does  not  have  to  wear  any  elastic  support 
bandages,  except  during  the  first  postopera- 
tive week. 


Summary 

Patients  with  stasis  ulcers  can  be  healed 
on  an  ambulatory  basis  if  all  venous  stasis 
(varicose  veins  and  edema)  is  eliminated. 
The  weekly  application  of  compression 
bandages,  sufficiently  firm  to  eliminate  ve- 
nous stasis,  is  an  excellent  method  of  treat- 
ment since  it  obviates  the  need  for  bed  rest 
or  extensive  surgical  procedures.  If  the 
ulcer  is  due  to  varicose  veins,  surgical  inter- 
vention for  the  varices  is  performed  four 
weeks  following  complete  healing.  If  the 
major  cause  of  the  ulcer  is  chronic  post- 
phlebitic edema,  the  patient  must  wear 
elastic  support  bandages  indefinitely.  Un- 
less the  edema  is  completely  controlled,  fu- 
ture ulceration  is  likely. 

1020  Park  Avenue 
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I he  MAXILLOFACIAL  REGION  is  injured  in 
more  than  50  per  cent  of  patients  involved 
in  automobile  accidents.  The  purpose  of 
this  communication  is  to  outline  a classifica- 
tion of  the  patient  with  injury  to  the  face 
and  neck  of  varying  degrees,  so  that,  de- 
spite the  apparent  severity  of  the  injury,  we 
may  know  what  clinical  points  to  look  for 
and  what  may  be  done  for  him  surgically. 

Large  quantities  of  blood  characterize  the 
average  injury  to  the  face  and  neck.  Once 
the  blood  is  washed  away,  the  injuries  lo- 
cated, and  clamps  placed  on  bleeding  vessels, 
many  of  these  nasty  looking  wounds  sud- 
denly resolve  themselves  into  relatively 
minor  lesions.  The  diagnosis  of  the  ma- 
jority of  injuries  to  the  face  can  be  estab- 
lished by  observation  and  palpation.  A 
careful  examination  will  save  valuable  time 
and  eliminate  needless  laboratory  proce- 
dures. Observation  of  the  occlusion  of  the 
teeth  will  determine  injuries  to  the  upper 
or  lower  jaws.  Fractures  of  the  nasal  bones 
and  the  periorbital  regions  can  be  noted  by 
palpation  and  observation  of  abnormal 
swellings,  depressions,  and  mobility.  The 
ocular  movements  should  be  noted.  Roent- 
genograms can  then  be  taken  for  confirma- 
tion of  what  one  has  observed  and  palpated. 

Attention  is  directed  to  the  observation 


that  severe  injury  to  the  facial  region  does 
not  of  itself  place  the  patient  in  danger. 
We  have  seen  patients  with  fractures  of 
practically  every  bone  in  the  face,  plus  as- 
sociated extensive  soft-tissue  injury,  enter 
the  hospital  as  ambulatory  patients.  They 
were  cooperative  and  required  little  prepara- 
tion for  complete  surgical  repair.  Others 
with  apparently  lesser  injuries  were  mark- 
edly distressed  and  showed  altered  physio- 
logic states.  It  is  on  the  basis  of  these  ob- 
servations that  we  have  made  the  following 
classifications:  maxillofacial  injuries  with- 
out hemorrhage  or  airway  obstruction  or 
with  hemorrhage  or  airway  obstruction,  or 
both;  and  those  maxillofacial  injuries  with 
concomitant  injuries. 

Injuries  without  hemorrhage  or  obstruction 

The  significant  features  of  cases  without 
hemorrhage  and/or  obstruction  are  that  ex- 
tensive maxillofacial  injuries  can  be  ob- 
served and  the  patients  are  relatively  com- 
fortable and  in  little  need  of  sedation.  The 
pulse  rates,  blood  pressures,  and  blood  stud- 
ies will  show  relatively  little  significant 
change  from  the  normal.  Preoperative 
preparation  is  minimal,  and  extensive  one- 
stage  primary  repairs  in  these  severely  in- 
jured patients  can  be  undertaken  with  usu- 
ally good  results.  These  patients  tolerate 
anesthesia  and  surgery  quite  well. 

Injury  with  hemorrhage  or 
obstruction,  or  both 

In  the  group  of  injuries  with  hemorrhage 
or  obstruction  the  clinical  picture  is  altered 
when  the  blood  loss  has  been  severe  or  re- 
spiratory obstruction  is  present.  It  becomes 
particularly  so  when  both  conditions  exist 
together.  Frequently  the  patient  has  cold 
and  clammy  skin,  ashen  hue,  rapid  pulse, 
decreased  blood  pressure,  dyspnea,  and  ap- 
prehensiveness. It  is  imperative  to  make  a 
rapid  evaluation  of  the  cause  of  this  state, 
and  measures  should  be  instituted  to  re- 
store the  patient  to  a state  of  physiologic 
balance.  Lost  blood  must  be  replaced.  Ob- 
struction to  the  airway  must  be  relieved 
either  by  pulling  the  tongue  forward  or  by 
a tracheotomy.  Roentgenographic  studies 
should  be  deferred  in  these  patients  until 
the  relief  of  hemorrhage  and  obstruction  is 
undertaken.  When  the  blood  has  been  re- 
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placed  as  required  and  an  adequate  airway 
has  been  established,  the  patients  in  this 
group  are  usually  able  to  undergo  extensive 
reconstructive  surgery  safely. 


Wounds  with  concomitant  injuries 

Patients  with  damage  to  the  maxillofacial 
region  together  with  concomitant  cerebral, 
thoracic,  abdominal,  or  extremity  injuries 
are  included  in  the  final  group.  When  there 
is  active  bleeding  from  the  face  or  when 
respiratory  obstruction  exists,  there  is  never 
any  question  as  to  surgical  priority.  While 
facial  injury  is  rarely  the  cause  of  death,  it 
is  disfiguring  and  must  not  be  relegated  to 
the  background  despite  the  other  injuries. 
Any  patient  with  an  apparently  primary 
maxillofacial  injury  who  exhibits  restless- 
ness, drowsiness,  altered  blood  pressure, 
pulse,  or  respiratory  rates,  which  symptoms 
cannot  be  accounted  for  by  loss  of  blood  or 
respiratory  obstruction,  must  be  re-exam- 
ined for  a concealed  injury.  An  injury  to 
the  chest  from  a crushing  trauma  may  have 
been  overlooked.  A ruptured  kidney  may 
be  present  in  a soft  abdomen.  The  intimate 
relationship  of  the  sinuses  of  the  skull  to 
the  brain  and  its  covering  must  be  borne  in 
mind  constantly.  Roentgenographic  studies 
of  the  skull  with  negative  results  are  no 
indication  of  lack  of  cerebral  injury.  It  is 
important  to  remember  that  basal  skull  frac- 
tures are  not  often  demonstrated  roentgen- 
ologically.  Injuries  to  the  eyes,  no  matter 
how  severe,  do  not  affect  the  clinical  pic- 
ture of  the  maxillofacial  injury. 


Summary 

Patients  with  maxillofacial  injuries  can 
be  divided  into  three  clinical  groups.  In  the 
first  classification  are  those  patients  exhibit- 
ing injuries  to  the  face  and  neck  of  varying 
severity  but  without  hemorrhage  or  obstruc- 
tion of  the  airways.  These  patients  are 
usually  quite  comfortable,  need  little  seda- 
tion, and  show  few  if  any  signs  of  clinical 
shock  despite  the  severity  of  the  injuries. 
They  safely  tolerate  extensive  primary  re- 
pair of  the  damaged  parts.  In  the  second 
classification  are  the  same  type  of  cases,  but 
these  patients  suffer  from  noticeable  loss 
of  blood,  respiratory  obstruction,  or  both. 
These  patients  are  acutely  ill  and  present 
many  of  the  manifestations  of  clinical  shock. 
Treatment  is  directed  at  the  relief  of  this 
latter  state  by  the  replacement  of  lost  blood 
and  the  establishment  of  an  adequate  air- 
way. When  these  criteria  have  been  met, 
primary  reparative  surgery  of  any  degree 
may  be  carried  out  as  in  the  first  group.  In 
the  third  classification  are  the  patients  with 
facial  injuries  with  concomitant  cerebral, 
thoracic,  abdominal,  or  extremity  injury. 
Facial  surgery  will  not  compromise  the 
treatment  of  these  patients  and  should  be 
done  concomitantly  for  the  end  result  of 
minimal  scarring  and  deformity.  Any  pa- 
tient with  an  apparently  primary  maxillo- 
facial injury  who  exhibits  restlessness, 
drowsiness,  altered  blood  pressure,  or  pulse 
or  respiratory  rates  not  accounted  for  by 
hemorrhage  or  respiratory  obstruction,  must 
be  examined  for  a concealed  injury. 

One  Hanson  Place 
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I HE  BELIEF  HAS  been  long  prevalent  that 
gout  “Jung  Fung,”  “the  sickness  of  the 
hurting  wind,”  is  rare  in  the  Chinese  people. 
Snapper1  in  his  classic  monograph  reports 
that  no  cases  of  gout  were  seen  at  the  Pei- 
ping Union  Medical  College  in  a hospital 
population  composed  almost  entirely  of  poor 
coolie  laborers.  However,  the  text  mentions 
gout  occurring  in  the  mother  and  a son  of  a 
well-to-do  family. 

In  Talbott’s2  comprehensive  review,  12 
cases  of  gout  are  cited  from  the  Chinese  lit- 
erature. Publications  by  western  physi- 
cians stationed  in  China,  usually  as  medical 
missionaries,  contain  neither  discussions  of 
gout  nor  clinical  descriptions  which  would 
identify  this  condition  clearly. 

The  belief  that  gout  is  rare  in  the  Chinese 
race,  however,  is  not  valid.  At  least  one 
Chinese  textbook  of  medicine  has  an  il- 
lustrated section  of  gout.3  Chinese  patients 
with  acute  and  chronic  tophaceous  gout  have 
been  observed  on  the  mainland  of  China  and 
on  Taiwan.4-5  This  report  presents  our 
experience  with  the  diagnosis  of  gout  in  the 
Chinese  population  admitted  to  Beekman- 
Downtown  Hospital,  the  service  district  of 
which  includes  the  “Chinatown”  area  of 
New  York  City. 

Material  and  methods 

From  1953  to  1964  the  diagnosis  of  gout 


was  established  in  13  male  Chinese  patients, 
12  having  been  admitted  to  the  hospital  and 
1 having  been  seen  as  an  outpatient.  The 
age  range,  when  the  disease  was  initially 
identified,  was  from  twenty-five  to  eighty 
years.  In  each  case,  the  following  labora- 
tory data  were  obtained:  serum  uric  acid 

(Brown  method),6  creatinine,  urea  nitro- 
gen, and  fasting  blood  sugar;  urine  analy- 
sis; hemoglobin,  hematocrit,  leukocyte  and 
differential  count;  and  roentgenograms  of 
the  chest,  hands,  and  feet.  If  necessary, 
roentgenograms  of  other  joints,  erythrocyte 
sedimentation  rates,  and  additional  tests  for 
the  evaluation  of  arthritis  were  carried  out. 
The  murexide  reaction  was  applied  to  joint 
fluid  in  6 cases.  The  criteria  for  diagnosis 
were  those  given  by  Talbott2  and  Kellgren,7 
except  that  the  ultraviolet  spectrophoto- 
metric  uricase  method  for  uric  acid  deter- 
mination indicated  by  Kellgren  was  not 
used. 

Findings 

Ten  of  the  group  were  sixty  years  or 
older;  only  1 patient  was  in  the  third  decade. 
The  serum  uric  acid  was  elevated  in  all,  and 
its  maximum  value  (usually  derived  from 
the  initial  analysis)  in  individual  patients 
ranged  from  7 to  16  mg.  per  100  ml.  In  our 
laboratory  the  upper  limit  of  normal  uric 
acid  content  by  the  methods  of  those  days 
has  been  extended  to  6 and  5 mg.  per  100 
ml.  for  men  and  women,  respectively.  No 
patient  had  any  other  disease  which  could 
produce  hyperuricemia  or  had  received, 
within  the  preceding  seventy-two  hours,  any 
medication  which  could  affect  the  uric  acid 
level.  In  each  case  the  use  of  uricosuric 
agents  usually  decreased  the  serum  uric  acid 
content  to  normal.  Painful  joint  swelling 
occurred  in  each  patient.  Arthropathy  was 
manifest  either  at  the  time  of  the  patient’s 
admission  to  the  hospital  or  was  indicated 
unequivocally  by  his  history.  Radiographic 
studies  of  the  joint  structures  were  made 
during  the  acute  attack  in  some  patients 
and  in  the  intei’critical  period  in  other  pa- 
tients. The  x-ray  films  of  the  hands  and 
feet  exhibited  changes  consistent  with  gout, 
usually  an  oval  area  of  bone  rarefaction,  in 
10  of  the  group.  Tophi  were  present  in  9 
patients.  The  murexide  test  result  was  posi- 
tive in  the  6 cases  in  which  joint  aspiration 
was  done. 
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Comment 

Review  of  reports  by  Maynard  and  De- 
Veen,  Spitz  et  al.,  and  Chang  Chung-Ju  cited 
by  Talbott2  yielded  a total  of  14  cases. 
Cheng-Yen  Chen’s4  clinical  study  of  1,200 
patients  at  the  Rheumatic  Diseases  Clinic  in 
Taiwan  included  61  cases  of  classic  gout;  4 
patients  were  women,  26  were  native  Tai- 
wanese, and  35  were  from  mainland  China. 
Six  additional  cases  were  reported  from  Tai- 
wan by  Tsung-po-Kuo.5  The  various  fea- 
tures of  gout  in  these  Chinese  patients,  and 
in  our  patients,  were  similar  to  the  patterns 
observed  in  other  ethnic  groups. 

The  Beekman-Downtown  Hospital  admits 
approximately  2,000  medical  inpatients  per 
year,  approximately  10  per  cent  of  whom 
are  Chinese.  In  this  group,  the  male-to- 
female  ratio  is  5 to  1.  The  12  hospital  cases 
herein  were  collected  over  an  eleven-year 
period.  During  the  period  1953  to  1964  an 
average  of  11  cases  of  gout  per  year  were 
identified  in  the  non-Chinese  inpatient  ad- 
missions to  our  hospital.  The  existence  of 
gout  in  the  same  proportion  in  our  Chinese 
and  non-Chinese  patient  populations  initially 
suggested  to  us  that  this  metabolic  dyscrasia 
was  not  as  rare  in  the  Chinese  population  as 
believed  hitherto.  Since  the  occurrence  of 
gout  in  a group  of  patients  with  arthritis  is 
estimated  to  be  2 to  7 per  cent,8'9  with  the 
average  probably  410  or  5 per  cent,11  the  5 
per  cent  incidence  reported  by  Cheng-Yen 
Chen4  not  only  confirmed  our  opinion  about 
the  nonrarity  of  the  disease  but  also  sup- 
ported our  earlier  suspicion  that  its  inci- 
dence would  be  about  the  same  in  Chinese 
and  non-Chinese  groups  in  our  area.  Ap- 
propriate population  studies  would  be  help- 
ful in  this  matter,  and  we  have  already  be- 
gun a survey  for  gout  and  hyperuricemia  in 
all  our  Chinese  patients. 

The  existence  of  gout  is  too  often  over- 
looked for  too  long  a time  in  the  patient 
with  arthritis.  The  difficulties  inherent  in 
the  diagnosis  of  this  disease  are  increased 
in  the  Chinese  population  by  the  language 
barrier,  frequently  requiring  interpretation 
of  a local  dialect,  and  the  considerable  re- 
luctance of  many  of  these  patients  to  permit 
venipuncture.  Emphasis  on  its  occurrence, 
therefore,  in  a race  usually  considered  to 
be  seldom  affected  is  important  for  early 
diagnosis,  initiation  of  adequate  treatment, 
and  prevention  of  complications. 


Although  our  observations  indicate  that 
the  Chinese  living  in  the  United  States  are 
not  immune  to  gout,  there  is  no  contradic- 
tion between  our  experience  and  the  reports 
of  western  physicians  who  so  rarely  en- 
countered this  disease  among  their  patients 
in  China.  These  patients  were  with  few 
exceptions  coolie  laborers  whose  caloric  in- 
take was  very  low  and  whose  diet  consisted 
almost  entirely  of  inexpensive  carbohy- 
drates, supplemented  by  small  amounts  of 
meat  twice  per  year — on  the  Chinese  New 
Year  and  on  the  anniversary  of  the  Revo- 
lution of  Sun  Yat  Sen. 

It  would  appear  that  the  Chinese  race  is 
as  little  resistant  to  gout  as  it  is  to  athero- 
sclerosis, coronary  thrombosis,  ketoacidosis, 
thrombosis,  amyloidosis,  sarcoidosis,  cho- 
lesterol gallstones,  and  other  diseases  which 
thirty  years  ago  were  also  not  observed  in 
Chinese  coolies  living  in  China. 

We  feel  that  a review  of  the  diets  of  our 
patients  would  reveal  a completely  different 
composition  from  that  habitually  used  in 
China.  We  believe  that  more  cases  of  gout 
would  be  diagnosed  if  physicians  looked  for 
this  disease  in  Chinese  patients  with  joint 
complaints. 

170  William  Street, 
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Qespite  their  high  degree  of  efficacy  in 
preventing  pregnancy,  their  ease  of  adminis- 
tration and  acceptability  in  the  field  of  popu- 
lation control,  their  value  in  the  treatment  of 
certain  gynecologic  and  breast  disorders,  in 
delaying  the  deleterious  metabolic  changes 
that  come  with  aging  and  in  the  avoidance  of 
severe  climacteric  symptoms,  and  their  ex- 
tremely low  incidence  of  producing  any 
serious  untoward  disorders,  the  female  hor- 
mones, estrogen  and  progesterone,  have  been 
the  subject  of  more  adverse  criticism  than 
any  other  medication  in  the  history  of  mod- 
ern medicine. 

The  recent  U.S.  Senate  hearings  in 
Washington  added  more  fuel  to  the  fire 
regarding  the  safety  of  the  pill.  Emphasis 
on  thromboembolic  disorders  despite  their 
extremely  low  magnitude  and  on  possible 
carcinogenic  effects  of  the  pill  on  the  breast 
and  endometrium  resulted  in  a wave  of  panic 
among  women  so  that  a large  number 
stopped  taking  the  pill.  Whether  these  hear- 
ings will  prove  to  be  a service  or  a disservice 
to  women  is  debatable,  but  one  thing  did 
come  out  as  a positive  statement  and  that 
was  that  there  was  no  evidence  to  date  that 

* Read  at  the  New  York  City  Division  Meeting  of  the 
American  Cancer  Society,  Mount  Sinai  Medical  Center,  New 
York  City,  June  11,  1970. 


the  pill  caused  breast  cancer  in  the  human 
female,  and  this  has  been  re-emphasized  by 
Herter.1 

Certainly  there  is  no  place  for  the  isolated 
reports  of  breast  disorders  occurring  in 
women  who  are  taking  the  pill  to  be  used  as 
generalities  in  condemning  them.  The  well- 
known  case  reports  and  presentation  of  one 
or  a few  cases  of  breast  lesions  occurring  in 
women  taking  pills,  such  as  the  development 
of  a juvenile  breast  cancer  in  a teenager,  of 
intraductal  papillomas  with  atypia,  of  atypi- 
cal duct-cell  hyperplasia,  and  of  the  change 
of  a fibroadenoma  into  a malignant  lesion, 
cannot  be  used  to  argue  from  the  particular 
to  the  general  in  condemning  the  pill,  since 
we  all  know  that  these  conditions  were  pres- 
ent long  before  the  advent  of  the  pill.  It 
must  always  be  remembered  that  the  frac- 
tured leg  in  the  young  girl  following  an 
automobile  accident  did  not  result  from  her 
taking  contraceptive  pills.  Only  by  care- 
ful retrospective  and  random  prospective 
studies  of  large  series  of  cases  can  the  full 
truth  of  the  beneficial  and/or  adverse  effects 
of  the  pill  be  proved. 

Composition 

Since  the  original  testing  by  Pincus  et  al.2 
and  by  Rock,  Garcia,  and  Pincus3  of  a syn- 
thetic progestin-estrogen  combination  de- 
veloped by  Searle  scientists  there  have  been 
many  types  of  contraceptive  pills  developed. 
However,  all  of  the  29  commercially  avail- 
able pills  on  the  United  States  market  today 
utilize  either  ethinyl  estradiol  or  mestranol 
as  the  estrogen.  Since  mestranol  is  me- 
tabolized to  ethinyl  estradiol,  it  is  basically 
the  only  type  of  estrogen  in  all  products. 
These  synthetic  hormones  resemble  in  many 
ways  but  are  not  identical  to  natural  estro- 
gens. In  December,  1969,  the  British  Com- 
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mittee  on  the  Safety  of  Drugs  recommended 
the  use  of  the  lower-dosage  estrogens  with 
a level  of  50  micrograms,  and  Commissioner 
Charles  Edwards  of  the  Food  and  Drug  Ad- 
ministration in  a recent  newsletter  warned 
physicians  that  “Good  therapeutics  would 
indicate  the  use  of  the  lowest  effective  dose 
of  estrogen  that  is  otherwise  acceptable.” 
Twelve  of  the  29  available  U.S.  products  are 
at  this  low  estrogen  level. 

The  other  component  of  the  pill  is  one  of 
the  progestogens  which  are  not  the  same  as 
progesterone.  These  synthetic  agents  are 
either  derivatives  of  testosterone  or  sub- 
stituted progesterones;  and  while  they  en- 
joy some  of  the  biologic  properties  of  pro- 
gesterone, they  are  not  exactly  the  same. 

There  are  two  broad  categories  of  con- 
traceptive pills.  The  combined  pill  contains 
both  estrogen  and  progestogen  in  each  tab- 
let, whereas  the  sequential  type  provides  es- 
trogen in  the  first  part  of  the  cycle  and  es- 
trogen and  progestogen  in  the  later  part. 

It  must  be  emphasized  again  that  the 
steroids  in  the  contraceptive  pills  are  syn- 
thetic and  differ  considerably  both  chemi- 
cally and  probably  physiologically  from  the 
natural  estrogen  and  progesterone. 

While  to  date  these  orally  effective  syn- 
thetic estrogens  and  progestogens  have 
proved  to  be  effective,  reliable,  and  reason- 
ably safe,  the  question  arises  as  to  whether 
or  not  it  would  be  possible  to  develop  better 
agents. 

Lemon,4  5 of  the  University  of  Nebraska, 
has  found  that  of  the  three  major  estrogens, 
estrone,  estradiol,  and  estriol,  the  estriol 
urinary  excretion  quotient  is  decreased  in 
many  patients  with  premalignant  and  ma- 
lignant lesions  of  the  breast.  Estriol  can  be 
formed  only  from  the  metabolism  of  estrone 
and  estradiol  and  by  the  tissue  metabolism 
of  a substance,  dehydroepiandrosterone  ace- 
tate (DHEA-S),  formed  in  the  adrenal  cor- 
tex. It  offers  an  antagonistic  (impeding, 
blocking,  or  inhibiting)  effect  against  the 
potential  carcinogenicity  of  estrone  and  es- 
tradiol for  mammary  cancer.  Lemon  be- 
lieves that  the  relative  amount  of  estriol  may 
influence  the  risk  of  mammary  carcinogene- 
sis. Estriol  has  failed  to  induce  breast  tu- 
mors in  Sprague-Dawley  female  rats,  it  is 
one  of  the  two  major  hormones  produced  in 
pregnancy,  and  it  inhibits  several  of  the 
tissue-tropic  actions  of  estradiol  17  beta  on 
mammary  tissue.  The  relative  deficiency  of 


estriol  production  and  excretion  in  many 
women  with  premalignant  and  malignant 
lesions  of  the  breast  implies  a lack  of  pro- 
duction of  this  substance  in  these  patients 
and  raises  the  hypothesis  that  estriol  plays 
a significant  anticarcinogenic  role  in  human 
breast  cancer. 

Since  all  of  the  commercially  available 
contraceptive  pills  contain  only  mestranol, 
which  is  metabolized  to  ethinyl  estradiol,  or 
ethinyl  estradiol  as  the  estrogen  component, 
should  not  serious  consideration  be  given  to 
the  inclusion  of  estriol  as  part  of  the  estro- 
gen complex  in  all  estrogen  medications  in- 
cluding the  pill,  especially  if  they  are  to  be 
used  for  any  period  of  time? 

As  previously  stated,  the  biologic  effects 
of  the  oral  progestogens  are  not  exactly  the 
same  as  progesterone,  and  it  would  seem  im- 
portant to  try  to  develop  agents  with  effects 
practically  identical  to  natural  progesterone, 
which  has  a target  action  on  the  perilobular 
and  alveolar  tissues  of  the  breast  and  which 
antagonizes  the  growth  of  breast  ductular 
tissue  and  the  duct-cell  hyperplasia  produced 
by  prolonged  unbalanced  estradiol  adminis- 
tration. In  their  excellent  work  on  rats 
made  mammary  carcinogenic  by  aromatic 
hydrocarbons  Huggins  and  Yang6  showed 
that  estrogen  alone  did  not  increase  the  in- 
cidence of  breast  cancer,  but  it  did  increase 
its  rate  of  growth.  When  progesterone  was 
added  to  the  estrogen,  both  the  incidence  and 
rate  of  growth  of  breast  cancer  were  de- 
creased. In  this  work  they  used  high  doses 
of  estradiol  17  beta  and  progesterone 6 
However,  McSweeney  and  Fletcher7  showed 
that  in  the  same  experimental  host-tumor 
system  small  doses  of  the  synthetic  pro- 
gestin-estrogen combinations,  at  levels  cur- 
rently used  for  suppression  of  ovulation,  did 
not  produce  this  suppression  and  extinction 
of  mammary  cancer. 

This  raises  the  question  of  the  need  for 
adequate  amounts  of  progestogen  of  a type 
as  nearly  identical  to  natural  progesterone 
as  possible  in  all  estrogen-progestogen  prep- 
arations. In  addition,  since  the  hyperplasia 
of  the  breast  and  endometrium  which  can 
be  produced  by  constant  and  prolonged  ad- 
ministration of  estrogen  can  be  reversed  by 
the  antagonistic  effect  of  progesterone,  it  is 
questionable  whether  any  patient  should  re- 
ceive constant  unbalanced  estrogens  for  any 
period  of  time  without  some  counterbalanc- 
ing progesterone. 
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Carcinogenic  effects  on  breast 

As  Allen8  states,  there  is  abundant  evi- 
dence that  administered  estrogen  produces 
the  same  effect  in  the  reproductive  organs  of 
women  as  occurs  normally  in  the  follicular 
phase  of  the  cycle.  The  effects  on  the  breast 
are  not  so  well  documented.  However,  there 
is  no  question  that  estrogens  produce  growth 
effects  on  the  breast."  Unless  the  breast  is 
under  the  influence  of  estrogens,  the  pro- 
gestational agents  have  little  effect  on  the 
breast,  and  the  effects  of  the  estrogen-pro- 
gestogen combinations  are  chiefly  charac- 
teristic responses  to  estrogen.810 

Since  the  first  reports  of  Lacassagne11 
and  of  Lipschutz  and  Varga12  more  than 
thirty  years  ago  that  estrogens  administered 
to  mice  resulted  in  cancerous  growths  of  the 
breast,  there  have  been  ample  studies  to 
show  that  constant  unbalanced  estrogens  ad- 
ministered in  large  doses  to  rodents  and  to 
some  other  laboratory  animals  can  produce 
mammary  hyperplasia  and  cancer.  It  is 
equally  obvious,  however,  that  this  con- 
tinued unbalanced  estrogen  administration 
above  physiologic  dose  levels  is  completely 
unphysiologic  and  produces  an  abnormal 
state  in  the  target  organ.  Estrogens  can 
also  produce  breast  and  endometrial  hyper- 
plasia in  human  beings,  but  no  case  of  either 
breast  or  genital  cancer  has  been  proved  to 
be  caused  by  estrogens  in  the  human  being. 
Review  of  these  studies  reveals  that  all  were 
done  with  estrogen  preparations  not  con- 
taining estriol.  Black1'1  emphasizes  that  the 
mouse  mammary  tumor  is  not  a valid  model 
of  the  malignant  behavior  of  human  breast 
cancer  since  it  does  not  behave  in  the  same 
manner. 

Neoplastic  changes  in  the  breasts  of  dogs 
and  metaplastic  breast  changes  in  monkeys 
following  the  prolonged  ingestion  of  an  oral 
contraceptive,  ethvnerone,  which  is  not  and 
never  has  been  commercially  available  or  ap- 
proved, have  been  recently  reported.10  The 
progestogen  content  of  this  preparation  dif- 
fers from  the  marketed  mixtures  in  specific 
chemical  structure.10 

Taylor14  reported  that  massive  doses  of 
ethinyl  estradiol,  the  type  of  estrogen  in 
commercially  available  pills,  to  beagle  dogs 
over  a two-year  period  produced  no  breast 
cancer  and  further  emphasized  that  estro- 
gens had  not  produced  breast  cancer  in 
primates.  Experiments  with  monkeys 
treated  for  prolonged  periods  with  estrogen 


or  estrogen  and  progesterone,  although  in  a 
small  number  of  animals,  failed  to  result  in 
any  cancer  of  the  breast.15-17 

McSweeney  and  Fletcher7  in  their  study 
on  Sprague-Dawley  rats  fed  dimethylbenz- 
(a) -anthracene  (DMBA)  to  induce  mam- 
mary carcinoma  noted  that  the  synthetic  es- 
trogen-progestin agents  are  not  themselves 
carcinogenic  but  may  suppress  or  stimulate 
existing  foci  of  malignant  conditions. 

Evaluation  of  possible  influence  on 
incidence  of  benign,  premalignant,  and 
malignant  breast  lesions  and  of 
producing  breast  changes 

There  is  a constantly  increasing  number 
of  cases  of  breast  cancer  because  of  the  in- 
creasing population  and  longevity,  but  the 
incidence  rate  per  100,000  population  has  re- 
mained relatively  unchanged  despite  the  ex- 
tensive use  of  estrogen  for  more  than  thirty 
years  and  the  widespread  and  ever-increas- 
ing use  of  the  pill  for  more  than  ten  years.8 
Eisenberg,18  and  Mersheimer  and  Heise18a 
recently  reported  a rising  incidence  rate  in 
vounger-age  groups  up  to  age  fifty-five  in 
Connecticut,18  and  Chiazze19  noted  a similar 
pattern  for  Allegheny  County  in  Pennsylva- 
nia. This  has  raised  the  question  of 
whether  this  could  be  caused  by  an  increased 
use  of  the  pill,  since  the  reported  increase  in 
incidence  of  some  10  per  cent  in  the  past  two 
decades  is  among  premenopausal  women.13 
However,  as  Black13  has  noted,  this  could  be 
caused  by  changing  diagnostic  criteria  in 
which  nonlethal  lesions  are  included  in  the 
cancer  group.  The  entity  of  lobular  car- 
cinoma in  situ  was  first  described  by  Foote 
and  Stewart  in  1941, 20  and  it  is  most  com- 
mon among  premenopausal  women.  Inclu- 
sion of  such  lesions  would  increase  the  over- 
all incidence  of  breast  cancer  5 to  10  per  cent 
and  the  incidence  rate  in  premenopausal 
women  to  some  30  per  cent.13  Shimkin21 
noted  that  the  reported  rise  was  local  and 
was  not  applicable  to  the  whole  country  and 
that  such  specific  regional  changes  in  a 
certain  age  group  may  simply  reflect  better 
diagnosis  by  diagnostic  aids  and  statistical 
reporting. 

Hertz10  has  made  a valid  point  which 
Haagensen9  also  emphasized  that  all  human 
carcinogens  exhibit  a prolonged  latent  pe- 
riod and  that  we  may  have  only  recently 
entered  the  period  for  initial  carcinogenic 
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effect  of  the  pill,  since  the  longest  continual 
exposure  dates  back  to  about  fourteen  years 
when  in  March,  1956,  a large-scale  field  trial 
was  launched  in  San  Juan,  Puerto  Rico. 
Clinical  experience  to  date  suggests  that  if 
there  is  any  effect  it  may  prove  not  to  be  of 
such  proportions  as  to  be  strikingly  ap- 
parent.10 

Studies  by  Garcia,  Rocamora,  and  Pin- 
cus22  on  the  initial  users  of  oral  contracep- 
tives have  not  shown  any  increase  in  inci- 
dence of  breast  cancer,  and  the  Council  on 
Drugs23  of  the  American  Medical  Associa- 
tion states  that  extensive  studies  have  re- 
vealed no  evidence  of  carcinogenesis  in  asso- 
ciation with  oral  contraceptives. 

The  Planned  Parenthood  Federation  gave 
the  contraceptive  pill  its  medical  approval  in 
1960,  so  that  widespread  use  of  the  pill  dates 
back  only  about  ten  years.  However,  since 
the  introduction  of  estrogen  in  1929  there 
has  been  a constant  increase  in  its  use.  In 
1954  it  was  estimated  that  7 million  women 
were  receiving  such  therapy,  and  certainly 
this  number  is  vastly  greater  now.24  Even 
if  we  use  a latent  period  longer  than  the 
usual  one  of  about  a decade,  certainly  es- 
trogens should  have  shown  an  increase  in 
the  incidence  of  breast  cancer  by  this  time 
if  they  are  carcinogens.10 

In  five  separate  studies  by  Geist,  Walter, 
and  Salmon,25  Gordan,26  Schleyer-Saun- 
ders,27  Wallach  and  Henneman,28  and  Wil- 
son29 there  was  a total  of  1,422  women 
treated  with  estrogen  for  from  fourteen  to 
twenty-five  years.  The  expected  incidence 
of  breast  and  genital  cancer  in  the  combined 
series  should  have  been  96,  but  there  were 
only  5 cases,  and  these  were  all  uterine  and 
all  in  one  series.  Gray30  reported  on  his  ex- 
perience with  1,221  women  receiving  conju- 
gated estrogens  (Premarin)  from  six 
months  to  twenty-seven  years  with  an  aver- 
age time  of  6.9  years  and  noted  that  there 
was  no  increase  in  breast  cancer.  The  au- 
thor31 reported  on  a group  of  158  women  on 
cyclic  conjugated  estrogens  and  medroxypro- 
gesterone CProvera) . They  have  been  under 
therapy  now  for  fourteen  to  eighteen  years, 
and  no  case  of  either  breast  or  genital  cancer 
has  developed. 

Haagensen9  believes  that  the  number  of 
patients  in  these  series  are  relatively  small 
and,  therefore,  not  of  statistical  significance. 
Furthermore,  he  is  of  the  opinion  that  the 
exposure  period  was  not  long  enough  to 


cover  the  potential  carcinogen  latent  period. 
However,  although  not  reported  in  specific 
series,  tremendous  amounts  of  these  hor- 
mones have  been  used  by  millions  of  women 
for  many  years. 

The  magnitude  of  the  problem  is  apparent 
when  one  considers  that  women  in  the 
United  States  consume  at  least  5,000  pounds 
of  progestogen  and  about  300  pounds  of  es- 
trogen each  year.8  This  is  even  more  im- 
pressive when  one  remembers  that  the  daily 
patient  dosage  is  measured  in  milligrams  for 
progestogens  and  natural  estrogens  and  in 
micrograms  for  the  synthetic  estrogens. 
Unless  the  latent  period  before  carcinogenic 
effects  are  seen  is  over  twenty  years,  some 
effect  on  breast  cancer  incidence  should  be 
noted  by  now,  but  there  is  no  such  statistical 
evidence. 

Another  point  that  is  being  raised  is 
whether  or  not  there  is  an  increase  in  inci- 
dence of  benign  and  premalignant  lesions  as 
well  as  cancer  of  the  breast  from  estrogen 
and  estrogen-progestogen  combinations. 
Gray30  stated  that  their  survey  showed  the 
same  degree  of  papillomatosis,  hyperplasia, 
and  other  types  of  fibrocystic  disease  in 
women  not  on  pills  as  in  those  who  are  tak- 
ing them.  Ozzello32  from  the  Michael  Reese 
Hospital  and  Medical  Center  in  Chicago  re- 
ported that  in  a study  of  specimens  in  1945 
and  1946  there  was  the  same  percentage  of 
hyperplastic  changes  as  is  now  seen  in 
women  on  pills.  Taylor14  of  the  Armed 
Forces  Institute  of  Pathology  reported  on  3 
studies  that  are  in  press  from  Baylor  Uni- 
versity, Texas,  in  which  the  incidence  of 
fibroadenomas,  fibrocystic  disease,  and  can- 
cer of  the  breast  in  comparable  groups  of 
women  before  the  pills  and  in  those  on  the 
pill  showed  no  difference  in  the  incidence  of 
these  lesions  in  either  group.  Fechner33  in 
a comparative  study  of  breast  tissue  show- 
ing fibrocystic  disease  could  find  no  differ- 
ence in  epithelial  alterations  in  women  on 
the  pill  as  compared  to  those  not  taking  it. 
In  a similar  study  on  fibroadenomas  he  noted 
that  there  was  no  increased  incidence  and 
no  distinctive  morphologic  pattern  in  women 
on  oral  contraceptives.34  Again  the  isolated 
reporting  of  a single  or  a small  number  of 
cases  with  abnormal  breast  findings  while 
the  patients  are  taking  pills  does  not  allow 
for  generalizations.  However,  it  would  ap- 
pear to  be  the  general  consensus  that  if  ab- 
normal breast  lesions  develop  while  a woman 
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is  taking  the  pill  it  should  be  stopped. 
Black35  and  Taylor14  have  both  emphasized 
that  no  specific,  consistent  pathologic  breast 
abnormal  change  can  be  demonstrated  in 
women  on  the  pill.  There  is  no  histologic 
demonstrable  difference  in  women  on  pills  as 
compared  with  those  who  are  not,  and  one 
cannot  diagnose  whether  women  are  on  the 
pill  or  not  on  a pathologic  basis.  Taylor36 
from  the  Mason  Clinic  in  Seattle  also  em- 
phasized that  pills  do  not  interfere  with 
mammogram  studies. 

Age  and  hormonal  status  in 
relation  to  breast  cancer 

Breast  cancer  manifests  itself  chiefly 
from  the  menopause  years  on  and  increases 
in  incidence  throughout  the  entire  life  span 
to  reach  its  highest  peak  in  the  over  eighty- 
five  age  group.37  Only  1.8  per  cent  of  breast 
cancers  occur  below  the  age  of  thirty 
whereas  75  per  cent  occur  over  the  age  of 
forty.38  Around  the  usual  age  of  meno- 
pause (forty-five  to  fifty-four  years)  there 
is  a “break”  in  the  constantly  rising  inci- 
dence curve  in  women  which  is  presumably 
due  to  a physiologic  hormonal  change.39 

Galen,40  a Greek  physician  who  lived  in 
the  second  century  A.D.,  noted  that  “cancer 
was  found  in  the  woman’s  breasts  after  the 
cessation  of  menstruation,  which  so  long  as 
it  is  regular  preserves  good  health.”  The 
point  is  that  breast  cancer  does  not  occur  in 
young  women  whose  estrogen  and  proges- 
terone titers  are  high  but  rather  in  women 
in  the  hypogonadal  state. 

All  normal  women  are  subjected  to  cyclic 
estrogen  and  progesterone  for  about  forty 
years  of  their  lives  with  occasional  high 
maintained  levels  during  pregnancy.  The 
question  arises  as  to  whether  the  predomi- 
nate occurrence  of  breast  cancer  in  the  post- 
menopausal age  groups  is  not  just  a mani- 
festation of  the  possible  carcinogen  latent 
period  of  these  hormones  on  the  female 
breast. 

If  this  is  true,  the  extensive  exogenous 
administration  of  estrogen  and/or  estrogen 
and  progestogens  to  millions  of  women  in 
the  menopausal  years  for  many  years  should 
have  resulted  in  a marked  increase  in  the 
incidence  of  breast  cancer  in  the  postmeno- 
pausal age  group.  As  previously  stated  this 
is  not  the  case,  and  the  10  per  cent  reported 
increase  is  in  the  premenopausal  group.13 


The  breasts  of  these  patients  certainly  had 
prior  conditioning  to  these  steroids  en- 
dogenously and  a most  extensive  latent  pe- 
riod of  exposure  by  anybody’s  standards. 
The  administration  of  exogenous  hormones 
to  these  already  conditioned  and  long-ex- 
posed target  areas  would  have  increased 
dosage  and  time  of  exposure  and  certainly 
should  have  produced  a marked  increase  in 
the  incidence  of  breast  cancer  if  these 
agents  are  carcinogenic. 

Although  the  pill  has  been  in  general  use 
for  only  the  past  ten  years,  its  extensive  use 
in  the  premenopausal  age  group  should  have 
by  its  exogenous  addition  greatly  increased 
the  normal  endogenous  exposure  of  the  al- 
ready conditioned  target  areas,  so  that  we 
should  have  seen  an  earlier  occurrence  of 
breast  cancer  and  an  increased  incidence 
despite  the  lack  of  a long  latent  period  of 
exposure  to  it.  There  has  been  a reported 
increase  in  the  incidence  of  breast  cancer  in 
the  premenopausal  patient  of  some  10  per 
cent  over  the  past  two  decades,  but  as  pre- 
viously stated  this  can  be  more  than  ex- 
plained by  the  inclusion  of  the  entity  of 
lobular  carcinoma  in  situ  which  was  first 
described  in  1941  and  which  occurs  at  an 
earlier  age  than  other  breast  cancers  and  by 
the  use  of  diagnostic  aids  and  better  statisti- 
cal reporting. 13-18’19 

Based  on  maturation  indexes  in  our  last 
504  cases  of  breast  cancer,  81  per  cent  were 
in  a hypogonadal  state,  and  the  vast  major- 
ity did  not  give  a history  of  having  taken 
estrogens  or  pills.  Yet  whenever  a woman 
with  breast  cancer  gives  a history  of  having 
taken  one  of  these  hormones,  it  is  im- 
mediately charged  with  being  the  etiologic 
agent  in  her  cancer. 


Epidemiologic  factors  in  breast  cancer 
possibly  related  to  hormones 

There  is  no  question  but  that  estrogen  and 
progesterone  are  the  primary  agents  neces- 
sary for  the  development  and  growth  of  the 
mammary  gland  and  that  they  act  syner- 
gistically  with  known  pituitary  hormones, 
namely,  prolactin,  growth  hormone,  and 
corticotrophin.38  Estrogens  promote  the 
growth  of  the  mammary  ducts  and  of  their 
periductal  stroma,  and  progesterone  pro- 
motes the  development  of  the  lobular  and 
acinar  structure.38 
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All  women  are  exposed  to  these  hormones 
in  a cyclic  fashion  for  about  half  their  life 
span  and  to  high  temporary  maintained 
levels  during  pregnancy.  In  the  epidemiol- 
ogy of  breast  cancer  certain  factors  related 
to  these  agents  are  of  interest  such  as  parity 
and  nursing,  onset  of  menarche  and  duration 
of  menses,  artificial  menopause,  influence  on 
the  male  breast,  and  hormonal  dependence 
of  breast  cancer.  To  equate  their  impor- 
tance in  the  epidemiology  of  breast  cancer  is 
most  difficult.38 

Parity  and  nursing 

Multiple  pregnancies,41  especially  if  the 
first  pregnancy  is  before  the  age  of  twenty- 
five,42  and  prolonged  nursing  result  in  a re- 
duction in  the  incidence  of  breast  cancer. 
Yet  in  these  cases  estrogen  and  progesterone 
are  maintained  at  very  high  levels.  If  these 
agents  are  carcinogens,  one  would  expect  an 
increase  rather  than  a decrease  in  breast 
cancer  frequency  because  of  the  heavy  ex- 
posure of  the  target  areas  to  these  agents. 

Onset  of  menarche  and  duration  of  menses 

The  paucity  of  breast  cancer  in  the  pre- 
pubertal female  is  equated  by  Hertz10  as 
meaning  that  prior  conditioning  of  the 
breast  tissue  by  endogenous  steroids  is  es- 
sential for  neoplastic  development.  Some 
slight  excess  risk  in  frequency  of  breast  can- 
cer has  been  reported  by  Shapiro  et  aL44  in 
patients  with  early  menarche  (under  twelve 
years  of  age)  and  among  patients  with  pro- 
longed menstrual  activity  (over  thirty 
years)  implying  that  prolonged  exposure  of 
the  target  areas  to  estrogen  and  proges- 
terone increases  the  incidence  of  cancer. 
However,  other  authorities  have  not  been 
able  to  draw  any  conclusions  regarding  the 
influence  of  prolonged  menstruation  on 
breast  cancer  incidence.45 

Artificial  menopause 

Dunn4]  from  three  studies  reported  that 
artificial  menopause  produced  a relative  risk 
reduction  of  breast  cancer  ranging  from  50 
to  60  per  cent,  and  Hirayama  and  Wynder46 
have  emphasized  that  the  greatest  reduction 
takes  place  in  women  castrated  before  the 
age  of  thirty-seven.  Again  the  implication 
would  appear  to  be  that  with  less  exposure 


of  the  target  areas  to  estrogen  and  proges- 
terone there  is  a decrease  in  breast  cancer 
incidence. 

Influence  on  male  breast 

The  question  of  whether  prolonged  estro- 
gen therapy  is  an  etiologic  factor  in  male 
breast  cancer  has  been  raised  by  several  re- 
ports.47’48 In  1,000  men  under  prolonged 
estrogen  therapy  for  coronary  heart  disease 
McClure  and  Higgins48  reported  2 cases  of 
breast  cancer.  An  increased  incidence  of 
breast  cancer  in  males  under  prolonged  es- 
trogen therapy  for  prostatic  cancer  has  also 
been  reported,  but  in  a review  of  17,000 
cases  of  prostatic  cancer  treated  with  es- 
trogens and  studied  by  a committee  of  the 
American  Medical  Association  there  were 
only  2 instances  of  breast  cancer.49  Camp- 
bell and  Cummings50  studied  12  cases  re- 
ported in  the  literature  relating  male  breast 
cancer  to  estrogen  therapy  in  treating  pros- 
tatic cancer  and  determined  that  these 
breast  tumors  were  actually  prostatic  me- 
tastases  rather  than  primary  breast  cancers. 
Jackson  et  al.51  have  reported  a higher  com- 
parative incidence  of  male  breast  cancer  in 
patients  with  Klinefelter’s  syndrome  which 
is  characterized  by  gynecomastia,  aspermia, 
testicular  hypoplasia,  and  increased  gonado- 
trophic hormones.  In  a series  of  218  breast 
cancers  in  Egypt  reported  by  El-Gazazendi52 
there  were  14  or  6.4  per  cent  in  males.  It 
was  postulated  that  this  high  incidence  of 
male  breast  cancer  was  due  to  a hyperes- 
trogenism  secondary  to  bilharziasis  produc- 
ing liver  damage  and  resulting  lack  of  es- 
trogen detoxification.  Davis53  and  Lesnick54 
have  also  noted  that  breast  cancer  has  been 
reported  in  2 transsexual  patients  given  es- 
trogen. Holleb,  Freeman,  and  Farrow49 
emphasize  that  in  no  instance  can  one  con- 
firm the  transition  from  gynecomastia  to  a 
malignant  tumor,  and  they  do  not  believe 
that  there  is  any  relationship  between  estro- 
gen administration  and  male  breast  cancer. 

In  reply  to  the  question  of  a possible  in- 
creased incidence  of  male  breast  cancer  from 
prolonged  estrogen  administration,  Kist- 
ner55  of  Harvard  counters  that  the  human 
male  is  not  supposed  to  get  estrogen.  It 
would  appear  most  important,  however,  to 
realize  that  all  these  reported  cases  were 
secondary  to  estrogens  without  estriol,  that 
treatment  was  in  heavy  dosage,  constant  and 
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prolonged,  and  that  none  received  the  bene- 
ficial antagonistic  properties  of  proges- 
terone. 

Hormonal  dependence  of  breast  cancer 

Since  Beatson,r‘°  a Scottish  surgeon,  in 
185)6  first  reported  that  mammary  carcinoma 
in  premenopausal  women  could  be  induced 
to  regress  by  ovariectomy,  this  has  remained 
one  of  the  strongest  arguments  advanced  to 
support  the  hypothesis  that  estrogen  is  a 
carcinogen  for  human  breast  cancer.  In  ad- 
dition estrogen  can  in  certain  cases  stimu- 
late the  growth  of  pre-existing  breast  can- 

cer.'M° 

Forty  to  50  per  cent  of  breast  cancers  re- 
tain a hormonal  dependence.  Their  growth 
is  not  autonomous  as  in  most  cancers  but  is 
dependent  on  the  hormonal  environment  that 
was  present  when  the  cancer  developed. 
However,  this  hormonal  dependence  is  not 
just  a dependence  on  the  solitary  hormone 
estrogen  but  rather  on  the  specific  environ- 
ment in  which  the  cancer  developed,  and  it 
is  the  alteration  of  this  specific  environment 
which  can  result  in  retardation  of  cancer 
growth.  The  paradox  is  that  in  some  cases 
removal  of  estrogens  will  benefit  the  patient 
while  in  others  its  addition  is  beneficial.38 

In  the  premenopausal  woman  breast  can- 
cer develops  in  an  environment  of  estrogen 
and  progesterone  from  the  ovaries,  in  the 
menopausal  patient  in  one  of  unbalanced  es- 
trogens from  the  adrenals  and  in  some  cases 
to  a small  extent  from  the  ovaries,  in  the 
postmenopausal  patient  in  a deficiency  of 
both  estrogen  and  progesterone,  and  in  the 
male  it  develops  in  an  environment  of  an- 
drogen and  estrogen  from  the  testicles.38 

Thus  castration  in  the  premenopausal  pa- 
tient to  remove  estrogen  and  progesterone, 
adrenalectomy  combined  with  ovariectomy, 
if  not  previously  done,  or  hypophysectomy 
to  remove  estrogen  or  the  administration  of 
androgens  to  neutralize  estrogen  in  the 
menopausal  woman,  and  the  administration 
of  estrogen  or  estrogen  and  progesterone  to 
the  postmenopausal  woman  can  result  in  an 
objective  remission  of  metastatic  breast 
cancer.38 

Summary 

Despite  the  extensive  use  of  estrogens  for 
over  thirty  years  and  the  large  number  of 


women  on  estrogen-progestin  contraceptive 
pills  for  the  past  ten  years,  there  are  no  sta- 
tistically significant  data  to  show  that  there 
has  been  any  deleterious  effect  on  the  human 
breast  or  any  increase  in  the  incidence  of 
benign,  premalignant,  or  malignant  breast 
lesions.  There  seems,  however,  to  be  gen- 
eral agreement  that  if  adverse  changes  oc- 
cur while  a patient  is  taking  the  pill,  it 
should  be  stopped.  Extensive  detailed  large 
retrospective  studies  are  mandatory  if  the 
beneficial  and/or  adverse  effects  of  the  pill 
are  to  be  documented  properly.  Only  time 
can  tell  whether  a prolonged  latent  period  is 
masking  possible  carcinogen  effects. 

Certainly  serious  consideration  should  be 
given  to  the  inclusion  of  the  impeding  or 
blocking  agent  estriol  in  all  estrogen  prepa- 
rations that  are  to  be  used  for  any  period  of 
time  and  to  the  avoidance  of  constant,  un- 
balanced estrogens  for  prolonged  periods. 
Instead  an  adequate  amount  of  a pro- 
gestogen, as  near  to  the  natural  proges- 
terone as  possible,  should  be  added  for  its 
estrogen  antagonistic  effect. 

55  East  87th  Street 
New  York  City  10028 
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VI 


QUESTION  78.  These  two  tracings  were  obtained  from  a patient  admitted  in  congestive  fail- 
ure who  was  receiving  digitalis.  The  top  strip  is  lead  II  and  the  bottom,  an  intra-atrial  lead. 
What  is  the  interpretation? 
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ELUCIDATION 


Question  77.  In  lead  II  there  appears  to 
be  an  inverted  P wave  following  each  QRS. 
The  ventricular  rate  is  totally  irregular. 
Lead  V1  shows  fibrillatory  (f)  waves.  The 
QRS  has  an  rSR'  pattern.  Comparison  of 
the  two  strips  reveals  that  the  apparent  in- 
verted P waves  in  lead  II  are  part  of  the 
QRS  complex.  The  pattern  of  rSR'  in  Vj 
indicates  that  the  patient  has  right  bundle 
branch  block.  In  this  patient  f waves  are 
not  visible  in  lead  II. 

The  tracing  demonstrates  that  some  ar- 
rhythmias may  be  evaluated  more  ade- 
quately in  lead  Vj  than  in  lead  II.  Aber- 
rantly conducted  QRS  complexes  may  er- 
roneously suggest  atrioventricular  junc- 


tional rhythm  with  a P wave  either  preced- 
ing or  following  the  ventricular  depolariza- 
tion wave. 

Question  78.  Lead  II  shows  three  up- 
right deflections  preceding  each  QRS.  It  is 
difficult  to  determine  which  of  these  repre- 
sents atrial  activity  and  which  is  the  T wave 
or  U wave.  With  intra-atrial  electrocardi- 
ography, this  differentiation  can  be  made. 
The  tall  narrow,  biphasic  complex  is  the  P 
wave.  The  broad,  smaller,  and  slurred  com- 
plex is  the  QRS.  The  rhythm  is  sinus.  In- 
tra-atrial leads  are  helpful  when  the  P wave 
is  not  clearly  visible  in  standard  leads ; as  in 
this  patient,  the  P wave  is  often  huge  and 
easily  identified. 

Intra-atrial  leads  may  be  obtained  by 
floating  a catheter  filled  with  sodium  bicar- 
bonate, which  conducts  more  adequately 
than  saline,  or  a specially  designed  wire  into 
the  right  atrium.  The  precordial  electrode 
is  attached  with  an  alligator  clamp  to  the 
catheter  or  wire. 
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Irregularities  in  ossification  with  appar- 
ent flattening  and  roughening  of  the  distal 
femoral  epiphysis  within  the  first  six  years 
of  life  are  well  known.  Recently  we  had 
occasion  to  obtain  a follow-up  case  and  ob- 
serve directly  at  surgery  the  medial  femoral 
condyle  of  a patient  who  presented  signs 
and  symptoms  of  flattening  and  irregularity 
of  the  distal  femoral  epiphysis  four  years 
previously  at  the  age  of  ten. 

Case  report 

The  patient  was  referred  in  February, 
1965  with  a history  of  having  injured  his 
left  knee  about  six  months  earlier.  At  that 
time  he  was  admitted  to  the  hospital  be- 
cause of  a swollen  knee.  A diagnosis  of 
epiphysial  abnormality  of  the  distal  femoral 
condyles  or  osteochondritis  dissecans  was 
made  and  was  treated  with  cylinder  casts 
over  the  next  six  weeks. 

'Present  address:  Phoenix  Indian  Medical  Center,  1550 

East  Indian  School  Road,  Phoenix,  Arizona  85014. 


FIGURE  1.  (A)  Tunnel  view  and  (B  and  C) 

lateral  views  demonstrating  irregularity  and  flat- 
tening of  the  posterior  portion  of  distal  medial 
femoral  epiphyses  of  both  knees. 

At  the  physical  examination  in  February, 
1965,  the  knee  was  tender  over  the  anterior 
medial  joint  line  and  patellar  fat  pad  with 
marked  quadriceps  atrophy.  X-ray  films 
revealed  the  irregularities  of  ossification  of 
the  medial,  distal,  femoral  epiphysis  with 
flattening  (Fig.  1).  These  irregularities 
were  most  evident  in  the  tunnel  projection 
and  lateral  views.  The  anteroposterior  view 
revealed  little  abnormality.  Tunnel  views 
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FIGURE  2.  Four  years  later,  normal  appearance 
of  distal  femoral  epiphyses,  (A)  tunnel  view, 
(B  and  C)  lateral  views. 


of  the  right  knee  showed  the  same  develop- 
mental aberration. 

As  a result  of  these  findings  it  was  de- 
cided to  put  the  patient  on  a program  of 
exercises,  and  he  was  allowed  all  activities. 
He  improved  rapidly  and  soon  became 
asymptomatic. 

In  November,  1968,  after  a skiing  injury, 
the  patient  had  limitation  of  full  extension 
and  rotation  of  the  right  knee  and  com- 
plained of  pain  and  tenderness  over  the 
anterior-medial  joint  line.  X-ray  films  of 
both  knees  showed  normally  shaped  femoral 
condyles  in  all  views  (Fig  2).  On  December 
24,  1968,  meniscectomy  was  performed  for 
an  anterior  rupture  of  his  medial  meniscus. 
The  operation  provided  an  opportunity  to 
visualize  the  femoral  condyles  which  were 


found  to  be  covered  with  normal,  smooth, 
articular  cartilage. 

Review  of  literature 

Sontag  and  Pyle1  described  variations 
and  irregularities  in  the  calcification  pat- 
terns of  the  distal  femoral  epiphysis  in 
children  up  to  the  age  of  six  years.  They 
studied  220  children  in  that  age  group  and 
noted,  if  repeat  films  were  taken,  roughen- 
ing or  loss  of  outline  associated  with  cal- 
cific particles  beyond  the  borders  of  the 
epiphysial  line  in  almost  every  child.  Caf- 
fey2  and  Caffey  et  ah, 3 in  a review  of  147 
knees  in  children  aged  three  through  thir- 
teen, observed  roughening  of  the  margins 
of  the  epiphysis  in  66  per  cent  of  boys  and 
41  per  cent  of  girls.  They  classified  ir- 
regularities in  three  groups:  (1)  with 

minimal  roughening  of  the  margins;  (2)  in- 
cluding larger,  localized,  marginal  irregu- 
larities, and  (3)  showing  independent  is- 
lands of  bone  beyond  the  line  of  epiphysial 
calcification.  In  those  patients  affected  they 
found  irregularities  of  both  condyles  in  44 
per  cent  of  cases,  the  lateral  condyle  only  in 
44  per  cent  of  cases,  and  the  medial  condyle 
in  12  per  cent  of  cases.  These  patients  were 
without  related  symptoms  or  disability. 
They  were  able  to  obtain  long-term  follow- 
up in  2 cases  but  did  not  specify  within 
which  age  group  these  cases  occurred.  To 
our  knowledge,  this  is  the  first  report  of 
direct  observation  of  the  femoral  condyle 
after  maturation  in  a patient  who  had  had 
irregularities  in  the  distal  femoral  epiphysis 
during  growth. 

Summary 

A variation  of  normal  epiphysial  growth 
of  the  distal  femoral  epiphysis  is  presented 
which  has  been  followed  through  matura- 
tion and  observed  directly  at  surgery.  It 
should  not  be  confused  with  osteochondritis 
dissecans  and  requires  no  treatment. 
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Special  Article 


How  to  Defeat  a Discussant 


SAMUEL  L.  SAFIRSTEIN,  M.D. 

New  York  City 

Associate  Clinical  Professor  of  Psychiatry,  Mount  Sinai 
School  of  Medicine,  and  Associate  Attending  Psychiatrist, 
The  Mount  Sinai  Hospital 

T here  is  a delicate  relationship  between 
the  author  of  a medical  report  and  the  dis- 
cussant who  analyzes  the  report  after  it  has 
been  read.  It  is  something  like  the  relation- 
ship between  playwright  and  critic,  except 
that  the  author  of  a scientific  article  does 
not  have  to  stay  up  half  the  night  awaiting 
the  discussant’s  critique. 

Whether  or  not  the  discussant  has  “views 
similar  to  or  different  from  the  author’s,”  it 
brings  pangs  of  anxiety  to  the  pit  of  the 
sensitive  author’s  stomach.  If  the  discus- 
sant’s views  differ,  the  author  fears  he  will 
be  “clobbered.”  If  they  are  similar,  it  is 
nevertheless  clear  that  any  discussant  worth 
his  pen’s  ink  will  not  just  agree  with  every- 
thing in  the  article.  He  is  bound  to  find 
something  to  question,  something  unclear, 
“insufficiently  documented,”  or  debatable 
because  the  “methodology”  on  which  the 
report  was  based  has  been  questioned  by  Dr. 
Snaggletooth  of  Upper  Volta. 

The  truth  of  the  matter  is  that  an  author 
cannot  take  any  criticism  of  his  deathless 
prose.  His  article  is  not  a scientific  docu- 
ment subject  to  verification,  acceptance,  or 
rejection;  a document  that  stands  or  falls 
on  its  own  merit.  The  article  is  the  author’s 
precious  brainchild  endowed  with  primary 
narcissism  that  cannot  stand  the  slightest 
change,  amendment,  or  correction.  I have 
seen  perfectly  meek  and  docile  persons 
transformed  into  roaring  lions  when  asked 
to  change  as  much  as  a comma  in  their 
masterpieces. 


Technics 

This  is  why  an  author  by  definition  feels 
threatened  by  a discussant.  Any  threat, 
real  or  imaginary,  calls  for  defensive  meas- 
ures. Therefore,  a discussant  can  expect 
“things  to  happen”  before  he  has  a chance 
to  accept  his  role.  The  author  has  several 
ways  in  which  he  can  make  his  discussant’s 
life  miserable.  An  experienced  author  who 
has  a few  scars  to  show  has  developed  an 
armamentarium  of  technics,  some  ingenious, 
all  destined  to  defeat  the  discussant. 

Such  an  author,  as  soon  as  he  is  given  the 
name  of  his  discussant,  will  immediately 
consult  the  Direct  or  y of  Medical  Specialists 
to  find  out  who  the  discussant  is,  what  he 
stands  for,  and  what  he  has  written.  If  the 
author  has  friends  in  the  discussant’s  local- 
ity, he  tries  to  find  out  all  there  is  to  know 
about  the  man.  The  purpose  of  all  this  is 
to  discover  his  weak  spots,  not  professionally 
or  his  academic  background,  but  what  is 
most  likely  to  annoy  him,  to  put  him  on  the 
defensive,  and  to  make  him  lose  his  com- 
posure. And  if  the  discussant  happens  to 
be  a friend,  no  preparatory  work  is  neces- 
sary. The  author  knows  his  weaknesses 
already. 

At  a recent  psychoanalytic  meeting,  I 
was  going  down  in  the  elevator  to  breakfast 
before  the  morning  session.  In  a rather 
crowded  elevator  I heard  the  following  ex- 
change: “Hi,  how  are  you?  Aren’t  you 

discussing  my  paper?”  “I  thought  I was, 
but  I haven’t  received  it.”  “Oh,  how  silly 
of  me.  Here  it  is.  I’m  sure  you  will  find 
time  to  go  over  it.  It  is  not  due  until  fifteen 
minutes  from  now.” 

At  the  appointed  time,  the  author  read  his 
report  in  a firm  tone  of  voice,  exuding  as- 
surance and  confidence.  When  he  was 
through,  his  discussant  was  introduced.  He 
got  up,  went  over  to  the  lectern  and,  trying 
to  sound  composed,  said : “I  regret  not  be- 

ing able  to  discuss  the  paper  because  I didn’t 
receive  it  until  fifteen  minutes  ago  in  the 
elevator,  as  I was  going  to  breakfast.”  Try- 
ing to  muster  up  some  humor,  he  added: 
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“As  I was  not  willing  to  give  up  my  break- 
fast, I had  to  give  up  reading  the  paper.” 
Then  he  sat  down.  I looked  up  at  the  author, 
and  thought  I saw  a faint  smile  on  his  lips. 

Or  take  the  case  of  the  “anxious”  dis- 
cussant who  cannot  wait  to  meet  the  author 
either  in  the  elevator  or  anywhere  else  dur- 
ing the  meeting.  When  the  article  to  be 
delivered  to  the  discussant  is  only  six  weeks 
overdue,  and  there  is  about  one  week  left 
before  the  meeting  convenes,  the  discussant 
may  be  brazen  enough  to  inquire  as  to  why 
the  report  had  not  arrived.  The  author’s 
reply  will  be  swift,  usually  in  the  form  of  a 
telegram.  It  may  read  like  this:  “I  can’t 

understand  your  anxiety,  we  still  have  five 
days  left,”  thereby  putting  the  onus  on  the 
other  party.  Or,  “You  have  the  title  of  the 
paper,  and  you  have  received  the  summary 
from  the  program  committee,  I’ll  give  you 
the  paper  at  the  meeting.  What  else  do 
you  want?”  This  makes  the  discussant  look 
stupid.  Or,  the  author  calls  on  the  telephone 
and  says  in  a patronizing  tone  of  voice, 
“Look  here,  I know  I should  have  sent  you 
the  paper  a while  ago,  but  I really  was  busy 
and  forgot  all  about  it.”  One  can  hear  a 
crying  baby  in  the  distance.  “Since  I have 
you  on  the  telephone,  tell  me  what  it  is  that 
you  want  to  know  about  my  paper.  I’ll  be 
glad  to  tell  you  so  that  you  can  prepare  the 
few  sentences  of  discussion  that  you  intend 
to  say.”  This  is  obviously  intended  to  get 
the  discussant’s  “goat”  and  make  his  blood 
boil.  The  implication  is : after  all,  we  both 
know  that  what  is  important  is  my  article 
and  not  your  discussion.  What  are  you 
complaining  about? 

I really  do  not  mean  to  say  that  authors 
are  a bad  lot.  “Some  of  my  best  friends  are 
authors,”  and  not  all  authors  are  unkind  to 
their  discussants.  There  are  some  authors 
who  send  their  articles  to  the  discussants 
long  before  the  deadline.  Such  authors  are 
immediately  suspect.  There  must  be  some- 
thing “fishy”  about  such  an  author,  and  his 
report  must  be  examined  microscopically  to 
find  a reason  for  such  blatant  disregard  of 
the  rules  of  the  game.  When  nothing  is 
found  in  the  article  to  explain  this  action, 
an  intelligent  discussant  will  immediately 
realize  the  perfidy  of  the  author.  Of  course, 
the  reason  he  sent  his  article  early  is  be- 
cause he  wanted  to  be  on  the  good  side  of 
the  discussant  to  insure  a favorable  dis- 
cussion. This  causes  the  discussant  to  suffer 


conflict  and  mental  anguish.  How  can  one 
be  unkind  to  a fellow  who  puts  his  head  on 
the  chopping  block?  On  the  other  hand,  if 
his  article  is  poor  and  even  a child  can  see 
the  mental  cruelty  to  which  the  discussant 
has  been  subjected,  what  is  one  to  do? 

The  question  invariably  comes  to  mind: 
Aren’t  authors  discussants  too?  Don’t  they 
know  what  it  is  to  be  a discussant?  The 
answer  is  simple.  No,  they  do  not  know. 
Although  they  have  discussed  many  reports 
and  they  have  been  kind,  understanding, 
and  charitable  to  their  authors,  they  forget 
this  when  an  article  of  theirs  is  to  be  dis- 
cussed. As  discussants  they  did  not  have 
to  be  protective.  They  were  in  possession 
of  all  their  faculties  and  were  rational, 
reasonable,  amiable,  and  even  magnanimous. 
Authorship  makes  one  lose  all  vestiges  of 
rationality.  The  author  becomes  like  a 
mother  who  senses  danger  to  her  offspring 
or  a cornered  animal  who  is  convinced  that 
everyone  is  trying  to  do  him  in,  and,  there- 
fore, he  has  to  defend  himself  by  any  means 
at  his  disposal. 

Sometimes  the  situation  is  pathetic.  In 
the  practice  of  psychiatry  specialists  are  di- 
vided into  descriptive  and  dynamic  psychia- 
trists. The  latter  group  includes  psycho- 
analysts who  spend  more  time  in  training 
than  do  their  colleagues  in  the  descriptive 
group.  When  an  article  by  a “descriptive” 
psychiatrist  is  given  to  a “dynamic”  psychi- 
atrist to  discuss,  he  may  receive  a note  from 
the  author  as  follows:  “I  am  pleased  to 

hear  that  you  have  been  assigned  to  discuss 
my  paper.  With  your  superior  knowledge 
of  dynamics  of  human  behavior  you  could 
perhaps  discuss  my  paper  from  this  point 
of  view.  I look  forward  to  your  scholarly 
discussion,  and  so  on  . . . .”  The  author  is 
willing  to  recognize  the  discussant’s  “supe- 
rior knowledge  of  dynamics”  in  return  for 
which  he  expects  the  discussant  to  keep  off 
the  author’s  private  preserve.  An  article 
on  descriptive  psychiatry  is  likely  to  attract 
other  “descriptive”  psychiatrists  who  are 
less  interested  in  dynamic  psychiatry.  In 
this  way  the  article  remains  untouched  by 
discussion. 

Actually  a discussant  is,  most  of  the  time, 
kind,  gentle,  and  laudatory.  At  a meeting 
in  a foreign  country  an  important  psychia- 
trist was  invited  to  discuss  a report  of  a 
local  author.  When  it  was  over,  I heard  him 
say  that  night  at  dinner:  “Frankly,  I was 
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looking  for  something  in  the  paper  that  I 
could  praise,  but  I couldn’t  find  anything. 
It  was  a poor  paper.  What  I did  then  was 
to  mention  the  title  of  the  paper  at  the  be- 
ginning and  then  proceed  to  give  a paper  of 
my  own.”  After  all,  there  are  only  three 
ways  to  discuss  an  article:  (1)  to  follow 

what  the  author  is  trying  to  say  and  evalu- 
ate it  critically;  (2)  to  emphasize  what  the 
author  did  not  say  and  try  to  fill  in  the 
“gaps”;  and  (3)  to  do  what  the  important 
psychiatrist  did,  give  a report  of  your  own. 

Only  once  did  I witness  a discussant 
fiercely  attack  both  the  article  and  the  au- 
thor. But  this  could  have  been  foreseen. 
Both  author  and  discussant  had  diametri- 
cally opposing  views  on  a particular  subject 
in  psychiatry  and  had  been  openly  feuding 
for  some  time.  No  one  expected,  however, 
the  brutal  attack  he  made  on  the  author. 
The  confrontation  should  not  have  been 
allowed.  However,  once  it  took  place,  the 
author  still  came  out  ahead.  The  discussant 
lost  because  of  the  indecent  way  in  which  he 
made  his  attack.  All  the  author  had  to  do 
was  to  keep  cool  and  make  polite  comments 
at  closing.  What  authors  tend  to  forget  is 
that  they  do  have  the  last  word  and  can 
effectively  reply  to  the  discussants’  com- 
ments. The  whole  performance  reminds  me 
of  the  American  judicial  system  in  which 
both  sides  argue  their  cases  trying  to  con- 
vince the  jury  that  each  side  is  right.  There 
are  differences,  however.  At  a scientific 
meeting  there  is  no  verdict,  and  every  so 
often  the  audience  (the  jury)  may  get  into 
the  act,  too,  by  asking  embarrassing  ques- 
tions and  making  pertinent  and  pointed 
comments. 

Guidelines 

I realize  that  I have  been  trying  to  soothe 
the  authors  in  an  attempt  to  convince  them 
that  they  need  not  fear  the  barbed  com- 
ments of  their  discussants.  But  this  is  be- 
ing rational,  and  there  is  nothing  rational 
about  the  fears  of  those  who  write  scien- 
tific articles.  They  invest  much  pride  in 
their  work  and  imagine  that  the  product 
which  consumed  their  time  and  effort  will 
change  the  course  of  science  and  humanity. 
If  any  of  them  ever  read  these  lines,  they 
may  smile  and  agree  that  perhaps  there  is 
nothing  to  fear.  However,  as  soon  as  they 
have  finished  their  next  report  and  as  soon 


as  they  find  out  the  name  of  the  discussant, 
they  will  again  feel  threatened  to  the  depth 
of  their  existence  and  try  to  find  ways  to 
defeat  their  discussants.  To  those,  I would 
suggest  the  following  guidelines: 

1.  Do  not  leave  anything  to  chance.  Know 
your  opponent  as  well  as  you  can.  Find  out 
what  his  “Achilles’  heel”  is  and  strike 
swiftly  and  effectively. 

2.  Remember,  this  is  psychologic  warfare, 
and  to  win  you  must  impress  him  with  how 
important  you  are  and  how  small  and  in- 
significant he  is.  If  necessary,  hire  a public 
relations  man  to  promote  your  image  before 
he  has  a chance  to  write  his  discussion. 

3.  Start  sending  him  notes,  possibly  at 
weekly  intervals,  implying  that  your  article 
is  going  to  be  so  great  that  he  could  not 
possibly  do  justice  to  it  with  his  discussion. 
The  following  samples  could  be  used : “Your 
reputation  in  the  field  is  excellent,  but  what 
could  you  say  about  my  great  research 
project  in  the  alloted  three  minutes?”  Or 
you  may  choose:  “I  have  been  thinking  of 
an  excellent  approach  to  your  discussion 
from  the  point  of  view  of  acupuncture,  the 
Egyptian  world  structure,  or  the  humoral 
theory  of  the  Middle  Ages”  (choose  one). 

4.  Do  not  send  him  your  article,  no  matter 
what  happens.  Remember,  your  case  is  best 
served  when  he  has  no  material  to  discuss 
and,  therefore,  cannot  attack  you. 

5.  If  you  cannot  escape  sending  him  your 
article,  adopt  delaying  tactics.  If  your  dis- 
cussant is  an  anxious  physician,  pacify  him 
with  lies  and  anodynes  (no  lie  is  too  base; 
remember,  your  life  depends  on  it).  You 
can  tell  him  that  the  article  was  lost  in  the 
mail;  that  your  typist  broke  her  right  arm, 
make  sure  she  is  not  left-handed;  or  that 
your  ideas  have  not  yet  been  crystallized 
sufficiently  for  you  to  be  able  to  write  the 
article.  When  he  insists  that  time  is  getting 
short,  you  can  tell  him  that  eminent  people 
do  not  have  to  write  discussions.  From  the 
title,  they  can  extemporaneously  discuss  the 
article.  You  can  also  say  that  in  all  your 
experience  of  writing  articles  you  never  had 
a discussant  who  was  so  insecure  as  to  want 
to  read  the  text  of  the  article  before  the 
meeting.  After  all,  the  article  is  to  be  pre- 
sented on  the  second  day  of  the  meeting. 

6.  If  the  discussant  has  the  gall  to  notify 
the  chairman  of  the  program  committee 
who,  in  turn,  sends  you  a reminder  that 
your  article  is  overdue,  you  can  say  that  you 
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did  not  receive  the  information  on  when  the 
report  was  due  to  reach  the  discussant.  Of 
course,  you  will  send  your  article  immedi- 
ately by  air-mail,  registered  mail,  and  spe- 
cial delivery.  By  then  it  will  be  the  day 
before  the  meeting  opens,  and  with  some 
luck  your  discussant  will  have  left  for  the 
convention.  When  you  later  meet  him  you 
can  say:  “You  see,  I told  you  that  you 

would  receive  the  paper  on  time!”  When  he 
replies  that  he  has  not  received  it,  you  are 
covered  because  you  have  the  mail  registry 
receipt. 

7.  One  more  way  in  which  to  thwart  your 
discussant’s  nefarious  attempts  to  discuss 
your  article  comes  when  you  finally  must 
send  him  the  article:  make  sure  the  crucial 
pages  are  missing.  You  can  always  blame  it 
on  one  of  your  children  who  had  been  in  a 
mischievous  mood  that  day. 

8.  If  you  happen  to  meet  your  discussant 
before  your  report  is  read,  do  not  acknowl- 
edge that  you  recognize  him.  If  you  are  in- 
troduced to  him  by  a friend,  nod  your  head 


perfunctorily  and  turn  away.  He  must  not, 
at  any  time,  feel  that  he  is  on  a level  with 
you.  He  is  only  a discussant,  and  discus- 
sants must  be  kept  in  their  place. 

9.  So  long  as  you  remember  that  you  hold 
the  future  of  science  and  humanity  in  your 
hands,  you  will  be  ruthless  in  defeating  the 
discussant’s  efforts  to  discuss  your  report 
which  would  endanger  what  you  have 
worked  so  hard  for  all  your  life.  Remember, 
the  end  justifies  the  means. 

10.  Under  certain  circumstances,  you  may 
want  to  try  “one-upmanship”  to  disconcert 
your  discussant  by  sending  him  your  article 
well  in  advance.  If  you  do  this,  you  are  tak- 
ing a chance;  your  discussant  may  be  a 
“well-analyzed”  person  on  whom  this  gambit 
may  not  have  the  slightest  effect.  He  may 
think  this  is  a straight-forward  action  on 
your  part  and  proceed  to  attack  you  merci- 
lessly. 

1100  Park  Avenue 
New  York  City  10028 
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I HE  USE  of  THE  military  by  the  govern- 
ment to  sustain  and  prosecute  policy,  either 
in  domestic  affairs  or  among  the  interna- 
tional commonwealth  of  nations,  is  never 
wholly  popular  among  the  citizenry.  Most 
people  respond,  as  did  Stephen  Decatur: 
“Our  country  . . . may  she  always  be  in  the 
right ! but  our  country,  right  or  wrong.” 
But  this  kind  of  blind  patriotism  is  impos- 
sible for  the  concerned  man  who  sincerely 
disagrees  with  that  policy  and  or  the  use  of 
military  power  to  secure  it.  He  must,  in 
true  democratic  tradition,  challenge  the  gov- 
ernment with  dissident  opinion  either  within 
the  framework  of  law  or  without  in  civil 
disobedience.  It  is  the  measure  of  the  man, 
of  his  courage  and  conviction,  whether  in 
his  dissent  he  chooses  loyal  opposition  or 
sedition. 

For  David  Camden  DeLeon,  M.D.,  surgeon 
and  major  in  the  U.S.  Army,  the  accession 
of  Abraham  Lincoln  to  the  presidency  and 
the  threatened  secession  of  his  native  state. 
South  Carolina,  from  the  Union  presented 
such  a choice.  He  agonized  his  thoughts  in 
a letter  to  his  brother. 

Treason  and  patriotism  are  next  door 
neighbors,  and  only  accident  makes  you  strike 
the  right  knocker.  Revolution  is  treason  even 
if  right,  if  unsuccessful.  . . A Southern 
Confederacy  seeming  as  near  a fixed  fact  as 
human  foresight  can  dive  into  the  future. 
The  wire  pullers  have  fixed  their  line  so  that 
electricity  has  been  infused  into  the  masses. 
Interest  has  been  superseded  by  pseudo- 
patriotism and  they  do  not  count  the  pe- 


cuniary loss.  The  loss  of  country  or  the 
status  we  will  occupy  as  separate  Confedera- 
cies; love  of  country  is  merged  into  unnatural 
hate  of  section.  This  is  a common  sense 
view.  I have  loved  my  country.  I have 
fought  under  its  flag  and  every  star  and 
stripe  is  dear  to  me.  I can  forgive  and  for- 
get. But  I am  still  convinced  that  no  man 
can  be  a patriot  who  is  afraid  of  being  a 
traitor.1 

Family  background 

The  DeLeons  were  marrano  Jews.  Orig- 
inally from  Leon,  Spain,  they  had  fled  the 
Old  World  during  the  waves  of  religious 
persecution  to  settle  in  the  New.  Abraham 
DeLeon  had  come  to  the  colonies  by  way  of 
Portugal  and  the  West  Indies  to  Georgia 
about  1733.  His  son  Jacob  lived  in  Charles- 
ton, South  Carolina,  where  he  was  a member 
of  the  Congregation  Beth  Elohim  and  a 
Freemason.  Of  Jacob’s  children,  Abraham 
was  a physician,  a graduate  of  the  medical 
department  of  the  University  of  Pennsyl- 
vania ; he  served  in  the  Army  as  a hospital 
surgeon’s  mate  during  the  War  of  1812. 
Jacob’s  other  son,  Mordecai  Hendricks,  was 
also  a physician,  who  operated  a hospital  in 
Columbia,  “containing  six  wards  for  sick 
Negroes;  his  charge  of  $8.50  per  week  in- 
cluded medical  attendance,  medicine,  board, 
nursing,  etc.,  but  surgical  operations  were 
extra.” 2 In  addition,  he  instructed  stu- 
dents, and  was  one  of  the  original  collabor- 
ators on  Eli  Geddings’  Baltimore  Medical 
and  Surgical  Journal  and  Review.  In  later 
years,  he  served  as  regent  of  the  State  Hos- 
pital for  the  Insane  and  intendant  of  the 
city  of  Columbia.  He  married  Rebecca  Lo- 
pez y Nunez  and  had  six  children.  The  two 
younger  boys  achieved  some  renown  during 
the  late  nineteenth  century.  Edwin  DeLeon 
resigned  his  commission  as  consul  general 
of  the  United  States  to  Egypt  to  become 
diplomatic  agent  and  propagandist  for  the 
Confederate  States  in  Europe;  following  the 
war,  he  wrote  extensively  of  his  experiences 
and  observations  in  The  Khedive’s  Egypt. 
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FIGURE  1.  From  portrait  of  David  Camden  De- 
Leon by  Solomon  Nunes  Carvalho,  1847,  in 
Jewish  Museum,  New  York  City.  Carvalho, 
originally  from  Charleston,  South  Carolina,  lived 
in  Philadelphia  during  DeLeon’s  medical  school 
days;  in  1853  was  official  photographer  accom- 
panying John  C.  Fremont  on  his  explorations  of 
American  west. 


Thomas  Cooper  DeLeon  was  a journalist, 
the  editor  of  the  Mobile,  Alabama,  Register, 
novelist,  and  playwright;  his  farce-travesty, 
Hamlet,  ye  dismal  prince,  was  the  first 
American  play  to  run  for  more  than  100 
performances  in  the  New  York  City  theater 
district. 

Service  in  the  United  States  Army 

The  eldest  child  of  this  marriage  was 
David  Camden  DeLeon,  who  was  born  in 
Camden,  South  Carolina,  in  1816  (Fig.  1). 
DeLeon  received  his  undergraduate  degree 
from  the  South  Carolina  College  in  1833  and 
his  medical  degree  from  the  University  of 
Pennsylvania  in  1836.  “I  (have)  attended 
an  extra  Course  and  visited  the  Hospitals 
at  Philadelphia  (in)  the  succeeding  winter 
and  spring  . . . since  which  time  I have 


practiced  my  profession  at  this  place,”  Co- 
lumbia, South  Carolina.3  He  applied  for  a 
commission  in  the  medical  corps  of  the  U.S. 
Army  and  was  appointed  assistant  surgeon 
August  21,  1838.  He  was  immediately 
posted  to  Florida  where  Federal  troops  and 
the  Seminole  Indians  were  engaged  in  spo- 
radic conflict,  and  here,  at  various  forts, 
served  three  years. 

The  duties  of  an  Army  surgeon  in  Florida 
allowed  of  no  relaxation,  either  in  winter  or 
summer,  night  or  day.  His  post  was  always 
that  of  danger,  too;  during  winter,  in  the 
fields  sharing  alike  with  all  his  brother  of- 
ficers their  fatigues,  privations,  and  perils. 
In  summer  while  his  fellow  campaigners  were 
resting  from  their  past  toils  and  dangers,  in 
anticipation  of  new  ones  the  coming  winter 
. . . following  in  beauty’s  train,  and  indulging 
in  the  softer  luxuries  of  the  heart;  he  was 
pressing  the  pulse  of  languid  sickness  and 
breathing  the  pestiferous  exhalations  of 
crowded  hospitals,  in  some  unhealthy 
“Ultima  Thule”  of  the  wilderness.  He  had 
but  one  consolation,  the  consciousness  of  do- 
ing good.  This  alone  supported  him  through 
such  continued  hardships;  and  he  was  always 
eager  to  encounter  any  danger  which  the 
glory  of  his  profession  required  of  him.  The 
Army  Surgeon  has  been  truly  called  the 
soldier’s  peculiar  friend,  “Who  cheers  him  in 
camp,  in  marches  lead,  / And  with  him  in  the 
battles  bleed.”4 

On  duty  with  the  sixth  infantry  in  the 
field  west  of  the  Suwannee  River,  DeLeon 
contracted  bilious  fever  in  the  autumn  of 
1840  and  was  compelled  to  take  extensive 
sick  leave.  He  wrote  the  Surgeon  General, 
that 

. . . my  medical  advisers  have  all  urged  me 
most  strenuously  not  to  return  to  Florida 
both  on  account  of  the  climate  and  the  ex- 
posure incidental  to  the  Service;  stating  it 
is  their  opinion  that  the  liver  being  affected 
is  the  cause  of  the  severe  night  sweats,  diar- 
rhea, and  other  symptoms  of  the  disease 
which  yet  remain.5 

He  was,  however,  reassigned  to  Florida  in 
November  but  suffered  a relapse  of  his  ill- 
ness the  following  spring  necessitating  his 
transfer.  Between  June,  1842,  and  August, 
1845,  he  served  at  Fort  Pike,  Louisiana; 
Fort  Moultrie,  Savannah,  Georgia;  and 
Philadelphia.  He  was  then  sent  to  the  west- 
ern frontier,  based  principally  at  Corpus 
Christi,  but  he  is  reported  to  have  been  one 
of  two  physicians  in  Sante  Fe  in  1846.6 

At  the  outbreak  of  the  Mexican  War,  ac- 
cording to  a biographic  sketch  in  a collec- 
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tion  of  his  brother  Edwin’s  papers,  DeLeon 
served  with  “General  Zachary  Taylor’s  army 
at  Matamoras,  and  was  in  every  battle  in 
the  Rio  Grande  and  up  to  the  siege  of 
Vera  Cruz.  There  he  was  transferred  to 
General  (Winfield)  Scott’s  army.”7  At  the 
penultimate  battles  of  the  war  leading  to  the 
capture  of  Mexico  City,  DeLeon  was  serving 
with  the  eighth  infantry,  second  brigade, 
first  (General  William  J.  Worth’s)  division. 
At  the  taking  of  Molina  del  Rey  and  Chapul- 
tepec,  this  unit  was  in  the  forefront  storm- 
ing the  ancient  castles  which  served  as 
military  defense  bastions. 

After  Mexico  City  was  taken,  DeLeon  was 
assigned  to  escort  a wounded  infantry  officer 
to  his  home  in  Albany,  New  York.  He  then 
reported  in  person  to  the  Surgeon  General 
in  Washington  and  after  a leave  of  absence 
was  assigned  to  Fort  Columbus  in  New 
York  harbor.  During  a four-month  tour 
there,  he  served  on  a medical  board  to  “in- 
spect such  recruits  as  may  be  presented  by 
the  Surgeon,  as  defective  or  unfit  for  serv- 
ice.”8 Of  the  22  men  rejected  for  medical 
causes,  6 had  diverse  orthopedic  injuries 
suffered  before  induction;  3 had  hemor- 
rhoids; 2 each  had  phthisis  pulmonalis  and 
near-sightedness;  the  remainder  were  re- 
jected for  being  “idiotic,”  “dropsical,”  “old 
and  infirm  (sixty-two  years  old  he  says),” 
or  for  having  “scirrhus  testis  and  hydro- 
cele.” “secondary  syphilis  of  longstanding,” 
a “scrofulous  affectation  of  the  right  knee 
joint,”  “epilepsy,”  “chronic  rheumatism,” 
or  “chronic  hepatitis.” 

He  was  transferred  to  Fort  Moultrie  in 
November,  1848,  but  immediately  requested 
a transfer  to  better  installation  noting  his 
seniority  in  the  service.  He  was  then  or- 
dered to  report  before  an  Army  Medical 
Board  in  New  York.  In  the  records  of  the 
Office  of  the  Adjutant  General  a question 
sheet  is  preserved  which  may  have  been 
part  of  that  examination  (Fig.  2). 9 DeLeon 
was  then  sent  to  Fort  Preble,  Maine,  where 
he  served  two  years  before  being  ordered  in 
the  late  spring  of  1853  to  accompany  a troop 
of  new  recruits  from  the  Carlisle  Barracks 
in  Philadelphia  to  Sante  Fe. 

Various  sources  record  his  activities  on 
the  western  frontier.  In  August,  1854,  he 
dressed  a wound  for  Francis  X.  Aubrey 
who  later  died  of  his  injuries  suffered  in  a 
gunfight  in  Sante  Fe.10  In  April,  1855,  he 
was  appointed  medical  purveyor  for  the  dis- 


trict of  Sante  Fe.  In  September,  1855, 
Charles  E.  Whilden11  of  Charlestown,  a civil- 
ian clerk  in  the  Army  Commissary  Depart- 
ment, wrote  his  brother  that  he  had  been 
given  a dinner  by  Dr.  DeLeon  “at  the 
Officer’s  quarters  . . . We  had  a good  time.” 
In  June,  1856,  James  A.  Bennett,12  a dra- 
goon, was  wounded  escaping  from  hostile 
Indians  and  went  into  the  hospital  in  Al- 
buquerque under  DeLeon’s  care.  In  Aug- 
gust,  1856,  DeLeon  was  promoted  to  sur- 
geon and  given  the  rank  of  major.  In  Feb- 
ruary, 1859,  he  applied  for  reassignment: 

I request  being  ordered  to  Washington  as 
after  six  years  absence,  I would  like  to  see 
my  family  and  friends  before  being  assigned 
to  another  post.'3 

He  was  ordered  to  New  York  and  reached 
the  city  four  months  later  after  having 
“been  delayed  until  this  time  by  Indians  on 
the  route;  having  to  return  after  being  on 
the  road,  the  mail  requiring  an  escort.”14 
He  went  to  Washington  where  Jefferson 
Davis15  reported  to  Edwin  DeLeon  that 
“your  brother  is  here  looking  quite  well 
though  somewhat  browner  for  his  residence 
in  New  Mexico.” 

Before  being  reassigned,  DeLeon  was 
granted  an  extended  leave  of  absence  which 
opportunity  he  took  to  visit  his  brother,  who 
was  then  serving  as  consul  general  in  Egypt, 
and  to  tour  the  European  continent. 

The  storm  clouds  of  secession  were  gather- 
ing, but  DeLeon  seems  to  have  tried  to  ig- 
nore them  in  the  delights  of  foreign  explora- 
tion. He  visited  Paris,  the  Near  East,  in- 
cluding Jerusalem,  Constantinople,  and  took 
the  packet  up  the  Danube  River.  It  was  a 
hectic  tour,  and  by  August,  1860,  he  could 
write  his  brother : 

All  the  time  I was  in  the  East  I suffered 
from  an  unaccountable  mental  depression 
foreign  to  my  naturally  sanguine  tempera- 
ment. I attribute  it  to  the  effect  of  the  Cli- 
mate and  think  that  my  namesake  Old  King 
David  who  was  a bad  man  as  well  as  myself 
and  occasionally  was  guilty  of  much  indiscre- 
tion must  have  suffered  in  a similar  way 
when  he  gave  birth  to  some  of  his  lugubrious 
messages.  As  soon  as  I sniffed  the  pure  air 
of  the  Danube,  all  my  elasticity,  physical  as 
well  as  mental,  returned,  and  I could  eat  and 
sleep  with  the  gayest.10 

He  cut  his  tour  short  to  return  to  the 
States.  The  imminent  secession  of  South 
Carolina  filled  him  with  alarm  and  regret. 
He  wrote  to  his  brother  again : 
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FIGURE  2.  Question  sheet  asks:  "State  briefly  in  writing  the  symptoms,  causes,  pathology  and 

treatment  of  acute  peritonitis — and  write  in  form  for  the  apothecary  a prescription  for  camphor  julap — 
and  chalk  mixture  for  diarrhea,”  and  is  answered  in  part:  "Symptoms.  . . quick  irritable  pulse,  pain 

in  the  abdomen,  and  frequently  vomiting,  costiveness.  Pathology  inflammation  peritoneum.  Treat- 
ment blood  letting,  and  purgatives,  and  antiphlogistic  regimen.”" 
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FIGURE  3.  Voucher  and  receipt  for  DeLeon's  first  payment  as  surgeon  in  Confederate  States 
at  $198  monthly.  Voucher  is  for  slightly  more  than  one  month’s  service.’7 


Army, 


If  time  conies  when  war  is  inevitable,  al- 
though I ask  or  promise  nothing  to  my  sec- 
tion, I know  my  sides,  and  they  will  find  the 
difference  between  howling  demagogues  and 
the  men  of  action.  As  long  as  I hold  the 
commission  I do,  I make  no  promises.  But 
when  a Southern  Confederacy  is  acknowl- 
edged or  inaugurated,  then  I shall  take  my 
stand.  I expect  nothing  of  South  Carolina. 
She  has  never  taken  care  of  her  sons.  . . If  I 
join  a Southern  Confederacy,  I will  love  it 
with  the  same  ardor  as  I have  our  old  com- 
mon country,  never  knowing  a section.  I will 
love  it  with  a soldier’s  love,  not  a politi- 
cian’s.”1 

He  signed  the  letter  “Pendennis”  in  obvious 
relationship  to  the  protagonist  in  Thack- 
eray’s novel  of  that  title  who  wavered  be- 
tween the  virtue  of  the  good  life  and  the 
evil  of  worldly  selfishness. 

Service  in  Confederate  army 

One  month  later,  in  February,  1861,  he 
resigned  his  commission  from  the  U.S.  Army 
and  cast  his  lot  with  the  Confederacy.  He 
was  appointed  surgeon  and  salaried  at  the 
sum  of  $198  monthly  (Fig.  3). 17  On  the 
constitution  of  the  rebel  government  at 
Montgomery,  he  was  designated  chief  of  the 
medical  staff  (medical  director)  and  pur- 
veyor of  medical  stores  first  of  forces  com- 
manded by  General  Braxton  Bragg,  head- 


quartered at  Pensacola,  Florida,  and  then 
under  the  authority  of  the  Department  of 
Louisiana.  In  April  he  corresponded  with 
the  Confederate  Secretary  of  War  about  se- 
curing captured  Federal  medical  stores  in 
the  state  of  Louisiana  and  about  the  medical 
staffing  of  several  of  the  newly  acquired 
forts  guarding  the  Mississippi  River  access 
to  New  Orleans.18  Shortly  thereafter,  on 
May  6,  1861,  he  was  chosen  to  organize  the 
medical  department  of  the  Confederacy. 
But  “his  occupancy  of  the  Surgeon  General’s 
office,  consisting  of  only  one  room  at  that 
time,  was  of  brief  duration.”19  Some  six 
weeks  after  his  appointment,  he  was  relieved 
so  that  Samuel  Preston  Moore,  who  had  out- 
ranked him  in  the  Federal  army,  could  take 
charge. 

The  destruction  of  records  of  the  Medical 
Corps  of  the  Confederate  States  Army  in  the 
purposeful  burning  of  Richmond  at  the  end 
of  the  Avar  complicates  the  following  of  De- 
Leon’s career  in  the  rebel  gray.  It  is  certain 
that  during  his  brief  tenure  as  Surgeon 
General,  he  sat  on  a committee  to  prescribe 
the  uniform  for  Confederate  forces;  thus 

A board  was  ordered  to  pass  upon  the  pre- 
liminary design  for  a service  uniform.  It 
consisted  of  Colonel  [A.  C.]  Myers  [quarter- 
master general],  Colonel  George  Deas  of  the 
adjutant  general’s  department  . . . Surgeon 
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D.  C.  DeLeon,  acting  surgeon  general,  Colo- 
nel Tom  Taylor  of  Kentucky,  another  volun- 
teer, with  Pierce  M.  B.  Young  then  fresh 
from  West  Point  and  three  years  later  a ma- 
jor general  as  recorder.  The  French  model 
for  chasseurs-a-pied  was  adopted  and  slightly 
changed,  was  used  thereafter.20 

DeLeon  was  then  assigned  as  medical  di- 
rector of  and  purveyor  to  forces  commanded 
by  General  Benjamin  Huger  centered  at 
Norfolk,  Virginia.  On  June  3,  1862,  he  was 
reassigned  as  medical  director  of  the  army 
of  northern  Virginia,  by  order  of  Robert  E. 
Lee,  and  served  during  the  campaigns  and 
actions  known  as  the  Seven  Days’  Battle. 
On  his  notification  that  he  was  relieved  of 
duty  within  the  month  of  his  appointment, 
he  tendered  his  resignation  from  the  Con- 
federate army,  and  this  was  accepted  Au- 
gust 1,  1862. 

Later  life 

Thereafter,  it  is  said  he  saw  service  with 
Generals  John  Bankhead  Magruder  and  E. 
Kirby  Smith  in  the  Department  of  Texas. 
With  the  defeat  of  the  Confederacy  DeLeon 
accompanied  some  of  the  rebel  officers  to 
Mexico.  Here,  he  was  allegedly  offered  a 
post  in  the  French  expeditionary  army  of 
Marshal  Aehille  Bazaine,  then  in  the  process 
of  attempting  unsuccessfully  to  shore  up  the 
imposed  government  of  Emperor  Maximil- 
ian. This,  he  refused,  and  within  a year  of 
the  end  of  the  war,  returned  to  New  Mexico 
to  settle.  In  obscurity  for  the  last  six  years 
of  his  life,  he  practiced  medicine  in  Sante 
Fe,  occupying  his  time  in  planting  and  gar- 
dening; and  in  “his  favorite  amusement  . . . 
to  break  in  the  wild  mustangs.”21 

He  could  not  apparently  bring  himself  to 
come  back  to  the  reunited  states  and  never 
again  visited  his  home  or  family.  At  his 
death  he  was  mourned  by  his  brother 
Edwin : 

He  was  my  friend  and  true  Brother  for 
many  years,  and,  until  the  last  even  in  the 
days  of  his  life,  felt  in  his  heart  the  same 
love  for  me  that  I did  for  him.  I am  already 
reconciled  to  his  death,  for  my  reason  tells 
me  it  is  best  for  him  and  for  those  who  love 
him,  that  his  life  in  death  should  cease.  God 
be  merciful  to  him  for  if  he  sinned,  he  suf- 
fered more  than  far  worse  men  and  the 
atonement  made  was  heavy  indeed.  I shall 
not  fret.  . . I feel  it  is  a deliverance  to  him. 

The  blow  was  dealt  in  Mercy,  and  pro- 
longation of  his  life  would  only  have  been 
prolongation  of  suffering.22 


These  biographic  data  leave  many  ques- 
tions. Why  did  DeLeon  resign  from  the 
Confederate  Army  in  the  middle  of  the 
war  and  flee  to  the  South  to  serve,  unoffi- 
cially, the  rebel  cause?  Was  he  forced  to 
leave?  Did  his  attitude  and  conviction  make 
his  continued  presence  in  the  army  of 
northern  Virginia  untenable?  Was  he  dis- 
gruntled with  and  disappointed  in  the  official 
conduct  of  the  war?  These  questions  and 
others  must,  perforce  in  the  absence  of  ad- 
ditional letters  and  documents,  go  unan- 
swered. 

“No  man  can  be  a patriot  who  is  afraid  of 
being  a traitor,”  DeLeon  had  written.  But 
was  it  patriotism  to  support  slavery  and  se- 
cession rather  than  the  preservation  of  the 
Union  and  its  ideals  of  freedom?  For  De- 
Leon, as  for  others  more  notable  in  the  pub- 
lic service,  the  rending  of  the  Union  and 
their  election  to  follow  the  Confederate  cause 
was  a fateful  error.  Although  it  meant  the 
maintenance  of  his  private  honor  and  con- 
science, it  became  public  treason  and  per- 
sonal tragedy  haunting  him,  darkening  and 
defacing  his  ordinarily  noble  and  generous 
nature  in  his  later  days.22 

Yet,  it  was  an  irrevocable  decision,  for  he 
spent  his  remaining  years  in  self-imposed 
exile,  in  a frontier  town  far-removed  from 
his  family,  his  friends,  and  the  society  he 
had  actively  wanted  to  belong  to.  He  never 
married.  His  death  came  in  Sante  Fe  on 
September  3,  1872  at  the  age  of  fifty-nine. 

...  at  2 o’clock  in  the  Sister’s  Hospital  at 
this  place.  The  funeral  took  place  at  4 
o’clock  this  afternoon.  Dr.  DeLeon  came  to 
this  country  over  twenty  years  ago  in  the 
capacity  of  U.S.  Army  Surgeon.  At  the 
breaking  out  of  the  rebellion  he  left  the  U.S. 
Service  and  entered  the  confederate  army. 
It  is  said  that  but  for  this  great  mistake  of 
his  life,  he  would  very  probably  have  arisen 
to  the  dignity  of  Surgeon  General  of  the 
armies  of  the  United  States.  . . so  pre-emi- 
nent were  his  natural  abilities  and  so  dis- 
tinguished was  he  as  a proficient  in  his  pro- 
fession.23 

But  those  abilities  and  the  promise  of 
proficiency  were  never  realized.  The 
achievements  of  David  Camden  DeLeon  are 
not  recognized.  His  services  to  the  United 
States  and  Confederate  armies  go  unremem- 
bered. His  profession  and  his  country  have 
all  but  forgotten  him.  The  final  epitaph 
confirms  a deeper  tragedy  than  mere  dis- 
illusionment over  a promising  career  denied : 
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The  funeral  of  Dr.  DeLeon  yesterday 
afternoon  was  attended  by  a number  of  citi- 
zens, and  many  more  would  have  gone  if  the 
weather  had  not  been  so  wet  and  disagree- 
able.* 

“Yet,”  as  his  brother  wrote  in  memoriam, 
“if  at  some  future  and  happier  day,  the  full 
history  of  that  struggle  shall  be  written  out 
in  full,  and  each  man  shall  have  his  true 
place  assigned  him  independently  of  the 
political  or  military  glitter  which  have  daz- 
zled the  public  eye — on  the  muster  role  of 
Southern  Patriots,  during  or  since  the  war 
— the  name  of  David  Camden  DeLeon  must 
find  a conspicuous  place.”21 
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The  kidney  produces  about  an  ounce  of  urine 
over  a two-hour  period.  This  is  not  a lot, 
admits  the  researcher,  but  it  is  of  good  quality. 

In  a similar  experiment  recently  conducted 
at  the  Cleveland  Clinic,  researchers  removed 
and  preserved  unfrozen  kidneys  for  twenty-four 
hours  before  reimplantation.  They  found  that 
the  reimplanted  kidney  soon  regained  func- 
tion comparable  to  the  remaining  kidney  with 
no  detrimental  effects  on  the  health  of  the 
animal. 

The  Society  added  that  if  the  process  could 
be  perfected  for  adaptation  to  human  beings 
and  further  applied  to  other  vital  organs  and 
tissue,  it  would  be  a key  factor  in  the  develop- 
ment of  organ  banks  on  which  surgeons  can 
depend  for  replacement  of  damaged  or  diseased 
body  parts. 
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Letters  to  the  Editor 


wr 


Cysts  of  the  retina 

To  the  Editor:  Cysts  of  the  retina  are  lesions 
infrequently  reported  which  usually  are  in- 
significant with  regard  to  sight  or  general 
health.'  • When  they  occur  in  a group  of 
visitors  and  business  people  returned  from 
overseas,  they  excite  some  interest  as  to  the 
possible  ecology  of  the  occurrence. 

In  the  course  of  examining  approximately 
1,000  men  at  the  Life  Extension  Institute,  10 
cases  of  cysts  of  the  retina  were  uncovered  at 
random  in  a six-month  period.  These  cysts 
appear  to  be  unrelated  to  other  disease  dis- 
covered on  general  routine  examinations,  with 
the  possible  exception  of  8 of  the  10  men  who 
had  lived  abroad,  usually  in  the  Nassau  or 
Mediterranean  areas.  One  patient  was  a 
Hindu  from  India  and  another  had  visited 
India.  The  strong  relationship  to  living  abroad 
suggests  infection  as  a basis,  but  none  can  be 
proved. 


The  cysts  were  solitary,  located  in  either 
right  or  left  retina  far  lateral  to  the  disk,  and 
1 to  2 mm.  in  size.  Ophthalmoscopic  examina- 
tion showed  few  of  the  cysts  had  a red  halo  or 
margin;  they  were  clear  and  thin-walled. 
There  were  no  subjective  deficiencies  in  vision 
reported. 

It  is  hoped  that  this  report  may  stimulate 
some  interest  in  what  may  be  a “not-so-benign” 
lesion. 

Howard  S.  Zucker,  M.D. 

302  Avenue  N 
Brooklyn,  New  York  11230 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others, 
from  the  Film  Library  of  the  State  of  New  York  Department  of  Health * 


To  Plan  Your  Family.  Sound,  color  16  mm., 
fourteen  minutes. 

The  film  describes  a woman’s  reproductive 
system  and  the  most  common  methods  of  con- 
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cation: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman:  Wil- 
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M.D.,  Albany. 


traception,  stressing  the  pill,  and  the  intra- 
uterine device.  Side  effects  and  irrational 
fears  are  discussed.  The  animation  and  the 
interviews  with  women  using  contraceptives 
are  geared  to  be  understood  by  persons  with 
all  levels  of  education.  Particularly  useful  in 
clinics. 

Source  and  producer:  Churchill  Films,  662 

North  Robertson  Boulevard,  Los  Angeles,  Cali- 
fornia 90069. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $25,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % NYSJM. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING 
in  internal  medicine.  Staff  membership  available  in  42- 
bed  general  hospital  currently  expanding.  Income 
guarantee  negotiable  along  with  opportunity  to  take  over 
established  practice  of  retiring  physician.  Community 
Hospital,  Stamford,  N.Y.  12167.  (607)  652-7312. 


CHIEF  OF  HOME  CARE  PROGRAM  FOR  1,000  BED 
Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a major 
division  of  Mount  Sinai  School  of  Medicine.  Home  Care 
Program,  one  of  the  largest  in  the  country;  Aim  to  estab- 
lish Dept,  of  Community  Medicine  with  more  diversified 
community  services  & to  be  utilized  for  teaching  students 
& house  staff.  Salary,  fringe  benefits  depending  on  pro- 
fessorial rank.  Address  all  inquiries  to  S.  G.  Seckler,  M.D., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services, 
City  Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y. 11373. 


FAMILY  PHYSICIAN  NEEDED  IMMEDIATELY. 
Please  do  not  let  this  opportunity  pass.  Call  collect 
(607)  674-4091  to  Sherburne,  N.Y.  (Chenango  Co., 
Central  N.Y.). 


CARDIOLOGIST,  FULL  TIME  FACULTY  FOR  1,000 
bed  Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a 
major  division  of  Mount  Sinai  School  of  Medicine.  To 
function  as  Associate  Chief  of  Cardiology  Service  presently 
undergoing  modem  expansion,  oriented  towards  patient 
care,  teaching  & research.  Salary,  fringe  benefits  & 
academic  rank  depending  on  qualifications.  Address  all 
inquiries  to  S.  G.  Seckler,  M.D.,  Chief,  Dept,  of  Medicine, 
Mount  Sinai  Hospital  Services,  City  Hospital  Center  at 
Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  11373. 


PHYSICIAN— MOUNT  SINAI-CITY  HOSPITAL  CEN- 
ter  at  Elmhurst.  1,000  bed  municipal  hospital.  Major 
division  of  Mount  Sinai  School  of  Medicine.  In  need  of 
half  time  or  full  time  physician  (preferably  internist)  to 
direct  large  outpatient  and  inpatient  Narcotic  Addiction 
Program.  Faculty  appointment.  Salary  & Fringe  bene- 
fits based  on  qualifications.  Address  all  inquiries  to  S.  G. 
Seckler,  M.D.,  Chief,  Dept,  of  Medicine,  Mount  Sinai 
Hospital  Services,  City  Hospital  Center  at  Elmhurst,  79-01 
Broadway,  Elmhurst,  N.Y.  11373. 


CHIEF  OF  GASTROENTEROLOGY  SERVICE  FOR 
1,000  bed  Mount  Sinai-City  Hospital  Center  at  Elmhurst, 
a major  division  of  Mount  Sinai  School  of  Medicine.  To 
direct  program  oriented  towards  patient  care,  teaching  & 
research,  & to  integrate  activities  with  Medical  School  pro- 
gram. Qualifications:  must  be  deserving  of  professorial 

rank.  Salary  & Fringe  benefits  related  to  academic 
appointment.  Address  all  inquiries  to  S.  G.  Seckler,  M.D., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services, 
City  Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y.  11373. 


DIRECTOR  OF  CLINICAL  INVESTIGATION.  NEW 
York  Area.  A well  established  ethical  pharmaceutical 
company  in  the  metropolitan  area  is  seeking  a qualified 
physician  for  the  position  of  Director  of  Clinical  Investiga- 
tion. In  addition  to  being  an  M.D.,  recent  training  or 
background  in  clinical  science  is  required,  preferably,  with 
some  experience  in  new  drug  development.  The  candidate 
will  coordinate  programs  from  initial  clinical  pharmacology 
to  product  release  for  marketing.  A supportive  staff  is 
available.  The  salary  will  be  commensurate  with  the 
candidate's  qualifications  and  the  position.  There  are 
excellent  fringe  benefits.  Interested  candidates  may  write 
in  confidence  for  an  interview  enclosing  curriculum  vitae. 
Box  975,  % NYSJM. 


PHYSICIANS  WANTED — CONT’D 


PHYSICIANS  WANTED:  NEW  YORK  GENERAL 

practitioner  to  join  three  man  G.P.  group.  Fifty  miles  to 
Albany  Medical  Center.  Area  population  50,000;  com- 
munity 8,000.  Foothills  of  Adirondacks;  skiing,  hunting, 
fishing.  Write  or  call:  C.  V.  Latimer,  M.D.,  Hudson 

Falls,  New  York  12839.  Phone:  (518)  747-6485. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  WITH 
New  York  license,  full-time  to  direct  X-ray  services  & 
personnel,  and  assist  in  planning  new  facilities;  com- 
munity hospital  expanding  from  233  to  320  beds.  Present 
chief  retiring  early  1871.  Progressive  hospital  with  new 
active  emergency  suite  located  in  capital  district  of  New 
York  State.  Remuneration  negotiable  with  excellent 
opportunities  and  liberal  fringe  benefits.  Write  Box  973, 
% NYSJM. 


OPHTHALMOLOGIST  WANTED  FOR  ASSOCIATION 
in  Manhattan  (N.Y.C.)  to  join  busy  practice.  Send 
resume  to  Box  977,  % NYSJM. 


IMMEDIATE  OPENING  FOR  SURGEON  AND  GEN- 
eral  practitioner.  Assume  busy  practice  with  modern 
office  space  available  in  private  office  building  adjacent  to 
modem  73  bed,  fully  accredited  general  hospital  in  the 
heart  of  the  Finger  Lakes  in  Western  N.Y.  State  with  ser- 
vice area  of  30,000.  One  surgeon  leaving  area  for  personal 
reasons,  and  another  partially  retired,  leaving  excellent 
potential.  Several  general  practitioners  now  in  late  sixties 
desire  to  reduce  practice.  Offers  fine  opportunities  in 
pediatrics,  Ob/Gyn,  and  family  medicine.  Contact 
Wayne  A.  Manson,  Admin.,  Ira  Davenport  Memorial 
Hospital,  Box  350,  Bath,  N.Y.  (607)  776-2141. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  lead- 
ing to  partnership.  Excellent  opportunity.  Minimum 
starting  salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  976,  % NYSJM. 


PRACTICES  AVAILABLE 


MEDICAL  PRACTICE  AVAILABLE.  LONG  ESTAB- 
lished,  upper  Manhattan,  plus  equipment.  Retiring. 
Call  evenings,  TU  1-0069. 


PRACTICE  AVAILABLE:  NASSAU  COUNTY.  LARGE 
general  practice,  well  established,  in  exclusive  five  towns; 
available  shortly.  Building  with  income  producing 
3-room  apt.  Call  (516)  374-4489. 


MEDICAL  PRACTICES  FOR  SALE.  LET  US  SELL 
your  GP  or  specialty  practice  and  help  you  relocate  any- 
where. For  information  contact  Mr.  Kanarick,  Pro- 
fessional Practice  Sales,  310  Madison  Ave.,  New  York, 
N.Y.  10017.  (212)  697-7566.  Nationwide  clearing  house 

for  selling  Medical  practices.  Also,  consulting  services 
available.  All  inquiries  confidential. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE 
available  full  or  part  time,  New  York  metropolitan  or 
rural  area.  New  York  license.  Box  969,  % NYSJM. 
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POSITIONS  WANTED— CONT’D 


ANESTHESIOLOGIST,  HOARD  ELIGIBLE  & GEN- 
eral  pract.,  licensed  N.Y.,  Conn.,  desires  relocation  out  of 
N.Y.  City.  Consider  clinic,  prefer  Westchester,  or  upstate 
Box  971,  % NYSJM. 


BOARD  ELIGIBLE  INTERNIST  (HEMATOLOGIST), 
female,  (Clinical  instructor,  medicine,  Albert  Einstein  Medi- 
cal College),  seeks  employment,  clinical  medicine — institu- 
tion or  group.  Salary  negotiable,  full  time  preferred,  or 
part  time.  Prefer  upper  Bronx,  lower  Westchester.  Call 
(914)  NE  2-8550;  or  (212)  884-4829;  or  write  Box  963, 
% NYSJM. 


INTERNIST,  BOARD  ELIGIBLE,  AGE  33,  SUB- 
apecialty  peripheral  vascular  disease;  seeking  partner- 
ship, associate  or  group  type  practice.  Available  im- 
mediately. Box  974,  r;  NYSJM. 


PHYSICIAN.  AGE  38,  AVAILABLE  NIGHTS  AND 
weekends.  General  medicine  and  dermatology.  N.Y. 
State  license.  Call  493-6779.  or  write  Box  978,  r/,  NYSJM! 


REAL  ESTATE  FOR  SALE  OR  RENT 


BROOKLYN— 2845  86TH  STREET,  CORNER  WEST 
7th  Street,  opposite  Marlboro  Housing  Project.  4 room 
ground  floor  apartment  for  rent  for  physician.  2nd  floor 
apartment  occupied  by  established  dentist.  212-ES.2- 


ALBANY  SUBURB,  CENTRALLY  LOCATED;  NEW 
professional  offices,  ideal  for  group  or  Gyn.  (family  plan- 
ning) practice  or  clinic. . Must  be  seen  to  be  appreciated. 
Huge  potential.  All  utilities  supplied.  For  furtner  infor- 
mation,  call  (518)  785-9487,  or  (518)  274-2022. 


HOME/OFFICE  COMBINATION.  BEAUTIFUL  4 
bedroom  Colonial  home  on  '/>  acre.  800  sq.  ft.  office  at- 
tached.  Professionally  landscaped,  underground  sprinkler 
system,  central  air-conditioning,  two  car  garage.  Many 
extras.  Suitable  for  G.P.  and/or  specialist.  On  main 
thoroughfare  with  own  service  road.  Call  (516)  586-1998. 


OPPORTUNITY  FOR  OPHTHALMOLOGIST  AND/OR 
General  Practitioner.  Fully  equipped.  Home  & Offices. 
All  air-conditioned.  Doctor  recently  deceased.  Call  (914) 
831-2626  or  write  to  22  Ralph  Street,  Beacon,  New  York. 


Space  contributed  t>v  i*e  publisher  as  a public  service 


WESTBURY.  PRIME  LOCATION  IN  FINEST  AREA; 
magnificent  4 bedroom  home  lacking  nothing.  Hand- 
somely landscaped  with  unusual  cathedral  ceiling  den 
with  fireplace;  4 baths,  panelled  playroom,  maid’s 
quarters,  2-car  garage,  opposite  beautiful  deep  lawned 
school  and  across  from  dentist  and  orthodontist.  Easily 
converted  into  home-office.  Must  be  seen.  (212)  344-2900 
or  (516)  333-8923. 


NEW  YORK.  166  EAST  63RD  STREET.  EXCELLENT 
location.  Space  available  for  M.D.  in  this  large,  magnifi- 
cent ground  floor  office  in  modern  apartment  building. 
Separate  front  and  rear  entrances.  Doormen.  Central  air- 
conditioning.  Beautiful  waiting  room.  212-PI.  2-8030  or 
988-7335. 


CENTRAL  PARK  SOUTH.  HAMPSHIRE  HOUSE. 
Medical  or  dental  offices.  1600  sq.  ft.  Prestigous  and 
well  located  offering.  Contact:  E.  S.  Gordon  Co.,  Inc. 

(21)  524-5311. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed  eight  room  medical 
office.  Two  consultation  rooms.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO 
share;  suitable  for  orthopedic  surgeon  or  psychiatrist. 
Flexible  hours.  For  information  call  BU  8-5411. 


EQUIPMENT 


Use  Christmas  Seals. 

It’s  a matter  P5 
of  life  and  breath.  ||f 

Fight  emphysema,  tuberculosis,  air  pollution. 


FOR  SALE:  RETIRED  DERMATOLOGIST’S  ENTIRE 

scientific  equipment  and  office  furniture,  including  rugs,  oil 
paintings,  etc.,  at  a sacrifice.  Write  for  appointment. 
Chas.  Lemer,  M.D.,  Revonah  Hill,  Liberty,  N.  Y.  12754. 


USED  EKG  WANTED  FOR  PRE-MEDICAL  PHYSI- 
ology  courses  in  biology  department  of  upstate  New  York 
undergraduate  college;  any  model  acceptable.  Reply: 
Colgate  University,  Box  1030,  Hamilton,  New  York  13346. 
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Books  Reviewed 


Medical  Complications  During  Pregnancy.  By 
Douglas  M.  Haynes,  M.D.  Octavo  of  685  pages, 
illustrated.  New  York,  McGraw-Hill  Book 
Company,  1969.  Cloth,  $19.50. 

When  a specialized  book  is  aimed  at  everyone, 
including  obstetricians,  internists,  general  prac- 
tioners,  residents  in  training,  and  medical  stu- 
dents, inevitably  part  of  the  target  must  be  hit. 
However,  just  as  inevitably  the  center  of  the 
target  will  be  missed — the  sophisticated  obste- 
trician will  not  find  this  book  serving  his  needs. 

Of  the  11  chapters,  six  were  written  by  the 
author  and  each  of  the  remaining  five  by  a 
different  contributor,  all  obstetricians.  Is  this 
the  best  choice?  For  example,  for  a disserta- 
tion on  dermatitis  gestationis  or  for  a full 
description  of  neurologic  complications  of  preg- 
nancy? Not  to  this  reviewer,  because  of  the 
discrepancies  that  occur.  For  example,  on  page 
656  in  the  discussion  on  herpes  gestationis,  it 
is  stated  that  in  a review  article  there  were  20 
cases  in  13  women,  8 of  whom  had  fetal  anom- 
alies. Yet  the  author  (in  this  case  Haynes) 
states  that  “therapeutic  abortion  has  no  place 
in  the  treatment.”  This  is  dogmatic  indeed, 
especially  since  this  reviewer  has  performed  a 
therapeutic  abortion  exactly  for  this  condition 
and  with  the  concurrence  of  several  authorities. 

The  subject  of  “Toxemia  of  Pregnancy”  is 
written  by  Haynes  and  is  well  done.  But  when 
he  attempts  to  cover  “Neurologic  Complications 
of  Pregnancy,”  he  cannot  retain  the  same  sense 
of  authority. 

Obstetricians  do  have  need  of  a compendium 
of  this  type  covering  each  topic  in  greatest  de- 
tail ; and  each  should  be  written  by  the  expert 
on  that  subject  in  conjunction  with  an  obste- 
trician. Perhaps  Haynes  may  favor  us  with  a 
revision  of  this  type  in  the  future.  Jerome  G. 
Davis,  M.D. 

Children  Without  Childhood.  A Study  of  Child- 
hood Schizophrenia.  By  Benjamin  B.  Wolman, 


Ph.D.  Octavo  of  236  pages.  New  York,  Grune 
& Stratton,  1970.  Cloth,  $9.75. 

The  author  is  not  a physician.  He  is  pro- 
fessor of  the  doctoral  program  in  clinical  psy- 
chology at  Long  Island  University  and  dean  of 
the  Institute  of  Applied  Psychoanalysis.  He 
lays  claim  to  considerable  experience  in  the 
study  of  schizophrenia,  and  in  this  book  he  pro- 
poses and  develops  his  theory  of  this  disease. 

He  points  out  three  major  causative  factors 
confirmed  by  his  observations.  First,  the  par- 
ents of  the  child  always  hate  each  other.  Sec- 
ond, the  mother  always  totally  rejects  the  child 
even  though  her  rejection  may  be  covered  over 
with  pseudosolicitude.  Third,  the  baby  or  the 
child  recognizes  the  maternal  rejection  in  its 
own  particularly  age  oriented  way  and  ex- 
pends the  emotional  energy  which  should  be 
going  toward  its  own  emotional  maturation, 
trying  vainly  to  elicit  the  maternal  response 
which  nature  has  prepared  the  baby  to  expect. 

The  result  of  the  triad  is  that  the  energy  of 
the  baby’s  maternally  directed  unrequited  emo- 
tion is  exhausted,  the  sense  of  reality  is  cor- 
respondingly reduced,  and  the  baby  seeks  sat- 
isfaction by  turning  its  own  impoverished  li- 
bidinal  drive  inwards.  Schizophrenia  is  at 
hand. 

The  clnical  type  depends,  according  to  the 
author’s  theory,  on  the  earliness  and  intensity 
of  the  maternal  rejection  and  on  the  time  and 
degree  of  its  recognition  by  the  child.  Thus 
we  have  infantile  autism,  pseudoamentia,  child- 
hood and  adolescent  schizophrenia,  and  adult 
schizophrenia.  All  have  their  roots  in  infancy. 

As  a matter  of  interest  the  author’s  descrip- 
tion of  clinical  erethitic  adolescent  schizo- 
phrenia exactly  depicts  the  campus  extreme 
militant  of  our  day. 

During  the  exposition  of  his  theory,  a very 
generous  resume  of  the  accumulated  knowledge 
of  schizophrenia  is  afforded  the  reader. 

The  book  is  well  written,  informative,  and 
well-worth  reading.  Kenneth  G.  Jennings, 
M.D. 
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NEW  YORK  CITY  AREA 


December  16  /for  eight  sessions 

8:00-10:00  a. m.,  Wednesdays 

State  University  of  New  York  Downstate 
Medical  Center 

Auditorium,  Room  2W1 
Coney  Island  Hospital 
Ocean  and  Shore  Parkways 
Brooklyn 

CONTINUING  EDUCATION  IN 
PEDIATRICS  FOR  COMMUNITY 
PHYSICIANS 

FELIX  FELDMAN,  FREDERICK  H.  STIEFEL,  JOSE  CARA, 
LAWRENCE  KUSKIN,  MILAN  P.  LO,  JOSEPH  MESSINA, 
OSCAR  SCHWARTZ,  RICHARD  D.  SNYDER,  JEROME 
TEPPERBERG,  M.D.’s 

NO  FEE  CREDIT:  C-l 

To  register,  contact:  CLARENCE  G.  ROBINSON,  M.D., 

Dir.,  Medical  Education,  Coney  Island  Hospital,  above 
address. 


WEDNESDAY,  DECEMBER  16 

11:00  a.m. — 1 2 Noon 

New  York  Medical  College 

Mental  Retardation  Institute 
105  East  106th  Street 
Nurses  Auditorium — 4th  Floor 

BASIC  PRINCIPLES  OF  VOCATIONAL 
HABITATION 

ALFRED  BORRELLI,  M.A. 

Program  Coordinator 


4 : 00-5 : 00  p.m. 

Flushing  Hospital  and  Medical  Center 

Parsons  Boulevard  and  45th  Avenue 
Flushing 

Pediatric  Guest  Lecture 

DISABLED  ADOLESCENTS 

LEON  GREENSPAN,  M.D. 

Institute  of  Rehabilitation  Medicine 

CREDIT:  C-1 


5 : 00  p.m. 

Cornell  University  Medical  College 

Room  A-250 
1 300  York  Avenue 

Seminar  in  Nephrology 

CLINICAL  ASPECTS  OF  ACID-BASE 
PHYSIOLOGY 

ROBERT  W.  WINTERS,  M.D. 

Columbia  University  P & S 


8 : 30—1  0 : 00  p.m. 

American  Institute  for  Psychoanalysis 

329  East  62nd  Street 

THE  MANAGEMENT  OF  SEXUAL  PROB- 
LEMS IN  MEDICAL  PRACTICE 

LEON  GOTTFRIED,  M.D. 

THURSDAY,  DECEMBER  17 

8 : 00  p.m. 

The  Harvey  Society  in  affiliation  with 
The  New  York  Academy  of  Medicine 

The  Rockefeller  University 
Caspary  Hall 

York  Avenue  and  66th  Street 

THE  MOLECULAR  BASIS  OF  THE 
BIOLOGICAL  ACTIVITIES  OF 
COMPLEMENT 

HANS  J.  MILLER-EBERHARD,  M.D. 

Scripps  Clinic  and  Research  Foundation 
LaJolla,  California 


FRIDAY,  DECEMBER  18 

8 : 00-9  : 30  a.m. 

Maimonides  Medical  Center 

Fuhs  Auditorium 
4802  Tenth  Avenue 
Brooklyn 

EMPHYSEMA 

MARTIN  BERNSTEIN,  M.D. 

Downstate  Medical  Center 


SATURDAY,  DECEMBER  19 

9:00-10:  15  a.m. 

Division  of  Cardiothoracic  Surgery  and 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine 

The  Mount  Sinai  Hospital 
Clinical  Amphitheatre,  5th  Floor 
1 1 East  1 00th  Street 

PATHOPHYSIOLOGY  OF  THE  WEEPING 
LUNG  FOLLOWING  TRAUMA 

WILLIAM  H.  LEE,  JR„  M.D. 

Medical  University  of  South  Carolina 


SUNDAY,  DECEMBER  20 

9 : 00  a.m.-Noon 

The  Boulevard  Hospital 

46-04  31st  Avenue 
Long  Island  City 

GASTROENTEROLOGY 

E.  McNALLY,  M.D. 

Downstate  Medical  Center 

CREDIT:  C-l  and  AAGP 


2942  New  York  State  Journal  of  Medicine  / December  1,  1970 

WGO-2 


December  21,  1 970  and  December  28,  1970 

3 : 30  p.m.,  Mondays 

Mount  Sinai  Hospital  Services 

City  Hospital  Center  of  Elmhurst 

79-01  Broadway 

Elmhurst 

December  21 

The  Syndrome  of  Disseminated 
Intravascular  Coagulation 

MICHAEL  MOSESSON,  M.D. 

Downstate  Medical  Center 

December  28 

Electrical  Failure  in  Myocardial  Infarction 

EPHRAIM  DONOSO,  M.D. 

Mount  Sinai  School  of  Medicine 


December  22,  1 970  and  December  29,  1 970 

9:00  o.m.,  Tuesdays 

New  York  Infirmary 

Toscanini  Room 

Stuyvesant  Square  East  and  1 5th  Street 

December  22 

Lymphosarcoma 

ANTONELLA  BRUGHERA-JONES,  M.D. 

N.Y.U.  School  of  Medicine 

December  29 

Hyperosmolar  Diabetic  Non-Ketotic  Coma 

MAXIMILIAN  FABRYKANT,  M.D. 

N.Y.U.  School  of  Medicine 


NEW  YORK  CITY  FUTURE  EVENTS 


February  1,1971  / May  28,  1971 

9:00  a.m.-4:00  p.m.,  Monday  thru  Friday 

French  and  Polyclinic  Medical  School  and 
Health  Center 

345  West  50th  Street 

BASIC  SCIENCES  FOR  FOREIGN  MEDICAL 
GRADUATES  AND  QUALIFIED 
STUDENTS  PREPARING  FOR  PART  I 
OF  THE  NATIONAL  BOARD  OF 
MEDICAL  EXAMINERS 

Applications  must  be  made  prior  to  January  1 5, 
1971.  Address  The  Dean  at  the  above  address. 


February  2,  1971  / April  27  1971 

8 : 00—1  0 : 00  p.m.,  Tuesdays  and  Thursdays 

French  and  Polyclinic  Medical  School  and 
Health  Center 

MEDICAL  REVIEW  COURSE  FOR 
GENERAL  PRACTITIONERS 

CREDIT:  AAGP  50  hours  of  Category  1 

For  further  information,  see  above  address. 


February  14,  1971  / February  17,  1971 

Sunday  through  Wednesday 

Medical  Society  of  the  State  of  New  York 

The  Americana,  New  York  City 

165TH  ANNUAL  CONVENTION 


March  1 and  2,  1971 

New  York  University  Medical  Center 

Department  of  Rehabilitation  Medicine 
400  East  34th  Street 

REHABILITATION  IN  CHRONIC  LUNG 
DISEASES 

FEE:  $1  00  (Registration  is  Limited) 

Please  write:  EDWARD  H.  BERGOFSKY,  M.D.,  NYU 

Institute  of  Rehabilitation  Medicine,  400  East  34th 
Street,  N.Y.,  N.Y.  10016. 


ALBANY  FUTURE  EVENT 


January  5,  1971  / January  20,  1 97 1 

12th  MEDICAL  SEMINAR  CRUISE 
(Aboard  the  "Gripsholm”) 

Write:  GIRARD  J.  CRAFT,  M.D.,  Dept,  of  Postgraduate 

Medicine,  Albany  Medical  College,  Albany,  N.Y.  1 2208. 


BUFFALO  AREA 


TELEPHONE  LECTURE  NETWORK 


The  School  of  Medicine  presents  various  programs  via  the 
facilities  of  the  Telephone  Lecture  Network  of  the  Regional 
Medical  Program  for  Western  New  York.  The  Network 
covers  the  counties  of  Erie,  Niagara,  Genesee,  Wyoming, 
Chautauqua,  Cattaragus  and  Allegany  in  New  York  State 
and  Erie  County  and  McKean  County  in  the  Commonwealth 
of  Pennsylvania.  There  are  55  hospital-outlets. 

Programs  are  presented  in  three  series: 

1.  A weekly  series  of  general  interest  considered  useful 
to  all  physicians  presented  at  1 1 : 30  a.m.  on  Tuesdays; 

2.  The  monthly  Pediatrics  Conference  from  Children's 
Hospital  sponsored  by  the  Department  of  Pediatrics  and 
presented  on  the  second  Friday  of  each  month  under  the 
direction  of  Thomas  Aceto,  Jr.,  M.D.;  and 

3.  The  monthly  series  on  trauma  sponsored  by  the  Divi- 
sion of  Orthopedic  Surgery,  Department  of  Surgery,  and 
presented  on  the  fourth  Thursday  of  each  month  under  the 
direction  of  Eugene  R.  Mindell,  M.D. 

For  further  information,  please  contact  Continuing  Medico  I 
Education,  2211  Main  Street,  Buffalo,  N.Y.  14214.  Tel. 
(716)  831-5526. 
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NASSAU  COUNTY 


WEDNESDAY,  DECEMBER  16 

8 : 00  a.m. 

Mercy  Hospital 

MacArthur  Hall 
Rockville  Centre 

SURGICAL  CONFERENCE 

TRACHEAL  STENOSIS,  COMPLICATION 
OF  TRACHEOSTOMY 

ANTHONY  DiBENEDETTO,  M.D. 


9 : 00  a.m. 

Mercy  Hospital 

Mercy  Lounge 
Rockville  Centre 

PRE-DIABETIC  SYNDROME, 
DIAGNOSIS  AND  TREATMENT 

LEWIS  C.  MILLS,  M.D. 

Hahnemann  Medical  College 


EVENTS  IN  EARLY  DECEMBER 


December  7,  1970  / December  9,  1970 

Full  time,  Monday-Wednesday 

N.Y.U.  School  of  Medicine 

Department  of  Rehabilitation  Medicine 
400  East  34th  Street 

CLINICAL  ELECTRODIAGNOSIS  OF 
NEUROMUSCULAR  DISEASES 

FEE:  $150 

Please  write:  JOSEPH  GOODGOLD,  M.D.,  Institute 

of  Rehabilitation  Medicine,  Room  221,  at  the  above 
address. 


TUESDAY,  DECEMBER  8 

1 : 00-2  : 00  p.m. 

State  University  of  New  York 
Downstate  Medical  Center 

Basic  Sciences  Building 
450  Clarkson  Avenue 
Brooklyn 

THE  SIGNIFICANCE  OF 
TRIIODOTHYRONINE  (T3)  IN  THYROIDAL 
ECONOMY 

KENNETH  STERLING,  M.D. 

Columbia  University  P & S 


PHYSICIANS’  PLACEMENT 


CLINTON,  N.Y.,  Oneida  County,  needs  a Physician. 

CONTACT:  MRS.  LINDA  E.  COCKS,  Clinton  Doctor's 

Committee,  Village  of  Clinton,  N.Y.  1 3323. 


WADDINGTON,  N.Y.,  St.  Lawrence  County,  needs  a 
Physician. 

CONTACT:  ISABEL  LOGAN,  Secretary,  Waddington 

Health  Building,  Inc.,  P.O.  Box  351,  Waddington,  N.Y. 
13694. 


1971 

DEADLINE  DATES  FOR 
WHAT  GOES  ON 


Meeting  dates 

Deadline  date 

January  1 / 1 5,  1971 

January  16/31,  1971 

February  1/15,  1971 

February  16/28,  1971  

March  1/15,  1971 

March  16/31,  1971 

April  1/15,  1971 

April  16/30,  1971  

May  1/15,  1971 

March  10,  1971 

May  16/31,  1971 

March  25,  1971 

June  1/15,  1971 

April  10,  1971 

June  16/30,  1971 

April  25,  1971 

July  1/31,  1971 

May  10,  1971 

August  1/31,  1971 

June  10,  1971 

September  1/15,  1 971 
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inline  jiulirnt  who  heroines  overly 
reoeru|»iefl  with  his  condition  may 
■ml  tc»  become  even  more 
(prehensive  during  the  nighttime 
mrs.  With  senses  sharpened  by 
■ute  anxiety,  he  may  interpret  as 
tminons"  changes  in  his  heart's 
•lion.  And  with  intensified  anxiety, 
rep  may  often  he  disturbingly 
usive. 

To  help  alleviate  anxiety- 
duccd  insomnia,  an  added  li.s. 

»se  of  Librium'"'  (chlordiaxepoxide 
(!l)  can  he  particularly  effective. 
Iirough  its  prompt,  dependable 
itianxiety  action.  Librium 
equentlv  calms  the  patient  and 
icourages  relaxation  and  sleep, 
f.i.r/.  daytime  regimen  often  helps 
'(fafere  excessive  “cardiac  anxiety” 
ul,  hi  conjunction  with  the 
lysician's  reassurance  and  counsel, 
ay  euahle  the  patient  to  adopt  a 
diner,  more  realistic  attitude 
ward  his  disorder  and  toward 
uly  stress.  Also  of  therapeutic 
uniHance:  on  proper  maintenance 
>sage.  Librium  seldom  impairs 
lility  to  fuuctivn.  In  general  use, 
ie  most  corifmon  side  effects 
ported  have  been  drowsiness, 
axia  and  confusion,  particularly 
the  elderly  and  debilitated, 
iee  full  prescribing  information.) 

For  anxiety-induced 
insomnia 

n the  cardiac  patient 
adjunctive 

Libriunr 

h lord  iazepoxide  HC1) 
t.i.d.  plus  h.s. 

»-mg.  10-mg  and  25-mg  capsules 


Division  of  Hoffmann -La  Roche  Inc 
Nutley  New  Jersey  07110 


complete  product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when 
anxiety,  tension  and  apprehension  are  signifi- 
cant components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol  and 
other  CMS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and 
debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or 
less  per  day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions 
in*  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  , 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable 
during  protracted  therapy. 


Amid  all  the  clamor  about  coexisting  anxiety  and  depression, 


may  we  slip  in  a quiet  word  for  Aventyl®  HCl 

Nortriptyline  Hydrochloride 


Certainly,  it’s  often  a dual  problem. 

Anxiety  and  depression  do  coexist — and  often. 

However,  when  experience,  education, 

and  good  judgment  lead  physicians  to  a diagnosis 

of  depression,  many  of  them  turn  to  Aventyl  HCl. 


when  it’s  depression 

AVENTYL*  HCl 

NORTRIPTYLINE  HYDROCHLORIDE 

Please  see  next  page  for  prescribing  information. 
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AVENTYI!  HC1 

NORTRIPTYLINE  HYDROCHLORIDE 


when  it’s  depression 


Indications:  Aventyl®  HCI  (nortriptyline  hydrochloride,  Lilly)  is 
indicated  for  the  relief  of  symptoms  of  depression.  Endogenous  de- 
pressions are  more  likely  to  be  alleviated  than  are  other  depressive 
states. 

Contraindications:  The  use  of  Aventyl  HCI  or  other  tricyclic  anti- 
depressants concurrently  with  a monoamineoxidase  (MAO)  inhibitor 
is  contraindicated.  Hyperpyretic  crises,  severe  convulsions,  and 
fatalities  have  occurred  when  similar  tricyclic  antidepressants  were 
used  in  such  combinations.  Discontinue  the  MAO  inhibitor  for  at 
least  two  weeks  before  treatment  with  Aventyl  HCI.  Patients  hyper- 
sensitive to  Aventyl  HCI  should  not  be  given  the  drug. 

Cross-sensitivity  between  Aventyl  HCI  and  other  dibenzazepines 
is  a possibility. 

Aventyl  HCI  is  contraindicated  during  the  acute  recovery  period 
after  myocardial  infarction. 

Warnings:  Cardiovascular  patients  should  be  supervised  closely 
because  of  the  tendency  of  Aventyl  HCI  to  produce  sinus  tachycardia 
and  to  prolong  the  conduction  time.  Myocardial  infarction,  arrhyth- 
mia, and  strokes  have  occurred.  The  antihypertensive  action  of 
guanethidine  and  similar  agents  may  be  blocked.  Because  of  its 
anticholinergic  activity,  Aventyl  HCI  should  be  used  with  great 
caution  in  patients  with  glaucoma  or  a history  of  urinary  retention. 
Patients  with  a history  of  seizures  should  be  followed  closely,  since 
this  drug  is  known  to  lower  the  convulsive  threshold.  Great  care  is 
required  if  Aventyl  HCI  is  administered  to  hyperthyroid  patients  or 
to  those  receiving  thyroid  medication,  since  cardiac  arrhythmias  may 
develop. 

Usage  in  Pregnancy— Safe  use  of  Aventyl  HCI  during  pregnancy 
and  lactation  has  not  been  established;  therefore,  the  potential 
benefits  of  administration  to  pregnant  patients,  nursing  mothers, 
or  women  of  childbearing  potential  must  be  weighed  against  the 
possible  hazards. 

Usage  in  Children— This  drug  is  not  recommended  for  use  in  chil- 
dren, since  safety  and  effectiveness  in  the  pediatric  age  group  have 
not  been  established. 

Aventyl  HCI  may  impair  the  mental  and/or  physical  abilities  re- 
quired for  the  performance  of  hazardous  tasks,  such  as  operating 
machinery  or  driving  a car;  therefore,  the  patient  should  be  warned 
accordingly. 

Precautions:  Aventyl  HCI  in  schizophrenic  patients  may  result  in 
an  exacerbation  of  the  psychosis  or  may  activate  latent  schizophrenic 
symptoms.  In  overactive  or  agitated  patients,  increased  anxiety  and 
agitation  may  occur.  In  manic-depressive  patients,  Aventyl  HCI  may 
cause  symptoms  of  the  manic  phase  to  emerge. 

Troublesome  patient  hostility  may  be  aroused  by  the  use  of 
Aventyl  HCI.  Epileptiform  seizures  may  accompany  its  administra- 
tion, as  is  true  of  other  drugs  of  its  class. 

Close  supervision  and  careful  adjustment  of  the  dosage  are  re- 
quired when  Aventyl  HCI  is  used  with  other  anticholinergic  drugs 
and  sympathomimetic  drugs. 

The  patient  should  be  informed  that  the  response  to  alcohol  may 
be  exaggerated. 

When  necessary,  the  drug  may  be  administered  with  electro- 
convulsive therapy,  although  the  hazards  may  be  increased.  Dis- 
continue the  drug  for  several  days,  if  possible,  prior  to  elective 
surgery. 

Because  the  possibility  of  a suicidal  attempt  by  depressed  patients 
remains  after  the  initiation  of  treatment,  dispense  the  least  possible 
quantity  of  drug  at  any  given  time. 

Both  elevation  and  lowering  of  blood  sugar  levels  have  been 
reported. 

Adverse  Reactions:  Note:  Included  in  the  following  list  are  a few 
adverse  reactions  which  have  not  been  reported  with  This  specific 
drug.  However,  the  pharmacologic  similarities  among  the  tricyclic 
antidepressant  drugs  require  that  each  of  the  reactions  be  con- 
sidered when  nortriptyline  is  administered. 

Cardiovascular—  Hypotension,  hypertension,  tachycardia,  pal- 
pitation, myocardial  infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric— Confusional  states  (especially  in  the  elderly)  with 
hallucinations,  disorientation,  delusions;  anxiety,  restlessness,  agi- 
tation; insomnia,  panic,  and  nightmares;  hypomania;  exacerbation 
of  psychosis. 


Neurological—  Numbness,  tingling,  paresthesias  of  extremities; 
in-co-ordination,  ataxia,  tremors;  peripheral  neuropathy;  extra- 
pyramidal  symptoms;  seizures,  alteration  in  EEG  patterns;  tinnitus. 

Anticholinergic— Dry  mouth  and,  rarely,  associated  sublingual 
adenitis;  blurred  vision,  disturbance  of  accommodation,  mydriasis; 
constipation,  paralytic  ileus;  urinary  retention,  delayed  micturition, 
dilation  of  the  urinary  tract. 

Allergic— Skin  rash,  petechiae,  urticaria,  itching,  photosensiti- 
zation (avoid  excessive  exposure  to  sunlight);  edema  (general  or  of 
face  and  tongue),  drug  fever,  cross-sensitivity  with  other  tricyclic 
drugs. 

Hematologic— Bone-marrow  depression,  including  agranulocy- 
tosis; eosinophilia ; purpura ; thrombocytopenia. 

Gastro-lntestinal—  Nausea  and  vomiting,  anorexia,  epigastric 
distress,  diafrhea;  peculiar  taste,  stomatitis,  abdominal  cramps, 
blacktongue. 

Endocrine— Gynecomastia  in  the  male;  breast  enlargement  and 
galactorrhea  in  the  female;  increased  or  decreased  libido,  impotence; 
testicular  swelling;  elevation  or  depression  of  blood  sugar  levels. 

Other— Jaundice  (simulating  obstructive);  altered  liver  function ; 
weight  gain  or  loss;  perspiration;  flushing;  urinary  frequency, 
nocturia;  drowsiness,  dizziness,  weakness,  and  fatigue;  headache; 
parotid  swelling;  alopecia. 

Withdrawal  Symptoms— Though  these  are  not  indicative  of 
addiction,  abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache,  and  malaise. 

Administration  and  Dosage:  Aventyl  HCI  is  not  recommended  for 
children. 

Aventyl  HCI  is  administered  orally  in  the  form  of  Pulvules®  or 
liquid.  Lower  dosages  are  recommended  for  elderly  patients,  ado- 
lescents, and  outpatients  not  under  close  supervision.  Start  dosage 
at  a low  level  and  increase  gradually,  noting  carefully  the  clinical 
response  and  any  evidence  of  intolerance.  Following  remission, 
maintenance  medication  may  be  required  for  a prolonged  period  at 
the  lowest  effective  dose. 

If  a patient  develops  minor  side-effects,  reduce  the  dosage.  Dis- 
continue the  drug  promptly  if  serious  adverse  effects  or  allergic 
manifestations  occur. 

Usual  Adult  Dose— 25  mg.  three  or  four  times  daily,  starting 
at  a low  level  and  increasing  as  required.  Doses  above  100  mg.  per 
day  are  not  recommended. 

Elderly  and  Adolescent  Patients— 30  to  50  mg.  per  day,  in 
divided  doses. 

Overdosage:  Toxic  overdosage  may  result  in  confusion,  restless- 
ness, agitation,  vomiting,  hyperpyrexia,  muscle  rigidity,  hyperactive 
reflexes,  tachycardia,  ECG  evidence  of  impaired  conduction,  shock, 
congestive  heart  failure,  stupor,  coma,  and  C.N.S.  stimulation  with 
convulsions  followed  by  respiratory  depression.  Deaths  have  oc- 
curred following  overdosage  with  drugs  of  this  class. 

No  specific  antidote  is  known.  General  supportive  measures  are 
indicated,  with  gastric  lavage.  Respiratory  assistance  is  apparently 
the  most  effective  measure  when  indicated.  The  use  of  C.N.S.  de- 
pressants may  worsen  the  prognosis. 

Barbiturates  for  control  of  convulsions  alleviate  an  increase  in 
the  cardiac  work  load  but  should  be  used  with  caution  to  avoid 
potentiation  of  respiratory  depression. 

Intramuscular  paraldehyde  or,  preferably,  diazepam  provides 
anticonvulsant  activity  with  less  respiratory  depression  than  do 
the  barbiturates. 

Digitalis  and/or  pyridostigmine  may  be  considered  in  serious 
cardiovascular  abnormalities  or  cardiac  failure. 

The  value  of  dialysis  has  not  been  established. 

How  Supplied:  Liquid  Aventyl®  HCI  (nortriptyline  hydrochloride, 
Lilly),  10  mg.  (equivalent  to  base)  per  5 ml.,  in  pint  bottles. 

Pulvules  Aventyl  HCI,  10  and  25  mg.  (equivalent  to  base),  in 
bottles  of  100  and  500. 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


NEW 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Necrology 


George  Holbrook  Barber,  M.D.,  of  Quogue, 
died  on  November  6 at  the  age  of  seventy-eight. 
Dr.  Barber  graduated  in  1921  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  physician  at  Caledonian 
Hospital.  Dr.  Barber  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hugh  Traill  Bigg,  M.D.,  of  Jamestown,  died 
on  November  7 at  the  age  of  fifty-three.  Dr. 
Bigg  graduated  in  1949  from  McGill  Univer- 
sity Faculty  of  Medicine.  He  was  a member 
of  the  Chautauqua  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Murray  Henry  Bob,  M.D.,  of  St.  Albans,  died 
on  October  3 at  the  age  of  sixty-three.  Dr. 
Bob  graduated  in  1935  from  the  University  of 
London  Faculty  of  Medicine,  Royal  College  of 
Physicians  and  Surgeons.  He  was  a surgeon 
on  the  medical  staff  at  Terrace  Heights  Hos- 
pital. Dr.  Bob  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sigmund  Epstein,  M.D.,  of  New  York  City, 
died  on  October  27  at  the  age  of  ninety.  Dr. 
Epstein  graduated  in  1903  from  Cornell  Uni- 
versity Medical  College.  He  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Julius  Grawi,  M.D.,  of  Port  Jervis,  died  on  Sep- 
tember 21  at  the  age  of  seventy-one.  Dr. 
Grawi  received  his  medical  degree  from  the 
University  of  Gottingen  in  1925.  He  had  been 
an  attending  obstetrician  at  St.  Francis  Hos- 
pital and  an  attending  physician  on  the  medi- 
cal rtaff  at  Doctors  Sunnyside  Hospital.  Dr. 
Grawi  was  a member  of  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Michael  Michaels,  M.I).,  of  Brooklyn,  died  on 
November  6 at  the  age  of  sixty-eight.  Dr. 
Michaels  graduated  in  1927  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  an  adjunct  gynecologist  at  Swedish  Hos- 
pital in  Brooklyn.  Dr.  Michaels  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 


the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ida  J.  Mintzer,  M.D.,  of  Jamaica,  died  on  No- 
vember 9 at  the  age  of  seventy-seven.  Dr. 
Mintzer  graduated  in  1916  from  New  York 
Medical  College  and  Hospital  for  Women.  She 
was  a consulting  dermatologist  at  Jamaica 
Hospital  and  Queens  Hospital  Center.  Dr. 
Mintzer  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  American  Academy  of  Dermatology,  the 
Pan-American  Medical  Association,  the  New 
York  Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  Augustine  O’Conor,  M.D.,  of  New  York 
City,  died  on  November  2.  Dr.  O’Conor  grad- 
uated in  1911  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons. 

Sidney  Ronald  Orens,  M.D.,  of  Rego  Park,  died 
on  August  15  at  the  age  of  fifty-six.  Dr. 
Orens  graduated  in  1945  from  St.  Mungo’s 
College  Medical  School,  Glasgow,  Scotland. 
He  was  an  associate  attending  physician  at 
Physicians  Hospital.  Dr.  Orens  was  a member 
of  the  American  Society  of  Clinical  Hypnosis, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Michael  Palamar,  M.D.,  of  Gloversville,  died 
on  August  6 at  the  age  of  fifty-five.  Dr.  Pala- 
mar graduated  in  1942  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  an  attend- 
ing surgeon  at  Nathan  Littauer  Hospital.  Dr. 
Palamar  was  a member  of  the  Fulton  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lucius  Albert  Salisbury,  M.I).,  of  New  York 
City,  retired,  died  on  November  7 at  the  age 
of  eighty-eight.  Dr.  Salisbury  graduated  in 
1908  from  Harvard  Medical  School.  He  was 
a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Westchester  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Karl  Julius  Sass,  M.D.,  of  New  York  City,  died 

continued  on  page  2956 
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in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness. dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  lOO  capsules. 

SK 

SF 

Smith  Kline  & French  Laboratories 
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in  July  at  the  age  of  sixty-three.  Dr.  Sass 
received  his  medical  degree  from  the  Univer- 
sity of  Lwow  in  1935.  He  was  an  assistant 
attending  physician  in  physical  medicine  and 
rehabilitation  at  Kings  County  Hospital  and 
Queens  Hospital  Centers.  Dr.  Sass  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


A.  Clement  Silverman,  M.D.,  of  Syracuse,  was 
killed  when  struck  by  a car  on  October  26  at 
the  age  of  eighty-one.  Dr.  Silverman  gradu- 
ated in  1915  from  Syracuse  University  Col- 
lege of  Medicine.  He  had  been  a senior  pedia- 
trician at  Community-General  Hospital  of 
Greater  Syracuse  and  Syracuse  Memorial  Hos- 
pital. Dr.  Silverman  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the 
American  Public  Health  Association,  the  Onon- 
daga County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

William  M.  Strauss,  M.D.,  of  Rome,  died  on 
November  7 at  the  age  of  eighty-five.  Dr. 
Strauss  received  his  medical  degree  from  the 
University  of  Prague  in  1909.  He  was  a 
member  of  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  Michael  Sullivan,  M.D.,  of  Wingdale, 
died  on  September  27  at  the  age  of  fifty-nine. 


Dr.  Sullivan  graduated  in  1936  from  the  Uni- 
versity of  Vermont  College  of  Medicine.  He 
was  an  attending  psychiatrist  at  Harlem  Val- 
ley State  Hospital.  Dr.  Sullivan  was  a mem- 
ber of  the  American  Psychiatric  Association, 
the  Dutchess  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ronald  Frank  Vitale,  M.D.,  of  New  York  City, 
died  on  October  29  at  the  age  of  fifty-one.  Dr. 
Vitale  graduated  in  1943  from  Marquette  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  Industrial  Medical  Association,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Frederick  Alfred  Wurzbach,  Jr.,  M.D.,  retired, 
died  on  November  8 at  the  age  of  seventy-four. 
Dr.  Wurzbach  graduated  in  1919  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  had  been  a consulting  obstetrician 
and  gynecologist  at  Morrisania  City  Hospital 
and  a consulting  obstetrician  at  Union  Hos- 
pital of  The  Bronx.  Dr.  Wurzbach  was  a Fel- 
low of  the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  Bronx 
County  Medical  Society  (county  delegate  from 
1946  to  1956),  the  Medical  Society  of  the  State 
of  New  York  (councillor  1956  to  1957,  1967  to 
1968;  vice-speaker  1958  to  1961;  speaker  1961 
to  1966;  president-elect  1966  to  1967;  presi- 
dent 1967  to  1968;  and  trustee  1968  to  time  of 
death),  and  a member  of  the  American  Medi- 
cal Association  (alternate  delegate  1959  to 
1960,  1961  to  1962;  and  delegate  1963  to  1970). 


Month  in  Washington 


The  American  Medical  Association  chal- 
lenged the  government’s  charges  of  widespread 
tax  cheating  by  physicians  and  renewed  its  of- 
fer to  cooperate  with  the  government  in  crack- 
ing down  on  dishonest  doctors. 

In  letters  to  Senator  Russell  B.  Long  (Demo- 
crat, Louisiana),  chairman  of  the  Senate  Fi- 
nance Committee,  Walter  C.  Bornemeier,  M.D., 
president  of  the  AMA,  answered  the  tax-cheat- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


ing  charges,  and  Ernest  B.  Howard,  M.D.,  ex- 
ecutive vice-president  of  the  AMA,  renewed  the 
offer  of  cooperation.  But  Dr.  Howard  also  said 
that  mandatory  reporting  of  unassigned  fees 
by  insurance  agencies  would  be  an  ineffective 
and  unfair  way  to  try  to  uncover  doctors  cheat- 
ing on  their  income  taxes  on  payments  for  their 
services  under  Medicare  and  Medicaid. 

The  tax-cheating  charges  grew  out  of  testi- 
mony given  by  Meade  Whitaker,  formerly  tax 

continued  on  page  3013 
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Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  yi-H-DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  > ' 

ning.SUPPLIED:Bottlesof  100  and  500.  Richmond, %a°™3220 


Dimetapp 

Extentabs 


Fourth  Annual  Symposium  on 

MEDICAL  ASPECTS  OF  SPORTS 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  13,  1971  9:00  a.m.  to  5:00  p.m. 

Americana  Hotel,  New  York  City 

Registration — 8:30  a.m.,  Royal  Ballroom  (No  Registration  Fee) 

Program — Morning  Session — 9:00  a.m.  Alexius  Rachun,  M.D.,  Moderator 
Team  Physician,  Cornell  University 

A.  Loss  of  Consciousness  During  Underwater  Swimming 

B.  Conditioning  for  Loose  and  Tight  Joints 

C.  Causes  of  High  School  Football  Injuries:  Prospects  for  Prevention 

D.  Computers:  Relationship  of  Research  to  Athletic  Injuries 


Luncheon — 12:30  p.m.,  Versailles  Suite.  Guest  Speaker: 

Bob  Blackman,  Head  Coach,  Dartmouth  College  Football  Team 


Program — Afternoon  Session — 2:00  p.m.  Calvin  Nicholas,  M.D.,  Moderator 
Team  Internist,  New  York  Jets 

E.  Knee  and  Elbow  Problems 

F.  Controversial  Issues  in  Interscholastic  Athletics 

G.  Back  Injuries  in  Sports  Other  Than  Football 


Send  Reservation  Form  to: 

Ralph  S.  Emerson,  M.D.,  Chairman 
Committee  on  Medical  Aspects  of  Sports 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue,  New  York,  N.Y.  10017 

I will  □ attend  the  Symposium  I will  □ will  not  □ attend  the  luncheon 

Please  reserve tickets  for  the  luncheon  at  $5.00  per  person 

Name  

(please  print) 

Address 

street 

City  State  zip 

Make  check  payable  to:  Medical  Society  of  the  State  of  New  York 
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Companion  building  to  future  headquarters  at  Lake  Success,  New  York 


i65th  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  - - STATE  OF  NEW  YORK 

February  14-18, 1971  Americana  of  New  York  New  York  city 


Highlights  . . . General  Sessions:  Drug  Addiction; 
in  Everyday  Practice;  Uremia 


Coronary  Artery  Disease; 


Psychiatry 


• 27  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance*  Scientific  and  Technical  Exhibits*  Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Americana 


OF  NEW  YORK  SEVENTH 


Please  make  reservations  for 

persons 

NAME(S) 


Address „ „ 

City State 

Arrive:  Date  . _ AT. 


.Zip. 


A.M. 

P.M. 


(Reservation  held  only  until  6:00  PM 
unleu  later  arrival  it  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 

TELEPHONE  (212)  581-1000 

PLEASE  CHECK  ( V)  ACCOMODATIONS  DESIRED 
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□ $34.00 

□ $28.00 
□ $36.00 

□ $30.00 

□ $38.00 

□ $32.00 

□ $40.00  (twin) 

STUDIO  ROOMS  FOR 

ONE 

□ $26.00 
□ $34.00 

□ $28.00 
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$32.00 

STUDIO  ROOMS  FOR 
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□ $30.00 
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□ $32.00 
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□ $34.00 

□ 

$36.00 

PARLOR  AND  ONE  BEDROOM 

□ $57.00 

□ $60.00 

□ $65.00 

□ 

$70.00  & up 

PARLOR  AND  TWO  BEDROOMS 

Q $80.00 

□ $86.00 

□ $90.00 
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convention. 
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Books  Received 


The  following  books  were  received  during  the 
month  of  October,  1970* 

Regulation  of  Hematopoiesis.  Vol.  1.  Red 
Cell  Production.  Edited  by  Albert  S.  Gordon, 
Ph.D.  Quarto  of  765  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1970.  Cloth, 
$44. 

Regulation  of  Hematopoiesis.  Vol.  II.  White 
Cell  and  Platelet  Production.  Edited  by  Albert 
S.  Gordon,  Ph.D.  Quarto  of  889  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1970.  Cloth,  $46.  ($78.50  the  set.) 

Clinical  Virology.  The  Evaluation  and  Man- 
agement of  Human  Viral  Infections.  Edited 
by  Robert  Debre,  M.D.,  and  Josette  Celers, 
M.D.  Quarto  of  871  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1970. 
Cloth,  (no  price  listed) 

Beyond  the  Couch.  Dialogues  in  Teaching  and 
Learning  Psychoanalysis  in  Groups.  By  Alex- 
ander Wolf,  M.D.,  Emanuel  K.  Schwartz, 
Ph.D.,  Gerald  J.  McCarty,  Ph.D.,  Irving  A. 
Goldberg,  Ph.D.  Octavo  of  364  pages.  New 
York,  Science  House,  Inc.,  1970.  Cloth,  $12.50. 

Atlas  of  Descriptive  Histology.  Second  edi- 
tion. By  Edward  J.  Reith,  Ph.D.,  and  Michael 
H.  Ross,  Ph.D.  Quarto  of  243  pages,  illus- 
trated. New  York,  Harper  & Row,  Publish- 
ers, Inc.,  1970.  Cloth,  $11.50. 

The  Low  Vision  Patient.  Clinical  Experience 
with  Adults  and  Children.  By  Eleanor  E. 
Faye,  M.D.  Octavo  of  237  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.,  1970. 
Cloth,  $9.75. 

Basic  Immunology.  By  E.  R.  Gold,  M.D.,  and 
D.  B.  Peacock,  M.B.  Octavo  of  416  pages,  il- 
lustrated. Baltimore,  Maryland,  The  Williams 
& Wilkins  Company,  1970.  Cloth,  $8.00. 

Active/Passive.  The  Crucial  Psychological  Di- 
mension. By  Edrita  Fried,  Ph.D.  Octavo  of 
222  pages.  New  York,  Grune  & Stratton,  Inc., 
1970.  Cloth,  $7.95. 

The  Care  of  the  Injured.  Second  edition.  By 
P.  A.  Ring,  M.S.  Octavo  of  166  pages,  illus- 
trated. Baltimore,  Maryland,  The  Williams  & 
Wilkins  Company,  1969.  Cloth,  $6.75. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 
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New  York  State  Association  of  the  Professions,  Inc. 

Fill  out  this  Application  Form 
Tear  out  and  mail 

MEMBERS  OF  SOCIETY  URGED  TO  JOIN  NYSAP 


The  New  York  State  Association  of  the  Professions  Inc.,  incorporated  under  the  membership  corporation 
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New  York  State  Veterinary  Medical  Society 

New  York  State  Society  of  Certified  Public  Accountants 

Representing  a potential  strength  of  over  110,000,  the  aims  and  purposes  of  the  Association  are: 

1.  To  protect  and  advance  the  common  interests  of  the  professions 

2.  To  encourage  participation  by  the  professions  in  programs  designed  to  advance  professional  ideals 
and  welfare 

3.  To  safeguard  the  public  interest  by  preventing  encroachments  on  professional  practice  by  unqualified 
persons  or  organizations 

4.  To  promote  better  understanding  among  the  professions 

5.  Tofosterthe  highest  standardsof  ethicsand  professional  conduct 

6.  To  prepare  materials  and  conduct  programs  aimed  at  interesting  young  people  in  the  opportunities 
and  rewards  of  a professional  career 

The  New  York  State  Association  of  Professions,  through  its  committees  on  Education,  Public  Relations, 
Professional  Conduct  and  Ethics,  Publications,  Business  Techniques  and  Services  and  Legislation,  has 
been  of  vast  assistance  to  the  seven  member  professions  and  excellent  rapport  and  liaison  has  always  been 
evident. 


If  you  have  not  as  yet  applied  for  membership  we  urge  you  to  do  so  today. 

Carl  Goldmark,  Jr.,  M.D. 

Henry  I.  Fineberg,  M.D. 
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A new  thyroid  function  information  system 
from  Ames,  specifically  for  office  use 


Ames  now  brings  you  a thyroid  information 
system  designed  to  help  you  assess/monitor  thyroid 
function  with  office  convenience  and  laboratory  accu- 
racy. This  new  system  is  made  up  of  THYRIMETER 
(Direct  Ratio  Reading  Gamma  Counter),  the  easiest- 
to-use,  automatic  ratio  readout  gamma  counter,  which 
gives  immediate  information  about  the  patient’s 
thyroid  status;  TRILUTE  ” (,25l  Column  T-3  Test),  the 
quickest  and  most  convenient  office  T-3  test,  requir- 
ing fewer  steps  and  only  approximately  20  minutes 
from  start  to  finish;  plus  the  specially  designed 


PATIENT  RECORD  CHART,  which  provides  an 
individualized  graphic  profile  of  the  response  to 
therapy. 

We  will  be  pleased  to  send  you  further  informa- 
tion if  you  will  fill  in  the  coupon  below  and  send  it  to 

us. 

Ames  Company 

OCT  Division  Miles  Laboratories,  Inc.  (/ 

octq  Elkhart,  Indiana  46514  I 


Ames  Company 

I Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 
Dept.  JGB 


Gentlemen:  Please  send  me  more  information 
on  the  THYRIMETER/TRILUTE  Thyroid  Function 
Information  System. 


Name 


ID. 


Address 


l City 

I 

I 

i State 


Actual  size  of  THYRIMETER  is 
14W'  x 9>/4"  x 7V2"  and  weight  is 
approximately  20  pounds. 
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Adam’s  Bib.  Essays  on  Biblical  Medicine.  By 
Simon  S.  Levin,  M.B.  Octavo  of  180  pages, 
illustrated.  Los  Altos,  California,  Geron-X, 
Inc.,  1970.  Cloth,  $6.95. 

So  You  Have  Glaucoma.  Second  edition.  By 
Everett  R.  Veirs,  M.D.  Octavo  of  84  pages, 
illustrated.  New  York,  Grune  & Stratton,  Inc., 
1970.  Cloth,  $5.75. 


Books  Reviewed 


Law  and  The  Surgical  Team.  By  Carl  Erwin 
Wasmuth,  M.D.,  and  Carl  Erwin  Wasmuth, 
Jr.,  LL.B.  Octavo  of  414  pages.  Baltimore, 
The  Williams  & Wilkins  Co.,  1969.  Cloth, 
$13.50. 

The  authors  are  well  qualified  to  write  this 
text  which  represents  a stupendous  under- 
taking. It  is  further  enhanced  by  a foreword 
by  Stanley  O.  Hoerr,  M.D.,  chairman,  Division 
of  Surgery,  The  Cleveland  Clinic  Foundation. 

There  are  ten  parts  to  the  book  which  are 
effectively  delineated  in  the  following  order: 
“The  Surgical  Team  Concept,”  “The  Hospital 
Facility,”  “The  Surgical  Team  in  the  Operating 
Room,”  “The  Anesthesiologist  as  a Member  of 
the  Surgical  Team,”  “Consent  for  Surgical  Pro- 
cedures,” “Postoperative  Care,”  “Blood  “Trans- 
fusion,” “Organ  Transplantation,”  “The  Hos- 
pital Emergency  Room,”  and  “Medical  Ethics 
and  the  Law.” 

The  book  is  excellently  indexed  with  refer- 
ences and  legal  citations  at  the  end  of  each 
chapter.  It  covers  all  areas  and  disciplines  in- 
volved as  precautionary  measures  which  should 
be  strictly  observed  by  the  surgical  team.  Even 
for  an  experienced  surgeon  this  book  can  clarify 
steps  which  should  be  taken  to  avoid  pitfalls  in 
certain  situations.  For  the  novice  and  medical 
student  this  book  is  a gold  mine  of  authoritative 
information  and  advice  to  deeply  respect  the 
practice  of  medicine  and  the  law  as  it  applies 
to  the  surgical  team  in  the  operating  room.  S. 
Ingram  Hyrkin,  M.D. 


natural  vegetable  derivative,  offer  a gentle, 
physiologic  approach  to  laxation  which  is 
virtually  colon  specific  — acting  not  by  irritation 
of  colonic  mucosa  but  through  reproducible 
neuroperistaltic  stimulation  mediated  through 
Auerbach’s  motor  plexus. 

The  current  theory  is  that  glycosides  (laxa- 
tive principles  of  the  senna  plant)  are  transported 
to  the  colon  where  they  are  changed  to  aglycones 
that  stimulate  Auerbach's  plexus  to  induce 
peristalsis. 

This  means  your  patient  can  enjoy  the 
benefits  of  the  gentle  laxative  action  of  SENOKOT 
preparations  which  are  generally  predictable, 
reproducible  and  effective. 

At  proper  dosage  levels,  SENOKOT  Tablets/ 
Granules  are  generally  free  of  side  effects. 

When  taken  at  bedtime,  SENOKOT  Tablets/ 
Granules  usually  induce  comfortable  evacuation 
in  the  morning.  PDF-10067< 

Senokot 

(standardized  senna  concentrate) 

Tablets/Granules 


Purdue  Frederick 

©COPYRIGHT  1970,  THE  PURDUE  FREDERICK  COMPANY,  YONKERS.  N.Y.  10701 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed,  each 
5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 
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directed,  each  cc." 
will  contain  erythro- 
mycin estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
aquivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone 


Erythromycin  Estolate 


Puivule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Puivule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


900761 


2964 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel.  212  YUkon  6-5757 

COPYRIGHT  1970  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


December  15,  1970  Volume  70  Number  24 

“ Dedicated  to  the  continuing  education  of  the  physician ” 


70th  year  of  publication 


Published  semimonthly  by  the  Medical  Society  of  the  State  of  New  York 

George  Himler,  M.D.,  Advisor  Henry  I.  Fineberg,  M.D.,  Advisor 

William  Hammond,  M.D.,  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 
William  G.  Childress,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Vincent  J.  Fontana,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Alfred  Gilman,  Ph.D. 
Carl  M.  Harris,  M.D. 
Alfred  A.  Hartmann,  M.D. 
Milton  Helpern,  M.D. 
Alfred  P.  Ingegno,  M.D. 
♦Ralph  F.  Jacox,  M.D. 


Ira  Snow  Jones,  M.D. 
♦James  R.  Jones,  M.D. 
♦Leslie  A.  Kuhn,  M.D. 
♦Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 

Richard  H.  Orr,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
John  R.  Rogers,  M.D. 


Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
♦Robert  P.  Whalen,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 


Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 

York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania 18042.  Copyright  1970  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1954  are  $2.00  per  copy; 
from  1954  to  1964,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East — Joseph  A. 

Mullaney;  Midwest — Robert  O.  Linberg;  and 
Pacific  Coast — Melvin  B.  Tyler. 


2965 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, nor  submitted  elsewhere  and  are  contrib- 
uted solely  to  the  New  York  State  Journal 
of  Medicine.  Address  manuscripts  to  Editor, 
New  York  State  Journal  of  Medicine,  750  Third 
Avenue,  New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on 
8Vi-by-ll-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 V»  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  acre 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 
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services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
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tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
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numbers  corresponding  to  those  on  photographs 
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patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
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Editorials 


Christmas  1970 


The  emotions  of  the  Christmas  festival 
have  been  expressed  over  the  centuries  in 
music,  painting,  and  literature.  Music 
comes  closest  to  expressing  the  people’s  feel- 
ings at  the  time  of  this  people’s  festival. 
Feelings  of  awe  and  wonder,  gaiety,  love  of 
family  and  friends,  generosity,  and  a well- 
spring  of  hope  pervade  this  holiday. 

All  these  emotions  come  out  in  the  Christ- 
mas music,  whether  it  be  the  simplest  carol 
or  the  profoundest  oratorio. 

Awe  and  wonder  inspired  the  great  ora- 
torios, Handel's  “Messiah,”  Saint-Saens’ 
“Christmas  Oratorio,”  and  Berlioz’s  tone 
poem  “L’Enfance  du  Christ”;  all  have  rich 
tapestries  of  melody,  harmony,  and  rhythm 
in  the  scale  of  grandeur.  One  feels  after 
hearing  great  music  such  as  this  that  he  is 


True  greatness 

The  times  cry  out  for  simple  virtues. 
Homely  words  describing  homely  situations 
are  of  higher  value  than  the  sharpest 
rhetoric. 

The  following  thoughts  came  not  from  our 
Mrs.  Wiggs  but  from  a “Cabbage  Patch” 
across  the  sea  and  were  written  down  by  a 
preteen  girl  in  answer  to  her  assignment  to 
write  on  “True  Greatness.” 

A person  can  never  get  true  greatness  by 
trying  for  it.  You  can  get  it  when  you  are 
not  looking  for  it.  It  is  nice  to  have  good 
clothes.  It  makes  it  a lot  easier  to  act  decent, 
but  it  is  a sign  of  true  greatness  to  act  when 
vou  have  not  got  them  just  as  good  as  if  you 
had. 


a better  person  than  he  was  before. 

The  homelier  emotions  of  family  love, 
generosity,  tenderness,  and  release  in  gaiety 
find  their  expression  in  the  folk  music  of 
rounds  and  carols.  These  are  close  to  the 
hearts  of  the  people  and  come  from  many 
lands. 

This  essence  of  Christmas  continues  to 
Huorish  and  continues  to  turn  secular  songs 
into  Christmas  carols.  “Greensleaves”  has 
become  “What  Child  is  This”;  “White 
Christmas”  and  even  “Rudolph  the  Red- 
Nosed  Reindeer”  have  become  permanent 
members  of  the  repertoire. 

We  hope  you  will  be  inspired  and  com- 
forted by  the  music  of  this  season  and  have 
an  opportunity  to  join  in  the  singing. 

Merry  Christmas  to  all ! 


One  time  when  Ma  was  a little  girl  they  had 
a bird  at  their  house  called  Bill  that  broke  his 
leg.  They  thought  they  would  have  to  kill  him 
hut  next  morning  they  found  him  propped  up 
sort  of  sideways  on  his  good  leg,  singing.  That 
was  true  greatness. 

Once  there  was  a woman  that  had  done  a big 
washing  and  hung  it  on  a line.  The  line  broke 
and  let  it  all  down  in  the  mud  but  she  didn’t 
say  a word.  She  did  it  all  over  again,  and  this 
time  she  spread  it  on  the  grass  where  it 
couldn’t  fall.  But  that  night  a dog  with  dirty 
feet  ran  over  it.  When  she  saw  what  was  done 
she  sat  down  and  did  not  cry  a bit.  All  she 
said  was,  “Ain’t  it  queer  that  he  didn’t  miss 
nothing.”  That  was  true  greatness,  but  it  is 
only  people  who  have  done  washing  that  know 
it. 
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How  high  is  up 


The  miniskirt  was  bound  eventually  to 
outsmart  itself.  It  is  no  news  to  physicians 
that  hospital  nurses  lead  a gymnastic  life — 
lifting,  bending,  reaching.  The  miniskirted 
uniform  does  not  provide  sufficient  freedom 
of  movement  and  becomes  embarrassingly 
revealing  in  some  working  circumstances. 

In  several  medical  centers  in  the  country, 
including  our  own  Strong  Memorial-Uni- 
versity of  Rochester  Center,  the  mini  is 
being  replaced  by  the  more  sensible  pantsuit 
or  culotte. 

Shades  of  our  stiffly  starched  directresses 
of  yore  aside,  the  step  has  been  taken.  We 
ask  only  that  the  tall  narrow  girls  wear  the 


pants  and  the  short  wide  girls  the  culottes. 

We  note  with  some  sadness  that  there  is 
a movement  afoot  to  abolish  the  distinctive 
nurse’s  cap.  It  is  said  that  it  gets  in  the 
way  in  some  types  of  patient  care.  The  cap 
evolved  from  the  headdress  of  medieval  re- 
ligious nursing  orders.  We  shall  miss  the 
sweeping  weeds  of  the  English  sister,  the 
pincushion  of  the  Massachusetts  General 
and  Bellevue  graduate.  True  the  graduate’s 
pin  will  identify,  but  not  at  a distance  of 
fifty  feet  coming  down  a dark  corridor.  If 
the  cap  must  go  we  will  bear  it  reluctantly, 
as  we  did  the  passing  of  the  Hudson  River 
steamboat  and  the  smell  of  real  fresh  air. 
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first  aid 
in  diarrhea 
of  acute  gastroenteritis 

LOMOTIL 

tablets/liquid 


Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


THE 


STOPPER 


PROMPT  ANTIDIARRHEAL  ACTION 

Roentgenographic  studies  demon- 
strate that  the  motility-lowering  ac- 
tivity of  Lomotil  is  concentrated  in 
the  first  three  hours  and  continues 
for  at  least  six  hours. 

Clinical  investigators  have  found 
ample  confirmation  of  these  deter- 
minations. Lomotil  has  reduced  diar- 
rheal urgency  in  many  patients 
within  one  hour. 

OPTIMAL  ANTIDIARRHEAL  CONTROL 

Numerous  investigators  have  re- 
marked on  the  high  degree  of  effec- 


tiveness of  Lomotil  in  a variety  of 
diarrheal  disorders.  Lomotil  has 
given  good  to  excellent  relief  of 
symptoms  in  many  patients  who  had 
failed  to  respond  to  other  measures. 
UNSURPASSED  ANTIDIARRHEAL 
ACCEPTANCE 

Patients  prefer  Lomotil  for  its  con- 
venience, its  prompt  control  of  diar- 
rhea and  its  relief  of  cramping  and 
urgency.  Physicians  specify  Lomotil 
for  its  dependable  action  and  its  rel- 
ative freedom  from  side  effects 
when  taken  as  directed. 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage:  this  is  not  ordinarily  a clini- 
cal problem.  Use  Lomotil  with  consid- 
erable caution  in  patients  receiving 
addicting  drugs.  Recommended  dosages 
should  not  be  exceeded,  and  medica- 
tion should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdos- 
age may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pin- 


point pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subther- 
apeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include 
nausea,  sedation,  dizziness,  vomiting, 
pruritus,  restlessness,  abdominal  dis- 
comfort, headache,  angioneurotic 
edema,  giant  urticaria,  lethargy, 
anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise. 
Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  se- 
vere, even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial 
daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as 
follows: 

Children: 

3-6  mo.  ..  Vz  tsp.*  t.i.d.  (3  mg.] 

6-12  mo.  ..  Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  ...  Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.) 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  . . 1 tsp.  5 times  daily  (10  mg.) 
Adults:  ...2  tsp.  5 times  daily  (20  mg  ) 
or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in 
infants  less  than  3 months  of  age. 
Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 


G.  D.  SEARLE  & CO.  • P.O.  Box  5110,  Chicago,  Illinois  60680  • Research  in  the  Service  of  Medicine  953 


2969 


Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin -it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin'  300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions  Overgrowth  of  nonsusceplible  organisms  may  occur 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am,  Skm- 
maculopapular  and  erythematous  rashes,  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare)  Kidney-  rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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The  Enigma  of 
Whiplash  Injury"' 

JOHN  D.  STATES.  M.D. 
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JAMES  B.  MASENGILL,  M.D. 
Rochester,  New  York 

From  the  Division  of  Orthopaedic  Surgery,  University 
of  Rochester  School  of  Medicine  and  Dentistry 


Whiplash  is  a term  which  has  been 
forced  on  us  by  its  frequent  usage.  In  spite 
of  efforts  by  physicians  to  relegate  this  bit 
of  slang  to  its  proper  place,  its  usage  is  more 
common  than  ever,  particularly  by  lawyers 
and  layman. 

McNab  in  19651  defined  whiplash  as  “es- 
sentially an  extension  strain  of  the  cervical 
spine  produced  by  sudden  acceleration.’’  He 
suggested  an  alternate  term,  “acceleration 
extension  injury.” 

In  actual  usage  this  is  not  entirely  ac- 
curate because  attorneys  and  layman  use  the 
term  to  describe  any  neck  injury  caused  by 
indirect  violence  which  is  not  a fracture  or 
a dislocation.  Furthermore,  some  of  these 
injuries  are  caused  by  lateral  flexion. 
McNab’s  definition  of  whiplash  should  be 
extended  to  include  lateral  flexion  injuries 
as  well. 

The  prolonged  symptoms  and  disability 
which  follow  neck  injury  caused  by  minor 
automobile  collisions  pose  an  enigma  which 
perplexes  many  physicians.  Such  injuries 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  Cits',  Section 
on  Orthopedic  Surgery,  February  9,  1970. 

* The  opinions,  findings,  and  conclusions  expressed  in 
this  publication  are  those  of  the  authors  and  not  necessarily 
those  of  the  National  Highway  Safety  Bureau. 
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are  nearly  always  caused  by  minor  accidents 
with  very  little  vehicle  damage.  The  pa- 
tient’s history  may  reveal  that  his  symptoms 
were  delayed  in  onset  but  continue  inter- 
minably. Most  perplexing  and  frustrating 
is  the  lack  of  physical,  radiologic,  or  other 
objective  evidence  of  injury  and  the  pro- 
longed treatment  and  observation  period 
which  may  last  a year  or  more. 

The  purpose  of  this  presentation  is  to  re- 
view recent  findings  about  the  pathology  of 
whiplash  injury,  to  review  engineering 
studies  of  instrumented  crash  tests  of  rear- 
end  collisions,  to  present  data  from  a clinical 
study  of  highway  and  racing  accidents  in 
which  patients  and  the  accident  vehicles 
were  examined,  and  to  present  preliminary 
data  from  an  anthropometric  study  of  the 
human  neck.  This  presentation  is  not  a 
study  of  diagnosis  nor  of  treatment  meth- 
ods; diagnoses  are  enumerated  only  for  sta- 
tistical purposes,  and  the  treatment  of  whip- 
lash injuries  is  not  considered. 

Frequency  of  injury 

Whiplash  injury,  or  more  simply,  acute 
strains  of  the  cervical  spine,  occur  in  all 
types  of  automobile  accidents  but  more  fre- 
quently in  rear-end  impacts.  In  1956  Jack- 
son2  of  Texas  Southwestern  Medical  School 
stated  that  85  per  cent  of  neck  injuries  from 
automobile  accidents  are  caused  by  rear-end 
impacts.  Our  own  study  substantiates  this. 
Rear-end  impact  may  be  the  most  frequent 
accident  of  all.  The  National  Safety  Coun- 
cil3 states  that  20  per  cent  of  all  accidents 
are  rear-end  impacts,  but  in  New  York  State 
the  incidence  is  38  per  cent.4 

How  many  rear-end  collisions  cause  neck 
injury  is  not  known.  The  majority  of  oc- 
cupants are  not  injured;  McNab5  estimated 
that  one-fifth  of  exposed  occupants  sustain 
neck  injury.  Schutt  and  Dohan6  in  a study 
of  industrial  workers  determined  that  the 
number  of  neck  injuries  sustained  in  auto- 
mobile accidents  was  14.5  per  1,000  em- 
ployes. Disability  of  eight  days  or  more 
was  reported  in  6.7  females  per  1,000  em- 
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ployes  and  1.4  males  per  1,000  in  a metro- 
politan area  plant.  The  rate  for  a nonmetro- 
politan area  plant  was  2.2  for  women  and  1.3 
for  men. 

Mechanism  of  injury 

Hyperextension  of  the  cervical  spine  is 
the  most  frequent  cause  of  neck  injury.  The 
chest  is  an  anatomic  block  that  prevents 
neck  flexion  beyond  the  physiologic  range 
of  motion.  There  is  no  anatomic  block  to 
limit  extension.  The  normal  range  of  neck 
extension  is  not  clearly  stated  in  the  litera- 
ture. The  American  Medical  Association’s 
Guides  to  the  Evaluation  of  Permanent  Im- 
pairment considers  the  normal  range  of 
combined  flexion  and  extension  as  60  de- 
grees.7 In  1963  the  American  Academy  of 
Orthopaedic  Surgeons  implied  in  a drawing 
that  the  normal  range  was  45  degrees  of 
flexion  and  45  degrees  of  extension.  This 
drawing  was  subsequently  changed  deleting 
the  implied  range  of  motion.8 

Injury  presumably  occurs  when  the  nor- 
mal range  of  motion  is  exceeded.  High- 
speed motion  pictures  of  experimental  rear- 
end  impacts  with  anthropomorphic  dummies 
as  passengers  have  revealed  that  the  head 
and  neck  wrap  around  the  top  of  the  seat 
back.9  Up  to  138  degrees  of  extension  oc- 
curs when  the  head  is  unsupported.  Tuell10 
in  1953  subjected  himself  to  a rear-end  im- 
pact collision  and  recorded  the  motions  of 
his  head  and  neck  with  high-speed  motion 
pictures.  His  findings  confirmed  the  find- 
ings of  Severy  and  subsequent  investigators. 

Head-on  impact  accidents  produce  neck 
injury  by  hyperextension.  High-speed  mov- 
ies reveal  that  forehead  contact  with  the 
windshield  or  header  forces  the  head  and 
neck  into  extension  duplicating  the  situation 
that  occurs  with  rear-end  impacts.  This 
injury  mechanism  is  not  well  documented  in 
the  literature.  Dummy  cadaver  testing  of 
dashboards  by  Patrick11  has  confirmed  oc- 
cupant kinematics  of  this  mechanism. 
Schutt  and  DohanG  reported  that  9 of  65 
neck  injury-causing  collisions  were  head  on. 

Lateral  impact  accidents  can  also  produce 
neck  injury.  Kulowski  in  195812  reported 
that  17  per  cent  of  a group  of  250  neck  in- 
juries were  caused  by  side-impact  accidents. 
Jackson2  grouped  head-on  and  side-impact 
accidents  together  accounting  for  15  per 
cent  of  the  neck  injuries  reported.  Schutt 


and  Dohan6  reported  17  of  65  neck  injuries 
were  caused  by  lateral  impacts.  Rudy13  re- 
ported two  U.S.  Navy  pilot  deaths  which  oc- 
curred from  lateral  flexion  injuries  to  the 
cervical  spine  without  direct  head  contact. 
Autopsies  revealed  brain-stem  hemorrhages. 

Review  of  literature 

Research  in  two  areas  has  shed  new  light 
on  the  problem  of  neck  injuries.  Several 
investigators  utilizing  animal  studies  have 
demonstrated  a multitude  of  head  and  neck 
injuries  which  would  be  clinically  unde- 
tectable in  the  human  being  but  which  were 
discovered  by  meticulous  necropsy  studies. 
A few  crash  studies  in  which  human  subjects 
were  used  demonstrated  the  very  low  thresh- 
old for  subjective  evidence  of  clinical  in- 
jury. 

McNab1  produced  whiplash  injuries  in 
monkeys  by  dropping  them  down  an  elevator 
shaft  rapidly  decelerating  them  with  their 
heads  unsupported.  His  pathologic  studies 
revealed  injuries  of  the  sternocleidomastoid 
muscles,  of  the  longissimus  colli  muscle,  of 
the  anterior  and  posterior  longitudinal  inter- 
spinus  ligaments,  disk  protrusions,  and  frac- 
tures of  the  disk  plates. 

Wickstrom14  of  Tulane,  using  Belgian 
hares  and  later  monkeys,  demonstrated  simi- 
lar injuries  of  the  anterior  and  posterior 
longitudinal  ligaments,  of  the  interspinous 
ligaments,  of  the  zygoapophyseal  joints, 
and  of  adjacent  nerve  roots;  verterbral  frac- 
tures, subluxations,  and  dislocations;  and 
intracranial  and  inner  ear  hemorrhages. 
Extension  strains  in  primates  produced 
fewer  ligamentous  but  more  muscular  in- 
juries. Half  of  the  monkeys  tested  had 
ruptures  of  the  sternocleidomastoid  and  an- 
terior strap  muscles.  The  trapezius  and 
splenius  capitis  muscles  were  injured  in 
one  quarter  of  the  cases,  and  in  one  half  of 
the  cases  hemorrhage  of  the  thyroid  glands 
occurred.  Ommaya  et  al.15  has  demon- 
strated a multitude  of  intracranial  injuries 
produced  by  rotational  acceleration  of  the 
head.  He  has  demonstrated  that  the  energy 
required  to  produce  concussion  is  inversely 
proportional  to  the  mass  of  the  animal’s 
brain. 

Matthewson16  of  the  University  of  Cali- 
fornia at  Los  Angeles  in  1954  using  human 
volunteers  in  rear-end  collisions  found  that 
a five  miles-per-hours  rear-end  impact  pro- 
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duced  a sensation  of  cracking  in  the  neck  of 
the  volunteer  and  pain  which  persisted  for 
several  days  afterwards.  The  subjects  were 
unwilling  to  continue  with  the  experiment. 
In  1967  Patrick  of  Wayne  State  University 
subjected  his  own  neck  to  decelerative  tests 
and  developed  sufficient  symptoms  following 
an  8.9  miles-per-hour  impact  so  that  he  did 
not  wish  to  continue.17  Ewing.  Thomas  and 
Beeler1*  in  a recent  presentation  demon- 
strated the  effect  of  whiplash  using  instru- 
mented volunteers.  An  input  of  9g  accelera- 
tion on  the  seventh  cervical  and  first  thoracic 
vertebrae  produced  23g  acceleration  of  the 
forehead  due  to  the  whiplash  mechanism. 

Research  in  a second  area  utilizing  in- 
strumented crash  tests  of  automobiles  and 
anthropomorphic  dummies  has  shown  that 
high-impact  forces  are  transmitted  directly 
to  the  occupant  in  low-speed  impacts,  and 
that  the  vehicle  does  not  begin  to  crush  until 
impact  speed  exceeds  15  or  20  miles  per 
hour.  Severy19  of  U.C.L.A.,  in  his  fourth 
and  most  recent  series  of  rear-end  crash 
tests,  utilized  full-size  1967  Fords.  An  im- 
pact of  10  miles  per  hour  produced  total 
collapse  of  only  2V2  inches  in  the  rear  struc- 
tures of  the  impacted  vehicle.  Accelerom- 
eter readings  on  the  frame  and  dummy  oc- 
cupants revealed  little  change  in  the  read- 
ings between  10  miles-per-hour  and  30  miles- 
per-hour  impacts. 

Sources  of  data 

For  the  past  ten  years  the  author  has  ex- 
amined the  cars  in  which  his  patients  have 
been  injured  in  an  effort  to  make  a clinical 
correlation  of  the  patients’  injuries  with 
the  vehicle  damage.  Initially,  the  senior 
author  carried  out  all  phases  of  the  investi- 
gation himself  including  examination  of  the 
accident  vehicle.  In  early  1968,  a medical- 
engineering accident  investigation  team  was 
organized  at  the  University  of  Rochester 
School  of  Medicine  and  Dentistry.  The 
team  is  comprised  of  five  engineers,  four 
physicians,  and  a full-time  mechanic  and  is 
supported  by  contract  funds  from  the  U.S. 
Department  of  Transportation.* 

The  case  series  examined  in  this  study 
were  drawn  from  larger  case  series  of  high- 
way and  racing  accidents.  The  senior  au- 
thor has  examined  289  highway  accidents  in 

♦Contract  FH-1 1-6796. 


TABLE  I.  Accident  types  causing  neck  injury  on 
highway  and  race  course 


Type 

High- 

way 

Rac- 

ing 

Total 

Head-on 

4 

2 

6 

Lateral  impact 

10 

0 

10 

Roll-over 

7 

6 

13 

Rear-end  impact 

56 

4 

60 

Totals 

77 

12 

89 

which  at  least  1 patient  received  injury. 
Most  of  the  injured  occupants  were  patients 
of  the  senior  author,  although  some  cases 
were  contributed  by  associates.  Sixty  of 
the  most  recent  and  thoroughly  examined 
cases  were  contributed  by  the  medical-engi- 
neering group  of  the  University  of  Roches- 
ter School  of  Medicine  and  Dentistry. 

Concurrently  a smaller  series  of  racing 
accidents  which  occurred  at  Watkins  Glen 
Grand  Prix  Course  were  examined  by  the 
senior  author  and,  since  1964,  by  an  accident 
investigation  team  which  was  a prototype 
for  the  University  of  Rochester  group.  Of 
the  141  racing  accidents  examined,  injury 
occurred  in  54  cases. 

The  paucity  of  anthropometric  data  re- 
lated to  age  and  sex  prompted  the  authors 
to  initiate  a study  of  neck  dimensions  and 
ranges  of  motion.  The  study  is  not  com- 
pleted but  preliminary  data  are  presented. 

Data 

A total  of  101  highway  and  racing  acci- 
dents has  been  studied;  80  accidents  oc- 
curred on  the  highway  and  21  on  the  Wat- 
kins Glen  Grand  Prix  Course.  Neck  in- 
juries occurred  in  89  accidents;  the  12  other 
accidents,  all  rear-end  accidents,  were  in- 
cluded because  neck  injury  did  not  occur. 

The  types  of  accidents  causing  neck  injury 
are  seen  in  Table  I.  Rear-end  impacts 
caused  72  per  cent  of  the  neck  injuries  oc- 
curring in  highway  accidents;  side-impact 
accidents  caused  13  per  cent,  roll-over  acci- 
dents caused  9 per  cent,  and  head-on  impacts 
caused  5 per  cent.  In  contrast,  roll-overs 
caused  50  per  cent  of  the  neck  injuries  in 
racing  accidents. 

Table  II  reveals  the  age  and  sex  incidence 
of  whiplash  injury  in  highway  accidents. 
The  age  distribution  approximates  that  of 
the  motoring  public.  The  sex  distribution 
of  the  drivers  is  significant  because  the  num- 
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TABLE  II.  Age  and  sex  incidence 
of  whiplash  injury 


Age  (Years) 

Male 

Female 

16  to  25 

10 

13 

26  to  35 

18 

9 

36  to  45 

15 

14 

46  to  55 

4 

9 

56  to  65 

3 

2 

Over  65 

1 

1 

Totals 

49 

48 

ber  of  female  drivers  in  highway  accidents 
resulting  in  whiplash  injury  nearly  equals 
male  drivers.  Studies  of  driver  exposure 
reveal  that  women  do  only  9 per  cent  of  the 
driving  and  have  10  per  cent  of  the  acci- 
dents. The  implication  of  the  data  is  that 
women  are  much  more  vulnerable  to  whip- 
lash injuries  than  men.  The  seat  position 
of  highway  accident  victims  is  shown  in 
Table  III. 

Energy  and  damage  estimates.  A ma- 
jor problem  in  accident  analysis  is  the  de- 
termination of  energy  input  and  dissipation. 
The  produced  energy  of  an  accident  is  de- 
termined by  the  speed  and  weight  of  the 
accident  vehicles  and  by  the  nature  of  the 
impact.  The  energy  generated  by  the  colli- 
sion is  dissipated  primarily  by  vehicle  col- 
lapse, but  also  to  a small  but  significant 
degree  by  injury  causation. 

Estimates  of  energy  dissipation  were 
made  for  each  accident  in  the  series  by  esti- 
mating the  speed  of  impact,  the  weight  of 
the  collision  vehicle,  and  the  extent  of  ve- 
hicle damage.  Speed  estimates  were  based 
on  statements  of  the  occupants,  witnesses, 
and  investigating  police  officers  and  on  the 
usual  and  posted  speeds  at  the  accident 
scenes,  the  speed  and  handling  capabilities 
of  the  accident  vehicle,  and  the  extent  and 
nature  of  vehicle  damage.  Vehicle  damage 
has  been  scaled  using  the  Cornell  Aero- 
nautical Laboratory  Automotive  Crash  In- 
jury Research  Scale,  the  DSR  ( damage 
severity  rating).  Utilizing  the  DSR,  it  was 
found  that  rear-end  impacts  causing  only 
neck  strain  were  low-energy  accidents.  In 
contrast,  head-on,  side  impacts,  and  roll- 
over and  rear-end  impacts  causing  fractures 
and  dislocations  were  high-energy  accidents 
(Table  IV). 

Deaths.  Seven  deaths  occurred  in  this 
series,  3 of  these  in  roll-over  accidents  in 
which  the  occupant  space  collapsed,  crush- 


TABLE  III.  Seat  position,  highway  accidents  only 


Seat 

Position 

Injured 

Male  Female 

— Uninjured — 
Male  Female 

Driver 

26 

22 

5 4 

Right  front 

2 

9 

0 2 

Rear 

0 

1 

0 0 

TABLE  IV.  Diagnoses  and  vehicle  damage  severity 
rating  in  highway  and  racing  accidents 

Diagnosis 

High- 

way 

DRS 

Rac- 

ing 

DRS 

Neck  strain 

74 

1.6 

9 

3.2 

Fracture  without 

dislocation 

6 

3.5 

1 

4.0 

Dislocation  and 
fracture 

dislocation 

3 

3.5 

2 

4.0 

Concussion 

10 

3.5 

2 

4.0 

Skull  fracture 

0 

2 

5.0 

Deaths 

4 

4.0 

3 

5.0 

ing  the  occupants.  The  remaining  4 acci- 
dents were  of  extreme  severity.  The  racing 
accidents  were  also  of  extreme  severity;  2 
involved  impacts  with  trees.  In  the  third 
instance,  the  driver’s  head  was  avulsed  as 
he  was  ejected  from  his  sports  car  which 
rolled  end  over  end.  His  shoulder  harness 
and  lap  belt  system  failed  when  the  in- 
board floor  anchor  pulled  out  allowing  him 
to  be  ejected.  His  harness  caught  about  his 
chin  and  avulsed  his  head  and  neck. 

Anthropometric  studies.  Preliminary 
data  from  an  anthropometric  study  of  the 
human  neck  revealed  that  the  normal  range 
of  flexion-extension  was  125  degrees  for 
patients  under  twenty-one  years  of  age  and 
gradually  decreased  to  93  degrees  for  pa- 
tients over  seventy  years  of  age.  By  age 
thirty  the  range  of  motion  had  decreased  to 
100  degrees.  The  data  were  derived  from 
a study  of  45  males  and  105  females  who 
accompanied  patients  seen  in  local  ortho- 
pedic offices  and  clinics  and  who  did  not 
have  any  complaints  referable  to  their  necks. 

Measurements  of  the  necks  of  21  patients 
who  sustained  neck  injuries  revealed  that 
male  head  circumferences  were  1.5  cm. 
larger  on  the  average  than  female  head  cir- 
cumferences, and  that  neck  circumferences 
averaged  4 cm.  larger.  Neck  length  (mea- 
sured as  the  distance  from  the  apex  of  the 
skull  to  the  tip  of  the  spinous  process  of 
the  seventh  cervical  vertebra)  was  virtually 
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identical  for  males  and  females,  but  sitting 
height  for  males  was  14  cm.  higher  than  for 
females.  Standing  height  of  the  male  pa- 
tient was  5 cm.  above  the  average  for  the 
general  population;  the  female  patient  aver- 
aged 0.5  cm.  taller. 

The  sample  size  of  this  study  remains  too 
small  to  permit  meaningful  conclusions. 

Comment 

Certain  patients,  particularly  women,  ap- 
pear to  be  more  vulnerable  to  whiplash  in- 
juries. The  neck  musculature  of  some  pa- 
tients is  smaller  in  relation  to  their  head 
weight.  There  may  be  other  variables  such 
as  neck  length  and  flexibility  which  con- 
tribute to  their  vulnerability.  Some  pa- 
tients are  more  able  than  others  to  resist 
the  effects  of  a collision.  This  is  particu- 
larly true  of  women  compared  with  men. 
The  following  case  study  in  which  the  driver 
was  not  injured  reveals  the  natural  protec- 
tion that  is  afforded  some  occupants. 

Case  1.  A thirty-four-year-old  competition 
driver  did  not  sustain  neck  injury  when  his 
vehicle  struck  a guard  rail  backwards  at  about 
60  miles  per  hour.  The  driver  lost  control  of 
his  vehicle,  and  it  spun,  ran  off  the  course  back- 
wards, and  hit  several  hay  bales  placed  in  front 
of  the  guard  rails.  The  back  of  the  vehicle  was 
extensively  damaged.  In  spite  of  this,  the 
driver  did  not  sustain  neck  injury. 

Men  are  more  often  the  drivers  and  may  have 
some  warning  of  an  impending  rear-end  im- 
pact. Drivers  sometimes  have  time  to  either 
slide  down  in  the  seat  or  simply  to  tighten  their 
musculature  protecting  them  against  neck 
strain.  Although  they  may  warn  their  passen- 
gers of  the  impending  accidents,  the  passengers 
usually  do  not  have  time  to  take  protective  ac- 
tion. 

Seat  back  failure.  Seat  back  failure 
protects  both  men  and  women  in  higher- 
speed  impacts,  but  occurs  less  often  when 
the  seat  is  occupied  by  a woman  because  of 
her  lighter  weight.  Seat  back  failui-e  pro- 
tects the  occupant  because  it  allows  the  oc- 
cupant’s torso  to  move  with  the  head  and 
neck,  reducing  extension  of  the  cervical 
spine.  The  two  following  cases  are  ex- 
amples of  how  a collapsing  seat  back  can 
prevent  neck  injury. 

Case  2.  A forty-year-old  woman  riding  in 
the  right  front  seat  of  a 1967  Dodge  sedan  re- 
ceived an  acute  neck  strain  when  her  car  was 
struck  from  behind.  Damage  was  minimal,  hut 
was  sufficient  to  cause  the  seat  back  to  bend  on 


the  driver’s  side.  The  driver  weighed  190 
pounds  and  was  a heavily  built  man  5 feet  9Va 
inches  tall.  He  did  not  sustain  injury  in  con- 
trast to  his  wife  who  weighed  120  pounds,  was 
5 feet  5 inches  tall,  was  wearing  a lap  belt,  and 
sustained  a neck  injury.  The  seat  back  did  not 
fail  on  her  side. 

Case  3.  A forty-two-year-old  woman  in  a 
1967  Buick  sedan  was  struck  from  behind  by  an 
unloaded  trailer  truck.  She  was  stopped  at  a 
traffic  light;  the  tractor  trailer  struck  her  at 
about  45  miles  per  hour.  The  woman  did  not 
sustain  a neck  injury  because  the  seat  back 
collapsed,  allowing  her  head  and  neck  to  move 
with  her  torso.  In  addition,  the  entire  trunk, 
gas  tank,  and  frame  collapsed  cushioning  the 
impact. 

Seat  belts  and  concussion.  Belted  oc- 
cupants occasionally  fare  worse  than  un- 
belted occupants.  In  the  reported  series, 
three  belted  right  front  seat  occupants  re- 
ceived neck  injury  while  their  unbelted  driv- 
ers did  not.  Severy,  Brink,  and  Baird19 
have  demonstrated  by  means  of  high-speed 
motion  pictures  that  fixation  of  the  pelvis 
with  a lap  belt  prevents  the  pelvis  from 
sliding  forward  and  increases  the  hyper- 
extension of  the  cervical  spine  in  a rear-end 
collision. 

Case  4.  A twenty-eight-year-old  competition 
driver  wearing  a lap  belt  and  shoulder  harness 
sustained  a severe  neck  strain  and  concussion 
when  his  Austin-Healy  Sprite  was  struck  from 
behind  by  a Corvette.  He  had  passed  the  Cor- 
vette on  a turn  and  then  cut  in  front  of  the 
Corvette  and  applied  his  brakes;  he  was  struck 
on  the  left  rear  fender  by  the  Corvette  and 
knocked  off  the  course.  As  he  slid  his  right 
wheels  caught  in  a ditch  and  he  rolled  twice, 
landing  right  side  up.  The  driver  was  un- 
conscious for  half  an  hour,  and  was  disoriented 
and  confused  for  four  days. 

In  this  racing  accident  there  was  no  evidence 
of  head  contact;  the  concussion  was  attributed 
to  rotational  acceleration  injury  of  the  brain 
substance.  Concussion  occurred  in  1 other 
racing  accident  and  10  highway  accidents  and 
were  all  of  less  severity  than  the  concussion 
sustained  in  Case  4.  The  violence  of  the  im- 
pacts were  greater  when  concussion  occurred 
than  when  only  acute  strain  occurred;  the  DSR 
for  highway  accidents  was  2.8,  compared  to  1.6 
when  only  neck  injury  occurred,  and  for  racing 
accidents  was  3.8,  compared  to  3.2  when  only 
neck  injury  occurred. 

Vehicle  structure.  Vehicle  structure 
can  reduce  impact  forces.  Some  recent- 
model  vehicles  have  rear-body  structures 
made  entirely  of  light-gauge  sheet  metal. 
Such  body  structures  collapse,  cushioning 
the  vehicle  and  its  occupants,  as  in  the 
following  case. 
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Case  5.  An  elderly  couple  riding  in  a 1966 
Chevelle  sedan  were  struck  from  behind  at  35 
miles  per  hour  by  a 1967  Rambler  sedan.  The 
driver  sustained  a contusion  of  the  right 
shoulder,  the  only  injury  that  either  occupant 
sustained. 

The  trunk  of  the  vehicle  collapsed  almost  to 
the  rear  seat  absorbing  most  of  the  impact  en- 
ergy. In  addition,  both  occupants  were  short 
in  stature.  The  driver  was  5 feet  3 inches  tall 
and  his  wife  5 feet  1 inch  tall.  One  of  the  oc- 
cupants of  the  other  car  sustained  fatal  head 
and  face  injuries  because  she  jackknifed  over 
her  lap  belt  into  the  dashboard. 

Prophylaxis 

Headrests  became  mandatory  equipment 
in  all  cars  sold  in  this  country  in  January, 
1969.  Headrests  reduce  or  prevent  neck 
injuries  caused  by  rear-end  impacts  by  pre- 
venting hyperextension  of  the  cervical  spine. 
Seat  back  heights  are  22  inches  for  nearly 
all  domestic  production  cars.  The  new 
standard  requires  seat  backs  28  inches  high 
or  headrests  adjustable  to  that  height.  This 
dimension  is  designed  to  protect  the  95th 
percentile  male. 

Breton20  of  Ford  Motor  Company  has 
demonstrated  the  effectiveness  of  various 
seat  back  heights  preventing  extension  of 
the  cervical  spine.  A 28-inch  seat  back 
allowed  not  more  than  20  degrees  extension 
of  the  cervical  spine,  using  a 95th  percentile 
male  dummy,  in  contrast  to  a 22-inch  seat 
which  allowed  120  degrees  extension. 

Neck  injury  with  headrests.  Six  driv- 
ers sustained  acute  strains  of  the  cervical 
spine  while  driving  cars  with  factory-in- 
stalled  headrests.  These  injuries  were  clin- 
ically similar  to  acute  strains  (whiplash) 
sustained  in  cars  without  headrests.  Hyper- 
extension is  believed  to  have  caused  their 
neck  injuries,  which  occurred  by  two  mech- 
anisms. Hyperextension  may  occur  because 
the  occupant’s  head  rolls  over  the  top  of  the 
headrest  when  the  headrest  positioned  too 
low  or  the  occupant  slides  up  the  seat  back. 
Headrests  should  be  positioned  so  that  the 
top  of  the  headrest  is  at  the  level  of  the 
occiput  to  function  properly.  Adjustable 
headrests  are  approximately  25  inches  high 
in  the  lowest  position  and  will  protect  driv- 
ers who  are  5 feet  6 inches  tall  or  shorter. 
Taller  drivers  must  elevate  the  headrest  for 
proper  neck  protection.  Severy,  Brink,  and 
Baird19  discovered  that  the  occupants  slid  up 
the  seat  back  which  exerts  a ramp  effect, 


allowing  the  head  to  roll  over  the  top  of  the 
headrests. 

Hyperextension  may  also  occur  when  the 
occupant’s  shoulders  and  chest  “bottom-out” 
in  the  seat  back  and  rebound  while  the  head 
continues  to  move  rearward  into  the  head- 
rest, hyperextending  the  cervical  spine. 
Seat  backs  are  constructed  with  coil  or  zig- 
zag springs  which  absorb  relatively  little 
energy  and  rapidly  rebound.  In  contrast, 
headrests  are  made  of  high-energy  absorb- 
ing plastic  foam  which  rebounds  very  slowly. 
An  added  factor  is  the  head  position  which 
is  normally  4 to  5 inches  from  the  headrest. 
The  following  cases  illustrate  neck  injury 
with  headrest  in  use. 

Case  6.  A twenty-one-year-old  male  driver, 
6 feet  tall,  sustained  an  acute  strain  of  the 
cervical  spine  when  his  1969  Cougar  was  struck 
from  behind  by  a full-sized  sedan.  His  head- 
rest was  in  its  lowermost  position.  It  is  be- 
lieved that  his  neck  was  hyperextended  when 
his  head  rolled  over  the  top  of  the  headrest. 
His  5-foot  6-inch  wife  seated  in  the  right  front 
seat  was  uninjured. 

Case  7.  A thirty-nine-year-old  airline  pilot, 
driving  a 1969  Volkswagen  station  wagon  and 
wearing  a lap  belt,  was  struck  from  behind  by 
a delivery  truck.  He  sustained  an  acute  strain 
of  the  cervical  spine  it  is  believed  because  his 
chest  and  shoulders  rebounded  while  his  head 
continued  to  move  backward  into  the  headrest, 
hyperextending  his  cervical  spine.  The  car  is 
equipped  with  nonadjustable  integral  headrests. 

Energy-absorbing  designs.  Reduction 
of  the  shock  of  low-speed  impacts  would  do 
much  to  prevent  hyperextension  neck  in- 
juries. A California  concern*  introduced 
a plastic  bumper  with  water-filled  compart- 
ments which  has  been  highly  successful  in 
reducing  impact  shock  in  collisions  up  to 
12  miles  per  hour.  Vehicles  can  collide  at 
this  speed  without  damage  when  the  plastic 
water  bumpers  are  used.  Pontiac  intro- 
duced a solid  plastic  bumper  on  the  front  of 
the  1968  GTO  model.  This  has  been  a 
styling  and  cost-saving  success  as  well  as  a 
means  of  reducing  initial  impact  forces. 
These  bumpers  absorb  energy  in  a manner 
similar  to  the  water  bumpers  but  to  a lesser 
degree. 

Automotive  body  engineers  are  now  de- 
signing energy-absorbing  vehicles.  Initially 
attention  was  given  to  front-end  design  be- 

* Rich’s  Soft  Cushion  Bumper  Co.,  Sacramento,  Califor- 
nia. 
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cause  of  the  frequency  and  severity  of 
head-on  collisions.  Some  of  the  results  of 
this  engineering  effort  appeared  in  the  1969 
model  cars.  Similar  effort  is  now  being 
made  to  increase  the  energy-absorbing  capa- 
bilities of  rear-end  and  side  structures. 
Such  efforts  require  redesigning  the  basic 
vehicle  structure,  which  is  changed  every 
three  to  five  years.  Ultimately,  body  de- 
signs may  be  the  most  effective  means  of 
protecting  passenger  car  occupants. 

Summary 

Neck  injuries  are  most  commonly  caused 
by  rear-end  impacts  which  hyperextend 
the  cervical  spine  beyond  its  physiologic 
limits.  Animal  necropsy  studies  and  hu- 
man volunteer  studies  have  revealed  that 
injuries  occur  which  do  not  produce  objec- 
tive clinical  findings. 

Accident  studies  reveal  that  head-on,  lat- 
eral impact,  and  roll-over  accidents  cause 
neck  injuries,  but  require  higher  impact 
energies  than  rear-end  accidents.  Signifi- 
cant neck  injury  can  occur  with  rear-end 
impacts  of  10  miles  per  hour. 

The  injury-producing  forces  caused  by 
rear-end  impacts  and  delivered  to  the  occu- 
pant’s seat  increase  only  slightly  with  im- 
pact speeds  of  between  10  and  30  miles  per 
hour.  Seat  back  failure  protects  occupants 
from  neck  injury  in  higher-speed  accidents. 

Certain  patients,  particularly  women,  are 
more  susceptible  to  neck  injury,  presumably 
because  their  neck  structures  are  smaller 
and  their  lighter  body  weight  is  less  likely 
to  cause  seat  back  failure. 

The  initial  step  for  the  reduction  and  pre- 
vention of  neck  injury  was  the  introduction 
of  headrests.  Although  neck  injury  may 
still  occur  with  headrests  in  use,  the  severity 
and  frequency  promises  to  be  much  less. 
Energy-absorbing  bumpers  and  rear  body 
structures  also  promise  to  reduce  neck  in- 
juries. Both  require  research  and  develop- 
ment before  optimal  protection  is  achieved. 

Seat  belts  increase  the  incidence  and  se- 
verity of  neck  injury  in  rear-end  collisions 
when  headrests  are  not  used;  headrests 
eliminate  this  risk. 
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Discussion 

Michael  J.  Fontanetta,  M.D.,  Brooklyn, 
Neiv  York.  Dr.  States  and  his  associates 
have  brought  to  our  attention  this  very  com- 
mon neck  injury.  The  high  incidence  of 
rear-end  collisions  on  the  highways  and 
streets  of  our  crowded  cities  and  suburbs, 
makes  this  a timely  study.  The  rear-end 
collision,  as  has  been  pointed  out  by  Dr. 
States,  is  by  far,  the  most  common  cause  of 
this  injury. 

The  term  “whiplash,”  once  introduced, 
quickly  became  a favorite  of  the  legal  pro- 
fession and  suit-conscious  patient.  To  the 
orthopedic  surgeon,  “whiplash”  connotes 
a lack  of  findings  on  physical  and  x-ray  ex- 
amination, an  often  profuse  symptomatol- 
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ogy,  and  prolonged  disability.  The  ubiqui- 
tous cervical  collar  became  socially  accept- 
able, and  colors  other  than  white  made  their 
appearance  on  some  pretty  female  necks. 

Increased  hyperextension,  as  well  illus- 
trated by  Dr.  States,  appears  to  be  the 
mechanism  of  this  cervical  injury.  His 
studies,  and  those  of  others  in  animals  and 
dummies,  confirm  this  observation. 

Intracranial  injuries  have  been  produced 
by  rotational  acceleration.  This  may  ex- 
plain some  of  the  cerebral  symptoms  so  fre- 
quently noted  by  our  patients.  Victor 
Frankel,  M.D.  of  Cleveland,  Ohio  found  18 
cases  of  temporomandibular  pain  out  of 
100  rear-end  collision  cases.  His  study  was 
recently  presented  to  the  American  Acad- 
emy of  Orthopedic  Surgeons. 

A most  interesting  finding  in  today’s 
study  was  that  the  automobile  occupant  of 
a 5-miles-per-hour  impact  suffered  injuries 
about  equal  to  those  sustained  at  a 15  to 
25-miles-per-hour  impact.  The  increase  in 
vehicular  damage  at  this  higher-level  im- 
pact collision  reflects  the  absorption  of  a 
great  deal  of  the  energy  which  would  other- 
wise produce  greater  physical  damage  to  the 
automobile  occupant.  Should  we  reflect  on 
our  own  clinical  experience,  we  may  well 
recall  cases  in  our  practice  illustrating  this 
observation  of  Dr.  States. 

The  author  has  studied  289  highway  ac- 


cidents from  which  he  presented  101  cases. 
Rear-end  impacts  causing  only  soft-tissue 
neck  injuries  were  low-energy  accidents. 
In  contrast,  the  head-on,  side,  roll-over,  and 
rear-end  impacts,  causing  fractures  and  dis- 
locations were  high-energy  accidents. 
Women,  although  9 per  cent  of  the  drivers, 
were  10  per  cent  of  the  victims.  He  con- 
cludes that  women  are  more  vulnerable  for 
the  following  reasons:  women  have  longer 

necks,  weaker  neck  muscles,  smaller  head 
size,  and  lighter  body  weight. 

He  suggests  that  proper  use  of  head  rests 
and  energy-absorbing  rear-end  body  struc- 
tures will  reduce  the  incidence  and  severity 
of  neck  injuries.  Seat  belts,  when  not  used 
with  proper  head  rests,  were  found  to  in- 
crease the  severity  and  incidence  of  neck 
injuries.  Further  education  of  the  public, 
as  to  the  proper  use  of  the  head  rests,  is 
sorely  needed.  Casual  observation  of  other 
drivers  will  confirm  this  need. 

I found  Dr.  States’  study  most  interesting 
and  informative.  A continuation  in  this 
area  of  research  is  clearly  indicated.  The 
facts  accumulated  from  these  projected  stud- 
ies may  serve  to  induce  the  car  manufac- 
turer to  produce  the  necessary  energy-ab- 
sorbing devices.  The  public  would  then  be 
more  willing  to  accept  the  necessary  price 
adjustments  with  the  resultant  documenta- 
tion. 


(This  study  was,  in  part,  supported  by  funds  of  the  National  Highway  Safety  Bureau  of  the  U.S.  De- 
partment of  Transportation  under  contract  number  FH-117422.) 
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Management  of 
Ventilatory  Failure 

DANIEL  J.  STONE,  M.D.* 
The  Bronx,  New  York 

Chief,  Pulmonary  Disease  Section, 
Veterans  Administration  Hospital 


A lveolar  hypoventilation  syndrome 

may  be  defined  as  the  inability  of  the  lung  to 
maintain  normal  body  stores  of  oxygen  and 
carbon  dioxide  under  ordinary  conditions  of 
atmospheric  pressure.  One  must  distin- 
guish between  acute  and  chronic  ventilatory 
failure  since  management  problems  differ. 
We  will  consider  those  situations  in  which 
symptoms  accompany  either  a falling  level 
of  blood  oxygenation,  a rising  level  of  car- 
bon dioxide,  or  a decompensating  acid-base 
balance. 

The  typical  case  is  characterized  by 
chronic  cough  and  wheezing,  sputa  produc- 
tion, chronic  cyanosis,  occasionally  com- 
pensated hypercapnia,  and  frequently  by 
evidence  of  pulmonary  hypertension. 

The  factors  which  appear  to  be  important 
in  precipitating  acute  ventilatory  failure  are 
those  which  produce  a sudden  increase  in 
airway  resistance.  Interference  with  pul- 
monary drainage  caused  by  suppression  of 
cough,  infection  with  inflammation  of  the 
bronchi,  inappropriate  use  of  sedation,  and 
dehydration  are  some  of  the  factors  associ- 
ated with  abnormal  airway  resistance. 

Presented  at  the  164th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Section  on  Chest  Dis- 
eases, February  10,  1970. 

* By  invitation. 


It  is  important  to  recognize  that  increas- 
ing air  resistance  leads  to  air  trapping  and 
faulty  distribution  of  inspired  and  ex- 
pired air.  Alveoli  in  which  air  trapping 
occurs  may  develop  positive  pressure,  with 
interference  with  perfusion.  This  may  con- 
tribute to  the  pulmonary  hypertension  which 
is  usually  present.  Fatigue  of  respiratory 
muscles  and  increased  metabolic  work  of 
respiration  may  add  to  the  burden  by  in- 
creasing production  of  carbon  dioxide.  Mus- 
cle fatigue  may  be  accompanied  by  anaerobic 
muscle  metabolism  and  ineffectual  motion  of 
respiratory  muscles,  further  decreasing  gas 
flow  rates. 

Increasing  anoxia  and  acidemia  may  add 
to  the  cardiac  difficulties  by  production  of 
pulmonary  hypertension.  Direct  unfavor- 
able effects  on  myocardial  metabolism  may 
also  be  present. 

Effects 

The  consequence  of  ventilatory  failure  will 
be  reviewed  briefly. 

Anoxemia.  Anoxemia  results  in  vaso- 
constriction of  the  pulmonary  vascular  bed 
caused  by  depolarization  of  pulmonary  ar- 
terial smooth  muscle,  resulting  from  dis- 
placement of  intracellular  potassium.  Al- 
though initially  anoxia  and  hypercapnia 
probably  occur  simultaneously,  it  is  well  to 
discuss  each  independently. 

Anoxemia  results  in  increased  cardiac 
output  and  renal  blood  flow,  but  subsequently 
there  is  evidence  of  myocardial  depression, 
catecholamines  are  released  by  anoxia,  and 
this  may  contribute  to  abnormal  cardiac 
function. 

With  a decline  in  cardiac  output,  there 
may  be  circulatory  shock  and  renal  failure, 
and  with  renal  failure  the  loss  of  renal 
buffering  mechanisms  and  aggravation  of 
acidemia. 

Severe  anoxemia  can  result  in  metabolic 
abnormality  in  many  organs  with  a marked 
intracellular  acidosis.  At  arterial  oxygen 
pressure  levels  of  20  mm.  Hg  or  below,  ex- 
cess lactate  production  is  noted  prior  to 
death  of  the  organ. 

The  major  consequences  of  untreated 
anoxemia  appear  to  be  circulatory.  End- 
organ  effects  are  present  but  difficult  to  de- 
tect. 

Hypercapnia  and  acidemia.  The  con- 
sequences of  acute  hypercapnia  and  acidemia 


December  15,  1970  / New  York  State  Journal  of  Medicine  2979 


are  pulmonary  hypertension  and  disordered 
cerebral  function.  Acidemia  at  certain  crit- 
ical levels  and  hypercapnia  are  cellular  de- 
pressants, upsetting  further  the  central  con- 
trol of  respiration. 

Symptoms  of  hypercapnia  are  cerebral 
vascular  distention,  increased  cerebral  flow, 
and  papilledema.  Signs  which  may  point  to 
acidemia  due  to  hypercapnia  are  (1)  con- 
fusion, (2)  confabulation  and  other  per- 
sonality changes,  (3)  asterexis,  and  (4) 
stupor  and  coma,  which  are  late  signs  and 
frequently  are  irreversible. 

Complications.  The  following  complica- 
tions may  appear  in  patients  with  preter- 
minal disease: 

1.  Shock,  usually  circulatory,  and  occa- 

sionally septicemia,  50  per  cent 

2.  Gastrointestinal  bleeding,  10  per  cent 

3.  Pulmonary  embolus,  5 to  10  per  cent 

4.  Renal  failure 

5.  Coma  and  convulsions,  usually  with 

pH  less  than  7.3 

6.  Arrhythmia,  hyperkalemia,  hypoka- 

lemia, and  digitalis  toxicity 

Diagnosis.  Acute  ventilatory  failure 
should  be  suspected  in  patients  with  cyano- 
sis and  unexplained  cerebral  symptoms,  with 
known  pulmonary  or  neurologic  disease, 
with  papilledema  and  coma,  with  acute  on- 
set of  congestive  failure  of  the  right  side 
of  the  heart,  and  with  “wheezing”  and  cya- 
nosis. 

To  confirm  the  diagnosis,  the  following 
criteria  for  arterial  blood  gases  may  be 
used:  arterial  carbon  dioxide  pressure,  50 

mm.  Hg  or  greater;  and  a arterial  oxygen 
pressure,  less  than  50  mm.  Hg. 

If  the  hydrogen-ion  concentration  is  nor- 
mal, the  diagnosis  is  compensated  respira- 
tory acidemia,  and  the  patient  requires  less 
intensive  care.  If  pH  is  7.30  or  less,  this 
usually  suggests  an  acute  condition. 

Management 

To  improve  effective  alveolar  ventilation 
which  will  correct  acidemia  of  respiratory 
origin  and  improve  blood  oxygenation,  the 
following  guidelines  are  used  for  the  man- 
agement of  alert  patients: 

1.  Increase  bronchial  toilet,  hydrate 

by  humidifying,  aid  removal  of  secretion, 

and  get  patient  out  of  bed. 

2.  Judicious  use  of  nebulizer  with 


bronchial  dilator  agents,  such  as  isopro- 
terenol in  doses  of  500  to  2,500  micro- 
grams. 

3.  Examine  sputa  using  Gram  stain 
and  treat  for  infection,  if  any. 

4.  Give  oxygen  by  nasal  catheter  or 
Venturi  mask,  especially  if  arterial  oxy- 
gen pressure  is  less  than  60  mm.  Hg  and 
oxygen  flow  rates  of  1 to  4 L.  per  meter. 

5.  Continue  observation  of  patient  and 
repeat  tests  frequently  for  blood  gases  and 
check  blood  pressure. 

6.  Do  not  use  sedatives,  digitalis,  and 
diuretic  agents. 

Many  patients  will  do  well  with  these 
measures  despite  the  presence  of  some  de- 
gree of  hypercapnia.  If  there  is  an  abrupt 
rise  in  arterial  carbon  dioxide  pressure,  a 
fall  in  pH  level,  or  any  change  in  mental 
state,  oxygenation  must  be  continued  but 
combined  with  assisted  or  controlled  venti- 
lation, using  a respirator  one  is  familiar 
with,  preferably  with  an  artificial  airway  to 
both  control  secretions  and  properly  use  the 
respirator. 

The  respirator  may  be  time  cycled,  volume 
cycled,  or  pressure  cycled.  The  choice  is  less 
important  than  having  well-trained  person- 
nel and  a well-equipped  intensive  care  unit. 

Requirements  for  successfully  assisted  or 
controlled  ventilation  are : 

1.  Immediately  available  blood  gas 
analysis 

2.  Personnel  and  intensive  care  unit  as 
described 

3.  Adequate  humidification  and  nebu- 
lization  via  the  respirator 

4.  Monitoring  of  both  respiratory  and 
cardiac  variables 

5.  Controlled  oxygenation. 

Special  problems:  Patients  with  acute 

ventilatory  failure,  caused  by  continued 
bronchospasm,  may  respond  initially  to  large 
doses  of  parenteral  steroids.  Patients  with 
heart  failure  are  best  treated  by  improving 
effective  alveolar  ventilation.  Correcting 
acidemia  and  anoxia  will  help  to  restore 
cardiac  function.  In  one  third  of  patients 
so  treated,  spontaneous  diuresis  will  be  ob- 
served. Digitalis  therapy  should  be  care- 
fully considered  and  probably  withheld, 
along  with  diuretic  agents.  About  25  per 
cent  of  patients  who  die  of  this  syndrome 
will  develop  cardiac  arrhythmia,  and  a sig- 
nificant number  of  deaths  are  due  to  hypo- 
kalemia. 
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Daily  observation  of  electrolyte  and  blood 
urea  nitrogen  levels  should  be  made.  Late 
stages  of  disease,  when  arterial  blood  gases 
become  more  normal,  are  characterized  by 
hypokalemia  and  metabolic  alkalosis. 

OXYGEN  THERAPY.  Patients  are  given 
oxygen  therapy  continually  with  adequate 
humidification.  Arterial  oxygen  pressure 
level  of  70  to  120  mm.  Hg  is  desirable.  Oxy- 
gen is  administered  by  Venturi  mask  or 
nasal  catheter  and  monitored  by  blood  gas 
determination. 


Undesirable  effects  of  excessive  oxygen 
enrichment  include  oxygen  toxicity,  from 
(1)  depression  of  ventilatory  drive  (carotid 
body)  ; (2)  oxygen  competition  (especially 
hyperbaria)  with  carbon  dioxide  for  hemo- 
globin, which  results  in  removal  of  buffer 
and  abrupt  rise  in  carbon  dioxide  level  or 
(3)  depletion  of  alveolar  nitrogen  and  sur- 
factant, leading  to  alveolar  collapse. 
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I\|ew  concepts  regarding  the  pathologic 
classification  of  Hodgkin’s  disease  have  led 
to  improved  prognostication  and  a better 
correlation  between  staging  of  the  disease, 
its  treatment,  and  expected  response.  Radi- 
cal radiotherapy  for  local  and  regional  dis- 
ease is  changing  the  whole  outlook  for  this 
disease  and  appears  to  justify  the  concept 
that  Hodgkin’s  disease  may  be  curable. 
Radical  radiotherapy  may  also  be  helpful  in 
advanced  disseminated  cases.  However, 
chemotherapy,  especially  combination  chem- 
otherapy, has  significantly  improved  free- 
dom from  symptoms  (remission  time)  and 
is  having  a favorable  effect  on  survival. 

Lymphosarcoma  and  reticulum-cell  sar- 
coma have  also  been  treated  with  radical 
radiotherapy  in  which  the  results  are  also 
good.  Combination  chemotherapy  has 
proved  to  be  useful,  especially  in  lympho- 
sarcoma. 

Presented  as  a symposium  sponsored  by  the  Kingsbrook 
Jewish  Medical  Center  on  Wednesday,  November  26,  1969, 
Brooklyn,  New  York. 


Multiple  myeloma  has  been  the  subject  of 
intensive  study  in  recent  years,  both  with 
respect  to  the  synthesis  of  gamma  globulin 
and  its  disturbances  as  seen  in  multiple 
myeloma.  A major  significant  advance  has 
been  the  use  of  busulfan  (Myleran).  This 
drug  has  proved  to  be  extremely  efficacious 
and  is  improving  the  outlook  toward  this 
previously  hopeless  disease. 


Leukemia 

Immunologic  Approaches 
to  Therapy 

STANLEY  L.  LEE,  M.D. 
Brooklyn,  New  York 

Professor  of  Medicine,  State  University  of  New  York 
Downstate  Medical  Center;  Chief  of  Hematology, 
Maimonides  Hospital  and  Medical  Center 


HE  LEUKEMIC  cell  contains  antigens  for- 
eign to  its  host,  derived  either  from  viruses 
or  by  mutation.  Experimental  efforts  to 
stimulate  host  immunity  to  such  antigens 
have  led  to  three  divergent  approaches  now 
receiving  experimental  clinical  trial.  First, 
the  protective  effect  of  guinea  pig  serum 
against  leukemia  of  other  species,  at  first 
thought  to  be  an  immune  phenomenon,  has 
on  investigation  led  to  the  discovery  of 
L-asparaginase  as  a valuable  therapeutic 
agent  and  to  the  possibility  of  exploiting 
metabolic  differences  between  leukemic  and 
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normal  cells.  Second,  active  and  passive 
immunization  with  specific  antigens  and 
antibodies  is  being  attempted.  Third,  non- 
specific stimulation  of  immune  response  by 
bacillus  Calmette-Guerin  immunization  has 
been  reported  to  prolong  life  in  certain  pa- 
tients. 

The  rationale  and  current  status  of  these 
and  other  new  approaches  which  are  distinct 
from  chemotherapy  were  discussed. 


Metastatic  Cancer 

Therapy  with  Antibiotic 
Agents  Isolated  from 
Thermophylic  Actinomycetes 

SAMUEL  KORMAN,  M.D 
Brooklyn,  New  York 
MOSES  D.  TENDLER,  PH.D. 
The  Bronx,  New  York 
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Yeshiva  University  (Dr.  Tendler) 


M 0RE  THAN  30  ANTIBIOTIC  SUBSTANCES 
have  been  reported  in  the  recent  medical 
literature  as  having  antitumor  activity  in 
animal  or  clinical  trials.  With  the  exception 
of  actinomycin  C and  D,  streptonigrin,  and 
mitomycin,  few  have  had  extensive  clinical 
trials.  All  have  demonstrated  some  form  of 
toxicity,  bone  marrow  depression  being  the 
predominant  one.  This  report  concerns  the 
clinical  evaluation  of  antibiotic  agents  iso- 
lated from  the  culture  media  of  the  thermo- 
phylic actinomycetes  in  279  patients  with 
far-advanced  cancer.  To  obtain  a more  con- 
trolled comparison  of  the  antitumor  activity 
of  the  water-insoluble  crystalline  anthramy- 
cin,  the  water-soluble  thermoactin,  with  that 
of  the  crude  fermentation  mixture  from 
which  they  were  isolated,  we  concentrated 
in  determining  their  effect  on  patients  with 
cancer  of  the  breast  and  of  the  colon.  Thus 
of  the  279  patients  treated,  83  had  meta- 


static carcinoma  of  the  colon  and  50  had 
metastatic  carcinoma  of  the  breast.  The  re- 
mainder of  the  patients  included  13  with 
malignant  lymphoma  and  133  with  a variety 
of  metastatic  carcinoma  and  sarcoma. 

None  of  the  patients  experienced  any  de- 
pression of  the  bone  marrow.  Irreversible 
shock  occurred  in  7 patients  when  anthra- 
mycin  was  administered  in  high  doses  by 
rapid  intravenous  injection.  This  toxicity 
did  not  occur  when  the  drug  was  admin- 
istered slowly  intravenously.  Infiltration  of 
this  water-insoluble  fraction  resulted  in 
ulceration  of  the  skin.  This  side-effect 
could  be  prevented  if  serum  albumin  was  in- 
jected shortly  thereafter  at  the  site  of  in- 
filtration. 

Eighteen  of  40  patients  with  carcinoma 
of  the  colon  treated  with  the  crude  frac- 
tions had  a favorable  response.  Eight  pa- 
tients had  a response  more  than  three 
months  and  10  less  than  three  months.  The 
longest  response  was  eighteen  months. 
Eight  of  the  19  patients  with  metastatic 
carcinoma  of  the  breast  had  a positive  re- 
sponse for  more  than  three  months  and  2 
less  than  three  months.  The  longest  re- 
sponse was  more  than  three  years. 

Twenty  patients  with  carcinoma  of  the 
colon  were  treated  with  anthramycin.  Four 
responded  favorably  for  more  than  one 
month  and  5 less  than  one  month.  The 
longest  response  was  four  months.  Six  of 
the  12  patients  with  carcinoma  of  the  breast 
had  a good  response  for  more  than  one 
month  and  2 less  than  one  month.  The 
longest  response  was  four  years. 

The  purified  water-soluble  fraction  ther- 
moactin was  used  in  23  patients  with  meta- 
static carcinoma  of  the  colon.  Seven  re- 
sponded favorably  for  more  than  three 
months  and  7 less  than  three  months.  Five 
of  the  7 patients  are  still  alive.  Two  of 
these  5 patients  went  into  relapse  after  four 
months.  The  addition  of  5-fluorouracil  re- 
sulted in  another  remission  of  two  months 
and  seven  months,  respectively,  thus  far. 
Two  of  the  7 patients  who  responded  to 
thermoactin  had  previously  been  treated 
with  5-fluorouracil  without  response  prior  to 
institution  of  thermoactin.  Six  of  the  19 
patients  with  carcinoma  of  the  breast  had  a 
good  response  for  more  than  three  months 
and  3 for  less  than  three  months.  Five  of 
the  6 patients  are  still  alive.  All  had  pre- 
viously been  treated  with  hormone  therapy; 
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1 had  an  oophorectomy,  1 an  adrenalectomy, 
and  1 had  been  treated  with  5-fluorouracil. 
They  were  all  in  relapse  prior  to  institution 
of  thermoactin. 

These  results  compare  favorably  with  the 
presently  available  chemotherapeutic  drugs. 
In  addition,  because  of  the  absence  of  bone 
marrow  depressant  properties  of  these  anti- 
biotics, they  may  be  used  when  the  patients 
have  leukopenia  or  thrombocytopenia  sec- 
ondary to  therapy  with  other  chemothera- 
peutic agents.  Almost  all  the  patients 
with  breast  cancer  had  already  been  resist- 
ant to  hormone  therapy  and  some  to  5-flu- 
orouracil prior  to  institution  of  our  anti- 
biotic. 

It  is  hoped  that  the  development  of  addi- 
tional antibiotics  that  have  antitumor  ac- 
tivity without  depressing  the  bone  marrow 
may  result  in  a more  improved  control  of 
the  neoplastic  diseases. 

Therapy  of  Metastatic 
Solid  Tumors 

JOHN  H.  EDMONSON,  M.D. 

Brooklyn,  New  York 

Clinical  Instructor,  State  University  of  New  York 
Downstate  Medical  Center;  Chief  of  Oncology, 
Maimonides  Hospital  and  Medical  Center 

f HE  TREATMENT  OF  PATIENTS  with  meta- 
static solid  tumors  is  not  yet  developed  to 
the  point  at  which  any  reasonable  prediction 
of  clinical  improvement  is  possible  in  most 
cases. 

The  prolongation  of  life  and  the  cure  of 
cancer  in  such  patients  is  not  possible  using 
traditional  methods  of  treatment.  However, 
these  goals  are  approachable  in  Burkitt’s 
lymphoma,  certain  leukemias,  testicular 
tumors,  Hodgkin’s  disease,  certain  of  the 
childhood  solid  tumors,  and  choriocarcinoma 
in  the  female;  and  we  are  able  to  accomplish 
a great  deal  for  the  patient  with  cancer  of 
the  breast. 

Common  metastatic  tumors  arising  from 
the  lung,  colon,  stomach,  pancreas,  gall- 
bladder, liver,  female  genital  tract,  bone, 
soft  tissues,  and  most  other  sites  are  treat- 


able basically  for  palliative  effects  only. 
Unfortunately  the  bulk  of  cancer  cases  still 
fall  into  this  category. 

What  then  should  be  done  for  these  dis- 
eases which  respond  little  or  not  at  all  to 
antineoplastic  drugs?  The  answer  might 
ultimately  lie  in  effective  cancer  prevention 
technics  or  in  genetic  manipulation  capable 
of  restoring  these  abnormal  neoplastic  cells 
to  the  nonmalignant  state.  More  realistic 
for  the  present,  I believe,  is  the  continua- 
tion of  antineoplastic  drug  development  pro- 
grams which  in  twenty-five  years  of  the 
modern  chemotherapy  era  have  brought 
some  cancers  to  the  hoped  for  curable  status. 

I believe  we  should  use  the  best  drugs  cur- 
rently available  in  regimens  patterned  after 
those  which  are  succeeding  in  the  curable 
neoplastic  diseases,  that  is,  high-dose  chem- 
otherapy involving  combinations  of  active 
agents  with  frequent  rest  intervals  for  cell 
recovery  in  normal  tissues,  such  as  oral  and 
gastrointestinal  epithelium  and  bone  mar- 
row. 

Although  the  additive  effects  of  several 
totally  ineffective  drugs  may  still  be  nil,  this 
approach  does  appear  to  permit  us  to  ex- 
ploit low  orders  of  drug  activity  more  fully 
than  is  possible  using  these  same  drugs  sep- 
arately. This  premise  is  not  yet  well  proved, 
since  most  combination  chemotherapeutic 
efforts  in  the  resistant  tumor  category  have 
been  poorly  controlled. 

This  evaluation  problem  and  some  illus- 
trative examples  of  combination  drug  regi- 
mens were  discussed. 

Management  of  Cancer 
of  Embryonal  Origin 

MIN  C.  LI,  M.D. 

Mineola,  New  York 

Director  of  Research,  Nassau  Hospital 


Qancer  of  embryonal  origin  includes 
uterine  choriocarcinoma,  germinal  tumors 
of  gonadal  and  extragonadal  sites,  as  well 
as  Wilms’  tumor  which  is  initiated  during 
fetal  life.  The  management  of  these  tumors 
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generally  starts  with  surgical  resection  in 
conjunction  with  or  without  regional  lym- 
phadenectomy  and/or  postoperative  radio- 
therapy. When  metastatic  disease  becomes 
apparent,  chemotherapy  or  radiotherapy 
given  alone  or  in  combination  can  also  be 
beneficial.  Chemotherapy  of  metastatic 
uterine  choriocarcinoma  would  result  in  ap- 
proximately 85  per  cent  of  five-year  cures 
when  the  patient  is  treated  with  metho- 
trexate alone  or  in  combination  with  mer- 
captopurine  (Purinethol)  and  or  subse- 
quently treated  with  dactinomycin  when  the 
disease  becomes  resistant.  Orchiectomy 
combined  with  para-aortic  and  mediastinal 
lymph-node  irradiation  of  seminoma  will 
result  in  80  per  cent  of  five-year  cures. 
Orchiectomy  in  combination  with  para- 
aortic lymph  node  dissection  would  result  in 
70  and  35  per  cent  of  five-year  cures,  re- 
spectively, of  testicular  teratocarcinoma 
and  or  embryonal  carcinoma  when  findings 
in  the  regional  lymph  node  are  negative  or 


positive  for  metastasis.  Testicular  and 
ovarian  choriocarcinoma  has  the  poorest 
prognosis  with  surgery  and/or  irradiation. 
Chemotherapy  using  triple  drug  therapy, 
namely,  methotrexate,  dactinomycin,  and 
chlorambucil  (Leukeran)  in  combination 
will  render  palliative  benefit  in  45  per  cent 
of  patients  and  5 per  cent  five-year  cures. 
In  ovarian  dysgerminoma,  surgery  in  com- 
bination with  radiotherapy  will  result  in 
35  per  cent  five-year  survivals.  The  re- 
sponse of  ovarian  teratocarcinoma  and 
embryonal  carcinoma  to  chemotherapy  is 
similar  to  that  of  carcinoma  of  testicular 
origin. 

Regarding  Wilms’  tumor,  surgery  fol- 
lowed by  postoperative  irradiation  and  dac- 
tinomycin therapy  in  a localized  disease 
will  result  in  70  per  cent  five-year  cures; 
and  in  those  having  involvement  beyond  the 
renal  bed,  surgery,  radiation,  and  chemo- 
therapy in  combination  will  result  in  ap- 
proximately 40  per  cent  five-year  cures. 
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y he  manifold  problem  of  meningomye- 
locele is  reflected  in  the  confusing  terminol- 
ogy used  to  describe  this  unfortunate  birth 
defect.  From  the  description  of  congenital 
defects  of  the  spine,  such  as  myelodysplasia, 
myeloschisis,  spinal  dysrhaphism,  myelocele, 
myelocystocele,  or  spina  bifida  cystica,  one 


placed  conus  attached  to  epidural  lipoma,  and 
tethered. 


can  simply  divide  them  into  three  groups: 
(1)  spina  bifida  occulta,  (2)  meningocele, 
and  (3)  meningomyelocele.  The  defects  are 
manifested  by  failure  of  fusion  between  the 
arches  of  the  vertebrae,  with  or  without 
protrusion  and  dysplasia  of  the  spinal  cord 
or  its  membranes.  The  cause,  as  in  most 
congenital  defects,  is  unknown.  The  patho- 
logic process  occurs  early,  probably  at  the 
end  of  the  first  month  of  fetal  development. 
The  incidence  of  these  congenital  malforma- 
tions of  the  spine,  as  quoted  in  larger  series, 
is  from  1.2  to  4.2  per  1,000  live  births.1 

Groups 

Spina  bifida  occulta.  Spina  bifida  oc- 
culta, or  nonfusion  of  the  posterior  elements 
of  the  vertebral  body,  is  found  in  routine 
x-ray  examinations  in  about  25  per  cent  of 
children  without  neurologic  or  musculoskele- 
tal defects  (Fig.  1A).2  In  most  cases  these 
are  asymptomatic  and,  therefore,  need  no 
treatment.  Frequently,  this  abnormality  is 
associated  with  cutaneous  defects:  abnor- 

mal tufts  of  hair,  angiomas  of  the  skin, 
lipomas  or  lipomatous  masses  overlying  the 


(B)  Surgical  exposure  reveals  abnormal  caudad- 
spinal  roots  are  exiting  horizontally  and  appear 
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FIGURE  2.  Lumbar  meningocele  with  healthy 
appearing  skin  coverage. 


defect,  or  skin  dimples.  However,  if  the 
bony  lesion  is  associated  with  musculoskele- 
tal disorder,  reflex  changes,  sensory-motor 
changes  in  the  legs,  or  sphincter  disturb- 
ance, the  spina  bifida  becomes  symptomatic 
and  should  be  investigated  further.  The 
most  frequent  problem  is  the  child  with 
urinary  incontinence,  either  frank  nocturnal 
enuresis  or  daytime  incontinence,  in  whom 
films  of  the  spine  have  revealed  spina  bifida 
occulta.  It  is,  therefore,  tempting  to  sug- 
gest that  spina  bifida  is  responsible  for  these 
symptoms. 

Strict  criteria  have  to  be  set  before  ex- 
tensive investigation  is  instituted.  The  fol- 
lowing features  should  be  present:  (1)  an 

accurate  history  of  urinary  incontinence  on 
a neurogenic  basis.  The  incontinence  should 
not  be  inconsistent  or  due  to  fatigue;  (2) 
nature  of  fecal  control,  since  normal  anal 
sphincter  muscle  virtually  excludes  a neuro- 
genic basis  of  the  urinary  incontinence;  (3) 
changes  in  perineal  skin;  (4)  easy  expres- 
sability  of  the  bladder;  and  (5)  when  in 
doubt,  a micturating  cystourethrogram  or 
cystometrogram  may  supply  further  con- 
firmatory evidence.1  If  these  criteria  are 
present  and  associated  with  objective  neuro- 
logic findings,  then  the  symptoms  could  be 
ascribed  to  spina  bifida  occulta,  and  a myelo- 
gram becomes  obligatory.  These  cases 
should  be  surgically  explored,  and  frequently 
a fibrous  or  lipofibromatous  mass  is  found  in 
the  extradural  space.  Another  finding  may 
be  a caudally  displaced  conus  attached  either 
to  the  wall  of  the  dilated  spinal  canal  or  to 
the  extradural  lipoma  (Fig.  1BT  These 
anomalies  prevent  the  normal  ascent  of  the 
spinal  cord  and  may  cause  displacement  or 
traction  of  the  nerve  roots. 

Meningocele.  Pure  meningoceles  are 
comparatively  few  and  warrant  surgical 
closure  only  if  the  sac  is  protruding  or  if 
they  are  associated  with  neurologic  deficits 


FIGURE  3.  Occipital  encephalocele  showing 
head  (H)  and  encephalocele  (E). 


(Fig.  2).  Their  repair  by  surgical  proce- 
dure is  fairly  simple  and  will  be  discussed 
with  the  next  group. 

Meningomyelocele.  Of  the  three 
groups,  meningomyeloceles  occur  most  fre- 
quently and  are  often  associated  with 
multiple  anomalies  and  severe  neurologic 
deficits.  The  cause  of  these  lesions  is  not 
known,  but  investigation  has  been  carried 
out  along  two  lines:  (1)  the  exogenous 

factors  affecting  the  mother’s  pregnancy  and 
(2)  the  familial  history  of  spina  bifida  or 
other  congenital  anomalies.  The  incidence 
of  congenital  anomalies  in  siblings  was  15.6 
per  cent  in  the  affected  families,  7.8  per  cent 
with  spina  bifida,  and  7.8  per  cent  with  other 
congenital  anomalies. 

Pathology  and  symptomatology 

Defects  of  closure  of  the  neural  tube  can 
occur  anywhere  along  the  neural  axis  but  is 
most  commonly  encountered  in  the  lumbar 
region.  Next  in  frequency  in  their  location 
is  the  sacral  spine,  but  large  lesions  may 
cover  both  the  lumbar  and  sacral  regions. 
They  are  found  to  a lesser  degree  in  the 
thoracic  or  cervical  areas.  Defects  involv- 
ing the  anterior  portion  of  the  spine  are  in- 
frequent and  protrude  either  into  the  chest 
or  into  the  presacral  space.  Similar  lesions 
occurring  at  the  base  or  the  midline  of  the 
skull  and  associated  with  cranium  bifidum 
are  called  encephaloceles  (Fig.  3).  Occa- 
sionally multiple  lesions  are  encountered.3 

Another  rare  incidence  of  spinal  dysrha- 
phism  is  a hemimyelocele  in  which  the  cord 
is  split  in  half  and  only  one  of  which  bears 
the  myelocele  plaque.4 
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FIGURE  4.  (A)  Lumbosacral  meningomyelocele  showing  thin  coverage  of  sac.  (B)  Surgical  repair 

showing  neural  plaque  (p)  freed  from  dome  of  sac  and  nerve  roots  (r)  seen  exiting  and  attached  to 
plaque;  rudimentary  bony  arch  (b)  recognizable,  and  craniad  to  it  is  abnormal  spinal  cord  (s). 


The  customary  appearance  of  a meningo- 
myelocele is  a protruding,  fluid-filled  sac  of 
varying  size,  the  dome  of  which  consists  of 
a thin,  parchment-like,  frequently  translu- 
cent membrane  (Fig.  4A).  The  center  of 
the  dome  contains  the  neural  plaque  to  which 
nerve  roots  are  attached  and  are  seen  float- 
ing within  the  sac.  Craniad  to  the  plaque, 
one  may  identify  a normal,  or  more  often 
abnormal,  spinal  cord  (Fig.  4B).  In  the 
depths  of  the  lesion,  one  may  recognize  the 
defective  shallow  bony  canal  and  the  de- 
ficient paraspinal  muscle  bulk.  In  severe 
cases,  a gibbus  is  formed  by  the  protruding, 
rudimentary  lateral  bony  elements.  An  ab- 
normality of  the  same  severity  may  also 
present  as  a flat  defect  lacking  the  protrud- 
ing sac. 

The  neurologic  deficits  associated  with 
these  lesions  may  vary  from  minor  motor 
weakness  or  reflex  and  sensory  changes  to 
complete  sensory  and  motor  paralysis  below 
the  site  of  the  lesion  with  loss  of  sphincter 
control  and  a patulous  anus. 

Associated  defects 

Hydrocephalus  is  associated  in  60  to  80 
per  cent  of  cases  with  meningomyeloceles. 
Most  frequently,  it  is  due  to  an  Arnold- 
Chiari  malformation.  This  anomaly  is  a 
downward  displacement  of  the  posterior 
fossa  structures  through  the  foramen  mag- 
num into  the  upper  cervical  canal  and  may 
vary  in  intensity.  Other  causes  of  hydro- 
cephalus include  Dandy-Walker  syndrome  or 


obstruction  of  the  cerebrospinal  fluid  out- 
flow from  the  fourth  ventricle  and  occlusion, 
forking,  or  stenosis  of  the  aqueduct  of 
Sylvius.  All  of  these  lead  to  obstructive 
hydrocephalus.  Fifty  per  cent  of  the  pa- 
tients have  evidence  of  hydrocephalus  at 
birth,  and  90  per  cent  are  apparent  after  the 
first  month  of  life.1  In  one  series,  39  per 
cent  of  these  cases  showed  ventricular  dila- 
tation on  contrast  studies  in  the  presence  of 
normal  head  circumference.  This  finding  is 
important  since  repeat  measurements  of 
head  circumference  are  widely  used  as  a 
clinical  guide  in  evaluating  development  or 
progression  of  hydrocephalus. 

Vertebral  skeletal  anomalies  include  sa- 
cral agenesis,  hemivertebrae,  transitional 
vertebrae,  fusion  defects,  fused  ribs,  sco- 
liosis, and  kyphosis.  Among  the  skeletal 
anomalies  are  frequently  talipes  deformities, 
congenital  dislocation  of  the  hips,  arthro- 
gryposis, absent  feet  or  rudimentary  legs, 
and  syndactyly. 

The  urinary  system  often  reveals  megalo- 
ureters  and  hydronephrosis  with  vesiculo- 
ureteric  reflux  and  without  reflux.  Ve- 
siculoureteric  reflux  may  also  be  found  in 
the  presence  of  normal  ureters.  Other  ab- 
normalities include  hypospadias,  urethral 
diverticulum,  double  ureters  and  kidneys, 
horseshoe  kidneys,  absent  kidney,  or  extro- 
phy of  the  bladder. 

In  the  alimentary  tract,  imperforate  anus 
or  rectal  prolapse  are  frequently  associated 
anomalies.  Later  in  life,  these  children  suf- 
fer from  obesity  which  may  lead  to  a de- 
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crease  in  their  already  limited  physical  ef- 
fort.5 

Congenital  mental  defects  and  encepha- 
loceles  present  the  associated  cerebral  ab- 
normalities. Among  the  miscellaneous 
anomalies  one  may  find  exomphalos,  cleft 
palate,  congenital  cardiac  lesions,  and  sacral 
sinus.  A substantial  number  of  these  chil- 
dren suffer  from  strabismus  or  myopia.  Al- 
though sexual  impotence  and  sterility  is  of 
no  immediate  problem,  it  must  be  considered 
if  more  and  more  of  these  children  survive.5 

Mortality  rate  and  morbidity 

The  natural  life  expectancy  of  patients 
with  untreated  meningomyelocele  is  55  per 
cent  at  three  months  and  29  per  cent  at 
twelve  years  of  age.0  Laurence'  reported 
a 15  per  cent  survival  rate  in  the  absence  of 
active  treatment.  The  cause  of  death  in 
children  under  two  years  of  age  is  attributed 
to  malformations  of  the  central  nervous  sys- 
tem. Beyond  the  age  of  two  years,  death  is 
frequently  due  to  urinary  complications. 
Before  the  era  of  shunting  procedures  for 
hydrocephalus,  the  mortality  rate  in  patients 
with  these  defects  was  68  per  cent.  Since 
more  vigorous  treatment  has  been  encour- 
aged, the  mortality  rate  has  dropped  to  35 
per  cent.1  Merrill  et  al.8  reported  on  then- 
first  year  of  comprehensive  treatment  of  50 
patients  that  they  encountered  a mortality 
rate  of  40  per  cent  and  17  competitively  ac- 
tive patients,  34  per  cent,  among  the  sur- 
vivors. 

Disability  in  the  surviving  patients,  as  ex- 
pected, is  primarily  due  to  lack  of  urinary 
and  bowel  conti'ol  and  ranges  from  about  95 
to  97  per  cent.  This  is  closely  followed  by 
90  per  cent  of  locomotor  disability,  and  80 
per  cent  are  disabled  by  hydrocephalus. 
Sensory  or  autonomic  complications  occur  in 
about  40  per  cent  and  meningitis  in  23  per 
cent.  A true  picture  of  the  multitudinous 
problem  of  meningomyeloceles  emerges  if 
one  adds  the  high  rate  of  disability  to  the 
frequently  associated  abnormalities. 

Treatment 

Meningomyelocele.  The  first  considera- 
tion is  the  repair  of  the  meningomyelocele. 
The  surgical  repair  of  meningomyeloceles 
aims  at  closure  of  the  spinal  canal  by  the 
existing  dura  and  suppoi’ted  by  the  muscle 


fascia.  As  much  as  possible  of  the  neural 
tissue  has  to  be  preserved  and  the  spinal 
cord  and  nerve  roots  freed  of  all  extrinsic 
connections  to  prevent  traction  on  these 
structures  later.  Occasionally  a muscle  flap 
is  necessary  to  bridge  the  gap  before  skin 
closure.  Most  of  the  time,  wide  subcutane- 
ous undermining  of  the  skin  will  allow  ap- 
proximation of  the  skin  edges  without  undue 
tension.  In  large  defects,  rotation  of  skin 
flap  and  secondary  skin  grafting  will  be 
necessary. 

In  the  past,  as  in  the  present,  opinion  re- 
garding the  optimum  time  for  operation  has 
varied  greatly.  The  advocates  of  delayed 
closure  for  several  months,  or  even  years, 
hope  for  better  epithelialization  of  the  sac 
but  more  so  for  the  natural  selection  of  the 
survivors.  Some  investigators,  however, 
have  stated  that  immediate  repair  lowers  the 
risk  of  meningitis  and  prevents  further 
damage  to  the  exposed  neural  tissue  by  dry- 
ing out,  fibrosis,  and  possible  stretching 
with  enlargement  of  the  sac.910  Lesions 
already  ulcerated  or  infected  should  not  be 
repaired  until  the  infection  is  controlled  and 
the  wound  healed. 

In  spite  of  the  accepted  aggressive  treat- 
ment, there  are  still  some  contraindications 
or  objections  to  stu-gical  repair  of  myelo- 
meningoceles: (1)  advanced  hydrocephalus 

at  birth,  (2)  associated  major  congenital  ab- 
normalities which  would  shorten  the  life  ex- 
pectancy of  the  infant,  (3)  over-all  poor 
condition,  and  (4)  complete  and  extensive 
spinal  cord  lesic::s,  especially  above  the 
thoracic  level.3 

Hydrocephalus.  Next  in  importance  is 
the  treatment  of  hydrocephalus  by  ven- 
triculo-atrial shunts  utilizing  various  types 
of  valves.  Recently  the  revival  of  ven- 
triculoperitoneal shunts  has  found  more  and 
more  acceptance.  Occasionally,  in  the  case 
of  rapidly  progressing  hydrocephalus  or  a 
large  myelomeningocele,  the  shunting  pro- 
cedure may  be  carried  out  first  to  prevent 
undue  tension  of  the  thin  skin  coverage  and 
to  allow  epithelialization  of  the  defect.  In 
general,  however,  the  child  is  observed  after 
the  repair  of  the  spinal  defect  for  the  ap- 
pearance or  the  progression  of  hydrocepha- 
lus before  a shunting  procedure  is  under- 
taken. Shurtleff  and  Foltz11  feel  that  there 
is  a definite  advantage  in  controlling  hydro- 
cephalus before  repair  of  the  local  myelodys- 
plasia. They  state  that  it  significantly  re- 
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duces  infection  in  the  central  nervous  sys- 
tem and  breakdown  of  surgical  repairs. 
Ventriculoatrial  shunts  are  not  without  mor- 
bidity and  complications.  Frequently  pul- 
monary emboli  were  found  in  infants  at 
autopsy.12 

Locomotor  disabilities.  Attention  then 
has  to  be  focused  on  locomotor  disabilities, 
such  as  deformities  of  congenital  disloca- 
tions of  the  hips,  the  development  of  sco- 
liosis and  kyphosis,  and  the  frequently  as- 
sociated deformities  of  the  feet.  Also  of 
great  importance  is  the  prevention  and 
treatment  of  contractures  and  flexion  de- 
formities. Electromyography  and  percu- 
taneous electrical  stimulation  are  valuable 
in  assessing  the  function  of  the  legs.10 
Among  the  sensory  and  autonomic  compli- 
cations are  the  development  of  pressure 
sores,  trophic  ulcerations,  and  skin  break- 
down of  the  perineal  area. 

Bowel.  Bowel  disturbance  consists  pri- 
marily of  obstinate  constipation  which  re- 
quires regular  evacuation,  as  with  the  uri- 
nary bladder,  and  the  prevention  of  fecal 
impaction. 

Rehabilitation.  As  the  child  grows 
older,  an  intensive  rehabilitation  program  is 
necessary  to  aid  in  sitting,  standing,  walk- 
ing, and  other  activities,  as  well  as  necessary 
bracing  and  to  aim  for  self-sufficiency.  With 
longitudinal  growth,  revision  of  the  previ- 
ously placed  ventriculoatrial  shunt  becomes 
necessary,  and  their  complications  require 
surgical  attention.  Further  preventive  and 
constructive  procedures  to  improve  the  loco- 
motor system  may  be  required.  Training  of 
the  bowel  can  then  be  started  and  usually  re- 
sponds well  to  routine  evacuation  and  man- 
ual expression.  Occasionally  a colostomy  is 
required. 

Urinary  CONTROL.  Early  and  major  ef- 
forts are  stressed  in  the  evaluation  and 
treatment  of  the  affected  urinary  system 
which  is  present  in  98  per  cent  of  these  in- 
fants. After  complete  evaluation  of  the  uri- 
nary tract,  repeated  urine  tests  and  cultures 
are  necessary.  The  unfortunate  child  is 
continuously  dribbling.  Although  manual 
expression  of  the  bladder  is  easily  accom- 
plished, residual  urine  remains,  and  the 
child  is  prone  to  frequent  bouts  of  urinary 
infections  requiring  vigorous  and  prolonged 
treatment.  Reflux  into  the  ureters  leads  to 
damage  of  the  upper  urinary  tract.  Sub- 
sequently various  operative  procedures  of 


the  bladder  and  shunt  procedures  are  neces- 
sary to  improve  urinary  control.  In  spite  of 
all  these  attempts,  complete  sphincter  con- 
trol is  rarely  achieved,  and  the  child  is  still 
apt  to  wear  a collecting  device. 

Emotional  and  social  problems.  In  at- 
tempting to  assess  the  necessary  treatment 
required  for  children  with  congenital  spinal 
anomalies,  one  cannot  neglect  the  complex 
emotional  and  social  problems.  The  psycho- 
logic needs  of  the  child  afflicted  with  this 
unfortunate  birth  defect  and  the  impact  on 
family  life  and  society  have  to  be  con- 
sidered.13 The  emotional  aspect  and  the  all 
too  frequent  guilt  feelings  of  the  parents 
must  be  treated  simultaneously.  Last,  but 
not  least,  there  is  the  financial  aspect  of  the 
long  and  repeated  hospitalizations,  rehabili- 
tation, and  placement  in  special  schools. 

Conclusion 

From  this  discussion,  it  becomes  apparent 
why  a multidisciplinary  approach  to  these 
congenital  anomalies  is  an  absolute  necessity 
if  a low  mortality  rate  and  effective  rehabili- 
tation are  to  be  achieved. 

E.  J.  Meyer  Memorial  Hospital 
462  Grider  Street 
Buffalo,  New  York  14215 
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Method 


Polyglycolic  Acid  Suture 
in  Thoracic  Surgery 
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Buffalo,  New  York 
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n NEW  SYNTHETIC  ABSORBABLE  SUTURE, 
PGA  (polyglycolic  acid)  has  been  developed 
for  surgical  use.  This  is  a report  of  clinical 
experience  with  PGA  suture  for  closure  of 
wounds  in  thoracic  surgery. 

Material 

PGA  sutures  were  used  in  20  thoracotomy 
cases.  Age  of  the  patients  ranged  from 
nineteen  to  seventy-four  years.  Two  were 
female  and  18  were  male.  Twelve  patients 
had  bronchogenic  carcinoma.  Two  patients 
underwent  surgery  for  metastatic  carcinoma 
of  the  lung,  2 patients  for  mediastinal  tu- 
mor, and  4 patients  for  benign  conditions. 
One  patient  with  bronchogenic  carcinoma 
was  found  to  have  an  abscess  in  the  tumor. 
Another  patient  had  chronic  lymphocytic 
leukemia  together  with  bronchogenic  car- 
cinoma. 

Four  patients  underwent  pneumonectomy, 
and  8 had  lobectomy,  including  a case  of 
lung  abscess  and  a case  of  partial  chest  wall 
excision.  Two  patients  had  excision  of 
mediastinal  tumor,  2 had  wedge  resection  of 
the  lung,  and  1 had  the  jejunal  interposition 
operation  (left  thoracoabdominal  incision). 
Three  patients  had  exploratory  thoracotomy 
only  for  inoperable  bronchogenic  carcinoma, 
and  1 patient  underwent  lobectomy  for  a 
granuloma. 


Closure  of  the  thoracotomy  wound  was 
standardized  in  the  following  manner:  peri- 
costal  sutures,  average  six  number  1 PGA 
sutures  were  used  double  around  the  ribs  for 
approximation;  muscular  sutures,  average 
six  number  0 PGA  sutures  were  used  in 
continuous  stitch  in  two  layers;  subcuta- 
neous sutures,  number  000  PGA  sutures 
were  used  in  continuous  stitch;  and  skin 
sutures,  number  000  silk  sutures  were  used 
in  continuous  stitch.  The  skin  sutures  were 
removed  between  the  seventh  and  tenth 
postoperative  days. 

Results 

There  were  2 postsurgical  deaths,  but 
both  were  unrelated  to  the  chest  wound 
closure.  One  patient  died  of  pulmonary  em- 
bolism on  the  fourth  postoperative  day;  the 
other  died  of  pneumonia  on  the  twenty- 
eighth  postoperative  day. 

All  the  thoracotomy  wounds  healed  pri- 
marily without  erythema,  edema,  or  infec- 
tion. In  no  case  was  dehiscence  of  sub- 
cutaneous or  deep  fascial  layer  observed. 
Of  particular  importance  were  the  facts 
that  lobectomy  was  performed  for  broncho- 
genic carcinoma  with  a lung  abscess,  a lung 
biopsy  was  done  for  diagnosis  of  Wegner’s 
granulomatosis,  and  a lobectomy  was  per- 
formed together  with  partial  resection  of 
the  chest  wall  and  reconstruction  with  mer- 
selene  mesh. 

Comment 

PGA  suture  is  a nontoxic,  noncollagenous 
absorbable  suture.  It  is  the  homopolymer  of 
glycolic  acid  (hydroxyacetic  acid).  Since 
it  is  composed  of  synthetic  polymeric  fiber, 
it  has  the  property  of  predictable  progres- 
sive absorption.  The  comparative  strength 
of  PGA  and  catgut  sutures  in  three  different 
package  sizes  is  shown  in  Table  I. 

Determinations  of  strength  retention  in 
the  rabbit,  according  to  the  report  from  the 
manufacturer,  show  that  PGA  sutures  re- 
tained greater  strength  than  catgut  at 
seven  and  eleven  days  and  then  dropped  to 
substantially  similar  values  at  fifteen  days. 
This  indicates  that  PGA  has  the  advantage 
of  greater  tensile  strength  during  the  early 
period  of  wound  healing.  The  average  data 
are  presented  graphically  in  Figure  1. 
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TABLE  I.  Relative  strength  of  PGA  and  catgut 
sutures  in  various  package  sizes  (pounds) 


Size 

Straight-Pull 

Strength 

Knot-Pull 

Strength 

PGA 

Catgut 

PGA 

Catgut 

00 

9.8 

10.5 

6.2 

5.8 

000 

6. 1 

6.7 

3.9 

3.8 

0000 

3.5 

4.5 

2.3 

2.4 

PGA  suture  material  has  been  tested 
clinically  on  wound  closure  of  about  150 
general  surgical  cases  by  several  investi- 
gators and  was  found  to  be  nontoxic  and 
satisfactory.* 

The  present  study  was  carried  out  to  test 
the  adequacy  of  PGA  suture  for  closure  of 
thoracotomy  wounds.  This  procedure  was 
performed  by  an  attending  and  three  resi- 
dent surgeons.  Impressions  on  handling  of 
the  PGA  suture  were  that  it  is  (1)  stronger 
than  a comparable  size  of  catgut  sutures. 
It  is  remarkable  that  an  inadvertent  break 
of  PGA  suture  was  not  observed  during  the 
entire  period  of  the  experiment;  and  (2) 
PGA  suture  material  is  soft  and  pliant  as 
silk  and  easy  to  handle. 

Summary 

PGA  (polyglycolic  acid)  sutures  were 
used  in  20  cases  of  thoracotomy  wound 

* Morgan,  M.  N. : New  synthetic  absorbable  suture  ma- 

terial, Brit.  M.  J.  2:  308  (May  3)  1969. 


Hazard  of  glass  doors 

The  very  thing  that  makes  glass  doors  and 
panels  attractive,  transparency,  makes  them  a 
hazard  because  they  are  not  easily  seen.  Chil- 
dren or  adults  walk,  run,  or  fall  through  them. 
When  the  pane  is  broken,  splinters  and  jagged 
pieces  of  glass  can  inflict  grave  and  possibly 
deadly  injuries,  warns  Hollis  S.  Ingraham, 
M.D.,  State  health  commissioner. 

Estimates  of  the  number  of  persons  injured 
in  New  York  State  each  year  run  as  high  as 
10,000.  A recent  survey  of  two  Albany  hos- 
pitals carried  out  by  the  New  York  State  De- 
partment of  Health’s  consumer-protective  in- 
jury control  program  indicated  43  such  glass 
injuries  in  a thirty-day  period. 

Whenever  possible,  home  and  building  owners 
should  replace  ordinary  glass  doors  and  win- 


implantation Time -Days 

FIGURE  1.  Loss  of  suture  strength  in  rabbits. 
Comparison  of  PGA  sutures  with  simultaneously 
implanted  catgut  controls. 

closure,  except  for  skin,  and  were  found  to 
be  quite  adequate.  Since  PGA  suture  is  a 
synthetic  material,  it  has  uniform  strength 
compared  with  catgut.  PGA  suture  is 
soft  and  pliant  as  silk  suture  and  is  easy  to 
handle. 

666  Elm  Street 
Buffalo,  New  York  14203 

Acknowledgment.  The  author  is  grateful  to  Davis 
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of  PGA  sutures. 


dows  with  one  of  the  three  available  types  of 
safety  glass:  tempered  glass,  which  is  stronger 
than  ordinary  glass  and  crumbles  when  broken; 
laminated  glass,  consisting  of  two  sheets  of 
glass  sandwiched  around  a sheet  of  plastic, 
like  a car  windshield;  or  wired  glass,  a sheet 
of  ordinary  glass  with  wire  mesh  imbedded  in 
it  which  holds  the  pieces  of  glass  together 
when  broken. 

The  Comissioner  also  suggested  these  pre- 
ventive measures: 

Watch  where  you  are  going;  be  sure  the  glass 
door  is  really  a door  and  not  a big  window. 

Do  not  allow  children  to  run  or  play  near 
glass  doors  and  panels. 

Keep  doorways  clear  of  scatter  rugs,  toys, 
and  other  objects  which  might  cause  a fall. 

Decorate  glass  doors  and  panels  with  stick- 
ers or  decals  at  both  children’s  and  adult’s  eye 
levels. 
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Case  Reports 


Pulmonary  Tuberculosis  with 
Noncommunicating  Chest 
Wall  Abscess 
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From  the  Department  of  Medicine,  New  York  Medical 
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T HERE  is  a great  diversity  of  clinical 
manifestations  of  tuberculosis  ranging  from 
isolated  lesions  to  generalized  involvement. 
“Overt  tuberculous  disease  may  range  from 
a solitary  tuberculoma  in  the  lung,  appre- 
ciable only  as  a discrete  shadow  in  the  roent- 
genogram, to  extensive  ulcerative  and  ab- 
scess-forming processes  in  multiple  organ 
systems,  accompanied  by  multiple  serous 
effusions  and  a superimposed  generalized 
hematogenous  dissemination.”1  Lower  lung 
field  tuberculosis  denotes  “involvement  by 
tuberculosis  of  the  area  of  the  lung  that  in 
the  posterior-anterior  skiagram  of  the  chest 
extends  below  an  imaginary  horizontal  line 
traced  across  the  hilum  and  includes  the 
parahilar  region.”2  It  also  includes  the 
middle  lobe  and  lingula  in  addition  to  the 
lower  lobes.  Although  constituting  only  3.4 
per  cent  of  total  admissions  in  Parmar’s'2 
study,  it  nevertheless  appears  to  be  a sig- 
nificant entity.3 

Cutaneous  presentation  of  tuberculosis  is 
seen  primarily  in  children;  however,  it  does 
occur  in  adults.4-5  Secondary  lesions, 
usually  from  hematogenous  or  local  spread, 
have  several  forms  of  which  lupus  vulgaris, 

* Present  address:  Division  of  Cardiology,  The  Mount 

Sinai  Hospital,  New  York  City. 


tuberculosis  verrucosa  cutis,  and  scrofulo- 
derma are  the  major  examples. 

The  following  case  illustrates  a left  hilar 
density  with  a simultaneous,  noncommuni- 
cating tuberculous  abscess  of  the  chest  wall 
in  an  essentially  asymptomatic  male. 

Case  report 

A nineteen-year-old  Puerto  Rican  male 
was  admitted  to  Metropolitan  Hospital  be- 
cause of  an  enlarging,  tender  mass  on  the 
left  posterolateral  chest  wall  of  one  and  a 
half  months’  duration.  He  was  first  seen  at 
another  hospital  and  was  told  that  he  had  a 
lipoma,  but  the  patient  failed  to  return  for 
surgery.  As  the  mass  increased  in  size  and 
became  extremely  painful,  the  patient  came 
to  Metropolitan  Hospital  and  was  admitted. 
There  was  no  history  of  trauma  or  skin 
puncture  to  the  area;  there  was  no  history 
of  diabetes,  tuberculosis  or  fungal  disease, 
night  sweats,  fever,  cough,  weight  loss,  or 
heroin  addiction.  The  patient  smoked  ten 
cigarets  a day.  He  was  born  in  New  York 
and  did  not  leave  the  State.  There  was  no 
exposure  to  birds. 

Physical  examination  revealed  an  afebrile, 
well-developed,  well-nourished  male  in  no 
acute  distress.  A large,  fluctuant  11  by 
15-cm.  tender  mass  was  observed  and  pal- 
pated on  the  left  posterolateral  chest  wall. 
There  was  no  rubor  or  calor;  the  ribs  were 
intact,  and  there  was  no  evidence  of  trauma. 
A sinus  tract  could  not  be  demonstrated. 
The  lungs  were  clear  to  percussion  and  aus- 
cultation. The  remainder  of  the  physical 
examination  was  unremarkable  except  for 
small,  firm  nodes  in  the  left  axilla.  A chest 
roentgenogram  revealed  a density  in  the  left 
hilar  region  and  a soft  tissue  mass  in  the 
left  lateral  chest  wall  (Fig.  1).  The  possi- 
bility of  an  abscess  could  not  be  excluded. 

Two  hundred  cc.  of  thick,  greenish  ma- 
terial were  aspirated  from  the  mass  and 
were  sent  for  acid-fast,  fungal,  and  bacterial 
culture  and  sensitivity  testing.  Radiopaque 
material  was  injected  into  the  mass  with  no 
demonstration  on  x-ray  film  of  fistulization 
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FIGURE  1.  Roentgenograms  of  chest  taken  on  admission.  (A)  Posteroanterior  view  showing  left 
hilar  density  and  soft  tissue  mass  in  left  lateral  chest  wall.  (B)  Left  lateral  view  showing  hilar  density. 
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FIGURE.  2.  Posteroanterior  view  showing  injec- 
tion of  radiopaque  material  without  evidence  of 
fistulization. 


or  sinus  tract  from  the  abscess  toward  the 
lung  (Fig.  2).  Subsequent  attempts  also 
failed  to  demonstrate  either  fistulas  or  sinus 
tracts.  Tomograms  were  unrevealing.  The 
result  of  a first-strength  purified  protein 
derivative  test  was  positive.  Histoplasmin, 
blastomycin,  and  coccidioidin  skin  tests 
showed  negative  findings.  Subsequently, 
cultures  of  the  abscess  grew  out  Mycobac- 
terium tuberculosis.  Results  of  fungal  cul- 
tures were  negative.  Bacterial  cultures 
grew  out  moderate  amounts  of  Staphylo- 
coccus aureus  and  very  few  Pseudomonas 
aeruginosa  strains  A and  B.  Sputum  cul- 
tures for  acid-fast  bacilli  and  fungi  re- 
vealed negative  findings.  An  incision  and 


drainage  of  the  mass  was  performed ; 500  cc. 
of  foul-smelling,  purulent  material  were  ex- 
pressed, and  a biopsy  of  the  abscess  wall 
revealed  granulation  tissue  with  multiple 
foreign  body  giant-cell  formation.  The  pa- 
tient was  placed  on  isoniazid  and  para- 
aminosalicylate  and  responded  well  without 
complications.  He  remained  afebrile  except 
for  a period  of  low-grade  fever  prior  to 
therapy.  The  abscess  area  healed,  and  the 
previously  described  left  hilar  density 
cleared. 

Comment 

It  is  difficult  to  say  whether  or  not  this 
case  represents  primary  pulmonary  tuber- 
culosis or  the  reinfection  type,  since  the  pa- 
tient showed  a positive  reaction  to  tuber- 
culin on  admission,  and  there  was  no  history 
of  recent  tuberculin  conversion.  It  is  con- 
ceivable that  a conversion  could  have  taken 
place  just  prior  to  admission.  If  this  were 
indeed  primary  pulmonary  tuberculosis,  this 
patient’s  symptoms  fit  into  the  wide  clinical 
spectrum  described  by  Stead  et  al .6  The 
roentgenographic  finding  of  a unilateral 
pulmonary  hilar  density  is  inconsistent  with 
reinfection  type  tuberculosis.  In  trying  to 
relate  the  chest  wall  abscess  to  the  pul- 
monary lesion  one  must  conclude  that  this 
is  a form  of  nonmiliary  hematogenous  dis- 
semination. Tubercle  bacilli  may  invade  the 
blood  stream  at  any  stage  of  tuberculosis, 
shortly  after  the  primary  infection,  during 
the  evolution  of  the  disease,  and  as  a termi- 
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nal  event.  If  tubercle  bacilli  are  liberated 
into  the  pulmonary  vein,  or  if,  following 
systemic  venous  dissemination,  organisms 
pass  through  the  capillary  circulation  of  the 
lung,  they  will  be  scattered  throughout  the 
body.  Isolated  or  multiple  lesions  may 
therefore  develop  if  the  local  and  general 
immunity  is  insufficient  to  overcome  the  in- 
fection. There  are  certain  sites  which  are 
more  favorable  for  the  development  of  pro- 
gressive systemic  tuberculosis  than  others. 
These  are  the  central  nervous  system,  the 
meninges,  eye,  bones  and  joints,  adrenal 
glands,  kidneys,  epididymis.  Fallopian  tube, 
intestines,  and  so  on.  The  skin  is  an  un- 
usual site  for  this  type  of  dissemination. 

Tuberculous  abscesses  in  the  muscles  of 
both  arms  and  the  left  thigh  associated  with 
pulmonary  tuberculosis  was  reported  in  a 
case  report  by  Herman  in  1966.'  Recently, 
Glynn8  has  reported  a case  of  an  isolated 
subcutaneous  abscess  of  the  forearm  in  a 
patient  whose  chest  roentgenogram  sug- 
gested primary  progressive  pulmonary  tu- 
berculosis and  whose  cultures  of  sputum  and 
abscess  revealed  Mycobacterium  tuberculo- 
sis. 

Tuberculids  and  erythema  induratum  are 


Lipstick  sampling  discouraged 

A survey  of  cosmetic  display  counters  in 
Nassau  County  by  the  County  Health  Depart- 
ment disclosed  that  many  customers  apply  lip- 
stick from  a sample  tube  directly  to  their  lips. 
Since  it  is  well  established  that  such  practices 


eruptions  associated  with  tuberculosis  else- 
where, but  tubercle  bacilli  are  not  demon- 
strable in  the  lesions.  In  the  case  reported 
by  the  authors  acid-fast  bacilli  were  found 
in  the  lesion. 

The  protean  manifestations  and  peculiar 
clinical  picture  caused  by  this  form  of  hema- 
togenous tuberculous  dissemination  provide 
diagnostic  puzzles  that  will  be  solved  only  if 
cultures  are  made  of  discharges,  secretions, 
and  biopsy  material. 
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can  serve  as  a means  of  transmitting  many 
communicable  diseases,  ranging  from  influ- 
enza to  tuberculosis,  a letter  was  sent  to  man- 
agers of  retail  stores  selling  cosmetics  advis- 
ing them  of  the  health  hazard  and  asking  them 
to  brief  cosmetics  sales  personnel  and  provide 
effective  controls  of  sample  and  display  lip- 
sticks. 
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0F  the  relatively  rare  intracardiac  tu- 
mors, atrial  myxoma  is  one  of  the  common- 
est.1 Because  it  may  mimic  many  condi- 
tions, differential  diagnosis  may  be  very 
difficult.  The  hemodynamic  findings  may 
cause  myxoma  to  simulate  other  types  of 
cardiac  disease.  Symptoms  and  signs  de- 
veloping from  this  tumor  may  be  confused 
with  systemic  diseases  to  which  the  symp- 
toms are  attributed.  The  symptoms  of  mi- 
tral valve  obstruction  and  the  dramatic  on- 
set of  systemic  emboli  may  bring  patients 
with  left  atrial  myxoma  to  surgery  for  mi- 
tral stenosis.  The  right  atrial  myxoma  may 
produce  symptoms  and  signs  of  tricuspid 
stenosis  or  insufficiency,  pulmonary  emboli 
with  hypertension,  and  mimic  constrictive 
pericarditis.2-4  Pulmonary  hypertension 
may  then  be  attributed  to  silent  or  deep- 
seated  phlebothrombosis.  As  a result,  the 
diagnosis  of  right  atrial  myxoma  may  not 
be  considered. 

The  patient  who  is  the  subject  of  this 
study  was  transferred  to  the  Montefiore 
Hospital  and  Medical  Center  with  a diagno- 
sis of  pulmonary  hypertension  attributed  to 
pulmonary  emboli.  The  subsequent  course, 
the  physical  findings,  and  the  pulmonary  hy- 
pertension demonstrated  an  associated  right 
atrial  myxoma. 

Case  report 

A sixty-six-year-old  white  diabetic  female 
had  developed  thrombophlebitis  of  the  left 
leg  in  1962  and  thrombophlebitis  of  the 


right  leg  in  1966.  She  had  also  been  treated 
for  mild  hypertension.  There  was  no  his- 
tory of  rheumatic  fever.  She  had  been  ad- 
mitted to  another  hospital  with  a tempera- 
ture of  104  F.,  anorexia,  an  8-pound  weight 
loss,  progressive  dyspnea  of  two  months’ 
duration,  and  dull  chest  pain  intensified  by 
coughing.  She  developed  edema  of  the  de- 
pendent parts.  Blood  cultures  were  sterile, 
and  response  to  penicillin  was  poor.  The 
patient  was  transferred  to  the  Montefiore 
Hospital  and  Medical  Center  three  months 
after  the  onset  of  symptoms. 

On  admission,  the  temperature  was  99  F., 
the  pulse  rate  was  84  per  minute  and  regu- 
lar, the  blood  pressure  was  130  mm.  Hg 
systolic,  70  mm.  Hg  diastolic.  The  respira- 
tory rate  was  24  per  minute.  She  was  le- 
thargic and  severely  dyspneic.  The  skin 
was  moist  and  warm.  The  lips  were  cy- 
anotic. The  jugular  veins  were  distended  at 
a 45-degree  angle.  All  peripheral  pulses 
were  palpable.  There  were  diffuse  rales  in 
both  lungs.  The  apical  impulse  of  the  heart 
was  felt  in  the  left  fifth  intercostal  space 
outside  the  midclavicular  line.  The  first 
sound  was  normal.  There  was  a grade  3 to 
6 harsh  pansystolic  murmur  and  a 2 to  4 
low-frequency  diastolic  murmur  at  the  lower 
left  sternal  edge.  The  second  sound  was 
split,  the  pulmonic  component  was  accen- 
tuated. A third  heart  sound  was  audible  in 
the  fourth  left  intercostal  space.  The  day 
after  admission  one  observer  heard  a peri- 
cardial friction  rub.  The  liver  edge  was  felt 
8 cm.  below  the  costal  margin  and  was 
tender.  The  spleen  was  not  palpable.  There 
was  edema  of  the  lower  extremities. 

Laboratory  findings 

The  hematocrit  was  50,  the  white  cell 
count  was  14,000  per  cubic  millimeter  with 
the  neutrophil  polymorphonuclear  leuko- 
cytes 90  per  cent  and  the  lymphocytes  10 
per  cent.  The  sedimentation  rate  was  45 
mm.  during  the  first  hour  (Westergren) . 
Urinalysis  revealed  3 plus  albumin,  a few 
blood  cells,  and  occasional  granular  casts. 
Electrolytes  were  normal,  and  the  blood  urea 
nitrogen  was  35  mg.  per  100  ml.  Serum 
creatinine  was  0.8  mg.  per  100  ml.  The 
plasma  protein  showed  a low  albumin  con- 
tent of  2.3  Gm.  and  globulin  3.6  Gm.  per 
100  ml.  Alpha  2 globulin  was  reduced,  and 
alpha  1 globulin  was  elevated.  Alkaline 


2996  New  York  State  Journal  of  Medicine  / December  15,  1970 


FIGURE  1.  Regular  sinus  rhythm,  low  voltage, 
and  flattening  of  T waves  in  leads  II,  III,  aVf,  V6, 
and  V„,  shown  on  12-lead  electrocardiograms. 


phosphatase  and  repeated  serum  glutamic 
oxaloacetic  transaminase  test  results  were 
normal.  The  lactic  dehydrogenase  level  was 
900  units.  Blood  cultures  were  repeatedly 
sterile.  The  electrocardiogram  showed  reg- 
ular sinus  rhythm,  low  voltage,  and  flattened 
T waves  in  leads  II,  III,  aVf,  Vr>,  and  V0 
(Fig.  1).  The  posteroanterior  and  lateral 
x-ray  films  of  the  chest  showed  an  enlarged 
transverse  diameter  of  the  heart  with  dila- 
tation of  the  main  pulmonary  artery  and  its 
proximal  branches.  There  was  no  conges- 
tion of  the  lungs  (Fig.  2) . 

Progress 

A lung  scan  using  M.A.A.l131  showed  de- 
creased flow  in  the  left  lung.  Two  days  later 
her  right  hand  became  painful,  cyanotic, 
and  cold.  The  pulses  in  the  right  axillary 
and  radial  arteries  were  feeble.  Antibiotics 
and  anticoagulants  were  administered.  A 
stellate  ganglion  block  produced  slight  im- 
provement. The  arterial  pulses  became 
stronger,  but  cyanosis  and  coldness  of  the 
arm  persisted.  A pericardial  friction  rub 
was  present  intermittently.  Three  days 
later  prominent  A waves  were  observed  in 
the  neck  veins.  Auscultation  revealed  a 
loud  first  sound,  an  ejection  click  at  the 


FIGURE  2.  Chest  roentgenogram  demonstrating 
enlarged  transverse  diameter  of  heart  and  promi- 
nence of  main  pulmonary  artery  and  its  proximal 
branches. 

sternal  border,  and,  in  the  left  fourth  inter- 
costal space,  two  components  of  the  second 
sound.  A grade  2 to  4 crescendo-decrescendo 
diastolic  murmur  which  increased  on  in- 
spiration was  heard  at  the  lower  left  sternal 
area.  An  atrial  sound  was  audible  (Fig.  3). 
Because  of  the  patient’s  poor  condition,  only 
an  incomplete  catheterization  was  accom- 
plished. The  right  atrial  pressure  contour 
was  “M”  shaped,  suggestive  of  restrictive 
disease.  The  catheter  moved  freely  in  the 
right  atrium.  The  height  of  the  right  atrial 
A wave  was  18  mm.  Hg,  and  the  right  ven- 
tricular pressure  was  60/18  mm.  Hg.  The 
catheter  could  not  enter  the  left  pulmonary 
artery.  The  main  pulmonary  artery  and 
the  right  branch  revealed  a high  pressure  of 
60/35  with  a mean  of  45  mm.  Hg.  A venous 
angiogram  from  the  right  superior  vena 
cava  showed  a polypoid  mass  in  the  right 
atrium  occupying  about  two  thirds  of  its 
cavity  ( Fig.  4).  The  inferior  vena  cava  was 
not  visualized.  The  main  pulmonary  artery 
was  dilated.  There  was  obstruction  of  the 
superior  branch  of  the  left  pulmonary  ar- 
tery. The  right  main  pulmonary  artery 
showed  tapering. 

On  surgical  exploration  the  heart  was 
found  to  be  enlarged;  the  right  atrium  was 
increased  in  size;  the  ostium  of  the  superior 
vena  cava  was  accessible  for  cannulation; 
the  right  atrial  cavity  was  extensively  filled 
by  a soft,  friable  tumor  mass;  the  ostium  of 
the  inferior  vena  cava  could  not  be  palpated. 
The  major  tributaries  of  the  inferior  vena 
cava  were  thrombosed.  The  right  femoral 
vein  was  filled  with  thrombus.  Under  par- 
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FIGURE  3.  (A)  Phonocardiogram  recorded  at 

fourth  intercostal  space  in  left  parasternal  area. 
There  is  loud  first  sound.  Q-S,  interval  is  de- 
layed (0.12  second);  second  sound  is  normal. 
Crescendo-decrescendo  diastolic  murmur  (DM) 
fills  entire  diastolic  period.  (B)  External  jugular 
venous  pulse  recording  shows  large  A waves, 
labelled  “a.” 

tial  bypass,  the  tumor  was  removed  and  the 
catheter  was  introduced  into  the  inferior 
vena  cava.  Large  masses  of  myxomatous- 
type  tumor  were  removed  from  the  left  and 
right  pulmonary  arteries.  The  inferior 
vena  cava  was  ligated.  The  patient’s  condi- 
tion never  improved.  The  venous  pressure 
rose  and  the  systemic  blood  pressure  fell. 
Fifteen  days  after  operation,  she  died  of  a 
respiratory  infection.  Autopsy  was  refused. 

The  specimen  was  hemorrhagic,  gelati- 
nous, and  friable.  It  was  composed  of  a 
loose  connective-tissue  stroma  with  con- 
gested vessels.  The  cells  were  stellate- 
shaped fibroblasts,  hemosiderin-laden  macro- 
phages, lymphocytes,  and  plasma  cells.  The 
matrix  was  pale  blue  and  stained  positively 
for  mucopolysaccharides  (Fig.  5). 


B 

FIGURE  4.  (A  and  B)  Frontal  and  lateral  projec- 
tions during  venous  angiocardiogram.  Catheter 
is  in  superior  vena  cava.  Large  filling  defect  in 
right  atrium  (arrows)  represents  atrial  myxoma. 
There  is  dilatation  of  main  pulmonary  artery  and 
poor  filling  of  pulmonary  artery  branches. 

Comment 

The  protean  clinical  features  and  differ- 
ential diagnosis  of  atrial  myxoma  have  been 
described  in  detail.5-7  The  diagnosis  can 
frequently  be  made  at  the  bedside  if  the 
condition  is  suspected.  The  following  signs 
will  help  to  differentiate  a right  atrial  myx- 
oma from  a tricuspid  lesion. 

Intermittent  atrioventricular  valve  ob- 
struction produced  by  change  of  posture 
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FIGURE  5.  Myxoma.  (A)  Low  power;  magnification 

may  result  in  sudden  breathlessness,  syn- 
cope, and  convulsions,  favoring  a diagnosis 
of  right  atrial  myxoma.8  Kendall  and  Sy- 
monds0  reported  intermittent  abdominal 
pain  and  nausea  which  was  presumably  due 
to  acute  hepatic  distention  in  a patient  with 
right  atrial  myxoma.  The  intermittency  of 
this  symptom  is  suggestive  of  right  atrial 
tumor.  The  variability  of  the  murmur  with 
change  of  posture  and  its  increase  on  sitting 
favor  a diagnosis  of  right  atrial  myxoma 
rather  than  tricuspid  stenosis.  During  the 
atrial  contraction,  the  tumor,  if  pedun- 
culated, may  produce  an  atrial  sound,  and 
the  movement  of  the  tumor  against  the 
ventricle  may  cause  an  extra  sound.  An  in- 
termittent pericardial  friction  rub  in  our 
patient  may  be  explained  by  this  phenome- 
non. If  the  tumor  interferes  with  the 
closure  of  the  tricuspid  valve,  a murmur 
simulating  tricuspid  insufficiency  may  de- 
velop. If  the  tumor  fills  the  cavity  of  the 
right  atrium,  it  may  mimic  the  picture  of 
constrictive  pericarditis.  As  a result,  Eb- 
stein’s disease  may  be  suspected.  In  Eb- 
stein’s disease  and  in  right  atrial  myxoma 
a characteristic  diastolic  scratch  may  be 
heard.  The  correct  diagnosis  may  at  times 
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be  established  by  the  use  of  an  electrode 
catheter  and  selective  angiogram.10 

The  constitutional  symptoms  associated 
with  right  atrial  myxoma  include  fever, 
weight  loss,  hyperglobulinemia,  and  eleva- 
tion of  the  sedimentation  rate.  The  con- 
stitutional symptoms  are  thought  to  be  due 
to  the  release  of  fragments  of  myxoma  into 
the  circulation.  These  findings  in  associa- 
tion with  a murmur  may  suggest  a diagno- 
sis of  infective  endocarditis.  Tricuspid 
valve  endocarditis  is  uncommon,  except  in 
drug  addicts.11  Anemia  is  a common  find- 
ing in  left  atrial  myxoma.  The  anemia  has 
been  explained  on  a mechanical  basis.12 
Right  atrial  myxoma,  by  obstructing  blood 
flow  and  producing  an  elevated  pressure  in 
the  right  atrium,  may  produce  a shunt 
through  an  existing  foramen  ovale.  As  a 
result,  in  contrast  to  left  atrial  myxoma, 
arterial  hypoxia  and  high  hematocrits  may 
be  present  in  right  atrial  myxoma. 

In  a hospital  population  of  our  patient’s 
age,  the  incidence  of  phlebothrombosis  and 
associated  pulmonary  embolism  is  not  un- 
common. Although  this  diagnosis  was  con- 
sidered, the  presence  of  tricuspid  stenosis 
suggested  myxoma.  In  pulmonary  hyper- 
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tension,  when  the  right  ventricle  undergoes 
hypertrophy  and  finally  fails,  signs  of  tri- 
cuspid insufficiency  and  not  of  stenosis  are 
present.  When  constitutional  symptoms  oc- 
cur in  association  with  pulmonary  emboli, 
septic  emboli  have  to  be  excluded.  Blood 
cultures  were  sterile.  The  low-grade  tem- 
perature was  not  in  keeping  with  septicemia 
but  favored  chronic  infection.  Our  patient, 
like  one  reported  in  the  literature,  presented 
pulmonary  hypertension  as  the  leading 
symptom.3  The  cardiac  catheterization 
showed  a high  right  atrial  pressure  with  a 
restrictive  pattern  and  a gradient  across  the 
tricuspid  valve.  An  angiogram  showed  a 
filling  defect  in  the  right  atrium,  due  to 
blocking  of  the  mouth  of  the  inferior  vena 
cava  by  the  tumor.  It  extended  through  the 
right  ventricle  into  the  main  pulmonary 
artery  and  its  branches.  The  local  invasive- 
ness of  myxoma  is  well  established.  These 
findings  precluded  the  use  of  total  bypass 
and  limited  the  surgeon’s  approach. 

The  constitutional  symptoms  and  signs, 
the  pulmonary  infarcts,  and  the  murmur 
may  mimic  a connective-tissue  disorder. 
Gibson  and  Wood13  described  a patient  with 
right  atrial  enlargement,  diastolic  gradient 
across  the  tricuspid  valve,  and  a lung 
shadow.  They  believed  the  findings  indi- 
cated tricuspid  stenosis  due  to  lupus  ery- 
thematosus. Barlow,  Fuller,  and  Denny8 
reviewed  the  findings  in  this  case  and  felt 
that  they  could  have  been  due  to  right  atrial 
myxoma.  The  differential  diagnosis  may  be 
made  more  complex  by  the  nonspecific  good 
response  to  steroids. 

When  myxoma  is  suspected,  a selective 
angiogram  should  be  performed  in  an  effort 
to  establish  a preoperative  diagnosis  and 
localize  the  tumor.  The  echocardiogram, 
which  is  nontraumatic,  is  not  associated 
with  morbidity  and  is  a good  supplementary 
test  in  confirming  the  diagnosis  of  myx- 
oma.14 

When  a diagnosis  of  atrial  myxoma  is 
made,  surgery  is  mandatory  since  the  tumor 
causes  obstructive  and  constitutional  effects. 
On  removal  of  the  myxoma,  all  symptoms 
and  signs  usually  regress  or  disappear  un- 
less there  is  a recurrence.  The  subsequent 
effect  on  pulmonary  hypertension  cannot  be 
predicted.  Heath  and  Maekinnon3  have 
shown  that  myxoma  cells  produce  a breech 
of  the  media.  Whether  these  changes  are 


permanent  or  reversible  in  the  break  in 
vessels,  remains  to  be  answered.  In  our 
patient,  inferior  vena  caval  ligation  was 
done  to  prevent  the  development  of  pulmo- 
nary emboli  from  distal  veins.  The  immedi- 
ate postoperative  progress  was  satisfactory. 
The  central  venous  pressure,  however,  re- 
mained elevated.  The  patient’s  death,  two 
weeks  after  surgery,  resulted  from  respira- 
tory infection.  Pre-existing  pulmonary  hy- 
pertension may  have  played  a significant 
role  in  her  demise. 

Summary 

A patient  was  admitted  with  pulmonary 
hypertension  and  thrombophlebitis.  A diag- 
nosis of  right  atrial  myxoma  was  suspected 
because  of  the  association  of  pulmonary  hy- 
pertension with  tricuspid  stenosis.  Angiog- 
raphy confirmed  the  diagnosis.  At  opera- 
tion, pulmonary  infarcts  and  a right  atrial 
myxoma  were  found.  The  tumor  was  re- 
moved. The  differential  diagnosis  and  per- 
tinent clinical  features  of  atrial  myxoma 
are  discussed. 
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I^nee  injuries  constitute  a serious  and 
frequent  hazard  to  a football  player.  Most 
commonly  the  ligamentous  supporting  struc- 
tures are  involved,  resulting  in  instability 
of  the  joint  and  loss  of  maneuverability.  An 
arterial  injury  in  the  knee  is  considered  rare 
indeed  in  this  popular  body-contact  sport. 
In  the  unusual  case  to  be  reported,  the  pop- 
liteal artery  was  pierced  by  an  adjacent 
osteochondroma  producing  a massive  trau- 
matic aneurysm. 

Case  report 

A fifteen-year-old  white  boy  was  admitted 
to  the  Jewish  Hospital  and  Medical  Center 
of  Brooklyn  on  November  21,  1968,  with  a 
chief  complaint  of  painful  mass  in  the  right 
knee  of  six  weeks’  duration.  The  patient 
played  tackle  on  the  football  squad  of  a 
preparatory  high  school.  During  a scrim- 
mage, eight  weeks  prior  to  admission  to  the 
hospital,  a cross-body  block  was  thrown  at 
him.  He  complained  of  sudden  pain  in  the 
posteromedial  aspect  of  his  right  knee  ac- 
companied by  buckling  of  the  leg.  However, 
he  continued  playing  until  his  leg  gave  way 
in  another  practice  session  that  same  day. 
He  was  unable  to  bear  weight  on  his  right 
leg  and  had  to  be  assisted  home  by  a team- 
mate. 

The  pain  subsided  after  a few  hours  of 
rest  and  nonweight  bearing,  and  the  patient 
was  able  to  return  to  football  practice  the 


next  day  with  an  ace  bandage  wrapped 
around  his  knee.  After  a scrimmage,  he 
noticed  a small  swelling  on  the  supermedial 
aspect  of  his  right  knee  accompanied  by  re- 
currence of  pain.  He  was  seen  by  his  pri- 
vate physician  who  advised  nonweight  bear- 
ing and  analgesic  therapy. 

The  pain  subsided  after  one  week  of  non- 
weight bearing,  but  the  swelling  remained 
constant.  He  returned  to  football  practice 
and  played  in  a league  game  several  days 
later  but  was  unable  to  fully  flex  his  right 
knee  and  assume  a lineman’s  stance.  The 
pain  recurred  following  the  game,  and  he 
was  referred  to  an  orthopedic  surgeon. 

Examination  at  that  time  revealed  a 
small,  tender  mass  on  the  supermedial  as- 
pect of  the  right  knee.  There  was  no  joint 
effusion  and  the  ligaments  were  intact.  Mc- 
Murray’s  test  showed  negative  findings,  and 
there  was  no  sensory  or  vascular  deficit. 
X-ray  examination  revealed  an  osteochon- 
droma arising  from  the  distal  femur  of  the 
right  leg  with  no  other  abnormality.  The 
clinical  impression  at  that  time  was  a torn 
medial  meniscus,  and  the  patient  was  placed 
in  a cylindrical  cast.  The  pain  subsided 
after  one  week,  and  the  cast  was  removed 
after  three  weeks.  He  was  instructed  to 
walk  but  two  days  later  complained  of  severe 
pain  above  his  right  knee  and  progressive 
enlargement  of  the  mass.  He  had  developed 
a drop  foot  and  also  had  an  absent  dorsalis 
pedis  pulse  in  the  right  foot. 

On  admission  his  blood  pressure  was  110/ 
70  and  his  pulse  80.  The  positive  findings 
were  limited  to  the  legs,  where  there  was 
a large  15  by  10-cm.,  oval,  tender,  and  tense 
mass  occupying  the  medial  aspect  of  the 
distal  thigh  and  proximal  leg  which  was 
nonpulsatile  (Fig.  1A).  The  overlying  skin 
was  ecchymotic.  The  right  leg  was  held  in 
30-degree  flexion,  and  the  patient  was  unable 
to  actively  extend  the  leg.  There  were  no 
thrills  or  bruits.  The  dorsalis  pedis  and 
posterior  tibial  pulses  were  absent  in  the 
right  leg,  and  a drop  foot  was  noted. 

X-ray  films  of  the  right  femur  revealed  a 
large  soft-tissue  mass  and  a solitary  osteo- 
cartilaginous exostosis  on  the  medial  aspect 
of  the  distal  right  femur  with  its  apex  point- 
ing upward  (Fig.  IB).  A femoral  arterio- 
gram showed  marked  narrowing  and  dis- 
placement of  the  distal  superficial  femoral 
and  popliteal  arteries  anteriorly  by  a large 
soft-tissue  mass.  A jet  of  contrast  medium 
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issued  from  the  posterior  aspect  of  the  ves- 
sel to  outline  a large  traumatic  aneurysm 
(Fig.  1C) . 

At  the  operative  procedure  a massive 
hematoma  was  evacuated  through  an  antero- 
medial incision  along  the  distal  femur  and 
proximal  tibia  of  the  right  leg.  The  trau- 
matic aneurysm  and  the  perforated  arterial 
segment  were  excised  and  vascular  continu- 
ity re-established  by  means  of  a reversed 
saphenous  vein  graft  sutured  end-to-end  to 
the  artery.  The  sharply  pointed  tip  of  the 


FIGURE  1.  (A)  Thigh  and  knee  showing  marked 

swelling  and  discoloration  of  distal  aspect;  leg 
could  not  be  extended  beyond  30  degrees.  (B) 
Sharp  osteochondroma  shown  extending  proxi- 
mally  from  medial  femoral  condyle  into  soft- 
tissue  density  of  aneurysm.  (C)  Femoral  arterio- 
gram showing  anterior  displacement  and  com- 
pression of  popliteal  artery  and  jet  of  contrast 
medium  (arrow)  issuing  from  posterior  aspect  of 
vessel. 


tapered  osteochondroma  was  fractured  1 cm. 
from  its  end.  The  osteocartilaginous  ex- 
ostosis was  divided  at  its  point  of  origin 
from  the  femoral  condyle  and  removed. 

The  patient  was  discharged  two  weeks 
later  after  an  uncomplicated  postoperative 
course.  A persistent  drop  foot  was  treated 
with  a fitted  brace. 

Comment 

Twelve  patients  with  aneurysms  of  the 
popliteal  artery  secondary  to  laceration  by 
exostoses  have  been  reported  previously 
(Table  I).1  11  All  but  one  of  these  occurred 
in  men.1  Pain  was  the  most  frequent  corn- 
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TABLE  I.  Twelve  patients  with  aneurysm  of  popliteal  artery  secondary  to  laceration  by  exostoses 


Refer- 

ence 

Sex  and 
lAge) 

History  and 
Physical  Examination 

Dorsalis 

Pedis 

Pulse 

Precipitating 

Factors 

Treatment 

8 

Male  (41) 

Pain  and  swelling  popliteal  area 
four  days 

Good 

Dancing  “twist” 

Excision  of  aneurysm,  suture  vessel 
wall,  remove  exostosis 

9 

Male  (9) 

Pain  three  months,  multiple  con- 
genital osteochondromas 

Good 

Vigorous  exercise 

Resection  and  end-to-end  anasto- 
mosis 

5 

Male  (21) 

Painful  swelling  popliteal  area 
seventeen  days,  multiple  osteo- 
chondromas 

Absent 

No  trauma  or 
exercise 

Endoaneurysmorrhaphy,  excision 
of  exostosis 

2 

Male  (12) 

Pain  two  weeks,  solitary  osteo- 
chondroma 

Diminished 

No  trauma  or 
exercise 

Resection  of  aneurysm,  excision  of 
exostosis 

10 

Male  (14) 

Pain  two  weeks,  multiple  osteo- 
chondroma 

Good 

Vigorous  bicy- 
cling 

Suture  of  defect,  excision  of  exos- 
tosis 

4 

Male  (14) 

Pain  six  years,  solitary  osteochon- 
droma 

None 

Fractured  osteo- 
chondroma 

End-to-end  anastomosis,  excision 
of  exostosis 

3 

Male  (17) 

Pain  medial  aspect  of  thigh  four 
weeks 

Diminished 

Kicked  bale  of 
hay 

Saphenous  vein  graft,  excision  of 
exostosis 

1 

Female 

(15) 

Pain  and  swelling  of  knee,  multiple 
congenital  osteochondroma 

Not  recorded 

None 

Suture  defect,  excision  of  exostosis 

11 

Male  (23) 

Pain  posterior  thigh  five  months, 
solitary  osteochondroma 

Good 

Fall  from  ladder 

Suture  defect,  excision  of  exostosis 

7 

Male  ^26) 

Pain  and  swelling  six  weeks,  mul- 
tiple congenital  exostosis 

Good 

Kicked  playing 
soccer 

Suture  defect,  excision  of  exostosis 

6 

Male  (34) 

Intermittent  claudication  three 
weeks,  multiple  exostosis 

Absent 

None 

Excision  of  aneurysm,  arterial 
hornograft,  excision  of  exostosis 

6 

Male  (9) 

Swelling  and  pain  few  weeks,  mul- 
tiple congenital  exostosis 

Absent 

None 

Ligation  of  artery  above  and  below 
defect,  excision  of  exostosis 

plaint.  In  6 cases  the  dorsalis  pedis  pulse 
was  either  diminished  or  absent.--6  No  his- 
tory of  trauma  or  vigorous  exercise  was 
elicited  in  5 cases. 12-3-6  Only  in  1 patient 
was  a saphenous  vein  graft  required  to  re- 
pair the  vascular  defect,  and  in  1 other  case 
the  popliteal  artery  was  ligated.3  6 Perfora- 
tion of  the  popliteal  artery  by  an  osteo- 
chondroma has  been  previously  reported  as 
an  athletic  injury  in  a soccer  player  who 
was  kicked  during  a game.7 

The  lesion  documented  here  is  unique 
since  it  is  the  first  that  has  been  described  in 
a football  player. 

Summary 

An  unusual  case  of  popliteal  aneurysm 
caused  by  perforation  from  an  adjacent  os- 
teochondroma is  described  in  a football 
player.  The  lesion  was  successfully  treated 
by  segmental  excision  and  replacement  with 
saphenous  vein  graft. 
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Medical  malpractice  claims  and  losses, 
and  consequent  insurance  rate  increases,  are 
still  the  order  of  the  day.  Pediatricians  are 
still  reeling  from  the  substantial  rate  in- 
crease recently  applied  to  their  specialty. 
Employers  Insurance  of  Wausau  shares  the 
concern  of  the  Medical  Society  of  the  State 
of  New  York  over  these  developments.  In- 
surance companies  do  not  like  skyrocketing 
rates  and  premiums  any  more  than  their 
customers  do,  because  the  increases  inevi- 
tably occur  in  the  wake  of  insurance  losses. 

Our  purpose  here  is  to  identify  and  dis- 
cuss some  of  the  more  common  problems 
demonstrated  by  our  files  as  the  trigger  in 
malpractice  claims  against  pediatricians. 
We  hope  we  can  help  the  pediatrician  by 
calling  attention  to  these  claims.  Prevent- 
ing them,  of  course,  is  up  to  the  physician. 

Pediatrician-patient  relationship 

Many  malpractice  claims  have  their  roots 
in  the  pediatrician-patient-parent  relation- 
ship. The  pediatrician  deals  not  with  1 pa- 
tient but  with  3 patients,  the  mother,  the 
father,  and  the  child.  Communication  is 
usually  through  a third  party,  not  directly 
to  the  patient  being  treated.  Parenthood 
carries  an  innate  charge  of  protection  which 
creates  feelings  of  guilt  and  anxiety  when 
illness,  injury,  or  death  comes  to  their  child. 


The  following  case  demonstrates  these 
points. 

Case  1.  On  Christmas  Eve  the  mother  of 
a four-month-old  infant  called  the  pediatrician. 
She  described  the  child  as  “not  eating  properly 
and  did  not  seem  right.”  The  child’s  tempera- 
ture was  reported  as  normal.  The  physician 
told  the  mother  to  watch  the  child  and  to  call 
the  following  day. 

On  Christmas  Day  the  mother  decided  not  to 
report  on  the  infant’s  condition  because  she  did 
not  see  any  improvement  or  deterioration  and 
also  did  not  want  to  bother  the  physician  on 
Christmas.  On  Saturday,  December  26,  how- 
ever, the  father  called  to  say  that  the  child  was 
crying  and  fussing  all  the  time.  He  was  told 
to  bring  the  child  to  the  office. 

At  1:00  p.m.,  the  baby  was  examined  by  the 
pediatrician.  The  temperature  was  normal; 
nothing  significant  was  found  except  that  the 
child  seemed  intermittently  irritable  and  lethar- 
gic. As  the  parents  were  leaving  the  office  with 
the  infant,  the  mother  mentioned  that  the  child 
did  cough  periodically  during  the  night.  To 
be  on  the  safe  side  the  physician  ordered  tests 
to  be  run  the  following  Monday.  The  parents 
were  told  to  call  immediately  if  there  was  any 
change  in  the  baby’s  condition. 

At  5:00  p.m.,  the  local  hospital  called  to 
notify  the  pediatrician  that  the  child,  brought 
to  the  hospital  by  the  parents,  had  been  dead 
on  arrival.  The  autopsy  diagnosis  was  acute 
interstitial  pneumonia. 

Comment.  The  only  pertinent  clue, 
“coughing  during  the  night,”  was  an  after- 
thought by  the  mother.  Would  the  child,  if 
older,  have  been  able  to  give  better  informa- 
tion, or  would  the  clues  still  have  been 
shrouded  in  the  interpretation  and  language 
of  the  mother  and  father?  Did  the  sudden, 
unexpected  death  produce  subconscious 
parental  guilt  feelings  because  of  the  failure 
to  report  on  Christmas  Day  or  to  notice 
some  change  or  symptom?  Did  this  feeling 
of  guilt  or  helplessness  translate  itself  into 
the  legal  action  against  the  other  party  in- 
volved, the  physician? 

Tunnel  vision 

Pediatricians,  we  found,  were  not  im- 
mune to  tunnel  vision,  that  narrowing  of 
outlook  or  perception  that  blinds  the  physi- 
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cian  to  the  need  for  consultation  or  for  diag- 
nostic studies. 

Case  2.  For  two  years  a child  was  seen 
periodically  by  the  pediatrician  for  routine, 
well-baby  check-ups.  The  office  records  for  the 
initial  visit  included  the  following:  blond, 

blue-eyed,  well-developed  three-month-old  in- 
fant girl  who  had  been  adopted.  No  medical  or 
family  history  was  available. 

During  the  period  of  care  the  mother  kept 
telling  the  pediatrician  that  the  little  girl  was 
not  as  alert  as  the  other  children  in  the  family, 
nor  was  she  developing  as  rapidly  as  they  did. 
The  child  demonstrated  symptoms  of  difficulty 
in  walking.  The  office  records  did  not  give 
evidence  that  these  symptoms  were  pursued  to 
determine  the  cause.  Consequently,  phenyl- 
ketonuria went  untreated.  The  child  today  is 
severely  mentally  retarded. 

When  legal  action  was  brought  against  the 
pediatrician,  he  freely  admitted  that  he  had 
not  tested  for  phenylketonuria,  since  he  as- 
sumed that  this  had  been  done  before  the  child 
was  discharged  from  the  hospital  after  birth. 

Case  3.  During  routine  pediatric  care,  the 
parents  repeatedly  called  to  the  attention  of 
the  pediatrician  their  child’s  unusual  gait. 
Their  observation  was  disregarded.  No  test- 
ing was  done,  and  there  was  no  consultation 
despite  the  persistent  complaint.  After  one 
and  one-half  years  of  the  pediatrician’s  lack  of 
attention,  the  parents  decided  on  their  own  to 
seek  orthopedic  opinion.  The  orthopedic  con- 
sultation resulted  in  treatment  of  the  child’s 
congenitally  dislocated  hips. 

Case  4.  An  eight-year-old  child  was  seen  in 
the  pediatrician’s  office  because  of  urinary 
frequency  with  burning  sensation  lasting  for 
two  weeks.  A urinalysis  revealed  2 plus  sugar, 
negative  for  acetone,  a trace  of  albumin,  and  5 
to  7 white  blood  cells.  The  blood  work-up  dis- 
closed the  hemoglobin  to  be  11.45  Gm.  per  100 
ml.  and  the  white  blood  cell  count  to  be  11,000. 
Based  on  this  information  a diagnosis  of  infec- 
tion of  the  genitourinary  tract  was  made,  and 
sulfisoxazole  (Gantrisin)  was  prescribed. 

Because  this  pediatrician  practiced  within 
a group  setup  and  because  the  following  day 
was  a Saturday,  a second  pediatrician  was  on 
call  when  the  parents  phoned  to  give  a follow- 
up report.  The  parents  repeated  the  original 
history  of  the  complaint,  the  diagnosis,  and 
treatment  given  by  the  first  pediatrician,  and 
added  that  the  child  now  had  abdominal  and 
flank  pain.  The  second  physician  did  not  see 
the  patient,  nor  did  he  see  the  laboratory  re- 
ports. He  told  the  parents  to  continue  with  the 
medication  as  prescribed  and  to  feed  the  child 
a light  diet. 

Later  that  same  day  the  parents  called  again, 
this  time  to  tell  the  second  pediatrician  that 
the  child  was  vomiting.  He  decided  to  see  the 
child.  His  only  additional  finding  on  physical 
examination  was  that  the  child  was  mildly 


dehydrated.  Treatment  was  not  changed  ex- 
cept the  parents  were  encouraged  to  push  fluids. 

The  next  day  the  child  was  admitted  to  the 
hospital  emergency  room  in  severe  diabetic 
coma.  In  spite  of  all  efforts  to  reverse  the  con- 
dition, he  died. 

Comment.  The  first  physician  appears 
to  have  based  his  diagnosis  on  the  complaint 
of  urinary  frequency  with  burning  sensa- 
tion and  then  “zeroed  in’’  on  the  laboratory 
findings  that  supported  this  diagnosis.  The 
2 plus  sugar  was  disregarded  initially  as 
immaterial.  The  second  physician  did  not 
know  of  its  existence  and  accepted  without 
confirmation  the  initial  diagnosis  despite  a 
changing  clinical  picture. 

Protection  of  active  children 

Physicians,  like  other  people,  too  often 
forget  that  the  normal  child  is  an  explosion 
waiting  to  go  off.  To  leave  him  alone  for  a 
moment  or  to  take  your  eye  off  him  may 
touch  a match  to  nature’s  shortest  fuse. 

Case  5.  A five-year-old  child  was  in  the 
pediatrician’s  office  for  a school  entrance  physi- 
cal examination.  He  was  left  alone  while  the 
physician  and  the  office  assistant  went  to  attend 
another  patient.  Fascinated  by  a cabinet  of 
shiny  instruments  and  bottles,  he  climbed  on  a 
chair  and  began  opening  bottles.  One  of  them, 
tightly  stoppered,  contained  acid.  In  the  exer- 
tion of  getting  the  stopper  off,  some  of  the  acid 
splashed  in  his  face  and  on  his  hands.  The 
few  moments  this  boy  was  left  alone  gave  him 
a lifetime  of  facial  and  hand  scars. 

Case  6.  During  the  examination  of  a two- 
month-old  girl,  the  pediatrician  turned  to  get 
an  ear  speculum.  As  he  did  so,  the  baby  rolled 
off  the  table  and  fell  four  feet  to  the  floor. 
The  result  was  a fractured  skull. 

Case  7.  The  diagnosis  of  a five-year-old  boy 
was  streptococcal  sore  throat.  Penicillin  by  in- 
jection was  to  be  initiated  immediately.  The 
pediatrician  injected  the  drug  into  the  right 
hip.  As  he  did  so  the  child  moved.  A paralysis 
developed  in  the  right  leg.  The  courts  found 
causal  relationshilp  between  the  injection  and 
the  nerve  damage. 

Comment.  These  3 cases  present  varying 
degrees  of  failure  to  protect  inquisitive  and 
active  children.  The  first  case  indicates  a 
total  lack  of  concern  for  a child  when  other 
demands  are  made  on  the  attention  of  the 
physician  and  the  aide.  The  second  shows 
that  even  momentary  distraction,  which 
again  left  the  child  unrestrained,  can  mean 
disaster.  The  last  physician  learned  the 
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hard  way  that  watching  a child  or  even 
holding  him  is  not  enough. 

Law  talk 

A factor  peculiar  to  pediatrics  is  the  ef- 
fect of  the  statute  of  limitations.  With 
minors,  it  does  not  begin  to  run  in  most 
states  until  age  twenty-one.  This  has  many 
implications  for  the  pediatrician.  What  we 
knew  and  did  yesterday  may  be  judged  to- 
morrow against  expanded  knowledge  and 
changed  standards  of  care.  Because  of  the 
time  spans  involved,  records  must  be  more 
complete  and  kept  longer. 

Abdominal  pains  can  be  problems 

Abdominal  pain  presents  the  pediatrician 
with  a dilemma.  Is  it  appendicitis  or  not? 
There  are  surprising  numbers  of  misdiag- 
noses of  appendicitis.  On  the  surface  the 
mistake  is,  of  course,  that:  misdiagnosis. 

But  it  is  agreed  by  authorities  that  this 
diagnosis  is  often  a difficult  one  to  make. 
The  trouble  arises  not  from  calling  appendi- 
citis gastroenteritis,  flu,  and  so  on,  but 
from  being  satisfied  with  the  initial  diag- 
nosis and  not  following  up  properly. 

Case.  8.  The  patient  was  a ten-year-old  girl 
with  symptoms  of  generalized  abdominal  pain 
and  vomiting.  Laboratory  tests  indicated  ap- 
pendicitis or  gastroenteritis.  The  pediatrician 
elected  to  follow  the  gastroenteritis  diagnosis 
since  “it  was  going  around.”  He  prescribed 


medication,  diet,  and  fluids  and  sent  the  child 
home.  The  office  records  did  not  show  that  he 
advised  the  parents  to  call  if  there  was  any 
change  or  that  they  were  to  return.  Three  days 
later  the  physician  learned  that  the  child  was 
in  the  hands  of  a surgeon  under  treatment  for 
ruptured  appendix  with  peritonitis. 

Comment.  Diagnoses  are  the  physician’s 
to  make.  Our  suggestions  are  simply  these: 
Perform  necessary  diagnostic  tests,  involve 
the  parents,  impress  on  them  the  possibility 
of  appendicitis,  keep  in  touch  with  them, 
and  report  clearly  in  your  records  all  that 
you  have  done. 

Summary 

None  of  these  stories  are  new  to  the 
pediatrician.  They  have  all  been  heard  be- 
fore. But  the  problems  do  occur,  over  and 
over  again,  and  will  continue  to  occur  as 
long  as  pediatricians  permit  them  to  do  so. 
The  first  and  worst  mistake  any  physician 
specializing  in  child  care  who  reads  this 
article  can  make  is  to  say,  “It  can’t  happen 
to  me.”  All  the  physicians  figuring  in  these 
cases  were  highly  qualified,  highly  respected 
pediatricians.  We  cannot  prove  it,  but  we 
strongly  suspect  they  all  made  that  first 
mistake.  They  thought  it  could  not  happen 
to  them. 

We  chose  these  cases  to  illustrate  points 
not  dollars.  But  if  you  are  interested,  6 of 
the  8 cases  involved  a total  cost  of  $200,000. 
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T WENTY  OR  TWENTY-FIVE  YEARS  AGO,  if 
someone  had  suggested  that  I would  be  con- 
sidering whether  or  not  there  really  is  a 
feminine  psychology,  I would  have  been 
utterly  astonished  and  probably  would  have 
had  my  own  secret  psychiatric  conclusions 
about  that  person.  But  today  the  changing 
times  have  made  this  a genuine  and  impor- 
tant issue. 

The  question  has  not  arisen  within  the 
psychiatric  community,  but  from  outside,  as 
a result  of  the  growing  voice  of  women, 
through  the  various  women’s  groups,  and 
especially  the  militant  or  radical  women’s 
liberation  groups.  They  question,  with  the 
protest  born  of  oppression,  whether  any- 
thing said  about  women  in  the  past  is  valid. 

I believe  the  issue  warrants  genuine  con- 
sideration; and  so,  want  to  offer  my 
thoughts  about  it. 

Freud’s  theory 

The  concept  of  feminine  psychology  is  for 
the  most  part  rooted  in  Freud’s1  observa- 
tions about  women ; and  these  held  sway  for 
at  least  one  generation.  Freud’s  observa- 
tions were  almost  unerringly  accurate;  it 
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is  his  inferences  which  are  open  to  question. 
And  I must  add  here  that  whatever  I may 
say,  Freud  was  a genius  who  forged  a truly 
remarkable  system  for  understanding  and 
treating  human  beings,  even  though,  na- 
turally enough,  he  was  not  right  about 
everything. 

All  men  are  rooted  in  their  times,  and 
Freud  was  no  exception.  He  was  part  of  a 
patriarchal  society,  in  a late  Victorian  era, 
and  was  influenced  by  the  prevalent  social 
and  cultural  attitudes;  and  theologically, 
even  if  indirectly,  his  ideas  were  colored  by 
the  Old  Testament  and  the  thinking  of  St. 
Thomas  Aquinas.2 

He  believed  that  for  women,  “anatomy  is 
destiny,”  and  that  woman,  in  lacking  a penis, 
was  born  a defective  imitation  of  the  male. 
His  great  contribution  was  the  recognition 
that  in  contrast  to  men,  women  have  a dual 
sexual  role  in  life:  they  must  establish  a 

durable  sexual-love  relationship  with  a man 
in  marriage  and  then  become  mothers.  He 
believed  these  two  roles  to  be  interrelated; 
and  indeed  they  are,  although  perhaps  with 
greater  complexity  than  he  envisioned. 

Beyond  that,  Freud’s  theory  about  women 
was  based  on  the  idea  that  a girl  believes  she 
is  damaged  and  defective  because  she  lacks 
the  male  sex  organ  and  sees  only  a split, 
possibly  a wound,  between  her  legs.  Also, 
she  seemed  to  envy  the  boy’s  ability  to  uri- 
nate standing  up  and  directing  a stream  in 
front  of  him.  From  this  he  derived  the  con- 
cepts of  “penis  envy”  and  of  “masculine 
protest,”  personality  complexes  or  symptoms 
noted  in  “aggressive”  women  who  were  en- 
vious of  the  male.  To  more  or  less  balance 
things  up  for  women,  he  theorized  that 
motherhood  was  a substitute  for  the  penis, 
a compensation  to  women  for  this  lack.  It  is 
interesting  to  note  that  he  paid  little  atten- 
tion to  the  significance  of  breasts  to  girls. 

Freud  further  concluded  that  women  were 
more  narcissistic  than  men,  that  is,  more 
selfishly  preoccupied  with  themselves;  were 
more  masochistic,  and  enjoyed  suffering; 
were  naturally  passive,  in  sex  and  else- 
where; had  a less  well-formed  sense  of 
justice  than  men;  and  had  weaker  super- 
egos or  consciences.  Even  as  I review  all 
this,  it  has  an  unfavorable  sound  for  women. 
Yet  there  are  classical  psychoanalysts  today 
who  still  adhere  to  these  ideas.  It  is  quite 
a paradox  that  Freud,  while  in  a sense  ex- 
cluding women  from  the  man’s  world,  was 
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nonetheless  personally  most  accepting  and 
gracious,  and  welcomed  women,  both  lay  and 
professional,  into  his  psychoanalytic  com- 
munity: Princess  Marie  Bonaparte  and  his 
gifted  daughter  Anna  were  notable  ex- 
amples. 

After  Freud 

Freud’s  first  challenger,  about  forty  years 
ago,  was  his  now  great  pupil  Jones,3  who 
noted  with  wry  humor  that  Freud  had 
rather  a “phallocentric”  bias.  Shortly  later, 
Horney4  challenged  his  rather  negative 
views  about  motherhood,  declaring  that 
motherhood  was  something  wonderful  in  its 
own  right.  “And  what  about  motherhood,” 
she  asked,  “and  the  blissful  consciousness  of 
bearing  a new  life  within  oneself,  and  the 
joy  when  it  finally  makes  its  appearance  and 
one  holds  it  for  the  first  time  in  one’s  arms?” 
Then  along  came  Thompson5  to  challenge 
his  concept  of  “penis  envy,”  pointing  out 
that  it  was  the  privilege  and  power  of  being 
a male  that  women  envied  rather  than  his 
anatomic  structure.  Others,  including  my- 
self, called  attention  to  other  distorted  areas 
in  his  views  of  women,  among  them  femi- 
nine identity.6 

But  today,  as  we  have  moved  along,  as 
many  women  are  working,  and  as  mother- 
hood is  much  less  valued  than  it  used  to  be, 
many  are  denying  that  there  are  any  psy- 
chologic differences  between  the  sexes.  I 
cannot  go  along  with  this,  and  will  attempt 
to  clarify  the  issues.  The  first  step  is  to 
separate  the  culturally  determined  traits 
from  the  biologic.  The  traits  that  are  cul- 
turally derived  are  changeable  and  are  not 
specifically  feminine.  They  stem  from  the 
girl’s  upbringing,  the  gender  role  selected 
by  her  parents  and  by  society. 

With  woman’s  biologic  role,  inevitably 
there  are  certain  points  of  pain  and  suffer- 
ing, for  example,  in  labor  and  delivery.  But 
this  does  not  mean  that  women  want  to  suf- 
fer masochistically  and  enjoy  it.  Un- 
doubtedly some  have  tried  to  trade  on  it; 
this  is  the  tyranny  of  the  weak.  With  re- 
gard to  other  traits,  certainly  woman’s 
passivity  in  sex  is  being  disproved  today,  as 
well  as  in  other  areas.  And  as  for  a sense 
of  justice,  some  have  found  that  if  anything 
women  have  a stronger  sense  of  justice 
than  men,  perhaps  because  they,  the  creators 
of  life,  value  it  more.  There  is  increasing 


evidence  from  other  areas,  including  voca- 
tional accomplishment,  that  women  are  not 
passive;  and  they  are  becoming  increasingly 
vocal  about  their  desire  to  master  their  own 
lives,  as  do  men.  In  my  view,  activity  is 
health;  passivity  is  a sign  of  disturbance. 

Differences 

Where,  then,  do  the  differences  between 
men  and  women  lie?  It  is  in  the  psychic 
counterparts  of  their  sexual  structure,  tem- 
perament, and  roles,  especially  as  these  re- 
late to  the  evolutionary  process  and  serve 
the  survival  of  the  species.  To  express  these 
differences  in  a single  word  capturing  the 
healthy  ideal:  to  be  truly  “feminine”  a 

woman  must  be  “receptive;”  while  to  be 
“masculine”  a man  must  be  “actively  pene- 
trating.” These  are  the  basic  qualities 
which  ensure  perpetuation  of  the  species, 
and  also,  a creative  life.  It  is  the  failure  or 
absence  of  these  capacities  which  is  the  root 
of  many  problems  in  either  sex. 

Let  me  say  a few  more  words  about  this 
feminine  trait.  Receptivity  in  a woman  in- 
volves sexual  desirability  and  responsive- 
ness. Erikson7  has  described  this  as  a 
woman’s  need  to  have  her  inner  spaces  filled, 
to  be  fulfilled,  whether  this  space  is  biologic 
or  psychologic.  It  also  includes  receptive- 
ness to  the  young,  so  that  women  can  foster 
and  nurture  them.  But  this  receptivity  is 
not  a passive  state  of  being;  rather,  it  is  an 
active,  assertive  expression  of  mastery  of 
her  own  life.  I might  add  that  this  mastery 
is  curtailed  when  society  refuses  woman  the 
right  to  decide  when  and  when  not  to  have 
children  and  fails  to  offer  her  the  help  to 
back  up  this  decision. 

The  same  receptiveness  that  applies  to 
her  sexual  and  mothering  tasks  enables  a 
woman  to  develop  and  use  her  other  re- 
sources, intellectual  and  physical;  all  of 
these  lead  to  her  ultimate  fulfillment.  For 
the  woman  who  chooses  to  develop  all  her 
potentialities,  life  is  very  demanding,  per- 
haps even  more  so  than  for  men,  since  our 
social  structure  is  not  presently  adapted  to 
serving  women  well.  Women’s  lives  are 
more  clearly  divided  into  phases,  and  they 
need  different  arrangements  and  support  at 
different  times.  But  in  considering  the  psy- 
chologic expressions  of  masculinity  and 
femininity,  it  should  be  noted  that  they  are 
not  mutually  exclusive,  and  that  there  is 
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variation  within  each  sex.  Women,  too,  can 
be  “penetrating,”  and  yet  appropriately  re- 
ceptive. The  same  in  reverse  applies  to  men. 

Conclusion 

In  concluding,  let  me  say  that  life  has 
posed  certain  dilemmas  for  women,  and  I do 
believe  that  in  some  ways  they  were  dealt 
the  rougher  side  of  existence.  Yet,  by  the 
very  same  token,  if  women  can  accept  their 
unique  qualities,  if  they  can  forego  defiance 
and  competition  with  men  as  a goal  in  itself 
and  focus  on  developing  their  own  resources 
to  the  fullest,  they  can  achieve  unique  re- 
sults. They  will  have  to  work  hard,  but  it 
will  be  infinitely  rewarding,  and  all  the  more 
so  if  men  will  hold  out  hands  in  friendship 
and  acceptance. 

There  is  a distinct  feminine  psychology. 
It  is  specific  to  woman’s  sexual  identity  and 
the  dilemmas  her  sexuality  imposes  on  her 
existence.  Notions  of  feminine  inferiority 
have  no  place  in  it;  recognition  of  what  is 


authentic  in  woman  and  of  what  constitutes 
appropriate  modes  of  mastering  her  life  are 
its  substance. 

140  East  83rd  Street 
New  York,  New  York  10028 
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Malnutrition  and  mental  retardation 


Severe  malnutrition  of  either  the  mother, 
the  baby  while  in  early  stages  of  development, 
or  both  is  a suspected  cause  of  mental  retarda- 
tion, says  the  National  Society  for  Medical 
Research. 

They  base  their  claim  on  the  results  of  lab- 
oratory animal  and  human  studies  presented 
at  a recent  meeting  of  the  Canadian  Pediatric 
Society  by  Myron  Winick,  M.D.,  Professor  of 
Pediatrics  at  Cornell  University,  which  “.  . . 
provide  new  and  more  conclusive  evidence  that 
severe  pre-  and  postnatal  malnutrition  may 
inhibit  division  of  cells  in  the  growing  brain,” 
the  Society  reported. 

Animal  studies  showed  that  if  malnourish- 
ment  is  experienced  during  a period  of  fetal 
cell  division,  there  is  a permanent  deficit  in 
the  number  of  brain  cells  as  high  as  15  per  cent. 
If  an  animal  is  severely  malnourished  both  pre- 
and  postnatally,  there  may  be  as  high  as  a 60 
per  cent  reduction  in  the  number  of  cells  in  the 
brain  when  brain  cell  division  stops.  The 
duration  of  the  malnutrition  as  well  as  the 
severity  and  exact  time  is  important  in  deter- 
mining the  total  number  of  cells  that  will  de- 
velop in  the  brain. 

In  human  beings,  the  Society  said,  the  same 
principles  seem  to  apply.  A study  of  severely 
malnourished  Chilean  children,  both  of  those 
who  are  alive  and  of  those  who  have  died,  indi- 
cates similar  results.  The  dead  children’s 
brain  size  had  also  been  reduced  by  an  inhibi- 


tion of  cell  division.  Head  size  was  also  re- 
ported to  be  reduced  proportionally.  Those 
children  who  survived  showed  retardation  of 
their  motor  and  intellectual  development. 

Another  recent  report  by  the  National  Re- 
search Council  says  that  high  incidences  of  low 
birth  weights  and  of  deaths  connected  with  low 
weight  are  found  in  the  United  States,  which 
in  1966  ranked  thirteenth  among  40  countries 
in  infant  mortality  rates.  The  birth  weight  of 
an  infant  is  closely  associated  with  and  condi- 
tioned by  the  weight  gain  of  its  mother  as  well 
as  her  prepregnancy  weight  and  stature.  Age 
and  parity  of  the  mother  are  also  important 
factors  for  determining  the  outcome  of  a preg- 
nancy. Fetal  loss  and  infant  mortality  rates 
are  especially  high  among  girls  under  seven- 
teen years  of  age,  particularly  those  who  have 
had  repeated  short-interval  conceptions. 

An  adequate  diet,  not  only  during  pregnancy 
but  also  from  the  mother’s  own  birth  through 
growth  and  reproduction,  is  of  utmost  impor- 
tance for  both  the  mother  and  her  baby. 

Surveys  of  human  experiences  during  World 
War  II  and  more  recently  in  undeveloped  na- 
tions have  indicated  that  restriction  of  diet 
during  pregnancy  may  unfavorably  affect  the 
growth  and  development  of  the  fetus.  In  ad- 
dition, laboratory  exjieriments  on  dogs,  sheep, 
and  other  animals  show  a marked  reduction  in 
the  size  of  the  offspring  when  the  mother  is 
maintained  on  an  inadequate  diet. 

Environmental  factors  which  may  relate  to 
malnutrition  seem  to  be  especially  prevalent  in 
lower  socioeconomic  levels  of  our  society. 
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Medical  Conditions  at 
Valley  Forge 

HARRY  BLOCH,  M.D. 

Forest  Hills,  New  York 

Senior  Lecturer,  Downstate  Medical  School;  Consulting 
Pediatrician,  Kings  County  Hospital  and  Brookdale 

Hospital  Center 

Washington  routed  Rahl’s  Hessians  at 
Trenton  and  Cornwallis  at  Princeton,  but 
was  badly  defeated  by  Howe  at  German- 
town and  Brandywine.  Baggage  and  sup- 
plies were  abandoned;  and  despite  Bur- 
goyne’s  surrender  at  Stillwater,  he  nec- 
essarily retreated  to  Valley  Forge,  18  miles 
north  of  Philadelphia  and  10  miles  from 
Bethlehem.  On  December  20,  1777,  the 
army  of  11,000  men  reached  winter  quarters, 
recently  laid  waste  by  the  British.  The 
camp  site  was  a defensive  bastion.  It  was 
bounded  by  Valley  Creek,  the  Schuylkill 
River,  and  timber-covered  hills.  Several 
brooks  assured  plentiful  water.  For  the 
cold  months  ahead,  huts  had  to  be  erected 
and  provisions  and  supplies  provided.1-4 

Quarters  and  clothing 

Hardships  multiplied  as  winter  advanced. 
Rain,  wind,  cold,  and  occasional  snow 
plagued  the  camp.  There  were  few  tents. 
Soldiers  slept  on  the  ground,  many  without 
cover,  with  only  the  meager  warmth  of  a 
wood  fire,  and  some  men  froze  to  death.5’0 
A.  Waldo,  M.D.,  surgeon  in  Colonel  Hunting- 
ton’s Connecticut  regiment,  recorded  in  his 
diary  on  Christmas  day:  “We  are  still  in 

Tents  . . . the  poor  Sick,  suffer  much  in 
Tents  this  cold  weather.” 7 Many  lacked 
sufficient  clothing  to  perform  army  duties. 


Washington  stated:  “No  less  than  2,898 

men  . . . unfit  for  duty  because  they  are 
barefoot,  and  naked.  . .”  and,  “Few  men 
have  more  than  one  shirt,  many  only  the 
Moiety  of  one,  and  some  not  at  all.  ...”  8 
Waldo  described  the  soldier  with  “.  . . bare- 
feet  seen  thro’  stockings,  his  Breeches  not 
sufficient  to  cover  his  Nakedness,  his  shirt 
hanging  in  Strings,  his  hair  disheveled,  his 
face  meagre,  his  whole  appearance  pictures 
a person  forsaken  and  discouraged,  his  body 
covered  with  tormenting  Itch.  . . .”  Of  him- 
self he  lamented,  . . from  mere  cold  . . . 
contracted  a numbness  of  the  left  hip,  side, 
and  thigh  . . .”  and,  suffered  from  “smoke, 
cold,  hunger,  and  filthyness.”7 

Hygienic  conditions 

Troops  were  ordered  to  “ease”  themselves 
at  the  vaults  and  not  about  the  camp,  so 
that  it  shall  not  become  “.  . . insufferable 
from  stench  . . . and  prejudicial  to  health 
and  life.”  °’7  General  Wayne  noted,  “.  . . 
huts  were  in  wretched  conditions  . . . beg- 
gars all  description.  The  army  sick  and 
crawling  with  vermin.”  Benjamin  Rush, 
M.D.,  who  in  mid-March  visited  Valley 
Forge,  described  it  as  dirty  and  stinking  and 
the  men  dirty  and  ragged.9 

Soldiers  suffered  constant  hunger  because 
of  despoiled  countryside;  because  of  reli- 
gious scruples  of  nonresistance  among  Quak- 
ers, Dunkards,  and  Menonites;  and  from 
Tories  who  diverted  supplies  to  occupied 
Philadelphia.  Often  only  frozen  potatoes 
were  available.  Sergeant  Kemp  complained, 
“For  breakfast,  bacon  and  smoke;  for 
dinner,  smoke  and  bacon;  and  for  supper, 
smoke.”  Waldo  mentions,  “Fire  Cake  and  a 
draught  of  Cold  Water,  and  in  Cold  Weather 
too.” 

When  winter  ended,  Nathaniel  Greene, 
quartermaster,  supplied  provisions  and 
clothing;  Dr.  Jonathan  Potts,  surveyor- 
general,  distributed  supplies  and  drugs; 
Baron  Frederick  von  Steuben  took  hungry 
soldiers  and  drilled  them  into  an  army; 
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Lafayette  announced  France’s  recognition 
and  support  of  the  new  nation;  and  Wash- 
ington planned  victories.10  Sir  Henry  Clin- 
ton evacuated  Philadelphia  on  June  18,  1778, 
and  retreated  to  New  York.  The  next  day 
American  troops  broke  camp. 

In  the  seven  years’  war,  Valley  Forge  was 
a symbol  of  faith,  suffering,  and  patience.11 
Each  soldier  carried  a scar;  none  would  for- 
get Valley  Forge  and  none  the  memory  of  a 
gallant  comrade  left  behind.  Although 
Washington  was  concerned  that  the  army 
would  “starve,  dissolve,  or  disperse,”  8 he 
praised  his  men,  “.  . . oftentimes  half 
starved,  always  in  rags,  without  pay,  ex- 
periencing every  species  of  distress  which 
human  nature  is  capable  of  undergoing.”  12 
Lafayette  boasted : “No  European  army 

would  suffer  the  tenth  part  of  what  Ameri- 
cans suffer.  It  takes  citizens  to  support 
hunger,  nakedness,  toil,  and  the  total  want 
of  pay  which  constitutes  the  conditions  of 
our  soldiers,  the  hardiest  and  most  patient 
in  the  world.”  12  The  men  revered  their 
commander  who  shared  in  their  hardship 
and  partook  of  every  inconvenience.4  Waldo 
noted:  “.  . . the  poor  Soldier  ...  he  labours 
thro’  Mud  and  Cold  with  a Song  in  his 
mouth  extolling  War  and  Washington.” 
Rush  thought  it  was  a remarkable  feat  of 
Washington  to  hold  the  army  together.9  In 
his  final  orders,  November,  1783,  Washing- 
ton declared  : “The  unparalleled  persever- 

ance of  the  armies  in  the  United  States 
through  almost  every  possible  suffering  and 
discouragement  for  the  space  of  eight  long 
years  was  little  short  of  a standing  mir- 
acle.” 12 

Doctors  in  service 

Toner,13  for  the  centennial  of  the  War  of 
Independence,  searched  available  sources 
and  recorded  that  1,200  practitioners — 100 
were  doctors  of  medicine — served  in  the 
Continental  Army  as  physicians  or  in  the 
line.  Few  had  professional  training  or 
military  experience;  and  most  came  from 
isolated  towns  and  lacked  medical  education. 
Frequently,  the  regimental  colonel  selected 
the  surgeon  who  appointed  his  mate. 
Thacher14  mentions  that  Isaac  Foster,  M.D., 
was  appointed  surgeon,  and  his  student,  Mr. 
Josiah  Bartlet,  “officiates  as  his  mate.” 
Such  were  the  physicians  at  Valley  Forge. 
They  held  no  military  rank;  enjoyed  little 


glory;  received  small  recompense  and  in  al- 
most worthless  paper;  never  wavered  in 
their  patriotism  or  humanity  under  the  most 
trying  conditions;  toiled  in  infested  hos- 
pitals as  long  as  service  was  needed;  and, 
like  the  troops,  were  frozen,  ragged,  hungry, 
dirty,  lousy,  itchy,  and  lived  in  the  same 
filthy,  stinking  quarters.613'15-17  They 
pulled  teeth,  set  fractures,  excised  superfi- 
cial growth,  evacuated  abscesses,  extracted 
bullets,  treated  burns  with  wet  dressings  of 
strongly  steeped  tea,  either  bled  and  purged 
or  prescribed  wine  for  fever,  crosscut  and 
suctioned  for  snake  bites,  bound  the  sides  of 
a wound  by  pressure,  and  treated  scabies 
with  sulfur.  When  a soldier’s  leg  froze  and 
turned  black,  they  resorted  to  amputation; 
and  the  cries  of  men  could  be  heard  for 
miles  despite  a “good  dose  of  tincture  of 
opium  followed  by  ample  rum,  together  with 
a very  sharp  knife  and  sharp  saw,  and  ears 
covered  with  lamb’s  wool.  ...”  A pressure 
bandage  or  hot  iron  completed  the  proce- 
dure.18 

Camp  hospitals 

Eleven  camp  hospitals  were  constructed, 
and  barns,  farm  houses,  and  meeting  houses 
were  commandeered  for  the  overflow.  The 
principal  hospital  was  at  Yellow  Springs, 
and  others  were  at  Easton,  Bethlehem,  Lan- 
caster, Lititz,  and  Ephrata.19  Patients  lay 
on  bare  boards ; many  were  naked  for  want 
of  clothing;  lack  of  straw  and  bedding  made 
change  impossible,  even  when  fouled  or  con- 
taminated; and  the  unattended  lay  in  their 
own  filth.  Hospitals  were  a danger  that  ac- 
counted for  ten  times  more  deaths  than 
British  guns.11  Tilton  observed:  “There 

was  strong  evidence  that  infection  is  more 
dangerous  than  the  Weapons  of  War.”  11 
Lewis20  stated  that  hospitals  were  the  chief 
causes  of  death  in  the  Colonial  Army. 
Rush21  described  hospitals  as  “.  . . sinks  of 
human  life,”  that  “robbed  the  United  States 
of  more  citizens  than  the  sword.”  He  listed 
causes  of  sickness  and  death  in  the  army  as 
hospitals:  hospital  fever,  dysentery,  and 

bilious  fevers;  infections:  smallpox  and 

measles;  bad  air:  rotting  straw  in  tents 

and  hospitals  crowded  with  dying  men  of 
putrid  distempers;  and  weather:  pleurisy, 

pneumonia,  consumption,  acute  rheumatism, 
itch  in  winter,  and  diseases  due  to  heat  and 
moisture. 


December  15,  1970  / New  York  State  Journal  of  Medicine  3011 


Duncan10  stated  that  malnutrition,  lack  of 
medical  supplies,  unhygienic  hospital  and 
camp  conditions,  and  disease  accounted  for 
nine  tenths  of  all  deaths,  whereas,  battle 
deaths  accounted  for  only  10  per  cent;  and 
“The  friends  of  sick  men  wished  to  take 
them  home  rather  than  let  them  be  sent  to 
a hospital  . . . the  hospitals  are  only  too  fre- 
quently but  stopping  places  on  the  way  to 
the  hereafter.”  A virulent,  putrid  fever 
(typhus)  swept  off  far  greater  numbers  in 
the  hospitals  than  all  other  diseases  in  the 
camp.611  The  unhygienic  conditions  at 
Valley  Forge  and  the  lack  of  supplies  and 
food  likewise  affected  physicians.  Tilton 
stated  “.  . . more  surgeons  died  . . . than 
officers  on  the  line,”  and  “Six  Surgeons  and 
Mates  seized  with  Typhus  in  the  Hospital 
of  Princeton,  and  at  Bethlehem  not  an 
Orderly  escaped  and  but  few  of  the  Sur- 
geons.” 22  James  Craik,  M.D.,  ranking  sur- 
geon at  Valley  Forge,  lamented  that  the 
hospitals  were  full;  his  medical  personnel 
inadequate;  sanitation  neglected;  and  that 
he  lacked  drugs,  wine,  whiskey,  rum,  vine- 
gar, candles,  beds,  mattresses,  and  bedding. 
Medicines  were  scarce  and  often  came  adul- 
terated by  unscrupulous  army  contractors.22 
Peruvian  bark,  jalap,  ipecac,  camphor, 
opium,  and  cantharides  were  the  drugs 
needed  and  most  seriously  wanting.  Wil- 
liam Brown,  M.D.,  compiled  an  emergency 
military  hospital  formulary,  the  Lititz 
Pharmacopoeia  (Lititz  was  Brown’s  head- 
quarters), March  11,  1778,  “Especially 

adopted  to  our  poverty  and  straitened  cir- 
cumstances, caused  by  war  unexpectedly 
brought  upon  our  fatherland.”  23  Inflation 
set  in  by  1778,  and  cantharides  at  ten 
shillings  per  pound  in  1776  were  twenty 
pounds  in  1778. 23 

Shacks  were  built  for  contagious  disease, 
such  as  smallpox,  typhus,  dysentery,  and 
unidentified  fevers.  Washington  favored 
inoculation:  “I  know  that  it  is  more  de- 

structive to  an  army  in  the  natural  way 
than  the  sword.  . More  than  3,000  sol- 
diers were  inoculated  against  smallpox  and 
isolated.5  Typhus  and  smallpox  became 
epidemic  between  March  and  June,  and 
wagons  carrying  food  into  camp  returned 
with  sick  soldiers  to  the  hospitals.  Drums 
and  pipes  playing  the  “Dead  March”  were 
constantly  heard. 


When  physicians  retired  from  service, 
“The  lives  of  many  went  unnoticed,  unre- 
corded, passed  on  to  their  routine  of  medi- 
cal practice,  unostentatious  career  of  coun- 
try physician,  respected,  beloved,  and  died.” 
Thacher14  concluded,  “We  were  actuated  by 
the  purest  principles  of  patriotism  ...  to 
be  instrumental  in  the  achievement  of  a 
glorious  independence  for  our  country  . . . 
and  notwithstanding  the  unparalleled  suffer- 
ings and  hardships  . . . scarcely  an  officer 
retires  without  the  deepest  regrets  and  re- 
luctance.” 

140  Greenway  North 
Forest  Hills,  New  York  11375 
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legislative  counsel  for  the  Treasury  Depart- 
ment, at  a hearing  of  the  Senate  Finance  Com- 
mittee during  its  consideration  of  changes  in 
the  Medicare  and  Medicaid  programs.  He  said 
that  many  providers  of  services  under  the  two 
health  care  programs  might  have  “substantial 
deficiencies”  in  their  income  tax  returns. 

In  a letter  to  Senator  Long  and  to  Senator 
Wallace  F.  Bennett  (Republican,  Utah),  a 
ranking  minority  member  of  the  finance  com- 
mittee, Dr.  Bornemeier  said  that  the  charges 
had  been  widely  distorted  in  the  press,  and  that 
these  reports  do  the  medical  profession  a seri- 
ous injustice. 

Whitaker  testified  that  from  an  original  list 
of  11,000  who  received  payments  of  $25,000  or 
more  for  services  rendered  under  Medicare  and 
Medicaid  in  1968,  4,000  tax  returns  warranted 
a detailed  audit  by  the  Internal  Revenue  Serv- 
ice. 

With  preliminary  audits  completed  on  3,000 
of  the  4,000  tax  returns,  there  were  indications 
that  1,500  of  these  showed  “substantial  defi- 
ciencies,” the  Treasury  Department  reported. 
“Substantial  deficiencies”  later  were  defined  as 
being  underpayments  of  more  than  $100. 

Dr.  Bornemeier  said  that  this  testimony  was 
being  widely  interpreted  to  mean  either  that 
one  third  of  the  members  of  the  medical  profes- 
sion was  cheating  (4,000  of  11,000  cases  to  be 
audited)  or  that  one  half  of  the  profession  was 
cheating  (1,500  alleged  offenders  from  3,000 
actual  audits). 

“Assuming  the  worst,  that  1,500  doctors  out 
of  11,000  are  guilty  of  income  tax  irregularities, 
the  correct  proportion  would  be  between  13  and 
14  per  cent  rather  than  33  or  50  per  cent,”  Dr. 
Bornemeier  said. 

The  AMA  president  called  on  the  Treasury 
Department  to  be  specific  in  their  charges  since 
the  interpretation  by  the  press  growing  out  of 
their  testimony  reflected  on  the  profession  as  a 
whole. 

“As  of  now,”  he  continued,  “there  seem  to  be 
1,500  cases  where  substantial  deficiencies  may 
exist.  I think  we  should  know  what  proportion 
of  these  cases  represents  cause  simply  for  fur- 
ther examination  and  what  proportion  repre- 
sents cases  that  may  realistically  be  expected 
to  end  up  with  the  fraud  division  of  the  IRS. 

“I  think  we  should  know  what  proportion  of 
the  serious  cases  involve  physicians.  I suspect 
the  figures  given  include  osteopaths,  dentists, 
pharmacists,  optometrists,  and  others  eligible 
to  receive  Medicare-Medicaid  payments.” 

Dr.  Bornemeier  told  Senator  Long  that  his 
request  for  documentation  of  these  cases  was 
not  a defense  for  the  dishonest  physician  or 
anyone  else  who  attempts  to  falsify  an  income 
tax  return. 

“We  are  on  record,”  the  Chicago  physician 
said,  “as  requesting  examples  of  -wrongdoing 
by  doctors  receiving  payments  under  govern- 
ment health  programs  so  that  we  may  take  ac- 
tion of  our  own.” 

Dr.  Howard  said  that  “the  dishonest  or  in- 


competent physician  hurts  us  just  as  much  as 
he  harms  his  government.”  Dr.  Howard  said 
that  a recent  statement  by  Senator  Long  that 
the  AMA  had  been  “completely  forthright  and 
honorable,  and  sought  to  shield  no  one”  is  “ex- 
actly our  position.” 

The  AMA  official  also  noted  that  Senator 
Long  at  a recent  hearing  of  the  finance  com- 
mittee had  referred  correctly  to  previous  re- 
quests by  the  AMA  that  it  be  given  examples 
of  suspected  chicanery  by  physicians  in  govern- 
ment health  programs  “so  that  we  might  take 
our  own  action.” 

As  for  mandatory  reporting  of  unassigned 
medical  payments,  those  given  to  the  patient 
rather  than  to  the  physician,  Dr.  Howard  said 
such  a requirement  “would  not  provide  the  In- 
ternal Revenue  Service  with  helpful  and  mean- 
ingful data.”  He  urged  rejection  of  such  an 
amendment  proposed  by  the  Treasury  Depart- 
ment. A joint  House-Senate  conference  com- 
mittee rejected  it  last  year  in  considering  tax 
reform  legislation. 

The  Treasury  Department  proposed  that  Blue 
Cross-Blue  Shield  organizations,  Medicare  and 
Medicaid  agencies,  and  other  health  insurance 
carriers  be  required  to  report  unassigned  pay- 
ments for  medical  services. 

Dr.  Howard  pointed  out  that  millions  of  pa- 
tients have  more  than  one  health  insurance 
policy  and  may  collect  total  benefits  exceeding 
the  physician’s  charge,  and  that  some  patients 
even  may  not  use  the  insurance  payment  to 
compensate  the  physician.  Physicians  also 
would  have  to  set  up  costly  additional  book- 
keeping record  procedures  to  list  separately 
and  in  detail  each  charge  to  a patient  in  excess 
of  $25,  the  AMA  official  said. 

“The  proposal  of  the  Treasury  Department 
would  place  physicians  in  a unique  category 
under  our  tax  laws,”  Dr.  Howard  said.  “We 
know  of  no  other  provision  in  the  tax  laws 
which  singles  out  one  class  of  individual  tax- 
payers, requiring  payers  to  report  to  the  IRS 
individual  payments  made  to  taxpayers  as  well 
as  the  annual  aggregate  amount  of  such  pay- 
ments. 

“We  believe.  . .that  the  proposed.  . .amend- 
ment is  unfair  and  discriminatory  and  would 
do  little  to  accomplish  any  goal  for  an  im- 
proved system.  Instead,  as  an  additional  cost 
burden,  it  would  place  further  pressure  on  the 
cost  of  medical  care.” 

* * * 

President  Nixon,  at  a bill-signing  ceremony, 
praised  the  new  Drug  Abuse  Act  for  providing 
“a  forward  looking  program  for  treatment  of 
drug  addiction”  as  well  as  strengthening  the 
government’s  law  enforcement  powers  in  the 
field. 

The  new  law  provides  for  the  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare  run- 
ning extensive  programs  for  the  treatment  and 
rehabilitation  of  drug  users  and  for  antidrug 
education.  It  authorizes  the  National  Insti- 
tute of  Mental  Health  to  spend  $189  million 
over  three  years  to  build  and  staff  treatment 
facilities,  to  support  rehabilitation  programs, 
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and  to  increase  antidrug  education  programs. 
Another  $1  million  is  authorized  for  creation 
of  a presidential  commission  on  marihuana. 

State  comprehensive  health  plans  receiving 
Federal  aid  must  now  include  drug  abuse  pro- 
grams, and  an  Administration  spokesman  sug- 
gested that  all  states  model  their  drug  control 
laws  on  the  Federal  statute. 

Before  final  passage,  Congress  modified  the 
original  legislation  to  meet  many  of  the  ob- 
jections of  the  medical  profession  against  a 
proposal  that  would  have  allotted  most  classi- 
fication powers  and  research  control  to  the 
Justice  Department.  The  attorney  general 
can  declare  drugs  as  dangerous,  but  he  is 
bound  by  the  medical  and  scientific  evaluations 
of  the  Department  of  Health,  Education,  and 
Welfare. 

The  strengthened  enforcement  provisions  are 
aimed  at  the  drug  pusher  with  lighter  penalties 
for  drug  possession,  particularly  by  minors. 
Classification  of  Federal  first-offense  cases  for 
drug  users  are  lowered  from  felonies  to  mis- 
demeanors. Under  this  provision,  a person 
found  guilty  of  possessing  marihuana  for  the 
first  time  will  not  necessarily  be  subjected  to 
an  automatic  long  jail  sentence.  But  to  facili- 
tate arrest  of  pushers,  the  controversial  “no- 
knock” clause  was  retained. 

Requirements  as  to  records  kept  by  physi- 
cians remain  as  they  were  under  the  old  nar- 
cotics law  except  where  he  regularly  dispenses 
a non-narcotic  drug  and  charges  for  it. 

The  new  law  broadens  the  former  narcotics 
statute  to  include,  with  varying  restrictions 
and  controls,  amphetamines,  barbiturates,  and 
other  drugs  ruled  to  be  dangerous.  At  the 
start,  controls  will  be  drastically  tightened 
over  marketing  the  liquid  form  of  amphet- 
amines which  can  be  taken  by  injection. 

Companies  producing  or  distributing  a long 
list  of  commonly  prescribed  stimulants,  de- 
pressants, and  tranquilizers  will  be  subject  for 
the  first  time  to  Federal  registration  require- 
ments. The  Narcotic  Bureau  now  has  a new 
power  to  set  production  quotas  for  such  non- 
narcotic drugs. 

C.  Joseph  Stetler,  president  of  the  Pharma- 
ceutical Manufacturers  Association,  praised 
Congress  and  the  Administration  for  enact- 
ment of  the  law:  “Drug  abuse  has  become  a 

frightening  problem  for  millions  of  Americans. 
It  is  absolutely  proper  for  the  Federal  govern- 
ment to  exercise  this  type  of  aggressive  lead- 


ership to  stem  the  use  of  physically  and  psy- 
chologically damaging  illicit  substances,  to 
control  the  misuse  of  legitimate  medicines  pro- 
duced for  the  health  and  welfare  of  citizens, 
and  to  support  rehabilitative  needs  for  victims 
of  the  drug  problem.” 

Other  health  legislation  recently  enacted 
into  law  included  the  following: 

— The  Communicable  Disease  Control  Act 
of  1970  which  authorizes  expenditure  of  $210 
over  the  next  three  years  for  vaccination  and 
other  control  programs  against  tuberculosis, 
venereal  disease,  German  measles,  measles, 
polio,  diphtheria,  tetanus,  whooping  cough,  RH 
disease,  and  other  diseases  judged  by  the  Sec- 
retary of  Health,  Education,  and  Welfare  to  be 
major  problems. 

— The  Regional  Medical  Programs  and  Com- 
prehensive Planning  and  Services  Act  of  1970 
which  extends  the  programs  for  three  years 
with  authorized  spending  of  $545  million  for 
regional  medical  planning  and  $52  million  for 
comprehensive  health  planning.  Further  ap- 
propriations totalling  $961.5  million  for  project 
grants  for  areawide  health  planning;  training, 
studies,  and  demonstrations;  comprehensive 
public  health  services;  and  health  services  de- 
velopment. The  Regional  Medical  Program 
is  expanded  to  include  kidney  disease.  The 
new  law  provides  for  a systems  analysis  of 
national  health  care  plans  and  for  a cost  and 
coverage  report  on  such  legislation.  A Na- 
tional Advisory  Council  on  Comprehensive 
Health  Planning  Programs  is  created. 

— The  Health  Training  Improvement  Act 
of  1970  which  extends  the  allied  health  educa- 
tional program  for  three  years  with  aid  to 
schools  and  students  and  authorizes  appro- 
priations totalling  $308.5  million.  The  maxi- 
mum yearly  loan  will  be  $1,500  and  the  maxi- 
mum aggregate  loan,  $6,000,  for  any  student. 
A forgiveness  of  repayment  up  to  50  per  cent 
will  be  allowed  if  the  student,  after  graduation, 
practices  in  an  area  with  shortage  of  medical 
manpower  or  for  a nonprofit  organization. 

— The  Developmental  Disabilities  Services 
and  Facilities  Construction  Amendments  of 
1970  extends  the  mental  retardation  facilities 
construction  program  for  three  years  and  ex- 
pands it  to  include  grants  for  planning,  provi- 
sion of  services,  and  construction  and  opera- 
tion of  facilities  for  persons  with  developmen- 
tal disabilities.  Authorized  appropriations  for 
these  programs  total  $295  million. 


3014  New  York  State  Journal  of  Medicine  / December  15,  1970 


Letters  to  the  Editor 


Resolution  on  violence 

To  the  Editor:  Many  national  commissions 

have  examined  the  role  of  violence  in  American 
life.  Similar  understandings  and  recommenda- 
tions have  been  made  by  the  White  House  Con- 
ference on  Civil  Rights  in  1966,  the  Kerner 
Commission  in  1968,  and  the  National  Com- 
mission on  the  Causes  and  Prevention  of  Vio- 
lence in  1969.  The  conclusions  confirm  what  is 
well  known,  yet  difficult,  for  the  public  and 
officials  to  accept. 

In  its  conclusions  made  public  in  December, 
1969,  the  latest  Commission  on  the  Causes  and 
Prevention  of  Violence  bluntly  labeled  the 
United  States  as  the  “clear  leader”  in  rates  of 
homicide,  assault,  rape  and  robbery,  and  “at 
least  among  the  highest”  in  group  violence  and 
assassination ! The  Commission’s  conclusions 
emphasize:  (a)  that  internal  threats  to  our 

survival  are  far  more  grave  than  external,  and 
(b)  that  a reordering  of  national  priorities  is 
urgent,  with  greater  resources  to  go  into  two 
basic  purposes  of  our  Constitution  to  “establish 
justice”  and  to  “insure  domestic  tranquility,” 
and  (c)  that  violence  can  be  reduced  by  im- 
proving the  conditions  of  family  life,  providing 
justice  for  all,  and  giving  all  a satisfactory 
stake  in  the  life  of  the  community  and  the  na- 
tion. 

Psychiatrists  and  other  behavioral  scientists 
recognize  the  complex  interplay  of  factors 
which  tend  to  result  in  violent  behavior  and  in- 
ternationalized self-destructive  patterns: 

Family.  In  the  family  itself,  the  violated 
needs  for  dignity  and  self-respect  of  children 
can  trigger  their  tendencies  to  open  violence 
and  to  the  creation  of  powerful  inner  defenses 
to  contain  this  destructive  potential.  The  child 
can  imitate  his  aggressor  in  many  ways  or  in- 
corporate this  potential  for  violence,  which  can 
emerge  unpredictably  in  later  life. 

Immediate  home  and  school  environment.  In 
the  immediate  home  and  school  environment, 
broken  promises,  hypocrisy,  boredom,  hopeless- 
ness, and  idealization  of  brutality,  and  inhu- 
manity set  the  stage  for  the  fear  and  insecurity 
which  feed  tendencies  to  destructive  behavior. 

Society.  In  society  at  large,  overcrowding 
and  urban  disorganization,  callousness  and  in- 
difference to  man’s  precious  uniqueness,  pov- 
erty, economic,  and  racial  and  social  injustices 
play  powerful  roles  in  generating  a climate 
which  condones,  aids,  and  abets  the  expression 
of  violence  and  degradation.  The  turmoil  of  our 
youth,  already  stirred  by  a generation  of  anxi- 
ety of  the  nuclear  age  and  war  and  the  twin 


dreads  of  overpopulation  and  frightening  pollu- 
tion, is  further  increased  by  a draft  system 
which  is  a stress  to  many  precipitating  mental 
symptoms  and  such  reactions  as  drug  abuse, 
violence,  civil  disorganization,  and  flight. 

We  know  that  a society  cannot  nurture  its 
people  if  it  sanctions  destructiveness.  Violence 
begets  violence,  just  as  love  enhances  creative 
cooperation. 

We  recognize  that  we  are  in  a time  of  great 
crises.  Major  shifts  in  attitudes  and  directions 
must  be  made,  if  our  nation  and  people  are  to 
survive  with  basic  values  and  decent  aspira- 
tions intact. 

We  believe  that  as  our  government  makes 
strong  efforts  to  correct  inequities  and  diminish 
poverty,  it  must  also  sponsor  a vast  educa- 
tional undertaking  to  diminish  the  violence 
potential  in  individual  persons  and  groups. 
Making  known  to  all  what  has  already  been 
painstakingly  learned  about  human  behavior, 
will  reinforce  the  powers  of  reason  and  the 
development  of  a more  constructive  society. 

In  view  of  these  considerations,  be  it  re- 
solved that  the  Nassau  Neuropsychiatric  So- 
ciety, Inc. : 

1.  Apprise  local,  State,  and  Federal  officials 
of  our  views ; 

2.  Urge  the  County  Executive  of  Nassau 

County  to  appoint  two  professional  advisory 
committees:  (1)  to  create  far-ranging  pro- 

grams in  all  educational  institutions  from  the 
elementary  to  the  university  level,  dealing  with 
the  nature,  origins,  manifestations,  and  solu- 
tions of  the  problem  of  violence  and  hostility. 
Nonviolent  means  of  conflict  resolution  can  be 
learned  from  the  large  body  of  knowledge  al- 
ready available,  through  courses,  lectures,  and 
seminars;  and  (2)  to  be  composed  of  experts 
in  all  the  social  sciences,  education,  and  the  law 
to  examine  the  content  of  the  mass  media  for 
the  “violence-encouraging”  elements.  Methods 
should  be  developed  to  enhance  ideas  and  atti- 
tuds  of  cooperation  and  respect  for  all  people. 
Efforts  by  this  committee  could  be  integrated 
with  pre-existing  organizations  already  work- 
ing on  this  problem. 

3.  Make  all  possible  efforts  to  encourage 
collaborative  efforts  in  these  areas  among  the 
various  professional,  medical,  psychologic,  soci- 
ologic, educational,  and  legal  groups. 

Martin  Hurvitz,  M.D.,  President 
Herbert  M.  Perr,  M.D.,  Chairman 
Task  Force  on  Social  Issues 
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Psychiatrists,  Medical  Specialists, 
and  General  Physicians 

Psychiatric  residencies  also  available.  Harlem 
Valley  State  Hospital  is  a J.C.A.H.  accredited  hos- 
pital, located  in  the  scenic  foothills  of  the  Berkshires. 
Salaries  are  competitive;  excellent  New  York  State 
fringe  benefits;  housing  available  on  the  grounds 
at  nominal  cost.  Cultural  and  shopping  oppor- 
tunities in  surrounding  communities  of  Poughkeepsie, 
N.Y.  and  Danbury,  Conn.;  1 Vl  hr.  drive  from  New 
York  City;  variety  of  recreational  facilities  in  this 
locale;  beautiful  9-hole  golf  course  available  on 
the  grounds  of  the  hospital.  Send  resumes  to:  Dr. 
Lawrence  P.  Roberts,  Director,  Harlem  Valley  State 
Hospital,  Wingdale,  N.Y..  12594.  Phone:  (914) 
832-3211. 


PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  to  $25,000  with  the  possi- 
bility of  additional  income.  Include  complete  curriculum 
vitae  in  reply.  Box  630,  % N YSJM. 


CHIEF  OF  HOME  CARE  PROGRAM  FOR  1,000  BED 
Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a major 
division  of  Mount  Sinai  School  of  Medicine.  Home  Care 
Program,  one  of  the  largest  in  the  country;  Aim  to  estab- 
lish Dept,  of  Community  Medicine  with  more  diversified 
community  services  & to  be  utilized  for  teaching  students 
& house  staff.  Salary,  fringe  benefits  depending  on  pro- 
fessorial rank.  Address  all  inquiries  to  S.  G.  Seckler,  M.D., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services,  ! 
City  Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y.  11373. 


FAMILY  PHYSICIAN  NEEDED  IMMEDIATELY. 
Please  do  not  let  this  opportunity  pass.  Call  collect 
(607)  674-4091  to  Sherburne,  N.Y.  (Chenango  Co., 
Central  N.Y.). 


CARDIOLOGIST,  FULL  TIME  FACULTY  FOR  1,000 
bed  Mount  Sinai-City  Hospital  Center  at  Elmhurst,  a 
major  division  of  Mount  Sinai  School  of  Medicine.  To 
function  as  Associate  Chief  of  Cardiology  Service  presently 
undergoing  modern  expansion,  oriented  towards  patient 
care,  teaching  & research.  Salary,  fringe  benefits  & 
academic  rank  depending  on  qualifications.  Address  all 
inquiries  to  S.  G.  Seckler,  M.D.,  Chief,  Dept,  of  Medicine, 
Mount  Sinai  Hospital  Services,  City  Hospital  Center  at 
Elmhurst,  79-01  Broadway,  Elmhurst,  N.Y.  1 1373. 


PHYSICIAN— MOUNT  SINAI-CITY  HOSPITAL  CEN- 
ter  at  Elmhurst.  1,000  bed  municipal  hospital.  Major 
division  of  Mount  Sinai  School  of  Medicine.  In  need  of 
half  time  or  full  time  physician  (preferably  internist)  to 
direct  large  outpatient  and  inpatient  Narcotic  Addiction 
Program.  Faculty  appointment.  Salary  & Fringe  bene- 
fits based  on  qualifications.  Address  all  inquiries  to  S.  G. 
Seckler,  M.D.,  Chief,  Dept,  of  Medicine,  Mount  Sinai 
I fospital  Services,  City  Hospital  Center  at  Elmhurst,  79-01 
Broadway,  Elmhurst,  N.Y.  11373. 


CHIEF  OF  GASTROENTEROLOGY  SERVICE  FOR 
1,000  bed  Mount  Sinai-City  Hospital  Center  at  Elmhurst, 
a major  division  of  Mount  Sinai  School  of  Medicine.  To 
direct  program  oriented  towards  patient  care,  teaching  & 
research,  & to  integrate  activities  with  Medical  School  pro- 
gram. Qualifications:  must  be  deserving  of  professorial 

rank.  Salary  &.  Fringe  benefits  related  to  academic 
appointment.  Address  all  inquiries  to  S.  G.  Seckler,  M .1 )., 
Chief,  Dept,  of  Medicine,  Mount  Sinai  Hospital  Services, 
City  1 fospital  Center  at  Elmhurst,  79-01  Broadway,  Elm- 
hurst, N.Y.  11373. 


PHYSICIANS  WANTED— CONT’D 


DIRECTOR  OF  CLINICAL  INVESTIGATION.  NEW 
York  Area.  A well  established  ethical  pharmaceutical 
company  in  the  metropolitan  area  is  seeking  a qualified 
physician  for  the  position  of  Director  of  Clinical  Investiga- 
tion. In  addition  to  being  an  M.D.,  recent  training  or 
background  in  clinical  science  is  required,  preferably,  with 
some  experience  in  new  drug  development.  The  candidate 
will  coordinate  programs  from  initial  clinical  pharmacology 
to  product  release  for  marketing.  A supportive  staff  is 
available.  The  salary  will  be  commensurate  with  the 
candidate’s  qualifications  and  the  position.  There  are 
excellent  fringe  benefits.  Interested  candidates  may  write 
in  confidence  for  an  interview  enclosing  curriculum  vitae. 
Box  975,  % NYSJM. 


CHIEF  RADIOLOGIST,  BOARD  CERTIFIED  WITH 
New  York  license,  full-time  to  direct  X-ray  services  & 
personnel,  and  assist  in  planning  new  facilities;  com- 
munity hospital  expanding  from  233  to  320  beds.  Present 
chief  retiring  early  1871.  Progressive  hospital  with  new 
active  emergency  suite  located  in  capital  district  of  New 
York  State.  Remuneration  negotiable  with  excellent 
opportunities  and  liberal  fringe  benefits.  Write  Box  973, 
% NYSJM. 


OTOLARYNGOLOGIST  FOR  LARGE  MEDICAL 
group,  suburb  of  New  York  City.  Initial  contract  lead- 
ing to  partnership.  Excellent  opportunity.  Minimum 
starting  salary  $35,000.  Please  send  complete  curriculum 
vitae  with  first  letter.  Box  976,  % NYSJM. 


PHYSICIANS  WANTED:  G.P.’S,  INTERNISTS,  PE- 

diatrician,  in  an  attractive  northern  Virginia  recreational 
community.  Golf,  fishing,  hunting,  swimming.  Offices 
available  in  medical  center  building.  124-bed  hospital, 
serving  about  20,000  population  area.  Overloaded  12- 
man  staff  includes  three  surgeons,  Ob/Gyn,  anesthesiolo- 
gist and  radiologists.  Excellent  opportunity  for  3 or  4 
good  men  in  single  or  group  practice.  Financial  help 
available.  Rev.  William  C.  Bartlett,  13  W.  2nd  St., 
Front  Royal,  Va.  22630.  Call  (703)635-2763,  or  635-5506 


ANESTHESIOLOGIST  FOR  VOLUNTARY  HOSPITAL 
in  Brooklyn.  Afternoons  starting  at  1 p.m.  Minimal 
night,  holiday  and  weekend  calls.  Please  reply  to  Box 
224,  Lefferts  Station,  Brooklyn,  N.  Y.  11225. 


OBSTETRICIAN-GYNECOLOGIST:  2-YEAR  FELLOW- 
ship,  Planned  Parenthood  Center,  Syracuse,  N.  Y.  $25,- 
000  per  year.  Regular  hours.  Supervise  5 to  7 physi- 
cians in  a clinic  serving  more  than  150  patients  per  week. 
Contraceptive,  counselling,  abortion  and  vascetomy  ser- 
vices. A.  J.  Penfield,  M.D.,  600  E.  Genesee  St.,  Syracuse, 
N.  Y.  13202.  (315)  475-5159. 


GENERAL  PRACTITIONER  WITH  SOME  TRAINING 
in  internal  medicine.  Staff  membership  available  in  42-bed 
general  hospital  now  expanding.  Income  guarantee  negoti- 
able. Area  lends  itself  to  establishing  an  office  in  any  one 
of  several  communities.  Community  Hospital,  Stamford, 
N.Y.  (607)  652-7312. 


CLINICAL  PHYSICIAN.  STARTING  SALARY  $21,805 
annual  to  $23,913  on  April  1,  1971.  $28,707  maximum 

annual  salary.  Benefits  include  paid  vacation,  retirement, 
and  hospitalization.  To  assist  another  doctor  in  adminis- 
tration of  hospital  in  2,000  man  correctional  facility. 
Green  Haven  Correctional  Facility,  Stormville,  N.Y.  12582. 
(914)  226-2711. 
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DOCTORS,  DENTISTS,  ETC. 

PROFESSIONAL  APARTMENTS 
NOW  AVAILABLE 

In  Luxury  Apartment  Complex 
Will  Divide  to  Suit 

Close  Proximity  to  Peekskill  Community  Hospital 
PTnur  niTr  Taconic  Parkway  to  rte.  202 
O I U 11  L ufllt  West  approximately  3 1/2  miles 
to  Stonegate.  (914)  PE  9-6232 


PHYSICIANS  WANTED— CONT'D 


DOCTORS  DESPERATELY  NEEDED:  CARDIOL- 

ogist  internist  and  G.  P.  to  set  up  practice  and  join  medical 
staff  of  54-bed,  accredited  general  hospital,  80  miles  north- 
east New  York  City.  Resort  area.  pop.  15,000.  Doctors 
Sunnyside  Hospital,  Port  Jervis,  N.  Y.  12771. 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Discount 
Corp..  251  W.  42nd  St.,  New  York,  N.  Y.  10036.  LO 
52943. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE 
available  full  or  part  time,  New  York  metropolitan  or 
rural  area.  New  York  license.  Box  969,  % NYSJM. 


BOARD  ELIGIBLE  INTERNIST  (HEMATOLOGIST), 
female,  (Clinical  instructor,  medicine,  Albert  Einstein  Medi- 
cal College),  seeks  employment,  clinical  medicine — institu- 
tion or  gToup.  Salary  negotiable,  full  time  preferred,  or 
part  time.  Prefer  upper  Bronx,  lower  Westchester.  Call 
1914)  NE  2-8550;  or  (212)  884-4829;  or  write  Box  963, 
% NYSJM. 


PHYSICIAN,  AGE  38,  AVAILABLE  NIGHTS  AND 
weekends.  General  medicine  and  dermatology.  N.Y. 
State  license.  Call  493-6779.  or  write  Box  978,  % NYSJM. 


PATHOLOGIST.  OWNER  MEDICAL  LAB,  DESIRES 
association  or  partnership  with  physicians  in  large  Medicaid 
practice.  Call  NE  9-9700;  222-5748. 


RADIOLOGIST.  BOARD  DIPLOMATE,  SEEKS  Posi- 
tion part  or  full  time  in  hospital  or  medical  group.  Diag- 
nosis or  therapy.  Box  979,  % NYSJM. 


NEED  QUICK  RESPONSE? 


Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


TRAINED  MEDICAL  ASSISTANTS 

lo  uvt  yoar  valuable  tin*,  anuma  i«*pon»lblllty  lor  appoint- 
manta,  patients,  records,  assist  you  with  tab.  X-Ray,  E.K.G. 
B.M.R.  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  bean  training  In  these  Raids  for  46  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placemen!  Servicer 

Mandl  School  854  001 9 

175  Fulton  Art..  Hempstead,  L.I.  (516)  IV  1-2774 
EST  1924-  Licensed  by  the  Stete  of  New  York 


REAL  ESTATE  FOR  SALE  OR  RENT 


CENTRAL  PARK  SOUTH.  HAMPSHIRE  HOUSE. 
Medical  or  dental  offices.  1600  sq.  ft.  Prestigous  and 
well  located  offering.  Contact:  E.  S.  Gordon  Co.,  Inc. 

(212)  524-5311. 


SUBTENANT  WANTED  TO  SHARE  SPACE  IN  FULLY 
equipped,  luxuriously  appointed  eight  room  medical 
office.  Two  consultation  rooms.  Centrally  located  in 
Queens.  Call  (212)  HO  4-6262. 


FIFTH  AVENUE  AND  69TH  STREET  OFFICE  TO 
share;  suitable  for  orthopedic  surgeon,  psychiatrist  or 
neurologist.  Flexible  hours.  For  information  call  BU 
8-5411. 


SOUTHEASTERN  VERMONT:  AFTER  37  YEARS  WE 
are  selling  our  year  around  country  home.  Handsome 
colonial  completely  modernized;  3 bedrooms,  2 baths, 
large  living  room,  library,  modern  kitchen,  fireplace  and 
Franklin  stove,  full  cellar,  many  large  closets,  very  large 
garage-workshop.  Attractive,  comfortable,  bright,  and 
cheerful  in  tip-top  condition.  Fantastic  views.  Excep- 
tionally attractive,  unspoiled  section.  Eminent  neighbors. 
Convenient  to  several  great  ski  areas,  but  well  protected 
from  ski  area  ambience  and  turmoil.  Also  convenient  to 
cultural  centers,  golf,  and  swimming.  Very  practical  for 
weekend  commuting,  3-4  hours  drive  from  New  York  City 
area.  Completely  furnished  inside  and  out,  including 
furniture,  beds,  bedding,  lamps,  rugs,  radio,  TV,  phono, 
kitchen  equipment,  dishes,  antiques,  refrigerator,  washer, 
dryer,  freezer;  also  tractors  and  other  machines,  many 
tools.  Land  Rover.  All  top  quality  and  first  rate  condi- 
tion. 233  acres  but  will  sell  with  less  at  reduced  price. 
A great  opportunity  for  good  living  and  investment. 
$160,000  for  everything.  Terms  possible.  E.  J.  O’Con- 
nell, Owner,  Newfane,  Vermont  05345. 


AVAILABLE  FOR  RENT  IMMEDIATELY  TO  D.O.  OR 
M.D.  Office  in  professional  building.  Fully  equipped  in- 
cluding X-ray.  Share  expenses;  full  or  part  time.  Con- 
tact Irwin  Rhine,  D.O.,  1033  River  Rd.,  New  Milford,  N.J. 
(201)  836-7722. 


OFFICE  AND  HOME  FOR  SALE  /RENT.  BELOW 
cost;  excellent  financing.  Lawrence,  L.  I.  Lavish  center- 
hall  colonial;  red -brick;  5-bedrooms,  3 baths,  2 powder 
rooms;  35'  living  room;  35'  office-den,  walnut  panelled; 
dining  room;  new  oak  kit.  Playroom  basement;  fully  im- 
proved 1/z  acre,  landscaped  and  sprinklered.  Fine  profes- 
sional and  residential  neighborhood;  near  transportation. 
Mortgage  $37,000  @ 5l/z%.  Asking  $95,000,  consider 
offer.  Owner  relocating.  Expenses  are  tax  deductions. 
Call  evenings  (516)  FR  1-2989. 


EXCELLENT  QUEENS  VILLAGE  LOCATION.  M.D 
or  D.D.S.  suites  in  two  family  house.  Rent  or  buy  two 
family  house  on  75  X 127  plot.  Also  2 adjoining  houses; 
110  X 110  plot.  Can  arrange  several  medical-dental 
suites.  Commercial  zoning  permits  professional  building, 
nursing  home,  etc.  construction.  Busy  area.  Call 
(212)  261-8203  or  (516)  588-0995. 


NYC  — 242  EAST  19  ST.  (S.W.  CORNER  2ND  AVE.) 
Close  to  many  hospitals.  3 room  air  conditioned  suite 
consisting  of  waiting  room,  office,  examining  room,  lava- 
tory & good  closet  space;  on  the  main  floor  of  this  modern 
15-story  building.  Available  immediately  at  $350  month 
including  air  conditioning  & electric.  Call  (212)  LE  2- 
4550  or  AL  5-8700. 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  (dok'ter),  n.  (ME.  doctnur,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 
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hemodialysis  and  hemostatic  function,  1851 
hepatic  dysfunction  and  fever  associated  with  hyper- 
nephroma, 2231 

renal  medullary  necrosis  [Urologic— Radiologic  Reviews], 
2227 

renal  papillary  necrosis  in  aplastic  anemia,  2117 
reversible  acute  renal  failure  after  anuria  following  hy- 
povolemic shock,  2838 
see  also  Renal 

Kidneys,  twenty-four-hour  preserved,  erythropoietin  altera- 
tions in  dogs  with,  2682 

Knee 

irregularity  of  distal  medial  femoral  epiphysis  (Caffey); 

direct  observation  at  surgery  four  years  later,  2921 
popliteal  aneurysm  due  to  osteochondroma  in  athletic 
injury,  3001 

Knee  flexion:  hamstring  transfers  in  cerebral  palsy,  1866 

Lacrimal  glands:  Waldenstrom’s  macroglobulinemia;  lo- 

calization in  ileum  and,  2025 

Latah,  Myriachit,  and  Jumpers  Revisited  [Gilles  de  la 
Tourette’s  Syndrome]  (Chapel),  2201 

Law 

a lawyer  looks  at  heart  transplants,  1910 
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New  York’s  new  uniform  anatomical  gift  act;  what  it 
means,  2359 

the  heart,  the  head,  and  the  halakhah  [Medical  Arts  and 
Letters],  2615 

Law,  adolescents  and  the,  medical  care  of,  2603 
L-dopa 

Parkinson's  disease;  part  11  [Recent  Advances  in  Medicine 
and  Surgery],  2823 

Parkinson's  disease;  recent  advances  in  treatment  [New 
Treatment  for  Old  Neurologic  Disease],  2437 
L-dopa  therapy  in  Parkinson's  disease,  evaluation  of,  2309 
Lesion,  skull  [Correlation  Conferences  in  Radiology  and 
Pathology],  1875 

Leukemia  Cutis  Manuum  (Ausubel,  Levine,  and  Shapiro), 
2835 

Leukemia;  Immunologic  Approaches  to  Therapy  [Treatment 
of  Far-Advanced  Cancer]  (Lee),  2982 
Leukemia,  initial  manifestation  of  acute;  increased  intra- 
cranial pressure,  2112 

Licensing:  New  York's  new  physicians,  1969,  2612 

Life  sty  le,  schizoid,  2809 

Lipids:  muscular  activity,  fat  metabolism,  and  atheroscle- 

rosis [Nutrition  Reports],  1888 
Lippes  loop  in  planned  parenthood,  evaluation  of;  present 
status  [Recent  Advances  in  Medicine  and  Surgerv],  2103 
Liver 

hematemesis  and  melena  [Clinicopathologic  Conference], 
2466 

hepatic  dysfunction  and  fever  associated  with  hyper- 
nephroma, 2231 

hepatic  scanning  and  angiography;  complementary  diag- 
nostic procedures  [Recent  Advances  in  Medicine  and 
Surgery],  2007 

precipitating  factors  in  genesis  of  hepatic  coma,  2891 
recovery  from  hepatic  coma  and  respiratory  arrest  with 
help  of  positive-pressure  ventilation  and  intermittent 
plasma  exchange,  2709 
see  also  Hepatic 

Liver,  multiple  Echinococcus  granulosus  cysts  of,  2722 
Liver,  primary  cancer  of,  1789 

Liver,  spontaneous  subcapsular  hematoma  of,  during  preg- 
nancy, 2818 

Lower  Gastrointestinal  Hemorrhage  Secondars  to  Enteric 
Neurofibromatosis  ( Recklinghausen's  Disease ) ( Beaven 

and  Donovan),  2677 
Lung 

management  of  ventilatory  failure.  2979 
pulmonary  nocardiosis  and  empyema,  2829 
pulmonary  tuberculosis  with  noncommunieating  chest  wall 
abscess,  2993 

Lung,  cancer  of:  backache  and  abnormal  findings  on 

chest  films  [Clinicopathologic  Conference],  2692 
Lung  mass,  asymptomatic  serpiginous  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  2108 
Lung,  metastasis  of  carcinoma  of,  to  sphenoid  ridge  menin- 
gioma, 2592 

Lung,  scleroderma  of,  without  significant  complications, 
2599 

Lymphoma  and  Multiple  Myeloma;  Advances  in  Manage- 
ment [Treatment  of  Far-Advanced  Cancer]  (Miller), 
2982 

Macroglobulinemia,  Waldenstrom’s;  Localization  in  Ileum 
and  Lacrimal  Glands,  2025 

Malaria,  twenty-year  experience  with,  at  U.  S.  Public 
Health  Service  hospital,  2565 
Malaya,  nutrition  in  [Nutrition  Reports],  2010 
Malpractice  insurance  premiums,  adjustment  with,  1906 
Malpractice  Problems  in  Pediatrics  ( Mallery  and  Bielefeld), 
3004 

Mammaplasty:  reconstruction  of  hypertrophied  or  ptotic 

breasts,  2559 

Management  of  Atrial  Fibrillation  Alternating  Between 
Complete  Heart  Block  and  Rapid  Ventricular  Response 
(Shariff  and  Gould),  2030 

Management  of  Cancer  of  Embryonal  Origin  [Treatment  of 
Far- Advanced  Cancer]  (Li),  2984 
Manageemnt  of  Ventilatory  Failure  (Stone),  2979 
Marihuana;  the  Watched  Pot  (Kaufman),  1793 
Maternal  and  Perinatal  Mortality— Prenatal  Care  (Hatch), 
1800 

Maxillofacial  injuries,  rapid  evaluation  of,  2907 
Medicaid  at  County  Level  (Lyons),  2032 
Medical  Arts  and  Letters  (Series),  2139,  2242,  2489,  2615, 
2927 

Medical  Aspects  of  Motor  Vehicle  Accidents;  Role  of  Physi- 
cian ( Brandaleone),  1745 

Medical  Care  of  Adolescents  and  the  Law  ( Hofman  and 
Shenker),  2603 

Medical  Conditions  at  Valley  Forge  [History  of  Medicine], 
(Bloch),  3010 

Medical  Juke  Box  ( Series ) , 1 895 

Melena,  hematemesis  and  [Clinicopathologic  Conference], 
2466 

Meningioma,  sphenoid  ridge,  metastasis  of  carcinoma  of 
lung  to,  2592 

Meningocele,  traumatic  cervical,  cord  paralysis  following  in- 
jection into;  complication  of  stellate  ganglion  block,  2ll5 
Meningomyeloceles,  multidisciplinary  approach  to,  2986 
Mental  hospital,  state,  chronically  ill,  self-sustaining  patients 
in  a,  2328 


Mercury,  intramuscularly  administered,  effect  of,  on  de- 
termination of  protein-bound  iodine,  2806 
Meralluride:  effect  of  intramuscularly  administered  mer- 

cury on  determination  of  protein-bound  iodine,  2806 
Metabolism,  fat,  muscular  activity,  and  atherosclerosis  [Nu- 
trition Reports],  1888 

Metaphyseal  dysostosis:  cartilage-hair  hypoplasia  in  child- 

hood, 2705 

Metastasis  of  Carcinoma  of  Lung  to  Sphenoid  Ridge  Me- 
ningioma ( Wolintz  and  Mastri),  2592 
Metastatic  Cancer;  Therapy  with  Antibiotic  Agents  Isolated 
from  Thermophylic  Actinomycetes  [Treatment  of  Far- 
Advanced  Cancer]  (Korman  and  Tendler),  2983 
Metastatic  solid  tumors,  therapy  of  [Treatment  of  Far-Ad- 
vanced Cancer],  2984 

Methylphenidate;  Results  on  Children’s  Psychiatric  Ser- 
vice (Beck,  Mackay,  and  Taylor),  2897 
Metyrapone,  effect  of,  on  insulin,  cortisol,  and  glucose  tol- 
erance test  responses  in  diabetes,  2341 
Microorganisms,  pathogenic,  isolated  in  1969,  antibiotic 
susceptibility  of  [Recent  Advances  in  Medicine  and  Sur- 
gery], 1871 

Microsurgery  and  Congenital  Cataract  (Fink),  1870 
Microsurgery  of  Cataract  (Meltzer),  1761 
Minors:  medical  care  of  adolescents  and  the  law,  2603 

Mobile  coronary  care  unit,  community  hospital,  2462 
Mortality,  maternal  and  perinatal— prenatal  care,  1800 
Motor  vehicle  accidents,  medical  aspects  of;  role  of  physi- 
cian, 1745 

Multidisciplinary  Approach  to  Meningomyeloceles  ( Glas- 
auer),  2986 

Multiple  Echinococcus  Granulosus  Cysts  of  Liver  (Reif- 
snvder),  2722 

Muscle,  internal  oblique,  solitary  actinomycoma  of,  2833 
Muscular  Activity,  Fat  Metabolism,  and  Atherosclerosis 
[Nutrition  Reports]  (Simko),  1888 
Muscular  Dystrophy  and  Sarcoidosis  (Kim  and  Lee),  2354 
Musculoskeletal 

backache  in  bacterial  endocarditis,  1903 

irregularity  of  distal  medial  femoral  epiphysis  (Caffey); 

direct  observation  at  surgery  four  years  later,  2921 
multidisciplinary  approach  to  meningomyeloceles,  2986 
muscular  dystrophy  and  sarcoidosis,  2354 
Mycotic  disease 

pulmonary  nocardiosis  and  empyema,  2829 
solitary  actinomycoma  of  internal  oblique  muscle,  2833 
Myeloma,  multiple,  lymphoma  and;  advances  in  manage- 
ment [Treatment  of  Far-Advanced  Cancer],  2982 
Myocardial  Revascularization;  A Critique  [Abstracts,  Re- 
ports, Proceedings  New  York  Society  for  Thoracic  Sur- 
gery] (Likoff),  1983 

Myocardial  revascularization,  indirect  [Abstracts,  Reports, 
Proceedings  New  York  Society’  for  Thoracic  Surgery], 
1986 

Myocardial  Revascularization;  Radiographic  Considerations 
[Abstracts,  Reports,  Proceedings  New’  York  Society  for 
Thoracic  Surgery]  (Franklin),  1978 
Myxoma,  right  atrial,  and  pulmonary  hypertension,  2996 


Narcotics:  commonly  used  drugs  adversely  affecting  ner- 

vous system  [New  Treatment  for  Old  Neurologic  Disease], 
2444 

Neck:  the  enigma  of  whiplash  injury,  2971 

Necrosis,  renal  papillary,  in  aplastic  anemia,  2117 
Neonate,  abdominal  masses  in  [Urologic-Radiologic  Re- 
views], 1770 

Nephrectomy:  erythropoietin  alterations  in  dogs  with 

twenty-four-hour  preserved  kidneys,  2682 
Nervous  exhaustion:  neurasthenia;  medical  profession  and 

urban  “blahs”  [Medical  Arts  and  Letters],  2489 
Nervous  system,  commonly  used  drugs  adversely  affecting 
[New  Treatment  for  Old  Neurologic  Disease],  2444 
Nervous  sy’stem,  neurologic  complications  of  drugs  with 
primary  action  on,  1857 

Nervous  system  disease:  drugs  on  the  horizon  [Quarterly- 

Review  of  Drugs],  1777 

Neuralgia,  trigeminal:  facial  pain;  treatment  with  carba- 

mazepine  [New  Treatment  for  Old  Neurologic  Disease], 
2429 

Neurasthenia;  Medical  Profession  and  Urban  “Blahs”  [Med- 
ical Arts  and  Letters]  (Haller),  2489 
Neurofibromatosis,  enteric  (Recklinghausen’s  disease),  lower 
gastrointestinal  hemorrhage  secondary  to,  2677 
Neurogenic  Vesical  Dysfunction  and  Diabetes  Mellitus 
(Kahan,  Goldberg,  and  Mandel),  2448 
Neurologic  Complications  of  Drugs  with  Primary  Action  on 
Nervous  System  (Dejong),  1857 
New  Treatment  for  Old  Neurologic  Disease  (Symposium), 
2425 

New  York’s  New  Physicians  1969  (Paige),  2612 
New  York’s  New  Uniform  Anatomical  Gift  Act;  What  It 
Means  (Prutting),  2359 

Nocardial  Brain  Abscess  and  Pure  Motor  Hemiplegia  (Wein- 
traub  and  Glaser),  2717 
Nocardiosis,  pulmonary,  and  empyema,  2829 
Nurses,  attitudes  of  physicians  to,  2840 
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Nutrition  Reports  (Series),  1888,  2010 

Nutrition  in  Malaya  [Nutrition  Reports]  ( Chandrasekharan ) , 
2010 

Observations  During  Hong  Kong  Influenza  Epidemic  (Dei- 
bel,  Decher,  and  Jacobs),  2799 

Obstetric  Analgesia  and  Anesthesia;  Recent  Trends  and 
Advances  (Bonica),  2097 

Operative  Treatment  of  Hallux  Valgus  (Soren),  2215 

Osteochondroma  in  athletic  injury,  popliteal  aneurysm  due 
to,  3001 

Otitis;  hearing  loss  in  children  with  cleft  palates,  2555 

Ovary,  embryonal  teratoma  of  [Correlation  Conferences  in 
Radiology  and  Pathology],  2570 


Palates,  cleft,  hearing  loss  in  children  with,  2555 
Palsy,  cerebral,  hamstring  transfers  in,  1866 
Papillary  necrosis,  renal,  in  aplastic  anemia,  2117 
Paralysis,  cord,  following  injection  into  traumatic  cervical 
meningocele;  complication  of  stellate  ganglion  block, 
2115 


Parathyroid:  hyperparathyroidism  [Urologic— Radiologic  Re- 
views], 2019 

Parental  rights:  medical  care  of  adolescents  and  the  law, 

2603 

Parkinson’s  disease,  evaluation  of  L-dopa  therapy  in,  2309 
Parkinson’s  Disease;  Part  I [Recent  Advances  in  Medicine 
and  Surgery]  (Mones),2687 

Parkinson’s  Disease;  Part  II  [Recent  Advances  in  Medicine 
and  Surgery]  (Mones),  2822 

Parkinson’s  Disease;  Recent  Advances  in  Treatment  [New 
Treatment  for  Old  Neurologic  Disease]  (Barbeau),  2437 
Pathogenesis  of  Celiac  Disease  in  Adults;  Compatibility  of 
Immunologic  and  Enzyme-Defect  Theories  (Reed),  2095 
Pathogenic  microorganisms  isolated  in  1969,  antibiotic 
susceptibility  of  [Recent  Advances  in  Medicine  and  Sur- 
gery], 1871 

Pediatrics,  malpractice  problems  in,  3004 
Penile  silicone  implant,  postradical  cystectomy  impotence 
treated  by,  2344 

Periaortic  diastolic  augmentation,  cardiac  support  by  [Ab- 
stracts, Reports,  Proceedings  New  York  Society  for  Thor- 
acic Surgery],  1964 

Pericarditis,  indomethacin  in  treatment  of,  1783 
Perinatal:  mortality,  maternal  and,  —prenatal  care,  1800 

Petechiae  in  Postcardiotomy  Syndromes  ( Ouintiliani  and 
Gifford),  2713 

Phentolamine,  New  Bronchodilator  (Gould  and  Dilieto) 
2332 

Physician,  practicing,  usefulness  to;  automated  multiphasic 
health  screening,  1741 
Physicians’  Art  Club  (Melicow),  2137 
Physicians,  attitudes  of,  to  nurses,  2840 
Physicians,  New  York’s  new,  1969,  2612 
Pill,  the,  and  the  breast  [Recent  Advances  in  Medicine  and 
Surgery],  2911 

Planned  parenthood,  evaluation  of  Lippes  loop  in;  present 
status  [Recent  Advances  in  Medicine  and  Surgery],  2103 
Plasma  exchange,  intermittent,  recovery  from  hepatic  coma 
and  respiratory  arrest  with  help  of  positive-pressure  ven- 
tilation and,  2709 
Pleural  biopsy,  closed,  1763 
Pleural  effusion:  closed  pleural  biopsy,  1763 

Pleural  effusions,  thoracoscopy  in  diagnosis  of  [Abstracts, 
Reports,  Proceedings  of  New  York  Society  for  Thoracic 
Surgery],  1974 

Pollen:  allergic  rhinitis;  human  experimental  model  [Pro- 

ceedings, New  York  Allergy  Society],  1751 
Polyglycolic  Acid  Suture  in  Thoracic  Surgery  (Takita), 
2991 

Popliteal  Aneurysm  Due  to  Osteochondroma  in  Athletic  In- 
jury ( Kover,  Schwalbe,  and  Levowitz),  3001 
Positive-pressure  ventilation  and  intermittent  plasma  ex- 
change, recovery  from  hepatic  coma  and  respiratory  ar- 
rest with  help  of,  2709 

Postcardiotomy  syndromes,  petechiae  in,  2713 
Postinfarction  Ventricular  Aneurysm  with  “Normal”  Coro- 
nary Arteriogram  [Abstracts,  Reports,  Proceedings  New 
York  Society  for  Thoracic  Surgery]  (Carlson,  Fleming, 
and  Lillehei ) , 1970 

Postperfusion  syndrome:  petechiae  in  postcardiotomy  syn- 

dromes, 2713 

Postradical  Cystectomy  Impotence  Treated  by  Penile  Sili- 
cone Implant  (Grabstald),  2344 
Pot,  the  watched;  marihuana,  1793 

Precipitating  Factors  in  Genesis  of  Hepatic  Coma  (Faloon 
and  Evans),  2891 

Prednisone,  effects  of;  idiopathic  hypogammaglobulinemia, 
pernicious  anemia,  arthritis,  and  diarrhea,  2125 
Pregnancy 

maternal  and  perinatal  mortality— prenatal  care,  1800 
medical  care  of  adolescents  and  the  law,  2603 
obstetric  analgesia  and  anesthesia;  recent  trends  and  ad- 
vances, 2079 

vaginal  bleeding  after  trauma  in  pregnant  woman  I Corre- 
lation Conferences  in  Radiology  and  Pathology],  2338 
Pregnancy,  spontaneous  subcapsular  hematoma  of  liver  dur- 
ing, 2818 

Pressure,  increased  intracranial;  initial  manifestation  of  acute 
leukemia,  2112 


Preventive  medicine 

automated  multiphasic  health  screening;  usefulness  to 
practicing  physician,  1741 
why  automated  multiphasic  health  testing?,  2847 
Primary  Cancer  of  Liver  (Cole  and  Befeler),  1789 
Progesterone:  five  years’  experience  with  contraceptive 

pills;  cervical  epithelial  changes,  2663 
Progressive  systemic  sclerosis:  scleroderma  of  lung  without 

significant  complications,  2599 
Prolonged  Near-Total  Bypass  with  Membrane  Pump-Oxygen- 
ator [Abstracts,  Reports,  Proceedings  New  York  Society 
for  Thoracic  Surgery]  ( Lande,  Edwards,  Carlson,  Bloch, 
Rees,  Scheidt,  Fillmore,  Killip,  Lillehei),  1963 
Prosthesis:  postradical  cystectomy  impotence  treated  by 

penile  silicone  implant.  2344 

Protein-bound  iodine,  determination  of,  effect  of  intramuscu- 
larly administered  mercury  on,  2806 
Protein  deficiency:  nutrition  in  Malaya  [Nutrition  Reports], 

2010 

Psychiatric  Emergencies  in  General  Practice;  Reassessment 
(Cattell),  2219 

Psychiatric  service,  results  on  children’s;  methylphenidate, 
2897 

Psychiatry:  chronically  ill,  self-sustaining  patients  in  a 

state  mental  hospital,  2328 
Psychiatry:  conscience  and  its  relation  to  sex,  2323 

Psychology,  feminine,  in  there  a separate?,  3007 
Pulmonary  Atresia,  Single  Left  Coronary  Artery,  and  Right 
Ventricular  Fistula  [Abstracts,  Reports,  Proceedings  New 
York  Society  for  Thoracic  Surgery]  ( Rao,  Gootman,  Platt, 
and  Wisoff),  1973 

Pulmonary  Nocardiosis  and  Empyema  (Lajos  and  Jarzylo), 
2829 

Pulmonary  Tuberculosis  with  Noncommunicating  Chest  Wall 
Abscess  (Kleid  and  Rosenberg),  2993 
Pump-oxygenator,  membrane,  prolonged  near-total  bypass 
with  [Abstracts,  Reports,  Proceedings  New  York  Society 
for  Thoracic  Surgery],  1963 

Pure  motor  hemiplegia,  nocardial  brain  abscess  and,  2717 

Quarterly  Review  of  Drugs  (Series),  1777,  2475 

Rabies  1970  (White),  2456 
Radiology:  see  Urologic— Radiologic  Reviews 

Rapid  Evaluation  of  Maxillofacial  Injuries  (Klein),  2907 
Rapidlv  Progressive  Uremia  [Clinicopathologic  Conference], 
1879 

R.  Austin  Freeman  and  Dr.  Thorndyke;  Forensic  Detection 
[Medical  Arts  and  Letters!  (Ober),  2242 
Reading,  oral,  effects  on;  binaural  stimulation  of  aphasic 
patients,  2815 

Recent  Advances  in  Medicine  and  Surgery  (Series),  1766, 
1871,  2007,  2103,  2583,  2687,  2822 
Recklinghausen’s  disease:  lower  gastrointestinal  hemor- 

rhage secondary  to  enteric  neurofibromatosis,  2677 
Reconstruction  of  Hypertrophied  or  Ptotic  Breasts  ( Rees  and 
Rhodes),  2559 

Recovery  from  Hepatic  Coma  and  Respiratory  Arrest  with 
Help  of  Positive-Pressure  Ventilation  and  Intermittent 
Plasma  Exchange  (Cree  and  Berger),  2709 
Renal 

erythropoietin  alterations  in  dogs  with  twenty-four-hour 
preserved  kidneys,  2682 

glomerulonephritis;  diagnosis  and  treatment,  1868 
hemodialysis  and  hemostatic  function,  1851 
rapidly  progressive  uremia  [Clinicopathologic  Confer- 
ence], 1879 

subdural  hematoma  during  hemodialysis,  2022 
see  also  Kidney 

Renal  failure,  reversible  acute,  after  anuria  following  hypo- 
volemic shock,  2838 

Renal  Medullary  Necrosis  [Urologic— Radiologic  Reviews], 
2227 

Renal  Papillary  Necrosis  in  Aplastic  Anemia  (Wind  and 
Platt),  2117 

Respiratory  disease:  drugs  on  the  horizon  [Quarterly  Re- 

view of  Drugs],  1777 

Resuscitation:  community  hospital  mobile  coronary  care 

unit,  2462 

Resuscitation,  modem  cardiopulmonary,  anesthesiologist’s 
role  in;  program  in  teaching  hospital,  2003 
Revascularization,  direct;  internal  mammary  artery  to  left 
coronary  artery  anastomosis  [Abstracts,  Reports,  Proceed- 
ings New  York  Society  for  Thoracic  Surgery],  1993 
Revascularization,  direct,  with  coronary  gas  endarterectomy 
[Abstracts,  Reports,  Proceedings  New  York  Society  for 
Thoracic  Surgery],  1995 

Revascularization,  direct,  with  vein  grafts  [Abstracts,  Re- 
ports, Proceedings  New  York  Society  for  Thoracic  Sur- 
gery], 1990 

Revascularization,  indirect  myocardial  [Abstracts,  Reports, 
Proceedings  New  York  Society  for  Thoracic  Surgery], 
1986 

Reversible  Acute  Renal  Failure  After  Anuria  Following 
Hypovolemic  Shock  (David,  Bloom,  Asaph,  Schwartz,  and 
Riggio ) , 2838 

Reversible  dementia,  treatment  of  [New  Treatment  for  Old 
Neurologic  Disease],  2432 

Rhinitis,  allergic;  human  experimental  model  [Proceedings, 
New  York  Allergy  Society],  1751 
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Right  Atrial  Myxoma  and  Pulmonary  Hypertension  (Tai 
Gross,  and  Siegelman),  2996 


Sarcoid  myopathy:  muscular  dvstrophv  and  sarcoidosis 

235-1 

Sarcoidosis,  muscular  dystrophy  and,  2354 
Scanning,  hepatic,  and  angiography;  complementary  diag- 
nostic procedures  (Recent  Advances  in  Medicine  and 
Surgery),  2007 

Schizoid  Life  Style  (Laury),  2809 
Schizophrenia 

chronically  ill,  self-sustaining  patients  in  a state  mental 
hospital,  2328 
schizoid  life  style,  2809 

Scleroderma  of  Lung  Without  Significant  Complications 
( Holden),  2599 

Screening  automated  multiphasic  health;  usefulness  to  prac- 
ticing physician,  1741 

Screening  programs:  why  automated  multiphasic  health 

testing  programs?,  2847 

Sedatives:  neurologic  complications  of  drugs  with  primary 

action  on  nervous  system,  1857 
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At  your  fingertips: 
a miniature  office  laboratory 


It's  a miniature  office  laboratory  that  lets  you 
do  14  different  blood  chemistries  right  in  your  office 
conveniently,  accurately,  rapidly,  and  economically. 
It's  an  on-the-spot  blood  information  system  which 
combines  with  your  clinical  judgement  to  give  a more 
scientific  basis  for  diagnosis  and  therapy.  You  can  do 
Albumin.  Alkaline  Phosphatase,  BUN,  Bilirubin, 
Cholesterol,  Oxyhemoglobin,  Cyanmethemoglobin, 
Creatinine.  Total  Protein,  True  Glucose,  PSP  (urine), 
SGOT,  SGPT,  Uric  Acid,  and  Globulin  by  derivation. 

Most  tests  can  be  run  in  less  than  15  minutes 
including  incubation  time,  with  an  average  operator’s 
time  of  only  two  minutes.  All  tests  can  be  performed 
after  just  a few  hours  of  training.  The  AMES/BMI  Blood 
Analyzer  lets  you  observe  and  control  test  factors 
and  obtain  results  while  the  patient's  clinical  picture 
is  fresh  in  your  mind  — often  while  the  patient  is  still  in 
the  office.  What  could  be  more  convenient? 

Reagents  are  available  as  prepackaged  kits 
(containing  all  the  necessary  reagents  and  supplies 
required)  or  in  bulk  form  for  economy. 


I Mail  to  AMES  Company 
I Division  of  Miles  Laboratories,  Inc. 

I Elkhart,  Indiana  46514 
I Dept:  JGB 

I □ Please  send  me  further  information  on  the 
, AMES/BMI*  Blood  Analyzer. 

I □ I would  like  a demonstration  of  the  AMES/BMI 
I Blood  Analyzer  in  my  office. 

I 

I Name , 

I Address 

\ City State 

\ Zip  Code Phone 

Ames  and  BMI  are  trademarks  of  Ames  Company 
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I 
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I 
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/ 
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Ames  Company 

Division  of  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  46514 
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Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamidc  150  mg  ; Chlorothcn  Citrate  25  mg. 

ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamidc  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  scrum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptiblc  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  cosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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165th  ANNUAL  CONVENTION — FEBRUARY  14  THROUGH  18,  1971— the  Americana  of  New  York 


Fourth  Annual  Symposium  on 


Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  13,  1971 

9:00  a.m.  to  5:00  p.m. 


Royal  Ballroom 

Americana  Hotel 

New  York  City 


ledical  and  associated  health  profession 
trainers,  and  athletic  directors  are  invu 

(no  registration  fee) 

* * 


Co-sponsors 


New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
Eastern  States  Trainers  Association 
Touchdown  Club  of  New  York 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  often  a clear  indication  for 


Mellarif 

(thioridazine) 
25  mg.  t.i.d. 


xiety-depressionand  in  moderate  to  severe  anxiety 


\andoz  literature  for  full 
'rief  precautionary 


rvous  system  depression, 
^pertensive  or  hypotensive 


,>iy  to  patients  who  have  previously 
.y  reaction  (e.g.,  blood  dyscrasias, 

Pies.  Phenothiazines  are  capable  of 
?vous  system  depressants  (e.g., 

' alcohol,  etc.)  as  well  as  atropine  and 
icides.  During  pregnancy,  administer  only 


uns:  There  have  been  infrequent  reports  of  leukopenia 
I7or  agranulocytosis  and  convulsive  seizures.  In  epileptic 
'patients,  anticonvulsant  medication  should  also  be  maintained. 
Pigmentary  retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously  to  patients 
participating  in  activities  requiring  complete  mental  alertness 
(e.g.,  driving).  Orthostatic  hypotension  is  more  common  in 
females  than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System— Drowsiness, 
especially  with  large  doses,  early  in  treatment;  infrequently, 
pseudoparkinsonism  and  other  extrapyramidal  symptoms; 
nocturnal  confusion,  hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous  System- Dryness 
of  mouth,  blurred  vision,  constipation,  nausea,  vomiting, 
diarrhea,  nasal  stuffiness,  and  pallor.  Endocrine  System  - 
Galactorrhea,  breast  engorgement,  amenorrhea,  inhibition  of 
ejaculation,  and  peripheral  edema. Skin— Dermatitis  and  skin 
eruptions  of  the  urticarial  type,  photosensitivity.  Cardiovascular 
System- ECG  changes  (see  Cardiovascular  Effects  below). 

Other— A single  case  described  as  parotid  swelling. 


should  be  considered:  Autonomic  Reactions— Miosis,  obstipation, 
anorexia,  paralytic  ileus.  Cutaneous  Reactions— Erythema, 
exfoliative  dermatitis,  contact  dermatitis.  Blood  Dyscrasias— 
Agranulocytosis,  leukopenia,  eosinophilia,  thrombocytopenia, 
anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions— 

Fever,  laryngeal  edema,  angioneurotic  edema,  asthma. 
Hepatotoxicity— Jaundice,  biliary  stasis.  Cardiovascular  Effects — 
Changes  in  terminal  portion  of  electrocardiogram,  including 
prolongation  of  Q-T  interval,  lowering  and  inversion  of 
T-wave,  and  appearance  of  a wave  tentatively  identified  as  a 
bifid  T or  a U wave  have  been  observed  with  phenothiazines, 
including  Mellaril  (thioridazine);  these  appear  to  be  reversible 
and  due  to  altered  repolarization,  not  myocardial  damage.  While 
there  is  no  evidence  of  a causal  relationship  between  these 
changes  and  significant  disturbance  of  cardiac  rhythm,  several 
sudden  and  unexpected  deaths  apparently  due  to  cardiac 
arrest  have  occurred  in  patients  showing  characteristic 
electrocardiographic  changes  while  taking  the  drug.  While 
proposed,  periodic  electrocardiograms  are  not  regarded  as 
predictive.  Hypotension,  rarely  resulting  in  cardiac  arrest. 
Extrapyramidal  Symptoms-hka[h\s\a,  agitation,  motor  restlessness, 
dystonic  reactions,  trismus,  torticollis,  opisthotonus,  oculogyric 
crises,  tremor,  muscular  rigidity,  and  akinesia,  occasionally 
persisting  for  several  months  or  years  especially  in  elderly 
patients  with  brain  damage.  Endocrine  Disturbances— Menstrual 
irregularities,  altered  libido,  gynecomastia,  weight  gain,  false 
positive  pregnancy  tests.  Urinary  Disturbances-  Retention, 
incontinence.  Others— Hyperpyrexia;  behavioral  effects 
suggestive  of  a paradoxical  reaction,  including  excitement, 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional 
states;  following  long-term  treatment,  a peculiar  skin-eye 
syndrome  marked  by  progressive  pigmentation  of  skin  or 
conjunctiva  and/or  accompanied  by  discoloration  of 
exposed  sclera  and  cornea;  stellate  or  irregular 
opacities  of  anterior  lens  and  cornea. 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice  will  be 
sent.  Requests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 
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A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


